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“Participate!”  say  the  non- 
profits. “Join!” 

You’ve  heard  it  a million  times 
yourself.  The  message  is  re- 
peated for  your  good,  for  our 
good,  and  for  the  good  of  the 
profession. 

We  don’t  want  to  belabor  the 
point  excessively.  The  facts  of 
the  matter,  though,  support 
our  thesis: 


Your  participation  is  good 
for  you. 

Your  participation  is  good 
for  us. 

Your  participation  is  good 
for  the  profession 
and  the  patient. 

Phone  or  write  today  for  your 
copy  of  GHI's  “Invitation  to 
Participate,”  won’t  you? 


GHI  Group  Health  Insurance,  inc. 

I 221  Park  Avenue  South  / New  York,  ALY.  1Q903./  SPring  7-6000 


a rapid-acting  antidepressant 

for  a lift  from  the 


hell  of  depression 


IN  BRIEF 


Action  and  Uses:  Norpramin  (desipramine  hydrochloride) 
is  the  primary  active  metabolite  of  imipramine.  It  differs 
from  earlier  antidepressants  in  its  rapid  onset  of  action. 
Approximately  60  to  70%  of  patients  with  neurotic  or 
psychotic  depressions  will  respond  satisfactorily.  More 
than  half  will  begin  to  improve  in  2-5  days,  others  within  a 
week.  Usually,  patients  not  responding  within  one  week 
are  less  likely  to  improve. 

Indications:  Norpramin  is  useful  in  the  treatment  of: 
neurotic  and  psychotic  depressive  reactions,  and  in  manic 
depressive  or  involutional  psychotic  reactions.  It  may  be 
used  as  co-therapy  with  tranquilizers  in  the  treatment  of 
markedly  agitated  forms  of  depressions. 


Contraindications:  (1)  Norpramin  should  not  be  given 
within  two  weeks  of  treatment  with  a monoamine  oxidase 
inhibitor.  (2)  Because  of  its  autonomic  effects,  it  is  con- 
traindicated in  patients  with  glaucoma,  urethral  or 
ureteral  spasm  and  recent  myocardial  infarction.  (3) 
Severe  coronary  heart  disease  because  of  possible  tachy- 
cardia. (4)  Active  epilepsy  as  it  lowers  the  threshold  for 
epileptiform  seizures. 

Precautions:  (1)  Norpramin  treatment  should  not  be  sub- 
stituted for  hospitalization  or  restraint  if  the  risk  of  homi- 
cide or  suicide  is  considered  grave.  (2)  In  patients  with 
manic  depressive  illness,  Norpramin  may  induce  a hypo- 
manic  state  after  the  depressive  phase  terminates.  (3) 
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NORPRAMIN 


rapid  acting  specific  for  depression 


not  an  MAO  inhibitor 
not  a tranquilizer 

Norpramin  is  an  original  product 
of  Lakeside  research.  It  has  been 
established  to  be  the  primary  active 
metabolite  of  imipramine  and  in 
many  patients  has  been  reported  to 
be  more  rapid  in  onset  of  action— 
2 to  5 days. 

Norpramin  is  specific  for  depression 
and  is  not  recommended  for  anxiety. 
Side  effects  are  usually  mild. 


“.  . . [Norpramin]  appears  to  have  an  im- 
mediate onset  of  action,  which  is  readily 
demonstrable  in  both  humans  and 
animals.” 

Meduna,  L.  J . ; Abood,  L.  G.,  and  Biel,  J.  H.:  Journal  of 
Neuropsychiatry  2: 232-237  (June)  1961. 


“.  . . laboratory  and  clinical  studies  have 
shown  that  imipramine  is  converted  endo- 
genously to  desipramine  [Norpramin] 
which  may  be  administered  instead  with 
more  prompt  onset  of  clinical  effect.” 

Nodine,  J.  A.,  and  Slap,  S.  W.:  Current  Therapeutic 
Research  5:40  (January)  1963. 


”...  responses  can  be  seen  as  soon  as  one 
to  three  days  after  administration.” 

Siegler,  P.  E.:  Medical  Clinics  of  North  America.  48:497 
(March)  1964. 


See  your  Lakeside  representative  or  please  write  for  clinical  data  and  complete  prescribing  information. 


LAKESIDE  LABORATORIES,  INC. 


MILWAUKEE,  WISCONSIN  53201 


Although  animal  teratology  studies  proved  negative,  fur- 
ther clinical  experience  is  necessary  to  establish  safety 
in  human  pregnancy.  (4)  Discontinue  therapy  prior  to 
elective  surgery. 

Adverse  Effects:  Mild  side  effects  may  occur  in  about  1 
of  4 patients.  These  are  usually  well  tolerated.  Side 
effects  include:  dry  mouth,  constipation,  dizziness,  palpi- 
tation, delayed  urination,  “bad  taste”,  sensory  illusion, 
tinnitus,  agitation  and  stimulation,  sweating,  drowsiness, 
headache,  orthostatic  hypotension,  flushing,  nausea, 
cramps,  weakness,  blurred  vision  and  mydriasis,  rash, 
allergy,  altered  liver  function,  ataxia  and  extrapyramidal 
signs. 


Dosage  and  Administration:  Optimal  results  are  obtained 
at  about  150  mg./day.  Dosage  over  200-225  mg./day 
increases  incidence  of  side  effects.  Norpramin  may  be 
administered  as  follows:  two  tablets  (50  mg.)  t.i.d.  (150 
mg./day).  Partial  response  may  be  expected  within  2-5 
days;  optimal  response  within  2-3  weeks.  After  optimal 
results  are  achieved  a maintenance  dose  . . . 50-100 
mg./day  . . . should  be  sought. 

Supplied:  Norpramin  (desipramine  hydrochloride)  tab- 
lets of  25  mg.,  in  bottles  of  50  and  500. 
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A rhinologic  approach  to  the  sinuses 

Sagittal  anatomical  section  of  nasal 
cavity  showing  approach  for  probing  or 
irrigation  by  cannulas. 

A-Sphenoid:  A sphenoid  cannula  (under 
13.5  cm.)  passed  around  the  middle  and 
superior  turbinates  to  the  anterior  wall  of 
the  sinus  through  its  ostium. 

B-Maxillary:  A conventional  antral 
cannula  passed  beneath  the  middle 
turbinate,  over  the  uncinate  process,  and 
rotated  downward  and  laterally  into  the 
ostium. 

C— Frontal:  A conventional  antral 
cannula  passed  after  preliminary 
maneuvers  through  the  frontonasal  canal 
into  the  ostium  frontale. 


In  colds  and  sinusitis 

NeihSyievlrine;  sooner 

hydrochloride 

(Brand  of  phenylephrine  hydrochloride) 

can  help  prevent  emergency  measures  later 


Before  complications  arise  in  colds  and  sinusitis, 

Neo-Synephrine  solutions  and  sprays  reduce  nasal 
turgescence  on  contact  — to  promote  essential 
aeration  and  drainage.  Turbinates  shrink,  sinus 
ostia  open  and  drainage  is  freed.  Relief  is  instant 
and  the  threat  of  complications  is  lessened. 

In  the  treatment  of  sinusitis,  the  Va  per  cent  solu- 
tion is  a preferred  vasoconstrictor,  “...most 
closely  approximating  physiologic  composition 

with  the  least  ‘rebound’  tendency ”*  Gentle 

Neo-Synephrine  is  well  tolerated  by  delicate  re- 

*Reed, G.  F.:  Sinusitis,  New  England  J.  Med.  267:402,  Aug.  23,  1962. 


spiratory  tissues.  Systemic  effects  are  practically 
nil,  post-therapeutic  turgescence  is  minimal  and 
repeated  applications  do  not  lessen  its  effective- 
ness. Neo-Synephrine  has  been  a standard  among 
vasoconstrictors  since  1935. 

Available  in  plastic  nasal  sprays  for  adults  (V2%) 
and  children  (V4%),  in  solutions  of  Vs,  V<  or  1 
percent. 


Winthrop  Laboratories 
New  York,  N.  Y. 


M///7fihrop 
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PERCODAN 


in  moderate  to 
moderately  severe  pain. . . 


Each  scored  yellow  PERCODAN*  Tablet  contains  4.50  mg. 
oxycodone  hydrochloride  (Warning:  May  be  habit-form- 
ing), 0.38  mg.  oxycodone  terephthalate  (Warning:  May 
be  habit-forming),  0.38  mg.  homatropine  terephthalate, 
224  mg.  aspirin,  160  mg.  phenacetin,  and  32  mg.  caffeine. 

Throughout  the  wide  middle  range  of  pain  PERCODAN 
assures  speed,  duration,  and  depth  of  analgesia  by  the 
oral  route  plus  the  reliability  that  counts  so  much. 
PERCODAN  acts  within  5 to  15  minutes. ..usually  provides 
uninterrupted  relief  for  6 hours  or  longer  with  just  1 
tablet. ..rarely  causes  constipation. 

Average  Adult  Dose— 1 tablet  every  6 hours.  Precautions, 
Side  Effects  and  Contraindications— The  habit-forming 
potentialities  of  PERCODAN  are  somewhat  less  than  those 


of  morphine  and  somewhat  greater  than  those  of  codeine. 
The  usual  precautions  should  be  observed  as  with  other 
opiate  analgesics.  Although  generally  well  tolerated, 
PERCODAN  may  cause  nausea,  emesis,  or  constipation  in 
some  patients.  PERCODAN  should  be  used  with  caution 
in  patients  with  known  idiosyncrasies  to  aspirin  or 
phenacetin,  and  in  those  with  blood  dyscrasias.  Also 
Available:  PERCODAN®-DEMl,  each  scored  pink  tablet 
containing  2.25  mg.  oxycodone  hydrochloride  (Warning: 
May  be  habit-forming),  0.19  mg.  oxycodone  terephthalate 
(Warning:  May  be  habit-forming),  0.19  mg.  homatropine 
terephthalate,  224  mg.  aspirin,  160  mg.  phenacetin,  and 
32  mg.  caffeine.  *U.  S.  Pats.  2,628,185  and  2,907,768 
Literature  on  request. 
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FOR  YOUR 
ELDERLY 
ARTHRITIC 
PATIENTS.. 


fectiveness,  dependability  ;and  reassuring  Safety  Factors  make 
^balate-SF  a logical  choice  for  antiarthriti’c  therapy  in  elderly  pa- 
ints—even  when  osteoporosis,  hypertension,  edema,  peptic  ulcer, 
rdiac  damage,  latent  chronic  infection  and  other  common  geriat- 
: conditions  are  present.  The  potassium  salts  of  Pabalate-SF  can- 
>t  contribute  to  sodium  retention ..  .the  enteric  coating  assures 
istric  tolerance...  and  clinical  experience  shows  that  this  prepara- 


Side  Effects:  Occasionally,  mild  salicylism 
may  occur,  but  it  responds  readily  to  ad- 
justment of  dosage.  Precaution:  In  the 
presence  of  severe  renal  impairment,  care 
should  be  taken  to  avoid  accumulation  of 
salicylate  and  PABA.  Contraindicated:  An 
hypersensitivity  to  any  component. 

Also  available:  Pabalate— when  sodium 


)n  does  not  precipitate  the  serious  reactions  often  associated  with  salts  are  permissible.  Pabalate-hc— 
rticosteroids  or  pyrazolone  derivatives.  Pabalate-SF  with  hydrocortisone. 

Fin  each  persian-rose  enteric-coated  tablet:  potas- 
sium salicylate  0.3  Gm.,  potassium  aminobenzoate 
0.3  Gm.,  ascorbic  acid  50.0  mg. 

—the  new,  convenient  way  to  prescribe 


H.  ROBINS  CO.,  INC.,  RICHMOND  20,  VIRGINIA  PABALATE-SODI U M FREE 


Medical  Meetings 


Postgraduate  pediatric  program 

Postgraduate  pediatric  conferences  will  be 
held  on  Tuesday  mornings  at  10:00  a.m.  in  the 
solarium  of  the  Kronish  Pavilion  of  Maimonides 
Hospital,  4802  Tenth  Avenue,  Brooklyn  19, 
New  York. 

January  conferences  include:  On  January  5, 
Bernard  S.  Epstein,  M.D.,  director  of  the 
Department  of  Radiology  at  Long  Island  Jewish 
Hospital  and  professor  of  radiology  at  Albert 
Einstein  College  of  Medicine,  and  Joseph  A. 
Epstein,  M.D.,  associate  clinical  professor  of 
neurosurgery  at  Albert?  fEinstein  College  of 
Medicine  and  attending  neurosurgeon  at  Long 
Island  Jewish  Hospital  on  “Tumors  of  the 
Spinal  Cord  and  Canal”;  January  12,  Charles 
H.  Bauer,  M.D.,  associate  attending  pediatri- 
cian at  New  York^Hospital,  on  “The  Challenge 
of  Prematurity”;  and  on  January  19,  Harold 
Fink,  M.D.,  director  of  the  Department  of 
Pathology  at  Coney  Island  Hospital  and  clinical 
associate  professor  of  pathology  at  Downstate 
Medical  Center,  State  University  of  New  York 
on  “Transfusional  Hemachromatosis  in  Cooley’s 
Anemia.” 

Bronx  Pediatric  Society 

The  Bronx  Pediatric  Society  will  hold  a scien- 
tific session  sponsored  by  the  Pet  Milk  Company 
on  January  13  at  8:30  p.m.  The  program  will 
be  held  in  the  fourth  floor  auditorium  of  Jacobi 
Hospital,  Pelham  Parkway  South  and  East- 
chester  Road,  The  Bronx.  Irving  Schulman, 
M.D.,  professor  and  head  of  the  Department  of 
Pediatrics  at  the  University  of  Illinois  at  the 
Medical  Center,  Chicago,  Illinois,  will  discuss 
“Hemorrhagic  States  of  Special  Significance  to 
the  Pediatrician.” 

Heart  association  medical  conference 

The  annual  medical  conference  sponsored  by 
the  New  York  Heart  Association  will  be  held 
January  19  at  the  Hotel  Waldorf-Astoria,  New 
York  City.  The  first  session  will  begin  at 
9:30  a.m. 

Morning  and  afternoon  sessions  will  be  de- 
voted to  medical  presentations  on  cor  pulmonale. 

Among  the  speakers  will  be  Dickinson  W. 
Richards,  M.D.,  Lambert  Professor  of  Medicine 
(emeritus),  Columbia  University  College  of 
Physicians  and  Surgeons;  M.  Irene  Ferrer, 
M.D.,  associate  professor  of  clinical  medicine, 
Columbia  University  College  of  Physicians  and 

Material  for  inclusion  in  the  medical  meetings  section 
must  be  received  six  weeks  prior  to  publication  date. 


Surgeons;  Andre  F.  Cournand,  M.D.,  professor 
of  medicine  (emeritus),  Columbia  University 
College  of  Physicians  and  Surgeons;  and  Gerard 
M.  Turino,  M.D.,  assistant  professor  of  medi- 
cine, Columbia  University  College  of  Physicians 
and  Surgeons.  Dr.  Richards  and  Dr.  Cournand 
are  co-winners  of  the  1956  Nobel  Prize  in  medi- 
cine for  their  work  in  cardiovascular  catheteriza- 
tion. 

New  York  County 
Academy  of  General  Practice 

The  New  York  County  Chapter  of  the  Ameri- 
can Academy  of  General  Practice  will  offer 
three  sessions  on  the  recognition  and  manage- 
ment of  common  dermatoses  at  the  Manhattan 
General  Hospital,  251  East  17th  Street,  New 
York  City. 

Topics  will  be:  January  28:  acne,  seborrhea, 
psoriasis,  fungus  infections;  March  25:  allergic 
dermatoses  including  contact  dermatitis  and 
drug  eruptions;  and  May  27:  benign  and 

malignant  skin  tumors;  early  syphilis  including 
new  serologic  tests  and  false  positive  reactors. 
These  will  be  acceptable  for  three  accredited 
hours. 

For  further  information  contact  Jospeh  A. 
Pincus,  M.D.,  140  West  58th  Street,  New  York 
City. 

Medicolegal  symposium 

The  American  Medical  Association  and  the 
American  Bar  Association  will  sponsor  the  1965 
National  Medicolegal  symposium  March  11 
through  13  at  the  Dunes  Hotel  in  Las  Vegas. 

Topics  to  be  covered  include  the  common 
goals  and  ideals  of  law  and  medicine,  the  medical 
witness,  current  litigation,  and  tax  problems. 
Trial  vignettes  will  be  used  to  dramatize  court- 
room situations. 

Advance  registration  cards  may  be  obtained 
by  writing  to  Mr.  Robert  B.  Throckmorton, 
general  counsel,  American  Medical  Association, 
535  North  Dearborn  Street,  Chicago,  Illinois 
60610. 

New  York  Eye  and  Ear  Infirmary 

The  annual  spring  meeting  of  the  Alumni 
Association  of  the  New  York  Eye  and  Ear 
Infirmary  will  be  held  March  25  through  27. 

Symposia  will  be  offered  in  “Cryosurgery,” 
use  of  synthetics  in  ophthalmic  surgery,  and 
problems  in  reconstructive  surgery,  as  well  as 

continued,  on  page  12 
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60 


Clinical  evaluation  of  patient  response  to 
administered  salicylates  frequently  centers  on 
gastric  tolerance  and  the  rate  and  extent  of 
gastrointestinal  absorption  following  specific 
dosage  forms.  Can  significant  differences  be 
expected? 

Many  investigators1  think  so.  Clinical  compari- 
sons between  plain  acetylsalicylic  acid  tablets 
and  those  containing  small  amounts  of  antacids 
have  shown  that  in  vivo  absorption  rates  at  60 
minutes  are  directly  proportional  to  the  in  vitro 
dissolution  rates  of  the  particular  tablet.  Results 
of  tests  relating  urinary  excretion  of  salicylate 
after  ingestion  of  solid  aspirin  tablets  with  that 
following  ingestion  of  aqueous  solutions  of  vari- 
ous salicylates  are  comparable  . . . the  gastroin- 
testinal absorption  rate  of  aspirin  administered 
in  solution  is  significantly  greater. 


50 
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Carlo,  Cambosos,  Feeney  and  Smith2  compared 
plasma  salicylate  levels  after  oral  administration 
of  aspirin  with  water  only  and  with  effervescent 
and  alkaline  adjuvants.  Twelve  subjects  received 
0.6  gm  aspirin  in  four  forms:  USP  tablet  fol- 
lowed by  200  cc  plain  water  or  by  200  cc  soda 
water;  USP  tablet  plus  3.2  gm  sodium  citrate 
with  200  cc  water;  and  sodium  acetylsalicylate 
in  an  effervescent  solution  containing  sodium- 
calcium  phosphates,  sodium  bicarbonate  and 
sodium  citrate  [Alka-Seltzer] . At  20  and  45 
minutes,  “appreciably  higher  plasma  levels”  of 
salicylate  were  attained  after  the  sodium  aspirin 
effervescent  antacid  solution. 


10  20  30  45  60 

Minutes  after  drug  administered 
PLASMA  LEVELS  OF  SALICYLATE 

A — usp  aspirin  tablets 
AB  _ buffered  aspirin  tablets 
AS  — effervescent  sodium  aspirin  solution 

concluded  that  “the  rate  of  absorption  of  aspirin 
is  dependent  on  the  solubility  characteristics  of 
the  preparation”. 

1.  References  on  request,  or  see  page  5 of  brochure. 

Professional  Product  Information. 

2.  Carlo,  P. E.;  Cambosos,  N.M.;  Feeney,  G.C.;  and  Smith,  P. K.:  Jour. 
Amer.  Pharm.  Ass.  (Scient.  Ed.)  44:396  July,  1955. 

3.  Leonards,  J.  R.:  Clin.  Pharm. &Ther.  4:476  July-August,  1963. 


In  168  tests  on  55  human  subjects,  Leonards3 
also  used  plasma  salicylate  concentration  to 
measure  the  rate  of  absorption.  Following  in- 
gestion of  0.64  gm  aspirin  in  different  forms,  all 
subjects  were  tested  at  10,  20,  30,  45  and  60 
minutes.  As  shown  on  the  chart  above:  A (USP 
aspirin  tablet)  was  absorbed  relatively  slowly; 
AB  (aspirin  tablet  with  aluminum  glycinate  and 
magnesium  carbonate)  was  absorbed  slightly 
more  rapidly;  and  AS  (sodium  aspirin  in  an 
effervescent  antacid  solution)  was  still  more 
rapidly  absorbed  reaching  highest  plasma  levels 
in  30  minutes.  A laboratory  solution  of  sodium 
acetylsalicylate,  not  pharmaceutically  available, 
gave  similar  levels.  Alka-Seltzer  was  the  effer- 
vescent sodium  aspirin  form  used.  Leonards 

Information  above  is  presented  for  physicians  only. 

©1964  MILES  LABORATORIES,  Inc. 


Write  for  reprints  of  articles  cited  above, 
and  new  Professional  Product  Brochure. 


The  formulation  and  pharmacodynamics  of  Alka- 
Seltzer®  are  unique.  There  is  no  generic  equivalent. 
Each  dry  tablet  contains:  acetylsalicylic  acid,  5 gr  (0.32 
gm);  sodium  bicarbonate,  30  gr  (1.92  gm);  citric  acid, 
16  gr  (1.024  gm);  and  mono-calcium  phosphate,  3 gr 
(0.192  gm).  Antacid-analgesic  Alka-Seltzer  tablets  dis- 
solved in  water  become  an  effervescent  solution  con- 
taining sodium  acetylsalicylate,  sodium  citrate,  calcium- 
sodium  phosphates  and  sodium  bicarbonate.  One  tablet 
neutralizes  30  ml  of  0.1  N hydrochloric  acid.  Buffered 
pH  is  6.8. 


Please  address  literature  requests  to  the 
Professional  Service  Department, 

MILES  PRODUCTS,  Elkhart,  Indiana,  U.S.A . 
Division  of  Miles  Laboratories,  Inc. 
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courses  and  closed  circuit  television  demon- 
strations of  surgical  procedures. 

Also,  there  will  be  symposia  on  Meniere’s 
disease,  labyrinthine  hydrops — surgical  and 
medical  treatment,  otolaryngological  aspects  of 
pediatric  allergy,  and  tympanoplasty,  as  well  as 
closed  circuit  television  demonstrations  of 
surgical  procedures. 

Additional  information  may  be  obtained  by 
writing  to  the  secretary,  Alumni  Association, 
New  York  Eye  and  Ear  Infirmary,  218  Second 
Avenue,  New  York  10003. 

Rehabilitation  of  chronically  ill  patient 

The  Department  of  Physical  Medicine  and 
Rehabilitation  of  New  York  Medical  College — - 
Metropolitan  Medical  Center,  will  offer  a two- 
week  course  at  Bird  S.  Coler  Hospital,  New 
York  City,  from  April  26  through  May  7. 
Registered  nurses,  occupational  therapists, 
physical  therapists,  and  social  workers  are 
invited  to  attend.  Tuition  is  $150. 

The  course  is  planned  to  provide  a broad 
review  of  the  principles,  technics,  and  problems 
involved  in  the  rehabilitation  care  of  the 
chronically  ill  patient  and  will  offer  a compre- 
hensive and  practical  presentation  of  the  appli- 
cations of  such  care  in  hospital,  home,  old  age 
home,  and  nursing  home.  It  will  consist  of 
lectures,  seminars,  clinical  demonstrations,  and 
practice  workshops  and  include  the  contributions 
of  the  various  disciplines  to  the  rehabilitation 
process.  The  teaching  staff  includes  members 


New  cosmetic  only  temporary 

Facial  cosmetics  containing  bovine  serum 
albumin  are  harmless  but  produce  only  tem- 
porary physical  surface  changes,  an  American 
Medical  Association  Committee  has  said. 
The  products  were  marketed  recently  with 
claims  that  they  would  “smoothen  the  skin.” 
On  the  basis  of  reports  on  these  products, 
clinical  evaluations  by  several  dermatologists, 
and  some  direct  personal  experience  by  its  mem- 
bers, the  A.M.A.  Committee  on  Cutaneous 
Health  and  Cosmetics  concluded  that  “bovine 
serum  albumin  products  are  safe  for  use  on  the 
human  skin  and  cause  temporary  physical  sur- 
face changes.” 


of  the  faculty  of  New  York  Medical  College, 
professional  staff  of  the  Medical  Center,  and 
noted  guest  lecturers. 

Further  information  may  be  obtained  from 
Milton  Holtzman,  M.D.,  course  director. 
Department  of  Physical  Medicine  and  Reha- 
bilitation, New  York  Medical  College,  1 East 
105th  Street,  New  York,  New  York  10029. 

New  York  Roentgen  Society 

The  New  York  Roentgen  Society  will  hold  its 
annual  spring  conference  at  the  Waldorf- 
Astoria  Hotel  April  29  through  May  1.  The 
scientific  program  will  feature  refresher  courses 
as  well  as  papers  on  subjects  of  current  interest. 
The  annual  Ross  Golden  Lecture  will  be  given 
by  Earl  Miller,  M.D.  Other  nationally  known 
radiologists  will  participate  in  the  meeting  which 
coincides  with  the  reopening  of  the  World’s  Fair. 

For  additional  information  contact  Albert  A. 
Dunn,  M.D.,  Roosevelt  Hospital,  428  West  59th 
Street,  New  York,  New  York  10019. 

Brooklyn  Eye  and  Ear  Hospital 

The  annual  alumni  meeting  of  the  Brooklyn 
Eye  and  Ear  Hospital  will  be  held  on  May  1. 
“The  Current  Role  of  Plastics  in  Ophthalmol- 
ogy” will  be  discussed  by  specialists  in  the 
related  fields. 

Further  information  may  be  obtained  from 
David  S.  Karan,  M.D.,  program  committee 
chairman,  29  Greene  Avenue,  Brooklyn  38, 
New  York. 


In  the  absence  of  an  excessive  amount  of 
pharmacologically  active  preservative  agents, 
the  bovine  serum  albumin  products  apparently 
have  no  biochemical  or  physiological  activity 
when  applied  to  the  skin  and  their  effect  is  only 
temporary,  the  committee  said. 

The  effect  on  the  skin  can  be  totally  eliminated 
if  the  skin  is  washed  with  soap  and  water,  re- 
duced significantly  by  vigorous  use  of  the  facial 
muscles  of  expression,  and  simulated  by  using 
test  materials  which  produce  a contracting  film 
on  the  skin,  the  committee  added.  It  was  also 
shown  that  these  products  do  not  promote  or 
retard  the  transportation  of  water  through  the 
horny  layer  of  the  skin  and  are  not  correlated 
with  demonstrable  changes  in  skin  tissues. 
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epilepsy  can  undermine  self-reliance 


“A  therapeutic  ‘bull’s-eye’  may  be  scored  with 
DILANTIN  [diphenylhydantoin]  even  for  a per- 
son with  long-standing  convulsions  previously 
unrelieved  by  phenobarbital.”*  Such  efficacy 
can  make  a substantial  contribution  to  your 
epileptic  patient’s  rehabilitation. . .improve  his 
prospects  for  employment . . . foster  greater  self- 
reliance. 

Indications:  Grand  mal  epilepsy  and  certain  other 
convulsive  states.  Precautions:  Toxic  effects  are 
infrequent:  allergic  phenomena  such  as  polyarthrop- 
athy, fever,  skin  eruptions,  and  acute  generalized 
morbilliform  eruptions  with  or  without  fever.  Rarely, 
dermatitis  goes  on  to  exfoliation  with  hepatitis,  and 
further  dosage  is  contraindicated.  Eruptions  then 
usually  subside.  Though  mild  and  rarely  an  indica- 
tion for  stopping  dosage,  gingival  hypertrophy,  hir- 


sutism, and  excessive  motor  activity  are  occasion- 
ally encountered,  especially  in  children,  adoles- 
cents, and  young  adults.  During  initial  treatment, 
minor  side  effects  may  include  gastric  distress, 
nausea,  weight  loss,  transient  nervousness,  sleep- 
lessness, and  a feeling  of  unsteadiness.  All  usually 
subside  with  continued  use.  Megaloblastic  anemia, 
aplastic  anemia,  leukopenia,  granulocytopenia  and 
pancytopenia  have  been  reported.  Nystagmus  may 
develop.  Nystagmus  in  combination  with  diplopia 
and  ataxia  indicates  dosage  should  be  reduced. 
Adequate  examination  of  the  blood  is  advisable. 
DILANTIN  (diphenylhydantoin  sodium)  is  supplied 
in  several  forms  including  Kapseals®  containing 
0.1  Gm.  and  0.03  Gm. 

*Lennox,  W.  G.:  Epilepsy  and  Re- 
lated Disorders,  Boston,  Little, 

Brown  and  Company,  1960,  vol. 

2,  p.  865.  43264  PARKE,  DAVIS  4 COMPANY.  Detroit,  Michigan  46233 
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Medical  News 


Sports  Illustrated  awards 

Two  New  York  State  physicians  are  among 
the  Sports  Illustrated  silver  anniversary  all- 
American  winners.  The  former  collegiate  grid- 
ders  were  honored  for  their  outstanding  contri- 
butions in  life  during  the  intervening  twenty-five 
years. 

Robert  McCormack,  M.D.,  Rochester,  a plas- 
tic surgeon,  was  the  nominee  of  Swarthmore  Col- 
lege where  he  won  four  football  letters  as  a half- 
back despite  his  small  size.  He  is  chairman  of 
the  Division  of  Plastic  Surgery  at  the  University 
of  Rochester  School  of  Medicine.  He  is  inter- 
nationally known  as  an  authority  on  injury  to 
the  hand. 

Walter  Zimdahl,  M.D.,  Buffalo,  was  the  nom- 
inee of  Syracuse  University  where  he  was  a 
standout  fullback  for  three  years,  worked  his 
way  through  medical  school,  and  graduated  with 
honors.  A teaching  fellow  at  Pratt  Diagnostic 
Hospital  in  Boston,  he  resigned  to  become  direc- 
tor of  the  University  of  Buffalo  Chronic  Disease 
Research  Institute  where  he  helped  develop  a 
polio  unit  that  was  the  only  one  of  its  kind  in  the 
East  for  respiratory  cases,  a hearing  and  speech 
center,  the  first  of  its  kind  in  the  area,  and  a 
heart  kitchen  for  cardiac  cases. 

Russian  language  courses 

The  Language  Research  Service,  150  East  61st 
Street,  New  York  City,  will  sponsor  a special 
course  in  Russian  for  doctors  and  scientists.  No 
previous  knowledge  of  the  language  is  necessary. 

Groups  meet  at  the  New  York  Academy  of 
Sciences  and  are  formed  as  the  demand  requires. 
Private  lessons  are  available.  Further  informa- 
tion may  be  obtained  from  the  Service  at  the 
above  address  or  TEmpleton  8-0471. 

American  Board  of  Obstetrics  and 
Gynecology 

Candidates  who  have  participated  in  the  Part 
I (written)  examination  of  this  Board  given  on 
December  11,  1964,  will  be  notified  of  the  results 
of  their  examination  on  or  before  February  1, 
1965. 

Applications  for  the  Part  I (written)  examina- 
tion to  be  given  on  July  2,  1965,  will  be  accepted 
in  the  office  of  the  Secretary  during  the  months 
of  January  and  February.  All  applications 
postmarked  after  February  28  will  be  returned 
to  the  sender.  Application  forms  and  Bulletins 
of  the  Board  may  be  obtained  by  writing  to  the 

Material  for  inclusion  in  the  medical  news  section  must  be 
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office  of  the  secretary,  Clyde  L.  Randall,  M.D., 
American  Board  of  Obstetrics  and  Gynecology, 
100  Meadow  Road,  Buffalo,  New  York  14216. 

Servicemen  applying  for  the  Part  I examina- 
tion are  requested  to  submit  with  their  applica- 
tion the  name  of  their  commanding  officer. 

Diplomates  of  this  Board  are  requested  to 
keep  the  secretary’s  office  informed  of  any 
change  in  address. 

Construction  grants  awarded 

Grant  awards  totaling  more  than  $32  million 
to  17  of  the  nation’s  schools  of  medicine,  den- 
tistry, and  nursing  were  announced  during  early 
fall  by  Secretary  of  Health,  Education,  and  Wel- 
fare Anthony  J.  Celebrezze.  These  funds  will 
be  used  to  help  the  schools  defray  the  cost  of  new 
construction,  replacement,  expansion,  or  mod- 
ernization. 

Of  the  $32,051,563  being  awarded,  $11,609,742 
will  go  to  medical  schools,  $16,889,554  to  dental 
schools,  and  $3,552,267  to  nursing  schools.  The 
total  construction  cost,  including  Federal  funds, 
has  been  estimated  at  $61,834,548.  This  figure 
does  not  include  additional  construction  for  re- 
search and  related  activities  being  planned  by 
many  of  the  schools. 

In  New  York  State,  D’Youville  College  in 
Buffalo  received  $612,783  for  a new  life  sciences 
building  which  will  include  administrative,  fac- 
ulty, and  teaching  space  for  major  expansion  of 
the  School  of  Nursing.  The  construction  pro- 
gram is  expected  to  total  $1,021,303. 

Essay  contest  in  diabetes  mellitus 

The  New  York  Diabetes  Association  an- 
nounces its  second  annual  prize  essay  contest  in 
the  field  of  diabetes  mellitus  open  to  house  staff 
officers  and  Fellows  of  hospitals  in  the  City  of 
New  York  and  adjacent  counties. 

First  prize  is  $100.  Prizes  will  be  awarded  for 
papers  on  original  work  in  the  field  of  diabetes 
mellitus.  Abstracts  should  consist  of  not  more 
than  250  words  and  must  be  received  by  the 
Clinical  Society  chairman  not  later  than  April  1. 
The  prize-winning  paper  and  selected  other  pa- 
pers submitted  by  house  officers  and  Fellows  will 
be  presented  at  the  house  staff  officers  and  Fel- 
lows meeting  on  May  20  at  8:00  p.m.  in  Room 
20,  New  York  Academy  of  Medicine,  2 East 
103rd  Street,  New  York  City. 

The  original  and  four  copies  should  be  sub- 
mitted to  Prize  Essay  Committee,  Clinical  Soci- 
ety, New  York  Diabetes  Association,  Inc.,  104 
East  40th  Street,  New  York,  New  York  10016. 

continued  on  page  16 
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159th 


Annual  Convention 

MEDICAL  SOCIETY 

of  the 

STATE  OF  NEW  YORK 

February  15-18,  1965 

at  the 

Americana  of  New  York 

New  York  City 


Highlights  . . . 

Panel  on  Hyperbaric  Medicine  via  2-way  Transatlantic  Hook-up  with  Glasgow,  Scotland 

• 24  Scientific  Sections  • Symposia  • Panel  Discussions  • Annual  Meeting  of  House  of  Delegates 

• President’s  Reception  and  Dinner  Dance  • Scientific  and  Technical  Exhibits  • Scientific  Motion  Pictures. 


Complete  & mail  this  form  to:  Reservations  Manager,  Americana  of  New  York. 


dmericana  OF  NEW  YORK 


SEVENTH  AVENUE  at  52nd  ST.,  NEW  YORK  19,  N.  Y. 


TELETYPE  212-640-4894 

Please  make  reservations  for 


persons 


NAME(S). 


TELEPHONE  (212)  LT1-1000 
PLEASE  CHECK  (/)  ACCOMODATIONS  DESIRED 

(All  rooms  subject  to  5%  New  York  City  Room  tax) 

SINGLE  BEDROOM  □ $12.00 

□ $14.00  □ $16.00  □ $17.00  □ $18.00 

□ $19.00  □ $20.00  □ $22.00  □ $23.00 

DOUBLE-BEDDED  ROOM  FOR  TWO  □ $14.00 

□ $16.00  □ $18.00  □ $19.00  □ $22.00 

TWIN-BEDDED  ROOM  FOR  TWO  □ $16.00 

□ $18.00  □ $20.00  □ $21.00  □ $22.00 

□ $23.00  □ $24.00  □ $26.00  □ $28.00 

Address STUDIO  ROOM  FOR  ONE 


City 

Arrive:  Date. 


Zone. 


.State 

A.M. 
AT P.M. 


( Reservations  held  only  until  6:00  PM; 
unless  later  arrival  is  indicated) 


Probable  Departure  Date 

THIS  FORM  SHOULD  BE  RECEIVED  BY 
HOTEL  TWO  WEEKS  PRIOR  TO  CONVENTION 


□ $20.00  □ $22.00  □ $24.00 

STUDIO  ROOM  FOR  TWO 

□ $15.00  □ $26.00  □ $27.00  □ $28.00 

PARLOR  AND  ONE  BEDROOM 

□ $40.00  □ $44.00  □ $46.00  & UP 

PARLOR  AND  TWO  BEDROOMS 

□ $68.00  □ $74.00  □ $76.00  & UP 

NOTE:  If  a room  atthe  rate  requested  is  not  available, 
reservation  will  be  made  at  the  nearest  rate  possible 
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Retardation  research  institute 

Ground  breaking  ceremonies  for  the  Institute 
for  Basic  Research  in  Mental  Retardation  were 
held  on  the  site  of  the  new  facility,  Forest  Hill 
Road,  Staten  Island,  on  December  2,  1964. 

The  five-story  building,  to  be  constructed  of 
steel  and  prestressed  concrete,  will  cost  more 
than  $7  million.  It  will  include  eight  planned 
laboratories  designed  for  flexibility  of  space  and 
equipment.  There  will  also  be  provision  for 
clinical  research  and  educational  projects.  The 
wards,  with  a total  capacity  of  40  beds,  will  be 
solely  for  patients  under  observation.  Facilities 
will  be  suitable  to  a wide  variety  of  types  of  pa- 
tients. Provision  also  has  been  made  for  rooms 
for  public  meetings  and  consultations  and  for 
ancillary  services,  such  as  photographic  labora- 
tories and  a maintenance  shop. 

Cleveland  clinic  building  dedicated 

The  new  $2,250,000  Education  Building  of 
The  Cleveland  Clinic  Foundation  was  dedicated 
and  occupied  in  November.  Edward  R.  Annis, 
M.D.,  immediate  past  president  of  the  American 
Medical  Association,  gave  the  dedicatory  ad- 
dress. 

Both  the  building  and  funds  to  maintain  it 
were  the  gift  of  a former  patient  of  the  Cleveland 
Clinic. 

The  top  three  of  the  seven  stories  are  occupied 
by  63  Fellows  (residents)  and  interns.  Each  oc- 
cupies a bedroom-study  with  bath  between  each 
two  rooms.  A lounge  is  on  each  floor.  The 
Clinic  has  183  Fellows  and  interns. 

There  is  a 272-seat  two-story  auditorium  with 
every  modern  electronic  device  to  aid  audio  and 
visual  communication  of  ideas.  This  will  be  the 
scene  for  the  dozen  or  more  two-day  postgradu- 
ate courses  the  Clinic  gives  each  year  for  practic- 
ing physicians  who  come  from  all  over  the 
United  States  and  Canada. 

There  are  eight  large  seminar  rooms  on  the 
first  two  floors,  each  with  closed  circuit  televi- 
sion, tape  recorder,  magnetic  blackboard  and 
x-ray  film  viewers.  On  the  third  floor  are  educa- 
tional offices,  staff  doctors’  lounge,  and  four  pri- 
vate offices  for  emeritus  staff  doctors.  The 


fourth  floor  holds  the  15,000-volume  library  and 
editorial  offices. 

Hospital  issues  first  report 

The  Moses  Ludington  Hospital  in  Ticonde- 
roga  admitted  2,357  patients  and  received  oper- 
ating revenue  in  excess  of  a half  million  dollars  in 
the  year  ended  May  31,  1964,  John  F.  Lawson, 
president  of  the  hospital,  has  announced  in  the 
hospital’s  first  published  annual  report. 

The  nonprofit,  voluntary  hospital  is  “in  sound 
condition — financially,  physically,  and  profes- 
sionally,” Mr.  Lawson  reported.  The  100-bed 
institution  serves  as  the  principal  medical  facil- 
ity for  some  30,000  north  country  residents  living 
in  Essex,  Warren,  and  Washington  Counties, 
and  nearby  areas  of  Vermont. 

Personalities 

Elected.  Gray  H.  Twombly,  M.D.,  professor 
of  gynecology,  New  York  University  College  of 
Medicine,  as  president  of  the  American  Cancer 
Society,  New  York  City  Division,  Inc. 

Appointed . Harold  T.  F uerst,  M . D . , director  of 
the  Bureau  of  Preventable  Diseases  of  the  New 
York  City  Department  of  Health,  as  assistant 
commissioner  of  the  Department . . . Milton  Ter- 
ris, M.D.,  formerly  with  Public  Health  Research 
Institute  of  the  City  of  New  York  and  the  New 
York  University  College  of  Medicine,  as  full  pro- 
fessor in  the  Department  of  Preventive  Medi- 
cine at  New  York  Medical  College. 

Speakers.  A.  W.  Martin  Marino,  M.D., 
Brooklyn,  moderator  on  a panel  symposium  on 
cancer  of  the  rectum  before  the  New  England 
Conference  of  Colon  and  Rectal  Surgeons  spon- 
sored by  the  New  England  Proctologic  Society, 
the  New  Jersey  Proctologic  Society,  the  New 
York  Society  of  Colon  and  Rectal  Surgeons,  and 
the  Pennsylvania  Society  of  Colon  and  Rectal 
Surgeons  at  the  New  England  Deaconess  Hospi- 
tal, Boston,  Massachusetts,  on  November  14, 
1964  . . . Robert  Turell,  M.D.,  New  York  City, 
on  a panel  on  “Colorectal  Adenomas — Precan- 
cerous?”  at  the  Albert  Einstein  College  of  Medi- 
cine on  November  4,  1964. 


16  New  York  State  Journal  of  Medicine  / January  1,  1965 


New  International  Study 

of  antibiotic  effectiveness  in  vitro  compiled  from  17,225  cultures,  * 


88 


Bacterial  susceptibility  is  similar  all  over  the  world. 
So  is  the  effectiveness  of  m A 

TA0# 

(triacetyloleandomycin) 


New  international  data  on 
antibiotic  effectiveness  in  vitro 


The  1964  international  study’  of  antibiotics  is  the  most  comprehensive  analysis 
of  microbial  data  ever  undertaken.  It  compares  the  microbial  susceptibility  to  5 
leading  antibiotics  by  in  vitro  testing.  The  following  statistics  give  an  indication 
of  the  scope  of  this  survey:  the  tests  were  performed  in  88  laboratories,  distributed 
throughout  13  countries  and  4 continents.  In  all,  the  results  of  86,125  suscepti- 
bility determinations,  made  on  17,225  cultures,  were  tabulated  and  analyzed. 
Electronic  data  processing  equipment  was  employed  for  the  computations. 

Some  of  the  determinations  made  possible  by  the  study  include  results  of  in  vitro 
susceptibility  tests  by  country,  comparison  of  antibiotics  according  to  anatomical 
source  of  the  clinical  isolate,  and  susceptibility  of  staphylococcus  aureus  accord- 
ing to  bacteriophage  type.  Perhaps  the  most  important  comparison  is  that  of  over- 
all, worldwide  effectiveness  of  the  5 leading  antibiotics.  Results  of  this  determina- 
tion are  shown  in  the  chart  below. 


Over-all  results  of  the  international  study: 


Penicillin 

Tetracycline 

Erythromycin 


Chloramphenicol 


TAG 


10  20  30  40  50  60  70  80  90  100% 


Based  on  the  following  number  of  cultures:  staphylococcus  aureus,  10,384;  diplo- 
coccus  pneumoniae,  1,322;  /9  hemolytic  streptococci,  2,492;  enterococci,  3,027. 


Comparative  in  vitro  effectiveness 

tetracycline  and  TAO 

against  /3  hemolytic  streptococci 


Breese  recently  showed  that  . . in  vitro  resistance  to  tetracycline  was  observed  in  about 
25%  of  the  j3  hemolytic  streptococci  tested.  This  resistance  or  lack  of  resistance  seemed  to 
be  correlated  with  the  clinical  results  obtained  by  treatment.”8  This  report  of  shifts  in  anti- 
biotic effectiveness  is  borne  out  by  the  nationwide  study  of  19632  and  the  international 
study  of  1964.' 


U.S.  Study,  1963 
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results  based  on  1,519  cultures 


International  Study,  1964 


1 

Tetra 

eye 

line 

TAO 

j 

0 10  20  3 

10  4 

0 5 

0 6 

0 7 

0 8 

0 91 

0 1 

results  based  on  2,492  cultures 


In  vitro  data  confirms  the  7-year 
clinical  record 

In  a study3  involving  95  patients  there  was  “an  encouragingly  accurate  (90-95%)  degree  of 
correlation  between  in  vitro  and  in  vivo  results  with  TAO.” 


Breese 4:  . . triacetyloleandomycin  was  at  least  as  effective  as  penicillin  and  more  effective 

than  erythromycin  propionate  in  the  treatment  of  streptococcal  infections  in  children.” 

McClellan5:  In  the  treatment  of  124  pediatric  patients  with  a wide  variety  of  infections, 
‘‘triacetyloleandomycin  was  effective  in  92%. ” 

Shubin6:  129  patients  with  upper  or  lower  respiratory  infections  were  treated  with  TAO.  Of 
these,  120  had  a good  response,  which  generally  showed  ‘‘reduction  in  temperature  and 
toxicity  within  48  hours  after  initiation  of  therapy,  with  subsequent  clinical  and  bacterio- 
logical cure  of  infection.” 


Wennersten7:  . . clinical  results  obtained  in  135  cases  of  a wide  variety  of  infections  were 

dramatically  good . . .” 


(triacetyloleandomycin) 


Available  as:  Capsules  (250  mg.;  125  mg.)  Ready-Mixed  Oral  Suspen- 
sion (raspberry  flavored,  125  mg./5cc.)  Pediatric  Drops  (100  mg./cc.) 


see  back  cover  for  TAO  indications,  contraindications,  and  precautions-> 


N LW  intramuscular 

companion  to  TAO 

OLEANDOMYCIN 

INTRAMUSCULAR# 

If  Oleandomycin  Ig 

j|  Inlramuscular  j| 

Four  reasons  to  consider  this  convenient  new  dosage  form  for  your  bag,  emergencies  or  hospital  use: 

1 the  bacterial  spectrum  includes:  streptococci,  pneumococci,  gonococci  and  staph- 
ylococci; particularly  effective  against  some  strains  of  staphylococci  resistant  to 
other  antibacterial  agents. 


2 


most  strains  of  staphylococci  do  not  demonstrate  cross-resistance  between  olean- 
domycin and  erythromycin. 


3 

4 


allergic  reactions  or  other  systemic  side  effects  have  been  encountered  only  rarely 
with  parenteral  use  of  oleandomycin. 

easily  reconstituted— freely  water  soluble. 


TAO  Rx  Information 

Indications:  The  bacterial  spectrum  includes:  streptococci,  staphylococci,  pneumococci  and  gono- 
cocci. Recommended  for  acute,  severe  infections  where  adequate  sensitivity  testing  has  demon- 
strated susceptibility  to  this  antibiotic  and  resistance  to  less  toxic  agents.  Not  recommended  for 
prophylaxis  or  in  the  treatment  of  infectious  processes  which  may  require  more  than  ten  days  con- 
tinuous therapy.  In  view  of  the  possible  hepatotoxicity  of  this  drug  when  therapy  beyond  ten  days 
proves  necessary,  other  less  toxic  agents,  of  course,  should  be  used.  If  clinical  judgment  dictates 
continuation  of  therapy  for  longer  periods,  serial  monitoring  of  liver  profile  is  recommended,  and  the 
drug  should  be  discontinued  at  the  first  evidence  of  any  form  of  liver  abnormality. 

Contraindications  and  Precautions:  TAO  (triacetyloleandomycin)  is  contraindicated  in  pre-existing 
liver  disease  or  dysfunction,  and  in  individuals  who  have  shown  hypersensitivity  to  the  drug.  Although 
reactions  of  an  allergic  nature  are  infrequent  and  seldom  severe,  those  of  the  anaphylactoid  type 
have  occurred  on  rare  occasions. 


OLEANDOMYCIN  INTRAMUSCULAR  Rx  Information 

Indications:  The  bacterial  spectrum  includes:  streptococci,  staphylococci,  pneumococci  and  gonococci. 

Precautions:  Significant  adverse  reactions  or  idiosyncrasy  require  discontinuation  of  medication. 
Aside  from  occasional  instances  of  mild  pain  at  the  site  of  injection,  adverse  reaction  to  an  intra- 
muscular injection  has  been  rare.  Allergic  reactions  to  oleandomycin  rarely  have  been  observed  but 
constant  observation  for  such  effects  should  be  maintained.  When  used  for  local  infiltration,  allergic 
manifestations  and  sensitizing  reaction  to  Xylocaine  (lidocaine  hydrochloride)  have  not  been 
reported.  "Xylocaine  is  the  Registered  Trademark  of  Astra-Pharmaceutical  Products,  Inc.  for  its 
brand  of  lidocaine. 


References:  1.  Isenberg,  Henry  D.,  Ph.D.:  Scientific  exhibit  presented  at  the  92nd  Annual  Meeting  of  The  Ameri 
can  Public  Health  Association,  New  York  City,  N.  Y.  Oct.  5-8,  1964.  2.  Isenberg,  Henry  D.:  Health  Laboratory  Sci 
ence  1:185-256.  (Jul.-Aug.)  1964.  3.  Werthamer,  S.  et  al:  Antibiotic  Med.  and  Clin.  Ther.:  7:560  (Sept.)  1960 
4.  Breese,  B.  B.  et  al:  Am.  J.  Dis.  Children  101:423  (Apr.)  1961.  5.  McClellan,  M.:  Antibiotic  Med.  and  Clin.  Ther 
7:221  (Apr.)  1960.  6.  Shubin,  H.  et  al:  Antibiotic  Med.  and  Clin.  Ther.  6:156  (Mar.)  1959.  7.  Wennersten,  J.  R.: 
Antibiotic  Med.  and  Clin.  Ther.  5:527  (Aug.)  1958.  8.  Breese,  B.  B.  et  al:  Am.  J.  Dis.  Children  107:232  (Mar.)  1964 
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J.  B.  Roerig  and  Company 
New  York  17,  N.Y. 

Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World’s  Well-Being® 


(triacetyloleandomycin) 


Rx  New,  improved 

VITERRA®  THERAPEUTIC 

Tablets  for 

high-potency  nutritional 
build-up  following  infection. 


Book  Notes 


Principles  of  Public  Health  Administra- 
tion. By  John  J.  Hanlon,  M.D.  Fourth 
edition.  Octavo  of  719  pages,  illustrated. 
St.  Louis,  The  C.  V.  Mosby  Company,  1964. 
Cloth,  $11.50. 

This  work  which  first  appeared  in  1950  is  again 
revised  to  include  recent  advances  in  a rapidly 
changing  field.  It  is  well  written  and  adequately 
covers  the  essentials  of  public  health. 

Textbook  of  Urology.  By  Victor  F.  Marshall, 
M.D.  Second  edition.  Octavo  of  355  pages, 
illustrated.  New  York,  Hoeber  Medical  Divi- 
sion, Harper  & Row,  Publishers,  1964.  Cloth, 
$8.50. 

The  second  edition  of  this  work  is  considerably 
enlarged  with  much  of  the  material  entirely  re- 
written. New  chapters  have  been  added  and 
methods  of  treatment  brought  up  to  date. 
It  is  well  illustrated. 

Bailey’s  Textbook  of  Histology.  Revised  by 
Wilfred  M.  Copenhaver,  Ph.D.  Fifteenth 
edition.  Octavo  of  679  pages,  illustrated. 
Baltimore,  The  Williams  & Wilkins  Company, 
1964.  Cloth,  $13.50. 

The  first  edition  of  this  standard  text  was  pub- 
lished in  1904  and  although  authors  have 
changed  the  quality  of  the  work  has  remained 
the  highest.  This  edition  has  been  completely 
revised  and  many  parts  entirely  rewritten. 
Emphasis  is  on  fundamentals  and  is  intended 
especially  for  students. 

Gastroenterology.  By  Henry  L.  Bockus, 
M.D.  Volume  II.  The  Small  Intestine, 
Absorption  and  Nutrition.  The  Colon, 
Peritoneum,  Mesentery  and  Omentum. 

Second  edition.  Quarto  of  1,241  pages,  illus- 
trated. Philadelphia,  W.  B.  Saunders  Com- 
pany, 1964.  Cloth,  $28. 

This  second  edition  of  a standard  text  is  well 
written  and  up  to  date,  with  numerous  changes 
from  the  previous  edition.  It  contains  a good 
chapter  on  lymphangiography. 

Medical  Pharmacology.  By  Andres  Goth, 
M.D.  Second  edition.  Octavo  of  585  pages, 
illustrated.  St.  Louis,  The  C.  V.  Mosby  Com- 
pany, 1964.  Cloth,  $11.75. 

The  purpose  of  this  work  is  to  present  current 
pharmacologic  knowledge  with  particular  refer- 
ence to  principles  and  concepts.  This  edition 
incorporates  most  of  the  important  new  develop- 


ments in  the  field  of  clinical  pharmacology.  It 
is  recommended  for  students  and  physicians. 

Foetal  and  Neonatal  Pathology.  By  J. 

Edgar  Morison,  M.D.  Octavo  of  538  pages, 
illustrated.  Second  edition.  Washington, 
Butterworths,  1963.  Cloth,  $19.50. 

This  work  is  intended  to  provide  a basis  on  the 
study  of  diseases  of  the  foetus  and  newborn 
infant.  The  text  has  been  completely  revised 
and  almost  entirely  rewritten  since  the  first 
edition  eleven  years  ago. 

Health  Progress  in  the  United  States  1900- 
1960.  By  Monroe  Lemer  and  Odin  W.  Ander- 
son. Octavo  of  354  pages,  illustrated.  Chicago, 
The  University  of  Chicago  Press,  1963.  Cloth, 
$6.50. 

This  statistical  analysis  of  health  progress  since 
the  turn  of  the  century  was  conducted  and 
financed  by  the  Health  Information  Foundation 
and  carried  out  over  a period  of  years  by  staff 
members  of  that  organization.  It  contains  a 
vast  amount  of  well-presented  material. 

Patient  Care  and  Special  Procedures  in 
X-Ray  Technology.  By  Carol  Hocking  Ven- 
nes,  R.N.,  and  John  C.  Watson,  R.T.  Second 
edition.  Quarto  of  228  pages,  illustrated. 
St.  Louis,  The  C.  V.  Mosby  Company,  1964. 
Cloth,  $6.25. 

Written  especially  for  the  x-ray  technician,  this 
work  defines  the  technician’s  role  in  the  medical 
team,  supplies  specific  information  on  patient 
care,  and  offers  practical  technical  help  for  doing 
many  special  x-ray  procedures. 

Diseases  of  the  Heart  and  Blood  Vessels. 
Nomenclature  and  Criteria  for  Diagnosis. 

By  the  Criteria  Committee  of  the  New  York 
Heart  Association.  Sixth  edition.  Octavo  of 
463  pages,  illustrated.  Boston,  Little,  Brown 
and  Company,  1964.  Cloth,  $5.50. 

This  new  edition  of  a standard  work  has  been 
revised  and  rewritten  to  integrate  numerous 
additions  to  the  understanding  of  cardiovascular 
disease  that  have  occurred  in  the  past  ten  years. 
Not  only  has  new  information  been  added,  but 
also  much  of  the  material  has  been  rearranged 
to  make  it  more  useful  clinically. 

Appraisal  of  Current  Concepts  in  Anesthe- 
siology. Volume  2.  Edited  and  assembled 
by  John  Adriani,  M.D.  Duodecimo  of  478 

continued  on  page  24 
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N hen  you  put  patients  on  “special”  fat  diets.. 


you  can  assure  them  that  no 
corn  oil  margarine  is  higher 
in  polyunsaturatesor  lower  in 
saturates  than  Mrs.  Filbert’s 
Corn  Oil  Margarine. 

Andoncethey’vetriedit,they 
can  tell  you  that  no  margarine 
can  match  Mrs.  Filbert’s  flavor. 

Mrs.  Filbert's  Corn  Oil  Mar- 
garine is  a special  margarine* 
made  from  100%  corn  oil,  over 
50%  of  which  retains  its  liquid 
characteristics. 

Ofthetotal  fattyacid  content 
28%  is  cis-cis  linoleic  acid. 
Ratio  of  polyunsaturates  to 
saturates  is  about  1.7  to  1. 

For  additional  information, 
including  detailed  listings  of 
component  characteristics, 
please  write  to  us:  J.H.  Filbert, 
Inc.,  Baltimore  29,  Maryland. 


’ * AMA  Council  on  Foods  and  Nutrition : The  Reg- 
ulation of  Dietary  Fat,  JAMA  181 :41 1-423  (Aug- 
ust 4,  1962). 

AMA  Council  on  Foods  and  Nutrition:  Compo- 
sition of  Certain  Margarines,  JAMA  179:719 
(March  3,  1962). 
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pages.  St.  Louis,  The  C.  V.  Mosby  Company, 
1964.  Cloth,  $10.75. 

This  short  publication,  written  for  the  clinician, 
is  not  intended  to  be  a complete  coverage  of 
recent  developments,  but  brings  out  important 
advances  in  the  field.  It  bridges  the  gap  be- 
tween periodical  literature  and  the  textbook. 

Accident  Surgery.  Volume  Two.  Edited 
by  H.  Fred  Moseley.  Octavo  of  374  pages,  illus- 
trated. New  York,  Appleton-Century-Crofts, 
1964.  Cloth,  $12. 

This  work  comprises  the  second  series  of  lectures 
given  at  the  postgraduate  course  on  “Emergency 
and  Accident  Trauma,”  and  organized  by  the 
Accident  Service  in  association  with  the  Post- 
graduate Board  of  the  Royal  Victoria  Hospital, 
Montreal.  It  is  well  illustrated  and  should  be 
of  special  value  to  practitioners  and  surgeons 
dealing  with  emergency  and  accident  trauma. 

Hey  Groves’  Synopsis  of  Surgery.  Edited 
by  L.  T.  Cotton,  M.A.  Sixteenth  edition. 
Duodecimo  of  778  pages,  illustrated.  Balti- 
more, The  Williams  and  Wilkins  Company, 
1963.  Cloth,  $9.00. 


The  new  edition  of  this  standard  British  work, 
first  published  in  1908,  has  been  largely  rewritten 
and  extensively  revised.  Older  illustrations 
have  been  deleted  and  only  those  kept  which  are 
essential  to  the  text. 

Modern  Trends  in  Gynaecology.  Third 
Series.  Edited  by  R.  J.  Kellar,  F.R.C.O.G. 
Octavo  of  203  pages,  illustrated.  Washington, 
Butterworths,  1963.  Cloth,  $9.75. 

This  short  handbook  of  British  authors  discusses 
recent  advances  in  research  and  practice.  It 
covers  such  subjects  as  diagnosis  and  treatment, 
including  chemotherapy,  of  cervical  carcinoma; 
sex  chromosome  abnormalities;  new  progesta- 
tional agents;  and  physiology  of  the  oestrogens. 

Handbook  of  Legal  Medicine.  By  Alan  R. 
Moritz,  M.D.,  and  C.  Joseph  Stetler,  LL.B. 
Second  edition.  Octavo  of  239  pages,  illus- 
trated. St.  Louis,  The  C.  V.  Mosby  Company, 
1964.  Cloth,  $5.75. 

This  concise  handbook  is  designed  especially  for 
undergraduate  students  in  medicine  and  law 
with  emphasis  on  interests  common  to  both 
professions.  It  will  also  be  useful  to  physicians 
and  lawyers  as  a source  of  ready  reference. 


Films  Reviewed 


These  films  are  available  to  Physicians,  hospitals,  medical  schools,  and  others,  from 
the  Film  Library  of  the  State  of  New  York  Department  of  Health * 


Heart  Sounds  and  Murmurs.  Sound  16 
mm.,  color,  twenty  minutes. 

The  nature  of  vibratory  motion  and  the  fac- 
tors affecting  frequency,  intensity,  duration,  and 
quality  of  sounds  are  illustrated  by  models. 
The  origins  of  sounds  in  the  heart  are  described 
in  terms  of  abrupt  acceleration  or  deceleration  of 
liquid  confined  within  elastic  walls.  The  de- 
velopment of  unstable  flow  and  turbulence  in 
rapidly  flowing  streams  of  liquid  are  illustrated 
by  models.  Vibration  of  distensible  walls  pro- 
duced by  turbulence  are  related  to  the  production 
of  murmurs  in  the  cardiovascular  system.  This 
film  should  be  of  great  interest  to  medical 
students,  interns,  residents,  and  all  physicians 
interested  in  the  fundamentals  of  cardiovascular 
sounds. 

Source  and  Producer:  University  of  Washing- 
ton Film  Center,  Lewis  Hall,  Seattle  5,  Washing- 
ton. 

* Film  evaluations  provided  by  the  Film  Review  Sub- 
committee of  the  Council  Committee  on  Public  Health  and 
Education:  Kenneth  B.  Olson,  M.D.,  Albany,  Chairman; 
Eli  E.  Lazarus,  M.D.,  New  York  City;  and  James  J.  Quin- 
livan,  M.D.,  Albany,  Adviser. 


Airway  Obstruction.  Sound,  16  mm.,  color, 
twelve  minutes. 

This  film  demonstrates  anatomical  dissections 
identifying  the  principal  soft  parts  of  the  upper 
respiratory  tract.  Possible  sites  of  obstruction 
from  the  lips  and  nostrils  to  the  trachea  are 
shown  in  color.  X-ray  films  depict  the  dynamic 
behavior  of  the  upper  airway  during  positive 
pressure  breathing.  The  mechanisms  of  expira- 
tory obstruction  by  the  tongue  or  soft  palate  are 
also  shown  together  with  the  mechanism  of  re- 
gurgitation which  results  from  partial  obstruc- 
tion. The  film  demonstrates  the  proper  and  im- 
proper technics  of  laryngoscopy  and  tracheal 
intubation,  together  with  the  technics  for  in- 
serting oral  and  nasal  adjuncts  and  the  posi- 
tioning of  the  head  and  jaws  to  maintain  airway 
patency.  This  motion  picture  instructs  stu- 
dents, nurses,  residents,  and  staff  in  the  simple 
lifesaving  maneuvers  which  anesthesiologists 
use  in  treating  most  common  causes  of  asphyxia. 

Source:  American  Film  Producers,  1600 

Broadway,  New  York  19,  New  York. 

Producer:  Health  Research,  Inc.,  Depart- 

ment of  Anesthesiology,  Roswell  Park  Memorial 
Institute,  Buffalo,  New  York. 
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What  benefits  do  you  look  for  in  a douche? 


More  prompt  and  effective  symptomatic  relief 


When  vaginitis  is  a problem,  there  is  increasing 
evidence  that  an  alkaline  douche  such  as 
StomAseptine  provides  superior  benefits. 

In  pruritus  vulvae,  Weese1  reports  that  “I  have 
found  StomAseptine  to  provide  prompt  relief  ...be- 
cause it  dissolves  and  removes  leukorrheal  secre- 
tions which  probably  cause  and  intensify  the 
vaginal  itching  and  burning.”  Davis2  had  better 
success  “with  alkaline  preparations... patients  re- 
ported them  more  soothing  than  the  previously 
used  acid  solutions.”  MacGuigan3  recently  re- 
ported that  the  alkaline  douche  is  his  method  of 


choice  in  treating  vaginal  moniliasis.  StomAseptine 
was  found  most  satisfactory  in  relieving  symptoms 
of  vaginal  irritation,  soreness,  and  burning. 

StomAseptine  releases  nascent  oxygen  which  in- 
terferes with  the  growth  of  the  essentially  anaero- 
bic Trichomonas  vaginalis,  making  it  more  vulner- 
able to  specific  trichomonicidal  agents. 

Weese1  has  found  StomAseptine  to  be  a highly 
effective  mucolytic  cleansing  agent.  Peel4  has  em- 
phasized the  value  of  alkaline  douches  in  remov- 
ing the  highly  acid  discharge  associated  with 
Trichomonas  and  Monilia  vaginitis. 


an  oxidizing  mucolytic  cleansing  agent  for  adjunctive  therapy 


sodium  perborate,  sodium  bicarbonate, 

sodium  chloride,  borax,  menthol,  thymol,  eucalyptol, 

methyl  salicylate,  aromatics. 


Literature  and  professional  supply  on  request. 

References:  1.  Weese,  W.  H.:  Personal  communication,  Sept.  25, 
1964;  2.  Davis,  C.  H.:  J.A.M.A.  157:126  (Jan.  8)  1955;  3.  MacGuigan, 

J.  F.:  Personal  communication,  Nov.  1,  1963;  4.  Peel,  J.  H.:  Text- 
book of  Gynecology,  5th  Ed.,  London,  Wm.  Heineman,  1958,  p.  383. 
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good  reason 
for  good  results 
in  a wide  variety 
of  infections 


unique  properties  make  the  difference  in  difficult  or  routine  cases 


In  a broad  range  of  infections,  when  time  is  of 
the  essence,  the  physician  can  rely  on  the  broad- 
spectrum  effectiveness  of  Terramycin.  It  scores 
high  in  activity  against  both  gram-negative  and 
gram-positive  bacteria . . . against  many  organisms 
refractory  to  penicillin  as  well  as  to  erythromycin. 
In  fact,  no  single  broad-spectrum  antibiotic  has 
been  more  widely  employed  than  Terramycin 
in  such  a great  variety  of  infections  — common 
or  difficult  — caused  by  gram-positive  and  gram- 
negative bacteria,  spirochetes,  rickettsiae,  proto- 
zoa and  large  viruses,  bacteroides  and  Enterobius 
vermicularis. 

As  compared  with  demethylchlortetracycline, 
chlortetracycline  and  tetracycline,  Terramycin 
offers  the  additional  advantage  of  the  highest 


9 6 -hour  urinary  recovery  rate.  It  has  also  been 
demonstrated  that  Terramycin  has  the  lowest 
degree  of  protein-binding  and  the  highest  relative 
distribution  volume1— reflecting  fast,  free  move- 
ment into  body  tissues  and  fluids. 

Adding  to  its  versatility  is  an  unmatched  variety 
of  dosage  forms.  For  example,  only  Terramycin, 
among  the  broad -spectrum  antibiotics,  is  available 
as  a preconstituted  solution  for  I. M.  use.  Always  ready 
for  immediate  injection,  it  requires  no  refrigeration 
and  remains  stable  for  at  least  two  years. 

Ahead  of  its  time  for  14  years,  Terramycin  remains 
a broadly  effective  and  dependable  antibiotic  with 
a fine  record  — confirmed  by  more  than  6,000  pub- 
lished papers.  Moreover,  the  incidence  of  serious 
adverse  effects  has  been  remarkably  low. 


1.  Kunin,  C.  M.  et  al. : J.  Clin.  Invest.  38:1950,  Nov.,  1959. 


AMYCIN 

OXYTETRACYQJNE 


Contraindicated:  In  patients  hypersensitive  to  oxytetracycline. 
Warning:  Reduce  usual  dosage  and  consider  antibiotic  serum 
level  determinations  in  patients  with  impaired  renal  function. 
Use  of  oxytetracycline  during  the  last  trimester  of  pregnancy, 
neonatal  period  and  early  childhood  may  cause  discoloration 
of  developing  teeth. 

Precautions:  Use  of  broad-spectrum  antibiotics  occasionally 
may  result  in  overgrowth  of  nonsusceptible  organisms.  Where 
such  infections  occur,  discontinue  oxytetracycline  and  institute 
specific  therapy. 

All  precautions  applicable  to  intramuscular  injection  should 
be  carefully  observed.  Intramuscular  solutions  should  be  in- 
jected well  within  the  body  of  a relatively  large  muscle,  such 
as  the  upper  outer  quadrant  of  the  buttock  or  the  lateral  thigh; 
do  not  inject  into  the  lower  or  middle  thirds  of  the  upper  arm. 
Care  should  always  be  taken  to  avoid  injecting  into  a blood 


vessel  or  major  nerve.  Subcutaneous  or  fat-layer  injection 
should  be  avoided. 

Adverse  Reactions:  Nausea,  diarrhea,  glossitis,  stomatitis,  proc- 
titis, vaginitis  and  dermatitis,  as  well  as  reactions  of  an  allergic 
nature,  may  occur  but  are  rare. 

Supply*  Terramycin  Capsules:  oxytetracycline  HC1,  250  mg. 
and  125  mg.  Terramycin  Syrup:  calcium  oxytetracycline,  125 
mg.  per  5 cc.  Terramycin  Pediatric  Drops:  calcium  oxytetracy- 
cline, 100  mg.  per  cc.  Terramycin  (oxytetracycline)  Intramus- 
cular Solution:  available  as  ampules  containing  100  or  250  mg. 
oxytetracycline/2  cc.,  Isoject®  syringes  containing  100  or  250 
mg.  oxytetracycline/2  cc.  and  10  cc.  multiple  dose  vials  con- 
taining 50  mg.  oxytetracycline/ cc. 

*A11  potencies  listed  are  in  terms  of  the  standard,  oxytetracycline. 
More  detailed  professional  information  available  on  request. 


Science  for  the  world's  well-being ® (Pfizer  PFIZER  LABORATORIES  Division,  Chas.  Pfizer&  Co.,  Inc.  New  York,  New  York  10017 
Since  1849 


because  food  is  a factor 

in  oral  penicillin  therapy  . . . 


This  is  the  breakfast  used  in  the  Griffith  and  Black  study  reported  here. 


consider  V-CILLIN  K® 

POTASSIUM  PHENOXYMETHYL  PENICILLIN 


Acid-stable  V-Cillin  K is  much  less  affected  by  gastric  acids  than  is  oral  penicillin  G. 
In  fact,  comparative  data  show  that  V-Cillin  K given  with  meals  produces  blood 
levels  twice  as  high  with  just  halj  the  dose.  Such  pharmacologic  characteristics 
provide  your  patients  consistently  dependable  therapy.  In  addition,  significant  econ- 
omy is  achieved,  since  three  to  four  times  as  much  oral  penicillin  G is  required  to 
assure  equivalent  antibacterial  activity.1 
i.  Griffith,  R.  S.,  and  Black,  H.  R.:  Current  Ther.  Res.,  6: 253,  1964. 


Indications:  V-Cillin  K is  an  antibiotic  useful  in 
the  treatment  of  streptococcus,  pneumococcus,  and 
gonococcus  infections  and  infections  caused  by 
sensitive  strains  of  staphylococci. 

Precautions:  Although  sensitivity  reactions  are 
much  less  common  after  oral  than  after  parenteral 
administration,  V-Cillin  K should  not  be  admin- 
istered to  patients  with  a history  of  allergy  to 


penicillin.  As  with  any  antibiotic,  observation  for 
overgrowth  of  nonsusceptible  organisms  during 
treatment  is  important. 

Usual  Dosage  Range:  125  mg.  (200,000  units) 
three  times  a day  to  250  mg.  every  four  hours. 
Supplied:  Tablets  V-Cillin  K,  125  or  250  mg.,  and 
V-Cillin  K,  Pediatric,  125  mg.  per  5-cc.  teaspoon- 
ful, in  40,  80,  and  1 5o-cc.-size  packages. 


Additional  information  available  to  physicians  upon  request. 

Eli  Lilly  and  Company,  Indianapolis  6,  Indiana. 
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text.  The  number,  indication  of  the  top,  and  the 
author’s  name  should  be  attached  to  the  back 
of  each  illustration.  Legend  should  by  typed, 
numbered,  and  attached  to  each  illustration. 
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Editorials 


The  New  Year 


The  new  year  approaches  much  like  San 
Francisco’s  fog,  “on  little  cat  feet.”  Before 
we  know  it,  it  has  crept  upon  us.  The  turn 
of  the  year  is  a time  for  audit — a time  to 
stop,  listen,  and  look.  To  stop  is  merely 
the  beginning — to  stop  and  think  back  over 
the  year  just  ended:  What  should  we  not 
have  done?  What  should  we  have  done? 
This  is  past  and  gone.  What  of  the  present 
and  the  bright  new  year  on  the  doorstep? 

We  venture  to  state  that  the  overwhelm- 
ing fault  of  the  majority  of  us  is  the  failure 
to  seriously  continue  our  medical  education. 
There  is  the  stack  of  unread  journals,  the 
new  books  never  cracked,  the  lecture  meet- 
ings in  town  and  out  of  town  that  we  never 
got  to.  The  digests,  the  tabloids,  the  ad- 
vertisers’ showpieces,  unsolicited  and  in 
overwhelming  numbers,  surfeit  the  interest 
but  do  not  whet  it.  To  the  true  believer 
there  is  no  substitute  for  the  pilgrimage  to 
Mecca. 

The  1965  Hadj  will  be  held  on  February 
15  at  the  Americana  Hotel  in  New  York, 
when  the  Medical  Society  of  the  State  of 
New  York  convenes  for  its  159th  Annual 
Meeting,  which  this  year  will  last  four  days, 
from  February  15  through  February  18. 


That  the  right  hand  may  know 

There  is  a vital,  active  arm  of  the  State 
service  in  the  business  of  making  the  dis- 
abled less  disabled  and  in  many  cases  put- 
ting them  back  to  work.  This  agency  is 
known  as  the  Division  of  Vocational  Re- 
habilitation of  the  State  Department  of 
Education.  Unless  actively  interested  in 
or  engaged  in  welfare  work  or  on  the  con- 
sulting staff  of  the  agency,  physicians  gen- 
erally are  unaware  of  the  services  and 
accomplishments  of  the  DVR. 


The  House  of  Delegates  and  its  reference 
committees  will  be  in  session  and  are  well 
worth  a visit,  if  only  to  see  first  hand  how 
your  Society  operates.  The  scientific  ses- 
sions will  start  with  an  overseas  broadcast 
via  telephone  of  an  international  colloquy 
on  hyperbaric  oxygen.  Many  sections  and 
disciplines  are  combining  their  programs 
this  year. 

This  integration  of  cross  interests  will 
concentrate  on  the  practical.  The  chaff 
will  be  winnowed  out,  and  there  will  be  real 
wheat  for  the  gleaning. 

In  addition,  there  is  New  York  City  it- 
self. It  is  anything  you  wish  to  make  of  it, 
and  it  has  more  of  it  and  the  best  of  it. 
Whether  you  dine  at  Le  Pavilion  and  go  on 
to  the  opera  or  go  for  a ride  on  the  Staten 
Island  Ferry  and  wind  up  with  clam  chowder 
at  the  Fulton  Fish  Market,  New  York  will 
entrance  you.  She  is  truly  Mama  Mia 

This  piece  started  philosophically  and 
ends  pragmatically,  an  all  too  common  oc- 
currence. What  we  mean  to  say  is:  Come 
to  the  159th  Annual  Meeting  of  your  State 
Medical  Society  on  February  15  and  restore 
yourself. 


what  the  left  is  doing 

This  agency  does,  on  a large  scale,  what 
many  private  and  industrial  agencies  do  so 
well  on  a smaller  one.  While  seemingly 
purely  altruistic,  it  may  be  seen  that  the 
bread  cast  upon  the  waters  by  the  DVR  each 
year  comes  back  manyfold.  During  one 
recent  year  of  operation,  1962  to  1963,  this 
resource  processed  47,041  applicants,  serv- 
iced 25,357,  and  of  this  number  rehabil- 
itated 7,163  in  whole  or  in  part.  The 
screening  of  this  number  is  stupendous. 
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Mobility  level  of  7,163  persons  rehabilitated  by  the  DVR 


At  Acceptance . At  Closure , 

Mobility  Level  Number  Per  Cent  Number  Per  Cent 

Housebound  294  4.1  86  1.2 

Total  capable  of  activity  outside  home  6 , 869  95.9  7 , 077  98 . 8 

With  help  of  other  person  329  4 . 6 202  2 . 8 

Without  help  of  other  person  6,540  91.3  6,875  96.0 

Total  7,163  100.0  7,163  100.0 


Diagnostic  services  include  medical,  psy- 
chologic, and  psychiatric  examinations,  work 
try-out  experiences,  and  transportation  in- 
cidental to  these.  In  the  accepted  cases  all 
the  forces  of  physical  restoration  are  made 
available.  These  include  medical,  surgical, 
dental,  and  psychiatric  services,  hospitaliza- 
tion, and  provision  of  prosthetic  appliances. 
In  addition,  tools  and  equipment,  licenses 
to  operate,  transportation  to  and  from  work 
in  the  early  stages,  and  other  necessities  as 
they  arise  are  provided. 

Guidance  and  placement  services  complete 
the  complex  of  positive  action  brought  to 
bear  by  the  DVR  on  each  of  its  accepted 
cases. 

The  total  cost  of  all  this  for  the  7,163 
rehabilitants  was  $3,845,237.  Over  half  of 
this  amount  went  for  training  and  training 
materials,  and  14  per  cent  was  spent  for 
diagnostic  and  physicians’  services.  The 
average  period  of  training  was  about  a year, 


the  median  being  eleven  months  and  the 
mean,  one  hundred  fifty- three  months. 

The  mobility  level  of  these  7,163  persons, 
as  seen  in  the  table,  is  most  revealing. 

When  the  earnings  of  this  group  are 
totaled  up,  they  show  an  increase  of  563  per 
cent.  The  estimated  earnings  before  re- 
habilitation were  $2,928,016  and  after  re- 
habilitation were  $19,402,500.  Income 
taxes  to  be  paid  by  this  group  during  the 
first  year  after  rehabilitation  total  $2,219,459 
and,  if  projected  through  an  average  working 
life,  wifi  be  $58,593,718. 

The  DVR  does  more  than  give  a monetary 
return  on  its  expenditures.  How  can  one 
measure  the  value  of  the  human  worths 
restored — pride,  self-respect,  responsibility, 
a home  life  unembittered  by  the  frustration 
of  physical  handicap? 

We  all  can  be  proud  of  this  great  State 
agency  and  grateful  to  the  dedicated  people 
who  staff  it.  May  they  never  falter ! 


Guard  that  prescription  blank! 

The  New  York  State  Board  of  Pharmacy, 
an  administrative  agency  of  the  State  De~ 
partment  of  Education,  is  charged  with  the 
responsibility  of  supervising  the  manufac- 
ture, distribution,  and  sales  of  drugs  within 
the  State. 

This  body  brings  to  our  attention  their 
growing  concern  over  the  problem  of  stolen 
prescription  blanks.  These  are  obtained 
for  use  in  forging  prescriptions,  largely  for 
barbiturates  and  amphetamines. 

Teenagers  are  usually  the  culprits,  but  the 
practice  is  not  necessarily  confined  to  this 
group. 


Experience  has  determined  that  blanks 
are  obtained  by  persons  who  visit  physicians’ 
offices  primarily  for  the  purpose  of  filching 
prescription  forms.  They  are  usually  taken 
from  the  physician’s  desk,  sometimes  by  a 
second  party  who  accompanies  the  so-called 
“patient.”  Blanks  carelessly  left  lying 
about  in  outpatient  departments  or  clinics 
are  another  fertile  source  of  this  illicit  sup- 
ply- 

This  leak  can  be  stopped  by  physicians  so 
victimized  if  they  will  remember  to  keep 
their  prescription  blanks  hidden  in  a desk 
drawer  or  on  their  person  at  all  times. 
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159th  ANNUAL  CONVENTION 


Medical  Society  of  the  State  of  New  York 

FEBRUARY  15  through  18,  1965 

The  Americana,  New  York  City 


SCIENTIFIC  PROGRAM 
SCIENTIFIC  EXHIBITS 
TECHNICAL  EXHIBITS 
HOUSE  OF  DELEGATES 
PRESIDENT’S  DINNER 
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“the  pill”.,  a decade  of  progress 

for  a revolutionary  concept  in  medical  science 

Since  1954,  Enovid®  has  been  prescribed  for  more  than  7,000,000  women 
in  the  United  States  alone.  This  massive  clinical  experience  is  reflected  in 
a continuing  program  of  refinement  and  redevelopment,  now  culminat- 
ing in  the  new , low-cost , low-dosage  Enovid-E. 


ENOVID  10  mg.  ENOVID  5 mg.  ENOVID-E 

norethynodrel  9.85  mg.,  norethynodrel  5 mg.,  norethynodrel  2.5  mg., 

mestranol  0.15  mg.  mestranol  0.075  mg.  mestranol  0.1  mg. 

in  new 

ENOVID-E 

the“E”is  for  “Experience” 


Research  in  the  Service  of  Medicine , G.  D.  Searle  & Co.,  E O.  Box  5110,  Chicago,  Illinois  60680  | searle 
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“Gesundheit!” 

...is  just  for  the  sneeze 

but  for  symptomatic  relief  of  the 
common  cold... 

‘EMPRAZIL 


TABLETS 

Each  layered  tablet  contains: 

'Sudafed’®  brand  Pseudoephedrine  Hydrochloride  20  mg. 


‘Perazil’®  brand  Chlorcyclizine  Hydrochloride.  ...  15  mg. 

Phenacetin  150  mg. 

Aspirin  200  mg. 

Caffeine  30  mg. 


To  relieve  the  aches,  pains,  fever  and  respiratory  conges- 
tion of  the  common  cold,  flu  or  grippe  with  one  product 
...specify  ‘Emprazil'. 

Caution:  While  pseudoephedrine  is  virtually  without  pressor 
effect  in  normotensive  patients,  it  should  be  used  with 
caution  in  hypertension.  Also,  while  chlorcyclizine  has  a 
low  incidence  of  antihistaminic  drowsiness,  the  usual  pre- 
cautions should  be  observed. 


Supplied:  Bottles  of  100  and  1000. 

Also  available  with  codeine  — on  prescription  only— as 

‘EMPRAZIL-C’®  tablets 


Complete  literature  available  on  request  from  Professional 
Services  Dept.  PML. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.  Y. 
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1965  ANNUAL  CONVENTION 


Convention  Schedule 


159th  Annual 
Convention 

MEDICAL  SOCIETY  OF  THE 
STATE  OF  NEW  YORK 

February  15  through  18,  1965 

The  Americana 
New  York  City 


Scientific  Program 41 

Scientific  Exhibits 61 

Scientific  Motion  Pictures 69 

Woman's  Auxiliary  Program 71 

Technical  Exhibits 73 

House  of  Delegates 83 


House  of  Delegates 

The  annual  meeting  of  the  House  of 
Delegates  of  the  Medical  Society  of  the 
State  of  New  York  will  be  called  to  order 
at  10:00  a.m.  on  Monday,  February  15, 
1965,  in  the  Georgian  Room  of  the  Amer- 
icana in  New  York  City. 

In  accordance  with  Chapter  II,  Section 
3,  of  the  Bylaws,  the  House  will  assemble 
according  to  the  following  schedule: 

Monday,  February  15,  10:00  a.m. 

Tuesday,  February  16,  9 : 30  a.m. 

Wednesday,  February  17,  9:00  a.m.  and 
2:00  p.m. 

Thursday,  February  18,  9:00  a.m. 

At  the  last  adjourned  session  (Thurs- 
day, February  18,  9:00  a.m.)  the  election  of 
officers,  councillors,  trustees,  member-at- 
large  for  Planning  Committee,  and  del- 


egates to  the  American  Medical  Association 
will  take  place  in  accordance  with  Chapter 
III,  Section  1,  of  the  Bylaws. 

Frederick  A.  Wurzbach,  Jr.,  M.D., 

Speaker 

Walter  T.  Heldmann,  M.D.,  Secretary 

159th  Annual  Meeting 

The  159th  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York  will  be 
held  on  Wednesday,  February  17,  1965,  at 
8:00  p.m.  in  the  Imperial  Ballroom  of  the 
Americana,  New  York  City. 

George  A.  Burgin,  M.D.,  President 
Walter  T.  Heldmann,  M.D.,  Secretary 

Registration 

Registration  for  delegates  will  be  held  in 
the  foyer  of  the  Georgian  Room,  third  floor 
of  the  Americana,  on  Sunday,  February  14, 
from  3:00  p.m.  to  7 : 00  p.m.  and  on  Monday, 
February  15,  after  9:00  a.m. 

General  registration  for  State  Society 
members  and  guests  will  take  place  in  Albert 
Hall,  the  Americana,  Monday,  February 
15  through  Thursday,  February  18,  from 
8:20  a.m.  to  5:00  p.m. 

Exhibits 

Scientific  Exhibits  will  be  located  in  the 
Royal  Ballroom  and  the  Princess  Room  on 
the  second  floor. 

Scientific  Motion  Pictures  will  be  shown 
in  the  Motion  Picture  Theatre  in  Albert 
Hall. 

Technical  Exhibits  will  be  located  in 
Albert  Hall. 

Exhibits  will  be  on  view  Monday,  Feb- 
ruary 15,  through  Thursday,  February  18, 
from  9:00  a.m.  to  5:00  p.m. 

Scientific  Program 

General  Sessions  will  be  held  Monday, 
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February  15,  through  Thursday,  February 
18,  at  2:00  p.m. 

Section  and  Session  Meetings  will  be  held 
Monday,  February  15,  through  Thursday, 
February  18,  at  9:30  a.m. 

Dinner  Dance 

The  Dinner  Dance  will  be  held  in  the 
Imperial  Ballroom,  second  floor  of  the 
Americana,  on  Wednesday,  February  17, 


at  8:00  p.m.,  preceded  by  the  President’s 
Reception  at  7:00  p.m. 

Tickets  should  be  ordered  in  advance 
from  the  Medical  Society  of  the  State  of 
New  York,  750  Third  Avenue,  New  York, 
N.  Y.  10017.  Subscription  is  $19.00  per 
person. 

Woman's  Auxiliary 

See  page  71  for  program. 
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1965  ANNUAL  CONVENTION 


Scientific  Program 


Chairman 

BERNARD  J.  PISANI,  M.D.,  New  York 
Associate  Chairmen 
WILLIAM  J.  GRACE,  M.D.,  New  York 
P.  FREDERIC  METILDI,  M.D.,  Monroe 
WILLIAM  B.  RAWLS,  M.D.,  New  York 
CHAIRMEN  OF  SECTIONS  AND  SESSIONS 


GENERAL  SESSIONS 


Monday,  February  15,  1965,  2:00  P.M. 

Versailles  Room,  2nd  Floor 
William  J.  Grace,  M.D.,  Presiding 

Transatlantic  Telephone  Conference 

In  cooperation  with  Smith,  Kline  & French 
Laboratories,  Philadelphia,  Pennsylvania 

HYPERBARIC  MEDICINE 

Edward  H.  Lanphier,  M.D.,  Buffalo,  Mod- 
erator 

Associate  Professor  of  Physiology,  State 
University  of  New  York  at  Buffalo  School 
of  Medicine 

Panelists  from  the  United  States 

Julius  H.  Jacobson,  II,  M.D.,  New  York 
City 

Director,  Vascular  Surgical  Service;  As- 
sociate Attending  Surgeon,  The  Mount 
Sinai  Hospital 

Andrew  A.  Gage,  M.D.,  Buffalo 

Clinical  Associate  in  Surgery,  State  Uni- 
versity of  New  York  at  Buffalo  School 
of  Medicine;  Chief,  General  Surgical 
Section,  Veterans  Administration  Hospi- 
tal 

Harry  J.  Alvis,  M.D.,  Buffalo 

Associate  Research  Professor  of  Preven- 
tive Medicine;  Director,  Hyperbaric 
Medicine  Program,  State  University  of 
New  York  at  Buffalo  School  of  Medicine 

Panelists  from  Glasgow,  Scotland,  to  be  an- 
nounced. 


Tuesday,  February  16, 1965, 2:00  P.M. 

Versailles  Room,  2nd  Floor 


Albert  D.  Anderson,  M.D.,  Presiding 

Assistant  Professor  of  Clinical  Rehabilita- 
tion Medicine,  Albert  Einstein  College  of 
Medicine  of  Yeshiva  University;  Adjunct 
Attending  Physician,  Division  of  Re- 
habilitation Medicine,  Montefiore  Hospital 
and  Medical  Center 


Symposium  and  Panel  Discussion: 

STROKE:  DEFINITION  AND  DISCUS- 

SION OF  MEDICAL  MANAGEMENT 

Sponsored  Jointly  by  the  Sections  on  Internal 

Medicine;  Neurology  and  Psychiatry; 

Physical  Medicine  and  Rehabilitation 

Panel  I— A.  M.  Rabiner,  M.D.,  Brooklyn, 
Moderator 

Professor  Emeritus  of  Neurology,  State 

University  of  New  York  Downstate  Medical 

Center;  Consulting  Neurologist,  Kings 

County  Hospital;  Maimonides  Hospital 

1.  Clinical  Considerations  in  Stroke 

A.  M.  Rabiner,  M.D.,  Brooklyn 

2.  Anatomy  and  Physiology  of  the  Cere- 
bral Circulation 

Harry  Arthur  Kaplan,  M.D.,  Brooklyn 
Professor  of  Neurosurgery,  Seton  Hall 
College  of  Medicine  and  Dentistry, 
Jersey  City,  New  Jersey;  Director, 
Division  of  Surgery,  Jewish  Chronic 
Disease  Hospital 

3.  The  Pathology  of  Strokes 

Stanley  M.  Aronson,  M.D.,  Brooklyn 
Professor  of  Pathology,  State  University 
of  New  York  Downstate  Medical  Center; 
Neuropathologist,  Kings  County  Hos- 
pital 

4.  Neuroradiology  as  an  Aid  in  Diagnosis 
and  Treatment  of  Stroke 

Mannie  M.  Schechter,  M.D.,  New  York 

City 

Associate  Radiologist,  St.  Vincent’s  Hos- 
pital; Radiologist,  Bronx  Municipal  Hos- 
pital Center 

5.  Discussion  of  Possible  Contributing 
Factors  and  Preventive  Measures 

David  Gelfand,  M.D.,  Philadelphia, 

Pennsylvania  (by  invitation ) 

Assistant  Professor  of  Cardiology; 
Graduate  School  of  Medicine,  University 
of  Pennsylvania;  Cardiologist,  Phila- 
delphia General  Hospital 
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Panel  II — Jerome  S.  Tobis,  M.D.,  The  Bronx, 
Moderator 

Professor  of  Rehabilitation  Medicine,  Albert 
Einstein  College  of  Medicine  of  Yeshiva 
University;  Chief,  Division  of  Rehabilita- 
tion Medicine,  Montefiore  Hospital  and 
Medical  Center 

1.  Management  of  Minor  Episodes:  In- 

vestigation and  Therapy 

William  Foley,  M.D.,  New  York  City 
Associate  Professor  of  Clinical  Medicine, 
Cornell  University  Medical  College; 
Chief  of  Vascular  Clinic,  New  York 
Hospital 

2.  Role  of  the  Neurosurgeon  in  the 
Treatment  of  Cerebrovascular  Disease 

Emanuel  Feiring,  M.D.,  The  Bronx 

Attending  in  Charge  of  Neurosurgery, 
Montefiore  Hospital  and  Medical  Center; 
Neurosurgeon,  Bronx  Municipal  Hospital 
Center 

3.  Medical  Management  of  the  Es- 
tablished Stroke 

Arthur  Ancowitz,  M.D.,  New  York 
City 

Assistant  Clinical  Professor  of  Medicine, 
New  York  Medical  College,  Flower  and 
Fifth  Avenue  Hospitals 

4.  Physiatric  Management  of  the  Stroke 
Patient 

Jerome  S.  Tobis,  M.D.,  The  Bronx 

5.  Psychiatric  Problems  in  Stroke 
Manuel  D.  Zane,  M.D.,  The  Bronx 

Associate  Attending  Psychiatrist,  Divi- 
sion of  Rehabilitation  Medicine,  Monte- 
fiore Hospital  and  Medical  Center 


Wednesday,  February  17, 1965, 2:00  P.M. 

Room  B,  Albert  Hall 

William  B.  Rawls,  M.D.,  Presiding 

This  symposium  is  under  the  auspices  of  the 
American  Therapeutic  Society’s  Continuing 
Education  Program  in  Practical  Ther- 
apeutics. 


Symposium  and  Panel  Discussion: 

SHOCK 

Charles  E.  Kossmann,  M.D.,  New  York 
City,  Moderator 

Associate  Professor  of  Medicine,  New 

York  University  Medical  School 

1.  Cardiac  Shock 

2.  Surgical  and  Traumatic  Shock 

3.  Bacterial  Shock 

4.  Role  of  the  Kidney  in  Shock 

Thursday,  February  18, 1965,  2:00  P.M. 

Room  B,  Albert  Hall 

P.  Frederic  Metildi,  M.D.,  Presiding 

This  symposium  is  under  the  auspices  of  the 
American  Therapeutic  Society’s  Continuing 
Education  Program  in  Practical  Therapeutics 

Symposium  and  Panel  Discussion: 

PULMONARY  EMBOLISM 

1.  Hypercoagulable  State 

Oscar  D.  Ratnoff,  M.D.,  Cleveland, 
Ohio  {by  invitation ) 

Professor  of  Medicine,  Western  Reserve 
University  School  of  Medicine 

2.  Radiologic  Findings  in  Pulmonary 
Embolism 

Richard  H.  Greenspan,  M.D.,  New 

Haven,  Connecticut  {by  invitation ) 

Associate  Professor  of  Radiology,  Yale 
University  School  of  Medicine 

3.  The  Pathology  of  Pulmonary  Em- 
bolism 

Alfred  A.  Angrist,  M.D.,  The  Bronx 
Professor  and  Chairman,  Department  of 
Pathology,  Albert  Einstein  College  of 
Medicine  of  Yeshiva  University 

4.  The  Surgical  Approach  to  Thrombo- 
embolic Disease 

James  De  Weese,  M.D.,  Rochester 

Associate  Professor  of  Surgery,  Uni- 
versity of  Rochester  School  of  Medicine 
and  Dentistry 
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SECTIONS  AND  SESSIONS 


All  papers  read  before  the  Society  by  mem- 
bers become  the  property  of  the  Society.  The 
original  copy  of  each  paper  shall  be  left  with 
the  Secretary  of  the  Section  or  Session. 

Discussers  should  have  their  remarks  typed 
and  should  hand  them  to  the  Secretary. 

Section  and  Session  meetings  shall  begin 
promptly  at  the  hour  specified. 

Executive  Session — The  first  order  of 
business , election  of  officers.  “To  participate 
in  the  election  of  any  section , a member  must 
register  with  such  section.” — Bylaws,  Chap- 
ter XII,  Section  3 

SECTION  ON 

Allergy 

Chairman  Joseph  Harkavy,  M.D.,  New  York 

Vice-Chairman 

Richard  D.  Wiseman,  M.D.,  Onondaga 

Secretary . . Alexander  Chester,  M.D.,  Kings 
Delegate David  Merksamer,  M.D.,  Kings 

Thursday,  February  18/9:30  A.M./Imperial  Ball 
room  B,  2nd  Floor 

1.  Diagnosis  and  Management  of  Drug- 
Induced  Photosensitivities 

Rudolf  L.  Baer,  M.D.,  New  York  City 
Professor  and  Chairman,  Department  of 
Dermatology,  New  York  University  Post- 
Graduate  Medical  School 

The  clinical  features  as  well  as  the  significant 
differences  between  phototoxic  and  photoal- 
lergic  cutaneous  reactions  to  drugs  will  be  dis- 
cussed. Successful  prevention  and  treatment  of 
drug  photosensitivities  are  based  on  the  dis- 
covery of  the  etiologic  agent  and  its  avoidance. 
The  tests  and  other  measures  which  can  be 
employed  in  discovering  etiologic  agents  will  be 
presented. 

2.  Observations  on  Psychosomatic  Studies 
of  Asthma 

Kenneth  Purcell,  Ph.D.,  Denver,  Colorado 
{by  invitation ) 

Director,  Behavior  Science  Division,  Chil- 
dren’s Asthma  and  Research  Institute  and 
Hospital 

An  evaluation  of  the  present  status  of  psy- 
chologic variables  in  relation  to  asthma  is 
presented.  A selective  review  of  the  research 
in  the  field  is  used  to  define  and  illustrate  (1)  the 
relationship  between  data  and  theory  in  the 
psychosomatic  concept  of  asthma;  (2)  specific 
methodologic  issues;  and  (3)  the  question  of  the 
homogeneity  of  the  asthmatic  syndrome.  The 


direction  of  some  developing  research  is  indi- 
cated and  certain  suggestions  are  offered  regard- 
ing the  role  of  psychologic  management  of 
asthmatic  patients. 

3.  Immunochemical  Mechanisms  of  Hu- 
man Penicillin  Allergy 

Bernard  B.  Levine,  M.D.,  New  York  City 

(by  invitation) 

Assistant  Professor  of  Medicine,  New  York 
University  School  of  Medicine 

Human  beings  treated  with  benzylpenicillin 
may  develop  several  different  kinds  of  immune 
responses  to  this  drug.  Immune  responses  may 
occur  which  are  specific  for  at  least  two  distinct 
simple  chemical  haptenic  determinants  derived 
from  penicillin.  The  major  haptenic  determi- 
nant is  the  benzylpenicilloyl  group.  Skin-sensi- 
tizing antibodies,  7S  antibodies,  and  19S  anti- 
bodies, specific  for  this  group,  have  been  de- 
tected in  human  beings.  At  present,  only  skin- 
sensitizing  antibodies  specific  for  the  minor 
haptenic  determinant  have  been  detected. 
Methods  for  the  clinical  determination  of  these 
antibodies  will  be  described.  Our  present  con- 
cepts concerning  the  relationship  of  the  type  of 
immune  response  to  the  occurrence  of  allergic 
reaction  and  concerning  methods  to  detect  the 
potential  allergic  reaction  to  penicillin  will  be 
presented. 

4.  Possible  Mechanisms  of  Autoimmune 
Disease 

H.  Sherwood  Lawrence,  M.D.,  New  York 

City 

Professor  of  Medicine,  New  York  Uni- 
versity School  of  Medicine 

Three  possible  mechanisms  of  autoimmune 
reactions  will  be  discussed:  (1)  Cross-Reactive 

Antigens:  How  certain  microbes  and  materials 
in  our  environment  happen  to  share  antigens 
with  our  tissues,  and  in  launching  an  immune 
response  against  the  former,  we  may  injure  the 
latter;  (2)  Self  + X Disease:  How  our  own 

individual  specific  (antigens)  tissues  become 
altered  or  denatured  by  extraneous  agents 
(microbes,  viruses,  chemicals)  and  thereby  rec- 
ognized as  foreign  with  resultant  tissue  damage 
via  transfer  factor;  and  (3)  Self-recognition 
Sickness:  How  our  cells  and  tissues  remain 

normal  in  antigenic  composition  but  the  R-E 
cells  engaged  in  self-recognition  become  ill,  or 
tired,  or  misinformed,  the  resultant  aberration 
being  a failure  to  recognize  self  constituents 
from  foreign  ones. 

5.  Current  Concepts  of  Hay  Fever  Treat- 
ment 

William  B.  Sherman,  M.D.,  New  York  City 
Director,  Institute  of  Allergy,  Roosevelt 
Hospital 

The  injection  treatment  of  hay  fever  is  well 
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established  by  long  usage.  However,  recent 
studies  have  attempted  to  evaluate  statistically 
its  efficacy  and  also  have  yielded  information 
concerning  various  types  of  injection  treatment. 
These  will  be  reviewed  and  recommendations 
made  as  to  the  most  effective  treatment. 

6.  Treatment  of  the  Constitutional-Prone 
Patient  with  Alum -Precipitated  Pyridine 
Pollen  Extract 

Max  Grolnick,  M.D.,  Brooklyn 

Attending  in  Medicine;  Chief,  Allergy 
Division  and  Laboratory,  The  Jewish  Hos- 
pital of  Brooklyn 

In  a small  number  of  pollen-sensitive  persons, 
treatment  with  standard  aqueous  extracts  is 
attended  by  adverse  systemic  responses.  Two 
methods  for  detecting  such  reaction-prone  pa- 
tients will  be  pointed  out.  With  the  use  of 
alum-precipitated  pyridine  pollen  extracts  the 
hazards  of  such  reactions  have  all  but  disap- 
peared. The  method  employed  in  conversion 
from  aqueous  to  these  extracts  will  be  discussed, 
as  will  the  clinical  outcome  of  such  treatment. 

Questions  and  Answers 


SECTION  ON 

Anesthesiology 


Chairman.  . . .Antonio  Boba,  M.D.,  Albany 

Vice-Chairman 

C.  Paul  Boyan,  M.D.,  New  York 

Secretary 

Solomon  G.  Hershey,  M.D.,  New  York 

Delegate.  . .Victor  J.  Tofany,  M.D.,  Monroe 

Monday,  February  15/9:30  A.M./Room  B,  Albert 
Hall 

1.  A Reappraisal  of  the  Incidence  of  Car- 
diac Arrhythmia  Following  Succinylcholine 
Administration 

A.  S.  Akdikmen,  M.D.,  Albany 

Instructor  in  Anesthesiology,  Albany  Medi- 
cal College  of  Union  University;  Assistant 
Attending  Anesthesiologist,  Albany  Medi- 
cal Center  Hospital 

Antonio  Boba,  M.D.,  Albany 

Associate  Professor  of  Anesthesia,  Albany 
Medical  College  of  Union  University;  At- 
tending Anesthesiologist,  Albany  Medical 
Center  Hospital 

Charles  M.  Landmesser,  M.D.,  Albany 
Professor  and  Chairman,  Department  of 
Anesthesiology,  Albany  Medical  College  of 
Union  University 

Twenty-two  adult  patients,  suffering  from 
acquired  compensated  valvular  heart  disease 
and  digitalized  for  at  least  a month  previously, 
were  anesthetized  with  intravenous  thiopental 
sodium.  Endotracheal  intubation,  without 
topical  anesthetization,  was  then  carried  out 


after  injection  of  succinylcholine.  Hyperventi- 
lation with  100  per  cent  oxygen  was  carried  out 
before  instrumentation  was  begun.  Arrhythmias 
were  not  noted  unless  apnea  and  instrumenta- 
tion exceeded  forty-five  seconds. 

These  results,  which  are  at  variance  with  other 
published  results,  will  be  discussed,  with  par- 
ticular reference  to  the  possible  etiologic  factors, 
the  effect  of  premedication,  and  the  effect  of  the 
initial  dose  of  thiopental. 

Discussion:  D.  Bizzarri,  M.D.,  New  York 

City 

Director  of  Anesthesiology,  Columbus  Hos- 
pital 

2.  Electrocardiographic  Changes  After 
Hexafluorenium  Bromide 

Deryck  D uncalf,  M.D.,  The  Bronx 

Francis  Foldes,  M.D.,  The  Bronx 

E.  Jacobson,  M.D.,  The  Bronx  (by  invita- 
tion) 

P.  Vargas,  M.D.,  The  Bronx  (by  invitation ) 
All  from  the  Division  of  Anesthesiology, 
Albert  Einstein  College  of  Medicine  of 
Yeshiva  University  and  Montefiore  Hospi- 
tal 

The  incidence  of  cardiac  arrhythmias  following 
intravenous  injection  of  hexafluorenium  bromide 
(Mylaxen)  were  investigated  in  healthy  adult 
patients  during  anesthesia  induced  with  thio- 
pental sodium  and  continued  with  halothane  and 
nitrous  oxide.  The  observed  variations  in  heart 
rate  were  all  finked  to  changes  in  the  origin  of  the 
excitation  within  the  atria.  Such  instances  as 
sinus  tachycardia,  wandering  atrial  pacemaker, 
and  nodal  rhythm  were  noted. 

These  results  are  at  variance  with  published 
reports.  The  possibility  that  ventilation  and 
other  related  factors  may  be  the  cause  of  the 
reported  differences  will  be  discussed. 

Discussion:  Jack  Fruman,  M.D.,  New  York 

City 

Department  of  Anesthesiology,  The  Mount 
Sinai  Hospital 

3.  Effect  of  Intravenous  Diazepam  on  the 
Respiratory  Center 

Stephen  N.  Steen,  M.D.,  Brooklyn 

Assistant  Professor  of  Anesthesiology,  State 
University  of  New  York  Downstate  Medi- 
cal Center 

The  effects  of  diazepam  (Valium),  an  analog 
of  chlordiazepoxide  hydrochloride  (Librium), 
on  the  function  of  the  respiratory  center  of  adult 
healthy  human  volunteers  is  reported. 

The  function  under  consideration  is  the 
change  in  alveolar  ventilation  in  response  to 
changes  in  end-expiratory  carbon  dioxide  pres- 
sure such  as  are  seen  during  a five-minute  period 
of  rebreathing. 

The  results  noted  after  diazepam  adminis- 
tration, at  three  different  dosage  levels,  will  be 
compared  to  those  noted  in  these  same  subjects 
after  medication  with  standard  narcotic  pre- 
medication. 
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Discussion : William  S.  Howland,  New 

York  City 

Chief  of  Anesthesiology,  Memorial  Hospital 
for  Cancer  and  Allied  Diseases 

4.  Fetal  Bradycardia  and  Fetal  Distress 

E.  J.  Plotz,  M.D.,  Albany 

Professor  and  Chairman,  Department  of 
Obstetrics  and  Gynecology,  Albany  Medi- 
cal College  of  Union  University;  Obste- 
trician and  Gynecologist  in  Chief,  Albany 
Medical  Center  Hospital 

Antonio  Boba,  M.D.,  Albany 

Associate  Professor  of  Anesthesiology,  Al- 
bany Medical  College  of  Union  University 

Forty-two  experiments  were  carried  out  in 
pregnant  dogs  at  term,  using  a technic  which 
allows  one  to  cannulate  the  carotid  artery  of  the 
fetus  while  the  fetus  is  still  in  utero,  is  not  ex- 
posed to  room  air,  and  no  loss  of  amniotic  fluid 
has  occurred. 

First  fetal  distress  was  defined  in  term  of  fetal 
hypoxia  and  the  degree  of  hypoxia  related  to  the 
degree  of  fetal  bradycardia.  In  a subsequent 
series  of  experiments  it  was  shown  that  it  is 
possible,  pharmacologically,  to  prevent  brady- 
cardia without  preventing  hypoxia. 

Since  the  drugs  capable  of  inducing  this  type 
of  dissociation  are  vagolytic  agents  commonly 
used  in  anesthesia,  their  use  and  relative  merits 
will  be  discussed. 

Discussion:  Robert  A.  Abraham,  M.D., 

Albany 

Instructor  in  Anesthesiology,  Albany  Medi- 
cal College  of  Union  University;  Attend- 
ing Anesthesiologist,  Albany  Medical  Cen- 
ter Hospital 

5.  Electromyographic  Studies  on  the  Mode 
of  Action  of  Hexafluorenium  in  Man 

Thomas  A.  G.  Torda,  M.D.,  New  York  City 

(by  invitation ) 

Francis  Foldes,  M.D.,  The  Bronx 

R.  Bailey,  M.D.,  The  Bronx  (by  invitation ) 

S.  Kuwabara,  The  Bronx  (by  invitation) 
Department  of  Anesthesiology,  Albert  Ein- 
stein College  of  Medicine  of  Yeshiva  Uni- 
versity; Montefiore  Hospital 

During  thiopental  sodium  anesthesia  the  ul- 
nar nerve  is  blocked  with  lidocaine.  Below  the 
block  the  nerve  is  stimulated  with  a two-needle 
electrode  and  the  response  assessed  in  terms  of 
the  response  of  the  hypothenar  muscles. 

Hexafluorenium  bromide  alone  or  in  combina- 
tion with  d-tubocurarine,  succinylcholine,  or  de- 
camethonium  is  then  administered  and  the  re- 
sponse to  stimulation  measured  again.  Marked 
differences  are  observed;  these  and  their  possi- 
ble etiology  will  be  discussed. 

6.  Principles  by  Gas  Analysis  of  Interest 
to  Anesthesiologists 

Valentino  D.  B.  Mazzia,  M.D.,  New  York 

City 


Professor  and  Chairman,  Department  of 
Anesthesiology,  New  York  University 
School  of  Medicine 

Physical  principles  involved  in,  and  limiting 
measurements  of  component  gases  and  partial 
pressure  of  gases  in  liquids  are  reviewed.  The 
following  will  be  discussed:  absorption  spectros- 
copy, thermal  conductivity,  gas  chromatog- 
raphy, fractional  absorption,  and  polarograph 
electrodes.  The  scope,  reliability,  and  usefulness 
of  instruments  developed  along  these  lines  will 
also  be  reviewed. 

Discussion:  Herbert  Rackow,  M.D.,  New 

York  City 

7.  Value  of  Deep  Breaths  in  Reversing  Post  - 
operative  Hypoxemia 

Mark  B.  Ravin,  M.D.,  New  York  City 
Department  of  Anesthesiology,  College  of 
Physicians  and  Surgeons  of  Columbia  Uni- 
versity 

Analyses  of  arterial  blood  gases  were  carried 
out  in  20  patients  at  the  end  of  a surgical  proce- 
dure carried  out  under  general  anesthesia  and 
after  routine  medications.  One  half  of  the  pa- 
tients were  asked  to  take  5 very  deep  breaths 
while  breathing  room  air  sixty  minutes  after  ter- 
mination of  anesthesia.  Blood  gas  analysis  was 
carried  out  one-fourth,  one-half,  one,  three,  and 
eight  hours  after  termination  of  anesthesia. 
The  results  indicate  that  the  deep  breathers  had 
better  arterial  oxygenation  values  which  per- 
sisted at  least  until  the  third  hour  of  observa- 
tion. 


SECTION  ON 

Chest  Diseases 


Chairman 

Hyman  Alexander,  M.D.,  New  York 

Vice-Chairman 

J.  George  Lang,  M.D.,  New  York 

Secretary Harry  Golembe,  M.D.,  Sullivan 

Delegate.. Arthur  Q.  Penta,  M.D.,  Schenectady 

Tuesday,  February  16/9:30  A.M./Room  B,  Albert 
Hall 

1.  Diagnosis  and  Treatment  of  Laryngeal 
and  Bronchial  Obstruction  in  Children 

Charles  M.  Norris,  M.D.,  Philadelphia, 

Pennsylvania  (by  invitation ) 

Director,  Chevalier  Jackson  Clinic;  Pro- 
fessor and  Chairman,  Department  of 
Laryngology  and  Broncho-Esophagology, 
Temple  University  Medical  School 

2.  The  Role  of  Hyperventilation  in  Pul- 
monary Emphysema  (Emphasizing  Psycho- 
somatic Aspects  of  Emphysema) 

Theodore  H.  Noehren,  M.D.,  Buffalo 

Associate  Professor  of  Medicine,  State 


January  1,  1965  / New  York  State  Journal  of  Medicine  45 


University  of  New  York  School  of  Medicine 
at  Buffalo;  Attending  Physician,  Buffalo 
General  Hospital 

3.  Thoracic  Angiography 

Pasquale  Ciaglia,  M.D.,  Utica 

Thoracic  Surgeon,  St.  Elizabeth  Hospital 
Gerald  Segal,  M.D.,  Utica 

Radiologist,  St.  Elizabeth  Hospital 

4.  The  Pacemaker  in  Adams-Stokes  Dis- 
ease: Indications  and  Long-term  Results 

William  V.  Caracci,  M.D.,  Brooklyn 

Clinical  Instructor  of  Medicine,  State  Uni- 
versity of  New  York  Downstate  Medical 
Center 

Norman  Krasnow,  M.D.,  Brooklyn 

Instructor  in  Medicine,  State  University  of 
New  York  Downstate  Medical  Center 
Karl  E.  Karlson,  M.D.,  Brooklyn 

Professor  of  Surgery,  State  University  of 
New  York  Downstate  Medical  Center 
Bernard  M.  Wechsler,  M.D.,  Brooklyn 
Instructor  in  Medicine,  State  University  of 
New  York  Downstate  Medical  Center 

Discussion:  Irving  G.  Kroop,  M.D.,  Brook- 
lyn 

Clinical  Associate  Professor  of  Medicine, 
State  University  of  New  York  Downstate 
Medical  Center 

General  Discussion 


SECTION  ON 

Dermatology  and  Syphilology 

Chairman John  J.  Crissey,  M.D..  Erie 

Vice-Chairman 

Maurice  J.  Stone,  M.D.,  Onondaga 

Secretary . .Alfred  W.  Kopf,  M.D.,  New  York 

Delegate 

. Royal  M.  Montgomery,  M.D.,  New  York 

Thursday,  February  18/9:30  A. M. /Imperial  Ball- 
room B,  2nd  Floor 

1.  Office  Management  of  Acne  Vulgaris 

Elmer  H.  Tuttle,  M.D.,  Rochester 

Senior  Instructor  in  Dermatology,  Uni- 
versity of  Rochester  School  of  Medicine 
and  Dentistry;  Chief  of  Dermatology, 
Genesee  Hospital 

The  most  common  problem  handled  by  der- 
matologists is  acne  vulgaris.  The  armamen- 
tarium used  in  this  problem  includes  hormones 
of  various  kinds,  antibiotics,  chemotherapy,  and 
topical  applications.  Ultraviolet  light  therapy 
gains  in  popularity  as  popular  concern  for 
potential  adverse  sequelae  of  x-radiation  grows. 
More  attention  to  the  social  and  psychologic 
problems  of  the  acne  patient  is  needed.  Acne 
vulgaris  requires  long-term  care  and  so  must  be 
economically  possible  for  the  patient. 


2.  Alterations  of  the  Palms  and  Soles: 
Indicators  of  Internal  Disease 

Richard  Gibbs,  M.D.,  New  York  City 

Clinical  Instructor  in  Dermatology,  New 
York  University  School  of  Medicine; 
Assistant  Attending  Dermatologist,  Uni- 
versity Hospital 

Several  changes  in  the  clinical  appearance  of 
the  normal  palm  and  sole  may  suggest  systemic 
disease.  Among  such  changes  are  hyperkerato- 
sis, palmar  erythema  and  other  color  alterations, 
as  well  as  the  abnormalities  of  the  palms  and 
soles  that  may  occur  in  the  basal  cell  nevus 
syndrome  and  in  urticaria  pigmentosa.  Certain 
fingerprint  alterations  should  also  stimulate 
search  for  internal  disease. 

3.  Nutrient  Requirements  in  Psoriasis 

Daphne  Roe,  M.D.,  Ithaca 

Assistant  Professor,  Graduate  School  of 
Nutrition,  Cornell  University;  Consultant 
in  Dermatology,  Sage  Hospital 

In  psoriasis,  the  extent  of  the  lesions  and  the 
quantity  of  exfoliated  scale  varies  with  the 
intake  of  animal  protein  foods  containing  sig- 
nificant amounts  of  the  amino  acid  taurine. 
Control  of  taurine  intake  and  potentiation  of 
taurine  excretion  are  being  used  as  therapeutic 
measures.  Recommended  diets  have  been  pre- 
pared writh  due  regard  to  the  special  nutrient 
requirements  occasioned  by  the  dermal  losses  of 
nitrogen,  sulfur,  and  essential  minerals. 

4.  Psoralens  in  Dermatology 

Otis  F.  Jillson,  M.D.,  Hanover,  New 

Hampshire  (by  invitation ) 

Associate  Professor  of  Dermatology,  Dart- 
mouth Medical  School;  Chairman,  De- 
partment of  Dermatology,  Hitchcock  Clinic 

The  psoralens  in  dermatology  will  be  dis- 
cussed from  three  points  of  view.  First,  those 
plants  in  the  Northeast  that  produce  phyto- 
photodermatitis. From  the  practical  point  of 
view,  they  are  few  in  number.  Second,  the 
potential  use  of  psoralens  in  the  treatment  of 
certain  diseases  such  as  the  persistent  light 
reactor,  polymorphic  light  eruption,  psoriasis, 
and  vertiligo.  Finally,  the  use  of  topical 
psoralens  in  the  valuation  of  various  sunscreen- 
ing agents  protecting  above  3,200  A. 

5.  Cutaneous  Carcinoma:  The  Biologic 

Basis  for  the  Selection  of  Treatment 

Howard  L.  Stoll,  Jr.,  M.D.,  Buffalo 

Clinical  Associate  in  Medicine  (Derma- 
tology and  Syphilology),  State  University 
of  New  York  at  Buffalo,  School  of  Medicine; 
Associate  Cancer  Research  Dermatologist, 
Roswell  Park  Memorial  Institute 

Squamous  cell  carcinoma  and  basal  cell  car- 
cinoma comprise  the  majority  of  skin  cancers 
and  are  treated  by  various  methods.  Selection 
of  the  method  of  therapy  that  will  eradicate 
epithelioma  and  that  will  produce  minimum 
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disability  and  dysfunction  for  the  patient  is 
based  on  certain  biologic  characteristics  of  the 
tumors  and  of  the  underlying  tissues.  The 
selection  of  the  treatment  of  epithelioma  will  be 
discussed. 

6.  Management  of  Atopic  Dermatitis 

Alexander  A.  Fisher,  M.D.,  Woodside 
Associate  Professor  of  Clinical  Dermatol- 
ogy, New  York  University  School  of  Medi- 
cine; Attending  Dermatologist,  University 
Hospital 

The  cause  of  atopic  dermatitis  remains  an 
enigma.  Attempts  at  control  with  the  re- 
moval of  “specific  allergens”  is  usually  dis- 
appointing. Skillful  topical  therapy  gives  good 
results  in  most  instances,  provided  the  patient  is 
able  to  observe  certain  “rules.”  Irritants, 
both  physical  and  psychic,  are  important  com- 
plicating factors.  Superimposed  allergic  con- 
tact dermatitis,  due  to  both  obvious  and  subtle 
sensitizers,  must  be  avoided. 


SECTION  ON 

Gastroenterology  and  Proctology 

Chairman.  Hans  J.  Bruns,  M.D.,  Onondaga 

V ice-  Cha  irman 

Ralph  E.  L.  Hertz,  M.D.,  New  York 

Delegate 

Maus  W.  Stearns,  Jr.,  M.D.,  New  York 

Tuesday,  February  16/9:30  A.M./Room  A,  Albert 
Hall 

1.  Panel  Discussion — Diaphragmatic  Hernia 
and  Allied  Conditions 

Gordon  McHardy,  M.D.,  New  Orleans, 
Louisiana  (by  invitation ),  Moderator 

Clinical  Professor  of  Medicine,  Louisiana 
State  University  School  of  Medicine;  Senior 
Visiting  Physician,  State  Charity  Hospital 
Panelists 

J.  Ernest  Delmonico,  Jr.,  M.D.,  Syracuse 
Clinical  Instructor  in  Surgery,  State 
University  of  New  York  Upstate  Medical 
Center  in  Syracuse;  Assistant  Director, 
Cardiopulmonary  Laboratory  and  Re- 
search Department,  St.  Joseph’s  Hos- 
pital 

Charles  A.  Flood,  M.D.,  New  York  City 
Professor  of  Clinical  Medicine,  College  of 
Physicians  and  Surgeons  of  Columbia 
University;  Associate  Attending  Physi- 
cian, Presbyterian  Hospital 
David  Katz,  M.D.,  New  York  City 

Assistant  Professor  of  Medicine,  New 
York  Medical  College,  Flower  and  Fifth 
Avenue  Hospitals;  Assistant  Visiting 
Physician,  Metropolitan  Hospital 
Maurice  L.  Kelley,  M.D.,  Rochester 
Associate  Professor  of  Medicine,  Uni- 
versity of  Rochester  School  of  Medicine 


and  Dentistry;  Associate  Physician 
Strong  Memorial  Hospital 
Bernard  S.  Wolf,  M.D.,  New  York  City 
Associate  Clinical  Professor  of  Radiology, 
College  of  Physicians  and  Surgeons  of 
Columbia  University;  Director  of  Radi- 
ology, The  Mount  Sinai  Hospital 

2.  Panel  Discussion — Hepatic  Disease 

Hans  Popper,  M.D.,  New  York  City, 
Moderator 

Professor  of  Pathology,  College  of  Physi- 
cians and  Surgeons  of  Columbia  University; 
Pathologist-in- Chief,  The  Mount  Sinai 
Hospital 
Panelists 

William  Faloon,  M.D.,  Syracuse 

Professor  of  Medicine,  State  University 
of  New  York  Upstate  Medical  Center  in 
Syracuse;  Attending  Physician,  Uni- 
versity Hospital 

Charles  Lieber,  M.D.,  New  York  City 
(by  invitation) 

Associate  Professor  of  Medicine,  Cornell 
University  Medical  College;  Director, 
Liver  and  Nutrition  Unit,  2nd  (Cornell) 
Medical  Division,  Bellevue  Hospital 
Hirsch  R.  Liebowitz,  M.D.,  New  York 
City 

Assistant  Professor  of  Clinical  Medicine, 
New  York  University  School  of  Medicine; 
Chief  of  Gastroenterology,  New  York 
University  Medical  Center 
Fenton  Schaffner,  M.D.,  New  York  City 
Associate  Attending  Pathologist;  As- 
sistant Attending  Physician,  The  Mount 
Sinai  Hospital 

Michael  D.  Turner,  M.D.,  Rochester 
(by  invitation ) 

Associate  Professor  of  Medicine,  Uni- 
versity of  Rochester  School  of  Medicine 
and  Dentistry;  Senior  Associate  Physi- 
cian, Strong  Memorial  Hospital 


SECTION  ON 

General  Practice 

Chairman.  .Joseph  J.  Kaufman,  M.D.,  Wayne 

Vice-Chairman 

Samuel  Lieberman,  M.D.,  Bronx 

Secretary Marvin  Brown,  M.D.,  Oswego 

Delegate 

Rudolf  H.  Steinharter,  M.D.,  Nassau 


Wednesday,  February  17/9:30  A.M./Room  B,  Albert 
Hall 

This  program  is  acceptable  for  two  accredited 
hours  by  the  American  Academy  of  General 
Practice. 

Symposium  and  Panel  Discussion — The  In- 
jured Patient 
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Joseph  J.  Kaufman,  M.D.,  Newark,  Mod- 
erator 

Past  President,  N.Y.S.  Academy  of  General 
Practice;  Attending  Surgeon,  Newark- 
Wayne  Community  Hospital,  and  Lyons 
Community  Hospital 

1.  Every-day  Injuries:  Emergency  Room 
C.  Dupha  Reeves,  M.D.,  Newark 

Chief  of  Surgery,  Newark- Wayne  Com- 
munity Hospital;  Associate  Surgeon, 
Clifton  Springs  Hospital  and  Clinic, 
Clifton  Springs 

2.  The  Injured  Hand:  Practical  Aspects 
of  Diagnosis  and  Treatment 

Robert  McCormack,  M.D.,  Rochester 
Professor  and  Chairman,  Department  of 
Plastic  Surgery,  University  of  Rochester 
School  of  Medicine  and  Dentistry; 
Plastic  Surgeon  in  Chief,  Strong  Memo- 
rial Hospital 

3.  The  Injured  Knee 

Eugene  R.  Mindell,  M.D.,  Buffalo 

Professor  and  Head,  Department  of 
Orthopedic  Surgery,  State  University  of 
New  York  at  Buffalo  School  of  Medicine; 
Orthopedic  Surgeon,  Edward  J.  Meyer 
Memorial  Hospital 

Panel  Discussion 
The  above  speakers 


SECTION  ON 

Industrial  Medicine  and  Surgery 

Chairman . Sam  R.  Burnett,  M.D.,  Schenectady 

Vice-Chairman 

John  J.  Welsh,  M.D.,  New  York 

Secretary 

Robert  E.  Sandroni,  M.D.,  Schenectady 

Delegate 

Kenneth  L.  Stratton,  M.D.,  New  York 

Thursday,  February  18/9:30  A.M./Room  c,  Albert 
Hall 

Symposium  and  Panel  Discussion - — Alcoholism 
in  Industry 

S.  Charles  Franco,  M.D.,  New  York  City, 
Moderator 

Executive  Medical  Director,  Consolidated 
Edison  Company 

1.  In-Plant  Program  for  Management  of 
the  Problem  Drinker 

Robert  Clyne,  M.D.,  Wayne,  New 
Jersey  (by  invitation ) 

Assistant  Medical  Director,  American 
Cyanamid  Company 

2.  Community  Services  Available  for 
Physicians  with  Alcoholic  Patients 

Mr.  George  McCarthy,  Garden  City 
(by  invitation ) 


Executive  Director,  Nassau-Suffolk  Com- 
mittee on  Alcoholism 

3.  How  the  Psychiatrist  Helps  the  Al- 
coholic 

Arnold  S.  Zentner,  M.D.,  New  York 
City 

Assistant  Clinical  Professor  of  Pys- 
chiatry,  New  York  University  School  of 
Medicine;  Director,  Division  on  Al- 
coholism, New  York  University-Belle- 
vue  Medical  Center 


SECTION  ON 

Internal  Medicine 


Chairman 

Seymour  L.  Halpern,  M.D.,  New  York 

V ice- Cha  irman 

Edward  Meilman,  M.D.,  Queens 


Secretary Marvin  L.  Bloom,  M.D.,  Erie 

Delegate Robert  Blum,  M.D.,  Erie 


Thursday,  February  18/9:30  A.M./Versailles  Room, 
2nd  Floor 

1.  Auscultation  in  the  Office  Diagnosis  of 
Valvular  Heart  Disease 

Scott  Butterworth,  M.D.,  New  York  City 
Associate  Professor  of  Medicine,  New  York 
University  School  of  Medicine;  Attending 
Physician,  Bellevue,  University  Hospitals 

2.  Chairman’s  Address — Nutrition-Medica- 
tion Interrelations 

Seymour  L.  Halpern,  M.D.,  New  York  City 
Assistant  Clinical  Professor  of  Medicine 
and  Lecturer  in  Biochemistry,  New  York 
Medical  College,  Flower  and  Fifth  Avenue 
Hospitals,  Metropolitan  Hospital  Center 

3.  Symposium  and  Panel  Discussion — New 

Developments  in  Diabetes  Mellitus 

Edward  Meilman,  M.D.,  New  Hyde  Park, 
Moderator 

Clinical  Associate  Professor  of  Medicine, 
State  University  of  New  York  Downstate 
Medical  Center;  Chief  of  Medicine,  The 
Long  Island  Jewish  Hospital 

The  Measurement  of  Blood  Insulin  and 
Its  Clinical  Significance 

Sheldon  Bleicher,  M.D.,  New  York  City 

(by  invitation) 

Instructor  in  Medicine,  State  University 
of  New  York  Downstate  Medical  Center; 
Physician-in-Charge,  Clinical  Metabolic 
Research  Unit,  Brooklyn  Jewish  Hospital 

The  Mechanism  of  Diabetic  Acidosis 
Bertrand  E.  Lowenstein,  Uniondale 
Assistant  Visiting  Physician,  Queens 
Hospital  Center;  Staff  Physician,  The 
Long  Island  Jewish  Hospital 
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Prophylaxis  Against  Diabetes 

Harold  Rifkin,  M.D.,  New  York  City 
Professor  of  Medicine,  Albert  Einstein 
College  of  Medicine  of  Yeshiva  Uni- 
versity; Senior  Attending  Physician, 
Montefiore  Hospital 

4.  Symposium  and  Panel  Discussion — Use  of 

Radioisotope  Scanning  Technics  in  Medi- 
cine 

Solomon  Silver,  M.D.,  New  York  City, 
Moderator 

Associate  Clinical  Professor  of  Medicine, 
College  of  Physicians  and  Surgeons  of 
Columbia  University;  Attending  Physician 
and  Chief  of  Thyroid  Clinic,  The  Mount 
Sinai  Hospital 

Thyroid  Scanning 

Martin  Perlmutter,  M.D.,  Brooklyn 
Clinical  Associate  Professor  of  Medicine, 
State  University  of  New  York  Downstate 
Medical  Center;  Director,  Division  of 
Endocrinology  and  Metabolism,  Mai- 
monides  Hospital 

Scanning  of  the  Liver,  Spleen,  and 
Placenta 

Philip  M.  Johnson,  M.D.,  New  York  City 
(by  invitation) 

Assistant  Professor  of  Radiology,  College 
of  Physicians  and  Surgeons  of  Columbia 
University;  Director,  Radioisotope  Divi- 
sion, Columbia-Presbyterian  Medical 
Center 

Brain  Scanning 

Murray  Budabin,  M.D.,  New  York  City 
(by  invitation) 

Research  Fellow  in  Neurology,  Depart- 
ment of  Physics,  The  Mount  Sinai 
Hospital 

Discussion — Scanning  Technics  in  Di- 
agnosis 

The  above  panelists 
SECTION  ON 

Medical-Legal  and  Workmen's 
Compensation  Matters 

Chairman 

Victoria  A.  Bradess,  M.D.,  Westchester 

Vice-Chairman 

George  A.  Friedman,  M.D.,  New  York 

Secretary Robert  Katz,  M.D.,  New  York 

Delegate Herbert  Lansky,  M.D.,  Erie 

Tuesday,  February  16/9:30  A.M./Room  c,  Albert 
Hall 

JOINT  MEETING  WITH 

American  Academy  of  Compensation 
Medicine 


MOCK  COMPENSATION  TRIAL— Effect  of 
Strain  and  Trauma  on  the  Heart  and  Great 
Vessels 

A man,  aged  fifty-three,  had  been  employed 
by  the  assured  as  a groundskeeper  for  about 
seventeen  years.  There  was  no  history  of  ill- 
ness or  medical  care  prior  to  the  instant  event. 
On  February  3,  1960,  while  carrying  a 200- 
pound  grasscutter  with  his  helper,  he  developed 
precordial  pain  and  dyspnea  and  was  admitted 
to  the  local  hospital  shortly  thereafter.  With 
continued  improvement,  he  first  became  ambu- 
latory on  the  twentieth  hospital  day.  Subse- 
quently, he  returned  to  work  with  specified 
restrictions  on  his  activity.  During  the  next 
eight  months,  he  had  occasional  chest  pain 
which  was  relieved  by  sublingual  nitroglycerine. 
On  January  29,  1962,  such  an  episode  occurred 
after  his  dinner  at  home.  He  was  found  dead 
in  bed  the  next  morning. 

The  complete  Statement  of  Facts  will  be 
available. 

The  Referee 

The  Hon.  Ruth  A.  Yerion,  New  York 
City  (by  invitation) 

Referee,  Workmen’s  Compensation 
Board,  New  York  State  Department  of 
Labor  (retired) 

Attorney  for  the  Plaintiff-Claimant 

Abraham  Markoff,  Esq.,  New  York  City 
(by  invitation) 

Medical  Witness  for  the  Claimant 

A.  Wilbur  Duryee,  M.D.,  New  York  City 
Professor  of  Clinical  Medicine,  New  York 
University  School  of  Medicine 

Attorney  for  the  Defendant 
Solon  J.  Stone,  Esq.,  Buffalo  (by  invitation) 
Chairman,  Workmen’s  Compensation 
Committee,  New  York  State  Bar  Asso- 
ciation 

Medical  Witness  for  the  Defendant 

Eugene  Clark,  M.D.,  New  York  City 
Associate  Professor  of  Clinical  Medicine, 
New  York  University  School  of  Medicine 

Commentators 

John  V.  Thornton,  Esq.,  New  York  City 
(by  invitation) 

Adjunct  Professor  of  Law,  New  York 
University  School  of  Law 
Milton  Helpern,  M.D.,  New  York  City 
Chief  Medical  Examiner,  City  of  New 
York 

Irvin  Klein,  M.D.,  New  York  City 

Medical  Director,  New  York  State 
Workmen’s  Compensation  Board 


SECTION  ON 

Neurology  and  Psychiatry 

Chairman.  Arthur  J.  Lapovsky,  M.D.,  Kings 

Secretary 

. . .Ladislav  P.  Hinterbuchner,  M.D.,  Kings 
Delegate Milton  Tarlau,  M.D.,  Queens 
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JOINT  MEETING  WITH 

Section  on  Otolaryngology 

Tuesday,  February  16/9:30  A.M./Versailles  Room, 
2nd  Floor 

Panel  Discussion — Dizziness,  Bell’s  Palsy, 
and  Atypical  Facial  Pain:  Otologic, 

Neurologic,  and  Psychiatric  Aspects 

David  W.  Brewer,  M.D.,  Syracuse,  Mod- 
erator 

Clinical  Professor  of  Otolaryngology,  State 
University  of  New  York  Upstate  Medical 
Center  in  Syracuse 
Panelists 

Morris  B.  Bender,  M.D.,  New  York  City 
Director  of  Neurologic  Service,  The 
Mount  Sinai  Hospital;  Neurologist, 
University  and  Bellevue  Hospitals 
Bernard  Cohen,  M.D.,  New  York  City 
Assistant  Neurologist,  The  Mount  Sinai 
Hospital 

Marc  H.  Hollender,  M.D.,  Syracuse 
(by  invitation) 

Professor  of  Psychiatry,  State  University 
of  New  York  Upstate  Medical  Center  in 
Syracuse 

Gordon  D.  Hoople,  M.D.,  Syracuse 

Professor  Emeritus  of  Otolaryngology, 
State  University  of  New  York  Upstate 
Medical  Center  in  Syracuse;  Senior 
Attending  Otolaryngologist,  Syracuse 
Memorial  Hospital 
Robert  B.  King,  M.D.,  Syracuse 

Professor  of  Neurosurgery,  State  Uni- 
versity of  New  York  Upstate  Medical 
Center  in  Syracuse 

Stanley  Lesse,  M.D.,  New  York  City 
Attending  Neurologist,  Neurological  In- 
stitute 

Harold  R.  Merwarth,  M.D.,  Brooklyn 
Chief  Neuropsychiatrist,  Brooklyn  Hos- 
pital; Consulting  Neurologist,  Kings 
County  Hospital 

James  A.  Moore,  M.D.,  New  York  City 
Professor  and  Chairman,  Department  of 
Otolaryngology,  Cornell  University  Med- 
ical College 

Harry  Rosenwasser,  M.D.,  New  York 
City 

Attending  Otologist,  in  Charge  of  Oto- 
logic Surgery,  The  Mount  Sinai  Hospital 


SECTION  ON 

Obstetrics  and  Gynecology 

Chairman 

Graham  G.  Hawks,  M.D.,  New  York 

Vice-Chairman 

Henry  D.  Humphrey,  M.D.,  Tompkins 

Secretary . Robert  C.  Hays,  M.D.,  Onondaga 
Delegate.  Merton  C.  Hatch,  M.D.,  Onondaga 


Wednesday,  February  17/9:30  A.M./Room  C,  Albert 
Hall 

1.  Panel  Discussion- — The  Pathologist’s  and 
Clinician’s  Responsibilities  to  the  Patient 
with  Suspicious  Papanicolaou  Smear 

William  J.  Sweeney,  III,  M.D.,  New  York 
City,  Moderator 

Clinical  Associate  Professor  of  Obstetrics 
and  Gynecology,  Cornell  University  Med- 
ical College:  Associate  Attending  Obste- 

trician and  Gynecologist,  New  York  Hos- 
pital 
Panelists 

Elmer  E.  Kramer,  M.D.,  New  York  City 
Clinical  Associate  Professor  of  Obstetrics 
and  Gynecology,  Cornell  University 
Medical  College;  Attending  Obstetrician 
and  Gynecologist,  New  York  Hospital 
Leon  Motyloff,  M.D.,  New  York  City 
Director,  Department  of  Pathology, 
Woman’s  Hospital  Division,  St.  Luke’s 
Hospital 

Question  Period 

2.  Twin  Pregnancies  at  the  New  York 
Hospital:  Thirty- Year  Review 

Cyril  C.  Marcus,  M.D.,  New  York  City 
Assistant  Attending  Obstetrician  and  Gyne- 
cologist, New  York  Hospital 

3.  Iatrogenic  Disease  of  the  Newborn 

Stuart  S.  Stevenson,  M.D.,  New  York  City 
(by  invitation) 

Clinical  Professor  of  Pediatrics,  College  of 
Physicians  and  Surgeons  of  Columbia  Uni- 
versity; Director  of  Pediatrics,  St.  Luke’s 
Hospital 

4.  Administration  of  Transbuccal  Oxytocin 
for  Stimulation  and  Induction  (2,000  cases) 

Thomas  F.  Dillon,  M.D.,  New  York  City 
Assistant  Attending  Obstetrician  and  Gyn- 
ecologist, New  York  Hospital 


SECTION  ON 

Ophthalmology 

Chairman 

K.  Elizabeth  P.  Olmstead,  M.D.,  Erie 

Vice-Chairman 

Philip  H.  Landers,  M.D.,  Broome 

Secretary 

Hunter  H.  Romaine,  M.D.,  New  York 

Delegate James  I.  Farrell,  M.D.,  Oneida 

Wednesday,  February  17/9:30  A.M./Versailles 
Room,  2nd  Floor 

1.  Symposium  and  Panel  Discussion — New 

Technics  and  New  Fields  in  Ophthalmic 
Surgery 
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John  M.  McLean,  M.D.,  New  York  City, 
Moderator 

Clinical  Professor  of  Surgery  (Ophthalmol- 
ogy), Cornell  University  Medical  College, 

Surgeon  in  Charge  of  Ophthalmology,  New 

York  Hospital 

Cryosurgery  for  Glaucoma 

Andrew  de  Roetth,  Jr.,  M.D.,  New  York 

City 

Associate  in  Ophthalmology,  College  of 
Physicians  and  Surgeons  of  Columbia 
University;  Assistant  Attending  Oph- 
thalmologist, Presbyterian  Hospital 

It  is  the  purpose  of  this  report  to  introduce 
the  technics  of  cryosurgery  to  glaucoma 
therapy.  Following  a short  discourse  on  the 
general  principles  of  cryosurgery,  the  various 
methods  are  explained  and  their  application 
to  glaucoma  surgery  are  discussed.  Pre- 
viously reported  laboratory  experiments  are 
mentioned,  and  some  early  clinical  results  are 
examined.  The  indications,  contraindica- 
tions, complications,  hazards,  and  so  forth  of 
this  new  antiglaucomatous  surgical  procedure 
are  outlined. 

Cryopexy  as  a Replacement  for  Dia- 
thermy in  the  Treatment  of  Retinal 
Detachments 

Harvey  A.  Lincoff,  M.D.,  New  York  City 
Clinical  Assistant  Professor  of  Surgery 
(Ophthalmology) , Cornell  University 
Medical  College 

Since  the  first  30  cases  of  retinal  detach- 
ment treated  with  cryopexy  were  reported 
at  the  American  Academy  of  Ophthalmology 
in  1963,  100  more  cases  have  been  operated 
on.  The  long-term  follow-up  confirms  that 
the  sclera  is  undamaged  with  cryopexy.  The 
chorioretinal  adhesion  around  retinal  holes 
has  remained  secure  in  97  per  cent  of  cases. 
There  have  been  no  postoperative  complica- 
tions. 

Cryopexy  is  now  in  routine  use  on  our 
service.  With  it  we  have  been  able  to  modify 
our  operating  technic  by  ehminating  scleral 
dissection.  Buckling  is  done  through  full 
thickness  of  sclera.  This  results  in  an  un- 
damaged scleral  wall  on  which  reoperation  can 
be  performed,  if  necessary,  with  greater  safety 
than  was  heretofore  possible.  Cryopexy  has 
proved  of  particular  advantage  in  repairing 
cases  which  redetached  after  a first  operation 
with  diathermy  and  scleral  resection.  In 
such  cases  the  cryopexy  can  be  applied 
through  the  old  resections  without  reopening 
them.  The  cryopexy  apparatus  developed 
at  Cornell  Medical  Center  has  been  improved 
and  can  now  be  recommended  for  clinical  use. 

Microsurgery  of  the  Anterior  Segment 

Richard  C.  Troutman,  M.D.,  New  York 

City 

Professor  of  Ophthalmology,  State  Uni- 
versity of  New  York  Downstate  Medical 
Center 


Recent  developments  in  surgical  instrumen- 
tation and  magnification  devices  have  made 
it  possible  to  perform  procedures  in  the 
anterior  segment  with  greater  precision  than 
was  heretofore  possible. 

Surgery  under  magnification,  however, 
introduces  an  entirely  new  dimension  to  eye 
surgery,  and  the  perfection  of  technics  per- 
formed using  this  medium  have  involved 
considerable  time  and  study.  Instrumenta- 
tion and  technics  will  be  discussed,  together 
with  the  author’s  views  on  the  problems  and 
the  potential  in  anterior  segment  surgery 
introduced  as  a result  of  the  use  of  magnifica- 
tion. 

Recent  Advances  in  the  Surgical  Treat- 
ment of  Strabismus 

Philip  Knapp,  M.D.,  New  York  City 
Assistant  Professor  of  Clinical  Ophthal- 
mology, College  of  Physicians  and  Sur- 
geons of  Columbia  University;  Associate 
Attending  Ophthalmologist,  Presbyterian 
Hospital 

The  subject  matter  to  be  covered  will  be 
third  nerve  paralysis,  double  elevator  paraly- 
sis, and  reoperations  for  strabismus,  stressing 
the  bare  sclera  technic  and  the  use  of  mar- 
ginal myotomies. 

New  Materials  in  Wound  Closure 

Max  Harold  Presberg,  M.D.,  New  York 
City 

Assistant  Professor  of  Ophthalmology, 
University  of  Rochester  School  of  Medi- 
cine and  Dentistry;  Chief  of  Ophthal- 
mology, Rochester  General  Hospital 

No  ideal  suture  material  is  available  at  the 
present  time.  Some  handle  and  are  tolerated 
better  than  others.  The  older  ones  are  im- 
plicated in  delayed  allergic  reactions  which 
sometimes  cause  serious  inflammatory  re- 
sponses. Recently  developed  needles,  new 
animal  products,  synthetics,  and  adhesive 
materials  are  described,  and  personal  experi- 
ences with  these  are  enumerated.  The  pos- 
sible future  utilization  of  adhesive  compounds 
is  touched  on. 

2.  Panel  Discussion — Therapeutics 

Bernard  Kronenberg,  M.D.,  New  York 
City,  Moderator 

Associate  Clinical  Professor  of  Ophthalmol- 
ogy, New  York  University  School  of  Medi- 
cine; Associate  Attending  Surgeon,  New 
York  Eye  and  Ear  Infirmary 

Panelists 

Irving  Leopold,  M.D.,  New  York  City 
(by  invitation ) 

Director  of  Ophthalmology,  The  Mount 
Sinai  Hospital 

Charles  H.  Addington,  M.D.,  Buffalo 
Attending  in  Ophthalmology,  Buffalo 
Eye  and  Ear  Hospital,  Division  of 
Deaconess  Hospital,  and  Buffalo  General 
Hospital 
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SECTION  ON 

Orthopedic  Surgery 

Chairman.  . . .James  B.  Wray,  M.D.,  Onondaga 

Secretary 

J.  William  Fielding,  M.D.,  New  York 

Delegate 

. . .Frederick  Lee  Liebolt,  M.D.,  New  York 

Thursday,  February  18/9:30  A.M./Provence  Room, 
4th  Floor 

1.  Surgery  of  Tennis  Elbow  and  the  Orbicu- 
lar Ligament 

David  M.  Bosworth,  M.D.,  New  York  City 
Professor  of  Orthopedic  Surgery  (Emeri- 
tus), New  York  Polyclinic  Hospital  and 
Medical  School;  Consultant  in  Orthopedic 
Surgery,  St.  Luke’s  Hospital 
William  A.  Liebler,  M.D.,  New  York  City 
Assistant  Attending  Orthopedic  Surgeon, 
New  York  Polyclinic  Hospital  and  Medical 
School;  and  The  House  of  St.  Giles  the 
Cripple,  Brooklyn 

Kunikata  Hamada,  M.D.,  Brooklyn  (by 
invitation ) 

Resident,  The  House  of  St.  Giles  the 
Cripple 

Edward  Sabatelle,  M.D.,  New  York  City 
(by  invitation) 

Resident,  New  York  Polyclinic  Hospital 
and  Medical  School 

Discussion:  Emanuel  B.  Kaplan,  M.D., 

The  Bronx 

Consultant  in  Orthopedic  Surgery;  Chief 
of  Hand  Surgery,  Hospital  for  Joint 
Diseases 

2.  Occupant  Protection,  A Medical  Prob- 
lem with  a Legislative  Solution 

John  D.  States,  M.D.,  Rochester 

Senior  Clinical  Instructor  in  Orthopedic 
Surgery,  University  of  Rochester  School 
of  Medicine  and  Surgery;  Treasurer, 
American  Association  for  Automotive  Med- 
icine 

Discussion:  Charles  S.  Neer,  II,  M.D., 

New  York  City 

Assistant  Professor  of  Clinical  Orthopedic 
Surgery,  College  of  Physicians  and  Sur- 
geons of  Columbia  University;  Attending 
Orthopedic  Surgeon,  Presbyterian  Hospital 

3.  Tumor  and  Tumor-Like  Conditions  of 
the  Hand 

Donald  B.  Kettelkamp,  M.D.,  Albany 
Assistant  Professor  of  Orthopedic  Surgery, 
Albany  Medical  College  of  Union  Uni- 
versity; Assistant  Attending  Orthopedic 
Surgeon,  Albany  Medical  Center  Hospital 

Discussion:  Henry  Jaffe,  M.D.,  New  York 

City  (by  invitation) 

Consultant  Pathologist,  Armed  Forces 


Institute  of  Pathology,  Washington,  D.C., 
and  Hospital  for  Joint  Diseases 

4.  Intramedullary  Cartilaginous  Tumors 

Hugh  T.  Smith,  M.D.,  Memphis,  Tennessee 
(by  invitation) 

The  Campbell  Clinic 

5.  Comminuted  Fractures  of  the  Distal 
Radius  Treated  by  Skeletal  Transfixion  in 
Plaster  (End  Result  Study) 

Benjamin  Obletz,  M.D.,  Buffalo 

Clinical  Professor  of  Orthopedic  Surgery, 
State  University  of  New  York  at  Buffalo 
School  of  Medicine 

James  M.  Cole,  M.D.,  Buffalo  (by  invitation) 
Resident  in  Orthopedic  Surgery,  Buffalo 
General  Hospital 

Discussion:  Crawford  J.  Campbell,  M.D., 

Albany 

Professor  and  Head,  Division  of  Orthopedic 
Surgery,  Albany  Medical  College  of  Union 
University 

6.  Orthopedic  Aspects  and  Safety  Factors 
in  Snow  Skiing 

Mark  R.  Harwood,  M.D.,  Syracuse 

Clinical  Assistant  Professor  of  Orthopedic 
Surgery,  State  University  of  New  York 
Upstate  Medical  Center  at  Syracuse; 
Attending  Orthopedic  Surgeon,  St.  Joseph’s 
Hospital 

Gerald  Strange,  M.D.,  Syracuse  (by  in- 
vitation) 

Resident,  University  Hospital 

Discussion:  Eugene  Mindell,  M.D.,  Buf- 

falo 

Professor  of  Surgery,  Head  of  Division  of 
Orthopedic  Surgery,  State  University  of 
New  York  at  Buffalo  School  of  Medicine 


7.  Slipping  Capital  Femoral  Epiphysis:  A 
Long-Term  Follow-up  and  Review  of  Cases 
in  the  Rochester  Area 

Martin  W.  Korn,  M.D.,  Rochester  (by 
invitation) 

Resident  in  Surgery,  Strong  Memorial 
Hospital 

John  D.  States,  M.D.,  Rochester 

Senior  Clinical  Instructor  in  Orthopedic 
Surgery,  University  of  Rochester  School  of 
Medicine  and  Dentistry 

Discussion:  Bernard  Jacobs,  M.D.,  New 

York  City 

Assistant  Clinical  Professor  of  Orthopedic 
Surgery,  Cornell  University  Medical  Col- 
lege; Assistant  Attending  Orthopedic  Sur- 
geon, Hospital  for  Special  Surgery 
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SECTION  ON 

Otolaryngology 

Chairman.. David  W.  Brewer,  M.D.,  Onondaga 

Vice-Chairman 

Edward  C.  Brandow,  Jr.,  Albany 

Secretary Ira  S.  Polisar,  M.D.,  Kings 

Delegate John  F.  Daly,  M.D.,  New  York 

Tuesday,  February  16/9:30  A.M./Versailles  Room, 
2nd  Floor 

JOINT  MEETING  WITH 

Section  on  Neurology  and  Psychiatry 

( see  page  49  for  program) 

SECTION  ON 

Pathology,  Clinical  Pathology, 
and  Blood  Banking 

Chairman . Max  Wachstein,  M.D.,  New  York 

Vice-Chairman 

Harold  L.  Mamelok,  M.D.,  Orange 

Secretary 

George  K.  Higgins,  M.D.,  New  York 

Delegate John  J.  Clemmer,  M.D.,  Albany 

Wednesday,  February  17/9:30  A. M. /Provence 
Room,  4th  Floor 

Symposium — Modern  Approaches  to  Prob- 
lems of  Pathology 

Max  Wachstein,  M.D.,  New  York  City, 
Moderator 

Consulting  Pathologist,  St.  Catherine’s 
Hospital,  Brooklyn 

1.  Histochemical  Methods  in  Their  Sig- 
nificance to  Pathology 

Robert  M.  Rosenbaum,  Ph.D.,  The 
Bronx  (by  invitation) 

Research  Assistant  Professor  of  Pathol- 
ogy, Albert  Einstein  College  of  Medicine 
of  Yeshiva  University 

2.  Correlative  Technics  of  Electron  Mi- 
croscopy and  Tissue  Pathology 

Lawrence  Herman,  Ph.D.,  Brooklyn  (by 
invitation) 

Associate  Professor  of  Pathology,  State 
University  of  New  York  Downstate 
Medical  Center 

3.  Combined  Electron  Microscopic  and 
Histochemical  Technics  Applied  to 
Neuropathology 

Richard  M.  Torack,  M.D.,  New  York 
City 

Assistant  Professor  of  Pathology,  Cornell 
University  Medical  College 


4.  Fluorescent  Microscopy  as  Aid  in  the 
Diagnosis  of  Infectious  Diseases 

Albert  H.  Harris,  M.D.,  Albany 

Assistant  Director,  Division  of  Lab- 
oratories and  Research,  New  York  State 
Department  of  Health 

5.  Fluorescent  Microscopy  as  Aid  in  the 
Diagnosis  of  Autoimmune  Diseases 

Kurt  Lange,  M.D.,  New  York  City 
Professor  of  Medicine,  New  York  Medical 
College,  Flower  and  Fifth  Avenue  Hos- 
pitals 

General  Discussion 


SECTION  ON 

Pediatrics 

Chairman Samuel  S.  Brown,  M.D.,  Kings 

Vice-Chairman 

Ernest  Freshman,  M.D.,  Madison 

Secretary 

Harold  Jacobziner,  M.D.,  New  York 

Delegate Frank  Disney,  M.D.,  Monroe 

Wednesday,  February  17/9:30  A.M./Imperial  Ball- 
room B,  2nd  Floor 

1.  New  Concepts  in  Childhood  Tuber- 
culosis 

Saul  Blatman,  M.D.,  New  York  City 

Director  of  Pediatrics,  Beth  Israel  Hos- 
pital; Associate  Pediatrician,  Bellevue 
Hospital 

With  the  increasing  incidence  of  childhood 
tuberculosis  in  urban  areas,  it  is  appropriate 
that  we  focus  new  attention  on  this  disease. 
Early  recognition  and  treatment  of  childhood 
tuberculosis  is  essential  to  prevent  serious  com- 
plications. Routine,  careful  tuberculin  skin 
testing  and  the  wise  use  of  antimycobacterial 
agents  are  essential.  Consideration  of  the 
role  of  unclassified  mycobacteria  in  the  produc- 
tion of  signs  and  symptoms  resembling  tuber- 
culosis is  necessary.  Newer  thinking  in  regard 
to  these  subjects  will  be  discussed. 

Discussion:  Saul  Starr,  M.D.,  Brooklyn 

Associate  Professor  of  Pediatrics,  State 
University  of  New  York  Downstate  Medical 
Center;  Visiting  Pediatrician,  Kings  County 
Hospital 

2.  School  Phobia 

Doris  H.  Milman,  M.D.,  Brooklyn 

Assistant  Professor  of  Pediatrics,  State 
University  of  New  York  Downstate  Med- 
ical Center 

School  phobia  is  defined  as  a resistance  to 
attending  school  associated  with  an  intense 
emotional  reaction  of  fear  and/or  anxiety  and/or 
depression.  Patients  fall  into  two  groups: 
young  children  just  entering  school  and  older 
individuals  in  early  or  midadolescence.  The 
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psychodynamics  differ  in  the  two  groups  as  do 
the  diagnostic  categories,  treatment,  and  prog- 
nosis. In  general,  school  phobias  of  older 
and  adolescent  children  are  of  graver  psychiatric 
import,  are  more  difficult  to  treat,  and  carry 
a poorer  prognosis. 

3.  Voice  Disturbances  in  Children 

Daniel  C.  Baker,  Jr.,  M.D.,  New  York 
City 

Director  of  Otolaryngology  Service,  Co- 
lumbia-Presbyterian  Medical  Center 

The  presentation  will  include  voice  problems 
at  birth  as  well  as  those  which  are  acquired. 
Among  the  diseases  to  be  presented  are  atresia 
and  congenital  web,  congenital  cyst,  and  cystic 
hygroma.  Acquired  lesions  to  be  discussed 
include  screamer’s  nodules,  papilloma,  vocal 
cord  paralysis,  polyps,  cysts,  and  foreign  bodies. 
Recommendations  as  to  the  type  of  treatment 
indicated  will  be  presented. 

4.  Hearing  Problems  in  Children 

Jules  G.  Waltner,  M.D.,  New  York  City 
Associate  Professor  of  Clinical  Otolaryn- 
gology, College  of  Physicians  and  Sur- 
geons of  Columbia  University 

The  etiology  and  diagnosis  of  congenital 
and  acquired  hearing  loss  in  childhood  will  be 
discussed.  More  recent  aspects  of  diagnosis 
and  therapy  in  exudative  catarrh  of  the  middle 
ear  will  be  described.  New  diagnostic  tools 
in  the  differential  diagnosis  between  peripheral 
and  retrocochlear  hearing  loss  will  be  presented. 

5.  Recognition  and  Management  of  the 
Cardiac  at  Birth  and  During  First  Year  of 
Life 

Robert  E.  Kahn,  M.D.,  New  York  (by 
invitation ) 

Assistant  Professor  of  Pediatrics 
Arnold  J.  Slovis,  M.D.,  New  York  City  (by 
invitation ) 

Instructor  in  Pediatrics 
Alvin  A.  Bakst,  M.D.,  New  York  City 
Clinical  Associate  Professor 
(The  above  at  New  York  Medical  College, 
Flower  and  Fifth  Avenue  Hospitals) 

The  following  topics  will  be  discussed:  (1) 

the  role  of  the  physician  with  emphasis  placed 
on  the  clinical  diagnosis  and  management  of  the 
infant,  with  indications  for  further  diagnostic 
tests;  (2)  the  role  of  the  laboratory,  stressing 
new  technics  which  have  decreased  the  mor- 
bidity and  mortality  in  younger  infants;  and 
(3)  the  role  of  the  surgeon,  with  the  palliative 
and  curative  procedures  available  to  the  infant. 

6.  Mold  Allergy  in  Children 

David  Merksamer,  M.D.,  Brooklyn 

Attending  Allergist,  Jewish  Hospital  of 
Brooklyn 

Mold  allergy  is  seen  more  frequently  in 
children  than  in  adults.  Diagnosis  is  made 


from  a detailed  history  and  by  correct  inter- 
pretation of  the  proper  skin  tests.  The  most 
important  mold,  clinically  and  immunologically, 
is  Alternaria.  The  symptomatology  of  mold 
sensitivity  is  very  characteristic. 

Therapy  is  by  means  of  hyposensitization 
since  avoidance  is  practically  impossible.  This 
must  be  done  cautiously  because  of  the  fre- 
quency of  contitutional  reactions. 

7.  The  Importance  of  Early  Diagnosis  of 
Congenital  Dislocation  of  the  Hip 

Arthur  L.  Matles,  M.D.,  New  York  City 
Assistant  Orthopedic  Surgeon,  The  Mount 
Sinai  Hospital;  Flower  and  Fifth  Avenue 
Hospitals 

Review  of  over  70  cases  of  congenital  dis- 
location of  the  hip  showed  that  no  child  treated 
after  the  age  of  six  months  had  a completely 
normal  hip.  The  earliest  signs  will  be  demon- 
strated. The  fallacy  of  predislocation  will  be 
discussed  and  the  gross  pathology  illustrated, 
to  prove  that  early  treatment  will  produce 
results  approximating  100  per  cent  recovery. 


SECTION  ON 

Physical  Medicine  and  Rehabilitation 

Chairman 

Albert  D.  Anderson,  M.D.,  Bronx 

Vice-Chairman 

Leonard  D.  Policoff,  M.D.,  Albany 

Secretary Milton  B.  Spiegel,  M.D.,  Kings 

Delegate Henry  Fleck,  M.D.,  Bronx 

Tuesday,  February  16,  2:00  P.M./Versaille  Room, 
2nd  Floor 

PROGRAM  PRESENTED  IN  THE 

General  Session 

Stroke:  Definition  and  Discussion  of  Med- 

ical Management 

(see  page  41  for  program) 


SECTION  ON 

Preventive  Medicine  and 
Public  Health 

Chairman 

Evelyn  F.  H.  Rogers,  M.D.,  Oneida 

Vice-Chairman 

Robert  P.  Whalen,  M.D.,  Albany 

Secretary.  . .James  J.  Quinlivan,  M.D.,  Albany 
Delegate . Donald  G.  Dickson,  M.D.,  Rockland 

Wednesday,  February  17/9:30  A.M./Room  A,  Albert 
Hall 


54  New  York  State  Journal  of  Medicine  / January  1,  1965 


Symposium — Home  Care  Programs 

1.  Home  Care  Service,  Department  of 

Hospitals,  City  of  New  York 

Alexander  W.  Kruger,  M.D.,  New  York 

City  (by  invitation) 

General  Medical  Superintendent,  Depart- 
ment of  Hospitals,  City  of  New  York 

The  service  was  instituted  in  December,  1948, 
to  reduce  overcapacity  of  patient  loads.  The 
policy  is  to  provide  hospital-type  care  in  a 
suitable  home  for  a hospital  patient  selected 
as  clinically  suitable  and  medically  indigent. 
Begun  in  5 city  hospitals,  the  program  now 
operates  in  15  hospitals.  The  average  home 
care  census  is  about  2,000.  Current  plans 
provide  for  an  increase  to  2,700  patients  and, 
eventually,  to  3,600. 

The  increased  capacity  will  result,  in  part, 
from  a plan  to  admit  carefully  selected  out- 
patients to  home  care  when  their  needs  for 
hospitalization  can  be  met  by  such  a program. 

2.  Organized  Home  Care  Program,  Erie 

County 

William  E.  Mosher,  M.D.,  Buffalo 

Director,  Erie  County  Health  Depart- 
ment 

Following  a study  of  the  home  care  needs  of 
Buffalo  and  Erie  County  by  the  Community 
Welfare  Council,  it  was  recommended  that  a 
Coordinated  Home  Care  Program  be  developed 
within  the  framework  of  the  county  health 
department.  This  demonstration,  approved 
by  the  county  medical  society,  is  supported 
financially  through  grants  from  the  State  of 
New  York  Department  of  Health  and  the  Blue 
Cross  of  Western  New  York,  Inc.  Physicians 
direct  this  health  service.  It  is  designed  to 
bridge  a gap  in  community  health  services  and 
to  facilitate  recovery  and  rehabilitation  of 
patients  through  appropriate  care  at  home. 

3.  Home  Care  Program,  Monroe  County 

Wendell  R.  Ames,  M.D.,  Rochester 
Director,  Erie  County  Department  of 
Health 

The  development  of  the  organized  home  care 
program  from  a chronic  illness  study  recom- 
mendation will  be  presented.  Its  unusual 
nature,  in  that  a number  of  agencies  and  inter- 
ested persons  are  represented  on  this  board, 
and  the  reasons  for  this  will  be  discussed.  There 
will  be  presentation  of  the  nature  and  scope  of 
services,  their  growth,  sources  of  income,  and 
expenditures;  and  there  will  be  an  analysis 
of  the  reasons  for  fluctuation  in  volume  of 
service. 

4.  Home  Care  Program  of  a Small  County 

Health  Department 

Robert  H.  Broad,  M.D.,  Ithaca 

Commissioner  of  Health,  Tompkins 
County  Health  Department 

A home  care  program  for  the  ill  has  developed 
gradually  during  the  last  ten  years  in  Tompkins 


County.  The  health  department  is  situated 
in  the  only  hospital  in  the  county  and  shares 
personnel  with  the  rehabilitation  center  in  the 
same  building.  The  program  is  coordinated 
by  a supervising  nurse.  Care  is  provided  by 
public  health  nurses,  registered  nurses,  and 
practical  nurses.  Trained  home  aides  are 
shared  with  other  agencies.  Patients  may  or 
may  not  have  been  hospitalized.  All  are  under 
the  care  of  a private  physician. 

The  program  is  oriented  to  rehabilitation. 
For  this  purpose  a loan  closet  of  equipment  has 
been  developed.  Physician  use  of  the  program 
has  been  generally  good.  Late  referrals  some- 
times hinder  suitable  advance  planning  for 
home  care. 

5.  Home  Care  Program,  Syracuse  City 

Department  of  Health 

David  E.  Bigwood,  Jr.,  M.D.,  Syracuse 
Commissioner  of  Health,  Syracuse  City 
Department  of  Health 

The  genesis  and  development  of  a home  care 
project  in  the  City  of  Syracuse  is  described. 
This  includes  a summary  of  the  services  and  the 
results,  so  far  as  they  can  be  measured,  in 
rehabilitating  or  maintaining  patients  in  their 
own  homes.  Reference  is  made  to  the  dis- 
closure of  unmet  community  needs  and  the 
effects  made  by  the  staff  to  see  that  these 
needs  were  met. 

6.  Home  Care  for  the  Arthritic  and  Ger- 
iatric Patient 

Robert  H.  Manheimer,  M.D.,  The  Bronx 
Medical  Director,  New  York  Chapter, 
Arthritis  and  Rheumatism  Foundation,  Inc. 

Growing  suburban  populations  need  home 
care  services  which,  although  often  provided  by 
metropolitan  hospitals,  are  seldom  available 
in  the  suburbs. 

By  adding  a physical  therapist  and  monthly 
physiatric  consultations  to  suburban  public 
health  nursing  services,  home  rehabilitation 
was  provided.  Functional  performance  im- 
proved in  66  per  cent  of  the  patients  (median 
age  sixty-eight).  The  patients  had  many 
geriatric  socioeconomic  needs  which  were  not 
met  by  this  home  rehabilitation  program. 

The  Arthritis  Foundation  is  studying  the 
medical  and  socioeconomic  problems  of  elderly 
metropolitan  residents,  the  availability  of  ap- 
propriate services,  and  ways  of  developing  a 
coordinated  continuum  for  the  chronically  ill 
aged  person. 

Discussion:  I.  Jay  Brightman,  M.D.,  Albany 
Assistant  Commissioner,  Chronic  Disease 
Service,  Department  of  Health,  State  of 
New  York 

Edward  G.  Lindsey,  M.D.,  Buffalo 

Director,  Health  Services,  State  Charities 
Aid  Association 
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SECTION  ON 

Radiology 

Chairman Roy  E.  Seibel,  M.D.,  Erie 

Vice-Chairman 

F.  Mitchell  Cummins,  M.D.,  New  York 

Secretary Charles  Bernstein,  M.D.,  Erie 

Delegate . . William  B.  Seaman,  M.D.  New  York 

Monday,  February  15/9:30  A.M./Provence  Room, 
4th  Floor 

1.  Arch  Arteriography:  Methodology  and 

Diagnostic  Implications 

Elliot  O.  Lipchik,  M.D.,  Rochester  (by 

invitation ) 

Senior  Instructor  in  Radiology,  University 
of  Rochester  School  of  Medicine  and  Den- 
tistry; Assistant  Radiologist,  Strong  Me- 
morial Hospital 

2.  Selective  Coronary  Arteriography:  Its 

Practical  Diagnostic  Application 

Goffredo  G.  Gensini,  M.D.,  Syracuse 
Director,  Msgr.  Toomey  Cardiopulmonary 
Laboratory  and  Research  Department,  St. 
Joseph’s  Hospital 

3.  Selective  Renal  and  Adrenal  Arteriog- 
raphy 

Ivan  L.  Bunnell,  M.D.,  Buffalo 

Associate  Professor  of  Medicine,  State 
University  of  New  York  at  Buffalo  School 
of  Medicine 

4.  Lymphography 

Peter  G.  Herman,  M.D.,  Brooklyn 

Instructor  in  Radiology,  State  University 
of  New  York  Downstate  Medical  Center 


SECTION  ON 

Space  Medicine 

Chairman 

C.  D.  J.  Generales,  M.D.,  New  York 

Tuesday,  February  16/9:30  A.M./Provence  Room, 
4th  Floor 

Sixth  Annual  Symposium  on  Space  Medicine — 

Anno  VIII  of  Space  Exploration 

Constantine  D.  J.  Generales,  M.D.,  New 
York  City,  Moderator 

Consultant,  Advanced  Military  Systems, 
David  Sarnoff  Research  Center,  Radio 
Corporation  of  America,  Princeton,  New 
Jersey 

1.  Soviet  Achievements  in  Space  Med- 
icine 

Prof.  Oleg  G.  Gazenko,  Moscow,  U.S.S.R. 
(by  invitation ) 


Department  of  Normal  and  Pathologic 
Physiology,  U.S.S.R.  Academy  of 
Sciences 

2.  Biotelemetry  and  the  Physician 

Lloyd  E.  Slater,  Cleveland,  Ohio  (by 
invitation) 

Associate  Director,  Case  Institute  of 
Technology 

3.  The  United  States  Role  in  the  Con- 
quest of  Space 

Eugene  Konecci,  Ph.D.,  Washington, 
D.C.  (by  invitation ) 

Professional  Staff,  Executive  Office  of 
the  President,  National  Aeronautics  and 
Space  Council 

4.  Air  Ecology  Utilizing  Thin  Silicone 
Membranes  in  an  Aqueous  Environment: 
Live  Demonstration 

Walter  L.  Robb,  Schenectady  (by  in- 
vitation) 

Manager,  Chemical  Process  Studies, 
General  Electric  Company  Research 
Laboratory 

5.  Chairman's  Address — Inquiry  into  Ad- 
vanced Clinical  and  Pathologic  Aspects 
of  Weightless  Man 

Constantine  D.  J.  Generales,  M.D., 
New  York  City 

6.  The  Significance  of  Cosmic  Rays  to 
Man 

Serge  A.  Korff,  Ph.D.,  New  York  City 
(by  invitation) 

Professor  of  Physics,  New  York  Uni- 
versity 

7.  The  Role  of  Inert  Gases  in  Respira- 
tion 

Wallace  O.  Fenn,  Ph.D.,  Rochester  (by 
invitation) 

Professor  of  Physiology;  Director,  Space 
Science  Center,  University  of  Rochester 

8.  Conditions  on  the  Surface  of  the 
Moon  and  Their  Importance  to  Man 

Prof.  Thomas  Gold,  F.R.S.,  Ithaca  (by 
invitation) 

Director,  Center  for  Radiophysics  and 
Space  Research,  Cornell  University 

9.  Film — Ranger  7 or  Ranger  8 (1965) 
William  J.  Pickering,  Ph.D.,  Pasadena, 
California  (by  invitation) 

Director,  Jet  Propulsion  Laboratories 


SECTION  ON 

Surgery 

Chairman  . . John  F.  Prudden,  M.D.,  New  York 

Vice-Chairman 

James  H.  Cosgriff,  Jr.,  M.D.,  Erie 

Secretary John  H.  Morton,  M.D.,  Monroe 
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Delegate 

Seymour  I.  Schwartz,  M.D.,  Monroe 

Monday,  February  15/9:30  A.M./Versailles  Room, 
2nd  Floor 

1.  Surgical  Treatment  of  Cerebral  Vascular 
Insufficiency 

Constantin  Papadopoulos,  M.D.,  Brooklyn 
Director,  Department  of  Vascular  Surgery, 
Brooklyn-Cumberland  Medical  Center 

The  work  is  the  compilation  of  data  resulting 
from  a three-year  effort  in  the  treatment  of 
cerebral  vascular  insufficiency.  This  study 
summarizes  the  preoperative  findings,  the 
choice  of  operative  procedure,  and  the  follow- 
up of  12  cases  of  carotid  artery  insufficiency  and 
1 case  of  vertebral  artery  insufficiency. 

All  the  cases  are  thoroughly  documented  and 
illustrated  with  arteriographic  studies,  intra- 
arterial pressures,  and  Kodachromes  of  the 
surgical  procedures.  Close-up  views  show  the 
removed  specimens  and  their  pathologic  condi- 
tions. 

The  presentation  concludes  with  a colored 
motion  picture  depicting  our  technic  for  carotid 
artery  thrombendarterectomy  with  internal 
shim  ting. 

Discussion:  Shivaji  B.  Bhonslay,  M.D., 

New  York  City 

Instructor  in  Surgery,  College  of  Physicians 
and  Surgeons  of  Columbia  University; 
Assistant  Attending  Surgeon,  Presbyterian 
Hospital 

2.  Recurrent  Gastrointestinal  Hemorrhage 
Following  Portacaval  Shunt 

Hirsch  Robert  Liebowitz,  M.D.,  New  York 

City 

Assistant  Professor  of  Clinical  Medicine, 
New  York  University  School  of  Medicine; 
Associate  Attending  Physician,  Bellevue 
Hospital 

A competent  portacaval  shunt  will  generally 
protect  the  cirrhotic  patient  against  recurrence 
of  varix  rupture  and  hemmorrhage.  This  is 
confirmed  by  a clinical  and  necropsy  analysis  of 
50  patients  who  died  from  diverse  causes  late 
after  such  operative  procedures.  Twenty  ex- 
perienced repeat  gastrointestinal  bleeding.  An 
analysis  of  these  20  cases  will  be  presented.  It 
appears  that  esophageal  varices  do  not  con- 
sistently disappear  even  with  a satisfactory 
decrement  in  portal  pressure.  They  more  likely 
continue  to  be  present  even  years  after  con- 
struction of  the  shunt.  This  is  substantiated 
by  the  present  autopsy  analysis  which  revealed 
that  varices  persisted  in  80  per  cent  of  the  late 
surgical  deaths. 

Discussion:  Arthur  B.  Voorhees,  Jr., 

M.D.,  New  York  City 

Assistant  Professor  of  Clinical  Surgery, 
College  of  Physicians  and  Surgeons  of 
Columbia  University;  Attending  Surgeon, 
Presbyterian  Hospital 


3.  Surgery  of  Abdominal  Aorta  Aneurysms 

Arthur  B.  Voorhees,  Jr.,  M.D.,  New  York 

City 

Assistant  Professor  of  Clinical  Surgery, 
College  of  Physicians  and  Surgeons  of 
Columbia  University;  Attending  Surgeon, 
Presbyterian  Hospital 

Resection  of  aneurysms  of  the  abdominal 
aorta  has  been  the  therapy  of  choice  for  the 
past  decade.  In  this  period,  specific  indications 
and  contraindications  for  the  operation  have 
been  delineated.  Follow-up  studies  are  now 
sufficiently  comprehensive  to  allow  critical 
appraisal  of  the  therapy.  The  report  will  deal 
with  the  experiences  encountered  at  the  Co- 
lumbia-Presbyterian  Medical  Center  over  the 
past  ten  years.  During  this  time  we  have 
dealt  with  250  cases. 

Discussion:  Sigmund  Wesolowski,  M.D., 

Brooklyn  (by  invitation ) 

Clinical  Professor  of  Surgery,  State  Uni- 
versity of  New  York  Downstate  Med- 
ical Center;  Associate  Surgeon-in-Charge 
of  Vascular  Surgery,  Kings  County  Hospital 

4.  Prosthetic  Valve  Replacement  for  Ac- 
quired Heart  Disease 

Frederick  O.  Bowman,  Jr.,  M.D.,  New 

York  City 

Assistant  Professor  of  Clinical  Surgery, 
College  of  Physicians  and  Surgeons  of  Co- 
lumbia University;  Assistant  Attending 
Surgeon,  Presbyterian  Hospital 

Open  heart  operation  utilizing  the  total  car- 
diopulmonary bypass  is  now  the  recognized 
surgical  approach  in  the  majority  of  acquired 
cardiac  valvular  lesions.  The  use  of  prosthetic 
valves  for  total  replacement  of  diseased  mitral, 
aortic,  and,  occasionally,  tricuspid  valves  is 
commonplace. 

Experience  with  over  150  operations  for 
acquired  valvular  disease  and  over  100  valve 
replacements  will  be  presented.  Criteria  for 
patient  selection  and  operative  technic  will  be 
discussed.  Operative  mortality  and  early  and 
late  postoperative  complications  will  be  pre- 
sented. 

Discussion:  Roy  Clauss,  M.D.,  New  York 

City 

Associate  Professor  of  Surgery,  New  York 
University  School  of  Medicine;  Associate 
Attending  Surgeon,  University  and  Belle- 
vue Hospitals 

5.  Chemotherapy  in  Head  and  Neck  Cancer 

Carl  R.  Feind,  M.D.,  New  York  City 

Assistant  Professor  of  Clinical  Surgery, 
College  of  Physicians  and  Surgeons  of 
Columbia  University;  Assistant  Attend- 
ing Surgeon,  Presbyterian  Hospital 

The  current  status  of  chemotherapy  in  the 
treatment  of  head  and  neck  cancer  is  presented. 
This  includes  infusion,  perfusion,  and  systemic 
routes  of  administration.  Generally  the  results 
have  been  disappointing  as  a sole  definitive 
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mode  of  treatment.  Used  as  an  adjunct  to 
surgery  and  radiotherapy,  chemotherapy  is 
promising  for  the  future. 

Discussion:  Frederick  M.  Golomb,  M.D., 

New  York  City 

Assistant  Professor  of  Clinical  Surgery, 
New  York  University  School  of  Medicine; 
Associate  Visiting  Surgeon,  Bellevue  Hos- 
pital 


SECTION  ON 

Urology 

Chairman 

George  A.  Fiedler,  M.D.,  New  York 

Vice-Chairman 

Ralph  T.  DiPace,  M.D.,  Westchester 

Secretary Hobart  L.  Boyd,  M.D.,  Monroe 

Delegate.  . . E.  Craig  Coats,  M.D.,  New  York 

Thursday,  February  18/9:30  A.M./Room  A,  Albert 
Hall 

Symposium — Prostatectomy 

1.  Chairman's  Address — Suprapubic  Pros- 
tatectomy 

George  A.  Fiedler,  M.D.,  New  York 
City 

Clinical  Assistant  Professor  of  Urology 
(Emeritus),  Cornell  University  Medical 
College;  Director  of  Urology,  St.  Clare’s 
Hospital 

Suprapubic  prostatectomy  became  popular 
most  likely  because  of  the  location  of  the  gland 
familiar  to  those  doing  cystotomy  for  stone. 
The  fossa  was  accessible  for  control  of  hemor- 
rhage by  packing.  Drainage  was  accomplished 
and  maintained  easily  for  urine  and  infection. 
Other  methods  were  beyond  the  skill  of  early 
surgeons. 

2.  Retropubic  Prostatectomy 

Francis  A.  Beneventi,  M.D.,  New  York 
City 

Assistant  Professor  of  Surgery  (Urology) , 
Cornell  University  Medical  College; 
Director  of  Urology,  New  York  Polyclinic 
Hospital 

An  evaluation  of  retropubic  prostatectomy 
after  fifteen  years  of  continuous  use  as  the 
method  of  choice  for  treating  prostatic  obstruc- 
tion is  presented.  Surgical  exposure  for  hemo- 
stasis by  ligature  and  surgery  of  bladder  neck 
surpasses  other  methods.  It  has  not  been  neces- 
sary to  pack  the  prostatic  fossa  or  insert  a 
cystostomy  tube. 

3.  Perineal  Prostatectomy 
Herbert  Brendler,  M.D.,  New  York 
City 

Associate  Clinical  Professor  of  Urology, 
College  of  Physicians  and  Surgeons  of 
Columbia  University;  Urologist  in  Chief 


and  Director  of  Urology,  The  Mount 
Sinai  Hospital 

4.  Transurethral  Prostatectomy 

William  A.  Milner,  M.D.,  Albany 

Clinical  Professor  of  Surgery  (Urology), 
Albany  Medical  College  of  Union  Uni- 
v ersity ; H ead  of  D epartment  of  U rology , 
Albany  Medical  Center  Hospital 

5.  Male  Factors  in  Infertility  (Evalua- 
tion of  350  Infertile  Couples) 

Joseph  E.  Davis,  M.D.,  New  York  City 
Clinical  Instructor  in  Urology,  New  York 
Medical  College,  Flower  and  Fifth 
Avenue  Hospitals;  Assistant  Attending 
Urologist,  Flower  and  Fifth  Avenue 
Hospitals 

Three  hundred  and  fifty  male  patients  have 
been  seen  at  a fertility  institute  over  the 
past  two  and  one-half  years.  Detailed 
evaluation  of  history  and  physical,  psy- 
chologic, and  laboratory  data,  as  well  as  a 
large  volume  of  testicular  biopsy  material, 
have  been  obtained.  Relatively  poor  quality 
semen  has  been  noticeable  in  men  with 
varicoceles.  Numerous  cases  of  spermato- 
genic  arrest  have  been  evaluated,  and 
psychologic  evaluation  has  been  made  in 
many  cases. 

Correlative  evaluation  of  the  female  partner 
is  presented.  Medical  and  surgical  therapy 
is  discussed. 


SESSION  ON 

History  of  Medicine 

Chairman.  John  A.  Benjamin,  M.D.,  Monroe 

V ice-  Cha  i rman 

William  J.  Fitzgerald,  M.D.,  Albany 

Monday,  February  15/9:30  A.M./Room  A,  Albert 
Hall 

1.  Disease  or  Destiny:  The  Imaginary 

World  of  Jean -Jacques  Rousseau 

Ronnie  Beth  Bush,  M.D.,  New  York  City 

(by  invitation ) 

Irving  M.  Bush,  M.D.,  New  York  City 
Special  Fellow,  Memorial  Hospital  for 
Cancer  and  Allied  Diseases 

The  life  of  Jean- Jacques  Rousseau  presents  a 
picture  of  progressive  mental  disease  expressed 
in  his  urologic  complaints  and  concretized  and 
externalized  as  his  works. 

2.  The  Likundu  Culture  and  “Scientific” 
Medicine  and  Surgery  in  East  Africa 

J.  N.  P.  Davies,  M.D.,  Albany  (by  invitation ) 
Professor  of  Pathology,  The  Albany  Med- 
ical College  of  Union  University 

The  Likundu  culture  was  a complex  of 
animistic  beliefs  held  by  Central  African  tribes 
which  involved  the  examination  by  autopsy  of 
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those  who  died  or  were  suspected  of  dying  from 
the  effects  of  witchcraft.  Such  autopsies 
differed  from  those  concerned  with  prediction 
from  the  position  of  the  entrails  in  that  they 
often  involved  prolonged  searching  for  specific 
evidence  which  might  be  relatively  small  and 
insignificant.  The  evidence  connecting  this 
practice  with  certain  relatively  advanced  med- 
ical practices  and  ideas  held  by  the  Bunyero 
tribe,  developed  in  utter  isolation  from  western 
influences  and  ideas,  is  reviewed. 

3.  Notes  on  Robert  Boyle  Contributory  to 
Space  Medicine 

Constantine  D.  J.  Generales,  M.D.,  New 

York  City 

Consultant,  Advanced  Military  Systems, 
David  Sarnoff  Research  Center,  Radio 
Corporation  of  America,  Princeton,  New 
Jersey 

Robert  Boyle,  commonly  known  as  a phys- 
icist, biologist,  chemist,  and  medical  man,  laid 
the  earliest  foundations,  through  ingenious 
experiments,  from  which  space  medicine  has 
ultimately  evolved.  His  investigations  will  be 
discussed. 

4.  The  Life  of  Thomas  Addis  Emmet,  M.D. 

William  J.  Fitzgerald,  M.D.,  Albany 
Clinical  Instructor  in  Obstetrics  and  Gyn- 
ecology, Albany  Medical  College  of  Union 
University 

Thomas  Addis  Emmet  was  born  May  29, 
1828,  in  Charlottesville,  Virginia.  He  was  an 
eminent  gynecologic  surgeon,  a close  associate 
of  the  famous  Marion  Sims,  and  was  a member 
of  the  Woman’s  Hospital  for  over  forty-five 
years  at  the  time  of  his  retirement.  He  was  a 
prolific  writer  in  gynecology,  an  excellent 
teacher,  and  a very  successful  hospital  ad- 
ministrator. He  was  awarded  the  famous 
Laetare  Medal  from  Notre  Dame  in  1899.  In 
the  following  year  he  was  made  a Knight  of 
St.  Gregory  the  Great  for  his  work  as  a gyn- 
ecologist, benefactor  to  mankind,  and  for  his 
activities  as  a Catholic  layman  in  the  City  of 
New  York 

5.  The  Cult  of  Asclepius  and  the  Hip- 
pocratic Practice  of  Medicine  in  Pre- 
Hellenistic  Times 

Kenneth  Robins,  New  York  City  (by 

invitation ) 

Medical  Student,  New  York  University 
School  of  Medicine 

The  types  of  diseases  treated,  with  emphasis 
on  the  use  of  dream  therapy,  are  presented. 
Different  concepts  of  the  disease  processes  are 
discussed.  The  roles  of  religion  and  philosophy 
in  shaping  “Hippocratic”  medicine  are  analyzed. 

6.  The  Drama  of  Vesalius 

Paul  Reznikoff,  M.D.,  New  York  City 
Emeritus  Clinical  Professor  of  Medicine, 
Cornell  University  Medical  College;  Con- 
sulting Physician,  New  York  Hospital 


Dorothy  G.  Reznikoff,  B.S.,  New  York 

City  (by  invitation ) 

Vesalius  is  the  father  of  the  Renaissance  of 
medicine  because  of  his  anatomic  “heresy” 
based  on  direct  observation  of  human  material. 
This  was  the  first  successful  onslaught  on 
Galenism  which  reigned  supreme  for  1,500 
years.  When  he  was  returning  from  a pil- 
grimage to  Jerusalem,  undertaken  because  he 
performed  an  autopsy  on  a subject  whose 
heart  was  still  beating,  his  ship  was  wrecked  on 
the  island  of  Zante.  There  his  remains  rest 
under  a simple  headstone  in  a peaceful  olive 
grove. 

But  this  controversial  figure  still  is  a subject 
for  spirited  debate,  as  we  heard  at  the  recent 
National  Medical  History  Convention  in  Rome. 

SESSION  ON 

Plastic  and  Reconstructive  Surgery 

Chairman Howard  B.  Rasi,  M.D.,  Kings 

Secretary . . Leonard  E.  Kings,  M.D.,  Albany 

Monday,  February  15/9:30  A.M./Room  C,  Albert 
Hall 

1.  Congenital  Midline  Clefts  of  the  Neck 

Eugene  Gottlieb,  M.D.,  New  York  City 
Adjunct  in  Plastic  Surgery,  Montefiore 
Hospital;  and  Jewish  Memorial  Hospital 

Michael  M.  Lewin,  M.D.,  New  York  City 
Attending  in  Charge  of  Plastic  Surgery, 
Montefiore  Hospital;  Senior  Attending 
Plastic  Surgeon,  St.  Joseph’s  Hospital, 
Paterson,  New  Jersey 

Two  patients  with  the  rare  condition  of 
congenital  midline  cleft  of  the  neck  are  pre- 
sented. The  embryology  and  pathology  are 
reviewed.  A variety  of  clinical  manifestations 
and  associated  pathologic  conditions  that  may 
complicate  the  diagnosis  are  discussed.  Surgical 
correction  with  minimal  scars  and  unimpaired 
function  is  difficult,  and  these  problems  are 
presented. 

2.  Microcirculation  of  Tendons  (Signif- 
icance with  Injury  and  Repair) 

James  W.  Smith,  M.D.,  New  York  City 
Assistant  Attending  Plastic  Surgeon,  New 
York  Hospital;  Attending  Plastic  Surgeon, 
Veterans  Administration  Hospital,  The 
Bronx 

Studies  on  microcirculation  show  that  a 
mesotenon  permits  the  tendon  both  nourish- 
ment and  movement  of  the  tendon  at  the  same 
time.  When  injury  damages  a tendon  and  its 
mesotenon,  reparative  mechanisms  attempt  to 
restore  the  blood  supply  through  the  process 
which  causes  “unsatisfied”  ends  of  tendons 
to  become  adherent.  Preservation  of  the 
mesotenon  is  essential  for  the  early  restoration 
of  motion.  Both  experimental  and  clinical 
material  demonstrate  these  points. 
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3.  The  Composed  Tube  Pedicle  in  Ear 
Helix  Reconstruction 

Bard  Cosman,  M.D.,  New  York  City 

Assistant  Attending  Surgeon,  Presbyterian 
Hospital;  Associate  Attending  Plastic 
Surgeon,  St.  Elizabeth’s  Hospital 

George  F.  Crikelair,  M.D.,  New  York 

City 

Professor  of  Clinical  Surgery,  College  of 
Physicians  and  Surgeons  of  Columbia 
University;  Attending  Surgeon,  Presby- 
terian Hospital 

The  restoration  of  a missing  ear  helix  is  often 
prolonged  and  difficult.  A method  of  rapid 
helix  reconstruction  has  been  described  which 
involves  the  creation  of  a “composed”  tube 
pedicle  consisting  of  a skin-grafted  artery  and 
vein.  Experience  with  this  method  and  var- 
iations on  it  will  be  presented. 

4.  Homograft  Reaction  of  Neonatal  Thy- 
mus X-Irradiated  Mouse  Skin 

In  ChulSong,  M.D.,  Brooklyn  ( by  invitation) 
Instructor  in  Plastic  Surgery,  State  Uni- 
versity of  New  York  Downstate  Medical 
Center 

Bertram  E.  Bromberg,  M.D.,  Hempstead 
Clinical  Associate  Professor  of  Plastic 
Surgery,  State  University  of  New  York 
Downstate  Medical  Center;  Director  of 
Plastic  and  Maxillofacial  Surgery,  Kings 
County  Hospital 

David  L.  Benninghoff,  M.D.,  Brooklyn 
Associate  Professor  of  Radiology,  State 
University  of  New  York  Downstate  Med- 
ical Center;  Director  of  Radiotherapy, 
Kings  County  Hospital 

The  thymus  x-irradiated  newborn  mouse 
skin  and  x-irradiated  adult  mouse  skin  in  vitro 
were  evaluated  for  immunologic  capacity  to 


induce  homograft  rejection  phenomena  in  over 
200  C 57  black  and  A-strain  mice.  Rejection 
time,  status  of  vascularization,  histologic 
evaluation  of  the  changes  from  x-irradiation, 
and  immunologic  response  attending  these 
homografts  will  be  presented. 

5.  Vaginal  Construction 

Robby  Meijer,  M.D.,  East  Orange,  New 

Jersey  ( by  invitation ) 

Associate  Attending  in  Plastic  Surgery, 
St.  Barnabas  Medical  Center,  Livingston, 
New  Jersey,  and  Babies  Hospital,  Newark, 
New  Jersey 

Iqubal  S.  Walia,  M.D.,  Livingston,  New 

Jersey  (by  invitation) 

Fellow  in  Plastic  Surgery,  St.  Barnabas 
Medical  Center 

A historical  review  of  the  different  methods 
of  construction  of  a vagina  in  cases  of  congenital 
absence  is  presented.  The  Abbe  type  of 
construction  will  be  mentioned  in  detail,  and 
3 cases  will  be  presented  with  their  follow-up. 
One  of  the  cases  became  pregnant  in  her  first 
year  of  married  life. 

6.  Otoplasty  for  Prominent  Ears:  Experi- 
ence with  a Simple  Suture  Technic 

Ray  A.  Elliott,  Jr.,  M.D.,  Albany 

Assistant  Attending  Plastic  Surgeon,  Al- 
bany Medical  Center  Hospital;  Attending 
Plastic  Surgeon,  Veterans  Administration 
Hospital 

When  evaluating  a patient  with  prominent 
ears,  it  is  the  usual  custom  to  grasp  the  ear 
and  fold  it  back  into  the  desired  position. 
This  report  will  give  the  author’s  experience 
with  a simple  suture  technic  which  maintains 
this  position  without  cutting  the  cartilage. 
The  method  is  reliable  and  easy  adjustment 
assures  symmetry. 
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1965  ANNUAL  CONVENTION 


Scientific  Exhibits 

The  Americana,  New  York  City 
Monday,  February  15,  through 
Thursday,  February  18 
Princess  Room  and  Royal  Ballroom, 

2nd  Floor 


WILLIAM  L.  WATSON,  M.D.,  New  York,  Chairman 
FRANCIS  P.  BILELLO,  M.D.,  Nassau 
FRED  W.  BUSH,  M.D.,  Monroe 
ALBERT  H.  DOUGLAS,  M.D.,  Queens 
FREDERICK  LEE  LIEBOLT,  M.D.,  New  York 
GUSTAVE  P.  MILKEY,  M.D.,  Erie 
BEVERLY  C.  SMITH,  M.D.,  New  York 
FRANK  RAYMOND  SMITH,  M.D.,  New  York 
ISRAEL  STEINBERG,  M.D.,  New  York 

Medical  Treatment  of  Hypertension 
Marvin  Moser,  M.D. 

Arthur  Goldman,  M.D. 

Montefiore  Hospital,  New  York  City 
The  exhibit  will  present  a summary  of  the 
results  of  medical  treatment  of  essential  hyper- 
tension, based  on  a ten-year  experience  with 
antihypertensive  drugs.  A detailed  outline  of 
the  method  of  treating  hypertensive  encepha- 
lopathy, as  well  as  the  office  management  of  the 
less  severe  type  of  disease,  will  be  reviewed. 
Results  with  the  following  drugs  will  be  sum- 
marized: Rauwolfia  derivatives,  hydralazine, 

guanethidine,  thiazide  derivatives,  chlorthali- 
done, and  mecamylamine.  A review  of  the 
newer  antihypertensive  drugs,  specifically  the 
amine  oxidase  and  decarboxylase  inhibitors, 
pargyline,  isocarboxazid,  and  alpha-methyl  - 
dopa,  will  be  presented.  Methods  of  action  and 
limitations  of  these  agents  will  be  summarized 
(Booth  201). 

Cardiac  Arrest  in  Acute  Myocardial  In- 
farction (Results  in  100  cases) 

William  J.  Grace,  M.D. 

William  F.  Minogue,  M.D. 

St.  Vincent’s  Hospital,  New  York  City 
The  results  of  three  and  one-half  years  of 
intensive  resuscitation  efforts  when  cardiac 
arrest  complicates  acute  myocardial  infarction 
j are  shown. 

Resuscitation  has  been  attempted  in  100 
patients  with  15  long-term  survivors.  Early 
detection  of  the  arrest  was  the  hallmark  of  suc- 
cess. Candid  photographs  are  displayed  of  the 
cardiac  arrest  team  during  an  actual  resuscita- 
tion attempt  (Booth  202). 


New  York  State  Stroke  Program 

New  York  State  Stroke  Program  Com- 
mittee 

New  York  City 

The  New  York  Heart  Association,  New  York 
State  Heart  Assembly,  Medical  Society  of  the 
State  of  New  York,  Division  of  Vocational 
Rehabilitation  of  the  Department  of  Education, 
City  of  New  York  Department  of  Health,  and 
the  State  of  New  York  Department  of  Health 
are  combining  or  coordinating  their  efforts  in 
meeting  the  stroke  problem  with  reference  to 
the  prevention  of  strokes  and  the  management, 
including  rehabilitation,  of  patients  with  strokes. 
This  exhibit  shows  some  of  their  activities, 
facilities,  services,  and  plans  for  a program  for 
all  of  New  York  State.  Several  New  York 
State  medical  schools  will  demonstrate  re- 
habilitation procedures  (Booth  203). 

Uveitis:  Diagnosis  and  Management 

Dan  M.  Gordon,  M.D. 

New  York  Hospital,  Cornell  University 

Medical  College,  New  York  City 
There  are  many  causes  for  uveitis.  The 
etiology  is  occasionally  determined.  The  pur- 
pose of  this  exhibit  is  to  illustrate  the  sympto- 
matology of  various  forms  of  uveitis  and  details 
of  nonspecific  measures  in  their  management. 
Bulk  of  exhibit  consists  of  color  transparencies 
of  various  forms  of  uveitis  and  “before  and 
after”  pictures  (Booth  204). 

The  Use  of  Aminocaproic  Acid  in  the  Treat- 
ment of  Connective  Tissue  Diseases 
Jerome  Rotstein,  M.D. 

Montefiore  Hospital,  The  Bronx 
The  rationale  for  the  use  of  aminocaproic  acid 
in  the  treatment  of  connective  tissue  diseases  is 
threefold:  (1)  It  is  an  antifibrinolytic  com- 

pound; the  fibrinolytic  system  triggers  the 
inflammation  process,  (2)  fibrinogen  may  be 
involved  in  the  formation  of  fibrinoid  lesions;  an 
antifibrinolytic  compound  diminishes  the  for- 
mation of  fibrin,  and  (3)  aminocaproic  acid  has 
diuretic  effect;  one  of  the  early  stages  in  the 
development  of  connective  tissue  disease  is 
edema  which  follows  fragmentation  of  the  elastic 
collagen  fibers  of  the  interstitial  connective  tis- 
sue. 

The  use  of  aminocaproic  acid  in  40  cases  of 
progressive  systemic  sclerosis  is  described.  It 
was  found  that  its  use  early  in  this  disease,  when 
the  edematous  phase  is  most  prevalent,  reverses 
the  disease,  and  prevents  its  progression.  In 
later  stages  the  drug  is  somewhat  less  effective. 
It  would  appear  that  this  drug  can  be  success- 
fully used  in  other  connective  tissue  diseases 
where  inflammation  is  of  importance  (Booth 
205). 

Acute  Myocardial  Infarction:  New  Mathe- 
matical Approaches 
Arthur  Lemlich,  M.D. 

Herman  Ziffer,  M.D. 

Roosevelt  Hospital,  New  York  City 
The  exhibit  presents  by  visual  means  the 
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results  and  methodology  of  mathematical  in- 
vestigation into  the  natural  history,  laboratory 
data,  course,  and  prognosis  of  patients  with 
acute  myocardial  infarction.  A computer  was 
used  to  make  several  different  types  of  modem 
statistical  analyses  for  the  great  mass  of  data 
gathered  on  our  series  of  368  patients. 

Results  of  cross- tabulation,  regression,  factor, 
and  cluster  analysis  are  presented.  Cluster 
analysis  presents  a very  new  useful  tool  in  clin- 
ical medicine.  Grave  prognostic  significance  of 
shock  and  other  clinical  factors  are  discussed  and 
demonstrated  (Booth  206). 

Clues  in  the  Diagnosis  of  Cryptic  Heart 
Failure 

Maxwell  L.  Gelfand,  M.D. 

Louis  Goodkin,  M.D. 

New  York  Infirmary,  New  York  City 

The  clinical  manifestations  of  overt  heart 
failure  are  classic.  However,  there  are  a num- 
ber of  symptoms  and  signs  not  generally  recog- 
nized which  serve  as  clues  indicating  cryptic 
heart  failure.  In  addition,  there  are  early 
x-ray  manifestations  which  will  help  in  early 
diagnosis. 

In  cryptic  as  well  as  in  overt  heart  failure, 
salt  retention  is  a prominent  feature.  Thus, 
patients  presenting  some  of  the  above  criteria 
who  respond  favorably  to  the  administration  of 
an  oral  diuretic  may  be  considered  to  be  suffer- 
ing from  heart  failure. 

The  purpose  of  this  exhibit  is  to  call  attention 
to  the  early  signs,  symptoms,  and  x-ray  mani- 
festions  of  cryptic  heart  failure  and  to  emphasize 
the  fact  that  a positive  response  to  an  oral 
diuretic  in  such  patients  supports  the  diagnosis 
(Booth  207). 

Correcting  Diabetic  Ketosis 

B.  E.  Lowenstein,  M.D. 

Queens  Hospital  Center,  Jamaica 

Ketosis  is  the  result  of  intracellular  carbo- 
hydrate deficit  in  the  liver.  Diabetic  ketosis 
occurs  because  insulin  lack  depletes  liver  carbo- 
hydrate. Biochemical  mechanisms  which  indi- 
cate that  high  carbohydrate  diets,  oral  hypo- 
glycemic agents  (acetohexamide,  chlorpropa- 
mide, tolbutamide,  phenformin)a  nd  insulin  can 
be  used  synergistically  to  prevent  ketosis  will  be 
outlined  (Booth  208). 

Have  You  a Problem  Patient? 

Wilfred  Dorfman,  M.D. 

Brooklyn 

Edwin  Dunlop,  M.D. 

Attleboro,  Massachusetts 

One  of  the  major  problems  confronting  the 
clinician  is  the  assessment  of  emotional  overlay 
of  organic  disease.  A secondary  part  of  this 
enigma  is  the  inability  to  make  a specific  diag- 
nosis when  all  available  tests  are  negative. 
How  to  handle  this  “difficult”  medical  patient 
is  the  purpose  of  this  exhibit.  The  four  major 
sections  deal  with  symptoms  and  signs  of  emo- 
tional problems,  how  and  when  to  refer  patients 
to  a psychiatrist,  suggestions  for  conducting 


psychotherapy,  and  the  latest  treatment  of  the 
emotional  patient.  It  is  hoped  this  exhibit  will 
be  of  value  in  helping  the  nonpsychiatrist 
handle  emotional  problems  (Booth  209). 

A Rational  Therapy  of  Systemic  Lupus 
Erythematosus 

Kurt  Lange,  M.D. 

Richard  Ores,  M.D. 

Max  Wachstein,  M.D. 

New  York  Medical  College,  Flower  and 
Fifth  Avenue  Hospitals,  New  York  City 

Systemic  lupus  erythematosus  should  be 
treated  as  a derangement  of  the  immune  mech- 
anism with  abnormal  auto-antibody  formation. 
Therapy  should  be  directed  toward  immune 
suppression  and  gauged  exclusively  by  im- 
munologic data.  Continuous  massive  steroid 
therapy  followed  by  prolonged  intermittent 
steroid  maintenance  therapy  seems  to  lead  to 
good  results  with  partial  or  complete  reversal  of 
renal  lesions  (Booth  210). 

Primary  Idiopathic  Myocardial  Disease 

Gerald  I.  Shugoll,  M.D. 

Patrick  Bowen,  M.D. 

Mt.  Alto  Veterans  Administration  Hospital, 
Washington,  D.C. 

Primary  idiopathic  myocardial  disease  is  an 
entity  consisting  of  cardiac  enlargement,  usually 
with  congestive  heart  failure,  occurring  in  young 
adults  and  having  a completely  unknown  etiol- 
ogy and  pathogenesis.  We  have  followed  and 
collected  data  on  over  45  such  patients  during 
the  past  two  and  a half  years.  The  purpose  of 
the  exhibit  is  to  emphasize  the  diagnostic  fea- 
tures of  this  disease,  particularly  because  it  may 
easily  be  mistaken  for  hypertensive,  rheumatic, 
or  arteriosclerotic  heart  disease. 

The  exhibit  will  present  information  in  tabular 
form,  but  will  consist  primarily  of  the  presenta- 
tion of  cases  illustrating  the  varied  mode  of 
presentation  and  clinical  course  while  stressing 
the  differential  diagnosis.  This  will  be  accom- 
plished namely  with  x-rays,  but  also  with  some 
electrocardiograms,  phonocardiograms,  and 
graphic  information.  Prognosis,  treatment,  and 
possible  etiologic  factors  will  be  illustrated  and 
discussed  (Booth  211). 

Medical  Applications  of  Hydraulic  Topo- 
logically Transformable  Flexible  Envelopes 

Harry  Zeimer,  M.S. 

Ariel  Simkin 

Alfred  L.  Miller,  Ph.D. 

Hadassah  Hospital,  Jerusalem,  Israel 

This  device  is  a novel  instrument  that  can  be 
introduced  into  body  cavities,  such  as  intestines, 
without  friction;  that  can  carry  and  deliver  an 
instrument  such  as  a biopsy  device  or  a fibro- 
scope  to  a particular  spot  (70  cm.  has  been 
achieved);  and  that  can  deliver  medication, 
locate  point  of  bleeding,  and  other  diagnostic 
opportunities  (Booth  212). 
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Gout:  Diagnosis,  Pathogenesis,  Treatment 

J.  E.  Seegmiller,  M.D. 

National  Institute  of  Arthritis  and  Meta- 
bolic Diseases,  Bethesda,  Maryland 

This  exhibit  is  primarily  a comprehensive 
review  of  current  diagnostic,  therapeutic,  and 
prophylactic  technics  in  acute  and  chronic 
gouty  arthritis.  Secondarily,  the  exhibit  pre- 
sents a working  hypothesis,  based  on  extensive 
original  data  collected  at  the  Arthritis  and 
Rheumatism  Branch  of  the  National  Institute 
of  Arthritis  and  Metabolic  Diseases,  of  the 
metabolic  mechanisms  responsible  for  the  onset 
and  sustentation  of  the  acute  attack  of  gout, 
and  the  method  of  colchicine’s  action  (Booth 
213). 

National  Ski  Patrol  Systems  Exhibit 

Geoffrey  F.  Osler,  M.D. 

NSPS-Eastern  Division,  New  York  City 

Ski  rescue  equipment,  equipment  for  the 
transportation  of  injured,  types  of  splints  in 
current  use,  safety  devices,  and  resuscitation 
equipment  are  displayed  (Booth  214). 

Radioisotope  Renogram 

William  Goldman,  M.D. 

Orlando  L.  Manfredi,  M.D. 

Sidney  Rubenfeld,  M.D. 

New  York  University  School  of  Medicine, 
New  York  City 

An  outline  form  of  the  radioisotope  renogram 
is  presented  including  definition,  purpose,  brief 
historical  sketch,  instrumentation,  and  interpre- 
tation of  both  normal  and  abnormal  clinical  case 
studies  (Booth  215). 

70-mm  Cinefluorography  of  the  Upper 
Gastrointestinal  Tract 

Samuel  L.  Beranbaum,  M.D. 

St.  Barnabas  Hospital,  The  Bronx 

Madjid  Yaghmai,  M.D. 

University  Hospital,  New  York  City 

Conventional  radiography  with  spot  filming 
stresses  morphology;  16-mm.  and  35-mm.  cine- 
fluorography stresses  function;  70-mm.  studies 
emphasize  both,  enabling  a complete  thorough 
study,  expeditiously  performed  with  major  dose 
reduction  (Booth  216). 

Emphysema:  Diagnosis  on  Routine  Scout 
Chest  Films 

Arthur  J.  Bendick,  M.D. 

Veterans  Administration  Hospital,  Castle 
Point 

(1)  The  normal  diaphragm  is  a convexity  up- 
wards. In  later  stages,  it  becomes  scalloped, 
but  each  section  is  a concavity  upwards.  (2)  In 
more  advanced  cases,  fine  lines  are  seen  extend- 
ing down  to  the  diaphragm  which  are  the  edges 
of  the  bullae.  (3)  The  lungs,  especially  the 
lower  lobes,  are  overaerated.  (4)  Aerated  lung 
tissue  is  seen  anterior  to  the  cardiac  shadow.  It 
must  be  differentiated  from  the  air  in  the  stom- 
ach. If  in  doubt,  a lordotic  anteroposterior 
chest  film  gives  the  differentiation. 


The  suspected  diagnosis  can  be  established 
by  bronchography.  This  will  demonstrate 
which  lobes  are  involved  and  what  type  of 
emphysema  is  present:  centrilobular,  panlob- 

ular,  or  bullous  (Booth  217). 

Chemotherapy  Combined  with  Irradiation 
in  the  Treatment  of  Squamous  Cell  Car- 
cinoma of  the  Head  and  Neck 
John  F.  Daly,  M.D. 

Milton  Friedman,  M.D. 

New  York  University  Medical  Center,  New 
York  City 

To  determine  whether  chemotherapy  could 
enhance  radiation  effects,  a controlled  clinical 
study  was  conducted  on  100  squamous  cell 
carcinomas  of  the  head  and  neck  that  were 
treated  with  irradiation  and  methotrexate.  The 
technic  of  combined  therapy,  mechanism  of 
action  of  each  modality,  and  results  are  shown 
(Booth  218). 

Ambulatory  Treatment  of  Urinary  Tract 
Infections 

Lazarus  A.  Orkin,  M.D. 

Ira  E.  Markman,  M.D. 

Beth  Israel  Hospital,  New  York  City 
Irving  M.  Bush,  M.D. 

Memorial  Hospital  for  Cancer  and  Allied 
Diseases,  New  York  City 
With  the  aid  of  an  eight-minute  programmed 
self-instructional  slide  sequence,  a step-by-step 
plan  for  the  diagnosis  and  treatment  of  urinary 
tract  infections  will  be  presented.  In  addition, 
a study  of  276  patients  with  initial  urinary  tract 
infections,  treated  with  oxy tetracycline,  will  be 
discussed  (Booth  219). 

Factors  in  Renal  Freezing 
Irving  M.  Bush,  M.D. 

Philip  H.  Lieberman,  M.D. 

Willet  F.  Whitmore,  Jr.,  M.D. 

Memorial  Hospital  for  Cancer  and  Allied 
Diseases,  New  York  City 
With  the  ultimate  objective  of  determining 
the  feasibility  of  freezing  as  a method  of  organ 
preservation,  the  intact  kidneys  of  uninephrec- 
tomized  400-Gm.  male  CFN  rats  were  fast 
frozen  in  Nalgene  capsules  to  —110  C.  and 
rapidly  thawed.  Enough  renal  function  was 
conserved,  postopera tively,  to  maintain  healthy 
thriving  animals  for  one  year  (Booth  220). 

Perineal  Urethroplasty:  A New  Technic 

For  Correction  of  Urinary  Incontinence 
Amir  S.  Girgis,  M.D. 

Ralph  J.  Veenema,  M.D. 

College  of  Physicians  and  Surgeons  of 
Columbia  University,  New  York  City 
The  exhibit  illustrates  the  technic  of  reinforce- 
ment of  the  external  vesical  sphincter  (using  an 
absorbable  collagen  prosthesis)  by  imbrication 
of  the  bulbocavernosus  muscle  and  membranous 
urethra  to  the  ischiocavernosus  and  levator  ani 
muscles.  It  also  illustrates  the  results  and 
complications  of  the  procedure  in  10  patients. 
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The  underlying  principles  in  other  technics  for 
correction  of  urinary  incontinence  are  included 

(Booth  221). 

Topical  Thio-Tepa  in  Bladder  Carcinoma: 
A Three-Year  Evaluation 
Ralph  J.  Veenema,  M.D. 

Aurelio  C.  Uson,  M.D. 

Amir  S.  Girgis,  M.D. 

College  of  Physicians  and  Surgeons  of 
Columbia  University,  New  York  City 
Bladder  carcinoma  treated  with  topical  Thio- 
Tepa  in  57  patients  showed  the  best  response  in 
38  patients  with  well-differentiated  multiple, 
superficial  papillary  tumors — 13  of  these  showed 
complete  tumor  destruction,  14  showed  partial 
destruction  of  tumors;  average  pretreatment 
8 tumors,  and  after  treatment,  2 tumors  per 
patient.  In  11  there  was  no  significant  effect  on 
the  tumors.  Some  invasive  tumors  showed 
partial  regression  when  topical  Thio-Tepa  was 
combined  with  radiotherapy. 

Bladder  instillations  of  Thio-Tepa  used  pro- 
phylactically  in  35  patients  after  destruction  of 
tumor  suggests  a reduction  of  tumor  recurrence 
pattern  (Booth  222). 

Electrocardiographic  Interpretation 
Through  Spatial  Orientation 
Thomas  F.  Leo,  M.D. 

Nicholas  V.  Levycky,  B.S. 

Meadowbrook  Hospital,  East  Meadow 
An  integrated  presentation  of  standard  scalar 
electrocardiograms  and  vector  electrocardio- 
grams illustrates  basic  electrical  forces  of  the 
heart  and  their  relation  to  different  lead  systems 
presently  in  use.  Representative  normal  and 
abnormal  electrocardiograms  demonstrate  the 
use  of  current  methods  of  interpretation  (Booth 
223). 

Clinical  Applications  of  Dialysis 
Charles  H.  Heider,  M.D. 

Gaddo  Onesti,  M.D. 

Albert  N.  Brest,  M.D. 

Hahnemann  Medical  College  and  Hospital, 
Philadelphia,  Pennsylvania 
The  use  of  the  artificial  kidney  and  peritoneal 
dialysis  in  the  management  of  such  conditions  as 
acute  and  chronic  renal  failure,  drug  intoxica- 
tions, and  intractable  congestive  heart  failure  is 
described.  The  principles  of  dialysis  and  re- 
sults obtained  in  typical  case  histories  are 
presented  (Booth  224). 

Renal  Trauma  in  Athletes 
Aaron  H.  Kleiman,  M.D. 

New  York  Polyclinic  Medical  School  and 
Hospital,  New  York  City 
Major  kidney  injury  in  athletes  is  unusual, 
but  minor  injuries  are  common.  Minor  injuries 
develop  as  physiologic  and  pathologic  conse- 
quences of  repeated  traumatization  associated 
with  prolonged  competition  among  susceptible 
individuals.  The  chief  manifestation  is  a peri- 
calyceal  deformity,  recognized  radiographically. 


among  athletes  who  show  recurrence  of  hema- 
turia. Stress,  crouching,  and  traumatic  forces 
are  etiologic  factors  (Booth  225). 

How  to  Make  Oral  Agents  Succeed  in  Dia- 
betic Management:  A New  Approach 

Samuel  B.  Beaser,  M.D. 

Harvard  Medical  School,  Boston,  Massa- 
chusetts 

Sefik  Abdulhayoglu,  M.D. 

Quigley  Memorial  Hospital  (Chelsea  Sol- 
diers’ Home),  Chelsea,  Massachusetts 

Success  in  therapy  of  adult  diabetes  mellitus 
with  oral  agents  is  enhanced  by  careful  initial 
appraisal  and  follow-up  of  patients,  use  of  more 
potent  oral  drugs  and  their  combinations,  and 
recognition  of  resistance  inherent  in  poor  regu- 
lation. This  program  can  expand  successful  use 
of  oral  therapy  to  almost  50  per  cent  of  diabetic 
persons  (Booth  226). 

Wernicke’s  Ophthalmoplegia:  Thiamine 

and  the  TPP  Effect 

Myron  Brin,  Ph.D.,  M.D. 

Robert  B.  Chodos,  M.D. 

William  Vincent,  M.D. 

State  University  of  New  York  Upstate 
Medical  Center,  Veterans  Administration 
Hospital,  Syracuse 

This  exhibit  presents  an  ocular  neurologic 
examination  of  a patient  with  the  ophthalmo- 
plegia of  Wernicke’s  encephalopathy.  The 
usefulness  of  the  biochemical  assay  in  the  spe- 
cific diagnosis  of  the  thiamine  defect  and  the 
change  in  biochemical  values  following  therapy 
and  concurrent  with  clinical  improvement  are 
shown  (Booth  227). 

Evaluation  of  Azetepa  in  the  Treatment 
of  Cancer 

Jeanne  C.  Bateman,  M.D. 

Harry  N.  Carlton,  M.D. 

The  Washington  Hospital  Center,  Washing- 
ton, D.C. 

Azetepa  is  a new  oncolytic  agent  which  com- 
bines in  one  molecule  the  reactive  groups  of  a 
thiadiazole  and  phosphoramide.  It  can  be  ad- 
ministered by  any  route  and  is  tolerated  for 
long  periods  of  time.  This  exhibit  portrays  the 
results  obtained  in  treating  144  patients  for 
periods  varying  from  two  to  twenty-six  months. 
Azetepa  appears  to  be  most  effective  in  the 
treatment  of  lymphosarcoma  and  multiple 
myeloma.  Azetepa  also  was  used  for  post- 
operative prophylaxis  in  prognostically  poor 
but  surgically  resectable  cancer  (Booth  228). 

New  Horizons  in  the  Therapy  of  Osteomye- 
litis 

Leon  G.  Smith,  M.D. 

St.  Michael’s  Hospital,  Newark,  New 
Jersey 

The  purpose  of  this  trial  was  to  determine 
whether  a new  semisynthetic  penicillin  (Naf- 
cillin)  might  be  as  effective  as  penicillin  G prior 
to  the  emergence  of  penicillin-resistant  organ- 
isms in  the  management  of  osteomyelitis. 
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Eighteen  patients  with  acute  and  chronic 
osteomyelitis,  culturally  proved  to  be  caused  by 
Staphylococcus  aureus  (coagulase  positive) 
and  resistant  to  penicillin  G,  were  treated  with 
the  synthetic  penicillin.  The  results  are  demon- 
strated by  serial  cultures,  x-rays,  and  other 
clinical  experience  regarding  treatment  of  osteo- 
myelitis with  this  agent. 

Continuing  experience  to  date  indicates  that 
the  synthetic  penicillin  is  a valuable  drug  in  the 
management  of  osteomyelitis,  particularly  in 
long-term  therapy  of  chronic  osteomyelitis 
(Booth  229). 


Physiopathology  and  Treatment  of  Sympa- 
thetic Dystrophies 

Constantin  Papadopoulos,  M.D. 

State  University  of  New  York  Downstate 
Medical  Center,  Brooklyn 

Evidence  is  presented  to  indicate  that  the 
basic  disturbance  in  true  sympathetic  dystro- 
phies is  the  result  of  an  excessive  vasoconstrictor 
tonus  and  secondarily,  the  result  of  atrophy  of 
disuse.  Sympathectomy  is  suggested  as  the 
best  possible  therapy  (Booth  230). 

Unna  Type  Boot  Treatment  of  Varicose 
Ulcer 

I.  Arnold  Jaffe,  M.D. 

Aaron  Royal,  M.D. 

Misericordia-Fordham  Hospital  Affiliation, 
The  Bronx 

The  authors  have  treated  varicose  ulcers  by 
the  Unna  type  boot  method,  using  an  improved 
type  of  boot.  While  not  a new  mode  of  therapy, 
it  has  fallen  into  disuse.  Photographs  of  various 
ulcers  before  and  after  treatment  with  an  Unna 
type  boot  are  shown  (Booth  231). 

Boyden’s  (Choledochal)  Sphincter:  Clini- 

cal Significance 

George  M.  Saypol,  M.D. 

Samuel  L.  Beranbaum,  M.D. 

New  York  University  Medical  Center 

Boyden’s  (choledochal)  sphincter,  a compo- 
nent of  Oddi’s  complex,  is  responsible  for  dye 
failing  to  enter  the  duodenum  in  some  operative 
and  postoperative  cholangiograms.  It  may 
also  be  the  site  of  blocked  common  duct  stones. 
A study  of  8 patients  who  were  operated  on, 
with  roentgenograms,  is  presented  (Booth  232). 

The  Problem  of  Biliary — Hepatic  Duct — 
Atresia 

Julian  A.  Sterling,  M.D. 

Albert  Einstein  Medical  Center,  Philadel- 
phia, Pennsylvania 

The  etiology,  pathogenesis,  and  clinical  fea- 
tures of  treated  and  untreated  biliary-hepatic 
duct-atresia,  as  far  as  is  known  today,  are 
demonstrated.  The  use  of  artificial  bile  ducts 
as  an  internal  hepatoenteric  fistula  is  described 
(Booth  233). 


Status  of  Stapes  Surgery 
Alan  Austin  Scheer,  M.D. 

Jack  Milowsky,  M.D. 

Polyclinic  Hospital,  New  York  City 
The  exhibit  will  present  the  historical  back- 
ground of  stapes  surgery  for  otosclerosis  and  the 
problems  that  confront  the  hard  of  hearing. 
Differential  diagnosis  and  pathology  of  oto- 
sclerosis will  be  depicted.  The  objectives  of 
stapedectomy  and  the  surgical  steps  with 
results  will  be  shown.  Operating  microscopes 
and  surgical  specimens  will  be  available  (Booth 
234). 

Hormonal  Management  of  the  Female 
Reproductive  Tract 
F.  P.  Rhoades,  M.D. 

Grace  Hospitals,  Detroit,  Michigan 
The  exhibit  depicts  the  medical  management 
with  progestational  agents  of  a number  of  dis- 
orders that  afflict  the  female  reproductive  tract. 
The  disorders  covered  are:  threatened  abor- 

tion, habitual  abortion,  infertility,  premen- 
strual tension,  dysmenorrhea,  secondary  amen- 
orrhea, and  functional  bleeding.  Also  discussed 
is  the  approach  of  the  multiple  problems  pre- 
sented by  the  menopause  and  its  most  effective 
treatment  with  the  use  of  tranquilizers,  diu- 
retics, and  hormonal  agents  (Booth  235). 

Vaginal  Smear  in  the  Elimination  of  the 
Menopause 

Robert  A.  Wilson,  M.D. 

Methodist  Hospital,  Brooklyn 
Edmund  R.  Marino,  M.D. 

Carson  Peck  Memorial  Hospital,  Brooklyn 
The  “Pap”  smear  represents  an  inexpensive, 
accurate,  and  simple  basis  for  determination  of 
estrogen  levels,  such  determination  being  vital 
to  any  therapy  for  the  elimination  of  the  meno- 
pause. Included  in  the  exhibit  are  enlarged 
photomicrographs,  rationale  for  therapy,  a 
review  of  “Pap”  technics,  summary  of  therapy, 
and  chart  of  estrogen  levels  (Booth  236). 

Enhanced  Fetal  and  Maternal  Safety  in 
Analgesia 

John  C.  Ullery,  M.D. 

Ohio  State  University  Hospital,  Columbus, 

Ohio 

The  amount  and  type  of  analgesia  used  in 
obstetrics  is  an  important  factor  in  preventing 
fetal  damage  and  maternal  and  infant  mortality. 
Attention  has  been  directed,  therefore,  toward 
newer  agents  that  could,  in  combination  with 
accepted  analgesics  currently  used,  afford 
effective  analgesia  and  sedation  with  maximum 
maternal  and  fetal  safety. 

This  study  comprised  clinical,  maternal,  and 
infant  blood  level  evaluation  in  a double-blind 
and  straight  evaluation  in  265  patients.  Data 
are  given  on  the  effects  of  propiomazine  in 
combination  with  meperidine  in  achieving 
analgesia  and  sedation.  The  value  of  this 
premedicant  as  an  adjunct  to  meperidine  anal- 
gesia in  enhancing  fetal  and  maternal  safety 
will  be  demonstrated  (Booth  237). 
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Vulvovaginitis  in  Children 

Albert  Altchek,  M.D. 

The  Mount  Sinai  Hospital,  New  York  City 
The  exhibit  will  be  equally  divided  into  four 
parts:  (1)  what  peculiarities  of  anatomy  and 

physiology  make  the  child  susceptible  to  vulvo- 
vaginitis, (2)  pathologic  types  of  vulvovaginitis, 
(3)  how  to  examine  the  child,  and  (4)  methods  of 
treatment  (Booth  238). 

Evaluation  of  Triamcinolone  in  Treatment 
of  Nephrotic  Syndrome  in  Children:  A 

Nine-Year  Study 

Harry  Sonnenschein,  M.D. 

Maimonides  Hospital,  Brooklyn 
This  exhibit  has  been  modified  from  previous 
exhibits  shown  at  various  meetings.  It  presents 
35  cases  of  uncomplicated  nephrotic  syndrome 
treated  with  triamcinolone  and  the  comparative 
effects  of  two  methods  of  follow-up  therapy.  In 
addition,  renal  biopsy  studies,  performed  on  17 
of  the  35  patients,  have  revealed  some  interest- 
ing tentative  conclusions  concerning  this  disease, 
as  well  as  the  questionable  necessity  for  per- 
forming renal  biopsy  studies  in  children  suffering 
from  this  disease  (Booth  239). 

The  Newborn  Hip  Guide 
Arthur  L.  Matles,  M.D. 

New  York  Medical  College,  Flower  and 
Fifth  Avenue  Hospitals,  New  York  City 
The  early  diagnosis  of  congenital  dislocation  of 
the  hip  is  based  on  physical  and  x-ray  examina- 
tion of  the  newborn.  Because  the  head  of  the 
newborn  femur  is  not  seen  on  x-ray,  since  it  is 
not  ossified,  a transparent  template,  the  New- 
born Hip  Guide,  has  been  developed,  which 
when  superimposed  on  the  x-ray,  localizes  the 
head  up  to  six  weeks  of  age.  The  guide  will  be 
distributed  (Booth  240). 

The  Scientific  Exhibit 

American  Society  of  Plastic  and  Re- 
constructive Surgeons 

The  New  York  Regional  Society  of 
Plastic  and  Reconstructive  Surgeons 
Society  of  Plastic  Surgeons  of  Upstate 
New  York 

Injuries,  diseases,  and  deformities  amenable 
to  plastic  surgery,  together  with  technics  for 
their  diagnosis  and  treatment  will  be  shown. 
Members  of  both  exhibiting  societies  will  be 
present  to  answer  questions  (Booth  241). 

Bat  Rabies 

Division  of  Laboratories  and 
Research,  State  of  New  York 
Department  of  Health, 

Albany 

This  exhibit  indicates  what  the  public  should 
know  about  bat  rabies:  its  prevalence,  its 

location  by  county,  what  should  be  done  with 
atypical  bats,  and  what  a bitten  person  should 
do  (Booth  242). 


The  World  on  the  Move 

Hollis  S.  Ingraham,  M.D. 

Commissioner,  State  of  New  York  Depart- 
ment of  Health,  Albany 
This  exhibit  highlights  the  mobility  of  resi- 
dents of  New  York  State  as  illustrated  by  travel 
throughout  the  country  and  abroad.  The  need 
for  immunizations  to  protect  against  each  other’s 
germs  is  portrayed  through  text  and  animation 
under  the  categories  of  regular  immunizations 
which  are  needed  by  everyone  and  additional 
immunizations  which  are  needed  by  world 
travelers.  It  will  aim  to  encourage  physicians 
and  public  health  workers  to  immunize  all 
family  members,  especially  those  planning 
travel  outside  of  the  country  (Booth  243). 


Medical  Procedure  in  Workmen’s  Com- 
pensation 

New  York  State  Workmen’s  Compensa- 
tion Board 
New  York  City 

This  exhibit  is  presented  for  the  purpose  of 
educating  the  medical  profession  in  Workmen’s 
Compensation  procedures,  and  thus  bringing 
about  better  cooperation  between  those  treating 
claimants  and  the  Workmen’s  Compensation 
Board.  The  benefits  of  proper  care  and  the 
application  of  rehabilitation  will  be  stressed 
(Booth  244). 


The  Medical  Letter  Evaluates  Some  Office 
Tests 

Harold  Aaron,  M.D. 

The  Mount  Sinai  Hospital,  New  York 
City 

Physicians  welcome  the  introduction  of  simple 
test  procedures  which  they  can  employ  in  their 
offices  to  diagnose  various  disease  entities  and 
to  measure  certain  physical  reactions.  The 
market  offers  a number  which  claim  accuracy 
and  ease  of  use.  Some  tests  recently  evaluated 
by  the  Medical  Letter  are  described  (Booth  245). 


Small  Industry:  An  Opportunity  for  the 

Family  Physician 

American  Medical  Association 
Chicago,  Illinois 

This  exhibit  attempts  to  acquaint  the  family 
physician  with  the  different  types  of  small 
plant  health  programs  and  the  part  he  can  play 
in  them.  These  programs  range  from  very 
small  operations  in  which  the  physician  devotes 
only  a small  percentage  of  his  time,  to  those  in 
which  he  visits  a plant  on  a frequent  regular 
schedule.  The  exhibit  tells  how  he  can  do  a 
better  job  of  caring  for  his  working  patient. 
Finally,  the  exhibit  quotes  the  A.M.A.  House  of 
Delegates  to  the  effect  that  organized  medicine 
should  exercise  leadership  in  providing  ade- 
quate health  services  for  all  employes  (Booth 
246). 
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Making  “Major  Medical”  Work 

Carl  Goldmark,  Jr.,  M.D. 

James  H.  Ewing,  M.D. 

Robert  D.  Potter,  M.A. 

Medical  Society  of  the  County  of  New 
York,  New  York  City 

Since  the  Review  Committee  of  the  Medical 
Society  of  the  County  of  New  York  renders 
advisory  judgments  to  insurance  carriers  on  the 
reasonable  and  customary  fees  for  specific 
procedures  covered  by  “major  medical”  insur- 
ance policies,  the  exhibit  will  explain  the  work 
of  this  committee  and  will  ask  visiting  physi- 
cians to  hear  specific  cases  and  to  vote  on  what 
fees  they  might  set  in  similar  situations  (Booth 
247). 

Exhibit 

Greater  New  York  Chapter,  National 

Aid  to  Visually  Handicapped 
New  York  City 

This  exhibit  displays  large-type  (18  point) 
textbooks  and  materials  which  have  been  tran- 
scribed from  normal  print  books.  The  produc- 
tion of  these  special  materials  is  accomplished 
mainly  through  the  assistance  of  hundreds  of 
volunteers,  under  the  supervision  of  National 
Aid  to  Visually  Handicapped,  Inc.  The  books 
are  available  for  distribution  to  public,  private, 
and  parochial  schools,  libraries,  hospitals,  and 
individuals  (Booth  248). 

Hospital  Epidemiology — Community  Level 

Medical  Society,  County  of  Kings 
Brooklyn 

City  of  New  York  Department  of  Health 

Hospital  epidemiology  on  a community  level 
has  never  before  been  an  administrative  proce- 
dure by  any  public  health  agency.  A pilot 
study  has  been  in  effect  in  the  Borough  of 
Brooklyn  for  the  past  two  years,  started  by  the 
Medical  Society  of  the  County  of  Kings,  which 
has  resulted  in  more  complete  and  more  prompt 
reporting  of  communicable  diseases,  so  that  in  a 
period  of  four  months  venereal  disease  reporting 
increased  fifteenfold.  Personnel  education,  the 
control  of  communicable  diseases  and  outbreaks 
in  the  hospital,  personnel  immunization,  case 
finding,  central  reporting,  and  an  improved  and 
more  efficient  hospital  infection  committee  have 
all  been  under  the  purview  of  the  hospital  epi- 
demiologist. 

The  program  started  in  Brooklyn  is  being 
extended  to  Manhattan  and  ultimately  will  be  a 
standard  operating  procedure  for  the  entire  city 

(Booth  249). 

World  Medical  Association 

United  States  Committee,  Inc. 

New  York  City 

The  exhibit  indicates  programs  and  services 
offered  to  U.S.  Committee  members:  observer 

privileges  at  WMA  Assemblies;  subscriptions 
to  World  Medical  Journal  and  Newslettei — 
international  news  items;  international  doctor- 


to-doctor  book  and  journal  program;  overseas 
opportunities;  index  of  international  medical 
meetings;  arrangements  to  visit  foreign  medical 
institutions;  and  information,  assistance,  and 
travel  arrangements  specifically  oriented  for 
physicians.  Featured  are  80  color  slides  graph- 
ically portraying  health  and  medicine  around 
the  world  (Albert  Hall). 

Exhibit 

New  York  State  Nurses  Association 

Albany,  New  York 

This  exhibit  includes  informational  literature 
regarding  the  New  York  State  Nurses  Associa- 
tion, the  American  Nurses’  Association,  and  the 
New  York  State  District  Nurses  Association, 
including  their  organizational  structures,  objec- 
tives, programs,  and  the  benefits  received  by 
registered  professional  nurses  belong  to  ANA 
and  NYSNA  through  their  district  associations 
(Albert  Hall). 

Exhibit 

The  New  York  State  Association  of  the 

Professions,  Inc. 

New  York  City 

NYSAP  was  created  to  provide  the  organ- 
izational machinery  whereby  the  combined 
strength,  advice,  counsel,  and  experienced  think- 
ing of  all  professions  could  be  utilized  for  the 
advancement  of  professional  ideals  and  the  pro- 
motion of  welfare,  thus  strengthening  the  tradi- 
tional rights  and  privileges  of  the  professions 
and  at  the  same  time  guaranteeing  more  effec- 
tively to  the  public  adequate  professional  serv- 
ices based  on  skill  and  integrity.  There  are 
seven  societies:  Certified  Public  Accountants, 
Architects,  Dentists,  Professional  Engineers, 
Physicians,  Pharmacists,  and  Veterinarians 
(Albert  Hall). 

Physicians’  Home 

Medical  Society  of  the  State  of  New 

York 

New  York  City 

For  forty-five  years  Physicians’  Home  has 
helped  needy  doctors,  their  wives,  widows,  and 
dependent  children  by  granting  monthly  sti- 
pends and  allowing  them  to  reside  in  places  of 
their  choice.  These  elderly  people  are  much 
happier  living  in  familiar  surroundings,  among 
their  friends,  than  they  would  be  in  an  institu- 
tion. Continuation  of  this  aid  to  the  doctors  of 
New  York  State  depends  on  the  support  of  the 
members  of  the  Medical  Society  of  the  State  of 
New  York. 

Malpractice  Insurance  Program 

Medical  Society  of  the  State  of  New 

York 

New  York  City 

(Booth  105,  Albert  Hall). 

“What  Goes  On” 

Division  of  Scientific  Activities,  Medical 

Society  of  the  State  of  New  York 

New  York  City 
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What  Goes  On  will  welcome  you  to  its  booth 
and  give  you  a free  brochure  of  meetings  going 
on  in  New  York  City,  New  York  State,  and  the 
State  of  New  Jersey. 

New  York  State  Medical  Assistants  Asso- 
ciation 

Medical  Society  of  the  State  of  New 
York 

New  York  City 

The  display  explains  the  aims  and  objectives 
of  this  organization  and  its  interrelationship 
with  the  local  and  national  medical  assistants 
associations  (Albert  Hall). 

Voluntary  Prepaid  Blue  Shield  Medical 
Care  Plans:  Medicare — New  York  State 

Division 

Bureau  of  Medical  Care  Insurance, 
Medical  Society  of  the  State  of  New 
York 

New  York  City 

Material  describing  the  various  benefits 
offered  by  the  seven  Blue  Shield  Plans  in  New 
York  State  is  available.  Information  regarding 
medical  benefits  paid  to  physicians  for  care  of 


eligible  dependents  of  active  duty  military 
personnel  under  Public  Law  569  (Medicare),  as 
well  as  changes  in  the  law  beginning  January  1, 
1960,  is  available  also  (Albert  Hall). 

Medical  Directory  of  New  York  State 

Medical  Society  of  the  State  of  New 
York 

New  York  City 

If  you  have  questions  concerning  the  current 
or  1965-1966  Medical  Directory  of  New  York 
State  stop  at  this  booth  and  get  the  answers. 
Staff  personnel  in  attendance  will  gladly  provide 
this  service  for  you  (Albert  Hall). 

New  York  State  Journal  of  Medicine 

Medical  Society  of  The  State  of  New 
York 

New  York  City 

The  New  York  State  Journal  of  Medicine 
welcomes  visiting  doctors  to  its  booth  where 
members  of  the  staff  will  discuss  Journal  edito- 
rial matter  and  solicit  physicians  on  their  pref- 
erences in  contents  for  the  publication  (Albert 
Hall). 
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1965  ANNUAL  CONVENTION 


Scientific  Motion  Pictures 


Monday,  February  15,  through 
Thursday,  February  18 
Motion  Picture  Theatre,  Albert  Hall 


Chairman 

KENNETH  B.  OLSON,  M.D.,  Albany 
Cochairmen 

JAMES  J.  QUINLIVAN,  M.D.,  Albany 
LESTER  COLEMAN,  M.D.,  New  York 


Monday,  February  15 
Morning 

9:30  Lymphography  in  Female  Genital 
Cancer 

Eaton  Laboratories,  Norwich 
9:51  Radiation  in  Perspective 

U.S.  Atomic  Energy  Commission, 
Washington,  D.C. 

10 : 39  The  Day  Life  Begins 

Carousel  Films,  New  York  City 
11:07  Resuscitation  of  the  Newborn 

Sturgis  Grant  Productions,  New  York 
City 

11:42  A Practical  View  of  Syphilis 

Communicable  Disease  Center,  At- 
lanta, Georgia 

Afternoon 

12 : 17  Taking  Blood  Pressure 

Missouri  Department  of  Public 
Health  and  Welfare,  Jefferson  City, 
Missouri 

12:38  Life  in  Your  Hands 

Smith  Kline  & French  Laboratories, 
Philadelphia,  Pennsylvania 

12:54  Introducing  the  Mentally  Retarded 

Missouri  Department  of  Public 
Health  and  Welfare,  Jefferson  City, 
Missouri 

1 : 23  Kinetics  and  Orthotics  for  Function 

Institute  of  Physical  Medicine  and 
Rehabilitation,  New  York  University 
Medical  Center,  New  York  City 

1 : 53  Management  of  the  Leprosy  Patient 
Surgeon  General,  U.S.  Public  Health 
Service,  Washington,  D.C. 


2:17  Who  Cares  About  Jamie 

Smart  Family  Foundation,  Chicago, 
Illinois 

2:38  In  Mortal  Combat 

Guggenheim  Productions,  Inc.,  St. 
Louis,  Missouri 

3 : 39  Spinal  Cord  Injury:  The  Functional 
Expectations  As  Related  to  Level  of 
Injury 

Attending  Staff  Association,  Rancho 
Los  Amigos  Hospital,  Downey,  Cali- 
fornia 

4:09  Innovations  in  Transfusion  Ther- 
apy 

Fenwal  Laboratories,  Morton  Grove, 
Illinois 

Tuesday,  February  16 
Morning 

9:30  A Paranoid-Schizophrenic 

National  Association  for  Mental 
Health,  New  York  City 

10:03  The  Obsessive -Compulsive  Neurosis 
National  Association  for  Mental 
Health,  New  York  City 

10  : 36  Psychosomatic  Conditions — Obesity 

National  Association  for  Mental 
Health,  New  York  City 

11:09  The  Compulsive  Car  Thief 

National  Association  for  Mental 
Health,  New  York  City 

11:42  Emergency  Medical  Service 

New  York  State  Department  of 
Health,  Albany 

Afternoon 

12 : 03  Is  Smoking  Worth  It? 

American  Cancer  Society,  Syracuse 
12  : 27  First  Aid  Now 

Johnson  and  Johnson,  New  Bruns- 
wick, New  Jersey 

12:58  PKU:  Mental  Deficiency  Can  Be 

Prevented 

Harry  Waisman,  M.D.,  Department 
of  Pediatrics,  University  of  Wisconsin 
Medical  School,  Madison,  Wisconsin 

1 : 17  Children  in  the  Hospital 

Everett  A.  Mason,  M.D.,  Harvard 
School  of  Public  Health,  Boston, 
Massachusetts 
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2:06  Use  of  the  Flexor  Hinge  Hand 

Attending  Staff  Association,  Rancho 
Los  Amigos  Hospital,  Downey,  Cal- 
ifornia 

2:36  Mrs.  Reynolds  Needs  a Nurse 

Smith  Kline  & French  Laboratories, 
Philadelphia,  Pennsylvania 

3:19  Early  Clinical  Signs  of  Intra-Oral 
Malignancies 

Veterans  Administration  Hospital, 
Chicago,  Illinois 

3 : 54  Oral  Exfoliative  Cytology 

Veterans  Administration  Hospital, 
Brooklyn 

Wednesday,  February  17 
Morning 

9:30  Total  Management  of  Parkinson’s 
Disease:  Neurosurgical  Thalamot- 

omy, Drug  Therapy,  and  Rehabilita- 
tion 

David  J.  La  Fia,  M.D.,  Methodist 
Hospital,  Philadelphia,  Pennsylvania 

9:55  The  Cancer  Detection  Examination 

American  Cancer  Society,  Syracuse 

10:42  Cerebral  Vascular  Disease:  The 

Challenge  of  Diagnosis 

American  Heart  Association,  New 
York  City 

11:17  Pulse  of  Life 

Equitable  Life  Assurance  Society, 
New  York  City 

11:49  Radiation:  Physician  and  Patient 

Communicable  Disease  Center,  At- 
lanta, Georgia 


Afternoon 

12:39  Sterilization  Procedures  for  the 
Medical  Office 

Capital  Film  Laboratories,  Washing- 
ton, D.C. 

1:13  Hands 

Nebraska  Psychiatric  Institute, 
Omaha,  Nebraska 

1 : 47  Prevention  of  Disability  from  Stroke 

Health  Film  Associates,  Seattle, 
Washington 

2 : 20  The  Coronary  Circulation 


2:40  A Coronary 

Robert  Anderson  Associates,  Ltd., 
Canada 

3:15  A Depression 

Robert  Anderson  Associates,  Ltd., 
Canada 

3:50  Nursing  the  Cancer  Patient:  Diag- 
nosis— Cancer  of  the  Rectum 

American  Cancer  Society,  Syracuse 

4:15  Cinegastroscopy  with  the  Fiber- 
scope 

Sturgis  Grant  Productions,  New 
York  City 

Thursday,  February  18 
Morning 

9:30  Physical  Diagnosis  of  the  Ear,  Nose 
and  Throat 

Ohio  State  University,  Columbus, 
Ohio 

10:03  To  Save  a Life 

Consolidated  Edison  Co.,  New  York 
City 

10:22  Heart  Sounds  and  Murmurs 

University  of  Washington,  Seattle, 
Washington 

11:47  Epidemiology  of  Salmonellosis  in 
Man  and  Animals 

Communicable  Disease  Center,  At- 
lanta, Georgia 

Intermission 

Afternoon 

12:07  PKU:  Early  Detection  in  the  Hos- 
pital Nursery 

Designs  for  Medicine,  Inc.,  Buffalo 

12:38  Techniques  of  Non-Verbal  Psycho- 
logical Testing 

Los  Angeles  Childrens  Hospital,  Los 
Angeles,  California 

12:58  Airway  Obstruction 

Health  Research  Inc.,  Roswell  Park 
Memorial  Institute,  Buffalo 

1 : 15  Abdominoperineal  Resection  and 
the  Management  of  Colostomy 

New  York  University  Medical  Center, 
New  York  City 

2:37  Breast  Self-Examination  (Revised) 
American  Cancer  Society,  Syracuse 
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Woman’s  Auxiliary 


29th  Annual  Convention 
The  Americana,  New  York  City 

Sunday,  February  14,  through 
Wednesday,  February  17,  1965 

Our  president , Mrs.  Dominic  R.  Pitaro,  the 
officers,  and  the  Convention  Committee  cor- 
dially invite  you  to  attend  all  sessions  and  so- 
cial activities. 

All  doctors 9 wives , not  only  Auxiliary 
members,  are  invited  and  urged  to  register  and 
attend  our  meetings  and  social  functions. 


Sunday,  February  14 

2:00  P.M.-5 :00  p.m. 

2:00  p.m. 

6:00  P.M.-8 : 00  p.m. 
8:30  p.m. 


Registration,  Imperial 
Ballroom  B,  Foyer 
Board  of  Directors  meet- 
ing, The  President' s 
Suite 

Reception,  honoring  past- 
presidents  of  the  State 
Auxiliary.  Doctors 
and  their  wives  are 
cordially  invited. 
Versailles  Room 
Gavel  Club  Dinner  (for 
past  State  Auxiliary 
presidents),  Bucking- 
ham Room  B 


Monday,  February  15 

8:30  a.m.-4:30  p.m.  Registration,  Imperial 
Ballroom  B,  Foyer 
9:00  a.m.— 12  noon  House  of  Delegates, 

Imperial  Ballroom  B 

1 : 30  P.M.-4 : 30  p.m.  House  of  Delegates, 

Imperial  Ballroom  B 


Tuesday,  February  16 

8:30  a.m. —12  noon  Registration,  Imperial 
Ballroom  B 

9:00  a.m. —12  noon  House  of  Delegates, 

Imperial  Ballroom  B 

1 : 00  p.m.  Luncheon,  honoring 

Mrs.  Dominic  R. 
Pitaro,  President, 
Woman’s  Auxiliary  to 
the  Medical  Society  of 
the  State  of  New 
York,  Imperial 
Ballroom  A 

Guest  Speaker:  Perry  S. 
MacNeal,  M.D.,  Uni- 
versity of  Pennsyl- 
vania School  of  Medi- 
cine 


3 : 30  p.m.  House  of  Delegates — 

Installation  of  Officers, 
Imperial  Ballroom  B, 
followed  by  Postcon- 
vention Meeting, 
State  Officers,  State 
Chairmen,  County 
Presidents,  and 
Presidents-Elect 

Wednesday,  February  17 

10 : 00  a.m.  Board  of  Directors 

Meeting,  President's 
Suite 

7 : 00  P.M.  Reception  and  Dinner 


Officers 

President 

President-Elect 

First  Vice-President 
Second  V ice-  Pres  ident 
Recording  Secretary 
Corresponding  Secretary 

Treasurer 

Assistant  Treasurer 


Dance  honoring 
George  A.  Burgin, 
M.D.,  President, 
Medical  Society  of  the 
State  of  New  York, 
Imperial  Ballroom 


Mrs.  Dominic  R. 

Pitaro,  Troy 
Mrs.  Harry  Dan 
Vickers,  Little 
Falls 

Mrs.  Milton  B. 

Spiegel,  Brooklyn 
Mrs.  Albert  Biglan, 
Central  Islip 
Mrs.  John  W.  Platt, 
New  Hartford 
Mrs.  Louis  B. 
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MEDICAL  SOCIETY 
OF  THE  STATE 
OF  NEW  YORK 


Annual  Dinner  Dance 


WEDNESDAY 
FEBRUARY  17,  1965 

IMPERIAL  BALLROOM 
AMERICANA 

Seventh  Avenue 
and  52nd  Street 
New  York  City 


in  honor  of 

GEORGE  A.  BURGIN,  M.D. 

President 


Reception  at  7 p.m. 
Superlative  Dinner 
Music  by  Ben  Cutler 
Dress  Optional 
Subscription  $19  Per  Person 


RESERVATION  BLANK 

make  checks  payable  to: 

Medical  Society  of  the  State  of  New  York 

750  Third  Avenue 

New  York,  New  York  10017 

Please  send  me tickets  for  the  Annual  Dinner  Dance  on  February  17. 

Enclosed  please  find  my  check  for . 


NAME 


ADDRESS 


Please  attach  guest  list. 
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Booth  40 


1965  ANNUAL  CONVENTION 


Technical  Exhibits 


Your  Society  has  again  arranged  to  bring 
you  an  outstanding  group  of  technical  exhibits 
from  pharmaceutical  laboratories , surgical 
houses,  medical  publishers,  and  others  closely 
associated  with  the  profession  in  its  work. 
Each  booth  will  be  staffed  by  experts,  ready  to 
serve  you  by  demonstration,  glad  to  answer  your 
questions  concerning  the  latest  developments  in 
their  field.  Here  you  may  keep  abreast  of  what 
is  being  done  now  throughout  the  country  and 
what  is  planned  for  the  future  to  aid  you  in  the 
practice  of  medicine. 

Exhibitors  look  forward  to  the  pleasure  of 
meeting  and  serving  members  and  guests  of  the 
Medical  Society  of  the  State  of  New  York. 


Ames  Company,  Inc. 

Elkhart,  Indiana 

Dextrostix,  Hema-Combistix,  Clinitest 

Amfre-Grant,  Inc.  Booth  60 

Brooklyn,  New  York 

Azolate  Tablets,  Baculin  Tablets,  Corovas 
Tymcaps,  Corovas  Tablets,  Dicorvin  Tab- 
lets, Neo-Coro vas  Tymcaps,  Neo-Corovas 
Tablets,  Nitrovas  Tablets 

Astra  Pharmaceutical 

Products,  Inc.  Booth  12 

Worcester,  Massachusetts 

Xylocaine,  Xylocaine  Ointment,  Xylocaine 
Jelly,  Xylocaine  Viscous,  Xylocaine  Sup- 
positories, and  Astrafer 

Barrows  Biochemical  Products  Booth  22 

Inwood,  Long  Island,  New  York 

Coenzyme  B 


Abbott  Laboratories  Booths  71  and  72 

North  Chicago,  Illinois 

Erythrocin,  Eutonyl,  Enduron,  Enduronyl, 
Desbutal,  Desoxyn,  Pliapak,  and  I.V. 
Solutions 


The  Alkalol  Company  Booth  C 

Taunton,  Massachusetts 

Alkalol,  Irrigol 
American  Collectors 

Association,  Inc.  Booth  129 

Jamaica,  New  York 

American  Sterilizer 

Company  Booths  85  and  86 

Erie,  Pennsylvania 

Dynapoise  Physicians’  Examining  Table, 
1022  Aristocrat  Autoclave,  613R  Dyna- 
clave,  8816M  Portable  Autoclave,  and 
A416S  Office  Sanitizer 

Americana  Corporation  Booth  84 

New  York  City 

Encyclopedia  Americana 


Bennett  X-Ray  Company  Booth  143 

Valley  Stream,  New  York 
X-Ray  Equipment 

Berkeley  Medical  Instruments  Booth  62 

Berkeley,  California 

Hemoglobin,  Cholesterol,  Glucose  deter- 
mination instruments,  Micro-conductive 
instrument  for  determination  of  Cystic 
fibrosis 

Borcherdt  Company  Booth  82 

Chicago,  Illinois 

Maltsupex  Liquid,  Maltsupex  Powder, 
Maltsupex  Tablets,  Syllamalt,  Ferromalt 
Tablets,  Urolitia 

Brewer  & Company,  Inc.  Booth  59 

Worcester,  Massachusetts 

Sus-Phrine,  Luasmin,  Nabcon,  Thesodate, 
Asteric,  Enkide,  Amchlor,  Quinidine,  and 
Soduxin 

Bristol  Laboratories, 

Div.  of  Bristol-Myers  Company  Booth  54 

Syracuse,  New  York 
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Brown  Shoe  Company  Booth  19 

St.  Louis,  Missouri 

Wikler  Shoe  by  Buster  Brown 

The  Burdick  Corporation  Booth  74 

Milton,  Wisconsin 

Electro  Medical  Equipment 

Burroughs  Wellcome 

& Company  Booth  64 

Tuckahoe,  New  York 

Cambridge  Instrument 

Company,  Inc.  Booth  108 

New  York  City 

New  Cambridge  Versa-Scribe  Mark  III 
Electrocardiograph;  Trans-Scribe  Electro- 
cardiograph (battery  operated);  Tele- 
Scribe  Telephone  Transmitter  and  Re- 
ceiver; Multi  Channel  Units;  Audio  Visual 
Heart  Sound  Recorder 

Cameron-Miller  Surgical 

Instrument  Company  Booth  10 

Chicago,  Illinois 

Electrically  Lighted  Diagnostic  Instru- 
ments, Electrosurgical  Units 

S.  H.  Camp  & Company  Booth  52 

Jackson,  Michigan 

Orthotic  Supports  and  Appliances 

Cesco  Division,  Sterling 

Precision  Corp.  Booth  89 

Long  Island  City,  New  York 
Cesco  Multirite  Systems 

Ciba  Pharmaceutical  Company  Booth  124 

Summit,  New  Jersey 

Vioform  Hydrocortisone 

Clersite  Company  Booth  G 

Los  Angeles,  California 

Anti-fog  for  eyeglasses  and  instruments 

The  Coca-Cola  Company  Booth  87 

Atlanta,  Georgia 

Ice-cold  Coca-Cola 

Combined  Book  Exhibit  Booths  A and  B 

Briarcliff  Manor,  New  York 

Medical  and  Scientific  Books 

Contour  Chair  Lounge  Corp.  Booth  25 

New  York  City 

Contour  Chair  Lounge 


Crookes-Barnes 

Laboratories,  Inc.  Booth  122 

Wayne,  New  Jersey 

Dione,  L-Glutavite,  Iso-Sol  line  of  sterile 
ophthalmics,  Poison  Emergency  Kit 

Cutter  Laboratories  Booth  83 

Berkeley,  California 

Hospital  and  Drug  Products 

Dannon  Milk  Products  Inc.  Booth  112 

Long  Island  City,  New  York 
Dannon  Yogurt,  Bokoo 

Designs  for  Medicine  Booth  33 

Buffalo,  New  York 

Dome  Chemicals  Inc.  Booth  35 

New  York  City 

Cort-Dome,  Cor-Tar-Quin,  Domol,  etc. 

The  Doyle  Pharmaceutical 

Company,  A Division  of 

The  Dietene  Company  Booth  51 

Minneapolis,  Minnesota 

Meritene  Protein-Vitamin-Mineral  Sup- 
plement, Dietene  Reducing  Formula 

Eastern  School  for 

Physicians’  Aides  Booth  75 

New  York  City 

Licensed  by  the  University  of  the  State  of 
New  York,  Education  Department.  Train- 
ing School  for  Medical  Assistants,  Medical 
Secretaries,  and  Medical  Laboratory  and 
X-Ray  Technicians. 

Encyclopaedia  Britannica  Booth  1 

Chicago,  Illinois 

Encyclopaedia  Britannica 

Endo  Laboratories,  Inc.  Booth  15 

Garden  City,  New  York 

Coumadin  (Warfarin  Sodium),  Numorphan 
(Oxymorphone)  HCL,  Percodan,  Percodan- 
Demi,  Hycomine,  Hy  comine- Compound, 
Hycodan,  Valpin  (Antisotropine  Methyl- 
bromide),  Valpin-PB  (Anisotropine  Methyl- 
bromide  with  Phenobarbital) 

First  National  City  Bank  Booth  2 

New  York  City 

Medical  Billing  Service 

C.  B.  Fleet  Company,  Inc.  Booth  34 

Lynchburg,  Virginia 

Fleet  Enema,  Fleet  Enema  Pediatric,  Fleet 
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Oil  Retention  Enema,  Phospho-Soda,  Theo-  Gradient  Supports,  Penumatic  Pressure 

phylline  Rectal  Unit,  Provimalt  Bandages,  Intermittent  Compression  Units 


Flint  Laboratories  Booth  115 

Morton  Grove,  Illinois 
Synthroid 

Geigy  Pharmaceuticals  Booth  81 

Yonkers,  New  York 

Dulcolax,  Persantin,  Tofranil,  Hygroton, 
Regroton 

Gerber  Products  Company  Booth  44 

Fremont,  Michigan 

Infant  formulas  and  supplementary  foods 

Geriatric  Pharmaceutical 

Corporation  Booth  117 

Floral  Park,  N.  Y. 

Gaysal,  Ger-O-Foam 

Great  Books  of  the 

Western  World  Booth  78 

Chicago,  Illinois 

Group  Health  Insurance,  Inc.  Booth  121 

New  York  City 

Health  Insurance 

Hiss  Pharmacal  Company,  Inc.  Booth  127 

Utica,  New  York 

Vaso-80  Unicelles,  Vasotrate  Unicelles, 
Melfiat  Unicelles,  Toin  Unicelles,  Asmadil 
Unicelles,  and  Neo-Ferraplex  Injection 

Hoeber  Medical  Division  Booth  27 

New  York  City 

Medical  Books  and  Journals 

Holland-Rantos  Company,  Inc.  Booth  13 

New  York  City 

Hyva  Gentian  Violet  Vaginal  Tablets, 
Nylmerate  Jelly  and  Solution,  Hollandex 
Ointment,  Loromex  Vaginal  Jelly,  Koro- 
Flex  Contouring  Diaphragms  and  Sets, 
Koromex  Diaphragms  and  Sets,  Koro 
Sanitary  Napkin  Deodorant  Spray 

Jacuzzi  Research,  Inc.  Booth  141 

Berkeley,  California 

Jacuzzi  Portable  Whirlpool  Bath,  Fiber- 
glas  Whirlpool  Tank  Accessories. 


Johnson  & Johnson  Booth  49 

New  Brunswick,  New  Jersey 

Jolly  Jumper  Products,  Inc.  Booth  5A 

Evansville,  Indiana 
Infant  Exerciser 


Kenwood  Laboratories,  Inc.  Booth  11 

New  Rochelle,  N.  Y. 

Knoll  Pharmaceutical 

Company  Booth  114 

Orange,  New  Jersey 

Akineton,  Dilaudid,  Metrazol,  Vita  Metra- 
zol,  Nico  Metrazol,  Quadrinal,  Verequad, 
Theokin 


Lederle  Laboratories  Booth  46 

Pearl  River,  New  York 

Declomycin,  Aristocort,  Amicar 

Thos.  Leeming  & Company  Booth  31 

New  York  City 

Metamine  and  Desitin  Ointment 


Eli  Lilly  and  Company  Booths  65  and  66 

Indianapolis,  Indiana 

Pharmaceuticals  and  Biologicals 


J.  B.  Lippincott  Company  Booth  8 

Philadelphia,  Pennsylvania 

Books  and  journals  in  the  field  of  medicine 
and  allied  sciences 


Lloyd  Brothers  Incorporated  Booth  39 

Cincinnati,  Ohio 

Festal,  Surfak,  Doxidan,  Duad 

Loma  Linda  Foods  Booth  17 

Riverside,  California 
Soyalac 

Mayflower  Surgical 

Supply  Company  Booth  14 

Brooklyn,  New  York 

Hamilton  Medical  Furniture,  Mayline 
Medical  Furniture,  Electrocardiograph, 
Ultrasound,  Short  Wave,  Autoclaves, 
X-Ray  Equipment  and  accessories,  etc. 


Jobst  Institute,  Inc.  Booth  20 

Toledo,  Ohio 

Jobst  Custom  Made  Venous  Pressure 


Mead  Johnson  Laboratories  Booth  41 

Evansville,  Indiana 

Enfamil,  Sustagen,  and  Quell 
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Medco  Products  Company,  Inc.  Booth  9 

Tulsa,  Oklahoma 

Medical  Billing  Service,  Inc.  Booth  135 

New  York  City 

Medical  Data  Processing  Center 

Medical  Film  Guild,  Ltd.  Booth  131 

New  York  City 

“Medical  Films  That  Teach  Medi-Scope.” 
Teaching  machines  and  materials.  Audio- 
Visual  Equipment.  Dictating  and  Tran- 
scribing Machines.  Public  Address  Sys- 
tems 

The  Wm.  S.  Merrell  Company  Booth  73 

Cincinnati,  Ohio 

Tenuate  Dospan 

Miles  Products,  Division  of 
Miles  Laboratories,  Inc.  Booth  125 

Elkhart,  Indiana 
Alka-Seltzer 

National  Dairy  Council  Booth  132 

New  York  City 

Self-contained  exhibit  on  Weight  Control 

National  Research,  Design  & 

Development  Incorporated  Booth  119 

Newtown,  Connecticut 

MeDaPro  (Medico-Dental  Data-Process- 
ing) , a billing  service  for  physicians 

New  York  Seven -Up 

Bottling  Co.,  Inc.  Booth  3 

New  York  City 

Serving  Seven-Up 

Niagara  Cyclo  Massage  Booth  90 

Corona,  New  York 

Niagara  Cyclo  Massage  Equipment 

No-Cal  Corporation  Booth  67 

Brooklyn,  New  York 
No-Cal  Beverages 

Olden  Camera  & 

Lens  Company  Booth  134 

New  York  City 

Photo  Equipment  for  Clinical  and  Personal 
Photography 

Organon,  Inc.  Booth  43 

West  Orange,  New  Jersey 

Maxibolin,  Durabolin,  Deca-Durabolin, 


Cotazym,  Hexadrol,  Liquaemin,  Wigraine, 
Cortrophin  Gel,  Cortrophin  Zinc 

Ortho  Pharmaceutical 

Corporation  Booth  45 

Raritan,  New  Jersey 

Parke,  Davis  & Company  Booth  48 

Detroit,  Michigan 

Pharmaceuticals,  Biologicals,  and  Surgical 
Dressings 

Pfizer  Laboratories,  Division 

Chas.  Pfizer  & Company  Booth  50 

New  York  City 

Philips  Roxane  Laboratories  Booth  120 

Columbus,  Ohio 

Photoeaze  Manufacturing,  Inc.  Booth  D 

New  York  City 
Photographic 

Plough  Laboratories  Booth  116 

Memphis,  Tennessee 

Silain,  Silain-Gel,  Sibena 

Procter  & Gamble  Booths  6 and  7 

Cincinnati,  Ohio 
Ivory  Soap 

The  Purdue 

Frederick  Company  Booth  109 

Yonkers,  New  York 

Senokot  Products,  Parelixir  Liquid,  Pare- 
mycin  Elixir,  Otalgine  Drops 

Radium  Chemical 

Company,  Inc.  Booth  16 

New  York  City 

Radium  in  modern  preparations  and  Radon 
seeds.  Applicators  and  accessories  for  the 
use,  handling,  and  storage  of  Radium  and 
Radon. 

Relax-4-Life  Company  Booth  77 

Santa  Ana,  California 
Massage  Chairs 

Riker  Laboratories  Booth  58 

Northridge,  California 

Norgesic  Tablets,  Norflex,  Medihaler-Duo, 
Titralac  Tablets  and  Liquid,  Ulo  Cough 
Syrup 
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A.  H.  Robins  Company,  Inc.  Booth  61 

Richmond,  Virginia 

Ethical  Pharmaceuticals 

Roche  Laboratories  Booth  47 

Nutley,  New  Jersey 

Librium,  Valium,  Madribon,  Roniacol, 
Vi-Penta 

J.  B.  Roerig  & Company  Booth  111 

New  York  City 

Tao,  Maxipen,  Enarax,  Heptuna,  Bonadox- 
in,  Obron 

William  H.  Rorer,  Inc.  Booth  23 

Fort  Washington,  Pennsylvania 

Ananase,  Maalox  Suspension,  Maalox  #1 
and  #2  Tablets  and  Ascriptin;  Emetrol 

Rystan  Company  Booth  26 

Mount  Vernon,  N.  Y. 

Chloresium  Ointment  and  Solution,  Derifel 
Tablets,  Panafil  Ointment,  Prophyllin  Pow- 
der, Panafil  White  Ointment,  Buclamase 
Tablets 

Sanborn  Company  Booth  36 

Waltham,  Massachusetts 

Sandoz  Pharmaceuticals  Booth  128 

Hanover,  New  Jersey 

Sansert,  Mellaril,  Cafergot  P-B,  Fiorinal, 
and  Fiorinal  with  codeine 

Sardeau,  Inc.  Booth  140 

New  York  City 

Sardo,  Sardoettes,  Sardo  Soap 

W.  B.  Saunders  Company  Booth  38 

Philadelphia,  Pennsylvania 
Medical  Books 

Schering  Corporation  Booth  63 

Union,  New  Jersey 

Afrin,  Chlor-Trimeton  Expectorants 


Enovid,  Enovid-E,  Dramine,  Pro-Banthine, 
Metamucil,  Flagyl 

Sherman  Laboratories 
Detroit,  Michigan 

Elixophyllin,  Persistin 

Smith,  Kline  & 

French  Laboratories 

Philadelphia,  Pennsylvania 

Spirt  & Company 

Waterbury,  Connecticut 

E.  R.  Squibb  & Sons 

New  York  City 
Kenalog 

Stiefel  Laboratories,  Inc.  Booth  37 

Oak  Hill,  New  York 

The  Stuart  Company,  Div.  Atlas 
Chemical  Industries,  Inc.  Booth  42 

Pasadena,  California 

Mylanta,  Mylicon,  Mulvidren,  Mul- 
vidren-F,  Stuart  Prenatal,  Stuart  Pre- 
natal-F 

Sudler  & Hennessey,  Inc.  Booth  88 

New  York  City 

Medical  Communications  Research 

Swift  & Company  Booth  28 

Chicago,  Illinois 

Swift’s  Strained  and  Junior  Meats  for 
Babies,  Swift’s  Strained  and  Junior  High 
Meat  Dinners,  Treats  for  Tots 

Syntex 

Laboratories,  Inc.  Booths  32  and  80 

Palo  Alto,  California 
Synalar,  Norinyl 

Tab  Products  Company  Booth  139 

San  Francisco,  California 

Spacefinder  Filing  System 


Booth  56 

Booth  57 
Booth  21 
Booth  79 


Julius  Schmid,  Inc.  Booth  130 

New  York  City 

Immolin,  Ramses  and  Bendex  Diaphragms, 
Ramses  Vaginal  Jelly,  Vagisec  Liquid  and 
Vagisec  Plus  Jelly  and  Suppositories, 
XXXX  (Fourex)  Skin  Condoms,  Ramses, 
Sheik,  and  Sheik  Lubricated  Rubber 
Condoms 

G.  D.  Searle  & Company  Booth  55 

Chicago,  Illinois 


United  Medical  Service  Booth  126 

New  York  City 

The  Upjohn  Company  Booths  106  and  107 

Kalamazoo,  Michigan 

U.  S.  Vitamin  & 

Pharmaceutical  Corp.  Booth  29 

New  York  City 
DBI,  etc. 
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Vaponefrin  Company  Booth  133 

New  York  City 

Vaponefrin  Solution,  Vaponefrin  Nebulizer 

Walker  Laboratories  Booth  113 

Mount  Vernon,  New  York 

Quinamm,  Nicalex,  Uticon,  Peptolin 

Wallace  Laboratories  Booths  69  and  70 

Cranbury,  New  Jersey 

Deprol,  and  other  drugs  of  original  re- 
search 

Wampole  Laboratories  Booth  110 

Stamford,  Connecticut 

Avazyme  Tablets,  UCG  Test,  Theo- 
Organidin,  and  Tussi-Organidin 

Warner-Chilcott  Laboratories  Booth  24 

Morris  Plains,  New  Jersey 
Gelusil,  Peritrate 

Warren -Teed 

Pharmaceuticals,  Inc.  Booth  30 

Columbus,  Ohio 

Ventussin  Loz-Tablets,  Modane 


Westwood  Pharmaceuticals  Booth  76 

Buffalo,  New  York 

Fostex  Cream,  Fostex  Cake,  Sebucare, 
Sebutone,  Sebulex,  Fostril,  Alpha-Keri, 
Keri  Lotion 

White  Laboratories,  Inc.  Booth  53 

Kenilworth,  New  Jersey 

Disophrol  Chronotab  Tablets 

Whitehall  Electro 

Medical  Company,  Inc.  Booth  118 

Hackensack,  New  Jersey 

Whitehall  whirlpool  baths  and  accessories; 
Whitehall  stainless  steel  x-ray  developing 
tanks 

Winthrop  Laboratories  Booth  68 

New  York  City 

NegGram,  Isuprel  Mistometer,  Winstrol 

F.  E.  Young  & Company  Booth  18 

Chicago,  Illinois 

Young’s  Rectal  and  Vaginal  Dilators; 
Albumin  Test;  PSP  Test  Set,  and  Jen-i-sol 
Ointment. 
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MEDICAL  SOCIETY  OF 
THE  STATE  OF 
NEW  YORK 


Officers  1964-1965 


George  A.  Burgin 
Herkimer 

President 


William  L.  Wheeler,  Jr. 
New  York 

Past- President 


John  C.  Brady 

Erie 

Vice-President 


Walter  T.  Heldmann 
Richmond 

Secretary 


Samuel  Z.  Freedman 

New  York 

Treasurer 


Thomas  F.  McCarthy 
Bronx 

Assistant  Treasurer 


Frederick  A.  Wurzbach,  Jr. 
Bronx 

Speaker 


Waring  Willis 
Westchester 

President-Elect 


Philip  D.  Allen 
New  York 

Assistant  Secretary 


E.  Dean  Babbage 
Erie 

Vice-Speaker 
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Board  of 
Trustees 

1964-1965 


Norman  S.  Moore 
Tompkins 

Chairman 


Renato  J.  Azzari 
Bronx 


Thurman  B.  Givan 
Kings 


Gerald  D.  Dorman 
New  York 


Joseph  A.  Lane 
Monroe 


John  M.  Galbraith 

Nassau 


Leo  E.  Gibson 
Onondaga 


Councillors 

1964-1965 


James  M.  Blake 


Schenectady 


Charles  M.  Brane 
Westchester 
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159th  ANNUAL  CONVENTION 


Medical  Society  of  the  State  of  New  York 

— i FEBRUARY  15  through  18,  1965 

The  Americana,  New  York  City 


SCIENTIFIC  PROGRAM 
SCIENTIFIC  EXHIBITS 
TECHNICAL  EXHIBITS 
HOUSE  OF  DELEGATES 
PRESIDENT’S  DINNER 
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MEDICAL  SOCIETY  OF  THE 
STATE  OF  NEW  YORK 

House  of 
Delegates 

February  15  through  18,  1965 
Americana,  New  York  City 


Schedule  of  Sessions 83 

Order  of  Business 84 

Members  of  House 85 

Reference  Committees 88 

Resume  of  Instructions  from  1964 
House  and  Actions  Thereon 90 

Annual  Reports  to  House 97 

Additional  Annual  Reports 


see  January  15  issue 


Monday,  February  15,  1965 

Opening  Session 10:00  a.m. 

Reference  Committees 2:00  p.m. 

Tuesday,  February  16,  1965 

Second  Session  (for  introduction 

of  resolutions  only) 9:30  a.m. 

Reference  Committees 10:00  a.m. 

Reference  Committees 2:00  p.m. 

Wednesday,  February  17,  1965 

Third  Session 9:00  a.m. 

Fourth  Session 2:00  p.m. 

Thursday,  February  18,  1965 

Fifth  Session 9:00  a.m. 


Schedule 

of 

Sessions 
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According  to  the  Bylaws,  Chapter  II,  Section 
7,  the  following  shall  be  the  order  of  business  at 
the  sessions  of  the  House  of  Delegates 


Order  of 
Business 


1 . Calling  the  meeting  to  order. 

2.  Invocation. 

3.  National  Anthem. 


4.  Report  of  Reference  Committee  on 
Credentials. 

5.  Report  by  the  secretary  as  to  the 
presence  or  absence  of  a quorum. 

6.  Remarks  by  the  speaker. 

7.  Reading  the  minutes  of  the  previous 
meeting  by  title. 

8.  Report  of  the  president. 

9.  Address  of  the  president-elect. 

10.  Report  of  the  Judicial  Council. 

1 1 . Report  of  the  Council. 

12.  Report  of  the  secretary. 

13.  Report  of  the  treasurer. 

14.  Report  of  the  Board  of  Trustees. 

15.  Reports  of  district  branches  by  district 
delegates. 

16.  Reports  of  special  committees. 

17.  Reports  of  reference  committees. 

18.  Unfinished  business. 

19.  New  business. 

20.  Adjournment. 
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1965  HOUSE  OF  DELEGATES 


Members 


The  following  pages  contain  a complete  list  of  the  members  of  the  1965 
House  of  Delegates  of  the  Medical  Society  of  the  State  of  New  York. 


Officers  1964-1965 

President — George  A.  Burgin,  Herkimer 
President-Elect — Waring  Willis,  Westchester 
Vice-President — John  C.  Brady,  Erie 
Secretary — Walter  T.  Heldmann,  Richmond 
Assistant  Secretary — Philip  D.  Allen,  New  York 
Treasurer — Samuel  Z.  Freedman,  New  York 
Assistant  Treasurer — Thomas  F.  McCarthy, 
Bronx 

Speakej — Frederick  A.  Wurzbach,  Jr.,  Bronx 
Vice-Speakei — E.  Dean  Babbage,  Erie 

Councillors 

Term  Expires  1965 
James  M.  Blake,  Schenectady 
Charles  M.  Brane,  Westchester 
George  J.  Lawrence,  Jr.,  Queens 
C.  Stewart  Wallace,  Tompkins 
Term  Expires  1966 
George  Himler,  New  York 
Edward  C.  Hughes,  Onondaga 
Joseph  J.  Kaufman,  Wayne 
Solomon  Schussheim,  Kings 
Term  Expires  1967 
John  F.  Kelley,  Oneida 
John  C.  McClintock,  Albany 
Walter  Scott  Walls,  Erie 
Joseph  G.  Zimring,  Nassau 

Trustees 

Norman  S.  Moore,  Tompkins,  Chairman 

Renato  J.  Azzari,  Bronx 

Thurman  B.  Givan,  Kings 

Gerald  D.  Dorman,  New  York 

Joseph  A.  Lane,  Monroe 

John  M.  Galbraith,  Nassau 

Leo  E.  Gibson,  Onondaga 

Past  -Presidents 

1923-1924— Orrin  Sage  Wightman,  New  York 
1932-1933 — Chas.  Gordon  Heyd,  New  York 
1934-1935 — Arthur  J.  Bedell,  Albany 
1944-1945 — Herbert  H.  Bauckus,  Erie 
1950-1951 — Carlton  E.  Wertz,  Erie 

1952- 1953 — Edward  T.  Wentworth,  Monroe 

1953- 1954 — Andrew  A.  Eggston,  Westchester 

1955- 1956- — Renato  J.  Azzari,  Bronx 

1956- 1957 — James  Greenough,  Otsego 

1957- 1958 — Thurman  B.  Givan,  Kings 

1958- 1959 — Leo  E.  Gibson,  Onondaga 

1959- 1960 — Henry  I.  Fineberg,  Queens 

1960- 1961 — Norman  S.  Moore,  Tompkins 

1961- 1962 — John  M.  Galbraith,  Nassau 


1962- 1963 — Joseph  A.  Lane,  Monroe 

1963- 1964 — William  L.  Wheeler,  Jr.,  New  York 

Commissioner,  New  York  State  Depart- 
ment of  Health 

Hollis  S.  Ingraham,  Albany 
District  Delegates 
( Elected  Delegates  of  District  Branches) 

First — Joseph  F.  Shanaphy,  Richmond 
Second — John  Paul  Ruppe,  Nassau 
Third — Lee  R.  Tompkins,  Sullivan 
Fourth — Julius  Gelber,  Schenectady 
Fifth — Arthur  F.  Gaffney,  Oneida 
Sixth — Norman  C.  Lyster,  Chenango 
Seventh — Charles  M.  Smith,  Seneca 
Eighth — Irwin  Felsen,  Allegany 
Ninth — Frank  E.  Ciancimino,  Rockland 

Section  Delegates 

( Delegates  from  Scientific  Sections ) 

Allergy — David  Merksamer,  Kings 
Anesthesiology — Victor  J.  Tofany,  Monroe 
Chest  Diseases — Arthur  Q.  Penta,  Schenectady 
Dermatology  and  Sy philology — Royal  M.  Mont- 
gomery, New  York 

Gastroenterology  and  Proctology — Maus  W. 
Steams,  Jr.,  New  York 

General  Practice — Rudolf  H.  Steinharter,  Nassau 
Industrial  Medicine  and  Surgery — Kenneth  L. 

Stratton,  New  York 
Internal  Medicine — Robert  Blum,  Erie 
Medical-Legal  and  Workmen's  Compensation 
Matters — Herbert  Lansky,  Erie 
Neurology  and  Psychiatry — Milton  Tarlau, 
Queens 

Obstetrics  and  Gynecology — Merton  C.  Hatch, 
Onondaga 

Ophthalmology — James  I.  Farrell,  Oneida 
Orthopedic  Surgery — Frederick  Lee  Liebolt,  New 
York 

Otolaryngology — John  F.  Daly,  New  York 
Pathology,  Clinical  Pathology,  and  Blood  Banking 
• — John  J.  Clemmer,  Albany 
Pediatrics — Frank  Disney,  Monroe 
Physical  Medicine  and  Rehabilitation — Henry 
Fleck,  Bronx 

Preventive  Medicine  and  Public  Health — Donald 
G.  Dickson,  Rockland 
Radiology — William  B.  Seaman,  New  York 
Space  Medicine — 

Surgery — Seymour  I.  Schwartz,  Monroe 
Urology — E.  Craig  Coats,  New  York 
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Delegates  from  Component  County  Med- 
ical Societies 

Albany  (4) 

H.  John  Mellen,  Albany 
James  A.  Moore,  Albany 
Joseph  J.  Russo,  Albany 
Francis  A.  Stephens,  Albany 

Allegany  (1) 

Edward  W.  Briggs,  Jr.,  Wellsville 
Bronx  (12) 

Carl  R.  Ackerman,  Bronx 
Joseph  P.  Alvich,  Bronx 
Marcelle  Bernard,  Bronx 
Harold  R.  Brodman,  Bronx 
Herbert  G.  Cohen,  Bronx 
Walter  Einhom,  Bronx 
Frank  LaGattuta,  Bronx 
Samuel  Leo,  Bronx 
Samuel  Lieberman,  Bronx 
Francis  J.  Loperfido,  Bronx 
Isidore  Sternlieb,  Bronx 
Samuel  Wagreich,  Bronx 

Broome  (3) 

George  C.  Hamilton,  Binghamton 
John  A.  Kalb,  Endicott 
Jason  K.  Moyer,  Binghamton 

Cattaraugus  (1) 

James  F.  Durkin,  Olean 

Cayuga  (1) 

Bernard  J.  Hartnett,  Auburn 

Chautauqua  (2) 

Herbert  A.  Laughlin,  Westfield 
Garra  L.  Lester,  Chautauqua 

Chemung  (2) 

R.  Scott  Howland,  Elmira 
Swen  L.  Larson,  Elmira 

Chenango  (1) 

Thomas  M.  Flanagan,  Norwich 
Clinton  (1) 

Edward  Siegel.  Plattsburgh 
Columbia  (1) 

Edward  P.  Ginouves,  Hudson 

Cortland  (1) 

George  F.  Nevin,  Cortland 

Delaware  (1) 

Philip  Hust,  Sidney 

Dutchess  (3) 

Francis  J.  McMahon,  Poughkeepsie 
John  F.  Rogers,  Poughkeepsie 
George  T.  C.  Way,  Poughkeepsie 

Erie  (8) 

Antonio  F.  Bellanca,  Buffalo 
John  C.  Brady,  Buffalo 
Thomas  S.  Bumbalo,  Buffalo 
Max  Cheplove,  Buffalo 
Kenneth  H.  Eckhert,  Buffalo 
Eugene  J.  Hanavan,  Buffalo 
John  D.  Naples,  Buffalo 
Clarence  A.  Straubinger,  Buffalo 


Essex  (1) 

Alexander  Gersen,  Elizabethtown 
Franklin  (1) 

Alfred  A.  Hartmann,  Malone 
Fulton  (1) 

Armand  J.  D’Errico,  Gloversville 
Genesee  (1) 

Alfred  L.  George,  Batavia 
Greene  (1) 

Edwin  G.  Mulbury,  Windham 
Herkimer  (1) 

Harold  T.  Golden,  Herkimer 
Jefferson  (1) 

Thomas  P.  Hamilton,  Watertown 
Kings  (22) 

Lawrence  Ames,  Brooklyn 
Louis  Berger,  Brooklyn 
Mathew  Brody,  Brooklyn 
Ernest  Buffone,  Brooklyn 
Leo  S.  Drexler,  Brooklyn 
John  J.  Flynn,  Brooklyn 
Alfred  P.  Ingegno,  Brooklyn 
David  Kershner,  Brooklyn 
Warren  A.  Lapp,  Brooklyn 
George  Liberman,  Brooklyn 
Harry  S.  Lichtman,  Brooklyn 
Martin  Markowitz,  Brooklyn 
Irving  M.  Pallin,  Brooklyn 
Earl  L.  Peterson,  Brooklyn 
Benjamin  J.  Rosenthal,  Brooklyn 
Philip  Scoppa,  Brooklyn 
Milton  B.  Spiegel,  Brooklyn 
Stanley  Stark,  Brooklyn 
Julius  E.  Stolfi,  Brooklyn 
Leo  J.  Swirsky,  Brooklyn 
Vincent  J.  Tesoriero,  Brooklyn 
Leslie  H.  Tisdall,  Brooklyn 

Lewis  (1) 

Livingston  (1) 

Melville  A.  Hare,  Caledonia 

Madison  (1) 

Felix  Ottaviano,  Oneida 

Monroe  (6) 

Hobart  L.  Boyd,  Rochester 
Lynn  R.  Callin,  Rochester 
William  B.  Forsyth,  Rochester 
Charles  R.  Harris,  East  Rochester 
Charles  R.  Mathews,  Rochester 
John  D.  States,  Rochester 

Montgomery  (1) 

Roman  R.  Violyn,  Amsterdam 

Nassau  (8) 

Jeff  J.  Coletti,  Old  Westbury 
Ralph  S.  Emerson,  Roslyn  Heights 
Leo  T.  Flood,  Hempstead 
Abraham  W.  Freireich,  Malveme 
E.  Kenneth  Horton,  Rockville  Centre 
Raymond  F.  Smith,  Garden  City 
Reginald  R.  Steen,  Hempstead 
Paul  H.  Sullivan,  Great  Neck 
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New  York  (25) 

Michael  C.  Armao,  New  York  City 
Edward  A.  Burkhardt,  New  York  City 
William  A.  Cooper,  New  York  City 
John  M.  Cotton,  New  York  City 
C.  Joseph  Delaney,  New  York  City 
Lawrence  Essenson,  New  York  City 
James  H.  Ewing,  New  York  City 
William  W.  Field,  New  York  City 
Carl  Goldmark,  Jr.,  New  York  City 
Stanley  H.  Greenwald,  New  York  City 
Keith  O.  Guthrie,  Jr.,  New  York  City 
John  E.  Hammett,  New  York  City 
Milton  Helpem,  New  York  City 
Thomas  K.  Lammert,  Scarsdale 
Julia  V.  Lichtenstein,  New  York  City 
David  Lyall,  New  York  City 
James  R.  McCarroll,  New  York  City 
Ira  A.  McCown,  New  York  City 
George  W.  Melcher,  Jr.,  New  York  City 
Bernard  J.  Pisani,  New  York  City 
William  B.  Rawls,  New  York  City 
Guy  F.  Robbins,  New  York  City 
Theodore  Rosenthal,  New  York  City 
George  M.  Saypol,  New  York  City 
Albert  M.  Schwartz,  New  York  City 

Niagara  (2) 

John  T.  Donovan,  Jr.,  Lockport 
William  R.  Lewis,  Niagara  Falls 

Oneida  (3) 

Clarke  T.  Case,  Utica 
Irving  Cramer,  Utica 
Anthony  G.  Jarosewicz,  Utica 

Onondaga  (5) 

Robert  J.  Collins,  Syracuse 
Richard  D.  Eberle,  Syracuse 
Irving  Ershler,  Syracuse 
Charles  A.  Gwynn,  Syracuse 
Robert  F.  McMahon,  Syracuse 

Ontario  (2) 

Robert  M.  Price,  Clifton  Springs 
Philip  M.  Standish,  Canandaigua 

Orange  (2) 

Allen  H.  Keniston,  Port  Jervis 
John  D.  VanZandt,  Tuxedo 

Orleans  (1) 

Angelo  F.  Leone,  Medina 
Oswego  (1) 

Kent  W.  Jarvis,  Oswego 
Otsego  (1) 

John  W.  Latcher,  Oneonta 

Putnam  (1) 

Garret  Vink,  Carmel 

Queens  (13) 

Alfred  A.  Angrist,  Beechurst 
Angelo  Robert  Bologna,  Flushing 
Albert  H.  Douglas,  Jamaica 
Harry  H.  Epstein,  Jamaica 
Frank  W.  Farrell,  Flushing 
Irving  G.  Frohman,  Rockaway  Beach 
Jerome  L.  Leon,  Forest  Hills 
John  Edward  Lowry,  Flushing 
Charles  C.  Mangi,  Woodhaven 
Kurt  Rosenberg,  Long  Island  City 


Lester  R.  Tuchman,  New  York 
Tobias  M.  Watson,  Jackson  Heights 
Ezra  A.  Wolff,  Forest  Hills 

Rensselaer  (2) 

John  J.  Noonan,  Troy 
Allen  Gifford,  North  Troy 

Richmond  (3) 

Orlando  L.  Manfredi,  Staten  Island 
Frederick  D.  Regan,  Staten  Island 

Rockland  (3) 

James  A.  Dingman,  New  City 
Herbert  L.  Sperling,  Spring  Valley 

St.  Lawrence  (1) 

William  R.  Carson,  Potsdam 

Saratoga  (1) 

Max  Vinicor,  Corinth 

Schenectady  (3) 

Raymond  J.  Byron,  Schenectady 
John  L.  Clowe,  Schenectady 
Philip  Parillo,  Schenectady 

Schoharie  (1) 

John  H.  Wadsworth,  Cobleskill 
Schuyler  (1) 

Fritz  Landsberg,  Watkins  Glen 
Seneca  (1) 

David  L.  Koch,  Seneca  Falls 
Steuben  (2) 

Thomas  S.  Cotton,  Homell 
Maynard  W.  Gumsey,  Corning 

Suffolk  (5) 

L.  Barret  Davis,  Westhampton  Beach 
Daniel  Friedman,  Bay  Shore 
Bruce  Alexander  Harris,  Jr.,  Huntington 
Andrew  W.  Lawrence,  Huntington 
John  L.  Sengstack,  Huntington 

Sullivan  (1) 

Sirkka  Elisabeth  Vuomos,  Liberty 
Tioga  (1) 

John  Jakes,  Candor 
Tompkins  (1) 

George  G.  McCauley,  Ithaca 
Ulster  (2) 

Eugene  F.  Galvin,  Rosendale 
Edward  F.  Shea,  Kingston 

Warren  (1) 

Morris  Maslon,  Glens  Falls 
Washington  (1) 

Milton  J.  Greenberg,  Hudson  Falls 
Wayne  (1) 

James  Catanche,  Sodus 

Westchester  (8) 

Arthur  H.  Diedrick,  Port  Chester 
John  N.  Dill,  Yonkers 
Harold  J.  Dunlap,  New  Rochelle 
James  Q.  Haralambie,  Larchmont 
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Robert  E.  Healy,  Mount  Kisco 
Reid  R.  Heffner,  New  Rochelle 
James  M.  Jones,  Bronxville 
Wallace  M.  Sheridan,  White  Plains 


Wyoming  (1) 

Willard  J.  Chapin,  Perry 

Yates  (1) 

John  A.  Hatch,  Penn  Yan 


1965  HOUSE  OF  DELEGATES 

Reference  Committees 


Credentials 

C.  Joseph  Delaney,  New  York,  Chairman 
Richard  D.  Eberle,  Onondaga 
Daniel  Freedman,  Suffolk 
Joseph  F.  Shanaphy,  Richmond,  First  District 
Branch 

Edward  F.  Shea,  Ulster 

Reports  of  Officers  A 

President 

President-Elect 

Secretary 

Executive  Vice-President 
Robert  J.  Collins,  Onondaga,  Chairman 
Raymond  F.  Smith,  Nassau 
Warren  A.  Lapp,  Kings 
Stanley  H.  Greenwald,  New  York 
Edward  Siegel,  Clinton 

Reports  of  Officers  B 

Treasurer 
Board  of  Trustees 
War  Memorial 
Budget 
Building 

John  L.  Clowe,  Schenectady,  Chairman 
Harold  R.  Brodman,  Bronx 
John  E.  Hammett,  New  York 
Lester  R.  Tuchman,  Queens 
James  A.  Moore,  Albany 


Commission  on  Medical  Services  A 

Economics 

Liaison  with  Veterans  Administration 
Public  Medical  Care 
Medical  Care  Insurance 
Medicare  (Armed  Services  Dependents) 
Resolution  63-53 

Albert  M.  Schwartz,  New  York,  Chairman 

Frederic  D.  Regan,  Richmond 

Vincent  J.  Tesoriero,  Kings 

Philip  M.  Standish,  Ontario 

Alfred  L.  George,  Genesee 

Commission  on  Medical  Services  B 

Workmen’s  Compensation 
Industrial  Health 

Hospital  and  Professional  Relations 
Questions  of  Ethics 
Rural  Medical  Service 
Labor  Health  Facilities 
Kenneth  H.  Eckhert,  Erie,  Chairman 
Bernard  J.  Hartnett,  Cayuga 
Irving  G.  Frohman,  Queens 
Melville  A.  Hare,  Livingston 
David  Kershner,  Kings 

Scientific  Activities  and  Publications  A 

Public  Health  and  Education 

Accident  Prevention 

Addiction  to  Alcohol  and  Narcotics 
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Aging  and  Nursing  Homes 
Cancer 

Chronic  Pulmonary  Diseases 

Continuing  (Postgraduate)  Education 

Diabetes 

Film  Review 

General  Practice 

Glaucoma  and  Other  Diseases  of  the 
Eye 

Hard  of  Hearing  and  the  Deaf 
Health  Aspects  of  Ionizing  Radiation 
Heart  Disease 

Maternal  and  Child  Welfare 
Mental  Hygiene 
Operating  Room  Mortality 
Physical  Medicine  and  Rehabilitation 
Quackery 

Youth  Health  and  Fitness 
James  Q.  Haralambie,  Westchester,  Chairman 
Ira  A.  McCown,  New  York 
Lawrence  Ames,  Kings 
John  W.  Latcher,  Otsego 
Willard  J.  Chapin,  Wyoming 

Scientific  Activities  and  Publications  B 

What  Goes  On 
District  Branches 
Convention 
Publication 
To  Study  the  Journal 
Prize  Essays 
To  Study  the  Directory 
Archives  and  History 
George  T.  C.  Way,  Dutchess,  Chairman 
Samuel  Lieberman,  Bronx 
Victor  J.  Tofany,  Monroe,  Section  on 
Anesthesiology 

Robert  E.  Healy,  Westchester 
James  H.  Ewing,  New  York 

Commission  on  Public  and  Professional 
Affairs 

Federal  Legislation 
State  Legislation 
Public  Relations 

To  Study  Revision  of  the  Education 
Law 

Isidore  Sternlieb,  Bronx,  Chairman 
Reginald  R.  Steen,  Nassau 
Irving  Cramer,  Oneida 

Charles  M.  Smith,  Seneca,  Seventh  District 
Branch 

George  M.  Saypol,  New  York 


Legal  Matters 

Malpractice  Insurance  and  Defense 
Legal  Counsel 

Autopsy  and  the  Dead  Human  Body 
Bar  Association,  Joint  Committee  with 
Judicial  Council 

Michael  C.  Armao,  New  York,  Chairman 
John  J.  Noonan,  Rensselaer 
John  T.  Donovan,  Jr.,  Niagara 
Herbert  A.  Laughlin,  Chautauqua 
John  Edward  Lowry,  Queens 

Organization  and  Policies 

Planning 

Osteopathic  Society,  Joint  Committee 

WITH 

Ad  Hoc  Committee  on  Osteopathy 
Constitution  and  Bylaws 
American  Medical  Association 
New  York  State  Association  of  Pro- 
fessions 

Empire  State  Medical,  Educational 
and  Scientific  Foundation 
Advisers  to  Student  American  Medical 
Association  Chapters 
Harry  S.  Lichtman,  Kings,  Chairman 
John  A.  Hatch,  Yates 
John  D.  Naples,  Erie 
Jason  K.  Moyer,  Broome 
Carl  Goldmark,  Jr.,  New  York 


Miscellaneous  Business 

Disaster  Medical  Care 
Nursing  Education 
Medicine  and  Religion 
Liaison  with  National  Aeronautics 
and  Space  Administration 
Ezra  A.  Wolff,  Queens,  Chairman 
Guy  F.  Robbins,  New  York 
Francis  J.  Loperfido,  Bronx 
Robert  Blum,  Erie,  Section  on  Internal 
Medicine 

Reid  R.  Heffner,  Westchester 


Sergeant  -at  - Arms 

Armand  J.  D’Errico,  Fulton,  Chairman 
Francis  A.  Stephens,  Albany 
Martin  Markowitz,  Kings 
Walter  Einhorn,  Bronx 
Thomas  S.  Cotton,  Steuben 
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1965  HOUSE  OF  DELEGATES 


Instructions  from  1964  House 


Resume  of  instructions  of  the  1964  House  of  Delegates  and  actions  thereon 
by  the  Council , Board  of  Trustees , and  Officers. 


Question  of  Recognizing  M.D.  Degree  of  a 
Doctor  of  Osteopathy  (Sections  183,270). 

The  House  of  Delegates  referred  to  the  Council 
the  problem  of  integrating  resolution  64-24, 
“Clarification  of  Obligation  of  County  Medical 
Societies  to  Accept  Osteopaths  as  Members,” 
as  altered  by  the  Reference  Committee  on 
Organization  and  Policies,  with  the  paragraph  of 
the  report  of  the  Reference  Committee  on 
Reports  of  Officers  A which  reads: 

“We  agree  with  the  executive  vice-president 
that  the  time  for  action  has  come  to  meet  this 
problem  wherein  an  osteopath  can  call  him- 
self a doctor  of  medicine  without  having  gone 
to  medical  school — all  this  through  a legal 
opinion  by  the  State  Education  Department. 
. . . your  reference  committee  strongly  rec- 
ommends that,  if  legally  practicable,  im- 
mediate legal  action  be  taken  to  seek  redress 
against  these  opinions  and  respectfully  re- 
quests the  Council  to  implement  this  recom- 
mendation.” 

At  its  meeting  on  February  13,  1964,  the 
Council  referred  the  problem  of  integrating 
the  two  actions  to  the  Commission  on  Public 
and  Professional  Affairs,  with  instructions  to 
report  at  the  Council  meeting  on  March  19. 
It  was  understood  that  Mr.  Martin  would 
continue  to  investigate  and  pass  on  information 
to  the  committee.  At  the  March  Council  meet- 
ing the  Commission  reported  that  data  were 
being  collected,  that  legal  action  would  not  be 
successful  unless  a very  convincing  case  were 
presented,  and  that  more  time  and  effort  were 
needed  before  a decision  was  reached.  The 
Council  therefore  voted 

“that,  in  view  of  the  fact  that  there  is  a good 
deal  of  doubt  as  to  the  legality  of  osteopaths 
having  this  kind  of  degree  being  recognized 
as  M.D.’s  and  in  view  of  the  fact  that  this 
matter  is  to  be  considered  again  by  the  Board 
of  Regents,  no  men  in  this  category,  having 
received  M.D.  degrees  by  correspondence, 
be  accepted  in  the  State  Society  until  this 
matter  has  been  definitely  settled  by  the 
courts;  and  that  the  dues  of  any  we  have 
accepted  be  returned  to  the  county,  based 
on  the  fact  that,  since  the  A.M.A.  has  not 

Sections  referred  to  are  from  the  Minutes  of  the  House  of 
Delegates  of  the  1964  Annual  Meeting,  as  published  in  the 
New  York  State  Journal  of  Medicine,  June  1,  1964, 
pages  1345  through  1556. 


accepted  money  for  such  men  for  A.M.A. 
dues,  we  cannot  accept  money  for  the  State 
Society  dues.” 

This  action  was  reported  to  the  county  medi- 
cal societies  on  April  24,  1964.  On  June  11, 
1964,  on  recommendation  of  the  Commission, 
the  Council  adopted  the  following  statement: 
“It  is  the  sense  of  this  Council  that  active 
membership  in  this  Society  be  limited  to 
graduates  of  recognized  medical  schools  who 
have  completed  not  less  than  four  satisfactory 
courses  of  at  least  eight  months  each  in  a 
medical  school  in  this  country  or  Canada 
registered  as  maintaining  at  the  time  a stand- 
ard satisfactory  to  the  Department  of  Educa- 
tion or  in  a medical  school  in  a foreign  country 
maintaining  a standard  not  lower  than  that 
prescribed  for  medical  schools  in  this  State, 
and  that  the  county  societies  amend  their 
constitutions  and  bylaws  accordingly.” 

The  secretaries  and  executive  secretaries  of 
the  component  county  medical  societies  were 
informed  of  this  action  on  August  5,  1964. 

Clarification  of  Obligation  of  County  Medi- 
cal Societies  to  Accept  Osteopaths  as  Mem- 
bers (Section  270).  This  resolution,  number 
64-24,  as  amended  by  the  Reference  Committee 
on  Organization  and  Policies,  was  referred  by 
the  House  of  Delegates  to  the  Council  for  in- 
tegration with  the  action  taken  on  the  para- 
graph dealing  with  this  subject  in  the  report 
of  the  Reference  Committee  on  Reports  of 
Officers  A.  The  action  taken  is  described  in 
the  preceding  item. 

Relations  with  Osteopaths  (Section  270). 

The  House  adopted  a substitute  for  resolution 
64-17,  calling  for  establishment  of  a new  ad  hoc 
committee  to  “carry  forward  the  meaningful 
negotiations  with  the  Osteopathic  Society 
toward  adjudicating  the  differences  that  hinder 
better  relations  between  medicine  and  oste- 
opathy.” At  its  March  meeting  the  Council 
referred  this  to  the  Ad  Hoc  Joint  Committee 
with  the  Osteopathic  Society.  {See  Annual 
Reports,  Report  of  the  Ad  Hoc  Joint  Committee 
with  the  Osteopathic  Society ) 

Relations  with  Osteopaths  (Section  302). 

The  House  adopted  a reference  committee 
recommendation  that  closer  and  friendlier 
liaison  be  established  and  that  joint  meetings 
be  continued  with  the  osteopaths.  The  ref- 
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erence  committee  stated,  “While  these  negotia- 
tions are  taking  place,  all  problems  of  ethics 
must  be  resolved  at  the  local  county  society 
level.”  At  the  March  meeting  of  the  Council, 
this  was  referred  to  the  Joint  Committee  with 
the  Osteopathic  Society.  (See  Annual  Reports, 
Ad  Hoc  Joint  Committee  with  the  Osteopathic 
Society) 

Quackery  Congress  (Section  181).  The 
House  endorsed  the  recommendation  of  the 
president-elect  that  the  Society  organize  a 
New  York  State  Congress  on  Quackery.  The 
Council  referred  this  in  March  to  the  Commis- 
sion on  Public  and  Professional  Affairs.  At 
its  June  meeting  the  Council  received  the  rec- 
ommendation of  the  Commission  that  three 
such  congresses  be  held;  the  Council  voted 
instead  that  two  be  held,  one  in  New  York 
City  and  one  upstate,  subject  to  the  amount  of 
appropriation  approved  by  the  Budget  Com- 
mittee. In  September  the  Committee  on 
Public  Relations  stated  that  the  New  York 
City  Quackery  Congress  would  be  held  in 
January,  1965,  and  that  the  minimum  cost 
would  be  $5,000.  It  was  understood  that  the 
question  of  financing  two  congresses  would  be 
decided  by  the  Budget  Committee  on  Novem- 
ber 5,  1964.  (See  Annual  Reports,  Council 
Committee  on  Public  Relations) 

Chiropractors — Title  (Section  271).  The 

House  adopted  resolution  64-34,  as  amended 
by  the  Reference  Committee  on  Organization 
and  Policies,  and  retitled,  “Chiropractors  Not 
to  Be  Designated  Doctors  in  New  York  State,” 
calling  for  a request  by  this  Society  to  the  legal 
counsel  of  the  State  Education  Department 
that  he  abide  by  his  original  ruling  forbidding 
graduates  of  chiropractic  schools  to  use  the 
title,  “Doctor.”  This  was  referred  by  the 
Council  in  March  to  the  executive  vice-presi- 
dent. (See  Annual  Reports,  Report  of  the 
Executive  Vice-President) 

Preceptorship  Programs  (Sections  181,  301). 

The  House  approved  the  recommendations  of 
the  president-elect  that  help  and  encourage- 
ment be  given  to  preceptorship  programs  de- 
signed to  attract  physicians  to  small  communi- 
ties in  the  State.  The  Council  at  its  March 
meeting  referred  this  to  the  Committee  on 
Rural  Medical  Service.  (See  Annual  Reports, 
Council  Committee  on  Rural  Medical  Service) 

Medical  Explorer  Programs  and  Future 
Physicians  Clubs  (Section  181).  The  House 
adopted  a recommendation  of  the  Reference 
Committee  on  Reports  of  Officers  A that  the 
Council  “contact  the  guidance  counsellors  at 
the  secondary  and  college  levels  to  stress  the 
profession  of  medicine  in  their  discussions  with 
prospective  students.”  This  was  referred  at 
the  March  meeting  to  the  Committee  on  Rural 
Medical  Service.  (See  Annual  Reports,  Coun- 
cil Committee  on  Rural  Medical  Service) 

Physician  Recruitment  (Section  301).  The 

House  adopted  statements  of  the  Reference 


Committee  on  Commission  on  Medical  Services 
B urging  that  help  be  obtained  from  the  Empire 
State  Medical,  Scientific,  and  Educational 
Foundation;  that  recruitment  efforts  begin 
at  the  high  school  level,  and  that  medical  school 
deans  be  prevailed  on  to  interest  medical  stu- 
dents in  general  practice.  The  statements  also 
commended  the  Erie  County  program  of  paid 
summer  preceptorships.  This  was  referred  by 
the  Council,  at  its  March  meeting,  to  the 
Rural  Medical  Service  Committee.  (See  An- 
nual Reports,  Council  Committee  on  Rural 
Medical  Service) 

Nurses — Shortage  (Section  190).  The  House 
referred  to  the  Council  for  clarification  a resolu- 
tion, number  64-61,  entitled,  “Amelioration  of 
the  Nursing  Shortage.”  The  resolution  calls 
for  this  Society  to 

“recommend  that  the  requirement  of  declara- 
tion of  intention  of  United  States  citizenship 
be  waived  for  otherwise  qualified  foreign  grad- 
uate nurses  until  this  critical  shortage  of 
nurses  no  longer  exists.” 

At  the  March  Council  meeting  this  was  re- 
ferred to  the  Nursing  Education  Committee. 
(See  Annual  Reports,  Council  Committee  on 
Nursing  Education) 

Listings  in  Medical  Directory  of  New  York 
State  (Section  184).  The  House  directed 
that  the  executive  vice-president  and  the 
Council  make  a more  detailed  study  of  the  ques- 
tion of  restoring  the  “alumnus”  information 
in  biographic  listings  in  the  Directory  and  of  the 
proposed  practice  of  listing  former  appoint- 
ments. The  Council  referred  this  in  March  to 
the  executive  vice-president.  In  June  the  Ad 
Hoc  Committee  to  Study  the  Directory  re- 
ported that  the  listings  would  include  only  the 
following  essential  items: 

“The  physician’s  name,  his  office  address, 
telephone  number,  zip  code,  medical  school 
and  date  of  graduation,  whether  he  is  a mem- 
ber of  the  American  Boards,  fellowship  in 
American  specialty  colleges  and/or  American 
specialty  academies,  workmen’s  compensa- 
tion code  number,  and  his  current  official 
hospital  affiliations  with  governmental  and 
accredited  voluntary  and  proprietary  hospitals 
within  New  York  State.” 

This  report  was  approved  by  the  Council. 

Journal — Continuing  Loss  (Section  186). 

The  House  adopted  a statement  by  the  Ref- 
erence Committee  on  Reports  of  Officers  B 
expressing  the  feeling  “that  prompt  action 
should  be  taken  in  view  of  the  continuing  loss 
of  approximately  $40,000  a year.”  The  Coun- 
cil referred  this  in  March  to  the  Ad  Hoc  Com- 
mittee to  Study  the  Journal.  (See  Annual 
Reports,  Ad  Hoc  Committee  to  Study  the  Journal) 

Journal — Combination  with  Others  (Sec- 
tion 256).  The  House  recommended  con- 
tinuance of  investigations  of  the  possibility 
of  combining  the  New  York  State  Journal 
of  Medicine  with  others  to  form  a mid- Atlantic 
medical  journal.  This  was  referred  in  March 
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to  the  Ad  Hoc  Committee  to  Study  the  Journal. 

( See  Annual  Reports,  Ad  Hoc  Committee  to 
Study  the  Journal) 

Journal — Readership  Survey  (Section  256). 
The  House  recommended  that  a readership 
survey  of  the  New  York  State  Journal  of 
Medicine  be  conducted  by  an  outside  profes- 
sional firm.  At  its  March  meeting  the  Council 
referred  this  recommendation  to  the  Ad  Hoc 
Committee  to  Study  the  Journal  for  study  and 
report  to  the  Council.  (See  Annual  Reports; 
Ad  Hoc  Committee  to  Study  the  Journal ) 

Employed  Physicians — Protection  (Section 
284).  The  House  voted  that  a special  sub- 
committee of  the  Economics  Committee  study 
the  contractual  relations  of  physicians  with 
their  employers  since  the  problems  described 
in  resolution  63-53  (referred  to  the  Economics 
Committee  in  1963)  were  becoming  increas- 
ingly more  serious.  The  Council  referred  this 
in  March  to  the  Committee  on  Economics. 
The  committee  reported  in  April  its  feeling 
that  it  was  not  advisable  that  the  State  Society 
act  as  a bargaining  agent,  that  this  would  be 
detrimental  to  the  medical  profession  as  a whole, 
and  that  it  would  be  unwise  to  take  any  action 
at  this  time.  The  Council  voted  to  appoint 
an  ad  hoc  committee  to  study  this  matter. 
(See  Annual  Reports,  Ad  Hoc  Committee  to 
Study  Resolution  63-53 ) 

Rebating  of  Physicians’  Fees  to  Hospitals 
(Section  303).  The  House  adopted  the  state- 
ment of  the  Hospital  and  Professional  Relations 
Committee  regarding  resolution  63-19,  as  fol- 
lows: 

“If  these  funds  are  obtained  from  the  practic- 
ing physician  by  mandate  or  coercion,  this 
committee  feels  that  the  Medical  Society 
of  the  State  of  New  York  should  censor 
such  action  and  do  all  in  its  power  to  correct 
such  a condition.” 

This  was  referred  by  the  Council  in  March  to 
the  Hospital  and  Professional  Relations  Com- 
mittee. (See  Annual  Reports,  Council  Com- 
mittee on  Hospital  and  Professional  Relations) 

Pediatric  Residencies  (Section  316).  The 

House  adopted  resolution  64-74,  opposing  in 
principle  and  resolving  to  take  active  measures 
to  prevent  implementation  of  the  policy  ex- 
pressed in  a letter  from  the  New  York  City 
Commissioner  of  Hospitals,  which  stated, 
“Hospitals  without  pediatric  residency  approval 
should  not  be  taking  care  of  sick  children  at 
public  expense  and  should  refer.”  At  the 
March  Council  meeting  this  was  referred  to  the 
Hospital  and  Professional  Relations  Committee. 
(See  Annual  Reports,  Council  Committee  on 
Hospital  and  Professional  Relations) 

New  York  City  Charter  (Section  317).  The 
House  referred  to  the  Council  resolution  64-75, 
calling  for  a petition  to  the  Mayor  and  City 
Council  to  include  in  the  Charter  minimum 
standards  for  appointment  to  the  positions  of 
commissioner  of  health,  commissioner  of  hos- 
pitals, and  commissioner  of  welfare.  At  its 


March  meeting  the  Council  referred  the  resolu- 
tion to  the  First  District  Branch  for  study  and 
recommendation.  The  Council’s  request  was 
transmitted  to  the  secretary  of  the  First  District 
Branch  on  April  20,  1964. 

Continuing  Medical  Education  (Section 
247).  The  House  referred  to  the  Council 
resolution  64-44,  providing  (1)  that  this  Society 
establish  minimum  standards  for  continuous 
postgraduate  education  to  be  met  by  all  mem- 
bers, (2)  that  each  section  set  up  standards  of 
continuing  education  for  its  own  members,  and 
(3)  that  a similar  resolution  be  introduced  at 
the  next  meeting  of  the  A.M.A.  House  of 
Delegates.  At  the  March  Council  meeting  this 
was  referred  to  the  Committee  on  Public  Health 
and  Education,  to  the  section  chairmen,  and  to 
our  delegates  to  the  American  Medical  Associa- 
tion. 

The  report  of  the  Subcommittee  on  Continu- 
ing Education  to  the  July  meeting  of  the  Public 
Health  and  Education  Committee  with  repre- 
sentatives of  the  subcommittees  and  of  the  New 
York  State  Department  of  Health  stated  that 
the  resolution  had  been  referred  to  Dr.  Green- 
ough  and  to  the  various  sections  “for  implemen- 
tation.” The  subcommittee  stated,  “This  calls 
for  the  setting  up  of  standards  for  continuing 
education  by  each  Section.”  The  minutes 
of  the  July  meeting  were  included  in  the  report 
of  the  Public  Health  and  Education  Committee 
to  the  Council  in  September.  A similar  resolu- 
tion was  introduced  in  the  A.M.A.  House  of 
Delegates  by  the  New  York  delegation.  (See 
Annual  Reports,  New  York  A.M.A.  Delegation 
and  Council  Committee  on  Public  Health  and 
Education) 

Prize  Essays  (Section  258).  The  House  of 
Delegates  voted  that  award  of  the  Merit  H. 
Cash  prize  and  the  Lucien  Howe  prize  should 
be  limited  to  medical  students,  interns,  residents, 
and  graduate  fellows  in  institutions  located 
within  New  York  State.  The  House  also 
voted  to  publicize  the  prize  essay  competition 
by  appointing  the  directors  of  medical  education 
in  hospitals  where  available  and,  otherwise, 
other  physicians  to  inform  young  physicians 
fully  about  the  awards  and  to  take  responsi- 
bility for  the  project.  These  actions  were  re- 
ferred by  the  Council  in  March  to  the  Division 
of  Scientific  Activities. 

District  Branches — Enlarged  Function 
(Section  260).  The  House  suggested  that 
county  medical  societies,  particularly  small 
ones,  transfer  some  of  their  activities  to  the 
district  branches  and  that  such  transfer  might 
prove  valuable,  specifically  in  the  fields  of 
grievance,  legislation,  and  public  health.  At 
the  March  Council  meeting  this  was  referred 
to  the  Planning  Committee  for  Medical  Policies. 
(See  Annual  Reports,  Planning  Committee  for 
Medical  Policies) 

Malpractice  Insurance  Group  Plan — Pre- 
miums, Rates,  and  Policy  Changes  (Sec- 
tion 209).  The  House  approved  recom- 
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mendations  of  the  Malpractice  Insurance  and 
Defense  Board,  as  follows:  (1)  that,  instead 

of  adopting  the  policy  of  charging  an  additional 
amount  for  each  suit  filed,  for  each  claim 
settled  for  more  than  a nominal  amount,  and 
for  each  substantial  unit  of  over-all  payment 
made,  the  present  procedure  of  Board  considera- 
tion of  individual  records  be  continued;  (2) 
that,  in  cases  where  it  believes  special  individual 
rates  are  indicated,  the  Board  be  authorized 
to  approve  insurance  within  the  program  to  be 
written  at  such  rates  as  may  be  agreed  on  by 
the  insured  and  the  Company  and  approved  by 
the  New  York  State  Insurance  Department; 
(3)  that  the  Board  be  authorized  to  submit 
recommendations  as  to  changes  in  rates  and 
policy  provisions  to  the  Council  rather  than  to 
the  House  of  Delegates  and  that  the  Council 
take  action  on  all  matters  relating  to  Mal- 
practice Insurance  and  Defense  “in  accordance 
with  the  usual  procedure  followed  when  the 
House  of  Delegates  is  not  in  session.” 

This  was  presented  to  the  Council  at  its 
March  meeting  and  was  accepted  as  informa- 
tion. 

Lien  Law  (Section  214).  The  House  adopted 
a reference  committee  recommendation  that 
the  opinion  of  the  medical  members  of  the 
Joint  Committee  with  the  Bar  Association 
regarding  a lien  law  be  implemented.  The 
opinion  of  the  medical  members,  amended  by 
the  reference  committee,  was:  “that  a phy- 

sician or  surgeon  should  have  a lien  on  any 
recovery  in  personal  injury  action  cases  since, 
in  such  cases,  the  plaintiff  both  alleges  and  seeks 
to  prove,  as  an  element  of  damage,  the  reason- 
able value  of  services  rendered  by  the  physician 
or  surgeon  in  the  treatment  of  these  injuries. 
The  amount  of  such  lien,  however,  should  be 
subject  to  either  the  determination  of  the  court 
or  the  amount  that  is  usual  and  customary  for 
comparable  services  in  that  locality.” 

At  its  March  meeting  the  Council  referred 
this  to  the  State  Legislation  Committee.  At 
the  September  meeting  the  committee  urged 
the  Council  to  establish  a committee  to  consult 
with  representatives  of  the  insurance  industry 
of  the  State  and  with  the  State  Bar  Association 
in  order  to  agree  on  possible  legislation  in  this 
field.  ( See  Annual  Reports,  Council  Committee 
on  State  Legislation ) 

Establishment  of  Multicounty  Districts  for 
State  Health  Planning  (Section  291).  The 

House  referred  resolution  64-39  to  the  Council 
for  further  study.  The  resolution  called  on 
this  Society  to  urge  the  Governor  to  establish 
common,  multicounty  districts  for  planning 
in  the  areas  of  health,  mental  health,  welfare, 
and  education.  It  also  called  on  the  Society 
to  urge  voluntary  groups  such  as  Blue  Cross  and 
Blue  Shield  to  make  their  districts  coincide 
with  the  common  districts  of  the  various  de- 
partments of  the  State  government  when  such 
common  districts  are  formed.  The  formation 
of  such  districts  for  departments  of  the  State 
government  would  necessarily  precede  any 
attempt  on  the  part  of  voluntary  agencies  to 


establish  districts  conforming  to  thos  ? of  the 
government  departments.  Accordingly  the 
Council,  at  its  March  meeting,  referred  this 
resolution  first  to  the  Committee  on  Public 
Health  and  Education  for  action.  ( See  A nnual 
Reports,  Council  Committee  on  Public  Health 
and  Education ) 

Mental  Hygiene  Fee  Schedule  (Section  246). 
The  House  adopted  and  referred  to  the  Council 
for  implementation  resolution  64-28,  “Fee 
Schedule  for  Consultants  to  New  York  State 
Department  of  Mental  Hygiene.”  The  resolu- 
tion instructs  “the  appropriate  committee” 
to  call  the  attention  of  the  Commissioner  of 
Mental  Hygiene  to  the  fact  that  the  fees  paid, 
consultants  to  mental  hygiene  institutions  are 
lower  than  fees  paid  by  the  Welfare  Department, 
so  that  fees  may  be  “adjusted  to  modern  con- 
temporary levels,”  that  is,  to  the  level  of  Work- 
men’s Compensation  fees,  as  originally  in- 
tended. At  its  April  meeting  the  Council 
referred  this  to  the  Public  Health  and  Educa- 
tion Committee  for  implementation.  (See  An- 
nual Reports,  Council  Committee  on  Public 
Health  and  Education ) 

Refutation  of  Adverse  Publicity  (Section 
201).  The  House  adopted  resolution  64-11, 
authorizing  the  use  of  paid  advertising  to 
correct  any  inaccurate  and  injurious  publicity 
against  the  medical  profession.  In  March  the 
Council  referred  this  to  the  Public  Relations 
Committee  and  to  the  Budget  and  Finance  Com- 
mittee. ( See  Annual  Reports,  Council  Com- 
mittee on  Budget  and  Finance  and  Council 
Committee  on  Public  Relations ) 

Headquarters  Location — Removal  to  Al- 
bany (Section  189).  The  House  suggested 
to  the  Council  that  resolution  64-2  be  referred 
to  the  Ad  Hoc  Committee  for  Our  Own  Build- 
ing. At  the  March  meeting  the  Council  referred 
it  to  that  committee.  The  committee  reported 
in  June  that  it  considered  such  a move  unwise 
and  impractical.  The  Council  accordingly 
voted  to  disapprove  resolution  64-2. 

Secretary’s  Disposition  of  Instructions  of 
the  1964  House  of  Delegates. 

A.  Recommendations  of  Officers,  Com- 
mittees, and  Reference  Committees: 

1.  (Section  284)  The  House  adopted  the 
recommendations  of  the  Economics  Committee 
regarding  a relative  value  scale,  and  the  chair- 
man of  the  committee  has  been  so  informed. 
(See  Annual  Reports,  Council  Committee  on 
Economics) 

2.  (Section  284)  The  House  also  adopted 
the  Economics  Committee’s  recommendation 
that  a change  in  the  fee  for  complete  ventilation 
studies  be  considered  at  the  time  of  renewal 
of  the  Medicare  contract,  and  the  chairman  has 
been  so  informed.  (See  Annual  Reports,  Coun- 
cil Committee  on  Economics) 

3.  (Section  286)  The  House  directed  that 
a letter  be  sent  to  the  New  York  State  Com- 
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missioner  of  Social  Welfare  urging  action  on 
the  revision  of  Book  5 to  make  the  welfare  fee 
schedule  equal  to  the  Workmen’s  Compensation 
fee  schedule.  These  instructions  were  trans- 
mitted to  the  chairmen  of  the  Economics  Com- 
mittee and  of  the  Public  Medical  Care  Sub- 
committee. ( See  Annual  Reports,  Council  Com- 
mittee on  Economics  and  Subcommittee  on  Public 
Medical  Care) 

4.  (Section  284)  The  Economics  Com- 
mittee has  been  informed  also  of  the  direction 
of  the  House  that  a study  be  undertaken  of  the 
adequacy  of  the  fee  of  $8.00  allowed  for  initial 
examination  of  an  applicant  under  the  State 
Education  Department’s  rehabilitation  program. 
(See  Annual  Reports,  Council  Committee  on 
Economics ) 

5.  (Section  284)  The  chairmen  of  the 
Economics  Committee  and  of  the  Committee 
on  Medical  Care  Insurance  have  been  informed 
of  the  instructions  of  the  House  that  the  State 
Society  encourage  its  members,  when  treating 
patients  under  the  New  York  65  Plan,  to  abide 
by  Blue  Shield  fees  for  income  levels  where 
applicable.  (See  Annual  Reports,  Council  Com- 
mittee on  Economics  and  Council  Committee 
on  Medical  Care  Insurance ) 

6.  (Section  287)  The  chairman  of  the 
Medical  Care  Insurance  Committee  has  been 
informed  of  the  concurrence  of  the  House  of 
Delegates  with  its  recommendations  regarding 
the  duties  of  the  Blue  Shield  plans,  the  county 
medical  societies,  and  the  State  Society’s 
Medical  Care  Insurance  Committee  in  cases 
where  serious  trouble  or  disagreement  occurs 
between  participating  physicians  and  an  in- 
surance plan. 

7.  (Section  287)  Approval  by  the  House 
of  Delegates  of  the  seven  Blue  Shield  plans  in 
New  York  State  has  been  reported  to  the  Medi- 
cal Care  Insurance  Committee. 

8.  (Section  288)  The  Medical  Care  In- 
surance Committee  has  been  informed  of  the 
action  of  the  House  recommending  that  mem- 
bers of  the  Society  use  only  the  standardized 
Health  Insurance  Council  form  or  some  suitable 
modification  of  it  and  that  the  Health  Insurance 
Council  be  requested  to  provide  forms  in  dupli- 
cate with  carbon  paper  inserts.  (See  Annual 
Reports,  Council  Committee  on  Medical  Care 
Insurance) 

9.  (Section  298)  The  House  voted  that 
positive  action  should  be  taken  regarding  “old 
cases,”  “closed  cases,”  and  “third  party  cases” 
under  the  Workmen’s  Compensation  Law. 
This  information  was  transmitted  to  the 
Workmen’s  Compensation  Committee.  (See 
Annual  Reports,  Council  Committee  on  Work- 
men’s Compensation) 

10.  (Section  228)  The  House  adopted  a 
reference  committee  report  which  “noted” 
the  proposal  of  the  Subcommittee  on  Physical 
Medicine  and  Rehabilitation  that  “county 
societies  be  urged  to  support  a proposed  bill 
amending  the  Education  Law  in  relation  to 
temporary  permits  for  the  practice  of  physio- 
therapy” and  which  approved  their  action. 
This  has  been  transmitted  to  the  Committee 


on  State  Legislation.  (See  Annual  Reports, 
Council  Committee  on  State  Legislation) 

11.  (Section  262)  The  House  recom- 
mended that,  in  the  future,  signed  editorials 
in  the  New  York  State  Journal  of  Medicine 
be  listed  as  guest  articles  and  not  as  editorials. 
The  editor  was  informed  of  this  action. 

12.  (Section  198)  The  House  adopted  a 
reference  committee  report  approving  the  ac- 
tions reported  by  the  Public  Relations  Com- 
mittee and  the  inclusion  in  their  1964  program 
of  “closer  liaison  with  county  medical  societies 
through  regional  representatives  and  enlarge- 
ment and  improvement  of  the  State  Society’s 
Speakers’  Bureau.”  The  Public  Relations 
Committee  and  the  Communications  Division 
were  informed  of  this. 

13.  (Section  212)  The  House  adopted  also 
a reference  committee  statement  agreeing  with 
the  report  of  the  chairman  of  the  Special  Com- 
mittee on  Autopsy  and  the  Dead  Human  Body 
and  urging  its  implementation;  the  report  in 
question  concludes: 

“It  would  seem  desirable  that  this  new 
interpretation  (of  the  law  regarding  consent 
for  autopsy)  be  publicized  throughout  the 
State  for  the  guidance  of  hospitals  and  pa- 
thologists.” 

The  attention  of  the  Communications  Divi- 
sion and  of  the  editor  of  the  New  York  State 
Journal  of  Medicine  was  drawn  to  this 
report.  (See  Annual  Reports,  Special  Com- 
mittee on  Autopsy  and  the  Dead  Human  Body) 

14.  (Section  257)  Mr.  Wesley  Draper 
was  informed  of  the  action  of  the  House  com- 
mending him  for  his  able  assistance  throughout 
the  process  of  contracting  to  combine  the  library 
of  the  Kings  County  Medical  Society,  the 
Brooklyn  Academy  of  Medicine,  and  the  Medi- 
cal Society  of  the  State  of  New  York  with 
that  of  the  Downstate  Medical  Center. 

15.  (Section  259)  The  House  voted  to 
recommend  that  at  all  levels,  especially  that 
of  the  county  medical  society,  efforts  be  made 
to  have  the  physician  return  readership  survey 
inserts  by  advertisers  in  the  Journal  and  What 
Goes  On.  This  information  was  transmitted 
to  Dr.  Hammond,  Dr.  Greenough,  and  Mr. 
Beaumont. 

16.  (Section  261)  The  House  suggested 
soundproofing  between  reference  committee 
rooms,  continuous  study  of  availability  of 
hotel  facilities,  and  appointment  to  the  Guest 
Reception  Subcommittee  of  physicians  who 
are  not  delegates.  The  first  two  suggestions 
were  transmitted  to  the  Convention  Committee 
and  the  third  to  the  president. 

17.  (Section  205)  The  House  approved  the 
five  recommendations  regarding  the  Albany 
office  made  by  the  Ad  Hoc  Committee  to  Study 
Effective  Representation  in  Albany,  and  the 
chairman  of  the  Commission  on  Public  and 
Professional  Affairs  has  been  so  informed. 

18.  (Section  264)  The  New  York  State 
Association  of  Professions  has  been  notified 
of  the  action  of  the  House  urging  the  doctors 
of  medicine  in  New  York  State  to  join  that  As- 
sociation and  actively  support  its  aims. 
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B.  Resolutions  Adopted  by  the  House 
64-10  (Section  289)  “Poll  of  All  A.M.A. 
Members  Concerning  Compulsory  Social  Se- 
curity for  Self-Employed  Physicians,”  as 
amended,  was  referred  to  the  A.M.A.  delega- 
tion. (See  Annual  Reports,  New  York  State 
Delegation  to  the  American  Medical  Associa- 
tion) 

64-16  (Section  240)  “Expanding  Charge 
of  American  Medical  Association  Citizens 
Commission  on  Graduate  Medical  Education,” 
was  referred  to  the  A.M.A.  delegation.  ( See 
Annual  Reports,  New  York  State  Delegation  to 
the  American  Medical  Association) 

64-19  (Section  241)  “Amendment  to  Penal 
Law  Concerning  Reports  of  Treatment  of 
Children’s  Injuries,”  was  referred  to  the  chair- 
man of  the  Committee  on  State  Legislation. 
(See  Annual  Reports,  Council  Committee  on 
State  Legislation) 

64-20  (Section  242)  “Training  for  Psy- 
chotherapy,” was  referred  to  the  chairman  of 
the  Commission  on  Public  and  Professional 
Affairs.  (See  Annual  Reports,  Commission  on 
Public  and  Professional  Affairs) 

64-22  (Section  243)  “Reflectorized  Li- 
cense Plates  for  Accident  Prevention,”  was  re- 
ferred to  the  chairman  of  the  Committee  on 
State  Legislation  and  was  transmitted  by  him 
to  Senator  Speno. 

64-23  and  64-33  (Section  244)  both  en- 
titled, “Control  and  Use  of  Hypnosis,”  were 
transmitted  to  the  chairman  of  the  Committee 
on  State  Legislation.  (See  Annual  Reports, 
Council  Committee  on  State  Legislation) 

64-26  (Section  245)  “Specialists  Roster 
of  New  York  State  Department  of  Health,” 
as  rewritten  by  the  Reference  Committee 
on  Scientific  Activities  and  Publications  A, 
was  referred  to  the  Committee  on  Public  Health 
and  Education.  (See  Annual  Reports,  Council 
| Committee  on  Public  Health  and  Education) 

64-27  (Section  203)  “Assistance  to  New 
' York  State  Medical  Assistants  Association,” 
j as  amended,  was  transmitted  to  the  Medical 
* Assistants  Association,  the  Communications 
Division,  and  the  secretaries  of  the  county 
i medical  societies. 

64-31  (Section  204)  “Control  and  Super- 
vision of  Clinical  Laboratories,”  was  transmit- 
ted to  the  chairman  of  the  State  Legislation 
i committee.  (See  Annual  Reports,  Council  Com- 
j mittee  on  State  Legislation) 

64-50  (Section  305)  “Recognition  of  Fif- 
, tieth  Anniversary  of  the  New  York  State  Work- 
men’s Compensation  Law,”  was  transmitted 
to  the  Governor  and  to  the  Chairman  of  the 
Workmen’s  Compensation  Board. 

64-52  (Section  314)  “Two-Year  Intern- 
ships for  American  Medical  Students,”  was 
i referred  to  the  A.M.A.  delegation.  (See  An- 
i nual  Reports,  New  York  State  Delegation  to  the 
American  Medical  Association) 

64-59  (Section  208)  “Medical  Assistance 
for  the  Aged,”  as  revised  and  retitled  by  the 
Reference  Committee  on  Public  and  Profes- 
sional Affairs,  was  transmitted  to  the  chairman 
| of  the  Commission  on  Public  and  Professional 


Affairs,  the  chairman  of  the  Committee  on  Fed- 
eral Legislation,  the  President  of  the  United 
States,  the  41  congressmen  and  the  two  U.S. 
senators  from  New  York,  all  members  of  the 
House  Ways  and  Means  Committee,  the  Gov- 
ernor of  this  State,  and  the  58  senators  and  150 
assemblymen  of  the  New  York  State  Legisla- 
ture. (See  Annual  Reports,  Council  Committee 
on  Federal  Legislation) 

64-60  (Section  250)  “Smoking  and  the 
Adolescent,”  as  amended  was  referred  to  the 
Committee  on  Public  Health  and  Education. 
(See  Annual  Reports,  Council  Committee  on 
Public  Health  and  Education) 

64-62  (Section  294)  “Extension  of  Time 
Limit  for  Reporting  Treatment  of  Welfare 
Cases,”  has  been  transmitted  to  the  Public 
Medical  Care  Subcommittee.  The  subcom- 
mittee reported  to  the  Council  in  April  that  a 
project  is  being  tried  out  in  a few  counties 
which  would  eliminate  the  need  for  the  five-day 
limit.  If  successful,  it  would  be  extended  to  all 
parts  of  the  State  except  New  York  City.  The 
subcommittee  wished  “to  go  on  record  that 
having  prior  authorization  should  also  apply 
to  MAA  cases.”  (See  Annual  Reports,  Sub- 
committee on  Public  Medical  Care) 

64-64  (Section  251)  “Approval  of  Bills 
to  Encourage  Scholarships  for  Medical  Stu- 
dents,” was  referred  to  the  chairman  of  the 
Committee  on  State  Legislation.  (See  Annual 
Reports,  Council  Committee  on  State  Legislation) 
64-65  (Section  273)  “Section  on  Internal 
Medicine,”  was  referred  to  the  chairman  of  the 
Scientific  Program  Subcommittee. 

64-66  (Section  252)  “Physical  Exami- 
nation for  Driver  Licensure,”  was  transmitted 
to  Senator  Speno  and  to  the  chairman  of  the 
Committee  on  State  Legislation.  (See  Annual 
Reports,  Council  Committee  on  State  Legislation) 
64-68  (Section  296)  “Increase  in  Ceiling 
for  MAA  Recipients,”  as  revised,  was  referred 
to  the  A.M.A.  delegation  and  was  transmitted 
to  the  chairman  of  the  Committee  on  State 
Legislation,  the  chairman  of  the  Commission 
on  Public  and  Professional  Affairs,  the  Governor, 
the  members  of  the  State  Legislature,  Commis- 
sioner Wyman  of  the  New  York  State  Depart- 
ment of  Social  Welfare,  and  Commissioner 
Dumpson  of  the  New  York  City  Department 
of  Welfare.  At  the  April  Council  meeting  the 
Public  Medical  Care  Subcommittee  reported 
passage  and  signature  of  the  Curran-Johnson 
Bill,  increasing  ceilings  for  an  individual  from 
$1,800  to  $1,900  and  for  a couple  from  $2,600  to 
$2,750.  (See  Annual  Reports,  Council  Com- 
mittee on  State  Legislation  and  Subcommittee 
on  Public  Medical  Care) 

64-29  (Section  217)  “Support  of  Legis- 
lation Introduced  by  the  Law  Revision  Com- 
mission Relating  to  Laws  Governing  Autopsies 
and  Donations  of  Bodies  and  Parts  Thereof,” 
was  transmitted  to  the  State  Legislation  Com- 
mittee. (See  Annual  Reports,  Council  Com- 
mittee on  State  Legislation) 

64-70  (Section  218)  “Support  of  Legis- 
lation Introduced  by  the  Law  Revision  Com- 
mission Relating  to  Offices  of  Coroner  and  Medi- 
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cal  Examiner,”  as  amended,  was  transmitted 
to  the  Committee  on  State  Legislation.  (See 
Annual  Reports,  Council  Committee  on  State 
Legislation ) 

64-71  (Section  315)  “Creation  of  a Con- 
trol Utilizing  City  Hospital  at  Elmhurst  for 
Comparison  with  Present  Experimental  Affilia- 
tions of  Municipal  Hospitals  with  Voluntary 
Institutions  and  Medical  Colleges,”  and  64-78 
(Section  315)  “City  Hospital  at  Elmhurst; 
Medical  Board,”  were  sent  to  the  chairman  and 
the  secretary  of  the  Coordinating  Council,  the 
Mayor,  the  Commissioner  of  Hospitals,  the 
members  of  the  Board  of  Hospitals,  the  mem- 
bers of  the  Board  of  Estimate,  and  the  members 
of  the  City  Council. 

64-72  (Section  253)  “Revision  of  Medi- 


cal Practice  Act,”  as  amended,  was  referred  to 
the  chairman  of  the  Commission  on  Public  and 
Professional  Affairs.  (See  Annual  Reports, 
Commission  on  Public  and  Professional  Af- 
fairs) 

64-77  (Section  254)  “Fitting  of  Contact 
Lenses  by  Qualified  Ophthalmic  Dispensers,” 
was  referred  to  the  chairman  of  the  State 
Legislation  Committee.  (See  Annual  Reports, 
Council  Committee  on  State  Legislation ) 

(Section  194)  A substitute  for  resolutions 
64-14,  64-29,  64-30,  64-36,  and  64-51  on  the 
subject  of  “Civil  Rights”  was  transmitted  to 
the  Communications  Division  and  to  the  A.M.A. 
delegation.  (See  Annual  Reports,  New  York 
State  Delegation  to  the  American  Medical  As- 
sociation) 
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1965  HOUSE  OF  DELEGATES 


Reports  to  House 


Nominating  Committee 

To  the  House  of  Delegates,  Gentlemen: 

In  accordance  with  Chapter  XI,  Section  4, 
of  the  Bylaws  of  the  Medical  Society  of  the 
State  of  New  York,  the  Nominating  Com- 
mittee met  at  the  Cornell  Club,  105  East  50th 
Street,  New  York  City,  on  Thursday,  October 
22, 1964,  at  5:10  p.m. 

Present  were  the  following: 

First  District — William  L.  Wheeler,  Jr.,  M.D., 
New  York,  Chairman 

Second  District — Raymond  F.  Smith,  M.D., 
Nassau 

Third  District — Frederic  W.  Holcomb,  Sr., 
M.D.,  Ulster 

Fourth  District — Arthur  Q.  Penta,  M.D.,  Sche- 
nectady 

Fifth  District — Edward  C.  Hughes,  M.D., 
Onondaga 

Sixth  District — C.  Stewart  Wallace,  M.D., 
Tompkins 

Seventh  District — Charles  R.  Mathews,  M.D., 
Monroe 

Eighth  District— Walter  S.  Walls,  M.D.,  Erie 
Ninth  District — Reid  R.  Heffner,  M.D.,  West- 
chester 

Member-at-large — Leo  S.  Drexler,  M.D.,  Kings 
Member-at-large — Harry  H.  Epstein,  M.D., 
Queens 


Ex  officio— Walter  T.  Heldmann,  M.D.,  Rich- 
mond 

Ex  officio — Henry  I.  Fineberg,  M.D.,  Queens 

In  response  to  a memorandum  of  September 
4,  1964,  the  following  district  branches  and 
county  societies  submitted  suggestions  as  to 
persons  to  be  nominated:  First  District  Branch; 
Seventh  District  Branch;  Medical  Societies  of 
the  Counties  of  Oneida,  Herkimer,  Madison, 
and  Chenango;  Bronx  County  Medical  Society; 
Broome  County  Medical  Society;  Onondaga 
County  Medical  Society;  Richmond  County 
Medical  Society;  Suffolk  County  Medical 
Society;  Medical  Societies  of  the  Counties  of 
Clinton,  Delaware,  Dutchess,  Erie,  Kings,  Mon- 
roe, New  York,  Otsego,  Queens,  St.  Lawrence, 
Schenectady,  and  Tompkins.  These  sugges- 
tions were  discussed  by  the  committee  on 
October  22,  and  nominees  were  chosen  from 
among  the  names  presented.  An  additional 
suggestion  from  the  Suffolk  County  Medical 
Society  was  received  on  October  23,  the  day 
after  the  meeting. 

As  decided  at  the  meeting,  the  committee 
nominates  the  following  candidates  for  election 
on  February  18, 1965: 


President — Waring  Willis,  M.D.,  Westchester 
President-Elect — James  M.  Blake,  M.D.,  Schenectady 
Vice-President — Sol  Axelrad,  M.D.,  Queens 

Secretary— Walter  T.  Heldmann,  M.D.,  Richmond 
Assistant-Secretary — Philip  D.  Allen,  M.D.,  New  York 

Treasurer — Samuel  Z.  Freedman,  M.D.,  New  York 
Assistant  Treasurer — Thomas  F.  McCarthy,  M.D.,  Bronx 

Speaker — Frederick  A.  Wurzbach,  Jr.,  M.D.,  Bronx 
Vice-Speaker — E.  Dean  Babbage,  M.D.,  Erie 
Councillors  ( four  for  three  years)— Charles  M.  Brane,  M.D.,  Westchester 

George  J.  Lawrence,  Jr.,  M.D.,  Queens 
Edward  Siegel,  M.D.,  Clinton 
C.  Stewart  Wallace,  M.D.,  Tompkins 
Trustees  ( one  for  five  years ) — Norman  S.  Moore,  M.D.,  Tompkins 
Planning  Committee  M ember - 

at-Large  ( one  for  two  years ) — Renato  J.  Azzari,  M.D.,  Bronx 

Delegates  to  the  American  Medical  Association  ( thirteen  delegates  and  thirteen  alternates  for  two 

years  commencing  January  1,  1966): 
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Renato  J.  Azzari,  M.D.,  Bronx 
E.  Dean  Babbage,  M.D.,  Erie 
James  M.  Blake,  M.D.,  Schenectady 
George  A.  Burgin,  M.D.,  Herkimer 
John  J.  Clemmer,  M.D.,  Albany 
Ralph  S.  Emerson,  M.D.,  Nassau 
Irving  L.  Ershler,  M.D.,  Onondaga 
Leo  E.  Gibson,  M.D.,  Onondaga 
Harry  Golembe,  M.D.,  Sullivan 
James  Greenough,  M.D.,  Otsego 
Walter  T.  Heldmann,  M.D.,  Richmond 
Milton  Helpern,  M.D.,  New  York 
George  Himler,  M.D.,  New  York 

The  thirteen  nominees  who  receive  the  largest 
number  of  votes  will  be  delegates;  the  second 
thirteen  will  be  alternates. 


R.  Scott  Howland,  M.D.,  Chemung 
Edward  C.  Hughes,  M.D.,  Onondaga 
Warren  A.  Lapp,  M.D.,  Kings 
George  J.  Lawrence,  Jr.,  M.D.,  Queens 
Charles  R.  Mathews,  M.D.,  Monroe 
Norman  S.  Moore,  M.D.,  Tompkins 
Irving  M.  Pallin,  M.D.,  Kings 
Arthur  Q.  Pent  a,  M.D.,  Schenectady 
Bernard  J.  Pisani,  M.D.,  New  York 
William  B.  Rawls,  M.D.,  New  York 
Solomon  Schussheim,  M.D.,  Kings 
Edward  F.  Shea,  M.D.,  Ulster 
Philip  M.  Standish,  M.D.,  Ontario 

Respectfully  submitted, 

William  L.  Wheeler,  Jr.,  M.D.,  Chairman 
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1965  HOUSE  OF  DELEGATES 


Reports  of  Officers  A 


President 


To  the  House  of  Delegates,  Gentlemen: 

In  preparing  this  report  in  early  November, 
it  seems  hardly  possible  that  my  term  of  office 
has  only  three  and  a half  months  to  go. 

This  has  been  a busy  and,  I hope,  a productive 
year.  The  change  of  date  of  our  annual  meet- 
ing from  May  to  February  has  given  me  con- 
siderable opportunity  to  attend  State  Society 
functions  before  the  summer  months  of  July 
and  August.  Since  September,  however,  the 
tempo  of  meetings  has  increased  considerably, 
and  it  has  sometimes  been  difficult  to  be  present 
at  all  committee  meetings.  In  this  connec- 
tion, because  of  the  continued  press  of  State 
Society  business,  it  may  be  necessary  next  year 
to  hold  executive  committee  meetings  during 
the  summer  months. 

Looking  back  over  the  year,  I am  particularly 
impressed  by  the  advances  we  have  made  in  the 
matter  of  communications  between  the  main 
office  in  New  York  City,  the  county  societies, 
and,  particularly,  the  individual  members  of 
our  Society.  This  has  been  realized  through 
the  regional  meetings. 

Regional  Meetings.  A pilot  meeting  of 
this  type  was  held  last  year  in  the  Buffalo  area 
and  was  so  successful  that  five  were  scheduled 
for  this  year.  Regional  meetings  have  already 
been  held  in  Syracuse,  Saranac  Lake,  Albany, 
and  Batavia.  The  final  one  will  be  held  in 
Westchester  County  before  this  report  goes  to 
press. 

The  purpose  of  these  conferences  is  to  bring 
together,  face  to  face,  representatives  of  the 
county  medical  societies  and  the  officers  of  your 
State  Medical  Society.  During  these  meetings 
we  discuss  problems  of  mutual  concern  and  try 
to  arrive  at  some  practical  solutions.  These 
proceedings  are  kept  on  a most  informal  basis, 
and  it  has  been  a great  source  of  satisfaction 
to  me  to  have  so  many  individuals  take  part. 
The  great  success  of  these  meetings  is  largely 
due  to  the  dedicated  work  of  our  Communica- 
tions Division,  its  regional  representatives, 
and  C.  Stewart  Wallace,  M.D.,  chairman  of  our 
Public  Relations  Committee. 

Newsletter.  Another  notable  contribution  to 
better  communications  has  been  the  monthly 
newsletter,  News  of  New  York.  This  is  without 
question  one  of  the  most  remarkable  information 
pieces  produced  by  our  Society.  Now  enlarged 
to  eight  pages,  it  provides  solid,  comprehensive, 
coverage  of  State,  county,  legislation,  and  re- 
lated news  in  crisp,  readable  style.  We  have 


reason  to  believe  it  is  being  read  by  most  of  our 
physicians. 

District  Branches.  It  has  been  my  privilege 
to  attend  most  of  the  district  branch  meetings. 
It  is  a far  cry  from  the  poorly  attended  meetings 
of  only  a few  years  ago  to  the  enthusiastic  gath- 
erings of  today.  In  the  not  too  distant  past  the 
question  of  discontinuing  the  district  branches 
was  seriously  discussed.  At  present,  I am  con- 
vinced the  district  branches  are  here  to  stay  and 
will  become  again  a valuable  asset  to  the  Medi- 
cal Society  of  the  State  of  New  York.  I want  to 
thank  the  officers  of  the  district  branches  for  the 
courtesy  and  hospitality  shown  Mrs.  Burgin 
and  myself  while  attending  these  meetings. 

Legislation.  In  the  matter  of  legislation,  I 
believe  our  State  and  Federal  committees  are 
better  prepared  this  year  to  function  to  the  satis- 
faction of  all  our  physicians.  Several  meetings 
have  been  held  and  the  chairmen  of  both  com- 
mittees have  been  present  at  all  the  regional 
conferences.  Free  and  critical  discussion  has 
prevailed  and  has  been  most  helpful.  Members 
of  the  A.M.A.  Washington  staff  have  been 
present  to  give  us  detailed  information  as  to 
Federal  legislation  and  have  urged  us  to  con- 
tinue the  Spring  pilgrimage  to  Washington  to 
meet  our  senators  and  representatives  from  New 
York  State. 

Quackery.  As  you  may  remember  in  my  ad- 
dress to  the  House  of  Delegates  last  February,  I 
pointed  to  the  menace  presented  by  the  racket- 
eers of  medical  quackery,  and  called  for  an  all-out, 
unprecedented  effort  on  the  part  of  organized 
medicine  to  eradicate  this  major  malady  in  our 
State  by  exposing  the  quacks  and  their  worthless 
gadgets.  Plans  for  a State  Congress  on  Quack- 
ery, I am  happy  to  report,  are  now  firm  and 
details  will  be  forthcoming  soon  from  the  State 
Society’s  offices.  The  congress  will  serve  to 
dramatize  our  message  on  this  key  problem 
and  is  scheduled  for  April,  1965. 

Building.  Very  serious  consideration  has 
been  given  during  the  last  few  months  to  provid- 
ing the  State  Society  with  its  own  building. 
While  we  are  a voluntary,  nonprofit  organiza- 
tion, we  are  nevertheless  big  business  as  well. 
The  cost  of  maintaining  our  headquarters  in  the 
most  expensive  rent  area  in  the  world — Man- 
hattan— has  been  a matter  of  concern  to  the 
Society  administration.  The  experience  of  other 
state  and  county  societies  has  shown  that  medi- 
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cal  society  headquarters  need  not  be  located  in 
the  center  of  a city. 

An  important  consideration  here  is  the 
tendency  of  the  Internal  Revenue  Service  today 
to  look  with  distrust  at  reserve  funds  and  un- 
related income  of  nonprofit  organizations. 
In  view  of  this,  those  concerned  with  State 
Society  administration  would  prefer  to  utilize 
our  reserves  by  investing  in  our  own  building. 
The  largest  state  medical  society  in  the  country 
would  thus  be  provided  with  the  adequate 
facilities  and  space  it  needs  and  deserves,  in- 
cluding meeting  rooms,  an  auditorium,  a ref- 
erence library,  ample  grounds,  and  parking 
facilities. 

Auxiliary.  One  of  the  most  rewarding  experi- 
ences as  your  president  has  been  the  close  as- 
sociation with  the  Woman’s  Auxiliary.  Under 
the  leadership  of  Mrs.  Dominic  Pitaro,  the 
able  and  enthusiastic  president,  we  have  had  the 
able  assistance  of  a large  group  of  women  who, 
I feel,  often  expend  more  capable  understand- 
ing and  support  to  our  problems  than  we  phy- 
sicians do  ourselves.  I want  to  extend  my 
sincere  thanks  for  their  cooperation. 

State  Health  Department.  I want  to  ex- 
press my  deep  appreciation  to  Hollis  S.  Ingra- 
ham, M.D.,  Commissioner  of  Health  of  New 
York  State,  for  the  cordial  cooperation  we  have 
received  from  his  department.  Consistently  he 
has  attended  our  Council  meetings  and  given  us 
sound  advice  on  many  issues.  This  close  liaison 
has  been  exemplified  by  the  several  releases  to 
the  members  of  our  Society  signed  by  both 
the  Health  Commissioner  and  the  president  of 
the  State  Medical  Society  on  matters  of  health 
closely  related  to  all  of  us.  It  is  noteworthy 
that  in  July  a meeting  was  held  at  the  New  York 
State  Health  Department  in  Albany  comprising 
officials  of  the  Health  Department  and  the 
chairmen  of  all  the  subcommittees  under  the 
Committee  on  Public  Health  and  Education 
of  which  James  Greenough,  M.D.,  is  general 
chairman.  It  was  a revelation  to  me  to  hear 
the  sound  and  studied  reports  of  these  subcom- 
mittees and  to  realize  the  work  that  had  been 
accomplished  by  them. 


Physicians*  Home.  The  Physicians’  Home 
has  been  doing  its  usual  excellent  job,  but,  if  you 
have  read  their  recent  report,  you  will  realize 
that  more  contributions  are  essential  to  carry 
out  its  expanding  duties.  This  is  a function  of 
our  State  Society  that  every  member  should  sup- 
port to  the  limit. 

Budgets.  A matter  of  major  importance 
must  be  included  in  this  report.  Due  largely  to 
the  dedicated  effort  of  Henry  I.  Fineberg,  M.D., 
and  the  understanding  of  the  Budget  and 
Finance  Committee  we  are  operating  our  fi- 
nances in  the  black.  The  cooperation  of  all 
heads  of  divisions,  our  comptroller,  and  the 
Board  of  Trustees  has  made  this  possible,  and  I 
am  indebted  to  them  for  having  attained  this 
goal  during  my  administration. 

Conclusion.  In  conclusion,  I want  to  ex- 
press my  gratitude  to  the  many  physicians  I 
have  met  during  my  visits  around  the  State. 
Their  courtesy  and  constructive  remarks,  I am 
sure,  reflect  their  interest  and  support  for  the 
Medical  Society  of  the  State  of  New  York. 
The  Society  is  dedicated  to  the  interests  of 
medicine,  to  its  physician  members,  and  to  the 
health  of  the  citizens  of  the  State  of  New  York. 

I should  like  to  thank  the  Council,  the  Trus- 
tees, and  the  chairmen  and  members  of  all 
committees  for  their  help  and  support  during 
my  administration.  The  members  of  the  staff 
at  headquarters  at  750  Third  Avenue  have  been 
cooperative  and  helpful  far  beyond  my  anticipa- 
tion. To  try  to  name  particular  personnel 
would  necessarily  omit  others  just  as  worthy  of 
mention. 

During  this  past  year,  perhaps  my  greatest 
asset  has  been  the  encouragement  and  advice 
so  graciously  given  by  Henry  I.  Fineberg, 
M.D.  He  always  has  been  available  to  assist 
in  decisions  and  to  raise  my  ambitions. 

My  appreciation  must  be  acknowledged  to 
Waring  Willis,  M.D.,  president-elect.  Many 
times  he  has  substituted  for  me  at  State  Society 
functions  and  performed  brilliantly.  I am 
sure  his  administration  next  year  will  be  most 
productive. 

Respectfully  submitted, 

George  A.  Burgin,  M.D.,  President 
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Secretary 


To  the  House  of  Delegates,  Gentlemen: 

The  Secretary  submits  the  following  report. 

House  of  Delegates.  Instructions  of  the 
House  of  Delegates  have  been  acted  on  by  the 
Secretary  or  referred  by  him  to  other  officers, 
committee  chairmen,  and  the  Council.  A de- 
tailed report  of  such  actions  is  given  in  the 
“Resume  of  Instructions  of  the  1964  House  of 
Delegates  and  Actions  Thereon  by  the  Council, 
Board  of  Trustees,  and  Officers.”  As  required 
by  the  Constitution  and  Bylaws,  the  Secretary 
has  kept  minutes  of  the  meeting  of  the  House  of 
Delegates.  Edited  copies  of  these  minutes  have 
been  transmitted  to  the  New  York  State 
Journal  of  Medicine’s  Editorial  Department 
for  publication  in  the  Journal. 

Council,  Executive  Committee,  and 
Board  of  Trustees.  Minutes  of  the  proceed- 
ings of  the  Council,  the  Executive  Committee, 
the  Board  of  Trustees,  and  the  Judicial  Council 
have  been  prepared  and  have  been  accepted  by 
them.  Actions  of  the  Executive  Committee 
have  been  reported  to  the  Council  as  required 
by  the  Bylaws,  Chapter  IV,  Section  1 (b) . 

Membership.  The  Secretary  has  kept  mem- 
bership records  and  has  notified  life  members  of 
their  election.  Membership  figures  are  omitted 
here;  they  will  be  the  subject  of  a supplemen- 
tary report  of  the  Secretary  so  that  the  House 
may  be  provided  with  information  for  the  entire 
year  1964. 

Physicians’  Placement  Bureau.  The 

Physicians’  Placement  Bureau  continues  in  its 
efforts  to  place  physicians  throughout  the  State 
of  New  York  and  thereby  fill  the  needs  of 
the  communities  and  individuals  seeking  doc- 
tors. As  usual  the  demand  is  for  general  practi- 
tioners, particularly  in  the  rural  areas  through- 
out the  State.  Unfortunately  the  demand  far 
outweighs  the  supply,  since  most  of  the  appli- 
cants are  interested  in  specialty  practice. 

Lists  of  opportunities  continue  to  be  sent  out 
to  all  interested  physicians  throughout  the 
United  States;  a few  also  reach  doctors  in 
foreign  countries.  Lists  of  applicants’  names 
and  addresses  are  also  sent  out  on  request  to 
communities  and  individuals.  Most  of  the 
applicants  seek  an  association  with  another 
physician. 

While  we  do  not  always  hear  from  the  actual 
localities  that  have  found  physicians,  follow-up 
letters  and  the  various  newspaper  clippings  that 
reach  this  office  enable  us  to  keep  informed. 

The  Sears-Roebuck  Foundation  continues  to 
supply  us  with  its  informative  “Newsletter.” 

Listed  below  by  type  of  practice  are  the 
number  of  physicians  we  heard  from  either 
through  the  A.M.A.,  mail  and  telephone  in- 
quiries, or  personal  office  visits: 


Anesthesiology 11 

Dermatology 4 

E.N.T 4 


General  practice 44 

Industrial  medicine 7 

Internal  medicine 53 

Neurosurgery 3 

Obstetrics  and  gynecology 53 

Ophthalmology 21 

Orthopedics 21 

Pathology 8 

Pediatrics 32 

Psychiatry 9 

Radiology 7 

Surgery 51 

Urology 10 

Miscellaneous 30 

Total  368 


As  far  as  we  can  ascertain  16  areas  have  found 
physicians.  Six  localities  have  been  added  to 
our  lists. 

Meetings.  As  required  by  the  Bylaws,  the 
Secretary  has  attended  meetings  of  the  Council, 
the  Board  of  Trustees,  the  Executive  Commit- 
tee, the  Judicial  Council,  and  the  Malpractice 
Insurance  and  Defense  Board.  In  accordance 
with  instructions  of  the  House  of  Delegates,  he 
has  attended  meetings  of  the  Planning  Commit- 
tee and  the  Nominating  Committee.  As  re- 
quired by  the  Constitution,  he  has  been  present 
at  the  sessions  of  the  New  York  delegation  and 
the  A.M.A.  House  of  Delegates.  In  addition  he 
has  attended  a number  of  committee  meetings, 
including  all  the  meetings  of  the  Ad  Hoc  Com- 
mittee to  Study  the  Revision  of  the  Education 
Law. 

Routine  Matters.  The  Secretary  has 
caused  the  seal  of  the  Society  to  be  affixed  to  all 
papers  and  documents  requiring  it.  With  the 
cooperation  of  the  Executive  Vice-President  he 
has  notified  officers,  councillors,  trustees,  and 
delegates  of  their  election,  has  notified  com- 
mittee members  of  their  appointment,  and  has 
conducted  other  official  correspondence  of  this 
Society.  He  has  kept  records  other  than  those 
kept  in  the  offices  of  legal  counsel  and  those 
belonging  to  the  office  of  the  treasurer. 

Acknowledgments.  Particular  acknowl- 
edgment is  made  of  the  assistance  of  our  efficient 
and  energetic  executive  vice-president,  Henry  I. 
Fineberg,  M.D.,  who  has  undertaken  the  duties 
of  obtaining  and  listing  the  names  of  members 
of  the  1965  House  of  Delegates  and  of  carrying 
out  instructions  of  the  Council  and  the  Execu- 
tive Committee.  The  friendly  cooperation  and 
help  of  the  other  officers  and  the  members  of  the 
Council  and  the  Board  of  Trustees  has  been 
greatly  appreciated,  particularly  the  advice  and 
guidance  given  me  by  the  president,  George  A. 
Burgin,  M.D.,  and  by  two  former  secretaries, 
William  L.  Wheeler,  Jr.,  M.D.,  and  Waring 
Willis,  M.D. 

To  Doris  K.  Dougherty,  the  indispensable, 
efficient  right  arm  of  the  elected  Secretary,  go 
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my  sincere  thanks  and  appreciation  for  her 
constant  help  and  assistance.  Many  members 
of  the  headquarters  staff,  including  J.  Richard 
Burns,  Esq.,  assistant  executive  vice-president; 
Mr.  Eugene  Dombrowski,  comptroller;  Mr. 
George  W.  Forrest,  Jr.,  Robert  Katz,  M.D.,  and 
Mr.  George  P.  Farrell,  have  been  most  helpful 


Executive  Vice-President 

To  the  House  of  Delegates,  Gentlemen : 

This  report  is  being  compiled  during  the 
month  of  November  and  therefore  covers  only 
the  period  of  nine  months  since  the  last  meeting 
of  our  House  of  Delegates  in  February  of  1964. 
Actually,  it  is  a “progress”  presentment.  A 
supplementary  account  of  future  activities  will 
be  submitted  at  a later  date. 

As  has  been  our  custom  in  relating  our  story, 
we  will  attempt,  as  much  as  possible,  to  stay 
clear  of  the  realms  of  the  officers  and  various 
committees.  We  will  avoid  the  urge  to  dupli- 
cate the  observations  of  these  gentlemen, 
although  we  should  point  out  that  our  duties 
are  so  varied  that  they  lead  us  into  many  areas, 
and  consequently  some  repetition  will  be  evi- 
dent. 

Essentially,  we  will  confine  ourselves  to  a 
discussion  of  the  administrative  and  related 
fields.  However,  having  been  an  officer  of  this 
Society  for  a number  of  years,  we  reserve  the 
right  to  “speak  our  piece”  and  bring  certain 
matters  to  the  foreground — which  we  believe 
to  be  equitable  and  proper. 

Each  year  appears  to  be  as  busy  as,  if  not 
busier  than,  the  previous  twelve  months. 
Challenges  arise  continually,  and,  although  we 
encounter  frustrations,  our  contentment  comes 
from  solving  the  problems  that  beset  us — of 
course,  with  the  valuable  assistance  and  counsel 
of  our  officers,  committee  men,  members,  and 
staff.  Needless  to  say,  we  come  away  with  a 
fair  share  of  “victories.” 

The  year  1964  has  been  no  exception.  There 
has  been  considerable  activity.  The  summer 
months  revealed  no  letup.  During  this  “in- 
terim period”  many  situations  arose  which  re- 
quired more  or  less  immediate  attention.  In 
other  words,  our  business  is  no  longer  seasonal — 
despite  the  fact  that,  in  the  life  about  us,  the 


and  cooperative.  The  courteous  help,  under- 
standing, and  guidance  of  all  these  people  in  my 
first  year  as  Secretary  of  this  Society  are  most 
deeply  appreciated. 

Respectfully  submitted, 
Walter  T.  Heldmann,  M.D. 


days  from  Memorial  Day  through  Labor  Day 
still  constitute  vacation  time. 

Some  time  ago — we  do  not  know  the  exact 
date — the  rule  of  not  holding  meetings  of  the 
Council  or  executive  committee  in  July  and 
August  was  established.  Today,  we  feel  that 
the  executive  committee  should  convene  at 
least  once,  or  perhaps  twice,  during  these 
months — to  discuss  and  adjudicate  important 
matters  which  come  up  during  the  latter  part 
of  June,  July,  and  the  first  weeks  in  August. 
On  occasion,  emergent  situations  do  present 
themselves. 

Chapter  IV,  Section  1(b)  of  the  Bylaws, 
states:  “The  executive  committee  shall  have 

the  authority  to  take  action  in  case  of  emergency 
arising  in  the  interim  between  the  meetings  of 
the  Council  in  order  to  protect  the  interests  and 
purposes  of  the  Medical  Society  of  the  State  of 
New  York  as  set  forth  in  this  Constitution  and 
Bylaws.  In  times  of  such  emergency,  the  execu- 
tive committee  shall  have  all  the  powers  and  du- 
ties which  are  conferred  upon  the  Council,  and  it 
shall  at  all  times  assist  the  Council.  Any  ac- 
tion taken  by  the  executive  committee  shall  be 
reported  in  full  to  the  Council  at  its  next  meet- 
ing.” 

In  addition  to  solving  emergent  problems, 
the  committee  might  also  consider  routine 
business  and  thus  ease  its  load  at  the  first  meet- 
ing in  the  fall. 

Headquarters  Activities  (administration, 
personnel  management,  staff  functions, 
and  so  on).  The  routine  business  of  the  Society 
has  been  progressing  at  a finer  pace  than  ever 
before.  However,  we  are  far  from  being  com- 
placent. We  question  whether  we  will  ever  be 
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satisfied,  and  we  believe  that  this  is  a healthy 
sign.  There  is  still  much  to  be  done  in  the 
field  of  administration  before  we  can  sit  back 
and  relax.  We  continue  to  break  precedents  as 
we  go  along,  and  we  are  ever  instituting  new 
procedures,  which,  we  hope,  will  be  improve- 
ments over  the  old  ones. 

Table  of  Organization.  We  have  revised  our 
table  of  organization  (T.O.) . Although  we  have 
retained  the  seven  divisions  (Administration, 
Scientific  Activities,  Scientific  Publications, 
Communications,  Industrial  Health  and  Work- 
men’s Compensation,  Business,  and  Medical 
Care  Insurance) — each  with  its  own  director  or 
supervisor — we  have  rearranged  the  subde- 
partments and  reassigned  functions.  Actually, 
we  have  accomplished  some  streamlining,  with 
the  hope  of  effecting  a better  liaison  between  the 
various  departments  and  thus  creating  in- 
creased efficiency.  The  new  chart  will  be 
available  for  distribution  at  the  convention  in 
February. 

The  Field  Service.  Our  high  hopes  for  a well- 
organized,  effective  field  service  appear  to  have 
been  realized.  A healthy  rapport  between 
our  office  and  the  local  areas  has  developed  ac- 
cording to  schedule. 

It  should  be  remembered  that  the  complement 
of  this  department  calls  for  three  people,  each 
one  covering  three  district  branch  areas. 
During  most  of  this  year,  we  have  been  working 
along  with  only  two  men,  because  of  the  illness 
of  one.  We  hope  that  this  deficiency  will  be 
remedied  soon. 

In  July  we  changed  the  territorial  assign- 
ments of  the  regional  representatives,  breaking 
down  some  of  the  district  branch  boundaries 
for  more  effective  and  economic  operation. 
We  took  into  consideration  the  availability  of 
highways  and  the  bases  of  operations  of  the 
men. 

We  have  received  a considerable  number  of 
communications  concerning  the  “field  men.” 
Here  is  a typical  one:  “Since  he  has  been  in  this 
area,  I feel  for  the  first  time  since  I have  been 
a member  of  this  State  Society  that  I am  more 
than  just  a dues  contributor,  and  that  the  State 
Society  is  doing  something  for  me.  Many 

other  members  who  have  worked  with feel  the 

same  way.  We  all  hope  that  this  new  avenue 
of  communication  between  the  small  county 
societies  and  the  State  Society  will  be  broadened 
and  that  other  members  of  the  ‘New  York 
Office’  will  make  themselves  available  to  us  for 
consultation  and  opinion.” 

Budgeting.  A number  of  years  ago  we  an- 
nounced that  we  were  opposed  to  deficit  budget- 
ing and  that  every  attempt  would  be  made  to 
live  within  the  funds  allotted  to  us.  The  report 
of  the  Committee  on  Budget  and  Finance  will 
show  that  we  are  now  completely  in  the  “black.” 
Our  debts  have  been  “written  off.” 

The  preparation  of  our  budget  estimates  is  a 
serious  undertaking;  our  recommendations  are 
considered  carefully  by  the  Committee  on 
Budget  and  Finance.  Also,  in  accordance  with 
the  plan  established  a few  years  ago,  these 


gentlemen  meet  every  three  months  to  study 
and  reappraise  the  budget  in  the  light  of  new 
conditions  as  they  arise. 

The  Directory.  The  staff  of  the  Directory 
Department  has  gone  ahead  with  the  stream- 
lining of  the  “Blue  Book.”  We  marvel  at  the 
grand  work  these  folks  are  doing. 

Some  time  ago  we  adopted  the  principle  that 
the  Directory  should  contain  that  information 
which  will  give  us  an  accurate  picture  of  each 
individual  and  will  tell  us,  in  no  uncertain  terms, 
the  type  of  practice  in  which  he  is  engaged  and 
his  qualifications. 

An  Ad  Hoc  Committee  to  Study  the  Directory 
was  established  under  the  chairmanship  of 
Thurman  B.  Givan,  M.D.,  to  advise  and  assist 
the  executive  vice-president — the  editor  of  the 
Directory — and  the  staff  in  evaluation  and 
decision-making  on  matters  of  the  content  of 
the  Directory.  The  continuing  expansion  of  the 
volume  of  the  Directory  had  reached  a point 
where  content  became  an  economic  as  well  as 
editorial  factor.  With  the  assistance  of  the  com- 
mittee, several  important  determinations  were 
reached  governing  the  further  streamlining 
of  the  next  edition  of  the  Directory.  These 
are  summarized  in  Dr.  Givan’s  report  to  the 
House  of  Delegates. 

We  believe  that  this  important  innovation 
should  be  stressed:  Almost  2,000  of  the  listings 
in  the  1963-64  Directory  are  duplications  due  to 
multiple  office  locations.  In  the  next  and  future 
editions  of  the  Directory,  in  compliance  with 
the  action  of  the  Council  in  adopting  the  rec- 
ommendations of  the  Ad  Hoc  Committee  to 
Study  the  Directory , the  physician’s  full  bio- 
graphic listing  will  appear  once  in  a principal 
location  of  his  choice.  Secondary  listing  will 
include  name,  address,  office  hours  and  tele- 
phone number,  plus  a referral  (that  is,  see 
Manhattan,  and  so  forth)  to  the  principal  fist- 
ing. Thus  we  will  eliminate  a considerable 
amount  of  copywriting  and  media  verification, 
save  a good  deal  of  published  page  space,  and 
avoid  the  loss  of  valuable  time  in  checking 
multiple  listings  for  error — all  with  resulting 
economies  in  operation  and  production  costs. 

As  of  November  18,  we  have  sold  2,661  copies 
at  an  average  price  of  $20  per  copy  (a  number 
were  sold  at  a discount  to  libraries  and  book- 
sellers) . In  our  judgment,  this  more  than 
justifies  the  modest  amounts  spent  for  sales 
promotion. 

After  a satisfactory  conference  with  an  offi- 
cial of  the  Rumford  Press,  it  has  been  decided 
that  we  will  use  this  organization  for  the  next 
issue.  This  is  in  accord  with  an  agreement 
reached  two  years  ago.  The  inadequacies  of 
the  1963-64  volume  were  reviewed  in  detail, 
and  we  were  assured  that  future  editions  will 
show  a marked  improvement  and  will  come  up 
to  our  expectations. 

Advertising-Sales  Department.  In  accordance 
with  the  decision  reached  by  the  Ad  Hoc  Com- 
mittee to  Study  the  Journal— and  approved 
by  the  Council  and  Board  of  Trustees — the 
services  of  Mr.  Charles  L.  Baldwin,  director  of 
advertising-sales,  were  terminated  as  of  July 
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31,  1964.  Although  the  working-out  of  the 
details  of  this  matter  was  placed  in  our  hands, 
we  consulted  officers  and  trustees  and  asked  for 
recommendations  as  to  what  would  constitute  an 
equitable  terminal  monetary  arrangement.  The 
suggestions  varied  considerably. 

After  much  thought,  we  determined  that  we 
would  pay  Mr.  Baldwin  through  January  15, 
1965.  Also,  we  consulted  our  legal  counsel, 
and  it  was  his  opinion  that  this  was  a very 
generous  gesture. 

At  first,  Mr.  Baldwin  balked  at  our  decision, 
and  even  “cleared”  it  with  his  own  attorney. 
Finally,  he  agreed  to  accept  our  terms.  In  a 
letter  dated  August  14 — among  other  things — 
he  had  this  to  say:  “I  further  understand  that, 
according  to  agreement  between  me  and  the 
Medical  Society  of  the  State  of  New  York,  I 
will  receive,  as  severance  consideration,  full 
salary  from  the  Society  beginning  with  August 
1,  1964,  and  continuing  through  January  15, 
1965,  the  latter  to  include  payment  for  vaca- 
tion time  of  the  15  working  days  still  due  me  in 
1964.  Upon  payment  of  these  items  the  Society 
will  have  no  further  financial  obligations  toward 
me  nor  I to  them.” 

At  this  time  we  will  not  replace  Mr.  Baldwin. 
The  staff  of  the  Department  of  Advertising 
Sales  will  consist  of:  Camille  M.  Marra, 

manager  of  technical  exhibits;  Joseph  A. 
Mullaney,  sales  representative;  Robert  W. 
Miller,  production  manager. 

Incidentally,  Mr.  Baldwin  already  has  a new 
position  with  Clinical  Systems,  Inc.  This 
organization  “serves  as  a clearing  house  for 
information  and  materials  related  to  the  medical 
and  paramedical  fields.” 

Journal  Advertising.  Tentative  gross  bill- 
ings for  the  year  1964  are  $248,263.84.  This 
figure  does  not  include  the  December  15  issue 
classified  advertising  figures.  We  see  here  a 
tentative  increase  of  $12,783.82  over  the  1963 
advertising  billing. 

A revised  advertising  rate  schedule  was 
printed  as  of  October  15.  An  initial  mailing 
was  made  to  approximately  600  advertisers, 
agencies,  and  prospective  advertisers. 

For  the  year  1965,  the  printing  costs  of  the 
Journal  will  reflect  a 2.5  per  cent  increase  over 
1964.  During  the  past  year  the  Journal 
printed  a number  of  four-color  advertisements 
and  we  found  that  the  rate  we  charged  to  the 
advertisers,  in  order  to  be  competitive  with  other 
publications,  barely  covered  the  printing  cost. 
Since  our  four-color  rates  were  already  high, 
we  felt  that  it  would  not  be  feasible  to  increase 
them,  and  therefore  our  production  department, 
with  the  cooperation  of  our  printer,  worked 
out  a new  color  imposition  process  for  the  press 
forms  which  considerably  reduced  our  four- 
color  printing  costs. 

Technical  Exhibits.  1964  Annual  Conven- 
tion: actual  sale  of  booth  space  for  the  1964 
meeting  held  at  the  Americana  amounted  to 
$55,072.50. 

A good  report  was  received  from  the  Medical 
Exhibitors’  Association.  Exhibits  were  at- 
tractive and  well  laid  out.  However,  having 


the  scientific  exhibits  and  meeting  rooms  on 
upper  floors  of  the  hotel  drew  the  physicians 
away  from  the  technical  exhibit  area  through- 
out the  day. 

1965  Annual  Convention:  we  have  already 
sold  $49,690  worth  of  booth  space  for  the  coming 
meeting.  The  exhibits  will  open  at  9:00 
a.m.  on  Monday  and  close  at  5:00  p.m.  on 
Thursday,  making  it  a four-day  meeting. 

Headquarters  Facilities.  In  April,  the  Budget 
Committee,  the  Council,  and  the  Board  of 
Trustees  approved  an  expenditure  for  the  pur- 
pose of  having  professional  consultants  study 
and  make  recommendations  for  improving  the 
physical  layout  of  the  Society’s  headquarters. 

Our  lease  expires  in  1973,  and  it  was  apparent 
that  the  present  office  is  not  conducive  to  the 
most  economic  and  efficient  use. 

A survey  was  conducted  by  Beeston  and  Pat- 
terson of  New  York  City.  What  this  firm  had 
to  suggest  was  in  keeping  with  our  needs. 
However,  the  estimate  of  the  cost  for  the  changes 
was  beyond  our  expectations — $63,000.  Even 
after  eliminating  a number  of  “niceties,”  the 
renovation  still  would  require  over  $40,000. 
Therefore,  we  abandoned  the  idea.  We  con- 
fined ourselves  to  installing  a few  partitions 
and  rearranging  the  space  we  had.  The  ex- 
penditure needed  for  this  work  was  available  in 
our  budget  allotments. 

This  program  has  resulted  in  solving  a num- 
ber of  long-awaited  needs — better  allocation  of 
activity  areas  for  certain  divisions  and  de- 
partments and  a room  reserved  for  the  use  of  the 
president  and  other  officers — also  an  improve- 
ment in  interdepartmental  coordination. 

In  keeping  with  our  rent  contract,  we  asked 
the  building  owners  to  paint  the  entire  head- 
quarters. Of  course,  this  work  was  paid  for 
by  them.  This  project  was  completed  on 
November  12. 

In  discussing  the  offices,  we  must  point  out 
that  a short  time  ago  there  was  again  a slight 
raise  in  rent.  This  is  in  accordance  with  the 
“escalator”  clause  in  our  lease,  and  was  brought 
about  by  increased  electrical  rates,  approved 
by  the  Public  Service  Commission.  We  alerted 
the  Council  and  Board  of  Trustees  to  this 
probability  some  time  ago,  and  the  budget  was 
adjusted  to  take  care  of  the  increase. 

At  this  time,  the  following  data  relative  to 
the  rental  of  our  premises  are  indicated: 

1.  Effective  date  of  lease — April  22,  1958; 
termination  date  of  lease — June  30,  1973. 

2.  Rent  and  Electricity — 


April  22,  September  1, 

1958  1964  Increase 

Rent  18th 
Floor 
(13,500 

sq.  ft.)  $71 , 137 . 00  $73 , 169 .48  $2 , 032 . 48 
Rent  Base- 
ment 
(1,015 

sq.ft.)  2,500.00  2,500.00 

Electricity  3,365.04  3,962.20  597.16 


Total  $77,002.04  $79,631.68  $2,629.64 
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It  can  be  seen  readily  that,  since  1958,  the 
rent  and  electricity  have  increased  $2,032.48 
and  $597.16,  respectively.  As  we  have  stated 
previously,  these  increases  are  in  keeping  with 
the  escalator  clause.  In  addition,  there  have 
been  assessments  made  against  the  State  So- 
ciety due  to  increases  in  real  estate  taxes. 
These  increments  do  not  appear  as  part  of  our 
basic  rent  structure,  but  rather  are  a once-per- 
year  charge.  Most  recently,  in  1963,  the  State 
Society  was  assessed  $700  in  real  estate  taxes 
for  the  period  July  1,  1962,  to  June  30,  1963. 

Simple  arithmetic  reveals  that,  during  the 
next  nine  years,  we  will  transmit  to  the  Uris 
Brothers  over  $700,000  in  rent;  and  at  the  end 
of  that  period  we  will  have  nothing  to  show  for 
this  enormous  expenditure. 

Once  again  we  have  recommended  that  the 
special  ad  hoc  committee  consider  very  seriously 
plans  for  the  building  of  our  own  place.  This 
group  has  been  studying  the  entire  problem,  and 
surveys  are  being  conducted. 

Pension  System.  One  of  our  primary  ob- 
jectives has  been  the  establishment  of  an  ef- 
fective “contributory”  pension  system  for 
the  staff.  If  we  are  to  compete  for  “top 
people,”  we  must  provide  certain  fringe  bene- 
fits— and  an  equitable  pension  arrangement  is 
one  of  them. 

We  appointed  a staff  committee  to  study 
pension  plans,  consisting  of  J.  Richard  Burns, 
chairman;  Robert  Katz,  M.D.,  George  W. 
Forrest,  Jr.,  Alice  Wheeler,  and  Eugene  Dom- 
browski. 

These  people  have  been  meeting  with  experts 
in  the  field  of  pension  systems.  The  results 
of  their  deliberations  will  be  transmitted  to  us 
in  the  not-too-distant  future.  Without  a 
doubt,  their  assignment  has  been  an  arduous, 
complex  undertaking. 

At  the  appropriate  time,  we  will  confer  with 
the  pension  committee  of  the  Board  of  Trus- 
tees— Renato  J.  Azzari,  M.D.,  chairman, 
Gerald  D.  Dorman,  M.D.,  and  John  M.  Gal- 
braith, M.D. 

Business  Division.  1.  Comptroller. — A 
procedure  has  been  developed  whereby  the  head 
of  each  division  is  provided  with  periodic  state- 
ments of  division  expenditures  as  compared 
with  divisional  budget  estimates.  This  innova- 
tion has  strengthened  our  control  of  expendi- 
tures, by  making  division  heads  aware  of  their 
financial  status  and  by  helping  them  to  plan 
their  activities  more  effectively  so  as  to  remain 
in  the  “black.” 

2.  Purchasing.- — A system  has  been  in- 
stituted requiring  the  purchase  of  all  supplies 
and  equipment  through  the  use  of  a standard 
“purchase  requisition.”  This  form  contains 
not  only  a description  of  the  item  to  be  pur- 
chased and  the  unit  cost,  but  also  a cross-ref- 
erence to  the  budget  estimate  line  item  to  be 
charged.  The  form  must  be  signed  by  both  the 
division  head  and  the  comptroller  and  reviewed 
by  the  assistant  executive  vice-president, 
to  insure  that  the  limitations  of  the  budget 
estimate  for  the  division  are  being  observed. 


A firm  policy  of  competitive  bidding  and 
comparison  buying  of  all  supplies,  equipment, 
and  services  has  been  implemented.  Controls 
and  economies  have  evolved  whereby  the  lowest 
price  is  obtained  on  purchases  without  sacrifice 
of  quality. 

A perpetual  inventory  has  been  established  in 
the  supply  stockroom,  together  with  a weekly 
supply  requisition  system,  thus  bringing  about 
closer  control  over  supply  distribution  and  ac- 
quisition. 

3.  Mail,  Reproduction,  and  Circula- 
tion.— In  addition  to  its  normal  duties,  this 
department  has  performed  the  following  addi- 
tional services: 

(а)  At  the  request  of  the  F.B.I.,  addressed 
to  all  members  a “wanted”  poster  describing 
a criminal  on  the  “ten  most  wanted”  list  be- 
lieved to  be  seeking  medical  aid  in  New  York 
State; 

(б)  Reproduced  over  25,000  pages  of  scripts 
for  the  TV  series,  “Doctor  at  Work,”  sponsored 
by  the  Society; 

(c)  Reproduced  “Operation  Hometown” 
emergency  notices  for  distribution  to  members; 

(d)  Reproduced  program  notices  for  the 
annual  meetings  of  the  Second,  Third,  Fourth, 
Fifth,  Sixth,  Seventh,  and  Eighth  District 
Branches  at  a substantial  saving  over  the  cost 
of  the  former  practice  of  having  these  notices 
printed  commercially.  The  department  also 
addressed  and  mailed  these  notices. 

Miscellaneous. — (1)  We  reestablished  the 
program  of  meeting,  more  or  less  regularly, 
with  division  heads.  In  the  past  these  forums 
have  been  of  value.  It  is  at  conferences  such 
as  these  that  everyone  is  permitted  to  “speak 
his  piece.”  We  can  always  learn  something, 
and  institute  improvements. 

(2)  The  Staff  Handbook  has  been  in  existence 
for  over  a year.  During  this  period,  there  have 
been  a number  of  revisions  and  amendments. 
We  believe  that  a review  of  the  provisions  con- 
tained in  the  brochure  is  in  order,  and  we  have 
requested  our  heads  of  divisions  to  study  the 
manual  and  submit  to  us  any  changes  which 
they  consider  appropriate.  We  hope  that  the 
second  edition  of  the  Staff  Handbook  will  be 
ready  soon. 

(3)  A short  time  ago  it  came  to  our  atten- 

tion that  the  form  used  by  our  Physicians’ 
Placement  Bureau  might  expose  our  Society  to 
the  charge  of  discrimination,  as  defined  in  the 
statutes  of  this  State.  There  were  two  items 
on  the  questionnaire— “religious  affiliation” 
and  “race” — which  were  contrary  to  the  com- 
mon practice  of  today.  It  was  pointed  out  to 
us  that  the  prohibition  against  such  practices 
is  found  in  the  Executive  Law  of  New  York 
State,  Section  296,  sub-division  1-C,  “Unlawful 
Discrimination  Practices.”  It  was  our  feeling 
that  the  Physicians’  Placement  Bureau  falls 
within  the  definition  of  an  employment  agency, 
which  is  defined  in  the  law  as  follows:  “The 

term  ‘employment  agency’  includes  any  person 
undertaking  to  procure  employes  or  oppor- 
tunities to  work.”  We  have  issued  orders  to 
discontinue  this  routine. 
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(4)  The  New  York  Telephone  Company 
has  replaced  our  old,  obsolete  telephone  system 
with  a modern,  up-to-date  dial  arrangement. 
This  change  has  resulted  in  much  improved 
service  and  better  utilization  of  staff  time. 

(5)  We  have  adopted  better  security  pre- 
cautions around  the  office;  and  we  have  cleared 
up  most  of  the  confusion  about  overtime. 

(6)  We  developed  a new  travel  expense 
voucher  which,  we  believe,  provides  a more 
realistic  picture  of  expenditures  and  will  effect 
a better  control  of  traveling  expenses. 

(7)  Job  specifications  were  brought  up  to 
date  as  of  October,  1964. 

(8)  The  outlook  for  1965  in  the  Member- 
ship Department  presents  a brighter  picture 
than  this  department  has  experienced  since 
1960.  With  the  employment  of  five  temporary 
employes  and  the  Membership  Department  staff, 
the  long,  tedious  struggle  of  converting  member- 
ship records  from  IBM  to  McBee  cards  is 
nearly  completed.  A beneficial  change  was 
the  establishment  of  the  Circulation  Depart- 
ment to  speed  up  processing  of  all  address 
changes  received  by  the  Membership  and 
Directory  Departments  from  the  doctors  and 
from  the  county  medical  societies.  This  pro- 
cedure limits  complaints  from  our  members  and 
avoids  bulk  mailing  of  back  issues  of  the  New 
York  State  Journal  of  Medicine. 

(9)  For  some  time  it  has  been  our  feeling 
that  the  division  heads  of  our  administrative 
organization — and  through  them,  department 
supervisors — must  maintain  an  active  interest 
in  the  work  of  the  committees.  There  must  be 
definite  participation  of  our  staff  in  committee 
activities. 

In  keeping  with  this  concept,  we  assigned 
the  divisions  to  committees.  We  announced 
that,  should  a committee  chairman  decide 
that  he  requires  secretarial  help  or  any  other 
type  of  assistance,  he  can  consult  the  division 
director  concerned.  A list  of  these  assignments 
was  transmitted  to  committee  chairmen  and 
heads  of  divisions. 

Annual  Convention.  On  February  24, 
1964,  we  transmitted  a “convention  question- 
naire” to  all  concerned.  Of  about  250  copies 
that  were  mailed,  over  200  were  returned- — a 
most  gratifying  response. 

We  analyzed  the  results  of  the  “poll”  on 
April  9.  In  general,  an  overwhelming  majority 
of  those  contacted  were  satisfied  with  the 
Americana.  One  criticism  did  stand  out — a 
number  of  the  section  and  session  meeting  rooms 
did  not  measure  up  to  standard.  There  were  a 
few  complaints  about  the  reference  committee 
areas. 

On  April  10,  we  conferred  with  an  officer  of 
the  hotel,  and  we  were  told  that  a sincere  effort 
would  be  made  to  eliminate  all  sources  of  trouble. 
In  view  of  this  statement — and  with  the  ap- 
proval of  the  chairman  of  the  Convention  Com- 
mittee— and  following  the  provisions  of  the 
contract  signed  by  the  chairman  of  the  Board 
of  Trustees — it  was  determined  that,  in  1965, 


we  will  return  to  the  Americana  (February 
15-18). 

The  staff  and  key  members  of  the  Convention 
Committee  met  on  two  occasions,  March  16 
and  October  23,  to  review  and  analyze  past 
performances  and  to  prepare  for  the  next  con- 
vention. 

As  in  previous  years,  the  speaker  of  the  House 
of  Delegates  and  the  executive  vice-president 
soon  will  transmit  communications  to  the  dele- 
gates and  others,  outlining  the  procedures, 
rules,  and  regulations  to  be  followed. 

At  this  time,  we  present  the  following  in- 
formation: 

. . . On  Monday,  there  will  be  a trans-Atlantic 
program  between  physicians  in  Scotland  and 
our  doctors  on  the  subject  of  hyperbaric  medi- 
cine. Smith  Kline  and  French  will  sponsor 
this  project. 

. . . Plans  are  being  developed  to  set  up 
proper  guest  reception  facilities  for  scientific 
program  participants.  The  latter  will  be  pre- 
registered. 

...  In  general,  guest  reception  will  be  di- 
vided as  follows: 

(1)  Reception  of  scientific  section  speakers, 
to  be  handled  by  representatives  from  each 
section; 

(2)  Reception  of  general  session  speakers, 
to  be  handled  by  the  cochairmen  of  the  sci- 
entific program; 

(3)  Reception  of  House  of  Delegates  guests, 
to  be  handled  by  persons  designated  by  the 
Speaker. 

. . . Plans  for  general  registration  will  be 
similar  to  those  of  last  year.  Buttons  will  be 
used  for  guests  and  allied  professions. 

. . . There  will  be  a “message  center.” 

. . . There  will  be  an  information  desk. 

. . . The  delegates  will  be  seated  by  district 
branches,  with  the  exception  of  the  First  Dis- 
trict Branch,  which  will  be  seated  also  by  county 
designations. 

. . . The  delegates’  “black  books”  will  be 
distributed  beginning  with  the  Sunday  after- 
noon registration,  so  that  the  delegates  may 
have  an  opportunity  to  review  the  material  in 
advance. 

. . . The  personal  paging  system  will  be 
eliminated.  A “magnetic”  message  board  will 
be  set  up  alongside  the  dais. 

. . . The  annual  dinner  dance  will  be  held  in 
Imperial  Ballroom  A at  the  Americana,  on 
Wednesday,  February  17. 

For  some  time,  we  have  been  considering  the 
idea  of  preparing  a “Handbook  for  Delegates.” 
The  American  Medical  Association  and  other 
state  medical  societies  (including  Ohio)  have 
published  brochures  of  this  type. 

With  this  in  mind,  we  have  appointed  the 
following  committee  to  study  the  problem  and 
to  come  up  with  a booklet,  the  title  of  which 
might  be,  “Your  Role  As  A Delegate  to  the 
Medical  Society  of  the  State  of  New  York:” 
Alvina  Rich  Lewis,  chairman,  George  W. 
Forrest,  Jr.,  Doris  K.  Dougherty,  Robert  Katz, 
M.D.,  Jean  MacDonald,  and  J.  Richard  Burns, 
adviser. 
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Regional  Conferences.  In  1963  the  idea  of 
regional  conferences  of  officers  of  county  medical 
societies  and  district  branches  was  approved. 
The  first  one — actually  a pilot  study  of  pro- 
gramming of  this  type — was  held  in  Buffalo 
on  September  12  of  last  year.  The  general 
opinion  was  that  this  was  a very  successful 
meeting,  and  therefore  it  was  agreed  that  we 
should  schedule  five  meetings  this  year.  We 
attended  all  of  them:  Syracuse,  May  7;  Saranac 
Lake,  June  4;  Albany,  September  10;  Batavia, 
October  29;  Purchase,  November  12.  We 
will  not  discuss  these  meetings  in  detail,  be- 
cause the  report  of  the  Committee  on  Public 
Relations  will  contain  a complete  evaluation  of 
the  programs. 

Suffice  it  to  say  that  the  conferences  grew 
in  stature  and  attendance  as  time  went  on. 
They  proved  to  be  of  great  interest  and  value 
to  those  in  each  area  covered.  The  formats  of 
the  meetings  were  changed  to  meet  the  wishes 
of  the  physicians  involved. 

This  project  will  be  continued  in  the  years 
that  he  ahead.  Our  members  would  like  to 
have  more  of  these  get-togethers. 

Internal  Revenue  Service.  On  several 
occasions  we  reported  to  the  Council  the  prob- 
lems which  are  coming  to  the  foreground  in  the 
field  of  unrelated  business  income. 

A number  of  state  medical  societies  already 
have  been  surveyed  by  the  Internal  Revenue 
Service  (IRS).  (We  have  learned  that  the 
intensity  of  the  investigation  depends  on  the 
local  authorities,  although  the  general  orders 
come  from  Washington.)  The  staff  members 
of  other  state  societies  have  spoken  to  us  about 
the  situation — and  are  concerned  greatly. 

A short  time  ago,  the  IRS  sent  out  a question- 
naire to  “exempt  organizations.”  The  reason 
given  for  this  was  that  the  records  of  the  IRS 
are  being  converted  to  automatic  data  processing 
equipment.  This  may  be  so,  but  there  are 
many  who  feel  that  this  is  not  the  entire  story 
and  that  it  may  represent  the  beginning  of  new 
and  more  stringent  tax  regulations. 

Be  all  that  as  it  may,  we  bring  the  following 
to  your  attention. 

From  the  WALL  STREET  JOURNAL , July  24, 
1964 

IRS  SEEKS  LEVY  ON  ADS  SOLD  BY  PUBLI- 
CATION OF  NONPROFIT  GROUPS 

CHANGE  MIGHT  FORCE  CUTBACK  IN  ACTIVITIES; 
A.M.A.  STANDS  TO  LOSE  HALF  OF  ITS  INCOME 

By  A.  Kent  MacDougall,  Staff  Reporter  of  the 
Wall  Street  Journal 

The  Internal  Revenue  Service,  which  in  recent 
years  has  cast  an  increasingly  critical  eye  on  busi- 
nesses operated  by  nonprofit  organizations,  is  about 
to  alter  the  tax-free  status  of  one  type  of  business 
engaged  in  by  many  of  the  groups — the  publication 
of  magazines  and  other  periodicals. 

Before  the  year  is  out,  perhaps  even  this  summer, 
the  IRS  says  it  will  propose  new  regulations  which 
will  subject  to  income  taxes  the  advertising  revenues 
of  publications  of  charitable,  religious,  educational, 
trade,  and  labor  organizations.  The  new  ruling  will 
reflect  a conviction  by  IRS  officials  that  the  sale  in 
periodicals  is  not  related  to  the  purposes  for  which  the 


nonprofit  groups  are  chartered.  All  income  from  such 
publications  currently  is  tax  free.  The  new  ruling 
could  well  force  many  of  these  groups  to  cut  back  on 
their  activities  or  increase  membership  dues. 

The  number  of  tax-exempt  groups  which  sell  ad- 
vertising in  their  publications  has  been  climbing 
rapidly  in  recent  years.  According  to  one  study,  695 
such  periodicals  carried  ads  in  1962,  up  from  416  a 
decade  earlier.  Though  no  later  figures  are  avail- 
able there’s  every  indication  this  growth  is  continu- 
ing. Ad  revenues  of  these  publications  had  been 
rising  even  faster,  rocketing  to  $73  million  in  1962 
from  $30  million  ten  years  earlier  ... 

But  just  the  taxing  of  ad  revenues  and  nonmember 
subscriptions  will  have  a sizable  effect  on  many  tax- 
exempt  organizations.  The  American  Medical 
Association  is  a case  in  point.  Of  its  total  income  of 
$22.5  million  last  year,  $10.1  million — or  45  per  cent — 
came  from  ads  in  its  publications  and  $2.7  million — or 
12  per  cent — came  from  nonmember  subscriptions. 

The  13  A.M.A.  publications  that  accept  advertising 
range  from  the  Archives  of  Otolaryngology,  read  by 
8,400  ear  and  throat  specialists,  to  Today's  Health,  an 
800,000  circulation  monthly  written  for  the  layman 
and  often  found  in  doctors’  waiting  rooms. 

Included  in  the  list  is  the  Journal  of  the  American 
Medical  Association,  which  last  year  carried  5,262 
pages  of  ads,  more  than  any  other  national  weekly 
magazine  except  the  New  Yorker  and  the  Oil  and  Gas 
Journal.  Though  most  of  the  Journal's  ads  are  for 
pharmaceuticals,  others  plug  soft  drinks,  breakfast 
cereals,  margarine,  and  hand  soap  ... 

From  Non-Profit  Organization  Tax  Letter,  August 
25,  1964 

ADMINISTRATIVE  DEVELOPMENTS 

Advertising — It  is  anticipated  that  the  IRS  will 
publish  proposed  regulations  in  respect  to  the  adver- 
tising of  nonprofit  organizations.  It  is  possible  that 
these  proposed  regulations  will  not  be  issued  until 
after  the  election,  even  though  they  are  presently  in 
draft  form.  The  Wall  Street  Journal  story  of  July  24, 
1964,  has  caused  much  concern  and  backlash  about 
nonprofit  organizations.  Medical  World  News  of 
August  14,  1964,  reports  that  the  American  Hospital 
Association  believes  that  more  than  $2  million  of  its 
annual  income  would  be  taxed  if  the  IRS  proposals  are 
adopted.  It  is  further  reported  that  the  IRS  con- 
cedes that  the  medical  journals  are  related,  but  be- 
lieve that  advertising  which  is  intended  to  produce 
revenue  or  reduce  dues  is  an  unrelated  business  activ- 
ity. Some  of  the  statements  in  the  Medical  World 
News  story  are  as  follows  (p.  43) : 

“The  medical  organizations  and  other  groups  are 
expected  to  wage  a full-scale  fight  against  the 
action  ...  . And  finally,  medical  groups  can  be 

expected  to  take  this  on  to  Federal  courts,  which 
could  overturn  the  IRS  regulations. 

“The  outcome  of  the  controversy  is  difficult  to 
predict.  Many  of  the  tax-exempt  organizations 
being  threatened  are  waiting  to  see  exactly  what 
IRS  recommends  before  launching  a full-scale 
counterdrive.  They  have  some  hope  they  may  be 
able  to  persuade  Treasury  Secretary  Douglas  Dillon 
to  veto  the  IRS  proposal. 

“The  tax-exempt  organizations  are  numerous  and 
powerful.  They  stand  to  lose  millions  in  income — 
and  even  more  in  terms  of  programs  and  personnel — 
if  the  IRS  move  prevails.  No  one  underrates  their 
chances  of  winning  out  in  the  end.” 

On  June  26,  1964,  former  Commissioner  Caplin 
wrote  a member  of  the  Committee  on  Ways  and 
Means  in  part,  as  follows: 

“The  Internal  Revenue  Service  is  presently  en- 
gaged in  drafting  proposed  regulations  with  respect 
to  the  extent  to  which  an  organization,  otherwise  ex- 
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empt,  is  subject  to  tax  on  its  income  from  advertising 
in  periodicals  and  other  publications.  I assure  you 
that  these  proposed  regulations  will  be  acted  upon  as 
promptly  as  possible.” 

From  a talk  given  by  Bernard  D.  Hirsh,  di- 
rector, Law  Department,  American  Medical 
Association,  at  the  Legal  Conference  for 
Medical  Society  Representatives,  Chicago,  April 
18,  1964: 

“The  IRS  argument  is  that  you  have  two 
activities:  first,  the  sale  of  advertising,  an 

unrelated  business;  and  second,  the  editorial 
content  of  the  medical  journal.  The  profits  of  a 
taxable  activity,  says  IRS,  cannot  be  used  to 
offset  losses  from  a nontaxable  activity  in 
computing  the  tax.” 

On  October  9,  1964,  we  received  a telephone 
call  from  Mr.  A.  R.  Goldner  of  the  office  of 
the  Internal  Revenue  Service,  New  York  Dis- 
trict. 

Mr.  Goldner  informed  us  that  it  was  the 
opinion  of  the  New  York  office  that  the  income 
derived  from  the  “technical”  exhibits  at  our 
annual  meeting  was  subject  to  tax  as  unrelated 
business  income.  We  would  have  to  file  990T 
tax  returns  on  this  income  for  the  years  1958- 
1963.  This  decision  was  based  on  Section  511  of 
the  Internal  Revenue  Code  which  is  entitled 
“Taxation  of  Business  Income  of  Certain 
Exempt  Organizations.” 

We  requested  that  the  Internal  Revenue 
Service  notify  the  State  Society  officially  by 
rendering  its  opinion  in  writing.  Mr.  Goldner 
balked  at  this  request  and  stated  that  it  was 
not  the  normal  procedure.  We  pressed  the 
matter  and  pointed  out  that  an  important  de- 
cision such  as  this  would  certainly  be  worthy 
of  an  official  notification  in  writing.  Mr. 
Goldner  then  informed  us  that  he  would  see 
what  he  could  do  about  forwarding  such  a 
communication. 

Later,  Mr.  Goldner  said  that  it  was  his  deci- 
sion, as  auditor  for  the  New  York  District  office. 
Finally,  he  admitted  that  the  decision  was  not 
reached  in  Washington  and  that  the  New  York 
District  office  opinion  had  no  bearing  on  the 
hearings  and  research  now  being  conducted  in 
Washington.  Mr.  Goldner  also  stated  that 
he  was  going  to  communicate  with  the  Wash- 
ington office  to  request  “technical  advice.” 

We  informed  Mr.  Goldner  that  the  State 
Society  has  always  considered  the  “technical 
exhibits”  as  a medical  and  educational  matter 
directly  related  to  the  purposes  of  our  organiza- 
tion. As  yet,  we  have  no  further  word  con- 
cerning this  matter. 

Now  in  view  of  more  recent  developments  we 
feel  that  “all  is  not  lost.” 

Here  are  a few  excerpts  from  a talk  delivered 
by  Bernard  D.  Hirsh,  director,  Law  Department, 
A.M.A.,  at  the  American  University  “Confer- 
ence on  Federal  Tax  Aspects  of  Nonprofit 
Organizations,”  Statler  Hilton  Hotel,  in  Wash- 
ington, October  27,  1964. 

Advertising  Income.  Recently  there  has  been  a 
great  deal  of  excitement  and  speculation  about  the 
possibility  that  the  Service  may  issue  a regulation 
taxing  advertising  income  as  an  unrelated  business. 


Considering  that  fourteen  years  have  elapsed  since 
Congress  passed  the  law  taxing  unrelated  business, 
this  is  a rather  interesting  development. 

Let  us  not  be  naive.  If  the  Revenue  Act  of  1950 
was  intended  to  tax  the  advertising  income  of  trade, 
professional,  and  scientific  organizations,  do  you 
think  that  this  legislation  would  have  been  enacted 
without  their  opposition? 

Representatives  of  the  Chamber  of  Commerce  of 
the  United  States  took  an  active  part  in  the  Con- 
gressional committee  hearings.  They  are  not  novices 
in  legislative  matters.  If  there  had  been  any  hint 
that  the  Revenue  Act  of  1950  might  be  construed  by 
the  Service  as  authority  to  tax  their  advertising  in- 
come and  that  of  their  members,  they  would  have  ex- 
pressed themselves  appropriately  at  the  committee 
hearings. 

Charitable  and  scientific  organizations  are  not 
supposed  to  engage  in  lobbying,  but  I am  sure  they, 
too,  would  have  found  some  way  through  their 
friends  and  patrons  to  express  their  views  on  the 
matter  to  Congress. 

I do  not  believe  that  a valid  regulation  taxing  ad- 
vertising income  per  se  can  be  drafted  under  existing 
law. 

The  Internal  Revenue  Service  acknowledges  that 
an  official  journal  used  to  communicate  with  members 
is  a substantially  related  activity.  It  is  difficult  to 
comprehend  how  the  advertising  contained  in  the 
same  publication  can  be  characterized  as  a separate 
and  unrelated  business.  . . 

Obviously,  the  advertising  activities  of  a journal 
“are  not  themselves  independently  producing  in- 
come” since  such  income  can  exist  only  if  the  journal 
exists.  Furthermore,  circulation  and  the  quality  of 
the  editorial  content  will  affect  the  price  and  sal- 
ability of  advertising  space. 

In  view  of  these  considerations,  I do  not  believe 
that  the  Service  will  be  able  to  produce  a valid  regula- 
tion which  would  segregate  the  advertising  of  a 
journal  as  an  independent  and  unrelated  business .... 

In  September  of  this  year,  Congressman  Tom  Cur- 
tis, a Republican,  and  Congressman  John  Watts,  a 
Democrat,  both  members  of  the  House  Committee 
on  Ways  and  Means,  introduced  identical  bills  (H.R. 
12505  and  H.R.  12579)  to  make  it  clear  that  the  ad- 
vertising and  other  income  derived  from  any  publica- 
tion shall  not  be  deemed  to  be  unrelated  business  in- 
come if  the  publication  is  substantially  related  to  the 
organization’s  purpose. 

I assume  that  Mr.  Curtis  and  Mr.  Watts  will  re- 
introduce their  bills  at  the  next  session  of  Congress 
and  that  the  organizations  affected  and  the  Service 
will  have  an  opportunity  to  express  their  views  before 
the  Committee  on  Ways  and  Means.  . . 

Exhibit  Income.  Although  it  appears  that  the 
Service  is  considering  a position  that  advertising  in- 
come from  publications  is  taxable  per  se,  the  Service 
recognizes  at  least  in  some  cases  that  trade  show  in- 
come may  be  substantially  related. 

I am  at  a loss  to  understand  the  difference  in  prin- 
ciple for  tax  purposes  between  display  advertising  at 
a trade  convention  and  the  advertising  that  appears 
in  a trade  journal.  Both  may  be  used  as  media  to 
communicate  the  same  information  regarding  the 
same  products. 

A few  promoters  have  tried  to  palm  off  purely  com- 
mercial sales  promotions  as  legitimate  trade  shows. 
However,  it  seems  clear  that  the  trade  show  of  a 
bona  fide  trade  association  should  be  able  to  qualify 
as  a related  part  of  trade  association  activity. 

The  exhibits  at  medical  and  dental  conventions 
should  not  be  confused  with  trade  shows,  although 
there  is  some  similarity.  Most  of  the  objections 
which  the  Service  has  relied  on  in  holding  some  trade 
shows  taxable  simply  do  not  apply  to  medical  society 
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exhibits.  For  example,  trade  shows  have  been  chal- 
lenged where  their  apparent  purpose  is  to  provide  a 
market  for  direct  selling  by  individual  members.  In 
contrast,  the  exhibits  at  medical  conventions  serve 
as  a means  of  educating  members,  promoting  the 
practice  of  medicine,  and  thereby  improving  public 
health. 

The  Service  has  considered  as  objectionable  the  ad- 
mission of  the  general  public  together  with  substantial 
sales  activity.  This  objection  cannot  be  applied  to 
exhibits  at  medical  conventions  since  attendance  is 
restricted  to  members  of  the  health  professions. 

A trade  association  whose  principal  source  of  in- 
come is  from  a trade  show  is  vulnerable  to  attack  by 
the  Service.  With  respect  to  medical  societies,  ex- 
hibits are  usually  only  an  incidental  source  of  income 
and  generally  they  are  fortunate  if  they  can  break 
even  on  their  exhibit  hall  activities. 

The  exhibits  at  medical  conventions  are  customar- 
ily divided  between  the  scientific  exhibits  of  research- 
ers, who  occupy  space  gratis,  and  the  exhibits  of  drug 
and  equipment  firms  and  medical  publishers  who 
lease  space  for  a fee.  At  the  booths  of  pharmaceutical 
firms,  literature  and  research  reports  are  distributed 
to  physicians  concerning  the  use  and  contraindica- 
tions for  the  use  of  the  firm’s  products,  particularly 
new  drugs. 

One  of  the  ways  in  which  doctors  become  ac- 
quainted with  the  new  drugs  they  prescribe  is  at 
medical  conventions.  The  exhibiting  of  drugs  by 
selected  reputable  manufacturers  has  been  associated 
with  the  annual  conventions  of  medical  societies  for 
more  than  half  a century. 

In  the  exhibit  hall  you  will  also  find  scheduled 
lectures  by  prominent  doctors,  scientists,  and  re- 
searchers. The  program  usually  includes  the  showing 
of  numerous  films  demonstrating  new  surgical  and 
diagnostic  technics  and  methods  of  treatment.  The 
cost  of  these  films  may  be  underwritten  by  nonprofit 
organizations,  but  they  are  also  paid  for  by  commer- 
cial firms  just  for  the  prestige  of  having  their  firm 
name  associated  with  the  film.  You  may  also  find 
“live”  telecasts  of  surgical  operations  which  one 
pharmaceutical  firm  has  been  sponsoring  as  a means 
of  institutional  advertising. 

The  leasing  of  exhibit  space  at  professional  meet- 
ings is  not  a “regular  business  of  a kind  ordinarily 
carried  on  for  profit”  by  taxable  organizations.  . . 

Conclusion.  You  have  heard  a great  deal  of  dis- 
cussion at  this  conference  about  unrelated  business 
income  and  from  all  indications  it  is  likely  to  be  a 
lively  topic  among  tax  lawyers  for  some  time  to 
come. . . . 

We  have  devoted  much  space  to  the  problem 
of  unrelated  business  income.  However,  we 
believe  this  to  be  justifiable — our  physicians 
must  be  made  aware  of  the  tax  situations  which 
confront  us  today. 

Chiropractic  and  Quackery.  Time  after 
time  we  have  resolved  that  we  will  refrain  from 
discussing  our  favorite  topic- — chiropractic. 
However,  this  subject  continues  to  rear  its  ugly 
head. 

We  have  been  receiving  an  unusual  number  of 
letters  of  complaint  concerning  chiropractors, 
pseudo-physicians,  and  quackery  in  general. 
Copies  of  all  of  this  material  have  been  transmit- 
ted to  the  State  Education  Department  (Mr. 
Brind,  and  others)  and  the  Attorney  General’s 
office,  and  we  have  requested  that  each  case  be  in- 
vestigated thoroughly.  To  our  knowledge, 
there  have  been  no  startling  exposes. 

Now,  we  see  another  apparent  inequity — an 


impropriety — coming  to  the  surface — one  which 
we  cannot  ignore. 

On  October  13  the  following  article  appeared 
in  the  New  York  Journal  American: 

Some  1,079  chiropractors,  many  of  whom  have 
been  practicing  fifteen  years  or  more,  have  flunked 
the  State’s  first  licensing  examination. 

In  a shattering  blow  to  the  profession,  some  62  per 
cent  of  all  chiropractors  who  took  the  new  test  failed 
to  reach  the  passing  score  of  75,  including  218  who 
had  been  in  practice  fifteen  years  or  more. 

Until  the  test  was  given  last  April,  no  State  exam- 
ination— and  no  State  license — was  needed.  The 
Chiropractic  Association  of  New  York  led  a court 
fight  against  the  law  which  set  up  licensing  exams, 
but  lost  in  the  Court  of  Appeals  last  July. 

The  test  results  showed  that  only  675  out  of  1,754 
chiropractors  passed  and  are  entitled  to  licenses 
according  to  the  State  Education  Department.  The 
rest  must  try  again  when  new  tests  are  offered  De- 
cember 7-11.  Applicants  need  only  take  those  por- 
tions of  the  tests  which  they  flunked  the  first  time. 

New  chiropractors — those  who  have  been  practic- 
ing two  years  or  less — fared  much  worse  than  their 
experienced  colleagues.  In  this  group,  only  16  of 
200  passed. 

Nevertheless,  Association  President  Charles  Kras- 
ner  insisted  it  was  not  as  bad  as  it  looks.  “Many 
[chiropractors]  have  been  out  of  school  for  many 
years,”  he  pointed  out.  And  anyway  just  as  many, 
or  more,  lawyers  and  certified  public  accountants 
flunk  on  their  first  tries  for  licenses. 

The  chiropractors  who  flunked  and  didn’t  get 
licenses  can  go  right  on  practicing  while  they  take 
two  more  examinations  within  a year  of  the  first  one. 

Indeed,  this  is  a sad  situation.  We  have  been 
informed  that  again  this  is  an  edict  of  the  coun- 
sel to  the  State  Education  Department. 

We  brought  the  matter  to  the  attention  of  the 
executive  committee  of  the  Council  at  its 
meeting  on  October  28,  and  we  were  directed 
to  write  to  the  Board  of  Regents  and  the  Gover- 
nor. 

In  accordance  with  these  instructions,  we 
sent  a letter  to  the  Hon.  Edgar  W.  Couper, 
Chancellor  of  the  Board  of  Regents,  on  Novem- 
ber 17  (copies  to  the  Governor,  the  Attorney 
General,  and  other  members  of  the  Board  of 
Regents,  with  accompanying  notes). 

Among  a few  other  things,  we  had  this  to  say: 

I am  writing  to  you  on  behalf  of  the  Medical  Soci- 
ety of  the  State  of  New  York — to  respectfully  call  to 
your  notice  an  article  which  appeared  in  the  New 
York  Journal  American  of  October  13,  1964,  concern- 
ing the  number  of  applicants  who  failed  the  chi- 
ropractic licensing  examination  administered  by 
the  Education  Department  in  April,  1964  ( copy  is 
herewith  attached).  Actually,  it  speaks  for  itself. 

However,  your  particular  attention  is  invited  to 
the  last  paragraph  of  said  report  which  states  the 
following: 

“The  chiropractors  who  flunked  and  didn’t  get 
licenses  can  go  right  on  practicing  while  they  take 
two  more  examinations  within  a year  of  the  first 
one.” 

I have  been  asked  to  ascertain  if  this  statement  is 
concurred  in  by  the  Education  Department,  and  if 
it  represents  an  official  policy  of  the  Board  of  Regents. 
It  would  appear  that  such  a course  of  action,  if  indeed 
promulgated  by  the  Education  Department,  is  in 
direct  violation  and  contradiction  of  Section  6561, 
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Subdivision  Id  (i)  and  (it)  of  the  Education  Law 
which  states: 

“1.  It  shall  be  a misdemeanor  for:  d.  On  and 
after  October  first,  nineteen  hundred  sixty-four,  any 
person  not  licensed  as  provided  in  this  article  to: 

“(i)  practice  or  offer  to  practice  or  hold  himself  out 
as  entitled  to  practice  or  advertise  to  practice  chiro- 
practic; or 

l‘(ii ) use  in  connection  with  his  name  any  designa- 
tion tending  to  imply  or  designate  him  as  a prac- 
titioner or  ( sic  lof’  chiropractic,  ...  .” 

May  I state  that  we  do  not  know  of  any  other  prac- 
titioner or  groups  of  practitioners  of  any  of  the  pro- 
fessions or  callings  within  the  jurisdiction  of  the 
Education  Department  being  permitted  to  “go  right 
on  practicing”  after  they  have  failed  their  respective 
licensing  examinations  and  have  not  been  licensed 
properly  to  practice  their  vocation.  Surely,  the 
physician  has  not  been  given  this  advantage — despite 
the  fact  that  his  education  and  training  are  so  supe- 
rior to  those  of  the  chiropractor  that  to  even  mention 
it  is  ludicrous. 

The  Medical  Society  of  the  State  of  New  York 
urgently  requests  that,  at  your  earliest  convenience, 
it  be  advised  of  the  official  position  of  the  Board  of 
Regents,  and  its  subordinate  Department  of  Educa- 
tion, on  the  practice  of  chiropractic  in  New  York 
State  by  unlicensed  practitioners — in  view  of  the 
passage  by  the  Legislature  of  Chapter  780  of  the 
Laws  of  1963. 

Also,  this  turn  of  events  makes  us  wonder  how 
many  “bootleg”  chiropractors  neglected  to  take  the 
state  licensing  examinations — but  still  are  practicing 
(please  see  Friday,  November  13,  issue  of  the  New 
York  World  Telegram — “Heard  Around  City  Hall”). 
Definitely,  this  would  constitute  a perpetration  of 
deceit  and  fraud  on  the  public. 

Quackery.  On  March  25  your  executive  vice- 
president  attended  a Conference  on  Medical 
Quackery,  sponsored  by  the  Louisiana  State 
Medical  Society.  The  meeting  was  held  in 
Baton  Rouge  and  was  very  well  attended. 

We  delivered  a talk  on  “Should  Chiropractors 
be  Licensed?”  The  Louisiana  hospitality  was 
superb  and  the  audience  was  very  appreciative 
of  what  we  had  to  offer.  Of  course,  Louisiana, 
as  well  as  Mississippi  and  Massachusetts,  does 
not  recognize  chiropractic. 

On  April  1,  George  H.  Hauser,  M.D.,  presi- 
dent of  the  Louisiana  State  Medical  Society, 
wrote  to  us: 

“On  behalf  of  the  Louisiana  State  Medical 
Society,  I wish  to  express  appreciation  for  the 
outstanding  talk  you  gave  at  our  recent  Con- 
ference on  Medical  Quackery  ...  . We  have 

already  had  many  favorable  comments  on  the 
meeting  and  are  most  encouraged  by  them. 

“Again,  our  thanks  to  you  and  the  Medical 
Society  of  the  State  of  New  York  for  helping 
us  make  the  Louisiana  State  Medical  Society’s 
first  Conference  on  Medical  Quackery  a success.” 
The  A.M.A.  and  the  Food  and  Drug  Ad- 
ministration have  conducted  two  National 
Congresses  on  Medical  Quackery  in  Washington, 
in  1961  and  1963.  They  have  suggested 
strongly  that  this  be  done  on  a state  level.  A 
number  of  states  have  followed  this  wise  recom- 
mendation. There  is  much  to  be  done  in  this 
direction  throughout  the  country.  It  is  fright- 
ening to  learn  that  approximately  one  billion 
dollars  is  spent  annually  in  the  United  States — 


for  quack  drugs  and  devices — useless  “cures,” 
mechanical  gadgets,  food  fads,  and  so  forth. 

In  his  inaugural  address,  our  president  ad- 
vised us  to  organize  a New  York  State  Congress 
on  Medical  Quackery.  This  idea  was  endorsed 
by  the  House  of  Delegates  in  February. 

The  Division  of  Communications  has  taken 
over  this  important  task.  A number  of  meet- 
ings with  interested  parties  already  have 
been  held.  Its  report  will  describe  more  fully 
this  activity.  The  Congress  on  Quackery  is 
scheduled  for  April  7,  1965. 

Osteopathy  and  Medicine.  In  our  last  re- 
port and  supplementary  report  to  the  House  of 
Delegates,  we  reviewed  the  D.O.-M.D.  situation. 
You  will  remember  that  we  stressed  the  fact  that 
we  had  submitted  a brief  to  the  Chancellor  of 
the  Board  of  Regents,  protesting  the  decision 
of  the  counsel  to  the  State  Education  Depart- 
ment that  an  unearned  degree  of  M.D.,  ob- 
tained simply  by  paying  a fee  to  the  newly 
organized  California  College  of  Medicine  (form- 
erly a school  of  osteopathy) , would  be  recognized 
as  bona  fide  in  our  State. 

Mr.  Couper’s  reply  was  unsatisfactory — 
“the  Regents  concurred  in  this  view”  (Mr. 
Brind’s  opinion) . 

At  this  time  all  is  not  quiet  on  this  “front.” 
The  recognition  of  the  “purchased”  degree  is 
still  the  subject  of  much  discussion.  We  have 
been  informed  that  a number  of  the  members  of 
the  Board  of  Regents  are  not  satisfied  with  the 
present  situation.  It  appears  that  some  “con- 
trary action”  may  still  be  considered,  in  order 
to  eliminate  what  we  believe  to  be  an  injustice. 
We  hope  that  the  “powers- that-be”  will  see 
the  true  light. 

The  Council  has  ruled  that  the  D.O.-M.D.’s 
will  not  be  admitted  to  membership  in  the 
State  Society — “It  is  the  sense  of  this  Council 
that  active  membership  in  this  Society  shall  be 
limited  to  graduates  of  recognized  medical 
schools  who  have  completed  not  less  than  four 
satisfactory  courses  of  at  least  eight  months  each 
in  a medical  school  in  this  country  or  Canada 
registered  as  maintaining  at  the  time  a stand- 
ard satisfactory  to  the  Department  of  Educa- 
tion, or  in  a medical  school  in  a foreign  country 
maintaining  a standard  not  lower  than  that 
prescribed  for  medical  schools  in  this  State; 
and  that  the  county  societies  amend  their  con- 
stitutions and  bylaws  accordingly.” 

There  is  an  A.M.A.  Committee  on  Osteopathy 
and  Medicine.  The  Board  of  Trustees  of  the 
American  Medical  Association  has  approved 
“the  requests  of  this  committee  and  has  author- 
ized it  to: 

“(1)  continue  to  be  available  to  (a)  state 
medical  societies  which  wish  to  explore  methods 
by  which  to  give  M.D.  status  to  osteopaths, 
and  (6)  osteopaths  who  wish  to  discuss  mutual 
problems; 

“(2)  continue  to  keep  abreast  of  M.D.-D.O. 
relations  and  to  keep  the  states  informed; 

“(3)  prepare  articles  and  editorials  on  this 
subject  for  publication  in  J.  A.M.A.,  the  AM  A 
News,  and  other  publications; 
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“(4)  encourage  the  state  medical  societies 
to  establish  committees  on  osteopathy;  and 

“(5)  meet  with  representatives  of  the  Federa- 
tion of  State  Boards  of  Medical  Examiners  or 
with  the  editorial  writers  of  the  Federation 
Bulletin .” 

We  do  not  agree  with  the  aims  of  this  com- 
mittee. 

On  April  30  the  members  of  our  Joint  Com- 
mittee with  the  Osteopathic  Society  and  our 
Ad  Hoc  Committee  on  Osteopathy  met  with 
the  A.M.A.  Committee  on  Osteopathy  and 
Medicine  at  our  headquarters.  Members  of 
our  staff  also  were  present,  and  the  Medical 
Society  of  the  State  of  New  Jersey  was  rep- 
resented. 

(Evidently  the  committee  of  the  American 
Medical  Association  is  committed  to  the  philos- 
ophy of  merging  osteopathy  into  medicine 
at  any  cost  advocates  that  (a)  states  be  en- 
couraged to  grant  M.D.  licenses  to  D.O.’s  who 
meet  acceptable  standards  of  knowledge  and 
ethics;  (6)  the  surgeon  general  be  encouraged  to 
grant  commissions  to  D.O.-M.D.’s.) 

The  chairman  of  the  A.M.A.  committee 
stated:  “There  should  not  be  two  different 

types  of  physicians  in  this  country  practicing 
medicine  with  two  different  sets  of  rules  in  two 
different  ‘ball  fields.’  ” 

Your  executive  vice-president  and  others 
pointed  out  what  we  have  declared  repeatedly — 
that,  at  present,  our  disagreement  is  not  wdth 
the  osteopaths  who  are  licensed  to  “practice 
medicine  and  surgery”  in  New  York  State; 
but  we  question  strongly  the  granting  of  the 
degree  of  M.D.  to  persons  who  have  never 
attended  a medical  school — by  simply  paying 
a fee  of  about  $65 — and  we  deplore  the  recogni- 
tion of  that  degree  in  New  York.  The  State 
of  New  Jersey,  which  does  not  approve  the 
D.O.-M.D.,  echoed  this  stand. 

We  were  distressed  especially  by  the  fact 
that  a member  of  the  A.M.A.  committee  is  one 
of  the  D.O.-M.D.’s  who  obtained  his  M.D. 
degree  from  the  new  California  College  of  Medi- 
cine— wdthout  having  spent  even  one  day  in  a 
school  of  medicine.  On  being  questioned, 
this  gentleman — who  received  his  D.O.  in  1962 
and  his  M.D.  in  California  soon  thereafter, 
and  who  now  sits  wdth  the  A.M.A.  committee 
at  all  its  deliberations — admitted  that  he  de- 
sires to  practice  medicine  and  surgery  as  a 
doctor  of  medicine,  because  the  arrangement 
affords  him  greater  stature,  a status  which  he 
could  not  attain  by  being  only  an  osteopath. 

The  D.O.-M.D.’s  in  California  were  not 
admitted  to  the  county  medical  societies.  A 
“41st  county  society”  was  organized.  Now 
it  is  contemplated  that  the  regular  county  so- 
cieties will  take  them  in — by  transfer. 

The  discussion  was  long  and,  at  times,  acri- 
monious. 

Incidentally,  on  May  12  four  osteopaths 
visited  the  office  of  your  executive  vice-presi- 
dent. These  gentlemen  also  desire  to  be 
M.D.’s — in  opposition  to  the  precepts  of  the 
official  state  society  of  osteopathy — the  degrees 
to  be  granted  by  the  Medical  Society  of  the 


State  of  New  York  or  the  University  of  the 
State  of  New  York.  They  were  informed  that 
we  do  not  have  this  power. 

These  men  would  be  willing  to  attend  “post- 
graduate” courses,  providing  there  was  no 
interference  with  their  practices.  In  other 
words,  the  “medical  education”  and  practice 
of  osteopathy  would  run  concurrently.  This  is 
another  angle  previously  unexplored. 

Another  meeting  wdth  the  A.M.A.  Committee 
on  Osteopathy  and  Medicine  was  held  on  Sep- 
tember 19.  Again,  the  physicians  from  New 
Jersey  were  present.  In  addition,  representa- 
tives of  the  Pennsylvania  Medical  Society 
attended. 

Very  little  new  was  added.  The  A.M.A. 
committee  adhered  to  its  philosophy  that  we 
must  unite  and  “become  one,”  even  at  the 
expense  of  eventually  awarding  the  degree  of 
doctor  of  medicine  to  all  doctors  of  osteopathy. 
This  opinion  was  advanced  despite  declara- 
tions by  the  Pennsylvania  people  (one  of  them 
dean  of  a great  medical  college)  that  the  schools 
of  osteopathy  are  markedly  inferior  to  our 
schools  of  medicine  and  fail  to  meet  basic  mini- 
mum standards.  In  other  words,  the  A.M.A. 
committee  would  confer  M.D.  degrees  on  poorly 
educated  and  inadequately  trained  individuals 
and  would  thus  give  them  a “cloak  of  respecta- 
bility”; the  M.D.  degree  would  conceal  their 
shortcomings. 

We  might  add  that,  despite  all  such  dis- 
closures, Pennsylvania  supports  the  A.M.A. 
stand.  New  Jersey  will  have  no  part  of  it. 

We  believe  that  you  will  be  interested  in  the 
following  two  articles  which  have  appeared  in 
the  Federation  Bulletin,  published  monthly 
by  the  Federation  of  State  Medical  Boards  of 
the  United  States. 

July  1964  Issue 

To  answer  the  many  questions  about  the  proposed 
granting  of  M.D.  degrees  to  osteopaths  in  Washington 
we  wrote  to  President  John  Fiorino  of  the  Board  of 
Medical  Examiners  who  kindly  supplied  us  with  the 
essential  details  which  follow. 

On  February  28,  1964,  a new  medical  school,  the 
Washington  College  of  Physicians  and  Surgeons,  was 
created  after  it  had  been  duly  chartered.  It  was 
approved  by  the  executive  committee  of  the  Wash- 
ington State  Medical  Association.  The  curriculum 
consisted  of  twelve  consecutive  Saturday  afternoon 
classes  of  four  hours  each.  The  student  body  was 
composed  of  54  osteopaths  who  aspired  to  the  degree 
of  doctor  of  medicine  which  would  be  granted  to  each 
at  the  completion  of  the  classes.  After  this  sole  purpose 
had  been  accomplished  the  school  would  have  been 
disbanded  leaving  no  memorial  but  54  unearned 
M.D.  degrees. 

But  the  sponsors  of  the  Washington  College  of 
Physicians  and  Surgeons  reckoned  without  the  Board 
of  Medical  Examiners  of  Washington.  On  March  20, 
1964,  at  an  open  hearing  the  board  decided  that  the 
school  could  not  be  approved  or  accredited  because  it 
failed  to  meet  several  legal  requirements;  for  ex- 
ample, the  medical  diploma  must  be  procured  in  the 
regular  course  of  instruction  and  examination,  the 
college  must  show  that  it  provides  adequate  instruc- 
tion in  specified  subjects  and  that  it  pro  Andes  clinical 
instruction  in  hospital  wards  and  outpatient  clinics 
under  guidance. 

Dr.  Fiorino  further  pointed  out  that  the  Washing- 
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ton  legislature  has  imposed  the  duty  of  determining 
the  adequacy  of  a medical  school  on  the  board  and 
not  on  any  other  agency;  accreditation  was  denied 
because  the  instruction  was  considered  inadequate 
to  protect  the  health  of  the  citizens  of  Washington. 
Incidentally,  the  Washington  Osteopathic  Associa- 
tion was  also  opposed  to  the  college.  The  school 
promptly  discontinued  its  classes  when  it  was  denied 
accreditation. 

Thus,  the  Washington  Board  of  Medical  Exam- 
iners, by  standing  firm  and  upholding  the  law  of  the 
land,  probably  against  severe  pressure,  has  made  a 
distinct  contribution  to  the  welfare  of  the  citizens 
of  the  entire  United  States.  Moreover  it  has  refused 
to  compound  the  confusion  caused  by  the  creation 
of  the  new  M.D.’s  by  the  State  of  California.  Al- 
though the  standards  of  the  Washington  College  of 
Physicians  and  Surgeons  were  actually  post-Flexner 
compared  with  those  of  the  California  school  which 
merely  invited  osteopaths  to  apply  for  M.D.  degrees, 
it  is  incomprehensible  that  it  had  the  blessings  of 
reputable  organizations.  These  seemed  to  be  dom- 
inated by  the  group  which  believes  in  amalgamation 
at  any  price  regardless  of  the  wishes  of  the  osteopaths 
and  certainly  with  little  or  no  attention  to  the 
maintenance  of  medical  standards.  They  claim  that 
their  intention  is  to  elevate  standards  by  eliminating 
the  osteopaths  entirely  and  point  to  the  good  effects 
of  the  absorption  of  the  homeopaths  many  years  ago. 
The  more  blatant  cynics  among  this  group,  when 
confronted  with  the  argument  that  patients  will  be- 
come progressively  more  bewildered  when  seeking  the 
best  medical  care,  reply  that  this  will  only  be  a tem- 
porary situation  and  will  last  for  twenty-five  years  at 
the  most.  Which  reminds  us  of  the  heads  of  certain 
foreign  governments  wiio  have  just  as  ruthlessly  if 
less  subtly  proclaimed  that  it  is  often  necessary  to 
sacrifice  a number  of  people  for  the  success  of  the 
regime  and  the  good  of  the  people  as  a whole. 

The  Washington  board  is  to  be  congratulated  on 
its  courage  in  so  firmly  upholding  the  law  and  it  is 
fortunate  that  it  wras  in  a position  to  do  so.  In  many 
other  states  such  a stand  by  their  boards  would  be 
impossible  as  they  have  delegated  the  approval  of 
medical  schools  to  outside  agencies.  The  Washington 
stand  is  an  example  of  the  most  conscientious  applica- 
tion of  states’  rights. 

October  1964  Issue:  “Missouri's  Reply  to  the 

‘M.D. 's'  ” 

In  October,  1963.  two  osteopaths  holding  “M.D.” 
degrees  from  the  California  College  of  Medicine  ap- 
plied for  licenses  to  practice  as  doctors  of  medicine 
in  Missouri.  Their  applications  were  rejected  by  the 
State  Board  of  Registration  for  the  Healing  Arts  for 
the  State  of  Missouri.  The  “M.D.’s”  appealed  to  the 
Circuit  Court  of  Cole  County  which  upheld  the  ruling 
of  the  Board. 

The  appeal  of  the  osteopaths  was  rejected  for  the 
following  reasons:  (1)  The  Missouri  Medical  Prac- 

tice Act  requires  that  an  applicant  for  licensure 
“present  the  Board  with  not  only  a diploma  from  a 
medical  school  but  also  with  evidence  that  such 
diploma  was  earned  by  attendance  through  four  aca- 
demic years,  as  in  a school  of  medicine.”  (2)  “ . . . It 
was  stipulated  by  all  parties  that  the  plaintiffs  had 
never  studied  or  taken  any  course  in  any  medical 
school.  . . .”  (3)  “That,  due  to  the  judicial  admis- 

sions of  the  parties,  the  so-called  ‘diplomas  of  gradua- 
tion’ mentioned  in  the  stipulation  of  facts,  are  not  in 
truth  diplomas  of  graduation  in  the  sense  intended  by 
section  334.031  and  334.047.  . . and  they  do  not  entitle 
plaintiffs  to  recognition  by  that  agency  (The  State 
Board  of  Registration)  of  the  academic  degrees  pur- 
portedly conferred  by  the  diplomas,  which  are 
merely  ceremonial  and  memorial  and  in  no  sense 
representative  of  attendance  at  a reputable  medical 


college  or  completion  of  the  course  of  study  of  such 
institution.  ...” 

Many  people  concerned  with  medical  licensure 
have  been  watching  this  case  with  much  interest. 
This  is  the  first  known  attempt  of  the  California 
“M.D.’s”  to  force  recognition  of  their  “degrees”  on 
a Board  of  Medical  Examiners.  We  do  not  know 
whether  an  appeal  is  pending.  But  this  case  could 
prove  to  be  an  important  precedent  and  may  offer 
solace  to  many  state  boards  who  have  been  concerned 
about  the  problem. 

Originally  it  was  stated  that  the  California 
“M.D.’s”  would  not  constitute  a national  problem 
because  they  only  intended  to  be  licensed  in  Cali- 
fornia and  they  would  consider  it  unthinkable  to 
move  from  that  great  state.  But  at  least  two  of  them 
were  lured  by  the  charms  of  Missouri  to  the  extent 
that  they  were  willing  to  spend  much  time  and 
trouble  to  make  their  “M.D.”  degrees  hold  up  in 
that  state. 

It  is  possible  that  some  states  whose  laws  do  not 
stipulate  that  the  owner  of  an  M.D.  degree  must 
prove  that  it  was  earned  may  encounter  trouble  but 
we  doubt  it.  The  unequivocal  language  of  another 
portion  of  the  Missouri  decision  is  worth  quoting. 
“That  under  the  facts  of  this  case,  the  State  Board  of 
Registration  for  the  Healing  Arts  had  no  authority 
to  enter  after  the  names  of  the  licensees  the  degree  of 
doctor  of  medicine  upon  their  respective  licenses. 
However,  even  if  the  Board  should  be  held  to  possess 
the  discretion  to  grant  recognition  of  such  degree,  its 
denial  of  the  plaintiffs’  applications  herein  was  not 
unreasonable,  arbitrary  or  capricious.” 

The  decision  of  the  Missouri  Court  may  have  far 
reaching  influence  in  deciding  the  future  status  of  the 
California  “M.D.’s,”  in  other  states;  in  fact  their 
status  may  already  be  clarified  by  this  precedent. 

Miscellaneous. 

Planning  Committee  for  Medical  Policies. 
We  have  read  Norman  Moore’s  report  of  the 
Planning  Committee  for  Medical  Policies. 
For  years,  Dr.  Moore  has  been  in  a position  to 
evaluate  the  work  of  this  group.  We  agree 
wholeheartedly  with  his  recommendation  “that 
the  House  of  Delegates  dissolve  the  Planning 
Committee  at  the  1965  meeting.” 

Two  years  ago,  in  our  report  to  the  House  of 
Delegates,  we  stated: 

When  we  were  out  in  Los  Angeles  for  the  clinical 
meeting  of  the  American  Medical  Association  during 
the  latter  part  of  last  November,  we  visited  and  re- 
viewed some  of  the  activities  of  the  California  Medi- 
cal Society.  We  were  impressed  greatly  by  its  Bu- 
reau of  Research  and  Planning,  organized  in  1959. 

Their  council  appointed  an  ad  hoc  committee  to 
study  the  problem.  It  arrived  at  these  conclusions: 
that  the  basic  economic  objective  was  the  preserva- 
tion of  the  private  practice  of  medicine;  that  a 
library  adequate  to  research  needs  be  established 
under  the  direction  of  a competent  librarian;  and 
that  a full-time  research  director  of  adequate  back- 
ground and  orientation  be  found  to  assist  in  organiz- 
ing an  over-all  research  program  for  the  Association 
and  to  implement  this  program  as  directed. 

The  ad  hoc  committee  further  recommended  to 
the  council  of  the  California  Medical  Society  that 

“1.  The  primary  function  would  be  to  determine 
types  in  order  of  priority  of  research  projects  in  rela- 
tion to  its  contribution  to  public  welfare,  importance 
to  C.M.A.,  benefit  to  the  C.M.A.  members,  length 
of  time  required,  and  cost. 

“2.  To  recommend  to  the  appropriate  commission 
or  the  council  when  a specific  research  or  planning 
project  should  be  discontinued. 
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“3.  To  develop  an  annual  research  and  planning 
budget  in  cooperation  with  the  director  of  research 
and  director  of  commissions  and  committees. 

“4.  To  review  and  recommend  to  the  council  for 
approval  or  disapproval  all  research  reports  before 
release  to  any  source. 

“5.  Develop  and  initiate  long-range  plans  and 
programs. 

“6.  Research  findings  could  be  forwarded  to  the 
originating  commission  and  the  council. 

“7.  In  case  of  conflicting  research  requests,  in 
terms  of  time,  cost,  personnel,  and  other  facts,  the 
priority  determination  should  be  referred  to  the 
Council.” 

The  California  bureau  has  discussed  the  following 
areas  in  order  to  determine  specific  research  projects 
and  priorities:  the  insurance  mechanism,  education, 
organization  and  distribution  of  medical  services, 
communication,  historical,  philosophic,  and  socio- 
logic concepts,  membership  relations,  labor  rehabili- 
tation, quality  of  medical  care,  political  implications, 
and  preventive  medicine. 

We  believe  that  this  is  a step  in  the  right  direction. 
Statistics  and  conclusions  of  various  intensive  studies 
are  available,  at  a moment’s  notice,  for  media  of 
communication  interviews,  writing  of  speeches,  and 
many  other  purposes.  Thought  should  be  given  to 
this  type  of  project  in  our  State. 

We  have  not  concentrated  on  this  idea — -be- 
cause we  felt  that  our  financial  affairs  should 
be  in  order  before  we  broached  the  subject 
again.  We  hope  that  in  the  not-too-distant 
future  we  will  be  able  to  sponsor  a project  of 
this  type. 

Annual  Meeting  of  Connecticut  State  Medical 
Society.  Your  executive  vice-president,  rep- 
resenting the  Medical  Society  of  the  State  of 
New  York,  attended  the  172nd  annual  meeting 
of  the  Connecticut  State  Medical  Society,  in 
Hartford,  April  28  and  29. 

The  House  of  Delegates  met  on  the  first  day. 
The  second  day  was  devoted  to  scientific  ses- 
sions and  the  annual  dinner,  which  we  enjoyed 
greatly.  We  were  received  in  the  usual  Con- 
necticut hospitable  manner. 

At  the  House  of  Delegates  meeting,  Morris  P. 
Pitock,  M.D.,  the  outgoing  president,  reported 
on  his  visit  to  our  February  convention.  He 
stated:  “The  regal  manner  in  which  the  dele- 
gates are  entertained  by  the  Medical  Society  of 
the  State  of  New  York  has  no  duplicate  else- 
where to  my  knowledge.” 

Two  actions  of  the  Connecticut  House  should 
be  of  tremendous  interest  to  us,  as  follows: 

Whereas,  On  January  23,  1964,  Con- 
necticut Medical  Service,  Inc.  did,  in  fact,  disa- 
vow the  sponsorship  of  CMS  by  the  Connecticut 
State  Medical  Society,  Inc.  by  amending  the 
CMS  Bylaws  so  as  to  deprive  the  Society  of 
its  right  to  name  the  physician  members  and 
directors  of  CMS,  Inc.;  therefore  be  it 

Resolved,  That  the  House  of  Delegates  of 
the  Connecticut  State  Medical  Society  rec- 
ognize as  a fact  that,  on  January  23,  1964, 
Connecticut  Medical  Service,  Inc.  did  disa- 
vow the  sponsorship  of  the  Connecticut  State 
Medical  Society,  Inc.,  by  amending  the  CMS 
Bylaws  so  as  to  deprive  the  Society  of  its 
right  to  name  the  physician  members  and 


directors  of  CMS,  Inc.,  and  confirm  that, 
because  of  this  disavowal,  sponsorship  of 
Connecticut  Medical  Service,  Inc.  by  the 
Connecticut  State  Medical  Society,  Inc.  no 
longer  exists. 

Whereas,  Past  experience  has  shown  that 
no  satisfactory  relationship  can  endure  be- 
tween the  Connecticut  State  Medical  Society, 
Inc.  and  third  party  agencies,  such  as  Connec- 
ticut Medical  Service,  Inc.,  in  the  absence  of 
formal  legal  agreements  which  stipulate  the 
rights,  powers,  duties,  and  obligations  of  each 
toward  the  other;  therefore  be  it 

Resolved,  That  the  House  of  Delegates  of  the 
Connecticut  State  Medical  Society,  Inc.  es- 
tablish the  policy  that  the  Society  shall  engage 
in  no  further  sponsorship  of  any  third  party 
agency  unless  and  until  there  shall  exist  for- 
mal, written,  legal  agreements  between  the 
Society  and  the  third  party  agency  seeking 
sponsorship,  said  agreements  to  specify  the 
rights,  powers,  duties,  and  obligations  of  the 
Society  and  the  third  party  concerned. 

Ralph  L.  Gilman,  M.D.,  of  Storrs,  Connec- 
ticut, took  over  the  presidency.  James  R. 
Cullen,  M.D.,  who  has  been  a delegate  to  the 
American  Medical  Association  for  a number  of 
years,  was  elected  president-elect. 

A.M.A.-E.R.F.  Grants  to  Medical  Schools. 
During  the  early  part  of  March,  “Bing” 
Blasingame  transmitted  to  your  executive  vice- 
president  a number  of  checks  which  represented 
the  allocation  of  1963  A.M.A.-E.R.F.  contribu- 
tions to  the  medical  schools  of  our  State,  as 
follows: 

Albany  Medical  College,  $7,344.07;  Albert 
Einstein  College  of  Medicine  of  Yeshiva  Uni- 
versity, $4,937.91;  Columbia  University  College 
of  Physicians  and  Surgeons,  $7,895.41;  Cornell 
University  Medical  College,  $8,837.91;  New 
York  Medical  College,  Flower  and  Fifth  Avenue 
Hospitals,  $6,800.41;  New  York  University 
School  of  Medicine,  $7,658.41;  State  Uni- 
versity of  New  York  at  Buffalo,  School  of 
Medicine,  $8,005.76;  State  University  of  New 
York  Downstate  Medical  Center  College  of 
Medicine,  $5,382,91;  State  University  of  New 
York  Upstate  Medical  Center  in  Syracuse 
College  of  Medicine,  $5,900.91;  University  of 
Rochester  School  of  Medicine  and  Dentistry, 
$7,662.91. 

The  checks  were  forwarded  by  your  executive 
vice-president,  acting  on  behalf  of  A.M.A.- 
E.R.F.  and  the  thousands  of  physicians  and 
their  families  who  contributed  a nation-wide 
total  of  $1,208,463  to  the  Foundation  in  1963  for 
medical  school  distribution. 

The  grants  were  accepted  by  the  following: 
Harold  C.  Wiggers,  Ph.D.,  Dean,  Albany 
Medical  College;  Marcus  D.  Kogel,  M.D.,  Dean, 
Albert  Einstein  College  of  Medicine,  Yeshiva 
University;  H.  Houston  Merritt,  M.D.,  Dean, 
Columbia  University  College  of  Physicians 
and  Surgeons;  John  E.  Deitrick,  M.D.,  Dean, 
Cornell  University  Medical  College;  Ralph 
E.  Snyder,  M.D.,  Dean,  New  York  Medical 
College,  Flower  and  Fifth  Avenue  Hospitals; 
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Saul  J.  Farber,  M.D.,  Acting  Dean,  New  York 
University  School  of  Medicine;  Douglas  M. 
Surgenor,  Ph.D.,  Dean,  State  University  of 
New  York  at  Buffalo,  School  of  Medicine; 
Joseph  K.  Hill,  Ph.D.,  Acting  Dean,  State 
University  of  New  York  Downstate  Medical 
Center  College  of  Medicine;  Carlyle  F.  Jacob- 
sen, Ph.D.,  Dean,  State  University  of  New  York 
Upstate  Medical  Center  in  Syracuse  College  of 
Medicine;  Donald  G.  Anderson,  M.D.,  Dean, 
University  of  Rochester  School  of  Medicine 
and  Dentistry. 

Through  its  “Funds  for  Medical  Schools” 
program,  the  A.M.A.  has  distributed  more  than 
$14  milhon  since  1951.  Medical  schools  can 
use  these  grants  for  whatever  purposes  they 
wish. 

The  TV  Show — “ The  Doctors”  For  some 
time,  a program  called  “The  Doctors”  has 
been  on  television.  It  has  been  shown  in  many 
areas. 

We  have  not  been  able  to  determine  exactly 
how  or  when  we  got  into  the  “act”;  but  the 
programs  have  been  screened  for  “scientific 
accuracy”  by  a member  of  our  Public  Relations 
Committee.  A credit  line,  referring  to  the 
Medical  Society  of  the  State  of  New  York,  has 
appeared  after  the  showing  of  each  film. 

After  viewing  a number  of  these  shows,  the 
widow  of  a physician  reported  to  us  that  they 
were  placing  the  medical  profession  in  a bad 
light  by  depicting  “immoral”  episodes.  The 
member  of  the  Public  Relations  Committee 
concerned  with  monitoring  the  scripts — after 
his  own  review  of  the  films — felt  that  the 
scenarios  “do  not  contain  any  direct  statements 
or  situations  which  are  immoral,  but  the  actual 
production  may  and  allegedly  does  contain 
immoral  implications.”  It  was  his  recom- 
mendation that  we  get  out  of  this  TV  business, 
and  that  we  disapprove  any  further  coopera- 
tion with  “The  Doctors.” 

The  chairman  of  the  Commission  on  Public 
and  Professional  Affairs  and  the  chairman  of  the 
Public  Relations  Committee  endorsed  this 
opinion.  Therefore,  we  notified  NBC  that 
they  discontinue  any  reference  to  the  Medical 
Society  of  the  State  of  New  York  on  their 
programs  and  that  they  no  longer  submit  their 
scripts  to  us.  They  agreed  to  this  demand. 

Welcome  to  New  Members.  During  the  year, 
we  initiated  the  procedure  of  “welcoming” 
all  new  members. 

Following  is  a copy  of  a letter  that  is  being 
sent  to  all  “newcomers”: 

It  is  a pleasure  to  welcome  you  as  an  Active  Mem- 
ber of  the  Medical  Society  of  the  State  of  New  York 
and  the  American  Medical  Association  through  your 
membership  in  the  county  medical  society  of . 

As  an  Active  Member  of  the  Medical  Society  of  the 
State  of  New  York  you  will  receive  twice  a month  the 
New  York  State  Journal  of  Medicine  and  once  a 
month  the  News  of  New  York,  both  published  by  the 
Society.  Please  allow  six  weeks  for  the  first  issues 
of  these  publications  to  reach  you. 

Active  Members  will  receive  the  1963-64  Medical 
Directory  of  New  York  State,  published  by  the  Society, 
and  your  attention  is  invited  to.  pages  139  to  147, 


wherein  the  Principles  of  Professional  Conduct  of  the 
Medical  Society  of  the  State  of  New  York  are  printed 
in  full.  The  enclosed  copy  of  the  Constitution  and 
Bylaws  of  the  State  Society  contains  changes  effective 
since  February,  1964. 

As  an  Active  Member  of  the  American  Medical 
Association  you  will  receive  the  A.M.A.  Journal, 
Today's  Health,  the  AM  A News,  and  an  A.M.A. 
specialty  journal  selected  by  you. 

All  members  are  cordially  invited  to  attend  the 
annual  meeting  of  the  State  Society,  held  in  New 
York  City  in  February  of  each  year,  to  observe  your 
House  of  Delegates  at  work  and  to  enjoy  our  scientific 
sections  and  exhibits,  as  well  as  our  technical  ex- 
hibits. 

If  you  are  not  already  aware  of  the  State  Society’s 
malpractice  insurance  program,  may  we  suggest  that 
you  contact  the  Society’s  authorized  indemnity 
representative,  James  M.  Arnold,  2 Park  Avenue, 
New  York,  New  York  10016,  for  full  details. 

If  at  any  time  you  have  a question  relating  to  the 
State  Society,  we  would  appreciate  hearing  from  you. 

Joint  Legislative  Committee  to  Revise  and 
Simplify  the  Education  Law.  In  May  we  were 
notified  that  the  Joint  Legislative  Committee 
to  Revise  and  Simplify  the  Education  Law 
(Senator  Earl  Brydges,  chairman)  had  appointed 
a subcommittee  “to  investigate  the  operation 
of  the  existing  Education  Law  as  it  pertains  to 
the  professions.” 

We  were  asked  to  submit  the  following  in- 
formation: 

I.  Criticisms  of  the  existing  law  (“how  is  it 
working?”) ; 

II.  Specific  recommendations  as  to  how  the 
law  should  be  changed  (“How  should  it  be 
run?”). 

We  were  told  that  our  analysis  should  take 
in  three  areas,  as  follows: 

1.  Discipline — Simplifying  and  codifying 
disciplinary  procedures,  in  general,  but  keep- 
ing in  mind  that  each  profession  be  permitted 
to  make  recommendations  about  controls  in  its 
own  field. 

2.  Statutory  licensing  provisions. 

3.  Definitions.  Scope  of  practice  in  each 
profession. 

Our  president  appointed  a ten-man  committee 
to  work  with  the  counsel  to  the  Joint  Committee. 

Memoranda  requesting  suggestions  and  rec- 
ommendations were  transmitted  to  presidents, 
secretaries,  and  executive  secretaries  of  the 
county  medical  societies;  chairmen,  secre- 
taries, and  delegates  of  sections;  officers  of 
specialty  societies.  The  response  was  poor. 

The  committee  has  convened  on  several  oc- 
casions. The  chairman  will  summarize  the 
deliberations  of  these  meetings  in  his  report. 

The  progress  of  this  project  may  be  delayed 
because  of  the  results  of  the  recent  election. 
With  the  Democrats  now  in  control,  there  will 
be  new  chairmen  and  counsels  of  all  committees. 

The  Woman's  Auxiliary.  We  have  cooperated 
with  the  Woman’s  Auxiliary  in  every  way 
possible.  The  relationship  between  our  two 
groups  has  been  a healthy  one. 

The  slogan  of  Mrs.  Dominic  R.  Pitaro,  the 
president,  of  Troy,  has  been  “Projecting  a Truer 
Image” — -a  very  fine  and  significant  one. 
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We  have  renewed  our  efforts  to  assist  the 
Woman’s  Auxiliary  in  two  directions: 

1.  The  incorporation  as  a membership 
corporation  of  the  Woman’s  Auxiliary.  Mr. 
Martin’s  office  has  taken  over  this  project. 

2.  A request  that  the  Internal  Revenue  Serv- 
ice grant  exemption  from  income  tax  to  the 
Auxiliary.  This  program  will  be  delayed  some- 
what pending  incorporation. 

Some  time  ago,  we  brought  these  two  items 
to  the  attention  of  the  president  of  the  Auxiliary. 
She  agreed  wholeheartedly  that  these  matters 
were  important. 

The  request  that  we  approve  a raffle  to  be 
conducted  by  the  Woman’s  Auxiliary,  for  rais- 
ing funds  for  the  A.M.A.-E.R.F.,  was  referred 
to  our  counsel;  and  the  following  was  his  opinion: 

“Quite  clearly  Section  1370  of  the  Penal  Law 
defines  a lottery  as:  ‘a  scheme  for  the  distribu- 
tion of  property  by  chance,  among  persons 
who  have  paid  or  agreed  to  pay  a valuable 
consideration  for  the  chance,  whether  called  a 
lottery,  raffle,  or  gift  enterprise  or  by  some  other 
name.’  Section  1371  reads:  ‘A  lottery  is 

unlawful  and  a public  nuisance.’  Section  1373 
entitled  ‘Selling  Lottery  Tickets’  reads  in 
part:  ‘A  person  who  sells  tickets  ...  is  guilty 

of  a misdemeanor.’  Section  1379,  entitled 
‘Advertising  to  insure  lottery  tickets’  reads  as 
follows:  ‘A  person  who,  by  writing  or  printing, 
or  by  circular  or  letter,  or  in  any  other  way, 
advertises  or  publishes  an  offer,  notice  or  propo- 
sition, in  violation  of  the  last  section,  is  guilty 
of  a misdemeanor.’  Finally,  Section  1384 
entitled  ‘Prizes  in  Lotteries,  Forfeited,’  reads  in 
part:  ‘Any  prize  that  shall  be  drawn  in  any 

lottery  shall  be  forfeited  ...  to  the  use  of  the 
poor ... 

“It  occurs  to  me,  as  it  has  to  many  of  us, 
that  many  of  these  lotteries  are  in  operation 
principally  on  behalf  of  churches  and  charitable 
organizations,  and  I would  say  further,  that 
you  never  hear  of  anyone  getting  into  trouble 
for  running  one,  but  they  are  strictly  in  viola- 
tion of  the  law. 

“My  thought  is  that  an  organization  with  the 
prominence  of  the  Woman’s  Auxiliary  to  the 
Medical  Society  of  the  State  of  New  York 
might  demean  itself  by  operating  a lottery 
which  is  in  violation  of  the  law.” 

The  women  were  so  notified. 

The  New  York  State  Association  of  Profes- 
sions (NYSAP) . A new  profession  was  added 
to  NYSAP — the  certified  public  accountants. 

The  campaign  to  enlist  new  members  is  still 
in  progress.  The  organization  is  growing,  but 
slowly. 

Leo  E.  Gibson,  M.D.,  and  your  executive 
vice-president  remain  on  the  board  of  directors. 

The  annual  convention  was  held  at  the 
Americana,  in  New  York  City,  on  November  19. 

We  still  insist  that  NYSAP  has  a great  po- 
tential for  good,  and  should  be  supported  by 
members  of  the  seven  “learned  professions” 
concerned. 

Albany.  In  accordance  with  plans  approved 
by  the  Council,  your  executive  vice-president 


visited  Albany  on  several  occasions — to  meet 
with  our  legislative  counsel,  the  chairman  of 
the  Commission  on  Public  and  Professional 
Affairs,  the  chairman  of  the  Committee  on  State 
Legislation,  assemblymen,  senators,  and  others. 
What  took  place  in  the  Legislature  will  be 
reported  to  you  by  the  chairman  of  the  Com- 
mission. The  New  York  Times  called  the  1964 
legislative  session  the  greatest  “do-nothing” 
meeting  in  many  years. 

Quackery — A.M.A.  The  Board  of  Trustees 
of  the  American  Medical  Association  appointed 
your  executive  vice-president  a member  of 
its  Ad  Hoc  Committee  on  Quackery. 

The  Community  Blood  Council  of  Greater  New 
York.  The  Medical  Society  of  the  State  of 
New  York  was  admitted  to  membership  in 
the  Community  Blood  Council.  John  M. 
Galbraith,  M.D.,  was  appointed  our  official 
representative. 

Meetings.  Since  the  last  meeting  of  the 
House  of  Delegates,  your  executive  vice-presi- 
dent has  attended  most  of  the  scheduled  routine 
meetings  and  conferences.  Also,  he  has  been 
present  at  these  “extraordinary”  events: 

1.  The  winter  meeting  of  the  board  of  di- 
rectors of  the  National  Tuberculosis  Associa- 
tion, in  Williamsburg,  Virginia,  February  14 
and  15  (at  no  expense  to  the  State  Society). 

2.  Open  house  reception  and  buffet  for 
members  of  the  State  Legislature,  tendered  by 
the  New  York  State  Association  of  Professions, 
in  Albany,  February  17. 

3.  Meeting  of  the  Woman’s  Auxiliary  to  the 
Medical  Society  of  the  County  of  Queens,  in 
Forest  Hills,  February  25.  Your  executive 
vice-president  discussed  “The  Doctor’s  Image — - 
and  What  the  Women  Can  Do  to  Help  Us.” 

4.  Graduate  symposium  on  geriatric  medi- 
cine, conducted  by  the  American  Geriatrics 
Society,  in  New  York  City,  February  28. 

5.  A meeting  of  the  Society  of  Alumni  of 
Bellevue  Hospital,  of  which  Milton  Helpem  is 
president  in  New  York  City,  March  4.  The 
chief  paper  was  “Medical  Quackery  and  the 
Law,”  delivered  by  the  Honorable  John  W. 
Miner,  Deputy  District  Attorney  and  Chief 
of  Medicolegal  Section  of  the  County  of  Los 
Angeles. 

6.  Reception  and  dinner  of  the  Bankers 
Trust  Company,  at  the  Canadian  Club  at  the 
Waldorf-Astoria,  March  11.  All  types  of 
businesses  and  professions  were  represented. 

7.  National  Congress  on  Medicine  and 
Pharmacy,  sponsored  by  the  A.M.A.,  the  Amer- 
ican Pharmaceutical  Association,  and  the 
National  Association  of  Retail  Druggists,  in 
Chicago,  March  12  and  13.  We  learned  quickly 
that  all  is  not  harmonious  as  far  as  the  two 
professions  are  concerned.  There  is  much 
pioneering  work  to  be  done  in  the  area. 

8.  The  sixty-fourth  annual  banquet  of  the 
New  York  State  Legislative  Correspondents’ 
Association,  in  Albany,  March  14.  The  show 
“lampooned”  every  politician  of  note.  There 
were  only  two  speakers,  the  district  attorney  of 
Queens  County  and  the  Governor. 
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9.  Meeting  of  the  board  of  directors  of  the 
Empire  State  Medical,  Scientific  and  Educa- 
tional Foundation,  in  New  York  City,  March 
19. 

10.  Meeting  of  the  A.M.A.  Committee  to 
Review  the  Organization  of  the  House  of  Del- 
egates, in  Chicago,  March  21  and  22.  The 
agenda  was  a long  one.  The  work  of  the  com- 
mittee is  progressing  satisfactorily. 

11.  Meeting  of  the  judging  panel  for  the 
Empire  State  Awards  for  Excellence  in  Med- 
ical Reporting,  in  New  York  City,  March  30. 
The  other  members  were:  Mr.  Norman  Baker, 
editor  of  the  Rockland- Journal  News;  Mr. 
Donald  Cooley,  medical  and  science  writer; 
Andrew  C.  Fleck,  M.D.,  deputy  commissioner 
of  health;  James  J.  Quinlivan,  M.D.,  director  of 
public  health  education,  New  York  State  De- 
partment of  Health. 

12.  Meeting  of  officers  and  directors  of  the 
New  York  State  Association  of  Professions,  in 
New  York  City,  March  31. 

13.  The  first  joint  meeting  of  the  Erie  County 
Medical  Society  and  the  Buffalo  Academy  of 
Medicine,  in  Buffalo,  April  1.  The  dinner  was 
delightful,  and  the  scientific  session  was  very 
instructive.  The  turnout  was  exceptional. 

A friend  of  ours,  Roger  S.  Mitchell,  Jr.,  M.D., 
director  of  the  Webb- Waring  Institute  for 
Medical  Research  in  Denver,  discussed  “Chronic 
Bronchitis  and  Emphysema  Syndrome.” 
Dr.  Mitchell  stressed  three  points:  (a)  Chronic 
bronchitis  and  emphysema  are  two  completely 
distinct  diseases,  which  can  be  distinguished 
by  total  lung  capacity;  (6)  emphysema  is  not 
just  accelerated  aging,  but  is  a disease  with  a 
separate  cause  or  causes;  ( c ) chronic  bronchitis, 
emphysema,  black  pigmentation  of  the  lung, 
and  smoking  are  associated. 

14.  Annual  meeting  and  eastern  seaboard 
regional  meeting  of  the  Health  Insurance 
Council,  in  Philadelphia,  April  2.  The  agenda 
included:  (a)  Medical  society  review  committee 
in  action,  a panel  discussion;  (6)  Medical 
society  review  committee  consultants  panel. 

15.  Regional  workshop  of  AMP  AC,  in  New 
York  City,  April  4.  Congressman  Steven  B. 
Derounian,  of  the  Third  District,  New  York, 
delivered  a very  fine,  stirring  address. 

16.  A luncheon  for  Dr.  Stuart  Carne,  of 
London,  England,  tendered  by  James  E.  Per- 
kins, M.D.,  managing  director  of  the  National 
Tuberculosis  Association,  in  New  York  City, 
April  8.  Dr.  Carne  is  the  assistant  secretary 
of  the  British  College  of  General  Practitioners. 
He  described  the  results  of  his  study  on  air 
pollution  in  Great  Britain.  Hon.  Arthur  J. 
Benline,  Commissioner  of  Air  Pollution  Control 
of  the  City  of  New  York,  also  attended. 

Later,  Dr.  Carne  took  us  aside  and  discussed 
the  politics  of  medicine.  The  English  also 
have  their  troubles. 

17.  A dinner  dance  in  honor  of  our  president, 
in  Herkimer,  April  11.  The  county  society 
presented  Dr.  Burgin  with  a lovely  set  of  cuff 
links  and  tie  clasp,  with  the  seal  of  the  Medical 
Society  of  the  State  of  New  York  inscribed  on 
each. 


18.  The  eighteenth  annual  conference  of  the 
Woman’s  Auxiliary,  in  Albany,  April  12  and 
13.  Your  executive  vice-president  was  the 
guest  speaker  at  the  luncheon.  The  subjects 
covered  in  his  talk  were:  reorganization  of  the 
Medical  Society  of  the  State  of  New  York 
headquarters,  legislation,  the  field  service,  the 
War  Memorial  Fund,  the  regional  conferences, 
quackery,  and  the  Empire  State  Medical, 
Scientific  and  Education  Foundation. 

19.  The  annual  trip  to  Washington,  April 
14  and  15.  Undoubtedly,  the  report  of  this 
visit  will  be  presented  by  others. 

20.  A.M.A.  Legal  Conference  for  Medical 
Society  Representatives,  in  Chicago,  April 
16  to  18.  The  program  was  an  ambitious  one: 
“the  struggle  for  tax  equality;  the  mission  of 
medicine  in  keeping  its  house  in  order;  state 
legislation;  what’s  new  with  hospitals — with 
corporate  practice — with  Blue  Shield  and  in- 
surance; selected  problems  of  medical  societies 
(professional  liability  survey,  tax  status  and 
unrelated  business  income,  political  activities, 
membership).” 

Your  executive  vice-president  was  the  mod- 
erator of  one  part  of  the  program,  “Combating 
Quackery.” 

21.  Meeting  of  the  A.M.A.  Committee  on 
Quackery,  in  Chicago,  April  17. 

22.  A meeting  of  the  A.M.A.  delegation,  in 
New  York  City,  on  April  23.  The  A.M.A. 
convention  in  San  Francisco  was  discussed. 

23.  A meeting  with  representatives  of  Bees- 
ton  and  Patterson,  to  discuss  the  replanning 
and  redesigning  of  our  present  headquarters, 
in  New  York  City,  on  April  24.  This  was  in 
accord  with  the  decision  reached  by  the  Bud- 
get and  Finance  Committee  and  confirmed  by 
the  Council  and  Board  of  Trustees. 

24.  A conference  with  Mrs.  Dominic  Pitaro, 
president  of  the  Woman’s  Auxiliary,  in  our 
office,  on  May  1. 

25.  For  some  time,  certain  members  of  our 
staff  have  belonged  to  a bowling  league.  Their 
annual  banquet  was  held  at  the  Forest  Hills 
Inn,  in  Queens,  on  May  5,  at  no  expense  to  the 
Medical  Society  (this  is  not  a fringe  benefit). 

26.  The  annual  meeting  of  the  Woman’s 
Auxiliary  to  the  Onondaga  County  Medical 
Society,  in  Syracuse,  on  May  6,  the  day  before 
the  regional  conference.  We  discussed  the 
various  programs  of  the  State  Society. 

27.  The  “swearing-in”  of  the  chief  inspector 
of  the  Police  Department  of  the  City  of  New 
York,  at  police  headquarters,  on  May  11.  This 
is  the  highest  position  held  by  a uniformed 
officer. 

28.  At  the  invitation  of  Herman  Hilleboe, 
M.D.,  your  executive  vice-president  spoke 
to  his  class  on  public  health  practice  at  the 
Columbia  University  School  of  Public  Health 
and  Administrative  Medicine,  on  May  13. 
The  subject  was  “Medical  Societies  and  Post- 
graduate Education.” 

29.  A conference  on  “Alcoholism — A Com- 
munity Problem,”  at  the  Hotel  Biltmore,  on 
May  21. 
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30.  A meeting  of  the  executive  committee 
of  the  Empire  State  Health  Council,  in  New 
York  City,  on  May  22.  Senator  Metcalf 
presided.  The  Medical  Society  of  the  State 
of  New  York  is  a member  of  this  Council. 
Programs  for  the  future  were  presented  and 
evaluated. 

31.  A meeting  of  the  officers  and  directors  of 
the  New  York  State  Association  of  Profes- 
sions, in  New  York  City,  on  May  26. 

32.  The  annual  meeting  of  the  board  of 
directors  of  the  National  Tuberculosis  Associa- 
tion, in  New  York  City,  on  May  29.  Your 
executive  vice-president  is  a member  of  this 
group. 

Cigaret  smoking  and  health  was  one  of  the 
main  topics  discussed.  A strenuous  effort  will 
be  made  to  bring  this  subject  to  the  attention  of 
our  people,  especially  the  teenagers.  This  is 
in  keeping  with  the  thinking  of  the  Medical 
Society  of  the  State  of  New  York. 

33.  A luncheon  meeting  with  Thomas  H. 
Alphin,  M.D.,  director  of  medical  services  of 
the  Equitable  Life  Assurance  Society  of  the 
United  States,  at  the  Equitable  Building  in 
New  York  City,  on  June  1.  Dr.  Alphin  also 
is  the  chairman  of  the  New  York  State  com- 
mittee of  the  Health  Insurance  Council. 

The  operations  of  the  medical  service  were 
explained  to  us.  Also,  we  talked  about  “re- 
view committees”  and  “mediation  boards,” 
a subject  which  is  being  studied  by  our  Com- 
mittee on  Medical  Care  Insurance.  The 
Medical  Society  of  the  County  of  New  York  is 
doing  an  extraordinarily  fine  job  in  this  area. 

34.  A testimonial  dinner  for  the  Hon.  Steven 
B.  Derounian,  a member  of  the  House  of  Rep- 
resentatives from  the  Third  Congressional 
District  of  Long  Island,  in  Garden  City,  June 
4.  Mr.  Derounian  is  a member  of  the  impor- 
tant Ways  and  Means  Committee;  and — as  we 
have  said  so  often — one  of  the  best  friends  med- 
icine has  in  government. 

We  flew  back  from  Saranac  Lake  to  pay  the 
respects  of  the  Medical  Society  of  the  State  of 
New  York  to  this  fine  man. 

35.  A meeting  of  the  Ontario  County  Medical 
Society,  Geneva,  June  16.  We  talked  about 
the  “Responsibilities,  Hopes,  and  Plans  of  the 
Medical  Society  of  the  State  of  New  York,” 
with  particular  reference  to  the  upstate  county 
medical  societies. 

36.  The  annual  staff  picnic  at  Anthony 
Wayne  State  Park,  Orange  County,  June  17. 

37.  A meeting  of  the  A.M.A.  Committee 
to  Review  the  Organization  of  the  House  of 
Delegates,  in  San  Francisco,  June  20.  We  are 
making  progress.  A conference  with  repre- 
sentatives of  the  scientific  sections  was  held. 

38.  The  113th  annual  convention  of  the 
American  Medical  Association,  in  San  Francisco, 
June  21-25.  On  the  political  front,  our  results 
were  better  than  they  have  been  in  some  time. 
We  elected  a vice-president — Carlton  E.  Wertz. 
All  the  candidates  whom  we  supported — 
except  one — were  successful.  In  some  in- 
stances, we  cast  the  deciding  votes— for  which 
we  have  received  expressions  of  gratitude. 


The  role  that  we  played  in  these  cases  is  known. 
The  one  gentleman  who  “missed  the  boat” 
lost  by  two  votes. 

39.  A meeting  of  the  Subcommittee  on  Med- 
ical Care  (Committee  on  Public  Health),  New 
York  Academy  of  Medicine,  in  New  York 
City,  June  29. 

40.  A meeting  of  the  State  Hospital  Review 
and  Planning  Council,  in  Albany,  June  30. 
Norman  S.  Moore,  M.D.,  presided. 

41.  The  four-county  outing  meeting  (Oneida, 
Herkimer,  Madison,  Chenango),  in  Utica, 
July  9.  Our  president  was  the  guest  speaker. 
We  were  asked  to  say  a few  words. 

42.  A meeting  of  the  Committee  on  Public 
Health  and  Education  and  the  chairmen  of  its 
subcommittees,  in  Albany,  July  16.  Again, 
this  was  an  outstanding  conference.  Truly, 
it  represents  a “meeting  of  the  minds”  of  those 
concerned  with  the  problems  of  health  in 
many  areas. 

This  joint  get-together,  established  some  time 
ago  by  our  very  able  chairman,  is  improving 
each  year.  The  spirit  of  understanding  and 
cooperation  that  has  developed  is  outstanding. 

43.  A meeting  of  the  convention  committee 
of  the  New  York  State  Association  of  Profes- 
sions, in  New  York  City,  July  22. 

44.  A meeting  with  representatives  of  Blue 
Shield  of  Western  New  York,  in  New  York 
City,  on  July  25.  We  talked  about  the  prob- 
lem of  the  podiatrists  and  Blue  Shield. 

The  Blue  Shield  of  Western  New  York  will 
take  “legal  action”  against  the  State  Attorney 
General  to  review  the  September  8,  1959, 
opinion  of  the  Solicitor  General  of  the  State 
Attorney  General’s  office  concerning  the  “Keller 
procedure.”  The  Medical  Society  of  the  State 
of  New  York  is  being  asked  to  act  as  amicus 
curiae  in  this  case.  Of  course,  the  matter  was 
referred  to  the  Committee  on  Medical  Care 
Insurance. 

45.  We  were  supposed  to  attend  the  staff 
meeting  of  the  Amot-Ogden  Hospital,  in  Elmira, 
on  August  5.  The  night  before  was  spent  in 
the  company  of  Bill  Boland,  who  for  a number 
of  years  has  invited  us  to  this  affair. 

However,  Bill  passed  away  suddenly  at  our 
side — in  Corning — during  the  late  morning  of 
August  5.  After  taking  us  through  the  new 
building  at  St.  Joseph’s  Hospital,  of  which  he 
was  extremely  proud,  he  had  driven  us  to  view 
the  Corning  Glass  Works.  This  was  a sad  experi- 
ence. 

46.  Funeral  services  for  Bill  Boland,  at  the 
Congregational  Church,  in  Elmira,  on  August 
7. 

Bill  was  beloved  in  his  community,  not  only 
because  he  was  a well-trained,  competent  and 
dedicated  doctor  of  medicine  who  served  the 
people — rich  and  poor  alike — with  an  extra- 
ordinary, intense  fervor;  but,  what  is  more  im- 
portant, he  was  a very  kind,  understanding, 
warm,  devoted  friend  to  everyone  whose  great 
fortune  it  was  to  be  a part  of  his  life.  The 
charitable  work  which  he  performed  became  a 
legend  in  his  area. 
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47.  A meeting  of  the  A.M.A.  Committee  on 
Quackery,  in  Chicago,  August  21.  This  was 
an  all-day  conference,  which  touched  on  every 
phase  of  chiropractic  throughout  the  country. 
We  were  assigned  the  task  of  speaking  about 
“Education  of  the  Profession  and  Public.” 

48.  A meeting  with  representative  of  Eastern 
Airlines,  in  New  York  City,  August  28.  We 
talked  about  the  trip  of  the  Medical  Society  of 
the  State  of  New  York  delegation  to  the  A.M.A. 
clinical  convention  in  Miami  Beach. 

49.  A meeting  with  John  Sargeant,  executive 
secretary  of  the  Medical  and  Chirurgical  Faculty 
of  Maryland  (state  medical  society),  in  New 
York  City,  September  1.  At  one  time,  Jack 
was  executive  secretary  of  the  Broome  County 
Medical  Society.  He  described  Maryland’s 
“own  building” — the  problems  and  advantages. 
What  he  had  to  say  will  be  transmitted  at  the 
proper  time  to  the  Ad  Hoc  Committee  for  Our 
Own  Building. 

50.  Meeting  of  the  Ad  Hoc  Committee  to 
Study  the  Revision  of  the  Education  Law,  in 
New  York  City,  September  1.  Undoubtedly 
the  chairman  will  submit  a report  of  this  ac- 
tivity. 

51.  A meeting  of  the  steering  committee  for 
the  Congress  on  Medical  Quackery,  New  York 
City,  September  2.  Representatives  of  various 
agencies,  including  a number  in  government 
service,  were  present.  The  chairman’s  report 
will  describe  what  took  place. 

52.  A meeting  of  a subcommittee  of  doctors 
of  medicine  and  the  Governor’s  Committee  on 
Hospital  Costs,  in  New  York  City,  September 
3.  Waring  Willis,  M.D.,  was  chairman. 

53.  A meeting  of  the  board  of  directors  of  the 
New  York  State  Association  of  Professions,  in 
New  York  City,  September  9. 

54.  The  third  annual  joint  meeting  of  the 
Fifth  and  Sixth  District  Branches,  in  Saratoga, 
September  12.  Milton  Helpem,  M.D.,  was 
the  guest  speaker. 

55.  The  President’s  Dinner  Dance  of  the 
Richmond  County  Medical  Society,  New  Dorp, 
Staten  Island,  on  September  26. 

56.  Luncheon  meeting  with  Mrs.  Leif  Jensen, 
in  New  York  City,  October  7.  We  discussed 
the  role  of  the  Woman’s  Auxiliary  at  the  A.M.A. 
convention  in  New  York  City  in  June,  1965. 

57.  A meeting  of  the  A.M.A.  Committee  to 
Review  the  Organization  of  the  House  of  Del- 
egates, in  Chicago,  October  14  and  15.  The 
Council  on  Medical  Education  was  reviewed 
thoroughly. 

58.  Dinner  meeting  at  Manhattan  College, 
New  York  City,  on  October  19.  Brother 
Amandus  Leo  was  the  host.  This  was  a con- 
ference of  the  education  committee  of  the  New 
York  State  Association  of  Professions. 

59.  Meeting  of  the  first  district  of  the 
Woman’s  Auxiliary  to  the  State  of  New  York, 
in  Staten  Island,  on  October  20.  We  talked 
about  legislation,  quackery,  MAA,  and  so 
forth. 

60.  A meeting  of  the  Nominating  Committee, 
in  New  York  City,  October  22. 


61.  Donovan  Ward,  M.D.,  president  of  the 
American  Medical  Association,  visited  our 
headquarters  on  October  23.  We  were  his 
hosts  at  lunch. 

62.  The  Golden  Jubilee  Dinner  Dance  of  the 
Bronx  County  Medical  Society,  in  New  York 
City,  on  October  24. 

63.  A luncheon  meeting  of  the  Woman’s 
Auxiliary  to  the  Nassau  County  Medical 
Society,  in  Rockville  Centre,  on  October  27. 
Again,  your  executive  vice-president  delivered 
a talk  on  legislation  and  other  related  matters. 

64.  The  twentieth  annual  dinner  dance  of  the 
Medical  Society  of  the  County  of  Kings,  in 
Brooklyn,  on  November  7. 

65.  A dinner  meeting  of  the  Chautauqua 
County  Medical  Society,  in  Mayville,  on  No- 
vember 11.  Seven  physicians  who  have  been  in 
practice  over  fifty  years  were  honored,  including 
the  father  of  the  county  society’s  president, 
Van  Sanford  Laughlin,  M.D. 

We  spoke  about  the  “State  of  the  Medical 
Society.” 

66.  A dinner  of  the  delegates  and  members 
of  the  board  of  directors  of  the  Westchester 
County  Medical  Society,  in  Purchase,  on  No- 
vember 12.  This  was  an  informal  gathering  to 
discuss  problems  common  to  the  “downstate” 
area. 

67.  The  annual  dinner  for  the  New  York 
State  Journal  of  Medicine’s  associate 
editorial  board  and  section  editors,  in  New 
York  City,  on  November  18.  The  guest  speaker 
was  Joseph  Garland,  M.D.,  editor  of  the  New 
England  Journal  of  Medicine. 

68.  Meeting  of  the  Medical  Society  of  the 
State  of  New  York  delegation  to  the  A.M.A., 
in  New  York  City,  on  November  19.  Matters 
concerning  the  A.M.A.  convention  in  Miami 
Beach  were  considered. 

69.  The  second  annual  convention  of  the 
New  York  State  Association  of  Professions,  in 
New  York  City,  on  November  19. 

70.  Dinner  of  the  president  of  the  Medical 
Society  of  the  County  of  New  York,  in  New 
York  City,  on  November  20. 

71.  The  annual  dinner  dance  of  the  Medical 
Society  of  the  County  of  Queens,  November  21. 

Acknowledgments.  Over  the  years,  we 
have  learned  that  the  chief  administrator  of  any 
organization  can  only  be  as  strong  and  as  effec- 
tive as  the  dedication  and  devotion  of  those  who 
work  by  his  side  permit  him  to  be. 

We  have  been  blessed  with  people  of  this 
type  in  all  comers  of  our  installation. 

We  will  not  mention  names;  we  will  not  single 
out  any  particular  person.  May  we  merely 
say  that  the  group  includes  the  staff,  the  officers, 
the  councillors,  the  tmstees,  the  chairmen  and 
members  of  committees,  and  many  physicians 
who  have  been  very  kind  to  us  in  our  journeys 
throughout  this  magnificent  State. 

To  all  of  these  folks,  we  express  our  heart- 
felt gratitude. 

Respectfully  submitted, 
Henry  I.  Fineberg,  M.D. 

Executive  Vice-President 
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1965  HOUSE  OF  DELEGATES 


Reports  of  Officers  B 


Treasurer 


To  the  House  of  Delegates,  Gentlemen: 


The  annual  report  of  the  Treasurer,  because  guard  economic  utilization  of  budgetary  allot- 

of  the  requirements  of  our  Bylaws  and  publica-  ments  have  proved  to  be  successful, 

tion  deadlines,  must  be  prepared  in  mid-Novem-  Your  Treasurer  has  been  aware  that  the  State 

her,  and  therefore  the  figures  appearing  in  this  Society  can  be  fiscally  sound  only  when  we  live 

report  have  been  finalized  to  reflect  our  financial  within  our  means  and  guide  our  finances  to 

operations  for  the  nine  months  ended  September  those  programs  that  are  worth  while  and  neces- 

30,  1964.  The  figures  are  presented  in  Table  sary  towards  achieving  our  goals.  As  I re- 

I and  can  be  compared  readily  with  the  present  ported  to  the  1964  House  of  Delegates,  the 

budget  estimates  for  the  year  1964.  State  Society  ended  operations  at  December 

A supplementary  report  detailing  the  financial  31,  1963,  with  an  accumulated  deficit  of  $40,556. 

status  of  the  Society  for  the  year  ending  De-  The  anticipated  net  operating  income  for  the 

cember  31,  1964,  will  be  presented  to  the  House  year  ended  December  31,  1964,  is  approximately 

at  its  meeting  in  February,  1965.  $127,000.  If  the  expectations  are  realized, 

As  you  can  see  from  Table  I,  as  of  the  nine  and  from  all  indications  they  will  be,  the  State 

months  ended  September  30,  1964,  all  segments  Society  will  “go  into  the  black”  for  the  first 

of  the  budget  are  operating  within  estimated  time  in  many  years  and  the  deficit  will  be  elim- 

allocations.  The  controls  established  to  safe-  inated.  Now  that  we  have  attained  this  ob- 

TABLE  1.  Summary  of  gross  income  and  expenditures  as  of  third  quarter  ended  September  30,  1964 

Revised  Estimated 

Received  to 

Income 

Budget  1964 

September  30,  1964 

Dues  income 

$1,057,500 

$793,125 

Journal  advertising 

235,000 

180,282 

Journal  circulation 

6,000 

3,658 

Journal  reprints 

20,000 

15,339 

What  Goes  On  advertising 

86,400 

64,800 

News  of  New  York  advertising 

40,000 

30,000 

Medical  Directory  sales 

20,000 

14,384 

Annual  meeting  exhibit  rentals 

55,072 

55,072 

Interest  income 

5,000 

4,622 

Medicare  income 

30,000 

23,532 

Dues  collection  income  from  A.M.A. 

11,000 

8,250 

Miscellaneous  income 

398 

398 

TOTAL  INCOME 

$1,566,370 

$1,193,462 

Estimated 

Expended  to 

Expenditures 

Budget  1964 

September  30,  1964 

Administration 

$104,425 

$74,620 

Business  Division 

308,258 

226,463 

Communications  Division 

160,592 

110,577 

Legal  and  Malpractice  Insurance 

49 , 500 

37,242 

Industrial  Health  Division 

30,063 

21,932 

Medical  Care  Division 

58,867 

42,700 

Scientific  Activities  Division 

136,673 

94,718 

Scientific  Publications  Division 

296,086 

217,174 

Annual  Meeting 

32,532 

31,463 

Officers,  Board,  A.M.A.  Delegation 

61,500 

39,800 

Council  committees 

55,350 

33,422 

Nondi  visional 

144,975 

104,092 

TOTAL  EXPENDITURES 

$1,438,821 

$1,034,203 

Excess  of  Income  over  Expenditures 

$127,549 

$159,259 

January  1,  1965  / New  York  State  Journal  of  Medicine  119 


jective,  we  expect  to  maintain  it.  We  intend 
to  do  this  by  applying  the  same  policies  that 
we  have  followed  in  the  last  two  years.  Ex- 
penditures will  be  kept  within  our  income  so 
that  we  shall  continue  to  have  balanced  budgets 
and  eliminate  deficit  spending. 

Because  of  the  sound  management  of  our 
funds  over  the  past  two  years,  we  do  not  antici- 
pate any  necessity  for  borrowing  money  from 
commercial  institutions  to  continue  our  opera- 
tions in  late  1964  and  early  1965.  In  the  latter 
part  of  1962  and  1963,  it  was  necessary  for  us 
to  borrow  up  to  $300,000  for  operational  pur- 
poses until  member  dues  were  received  from 
the  county  societies. 


Board  of  Trustees 

To  the  House  of  Delegates,  Gentlemen: 

The  Board  of  Trustees  consists  of  the  follow- 
ing members: 

Norman  S.  Moore,  M.D.,  Chairman 


Tompkins 

Renato  J.  Azzari,  M.D Bronx 

Thurman  B.  Givan,  M.D Kings 

Gerald  D.  Dorman,  M.D New  York 

Joseph  A.  Lane,  M.D Monroe 

John  M.  Galbraith,  M.D Nassau 

Leo  E.  Gibson,  M.D Onondaga 


The  Board  of  Trustees  had  an  organizational 
meeting  on  February  13,  1964,  at  the  Americana 
Hotel  following  adjournment  of  the  House  of 
Delegates.  Norman  S.  Moore,  M.D.,  senior 
trustee,  was  nominated  and  elected  chairman. 

It  met  again  in  March,  April,  June,  and  Sep- 
tember, 1964,  and  will  meet  in  November,  1964, 
and  January,  1965. 

I am  happy  to  report  that  the  Trustees’  goal  of 
reducing  and  then  eliminating  the  recurring  defi- 
cit of  past  years  has  finally  been  achieved. 

You  will  recall  that  the  Board  of  Trustees,  in 
April  of  1963,  authorized  the  transfer  of  interest 
and  dividends  from  the  Investment  and  Building 
Funds  to  the  General  Fund  in  order  to  eliminate 
the  deficit  as  soon  as  possible.  As  reported  to 
you  at  the  last  meeting  of  the  House,  the 
amounts  of  $31,897  and  $18,525  were  transferred 
to  the  General  Fund  in  1963  from  the  Invest- 
ment and  Building  Funds,  respectively.  This 
transfer,  combined  with  the  net  operating  in- 
come, effectively  and  substantially  aided  in  the 
reduction  of  the  deficit  from  $228,653  in  January 
of  1963  to  $40,555  in  December  of  1963. 

We  had  anticipated  the  necessity  of  borrowing 


In  conclusion,  your  Treasurer  wishes  to  com- 
mend the  conscientious  and  dedicated  work  of 
Henry  I.  Fineberg,  M.D.,  executive  vice-presi- 
dent; J.  Richard  Burns,  Esq.,  assistant  execu- 
tive vice-president  and  director,  Business  Divi- 
sion, and  Eugene  S.  Dombrowski,  comptroller. 
Their  tireless  and  vigilant  efforts  contributed 
immensely  in  achieving  the  favorable  fiscal 
condition  of  the  State  Society  today  and  have 
aided  me  immeasurably  in  carrying  out  my 
duties. 

Respectfully  submitted, 

Samuel  Z.  Freedman,  M.D.,  Treasurer 


$200,000  in  late  1963  and  early  1964  for  operat- 
ing expenses  prior  to  receipt  of  1964  dues,  but 
only  $100,000  had  to  be  borrowed  because  of  effi- 
cient management  of  our  existing  funds  and  the 
cooperation  of  the  county  societies  in  transmit- 
ting the  dues  at  a rapid  pace.  This  loan  was  re- 
paid in  its  entirety  early  in  1964. 

Based  on  financial  operations  as  of  the  time  of 
preparation  of  this  report  in  mid-November, 
your  chairman,  on  behalf  of  the  Trustees,  is 
pleased  to  advise  you  that  as  of  the  close  of  the 
fiscal  year  1964,  the  deficit  will  be  completely 
eliminated.  Hence,  if  our  financial  operations 
continue  at  their  present  healthy  level,  we  do  not 
anticipate  any  necessity  that  money  be  bor- 
rowed in  early  1965  for  operating  expenses  prior 
to  receipt  of  members’  dues. 

The  goal  of  the  Board  of  Trustees  in  carrying 
out  its  prescribed  duties  of  supervising  the  fiscal 
affairs  of  the  Society  has  been  to  follow  a pru- 
dent and  responsible  policy  of  safeguarding  its 
funds  without  unnecessarily  limiting  or  curtail- 
ing the  essential  and  desirable  programs  of  the 
State  Society.  The  Trustees  have  been  im- 
measurably aided  in  their  endeavors  by  the  un- 
tiring efforts  of  Henry  I.  Fineberg,  M.D.,  our 
executive  vice-president,  and  his  dedicated  as- 
sistants. 

As  in  the  past,  the  Trustees  have  continued  to 
attend  the  meetings  of  the  Council;  their  pres- 
ence during  its  deliberations  has  greatly  aided 
the  Board  in  carrying  out  its  responsibilities. 

Respectfully  submitted, 

Norman  S.  Moore,  M.D.,  Chairman 
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Budget  and  Finance 


To  the  House  of  Delegates,  Gentlemen: 

The  Budget  and  Finance  Committee  consists 
of  the  following  members: 

Frederic  W.  Holcomb,  Sr.,  M.D.,  Chairman 


Ulster 

Renato  J.  Azzari,  M.D Bronx 

Leo  S.  Drexler,  M.D Kings 

Samuel  Z.  Freedman,  M.D New  York 

Thomas  F.  McCarthy,  M.D Bronx 


The  primary  objective  of  the  Budget  and 
Finance  Committee  for  the  past  three  years  has 
been  conservatism  and  economy  without  hin- 
drance to  necessary  and  worthwhile  projects  and 
activities  on  behalf  of  our  members.  Because 
of  this  goal,  the  State  Society  has  been  able  to 
reverse  the  dismal  financial  picture  of  past 
years.  After  experiencing  some  difficult  years, 
our  organization  has  eliminated  a deficit  of 
over  $228,000  and  will  commence  operations 
in  1965  “out  of  the  red”  and  with  a balanced 
budget. 

The  budget  estimates  for  the  fiscal  year  1964, 
as  reported  to  the  last  House  of  Delegates, 
anticipated  a net  operating  income  of  $74,771. 
Since  it  was  first  created,  the  Budget  and  Finance 
Committee,  as  planned,  has  met  quarterly  to 
revise  and  adjust  the  budget  estimates  where 
necessary.  As  of  the  third  quarter  ended 
September  30,  1964,  the  budget  estimate  has 
been  revised  to  reflect  a net  operating  income  of 
$127,549  after  the  close  of  operations  on  De- 
cember 31, 1964. 

Several  factors  have  caused  our  position  to 
improve.  Actual  income  has  kept  pace  wdth 
anticipated  income,  and  in  addition  Journal 
advertising  income  has  shown  a marked  im- 
provement in  1964.  We  had  expected  to  re- 
ceive approximately  $232,000  in  Journal 
advertising  sales.  Our  projection  is  that  we 
can  anticipate  advertising  income  of  approxi- 
mately $245,000  and  upward  for  the  entire 
year.  We  have  continued  our  policy  of  economy 
in  operation  through  the  constant  efforts  of 
Henry  I.  Fineberg,  M.D.,  our  executive  vice- 
president,  and  his  division  heads. 

Substantial  savings  have  been  realized  by 
better  control  of  our  purchases  through  the 
policy  of  competitive  bidding;  by  centralized 
purchasing,  with  a system  of  necessary  approvals 
prior  to  commitments,  and  by  better  control  of 
: stock  room  requisitioning.  In  addition,  costs 
! have  been  reduced  by  scheduling  certain  meet- 
I ings  in  conjunction  wdth  other  meetings. 

All  of  these  businesslike  procedures  have  con- 
tributed heavily  in  putting  the  State  Society 
in  a much  improved  financial  position  at  the 
close  of  fiscal  activities  December  31,  1964, 
as  compared  wdth  prior  years.  Your  Budget 
and  Finance  Committee  expects  to  keep  our 
organization  financially  sound.  It  intends  to 
prepare  future  budget  estimates  wdth  a realistic 
attitude,  thereby  permitting  adequate  programs 
and  activities  wdth  due  consideration  for 
economic  operation. 


The  Budget  and  Finance  Committee  met 
on  November  5,  1964,  to  consider  the  proposed 
budget  estimate  for  the  year  1965.  Every 
line  item  received  individual  attention.  There 
were  thorough  discussions  involved  where  nec- 
essary until  the  committee  was  able  to  mold  a 
sound  and  satisfactory  budget.  The  recom- 
mendations of  the  committee  were  submitted 
for  action  to  the  Council  and  Board  of  Trustees 
on  November  19,  1964.  The  Board  of  Trustees 
approved  an  estimated  budget  for  the  year 
1965  which  shows  a net  operating  income  of 
$75,462.  (See  Table  I for  a summary  of  in- 
come and  expenditures  for  the  year  1965.) 
The  budget,  as  approved,  will  provide  for  nec- 
essary and  worthwhile  activities  and  yet  at  the 
same  time  will  maintain  fiscal  soundness. 

Your  chairman  wishes  to  express  his  gratitude 
to  the  members  of  the  committee  for  their  ex- 
cellent cooperation  and  conscientious  contribu- 

TABLE  I.  Estimated  Budget  for  Year  Ending 
December  31,  1965 


Income 


Dues  income 

$1,057,500 

Journal  advertising 

235,000 

Journal  circulation 

6,000 

Journal  reprints 

20,000 

What  Goes  On  advertising 

86,400 

News  of  New  York  advertising 

40,000 

Medical  Directory  advertising 

15,000 

Medical  Directory  sales 

25,000 

Annual  meeting  exhibit  rentals 

53,000 

Interest  income 

5,500 

Medicare  income 

Dues  collection  income  from 

30,000 

A.M.A. 

11,000 

TOTAL  INCOME 

$1,584,400 

Expenditures 

Administration 

110,684 

Business  Division 

357,802 

Communications  Division 
Legal  and  Malpractice 

198,220 

Insurance 

49,500 

Industrial  Health  Division 

31,806 

Medical  Care  Division 

60,184 

Scientific  Activities  Division 

144,631 

Scientific  Publications  Division 

290,524 

Legislative  Counsel 

15,000 

Annual  Meeting 
Officers,  Board,  A.M.A. 

33,600 

Delegation 

46 , 250 

Council  committees 

22,450 

Nondi  visional 

148,287 

TOTAL  EXPENDITURES 

$1,508,938 

Excess  of  Income  over 

Expenditures 

$ 75,462 
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tions.  He  is  indebted  to  Henry  I.  Fineberg, 
M.D.,  executive  vice-president,  J.  Richard 
Burns,  Esq.,  assistant  executive  vice-president 
and  director,  Business  Division,  and  Eugene 
S.  Dombrowski,  comptroller,  for  their  prudence, 


For  Our  Own  Building 

To  the  House  of  Delegates,  Gentlemen: 

The  Ad  Hoc  Committee  for  Our  Own  Building 
consists  of  the  following  members: 

Renato  J.  Azzari,  M.D.,  Chairman.  . . .Bronx 


Samuel  Z.  Freedman,  M.D New  York 

Frederic  W.  Holcomb,  Sr.,  M.D Ulster 

Reid  R.  Heffner,  M.D Westchester 


Henry  I.  Fineberg,  M.D.,  ex  officio.  . Queens 
It  has  become  increasingly  apparent  that  our 
present  quarters  are  rapidly  becoming  inade- 
quate for  the  transaction  of  the  ever-expanding 
functions  of  our  Society.  We  are  also  aware 
that,  as  the  years  go  by,  our  rental  obligations 
are  increasing  without  providing  adequate 
space  to  transact  our  business.  At  the  end  of 
our  present  commitment  we  wdll  have  expended 
a very  substantial  amount  without  having  any- 
thing to  show  for  this  expenditure. 

It  is  with  this  thought  in  mind  that  your  Com- 
mittee for  Our  Own  Building  feels  that  we 
seriously  consider  envisioning  a home  of  our 
own.  We  have  therefore  directed  an  archi- 


tireless endeavors,  and  vigilant  efforts  in  a most 
difficult  job. 

Respectfully  submitted, 

Frederic  W.  Holcomb,  Sr.,  M.D. , Chair- 
man 


tectural  firm  to  survey  our  needs  and  prepare 
sketches  and  tentative  plans  which  we  can 
study  in  detail.  This  survey  has  been  effected, 
and  we  expect  that  the  plans  and  sketches  will 
be  available  in  a very  short  time,  after  which  they 
will  be  submitted  to  the  Council  for  their  study. 
At  this  point  I would  like  to  say  that  it  will,  of 
necessity,  be  a project  which  will  take  time  to 
consider  seriously  and  which  wdll  require  con- 
sultation and  advice. 

After  this  has  been  accomplished,  the  task  will 
be  to  find  a suitable  location,  and,  while  we  have 
tentative  areas  under  consideration,  we  have 
definite  plans  that  it  wdll  be  located  in  metro- 
politan New  York. 

Your  committee  wdll  of  course  keep  the  Coun- 
cil informed  as  the  project  progresses  and  hopes 
that  we  eventually  wdll  have  a home  of  which  we 
can  truly  be  proud. 

Respectfully  submitted, 

Renato  J.  Azzari,  M.D.,  Chairman 
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1965  HOUSE  OF  DELEGATES 


Commission  on  Medical  Services  A 

Commission  on  Medical  Services 


To  the  House  of  Delegates , Gentlemen: 

The  Commission  on  Medical  Services  con- 
sists of  the  chairman,  the  vice-chairman,  and 
the  following  committees  and  committee  chair- 
men: 

Economics,  under  George  Rehmi  Denton, 
M.D.,  with  subcommittees  on  Public  Medical 
Care,  under  Marcelle  T.  Bernard,  M.D.,  and 
on  Liaison  with  the  U.S.  Veterans  Administra- 
tion, under  Herbert  H.  Bauckus,  M.D.; 

Questions  of  Ethics,  under  Joseph  G.  Zim- 
ring,  M.D.; 

Hospital  and  Professional  Relations,  under 
Harold  T.  Golden,  M.D.; 

Industrial  Health,  under  Harry  E.  Tebrock, 
M.D.; 

Medical  Care  Insurance,  under  Melvin  S. 
Martin,  M.D.; 

Rural  Medical  Service,  under  Edward  C. 
Hughes,  M.D.; 


Economics 

To  the  House  of  Delegates,  Gentlemen: 

The  Economics  Committee  is  composed  of 
the  following: 

G.  Rehmi  Denton,  M.D.,  Chairman.  .Albany 


Merle  D.  Evans,  M.D Monroe 

Frank  W.  Farrell,  M.D Queens 

Adelaide  Romaine,  M.D New  York 

Milton  B.  Spiegel,  M.D Kings 

Francis  J.  Loperfido,  M.D Bronx 

Robert  Elmer  Westlake,  M.D Onondaga 


The  committee  has  held  two  meetings,  on 
April  15,  1964,  and  October  21,  1964,  and  met 
as  required  for  review  and  adjudication  of 
Medicare  claims.  The  following  matters  were 
considered  and  acted  on. 

Relative  Value  Study.  The  committee 
recommended  that  February  1,  1964,  be 

established  as  the  deadline  for  returns  from 
county  medical  societies  on  their  proposed  unit 
values  for  a relative  value  scale.  Twelve 
counties  responded,  six  accepting  the  California 
Relative  Value  Study  originally  sent  to  them 
with  work  sheets  including  surgery,  medicine, 
radiology,  and  pathology.  A composite  study 


Workmen’s  Compensation,  under  Carl  F. 
Freese,  M.D. 

A meeting  of  the  Commission  was  held  on 
March  17,  1964,  to  discuss  questions  and  prob- 
lems common  to  the  component  committees 
and  the  procedure  by  which  they  would  main- 
tain liaison  with  each  other  and  avoid  over- 
lapping activities.  The  chairman  of  each  com- 
ponent committee  described  its  current  and 
projected  activities.  The  chairman  transmitted 
instructions  of  the  House  of  Delegates  and 
promised  to  present  committee  recommenda- 
tions to  the  Council. 

A second  meeting  of  the  Commission  was 
planned  for  November  18,  1964,  but  was  can- 
celled because  of  the  illness  of  the  chairman. 

Respectfully  submitted, 

John  C.  McClintock,  M.D.,  Chairman 
George  Himler,  M.D.,  Vice-Chairman 


of  the  information  received  was  reviewed  by  the 
committee,  and  it  was  noted  there  was  prac- 
tically no  difference  between  the  composite 
units  and  the  California  Study. 

The  committee  recommended  that  the  Cal- 
ifornia Relative  Value  Study  be  sent  to  each 
county  medical  society  for  its  consideration  and 
report  of  its  action.  The  committee  pointed 
out  the  similarity  of  the  composite  units 
to  those  of  the  California  Study  and  emphasized 
that  no  conversion  factor  was  being  suggested 
or  recommended,  and  that  the  conversion  factor 
used  in  the  determination  of  a fee  schedule  was 
entirely  a matter  for  county  medical  societies 
and  individual  doctors,  based  on  customary  and 
usual  fees  in  the  local  area.  This  letter  and 
brochure  were  mailed  on  July  15, 1964. 

The  committee  at  its  October  21,  1964, 
meeting  passed  a motion  to  recommend  to  the 
Council  that  the  California  Study  be  adopted 
for  New  York  State  subject  to  adjustments 
as  needed. 

Resolutions.  Resolution  63-53,  introduced 
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by  the  Medical  Society  of  the  County  of  New 
York  and  dealing  with  the  protection  of  the 
individual  physician  employed  by  a purveyor 
of  medical  services,  was  referred  back  to  your 
committee  by  the  Council  at  its  March  19, 
1964,  meeting,  with  the  recommendation  that  a 
special  subcommittee  of  the  Economics  Com- 
mittee be  appointed  to  study  further  the 
contractual  relationships  of  physicians  with 
their  employers  since  the  problem  described  in 
the  resolution  was  becoming  increasingly  more 
serious. 

Your  committee  was  still  of  the  opinion,  as 
reported  to  the  House  of  Delegates  in  1964, 
that  this  would  be  an  unwise  step  to  take  and 
would  involve  the  State  Society  in  acting  as  a 
bargaining  agent  for  the  individual  physician. 
The  resolution  again  was  referred  back  to  the 
Council. 

Medicare.  The  Medicare  contract  was 
renewed  as  of  August  1,  1964,  for  a period  of 
one  year.  The  fee  for  complete  ventilation 
studies  in  the  Medicare  Schedule  of  Allowances 
was  increased  from  $15  to  $30. 

Your  chairman  and  members  of  the  com- 
mittee reviewed  approximately  100  Medicare 
claims  which  required  special  consideration  and 
recommendation  to  the  Office  for  Dependents’ 
Medical  Care  for  authorization.  The  recom- 
mendations of  your  committee  were  approved 
by  the  Office  for  Dependents’  Medical  Care 
without  exception.  Your  committee  and 
George  P.  Farrell,  administrative  officer,  have 
experienced  fine  cooperation  from  Colonel 
William  H.  Hayes,  contracting  officer,  and  his 
staff. 

Self-Employment  Individuals  Tax  Re- 
tirement Act  (H.R.  10).  Your  committee 
again  considered  the  feasibility  of  this  program 
for  members  of  the  State  Society.  A supple- 
mentary report  was  made  to  the  House  in  1964 
outlining  the  committee  action  on  the  adoption 
of  a retirement  program;  also,  that  the  Council 
did  not  authorize  your  committee  to  pursue  the 
matter  further. 

Subsequently  inquiries  were  received  regard- 
ing retirement  programs,  and  it  was  deemed 
advisable  for  your  committee  to  circularize  each 
county  medical  society  to  learn  whether  or  not 
at  the  local  level  there  was  in  effect  or  con- 
templated a retirement  program  which  con- 
formed to  or  could  be  conformed  to  the  H.R. 
10  Act.  The  letter  clearly  defined  the  com- 
mittee’s purpose  in  requesting  this  information, 
to  the  effect  that,  with  the  information  in  hand 
regarding  programs  of  this  type,  the  committee 
could  be  in  a position  to  offer  an  opinion  on 
proposed  programs  if  requested  to  do  so. 

Miscellaneous.  The  committee  reviewed 
a letter  from  Bry  Benjamin,  M.D.,  of  New 


York  City,  regarding  the  information  published 
in  the  State  Society’s  Newsletter  about  the 
New  York  65  insurance  program,  stating  in 
his  letter  that  more  information  on  costs, 
coverage,  exclusions,  and  how  to  file  claims 
should  be  made  available  to  the  doctors. 
Your  committee  was  informed  that  a letter 
prepared  by  Paul  I.  Robinson,  M.D.,  chairman 
of  the  Professional  Relations  Committee  of  the 
New  York  65  Health  Insurance  Association, 
was  mailed  to  all  doctors  in  the  State,  sub- 
sequent to  the  receipt  of  Dr.  Benjamin’s  com- 
munication, calling  their  attention  to  a more 
informative  article  appearing  in  the  April, 
1964,  issue  of  the  News  of  New  York  published 
by  the  State  Society. 

Dr.  Benjamin’s  letter  was  acknowledged, 
thanking  him  for  his  constructive  suggestion 
and  calling  his  attention  to  the  article  in  the 
April  issue  of  the  News  of  New  York. 

As  outlined  in  our  report  of  last  year,  your 
committee  has  pursued  the  increase  of  a fee  to 
$10.00  for  the  initial  examination  of  an  applicant 
under  the  Department  of  Rehabilitation  of  the 
State  Education  Department’s  rehabilitation 
program.  Your  chairman  contacted  E.  B. 
Wilson,  M.D.,  medical  administrative  consult- 
ant, Division  of  Vocational  Rehabilitation, 
and  Dr.  Wilson  has  agreed  to  an  increase  from 
$8.00  to  $10.00  for  this  examination  for  all 
authorizations  issued  on  or  after  August  1, 
1964. 

Your  committee  reviewed  information  sub- 
mitted to  Mr.  Farrell  regarding  proposed 
changes  by  the  State  of  New  York  Insurance 
Department  in  connection  with  the  writing  of 
wholesale  life  insurance  and  franchise  accident, 
health  or  accident,  and  life  insurance  which 
was  formally  to  become  effective  on  November 
1,  1964.  The  new  standards  no  doubt  would 
affect  county  medical  societies  qualifying  for 
new  group  health  and  accident  and  life  in- 
surance policies.  The  Bureau  of  Medical 
Care  Insurance  is  following  this  matter  with 
the  assistance  of  the  Health  Insurance  Council. 

Your  committee  reviewed  a letter  from  Clyde 
L.  Wilson,  M.D.,  secretary  of  the  Medical 
Society  of  the  County  of  Chautauqua,  regarding 
information  stamped  on  claim  forms  by  the 
New  York  Teamsters  Council  Welfare  Trust 
Fund,  and  it  was  the  opinion  of  the  committee 
that  this  be  referred  to  a committee  on  legal 
problems. 

Acknowledgments.  The  members  of  the 
committee  wish  to  recognize  the  conscientious 
and  efficient  assistance  provided  by  Mr. 
George  P.  Farrell  and  the  members  of  his 
staff. 

Respectfully  submitted, 

G.  Rehmi  Denton,  M.D.,  Chairman 
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Public  Medical  Care 

To  the  House  of  Delegates,  Gentlemen: 

The  Public  Medical  Care  Subcommittee  is 
composed  of  the  following: 

Marcelle  Bernard,  M.D.,  Chairman.  . Bronx 


Lyman  C.  Boynton,  M.D. Monroe 

Robert  J.  Collins,  M.D Onondaga 

Philip  R.  Roen,  M.D New  York 

Arthur  Harold  Mulligan,  M.D Herkimer 

Peter  Birkel,  M.D.,  Adviser Albany 


I.  Jay  Brightman,  M.D.,  Adviser . . . .Albany 

Alonzo  S.  Yerby,  M.D.,  Adviser.  . .New  York 

During  the  past  year  the  subcommittee  has 
considered  and  acted  on  the  following  matters. 

Resolutions.  Resolution  64-68,  adopted 
by  the  1964  House  of  Delegates  and  dealing 
with  an  increase  in  income  ceilings  for  MAA 
recipients,  was  implemented  by  the  Curran- 
Johnson  Bill  amending  Section  252  of  the  Social 
Welfare  Law  and  increasing  ceilings  from 
$1,800  to  $1,900  for  an  individual,  and  from 
$2,600  to  $2,750  for  a couple.  The  bill  was 
signed  by  the  Governor  on  April  3,  1964.  Your 
subcommittee  felt  that  although  the  increase 
was  not  large  it  was  a start  in  line  with  the 
subcommittee’s  recommendations  for  liberaliza- 
tion of  the  law  governing  MAA  recipients. 

Resolution  64-62,  introduced  by  the  Medical 
Society  of  the  County  of  Westchester,  requested 
the  State  Society  through  the  appropriate 
committee  to  make  every  effort  to  obtain  an 
extension  from  five  to  ten  days  for  reporting 
requests  for  authorization  to  treat  welfare 
patients. 

Peter  Birkel,  M.D.,  of  the  State  Department 
of  Social  Welfare,  advised  your  subcommittee 
that  a prior  authorization  project,  effective 
May  1,  1964,  had  been  initiated  in  Madison 
and  Niagara  Counties  which  would  eliminate 
the  five-day  ruling.  Under  this  project  the 
welfare  recipient  is  issued  an  identification 
card  monthly,  and,  on  being  presented  this 
card,  the  doctor  may  treat  the  patient,  submit 
his  bill  at  the  end  of  the  month,  and  be  paid, 
subject  to  post  audit.  The  doctor  is  cautioned 
to  make  sure  the  welfare  recipient’s  card  is  a 
current  one,  to  protect  himself  and  to  be 
assured  of  payment  for  his  services.  It  was 
i further  stated  that  this  project  would  be  in 
effect  for  one  year  and,  if  costs  increased  ap- 
preciably, it  would  have  to  be  abandoned. 
For  the  project  to  be  successful  the  local  county 
medical  society  will  have  to  cooperate  and 
possibly  establish  utilization  committees.  Dr. 
Birkel  stated  that  if  this  project  works  out 
satisfactorily  it  may  be  used  throughout  the 
State  with  the  exception  of  the  New  York  City 
area. 

Dr.  Birkel  stated  further  that  Westchester 
County  was  being  considered  for  this  project, 
and  although  he  could  not  promise  any  redress 
in  regard  to  the  request  in  the  resolution  for  an 
extension  to  ten  days,  he  felt  that  if  Westchester 
County  adopted  the  prior  authorization  project 
it  would  eliminate  the  five-day  ruling.  Your 


subcommittee  recommended  that  a letter  be 
sent  to  the  Medical  Society  of  the  County  of 
Westchester  apprising  them  of  this  fact. 

Revision  of  Book  V — State  Department  of 
Social  Welfare.  Your  subcommittee  has  been 
exerting  every  effort  to  effect  revision  of 
Book  V,  including  the  fee  schedule.  C.  Carlyle 
Nuckols,  Jr.,  M.D.,  has  been  appointed  by  the 
Department  as  deputy  commissioner  of  a new 
division  known  as  the  Division  of  Medical 
Affairs.  Your  chairman  and  Mr.  Farrell 
attended  a meeting  in  Albany  on  August  28, 
1964,  called  by  Dr.  Nuckols,  for  consideration 
of  the  plans  to  be  set  up  for  the  revision  of 
Book  V. 

The  procedure  for  the  revision  will  be  the 
establishment  of  the  Medical  Care  Planning 
Committee,  the  committee  of  the  whole. 
Two  subgroups  have  been  appointed  which 
will  report  to  an  executive  committee,  a fee 
schedule  committee  and  a drafting  committee. 
John  C.  McClintock,  M.D.,  and  George  Himler, 
M.D.,  are  members  of  the  Medical  Care  Plan- 
ning Committee. 

Dr.  Bernard  was  appointed  chairman  of  the 
Fee  Schedule  Committee  with  the  following 
members:  G.  Rehmi  Denton,  M.D.,  Albany; 
Albert  F.  R.  Andresen,  Jr.,  M.D.,  director, 
Welfare  Medical  Care  Program,  Westchester 
County;  Irwin  Alper,  M.D.,  director,  Welfare 
Medical  Care  Program,  Oneida  County;  Carl 
A.  Cecilia,  M.D.,  medical  consultant,  New 
York  State  Department  of  Social  Welfare, 
Area  1;  Mr.  Roger  Butts,  Welfare  Commis- 
sioner, Wayne  County;  and  Mr.  George  P. 
Farrell,  director,  Bureau  of  Medical  Care 
Insurance,  Medical  Society  of  the  State  of 
New  York. 

At  this  meeting  Mr.  Philip  A.  Rooss,  Bureau 
of  Medical  Care  of  the  central  office,  reported 
the  following  counties  have  adopted  the  prior 
authorization  project  to  become  effective  as 
follows:  May  1,  1964,  Niagara  and  Madison; 
August  1,  1964,  Westchester;  September  1, 
1964,  Montgomery  and  Warren;  and  October 
1, 1964,  Chemung. 

Dr.  Bernard  has  called  a meeting  of  the 
Fee  Schedule  Committee  for  November  23, 
1964,  to  outline  a format  to  be  established  for 
the  revision  of  the  schedule.  A standard 
nomenclature  and  coding  will  be  suggested, 
using  the  relative  value  index  as  recommended 
by  the  State  Society’s  Economics  Committee. 
It  is  hoped  that  this  index  will  be  acceptable. 

Your  subcommittee  has  gone  on  record  in 
favor  of  continuing  its  efforts  toward  liberaliza- 
tion of  relative  financial  responsibility  under 
the  MAA  program. 

Acknowledgments.  Your  chairman  wishes 
to  express  her  appreciation  to  the  members  of 
her  subcommittee  for  their  attendance  at 
meetings  and  to  Dr.  Birkel,  Dr.  Brightman, 
and  Dr.  Yerby  as  advisers. 

Respectfully  submitted, 

Marcelle  Bernard,  M.D.,  Chairman 


January  1,  1965  / New  York  State  Journal  of  Medicine  125 


Medical  Care  Insurance 


To  the  House  of  Delegates,  Gentlemen: 

The  Committee  on  Medical  Care  Insurance 
is  composed  of  the  following: 

Melvin  S.  Martin,  M.D.,  Chairman . Wyoming 


Robert  W.  Hurd,  M.D Oneida 

Charles  C.  Mangi,  M.D Queens 

Theodore  L.  Lytle,  M.D Monroe 

John  D.  Naples,  M.D Erie 

Dwight  V.  Needham,  M.D Onondaga 

Philip  M.  Standish,  M.D Ontario 

Thomas  S.  Walsh,  Jr.,  M.D Albany 

George  P.  Farrell,  Adviser New  York 


The  committee  has  held  two  meetings,  on 
May  21,  1964,  and  September  11,  1964. 

Podiatry.  A resolution  adopted  by  the  Medi- 
cal Society  of  the  County  of  Schenectady  on 
April  7,  1964,  was  referred  to  your  committee  by 
Henry  I.  Fineberg,  M.D.,  executive  vice- 
president  of  the  Medical  Society  of  the  State 
of  New  York.  The  resolution  resolved  that  the 
representatives  of  the  Medical  Society  of  the 
County  of  Schenectady  on  the  Blue  Shield 
board  of  directors  of  Northeastern  New  York 
Medical  Service,  Inc.,  Albany,  vote  to  refuse 
payment  by  the  Plan  for  services  performed  by 
nonphysician  personnel  unless  so  directed  by 
the  court. 

After  reviewing  the  subject  the  committee 
disapproved  the  resolution  since  the  Western 
New  York  Medical  Plan  refused  to  pay  podi- 
atrists for  their  services  and  were  directed  in 
July  of  1959  by  the  Appellate  Division,  Fourth 
Department,  to  reimburse  through  their  con- 
tracts where  such  contracts  cover  services 
recognized  as  common  to  both  the  medical  and 
podiatric  professions. 

Two  resolutions  were  introduced  at  the  1960 
House  of  Delegates  of  the  State  Society  regard- 
ing the  ruling  of  the  State  Education  Depart- 
ment on  the  scope  of  the  practice  of  podiatry. 
The  resolutions  stated  that  the  so-called  “Keller 
procedure”  did  not  fall  within  the  practice  of 
podiatry  as  defined  by  the  University  of  the 
State  of  New  York,  State  Education  Depart- 
ment, Section  7001. 

At  that  time  it  was  recommended  by  the 
Council  that  a letter  be  written  by  the  president 
of  the  State  Society,  Norman  S.  Moore,  M.D., 
to  the  deans  of  the  medical  schools  in  the  State 
of  New  York,  getting  their  opinions  regarding 
whether  or  not  this  procedure  was  within  the 
scope  of  the  practice  of  podiatry.  Responses 
from  eight  medical  schools  agreed  unanimously 
that  this  procedure  did  not  fall  within  the  scope 
of  the  practice  of  podiatry. 

On  January  13,  1961,  at  a joint  meeting  with 
representatives  of  the  Western  New  York 
Medical  Plan  and  the  Podiatry  Association  of 
New  York  State,  with  the  Superintendent  of 
Insurance,  it  was  recommended  by  the  Super- 
intendent of  Insurance  that  the  Western  New 
York  Medical  Plan  place  in  escrow  a reserve  to 


pay  claims  received  for  the  above  procedure 
by  podiatrists  until  the  problem  of  the  scope  of 
podiatry  is  resolved  by  the  Plan  itself,  or 
by  the  Board  of  Regents. 

A letter  was  addressed  by  William  L.  Wheeler, 
Jr.,  M.D.,  secretary  of  the  Medical  Society  of 
the  State  of  New  York,  on  March  30,  1961,  to 
Mr.  Charles  A.  Brind  of  the  Department  of 
Education,  requesting  the  Attorney  General 
of  the  State  of  New  York  to  review  his  opinion 
of  September  8,  1959,  and  render  a formal  opin- 
ion on  the  practice  of  podiatry. 

This  matter  was  again  called  to  the  attention 
of  the  Attorney  General  by  Henry  I.  Fineberg, 
M.D.,  executive  vice-president,  and  by  J. 
Richard  Bums,  Esq.,  assistant  executive  vice- 
president,  in  December,  1963,  and  again  on 
June  1,  1964.  Attorney  General  Lefkowitz 
replied  to  Mr.  Bums’  communication  stating  he 
was  awaiting  a reply  from  Mr.  Brind  regarding 
specific  questions  he  addressed  to  him. 

A meeting  was  held  on  July  25,  1964,  with 
representatives  of  the  Western  New  York 
Medical  Plan,  John  C.  Kinzly,  M.D.,  president; 
Joseph  M.  Kerrigan,  executive  vice-president, 
and  Kent  Christy,  legal  counsel,  with  Dr. 
Fineberg  and  Mr.  Bums  and  George  P. 
Farrell,  director  of  the  Bureau  of  Medical  Care 
Insurance  of  the  State  Society.  The  Western 
New  York  Medical  Plan  requested  the  Med- 
ical Society  of  the  State  of  New  York  to  co- 
operate and  lend  its  support  in  a legal  action 
contemplated  by  them,  to  have  the  Attorney 
General  review  his  opinion  of  September  8, 1959, 
if  the  above-mentioned  procedure  is  within  the 
scope  of  podiatry. 

At  the  September  11,  1964,  meeting  of  your 
committee,  Kent  Christy,  attorney  for  Blue 
Shield  of  Western  New  York,  presented  the  i 
following  resolution: 

“ Resolved , That  the  Medical  Care  In-  j 
surance  Committee  recommend  to  the  Council  j 
that  the  State  Society  support  and  participate  ; 
in  the  legal  proceedings  about  to  be  brought 
by  Blue  Shield  of  Western  New  York,  for 
review  of  the  opinion  of  the  Attorney  Gen- 
eral, September  8,  1959,  to  the  effect  that  I 
podiatrists  are  authorized  by  law  to  per-  j- 
form  the  ‘Keller  operation,’  and  in  addition, 
the  president  of  the  State  Society  be  re-  j 
quested  to  again  write  the  deans  of  the  medical  l 
schools  in  the  State  of  New  York,  requesting  j 
their  opinions  whether  the  ‘Keller  operation’ 
should  properly  be  done  by  surgeons,  or 
whether  this  procedure  can  properly  be  per-  j 
formed  by  podiatrists.” 

The  resolution  was  adopted  unanimously  by 
your  committee  and  recommended  to  the  i 
Council  of  the  State  Society  that  the  Society 
intervene  as  a “friend  of  the  court”  and  lend 
its  support  in  the  legal  action  contemplated 
by  Blue  Shield  of  Western  New  York,  to  have  | 
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the  Attorney  General  review  his  opinion  of 
September  8,  1959.  The  committee  felt  that 
this  matter  was  of  more  importance  to  the 
doctors  than  to  Blue  Shield  Plans.  The  Council 
of  the  Medical  Society  of  the  State  of  New  York 
approved  the  committee’s  recommendations 
at  its  September  24,  1964,  meeting. 

Review  Committees.  Your  committee 
made  an  extensive  report  to  the  House  of  Dele- 
gates in  1964  regarding  the  establishment  of 
review  committees  within  local  county  medical 
societies.  We  are  pleased  to  report  that,  with 
follow-up  letters,  38  counties  desire  to  handle 
their  own,  14  counties  have  requested  the  State 
Society  committee  to  act  on  their  behalf,  and  9 
counties  have  not  responded.  Action  by  the 
committee  might  require  considerable  time  and 
work  of  committee  members  and  expense  to  the 
State  Society.  These  cases  must  be  reviewed 
promptly  or  the  efficiency  of  the  committee  is 
greatly  reduced. 

Insurance  companies  desire  to  have  review 
committees  at  the  local  county  society  level. 
Therefore,  in  the  counties  which  have  requested 
the  State  Society  review  committee  to  act  on 
their  behalf,  your  committee  is  considering  the 
feasibility  of  asking  a neighboring  county  society 
which  has  an  appropriate  established  committee 
to  act  on  their  behalf. 

Your  committee  is  considering  other  ap- 
proaches to  the  problem  and,  with  the  co- 
operation of  the  Health  Insurance  Council, 
your  chairman  feels  that  considerable  progress 
has  been  made  in  this  effort. 

Cases  which  have  been  called  to  our  atten- 
tion by  the  Health  Insurance  Council  for  review 
have  been  forwarded  to  the  proper  committee 
within  the  local  county  societies  where  a com- 
mittee has  been  established,  and  it  is  interesting 
to  note  that  the  State  Society  committee  has 
not  had  any  requests  from  the  counties  which 
indicated  they  wished  to  use  the  State  com- 
mittee for  reviewing  claims. 

Blue  Shield.  At  the  invitation  of  Francis  A. 
Stephens,  M.D.,  president  of  the  Medical  So- 
ciety of  the  County  of  Albany,  your  chairman 
and  Mr.  Farrell  attended  a meeting  of  the 
county  society  on  April  28,  1964,  at  which  time 
Ralph  Hammersley,  executive  director  of  the 
Blue  Cross  and  Blue  Shield  Plans,  Albany, 
outlined  the  relationship  of  Blue  Cross  and  Blue 
Shield  administration.  A list  of  questions  was 
proposed  by  the  comitia  minora  of  the  Albany 
County  Medical  Society,  particularly  in  regard 
to  the  allocation  of  costs  between  each  plan, 
the  determination  of  policy  regarding  changes  in 
contracts,  releases  of  statements  regarding 
Blue  Shield,  and  so  forth. 

Mr.  Hammersley  explained  the  organization 
chart  of  both  corporations  and  went  into  con- 
siderable detail  regarding  the  allocation  of  ad- 
ministrative expenses  between  the  two  corpora- 
tions. Considerable  dissatisfaction  was  voiced 
on  the  part  of  the  doctors  that  there  had  not 
been  enough  information  given  to  them  regard- 
ing the  administration  of  the  Plan  and  that 
the  doctors  were  not  consulted  in  advance  of 


changes  of  policy  within  the  Plan,  such  as  in- 
creases in  the  schedule  of  allowances,  changes  in 
contract  benefits,  raising  of  income  ceilings,  and 
so  forth. 

It  was  the  feeling  of  your  chairman  that  there 
was  a better  understanding  after  Mr.  Ham- 
mersley’s  presentation  of  the  operation  of  the 
Plan  and  that  there  was  a definite  need  for 
closer  communication  on  any  changes  within 
the  Plan,  with  the  county  societies  and  individual 
doctors.  Your  chairman  assured  the  officials 
of  the  Albany  County  Medical  Society  that  the 
State  Medical  Society  stands  ready  to  assist 
in  whatever  way  it  can  be  of  help  in  differences 
of  opinion  between  the  doctors  and  the  local 
plan. 

In  the  committee’s  report  to  the  1964  House  of 
Delegates,  your  chairman  outlined  in  detail  the 
differences  of  opinion  between  the  Broome 
County  Medical  Society  and  the  Central  New 
York  Medical  Plan,  Syracuse. 

On  invitation  of  Paul  M.  De  Luca,  M.D., 
president  of  the  Broome  County  Medical 
Society,  your  chairman  and  Mr.  Farrell  at- 
tained a meeting  of  the  comitia  minora  of  the 
Broome  County  Medical  Society  on  May  26, 
1964,  at  which  time  these  differences  were  dis- 
cussed in  great  detail. 

At  the  September  11,  1964,  meeting  of  your 
committee,  this  matter  and  copies  of  the  minutes 
of  the  comitia  minora  meeting  of  May  26  were 
considered.  After  discussion  the  following 
broad  principles  between  Blue  Shield  Plans  and 
doctors  were  adopted  unanimously  to  serve  as 
a guide  for  future  relations  between  Blue 
Shield  Plans  and  participating  physicians,  and 
were  approved  by  the  Council  at  its  September 
24,  1964,  meeting: 

1.  Blue  Shield  Plans  should  strive  for  ever- 
improving  professional  relations  with  participat- 
ing physicians. 

2.  Blue  Shield  Plans  in  considering  a change 
in  policy,  contracts,  or  fee  schedules,  should 
consult  with  their  participating  physicians 
through  local  county  medical  societies. 

3.  Basing  the  fee  schedule  on  a professional 
service  index,  known  as  P.S.I.,  is  approved 
practice. 

4.  Blue  Shield  Plans  should  aid  in  the  matter 
of  determining  salary  level  of  the  subscriber 
when  requested  by  the  physician. 

5.  In  disputes  between  Blue  Shield  Plans  and 
participating  physicians  every  effort  should  be 
made  by  both  sides  to  avoid  publicity. 

6.  Doctors  should  participate  and  lend  their 
support  to  Blue  Shield  Plans  because  they  are  a 
definite  deterrent  against  socialized  medicine. 

7.  When  differences  of  opinion  occur  between 
the  Blue  Shield  Plan  and  its  participating 
physicians,  we  recommend  that  the  Medical 
Care  Insurance  Committee  be  consulted  to  help 
resolve  these  differences. 

Your  chairman,  under  date  of  October  7, 
1964,  wrote  the  president  of  the  Broome  County 
Medical  Society  regarding  the  action  taken  by 
the  committee  at  its  September  11,  1964,  meet- 
ing. 

The  invitations  from  Dr.  Stephens  and  Dr. 
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De  Luca  were  the  result  of  the  recommendation 
in  last  year’s  report  that  county  medical 
societies  bring  to  the  attention  of  our  committee 
any  differences  of  a serious  nature  with  Blue 
Shield  Plans.  Your  committee  appreciates 
the  opportunity  of  being  asked  to  assist  the 
county  medical  societies  with  their  problems, 
and  sincerely  hopes  our  efforts  have  been  help- 
ful to  them. 

Miscellaneous.  The  committee  considered 
two  complaints  from  physicians,  as  follows: 

1.  The  refusal  on  the  part  of  an  insurance 
company  to  pay  a fee  for  information  requested 
to  evaluate  a claim  for  a policyholder.  It  was 
necessary  to  go  back  some  years  in  the  doctor’s 
records,  which  required  a considerable  amount  of 
time,  and  on  presentation  of  a statement  for  his 
services  in  the  amount  of  $5.00,  the  company 
refused  to  honor  it.  The  doctor  pointed  out 
that  the  completion  of  these  forms  is  a proper 
and  necessary  expense  to  the  insurance  company 
since  the  information  is  necessary  to  evaluate 
policyholders’  claims  and  the  insurance  carrier 
should  be  willing  to  pay  for  the  cost  of  obtaining 
this  information  and  not  expect  the  policyholder 
to  be  billed  for  information  they  requested. 

2.  This  complaint  was  submitted  by  a doctor 
who  x-rayed  a finger  of  a policyholder  of  an 
insurance  company  for  which  his  charges  were 
in  the  amount  of  $10.00.  The  company  allowed 
the  policyholder  $5.00  for  the  doctor’s  serv- 
ices and  addressed  a letter  to  her  that  it  was 
their  policy  to  pay  only  what  is  considered  a 
reasonable  and  proper  fee  for  the  services  in  the 
area  concerned.  The  doctor  felt  that  the  letter 


carried  a strong  implication  and  insinuation 
that  he  overcharged  for  his  services  and  wrote 
the  president  of  the  insurance  company  to  that 
effect  and  requested  that  the  company  desist 
from  continuing  these  inferences  regarding 
these  charges  which  tend  to  downgrade  the 
doctor. 

Your  committee  agreed  that  both  complaints 
were  legitimate  and  recommended  that  they  be 
presented  to  the  Health  Insurance  Council  for 
their  information  and  assistance  in  correcting 
these  practices.  This  recommendation  was 
approved  by  the  Council  of  the  State  Society  at 
its  September  24  meeting. 

Approval  of  Plans.  We  have  voted  approval 
of  the  following  Blue  Shield  Plans:  United 

Medical  Service,  Inc.,  New  York  City;  Blue 
Shield  of  Western  New  York,  Inc.,  Buffalo; 
Genesee  Valley  Medical  Care,  Inc.,  Rochester; 
Central  New  York  Medical  Plan,  Inc.,  Syra- 
cuse; Medical  and  Surgical  Care,  Inc.,  Utica; 
Northeastern  New  York  Medical  Service,  Inc., 
Albany;  and  Chautauqua  Region  Medical 
Service,  Inc.,  Jamestown. 

Acknowledgments.  We  wish  to  thank  the 
officers  of  the  Medical  Society  of  the  State  of 
New  York,  particularly  Henry  I.  Fineberg, 
M.D.,  who  has  worked  with  us,  and  Mr.  Farrell, 
who,  as  in  previous  years,  has  exerted  a mighty 
influence  over  our  activities. 

Respectfully  submitted, 

Melvin  S.  Martin,  M.D.,  Chairman 
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1965  HOUSE  OF  DELEGATES 


Commission  on  Medical  Services  B 


Workmen’s  Compensation 


To  the  House  of  Delegates,  Gentlemen : 

The  following  is  the  report  of  the  Council 
Committee  on  Workmen’s  Compensation  and 
of  the  Division  of  Workmen’s  Compensation. 

The  committee  consists  of  the  following 
members: 

Carl  F.  Freese,  M.D.,  Chairman.  . Nassau 


Peter  A.  Casagrande,  M.D Erie 

Louis  Cohen,  M.D Schenectady 

George  E.  Froehlich,  M.D Westchester 

John  E.  Hammett,  M.D New  York 

Joseph  P.  Henry,  M.D Monroe 

John  W.  Hirshfeld,  M.D Tompkins 

Robert  F.  McMahon,  M.D Onondaga 

Lee  R.  Tompkins,  M.D Sullivan 

Robert  Katz,  M.D.,  Adviser Kings 


The  committee  held  six  meetings  during  the 
past  year  to  deal  with  the  many  problems  which 
have  come  to  its  attention  and  to  review  the 
effects  on  medical  practice  of  the  various  rules 
and  provisions  of  the  Workmen’s  Compensation 
Law  and  the  Fee  Schedule  promulgated  by  the 
Chairman  of  the  Workmen’s  Compensation 
Board  in  1960. 

In  its  deliberations  the  committee  dealt  with 
topics  such  as:  the  practice  of  physical  medicine 
and  rehabilitation  as  applied  to  compensation 
claimants;  revision  of  existing  forms  in  use 
by  the  Workmen’s  Compensation  Board  and 
attending  physicians  for  reporting  of  claims; 
application  for  initial  or  reratings;  interim 
rating  between  “X”  specialists  and  “S”  special- 
ists; elimination,  redefinition,  or  addition  of 
code  letters  in  the  ratings  of  physicians;  com- 
ments on  new  forms  devised  (C-48);  fees  for 
x-rays  used  by  carriers  to  win  a controverted 
compensation  claim;  possible  penalty  against 
employer  or  carrier  for  filing  objections  to 
medical  bills  proved  to  be  baseless;  the  pay- 
ment of  a fee  for  initial  examination  in  cases 
transferred  to  the  care  of  another  physician; 
arbitrary  actions  by  carriers  in  the  handling  of 
bills,  claims,  requests  for  consultations,  and 
referrals  to  carriers’  medical  inspectors;  and 
initiation  of  arbitration  for  disputed  medical 
bills  by  physicians. 

The  interest  of  the  committee  was  focused 
on  the  fee  schedule  and  its  relationship  to 
changes  in  our  economy  since  its  promulgation. 

The  committee  has  devoted  much  time  and 
effort  to  this  review  and  was  helped  in  its  task 
by  the  cooperation  of  the  many  county  medical 


1 


society  compensation  committees  who  responded 
to  its  request.  After  a study  of  the  trend  of 
consumer  price  index,  average  weekly  earnings 
in  New  York  State,  total  medical  cost,  hospital 
rates,  and  physicians’  fees  under  workmen’s 
compensation  in  our  State,  the  committee  is 
reviewing  and  evaluating  each  item  in  the  fee 
schedule  in  order  to  establish  a fair  value  for 
professional  services  rendered  to  compensation 
claimants.  This  work  is  still  in  progress  and  is 
scheduled  for  early  completion. 

The  committee  reviewed  also  issues  to  be 
considered  by  the  Workmen’s  Compensation 
Board’s  Advisory  Committee  for  the  Medical 
Fee  Schedule  and  Allied  Problems  at  the 
suggestion  of  the  chairman  of  the  committee 
and  the  director  of  the  Bureau  who  are  members 
of  this  Advisory  Committee.  This  afforded 
our  representatives  the  advantage  of  counsel 
and  guidance  by  our  members  in  the  preparation 
for  the  ten  meetings  of  the  Advisory  Com- 
mittee held  during  the  past  year.  The  Advisory 
Committee  considered  a variety  of  recom- 
mendations submitted  to  it  by  our  representa- 
tives and  has  succeeded  in  gaining  the  co- 
operation of  employers  and  carriers  on  several 
controverted  issues  involving  fees  or  procedures 
under  the  Workmen’s  Compensation  Law. 
While  some  issues  may  require  legislation  or 
administrative  action  by  the  Board  or  its 
Chairman,  questions  of  interpretation  and 
enforcement  of  existing  provisions  have  fre- 
quently been  resolved  by  mutual  agreement 
between  the  parties  involved. 

The  Advisory  Committee  has  submitted 
several  unanimous  recommendations  to  the 
Chairman  of  the  Workmen’s  Compensation 
Board  and  the  Workmen’s  Compensation 
Board’s  subcommittee  on  rehabilitation. 

Legislation.  The  committee  did  not  pro- 
pose any  legislative  amendments  for  the  1964 
session  of  the  Legislature,  but  continued  its 
close  scrutiny  of  legislation  affecting  the 
practice  of  medicine  under  the  Workmen’s 
Compensation  Law.  Opposition  was  urged  to 
proposals  which  infringed  on  the  patient’s 
right  of  free  choice  of  physician  or  which  did  not 
provide  any  benefits  to  claimants.  Recom- 
mendations were  submitted  regarding  amend- 
ments dealing  with  the  ownership  of  x-ray 
plates;  the  use  of  professional  services  of  certain 
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physicians  and  dentists  under  the  Workmen’s 
Compensation  Law;  authorization  of  phy- 
sicians who  were  public  officials  or  employes 
to  collect  fees  as  physicians  in  workmen’s 
compensation  cases  where  they  render  profes- 
sional care  to  injured  employes;  the  care  and 
treatment  of  employes  by  chiropractors;  the 
creation  of  panels  of  physicians  by  employers; 
and  written  medical  standards  for  workmen’s 
compensation. 

Education.  Efforts  to  disseminate  infor- 
mation on  compensation  matters  to  all  our 
members  and  other  interested  parties  as  quickly 
as  possible  were  continued.  The  News  of 
New  York  has  placed  at  our  disposal  ample 
space  to  publish  items  of  interest.  This  medium 
was  utilized  during  the  past  year  to  apprise 
members  of  the  importance  of  being  authorized 
under  the  Workmen’s  Compensation  Law  to 
certify  patients’  claims  under  the  Disability 
Benefits  Law  for  nonoccupational  disorders; 
the  proper  procedure  for  referral  of  patients  for 
medical  or  physical  therapy;  and  the  matter 
of  revised  forms  issued  by  the  Workmen’s 
Compensation  Board.  Clarifications  were  also 
published  on  the  so-called  “x-medical  policies” 
and  regulations  affecting  workers  not  covered 
under  the  New  York  State  Workmen’s  Com- 
pensation Law,  such  as  Federal  employes, 
longshoremen  and  harbor  workers,  and  railroad 
employes. 

The  director  was  invited  to  speak  at  a meeting 
of  the  New  York  State  Society  of  Physical 
Therapy  Inc.  and  to  address  their  fifth  annual 
conference.  He  also  delivered  a lecture  to  a 
class  of  medical  assistants  at  the  Rockland 
County  Community  College  and  spoke  to  the 
medical  staffs  of  several  hospitals  in  the  Erie, 
Niagara,  and  Chautauqua  areas.  He  spoke 
on  important  issues  involving  workmen’s  com- 
pensation before  a meeting  of  the  five  county 
medical  societies  Coordinating  Council  and  the 
executive  committee  of  the  Medical  Board  of 
the  Coney  Island  Hospital. 

Liaison.  The  valuable  assistance  to  the 
Council  committee  from  numerous  county 
compensation  committees  previously  referred 
to  in  connection  with  the  review  of  the  work- 


men’s compensation  fee  schedule  is  hereby 
gratefully  acknowledged.  The  committee  re- 
ferred a resolution  dealing  with  workmen’s 
compensation  from  a county  medical  society 
to  the  Council  with  a favorable  recommendation 
urging  action  which  is  currently  under  imple- 
mentation. Constant  contact  was  maintained 
with  employers’  and  carriers’  associations  and 
with  the  Workmen’s  Compensation  Board. 

The  chairman  and  the  director  were  ap- 
pointed to  committees  preparing  the  fiftieth 
anniversary  celebration  of  the  Workmen’s 
Compensation  Law  which  took  place  in  April, 
1964,  and  arranged  for  the  participation  of 
prominent  and  knowledgeable  physicians  from 
our  State  Society  in  the  scientific  portion  of  the 
program. 

An  editorial  on  the  fiftieth  anniversary  of  the 
Workmen’s  Compensation  Law  appeared  in  the 
May  15,  1964,  issue  of  the  New  York  State 
Journal  of  Medicine,  and  a tribute  to  David 
J.  Kaliski,  M.D.,  first  director  of  the  Bureau  of 
Workmen’s  Compensation  of  our  Society,  was 
published  in  the  August  15, 1964  edition. 

Arbitration.  During  the  twelve  months 
preceding  this  report,  the  director  of  the 
Division  of  Workmen’s  Compensation  par- 
ticipated in  109  arbitration  sessions  throughout 
the  State.  Of  those,  76  were  in  the  New  York 
City  area.  Assistance  was  rendered  to  phy- 
sicians appearing  on  behalf  of  their  own  dis- 
puted medical  bills  or  as  arbitrators  appointed 
by  the  president  of  their  county  medical  society. 
A total  of  2,481  cases  were  submitted  for 
arbitration,  adding  up  to  $293, 059. 65;H  1,752 
were  decided  by  arbitration,  414  were  settled 
without  hearing,  315  were  postponed,  and  65 
cases  were  settled  by  direct  negotiation  between 
the  director  and  the  parties  in  interest. 

Acknowledgments.  The  committee  wishes 
to  express  its  appreciation  to  the  director  of  the 
Division  of  Workmen’s  Compensation,  Robert 
Katz,  M.D.,  and  to  his  administrative  assistant, 
Miss  Alice  E.  Wheeler,  for  their  expert  and 
efficient  handling  of  the  larger  than  usual 
volume  of  business  carried  on  by  our  committee 
during  the  past  year. 

Respectfully  submitted, 

Carl  F.  Freese,  M.D.,  Chairman 
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Industrial  Health 


To  the  House  of  Delegates,  Gentlemen: 

The  following  is  the  report  of  the  Council 
Committee  on  Industrial  Health  and  the  Divi- 
sion of  Industrial  Health. 

The  committee  members  are  as  follows: 

Harry  E.  Tebrock,  M.D.,  Chairman.  .Queens 


Seymour  Fiske,  M.D New  York 

Fred  W.  Holcomb,  Jr.,  M.D Ulster 

James  H.  McDonough,  M.D. Oneida 

John  L.  Norris,  M.D Monroe 

Norvin  C.  Kiefer,  M.D,  Adviser.  . New  York 
Robert  Katz,  M.D.,  Adviser Kings 


The  committee  held  three  meetings  during 
the  twelve-month  period  covered  by  this  report. 

In  its  efforts  to  keep  up  with  developments  in 
occupational  medicine  and  to  develop  guide 
lines  for  the  establishment  of  ethical  industrial 
health  programs  of  high  quality  to  serve  small 
industry,  the  committee  met  with  authorities  in 
the  field  of  union  health  care  and  private  fee- 
for-service  occupational  medical  care.  Various 
methods  of  providing  such  services  were  explored 
with  great  care  and  in  detail.  On-the-spot  in- 
formation was  diligently  gathered  by  the  chair- 
man of  the  committee  and  the  director  of  the 
Bureau  of  Industrial  Health  during  a visit  in 
Hartford,  Connecticut,  with  the  medical  direc- 
tor of  the  Hartford  Small  Plant  Medical  Serv- 
ices. 

Efforts  are  under  way  to  apply  the  knowledge 
gained  to  industrial  medicine  in  this  State. 

A program  was  outlined  aimed  at  educating 
industry,  labor,  and  the  medical  profession  in 
the  various  phases  of  occupational  medicine  and 
its  preventive  aspects  and  the  benefits  derived 
therefrom. 

A series  of  articles  to  be  published  in  the  New 
York  State  Journal  of  Medicine  on  the 
subject  of  occupational  medicine  and  industrial 
health  was  begun  in  the  June  15,  1964,  issue 
with  an  introductory  article  entitled  “In-Plant 
Medical  Services  and  Safety.” 

The  director  met  with  the  medical  officers 
and  administrators  of  a planned  industrial  med- 
ical facility  to  be  set  up  in  the  near  future  at  a 
community  hospital  in  the  New  York  City  area. 
The  committee  reviewed  the  organizational 
program  and  the  plan  of  operation  for  this 
facility  and  will  follow  its  progress  with  great 
interest  after  it  begins  to  function. 

Legislation.  The  committee  reviewed  legis- 
lative action  which  will  affect  the  practice  of 
occupational  medicine.  During  the  1964  ses- 
sion of  the  State  Legislature  two  bills  of  sig- 
nificance were  enacted  regulating  clinical  lab- 
oratories and  x-ray  technology.  Clinical  lab- 
oratories and  blood  banks  have  become  subject 
to  licensing.  Laboratory  permits  must  be 
obtained  and  laboratory  directors  require  a 
certificate  of  qualification  for  any  procedure  to 
be  performed  by  their  laboratories  (New  Article 
5,  Title  V,  Public  Health  Law,  Laws  of  1964, 
Chapter  217).  X-ray  technicians  will  be 
licensed  by  the  State  Health  Department  after 


showing  evidence  of  having  taken  a prescribed 
course  of  study  or  its  equivalent  and  passed  an 
examination.  Biennial  registration  is  also  re- 
quired (Laws  of  1964,  Chapter  295). 

Article  13  of  the  Health  Code  of  the  City  of 
New  York  went  into  effect  applicable  to  clinical 
laboratories  and  interpreted  as  applying  to  lab- 
oratories maintained  for  in-plant  medical  serv- 
ices, union  health  centers,  and  insurance  com- 
panies. Under  the  code  laboratories  must  apply 
for  a permit  to  operate  and  be  directed  by  a 
clinical  pathologist  and  holder  of  a certificate  of 
qualification. 

Liaison.  The  members  received  reports  of 
proceedings  of  several  scientific  meetings  at- 
tended by  the  director  of  the  Division  of  Indus- 
trial Health  for  information  and  review.  In- 
cluded were  the  joint  meetings  of  the  Section  on 
Occupational  Medicine  of  the  New  York  Acad- 
emy of  Medicine  and  the  New  York  State 
Society  of  Industrial  Medicine,  Inc.,  which 
during  the  past  year  were  devoted  to  the  sub- 
jects of  chronic  diseases  and  disability,  study  of 
death  occurring  in  a population  having  periodic 
health  examinations,  the  early  detection  of 
aging,  and  the  social  and  mental  adjustment  to 
retirement. 

Your  director  reported  also  on  his  attendance 
at  the  Annual  Industrial  Health  Conference  in 
Pittsburgh,  Pennsylvania,  which  offered  a good 
clinical  review  of  occupational  health  problems 
such  as  “low  back”  and  covered  also  problems 
in  industrial  hygiene  and  toxicology.  Diagnos- 
tic and  therapeutic  technics  were  discussed  and 
demonstrated  with  emphasis  on  cardiology,  the 
treatment  of  burns,  and  the  prophylaxis  of 
tetanus. 

The  director  attended  also  the  annual  meeting 
of  the  New  York  Heart  Association,  which 
devoted  a portion  of  its  program  to  the  con- 
sideration of  the  cardiac  in  industry,  and  the 
annual  meeting  of  the  American  Public  Health 
Association,  where  the  program  of  the  section  on 
occupational  medicine  presented  an  excellent 
review  of  asbestosis  and  malignancies  of  interest 
to  industrial  physicians. 

Contact  has  been  maintained  with  the  City 
University  of  New  York  where  renewed  interest 
in  industrial  medical  services  was  manifested 
during  the  past  year. 

Questions  relating  to  industrial  practice  of 
medicine  were  discussed  also  with  a group  of 
officials  of  the  West  German  Medical  Associa- 
tion on  their  visit  to  New  York  City. 

The  director  attended  the  meetings  of  the 
Special  Committee  on  Labor  Health  Facilities 
which  has  conducted  a recent  survey  of  union 
health  centers  and  currently  is  evaluating  its 
results. 

A report  of  this  committee’s  activities  was 
submitted  in  reply  to  a request  of  the  American 
Medical  Association’s  Council  on  Occupational 
Health  for  the  benefit  of  the  meeting  of  state 
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chairmen  of  occupational  health  committees 
which  preceded  the  American  Medical  Associa- 
tion Congress  on  Occupational  Health. 

General.  The  director  visited  the  new  quar- 
ters of  a facility  devoted  to  executive  health 
examinations  and  delivered  an  address  of  wel- 
come to  the  annual  convocation  of  the  American 
College  of  Gastroenterology.  He  attended  also 
a regional  conference  of  the  Medical  Society  in 


Questions  of  Ethics 

To  the  House  of  Delegates,  Gentlemen: 

The  Committee  on  Questions  of  Ethics  is 
composed  of  the  following  members: 

Joseph  G.  Zimring,  M.D.,  Chairman.  .Nassau 


Frank  LaGattuta,  M.D Bronx 

Ezra  A.  Wolff,  M.D Queens 


The  committee  has  had  a number  of  problems 
presented  to  it  this  past  year.  The  following 
are  several  problems  and  answers  which  were 
reported  to  the  Council  and  approved  by  them: 

1.  A question  on  whether  or  not  there  is 
indeed  a rule  against  physicians  owning  or 
having  an  interest  in  a drug  store. 

The  answer  is  no.  The  House  of  Delegates 
of  the  American  Medical  Association,  at  its 
annual  meeting  in  1963,  decided  that  it  is 
sometimes  proper  for  a physician  to  own  a 
pharmacy  provided  that  there  is  no  exploitation 
of  the  patient. 

Exploitation  of  the  patient  might  exist  if  a 
physician  (a)  overprescribes,  (6)  steers  patients 
to  physician-owned  pharmacies,  (c)  refuses  to 
give  a patient  a copy  of  his  prescription,  (d) 
prescribes  in  a code  known  only  by  certain 
pharmacies,  or  (e)  maintains  a direct  telephone 
line  to  certain  pharmacies. 

2.  A question  from  an  obstetrician,  “Could 
you  tell  me  whether  or  not  it  is  illegal  or  un- 
ethical to  use  rubber  stamped  routine  post- 
partum orders  if  these  are  countersigned  by  a 
licensed  physician?” 

Even  though  the  first  order  is  one  on  narcotics, 


Syracuse  and  took  a postgraduate  course  in 
environmental  chest  diseases  given  by  the 
American  College  of  Chest  Physicians. 

The  committee  wishes  to  extend  its  gratitude 
to  its  former  chairman,  Peter  J.  DiNatale,  M.D., 
whose  tireless  efforts  have  guided  its  activities 
for  many  years. 

Respectfully  submitted, 

Harry  E.  Tebrock,  M.D.,  Chairman 


it  is  not  unethical  or  illegal  to  use  a rubber 
stamp  on  postpartum  orders.  However,  the 
Federal  Bureau  of  Narcotics  strongly  recom- 
mends that  all  narcotic  orders  be  written  by 
physicians  in  order  to  avoid  discrepancies  or 
diversions  which  may  occur.  The  Bureau 
also  requests,  if  possible,  that  the  Society  put  a 
statement  in  the  News  of  New  York  that  they 
strongly  recommend  that  all  narcotic  orders  be 
written  and  not  stamped  as  routine. 

3.  A question  from  a surgeon  concerning  the 
ethics  on  answering  questionnaires  submitted 
by  pharmaceutical  companies  regarding  their 
products. 

The  action  of  the  physician  in  answering  the 
questionnaire  is  within  the  rules  and  regulations 
of  our  professional  ethics. 

4.  Two  questions  from  the  Rochester  Re- 
gional Hospital  Council:  (a)  Should  emergency 
rooms  be  staffed  with  full-time  paid  physicians? 
(6)  Billing  of  patients  treated  in  emergency 
rooms. 

The  official  policy  of  the  American  Medical 
Association,  as  adopted  by  the  House  of 
Delegates  in  1951  and  reaffirmed  in  June,  1960, 
states  “that  a physician  should  not  dispose  of 
his  professional  services  to  any  hospital, 
corporation  or  lay  board  by  whatever  name 
called  under  terms  or  conditions  which  permit 
the  sale  of  the  services  of  that  physician  by 
such  agency  for  a fee.” 
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The  committee  offered  two  solutions  to  this 
problem:  (a)  The  use  of  any  one  or  more 

of  the  physicians  of  the  medical  staff  on  a 
rotating  basis  to  cover  the  emergency  room; 

( b ) The  medical  staff  of  the  hospital  may  form  a 
partnership  and  hire  a physician  whose  duties 
may  include  the  coverage  of  the  emergency 
room.  In  this  case  the  physician  is  an  employe 
of  or  agent  of  the  staff,  rather  than  of  the 
hospital. 

In  answer  to  the  question  of  billing  the 
patient  in  the  emergency  room,  the  committee 
feels  that  the  physician  should  bill  the  patient 
on  his  own  billhead  for  his  services. 

5.  A question  from  the  Suffolk  County 
Medical  Society  on  the  association  between 
physicians  and  optometrists  and  physicians 
and  podiatrists  was  answered  as  follows: 

“The  Judicial  Council  of  the  American 
Medical  Association  in  1960  expressed  the 
opinion  that,  while  a doctor  of  medicine  may 
utilize  the  services  of  one  trained  or  licensed  in 
optometry,  he  may  not  by  his  association  with 
the  optometrist  raise  the  practice  of  optometry 
to  the  same  high  plane  as  medical  practice. 
The  Judicial  Council,  in  1939,  gave  the  opinion 
that  the  practice  of  chiropody  is  not  a cult 
practice,  but  rather  a practice  ancillary  to 
medical  practice  in  a limited  field,  considered 
not  important  enough  for  a doctor  of  medicine 
to  attend,  and  therefore  too  often  neglected. 
The  Council  could  see  no  reason  to  declare 
the  teaching  of  chiropodists  by  members  of  the 
American  Medical  Association  to  be  unethical, 
provided  the  schools  in  which  they  teach  are 
connected  with  approved  schools  of  medicine 
and  recognized  standards  of  premedical  educa- 
tion are  required.” 


6.  A question  from  a physician  who  wished 
to  know  whether  or  not  it  is  ethical  to  notify 
the  Bureau  of  Motor  Vehicles  as  to  the  true 
condition  of  a patient  requesting  clearance  on  a 
driver’s  license  application. 

The  committee  believes  that  a physician’s 
obligation  is  to  both  his  patient’s  confidence  and 
to  public  safety.  The  physician  was  advised 
to  discuss  the  entire  matter  with  his  patient 
and  to  ask  permission  to  divulge  the  information 
to  the  Bureau  of  Motor  Vehicles.  If  permission 
was  refused,  the  physician  was  advised  to  tell 
the  patient  that  he,  in  all  fairness  and  honesty, 
could  not  sign  his  application  and  ask  him  to 
see  another  physician. 

7.  The  Committee  on  Ethics  asked  the 
Council’s  permission  to  answer  letters  con- 
taining noncontroversial  questions  without 
referring  them  to  the  Council  and  waiting  until 
the  Council  acted  before  sending  a reply.  The 
Council  answered  by  pointing  out  that,  ac- 
cording to  the  Bylaws,  the  chairman  of  a com- 
mittee such  as  this,  after  a meeting  of  his  com- 
mittee, can  answer  such  a letter,  making  it 
clear  that  his  decision  is  subject  to  approval  by 
the  Executive  Committee  or  the  Council. 

8.  An  inquiry  from  the  chairman  of  the 
Ethics  Committee  of  Morris  County  Medical 
Society  of  New  Jersey  for  details  in  preparing  a 
booklet  dealing  with  medical  ethics.  The 
Principles  of  Professional  Conduct  of  the 
Medical  Society  of  the  State  of  New  York  and 
the  American  Medical  Association’s  Judicial 
Council’s  Opinions  and  Reports  1964  were  sent 
to  him. 

Respectfully  submitted, 

Joseph  G.  Zimring,  M.D.,  Chairman 
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Labor  Health  Facilities 


To  the  House  of  Delegates,  Gentlemen: 

The  following  is  the  report  of  the  Special 
Committee  on  Labor  Health  Facilities. 

The  committee  members  are  as  follows: 
William  H.  Foege,  M.D.,  Chairman 


New  York 

S.  Charles  Franco,  M.D Kings 

Louis  Venet,  M.D New  York 


Pursuant  to  the  intention  stated  in  the  report 
of  this  committee  for  1963,  a questionnaire  was 
formulated  to  gather  information  on  labor  health 
facilities  and  was  circulated  to  those  labor 
health  centers  which  were  known  to  exist.  A 
total  of  19  questionnaires  were  circulated  and 
14  replies  were  received. 

In  brief  summary  the  following  information 


was  obtained: 

Number  of  individuals  eligible  for 
medical  care  through  labor 

medical  centers 650 , 520 

Number  of  patient  visits  annually.  . .621,854 

Total  number  of  medical  services 

annually 1 , 215 , 551 

Total  physician  hours  utilized 209,315 


The  above  figures  represent  the  minimum  in 
each  category  since  some  questionnaires  were 
not  returned.  The  replies  demonstrated  conclu- 
sively that  the  labor  health  facility  has  become 
an  important  source  of  medical  care  to  a large 
segment  of  the  population. 

The  type  and  quality  of  this  medical  care  and 
by  whom  it  is  rendered  is  certainly  of  interest 
to  the  Medical  Society  of  the  State  of  New 
York  and  to  the  individual  members. 

In  the  matter  of  resolution  63-5  (that  hospital 
trustees  be  urged  to  consult  with  the  medical 
staffs  of  their  institutions  before  making  ar- 
rangements with  labor  or  management  groups 
for  medical  care  programs),  with  the  approval 
of  the  Council  letters  were  sent  to  the  president 
of  the  Hospital  Association  of  New  York  City, 
the  New  York  State  AFL-CIO,  and  the  New 
York  City  Central  Labor  Council.  The  reply 
from  the  AFL-CIO  was  of  particular  interest 
because  it  indicated  a willingness  to  cooperate, 
at  the  same  time  reflecting  an  attitude  of  dis- 
tinct reserve  based  on  previous  experiences  in 
attempting  to  come  to  terms  with  organized 
medicine. 

This  attitude  is  one  that  organized  medicine 
must  make  a sincere  effort  to  overcome  if  it  is 
to  have  any  voice  in  the  type  and  amount  of 


medical  care  provided  through  labor  organiza- 
tions. It  must  be  remembered  that  in  a State 
with  a heavy  medical  population  and  intense 
medical  competition,  the  labor  organizations 
will  be  able  to  obtain  some  sort  of  medical  serv- 
ice without  any  assistance  from  the  medical 
societies.  At  the  same  time,  in  this  period  in 
medical  history,  organized  labor,  the  practicing 
physician,  and  organized  medicine  have  far 
more  in  common  than  is  apparent  on  the  surface, 
and  the  result  of  their  close  cooperation  can  be 
nothing  but  beneficial. 

A first  step  in  healing  any  gap  that  may  exist 
between  labor  and  medicine  is  the  recognition 
that  labor  has  a legitimate  interest  in  obtaining 
medical  care  for  its  members  and  recognition 
of  the  facilities  that  now  exist  to  provide  medical 
care  under  labor  or  labor  management  auspices. 
This  could  be  accomplished  very  readily  by 
listing  the  labor  medical  centers  in  the  Direc- 
tory. Any  medical  facility  that  serves  so  many 
people  and  renders  so  many  services  would  have 
a proper  place  in  a medical  directory  so  that 
the  medical  public  might  know  where  so  much 
service  is  given  and  by  whom  it  is  rendered. 
At  the  same  time,  no  medical  facility  would 
permit  the  use  of  poorly  qualified  or  unqualified 
doctors  if  it  were  aware  that  a list  of  its  staff 
would  appear  in  the  Directory. 

It  is  therefore  most  urgently  recommended 
that  the  labor  health  centers  be  listed  in  the 
Medical  Directory  of  New  York  State  in  the  same 
manner  as  the  voluntary,  government,  and 
private  hospitals. 

Any  argument  that  these  centers  do  not  con- 
form to  any  standards  is  invalid  since  most  are 
under  the  control  of  the  New  York  State  De- 
partment of  Social  Welfare  and  are  inspected 
regularly.  Listing  these  clinics  in  the  Directory 
would  be  of  great  assistance  in  obtaining  the 
future  cooperation  of  the  labor  organizations. 

The  committee  is  grateful  for  the  cooperation 
it  has  received  thus  far  and  for  the  small  progress 
it  has  been  able  to  make  and  will  continue  in  its 
efforts  to  establish  a rapport  between  the  Medi- 
cal Society  of  the  State  of  New  York  and  or- 
ganized labor  and  to  achieve  a close  working 
cooperation  for  mutual  benefit  and  the  benefit 
of  the  public. 

Respectfully  submitted, 

William  H.  Foege,  M.D.,  Chairman 
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1965  HOUSE  OF  DELEGATES 

Scientific  Activities  and  Publications  A 


Public  Health  and  Education 

To  the  House  of  Delegates,  Gentlemen: 

The  Council  Committee  on  Public  Health 
and  Education  has  the  following  membership: 
James  Greenough,  M.D.,  Chairman.  . Otsego 

Wendell  R.  Ames,  M.D Monroe 

Irving  L.  Ershler,  M.D Onondaga 

Harry  S.  Lichtman,  M.D Kings 

John  D.  Stewart,  M.D Erie 

Hollis  S.  Ingraham,  M.D.,  Commissioner, 
New  York  State  Department  of  Health, 

Adviser Albany 

George  James,  M.D.,  Commissioner,  New 
York  City  Department  of  Health,  Adviser . . 

New  York 

James  E.  Perkins,  M.D.,  Adviser.  New  York 
Ray  E.  Trussed,  M.D.,  Adviser.  . New  York 
This  year’s  annual  meeting  of  the  committee 
with  chairmen  of  its  18  subcommittees  and  rep- 
resentatives of  the  New  York  State  and  New 
York  City  Health  Departments  was  held  on 
July  16,  1964,  in  Albany  at  the  offices  of  the 
State  Health  Department.  Thirty-nine  persons 
participated  in  the  six-hour  meeting  and  once 
again  the  way  was  smoothed  for  the  working 
together  of  subcommittees  with  similar  in- 
terests. George  A.  Burgin,  M.D.,  president, 
and  Henry  I.  Fineberg,  M.D.,  executive  vice- 
president,  of  the  State  Medical  Society,  at- 
tended as  well  as  Mr.  Guy  Beaumont,  director 
of  the  Division  of  Communications  and  Mrs. 
Dominic  Pitaro,  president  of  the  Woman’s 
Auxiliary. 

Next  year  it  is  planned  to  hold  this  meeting 
in  April. 

Among  the  many  activities  of  this  committee 
during  the  past  year  was  the  participation  of 
Charles  D.  Sherman,  Jr.,  M.D.,  chairman  of 
the  Cancer  Subcommittee;  Marvin  A.  Block, 
M.D.,  chairman  of  the  Addiction  to  Alcohol 
and  Narcotics  Subcommittee;  and  J.  G.  Fred 
Hiss,  M.D.,  consultant  to  the  Heart  Disease 
Subcommittee,  in  the  Regional  Health  In- 
stitute for  College  Health  Educators  at  Cort- 
land in  April,  1964. 

This  is  a start  toward  improving  the  teach- 
ing of  health  subjects  in  the  school  system  in 
New  York  State,  a subject  which  will  receive 
serious  attention  during  the  coming  year. 

The  committee  reports  with  pleasure  the 
continued  excellent  liaison  with  the  New  York 
State  and  New  York  City  Health  Departments. 
Among  joint  projects  now  being  carried  on  or 
planned  are: 

1.  The  Heart-Lung  Resuscitation  program, 
now  in  its  second  phase  of  refresher  courses 
leading  into  a program  on  treatment  before  and 


after  defibrillation.  The  first  phase  of  this 
program  trained  a core  of  6,000  physicians  in 
closed  chest  massage  and  also  reached  2,000 
ancillary  personnel. 

2.  Plans  for  a pilot  project  to  train  phy- 
sicians in  upstate  New  York  in  the  use  of  the 
proctosigmoidoscope,  which  would  be  carried  on 
under  a grant  to  the  Empire  State  Medical, 
Scientific  and  Educational  Foundation. 

3.  The  progress  being  made  by  the  project 
to  develop  a methodology  in  medical  audits, 
now  being  carried  on  in  the  Rochester  area 
under  the  direction  of  Malcolm  L.  Crump, 
M.D. 

4.  The  Stroke  Program  in  cooperation  with 
the  State  and  City  Health  Departments,  the 
New  York  Heart  Association,  the  New  York 
State  Heart  Assembly,  and  the  Division  of 
Vocational  Rehabilitation  of  the  Department 
of  Education.  Plans  are  being  completed  for  a 
general  session  on  “Stroke”  at  the  annual 
meeting  of  the  State  Society  in  February 
as  well  as  an  exhibit.  Also  planned  is  a program 
for  paramedical  groups  to  be  held  at  the  same 
time  as  the  annual  meeting.  The  chairmen  of 
the  Society’s  Heart  Disease  Subcommittee, 
the  Section  on  Physical  Medicine  and  Rehabili- 
tation, and  the  Subcommittee  on  Physical 
Medicine  and  Rehabilitation  have  all  cooper- 
ated in  the  planning  of  the  scientific  part  of  the 
stroke  program. 

Your  committee  is  working  toward  the  es- 
tablishment of  specific  committees  on  the  district 
branch  level  where  they  will  be  of  most  use  to 
the  smaller  county  societies.  The  Cancer  and 
Diabetes  Subcommittees  are  particularly 
anxious  to  have  such  committees.  The  Sub- 
committee on  Diabetes  is  very  much  interested 
in  having  a postprandial  urine  test  included  in 
all  school  health  examinations  for  the  detection 
of  children  with  diabetes. 

A very  successful  second  Symposium  on 
Forensic  Medicine  under  the  direction  of  Milton 
Helpem,  M.D.,  Chief  Medical  Examiner  of 
New  York  City,  was  held  July  30  and  31,  1964. 
This  was  attended  by  30  medical  examiners 
and  coroners  from  New  York  State. 

Your  Subcommittee  on  Mental  Hygiene  has 
acted  as  the  steering  committee  on  mental 
health  for  the  State  in  cooperation  with  the 
A.M.A.’s  program  on  mental  health. 

Now  that  the  Good  Samaritan  Bill  is  law, 
your  Accident  Prevention  Subcommittee  is 
turning  its  attention  to  a proposal  by  the  State 
Health  Department  to  train  ambulance  drivers 
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in  the  emergency  care  of  patients,  particularly 
accident  victims. 

Your  attention  is  called  to  the  reports  of  the 
subcommittees  which  show  their  many  accom- 
plishments during  the  past  year.  I express 
my  thanks  to  the  members  of  the  subcommittees, 
as  well  as  to  the  members  of  the  parent  Public 
Health  and  Education  Committee,  for  their 
able  assistance  in  carrying  on  the  work  of  this 
committee. 

The  committee  wishes  to  extend  its  apprecia- 
tion to  Hollis  S.  Ingraham,  M.D.,  and  his  staff 
at  the  New  York  State  Department  of  Health 
and  to  George  James,  M.D.,  and  his  staff  at  the 
New  York  City  Health  Department  for  their 
excellent  cooperation  and  assistance  in  pro- 
gramming and  implementing  many  of  the  im- 
portant accomplishments  of  this  committee. 

We  also  express  our  sincere  appreciation  to 
George  A.  Burgin,  M.D.,  president;  Henry 
I.  Fineberg,  M.D.,  executive  vice-president; 
and  Miss  Doris  K.  Dougherty,  administrative 
assistant,  for  their  continued  cooperation. 
Also,  the  committee  is  indebted  to  Miss  Gretchen 
Wunsch,  executive  assistant  to  the  com- 
mittee; Mrs.  Evelyn  G.  Clark,  editor  of  What 
Goes  On;  and  to  Miss  Mollie  Pesikoff  for  their 
assistance  in  carrying  out  many  tasks  and  assign- 
ments. 

Meetings.  During  the  past  year  the  com- 
mittee has  arranged  for  24  groups  coverage  of 
programs  under  the  joint  postgraduate  educa- 
tion program  of  the  Medical  Society  of  the  State 
of  New  York  and  the  New  York  State  Depart- 
ment of  Health.  Speakers  were  obtained  for 
many  of  these  programs  for  county  medical 
societies  and  other  medical  groups,  presented  as 
lecture  series,  symposia,  single  lectures,  or  teach- 
ing days.  A total  of  89  speakers  have  partici- 
pated in  these  meetings.  We  express  our  thanks 
to  the  New  York  State  Department  of  Health 
for  the  continued  assistance  they  provide  in 
the  $25  honorarium  for  these  speakers. 

A tabulation  of  programs  arranged  follows: 


County 

Organization 

Number 

of 

Speak- 

ers 

Broome 

Medical  Society 

11 

Cayuga 

Medical  Society 

1 

Chemung 

Medical  Society 

1 

Chenango 

Medical  Society 

6 

Clinton 

Medical  Society 

3 

Cortland 

Medical  Society 

5 

Franklin 

Saranac  Lake 

Medical  Society 

7 

Fulton 

Medical  Society 

4 

Herkimer 

Medical  Society 

1 

Jefferson 

Medical  Society 

4 

Livingston 

Medical  Society 

2 

Madison 

Medical  Society 

3 

Montgomery 

Medical  Society 

1 

Oneida 

Medical  Society 

2 

Central  New  York 
Academy  of 
Medicine 

3 

Ontario 

Medical  Society 

1 

Geneva  Academy  of 

Medicine  7 

Orange  Medical  Society  3 

St.  Lawrence  Medical  Society  3 

Schenectady  Medical  Society  2 

Steuben  Medical  Society  3 

Suffolk  South  Side  Clinical 

Society  9 

Sullivan  Medical  Society  6 

Tompkins  Medical  Society  1 

The  following  teaching  day  programs  were 
supported  by  the  committee  by  the  addressing 
of  the  envelopes,  the  payment  of  the  cost  of 
printing  the  programs  and  postage  for  mailing, 
or  in  the  paying  of  travel  expenses: 


County 

Region 

Subject 

Num- 
ber of 
Speak- 
ers 

Oneida 

Oneida, 

Cardiorenal 

Central 

Herkimer, 

Diseases 

9 

New 

York 

Academy 

Madison, 

Chenango, 

Otsego, 

Trauma 

8 

of  Med- 
icine 

Broome 

Delaware, 

Schoharie, 

Fulton, 

Lewis, 

Hamilton 

Broome, 

Cardiac 

3 

St.  Law- 

Delaware, 

Otsego, 

Chenango, 

Cortland, 

Chemung, 

Schuyler, 

Tioga, 

Tompkins 

Clinton, 

Psychiatry 

5 

rence 

Essex, 

and  the 

Franklin, 
Jefferson, 
St.  Law- 
rence 

General 

Practi- 

tioner 

Respectfully  submitted, 

James  Greenough,  M.D.,  Chairman 


Reports  of  the  subcommittees  follow: 


Addiction  to  Alcohol  and  Narcotics 

Members  of  the  Subcommittee  on  Addiction 
to  Alcohol  and  Narcotics  are  as  follows: 

Marvin  A.  Block,  M.D.,  Chairman Erie 

Robert  N.  Bail'd,  M.D New  York 

Francis  X.  Haines,  M.D Broome 

Leonard  L.  Heimoff,  M.D Bronx 

Christopher  F.  Terrence,  M.D.,  State  Com- 
missioner of  Mental  Hygiene,  Adviser 

Albany 

Granville  W.  Larimore,  M.D.,  First  Deputy 
Commissioner  of  Health,  Adviser. . Albany 
The  subcommittee  met  on  July  10  and  made 
plans  to  start  a program  in  New  York  City, 
under  the  direction  of  two  of  its  members,  to 
teach  a group  of  physicians  how  to  take  care  of 
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narcotic  addicts  without  the  use  of  narcotic 
drugs. 

During  the  past  year  a letter  was  sent  to  all 
physicians  in  the  State  outlining  the  physician’s 
duty  in  reporting  habitual  users  of  narcotics. 
This  letter  was  prepared  and  mailed  by  the 
State  Health  Department  and  bore  the  signatures 
of  Dr.  Ingraham  and  Dr.  Burgin.  The  Medical 
Society  is  very  appreciative  of  this  action  of  the 
Health  Department. 

During  the  coming  year  the  subcommittee  will 
join  wdth  other  subcommittees  in  working  to 
improve  the  health  teaching  in  the  schools  in 
New  York  State.  It  is  interested  particularly  in 
the  teaching  of  the  dangers  of  addiction  to  alco- 
hol and  narcotics.  As  reported  elsewhere,  your 
chairman  participated  in  the  Institute  for 
Health  Teachers  at  Cortland  in  April. 

The  subcommittee  plans  to  meet  with  the 
members  of  the  Subcommittee  on  Mental  Hy- 
giene to  discuss  in  detail  treatment  of  narcotic 
addicts  in  State  hospitals. 

The  subcommittee  suggests  that  physicians 
signing  statements  that  a patient  who  has  been 
in  a hospital  for  alcoholism  is  capable  of  driving 
an  automobile  should  protect  themselves  by 
stating,  “Patient  was  able  to  drive  an  auto- 
mobile as  of p.m., — , 1964.” 

The  subcommittee  has  discussed  and  proposes 
to  study  further  the  possibility  of  establishing  a 
facility  under  State  auspices  for  long-term  treat- 
ment of  narcotic  addicts  in  a self-contained,  self- 
supporting  community,  similar  to  a leper  colony, 
with  all  necessary  facilities. 

Cancer 

The  Subcommittee  on  Cancer  is  composed  of 
the  foliowring  members: 

Charles  D.  Sherman,  Jr.,  M.D.,  Chairman.  . . 

Monroe 


Kenneth  B.  Olson,  M.D Albany 

George  H.  Shields,  M.D Oneida 

Walter  S.  Walls,  M.D Erie 


Roald  N.  Grant,  M.D.,  Adviser.  . New  York 
Vincent  H.  Handy,  M.D.,  New  York  State 
Department  of  Health,  Adviser ....  Albany 
During  the  past  year  we  have  been  working 
increasingly  in  the  direction  of  coordinating 
the  efforts  of  the  Subcommittee  on  Cancer 
with  those  of  the  American  Cancer  Society,  the 
American  College  of  Surgeons,  and  the  Bureau 
of  Cancer  Control  of  the  State  Health  Depart- 
ment. By  coordinating  with  these  groups  and 
helping  to  bring  the  cancer  control  program  into 
effective  activity  at  the  local  level,  we  believe 
we  will  make  real  progress.  Among  the  various 
activities  in  which  we  are  engaged,  the  following 
are  worthy  of  note: 

1.  We  have  been  working  wdth  the  Sub- 
committee on  Continuing  Education  of  the 
Medical  Society  of  the  State  of  New  York 
and  with  the  State  Bureau  of  Cancer  Control 
to  activate  a project  of  instruction  in  sig- 
moidoscopy under  a Federal  grant. 

2.  We  have  further  increased  our  liaison 
with  other  agencies  by  having  Guy  Robbins, 
M.D.,  the  regional  representative  of  the  Amer- 


ican College  of  Surgeons,  meet  wdth  us  to  dis- 
cuss their  program  and  the  possibilities  for 
cooperation  with  the  American  College  of 
Surgeons. 

3.  We  are  beginning  to  establish  district 
cancer  committees  in  the  various  districts  of 
New  York  State  for  the  following  reasons:  (a) 
We  believe  that  such  committees  can  translate 
State  level  policy  into  effective  local  action 
better  than  any  other  method  devised;  (6) 
We  hope  to  discover  local  “grass  roots”  prob- 
lems in  the  field  of  cancer  control  and  aid  the 
local  team  in  handling  them. 

4.  Our  subcommittee  urged  our  State  rep- 
resentatives to  the  A.M.A.  to  sponsor  a strong 
antismoking  resolution  in  San  Francisco.  The 
final  result  was  a stronger  resolution  than  had 
originally  been  envisaged. 

5.  We  put  on  an  exhibit  on  colon  cancer  at 
the  State  Society  meeting  with  the  help  of  the 
Professional  Education  Section  of  the  American 
Cancer  Society.  A number  of  New  York 
physicians  interested  in  the  problem  helped  us 
by  manning  the  exhibit. 

6.  We  have  continued  to  encourage  and 
support  the  State  Health  Department’s  Bureau 
of  Cancer  Control  in  its  cervical  cytology  proj- 
ect and  have  continued  to  urge  that  cytology 
be  done  on  a free  basis  wherever  possible. 

7.  Through  our  liaison  wdth  the  State 
Bureau  of  Cancer  Control,  we  are  urging  the 
reactivation  of  an  association  of  tumor  clinic 
directors  in  the  State  wdth  an  annual  meeting 
for  the  purpose  of  translating  State  policy  into 
local  action. 

Chronic  Pulmonary  Disease 

The  Subcommittee  on  Chronic  Pulmonary 
Disease  consists  of  the  folio wdng  membership: 


Frederick  Beck,  M.D. , Chairman Otsego 

Harry  Golembe,  M.D Sullivan 

John  H.  McClement,  M.D New  York 

Carl  Muschenheim,  M.D New  York 


William  Warriner  Woodruff,  M.D. . .Franklin 

Following  activation  of  this  subcommittee 
three  years  ago,  it  was  the  desire  of  the  members 
to  explore  the  possibilities  of  treatment  facilities 
for  chronic  pulmonary  disease  being  furnished 
by  the  State.  The  need  seemed  particularly 
directed  to  certain  areas  where  there  was  a high 
proportion  of  welfare  patients  with  respiratory 
difficulties,  and  it  was  not  deemed  practical  to 
have  these  patients  hospitalized  in  general 
hospitals  and  the  average  nursing  home  was 
insufficiently  equipped  for  this  purpose.  In 
exploring  this  situation  wdth  the  State  Depart- 
ment of  Health,  we  find  that  this  idea  of  State- 
sponsored  care  of  chronic  pulmonary  disease 
is  not  new  and  had  been  broached  in  the  1930’s. 
It  was  the  consensus  that  this  is  a local  re- 
sponsibility at  county  level,  rather  than  a 
responsibility  of  the  State  Departments  of 
Health  or  Social  Welfare. 

Several  counties  have  provided  adequate 
facilities  for  this  type  of  patient;  namely, 
Schenectady  County,  Niagara  County,  and 
Rockland  County.  We  had  an  opportunity 
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to  review  the  program  in  Schenectady  County, 
and  it  is  an  excellent  one  meeting  the  needs  of 
that  county  and  some  of  the  surrounding  areas. 
In  the  past  year  the  Legislature  has  given  ap- 
proval to  the  establishment  of  a Bureau  of 
Chronic  Respiratory  Disease  in  the  State 
Health  Department,  and  our  subcommittee 
has  had  the  opportunity  of  being  represented 
at  a meeting  of  the  State  Commissioner  of 
Health’s  Advisory  Committee  on  Respiratory 
Disease  where  the  projected  program  of  this 
bureau  has  been  reviewed.  We  have  also  had 
the  opportunity  to  review  projected  research 
projects  to  be  started  in  upstate  New  York  and 
financed  by  Federal  funds.  One  such  project 
has  been  approved  for  Erie  County. 

We  have  had  the  opportunity  to  meet  with 
the  technical  advisory  committee  of  the  New 
York  State  Tuberculosis  and  Respiratory 
Disease  Association  and  have  been  aware  of  the 
developments  in  the  program  for  chronic  re- 
spiratory disease  as  sponsored  by  that  organiza- 
tion. 

Our  subcommittee  is  exploring  the  possibilities 
of  improving  the  teaching  of  pulmonary  diseases 
in  the  medical  schools,  and  there  are  other 
organizations  such  as  the  American  Thoracic 
Society  and  the  New  York  Trudeau  Society 
who  are  working  also  in  this  field.  It  is  ap- 
parent that  the  problem  is  not  one  of  avail- 
ability of  funds  but  rather  the  lack  of  applicants 
for  fellowships  in  this  specialty.  A recent 
development  in  chronic  pulmonary  disease  has 
been  the  growing  interest  of  rehabilitation  units 
in  respiratory  disease,  and  many  physical 
therapists  have  become  trained  and  more  pro- 
ficient in  the  technics  used  in  this  field.  As  a 
result,  some  of  the  larger  hospitals  have  trained 
inhalation  therapists.  It  is  apparent  that 
there  may  be  a need  to  define  accurately  the 
educational  and  training  requirements  for  such 
a position  and  eventually  it  is  possible  that 
the  State  Education  Department  may  take 
cognizance  of  this  situation. 

The  subcommittee  continues  to  be  interested 
in  the  most  difficult  problem  of  the  hospitaliza- 
tion of  the  recalcitrant,  contagious  tuberculosis 
patient  and  the  many  practical  legal  problems 
presented  by  this  situation. 

Continuing  (Postgraduate)  Education 

The  Subcommittee  on  Continuing  (Post- 
graduate) Education  is  composed  of  the  follow- 
ing members: 

Franklyn  B.  Amos,  M.D.,  Chairman . .Albany 


Marvin  L.  Bloom,  M.D Erie 

Matthew  Brody,  M.D Kings 

Ralph  C.  Parker,  Jr.,  M.D Monroe 


During  the  past  year  there  have  been  two 
meetings  of  this  subcommittee  and  your  chair- 
man has  attended  three  other  meetings  on  this 
subject.  Results  of  these  and  other  activities 
of  members  of  the  committee  follow. 

Joint  Program  of  Continuing  Education 
Supported  by  Medical  Society  of  the  State 
of  New  York  and  New  York  State  Depart- 


ment of  Health.  In  accordance  with  the 
approved  revision  of  this  program  to  emphasize 
the  learning  situation  the  following  notice  was 
approved  by  the  subcommittee  at  its  November 
13,  1964,  meeting  with  recommendation  that  the 
Society  bring  it  to  the  attention  of  all  concerned. 

STATE  MEDICAL  SOCIETY  ESTABLISHES  NEW 
PROGRAM  FOR  CONTINUING  EDUCATION 

The  Continuing  Medical  Education  pro- 
gram conducted  jointly  by  the  State  Medical 
Society  and  the  State  Health  Department  will 
be  drastically  revised  effective  February  19, 
1965.  The  present  program  of  payment  of 
travel  expenses  and  a $25  honorarium  for 
lecturers  at  medical  meetings  will  be  dis- 
continued. 

The  revised  program  will  emphasize  teach- 
ing and  learning  and  the  necessity  for  student 
involvement.  When  effective  the  following 
criteria  must  be  met: 

1.  The  purpose  of  the  session  for  which 
support  is  given  shall  be  educational  and  is 
intended  to  supplement  the  educational  activi- 
ties of  regular  meetings  of  the  medical  socie- 
ties and  hospital  staffs. 

2.  Each  individual  teaching  session  shall 
be  a part  of  an  over-all  planned  program 
which  shall  have  been  approved  by  the  Com- 
mittee on  Public  Health  and  Education  prior 
to  the  beginning  of  the  first  session  of  instruc- 
tion. The  approval  shall  be  for  a period  of 
not  more  than  two  years. 

3.  Each  teaching  session  must  include 
student  participation  such  as  demonstration 
and  practice  of  technics,  report  on  reading 
assignment,  preparation  and/or  presentation 
of  cases  for  discussion,  laboratory  work,  or 
similar  activity. 

4.  Instruction  must  be  in  groups  suffi- 
ciently small  to  permit  participation  by  all 
those  attending. 

5.  Instructors  must  be  on  the  faculty  of  a 
medical  school  or  of  similar  recognized  teach- 
ing ability. 

6.  There  must  be  prior  enrollment  and 
limitation  of  enrollment  to  the  number  ac- 
ceptable for  the  teaching  to  be  done. 

7.  One  person  (who  may  be  a member  of 
the  group)  must  be  in  authority  and  desig- 
nated as  responsible  for  the  sessions  of  in- 
struction. It  shall  be  his  responsibility  to 
submit  all  information  concerning  the  over-all 
plan,  each  teaching  session,  the  required 
reports,  and  other  information  to  the  Com- 
mittee on  Public  Health  and  Education. 

8.  Financial  support  is  available  for  those 
programs  and  sessions  approved  by  the  Com- 
mittee on  Public  Health  and  Education  as 
follows: 

(a)  Honoraria  (paid  by  State  Health  De- 
partment): (1)  For  a teaching  session  of  not 

less  than  two  hours  and  not  more  than  three 
hours,  $50;  (2)  for  a teaching  session  of  more 
than  three  hours  but  within  one  day,  $70. 

(b)  Travel  expenses  (paid  by  State  Med- 
ical Society) : (1)  For  instructors  from  within 
the  State — actual  and  reasonable  cost  of 
transportation,  meals,  room,  and  other  travel 
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expenses;  (2)  for  instructors  from  outside  the 
State — actual  and  reasonable  cost  of  trans- 
portation, meals,  room,  and  other  travel  ex- 
penses with  a maximum  of  $50  for  any  one 
teaching  session. 

The  revised  program  will  be  effective  follow- 
ing the  1965  meeting  of  the  House  of  Dele- 
gates. Applications  for  support  in  accordance 
with  the  above  should  be  submitted  to  the 
Director  of  Scientific  Activities  of  the  Medical 
Society  of  the  State  of  New  York. 

Payment  of  the  $25  honorarium  and  travel 
expenses  for  lectures  at  medical  meetings  will 
be  discontinued  the  same  date  (February  19, 
1965),  provided  that  approvals  given  before 
February  19, 1965,  will  continue  to  be  effective 
for  lectures  to  be  given  after  that  date. 

Study  of  Continuing  Medical  Education 
in  New  York  State  Being  Conducted  with 
Support  by  Public  Health  Service.  This 
study  was  the  subject  of  our  report  last  year. 
It  was  stated  that  this  study  would  require  two 
or  more  years  of  time,  and  assurance  had  been 
received  of  support  for  the  full  study.  The  first 
phase  of  the  study,  that  is,  the  development  of 
the  questionnaires  and  the  method  of  using 
them,  has  been  completed.  The  Public  Health 
Service  has  withdrawn  further  support  and 
decision  was  reached  to  abandon  further  at- 
tempts to  continue  the  study. 

Accreditation  of  Continuing  Medical 
Education  Programs  by  American  Medical 
Association.  The  American  Medical  Asso- 
ciation has  developed  a plan  for  accreditation  of 
continuing  medical  education  programs  which 
became  effective  in  June,  1964.  Your  chairman 
attended  an  advisory  committee  meeting  called 
by  the  Council  on  Medical  Education  of  the 
American  Medical  Association  in  February. 
The  purpose,  objectives,  and  method  of  proce- 
dure of  accreditation  is  briefly  as  follows: 

1.  The  purpose  of  continuing  medical  educa- 
tion is  to  keep  physicians  up  to  date  in  “modern 
medical  knowledge.” 

2.  The  purpose  of  accreditation  is  to  set  some 
floor  of  adequacy  of  continuing  education 
courses. 

3.  The  multiplicity  of  courses  offered  makes 
it  desirable  to  provide  a system  of  accreditation 
to  guide  physicians  who  wish  to  attend  continu- 
ing education  courses. 

4.  A “Guide  Regarding  Objectives  and  Basic 
Principles  of  Continuing  Medical  Education 
Programs”  was  developed  by  an  ad  hoc  com- 
mittee of  the  Council  and  approved  by  the 
Council  and  the  American  Medical  Association 
House  of  Delegates  in  1957. 

5.  A pilot  appraisal  program  carried  out  in 
five  midwestern  states,  on  the  West  Coast  and 
in  New  York  City,  indicates  that  a nation- wdde 
accreditation  program  is  “feasible  and  practi- 
cable.” 

6.  The  Council  on  Medical  Education  of  the 
American  Medical  Association  can  provide  the 
mechanism  for  review  and  appraisal. 


7.  At  present,  accreditation  will  be  limited 
to  formal  course  offerings. 

8.  Accreditation  will  be  on  the  basis  of  the 
institution  or  program  rather  than  the  individual 
course. 

9.  The  proposed  procedure  is  as  follows: 

(а)  A request  must  be  received  from  the 
institution  to  be  considered  for  accreditation; 

(б)  A site  visit  and  survey  following  a 
detailed  outline  will  be  made; 

(c)  The  survey  team  will  submit  a detailed 
wrritten  report  (in  prescribed  form)  to  the 
Council  review  committee; 

(d)  Final  action  on  accreditation  will  be 
taken  by  the  Council; 

( e ) The  institution  will  be  informed  of  the 
action  taken; 

(/)  Only  “accredited”  courses  will  be  listed 
by  the  A.M.A. 

10.  The  A.M.A.  will  bear  the  cost  of  ac- 
creditation. 

Discussion  and  comment  at  the  advisory 
committee  meeting  included  the  following: 

1.  General  agreement  that  some  type  of 
accreditation  of  continuing  education  programs 
is  desirable  to  (a)  separate  good  from  not  so 
good;  (b)  upgrade  or  eliminate  the  not  so  good. 

2.  Formal  courses  are  only  a part  (and  per- 
haps a small  part)  of  continuing  education. 

3.  The  procedure  for  accreditation  for  con- 
tinuing education  might  be  combined  with  other 
accreditation  procedures  in  some  instances,  for 
example,  included  with  medical  college  “ap- 
proval” or  hospital  internship  and  residency 
approval. 

4.  The  accreditation  will  do  little  to  improve 
the  continuing  education  of  the  large  percentage 
of  physicians  (The  dean  of  the  University  of 
Minnesota  Medical  School  put  this  figure  at  75 
per  cent)  who  do  not  take  courses. 

5.  The  Committee  on  Continuing  Education 
of  the  American  Medical  Association  had  con- 
sidered the  question  of  recognition  or  require- 
ment of  continuing  education  but  felt  it  was  too 
hot  to  handle  at  the  present  time.  It  was 
brought  out  that  failure  to  consider  such  recogni- 
tion could  lead  to  (a)  a “fear”  that  the  next  step 
is  a requirement  (legally  or  professionally  im- 
posed) of  either  re-examination  for  licensure  or 
assurance  of  a minimum  amount  of  continuing 
education;  ( b ) recognition  and  credit  for  con- 
tinuing medical  education  being  defaulted  to 
other  than  the  A.M.A. 

Subsequent  to  the  meeting  and  after  approval 
by  your  subcommittee,  a letter  was  sent  to  the 
Council  on  Medical  Education  of  the  American 
Medical  Association  recommending  that  some 
incentive  and  goal  be  provided  for  the  physician 
to  continue  his  education  throughout  his  profes- 
sional career,  recommending  as  follows: 

“What  additional  incentive  and  goal  is  both 
practical  and  feasible  for  continuing  medical 
education. 

“First,  let  us  dispose  of,  once  and  for  all,  the 
fear  and  fallacy  of  re-examination  at  periodic 
intervals  for  continuation  of  licensure.  It  is 
neither  practical  nor  feasible. 

“How  many  of  us  could  pass  the  examina- 
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tion  we  took  years  ago  immediately  after 
graduation  from  medical  school?  The  ques- 
tion is  rhetorical.  If  we  were  re-examined  and 
all  failures  refused  licensure,  our  population/ 
physician  ratio  would  double,  triple,  quad- 
ruple, or  more.  Is  this  a remote  possibility 
at  a time  when  everyone  is  pleading  for  more 
physicians? 

“Would  state  or  national  medical  board 
examiners  be  equipped  to  give  ten  to  thirty 
times  as  many  examinations  as  today? 
Hardly. 

“So  let  us  remove  the  panic  button  of  re- 
examination which  seems  to  be  pushed  every 
time  there  is  reference  to  need  for  continuing 
medical  education  as  being  something  other 
than  voluntary. 

“Second,  the  opposite  extreme  from  require- 
ment is  to  be  strictly  optimistic  that  every 
physician  will  want  to  and  will  continue  his 
lifetime  of  learning.  We  know  this  utopia  will 
not  occur. 

“Third  is  some  place  between  dictatorial 
requirement  and  laissez  faire— something 
which  will  provide  the  lacking  incentive  and 
goal  for  some  or  all  of  the  75  per  cent  who  do 
not  keep  up  to  date. 

“Some  possibilities  that  might  be  considered 
are: 

1.  Recognition  by  registration  of  such 
completion  in  files  in  A.M.A. 

2.  Recognition  by  preferred  status  of 
membership. 

3.  Recognition  by  preferred  compensation 
rating. 

4.  Recognition  by  preferred  hospital  ap- 
pointment status. 

5.  Recognition  by  continued  membership 
in  A.M.A.  (a  la  A.A.G.P.). 

6.  Recognition  by  partial  A.M.A.  mem- 
bership dues  credit. 

7.  Other  form  of  recognition.” 

This  letter  was  acknowledged  with  thanks  by 
the  associate  secretary  of  the  Council  on  Medical 
Education  and  submitted  to  the  Council. 

Use  of  Programmed  Instruction  in  Con- 
tinuing Medical  Education.  Your  chairman 
attended  a three-day  conference  at  the  Univer- 
sity of  Rochester  Medical  School  on  “Pro- 
grammed Instruction  in  Medical  Education.” 
As  a result  of  this,  he  is  led  to  the  conclusion  that 
programmed  instruction  has  a place  in  continu- 
ing medical  education  as  a means  of  self-study. 
Presently  there  are  an  extremely  limited  number 
of  programs  available  for  this  purpose  although 
reports  were  submitted  on  programs  that  are 
now  being  developed. 

It  is  both  time-consuming  and  costly  to  de- 
velop such  programs.  It  is  necessary  to  use 
them  with  large  groups  in  order  to  make  them 
economically  feasible.  Your  subcommittee  will 
continue  to  keep  informed  of  the  development  of 
this  method  of  instruction. 

Development  of  Program  of  Continuing 
Education  in  Early  Diagnosis  of  Cancer  of 
Lower  Bowel.  Y our  subcommittee  has  worked 


with  the  Subcommittee  on  Cancer,  developing 
an  educational  project  directed  toward  early 
diagnosis  of  cancer  of  the  lower  bowel  and  the 
use  of  proctosigmoidoscopy  in  connection  with 
it.  A draft  of  a project  to  be  submitted  to  the 
Public  Health  Service  has  been  prepared  and 
reviewed  with  the  director  of  the  Cancer  Divi- 
sion of  the  Public  Health  Service.  Support  will 
be  requested  to  put  on  a demonstration  contin- 
uation education  project  in  one  area  of  the  State. 
Physicians  will  be  given  instruction  in  small 
groups  (three  or  four  at  a time)  in  the  proper 
use  of  the  sigmoidoscope.  This  will  include 
indications  for  its  use  as  well  as  the  technic  of 
use. 

Updating  of  Medical  Education  for  All 
Doctors — Resolution  64-44.  This  resolution 
was  passed  at  the  1964  House  of  Delegates  and 
in  March,  1964,  the  Council  referred  it  to  the 
Committee  on  Public  Health  and  Education  and 
to  the  several  section  chairmen.  The  chairman 
of  the  Committee  on  Public  Health  and  Educa- 
tion in  turn  referred  it  to  the  Subcommittee  on 
Continuing  (Postgraduate)  Education,  and  it 
was  considered  at  the  November  13  meeting. 

The  subcommittee  felt  that  this  resolution 
needed  additional  study  and  tabled  it  pending 
obtaining  information  from  the  chairmen  of  the 
several  sections  concerning  action  taken  by  the 
sections.  It  is  expected  that  reports  will  be 
available  from  the  several  sections  after  the  next 
annual  meeting,  after  which  the  matter  will  be 
taken  from  the  table  at  the  next  meeting  of  the 
subcommittee. 

Heart  Disease 

The  Subcommittee  on  Heart  Disease  is  com- 
posed of  the  following: 

Marjorie  Greene,  M.D.,  Chairman.  . .Nassau 


A.  Wilbur  Duryee,  M.D New  York 

Irving  L.  Ershler,  M.D Onondaga 

John  J.  Finigan,  M.D.  {deceased) ....  Monroe 
Edwin  P.  Maynard,  M.D Kings 


I.  J.  Brightman,  M.D.,  New  York  State 
Department  of  Health,  Adviser ....  Albany 

J.  G.  Fred  Hiss,  M.D.,  New  York  State 
Department  of  Health,  Adviser ....  Albany 

The  Subcommittee  on  Heart  Disease  notes 
with  regret  the  death  of  John  J.  Finigan,  M.D., 
a member  of  this  subcommittee,  on  October  1, 
1964. 

The  subcommittee  has  been  helping  to  form 
the  program  on  stroke  for  New  York  State, 
which  is  being  participated  in  jointly  by  the 
New  York  State  Heart  Assembly,  the  New 
York  Heart  Association,  the  New  York  State 
Department  of  Health,  the  New  York  City 
Department  of  Health,  the  Medical  Society  of 
the  State  of  New  York,  and  the  New  York  State 
Division  of  Vocational  Rehabilitation.  The 
steering  committee  has  met  on  several  occasions, 
and  a program  for  the  annual  convention  of  the 
Medical  Society  of  the  State  of  New  York  has 
been  planned,  as  well  as  a program  for  lay  para- 
medical personnel  to  be  held  during  convention 
week. 

The  chairman  of  the  subcommittee  attended 
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the  National  Stroke  Conference  in  Chicago  on 
October  29,  30,  and  31,  1964,  and  suggestions 
for  over-all  dissemination  of  knowledge  to  each 
physician  in  New  York  State  will  be  discussed 
at  a meeting  of  the  subcommittee  to  be  held  the 
first  part  of  December. 

Glaucoma  and  Other  Diseases  of  the 
Eye 

The  Subcommittee  on  Glaucoma  and  Other 
Diseases  of  the  Eye  is  composed  of  the  following 
members: 

John  F.  Gipner,  M.D.,  Chairman.  . . . Monroe 

Walter  C.  Mott,  M.D Albany 

Edward  R.  Schlesinger,  M.D.,  New  York 

State  Department  of  Health,  Adviser 

Albany 

On  March  26,  1964,  the  chairman  met  with 
Edward  R.  Schlesinger,  M.D.,  Assistant  Com- 
missioner for  Special  Health  Services,  and  Dr. 
Greenough  in  Albany  to  make  recommendations 
to  the  Department  of  Motor  Vehicles. 

We  recommended  the  following: 

1.  If  the  applicant  fails  the  visual  acuity  test 
administered  by  the  Motor  Vehicle  license  ex- 
aminer, he  should  not  be  rejected  outright  at 
that  point.  On  the  contrary,  it  is  urged  strongly 
that  the  applicant  be  told  that  he  may  submit 
reports  of  examination  by  two  vision  specialists, 
preferably  from  an  ophthalmologist  and  an 
optometrist,  before  a final  decision  is  made  on 
his  eligibility  to  drive. 

This  is  of  the  utmost  importance  to  the  appli- 
cant because  he  may  actually  meet  the  require- 
ment for  licensure  after  correction.  The  appli- 
cant may  have  neglected  to  visit  a vision  special- 
ist for  some  time  and,  as  a result,  may  have  out- 
dated prescriptions  for  eyeglasses.  Further- 
more, the  speed  with  which  the  Motor  Vehicle 
examiner  may  have  to  perform  vision  testing 
during  peak  periods,  as  has  been  indicated, 
leaves  too  great  a possibility  of  error  for  final 
reliance  to  be  placed  on  this  vision  test. 

2.  The  requirement  of  20/40  vision  in  either 
or  both  eyes  after  correction  is  satisfactory  for 
initial  licensure.  However,  this  is  considered 
too  stringent  a requirement  for  the  repeat  nine- 
year  examination,  and  it  is  strongly  recom- 
mended that  20/50  vision  in  either  or  both  eyes 
after  correction  be  used  for  the  repeat  examina- 
tions. Maintaining  the  20/40  requirement  for 
the  repeat  examinations  automatically  would 
rule  off  the  road  the  many  individuals  whose 
extensive  driving  experience  should  more  than 
compensate  for  the  slightly  reduced  visual  re- 
quirement. 

3.  No  specific  type  of  testing  equipment  is 
recommended  over  any  other.  However,  any 
applicant  who  fails  to  meet  the  minimum  re- 
quirements in  visual  acuity  when  tested  on  a 
machine  should  be  retested  with  a Snellen  chart 
before  he  is  refused  a license.  Some  persons 
suffer  a psychologic  block  when  looking  into  a 
machine.  The  Snellen  test  is  much  closer  to 
the  natural  conditions  the  applicant  would  en- 
counter in  driving.  In  using  the  Snellen  chart, 


light  should  be  focused  on  the  chart  from  the 
rear  of  the  person  being  examined  to  avoid  glare. 

4.  The  acceptance  of  a vision  test  during  the 
period  of  six  months  prior  to  the  end  of  the  nine- 
year  period  is  considered  sound  policy,  since  the 
relatively  slow  progress  of  eye  conditions  affect- 
ing visual  acuity  would  not  render  such  examina- 
tions obsolete. 

5.  There  is  no  objection  to  having  a nurse 
perform  the  vision  tests  in  a setting  in  which  she 
would  be  under  the  close  supervision  of  a physi- 
cian, provided  the  report  is  signed  by  a physi- 
cian. It  is  recommended  that  the  report  of  the 
eye  examination  be  submitted  on  the  regular 
form  used  in  the  clinic,  to  reduce  the  possibility 
of  forgery  by  the  applicant. 

6.  The  matter  of  “free  examinations”  per- 
formed by  the  Motor  Vehicle  examiner  is  not 
considered  a problem  from  the  Medical  Society 
viewpoint.  As  indicated,  such  examinations 
would  rarely  occur  apart  from  the  actual  licens- 
ing procedure. 

7.  The  possible  impact  of  the  new  testing 
program  on  ophthalmologists  and  optometrists 
is  not  considered  to  be  a serious  problem.  Per- 
sons who  clearly  failed  the  vision  test  would,  in 
most  instances,  not  wish  to  go  to  the  expense  of 
having  two  private  examinations.  For  persons 
with  borderline  acuity,  it  would  certainly  be 
desirable  to  have  such  persons  examined,  and 
they  could  probably  be  fitted  fairly  readily  into 
the  schedules  of  ophthalmologists  and  optome- 
trists. 

Mr.  Ellis  Riker,  administrative  director  of  the 
Department  of  Motor  Vehicles,  assured  us  in  a 
letter  dated  April  15,  1964,  that  all  over-sixty- 
five  drivers  would  have  a professional  examina- 
tion before  their  licenses  were  revoked.  He  did 
not  approve  of  item  2 and  stated  that  the  20/40 
standard  would  be  strictly  adhered  to.  He  felt 
that  the  machine  testing  of  vision  was  more 
feasible  because  of  the  faulty  lighting  conditions 
in  the  testing  offices  where  the  Snellen  chart 
would  be  used.  The  other  recommendations,  he 
said,  would  be  implemented  in  the  new  program. 

At  a meeting  of  the  Committee  on  Public 
Health  and  Education  with  representatives  of 
the  New  York  State  Department  of  Health  and 
the  New  York  City  Department  of  Health  in 
Albany,  July  16,  1964,  Dr.  Mott  reported  that 
our  subcommittee  was  ready  to  help  with  such 
projects  as  glaucoma  clinics.  He  said  that  the 
subcommittee  encourages  the  examination  of 
preschool  children  and  that  the  subcommittee 
continues  to  offer  its  services  to  the  Motor 
Vehicle  Department  in  its  study  of  driver’s 
vision,  which  apparently  has  not  materialized. 

It  was  reported  that  the  bill  to  amend  the 
Education  Law  to  provide  that  ophthalmic  dis- 
pensers with  certificate  may  fit  contact  lenses 
on  written  prescription  of  the  physician  and 
under  his  supervision,  which  would  include  ex- 
amination by  the  physician  of  the  patient’s  eyes 
before  and  after  fitting,  instead  of  fitting  contact 
lenses  under  personal  supervision  of  the  physi- 
cian, died  in  committee. 

It  was  suggested  that  physicians  reporting  the 
driver’s  visual  acuity  for  the  nine-year  examina- 
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tion  required  by  the  Motor  Vehicle  Department 
protect  themselves  by  saying  that  on  this  date 
the  patient’s  acuity  was  — 


Maternal  and  Child  Welfare 

The  Subcommittee  on  Maternal  and  Child 
Welfare  is  composed  of  the  following  members: 

Ferdinand  J.  Schoeneck,  M.D.,  Chairman.  . . . 


Onondaga 

Alfred  E.  Fischer,  M.D New  York 

Harold  Jacobziner,  M.D New  York 

Bernard  J.  Pisani,  M.D New  York 

Dale  Harro,  M.D.,  New  York  State  Depart- 
ment of  Health,  Adviser Albany 


Edward  C.  Hughes,  M.D.,  Adviser . Onondaga 

All  obstetric  and  pediatric  consultants  were 
sent  a summary  of  the  obstetric  diagnostic 
consultant  service  available  for  medically  in- 
digent pregnant  patients  through  the  New  York 
State  Department  of  Health.  The  summary 
contained  the  fee  schedule  for  obstetric  and  other 
indicated  consultations,  laboratory  and  x-ray 
examinations.  Provisions  are  also  made  for 
some  types  of  postgraduate  education.  The 
service  provides  for  qualified  specialists  to  par- 
ticipate at  regular  hospital  or  community  ma- 
ternal mortality  conferences,  conducting  special 
clinics  for  the  postgraduate  education  of  prac- 
ticing physicians  and  public  health  nurses,  and 
having  specialist  physician-nurse  teams  from 
approved  premature  infant  care  units  visit  hos- 
pitals for  clinical  visitations  to  the  premature 
unit  or  staff  conferences.  A similar  service  is 
available  for  pediatric  consultations.  The  re- 
gional consultants  were  requested  to  inform  all 
hospital  administrators,  chiefs  of  obstetric  and 
pediatric  services,  and  chairmen  of  county 
society  maternal  and  infant  welfare  committees 
in  their  regions. 

Several  papers  were  published  in  the  Maternal 
and  Child  Welfare  section  of  the  New  York 
State  Journal  of  Medicine,  as  follows: 

“Current  Problems  of  Maternity  Care”  (con- 
densation of  an  address  delivered  by  Arthur  J. 
Lesser,  M.D.,  director,  Division  of  Health 
Services,  Children’s  Bureau,  U.S.  Department 
of  Health,  Education,  and  Welfare);  “Prenatal 
Care  in  New  York  City”  (condensation  of  a 
conference  on  prenatal  care  held  in  New  York 
City  May  9,  1963,  which  was  prepared  with  the 
assistance  of  Bernard  J.  Pisani,  M.D.) ; “Fatali- 
ties Associated  with  Abortions”;  “Perinatal 
Mortalities  Involving  Trauma”;  “Etiologic  Fac- 
tors in  Congenital  Anomalies.” 

Some  of  the  activities  in  which  the  obstetric 
and  regional  consultants  are  participating  are 
listed: 

The  obstetric  consultant  (region  1)  is  chair- 
man of  the  advisory  board  of  Maternity  Center. 
He  was  instrumental  in  forming  the  Maternity 
Council  for  New  York  to  assist  in  improving 
prenatal  care.  He  also  serves  on  the  advisory 
council  of  the  Division  of  Southern  Hospitals 
with  the  objective  of  ascertaining  the  adequacy 
of  maternity  service  in  the  smaller  hospitals. 


(Several  members  of  the  subcommittee  are  also 
participating  in  these  programs.) 

The  obstetric  consultant  (region  9)  has  been 
president  of  the  Broome  County  Maternal  and 
Infant  Welfare  Committee  which  meets  regu- 
larly to  discuss  maternal  and  perinatal  mortali- 
ties. (Many  other  regional  consultants  engage 
in  similar  activities.) 

The  consultants  (region  2)  are  cooperating 
with  the  chairman  of  the  Suffolk  County  Sub- 
committee on  Maternal  Mortalities  and  Child 
Health  and  the  county  health  officer  in  a con- 
structive reorganization  of  their  programs. 

The  regional  consultants  of  region  7 partic- 
ipated in  a meeting  to  discuss  perinatal  mortality 
programs.  The  Central  New  York  Maternal 
and  Perinatal  Mortality  Study,  which  formerly 
was  being  conducted  in  region  8,  has  now  been 
extended  to  include  Jefferson,  Lewis,  St.  Law- 
rence, and  Oswego  Counties. 

A total  of  87  case  reports  of  official  maternal 
mortalities  and  other  deaths  associated  with 
pregnancy  have  been  processed  during  the  year 
with  the  cooperation  of  the  regional  consultants. 

An  analysis  of  all  the  maternal  mortalities  and 
other  deaths  associated  with  pregnancy  in  1963 
was  made  on  the  basis  of  case  reports  and  death 
certificate  diagnoses.  The  latter  were  provided 
by  the  New  York  State  Department  of  Health 
and  the  Department  of  Health  of  the  City  of 
New  York. 

Based  on  tentative  vital  statistics  reports 
there  were  356,659  live  births  and  7,075  still- 
births during  1963.  The  maternal  mortality 
rate  was  4.3  per  10,000  live  and  stillbirths. 

One  of  the  reasons  for  this  analysis  was  to 
check  on  the  coding  of  the  deaths.  We  felt  a 
few  of  the  deaths  were  improperly  coded. 

The  analysis  is  being  distributed  to  members 
of  the  subcommittee.  Examples  of  the  ques- 
tionable coding  are  included. 

The  case  reports  the  subcommittee  has  ac- 
cumulated (663)  have  been  sorted  and  the  cases 
involving  cardiac  disease  were  separated.  The 
latter  mortality  reports  are  being  used  for  a 
study  by  a cardiac  consultant  from  New  York 
City. 

A conference  was  held  with  the  newly  ap- 
pointed Assistant  Director  for  Maternal  and 
Newborn  Service  in  the  Bureau  of  Maternal  and 
Child  Health  of  the  New  York  State  Depart- 
ment of  Health,  at  which  time  maternity  care 
and  perinatal  mortality  problems  were  discussed. 

The  chairman  wishes  to  thank  all  the  mem- 
bers of  the  subcommittee  and  the  regional  con- 
sultants for  their  cooperation. 


Mental  Hygiene 

The  membership  of  the  Subcommittee  on 
Mental  Hygiene  is  as  follows: 

C.  Douglas  Darling,  M.D.,  Chairman 

Tompkins 


Matthew  Brody,  M.D Kings 

Frederick  H.  Hesser,  M.D. Albany 

Herman  B.  Snow,  M.D Dutchess 

Reginald  R.  Steen,  M.D Nassau 
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William  Haddon,  Jr.,  M.D.,  New  York  State 
Department  of  Health,  Adviser ....  Albany 

Leonard  C.  Lang,  M.D.,  New  York  State 
Department  of  Mental  Hygiene,  Adviser . . . 
Albany 

Christopher  F.  Terrence,  M.D.,  Deputy  Com- 
missioner of  Mental  Hygiene,  Adviser 

AJbany 

Duncan  Whitehead,  M.D.,  Adviser 

Erie 

Although  there  has  been  actually  no  formal 
meeting  of  the  subcommittee  as  a whole  during 
the  past  ten  months,  there  has  been  correspond- 
ence between  members  of  the  subcommittee  and 
with  the  central  office  of  the  State  Medical 
Society.  The  actual  activities  of  the  subcom- 
mittee have  been  carried  out  by  the  chairman 
and  by  other  individual  members. 

On  July  1,  1965,  Dr.  Darling  as  the  chairman 
of  this  subcommittee  will  finish  a two-year  term 
on  the  New  York  State  Mental  Health  Plans 
for  Planning  Committee.  He  has  been  the 
official  representative  of  the  Medical  Society  to 
this  body  and  to  its  executive  committee.  Each 
member  of  the  executive  committee  was  re- 
quested to  be  the  chairman  of  a task  force  and 
Dr.  Darling  was  appointed  to  chair  the  task 
force  on  the  “Mentally  111  Aged.”  The  report 
on  the  task  force  on  aging  is  to  be  submitted 
February  1,  1965,  and  the  final  report  of  the 
entire  committee  is  to  be  ready  for  the  Surgeon 
General  on  July  1,  1965. 

So  far  the  entire  Plans  for  Planning  Com- 
mittee has  met  once;  the  executive  committee 
has  met  twice.  These  meetings  were  in  Albany, 
New  York.  The  Task  Force  on  Aging  has  met 
twice  in  New  York  City  and  will  have  several 
more  meetings  before  the  report  is  completed. 

Both  the  chairman  of  this  subcommittee  and 
Dr.  Brody  represent  the  Medical  Society  on  the 
Mental  Retardation  Plans  for  Planning  Com- 
mittee. This  second  State  committee  will  also 
render  its  final  report  on  July  1,  1965. 

Both  these  committees  are  important  ones. 
It  has  been  a privilege  to  represent  the  Medical 
Society  in  these  areas. 

On  July  16,  1964,  Dr.  Darling  met  with  the 
parent  Committee  on  Public  Health  and  Educa- 
tion in  Albany.  A report  of  present  activities 
was  made.  The  new  mental  hygiene  law  will 
go  into  effect  in  the  Fall  of  1965.  The  major 
changes  were  reported  by  Dr.  Lang,  our  official 
adviser  from  the  New  York  State  Department 
of  Mental  Hygiene.  The  role  of  the  clinical 
psychologist  relative  to  the  practice  of  medicine 
is  a matter  of  continuing  interest  and  study. 

The  article  sponsored  by  the  Mental  Health 
Subcommittee  on  “Admission  Procedures  to 
Mental  Hospitals,”  written  by  Paul  Hoch, 
M.D.,  and  published  in  the  New  York  State 
Journal  of  Medicine,  describes  the  new  pro- 
cedures which  will  soon  be  in  force.  There  are 
many  changes  and  many  improvements  in  the 
new  mental  hygiene  law. 

The  Ad  Hoc  Committee  on  Seminars  for  the 
teaching  of  psychiatry  to  nonpsychiatric  physi- 
cians has  not  met  this  year.  However,  the 
work  that  it  started  in  the  previous  three  years 


has  gone  forward  in  many  hospitals  and  many 
counties  all  over  the  State.  It  appears  there  is 
no  further  need  for  this  committee  to  meet 
regularly  now  that  a framework  of  operation 
has  been  formulated  and  promoted. 

Your  chairman  would  like  to  point  out  that 
many  members  of  the  Medical  Society  of  the 
State  of  New  York  are  working  in  various  capac- 
ities with  the  Plans  for  Planning  for  Mental 
Health  central  committee.  These  members 
include  many  psychiatrists  as  well  as  other 
doctors  of  medicine.  They  are  working  in  the 
mental  health  divisions  at  the  regional  level 
as  well  as  at  the  State  level. 

The  Second  National  Congress  on  Mental 
Health  sponsored  by  the  American  Medical 
Association  and  the  American  Psychiatric 
Association  was  held  in  Chicago,  November 
5 to  7,  1964.  The  Medical  Society  was  rep- 
resented by  Dr.  Darling  and  by  Dr.  Brody. 
The  conference  was  attended  by  delegates  from 
all  50  states  and  was  eminently  worth  while. 
The  theme  of  the  conference  was  “Community 
Mental  Health  Services  and  Resources — Mo- 
bilization and  Orientation.”  Your  chairman 
attended  primarily  those  sections  on  planning 
for  mental  health  at  the  State  level  to  bring 
these  ideas  back  to  the  State  Plans  for  Planning 
Committee  mentioned  above.  It  was  a privi- 
lege to  attend  this  meeting. 

This  will  be  my  final  report  as  chairman  and, 
in  finishing  my  term  of  office,  I wish  to  state 
my  deep  and  sincere  appreciation  to  Henry  I. 
Fineberg,  M.D.,  Dr.  Greenough,  and  Norman 
S.  Moore,  M.D.,  who  have  been  so  helpful  in 
the  work  of  this  subcommittee.  I am  indebted 
as  well  to  all  members  of  the  subcommittee 
over  these  past  several  years— the  members 
have  worked  hard  and  long  and  have  been  faith- 
ful in  their  attendance  at  meetings.  Also,  I 
wish  to  express  the  appreciation  of  the  sub- 
committee and  of  the  Medical  Society  for  the 
expert  consultation  of  our  advisers  from  the 
New  York  State  Department  of  Mental 
Hygiene.  Henry  Brill,  M.D.,  and  Dr.  Lang 
have  (either  one  or  the  other,  and  sometimes 
both)  attended  all  meetings  of  the  subcom- 
mittee. This  close  relationship  which  Com- 
missioner Paul  Hoch  makes  possible  is  most 
important  and  is  deeply  appreciated. 

Physical  Medicine  and  Rehabilitation 

The  Subcommittee  on  Physical  Medicine  and 
Rehabilitation  is  composed  of  the  following 
members: 

George  M.  Raus,  M.D.,  Chairman.  Onondaga 


Alexander  F.  Carson,  M.D Otsego 

George  G.  Deaver,  M.D New  York 

William  H.  George,  M.D Erie 

Edward  J.  Lorenze,  M.D Westchester 


Edward  R.  Schlesinger,  M.D.,  New  York 

State  Department  of  Health,  Adviser 

Albany 

There  has  been  no  meeting  of  the  subcom- 
mittee since  the  last  annual  report,  but  one  is 
to  be  held  early  in  December  in  New  York  City. 
Your  chairman  attended  and  participated  in  a 
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program  committee  meeting  in  New  York  City, 
September  9,  for  arranging  the  program  for 
the  general  session  on  “Stroke”  scheduled  for 
the  annual  convention  of  the  State  Medical 
Society  on  the  afternoon  of  Tuesday,  February 
16, 1965. 

Youth  Health  and  Physical  Fitness 

The  Subcommittee  on  Youth  Health  and 
Physical  Fitness  has  the  following  membership: 


Frederick  A.  Groff,  Jr.,  M.D.,  Chairman.  . . . 

Schenectady 

George  Lim,  M.D Oneida 

Thomas  S.  Bumbalo,  M.D Erie 

Royal  S.  Davis,  M.D Westchester 

Harold  Jacobziner,  M.D New  York 

Leo  V.  Feichtner,  M.D.,  State  Education  De- 
partment, Adviser Albany 

Dale  Harro,  M.D.,  New  York  State  Depart- 
ment of  Health,  Adviser Albany 


The  Subcommittee  on  Youth  Health  and 
Physical  Fitness  met  in  Buffalo  on  June  9, 
1964.  At  this  meeting  your  chairman  reported 
on  a meeting  of  the  Health  and  Education  Com- 
mittee of  the  New  York  State  Physical  Educa- 
tion and  Recreation  Association  in  Albany  on 
April  30,  1964,  at  which  the  subcommittee 
approved  the  recommendation  that  the  New 
York  State  Department  of  Education  rescind 
the  equivalency  rule  for  health  education  in 
secondary  schools  and  replace  it  with  adequate 
unit  of  credit  for  health.  In  addition  this 
group  asked  for  the  cooperation  of  the  Medical 
Society  in  working  for  improved  health  educa- 
tion in  New  York  State  and  requested  that  they 
be  allowed  to  submit  articles  on  health  educa- 
tion to  the  New  York  State  Journal  of 
Medicine. 

A letter  was  written  to  Robert  Hillman,  M.D., 
chairman  of  the  Subcommittee  on  Physical 
Fitness  of  the  Kings  County  Medical  Society, 
giving  the  State  Medical  Society’s  stand  on 
physical  fitness. 


Dr.  Merril  L.  Cotton,  superintendent  of  the 
Ramapo  Central  School  District  No.  2,  Spring 
Valley,  was  informed  at  his  request  of  the  State 
Society’s  approval  of  a modified  program  of 
football,  basketball,  wrestling,  volleyball,  base- 
ball, and  track  at  grades  7,  8,  and  9. 

The  subcommittee  discussed  the  problem  of 
health  education  throughout  the  State  and 
agreed  that  the  program  as  it  exists  today  is 
inadequate  and  should  be  improved.  However, 
we  decided  not  to  do  anything  until  the  Com- 
mittee on  Health  Education,  formed  by  the 
New  York  State  Education  Department,  of 
which  Dr.  Greenough  is  a member,  comes  up 
with  some  conclusions  or  recommendations. 

Insurance  coverage  for  athletics  in  secondary 
school  was  discussed.  It  was  felt  that  in  most 
instances  coverage  for  payment  of  the  physi- 
cian and  hospital  was  inadequate.  However, 
we  felt  that  we  should  have  more  information 
concerning  the  various  insurance  programs 
before  coming  to  any  conclusions. 

Excuses  for  physical  education  were  dis- 
cussed and  it  was  felt  that  there  should  be  more 
uniformity  among  the  schools  throughout  the 
State.  Some  of  the  excuse  forms  are  too  de- 
tailed and  others  are  too  limited  in  describing 
the  physical  activities  required  in  various  sports 
and  games.  It  was  decided  to  write  the  State 
Education  Department  concerning  its  policy 
in  this  matter. 

The  matter  of  teen-age  nutrition  was  dis- 
cussed and  it  was  felt  that  this  problem  could 
be  dealt  with  in  an  adequate  health  education 
program.  Such  subjects  as  tobacco,  alcohol, 
narcotics,  illegitimacy,  and  so  forth  should  be 
covered  in  an  all-encompassing  health  education 
program. 

Excerpts  from  a symposium  on  “Exercise  Fit- 
ness Tests;  Their  Physiologic  Basis  and  Clinical 
Application  to  Pediatrics,”  held  December  1 
and  2,  1962,  at  U.C.L.A.  Medical  Center,  Los 
Angeles,  California,  have  been  studied  by  the 
subcommittee . 
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1965  HOUSE  OF  DELEGATES 

Scientific  Activities  and  Publications  B 


Publication 


To  the  House  of  Delegates,  Gentlemen: 

The  Publication  Committee  consists  of  the 
following  members: 

George  Himler,  M.D.,  Chairman.  .New  York 


Clarke  T.  Case,  M.D Oneida 

Albert  H.  Douglas,  M.D Queens 

Reid  R.  Heffner,  M.D Westchester 

Granville  W.  Larimore,  M.D Albany 


William  Hammond,  M.D.,  Editor 

Westchester 

Henry  I.  Fineberg,  M.D.,  Adviser.  . . .Queens 
Your  Publication  Committee  met  five  times 
during  1964,  on  January  22,  April  22,  May  20, 
September  23,  and  November  18.  The  com- 
mittee is  responsible  for  the  publication  of  the 
New  York  State  Journal  of  Medicine, 
the  semimonthly  scientific  journal  published 
by  the  Medical  Society  of  the  State  of  New  York 
for  its  membership. 

Two  members  of  the  committee,  Dr.  Himler 
and  Dr.  Larimore,  are  members  also  of  the  Ad 
Hoc  Committee  to  Study  the  Journal,  which 
presented  a progress  report  at  the  1964  House 
of  Delegates.  During  the  year  your  Publica- 
tion Committee  has  cooperated  in  carrying  out 
the  recommendation  of  the  ad  hoc  committee 
which  was  approved  by  the  1964  House  of 
Delegates,  “that  the  present  high  standard  of 
scientific  excellence  of  the  New  York  State 
Journal  of  Medicine  be  continued.” 

According  to  the  table  of  organization  at  the 
Medical  Society  of  the  State  of  New  York  head- 
quarters, the  Journal  Editorial  Department 
is  under  the  Division  of  Scientific  Publications, 
of  which  William  Hammond,  M.D.,  editor, 
is  director;  the  advertising  department  is  under 
the  Business  Division,  of  which  J.  Richard 
Burns,  Esq.,  assistant  executive  vice-president, 
is  director. 

At  each  meeting,  reports  received  from  these 
departments  through  these  division  directors 
are  considered  carefully  by  your  committee. 

We  are  pleased  to  report  that  complete  co- 
operation has  been  received  from  all  staff  mem- 
bers in  an  attempt  to  maintain  the  Journal 
on  a sound  financial  basis.  Because  of  the  de- 
crease in  advertising  pages,  the  number  of  text 
pages  has  been  cut  drastically;  the  Publica- 
tion Committee  voted,  however,  to  maintain 
each  issue  at  a minimum  of  112  pages  until 
further  recommendations  are  received  from  the 


ad  hoc  committee.  In  addition,  during  the 
past  two  years  the  Editorial  Department  has 
eliminated  two  staff  positions,  resulting  in  addi- 
tional savings. 

In  spite  of  these  “austerity”  measures,  we 
are  pleased  to  report  that  the  Journal  has 
maintained  its  high  standing  as  a scientific 
publication,  that  circulation  has  increased,  that 
requests  to  quote  and  to  reprint  are  constantly 
received,  and  that  continued  honors  come  to  the 
Journal  staff  members  in  the  field  of  medical 
communications. 

American  Medical  Writers’  Association. 
The  Journal  and  many  members  of  the  staff 
are  active  in  the  American  Medical  Writers’ 
Association,  the  only  national  professional  as- 
sociation devoted  exclusively  to  improvement 
of  communication  in  medicine  and  allied 
sciences.  At  the  annual  meeting  in  Phila- 
delphia in  September,  William  Hammond,  M.D., 
editor,  was  chosen  as  president-elect  for  1965; 
Miss  Alvina  Rich  Lewis,  managing  editor,  was 
reelected  to  her  third  term  as  secretary-treas- 
urer. Miss  Elizabeth  C.  Smith,  manuscript 
editor,  also  attended  the  convention.  In 
addition.  Dr.  Hammond  served  this  past  year 
as  president  of  the  Metropolitan  New  York 
Chapter  of  A.M.W.A.  and  Miss  Smith  served 
as  chapter  parliamentarian. 

State  Journal  Editors  Conference.  In 

October,  at  the  annual  State  Medical  Journal 
Editors  conference  in  Baltimore,  Maryland, 
your  chairman  appeared  as  a member  of  the 
panel  on  “Intangible  Benefits  of  State  Journal 
Publication,”  for  which  the  managing  editor 
acted  as  moderator.  These  conferences,  spon- 
sored by  the  State  Medical  Journal  Advertis- 
ing Bureau,  are  open  to  all  state  journals, 
and  the  New  York  State  Journal  of  Medi- 
cine has  accepted  invitations  to  send  repre- 
sentatives for  several  years,  even  though  we 
are  not  members  of  the  Bureau. 

Miscellaneous.  This  year  the  program 
book  for  the  1964  annual  convention  was  pre- 
pared by  the  editorial  staff,  using  type  from  the 
January  1 Convention  Issue,  augmented  by 
additional  material.  This  procedure  resulted 
in  a savings  in  the  annual  meeting  budget  of  over 
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$4,500  in  costs  for  the  book,  and  the  Publica- 
tion Committee  commended  Miss  Lewis  for 
her  work  in  accomplishing  this  saving.  In 
addition,  Miss  Lewis  is  assigned  as  House  of 
Delegates  coordinator,  in  charge  of  prepara- 
tion of  material  for  the  delegates,  supervising 
the  reference  committee  secretaries  and  the 
work  room,  and  planning  and  handling  the 
physical  requirements  for  the  meeting  rooms. 

With  the  renovation  of  the  Medical  Society 
of  the  State  of  New  York  headquarters  last 
fall,  for  the  first  time  the  editor  and  managing 
editor  have  been  assigned  a separate  office, 
adjacent  to  the  editorial  office.  Conferences 
and  interviews  can  now  be  held  without  dis- 
turbing the  editorial  staff,  and  we  are  grateful 
that  the  rearrangement  as  organized  by  our 
executive  vice-president  made  this  new  office 
possible. 

Our  report  will  include  detailed  reports  from 
the  editor,  the  advertising  department,  and  the 
Medical  Society  of  the  State  of  New  York 
library. 

New  York  State  Journal  of  Medicine 

Editor’s  Report  (William  Hammond, 
M.D.).  During  1964  the  New  York  State 
Journal  of  Medicine  was  published  twice  a 
month,  on  the  1st  and  15th,  for  a total  of  24 
issues;  special  issues  included  January  1, 
Convention  Issue;  June  1,  Minutes  of  the  1964 
House  of  Delegates;  June  15,  Semiannual 
Index;  December  15,  Semiannual  Index. 

Although  faced  with  late  submission  of  ma- 
terial for  the  Convention  Issue,  the  staff  was 
able  to  produce  this  issue  on  schedule  and  are 
to  be  commended  for  their  efforts.  To  effect 
further  savings,  the  Minutes  of  the  1964  House 
of  Delegates  were  included  in  the  June  1 issue 
rather  than  published  as  a separate  part.  This 
made  it  possible  to  mail  the  issue  with  the  reg- 
ular mailing  sticker  instead  of  in  special  en- 
velopes as  formerly. 

For  the  year  1964  the  total  number  of  pages 
including  covers  was  3,154,  of  which  738  were 
advertising  pages,  including  covers,  and  2,416 
were  text  pages.  As  of  the  date  of  preparation 
of  this  report,  603  manuscripts  have  been  sub- 
mitted, of  which  251  were  accepted,  179  re- 
jected, 226  referred,  39  returned  for  revision, 
and  the  remainder  still  under  consideration. 

A total  of  315  manuscripts  were  published, 
representing  522  authors.  These  include  sub- 
mitted manuscripts,  annual  meeting  papers, 
and  solicited  departmental  material,  as  follows: 
scientific  articles  136,  case  reports  67,  clinico- 
pathologic  conferences  7,  Proceedings  of  New 
York  Allergy  Society  2,  Recent  Advances  in 
Medicine  and  Surgery  9,  Cardiac  Rehabilita- 
tion 8,  Correlation  Conferences  in  Radiology 
and  Pathology  11,  Nutrition  Excerpts  7, 
Brief  Preliminary  Reports  13,  Clinical  Anes- 
thesia Conferences  9,  Cardiovascular  Spot- 
light 1,  Accidental  Chemical  Poisonings  6, 
Disaster  Medical  Care  3,  Tropical  Medicine  in 
Temperate  Climates  5,  History  of  Medicine  4, 
Industrial  Health  1,  Maternal  and  Child  Wel- 
fare 8,  Billsbord  12,  and  special  articles  14. 


Evidence  of  widespread  readership  and  in- 
terest in  the  Journal  arrives  at  our  desk  al- 
most daily,  through  requests  to  quote,  to  re- 
print, to  use  illustrations,  and  to  cite  references; 
many  of  our  authors  have  called  or  written  to 
express  their  pleasure  with  the  appearance  of 
their  articles  and  their  amazement  at  the  reprint 
requests  received  from  all  over  the  world. 

A front-page  science  news  story  based  on 
the  article  by  Sutetoshi  Iwakata,  M.D.,  and 
James  T.  Grace,  Jr.,  M.D.,  of  Roswell  Park 
Memorial  Institute,  entitled  “Cultivation  in 
Vitro  of  Myeloblasts  from  Human  Leukemia,” 
which  appeared  in  the  September  15,  1964, 
issue,  was  featured  in  the  New  York  Herald 
Tribune  for  August  21,  1964;  a special  article 
by  the  noted  British  author,  C.  P.  Snow,  ap- 
peared in  the  November  15  issue,  shortly  after 
he  had  become  Lord  Snow  and  been  made  a 
member  of  the  British  Labor  cabinet;  a book, 
Tropical  Diseases  in  Temperate  Climates,  by 
Kevin  Cahill,  M.D.,  based  on  the  series  of 
articles  which  appeared  in  the  Journal,  was 
published  by  J.  B.  Lippincott  and  Company 
in  November. 

These  and  many  more  equally  gratifying 
results  make  the  careful,  painstaking  detailed 
work  of  the  editor  and  the  editorial  staff  more 
than  worth  while. 

For  each  issue  17  advance  copies  are  given  to 
the  Communications  Division  for  distribution 
to  science  writers  in  the  metropolitan  area; 
many  of  these  writers  refer  to  Journal  articles 
in  their  science  columns  and  news  stories. 

The  cooperation  of  the  Communications  Divi- 
sion in  publishing  in  each  issue  of  the  news- 
letter, News  of  New  York,  a short  paragraph 
describing  material  to  appear  in  the  coming  issue 
of  the  Journal  is  appreciated. 

Red  way  Medal.  At  the  1964  House  of 
Delegates,  the  third  annual  Laurance  D.  Red- 
way Award  for  Medical  Writing,  in  memory  of 
the  late  editor  of  the  Journal,  was  presented 
to  Alvan  L.  Barach,  M.D.,  of  New  York  City, 
for  his  article  on  “Hyperbaric  Oxygen  and  Cur- 
rent Medical  Uses  of  Oxygen”  which  appeared 
in  the  October  1,  1963,  issue.  The  fourth 
award  will  be  presented  at  the  1965  House  of 
Delegates. 

Editorial  Council.  Inaugurated  last  year, 
the  Editorial  Council,  made  up  of  representa- 
tives from  each  of  the  medical  schools  in  New 
York  State,  met  twice;  the  upstate  council 
on  May  8 in  Syracuse  and  the  entire  council 
on  November  18,  in  New  York  City.  Sub- 
jects discussed  included  liaison  with  medical 
schools,  solicitation  of  manuscripts,  editorials, 
evaluation  of  departmental  material,  revision  of 
guide  for  authors,  and  medical  school  spon- 
sorship of  special  issues.  This  group  has  proved 
invaluable  to  the  editor  in  his  planning  and 
decisions,  and  it  is  hoped  to  have  several  pro- 
ductive meetings  during  the  coming  year. 

Associate  Editorial  Board.  The  Associate 
Editorial  Board,  which  includes  the  members 
of  the  Editorial  Council  and  physicians  rep- 


146  New  York  State  Journal  of  Medicine  / January  1, 1965 


resenting  the  various  specialties  in  medicine, 
has  cooperated  in  evaluation  of  submitted 
manuscripts  and  in  securing  outstanding  articles 
for  the  Journal.  We  are  most  appreciative 
of  their  efforts  during  the  year. 

We  regret  to  report  the  passing  of  a member 
of  the  board,  William  T.  Boland,  M.D.,  of 
Elmira;  a memorial  resolution  was  adopted  by 
the  Publication  Committee  at  its  September  23 
meeting. 

The  annual  dinner  for  the  board  and  for  sec- 
tion editors  was  held  in  New  York  City  on 
November  18  at  the  Canadian  Club  in  the 
Waldorf-Astoria  Hotel.  This  dinner  is  our 
small  “thank  you”  to  these  loyal  and  devoted 
volunteers  who  contribute  so  much  to  the  qual- 
ity of  the  Journal.  Guest  speaker  was 
Joseph  Garland,  M.D.,  editor  of  the  New 
England  Journal  of  Medicine,  whose  remarks 
were  enjoyed  by  all  present. 

Medical  Communications  Day.  Con- 
tinuing a cooperative  endeavor  started  several 
years  ago,  the  fourth  annual  Medical  Communi- 
cations Day,  cosponsored  by  the  Journal  and 
the  Metropolitan  New  York  Chapter  of  the 
American  Medical  Writers’  Association,  was 
held  on  the  day  following  the  annual  State 
Society  meeting,  Saturday,  February  15,  1964. 

The  program  featured  a morning  panel  dis- 
cussion on  “Case  History  of  a New  Drug,” 
a luncheon,  with  W.  D.  Snively,  Jr.,  M.D., 
president  of  the  American  Medical  Writers’ 
Association  and  executive  vice-president  of 
Mead  Johnson,  Evansville,  Indiana,  as  guest 
speaker,  and  an  afternoon  panel  discussion  on 
“Case  History  of  a Medical  News  Story.” 
The  fifth  annual  program  is  planned  for  Friday, 
February  19,  again  as  a cooperative  endeavor 
with  the  local  chapter  of  A.M.W.A. 

MSSNY  Staffoscope.  At  the  request  of 
the  executive  vice-president,  the  Journal 
editorial  staff  assumed  responsibility  for  editing 
and  producing  the  staff  publication,  The  MSSNY 
Staffoscope,  a monthly  offset  house  organ  that 
includes  news  of  the  staff  and  the  Society’s 
activities.  Miss  Lewis  is  supervising  editor 
and  Mrs.  Joan  Hughes  is  managing  editor; 
production  is  done  by  Charles  Struzinski, 
Mail,  Reproduction,  and  Circulation  Depart- 
ment. Copies  are  distributed  to  each  member 
of  the  staff,  to  retired  employes,  to  officers,  coun- 
cillors, and  trustees,  and  to  county  medical 
society  executive  secretaries. 

Acknowledgments.  The  editor  wishes  to 
express  his  appreciation  to  the  members  of  the 
editorial  staff  for  their  efficiency,  their  coopera- 
tion, their  sense  of  concern  and  responsibility 
for  the  Journal,  and  their  maintenance  of 
high  levels  of  accomplishment.  The  staff  in- 
cludes Miss  Alvina  Rich  Lewis,  managing 
editor;  Miss  Elizabeth  C.  Smith,  manuscript 
editor;  Mrs.  Joan  Hughes  and  Mrs.  Jane 
Jackson,  copyeditors;  Miss  Frances  E.  Casey, 
proofreader;  Mrs.  Sully  Bogardus,  abstracter 
and  indexer,  and  Mrs.  Olga  Mielke,  secretary. 

The  Publication  Committee,  under  Dr.  Himler, 


has  been  more  than  cooperative  in  working 
towards  our  mutual  goals  of  improving  the 
quality  of  the  Journal,  of  maintaining  its 
scientific  standards,  and  of  working  together 
to  create  a positive  economic  picture. 

Last  our  deep  appreciation  to  our  printer, 
the  Mack  Printing  Company  of  Easton,  Pennsyl- 
vania, for  their  handling  of  each  problem  calmly 
and  efficiently  and  for  their  concern  that  the 
New  York  State  Journal  of  Medicine  be 
presented  as  attractively  and  as  accurately  as 
possible. 

Advertising  Sales.  The  total  gross  ad- 
vertising revenue  of  the  Journal  for  the  fiscal 
year  was  approximately  $248,802.54.  This  is 
an  increase  of  approximately  $13,000  over  the 
previous  year’s  gross  of  $235,480.02.  The 
outlook  for  1965  appears  to  be  favorable  and  it 
is  felt  that  our  advertising  revenue  will  equal 
that  of  1964. 

A revised  advertising  rate  schedule  was  pre- 
pared and  designed  by  the  writer  and  Robert 
W.  Miller,  advertising  production  manager. 
It  replaces  the  outdated  and  poor-appearing 
old  schedule  and  has  received  favorable  comment 
from  many  of  our  advertisers.  An  initial  mailing 
of  approximately  600  copies  of  the  new  schedule 
was  made  in  early  November  to  advertisers, 
agencies,  and  prospective  advertisers. 

In  connection  with  the  revision,  we  had  an 
extensive  review  of  our  current  advertising 
page  rates,  and  have,  at  least  for  the  present, 
decided  not  to  increase  our  “black  and  white” 
page  rates.  The  total  circulation  of  a publica- 
tion, such  as  the  Journal,  is  an  important  fac- 
tor in  determining  the  page  rate,  and  we  find 
that  our  rates  are  comparable  to  or  somewhat 
higher  than  other  state  journals  with  similar 
circulation.  As  you  were  advised  in  the  last 
annual  advertising  sales  report,  our  rates  for 
“color”  advertising  were  increased  as  of  Jan- 
uary 1,  1964,  because  of  higher  production  costs. 
In  this  over-all  connection,  we  have  been  ad- 
vised by  our  printer  that  production  costs  of 
the  Journal  will  increase  in  1965  by  2.5  per 
cent  over  those  of  1964  because  of  increased 
labor  costs.  The  impact  of  this  increase  will  be 
somewhat  softened,  however,  by  our  tighter 
controls  over  the  ratio  between  the  total  number 
of  advertising  pages  as  contrasted  with  editorial 
and  miscellaneous  pages. 

For  some  time  we  have  felt  that  the  rates  for 
classified  advertising  were  out  of  date  and  too 
low  considering  the  increased  detail  work  re- 
quired by  the  increased  volume  of  this  advertis- 
ing. It  was  therefore  decided  to  increase  the 
classified  rates  beginning  with  the  January  1, 
1965,  issue. 

The  services  of  Mr.  Charles  L.  Baldwin,  di- 
rector of  advertising  sales,  were  terminated  as 
of  July  31,  1964.  Further  details  concerning 
his  termination  will  be  found  in  the  report  of 
the  executive  vice-president.  Mr.  Joseph  A. 
Mullaney  is  now  servicing  all  the  advertising 
accounts  in  the  East  as  well  as  the  mid- West. 
Mr.  Melvin  B.  Tyler  continues  as  our  West 
Coast  advertising  representative. 
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Miss  Camille  M.  Marra,  with  the  Journal 
since  1948,  in  addition  to  her  many  duties  as 
administrative  secretary  for  the  department, 
has  been  appointed  manager  of  technical  ex- 
hibits at  our  annual  meeting,  replacing  Mr. 
Baldwin.  She  has  been  doing  the  detail  work 
for  years  and  the  transition  has  been  most 
satisfactory  because  of  her  energy  and  dedica- 
tion. Mr.  Robert  W.  Miller,  who  has  been 
with  the  Society  since  1954,  continues  his  ex- 
cellent work  as  advertising  production  manager. 
It  is  apparent  to  both  Dr.  Fineberg  and  the 
writer  that  there  is  a new  spirit  of  cooperation 
evident  in  advertising  sales,  and  we  have  re- 
ceived complete  and  enthusiastic  help  from  these 
people,  as  well  as  from  those  in  Journal 
editorial,  in  our  endeavors  to  put  the  Journal 
on  a sound  fiscal  basis. 

( Prepared  by  J.  Richard  Burns,  Esq.,  assistant 
executive  vice-president  and  director.  Business 
Division .) 


Medical  Society  Library 

The  Library  is  in  process  of  being  moved  to 
the  Downstate  Medical  Center.  Although  a 
large  part  of  the  year’s  activities  centered 
around  the  preparation  and  arranging  of  ma- 
terial so  that  it  can  be  moved  quickly  and  easily 
as  space  at  the  Center  becomes  available,  the 
Library  remained  open  and  provided  the  usual 
services  most  of  the  year.  For  a time  during 
the  summer,  it  was  necessary  to  restrict  a few 
activities,  and  beginning  October  1,  1964, 

evening  hours  were  discontinued  so  that  the 
Library  is  now  open  9:00  to  5:00  Mondays 
through  Fridays. 

The  Library  operates  on  an  annual  budget 
of  about  $34,000  for  the  purchase  of  books, 
periodicals,  and  their  binding.  In  addition  to 
membership  dues,  this  money  is  provided  by 
gifts  from  individuals,  societies,  and  commercial 
firms  who  use  Library  facilities.  The  Library 
also  receives  publications  through  gifts,  book 
reviews,  and  exchanges. 

During  the  year  246  review  books  were  re- 
ceived from  the  Journal  which  if  purchased 
would  have  cost  the  Library  $2,253.15.  Ninety- 
eight  exchanges  are  received  currently,  sub- 
scriptions to  which  would  probably  have  cost 
about  $700. 

At  present  the  Library  adds  three  to  four 
thousand  books  per  year,  most  of  which  are 
periodical  publications.  With  the  ones  re- 
ceived during  1964  the  collection  now  totals 
approximately  215,000  volumes. 

As  medical  research  increases  it  becomes  more 
difficult  to  acquire  and  have  available  at  the 
Library  all  publications  researchers  may  re- 
quire. With  approximately  three  thousand 
periodicals  on  medicine  and  related  fields 
being  indexed  currently,  there  is  a possibility 
that  any  of  them  might  be  requested  and  a 
large  percentage  are  needed  constantly.  An 
ideal  library  would  have  on  file  and  available 
at  all  times  everything  required  by  users,  a 


goal  to  reach  for  but  impossible  to  attain.  At 
present  the  Library  receives  over  2,000  current 
periodicals,  some  of  which  are  not  indexed. 
By  combining  Library  resources  with  those  at 
the  Downstate  Medical  Center  it  may  be  pos- 
sible, in  the  not  too  distant  future,  to  have  on 
file  all  medical  literature  being  currently  in- 
dexed. 

A definite  date  for  the  final  move  to  the 
Medical  Center  has  not  yet  been  set.  In  the 
meantime  the  Library  will  provide  the  usual 
services  at  its  present  location. 

(. Prepared  by  Wesley  Draper,  Librarian .) 


Conclusion 

In  concluding  this  report,  your  chairman  would 
like  to  draw  attention  to  the  improved  financial 
status  of  the  Journal.  On  the  advice  of  the 
Ad  Hoc  Committee,  some  changes  were  in- 
stituted in  our  sales  organization  and  procedures 
which  have  improved  our  advertising  income. 
This,  coupled  with  the  limitation  of  editorial 
material  and  savings  effected  by  the  staff,  has 
begun  to  offset  previous  operational  losses. 
It  is  much  too  early  to  be  complacent  about  our 
progress  in  this  direction  but  the  trend  is 
heartening  and  will  be  carefully  nurtured. 

The  Ad  Hoc  Committee,  under  the  chair- 
manship of  Norman  S.  Moore,  M.D.,  showed 
great  sympathy  and  insight  in  its  investigation 
of  the  Journal’s  operations,  and,  more  im- 
portantly, considerable  restraint  in  its  recom- 
mendations. As  a result,  the  Journal  con- 
tinues to  be  published  semimonthly  and  its 
scientific  content  has  not  suffered  except  for  a 
slight  diminution  in  volume. 

It  is  almost  superfluous,  but  still  a pleasure, 
for  the  chairman  to  call  attention  to  the  great 
strides  the  New  York  State  Journal  of 
Medicine  has  made  under  the  editorial  direc- 
tion of  William  Hammond,  M.D.  In  a few 
short  years  it  has  become  a highly  respected 
scientific  publication,  a status  that  few  state 
journals  have  ever  attained.  This  achieve- 
ment resulted  from  his  carefully  thought-out 
editorial  policies  and  his  relentless  pursuit  of 
material  suitable  for  publication.  His  as- 
sociation with  the  Journal  has  been  a most 
fortunate  one  for  us. 

Our  managing  editor,  Miss  Alvina  Rich  Lewis, 
who  has  been  the  recipient  of  several  honors  in 
the  field  of  medical  publication  during  the  past 
year,  continues  to  be  an  indispensible  element 
in  the  publication  of  the  Journal.  She  has 
had  the  loyal  support  of  an  efficient  but  re- 
duced editorial  staff,  and  together  they  have 
maintained  the  quality  of  the  publication  under 
what  can  only  be  described  as  trying  cir- 
cumstances. 

Finally,  an  acknowledgment  is  due  from  the 
neophyte  chairman  to  Henry  I.  Fineberg,  M.D., 
executive  vice-president,  and  to  J.  Richard 
Bums,  Esq.,  assistant  executive  vice-president 
and  director,  Business  Division,  for  their  help 
and  support  during  the  past  year.  Their 
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understanding  of  the  Journal’s  problems 
and  their  sound  advice  was  most  gratefully 
received. 

The  Journal  has  reason  to  be  grateful  for 
the  mature  advice  and  sound  judgment  of  the 
members  of  the  Publication  Committee  who 
have  been  unfailing  in  their  interest  and  atten- 
tion to  the  welfare  of  the  Journal. 


Prize  Essays 

To  the  House  of  Delegates,  Gentlemen: 

The  Special  Committee  on  Prize  Essays  is 
composed  of  the  following  members: 

Alfred  A.  Angrist,  M.D.,  Chairman. . .Queens 


Benjamin  G.  Dinen,  M.D Westchester 

David  Kimball  Miller,  M.D Erie 


No  manuscripts  were  received  for  evaluation 
this  year.  It  was  the  consensus  of  the  commit- 
tee that  no  announcement  of  prize  essays  with 
adequate  publicity  be  undertaken  this  year.  It 
was  the  consensus  that  the  awards  in  each 
instance  be  increased  to  enhance  the  appeal  to 
competitors,  even  though  the  awards  are  made 
less  frequently. 


The  chairman  is  certain  that  there  are  many 
other  persons  who  deserve  our  appreciation. 
If,  in  his  fallibility,  he  has  overlooked  them,  he 
offers  his  apologies  and  his  thanks. 

Respectfully  submitted, 

George  Himler,  M.D.,  Chairman 


It  was  agreed  also  that  in  future  publicity  an 
attempt  be  made  to  reach  more  appropriate 
candidates  than  heretofore.  These  should  in- 
clude particularly  medical  students,  interns, 
residents,  and  fellows. 

It  is  noted  that  this  would  be  an  appropriate 
time  to  begin  planning  appropriate  distribution 
of  publicity  to  medical  schools  and  larger  vol- 
untary and  municipal  hospitals  for  essays  to  be 
submitted  and  considered  for  the  year  1966. 

Respectfully  submitted, 

Alfred  A.  Angrist,  M.D.,  Chairman 
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What  Goes  On 


To  the  House  of  Delegates,  Gentlemen: 

What  Goes  On  continues  to  grow.  During 
the  year  1964  we  published  twelve  booklets 
containing  a total  of  550  pages  and  listing  ap- 
proximately 2,700  meetings  and  postgraduate 
courses.  Many  new  contributors  have  been 
added.  The  distribution  to  physicians,  staff, 
residents,  and  interns  has  increased  from  41,621 
in  December,  1963,  to  44,479  in  October,  1964. 
In  addition  to  the  physicians  in  New  York  State 
and  the  State  of  New  Jersey  who  receive  What 
Goes  On,  there  are  about  2,500  persons  on  special 
lists  who  have  requested  it.  These  include 
hospitals,  schools,  libraries,  newspapers,  physi- 
cians in  other  states,  and  academies  of  science 
and  medicine.  This  brings  the  total  circula- 
tion of  What  Goes  On  to  approximately  47,000 
each  month. 

During  the  summer  requests  were  received 
from  physicians  all  over  the  United  States  and 
some  foreign  countries  for  copies  of  the  booklet. 
Many  asked  to  be  put  on  the  mailing  list  to  re- 
ceive the  publication  regularly.  Most  visitors 
telephoned  the  office  when  they  arrived  in  New 
York  City  to  thank  the  State  Medical  Society 
for  the  service  and  to  inquire  about  meetings 
and  speakers.  Many  letters  have  been  received 
praising  the  Medical  Society  of  the  State  of  New 
York  for  the  service  rendered  by  this  monthly 
bulletin. 

Quotes  from  some  of  the  “fan  mail”  we  have 
received  follow:  from  Schering  Corporation: 

“The  sponsoring  societies  meet  a real  need  with 
this  publication”;  from  the  American  Society 
of  Psychoanalytic  Physicians:  “ What  Goes  On 
has  become  a vital  force  in  the  medical  pro- 
fession— it  is  always  on  my  desk”;  from  the 
Institute  for  Advancement  of  Medical  Commu- 
nication, Bethesda,  Maryland:  “I  have  shown 

What  Goes  On  to  a number  of  people  who  did  not 
know  of  its  existence  and  they  have  invariably 
remarked  on  the  useful  service  such  a publica- 
tion performs.  I hope  the  medical  community 
in  other  areas  will  be  served  by  similar  publica- 
tions in  the  future”;  from  St.  Francis  Hospital, 
Trenton,  New  Jersey:  “The  residents  and  in- 
terns at  St.  Francis  Hospital  have  profited  from 
the  information  in  your  publication.  . . .” 

Another  letter,  from  Cape  Canaveral  (now 
Cape  Kennedy)  reads,  in  part:  “I’m  searching 
for  a course  in  New  York  City  . . . my  back- 
ground is  that  of  general  practitioner,  now  with 
the  occupational  health  center  of  the  Merritt 
Island  Launch  Area  (moon  shot).  I am  to  be 
made  the  unit  expert  on  the  above  subject 
(proctology)  preparatory  to  a program  of  man- 
agement periodic  physical  exams.”  (We  found 
a course  for  him.) 

Other  letters  come  in  from  interesting  people 
and  places,  such  as:  the  president  of  postgradu- 


ate education  committee,  Ashford  Medical 
Center,  Hato  Rey,  Puerto  Rico:  “We  would 

like  to  improve  in  our  local  medical  society  the 
means  of  communication  amongst  members.  . . . 
I recall  during  my  training  in  New  York  City 
the  wonderful  little  pamphlet  put  out  by  your 
Society  . . . how  have  you  been  so  successful 
in  getting  a constant  channeling  of  events  in 
for  early  publication?  Who  in  the  Medical 
Society  handles  this  and  how?  We  would  very 
much  appreciate  your  help  in  this  matter.” 
(We  helped  them). 

We  recently  had  a request  from  a St.  Thomas, 
Virgin  Islands,  physician  to  be  placed  on  the 
permanent  mailing  list  for  What  Goes  On.  A 
letter  from  the  chief  clinical  medicine  division 
of  Arabian  American  Oil  Company  states,  in 
part:  “Brochures  and  literature  concerning 

courses  offered  by  your  Foundation  are  very 
welcome  indeed  . . . would  it  be  possible  to 
have  them  sent  via  international  air  mail? 
This  would  allow  us  time  to  make  the  necessary 
arrangements  for  attendance.”  This  was  post- 
marked Dhahran,  Saudi  Arabia.  The  senior 
research  associate,  Laboratory  of  Cardiovascular 
Surgery,  1st  Moscow  Medical  Institute  and 
U.S.S.R.  Academy  of  Medical  Sciences,  ad- 
visor of  the  U.S.S.R.  Mission  to  the  United 
Nations,  writes:  “I  have  found  your  bulletin 

most  interesting  and  important  for  keeping  up 
with  the  medical  life  in  this  city.”  And,  along 
this  line,  a physician  from  India  wrote:  “I  am 
very  much  interested  in  taking  advantage  of 
being  present  in  the  most  advanced  country  of 
the  world  by  enriching  my  knowledge  in  my 
own  line.  I am  a postgraduate  medical  prac- 
titioner.” 

And  last,  but  not  least,  our  own  Medical  So- 
ciety of  the  County  of  Erie  says:  “We  find  the 
booklet  What  Goes  On  very  helpful  and  refer  to 
it  frequently.  . . .”;  the  J. A. M. A.  special  proj- 
ects editor  writes:  “Because  the  present  ob- 

jective of  the  J.A.M.A.  meetings  list  is  to  in- 
clude as  much  information  as  possible,  we  be- 
lieve it  would  be  well  to  receive  a copy  of  the 
New  York-New  Jersey  edition  of  What  Goes  On 
regularly.” 

On  September  29,  1964,  J.  Richard  Bums, 
Esq.,  director,  Business  Division  of  the  Medical 
Society  of  the  State  of  New  York,  received  the 
purchase  order  covering  renewal  of  the  agree- 
ment between  Lederle  Laboratories  and  the 
Medical  Society  for  advertising  space  in  the 
New  York-New  Jersey  edition  of  What  Goes  On 
for  the  calendar  year  1965. 

Respectfully  submitted, 

James  Greenough,  M.D.,  Director 

Division  of  Scientific  Activities 
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To  Study  the  Directory 


To  the  House  of  Delegates,  Gentlemen: 

The  Ad  Hoc  Committee  to  Study  the  Directory 
consists  of  the  following  members: 

Thurman  B.  Givan,  M.D.,  Chairman.  . .Kings 


Samuel  Z.  Freedman,  M.D New  York 

John  M.  Galbraith  M.D Nassau 

Leo  E.  Gibson  M.D Onondaga 


In  April,  1964,  George  A.  Burgin,  M.D., 
president,  appointed  this  ad  hoc  committee 
to  make  a thorough  study  of  the  content  of  the 
Medical  Directory  of  New  York  State  in  order 
to  aid  our  executive  vice-president  in  planning 
future  editions. 

The  committee  met  with  Henry  I.  Fineberg, 
M.D.,  executive  vice-president;  J.  Richard 
Bums,  Esq.,  assistant  executive  vice-president, 
and  Miss  Janet  Loy  and  Mr.  Jack  O’Brien 
of  the  Directory  Department  on  May  20,  1964. 
It  was  agreed  that  the  “Blue  Book”  was  of 
great  value  in  providing  immediate  intelligible 
information  concerning  over  32,000  medical 
doctors  practicing  in  New  York  State. 

A review  of  the  history  of  the  Directory  as 
well  as  an  analysis  of  its  contents,  however, 
reveals  that  over  the  years  a plethora  of  non- 
essential  and  redundant  material  has  gotten 
into  the  book.  There  was  a time  when  produc- 
tion costs  and  the  size  of  the  physician  popula- 
tion involved  permitted  a certain  uncritical 
policy  regarding  Directory  listings  to  be  followed. 
At  the  present  time,  however,  the  costs  of  pro- 
duction and  the  size  of  the  book  itself  have 
reached  such  proportions  that  the  content  of 
the  Directory  has  become  an  economic  factor  of 
great  importance. 

After  thorough  discussion  the  committee  made 
the  following  recommendations  to  the  executive 
vice-president  concerning  particular  types  and 
areas  of  listings. 

1.  Hospital  Appointments.  The  Directory 
should  continue  its  present  policy  of  listing 
official  staff  appointments  in  governmental, 
voluntary,  and  proprietary  hospitals  (the  latter 
two  when  accredited  by  the  Joint  Commission 
on  Accreditation  of  Hospitals).  In  the  case  of 
discrepancies  between  the  hospital  appoint- 
ment listed  by  the  physician  and  the  appoint- 
ment as  it  appears  on  the  official  hospital  staff 
list,  the  latter  will  govern.  The  classification 
of  the  hospital  (that  is,  governmental,  voluntary, 
or  proprietary)  should  be  clearly  indicated  in  the 
heading  of  the  institution  in  the  Hospitals  sec- 
tion of  the  Directory. 

2.  Past  (Emeritus)  Listings.  Numerous 
requests  have  been  made  that  past  hospital  ap- 
pointments in  addition  to  current  staff  affilia- 
tions be  published.  The  committee  sym- 
pathizes with  the  physician  who  has  given  many 
years  of  valuable  service  but  who  is  no  longer 
carried  on  the  active  roster  of  a hospital.  How- 
ever, as  stated  above,  all  appointments  listed 
in  the  Directory  for  accuracy’s  sake  must  be 
corroborated  by  the  hospital’s  official  staff 


list.  An  exception  will  continue  to  exist  in  the 
case  of  the  many  hospitals  which  include 
“emeritus”  or  “consulting”  classifications  within 
their  current  staff  structure  or  those  which  list 
physicians  with  the  notation  “inactive”  or 
“off  service.” 

3.  Academic  Appointments.  There  have 
been  numerous  requests  in  recent  years  that 
teaching  affiliations  be  listed  in  the  Directory. 
The  committee  carefully  considered  this  matter 
and  discussed  it  with  many  of  their  colleagues. 
The  committee,  in  general,  felt  that  a 
goal  was  to  “keep  the  listings  simple,”  and  to 
refrain  from  inserting  new  material  whenever 
possible.  On  the  other  hand,  the  committee 
recognized  the  reference  value  of  academic 
affiliations  and  therefore  recommended  a com- 
promise solution.  It  suggested  that  the  full 
staffs — listing  specific  appointments  in  all  de- 
partments— of  all  medical  schools  within  the 
State  be  printed  in  the  back  of  future  editions. 
Such  appointments  will  not,  however,  be  carried 
in  the  individual  biographic  listings  of  the  phy- 
sicians involved. 

4.  Multiple  Listings.  The  committee 

clearly  recognizes  the  amount  of  page  space 
that  has  been  devoted  unnecessarily  to  repeti- 
tive data  in  past  editions  of  the  Directory  by  the 
practice  of  reprinting  a physician’s  entire  bio- 
graphic listing  in  each  of  two  or  more  separate 
office  locations  in  different  geographic  sections 
of  the  book.  This  presents  a large  cost  factor, 
since  approximately  one  third  of  the  physicians 
listed  have  more  than  one  office  location.  The 
committee  recognizes  that  it  is  important  to  the 
physician  to  have  a local  reference  in  the  par- 
ticular area  involved,  but  as  an  economy 
measure  recommended  the  following  compromise 
solution:  The  full  biographic  listing  of  the 

physician  will  appear  once  in  the  Directory  at 
the  principal  office  location  designated  by  the 
physician.  At  other  locations,  the  physician 
will  be  identified  by  name,  address,  telephone 
number,  office  hours,  and  the  notation — “see 
Manhattan”  or  “see  Syracuse”  (as  the  case  may 
be)  as  a referral  to  the  complete  biography. 

5.  Population  Figures.  In  past  editions 
of  the  Directory  we  noted  the  population  of 
various  communities.  The  committee  feels  that 
this  information  is  of  little  real  value  to  the 
physician  and  is  usually  outdated  by  the  time  it 
appears.  It,  therefore,  recommended  that  this 
information  be  deleted  in  future  editions  and  in 
its  place  that  telephone  area  codes  and  post 
office  ZIP  codes  be  substituted  where  practi- 
cable. 

6.  Local  Medical  Societies.  At  the  pres- 
ent time,  a total  of  80  local  medical  societies 
and  groups  are  still  listed  in  the  Directory  even 
though  a number  had  been  deleted  in  the  past. 
After  studying  the  list  of  local  societies,  the 
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committee  felt  that  the  volume  of  such  groups 
exceeds  their  reference  value  and  recommended 
that  medical  groups  designated  by  geographic 
locations  and  in  which  membership  is  limited 
strictly  on  a local  basis  and  restricted  to  a 
geographic  area  be  eliminated  from  future  edi- 
tions of  the  Directory. 

7.  National  Medical  Societies.  The  com- 
mittee reviewed  also  the  91  national  societies 
listed  in  the  Directory.  Determination  of  which 
should  be  listed  is  indeed  a formidable  task,  and 
the  committee  suggested  that  responsible  na- 
tional authorities  in  the  field  involved  be  con- 
tacted for  recommendations. 

Essential  Data  to  Be  Included.  Finally, 
the  committee  reviewed  the  essential  data 
to  be  included  in  the  individual  physician’s 
biographic  fisting  and  recommended  that  it 
include  the  following:  the  physician’s  name, 

office  address  including  postal  ZIP  code,  tele- 
phone number,  office  hours,  medical  school  and 
date  of  graduation,  and,  where  applicable,  Amer- 
ican board  memberships,  American  specialty  col- 


leges or  academies  fellowships,  workmen’s  com- 
pensation code  number,  and  current  official 
hospital  affiliation  with  governmental  and  ac- 
credited voluntary  and  proprietary  hospitals. 

The  committee  was  impressed  with  the 
thorough  and  conscientious  job  that  the  Direc- 
tory staff  members  have  done  in  preparing  the 
book  for  publication  and  their  initiative  and 
energy  in  seeking  new  ways  of  producing  it  in 
the  future  in  a more  expeditious  and  economic 
manner. 

The  committee  is  of  the  opinion  that  the 
Medical  Directory  of  New  York  State  is  of  unique 
value  as  a reference  volume  both  to  the  Society’s 
members  and  to  an  increasing  number  of  persons 
and  organizations  outside  the  medical  profession. 

On  behalf  of  the  committee,  I would  like  to 
express  our  sincere  thanks  to  Henry  I.  Fineberg, 
M.D.,  and  J.  Richard  Bums,  Esq.,  our  executive 
vice-president  and  assistant  executive  vice- 
president,  for  the  great  assistance  they  rendered 
to  this  committee  in  its  efforts. 

Respectfully  submitted, 

Thurman  B.  Givan,  M.D.,  Chairman 
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1965  HOUSE  OF  DELEGATES 


Commission  on  Public  and  Professional  Affairs 

Commission  on  Public  and  Professional  Affairs 


To  the  House  of  Delegates,  Gentlemen: 

The  Commission  on  Public  and  Professional 
Affairs  is  composed  of  the  following  members: 

James  M.  Blake,  M.D.,  Chairman 

Schenectady 


George  J.  Lawrence,  Jr.,  M.D Queens 

John  H.  Carter,  M.D Albany 

C.  Stewart  Wallace,  M.D Tompkins 


The  function  of  the  Commission  is  to  evaluate 
i and  coordinate  the  activities  of  the  Council 
’ committees  as  assigned  to  the  Commission,  and, 
further,  to  utilize  the  services  of  the  Division  of 
t Communications,  as  it  relates  to  these  re- 
| spective  committees  and  to  the  Commission 
f as  a whole. 

During  the  past  year  there  was  a change  in 
the  committees  assigned  to  the  Commission 
from  the  previous  year.  The  new  committees 
fi  were  three  in  number:  the  Council  Committee 

on  State  Legislation,  the  Council  Committee 
on  Federal  Legislation,  and  the  Council  Com- 
mittee on  Public  Relations.  The  change 
consisted  of  making  the  former  Council  Com- 
mittee on  Legislation  into  two  committees  as 
indicated. 

These  committees  have  prepared  individual 
i reports  which  are  submitted  as  a portion  of  this 
; report. 

Your  chairman  is  pleased  to  report  that  there 
was  better  coordination  of  the  plans  and 
activities  of  the  Commission  in  1964  than  in  the 
previous  year  of  1963.  As  a result  of  a year’s 
experience  and  other  factors,  there  was  more 
frequent  and  better  interchange  of  ideas  and 
activities  among  the  committees.  This  im- 
proved spirit  of  unified  effort  resulted  in  better 
implementation  and  continuity  of  plans  and 
projects. 

The  increased  number  of  meetings  held  by 
the  Commission  was,  in  part,  responsible  for 
the  better  working  arrangements.  Four  meet- 
ings were  held,  three  in  Albany  and  one  in 
New  York  City.  These  meetings  were  called 
to  discuss  problems  which  arose  from  time  to 
time  and  to  plan  for  future  programs. 

It  is  a pleasure  to  report  that  five  very 
productive  regional  conferences  were  held 
I during  1964.  Covering  the  entire  State,  these 
meetings  were  held  in  Albany,  Batavia,  Saranac 
Lake,  Syracuse,  and  Purchase  in  Westchester 
1 County. 


These  conferences  are  conducted  as  “open- 
forum”  discussions  and  are,  we  believe,  one  of 
our  best  means  of  communication  with  the 
constituent  county  medical  societies.  During 
the  past  year  each  successive  meeting  seemed 
to  be  an  improvement  over  the  previous  con- 
ference. Provided  as  an  opportunity  for 
representatives  of  the  county  societies  to 
meet  together  for  discussion  of  local  plans  and 
problems,  they  also  give  your  Commission  a 
helpful  insight  into  the  areas  in  which  the 
State  Society  can  better  serve  its  membership. 
Attendance  at  these  meetings  has  averaged  65 
society  officers  and  key  committee  chairmen. 
Since  the  reaction  of  those  who  have  partici- 
pated has  been  consistently  favorable,  this 
program  will  be  continued  in  1965,  and  efforts 
will  be  made  to  offer  an  opportunity  for  at- 
tendance to  a broadened  segment  of  the  total 
membership. 

In  the  area  of  legislation,  a plan  for  coordina- 
tion of  legislation  activities  of  the  State  Medical 
Society  was  developed  by  the  Commission. 
In  brief,  the  plan  of  coordination  includes  a 
central  legislation  information  center  and  new 
expanded  legislation  contact  committees  at  the 
local  level.  The  function  of  the  legislation 
information  center,  which  is  maintained  at 
State  Society  headquarters,  is  to  provide  a 
mechanism  through  which  accurate  and  com- 
plete information  concerning  proposed  legisla- 
tion can  be  channelled  quickly  to  key  physicians 
responsible  for  legislation  activity. 

Through  the  cooperation  of  the  county  medical 
societies,  the  Commission  hopes  to  set  up  a 
strong,  compact,  State-wide  organization  of 
qualified,  interested  physicians,  who,  at  the 
county  medical  society  level,  are  willing  to 
contact  in  person  their  local  State  and  Federal 
legislators. 

At  the  time  this  report  is  being  written, 
your  chairman  has  received  many  replies  to 
his  invitation  to  county  medical  societies  to 
submit  the  names  of  physicians  who  would  be 
willing  to  participate  in  this  contact  com- 
mittee program.  At  the  same  time,  the  plans 
for  the  information  center  are  well  under  way  at 
State  Society  headquarters.  This  entire  pro- 
gram will  be  conducted  by  the  State  Society’s 
Division  of  Communications,  and  Martin 
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J.  Tracey,  of  the  division,  will  act  as  the  co- 
ordinator of  legislation  activities. 

In  the  field  of  public  relations,  the  major 
objective  has  been  to  provide  services  for  the 
county  medical  societies  at  the  local  level. 
Although  many  activities  were  continued  as 
public  relations  projects  at  the  State  Medical 
Society  level,  emphasis  during  the  past  year 
was  placed  on  public  relations  at  the  so-called 
“grass  roots”  level.  A major  project  in  this 
effort  was  the  series  of  television  programs 


State  Legislation 

To  the  House  of  Delegates,  Gentlemen: 

The  Council  Committee  on  State  Legisla- 
tion consists  of  the  following  members: 

John  H.  Carter,  M.D.,  Chairman.  . .Albany 


John  C.  Brady,  M.D Erie 

Matthew  Brody,  M.D Kings 

William  L.  Dorr,  M.D Cayuga 

Ralph  E.  Isabella,  M.D Schenectady 

Henry  W.  Kaessler,  M.D Westchester 

Robert  Park,  Jr.,  M.D Nassau 


Since  the  last  meeting  of  this  House  in  Feb- 
ruary, 1964,  the  Council  Committee  on  State 
Legislation  has  been  active  in  carrying  out  the 
directives  of  that  House  and  the  Council  con- 
cerning State  legislation.  Detailed  reports 
on  the  results  of  the  committee’s  work  with 
State  legislators  and  the  committee’s  plans  for 
the  future  have  been  submitted  from  time  to 
time  to  the  Council.  On  September  24,  1964, 
the  committee  met  in  Albany  to  evaluate  the 
results  of  the  1964  session  of  the  State  Legisla- 
ture and  to  make  plans  for  the  1965  session. 

The  following  report  is  a brief  summary  of 
the  committee’s  activities  and  will  be  divided 
into  two  principal  parts:  (1)  Final  legislative 

action  on  bills  of  interest  to  the  State  Medical 
Society  by  the  1964  State  Legislature;  and 
(2)  Proposed  legislation  to  be  sponsored  by  the 
State  Medical  Society  in  the  1965  State  Legisla- 
ture. 

Since  this  report  is  being  compiled  in  late 
November,  a supplementary  report  concern- 
ing activities  in  the  1965  session  of  the  State 
Legislature  will  be  submitted  to  the  House  in 
F ebruary. 


entitled  “Doctors  at  Work,”  in  which  county 
medical  society  representatives  participated 
live  in  conjunction  with  film  supplied  by  the 
State  Medical  Society.  In  these  programs, 
which  were  shown  in  various  parts  of  the  State, 
the  county  medical  society  was  given  due 
credit  for  participation  in  this  public  relations 
effort. 

Respectfully  submitted, 

James  M.  Blake,  M.D.,  Chairman 


Final  Legislative  Action 

SPONSORED  AND  ENACTED 

Good  Samaritan  Bill  ( SI  747,  Pr.  4142 — - 
Speno ) . After  several  years  of  sponsoring 
and  fighting  for  this  bill,  the  Legislature  finally 
passed  it  and  the  Governor  signed  the  law, 
which  exempts  physicians  from  liability  for 
gratuitous  services  rendered  at  the  scene  of  an 
accident  but  does  not  exempt  them  in  cases  of 
gross  negligence.  This  law  is  now  known  as 
Chapter  937,  Laws  of  1964. 

The  following  bills,  although  not  directly 
sponsored  by  but  supported  by  the  State 
Medical  Society,  were  enacted  into  law: 

X-ray  Technicians  Bill  (SI  1313,  Pr.  3744 — 
Metcalf ).  It  requires  that  only  practitioners 
of  the  healing  arts  or  licensed  x-ray  technicians 
under  the  supervision  of  practitioners  of  the 
healing  arts  may  operate  x-ray  machines.  This 
law  is  now  Chapter  295  of  the  Laws  of  1964. 

Regulation  of  Clinical  Laboratories  (AI  4141, 
Pr.  5869 — Pomeroy).  It  provides  minimum 
qualifications  for  laboratory  directors,  requires  j 
laboratories  to  process  and  identify  test  sam-  | 
pies  submitted,  and  authorizes  inspection  of 
laboratories  to  insure  compliance  with  stand-  j 
ards.  The  new  law  is  known  as  Chapter  217 
of  the  Laws  of  1964. 

State  Hospital  Review  and  Planning  Council 
(AI  5019,  Pr.  4584 (S) — McCloskey) . This  law 
essentially  provides  a parent  organization  for 
the  seven  regional  councils  already  in  existence. 
Six  of  the  31-member  Council  are  required  ' 
by  law  to  be  physicians.  The  law  provides 
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also  that  when  “matching  funds”  are  involved 
not  only  the  regional,  but  the  State  Hospital 
Review  and  Planning  Council  must  approve  of 
the  construction  involved.  Religious  or  pri- 
vate organizations  raising  their  own  funds  would 
not  be  affected.  This  law  is  known  as  Chapter 
730,  Laws  of  1964. 

Child  Abuse  Bill  (SI  3805,  Pr.  4439— Rules). 
The  new  law  requires  physicians  and/or  re- 
sponsible organizations  to  report  cases  of  child 
abuse  to  the  Social  Welfare  Department. 
Under  the  bill  the  reporting  physician  or  or- 
ganization is  exempt  from  legal  action  which 
might  be  taken  against  him  for  reporting  the 
suspected  abuse.  This  new  law  is  known  as 
Chapter  811,  Laws  of  1964. 

Phenylketonuria  Bill  (SI  881,  Pr.  1641 — 
Conklin).  This  law  provides  that  all  infants 
must  undergo  a phenylketonuria  test  before 
discharge  from  a medical  facility.  It  is  now 
known  as  Chapter  785,  Laws  of  1964. 

Body  Disposition  Bill  (AI  3312,  Pr.  550 — 
Brook).  The  new  law  provides  that  a person 
eighteen  years  or  older  may  direct  the  disposal 
of  his  body  after  death.  It  is  known  as  Chap- 
ter 702,  Laws  of  1964. 

M.A.A.  Ceilings  (AI  4153,  Pr.  5434— J. 
Johnson).  This  law  increased  income  ceilings 
to  $1,900  and  $2,750,  and  asset  limits  to  $950 
and  $1,375,  for  single  and  married  persons, 
respectively.  This  law  is  known  as  Chapter 
334,  Laws  of  1964. 

Physical  Therapy  Bill  (AI  4778,  Pr.  5076— 
Abrams).  It  provides  that  care  rendered  to 
subscribers  of  medical  expense  indemnity  con- 
tracts shall  be  under  prescription  by  a physi- 
cian. It  is  now  known  as  Chapter  408,  Laws 
j of  1964. 

SUPPORTED  BUT  VETOED 

The  following  bills,  supported  by  the  State 
Medical  Society,  were  passed  by  the  Legislature 
but  vetoed  by  the  Governor: 

Hallucinogenic  Drug  Bill  (SI  4874,  Pr. 
5858 — Pomeroy).  This  proposed  law  would 
have  limited  the  use  of  hallucinogenic  drugs 
i to  qualified  physicians,  essentially  to  psy- 
chiatnsts 

Body  Donation  Bill  (AI  115,  Pr.  4381  (S) — 
Goddard) . This  bill  would  have  made  it 
i possible  for  deceased,  or  members  of  the  family 
I responsible  for  the  body,  to  donate  all  or  parts 
of  the  body  for  therapeutic  (transplantation) 
or  research  purposes. 

OPPOSED  AND  VETOED 

The  following  bills,  opposed  by  the  State 
Medical  Society,  were  passed  by  the  State 
Legislature  but  vetoed  by  the  Governor: 

Payments  of  Clinical  Laboratory  Services 
Bill  (SI  2891,  Pr.  3103  and  SI  2892,  Pr.  4543— 
both  Ohrenstein).  The  first  bill,  SI  2891, 
provided  for  revocation,  suspension,  or  an- 
nulment of  a license  to  practice  medicine 
on  the  ground  that  the  holder  of  such  license 
either  receives  payment  from  his  patient  for 
clinical  laboratory  services  performed  outside 


his  office  or  made  a payment  to  a clinical 
laboratory  for  such  services. 

The  second  bill,  SI  2892,  made  it  a mis- 
demeanor for  a clinical  laboratory  to  bill  or 
receive  payment  for  clinical  laboratory  services 
from  any  person  other  than  the  recipient  of 
services. 

Ownership  of  Pharmacies  (SI  2208,  Pr. 
2300 — Brydges) . This  bill  would  limit  the 
granting  of  a certificate  of  registration  to 
operate  a pharmacy  to  licensed  pharmacists. 
It  limited  also  the  ownership  of  pharmacies  to 
corporations  controlled  by  pharmacists  and 
provided  further,  in  a grandfather  clause,  that 
the  widow  of  a pharmacist  would  be  required  to 
dispose  of  the  pharmacy  within  three  years 
after  the  date  of  death.  The  Society  opposed 
the  bill  on  the  ground  that  it  was  unconstitu- 
tional and  that,  if  enacted  into  law,  would 
result,  through  the  granting  of  a monopoly 
to  pharmacists,  in  an  increase  in  the  price  of 
pharmaceuticals . 

SUPPORTED  BUT  LOST 

Oral  Prescription  of  Narcotics  (AI  558, 
Pr.  558-Egan) . This  bill  would  authorize 
the  dispensing  of  class  B narcotic  drugs, 
largely  cough  medicines,  on  the  oral  or  tele- 
phone prescription  of  a physician.  As  a 
safeguard,  it  requires  a physician  to  forward 
a written  prescription  to  the  pharmacist  within 
seventy-two  hours  of  the  oral  prescription. 
This  bill  was  lost  in  the  Assembly,  and  on  the 
last  day  was  recommitted  to  the  Senate 
committee. 

Bills  on  the  following  subjects  died  in  com- 
mitee:  Income  tax  deductions  for  medical 

college  expenses,  exemption  from  taxation  of 
real  property  owned  by  a nonprofit  medical 
society,  transfer  ownership  of  x-ray  plates  to 
patient,  and  restricting  the  practice  and  teach- 
ing of  hypnosis. 

Proposed  Legislation  for  1965.  Bills  on  the 
following  subjects  will  be  sponsored  by  the  State 
Medical  Society  in  the  1965  State  Legislature: 

Physicians’  Fees  Paid  by  State  Agencies. 
This  bill  would  require  State  agencies  to  pay 
physicians’  fees  for  services  equal  to  those  paid 
under  the  Workmen’s  Compensation  Fee 
Schedule. 

Medical  Assistance  for  the  Aged.  This  bill 
would  confine  the  means  test  to  the  recipient 
and/or  spouse;  raise  income  ceilings  to  about 
double  the  present  amounts;  and  increase  the 
amount  of  allowable  deductible  cash  for  savings 
and  life  insurance. 

Oral  Prescription  of  Narcotics.  This  bill 
would  be  similar  to  the  Egan  Bill  which  died 
in  the  1964  session  of  the  State  Legislature  and 
would  allow  physicians  to  prescribe  class  B 
narcotics  over  the  telephone. 

State  Income  Tax  Deductions  for  Medical 
College  Expenses.  This  bill  would  be  similar 
to  the  one  which  died  in  the  Legislature  in 
1964.  It  would  allow  parents  of  medical 
students,  or  self-supporting  medical  students, 
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to  deduct  up  to  $2,000  for  medical  education 
expenses. 

Exemption  from  Taxation  of  Real  Property 
Owned  by  a Nonprofit  Medical  Society.  This 
bill  would  be  similar  to  the  proposed  law  which 
died  in  the  1964  session.  It  would  allow 
real  property  tax  exemptions  for  medical 
society  buildings  used  exclusively  for  medical 
society  purposes.  Legislation  already  exists 
exempting  bible  groups,  bar  associations, 
veterinarian  groups,  and  the  like,  from  real 
property  taxes,  but  not  medical  societies. 

Donation  of  Body  for  Scientific  Purposes. 
This  type  of  bill  was  vetoed  by  the  Governor 
in  1964  because  he  did  not  think  that  the  bill 
made  clear  who  had  the  authority  to  donate  the 
deceased’s  body.  This  objection  will  be  over- 
come in  the  bill  to  be  introduced  in  the  1965 
session. 

The  committee  also  is  investigating  the 
possibility  of  again  sponsoring  a lien  law  for 
physicians. 

On  the  subject  of  hypnosis,  the  committee 
will  take  the  position  that  its  practice  should 
be  restricted  to  physicians  and  dentists.  This 
committee  also  will  continue  opposition  in 
1965  to  bills  concerning:  (1)  Ownership  of 

x-ray  plates  by  patients  and/or  their  representa- 
tives; (2)  payment  by  the  Workmen’s  Com- 
pensation Board  for  services  rendered  by  chiro- 
practors; (3)  restriction  of  the  ownership  of 
pharmacies  to  licensed  pharmacists;  and  (4) 
restriction  of  payments  for  clinical  laboratory 
services  along  the  lines  of  the  bills  introduced  in 
1964. 

During  the  1965  session  of  the  State  Legisla- 
ture, the  committee  will  introduce  a new  and 


improved  Medical  Legislation  Letter.  It  is 
hoped  that  the  changed  format  will  make  this 
publication  more  informative  and  useful  to 
county  medical  society  legislation  committee 
chairmen,  in  particular,  and  to  members  of 
their  committees  as  well  as  to  other  interested 
State  Society  members. 

As  reported  by  the  chairman  of  the  Com- 
mission on  Public  and  Professional  Affairs, 
a new  Legislation  Information  Center  has  been 
set  up  at  State  Society  headquarters  under  the 
direction  of  Martin  J.  Tracey,  coordinator, 
legislative  activities. 

The  day-by-day  progress  of  important  bills 
affecting  the  health  of  the  people,  as  well  as 
proposed  laws  concerning  the  medical  profes- 
sion, will  be  followed  and  recorded.  Copies  of 
bills  of  major  interest  will  be  kept  on  file. 
Up-to-the-minute  information  will  be  available 
to  all  members  of  the  State  Society. 

Acknowledgments.  Your  chairman  would 
be  remiss  if  he  did  not  extend  the  thanks  of  the 
committee  to  all  who  assisted  us.  We  are  par- 
ticularly grateful  to  James  M.  Blake,  M.D., 
Commission  chairman;  George  J.  Lawrence,  Jr., 
M.D.,  Federal  legislation  chairman,  and  C. 
Stewart  Wallace,  M.D.,  public  relations  chair- 
man, as  well  as  to  Henry  I.  Fineberg,  M.D., 
executive  vice-president,  and  the  staff  of  the 
Division  of  Communications.  A special  vote 
of  thanks  is  also  due  to  our  legislative  counsel, 
George  E.  Foy,  Esq.,  and  Harry  W.  Albright, 
Jr.,  for  their  help  during  the  past  year. 

Respectfully  submitted, 

John  H.  Carter,  M.D.,  Chairman 
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Federal  Legislation 


To  the  House  of  Delegates,  Gentlemen : 

The  committee  consists  of  the  following  mem- 
bers: 

George  J.  Lawrence,  Jr.,  M.D.,  Chairman.  . . . 


Queens 

Michael  C.  Armao,  M.D New  York 

William  B.  Ayers,  M.D Nassau 

John  A.  Kalb,  M.D Broome 

Charles  R.  Mathews,  M.D Monroe 

William  J.  Ryan,  M.D Onondaga 


Your  committee  has  been  very  active  in  the 
area  of  Federal  legislation  since  the  last  meeting 
of  the  House  and  has  devoted  its  efforts  towards 
building  better  rapport  with  New  York’s  con- 
gressmen and  senators  and  in  combating  the 
endeavors  of  the  Administration  to  enact  leg- 
islation providing  hospital  care  for  the  aged 
under  the  Social  Security  system.  Since  this 
report  is  being  compiled  shortly  after  Election 
Day,  a supplementary  report  will  be  made  to 
the  House  in  February  concerning  the  latest 
developments  at  that  time. 

Washington  Trip.  For  the  fourth  consecu- 
tive year  a delegation  of  physicians  representing 
our  State  Medical  Society  visited  Washington, 
D.C.,  April  14  to  16,  1964.  The  purpose  of 
this  annual  trip  is  to  give  the  representatives 
of  our  organization  an  opportunity  to  visit 
New  York’s  congressmen  and  senators  in  their 
offices  and  to  discuss  with  them  our  views  on 
current  medical  legislation  proposals.  Among 
the  issues  discussed  was  Medical  Care  for  the 
Aged,  particularly  the  King-Anderson  Bill. 
The  delegates  also  answered  questions  con- 
cerning the  MAA  program  in  New  York  and 
advised  the  congressmen  of  our  proposals  made 
to  the  New  York  State  Joint  Legislative  Com- 
mittee on  Health  Insurance  Plans  for  the  im- 
provement of  the  structure  and  administration 
of  the  Metcalf-McCloskey  Law. 

Our  delegation  this  year  was  the  largest  State 
Medical  Society  group  to  visit  Washington  and 
was  officially  made  up  of  32  members.  The 
reason  for  this  increased  number  was  the  fact 
that  for  the  first  time  county  medical  societies 
were  invited  to  send  representatives  as  part  of 
the  delegation  at  their  own  expense.  Twelve 
county  medical  societies  accepted  the  invitation 
and  named  15  physicians  to  represent  them. 
The  remaining  17  delegates  were  invited  by  the 
State  Society  at  its  expense. 

On  the  evening  of  April  14,  an  organizational 
meeting  for  the  delegation  was  held  at  the 
Congressional  Hotel,  Washington,  D.C.,  which 
served  as  a headquarters  for  the  delegation. 
This  organizational  meeting  was  led  by  George 
A.  Burgin,  M.D.,  president,  and  your  chairman, 
on  behalf  of  the  State  Medical  Society,  and 
Roy  Lester,  M.D.,  head  of  the  A.M.A.  Washing- 
ton office,  directed  a briefing  session  conducted 
by  members  of  his  staff. 

On  April  15  the  entire  day  was  spent  visiting 


the  offices  of  the  various  congressmen  from  New 
York  State.  Based  on  previous  experiences, 
it  was  decided  that  the  1964  delegation  would 
confine  their  visits  to  the  offices  of  congressmen 
where  our  efforts  would  be  most  effective.  The 
goal  of  the  delegation,  therefore,  was  to  visit  the 
offices  of  27  congressmen  out  of  the  41  represent- 
ing the  State  of  New  York.  All  of  these  con- 
gressmen were  seen  personally  in  their  offices, 
with  the  exception  of  one  who  was  not  in  Wash- 
ington. The  delegation  also  had  the  opportunity 
to  talk  with  other  congressmen  who  attended 
the  reception  held  by  the  delegation.  On  the 
same  day,  there  was  a conference  with  Senator 
Jacob  K.  Javits  and  Senator  Kenneth  B. 
Keating.  The  entire  delegation  participated 
in  this  conference,  during  which  the  two  senators 
reaffirmed  their  endorsement  of  the  Social 
Security  approach,  which  was  incorporated  in 
the  Javits  Bill. 

On  the  evening  of  April  15,  a congressional 
reception  was  held  for  the  New  York  members  of 
Congress.  This  reception  was  very  well  at- 
tended by  members  of  Congress. 

On  April  16,  some  of  the  delegates  continued 
their  visits  to  congressmen  who  had  not  been 
seen  previously.  The  work  of  the  delegation 
came  to  an  official  close  at  noon  on  April  16. 

The  reaction  of  the  delegation  was  that  the 
trip  was  well  worth  while.  The  new  members 
were  impressed  by  the  high  calibre  of  the  men 
representing  New  York  in  Congress  and  were 
pleased  with  the  reception  accorded  them  in 
the  offices  of  the  congressmen.  The  veteran 
members  detected  a favorable  change  in  atmos- 
phere during  their  visits.  Congressmen,  who 
in  previous  years  were  steadfast  and  outspoken 
in  their  espousal  of  the  Social  Security  ap- 
proach for  medical  care  for  the  aged,  appeared 
to  be  in  a conciliatory  mood.  While  none  of 
them  radically  had  altered  their  endorsement 
of  the  Social  Security  mechanism,  some  of 
them  discussed  alternate  possibilities  such  as 
governmental  subsidization  of  voluntary  health 
insurance  plans.  It  is  interesting  to  note  that 
one  well-known  congressman  from  the  metro- 
politan New  York  City  area  assured  us  that 
our  visits  to  Washington  were  making  a defi- 
nite impact  on  our  congressmen. 

The  attention  of  the  House  is  called  to  the 
fact  that  the  expenses  of  the  1964  State  Medical 
Society’s  Washington  delegation  totalled  $2,684. 
This  amount  included  all  expenses  for  the  17 
physicians  sponsored  by  the  State  Medical 
Society,  as  well  as  the  three  staff  members  who 
accompanied  the  delegation.  The  total  in- 
cluded also  part  of  the  expenses  of  the  15 
physicians  sponsored  by  12  county  medical 
societies. 

Considering  the  number  of  individuals  in- 
volved, who  voluntarily  worked  hard  and  long 
in  furthering  the  interest  of  the  people  of  our 
State  and  of  the  State  Medical  Society,  the 
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money  spent  was  a good  investment  in  a worthy 
cause.  Your  committee  recommended  to  the 
Council  at  its  September,  1964,  meeting  that  a 
similar  delegation  should  be  sent  to  Washing- 
ton in  1965  and  that  the  delegation  should  be 
enlarged  to  include  more  representatives  of 
more  county  medical  societies  along  the  lines 
of  the  successful  plan  inaugurated  in  1964, 
through  which  the  county  medical  societies 
voluntarily  assumed  the  expenses  of  their  rep- 
resentatives. The  Council  approved  this  rec- 
ommendation. Your  committee  makes  the 
same  recommendation  to  this  House  and  asks  for 
its  approval. 

Medical  Care  for  the  Aged.  Your  com- 
mittee kept  a continuous,  watchful  eye  on  the 
King-Anderson  Bill  (H.R.  3920)  providing 
hospitalization  for  the  aged  under  Social 
Security  and  its  substitute  H.R.  11865  pro- 
viding only  cash  benefits  for  the  aged,  and  took 
appropriate  action  whenever  necessary. 

What  took  place  in  the  United  States  House 
of  Representatives  and  the  United  States 
Senate  in  September  of  1964  when  a bill  ex- 
tolled by  its  sponsors  as  a great  piece  of  hu- 
manitarian legislation  was  subjected  to  the  ul- 
timate in  parliamentary  maneuvering,  purely 
for  political  purposes,  was  an  object  lesson 
none  of  us  should  forget.  Your  chairman  has 
previously  stated  that  the  whole  question  of 
“medical  care  for  the  aged”  has  been  used 
as  a political  football  by  legislators  looking  more 
toward  reelection  than  toward  improving  the 
lot  of  the  needy  aged. 

What  happened  to  the  so-called  “Medicare 
Tax”  bill  in  the  88th  Congress  is  now  history. 
Suffice  it  to  say  that  medicine  at  least  gained  a 
little  more  time  in  our  fight  against  those  who 
believe  that  “government  medicine”  is  pref- 
erable to  “private  enterprise  medicine.” 

During  the  period  when  the  Administration 
was  resorting  to  these  various  tactical  ma- 
neuvers, your  committee  was  very  active  and 
took  many  steps  toward  the  prevention  of  the 
passage  of  H.R.  11865  as  amended.  The  first 
step  was  a wire  to  both  Senators  Keating  and 
Javits  prior  to  the  vote  in  the  Senate,  urging 
them  not  to  vote  for  the  combined  package  of 
medical  care  services  for  the  aged,  plus  a $7.00 
a month  increase  in  cash  benefits. 

The  second  step  was  a special  emergency 
message  sent  to  all  county  medical  societies. 
It  was  addressed  to  the  county  medical  society 
presidents,  secretaries,  legislation  chairmen, 
public  relations  chairmen,  and  “Operation 
Hometown”  chairmen,  as  well  as  executive 
secretaries.  The  message  spelled  out  a five- 
point  program  suggesting  what  each  county 
medical  society  should  do  to  prevent  enactment 
of  H.R.  11865  as  amended.  A similar  message 
was  sent  to  all  county  woman  auxiliaries,  ask- 
ing for  their  immediate  cooperation.  Finally, 
a letter  was  sent  to  every  member  of  the  House 
of  Representatives,  reminding  them  of  our 
staunch  opposition  to  any  proposal  along  the 
King-Anderson  line  and  requesting  them  to  vote 
against  H.R.  11865  as  amended  by  the  Senate, 


or  any  similar  proposition  that  might  come  out 
of  the  House-Senate  conference  committee. 
Many  congressmen  replied  and  several  in- 
dicated unusual  interest. 

In  evaluating  the  efforts  of  our  State  Society 
in  the  past  and  in  attempting  to  envision  what 
lies  ahead,  your  chairman  should  like  to  make 
a few  observations.  We  should  not  forget 
that  in  spite  of  an  intensive  campaign  on  the 
part  of  the  Administration  through  technical 
legislative  procedures  and  strong  infighting  with 
leaders  of  the  Congress,  the  deliberations  of  the 
joint  conference  of  the  Senate  and  the  House  on 
H.R.  11865,  as  amended,  ended  in  a deadlock 
with  the  result  that  the  bill  was  killed.  This 
deadlock  can  be  considered  a well-earned  victory 
for  the  medical  profession,  since  we  led  the 
fight  against  medical  care  for  the  aged  through 
the  Social  Security  system.  Our  success  in 
this  most  difficult  encounter  during  the  past 
year  should  encourage  us  to  renewed  efforts  in 
the  future. 

Our  good  fortune  in  killing  the  proposal 
known  as  H.R.  11865  as  amended,  however, 
was  short-lived.  For,  as  you  know,  the  Demo- 
cratic ticket  was  swept  into  office  in  a land- 
slide vote,  and  medical  care  for  the  aged  un- 
doubtedly will  be  a primary  objective  of  the 
Administration  during  the  89th  Congress. 

In  spite  of  all  the  rumors  that  “Medicare 
Tax”  legislation  is  bound  to  be  enacted,  we 
must  not,  however,  take  a pessimistic,  de- 
featist attitude.  We  have  faced  many  almost 
insurmountable  obstacles  in  our  long  fight,  and, 
through  determination,  hard  work,  and  an 
optimistic  attitude,  we  have  come  through  with 
almost  unbelievable  success. 

Outlook.  Although  the  immediate  outlook 
may  be  dark,  the  long-range  evaluation  of  the 
problem  is  encouraging.  Undoubtedly  the 
Administration  will  press  for  passage  for  a 
“Medicare  Tax”  law  since  it  has  an  overwhelm- 
ing majority  in  both  the  Senate  and  the  House. 
In  spite  of  these  odds,  it  is  by  no  means  a 
foregone  conclusion  that  the  Administration 
will  pass  a “Medicare  Tax”  law  during  the 
next  session  of  the  Congress.  This  observation 
is  based  on  several  factors  which  we  must  not 
overlook. 

In  the  first  place,  the  Administration  must 
strike  fast  and  hard  if  it  is  to  win.  History 
shows  that  after  a landslide  victory,  such  as 
took  place  a few  weeks  ago,  there  is  a definite 
trend  for  the  voters  to  send  to  Congress,  in  a 
congressional  election  immediately  following  a 
presidential  election,  members  of  the  minority 
party.  We,  therefore,  can  expect  that  many 
Republicans  will  be  returned  to  the  House  of 
Representatives  and  to  the  Senate  in  1966. 
You  will  recall  that  this  type  of  reaction  took 
place  during  the  Franklin  D.  Roosevelt  ad- 
ministration. 

Since  the  President  has  already  proved 
himself  to  be  a very  astute  legislative  tactician,  J 
we  can  be  sure  that  he  will  bear  this  historical 
fact  in  mind  and  will  do  his  utmost  to  enact 
his  version  of  a “Medicare  Tax”  proposal  at  the 
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earliest  possible  moment  during  the  89th  Con- 
gress. 

We  must,  therefore,  exert  every  effort  at  our 
command  to  prevent  the  enactment  of  a “Medi- 
care Tax”  bill  during  the  next  few  months. 
We  must  fight  harder  than  ever,  realizing  that, 
if  we  do  our  utmost,  we  may  have  an  ultimate 
final  victory  in  1966,  when  we  hope  more  Re- 
publicans will  be  sent  back  to  Congress. 

Another  factor  is  that  history  also  shows  that 
a president  who  wins  in  a landslide  election 
does  not  always  get  his  way  with  Congress. 
During  the  Roosevelt  administration,  on  many 
occasions,  notably  the  Supreme  Court  issue, 
the  members  of  Congress  fought  against  the 
President  even  though  they  were  members  of 
his  own  party.  We  can  be  hopeful,  therefore, 
that  many  members  of  the  Democratic  party 
will  not  necessarily  vote  for  a “Medicare  Tax” 
program  but,  through  the  efforts  of  the  medical 
profession  and  of  our  allies,  they  may  see  fit  to 
fight  for  our  side  of  the  issue. 

Another  important  item  is  the  fact  that  there 
probably  will  be  a different  type  of  “Medicare 
Tax”  bill  before  the  Congress  during  the  next 
session.  Rumors  already  are  being  circulated 
that  a bill  will  be  introduced  which  will  be 
entirely  outside  the  Social  Security  system  and 
will  provide  hospitalization  for  the  aged  through 
some  other  tax  system.  This  new  type  of  bill, 
in  addition  to  many  others  that  may  be  in- 
troduced, could  lead  to  a great  deal  of  con- 
fusion in  the  Congress  and,  therefore,  might  be 
of  great  assistance  to  us  in  our  efforts  to  fight  a 
delaying  action  until  another  Congress  more 
favorably  disposed  is  elected  by  the  people. 

In  view  of  all  of  these  reasons,  we  should 
determine  to  continue  and  enlarge  on  our  efforts 
to  prevent  passage  of  any  type  of  legislation 


which  would  provide  medical  assistance  for  the 
aged  through  the  Social  Security  system.  We 
must  also  be  wary  of  any  proposals  that  might 
be  introduced  in  the  Congress  that  may  ap- 
pear on  the  surface  to  provide  an  acceptable 
compromise  but  which  basically  may  be  detri- 
mental to  the  preservation  of  the  free  enter- 
prise system  of  medical  practice.  In  any  event, 
we  must  do  everything  in  our  power  to  make  cer- 
tain that  apathy  does  not  creep  into  the  think- 
ing of  our  members  and  that  an  attitude  of  hope 
and  optimism  prevails  in  our  continuing  all-out 
efforts  to  prevent  the  enactment  of  any  Federal 
legislation  that  would  lead  to  a national  program 
of  government-controlled  hospital  care  for  the 
aged. 
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Public  Relations 


To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Council  Committee  on 
Public  Relations  are  as  follows: 

C.  Stewart  Wallace,  M.D.,  Chairman 


Tompkins 

Erwin  J.  Boerschlein,  M.D Monroe 

John  Lee  Clowe,  M.D Schenectady 

Felix  Ottaviano,  M.D Madison 

Irving  M.  Pallin,  M.D Kings 

Samuel  Wagreich,  M.D Bronx 


General.  During  1964  the  committee  has 
been  striving  to  keep  the  membership  and  the 
public  well  informed  on  the  activities  of  the 
State  Society  and  county  societies  by  working 
closely  with  the  Division  of  Communications. 

Communications  within  our  State  Society  are 
maintained  through  the  regional  representatives, 
the  newsletter,  The  News  of  New  York,  letters, 
memoranda,  bulletins,  and  the  important 
regional  conferences.  Information  intended  to 
enlighten  and  direct  public  opinion  in  regard  to 
the  problems  of  medicine  and  health  is  dis- 
seminated through  regularly  distributed  news 
releases  to  the  press  and  to  the  electronic  news 
media,  radio  and  television.  In  addition,  in- 
formation is  directed  to  the  public  through 
public  appearances  of  members  of  our  Society 
and  their  participation  on  radio  and  television 
broadcasts. 

Meetings.  During  1964  your  Public  Rela- 
tions Committee  held  two  regular  meetings, 
and  three  meetings  for  the  planning  of  the  Con- 
gress on  Quackery.  In  addition,  your  chairman 
met  three  times  with  the  staff  of  the  Communi- 
cations Division  and  attended  an  informative 
A.M.A.  Public  Relations  Institute  in  Chicago  on 
August  20  and  21.  At  our  April  8 meeting, 
John  Sullivan  and  Walter  Zackrison,  new 
regional  representatives,  were  introduced  to 
the  committee.  (Mr.  Sullivan  resigned  as  re- 
gional representative  in  District  Branches  1, 
2 and  9 in  October  after  an  extended  leave  of 
absence  for  reasons  of  health.  His  replacement 
is  expected  about  the  first  of  the  new  year.) 

Louis  Savastano,  news  media  coordinator  and 
editor  of  the  newsletter,  was  also  introduced. 
Under  Mr.  Savastano’s  direction  are  activities 
involved  with  radio,  television,  and  the  press. 
In  addition  he  writes  speeches  for  various  of- 
ficers of  the  Society,  maintains  the  services  of 
our  speakers  bureau  and  produces  all  news 
releases  which  emanate  from  the  New  York 
office.  Also  on  April  8 the  committee  con- 
sidered and  approved  the  plans  for  public 
relations  activity  as  presented  by  Guy  Beau- 
mont, director.  James  Hickox,  director  of  pro- 
gram services  of  the  A.M.A.,  attended  our 
meeting  and  described  in  detail  the  operations 
and  services  provided  to  state  societies  by 
the  Communications  Division  of  the  A.M.A. 
It  was  announced  at  this  meeting  that  Mr. 
Beaumont  had  received  the  honor  of  being 


appointed  to  the  National  Advisory  Committee 
to  the  A.M.A.  Communications  Division. 

At  the  July  29  meeting  the  committee  ap- 
proved a program  for  the  distribution  of  a 
P.R.  kit  to  all  new  county  society  public  rela- 
tions chairmen.  This  kit,  developed  by  the 
Communications  Division,  consists  of  a public 
relations  manual,  a guide  to  services  available 
to  county  societies,  and  the  A.M.A.  publica- 
tion, “PR  Doctor.”  This  material  is  being 
systematically  presented  and  explained  to  each 
newly-appointed  public  relations  chairman  by 
the  regional  representative.  County  public  re- 
lations chairmen  are  urged  to  implement  the 
program  material  in  these  manuals  to  the  bene- 
fit of  their  societies. 

Irving  M.  Pallin,  M.D.,  adviser  to  the  New 
York  Medical  Assistants  Association,  described 
the  progress  of  this  organization  and  their  assist- 
ance to  the  State  Society.  The  year  1964  will 
see  six  new  M.A.A.  chapters  formed  with  the 
assistance  of  the  regional  representatives. 

It  was  agreed  at  this  meeting  that  a central 
information  center  within  the  Communications 
Division  would  be  an  asset  and  a plan  is  being 
formulated  for  the  consideration  of  the  com- 
mittee. The  printing  of  a guide  for  physicians 
and  pharmacists  was  approved  subject  to  the 
agreement  of  the  Pharmaceutical  Society  to 
share  the  cost.  The  out-of-print  handbook 
for  State  Society  members,  “You  and  Your 
Medical  Society,”  was  recommended  for  re- 
writing and  printing  in  1965.  The  TV  project, 
“Doctors  at  Work,”  was  discussed  in  detail. 

Field  Service.  The  field  service  to  the 
county  medical  societies,  although  hampered 
by  the  loss  of  a regional  representative  in  the 
metropolitan  New  York  area,  has  been  consist- 
ently increasing  its  effectiveness  during  1964. 
The  service  rendered  the  county  societies  by  our 
regional  representatives  has  been  productive  of 
many  letters  of  thanks  and  commendation  from 
the  field.  Assistance  with  the  planning  of 
county  society,  district  branch,  and  medical 
assistants  meetings  and  projects  has  been  pro- 
vided. In  addition,  the  field  service  provides 
one  of  the  most  vital  avenues  of  communica- 
tions between  the  constituent  societies  and  the 
State  Society.  Literally  hundreds  of  individual 
services  to  individual  members,  officers,  and 
societies  were  performed  by  each  regional  rep- 
resentative during  1964.  Month  by  month,  as 
the  purpose  and  scope  of  this  service  is  better 
understood  by  more  members,  their  services  are 
sought  more  frequently  and  their  value  to  our 
Society  is  more  appreciated. 

Regional  Conferences.  Five  very  success- 
ful regional  conferences  were  conducted  by  the 
Public  Relations  Committee  in  1964.  These 
were  held  in  Albany,  Batavia,  Saranac  Lake, 
Syracuse,  and,  for  the  metropolitan  New  York 
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area,  at  the  Medical  Society  of  the  County  of 
Westchester  in  Purchase.  These  conferences 
bring  together  representatives  of  all  county 
medical  societies  for  open-forum  discussion  of 
mutual  plans  and  problems.  They  have  been 
constantly  increasing  in  effectiveness.  They 
have  been  well  received  by  the  county  societies 
and  have  received  the  compliments  of  some  of 
our  officers  and  delegates  who  have  attended. 

Newsletter.  Our  newsletter,  The  News  of 
New  York,  continues  to  improve  in  content  and 
format.  The  revamping  of  this  monthly  publi- 
cation in  1964  has  brought  many  favorable 
comments.  The  broadened  scope  of  State 
Society  news  coverage,  the  new  departments 
regularly  supporting  several  departments  of  the 
State  Society,  the  Woman’s  Auxiliary,  and  the 
Medical  Assistants  Association,  assure  that 
this  important  means  of  communication  re- 
ceives the  greatest  possible  physician  attention. 
Present  circulation  is  38,000  including  every 
licensed  physician  of  New  York  State.  The  one 
and  a half  pages  of  space  sold  in  1963  to  a 
pharmaceutical  manufacturer  provided  $40,000 
in  1964  to  support  this  publication.  The  agree- 
ment has  been  renewed  at  the  same  rate  for 
1965. 

TV  Program  Project.  The  television  pro- 
gram project,  “Doctors  at  Work,”  made  possible 
through  a grant  of  $16,000,  commenced  in 
September  and  has  been  enthusiastically  ac- 
cepted and  implemented  by  the  county  societies. 
This  series  of  52  weekly  television  programs  is 
scheduled  in  eight  television  markets  blanket- 
ing New  York  State  and  large  parts  of  Canada, 
Massachusetts,  Connecticut,  Vermont,  Penn- 
sylvania, and  New  Jersey.  It  offers  over  1,200 
New  York  physicians  from  all  county  societies 
an  opportunity  to  present  useful  medical  and 
public  health  information  and  advice  to  the 
viewing  public.  The  project  has  been  credited 
with  bringing  before  the  public  more  individual 
physicians  representing  modem,  organized  med- 
icine than  any  other  single  project  produced 
by  any  single  state  medical  society. 

Newspaper  Series.  The  popular  “Dr. 
Quiddity”  newspaper  series  has  been  used 
regularly  by  approximately  289  New  York 
State  newspapers.  While  this  project  carried 
important  public  health  information  to  the 
people  of  our  State,  it  is  in  addition  designed 
to  establish  a closer  rapport  between  our  State 
Society  and  our  county  society  representatives 
and  the  editors  of  the  newspapers  of  New  York 
State. 

A.M.A.  National  Educational  Program. 

On  September  19,  the  State  Society  approved 
our  cooperation  with  the  A.M.A.  in  a national 
education  program  on  the  health  care  for  the 
aged  issue.  Realizing  that  many  of  our  county 
societies  are  not  staffed  or  organized  to  the  ex- 
tent that  they  could  quickly  or  effectively  im- 
plement this  program,  and  because  the  sub- 
ject has  divisive  tendencies  in  New  York  State, 


it  was  decided  that  this  program  would  be  im- 
plemented at  the  State  Society  level. 

To  avoid  confusion  on  the  part  of  New  York 
physicians  and  county  societies  we  sent  a letter 
to  each  member  advising  him  of  the  deviation 
by  the  Medical  Society  of  the  State  of  New  York 
from  the  national  A.M.A.  program  about  which 
they  had  received  information.  Our  physicians 
also  received  from  us  a pamphlet  providing 
them  with  the  answers  to  the  questions  which 
they  would  be  asked  most  frequently  by  their 
patients  regarding  the  Kerr-Mills  program  in 
New  York,  the  M.A.A.  medical  care  program, 
and  the  principal  reasons  for  medicine’s  opposi- 
tion to  the  so-called  “Medicare  Tax”  program. 

The  A.M.A.  placed  full-page  advertisements 
in  Time,  Newsweek,  U.S.  News  and  World 
Report.  In  addition,  A.M.A.  placed  national 
advertising  in  the  Wall  Street  Journal,  Christian 
Science  Monitor,  Today’s  Health,  and  in  TV 
Guide  to  promote  a thirty-minute  network 
TV  program.  Thirty-second  radio  spots  were 
placed  on  25  clear  channel  radio  stations  and 
TV  spots  were  placed  on  TV  stations  across 
the  nation.  All  of  the  above  was  a national 
program  signed  by  the  A.M.A. 

We  received  an  allocation  of  approximately 
$53,000  from  the  A.M.A.  to  support  the  pro- 
gram in  New  York  State.  Advertisements 
were  placed  in  245  weekly  and  daily  newspapers 
stating,  in  effect,  that  health  care  is  available 
in  New  York  to  people  over  sixty-five  years  of 
age  who  cannot  afford  to  pay  for  their  medical 
care.  The  advertisement  suggested,  “For  in- 
formation on  the  health  assistance  programs  in 
New  York  State  write  the  Medical  Society  of 
the  State  of  New  York.” 

The  Communications  Division  received  in 
response  to  these  advertisements  approximately 
20,000  letters  requesting  a pamphlet  which  was 
produced  by  the  Communications  Division  for 
this  purpose.  There  were,  in  addition,  hun- 
dreds of  telephone  calls  and  many  visitors  to 
the  State  Society  office  requesting  assistance 
and  information.  While  our  program  to  in- 
form the  people  of  New  York  State  of  the 
benefits  available  under  the  Metcalf-McCloskey 
Act  received  some  criticism  from  the  New  York 
City  Department  of  Social  Welfare,  it  was  very 
successful  in  its  basic  purpose  of  advising  the 
people  of  New  York  of  this  program  of  medical 
assistance  for  the  medically  indigent  aged. 

Slide  Film  Presentations.  Although  fre- 
quently delayed,  good  progress  is  now  being 
made  on  the  production  of  a slide-film  presenta- 
tion for  use  at  county  society  meetings  and  hos- 
pital staff  meetings  to  explain  the  benefits  of 
Society  membership  and  the  organization  and 
function  of  our  State  Society.  This  program 
material  will  be  made  available  through  the 
regional  representatives  during  1965. 

State  Speakers  Bureau.  The  revitalization 
of  our  Speakers  Bureau  to  provide  qualified 
speakers  for  Society  meetings  and  public  ap- 
pearances continues.  At  present  a file  of  over 
500  speakers  qualified  to  speak  on  many  tech- 
nical and  nontechnical  subjects  is  maintained. 
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During  1965  there  will  be  renewed  effort  to 
secure  speaking  engagements  for  the  physicians 
who  participate  in  this  program. 

New  Pamphlet.  In  December  a new  pam- 
phlet, a “code  of  understanding”  for  pharmacists 
and  doctors  of  medicine,  was  printed.  This 
pamphlet,  produced  in  cooperation  wdth  the 
Pharmaceutical  Society  of  the  State  of  New 
York,  will  be  made  available  in  1965  to  all 
pharmacists  and  physicians  in  New  York 
State.  It  is  hoped  that  this  pamphlet,  out- 
lining the  obligations  of  the  pharmacist  and  the 
obligations  of  the  doctor  of  medicine,  will  bring 
about  mutual  understanding  and  sincere  effort 
on  the  part  of  both  professions  to  cooperate  in 
bringing  the  finest  of  health  care  to  the  people 
of  the  State  of  New  York. 

Miscellaneous.  Services  to  the  media,  in- 
cluding physician  interviews  and  assistance  in 
the  writings  of  medical  articles,  radio  and  tele- 
vision scripts  and  manuals,  were  offered  as 
usual.  Physicians  were  placed  on  over  136  indi- 
vidual radio  and  television  programs,  exclusive 
of  the  “Doctors  at  Work”  program.  “Safe- 
guard Your  Health”  news  releases  continue 
to  be  distributed  to  140  radio  stations,  15 
television  stations,  and  394  newspapers  in  the 
State.  Special  releases  as  needed  were  sent  to 
the  press  regarding  district  branch  meetings, 
officers  elected,  Society  functions,  and  so  forth. 
Advance  publicity  for  the  1964  annual  meeting 
included  releases  to  the  newspapers  and  radio 
and  television  stations  throughout  the  State. 
Scrolls,  president’s  citations,  and  fifty-year 
doctor  certificates  were  processed  for  presenta- 
tion at  the  convention. 

The  press  room  in  the  convention  hotel  was 
maintained  during  the  meeting.  It  was  used 
to  capacity  by  members  of  the  press,  radio,  and 
television.  Daily  news  coverage  was  given  to 
the  annual  meeting  by  the  New  York  Times , 
Herald  Tribune,  Associated  Press,  Post,  Daily 
News,  World  Telegram  and  Sun,  Journal  Amer- 
ican, Wall  Street  Journal,  Long  Island  Press, 
Newsday,  as  well  as  11  radio  and  television 
stations.  Science  writers  from  many  local 
and  national  publications  covered  the  sci- 
entific meeting,  and  interviews  wdth  many 
individual  participants  and  eight  scientific 
groups  were  arranged.  Photo  coverage  was 
arranged  for  all  events  and  for  certificate  and 
scroll  presentations.  In  all,  486  news  items 
appeared  in  the  New  York  press  before  and 
during  the  convention.  Community  Health 
Week  in  August  of  1964,  sponsored  jointly  with 
the  State  Department  of  Health,  was  announced 
by  a proclamation  issued  by  the  Governor. 

1965  Public  Relations  Program.  In  1965 
the  Public  Relations  Committee  will  produce  a 
series  of  public  health  messages  which  will  ap- 


pear on  approximately  200  30-sheet  outdoor  bill- 
boards throughout  New  York  State.  Outdoor 
advertising  firms  will  donate  the  space.  Various 
voluntary  health  organizations  wdll  cooperate  to 
defray  the  cost  of  this  program  which  will  bring 
credit  to  the  county  medical  society  of  each 
county  in  which  the  billboards  appear. 

During  1964  your  chairman  served  as  a mem- 
ber of  the  Commission  on  Public  and  Profes- 
sional Affairs.  The  purpose  and  function  of  the 
Commission  is  to  coordinate  matters  of  public 
affairs,  legislation,  public  relations,  and  com- 
munications. In  1964  the  Communications  Di- 
vision was  able  to  render  timely  and  effective 
service  in  State  Society  matters  because  of  this 
close  relationship. 

Acknowledgments.  Your  chairman  would 
like  to  commend  Guy  D.  Beaumont,  director  of 
the  Division  of  Communications,  for  organizing 
and  directing  the  activities  of  a most  effective 
team  of  associates.  On  many  occasions  they 
have  all  given  service  “above  and  beyond  the 
call  of  duty”  in  order  to  achieve  the  committee’s 
goal.  I would  like  to  commend  the  efforts  of 
Martin  J.  Tracey  in  setting  up  a program  for 
legislation  activities  and  the  legislation  informa- 
tion bureau  which  should  improve  legislation 
activities  for  1965.  I should  like  also  to  com- 
mend the  efforts  of  Harry  Dexter  and  Walter 
Zackrison,  field  representatives,  who  gave  much 
time  and  traveled  many  miles  in  order  to  re- 
establish communication  between  the  State 
Society  and  the  local  county  societies,  and  also 
in  arranging  the  many  details  in  connection 
with  the  television  program,  “Doctors  at  Work.” 
Louis  Savastano,  editor  of  The  News  of  New 
York,  is  to  be  commended  for  a splendid  job  of 
revamping  the  newsletter  into  an  effective  organ 
of  communication.  Miss  Dorothy  Smith,  Miss 
Elizabeth  Hirsch,  and  Miss  Victoria  Quinones 
have  served  as  a most  efficient  secretarial  and 
clerical  unit  and  have,  on  may  occasions,  been 
willing  to  come  up  with  an  extra  effort  in  order 
to  meet  unplanned-for  communications  dead- 
lines. 

I should  like  also  to  thank  the  members  of 
the  Public  Relations  Committee  for  their  will- 
ing cooperation  and  counsel.  They  have  served 
many  hours  and  have  traveled  many  miles  on 
behalf  of  the  Society. 

Conclusion.  Throughout  the  year  your 
committee  will  continue  to  try  to  assist  the 
county  medical  societies  with  their  own  public 
relations  programs  and  will  make  every  effort  to 
improve  communication  between  State  Society 
headquarters,  the  county  societies,  and  indi- 
vidual members.  We  invite  suggestions  for 
opportunities  for  service  and  additional  good 
public  relations  programs. 

Respectfully  submitted, 

C.  Stewart  Wallace,  M.D.,  Chairman 
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1965  HOUSE  OF  DELEGATES 


Legal  Matters 


Malpractice  Insurance  and  Defense 


To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Malpractice  Insurance 
and  Defense  Board  are  as  follows: 

Raymond  S.  McKeeby,  M.D.,  Chairman.  . . . 

Broome 

Thomas  M.  d’ Angelo,  M.D.,  Vice-Chairman. 


Queens 

John  J.  Della  Porta,  M.D Monroe 

David  Kershner,  M.D Kings 

A.  L.  Loomis  Bell,  M.D Kings 

George  H.  Shields,  M.D Oneida 

Norton  S.  Brown,  M.D New  York 


Samuel  Z.  Freedman,  M.D.,  ex  officio 

New  York 

Walter  T.  Heldmann,  M.D.,  ex  officio 

Richmond 

William  F.  Martin,  counsel,  ex  officio 

New  York 

James  M.  Arnold,  indemnity  representative, 
ex  officio New  York 

During  the  period  covered  by  this  report 
(November,  1963,  through  October,  1964),  the 
Board  held  nine  regular  meetings.  Routine 
activities  included  the  examination  of  new  and 
closed  malpractice  cases,  action  on  applications 
for  special  coverage,  and  decisions  related  to  the 
appropriate  classification  of  individual  practices. 

The  Board  interviewed  24  members  concern- 
ing their  loss  records  and  acted  on  50  applica- 
tions for  insurance. 

Rates  and  Classification.  As  a result  of 
improvements  shown  in  the  actuarial  survey  of 
our  loss  experience  as  of  December  31,  1963,  an 
over-all  rate  decrease  was  indicated  for  the  year 
commencing  September  1,  1964.  This  made  it 
possible  for  the  Board  to  allocate  rate  reductions 
to  most  of  the  specialties  and  types  of  practice  in 
proportion  to  their  varying  loss  records  and  to 
increase  basic  rates  for  a few  surgical  specialties 
without  substantially  raising  the  premiums  of 
individual  insureds. 

On  recommendation  of  the  Board,  the 
Council  approved  revisions  in  rates  and  clas- 
sification as  follows: 

1.  An  increase  of  7 per  cent  in  the  basic 
rate  for  orthopedists,  neurosurgeons,  and  oto- 
laryngologists doing  cosmetic  plastic  surgery; 

2.  A reduction  of  from  2.5  to  10  per  cent  in 
the  basic  rates  for  other  specialists  and  general 
practitioners; 

3.  A revision  of  the  basis  for  classifying 
dermatologists; 

4.  A decrease  from  $60  to  $50  in  the  basic 
rate  for  electroshock  therapy; 


5.  A reduction  in  premiums  for  the  higher 
($100,000/$300,000  and  up)  limits  of  coverage. 

Because  of  the  publicity  given  to  an  increasing 
number  of  high  verdicts  and  settlements  in 
personal  injury  cases  and  because  of  the  in- 
flated demands  made  in  malpractice  suits,  more 
and  more  physicians  have  been  asking  for 
limits  of  up  to  one  million  dollars.  Several 
companies  have  been  offering  “catastrophe” 
liability  policies  giving  insurance  of  one  million 
over  and  above  required  primary  limits  of 
$100,00Q/$300,000.  To  satisfy  this  demand, 
our  insurance  carrier  has  made  available  limits 
of  up  to  $1,000,000/$1,500,000  of  professional 
liability  coverage. 

Rates  for  these  high  limits  are  at  present 
very  low  in  relation  to  the  risk  involved.  To 
date,  they  have  been  largely  theoretical,  since 
no  loss  of  more  than  $100,000  has  as  yet  been 
assessed  against  any  one  physician  insured  in 
the  State  Society  program.  Whether  this 
situation  will  continue  and  whether  the  present 
rate  schedule  for  these  higher  limits  can  be 
maintained  will  depend  entirely  on  our  future 
loss  experience. 

Program  Participation.  It  is  estimated 
that  by  the  end  of  this  year  some  17,000  mem- 
bers will  be  insured  in  the  State  Society  pro- 
gram. This  represents  a small  but  satisfactory 
increase  as  we  approach  the  maximum  number 
of  members  who  require  this  protection  and 
desire  to  participate  in  the  program.  Marked 
fluctuations  in  total  numbers  or  within  the 
different  specialties  and  types  of  practice  are 
undesirable,  not  only  because  of  their  effect  on 
the  stability  of  the  program  but  also  because  of 
the  delayed  effect  on  the  program’s  experience. 

N.A.R.I.  Program.  Recently  the  National 
Association  of  Residents  and  Interns  arranged 
with  Employers  Mutuals  to  insure  their 
members  on  a national  basis,  with  conversion 
privileges  when  they  enter  private  practice. 
This  is  of  interest  to  our  insured  members 
who  work  with  resident  physicians  in  New  York 
State  hospitals  or  who  sometimes  employ 
licensed  residents  to  assist  them  or  to  cover 
their  practices  during  a vacation  period. 

Insurance  with  Employers  Mutuals  will  help 
avoid  conflicts  of  interest  should  residents  be 
named  as  codefendants  in  a malpractice  action 
against  physicians  insured  in  the  State  Society 
program  and  will  constitute  compliance  with  the 
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policy  provision  requiring  that  employed  phy- 
sicians be  insured  by  our  insurance  carrier  if  the 
employing  physician  is  to  be  protected  for  their 
acts. 

Full-Time  Federal  Government  Em- 
ployes. The  National  Bureau  of  Casualty 
Underwriters  has  revised  its  rate  schedule  for 
physicians  who  are  employed  full  time  by 
the  Federal  government,  giving  them  a 25 
per  cent  reduction  on  the  premium  they  would 
otherwise  be  charged.  Although  only  a small 
percentage  of  such  physicians  are  members  of 
the  State  Society  and  thus  eligible  for  insurance 
under  the  Society’s  program,  the  Board  believes 
that  a similar  reduction  in  our  rates  would  be 
in  order.  It  is  recommended,  therefore,  that 
our  insurance  carrier  be  requested  to  file  reduced 
rates,  effective  September  1,  1965,  for  insured 
members  who  are  full-time  employes  of  the 
Federal  government. 


County  Advisory  Committees.  The  Board 
again  wishes  to  express  its  appreciation  of  the 
fine  work  done  by  many  malpractice  advisory 
committees  throughout  the  State.  To  assist 
these  committees,  the  office  of  the  Indemnity 
Representative  has  prepared  a handbook  for  the 
use  of  committee  chairmen  and  members. 

Conclusion.  The  success  of  a program  of 
insurance  that  so  intimately  affects  the  pro- 
fessional and  financial  interests  of  the  insured 
depends  largely  on  the  services  afforded  by 
claim  and  legal  personnel.  The  thanks  of  the 
Society  are  due  to  William  F.  Martin,  Esq.,  and 
his  staff,  to  the  claim  representatives  of  Employ- 
ers Mutuals,  and  to  the  officials  of  the  Company, 
who  have  continued  to  be  receptive  to  the 
needs  of  the  Society  for  adequate  and  liberal 
coverage. 

Respectfully  submitted, 

Raymond  S.  McKeeby,  M.D.,  Chairman 


Judicial  Council 


To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Judicial  Council  are  as 
follows: 

Gerald  D.  Dorman,  M.D.,  Chairman 

New  York 


James  Greenough,  M.D Otsego 

John  F.  Kelley,  M.D.  Oneida 

Edward  T.  Wentworth,  M.D Monroe 

A.  W.  Martin  Marino,  M.D Kings 


In  accordance  with  the  requirements  of  Sec- 
tion 1,  Chapter  VI  of  the  Bylaws,  the  Judicial 
Council  held  an  organizational  meeting  on  Febru- 
ary 13,  1964,  immediately  at  the  close  of  the 
Annual  Meeting  of  the  Society  in  New  York 


City.  Gerald  D.  Dorman,  M.D.,  was  elected 
chairman. 

Walter  T.  Heldmann,  M.D.,  secretary;  Wil- 
liam F.  Martin,  Esq.,  legal  counsel,  and  J. 
Richard  Bums,  Esq.,  assistant  executive  vice- 
president,  also  attended  the  meeting. 

Your  chairman,  on  behalf  of  the  Judicial 
Council,  is  pleased  to  report  that  no  appeals 
have  been  received  by  it  up  to  the  time  of  the 
preparation  of  this  report  in  mid-November,  and 
that,  therefore,  no  additional  meetings  have 
been  called  or  held. 

Respectfully  submitted, 

Gerald  D.  Dorman,  M.D.,  Chairman 


Bar  Association,  Joint  Committee  with 


To  the  House  of  Delegates,  Gentlemen: 

The  Joint  Committee  of  the  Medical  Society 
of  the  State  of  New  York  and  the  New  York 
State  Bar  Association  consists  of  the  following: 
Medical  Society  of  the  State  of 
New  York 

Milton  Helpern,  M.D.,  Chairman  . New  York 

Samuel  Sanes,  M.D Erie 

John  F.  Kelley,  M.D Oneida 

New  York  State  Bar  Association 

William  F.  Martin,  Esq.,  Chairman 

New  York 

R.  Newell  Lusby,  Esq New  York 

Franklin  R.  Brown,  Esq Erie 


No  business  has  been  referred  to  the  joint 
committee  this  year  (to  November,  1964),  and 
consequently  it  has  seemed  unnecessary  to  go 
to  the  expense  of  holding  a meeting.  The  two 
cochairmen  have  been  in  touch  with  each  other, 
and  each  has  kept  in  touch  with  the  members  of 
his  subgroup. 

Should  any  matters  come  up  before  February 
15,  1965,  which  this  committee  ought  to  con- 
sider, they  will  be  made  the  subject  of  a supple- 
mentary report. 

Respectfully  submitted, 

Milton  Helpern,  M.D.,  Chairman 
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Legal  Counsel 


To  the  House  of  Delegates,  Gentlemen: 

This  is  my  twenty-second  annual  report  as 
counsel  to  the  Medical  Society  of  the  State  of 
New  York.  As  you  know,  I was  associated  with 
my  predecessors,  Lloyd  Paul  Stryker  and  Lorenz 
J.  Brosnan,  since  the  spring  of  1928. 

Robert  J.  Bell,  the  attorney  for  the  Society, 
has  been,  except  for  his  service  as  a Naval  officer 
during  World  War  II,  with  me  for  thirty-four 
years. 

Harold  Shapero  had  been  employed  by  Mr. 
Stryker  for  a year  when  I first  came  to  the  office, 
and  then  when  Mr.  Stryker  resigned  as  counsel, 
he  went  with  him  for  over  twenty  years  and  ten 
years  ago  came  back  to  this  office. 

John  J.  DeLuca  has  been  with  us  for  twenty- 
three  years. 

William  C.  Richardson,  after  long  experience 
in  the  management  of  claims  for  an  insurance 
company,  has  now  been  with  us  for  fifteen  years. 

Donald  J.  Fager  is  in  his  ninth  year  of  service. 

Anthony  L.  Schiavetti,  Miles  F.  McDonald, 
Jr.,  and  Benjamin  Ira  Gertz  continue  as  mem- 
bers of  our  staff.  A recent  addition  is  Daniel 
Boone,  Jr.,  a graduate  of  Columbia  College  and 
Fordham  Law  School.  While  attending  law 
school  he  was  on  the  staff  of  United  States 
District  Court  Judge  Edward  C.  McLean.  He 
has  passed  the  bar  examination  and  is  awaiting 
admission. 

I cannot  think  of  any  year  in  which  we  have 
tried  more  cases,  and  many  of  them  were  long. 
Mr.  Bell  tried  to  a successful  conclusion  a case 
in  the  Supreme  Court  of  Oneida  County  and 
another  one  in  the  United  States  District  Court 
for  the  Southern  District,  each  of  which  lasted 
nearly  a month.  I defended  one  in  the  United 
States  District  Court  for  the  Western  District  of 
New  York  that  took  over  three  weeks,  and  I had 
several  lengthy  ones  in  Nassau,  New  York, 
Erie,  and  Schenectady  Counties,  among  others. 
Mr.  Shapero  tried  a case  for  the  best  part  of  a 
month  in  the  Supreme  Court,  New  York 
County,  and  has  tried  at  least  five  others  that 
took  in  the  neighborhood  of  two  weeks  each. 

Mr.  Richardson  has  had  several  lengthy 
trials  in  Queens,  Nassau,  and  Suffolk  Counties. 
The  last  three  trials  that  Mr.  Fager  participated 
in  were  in  Essex  County,  Ulster  County,  and 
Onondaga  County.  Mr.  McDonald  and  Mr. 
Schiavetti  have  each  tried  a number  of  cases. 

Mr.  DeLuca  as  well  as  all  the  other  lawyers  in 
the  office  have  handled  appeals  and  the  scores 
of  examinations  before  trial  and  pretrial  hear- 
ings that  are  constantly  going  on. 

The  volume  of  our  work  has  increased  greatly. 
Some  idea  of  the  number  of  cases  can  be  ob- 
tained from  the  report  of  the  Malpractice 
Insurance  and  Defense  Board. 

Early  this  fall  we  opened  a new  office  at  847 
James  Street,  Syracuse,  New  York.  Mr. 
Donald  J.  Fager  is  the  resident  associate  at  that 
office,  and  has  moved  his  family  to  DeWitt,  New 
York.  This  has  been  a considerable  under- 


taking, but  it  is  working  out  very  satisfactorily. 
The  office  has  been  a great  convenience  and 
allows  us  to  arrange  conferences  with  upstate 
doctors  on  a more  flexible  schedule.  Mr.  Bell 
and  myself  continue  to  participate  in  the  prep- 
aration and  trial  of  the  upstate  cases. 

Since  my  last  report  I have  addressed  the 
following  groups  and  organizations:  the  Medi- 
cal Society  of  the  County  of  Erie;  New  York 
University,  Division  of  General  Education  and 
Extension  Services;  Greater  New  York  As- 
sociation of  Industrial  Nurses;  Central  New 
York  Regional  Hospital  Council,  Inc.;  the 
incoming  interns  at  New  Rochelle  Hospital; 
the  Section  of  Anesthesiology  of  the  Nassau 
Academy  of  Medicine;  the  Four  County  Mal- 
practice Committee;  the  Westchester  County 
Medical  Society;  the  Association  of  Operating 
Room  Nurses  of  Westchester  County;  the 
Plastic  Surgery  Service  at  Montefiore  Hospital; 
the  Obstetrical  Nurses  Symposium  sponsored 
by  the  American  College  of  Obstetricians  and 
Gynecologists;  a panel  meeting  of  the  Adelphi 
Hospital  Medical  Staff,  “Iatrogenic  Diseases 
with  Special  Reference  to  Medicolegal  Aspects,” 
and  the  American  Academy  of  Plastic  Surgeons. 

Malpractice.  I was  reading  a rather  alarm- 
ing statistic  in  Medical  Economics  which  prog- 
nosticated, based  on  a study  of  jury  verdicts  in 
malpractice  cases,  that  in  another  few  years  the 
average  recovery  will  be  in  the  neighborhood  of 
$50,000.  This  does  not  agree  with  our  ex- 
perience, but  there  are  forebodings  in  this 
period  of  inflated  values  which  are  not  too 
comfortable  to  contemplate.  Perhaps  this 
figure  was  weighted  a little  by  two  recent 
verdicts.  One  verdict  was  against  the  United 
States  Government  for  $725,000,  based  on  an 
injection  of  a foreign  substance  into  the  maxil- 
lary sinuses  which  allegedly  produced  terrific 
damage  and  necessitated  much  mutilating 
surgery.  The  other  verdict  was  in  San  Diego, 
California,  for  $700,000,  which  was  recently  set 
aside  by  the  trial  judge,  but  has  been  appealed. 
(See  Medical  World  News,  November  6,  1964, 
issue.) 

Recently,  in  a case  in  a suburban  community, 
where  there  was  proof  that  the  recovery  room 
was  understaffed  in  the  early  afternoon  hours, 
at  a time  when  a young  child  was  brought  in 
following  a tonsillectomy  and  adenoidectomy, 
only  to  go  into  cardiac  arrest  that  was  not 
promptly  observed,  a settlement  resulted  in  the 
sum  of  $300,000  for  the  severely  brain-damaged 
child.  This  was  the  very  least  amount  that  the 
judge  would  approve  after  the  trial  had  been  in 
progress  for  more  than  a week.  Most  of  this 
settlement  was  paid  by  the  hospital’s  insurance 
carrier,  but  something  was  paid  on  behalf  of  the 
surgeon  and  the  anesthesiologist  by  two  other 
companies.  The  attorney  for  the  hospital,  in  an 
effort  to  secure  company  for  its  misery,  was 
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centering  his  fire  on  the  anesthesiologist  and  to 
some  extent  the  surgeon.  This  was  a most  un- 
fortunate situation  involving  a really  fine  hospi- 
tal and  two  excellent  doctors.  They  were  ex- 
posed to  a lot  of  unfortunate  publicity  which 
contained  a number  of  unjust  comments  about 
the  case.  As  an  example,  a leading  pediatrician 
had  been  named  as  a defendant,  and  the  case 
was  dismissed  as  to  him,  but  one  of  the  local 
papers  characterized  this  as  showing  that  the 
doctors  who  settled  were  negligent  and  the 
pediatrician  was  not.  The  very  purpose  of  a 
settlement  is  to  avoid  a finding  on  the  issue  of 
liability.  In  the  articles  written  about  the  case, 
there  was  mentioned  a record  verdict  of  $1,100,- 
000  in  a negligence  case  which  eventually  was 
settled  for  $625,000. 

Certainly,  all  I have  said  is  a warning  that 
doctors  should  be  adequately  insured  to  protect 
their  temporal  assets.  The  mention  of  adequate 
insurance  brings  to  mind  the  plight  of  an  elderly 
widowed  friend  of  mine  who,  after  her  husband’s 
death,  cut  the  amount  of  her  automobile  in- 
surance policy  to  a total  of  $40,000  coverage. 
She  was  then  faced  with  settlements  and 
verdicts  for  nearly  $200,000,  and  she,  herself, 
had  sustained  serious  personal  injuries.  Even- 
tually, with  the  aid  of  counsel,  she  was  able  to 
settle  on  a basis  which  sacrificed  her  home,  but 
she  preserved  what  other  assets  she  had. 

One  of  the  most  interesting  cases  that  we  have 
ever  had  involved  a situation  where  a doctor  in 
another  state  was  sued  for  doing  a curettage 
without  performing  a pregnancy  test  on  a mul- 
tiparous married  woman.  The  pathology  report 
showed  placental  tissue.  She  showed  up  at  a 
large  hospital  in  New  York  City,  and  when  the 
doctor  who  took  charge  of  her  case  called  the 
first  doctor  and  learned  of  the  dilation  and 
curettage  and  the  finding  of  placental  tissue,  he 
did  another  dilation  and  curettage  only  to  find 
that  the  woman  was  in  the  second  trimester  of 
pregnancy.  The  fetus  was  pushed  into  the 
abdomen,  and  a loop  of  bowel  was  brought  down 
by  the  curette.  An  anastomosis  was  done  by  a 
general  surgeon  immediately  and  there  was  a 
long  convalescence.  The  charge  in  the  litiga- 
tion in  each  state  was  that  the  woman  was 
operated  on  without  an  adequate  preliminary 
examination.  The  first  case  was  settled  for 
$7,500,  and  the  New  York  case  was  settled  for 
$60,000. 

When  I mention  that  some  of  the  cases  are 
settled,  and  indeed  a considerable  number  of 
them  are,  I want  it  to  be  known  that  there  must 
be  a meeting  of  the  minds  of  all  concerned.  The 
doctor  may  wish  us  to  consult  experts  of  his  own 
selection,  and  we  may  seek  a consultation  of  our 
own,  doing  all  we  can  to  respect  the  privacy  of 
our  client.  The  insurance  company  puts  a lot  of 
thought  and  investigation  into  these  cases.  It 
must  be  the  mutual  decision  of  the  doctor,  the 
company,  and  ourselves  as  to  whether  we  settle 
or  go  through  to  verdict.  It  ill  behooves  a doc- 
tor to  say  afterwards  that  he  was  coerced  into  a 
settlement.  The  point  I wish  to  make  is  that 
some  cases  should  be  settled  for  the  best  in- 
terests of  all  concerned. 


A few  recent  situations  illustrate  the  above. 
In  the  first  case  a large  gauze  and  ring  was  left 
in  a patient  during  a cesarean  section.  It  de- 
veloped that  the  nurse  making  the  count  became 
ill,  and  no  adequate  method  was  arranged  to  re- 
place her  at  the  table  although  other  nurses  were 
available.  Both  the  surgeon  and  the  hospital 
contributed  to  the  settlement.  In  another  hos- 
pital a doctor  meant  to  remove  an  ovarian 
tumor  but  mistakenly  removed  the  bladder. 
Last,  a doctor  in  a rural  community  who  does 
considerable  surgery  had  a patient  brought  to 
him  by  a relative  and  a taxicab  driver.  The 
patient  collapsed  on  the  floor  of  his  office,  and 
the  nurse  commented  that  the  patient  seemed  to 
be  in  shock.  The  doctor  then  discussed  the 
patient’s  condition  with  her,  and  the  patient 
said  that  she  had  postponed  a gallbladder  opera- 
tion until  she  obtained  Blue  Shield  coverage. 
The  doctor  told  her  she  could  probably  have  it 
done  free  of  charge  at  an  institution  where  she 
worked.  She  went  home  with  a number  of 
Demerol  pills  which  the  doctor  had  given  her  to 
control  pain.  They  did  not,  and  when  the 
doctor  was  reached  by  phone,  he  ordered  an 
ambulance.  Shortly  thereafter,  she  died  on  the 
way  to  the  hospital  from  a ruptured  spleen. 
Actually  she  had  been  in  an  automobile  accident 
two  days  before  and  made  light  of  the  fact  that 
she  was  hit  on  the  side,  but  she  had  a big  bruise 
which  the  doctor  could  have  seen  on  careful 
examination. 

The  widespread  interest  in  the  whole  subject 
of  professional  malpractice  cases  was  demon- 
strated by  the  fact  that  one  of  the  first  courses 
given  at  the  new  college  for  trial  judges  held  in 
Colorado  related  to  the  trial  of  medical  mal- 
practice cases.  The  American  Medical  As- 
sociation cooperated,  and  the  lecturers  were  the 
late  Norman  A.  Welch,  M.D.,  president  of  the 
American  Medical  Association;  Robert  B. 
Throckmorton,  general  counsel  of  the  American 
Medical  Association;  Judge  Eugene  A.  Wright 
of  the  Superior  Court  of  the  State  of  Washing- 
ton, and  Louis  G.  Davidson,  chairman  of  the 
special  committee  on  medical-legal  cooperation 
of  the  Illinois  State  Bar  Association. 

Their  lectures,  which  made  very  interesting 
reading,  have  been  featured  in  the  New  York 
Law  Journal.  They  echo  many  of  my  personal 
feelings  about  this  whole  subject.  Much  has 
been  made  recently  of  the  doctrine  of  res  ipsa 
loquitur,  which  literally  translated  means  “the 
thing  speaks  for  itself.”  Mr.  Davidson  said  in 
part: 

The  courts  have  not  applied  the  doctrine  indis- 
criminately to  all  malpractice  actions,  but  generally 
only  to  those  where  the  medical  or  surgical  errors  are 
of  such  nature  that  mankind  knows  that  some  serious 
error  or  mistake  was  made  that  would  not  ordinarily 
occur  in  common  experience  if  proper  care  and  skill 
had  been  used  by  a person  qualified  to  do  the  job.  A 
survey  covering  the  period  from  1951  to  1961  of  the 
application  of  the  doctrine  of  res  ipsa  loquitur  in 
medical  malpractice  cases  shows  that  ninety-two 
cases  were  examined  from  thirty-one  different  states, 
and  that  in  56.5  per  cent  of  the  cases  studied  the 
court  rejected  res  ipsa  loquitur;  that  in  36.9  per  cent 
of  the  cases  the  court  accepted  and  that  In  6.5  per 
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cent  of  the  cases  the  court  discussed  the  doctrine  but 
neither  applied  nor  rejected  it. 

A very  recent  case  involving  the  doctrine  of 
res  ipsa  loquitur  was  reported  in  the  New  York 
Lawyer's  Letter  dated  November  12, 1964: 

Decedent  died  after  administration  of  a,  barium 
enema  in  a city  hospital  and  an  operation  necessitated 
by  the  discharge  of  the  barium  into  his  bowels.  A 
judgment  in  a wrongful  death  action  against  the  city 
could  not  stand  on  the  theory  of  res  ipsa  loquitur. 
And  there  was  no  showing  of  negligence  or  mal- 
practice. Res  ipsa  loquiter  can  rarely  be  applied  to 
accidents  involving  the  human  body,  its  capacities, 
and  tolerance.  (George  v.  City  of  New  York  [App 
Div  1;  PCJ 11/5/64). 

I agree  with  the  statement  of  Bob  Throck- 
morton made  after  a study  of  professional 
liability  conducted  for  the  past  several  years  by 
the  American  Medical  Association,  wherein  he 
states  in  part: 

Many,  possibly  the  majority,  of  all  professional 
liability  claims  and  suits  are  not  justly  founded  . . . 
But  the  blunt  truth  is  that  the  majority  of  all  pro- 
fessional liability  claims  and  suits  filed  involve  phy- 
sicians who  are  above  the  average  in  their  respective 
groups  in  skill,  experience  and  professional  stand- 
ing. . . Ironically,  the  very  skill  of  modern  doctors 
is  one  of  the  principal  producing  causes  of  mal- 
practice claims.  Doctors  have  achieved  such  good 
results  so  often  that  many  patients  expect  a perfect 
solution  to  most  medical  problems. 

He  makes  a very  good  point  when  he  draws 
the  following  analogy: 

A trial  court  who  is  reversed  by  an  appellate  court 
may  be  wrong  in  his  judgment — -and  sometimes  this 
is  questionable — but  certainly  such  error  is  not  the 
equivalent  of  negligence.  It  is  obvious  that  losing 
a lawsuit  does  not  mean  that  the  lawyer  was  negli- 
gent; and  it  should  be  just  as  obvious  that  unsuccess- 
ful medical  treatment  does  not  necessarily  result  from 
negligence. 

We  have  tried  cases  recently  where  hor- 
rendous sequelae  of  surgery  did  not  in  any  way 
indicate  negligence  in  the  performance  of  the 
surgery  and/or  where  there  were  incorrect 
diagnoses  after  careful  studies  were  made.  We 
have  contended  successfully,  as  Mr.  Throck- 
morton does,  that  a mere  error  of  judgment  is 
not  the  basis  for  a verdict  against  a doctor. 

There  is  one  thing  to  remember  about  every 
malpractice  case,  and  it  is  that  somewhere  along 
the  line  the  relationship  between  the  patient 
and  the  doctor  became  so  strained  that  litigation 
resulted.  Impetus  is  usually  supplied  by  heavy 
expenses  incurred.  While  a doctor  should  not 
be  maudlin  in  his  sympathy  for  the  patient, 
compassion  and  consideration  must  be  dis- 
played, and  where  consultation  is  requested,  it 
should  be  agreed  to  graciously.  Even  when  a 
case  is  won  it  is  an  expensive  proposition.  For 
instance,  in  a case  Mr.  Bell  of  this  office  recently 
tried  in  the  United  States  District  Court  for  the 
Southern  District  of  New  York,  it  was  neces- 
sary to  bring  doctors  in  from  Oklahoma,  and 
several  lengthy  trips  were  made  by  people  from 
this  office  to  interview  witnesses.  Because  of 
the  complicated  nature  of  the  proof,  the  judge, 


who  was  trying  the  case  without  a jury,  ordered 
daily  testimony,  and  there  were  over  1,700 
pages  of  testimony  at  $1.25  a page.  The  bills 
paid  by  the  insurance  company  for  out-of- 
pocket  expenses  were  in  excess  of  $10,000,  and 
added  to  this  was  a considerable  bill  for  lawyers’ 
services. 

In  a whole  professional  life,  the  premiums 
paid  by  the  doctor  who  eventually  succeeded  in 
winning  this  case  would  not  meet  the  expenses 
incurred  by  the  defense. 

It  seems  almost  axiomatic  that  when  we  de- 
fend a doctor  and/or  a hospital  for  acts  that 
occurred  four  or  five  years  ago  we  will  find  that 
the  residents  and  nurses  have  dispersed  through- 
out the  country,  and  bringing  them  in  for  the 
trial  costs  heavily. 

I have  been  asked  by  a number  of  doctors  to 
comment  in  my  report  on  the  responsibility  of  a 
doctor  for  the  acts  of  people  who  assist  him.  It 
is  of  course  evident  that  for  the  acts  of  the 
doctor’s  paid  office  staff  he  bears  the  respon- 
sibility. Only  last  night,  I was  talking  with  a 
doctor  who  was  on  call  in  the  emergency  room 
in  the  early  hours  of  the  morning  and  found  out 
later  that  a resident  without  trying  to  get  him 
on  the  phone  discharged  a patient  from  the 
emergency  room  who  was  readmitted  four  hours 
later  with  a fractured  skull  incurred  before  the 
first  admission.  This  doctor  thought  he  bore 
full  responsibility  when  he  was  in  charge  of  the 
emergency  room  even  though  he  is  an  attending 
at  the  hospital  and  not  salaried.  I told  him  that 
it  was  my  view  that  only  if  he  failed  to  come 
over  when  requested  by  the  resident  would  he 
surely  be  in  trouble,  and  he  could  possibly  be  in 
trouble  if  it  turned  out  that  he  had  advised  over 
the  telephone  without  ascertaining  that  all  steps 
had  been  taken  to  make  a correct  diagnosis. 

In  accordance  with  proper  practice  in  hospi- 
tals today,  an  attending  must  rely  on  a great 
variety  of  special  skills  possessed  by  a number  of 
different  members  of  the  staff  who  play  a part 
in  the  treatment  of  his  patient.  There  is  no 
such  law  in  the  State  of  New  York  as  that  loosely 
referred  to  as  “The  Captain  of  the  Ship  Rule,” 
which  holds  the  attending  doctor  responsible  for 
everything  that  happens  to  his  patient  regard- 
less of  whether  or  not  he  was  present  and  regard- 
less of  whether  or  not  he  could  reasonably  have 
done  anything  about  it  if  present. 

In  the  State  of  Pennsylvania  there  is  a 
tendency  to  apply  the  “Captain  of  the  Ship 
Rule”  because  Pennsylvania  is  one  of  the  states 
where  the  charitable  immunity  rule  long  per- 
sisted. As  a result  of  this  rule,  there  seems  to  be 
an  announced  public  policy  that  the  attending 
doctor  must  bear  the  responsibility.  In  my 
opinion  there  have  been  several  unjust  verdicts 
rendered  against  doctors  in  that  state  on  this 
basis.  However,  the  cases  in  New  York  hold 
differently,  and  this  has  been  true  for  many 
years.  I have  called  attention  in  the  past  to  a 
case  where  a doctor  decided  to  allow  a resident 
to  put  in  the  skin  sutures  on  a surgery  case,  and 
then  the  resident  in  trying  to  clean  off  the  iodine 
used  phenol  instead  of  alcohol,  causing  an 
ulceration.  The  Appellate  Court  held  that 
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there  was  no  departure  from  proper  and  ap- 
proved practice  on  the  part  of  the  attending. 

It  is  very  hard  to  generalize  too  much  be- 
cause each  particular  case  is  different.  But  if, 
for  instance,  a doctor  relied  on  an  anesthesiolo- 
gist to  select  the  agent  and  administer  it,  I 
would  think  he  would  usually  be  free  of  respon- 
sibility for  a mistake  made  by  the  anesthesiol- 
ogist. But  if  the  anesthesiologist  had  con- 
sulted with  him  beforehand,  and  it  was  quite 
obvious  that  what  he  had  decided  to  do  was 
questionable,  the  surgeon,  who  is  supposed  to  be 
well  informed  in  everything  that  pertains  to  his 
specialty,  might  be  held. 

I would  think  if  a family  physician  referred 
a fracture  case  to  a surgeon  for  management,  he 
would  be  free  of  responsibility  even  though  he 
attended  the  reduction  and  perhaps  even  as- 
sisted, provided  nothing  obviously  wrong  was 
done  at  the  time.  The  situation  varies  here 
however.  In  a recent  case,  Grady  v.  New  York 
Medical  College , et  al.,  the  Court  said: 

In  the  absence  of  some  recognized  traditional  legal 
relationship  such  as  partnership,  master  and  servant, 
or  agency,  between  physicians  in  the  treatment  of 
patients,  the  imposition  of  liability  on  one  for  the 
negligence  of  the  other  has  been  largely  limited  to 
situations  of  joint  action  in  diagnosis  or  treatment  of 
some  control  of  the  course  of  treatment  of  one  by 
the  other.  In  Bing  v.  Thunig,  for  example,  liability 
was  imposed  on  a hospital  for  the  negligence  of 
nurses  employed  by  the  hospital;  in  Mrachek  v. 
Sunshine  Biscuit,  liability  was  similarly  imposed  on  a 
business  corporation,  under  very  limited  circum- 
stances, for  the  negligence  of  a physician  in  its  em- 
ploy. 

Where  physicians  actually  participate  together  in 
diagnosis  and  treatment,  they  may  each  incur  a 
liability  for  the  negligence  of  the  other  even  though 
a more  active  part  in  the  treatment  may  have  been 
taken  by  one  of  them,  ( Rodgers  v.  Danfield)  but  the 
Supreme  Court  of  Michigan  noted  that  any  act  of 
negligence  “by  one  in  the  absence  of  the  other,  unless 
concerted,  could  not  be  attributed  to  the  nonpar- 
ticipant.” 

A family  physician  who  participated  in  the  diag- 
nosis of  a fracture  for  which  a cast  was  negligently 
applied  by  a specialist  and  continued  in  active  charge 
of  the  case  after  the  case  was  applied  was  held  jointly 
negligent  ( Morrill  v.  Komasinski) . This  is  the  general 
rule:  “Physicians  employed  together  by  the  patient, 
and  diagnosing  or  treating  the  case  together,  without 
withdrawal  by,  or  discharge  of,  either— owe  the  same 
duty  and  are  jointly  liable  for  any  negligence.”  (70 
Physicians  and  Surgeons  54,  subd.  c,  p.  977)  For 
a discussion  of  the  rule  applicable  to  medical  partner- 
ship and  agency  in  rendering  medical  care,  see  Simons 
v.  Northern  Pacific  Ry.  Co.  As  to  liability  where  one 
physician  is  the  employe  of  another,  see  Moidton  v. 
Huckleberry. 

But  a referral  of  a patient  by  one  physician  to 
another  competent  physician,  absent  partnership, 
employment,  or  agency,  upon  abundant  authority 
does  not  impose  a liability  on  the  referring  physician 
( Nelson  v.  Sandell ) . An  exhaustive  discussion  of  the 
problem  appears  in  Smith  v.  Beard  which,  although 
not  quite  in  point,  has  some  parallel  to  the  case  now 
before  us. 

The  general  rule,  synthesized,  from  the  authorities 
in  many  states  on  this  subject,  is  that  “A  physician 
who  is  unable  or  unwilling  to  assume  or  continue  the 
treatment  of  a case,  and  recommends  or  sends  an- 
other physician  who  is  not  his  employe,  agent,  or 


partner,  is  not  liable  for  injuries  resulting  from  the 
latter’s  want  of  skill  or  care  unless  he  did  not  exercise 
due  care  in  making  the  recommendation  or  sub- 
stitution.” (70  C.  J.  S.,  Physicians  and  Surgeons,  54 
subd.  d,  p 978) 

Although  the  movement  of  the  law  has  been  in  the 
direction  of  broadening  the  base  of  derived  liability  to 
others  from  the  professional  acts  of  physicians,  this 
has  been  largely  achieved  by  looking  differently  than 
we  formerly  did  at  the  highly  individualized  in- 
dependence of  judgment  of  a physician  in  the  area  of 
professional  diagnosis  and  treatment.  Even  in 
situations  when  he  would  normally  be  regarded  as 
under  control  of  another,  a physician  had  been  treated 
as  an  “independent  contractor”  and  liability  for  his 
negligence  was  not  passed  on  ( Schloendorff  v.  Society 
of  N.Y.). 

But  this  limitation  of  liability  has  been  broken 
through  in  situations  of  control  to  which  the  phy- 
sician has  submitted  himself.  Although  the  rule  of 
liability  is  broadening  out  in  this  area,  we  think  it 
ought  not  be  extended  to  rest  on  a situation  where 
there  is  neither  a legal  nor  an  actual  control  of  the 
treating  physician  by  the  other  physician  and  the 
relationship  between  them  upon  which  responsibility 
is  sought  to  be  imputed  turns  upon  a shared  office 
and  an  agreement  to  service  each  other’s  patients  for 
a shared  fee. 

This  is  something  less,  and  quite  different  from,  a 
relationship  of  master  and  servant  or  agency  upon 
which  vicarious  liability  has  thus  far  rested.  The 
implications  of  such  an  enlarged  liability  would  tend 
to  discourage  a physician  from  arranging  to  have  an- 
other care  for  his  patients  on  his  illness  or  absence  and 
thus  curtail  the  availability  of  medical  service. 

The  degree  of  participation  determines  to  an 
extent  the  liability.  A doctor,  for  example,  who 
looks  at  the  postoperative  x-rays  of  a reduction 
where  quite  obviously  the  bones  are  not  in 
alignment  and  does  not  call  this  to  the  attention 
of  the  specialist  might  find  himself  more  in- 
volved than  one  who  took  the  position  that  he 
turned  the  case  over  to  a specialist  and  relied 
on  him  to  manage  it  properly.  If,  therefore,  a 
general  practitioner  simply  asks  a specialist  to 
do  the  surgery  and  then  takes  over  the  manage- 
ment from  there,  his  responsibility  is  greater 
then  the  one  who  relies  on  the  specialist  to 
manage  the  whole  problem. 

There  was  the  classic  case  several  years  ago 
where  a large  verdict  was  returned  against  a 
surgeon,  an  anesthesiologist,  and  a hospital. 
Actually  the  anesthesiologist  was  not  present  at 
the  time  of  the  operation  but  had  a male  nurse 
who  worked  for  him  giving  ether.  The  patient 
was  given  500  cc.  of  incompatible  blood.  In  a 
pretrial  conference,  the  surgeon’s  attorney  took 
the  position  that  the  surgeon  had  no  respon- 
sibility for  typing  and  crossmatching  the  blood, 
and  since  he  was  busy  with  the  surgery,  the 
actual  administration  of  the  blood  was  by  the 
nurse  anesthetist. 

The  surgeon  was  implicated  during  the  trial 
when  it  developed  that  a nurse  had  gone  out  into 
the  hall  where  she  read  a note  on  the  desk  which 
said:  “The  patient’s  blood  is  in  the  refrigera- 
tor.” She  obtained  the  blood  and  brought  it  to 
the  anesthetist  who  then  said  to  the  surgeon: 
“The  patient’s  blood  is  here.”  At  this  point  it 
was  alleged  that  the  surgeon  said,  and  this  he 
denied,  “What  blood?”  The  anesthetist  said  it 
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was  the  blood  for  his  patient,  and  he  allegedly 
said:  “Well  give  it  to  her,  it  will  help.”  All  of 
this  conversation  the  surgeon  denied.  But  the 
fact  was  that  he  had  ordered  no  blood  before  the 
operation  for  this  patient,  and  it  was  a com- 
paratively minor  operation. 

The  highest  court  in  the  state  said  he  was 
responsible  because  since  he  had  not  ordered 
blood,  he  should  have  been  alert  to  the  fact  that 
the  blood  could  not  have  been  for  his  patient. 
The  court  added  that  in  view  of  the  fact  that  for 
years  he  had  supervised  the  blood  bank  in  the 
hospital  he  should  have  been  even  more  aware. 
So  another  factor  that  may  or  may  not  involve  a 
doctor  when  catastrophe  hits  is  his  background, 
what  he  can  by  his  sense  of  sight,  sound,  smell, 
and  so  forth,  detect,  and  to  a degree  the  other 
personnel  present  and  their  training.  One 
certainly  can  rely  more  implicitly  on  the  pro- 
fessional judgment  of  a trained  anesthesiologist 
than  on  that  of  one  who  is  merely  filling  in  as  an 
anesthetist. 

An  interesting  series  of  cases  recently  involv- 
ing cardiac  arrest  have  placed  responsibility  on 
surgeons  no  matter  what  their  specialty  is  either 
to  be  capable  of  handling  the  problem  of  resus- 
citation or  to  make  sure  that  competent  people 
are  nearby.  It  will  not  do,  for  instance,  to  say: 
“Well,  in  my  limited  specialty  I was  never  faced 
with  the  problem  of  cardiac  massage,  and  there- 
fore I had  to  send  for  help  and  it  took  some  time 
before  that  help  arrived.”  A court  in  Florida 
went  so  far  as  to  characterize  the  period  of  four 
minutes  as  the  crucial  time. 

There  is  also  a great  risk  in  advising  by  tele- 
phone particularly  if  such  advice  relates  to  pa- 
tients who  have  never  been  seen  before.  Cer- 
tainly the  least  that  should  be  done  is  to  get  an 
adequate  history  over  the  telephone.  If,  for 
instance,  a person  has  come  to  the  emergency 
room  at  night  where  there  is  only  a nurse 
present,  it  is  well  for  the  doctor  to  talk  over  the 
patient’s  complaints  not  only  with  the  nurse  but 
also  with  the  patient  so  that  the  doctor  can  form 
a more  enlightened  impression. 

One  of  the  cases  we  lost  this  year  resulted 
from  the  failure  of  an  x-ray  specialist  adequately 
to  keep  his  records  straight  on  a busy  day  in  an 
office  where  he  saw  a large  number  of  compensa- 
tion patients.  He  had  two  patients  whom  we 
shall  call  Mr.  Smith  and  Mr.  Schmit.  He  re- 
ported that  Mr.  Smith  had  no  fracture  on  the 
basis  of  Mr.  Schmit’s  x-ray  plate.  When  we 
started  to  select  the  jury,  several  of  the  jurors 
were  so  shocked  that  they  asked  the  plaintiff  to 
repeat  the  charge  as  they  could  not  believe  it. 
Although  the  mistake  was  corrected  in  a subse- 
quent letter  by  the  doctor,  we  could  not  over- 
come the  anger  of  the  jury  at  our  doctor. 
Incidentally,  he  was  so  busy  that  it  was  all  he 
could  do  to  attend  part  of  the  trial.  We  feel 
that  a doctor- defendant  should  be  present 
throughout  his  trial  except  where  a judge  can 
graciously  suggest  that  he  take  part  of  the  time 
off  to  take  care  of  his  practice.  We  can  often 
work  this  out,  but  sometimes  we  cannot. 
There  is  no  use  in  getting  mad  at  the  court,  your 
opponent,  or  us  during  the  trial.  It  is  just  a 


common  sense  thing  that  the  jury  should  see 
that  you  are  vitally  interested. 

There  is  one  further  point  I have  made  many 
times  about  the  keeping  of  good  records.  To 
illustrate,  we  recently  had  a case  where  we  pre- 
vailed despite  the  fact  that  during  eight  days 
of  treatment  in  the  hospital  there  was  only  one 
note  by  the  defendant  relating  to  the  treatment 
of  his  private  patient  and  that  was  a characteri- 
zation of  the  condition  from  which  the  patient 
was  suffering.  All  the  other  notes  were  by 
residents  and  interns,  and  there  was  not  a single 
entry  on  the  progress  sheet  by  the  defendant 
although  the  situation  certainly  called  for  it.  He 
was  only  saved  by  the  fact  that  he  had  a fine 
resident  who  made  an  excellent  witness. 

I would  like  to  add  one  final  note  about  a 
doctor  who  is  called  to  see  an  injured  person  and 
the  need  for  considering  carefully  what  has  hap- 
pened. We  just  finished  a case  where  a doctor 
was  called  to  the  scene  of  an  accident.  A farm 
worker  had  fallen  off  a truck  and  was  uncon- 
scious for  a brief  period  of  time,  and  when  the 
doctor  arrived,  he  could  not  move  his  legs.  He 
did  seem  able  to  move  his  arms.  The  doctor 
could  not  get  an  accurate  history  as  to  just  what 
happened  because  of  a language  difficulty. 

He  then  ordered  fellow  workers  to  take  the 
man  by  the  shoulders  and  carry  him  to  a car 
where  they  sat  him  upright  and  drove  him  to  a 
hospital  fifteen  miles  away.  The  doctor  called 
up  the  hospital  and  ordered  the  technician  to 
take  neck  pictures.  The  plates  had  to  be  taken 
twenty  miles  further  to  a radiologist  and  they 
showed  two  dislocated  cervical  vertebrae. 
When  the  doctor  saw  his  patient  the  following 
morning,  the  patient  was  quadriplegic,  and  then 
he  was  sent  by  ambulance  to  a large  hospital 
which  was  in  an  entirely  different  direction 
from  the  farm  where  he  had  fallen  the  afternoon 
before. 

Fortunately,  the  nature  of  the  bone  and  cord 
damage  was  such  that  it  was  impossible  to  say 
that  the  injury  had  not  existed  to  its  full  extent 
before  the  doctor  arrived  at  the  scene  of  the 
accident.  However,  we  had  some  real  heart- 
aches before  we  disposed  of  this  case  without 
any  payment  being  made  on  behalf  of  the  doc- 
tor; that  happened  only  because  the  compensa- 
tion carrier  substantially  reduced  its  lien  and 
the  owner  of  the  truck  contributed  the  full 
policy.  The  opening  statement  by  the  plain- 
tiff’s counsel  was  to  the  effect  that  even  a first 
aid  manual  would  contraindicate  moving  so 
seriously  an  injured  man  in  such  a fashion. 

Very  often  in  a malpractice  case  the  named 
parties  will  include  the  attending  doctor  or 
surgeon  and  a number  of  residents,  interns,  and 
nurses  whose  names  may  appear  on  the  chart. 
Of  course,  for  the  acts  of  the  residents,  interns, 
and  nurses,  the  hospital  is  responsible  as  the 
charitable  immunity  rule  has  long  since  been 
abrogated  in  New  York  State,  but  one  of  the 
reasons  for  naming  a nurse  could  be  that  she  is 
no  longer  on  the  staff  of  the  hospital  and  that 
is  one  way  to  get  her  testimony.  Of  course,  she, 
herself,  can  be  sued  for  her  acts  regardless  of 
whether  or  not  anyone  else  is  sued,  and  she 
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must  answer  for  them.  As  a practical  matter, 
however,  there  would  not  be  a very  large  finan- 
cial reward  in  trying  to  recover  a verdict  against 
a nurse.  However,  some  of  the  nurses  tell  me 
that  they  have  taken  out  insurance  to  avoid  any 
chance  of  being  hurt.  I know  of  at  least  one 
situation  where  a hospital  went  out  of  business 
and  had  no  insurance  and  a nurse  who  was 
named  in  an  action  was  quite  concerned  that  her 
assets  might  be  reached. 

An  interesting  recent  case  pointed  up  the 
problem  of  who  bears  responsibility  for  the  care 
of  a patient.  At  one  of  the  health  centers  in 
New  York  City,  which  was  a named  defendant, 
both  the  doctor  and  the  nurse  involved  were  em- 
ployed by  the  hospital.  A patient  was  given  a 
scratch  test  prior  to  the  injection  of  tetanus 
antitoxin.  The  nurse  who  gave  the  test  then 
called  the  attention  of  the  other  nurse  to  the 
fact  that  the  test  looked  positive.  The  second 
nurse  agreed,  but  the  doctor  in  charge  of  the 
clinic  overruled  the  nurses  and  said  that  the 
preventive  shot  should  be  given.  The  patient 
developed  an  injury  which  persisted  for  some 
time.  The  doctor  was  insured  by  one  company 
and  the  clinic  by  another,  and  the  company 
insuring  the  clinic  cross-claimed  against  the 
doctor  on  the  grounds  that  he  made  the  even- 
tual decision.  The  case  was  settled  with  the 
doctor’s  company  paying  most  of  the  settlement, 
but  a contribution  was  made  by  the  health 
center’s  carrier. 

The  plaintiff’s  argument  was  that  the  nurse 
who  gave  the  test  had  been  an  instructor  of 
nurses  in  a large  metropolitan  hospital,  that  she 
had  had  more  experience  with  tetanus  antitoxin 
than  anybody  else  in  the  case,  and  that  she  should 
have  persisted  in  her  original  thought  that  the 
test  was  positive.  The  other  carrier  maintained 
that  it  was  the  doctor’s  responsibility  because 
the  nurse  called  his  attention  to  the  situation, 
and  he  on  a differential  diagnosis  disagreed  and 
recommended  the  injection.  There  was  some 
sound  reason  for  his  doing  it  because  he  said  all 
of  the  contraindications  were  not  present.  I 
only  mention  this  case  to  show  that  every  situa- 
tion is  a little  different  depending,  as  I said  be- 
fore, on  the  experience  and  position  of  the  in- 
dividuals involved. 

I have  not  in  the  few  comments  I have  made 

Autopsy  and  the  Dead  Human 

To  the  House  of  Delegates,  Gentlemen : 

The  Special  Committee  on  Autopsy  and  the 
Dead  Human  Body  consists  of  the  following: 

Alfred  A.  Angrist,  M.D.,  Chairman.  . Queens 


Herbert  Derman,  M.D Ulster 

Jacob  Taub,  M.D Bronx 

John  V.  Connorton,  Ph.D., 

Adviser New  York 


There  has  been  no  meeting  of  the  committee 
this  year,  and  no  matters  of  any  import  have 
been  referred  to  the  committee  for  consideration. 
No  letters  of  inquiry  were  addressed  to  the 
committee  this  year. 


about  our  problems  sought  to  give  an  ex- 
haustive discussion  of  the  various  types  of  cases 
that  we  encounter.  Space  does  not  permit  of 
the  same. 

We  still,  as  counsel  for  the  Medical  Society, 
defend  a number  of  uninsured  cases.  Ironi- 
cally, as  I am  writing  this  report  we  have  re- 
ceived four  new  uninsured  cases  this  week,  and 
Mr.  Fager  is  currently  trying  an  uninsured  case 
upstate  that  could  take  several  weeks. 

Acknowledgments.  Again,  I wish  to  pay 
tribute  to  James  Arnold  and  Frank  Appleton  of 
H.  F.  Wanvig  & Company  who  so  successfully 
manage  the  Group  Plan  and  who  are  so  helpful 
to  us  in  organizing  the  original  receipt  of  the 
legal  papers  and  tabulating  the  statistics  of  the 
Plan. 

I wish  to  express  my  admiration  of  the  fine 
wrork  that  is  done  by  the  Malpractice  Insurance 
and  Defense  Board  headed  by  Raymond  S. 
McKeeby,  M.D.  They  spend  scores  of  hours 
away  from  their  busy  practices  pondering  the 
problems  presented  by  the  Group  Plan.  I 
would  also  like  to  express  my  good  wishes  to 
the  many  members  of  the  county  malpractice 
societies  who  so  patiently  advise  and  assist  us 
with  our  work. 

I again  wish  to  acknowledge  my  appreciation 
for  the  cooperation  extended  to  us  by  the  Group 
Plan  carrier,  Employers  Mutuals  of  Wausau. 
Mr.  John  Linster,  vice-president  of  the  Claim 
Department,  and  his  associates  have  acquired 
much  experience  and  their  sage  advice  is  ever 
helpful.  The  New  York  City  staff  including  Mr. 
Wilson,  Mr.  Gordon,  Mr.  Marx,  and  Mr.  Rogge 
and  their  legal  staff,  particularly  Mr.  Hanner, 
consult  with  us  day  by  day.  The  fine  upstate 
staff  is  headed  by  Mr.  E.  C.  Lester  in  Buffalo, 
Mr.  James  Soderborg  in  Rochester,  and  Mr. 
Charles  Bollman  in  Syracuse.  I earnestly 
solicit  for  their  investigators  the  cooperation  of 
the  medical  profession  so  that  the  time  of  the 
investigators  may  be  put  to  the  best  possible 
use.  From  many  doctors  throughout  the  State 
I have  received  expressions  of  gratitude  for  the 
kind  and  considerate  service  rendered  by  the 
company’s  representatives. 

Respectfully  submitted, 

William  F.  Martin,  Legal  Counsel 


Your  chairman  would  note  that  previous 
recommendations  of  the  committee  with  favor- 
able action  on  the  part  of  the  House  of  Delegates 
on  matters  still  pending  should  still  be  continued 
in  the  form  of  equivalent  resolutions. 

We  have  endorsed  the  efforts  of  a Law  Revi- 
sion Commission  in  the  matter  of  defining  next 
of  kin  in  legal  autopsy  consent  and  the  trans- 
formation of  the  coroner  system  to  the  medical 
examiner  system  throughout  the  State. 

Respectfully  submitted, 

Alfred  A.  Angrist,  M.D.,  Chairman 
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Organization  and  Policies 

Planning  Committee  for  Medical  Policies 


To  the  House  of  Delegates , Gentlemen : 

The  Planning  Committee  for  Medical  Poli- 
cies consists  of  the  following: 

Norman  S.  Moore,  M.D.,  Chairman 


Tompkins 

Henry  I.  Fineberg,  M.D Queens 

John  M.  Galbraith,  M.D Nassau 

Joseph  A.  Lane,  M.D Monroe 

William  L.  Wheeler,  Jr.,  M.D New  York 

Renato  J.  Azzari,  M.D Bronx 

Irving  L.  Ershler,  M.D Onondaga 


George  A.  Burgin,  M.D.,  ex  officio.  .Herkimer 
Waring  Willis,  M.D.,  ex  officio.  . .Westchester 

Walter  T.  Heldmann,  M.D.,  ex  officio 

Richmond 

Samuel  Z.  Freedman,  M.D.,  ex  officio 

New  York 

Frederick  A.  Wurzbach,  Jr.,  M.D.,  ex  officio.  . 
Bronx 

Since  its  inception  in  1943  the  Planning  Com- 
mittee for  Medical  Policies  has  undergone  a 
series  of  organizational  revisions,  the  last  one 
in  1961  by  a resolution  introduced  by  Louis 
H.  Bauer,  M.D.,  the  originator  of  the  idea  of 
the  Planning  Committee  as  a committee  of  the 
House  of  Delegates.  If  one  reviews  the  re- 
ports of  the  Planning  Committee  for  the  past 
twenty  years  and  the  resolutions  offered  in  the 
House  of  Delegates  to  change  the  organizational 
structure  of  the  committee,  one  is  impressed 
with  the  thread  of  reasoning  running  through 
discussions.  This  reasoning  seems  to  be: 
“The  idea  is  good,  but  implementation  has  been 
unsatisfactory.  ’ ’ 

First  it  was  thought  that  inefficiency  was  re- 
lated to  representation  not  being  widespread 
enough  geographically.  This  was  corrected  so 
that  each  district  branch  would  have  representa- 
tion. For  over  ten  years  the  committee  had 
State-wide  representation.  The  observation 
was  made,  however,  that  geographic  representa- 
tion does  not  ipso  facto  imbue  with  wisdom 
regional  members  who  are  unfamiliar  with  medi- 
cal problems  at  the  State  level.  During  this 
time  a prolonged  debate  in  a reference  com- 
mittee focused  need  for  adequate  staff  and  finan- 
cial support  if  the  committee  were  to  have  a 
chance  of  success.* 

In  1961  it  was  concluded  that  men  of  experi- 
ence in  State  Society  affairs  might  provide  the 
knowledge  to  envision  the  future  better  and  set 
the  Planning  Committee  back  on  its  original 

* Minutes  of  the  House  of  Delegates,  New  York  State 
J.  Med.  55:  68  (Sept.  1,  Part  II)  1955. 


course.  Such  was  the  thinking  of  the  founder 
of  the  committee  when  in  1961  he  presented  the 
resolution  to  the  House  of  Delegates  to  change 
membership  on  the  committee  to  the  five  im- 
mediate past-presidents  plus  two  members  at 
large,  with  the  president,  the  president-elect, 
the  secretary,  the  treasurer,  and  the  speaker  of 
the  House  as  ex  officio  members  without  vote. 
Also,  the  resolution  provided  for  the  senior 
past-president  to  be  the  chairman  during  his 
last  year  on  the  committee. 

Great  hopes  were  held  out  that  this  new 
membership  formula  would  furnish  the  creative 
impetus  which  the  committee  seemed  to  lack. 
Staff  for  the  committee  and  increased  financial 
support  unfortunately  were  not  included  in  the 
resolution.  Since  the  reorganization  of  the 
membership  on  the  committee  there  have  been 
many  ad  hoc  committees  appointed  to  deal  with 
long-range  projects;  for  example,  the  ad  hoc 
committee  for  a new  building,  the  ad  hoc  com- 
mittee to  deal  with  the  osteopathic  problem. 
Also  various  long-term  problems  were  assigned 
to  existing  standing  committees  which  make  up 
the  organizational  pattern  of  the  Medical  So- 
ciety of  the  State  of  New  York. 

A serious  review  of  why  the  Planning  Com- 
mittee has  not  been  more  successful  over  the 
years  brings  to  light  the  fact  that  the  com- 
mittee’s role  has  changed  and  that  no  amount 
of  tinkering  with  its  membership  is  likely  to 
improve  the  committee’s  efficiency.  The  chang- 
ing pattern  of  thinking  at  State  Society  head- 
quarters now  includes  plans  for  an  administra- 
tive division  on  planning  and  development  with 
staff  and  financial  support  commensurate  with 
the  undertaking  involved.  This  division  could 
be  of  great  service  to  the  Society  and  could 
entirely  supplant  the  work  of  the  Planning 
Committee  and  avoid  the  cost  and  ineffective- 
ness of  many  of  the  ad  hoc  committees  appointed 
each  year  to  study  various  ideas  and  suggestions. 

This  year  the  Planning  Committee  has  had 
no  meetings.  Many  long-range  projects  have 
been  referred  to  other  committees.  The  case 
seems  well  established  that  the  Planning  Com- 
mittee is  no  longer  useful  enough  to  the  Society 
to  continue  it  another  year.  One  of  this  year’s 
members  has  been  on  the  committee  contin- 
uously since  its  inception.  That  member  con- 
curs in  the  recommendation  that  the  House  of 
Delegates  dissolve  the  Planning  Committee 
at  its  1965  meeting. 

Respectfully  submitted, 

Norman  S.  Moore,  M.D.,  Chairman 
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New  York  State  Delegation  to  the  American  Medical  Association 


To  the  House  of  Delegates , Gentlemen: 

The  members  of  the  delegation  met  in 
New  York  City  on  the  afternoon  of  April  23, 
1964. 

They  attended  the  113th  annual  convention 
of  the  American  Medical  Association  in  San 
Francisco,  June  21  to  25,  1964,  where  they  rep- 
resented the  Medical  Society  of  the  State  of 
New  York  at  the  meetings  of  the  A.M.A. 
House  of  Delegates. 

Meeting  of  the  Delegation 

A conference  was  held  at  the  office  of  the 
Society  on  April  23  for  the  purpose  of  discussing 
the  meeting  of  the  A.M.A.  House  of  Delegates 
in  San  Francisco  and  to  organize  our  “think- 
ing” and  policies. 

Present  were  the  following: 

Delegates — Philip  D.  Allen,  M.D.,  Renato  J- 
Azzari,  M.D.,  George  A.  Burgin,  M.D.,  Henry 

I.  Fineberg,  M.D.,  John  M.  Galbraith,  M.D., 
Leo  E.  Gibson,  M.D.,  Thurman  B.  Givan,  M.D., 
Carl  Goldmark,  Jr.,  M.D.,  James  Greenough, 
M.D.,  Milton  Helpern,  M.D.,  Edward  C. 
Hughes,  M.D.,  John  F.  Kelley,  M.D.,  Joseph 
A.  Lane,  M.D.,  Warren  A.  Lapp,  M.D.,  George 

J.  Lawrence,  Jr.,  M.D.,  John  C.  McClintock, 
M.D.,  Norman  S.  Moore,  M.D.,  Bernard  J. 
Pisani,  M.D.,  William  B.  Rawls,  M.D.,  Carlton 
E.  Wertz,  M.D.,  William  L.  Wheeler,  Jr., 
M.D.,  Waring  Willis,  M.D.,  and  Frederick  A. 
Wurzbach,  Jr.,  M.D. 

Alternate  Delegates — Solomon  Schussheim, 
M.D.,  and  Ezra  A.  Wolff,  M.D. 

By  Invitation — Gerald  D.  Dorman,  M.D., 
J.  Richard  Burns,  Doris  K.  Dougherty,  Guy 
D.  Beaumont,  and  George  W.  Forrest,  Jr. 

James  M.  Blake,  M.D.,  delegate,  was 
excused. 

The  chairman  read  (1)  a letter  from  F.  J.  L. 
Blasingame,  M.D.,  concerning  sites  of  future 
annual  meetings;  (2)  a communication  from 
Mr.  Robert  Enloe,  director  of  the  A.M.A. 
Circulation  and  Records  Department,  calling 
to  our  attention  the  fact  that  we  are  entitled 
to  24  delegates  and  explaining  credentials 
regulations;  (3)  a memorandum  from  Dr. 
Blasingame  to  alternate  delegates  and  officers 
of  state  medical  societies  regarding  hotel 
reservations;  (4)  a letter  from  Dr.  Blasingame 
to  Mr.  Robert  Potter,  executive  secretary  of 
the  Medical  Society  of  the  County  of  New 
York,  concerning  a general  chairman  for  the 
local  committee  on  arrangements  for  the  1965 
annual  meeting  in  New  York  City. 

The  chairman  announced  that  Dr.  Wheeler’s 
name  had  been  submitted  for  this  assignment. 

Hospitality  Committee.  Dr.  McClintock, 
chairman  of  the  Hospitality  Suite  Committee, 
reported  that  the  committee  had  approved  the 
purchase  of  souvenirs,  400  small  glass  beakers 
bearing  (in  gold  or  blue  type)  the  Medical 


Society  of  the  State  of  New  York  emblem  and 
ounce  gradations. 

Mr.  Royal  Ryan  of  the  New  York  Conven- 
tion and  Visitors  Bureau  would  supply  the 
Medical  Society  of  the  State  of  New  York 
with  four  hundred  World’s  Fair  buttons  for 
distribution;  roses  would  be  provided  by  Mr. 
Ryan  and  his  staff  would  assist  with  the  pinning 
of  the  roses. 

It  was  agreed  that  the  hospitality  suite  at 
the  Fairmont  Hotel  (22nd  floor  Tower  Suite) 
would  open  on  Monday,  12:00  noon  to  2:00 
p.m.;  Tuesday,  12:00  noon  to  2:00  p.m.; 
Tuesday  evening,  5:00  p.m.  to  7:00  p.m.; 
Wednesday,  12:00  noon  to  2:00  p.m.;  Wednes- 
day evening,  5:00  p.m.  to  7:00  p.m.;  Thursday, 
12:00  noon  (for  our  delegates  only) . 

There  would  be  three  breakfast  meetings — 
Tuesday,  Wednesday,  and  Thursday  mornings. 

The  June,  1965,  meeting  in  New  York  City 
was  discussed  briefly.  The  theme  of  our 
hospitality  suite  will  be  the  World’s  Fair. 
It  was  agreed  that  this  should  be  an  impressive 
affair  and  that  the  banquet  would  be  similar 
to  that  held  at  the  last  New  York  meeting. 

It  was  agreed  that  we  would  provide  no 
gifts  or  souvenirs  at  the  Miami  meeting. 

Reference  Committee  Appointments. 

These  reference  committee  appointments  (by 
the  speaker  of  the  A.M.A.  House  of  Delegates) 
were  reported: 

Amendments  to  Constitution  and  Bylaws — 
Dr.  Wheeler;  Insurance  and  Medical  Service — 
Dr.  Blake;  Legislation  and  Public  Relations — 
Dr.  Lawrence,  chairman;  Medical  Military 
Affairs — Dr.  Goldmark;  Reports  of  Officers — 
Dr.  Galbraith;  Rules  and  Order  of  Business — • 
Dr.  McClintock;  Sergeant  at  Arms — Dr.  Rawls; 
Tellers — Dr.  Azzari. 

Assignments  to  Reference  Committee 
Meetings.  It  was  decided  that  members  would 
represent  the  delegation  at  reference  committee 
meetings,  as  follows: 

Amendments  to  Constitution  and  Bylaws — 
Dr.  Burgin;  Insurance  and  Medical  Service — 
Dr.  Wertz  and  Dr.  Willis;  Legislation  and  Public 
Relations — Dr.  Blake  and  Dr.  Allen;  Medical 
Education — Dr.  Hughes  and  Dr.  Rawls;  Med- 
ical Military  Affairs — Dr.  Goldmark;  Miscel- 
laneous Business — Dr.  Kelley;  Public  Health 
and  Occupational  Health — Dr.  Greenough; 
Reports  of  the  Board  of  Trustees — Dr. 
Wurzbach;  Reports  of  Officers — Dr.  Pisani; 
Sections  and  Section  Work — Dr.  Marino  and 
Dr.  Lapp. 

Resolutions.  It  was  stated  that  copies  of  six 
resolutions  had  been  sent  to  Mr.  Leo  E.  Brown 
at  A.M.A.  headquarters,  as  follows: 

1.  “Opposition  to  Discrimination  in  Med- 
icine”; 

2.  “Expanding  Charge  of  American  Medical 
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Association  Citizens’  Commission  on  Graduate 
Medical  Education”; 

3.  “Updating  of  Medical  Education  for  All 
Physicians”; 

4.  “Two-Year  Internships  for  American  Med- 
ical Students”; 

5.  “Creation  of  Section  on  Space  Medicine”; 

6.  “Poll  of  All  A.M.A.  Members  Concerning 
Compulsory  Social  Security  for  Self-Employed 
Physicians.” 

The  “Political  Picture.” — A committee  was 
appointed  to  assist  the  chairman  in  “political 
affairs” — Drs.  Azzari,  Burgin,  Givan,  and  Willis. 

The  chairman  reported  that  the  following 
names  had  been  presented  as  candidates  for 
office: 

President-Elect — Raymond  M.  McKeown, 
M.D.,  of  Oregon;  Donovan  F.  Ward,  M.D.,  of 
Iowa;  Durward  Hall,  M.D.,  of  Missouri. 

Vice-President — Carlton  E.  Wertz,  M.D.,  of 
New  York;  W.  Andrew  Bunten,  M.D.,  of 
Wyoming. 

The  chairman  stated  that  a preliminary 
notice  of  Dr.  Wertz’  candidacy  had  been  sent 
to  all  A.M.A.  delegates  on  October  23,  1963, 
and  that  another  communication  would  be 
transmitted  to  all  concerned  soon. 

Trustee — James  P.  Hammond,  M.D.,  of 
Vermont;  Rufus  B.  Robins,  M.D.,  of  Arkansas 
(for  reelection) . 

Judicial  Council — Renato  J.  Azzari,  M.D., 
of  New  York. 

It  was  stated  that  Dr.  Azzari’s  name  had 
been  submitted  several  times  to  President- 
Elect  Welch  as  a candidate  for  appointment  to 
the  Judicial  Council.  There  has  been  no 
reply. 

Council  on  Medical  Education — William  B. 
Rawls,  M.D.,  of  New  York. 

Council  on  Medical  Service — Joseph  A.  Lane, 
M.D.,  of  New  York. 


A.M.A.  Annual  Meeting 

The  113th  annual  convention  of  the  American 
Medical  Association  was  held  in  San  Francisco, 
California,  June  21  to  25,  1964.  The  House  of 
Delegates  and/or  the  reference  committees 
met  on  each  of  these  days  at  the  Fairmont 
Hotel. 

The  following  members  of  our  Society  and 
staff  attended  the  conferences: 

Delegates — Philip  D.  Allen,  M.D.,  Renato  J. 
Azzari,  M.D.,  James  M.  Blake,  M.D.,  George 
A.  Burgin,  M.D.,  Henry  I.  Fineberg,  M.D., 
John  M.  Galbraith,  M.D.,  Leo  E.  Gibson, 
M.D.,  Thurman  B.  Givan,  M.D.,  Carl  Gold- 
mark,  Jr.,  M.D.,  James  Greenough,  M.D., 
Milton  Helpern,  M.D.,  Edward  C.  Hughes, 
M.D.,  John  F.  Kelley,  M.D.,  Joseph  A.  Lane, 
M.D.,  Warren  A.  Lapp,  M.D.,  George  J. 
Lawrence,  Jr.,  M.D.,  John  C.  McClintock, 
M.D.,  Norman  S.  Moore,  M.D.,  Bernard  J. 
Pisani,  M.D.,  William  B.  Rawls,  M.D.,  Carlton 
E.  Wertz,  M.D.,  William  L.  Wheeler,  Jr.,  M.D., 
Waring  Willis,  M.D.,  Frederick  A.  Wurzbach, 
Jr.,  M.D. 


Alternate  Delegates — Solomon  Schussheim, 
M.D.,  and  Ezra  A.  Wolff,  M.D. 

Other  Physicians — Gerald  D.  Dorman,  M.D., 
A.  W.  Martin  Marino,  M.D.,  William  T. 
Boland,  M.D.,  Walter  T.  Heldmann,  M.D., 
and  William  Hammond,  M.D. 

By  Invitation — J.  Richard  Burns;  Guy  D. 
Beaumont;  Stephen  K.  Leech,  executive  sec- 
retary, Onondaga  County;  Donald  M.  Irish, 
executive  secretary,  Monroe  County;  Richard 
Treccase,  executive  secretary,  Erie  County; 
Hazel  Spadafora,  executive  director,  Kings 
County;  Robert  D.  Potter,  executive  secretary, 
New  York  County. 

Due  to  illness.  Miss  Doris  K.  Dougherty  was 
unable  to  be  in  San  Francisco.  Miss  Hazel 
Spadafora  agreed  to  act  as  secretary,  and  we 
are  very  grateful  to  her  for  the  very  excellent 
services  she  rendered. 

The  delegation  convened  on  the  evening  of 
Sunday,  June  21.  Breakfast  meetings  were 
held  on  June  24  and  June  25. 

Reference  Committee  Appointments. 

The  speaker  of  the  House  of  Delegates  of  the 
American  Medical  Association  appointed  the 
following  New  York  members  to  reference  com- 
mittees: 

William  L.  Wheeler — Amendments  to  Con- 
stitution and  Bylaws;  James  M.  Blake — In- 
surance and  Medical  Service;  George  J. 
Lawrence — Chairman,  Legislation  and  Public 
Relations;  Carl  Goldmark — Medical  Military 
Affairs;  John  M.  Galbraith — Reports  of  Of- 
ficers; John  C.  McClintock — Rules  and  Order 
of  Business;  William  B.  Rawls — Sergeant  at 
Arms;  Renato  J.  Azzari — Tellers. 

Reference  Committee  Assignments. 

These  final  assignments  to  cover  the  meetings  of 
reference  committees  were  announced: 

Amendments  to  Constitution  and  Bylaws — 
William  L.  Wheeler  and  Thurman  B.  Givan; 
Insurance  and  Medical  Service — Carlton  E. 
Wertz  and  Waring  Willis;  Legislation  and 
Public  Relations — Philip  D.  Allen  and  William 
T.  Boland;  Medical  Education — Edward  C. 
Hughes  and  William  B.  Rawls;  Medical  Mili- 
tary Affairs — Carl  Goldmark;  Miscellaneous 
Business — John  F.  Kelley;  Public  Health  and 
Occupational  Health — Milton  Helpern  and 
James  Greenough;  Reports  of  the  Board  of 
Trustees — Frederick  A.  Wurzbach,  Jr.;  Re- 
ports of  Officers — Bernard  J.  Pisani;  Sections 
and  Section  Work — A.  W.  Martin  Marino  and 
Warren  A.  Lapp. 

Hospitality  Committee.  The  Hospitality 
Committee  consisted  of  John  C.  McClintock, 
chairman,  James  M.  Blake,  John  M.  Galbraith, 
John  F.  Kelley,  and  William  B.  Rawls. 

The  hospitality  suite  in  the  Fairmont  Hotel 
was  open  officially  during  these  hours:  Mon- 

day, 12:00  noon  to  2:00  p.m.;  Tuesday,  12:00 
noon  to  2:00  p.m.  and  5:00  p.m.  to  7:00  p.m.; 
Wednesday,  12:00  noon  to  2:00  p.m.  and 
5:00  p.m.  to  7:00  p.m. 

Again,  the  wives  of  delegates  assisted  us  in 
greeting  our  guests.  The  New  York  souvenir 
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was  a hand-blown  beaker  with  the  seal  of  the 
Medical  Society  of  the  State  of  New  York 
inscribed  on  it. 

It  was  announced  that  William  L.  Wheeler, 
Jr.,  has  been  appointed  chairman  of  the  local 
committeee  on  arrangements  for  the  A.M.A. 
convention  in  New  York  City,  in  June,  1965. 

Resolutions.  At  the  first  meeting  of  the 
delegation  on  June  21,  72  resolutions  were  read 
and  evaluated.  Preliminary  decisions  were 
reached;  later  in  the  week  two  additional  resolu- 
tions were  presented  on  the  floor  of  the  House. 

Before  the  House  met,  it  was  the  feeling  of 
many  delegates  that  two  of  the  more  important 
subjects  to  be  discussed  would  be  tobacco  and 
health  and  human  rights.  This  turned  out  to 
be  the  case. 

New  York  Resolutions.  The  Medical  Soci- 
ety introduced  six  resolutions,  as  follows: 

A.M.A.  Resolution  1 — “Opposition  to  Dis- 
crimination in  Medicine,”  introduced  by  Carl 
Goldmark,  Jr.,  M.D. 

Resolved,  That  the  American  Medical 
Association  go  on  record  as  being  opposed  . 
unalterably  to  any  discrimination  in  the 
field  of  medicine  because  of  race,  creed, 
color,  or  national  origin,  whether  in  patient 
care,  physician  opportunity,  or  professional 
organization;  and  be  it  further 

Resolved,  That  the  American  Medical 
Association  use  its  influence  to  end  dis- 
criminatory racial  exclusion  policies  by  some 
county  medical  societies  as  contrary  to  the 
law  of  the  land  and  the  ethics  of  our  pro- 
fession. 

A.M.A.  Resolution  2 — “Expanding  Charge  of 
American  Medical  Association  Citizens  Com- 
mission on  Graduate  Medical  Education,” 
introduced  by  Frederick  A.  Wurzbach,  Jr., 
M.D. 

Resolved,  That  the  new  Citizens  Commission 
on  Graduate  Medical  Education  of  the 
American  Medical  Association  be  empowered 
to  expand  its  studies  into  related  problems, 
and  to  enlist  cooperation,  support,  and 
participation  of  any  and  all  groups  whose 
activities  and  interests  the  Commission 
finds  in  its  own  judgment  may  have  a bear- 
ing on  its  studies  and  recommendations, 
and  that  the  Commission  suggest  specific 
immediate  steps  and  formulate  an  ultimate 
program  to  meet  its  charge  with  due  and  full 
consideration  and  proper  evaluation  of  each 
recommendation  in  relation  to  the  whole 
picture  of  patient  care,  medical  practice, 
hospital  service  and  medical  education;  and 
be  it  further 

Resolved,  That  said  Commission  be  em- 
powered to  obtain  financial  support  for 
analytical  studies  of  specific  and  related 
subjects  bearing  on  their  charge,  from  one 
or  more  foundations  interested  in  medical 
care  and  public  health,  and  from  other 
sources  as  they  see  fit,  to  permit  as  broad 
an  over-all  study  as  seems  desirable  to  as- 
sure success  by  making  possible  adequacy 
of  approach  so  that  no  new  problems  or 


conflicts  will  follow  from  their  specific  new 
recommendations  for  lack  of  consideration 
of  all  issues  in  relation  to  the  whole  picture 
of  medical  practice,  medical  care,  hospital 
service,  and  medical  education,  and  to  avoid 
an  inordinate  expense  to  the  American  Med- 
ical Association. 

A.M.A.  Resolution  3 — “Updating  of  Medical 
Education  for  All  Physicians,”  introduced  by 
Joseph  A.  Lane,  M.D. 

Resolved,  That  the  American  Medical 
Association  establish  minimum  standards 
for  continuous  postgraduate  education  to  be 
met  by  all  members. 

A.M.A.  Resolution  4 — “Two-Year  Intern- 
ships for  American  Medical  Students,”  in- 
troduced by  William  B.  Rawls,  M.D. 

Resolved,  That  the  American  Medical 
Association  encourage  medical  schools  to 
advise  their  graduates  to  take  two-year 
internships  and  thus  insure  better  prepara- 
tion of  practicing  physicians;  and  be  it 
further 

Resolved,  That  the  American  Medical 
Association,  following  the  procedure  of  the 
Boards  of  Internal  Medicine,  use  its  influence 
on  all  the  specialty  boards  to  grant  one  year 
of  residence  credit  to  interns  who  serve  a 
“straight”  second  year  of  internship  follow- 
ing a first-year  mixed  internship. 

A.M.A.  Resolution  5 — “Creation  of  a Sec- 
tion on  Space  Medicine,”  introduced  by  William 

L.  Wheeler,  Jr.,  M.D. 

Resolved,  That  this  House  of  Delegates 
approve  the  creation  of  a Section  on  Space 
Medicine  as  a part  of  the  Scientific  Assembly 
of  the  American  Medical  Association. 

A.M.A.  Resolution  6 — “Poll  of  All  American 
Medical  Association  Members  Concerning  Com- 
pulsory Social  Security  for  Self-Employed 
Physicians,”  introduced  by  Philip  D.  Allen, 

M. D. 

Resolved,  That  this  American  Medical 
Association  House  of  Delegates,  meeting  in 
June,  1964,  hereby  direct  that  all  members 
of  the  American  Medical  Association  be 
polled  at  once  to  ascertain  their  opinion 
concerning  compulsory  Social  Security  for 
self-employed  physicians. 

Actions  on  New  York  Resolutions.  The 

following  action  on  New  York  resolutions  (all  of 
which  were  supported  at  the  meetings  of  the 
reference  committees)  were  taken: 

Resolution  1 — “Opposition  to  Discrimination 
in  Medicine.”  There  were  three  other  resolu- 
tions in  addition  to  New  York’s. 

The  following  substitute  resolution  was 
adopted: 

Resolved,  That  this  House  of  Delegates 
of  the  American  Medical  Association  is  un- 
alterably opposed  to  the  denial  of  member- 
ship, privileges,  and  responsibilities  in  county 
medical  societies  and  state  medical  associa- 
tions to  any  duly  licensed  physician  because 
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of  race,  color,  religion,  ethnic  affiliation,  or 
national  origin;  and  be  it  further 

Resolved,  That  this  House  of  Delegates  of 
the  American  Medical  Association  calls  upon 
all  state  medical  associations,  all  component 
societies,  and  all  individual  members  of 
the  American  Medical  Association  to  exert 
every  effort  to  end  every  instance  in  which 
such  equal  rights,  privileges,  or  responsibili- 
ties are  denied. 

Resolution  2 — “Expanding  Charge  of  Ameri- 
can Medical  Association  Citizens  Commission 
on  Graduate  Medical  Education.” 

The  House  adopted  the  reference  committee’s 
motion  to  disapprove  the  resolution.  The 
committee  reported:  “During  the  discussion 

of  this  resolution,  the  reference  committee  was 
assured  that  the  chairman  of  the  Commission 
feels  certain  that  the  general  nature  of  the 
charge  to  his  Commission  ‘to  design  and  conduct 
a study’  on  graduate  medical  education  is 
sufficiently  broad  to  encompass  all  the  recom- 
mendations of  the  resolution,  and  that  the 
Commission  on  Medical  Practice  could  and 
would  fill  any  possible  gaps. 

“The  committee  feels  that  there  is  nothing 
objectionable  in  the  intent  of  this  resolution 
excepting  financial  support  from  outside  sources. 
We  were  assured  that  the  chairman  of  the 
Commission  considers  the  present  financial 
support  adequate  and  he  has  been  assured  of 
continuing  and  adequate  financial  support  by 
the  Board  of  Trustees.  The  chairman  and  the 
Board  of  Trustees  both  feel  that  financial 
support  of  the  Commission  is  most  properly  the 
responsibility  of  the  American  Medical  As- 
sociation. Your  reference  committee  concurs 
in  this  assumption  of  responsibility.” 

Resolution  3 — “Updating  of  Medical  Educa- 
tion for  All  Physicians.” 

The  reference  committee  reported:  “The 

general  objectives  of  this  resolution,  which 
are  to  encourage  individual  physicians  to  be 
lifetime  scholars  and  to  establish  criteria  for 
continuous  postgraduate  education,  are  laud- 
able. Encouragement  of  lifetime  scholarship  is 
inherent  in  the  National  Plan  for  Continuing 
Medical  Education. 

“Your  Reference  Committee  cannot  support 
the  compulsion  implied  in  resolution  3.  Fur- 
thermore, it  has  not  yet  been  demonstrably 
possible  to  establish  minimal  standards  ap- 
plicable to  all  members  of  the  profession  re- 
gardless of  their  individual  fields  of  interest.” 

The  House  adopted  the  reference  committee’s 
motion  that  no  action  be  taken  on  the  resolution. 

Resolution  4 — “Two-Year  Internships  for 
American  Medical  Students.” 

The  reference  committee  reported:  “This 

resolution  concerns  a problem  in  graduate 
medical  education  that  is  presently  under 
intensive  study  by  a task  force  on  internships 
of  the  Council  on  Medical  Education.  Dis- 
cussion of  this  resolution  brought  forth  no 
cogent  reason  why  action  on  this  resolution 
should  precede  the  report  from  the  Council 
on  the  study  of  the  task  force  on  internships, 


a report  that  will  be  available  at  the  1964 
clinical  session.” 

The  House  adopted  the  reference  committee’s 
recommendation  that  no  action  be  taken  on  the 
resolution. 

Resolution  5 — “Creation  of  a Section  on  Space 
Medicine.” 

The  reference  committee  reported:  “Your 

reference  committee  considered  resolution  5 
which  proposes  the  creation  of  a Section  on 
Space  Medicine.  This  was  freely  discussed  by 
those  in  attendance.  It  develops  from  the 
discussion  that  this  field  is  well  covered  in  at 
least  two  existing  sections,  the  Section  on 
Military  Medicine  and  the  Section  on  Preven- 
tive Medicine.  At  the  present  time,  only  a 
relatively  few  physicians  in  the  United  States 
are  primarily  interested  in  this  limited  field. 

“The  Bylaws,  Chapter  7,  Section  2,  state 
that  an  application  for  a new  section  must  be 
referred  to  the  Board  of  Trustees  for  study  and 
subsequent  action  by  the  House  of  Delegates. 
Therefore,  Mr.  Speaker,  your  reference  com- 
mittee moves  that  resolution  5 be  referred  to 
the  Board  of  Trustees  with  the  recommendation 
that  a Section  on  Space  Medicine  not  be 
created.” 

The  House  of  Delegates  approved  the  ref- 
erence committee’s  motion. 

Resolution  6 — -“Poll  of  All  American  Medical 
Association  Members  Concerning  Compulsory 
Social  Security  for  Self-Employed  Physicians.” 

The  reference  committee  reported:  “Your 

reference  committee  considered  resolution  6 
which  calls  for  a poll  of  all  A.M.A.  members 
to  ascertain  their  opinion  concerning  compulsory 
Social  Security  for  self-employed  physicians. 
After  due  consideration  of  the  testimony  on 
both  sides  of  this  question,  your  reference 
committee  concluded  that  members  of  the 
House  of  Delegates  express  the  majority  senti- 
ments of  their  constituents  on  all  questions 
that  come  before  this  House.  Your  reference 
committee  further  believes  that  the  sub- 
stitution of  any  other  method  of  determining 
national  policies  would  be  subject  to  great 
error  in  that  it  presupposes  equal  knowledge 
on  the  part  of  all  polled;  that  a slight  majority 
of  a limited  response  might  be  improperly 
interpreted  as  the  weight  of  Association  opin- 
ion; that  it  would  create  inflexible  policy  state- 
ments; and  that  it  would  endanger  the  use- 
fulness of  the  House  of  Delegates. 

“For  these  reasons,  your  reference  com- 
mittee recommends  that  a poll  on  Social 
Security  coverage  of  physicians  not  be  under- 
taken.” 

The  House  adopted  the  reference  committee’s 
motion  to  disapprove  resolution  6. 

Other  actions  taken  are  noted  in  Dr.  Blasin- 
game’s  summary,  which  follows  this  report. 

“Political  Front.”  All  of  the  candidates 
whom  we  supported  were  successful,  except  one. 
Naturally,  in  accordance  with  our  previous  deci- 
sion, we  nominated  Carlton  E.  Wertz  for  the 
vice-presidency.  He  won! 
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A.M.A.  Report.  Following  is  Dr.  Blasin- 
game’s  summary  of  the  A.M.A.  meeting  in  San 
Francisco: 

June  25 — Tobacco  and  health,  human  rights,  physi- 
cian-hospital relations,  continuing  medical  education, 
the  cost  of  medical  care,  and  Federal  subsidization  of 
prepayment  plans  and  health  insurance  companies  were 
among  the  major  subjects  acted  on  by  the  House  of 
Delegates  at  the  American  Medical  Association’s  113th 
annual  convention  held  June  21  to  25  in  San  Francisco. 

Donovan  F.  Ward,  M.D.,  of  Dubuque,  Iowa,  vice- 
president  of  the  Association,  was  named  president-elect 
of  the  Association.  He  will  become  president  at  the 
June,  1965,  annual  convention  in  New  York  City,  suc- 
ceeding Norman  A.  Welch,  M.D.,  of  Boston,  who  was 
installed  at  the  inaugural  ceremony  in  San  Francisco. 

The  A.M.A.  1964  Distinguished  Service  Award  was 
won  by  Irvine  H.  Page,  M.D.,  director  of  research  of 
the  Cleveland  Clinic,  for  his  investigation  of  cardiac, 
vascular,  and  renal  disease. 

Final  registration  figures  reached  a grand  total  of 
49,437,  including  14,229  physicians. 

Tobacco  and  Health.  The  House  approved  a strong 
stand  on  tobacco  and  health  by  calling  cigaret  smoking 
“a  serious  health  hazard.”  This  action  was  taken  after 
the  Reference  Committee  on  Public  Health  and  Occu- 
pational Health  considered  10  resolutions  and  a Board 
of  Trustees  report  on  the  subject  and  heard  considerable 
testimony. 

In  adopting  a four-point  reference  committee  report, 
the  House  said,  ‘‘The  American  Medical  Association 
is  on  record  and  does  recognize  a significant  relationship 
between  cigaret  smoking  and  the  incidence  of  lung 
cancer  and  certain  other  diseases.” 

It  urged  that  programs  be  developed  to  disseminate 
vital  health  education  material  on  the  hazards  of  smok- 
ing to  all  age  groups  through  all  means  of  communica- 
tion. The  House  also  recognized  the  contribution  of 
the  Surgeon  General’s  committee  in  its  comprehensive 
report.  And  it  emphasized  that  a joint  committee  of 
the  A.M.A.  and  the  National  Education  Association 
already  has  adopted  a resolution  urging  elementary  and 
secondary  schools  to  include  programs  on  smoking  and 
health  in  their  health  education  curricula. 

The  House  further  recommended  that  the  A.M.A. 
pamphlet,  ‘‘Smoking:  Facts  You  Should  Know,” 

should  be  modified  “in  light  of  accumulating  knowl- 
edge.” 

Finally,  the  House  said  that  the  delegates  and  the 
Board  of  Trustees  “should  take  great  pride  in  the  estab- 
lishment of  the  research  program  on  tobacco  and  health 
that  is  being  carried  out  by  the  A.M.A.  Education  and 
Research  Foundation.” 

In  adopting  the  report  of  the  A.M.A.-E.R.F.  the 
House  called  attention  to  the  following  statement: 

“The  Board  of  Directors  of  A.M.A.-E.R.F.  and  the 
Board  of  Trustees  of  the  A.M.A.  were  clearly  aware  of 
the  possibility  of  criticism  in  accepting  this  grant  (10 
million  dollars  from  several  tobacco  companies).  But 
against  that  possibility  they  weighed  the  potential 
benefit  to  the  public  who  will  continue  to  smoke  and 
concluded  that  the  risk  was  insignificant  by  comparison. 
The  only  hope  of  minimizing  the  hazards  of  smoking 
lies  in  research  which  points  to  the  course  that  the 
A.M.A.  as  well  as  others  must  take.” 

Human  Rights.  On  the  major  issue  of  human  rights 
the  House  declared  itself  “unalterably  opposed  to  the 
denial  of  membership,  privileges,  and  responsibilities  in 
county  medical  societies  and  state  medical  associations 
to  any  duly  licensed  physician  because  of  race,  color, 
religion,  ethnic  affiliation,  or  national  origin.” 

This  action  was  taken  after  the  reference  committee 
had  heard  a detailed  discussion  and  had  considered  four 
resolutions  on  the  subject. 

In  addition,  the  House  called  “on  all  state  medical 


associations,  all  component  societies,  and  all  individual 
members  of  the  A.M.A.  to  exert  every  effort  to  end  every 
instance  in  which  such  equal  rights,  privileges  and  re- 
sponsibilities are  denied.” 

The  House  also  accepted  a report  from  the  Board  on 
the  liaison  committees  of  the  A.M.A.  and  the  National 
Medical  Association.  This  report  reviewed  the  history 
of  the  committees  and  noted  that  “great  progress  has 
been  made  voluntarily.  More  progress  can  reasonably 
be  expected  in  the  immediate  future,  especially  if  the 
committees  are  permitted  to  continue  on  a constructive, 
cooperative  basis.  This  requires  effort,  but  more  im- 
portantly, good  will  and  the  desire  to  eliminate  prob- 
lems.” 

Physician^Hospital  Relations.  Conclusions  and 
recommendations  in  a significant  and  extensive  report 
on  physician-hospital  relations  were  adopted  by  the 
House.  Prepared  by  the  Council  on  Medical  Service’s 
Committee  on  Medical  Facilities,  the  report  stresses 
“the  imperative  need  for  the  medical  profession  to  as- 
sume responsibility  for  the  quality,  continuity,  and 
availability  of  professional  services  and  for  the  coordina- 
tion of  these  services  with  the  other  essential  supportive 
aspects  of  health  care.” 

The  report’s  recommendations  are  designed  to  serve 
as  guidelines  for  physicians  in  meeting  the  problems  in- 
volved in  the  changing  patterns  of  care  such  as:  ap- 

pointment of  salaried  chiefs  of  staff,  appointment  of 
salaried  heads  of  clinical  departments,  appointment  of 
salaried  directors  of  medical  education,  employment  of 
salaried  physicians  for  outpatient  and  emergency  de- 
partments, use  of  salaried  physicians  to  provide  care 
ordinarily  provided  by  interns  and  residents,  and 
utilization  of  closed-panel  prepayment  medical  care 
programs  by  hospitals. 

The  report  also  includes  a review  of  the  development 
of  A.M.A. ’s  policy  on  physician-hospital  relations,  a 
study  of  the  relation  of  policy  to  actual  practice,  and  an 
investigation  of  the  factors  influencing  change — in- 
cluding graduate  education,  medical  finance,  expansion 
of  hospital  functions,  and  regulation  of  medical  care. 

Continuing  Medical  Education.  Authorization  was 
made  by  the  House  to  establish  an  A.M.A.-sponsored 
survey  and  accreditation  program  in  continuing  medical 
education.  In  the  program  attention  will  be  concen- 
trated on  institutions  and  organizations  offering  courses 
rather  than  on  individual  courses,  and  appraisal  of  an 
institution’s  or  organization’s  program  will  be  carried 
out  only  at  its  request. 

Eventually,  approved  institutions  or  organizations 
will  be  so  designated  in  the  Council’s  annual  lists  of 
“Continuing  Education  Courses  for  Physicians,”  and 
when  all  institutions  which  wish  to  list  their  courses 
have  had  the  opportunity  to  be  considered  for  approval, 
only  courses  of  approved  institutions  and  organizations 
will  be  included  in  the  annual  list.  Programs  will  be 
surveyed  by  a Review  Committee  on  Continuing 
Medical  Education. 

Cost  of  Medical  Care.  A four-volume  report  of  the 
A.M.A.  Commission  on  the  Cost  of  Medical  Care  was 
received  by  the  delegates,  and  the  House  concurred 
with  the  Board  of  Trustees  that  the  conclusions  and 
recommendations  of  the  Commission  will  be  studied 
and  a report  will  be  made  to  the  House  for  its  considera- 
tion at  the  1964  Clinical  Convention. 

The  four  volumes  include  a general  report  on  factors 
involved  in  medical  care  costs,  a full  report  on  “Pro- 
fessional Review  Mechanisms,”  another  on  “Significant 
Medical  Advances,”  and  one  on  “Changing  Patterns 
of  Hospital  Care.” 

In  its  report  the  Board  said  that  the  Commission  “is 
aware  that  its  efforts  will  not  result  in  a magic  reduction 
in  the  price  of  medical  and  hospital  services.  It  does 
believe,  however,  that  its  study  has  produced  a consid- 
erable amount  of  new  and  relevant  information  which 
will  serve  as  a basis  for  better  understanding  by  the 
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public  and  the  medical  profession  of  this  complex  sub- 
ject.” 

Reaffirmed  the  A.M.A.  policy  favoring  Federal 
grants  for  “bricks  and  mortar” — funds  for  construction 
and  renovation  of  medical  schools,  hospitals,  related 
institutions,  and  mental  health  centers — but  urged  that 
the  “advantages  and  desirability  of  multiple  source 
financing  be  kept  clearly  in  mind.”  The  House  also 
was  informed  by  the  Board  that  it  is  appointing  a com- 
mission to  conduct  a broad  study  of  the  role  of  Federal 
support  of  medical  research. 

Other  Actions.  The  House  went  on  record  as  oppos- 
ing Federal  subsidization  of  prepayment  plans  and 
health  insurance  companies,  and  it  asked  for  an  A.M.A. 
study  of  the  development  of  state  programs  which 
utilize  prepayment  plans  or  health  insurance  companies 
in  the  implementation  of  state  programs  of  medical  aid 
to  the  aging  under  the  Kerr-Mills  law. 

A proposal  to  poll  all  A.M.A.  members  concerning 
compulsory  Social  Security  for  self-employed  physi- 
cians was  rejected  by  the  House.  In  addition,  the 
House  concurred  with  the  reference  committee  in  oppos- 
ing polls  of  the  membership  on  issues  of  “great  or  even 
moderate  importance”  because  the  House  members  ex- 
press the  majority  sentiments  of  their  constituents  on 
all  questions  coming  before  the  House. 

An  expanded  program  on  medical  ethics  was  en- 
dorsed by  the  House.  The  program  will  be  designed  to 
educate  physicians  and  the  public  on  what  medical 
ethics  means  to  them  and  how  medical  ethics  affects 
them.  The  Judicial  Council,  working  with  the  Board 
of  Trustees,  will  determine  the  means  by  which  this  ex- 
panded program  is  to  be  implemented. 

Approval  was  given  to  a change  in  the  Bylaws  to  al- 
low the  House  to  set  the  hour  and  day  of  election  of 
A.M.A.  officers  at  the  annual  convention.  This  was 
adopted  early  in  the  House  session  and  made  it  possible 
to  have  the  nominations  on  Wednesday  afternoon  and 
the  elections  on  Thursday  morning. 

A three-point  communications  program  designed  to 
improve  the  public  relations  position  of  the  medical 
profession  was  endorsed  by  the  House  on  recommenda- 
tion of  the  A.M.A.  Committee  on  Communications. 
The  program  includes  a redoubling  of  efforts  by  county 
and  state  societies,  closer  liaison  with  media  personnel, 
and  prompt  information  to  state  societies  on  A.M.A. 
news  releases  and  testimony. 

Miscellaneous  Actions.  In  considering  a wide  variety 
of  resolutions  and  reports,  the  House  also: 

Approved  the  creation  of  the  Section  on  Allergy  on 
recommendation  of  the  Board  of  Trustees. 

Approved  a comprehensive  inquiry  of  the  causative 
factors  for  the  sharp  increase  in  syphilis  and  gonorrhea 
and  urged  the  A.M.A.  to  “take  leadership  in  educational 
and  research  measures  designed  to  control  and  elim- 
inate syphilis.” 

Okayed  a national  conference  on  area-wide  planning 
of  hospitals  and  related  health  facilities,  to  be  sponsored 
under  the  auspices  of  the  A.M.A. 

Agreed  to  continue  and  broaden  studies  on  the  prob- 
lems of  unwed  mothers,  illegitimacy,  and  other  related 
matters  and  to  develop  positive  preventive  programs. 

Supported  a position  statement  on  protecting  children 
against  physical  abuse  and  called  for  legislative  guide- 
lines to  the  states  relative  to  legislation  on  this  matter. 

Asked  the  Board  of  Trustees  to  investigate  establish- 
ment of  a wire  communications  system  between  A.M.A. 
headquarters  in  Chicago  and  offices  of  state  medical 
associations. 

Referred  to  the  Council  on  Medical  Service  a resolu- 
tion condemning  the  practice  by  some  hospitals  of 
adopting  constitutions  which  deny  staff  privileges  to 
physicians  not  eligible  or  certified  by  specialty  bodies  or 
societies. 

Agreed  with  the  Board  that  a forum  for  representa- 
tives of  national  medical  specialty  societies  and  the 


American  Academy  of  General  Practice  be  held  on 
November  1,  1964,  in  Chicago. 

Approved  a resolution  calling  for  the  publication  of 
the  proposed  nominees  for  standing  committees  (coun- 
cils) of  the  House  be  submitted  in  advance  of  annual 
convention , preferably  in  the  House  of  Delegates  hand- 
book. 

Recommended  that  the  Board  of  Trustees  use  the 
talents  of  Edward  R.  Annis,  M.D.,  immediate  past- 
president,  and  other  qualified  spokesmen  for  medicine 
with  appropriate  remuneration. 

Asked  the  Committee  on  Insurance  and  Prepayment 
Plans  of  the  Council  on  Medical  Service  to  consider  a 
revision  of  simplified  health  insurance  claims  forms. 

Recommended  that  the  Board  of  Trustees  approve 
the  establishment  of  an  ad  hoc  study  on  family  practice 
as  proposed  by  the  Council  on  Medical  Education. 

Agreed  with  the  change  of  name  of  the  Council  on 
Medical  Education  and  Hospitals  to  the  Council  on 
Medical  Education. 

Requested  clarification  of  the  ethical  and  legal  limita- 
tions of  physicians  participating  in  court-ordered  pre- 
trial psychiatric  examinations. 

Urged  the  A.M.A.  to  continue  its  vigorous  opposition 
to  tax  regulations  discriminating  against  “professional 
associations”  and  “professional  corporations,”  and  its 
support  of  legislation  which  seeks  to  provide  tax 
equality  with  business  corporations  for  “professional 
associations”  and  “professional  corporations.” 

Opening  Session.  Edward  R.  Annis,  M.D.,  of  Miami, 
outgoing  A.M.A.  president,  told  the  special  Sunday 
afternoon  opening  session  that  a greater  effort  is  needed 
in  the  areas  of  continuing  medical  education  and  health 
education  programs.  He  also  urged  state  and  county 
medical  associations  to  bolster  their  paid  executive 
personnel  to  help  carry  out  local,  state,  and  national 
projects.  Dr.  Annis  called  for  an  increase  in  A.M.A. 
dues  and  later  the  House  referred  the  question  of  a dues 
increase  to  the  Board  of  Trustees  for  study  and  for  a 
report  at  1964  Clinical  Meeting  in  Miami.  Honored 
at  the  opening  session  were  the  presidents  of  state  and 
territorial  medical  associations  and  a number  of  special 
A.M.A.  guests  from  national  organizations. 

At  the  Monday  session  awards  announced  were  the 
A.M.A.  Scientific  Achievement  Award  to  Rene  Jules 
Dubos,  Ph.D.,  of  the  Rockefeller  Institute,  New  York 
City,  and  the  Joseph  Goldberger  Award  in  Clinical 
Nutrition  to  William  J.  Darby,  M.D.,  of  Vanderbilt 
University  School  of  Medicine,  Nashville. 

Inaugural  Ceremony.  Dr.  Welch,  in  his  inaugural 
address  Tuesday  night,  said  that  medicine  must  be 
united  if  it  is  “to  serve  the  public  in  the  future  to  the 
high  degree  that  it  has  in  the  past.”  He  stressed  that 
American  physicians  must  be  “standing  strong  and  firm 
with  a heart  and  a conscience  tuned  to  public  need,  with 
a respect  for  the  rights  and  privileges  of  the  individual, 
and  with  an  abiding  faith  in  our  free  competitive  system 
of  medical  practices.” 

In  keeping  with  Dr.  Welch’s  address,  “Unity  in 
Medicine,”  presidents  or  their  representatives  from  29 
medical  specialty  organizations  were  honored  guests  at 
the  ceremony. 

The  Distinguished  Service  Award  was  presented  to 
Dr.  Page  and  the  Scientific  Achievement  Award  was 
given  to  Dr.  Darby. 

Wednesday  Session.  Speaking  at  the  Wednesday 
session,  Dr.  Welch  pointed  up  the  growing  alliance  be- 
tween medicine  and  research — an  alliance  rooted  in 
truth,  knowledge,  and  the  freedom  to  search  them  out. 
He  called  these  “the  greatest  assets  available  for  human 
development  and  human  well-being.”  Dr.  Welch  also 
enumerated  the  important  projects  of  the  A.M.A.  in  the 
past  year  such  as  mental  health,  continuing  medical 
education,  tobacco  and  health,  and  A.M.A.-E.R.F.,  the 
Institute  of  Biomedical  Research. 
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Election  of  Officers.  In  addition  to  Dr.  Ward,  the 
new  president-elect,  the  following  officers  were  named: 

Carlton  E.  Wertz,  M.D.,  of  Buffalo,  vice-president; 
Milford  O.  Rouse,  M.D.,  of  Dallas,  speaker  of  the  House, 
and  Walter  C.  Bornemeier,  M.D.,  of  Chicago,  vice- 
speaker. 

Robert  C.  Long,  M.D.,  of  Louisville,  was  re-elected 
to  the  Board  of  Trustees  for  a three-year  term,  and 
Alvin  J.  Ingram,  M.D.,  of  Memphis,  was  elected  to  a 
three-year  term.  Dr.  Ingram  replaces  R.  B.  Robins, 
M.D.,  of  Camden,  Arkansas. 

Nominated  and  elected  to  the  Judicial  Council  was 
Charles  C.  Smeltzer,  M.D.,  of  Knoxville,  Tennessee. 

Named  to  the  Council  on  Medical  Education  were 
William  P.  Longmire,  M.D.,  of  Los  Angeles,  and 
William  A.  Sodeman,  M.D.,  of  Philadelphia. 

Elected  to  the  Council  on  Medical  Service  was  John 


Rumsey,  M.D.,  of  San  Diego,  and  re-elected  was  Wil- 
lard A.  Wright,  M.D.,  of  Williston,  North  Dakota. 

William  A.  Hyland,  M.D.,  of  Grand  Rapids,  Michi- 
gan, was  re-elected  to  the  Council  on  Constitution  and 
Bylaws. 

Dr.  Blasingame’s  report  contains  some  of  the 
major  actions  taken  by  the  House  of  Delegates. 
F urther  details  were  reported  in  the  July  6 issue 
of  AM  A News. 

Again,  we  are  grateful  to  all  who  contributed 
so  much  to  the  success  of  our  stay  in  San  Fran- 
cisco— the  members  of  the  delegation,  the 
wives,  the  staff,  and  others. 

Respectfully  submitted 

Henry  I.  Fineberg,  M.D.,  Chairman 


Ad  Hoc  Committee  on  Osteopathy 


To  the  House  of  Delegates , Gentlemen: 


The  members  of  the  Ad  Hoc  Committee  on 
Osteopathy  are  as  follows; 

James  M.  Blake,  M.D.,  Chairman 

Schenectady 


John  H.  Carter,  M.D Albany 

George  J.  Lawrence,  Jr.,  M.D Queens 

C.  Stewart  Wallace,  M.D Tompkins 


This  ad  hoc  committee  was  appointed  by  the 
president  and  approved  by  the  Council  in 
February,  1964,  with  a request  to  consider  the 
“Doctor  of  Osteopathy-Doctor  of  Medicine” 
situation  in  New  York. 

Your  committee  met  three  times  during  1964 
to  review  information  available  on  this  subject. 

At  the  March  meeting  of  the  Council  it  was 
decided  that,  because  there  is  a good  deal  of 
doubt  of  recognizing  an  “unearned”  degree,  and 
in  view  of  the  fact  that  we  have  been  informed 
that  the  matter  of  licensing  osteopaths  as  M.D. ’s 
is  to  be  considered  again  by  the  Board  of  Re- 
gents, no  person  in  this  category,  having  re- 
ceived an  “unearned”  degree,  be  accepted  by  the 
Medical  Society  of  the  State  of  New  York. 
Further,  it  was  decided  that  the  dues  of  any 
such  person  received  be  returned  to  the  re- 
spective county  society. 

The  committee  submitted  the  following 
recommendation  to  the  Council  in  June: 

Constitution  and  Bylaws 

To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Council  Committee  on 
Constitution  and  Bylaws  are  as  follows: 


Ezra  A.  Wolff,  M.D.,  Chairman Queens 

Marvin  Brown,  M.D Oswego 

Norman  C.  Lyster,  M.D Chenango 

William  F.  Martin,  Esq., 

ex  officio New  York 


The  committee  has  reviewed  all  suggested 
changes  in  constitutions  and  bylaws  submitted 
to  it  from  county  societies  and  district  branches, 


“That  the  Constitution  and  Bylaws  of  the 
Medical  Society  of  the  State  of  New  York 
be  amended  to  the  effect  that  an  applicant  for 
active  membership  in  the  Medical  Society 
shall  have  completed  not  less  than  four 
satisfactory  courses  of  at  least  eight  months 
each  in  a medical  school  in  this  country  or 
Canada  registered  as  maintaining  at  the  time 
a standard  satisfactory  to  the  Department  of 
Education  of  the  State  of  New  York  or  in  a 
medical  school  in  a foreign  country  main- 
taining a standard  not  lower  than  that  pro- 
vided for  medical  schools  in  the  State  of  New 
York. 

“It  was  further  the  opinion  of  the  commit- 
tee that  the  component  medical  societies  of 
the  State  of  New  York  be  advised  of  this 
recommendation,  and  it  be  suggested  to  them 
that  they  consider  changing  their  constitu- 
tions and  bylaws.” 

In  September,  after  further  consideration, 
your  committee  reconfirmed  to  the  Council  its 
recommendation  of  June,  1964. 

Respectfully  submitted, 

James  M.  Blake.  M.D.,  Chairman 


and  has  made  recommendations  thereon  to  the 
Council. 

The  chairman  extends  his  sincere  thanks  to 
his  fellow  committee  members  and  to  the  mem- 
bers of  the  Society’s  staff,  especially  Miss  Doris 
K.  Dougherty,  who  have  had  a part  in  the  prep- 
aration and  transmission  of  the  frequently 
voluminous  material  involved. 

Respectfully  submitted, 

Ezra  A.  Wolff,  M.D.,  Chairman 
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1965  HOUSE  OF  DELEGATES 

Miscellaneous 


Nursing  Education 


To  the  House  of  Delegates , Gentlemen : 

The  membership  of  the  Council  Committee 
on  Nursing  Education  is  as  follows: 

Vincent  J.  Tesoriero,  M.D., 


Chairman Kings 

Frank  C.  Nichols,  M.D Nassau 

Charles  M.  Smith,  M.D Seneca 


The  committee  has  held  three  meetings  this 
past  year  with  representatives  of  the  New  York 
State  Nurses  Association.  These  meetings  were 
called  at  the  request  of  the  Association  for  the 
purpose  of  discussing  the  areas  of  existing  and 
emerging  problems,  affecting  the  nurse  and  the 
medical  practitioner,  which  axe  the  result  of 
changes  rapidly  taking  place  in  previously  con- 
sidered traditional  areas  of  medical  and  nursing 
practice.  These  changes  are  due  to  the  tre- 
mendous scientific,  technologic,  and  medical  ad- 
vances over  the  past  few  years  with  resulting 
increase  in  the  number  and  type  of  health  care 
facilities  and  the  demand  for  new  and  improved 
health  services. 

The  committee  and  the  representatives  of  the 
Association  agreed  that  control  and  standards  of 
practice  are  the  prerogatives  of  the  individual 
profession  and  further  agreed  that  problems 
arising  from  within  the  area  of  joint  functioning 
could  best  be  solved  through  joint  study  and 
collaborative  effort. 

After  consideration  of  the  problems  related  to 
medical  and  nursing  practice  presented  by  doc- 
tors, nurses,  and  hospital  administrators  and  in 
response  to  requests  by  these  groups  for  inter- 
pretation of  the  role  and  responsibility  of  the 
doctor  and  nurse  in  certain  procedures,  it  was 
agreed  that  a joint  statement  should  be  made  by 
both  State  organizations  setting  forth  general 
guidelines  for  local  hospitals  or  agencies.  It  was 
agreed  further  that  the  decision  as  to  the  role 
and  responsibility  of  the  doctor  and  the  nurse  in 
carrying  out  certain  procedures  in  a hospital  or 
agency  rests  with  the  decision-making  group  of 
the  individual  hospital  or  agency. 

Liaison.  The  following  resolution  was  ap- 
proved at  the  joint  meeting  on  October  6,  1964: 
This  Committee  recommends  that  hospitals 
in  New  York  State  set  up  joint  patient  care 
liaison  committees  of  physicians,  nurses,  and 
hospital  administrators  to  act  as  advisory 
groups  in  outlining  the  role  and  responsibility 
of  the  doctor,  the  nurse,  and  the  employing 
agency  in  the  performance  of  certain  proce- 
dures, and  suggests  that  after  this  statement  is 
approved  by  the  State  Medical  Society  and 
the  State  Nurses  Association,  it  be  presented 


to  the  Hospital  Association  for  consideration 

and  approval. 

The  committee  approved  also  the  following  to 
be  included  in  the  proposed  statement: 

“In  order  to  safeguard  proper  practice  and 
sound  procedure,  the  committee  believes  that 
decisions  to  have  nurses  assume  particular  tasks 
or  therapies  should  be  mutually  agreed  on  by 
the  employing  agency’s  administrative,  medical, 
and  nursing  personnel,  and  alternate  responsi- 
bility for  such  functions  should  be  clearly  under- 
stood by  all. 

“The  following  criteria  are  suggested  as  a 
basis  for  making  these  decisions:  (a)  Condition 
of  patient — diagnosis;  ( b ) physical  setting;  (c) 
equipment  available  to  meet  emergency  situa- 
tions; ( d ) availability  of  emergency  medical 
team;  (e)  knowledge,  skills,  and  expertness  of 
nurse — updating  of  nurse’s  knowledge;  (/) 
availability  of  medical  and  nursing  personnel  to 
give  care;  (g)  analysis  and  testing  of  new  pro- 
cedure before  individual  responsibilities  are 
determined.” 

Procedures.  The  following  specific  proce- 
dures were  discussed: 

1.  Closed  Chest  Cardiac  Massage  for  Resusci- 

tation— Discussion  brought  out  the  fact  that 
many  nurses  are  trained  in  closed  chest  cardiac 
massage  but  are  instructed  not  to  take  the 
responsibility  of  using  it;  the  committee  went 
on  record  as  follows:  “This  committee  feels 

that,  subject  to  the  decision  of  any  hospital,  in 
the  absence  of  and  until  a physician  can  take 
over,  a registered  professional  nurse  properly 
trained  in  this  procedure  should  institute  and 
carry  out  closed  chest  cardiac  massage  which  is 
primarily  a medical  procedure.” 

2.  Administration  of  Investigational  Drugs — 
It  was  reported  that  not  all  hospitals  have  com- 
mittees on  experimental  research  and  that  many 
times  nurses  are  not  briefed  as  to  expected  reac- 
tions, side  effects,  and  so  forth  in  the  administra- 
tion of  investigational  drugs. 

It  was  agreed  by  both  groups  that  written 
guidelines  covering  such  areas  as  expected  reac- 
tions, side  effects,  and  so  forth,  should  be  avail- 
able to  the  nurse  regarding  administration  of 
investigational  drugs  and  should  these  directions 
not  be  available  the  nurse  should  not  administer 
such  drugs. 

3.  Administration  of  Anesthesia  During  Labor 
— The  committee  expressed  itself  as  feeling  that 
either  an  anesthesiologist  or  a nurse  anesthetist 
should  be  available  night  and  day  and  recom- 
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mended  that  nurses  not  trained  in  anesthesia  not 
be  allowed  to  administer  it. 

4.  Insertion  of  Catheter  in  Veins — Inserting  a 
catheter  in  veins  is  considered  illegal  for  nurses 
to  perform,  and  this  raises  a problem  in  hos- 
pitals which  do  not  have  house  physicians  avail- 
able to  do  these  procedures.  This  matter  is  to 
be  discussed  at  the  next  meeting  of  the  com- 
mittee. 

Miscellaneous.  John  M.  Galbraith,  M.D., 
has  suggested  that  married  members  of  the 
nursing  profession  who  return  to  practice  be 
allowed  an  additional  income  tax  exemption  for 
baby  sitters.  Investigation  of  this  matter  re- 
veals that  there  is  no  such  bill  proposed  in  the 
Ways  and  Means  Committee.  However,  Sec- 
tion 212  of  the  Revenue  Act  of  1964  does  provide 
an  additional  reduction  for  working  mothers 
into  which  category  such  registered  nurses  would 
faU. 

Resolution  64-61,  “Amelioration  of  Nursing 
Shortage,”  submitted  by  the  Westchester 
County  Medical  Society,  was  forwarded  to  the 


Medicine  and  Religion 

To  the  House  of  Delegates,  Gentlemen: 

The  Council  Committee  on  Medicine  and 
Religion  is  composed  of  the  following  members: 
Solomon  Schussheim,  M.D.,  Chairman. . Kings 

Charles  M.  Smith,  M.D Seneca 

Your  committee  notes  with  regret  the  death 
of  William  T.  Boland,  M.D.,  who  had  served  as 
chairman  of  this  committee  since  its  formation. 

The  committee  met  in  April  with  Rev.  Paul  B. 
McCleave,  director  of  the  Department  of  Medi- 
cine and  Religion  of  the  American  Medical 
Association,  and  his  assistant,  Mr.  Arne  E. 
Larson,  to  discuss  ways  of  implementing  the 
program  designed  to  create  a climate  in  which 
the  physician  and  the  clergyman  may  commu- 
nicate relative  to  the  total  care  and  treatment  of 
the  patient,  as  approved  by  the  House  of  Dele- 
gates at  its  1964  meeting. 

The  committee  approved  the  following  outline 
of  procedure: 

1.  Pilot  programs  to  gain  experience; 


Nurse  Advisory  Council  of  the  State  Education 
Department  for  action.  The  citizenship  re- 
quirement for  a license  in  nursing  was  eliminated 
by  State  law  in  April,  1964. 

Further  action  to  alleviate  the  nursing  short- 
age is  contained  in  the  Federal  Nurse  Training 
Act  of  1964.  The  provisions  of  the  act  include 
construction  grants,  project  grants,  partial  re- 
imbursement for  costs  to  diploma  schools, 
traineeships  for  advanced  training,  and  loan 
funds  available  to  nursing  students. 

The  New  York  State  Nurses  Association  plans 
to  have  an  exhibit  on  nursing  care  at  the  State 
Society’s  annual  meeting  in  February.  The 
booth  space  will  be  given  to  the  Association 
without  charge. 

The  1963  report  of  the  Council  Committee  on 
Nursing  Education  was  sent  to  the  National 
League  for  Nursing.  This  was  favorably  re- 
ceived and  was  distributed  by  the  League  to  its 
various  departments. 

Respectfully  submitted, 

Vincent  J.  Tesoriero,  M.D.,  Chairman 


2.  Presentations  on  a district  or  regional 
basis  by  Mr.  Larson  and  members  of  this  com- 
mittee to  interest  county  medical  societies; 

3.  Approval  by  county  societies; 

4.  Appointment  of  local  committees  by 
county  society  presidents. 

Areas  chosen  for  pilot  programs  are  Nassau 
County,  Monroe  County,  and  Chemung  County. 
Nassau  County  has  held  an  organization  meet- 
ing. These  counties  were  chosen  to  gain  experi- 
ence in  New  York  State  in  urban,  suburban,  and 
rural  areas. 

The  committee  has  suggested  that  the  field 
staff  of  the  State  Society  be  used  to  implement 
this  program  and  that  the  interest  of  the  execu- 
tive secretaries  of  the  various  county  medical 
societies  be  aroused  and  their  aid  enlisted  in 
promoting  this  program. 

Respectfully  submitted, 

Solomon  Schussheim,  M.D.,  Chairman 
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Disaster  Medical  Care 


To  the  House  of  Delegates , Gentlemen: 

The  Special  Committee  on  Disaster  Medical 


Care  consists  of  the  following: 

Edward  A.  Burkhardt,  M.D., 

Chairman New  York 

Vincent  C.  Webb,  M.D Nassau 

Irving  G.  Frohman,  M.D Queens 

James  H.  Lade,  M.D.,  Adviser Albany 


During  the  past  year  the  committee  has 
worked  to  improve  the  disaster  medical  care 
program.  The  legally  constituted  civil  defense 
organizations  have  not  fully  utilized  voluntary 
medical  specialty  groups.  This  relationship 
must  be  fostered  at  the  local  level.  Hospital 
planning  and  training  has  been  encouraged. 


The  yearly  activities  of  the  Genesee  County 
Medical  Society  must  again  be  commended  for 
their  excellent  exercise.  This  program  has  been 
sponsored  by  Joseph  S.  Diasio,  M.D.  Demon- 
strations of  the  emergency  hospital  have  been 
continued  by  the  New  York  State  Department 
of  Health. 

The  chairman  attended  the  15th  National 
Conference  on  Disaster  Medical  Care,  sponsored 
by  the  American  Medical  Association. 

We  plan  to  evaluate  the  activities  of  disaster 
medical  care  at  the  county  level  during  1965. 

Respectfully  submitted, 

Edward  A.  Burkhardt,  M.D.,  Chairman 


Liaison  with  National  Aeronautics  and  Space  Administration 


To  the  House  of  Delegates,  Gentlemen: 

The  Liaison  Committee  with  the  National 
Aeronautics  and  Space  Administration  consists 
of  the  following: 

Constantine  D.  J.  Generates,  Jr.,  M.D., 


Chairman New  York 

William  Antopol,  M.D New  York 

Harry  Dan  Vickers,  M.D Herkimer 


On  June  26  I was  informed  of  the  official 
establishment  of  the  committee;  thereupon 
contact  was  made  with  the  administrator  of 
NASA,  James  E.  Webb,  announcing  our 
purpose.  George  Kanuf,  M.D.,  deputy  director 
of  space  medicine  of  NASA,  replied  on  August 
12  in  very  congratulatory  terms,  stating  also 
that  he  would  be  delighted  to  come  to  New 
York  City  to  meet  with  our  committee.  I 
answered  immediately  that  we  would  be  most 
happy  to  exchange  views  with  him  at  some  time 
in  the  very  near  future.  In  July  I met  person- 
ally with  Dr.  Antopol;  in  August  and  again 
in  October  I met  with  Dr.  Vickers.  Our  discus- 
sions covered  procedural  matters  as  well  as 


other  areas  related  to  our  Section  on  Space 
Medicine. 

Due  to  the  fact  that  the  structure  of  NASA- — 
from  the  administrative  viewpoint— is  subject 
to  political  discussions  which  affect,  to  a certain 
degree,  scientific  progress,  and,  bearing  in  mind 
the  present  pending  elections,  which  may  result 
in  the  appointment  of  a new  administrator 
as  head  of  NASA,  we  shall  have  to  wait  until 
decisions  from  higher  up  are  made  before  we  can 
achieve  something  more  tangible. 

I would  like  to  add  that  since  this  is  a new 
committee  in  a rather  new  field,  we  must 
naturally  endure  this  difficult  period  of  “growing 
pains.” 

However,  the  future  relationship  between  the 
Medical  Society  of  the  State  of  New  York,  the 
National  Aeronautics  and  Space  Administration, 
and  the  International  Astronautical  Federation 
looks  bright. 

Respectfully  submitted, 

Constantine  D.  J.  Generales,  Jr.,  M.D., 
Chairman 
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BILLSBORD 


The  Foam  and  the  Froth 


“I  am  the  Greatest!”  I heard  Cassius  bray, 
“I  look  in  the  mirror  and  shout  Hip!  Hooray!” 
It  seems  kind  of  sad  that  there  must  come  a day 
When  a sock  on  the  jaw  proves  his  feet  are  just 
Clay. 

* * * 

Recently  we  were  intrigued  by  a news  article 
featured  by  most  news  media  about  the  annual 
six-weeks  binge  of  the  elephants  (wild)  in 
Africa.  Apparently  the  intoxicant  is  a fruit 
which  at  a certain  stage  of  its  development  has 
the  same  attraction,  cost,  and  effect  as  the  beer 
at  a ward  heeler’s  annual  picnic.  As  a result 
the  entire  elephant  population  of  the  Dark 
Continent  go  on  a grand  and  glorious  drunk. 
It  is  reported  that  they  are  generally  good 
natured,  but  even  the  thought  of  trying  to 
handle  one  plastered  elephant  confounds  me, 
although  my  wife  is  perhaps  more  fitted  by 
experience  to  appreciate  the  practical  problems 
involved  in  such  a task;  imagine  a whole  herd  of 
elephants,  telling  “shaggy  men”  stories  and 
singing  in  what  they  think  is  harmony  some- 
thing called  “Put  Your  Peanuts  on  the  Pachy- 
derms.” Then,  how  about  the  hangover?  I 
wonder  if  they  see  pink  people  when  they  get 
the  DT’s?  Fantastic  as  it  sounds,  come  to 
think  of  it,  it’s  about  the  only  normal  news 
to  come  out  of  Africa  the  past  year. 

* * * 

No,  Virginia,  it  is  not  true  that  an  alcoholic 
person  is  caused  by  some  surgeon  leaving  a 
sponge  in  a patient’s  wound  at  surgery. 

* * * 

With  little  real  regret,  we  must  announce  that 
after  looking,  reading,  and  listening  to  the 
modern  exponents  of  the  art,  we  have  returned 
to  reading  Lucian,  with  these  convictions: 
Brashness  is  not  courage  and  irreverence  is  not 
satire. 

* * * 

Today’s  Washington  hostess  must  be  prepared 
every  night 

To  discuss  every  aspect  of  our  latest  space  flight, 
Whether  or  not  overproduction  constitutes  a 
farm  blight, 

Yet  a flop  she  will  be — -should  she  forget  to 
turn  out  the  light. 

She  must  know  all  the  angles  of  every  political 
fight, 

She  must  drink  with  each  guest.  She  must 
never  get  tight. 


She  must  tolerate  rudeness,  be  impervious  to 
slight. 

Yet  a flop  she  will  be — should  she  forget  to  turn 
out  the  light. 

* * * 

We  have  no  argument  with  the  oft-quoted 
premise  that  every  man  marries  an  angel.  The 
only  puzzling  thing  is:  how  they  manage  to 

shed  their  wings  between  altar  and  door  on 
the  way  out  and  seem  consistently  to  forget  to 
pack  their  halos  with  their  trousseaux. 

* * * 

Campus  morality.  The  great  emphasis,  the 
public  discussions,  and  the  many  stories  of 
“telling  it  all”  featured  in  national  magazines 
and  Sunday  papers  concerning  moral  laxity  and 
the  deterioration  of  the  ideal  concept  of  woman- 
hood and  virginity,  not  only  in  fact  but  in 
fictionalized  ideal  as  well,  is,  I suppose,  the 
source  of  the  following  short,  short,  modern 
fairy  story:  Once  upon  a time,  a long,  long  time 
ago,  if  a young  lady  was  planning  marriage,  all 
she  had  to  know  about  a bed  was  how  to  make  it. 

Relative  to  this,  it  should  be  noted  that  our 
chief  executive  entered  a disclaimer  of  contrary 
opinion  to  the  dire  forebodings  and  the  general 
consensus  of  most  observers  who  concluded 
that  the  behavior  of  modem  youth  indicates  a 
deterioration  of  moral  values. 

Now,  as  is  true  of  most,  we  disagree  violently 
with  some  administration  attitudes  and  ideas, 
we  agree  with  some  others,  and  there  are  some 
where  we  agree  with  the  objective  but  doubt 
the  practicability  of  the  method  proposed  and, 
in  some  instances,  even  the  feasibility.  Also 
we  must  admit  to  a strong  well-conditioned 
prejudice  that  impels  us,  whenever  a politician 
or  a fellow  card  player  starts  talking  of  a “new 
deal,”  a “fair  deal,”  or  a “better  deal,”  to 
want  to  cut  the  cards.  Despite  such  reserva- 
tions, we  are  inclined  to  agree  with  the  White 
House  on  the  question  of  ethics  and  the  youth  of 
today.  We  are  not  sure  we  would  go  so  far  as 
to  say  morals  are  better  today  than  they  used  to 
be  but  are  willing  to  admit  they  are  just  as  bad 
as  they  always  were.  The  main  difference 
today  is  that  there  is  less  secrecy;  in  fact,  at 
times  there  seems  a tendency  not  only  to  dis- 
play but  to  flaunt  the  flouting  of  the  proprieties; 
and  this  is  what  bothers  the  critics:  not  the 

basic  behavior  but  the  omission  of  the  super- 
ficial camouflage  once  considered  so  necessary. 
We  are  not  really  concerned  as  to  whether  it  is 
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right  or  wrong,  good  or  bad,  but  how  it  looks; 
and  today  when  the  trend  is  to  foster  the  ap- 
pearance of  lack  of  concern  with  morality, 
even  to  the  point*in  some  cases  where  it  is  con- 
sidered no  actual  transgression  takes  place,  it 
is  this  omission  we  find  offensive  and  what  we 
rail  against.  We  are  not  really  disturbed 
about  someone  playing  the  piano  but  intensely 
resent  his  failure  to  bother  closing  it  up  and 
putting  the  cover  back  on. 

From  the  suggestion  box.  We  suspect  our 
idea  of  Madison  Avenue  is  much  the  same  as 
that  of  every  outsider,  namely,  a street  peopled 
by  anxiety-ridden  bright  young  men,  all  dressed 
in  grey  flannel  suits,  busy  devising  new  ideas, 
and  developing  peptic  ulcers;  men  doomed  to 
eternal  frustration  because  their  ideas,  no 
matter  how  original,  always  seem  to  come  out 
the  same  way,  expressed  in  the  same  well-worn 
formulas,  and  their  ulcers  fail  to  respond  to  a 
daily  bathing  with  martinis  however  dry. 

Their  hectic  anxiety  about  sponsors  and 
daily  preoccupation  with  packages,  gimmicks, 
and  slogans  never  aroused  our  interest,  nor 
did  the  fact  that  such  activity  brought  them  a 
lucrative  return  ever  cause  any  particular 
pique.  Actually,  outside  of  classifying  them 
according  to  the  popular  image,  we  were  more 
or  less  indifferent  to  their  machinations.  Re- 
cently, however,  the  antismoking  campaign 
and  consequent  proposals  to  control  advertising, 
reinforced  by  the  report  from  the  Surgeon 
General,  must,  we  are  sure,  have  presented  new 
and  difficult  problems  and  has  roused  our  sym- 
pathy for  their  plight. 

For  whether  or  not  this  crusade  cuts  down 
the  use  of  cigarets,  and  it  seems  doubtful  that 
it  will  except  for  a temporary  diminution  at 
first,  an  opinion  based  on  the  experience  in 
England  and  a knowledge  of  human  nature, 
nevertheless  it  will  result  in  the  restriction  of 
advertising  practices.  Almost  certainly  the 
use  of  testimonials  from  well-known  popular 
figures,  particularly  in  the  field  of  sports,  will 
be  curtailed,  if  not  by  law,  then  by  moral 
suasion.  This  is  the  dilemma  confronting  the 
advertisers  that  has  stimulated  our  sympathetic 
concern;  to  abandon  their  time- tried  use  of  the 


appreciative  blurb  from  a pictured  impressive 
celebrity  must  seem  to  them  unthinkable,  and 
so  they  are  faced  with  a frantic  search  to  find 
suitable  substitutes  for  their  outfielders,  golfers, 
and  race  track  drivers. 

It  was  our  recognition  of  this  quandary  and 
concern  about  it  that  resulted  in  an  idea  that 
might  help  and  which  we  pass  on  gratuitously. 
How  about  funeral  directors?  Imagine  if  you 
will  the  arresting  and  effective  reaction  to  a 
picture  of  one  of  this  profession,  somberly 
garbed  in  working  uniform,  sneaking  a smoke 
while  murmuring:  “Maledictions  on  Mitford 

and  blessings  on  — cigarets.’ * 

* * * 

Once  politicians  sought  election  by  promising 
to  eliminate  the  rich,  now  they  seek  it  by 
promising  to  eliminate  the  poor. 

* * * 

A toast  to  America,  a land  without  par. 
Where  else  could  a Bobby  Baker  have  gone 

quite  so  far, 

Or  an  organization  flourish  such  as  our  D.A.R. 
Comrade,  it’s  a long  road  to  catch  up  in  the 
U.S.S.R. 

* * * 

Progress  report  on  personal  research 

TO  FIND  THE  PERFECT  EMETIC: 

— The  comedian  who  is  receiving  from  $3,000 
to  $5,000  an  hour  who  ridicules  doctors  expect- 
ing to  get  paid  for  service  or  mocks  the  ethics  of 
the  medical  profession,  followed  by  a fadeout 
and  a cigaret  commercial. 

— The  newspaper  that  writes  sanctimonious 
editorials  about  our  youth  and  their  morals  and 
juvenile  delinquency  and  highlights  violence  and 
greed  and  youthful  hoodlums  in  heroic  fashion 
on  their  front  pages. 

• — The  columnists  who  in  the  preconvention 
days  of  1960  used  thousands  of  words  to  label 
Senator  Johnson  an  arch  conservative,  a south- 
erner at  heart,  a compromiser,  with  sly  in- 
timations that  he  was  a racist,  and  now  picture 
him  as  the  true  Liberal,  an  executive  who  can 
get  things  done,  one  above  the  taint  of  section- 
alism. 

WRC 
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Necrology 


Edward  Bartlett  Allen,  M.D.,  of  White 
Plains,  died  on  October  8,  1964,  at  White  Plains 
Hospital  at  the  age  of  seventy-six.  Dr.  Allen 
graduated  in  1915  from  Harvard  University 
Medical  School.  Retired,  he  was  a Diplomate 
of  the  American  Board  of  Psychiatry  and  Neu- 
rology (Psychiatry),  a Fellow  of  the  American 
Psychiatric  Association,  and  a member  of  the 
American  Geriatrics  Society,  the  American 
Psychopathological  Association,  the  New  York 
Academy  of  Medicine,  the  New  York  Society  for 
Clinical  Psychiatry,  the  Westchester  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 


Sol  Biloon,  M.D.,  of  The  Bronx,  died  on 
November  17,  1964,  at  the  age  of  seventy-one. 
Dr.  Biloon  graduated  in  1919  from  Cornell 
University  Medical  College.  He  was  director 
of  medicine  at  Morrisania  Hospital  and  an  at- 
tending physician  of  Montefiore  Hospital.  Dr. 
Biloon  was  a Diplomate  of  the  American  Board 
of  Internal  Medicine  and  a member  of  the  New 
York  Academy  of  Medicine,  the  Bronx  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Herbert  Block,  M.D.,  of  New  York  City,  died 
on  November  14,  1964,  at  his  home  at  the  age  of 
fifty-two.  Dr.  Block  graduated  in  1935  from 
New  York  University  Medical  College.  He  was 
a member  of  the  Medical  Department  at  Macy’s 
Department  Store.  Dr.  Block  was  a member  of 
the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Salvatore  D.  Carillo,  M.D.,  of  New  York  City 
and  Brooklyn,  died  on  January  24,  1963,  at  the 
age  of  sixty-eight.  Dr.  Carillo  graduated  in 
1919  from  Fordham  University  School  of 
Medicine.  He  was  a member  of  the  Pan- 
American  Medical  Association. 

Harold  Emmett  Hartnett,  M.D.,  of  Platts- 
burgh, died  on  September  3,  1964,  at  the  age  of 
sixty-one.  Dr.  Hartnett  graduated  in  1930 
from  the  University  of  Buffalo  School  of  Medi- 
cine. Retired,  he  was  a member  of  the  Medical 
Society  of  the  County  of  Clinton,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 


Edward  A.  Mulligan,  M.D.,  of  The  Bronx, 
died  on  July  9,  1964,  at  the  age  of  sixty-eight. 
Dr.  Mulligan  graduated  in  1919  from  Fordham 
University  School  of  Medicine.  He  was  an 
honorary  surgeon  at  St.  Elizabeth’s  Hospital. 
Dr.  Mulligan  was  a Fellow  of  the  American  Col- 
lege of  Surgeons  and  a member  of  the  Bronx 
County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American 
Medical  Association. 

Earl  William  Mungle,  M.D.,  of  Binghamton, 
died  on  September  6,  1964,  at  the  age  of  seventy. 
Dr.  Mungle  graduated  in  1919  from  Jefferson 
Medical  College  of  Philadelphia.  He  was  a 
senior  attending  physician  at  Binghamton 
General  Hospital  and  at  one  time  was  vice- 
president  of  the  board  of  managers  of  the  former 
Broome  County  Tuberculosis  Hospital  at 
Chenango  Bridge,  as  well  as  a physician  for  the 
Broome  County  Jail.  Dr.  Mungle  was  a mem- 
ber of  the  Broome  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

James  Knight  Quigley,  M.D.,  of  Rochester, 
died  on  November  19,  1964,  at  the  age  of  eighty- 
four.  Dr.  Quigley  graduated  in  1903  from 
Cornell  University  Medical  College.  He  was  a 
consulting  obstetrician  emeritus  at  Strong 
Memorial  Hospital  and  a consulting  obstetrician 
at  Rochester  General  Hospital.  Dr.  Quigley 
was  a Diplomate  of  the  American  Board  of 
Obstetrics  and  Gynecology,  a Fellow  of  the 
American  College  of  Surgeons,  and  a member  of 
the  American  Association  of  Obstetricians  and 
Gynecologists,  the  Rochester  Academy  of 
Medicine  (president  in  1930),  the  Rochester 
Pathological  Society,  the  Monroe  County 
Medical  Society  (president  in  1942),  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Hyman  Herbert  Rossman,  M.D.,  of 

Brooklyn,  died  on  November  16,  1964,  at  the 
age  of  sixty-seven.  Dr.  Rossman  graduated  in 
1923  from  Boston  University  School  of  Medi- 
cine. He  was  an  associate  attending  physician 
at  Coney  Island  Hospital  and  a member  of  the 
medical  staff  of  the  Hospital  of  the  Jacques 
Loewe  Foundation.  Dr.  Rossman  was  a mem- 
ber of  the  American  Geriatrics  Society,  the  New 
York  Cardiological  Society,  the  Medical  Society 
of  the  County  of  Kings,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American 
Medical  Association. 
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Books  Reviewed 


Human  Endocrinology.  Volumes  I,  II, 

and  III.  By  Herbert  S.  Kupperman,  M.D. 
Octavo  of  424  pages,  illustrated.  Philadelphia, 
F.  A.  Davis  Company,  1963.  Cloth,  $35,  the 
set. 

Kupperman  has  undertaken  the  monumental 
task  of  writing  a one  man  symposium  on  endo- 
crinology. It  is  written  in  three  volumes  and 
each  can  be  carried  by  a commuter.  Good 
features  are  the  easily  understandable  diagrams 
of  complicated  interhormonal  relationships. 
It  also  has  a plastic  detached  circular  chart,  a 
bone  age  guide  for  him  who  reads  and  runs.  The 
abundance  of  photographs  vividly  portrays  the 
characteristics  of  many  different  individuals 
with  the  many  syndromes. 

For  the  most  part  it  is  well  presented.  As  is 
to  be  expected  from  Kupperman,  the  hormonal 
studies  and  female  sex  endocrinology  are  given 
in  excellent  detail.  However  the  use  of  hor- 
mones for  one  half  of  the  population  in  the 
menopause  is  challenged  by  the  “watchful 
waiter”  who  likes  to  see  people  grow  old  grace- 
fully. Klinefelter’s  syndrome  is  well  written 
but  what  is  a homosexual  in  this  syndrome? 
Controls  and  follow-up  studies  of  hormonal 
therapy  are  not  sufficiently  delineated;  as  can 
be  expected  they  have  not  been  carried  out  for 
one  generation  in  many  instances.  The  en- 
thusiasm for  the  use  of  the  anabolic  steroids  for 
growth  osteoporosis  and  arteriosclerosis  is  not 
shared  by  other  authors.  The  need  for  the 
patient  in  the  endocrinologist’s  office  with  the 
employment  of  expensive  drugs  is  stressed 
more  than  the  avoidance  of  iatrogenic  inter- 
ference with  syndromes  that  defy  cure.  The 
author  is  appreciative  of  the  similarity  of 
effects  of  hormones  and  placebos  in  the  hypo- 
gonal  male. 

The  format,  paper,  and  legibility  are  ex- 
cellent. Despite  the  criticisms,  the  student  of 
endocrinology  can  profit  from  many  of  the 
features  that  this  scientist  has  given  through 
his  lifetime  of  thought  and  activity. — Bernard 
Seligman,  M.D. 

The  Martyrdom  of  Jewish  Physicians  in 
Poland.  Studies  by  Dr.  Leon  Wulman  and 
Dr.  Joseph  Tenenbaum.  Research  and  Docu- 
mentation by  Dr.  Leopold  Lazarowitz  and 
Dr.  Simon  Malowist.  Edited  by  Louis  Fal- 
stein.  Octavo  of  500  pages,  illustrated.  New 
York,  Exposition  Press,  1963.  Cloth,  $10. 

The  “Martyrdom  of  Jewish  Physicians  in 
Poland”  is  much  more  than  a memorial  to  a 
geographic  segment  of  our  medical  profession. 
The  book  is  a worthy  contribution  to  the  his- 


torical knowledge  of  the  Nazi  era  and  of  the 
years  preceding  it. 

The  chapters  written  by  the  late  Joseph 
Tennenbaum  exude  excellence  both  in  literary 
style  and  in  historical  research.  Certain  sec- 
tions of  the  book,  although  psychically  trau- 
matic in  impact,  should  be  required  reading  not 
only  for  our  social,  political,  and  medical 
scientists,  but  as  part  of  a general  educational 
curriculum. 

Discrimination  in  any  form  will  lead  to  an 
eventual  Armageddon. — Irving  Hirshleifer, 
M.D. 

Tumors  of  Infancy  and  Childhood.  By 

Paul  Michael,  M.D.  Octavo  of  461  pages, 
illustrated.  Philadelphia,  J.  B.  Lippincott 
Company,  1964.  Cloth,  $18.50. 

The  field  of  pediatric  pathology,  especially 
neoplasms  in  children,  is  growing  in  importance. 
This  book  consolidates  the  present  thinking 
about  these  tumors.  It  is  both  a text  and  an 
atlas. 

The  presentation  follows  the  pattern  of 
seminars  in  pathology.  It  includes  an  intro- 
duction, etiology,  age  and  sex  incidence,  clinical 
picture,  gross  and  microscopic  appearance, 
prognosis,  treatment  and  a brief  discussion,  as 
well  as  a case  report  in  many  tumors.  This 
format  is  continued  throughout  the  volume. 
X-ray  appearance  is  well  demonstrated  when 
indicated.  The  coverage  is  broad  and  authori- 
tative. The  material  presented  in  this  ex- 
cellent book  will  serve  as  a reference  for  the 
clinician,  surgeon,  and  pathologist.  It  places 
at  their  disposal  pertinent  current  information 
necessary  to  critically  interpret  the  diagnosis 
and  management  of  tumors  of  infancy  and 
childhood. — A.  A.  Kane,  M.D. 

Cosmetics  and  the  Skin.  By  F.  V.  Wells  and 
Irwin  I.  Lubowe,  M.D.  Octavo  of  690  pages. 
New  York,  Reinhold  Publishing  Corp.,  1964. 
Cloth,  $22. 

This  volume  is  a comprehensive  presentation 
of  the  field  of  cosmetology,  authored  by  a 
chemist  and  a dermatologist.  This  combination 
proves  extremely  effective.  Today  in  our 
society,  personal  appearance  seems  to  play  a 
very  significant  role.  There  are  many  areas 
where  the  artistry  of  the  chemist  has  become  an 
integral  part  of  the  daily  hygiene  and  grooming, 
not  only  of  our  female  contingent  but  increas- 
ingly of  the  male  counterpart.  For  this  reason, 
a volume  such  as  this  is  extremely  useful  in 
presenting  the  technics,  precautions,  prelimi- 
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nary  investigations,  and  so  forth  that  go  into 
the  manufacture  of  these  preparations. 

The  volume  is  divided  into  six  main  areas 
after  a preliminary  discussion  of  the  anatomy 
and  physiology  of  the  skin.  The  main  areas  of 
study  are  the  preparations  for  facial  skin,  oral 
hygiene,  preparations  for  the  hands  and  feet, 
body  cosmetics,  hair  preparations,  and  toiletries 
and  cosmetics  for  men.  There  are  additional 
chapters  on  laboratory  evaluation,  the  prepara- 
tion of  cosmetics,  investigation  of  steroid  hor- 
mones, and  other  special  subjects.  There  is  an 
extensive  bibliography. 

There  are  a few  areas  where  treatment  of 
special  conditions,  like  acne  and  fungus  infec- 
tions, are  discussed.  This  is  of  questionable 
appropriateness  in  a volume  of  this  type. 

This  reviewer  has  some  reservations  about  the 
inflated  social  significance  of  this  field  which  has 
resulted  in  an  inevitable  indiscriminate  market- 
ing of  many  preparations  with  rather  enthu- 
siastic claims.  This  book,  however,  is 
obviously  aimed  at  the  promotion  of  a scientific 
basis  in  the  development  of  these  materials,  and 
an  intelligent  understanding  of  their  use.  It 
represents  a significant  contribution  to  its  field 
and  should  prove  of  great  value  to  derma- 
tologists and  cosmetologists. — Irving  N.  Holtz- 
man,  M.D. 

Melanotic  Tumors.  By  Joseph  N.  Attie, 
M.D.,  and  Rene  A.  Khafif,  M.D.  Octavo 
of  346  pages,  illustrated.  Springfield,  111., 
Charles  C Thomas,  1964.  Cloth,  $12.50. 

The  authors  have  reviewed  the  authoritative 
literature  on  melanotic  tumors  for  the  past 
twenty-five  years  and  are  presenting  a compila- 
tion of  the  latest  thought  on  these  tumors. 
The  discussion  is  complete. 

The  biology,  histology,  and  pathology  of  these 
tumors  are  discussed,  and  also  the  clinical 
findings,  theories  of  etiology  and,  finally,  treat- 
ment and  statistical  data. 

The  material  is  presented  in  an  interesting 
fashion  and  most  of  the  material  presented  is 
annotated  with  a very  extensive  bibliography. 

The  illustrations  must  be  considered  in- 
adequate only  from  the  viewpoint  that,  in  this 
particular  disease,  color  prints  would  be  of  in- 
estimable value  to  the  reader. 

The  discussion  of  therapy  is  particularly  sat- 
isfactory. The  book  is  a worthwhile  compila- 
tion of  the  known  material  of  present-day 
knowledge  of  melanotic  tumors. — Emanuel 
Mendelson,  M.D. 


An  Essay  on  Color  Vision  and  Clinical 
Color-Vision  Tests.  By  Arthur  Linksz,  M.D. 
Quarto  of  254  pages,  illustrated.  New  York, 
Grune  & Stratton,  1964.  Cloth,  $15.75. 

Color  vision  has  traditionally  been  studied 
from  two  points  of  view.  An  introspective 
psychologic  approach  is  concerned  with  the 
quality  of  color  sensations,  such  as  whether  or 
not  yellow  seems  to  be  a “pure”  color.  The 


physiologic  approach  attempts  to  find  a mech- 
anism whereby  the  sensory  cells  of  the  eye  can 
distinguish  different  wave  lengths  of  light  and 
provide  a nerve-transmissal  code  so  that  the 
mind  ultimately  perceives  colors.  Color  is,  of 
course,  strictly  a sensation:  the  quantitative 

differences  in  wave  lengths  in  the  physical 
world  becoming  qualitatively  different  colors  in 
the  eye  of  the  beholder.  Linksz,  a follower  of 
Hering,  is  a strong  advocate  of  the  first  ap- 
proach, and  constantly  challenges  the  rights  of 
physiologists,  physicists,  and  other  scientists  to 
dabble  in  a field  which  is  so  purely  sensory. 
Because  of  his  self-confessed  bias  the  material 
included  in  this  essay  is  heavily  weighted  to 
support  his  thesis  that  Hering  was  right  and  all 
followers  of  the  trichromatic  theory  wrong. 
For  instance,  the  important  work  being  done 
today  by  Rushton,  Wald,  and  many  other  phys- 
iologists is  not  even  mentioned.  For  this 
reason  this  work  cannot  be  seriously  considered 
as  an  adequate  introduction  to  color  vision 
theory. 

However  there  is  much  good  descriptive 
material  on  the  color  vision  defects:  anomalous 
trichromatic  vision  and  dichromatic  vision  are 
ably  discussed.  The  best  parts  of  the  book  are 
concerned  with  descriptions  of  the  methods  of 
testing  color  vision.  Among  these  the  Nagel 
Anomaloscope,  which  sets  up  a color  mixture 
equation,  is  probably  the  best.  Also  described 
are  the  Farnsworth  D-15  test,  the  Hardy-Rand- 
Rittler  test,  the  Ishihara  test,  and  others. 

Until  there  is  a more  complete  understanding 
of  the  visual  mechanism  there  will  be  polemics 
in  color  vision  literature.  The  sensory  end- 
organ  mechanism,  with  which  the  physiologists 
concern  themselves,  is  quite  different  from  the 
synthesis  of  information  in  the  relay  stations  of 
the  eye  and  visual  cortex.  Ultimately  there  is 
no  real  conflict  between  the  two  approaches. — - 
Joseph  Mandelbaum,  M.D. 


The  Oculomotor  System.  By  29  authors. 
Edited  by  Morris  B.  Bender,  M.D.  Octavo  of 
556  pages,  illustrated.  New  York,  Hoeber 
Medical  Division,  Harper  & Row,  1964. 
Cloth,  $16. 

This  volume  contains  the  reports  of  a sym- 
posium sponsored  by  the  National  Institutes  of 
Neurological  Disease  and  Blindness  of  the 
United  States  Public  Health  Service.  It  has 
been  edited  by  an  investigator  in  this  field  who 
is  eminently  qualified  as  an  outstanding  au- 
thority on  the  subject  of  eye  movement.  The 
book  is  an  excellent  reference  and  guide  for 
investigators  and  clinicians. 

The  topics  discussed  cover  the  anatomy  of 
the  oculomotor  pathways  and  their  relation- 
ship to  the  cerebrum  and  brain  stem.  The 
electrophysiologic  studies  of  integration  of 
vestibular,  visual,  and  oculomotor  systems  are 
presented  thoroughly.  Psychologic  and  phys- 
iologic experiments  on  a number  of  functions 
of  eye  movements  are  presented  and  clini- 
copathologic  studies  of  eye  movements  in 
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patients  with  dysfunction  of  the  nervous  sys- 
tem are  offered. 

Areas  where  further  study  seems  desirable 
are  indicated  in  the  summation  and  discussion 
of  Ernest  Spiegel.  These  include  such  in- 
triguing problems  as  that  of: 

1.  Demonstration  of  fibers  responsible  for 
independent  movement,  a function  that  exists 
in  the  chameleon  but  which  is  obsolete  in  man. 

2.  The  role  of  the  basal  ganglia  in  eye  move- 
ment. 

3.  The  necessity  of  bilateral  cortical  influ- 
ence for  vertical  gaze,  as  suggested  by  Bender. 

4.  The  role  of  cell  groups  ventral  to  the 
superior  colliculi  in  the  production  of  impair- 
ment of  upward  gaze  with  tumors  in  this  area. 

5.  The  occurrence  of  oculomotor  apraxia  in 
bilateral  cortical  lesions,  as  indicated  by  Cogan 
and  of  ocular  dysmetria  in  cerebellar  lesions. 

6.  The  revision  of  the  concept  that  the  cor- 
tex is  responsible  for  the  fast  component  in 
nystagmus  and  the  suggestion  of  Spiegel  that 
the  reticular  system  plays  a role  in  this  function. 

7.  The  use  of  electronystagmography  as  a 
tool  for  psychologic  studies,  particularly  in 
connection  with  the  study  of  eye  movements  in 
dreaming. 

The  book  opens  up  new  areas  for  thought  and 
study  in  the  fields  of  neurology,  ophthalmology, 
and  otoneurology.- — Morton  H.  Hand,  M.D. 


Cancer  of  the  Stomach.  By  William  H. 
ReMine,  M.D.,  James  T.  Priestley,  M.D., 
Joseph  Berkson,  M.D.,  and  Members  of  the 
Staff  of  the  Mayo  Clinic.  Octavo  of  255  pages, 
illustrated.  Philadelphia,  W.  B.  Saunders 
Company,  1964.  Cloth,  $11.50. 

The  authors  have  made  a fine  resume  of  the 
subject.  Both  the  clinical  picture  and  the 
diagnostic  facilities  that  are  of  aid  in  the  recog- 
nition of  malignant  lesions  of  the  stomach  are 
well  described  with  emphasis  on  the  early 
diagnosis  and  evaluation  in  the  decision  re- 
garding operation. 

Various  types  of  surgery  best  suitable  for  the 
individual  case  are  covered  in  detail,  including 
anesthesia  and  postoperative  care. 

This  book  should  be  a valuable  addition  to  the 
library  of  the  surgeon  as  well  as  of  the  clini- 
cian.— James  Tesler,  M.D. 


The  Spleen.  Edited  by  Ancel  Blaustein,  M.D. 
Octavo  of  233  pages,  illustrated.  New  York, 
The  Blakiston  Division,  McGraw-Hill  Book 
Company,  Inc.,  1963.  Cloth,  $12.50. 

This  small  volume  represents  the  effort  of  six 
contributors  who  are  of  proved  stature.  Briefly, 
it  consists  of  five  chapters,  which  include  the 
following:  The  structure  of  the  spleen;  normal 
and  abnormal  function  of  the  spleen;  pathology 
of  the  spleen;  differential  diagnosis  of  spleno- 
megaly; and  surgical  management  of  spleno- 
megaly. 

This  work  is  a worth-while  addition  in  a field 


that  needs  clarification — Maurice  Morrison, 
M.D. 


Pathophysiology  of  Peptic  Ulcer.  Edited 
by  Stanley  C.  Skoryna,  M.D.  Quarto  of  498 
pages,  illustrated.  Philadelphia,  J.  B.  Lippin- 
cott  Company,  1963.  Cloth,  $20. 

The  author  is  to  be  congratulated  for  doing  an 
extensive  compilation  of  the  results  of  research 
done  by  various  international  authorities  and 
editing  it  in  the  form  of  a symposium  on  the 
subject  of  pathophysiology  of  peptic  ulcer. 

The  references  are  very  comprehensive  and 
are  an  instructive  guide  to  further  research  on 
the  subject. 

In  spite  of  the  fact  that  no  definite  conclusion 
was  arrived  at  as  to  the  etiology  of  peptic  ulcer, 
the  book  is  a valuable  addition  to  the  library 
of  every  clinician,  gastroenterologist,  and  those 
that  are  interested  in  research. — James  Tesler, 
M.D. 


Advances  in  Psychoanalysis.  Contribu- 
tions to  Karen  Horney’s  Holistic  Approach. 

Edited  by  Harold  Kelman,  M.D.  Octavo  of 
255  pages.  New  York,  W.  W.  Norton  & 
Company,  Inc.,  1964.  Cloth,  $5.00. 

This  is  a sort  of  ten-year  memorial  for  Karen 
Horney  by  her  school.  The  introduction  by  the 
editor  reviews  Homey’s  life  in  terms  of  her  major 
works  as  milestones  in  her  formal  break  with 
Freudianism.  Many  psychoanalysts  have 
viewed  that  schism  as  a personal  need  triggered 
by  the  rigidities  of  Freudian  cultism,  which  was 
veneered  by  so-called  newer  theoretical  ideas  ad 
hoc.  From  her  beginnings,  Horney’s  ideas  have 
seemed  to  be  somewhat  superficial  and  journalis- 
tic, rather  than  clinical.  Every  stage  of  de- 
velopment of  the  new  group  was  a reaction  to 
Freudianism,  rather  than  a natural  growth. 

The  first  two  chapters  are  first  time  pub- 
lication of  clinical  observations  in  book  form  of 
feelings  of  alienation  and  barrenness.  Most  ap- 
parent is  a lack  of  dynamic  psychologic  means 
to  illuminate  the  material. 

There  follow  chapters  by  Norman  Kelman  on 
“Character  Development  in  Young  Children”; 
Harold  Kelman  on  “A  Unitary  Theory  of  Anxi- 
ety”; A.  R.  Martin  on  “The  Body’s  Participa- 
tion in  Dilemma  and  Anxiety  Phenomena”; 
“Some  Aspects  of  Sex  in  Neurosis,”  by  F.  A. 
Weiss;  “Neurotic  Guilt  and  Healthy  Moral 
Judgment,”  by  Muriel  Ivimey;  and  Elizabeth 
Kilpatrick  on  “A  Psychoanalytic  Understand- 
ing of  Suicide”;  followed  by  some  notes  by 
Homey  on  technic.  All  of  these  chapters  give 
the  feeling  that  they  are  addressed  as  rejoinders 
to  Freudian  criticism. 

Essentially  this  book  is  addressed  to  both  the 
Homey-school  followers  as  well  as  to  the  general 
public,  in  whom  Horney  was  always  more  in- 
terested than  in  the  analysts. — Sam  Parker, 
M.D. 
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Treatment  of  Cancer  and  Allied  Diseases. 
Second  edition.  Volume  IX.  Lymphomas 
and  Related  Diseases.  By  Twenty-nine 
Authors.  Edited  by  George  T.  Pack,  M.D., 
and  Irving  M.  Ariel,  M.D.  Quarto  of  395 
pages,  illustrated.  New  York,  Hoeber  Medical 
Division,  Harper  & Row,  Publishers,  Inc.,  1964. 
Cloth,  $18.50. 

This  volume  of  fewer  than  400  pages  is  much 
smaller  than  most  of  the  volumes  of  this  series. 
This,  however,  is  one  of  the  most  satisfactory  of 
all  of  the  volumes  of  this  group. 

The  discussions  are  unusually  complete,  par- 
ticularly the  detailed  review  of  the  management 
of  each  of  the  various  manifestations  of  this 
group  of  diseases. 

Radioisotopic  methods — chemical  therapies — 
are  very  completely  discussed. 

This  book  is  highly  recommended  to  all 
physicians  and  specialists  interested  in  these 
conditions. — Emanuel  Mendelson,  M.D. 

Blood  Diseases.  By  M.  A.  Atamer,  M.D. 
Quarto  of  616  pages.  New  York,  Grune  & 
Stratton,  1963.  Cloth,  $16.50. 

This  reviewer  found  this  volume  of  tremen- 
dous value  in  the  field  of  hematology. 

Aided  by  computers  the  author  was  able  to 
produce  a book  based  on  18,000  cases  of  75 
hematologic  diseases  reported  in  the  literature. 
The  tables  alone  are  worth  the  price  of  the  book. 
But  when  in  addition  these  are  embellished  by 
the  terse  comment  of  the  author,  the  book  be- 
comes a rare  addition  to  the  hematologic 
armamentarium.  Of  special  note  are  the 
knowledgeable  comments  made  on  the  bio- 
physical and  biochemical  features  of  the  prob- 
lems that  beset  the  modem  subject  of  hema- 
tology. 

This  book  is  a must  for  all  physicians,  no 
matter  what  their  stature.  It  was  a great 
pleasure  to  review  this  compendium  which  was 
made  for  easy  readability. 

Is  it  possible  that  the  computer  made  a slight 
error  in  omitting  a whole  chapter  on  the  very 
important  subject  of  auto-immune  hemolytic 
anemia?  The  reviewer  hopes  it  is  the  com- 
puter’s fault  and  not  the  author’s. — Maurice 
Morrison,  M.D. 

Accident  Injuries  of  the  Conjoined  Femur. 

By  Jacob  Kulowski,  M.D.  Octavo  of  294 
pages,  illustrated.  Springfield,  111.,  Charles  C 
Thomas,  1964.  Cloth,  $12.50. 

This  is  a statistical  review  of  various  injuries 
of  the  hip,  femur,  and  knee  sustained  in  acci- 
dents. Many  tables  of  treatment  and  results  are 
listed.  There  is  no  plea  for  any  type  of  treat- 
ment. Various  engineering  factors  are  dis- 
cussed. 

Many  photographs  are  shown  of  automobiles 
inflicting  the  damage  sustained.  The  human 
injuries  in  these  same  accidents  are  also  shown 
and  explained. 

This  is  a study  of  accident  morbidity.  You 


can  guess  the  economic  cost.  The  book  is  of 
little  practical  value. — Otho  C.  Hudson,  M.D. 


Islands  of  Compassion.  A History  of  the 
Jewish  Hospitals  of  New  York.  By  Tina 
Levitan.  Octavo  of  304  pages,  illustrated. 
New  York,  Twayne  Publishers,  Inc.,  1964. 
Cloth,  $5. 

Islands  of  Compassion  is  an  attempt  to  tell 
the  stories  of  the  growth  of  the  individual 
Jewish  Hospital  in  the  City  of  New  York. 
The  topic  is  of  undoubted  interest  to  members 
of  the  staffs  of  these  various  institutions  but  the 
many  omissions  will  probably  irk  rather  than 
please  most  physicians  associated  with  these 
hospitals. 

The  style  of  presentation  in  the  various 
chapters  is  so  completely  different  that  the  book 
appears  disjointed  as  one  reads  it. — Irving 
Hirshleifer,  M.D. 


Pediatric  Therapy.  Edited  by  Harry  C. 
Shirkey,  M.D.  Octavo  of  1,144  pages,  illus- 
trated. St.  Louis,  The  C.  V.  Mosby  Com- 
pany, 1964.  Cloth,  $16.50. 

Dr.  Shirkey,  the  editor  of  this  text,  is  ex- 
tremely well  qualified  to  present  the  problem 
of  therapy  for  the  pediatric  patient.  His  back- 
ground, Professor  of  Pharmacology  at  Howard 
College,  Associate  Professor  of  Pediatrics  at 
Alabama  College  of  Medicine,  and  then  Director 
of  Jefferson  County  Poison  Control  Center,  has 
served  him  well  in  this  work. 

In  addition,  he  has  gathered  together  the 
combined  experience  of  some  72  co-author 
contributors,  each  one  a recognized  authority 
in  his  own  field. 

The  first  16  chapters  of  the  book  are  given 
over  to  the  forms  of  therapy  and  their  adminis- 
tration, both  in  general  usage  and  for  special 
symptoms.  The  pharmacology  of  drugs,  the 
teratogenic  effects  of  some  of  them,  and  a 
valuable  table  of  dosages  becomes  a pharma- 
cologic background  of  value. 

The  contents  of  the  book  carefully  cover  the 
entire  field  of  pediatrics,  both  medical  and 
surgical.  The  symptomatology  and  diagnosis 
of  the  various  diseases  and  conditions  are  first 
gone  over  thoroughly.  This  is  then  followed 
by  a concise  yet  adequate  discussion  on  therapy. 
The  language  of  the  text  is  clear  and  the  cover- 
age of  each  subject  is  complete,  yet  not  verbose. 

The  chapters  on  poisoning  are  of  extreme 
interest  and  value,  and  the  tables  of  the  poisons 
with  their  symptoms  and  treatment  are  most 
complete.  One  might  wish  for  one  addition 
here,  namely  a list  of  the  location  of  the  larger 
poison  control  centers  in  order  to  shorten  a wait- 
ing period  in  some  special  case. 

This  volume  is  an  exceedingly  helpful  addi- 
tion to  the  libraries  of  schools,  hospitals,  and 
any  physician  dealing  with  pediatric  prob- 
lems.^— Mark  J.  Wallfield,  M.D. 
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Medical  Management  of  Ocular  Disease. 

Edited  by  Dan  M.  Gordon,  M.D.  Octavo  of 
452  pages,  illustrated.  New  York,  Hoeber 
Medical  Division,  Harper  & Row,  Publishers, 
1964.  Cloth,  $13.50. 


The  editor  is  a well-qualified  author  and  with 
the  knowledge  of  a group  of  experts  has  com- 
piled a valuable  ready  reference  volume  of 
ophthalmologic  therapeutics,  with  emphasis  on 
the  medical  aspects.  Office  and  hospital  man- 


Wine, martinis,  and  brain  waves 


Not  only  the  taste  buds  but  also  the  human 
brain  apparently  can  discriminate  between  dif- 
ferent alcoholic  beverages  by  different  emotional 
reactions  to  the  drinks,  according  to  a group  of 
American  and  Italian  physicians.  One  pattern 
of  brain  waves  seem  to  be  produced  by  wine,  and 
another  pattern  is  produced  by  a very  dry  mar- 
tini cocktail. 

The  brain  wave  patterns  set  up  by  wine  indi- 
cate that  it  has  a tranquilizing  effect  and  con- 
tributes to  the  sense  of  well-being,  while  those 
from  a dry  martini  show  it  allays  anxiety  and 
dulls  reaction  to  stress.  This  has  been  demon- 
strated by  a complex  set  of  experiments  reported 
in  the  Quarterly  Journal  of  Studies  on  Alcohol. 
The  effects  of  different  beverages  are  not  all  in  the 
head  either.  The  investigators  studied  muscle 
as  well  as  brain  function  and  found  that  wine 
gives  a greater  decrease  in  muscular  tension  than 
does  a martini. 

To  reach  these  conclusions,  the  physicians, 
Giorgio  Lolli,  M.D.,  of  New  York  City,  and 
Rodolfo  Mencini,  M.D.,  and  Raffaello  Misiti, 
M.D.,  of  Rome,  selected  20  healthy  young  men 
and  subjected  them  to  a series  of  electroen- 
cephalographic  and  electromyelographic  tests. 
The  subjects  were  tested  before  they  drank  any 
alcohol  and  after  they  had  drunk  wine  or  eight- 
to-one  martinis  containing  equal  amounts  of  al- 
cohol. 

The  experiments,  carried  out  at  the  National 
Institute  of  Psychology  of  the  Italian  National 
Research  Council,  were  intended  to  determine 
not  only  the  effects  of  different  beverages,  but 
whether  changes  in  brain  and  muscle  function 
appear  before  blood  alcohol  concentrations 
reached  levels  (0.05  per  cent)  legally  indicating  a 
person  is  “under  the  influence.” 

The  “data  indicate  that  significant  changes  in 
the  electrical  potentials  of  the  brain  and  of  the 
voluntary  muscles  occur  even  at  blood  alcohol 


agement  when  indicated,  are  carefully  outlined 
and  the  index  of  conditions  considered  is  quite 
complete.  The  various  authors  present  their 
procedures  concisely  and  rationally. 

The  editor  intends  this  book  for  every  oph- 
thalmologist in  practice  or  training,  or  non- 
ophthalmologist who  must  treat  diseases  of  the 
eye  without  the  aid  of  a trained  ophthalmolo- 
gist. This  aim  is  accomplished  and  the  volume 
will  be  welcomed  by  all  concerned  as  a practical 
up-to-date  aid  that  fills  a void  in  recent  oph- 
thalmic literature. — Mortimer  A.  Lasky,  M.D. 


concentration  lower  than  0.05  per  cent,”  the 
physicians  observed.  These  results  suggest  that 
tests  other  than  blood  levels  alone  might  well  be 
used  to  determine  sobriety. 

They  might  also  help,  according  to  Dr.  Lolli, 
to  size  up  an  individual’s  potential  reaction  to 
alcohol  and  explain  why  one  person  can  react 
violently  to  one  beverage  but  not  to  another. 

The  investigators  found  that  the  alpha 
rhythms,  which  particularly  indicate  the  re- 
sponse to  external  stimuli,  tended  to  increase 
after  alcohol  had  been  consumed,  with  a marked 
increase  after  wine  in  21  per  cent  of  the  variables 
measured  and  in  only  11  per  cent  of  the  martini 
drinkers.  This,  they  said,  “suggests  a decreased 
receptivity  to  external  stimuli,  especially  under 
wine.” 

On  the  other  hand,  “a  dry  martini  cocktail, 
more  than  wine,  contributed  to  neutralize  the 
inconveniences  of  a prolonged  and  often  stress- 
ing experimental  situation,”  indicating  that 
martinis  had  more  of  a sedative  effect. 

This  conclusion  was  arrived  at  by  an  analysis 
of  the  theta  rhythms,  which  were  increased  in  11 
per  cent  of  the  martini  EEG  responses.  Theta 
rhythms  ordinarily  are  enhanced  by  hypogly- 
cemia, unpleasantness,  and  suddenly  interrupted 
pleasures. 

Smaller,  but  less  significant,  changes  in  the 
alpha  and  theta  rhythms  were  observed  in  a 
large  percentage  of  the  subjects,  as  were  changes 
in  other  types  of  brain  waves  after  the  consump- 
tion of  alcohol. 

The  tests  lasted  three  hours,  during  which 
time  the  subjects’  brain  and  muscle  reactions 
were  examined  repeatedly,  under  varying  condi- 
tions. They  were  given  arithmetic  and  verbal 
fluency  tests  and  subjected  to  flickering  lights 
with  and  without  their  eyes  closed,  while  their 
brain  and  muscle  functions  were  being  measured. 

To  further  ensure  the  scientific  accuracy  of  the 
test,  all  instructions  to  the  students  were  given 
by  recorded  tape  to  eliminate  the  possibility  that 
variations  in  the  investigators’  instructions 
might  affect  the  test  subjects’  reactions. 
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Officers /County  Medical  Societies  / 1965 

TOTAL  MEMBERSHIP  AS  OF  JANUARY  1,  1965—25,419 

County  President  Secretary  Treasurer 


Albany 

Allegany 

Bronx 

Broome 

Cattaraugus 

Cayuga 

Chautauqua . 

Chemung.  . 

Chenango 

Clinton 

Columbia.  . 

Cortland 

Delaware 

Dutchess 

Erie 

Essex 

Franklin 

Fulton 

Genesee 

Greene 

Herkimer . 

Jefferson 

Kings 

Lewis 

Livingston  . 
Madison 
Monroe 
Montgomery 

Nassau 

New  York 

Niagara 

Oneida 

Onondaga  . 

Ontario 

Orange 

Orleans 

Oswego 

Otsego 

Putnam 

Queens 

Rensselaer . . 
Richmond . . . 
Rockland ... 
St.  Lawrence . 

Saratoga 

Schenectady . 
Schoharie.  . . . 

Schuyler 

Seneca 

Steuben 

Suffolk 

Sullivan 

Tioga 

Tompkins .... 

Ulster 

W arren 

Washington  . 

W ayne 

Westchester  . 
Wyoming 
Yates 


James  A.  Moore Albany 

Edwin  F.  Comstock,  Jr..  Wellsville 

Samuel  Lieberman Bronx 

Paul  M . DeLuca Endicott 

Joseph  E.  Anderson Olean 

Alfred  E.  Dooley Auburn 

Herbert  A.  Laughlin Westfield 

J.  George  Gladston Elmira 

Charles  L.  Dubuar Sherburne 

H.  Leonard  Schlesinger . Plattsburgh 

Joseph  Bellamy Hudson 

Donald  R.  Gibbs Cortland 

Harry  J.  Wilbur Walton 

H.  Sherman  Hirst Hyde  Park 

Francis  W.  O’Donnell Buffalo 

Onslow  A.  Gordon Westport 

Robert  A.  Henderson Malone 

William  F.  Hesek Johnstown 

David  R.  Harrington Batavia 

Robert  Gardner  Chaloner.Coxsackie 

John  H.  Hirshfeld Mohawk 

Charles  F.  Goodnough  Watertown 

Harry  S.  Lichtman Brooklyn 

Lewis  A.  Steinhilber Lowville 

H.  Wallace  Hunter Sonyea 

Gareth  S.  West Chittenango 

William  B.  Forsyth Rochester 

Leslie  Saunders Amsterdam 

Herbert  R.  Zatzkin Roslyn 

John  M.  Cotton New  York 

Glenn  E.  Jones Niagara  Falls 

Robert  Henderson  Cross Utica 

Daniel  Burdick Syracuse 

I.  Robert  Wood  ...  Clifton  Springs 

Paul  H.  Watson Newburgh 

Salvatore  A.  Dispenza Albion 

Kenneth  A.  Kurtz Fulton 

Elfred  L.  Leech Oneonta 

John  del  Campo Carmel 

Frank  W.  Farrell Flushing 

Thomas  P.  Engster Troy 

Emanuel  J.  Amoury  . Staten  Island 
Michael  P.  Lefkowitz . . . Pearl  River 

Harry  E.  Howe Canton 

John  Esposito Saratoga  Springs 

Morris  A.  Shapiro Schenectady 

Jacobus  P.  Vrolijk Cobleskill 

James  J.  Norton.  . . Montour  Falls 

Saul  Towers Seneca  Falls 

Milton  Tully Hornell 

Melville  G.  Rosen Deer  Park 

Edmund  Taylor  Rumble . . Callicoon 

Abraham  Novinsky Waverly 

Dale  B.  Pritchard Ithaca 

John  A.  Cooke,  Jr Kingston 

Francis  X.  Dever Glens  Falls 

Raymond  Leith  Skinner . Greenwich 

Frank  Wood Lyons 

Wallace  M.  Sheridan  . . White  Plains 

Kenneth  W.  Bone Warsaw 

John  L.  Shultz Penn  Yan 


H.  John  Mellen Albany 

Irwin  Felsen Wellsville 

Frank  LaGattuta Bronx 

Edward  M.  Cox Binghamton 

George  Bender Olean 

Lawrence  H.  E.  Smith Auburn 

Clyde  L.  Wilson Jamestown 

A.  D.  Smith Elmira 

Paul  V.  Newland Norwich 

Harold  Singer Plattsburgh 

Thomas  C.  Seymour Hudson 

David  M.  Essom Cortland 

Marvin  L.  Huyck Walton 

Elvin  E.  Gottdiener . . . Poughkeepsie 

Ann  A.  Tracy Buffalo 

George  G.  Hart Lake  Placid 

Leon  Passino Malone 

Hans  Poliak Gloversville 

Lawrence  G.  Roth Batavia 

John  A.  Vosburgh Coxsackie 

Harold  F.  Buckbee Dolgeville 

George  Glynn  Couch.  . Watertown 

Lawrence  Ames Brooklyn 

John  H.  Brooks Lowville 

G.  Emerson  Learn . . Mount  Morris 

Asa  J.  Smith Oneida 

Robert  C.  Webster Rochester 

John  R.  McNulty Amsterdam 

Louis  Bush Baldwin 

William  L.  Wheeler,  Jr..  .New  York 

William  C.  Stein,  Jr Lockport 

John  Billington  Ludin Rome 

William  A.  Schiess Syracuse 

M.  Edgerton  Deuel Geneva 

Richard  E.  Passenger.  . . Newburgh 

Alan  R.  Johnson Medina 

Harold  Brown Fulton 

John  M.  Constantine Oneonta 

Ammiel  D.  Schwartz Brewster 

Angelo  R.  Bologna Flushing 

Joseph  P.  Lasko Troy 

John  A.  D’Anna.  . . Staten  Island 

Sheldon  B.  Adler Spring  Valley 

William  R.  Carson Potsdam 

Claire  K.  Amyot.  .Saratoga  Springs 

Michael  J.  Tytko Schenectady 

Jay  Vickers  Dewell Cobleskill 

Joseph  Y.  Roberts . . . Watkins  Glenn 

Charles  M.  Smith Waterloo 

Stanley  B.  Chapman Bath 

John  P.  Ruppe,  Jr Islip 

Alan  R.  Fried  ....  Livingston  Manor 

Walter  Dietrich Owego 

Robert  H.  Broad Ithaca 

Frederic  W.  Holcomb,  Jr. .Kingston 

Charles  R.  Bannon Glens  Falls 

Howard  H.  Romack  ...  Cambridge 

Joseph  Asin Newark 

George  E.  Froehlich  . New  Rochelle 

Newland  W.  Fountain Warsaw 

Robert  O.  Jensen Penn  Yan 


Frank  Maxon Albany 

Kurt  Zinner Wellsville 

Harold  E.  Brodman Bronx 

Robert  Bethje Endicott 

William  Harding Olean 

David  S.  Eisenberg Auburn 

C.  Otto  Lindbeck Jamestown 

C.  E.  Erway Elmira 

Arland  D.  Ryan Norwich 

William  L.  Ladue Plattsburgh 

Thomas  C.  Seymour Hudson 

Lewis  H.  Berk Cortland 

Marvin  L.  Huyck Walton 

Joseph  Rignanese.  . . Poughkeepsie 

George  W.  Fugitt Tona wanda 

George  G.  Hart Lake  Placid 

Leon  Passino Malone 

William  H.  Raymond. . . Gloversville 

James  G.  McCutcheon Batavia 

Mahlon  H.  Atkinson Catskill 

G.  Roger  Weeden,  Jr Mohawk 

George  Glynn  Couch. . . .Watertown 

James  L.  O’Leary Brooklyn 

John  H.  Brooks Lowville 

G.  Emerson  Learn . . . Mount  Morris 

George  R.  Kinsella Oneida 

T.  Paul  Guest Rochester 

Thomas  J.  Weyl Amsterdam 

Lyon  Steine Valley  Stream 

C.  Joseph  Delaney New  York 

John  N.  Strachan,  Jr.  Niagara  Falls 

Robert  Matthew  George Utica 

Lee  R.  Stoner Syracuse 

M.  Edgerton  Deuel Geneva 

Richard  E.  Passenger.  . . Newburgh 

Alan  R.  Johnson Medina 

Harold  Brown Fulton 

John  M.  Constantine Oneonta 

Julian  L.  Glatt Carmel 

Franz  L.  Ebstein Forest  Hills 

Hugh  Gordon  Anderson Troy 

Jacob  J.  Silverman . . Staten  Island 

Hubert  B.  Segal Spring  Valley 

Maurice  J.  Elder Massena 

William  H.  Moore . Saratoga  Springs 

Louis  P.  Tischler Schenectady 

Duncan  L.  Best Middleburg 

Joseph  Y.  Roberts.  Watkins  Glenn 

Charles  M.  Smith Waterloo 

Milton  Tully Hornell 

Samuel  T.  Herstone Bay  Shore 

Alan  R.  Fried  ...  Livingston  Manor 

Walter  Dietrich Owego 

R.  Wendell  Davis Ithaca 

Lewis  M.  Neporent Kingston 

James  A.  Glenn,  Jr Glens  Falls 

John  Eugene  Glennon  . Granville 

Joseph  Asin Newark 

Katherine  L.  Friedman Ardsley 

Richard  T.  Williams Warsaw 

Robert  O.  Jensen Penn  Yan 
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sHow  much  would  it  be 
with  no  manufacturer 9s  profit ? 

$2.09?  $.93?  $3.19? 

Somewhat  amazingly,  S3. 18  is  correct.  Even  if  you  eliminated  pharma- 
ceutical manufacturer’s  net  profit,  your  patient  would  pay  only  about 
17  cents  less  for  the  average  prescription— hardly  a deciding  factor  in 
having  it  filled.  Of  course,  this  assumes  that  pharmaceuticals  could  con- 
tinue to  be  available  without  profit  (where  do  new  miracle  drugs  come 
from,  if  not  profit?). 

American  pharmaceuticals  today  may  well  be  America’s  biggest  bargain. 


Pharmaceutical  Manufacturers  Association/ 11 55  Fifteenth  Street,  N.W,  Washington,  D.C.  20005 

This  message  is  brought  to  you  as  a courtesy  of  this  publication  on  behalf  of  the  producers  of  prescription  drugs. 

* Average  prescription  price,  1963.  National  Prescription  Audit,  R.A.  Gosselin,  Dedham,  Mass. 


The  big  question  has  been  answered  for  many  people.  The  Surgeon-General’s  report  on  Smok- 
ing and  Health  gave  strong  support  to  overwhelming  evidence  accumulated  by  the  American 
Cancer  Society  over  the  last  15  years.  Cigarette  smoking  is  a major  cause  of  lung  cancer. 

As  the  evidence  piled  up,  the  Society  intensified  its  public  educational  efforts,  with  teen- 
agers the  specific  target.  Many  private  and  government  agencies  were  stimulated  to  take  action. 

But  people  have  short  memories.  Already  the  message  of  the  Surgeon-General’s  report 
has  been  blurred  with  the  passage  of  time.  Unless  those  with  the  responsibility  for  protecting 
health  act  vigorously,  the  public  will  continue  to  lose  sight  of  the  risk... and  smoke  cigarettes. 

We  are  faced  with  some  compelling  questions.  How  to  motivate  adults  to  stop  smoking 
cigarettes?  How  to  influence  teen-agers  not  to  start?  How  to  help  those  who  want  to  stop  7 ? 
but  can’t?  Between  us,  doctor,  we  must  find  the  answers.  dlUGHCdl!  CSflCGT  SOCiGty 
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Index  to  Advertised  Products 


Analgesics 

Percodan  (Endo  Laboratories) 7 

Antacids 

Alka-Seltzer 

(Miles  Products,  Div.  Miles  Labs.,  Inc.) 11 


Under  the  generic  name 

for  lower  costs  to  your  patients 


Meprobamate  Tablets 

400  mg.  U.S.P. 


Antibiotics 


Tao  (J.  B.  Roerig  & Company) 17,  18,  19,  20 

Terramycin  (Pfizer  Laboratories) 28,  29,  30,  31 

V-Cillin  K (Eli  Lilly  & Company) 32 

Antirheumatics 

Pabalate  (A.  H.  Robins  Company,  Inc.) 9 


U.  S.  Patent  No.  2,724,720 
Quality  controlled  by  West-ward 
Literature  available  on  request 


Anticonvulsants 

Dilantin  (Parke,  Davis  & Company) 13 

Antitussives 

Emprazil 

(Burroughs  Wellcome  & Company,  Inc.) 38 


Do  lower  the  the  costs  of  prescriptions  to  your 
patients  by  prescribing  West-ward’s  quality 
controlled  generic  name  products. 


Bronchopulmonary 

Bronkotabs  (Breon  Laboratories) 2nd  cover 

Diagnostic  aids 

Hema-Combistix  (Ames  Company,  Inc.) 3rd  cover 

Foods 

Corn  Oil  Margarine  (J.  H.  Filbert,  Inc.) 23 

Hormones 

Enovid-E  (G.  D.  Searle  & Company) 37 


Laxatives 

Eucarbon  (Standard  Pharmaceutical  Co.,  Inc.)...  195 


Nasal  decongestants 

Neo-Synephrine  (Winthrop  Laboratories) 5 

Ornade  (Smith  Kline  & French  Laboratories) 198 

Sedatives 

Valeria  nets-Dispert 

(Standard  Pharmaceutical  Co.,  Inc.) 195 

Tranquilizers 

Meprobamate  (West-Ward,  Inc.) 193 

Norpramin  (Lakeside  Laboratories) 2-3 

Vaginal  hygiene 

StomAseptine  (Harcliffe  Laboratories) 25 

Vitamins 

Stresscaps  (Lederle  Labs., 

Div.  Amer.  Cyanamid  Co.) 4th  cover 


Wet-dressing  antiinflammatory 

Presto-Boro  (Standard  Pharmaceutical  Co.,  Inc.).  195 


West-ward,  Inc.,  745  Eagle  Ave.,  Bronx56,  N.Y. 

NYS  1-1 


NEED  QUICK  RESPONSE? 
Want  Good  Results? 

Experience  proves  that  you  get  both  in 
the  classified  ad  section  of  the  New  York 
State  Journal  of  Medicine. 


PUT  7/P 

in 

qour  mail 


Include 

Zf?  CODE  NUMBERS 
IN  ALL  ADDRESSES 
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Classified  Advertising  Rates 

Effective  January  1 , 1 965 


New  York  State  Journal  of  Medicine 

Issue  Dates:  1st  and  15th  of  each  month. 

Closing  Date:  25  days  preceding  issue  date. 

ALL  ADVERTISEMENTS  ARE  PAYABLE  IN  ADVANCE 

Rates:  50  words  or  less,  $10.00  per  insertion;  additional  words  are 
1 0^  each.  Box  numbers,  5 Op  extra. 

Counting  Words:  Two  initials,  each  abbreviation,  figures  con- 

sisting of  5 numerals  or  less  are  counted  as  separate  words. 
For  replies,  your  name  and  address,  or  telephone  number 
should  appear  at  the  end  of  your  copy,  and  be  included  in  the 
total  number  of  words. 


Classified  Advertising 

New  York  State  Journal  of  Medicine 

750  Third  Ave.,  New  York,  N.  Y.  10017  Date 


Name 

Please  Print 

Address 

I enclose  $ to  include  $10.00  for  the  first  50  words  or  less,  plus  10^  for  each 

additional  word. 

Number  of  insertions 

Assign  a box  number  (50^  additional) 
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FOR  GASTRO  INTESTINAL  DYSFUNCTION  ANO 
ANTI-FLATULENT  EFFECTS  IN  FERMENTATION 


"Sedation  & Euphoria  for  Nervous, 
Irritable  Patients" 


"A  modernized  method  of  preparing  Burow’s 
Solution  U.S.P.  XIV” 


EUCARBON® 


Each  tablet  contains:  Extract  of  Rhubarb, 
Senna.  Precipitated  Sulfur,  Peppermint  Oil 
and  Fennel  Oil,  In  a highly  activated  char- 
coal base. 

Action  and  Uses:  Mild  laxative,  adsorbent 
and  carminative.  For  use  in  indigestion, 
hyperacidity,  bloa!i"g  and  flatulence.  An 
excellent  detoxifying  substance  with  a wide 
range  of  uses  in  dermatology. 

Doses:  1 or  2 tablets  daily  Wz  hr.  after 
meals  — Supply:  Tins  of  100.  . 


VALERIANETSDISPERT® 


Each  Chocolate  Coated  Tab.  Contains  Ext. 
of  Valerian  (highly  concentrated)  O.OS  gm. 
dispergentized.  Tastless,  Odorless,  Non- 
Depressant,  Non-Habit  forming.  Indicated  in 
cases  of  nervous  excitement,  depressive 
states,  menopausal  molimena,  insomnia. 


PRESTO-BORO® 


POWDER  IN  ENVELOPES  OR  TABLETS 

(Alum.  Sulfate  and  Calc.  Acetate).  For  use 
as  an  astringent  and  topical  wet  dressing, 
treatment  of  swellings.  Inflammations, 
sprains. 


AVAILABLE  AT  ALL  PHARMACIES 


STANDARD  PHARMACEUTICAL  CO.,  INC.  • 253  WEST  26th  ST.,  NEW  YORK  1,  N.  Y. 


Change  of  Address 

Notices  should  be  sent  to  the  circulation  office,  750  Third  Avenue,  New  York  17, 
New  York.  Old  and  new  address  should  be  included  as  well  as  a statement 
whether  or  not  change  is  permanent.  Six  weeks  is  required  to  effect  a change  of 
address. 


HOLBROOK  MANOR  nSomeg 

Five  Acres  of  Pine  wooded  Grounds 

SENILE— AGED 

Non-sectarian,  dietary  laws  observed 
Medical  Director,  O.  L.  Friedman,  M.D.,  Q.P.,  M.A.P.A. 
HOLBROOK,  L.  I.  N.  Y.  Office;  TRafalgar  7-2666 


POSITIONS  WANTED 


ANESTHESIOLOGIST,  CERTIFIED,  AGE  35.  FAMILY. 
Extensive  experience.  Desires  fee  for  service  or  group  in 
metropolitan  or  suburban  area.  Details  in  first  letter. 
Box  969,  % NYSJM. 


MEDICAL  ASSISTANTS  AND  SECRETARIES.  LAB- 
oratory  and  X-Ray  Techs.  Well  trained  and  highly  quali- 
fied personnel  (male  & female)  also  available  at  other 
times.  Phone  CH  2-2330  Ext.  6,  Placement  Dept.,  or 
write  Eastern  School  for  Physicians’  Aides,  Dept.  69,  85 
Fifth  Ave.,  New  York  3,  N.  Y.  (Founded  1936  by  two 
member  physicians) 


GENERAL  SURGEON,  AGE  31,  MARRIED,  COMPLET- 
ing  residency  July;  seeks  association  or  group  practice 
in  New  York  State.  Box  123,  % NYSJM. 


ANESTHESIOLOGIST,  BOARD  ELIGIBLE,  DESIRES 
part  or  full  time  position.  Box  125,  % NYSJM. 


PINEWOOD  Wal ter  A 'meS! PSD?RECTOR?' A ' p' A ' 

EST  1930 

J.  Epstein,  M.D.,  L.F.A.PA. — L.  Wender,  M.D.,  L.F.A.P.A 
Katoneh,  N.Y.  Tel:  CEntral  2-3155  NYC,  Direct,  Tel:  CY  5-0264 

A psychiatric  hospital  offering  individual  treatment  for  all 
nervous  and  mental  disorders,  alcoholism  and  drug  addiction. 
Psychoanalytically  oriented.  Pharmacological  and  electro- 
therapeutic  methods.  Rates — moderate. 


POSITIONS  WANTED— CONT’D 


ANESTHESIOLOGIST,  FACA,  SEEKS  FULL  OR  PART- 
time  position  in  or  near  NYC  area.  Fee  for  service  or 
partnership.  Details  in  first  letter.  Box  114,  % NYSJM. 


RADIOLOGIST,  DIPLOMATE,  MARRIED,  WITH  SEV- 
eral  years  experience  in  good  hospitals,  desires  relocation. 
Box  128,  % NYSJM. 


PHYSICIAN,  ENT,  DESIRES  ASSOCIATION  WITH 
physician  or  group.  Details  in  first  letter.  Box  130. 
% NYSJM. 


ANESTHESIOLOGIST,  NEW  YORK  STATE  LICENSE, 
desires  part  or  full  time  position  or  replacement.  Details 
first  letter.  Box  131,  % NYSJM. 


ANESTHESIOLOGIST,  FEMALE,  ELIGIBLE  NEW 
York  State  license  and  Board,  desires  employment. 
Also  obstetrics.  Box  133,  % NYSJM. 
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PHYSICIANS  WANTED 


INTERNSHIPS-AMA  APPROVED  ROTATING.  ST. 
Joseph’s  Hospital.  Yonkers,  New  York.  Accredited  165 
bed  hospital.  Integrated  educational  program  organized 
by  Director  of  Medical  Education;  abundant  in-patient 
and  out-patient  material  for  clinical  training.  Salary 
$350.  ECFMG  certificate  required.  Apply  Administra- 
tor, St.  Jospeh’s  Hospital,  Yonkers,  N.Y. 


G.P.  WANTED  MARCH  1,  1965  FOR  LONG  ISLAND 
GP  group.  Eventual  full  partnership.  No  capital  needed; 
initial  salary.  Excellent  opportunity.  Box  102,  % 

NYSJM. 


GENERAL  PRACTITIONER  TO  ASSOCIATE  WITH 
well  established  medical  group  on  the  South  Shore  of 
Longs  Island’s  summer  resort  area.  $12,000  per  annum, 
$1,500  car  allowance,  bonus  arrangement,  partnership. 
Write  or  call  Patchogue  Medical  Group,  1 Roe  Blvd., 
Patchogue,  New  York.  516  GRover  5-3900. 


ANESTHESIOLOGIST,  JOIN  FEE-FOR-SERVICE 
practitioner,  progressive  upstate  community.  Salary  6 
mo.,  then  percentage.  Box  112,  % NYSJM. 


INTERNIST  FOR  COMPREHENSIVE  MEDICAL  CARE 
group;  pleasant  New  York  City  suburb;  initial  contract 
leading  to  partnership;  $15,000-$16,000  per  annum  first 
year;  send  full  curriculum  vitae  in  first  letter.  Box  115, 
% NYSJM. 


PEDIATRICIAN  FOR  COMPREHENSIVE  MEDICAL 
care  group;  pleasant  New  York  City  suburb;  initial  con- 
tract leading  to  partnership;  $15,000-$16,000  per  annum 
first  year;  send  full  curriculum  vitae  in  first  letter.  Box 
116,  % NYSJM. 


BOARD  CERTIFIED  OR  BOARD  ELIGIBLE  SURGEON 
needed  for  rural  area  of  approximately  7,500  population 
in  upstate  New  York  served  by  a new  42  bed,  fully  ac- 
credited, non-sectarian,  general  hospital.  Hospital  is 
served  by  Board  certified  pathologist  and  radiologist. 
Area  has  many  recreational  facilities  including  new  ski 
area,  championship  golf  course,  numerous  lakes,  streams, 
picnic  and  camping  areas.  Good  income  arrangements 
available.  Send  resume  of  training  and  references  to 
Administrator,  Community  Hospital,  Stamford,  New 
York,  who  is  acting  as  Secretary  for  joint  Board-Medical 
Staff  committee. 


GENERAL  PRACTITIONER  FOR  A CENTRAL  NEW 
York  community.  No  physician  in  the  village.  Housing 
and  office  space  available.  Service  club  will  assist  inter- 
ested persons  in  locating  suitable  facilities.  Community 
is  near  3 cities,  and  adjacent  to  Thruway.  Excellent 
schools.  Box  26,  Cato,  New  York. 


RADIOLOGIST,  DIAGNOSTIC.  BUSY,  SMALL  HOS- 
pital.  Suburban  Detroit.  Basic  science  certificate  re- 
quired. For  reciprocity,  4050  East  Twelve  Mile  Road, 
Warren,  Michigan.  Tel:  755-2500. 


WANTED:  INTERNIST  TO  ASSOCIATE  IN  MAN- 

hattan  practice.  Excellent  opportunity  for  an  energetic 
man.  Box  129,  % NYSJM. 


SURGEON— GENERAL  AND  TRAUMATIC.  BASIC 
science  certificate  required  for  license.  60  bed  hospital. 
Associated  clinic,  suburban  Detroit.  Fairwood  General 
Hospital,  4050  East  Twelve  Mile,  Warren,  Michigan. 
Tel:  755-2500. 


PHYSICIANS  WANTED— CONT’D 


WANTED:  FULL  TIME  COLLEGE  PHYSICIAN  TO 
direct  student  health  services,  supervise  infirmary  staff. 
New  infirmary  building  being  planned.  Faculty  status 
and  privileges,  including  retirement  plan.  Pleasant  small 
community  near  Lake  Erie  and  major  cities.  Salary: 
competitive.  Write  to  Dr.  Oscar  Lanford,  President, 
State  University  College,  Fredonia,  New  York. 


PRACTICES  FOR  SALE  OR  RENT 


EENT  PRACTICE,  OFFICE  FULLY  EQUIPPED,  WITH 
records  and  files.  Price  extremely  reasonable.  Contact: 
Shults  & Shults,  9 Seneca  Street,  Homell,  N.Y.  Tel. 
607-324-1104. 


GENERAL  PRACTICE  AND  FULLY  EQUIPPED  OF- 
fice  on  Long  Island.  Equipment  optional.  Moving  out 
of  state.  Box  122,  % NYSJM. 


INTERNIST  (FAMILY  PRACTICE)  WISHES  TO  RE- 
tire.  Office  in  home,  central  New  York  area  of  30,000. 
Modern  175  bed  hospital;  diversified  industry.  W.  A. 
Wall,  M.D.,  105  N.  Main  St.,  Cortland,  N.Y. 


FOR  SALE:  THRIVING  PEDIATRIC  PRACTICE, 

home-office  combination;  established  17  years.  15  minutes 
from  New  York  City  in  suburban  New  Jersey.  Present 
physician  leaving  for  full  time  medical  school  position. 
Available  at  once;  will  introduce.  Box  126,  % NYSJM. 


GENERAL  PRACTICE,  RECENTLY  DECEASED 
physician,  Astoria,  Queens.  Price  reasonable.  10  minutes 
from  Manhattan;  desireable  area.  Includes  equipment, 
furniture,  records.  Active  practice  for  20  years.  Good 
industrial  account.  Address:  Mr.  Luke  Catoggio,  36-07 
21st  Ave.,  Astoria,  N.Y.  Phone:  212  RA  8-4346. 


MISCELLANEOUS 


COLLECTION  PROBLEMS?  AS  MEDICAL  BILLS 
grow  older,  they  become  harder  to  collect.  Yet,  it  is  vital 
that  you  be  paid  for  your  services.  Call  in  a collection 
specialist  who  will  recover  your  money  while  protecting 
the  good  will  of  the  patient  toward  you.  For  the  name 
of  your  nearest  qualified  collector,  write:  American  Col- 
lectors Association  Inc.,  Box  550,  Poughkeepsie,  N.  Y. 


Experience  proves  that  advertising  in  the 
classified  section  of  the  New  York  State 
Journal  of  Medicine  elicits  prompt  re- 
sponse. 26,000  physicians  see  your  ad 
here.  You  have  what  they  want;  you’re 
their  man — or  woman.  Try  it — when  you 
need  to.  See  what  happens. 
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EQUIPMENT 


COMPLETE  PICKER  X-RAY  UNIT  WITH  SPOT 
device,  200  MA  and  two  tubes.  Excellent  condition; 
sacrifice  $2,175.  Call  914  AR  3-3046. 


REAL  ESTATE  FOR  SALE  OR  RENT 


PLAINVIEW,  L.I.  OFFICE  SPACE  TO  SHARE,  SMALL 
prof.  bldg.  nr.  hospital;  ideal  location,  suitable  most 
specialties.  516  WE  8-4800. 


HUNTINGTON— NEW  PROFESSIONAL  BUILDING  IN 
vicinity  of  Huntington  Hospital.  Occupancy  early 
spring.  516  HA  1-0226. 


NEW  YORK,  DUTCHESS  COUNTY.  OFFICE  SPACE 
available  in  professional  building  being  erected  on  main 
business  highway  between  Fishkill  and  Poughkeepsie. 
Ideal  for  all  specialties.  Address  Martin  Rabin,  D.D.S., 
65  South  Clinton  St.,  Poughkeepsie,  New  York.  Phone 
454-0322. 


ASTORIA— DOCTOR’S  OFFICE,  5 ROOMS,  COR. 
house.  2 private  sep.  entrances.  Excellent  loc.  for  General 
Practitioner  Office  for  past  25  yrs.  Consultation,  waiting, 
2 exam,  rooms,  x-Ray  & lab.,  large  lavatory.  220  volt 
x-ray  power  lines.  EMpire  1-1423. 


MEDICAL  SUITE— 55  EAST  87  STREET  (BETWEEN 
Park  & Madison)  1st  fl.  luxury  apt.  bldg.,  5 room  complex. 
Will  alter  to  suit.  Call  Supt.,  FI  8-9277. 


FOR  RENT:  5 ROOM  OFFICE,  SUITABLE  1 OR  2 M.D.s 
Garden  City  Medical  Center.  Write  J.  L.  McCartney, 
M.D.,  520  Franklin  Ave.  Garden  City,  N.Y. 


ROCKLAND  CO.,  20  MINS.  GEO.  WASH.  BRIDGE. 
Office  space  in  modern  medical  bldg.  Open  staff  hosp. 
nearby.  Rapid  growth  area.  Suitable  most  specialties. 
Box  120,  % NYSJM. 


12-ROOM  HOME-OFFICE  COMBINATION,  SEPARATE 
entrances,  rural  resort  area,  60  miles  N.E.  Albany.  Equip- 
ped for  G.P.  or  internist.  Accredited  open  hospital  13 
miles,  excellent  roads;  about  s/4  acre,  lawns,  trees,  large 
barn.  Specializing.  Box  124,  % NYSJM. 


FOR  SALE.  FIFTH  AVENUE  (92ND  ST.)  CORNER 
attractive  5 rm.  cooperative.  Private  entrance.  Low 
maintenance.  Box  101,  % NYSJM. 


FOR  RENT  IN  BUFFALO,  N.Y.;  MODERN,  WELL 
equipped  office  in  highly  medical  and  professional  area, 
adjacent  to  Univ.  of  Buffalo  and  directly  opposite  a modern, 
60-bed  hospital.  Opportunity  to  cash  in  on  40  year 
lucrative  practice.  Option  to  buy  residence  in  which 
office  is  located.  Box  127,  % NYSJM. 


PRESTIGE  LOCATION 

For  Medical — Dental  Group 
and  Individual  Practitioners. 

“EXECUTIVE  TOWERS” 

1020  GRAND  CONCOURSE,  BRONX 

23-Story  Air  Conditioned  Apt  Bldg,  (corner  165th  St) 


Exclusively  Reserved  for  Professional  use. 
PRIVATE  ENTRANCES 
2 FLOORS  • PRIVATE  ELEVATORS 
CENTRAL  AIR-CONDITIONING 

IMMEDIATE  OCCUPANCY 

Apply  Renting  Office  on  property  • CY  3-5545 
Carol  Management  Corp. 

Owner — Builder 


REAL  ESTATE  FOR  SALE  OR  RENT — CONT’D 


FOR  RENT:  SPECIALLY  DESIGNED  PROFESSIONAL 
suites  with  private  entrances  in  new  20  story  apt.  bldg., 
York  Ave.  & 81  St.,  N.Y.C.  Approximately  700  sq.  ft., 
6 rooms;  Approximately  900  sq.  ft.,  7 rooms;  approxi- 
mately 2350  sq.  ft.,  15  rooms  (suitable  3 or  more  profes- 
sionals). Very  reasonable  rent.  Phillips,  Wood  Dolson, 
Inc.,  241  West  72  St.,  New  York  City.  212  EN  2-8900. 


G.P.  WANTS  TO  SHARE  MODERN  OFFICE,  CENTRAL 
location,  Rego  Park,  2 blocks  from  Queens  Blvd.  Bus 
stop  in  front  of  house.  Suitable  for  hematologist,  ped- 
iatrician, surgeon.  Reasonable  rent.  Call  TW  7-6000 
between  6-8  except  Wednesday. 


ELEGANT  OFFICE  FOR  RENT:  61  ST.  OFF  PARK 

Ave.  Ideal  location,  M.D.  or  psychotherapist.  Near 
all  subways.  Townhouse  facing  rear  garden,  one  short 
flight  up.  Waiting  room  17  X 10;  foyer  8 X 12;  2 

treatment  rooms  13  X 9,  12  X 16;  6 large  windows,  high 
ceilings.  $250.  Call  TE  8-5390. 


OFFICE  FOR  RENT:  CAMBRIA  HEIGHTS,  LAUREL- 

ton  area.  Pediatrician  or  General  practitioner;  no 
pediatrician  in  area.  Excellent  opportunity  for  initial 
practice.  Air-conditioned  five  rooms.  Rent:  $150. 

(516)  LI  1-7979. 


CHOICE  BUILDING  SITE  IN  QUEENS  COUNTY- 
New  York  City,  for  home  and  office.  45'  X 100'  in  bustl- 
ing, high  grade  location.  Adjacent  Fresh  Meadow  Life 
Development  off  Long  Island  Expressway.  Near  all 
conveniences  and  transportation.  Ideally  located  for 
general  practice  or  specialties  of  medicine.  Box  132, 
% NYSJM. 


FOREST  HILLS  (QUEENS) , LONG  ISLAND;  3Vs  ROOM 
office  of  retiring  GP,  located  in  professional  wing  of  qual- 
ity building,  ground  floor  on  busy  corner  in  fine  residen- 
tial area.  Neighborhood  needs  new  physician.  Owner 
will  rent  at  sacrifice;  lease  term  to  suit.  212  BO  3-5776 


FOR  SALE 

Large  11  room  house  and  store,  plus  2 story  garage 
situated  in  center  of  resort  town,  Wurtsboro,  N.Y.  Fine 
location  for  small  Medical  Center.  All  improvements; 
5 living  units;  6 bathrooms.  On  lot  56' x 225. 

Mrs.  George  Cooper,  P.O.  Box  327,  Wurtsboro,  N.Y. 
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ONE  WAY  TO  TRY  TO 
AVOID  COLDS  AND 
SINUSITIS  IS  TO 
GET  AWAY  FROM 
FRIGID  WEATHER 


. . . but  if  your  patient  can’t  get  away,  relieve  sneezing,  running 
nose,  and  congestion  of  colds  and  sinusitis  all  day  or  all  night 
with  one 


ORNADE\, SPANSULE‘s::“— ' 

Each  capsule  contains  8 mg.  of  Teldrin®  (brand  of  chlorpheniramine  maleate),  50  mg.  of 
phenylpropanolamine  hydrochloride,  and  2.5  mg.  of  isopropamide,  as  the  iodide. 

Summary  of  contraindications,  cautions  and  side  effects:  Do  not  use  in  patients  with 
glaucoma,  prostatic  hypertrophy,  stenosing  peptic  ulcer,  pyloric  duodenal  obstruc- 
tion, or  bladder  neck  obstruction.  Use  with  caution  in  the  presence  of  hypertension, 
hyperthyroidism,  or  coronary  artery-disease.  Drowsiness;  excessive  dryness  of  nose, 
throat  or  mouth;  nervousness  or  insomnia  may  occur  on  rare  occasions  but  are 
usually  mild  and  transitory. 

Before  prescribing,  see  SK&F  Product  Prescribing  Information. 

Smith  Kline  & French  Laboratories 
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ROCHE  LABORATORIES 
Division  of  Hoffmann -La  Roche  Inc. 


IF  AMPHETAMINE 
SHAKES  HER  UP, 

PUT  HER  ON 
DESBUTAL  GRADUMET 


You  see  this  obese  patient  frequently— overreacts  to  plain 
amphetamine,  but  doesn’t  react  to  less  potent  drugs. 

A practical  solution  is  Desbutal  Gradumet.  Your  patient 
still  gets  an  effective  dose  of  methamphetamine,  but  over- 
stimulation  is  prevented  by  a controlled-release  of  Nem- 
butal® (pentobarbital).  Moreover,  the  drugs  are  made 
available  in  an  optimal  dosage  ratio,  minute  by  minute 
throughout  the  day. 

how  it  works:  Picture  a tablet  with  two  fused  halves. 
In  one  half  is  Desoxyn®  (methamphetamine).  In  the 
other,  Nembutal.  Each  half  has  its  own  release  rate  syn- 
chronized to  the  other.  The  patient  isn’t  upset  by  quanti- 
ties of  drug  being  released  at  intervals,  because  there  are 
no  intervals . Release  is  continuous  and  controlled.  There 
is  no  reliance  on  enteric  coatings,  enzymes,  motility  or  an 
“ideal”  ion  concentration.  The  only  thing  the  Gradumet 
needs  is  contact  with  fluid. 

Smoothness  is  the  key  to  this  therapy.  And  it  will  be  evi- 
dent the  first  time  your  patient  reports  back  to  you. 

precautions:  Use  with  caution  in  patients  with  hyper- 
tension, cardiovascular  disease,  hyperthyroidism  or  those 
who  are  sensitive  to  ephedrine  and  its  derivatives.  Care- 
ful supervision  advisable  with  maladjusted  individuals. 


DESBUTAL 


RADUMET 


Methamphetamine  Hydrochloride  and  Pentobarbital  Sodium  in  Long- 
Release  Dose  Form,  Abbott.  Desbutal  10—10  mg.  Methamphetamine, 
60  mg.  Pentobarbital.  Desbutal  15-15  mg.  Methamphetamine,  90 
ms.  Pentobarbital.  Gradumet-Long-Release  Dose  Form,  Abbott.  411259 


CALMS  HER  ANXIETIES 
EVEN  AS  IT  CONTROLS  HER 
COMPULSIVE  URGE  TO  EAT 
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State  University  of  New  York  Upstate  Medical  Center , Syracuse 
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Donald  B.  McCormick , Ph.D. 
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289  Tracheotome  Tracheostomy 

Graeme  L.  Hammond,  M.D.,  and  Lloyd  D.  MacLean,  M.D.,  F.A.C.S. 
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disability  without  debilitation . 


supportive  oral  anabolic  therapy  • potent  • well-tolerated 

Disabling  illness  or  injury  at  any  time  of  life  can  invite  a slowdown  in  the  natural  anabolic  processes 
or  acceleration  of  catabolic  processes,  resulting  in  a "wasting"  of  protein  and  minerals  needed  for 
tissue  repair.  Loss  of  weight  and  appetite,  strength  and  vitality,  may  be  the  evident  signs  of  this 
process,  frequently  accompanied  by  a lowering  of  mood,  interest  and  activity.  The  older  the  patient, 
the  more  pronounced  may  be  the  signs  of  debilitation.  A potent,  well-tolerated  anabolic  agent  plus 
a diet  high  in  protein  can  make  a remarkable  difference. 


WINSTROL*  brandof  STANOZOLOL 


. . . a new  oral  anabolic  agent,  combines  high  ana- 
bolic activity  with  outstanding  tolerance.  Although 
its  androgenic  influence  is  extremely  low*,  women 
and  children  should  be  observed  for  signs  of  slight 
virilization  (hirsutism,  acne  or  voice  change),  and 
young  women  may  experience  milder  or  shorter 
menstrual  periods.  These  effects  are  reversible  when 
dosage  is  decreased  or  therapy  discontinued.  Patients 
with  impaired  cardiac  or  renal  function  should  be 
observed  because  of  the  possibility  of  sodium  and 
water  retention.  Liver  function  tests  may  reveal  an 
increase  in  BSP  retention,  particularly  in  elderly 

*The  therapeutic  value  of  anabolic  agents  depends  on  the  ratio  of 
anabolic  potency  to  androgenic  effect.  This  anabolic-androgenic 
activity  ratio  of  Winstrol  is  greater  than  that  of  all  the  oral  anabolic 
agents  currently  in  use. 


patients,  in  which  case  therapy  should  be  discon- 
tinued. Although  it  has  been  used  in  patients  with 
cancer  of  the  prostate,  its  mild  androgenic  activity 
is  considered  by  some  investigators  to  be  a 
contraindication. 

Dosage  in  adults,  usually  7 tablet  t.i.d.;  young  wo- 
men, 7 tablet  b.i.d.;  children  (school  age),  up  to  7 
tablet  t.i.d.;  children  (pre-school  age),  Y2  tablet  b.i.d. 
Shows  best  results  when  administered  with  a high 
protein  diet.  Available  as  scored  tablets  of  2 mg.  in 
bottles  of  100. 

W/nfhrop 

Winthrop  Laboratories,  New  York,  N.  Y. 
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—colloidal  solution  of  denatured 


proteolytic  enzyme— 

Relief  of  pain  is  prompt  in  non-traumatie  neuritis,  including 
herpes  zoster,  when  Protamide  is  administered  early  in  the 
course  of  the  disease.1-* 3 4  Equally  important,  complete 
recovery  usually  follows  in  three  to  five  days— even  in 
ophthalmic  herpes  zoster.5-6 


Responds  Promptly  to 

PROTAMIDE 


Dosage:  1 ampul  I.  M.  daily  for  2 to  5 days; 
longer  if  pain  persists. 

Caution:  Avoid  I.  V.  administration. 

Boxes  of  10  ampuls,  1.3  cc.  each, 
for  intramuscular  injection. 


wmm 

DETROIT  11,  MICHIGAN 


References:  1.  Baker,  A.  G.:  Penn.  Med.  J.  63:697  (May)  1960.  2.  Smith,  R.  T.:  New  York  Med.  (Aug.  20)  1952,  pp.  16-19. 

3.  Smith,  R.  T.:  Med.  Clin.  N.  Amer.  (Mar.)  1957.  4.  Lehrer.  H.  W.;  Lehrer,  H.  G„  and  Lehrer.  D.  R.:  Northw. 

Med.  (Nov.)  1955.  5.  Sforzolini,  G.  S.:  Arch.  Ophthal.  62:381  (Sept.)  1959.  6.  Gile,  J.  H.:  W.  Virginia  Med.  J. 

59:120-122  (May)  1963. 
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Walter  S.  Walls,  M.D.,  Erie 
Joseph  G.  Zimring,  M.D.,  Nassau 

Trustees 

Norman  S.  Moore,  M.D.,  Tompkins,  Chairman 

Renato  J.  Azzari,  M.D.,  Bronx 

Thurman  B.  Givan,  M.D.,  Kings 

Gerald  D.  Dorman,  M.D.,  New  York 

Joseph  A.  Lane,  M.D.,  Monroe 

John  M.  Galbraith,  M.D.,  Nassau 

Leo  E.  Gibson,  M.D.,  Onondaga 

The  Council  is  composed  of  the  officers,  the 
councillors,  and  the  chairman  of  the  Board  of 
Trustees. 


Headquarters  Staff 

750  Third  Avenue,  New  YorK,  New  York  10017 
Tel:  212  YUkon  6-5757 

Henry  I.  Fineberg,  M.D., 

Executive  Vice-President 
J.  Richard  Burns,  Esq., 

Assistant  Executive  Vice-President 
Director,  Business  Division 
George  W.  Forrest,  Jr.,  Assistant  to  the 

Executive  Vice-President 
Doris  K.  Dougherty,  Executive  Assistant 
William  Hammond,  M.D.,  Director, 

Division  of  Scientific  Publications 
Editor,  New  York  State  Journal  of  Medicine 
James  Greenough,  M.D.,  Director, 

Division  of  Scientific  Activities 
Robert  Katz,  M.D.,  Director, 

Division  of  Industrial  Health 
and  Workmen’s  Compensation 
George  P.  Farrell,  Director, 

Division  of  Medical  Care  Insurance 
Guy  D.  Beaumont,  Director, 

Division  of  Communications 

Legal  Counsel 

William  F.  Martin,  Esq.,  Counsel 

Robert  J.  Bell,  Esq.,  Attorney 

Martin,  Clearwater  & Bell,  355  Lexington 
Avenue,  New  York,  New  York  10017 

Tel:  212  OXford  7-3122 

Authorized  Indemnity  Representative 

James  M.  Arnold,  2 Park  Avenue,  New  York, 
New  York  10016 

Tel:  212  MUrray  Hill  4-3211 
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Fleischmann’s  is  Lowest  in  Saturated  Fat 
of  the  nation’s  leading  margarines 


Fleischmann’s  is  made  from  100% 
corn  oil.  Over  half  of  this  remains 
in  liquid  form  for  high  linoleic 
content . . . the  balance  is  partially 
hydrogenated  for  flavor  and 
spreadability.  Consequently, 
Fleischmann’s  is  a “special”  mar- 
garine, lowest  in  saturated  fat  of 
the  nation’s  leading  margarines.  A 
“special”  margarine  is  one  of  the 
most  important  sources  of  poly- 
unsaturates in  the  average  diet. 
Only  Fleischmann’s  offers  all  of 
these  extra  benefits: 


(1)  Exceptionally  high  P/S  ratio 

. . . Fleischmann’s  Margarine  has 
a 1.7  to  1 ratio  (27.5%  cis,  cis 
linoleic  acid).  Using  Fleisch- 
mann’s instead  of  butter  or  regu- 
lar margarines  increases  intake  of 
polyunsaturates  while  lowering 
intake  of  saturated  fat. 

(2)  Made  from  100%  corn  oil... 
The  only  oil  used  in  making 
Fleischmann’s  is  100%  corn  oil. 
Some  so-called  corn  oil  marga- 
rines are  mixtures  of  cottonseed 
or  soybean  oil  with  corn  oil. 


(3)  Light  delicate  flavor. ..  Deli- 
cious taste  has  made  Fleisch- 
mann’s America’s  largest  selling 
“special”  margarine. 

(4)  Lightly  Salted  and  Unsalted 
...Fleischmann’s  comes  both 
ways.  What’s  more,  Fleisch- 
mann’s Unsalted  Margarine  is 
dietetically  sodium-free.  It’s  lo- 
cated in  the  frozen  food  section. 

(5)  National  availability ...  Un- 
like most  brands,  both  Fleisch- 
mann’s can  be  found  in  virtually 
every  food  store  in  America. 


Lightly  Salted  in  golden  package 


Unsalted  in  green  foil  package 
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a 

predominantly 

subcortical 

tranquilizer 

Vistaril 

hydroxyzine 

The  primitive  “animal  brain”  or  limbic  system  is  part  of  man’s 
evolutionary  heritage.1  In  vertebrate  evolution,  a pattern  of  ac- 
cretion may  be  observed  in  which  early  nerve  structures  were 
retained  and  elaborated  in  the  brain  of  lower  mammals.  The 
illustration  shows  how  this  lower  mammalian  brain  survives  in 
man  as  the  seat  of  emotional  behavior. 

It  is  on  this  subcortical  center  that  the  calming  action  of  Vistaril 
appears  to  be  primarily  exerted.2 * * * 6'7  Studies  of  clinical  behavior 
involving  patients  treated  with  Vistaril  indicate  that  its  tran- 
quilizing  action  is  mediated  principally  through  the  hypothala- 
mus. At  therapeutic  dosage  levels,  there  is  no  clinically  sig- 
nificant effect  upon  the  cerebral,  thalamic  or  spinal  cord  areas. 


1.  MacLean,  P.  D.:  J.  Nerv.  Ment.  Dis.  135:289,  Oct.,  1962.  2.  Bozza,  M.  L.  and 

Nicola,  G.  C.,  in  Garattini,  S.  and  Ghetti,  V.:  Psychotropic  Drugs,  Elsevier  Pub- 

lishing Co.,  Amsterdam,  1957,  p.  569.  3.  Payne,  A.  B.,  Claassen,  L.  G.  and  Hamel- 

berg,  W. : Ohio  Med.  J.  58:915,  Aug.,  1962.  4.  Savona,  B.  and  Perricone,  G.: 

Minerva  Ginec.  10:317,  Apr.  30,  1958.  5.  Settel,  E.:  Amer.  Pract.  8:1584,  Oct.,  1957. 

6.  Steinberg,  N.  and  Holz,  W.  G.:  New  York  J.  Med.  60:691,  Mar.  1,  1960. 

7.  Weyne,  F.  and  Roussel,  J.  L. : Bruxelles  Med.  37:1959,  Dec.  22,  1957.  8.  Morlino, 
F.  J.,  Kavan,  E.  M.  and  Dillon,  J.  B.:  Paper  presented  at  Stanford  University 
Medical  School,  Palo  Alto,  Calif.,  Jan.,  1964. 
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Yistaril 
calms  the 
frightened 
“animal  brain” 
inside 

your  anxious 
patient 


subcortical 

tranquilization 

means 

effectiveness 

Because  the  action  of  Vistaril  is  largely  confined  to  areas  where 
anxiety  has  its  being  and  beginning— in  the  emotional  centers  — 
response  is  almost  inevitably  assured!  Over  500  published  pa- 
pers, reporting  14,493  cases  in  which  Vistaril  was  used,  attest 
to  its  effectiveness  and  relative  freedom  from  side  effects. 

minimal  effect  on  the 
thinking  cortex 

Vistaril  does  not  interfere  with  the  ability  of  the  patient  to  com- 
prehend, to  exercise  judgment,  to  cooperate  or  to  communicate. 
A dramatic  example  of  the  minimal  effect  hydroxyzine  exerts 
on  the  cortex  is  provided  in  patients  undergoing  cryohypophy- 
sectomy.  Throughout  this  long  and  trying  procedure,  effective 
tranquilization  is  provided  by  parenteral  Vistaril  alone,  yet  the 
patient  remains  fully  conscious  and  responsive.8 

a minimum  of 
unwanted  action  on 
other  brain  centers 

Undesirable  effects  characteristic  of  other  agents  whose  action 
may  involve  spinal  pathways  and  conscious  or  neuromotor  cen- 
ters are  not  encountered  with  Vistaril.  At  recommended  dos- 
ages, neither  untoward  hepatic  nor  hematologic  effects  have 
been  reported  with  Vistaril  in  over  six  years  of  widespread  use. 
Euphoria  and  addiction  have  not  been  observed. 
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calms  the  frightened 
“animal  brain” 
inside  your 
anxious  patient 


Vistaril 

hydroxyzine 


Recommended  Initial  Adult  Dosage: 

200  to  400  mg.  daily  in  divided  doses;  thereafter  adjust  to 
individual  patient  response 


Oral  Dosage  Conversion  Table: 

these  oral  doses  approximate 
of  Vistaril  these  doses  of 

(hydroxyzine 

pamoate) 

chlor- 

diazepoxide 

meprobamate 

diazepam 

100  mg. 

25  mg. 

400  mg. 

5 mg. 

50  mg. 

10  mg. 

200  mg. 

2 mg. 

Formulas: 

Vistaril 

(hydroxyzine  pamoate) 
Capsules;  25  mg., 

50  mg.,  100  mg. 

Vistaril 

(hydroxyzine  pamoate) 

Oral  Suspension:  25  mg. 
per  5 cc. 

Vistaril 

(hydroxyzine  HC1) 
Parenteral  Solution:  25  mg. 
and  50  mg.  per  cc. 


Contrai  ndi  ca  ti  ons: 

Hydroxyzine  parenteral  solution  is  intended  only  for 
intramuscular  or  intravenous  administration  and 
should  not,  under  any  circumstances,  be  injected 
subcutaneously  or  intra-arterially. 

Precautions: 

Hydroxyzine  may  potentiate  the  action  of  central  nerv- 
ous system  depressants,  narcotics  such  as  meperi- 
dine, and  barbiturates.  In  conjunctive  use,  dosage  for 
these  drugs  should  be  decreased.  Because  drowsiness 
may  occur,  patients  should  be  cautioned  against 
driving  a car  or  operating  dangerous  machinery.  The 
usual  precautions  for  intramuscular  injection  should 
be  followed;  soft-tissue  reactions  have  rarely  been 
reported  when  proper  technique  has  been  used.  On 
intravenous  injection  a few  instances  of  digital 
gangrene  have  occurred  distal  to  the  injection  site 
considered  to  be  due  to  inadvertent  intra-arterial  in- 
jection or  periarterial  extravasation.  Therefore,  par- 
ticular caution  should  be  observed  when  hydroxyzine 
parenteral  solution  is  administered  intravenously  to 
insure  injection  only  into  intact  veins;  avoid  either 
intra-arterial  injection  or  extravasation.  Intravenous 
administration  should  be  accomplished  slowly,  no 
faster  than  25  mg.  per  minute,  and  not  to  exceed  100 
mg.  in  any  single  dose. 

Adverse  Reactions: 

Drowsiness  may  occur  which  is  usually  transitory, 
disappearing  spontaneously  in  a few  days  with  con- 
tinued therapy  or  correctable  by  dosage  reduction. 
Dryness  of  the  mouth  may  be  seen  with  higher  doses. 
Involuntary  motor  activity  has  been  reported  in 
some  hospitalized  patients  on  higher  than  recom- 
mended dosage. 

More  detailed  professional  information  available  on 
request. 


Science  for  the  world’s  w 


ell-being® 
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PFIZER  LABORATORIES  Division,  Chas.  Pfizer  & Co.,  Inc.  New  York,  New  York  10017 
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Medical  News 


X-ray  license  applications 

State  license  applications  for  x-ray  technicians 
are  being  sent  out  to  individuals,  schools,  and 
hospitals  according  to  Hollis  S.  Ingraham, 
M.D.,  State  Health  Commissioner. 

A 1964  law  requires  persons  practicing  x-ray 
technology  to  apply  for  a license  before  July 
1,  1965,  and  to  be  licensed  by  October  1,  1965, 
if  they  wish  to  continue  practice  in  New  York 
State. 

The  new  requirement  will  affect  about  15,000 
persons  in  the  State  who  use  x-rays  on  human 
beings.  Exempted  are  student  x-ray  tech- 
nicians, dental  assistants  doing  only  oral  x-ray, 
and  Federal  employees.  The  law  is  not  ap- 
plicable to  physicians,  osteopaths,  dentists, 
podiatrists,  and  chiropractors  who  are  governed 
by  their  own  licensure  laws. 

Examinations  for  license  applicants  will  be 
given  in  the  first  half  of  1965.  Those  who 
fail  can  take  another  examination  before  the 
October  1 deadline.  Exempt  from  the  test, 
but  not  from  applying  for  licensure,  are 
technicians  registered  with  the  American  Reg- 
istry of  Radiologic  Technologists. 

The  new  law  also  requires  the  State  Health 
Department  to  approve  and  register  schools 
for  x-ray  technicians.  Eventually,  only  grad- 
uates of  approved  schools  will  be  licensed  as 
x-ray  technicians.  A list  of  approved  schools 
is  now  being  compiled. 

Those  wishing  to  apply  for  examination 
should  get  their  applications  from  district 
offices  of  the  State  Health  Department  or 
county  and  city  health  departments.  In 
addition,  supplies  of  applications  are  being 
sent  to  general  hospitals,  offices  of  radiologists, 
other  registered  x-ray  installations,  manufac- 
turers of  x-ray  equipment,  and  x-ray  societies. 

Requests  for  application  forms  may  also  be 
sent  to  Howard  L.  Goldman,  Director  of  X- 
ray  Technology,  New  York  State  Health  Depart- 
ment, 84  Holland  Avenue,  Albany,  New  York 
12208. 

Ultrasonics  group  invited 

Those  persons  interested  in  forming  an  ultra- 
sonics discussion  group  are  invited  to  contact 
Gilbert  Baum,  M.D.,  Ultrasonics  Laboratory, 
Building  3,  Bronx  V.A.  Hospital,  130  West 
Kingsbridge  Road,  The  Bronx,  New  York  10468, 
or  phone  LU  4-9000,  Ext.  236. 

The  primary  purpose  of  the  group  is  the 
discussion  and  dissemination  of  the  diagnostic 

Material  for  inclusion  in  the  medical  news  section  must 
be  received  six  weeks  prior  to  publication  date. 


applications  of  ultrasonography,  including 
physics  and  instrumentation. 

In  addition,  the  application  of  intensed 
focused  ultrasound  in  research  and  therapy 
will  be  discussed  from  time  to  time.  Meeting 
times  and  place  for  this  group  will  be  established. 

Lecture  on  basophile  phenomena 

“Basophile  Degranulation  Phenomena”  will 
be  discussed  by  Norman  B.  Kanof,  M.D., 
associate  professor  of  clinical  dermatology, 
New  York  University  Schools  of  Medicine,  on 
February  5 at  10:00  a.m.  in  the  “E”  Building 
Auditorium,  Kings  County  Hospital,  451 
Clarkson  Avenue,  Brooklyn. 

The  lecture  is  held  under  the  auspices  of  the 
Division  of  Dermatology  of  the  Department  of 
Medicine,  State  University  of  New  York, 
Downstate  Medical  Center. 

Women’s  group  seeks  minutes 

The  Women’s  Medical  Society  of  New  York 
State,  believed  to  have  been  founded  in  1906, 
is  attempting  to  compile  a history  of  that 
organization.  However,  minutes  are  missing 
up  to  January,  1943,  as  well  as  May  4,  1953,  and 
October,  1963.  Anyone  having  any  informa- 
tion about  these  minutes  is  asked  to  contact 
Harriet  E.  Northrup,  M.D.,  213  East  6th  Street, 
Jamestown,  New  York  14701. 

Personalities 

Elected.  Milton  J.  Matzner,  M.D.,  Brooklyn, 
taking  office  as  president;  Libby  Pulsifer,  M.D., 
Rochester,  second  vice-president;  Harry  Barow- 
sky,  M.D.,  New  York  City,  re-elected  secre- 
tary; William  C.  Jacobson,  M.D.,  New  York 
City,  re-elected  treasurer;  Edward  J.  Night- 
ingale, M.D.,  New  York  City,  re-elected  a 
governor  as  well  as  Chairman  of  the  Board  of 
Governors,  of  the  American  College  of  Gastro- 
enterology at  the  College’s  annual  meeting  on 
October  18  in  New  York  City. 

Appointed.  Leona  Baumgartner,  M.D., 
former  New  York  City  Health  Commissioner, 
to  the  board  of  trustees  for  the  Hall  of  Science 
at  Flushing  Meadow  Park,  dedicated  last 
September  as  an  attraction  at  the  World’s 
Fair. 

Speakers.  Edith  Klemperer,  M.D.,  F.A.P.A., 
New  York  City,  in  a roundtable  on  alcoholism 
at  the  annual  conference  of  the  New  York 
Chapter  of  the  American  Society  of  Group 

continued  on  page  214 
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RECOGNIZE 
THIS  PATIENT? 


Indications:  Depression,  both  acute  (reactive)  and  chronic,  especially  when  the  depression  is  accompanied  by  anxiety, 
insomnia,  and  related  symptoms.  Contraindications:  Benactyzine  hydrochloride  is  contraindicated  in  glaucoma. 
Previous  allergic  or  idiosyncratic  reactions  to  meprobamate  contraindicate  subsequent  use.  Precautions:  Should 
administration  of  meprobamate  cause  drowsiness  or  visual  disturbances,  the  dose  should  be  reduced.  Operation  of 
motor  vehicles  or  machinery  or  other  activity  requiring  alertness  should  be  avoided  if  these  symptoms  are  present. 
Effects  of  excessive  alcohol  may  possibly  be  increased  by  meprobamate.  Prescribe  cautiously  and  in  small  quanti- 
ties to  patients  with  suicidal  tendencies.  Consider  possibility  of  dependence,  particularly  in  patients  with  history 
of  drug  or  alcohol  addiction;  withdraw  gradually  after  prolonged  use  at  high  dosage.  Abrupt  withdrawal  may  precipi- 
tate recurrence  of  pre-existing  symptoms,  or  withdrawal  reactions  including,  rarely,  epileptiform  seizures.  Grand  mal 
seizures  may  be  precipitated  in  persons  suffering  from  both  grand  and  petit  mal.  Side  effects:  Side  effects  associ- 
ated with  ‘Deprol’  have  consisted  primarily  of  drowsiness  and  occasional  dizziness,  and  infrequent  skin  rash  and 
nausea.  Benactyzine  hydrochloride  Benactyzine  hydrochloride,  particularly  in  high  dosage,  may  produce  dizziness, 
thought-blocking,  a sense  of  depersonalization,  and  a subjective  feeling  of  muscle  relaxation,  as  well  as  anticho- 
linergic effects  such  as  blurred  vision,  dryness  of  mouth,  or  failure  of  visual  accommodation.  Other  reported  side 
effects  have  included  gastric  distress,  allergic  response,  ataxia,  and  euphoria.  Meprobamate  - Drowsiness  may  occur 
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When  you  recognize  depression  and  anxiety 
traceable  to  an  emotionally  charged  situation 
with  no  somatic  disorder 

- start  the  patient  on  ‘Deprol’ 

Typical  situations  in  which  ‘Deprol'  is  indicated: 

marital  or  other  family  problems  n death  of  a loved  one  ■ financial 
worries  □ fear  of  cancer,  heart  disease  or  other  life-threatening  illness  s 
pre-  and  post-operative  apprehensions  ■ retirement  problems, 
and  many  other  stressful  situations  which  cause  the  patient  to  feel 
a sense  of  loss,  guilt  or  unworthiness 


Advantages  of  ‘Deprol’ 

1.  By  relieving  both  depression  and  anxiety,  ‘Deprol'  lifts  the  mood 
of  the  depressed  patient  without  the  agitation  and  “jitters” 
that  often  accompany  “energizer”  therapy  alone. 

2.  ‘Deprol’  restores  normal  sleep,  relaxes  physical  tensions,  and 
improves  appetite. 

3.  ‘Deprol’  acts  rapidly  — patients  often  respond  within  a week  or  two. 

4.  ‘Deprol’  is  relatively  nontoxic  and  free  of  side  effects. 

5.  When  depression  and  anxiety  accompany  physical  illness,  ‘Deprol’ 
is  compatible  with  drugs  used  to  treat  these  organic  conditions. 


Deprol 

meprobamate  400  mg.  + benactyzine  hydrochloride  1 mg. 

WALLACE  LABORATORIES  Cranbury,  N.  J. 


and,  rarely,  ataxia,  usually  controlled  by  decreasing  the  dose.  Allergic  or  idiosyncratic  reactions  are  rare,  generally 
developing  after  one  to  four  doses  of  the  drug.  Mild  reactions  are  characterized  by  an  urticarial  or  erythematous, 
maculopapular  rash.  Acute  nonthrombocytopenic  purpura  with  peripheral  edema  and  fever,  transient  leukopenia,  and 
a single  case  of  fatal  bullous  dermatitis  after  administration  of  meprobamate  and  prednisolone  have  been  reported. 
More  severe  and  very  rare  cases  of  hypersensitivity  may  produce  fever,  chills,  fainting  spells,  angioneurotic  edema, 
bronchial  spasm,  hypotensive  crises  (1  fatal  case),  anuria,  stomatitis,  proctitis,  and  anaphylaxis.  Treatment  should 
be  symptomatic  and  the  drug  not  reinstituted.  Isolated  cases  of  agranulocytosis  and  thrombocytopenic  purpura,  and 
a single  fatal  instance  of  aplastic  anemia  have  been  reported,  but  only  when  other  drugs  known  to  elicit  these 
conditions  were  given  concomitantly.  Fast  EEG  activity  has  been  reported,  usually  after  excessive  meprobamate 
dosage.  Massive  overdosage  may  produce  lethargy,  stupor,  ataxia,  coma,  shock,  vasomotor  and  respiratory  collapse. 
Dosage:  Usual  starting  dose,  one  tablet  three  or  four  times  daily.  May  be  increased  gradually  to  six  tablets  daily 
and  reduced  gradually  to  maintenance  levels  upon  establishment  of  relief.  Doses  above  six  tablets  daily  are  not 
recommended  even  though  higher  doses  have  been  used  by  some  clinicians  to  control  depression  and  in  chronic 
psychotic  patients.  Supplied:  Light-pink,  scored  tablets,  each  containing  meprobamate  400  mg.  and  benactyzine 
hydrochloride  1 mg.  Before  prescribing,  consult  package  circular. 
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continued  from  page  211 

Psychotherapy  and  Psychodrama.  . .Louis  A. 
Susca,  M.D.,  Queens  Village,  a member  of  the 
clinical  staff  of  the  Clinic  for  Children  of  Re- 
tarded Mental  Development  at  New  York’s 
Flower  and  Fifth  Avenue  Hospitals,  before  the 
Smithtown  General  Hospital  on  December  8, 
1964,  on  the  role  of  the  physician  in  caring  for 


retarded  children  and  recent  developments  in 
the  field. 

Retired.  Solon  C.  Wolff,  M.D.,  as  assistant 
director  of  Matteawan  State  Hospital,  Beacon, 
as  of  December  1,  1964,  to  be  replaced  by  Helen 
Zagoloff,  M.D.,  formerly  of  Hudson  River  State 
Hospital,  Poughkeepsie. 


Month  in  Washington 


The  Food  and  Drug  Administration  has 
started  enforcing  the  prescription  drug  advertis- 
ing provisions  of  the  new  law. 

Sales  of  ethical  drugs  are  now  exceeding  $2 
billion  a year  in  the  United  States.  The  Bu- 
reau of  the  Census  reported  ethical  drug  sales 
at  $2.05  billion  in  1963,  the  first  year  that  they 
had  gone  over  the  $2  billion  mark.  The  Phar- 
maceutical Manufacturers  Association’s  figure 
was  $2.39  billion. 

The  law  requires  that  prescription  drug  ad- 
vertisements show: 

1.  The  “established  name”  of  the  drug,  if 
one  exists,  in  type  at  least  half  as  large  as  that 
used  for  the  brand  name; 

2.  The  drug’s  quantitative  formula,  and 

3.  A true  and  nonmisleading  brief  summary 
of  information  about  adverse  side-effects,  con- 
traindications, and  effectiveness  of  the  drug 
for  the  guidance  of  physicians. 

In  enforcing  these  requirements,  F.D.A.  said 
it  would  seek  to  determine  whether  a fair  bal- 
ance exists  between  the  information  on  effective- 
ness and  that  on  side-effects  and  contraindica- 
tions. 

The  F.D.A.’s  Bureau  of  Medicine  has  started 
monitoring  professional  journal  advertising  for 
prescription  drugs.  It  will  forward  violative 
advertisements  with  appropriate  recommenda- 
tions to  the  F.D.A.  Bureau  of  Regulatory  Com- 
pliance. 

Prepared  by  the  Washington,  D.C.,  office  of  the  American 
Medical  Association. 


Joseph  F.  Sadusk,  Jr.,  M.D.,  Medical  Direc- 
tor of  F.D.A.,  said  that  it  is  the  duty  of  physi- 
cians to  keep  fully  informed  of  the  composition, 
mode  of  action,  efficacy,  and  potential  toxicity 
of  drugs  because  as  the  potency  of  drugs  in- 
creases, “so  generally  does  their  complexity 
and  their  potentiality  for  harm.” 

Violations  of  prescription  drug  advertising 
will  be  evaluated  in  two  categories: 

1.  Positive  claims  or  omissions  concerning 
the  product  which  present  potential  danger  to 
the  patient  in  varying  degrees.  Examples 
include  omission  of  some  of  the  pertinent  side- 
effects,  precautions  or  contraindications;  im- 
proper statements  about  the  effectiveness  of, 
or  indications  for,  the  drug  or  antibiotic;  omis- 
sion of  some  of  the  information  on  various  dosage 
forms,  ingredients,  or  directions  for  use  where 
required. 

2.  Claims  which  may  or  may  not  involve 
danger  to  patient  health  but  which,  in  the  selling 
message,  can  seriously  mislead  as  to  the  proper 
place  of  the  drug  or  antibiotic  in  the  total  spec- 
trum of  products  available  to  meet  a specific 
disease  situation. 

* * * 

The  American  Medical  Association  and  the 
Food  and  Drug  Administration  have  warned 
that  two  fever  and  pain-relieving  drugs  are 
causing  fatal  agranulocytosis,  a blood  disorder, 
in  some  patients. 

The  drugs  are  aminopyrine  and  dipyrone, 
closely  related  compounds  which  have  been 

continued  on  page  216 
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continued  from  page  214 

dispensed  widely  by  prescription  for  many 
years.  Drastic  label  changes  restricting  the 
recommended  uses  for  the  drugs  were  an- 
nounced by  F.D.A.  An  editorial  supporting 
the  F.D.A.  action  was  carried  in  the  A.M.A.’s 
Journal. 

The  F.D.A.  ruling  was  based  on  case  reports 
collected  by  A.M.A.  and  on  recommendations 
of  a special  committee  of  medical  experts  in  the 
fields  of  hematology,  internal  medicine,  neurol- 
ogy,  pediatrics,  and  pharmacology. 

'fc  H5 

Nearly  one  million  more  people  were  admitted 
to  hospitals  in  the  United  States  in  1963  than 
in  the  previous  year,  according  to  the  Health 
Insurance  Institute. 

The  Institute  said  that  American  Hospital 
Association  statistics  showed  a record  25,267,000 
Americans,  or  one  of  every  seven,  were  hospi- 
talized last  year.  This  represented  an  increase 
of  960,000  over  1962.  This  meant  that  each 
day  more  than  69,000  persons  entered  non- 
federal  short-term  general  and  other  special 
hospitals,  and  that  on  an  average  day  in  1963 
there  were  530,000  patients — 2.8  persons  per 
1,000  population — under  hospital  confinement. 

There  were  698,000  beds  available  for  pa- 
tients in  1963,  an  average  of  3.7  beds  per  1,000 
population. 

The  A.H.A.,  which  includes  terminal  hospi- 
talizations in  its  survey,  found  the  average 
hospital  stay  for  all  ages  to  be  7.7  days.  A 
study  conducted  by  the  U.S.  National  Health 
Survey,  which  included  Federal  hospitals  and 
was  based  on  representative  household  inter- 
views, put  the  average  hospital  stay  at  9.4  days. 
It  did  not  include  terminal  hospital  stays. 

The  N.H.S.  report  showed  that  persons  with 
health  insurance  protection  averaged  shorter 
hospital  stays  than  those  with  no  insurance 
protection  at  all.  This  may  indicate,  the  report 
suggested,  that  persons  with  health  insurance 
protection  will  seek  hospital  care  more  often 
for  diagnosis  or  for  less  serious  illness  than  the 
uninsured. 

The  number  of  persons  protected  by  hospital 
expense  insurance  provided  by  insurance  com- 
panies, Blue  Cross,  Blue  Shield,  and  other  health 
care  plans,  rose  to  145,329,000  by  the  end  of 
1963,  the  Institute  said. 


Benefits  paid  by  these  organizations  toward 
the  costs  of  hospital  care  totaled  $4,544,000,000, 
or  an  average  of  $12.5  million  a day.  Total 
health  insurance  benefits  amounted  to  $7.8 
billion. 

* * * 

A Presidential  Study  Commission  has  recom- 
mended a $2.9  billion  program  on  heart  disease, 
cancer,  and  stroke. 

The  research  and  treatment  plan  would  be 
built  around  a network  of  regional  centers  de- 
signed to  learn  more  about  these  diseases  which 
cause  70  per  cent  of  American  deaths. 

The  study  group  was  set  up  by  President 
Johnson  in  March  and  commissioned  to  draw  up 
a blueprint  for  improving  national  facilities  for 
fighting  these  diseases.  At  present  the  govern- 
ment is  spending  about  $220  million  in  the  re- 
search and  treatment  areas  covered  by  the  re- 
port. 

The  group  urged  establishment  of  a network 
of  regional  heart  disease,  cancer,  and  stroke 
centers  “for  clinical  investigation,  teaching,  and 
patient  care.” 

These  would  be  located  in  universities,  hos- 
pitals, research  institutes,  and  other  institutions. 

Included  would  be  25  centers  for  heart  disease, 
20  for  cancer,  and  15  for  stroke  to  be  established 
over  a five-year  period. 

The  program  also  would  include  a second 
national  network  of  “diagnostic  and  treatment 
stations”  located  in  communities  throughout  the 
nation.  The  purpose  of  this  would  be  “to  bring 
the  highest  medical  skills  in  heart  disease,  cancer, 
and  stroke  within  reach  of  every  citizen.”  This 
plan  envisions  over  a five-year  period  150  sta- 
tions for  heart  disease,  200  for  cancer,  and  100 
for  stroke. 

The  group  also  urged  “a  broad  and  flexible 
program  of  grant  support”  to  stimulate  more 
advanced  research  efforts  in  university  medical 
schools,  hospitals,  and  other  health  care  centers. 

It  suggested  that  the  Public  Health  Service 
receive  $25  million  for  such  grants  the  first  year 
which  would  be  raised  to  $75  million  the  fifth 
year  of  operation. 

The  American  Medical  Association  withheld 
comment  on  the  report  for  the  time  being. 

“If,  however,  legislation  is  introduced  in  the 
Congress  calling  for  implementation  of  the 
program,  the  A.M.A.  will  react  at  that  time,” 
a spokesman  said. 
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when  congestion  mim  moves  down 


HOME 
REMEDIES 
ARE  NOT 
ENOUGH 


HYCOMINE 

SYRUP 

Each  teaspoonful  (5  cc.)  contains: 


Hycodan® 

Hydrocodone  bitartrate  . . 5 mg.  \ 

(Warning : May  be  habit-forming)  I a - 
Homatropine  ( mg* 

methylbromide 1.5  mg.  ) 

Pyrilamine  maleate 12.5  mg. 

Phenylephrine  hydrochloride 10  mg. 

Ammonium  chloride 60  mg. 

Sodium  citrate 85  mg. 


(with  methylparaben  0.13%  and 
propylparaben  0.02%  as  preservatives) 

in  a highly  palatable  cherry-flavored  vehicle 

treats  the  multiple 
symptoms  of  the 

GOUGH/GOLD 

syndrome 


• arrests  both  productive  and  nonproduc- 
tive cough  • decongests  the  airways  • liq- 
uefies secretions  responsible  for  irritation 

• provides  prompt  symptomatic  relief  of 
allergic  symptoms  • is  well  tolerated 

• rarely  causes  constipation 

DOSAGE:  Average  adult  dose— 1 teaspoonful  after 
meals  and  at  bedtime  with  food.  Children  6-12  years , 
V2  teaspoonful ; 3-6  years , % teaspoonful ; 1-3  years, 
10  drops;  6 months  to  1 year,  5 drops.  Administer 
after  meals  and  at  bedtime  with  food.  On  oral  Rx 
where  state  laws  permit. 

CAUTION:  Should  be  used  with  caution  in  patients 
with  known  idiosyncrasies  to  phenylephrine  hydro- 
chloride and  in  those  with  moderate  or  severe  hyper- 
tension, hyperthyroidism  or  advanced  arteriosclero- 
sis. In  these  patients  the  use  should  not  exceed  three 
days.  Hycomine*  Syrup  is  generally  well  tolerated 
but  in  some  patients  drowsiness,  dizziness  or  nausea 
may  occur.  *U.  S.  Pat.  2,630,400 

ENDO  LABORATORIES  INC. 
Garden  City,  New  York 
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The  tell-tale  lesion  on  the  back  of  her  neck 


ARISTOCORT  Topicals  are  particularly  effective  in  controlling 
the  inflammatory  symptoms  of  many  dermatoses  including  neur( 
dermatitis.  ARISTOCORT  Cream  or  Ointment,  sparingly  appliec 
to  affected  areas,  reduces  both  the  itching  and  the  inflammatior 
Three  or  four  applications  daily  bring  early  symptomatic  relieJ 

At1!  QtAOnff  TOPICAL  CREAM  0.1%,  0.5% 

JL  iD  t w W W X l AND  OINTMENT  0.1% 

Triamcinolone  Acetonide 


/V  *1^1  Qi  /■%  y-\  *W*  TOPICAL  CREAM  0.1%,  0.5% 

111  Id  IU  vUl  l AND  OINTMENT  0.1% 


Triamcinolone  Acetonide 


INDICATIONS:  In  addition  to  neurodermatitis,  the 
ARISTOCORT  Triamcinolone  topical  preparations 
have  been  found  effective  as  adjuncts  in  treating 
atopic  dermatitis,  eczematous  dermatitis,  nummular 
eczema,  contact  dermatitis,  pruritus  ani  and  vulvae, 
generalized  erythrodermia,  external  otitis,  seborrheic 
dermatitis,  eczematized  psoriasis  and  eczematized 
mycotic  dermatitis.  In  most  cases  responsive  to  topi- 
cal ARISTOCORT,  the  0.1%  concentration  is  suffi- 
ciently potent,  but  the  0.5%  concentration  may  elicit 
a more  satisfactory  response  in  some,  specifically  in 
atopic  dermatitis,  eczematous  dermatitis,  seborrheic 
dermatitis  and  certain  cases  of  psoriasis. 

ADMINISTRATION  and  DOSAGE  : Apply  sparingly 
to  the  affected  area  3 or  4 times  daily.  Some  cases  of 
psoriasis  may  be  more  effectively  treated  if  the  0.1% 
Cream  or  Ointment  is  applied  under  an  occlusive 
dressing. 

PRECAUTIONS  and  SIDE  EFFECTS:  Do  not  use 
in  the  eyes.  While  there  are  no  special  precautions  to 
be  taken  in  administering  ARISTOCORT  Triamcino- 
lone Acetonide  topicals,  some  patients  may  react 
unfavorably,  under  certain  conditions,  to  topical 
steroids  in  general.  Special  care  should  be  taken  in 
administering  topical  steroids  at  infected  sites  and 
the  hazard  of  possible  spread  of  bacterial  infection 
should  be  considered.  If  such  a hazard  is  felt  to  exist, 
antibacterial  therapy  may  be  considered  advisable 
even  if  the  steroid  is  discontinued. 


CONTRAINDICATIONS:  Tuberculosis  of  the  skin, 
herpes  simplex,  chickenpox,  and  vaccinia. 


PACKAGES : Tubes  of  5 Gm.  and  15  Gm. ; y2  lb.  jar. 

ARISTOCORT®  Triamcinolone  Acetonide  Topical 
Cream  0.5%  or  0.1%  contains: 

Triamcinolone  Acetonide  5 mg.  or  1 mg. 

Methylparaben  0.16% 

Propylparaben  0.04% 

Potassium  Sorbate  0.2% 


Inactive  ingredients  in  water  base : 
Glyceryl  monostearate 
Squalane 

Polysorbate  80  USP 
Spermaceti  USP 
Stearyl  Alcohol  USP 
Sorbitol  Solution 


Each  gram  of  ARISTOCORT  Triamcinolone  Aceto- 
nide Topical  Ointment  0.1%  contains: 

Triamcinolone  Acetonide  1 mg. 

Methylparaben  0.16% 

Propylparaben  0.04% 


Inactive  ingredients: 
Lanolin 

White  Petrolatum 


LEDERLE  LABORATORIES  • A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 
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The  big  question  has  been  answered  for  many  people.  The  Surgeon-General’s  report  on  Smok- 
ing and  Health  gave  strong  support  to  overwhelming  evidence  accumulated  by  the  American 
Cancer  Society  over  the  last  15  years.  Cigarette  smoking  is  a major  cause  of  lung  cancer. 

As  the  evidence  piled  up,  the  Society  intensified  its  public  educational  efforts,  with  teen- 
agers the  specific  target.  Many  private  and  government  agencies  were  stimulated  to  take  action. 

But  people  have  short  memories.  Already  the  message  of  the  Surgeon-General’s  report 
has  been  blurred  with  the  passage  of  time.  Unless  those  with  the  responsibility  for  protecting 
health  act  vigorously,  the  public  will  continue  to  lose  sight  of  the  risk... and  smoke  cigarettes. 

We  are  faced  with  some  compelling  questions.  How  to  motivate  adults  to  stop  smoking 
cigarettes?  How  to  influence  teen-agers  not  to  start?  How  to  help  those  who  want  to  stop 
but  can’t?  Between  us,  doctor,  we  must  find  the  answers.  2H16PiC9l1  CdHCGT  SOCiCty 
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Medical  Meetings 


Psychoanalytic  Physicians  to  meet 

The  American  Society  of  Psychoanalytic 
Physicians  will  present  a panel  discussion  on 
“Psychoanalysis  in  Industrial  Management” 
January  27  at  8:30  p.m.  at  the  New  York 
Academy  of  Medicine,  2 East  103rd  Street, 
New  York  City.  Wladimir  G.  Eliasberg,  M.D., 
will  be  the  speaker. 

Postgraduate  pediatric  program 

Postgraduate  pediatric  conferences  will  be 
held  during  the  month  of  February  on  Tuesday 
mornings  at  10:00  a.m.  in  the  solarium  of  the 
Kronish  Pavilion  of  Maimonides  Hospital, 
4802  Tenth  Avenue,  Brooklyn  19,  New  York. 

On  February  2,  Leo  Koven,  M.D.,  attending 
in  charge  of  orthopedic  service  at  The  Jewish 
Hospital  of  Brooklyn,  will  speak  on  “Diagnosis 
of  Cerebral  Palsy  in  Early  Infancy”;  on 
February  9,  Irving  G.  Kroop,  M.D.,  chief  of 
cardiology  at  Jewish  Chronic  Disease  Hospital, 
will  speak  on  “Nature  of  Right  Ventricular 
Conduction  in  Congenital  Heart  Disease”; 
and  on  February  16  Frances  Pascher,  M.D., 
professor  of  clinical  dermatology  at  New  York 
University  College  of  Medicine,  will  discuss 
“Cutaneous  Manifestations  of  Systemic  Dis- 
orders.” 

Tillie  S.  Bergman  memorial  lecture 

The  eighth  Tillie  S.  Bergman  Memorial  Lec- 
ture will  be  given  February  4 at  9:00  p.m. 
at  The  Bronx- Lebanon  Hospital  Center  (Ful- 
ton Division),  1276  Fulton  Avenue,  The  Bronx, 
New  York. 

John  P.  Merrill,  M.D.,  associate  clinical 
professor  of  medicine,  Harvard  Medical  School, 
and  director,  cardiorenal  section,  Peter  Bent 
Brigham  Hospital,  Boston,  Massachusetts, 
will  speak  on  “Transplantation  of  the  Human 
Kidney,  Present  Status  and  Prospects  for  the 
Future.” 

Workshop  in  isotope  technics 

A workshop  in  advanced  radioactive  isotope 
technics  will  be  offered  at  the  Queens  Hospital 
Center  February  4,  11,  18,  and  25,  from  1:00  to 
3:00  p.m.  The  program  will  include  organ 
function,  scanning,  and  absorption  studies. 
Primary  emphasis  will  be  on  kidney,  liver, 
brain,  and  bone. 

Tuition  is  $60,  and  enrollment  is  limited  to 

Material  for  inclusion  in  the  medical  meetings  section  must 
be  received  six  weeks  prior  to  publication  date. 


applicants  having  previous  training  in  or  ex- 
perience with  radioactive  isotopes. 

Application  should  be  made  to  Leonard  B. 
Goldman,  M.D.,  Radiation  Medicine  Depart- 
ment, Queens  Hospital  Center,  82-68  164th 
Street,  Jamaica,  New  York  11432. 

Diabetes  and  ophthalmology 

The  Section  on  Ophthalmology  of  the  New 
York  Academy  of  Medicine  in  conjunction  with 
the  Clinical  Society  of  the  New  York  Diabetes 
Association  will  meet  February  15  at  8:00 
p.m.  in  Room  20,  the  New  York  Academy  of 
Medicine,  2 East  103rd  Street,  New  York 
City. 

The  subject  will  be  “Diabetic  Retinopathy — 
Pathogenesis  and  Current  Therapeutic  Ap- 
proaches.” Speakers  will  be  Toichiro  Kuwa- 
bara,  M.D.,  assistant  professor  of  ophthal- 
mology, Harvard  University  Medical  School, 
on  “Pathogenesis  of  Diabetic  Retinopathy”; 
Paul  C.  Wetzig,  M.D.,  instructor  in  ophthal- 
mology, University  of  Colorado  Medical  School, 
on  “Treatment  of  Diabetic  Retinopathy  by 
Light  Coagulation”;  and  Bronson  S.  Ray, 
M.D.,  professor  of  clinical  surgery,  Cornell 
University,  on  “Surgical  Treatment  of  Diabetic 
Retinopathy.” 

Discussants  will  be  Irving  H.  Leopold,  M.D., 
director  of  ophthalmology,  The  Mount  Sinai 
Hospital,  New  York  City,  and  Graham  Clark, 
M.D.,  associate  professor  of  clinical  ophthal- 
mology, Columbia  University  College  of  Physi- 
cians and  Surgeons. 

“Residents  day”  in 
obstetrics  and  gynecology 

All  physicians  are  invited  to  attend  the 
seventh  annual  resident’s  day  in  obstetrics 
and  gynecology  to  be  held  March  24  at  the 
Wayne  County  Medical  Society  Building,  1010 
Antietam  Street,  Detroit,  Michigan. 

Donald  G.  McKay,  M.D.,  professor  and 
chairman  of  the  Department  of  Pathology, 
Columbia  University  College  of  Physicians 
and  Surgeons,  will  give  the  Milton  A.  Darling 
Memorial  Lecture  on  “Malfunctioning  Ovaries 
I Have  Known.” 

There  is  no  registration  fee  for  attendance  at 
the  meeting.  Advance  registration  by  mail 
is  requested,  and  forms  will  be  sent  out  promptly 
on  receipt  of  inquiries.  Address  all  inquiries 
to  Charles  S.  Stevenson,  M.D.,  Department  of 
Obstetrics  and  Gynecology,  Wayne  State 

continued  on  page  226 


January  15,  1965  / New  York  State  Journal  of  Medicine  221 


NOW  IS  THE  TIME... 


to  review  your  securities  portfolio  in  order  to  eliminate  marginal  and  un- 
interesting situations;  rigorous  effort  should  be  made  toward  selectivity  and 
our  current  issue  of  “Selected  Common  Stocks”  giving  earnings  estimates  and 
brief  comments  on  130  companies  should  be  helpful.  A free  copy  of  this  im- 
portant 60  page  investment  publication  is  yours  upon  request  — together  with 
“Capital  Gains  8c  Losses”  Worksheets. 

For  your  copy , address  Dept.  M 

CARLM.  LOEB,  RHOADES  & CO. 

Members  New  York  Stock  Exchange,  American  Stock  Exchange 
and  Principal  Commodity  Exchanges 

42  WALL  STREET  NEW  YORK  5 

Telephone:  530-4000 

375  Park  Avenue  New  York  22 

Telephone:  530-4676 

Auburn  Elmira  Geneva  Hornell 
Ithaca  Kingston  Middletown  Monticello  Newburgh 
Oneonta  Port  Jervis  Suffern  Syracuse  Utica 
Scranton,  Stroudsburg,  Pa. 

Pnvati  Wire  System  to  Branch  Offices,  Correspondents  and  their 
connections  in  over  100 cities  throughout  the  United  States  and  Canada. 
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fast  comfort  for 


and  chapped,  dry  skin 


SARDO  soothes,  lubricates,  augments  skin  lipids,  helps  skin  retain  and  build  up  essen- 
tial moisture . . . relieves  dryness  and  itching  with  the  very  first  bath.  Skin  feels  smoother, 
softer,  more  comfortable.  “Dispersible  bath  oils... are  of  distinct  value"1  in  winter  itch 
(pruritus  hiemalis). 

Microfine  globules  of  SARDO  disperse  into  a micro  molecular  film  on  the  surface  of  the 
bath  water,  producing  a fine,  invisible  protective  film  on  the  skin  surface.  Adsorbed  by 
the  skin,  SARDO  provides  rapid,  dependable  relief  in  most  dry,  itchy  skin  conditions. 
Your  patients  will  appreciate  non-sensitizing,  pleasant,  economical  SARDO*,  the  clini- 
cally proven2  7 therapeutic  bath  oil. 

Also  available:  SARDOETTES®,  dispos- 
able compresses  impregnated  with 
SARDO,  for  use  as  a topical  dressing, 
or  for  application  after  showering  or 
local  washing,  in  relieving  skin  dry- 
ness, itching,  scaliness. 


1.  J.A.M.A.  183:1062, 1963.  2.  Borota,  A.,  and  Grinell, 
R.  N.:  J.  Amer.  Geriatrics  Soc.,  10:413,  1962.  3.  Spoor, 

H. J.:  N.Y.  State  J.  M.,  58:3292,  1958.  4.  Lubowe, 

I.  1.:  Western  Med.,  1:45,  1960.  5.  Weissberg,  G.: 
Clin.  Med.,  7:1161,  1960.  6.  Lieberman,  W.:  Amer. 

J.  Proctology,  12:374,  1961.  7.  Dick,  L.  A.:  Skin,  Der- 
matology in  General  Practice,  1:341,  1962. 


the  most  widely  used  therapeutic 


bath  oil 


SAMPLES  and  literature  from  . . . 

SARDEAU,  INC.,  Dept.  Y-5 

845  Third  Avenue,  New  York,  N.Y.  10022 

*U.S.  Pat.  #3150049 © 1965  by  Sardeau,  Inc. 


Bottles  of 
4,  8 and 
16  oz. 
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a rapid-acting  antidepressant 

for  a lift  from  the 
hell  of  depression 


Action  and  Uses:  Norpramin  (desipramine  hydrochloride) 
is  the  primary  active  metabolite  of  imipramine.  It  differs 
from  earlier  antidepressants  in  its  rapid  onset  of  action. 
Approximately  60  to  70%  of  patients  with  neurotic  or 
psychotic  depressions  will  respond  satisfactorily.  More 
than  half  will  begin  to  improve  in  2-5  days,  others  within  a 
week.  Usually,  patients  not  responding  within  one  week 
are  less  likely  to  improve. 

Indications:  Norpramin  is  useful  in  the  treatment  of: 
neurotic  and  psychotic  depressive  reactions,  and  in  manic 
depressive  or  involutional  psychotic  reactions.  It  may  be 
used  as  co-therapy  with  tranquilizers  in  the  treatment  of 
markedly  agitated  forms  of  depressions. 


Contraindications:  (1)  Norpramin  should  not  be  given 
within  two  weeks  of  treatment  with  a monoamine  oxidase 
inhibitor.  (2)  Because  of  its  autonomic  effects,  it  is  con- 
traindicated in  patients  with  glaucoma,  urethral  or 
ureteral  spasm  and  recent  myocardial  infarction.  (3) 
Severe  coronary  heart  disease  because  of  possible  tachy- 
cardia. (4)  Active  epilepsy  as  it  lowers  the  threshold  for 
epileptiform  seizures. 

Precautions:  (1)  Norpramin  treatment  should  not  be  sub- 
stituted for  hospitalization  or  restraint  if  the  risk  of  homi- 
cide or  suicide  is  considered  grave.  (2)  In  patients  with 
manic  depressive  illness,  Norpramin  may  induce  a hypo- 
manic  state  after  the  depressive  phase  terminates.  (3) 


NORPRAMIN 


rapid  acting  specific  for  depression 


not  an  MAO  inhibitor 
not  a tranquilizer 

Norpramin  is  an  original  product 
of  Lakeside  research.  It  has  been 
established  to  be  the  primary  active 
metabolite  of  imipramine  and  in 
many  patients  has  been  reported  to 
be  more  rapid  in  onset  of  action— 
2 to  5 days. 

Norpramin  is  specific  for  depression 
and  is  not  recommended  for  anxiety. 
Side  effects  are  usually  mild. 


“.  . . [Norpramin]  appears  to  have  an  im- 
mediate onset  of  action,  which  is  readily 
demonstrable  in  both  humans  and 
animals.” 

Meduna,  L.  J.;  Abood,  L.  G.,  and  Biel,  J.  H.:  Journal  of 
Neuropsychiatry  2: 232-237  (June)  1961. 


“.  . . laboratory  and  clinical  studies  have 
shown  that  imipramine  is  converted  endo- 
genously to  desipramine  [Norpramin] 
which  may  be  administered  instead  with 
more  prompt  onset  of  clinical  effect.” 

Nodine,  J.  A.,  and  Slap,  S.  W.:  Current  Therapeutic 
Research  5:40  (January)  1963. 


“. . . responses  can  be  seen  as  soon  asone 
to  three  days  after  administration.” 

Siegler,  P.  E.:  Medical  Clinics  of  North  America.  48:497 
(March)  1964. 


See  your  Lakeside  representative  or  please  write  for  clinical  data  and  complete  prescribing  information. 


LAKESIDE  LABORATORIES,  INC. 


MILWAUKEE,  WISCONSIN  53201 


Although  animal  teratology  studies  proved  negative,  fur- 
ther clinical  experience  is  necessary  to  establish  safety 
in  human  pregnancy.  (4)  Discontinue  therapy  prior  to 
elective  surgery. 

Adverse  Effects:  Mild  side  effects  may  occur  in  about  1 
of  4 patients.  These  are  usually  well  tolerated.  Side 
effects  include:  dry  mouth,  constipation,  dizziness,  palpi- 
tation, delayed  urination,  “bad  taste”,  sensory  illusion, 
tinnitus,  agitation  and  stimulation,  sweating,  drowsiness, 
headache,  orthostatic  hypotension,  flushing,  nausea, 
cramps,  weakness,  blurred  vision  and  mydriasis,  rash, 
allergy,  altered  liver  function,  ataxia  and  extrapyramidal 
signs. 


Dosage  and  Administration : Optimal  results  are  obtained 
at  about  150  mg./day.  Dosage  over  200-225  mg./day 
increases  incidence  of  side  effects.  Norpramin  may  be 
administered  as  follows:  two  tablets  (50  mg.)  t.i.d.  (150 
mg./day).  Partial  response  may  be  expected  within  2-5 
days;  optimal  response  within  2-3  weeks.  After  optimal 
results  are  achieved  a maintenance  dose  . . . 50-100 
mg./day  . . . should  be  sought. 

Supplied:  Norpramin  (desipramine  hydrochloride)  tab- 
lets of  25  mg.,  in  bottles  of  50  and  500. 
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University  School  of  Medicine,  1500  Chrysler 
Expressway,  Detroit  7,  Michigan. 

A special  feature  of  the  meeting  will  be  the 
opportunity  for  physicians  to  send  any  biop- 
sies of  the  endometrium,  ovary,  or  testis 


from  an  infertile  patient  to  the  infertility  panel 
of  “experts”  for  a free  consultation  and  opinion. 
This  must  be  done  no  later  than  mid-February. 
Microscopic  slides  and  a case  history  should  be 
sent  to  Dr.  Stevenson.  Whether  or  not  the 
material  is  used  in  the  panel,  a written  opinion 
will  be  returned  to  the  sender. 


Films  Reviewed 


These  films  are  available  to  physicians,  hospitals,  medical  schools,  and  others , from 
the  Film  Library  of  the  State  of  New  York  Department  of  Health * 


Arthropod  Borne  Encephalitis — Its  Epi- 
demiology and  Control.  Sound,  color,  16 
mm.,  seventeen  and  a half  minutes. 

Throughout  the  United  States,  there  have 
been  periodic  outbreaks  of  a devastating  disease 
of  man  and  horses:  encephalitis,  inflammation 
of  the  brain.  Transmitted  by  the  bites  of  in- 
fected mosquitoes,  the  disease  is  one  of  the  major 
insect-borne  diseases  of  this  country.  This 
film  shows  clinical  signs  of  encephalitis  in 
human  beings  and  horses,  discusses  diagnosis, 
treatment,  and  prevention.  Three  distinct 
viruses  may  cause  encephalitis  in  the  United 
States.  One,  the  etiologic  agent  of  western 
encephalitis,  has  been  isolated  from  birds  and 
mosquitoes  throughout  much  of  the  United 
States.  Eastern  encephalitis  appears  restricted 
to  the  Eastern  seaboard,  Gulf  of  Mexico,  and 
localized  areas  in  the  midwest.  A third  type, 
St.  Louis  encephalitis,  and  the  associated  virus 
was  later  recognized  in  California  and  Florida 
epidemics.  The  film  explains  the  transmission 
cycle  of  encephalitis  from  birds,  to  mosquitoes, 
to  other  animals  and  man.  It  describes  research 
which  determined  the  cause  of  seasonal  fluctua- 
tions in  incidence  of  the  disease  and  laboratory 
methods  for  determining  virus-carrying  mos- 
quitoes. It  also  discusses  control  methods. 

* Film  evaluations  provided  by  the  Film  Review  Sub- 
committee of  the  Council  Committee  on  Public  Health  and 
Education:  Kenneth  B.  Olson,  M.D.,  Albany,  Chairman; 

Eli  E.  Lazarus,  M.D.,  New  York  City;  and  James  J.  Quin- 
livan,  M.D.,  Albany,  Adviser. 


This  film  was  produced  for  vector  control 
personnel,  epidemiologists,  students  of  the 
health  professions,  and  civic  groups  under 
monitored  conditions. 

Source  and  Producer:  Communicable  Dis- 

ease Center,  Atlanta,  Georgia  30333. 

Abdominoperineal  Resection  and  the  Man- 
agement of  Colostomy.  Sound,  color,  16 
mm.,  forty-two  minutes. 

This  film  emphasizes  the  dual  responsibility 
of  the  surgeon  in  the  total  management  and 
rehabilitation  of  the  patient  with  rectal  cancer. 
Preoperative  examination,  the  technic  of  ab- 
dominoperineal resection  (including  alternative 
methods  of  colostomy  construction),  and  the 
training  of  the  patient  in  the  management  of  the 
colostomy  are  shown.  The  details  of  an  im- 
proved method  of  irrigation,  using  a bulb 
syringe,  are  introduced,  and  the  standard 
enema  irrigation  is  also  presented  in  the  se- 
quence on  postoperative  management.  It  is 
recommended  for  physicians,  nurses,  and  other 
professional  personnel. 

Source:  Campus  Film  Distributors  Corp., 

20  East  46th  Street,  New  York,  New  York 
10017. 

Producer:  New  York  University  Medical 

Center,  New  York  City. 

continued  on  page  228 
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Medical  Society  of  the 

State  of  New  York 


ANNUAL  CONVENTION 


PRESENTS 

Transatlantic  Clinical  Conference 

ON 

HYPERBARIC  MEDICINE 


MONDAY,  FEBRUARY  15,  1965 
2:00  P.  M. 


The  Americana  of  New  York 


Produced  and  Sponsored  by 
Smith  Kline  & French  Laboratories,  Philadelphia,  Pa. 
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Edema  and  Mercurial  Diuresis.  Sound,  16 
mm.,  fifteen  minutes. 

This  film  describes  by  animation  the  physiol- 
ogy of  edema,  particularly  as  occurring  in  con- 
gestive heart  failure,  and  the  action  of  mercurial 
diuretics  in  relieving  the  condition. 

Source  and  Producer:  Churchill  Wexler 

Films,  662  North  Robertson  Blvd.,  Los  Angeles, 
California  90069. 

Modern  Obstetrics:  Normal  Delivery. 

Sound,  color,  16  mm.,  twenty-five  minutes. 

This  film  is  an  updating  of  the  classic  film  on 
normal  obstetrics  by  the  late,  world-famed 
Joseph  DeLee,  M.D.,  made  in  the  early  thirties. 
The  technics  shown  represent  the  consensus  of 
the  committee  chosen  to  guide  the  film,  in  regard 
to  current  proper  methods  of  obstetric  manage- 
ment. Liberal  use  of  animated  diagrams  is  em- 
ployed throughout,  to  explain  processes  which 
cannot  be  visualized  otherwise.  Two  cases  form 
the  basic  material  for  the  live  action:  one 

spontaneous  delivery  under  general  anesthesia, 
in  which  episiotomy  was  unnecessary;  the 
other  using  block  anesthesia  in  which  episiotomy 
was  performed  and  forceps  were  used. 


Source  and  Producer:  Sturgis  Grant  Produc- 
tions, 328  East  44th  Street,  New  York,  New 
York  10017. 


Home  Management  of  Disability  From 
Arthritis.  Sound,  16  mm.,  twenty-nine  min- 
utes. 

This  film  depicts  a home  care  service  for 
chronically  ill  persons  offered  by  a visiting 
nurse  agency  under  the  supervision  of  patients’ 
private  physicians.  It  describes  the  evaluation 
of  patients  and  development  of  rehabilitation 
programs  for  them.  The  physical  therapist 
instructs  patients,  their  families,  and  the  nurses 
in  appropriate  therapeutic  procedures.  In- 
cluded are  analyses  of  daily  living  activities  and 
demonstrations  of  simple,  assistive  devices. 
The  roles  of  the  physician,  the  public  health 
nurse,  and  the  therapist  working  together  with 
the  patient  and  his  family  are  stressed.  Tech- 
nics pictured  are  of  value  to  those  resp  onsible 
for  the  care  of  homebound  and  chroni  cally 
ill  persons  or  those  being  trained  for  such 
duties. 

Source  and  Producer:  Arthritis  and  Rheu- 
matism Foundation,  432  Park  Avenue  South, 
New  York,  New  York  10016. 


Diseases  of 
Thyroid  Gland 
Symposium 
Available 


The  symposium  on  “Diseases  of  the  Thyroid  Gland:  Current  Concepts,  which 
appeared  in  the  January  1 and  January  15,  1963,  issues  of  the  New  York 
State  Journal  of  Medicine,  has  been  reprinted  in  a special  brochure. 

Copies  are  available  from  the  office  of  the  Journal,  750  Third  Avenue,  New 
York,  New  York,  10017,  at  one  dollar  each. 

The  84-page  pamphlet  includes  all  the  papers  presented  at  the  Third  Annual 
Internists  Day  of  the  New  York  State  Society  of  Internal  Medicine,  held 
March  3,  1962,  In  New  York  City. 
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159th 

Annual  Convention 

MEDICAL  SOCIETY 

of  the 

STATE  OF  NEW  YORK 

February  15-18,  1965 

at  the 

Americana  of  New  York 

New  York  City 


Highlights  . . . 


Panel  on  Hyperbaric  Medicine  via  2-way  Transatlantic  Hook-up  with  Glasgow,  Scotland 

• 24  Scientific  Sections  • Symposia  • Panel  Discussions  • Annual  Meeting  of  House  of  Delegates 

• President’s  Reception  and  Dinner  Dance  • Scientific  and  Technical  Exhibits  • Scientific  Motion  Pictures. 


Complete  & mail  this  form  to:  Reservations  Manager,  Americana  of  New  York. 


Americana 


OF  NEW  YORK  SEVENTH  AVENUE  at  52nd  ST.,  NEW  YORK  19,  N.  Y. 


TELETYPE  212-640-4894 

Please  make  reservations  for 


persons 


NAME(S). 


TELEPHONE  (212)  LT1-1000 
PLEASE  CHECK  (/)  ACCOMODATIONS  DESIRED 

(All  rooms  subject  to  5%  New  York  City  Room  tax) 

SINGLE  BEDROOM  □ $12.00 

□ $14.00  □ $16.00  □ $17.00  □ $18.00 

□ $19.00  □ $20.00  □ $22.00  □ $23.00 

DOUBLE-BEDDED  ROOM  FOR  TWO  □ $14.00 

□ $16.00  □ $18.00  □ $19.00  □ $22.00 

TWIN-BEDDED  ROOM  FOR  TWO  □ $16.00 

□ $18.00  □ $20.00  □ $21.00  □ $22.00 

□ $23.00  □ $24.00  □ $26.00  □ $28.00 

Address STUDIO  ROOM  FOR  ONE 


City 

Arrive:  Date 


Zone. 


.State 

A.M. 

AT P.M. 


( Reservations  held  only  until  6:00  PM; 
unless  later  arrival  is  indicated) 


Probable  Departure  Date 

THIS  FORM  SHOULD  BE  RECEIVED  BY 
HOTEL  TWO  WEEKS  PRIOR  TO  CONVENTION 


□ $20.00  □ $22.00  □ $24.00 

STUDIO  ROOM  FOR  TWO 

□ $15.00  □ $26.00  □ $27.00  □ $28.00 

PARLOR  AND  ONE  BEDROOM 

□ $40.00  □ $44.00  □ $46.00  & UP 

PARLOR  AND  TWO  BEDROOMS 

□ $68.00  □ $74.00  □ $76.00  & UP 

NOTE:  If  a room  at  the  rate  requested  is  not  available, 
reservation  will  be  made  at  the  nearest  rate  possible 
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when  preoperative  fear  reflects 


the  intensity  of  your  patient’s  tension... 

7IT7IR7IX 

(hydroxyzine  HCl);,;z,!„i 

for  any  age— for  any  stage  of  anxiety 


Powerful  enough  to  ensure  easy  acceptance  of  surgery  and  anesthesia 

Calm,  cooperative  quiescence  is  the  state  induced  in  apprehensive  surgical 
patients  premedicated  with  hydroxyzine  HCI.  Among  its  other  advantages  are 
the  added  antiemetic  property  which  minimizes  postoperative  vomiting,  and 
its  mild  potentiating  action  which  frequently  reduces  requirements  for  adjunc- 
tive narcotics. 


Safety  record  permits  use  in  children  and  debilitated  geriatric  patients 

Even  after  extensive  use  in  patients  ranging  from  very  young  to  very  old,  Atarax 
(hydroxyzine  HCI)  has  maintained  an  outstanding  record  of  safety. 

No  matter  how  anxiety  manifests  itself,  or  how  severe  it  is,  you  can  count  on  hy- 
droxyzine HCI  for  rapid,  effective  relief.  The  wide  variety  of  dosage  forms  makes 
administration  flexible  by  any  standards  of  convenience,  patient  preference,  or 
emergency  requirements  within  the  recommended  dosage.  You  can  adjust  the 
dosage  to  whatever  level  best  controls  your  patient's  degree  of  anxiety.  Oral  dos- 
age for  adults  ranges  from  25  mg.  t.i.d.  to  1 00  mg.  q.i.d.  Recommended  dosage: 
100  mg.  to  150  mg  daily  in  divided  doses.  The  daily  oral  dosage  for  children  6 
years  and  under  is  50  mg.  in  divided  doses;  for  those  over  6 years,  50-100  mg 
in  divided  doses. 

FOR  EVERY  DEGREE  OF  ANXIETY  IN  PATIENTS  UNDER  6 TO  OVER  60 


Contraindications:  Hydroxyzine  parenteral  solution  is  intended  only  for  intramus- 
cular or  intravenous  administration  and  should  not,  under  any  circumstances,  be 
injected  subcutaneously  or  intraarterially.  Precautions:  Hydroxyzine  may  potentiate 
the  action  of  central  nervous  system  depressants,  narcotics  such  as  meperidine,  and 
barbiturates.  In  conjunctive  use,  dosage  for  these  drugs  should  be  decreased.  Be- 
cause drowsiness  may  occur,  patients  should  be  cautioned  against  driving  a car 
or  operating  dangerous  machinery.  The  usual  precautions  for  intramuscular  injec- 
tion should  be  followed;  soft  tissue  reactions  have  rarely  been  reported  when  proper 
technique  has  been  used.  On  intravenous  injection  a few  instances  of  digital  gan- 
grene have  occurred  distal  to  the  injection  site  considered  to  be  due  to  inadvertent 
intraarterial  injection  or  periarterial  extravasation.  Therefore,  particular  caution 
should  be  observed  when  hydroxyzine  parenteral  solution  is  administered  intrave- 
nously to  insure  injection  only  into  intact  veins;  avoid  either  intraarterial  injection 
or  extravasation,  intravenous  administration  should  be  accomplished  slowly,  no 
faster  than  25  mg.  per  minute,  and  not  to  exceed  100  mg.  in  any  single  dose. 
Adverse  reactions:  Drowsiness  may  occur  which  is  usually  transitory,  disappearing 
spontaneously  in  a few  days  with  continued  therapy  or  correctable  by  dosage  re- 
duction. Dryness  of  the  mouth  may  be  seen  with  higher  doses.  Involuntary  motor 
activity  has  been  reported  in  some  hospitalized  patients  on  higher  than  recom- 
mended dosage.  More  detailed  professional  information  available  on  request. 


In  any  condition 
where  tissue 
depletion  of  the 
water-soluble 
vitamins  is 
suspected,  Rx 
RoeriBeC® 
therapeutic 
B-complex  with 
500  mg.  of 
vitamin  C. 


New  York,  N.Y.  10017  • Division,  Chas.  Pfizer  & Co.,  Inc.  • Science  for  the  World’s  Well-Being® 
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because  food  is  a factor 

in  oral  penicillin  therapy  . . . 


This  is  the  breakfast  used  in  the  Griffith  and  Black  study  reported  here. 


consider  V-CILLIN  K® 

POTASSIUM  PHENOXYMETHYL  PENICILLIN 


Acid-stable  V-Cillin  K is  much  less  affected  by  gastric  acids  than  is  oral  penicillin  G. 
In  fact,  comparative  data  show  that  V-Cillin  K given  with  meals  produces  blood 
levels  twice  as  high  with  just  half  the  dose.  Such  pharmacologic  characteristics 
provide  your  patients  consistently  dependable  therapy.  In  addition,  significant  econ- 
omy is  achieved,  since  three  to  four  times  as  much  oral  penicillin  G is  required  to 
assure  equivalent  antibacterial  activity.1 
i.  Griffith,  R.  S.,  and  Black,  H.  R.:  Current  Ther.  Res.,  <5:253,  1964. 


Indications:  V-Cillin  K is  an  antibiotic  useful  in 
the  treatment  of  streptococcus,  pneumococcus,  and 
gonococcus  infections  and  infections  caused  by 
sensitive  strains  of  staphylococci. 

Precautions:  Although  sensitivity  reactions  are 
much  less  common  after  oral  than  after  parenteral 
administration,  V-Cillin  K should  not  be  admin- 
istered to  patients  with  a history  of  allergy  to 


penicillin.  As  with  any  antibiotic,  observation  for 
overgrowth  of  nonsusceptible  organisms  during 
treatment  is  important. 

Usual  Dosage  Range:  125  mg.  (200,000  units) 
three  times  a day  to  250  mg.  every  four  hours. 
Supplied:  Tablets  V-Cillin  K,  125  or  250  mg.,  and 
V-Cillin  K,  Pediatric,  125  mg.  per  5-cc.  teaspoon- 
ful, in  40,  80,  and  i5o-cc.-size  packages. 


Additional  information  available  to  physicians  upon  request. 

Eli  Lilly  and  Company,  Indianapolis  6,  Indiana. 

500118 
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Editorials 


The  American  Way 


A heartening  example  of  potential  ful- 
filled in  the  old  traditional  way  gets  another 
year  off  with  an  encouraging  thrust. 

As  related  by  Dr.  Mary  I.  Bunting, 
Atomic  Energy  Commissioner,  the story 
concerns  the  astonishing  record  of  the  first 
six  high  school  boys  employed  at  the  Merck 
Institute.  Of  these  six,  hired  straight  from 
high  school,  five  subsequently  earned  Ph.D. 
degrees  and  the  sixth,  an  M.D.  degree. 

When  George  Merck  brought  Dr.  Molitor 
to  this  country  to  set  up  a research  institute 
in  1932,  the  total  operating  budget  for  this 
project  was  $10,000.  It  did  not  permit  the 
hiring  of  trained  assistants,  so  Dr.  Molitor 
resorted  to  high  school  graduates  from  the 
local  school,  most  of  whom  had  no  particular 
plans  for  higher  education. 

The  first  six  boys  were  hired  at  $18  per 
week.  Today,  their  combined  yearly  sal- 
aries are  in  six  figures,  and  they  have  pub- 
lished several  hundred  professional  papers 
and  have  obtained  important  patents. 

The  intriguing  thing  is  that  there  is  no 
evidence  that  chance  or  a highly  effective 
selection  process  had  brought  together  a 
particularly  able  group  of  people.  Rather, 
the  animal-room  boys  seem  to  have  been 
ordinary  American  high  school  graduates  of 
their  time.  It  was  Dr.  Molitor’s  laboratory 
that  was  unusual. 

The  significant  thing  that  Dr.  Molitor  did 
was  to  involve  each  boy  intellectually  in  his 
experiments  to  the  extent  that  the  boy  was 
capable.  They  were  not  just  assigned  tasks 
such  as  feeding  the  animals  or  cleaning  cages, 
although  they  often  worked  out  such  labor- 
saving  routines  among  themselves;  rather, 
they  were  assigned  to  specific  experiments 
or  projects.  Dr.  Molitor  discussed  the 
problems  with  them.  He  gave  them  the 
literature,  much  of  it  in  German,  and  he 
called  on  them  to  make  reports  to  each  other 
in  laboratory  seminars. 


Without  making  any  ambitious  plans 
the  boys  started  to  attend  night  school  at 
the  local  community  college.  Later,  some 
enrolled  at  Rutgers,  and  others,  at  New  York 
University.  Flexibility  in  work  schedules 
was  permissible  then.  They  just  kept 
going.  Research  involvement  for  them  did 
not  follow  course  work  but  led  to  it.  It  was 
a way  of  life — not  an  easy  way  but  obviously 
a satisfying  one.  Success  was  a by-product, 
not  a primary  objective. 

Today,  the  trend  is  such  that  some  of 
these  boys  would  have  gone  on  from  high 
school  to  college  but  it  is  doubtful  that  many 
colleges  would  be  set  up  to  meet  their  basic 
educational  needs  anywhere  nearly  as  well 
as  Merck  Institute  was.  The  so-called 
freshman  seminar  programs  at  Harvard  and 
M.I.T.  are  moving  very  successfully  in  the 
same  direction.  Merck  did  not  lose  in  the 
long  run  because  of  the  time  and  attention 
Dr.  Molitor,  backed  steadily  by  George 
Merck,  gave  to  his  boys. 

Actually,  a partnership  was  set  up  be- 
tween industry  and  education  that  outdid 
either.  The  key  was  the  early  involvement 
of  the  youths  in  creative  aspects  of  a worth- 
while project  with  which  they  could  identify. 
This  is  the  essential — so  seldom  offered  in  a 
meaningful  way  today.  The  Russians  save 
80  per  cent  of  the  places  in  higher  education 
for  applicants  who  have  completed  at  least 
two  years  of  work  in  a factory  or  in  an  ap- 
prenticeship. In  a way  they  probably  are 
striving  for  the  same  thing. 

In  1932,  when  Dr.  Molitor  came  to  this 
country,  few  industrial  organizations 
thought  it  worth  while  to  foster  basic  re- 
search. The  possibility  of  working  for  in- 
dustry and  publishing  professionally  was  al- 
most nonexistent.  Today,  we  recognize,  at 
least  in  a few  fields,  that  it  is  in  the  public 
interest  to  support  fundamental  research 
wherever  there  is  the  capability. 
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In  spite  of  the  complexities  of  specializa- 
tion and  instrumentation  that  have  de- 
veloped in  science  since  1932,  given  the  same 


We  enter  space 

The  following  letter  places  the  Medical 
Society  of  the  State  of  New  York  in  the 
international  partnership  of  space  explora- 
tion. The  medical  aspects  of  space  probing 
are  important  and  in  many  ways  essential 
to  the  advance  of  this  new  science.  We  are 
proud  and  happy  to  be  counted. 

19  October  1964 

Section  on  Space  Medicine 
Medical  Society  of  the  State  of  New  York 
750  Third  Avenue 
New  York  17,  N.Y. 

U.S.A. 

It  gives  me  great  pleasure  to  inform  you 
that  the  General  Assembly  of  the  Inter- 


raw material,  with  the  essential  ingredients 
of  a Merck  and  a Molitor,  the  experience 
can  be  repeated. 


national  Astronautical  Federation  at  its 
Plenary  Session  in  Warsaw  on  8 September 
1964,  decided  by  an  unanimous  vote  to  admit 
the  section  on  Space  Medicine  of  the  Medical 
Society  of  the  State  of  New  York  as  a member 
of  the  Federation. 

You  will  receive  a copy  of  the  minutes  of 
this  session  as  soon  as  they  are  ready. 

The  Federation  is  very  happy  to  welcome 
you  amongst  its  members  and  we  look  for- 
ward to  active  and  fruitful  collaboration  in 
the  coming  years. 


Sincerely  yours, 

W.  F.  Pickering 
President 


Mark  your  calendar  now  . . . 

MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 
159th  Annual  Convention 
February  15  through  18,  1965 
The  Americana,  New  York  City 
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MEDICAL  SOCIETY 
OF  THE  STATE 
OF  NEW  YORK 


WEDNESDAY 
FEBRUARY  17,  1965 

IMPERIAL  BALLROOM 
AMERICANA 

Seventh  Avenue 
and  52nd  Street 
New  York  City 


Annual  Dinner  Dance 

in  honor  of 

GEORGE  A.  BURGIN,  M.D. 

President 


Reception  at  7 p.m. 
Superlative  Dinner 
Music  by  Ben  Cutler 
Dress  Optional 
Subscription  $19  Per  Person 


RESERVATION  BLANK 

make  checks  payable  to: 

Medical  Society  of  the  State  of  New  York 

750  Third  Avenue 

New  York,  New  York  10017 

Please  send  me tickets  for  the  Annual  Dinner  Dance  on  February  17. 

Enclosed  please  find  my  check  for . 


NAME 


ADDRESS 


Please  attach  guest  list. 
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Stamp  of  Approval 

on  Virtually  any  Ulcer  Regimen- 

PRO-BANTHlNE’ 

(propantheline  bromide) 


Historically,  reduction  of  acid  and  motility 
in  peptic  ulcer  has  been  approached  through 
the  use  of  antacids,  dietary  management 
and  surgery. 

Since  1953,  however,  Pro-Banthlne  used 
alone  or  in  addition  to  other  measures  has 
contributed  importantly  to  achieving  both 
of  these  goals.  It  has  been  shown  repeatedly 
that  adequate  doses  of  Pro-Banthlne  will  sig- 
nificantly inhibit  gastric  acid  secretion  and 
reduce  gastrointestinal  motility. 

So  dependable  have  these  actions  been  that 
now,  for  many,  standard  treatment  of  peptic 
ulcer  and  several  allied  conditions  has  be- 
come antacids  plus  Pro-Banthlne,  dietary 
management  plus  Pro-Banthlne,  surgery 
plus  Pro-Banthlne,  or  some  combination  of 
the  three. 

Pro-Banthlne  has  become  the  most  widely 


prescribed  anticholinergic  for  patients  with 
peptic  ulcer,  functional  hypermotility,  irri- 
table colon,  pylorospasm  and  biliary  dyski- 
nesia because  patients  respond  favorably  to 
its  therapeutic  actions. 

Side  Effects  and  Precautions -Urinary  hesitancy, 
xerostomia,  mydriasis  and,  theoretically,  a 
curare-like  action  may  occur.  The  drug  is 
contraindicated  in  patients  with  glaucoma  or 
severe  cardiac  disease. 

Dosage— The  maximal  tolerated  dosage  is  usu- 
ally the  most  effective.  For  most  adult  patients 
this  will  be  four  to  six  tablets  daily  in  divided 
doses.  In  severe  conditions  as  many  as  four  tab- 
lets may  be  given  four  times  daily.  Pro-Banthlne 
(brand  of  propantheline  bromide)  is  supplied  as 
tablets  of  15  mg.  and,  for  parenteral  use,  as 
serum-type  ampuls  of  30  mg. 

SEARLE 

Chicago,  Illinois  60680 
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Your  patient 
doesn’t  have 
to  be  in 
the  Masters 
to  get  sprains 
and  strains 

Regardless  of  the  etiology 
of  muscle  sprain  or  strain, 
‘SOMA’  COMPOUND  helps 
relieve  pain  and  relax  muscle. 
Patient  comfort  can  be  increased 
and  recovery  time  shortened. 


carisoprodol  200  mg.,  acetophenetidin  160  mg.,  caffeine  32  mg.  A 

rational  combination  therapy  for  sprains  and  strains:  relaxes  muscle,  relieves  pain 


Also  available  with  lA  gr.  codeine  as  ‘SOMA’  COMPOUND  with  CODEINE:  carisoprodol  200 
mg.,  acetophenetidin  160  mg.,  caffeine  32  mg.,  codeine  phosphate  16  mg.  (Warning:  may  be 
habit-forming.) 


BRIEF  SUMMARY 

‘SOMA’  COMPOUND;  ‘SOMA’  COMPOUND  plus  CO- 
DEINE: carisoprodol,  acetophenetidin,  caffeine,  co- 
deine phosphate. 

Warning:  Codeine  may  be  habit-forming. 

Indications:  ‘Soma’  Compound  and  ‘Soma’  Compound 
with  Codeine  are  indicated  for  relief  of  pain  and  stiff- 
ness in  traumatic,  rheumatic  and  other  similar  condi- 
tions. 

Contraindications:  Allergic  or  idiosyncratic  reactions 
to  carisoprodol  or  codeine. 

Precautions:  Acetophenetidin  — May  damage  the  kid- 
neys when  used  in  large  amounts  or  for  long  periods. 
Codeine  — Should  be  used  with  caution  in  addiction- 
prone  individuals.  Carisoprodol  — Like  other  central 
nervous  system  depressants,  should  be  used  with 
caution  in  patients  with  known  propensity  for  taking 
excessive  quantities  of  drugs  and  in  patients  with 
known  sensitivity  to  compounds  of  similar  chemical 
structure,  e.g.,  meprobamate. 

Side  effects:  Codeine  — Nausea,  vomiting,  constipa- 
tion, and  miosis.  Carisoprodol  — The  only  side  effect 
reported  with  any  frequency  is  drowsiness,  usually  on 
higher  than  recommended  doses.  One  instance  each 
of  pancytopenia  and  leukopenia  occurring  when  cari- 
soprodol was  administered  with  other  drugs  has  been 


reported,  as  has  an  instance  of  fixed  drug  eruption 
with  carisoprodol  and  subsequent  cross-reaction  to 
meprobamate.  Rare  allergic  reactions,  usually  mild, 
have  included  one  case  each  of  anaphylactoid  reac- 
tion with  mild  shock  and  angioneurotic  edema  with 
respiratory  difficulty,  both  reversed  with  appropriate 
therapy.  Other  rarely  observed  reactions  have  in- 
cluded dizziness,  ataxia,  agitation,  increase  in  eosino- 
phil count,  and  gastrointestinal  symptoms.  Massive 
overdosage  may  produce  coma  and/or  mild  shock 
and  respiratory  depression. 

Dosage:  ‘Soma’  Compound  and  ‘Soma’  Compound 
with  Codeine,  one  or  two  tablets  three  times  daily 
and  at  bedtime. 

Supplied:  ‘Soma’  Compound,  orange  tablets,  each 
containing  carisoprodol  200  mg.,  acetophenetidin  160 
mg.,  and  caffeine  32  mg.  ‘Soma’  Compound  with  Co- 
deine, white,  lozenge-shaped  tablets,  each  containing 
carisoprodol  200  mg.,  acetophenetidin  160  mg.,  caf- 
feine 32  mg.,  and  codeine  phosphate  16  mg.  Narcotic 
order  form  required. 

Before  prescribing,  consult  package  circular.  CSO-3476 


WALLACE  LABORATORIES 
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Scientific  Articles 


Complications  of 
Massive  Blood 
Replacement 

ALLAN  KLIMAN,  M.D. 
Boston,  Massachusetts 

From  the  Blood  Grouping  Laboratory 


All  physicians  practicing  medicine  today 
of  necessity  have  become  familiar  with 
blood  transfusion,  since  it  represents  a 
basic  reparative  treatment  that  can  support 
the  patient  until  definitive  therapy  takes 
effect.  The  safety  of  blood  transfusion  has 
commended  it  to  widespread  use,  and  it 
has  become  the  most  widely  administered 
of  all  tissue  grafts.  Moreover,  as  blood 
transfusion  has  become  more  widely  avail- 
able, the  number  of  transfusions  given  per 
patient  has  grown.  The  first  therapeutic 
human  transfusion  of  the  modern  period, 
given  in  1829,  consisted  of  but  8 ounces  of 
blood  given  in  a period  of  three  hours.1 
In  recent  years,  10-  and  20 -pint  transfusions 
have  become  commonplace,  especially  dur- 
ing surgery.  Extracorporeal  blood  pumps 
have  extended  the  requirements  for  blood 
beyond  the  capacity  of  the  patient’s  body 
and  have  allowed  even  formerly  modest 
blood  banks  to  witness  prodigious  extra- 
vasations of  blood. 

A few  years  ago  a concerted  movement 
was  made  to  end  the  use  of  single-unit 
transfusions,  since  it  seemed  so  obvious 
that  such  transfusions  were  unwarranted.2-3 
Omitting  children  and  very  small  adults, 
in  whom  one-unit  (approximately  500  ml.) 
transfusion  represents  a significant  addition 


complications  of  massive  blood  replacement 
include:  hemolytic  transfusion  reactions 

caused  by  incompatibility  of  donor  bloods 
and/or  of  donor  and  recipient;  coagulation 
defects  attributable  to  decline  of  coagulation 
factors  during  blood  storage;  electrolyte 
changes  in  stored  blood,  causing  citrate  and 
potassium  toxicity;  delayed  effects,  such  as 
sensitization  to  blood  group  antigens  other 
than  ABO  and  Rh,  caused  by  prior  transfu- 
sion, and  formation  of  leukocyte  antibodies; 
serum  hepatitis;  and  hemosiderosis.  Steps 
should  be  taken  to  reduce  the  number  of  units 
being  used  per  person,  and  no  transfusion 
should  be  given  if  other  therapy  will  suffice. 


to  blood  volume,  there  are  very  few  in- 
stances in  which  one-unit  transfusions  can 
be  justified.  Since  adults  can  easily  with- 
stand the  donation  of  one  pint  of  blood, 
transfusing  such  a small  amount  would 
usually  be  a gross  under-  or  overtransfusion. 
Moreover,  even  if  this  represents  an  under- 
transfusion, perhaps  the  patient  would 
be  better  off  if  he  is  merely  given  an  equiva- 
lent volume  of  plasma  expander  and  is  not 
faced  with  the  risks  of  blood  transfusion  at 
all.  In  fact,  some  authorities  have  sug- 
gested that  the  number  of  single-unit 
transfusions  given  in  a hospital  be  monitored 
by  a “tissue  committee”  in  the  same  manner 
as  that  applied  to  surgical  specimens.3-5 
In  the  same  spirit,  perhaps,  some  effort 
should  now  be  directed  to  diminishing 
massive  transfusions,  since  this  extreme 
also  signifies  a probable  waste  of  blood. 

The  problem  of  prevention,  however, 
is  not  so  simple  in  the  case  of  massive 
transfusions,  since  attention  must  be  paid 
to  many  factors  in  the  treatment  of  the 
patient  and  to  the  kind  of  blood  to  be 
administered.  Perhaps,  if  we  consider  some 
of  the  hazards  associated  with  massive 
blood  transfusions,  it  may  be  easier  to 
visualize  some  of  the  ill-effects  that  can 
accrue  to  the  patient  and  ways  to  obviate 
them. 
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Reactions  to  massive  transfusion 

A massive  transfusion  can  be  defined 
as  the  administration  of  eight  or  more 
500-ml.  units  of  whole  blood  to  an  average- 
sized adult  in  less  than  twenty-four  hours. 
This  definition  is  arbitrary  but  useful  in 
emphasizing  that  once  a significant  portion 
of  a patient’s  blood  volume  is  replaced  by 
transfusion,  the  patient  may  be  exposed 
to  risks  which  are  greater  than  the  sum  of 
the  risks  of  the  individual  units.  In 
addition,  the  transfusion  of  such  a quantity 
of  whole  blood  often  requires  additional 
treatment  of  the  patient,  which  would  not 
be  necessary  with  a lesser  amount. 

Hemolytic  transfusion  reactions. 
First  of  all,  hemolytic  transfusion  reactions 
probably  are  more  likely  to  occur  during 
massive  transfusions  and  are  less  likely  to  be 
detected.  Such  reactions  are  familiar  to 
everyone  when  they  happen  during  a small 
series  of  transfusions  in  the  conscious  patient. 
The  patient  may  manifest  fever  and  hemo- 
globinuria and  complain  of  pain  and  weak- 
ness, and  the  physician  will  be  led  almost 
immediately  to  the  cause  of  the  reactions. 
However,  in  the  anesthetized  patient  under- 
going both  operation  and  massive  trans- 
fusion, hemolytic  transfusion  reactions  are 
almost  impossible  to  detect.  All  that  may 
be  noted  is  an  increase  in  hypotension  and 
more  profuse  bleeding.6-  7 If  the  patient 
survives  the  acute  insult,  he  may  be  found 
to  be  anuric  postoperatively,  but  this  is  more 
likely  to  be  ascribed  to  hypotension  during 
operation  than  to  a hemolytic  transfusion 
reaction.  Furthermore,  if  profuse  bleeding 
results  as  a consequence  of  an  occult  trans- 
fusion reaction,  much  more  blood  may  have 
to  be  given,  and  the  operation  will  be  long 
over  before  anyone  takes  the  trouble  to  re- 
check the  units  given  in  transfusion.  Be- 
cause of  this,  and  especially  because  the 
donor  bloods  given  may  interact  with  each 
other  as  well  as  with  the  recipient,  some  ex- 
tra precautions  are  necessary  in  the  cross 
matching  of  blood  destined  for  massive 
transfusion.  Although  it  has  been  shown 
that  a minor  cross  match  is  not  necessary  for 
transfusions  of  ordinary  size,8  no  data  on 
this  point  have  so  far  been  presented  for 
massive  transfusion.  In  fact,  the  numerous 
examples  reported  in  the  literature  in  which 
donor  bloods  incompatible  with  each  other 
caused  reactions  militate  for  some  pro- 


cedure in  the  cross  match  that  will  detect 
incompatibilities  between  donors.  A minor 
cross  match  does  not  serve  this  function,  and 
to  perform  major  cross  matches  between 
donor  bloods  is  an  almost  impossible  task. 
The  only  adequate  procedures  in  this  re- 
gard require  cross  matching  in  pools9  and/or 
screening  of  the  donor  bloods  against  red 
cells  of  representative  antigenic  composition 
(“antibody  screening”).10 

At  present,  treatment  of  hemolytic  trans- 
fusions reactions  involves  the  treatment  of 
acute  renal  failure  if  the  patient  survives 
the  acute  insult.  Intravenous  mannitol  has 
been  suggested  as  prophylactic  treatment 
for  patients  undergoing  blood  replacement.11 
Mannitol,  an  osmotic  diuretic,  produces  an 
increased  urinary  output  which  may  mini- 
mize tubular  obstruction  by  pigment  casts. 

Coagulation  defects.  Aside  from 
hemolytic  transfusion  reactions,  large  trans- 
fusions of  stored  blood  may  induce  serious 
bleeding  in  the  patient  that  is  directly  attrib- 
utable to  the  decline  of  coagulation  factors 
during  blood  storage.  After  but  twenty-four 
hours  of  storage,  platelets  are  no  longer 
viable,  and  blood  replacement  with  this  ma- 
terial will  dilute  the  platelet  count  of  the 
recipient.  Platelet  counts  of  patients  bleed- 
ing postoperatively  who  have  received  10 
or  more  units  of  blood  invariably  hover 
around  60,000  per  cubic  millimeter.  This 
decreased  platelet  count  is  not  a cause  of 
hemorrhage  in  itself  but,  together  with  the 
other  coagulation  deficits  induced  by  stored 
blood,  may  result  in  complete  hemostatic 
failure.12 

The  labile  factors  of  the  intrinsic  blood 
coagulation  system  also  decline  on  storage, 
although  at  different  rates.  Factor  VIII, 
the  antihemophilic  factor,  and  factor  V 
decline  significantly  in  citrated  whole  blood, 
factor  VIII  being  the  most  sensitive  to 
storage.13  Blood  replacement  with  material 
poor  in  coagulation  factors  will  result  in 
multiple  deficits  which  are  more  than  addi- 
tive in  their  cumulative  effects.  This  is  the 
origin  of  the  so-called  “oozing  disease”  as- 
sociated with  massive  blood  replacement. 
Furthermore,  local  fibrinolysis  may  be 
caused  by  surgical  manipulation  and  per- 
haps by  blood  transfusion  itself.  Fibrinoly- 
sis adds  to  the  coagulation  problem  by 
making  a mockery  of  any  clots  that  do 
form.12-  14 

Fortunately,  there  is  a partial  remedy  for 
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“oozing  disease”  in  the  transfusion  of  freshly 
drawn  donor  blood  containing  the  platelets 
and  the  other  coagulation  factors.  Fibrin- 
olysis can  be  combated  by  the  administration 
of  epsilonaminocaproic  acid  in  adequate 
dosage.15  Fresh  blood  as  a remedy  has 
grown  in  use  in  recent  years  and  provides  a 
challenge  to  the  very  existence  of  blood 
banks.  After  all,  blood  banks  are  geared  to 
storing  blood,  and  to  ask  them  to  provide 
fresh  blood  interferes  with  their  basic 
function.  Indeed,  a blood  bank  which  is 
being  pressured  to  cross-match  many  units 
of  blood  in  a hurry  is  usually  in  no  position 
to  stop  and  produce  some  fresh  units.  This 
requires  some  advance  planning  if  the  pa- 
tient is  to  wind  up  with  any  blood  at  all. 

Fresh  blood  transfusion  is  not  without 
hazard  in  itself.  Not  only  is  fresh  blood 
likely  to  be  hastily  cross-matched  and  poorly 
identified,  but  it  is  probably  the  only  blood 
that  can  readily  transmit  syphilis  and 
undoubtedly  can  transmit  living  leukocytes 
that  may  react  unfavorably  with  the  recip- 
ient.16 Atopic  antibodies  and  allergens 
are  frequently  transferred  in  both  fresh  and 
stored  blood,17  with  the  resulting  symptoms 
of  urticaria,  bronchial  spasm,  and  facial 
edema.  On  the  other  hand,  fresh  blood  is 
less  likely  to  be  contaminated  with  bacteria 
than  is  stored  blood,  and  fresh  red  cells  have 
a more  effective  gas-transport  mechanism 
than  stored  red  cells.18 

Citrate  and  potassium  toxicity.  In 
addition  to  the  important  decline  in  coagula- 
tion factors  in  stored  blood,  electrolyte 
changes  occur  that  can  produce  chemical 
death  of  the  patient  being  massively  trans- 
fused.19 To  store  blood,  citrate,  usually  in 
a citric  acid-trisodium  citrate-dextrose  so- 
lution is  necessary,  and  citrate  toxicity  may 
well  have  its  effect  on  the  patient  even  when 
as  few  as  4 to  6 units  are  given.  Measure- 
ments of  blood  citrate  levels  during  exchange 
transfusions  have  shown  hundred -fold  rises, 
and  a number  of  serious  toxic  effects  have 
been  described. 20  Electrocardiographic  signs 
of  hypocalcemia  (prolonged  S-T  interval  and 
depressed  T wave)  may  develop,  followed  by 
profound  hypotension  unless  calcium  is  ad- 
ministered.19 If  liver  disease  is  present, 
citrate  will  not  be  metabolized,  and  the 
toxic  effects  of  citrate  will  be  produced 
sooner  and  at  slower  rates  of  blood  adminis- 
tration.21 During  massive  transfusions, 
therefore,  calcium  must  be  given.  The  ratio 


of  10  ml.  of  10  per  cent  calcium  gluconate 
for  every  2 units  of  citrated  blood  has  ap- 
peared adequate  in  patients  with  normal 
liver  function,  but  more  must  be  given  if 
liver  function  is  decreased. 

Perhaps  of  equal  importance  to  citrate 
toxicity  is  the  raised  potassium  content  of 
stored  blood,  which  can  add  to  the  electro- 
lyte disturbances  of  shock,  uremia,  muscle 
wounds,  and  other  conditions  that  recom- 
mend the  patient  for  transfusion  in  the  first 
place.  Fresh  red  cells,  like  other  body  cells, 
have  a high  potassium  content  in  relation  to 
the  extracellular  fluid.  They  maintain  this 
potassium  level  by  metabolic  processes  which 
require  sodium  to  be  pumped  out.  When 
blood  is  stored,  however,  the  potassium 
leaks  out  of  the  red  cells,  and  the  sodium 
enters,  presumably  due  to  the  inactivation 
of  the  metabolic  pumping  process.  It  is 
not  usually  appreciated  that  the  potassium 
content  of  stored  blood  rises  rapidly  from  an 
initial  concentration  of  approximately  4 to 
25  mEq.  per  liter  by  the  end  of  the  usual 
storage  period.22  Individual  units  may  con- 
tain more  than  30  mEq.  per  liter  of  potas- 
sium, an  amount  which  would  not  knowingly 
be  introduced  repeatedly  into  a human  being 
if  intravenous  fluids  were  being  given. 

In  the  normal  person,  plasma  energy 
sources  soon  restore  the  intracellular  mecha- 
nism of  the  red  cells,  pump  out  the  sodium, 
and  take  up  the  excess  potassium.  However, 
in  the  critically  ill  patient,  it  would  be  un- 
wise to  rely  on  mechanisms  that  may  very 
well  not  be  operating.  Unfortunately,  elec- 
trocardiography, which  is  so  helpful  in  de- 
tecting potassium  intoxication  otherwise, 
does  not  aid  us  when  massive  transfusions  of 
stored  whole  blood  are  being  given.  While 
the  effects  of  potassium  and  citrate  toxicity 
given  together  are  additive,  their  effects  on 
the  electrocardiogram  work  contrariwise,  so 
that  little  change  may  be  seen  until  ventric- 
ular fibrillation  occurs.23 

In  the  exchange  transfusion  of  infants,  in 
whom  the  effects  of  stored  blood  are  readily 
evident,  the  use  of  blood  more  than  a few 
days  old  has  been  given  up,  partly  on  ac- 
count of  these  electrolyte  abnormalities. 
In  fact,  at  present,  fresh  heparinized  blood 
has  become  the  transfusion  product  of  choice 
for  these  infants,  to  avoid  citrate  and  potas- 
sium toxicity.24  For  adults  confronted  with 
large  replacement  transfusions,  heparinized 
blood  is  not  practical,  since  the  heparin  can 
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potentiate  any  bleeding  tendency  already 
present.  At  present,  there  is  no  entirely 
satisfactory  way  to  deal  with  these  changes 
in  stored  blood,  although  numerous  manipu- 
lations have  been  described  that  can  re- 
duce the  citrate  and  potassium  content  and, 
incidentally,  raise  the  pH,  which  tends  to  be 
low  in  stored  blood.  With  open  heart 
surgery,  blood  older  than  five  days  has  not 
been  used  routinely,  and  most  surgeons  have 
relied  on  fresh  heparinized  blood,  even 
though  this  carries  with  it  a significant  risk 
of  postoperative  bleeding.  Wisely,  heart 
surgeons  today  are  directing  their  attention 
to  perfecting  low  pump-priming  volumes  and 
are  attempting  to  cut  down  on  the  massive 
transfusions  which  have,  up  to  now,  custom- 
arily attended  open  heart  operations. 

Delayed  effects.  While  the  hazards 
concerned  with  stored  blood  are  easy  to 
appreciate,  the  freshness  of  the  blood  is  not 
entirely  the  answer,  for  there  are  a few  more 
insidious  consequences  of  massive  trans- 
fusion that  are  seen  less  often  but  can  be  of 
tragic  significance  to  the  patient.  One 
such  consequence,  now  seen  more  fre- 
quently than  before,  is  sensitization  to  blood 
group  antigens  other  than  ABO  and  Rh. 
Sensitization  to  these  so-called  “minor” 
blood  group  antigens  is  never  of  minor  signif- 
icance, since  these  irregular  antibodies  can 
hemolyze  transfused  red  cells  quite  as  well 
as  anti- A or  B.  Moreover,  sensitization 
frequently  can  be  multiple,  so  that  the  pa- 
tient can  become  almost  untransfusable. 
This  situation  is  still  so  rare  that  most 
physicians  pay  little  attention  to  this  hazard, 
but  this  can  be  an  extremely  important 
occurrence  to  the  individual  patient.  Since 
sensitization  is  almost  invariably  due  to  prior 
transfusion,  it  behooves  us  to  keep  trans- 
fusions to  a minimum,  since  the  larger  the 
number  of  foreign  antigens  to  which  the 
patient  is  exposed,  the  greater  is  the  risk  that 
he  will  develop  an  irregular  blood  group 
antibody. 

In  addition  to  specific  red  cell  antibodies, 
agglutinins  for  other  cellular  elements  may 
develop  and  complicate  the  management  of 
the  patient.25  Febrile  nonhemolytic  trans- 
fusion reactions  remain  the  most  common  of 
all  untoward  effects  of  transfusion  and  have 
been  recently  ascribed  to  leukocyte  anti- 
bodies. While  stored  blood  has  few  viable 
leukocytes,  the  leukocyte  antigens  are  still 
present  and  provoke  antileukocyte  anti- 


bodies in  susceptible  persons.  Transfusion 
of  blood  containing  incompatible  leukocytes 
will  then  result  in  a pyrogenic  response — 
the  chills  and  fever  observed  after  compatible 
transfusion.  The  detection  of  leukocyte 
antibodies  is  not  a simple  task,  and  present 
methods  probably  do  not  detect  them  in  all 
cases  in  which  they  are  provoking  fever. 
For  this  reason,  plus  the  clinical  observation 
that  when  leukocytes  are  removed  from 
stored  blood  the  febrile  responses  are  ob- 
viated, patients  who  suffer  repeated  febrile 
reactions  should  be  given  a trial  of  leukocyte- 
poor  blood.  It  is  true  that  leukocyte-poor 
blood,  as  does  fresh  blood,  makes  a great  deal 
of  extra  work  for  the  blood  bank,  but  if  this 
is  what  the  patient  needs,  this  is  what  we 
should  strive  to  obtain  for  him.  Febrile 
transfusion  reactions  are  not  always  just 
uncomfortable;  sometimes  they  can  be 
dangerous  and  even  fatal.26*  27 

Serum  hepatitis.  Undoubtedly  the  most 
important  of  all  untoward  effects  currently 
associated  with  blood  transfusion  is  homol- 
ogous serum  jaundice.  Needless  to  say,  the 
more  donors  involved  with  blood  trans- 
fusion, the  more  likely  that  the  recipient  will 
develop  serum  hepatitis.  The  incidence  of 
hepatitis  after  multiple  transfusion  is  not 
known  definitely,  but  it  is  known  that  at 
least  0.8  per  cent  of  patients  given  an  aver- 
age of  two  transfusions  develop  clinical 
serum  hepatitis.  In  other  series,  the  at- 
tack rate  is  recorded  as  much  higher  (up  to 
3.9  per  cent  of  those  transfused),  and  the 
mortality  may  be  as  high  as  23  per  cent  in 
those  contracting  serum  hepatitis.28-  29  The 
use  of  gamma  globulin  to  modify  serum  hep- 
atitis has  now  become  a subject  of  contro- 
versy, but  it  must  be  recognized  that  serum 
hepatitis  is  one  of  the  leading  potentially 
fatal  hazards  connected  with  blood  trans- 
fusion. Any  reduction  in  the  number  of 
transfusions  to  be  given  an  individual  recip- 
ient is  worth  while,  even  if  the  patient  must 
be  left  with  a small  red-cell  deficit. 

Hemosiderosis.  Although  iron  deficiency 
rather  than  iron  excess  is  the  usual  result 
after  an  operation,  bleeding,  and  massive 
transfusion,  excessive  iron  deposition  may 
be  seen  in  another  type  of  “massive”  trans- 
fusion. In  patients  with  chronic  anemias 
who  require  frequent  and  repeated  trans- 
fusions, electrolyte  and  coagulation  dis- 
turbances are  not  encountered,  but  other 
delayed  effects  may  be  seen  that  are  corn- 
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parable  to  those  after  massive  replacement 
transfusion.  In  addition  to  blood  group 
sensitization,  leukoagglutinin  reactions,  and 
serum  hepatitis,  these  patients  may  de- 
velop transfusion  hemosiderosis,  with  a fatal 
result.30  At  present  there  is  no  accepted 
treatment  for  transfusion  hemosiderosis; 
however,  if  the  patient  can  recover  from 
the  disease  producing  anemia,  chronic  phle- 
botomy may  be  beneficial.  Iron-chelating 
agents  that  might  halt  this  complication 
are  under  study,  but  at  present  the  amounts 
of  removable  iron  are  rather  small  even 
when  daily  injections  are  employed  for  pro- 
longed periods.31  To  put  off  the  ultimate 
development  of  hemosiderosis,  it  is  advis- 
able to  transfuse  red  cells  of  sufficient  fresh- 
ness so  that  few  nonviable  red  cells  will  be 
included  in  each  transfusion.  Thus,  in  the 
long  run,  the  patient  given  fresh  red  cells 
will  require  fewer  transfusions  than  the 
patient  given  older  red  cells.  In  practice, 
under  fourteen  days  from  the  time  of  dona- 
tion, red  cells  have  a survival  comparable  to 
freshly  drawn  red  cells,  and  it  is  not  until 
after  this  time  that  an  appreciable  percent- 
age of  nonviable  red  cells  begins  to  accumu- 
late. 10 

Comment 

How  to  diminish  the  number  of  units  that 
will  be  required  in  the  recipient  of  multiple 
transfusions  is  not  a simple  task,  and  the 
beneficial  results  will  not  be  as  immediately 
evident  as  was  the  case  with  single-unit 
transfusions.  Nevertheless,  there  are  steps 
that  can  be  taken  to  cut  down  on  the  number 
of  units  being  used  per  patient.  These  in- 
clude planning  the  operation  and  treatment 
of  the  patient  so  as  to  keep  transfusions  to  a 
minimum.  No  transfusion  should  ever  be 
given  if  other  therapy  will  suffice. 

When  it  is  known  preoperatively  that 
eight  or  more  transfusions  are  to  be  given, 
fresh  blood  should  be  obtained  in  advance. 
If  during  operation  a hemorrhagic  diathesis 
develops,  fresh  blood  should  be  given  at 
once,  since  this  will  subject  the  patient  to 
fewer  transfusions  in  the  long  run.  Simi- 
larly, when  repeated  transfusions  must  be 
given  for  chronic  anemia,  relatively  fresh 
packed  red  cells  (not  older  than  fourteen 
days)  should  be  employed,  to  keep  the 
amount  of  nonviable  red  cells  given  to  a 
minimum.  Last,  whenever  possible,  the 


transfusion  needs  of  a patient  should  be 
filled  with  a blood  component  rather  than 
whole  blood.  This  is  another  means  by 
which  the  transfusion  of  blood  products 
can  be  kept  to  a minimum. 
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Chiropractic  described  as  “cultism” 

Five  of  seven  schools  of  chiropractic  in  the 
United  States  that  were  contacted  do  not  con- 
form to  their  own  professed  standards  for  ad- 
mission, according  to  a report  of  the  American 
Medical  Association’s  Department  of  Investi- 
gation published  in  the  Journal  of  the  American 
Medical  Association. 

The  schools  and  two  chiropractic  organiza- 
tions claim  that  a high  school  diploma  or 
equivalent  training  is  required  for  admission. 
There  are  15  chiropractic  schools  in  the  United 
States. 

To  evaluate  these  claims,  a study  of  this  ques- 
tion was  undertaken  in  the  summer  of  1963. 
Applications  for  admission  were  sent  to  each 
of  seven  chiropractic  schools  from  persons  repre- 
sented as  undesirable  prospects  and  lacking  a 
high  school  diploma.  The  seven  institutions 
were  supposedly  better  schools  and  were  se- 
lected to  achieve  a balanced  geographical 
distribution. 

“Despite  the  many  declarations  by  chiro- 
practors that  their  schools  are  professional  in 
character,  the  study  indicates  that  one  does  not 
have  to  be  a high  school  graduate  to  be  ad- 
mitted to  ...  chiropractic  schools.  Yet,  upon 
graduation,  these  persons  are  issued  diplomas 
which  ostensibly  confer  upon  them  the  right  to 
be  called  ‘doctors.’  ” 
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The  report  also  said  there  was  a basic  weak- 
ness in  these  requirements.  Few  individuals 
coming  directly  from  high  school  are  mature 
enough,  especially  intellectually,  to  undertake 
satisfactorily  what  should  be  the  equivalent  of 
a medical  school  course,  according  to  the  re- 
port. In  addition,  it  said,  since  none  of  the 
sciences  taught  in  high  school  are  a prerequisite 
for  admission,  the  teaching  of  such  sciences  as 
biology  and  chemistry  must  begin  on  the  lowest 
level. 

“The  failure  of  chiropractic  schools  to  com- 
ply with  their  own  professed  requirements  for 
admission  merely  compounds  the  inadequacy  of 
such  requirements,”  the  report  concluded. 
“It  is  not  surprising,  therefore,  that  no  chiro- 
practic school  is  accredited  by  any  of  the 
recognized  regional  accrediting  bodies  in  the 
United  States.  The  only  accreditation  men- 
tioned in  chiropractic  literature  is  their  own.” 

In  an  accompanying  Journal  editorial,  a rather 
prominent  chiropractic  spokesman  was  quoted 
as  saying  as  recently  as  last  July  that  chiro- 
practic schools  are  under  serious  handicaps  be- 
cause they  try  to  teach  students  who  have  not 
gone  beyond  high  school  and  who,  in  high  school, 
were  not  in  the  upper  half  of  their  classes,  and 
that  for  many  such  persons  a professional  col- 
lege course  would  be  too  difficult  to  master. 
This  results  in  the  downgrading  of  instruction 
to  enable  such  students  to  pass  the  course,  the 
spokesman  observed. 
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Carcinoma  of  the  Breast 

Results  of 
Radical  Mastectomy 

JOHN  P.  WEST,  M.D. 

New  York  City 

From  the  Surgical  Service,  St.  Luke’s  Hospital 

Dissatisfaction  with  the  results  of  radical 
mastectomy  in  the  treatment  of  carcinoma 
of  the  breast  is  widespread.  This  is  proba- 
bly due  to  the  fact  that  radical  mastec- 
tomy is  used  too  often  in  an  attempt  to  cure 
patients  who  have  spread  of  tumor  beyond 
the  area  encompassed  by  operation. 

Haagensen  and  Obeid, 1 in  particular,  have 
emphasized  the  fallacy  of  using  a standard 
radical  mastectomy  in  treating  patients  who 
have  metastases  in  the  internal  mammary 
and  supraclavicular  lymph  nodes.  They 
have  shown  that  by  careful  selection  of  cases, 
using  biopsy  of  internal  mammary  and  high 
axillary  lymph  nodes,  one  can  avoid  operat- 
ing on  many  patients  who  are  unlikely  to 
benefit  from  radical  mastectomy.  They  feel 
that  irradiation  therapy  is  the  treatment  of 
choice  for  patients  with  such  metastases. 
This  belief  is  supported  by  the  work  of 
Guttman,2  who  has  reported  a 54  per  cent 
five-year  survival  in  48  patients  with  proved 
positive  internal  mammary  and/or  highest 
axillary  lymph  nodes. 

The  prognostic  significance  of  axillary 
lymph  node  metastases  has  been  made  clear 
by  the  report  of  Lane  and  associates,3  in 
which  they  note  that  of  55  patients  without 
axillary  lymph  node  metastases  and  treated 
by  radical  mastectomy,  67  per  cent  were 
cured  at  the  end  of  ten  years.  When  mini- 


results of  a study  of  215  consecutive  cases 
of  carcinoma  of  the  breast  treated  by  radical 
mastectomy  between  the  years  1951  and  1957 
were  compared  with  results  of  two  earlier 
series  of  cases  from  the  same  hospital . There 
was  a 17.4  per  cent  improvement  in  the  five- 
year  survival  rate,  attributed  to  a 1 7.4  per  cent 
decrease  in  the  number  of  patients  with 
axillary  lymph  node  metastases.  In  the 
present  series,  the  five-year  survival  rate  in 
patients  without  axillary  lymph  node  metas- 
tases is  71  per  cent,  and  in  patients  with 
metastases,  33.3  per  cent.  Radical  mastec- 
tomy is  a satisfactory  operation  for  patients 
without  metastases  but  inadequate  for  patients 
with  metastases.  Radiation  therapy  had 
little  effect  on  the  five-year  survival  rate. 


mal  axillary  metastases  were  present,  41  per 
cent  of  41  cases  were  cured;  with  more  ex- 
tensive axillary  involvement,  only  10  per 
cent  of  62  patients  were  alive,  without  evi- 
dence of  carcinoma,  at  the  end  of  ten  years. 

Urban4  has  extended  the  usual  radical 
operation,  in  selected  cases,  to  include  re- 
moval of  the  internal  mammary  lymph 
nodes.  He  feels  that  as  a result  of  this  op- 
eration there  has  been  a significant  increase  in 
the  number  of  five-year  survivors.  In 
1961,  he  reported  on  200  patients  and  noted 
that  132  (66  per  cent)  were  alive  at  the  end 
of  five  years;  33  per  cent  of  these  patients 
had  metastases  in  the  internal  mammary 
lymph  nodes,  and  51  per  cent  had  axillary 
lymph  node  involvement. 

McWhirter5  feels  that  the  results  of  radi- 
cal mastectomy  in  the  presence  of  nodal 
metastases  are  so  poor  that  all  operable  pa- 
tients should  be  treated  by  simple  mastec- 
tomy plus  radiotherapy  to  axillary,  supra- 
clavicular, and  internal  mammary  lymph 
nodes.  In  1955,  he  reported  the  results  of 
1,063  patients  so  treated;  58  per  cent  sur- 
vived five  years. 

Comparison  of  results  of  therapy  for  car- 
cinoma of  the  breast  is  difficult  because  of 
variable  criteria  used  in  selection  of  cases  for 
treatment  and  the  many  variations  so  com- 
monly used  in  classifying  patients  as  to  stage 
of  disease,  therapy  used,  and  results.  In 
spite  of  this,  reports6  give  the  impression 
that  the  over-all  results  are  improving.  Is 
this  owing  to  improved  methods  of  selection 
of  cases,  better  therapy,  or  the  fact  that  pa- 
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TABLE  I.  Results  of  radical  mastectomy  in  carcinoma  of  the  breast  with  and  without  axillary  lymph  node 

metastases 
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36 

23 
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1963 

215 

112 

52.1 

108 

50.3 

36 

33.3 

107 

76 

71 

tients  present  themselves  for  treatment  in 
an  earlier  and  more  favorable  stage  of  their 
disease?  This  question  may  be  answered, 
in  part,  by  a review  of  cases  from  a single 
institution  where  there  has  been  a high  de- 
gree of  continuity  in  criteria  of  operability 
and  surgical  technic. 

For  this  reason  we  are  reporting  our  ex- 
perience with  215  consecutive  cases  of  car- 
cinoma of  the  breast  treated  by  radical 
mastectomy  between  the  years  1951  and 
1957,  inclusive,  and  comparing  the  results 
with  two  earlier  series  of  cases  from  the  same 
hospital.  In  the  three  series,  patients  lost 
to  follow-up  were  classified  as  dead.  Over 
the  years  there  has  been  little  or  no  attempt 
to  select  favorable  cases,  and  in  general, 
radical  mastectomy  has  been  carried  out  on 
all  patients  in  whom  it  appeared  possible  to 
remove  the  primary  tumor  and  its  local 
metastases.  There  has  been  no  significant 
change  in  operative  technic,  but  un- 
doubtedly some  variation  in  level  of  techni- 
cal ability  of  the  surgeon.  The  chief  variant 
in  treatment  has  been  in  the  use  of  postop- 
erative irradiation.  In  the  earlier  series  re- 
ported by  Shore,7  80  per  cent  of  patients 
with  axillary  lymph  node  metastases  re- 
ceived radiation  therapy.  In  the  second 
series,  reported  by  MacFee,8  radiation  was 
not  used  in  the  immediate  postoperative 
period  but  was  reserved  for  recurrences  and 
metastases.  In  the  present  series,  55  per 
cent  of  the  patients  with  axillary  lymph  node 
metastases  or  extensive  local  tumor  received 
postoperative  irradiation. 

A second  and  possibly  more  important 
variant  has  been  the  economic  status  of  the 
patients,  which  may  have  altered  the  num- 
ber with  advanced  disease.  The  series  re- 
ported in  19407  consisted  of  360  cases  treated 


during  the  years  1922  to  1933;  all  were 
ward  patients.  The  second  report,  in  1953, 8 
was  concerned  with  111  cases  operated  on 
during  the  years  1925  through  1941;  one 
half  were  private  patients  of  the  author,  and 
the  other  half  were  ward  cases  of  resident 
surgeons,  assisted  by  the  author.  Sixty  per 
cent  of  the  present  series  of  215  patients 
operated  on  during  the  years  1951  through 
1957  were  private  patients  of  a number  of 
attending  surgeons,  and  40  per  cent  were 
ward  cases  operated  on  by  resident  surgeons. 

Comparison  of  results 

The  results  of  radical  mastectomy  in  pa- 
tients who  did  not  have  axillary  lymph  node 
metastases  are  shown  in  Table  I.  The  first 
series  shows  a five-year  survival  rate  of 
58.6  per  cent;  this  rose  to  63.8  per  cent  in 
the  second  series.  The  present  series  shows 
further  improvement,  with  a five-year  sur- 
vival rate  of  71  per  cent.  The  cause  of  this 
improvement  is  not  clear,  but  it  is  probably 
due  to  more  detailed  examination  of  axillary 
lymph  nodes.  This  would  eliminate  from 
this  group  patients  with  microscopic  metas- 
tases that  might  have  been  included  in  the 
earlier  series. 

The  results  of  radical  mastectomy  in  pa- 
tients with  axillary  lymph  node  metastases 
also  are  shown  in  Table  I.  In  the  first 
series,  only  23.3  per  cent  of  patients  survived 
five  years;  this  increased  to  29.3  per  cent  in 
the  second  group  and  to  33.3  per  cent  in  the 
present  series.  These  slightly  improved  sal- 
vage rates  may  be  due  to  the  opportunity  of 
operating  on  more  favorable  cases,  that  is, 
cases  with  minimal  rather  than  extensive 
axillary  lymph  node  involvement.  The  sec- 
ond group  may  also  reflect  the  fact  that  in  a 
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TABLE  II.  Results  of  postoperative  irradiation  in 
patients  with  axillary  lymph  node  metastases 
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personal  series  of  cases  the  interest  and  tech- 
nical ability  are  constant  factors;  in  a series 
of  cases  treated  by  several  surgeons  these 
factors  vary. 

When  all  cases  treated  by  radical  mastec- 
tomy are  compared  (Table  I),  it  is  seen  that 
the  34.7  per  cent  five-year  survival  rate  of 
the  first  series  increased  to  52.1  per  cent  in 
the  present  series,  an  increase  of  17.4  per 
cent.  It  is  of  interest  that  the  decrease  in 
percentage  of  patients  with  axillary  node 
metastases  is  a similar  figure,  17.4  per  cent. 
This  indicates  that  the  improved  results  are 
due,  in  large  part,  to  the  fact  that  patients 
presented  themselves  for  treatment  in  an 
earlier  and  more  favorable  stage  of  their  dis- 
ease. 

Postoperative  roentgen  irradiation  is  diffi- 
cult to  evaluate  because  there  is  a tendency 
to  irradiate  patients  with  extensive  tumor, 
while  the  case  with  only  a few  involved 
axillary  lymph  nodes  is  not  so  treated. 

In  the  present  series  of  108  patients  with 
positive  axillary  lymph  node  metastases 
(Table  II),  60  were  given  postoperative  irra- 
diation, and  21,  or  35  per  cent,  survived  more 
than  five  years.  Forty-eight  patients,  pre- 
sumably with  less  extensive  metastases,  were 
not  given  radiation  therapy,  and  31.2  per 
cent  survived  five  years.  These  results  are 
comparable  to  those  reported  by  Shore,7 
when  he  stated:  “Postoperative  irradiation 
may  possibly  add  5 per  cent  to  the  five-year 
survival  rate  of  breast  cancer.  The  ten- 
year  survival  rate,  however,  probably  is  not 
influenced  by  postoperative  irradiation.,, 


Summary 

1.  A comparison  of  results  in  three  series 
of  patients  from  the  same  hospital  with  car- 
cinoma of  the  breast  treated  by  radical 
mastectomy  over  a period  of  thirty-five  years 
shows  a 17.4  per  cent  improvement  in  the 
five-year  survival  rate. 

2.  The  number  of  patients  with  axillary 
lymph  node  metastases  decreased  by  17.4 
per  cent  and  is  probably  the  reason  for  the 
improved  results. 

3.  In  the  present  series  of  107  cases,  with- 
out axillary  lymph  node  metastases,  the  five- 
year  survival  rate  is  71  per  cent.  In  108 
patients  with  axillary  lymph  node  metas- 
tases, the  five-year  survival  rate  is  only  33.3 
per  cent. 

4.  Radical  mastectomy  is  a satisfactory 
operation  for  patients  who  do  not  have 
metastases,  but  inadequate  treatment  for 
those  patients  who  have  axillary  lymph  node 
and  other  metastases. 

5.  Radiation  therapy,  in  our  experience, 
has  had  little  effect  on  the  five-year  survival 
rate  of  patients  with  axillary  lymph  node 
metastases. 

1107  Fifth  Avenue,  New  York  City  10028 
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Since  our  first  report  in  1954  on  the  suc- 
cessful treatment  of  pinworm  infection  in 
children  with  piperazine  hexahydrate, 1 nu- 
merous investigators,  using  various  unsub- 
stituted salts  of  piperazine  (citrate,  phos- 
phate, and  adepate),  have  confirmed  our 
early  findings  with  reported  cure  rates  rang- 
ing from  73  to  100  per  cent.2-3  The  palata- 
bility  of  piperazine  products,  their  ease  of 
administration,  ready  acceptability  by  chil- 
dren, lack  of  toxicity,  economy,  and  effec- 
tiveness have  adequately  established  them 
as  ideal  oxyuricides. 

More  recently,  research  in  the  treatment 
of  this  very  common  infection  has  been  di- 
rected to  simplification  and  economy  of 
treatment  by  trials  of  single-dose  regi- 
mens.4-6 In  our  search  for  an  ideal  short- 
course  regimen  in  the  treatment  of  pinworm 
infection  in  children,  we  have  tried  a variety 
of  dose  schedules  with  piperazine  alone  and 
in  combination  with  other  drugs;  pyrvinium 
pamoate  and  dithiazanine  iodide. 7 In  1957  we 
treated  37  infected  children  with  one  single 
dose  of  piperazine  citrate  (70  mg.  per  pound; 
maximum  dose,  3 Gm.),  with  a cure 


rate  of  43  per  cent.8  In  1958  we  reported 
on  34  infected  children  treated  with  a single 
dose  of  3 Gm.  of  piperazine  citrate  once 
daily  for  three  consecutive  days,  with  a cure 
rate  of  90.6  per  cent.  When  the  same  dose 
of  piperazine  citrate  was  administered  to 
another  group  of  34  infected  children  for  two 
days,  with  a rest  period  of  four  days  between 
the  two  treatment  days,  the  cure  rate  was 
86.2  per  cent.9 

In  1960  we  treated  24  infected  children 
with  piperazine  and  a research  compound 
designated  as  compound  55-44A  (N,N'-bis- 
dodecyl-N,N  '-bis-methy  1-2,5 -transdimethyl- 
piperazinium  chloride),  with  a cure  rate 
of  46  per  cent.7  In  this  special  formu- 
lation the  dose  of  piperazine  ranged  from  1 
to  2 Gm.  daily  for  two  days.  Another  group 
of  24  infected  children  treated  with  275  to 
500  mg.  of  piperazine  citrate  combined  with 
a wetting  agent,  dioctyl  sodium  sulfosuc- 
cinate,  twice  daily  for  five  days  had  a cure 
rate  of  50  per  cent.  It  was  immediately 
obvious  that  the  doses  of  piperazine,  the 
active  oxyuricide,  were  not  adequate  in  these 
special  formulations. 

In  vitro  and  in  vivo  studies  by  Standen10 
on  the  activity  of  piperazine  against  Ascaris 
lumbricoides  indicated  that  the  drug  induces 
a state  of  narcosis  in  the  worms.  His  ex- 
periments proved  that  piperazine  did  not 
kill  the  worms,  and  when  the  excreted  worms 
were  placed  in  a drug-free  medium,  all  the 
affected  worms  recovered  in  one-half  to  two 
hours.  Since  the  Enterobius  vermicularis 
and  A.  lumbricoides  are  both  nematodes,  it 
is  reasonable  to  assume  that  their  response 
to  piperazine  is  probably  similar.  From 
the  conclusions  of  Standen10  in  his  studies 
and  from  our  clinical  observation  in  treating 
several  hundred  pinworm-infected  children 
with  piperazine,  it  is  apparent  that  an  ade- 
quate concentration  of  piperazine  must  be 
maintained  in  the  gastrointestinal  tract  long 
enough  to  ensure  evacuation  of  all  narco- 
tized worms  by  normal  intestinal  peristalsis. 
The  dose  of  piperazine,  either  alone  or  in  the 
special  formulations,  that  we  used  in  our 
search  for  a short-course  regimen  was  not 
adequate.  Even  in  our  1957  single-dose 
study,  in  which  we  used  70  mg.  of  piperazine 
citrate  per  pound,  with  a maximum  dose  of 
3 Gm.,  about  one  third  of  the  37  patients 
received  considerably  less  than  3 Gm.  of 
piperazine.8  Obviously,  with  our  present 
knowledge  of  the  action  of  piperazine,  the 
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PIN  WORM  infection  in  42  children  and  18 
adults  was  treated  with  a single  dose  of  com- 
bined piperazine  phosphate  and  standardized 
senna  ( Pripsen ).  The  corrected  cure  rate 
was  90  per  cent.  The  medication  was  well 
accepted  and  tolerated,  and  no  untoward  or 
toxic  reactions  were  experienced.  The  mini- 
mal, consistently  effective  dose  of  any  pipera- 
zine preparation  in  the  treatment  of  p inworm 
infection  should  be  3 Gm. 


inadequate  doses  explain  the  low  43  per  cent 
cure  rate  in  that  study. 

In  1960,  in  an  editorial  comment  in  The 
Lancet  on  piperazine  as  an  anthelmintic,  the 
editor,11  in  commenting  on  the  97  per  cent 
cure  rate  reported  by  White  and  Scopes12 
with  a single  dose  of  piperazine  phosphate 
combined  with  standardized  senna,  called 
attention  to  our  1957  study  of  the  results  of 
a single  dose  of  piperazine  citrate  with  the 
comment,  “But  disappointingly  the  cure 
rate  was  only  43  per  cent.”*  The  editor 
comments  further  that  “Astonishingly,  their 
(White  and  Scopes’s)  control  preparation, 
containing  no  senna,  gave  a cure  rate  of  92 
per  cent.  Their  striking  contrast  with 
Bumbalo’s  experience  is  so  far  unex- 
plained. . . . Further  work  should  be  done 

to  solve  this  problem.”  These  comments 
prompted  this  study  of  a single-dose  regimen 
of  piperazine  combined  with  senna. 


Clinical  material  and  methods 

The  60  patients  reported  on  in  this  study 
were  treated  in  the  Enterobiasis  Research 
Clinic  of  the  Edward  J.  Meyer  Memorial 
Hospital  of  Buffalo,  New  York.  The  diag- 
nosis of  pinworm  infection  was  established 
by  the  use  of  a modification  of  the  Graham 
Scotch-tape-swab  technic,  which  has  been 
described  in  earlier  publications.13*14  Two 
diagnostic  swabs  were  taken  on  each  pa- 
tient on  two  consecutive  days  before  the 
patients  were  bathed.  Patients  in  whom  one 
or  more  slides  showed  positive  findings  were 
included  in  the  study.  Seven  days  after 
treatment,  two  Scotch-tape  swabs  were 
taken  before  bathing  for  seven  consecutive 
mornings  to  determine  the  results  of  the 
treatment.  Those  patients  whose  swabs 
showed  negative  findings  for  the  seven  con- 
secutive days  were  declared  cured.  This 
criterion  for  cure,  which  has  been  used  in  the 
author’s  previous  studies,  has  become  a 
standard  of  cure  in  many  studies  of  the 
treatment  of  pinworm  infection.2-15  All  of 
the  diagnostic  and  post-treatment  swabs 
were  coded  at  the  time  of  taking  of  the  swabs 
and  were  subsequently  studied  by  two  tech- 
nicians who  had  no  knowledge  of  the  pa- 
tients. 

* As  stated,  more  than  one  third  of  these  patients  received 
less  than  3 Gm.  of  piperazine. 


In  many  instances,  whenever  possible, 
diagnostic  swabs  were  taken  from  an  entire 
family,  including  the  parents.  To  minimize 
the  possibility  of  reinfection  from  an  adult 
who  might  possibly  have  undiagnosed  infec- 
tion and  who  refused  diagnostic  swabs,  the 
entire  family,  including  the  adults,  were 
treated  simultaneously.  All  the  patients 
who  showed  positive  findings  and  their 
siblings  or  parents  with  negative  findings 
were  treated  with  a single  dose  of  a new 
anthelmintic  combining  piperazine  phos- 
phate and  standardized  senna  (Senokot). 
The  youngest  in  this  group  of  60  patients 
was  two  and  the  oldest  was  forty -four  years 
of  age. 

The  combined  piperazine  phosphate  and 
standardized  senna  (Pripsen  f)  was  given  in 
the  form  of  palatably  flavored  granules. 
Each  teaspoonful  of  the  granules  contained 
1 Gm.  of  piperazine  phosphate  and  the 
equivalent  of  7.5  mg.  of  sennosides  A and  B. 
Regardless  of  body  weight,  all  children  two 
years  of  age  and  younger  received  2 tea- 
spoonfuls of  the  medication;  those  between 
two  and  five  years  received  3 teaspoonfuls; 
and  the  children  five  years  of  age  and  the 
adults  received  4 teaspoonfuls.  Eleven 
children  received  one  single  dose  of  2 tea- 
spoonfuls of  the  granules  (equivalent  to  2 
Gm.  of  piperazine  phosphate).  Sixteen 
children  received  one  single  dose  of  3 tea- 
spoonfuls of  the  granules  (equivalent  to  3 
Gm.  of  piperazine  phosphate),  and  15  chil- 
dren and  18  adults  received  one  single  dose 
of  4 teaspoonfuls  of  the  granules  (equivalent 
to  4 Gm.  of  piperazine  phosphate).  The 
granules  were  taken  in  the  evening  or  at 
bedtime  from  a teaspoon  and  followed  by  a 

t Supplied  by  the  Purdue  Frederick  Company,  Yonkers, 
New  York. 
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TABLE  I.  Results  of  treatment  with  a single  dose  of  piperazine  phosphate  and  senna  compound  in  42 

children  and  18  adults  with  pinworm  infection 


Number  of  Patients 

Failures 

Cures 

Children 

Adults 

Dose  (Gm.) 

Children 

Adults 

Children 

Adults 

11 

2 

2* 

9f 

16 

3 

1 

15 

15 

18 

4 

1 

3 

14 

15 

* Less  1 patient  who  had  one  positive  post-treatment  swab  finding  but  was  considered  cured, 
t Plus  1 patient  who  had  one  positive  post-treatment  swab  finding  but  was  considered  cured. 


drink  of  any  juice  preferred  by  the  patient. 
A few  patients  preferred  to  mix  the  granules 
with  milk  or  water.  No  fasting  or  pre- 
medication purging  was  recommended. 

Results 

The  physiologic  stimulation  of  colonic 
muscular  contraction  by  the  senna  is  the 
basis  for  the  combination  of  senna  and 
piperazine  in  the  special  formulation  used  in 
this  study.  The  physiologic  action  of  senna 
should  enhance  the  therapeutic  action  of 
piperazine,  particularly  in  those  patients 
whose  bowel  action  is  sluggish.  In  these 
patients,  retention  of  narcotized  worms  in 
the  bowel  beyond  the  time  limit  of  adequate 
concentration  of  piperazine  within  the  bowel 
could  result  in  the  revitalization  of  worms 
before  they  are  passed  out  of  the  bowel. 
It  is  also  possible  that  the  relative  insolu- 
bility of  piperazine  phosphate,  as  compared 
with  the  other  piperazine  salts,  increases  the 
exposure  of  the  oxyuriides  to  piperazine  and 
enhances  the  effectiveness  of  this  combina- 
tion of  piperazine  phosphate  and  senna. 

The  medication  was  well  accepted  and 
tolerated  by  all  the  patients.  There  were 
no  instances  of  nausea,  emesis,  or  abdominal 
cramps.  Some  of  the  patients  had  one  or 
two  soft  or  loose  stools  after  the  medication 
was  taken,  but  none  had  diarrhea.  Since 
the  lack  of  toxicity  and  side-reaction  to 
piperazine  has  been  reported  adequately  in 
the  literature,  no  attempt  was  made  in  this 
study  to  check  blood  or  urine  for  untoward 
reaction.7  ~16 

Table  I indicates  the  number  of  patients 
treated,  the  dosage  of  the  medication,  and 
the  number  of  cures  and  failures.  Of  the  60 
infected  patients,  53,  or  88.4  per  cent,  had 
negative  post-treatment  swab  findings  for 
seven  consecutive  days.  Of  the  7 failures  2 
had  one  single  post-treatment  positive  swab 
finding  each:  a three-year-old  girl  who  re- 


ceived 2 teaspoonfuls  of  the  granules  (equiv- 
alent to  2 Gm.  of  piperazine  phosphate)  and 
a four-year-old  boy  who  received  3 teaspoon- 
fuls of  the  granules  (equivalent  to  3 Gm.  of 
piperazine  phosphate).  The  three-year-old 
girl  had  the  single  positive  swab  finding  on 
the  third  day  of  the  post-treatment  survey 
but  had  13  negative  swab  findings  alto- 
gether. Her  pretreatment  diagnostic  swabs 
were  rated  1 -0-0-0,  indicating  1 to  15  eggs  on 
the  first  diagnostic  swab  and  no  eggs  on  the 
other  three.  The  four-year-old  boy  had  one 
single  positive  smear  on  the  third  post-treat- 
ment survey  and  13  negative  swab  findings. 
This  patient’s  pretreatment  diagnostic  rat- 
ing was  4-4-4-4,  indicating  over  100  eggs  in 
each  swab.  The  three-year-old  girl  had  a 
very  light  worm  burden  and  had  13  negative 
and  only  one  rate  1,  positive  swab  finding 
subsequent  to  the  treatment.  It  is  likely 
that  she  remained  lightly  infected  and  was 
not  cured.  However,  the  second  patient, 
who  had  a heavy  worm  burden  (4-4-4-4) 
also,  had  one  single  rate  1 swab  on  the  third 
post-treatment  survey.  Because  of  the 
heavy  infection  in  this  patient  before  treat- 
ment and  the  single  rate  1 post-treatment 
swab,  it  would  appear  reasonable  to  assume 
that  this  patient  also  was  cured.  If  he  is 
added  to  the  53  who  were  cured,  the  cor- 
rected cure  rate  in  this  study  would  be  54 
out  of  60  patients  cured,  or  a cure  rate  of  90 
instead  of  88.4  per  cent. 

The  results  of  the  post-treatment  swabs  of 
the  noninfected  subjects,  who  were  also 
treated,  are  not  included  in  Table  I.  All  of 
these  subjects  had  negative  post -treatment 
swab  findings,  which  indicated  that  none  of 
them  had  become  infected  by  the  infected 
treated  members  of  the  family. 

Summary 

1.  Results  of  the  treatment  of  pinworm 
infection  in  42  children  and  18  adults  are  re- 


250  New  York  State  Journal  of  Medicine  / January  15,  1965 


ported.  The  percentage  of  cures  in  this 
group  of  patients  treated  with  a single  dose 
of  a new  combination  of  a well-established 
oxyuricide,  piperazine  phosphate  and  senna, 
was  88.4  per  cent.  When  a patient  with  a 
single  positive  post-treatment  swab  finding 
is  included,  the  cure  rate  becomes  90  per 
cent. 

2.  The  combined  medication  was  well 
accepted  and  tolerated,  and  no  untoward  or 
toxic  reactions  were  experienced  by  any  of 
the  children  or  adults. 

3.  The  percentage  of  cures  obtained  in 
this  study  (88.4  per  cent;  corrected  cure 
rate,  90  per  cent),  while  not  as  high  as  the 
97  per  cent  rate  reported  by  White  and 
Scopes12  in  a similar  study,  is  a satisfactory 
cure  rate  for  a single-dose  regimen. 

4.  Observations  with  piperazine  made  in 
this  and  previous  studies  indicate  that  the 
minimal,  consistently  effective  dose  of  any 
piperazine  preparation  in  the  treatment  of 
pinworm  infection  should  be  3 Gm. 

5.  This  new  combination  of  piperazine 
phosphate  and  senna,  palatable  and  pleasant 
to  take,  is  recommended  as  another  effective 
single-dose  regimen  in  the  treatment  of  pin- 
worm  infection. 


Poverty  number  3 cause  of  deaths 


Poverty  is  the  third  leading  cause  of  death  in 
New  York  City,  according  to  George  James, 
M.D.,  city  health  commissioner.  He  attributes 
13,000  deaths  a year  to  the  conditions  of  poverty 
in  which  he  estimates  that  1,400,000  New 
Yorkers,  or  one  fifth  of  the  city’s  population,  are 
living. 

The  role  that  poverty  plays  in  deaths  in  New 
York  City  has  been  ascertained  through  a num- 
ber of  studies.  In  one  study,  five  of  the  ten 
leading  causes  of  death  were  compared  in 
Flushing,  a middle-class  area  97.6  per  cent  white, 
and  the  Bedford  district  in  Brooklyn,  which  is  a 
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poor  section  roughly  one-third  white  and  the  rest 
Negro  and  Puerto  Rican. 

“In  each  case  in  Bedford,”  Dr.  James  reports, 
“the  death  rates  from  these  causes  were  higher 
than  for  the  city  as  a whole,  and  lower  in  Flush- 
ing than  for  the  city  as  a whole.  The  causes  are: 
the  cardiovascular  renal  group,  cancer,  diabetes, 
the  pneumonia-influenza  group,  and  accidents 
. . . for  example,  infant  mortality  is  13.8  (per 
1,000  live  births)  in  Flushing,  and  27  in  Bed- 
ford.” 

Citing  specific  figures  for  deaths  in  these 
various  categories  of  illness,  which  include 
apoplexy  and  lesions  of  the  central  nervous  sys- 
tem, Dr.  James  said:  “It  is  no  exaggeration  to 
say  that  these  deaths  are  caused  by  poverty.  . . . 

For  these  dreadful  figures  of  unnecessary  death, 
poverty  is  the  common  denominator.” 
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Cholecystokinin  in  Oral 
Cholecystography  and 
Cholangiography 
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University  of  Rochester  School  of  Medicine  and  Dentistry 


T he  fatty  meal  has  long  been  used  in 
cholecystography  as  a means  of  causing  gall- 
bladder contraction.  Often  there  is  con- 
comitant visualization  of  the  biliary  ducts, 
but  unfortunately  response  to  the  fatty 
meal  is  quite  variable  and  unpredictable. 
The  introduction  of  cholecystokinin  has 
provided  the  roentgenologist  with  an  agent 
that  causes  gallbladder  contraction  and 
biliary  duct  visualization  rapidly  with 
fairly  consistent  regularity.1-13 

In  1928  Ivy  and  Oldberg1  proposed  the 
name  “cholecystokinin”  for  the  extractable 
hormone  they  found  in  the  mucosa  of  the 
upper  part  of  the  intestine.  After  intra- 
venous injection  this  extract  caused  con- 
traction and  evacuation  of  the  gallbladder 
of  the  dog.  In  1930  Ivy,  Drewyer,  and 
Orndoff2  reported  the  use  of  cholecystokinin 
in  man.  In  1950  Denton,  Gershbein,  and 
Ivy3  showed  gallbladder  evacuation  in  5 of  8 
normal  subjects  after  intravenous  injections 
of  from  11  to  25  mg.  of  a cholecystokinin 
concentrate  following  visualization  of  the 
gallbladder  with  contrast  medium.  The 
potency  of  the  concentrate  was  6 Ivy  dog 
units  per  milligram.  Repetition  of  the 
injection  several  months  later  in  these  5 


subjects  again  produced  gallbladder  evacua- 
tion. 

In  1956  Broden4  injected  cholecystokinin 
intravenously  in  doses  of  from  2.5  to  3 
mg.  into  61  patients,  47  with  suspected 
cholelithiasis  and  14  normal.  Even  in  a 
patient  with  extensive  cholelithiasis  (25 
stones  in  the  gallbladder)  cholecystokinin 
caused  contraction  of  the  gallbladder  and 
filling  of  the  bile  ducts  with  contrast  me- 
dium. No  stones  passed  into  the  ducts, 
however.  In  some  of  the  cases  of 
cholelithiasis,  the  wedging  of  stones  to- 
gether seemed  to  hinder  evacuation  of  the 
gallbladder.  In  many  patients  with  typical 
biliary  symptoms  but  without  demonstrable 
gallbladder  stones,  evacuation  of  the  gall- 
bladder did  not  occur.  In  all  14  normal 
cases,  cholecystokinin  caused  contraction  of 
the  gallbladder,  contrast  filling  of  the  com- 
mon bile  duct,  and  passage  of  the  contrast 
medium  into  the  duodenum.  In  1959 
Tomenius  and  Backhand5  examined  1,262 
patients  after  the  oral  administration  of  a 
contrast  agent  and  intravenous  injection  of 
3 mg.  of  cholecystokinin  (0.04  mg.  per 
kilogram).  Contraction  of  the  contrast- 
filled  gallbladder  and  visualization  of  the 
bile  ducts  occurred  within  one  to  two  minutes 
after  injection  and  was  maximal  fifteen  to 
twenty  minutes  after  injection. 

In  1960  Edholm6  studied  gallbladder 
evacuation  in  15  normal  subjects,  dosed  a 
day  earlier  with  iopanoic  acid,  by  giving 
intravenous  injections  of  3 mg.  of  cholecys- 
tokinin over  a thirty-second  period.  Chole- 
cystokinin promptly  induced  a rapid  evac- 
uation of  the  gallbladder  that  persisted  for 
approximately  fifteen  minutes.  An  initial 
phase  of  rapid  emptying,  with  a volume 
decrease  of  2 cc.  per  minute,  lasted  one 
minute.  A second  phase  of  slow  emptying, 
the  volume  decreasing  0.5  cc.  per  minute, 
lasted  through  the  second  and  third  minutes. 
Increased  emptying,  the  volume  decreasing 
0.8  cc.  per  minute,  occurred  from  the  third  to 
the  fifteenth  minutes.  Emptying  of  the 
gallbladder  ended  between  fifteen  and  thirty- 
one  minutes  after  injection,  followed  by 
refilling.  Initial  volume  of  the  gallbladder 
ranged  from  14  to  60  cc.,  with  an  average  of 
33  cc.  The  average  amount  evacuated 
was  15  cc.,  or  45  per  cent  of  the  initial 
volume,  minimally  8 cc.  and  maximally 
27  cc. 

In  1961  Torsoli  et  aV  reported  the  effects 
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in  130  routine  gallbladder  x-ray  examina- 
tions, cholecystokinin  was  found  to  be  a relia- 
ble, safe,  and  strong  gallbladder  evacuant, 
producing  satisfactory  common  duct  visualiza- 
tion in  85  per  cent  of  the  cases.  Simultaneous 
upper  gastrointestinal  series  were  performed 
in  49  cases,  and  cholecystokinin  produced 
marked  increase  in  small  bowel  motility  in  70 
per  cent  of  these  cases.  Side-effects  included 
abdominal  cramps  in  9 patients,  flushing  in 
15,  and  pain  in  right  upper  quadrant  of 
abdomen  in  4,  but  were  not  severe  enough  to 
interfere  with  examination. 


TABLE  I.  Observations  in  130  cases  after  intra- 
venous injection  of  cholecystokinin  in  cholecystog- 


raphy 

Patients  with 

Patients  with 

Gallbladder 

Duct 

C ontraction — . 

Visualization 

Num-  Per 

Num-  Per 

Response  ber  Cent 

ber  Cent 

Good 

96 

74 

72 

55 

Fair 

33 

25 

39 

30 

Poor 

11 

9 

None 

1 

1 

8 

6 

of  intravenously  administered  cholecysto- 
kinin in  cholecystography,  using  cinefluorog- 
raphy  as  well  as  conventional  radiographic 
technics.  They  observed  that  cholecysto- 
kinin administered  intravenously  during 
three  minutes  in  doses  of  75  Ivy  dog  units 
normally  causes  rapid  contraction  of  the 
gallbladder.  This  contraction  begins 
after  a latent  period  of  from  ten  to  thirty 
seconds  and  is  first  characterized  by  nar- 
rowing of  the  junction  of  the  gallbladder  and 
cystic  duct  for  from  fifteen  to  sixty  seconds. 
This  is  followed  immediately  by  evacuation 
of  the  gallbladder  which  usually  is  maximal 
in  twenty  minutes.  The  initial  phase  of 
evacuation  is  predominated  by  contraction 
of  the  infundibulum,  followed  by  contrac- 
tion of  the  fundus.  Overdosage  or  too 
rapid  injection,  such  as  in  thirty  seconds,  of 
the  hormone  may  result  in  delayed  evacua- 
tion due  to  obstruction  caused  by  a markedly 
contracted  infundibulum.  They  also  noted 
that  the  principal  effect  of  cholecystokinin 
on  the  sphincter  of  Oddi  is  relaxation  and 
that  the  principal  effect  of  cholecystokinin 
on  the  duodenum  is  relaxation. 

Methods  and  materials 

The  cholecystokinin  used*  was  extracted 
from  the  mucosa  of  hog  duodenum.  One 
mg.  contains  25  Ivy  dog  units  of  cholecys- 
tokinin, 33  Crick-Harper-Raper  units  of 
pancreozymin,  and  13  clinical  units  of 
secretin.  It  was  provided  in  ampules  con- 
taining 3 mg.  of  lyophilized  powder  for 
reconstitution  with  10  cc.  of  sterile  saline 
solution. 

In  130  gallbladder  x-ray  examinations 
of  89  women  and  41  men,  25  Ivy  dog 
units  of  cholecystokinin  were  injected  intra- 

*Supplied  by  E.  R.  Squibb  & Sons,  New  York  City. 


venously  over  a period  of  about  two  minutes. 
Of  these  130  patients,  49  had  simultaneous 
upper  gastrointestinal  series  performed. 
One  man  and  1 woman  were  examined 
twice,  and  each  received  two  injections. 
These  ambulatory  patients  varied  from 
twenty  to  seventy-two  years  of  age  and 
were  referred  to  this  office  by  their  physi- 
cians because  of  symptoms  referable  to  the 
gallbladder  and  /or  upper  portion  of  the 
gastrointestinal  tract.  During  the  series 
every  patient  referred  for  gallbladder  ex- 
amination received  the  cholecystokinin  in- 
jection with  the  following  exceptions:  (1) 

those  with  nonvisualization  or  with  poor 
concentration  of  contrast  media,  (2)  most 
of  those  showing  obvious  gallstones,  and 
(3)  one  who  refused.  All  injections  and  all 
observations  were  made  by  the  author 
personally. 

Serial  films  were  made  at  various  time 
intervals,  most  often  at  zero,  two,  four,  eight, 
and  fifteen  minutes  after  the  completion  of 
the  injection.  Those  patients  having  a com- 
bined gallbladder  and  upper  gastrointestinal 
series  received  their  cholecystokinin  injection 
immediately  after  the  exposure  of  a follow-up 
film  which  was  made  thirty  minutes  after 
the  start  of  the  gastrointestinal  series.  The 
serial  biliary  films  were  made  initially  with 
the  patient  in  the  prone  left  anterior  oblique 
position,  but  during  the  latter  half  of  the 
series  the  supine  right  posterior  oblique 
position  was  used  and  was  found  more 
satisfactory.  Total  elapsed  time  from  the 
start  of  the  gastrointestinal  series  to  the 
exposure  of  a fifteen-minute  postcholecys- 
tokinin  film  was  fifty  to  sixty  minutes. 
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No  special  preparation  for  the  examination 
was  carried  out  other  than  a light  “fat- 
free”  supper  and  no  breakfast  prior  to  the 
examination.  Bunamiodyl  (Orabilex)  was 
the  contrast  medium  used. 

Criteria  for  evaluation 

The  results  shown  in  Table  I were  de- 
rived as  follows:  Gallbladder  contraction 

was  considered  good  if  the  gallbladder 
contracted  one-third  or  more,  and  fair  if 
contraction  was  less  than  one-third.  Duct 
visualization  was  considered  good  if  the 
entire  common  duct  was  outlined  with 
sufficient  contrast  medium  to  show  filling 
defects  and  ductal  size  and  shape.  Duct 
visualization  was  considered  fair  if  the  duct 
was  well  outlined  but  was  of  insufficient 
density  for  adequate  filling-defect  visualiza- 
tion or  if  the  majority  but  not  all  of  the  duct 
was  well  visualized.  Follow-up  for  delayed 
reactions  was  obtained  on  all  patients  by 
written  forms  sent  to  and  returned  by 
the  referring  physicians  three  or  more  weeks 
after  the  injection  of  cholecystokinin.  An 
increase  in  small  bowel  motility  was  con- 
sidered to  have  occurred  if  barium  had 
progressed  normally  on  the  thirty-minute 
follow-up  film  and  was  then  seen  in  the 
colon  fifteen  minutes  after  the  subsequent 
injection  of  cholecystokinin. 

Results 

Table  I shows  only  1 case  out  of  130 
which  did  not  demonstrate  gallbladder 
contraction  after  injection  of  the  cholecysto- 
kinin. This  particular  case  had  a repeat 
injection  and  subsequently  showed  fair 
gallbladder  contraction.  Duct  visualiza- 
tion was  good  or  fair  in  85  per  cent  of  the 
cases.  Table  II  shows  a comparison  of 
duct  visualization  in  combined  gallbladder 
and  gastrointestinal  series.  The  higher 
percentage  of  fair  duct  visualization  in 
combined  gallbladder  and  gastrointestinal 
series  is  principally  due  to  the  partial 
obscuring  of  the  common  duct  by  the  barium 
in  the  duodenum.  Duct  visualization  in 
gallbladder  examinations  without  a si- 
multaneous gastrointestinal  series  was  good 
or  fair  in  87  per  cent  of  the  cases  (Fig.  1). 

Table  III  shows  the  type  of  side-effects 
that  were  encountered.  Of  all  the  reactions 
that  occurred  in  the  office,  only  2 cases 


TABLE  II.  Comparison  of  duct  visualization  with 
and  without  combined  upper  gastrointestinal 
examination  after  intravenous  injection  of  chol- 
ecystokinin 


Patients  with 

Patients  with 

Combined 

Gallbladder 

Gallbladder 

Examination 

and 

without 

Gastrointestinal 

Gastrointestinal 

- — E xamina  tion — . 

' — — Study 

^ 

Num- 

Per 

Num- 

Per 

Response 

ber 

Cent 

ber 

Cent 

Good 

21 

43 

51 

63 

Fair 

20 

41 

19 

24 

Poor 

5 

10 

6 

7 

None 

3 

6 

5 

6 

could  be  considered  severe,  and  these 
were  in  patients  who  complained  of  severe 
abdominal  cramps  for  a minute  or  so  after 
the  injection.  This,  however,  did  not 
interfere  with  the  examination.  In  general, 
the  flushing  noted  was  mild  and  did  not 
appear  distressing.  One  case  of  a macular 
skin  rash  with  a few  petechiae  was  reported 
by  a referring  physician  ten  days  after 
cholecystography  with  bunamiodyl.  Symp- 
toms subsided  spontaneously  in  a few  days 
without  medication.  Five  patients  who 
had  gallstones  received  injections,  and  of 
these,  4 had  good  contraction  of  the  gall- 
bladder and  1 had  fair  contraction.  No 
passage  of  stones  into  the  ducts  occurred 
while  these  patients  were  being  examined, 
although  injection  produced  abdominal 
cramps  in  3 of  the  patients  and  pain  in  the 
right  upper  quadrant  of  the  abdomen  in 
another. 

Of  those  cases  having  a simultaneous 
gastrointestinal  series,  70  per  cent  exhibited 
marked  small-bowel  hypermotility  after 
injection  of  cholecystokinin  (barium  into 
the  colon  in  fifteen  minutes  or  less)  (Fig.  2). 
Transient  relaxation  of  the  duodenum  with 
flattening  of  the  mucosal  folds  was  noted  in 
most  cases  immediately  after  injection  of 
cholecystokinin.  Analysis  of  the  material 
showed  that  duct  visualization  generally 
occurred  best  and  most  frequently  at  zero 
to  five  minutes  after  injection.  A few 
cases  showed  the  gallbladder  starting  to 
re-expand  at  fifteen  minutes.  Two  cases 
showed  marked  contraction  of  a “Phrygian 
cap”  at  zero  to  two  minutes  after  injection, 
followed  by  partial  expansion  while  the 
remainder  of  the  gallbladder  contracted. 
The  initial  phase  of  contraction  in  most 
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FIGURE  1.  Serial  exposures  of  gallbladder  evacuation  at  one,  four,  seven,  and  ten  minutes  after  injection 
of  cholecystokinin.  Note  relaxed  duodenal  mucosa  seen  on  the  four-  and  seven-minute  exposures. 


TABLE  III.  Immediate  side-effects 

or  reactions 

— Patients * 

Side-Effects 

Number 

Per  Cent 

Abdominal  cramps 

9 

7 

Flushing 

15 

12 

Pain  in  right  upper 

quadrant  of  abdomen 

4 

3 

cases  was  characterized  by  mild  contraction 
of  the  infundibulum  in  association  with  a 
decrease  in  the  over-all  length  of  the  gall- 
bladder. This  usually  resulted  in  excellent 
visualization  of  the  infundibulum,  even  in 
those  cases  where  gallbladder  contraction 
was  only  fair. 
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FIGURE  2.  (A)  Follow-up  film  made  thirty  minutes  after  patient  drank  barium  shows  normal  progression 
of  barium  through  jejunum.  (B)  Film  of  same  patient  twenty  minutes  later  (fifteen  minutes  after  injection 
of  cholecystokinin)  shows  barium  already  in  hepatic  flexure  of  colon  (arrow). 


Comment 

The  availability  of  a reliable  gallbladder 
evacuant  should  lead  to  improvement  of  the 
roentgen  diagnosis  of  gallbladder  and  biliary 
tract  disease.  In  the  past,  failure  of  the 
gallbladder  to  contract  has  been  of  doubtful 
significance.  Cozzolino  et  al.s  have  shown 
that  serial  cholecystocholangiography  using 
cholecystokinin  for  gallbladder  evacuation 
enabled  them  to  diagnose  correctly  the 
“cystic  duct  syndrome,”  or  partial  cystic 
duct  obstruction,  in  7 cases.  Failure  of  the 
gallbladder  to  contract  normally  is  important 
in  diagnosing  this  syndrome.  Being  able 
to  cause  gallbladder  contraction  consistently 
during  cholecystography  gives  the  radiolo- 
gist a better  chance  at  seeing  small  stones 
which  are  more  readily  visible  in  the  con- 
tracted gallbladder.  In  addition,  having 
the  gallbladder  contract  enhances  the  ability 
to  diagnose  cholesterosis  and  related  dis- 
orders, improves  visualization  of  the  gall- 
bladder infundibulum,  and  causes  visuali- 
zation of  the  cystic  and  common  ducts  in 
most  cases.  Because  of  the  high  percentage 
of  satisfactory  common  duct  visualization, 
cholecystokinin  should  prove  useful  in 
demonstrating  common  duct  stones  and 
displacement  of  the  common  duct  secondary 


to  extrinsic  masses,  such  as  pancreatic 
tumors.  The  present  series  demonstrates 
the  feasibility  of  combined  gallbladder- 
gastrointestinal  series  using  cholecystokinin 
as  a gallbladder  evacuant.  This  combined 
approach  is  particularly  useful  when  it  is 
desired  to  show  the  relationship  between  the 
common  duct  and  the  duodenum.  Chole- 
cystokinin is  very  useful  in  obtaining  bile  by 
duodenal  drainage  as  shown  by  Cozzolino 
et  al.s  The  marked  effect  cholecystokinin 
has  on  small  bowel  motility  may  be  of  use  in 
small  bowel  studies.  However,  it  is  possible 
that  this  effect  is  due  to  the  pancreozymin 
contained  in  the  preparation,  rather  than  the 
cholecystokinin.  It  is  hoped  that  more 
precise  studies  of  the  changes  seen  in  the 
gallbladder  during  evacuation  may  lead  to 
further  refinement  of  the  roentgen  diagnosis 
of  gallbladder  and  biliary  tract  disease. 

Summary 

Cholecystokinin  was  found  to  be  a re- 
liable, safe,  and  strong  gallbladder  evacuant 
in  130  routine  gallbladder  x-ray  examina- 
tions and  produced  satisfactory  common 
duct  visualization  in  87  per  cent  of  the  cases. 
Simultaneous  upper  gastrointestinal  series 
were  performed  in  49  cases,  and  cholecysto- 
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kinin  was  observed  to  produce  a marked 
increase  in  small  bowel  motility  in  70  per 
cent  of  these  cases.  The  experiences  of 
others  with  cholecystokinin  are  reviewed, 
and  the  uses  of  the  drug  are  discussed. 
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Hospital  planning  and  demands 

The  economic  and  social  make-up  of  a com- 
munity determines  its  demand  for  hospital 
facilities  and  should  be  the  basis  for  hospital 
planning,  according  to  a report  published  by  the 
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marital  status,  educational  level,  and  the  age, 
sex,  and  racial  composition  of  the  population 
“cause”  demand  for  hospital  care,  the  report 
shows. 

The  report,  The  Demand  for  General  Hospital 
Facilities,  by  Gerald  D.  Rosenthal,  Ph.D., 
assistant  professor  in  economics  at  Harvard 
University,  is  based  on  a research  project  con- 
ducted at  Harvard  and  supported  in  part  by  the 
U.S.  Public  Health  Service. 

Dr.  Rosenthal  challenges  present  methods  of 
planning  hospital  facilities,  particularly  the  use 
of  uniform  bed-population  ratios  to  determine 
need.  He  is  critical,  for  example,  of  the  ratio  of 
4.5  beds  to  1,000  population  applied  by  the 
federal  Hill-Burton  hospital  construction  pro- 
gram. 

Through  the  use  of  economic  research  tech- 
nics, Dr.  Rosenthal  found  “a  greater  element  of 
consumer  choice  in  medical  care  expenditures 
than  has  been  generally  acknowledged.”  His 
conclusion  was  based  on  the  fact  that  higher 
income,  lower  prices  for  care,  and  greater  in- 
surance coverage  are  associated  with  higher  use 
of  hospitals. 
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By  assuring  essential  hospital  care,  health  in- 
surance and  higher  incomes  free  a larger  amount 
of  consumer  income  to  purchase  either  elective 
health  services  or  other  nonhealth-related  goods 
and  services.  The  decision  between  a summer 
vacation  and  cosmetic  surgery,  Dr.  Rosenthal 
said,  is  a typical  example  of  a consumer  choice. 

He  challenges  the  commonly  accepted  theory 
that  supply  of  hospital  facilities  “creates”  de- 
mand or  use.  Both  supply  and  utilization,  he 
says,  arise  from  the  same  causes — economic  and 
social  characteristics  of  the  population.  Areas 
with  greater  supplies  of  facilities  relative  to  de- 
mand use  their  facilities  to  a lesser  degree  than 
areas  with  smaller  supplies  relative  to  demand. 

Dr.  Rosenthal  found,  among  factors  in- 
fluencing use  of  hospitals,  that  married  women 
and  families  used  hospital  facilities  less  than 
other  groups.  His  explanation  is  that  the  home 
may  offer  an  alternative  facility  for  care,  be- 
cause another  family  member  is  available  to 
give  needed  care. 

Dr.  Rosenthal  found  some  social  factors  were 
of  less  importance  in  1960  than  in  1950.  For 
example,  degree  of  urbanization  has  less  effect 
on  hospital  utilization  than  in  the  past,  probably 
reflecting  the  great  ease  of  travel  and  better  dis- 
tribution of  health  care  facilities. 

Insurance  coverage  had  a greater  effect  in 
1960,  however,  possibly  reflecting  the  broader 
benefits  that  more  effectively  cover  essential 
services. 

Dr.  Rosenthal  urges  further  application  of 
economic  demand-analysis  technics  in  hospital 
planning,  not  only  of  facilities,  but  also  of  pro- 
grams for  financing  care  and  making  needed  serv- 
ices more  accessible  to  the  population. 
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T RiGEMiNAL  neuralgia  is  a disease  of  un- 
known cause  manifested  by  severe  lightning- 
like,  lancinating  pains  in  the  face,  radiating 
into  one  or  more  of  the  main  divisions  of  the 
trigeminal  nerve.  Each  pain  is  only  mo- 
mentary in  duration  but  is  generally  so 
severe  that  the  patient  instantly  stops  what- 
ever he  is  doing  and  stands  transfixed.  A 
violent,  ticlike  response,  almost  a recoil  of 
the  face  from  the  pain,  often  takes  place. 
The  pains  may  be  repeated  at  frequent 
intervals  every  few  seconds  or  minutes  or,  at 
times,  for  hours.  Attacks  may  last  for 
days,  weeks,  or  months  and  generally  tend  to 
increase  in  frequency  over  a period  of  years. 
The  onset  usually  accompanies  middle  age 
or  the  later  years,  and  duration  as  well  as 
severity  are  likely  to  increase  along 
with  frequency.  Disability  increases  pro- 
gressively as  interference  with  chewing  and 
eating  and  talking  or  shaving  becomes  more 


and  more  of  a problem.  Weight  loss,  ema- 
ciation, and  dehydration  will  occur  in  the 
more  severe  cases,  and  treatment  may  be- 
come a semi-emergency. 

Medical  treatment  is  empirical  and  symp- 
tomatic and  includes  the  use  of  vitamin  B12 
given  in  a series  of  injections  as  well  as 
diphenylhydantoin  (Dilantin)  by  mouth, 
which  is  occasionally  effective.  However, 
the  course  of  the  disease  is  not  altered.  The 
only  mainstays  of  treatment  that  have 
offered  any  degree  of  long-term  relief  are 
sectioning  of  peripheral  divisions  or  the 
sensory  root  of  the  trigeminal  nerve  and 
similar  treatment  by  means  of  injection 
technics  into  the  same  structures. 

Despite  the  many  ingenious  methods  de- 
vised to  cope  with  trigeminal  neuralgia,  the 
condition  still  remains  a difficult  problem. 
The  continued  need  to  treat  elderly  patients 
with  this  disease  by  operation  leaves  an 
irreducible  minimum  of  inevitable  deaths 
that  simply  cannot  be  avoided  and  also 
produces  an  unavoidable  morbidity.  An 
even  more  difficult  problem  is  the  question, 
not  yet  settled,  of  whether  or  not  sensory 
loss  must  be  endured  to  obtain  lasting  relief 
from  the  pain.  The  so-called  decompres- 
sion-compression operations  leave  wide  open 
the  difficulty  of  dealing  with  recurrences  and 
the  necessity,  therefore,  of  performing  multi- 
ple operations  with  all  their  attendant  haz- 
ards.1 

The  search  for  an  acceptable  injection 
method  which  would  bypass  surgery  and  yet 
produce  permanent  relief  has  resulted  in  the 
use  of  hot  water  to  replace  the  previously 
favored  alcohol.  Injection  of  alcohol  into 
the  peripheral  nerves,  such  as  the  maxillary 
or  mandibular  divisions,  or  into  supraorbital 
and  infraorbital  branches  of  the  peripheral 
divisions,  has  resulted  in  good  but  tempo- 
rary relief  from  pain.  Alcohol  injected  into 
the  ganglion  can  produce  permanent  relief, 
but  it  presents  a real  hazard  of  cranial  nerve 
palsies  when  the  alcohol  leaks  along  the 
brain  stem.  For  this  reason  most  neurosur- 
geons have  abandoned  alcohol  injection  of 
the  ganglion  and  have  favored  an  operative 
approach.  Hot  water  injected  into  the 
gasserian  ganglion  has  theoretical  advan- 
tages over  alcohol  in  that  its  rapid  dilution 
and  cooling  when  overinjection  takes  place 
should  result  in  no  permanent  damage  to 
adjacent  structures.  Indeed,  Jaeger,2-6  re- 
porting on  the  results  of  more  than  300  cases, 
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in  26  patients  with  trigeminal  neuralgia 
treated  by  hot-water  block  of  the  gasserian 
ganglion,  complete  relief,  lasting  for  the  dura- 
tion of  follow-up  ( from  one  and  one-half 
months  to  two  years),  was  obtained  in  20 
patients,  good  temporary  or  partial  relief  in 
4,  and  no  relief  in  2.  Failure  to  relieve  was 
attributed  to  failure  to  obtain  a successful 
block.  There  were  no  deaths  from  the  treat- 
ment, and  major  complications  consisted  of 
temporary  sixth-nerve  palsy  in  1 and  burning 
dysesthesias  in  3. 


TABLE  II.  Location  of  pain  by  division  of  nerve  in 
26  patients  with  trigeminal  neuralgia 


TABLE  I.  Age  distribution  of  26  patients  with 
trigeminal  neuralgia 


Age  (Years) 

Number  of  Patients 

30  to  39 

3 

40  to  49 

2 

50  to  59 

4 

60  to  69 

5 

70  to  79 

11 

80  or  more 

1 

stated  that  he  had  not  experienced  any  facial 
paralyses  and,  in  addition,  that  pa- 
tients with  extraocular  palsies  always  re- 
covered completely  in  less  than  five  or  six 
months.  Jaeger  also  reported  that  relief 
was  permanent  but  that  an  unspecified 
number  of  patients  had  to  be  reinjected. 
However,  these  were  not  necessarily  recur- 
rences, since  Jaeger  used  light  thiopental 
sodium  anesthesia  and  was  only  able  to  test 
the  result  by  noting  the  patient’s  involun- 
tary reaction  to  pinprick.  He  was  there- 
fore quite  unable  to  determine  the  exact  ex- 
tent of  sensory  loss  obtained  at  time  of  the 
block.  Many  of  the  reinjections  must 
therefore  have  been  necessary  in  patients  in 
whom  destruction  of  the  ganglion  cells  was 
not  complete  at  the  first  attempt. 

Clinical  material 

A series  of  26  patients  was  treated,  begin- 
ning May  19,  1958;  14  of  the  patients  were 

women  and  12  were  men.  The  age  distribu- 
tion is  shown  in  Table  I.  Of  the  26,  22  had 
trigeminal  neuralgia  of  unknown  cause;  3 
had  similar  trigeminal  neuralgia  as  part  of 
multiple  sclerosis;  and  1 had  trigeminal 
neuralgia  as  a result  of  Paget’s  disease,  prob- 
ably because  of  encroachment  of  thickened 
bone  on  the  trigeminal  root.  In  terms  of 
duration,  3 patients  had  had  pain  for  less 
than  one  year,  2 for  one  to  two  years,  8 for 
two  to  five  years,  6 for  five  to  ten  years,  and 
7 for  more  than  ten  years.  Nineteen  pa- 
tients had  pain  on  the  right  and  seven  had 
left-sided  pain,  but  no  significance  was  at- 
tributed to  this  finding.  Table  II  shows  the 
location  of  the  pain  by  division  of  the  nerve 
affected.  It  is  noteworthy  that  6 of  the 
patients  had  had  previous  operations  with- 
out permanent  relief,  and  13  had  had  pre- 
vious blocks  of  one  kind  or  another  on  at 
least  one  occasion  and  generally  more.  A 


Number  of 

Division  Involved  Patients 


First  (8  patients) 

Alone 

0 

With  second 

4 

With  second  and  third 

4 

Second  (21  patients) 

Alone 

4 

With  first 

4 

With  third 

9 

With  first  and  third 

4 

Third  (18  patients) 

Alone 

5 

With  second 

9 

With  first  and  second 

4 

total  of  about  40  blocks  in  all  had  been  done 
on  these  patients. 

Results 

The  results  of  hot-water  block  in  this 
series  were  good,  in  that  20  patients  had 
complete  and,  within  the  limits  of  the  follow- 
up period,  “permanent”  relief  of  their  tri- 
geminal pain;  2 patients  had  complete  but 
only  temporary  relief,  2 had  partial  relief, 
and  2 had  no  relief.  Of  the  20  patients  with 
complete  relief  at  the  time  of  last  examina- 
tion, 3 have  been  followed  for  from  one  and 
one-half  to  two  and  one-half  months,  5 for 
from  six  to  twelve  months,  and  9 for  from  one 
to  two  years.  The  remaining  3 patients 
were  completely  relieved  when  examined  im- 
mediately after  treatment  and  have  not 
been  followed  up  as  yet. 

Lasting  relief  was  specifically  correlated 
with  numbness  to  pinprick  in  the  division 
affected.  Two  of  the  failures  resulted  from 
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TABLE  III.  Neurologic  results  after  hot-water  block  of  gasserian  ganglion  in  26  patients  with  trigeminal 

neuralgia 


Sensation 

First  Division 
Dimin- 
ished 

Uivioinri 

"i  Tiixrioircn 

Lost 

Same 

Lost 

Dimin- 

ished 

Same 

Lost 

i mra  JLiivision * 

Dimin- 
ished Same 

Pinprick 

9 

10 

3 

14 

8 

0 

19 

3 

0 

Light  touch 

7 

10 

5 

11 

9 

2 

16 

4 

2 

Cold 

8 

7 

4 

10 

9 

0 

15 

4 

0 

Heat 

7 

4 

4 

9 

4 

1 

11 

3 

0 

Corneal  reflex 

8 

6 

10 

technical  inability  to  produce  a nerve  block. 
One  patient  with  partial  relief  developed  a 
return  of  sensation  along  with  the  return  of 
pain.  Of  the  2 patients  with  complete  but 
temporary  relief,  one  had  only  a mild  partial 
return  with  continued  absence  of  sensation, 
and  the  other  had  a similar  mild  partial  re- 
turn of  pain  with  persistence  of  sensory 
diminution.  In  2 patients  who  later  had 
return  of  sensation  there  was  no  recurrence 
of  pain. 

The  neurologic  results  with  respect  to 
sensation  immediately  following  the  block 
are  shown  in  Table  III.  It  is  evident  at 
once  that  differential  block  is  possible.  As 
a matter  of  fact  it  is  impossible  not  to  obtain 
differential  blocking  in  a given  series  of  pa- 
tients; or,  to  put  it  another  way,  one  cannot 
succeed  in  destroying  all  types  of  cutaneous 
sensation  in  all  three  divisions  at  every 
blocking,  which,  of  course,  would  be  undesir- 
able. It  is  well  to  note  that  a considerable 
degree  of  control  can  be  exercised  over  the 
divisions  affected.  The  goal  is  to  eliminate 
pain  sensation  from  the  areas  experiencing 
the  neuralgia.  In  this  series,  as  usual,  the 
third  division  was  most  often  affected  by 
both  the  pain  and  the  sensory  loss.  Inter- 
estingly, too,  the  blocking  of  cold  and  heat 
sensation  does  not  necessarily  run  parallel. 
Of  greater  importance  is  the  fact  that  the 
corneal  reflex  was  preserved  in  many  pa- 
tients, and  with  increasing  experience  this 
could  be  done  deliberately  most  of  the  time. 
In  this  series  there  was  no  change  in  the 
corneal  reflex  in  10  cases.  The  reflex  was 
diminished  in  only  6 and  was  lost  in  8. 
Deep  pressure  was,  of  course,  preserved  in 
every  instance  and  therefore  was  not  tabu- 
lated. 

Fifth-nerve  motor  loss  occurred  in  10  of 
16  adequately  observed  patients;  8 pa- 
tients had  only  a partial  motor  loss,  while  2 
had  complete  loss.  Recovery  occurred  in 


about  four  months  with  complete  loss  and 
more  rapidly  in  those  patients  with  incom- 
plete loss.  These  results  contrast  some- 
what with  Jaeger’s  series,2-6  in  which  he 
stated  that  motor  paralysis  occurred  in 
practically  all  cases.  He  did  report  that  all 
recovered.  None  of  the  patients  in  the 
present  series  has  experienced  any  major 
difficulty  from  the  temporary  paralysis  even 
when  complete.  An  occasional  patient  did 
notice  a difference  in  the  ability  to  chew. 
Although  bilateral  trigeminal  neuralgia  re- 
quiring intervention  is  rare,  nevertheless,  it 
does  occur,  and  it  is  of  some  importance  to 
be  certain  that  motor  function  will  remain 
intact,  provided  an  interval  of  a few  months 
elapses  between  the  blockings  on  the  two 
sides. 

None  of  the  patients  died  as  a direct  result 
of  the  disease  or  the  treatment.  One  pa- 
tient, however,  in  whom  there  was  a partial 
return  of  sensation  and  pain,  committed 
suicide.  He  was  reported  to  have  been  very 
depressed  over  the  death  of  his  wife  and,  in 
addition,  over  the  return  of  the  pain.  Two 
patients  died  of  unknown  causes  during  the 
follow-up  period.  Only  two  major  com- 
plications occurred.  One  of  these  was  a 
sixth-nerve  paralysis  which  disappeared 
completely  in  three  months.  The  other 
complication  was  that  of  burning  dyses- 
thesias which  took  place  in  3 patients. 
These  were  similar  in  all  respects  to  dyses- 
thesias reported  in  patients  with  trigeminal 
neuralgia  treated  by  other  methods  such  as 
trigeminal  root  section.  One  of  these  3 pa- 
tients was  the  woman  who  had  the  sixth- 
nerve  paralysis.  Minor  complications  were 
all  immediate  and  included  hematoma  and 
ecchymosis  of  the  cheek,  return  of  blood  or 
spinal  fluid  through  the  needle,  and  injection 
of  too  much  hot  water  into  the  spinal  fluid, 
with  resulting  nausea,  vomiting,  vertigo, 
and  nystagmus  generally  lasting  from  one  to 
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FIGURE  1.  X-ray  photograph  of  patient  with  tri- 
geminal neuralgia  showing  needle  passing  through 
foramen  ovale  (outlined). 


two  minutes.  One  patient,  however,  also 
had  meningeal  signs,  with  drowsiness,  con- 
fusion, and  restlessness  clearing  up  after 
twenty-four  hours. 

Method  of  injection 

The  technic  of  hot- water  injection  of  the 
gasserian  ganglion  is  as  follows: 

The  procedure  is  carried  out  in  the  x-ray 
department,  generally  on  an  outpatient 
basis.  Neither  preblock  sedation  nor  gen- 
eral anesthesia  is  used  so  that  the  patient 
can  be  adequately  tested  during  the  pro- 
cedure. Local  anesthesia  of  the  skin  is 
sometimes  employed.  The  patient  is  best 
treated  in  a sitting  position  to  facilitate  the 
taking  of  submento -vertex  views  of  the 
skull.  In  elderly  patients  with  arthritis  of 
the  spine,  the  neck  cannot  be  extended  far 
enough  in  the  supine  position  to  permit 
adequate  views.  In  the  sitting  position  the 
chair  can  be  moved  a sufficient  distance  from 
the  x-ray  cassette,  and  the  tube  can  be 
angled  to  a great  enough  degree  to  allow  for 
proper  exposure.  This  allows  the  operator 


to  observe  the  foramen  ovale  clearly  on  the 
x-ray  film  (Fig.  1).  The  skin  is  entered 
with  a 3 Vo-inch,  20-gauge  spinal  needle  on 
the  appropriate  side  of  the  face  and  at  the 
lowest  point  on  the  nasolabial  fold  beneath 
the  zygoma,  so  that  the  needle  will  pass 
medial  to  the  mandible  while  not  penetrating 
the  mucous  membrane  of  the  cheek.  A 
prepared  skull  may  be  used  as  a guide,  but 
in  any  case  the  needle  is  directed  toward  the 
foramen  ovale,  as  judged  from  this  skull  or 
the  pupil  of  the  eye.  It  is  unnecessary  and 
inaccurate  to  mark  the  planned  distance  of 
the  needle  by  means  of  a pierced  piece  of 
rubber.  Careful  aim  is  taken  for  the  pre- 
sumed site  of  the  foramen  ovale,  and  this  is 
checked  by  means  of  the  x-ray  film.  With 
appropriate  correction  and  repeated  x-ray 
films,  the  needle  can  be  made  to  enter  the 
foramen  ovale  without  too  much  difficulty. 
With  experience,  the  percentage  of  success- 
ful penetrations  increases  and  the  number  of 
x-ray  films  required  decreases. 

The  depth  of  penetration  beyond  the 
foramen  ovale  is  determined  by  the  patient’s 
response  and  the  division  which  needs  to  be 
blocked.  Third-division  pain  can  be  treated 
by  shallow  penetrations,  whereas  first-di- 
vision  pain  requires  a deeper  placement. 
The  patient  is  asked  to  report  the  occurrence 
of  pain  similar  to  that  which  he  ordinarily 
experiences  and  to  give  the  location  of  this 
pain.  The  response  may  be  helpful  but  is  by 
no  means  consistent  enough  to  be  relied  on  by 
itself.  There  is  much  variability,  too,  from 
patient  to  patient. 

When  a placement  is  judged  successful  by 
the  patient’s  responses  and  the  x-ray  films, 
the  next  step  is  to  test  the  results  by  means 
of  the  hot-water  injection.  Ordinary  tap 
water  boiling  in  an  open  dish  is  safe  and  has 
been  used  in  this  series.  A 2-cc.  syringe  is 
first  heated  by  repeated  aspirations  of  water 
into  it.  The  water  in  the  syringe  is  then 
quickly  injected  through  the  needle  in 
amounts  anywhere  from  a few  drops  to  1 or 
even  2 cc.  By  this  time  the  water,  of  course, 
is  no  longer  boiling.  Intense  trigeminal 
pain  is  experienced  in  the  division  being 
injected  or  in  the  entire  side  of  the  face  but 
disappears  within  seconds.  Sensory  loss  is 
immediate  and  can  be  tested  for  with  the 
needle  still  in  place.  The  ideal  immediate 
result  is  for  the  patient  to  be  unable  to  dis- 
tinguish pinprick  from  deep  pressure  in  the 
division  under  treatment.  If  the  loss  is  in- 
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complete,  or  if  a portion  of  the  face  which 
has  experienced  trigeminal  pain  has  not  yet 
been  affected,  the  injection  can  be  repeated 
after  shifting  the  needle  to  a new  position. 
If  an  incomplete  injection  into  the  ganglion 
has  been  obtained,  there  may  be  a tempo- 
rary loss  of  sensation  with  relief  of  pain  for  a 
period  of  hours.  When  sensory  loss  persists 
for  a day,  it  is  likely  to  be  lasting. 

Conclusions 

In  this  small  series  of  patients  suffering 
from  trigeminal  neuralgia  and  treated  by 
hot-water  block  of  the  gasserian  ganglion, 
complete  and  “permanent”  (for  the  duration 
of  follow-up)  relief  was  obtained  for  20  of  26 
patients.  In  addition,  4 have  had  good 
temporary  or  partial  relief,  and  2 have  had 
no  relief.  Failure  to  relieve  can  be  attrib- 
uted to  failure  to  obtain  a successful  block. 
There  were  no  deaths  from  the  treatment, 
and  major  complications  consisted  of  tempo- 
rary sixth-nerve  palsy  in  1 and  burning  dyses- 
thesias in  3. 

From  this  series  of  patients  it  is  reasonable 
to  conclude  that  hot-water  block  of  the 
gasserian  ganglion  is  a safe  and  effective 
treatment  for  trigeminal  neuralgia.  Sue- 


Fewer  colds,  less  influenza 


Americans  had  a lower  rate  of  colds  and  in- 
fluenza in  the  twelve  months  ended  June,  1964, 
than  in  other  recent  years,  according  to  the 
Public  Health  Service. 

This  doesn’t  mean  that  viruses  are  losing  their 
punch.  Public  Health  Service  officials  say 
that  the  lower  rate  might  be  credited  to  weather 


cessful  relief  of  pain  is  correlated  with  pro- 
duction of  analgesia  in  the  divisions  affected. 
Returning  sensation  generally  heralds  a 
recurrence  of  pain.  There  need  be  no  mor- 
tality, and  major  morbidity  can  be  kept  to  a 
minimum.  The  procedure  can  be  done  on 
short  notice  and  is  suitable  even  for  very  old 
and  feeble  patients  who  are  unable  to  un- 
dergo operation.  Control  by  means  of  x-ray 
study  is  essential  for  a high  percentage  of 
successes.  No  definite  conclusions  can  be 
drawn  from  this  series  concerning  the  true 
permanency  of  the  relief.  However,  the 
procedure  can  be  repeated  if  necessary. 
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and  other  imponderables  and  that  the  rate 
might  rise  again  this  year  or  some  later  year. 

The  report  was  issued  by  the  health  service’s 
National  Center  for  Health  Statistics.  It 
covered  a health  interview  survey  conducted 
among  42,000  American  households  containing 
about  134,000  persons.  Figures  reported  by  this 
sample  were  then  projected  on  a national  basis. 

The  door-to-door  survey  covered  acute  sick- 
ness conditions,  chronic  conditions,  and  in- 
juries suffered  at  home,  on  the  highways,  and  on 
the  job. 
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Incomplete  mold  spore  counts  taken  in 
Central  Park,  Manhattan,  have  previously 
been  reported  by  Durham.1-2  Mold  spore 
counts  have  also  been  made  since  1947  by 
the  author  at  the  Jewish  Hospital  of 
Brooklyn;3  at  the  Battery  and  in  Central 
Park  in  Manhattan;  and  at  Rockaway 
Beach,  Far  Rockaway,  Flushing,  and  Belle- 
rose  in  Queens.4-6  However,  no  attempt 
had  previously  been  made  to  determine  and 
average  the  count  for  New  York  City. 

The  present  study  was  undertaken  to  de- 
termine the  relative  Alternaria  concentra- 
tions in  Brooklyn,  Manhattan,  and  Queens 
and  to  determine  whether  or  not  the  Alter- 
naria counts  of  Brooklyn  and  Rockaway,  the 
only  locations  completely  studied  in  the 
past,  have  been  representative  of  the  entire 
city. 

Technics 

The  technics  employed  in  preparing,  ex- 
posing, staining,  and  counting  slides  in  this 
survey  were  those  recommended  by  the  Pol- 
len and  Mold  Survey  Committee  of  the 
American  Academy  of  Allergy.7  Glass  slides, 
frosted  at  one  end,  were  exposed  daily  at 
9:00  a.m.  for  twenty-four  hours  in  a 
Durham  shelter.  They  had  been  coated 


an  alternaria  spore  survey  of  New  York 
City  in  1963  showed  the  spore  count  to  be 
moderate:  The  total  average  Alternaria  count 
for  New  York  City  was  636,  and  there  were 
fifty-one  days  with  average  counts  of  6 or 
more.  The  spore  counts  were  lowest  in 
Brooklyn  and  highest  in  Far  Rockaway,  with 
Manhattan  spore  counts  most  representative 
of  the  city  as  a whole. 


with  a drop  of  a mixture  containing  75  per 
cent  U.S.P.  ( United  States  Pharmacopeia) 
petrolatum  and  25  per  cent  U.S.P.  mineral 
oil.  The  film  was  made  as  thin  and  as 
smooth  as  possible.  To  prevent  contamina- 
tion, all  slides  were  stored  in  tightly  covered 
slide  boxes  at  all  times,  except  when  exposed 
in  the  shelters  or  being  counted. 

Because  pollen  granules  were  being 
counted  at  the  same  time,  two  or  three 
drops  of  Calberla’s  stain  were  dropped  on 
the  exposed  slide.  This  stained  the  pollen 
grains  a deep  reddish -purple  and  served  to 
disperse  the  mold  spores  on  the  slide  so  that 
they  could  be  counted  readily.  A coverslip 
1.9-cm.  square  was  then  placed  on  the 
slide.  All  the  mold  spores  under  the  cover- 
slip  (3.61  sq.cm.)  were  counted  under  the 
low-power  objective  of  a microscope  equipped 
with  a mechanical  stage.  When  there 
was  difficulty  in  identifying  the  spores  under 
low  power,  the  high,  dry  objective  was 
employed.  By  dividing  the  number  of 
spores  counted  under  the  coverslip  by  3.6, 
the  number  of  spores  per  square  centimeter 
of  slide  could  be  computed.  All  figures  in 
this  report  represent  the  number  of  mold 
spores  per  square  centimeter  of  slide  during 
a twenty-four-hour  exposure.  To  convert 
these  figures  to  Alternaria  spores  per  cubic 
yard  of  air,  the  count  per  square  centimeter 
should  be  multiplied  by  14.9. 8 This  factor 
applies  only  to  counts  for  Alternaria  spores 
collected  on  slides  exposed  in  the  Durham 
shelter  under  standard  conditions. 

Location  of  exposure  stations 

Exposures  were  made  on  the  roof  tops  of  a 
21 -floor  apartment  house  in  midtown  Man- 
hattan,* the  Jewish  Hospital  of  Brooklyn,! 

* Counts  made  by  the  author. 

+ Counts  made  by  Miss  Clemencia  Erazo,  allergy  labora- 
tory technician,  and  Bertram  Kahn,  M.D.,  Resident  in 
Allergy,  the  Jewish  Hospital  of  Brooklyn. 
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FIGURE  1.  Average  daily  Alternaria,  Hormo* 
dendrum,  and  ragweed  pollen  counts  in  New  York 
City  in  August,  September,  and  October,  1963  (solid 
line,  Hormodendrum;  dotted  line,  Alternaria;  and 
broken  line,  ragweed). 


and  St.  Joseph’s  Hospital  in  Far  Rockaway.* 
The  buildings  selected  were  usually  the 
tallest  in  the  vicinity  and  were  not  flanked  by 
nearby  structures. 

The  Durham  shelter  was  always  placed  at 
least  3 feet  above  any  nearby  parapet  or 
other  obstruction. 

In  all,  398  slides  were  counted.  The 
margin  of  personal  error  was  reduced  to  a 
minimum  by  repeated  checks  on  the  same 
slides  by  the  three  observers. 

Results 

The  counts  for  the  three  boroughs  were 
averaged  every  day,  and  the  figure  thus 
obtained  was  considered  to  be  the  average 
daily  Alternaria  count  for  New  York  City. 
In  Figure  1 the  average  daily  counts  for 
New  York  City  are  recorded  for  the  months 
of  August,  September,  and  October  in  terms 
of  the  number  of  Alternaria  spores  per 
square  centimeter  of  slide,  and,  in  addition, 
the  daily  Hormodendrum  spore  and  ragweed 
pollen  counts,  also  averages,  are  shown. 
The  daily  Alternaria  counts  for  the  three 
boroughs  and  the  daily  averages  for  New 
York  City  appear  in  Table  I.  Again,  the 
counts  are  number  of  spores  per  square 
centimeter  of  slide.  In  addition,  counts  were 
done  for  Brooklyn  during  April,  May,  June, 
and  July  but  are  not  recorded  in  this  report. 

New  York  City.  In  August  the  highest 
average  Alternaria  count  in  New  York  City, 
23  spores,  was  reported  on  the  twenty- 
fourth.  The  total  average  count  for  the 
month  was  246.  There  were  nineteen  days 
with  average  counts  of  6 or  more  per  square 
centimeter.  In  September  the  highest  aver- 
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age  count,  21  spores,  was  obtained  on  the 
twentieth.  The  total  average  count  for  the 
month  was  219,  and  there  were  seventeen 
days  with  average  counts  of  6 or  more.  In 
October  the  highest  average  counts,  12  and 

14  spores,  were  obtained  on  the  twenty- 
seventh  and  twenty-eighth  respectively.  The 
total  average  count  for  the  month  was  171, 
and  there  were  fifteen  days  with  average 
counts  of  6 or  more.  Thus,  during  the 
three  months  the  total  average  Alternaria 
count  for  New  York  City  was  636,  and  there 
were  fifty-one  days  with  average  counts  of  6 
or  more. 

Brooklyn.  In  August  the  highest  count, 

15  spores,  was  reported  on  the  thirteenth. 
The  total  count  for  the  month  was  110,  and 
there  were  eight  days  with  counts  of  6 or 
more.  In  September  the  highest  count,  8 
spores,  was  on  the  twenty-ninth.  The  total 
count  was  109,  and  there  were  six  days  with 
counts  of  6 or  more.  In  October  the  highest 
count,  8 spores,  was  obtained  on  the  twelfth. 
The  total  count  was  49,  and  there  was  only 
one  day  with  a count  of  6 or  more.  For  the 
three  months  the  total  count  was  268,  and 
counts  were  6 or  more  on  fifteen  days. 

Manhattan.  In  August  the  highest 
count  was  21  spores,  obtained  on  the  fifth. 
The  total  count  was  253,  and  there  were 
twenty-one  days  with  counts  of  6 or  more. 
In  September  the  highest  count  was  24 
spores,  obtained  on  the  thirteenth.  The 
total  count  was  245,  and  there  were  nineteen 
days  with  counts  of  6 or  more.  In  October 
the  highest  count  was  18  on  the  twenty- 
eighth.  The  total  count  was  204,  and  there 
were  sixteen  days  with  counts  of  6 or  more. 
For  the  three  months  the  total  count  was 
702,  and  there  were  fifty-six  days  with  counts 
of  6 or  more. 

Far  Rockaway.  In  August  the  highest 
count  was  52  on  the  twenty-fourth.  The 
total  count  was  378.  There  were  twenty- 
seven  days  with  counts  of  6 or  more.  In 
September  the  highest  count  was  31  on  the 
twentieth.  The  total  count  was  293. 
There  were  twenty-two  days  with  counts  of 
6 or  more.  In  October,  the  highest  count, 
21  spores,  was  obtained  on  the  twenty- 
eighth.  The  total  count  was  261,  and  there 
were  nineteen  days  with  counts  of  6 or  more. 
The  total  count  for  the  three  months  was 
932,  and  there  were  sixty-eight  days  with 
counts  of  6 or  more. 


Comment 

The  Alternaria  spore  counts  in  Brooklyn 
were  a great  deal  lower  than  the  computed 
average  for  New  York  City.  The  Far 
Rockaway  counts  were  higher.  The  Man- 
hattan counts  most  closely  approximate  the 
average  for  the  city.  A parallel  situation 
was  found  to  exist  for  ragweed  pollen.9 

The  1963  Alternaria  season  was  a moder- 
ately severe  one.  From  1948  through  1962 
(fifteen  years)  the  average  count  in  Brooklyn 
for  the  entire  season  was  586,  and  the  aver- 
age number  of  days  with  counts  of  6 or  more 
was  twenty-eight.  In  1963  the  total  count 
in  Brooklyn  was  381,  and  there  were  twenty 
days  with  counts  of  6 or  more. 

Summary 

1.  An  Alternaria  spore  survey  of  New 
York  City  was  undertaken,  employing  the 
standard  technic  outlined  by  the  Pollen  and 
Mold  Survey  Committee  of  the  American 
Academy  of  Allergy. 

2.  The  Alternaria  spore  counts  in  New 
York  City  were  moderate  in  1963.  Seasonal 
totals  in  terms  of  Alternaria  spore  density 
were  lowest  in  Brooklyn  and  highest  in 
Far  Rockaway. 

3.  Total  Alternaria  spore  counts  in  Man- 
hattan were  the  most  representative  of  the 
city  as  a whole. 

555  Prospect  Place,  Brooklyn  16 
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Genital  Cancer 
in  Jews 

LIONEL  SANDLER  AUSTER,  M.D.,  F.A.C.S. 

New  York  Cit 

Attending  Surgeon,  Associate  in  Pathology,  and  Chief 
of  the  Tumor  Service,  Bronx-Lebanon  Hospital  Center 

| n 1906  Vineberg1  noted  that  in  fifteen  years 
of  observation  of  19,800  outpatient  depart- 
ment gynecologic  patients  at  The  Mount 
Sinai  Hospital  dispensary  in  New  York 
City,  there  were  1,995  (or  10  per  cent)  with 
lacerations  of  the  cervix,  and  18  cases  of  can- 
cer of  the  cervix  of  which  50  per  cent  were 
in  non-Jewish  women,  who  were  only  5 per 
cent  of  the  total  patients,  an  incidence  20 
times  as  great  as  in  Jewish  women.  In  1919, 
in  the  Festschrift  for  Osier’s  seventieth 
birthday,  Vineberg2  reported  a study  done 
with  Rubin  of  all  the  gynecologic  cases  from 
1909  to  1918.  In  30,000  patients  they  found 
20  proved  cervix  carcinomas:  13  in  Jewish 
women  and  7 in  non-Jewish.  The  propor- 
tion of  the  non-Jewish  to  Jewish  in  the  out- 
patient department  patient  population  was 
1 in  15.  Therefore,  the  actual  incidence  was 
13  in  28,000,  or  1:2,154  in  Jewesses  and  in 
non-Jews  7 to  2,000  or  1:285,  an  incidence 
7.5  times  greater  than  in  Jewish  women. 

I heard  about  this  remarkable  observation 
in  the  early  1920’s  when  I was  privileged, 
tor  a while,  to  spend  long,  backbreaking 
hours  holding  retractors  while  the  master 
vaginal  expert  of  his  day  performed  his 

Presented  before  the  American  Physicians  Fellowship  for 
the  Israel  Medical  Association  at  the  New  York  Academy  of 
Medicine,  March  13,  1962. 

This  study  was  supported  in  part  by  a grant  from  the 
Cancer  Research  Society,  Inc.,  New  York,  New  York. 


work.  Despite  the  fact  that  the  Jewish 
women  patients  in  the  outpatient  depart- 
ment were  immigrants,  lived  in  poverty  and 
squalor,  the  worst  possible  hygienic  sur- 
roundings, and  had  the  going  type  of  fair- 
to-poor  routine  obstetric  care  for  their  many 
gestations,  their  cervical  inflammations  and 
lacerations  did  not  conform  to  the  then  cur- 
rent theories  concerning  cervical  cancero- 
genesis. 

In  a report  presented  at  the  3rd  Inter- 
national Cancer  Congress  in  1939,  I3  noted 
that  1,558  cases  of  cervix  cancer  in  a ten- 
year  period  at  the  New  York  City  Cancer 
Institute  and  Hospital  represented  11.8  per 
cent  of  total  admissions  and  21.4  per  cent 
of  female  admissions,  the  largest  single 
group  of  admissions  classified  under  any  one 
anatomic  subdivision  and  an  incidence  in 
women  equivalent  to  diseases  of  the  breast. 
Practically  all  of  the  patients  were  married 
or  had  been  sexually  active,  most  of  them 
had  children,  and  15  per  cent  had  positive 
Wassermann  test  results.  Although  reli- 
gious or  racial  data  were  not  all  accurately 
noted,  it  was  justifiably  believed  that  in  the 
entire  group  of  1,558  cases  there  were  3 
Jewish  women  of  whom  2 at  least  had  lived 
with  uncircumcised  men.  I again  men- 
tioned it  at  a subsequent  National  Cancer 
Conference. 

Following  a trip  to  the  Mediterranean 
and  Israel  in  1961,  interest  in  this  subject 
was  revived.  Over  the  years  many  have 
studied  various  aspects  of  the  subject  of 
genital  cancer  in  Jews  with  great  effort  and 
the  expenditure  of  much  money  awarded  as 
grants-in-aid  for  world-wide  statistical  and 
experimental  research.  There  are  over  100 
published  contributions. 

Consideration  of  the  demography  of  can- 
cer in  Jews  brings  many  aspects  into  focus. 
This  report  limits  attention  to  male  and  fe- 
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male  genital  cancer  as  it  affects  the  penis 
and  the  uterine  cervix,  with  a brief  glance 
at  the  comparative  figures  for  corpus  and 
breast  cancer  in  Jews  contrasted  with  the 
non-Jewish  population. 

Cancer  of  the  penis  is  almost  unknown  in 
Jewish  males  who  have  been  circumcised  in 
infancy;  cancer  of  the  cervix  is  almost  as 
rare  in  women  whose  sole  sexual  experiences 
have  been  with  such  circumcised  partners; 
cancer  of  the  body  of  the  uterus  parallels 
the  incidence  in  non-Jewish  women;  and 
breast  cancer,  although  similar  in  incidence 
to  that  of  the  general  population,  shows  a 
tendency  to  higher  figures  in  areas  where 
socioeconomic  levels  are  above  average. 

I shall  attempt  to  summarize  the  data,  to 
correlate  the  variable  factors  allegedly  in- 
volved in  etiology,  to  note  the  wide  varia- 
tions in  group  incidence,  and  to  review 
several  areas  of  investigation  which  may 
give  clues  to  the  answers. 

Cancer  of  the  penis 

In  1904  Sutherland4  noted  in  Lahore, 
India,  that  in  792  cases  of  cancer,  there  were 
72  of  the  penis  in  uncircumcised  Hindus  and 
none  in  circumcised  Mohammedans,  al- 
though there  was  equal  prevalence  of  malig- 
nant disease  among  the  two  peoples.  Me- 
gaw  in  19055  saw  64  cases  in  Calcutta,  only 
2 of  which  were  in  Mohammedans.  Bar- 
ney’s6 analysis  of  100  cases  in  1907  showed 
that  phimosis  was  present  in  85  per  cent,  and 
all  cases  were  in  non- Jews. 

Wolbarst’s7  report  on  penis  cancer  in  1932 
was  based  on  data  obtained  from  205  United 
States  hospitals  and  from  government 
sources  in  India  from  1925  to  1930  as  well  as 
data  from  London,  Vienna,  and  Montreal. 
There  were  1,103  cases  in  the  United  States, 
not  one  of  which  was  in  a circumcised  Jew, 
in  the  26  Jewish  hospitals  reporting.  There 
was  one  case  of  an  uncircumcised  man  in  the 
midwest  who  professed  to  be  a Jew. 

In  India,  of  a total  of  8,484  cases  of  can- 
cer in  men  of  which  1,336  were  penile:  1,303 
were  in  Hindus  (97.5  per  cent)  and  26  were 
Mohammedans  (2  per  cent)  despite  the  fact 
that  the  Mohammedan  population  in  hos- 
pitals reporting  was  over  21  per  cent.  Mo- 
hammedans are  circumcised  later  in  life, 
from  four  to  nine  years,  and  often  incom- 
pletely. Cancer  was  often  noted  in  the 
scars  of  late  circumcisions  but  never  in  Jews. 


Barringer  and  Dean,8  and  then  Dean  in 
1935 9 analyzed  120  cases  of  epithelioma  of 
the  penis  at  Memorial  Hospital  for  Cancer 
and  Allied  Diseases  in  which  not  1 patient 
had  been  circumcised  in  infancy,  65  per  cent 
had  difficulty  in  retracting  the  foreskin,  and 
100  per  cent  had  a history  of  some  form  of 
chronic  local  irritation.  There  were  no 
Jews  in  the  series.  Some  form  of  operative 
treatment  was  needed  to  free  the  glans  in 
45,  and  37  had  been  circumcised  in  some 
form  in  later  life  because  of  phimosis,  para- 
phimosis, or  irritation. 

The  occurrence  of  penile  cancer  in  Jews  is 
so  rare  that  it  has  been  considered  note- 
worthy to  report  isolated  cases.  Dean10 
reported  a case  in  1936  of  a man  circumcised 
in  infancy  who  subsequently  developed 
carcinoma  about  the  meatus  which  had  been 
subjected  to  considerable  trauma.  Mar- 
shall1112 wrote  about  one  in  1953,  a seventy- 
three-year-old  bachelor  with  a three-year 
history.  Paquin  and  Pearce13  reported  one 
in  a forty-three-year-old  man  who  had  been 
circumcised  in  infancy,  with  a three-year 
history  of  a small  coronal  sulcus  lesion  which 
started  as  carcinoma  in  situ.  Here  are  4 
cases  of  Jews  in  the  literature,  1 of  whom 
had  not  been  circumcised.  I personally  saw 
another  many  years  ago  which  was  not  re- 
ported, in  which  the  man  had  had  about 
twenty  years  of  recurrent  traumatic  instru- 
mentation about  his  urethral  meatus  with 
subsequent  malignant  changes  in  this  un- 
usual site.  That  repeated  trauma  can  and 
does  produce  such  changes  in  fertile  soil  is 
also  attested  by  Mac  Donald’s14  case  of  a 
venereal  wart  converted  to  carcinoma  by  re- 
peated energetic  cauterization  at  intervals, 
while  the  warts  which  were  not  cauterized 
remained  benign,  similar  to  the  findings  of 
Amelar.15 

Kennaway  in  1947 16  17  reviewed  the  litera- 
ture and  the  clinical  data  in  Great  Britain 
and  again  concluded  that  cancer  of  the 
penis  is  absent  in  those  circumcised  soon 
after  birth;  occasionally  occurs  in  those  cir- 
cumcised at  from  three  to  fourteen  years; 
and  is  very  common  in  some  countries  of 
Asia  where  circumcision  is  not  practiced, 
such  as  Ceylon,  Siam,  China,  and  Hindus 
in  India. 

Further  studies  of  individuals  in  whom 
circumcision  had  been  performed  in  late 
childhood  or  in  manhood  for  phimosis 
showed  that  in  16  cases  in  which  circum- 
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cision  had  been  performed  at  a mean  age  of 
twenty-three  (range  fourteen  to  forty-five) 
penis  cancer  developed  after  a mean  interval 
of  twenty-three  plus  years  (range  eight  to 
forty-one  years). 

Failure  of  protection  in  cases  in  which  the 
operation  was  deferred  until  the  fourteenth 
year  indicates  that  the  train  of  events  leading 
to  the  malignant  growth  is  initiated  early 
in  fife.18-24 

Protection  given  by  the  Jewish  operation 
is  not  because  of  the  removal  of  the  cancer- 
bearing area,  inasmuch  as  the  greater  num- 
ber of  these  lesions  arise  from  the  glans, 
corona,  and  sulcus  with  one-third  to  one- 
half  arising  in  the  prepuce  in  various  series 
of  cases.  The  lag,  delay,  or  dormancy  of 
cancer  development  is  also  seen  in  various 
other  areas,  namely  cervix  cancer.  Radia- 
tion cancer,  scrotal  cancer,  and  bladder 
cancer  due  to  chemical  agents  are  other 
examples. 

Khanolkar25  of  Bombay  found  86  penile 
cancers  in  others  and  only  two  in  Muslims, 
despite  comparatively  similar  incidence  for 
other  malignant  lesions. 

Handley26  emphasized  the  statistics  from 
Fiji  where  natives  practice  circumcision,  in 
contrast  to  Hindu  immigrants,  and  points 
to  this  as  a unique  experiment  in  natural 
history  inasmuch  as  penile  cancer  is  common 
in  the  Hindus  and  virtually  unknown  in  cir- 
cumcised natives. 

Schrek  and  Lenowitz,27  in  139  Veterans 
Administration  hospital  patients  with  penile 
carcinoma  compared  with  a control  group, 
found  a high  percentage  of  Negroes,  a high 
incidence  of  syphilis  and  gonorrhea,  a low 
incidence  of  circumcision  in  early  life,  and 
the  same  incidence  during  boyhood  and 
early  manhood.  The  common  denominator 
in  these  factors  is  poor  sex  hygiene.28-29 

Licklider  in  1961 30  reviewed  all  the  histo- 
logically confirmed  cases  at  Memorial  Hos- 
pital for  Cancer  and  Allied  Diseases  from 
1919  to  1959  with  a comparison  group  of 
838  patients.  There  were  152  penile  cases 
of  which  religious  status  was  known  in  131. 
Random  samples  of  general  hospital  ad- 
missions showed  35  per  cent  Catholic,  32 
per  cent  Protestant,  3 per  cent  others,  and 
30  per  cent  Hebrew.  In  the  penile  cancer 
cases  there  were  3.3  per  cent  of  Hebrews  for 
a total  of  4 cases  in  which,  furthermore,  the 
circumcision  status  was  not  known. 

Kaufman  and  Sternberg  in  1963 31  re- 


ported a case  they  consider  the  seventh  in 
circumcised  men  and  the  third  in  Gentiles 
circumcised  at  birth,  the  only  case  in  this 
group  in  which  there  was  no  antecedent 
trauma.  Their  patient  had  a diathesis  for 
epidermoid  cancers  of  the  skin  and  exposed 
surfaces  with  a likelihood  that  the  penis 
lesion  was  the  result  of  such  hereditary  pre- 
disposition.32 

In  the  American  medical  press,  and  more 
frequently  in  the  British  journals,  there  are 
occasional  periods  of  interest  and  letter- 
writing to  the  editor  with  conflicting  views 
and  anxiety  concerning  the  fate  of  the  fore- 
skin. There  are  ardent  champions  of  the 
status  quo.  Gairdner,33  a noted  pediatri- 
cian, did  an  extensive  piece  in  the  British 
Medical  Journal  including  embryology,  pa- 
thology, and  morbidity.  He  concluded  that 
the  foreskin  is  not  complete  in  children  until 
the  age  of  four  years,  that  a prophylactic 
effect  can  be  obtained  by  teaching  proper 
personal  hygiene,  and  bemoaned  the  fact 
that  the  figures  for  morbidity  and  mortality 
of  children  in  Great  Britain  from  inept  sur- 
gery by  residents  and  general  practitioners 
are  worse  than  the  potential  cancers.  In 
conflicting  views  expressed  in  a subsequent 
flurry  of  letters,  some  with  tongue  in  cheek, 
it  was  noted  that  there  has  been  an  appre- 
ciable increase  in  the  frequency  of  circum- 
cision in  the  past  twenty  years,  and  it  was 
suggested  that  date  of  birth  is  now  im- 
portant in  evaluation  of  frequency  of  penile 
cancer. 

History  of  circumcision 

In  discussing  aspects  of  Jewish  sex  life  in 
biblical  Egypt,  Lewinsohn34  suggests  that 
circumcision,  which  for  two  thousand  years 
was  counted  as  a reproach,  was  originally 
and  is  again  now  regarded  as  a sign  of  prog- 
ress. 

The  origin  of  the  practice  is  lost  in  the 
mists  of  prehistoric  time.  Some  hold  that 
the  operation  is  a survival  of  the  days  of 
human  sacrifice  and  symbolic  in  the  purging 
of  an  infant  of  the  sins  of  his  forefathers. 
In  primitive  cultures  it  is  a test  of  courage, 
a ceremonial  of  admission  to  manhood,  of 
elevation  to  full  membership  in  the  tribe,  and 
other  variants  of  ritualistic  custom.  Fra- 
zer,35 in  The  Golden  Bough,  speaks  of  the 
religious  type  of  tribal  ritual  practiced  in 
this  regard  in  New  Guinea;  Australian 
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Bush;  Maori,  New  Zealand;  and  other 
primitive  areas.  I have  seen  the  ceremonial 
huts  and  some  of  the  paraphernalia  used  in 
Micronesian  villages  of  the  South  Pacific 
islands  where  the  barbaric  custom  of  in- 
fibulation  and  circumcision  of  male  and 
sometimes  female  children  was  practiced  on 
adolescents  between  the  ages  of  nine  and 
thirteen  years. 

Certainly  the  thought  that  Jews  intro- 
duced circumcision  to  distinguish  themselves 
from  other  peoples  is  untenable,  for  most  of 
the  peoples  with  whom  they  came  in  contact 
were  themselves  circumcised,  and  during 
their  stay  in  Egypt  they  found  their  un- 
circumcised condition  a disadvantage  and 
an  embarrassment.  The  Egyptian  doctor- 
priests  adopted  the  custom  which  was  cur- 
rent throughout  most  of  Africa,  as  a hy- 
gienic ritual.  Moses,  who  was  a protege  of 
the  court  and  had  entree  to  educated  cir- 
cles, seemingly  never  thought  much  of  the 
fact  that  a long  foreskin  stamped  one 
as  a barbarian.  He  was  never  circum- 
cised himself,  although  his  wife,  Zipporah, 
daughter  of  a priest  of  Midian,  circumcised 
his  son. 

It  was  only  after  Moses’  death  that  Joshua 
issued  an  edict  for  all  Jews  to  be  circumcised, 
referring  for  support  of  the  idea  to  the  fact 
that  Abraham,  of  Ur,  near  Babylon  where 
circumcision  was  not  generally  practiced, 
and  all  the  males  of  his  household  had  under- 
gone the  operation  after  his  visit  to  Egypt. 
For  long  it  was  considered  a requirement  of 
cleanliness  and  therefore  of  ritual,  for  what 
was  unclean  was  an  abomination  of  the 
Lord. 

This  was  still  the  point  of  view  in  Joshua’s 
day  when  he  revived  the  custom.  Jews 
were  being  circumcised  and  despised  the 
Philistines  for  being  uncircumcised  as  they 
themselves  had  been  despised  by  the  Egyp- 
tians for  the  same  reason ! 

Gradually,  however,  many  Eastern  peo- 
ples, beginning  with  the  Phoenicians,  gave 
up  the  practice.  But  the  Jews  retained  it 
even  in  the  Diaspora.  Thus  a measure 
which  began  as  a sign  of  assimilation  with 
adaptation  to  more  civilized  peoples,  be- 
came a characteristic  derided  by  the  un- 
circumcised as  a barbaric  atavism ! 

Obviously  the  practice  in  Jewish  families 
was  in  vogue  in  Nazareth  in  the  year  1 of 
the  Christian  calendar  because  the  circum- 
cision of  Jesus  is  still  celebrated  on  the  first 


of  January,  which  is  the  eighth  day  after 
Christmas. 

Ethnology 

In  a foreword  quoted  by  Sorsby,36  Wil- 
liams, writing  in  1908  on  the  Natural  History 
of  Cancer  says:  “The  Jews  being  widely 

scattered  throughout  the  world,  with  di- 
verse conditions  of  existence  are  admirably 
circumstanced  for  illustrating  the  compara- 
tive importance  of  race  factors  versus  en- 
vironment in  determining  the  incidence  of 
cancer.” 

Discussion  of  cancer  incidence  in  individ- 
uals of  Jewish  religious  preference,  or  who 
by  birth  or  association  are  classified  as 
members  of  the  Hebrew  group,  has  often 
been  marked  by  references  to  the  Jewish 
“race.”  Since  the  activities  of  Hitler  and 
his  colleagues  and  the  periodic  resurgence  of 
overt  antisemitic  activity  in  various  areas, 
I have  become  exceedingly  chary  of  the 
loose  use  of  the  word  “race.”  It  may  be 
merely  a matter  of  semantics  and  of  usage. 
Anthropologically  it  is  an  unjustified  term 
when  used  to  describe  a group  as  varied  in 
physical  characteristics;  geographic  loca- 
tions; social,  economic,  and  cultural  as- 
pects; and  the  host  of  other  features  which 
characterize  such  a people.  But  even  the 
dictionaries  today  grant  that  ethnic  groups 
of  common  or  similar  stock  may  be  called 
races,  nations,  and  other  synonyms  which 
are  technically  incorrect  and  untrue.  Per- 
haps we  shall  have  to  grant  the  use  of  the 
word  for  the  sake  of  brevity  and  under- 
standing despite  its  inaccuracy.  However, 
it  is  difficult  to  understand  the  ethnic 
grouping  of  a tall,  typically  Nordic,  blond, 
large-framed  Scandinavian  Jew  as  “racial” 
brother  of  the  squat,  dark,  heavy-set 
southern  Russian  and  the  thin,  sallow, 
yellow-brown  skinned  Yemenite  or  the 
Negro  of  North  Africa  or  Tanganyika. 

Mohammedan  ritual  and  practice 

Reference  is  often  made  to  the  relative  in- 
frequency of  penile  cancer  in  Moslems,  who 
practice  circumcision  usually  between  the 
ages  of  four  and  nine  or  ten.  To  under- 
stand the  reason  for  this  custom  one  must 
consider  the  origins  of  Islam.  A young, 
well-born  caravan  trader  of  Mecca  named 
Mohammed  became  disturbed  over  the 
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worship  of  a holy  stone  or  meteorite  sur- 
rounded by  several  hundred  idols  in  the  re- 
vered Kaaba  temple  enclosure.  He  upset 
his  family  greatly  by  blaspheming  both  the 
idol  worship  and  the  lucrative  religious 
practice  of  votive  offerings  which  they  con- 
trolled and  collected. 

The  tale  is  told  that  to  meditate  on  these 
problems  he  retired  to  a cave  near  Mecca 
where,  despite  the  fact  that  he  could  not 
read,  the  angel  Gabriel  came  from  heaven 
with  a scroll  on  which  it  was  established 
that  there  was  but  one  God  who  was  Allah, 
sublime  and  all  powerful,  and  that  Allah 
had  a prophet  who  was  Mohammed.37 
There  had  been  other  prophets  before  him, 
such  as  Abraham,  Jesus,  and  Buddha,  but 
Mohammed  was  to  be  the  greatest,  and  he 
went  out  to  preach  the  word  and  gain  con- 
verts. When  the  anxiety  of  his  family  and 
friends  became  so  great  that  they  felt  he 
should  be  killed  to  preserve  the  family  for- 
tunes, the  plot  was  discovered,  and  Mo- 
hammed and  his  followers  fled  to  Medina 
and  launched  Islam  on  the  world.  The 
Hegira,  or  flight,  took  place  in  A.  D.  622, 
which  in  the  Moslem  calendar  is  the  year  1. 

When  Mohammed  dictated  the  articles  of 
faith,  which  subsequently  became  the  Koran , 
he  was  still  profoundly  impressed  and  in- 
fluenced by  the  monotheistic  Jews  who  for- 
bade idols  and  images.  Originally  he  pro- 
posed that  Moslems  face  Jerusalem  when 
praying.  The  Jews  of  Medina  were  almost 
converted  to  Mohammed’s  new  sect  or 
program  but  characteristically  fell  out  with 
the  prophet  over  ritualistic  details,  partic- 
ularly in  connection  with  some  dietetic 
liberalizations  which  were  rejected  by  the 
Jews.  As  a result  there  was  a very  short 
local  Holy  War  in  which  700  Jews  were 
massacred  in  a pit,  and  today  Moslems  turn 
toward  Mecca  instead  of  Jerusalem,  and 
there  is  continuing  discord  between  the  two 
groups.  But  the  original  basic  rules  con- 
tinue, and  I am  told  by  some  of  our  hospital 
residents  that  in  modern  progressive  Moslem 
areas  circumcision  is  now  practiced  shortly 
after  birth  by  physicians  or  even  Jewish 
mohels,  instead  of  the  delayed  rituals  from 
age  four  to  puberty  performed  by  feldchers, 
barbers,  or  local  technicians. 

In  modern  time,  even  while  Hitler’s 
minions  were  directing  their  scorn  and 
mockery  against  the  circumcised,  Western 
medical  advances  have  demonstrated  the 


value  of  this  procedure,  and  today  it  is 
estimated  that  over  85  per  cent  of  all  white 
male  children  born  in  the  hospitals  of  the 
United  States  are  circumcised  shortly  after 
birth,  regardless  of  religion. 

It  is  the  concensus  of  informed  opinion 
and  an  incontrovertible  fact  based  on  world- 
wide observation  that  the  prevention  of 
cancer  of  the  penis  consists  in  complete  am- 
putation of  the  foreskin  in  infancy.38-47 

Cancer  of  the  uterine  cervix 

Following  Vineberg’s1  1906  observation, 
the  question  of  susceptibility  of  Jews  to 
cancer  has  been  under  examination. 

Beginning  with  Fishberg  in  1911 48  and 
Hoffman’s  treatise  in  1915 49  summarizing 
the  mortality  from  cancer  throughout  the 
world,  on  through  Horwitz  in  192750  from 
the  Mayo  Clinic  and  Sorsby  in  London  in 
1931 36  with  his  survey  of  reports  on  Jews  in 
major  world  centers,  the  inquiries  continued 
with  increasing  intensity,  curiosity,  and 
investigation.51  -65 

Certain  repetitive  conclusions  have  been 
persistent  in  most  reports  with  minor  geo- 
graphic statistical  variations  in  incidence. 
There  has  been  unanimity  in  acceptance  of 
the  obvious  relationship  of  circumcision  to 
the  absence  of  cancer  of  the  penis.  Sorsby 
showed  that  general  incidence  of  cancer 
varied  in  different  Jewish  communities,  with 
fairly  close  approximation  of  the  rate  for 
Jews  to  that  of  non-Jews  in  the  various 
cities  studied.  London  and  Warsaw  were 
equal;  in  Amsterdam,  Budapest,  and  Lodz 
the  Jews  were  lower  in  cancer  incidence; 
in  Leningrad  the  Jews  were  higher;  in 
Vienna  they  were  lower  in  1900  but  showed 
little  difference  in  1930,  so  that  the  fluctua- 
tions were  geographical  rather  than  racial. 
The  difference  between  the  sexes  was  not 
significant. 

But  when  comparisons  were  made  as  to 
organs  involved  there  were  marked  dif- 
ferences. There  was  a markedly  lower  in- 
cidence of  uterine  cancer  in  Jewish  women 
in  all  cities;  not  1 case  of  penile  cancer  was 
found;  there  was  a low  rate  of  oral  or  buccal 
cancer;  and  for  breast  cancer  the  figures 
were  similar  in  London,  Amsterdam,  and 
Warsaw,  but  much  higher  in  Budapest  and 
especially  in  Vienna,  the  havens  of  intellec- 
tual and  social  aristocracy  where  late  mar- 
riages, low  birthrates,  and  a higher  number  of 
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TABLE  I.  Distribution  of  primary  sites  of  5,755  malignant  neoplasms*  classified  according  to  patient’s 

religious  preferencef 
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Num- 
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Breast 

770 

13.4 

351 

12.3 

124 

10.0 

282 

19.0 

3 

10 

Colon 

532 

9.2 

196 

6.8 

89 

7.2 

231 

15.6 

4 

12 

Lung 

497 

8.6 

270 

9.4 

135 

10.9 

69 

4.7 

11 

12 

Skin** 

443 

7.7 

229 

8.0 

98 

7.9 

102 

6.9 

3 

11 

Cervix 

383 

6.7 

294 

10.3 

71 

5.7 

12 

0.8 

4 

2 

Lymphomas 

249 

4.3 

130 

4.5 

51 

4.1 

62 

4.2 

1 

5 

Buccal 

243 

4.2 

118 

4.1 

83 

6.7 

31 

2.1 

4 

7 

Prostate 

236 

4.1 

142 

5.0 

36 

2.9 

49 

3.3 

4 

5 

Rectum 

224 

3.9 

107 

3.7 

47 

3.8 

66 

4.5 

0 

4 

Stomach 

213 

3.7 

101 

3.5 

43 

3.5 

63 

4.2 

2 

4 

Bladder 

178 

3.1 

90 

3.1 

26 

2.1 

56 

3.8 

4 

2 

Blood 

(leukemia) 

171 

3.0 

81 

2.8 

45 

3.6 

42 

2.8 

1 

2 

Corpus 

159 

2.8 

79 

2.8 

34 

2.8 

42 

2.8 

1 

3 

Thyroid 

152 

2.6 

60 

2.1 

23 

1.9 

64 

4.3 

1 

4 

Larynx 

140 

2.4 

76 

2.7 

51 

4.1 

12 

0.8 

0 

1 

Brain,  cord 

135 

2.3 

74 

2.6 

37 

3.0 

20 

1.3 

2 

2 

Pancreas 

111 

1.9 

60 

2.1 

14 

1.1 

31 

2.1 

2 

4 

Malignant 

melanoma 

87 

1.5 

37 

1.3 

18 

1.5 

28 

1.9 

3 

1 

All  other 

832 

14.5 

370 

12.9 

211 

17.1 

221 

14.9 

15 

15 

Totals 

5,755 

100.0 

2,865 

100.0 

1,236 

100.0 

1,483 

100.0 

65 

106 

* Hospital  of  the  University  of  Pennsylvania,  January,  1955,  to  December,  1959,  inclusive, 
f Askovitz,  S.  I.:  J.  Albert  Einstein  M.  Center  9:  229  (1961).76 
**  Other  than  malignant  melanoma. 


unmarried  women  prevailed.  Obviously 
there  is  no  “racial”  immunity,  only  a marked 
regional  variation,  and  the  thesis  that  Jews 
are  not  prone  to  cancer  was  not  substan- 
tiated. 

That  Jewish  women  seem  to  be  relatively 
immune  to  squamous  cell  cancer  of  the  cer- 
vix seems  well  established.66  -68  Corsca- 
den69  at  Sloane  Hospital  found  3 in  999  cases 
of  cervix  cancer  of  which  2 were  of  the  adeno- 
carcinomatous  type.  Smith70  at  Memorial 
noted  similar  scarcity  , as  did  Horwitz50  and 
later  Treusch,  Hunt,  and  Rousuck71  at  the 
Mayo  Clinic  who,  in  566  cases  in  which  reli- 
gious preference  was  noted,  found  not  1 
Jewess.  In  7,000  cases  of  cervical  cancer 
in  the  Radiumhemmet  in  Sweden  there  were 
3 Jewish  women.72  I have  previously  noted 
the  figures  of  Vineberg  and  Rubin  and  my- 
self. 

Ober  and  Reiner73-74  found  that  in  their 
Boston  hospitals,  including  Beth  Israel  and 
Lying-In,  the  ratio  of  cervix  cancer  to  corpus 
cancer  in  Jewish  women  was  1 : 4,  whereas 
in  non- Jews  it  was  2:1.  The  1952  figures 
of  the  Massachusetts  Department  of  Public 
Health  gave  the  over-all  prevalence  and  inci- 


dence ratio  of  cervix  cancer  to  corpus  cancer 
as  5:1.  The  rate  of  Jewish  to  non- Jewish 
in  three  hospitals  studied  was  1 : 9,  and  of  22 
cases  in  Jewish  women  2 were  in  post- 
hysterectomy cervix  stumps. 

Weiner,  Burke,  and  Goldberger75  also  had 
6 cases  of  stump  cancer,  1 of  which  was 
cancer  in  situ  with  gland  involvement  in  a 
nulliparous  sixty-year-old  Jewess  who  had 
an  asymptomatic  cervical  polyp. 

The  most  recent  thorough  analysis  of  the 
relationship  between  malignant  neoplasms 
and  the  patient’s  religion  was  done  by 
Askovitz76  on  5,755  consecutive  malignant 
tumors  diagnosed  at  the  University  of 
Pennsylvania  Hospital  (Table  I). 

To  avoid  error  in  comparing  religious 
groups,  the  percentages  of  specific  organ 
cancers  were  determined  from  the  total  of 
all  cancers  in  each  group  rather  than  the 
over-all  total  for  the  entire  population 
(Fig.  1). 

Hygiene,  celibacy, 
and  coitus  as  factors 

In  presenting  all  these  curiously  inter- 
esting statistics  and  observations,  the  men 
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who  made  them  also  began  to  speculate  on 
some  of  the  coincidences,  variations,  and 
causes.  The  earliest  writers  attributed  the 
paucity  of  uterine,  and  cervical  carcinomas 
particularly,  to  the  tenets  of  the  rites  of 
Niddah — the  sexual  hygiene  propounded  in 
Leviticus  for  Jewish  women. 

A whole  tractate  of  the  Talmud  is  de- 
voted to  these  details,  which  in  essence  are 
that  one  day  before  and  five  days  during 
the  menses  are  “unclean.”  Then,  following 
a bath,  seven  clean  days  follow  during  which 
coitus  is  prohibited  until  a ritual  immersion 
(mikvah)  once  again  opens  the  gate.  Sex- 
ual continence  is  also  prescribed  for  forty 
days  following  the  birth  of  a male  child  and 
for  eighty  days  after  the  birth  of  a girl. 
(Some  have  wondered  whether  that  is  why 
girl  babies  were  so  little  admired  or  desired.) 
However,  modern  revised  practice  for  ortho- 
dox adherents  to  the  rules  is  set  in  the  last 
of  the  codes,  the  Yoreh  Deah,  in  which  only 
seven  unclean  days  follow  the  birth  of  a boy 
and  fourteen  the  birth  of  a girl,  followed  by 
the  seven  clean  days  before  coitus  as  in  the 


case  of  a menstrual  period.  Moreover,  any 
blood  or  bloody  discharge  is  considered  ab- 
normal, and  tests  and  examinations  must 
be  made  to  determine  its  cause. 

Kennaway,72  in  his  1948  study  of  racial 
and  social  incidence,  remarks  anent  Niddah 
and  ritual  immersion  baths,  that  similar 
rules  are  in  effect  for  Mohammedans  and 
Parsees,  and  although  these  practices  are 
frequently  quoted,  one  seldom  hears  that 
the  ancient  Hindu  ritual  is  similarly  strict 
with  specific  ritualistic  regulations.  Kenn- 
away also  remarks  that  Jewish  women  usu- 
ally marry  early  and  have  many  children, 
this  in  connection  with  observations  made 
by  many  that  most  cervix  cancers  were  in 
married  multiparas  and  rarely  in  nulliparas 
or  celibate  women. 

To  evaluate  these  ideas,  the  now  famous 
paper  of  Gagnon  in  195077  reported  that 
over  a period  of  twenty  years  in  an  average 
annual  population  of  13,000  women  living 
in  religious  seclusion  in  the  Quebec  area 
there  was  not  1 case  of  cervix  cancer, 
although  fundus  or  corpus  cancer  was  six 
times  as  great  as  in  the  ordinary  population. 
Gagnon  interpreted  this  as  support  for  the 
assumption  that  cervix  cancer  was  associated 
with  the  consequences  of  childbirth. 

Towne  in  1955, 78  referring  to  Gagnon’s 
work,  reported  on  a twenty-year  period 
from  1933  to  1953  during  which  a total  of 
574  proved  cervix  cases,  of  which  37,  or  6.4 
per  cent,  were  in  unmarried  women,  were 
treated  by  radiotherapy  at  Mercy  Hospital. 
Three  were  of  the  religious  group  out  of  a 
total  of  3,083  nuns,  and  a general  survey  of 
10,000  others  found  three  more  nuns.  He 
confirmed  Gagnon  with  7 : 1 and  11:1  ratios 
of  corpus  to  cervix  cancer,  but  took  issue 
with  him  otherwise.  Although  Towne  ac- 
cepts coitus,  parity,  and  cervicitis  as  in- 
fluences, he  does  not  accept  Gagnon’s  idea 
that  lacerations  and  chronic  irritation  from 
parturition  trauma  are  major  factors  and 
presents  6 cervix  cancers  out  of  13,000  in 
nulliparous  nuns. 

Objective  scientific  investigators  now  real- 
ized that  if  environmental  factors  were  of 
significance,  the  epidemiologic  aspects  should 
be  studied  in  depth.  Workers  like  Wynder79 
and  his  colleagues80;  Lombard  and  Potter81; 
Jones,  Macdonald  and  Breslow82;  Dunn 
and  Buell,83  considered  and  tabulated  the 
variables  potentially  significant  in  the  eti- 
ology of  cervix  cancer. 
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Wynder79-80  pointed  out  that  the  fre- 
quency rates  in  various  groups,  while  vari- 
able in  different  centers,  nevertheless  had 
consistent  ratios  of  incidence  when  com- 
pared with  each  other.  For  example:  Hin- 
dus were  very  high,  Christians  in  India  were 
high,  Negroes  were  high,  Chinese  were  high, 
Par  sees  and  Moslems  were  low,  and  Jews 
were  very  low.  Individuals  low  in  the  socio- 
economic scale  were  consistently  higher  in 
cervix  cancer  incidence  than  those  on  upper 
socioeconomic  levels.  Rojel84  in  Copen- 
hagen showed  that  prostitutes  had  a fre- 
quency four  times  that  of  others. 

Males  with  poor  penile  hygiene  are  in  the 
same  groups  as  women  with  high  incidence 
of  cervix  cancer.  Inasmuch  as  a few  women 
exposed  only  to  circumcised  males,  and  also 
some  virgins,  develop  epidermoid  cervix 
carcinoma,  it  was  postulated  that  there 
must  be  other  variables  in  the  etiology. 

Sociologic  considerations 

Several  extensive  studies  were  initiated 
with  the  use  of  an  interview  technic  in 
which  proved  cancer  cases  and  matched 
controls  were  studied  with  questionnaires 
which  covered  as  many  as  30  or  more  areas 
considered  possibly  significant. 

Among  the  chief  variable  factors  con- 
sidered were: 

1.  So-called  race  or  racial  genetic  factors 
to  immunity. 

2.  Coitus  and  age  of  first  coitus. 

3.  Marriage;  frequency  of  marriage  and 
age  at  first  marriage;  divorce. 

4.  Menstrual  history  and  aberrations. 

5.  Pregnancy,  rate  and  number,  in- 
cluding abortions. 

6.  Cervicitis  and  cervical  lacerations. 

7.  Diet  and  dietetic  patterns. 

8.  Vaginal  discharge. 

9.  Sexual  hygiene;  Niddah;  contracep- 
tives. 

10.  Chemical  douching. 

11.  Penile  hygiene  and  circumcision. 

12.  Venereal  diseases. 

13.  Endocrine  patterns  and  hormone 
imbalance. 

14.  Economic  and  social  status. 

In  Wynder’s  survey  in  195579  there  were 
589  cases  of  cervix  cancer  and  1,311  controls 
in  the  United  States  with  20  cases  in  Jewish 
women.  In  hospitals  of  India  reporting 
there  were  303  cervix  cases  and  515  controls. 


There  were  significant  differences  between 
the  cancer  and  the  control  groups  in  factors 
of  marriage  or  early  coitus  and  in  circum- 
cision. The  cervix  cancer  patient  married 
ear  her;  earlier  age  at  first  coitus  was  also 
marked.  Of  the  20  cases  in  Jewish  women, 
3 were  married  to  uncircumcised  non-Jews, 
and  6 had  extensive  relations  with  uncir- 
cumcised partners.  Pregnancy  history 
showed  no  relevant  differences;  abstinence 
after  menses  was  not  significantly  practiced 
by  Jews  and  Par  sees. 

It  was  obvious  that  virgins  have  the 
lowest  risk.  The  highest  was  among  prosti- 
tutes, among  those  who  had  practiced  early 
adolescent  coitus,  and  those  whose  men  have 
poor  penile  hygiene,  such  as  Negroes,  Puerto 
Ricans,  Hindus,  and  Chinese.  Jewesses 
with  later  marriage  or  coitus,  Jews  with  ex- 
cellent penile  hygiene,  and  Moslems  with 
good  penile  hygiene,  were  notably  lower 
risks. 

Lombard  and  Potter,81  with  523  cervix 
cancer  individuals  in  Massachusetts  found 
a strong  correlation  to  exist  between  cervix 
cancer  and  marriage  before  the  age  of 
twenty;  divorce  or  separation  at  any  time; 
unrepaired  lacerations  (26  per  cent  of  cases 
as  against  13  per  cent  of  controls);  last 
child  born  to  women  before  age  twenty-five; 
and  syphilis,  which  has  been  reported  by 
several  investigators. 

They  also  thought  that  long-continued 
douching  with  coal  tar  products  had  some 
significance  as  exposure  to  a chemical  car- 
cinogen, but  Smith,  in  his  thorough  study, 
disproved  any  such  significance. 

The  Jones  group’s82  social  worker  inter- 
viewer found  little  significant  difference 
between  the  cancer  cases  and  matched  con- 
trols in  areas  of  dietary  deficiency,  estrogen 
levels,  menstrual  patterns,  hygienic  prac- 
tices, contraceptives,  circumcision  status  of 
partners,  and  frequency  or  duration  of 
coitus.  However,  socioeconomic  and  do- 
mestic and  marital  instability  were  found 
to  be  more  prominent  in  women  with  cervix 
cancer.  Again  the  relative  rarity  of  cervix 
cancer  in  Jewish  women  was  noted. 

As  a result  of  the  unsatisfactory  evalua- 
tion of  circumcision  status  as  based  on  inter- 
views with  women  partners,  Lilienfeld  and 
Graham83  in  Buffalo  made  a comparison  of 
patients’  statements  with  examination  find- 
ings in  a series  of  213  patients  and  found  dis- 
agreement in  34.4  per  cent. 
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Dunn  and  Buell,83  in  a study  of  interviews 
with  cervix  cancer  patients  and  controls, 
were  unable  to  find  a significant  association 
between  having  the  disease  and  having  an 
uncircumcised  husband.  An  independent 
investigation  of  circumcision  as  an  anatomic 
fact  revealed  that  Jewish  men  have  the 
maximum  degree  of  anatomically  complete 
circumcision  which  led  them  to  the  opinion 
that  the  unique  protection  from  cervix  can- 
cer enjoyed  by  Jewish  women  has  a risk 
ratio  of  large  magnitude  which  may  be 
associated  with  maximum  circumcision  in 
their  partners.  Their  study  also  revealed 
a large  variation  in  natural  foreskin  lengths. 
This  gave  rise  to  erroneous  judgments  con- 
cerning circumcision  which,  in  an  interview 
study,  might  be  counted  as  circumcised  or 
partially  circumcised.  Accuracy  demands 
direct  examination  of  men  inasmuch  as  the 
majority  of  women  are  not  able  to  make 
accurate  statements  or  judgments. 

Dunn  thinks  it  may  be  that  exposure  to 
an  uncircumcised  sexual  partner  is  largely 
a factor  at  younger  ages,  and  data  on  the 
first  partner  is  not  satisfactory  because  of 
the  early  age  of  the  experience.  Moreover, 
a 1958  study  of  male  circumcision  status 
concerning  the  validity  of  interview  re- 
sponses as  against  findings  on  examination 
showed  that  half  the  men  were  wrong  about 
their  own  status,  for  about  one  third  of  men 
have  natural  anatomic  features  of  partial 
circumcision. 

Wynder,  Mantel,  and  Licklider59  have 
agreed  that  the  interviews  with  women  on 
this  point  show  substantial  error,  and  inter- 
views with  men  are  also  often  inadequate 
and  erroneous.  They  recommend  a classi- 
fication of  foreskin  lengths  as  well  as  a phys- 
ical examination  of  the  man  to  obtain  the 
definitive  answer. 

The  factor  of  early  marriage,  or  at  least 
early  coitus,  is  emphasized  by  many.  In 
Haenszel  and  Hillhouse’s86  study  of  uterine 
cancer  morbidity  in  New  York  City,  as  com- 
pared with  ten  other  city  surveys,  they  found 
strikingly  minimal  rates  for  Jewesses,  but 
a marked  excess  in  Puerto  Rican  and  Negro 
women  with  higher  incidence  in  married 
women.  Although  fertility  and  fecundity 
did  not  seem  important,  age  at  first  mar- 
riage or,  more  particularly,  at  first  coitus 
supports  the  higher  regional  incidence  in  the 
South  as  compared  with  northern  United 
States  where  later  marriage  is  more  common. 


In  nonwhites  with  a pattern  of  earlier 
marriage  or  coitus  there  is  higher  cervical 
cancer  incidence.  Rewell87  reported  that 
in  Madras,  India,  where  age  at  marriage 
occurs  about  nine  years  earlier  than  in 
England,  cervix  cancer  occurs  at  least  ten 
years  earlier. 

The  relationship  between  early  adolescent 
coitus  and  the  increased  risk  of  developing 
cancer  after  a latent  period  of  about  thirty 
years  has  been  thoroughly  explored  in  a re- 
cent paper  by  Rotkin.88  He  demonstrated 
in  California  that  with  a mean  latent  period 
of  thirty  years,  the  development  of  cancer 
was  most  frequent  in  155  patients  (with 
an  equal  number  of  matched  controls)  in 
those  whose  first  heterosexual  experience 
was  between  the  ages  of  fifteen  and  twenty. 
He  infers  the  contamination  of  the  physio- 
logically immature  cervix  by  an  agent  carried 
by  the  male  which  is  a dormant  or  latent 
carcinogen. 

Although  Wynder  et  at .80  occasionally  re- 
port later  marriage  in  Jews,  many  others, 
such  as  Kennaway,72  deny  this,  and  the 
difference  between  other  groups  of  white 
women  and  Jews  is  not  significantly  im- 
portant. However,  socioeconomic  status 
is  important  in  that  the  cervix  cancer  rate 
is  inversely  related:  the  lower  the  status 
the  higher  the  rate.  In  this  regard  the 
early  marriage  and  early  coitus  rate  coin- 
cides with  lower  socioeconomic  status  in  the 
same  way.  This  has  been  noted  in  various 
geographic  areas  of  the  United  States,  Eng- 
land, and  Europe.89 

Circumcision  status  figures  are  inade- 
quate both  from  numbers  and  from  the  in- 
accuracy inherent  in  the  interview  methods 
used.  As  noted,  it  is  necessary  to  have 
accurate  physical  examination  of  men  to 
determine  these  facts.  Venereal  disease 
incidence  is  also  a matter  of  socioeconomic 
and  hygienic  levels  inasmuch  as  the  inci- 
dence of  syphilis  is  greater  in  the  low-grade 
groups.  It  is  doubtful  whether  it  has  a 
direct  influence,  although  the  racial  inci- 
dence in  Negroes  parallels  the  higher  cer- 
vical cancer  incidence. 

Collected  findings  point  to  regional  dif- 
ferences in  cervix  cancer  rates,  but  not  in 
corpus  cancer  rates. 90 

Statistical  comparisons  in  Israel 

Casper91;  Dunham  et  a/.92;  and  Kall- 
ner,93  94  of  the  Central  Bureau  of  Statistics 
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in  Israel,  all  have  reported  on  cancer  in 
Israel  and  compared  it  to  other  areas  and  to 
New  York  City.  Again  the  early  age  at 
the  time  of  marriage  and  coitus  and  cohabi- 
tation with  uncircumcised  men  are  ap- 
parent. 

A remarkable  study  of  cancer  in  the 
Middle  East  (Israel  and  Iran)  was  pub- 
lished in  1960  by  Laurent  and  Le  Guer- 
inais95  for  the  French  Ministry  of  Health. 
Their  studies  for  comparison  with  France 
were  done  with  the  cooperation  of  the  Israeli 
health  authorities  and  the  Israeli  cancer 
registry. 

The  population  of  Israel  on  January  1, 
1959,  was  2,031,672  as  compared  with 
24,000  in  1882.  Jews  were  predominant, 
numbering  1,810,148  or  90  per  cent  of  the 
population.  Twenty-five  per  cent  were  in 
ages  zero  to  nine  and  17  per  cent  from  ten  to 
nineteen.  Although  the  population  density 
was  97.66  per  square  kilometer,  35  per  cent 
of  the  population  was  in  the  urban  areas  of 
Jerusalem,  Tel- Aviv,  and  Haifa.  The  re- 
maining 10  per  cent  of  the  population  were: 
Moslems  152,568;  Christians  47,600;  and 
Druses  21,350. 

The  Jews  are  divided  into  three  fairly 
distinct  groups  based  on  ethnic  character- 
istics and  regional  origins: 

Mizrachi.  The  Mizrachi,  or  Orientals, 
stemmed  from  the  areas  of  Syria,  Persia, 
Egypt,  North  Africa,  and  Yemen.  The 
Yemenites  are  notable  in  that  the  first 
generation  immigrants  seemed  to  contract 
severe  tuberculosis  readily  when  exposed  to 
contacts  and  also  to  suffer  many  accidents 
from  automobiles,  tuberculosis  and  motor 
cars  being  two  situations  to  which  they  had 
not  been  exposed  or  immunized  in  their  own 
land.  Moreover,  autopsies  showed  that 
atherosclerosis  was  virtually  nonexistent  in 
recent  Yemenite  transplants.  But  the 
second  and  third  generations  were  similar 
to  the  Ashkenazim,  probably  as  a result  of 
the  change  in  dietary  habits  with  the  in- 
clusion of  high  fat  intake.  Similarly,  dia- 
betes became  the  problem  for  55  per  cent  of 
the  third  generation  as  compared  with  0.55 
per  cent  in  new  arrivals. 

Considering  alimentary  traditions,  of 
which  many  are  based  on  religious  princi- 
ples, it  is  interesting  to  note  and  speculate 
on  their  influence  on  the  pathogenesis  of 
certain  diseases.  In  the  Yemenites  recently 
arrived  in  Israel,  whose  regimen  is  composed 


essentially  of  black  bread,  potatoes,  pimento 
peppers,  onions,  tomatoes,  oranges,  and 
carrots  and  who  drink  gallons  of  tea  and 
coffee  and  an  alcoholic  liquor  made  from 
citrus  fruit  and  molasses,  neither  diabetes 
nor  arteriosclerosis  was  demonstrable. 

And  finally,  in  the  field  of  cancer  they 
have  a lower  incidence  of  pulmonary  cancer 
than  Yemenites  born  in  Europe,  and  Yem- 
enite women  are  almost  completely  free  of 
breast  cancer.  We  shall  examine  this  fact 
in  later  discussion. 

Sephardic.  Sephardics  are  descendents 
of  Jewish  emigres  from  Spain  and  Portugal. 

Ashkenazi.  Ashkenazi  are  emigres  or 
descendents  of  inhabitants  of  oriental  Eu- 
rope, Great  Britain,  and  America,  all  of 
whom  had  developed  patterns  of  occidental 
living  at  variance  with  the  relatively  strict 
rules  and  rites  prescribed  by  orthodox  ob- 
servance. 

These  authors  were  struck  by  the  relative 
rarity  of  cervix  tumors  in  Jewish  women,  as 
were  so  many  others.  This  rarity  was  con- 
firmed by  the  figures  for  morbidity  as  well  as 
mortality.  They  examined  various  hypoth- 
eses proposed  to  explain  this  phenomenon: 

1.  Despite  the  heterogeneous  population 
of  different  ethnic  origins,  habits,  and  eco- 
nomic and  social  strata  found  in  various 
communities  or  groups,  the  figures  for  cer- 
vix carcinoma  in  Jewesses  are  the  same  in 
natives  born  in  Israel  and  in  emigres  from 
all  continents. 

2.  Is  it  a “racial”  difference  inasmuch  as 
the  Jewish  population  is  sometimes  con- 
sidered to  be  a common  ethnic  group  despite 
its  widespread  geographic  distribution? 
This  is  an  untenable  theory  of  genetic  im- 
munity or  resistance.  Casper91  finds  the 
figures  identical  in  Israel  and  New  York 
City.  Corpus  carcinoma  corresponds  in  in- 
cidence to  that  of  the  whole  occidental  white 
population,  although  it  is  somewhat  less  in 
oriental  and  Mediterranean  Jewish  women. 

General  factors  in  the 
etiology  of  cervix  carcinoma 

Role  of  marriage.  It  has  been  gen- 
erally confirmed  that  married  women  have 
a greater  incidence  of  cervix  carcinoma  than 
spinsters  who  are  found  to  have  3 per  cent 
of  cervix  and  13  per  cent  of  breast  cancers. 
The  inference  that  spinsterhood,  or,  in 
French,  “etat  celibataire,”  precludes  sexual 
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activity  has  been  questioned.  Marriage,  or 
a presumably  active  sexual  life,  seems  to 
favor  cervical  neoplasia  and,  moreover,  pre- 
cocious sexual  activity  seems  to  reinforce 
this  tendency — except  in  Jewish  women! 

Role  of  fecundity.  Although  the  risk 
of  cervix  cancer  is  greater  in  multipara 
women,  those  with  cervix  cancer  usually 
have  had  a slightly  greater  number  of  preg- 
nancies than  women  with  breast  cancer. 
Comparison  of  the  fecundity  of  Israeli 
Jewish  women  shows  that  their  multiparity 
is  equivalent  to  that  of  the  women  of  Europe 
and  America,  although  less  than  those  of 
Asia  and  Africa. 

Socioeconomic  status.  Although  cer- 
vix cancer  is  seen  more  frequently  in  poorer 
classes  and  in  those  women  of  poor  or  bad 
hygienic  habits,  the  Israeli  women  are  in  all 
classes:  rich  and  poor,  urban  and  rural, 

elegant  and  meticulous  as  well  as  unhygienic 
by  either  circumstance  or  design,  with  all 
types  of  dietetic  variations,  depending  on 
their  regional  origins  or  traditions. 

Religious  ritual  factors.  A great 
proportion  of  the  Mizrachi  and  Sephardim 
adhere  to  the  rite  of  Niddah.  The  Ash- 
kenazi women,  who  are  more  accustomed  to 
occidental  European  ways,  are  less  apt  to 
pay  attention  to  these  proscriptions,  as  well 
as  to  ancient  religious  traditions  in  general. 
As  a matter  of  fact,  two  thirds  of  the  women 
interrogated  by  Casper  did  not  even  know 
the  rules  of  the  Niddah  rite,  so  that  this 
does  not  seem  to  be  a significant  aspect. 

Incidence  of  carcinoma  of  the  breast 

Breast  cancer  is  frequent  and  of  prime 
incidence  in  Israeli  Jewish  women.  This  is 
a paradoxic  hormonal  effect,  for  inasmuch  as 
cervix  cancer  occurs  in  the  most  active 
sexual  areas  and  with  multiparity,  breast 
cancer  seems  to  arise  where  the  genital  and 
hormonal  stimuli  are  least,  and  the  same 
holds  for  corpus  cancer. 

In  Israel  as  Hirsch,  of  the  Israel  Associa- 
tion against  Cancer,  pointed  out,  it  is  most 
frequent  in  Ashkenazi  women  rather  than 
Mizrachi,  and  is  almost  completely  absent 
in  Yemenites  in  whom  the  annual  rate  is  not 
even  1:300,000. 

Hook  thinks  that  late  marriage,  planned 
pregnancies,  incomplete  lactation,  and 
avoidance  of  nursing  are  important  factors  in 
European  and  American  women’s  patterns. 


Yemenite  women  nurse  their  babies  com- 
pletely for  prolonged  periods  and  have  fre- 
quent repeated  pregnancies.  Many  be- 
lieve that  the  risk  of  mammary  cancer  di- 
minishes with  the  frequency  and  number  of 
gestations. 

Carcinogenetic  factors 
and  experimental  evidence 

It  is  obvious  that  although  there  are  geo- 
graphic variations  in  cancer  incidence,  there 
is  no  racial  or  genetic  immunity;  nor  does 
religious  affiliation  protect  against  suscepti- 
bility.96 

Certain  traditional  or  ritualistic  practices 
which  are  common  to  several  religious 
groups  do  seem  to  influence  the  incidence  of 
cancer  in  two  organs:  the  uterine  cervix  and 
the  male  penis.  The  common  denominator 
here  is  the  coincidence  of  circumcision  which, 
when  complete  and  performed  in  infancy, 
seems  prophylactic  for  both. 

What  factor  or  substance  or  agent  is 
missing  in  these  people  who  otherwise  seem 
to  lead  active  sexual  lives  in  common  with 
the  great  bulk  of  people  all  over  the  world? 

The  minute  sebaceous  glands  on  the  inner 
surface  of  the  preputial  fold  secrete  a sub- 
stance which,  when  mixed  with  the  desqua- 
mated and  broken-down  epithelial  cells 
from  the  surface  of  the  glans  and  the  pre- 
puce, forms  the  preputial  smegma  or  sebum 
which  collects  in  the  sulcus  between  the 
glans  and  the  prepuce.  This  caseous  de- 
posit is  hardly  ever  noted  when  penile  hy- 
giene is  adequate  or  in  the  presence  of  com- 
plete circumcision. 

Several  attempts  have  been  made  to  dis- 
cover whether  there  is  a carcinogenic  sub- 
stance, a chemical,  a bacterial  organism,  or 
a virus  particle  present  in  this  sebum. 

Shimkin  in  194297  98  at  the  National  Can- 
cer Institute  noted  that  in  young  strain  A 
mice  marked  increase  in  numbers  of  pul- 
monary tumors  resulted  from  the  absorption 
of  carcinogenic  substances  from  subcu- 
taneous areas,  as  well  as  local  neoplasms  at 
the  site  of  injections.  Nonspecific  irritative 
substances  did  not  induce  tumors. 

Plaut  and  Kohn-Speyer"  reported  that 
they  had  injected  filtered  suspensions  of 
human  smegma  subcutaneously  into  12 
strain  A mice  and  into  the  distended  vaginas 
of  20  others  without  obtaining  any  tumors. 

Plaut  in  194799- 100  reported  a major  ex- 
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periment  in  which  he  started  with  800  mice. 
He  treated  400  of  them  with  a paste  sus- 
pension of  horse  smegma  which  he  used  be- 
cause of  insufficient  amounts  of  human 
smegma  available,  plus  the  fact  that  penile 
cancer  is  frequent  in  the  horse.  The  non- 
saponifiable  fraction  of  the  material  was 
used.  A skin  tunnel  was  prepared  on  the 
backs  of  Paris  R3  mice,  known  for  their 
lack  of  spontaneous  tumors,  into  which  the 
smegma  preparation  was  introduced.  Ceru- 
men was  used  as  a control  substance  in  150 
mice  in  which  no  tumors  were  obtained. 
But  in  the  others,  after  a critical  latent 
period  from  the  five  hundredth  to  seven 
hundredth  day  of  the  survivors,  he  obtained 
tumors  in  9 of  278  and  a higher  incidence  of 
mammary,  lung,  kidney,  and  liver  cancers. 

Figge  and  his  group,101  in  a remarkable 
series  of  papers  published  in  1944,  collected, 
extracted,  and  identified  red -fluorescent 
materials,  or  porphyrins,  from  the  genitalia 
of  women.  The  materials  were  recovered 
even  in  the  absence  of  blood  after  he  noted 
the  presence  of  porphyrins  in  the  Harderian 
gland  secretions  of  rodents  known  to  be  sus- 
ceptible to  the  carcinogenic  induction  of 
neoplasms.  The  red-fluorescent  material 
was  found  most  frequently  in  the  region  of 
the  clitoris,  as  well  as  about  the  corona  of 
uncircumcised  males.  Half  the  cases  of  un- 
treated or  recurrent  cervix  cancer  tested 
showed  positive  findings,  but  healed  cases 
showed  little  or  none.  They  noted  also 
that  bacterial  putrefaction  was  of  signifi- 
cance inasmuch  as  Mycobacterium  smeg- 
matis,  which  is  not  pathogenic  for  man  or 
animals,  is  common  in  men  and  women  and 
also  has  great  avidity  for  smegma  cholesterol 
which  it  breaks  down,  possibly  into  a car- 
cinogen. 

Figge  et  aZ.101  advanced  the  hypothesis 
that  protoporphyrin  may  directly  sensitize 
cells  to  the  action  of  methylcholanthrene 
and  accentuate  or  accelerate  carcinogenic 
activity. 

Plaut  and  Sobel100  subsequently  separated 
the  carcinogenic  nonsaponifiable  fraction 
into  a fluorescent  hydrocarbon-containing 
fraction  containing  two  substances  sugges- 
tive of  squalene  degeneration  and  developed 
a colorimetric  method  for  squalene  which  is 
present  in  several  sebum-like  substances  of 
human  origin.  They  also  noted  an  increase 
in  carcinogenic  responses  when  methyl- 
cholanthrene was  dissolved  in  human  sebum 


or  lard  filtrate  as  compared  with  lanolin  or 
sheep  sebum.  They  thought  that  triter- 
penoids were  perhaps  responsible. 

In  1956  Pratt-Thomas  et  aZ.102  reported  a 
series  of  experiments  begun  in  1950  in  which 
first  the  bacteriology  of  smegma  was  thor- 
oughly studied.  They  then  used  human 
smegma  preparations  with  ovarian  dermoid 
material  as  a control.  They  devised  a 
small  speculum  through  which  the  smegma 
paste  was  introduced  into  the  vaginas  of 
young  dba-1  (dibenzanthracene)  strain  mice 
in  various  combinations  repeatedly  over  an 
average  of  nineteen  and  one-half  months. 
They  found  that  human  smegma  had  a 
stimulating  effect  on  the  epithelium  of  the 
cervicovaginal  region  of  young  dba-1  mice 
with  the  eventuation  of  carcinoma  over  a 
long  period  of  time. 

Rao  and  Reddy,103  in  India,  reported  in 
1963  concerning  the  significant  numbers  of 
their  albino  Swiss  mice  which  developed 
cervicitis  with  subsequent  proliferative 
changes  and  cervix  epithelioma  after  intra- 
vaginal  treatment  with  smegma.  They 
used  virgin  mice  in  a controlled  study  in 
which  20-methylcholanthrene  induced  epi- 
thelioma in  46  per  cent  in  a strain  which  did 
not  ordinarily  develop  spontaneous  cervix 
cancer.  The  incidence  and  time  lapse  for 
induction  of  cervical  epithelioma  in  smegma- 
treated  mice  varied  with  the  amount  and 
frequency  of  smegma  introduction,  with 
varying  intervals  of  time  from  five  hundred 
fifty  to  eight  hundred  days. 

The  parasitic  or  microbic  hypothesis  with 
its  contagious  and  infectious  intermixture 
has  never  been  sustained. 

The  virus  theory  of  tumor  propagation 
initiated  by  Borrel  in  1903  and  subsequently 
expanded  and  nurtured  by  Rous,  Oberling, 
Roussy,  Rivers,  Shope  and  a host  of  others 
has  become  the  one  comprehensive  theory 
to  explain  conditioning,  mutations,  and  tu- 
mor growth,  both  with  and  without  specific 
carcinogens. 

Particulate  substances  which  can  lie  dor- 
mant for  years  have  been  demonstrated, 
recovered,  and  reproduced.  Activation  of 
chemical  carcinogens  has  been  shown  to  de- 
pend on  these  substances.  Changes  in  cell 
structure,  chemistry,  and  physiology  by 
the  interaction  of  viruses  or  virus-like  parti- 
cles with  other  carcinogenic  substances 
occupy  much  of  the  thought  and  activity  in 
current  experimental  cancer  research.  Can- 
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cers  due  to  chemicals,  heredity,  hormones, 
and  parasites  have  been  ascribed  to  activa- 
tion, initiation,  or  conditioning  by  these 
substances. 

What  is  the  significance  of  all  this  aside 
from  the  fact  that  smegma  can  produce 
cancer  in  mice? 

Warburg  has  demonstrated  the  disturbed 
oxidation  mechanisms  in  cancer  cells.  The 
semianaerobic  milieu  in  which  the  cervix  is 
immersed  in  porphyrins  from  degeneration 
of  the  blood  and  lochia  habitually  currently 
bathing  the  vagina  provide  an  excellent 
medium.  But  women  with  circumcised 
partners  rarely  develop  cervix  cancer. 

If  the  trigger  mechanism  which  sensitizes 
tissues  into  starting  the  long  latent  period 
of  cancer  development  is  an  external  irri- 
tant, it  may  well  be  a component  of  the  pre- 
putial secretion.  There  are  several  which 
might  be  involved.  Myco.  smegmatis  splits 
cholesterol  into  presumed  potential  carcino- 
genic material.  Estrogen  added  to  smegma 
did  not  increase  tumor  production  in  mice. 
Known  chemical  carcinogens  did  accelerate 
and  increase  their  effectiveness  when  com- 
bined with  smegma,  but  not  with  other 
sebum. 

We  know  that  specific  virus  particles  can 
initiate  tumor  growth  or  revive  attenuated 
neoplasms.  We  also  know  that  they  can 
sensitize  young  cells  and  when  used  in  asso- 
ciation with  other  known  chemical  carcino- 
gens can  accelerate  tumor  growth  and 
shorten  the  usual  long  latent  period  needed 
for  neoplastic  maturation. 

Perhaps  we  are  knocking  on  the  door 
which  may  soon  open. 

Summary 

A review  of  the  world  literature  demon- 
strates that  although  there  are  geographic 
variations  in  cancer  incidence,  there  is  no 
racial  genetic  immunity,  nor  does  religious 
affiliation  protect  against  susceptibility. 
Certain  ritualistic  practices  common  to 
several  religious  groups  do  seem  to  influence 
the  incidence  of  cancer  in  two  organs — the 
uterine  cervix  and  the  male  penis.  The 
common  denominator  is  the  coincidence  of 
complete  circumcision  performed  in  infancy 
which  seems  prophylactic  for  both. 

In  human  beings,  early  incidence  of  genital 
cancer  is  related  to  younger  age  at  first  coi- 
tus, as  well  as  poor  hygiene.  Sociologic, 


ethnologic,  hygienic,  obstetric,  dietetic,  and 
hormonal  factors  sometimes  proposed  as 
significant  have  been  reviewed  and  eval- 
uated. 

Experimental  work  with  mice  suggests 
that  a combination  of  viral  and  chemical 
carcinogens  originating  in  preputial  smegma 
initiate  the  cancer  process  with  a long  latent 
period. 

The  almost  complete  freedom  from  penile 
and  cervical  cancer  noted  in  Jews,  and  the 
lessened  incidence  in  Moslems,  is  attributed 
to  the  practice  of  circumcision.  The  his- 
torical background  of  this  practice  has  been 
explored.  Celibate  women  rarely  develop 
cervix  cancer,  although  tumors  of  the  breast 
and  uterine  corpus  are  common. 

2 East  88th  Street,  New  York  10028 
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Many  infectious  agents  in 
sore  throat 


Medical  researchers  report  that  many  infec- 
tious agents  can  cause  a sore  throat,  a finding 
that  will  make  prevention  more  difficult. 

The  common  syndrome  of  acute  tonsillitis 
and  pharyngitis  which  cause  fever  and  a sore 
throat  was  studied  among  students  at  the  Uni- 
versity of  Wisconsin.  It  was  found  that  no 
single  virus  group  played  a major  role  in  the 
causation  of  this  syndrome.  The  findings 
parallel  recent  observations  in  other  respiratory 
syndromes.  In  all  of  these,  modern  technics 
have  made  it  possible  to  uncover  new  viral 
groups  distinguished  by  their  multiplicity,  their 
variation  from  year  to  year,  and  their  varying 
importance  from  one  population  to  another. 

All  university  students  admitted  to  the  stu- 
dent infirmary  for  acute  pharyngitis  or  tonsilli- 
tis from  September,  1953,  to  May,  1962,  from 
whom  throat  specimens  could  be  obtained,  were 
studied.  Of  405  cases,  308  were  studied  in- 
tensively. The  causal  agent  was  identified  in 
more  than  half  of  the  cases,  or  about  64  per 
cent,  according  to  the  report.  Of  the  64  per 
cent,  about  37  per  cent  were  associated  with 
viruses  and  about  26  per  cent  with  hemolytic 
streptococci. 

One  of  the  most  interesting  findings  was  that 
herpes  simplex  may  play  a hitherto  unrecognized 
and  important  causal  role  in  this  syndrome. 
Herpes  simplex  was  the  virus  most  commonly 
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associated  with  the  ailment,  accounting  for 
almost  13  per  cent  of  the  identified  causal 
agents. 

From  other  studies  the  researchers  said,  it 
did  not  appear  that  this  virus  was  associated 
significantly  with  the  common  cold  or  acute 
respiratory  illness. 

The  symptoms  of  patients  with  herpes  sim- 
plex infections  rarely  included  fever  blisters  and 
other  manifestations  commonly  associated  with 
pharyngitis-tonsillitis,  such  as  generalized  aches, 
cough,  and  chills,  it  was  pointed  out.  For  these 
reasons  it  was  concluded  that  this  virus  prob- 
ably produces  only  a localized  throat  infection. 

Other  viruses  found  included  the  adenovirus, 
Coxsackie,  and  influenza  A and  B.  However, 
none  of  these  accounted  for  as  much  as  4 per 
cent  of  the  identifiable  causal  agents.  The 
year-by-year  incidence  of  causal  agents  in  308 
cases  revealed  a changing  pattern  of  activity. 
One  virus  group  may  be  active  one  year  but 
nearly  disappear  the  next. 

A total  of  32  apparent  herpes  simplex  in- 
fections were  identified  which  were  widely 
distributed  through  the  years  but  were  highest 
in  1958,  1961,  and  1962.  Strep  infections  com- 
prised the  major  agent  involved  in  acute  pharyn- 
gitis-tonsillitis but  manifested  marked  yearly 
swings  accounting  for  as  few  as  15  per  cent  of 
cases  in  1953  to  as  many  as  40  per  cent  in  1960. 
All  viruses  as  well  as  the  streptococci  were  most 
active  from  January  through  April  with  the 
exception  of  nine  unidentified  viruses  and  five 
Coxsackie  infections,  according  to  the  report. 
Secondary  activity  was  observed  from  October 
through  December. 
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Hematuria  Following 
Adenocarcinoma  of  Colon 


Case  history 

A sixty-four-year-old  white  female  was 
well  until  one  year  before  admission  when 
she  had  an  adenocarcinoma  of  the  lower 
descending  colon  resected.  No  evidence  of 
metastases  was  noted  at  that  time.  She  did 
well  until  several  weeks  before  admission 
when  she  had  onset  of  painless  hematuria. 
The  hematuria  persisted  on  antibiotic  treat- 
ment, and  she  was  examined  by  cystoscope 
one  week  prior  to  admission.  She  had  had 
nocturia  1 and  2 times  a night  as  well  as 
urinary  frequency.  There  had  been  no  cos- 
tovertebral angle  pain  and  no  weight  loss. 
At  cystoscopy  there  was  seen  a polypoid 
lesion  in  the  bladder  just  superior  to  the 
right  ureteral  orifice. 

Physical  examination  showed  that  she  was 
a well-developed  white  female  in  no  distress. 
The  vital  signs  were  normal.  Her  physical 
examination  was  completely  negative.  No 
masses  were  palpable  in  the  abdomen. 
There  was  no  tenderness  and  no  enlarged 
organs. 

Her  laboratory  values  were  as  follows: 
Her  hemoglobin  was  13.9  Gm.  per  100  ml., 
the  hematocrit  was  43,  the  white  blood  count 
was  8,150  with  a differential  of  46  segmented 
neutrophils,  45  lymphocytes,  6 monocytes, 
and  3 eosinophils.  Her  urine  was  grossly 
bloody.  It  had  a specific  gravity  of  1.025, 
albumin  was  4 plus,  and  the  microscope 
revealed  innumerable  red  blood  cells. 


Radiologic  discussion 

Gerard  Scanlon,  M.D.*:  This  is  a 

sixty-four-year-old  woman  who  had  an 
adenocarcinoma  of  the  colon  resected  pre- 
viously and  is  now  hospitalized  because  of 
hematuria.  We  have  a plain  film  of  the 
abdomen  from  one  year  before  admission. 
There  are  also  a plain  film  made  at  admis- 
sion, films  from  an  intravenous  urogram,  and 
a retrograde  pyelogram. 

The  plain  film  from  a year  ago  is  relatively 
unremarkable.  The  renal  shadows  are  well 
seen  and  normal,  as  are  the  intestinal  gas 
distribution  and  the  shadows  of  the  fiver  and 
spleen. 

On  the  current  plain  film  of  the  abdomen 
the  spleen  and  fiver  again  appear  normal. 
Both  kidney  shadows  are  fairly  well  seen. 
After  the  injection  of  contrast  material, 
there  is  prompt  function  bilaterally.  The 
left  kidney  has  a small  hump  on  its  outer 
margin,  but  the  collecting  system  on  the  left 
side  appears  normal  as  does  the  ureter.  On 
the  right  side  there  is  prompt  function,  but 
there  is  distortion  in  the  collecting  system  in 
the  midportion  of  the  kidney,  with  some 
dilatation  of  both  the  upper  and  lower 
infundibula  and  calyces  (Fig.  1).  The  major 
defect,  I think,  is  mostly  within  the  pelvis 
and  not  within  the  parenchyma  of  the  kid- 

* Formerly  Resident  in  Radiology,  State  University  of 
New  York  Upstate  Medical  Center  in  Syracuse;  now  In- 
structor in  Radiology,  Yale  University  School  of  Medicine, 
New  Haven. 
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FIGURE  1.  Intravenous  pyelogram  showing  distor- 
tion of  the  right  kidney  collecting  system  particu- 
larly in  the  region  of  the  pelvis.  There  is  only  slight 
blunting  of  the  calyceal  system. 


ney.  On  the  retrograde  film  it  appears  that 
the  contrast  outlines  a nodular  defect  in  the 
pelvis  (Fig.  2). 

I don’t  think  this  means  that  this  is  neces- 
sarily a large  intrapelvic  mass.  This  woman 
is  bleeding  rather  briskly  and  much  of  the 
defect  could  represent  blood  clot  within  the 
pelvis. 

The  calyces  and  collecting  system  gen- 
erally seem  to  conform  to  the  configuration 
of  the  kidney  (Fig.  2).  I don’t  think  there 
is  a true  parenchymal  mass,  although  the 
upper  pole  may  be  just  a little  full;  so  the 
prime  abnormality  is  confined  mostly  to  the 
pelvis  of  the  right  kidney.  Much  of  it  could 
be  blood  clot,  but  I think  we  have  to  assume 
that  it  is  probably  tumor  in  the  renal  pelvis. 
I think  the  opaque  material  marginates  it. 
The  tumor  is  probably  of  squamous  or  transi- 
tional origin. 

A physician:  Does  the  fact  that  she  had 
a known  bladder  neoplasm  help  you  out  in 
this  regard? 

Dr.  Scanlon:  I’m  not  certain  whether 
the  two  are  related  or  not. 

I 

. 


FIGURE  2.  Close-up  of  right  kidney  during  retro- 
grade pyelography  showing  contrast  material  out- 
lining a large  mass  in  the  renal  pelvis. 


Dr.  Scanlon's  diagnosis 

Carcinoma  of  the  renal  pelvis 

Pathologic  findings 

The  patient  was  again  examined  by  cysto- 
scope,  and  the  polypoid  mass,  which  was  2 
cm.  in  diameter,  was  totally  excised,  and 
transitional  cell  carcinoma  of  the  bladder  was 
found.  A few  days  later,  the  patient  had  a 
right  nephro-ureterectomy.  A portion  of 
the  bladder  wall  at  the  base  of  the  polypoid 
mass  was  also  resected. 

John  T.  Prior,  M.D.*:  The  kidney  was 
enlarged.  It  weighed  180  Gm. 

When  the  kidney  was  opened,  not  only  was 
the  middle  calyx  malplaced,  but  also  it  was 
filled  with  a large  polypoid  tan  mass  measur- 
ing 4 by  3 by  1 1/2  cm.  in  size.  The  mass  was 
soft  and  had  the  gross  appearance  and  con- 
sistency of  the  papillary  carcinomas  of  the 
renal  pelvis  area  (Fig.  3).  The  upper  and 
lower  calyceal  systems  were  generally  spared. 
The  lesion  had  a soft  brain-like  appearance 
and  was  sharply  demarcated  from  the  calyx 
adjacent  to  it. 

The  lesion  microscopically  proved  to  con- 
tain transitional  cell  carcinoma,  perhaps  a 

* Professor  of  Pathology,  State  University  of  New  York 
Upstate  Medical  Center  in  Syracuse. 
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FIGURE  3.  Sagittal  section  of  the  gross  kidney 
demonstrating  that  the  middle  calyceal  area  in 
half  of  the  left  kidney  is  filled  with  a fossulated 
tumor  mass. 

little  bit  higher  grade  of  lesion  than  was  seen 
in  the  bladder.  The  cytology  of  the  lesion 
had  the  usual  appearance  of  these  lesions.  * 

* Kimball,  F.  N.,  and  Ferris,  H.  W.:  Papillomatous 

tumors  of  pelvis  associated  with  similar  tumors  of  ureter  and 
bladder;  review  of  literature  and  report  of  two  cases,  J. 
Urol.  31;  257  (1934). 


There  was  not  much  in  the  way  of  atypism 
throughout  the  lesion,  but  it  did  show  con- 
siderable mitotic  activity  here  and  there. 
The  interesting  facet,  I thought,  looking  at 
these  sections,  is  the  fact  that  despite  the 
very  large  size  of  this  lesion  and  the  strategic 
location,  it  hadn’t  really  done  very  much  in 
the  way  of  embarrassing  the  remaining 
kidney  as  yet,  either  grossly  or  microscopi- 
cally. There  is  little  or  no  evidence  of  the 
pyelonephritis  one  might  expect  to  find. 
There  was  a little  of  the  inflammatory 
change  here  and  there.  This  section  illus- 
trates the  attachment  of  this  lesion,  and  one 
can  see  that  it  did  not  burrow  deeply  into 
pelvic  lining  at  any  point.  Where  we  have 
sections  from  blood  vessels,  we  could  not  see 
that  any  of  this  tumor  was  within  either 
arteries  or  veins.  So,  we  consider  it  a grade 
2 plus  or  grade  3 transitional  cell  carcinoma 
of  the  renal  pelvis. 

A physician:  Do  you  think  it  is  likely 
that  this  one  seeded  down  the  ureter  and  into 
the  bladder? 

Dr.  Prior:  The  ureter  was  a little 

dilated,  about  4 mm.  wide  all  the  way  down, 
and  there  wasn’t  any  evidence  of  seeding 
within  it  at  this  time.  Certainly,  I think  it 
is  a strong  possibility  here  that  the  renal 
pelvic  lesion  is  the  parent  of  the  ureteral 
orifice  tumor. 

Histologic  diagnosis 

Transitional  cell  carcinoma  of  the  renal 
pelvis 


Corrective  lenses  in  sunglasses 

It  is  not  feasible  to  put  corrective  lenses  in 
wraparound  sunglasses  because  of  the  induced 
astigmatism  in  glasses  so  large  and  so  extensive 
in  curvature,  according  to  an  article  in  the  No- 
vember 2 Journal  of  the  American  Medical  Asso- 


ciation. The  author  noted  that  good  quality 
wraparound  sunglasses  made  of  molded  plastic 
cause  virtually  no  distortion.  “Those  of  cheap 
quality  do  produce  some  distortion  because  of 
the  irregular  surface  and  varying  density  of  the 
plastic  material,  but  even  they  have  proved  to  be 
quite  satisfactory  for  outdoor  sports  activities,” 
the  article  said. 
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Recent  Studies  on  the 
Metabolism  of  Aromatic 
Amino  Acids  That  Relate 
to  Phenylketonuria 

DONALD  B.  MCCORMICK,  PH.D. 

Ithaca,  New  York 

P henylketonuria,  an  inborn  error  in 
metabolism,  is  generally  well  characterized. 
Individuals  with  this  disease  show  increased 
plasma  levels  of  the  aromatic  amino  acid, 
L-phenylalanine,  and  urinary  excretion  of 
such  phenylalanine  catabolites  as  phenyl- 
pyruvate,  phenyllactate,  and  phenylacetate. 
The  primary  genetic  defect  has  been  shown 
to  be  a lack  of  the  enzyme,  phenylalanine 
hydroxylase,  which  catalyzes  conversion  of 
phenylalanine  to  tyrosine.  Even  though  all 
facets  of  the  disease,  especially  the  mental 
retardation  which  ultimately  results  unless 
phenylalanine  is  withdrawn  from  the  diet, 
have  not  been  fully  explained  on  a bio- 
chemical basis,  considerable  headway  ap- 
pears to  have  been  made  by  research  efforts 
which  continue  to  be  expended  to  explain 
this  process. 

Experimental  phenylketonuria 

Mammals  used  for  experiment,  such  as  the 
rat,  have  been  found  to  exhibit  most  of  the 
biochemical  indices  of  phenylketonuria  when 
given  diets  high  in  phenylalanine.  The 
above- normal  levels  of  phenylalanine  in 
plasma  and  increased  excretion  of  phenyl- 
alanine catabolites  observed  theoretically 


could  be  due  either  to  simple  overloading  of 
a normally  active  phenylalanine  hydroxylase 
with  substrate  phenylalanine  or  to  such  an 
effect  augmented  by  additional  suppression 
of  the  hydroxylase.  Although  conflicting 
reports  exist  concerning  the  effect  of  dietary 
phenylalanine  on  the  activity  of  phenyl- 
alanine hydroxylase  from  rat  liver,  the  latter 
case  now  appears  to  be  correct.  It  was 
found  that  a marked  reduction  in  the  level 
of  hydroxylase  activity  occurred  when 
relatively  large  amounts  of  phenylalanine 
were  fed  to  young  male  rats. 1 This  observa- 
tion was  confirmed  and  the  effect  more 
exactly  quantitated  by  demonstrating  that 
small  increments  of  the  amino  acid  in  vivo 
produced  increased  lowering  of  hydroxylase 
activity  as  measured  in  vitro.2  Possible 
reasons  for  a lowered  activity  of  enzyme 
conceivably  could  be  attributed  to  inhibi- 
tion of  normal  levels  of  hydroxylase  by 
excess  substrate  or  catabolites  or  to  sub- 
normal levels  of  the  enzyme.  Direct  inhibi- 
tion of  the  hydroxylase  by  various  means 
does  not  fully  account  for  the  decreased 
activity  of  enzyme,  but  some  contribution 
may  be  made  by  a composite  of  such  effects. 
Although  substrate  phenylalanine  added  in 
amounts  well  in  excess  of  that  required  for 
maximum  activity  of  the  hydroxylase  in 
vitro  does  lower  activity,  the  extent  of  such 
decreases  is  small  when  compared  with  the 
amount  of  phenylalanine  necessary  to  pro- 
duce it.3  Under  physiologic  conditions,  such 
high  levels  of  phenylalanine  are  not  en- 
countered, and  one  does  not  find  significant 
activity  in  hydroxylase  preparations  without 
additionally  added  substrate.2  A few 
catabolites  of  phenylalanine,  that  is,  phenyl- 
pyruvate  and  homogentisate,  do  elicit  some 
essentially  competitive  inhibition  of  phenyl- 
alanine hydroxylase,  but  again  the  effects 
are  quite  small  with  amounts  of  these  corn- 
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pounds  which  can  exist  in  vivo  even  under 
conditions  of  experimental  phenylketonuria, 
and  the  effects  can  be  minimized  when 
adequate  pteridine  cofactor  is  present.4 
Moreover,  it  has  been  indicated  that  the 
primary  decrease  in  measured  activity  may 
not  be  due  to  accumulation  of  catabolites 
directly  inhibitory  to  the  enzyme,  since  loss 
in  activities  on  dialysis  of  preparations  from 
both  experimental  and  control  rats  are 
approximately  the  same. 2 Thus,  the  lowered 
activity  of  hydroxylase  measured  in  experi- 
mental phenylketonuria  may  be  largely  at- 
tributed to  a real  suppression  of  enzyme 
synthesis  de  novo,  rather  than  inhibition  by 
excess  substrate  or  catabolites. 

Aromatic  amino  acid  hydroxylases 

Observations  in  metabolism  of  the  aro- 
matic amino  acid,  L- tryptophan,  have  fre- 
quently been  noted  to  accompany  conditions 
of  phenylketonuria.  As  one  pathway  for 
tryptophan  catabolism  involves  hydroxyla- 
tion  of  the  amino  acid  to  yield  5-hydroxy- 
tryptophan,  contiguous  relationships  of 
hydroxylation  of  both  phenylalanine  and 
tryptophan  have  been  examined.  It  has 
been  shown  that  a parallel  decrease  occurs 
for  hydroxylase  activities  in  liver  for  both 
tryptophan  and  phenylalanine  when  an 
excess  of  phenylalanine  is  fed,  and  a cor- 
responding stimulation  is  effected  by 
administering  tryptophan  or  glucocortico- 
steroid.5  Actually  the  same  liver  protein 
appears  to  possess  both  hydroxylase 
activities.6  However,  variations  in  the 
activities  toward  the  two  amino  acid  sub- 
strates have  been  obtained  by  certain 
treatments.  An  important  difference 
between  the  activities  of  liver  preparations  is 
that  pteridine  cofactor  reactivity  is  necessary 
for  phenylalanine  hydroxylase,  but  not  for 
tryptophan  hydroxylase.7  A recent  study 
on  inhibition,  particularly  by  dihydroxy- 
phenylalanine-acetamide  derivatives,  of  the 
hydroxylation  of  phenylalanine  and  trypto- 
phan by  rat  liver  extract  has  demonstrated 
some  further  differences.8  In  fact  there 
seem  to  be  at  least  partly  different  phenyl- 
alanine hydroxylating  systems  in  this  tissue. 
In  contrast  to  rat  liver  but  like  the  car- 
cinoid tumor,  brain  does  not  hydroxylate 
phenylalanine,6  and  its  tryptophan 
hydroxylating  activity  is  not  inhibited  by 
methotrexate.9 


Mental  defect 

The  exact  relationship  between  the  block 
in  phenylalanine  metabolism  and  the 
mental  retardation  which  accompanies  the 
genetic  disorder  in  human  beings  is  as  yet 
not  completely  established.  However,  the 
secondary  effects  on  tryptophan  metabolism 
and  specifically  serotonin  are  becoming 
clearer.  Clinical  studies  showed  that  persons 
with  phenylketonuria  have  lower  levels  of 
serum  serotonin  and  5-hydroxyindolylacetic 
acid  excretion  than  do  normal  controls,10 
and  that  serum  serotonin  levels  are  in- 
creased when  patients  are  put  on  a low 
phenylalanine  diet  for  therapeutic  pur- 
poses. 1 1 Studies  of  enzyme  systems  involved 
have  shown  that  the  phenylalanine 
catabolites  produced  in  abnormal  quantities, 
such  as  phenylpyruvate,  phenyllactate,  and 
phenylacetate,  inhibit  in  vitro  the  de- 
carboxylation of  5 -hydroxy tryptophan  which 
is  the  immediate  precursor  of  serotonin.12 
Again  investigations  of  the  disease  which  is 
induced  by  feeding  excess  phenylalanine  to 
normal  animals  has  yielded  considerable 
information  bearing  on  the  genetic  defect  in 
human  beings.  Rats  which  are  fed  diets  rich 
in  phenylalanine  show  poorer  performance 
in  a maze  test  than  controls  and  have  de- 
creased levels  of  serotonin  in  the  brain.13 
Also  mice  made  phenylketonuric  from  birth 
until  maturity  by  continuous  administration 
of  phenylalanine  plus  tyrosine  exhibit  sub- 
normal maze-learning  ability  which  can  be 
largely  prevented  by  continuous  administra- 
tion of  serotonin  congeners  such  as 
melatonin  or  5-hydroxy  tryptophan. 14 

Comment 

A general  understanding  of  phenyl- 
ketonuria has  been  gained  through  realizing 
that  a lack  of  phenylalanine  hydroxylase 
leads  to  accumulation  of  catabolites  which 
can  inhibit  formation  of  serotonin-like  sub- 
stances and  thereby  decrease  central  nervous 
system  activity.  Continuation  of  studies  on 
the  particular  systems  involved  may  be 
expected  to  give  complete  elucidation  of  the 
syndrome. 
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Mental  problems  at  commuter 

colleges 

Mental  problems  appear  to  be  greater  among 
“commuter  college”  students  than  among  those 
attending  residential  schools,  according  to  an 
article  in  the  Archives  of  General  Psychiatry. 
The  author  reported  on  five  years’  experience 
as  psychiatric  consultant  at  the  Chicago  Under- 
graduate Division  of  the  University  of  Illinois. 
The  university  branch,  located  in  the  heart  of 
Chicago,  has  5,000  full-time  students,  99  per 
cent  of  whom  commute  daily  from  home. 

The  higher  rates  of  problems  in  commuter 
schools  were  attributed  to  three  large  groups  in 
the  student  body — those  from  unstable  or 
broken  homes;  those  from  families  of  lower 
socioeconomic  status,  which  studies  indicate 
carries  a progressively  larger  risk  of  impaired 
mental  health  during  adulthood;  and  those  who 
have  “individual  pathology”  related  to  their 
selection  of  the  commuter  school. 

While  there  is  no  doubt  that  students  from 
low-income  families  enter  the  commuter  school 
largely  because  of  financial  limitations,  the 
author  found  that  there  are  a surprising  num- 
ber whose  families  have  sufficient  means  to  help 
them  to  go  to  a residential  school.  Among 
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these  commuter-by-choice  students,  he  found 
that  feelings  of  inadequacy,  overcontrol  of 
impulses,  isolatedness,  indecision,  social-sexual 
maladjustment,  and  dependency  and  conformity 
to  parents’  expectations  were  prominent  charac- 
teristics. 

According  to  some  studies,  vulnerability  to 
mental  disorder  results  from  damaging  events 
in  childhood  or  early  adulthood,  such  as  separa- 
tion from  a parent  by  divorce,  death,  or  illness; 
an  unstable  family  situation  in  which  one  or 
both  parents  may  be  alcoholic,  criminal,  men- 
tally ill,  or  in  marital  disharmony;  and  crossing 
from  one  social  or  cultural  setting  to  another 
markedly  different  one  producing  “cultural 
shock.”  These  factors  were  seen  more  com- 
monly among  commuter  students  than  among 
residential  students. 

The  article  cautions  that  the  findings  do  not 
indicate  that  the  entire  student  population 
of  the  Chicago  school  or  other  nonresidential 
schools  is  made  up  of  students  whose  mental 
health  is  impaired  or  who  have  been  exposed  to 
trauma  or  deprivation.  There  are  not  only 
some  students  whose  mental  health  may  re- 
main unimpaired  in  spite  of  stressful  experiences, 
but  also  some  students  whose  selection  of  the 
commuter  college  is  not  primarily  motivated  by 
pathologic  factors. 
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Headache  and  Hypertension 
Complicating  Parturition 


P ostpartum  headache  may  occur  follow- 
ing  either  general  or  regional  anesthesia. 
Even  if  temporarily  disabling  in  intensity, 
it  is  rarely  of  serious  import,  being  ordinarily 
attributable  to  postsedative  “hang-over,” 
sinus  obstruction  from  thickened  secretions 
in  the  upper  respiratory  tract,  or  leakage 
of  cerebrospinal  fluid.1  On  the  other  hand, 
headache  associated  with  hypertension  oc- 
curring prior  to,  during,  or  immediately 
following  labor  and  deb  very  usually  signals 
the  onset  of  a major  complication  whose 
cause  may  be  less  obvious,  as  demonstrated 
by  the  following  case  report. 

Case  report 

A seventeen-year-old  unmarried  primigravida 
was  admitted  to  the  hospital  in  active  labor. 
She  had  had  no  prenatal  care  and  denied  prior 
illness.  Her  blood  pressure  was  110  mm.  Hg  sys- 
tolic and  80  diastolic  with  a pulse  rate  of  86  per 
minute.  The  remaining  physical  findings  and 
laboratory  data  including  urinalysis  were  essen- 
tially normal  except  that  the  hematocrit  was  25. 
After  a twenty-four-hour  trial  of  labor  during 
which  the  patient  was  transfused  with  2 pints  of 
whole  blood,  cesarean  section  was  decided  on 
because  of  cephalopelvic  disproportion. 

Meperidine  hydrochloride  75  mg.,  prometh- 

Presented  and  discussed  at  a conference  held  at  Columbia- 
Presbyterian  Medical  Center,  New  York  City,  June  1,  1964. 
Clinical  Anesthesia  Conferences  are  held  on  the  first  Monday 
of  each  month. 


azine  hydrochloride  25  mg.,  and  atropine  0.4 
mg.  were  administered  intramuscularly  one  hour 
prior  to  the  scheduled  time  of  operation.  An 
atraumatic  spinal  puncture  was  performed 
with  a 22-gauge  needle  through  the  interspace 
between  the  third  and  fourth  lumbar  vertebrae 
and  tetracaine  hydrochloride  7 mg.,  dextrose  70 
mg.,  and  epinephrine  0.3  mg.  were  injected 
intrathecally.  Within  three  or  four  minutes 
sensory  anesthesia  had  reached  the  level  of  the 
fourth  thoracic  spinal  segment.  The  patient 
suddenly  began  to  complain  of  excruciating  head- 
ache; her  blood  pressure  was  now  170  mm.  Hg 
systolic  and  100  diastolic  and  pulse  120.  Thio- 
pental sodium  75  mg.  was  administered  intra- 
venously, and  the  pressure  fell  to  146  mm.  Hg 
systolic  and  90  diastolic.  An  additional  50  mg. 
of  thiopental  sodium  were  injected,  and  an 
intravenous  infusion  of  succinylcholine  was 
begun.  An  endotracheal  tube  was  inserted  and 
general  anesthesia  maintained  by  the  use  of 
nitrous  oxide  and  succinylcholine.  Twenty 
minutes  later  a full-term  infant  was  delivered  in 
good  condition.  The  one-minute  Apgar  score 
was  9. 

On  admission  to  the  recovery  room  the 
patient’s  blood  pressure  was  100  mm.  Hg  sys- 
tolic and  80  diastolic.  Twelve  hours  later  she 
again  complained  of  headache  and  exhibited 
brief  convulsive  movements.  Systolic  blood 
pressure  was  now  160  mm.  Hg,  diastolic  100,  and 
a right-sided  motor  weakness  was  elicited. 
Lumbar  puncture  revealed  7,400  red  blood  cells 
per  cubic  millimeter  with  31  per  cent  crenation. 
There  was  much  paroxysmal  high-voltage,  two- 
to  four-second  activity  in  all  leads  of  the  electro- 
encephalogram. The  tentative  neurologic  diag- 
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nosis  was  congenital  arteriovenous  malformation 
or  leaking  cerebral  aneurysm.  Following  bed 
rest  and  symptomatic  care  recovery  was  com- 
plete. 

Comment 

The  differential  diagnosis  of  headache 
and  hypertension  complicating  parturition, 
excluding  the  remote  possibility  of  pheo- 
chromocytoma,  includes  primarily  three 
conditions:  preeclampsia-eclampsia,  cere- 

brovascular accident  secondary  to  drug- 
induced  hypertension,  and  cerebrovascular 
accident  resulting  from  vascular  anomaly. 
Preeclampsia-eclampsia,  a reasonable  di- 
agnosis in  the  unmarried,  young  gravida 
lacking  prenatal  care,  is  unlikely  in  this 
patient  in  view  of  the  absence  of  proteinuria 
and  generalized  edema.  Pre-  and  post- 
partum cerebrovascular  accidents  due  to 
drug-induced  hypertension  have  been  ob- 
served during  conduction  anesthesia  in 
relation  to  the  administration  of  oxytocic 
and/or  vasopressor  drugs.2  In  the  present 
case,  barring  the  remote  possibility  of 
inadvertent  intravascular  injection  of  a 
portion  of  the  spinal  anesthetic  solution 
containing  epinephrine,  neither  oxytocics 
nor  vasopressors  could  be  incriminated  prior 
to  the  first  episode  of  headache  and  hyper- 
tension. Lumbar  puncture  confirmed  the 
occurrence  of  subarachnoid  hemorrhage 
which,  by  exclusion,  most  likely  resulted 
from  a vascular  anomaly.  It  has  been 
noted  that  the  increased  blood  volume  and 
the  known  hypertensive  effects  of  straining 
during  labor  must  be  regarded  as  potential 
hazards  in  the  presence  of  a weakened  or 
abnormal  vascular  system,  although  normal 
pregnancy  is  not  itself  a contributing  factor 
in  the  development  of  intracranial  hemor- 
rhage from  a congenital  vascular  anomaly.3 
During  pregnancy,  however,  as  in  any  case 
of  subarachnoid  hemorrhage,  exertion  and 
physical  stress  may  result  in  the  rupture  of 
an  anomaly  which  was  about  to  bleed 
spontaneously.4  A Valsalva  mechanism 
might  be  implicated.  Experiments  with  the 
Valsalva  maneuver  have  shown  that  the 
straining  results  in  a rise  in  arterial  blood 


pressure  against  which  the  brain  is  pro- 
tected by  a corresponding  rise  in  cere- 
brospinal fluid  pressure.5  Consequently, 
the  effective  intracerebral  arterial  blood 
pressure  remains  unchanged.  Maximum 
stress  on  the  cerebral  vasculature  is  exerted 
on  release  of  the  straining  force  when  the 
cerebrospinal  fluid  pressure  falls,  leaving  the 
elevated  arterial  pressure  temporarily  un- 
opposed. In  the  present  case  it  is  con- 
ceivable that  the  sudden  release  of 
straining  after  twenty-four  hours  of  hard 
labor,  coupled  with  the  altered  cerebrospinal 
fluid  dynamics  following  lumbar  puncture, 
favored  the  bleeding  episode.  However, 
the  absence  of  hypertension  until  the  onset 
of  headache  renders  this  hypothesis  less 
attractive. 

Since  extreme  hypertension  from  any  of 
the  causes  discussed  may  result  in  cerebro- 
vascular accident,  prompt  therapy  is  es- 
sential. General  anesthesia,  especially 
involving  intravenous  barbiturates,  or  the 
administration  of  vasodepressor  drugs  such 
as  trimethaphan  camphorsulfonate  (Ar- 
fonad),  phentolamine  (Regitine)  hydro- 
chloride, or  chlorpromazine  hydrochloride 
(Thorazine)  may  be  effective.  If  con- 
tinuous regional  analgesia  is  in  progress,  an 
added  injection  of  the  local  anesthetic  drug 
in  lesser  concentration  may  lower  the  blood 
pressure  by  increasing  the  extent  of  sym- 
pathetic blockade.  In  the  present  case,  the 
first  episode  of  hypertension  responded 
promptly  to  the  administration  of  thiopental 
sodium;  with  spinal  anesthesia  extending  to 
the  fourth  thoracic  segment,  it  is  difficult  to 
understand  why  succinylcholine,  endo- 
tracheal intubation,  and  nitrous  oxide  also 
were)  deemed  necessary. 
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/"although  widely  and  wisely  performed 
for  a variety  of  clinical  problems,  tracheos- 
tomy remains  an  operation  fraught  with 
complications.  Many  of  the  difficulties 
which  complicate  at  least  30  per  cent  of 
tracheostomies  can  be  attributed  directly 
to  technical  factors  in  the  actual  perform- 
ance of  the  operation  or  the  after-care. 

The  increased  use  of  assisted  or  controlled 
ventilation  with  a cuffed  tracheostomy  tube 
made  us  aware  of  the  inadequacy  of  the 
tracheal  stoma  as  usually  constructed. 
Many  methods  have  been  described  for 
entering  the  trachea  after  its  exposure,  and 
these  range  from  vertical,  cruciate,  U- 
shaped  flap,  and  I-shaped  incisions  to  cut- 
ting out  a piece  of  the  tracheal  wall  by 
grasping  the  sides  of  a vertical  incision  and 
removing  semicircular  portions  of  trachea 
on  either  side.  The  4 types  of  incision 
can  be  performed  quickly  and  easily,  but 
all  share  the  same  common  disadvantage, 
the  difficulty  of  reinserting  the  tube  should 
it  slip  out.  Cuffed  tubes  with  a double- 
sheathed  cannula,  even  though  made  of 
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A tracheotome  is  described  which  is  safe, 
rapid,  and  easy  to  use.  Exchangeable  cut- 
ting heads  of  various  diameters  permit  the 
removal  of  a perfect  circle  of  trachea  to 
accommodate  different-sized  tracheostomy 
tubes.  The  piece  of  trachea  removed  is 
pulled  into  the  barrel  of  the  tracheotome, 
obviating  the  possibility  of  aspiration,  and  the 
tracheostomy  tube  fits  snugly  into  the  hole,  re- 
ducing chances  of  postoperative  interstitial 
emphysema. 


silver,  require  complete  change  every  twenty- 
four  to  forty-eight  hours.  Change  and  cleans- 
ing of  the  inner  cannula  are  not  sufficient 
to  prevent  obstruction  from  inspissated 
secretions.  Tracheostomy  which  does  not 
permit  easy  removal  and  reinsertion  of  the 
entire  tracheostomy  tube  within  twenty- 
four  hours  of  performance  is  considered 
unsatisfactory.  Many  of  the  complications 
in  the  past  can  be  related  directly  to  the 
difficulties  encountered  on  reinsertion  of  a 
tube  which  slipped  out.  A circular  incision 
which  would  accommodate  the  tube,  while 
desirable,  is  not  technically  easy  to  accom- 
plish when  speed  is  necessary,  even  in  the 
most  leisurely  tracheostomy. 

Another  important  consideration  in  the 
use  of  cuffed  tubes  is  the  fit  of  the  tube  to 
stoma.  If  an  irregular,  large  stoma  exists, 
the  balloon  can  distend  outside  the  trachea 
and  cause  leaks  or  displacement  of  the  tube 
with  poor  ventilation  or  even  complete 
obstruction. 

The  tracheotome  described  herein  is  easy 
to  use,  is  safe,  and  permits  rapid  removal  of  a 
precisely  measured  portion  of  trachea  de- 
signed to  fit  the  appropriate  tracheostomy 
tube.  The  instrument  consists  of  a 4-inch 
stainless  steel  tube  which  surrounds  a spring- 
operated  trocar  with  a retractable  barb 
(Fig.  1).  When  the  plunger  is  depressed, 
the  trocar  extends  beyond  the  cutting  edge. 
The  trocar  is  inserted  into  the  trachea  and 
released.  The  barb  catches  the  posterior 
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FIGURE  1.  (A)  Tracheotome  designed  to  hold  interchangeable  cutting  heads  of  different  sizes.  Trocar 
is  extended  by  pressing  handle  into  shaft  and  is  retracted  into  position  by  spring.  (B)  Trocar  seen  in 
extended  position  ready  for  performance  of  tracheostomy  after  trachea  has  been  properly  exposed.  (C) 
Length  of  trocar  does  not  permit  perforation  of  posterior  tracheal  wall.  (D)  On  release  of  handle,  trachea 
is  brought  into  contact  with  cutting  edge  and  an  appropriate  portion  of  trachea  can  be  excised  by  rotating 
tracheotome.  (E)  Circular  piece  of  trachea,  the  correct  size,  has  been  excised  to  accommodate  cuffed  or 
noncuffed  tracheostomy  tube.  (F)  Placement  of  cuffed  tracheostomy  tube  before  insertion  of  inner 
cannula. 

surface  of  a ring  and  brings  the  anterior 
wall  of  the  trachea,  at  the  desired  site,  into 
direct  contact  with  the  cutting  edge.  The 
cutting  edge  is  then  rotated,  and  a circular 
section  of  the  trachea  is  removed.  The 
trocar  then  retracts  entirely  into  the  handle, 
pulling  the  excised  portion  into  the  barrel. 

This  instrument  which  offers  several  ad- 
vantages has  been  in  routine  use  at  the  Royal 
Victoria  Hospital  for  several  months. 

The  trocar  is  constructed  so  that  it  will 
protrude  into  the  trachea  for  a maximum 
distance  of  5 mm.  and  the  cutting  edge  for 
3.5  mm.  Measurements  on  cadavers  indi- 
cate that  these  distances  of  penetration  are 
completely  safe.  The  usual  time  required 
for  the  removal  of  a section  of  the  trachea  is 
five  seconds. 

Exchangeable  cutting  heads  of  various 
diameters  permit  the  removal  of  a perfect 
circle  of  trachea  to  accommodate  either  a 
number  6,  7,  or  8 tracheostomy  tube,  or 
such  tubes  with  inflatable  cuffs,  and  a num- 
ber 4 pediatric  tracheostomy  tube. 

There  is  no  chance  for  the  patient  to 
aspirate  bits  of  trachea  since  the  piece  re- 
moved is  pulled  into  the  barrel  of  the  tra- 


cheotome. The  chances  of  postoperative 
interstitial  emphysema  are  also  reduced 
with  this  method  since  the  tracheostomy 
tube  fits  snugly  into  the  hole  and  prevents 
the  escape  of  air  around  it.  For  the  same 
reason,  an  inflatable  cuff  will  not  balloon 
out  as  often  occurs  if  the  stoma  has  been 
poorly  cut. 

Technic 

The  skin  should  be  incised  either  hori- 
zontally or  transversely,  just  below  the 
cricoid  cartilage  and  the  strap  muscles, 
separated  with  an  artery  forceps,  and  held 
apart  by  an  assistant  using  small  ribbon  re- 
tractors. Dissection  should  be  carried  down 
through  the  pretracheal  fascia.  Identifica- 
tion should  be  made  with  the  index  finger 
so  that  the  operator  may  pick  a spot  between 
the  cricoid  and  isthmus  of  the  thyroid, 
being  careful  to  leave  the  cricoid  cartilage 
and,  if  possible,  one  tracheal  ring  intact. 
If  the  isthmus  is  in  the  way,  it  may  be  re- 
tracted downward  or  cut  between  two 
Kocher  clamps. 

If  a site  has  been  selected  in  the  trachea, 
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the  anesthetist  is  asked  to  deflate  the  cuff 
on  the  endotracheal  tube,  if  one  is  being 
used.  The  plunger  is  then  depressed  by 
the  palm  of  the  right  hand  while  the  instru- 
ment is  grasped  between  the  thumb  and 
index  and  middle  fingers.  The  trocar  is 
thrust  between  the  tracheal  rings  and  re- 
leased. The  instrument  is  then  turned 
quickly  to  the  right  and  removed,  along 
with  the  piece  of  trachea.  The  proper 
size  tracheostomy  tube  is  then  inserted. 


Comment 

In  the  past,  tracheotomes  have  been  de- 
signed primarily  with  speed  in  mind.  Shel- 
den  et  al. 1 have  used  a percutaneous  trache- 
otome in  extreme  neurosurgical  emergencies. 
This  instrument  has,  doubtless,  saved  many 


Child’s  temperature  varies  hourly 

Mothers  should  be  told  not  to  become  overly 
excited  every  time  a child  has  a fever,  for  there 
are  wide  individual  variations  from  the  normal 
98.6  F.  temperature,  report  two  pediatricians  in 
Postgraduate  Medicine.  “Everyone’s  body  tem- 
perature varies  from  one  hour  to  the  next,  and 
many  persons  have  higher  or  lower  average  tem- 
perature,” they  say. 

“The  body  temperature  represents  a balance 
between  heat  production  and  heat  loss,  and  it  is 
comforting  to  reflect  that  a ‘thermostatic’ 
mechanism  probably  is  operative  at  about  106 
F.,  since  body  temperatures  rarely  exceed  that 


lives  and,  in  experienced  hands,  is  an  effec- 
tive instrument.  The  following  disadvan- 
tages have  been  mentioned  by  Roe2:  (1) 

The  lumen  of  the  tracheotome  is  compromised 
by  a taper  at  the  leading  end,  (2)  aspiration 
and  cleansing  are  difficult,  and  (3)  none  of 
the  instruments  is  small  enough  for  use  in 
children.  Witt3  reported  accidental  per- 
foration of  the  posterior  tracheal  wall  and 
esophagus  with  serious  results.  These  dif- 
ficulties have  been  circumvented  by  the 
design  of  the  tracheotome  that  has  been 
described. 
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figure.”  Many  normal  children  have  oral  tem- 
peratures of  99  to  100  F.  daily,  and  even  higher 
readings  after  exercise  or  emotional  excitement. 

On  the  merits  of  oral  or  rectal  temperature 
readings,  the  physicians  say:  “Years  of  experi- 
ence in  taking  simultaneous  oral  and  rectal 
temperature  readings  in  children  have  convinced 
us  that  there  is  no  consistent  relationship  be- 
tween the  two  readings;  oral  temperature  is 
identical  with  rectal  as  often  as  the  two  are  a 
degree  apart. 

Aspirin,  a salicylate  complex,  is  the  most  often 
used  fever  reducer.  The  physicians  write: 
“Salicylates  are  the  least  expensive,  safest  and 
most  effective  antipyretics.  Aspirin  acts  by 
increasing  heat  elimination  . . . aspirin  reduces 
body  tempera ture  only  in  the  presence  of  fever.” 
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T he  centenarian  continues  to  be  a 
rarity.  Although  the  life  expectancy  of  our 
population  has  increased  greatly,  the  longev- 
ity of  persons  reaching  one  hundred  has  not 
been  influenced  appreciably  by  any  of  the 
benefits  of  modern  medicine. 

It  is  therefore  not  surprising  to  find  that 
the  literature  devoted  to  surgery  in  the  aged 
fails  to  reveal  any  instance  of  a successful 
surgical  endeavor  at  this  extended  age. 
Operations  have  been  performed  in  patients 
well  into  the  tenth  decade  of  life;  the  cente- 
narian should  not  be  expected  to  react  very 
differently. 

The  case  reported  here  supports  the  con- 
tention that  a necessary  operation  should 
never  be  denied  a patient  because  of  age.  It 
also  merits  recording  because  it  emphasizes 
the  fact  that  in  the  aged,  surgical  procedures 
should  be  elected  that  are  designed  to  pre- 
vent catastrophic  emergency  situations. 

Case  report 

The  patient,  a small  and  frail  white 
woman,  was  admitted  to  the  Brooklyn 
Hebrew  Home  and  Hospital  for  the  Aged  on 
April  11,  1957,  for  general  custodial  care. 
She  had  been  born  in  Russia  about  1858  and 


came  to  this  country  in  1920  at  the  age  of 
sixty-two.  She  had  been  married  and 
widowed  twice  and  had  two  sons,  both  in  the 
seventies.  In  spite  of  her  advanced  age,  the 
patient  was  ambulatory,  read  her  Bible  daily, 
and  was  well  oriented  as  to  time  and  space. 
Her  memory  was  well  preserved,  she  related 
freely,  and  she  was  well  adjusted  to  the  en- 
vironment. Her  past  history  indicated  that 
she  had  always  been  in  excellent  health  ex- 
cept for  two  previous  hospitalizations.  In 
1952  she  sustained  an  intertrochanteric  frac- 
ture of  the  left  femur  which  was  successfully 
treated  by  internal  fixation.  In  1954  she 
entered  the  hospital  for  treatment  of  an 
impacted  fracture  of  the  neck  of  the  left 
humerus.  She  was  chairfast  most  of  the 
time. 

A review  of  systems  and  a physical  ex- 
amination at  the  time  of  admission  to  the 
Home  showed  nothing  abnormal  except  for 
a marked  lumbar  scoliosis,  resulting  from  a 
longstanding  osteoarthritic  spondylosis. 

In  the  ensuing  five  years  in  the  Home  she 
remained  in  relatively  good  health.  How- 
ever, soon  after  admission,  she  had  begun  to 
experience  repeated  episodes  of  crampy  right 
upper  quadrant  and  mid-epigastric  ab- 
dominal pain  frequently  associated  with 
nausea  and  vomiting  of  bilious  material. 
These  episodes  were  unrelated  to  type  of 
food  taken  or  time  of  ingestion.  Her  ap- 
petite was  good,  and  there  was  no  weight 
loss.  During  these  attacks  her  vital  signs 
were  stable,  and  her  temperature  was 
normal.  Physical  examinations  usually  dis- 
closed her  abdomen  to  be  soft  and  flat,  with 
no  palpable  organs  or  masses.  Peristalsis 
was  active  and  normal.  There  was  con- 
sistent tenderness  to  deep  palpation  in  the 
right  upper  quadrant  and  mid-epigastrium, 
with  no  spasm  or  muscular  guarding. 

A roentgenologic  study  of  the  biliary  tract 
with  iopanoic  acid  (Telepaque)  in  1958  did 
not  allow  visualization  of  the  gallbladder. 
A barium  enema  showed  normal  results. 
Repeated  upper  gastrointestinal  studies  by 
means  of  a barium  meal  showed  nothing 
positive  except  in  1960,  when  a small  gastric 
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ulcer  was  seen  at  the  incisura  of  the  lesser 
curvature.  This  was  considered  to  be  be- 
nign, and  it  responded  to  the  usual  ulcer 
regimen. 

The  patient’s  symptoms  were  controlled 
with  antispasmodic  drugs.  During  a two- 
year  period,  1960  to  1962,  propantheline 
(Pro-Banthlne)  bromide  kept  her  symptom- 
free. 

Present  illness.  On  August  27,  1962, 
the  patient,  now  age  one  hundred  and  four, 
suddenly  became  acutely  ill.  She  was 
nauseated,  pale,  and  sweaty  and  complained 
of  severe,  right -sided  abdominal  pain.  The 
temperature  was  100  F.  The  blood  pressure 
dropped  to  75/50  mm.  Hg  and  could  be 
maintained  on  that  level  only  with  vaso- 
pressors. The  pulse  rate  was  120  per  minute 
and  regular.  The  abdomen  was  flat  and 
diffusely  tender.  There  was  marked  right - 
sided  rigidity,  spasm,  and  rebound  tender- 
ness. No  peristalsis  could  be  heard.  A 
mass  above  the  right  iliac  crest,  palpated  by 
several  examiners,  was  believed  to  represent 
either  an  appendiceal  abscess  or  an  enlarged 
gallbladder.  The  downward  displacement 
of  all  viscera  by  the  skeletal  deformity  made 
the  exact  differentiation  most  difficult. 
Rectal  examination  showed  nothing  posi- 
tive. 

Laboratory  data.  The  hemoglobin  was 
13.3  Gm.  per  100  ml.,  and  the  hematocrit  was 
41.  The  white  blood  cell  count  was  13,800, 
with  78  per  cent  polymorphonuclear  cells, 
12  per  cent  lymphocytes,  6 per  cent  staff 
cells,  3 per  cent  eosinophils,  and  1 per  cent 
monocytes. 

Roentgenologic  examination  of  the  ab- 
domen failed  to  disclose  anything  pathologic, 
and  the  films  were  interpreted  as  nondi- 
agnostic. An  electrocardiogram  showed 
nonspecific  S-T-T  abnormalities,  left  ven- 
tricular hypertrophy,  and  myocardial  is- 
chemia. It  was  essentially  unchanged  when 
compared  with  previous  tracings. 

All  examiners  agreed  that  an  acute  ab- 
dominal catastrophe  had  occurred.  An 
operation  was  deemed  imperative,  and  the 
patient  was  prepared  for  it  within  six  hours. 
During  this  interval  hydration  was  main- 
tained with  an  intravenous  infusion  of  glu- 
cose in  water,  and  penicillin  and  streptomy- 
cin were  administered. 

Operative  findings.  The  abdomen  was 
entered  through  a right  rectus  incision  under 
endotracheal  nitrous-oxide-oxygen  anes- 


thesia, supplemented  by  local  infiltration 
of  1 per  cent  procaine  hydrochloride.  A 
small  amount  of  intraperitoneal  serous  fluid 
was  present.  The  appendix  was  normal. 
The  duodenal  serosa  showed  some  thicken- 
ing indicative  of  previous  inflammation. 
All  other  abdominal  viscera  were  unre- 
markable except  the  gallbladder,  which  was 
markedly  enlarged,  distended,  and  thick- 
walled,  with  the  fundus  extending  7 cm. 
below  the  liver  edge.  The  gallbladder  could 
not  be  emptied.  Numerous  calculi  were 
palpable  within,  and  several  of  them  were 
impacted  in  the  ampulla.  A cholecystos- 
tomy  was  performed  through  the  fundus. 
The  stones  were  disimpacted,  and  all  were 
removed.  A number  20  French  Foley 
catheter  was  left  in  situ  and  brought  out 
through  a separate  stab  wound. 

Postoperative  course.  The  patient’s  post- 
operative course  was  entirely  benign.  Dur- 
ing the  first  twenty-four  hours,  she  required 
decreasing  amounts  of  a vasopressor  drug  to 
maintain  her  blood  pressure,  and  1,000  ml. 
of  5 per  cent  dextrose  in  water  were  ad- 
ministered intravenously.  The  urinary 
output  in  the  first  twenty-four  hours  was 
450  ml.  Nasogastric  suction  was  discon- 
tinued on  the  second  postoperative  day,  and 
thereafter  she  tolerated  oral  fluids  and  purees 
without  difficulty.  She  was  on  bed  rest 
for  the  first  forty-eight  hours  and  thereafter 
used  a wheelchair.  The  cholecystostomy 
tube  drained  freely.  It  was  clamped  off 
without  reaction  on  the  seventh  postopera- 
tive day  and  was  removed  along  with  the 
sutures  on  the  tenth  postoperative  day. 

Present  condition.  At  present,  the 
patient  remains  completely  asymptomatic 
and  in  good  general  condition.* 

Comment 

It  has  been  noted  often  that  biliary  tract 
disease  is  the  most  frequent  cause  for  ab- 
dominal surgery  in  the  aged.  Fisher  and 
White1  state  that  biliary  tract  operations 
are  exceeded  in  frequency  only  by  operations 
for  hernia. 

Almost  all  reported  series  of  biliary  tract 
disease  in  the  aged  support  the  conclusion 
that  emergency  surgery  carries  a high  mortal- 
ity. Therefore,  if  at  all  possible,  a con- 

* The  patient  died  fifteen  months  later  of  unrelated  inter- 
current illness,  following  the  completion  of  this  report. 
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servative  approach  is  desirable.  Glenn  and 
Hays2-3  report  a study  at  The  New  York 
Hospital  of  patients  over  sixty-five  years  of 
age  with  biliary  tract  disease.  In  these 
patients  the  over-all  operative  mortality  in 
the  acute  phase  was  10  per  cent.  A 4 per 
cent  mortality  for  operations  in  the  chronic 
stage  was  not  significantly  different  from  the 
mortality  in  the  younger  age  groups.  Fisher 
and  White1  observed  a 42  per  cent  operative 
mortality  in  patients  over  seventy  years  of 
age  having  acute  disease.  In  Cutler’s4 
series  of  acute  cases,  the  over-all  mortality 
was  42  per  cent. 

The  case  reported  here  strongly  em- 
phasizes the  dangerous  dilemma  of  chole- 
cystitis. Since  its  complications  are  of  such 
serious  nature  in  the  old  age  group,  why  is  the 
need  for  emergency  operations  so  frequent? 
The  answer  lies  in  the  almost  invariable 
paucity  and  mildness  of  clinical  signs  and 
symptoms  associated  with  this  disease  in  the 
aged.  The  patient  may  have  grown  ac- 
customed to  the  disability  and  have  become 
oblivious  to  it  or  unaware  of  it.  For  the 
physician  the  diagnosis  may  be  obscured 
by  other  pathologic  states.  Even  if  the 
diagnosis  is  made  and  confirmed,  both  the 
patient  and  his  physician  are  reluctant  to 
accept  an  operation  for  such  minimal  and 
easily  controlled  disability.  However,  in 
otherwise  healthy  persons,  the  physician 
should  not  expect  the  patient  to  outlive  his 
disease. 

Cholecystostomy  has  its  greatest  useful- 
ness in  the  surgical  management  of  acutely 
ill  patients.3-5-6  When  medical  therapy 
has  failed  and  an  operation  is  indicated,  a 
conservative  approach  should  not  be  aban- 
doned. This  attitude  should  prevail  even 
when  cholecystectomy,  a more  definitive 
procedure,  is  considered  technically  feasible. 
The  major  causes  of  operative  mortality  in 
the  aged  are  coronary  occlusion,  bron- 


chopneumonia, and  sepsis,  including  peri 
tonitis.  The  patient’s  general  condition 
and  coexisting  disease  is  therefore  a major 
prognostic  factor.  The  local  pathologic 
condition  for  which  a conservative  procedure 
is  used  does  not,  as  a rule,  play  the  major 
part  in  postoperative  mortality.7 

Surgical  procedures  in  the  aged  are  now 
almost  too  commonplace  to  arouse  much 
interest.  On  the  other  hand,  the  extreme 
age  of  our  patient  and  the  successful  out- 
come of  the  operation  dramatically  point  up 
the  principle  laid  down  for  the  management 
of  emergency  situations  in  elderly,  poor  risk 
patients:  “to  perform  the  least  formidable 
procedure  that  would  meet  the  immediate 
need  for  relief  and  save  life.”4 


Summary 

An  emergency  cholecystostomy  performed 
successfully  on  a one  hundred-and-four-year- 
old  woman  is  hereby  reported.  Although 
surgical  procedures  in  the  aged  are  rather 
common  at  present,  the  extreme  age  of  the 
patient  and  her  uneventful  recovery  are 
deemed  of  interest. 

A brief  discussion  and  a review  of  per- 
tinent literature  are  presented. 
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|he  comprehensive  studies  of  Fanconi1 
have  permitted  the  designation  of  the 
Fanconi  syndrome,  a rare  condition  of  renal 
diabetes  accompanied  by  aminoaciduria, 
phosphaturia,  and  elimination  in  excess  of 
bicarbonates,  thus  resulting  in  bone  lesions. 
It  is  believed  that  the  metabolic  disorder  of 
this  syndrome  has  a hereditary  basis. 
In  contrast  to  renal  diabetes,  which  is 
inherited  as  a dominant  character,  the 
Fanconi  syndrome  follows  a recessive  pat- 
tern of  inheritance.2  Ben-Ishay,  Dreyfuss, 
and  Ullmann,3  reviewing  the  literature, 
found  that  until  1957, 18  cases  in  adults  were 
collected  by  Wallis  and  Engle4  exclusive  of 
their  own  case  reported  in  1961.  We  now 
report  another  case  in  an  adult,  presumably 
due  to  recessive  heredity. 

Case  report 

The  patient,  a thirty-nine-year-old 
Cypriot  married  man,  was  affected  with 
furunculosis  in  1948,  when  he  was  twenty- 
six  years  old.  A urinalysis  at  that  time  re- 
vealed glycosuria  for  which  he  was  treated 
with  a diabetic  diet  and  insulin  therapy, 
without  determinations  of  blood  sugar; 
40  to  50  units  of  insulin  were  administered 
to  him  daily  until  1952,  although  each 
injection  was  followed  by  hypoglycemic 
symptoms.  In  1952  the  first  estimation  of 


blood  glucose  was  carried  out,  at  which  time 
it  was  found  to  be  78  mg.  per  100  ml.  Sub- 
sequently insulin  therapy  was  discontinued, 
but  the  diabetic  diet  was  kept  up,  and  from 
time  to  time  the  patient  took  antidiabetic 
sulfonamides. 

Clinical  symptoms  were  absent  until 
1958  when  mild  pains  in  the  lumbar  region 
and  the  back  made  their  appearance.  The 
pains  were  so  mild  that  the  patient  con- 
tinued to  work  as  a laborer,  but  early  in 
1961  the  pains  extended  to  the  shoulders, 
humerus,  and  femoral  bones.  On  account  of 
these  symptoms  he  entered  the  2nd  Medical 
Clinic  of  Athens  University  on  September 
8,  1961. 

The  results  of  the  laboratory  investigation 
are  presented  in  the  following  paragraphs. 
From  these  it  appears  that  glycosuria, 
phosphaturia,  and  aminoaciduria  are 
markedly  increased  in  spite  of  the  normal 
level  of  glucose  and  phosphorus  in  the  blood. 

The  laboratory  findings  were:  hematocrit, 
50;  hemoglobin,  16  Gm.  per  100  ml.; 
erythrocyte  sedimentation  rate,  3 mm.  per 
hour;  proteinuria,  0.09  to  0.12  Gm.  per 
twenty-four  hours;  glycosuria,  62  to  91  Gm. 
per  twenty-four  hours;  phosphaturia  108 
mEq.  per  twenty-four  hours;  serum  sodium 
145,  chloride  100,  potassium  4.5,  calcium  4.3, 
and  phosphorus  2.1  mEq.  per  liter;  serum 
proteins  7.2,  albumin  5.1,  and  globulin  2.1 
Gm.  per  100  ml.;  cholesterol  260  mg.,  blood 
urea  40,  and  glucose  90  mg.  per  100  ml; 
alkaline  phosphatase,  6.6  King- Armstrong 
units;  and  aminoaciduria,  403.2  mg.  per 
twenty-four  hours.  From  the  chromato- 
graphic study,  a moderate  increase  in  the 
excretion  of  histidine,  alanine,  threonine, 
glycine,  cysteic  acid,  and  glutamic  acid,  and 
a normal  appearance  of  leucine,  tyrosine, 
valine,  methionine,  serine,  and  aspartic  acid 
were  demonstrated. 

Other  findings  included:  urea  clearance, 
56  ml.  per  minute:  endogenous  creatinine 
clearance,  126  ml.  per  minute;  para-amino- 
hippuric  acid  clearance,  534  ml.  per  minute; 
concentration  test,  normal  findings,  (specific 
gravity  up  to  1.050);  tubular  maximal 
reabsorption  of  glucose  (TmG)  in  plasma  con- 
centration, 3.4  Gm.  per  liter,  67.4  mg.  per 
minute  (normal  value,  300  to  350  mg.  per 
minute,  in  concentration,  > 3.5  Gm.  per 
liter);  tubular  maximal  excretion  of  para- 
aminohippuric  acid  (TmPAH)  in  plasma 
concentration,  178.8  mg.  per  liter,  56  mg. 
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FIGURE  1.  Decalcification  in  upper  end  of  ulna 
and  radius  and  lower  third  of  humerus;  process  is 
so  marked  that  cystiform  areas  are  apparent. 


per  minute  (normal  value,  55  to  70  mg.  per 
minute,  in  concentration,  > 150  mg.  per 
liter). 

The  renal  threshold  of  glucose  was  esti- 
mated. For  the  purpose  of  this  test  the 
patient  was  fasted  for  twenty -four  hours  and 
was  permitted  to  drink  only  water.  During 
this  period  urine  glucose  was  estimated  every 
four  hours,  and  simultaneously  blood  from 
the  femoral  artery  was  withdrawn  for 
estimate  of  glucose,  in  the  middle  of  every 
four-hour  period.  Thus  we  found  that  with 
a normal  blood  glucose  level  (70  to  100  mg. 
per  100  ml.)  the  excretion  of  glucose  in  the 
urine  reached  a total  of  45.264  Gm.  in  twenty- 
four  hours. 

A roentgenologic  examination  of  the 
entire  skeleton  showed  multiple  areas  of 
decalcification,  particularly  in  the  phalanges 
of  the  upper  and  lower  limbs.  A moderate 
decalcification  is  evident  in  the  tibias  and 
femoral  and  brachial  bones,  but  in  the  upper 
end  of  the  ulna  and  radius  and  lower  third  of 
the  humerus  the  process  is  so  marked  that 


FIGURE  2.  Renal  biopsy  section  showing  distal 
convoluted  tubules  which  show  in  some  places  dila- 
tation of  their  lumen. 


cystiform  areas  are  apparent  in  the  plain 
films  (Fig.  1).  A plain  film  of  the  skull 
showed  normal  findings.  Intravenous 
pyelography  showed  a normal  appearance 
in  the  size  and  excretion  of  both  kidneys. 

A renal  biopsy  was  performed  according  to 
Hamburger’s  technic.5  The  examined  seg- 
ment contained  more  than  25  glomeruli.  A 
few  of  them  have  undergone  hyaline  de- 
generation and  are  surrounded  by  con- 
nective tissue  and  leukocytic  infiltrations. 
Some  of  the  proximal  convoluted  tubules 
show  dilatation  of  the  first  portion  and 
flattening  of  their  epithelial  cells.  The  distal 
convoluted  tubules  show  in  some  places 
dilatation  of  their  lumen  (Fig.  2). 

The  patient  was  treated  with  a high 
carbohydrate  diet  and  with  calcium, 
phosphorus,  vitamin  D,  and  anabolic  hor- 
mone, methandrostenolone  (Dianabol).  In 
two  months  time  the  pains  subsided  so  that 
the  patient  is  well  and  capable  of  work  to- 
day, although  the  glycosuria  continues  un- 
changed. 

Comment 

The  Fanconi  or  de  Toni-Fanconi  syndrome 
is  considered  to  be  a fairly  characteristic 
clinical  entity.  It  is  classified  among  the 
inborn  defects  of  renal  function,  in  which 
the  renal  tubular  reabsorption  is  impaired 
for  one  or  more  substances.2,6 
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The  Fanconi  syndrome  can  be  divided 
into  two  forms: 

1.  The  Fanconi  syndrome  with  cystinosis 
occurs  exclusively  in  children  and  is  usually 
called  Lignac  syndrome.7  Clay,  Darmady, 
and  Hawkins8  and  Harris  et  al .9  believe  the 
main  cause  to  be  an  extrarenal  defect  of 
metabolism  of  cystine  with  a secondary 
accumulation  of  this  substance  in  various 
tissues  including  the  proximal  convoluted 
tubules,  where  it  exerts  a “toxic”  effect  on 
the  cells.  Fanconi  and  Prader10  admitted 
that  in  cystinosis  there  may  exist  a deficiency 
of  enzymes,  namely  alkaline  phosphatase, 2 
in  various  organs  and  the  proximal  con- 
voluted tubules,  to  which  the  impaired  re- 
absorption is  due.  In  cases  where  cystinosis 
is  absent,  this  absence  is  explained  by  them 
in  that  enzymatic  deficiency  is  limited  to  the 
tubules  of  the  renal  parenchyma. 

2.  In  the  Fanconi  syndrome  without 
cystinosis,  all  reported  cases  have  been 
observed  in  adults.  Some  of  these  are 
idiopathic  in  nature,  without  any  obvious 
cause  and  perhaps  congenital,  but  others  are 
secondary,  caused  by  known  factors.  The 
secondary  form  has  an  acquired  etiologic 
mechanism  and  has  been  observed  in 
glycogen  storage  disease,11  in  multiple  mye- 
loma,12 in  chronic  lead  intoxication,  and  in 
Wilson’s  disease,213  in  which  it  is  accepted 
that  the  accumulated  copper  in  the  renal 
tubules  produces  the  syndrome.  Harrison 
and  Harrison14  reproduced  experimentally 
the  biochemical  syndrome  in  rats  by  the 
intraperitoneal  injection  of  maleic  acid. 

Apart  from  these  biochemical  ab- 
normalities, Clay,  Darmady,  and  Hawkins,8 
Harris  et  a/.,9  and  Darmady 15  observed  in  the 
Fanconi  syndrome  two  forms  of  anatomic 
aberration  by  microdissection  of  the 
nephron.  Thus  they  found  that  the  first 
portion  of  the  proximal  convoluted  tubules  is 
long  and  narrow  like  a “swan’s  neck”  in 
appearance  and  a general  shortening  of  the 
proximal  convoluted  tubule. 

The  case  herein  described  fulfilled  the 
criteria  of  the  idiopathic  form  of  Fanconi 
syndrome  without  cystinosis.  It  was  im- 
possible during  our  investigation  to  discover 
any  factor,  pathologic  or  pharmaceutic,  re- 
sponsible for  the  appearance  of  a secondary 
form.  On  the  other  hand,  mild  glycosuria 
(6  to  8 Gm.  per  liter)  was  revealed  in  2 other 


adult  members,  one  sister  forty-one  years 
old  and  one  brother  thirty -two  years  old,  but 
not  in  the  other  members  of  the  family 
consisting  of  parents,  5 other  siblings,  and 
26  descendants  from  these  children;  this 
suggests  that  the  case  is  not  secondary  but 
primary  and  inherited  in  a recessive  manner. 

The  investigation  of  renal  function  in  our 
case  indicates  that  the  kidney  is  abnormal 
and  that  the  abnormality  is  limited  to  the 
reabsorption  of  glucose,  phosphorus,  and 
aminoacids.  The  indisputable  abnormality 
of  reabsorption  of  certain  substances  is  not 
only  of  functional  origin.  The  revealed 
pathologic  lesions  in  the  proximal  convoluted 
tubules  (renal  biopsy)  might  indicate  that 
the  syndrome  is  the  result  of  both  bio- 
chemical and  anatomic  aberration.  The 
aberration  seems  to  be  congenital  in  origin, 
but  we  are  unable  to  say  which  of  these  two 
comes  first  and  whether  or  not  they  coincide. 
Perhaps  the  investigation  of  the  other 
affected  members  with  the  mildest  form  of 
the  syndrome  and  of  the  other  apparently 
healthy  members  might  supply  the  solution 
to  this  problem. 
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Aneurysmal  bone  cyst  was  described  by 
Jaffe  and  Lichtenstein  in  1942. 1 Subsequent 
experience  indicates  that  this  lesion  is  not 
uncommon  and  may  be  easily  confused  with 
other  types  of  bone  tumors.  It  occurs  most 
frequently  in  long  bones,  less  so  in  the 
vertebral  body,  scapula,  and  clavicle,  but 
only  rarely  in  the  rib.2.3  It  is  a tumor  of 
young  patients  and  usually  is  not  associated 
with  trauma.  Radiologists  describe  the 
cyst  as  a localized  tumor  of  bone  with 
erosion  of  the  cortex  and  periosteal  new 
growth  at  the  periphery.  Large,  blood-filled 
vascular  channels  bordered  by  connective 
tissue  with  hemorrhage  into  it,  giant-cell 
reaction,  and  new  bone  growth  are  its 
histologic  characteristics. 3 This  is  a report 
of  2 patients  with  aneurysmal  bone  cysts  of  a 
rib. 

Case  reports 

Case  1.  The  patient,  a thirty-one-year- 
old  white  woman,  complained  of  intense  and 
constant  pain  below  the  left  clavicle.  It  was 
not  affected  by  respiration  and  had  not  re- 
sponded to  any  conservative  treatment. 
After  a chest  roentgenogram  showed  a rib 
tumor,  she  was  admitted  to  The  New  York 
Hospital  on  December  4,  1961.  The  only 
abnormal  sign  presented  by  this  apparently 
healthy  woman  was  tenderness  to  pressure 
over  the  upper  sternum,  which  caused  pain 
referred  to  the  region  of  the  left  second  rib 
anteriorly.  A mass  was  neither  visible  nor 
palpable.  All  laboratory  studies  yielded 
findings  within  normal  limits.  The  typically 


FIGURE  1.  Case  1.  Discrete  expanding  lesion  in 
second  rib. 


discrete  expanding  lesion  is  clearly  visible 
in  the  left  second  rib  in  Figure  1. 

On  December  14, 1961,  through  a posterior 
lateral  approach  block,  the  chest  wall,  in- 
cluding the  second  and  third  ribs,  was  re- 
sected, and  the  tumor  was  removed  com- 
pletely. The  patient  was  discharged  on  the 
ninth  postoperative  day  after  an  uneventful 
recovery. 

The  characteristic  pathologic  details  of 
an  aneurysmal  bone  cyst  are  well  illustrated 
in  Figure  2.  Large  areas  of  bone  are  re- 
placed by  blood-filled  spaces  surrounded  by 
tissues  composed  of  spindle  cells  and  many 
multinucleated  giant  cells.  Macrophages 
containing  hemosiderin  are  numerous.  In 
some  areas  new  bone  is  forming.  Except 
for  some  hemorrhage  the  surrounding 
muscle  and  connective  tissue  appear  un- 
remarkable. It  is  diagnosed  as  a typical 
aneurysmal  bone  cyst. 

Case  2.  A thirty -three-year-old  Negro 
woman  was  admitted  to  Triboro  Hospital  on 
July  27,  1962,  because  of  progressively 
intense  pain  in  the  left  side  of  the  chest  for 
one  year.  After  this  did  not  respond  to 
conservative  treatment  and  a chest  roent- 
genogram revealed  a rib  tumor,  she  was 
considered  for  operation.  Except  for  mild 
tenderness  over  the  fifth  rib,  the  physical 
findings  were  within  normal  limits.  A mass 
was  neither  visible  nor  palpable.  The  results 
of  all  laboratory  studies  were  within  normal 
limits.  A well-defined,  expanding  lesion  of 
the  left  fifth  rib  similar  to  that  in  Case  1 is 
seen  in  Figure  3. 
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FIGURE  2.  Case  1.  Microscopic  picture  of  an- 
eurysmal bone  cyst. 


On  September  2,  1962,  the  lesion  was 
completely  removed  by  block  resection  of 
portions  of  the  fourth,  fifth,  and  sixth  ribs. 
As  in  the  first  case,  the  defect  in  the  chest 
wall  was  repaired  by  approximating  the 
large  overlying  thoracic  muscles  to  the 
edges  of  the  defect  with  interrupted  silk 
sutures.  After  an  uneventful  convalescence 
the  patient  was  discharged  on  the  fifteenth 
postoperative  day. 

Except  for  the  presence  of  a relatively 
greater  amount  of  connective  tissue,  the 
final  diagnosis  of  aneurysmal  bone  cyst 
was  based  on  findings  exactly  similar  to 
those  in  the  first  case  (Fig.  2). 

Comment 

Because  of  the  high  incidence  of  cancer  in 
rib  tumors,  block  resection  of  the  tumor- 
bearing area  has  been  preferred  for  the  sake 
of  safety.  The  excellent  functional  result  in 
these  2 patients  indicates  the  suitability  of 
using  the  large  muscles  of  the  chest  wall  to 
bridge  the  surgically  created  defect.  In  the 
first  patient,  whose  second  and  third  ribs 
were  resected,  circulatory  and  nerve  symp- 
toms and  signs  similar  to  the  scalene  syn- 
drome have  developed  in  the  left  arm. 
These  are  excited  by  carrying  any  significant 
weight  with  the  left  arm.  A significantly 
higher  position  of  the  first  rib  in  the  post- 
operative state  is  due  to  the  pull  of  the  neck 
muscles  on  this  rib,  which  has  been  unhinged 
by  the  resection  of  the  chest  wall  below  it. 
For  relief  it  will  be  necessary  to  resect  the 
rib,  together  with  its  periosteum,  to  allow  the 


FIGURE  3.  Case  2.  Lesion  in  fifth  rib.  Note 
similarity  to  Figure  1. 


vessels  and  nerves  to  retreat  to  a more 
normal,  lower  position,  resting  on  the  lung. 
In  the  future,  during  an  operation  which 
unhinges  the  first  rib,  it  will  be  resected  with 
the  periosteum  to  prevent  bone  regeneration 
at  the  higher  level. 

Summary 

1.  The  anatomic  and  radiologic  char- 
acteristics of  aneurysmal  bone  cyst  are 
reviewed  briefly. 

2.  The  rarity  of  such  cysts  in  the  rib  is 
pointed  out. 

3.  The  advisability  of  wide  resection  in 
view  of  the  high  incidence  of  cancer  in  bone 
tumors  is  advised.  Repair  of  the  chest  wall 
defect  by  using  the  large  muscles  has  been 
very  satisfactory. 

4.  A complication  from  unhinging  the 
first  rib  in  1 patient  is  described,  and  a 
method  of  treatment  is  outlined. 
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Workmen’s  Compensation 


Code  Letter  Rating  in 
Compensation  Medicine 

WIN  H.  WATTERS,  M.D. 

New  York  City 

Medical  Consultant  to  the  Chairman, 
Workmen’s  Compensation  Board 


|n  view  of  the  recent  fiftieth  anniversary 
celebration  of  the  Workmen’s  Compensation 
Law  and  its  various  flashbacks  and  projec- 
tions, this  would  seem  a proper  time  for  a 
brief  review  of  the  history  of  medical  ratings, 
their  inception,  and  their  impact  on  the 
progress  of  compensation  medicine. 

From  the  very  beginning  of  the  law,  cer- 
tain pioneers  with  vision  were  cognizant  of 
the  pitfalls,  evils,  and  abuses  which  could 
develop  in  the  medical  treatment  of  an  in- 
jured workman. 

Originally,  the  employer  chose  a physician 
for  his  injured  employe,  and  gradually  a small 
favored  group  of  doctors  were  treating  most 
of  the  injured  workmen  and  were  labeled 
“compensation  doctors.”  As  early  as  1935, 
the  Workmen’s  Compensation  Act  was 
amended  by  the  Legislature,  giving  the  in- 
jured workman  or  claimant  free  choice  of  his 
physician  from  a panel  of  27,000  physicians 
authorized  by  the  chairman  of  the  Work- 
men’s Compensation  Board  to  render  medi- 
cal care  under  the  Workmen’s  Compensa- 
tion Law.  This  was  done  primarily  to  re- 
move abuses  which  had  crept  into  this  type 
of  medical  care.  Improvement  was  mani- 
fested early  by  this  amended  Act,  and  the 
results  were  far-reaching.  A larger  number 
of  competent  and  reputable  physicians  were 
attracted  to  participate  in  the  treatment  of 
compensation  claimants. 


As  the  legal,  economic,  social,  and  admin- 
istrative phases  have  developed,  so  have  the 
medical  phases  progressed. 

Importance  of  ratings 

The  Governor’s  Committee  on  Workmen’s 
Compensation  reported  on  December  26, 
1933:  “Despite  the  fact  that  the  majority 

of  injuries  are  of  minor  nature  and  can  be 
treated  competently  by  the  general  practi- 
tioner, severely  injured  workingmen  who 
should  have  been  referred  to  a surgeon  or 
specialist  have  at  times  been  treated  by 
physicians  insufficiently  trained  in  traumatic 
surgery”  (Leg.  Doc.  No.  75 — 1934).  It  was 
at  this  time  that  the  ratings  were  conceived 
and  their  importance  recognized.  A few 
years  later,  the  medical  directories  of  New 
York,  New  Jersey,  and  Connecticut  saw  fit 
to  add  an  additional  entry  after  the  names  of 
physicians  who  were  authorized  to  treat 
claimants  under  the  Workmen’s  Compensa- 
tion Law. 

Compensation  medicine  progressed 
rapidly  from  then  on,  and  it  contributed  in 
no  small  measure  to  the  over-all  improve- 
ment of  medical  care. 

The  compensation  law  has  had  a responsi- 
ble part,  and  must  be  credited  in  appreciable 
extent,  for  the  development  of  industrial 
medicine  and  the  surgery  of  trauma  as  it  is 
today.  Time  does  not  permit  a detailed 
account  of  this  development.  It  might  be 
pointed  out  that  industry,  traffic,  and  ath- 
letics are  responsible  for  the  majority  of 
traumatic  injuries  today. 

Advances  in  the  management  of  trauma 
are  evident  everywhere:  in  scientific  litera- 
ture, the  press,  and  in  the  daily  knowledge  of 
those  dealing  with  or  aware  of  the  magnitude 
of  the  problem  of  human  trauma. 

As  the  specialties  and  the  specialists  de- 
veloped in  this  field,  so  did  the  rating  re- 
quirements of  those  treating  injured  work- 
men. Unfortunately,  however,  the  rigidness 
of  these  requirements  has  not  been  adequately 
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enforced  in  rating  physicians  as  trauma 
specialists.  Reputable  medical  men,  be 
they  surgeons,  internists,  or  other  specialists 
in  a position  to  know,  are  unanimous  in  their 
opinion  that  the  quality  of  medicine  in  this 
field  has  improved  a great  deal  in  the  past 
two  decades.  An  injured  workman  should 
get  medical  care  equal  in  quality  to  that  for 
any  other  individual. 

Development  of  coding  system 

However,  conceding  improvement,  credit 
must  be  given  to  the  code  rating  system 
conceived  and  established  by  the  aforemen- 
tioned pioneers  and  continued  by  the  chair- 
man of  the  Workmen’s  Compensation  Board 
and  the  State  and  county  medical  societies. 

A physician  desiring  to  obtain  authoriza- 
tion and  a rating  under  this  law  applies  to 
his  county  medical  society.  The  application 
is  processed,  approved,  altered,  or  disap- 
proved by  the  compensation  committee  of 
his  county  society.  Their  recommendation 
is  referred  to  the  chairman  of  the  Workmen’s 
Compensation  Board  through  its  medical 
registration  section. 

Ratings  can  be,  and  frequently  are,  a 
problem  to  the  State  and  county  committees, 
to  the  chairman  and  to  the  medical  registra- 
tion section  of  the  Workmen’s  Compensation 
Board,  as  well  as  to  the  applicant  himself. 
If  those  directly  concerned  assume  their  full 
responsibility  in  the  assignment  of  code 
ratings,  most  of  the  later-developing  prob- 
lems could  be  avoided. 

Basically,  there  are  four  reasons  for  seek- 
ing a specialty  rating: 

1.  Personal  pride. 

2.  Remuneration  commensurate  with  the 
physician’s  skill  and  training. 

3.  Avoiding  the  occasional  4 ‘out  of 
scope”  contention  by  insurance  carriers. 

4.  Recognition  and  use  of  the  rating 
under  the  Workmen’s  Compensation  Law  by 
other  private  and  governmental  agencies, 
such  as  the  Social  Security  Agency;  New 
York  State  Social  Welfare  Department; 
Police,  Fire,  and  Sanitation  Departments; 
and  Blue  Shield  and  Group  Health  Insur- 
ance. 

These  reasons  emphasize  the  importance 
of  these  ratings  and  the  responsibility  of 
those  granting  ratings  and  lead  directly  to  a 
consideration  of  code  ratings  as  they  exist 
today. 


Need  to  establish  high  standards 

A committee,  be  it  a county  society,  a 
state  society,  or  a workmen’s  compensation 
committee,  cannot  make  or  create  a special- 
ist. This  the  applicant  must  do  by  getting 
proper  and  adequate  training.  The  funda- 
mental reason  for  code  letters  is,  obviously, 
to  assure  quality  medical  care  to  the  work- 
man. The  system,  therefore,  is  designed  to 
establish  certain  standards  for  the  protection 
of  the  patient,  the  insurance  carrier,  and  the 
physician. 

A specialty  rating,  when  granted,  implies  a 
certain  responsibility  to  be  assumed  by  the 
applicant  and  a certain  degree  of  competence 
and  quality  in  his  medical  activities  limited 
to  his  specialty.  The  specialist  rating  af- 
fords the  holder  certain  privileges  and  in  re- 
turn demands  of  him  the  competence  and 
quality  commensurate  with  his  rating. 
Responsibility  for  these  ratings  is  a real 
obligation,  and  if  they  are  to  mean  anything, 
this  responsibility  must  be  accepted  by  the 
physician,  and  standards  must  be  strictly 
adhered  to  by  committees  in  the  issuance 
thereof. 

Specialists  are  expected  to  confine  then- 
practice  to  their  field  of  specialization  and 
not  dilute  the  quality  of  their  service  by 
practice  outside  their  scope. 

The  urgency  for  strict  adherence  to  stand- 
ards becomes  emphatically  apparent  to  any 
physician  participating  in  medical  arbitra- 
tion sessions,  either  as  a representative  of  his 
medical  society  or  as  a representative  of  the 
insurance  industry.  If  the  physician  rep- 
resenting the  profession  is  also  on  his  soci- 
ety’s compensation  committee  and  is,  there- 
fore, involved  in  the  issuance  of  ratings,  he 
may  see  other  phases  of  the  problem.  In 
the  issuance  of  code  letters,  some  flexibility 
and  adaptability  is  warranted  and  indicated 
only  in  special  situations  and  locations. 

Problems  are  encountered  in  connection 
with  multiple  ratings.  For  example,  a sur- 
geon with  his  Boards  and  special  training  in 
both  general  surgery  and  chest  surgery  is 
given  an  SAM -17— general  and  thoracic 
surgery.  To  add  an  M-13  to  this — bron- 
choscopy— is  certainly  redundant.  It  is 
inconceivable  that  a man  with  this  back- 
ground would  not  be  equipped  for  bron- 
choscopy. He  would  very  likely  be  pre- 
pared for  vascular  surgery.  However,  in 
direct  antithesis,  to  accept  the  premise  that 
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all  SA’s  (general  surgeons)  are  equipped  to 
do  any  and  all  types  of  surgery  is  not  neces- 
sarily valid.  There  are  many  fine  surgeons 
who  have  no  interest  or  training  in  trauma. 
There  are  even  orthopedic  surgeons  with 
excellent  backgrounds  in  strictly  orthopedic 
surgery  but  with  no  experience  in  trauma, 
especially  major  trauma. 

A recent  applicant  had  an  excellent  spe- 
cialist training  of  eight  years  in  surgery,  in- 
cluding general,  orthopedic,  and  traumatic. 
In  his  final  year,  he  was  chief  resident  of  a 
large  plastic  surgery  service;  actually  he 
was  well  trained  in  plastic,  reconstructive, 
and  maxilla  facial  surgery.  To  say  that  any 
or  every  well-trained  SA  could  parallel  this 
man’s  activity  is  just  not  true.  All  this  is 
evident  in  the  field  of  severe  multiple  in- 
juries where  there  are  multiple  fractures; 
visceral  damage,  such  as  to  bladder,  spleen, 
kidney,  and  lungs;  chest  damage;  bums; 
and  tendon  or  nerve  injury.  Here  the 
surgeon  with  an  excellent  trauma  back- 
ground is  required.  The  code  letter  “C” 
for  trauma  was  intended  for  such  a physi- 
cian. At  present  a physician  with  an 
“SAC”  or  an  “SBC”  may  not  necessarily  be 
equipped  to  cope  with  the  clinical  picture 
described. 

Comment 

Considering  the  intent  of  the  Workmen’s 
Compensation  Law — to  provide  good  medi- 
cal care  for  the  industrially  injured— the 


Basic  skill  not  taught  adequately 

The  art  of  communication,  the  doctor’s  basic 
skill,  is  not  being  taught  adequately  in  the 
nation’s  medical  schools,  David  Seegal,  M.D., 
professor  emeritus  of  medicine  at  Columbia 
University’s  College  of  Physicians  and  Surgeons, 
has  said  in  the  Journal  of  Medical  Education. 

Dr.  Seegal  called  for  a “purposeful  program 


designation  of  an  applicant  as  a specialist  be- 
comes a very  responsible  task  for  those 
passing  on  his  qualifications.  The  impor- 
tance of  the  code  letters  cannot  be  overem- 
phasized, although  it  may  appear  at  times 
that  its  importance  has  not  been  fully  ap- 
preciated. 

Medicine  is  constantly  changing,  striving 
for  and  attaining  improvement.  Accepting 
this  fact,  should  we  not  keep  pace  with  this 
progress  in  the  quality  of  medicine  to  the 
injured  workman?  If  so,  it  must  be  ap- 
parent to  all  those  interested  that  ratings  are 
an  important  phase  of  this  field. 

It  has  been  said,  and  constantly  repeated, 
that  rehabilitation  begins  with  the  initial 
treatment.  This  is  true  only  if  the  initial 
treatment  is  “quality”  and  the  injured  per- 
son is  in  qualified  hands. 

Since  workmen’s  compensation  is  provided 
for  workers  through  statutory  mandate, 
their  personal  sense  of  satisfaction  with  the 
results  of  cooperation  between  responsible 
State  administration  and  the  medical  profes- 
sion or,  on  the  contrary,  their  conviction 
that  such  cooperation  is  lacking,  is  deter- 
minative of  the  future,  not  only  of  work- 
men’s compensation,  but  also  of  the  image  of 
the  medical  profession.  Thoughtful  and  pur- 
poseful full-time  cooperation  of  the  medical 
profession  and  the  insurance  industry,  with 
responsible  State  administration,  has  in  the 
past  and  will  continue  in  the  future  to  be  the 
key  to  successful  workmen’s  compensation 
and  industrial  medicine  in  the  State. 


for  improving  the  ability  of  students  to  com- 
municate by  developing  their  potential  as 
teachers.”  He  noted  that  the  modern  word 
“doctor”  comes  from  the  Latin  “docere”  which 
means  “to  teach.”  In  their  junior  and  senior 
years  in  medical  school,  the  Columbia  professor 
suggested,  students  should  be  stimulated  to 
develop  their  teaching  potential  during  meetings 
with  patients  and  their  families,  classroom 
sessions,  ward  walks,  and  lectures. 
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Special  Articles 


The  Hospital 
Medical  Library 


THOMAS  E.  KEYS,  M.A. 
Rochester,  Minnesota 

Librarian,  Mayo  Clinic,  Associate  Professor  of  the 
History  of  Medicine,  Mayo  Foundation  and 
Graduate  School,  University  of  Minnesota 


Live  in  the  serene  peace  of  laboratories  and 
libraries. — Louis  Pasteur1 


T he  medical  library  of  a hospital  renders 
many  valuable  services  to  its  medical  com- 
munity. The  primary  reason  for  its  exist- 
ence is  to  provide  the  consulting  and  per- 
manent staff,  the  residents,  and  the  interns 
with  up-to-date  and  authoritative  books 
and  journals  that  cover  all  medical  fields  re- 
lating to  the  interests  of  the  hospital.  From 
these  books  and  journals  the  reader  can  as- 
certain, or  be  refreshed  in,  the  standard  pro- 
cedures and  medical  facts  as  well  as  obtain 
information  on  the  newest  developments  in 
medical  and  surgical  practice. 

The  medical  library  of  the  hospital  is  one 
of  many  departments  whose  facility  must 
be  approved  by  the  Joint  Commission  on 
Accreditation  of  Hospitals  before  the  hos- 
pital may  be  accredited. 

The  standards  for  medical  libraries  set 
by  the  Joint  Commission,  which  represents 
the  American  Medical  Association,  the 
American  College  of  Surgeons,  the  Ameri- 
can Hospital  Association,  and  the  American 
College  of  Physicians,  are  as  follows: 

1.  Every  accredited  hospital  must  maintain 
a medical  reference  library  according  to  the 
needs  of  the  hospital. 


2.  Facilities  should  be  provided  to  meet  the 
requirements  of  the  services  rendered  in  the 
hospital. 

3.  Basic  textbooks  and  periodicals  should 
be  available  and  catalogued  according  to  the 
needs  of  the  hospital. 

4.  Personnel  should  be  provided  to  assure 
efficient  service  to  the  medical  staff.2  3 

These  general  standards  would  appear  to 
need  some  elaboration  and  interpretation. 
This  I shall  attempt  to  provide  in  the  light 
of  my  experience  as  well  as  that  of  my 
colleagues. 

Maintaining  a medical  reference 
library  according  to  needs  of  hospital 

The  medical  library  that  serves  the  hos- 
pital should  have  an  excellent  and  centrally 
located  physical  plant.  It  may  be  thought 
of  as  a special  laboratory  for  the  physicians 
engaged  in  teaching,  practice-  and  research. 
It  is  a workshop  for  literary  physicians,  and 
no  expense  should  be  spared  in  equipping  it 
at  least  as  well  as  the  other  medical  labora- 
tories. The  size  and  extent  of  the  hospital 
will  determine  the  size  and  extent  of  the 
library.  A large  teaching  hospital  that 
serves  all  medical  and  surgical  fields  will 
need  a larger  area  for  the  library  than  a 
small  community  hospital.  DeLisle4  cau- 
tioned about  complacency  found  in  libraries 
of  some  small  hospitals:  “Because  small 

hospitals  are  non-teaching  institutions,  usu- 
ally located  far  from  research  centers,  they 
may  require  more  critical  (library)  ap- 
praisal ...  . 4 According  to  the  needs  of  the 

hospital’  should  not  inspire  any  relaxation 
of  standards ...  . The  phrase  should  be 

rather  a special  challenge  to  make  the  most 
of  facilities ... 

Physical  aspects 

In  every  hospital  library  there  should  be 
an  attractive  and  well-lighted  reading  room 
with  tables  and  easy  chairs;  a sufficient 
stack  space  with  adjustable  shelves  of  stacks 
which  also  should  be  well  lighted;  and 
tables  or  reading  carrels,  preferably  in  the 
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stack  areas.  In  the  larger  hospitals  there 
also  should  be  adequate  space  for  the  cir- 
culation desk  and  a desk  for  the  reference 
librarian,  a conveniently  located  office  for 
the  librarian,  and  work  space  for  the  various 
assistants.  A recent  innovation  in  many 
medical  libraries  has  been  a special  study 
room  which  is  open  “around  the  clock”  for 
the  convenience  of  the  physician  who  is  un- 
able to  attend  the  library  during  its  regular 
hours.  The  library  should  be  open  every 
evening  and  also  on  Saturdays  and  Sundays 
with  a paid  attendant  in  charge.  In  these 
modern  times,  the  library  should  be  com- 
pletely air-conditioned;  having  such  facil- 
ities is  much  better  for  the  books,  as  well 
as  for  the  users,  and  for  the  librarians,  too. 

Pertinent  statistics 

All  libraries  have  a way  of  growing,  and 
sometimes  they  grow  out  of  control.  In 
forecasting  expansion,  a safe  rule  to  be 
guided  by  is  that  libraries  usually  double 
their  collections  every  sixteen  years.  This 
takes  into  account  “weeding”  of  obsolete 
books  which  should  be  a continuous  process. 
In  remodeling  the  Mayo  Clinic  Library  in 
planning  for  expansion,  we5  found  that  our 
books  and  bound  journals  averaged  4.5 
volumes  per  linear  foot.  With  a figure  such 
as  this  in  mind  it  is  easy  to  plan  for  present 
and  future  stack  needs.  As  far  as  working 
area  is  concerned,  72  square  feet  were  allowed 
for  each  employe  in  most  cases.  The 
reading  room  does  not  need  to  be  large  since 
there  should  be  some  reading  areas  in  the 
stacks,  and,  of  course,  much  of  the  material 
is  used  outside  the  library.  A handy  re- 
cent estimate  of  the  number  of  volumes  and 
the  space  needs  of  the  hospital  medical  li- 
brary is  that  of  Postell,  ° and  a brief  “blue- 
print” is  offered  by  Gartland.7 

Although  the  central  library  is  much  to  be 
preferred  to  small  collections  scattered 
throughout  the  various  departments  and 
laboratories,  in  some  instances  it  may  be 
desirable  to  have  a few  reference  books  and 
medical  dictionaries  in  various  areas.  For 
instance,  the  Bronson  Methodist  Hospital 
Library  in  Kalamazoo,  Michigan,  has  es- 
tablished 16  ward  libraries  in  addition  to  the 
main  library.8  These  are  all  small  collec- 
tions of  basic  books  emphasizing  the  sub- 
jects of  particular  interest  to  the  various 
departments,  such  as  medicine,  surgery, 
pediatrics,  and  so  on. 


Providing  facilities  to  meet 
requirements  of  services  in  hospital 

Note:  The  most  obvious  service  a li- 

brarian can  offer  is  a gracious  and  coopera- 
tive attitude  toward  the  reader.  Libraries 
where  such  an  attitude  is  prevalent  can 
accomplish  miracles.  It  has  often  been 
said  that  an  excellent  librarian  with  a small 
collection  of  books  and  journals  can  do  more 
for  the  reader  than  a mediocre  librarian  with 
the  largest  library. 

Circulation.  In  these  busy  days  many 
libraries,  to  save  the  physician’s  time,  offer 
a pickup  and  delivery  service  and  thus  bring 
the  library  to  the  reader.  This  trend  will 
no  doubt  continue. 

Interlibrary  loans.  Needed  books  and 
periodical  articles  that  are  not  in  the  library 
may  be  obtained  from  other  libraries  in  the 
original,  by  photoprint,  or  by  microfilm. 
In  every  case  the  physician  should  request 
this  material  from  the  librarian  so  that  the 
item  can  be  borrowed  and  returned  on  a 
library-to-library  basis. 

Translations.  Many  libraries  provide 
a translation  service  for  their  physicians. 
This  consists  mainly  in  supplying,  on  a fee 
basis,  translations  into  English  from  articles 
in  foreign  languages.  Occasionally  it  is 
necessary  to  translate  English-language  pa- 
pers into  a foreign  language. 

Reference  work.  Most  libraries  offer 
a limited  reference  service.  That  is,  the 
librarians  can  supply  names  and  addresses 
and,  often,  hard-to-find  answers  to  medical 
questions.  Some  libraries  are  equipped 
with  sufficient  staff  to  search  the  literature 
so  that  the  reader  may  be  supplied  with  a 
list  of  pertinent  references  on  the  subject  of 
his  interest.  Some  libraries  will,  also  on  a 
fee  basis,  provide  up-to-date  bibliographies 
for  their  patrons.  It  is  thought  that,  in  the 
near  future,  demand  searching  of  the  litera- 
ture can  be  accomplished  with  ease  by  the 
use  of  a computer,  with  the  reader  being 
supplied  a printed  list  of  references  at  fre- 
quent intervals.  As  time  goes  on,  more  ref- 
erence help  will  be  given  to  the  busy  phy- 
sician so  that  instead  of  devoting  a good  deal 
of  his  library  time  to  searching  the  litera- 
ture, he  can  spend  his  time  in  its  perusal 
and  in  taking  notes.  Another  service  sup- 
plied by  many  reference  librarians  is  the 
verification  of  references  for  articles  sub- 
mitted for  publication. 
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Some  librarians  also  have  the  ability  and 
the  time  to  edit  medical  manuscripts  for 
their  physician- writers.  The  librarian’s  role 
in  the  writing  of  papers  has  been  discussed 
by  Bett.9 

In  some  instances,  too,  librarians  will  pre- 
pare abstracts  of  medical  papers  or  search 
the  literature  for  abstracts. 

Making  available  basic  textbooks  and 
current  periodicals  and  cataloguing 
them  according  to  needs  of  hospital 

The  question  is  often  raised  as  to  how 
many  volumes  and  medical  journals  con- 
stitute the  basic  collection  for  a beginning 
hospital  medical  library.  One  answer  has 
been  supplied  by  the  Medical  Library  Asso- 
ciation.10 For  partial  qualification  for  in- 
stitutional membership,  a library  must  have 
not  less  then  1,000  volumes  and  be  receiving 
regularly  not  less  than  25  medical  or  allied 
scientific  journals  of  good  standing.  Ap- 
parently, as  suggested  by  Lucioli,11  no  reli- 
able study  has  been  made  which  will  satis- 
factorily answer  such  questions  about  the 
some  6,845  hospitals  in  the  United  States. 
I would  infer  from  what  I have  seen  and 
read  that  not  many  of  the  libraries  would 
qualify  for  institutional  membership  in  the 
Medical  Library  Association.  Letourneau 
suggested  in  1958 12  that  at  least  5,000  hos- 
pitals in  the  United  States  and  Canada  did 
not  have  an  adequate  medical  library. 
Adams13  has  referred  to  them  as  the  “under- 
developed base”  for  continuing  medical 
education. 

This  is  a deplorable  situation,  and  means 
should  be  found  for  its  correction. 
Esterquest14  suggested  a reservoir  library, 
an  appropriate  medical  research  library 
which,  I presume,  would  be  centrally  lo- 
cated to  take  care  of  the  needs  of  all  hos- 
pitals in  a defined  area. 

Many  lists  of  basic  textbooks,  mono- 
graphs, and  periodicals  have  been  prepared 
with  the  needs  of  the  small  hospital  in 
mind.12* 15-20  It  will  not,  therefore,  be 
necessary  to  duplicate  such  lists.  Rather, 
it  would  seem  appropriate  to  mention  and 
discuss  briefly,  based  on  their  frequency  of 
use  and  reference  value,  a sampling  of 
“tested”  books  and  journals  that  would 
appear  indispensable  for  even  the  smallest 
hospital  library  to  have  on  its  shelves. 


General  reference  works 

For  the  answers  to  questions  of  a quasi- 
medical or  even  of  a nonmedical  character, 
some  general  works  should  be  included.  A 
general  encyclopedia  such  as  the  Encyclo- 
pedia Americana  or  the  Encyclopaedia  Bri- 
tannica  will  be  found  most  useful.  Annual 
volumes  serve  to  keep  these  encyclopedias 
up  to  date.  The  World  Almanac  and  Book 
of  Facts  is  another  reference  tool  that  will 
frequently  answer  questions  where  other 
sources  may  fail.  An  unabridged  dictionary 
such  as  the  new  Webster’s  Third  New  Inter- 
national Dictionary  of  the  English  Language 
will  frequently  be  consulted.  Other  works 
which  serve  many  reference  purposes  are 
world  atlases  such  as  Rand  McNally’s  Cos- 
mopolitan World  Atlas , a well-indexed  Bible, 
a set  of  Shakespeare’s  plays  and  other  works, 
a book  of  quotations  such  as  Stevenson’s 
The  Home  Book  of  Quotations,  and,  for  many 
occasions,  a book  of  social  manners  and 
customs  such  as  Emily  Post’s  Etiquette. 

General  medical  reference 
works  and  dictionaries 

Names,  addresses,  and  brief  biographic 
sketches  of  living  physicians  and  related 
scientists  are  frequently  sought.  To  be  able 
to  find  answers  to  such  questions,  the  reader 
should  have  access  to  the  following  volumes: 
American  Medical  Directory , American  Men 
of  Science  (5  volumes),  and  the  Directory  of 
Medical  Specialists. 

Medical  dictionaries  must  be  consulted 
frequently.  Since  no  one  dictionary  is  all- 
inclusive,  the  reader  should  have  access  to 
the  three  standard  ones:  Blakiston’s  New 
Gould  Medical  Dictionary,  Dorland’s  Illus- 
trated Medical  Dictionary,  and  Stedman’s 
Medical  Dictionary.  The  new  British  Medi- 
cal Dictionary  should  be  of  value  also. 

The  answers  to  many  medical  enquiries 
can  be  found  in  the  Handbook  of  Chemistry 
and  Physics,  The  Pharmacopeia  of  the  United 
States  of  America,  the  United  States  Dis- 
pensatory, New  and  Nonofficial  Drugs,  and 
Physicians’  Desk  Reference.  Bibliographic 
references  to  many  medical  “classics”  may 
be  found  in  Kelly’s  Encyclopedia  of  Medical 
Sources,  Garrison  and  Morton’s  Medical 
Bibliography,  and  Major’s  Classic  Descrip- 
tions of  Disease. 

No  modem  medical  biography  has  sur- 
passed Cushing’s  Life  of  Sir  William  Osier 
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(2  volumes),  and  a place  for  it  should  be 
made  on  the  shelves.  In  medical  history 
the  following  books  are  frequently  found 
to  be  useful:  Singer  and  Underwood’s  A 
Short  History  of  Medicine,  Castiglioni’s  A 
History  of  Medicine,  Garrison’s  An  Introduc- 
tion to  the  History  of  Medicine,  and  Packard’s 
History  of  Medicine  in  the  United  States 
(2  volumes). 

The  writings  of  Osier,  especially  his  Ae- 
quanimitas  and  Other  Papers,  and  Holmes’s 
Medical  Essays  ( 1842-1882 ) should  be  on 
the  shelves  of  the  hospital  medical  library. 

Technical  books 

Embryology  and  anatomy.  There  are 
many  texts  from  which  to  choose.  Gray’s 
Anatomy  of  the  Human  Body  has  been  in  con- 
tinuous publication  since  1858.  Arey’s  De- 
velopmental Anatomy  is  among  the  better 
textbooks  of  embryology.  Grant’s  An  Atlas 
of  Anatomy  as  well  as  his  A Method  of 
Anatomy  find  frequent  use.  More  elaborate 
treatises  are  Sobotta’s  Atlas  of  Descriptive 
Human  Anatomy  (3  volumes)  and  Spalte- 
holz’s  Hand  Atlas  of  Human  Anatomy  (3 
volumes). 

Physiology.  Wright’s  Applied  Physiol- 
ogy (now  by  Keele  and  Neil)  has  been  a 
standard  reference  text  over  the  years. 
More  readable  is  Best  and  Taylor’s  The 
Physiological  Basis  of  Medical  Practice, 
Davson  and  Eggleton,  Eds.,  Starling  and 
Evans'  Principles  of  Human  Physiology,  and 
Ruch  and  Fulton’s  Medical  Physiology  and 
Biophysics. 

Biochemistry.  Among  the  frequently 
consulted  texts  are  Cantarow  and  Trumper’s 
Clinical  Biochemistry,  Harrow  and  Mazur’s 
Textbook  of  Biochemistry,  Hawk,  Oser,  and 
Summerson’s  Practical  Physiological  Chem- 
istry, Varley’s  Practical  Clinical  Biochemis- 
try, West  and  Todd’s  Textbook  of  Biochemis- 
try, and  White  and  others’  Principles  of 
Biochemistry. 

Laboratory  diagnosis.  The  clinical 
laboratory  is  assuming  an  important  role  in 
modern  medical  practice.  Useful  reference 
books  in  this  field  include  Bauer  and  others’ 
Bray's  Clinical  Laboratory  Methods,  Kol- 
mer’s  Clinical  Diagnosis  by  Laboratory 
Examinations,  Levinson  and  MacFate’s 
Clinical  Laboratory  Diagnosis,  and  David- 
sohn  and  Wells’  Todd- Sanford’s  Clinical 
Diagnosis  by  Laboratory  Methods. 

Internal  medicine.  Textbooks,  espe- 


cially those  dealing  with  internal  medicine, 
tend  to  obsolescence  in  about  five  years  be- 
cause scientific  discoveries  that  are  con- 
stantly being  made  may  change  many  as- 
pects of  medical  thinking.  Therefore,  such 
textbooks,  to  be  useful,  need  constant  and 
thorough  revision.  Textbooks  of  medicine 
that  have  been  kept  up  to  date  include: 
Cecil’s  Textbook  of  Medicine,  Cecil  and 
Conn’s  Soecialties  in  General  Practice,  Harri- 
son’s Principles  of  Internal  Medicine  (2 
volumes),  Watson’s  Outlines  of  Internal 
Medicine,  and  Yater  and  Oliver’s  Symptom 
Diagnosis. 

Pathology.  Even  though  it  is  older 
(4th  ed.,  1940)  Ewing’s  Neoplastic  Diseases 
is  a frequently  consulted  book.  Other  valu- 
able textbooks  include  Ackerman’s  Surgical 
Pathology,  Anderson’s  Pathology,  Boyd’s 
Pathology  for  the  Physician  and  his  Pathology 
for  the  Surgeon,  Bell’s  A Textbook  of  Pathol- 
ogy, Saphir’s  Autopsy  Diagnosis  and  Tech- 
nic, Sodeman’s  Pathologic  Physiology,  and 
Willis’  Pathology  of  Tumours. 

Bacteriology,  virology,  and  communi- 
cable diseases.  Among  the  most  used 
books  are  Anderson  and  others’  Communi- 
cable Disease  Control,  Craig  and  Faust’s 
Clinical  Parasitology , Dubos’  Bacterial  and 
Mycotic  Infections  of  Man,  Lamanna  and 
Mallette’s  Basic  Bacteriology,  Rhodes  and 
Van  Rooyen’s  Textbook  of  Virology,  Rivers 
and  Horsfall’s  Viral  and  Rickettsial 
Infections  of  Man,  Zinsser’s  Microbiology 
(now  by  Smith  and  others),  and  Zinsser’s 
Bacteriology  (now  by  Smith  and  others). 

Cancer.  Frequently  used  books  include 
Ackerman  and  Del  Regato’s  Cancer,  Cow- 
dry’s  Cancer  Cells,  and  Homburger  and 
Fishman’s  The  Physiopathology  of  Cancer. 

Hematology.  Room  should  be  found 
for  Dameshek’s  Leukemia,  Wintrobe’s  Clin- 
ical Hematology,  Whitby  and  Britton’s  Dis- 
orders of  the  Blood,  and  Ratnoff’s  Bleeding 
Syndromes. 

Endocrinology.  Frequently  consulted 
volumes  include  Albright  and  Reifenstein’s 
The  Parathyroid  Glands  and  Metabolic  Bone 
Disease,  Duncan’s  Diseases  of  Metabolism, 
Joslin’s  The  Treatment  of  Diabetes  Mellitus, 
Williams,  Ed.,  Diabetes,  Means  and  others’ 
The  Thyroid  and  Its  Diseases,  Warren’s 
The  Pathology  of  Diabetes  Mellitus,  Werner’s 
The  Thyroid,  Paschkis  and  others’  Clinical 
Endocrinology,  Williams,  Ed.,  Textbook  of 
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Endocrinology , and  Young’s  The  Sex  and 
Internal  Secretions. 

Cardiovascular  diseases.  Recent  ad- 
vances in  the  knowledge  of  heart  disease 
have  brought  many  new  books  that  find  fre- 
quent use.  These  include  Abramson’s  Diag- 
nosis and  Treatment  of  Peripheral  Vascular 
Disorders,  Allen  and  others’  Peripheral  Vas- 
cular Diseases,  Bailey’s  Cardiac  Surgery, 
Beliefs  Clinical  Disorders  of  the  Heart  Beat, 
Burch  and  Winsor’s  Primer  of  Electrocardi- 
ography, De  Takats’  Vascular  Surgery,  Fon- 
tana and  Edwards’  Congenital  Cardiac 
Disease,  Friedberg’s  Diseases  of  the  Heart, 
Graybiel’s  Electrocardiography  in  Practice, 
Gould’s  Pathology  of  the  Heart,  Levine’s 
Clinical  Heart  Disease,  Likoff  and  Moyer, 
Eds.,  Coronary  Heart  Disease,  Massie  and 
Walsh’s  Clinical  Vectorcardiography  and  Elec- 
trocardiography, McKusick’s  Cardiovascular 
Sound  in  Health  and  Disease,  Nadas’  Pedi- 
atric Cardiology,  Rushmer’s  Cardiovascular 
Dynamics,  Sodi  Pallares’  New  Bases  of  Elec- 
trocardiography, Taussig’s  Congenital  Mal- 
formations of  the  Heart  (2  volumes),  White’s 
Heart  Disease,  and  Wood’s  Diseases  of  the 
Heart  and  Circulation. 

Gastroenterology.  In  the  diversified 
field  of  gastroenterology  the  following  books 
have  been  frequently  used:  Bacon  and 

others’  Proctology,  Bockus’  Gastroenterol- 
ogy (3  volumes),  Buie’s  Practical  Proctology, 
Bickham-Callander’s  Surgery  of  the  Alimen- 
tary Tract  (by  Shackelford,  3 volumes), 
Cope’s  The  Early  Diagnosis  of  the  Acute  Ab- 
domen, Jones’  Modern  Trends  in  Gastro- 
Enterology,  Jones  and  Gummer’s  Clinical 
Gastroenterology,  Mayo’s  Surgery  of  the 
Small  and  Large  Intestine,  Schiff’s  Diseases 
of  the  Liver,  Sherlock’s  Diseases  of  the  Liver 
and  Biliary  System,  Turell’s  Diseases  of  the 
Colon  and  Rectum,  Wangensteen’s  Intestinal 
Obstructions,  and  Welch’s  Surgery  of  the 
Stomach  and  Duodenum. 

Urology.  Frequently  consulted  books 
include  Allen’s  The  Kidney,  Bell’s  Renal 
Diseases,  Black’s  Renal  Disease , Camp- 
bell’s Principles  of  Urology,  Colby’s 
Essential  Urology,  Dodson’s  Urological  Sur- 
gery, Emmett’s  Clinical  Urography,  Lowsley 
and  Kirwin’s  Clinical  Urology  (2  volumes), 
Smith’s  The  Kidney,  and  Smith’s  Principles 
of  Renal  Physiology. 

Orthopedics  and  related  subjects. 
There  seems  to  be  a need  for  a satisfactory 
modern  text  covering  the  entire  field  of 


orthopedics.  Various  aspects  of  the  subject 
may  be  found  in  the  following  books:  Adams 
and  others’  Diseases  of  Muscle,  Bancroft 
and  Marble’s  Surgical  Treatment  of  the 
Motor  Skeletal  System,  Bourne,  Ed.,  The 
Biochemistry  and  Physiology  of  Bone,  Brails- 
ford’s  Radiology  of  Bones  and  Joints,  Bun- 
nell’s Surgery  of  the  Hand,  Crenshaw’s  Camp- 
bells Operative  Orthopedics  (Speed  and 
Knight,  Eds.,  2 volumes),  Coley’s  Neoplasms 
of  Bone  and  his  Tumors  of  Bone,  Compere 
and  others’  Pictorial  Handbook  of  Fracture 
Treatment,  De  Palma’s  Surgery  of  the  Shoul- 
der and  his  Management  of  Fractures  and 
Dislocations,  Hollander’s  Arthritis  and  Allied 
Conditions,  Hollinshead’s  Functional  Anat- 
omy of  the  Limbs  and  Back,  Key  and  Con- 
well’s  Management  of  Fractures,  Dislocations 
and  Sprains,  Lake’s  The  Foot,  Lichtenstein’s 
Bone  Tumors,  McBride’s  Disability  Evalua- 
tion, Moseley’s  Shoulder  Lesions,  Mercer’s 
Orthopaedic  Surgery,  Pugh’s  Roentgenologic 
Diagnosis  of  Diseases  of  Bones,  Shand’s 
Handbook  of  Orthopaedic  Surgery,  Short’s 
Rheumatoid  Arthritis,  Smillie’s  Injuries  of 
the  Knee  Joint,  Snapper’s  Bone  Diseases  in 
Medical  Practice,  Steindler’s  Kinesiology  of 
the  Human  Body,  Watson- Jones’  Fractures 
and  Joint  Injuries  (2  volumes),  and  Wiles’s 
Essentials  of  Orthopaedics. 

Neurology.  Frequently  consulted  vol- 
umes include  Alpers’  Clinical  Neurology, 
Baker,  Ed.,  Clinical  Neurology  (4  volumes), 
Biggart’ s Pathology  of  the  Nervous  System, 
Brain’s  Diseases  of  the  Nervous  System, 
Cajal’s  Degeneration  and  Regeneration  of  the 
Nervous  System  (2  volumes),  De  Jong’s 
The  Neurologic  Examination,  Ford’s  Diseases 
of  the  Nervous  System  in  Infancy,  Childhood 
and  Adolescence,  Fulton’s  Physiology  of  the 
Nervous  System,  Grinker’s  Neurology,  Lar- 
sell’s  Anatomy  of  the  Nervous  System,  Mala- 
mud’s  Atlas  of  Neuropathology,  Clinical 
Examinations  in  Neurology  (Mayo  Clinic), 
Merritt’s  Textbook  of  Neurology,  Parker’s 
Clinical  Studies  in  Neurology,  Krieg’s  Func- 
tional Neuroanatomy,  Penfield,  Ed.,  Cytology 
and  Cellular  Pathology  of  the  Nervous  System 
(3  volumes),  Walshe’s  Diseases  of  the  Nervous 
System,  and  Wechsler’s  Clinical  Neurology. 

Neurosurgery.  Useful  volumes  include 
Brock,  Ed.,  Injuries  of  the  Brain  and  Spinal 
Cord  and  Their  Coverings,  Dandy’s  The 
Brain,  Davis’  Principles  of  Neurological 
Surgery,  Haymaker  and  Woodhall’s  Pe- 
ripheral Nerve  Injuries,  Kahn  and  others’ 
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Correlative  Neurosurgery,  Poppen’s  An  Atlas 
of  Neurosurgical  Techniques,  White  and 
others’  The  Autonomic  Nervous  System,  and 
White  and  Sweet’s  Pain,  Its  Mechanisms 
and  Neurosurgical  Control. 

Psychiatry.  Frequently  consulted 
books  include  Alexander’s  Treatment  of 
Mental  Disorders,  Dunbar’s  Emotions  and 
Bodily  Changes,  Diethelm’s  Treatment  in 
Psychiatry,  English  and  Finch’s  Introduction 
to  Psychiatry,  Henderson  and  Gillespie’s 
A Textbook  of  Psychiatry  for  Students  and 
Practitioners,  Jones’  The  Life  and  Work  of 
Sigmund  Freud,  Kanner’s  Child  Psychiatry, 
Lippman’s  Treatment  of  the  Child  in  Emo- 
tional Conflict,  Masserman’s  Principles  of 
Dynamic  Psychiatry,  Menninger’s  The  Hu- 
man Mind,  Noyes  and  Kolb’s  Modern  Clini- 
cal Psychiatry,  Pearson’s  Strecker’s  Funda- 
mentals of  Psychiatry,  and  Weiss  and  Eng- 
lish’s Psychosomatic  Medicine. 

Otorhinolaryngology.  Books  that  are 
frequently  consulted  include  Ballenger  and 
Ballenger’s  Diseases  of  the  Nose,  Throat  and 
Ear,  Boies’s  Fundamentals  of  Otolaryngology, 
Jackson  and  Jackson’s  Diseases  of  the  Nose, 
Throat  and  Ear,  and  Stewart’s  Turner's 
Diseases  of  the  Nose,  Throat  and  Ear. 

Diseases  of  the  chest.  Frequently 
used  books  include  Blades,  Ed.,  Surgical 
Diseases  of  the  Chest,  Comroe  and  others’ 
The  Lung,  Hinshaw  and  Garland’s  Diseases 
of  the  Chest,  Jackson  and  Jackson’s  Bron- 
choscopy, Esophagoscopy , and  Gastroscopy, 
Johnson  and  Kirby’s  Surgery  of  the  Chest, 
Lindskog  and  others’  Thoracic  and  Cardio- 
vascular Surgery  With  Related  Pathology, 
Myers,  Ed.,  Diseases  of  the  Chest  Including 
the  Heart,  Spencer’s  Pathology  of  the  Lung, 
Sweet’s  Thoracic  Surgery,  and  Rubin  and 
Rubin’s  Thoracic  Diseases. 

Pharmacology  and  therapeutics. 
Useful  books  include  Beckman’s  Phar- 
macology, Conn’s  Current  Therapy,  Goodman 
and  Gilman’s  The  Pharmacological  Basis  of 
Therapeutics,  Krantz  and  Carr’s  The  Phar- 
macologic Principles  of  Medical  Practice, 
Rehfuss  and  Price’s  A Course  in  Practical 
Therapeutics,  and  Sollmann’s  Manual  of 
Pharmacology. 

Physical  medicine  and  rehabilitation. 
Useful  books  include  Bierman  and  Licht’s 
Physical  Medicine  in  General  Practice, 
Huddleston’s  Therapeutic  Exercises  and  Kin- 
esiotherapy,  Johnson,  Ed.,  Science  and  Medi- 
cine of  Exercise  and  Sports,  Kiemander’s 


Physical  Medicine  and  Rehabilitation,  Kru- 
sen’s  Physical  Medicine,  Licht,  Ed.,  Massage, 
Manipulation,  and  Traction,  Therapeutic 
Electricity  and  Ultraviolet  Radiation  and 
Therapeutic  Heat,  Macdonald’s  Occupational 
Therapy  and  Rehabilitation,  Pattison,  Ed., 
The  Handicapped  and  Their  Rehabilitation, 
Rusk’s  Rehabilitation  Medicine,  Tidy’s  Exer- 
cises in  Medical  and  Surgical  Conditions, 
and  Williams,  Ed.,  Sports  Medicine. 

Dietetics  and  nutrition.  There  are 
many  useful  books  from  which  to  choose. 
Some  of  them  are  Brock’s  Recent  Advances 
in  Human  Nutrition,  Cooper  and  others’  Nu- 
trition in  Health  and  Disease,  Duncan’s  Dis- 
eases of  Metabolism,  McHenry’s  Basic  Nutri- 
tion, McLester  and  Darby’s  Nutrition  and 
Diet  in  Health  and  Disease,  Mayo  Clinic  Diet 
Manual,  Sherman’s  Chemistry  of  Food  and 
Nutrition,  Wilson  and  others’  Principles  of 
Nutrition,  and  Wohl  and  Goodhart’s  Modern 
Nutrition  in  Health  and  Disease. 

Radiology  and  related  fields  (see  also 
under  separate  subjects).  Because  of  re- 
cent discoveries  the  field  of  radiology  has 
enlarged  considerably.  Useful  volumes  in- 
clude Behrens,  Ed.,  Atomic  Medicine,  Brae- 
strup  and  Wyckoff’s  Radiation  Protection, 
Clark’s  Positioning  in  Radiography,  Fields 
and  Seed’s  Clinical  Use  of  Radioisotopes, 
Glasser  and  others’  Physical  Foundations  of 
Radiology,  Hine  and  Brownell’s  Radiation 
Dosimetry,  Holmes  and  Robbins’  Roentgen 
Interpretation,  Johns’  The  Physics  of  Radi- 
ology, Morgan  and  Corrigan,  Eds.,  Hand- 
book of  Radiology,  Sante’s  Principles  of 
Roentgenological  Interpretation,  Selman’s  The 
Fundamentals  of  X-Ray  and  Radium  Physics, 
Owen’s  Diagnostic  Radioisotopes,  Quimby’s 
Radioactive  Isotopes  in  Medicine  and  Biology, 
Shanks  and  Kerley,  Eds.,  A Text-Book  of  X- 
Ray  Diagnosis,  and  Storch’s  Fundamentals 
of  Clinical  Fluoroscopy. 

Anesthesiology.  The  most-used  vol- 
umes include  Adriani’s  The  Pharmacology  of 
Anesthetic  Drugs  and  his  Techniques  and  Pro- 
cedures of  Anesthesia,  Bonica’s  Clinical 
Applications  of  Diagnostic  and  Therapeutic 
Nerve  Blocks,  Collins’  Principles  and  Practice 
of  Anesthesiology,  Cullen’s  Anesthesia,  Dripps 
and  others’  Introduction  to  Anesthesia,  Evans’ 
Modern  Practice  in  Anesthesia,  Foldes’ 
Muscle  Relaxants  in  Anesthesiology,  Hale, 
Ed.,  Anesthesiology,  Keown’s  Anesthesia  for 
Surgery  of  the  Heart,  Leigh  and  Belton’s 
Pediatric  Anesthesiology,  Little’s  Controlled 
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Hypotension  in  Anesthesia  and  Surgery , 
Macintosh  and  others’  Physics  for  the  Anes- 
thetist, Pitkin’s  Conduction  Anesthesia, 
(Southworth  and  others,  Eds.),  Schwartz 
and  others’  Manual  of  Anesthesiology, 
Smith’s  Anesthesia  for  Infants  and  Children, 
and  Wood-Smith  and  Stewart’s  Drugs  in 
Anesthetic  Practice. 

Surgery.  Much-used  books  in  the  exten- 
sive field  of  surgery  include  Aird’s  A Com- 
panion in  Surgical  Studies,  A1  Akl’s  Surgical 
Technigrams,  Allen  and  others,  Eds.,  Surgery, 
Principles  and  Practice,  Anson  and  Mad- 
dock’s  Callander's  Surgical  Anatomy,  Bai- 
ley’s Demonstrations  of  Physical  Signs  in 
Clinical  Surgery,  Cole,  Ed.,  Operative  Technic 
in  General  Surgery  and  Operative  Technic 
in  Specialty  Surgery,  Cole  and  Zollinger’s 
Textbook  of  Surgery,  Davis,  Ed.,  Christo- 
pher's Textbook  of  Surgery,  Glenn’s  Atlas  of 
Biliary  Tract  Surgery,  Higgins  and  Orr’s 
Operations  of  General  Surgery,  Hollinshead’s 
Anatomy  for  Surgeons  (3  volumes),  Madden’s 
Atlas  of  Technics  in  Surgery,  Martin’s  Sur- 
gery of  Head  and  Neck  Tumors,  Moore’s 
Metabolic  Care  of  the  Surgical  Patient,  Mul- 
holland  and  others,  Eds.,  Current  Surgical 
Management,  Ochsner  and  De  Bakey’s 
Christopher's  Minor  Surgery,  Partipilo’s  Sur- 
gical Technique  and  Principles  of  Operative 
Surgery,  Puestow’s  Surgery  of  the  Biliary 
Tract,  Pancreas  and  Spleen,  Wakeley  and 
others’  Rose  and  Carless ' Manual  of  Surgery, 
Warren  and  others’  Surgery,  and  Wilkinson’s 
Body  Fluids  in  Surgery. 

Obstetrics  and  gynecology.  Baird, 
Ed.,  and  others’  Combined  Textbook  of  Ob- 
stetrics and  Gynecology,  Cutler’s  Tumors  of  the 
Breast,  Dieckmann’s  The  Toxemias  of  Preg- 
nancy, Williams’  Obstetrics,  Eastman  and 
Heilman,  Eds.,  Graber's  Gynecologic  En- 
docrinology, Greenhill’s  Surgical  Gynecology 
and  Obstetrics,  Haagensen’s  Diseases  of  the 
Breast,  Herbut’s  Gynecological  and  Obstetrical 
Pathology,  Huffman’s  Gynecology  and  Ob- 
stetrics, Kroger,  Ed.,  Psychosomatic  Obstet- 
rics, Gynecology  and  Endocrinology,  Novak 
and  Jones,  Eds.,  Textbook  of  Gynecology, 
Taylor’s  Essentials  of  Gynecology,  Te  Linde’s 
Operative  Gynecology,  and  Willson’s  Manage- 
ment of  Obstetric  Difficulties  are  essential. 

Pediatrics.  In  pediatrics  there  are  Ariel 
and  Pack,  Eds.,  Cancer  and  Allied  Diseases  of 
Infancy  and  Childhood,  Caffey’s  Pediatric 
X-ray  Diagnosis,  Dargeon’s  Tumors  of 
Childhood,  Davison  and  Levinthal’s  The 


Compleat  Pediatrician,  DeSanctis  and  Var- 
ga’s Handbook  of  Pediatric  Medical  Emer- 
gencies, Ellis’  Disease  in  Infancy  and  Child- 
hood, Faegre  and  others’  Child  Care  and 
Training,  Ford’s  Diseases  of  the  Nervous 
System  in  Infancy,  Childhood  and  Adoles- 
cence, Gallagher’s  Medical  Care  of  the  Ado- 
lescent, Green  and  Richmond’s  Pediatric 
Diagnosis,  Harper’s  Preventive  Pediatrics, 
Holt  and  others,  Eds.,  Pediatrics,  Nelson’s 
Textbook  of  Pediatrics,  Parmalee’s  Manage- 
ment of  the  Newborn,  Potts’  The  Surgeon  and 
the  Child,  Schaffer’s  Diseases  of  the  Newborn, 
Silverman’s  Dunham's  Premature  Infants, 
Slobody  and  Wasserman’s  Survey  of  Clinical 
Pediatrics,  Spock’s  The  Common  Sense  Book 
of  Baby  and  Child  Care,  Stuart  and  Prugh, 
Eds.,  The  Healthy  Child,  Swenson’s  Pediatric 
Surgery,  and  Watson  and  Lowrey’s  Growth 
and  Development  of  Children. 

Dermatology.  These  are  much  used  in 
the  field  of  dermatology:  Andrews  and 

Domonkos’  Diseases  of  the  Skin,  Bean’s 
Vascular  Spiders  and  Related  Lesions  of  the 
Skin,  Cipollaro’s  X-Rays  and  Radium  in  the 
Treatment  of  Diseases  of  the  Skin,  Fitzpatrick 
and  Walker’s  Dermatologic  Differential 
Diagnosis,  Leider’s  Practical  Pediatric  Der- 
matology, Lever’s  Histopathology  of  the  Skin, 
Ormsby  and  Montgomery’s  Diseases  of  the 
Skin,  Perlman’s  Pediatric  Dermatology,  Pills- 
bury  and  others’  Dermatology  and  A Manual 
of  Cutaneous  Medicine,  Roxburgh’s  Common 
Skin  Diseases,  Schwartz  and  others’  Occupa- 
tional Diseases  of  the  Skin,  Sutton’s  Dis- 
eases of  the  Skin , Sulzberger  and  others’ 
Dermatology,  and  Tobias’  Essentials  of  Der- 
matology. 

Ophthalmology.  Adler’s  Textbook  of 
Ophthalmology  and  Physiology  of  the  Eye, 
Allen’s  May's  Manual  of  the  Diseases  of 
the  Eye,  Arruga’s  Ocular  Surgery,  Ballan- 
tyne  and  Michaelson’s  Textbook  of  the  Fun- 
dus of  the  Eye,  Becker  and  Shaffer’s  Diagno- 
sis and  Therapy  of  the  Glaucomas,  Berens  and 
King’s  An  Atlas  of  Ophthalmic  Surgery, 
Duke-Elder’s  Parsons'  Diseases  of  the  Eye, 
Duke-Elder,  Ed.,  System  of  Ophthalmology 
(total  15  volumes,  many  still  to  be  pub- 
lished), Elwyn’s  Diseases  of  the  Retina, 
Haik,  Ed.,  Strabismus,  Hogan  and  Zimmer- 
man, Eds.,  Ophthalmic  Pathology,  Lyle  and 
Bridgeman’s  Worth  and  Chavasse's  Squint, 
Ogle’s  Optics,  Paton  and  others’  Atlas  of  Eye 
Surgery,  Stallard’s  Eye  Surgery,  Sugar’s 
The  Glaucomas,  Traquair’s  An  Introduction 
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to  Clinical  Perimetry , Vaughan  and  others’ 
General  Ophthalmology , Walsh’s  Clinical 
Neuro-Ophthalmology , Whittington’s  The 
Art  of  Clinical  Refraction , Wiener  and 
Scheie’s  Surgery  of  the  Eye , and  Zuckerman’s 
Perimetry. 

Current  periodicals 

To  keep  abreast  of  the  medical  literature 
it  is  necessary  to  have  recourse  to  current 
medical  periodicals.  Here  recent  advances 
in  medicine  are  published  long  before  they 
appear  in  textbooks.  Periodicals,  therefore, 
are  of  utmost  importance  in  medicine.21 
In  the  larger  medical  libraries  periodicals 
are  bound;  and  whenever  it  is  possible,  the 
librarian  strives  to  have  complete  sets  of 
these  journals.  The  research  worker  needs 
to  consult  the  original  papers  and  to  review 
the  literature;  therefore  the  more  complete 
the  files,  the  better  his  purposes  are  served. 

For  access  to  the  periodical  literature  it  is 
necessary  to  consult  the  medical  indexes. 
The  indispensable  tool  for  all  medical  li- 
braries is  the  Index  Medicus,  which  is  pub- 
lished monthly  by  the  National  Library  of 
Medicine.  The  cumulated  yearly  bound 
volumes  are  issued  under  the  auspices 
of  the  American  Medical  Association.  An- 
other useful  tool  is  Current  Contents,  pub- 
lished weekly  by  the  Institute  for  Scientific 
Information,  in  Philadelphia.  This  publi- 
cation reprints  the  title  pages  of  important 
journals  in  medicine  and  allied  fields. 

Arrangement  and  cataloguing  of  periodicals 

Periodicals  are  generally  not  catalogued 
as  fully  as  books.  A card  for  each  periodical 
may  be  kept  in  an  alphabetic  file  and  the 
periodicals  arranged  accordingly.  A dupli- 
cate file  may  be  arranged  by  subject;  some 
libraries  file  their  periodicals  by  subject,  but 
this  is  not  necessary,  and  an  alphabetic 
arrangement  seems  to  be  preferred  by  most 
libraries. 

Choice  of  periodicals 

No  two  librarians  would  pick  the  same 
list  of  journals  for  a hospital  medical  li- 
brary. An  excellent  study  is  that  of  Kil- 
gour.22  Based  on  the  recent  circulation 
records  in  the  Mayo  Clinic23  the  following 
100  journals  would  be  my  choice  for  current 
use.  In  using  this  fist  the  reader  should 
remember  that  our  library  is  interested  not 


only  in  the  latest  clinical  developments  but 
also  in  research.  For  the  smallest  hospital 
libraries,  the  research  journals  might  be 
omitted. 

Physiology.  American  Journal  of  Phys- 
iology, Physiological  Reviews,  Proceedings 
of  the  Society  for  Experimental  Biology  and 
Medicine,  Journal  of  Applied  Physiology, 
Journal  of  Clinical  Investigation,  Journal  of 
Experimental  Medicine,  Experimental  Cell 
Research. 

Biochemistry.  Analytical  Biochemistry, 
Biochimica  et  Biophysica  Acta,  Journal  of 
Biological  Chemistry,  Journal  of  Neuro- 
chemistry, Clinical  Pharmacology  and  Thera- 
peutics, Journal  of  Lipid  Research. 

Laboratory  diagnosis.  Journal  of  Lab- 
oratory and  Clinical  Medicine,  Laboratory 
Investigation. 

Medicine.  Lancet,  British  Medical  Jour- 
nal, New  England  Journal  of  Medicine,  An- 
nals of  Internal  Medicine,  American  Journal 
of  Medicine,  Archives  of  Internal  Medicine, 
Journal  of  the  American  Medical  Association, 
Postgraduate  Medicine,  Canadian  Medical 
Association  Journal,  Medicine,  Proceedings 
of  the  Royal  Society  of  Medicine,  American 
Journal  of  Medical  Sciences,  New  York  State 
Journal  of  Medicine,  Acta  Medica  Scandina- 
vica,  Southern  Medical  Journal,  DM  (. Dis - 
ease-a- Month),  Journal-Lancet,  Proceedings 
of  the  Staff  Meetings  of  the  Mayo  Clinic, 
Klinische  Wochenschrift,  Quarterly  Journal 
of  Medicine. 

Pathology.  American  Journal  of  Pa- 
thology, American  Journal  of  Clinical  Pa- 
thology, Archives  of  Pathology,  Journal  of 
Clinical  Pathology. 

Cancer.  Cancer,  Cancer  Research,  Jour- 
nal of  Pathology  and  Bacteriology. 

Hematology.  Blood. 

Endocrinology.  Journal  of  Clinical  En- 
docrinology and  Metabolism,  Diabetes,  En- 
docrinology, Metabolism. 

Cardiovascular  diseases.  Circulation, 
American  Journal  of  Cardiology,  Circulation 
Research,  American  Heart  Journal,  Progress 
in  Cardiovascular  Diseases,  British  Heart 
Journal. 

Gastroenterology.  Gastroenterology, 
Gut,  Diseases  of  the  Colon  and  Rectum,  Ameri- 
can Journal  of  Digestive  Diseases. 

Urology.  Journal  of  Urology. 

Orthopedics  and  related  subjects. 
Journal  of  Bone  and  Joint  Surgery,  Arthritis 
and  Rheumatism. 
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Neurology.  Neurology , Archives  of 
Neurology , Electroencephalography  and  Clini- 
cal Neurophysiology,  Brain,  Epilepsia. 

Neurosurgery.  Journal  of  Neurosur- 
gery. 

Otolaryngology.  Archives  of  Otolaryn- 
gology, Acta  Oto-laryngologica,  Oral  Surgery, 
Oral  Medicine,  Oral  Pathology. 

Diseases  of  the  chest.  Journal  of 
Thoracic  and  Cardiovascular  Surgery,  Dis- 
eases of  the  Chest,  American  Review  of  Re- 
spiratory Diseases,  Thorax. 

Physical  medicine.  Annals  of  Physical 
Medicine. 

Radiology.  American  Journal  of  Roent- 
genology, Radium  Therapy,  and  Nuclear 
Medicine. 

Surgery.  American  Journal  of  Surgery, 
Surgery,  Gynecology  & Obstetrics , Surgery, 
Annals  of  Surgery,  Archives  of  Surgery, 
British  Journal  of  Surgery,  American  Sur- 
geon, Plastic  and  Reconstructive  Surgery, 
Obstetrics  and  Gynecology,  American  Journal 
of  Obstetrics  and  Gynecology,  Journal  of  Ob- 
stetrics and  Gynaecology. 

Pediatrics.  Pediatrics,  Journal  of  Pedi- 
atrics, American  Journal  of  Diseases  of  Chil- 
dren. 

Dermatology.  Archives  of  Dermatology, 
Journal  of  Investigative  Dermatology. 

Ophthalmology.  Highlights  of  Ophthal- 
mology, Archives  of  Ophthalmology,  American 
Journal  of  Ophthalmology. 

Science.  Science,  Scientific  American, 
Nature,  Federation  Proceedings,  Proceedings 
of  the  National  Academy  of  Science. 


Providing  personnel  to  assure 
efficient  service  to  medical  staff 

Postell24  has  discussed  the  desirable  quali- 
ties one  should  look  for  in  a medical  librarian, 
and  Sister  Teresa  Louise’s25  outline  of  the 
medical  librarian’s  duties  emphasizes  their 
wide  scope.  It  is  generally  held  that  a 
medical  librarian  should  have  a broad  educa- 
tional background  in  the  liberal  arts,  and 
this  should  include  training  in  the  biologic 
sciences  as  well  as  knowledge  of  foreign  lan- 
guages. Following  his  work  for  a degree  in 
liberal  arts,  the  future  medical  librarian 
should  enroll  in  an  accredited  library  school 
for  his  formal  library  training  and  his  M.A. 
degree.  This  should  be  followed  by  a year’s 
internship  in  a medical  library  approved  for 


this  sort  of  training.  A fully  qualified 
medical  librarian  should  then  work  toward 
certification  by  the  Medical  Library  Associa- 
tion.26 The  hospital  group  of  the  Medical 
Library  Association  has  prepared  a state- 
ment concerning  standards  for  hospital 
medical  libraries.27  As  far  as  qualifications 
for  the  medical  librarian  are  concerned,  these 
are  similar  to  those  suggested  by  Postell. 

There  are  not  enough  qualified  librarians 
to  fill  the  many  vacant  posts,  and,  as  men- 
tioned by  Bloomquist, 28  a young  medical 
librarian  receives  a number  of  job  offers 
each  year.  Until  the  time  comes  when  there 
are  enough  qualified  librarians  to  fill  the 
need,  it  will  be  necessary  to  hire  personnel 
of  lesser  or  of  different  qualifications.  The 
only  advice  one  can  give  is  to  take  the  best 
person  one  can  find  and  to  pay  him  as  well 
as  the  hospital  can  afford.  Besides  the 
chief  librarian,  an  assistant  librarian  and 
library  and  clerical  assistants  should  be 
hired  as  necessary. 
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Metals  in  hair  may  convict  criminals 


The  gold  and  silver  in  human  hair  may  be 
solving  crimes  within  the  next  few  years,  accord- 
ing to  a noted  criminologist. 

The  distribution  of  traces  of  gold  and  silver 
and  of  several  other  metals  including  tungsten 
and  molybdenum,  might  be  used  in  demonstrat- 
ing that  two  samples  of  hair — one  from  the 
scene  of  the  crime  and  the  other  from  a sus- 
pect— came  from  the  same  person. 

Traces  of  at  least  17  metals  can  be  found  in 
normal  human  hair.  Traces  of  many  elements 
are  known  to  occur  normally  in  the  body  and 
some  have  important  function.  The  role  of 
trace  elements  in  hair  is  unclear. 

A technic  called  neutron  activation  analysis 
is  one  of  several  highly  sophisticated  methods 
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now  looming  as  potential  aids  to  crime  detec- 
tion. The  potential  advantage  of  the  newer 
methods  is  their  sensitivity.  The  neutron 
method  can  detect  traces  of  metal  far  too  small 
to  be  identified  by  any  chemical  method  at  all. 

The  method  is  based  on  the  fact  that  neutrons, 
parts  of  the  atomic  nucleus,  can  be  used  to  make 
previously  neutral  atoms  radioactive.  The 
radioactive  atoms  then  broadcast  their  presence, 
and  often  their  identity,  through  their  charac- 
teristic radiation. 

In  crime  detection,  the  method  can  be  used  in 
many  ways.  It  can  match  tiny  pieces  of  paint 
or  glass.  It  can  help  prove  that  a person  has 
fired  a gun  recently  by  finding  traces  of  barium 
and  antimony  on  the  skin  of  the  suspect’s  hand. 

The  analysis  of  hair  was  called  difficult  be- 
cause of  the  many  unnatural  things  that 
people — especially  women — do  to  their  hair,  in- 
cluding the  use  of  dyes  and  chemical  sprays. 
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T oday  my  assigned  target  area  is  neither  so 
well  defined  nor  so  remote  as  that  which  will 
be  the  aim  of  those  who  chart  the  trajectory 
to  be  taken  by  the  first  human  voyagers  to 
the  moon.  If  natural  laws  exist  which 
govern  the  field  phenomena  of  mental  illness 
and  health,  they  yet  await  the  observation 
and  the  reasoning  which  would  result  in  a 
unifying  theory.  Even  the  simpler  tasks  of 
describing  an  objective — mental  health- — or 
an  object — mental  illness — is  very  compli- 
cated. 

So  discouraged  are  some  with  the  field 
problems  that  doubt  is  expressed  as  to 
whether  epidemiology  can  be  usefully  ap- 
plied, given  our  present  state  of  knowledge. 
Others,  despairing  over  the  problems  of 
classification,  find  comparative  studies  of 
incidence  and  prevalence  unreliable.  If  the 
problems  of  epidemiology,  etiology,  and 
nosology  do  not  confound  the  more  intrepid 
among  us,  our  antagonists  may  relish  the 
discomfort  they  see  when  the  question  is 
asked,  “What  is  mental  health?” 

Presented  at  the  Michigan  State  Medical  Society  Congress 
on  Mental  Illness  and  Health,  Detroit,  Michigan,  June  26, 
1964. 


Perhaps  someone  asked,  “What  is  war?” 
when  the  often-quoted  definition  was  pro- 
nounced. Although  one  may  agree  that 
“war  is  hell,”  the  definition  does  little  to 
advance  considerations  of  the  elements  of 
mission,  strategy,  tactics,  and  the  principles 
of  war  necessary  to  a favorable  outcome. 
In  the  mental  health  field,  too,  the  area  is  so 
complex  that  a simple  definition  has  only  a 
limited  value.  There  is  no  choice  but  to 
struggle  with  the  problems  of  need,  scope, 
program,  and  method. 

Need  for  services 

Anyone  attempting  to  estimate  the  need 
for  mental  health  facilities  in  a given  area  is 
in  for  a difficult  time.  Note  the  word  used: 
“need.”  We  are  accustomed  to  using 
“need”  in  assessing  public  requirements  for  a 
service.  What  is  emphasized  by  the  use  is 
simply  this:  that  we  are  not  concerned  with 
a simple  supply  and  demand  problem  when 
we  talk  about  the  need  for  mental  health 
facilities.  We  suggest  in  this  use  that 
whether  or  not  there  is  a demand  and 
whether  or  not  a supply,  the  requirement 
exists  according  to  our  best  estimate  of  the 
situation. 

The  provision  of  mental  health  services  is 
not  strictly  comparable  to  providing  such 
items  as  bread  and  salt,  which  are  used  in 
about  the  same  amounts  day  in  and  day  out, 
regardless  of  price.  Our  problem  in  defining 
need  is  perhaps  more  clearly  comparable  to 
the  supply  and  demand  of  various  items  in 
the  adornment  of  the  outer  man.  This 
varies  from  culture  to  culture  and  from  cli- 
mate to  climate  in  response  to  many  influ- 
ences, as  we  know  well  enough. 

While  this  comparison  does  not  completely 
satisfy  the  issue  of  defining  our  need,  the 
analogy  permits  some  new  understanding  of 
the  problem.  We,  in  fact,  are  trying  to 
estimate  the  need  for  some  kinds  of  mental 
health  services  which  our  society  has  defined 
as  “bread  and  salt”  services;  these  are  pro- 
vided to  persons  having  major  mental  illness. 
For  the  most  part,  the  services  in  this  cate- 
gory have  been  given  in  the  state  institutions 
over  the  past  hundred  years.  We  have  come 
to  recognize,  however,  that  other  services  are 
also  useful;  these  have  more  to  do  with  gird- 
ing and  equipping  a person  as  is  required  to 
assist  him  properly  to  perform  his  many  roles 
in  the  complex  business  of  living. 
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The  analogy  between  mental  health  serv- 
ices and  adornment  of  the  outer  man  stands 
up,  too,  in  the  use  of  treatment  services  for 
status  purposes,  which  occurs  sometimes 
among  the  wealthy  and  talented.  For  these 
groups,  mental  health  treatment  may  be 
somewhat  like  having  a sports  car.  What  I 
am  emphasizing  is  this:  When  we  attempt  to 
identify  the  need  for  mental  health  services, 
we  are  talking  about  quite  a range  of  “com- 
modities.’’ There  are  those  quite  basic  to 
the  needs  of  society  through  to  those  some- 
times used  by  society  more  as  a luxury  item 
than  otherwise.  We  should  no  more  equate 
the  needs  of  the  community  for  mental 
health  services  with  the  Hollywood  concept 
of  psychoanalysis  than  we  should  equate 
community  transportation  needs  with  the 
manufacture  of  expensive  sports  cars. 

The  new  community  emphasis  in  mental 
health  calls  for  more  than  basic  treatment 
services  for  those  already  mentally  ill.  The 
evidence  is  clear  enough  that  many  of  our 
citizens  are  psychologically  underprivi- 
leged^— they  are,  if  you  will,  mentally  ill-fed, 
mentally  ill-housed,  and  mentally  ill-clothed. 
Furthermore,  we  are  becoming  more  and 
more  aware  of  the  finding  of  high  rates  of 
admissions  for  mental  illness  in  settings  also 
characterized  by  high  rates  of  unemploy- 
ment, low  income,  and  low  educational 
attainment. 

Note  on  cause  and  distribution 

Mental  illness  or  disorder  is  such  a com- 
plex group  of  conditions  that  with  but  few 
exceptions,  no  one  theory  as  to  cause,  treat- 
ment, and  prevention  satisfies.  We  need 
not  be  dismayed;  no  one  theory  of  febrile 
disorders  ever  satisfied  either.  Yet  we  have 
come  to  know  more  and  more  about  the 
cause,  treatment,  and  prevention  of  some 
fevers.  Mental  disorders,  as  are  fevers,  are 
produced  by  many  different  factors.  As  we 
know  more  of  these  disorders  through  re- 
search, we  will  know  why  some  mental  dis- 
orders, like  some  fevers,  are  associated  with 
our  worst  conditions  of  living. 

We  do  not  insist  on  proof  of  proof  or  evi- 
dence on  evidence  that  mental  disorders  are 
with  us.  Even  though  perhaps  none  of  you 
five  where  the  highest  rates  are  found,  you 
know  from  your  own  friends  and  associates 
that  mental  disorder  is  all  too  present.  If 


it  is  associated  with  other  indexes  of  social 
breakdown  and  disadvantage,  why  is  it 
found  among  groups  that  are  better  situated 
and  better  advantaged?  Do  not  be  led 
astray  by  this  easy  course  of  reasoning;  we, 
in  our  present  ignorance,  simply  have  not  the 
ability  to  identify  cause  with  precision.  I 
assert  that  we  are  all  at  risk  here.  I ask  you 
only  to  recall  that  one  of  the  “fevers,” 
cholera,  carried  off  the  wealthy  and  the  poor 
before  science  discovered  its  cause  in 
drinking  water,  which  both  groups  drank. 
The  elements  of  our  society  are  bound  to- 
gether by  many  unknown  forces.  If  we  fail 
to  give  help  to  areas  of  our  city,  state,  and 
nation  most  in  need,  we  fail  all,  including 
those  who  live  and  work  in  areas  which  seem 
to  be  characterized  by  complacency  and 
affluence. 

Public  support 

One  hears  honest  perplexity  in  the  ques- 
tion, “Where  is  all  of  this  agitation  for 
mental  health  services  coming  from?” 
There  is  a hint  that  it  may  be  generated  by 
the  National  Institute  of  Mental  Health  or 
by  the  mental  health  associations.  There  is 
evidence  to  support  the  proposal  that,  like 
public  agitation  for  mental  health  services, 
the  National  Institute  of  Mental  Health  and 
local  mental  health  associations  are  to  be  re- 
garded more  as  the  products  of  public  aware- 
ness of  a great  problem  than  as  the  reverse. 

Concerned  with  how  the  public  views  com- 
munity psychiatric  services,  the  New  York 
City  Community  Mental  Health  Board  ar- 
ranged with  the  Columbia  University  School 
of  Public  Health  and  Administrative  Medi- 
cine, under  a grant  from  the  Health  Re- 
search Council  of  the  City  of  New  York,  to 
undertake  a sociologic  survey  in  this  area.* 
The  survey  was  undertaken  in  a probability 
sample  of  predesignated  persons  representa- 
tive of  the  5 milhon  adults  in  the  city. 
These  persons  were  systematically  inter- 
viewed with  structured  questionnaires  on  a 
wide  range  of  problem  areas  related  to  the 
following:  attitudes  towards  various  types 
of  community  mental  health  services;  opin- 

*The  research  was  supported  by  Health  Research  Council 
Grant  U-1318.  The  findings  are  derived  from  a stratified, 
multistage  probability  sample  of  New  York  City  adults 
twenty  years  of  age  and  older,  living  in  1,500  households. 
The  research  design  called  for  all  adults  in  the  sample  house- 
holds to  be  interviewed.  The  representative  response  rate 
was  87  per  cent. 
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ions  and  knowledge  about  psychiatry;  atti- 
tudes towards  ex-patients  of  mental  hos- 
pitals; concepts  of  mental  and  emotional 
disorders;  pathways  to  care;  recognition  of 
needs  for  services;  and  experience  or  con- 
tact with  mental  health  help.  Some  early 
findings  have  been  reported  recently  as 
follows1: 

A majority  of  New  Yorkers  knew  one  or 
more  persons  who  had  been  under  professional 
care  for  a mental  or  emotional  problem.  Of 
the  total  respondent  populations,  56  per 
cent  had  known  people  who  had  had  profes- 
sional help  for  a mental  or  emotional  prob- 
lem; 30  per  cent  had  known  these  as  mem- 
bers of  their  immediate  family  or  other  rela- 
tives. Eight  per  cent  reported  they  had 
sought  professional  help  for  their  own 
emotional  and  mental  problems  or  condi- 
tions. . . 

Half  of  all  respondents  said  they  themselves 
had  had  personal  problems  in  the  past  which 
might  have  been  helped  by  going  somewhere 
or  seeing  someone.  The  other  half  was 
divided  between  those  who  claimed  not  to 
have  experienced  any  great  personal  prob- 
lems (36  per  cent)  and  those  who  had  had 
personal  problems  but  did  not  believe  they 
could  have  been  helped  in  this  way  (15  per 
cent).  . . . 

Public  acceptance  of  community  mental 
health  services  varied  by  type  of  service 
considered.  Respondents  were  asked  to  re- 
act to  brief  descriptions  of  14  specific  com- 
munity mental  health  services  or  programs. 
Most  persons  (94  per  cent)  believed  there 
should  be  a “telephone  information  serv- 
ice” available  at  any  time  of  day  or  night 
for  the  caller  to  inquire  about  where  help 
might  be  obtained  for  himself  or  someone 
else.  More  respondents  (42  per  cent)  said 
they  knew  persons  who  could  have  used  a 
telephone  information  service  than  said  this 
about  any  other  kind  of  service.  Further- 
more, of  all  the  services  described,  the  tele- 
phone answering  service  was  considered  as  the 
one  most  needed  in  New  York  City  by  more 
respondents  than  any  other. 

Other  services  highly  approved  of  were: 
emergency  psychiatric  service;  psychiatric 
services  in  a general  hospital;  walk-in  or 
trouble-shooting  clinics;  and  neighborhood 
aftercare  and  rehabilitation  services.  Less 
approved  were  open  mental  hospitals,  night 
hospitals,  and  day  hospitals.  . . 

With  some  exceptions,  such  as  neighbor- 
hood aftercare,  it  appears  that,  in  general, 
greater  acceptance  was  placed  on  “threat- 
reducing  services,”  which  permit  quick 
handling  of  mental  and  emotional  problems, 
and  less  acceptance  was  placed  on  “threat- 
inducing  services,”  which  bring  the  patient 
in  closer  contact  with  members  of  the  com- 
munity. For  example,  less  than  half  (43  per 
cent)  felt  there  should  be  a “foster  care 


service”  in  which  a family  would  be  paid  to 
house  a mental  patient.  Few  (6  per  cent) 
said  they  knew  anyone  who  could  have  used 
such  a service,  and  1 per  cent  felt  that  foster 
care  was  the  most  needed  service  in  New  York 
City. 

The  study  has  underscored  the  fact  that 
public  acquaintance  with  persons  who  have 
had  mental  health  help  is  extensive.  The 
awareness  of  problems  is  not  confined  to 
those  which  exist  in  others.  On  the  con- 
trary, the  public  identifies  mental  health 
services  and  facilities  as  applicable  to  per- 
sonal problems  to  a substantial  degree.  The 
public  is  sympathetically  disposed  toward 
accessibility  of  community  mental  health 
services  in  time  of  need. 


Concept  and  scope  of  community 
mental  health 

In  the  concept  of  community  mental 
health  services  and  facilities,  accessibility 
is  the  keystone.  Services  which  are  at  hand 
will  be  used;  those  that  are  too  hard  to 
reach,  by  and  large,  will  not  be  used.  The 
strategy,  then,  of  the  community  mental 
health  task  is  to  place  services  in  such  a way 
that  those  who  may  benefit  will  be  served 
readily. 

What  is  to  be  included  in  community 
mental  health?  What  is  the  scope  and  the 
over-all  picture?  This  may  be  seen  in  terms 
of  service  types,  or  in  conceptualization  of 
the  points  of  intervention,  or  as  general  and 
special  categories.  Thus,  for  example,  one 
may  see  community  mental  health  as  em- 
bracing psychiatric  services  in  general  hos- 
pitals, psychiatric  outpatient  services,  psy- 
chiatric rehabilitation  services,  and  educa- 
tional and  mental  health  consultation  serv- 
ices. 

Looking  at  this  another  way,  scope  may  be 
so  outlined  as  to  include  activities  falling 
along  the  familiar  preventive  medicine  or 
public  health  range:  prevention,  treatment, 
and  rehabilitation  (or,  primary,  secondary 
and  tertiary  prevention).  To  give  this 
meaning,  the  specific  disorder  toward  which 
preventive  efforts  will  be  directed  needs  to  be 
identified. 

Some  find  it  more  convenient  to  identify 
scope  by  general  categories  such  as  major 
mental  illness,  disturbances  of  adolescence, 
and  disorders  of  the  senium.  Others  define 
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scope  in  somewhat  more  specific  categorical 
terms:  schizophrenia,  narcotics  addiction, 
alcoholism,  mental  retardation,  juvenile  de- 
linquency, and  other  sociopsychiatric  condi- 
tions. 

Programs 

What  becomes  evident  at  once  when  one 
studies  mental  health  programs  is  their  great 
variety.  No  optimum  plan,  no  preferred 
sequence  may  be  recommended  universally. 
The  heartening  aspect  of  this  complex  and 
varied  field  is  precisely  this:  No  one  can  pre- 
scribe a single  point  of  departure  equally 
pertinent  to  every  situation.  On  the  con- 
trary, with  such  a field  to  enter  there  are 
many  avenues  of  entrance.  The  small, 
mainly  rural  areas  must  have  programs 
suited  to  their  needs,  which  may  be  entirely 
different  from  those  that  apply  in  the  large 
and  densely  populated  ones. 

Governmental  responsibility 

Local  governments  have  not  advanced 
speedily  into  the  field  of  community  mental 
health.  Possibly,  this  is  because  there  are 
many  old,  difficult,  and  discouraging  prob- 
lems to  be  encountered.  On  the  other  hand, 
there  is  some  evidence  to  suggest  that  when 
government  assigns  its  responsibilities  to  a 
specified  office,  movement  into  action  for 
mental  health  becomes  more  energetic  and 
purposeful.  When  a designated  office  is 
given  the  power  and  duty  of  coordinating 
existing  services  and  planning  improvements 
of  existing  services  and  new  programs, 
governments  become  engaged  productively. 
Stated  another  way,  government  may  be  ex- 
pected to  take  a leadership  role  in  mental 
health  to  the  extent  that  it  is  able  to  exploit 
sound  plans.  These  plans  are  best  devel- 
oped when  the  government  itself  is  com- 
mitted to  planning. 

Increasingly  since  1954,  local  govern- 
ments have  placed  responsibility  for  mental 
health  services  on  one  of  a new  group  of 
public  administrators  from  the  professions 
of  the  mental  health  field.  These  coordi- 
nating officers  may  spend  part  or  all  their 
working  time  in  administrative  work.  This 
usually  depends  on  the  size  of  the  population 
being  served.  The  larger  communities  can 
afford  a full-time  administrator;  the  smaller 


prefer  to  have  the  director  serve  part  time  as 
head  of  a clinical  service. 


Competence  required  in  the  public 
service 

The  training  and  experience  of  most  pro- 
fessional people  in  the  mental  health  disci- 
plines do  not  fully  equip  them  for  a public, 
governmental  position.  Professional  com- 
petence in  a basic  discipline  is  the  bedrock  on 
which  additional  capabilities  are  founded. 
In  assuming  the  public  mental  health  posi- 
tion, one  must  be  prepared  to  advance  his 
competence  in  the  following  areas: 

Basic  administration.  Administration 
is  the  business  of  conducting  an  office  in  an 
orderly,  productive  manner.  Handling  staff, 
assigning  duties,  organizing  work,  and  iden- 
tifying functions  are  but  a few  examples. 

Planning.  The  task  of  the  planner  is  not 
easy.  He  must  learn  to  identify  clearly  the 
short-term,  mid-range,  and  long-term  ob- 
jectives; anticipate  the  obstacles  to  be  over- 
come; decide  on  the  requirements  of  the 
task  and  how  the  required  personnel  and 
material  will  be  secured;  and  arrange  for  the 
assembling  of  these  needed  items. 

Public  administration.  Knowledge  of 
what  other  government  departments  have 
to  do  with  mental  health  program  achieve- 
ment cannot  be  underestimated.  Other 
agencies,  not  only  at  local  but  also  at  higher 
levels  of  government,  will  be  engaged.  Per- 
sonnel, budget,  welfare,  legal,  and  other 
offices  must  be  collaboratively  concerned  and 
committed.  This  can  be  done  only  if  the 
potential  utilization  of  other  offices  is  known. 

Law  and  the  legislative  process.  A 
most  important  group  of  activities  are  in- 
volved in  legal  and  legislative  processes. 
Not  only  must  existing  statutes  be  known; 
the  formal  and  informal  machinery  by  which 
new  laws  and  amendments  are  made  also 
must  be  learned. 

Boards,  committees,  and  staff.  Ad- 
visory groups  may  be  of  great  help  in  the 
designing  of  new  programs  or  in  the  promo- 
tion of  support.  How  best  to  utilize  such 
groups  and  relate  their  activities  to  staff 
duties  is  worthy  of  careful  study. 

Community  organization.  Helping  “lo- 
cal” groups  to  organize  in  support  of 
mental  health  services  is  an  important  field 
of  study.  This  often  involves  getting  to 
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know  the  leaders  of  voluntary  organizations 
of  the  community  and  working  closely  with 
these  persons. 

Facilities  and  procedures  planning. 
One  will  be  expected  to  be  able  to  advise  on 
staffing  patterns,  architectural  designs,  and 
professional  standards  for  a variety  of  mental 
health  facilities:  clinic  and  hospital  centers, 
rehabilitation  facilities,  and  so  on.  Related 
to  this  will  be  an  advisory  function  as  to 
procedures  to  be  followed  in  each. 

Mental  health  disciplines.  More  knowl- 
edge will  be  required  of  the  limitations 
and  capabilities  of  the  mental  health  profes- 
sions. Stereotypes  interfere  with  teamwork. 
Stereotypes  exist  not  only  of  other  disciplines 
but  also  within  one’s  own  discipline.  If 
teamwork  is  to  be  achieved  in  the  mental 
health  field,  greater  efforts  at  understanding 
these  matters  will  be  required. 

Mental  health  consultation.  A specific 
technic  by  which  knowledge  of  the  fields 
of  the  clinical  services  may  be  imparted 
to  others,  mental  health  consultation  re- 
quires more  than  a casual  approach.  It  is 
not  the  exhortatory  or  didactic  method  or  the 
method  of  clinical  case  consultation  but  is 
aimed  at  elevating  the  capacities  of  “gate- 
keepers” of  mental  health.  Judges,  proba- 
tion officers,  teachers,  nursery  school  workers, 
policemen,  and  public  health  nurses  are 
among  the  “target  groups”  for  this  action. 

Research.  In  addition  to  statistical 
studies  of  services  regularly  compiled  for 
administrative  need,  demographic  studies, 
attitude  surveys,  and  epidemiologic  research 
need  to  be  used. 

Teaching  and  training.  A commit- 
ment of  time  needs  to  be  given  to  the  task 
of  helping  in  the  training  of  personnel  to 
become  directors  and  in  the  training  of  per- 
sons entering  the  basic  disciplines.  This 
may  vary  from  an  occasional  lecture  in  the 
latter  group  to  an  apprenticeship  or  precep- 
torship  arrangement  for  the  former.  The 
importance  of  this  task  must  be  properly 
recognized. 

Public  relations.  It  is  not  enough  to 
have  done  good  effective  work.  The  mental 
health  “patronage  group,”  that  is,  colleagues 
and  lay  friends  in  mental  health  and  the 
voluntary  organizations,  need  to  know  of 
these  works.  This  can  be  carefully  planned 
and  needs  to  be  done  with  skill  and  advice 
from  others  familiar  with  use  of  public  in- 
formation media. 


Of  importance  to  reiterate  here  is  the  fact 
that  no  one  from  the  mental  health  field  is 
likely  to  have  reached  competence  in  all 
these  areas  before  accepting  a position  that 
will  call  on  him  to  respond  in  the  matters  in- 
cluded here.  On  the  other  hand,  some  of 
his  training  and  experience  provides  the 
background  for  beginning  the  work  in  most 
of  these  areas. 


Future  trends 

We  have  witnessed  a measure  of  failure  in 
legislation  at  national  level,  the  responsibil- 
ity for  which  we  share.  The  act  for  compre- 
hensive community  mental  health  centers* 
which  finally  passed  both  houses  was  so  com- 
promised that  many  hopes  stimulated  by 
President  Kennedy’s2  message  and  by  the 
Senate  version  of  the  bill  have  been  dashed. 
Federal  support  of  staffing  new  mental 
health  centers  to  be  built  under  the  act  was 
completely  eliminated.  State  and  local 
governments  will  require  this  help  if  they  are 
to  assume  the  responsibilities  of  comprehen- 
sive mental  care  in  communities  in  any 
meaningful  new  way.  The  cities  will  suffer 
most  acutely  from  Federal  disinterest,  al- 
though all  areas  will  be  deprived  to  some  ex- 
tent. Why  the  failure  or,  at  any  rate,  the 
partial  failure?  I have  been  advised  that 
there  was  very  little  significant  public  sup- 
port. Is  the  public  so  indifferent? 

A preliminary  analysis  of  the  studies  made 
of  the  public  images  in  New  York  City  of 
mental  health  matters  would  indicate  a 
contrary  finding.  In  fact,  we  know  that  the 
public  is  heavily  engaged  in  receiving  service. 
In  1963,  for  instance,  over  263,000  patients 
were  on  the  rolls  of  these  services.  An  esti- 
mated additional  44,300  were  receiving  care 
from  private  practitioners.  In  the  year  that 
ended  on  March  31,  1963,  15,800  patients 
admitted  by  the  city  went  to  State  mental 
hospitals,  and  the  census  of  State  hospital 
resident  patients  from  this  city  was  54,800. 
Both  the  use  of  available  services  and  the 
public  awareness  of  need  suggest  a trend 
toward  locally  available  services,  not  likely 
to  be  reversed.  Next  year,  the  extent  of 
State  and  local  support  of  the  New  York 
City  program  is  to  be  over  33  million  dollars. 

♦Public  Law  88-164,  Mental  Retardation  Facilities  and 
Community  Mental  Health  Centers  Construction  Act  of  1963, 
approved  October  31,  1963. 
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Course  of  organized  medicine 

For  a visitor  to  make  recommendations  to 
his  host  unless  invited  to  do  so  is  presumptu- 
ous, if  nothing  more.  Therefore,  I must  be 
understood  as  disclaiming  any  intention  to 
specify  a course  for  this  or  any  particular 
organization  of  medical  practitioners. 
However,  I would  be  remiss  if  I did  not 
express  that  I hope  to  see  (1)  that  because 
community  mental  health  services  follow  the 
traditions  of  good  and  readily  available 
medical  care,  sturdy  support  for  community 
mental  health  services  will  be  voiced  by  the 
organized  branches  of  medicine;  (2)  that  be- 
cause these  services  are  complex  units 
addressed  to  complex  problems,  local  govern- 
ment will  be  urged  to  establish  a responsible 
position  of  mental  health  director  or  coordi- 
nator with  organization  and  staff  to  advance 
programs  in  the  field  of  mental  health  suita- 
ble to  the  locality;  (3)  that  because  the  en- 
tire issue  of  mental  illness  and  health  is 
likely  to  be  increasingly  in  the  public 
awareness,  a constructive  interest  in  plan- 


Heart-lung resuscitation 


A Johns  Hopkins  medical  team  has  urged 
wider  training  of  laymen  in  the  emergency  tech- 
nics of  closed  chest  heart  massage  and  artificial 
respiration  to  save  more  individuals  from  heart 
attacks,  drownings,  and  other  forms  of  sudden 
death. 

“Over  500,000  people  die  every  year  from 
heart  disease  alone,”  according  to  their  article 
in  the  Journal  of  the  American  Medical  Associa- 
tion. Many  of  these  could  be  saved  if  emer- 
gency resuscitative  measures  could  be  begun  at 


ning  will  be  entered  at  every  level  of  govern- 
ment; and  finally  (4)  that  because  medicine 
is  concerned  with  the  pathologic  results  of 
the  great  social  problems — poverty,  lack  of 
education,  lack  of  opportunity,  and  crime 
and  delinquency — which  are  inextricably 
bound  to  mental  illness  and  health,  local 
conferences  of  mental  health  and  other 
medical  personnel  be  held  as  frequently  as 
possible  for  the  exchange  of  information  and 
discussion  of  relevant  problems  and  solutions 
that  have  been  developed  in  each  locality. 

With  such  broad-based  medical  under- 
standing and  support  will  our  facilities  and 
services  then  come  to  have  increased  rele- 
vance to  the  community  served  and  greater 
effectiveness  for  the  individual  patient. 
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the  scene  and  as  soon  as  cardiac  and  respiratory 
activity  cease. 

These  opinions  were  based  on  a study  of  153 
resuscitations  performed  by  the  ambulance 
service  of  the  Baltimore  City  Fire  Department 
between  November  22,  1961,  and  March  19, 
1964.  There  was  an  interval  of  from  seven  to 
twenty  minutes  between  the  time  an  emergency 
call  was  received  and  the  ambulance  arrived  at 
the  scene.  Of  the  153  patients,  101  were  dead 
on  arrival  at  the  hospital  or  after  one  hour  of 
additional  resuscitative  efforts.  Fifteen  pa- 
tients recovered  spontaneously  sifter  resuscita- 
tive efforts  and  suffered  no  ill  effects  as  a result 
of  the  procedures. 
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1965  HOUSE  OF  DELEGATES 

Additional  Annual  Reports 


Special  Committee  on  Constitution  and  Bylaws 


To  the  House  of  Delegates,  Gentlemen: 

Your  Special  Committee  on  Constitution  and 
Bylaws  consists  of  the  following: 

Irving  L.  Ershler,  M.D.,  Chairman 


Onondaga 

Alfred  A.  Hartmann,  M.D Franklin 

Philip  D.  Allen,  M.D New  York 

Ezra  A.  Wolff,  M.D Queens 

Joseph  G.  Zimring,  M.D Nassau 


At  the  February,  1964,  meeting  of  the  House 
of  Delegates,  two  resolutions  were  referred  by 
the  Speaker  to  the  Special  Committee  on  Con- 
stitution and  Bylaws — resolutions  64-40  and 
64-41.  Resolution  64-40  is  identical  with  reso- 
lution 62-7,  which  was  disapproved  in  1963. 

Following  the  1963  meeting  of  the  House  of 
Delegates,  the  Special  Committee  on  Constitu- 
tion and  Bylaws  was  charged  with  a general 
review  of  the  Constitution  and  Bylaws  “in 
order  to  correct  mistakes  in  grammar,  am- 
biguous language,  occasional  inconsistencies, 
and  a lack  of  precision  in  some  of  the  provisions.” 
At  the  request  of  this  committee,  Ezra  A.  Wolff, 
M.D.,  prepared  the  committee’s  supplementary 
report  64-CC,  which  was  submitted  at  the  1964 
meeting  of  the  House  of  Delegates.  It  is  em- 
phasized that  the  sole  purpose  of  this  special 
report  is  the  correction  of  grammar  and  the 
elimination  of  ambiguities  in  language.  There 
is  no  attempt  made  to  alter  the  meaning  of  any 
portion  of  either  the  Constitution  or  Bylaws. 

During  the  1964  meeting  of  the  House  of 
Delegates,  this  committee  met  as  a reference 
committee  and  considered  the  two  resolutions 
submitted  that  year.  Although  the  meeting 
was  well  publicized,  no  person  appeared  to 
support  or  oppose  either  of  the  resolutions. 

The  committee  met  again  on  May  28,  1964, 
in  the  Society’s  office.  J.  Richard  Burns, 
Esq.,  assistant  executive  vice-president,  and 
Mr.  John  J.  DeLuca,  representing  legal  counsel, 
attended  by  invitation.  In  addition,  Miss 
Mary  Singer,  director  of  the  Society’s  Member- 
ship Department,  gave  valuable  advice  on 
membership  matters.  The  committee  mem- 
bers were  thoroughly  familiar  with  the  proposed 
changes  in  the  Constitution  and  Bylaws,  es- 
pecially those  contained  in  the  supplementary 
report  64-CC,  and  actively  discussed  each 
point.  The  recommendations  in  this  report 
stem  from  these  discussions. 


Resolution  64-40 — Amendment  to  Bylaws 
Concerning  Selection  of  District  Branch 
Members  on  Nominating  Committee;  In- 
troduced by  Medical  Society  of  the  County  of 
Erie. 


Resolved,  That  Chapter  XI,  Section  4,  of 
the  Bylaws  be  amended  to  provide  that  the 
choice  of  the  member  of  the  Nominating 
Committee  from  each  district  branch  shall 
be  from  a list  of  at  least  two  candidates 
furnished  the  president  of  the  Society  by 
the  president  of  the  district  branch,  as  follows: 
Amend  Chapter  XI,  Section  4,  of  the  By- 
laws by  the  addition  after  the  words  “each 
district  branch”  of  the  following  language: 
“from  a list  of  at  least  two  candidates  desig- 
nated by  the  president  of  each  district  branch, 
such  list  to  be  furnished  within  thirty  days 
after  request  is  made  by  the  president  of  the 
Society.  In  the  event  such  list  of  candidates 
is  not  furnished  within  the  specified  time,  the 
choice  of  the  member  from  the  district  branch 
faffing  to  name  candidates  shall  be  made  by 
the  president  of  the  Society”;  so  that  Chapter 
XI,  Section  4,  will  then  read:  “The  Nominat- 
ing Committee  shall  comprise  eleven  mem- 
bers, one  member  to  be  chosen  from  each 
district  branch  from  a list  of  at  least  two 
candidates  designated  by  the  president  of 
each  district  branch,  such  list  to  be  furnished 
within  thirty  days  after  request  is  made  by 
the  president  of  the  Society.  In  the  event 
such  list  of  candidates  is  not  furnished  within 
the  specified  time,  the  choice  of  the  member 
from  the  district  branch  failing  to  name  can- 
didates shall  be  made  by  the  president  of  the 
Society,  and  two  additional  members  at 
large  to  be  nominated  to  this  committee  by 
the  president,  in  conformity  with  Chapter  VII, 
Section  1,  of  these  Bylaws.  It  will  be  the 
duty  of  this  committee  to  propose  and  nom- 
inate members  of  the  Society  for  all  vacancies 
to  be  filled  at  the  annual  meeting  of  the  House 
of  Delegates  succeeding  their  appointment. 
These  recommendations  shall  be  made  to  the 
House  of  Delegates  in  the  same  manner  as 
prescribed  in  Chapter  XI,  Section  2,  of  the 
Bylaws.” 
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In  discussing  this  resolution,  it  was  pointed 
out  that  selection  of  persons  by  the  president 
of  a district  branch  is  probably  much  less 
democratic  and  representative  than  by  the 
present  method.  It  is  well  known  that  most  of 
the  district  branch  members  are  not  sufficiently 
active  and  at  business  meetings  do  not  attend 
in  adequate  numbers  to  undertake  this  re- 
sponsibility. It  was  noted  that  each  county 
society  and  each  district  branch  is  requested 
annually  to  submit  to  the  Nominating  Com- 
mittee the  names  of  possible  nominees  for  office. 
Seldom  do  the  district  branches  take  advantage 
of  this  opportunity. 

Also  of  note  is  the  fact  that  in  1963  this  House 
of  Delegates  disapproved  an  identical  resolution. 
Nothing  has  changed  in  the  intervening  two 
years  to  warrant  approval  at  this  time. 

The  committee  recommends  disapproval  of  this 
resolution. 

Resolution  64-41 — Amendment  to  Consti- 
tution to  Provide  District  Branch  Repre- 
sentation on  Council;  Introduced  by  Medi- 
cal Society  of  the  County  of  Erie. 

Resolved,  That  Article  IV  of  the  Constitu- 
tion entitled  “Council”  be  amended  by  strik- 
ing out  the  words  “and  twelve  other  members 
elected  by  the  House  of  Delegates”  and  in 
place  thereof  substituting  the  words:  “Six 

members  elected  by  the  House  of  Delegates, 
and  the  presidents  of  the  district  branches”; 
so  that  as  amended  Article  IV  will  read: 
“There  shall  be  a Council  composed  of  the 
president,  the  president-elect,  the  vice-presi- 


dent, the  immediate  past-president,  the  secre- 
tary, the  assistant  secretary,  the  treasurer,  the 
assistant  treasurer,  the  speaker,  the  vice- 
speaker, the  chairman  of  the  Board  of  Trus- 
tees, six  members  elected  by  the  House  of 
Delegates,  and  the  presidents  of  the  district 
branches.” 

Most  of  the  objections  to  this  resolution  are 
identical  with  objections  to  resolution  64-40. 
The  committee  is  of  the  opinion  that  election 
of  the  presidents  of  district  branches  is  in  most 
instances  achieved  by  too  few,  and  perhaps  not 
entirely  representative  members  of  the  district 
branches.  On  the  other  hand,  election  to  the 
Council  by  the  House  of  Delegates  is  always 
representative  of  all  the  district  branches  and  of 
all  the  members  of  the  Society.  The  committee 
feels  strongly  that  the  present  manner  of 
electing  councillors  is  the  more  democratic 
and  desirable  method. 

Disapproval  of  this  resolution  is  recommended. 

The  changes  in  the  Constitution  and  Bylaws, 
contained  in  the  supplementary  report  64-CC, 
were  the  subject  of  detailed  consideration.  In 
the  right-hand  column  below  the  proposed 
changes  are  in  italics.  For  purposes  of  com- 
parison, the  present  wording  of  the  appropriate 
section  is  listed  in  the  left-hand  column  below, 
with  the  material  to  be  changed  or  deleted 
appearing  in  brackets.  It  is  again  emphasized 
that  there  is  no  intent  in  these  recommendations 
to  change  the  sense  or  purpose  of  the  Constitu- 
tion and  Bylaws.  The  only  objective  is  to 
upgrade  the  phrasing  of  each  subject. 


CONSTITUTION 


ARTICLE  ] 

( present )* 

There  shall  be  a Council  composed  of  the 
president,  [the  ] president-elect,  [the  ] vice- 
president,  [the  ] immediate  past-president,  [the  ] 
secretary,  [the]  assistant  secretary,  [the]  treas- 
urer; [the]  assistant  treasurer,  [the]  speaker, 
[the]  vice-speaker,  chairman  of  the  Board  of 
Trustees  and  twelve  [other  members]  elected 
by  the  House  of  Delegates. 

The  executive  vice-president  and  the  editor 
of  the  New  York  State  Journal  of  Medicine 
shall  attend  all  meetings  of  the  Council  with 
voice  but  without  vote. 

ARTICLE 

Funds  shall  be  raised  by  annual  [per  capita] 
dues  [or  assessment  ] on  each  [component  county 
society]  at  a uniform  per  capita  rate  through- 
out the  State,  [but  the  dues  or  assessments  of 
each  junior  member  shall  be  one  third  the 
amount  levied  on  each  active  member.]  Funds 
may  also  be  raised  in  any  other  manner  approved 
by  the  House  of  Delegates  or  by  the  Council 
when  the  said  House  of  Delegates  shall  not  be 
in  session. 


V— COUNCIL 

(proposed)* 

There  shall  be  a Council  composed  of  the 
president,  president-elect,  vice-president,  im- 
mediate past-president,  secretary,  assistant  sec- 
retary, treasurer,  assistant  treasurer,  speaker, 
vice-speaker,  chairman  of  the  Board  of  Trustees, 
and  twelve  councillors  elected  by  the  House  of 
Delegates. 

The  executive  vice-president,  the  assistant 
executive  vice-president,  and  the  editor  of  the 
New  York  State  Journal  of  Medicine 
shall  attend  all  meetings  of  the  Council  with 
voice  but  without  vote. 

IX— FUNDS 

Funds  shall  be  raised  by  annual  dues  levied 
on  each  active  member  at  a uniform  per 
capita  rate  throughout  the  State.  Funds  may 
also  be  raised  in  any  other  manner  approved 
by  the  House  of  Delegates  or  by  the  Council 
when  the  said  House  of  Delegates  shall  not  be 
in  session.  The  dues  or  assessments  of  each 
junior  member  shall  be  one  third  the  amount 
levied  on  each  active  member. 


* Brackets  [ ] in  left-hand  column  indicate  material  to  be 
changed  or  deleted.  Italics  in  right-hand  column  indicate 
new  wording. 
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ARTICLE  X— REFERENDUM 


At  any  meeting  of  the  House  of  Delegates 
a majority  of  the  members  present  may  order  a 
referendum  vote  of  the  Society  on  any  question 
consistent  with  the  Constitution  and  Bylaws  and 
in  accordance  with  such  regulations  respecting 
the  submission  of  the  question  as  the  House  of 
Delegates  may  prescribe.  The  members  shall 
vote  thereon  by  mail.  The  polls  shall  be  closed 
at  the  expiration  of  fifteen  days  after  the  mail- 
ing of  the  question;  and  if  the  members 
voting  shall  comprise  a majority  of  all  the 
active  members  of  the  Society,  a majority 
of  such  vote  shall  determine  the  question 
and  be  binding  on  the  Society  and  the  House  of 
Delegates.  [The  Council  may,  in  a similar 
manner,  order  a referendum  to  the  House  of 
Delegates.] 


At  any  meeting  of  the  House  of  Delegates  a 
majority  of  the  members  present  and  voting 
may  order  a referendum  vote  of  the  Society 
on  any  question  consistent  with  the  Constitu- 
tion and  Bylaws  and  in  accordance  with  such 
regulations  respecting  the  submission  of  the 
question  as  the  House  of  Delegates  may  pre- 
scribe. The  members  shall  vote  thereon  by 
mail.  The  polls  shall  be  closed  at  the  expira- 
tion of  fifteen  days  after  the  mailing  of  the 
question;  and  if  the  members  voting  shall 
comprise  a majority  of  all  the  active  members 
of  the  Society,  a majority  of  such  vote  shall 
determine  the  question  and  be  binding  on  the 
Society  and  the  House  of  Delegates.  When 
the  House  of  Delegates  is  not  in  session  the 
Council  may  in  a similar  manner  order  such  a 
referendum. 


BYLAWS 


CHAPTER  I— 

Section  1.  The  active  and  junior  members 
shall  be  all  active  and  junior  members  in 
good  standing  of  the  component  county  medical 
societies  and  the  American  Medical  Association. 

A copy  of  the  roster  of  such  members,  certified 
to  be  correct  by  the  secretary  of  [such]  county 
society,  shall  be  evidence  of  the  right  of  the  mem- 
bers whose  names  appear  therein  to  member- 
ship in  this  Society.  [No]  member  who  has 
been  dropped  from  the  roll  of  a component 
county  society  by  reason  of  failure  to  pay  dues 
shall  be  accepted  by  another  county  society 
except  by  regular  transfer  after  reinstatement 
in  the  original  county  society. 

Section  3.  [Any]  member  expelled  from 
his  component  county  society  or  the  American 
Medical  Association  or  . . . 

Section  4.  A member  of  one  county  society 
shall  not  be  permitted  to  transfer  to  membership 
in  another  county  society  until  he  has  established 
a legal  residence  or  principal  office  in  the  county 
to  which  he  desires  transfer,  except  as  provided 
in  Chapter  XIV,  Section  1,  of  the  Bylaws. 
The  question  of  legal  residence  or  principal 
office  shall  be  verified  by  the  [board  of  censors 
of  the]  county  medical  society  to  which  the 
member  desires  transfer. 


Section  5.  [Any]  member  convicted  in  a 
court  of  law  of  a crime  evincing  . . . 

Section  6.  [Any  doctor  of  medicine  reach- 
ing the  age  of  seventy  years  who  is  a member 
in  good  standing  of  the  Medical  Society  of  the 
State  of  New  York  or  any  member  who  is 
permanently  disabled  may  ipso  facto  have  the 
privilege  of  applying]  for  life  membership. 
[All]  such  applications  shall  be  signed  by  the 
president  and  the  secretary  of  the  county  so- 
ciety of  which  the  applicant  is  a member  and 
sent  to  the  secretary  of  this  Society  for  presenta- 
tion to  the  House  of  Delegates.  An  active 


MEMBERSHIP 

Section  1.  The  active  and  junior  members 
shall  be  all  active  and  junior  members  in  good 
standing  of  the  component  county  medical 
societies  and  the  American  Medical  Associa- 
tion. A copy  of  the  roster  of  such  members, 
certified  to  be  correct  by  the  respective  sec- 
retary of  each  county  society,  shall  be  evidence 
of  the  right  of  the  members  whose  names 
appear  therein  to  membership  in  this  Society. 
A member  who  has  been  dropped  from  the 
roll  of  a component  county  society  by  reason  of 
failure  to  pay  dues  shall  not  be  accepted  by 
another  county  society  except  by  regular 
transfer  after  reinstatement  in  the  original 
county  society. 

Section  3.  A member  expelled  from  his 
component  county  society  or  the  American 
Medical  Association  or  . . . 

Section  4.  A member  of  one  county 
society  shall  not  be  permitted  to  transfer  to 
membership  in  another  county  society  until  he 
has  paid  the  current  annual  dues  and  assess- 
ments to  the  former  county  society  and  he  has 
established  a legal  residence  or  principal  office 
in  the  county  to  which  he  desires  transfer, 
except  as  provided  in  Chapter  XIV,  Section  1, 
of  the  Bylaws.  The  question  of  legal  residence 
or  principal  office  shall  be  verified  by  the  county 
medical  society  to  which  the  member  desires 
transfer. 

Section  5.  A member  convicted  in  a court 
of  law  of  a crime  evincing  . . . 

Section  6.  An  active  member  in  good  standing, 
on  reaching  the  age  of  seventy  years,  or  who  is  per- 
manently disabled,  may  apply  for  life  member- 
ship. Such  applications  shall  be  signed  by  the 
president  and  the  secretary  of  the  county 
society  of  which  the  applicant  is  a member  and 
sent  to  the  secretary  of  this  Society  for  presen- 
tation to  the  House  of  Delegates.  An  active 
member  desiring  to  become  a life  member  shall 
apply  for  such  membership  to  the  component 
county  society  of  which  he  is  a member.  Such 
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member  desiring  to  become  a life  member  shall 
apply  for  such  membership  to  the  component 
county  society  of  which  he  is  a member.  Such 
[applications]  shall  be  governed  by  the  con- 
stitution and  bylaws  of  the  component  county 
society  relative  to  active  membership.  Life 
members  shall  not  be  subject  to  dues  or  assess- 
ments but  shall  be  accorded  all  the  rights  and 
privileges  of  active  membership. 

Section  7.  {third  paragraph)  A junior 
member  [will]  automatically  become  an  active 
member  . . . 

Section  8.  The  honorary  members  of  this 
Society  shall  be  all  persons  now  on  the  roster  as 
such  and  in  addition  such  distinguished  phy- 
sicians residing  outside  of  the  State  of  New  York 
as  may  hereafter  be  elected.  [All  ] nominations 
for  honorary  membership  [must]  be  endorsed 
by  three  members  of  the  Society  and  forwarded 
to  the  secretary  for  presentation  to  the  House 
of  Delegates,  [which  by  ] a two- thirds  vote  of  the 
House  of  Delegates  present  and  voting  shall 
be  [declared  elected  honorary  members  of  this 
Society.]  Honorary  members  shall  be  entitled 
[only  ] to  the  privilege  of  attending  and  address- 
ing the  meetings  of  the  Society. 


application  shall  be  governed  by  the  constitu- 
tion and  bylaws  of  the  component  county 
society  relative  to  active  membership.  Life 
members  shall  not  be  subject  to  dues  or  assess- 
ments but  shall  be  accorded  all  the  rights  and 
privileges  of  active  membership. 


Section  7.  {third  paragraph)  A junior 
member  shall  automatically  become  an  active 
member.  . . 

Section  8.  The  honorary  members  of  this 
Society  shall  be  all  persons  now  on  the 
roster  as  such  and  in  addition  such  distin- 
guished physicians  residing  outside  of  the  State 
of  New  York  as  may  hereafter  be  elected. 
Nominations  for  honorary  membership  shall  be 
endorsed  by  three  members  of  the  Society  and 
forwarded  to  the  secretary  for  presentation  to 
the  House  of  Delegates.  A two-thirds  vote  of 
the  House  of  Delegates  present  and  voting  shall 
be  necessary  for  election  to  honorary  membership. 
Honorary  members  shall  be  entitled  to  the 
privilege  of  attending  and  addressing  the  meet- 
ings of  the  Society. 


CHAPTER  II— HOUSE  OF  DELEGATES 


Section  1.  The  House  of  Delegates  shall 
be  composed  of:  [(a)  ] delegates  elected  by  the 

component  county  medical  societies;  [(b)] 
officers  of  the  Society,  councillors,  and  trustees; 

[ (c)  ] an  elected  delegate  from  each  district 
branch;  [(d)  ] a delegate  from  each  of  the  sci- 
entific sections  to  be  elected  by  each  such  sec- 
tion; [(e)  ] the  Commissioner  of  Health  of  the 
State  of  New  York  or  a deputy  designated  by 
him,  provided  that  any  representative  shall  be  a 
member  of  the  Medical  Society  of  the  State 
of  New  York.  Past- presidents  of  the  Society 
shall  be  members  for  life  of  the  House  of  Dele- 
gates [with  all  the  privileges  of  elected  dele- 
gates. ] Should  the  delegate  of  a district  branch 
be  unable  to  serve  as  a district  delegate,  its 
vice-president  [shall  ] so  serve;  and  in  case  the 
vice-president  is  unable  to  serve,  the  president 
of  the  district  branch  [shall]  designate  a dele- 
gate. Should  the  [elected]  delegate  of  a sci- 
entific section  be  unable  to  serve,  the  chairman 
of  the  section  [shall]  designate  a substitute. 
In  case  either  the  delegate  of  a district  branch 
or  the  delegate  of  a scientific  section  is  to  be  re- 
placed, the  president  of  the  district  branch  or 
the  chairman  of  the  section,  as  the  case  may 
be,  shall  notify  the  secretary  of  the  State 
Medical  Society,  in  writing.  Each  component 
county  society  shall  be  entitled  to  [elect] 
delegates  by  one  of  the  two  following  optional 
methods: 

(a)  Each  component  county  society  shall  be 
entitled  to  [elect]  as  many  delegates  as  there 
shall  be  State  assembly  districts  in  such  county 
at  the  time  of  election,  but  each  county  medical 
society  shall  be  entitled  to  elect  at  least  [one] 
delegate; 

(b)  Any  component  county  medical  society, 
which  according  to  the  rolls  of  the  State  Society 


Section  1.  The  House  of  Delegates  shall 
be  composed  of:  {A)  duly  designated  delegates 

from  the  component  county  medical  societies; 
{B)  officers  of  the  Society,  councillors,  and 
trustees;  (C)  a duly  designated  delegate  from 
each  district  branch;  {D)  a delegate  from  each 
of  the  scientific  sections  to  be  elected  by  each 
such  section;  {E)  the  Commissioner  of  Health 
of  the  State  of  the  New  York  or  a deputy  desig- 
nated by  him,  provided  that  any  representative 
shall  be  a member  of  the  Medical  Society  of  the 
State  of  New  York.  Past- presidents  of  the 
Society  shall  be  members  for  life  of  the  House  of 
Delegates.  Should  the  delegate  of  a district 
branch  be  unable  to  serve  as  a district  delegate,  | 
its  vice-president  may  so  serve;  and  in  case  the 
vice-president  is  unable  to  serve,  the  president  of 
the  district  branch  may  designate  a substitute 
delegate.  Should  the  delegate  of  a scientific 
section  be  unable  to  serve,  the  chairman  of  the  j 
section  may  designate  a substitute  delegate. 

In  case  either  the  delegate  of  a district  branch  j 
or  the  delegate  of  a scientific  section  is  to  be  re- 
placed, the  president  of  the  district  branch  or  [ 
the  chairman  of  the  section,  as  the  case  may  be, 
shall  notify  the  secretary  of  the  State  Medical 
Society,  in  writing.  Each  component  county 
society  shall  be  entitled  to  select  delegates  by 
one  of  the  two  following  optional  methods: 


(a)  Each  component  county  society  shall  be 
entitled  to  as  many  delegates  as  there  shall  be 
State  assembly  districts  in  such  county  at  the 
time  of  election,  but  each  county  medical  society 
shall  be  entitled  to  elect  at  least  1 delegate; 

(b)  Any  component  county  medical  society, 
which  according  to  the  rolls  of  the  State  Society 
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on  April  1 of  the  previous  calendar  year  shall 
have  had  up  to  99  members,  shall  be  entitled 
to  [elect  one  ] delegate.  Any  component  county 
medical  society  having  100  to  199  members 
shall  be  entitled  to  [elect  two]  delegates.  Any 
component  county  medical  society  [with  ] 
200  to  349  members  shall  be  entitled  to  [elect 
three  ] delegates.  Any  component  county  medi- 
cal society  [with]  350  to  499  members  shall  be 
entitled  to  [elect  four]  delegates.  Any  com- 
ponent county  medical  society  [with]  500  to  749 
members  shall  be  entitled  to  [elect  five]  dele- 
gates. Any  component  county  medical  society 
[with]  750  to  999  members  shall  be  entitled  to 
[elect  six]  delegates.  Any  component  county 
medical  society  [with]  1,000  or  more  members 
shall  be  entitled  to  [elect]  at  least  [seven] 
delegates  and  [one  ] additional  delegate  for  each 
additional  300  members;  but  no  component 
county  medical  society  shall  [elect]  more  than 
25  delegates. 

Section  2.  A delegate  to  this  Society  shall 
not  be  considered  in  good  standing  or  entitled 
to  vote  in  the  House  of  Delegates  if  the  com- 
ponent county  medical  society  by  which  he  was 
elected  is  in  default  of  the  payment  of  any  dues 
or  assessments  imposed  by  the  House  of  Dele- 
gates, and  said  county  society  has  been  duly 
notified  of  such  default,  or  if  such  component 
county  medical  society  shall  at  the  time  be  under 
sentence  of  suspension  imposed  by  the  House 
of  Delegates,  or  if  such  delegate  is  not  in  good 
standing  in  this  Society,  or  in  the  component 
county  medical  society  to  which  he  belongs. 
The  term  of  a delegate  [elected]  by  a county 
medical  society  shall  begin  at  the  first  annual 
meeting  of  the  House  of  Delegates  subsequent  to 
his  [election]. 

Section  4.  A quorum  shall  consist  of  one 
hundred  [duly  elected  or  constituted]  members 
of  the  House  of  Delegates. 

Section  7.  The  following  shall  be  the  order 
of  business  at  the  sessions  of  the  House  of 
Delegates: 


on  April  1 of  the  previous  calendar  year  shall 
have  had  up  to  99  members,  shall  be  entitled  to 
1 delegate.  Any  component  county  medical 
society  having  100  to  199  members  shall  be  en- 
titled to  2 delegates.  Any  component  county 
medical  society  having  200  to  349  members  shall 
be  entitled  to  3 delegates.  Any  component 
county  medical  society  having  350  to  499  mem- 
bers shall  be  entitled  to  4 delegates.  Any 
component  county  medical  society  having  500 
to  749  members  shall  be  entitled  to  5 delegates. 
Any  component  county  medical  society  having 
750  to  999  members  shall  be  entitled  to  6 
delegates.  Any  component  county  medical 
society  having  1,000  or  more  members  shall  be 
entitled  to  at  least  7 delegates  and  1 additional 
delegate  for  each  additional  300  members; 
but  no  component  county  medical  society  shall 
be  entitled  to  designate  more  than  25  delegates. 

Section  2.  A delegate  to  this  Society  shall 
not  be  considered  in  good  standing  or  entitled  to 
vote  in  the  House  of  Delegates  if  the  component 
county  medical  society  by  which  he  was  elected 
is  in  default  of  the  payment  of  any  dues  or  assess- 
ments imposed  by  the  House  of  Delegates,  and 
said  county  society  has  been  duly  notified  of 
such  default,  or  if  such  component  county 
medical  society  shall  at  the  time  be  under 
sentence  of  suspension  imposed  by  the  House  of 
Delegates,  or  if  such  delegate  is  not  in  good 
standing  in  this  Society,  or  in  the  component 
county  medical  society  to  which  he  belongs. 
The  term  of  a delegate  duly  designated  by  a 
county  medical  society  shall  begin  at  the  first 
annual  meeting  of  the  House  of  Delegates  sub- 
sequent to  his  designation. 

Section  4.  A quorum  shall  consist  of  one 
hundred  members  of  the  House  of  Delegates. 

Section  7.  The  following  shall  be  the  order 
of  business  at  the  sessions  of  the  House  of 
Delegates,  which  may  be  altered  by  the  speaker 
with  the  approval  of  the  House. 


CHAPTER  III— ELECTION  OF  OFFICERS,  COUNCILLORS,  TRUSTEES  AND 

DELEGATES 


Section  1.  The  officers,  councillors,  and 
trustees,  and  one  member-at-large  of  the  Plan- 
ning Committee  of  the  Society,  and  the  dele- 
gates to  the  American  Medical  Association  shall 
be  nominated  and  elected  as  the  first  business 
of  the  last  scheduled  session  of  the  annual  meet- 
ing of  the  House  of  Delegates.  [No  ] member  of 
the  Society  who  is  in  arrears  for  county  dues  or 
State  Society  [per  capita]  assessment  shall  be 
eligible  for  any  office  or  entitled  to  vote  for  any 
officer,  councillor,  trustee,  or  delegate. 

Section  2.  ( third  paragraph)  Four  coun- 

cillors shall  be  elected  annually  for  a term  of 
three  years.  In  the  event  of  a vacancy  a coun- 
cillor shall  be  elected  for  the  unexpired  term. 


Section  1.  The  officers,  councillors,  and 
trustees,  and  one  member-at-large  of  the 
Planning  Committee  of  the  Society,  and  the 
delegates  to  the  American  Medical  Association 
shall  be  nominated  and  elected  as  the  first 
business  of  the  last  scheduled  session  of  the 
annual  meeting  of  the  House  of  Delegates.  A 
member  of  the  Society  who  is  in  arrears  for 
county  dues  or  State  Society  dues  or  assessment 
shall  not  be  eligible  for  any  office  or  entitled  to 
vote  for  any  officer,  councillor,  trustee,  or  dele- 
gate. 

Section  2.  ( third  paragraph)  Four  coun- 

cillors shall  be  elected  annually,  each  for  a term 
of  three  years.  In  the  event  of  a vacancy,  a 
councillor  shall  be  elected  for  the  unexpired 
term. 
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( sixth  paragraph ) No  salaried  employe  of 
the  Medical  Society  of  the  State  of  New  York, 
shall  be  [eligible  for  election  as]  an  officer  of 
the  Society.  For  the  purposes  of  this  article 
honorarium  shall  not  be  considered  [as  ] a 
salary. 

Section  5.  All  elections  for  such  offices 
shall  be  by  ballot,  each  member  depositing  his 
ballot  on  roll  call  individually.  [In  the  event 
of  a single  nominee  only  for  any]  office,  a ma- 
jority vote  without  ballot  shall  elect.  . . . 


(sixth  paragraph ) No  salaried  employe  of 

the  Medical  Society  of  the  State  of  New  York 
shall  be  an  officer  of  the  Society.  For  the 
puposes  of  this  article  an  honorarium  shall  not 
be  considered  a salary. 

Section  5.  All  elections  for  such  offices 
shall  be  by  ballot,  each  member  depositing  his 
ballot  on  roll  call  individually.  Where  there 
is  only  one  candidate  for  an  office,  a majority 
vote  without  ballot  shall  elect. 


CHAPTER  IV— COUNCIL 


Section  7.  The  Council  shall  have  re- 
sponsibility for  all  publications  of  the  Society 
and  their  distribution.  [Any  special  com- 
mittee ] of  the  Society  shall  report  to  the  Council 
and  shall  be  subject  [in  all  ways]  to  the  Council 
unless  otherwise  instructed  by  the  House  of 
Delegates. 

Section  9.  The  duties  of  the  Council  shall 
also  include  the  study  and  supervision  of  the 
following  activities: 

(a)  [All]  scientific  work  presented  at  each 
annual  meeting. 

Section  11.  The  following  shall  be  the 
order  of  business  at  meetings  of  the  Council: 


Section  7.  The  Council  shall  have  re-  ;J 
sponsibility  for  all  publications  of  the  Society  J 
and  their  distribution.  Special  committees  of  H 
the  Society  shall  report  to  the  Council  and  shall  i| 
be  subject  to  the  Council  unless  otherwise  in-  j 
structed  by  the  House  of  Delegates. 

Section  9.  The  duties  of  the  Council  shall  11 
also  include  the  study  and  supervision  of  the  J 
following  activities: 

(a)  Scientific  work  presented  at  each  annual 
meeting. 

Section  11.  The  following  shall  be  the  order  j 
of  business  at  meetings  of  the  Council,  which  I 
may  be  altered  by  the  chairman  with  the  consent  of  I 
the  Council: 


CHAPTER  V— BOARD  OF  TRUSTEES 


Section  1.  [At  the  first  meeting  of]  the 
Board  of  Trustees  immediately  upon  the  close  of 
the  annual  meeting  of  the  House  of  Delegates, 
[it]  shall  organize  under  the  chairmanship  of  a 
senior  member  and  fix  the  time  and  place  of  its 
regular  meetings. 

Section  5.  The  following  shall  be  the  order 
of  business  at  the  meeting  of  the  Board  of 
Trustees: 


Section  1.  The  Board  of  Trustees  shall  meet 
immediately  upon  the  close  of  the  annual  meet- 
ing of  the  House  of  Delegates  and  shall  organize 
under  the  chairmanship  of  a senior  member  and 
fix  the  time  and  place  of  its  regular  meetings.  ...  I 

Section  5.  The  following  shall  be  the  order 
of  business  at  the  meeting  of  the  Board  of 
Trustees,  which  may  be  altered  by  the  chairman 
with  the  approval  of  the  Board: 


CHAPTER  VI— JUDICIAL  COUNCIL 


Section  1.  (second  paragraph)  Immedi- 
ately at  the  close  of  the  annual  meeting  of  the 
Medical  Society  of  the  State  of  New  York,  the 
Judicial  Council  shall  organize  and  elect  [their] 
own  chairman.  . . . 

[In  the  year  1954,  the  president  shall  appoint 
one  member  of  the  Judicial  Council  for  a five- 
year  term,  subject  to  the  approval  of  the 
Council.  ] 

[In  the  year  1954,  the  House  of  Delegates 
shall  elect  four  members  to  the  Judicial  Council: 
one  for  a period  of  four  years;  one  for  a period 
of  three  years;  one  for  a period  of  two  years; 
and  one  for  a period  of  one  year.  Thereafter, 
the  president  shall  appoint  one  member  as 
provided  for.  ] 

Section  2.  The  Judicial  Council  shall  have 
jurisidiction  to  hear  and  determine  all  appeals 
from  decisions  on  discipline  of  component 
county  medicial  societies  or  decisions  of  such 
societies  which  may  involve  the  privileges, 
rights,  or  standing  of  members,  whether  in 
relation  to  one  another  or  to  county  medical 


Section  1.  (second paragraph)  Immediately 
at  the  close  of  the  annual  meeting  of  the  Medical 
Society  of  the  State  of  New  York,  the  Judicial 
Council  shall  organize  and  elect  its  own  chair- 
man. 

(delete  last  two  paragraphs) 


Section  2.  The  Judicial  Council  shall  have 
jurisdiction  to  hear  and  determine  all  appeals 
from  decisions  on  discipline  of  component  county 
medical  societies  or  decisions  of  such  socie- 
ties which  may  involve  the  privileges,  rights,  or 
standing  of  members,  whether  in  relation  to  one 
another  or  to  county  medical  societies  or  to  this 
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societies  or  to  this  Society.  [Any]  member  of 
[any  ] component  medical  society  who  shall 
have  been  disciplined  or  directed  to  suffer  dis- 
cipline in  any  degree  by  any  final  decision  of 
his  county  medical  society  and  who  shall  have 
exhausted  his  right  of  appeal,  if  any,  with  [any 
such]  county  medical  society,  feeling  aggrieved 
by  the  decision  of  such  society,  may  appeal  to 
the  Judicial  Council  of  this  Society  from  the 
decision  of  such  component  medical  society  by 
filing  a notice  of  appeal  with  the  secretary  of 
this  Society  and  with  the  secretary  of  such  com- 
ponent medical  society  within  three  months 
after  such  final  decision  by  such  component 
medical  society. 

Section  3.  [Any  ] applicant  for  membership 
in  a component  county  medical  society  who 
[may  have]  been  excluded  from  membership 
in  such  society,  may  likewise  appeal  from  the 
action  of  said  society  [excluding  him.  ] 

Section  4.  [Any]  notice  of  appeal  shall  set 
forth  in  writing  the  name  of  the  appellant,  the 
name  of  such  component  county  medical  society 
and  the  date  and  substance  of  the  decision 
appealed  from  and  shall  indicate  the  ground  or 
grounds  upon  which  [each  ] appeal  is  taken.  . . . 

Section  5.  Upon  filing  a notice  of  appeal, 
the  appellant  and  the  component  county  medical 
society  shall  submit  to  the  secretary  of  the 
Judicial  Council  all  records,  minutes,  letters, 
papers,  and  all  written  evidence,  including  a 
digest  of  all  testimony  not  stenographically 
; reported  relating  to  the  matter.  All  data  so 
submitted  shall  be  available  only  to  the  [judicial 
j councillors]. 

Section  6.  The  Judicial  Council  shall  con- 
sider the  appeal  on  the  data  so  submitted  to 
it  and  may  affirm,  modify  or  reverse  the  deci- 
sions so  appealed  from,  by  a majority  vote  of 
the  members  present  and  voting.  If,  in  its 
opinion,  the  taking  of  further  evidence  is 
advisable,  the  Judicial  Council  may  summon 
witnesses  and  proceed  to  take  such  evidence 
in  such  manner  as  it  may  deem  proper  and 
render  its  decision  by  a majority  vote  of  those 
present  and  voting,  which  decision  shall  be 
final  and  binding,  [except  that]  a member  [of 
the  American  Medical  Association]  shall  have 
the  right  of  appeal  to  the  Judicial  Council  of 
the  American  Medical  Association. 

Section  7.  The  Judicial  Council  shall  in- 
vestigate all  charges  preferred  (a)  by  a member 
of  a component  county  society  against  [any] 
component  county  medical  society  of  which 
he  is  not  a member; 


Society.  A member  of  a component  medical 
society  who  shall  have  been  disciplined  or  di- 
rected to  suffer  discipline  in  any  degree  by  any 
final  decision  of  his  county  medical  society  and 
who  shall  have  exhausted  his  right  of  appeal,  if 
any,  with  a county  medical  society,  feeling 
aggrieved  by  the  decision  of  such  society,  may 
appeal  to  the  Judicial  Council  of  this  Society 
from  the  decision  of  such  component  medical 
society  by  filing  a notice  of  appeal  with  the 
secretary  of  this  Society  and  with  the  secretary 
of  such  component  medical  society  within  three 
months  after  such  final  decision  by  such  com- 
ponent medical  society. 

Section  3.  An  applicant  for  membership 
in  a component  county  medical  society  who  has 
been  excluded  from  membership  in  such  society 
may  likewise  appeal  from  the  action  of  said 
society. 

Section  4.  A notice  of  appeal  shall  set 
forth  in  writing  the  name  of  the  appellant,  the 
name  of  such  component  county  medical  society 
and  the  date  and  substance  of  the  decision  ap- 
pealed from  and  shall  indicate  the  ground  or 
grounds  upon  which  such  appeal  is  taken.  . . . 

Section  5.  Upon  filing  a notice  of  appeal,  the 
appellant  and  the  component  county  medical 
society  shall  submit  to  the  secretary  of  the 
Judicial  Council  all  records,  minutes,  letters, 
papers,  and  all  written  evidence,  including  a 
digest  of  all  testimony  not  stenographically  re- 
ported relating  to  the  matter.  All  data  so 
submitted  shall  be  available  only  to  the  Judicial 
Council. 

Section  6.  The  Judicial  Council  shall  con- 
sider the  appeal  on  the  data  so  submitted  to  it 
and  may  affirm,  modify  or  reverse  the  decisions 
so  appealed  from,  by  a majority  vote  of  the 
members  present  and  voting.  If,  in  its  opinion, 
the  taking  of  further  evidence  is  advisable,  the 
Judicial  Council  may  summon  witnesses  and 
proceed  to  take  such  evidence  in  such  manner 
as  it  may  deem  proper  and  render  its  decision 
by  a majority  vote  of  those  present  and  voting, 
which  decision  shall  be  final  and  binding.  A 
member  shall  have  the  right  of  appeal  to  the 
Judicial  Council  of  the  American  Medical 
Association. 

Section  7.  The  Judicial  Council  shall  in- 
vestigate all  charges  preferred  (a)  by  a member 
of  a component  county  society  against  a com- 
ponent county  medical  society  of  which  he  is 
not  a member; 


CHAPTER  VII— DUTIES  OF  OFFICERS 


Section  1.  The  president  shall  preside  at 
all  meetings  of  the  Society  and  [of]  the  Council. 
He  shall  be  ex  officio  member  of  all  committees. 
He  shall  appoint  all  committees  not  otherwise 
provided  for,  [subject  to]  the  approval  of 
the  Council.  Within  three  months  after 
assuming  the  office  of  president,  he  shall 
appoint  a nominating  committee,  [and  it 
shall]  be  published.  He  shall  assign  the 
special  branches  of  work  for  which  the  members 
I' 


Section  1.  The  president  shall  preside  at  all 
meetings  of  the  Society  and  the  Council.  He 
shall  be  an  ex  officio  member  of  all  committees. 
He  shall  appoint  all  committees  of  the  Council  with 
the  approval  of  the  Council.  He  shall  appoint  all 
committees  not  otherwise  provided  for,  with 
the  approval  of  the  Council.  Within  three 
months  after  assuming  the  office  of  president, 
he  shall  appoint  a nominating  committee, 
whose  names  he  shall  cause  to  be  published.  He 
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of  the  Council  shall  be  responsible,  [subject  to] 
the  approval  of  the  Council.  [He  shall  also 
appoint  all  members  of  committees  of  this 
Council,  subject  to  the  approval  of  the  Coun- 
cil. ] [The  president]  shall  deliver  an  address 
at  the  annual  meeting  of  the  Society.  He  shall 
perform  such  other  duties  as  the  House  of 
Delegates  or  the  Council  shall  require.  He 
shall  attend  all  meetings  of  the  House  of  Dele- 
gates of  the  American  Medical  Association. 

Section  2.  The  president-elect  shall  [be- 
come president]  at  the  [termination]  of  his 
[office  ] as  president-elect.  [The  president- 
elect] shall  perform  the  duties  of  the  president 
in  the  absence  [of  the  president].  He  shall 
perform  such  other  duties  as  may  be  requested 
by  the  president.  In  the  event  of  the  presi- 
dent’s death,  resignation,  removal,  incapacity, 
or  refusal  to  act,  the  president-elect  shall  suc- 
ceed him  and  shall  serve  for  the  remainder  of 
the  [term  of  his  immediate  predecessor].  If 
the  time  so  served  is  less  than  six  months,  he 
shall  [also  serve  as  president]  until  the  second 
annual  [session]  following  his  original  election 
as  president-elect.  If  the  president-elect  suc- 
ceeds to  the  presidency  six  months  or  more  before 
the  following  [normal  session],  the  House  of 
Delegates  [at  that  following  annual  session] 
shall  [select  ] another  eligible  [person  to  serve  as] 
president  until  the  next  annual  [session].  If 
the  [president-elect  dies,  resigns,  is  removed, 
or  is  unable  or  refuses  to  act,  or  if  he  succeeds 
to  the  presidency,  the  ] office  of  president- 
elect [shall  remain  vacant,  and  at  the  next 
annual  session  the  House  of  Delegates  shall 
elect  an  eligible  person  to  serve  as  president 
until  the  next  annual  session.  ] The  president- 
elect shall  attend  all  meetings  of  the  House  of 
Delegates  of  the  American  Medical  Association. 

Section  4.  The  speaker  shall  preside  at 
all  meetings  of  the  House  of  Delegates.  He 
shall  appoint  all  [parliamentary]  committees 
to  serve  during  the  meeting  of  the  House  of 
Delegates  at  least  thirty  days  in  advance  of 
the  meeting.  . . . 

Section  5.  The  vice-speaker  shall  perform 
the  duties  of  the  speaker  when  requested  by 
the  speaker  [to  do  so,  or  ] in  case  of  the  absence, 
death,  resignation  or  refusal  [of  the  speaker]  to 
act. 

Section  7.  ( page  28,  line  4)  . . . He  shall 

conduct  the  official  correspondence,  notifying 
members  of  meetings  [;  ] officers,  councillors, 
trustees,  and  board  members  of  their  election, 
and  committees  of  their  appointments  and 
duties. 

(next  to  last  sentence ) He  shall  be  ex  officio 
[a  ] member  of  all  boards  and  committees  with- 
out vote. 

Section  8.  The  assistant  secretary  may 
countersign  checks  drawn  by  the  treasurer 
on  funds  of  the  Society [,  he]  shall  aid  the 
secretary  in  the  work  of  his  office,  and,  in 
the  absence  or  disability  of  the  latter,  [he] 
shall  perform  the  duties  of  the  office  [until 
the  secretary  resumes  the  work,  or  in  case  of 
a vacancy,]  until  a successor  [shall  be]  elected. 

Section  10.  The  assistant  treasurer  shall 


shall  assign  the  special  branches  of  work  for 
which  the  members  of  the  Council  shall  be  re- 
sponsible, with  the  approval  of  the  Council. 
He  shall  deliver  an  address  at  the  annual  meet- 
ing of  the  Society.  He  shall  perform  such  other 
duties  as  the  House  of  Delegates  or  the  Council 
shall  require.  He  shall  attend  all  meetings  of 
the  House  of  Delegates  of  the  American  Medical 
Association. 

Section  2.  The  president-elect  shall  succeed 
to  the  presidency  at  the  end  of  his  term  as  presi- 
dent-elect. He  shall  perform  the  duties  of  the 
president  in  the  latter's  absence.  He  shall  per- 
form such  other  duties  as  may  be  requested 
by  the  president.  In  the  event  of  the  president’s 
death,  resignation,  removal,  incapacity,  or  re- 
fusal to  act,  the  president-elect  shall  succeed 
him  and  shall  serve  for  the  remainder  of  the 
unexpired  term.  If  the  time  so  served  is  less 
than  six  months,  he  shall  continue  in  office  until 
the  second  annual  meeting  following  his  original 
election  as  president-elect.  If  the  president- 
elect succeeds  to  the  presidency  six  months  or 
more  before  the  following  annual  meeting,  the 
House  of  Delegates  shall  at  that  meeting  elect 
another  eligible  member  to  be  president  until  the 
next  annual  meeting.  If  the  office  of  president- 
elect becomes  vacant,  it  shall  remain  so  until  the 
next  annual  meeting  of  the  House  of  Delegates,  at 
which  an  eligible  member  shall  be  elected  to  become 
president  until  the  following  annual  meeting.  The 
president-elect  shall  attend  all  meetings  of  the 
House  of  Delegates  of  the  American  Medical 
Association. 


Section  4.  The  speaker  shall  preside  at  all 
meetings  of  the  House  of  Delegates.  He  shall 
appoint  all  committees  to  serve  during  the  meet- 
ing of  the  House  of  Delegates  at  least  thirty  days 
in  advance  of  the  meeting.  . . . 

Section  5.  The  vice-speaker  shall  perform 
the  duties  of  the  speaker  when  so  requested  by 
the  speaker.  In  case  of  the  speaker's  death, 
resignation,  or  refusal  to  act,  the  vice-speaker  shall 
become  speaker. 

Section  7.  (page  28,  line  4).  . . He  shall 
conduct  the  official  correspondence,  notifying 
members  of  meetings,  officers,  councillors, 
trustees,  and  board  members  of  their  election, 
and  committees  of  their  appointments  and  du- 
ties. 

(next  to  last  sentence ) He  shall  be  an  ex 
officio  member  of  all  boards  and  committees 
with  voice  but  without  vote. 

Section  8.  The  assistant  secretary  may 
countersign  checks  drawn  by  the  treasurer  on 
funds  of  the  Society.  He  shall  aid  the  secretary 
in  the  work  of  his  office,  and,  in  the  absence  or 
disability  of  the  latter,  shall  perform  the  duties 
of  the  office.  If  the  office  of  secretary  shall  be- 
come vacant,  he  shall  become  secretary  until  a suc- 
cessor is  elected. 

Section  10.  The  assistant  treasurer  shall 
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aid  the  treasurer  in  the  work  of  his  office,  and 
in  the  absence  or  disability  of  the  latter,  [he] 
shall  perform  the  duties  of  the  office,  [until  the 
treasurer  resumes  the  work,  or  in  case  of  a 
vacancy]  until  a successor  [shall  be]  elected. 
He  shall,  at  the  expense  of  the  Society,  give  a 
bond  for  the  faithful  performance  of  his  duties, 
which  shall  be  approved  by  the  Board  of 
Trustees  as  to  the  amount,  form,  and  surety. 
[He  shall  be  entitled  to  all  the  rights  and 
privileges  of  the  office  while  acting  as  treasurer.  ] 


aid  the  treasurer  in  the  work  of  his  office,  and  in 
the  absence  or  disability  of  the  latter,  shall 
perform  the  duties  of  the  office.  If  the  office  of 
treasurer  shall  become  vacant,  he  shall  become 
treasurer  until  a successor  is  elected.  He  shall, 
at  the  expense  of  the  Society,  give  a bond  for  the 
faithful  performance  of  his  duties,  which  shall 
be  approved  by  the  Board  of  Trustees  as  to  the 
amount,  form,  and  surety. 


CHAPTER  IX— EXPENSES 


Section  1.  ( page  33,  next  to  last  sentence ) 
This  time  may  be  extended  for  any  cause  by 
the  Board  of  Trustees  [and  such  extension 
shall  not  exceed  ninety  days]. 


Section  1.  ( page  33,  next  to  last  sentence ) 

This  time  may  be  extended  for  any  cause  by  the 
Board  of  Trustees. 


CHAPTER  X— REFERENCE  COMMITTEES 


Section  1.  ( last  sentence)  Such  committees 
shall  consist  of  five  members,  three  members 
constituting  a quorum,  and  shall  serve  during 
the  meeting  for  which  they  are  appointed. 


Section  1.  ( last  sentence ) Such  committees 

shall  each  consist  of  five  members,  three  mem- 
bers constituting  a quorum,  and  shall  serve 
during  the  meeting  for  which  they  are  appointed. 


CHAPTER  XI— SPECIAL  COMMITTEES 


Section  2.  A special  committee,  to  be 
known  as  the  Malpractice  Insurance  and 
Defense  Board,  [consisting  of  seven  members, 
including  a chairman,]  shall  be  appointed  by 
the  president  with  the  approval  of  the  Council  [, 
each  for  a term  of  five  years,  annually  at  ex- 
piration of  term  of  office  of  a member.  Vacan- 
cies for  any  other  cause  shall  be  filled  for  the 
unexpired  term  by  appointment  by  the  pres- 
ident with  the  approval  of  the  Council.  ] The 
secretary,  treasurer,  legal  counsel,  and  in- 
demnity representative  shall  be  ex  officio 
members  of  the  committee  with  voice  but 
without  vote.  It  shall  be  the  duty  of  the 
committee  to  study  and  supervise,  on  behalf 
of  the  Society,  all  matters  having  to  do  with 
malpractice  insurance  and  defense. 

Section  4.  The  Nominating  Committee 
shall  [comprise  eleven  members,  one  member 
to  be  chosen  from  each  district  branch  and 
two  additional  members  at  large  to  be  nomi- 
nated to  this  committee]  by  the  president,  in 
conformity  with  Chapter  VII,  Section  1,  of 
these  Bylaws.  It  will  be  the  duty  of  this  com- 
mittee to  propose  and  nominate  members  of  the 
Society  for  all  vacancies  to  be  filled  at  the  annual 
meeting  of  the  House  of  Delegates  [succeeding 
their  appointment].  These  recommendations 
shall  be  made  to  the  House  of  Delegates  in  the 
same  manner  as  prescribed  in  Chapter  X,  Sec- 
tion 2,  of  the  Bylaws. 


Section  2.  A special  committee,  to  be  known 
as  the  Malpractice  Insurance  and  Defense 
Board,  shall  be  appointed  by  the  president  with 
the  approval  of  the  Council.  It  shall  consist  of 
seven  members  including  a chairman,  each  ap- 
pointed for  a five-year  term.  A vacancy  created 
by  expiration  of  a term  shall  be  filled  by  the  presi- 
dent, with  the  approval  of  the  Council,  by  appoint- 
ment of  a member  for  five  years.  Other  vacancies 
shall  be  filled  for  the  unexpired  term  in  similar 
manner.  The  secretary,  treasurer,  legal  counsel, 
and  indemnity  representative  shall  be  ex 
officio  members  of  the  committee  with  voice  but 
without  vote.  It  shall  be  the  duty  of  the  com- 
mittee to  study  and  supervise,  on  behalf  of  the 
Society,  all  matters  having  to  do  with  malprac- 
tice insurance  and  defense. 

Section  4.  The  Nominating  Committee 
shall  be  appointed  by  the  president  in  confor- 
mity with  Chapter  VII,  Section  1.  It  shall  con- 
sist of  eleven  members,  one  from  each  district  branch 
and  two  members  at  large.  It  will  be  the  duty  of 
this  committee  to  propose  and  nominate  mem- 
bers of  the  Society  for  all  vacancies  to  be  filled 
at  the  ensuing  annual  meeting  of  the  House  of 
Delegates.  These  recommendations  shall  be 
made  to  the  House  of  Delegates  in  the  same  man- 
ner as  prescribed  in  Chapter  X,  Section  2,  of  the 
Bylaws. 


CHAPTER  XIII— DISTRICT  BRANCHES 


Section  2.  Each  district  branch  shall  elect 
such  officers  as  are  provided  for  in  its  bylaws 
[who  ] shall  attend  the  business  meetings  of  the 
branch. 


Section  2.  Each  district  branch  shall  elect 
such  other  officers  as  are  provided  for  in  its 
bylaws.  They  shall  attend  the  business  meet- 
ings of  the  branch. 


CHAPTER  XIV— COMPONENT 

Section  1.  Eligibility  for  membership  in 
county  medical  [societies]  shall  be  determined 
by  [the  boards  of  censors  or  comitiae  minorae 
of  the  county  medical  societies].  Except  by 


COUNTY  MEDICAL  SOCIETIES 

Section  1.  Eligibility  for  membership  in  a 
county  medical  society  shall  be  determined  by 
that  society.  Except  by  approval  of  the  Council 
of  the  Medical  Society  of  the  State  of  New 
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approval  of  the  Council  of  the  Medical  Society 
of  the  State  of  New  York,  no  physician  shall 
be  an  active  or  junior  member  in  a county 
medical  society  other  than  that  of  the  county 
in  which  he  maintains  legal  residence  or  has 
his  principal  office. 

Section  2.  {first  paragraph , last  sentence ) 
No  member,  however,  shall  be  an  active  or 
junior  member  of  more  than  one  component 
county  society,  nor  shall  any  component 
county  society  accept  [a  physician  residing  in 
another  county]  in  any  other  way  than  in 
accordance  with  the  law  governing  transfers. 

{third  paragraph,  first  sentence ) When  [any] 
member  in  good  standing,  other  than  a life  or 
honorary  member.  . . 

{fifth  paragraph)  The  dues  of  [any]  active 
or  junior  member  of  the  Medical  Society  of  the 
State  of  New  York  may  be  remitted  for  the 
current  year  on  account  of  illness,  financial 
hardship,  or  temporary  service  in  the  armed 
forces  or  in  the  United  States  Public  Health 
Service,  when  the  request  is  made  by  the  mem- 
ber’s component  county  medical  society. 

Section  4.  {second  paragraph)  He  shall 
forward  said  roster  and  information  together 
with  the  names  and  places  of  residence  of  each 
of  the  officers  of  said  society  and  the  names 
and  residence  of  each  delegate  to  the  House  of 
Delegates  of  said  society  to  the  secretary  of 
this  Society  ninety  days  before  the  date  of 
its  annual  meeting. 

Section  6.  Each  component  county  medi- 
cal society  shall  adopt  a constitution  and  by- 
laws for  the  regulation  of  its  affairs  and  may 
amend  the  same  provided  they  shall  be  first 
approved  by  the  Council  before  becoming 
effective.  The  constitution  and  bylaws  of  com- 
ponent county  societies  [must  ] not  be  in 
conflict  with  the  Constitution  and  Bylaws  of 
this  Society. 


York,  no  physician  shall  be  an  active  or  junior 
member  in  a county  medical  society  other  than 
that  of  the  county  in  which  he  maintains  legal 
residence  or  has  his  principal  office. 


Section  2.  {first  paragraph,  last  sentence) 
No  member,  however,  shall  be  an  active  or  jun- 
ior member  of  more  than  one  component  county 
society,  nor  shall  any  component  county  society 
accept  as  a member  a physician  who  does  not  have 
a residence  or  principal  office  in  that  county  in  any 
other  way  than  in  accordance  with  the  law 
governing  transfers. 

{third  paragraph,  first  sentence)  When  a 
member  in  good  standing,  other  than  a life  or 
honorary  member.  . . 

{fifth  paragraph)  The  dues  of  an  active  or 
junior  member  of  the  Medical  Society  of  the 
State  of  New  York  may  be  remitted  for  the 
current  year  by  action  of  the  Council  on  account 
of  illness,  financial  hardship,  or  temporary 
service  in  the  armed  forces  or  in  the  United 
States  Public  Health  Service,  when  the  re- 
quest is  made  by  the  member’s  component 
county  medical  society. 

Section  4.  {second  paragraph)  He  shall 
forward  said  roster  and  information  together 
with  the  names  and  places  of  residence  of  each 
of  the  officers  of  said  society  and  the  names  and 
residence  of  each  delegate  to  the  House  of  Dele- 
gates of  said  society  to  the  secretary  of  this  So- 
ciety at  least  ninety  days  before  the  date  of  its 
annual  meeting. 

Section  6.  Each  component  county  medi- 
cal society  shall  adopt  a constitution  and  by- 
laws for  the  regulation  of  its  affairs  and  may 
amend  the  same  provided  they  shall  be  first  ap- 
proved by  the  Council  before  becoming  effec- 
tive. The  constitution  and  bylaws  of  compo- 
nent county  societies  shall  not  be  in  conflict  with 
the  Constitution  and  Bylaws  of  this  Society. 


CHAPTER  XV— MISCELLANEOUS 


Section  3.  [Any]  distinguished  physician  of 
a foreign  country  or  a physician  not  a resident 
of  this  State, 

Section  5.  [Written  charges  may  be  pre- 
ferred against  any  officers,  councillors,  trustees, 
and  members  of  boards  and  special  committees 
of  the  Society,  for  malfeasance  or  nonfeasance 
in  office,  by  any  member  and]  transmitted  to 
the  president.  The  president  shall  order 
a trial  [upon]  said  charges  by  the  Council,  or  a 
committee  thereof  [,  and  in  the  event  of  such 
trial  the]  accused  shall  be  given  at  least  ten 
days’  notice  of  such  [charges  and]  have  full 
opportunity  to  defend  [the  same],  but  no  such 
officer  or  member  of  a committee  shall  be 
removed  or  otherwise  disciplined  except  by  a 
two-thirds  vote  of  the  Council.  In  case  any 
such  officer,  or  trustee  or  member  of  a 
board  or  committee  shall  be  removed,  he 
may  appeal  from  the  decision  of  the  said 
Council  to  the  House  of  Delegates;  but,  pend- 
ing the  determination  of  such  appeal,  he  shall 
not  exercise  the  functions  of  his  office. 


Section  3.  A distinguished  physician  of  a 
foreign  country  or  a physician  not  a resident  of 
this  State,  . . . 

Section  5.  Charges  by  a member  of  malfea- 
sance or  nonfeasance  preferred  against  an  officer, 
councillor,  trustee,  or  member  of  a board  or  special 
committee  of  the  Society  shall  be  transmitted  to  the 
president  in  writing.  The  president  shall  order  a 
trial  on  said  charges  by  the  Council,  or  a com- 
mittee thereof.  The  accused  shall  be  given  at 
least  ten  days  notice  of  such  trial  and  of  the 
charges  against  him  and  shall  have  full  op- 
portunity to  defend  himself,  but  no  such  officer 
or  member  of  a committee  shall  be  removed  or 
otherwise  disciplined  except  by  a two-thirds 
vote  of  the  Council.  In  case  any  such  officer, 
or  trustee,  or  member  of  a board  or  committee 
shall  be  removed,  he  may  appeal  from  the  de- 
cision of  the  said  Council  to  the  House  of  Dele- 
gates; but,  pending  the  determination  of  such 
appeal,  he  shall  not  exercise  the  functions  of  his 
office. 
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CHAPTER  XVII — AMENDMENTS 


Section  1.  Amendments  to  these  Bylaws 
or  to  the  Principles  of  Professional  Conduct, 
except  such  as  are  obligatory  by  law,  shall  be 
made  at  an  annual  meeting  of  the  House  of 
Delegates.  . . 


Section  1.  Amendments  to  these  Bylaws  or 
to  the  Principles  of  Professional  Conduct,  ex- 
cept such  as  are  obligatory  by  law,  shall  be  made 
only  at  an  annual  meeting  of  the  House  of  Dele- 
gates. . . 


The  following  chapters,  as  contained  in  Dr.  Wolff’s  report,  were  referred  to  the  Planning 
Committee  for  Medical  Policies. 

CHAPTER  I— MEMBERSHIP 


Section  2 (b).  [Any]  member,  except  a 
member  who  is  eligible  and  has  applied  for  life 
membership,  whose  dues  and  assessments  are 
unpaid  after  March  1st  of  any  current  year  is 
not  in  good  standing  and  shall  be  deemed  to  be 
in  arrears.  He  has  lost  his  right  to  malpractice 
defense  by  counsel  of  the  Medical  Society  of  the 
State  of  New  York  for  any  acts  upon  which  suit 
may  be  predicated  during  the  period  of  his 
arrearage.  This  last  is  not  recoverable,  even 
when  he  becomes  reinstated.  Immediately 
upon  payment  of  dues  during  the  current  year, 
his  right  to  malpractice  defense  by  counsel  of 
the  Medical  Society  of  the  State  of  New  York 
shall  be  restored  from  that  date. 


Section  2 (b).  A member,  except  a member 
who  is  eligible  and  has  applied  for  life  member- 
ship, whose  dues  and  assessments  are  unpaid 
after  March  1st  of  any  current  year  is  not  in 
good  standing  and  shall  be  deemed  to  be  in 
arrears.  He  has  lost  his  right  to  malpractice 
defense  by  counsel  of  the  Medical  Society  of  the 
State  of  New  York  for  any  acts  upon  which  suit 
may  be  predicated  during  the  period  of  his  ar- 
rearage. This  last  is  not  recoverable,  even 
when  he  becomes  reinstated.  Immediately 
upon  payment  of  dues  during  the  current  year, 
his  right  to  malpractice  defense  by  counsel  of  the 
Medical  Society  of  the  State  of  New  York  shall 
be  restored  from  that  date. 


The  committee  felt  that  the  present  language  in  this  section  is  too  ambiguous , and  referred  it  to  the  Plan- 
ning Committee  for  clarification. 


CHAPTER  VII— DUTIES  OF  OFFICERS 


Section  7.  The  secretary  or  assistant  sec- 
retary shall  countersign  all  checks  issued  by 
the  treasurer  on  funds  of  the  Society.  The 
secretary  shall  be  the  custodian  of  the  seal 
of  the  Society,  and  of  all  books  of  records 
and  papers  belonging  to  the  Society,  except  such 
as  properly  belong  to  the  treasurer,  and  shall 
keep  an  account  of  and  promptly  turn  over  to 
the  treasurer  all  funds  of  the  Society  which 
come  into  his  hands.  He  shall  provide  for  the 
registration  of  the  members  at  all  sessions  of  the 
Society.  With  the  aid  and  cooperation  of  the 
secretaries  of  the  county  societies,  he  shall  keep 
a proper  register  of  all  the  registered  physicians 
of  the  State  by  counties.  He  shall  aid  the 
officers  of  the  district  branches  in  the  organiza- 
tion and  improvement  of  the  county  societies  and 
the  extension  of  the  power  and  influence  of  the 
Society.  He  shall  conduct  the  official  corre- 
spondence, notifying  members  of  meetings[;] 
officers,  councillors,  trustees  and  board  mem- 
bers of  their  election,  and  committees  of  their 
appointments  and  duties.  He  shall  affix  the 
seal  of  the  Society  to  all  credentials  issued  to 
members  of  the  Society  elected  by  the  House  of 
Delegates  and  to  such  other  papers  and  docu- 
ments as  may  require  the  same.  He  shall  make 
an  annual  report  to  the  House  of  Delegates. 
Acting  in  cooperation  with  the  Council,  he  shall 
prepare  and  issue  all  programs.  He  shall  be  a 
member  of  the  Council.  He  shall  be  ex  officio 
[a  ] member  of  all  boards  and  committees  with- 
out vote.  He  shall  record  the  name  and  date 
of  admission  of  each  member  of  the  Society. 


Section  7.  The  secretary  or  assistant  secre- 
tary shall  countersign  all  checks  issued  by  the 
treasurer  on  funds  of  the  Society.  The  secre- 
tary shall  be  the  custodian  of  the  seal  of  the 
Society,  and  of  ail  books  of  records  and  papers 
belonging  to  the  Society,  except  such  as  prop- 
erly belong  to  the  treasurer,  and  shall  keep  an 
account  of  and  promptly  turn  over  to  the 
treasurer  all  funds  of  the  Society  which  come 
into  his  hands.  He  shall  provide  for  the  regis- 
tration of  the  members  at  all  sessions  of  the 
Society.  With  the  aid  and  cooperation  of  the 
secretaries  of  the  county  societies,  he  shall  keep 
a proper  register  of  all  the  registered  physicians 
of  the  State  by  counties.  He  shall  aid  the  offi- 
cers of  the  district  branches  in  the  organization 
and  improvement  of  the  county  societies  and  the 
extension  of  the  power  and  influence  of  the 
Society.  He  shall  conduct  the  official  corre- 
spondence, notifying  members  of  meetings,  offi- 
cers, councillors,  trustees  and  board  members  of 
their  election,  and  committees  of  their  appoint- 
ments and  duties.  He  shall  affix  the  seal  of  the 
Society  to  all  credentials  issued  to  members  of 
the  Society  elected  by  the  House  of  Delegates 
and  to  such  other  papers  and  documents  as  may 
require  the  same.  He  shall  make  an  annual 
report  to  the  House  of  Delegates.  Acting  in  co- 
operation with  the  Council,  he  shall  prepare  and 
issue  all  programs.  He  shall  be  a member  of 
the  Council.  He  shall  be  an  ex  officio  member 
of  all  boards  and  committees  without  vote.  He 
shall  record  the  name  and  date  of  admission  of 
each  member  of  the  Society. 
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In  discussing  this  section,  the  committee  gave  particular  consideration  to  the  first  sentence.  Since  the 
Council  authorized  the  executive  vice-president  and  the  assistant  executive  vice-president  to  sign  checks  on 
behalf  of  the  Society,  it  was  felt  that  the  language  therein  is  obsolete  and  should  be  eliminated,  as  should 
similar  language  in  Section  9 of  Chapter  VII. 

CHAPTER  XII— SECTIONS 


Section  1.  [The  scientific  sections]  desig- 
nated by  the  House  of  Delegates  shall  each  or- 
ganize [by  the  election  of]  a chairman,  vice- 
chairman,  and  [secretary.  The  chairman  and 
vice-chairman  shall  be  elected  annually,  the] 
secretary  for  such  term  as  the  section  may 
deem  fit. 

Section  2.  The  officers  of  the  various  sec- 
tions shall  prepare  programs  for  their  sections 
under  the  direction  and  subject  to  the  approval 
of  the  Council. 

Section  3.  To  participate  in  the  election  of 
any  section,  a member  must  be  registered  with 
such  section. 

Section  4.  Each  section  shall  hold  its  meet- 
ings at  such  times  as  designated  by  the  Council. 

Section  5.  A session  is  a single  meeting  of  a 
group  to  discuss  scientific,  cultural,  historical,  or 
economic  subjects.  It  shall  have  a chairman 
and  a secretary  appointed  by  the  president  with 
the  approval  of  the  Council. 

Section  6.  No  new  section  shall  be  created 
unless  a session  devoted  to  its  subject  matter  or 
specialty  shall  have  been  held  at  at  least  two 
successive  annual  meetings. 


Section  1.  Each  scientific  section  designated 
by  the  House  of  Delegates  shall  each  organize 
under  a pro-tem  chairman,  designated  by  the 
speaker,  and  elect  a chairman,  vice-chairman  and 
a delegate  to  the  House  of  Delegates  each  for  one 
year  and  a secretary  for  such  term  as  the  section 
may  deem  fit.  A chairman,  vice-chairman  and 
delegate  shall  be  elected  annually  thereafter  for 
terms  of  one  year. 

(No  changes  were  made  in  Sections  2,  3,  4,  5 
and  6.) 


The  entire  subject  of  this  chapter  was  referred  to  the  Planning  Committee  for  study,  because  it  was  felt 
that  it  is  necessary  and  desirable  to  have  a complete  review  of  the  entire  question  of  scientific  sections  and 
sessions. 


The  other  members  of  the  committee  are  par- 
ticularly grateful  to  Dr.  Wolff  for  his  painstaking 
work  on  this  monumental  task. 

The  chairman  takes  this  opportunity  to  ex- 
press his  gratitude  to  J.  Richard  Burns,  Esq., 
Miss  Doris  K.  Dougherty,  and  Mrs.  Roslyn 


Schmetterling  for  their  assistance  in  the  prep- 
aration of  this  report  and  to  thank  the  members 
of  the  committee,  Drs.  Allen,  Hartmann,  Wolff, 
and  Zimring. 

Respectfully  submitted, 

Irving  L.  Ershler,  M.D.,  Chairman 
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Hospital  and  Professional  Relations 


To  the  House  of  Delegates,  Gentlemen: 

The  following  is  the  report  of  the  Council 
Committee  on  Hospital  and  Professional  Rela- 
tions. 

The  committee  consists  of  the  following  mem- 
bers: 

Harold  T.  Golden,  M.D.,  Chairman 


Herkimer 

E.  Dean  Babbage,  M.D Erie 

James  Bordley,  III,  M.D Otsego 

R.  Scott  Howland,  M.D Chemung 

Jack  R.  Harnes,  M.D New  York 

Joseph  H.  Kinnaman,  M.D Nassau 

Murray  L.  Nusbaum,  M.D Oneida 

Lester  R.  Tuchman,  M.D Queens 


This  year  the  committee  carried  out  its 
promises  to  the  Hospital  Association  of  New 
York  State  by  inviting  its  matching  committee 
to  all  meetings.  Similarly,  when  the  agenda 
involved  them,  either  matching  committees  or 
interested  parties  were  invited  to  participate  in 
the  meetings  (that  is,  matching  committee  of 
the  New  York  State  Radiological  Society,  repre- 
sentatives of  the  New  York  State  Department 
of  Health  and  Department  of  Social  Welfare, 
Southern  New  York  Regional  Hospital  Council, 
Hospital  Council  of  the  State  of  New  York, 
Chairmen  of  other  Council  committees,  and 
staff  members  of  the  Medical  Society  of  the 
State  of  New  York).  This  proved  to  be  a 
superior  method  of  securing  on-the-spot  deci- 
sions. Our  rapport  with  the  Hospital  Associa- 
tion members  has  been  particularly  useful  to  us 
and  they  have  similarly  appreciated  the  liaison 
with  our  Society. 

Your  committee  has  had  three  formal  meet- 
ings since  February,  1964,  and  a fourth  is 
planned  prior  to  the  meeting  of  the  House  of 
Delegates  in  February,  1965.  We  have  had 
referred  to  us  many  minor  and  a few  major 
problems.  We  feel  that  we  have  had  a success- 
ful year  of  accomplishments,  as  shall  be  un- 
folded in  this  report. 

Rising  Costs  of  Hospital  Care.  The  major 
problem  confronting  our  committee  was  re- 
ferred to  it  by  the  Council  in  October,  1964:  a 
review  of,  and,  if  possible,  solution  to  the  rising 
costs  of  hospital  care.  Coincidentally  most  of 
our  deliberations  prior  to  being  so  charged  were 
directed  along  these  lines.  At  present  this  is 
our  major  problem  and  we  are  attempting  to  find 
practical  answers  to  the  problem  before  the 
Governor’s  Commission  on  Hospital  Costs.  If 
we  can  be  first  wdth  a solution,  we  hope  to  pre- 
vent the  governmental  mandates  that  hasten  us 
toward  socialized  medicine. 

One  of  the  facets  of  the  rising  cost  of  hospital 
care  is  found  in  the  fact  that,  as  an  average, 
most  hospitals  of  over  50  beds  in  the  State  are 
running  close  to  or  over  100  per  cent  occupancy 
in  nonmatemity  beds  and  about  40  per  cent 
occupancy  in  maternity  beds.  In  addition 


to  this  fact  there  is  a backlog  of  patients  with 
nonemergency  diseases  awaiting  beds,  generally. 

Use  of  Maternity  Beds.  It  was  brought  to 
the  attention  of  your  committee  that  if  clean 
gynecologic  cases  could  be  housed  in  the  empty 
maternity  beds,  using  maternity  personnel  for 
nursing  care  and  fulfilling  the  criteria  for  “clean” 
under  dedicated  medical  supervision,  the  saving 
in  hospital  costs  (figuring  unnecessary  con- 
struction, maternity  nursing  personnel,  fre- 
quently with  little  to  do,  better  public  relations 
through  lessening  of  the  backlog  of  patients, 
and  better  equalization  of  the  duties  of  nursing 
personnel)  to  the  public  would  be  tremendous. 
A survey  of  one  upstate  county  wdth  700  general 
nonprofit  hospital  beds  showed  300  patient  days 
of  empty  maternity  beds  in  one  representative 
month.  If  these  could  be  filled,  it  should 
represent  a saving  to  the  hospitals  of  that  county 
and  hence  to  the  public  of  over  $10,000  monthly. 
However,  the  Sanitary  Code  regulations  of  the 
State  of  New  York  prohibit  the  use  of  maternity 
beds  and  maternity  nursing  personnel  by  other 
than  maternity  patients. 

Our  committee  studied  this  problem  in  light 
of  similar  projects  in  Illinois,  New  Jersey,  and 
other  states  and  drew  up  a set  of  criteria  that 
should  make  this  feasible  from  the  standpoint  of 
good  medical  care  particularly  as  it  might  result 
in  maternal  morbidity. 

We  had  as  our  aim  the  changing  of  the 
Sanitary  Code  regulations  by  the  New  York 
State  Department  of  Health  to  allow  this  or, 
failing  their  compliance  with  our  wishes,  the 
granting  of  a limited  pilot  study  to  supply  the 
Health  Department  with  the  statistics  to 
justify  a change  in  the  regulations.  We  met 
with  the  New  York  State  Health  Department, 
presented  our  problem  and  solution,  and  in 
November  were  promised  that  a limited  pilot 
study  under  criteria  little  changed  from  those 
promulgated  by  the  committee  would  be  in- 
stituted in  the  near  future  and  conducted  by 
the  Health  Department. 

Our  committee  felt  that  this  was  a real  and 
important  achievement  and  we  intend  to  follow 
through  after  the  pilot  study  in  our  effort  to 
effect  a change  in  the  Sanitary  Code  regulations 
to  allow  this  important  economic  factor  in 
medicine  to  become  a reality  in  those  hospitals 
able  properly  to  supervise  such  a procedure. 
We  are  cognizant  of  the  infection  hazards  of  this 
undertaking  and  have  consulted  with  the  chair- 
man of  the  Council  Committee  on  Public 
Health  and  Education. 

Miscellaneous.  A projected  endeavor  to 
prepare  a handbook  detailing  nurses  duties  was 
eliminated  from  our  agenda  when  it  was  dis- 
covered that  the  Council  Committee  on  Nursing 
Education  already  had  begun  this  project. 

Discussions  on  the  effects  on  hospitals  of  the 
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Laboratory  Service  Act  of  1964  when  it  is  im- 
plemented have  been  held. 


Utilization  Committees.  The  role  of  the 
hospital  utilization  review  committee  by  each 
hospital  staff  was  thoroughly  reviewed  with  the 
able  assistance  of  Charles  M.  Brane,  M.D., 
councillor,  and  the  large  amount  of  supportive 
material  he  assembled  for  us.  Your  committee 
is  convinced  that  active  utilization  committees 
in  each  hospital  would  lower  the  costs  of  hospital 
care  by  about  8 per  cent. 

Your  committee  has  recommended  to  the 
Council  that  the  Medical  Society  of  the  State  of 
New  York  should  make  efforts  to  promote  the 
establishment  of  hospital  review  committees 
throughout  the  State  and  that  this  should  be 
done  as  expeditiously  as  possible.  Furthermore 
it  was  recommended  that  the  Society  develop 
guides  for  the  establishment  and  functioning  of 
these  utilization  committees.  It  was  also 
recommended  to  the  Council  that  the  Society 
advocate  the  establishment  in  each  hospital 
medical  staff  of  a “hospital  cost  committee”  to 
look  into  ways  and  means  to  reduce  all  hospital 
costs  by  studying  drug,  equipment,  supplies, 
and  other  purchases.  The  Hospital  Association 
representatives  were  highly  in  favor  of  this 
move. 


Regional  Councils.  The  subject  of  uni- 
lateral decisions  affecting  the  practice  of  medi- 
cine by  the  regional  hospital  councils  was  dis- 
cussed. The  councils  insist  that  such  decisions 
are  never  made  without  detailed  consultation 
with  medical  experts  in  the  field  concerned. 


However,  it  was  discovered  that  these  experts 
are  rarely  practicing  physicians. 

Your  committee  feels  that  the  regulating  of 
any  form  of  medical  practice  should  best  be 
done  with  the  aid  of  practicing  physicians  who 
are  cognizant  not  only  of  the  physical  diseases 
affecting  patients  but  also  their  mental,  so- 
ciologic, and  economic  problems.  This  will 
have  to  be  accomplished  by  the  county  so- 
cieties in  judicious  selection  of  their  representa- 
tives to  these  regional  councils. 

Future  Studies.  Your  committee’s  plans 
for  the  immediate  future  are  topics  concerned 
with  rising  hospital  costs  and  efforts  to  control 
them.  The  following  questions  will  be  studied: 

1.  A seven-day  hospital  week,  including 
laboratories,  x-ray  facilities,  operating  rooms, 
and  all  ancillary  services. 

2.  Unnecessary  tests — x-ray,  laboratory,  and 
so  on — “routine”  tests. 

3.  A reassessment  of  hospital  accounting  so 
as  to  make  hospital  costs  really  hospital  patient 
costs  and  not  those  of  education,  research,  and 
others. 

If  any  conclusions  are  reached  at  our  next 
meeting,  a supplementary  report  will  be  filed  by 
your  committee. 

Acknowledgments.  Your  chairman  wishes 
to  thank  the  members  of  his  committee  and  the 
consultants  who  have  worked  so  hard  to  help  to 
reduce  our  problems  to  solutions,  and  also  to 
thank  Miss  Alice  E.  Wheeler  of  the  Medical 
Society  of  the  State  of  New  York  staff  for  her 
frequent  favors  and  secretarial  assistance. 

Respectfully  submitted, 

Harold  T.  Golden,  M.D.,  Chairman 
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To  Study  Revision  of  Education  Law 


To  the  House  of  Delegates,  Gentlemen: 

The  membership  of  the  Ad  Hoc  Committee 
to  Study  the  Revision  of  the  Education  Law  is 
as  follows: 

James  Greenough,  M.D.,  Chairman. . .Otsego 

Renato  J.  Azzari,  M.D Bronx 

James  M.  Blake,  M.D Schenectady 

Gerald  D.  Dorman,  M.D New  York 

Samuel  Z.  Freedman,  M.D New  York 

John  M.  Galbraith,  M.D Nassau 

Leo  E.  Gibson,  M.D Onondaga 

Thurman  B.  Givan,  M.D Kings 

Hollis  S.  Ingraham,  M.D Albany 

William  L.  Wheeler,  Jr.,  M.D New  York 

Waring  Willis,  M.D Westchester 

George  A.  Burgin,  M.D.,  ex  officio 

Herkimer 


Walter  T.  Heldmann,  M.D.,  ex  officio 

Richmond 

Henry  I.  Fineberg,  M.D.,  ex  officio ...  Queens 

J.  Richard  Burns,  Esq.,  ex  officio 

Westchester 

The  ad  hoc  committee,  which  was  appointed 
at  the  request  of  the  New  York  Joint  Legislative 
Committee  to  Revise  and  Simplify  the  Educa- 
tion Law,  met  three  times  during  the  year. 

At  a conference  with  John  G.  Dowd,  Esq., 
the  counsel  to  the  Joint  Legislative  Committee, 
he  suggested  that  the  State  Society  put  its  ideas 
and  recommendations  in  writing.  He  also  sug- 
gested that  this  be  presented  in  two  ways,  from 
the  angle  (1)  of  doing  a better  job  within  the 
framework  of  the  present  regulations  and  (2)  of 
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making  a completely  new  proposal  if  it  is  felt 
that  this  is  desirable. 

The  medical  practice  acts  of  46  states  and 
territories  have  been  studied  with  regard  to  (1) 
the  licensing  authority  and  (2)  who  is  responsible 
for  (a)  examination,  (b)  licensure,  (c)  discipline. 

These  functions  are  under  boards  or  depart- 
ments appointed  as  indicated  in  Table  I. 


Since  there  have  been  many  changes  in  the 
State  Legislature,  further  action  must  be  post- 
poned until  the  new  chairman  (Democratic)  of 
the  Joint  Legislative  Committee  to  Revise  and 
Simplify  the  Education  Law  is  appointed. 

Respectfully  submitted, 

James  Greenough,  M.D.,  Chairman 


Student  American  Medical  Association  Chapters 


Albert  Einstein  College  of  Medicine 


To  the  House  of  Delegates , Gentlemen: 

The  Student  American  Medical  Association 
chapter  at  the  Albert  Einstein  College  of 
Medicine  has  223  active  members  to  date. 

Its  important  activity  has  been  the  invitation 
to  members  of  the  faculty  and  invited  guest 
speakers,  including  local  county  medical  society 
officials,  in  an  informal  atmosphere,  to  discuss 
organized  medicine,  insurance,  research,  and 
other  paramedical  subjects.  Not  all  of  these 
subjects  have  been  received  enthusiastically, 
but  the  attendance  does  seem  to  be  increasing. 

A questionnaire  has  been  distributed  for  the 
evaluation  of  the  New  Physician,  in  compliance 
with  the  request  of  the  national  office  of 

S.A.M.A.  The  group  has  undertaken  several 
enterprises  for  good  and  welfare,  including  a 
group  microscope  insurance  policy  for  its  mem- 
bers, a survey  of  narcotic  addiction  in  the  United 
States  with  a discussion  of  proposals  for  meeting 
this  threat,  a book  sale  and  microscope  ex- 
change service,  a record  library  for  the  loan  of 
classical  and  jazz  music,  and  the  presentation  of 
classical  movies  at  a nominal  fee,  at  which  pro- 
grams a social  hour  is  held  for  the  group. 

It  is  the  opinion  of  the  adviser  that  the  group 
is  an  alert,  active,  interested  one,  and  that 
promotion  of  its  activities  is  most  desirable. 

Respectfully  submitted, 

Alfred  A.  Angrist,  M.D.,  Adviser 


State  University  of  New  York  at 
Buffalo  School  of  Medicine 

To  the  House  of  Delegates,  Gentlemen: 

The  following  is  a list  of  activities  for  1964  of 
the  Student  American  Medical  Association 
chapter  at  the  State  University  of  New  York  at 
Buffalo  School  of  Medicine: 

1.  Held  business  meetings  on  the  call  of  the 
president. 

2.  Presented  four  film  showings  for  students 
with  faculty  members  to  discuss  films  on: 
“The  Autonomic  Nervous  System,”  “Mechanics 
of  Respiration,”  “Electrocardiography,”  and 
“Cytology.” 

3.  Had  one  session  with  premedical  students 
with  the  approval  of  the  chairman  of  the 
admissions  committee. 

4.  Planned  a meeting  on  “Religion  in 
Medicine,”  with  local  speakers,  which  had  to  be 
cancelled  because  of  bad  weather. 

5.  Sent  three  representatives  (with  financial 
assistance  from  the  Medical  Society  of  the 
County  of  Erie)  to  the  national  S.A.M.A.  meet- 
ing in  Chicago. 

6.  Sent  one  representative  to  the  chapter 
presidents  conference. 

7.  Plan  a meeting  on  “Investment  Planning” 
for  December  17,  1964. 

8.  Provide  a copy  of  the  New  Physician  for 
each  freshman  student. 

The  chapter  at  present  has  an  active  member- 
ship of  about  35. 

Respectfully  submitted, 
Samuel  Sanes,  M.D.,  Adviser 
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Health  Aspects  of  Ionizing  Radiation 

The  members  of  the  Subcommittee  on  Health 
Aspects  of  Ionizing  Radiation  are: 

Norman  Simon,  M.D.,  Chairman.  .New  York 

Walter  T.  Murphy,  M.D Erie 

John  H.  Wentworth,  M.D Nassau 

Hanson  Blatz,  E.E.,  New  York  City  Depart- 
ment of  Health,  Adviser New  York 

John  Harley,  Ph.D.,  Atomic  Energy  Com- 
mission, Adviser New  York 

James  H.  Lade,  M.D.,  New  York  State 
Department  of  Health,  Adviser ....  Albany 
As  part  of  its  educational  program,  the  sub- 
committee has  arranged  a session  on  “Radiation 
and  the  Dentist”  for  the  Greater  New  York 
Dental  Meeting,  December  8,  at  the  Statler 
Hilton  in  New  York  City.  This  program  is 
expected  to  draw  a sizable  number  of  dentists 
since  the  registration  at  this  convention  has  been 
17,000  in  past  years.  The  members  of  the  sub- 
committee are  available  as  a teaching  team  to 
present  programs  to  bring  hospital  staffs  up  to 
date  on  radiation.  A letter  announcing  this  was 
sent  to  six  proprietary  hospitals  in  the  Greater 
New  York  area  with  no  reply  as  of  this  date. 

The  subcommittee  has  continued  its  coopera- 
tion with  the  Health  Department  of  the  City  of 
New  York  and  the  New  York  State  Department 
of  Health  in  the  transfer  of  licensure  and  regula- 
tion of  radioactive  materials  to  the  State  of 
New  York  by  the  United  States  Atomic  Energy 
Commission.  The  changeover  of  control  has 
gone  smoothly. 

The  subcommittee  plans  to  look  into  the 
various  laws  regarding  the  use  of  radiation  mate- 
rials and  will  invite  to  its  next  meeting  repre- 
sentatives of  the  Division  of  Licensing  and  sev- 
eral doctor  of  medicine  members  of  the  advisory 
committee  of  the  Atomic  Energy  Commission. 

In  discussing  the  growing  field  of  radiation 
therapy  and  the  need  for  encouraging  medical 
schools  to  stress  teaching  in  this  field,  the  sub- 
committee became  aware  of  the  fact  that  both 
the  Subcommittee  on  Cancer  of  the  Public 
Health  and  Education  Committee  and  the  ad- 


visory committee  to  the  Bureau  of  Cancer  Con- 
trol of  the  New  York  State  Department  of 
Health  are  made  up  mainly  of  surgeons.  The 
subcommittee,  therefore,  has  recommended  to 
the  Public  Health  and  Education  Committee 
that  the  Subcommittee  on  Cancer  be  made  much 
broader  and  have  as  members  representatives  of 
the  various  fields  concerned  with  the  care  of  the 
cancer  patient — the  surgeon,  the  oncologist,  the 
radiation  therapist,  the  chemotherapist  and 
hematologist;  the  subcommittee  also  plans  to 
make  the  same  recommendation  to  the  director 
of  the  New  York  State  Health  Department’s 
Bureau  of  Cancer  Control. 

Your  subcommittee  considered  the  “Principles 
for  the  Establishment  of  Radiation  Therapy 
Services  in  Hospitals”  suggested  by  the  Hospital 
Review  and  Planning  Council  of  Southern  New 
York  and  reported  its  opposition  to  such  regula- 
tions at  a meeting  of  the  State  Society’s  Com- 
mittee on  Hospital  and  Professional  Relations. 

At  the  suggestion  of  a publisher,  the  sub- 
committee during  the  coming  year  will  consider 
writing  a book  on  “The  Side-Effects  of  Radia- 
tion.” 

Operating  Room  Mortality 

The  members  of  the  Subcommittee  on  Operat- 


ing Room  Mortality  are  as  follows: 

Richard  Ament,  M.D.,  Chairman Erie 

Milton  Helpern,  M.D New  York 

Valentino  D.  B.  Mazzia,  M.D New  York 

Frederick  Beck,  M.D.,  Adviser Otsego 


During  this  past  year  your  chairman  has  come 
to  the  conclusion  that  without  some  legislation 
in  New  York  State  to  provide  compulsory  re- 
porting of  cases  nothing  much  can  be  accom- 
plished in  the  study  of  operating  room  mortality 
in  upstate  New  York.  Since  such  legislation 
may  not  be  enacted  for  several  years,  your 
chairman  believes  that  for  the  present  the  con- 
templated project  should  be  deferred  and  the 
subcommittee  as  it  is  now  constituted  dissolved. 
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District  Branches 


First  District  Branch 

To  the  House  of  Delegates , Gentlemen: 

The  annual  meeting  of  the  First  District 
Branch  was  held  at  the  Americana  Hotel,  New 
York  City,  on  February  9, 1964,  at  4 :00  p.m. 

The  minutes  of  the  1963  annual  meeting, 
which  appear  on  page  133  of  the  January  1, 
1964  issue  of  the  New  York  State  Journal  of 
Medicine,  were  approved  as  published. 

The  following  officers  were  elected  for  a term 
of  two  years: 

President — Leonard  L.  Heimoff,  M.D.,  Bronx 
Vice-President — David  Kershner,  Kings 
Secretary — Jerome  L.  Leon,  M.D.,  Queens 
Treasurer — Joseph  Alvich,  M.D.,  Bronx 
Delegate — Joseph  P.  Shanaphy,  M.D.,  Rich- 
mond 

Dr.  Kershner,  treasurer,  presented  his  report 
covering  the  period  of  May  13,  1963,  to  Feb- 
ruary 9, 1964.  The  report  was  accepted. 

The  following  amendments  to  the  constitution 
and  bylaws  of  the  First  District  Branch  were 
adopted. 

Chapter  III , Article  1:  The  officers  of  the  district 
branch  shall  be  a president,  vice-president,  secretary 
and  treasurer.  These  officers  shall  each  be  a member 
of  one  of  the  constituent  societies,  and  the  president 
and  vice-president  shall  each  have  served  as  president 
of  a constituent  society.  The  officers  shall  be 
nominated  at  the  meeting  of  the  Coordinating  Coun- 
cil immediately  preceding  the  annual  meeting  of  the 
First  District  Branch  by  a nominating  committee 
consisting  of  the  president  of  each  of  the  five  county 
medical  societies  comprising  the  district  branch. 
Officers  shall  be  elected  for  two  years  by  the  delegates 
from  the  constituent  societies  to  the  House  of  Dele- 
gates of  the  Medical  Society  of  the  State  of  New 
York,  at  the  time  and  place  of  the  annual  meeting  of 
the  House.  The  aforementioned  officers  shall  attend 
the  business  meetings  of  the  district  branch. 

Chapter  V,  Article  1 ( b ):  The  officers  of  the  Co- 
ordinating Council  shall  be  the  chairman  and  vice- 
chairman  who  shall  be  nominated  by  the  nominating 
committee  consisting  of  the  president  of  each  of  the 
five  county  medical  societies.  This  committee  shall 
report  to  the  Coordinating  Council  at  the  meeting 
immediately  preceding  the  annual  meeting  of  the 
First  District  Branch  and  the  chairman  and  vice- 
chairman  shall  be  elected  biennially  by  the  Co- 
ordinating Council  at  its  annual  meeting.  They  shall 
be  members  of  the  district  branch,  but  need  not  be 
constituent  society  representatives.  Each  shall  be 
or  have  been  president  of  a constituent  society. 

Coordinating  Council.  The  Coordinating 
Council  also  met  on  February  9 at  the  Ameri- 
cana Hotel,  New  York  City. 

There  was  a brief  discussion  on  the  situation 
at  City  Hospital  at  Elmhurst  which  the  Com- 
missioner of  Hospitals  plans  to  affiliate  with 
The  Mount  Sinai  Hospital  in  Manhattan. 

Dr.  Angrist  presented  the  following  resolu- 
tion: 

Title:  Creation  of  a Control  Utilizing  City  Hospi- 
tal at  Elmhurst  for  Comparison  with  Present  Ex- 


perimental Affiliations  of  Municipal  Hospitals  with 
Voluntary  Institutions  and  Medical  Colleges. 

Whereas,  The  implementation  of  the  Rappleye 
plan  by  the  Commissioner  of  Hospitals  has  proceeded 
rapidly  with  new  contractual  arrangements  with 
many  voluntary  hospitals  and  several  medical  schools 
for  the  care  of  indigent  sick  in  our  municipal  hospitals; 
and 

W hereas,  A request  for  3 million  dollars  is  presently 
being  made  by  the  Commissioner  of  Hospitals  for  an 
affiliation  of  the  City  Hospital  at  Elmhurst  with  one 
or  more  voluntary  institutions ; and 

Whereas,  All  scientific  experiments  and  the  com- 
plex problem  of  medical  care  in  particular  should 
have  a comparative  control ; and 

Whereas,  The  approval  of  such  a 3 million  dollar 
item  in  the  budget  by  City  Council  and  Board  of 
Estimate  will  eliminate  the  sole  remaining  possible 
control  for  the  comparative  evaluation  of  the  benefits 
of  the  Rappleye  plan  and  such  a policy  of  affiliation; 
now  therefore  be  it  hereby 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  petition  the  Commissioner  of  Hospi- 
tals, His  Honor  the  Mayor  of  New  York,  and  mem- 
bers of  the  Council  of  the  City  of  New  York  to  hold  in 
abeyance  and  not  approve  the  3 million  dollar  item 
in  the  budget  calling  for  such  affiliation  of  the  City 
Hospital  at  Elmhurst ; and  be  it  further 

Resolved,  That  due  consideration  be  given  to  the 
approval  of  one  half  the  above  amount  (1,500,000 
dollars),  without  any  overhead  cost,  being  made 
available  to  the  Commissioner  and  administrative 
officers  of  the  Department  of  Hospitals  and  the 
Medical  Board  of  the  City  Hospital  at  Elmhurst 
immediately,  through  the  routine  budgetary  changes, 
with  provision  for  part  of  the  monies  with  adequate 
safeguards  to  be  available  for  flexible  immediate 
expenditures  by  the  administration,  Medical  Board 
at  City  Hospital  at  Elmhurst,  and  Commissioner  of 
the  Department  of  Hospitals  for  all  necessary  equip- 
ment, supplies,  and  personnel  required  to  modernize 
and  revitalize  the  City  Hospital  at  Elmhurst,  so  that 
thereby  an  adequately  supported  municipal  hospital, 
without  affiliation,  can  become  a proper  scientific 
control  for  comparable  evaluation  of  the  benefits  of 
affiliation  on  patient  care,  the  agreed  upon  ultimate 
aim ; and  be  it  further 

Resolved,  That  after  a reasonable  period,  a med- 
ical audit  be  undertaken  to  evaluate  the  standards, 
quality,  and  cost  of  medical  care  in  the  group  of 
affiliated  institutions,  to  be  compared  with  medical 
care  in  City  Hospital  at  Elmhurst  when  it  also  will 
become  a comparably  financially  supported  municipal 
hospital,  so  that  the  present  costly  experiment  in 
medical  care  being  undertaken  by  the  implementation 
of  the  Rappleye  plan  in  our  municipal  hospitals  may 
have  an  appropriate  yardstick  basis  for  comparison 
and  adequate  control;  and  be  it  further 

Resolved,  That  copies  of  this  resolution  be  sent 
to  all  interested  parties. 

It  was  felt  no  action  by  the  Coordinating 
Council  was  necessary  on  this  resolution  at  the 
present  time  inasmuch  as  it  will  be  studied  by 
the  reference  committee  and  presented  to  the 
House  for  action. 

The  following  resolution  was  approved: 
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Whereas,  Skilled,  adequate,  and  timely  medical 
and  nursing  care  is  available  to  private  and  public 
cases  in  the  various  voluntary  hospitals  of  New  York 
City;  and 

Whereas,  Such  care  is  supervised  by  highly  quali- 
fied medical  practitioners  and  is  not  dependent  solely 
on  the  presence  or  absence  of  an  approved  residency 
program ; and 

Whereas,  Commissioner  of  Hospitals,  Ray  E. 
Trussell,  M.D.,  in  a recent  letter  to  the  Greater  New 
York  Hospital  Association  has  indicated  that  hos- 
pitals without  approved  residencies  in  pediatrics 
and/or  surgery  should  not  be  taking  care  of  sick 
children  at  public  expense ; now  therefore  be  it  hereby 

Resolved,  That  the  Coordinating  Council  of  New 
York  oppose  any  attempts  to  remove  from  their  local 
community  voluntary  hospitals,  public  charges  that 
can  be  adequately  cared  for  at  those  hospitals;  and 
be  it  further 

Resolved,  That  this  Council  indicates  positively 
that  an  approved  residency  training  program  is  not, 
as  projected  in  the  letter  of  Dr.  Trussed,  the  sole 
indication  of  skillful,  adequate,  timely  medical  care, 
and  further  that  the  implementation  of  such  a concept 
is  not  in  the  public  interest,  and  may  indeed,  be  a 
threat  to  the  welfare  of  public  charges. 

At  the  February  4 meeting  of  the  Coordi- 
nating Council,  the  nominating  committee  sub- 
mitted the  following  report:  for  president  of  the 
First  District  Branch,  Samuel  Wagreich,  M.D., 
Bronx;  for  vice-president,  David  Kershner, 
M.D.,  Kings;  for  secretary,  Jerome  L.  Leon, 
M.D.,  Queens;  for  treasurer,  Joseph  Alvich, 
M.D.,  Bronx. 

A letter  was  read  from  the  Commissioner  of 
Water  Supply,  Gas,  and  Electricity,  requesting 
cooperation  in  the  campaign  to  reduce  the  con- 
sumption of  water  by  25  per  cent  through  the 
elimination  of  waste.  It  was  voted  to  publicize 
this  letter  and  to  cooperate  with  the  commis- 
sioner in  this  campaign. 

John  M.  Cotton,  M.D.,  of  the  New  York 
County  Medical  Society,  reviewed  the  third 
draft  of  the  proposed  revision  of  the  proprietary 
hospital  code  and  reported  his  suggestions  to  the 
Coordinating  Council.  He  agreed  with  the 
recommendations  that  have  already  been  sub- 
mitted to  the  Commissioner  of  Hospitals  and 
suggested  that  every  effort  should  be  made  to 
include  an  appeal  from  the  decisions  of  the  Com- 
missioner of  Hospitals  in  the  proprietary  code. 
This  suggestion  will  be  forwarded  to  the  com- 
missioner. 

Most  of  the  recommendations  in  this  resolu- 
tion have  already  been  transmitted  to  the  Com- 
missioner of  Hospitals,  and  he  has  taken  action. 

It  was  voted  to  authorize  the  secretary  to 
transmit  to  the  commissioner  and  to  the  repre- 
sentatives from  organized  medicine  those  recom- 
mendations which  have  not  been  transmitted 
and  which  are  feasible,  realistic,  and  not  pre- 
viously covered.  Special  attention  is  to  be 
given  to  the  inclusion  in  the  new  proprietary 
hospital  code  of  a mechanism  for  appeal  from 
the  decisions  of  the  commissioner. 

The  following  communication  dated  Decem- 
ber 11,  1963,  was  received  from  George  James, 
M.D.,  New  York  City  Commissioner  of  Health: 

The  Health  Department  is  planning  a major 


campaign  to  assure  the  most  complete  immunization 
possible  for  the  people  of  New  York,  especially  young 
children,  against  diphtheria,  pertussis,  tetanus,  and 
poliomyelitis.  We  are  asking  the  encouragement 
and  help  of  all  physicians  in  this  endeavor  and  we  in 
turn  want  to  be  of  help  to  them  in  reaching  our 
common  goal.  The  expanded  immunization  program 
has  become  feasible  as  a result  of  the  Vaccination 
Assistance  Act,  enacted  by  Congress  in  1962.  The 
United  States  Public  Health  Service  is  empowered 
to  make  grants  to  states  or  their  subdivisions  to 
achieve  the  immunization  over  the  period  of  the  pro- 
gram of  all,  or  practically  all,  susceptible  persons  in  a 
community,  particularly  children  who  are  under  the 
age  of  five  years.  The  act  is  effective  for  three  years. 
For  the  first  year  New  York  City  has  received  a grant 
of  $545,222. 

Among  the  first  year  projects  planned  are  (1) 
surveys  of  the  immunization  status  of  the  population, 
city- wide  and  special  groups;  (2)  laboratory  surveil- 
lance of  immunologic  status  by  sampling  of  repre- 
sentative sera  in  the  laboratories  of  the  Department; 
(3)  demonstration  projects  in  small  areas  of  under- 
privileged groups  to  determine  optimal  methods  of 
reaching  the  “hard-to-immunize;”  and  (4)  expansion 
and  acceleration  of  existing  immunization  programs 
by  private  physicians  and  health  agencies. 

We  are  anxious  to  assist  private  physicians  in  their 
immunization  activities  to  the  greatest  extent  pos- 
sible. The  Vaccination  Assistance  Act  empowers  us 
to  furnish  materials  for  diphtheria,  tetanus,  pertussis, 
and  polio  immunization  to  physicians  free  of  charge 
for  their  patients  under  five  years  of  age.  The 
Department  can  also  provide  assistance  to  physicians 
who  may  wish  to  set  up  a temporary,  large-scale 
vaccination  program,  such  as  tetanus  toxoid  immuni- 
zation in  an  industrial  plant  or  smallpox  vaccination 
of  a high  risk  occupational  group.  I am  also  instruct- 
ing our  health  education  and  promotional  units  to 
emphasize  the  joint  nature  of  this  campaign  and  to 
encourage  patients  to  consult  their  own  physicians 
for  counselling  and  immunization. 

We  expect  to  inform  all  physicians  in  the  city  of 
program  developments  as  they  arise  with  specific 
directions  for  obtaining  vaccines  as  well  as  other 
aspects  of  participation.  Copies  of  this  letter  are 
being  sent  to  the  chairman  of  the  public  health  com- 
mittee of  the  Coordinating  Council,  the  presidents  of 
the  county  medical  societies,  and  the  chairmen  of 
their  respective  public  health  committees.  No  doubt 
many  of  you  are  already  aware  that  the  national 
vaccination  assistance  program  has  been  endorsed  by 
such  professional  bodies  as  the  American  Medical 
Association  and  the  American  Academy  of  Pediatrics. 
I hope  that  we  can  count  on  the  support  of  leaders  of 
the  medical  profession  in  New  York  City  and  that  we 
shall  confer  on  pertinent  phases  of  the  program. 

It  was  voted  to  approve  the  recommendations 
made  by  Dr.  James  and  urge  compliance  on  the 
part  of  the  Society  members. 

The  City  Council  passed  Local  Law  394-414 
to  amend  Subdivision  2 of  Section  583-A  of  the 
City  Charter.  The  bill  would  give  the  Com- 
missioner of  Hospitals  unlimited  authority  to 
license  proprietary  hospitals  for  periods  of  less 
than  one  year  on  such  terms  and  conditions  as  he 
may  determine  without  any  provisions  for 
notice,  hearing,  or  review. 

Following  the  hearings,  the  Mayor  did  not 
sign  the  bill  and  the  Commissioner  of  Hospitals 
subsequently  requested  the  council  to  recall  the 
bill  from  the  Mayor’s  consideration. 

The  council  was  informed  by  Henry  I. 
Fineberg,  M.D.,  that  on  January  18,  1964, 
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the  Mayor  would  hold  an  open  hearing  on  the 
King-Anderson  Bill  and  it  was  agreed  a repre- 
sentative would  not  be  sent  to  this  hearing. 
Instead,  a telegram  was  sent  in  the  name  of 
Solomon  Schussheim,  M.D.,  chairman  of  the 
Coordinating  Council,  opposing  the  bill  and 
favoring  strong  implementation  of  Kerr-Mills 
and  its  liberalization. 

Matthew  Brody,  M.D.,  of  Kings,  was  des- 
ignated the  council’s  representative  to  the  New 
York  City  Regional  Mental  Health  Planning 
Committee. 

The  council  approved  a resolution  from  New 
York  County  Medical  Society  concerning  the 
harmful  effects  of  cigaret  smoking.  It  was 
voted  to  transmit  this  resolution  to  the  Com- 
missioner of  Health. 

Dr.  Matthew  Brody,  chairman  of  the  Mental 
Health  Committee,  reported  on  actions  of  his 
committee,  as  follows: 

“There  were  allegations  that  certain  psy- 
chiatrists lend  their  names  and  degrees  to  act  as 
titular  heads  of  certain  clinics  without  assuming 
actual  control  and  supervision  of  such  clinics. 
It  was  voted  that  should  confirming  evidence 
be  presented,  that  would  indicate  that  there  is 
some  validity  to  such  accusations,  that  the 
offending  physician  be  asked  to  appear  before 
the  appropriate  board  of  censors  of  the  county 
medical  society. 

“We  have  been  informed  that  there  will  be  a 
new  attempt  to  introduce  a bill  the  alleged 
purpose  of  which  is  to  prohibit  stage  hypnosis. 
Your  committee  felt  that  if  there  is  evidence  that 
such  is  harmful,  the  present  Medical  Practice 
Act  provides  adequate  control  over  the  illegal 
practice  of  medicine  if  it  were  properly  enforced. 
It  was  further  felt  that  the  true  intent  of  this 
proposed  bill  seems  to  be  to  license  psychologists 
to  practice  hypnosis.  It  was  voted  to  oppose 
this  bill  again.” 

It  was  reported  that  the  resolution  presented 
by  Dr.  Angrist  at  the  February  9 meeting  of  the 
council  concerning  the  creation  of  a control 
utilizing  the  City  Hospital  at  Elmhurst  for 
comparison  with  present  experimental  affilia- 
tions of  municipal  hospitals  and  with  voluntary 
institutions  and  medical  colleges,  was  adopted 
by  the  House  of  Delegates  of  the  State  Medical 
Society  at  their  Annual  Meeting  in  February, 
1964. 

The  following  resolution  to  investigate  the 
Department  of  Hospitals’  plans  and  policy  of 
affiliating  city  hospitals  with  voluntary  hospitals 
was  introduced  in  the  Council  of  the  City  of  New 
York  and  referred  to  the  Committee  on  Rules, 
Privileges  and  Elections: 

Whereas,  It  has  been  the  policy  of  the  City  ad- 
ministration for  several  years  to  affiliate  under  con- 
tract the  City’s  hospitals  with  voluntary  hospitals; 
and 

Whereas,  The  development  of  this  policy  has 
resulted  in  the  expenditure  of  millions  of  dollars  of 
City’s  funds;  and 

Whereas,  The  Department  of  Hospitals  is  request- 
ing in  the  1964-1965  budget  additional  funds  in 
pursuance  of  this  policy,  to  contract  services  for  the 
City  Hospital  of  Elmhurst;  and 


Whereas,  The  City  Hospital’s  medical  board  is 
unanimously  and  vigorously  opposed  to  such  merger 
as  being  unnecessary  and  a complete  waste  of  city’s 
funds ; and 

Whereas,  This  vigorous  opposition  seems  to  cast 
serious  doubts  as  to  the  wisdom  of  the  City’s  policy 
on  all  such  mergers  and  affiliations;  and 

Whereas,  As  the  result  of  such  vigorous  opposition 
the  entire  medical  board  of  the  Elmhurst  Hospital 
has  been  summarily  “placed  on  a temporary  leave 
of  absence”  by  the  Commissioner  of  Hospitals;  now 
therefore  be  it  hereby 

Resolved , That  a committee  of  the  City  Council  be 
appointed  under  the  provisions  of  Chapter  2,  Section 
41  of  the  City  Charter  to  investigate  the  affiliations  of 
city  hospitals  with  voluntary  hospitals. 

The  chairman  of  the  Coordinating  Council 
was  authorized  to  appoint  a committee  which 
shall  implement  the  resolutions  presented  by 
Dr.  Angrist  at  the  February  9 meeting,  by  such 
means  as  are  necessary  and  feasible,  and  to  meet 
with  the  City  Council,  the  Board  of  Estimate, 
and  the  Board  of  Hospitals. 

The  committee  appointed  by  Dr.  Schussheim 
is  as  follows:  Drs.  Lawrence,  Farrell,  Heimoff, 
Himler,  Shanaphy,  Schussheim  and  such  other 
members  as  the  chairman  of  the  Coordinating 
Council  feels  will  be  useful  in  implementing  the 
resolutions. 

It  was  voted  to  write  to  the  Mayor  of  the 
City  of  New  York,  sending  him  a copy  of  the 
resolution  “City  Hospital  at  Elmhurst;  Medical 
Board,”  as  adopted  by  the  House  of  Delegates  in 
February,  requesting  an  appointment  for  an  op- 
portunity to  negotiate  the  impending  plan  to 
affiliate  the  City  Hospital  at  Elmhurst  with  a 
voluntary  hospital,  and  apprising  him  of  the 
situation  in  the  Department  of  Hospitals. 

At  the  meeting  held  on  October  13,  Frank  W. 
Farrell,  M.D.,  of  Queens  read  the  following  com- 
munication from  Dr.  Trussed,  commissioner  of 
hospitals: 

After  more  than  a year  of  work  with  the  assistance 
of  a broadly  representative  advisory  committee,  a 
revised  code  has  been  developed  governing  the  per- 
formance standards  in  proprietary  hospitals  in  New 
York  City.  This  code  has  been  adopted  by  the 
Board  of  Hospitals,  published  in  the  City  Record,  and 
is  in  the  process  of  being  implemented.  (Structural 
standards  have  not  yet  been  acted  on  by  the  Board  of 
Hospitals.) 

The  sections  of  the  code  of  interest  in  connection 
with  your  letter  of  September  24  are  those  referring 
to  “qualified  specialists.”  For  example,  qualified 
specialists  must  comprise  the  majority  of  the  medical 
board  membership  and  must  be  appointed  as  directors 
of  services.  Further,  only  qualified  specialists  are 
to  perform  major  surgery  or  handle  other  than  normal 
obstetrics. 

Under  the  new  code  which  largely  becomes  effective 
October  1,  1964,  a qualified  specialist  is  defined  in 
detail  in  Article  XI  of  the  code.  A physician  who 
possesses  any  one  of  the  following  is  a qualified 
specialist  for  the  purposes  of  the  code  as  adopted: 
(1)  board  certification,  (2)  fellow  of  an  appropriate 
college,  (3)  completion  of  an  approved  residency,  (4) 
holds  or  has  held  within  the  past  five  years  the  rank 
of  associate  attending  or  attending  in  an  accredited 
voluntary  or  municipal  hospital,  (5)  holds  an  “S” 
rating  awarded  since  May  of  1960. 

Your  compensation  committee  is  requested  to  re- 
evaluate the  “S”  ratings  granted  before  May  of  1960 
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if  so  requested  by  the  physician  concerned.  If  upon 
reevaluation,  your  committee  recommends  the  grant- 
ing of  an  “S”  rating  to  a physician  whose  only  evi- 
dence of  qualification  as  a specialist  is  an  “S’ ’ rating 
granted  prior  to  May  of  1960,  then  such  determina- 
tion should  be  reported  in  writing  to  my  office. 
Physicians  who  wish  to  be  reevaluated  have  until 
January  1,  1965,  to  have  their  ratings  reaffirmed. 
After  January  1,  1965,  physicians  who  do  not  have 
an  "S”  rating  as  required  by  the  code  shall  not  be 
permitted  to  practice  as  qualified  specialists  in  pro- 
prietary hospitals  in  New  York  City. 

In  addition,  your  compensation  committee  is  asked 
to  consider  applications  from  a group  of  physicians, 
unknown  in  number,  who  have  ‘ ‘ XA’  ’ ratings.  These 
wall  fall  into  two  groups: 

1.  Those  who  wish  to  drop  general  practice  and 
receive  an  “ S”  rating.  You  need  no  advice  on  how  to 
proceed  with  this  group. 

2.  Those  physicians  with  “XA”  ratings  who  after 
committee  review  would  qualify  for  “S”  ratings  but 
wish  to  continue  general  practice  and  therefore 
cannot  obtain  “S”  ratings.  I am  willing  to  recom- 
mend to  the  Board  of  Hospitals,  since  only  the  board 
can  grant  variances  from  the  code,  that  these  physi- 
cians be  deemed  qualified  specialists  on  the  certifica- 
tion of  their  county  medical  society  that  they  would 
be  given  “S”  ratings  if  they  were  to  limit  their  prac- 
tice. 

I cannot  assure  you  that  the  board  will  adopt  this 
policy,  but  I will  make  the  recommendation.  Licen- 
sees have  been  notified  that  such  “XA”  physicians 
have  until  November  1,  1964,  to  file  their  application 
with  the  appropriate  county  committee. 

In  closing,  I want  to  make  the  following  observa- 
tions. The  new  code  is  intended  to  improve  the 
medical  care  of  patients  in  proprietary  hospitals. 
Medical  societies  claim  to  be  the  guardians  of  the 
public  health.  A conscientious  reevaluation  of  appli- 
cation for  specialist  rating  now  offers  an  excellent 
opportunity  to  give  evidence  of  their  concern  in 
bringing  better  medical  care  to  their  communities. 
Your  committees  have  a great  opportunity  to  build 
public  and  governmental  confidence.  Naturally  the 
Department  of  Health  and  the  Department  of  Hos- 
pitals will  be  evaluating  your  efforts. 

I trust  this  is  the  information  you  want.  Please 
feel  free  to  call  me  if  I can  be  of  further  assistance. 

Robert  Katz,  M.D.,  director  of  the  Division  of 
Industrial  Health  and  Workmens  Compensation 
of  the  Medical  Society  of  the  State  of  New  York, 
and  Dr.  Trussell,  commissioner  of  hospitals, 
were  present  to  discuss  this  matter.  Dr.  Katz 
discussed  Section  13(b)  of  the  Workmens 
Compensation  Law,  added  by  the  Laws  of  1935, 
Chapter  258,  in  addition  to  the  provisions  added 
by  the  Laws  of  1944,  Chapter  459,  and  by  the 
Laws  of  1960,  Chapter  1068.  He  pointed  out 
that  almost  throughout  its  entire  existence,  the 
Medical  Practice  Committee  was  assisted  by  the 
workmens  compensation  committees  of  the 
county  medical  societies  in  the  areas  served  by 
the  Medical  Practice  Committee.  Appropriate 
sections  of  the  law  clearly  indicate  that  the 
final  decisions  as  to  authorization  and  type  and 
scope  of  practice  has  always  been  the  preroga- 
tive of  the  chairman  of  the  Workmens  Compen- 
sation Board. 

The  rights  of  physicians  to  render  medical 
care  under  the  Workmens  Compensation  Law 
cannot  be  revoked  or  modified,  except  for  cause 
specified  in  Section  13(d)  of  the  Workmens 


Compensation  Law,  warranting  removal  from 
the  list  of  authorized  physicians. 

Dr.  Trussell  pointed  out  that  this  regulation 
applies  only  to  proprietary  hospitals  which  are 
licensed  at  the  discretion  of  the  commissioner 
under  the  City  Charter  and  are  regulated  by  the 
code  adopted  by  the  Board  of  Hospitals.  He 
stressed  that  the  ethical  and  moral  burden  is  on 
the  medical  profession  to  protect  the  patient 
and  to  give  the  highest  quality  of  medical  care 
to  the  people  of  New  York  City.  He  also  stated 
that  if  time  becomes  a problem,  he  will  make 
exceptions  for  individual  county  societies,  as  in 
the  case  of  Queens  County,  where  he  has  ex- 
tended the  time  to  December  1,  1964,  for  “XA” 
ratings.  The  important  thing  is  that  these 
physicians  who  are  affected  place  themselves  on 
record  for  qualification.  He  stated,  although  a 
physician  cannot  have  his  workmens  compensa- 
tion rating  taken  away  as  far  as  the  Workmens 
Compensation  Board  is  concerned,  a local 
governmental  unit  can  impose  stricter  regula- 
tions than  the  State,  if  they  so  choose.  The 
City  Charter  states  that  notwithstanding  any 
provision  of  the  law,  the  Board  of  Hospitals  has 
the  authority  to  promulgate  the  hospital  code. 
The  Board  of  Hospitals  has  the  right  to  establish 
the  standards  of  care  to  be  promulgated.  It  was 
the  general  consensus  that  the  workmens  com- 
pensation committees  of  the  county  medical 
societies  would  cooperate  to  the  fullest  in  re- 
evaluation  of  members  with  “S”  or  “XA” 
ratings. 

The  chairman  read  a letter  from  a member  of 
the  Kings  County  Medical  Society  concerning 
the  fact  that  although  under  the  Kerr-Mills  Act 
(Metcalf-McClosky,  New  York  State)  there  is 
provision  that  fees  be  paid  to  physicians  who 
treat  persons  under  the  MAA,  in  New  York 
City,  where  the  act  is  administered  under  the 
Welfare  Department,  no  payment  is  provided 
for  services  rendered  by  physicians  in  hospitals 
which  have  closed  paid  staffs. 

This  matter  was  discussed  at  length,  and  it 
was  felt  the  present  status  of  MAA  in  New  York 
City  should  be  clarified.  Alonzo  Yerby,  M.D., 
present  by  invitation,  pointed  out  the  program 
is  administered  by  the  Department  of  Welfare 
as  public  welfare,  and  that  his  department  is 
governed  entirely  by  the  provisions  of  the  Met- 
calf-McClosky Act: 

1.  Payment  is  not  made  for  patients  for 
inhospital  medical  care  and  until  the  regulations 
of  the  Department  of  Social  Welfare  are 
changed,  he  cannot  do  otherwise.  He  pointed 
out  that  even  if  these  regulations  were  to  be 
changed,  the  Legislature  must  still  permit  the 
Department  of  Social  Welfare  to  provide  semi- 
private care.  This  body  would  have  to  be 
convinced  that  additional  funds  are  needed  for 
this  purpose. 

2.  If  a patient  becomes  eligible  for  MAA,  he 
may  go  to  any  hospital  he  wishes.  There  is  no 
system  in  New  York  City  which  will  pay  for 
private  care  in  a physician’s  office.  An  am- 
bulatory patient  under  MAA  is  expected  to  go  to 
a clinic.  If  he  cannot,  then  provision  is  made 
for  a private  physician  to  visit  an  acutely  ill 
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patient  at  home.  When  MAA  was  set  up,  it 
was  done  so  as  an  extension  of  public  assistance 
and  the  same  type  of  services  are  provided  as  for 
public  assistance. 

During  the  discussion,  it  was  pointed  out  by 
members  of  the  council  that  as  of  January  1, 
1965,  Broome  County  physicians  will  be  paid  for 
inhospital  services  to  MAA  patients.  This  is 
not  looked  on  as  old  age  assistance  upstate. 
In  the  revision  of  Book  No.  5 of  the  State  De- 
partment of  Social  Welfare,  which  is  now  in 
process,  it  is  hoped  this  problem  can  be  elimi- 
nated in  New  York  City. 

The  chairman  read  a letter  from  the  New 
York  County  Medical  Society,  stating  that  at  a 
meeting  of  their  comitia  minora  on  October  12, 
1964,  it  was  voted  that  physician  members  of 
the  Society  be  requested  to  report  voluntarily 
to  the  Department  of  Hospitals  any  and  all 
congenital  malformations  occurring  in  babies 
born  to  mothers  who  have  had  German  measles 
during  the  first  trimester  of  their  pregnancies; 
and  that  physicians  throughout  the  City  of 
New  York  be  requested  to  participate  in  this 
effort.  It  was  decided  each  county  medical 
society  be  requested  to  publish  this  action  in  its 
bulletin. 

It  was  unanimously  approved  that  the  follow- 
ing recommendations  be  sent  to  William  L. 
Wheeler,  Jr.,  M.D.,  chairman  of  the  Nominating 
Committee  of  the  Medical  Society  of  the  State 
of  New  York: 

Renomination  of  Frederick  A.  Wurzbach, 
Jr.,  M.D.,  Bronx,  as  speaker  of  the  House; 
renomination  of  Walter  T.  Heldmann,  M.D., 
Richmond,  as  secretary. 

Respectfully  submitted, 

Leonard  L.  Heimoff,  M.D.,  President 

Second  District  Branch 

To  the  House  of  Delegates,  Gentlemen: 

The  annual  meeting  of  the  Second  District 
Branch  was  held  Thursday  and  Friday,  Septem- 
ber 10  and  11,  1964,  at  Montauk  Manor, 
Montauk.  Ross  Sayers,  M.D.,  medical  director 
of  Endo  Laboratories,  Garden  City,  was  the 
guest  speaker  for  the  scientific  program.  Dr. 
Sayers  spoke  on  “Anabolic  Steroids”  on  Thurs- 
day morning  and  on  “Anticoagulant  Therapy” 
on  Friday  afternoon. 

A very  interesting  and  informative  meeting 
and  discussion  was  held. 

We  regret  to  report  the  death  of  Albert  A. 
Biglan,  M.D.,  who  was  secretary  and  delegate 
of  the  Second  District  Branch. 

At  the  meeting  the  following  officers  were 
elected: 

President — John  R.  Ruppe,  Jr.,  M.D.,  Suffolk 

First  Vice-President— Reginald  R.  Steen, 
M.D.,  Nassau 

Second  Vice-President — Melville  G.  Rosen, 
M.D.,  Suffolk 

Secretary — DeWitt  C.  Brown,  M.D.,  Suffolk 

Treasurer — Raymond  F.  Smith,  M.D.,  Nas- 
sau 

Respectfully  submitted, 

Paul  H.  Sullivan,  M.D.,  President 


Fourth  District  Branch 

To  the  House  of  Delegates,  Gentlemen: 

The  annual  combined  meeting  of  the  Third 
and  Fourth  District  Branches  was  held  at  the 
Edison  Club,  Schenectady,  on  October  17, 1964. 

The  meeting,  which  was  one  of  the  best  at- 
tended sessions  in  the  history  of  the  Fourth 
District,  featured  as  its  main  speaker,  Owen  H. 
Wangensteen,  M.D.,  professor  and  chairman  of 
the  Department  of  Surgery  at  the  University  of 
Minnesota  Medical  School.  Dr.  Wangensteen’s 
subject  was  “Hypothermia  in  the  Treatment  of 
Gastric  Ulcers  and  the  Control  of  Active  Upper 
Gastrointestinal  Hemorrhage.”  The  paper  was 
discussed  by  Ray  S.  Crampton,  M.D.,  assistant 
director  of  the  Department  of  Surgery,  Meadow- 
brook  Hospital. 

At  the  annual  dinner  of  the  combined  dis- 
tricts, George  A.  Burgin,  M.D.,  president  of  the 
State  Medical  Society,  discussed  events  con- 
nected with  the  work  of  the  organization  and 
outlined  plans  for  the  future.  Mrs.  Dominic 
R.  Pitaro,  president  of  the  Woman’s  Auxiliary 
to  the  State  Medical  Society,  brought  greetings 
from  that  organization  and  described  its  ac- 
tivities. 

Dr.  Preston  Reynolds  presented  a travelogue 
and  archeologic  description  of  “The  Land  of  the 
Mayas,”  and  ancient,  historic  ruins.  A colored 
moving  picture  of  the  “Land  of  the  Mayas,” 
was  presented  by  Arthur  Q.  Penta,  M.D., 
president  of  the  Fourth  District  Branch.  Over 
180  physicians  and  guests  were  present  for  the 
dinner. 

During  the  business  meeting  which  followed 
the  scientific  session,  the  following  officers  were 
elected  for  the  Fourth  District  Branch: 

President — Arthur  Howard,  M.D.,  Fulton 

First  Vice-President — August  B.  Korkosz, 
M.D.,  Schenectady 

Second  Vice-President— George  D.  Anderson, 
M.D.,  Saratoga 

Secretary — Walter  F.  Harrison,  Jr.,  M.D., 
Warren 

Treasurer — Ralph  E.  Isabella,  M.D.,  Schenec- 
tady 

Delegate — Arthur  Howard,  M.D.,  Fulton 

These  officers  were  elected  for  a two-year 
term.  The  current  officers,  elected  in  1962,  will 
continue  in  their  posts  until  after  the  State 
Society  annual  meeting  in  February,  1965. 

The  Fourth  District  Branch  voted  unan- 
imously to  accept  the  invitation  of  the  Third 
District  Branch  to  meet  with  them  in  1965. 

Respectfully  submitted, 

Arthur  Q.  Penta,  M.D.,  President 

Fifth  District  Branch 

To  the  House  of  Delegates,  Gentlemen: 

The  third  annual  joint  meeting  of  the  Fifth 
and  Sixth  District  Branches  of  the  Medical 
Society  of  the  State  of  New  York  was  held  at  the 
Gideon  Putnam  Hotel,  Saratoga  Springs,  Fri- 
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day,  Saturday,  and  Sunday,  September  11,  12, 
and  13,  1964.  The  Sixth  District  was  the 
official  host  for  the  combined  meeting  and  its 
president,  George  G.  McCauley,  M.D.,  of 
Tompkins  County,  I feel  sure,  will  report  on 
this  extremely  successful  meeting. 

The  Fifth  District  Branch  held  its  annual 
business  meeting  at  11:30  a.m.  on  Saturday, 
September  12,  1964,  chaired  by  William  L. 
Dorr,  M.D.,  of  Cayuga  County,  during  which 
the  branch  unanimously  adopted  revised  and  up- 
dated bylaws.  Plans  were  outlined  for  the 
executive  committee  to  meet  in  the  early  part  of 
March,  1965,  to  arrange  the  program  for  the 
fourth  annual  joint  meeting  to  be  hosted  by  the 
Fifth  District  Branch  at  the  Sagamore  Hotel, 
Lake  George,  the  weekend  following  Labor  Day, 
September  10, 11,  and  12, 1965. 

The  following  slate  of  officers  was  unani- 
mously elected  to  serve  a two-year  term: 

President ■ — Felix  Ottaviano,  M.D.,  Madison 

First  Vice-President — Marcus  S.  Richards, 
M.D.,  Onondaga 

Second  Vice-President — Theodore  J.  Prowda, 
M.D.,  Madison 

Secretary — William  R.  Carson,  M.D.,  St. 
Lawrence 

Treasurer  — Bernard  J.  Hartnett,  M.D., 
Cayuga 

Delegate — Arthur  F.  Gaffney,  M.D.,  Oneida 
Respectfully  submitted, 

Felix  Ottaviano,  M.D.,  President 

Sixth  District  Branch 

To  the  House  of  Delegates,  Gentlemen: 

Official  business  of  the  Sixth  District  Branch 
for  1964  began  with  the  joint  meeting  of  the 
Fifth  and  Sixth  District  Branches  executive 
committees  at  the  Hotel  Syracuse  Country 
House  on  Thursday,  April  23.  The  program 
for  our  third  joint  annual  meeting  at  the  Gideon 
Putnam  Hotel,  Saratoga,  was  high  on  the 
agenda.  Proposals  for  scientific  speakers  and 
forms  of  entertainment  were  reviewed  and  as- 
signments for  contacting  proposed  speakers  and 
guests  were  made.  The  ensuing  months  be- 
tween that  meeting  and  the  annual  meeting  in 
September  were  spent  in  carrying  out  the  recom- 
mendations made  in  Syracuse  including  a visit  to 
Saratoga  and  New  York  City  to  crystallize  our 
plans. 

The  third  combined  annual  meeting  of  the 
Fifth  and  Sixth  District  Branches  began  its 
three-day  stretch  at  the  Gideon  Putnam  on 
September  11.  A caucus  meeting  of  the  dele- 
gates from  our  two  districts  met  that  afternoon 
and  a lively  discussion  of  actions  taken  at  the 
February  meeting  of  the  House  of  Delegates 
followed  as  each  delegate  gave  his  report  pre- 
viously assigned  of  the  work  done  at  that  meet- 
ing of  the  Medical  Society  of  the  State  of  New 
York. 

The  cocktail  party  that  followed  gave  op- 
portunity to  meet  with  our  guests  and  friends 
before  we  met  for  the  buffet  supper.  There 
were  over  200  members  of  our  districts  with 


their  wives  and  guests.  The  group  then  parted 
for  the  early  evening,  some  braving  the  tempta- 
tions of  the  nearby  race  track,  the  others  at- 
tending a movie  in  the  hotel  theatre  building, 
“The  Yum  Yum  Tree.”  The  evening  closed 
with  dancing  and  renewing  old  friendships. 

While  the  golfers  were  up  bright  and  early  the 
next  morning,  the  scientific  meeting  got  under 
way  at  10:00  a.m.  with  a very  interesting  and 
learned  talk  by  Milton  Helpern,  M.D.,  chief 
medical  examiner  of  the  City  of  New  York, 
whose  topic  was  “Official  Investigation  of 
Sudden,  Suspicious,  and  Violent  Death.” 
Dr.  Helpern  heightened  his  talk  with  numerous 
personal  cases  in  which  he  was  involved  and  held 
us  all  attentive  as  he  unravelled  case  after  case 
with  the  thoroughness  and  logic  of  a modern 
Sherlock  Holmes.  In  view  of  the  fact  that  he 
was  flying  to  Paris,  France,  the  next  day,  we 
were  very  grateful  to  him  for  spending  this 
time  with  us  and  increasing  our  respect  for  the 
pathologist  and  his  efforts.  It  is  to  be  noted 
that  108  persons  crammed  the  auditorium  to 
hear  Dr.  Helpern  early  that  morning. 

The  scientific  session  was  then  followed  by 
annual  meetings  of  the  Fifth  and  Sixth  District 
Branches.  Minutes  of  the  last  annual  meeting 
at  Whiteface  Inn,  Lake  Placid,  and  the  joint 
executive  meetings  were  read.  Election  of 
officers  was  not  held  this  year  since  the  present 
incumbents  have  another  year  to  serve. 

Sadly  the  recent  unexpected  and  sudden 
death  of  William  T.  Boland,  M.D.,  was  an- 
nounced and  the  names  of  Drs.  C.  Stewart 
Wallace  of  Ithaca,  Swen  L.  Larson  of  Elmira, 
and  Thomas  M.  Flanagan  of  Norwich  were 
chosen  to  be  submitted  to  the  Council  for  their 
consideration  in  appointing  a successor  to  Dr. 
Boland’s  unexpired  term  on  the  Council  until 
the  next  annual  meeting  of  the  State  Society. 

John  Kalb,  M.D.,  was  appointed  as  the  official 
sixth  district  branch  representative  to  EMPAC. 
An  assessment  to  meet  our  financial  obligations 
for  the  coming  year  was  voted. 

Announcement  was  then  made  that  our  next 
annual  meeting  with  the  Fifth  District  Branch 
would  be  September  10,  11,  and  12,  1965,  at  the 
Sagamore  Hotel,  Lake  George.  A committee 
consisting  of  Drs.  Hugo  Black,  Henry  Marshall, 
and  Jason  Moyer  was  appointed  by  the  presi- 
dent to  revise  the  bylaws  of  the  branch  during 
the  coming  months.  The  president  then  dis- 
cussed the  plans  for  the  coming  year  which 
included  the  implementation  of  our  district 
branch  mediation  committee  and  the  further 
subdivision  of  this  committee  into  areas  to 
minimize  travel  by  the  members  of  this  com- 
mittee unless  the  services  of  the  entire  com- 
mittee were  required  for  a special  case.  Efforts 
for  recruitment  of  physicians  for  rural  areas  that 
might  be  done  in  the  coming  year  were  dis- 
cussed, and  the  president  served  notice  on  the 
respective  county  members  that  he  wished  to 
visit  all  counties  during  his  tenure  of  office. 

The  meeting  adjourned  in  time  for  a buffet 
luncheon  which  was  followed  by  an  afternoon  of 
relaxation  at  golf,  visiting,  shopping  in  town, 
and  touring  nearby  historic  sites. 
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The  annual  banquet  got  under  way  after  a 
cocktail  party  held  in  the  hotel  lobby.  Brief 
messages  were  given  by  our  State  Society 
president,  George  A.  Burgin,  M.D.,  and  Mrs. 
Dominic  R.  Pitaro,  president  of  the  Woman’s 
Auxiliary.  Then  followed  the  talk  of  our  guest 
speaker,  Dr.  George  H.  Healey,  professor  of 
English  and  curator  of  rare  books  at  Cornell 
University,  who  traced  with  amusing  levity 
where  we  obtained  our  names.  This  was  fol- 
lowed by  a unique  presentation  of  the  “Psycho- 
dynamics of  Folk  Singing.”  Drs.  R.  Green  and 
W.  Spradlin,  two  psychiatrists  at  the  Veterans 
Administration  Hospital  in  Durham,  North 
Carolina,  with  Dr.  James  Mallory,  one  of  their 
residents,  and  his  wife  gave  a demonstration  of 
the  evolution  of  the  folk  song  which  certainly 
put  a “hill  billy”  color  on  the  meeting.  This 
was  concluded  by  a rendition  of  their  own 
making  about  a mountain  lass  who  was  weaned 
on  mountain  dew  and  the  subsequent  physio- 
logic and  pathologic  conditions  that  preceded 
her  most  positive  morbidity. 

On  Sunday  morning  films  previously  obtained 
from  the  A.M.A.  dealing  with  relationships  of 
the  county  medical  societies,  district  branches, 
and  state  societies  to  each  other  were  shown. 
After  our  noontime  meal  with  many  promises  to 
meet  again  our  very  happy  and  successful  meet- 
ing came  to  an  end,  and  we  are  already  looking 
forward  to  our  meeting  next  year. 

On  September  15  your  president  started  his 
first  official  visit  throughout  the  district  branch 
by  being  the  guest  of  the  Chenango  County 
Medical  Society  at  the  meeting  at  the  Canasa- 
wacta  Country  Club  in  Norwich.  On  September 
21  an  official  visit  was  made  to  your  president’s 
“home”  county  medical  society  at  Ithaca  at  a 
meeting  held  at  Mallott  Hall,  Cornell  Univer- 
sity. Discussion  of  programs  under  way  and 
contemplated  were  had  with  the  respective 
county  society  officers  and  were  endorsed  and 
applauded  by  your  president. 

Again  on  October  7 the  delegates  of  the 
Fifth  and  Sixth  District  Branches  met  at  the 
Twin  Pond  Country  Club,  Utica,  for  another 
caucus  meeting,  and  the  reports  and  business 
that  had  to  be  tabled  because  of  time  in  Septem- 
ber were  finished  and  acted  on.  Arrangements 
for  our  meeting  in  February  at  the  Annual 
Convention  of  the  Medical  Society  of  the  State 
of  New  York  were  completed. 

Respectfully  submitted, 

George  G.  McCauley,  M.D.,  President 

Seventh  District  Branch 

To  the  House  of  Delegates,  Gentlemen : 

The  joint  meeting  of  the  Seventh  and  Eighth 
District  Branches  at  the  Concord  Hotel  October 
1 to  4,  1964,  culminated  a year  of  considerable 
activity  for  the  Seventh  District  Branch. 
Clearly  the  highlight  of  the  year,  this  meeting 
brought  record  attendance  with  a total  registra- 
tion of  374,  148  of  whom  represented  our  own 
district.  This  undoubtedly  was  made  possible 
by  the  very  excellent  scientific  sessions  on 


“Psychiatry  in  Everyday  Practice”  and  “Chest 
Diseases,”  and  the  excellent  facilities  available 
at  the  Concord. 

General  items  of  interest  at  the  meeting 
featured  a caucus  with  the  Eighth  District 
Branch  to  discuss  problems  of  mutual  concern. 
A review  of  the  State  Society’s  legislation 
program,  and  concern  over  the  encroachment  of 
government  into  the  private  practice  of  medi- 
cine, with  the  need  to  communicate  such  prob- 
lems to  higher  headquarters  at  the  earliest  pos- 
sible moment,  were  among  items  debated.  A 
joint  caucus  room  with  the  Eighth  District 
Branch  at  the  Annual  Convention  of  the  State 
Medical  Society  next  February  was  approved. 
Announcement  was  made  that  improved  com- 
munications exist  between  the  State  Society  and 
its  component  societies. 

Those  present  favored  another  combined 
meeting  with  the  Eighth  District  Branch  next 
year  and  consideration  of  a location  already  has 
begun. 

At  the  annual  dinner,  greetings  were  expressed 
by  Mrs.  Wayne  Templer,  Seventh  District 
Branch  councillor  to  the  Woman’s  Auxiliary, 
and  by  George  A.  Burgin,  M.D.,  our  State 
Society  president.  Many  thanks  were  ex- 
pressed to  the  program  committee  for  the  success 
of  this  first  joint  meeting.  The  committee  in- 
cluded Drs.  Vincent  I.  Bonafede,  Milton  Tully, 
Ralph  C.  Parker,  Jr.,  Joseph  Asin,  and  M. 
Edgerton  Deuel,  all  of  whom  represented  the 
Seventh  District  Branch. 

Turning  to  other  events — a special  meeting  of 
your  advisory  council  in  November,  1963, 
initiated  the  busy  year  recently  drawn  to  a 
close.  The  council  met  to  discuss  the  im- 
minence of  physician  exemption  for  1963  on  a 
Keogh  plan  proposal.  A plan  for  accidental 
death  and  dismemberment  insurance  was  ap- 
proved for  individual  presentation  to  the 
membership,  as  was  a second  proposal  for  a 
group  annuity  contract  especially  designed  for 
Keogh  retirement  plans. 

The  branch  presently  is  studying  and  in- 
vestigating the  value  of  handling  grievances  on 
the  district  branch  rather  than  county  society 
level.  The  intent  is  to  create  an  advisory  com- 
mittee or  board  at  this  level,  to  lend  weight  and 
assistance  to  each  county  society  in  order  to 
create  an  impersonal  perspective  and  obviate 
personal  involvement,  at  least  during  the  in- 
vestigative phase.  The  branch  would  not  as- 
sume authority  or  disrupt  existing  procedures, 
but  play  an  adjunctive  role,  if  a need  for  this  can 
be  established. 

The  public  relations  project  proposed  by  the 
State  Medical  Society,  involving  material  to  be 
supplied  for  a weekly  newspaper  column  and  a 
series  of  advertisements  to  run  under  the  spon- 
sorship of  the  branch,  has  evoked  mixed  re- 
sponse and  further  study  was  urged,  to  be  re- 
ported at  a later  date.  Under  new  business,  the 
forthcoming  State  Society  Annual  Convention 
was  discussed  and  a resolution  on  the  endorse- 
ment of  the  EMPAC  was  forwarded. 

We  heard  Charles  R.  Harris,  M.D.,  report  on 
hospital  planning,  which  he  felt  could  be  sub- 
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stantially  improved  by  greater  participation  on 
the  part  of  the  practicing  physicians.  Included 
in  his  report  were  the  factors  contributing  to  the 
need  for  planning  growth,  of  demands  on 
medical  facilities  and  the  emanation  of  such 
organizations  as  the  Regional  Review  and  Plan- 
ning Council,  Rochester  Regional  Hospital 
Council,  and  Patient  Care  Planning  Council. 
The  progress  of  hospital  planning  in  Monroe 
County  was  outlined,  which  indicates  a wide- 
awake attitude  by  physicians  affected.  At  this 
meeting  Robert  F.  Korns,  M.D.,  currently  em- 
ployed by  the  State  Health  Department  in  the 
field  of  research  and  methodology  in  the  evalua- 
tion of  medical  care,  noted  legislation  passed 
last  year  changing  the  public  health  law.  This 
gives  the  health  commissioner  authority  to 
engage  in  medical  audits  aimed  at  reducing 
morbidity  and  mortality,  and  in  upgrading  the 
quality  of  medical  care.  This  was  actually  seen 
as  an  assessment  of  the  quality  of  medical  care 
and  as  an  education  process.  Hope  was  ex- 
pressed for  voluntary  participation  by  the 
hospitals  in  this  region  in  order  that  a meaning- 
ful study  can  be  done. 

Support  of  “Operation  Hometown”  was  urged 
with  the  belief  that  labor  cannot  be  expected  to 
reduce  its  efforts  to  obtain  Social  Security- 
financed  medical  care  for  the  aged.  Mr. 
Donald  R.  Robertson,  executive  director  of  Blue 
Shield,  indicated  that  Genesee  Valley  Medical 
Care  would  shortly  consider  a request  to  in- 
crease family  income  levels.  The  6 per  cent  in- 
crease was  put  into  effect,  but  the  family  income 
level  was  not  raised. 

The  length  and  breadth  of  this  report  has  in- 
dicated a most  interesting  and  challenging  year 
for  the  Seventh  District  Branch.  It  portends 
another  busy  year  ahead.  As  your  president,  I 
am  appreciative  of  the  assistance  offered  me  by 
our  executive  secretary,  Mr.  Donald  M.  Irish, 
the  efforts  of  our  advisory  council  and  woman’s 
auxiliary,  the  attention  given  our  problems  by 
the  State  Medical  Society’s  field  representative, 
Mr.  Harry  Dexter,  and  to  the  support  offered 
by  the  membership  at  large. 

Respectfully  submitted, 

Joseph  J.  Kaufman,  M.D.,  President 

Eighth  District  Branch 

To  the  House  of  Delegates,  Gentlemen : 

The  annual  meeting  of  the  Eighth  District 
Branch  of  the  Medical  Society  of  the  State  of 
New  York  was  held  October  1 to  4,  1964,  at 
Kiamesha  Lake,  in  conjunction  with  the  annual 
meeting  of  the  Seventh  District  Branch. 

The  annual  session  served  as  an  exchange  of 
information  on  a number  of  issues  of  importance 
to  the  practice  of  medicine,  including  a full 
discussion  of  regional  hospital  planning;  a 
review  of  legislative  activity.  State  and  Federal; 
in  addition  to  two  scientific  sessions.  The 
first  session,  entitled  “Psychiatry  in  Everyday 
Practice”  was  presented  by  the  following: 
Otto  F.  Thaler,  M.D.,  Rochester,  who  spoke  on 


“The  Recognition  of  the  Depressed  Patient”; 
S.  Mouchly  Small,  M.D.,  Buffalo,  on  “Emo- 
tional Interrelationships  Between  Doctor  and 
Patient”;  and  M.  Ralph  Kaufman,  M.D.,  New 
York  City,  on  “Incidence  of  Psychiatric  Condi- 
tions of  Nonpsychiatric  Departments  in  General 
Hospitals.” 

The  second  session  on  chest  diseases  was 
conducted  by  Theodore  H.  Noehren,  M.D., 
Buffalo,  who  spoke  on  “Hyperventilation  in 
Patients  with  Pulmonary  Emphysema”;  Harold 
A.  Lyons,  M.D.,  Brooklyn,  “Present  Concepts 
and  Management  of  Pulmonary  Emphysema”; 
Ben  V.  Branscomb,  M.D.,  Birmingham,  Ala- 
bama, “The  Prevention  and  Management  of 
Postoperative  Pulmonary  Complications.” 
The  three  joined  in  a panel  discussion  on  “The 
Management  of  Acute  Respiratory  Failure.” 

The  annual  dinner  meeting  on  Saturday, 
October  4,  was  attended  by  356  physicians, 
wives,  and  guests,  including  the  president  of  the 
Medical  Society  of  the  State  of  New  York  and 
his  wife.  Dr.  and  Mrs.  George  A.  Burgin. 

Earlier  in  the  year,  a dinner  meeting  with  area 
legislators  was  held  at  the  Charterhouse  Motel, 
in  Buffalo,  where  legislation  activity  was  re- 
viewed and  considerable  exchange  of  informa- 
tion ensued.  The  advisory  council  met  on 
another  occasion  and  adopted  a proposal  for 
the  establishment  of  a group  retirement  plan 
under  the  Keogh  law.  The  advisory  council 
endorsed  this  plan  to  the  Eighth  District  Branch 
members  for  their  individual  consideration. 

During  the  1964  Annual  Convention  of  the 
Medical  Society  of  the  State  of  New  York, 
delegates  and  officers  in  the  Eighth  District 
Branch  together  with  delegates  and  officers  in 
the  Seventh  District  Branch  met  several  times 
daily  in  caucus,  and  it  is  anticipated  that  these 
hospitality  and  caucus  arrangements  will  be 
repeated  on  the  occasion  of  each  annual  meeting 
of  the  Medical  Society  of  the  State  of  New  York. 

Officers  and  key  representatives  of  county 
medical  societies  in  the  Seventh  and  Eighth 
District  Branches  were  invited  to  the  second 
regional  conference  sponsored  by  the  Public 
Relations  Committee  and  the  Commission  on 
Public  and  Professional  Affairs  of  the  State 
Society  held  on  October  29,  1964,  in  Batavia. 
Much  information  was  presented  on  State  and 
Federal  legislation,  hospital  regional  planning, 
Medical  Assistance  to  the  Aging  programs,  and 
medical  society  community  service  projects. 

We  are  indeed  indebted  to  the  staff  and  of- 
ficers of  the  State  Society  for  this  intensive 
effort,  and  to  the  House  of  Delegates  for  its 
continued  support  of  district  branch  activity. 

Respectfully  submitted, 

John  D.  Naples,  M.D.,  President 


Ninth  District  Branch 

To  the  House  of  Delegates,  Gentlemen: 

The  Ninth  District  Branch  held  its  annual 
meeting  on  February  10,  1964,  at  the  Americana 
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in  New  York  City,  with  Frank  E.  Ciancimino, 
M.D.,  president,  presiding. 

Acknowledgment  was  made  to  Florian  Yan- 
dell,  M.D.,  Rockland,  chairman  of  public  rela- 
tions, for  the  arrangements  for  the  excellent 
program  held  at  the  Hilton  Inn,  Tarrytown,  on 
January  10,  1964,  at  which  Edward  R.  Annis, 
M.D.,  president  of  the  American  Medical  As- 
sociation, spoke  on  some  of  the  current  problems 
confronting  the  medical  profession  of  the 
United  States.  We  were  honored  also  by  the 
presence  of  William  L.  Wheeler,  Jr.,  M.D., 
State  Society  president,  who  gave  an  interesting 
presentation  in  his  usual  genial  manner.  The 
luncheon  meeting  was  well  attended;  the 
speeches  and  discussion  that  followed  were  in- 
formative and  spirited. 

At  the  annual  meeting  of  the  branch  on 
February  10,  the  question  of  delegate  to  the 
A.M.A.  was  discussed.  It  was  pointed  out  that 
the  majority  of  candidates  for  A.M.A.  delegate 
who  were  successful  in  the  election  had  pre- 
viously held  offices  in  the  State  Society. 

The  resignation  for  medical  reasons  of 
Nathaniel  T.  Keyes,  M.D.,  as  first  vice-presi- 
dent of  the  branch,  was  accepted  with  regret 
and  appropriate  acknowledgment  made  to  Dr. 
Keyes.  The  Medical  Society  of  the  County  of 
Orange  nominated  Irving  Weiner,  M.D.,  to 
represent  Orange  County;  according  to  our 
bylaws,  the  latest  appointee  will  assume  the 
office  of  treasurer. 

Officers  for  the  year  1964-1965  are  as  follows: 

President — Frank  E.  Ciancimino,  M.D., 
Rockland 

First  Vice-President — E.  J.  Lusardi,  M.D., 
Putnam 

Second  Vice-President — A.  H.  Diedrick,  M.D., 
Westchester 

Secretary — S.  N.  Miller,  M.D.,  Dutchess 

Treasurer — Irving  Weiner,  M.D.,  Orange 

A communication  was  read  from  Group 
Health  Insurance,  Inc.,  in  which  its  board  of 
directors  invited  the  Ninth  District  Branch  to 
sit  in  to  observe  its  meetings,  continuing  the 
practice  in  effect  the  year  before.  Your  presi- 
dent attended  the  earlier  meetings  as  unofficial 
observer  and  has  continued  to  do  so  since  the 
renewal  of  the  invitation.  These  meetings 
have  been  well  attended;  it  is  obvious  that  GHI 
is  progressing  and  continuing  to  expand  its 


services  and  to  cooperate  fully  with  the  medical 
profession  in  the  State  of  New  York,  and  at 
present  in  New  Jersey. 

According  to  the  State  Society  Bylaws,  a 
grievance  committee  was  appointed  by  the 
branch  president,  but  did  not  have  occasion  to 
function  this  year.  Grievance  committees  are 
recommended  by  the  State  Society,  either  at  the 
county  society  or  district  branch  level,  as  a 
means  of  improving  relationships  between 
doctors  of  medicine  and  their  patients.  The 
committee  consisting  of  Dr.  Diedrick,  chairman, 
and  Dr.  Miller  was  appointed  but  did  not  have 
reason  to  meet. 

The  president  has  visited  his  home  county 
society  of  Rockland  and  observed  its  excellent 
program  for  1964.  Rockland  has  projected  an 
oral  immunization  program  in  cooperation  with 
its  public  health  committee,  its  excellent  chair- 
man, Fred  Graziano,  M.D.,  of  Nanuet,  and 
Lederle  Laboratories,  Pearl  River.  At  the 
first  session,  a very  successful  one,  over  50,000 
patients  received  oral  immunization  vaccine. 
This  was  done  throughout  the  county  in  various 
schools  on  a Sunday  afternoon,  and  many 
physicians  and  members  of  the  county  society, 
and  nurses,  as  well  as  members  of  allied  profes- 
sions, including  banking,  participated  and  con- 
tributed gratuitously  of  their  time  and  skills. 

A neighboring  county  medical  society  will  be 
visited  in  November,  and  in  December  and 
January,  it  is  proposed  to  visit,  according  to  the 
recommendation  of  the  Society  secretary, 
Orange,  Dutchess,  and  Westchester.  The 
secretaries  of  these  county  medical  societies 
have  been  kind  enough  to  invite  the  president  to 
their  meetings. 

At  this  time  your  president  wishes  to  extend 
his  thanks  and  appreciation  to  Henry  I.  Fine- 
berg,  M.D.,  State  Society  executive  vice- 
president,  for  his  cooperation,  and  to  Guy  D. 
Beaumont,  director  of  the  Communications 
Division,  for  his  fine  assistance  in  matters  of 
publication  and  communication  with  the  mem- 
bers of  the  component  societies.  Appreciation 
is  also  extended  to  Dr.  Diedrich  for  his  excellent 
minutes  and  work  as  secretary  of  the  Ninth 
District  Branch  during  the  past  year. 

Respectfully  submitted, 

Frank  E.  Ciancimino,  M.D.,  President 


344  New  York  State  Journal  of  Medicine  / January  15,  1965 


Rural  Medical  Service 


To  the  House  of  Delegates,  Gentlemen : 

The  Committee  on  Rural  Medical  Service  is  as 


follows: 

Edward  C.  Hughes,  M.D., 

Chairman Onondaga 

Thurston  L.  Keese,  M.D Onondaga 

Hugh  McChesney,  M.D Oswego 

LaVerne  E.  Campbell,  M.D Cayuga 

Donald  C.  Walker,  M.D Schenectady 

Bert  Ellenbogen,  Adviser Tompkins 

James  J.  Quinlivan,  M.D.,  New  York 
State  Department  of  Health, 

Adviser Albany 


The  Rural  Medical  Service  Committee  has 
been  studying  the  problem  of  the  shortage  of 
physicians  in  rural  areas  of  New  York  State  for 
several  years.  During  this  time  many  at- 
tempts have  been  made  by  the  committee  to 
establish  criteria  and  bases  of  future  programs 
which  would  solve  the  problem.  A survey 
concerning  the  distribution  of  medical  personnel 
to  meet  the  changing  population  of  the  rural 
areas  was  completed  in  spot  counties  of  the 
State.  * 

During  these  years,  the  chairman  has  dis- 
cussed the  problem  by  telephone  and  in  person 
with  interested  individuals  in  many  areas  of  the 
State,  editors  of  various  newspapers  throughout 
the  State  who  have  written  rather  extensively 
about  the  shortage,  officials  of  various  farm 
organizations,  and  other  groups  of  citizens  who 
are  incorporating  in  their  area  to  obtain  a 
physician.  He  also  has  met  with  the  members 
of  the  Associated  Industries  of  New  York  State, 
Inc.,  and  the  New  York  State  Farm  Bureau  in 
hopes  that  financial  support  from  these  groups 
could  be  obtained  to  start  a definitive  program. 
The  problems  have  been  discussed  with  several 
deans  of  upstate  medical  centers  for  their  sug- 
gestions. 

The  chairman  of  the  committee  has  also 
served  on  the  medical  advisory  board  of  the 
Sears-Roebuck  Foundation  which  has  been  at- 
tempting to  solve  the  problem  by  establishment 
of  clinics  for  general  practitioners  in  areas 
throughout  the  State  where  the  need  has  been 
great.  They  have  provided  facilities  and/or 
doctors  for  88  communities  in  the  United  States 
and  are  in  the  process  of  surveying  many  others. 
The  chairman  of  the  committee  has  been  in- 
strumental in  arranging  various  surveys  which 
resulted  in  the  establishment  of  5 such  clinics 
in  New  York  State.  He  was  also  privileged  to 
represent  the  medical  advisory  board  of  the 
Sears-Roebuck  Foundation  and  the  American 
Medical  Association  at  the  dedication  cere- 
monies of  these  clinics.  There  are  4 or  5 other 
areas  in  upstate  New  York  which  are  being 
studied  at  the  present  time  and  are  completing 
surveys  of  their  areas. 

* Ellenbogen,  B.,  Hay,  D.,  and  Larson,  O.:  “Changes  in 
the  Availability  and  Use  of  Health  Resources  in  Two  Central 
New  York  Counties,  1949  and  1957.” 


Criteria.  Information  received  and  ana- 
lyzed from  these  various  sources  has  helped  the 
committee  to  establish  certain  criteria  and 
opinions  which  must  be  considered  if  the  prob- 
lem of  the  physician  shortage  is  to  be  solved  in 
this  State. 

1.  The  committee  has  found  that  there  is  a 
lack  of  understanding  in  the  lay  mind  of  the 
relationship  between  the  Medical  Society  of  the 
State  of  New  York  and  the  medical  colleges  of 
the  State.  Citizens  of  these  areas  cannot  under- 
stand why  the  problem  cannot  be  remedied  by 
the  combined  efforts  of  the  Society  together  with 
the  medical  colleges. 

2.  The  committee  has  observed  that  the 
medical  colleges,  although  not  emphasizing 
general  practice  in  their  curriculum,  do  not  out- 
rightly  discourage  such  practice.  The  courses 
in  the  medical  colleges  all  are  taught  by  teachers 
who  are  interested  in  special  fields  of  medicine, 
each  attempting  to  make  his  course  the  best  of 
the  curriculum.  This  cannot  be  condemned. 
However,  there  are  no  courses  where  general 
practice  can  influence  a student  to  go  in  this 
direction.  Medical  colleges  should  be  made 
aware  of  the  shortage  of  physicians  in  this  field 
of  medicine  and  be  encouraged  to  provide  train- 
ing courses  in  general  practice.  It  should  be 
the  responsibility  of  the  colleges  to  provide 
enough  such  trained  physicians  to  cover  these 
areas  of  New  York  State. 

3.  It  is  the  considered  opinion  of  the  com- 

mittee that  the  most  important  reasons  for  the 
shortage  of  physicians  in  rural  areas  arises  in  the 
rural  areas  themselves,  and  they  can  be  listed  as 
follows:  (a)  Lack  of  clinical  facilities;  ( b ) 

long  working  hours  doing  the  minor  problems 
of  the  practice  of  medicine;  (c)  inability  to  keep 
up  with  the  fast  pace  of  medical  education  and 
new  advances  of  medicine — having  no  time  to 
read,  attend  meetings,  and  so  forth;  ( d ) lack  of 
appointments  in  hospitals  in  nearby  cities; 
(e)  dissatisfaction  of  the  doctors’  wives  with  life 
in  a smaller  community;  (/)  lack  of  educational 
stimuli  generally  found  around  hospitals,  medi- 
cal centers,  and  clinics;  ( g ) the  many  miles  of 
travel  making  calls  in  their  area.  This  factor, 
however,  is  becoming  a minor  problem  because 
many  patients  now  will  come  to  the  physician’s 
office;  (h)  inability  to  complete  a diagnosis  and 
fulfill  the  satisfaction  of  complete  treatment. 

It  is  apparent  that  income  has  nothing  to  do 
with  the  dissatisfaction  of  practice  in  rural  areas. 

New  Approach.  From  the  material  which 
has  been  accumulated,  it  is  apparent  that  a new, 
dynamic  approach  to  the  problem  of  solving 
the  physician  shortage  must  be  established. 
The  committee  proposes  that  the  following 
definite  steps  be  taken: 

1.  The  Medical  Society  of  the  State  of  New 
York  must  take  the  leadership  in  planning  this 
program.  Providing  medical  care  for  the  people 
of  the  State  of  New  York  should  be  the  most 
important  function  of  the  Society. 
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2.  A new,  modem  type  of  medical  practice 
should  be  carefully  planned  and  adopted.  Such 
practice  should  be  worked  out  in  cooperation 
with  the  medical  colleges  of  the  State. 

3.  An  economic  and  geographic  survey 
should  be  made  of  the  areas  where  physicians  are 
reported  to  be  needed.  This  evaluation  would 
indicate  whether  or  not  such  areas  properly 
could  support  a physician.  Although  such 
economic  surveys  are  available  in  large  cities, 
they  cannot  be  found  in  areas  where  the  physi- 
cian shortage  is  demonstrated. 

4.  That  the  communities  themselves  should 
participate  in  procedures  necessary  to  obtain 
physicians  for  their  areas. 

Medical  Society  Responsibility. 

The  committee  believes  that  it  is  impractical 
and  unwise  medically  to  try  to  locate  lone 
practitioners  in  rural  and  urban  areas  of  New 
York  State.  Experience  has  shown  that  over- 
worked physicians  do  not  remain  long  in  general 
practice.  Also,  they  cannot  keep  up  with  the 
changes  in  medicine  and  related  sciences. 
Provision  must  be  made  for  these  physicians  to 
get  a reasonable  amount  of  rest  and  leisure  to 
allow  them  to  conserve  their  health  and  keep 
abreast  of  medical  advances. 

The  committee  recommends,  therefore,  that 
the  Medical  Society  efforts  to  place  physicians  in 
practice  should  be  reserved  for  communities 
which  can  support  the  services  of  at  least  two 
physicians.  Smaller  communities,  not  able  to 
support  two  physicians,  should  be  encouraged 
to  work  out  local  arrangements  for  quick  trans- 
fer of  their  ill  and  injured  by  ambulance  to  the 
nearest  hospital,  and  for  training  the  ambulance 
staff  in  first  aid  and  in  the  competent  handling 
of  acute  medical  emergencies.  Such  problems 
could  be  worked  out  by  the  Rural  Medical 
Service  Committee. 

1.  The  Medical  Society  of  the  State  of  New 
York  should  hire  a full-time  experienced  survey 
director  to  make  an  economic,  trade,  and  social 
type  survey  of  areas  of  the  State  where  a 
physician  is  desired.  It  will  likely  be  found  that 
many  of  these  areas  could  not  support  two 
physicians.  However,  several  areas  might  be 
combined  to  assure  giving  a wider  area  for 
service  and  more  comprehensive  medical  care. 

The  Council,  during  the  past  year,  has  ap- 
proved the  appointment  of  an  individual  to 
serve  in  this  capacity  but  has  not  allowed  funds 
for  salary  or  expenses.  The  committee  recom- 
mends that  the  Council  approve  the  necessary 
funds. 

If  it  is  not  possible  to  get  a direct  appropria- 
tion of  Medical  Society  funds,  the  committee 
recommends  that  the  Medical  Society  seek  the 
necessary  funds  through  a grant  from  the 
Empire  State  Medical,  Scientific  and  Educa- 
tional Foundation  or  other  appropriate  source. 
It  is  believed  that  this  type  of  program  might 
also  be  eligible  for  Federal  grant  funds  for 
health  purposes  or  for  Federal  funds  appro- 
priated under  the  Economic  Development  Act. 

2.  The  Rural  Medical  Service  Committee 
would  serve  as  the  consulting  committee  for  the 


surveys  and  assist  the  communities  in  evaluating 
the  reports. 

3.  It  may  be  necessary  for  a separate  sub- 
committee to  be  appointed  to  assist  the  Rural 
Medical  Service  Committee  to  obtain  physicians 
for  the  areas  after  the  survey  has  been  completed 
and  the  community  has  been  found  to  be  able  to 
support  two  or  more  physicians. 

A continuing  function  of  the  Rural  Medical 
Service  Committee  would  be:  (a)  To  study 

periodically  the  status  of  general  practice  in  New 
York  State;  ( b ) to  propose  different  patterns  of 
general  practice;  (c)  to  discuss  such  plans  with 
the  deans  of  medical  colleges  of  our  State. 

Consideration  should  be  given  to  office 
grouping  of  physicians  depending  on  the  areas 
and  geographic  location  to  medical  centers  and 
hospitals.  The  committee  should  encourage 
and  arrange  for  the  physicians  it  locates  in 
practice  to  receive  postgraduate  education  in  the 
nearby  medical  centers,  medical  colleges,  and 
hospitals  and  for  them  to  share  their  experience 
with  medical  students,  interns,  and  residents. 
The  committee  would  also  assist  in  obtaining 
hospital  privileges  for  the  physicians  it  helps  to 
locate. 

Success  in  finding  suitable  physicians  for 
locating  in  practice  under  this  proposal  would 
depend  largely  on  the  assistance  given  by 
physician  members  of  the  Medical  Society  of  the 
State  of  New  York,  deans  of  the  medical  col- 
leges, and  heads  of  hospitals,  as  well  as  from  the 
American  Medical  Association  and  the  Sears- 
Roebuck  Foundation.  Advertising  in  medical 
journals  and  bulletins  would  also  be  necessary. 

Community  Responsibility. 

1.  The  survey  director  would  assemble  lead- 
ing citizens  of  the  area  to  discuss  with  them  the 
procedures  which  are  necessary  for  the  com- 
munity to  follow  in  order  to:  (a)  get  a survey 
made,  and  ( b ) obtain  physicians. 

2.  Under  the  guidance  of  the  survey  director 
and  the  Rural  Medical  Service  Committee,  each 
community  would  form  a board  of  directors 
having  the  following  functions: 

(a)  Discuss  the  problem  and  seek  advice  and 
approval  from  physicians  of  the  immediate  and 
surrounding  areas  and  obtain  their  support. 

(b)  Actively  direct  the  survey  of  the  com- 
munity. This  includes  evaluating  the  economic 
condition  of  the  area,  social  development  of  the 
community,  trade  and  travel  routes,  potential 
for  community  expansion,  accessibility  by 
travel,  and  likely  income  for  the  physicians. 

(c)  Assess  facilities  already  present  in  the 
area  for  desirable  office,  relationship  to  hospitals, 
hospital  appointments,  and  so  forth. 

(d)  Instigate,  promote,  and  complete  a fund- 
raising campaign  to  raise  money  for  the  con- 
struction of  adequate  office  space  and  clinic 
facilities  for  two  or  more  physicians.  Money 
subscribed  to  this  fund  would  generally  be  on  a 
loan  basis,  the  subsidies  being  reimbursed  within 
a period  of  a few  years  without  interest. 

(e)  Investigate  and  consult  with  the  Sears- 
Roebuck  Foundation  with  respect  to  plans, 
building  costs,  and  construction  of  units.  The 
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Sears-Roebuck  Foundation  does  not  recommend 
the  bringing  in  of  outside  workmen.  Most  of 
the  contracts  should  be  let  to  local  merchants, 
builders,  and  laborers,  thereby  keeping  the 
project  within  the  community  limits  whenever 
possible. 

(/)  Seek,  with  the  advice  of  the  Rural  Medical 
Service  Committee,  physicians  for  the  area. 
This  should  be  done  in  cooperation  with  the 
county  medical  society,  physicians  in  the  im- 
mediate and  surrounding  areas,  and  the  Ameri- 
can Medical  Association. 

It  is  believed  that  this  proposal,  which  in- 


volves the  Medical  Society  of  the  State  of  New 
York,  local  communities,  and  medical  colleges, 
would  be  a step  forward  in  helping  solve  the 
shortage  of  physicians  in  some  areas  of  our 
State.  The  involvement  of  the  citizens  of  the 
community  in  the  survey  gets  them  interested  in 
medicine  in  general  and  in  all  aspects  of  obtain- 
ing medical  services  for  their  area.  This  helps 
them  gain  understanding  for  supporting  the 
decisions  reached  and  is  in  keeping  with  the 
American  tradition  of  solving  community  needs. 

Respectfully  submitted, 

Edward  C.  Hughes,  M.D.,  Chairman 
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Domenick  Mario  Catoggio,  M.D.,  of  Long 
Island  City,  died  on  August  20,  1964,  at  the  age 
of  fifty-nine.  Dr.  Catoggio  graduated  from 
Long  Island  College  Hospital  Medical  School  in 
1928.  He  was  a member  of  the  Medical  Society 
of  the  County  of  Queens,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American 
Medical  Association. 

Robert  Stephen  Cleaver,  M.D.,  of  Brewster, 
died  on  October  29,  1964,  at  the  age  of  seventy- 
three.  Dr.  Cleaver  was  graduated  from  Cornell 
University  Medical  College  in  1916  and  served 
overseas  during  World  War  I with  the  U.S. 
Army  Medical  Corps.  He  had  served  as 
coroner  of  Putnam  County  for  forty-five  years. 
Dr.  Cleaver  was  a member  of  the  Putnam 
County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American 
Medical  Association. 

Reginald  Conklin,  M.D.,  of  New  York  City, 
died  on  December  4,  1964,  at  his  office  at  the 
age  of  sixty-three.  Dr.  Conklin  was  graduated 
from  Columbia  University  College  of  Physicians 
and  Surgeons  in  1928  and  interned  at  St.  Luke’s 
Hospital.  He  was  an  associate  attending 
physician  in  metabolism  at  St.  Luke’s  Hospital. 
Dr.  Conklin  was  a member  of  the  New  York 
Academy  of  Medicine,  the  New  York  State 
Society  of  Internal  Medicine,  the  New  York 
County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medi- 
cal Association. 

Joseph  Lewi  Donhauser,  M.D.,  of  Albany, 
died  on  December  1,  1964,  at  the  Albany 
Veterans  Administration  Hospital  at  the  age  of 
eighty-one.  Dr.  Donhauser  was  graduated 
from  Albany  Medical  College  in  1907  and  served 
during  World  War  I with  the  U.S.  Army  Medical 
Corps  in  France.  Dr.  Donhauser  had  served  on 
the  faculty  of  Albany  Medical  College  from  1909 
until  1945,  when  he  retired  as  associate  professor 
of  surgery.  He  was  a senior  attending  surgeon 
at  Albany  Medical  Center  Hospital  and  a con- 
sulting surgeon  at  the  Veterans  Administration 
Hospital.  A Fellow  of  the  American  College  of 
Surgeons,  Dr.  Donhauser  was  a member  of  the 
Albany  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Charles  Augustus  Felton,  M.D.,  of  Syracuse, 
died  on  October  17,  1964,  at  the  age  of  eighty- 
nine.  Dr.  Felton  was  graduated  from  Syracuse 
University  College  of  Medicine  in  1898  and  had 


practiced  in  Syracuse  since  1903.  For  eighteen 
years  he  had  served  as  medical  examiner  for  the 
Prudential  Insurance  Company  and  for  several 
fraternal  organizations.  Dr.  Felton  was  a 
member  of  the  Onondaga  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Otto  Gersuny,  M.D.,  of  Jackson  Heights  and 
New  York  City,  died  on  July  14,  1964,  at  the 
age  of  seventy-four.  Dr.  Gersuny  received  his 
medical  degree  from  the  University  of  Vienna  in 
1914.  He  was  an  adjunct  pediatrician  at 
Grand  Central  Hospital.  Dr.  Gersuny  was  a 
member  of  the  Queens  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Sidney  Valentine  Haas,  M.D.,  of  Peekskill, 
formerly  of  New  York  City,  died  on  November 
30,  1964,  at  St.  Mary’s  Hospital,  Orange,  New 
Jersey,  at  the  age  of  ninety-four.  Dr.  Haas  was 
graduated  from  Columbia  University  College  of 
Physicians  and  Surgeons  in  1895  and  interned  at 
The  Mount  Sinai  Hospital.  Professor  of 
pediatrics  and  director  of  pediatrics  at  New 
York  Polyclinic  Hospital  from  1934  to  1959,  he 
pioneered  treatment  for  childhood  diseases, 
developing  the  banana  diet  in  the  treatment  of 
celiac  disease  and  the  atropine  treatment  for 
colic.  Dr.  Haas  was  consulting  pediatrician  at 
New  York  Polyclinic,  Harlem,  and  Lebanon 
Hospitals.  A Diplomate  of  the  American 
Board  of  Pediatrics,  he  was  a member  of  the 
New  York  Academy  of  Medicine,  the  New  York 
County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medi- 
cal Association. 

J.  Swift  Hanley,  M.D.,  of  New  York  City,  died 
on  November  26,  1964,  in  Melbourne,  Australia, 
at  the  age  of  sixty-nine.  Dr.  Hanley  was 
graduated  from  Queens  University  Faculty  of 
Medicine,  Kingston,  Ontario,  in  1919,  and  in- 
terned at  Bellevue  Hospital.  He  was  clinical 
professor  of  otolaryngology  at  New  York  Uni- 
versity Medical  School,  executive  surgeon  in 
otolaryngology  and  consultant  in  otolaryn- 
gologic research  at  the  New  York  Eye  and  Ear 
Infirmary,  and  consulting  otologist  at  French 
Hospital.  A Diplomate  of  the  American  Board 
of  Otolaryngology  and  a Fellow  of  the  American 
College  of  Surgeons,  Dr.  Hanley  was  a member 
of  the  American  Academy  of  Ophthalmology 
and  Otolaryngology,  the  American  Otological 
Society,  Inc.,  the  New  York  Academy  of  Medi- 
cine, the  New  York  Otological  Society,  the  New 


348  New  York  State  Journal  of  Medicine  / January  15,  1965 


York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Abbey  Kogut,  M.D.,  of  New  York  City,  died 
on  December  2,  1964,  at  the  age  of  seventy-one. 
Dr.  Kogut  was  graduated  from  Long  Island 
College  Hospital  Medical  School  in  1916.  He 
was  a member  of  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Harry  H.  Levy,  M.D.,  of  Binghamton,  died  on 
November  26,  1964,  at  Binghamton  General 
Hospital  at  the  age  of  sixty-nine.  Dr.  Levy  was 
graduated  from  Syracuse  University  College  of 
Medicine  in  1920.  He  was  a consultant  in  eye, 
ear,  nose,  and  throat  diseases  at  Our  Lady  of 
Lourdes  Memorial  Hospital  and  senior  attending 
in  eye,  ear,  nose,  and  throat  at  Binghamton 
General  Hospital.  A Diplomate  of  the  Ameri- 
can Board  of  Ophthalmology,  Dr.  Levy  was  a 
member  of  the  American  Academy  of  Ophthal- 
mology and  Otolaryngology,  the  Binghamton 
Academy  of  Medicine,  the  Broome  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Arthur  Cleveland  Lewson,  M.D.,  Of  New 

York  City,  died  on  August  5,  1964,  at  The 
Mount  Sinai  Hospital  at  the  age  of  fifty-eight. 
Dr.  Lewson  graduated  from  Columbia  Univer- 
sity College  of  Physicians  and  Surgeons  in  1931. 
He  was  an  assistant  attending  gynecologist  at 
Harlem  Hospital  and  an  assistant  adjunct 
gynecologist  at  the  Hospital  for  Joint  Diseases. 
A Fellow  of  the  American  College  of  Obstetri- 
cians and  Gynecologists,  Dr.  Lewson  was  a 
member  of  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

George  Hector  Lordi,  M.D.,  of  Brooklyn, 
died  on  November  19,  1964,  at  the  age  of 
seventy-two.  Dr.  Lordi  was  graduated  from 
the  Long  Island  College  Hospital  Medical 
School  in  1919.  He  was  clinical  professor 
emeritus  at  the  State  University  of  New  York 
Downstate  Medical  Center,  senior  attending 
physician  at  Holy  Family  Hospital,  and  an  at- 
tending physician  at  Long  Island  College 
Hospital.  A Diplomate  of  the  American 
Board  of  Internal  Medicine,  Dr.  Lordi  was  a 
member  of  the  Kings  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

William  A.  Morris,  M.D.,  of  Yonkers,  died 
on  October  22,  1964,  at  the  age  of  seventy-two. 
Dr.  Morris  was  graduated  from  New  York 
Homeopathic  Medical  College  and  Flower 
Hospital  in  1921.  He  was  an  attending  physi- 
cian at  Yonkers  General  Hospital.  Dr.  Morris 
was  a member  of  the  Yonkers  Academy  of 


Medicine,  the  Westchester  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Paul  Marx,  M.D.,  retired,  of  Mannheim, 
Germany,  formerly  of  Hamlin,  died  on  October 
28,  1964,  at  the  age  of  eighty-one.  Dr.  Marx 
received  his  medical  degree  from  the  University 
of  Heidelberg  in  1911  and  came  to  the  United 
States  in  1948.  For  many  years  he  was  public 
health  officer  for  the  town  of  Hamlin.  Dr. 
Marx  was  a member  of  the  American  School 
Health  Association,  the  Rochester  Academy  of 
Medicine,  the  Monroe  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Mario  Bernard  Pace,  M.D.,  of  New  York 
City,  died  on  October  24,  1963,  in  Madrid, 
Spain,  at  the  age  of  sixty-two.  Dr.  Pace 
received  his  medical  degree  from  the  University 
of  Pisa  in  1924.  He  was  a member  of  the  Ameri- 
can Society  of  Anesthesiologists,  Inc.,  and  the 
New  York  State  Society  of  Anesthesiologists. 

Robert  Willis  Tate,  M.D.,  of  Brooklyn,  died 
on  November  27,  1964,  at  Lutheran  Medical 
Center  at  the  age  of  seventy-five.  Dr.  Tate  was 
graduated  from  Long  Island  College  Hospital 
Medical  School  in  1915  and  interned  at  Nor- 
wegian Hospital.  During  World  War  I he 
served  in  France  as  a captain  with  the  U.S. 
Army  Medical  Corps.  He  was  a consulting 
surgeon  at  Lutheran  Medical  Center.  A Fellow 
of  the  American  College  of  Surgeons,  Dr.  Tate 
was  a member  of  the  Brooklyn  Surgical  Society, 
the  Kings  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Walther  Hans  Ullman,  M.D.,  of  New  York 
City,  died  on  November  24,  1964,  at  the  age  of 
seventy-one.  Dr.  Ullman  received  his  medical 
degree  from  the  University  of  Munich  in  1920. 
He  was  a senior  clinical  assistant  physician  (off 
service)  at  The  Mount  Sinai  Hospital.  Dr. 
Ullman  was  a member  of  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Elmer  Stanley  Webster,  M.D.,  of  Friendship, 
died  on  October  15,  1964,  at  his  home  at  the  age 
of  sixty-eight.  Dr.  Webster  was  graduated 
from  the  University  of  Buffalo  School  of  Medi- 
cine in  1920.  For  twenty  years  he  had  served 
as  an  Allegany  County  coroner  and  for  twenty- 
five  years  as  town  health  officer.  Dr.  Webster 
was  a member  of  the  Allegany  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

James  Macfarlane  Winfield,  M.D.,  of  New 

York  City,  died  on  November  30,  1964,  at  his 


January  15,  1965  / New  York  State  Journal  of  Medicine  349 


home  at  the  age  of  sixty-three.  Dr.  Winfield 
was  graduated  from  the  University  of  Pennsyl- 
vania School  of  Medicine  in  1926.  During 
World  War  II  he  served  as  a colonel  in  the  U.S. 
Army  Medical  Corps  in  the  Mediterranean  and 
European  theatres  of  operation,  receiving  the 
Legion  of  Merit  and  four  combat  stars. 
A former  Valentine  Professor  of  Surgery  and 
former  chairman  of  the  Department  of  Surgery 
at  New  York  Medical  College,  Dr.  Winfield  was 
associate  medical  director  and  surgeon  for  the 
New  York  City  Transit  Authority,  an  attending 
surgeon  at  Doctors  and  St.  Clare’s  Hospitals, 
and  a consulting  surgeon  at  Southampton 
Hospital.  A Diplomate  of  the  American 
Board  of  Surgery  and  a F ellow  of  the  American 
College  of  Surgeons,  Dr.  Winfield  was  a member 
of  the  American  Association  for  the  Surgery  of 
Trauma,  the  American  Surgical  Association,  the 
New  York  Academy  of  Medicine,  the  New  York 
Surgical  Society,  the  New  York  County  Medical 


Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Francis  G.  von  Zuleger,  M.D.,  of  Glen  Cove, 
died  on  December  1,  1964,  at  the  Community 
Hospital  at  Glen  Cove  at  the  age  of  fifty-five. 
Dr.  von  Zuleger  received  his  medical  degree 
from  Charles  University,  Prague,  in  1934.  He 
served  as  assistant  clinical  professor  of  pediatrics 
at  Prague  and  as  professor ' of  pediatrics  at 
Pilsen  University  Medical  School  before  fleeing 
Czechoslovakia  to  come  to  the  United  States  in 
1950.  He  was  an  attending  ediatrician  at 
Community  Hospital  at  Glen  Cove.  A Diplo- 
mate of  the  American  Board  of  Pediatrics,  Dr. 
von  Zuleger  was  a member  of  the  American 
Academy  of  Pediatrics,  the  Nassau  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 


ANNUAL 

CONVENTION  Medical  Society  of  the  State  of  New  York 

FEBRUARY  15  through  18,  1965 

The  Americana,  New  York  City 


Scientific  Program 
Scientific  Exhibits 
Technical  Exhibits 
House  of  Delegates 
President’s  Dinner 


NOTE  THE  DATES  FOR  THE  159TH  ANNUAL  CONVENTION  OF  THE  MEDICAL 
SOCIETY  OF  THE  STATE  OF  NEW  YORK. 


350  New  York  State  Journal  of  Medicine  / January  15,  1965 


Abstracts 


Kliman,  A.:  Complications  of  massive  blood 
replacement,  New  York  State  J.  Med.  65: 
239  (Jan.  15)  1965. 

Complications  of  massive  blood  replacement 
include:  hemolytic  transfusion  reactions  caused 
by  incompatibility  of  donor  bloods  and/or 
of  donor  and  recipient;  coagulation  defects 
attributable  to  decline  of  coagulation  factors 
during  blood  storage;  electrolyte  changes  in 
stored  blood,  causing  citrate  and  potassium 
toxicity;  delayed  effects,  such  as  sensitization 
to  blood  group  antigens  other  than  ABO 
and  Rh,  caused  by  prior  transfusion,  and  forma- 
tion of  leukocyte  antibodies;  serum  hepatitis; 
and  hemosiderosis.  Steps  should  be  taken  to 
reduce  the  number  of  units  being  used  per 
person,  and  no  transfusion  should  be  given 
if  other  therapy  will  suffice. 

West,  J.  P.:  Results  of  radical  mastectomy  in 
treatment  of  carcinoma  of  the  breast,  New 
York  State  J.  Med.  65:  245  (Jan.  15)  1965. 

Results  of  a study  of  215  consecutive  cases  of 
carcinoma  of  the  breast  treated  by  radical 
mastectomy  between  the  years  1951  and  1957 
were  compared  with  results  of  two  earlier  series 
of  cases  from  the  same  hospital.  There  was  a 
17.4  per  cent  improvement  in  the  five-year 
survival  rate,  attributed  to  a 17.4  per  cent 
decrease  in  the  number  of  patients  with  axillary 
lymph  node  metastases.  In  the  present  series 
the  five-year  survival  rate  in  patients  without 
axillary  lymph  node  metastases  is  71  per  cent, 
and  in  patients  with  metastases,  33.3  per  cent. 
Radical  mastectomy  is  a satisfactory  operation 
for  patients  without  metastases  but  inadequate 
for  patients  with  metastases.  Radiation  ther- 
apy had  little  effect  on  the  five-year  survival 
rate. 

Bumbalo,  T.  S.:  Single-dose  regimen  in 

treatment  of  pinworm  infection,  New  York 
State  J.  Med.  65:  248  (Jan.  15)  1965. 

Pinworm  infection  in  42  children  and  18 
adults  was  treated  with  a single  dose  of  com- 
bined piperazine  phosphate  and  standardized 
senna  (Pripsen).  The  corrected  cure  rate  was 
90  per  cent.  The  medication  was  well  ac- 
cepted and  tolerated,  and  no  untoward  or  toxic 
reactions  were  experienced.  The  minimal, 
consistently  effective  dose  of  any  piperazine 
preparation  in  the  treatment  of  pinworm  in- 
fection should  be  3 Gm. 

Gleason,  P.  G.:  Cholecystokinin  in  oral 

cholecystography  and  cholangiography,  New 
York  State  J.  Med.  65:  252  (Jan.  15)  1965. 


In  130  routine  gallbladder  x-ray  examinations, 
cholecystokinin  was  found  to  be  a reliable, 
safe,  and  strong  gallbladder  evacuant,  produc- 
ing satisfactory  common  duct  visualization  in 
85  per  cent  of  the  cases.  Simultaneous  upper 
gastrointestinal  series  were  performed  in  49 
cases,  and  cholecystokinin  produced  marked 
increase  in  small  bowel  motility  in  70  per  cent 
of  these  cases.  Side-effects  included  abdominal 
cramps  in  9 patients,  flushing  in  15,  and  pain 
in  right  upper  quadrant  of  abdomen  in  4,  but 
were  not  severe  enough  to  interfere  with  ex- 
amination. 

Stellar,  S.,  and  Stellar,  S.:  Treatment  of 

trigeminal  neuralgia  by  hot-water  block  of 
gasserian  ganglion,  New  York  State  J.  Med. 
65:  258  (Jan.  15)  1965. 

In  26  patients  with  trigeminal  neuralgia 
treated  by  hot-water  block  of  the  gasserian 
ganglion,  complete  relief,  lasting  for  the  dura- 
tion of  follow-up  (from  one  and  one-half  months 
to  two  years) , was  obtained  in  20  patients,  good 
temporary  or  partial  relief  in  4,  and  no  relief 
in  2.  Failure  to  relieve  was  attributed  to 
failure  to  obtain  a successful  block.  There 
were  no  deaths  from  the  treatment,  and  major 
complications  consisted  of  temporary  sixth- 
nerve  palsy  in  1 and  burning  dysesthesias  in  3. 

Merksamer,  D.:  Alternaria  sporulation  in 

New  York  City  in  1963,  New  York  State  J. 
Med.  65:  263  (Jan.  15)  1965. 

An  Alternaria  spore  survey  of  New  York 
City  in  1963  showed  the  spore  count  to  be 
moderate:  The  total  average  Alternaria  count 
for  New  York  City  was  636,  and  there  were 
fifty-one  days  with  average  counts  of  6 or  more. 
The  spore  counts  were  lowest  in  Brooklyn  and 
highest  in  Far  Rockaway,  with  Manhattan 
spore  counts  most  representative  of  the  city 
as  a whole. 

Hammond,  G.  L.,  and  MacLean,  L.  D.: 

Tracheotome  tracheostomy,  New  York  State 
J.  Med.  65:  289  (Jan.  15)  1965. 

A tracheotome  is  described  which  is  safe, 
rapid,  and  easy  to  use.  Exchangeable  cutting 
heads  of  various  diameters  permit  the  removal  of 
a perfect  circle  of  trachea  to  accommodate  dif- 
ferent-sized tracheostomy  tubes.  The  piece 
of  trachea  removed  is  pulled  into  the  barrel 
of  the  tracheotome,  obviating  th  ^ possibility  of 
aspiration,  and  the  tracheostomy  tube  fits 
snugly  into  the  hole,  reducing  chances  of  post- 
operative interstitial  emphysema. 
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Books  Reviewed 


The  Small  Intestine:  Its  Function  and 

Diseases.  By  Thomas  W.  Sheehy,  M.D.,  and 
Martin  H.  Floch,  M.D.  Quarto  of  479  pages, 
illustrated.  New  York,  Hoeber  Medical  Divi- 
sion, Harper  & Row,  Publishers,  1964.  Cloth, 
$20. 

There  has  been  a marked  increase  in  interest 
and  knowledge  of  the  small  intestine  in  the  past 
decade.  This  text  attempts  to  summarize  the 
past  and  recently  acquired  knowledge  of  the 
small  intestine.  The  subject  is  presented  in 
two  parts:  (1)  Function  and  Diagnostic  Testing 
of  the  Small  Intestine;  (2)  Diseases  of  the 
Small  Intestine. 

Function  and  diagnostic  testing  includes 
excellent  data  on  peroral  biopsy,  absorption 
functional,  tests,  erythropoiesis  and  anemia, 
motility,  electrolytes,  and  diagnostic  radiog- 
raphy of  the  small  intestine. 

In  diseases  of  the  small  intestine  their  pres- 
entation of  nontropical  sprue  (gluten  enter- 
opathy) and  tropical  sprue,  based  on  vast  per- 
sonal experience,  is  very  well  presented.  The 
remainder  of  this  section  which  includes  vascular, 
infectious,  parasitic,  and  diseases  of  unknown 
etiology  is  presented  in  an  abbreviated  form 
which  precludes  its  use  for  complete  guidance  in 
the  management  of  diseases  of  the  small 
intestine. 

The  authors  have  collaborated  on  clinical 
and  investigative  problems  of  the  small  bowel 
while  serving  on  the  “Sprue  Team”  in  Puerto 
Rico.  Their  experiences  in  this  field  serve  to 
make  this  presentation  authoritative.  The  bibli- 
ography throughout  the  text  is  extensive. 

This  book  is  especially  recommended  for 
those  interested  in  present  knowledge  of  func- 
tion and  diagnostic  testing  of  the  small  bowel 
and  the  malabsorption  syndromes,  particularly 
gluten  enteropathy  and  tropical  sprue.  It  will 
prove  useful  to  the  internist,  gastroenterologist, 
and  investigator. — Milton  J.  Matzner,  M.D. 

Modern  Trends  in  Plastic  Surgery — 1. 

Edited  by  Thomas  Gibson,  M.B.  Octavo  of 
311  pages,  illustrated.  Washington,  Butter- 
worths,  1964.  Cloth,  $14.75. 

Thomas  Gibson  is  an  internationally  re- 
nowned plastic  surgeon  from  Glasgow,  Scot- 
land, who  has  edited  this  modern  review  of 
plastic  surgical  practice.  Each  chapter  is 
written  by  an  outstanding  expert  on  the  subject 
discussed. 

As  the  title  of  this  volume  suggests,  the 
material  presented  is  the  most  modern  thought 
on  a comprehensive  cross  section  of  plastic 
surgery  problems.  The  book  is  a most  valuable 
addition  to  the  library  of  every  plastic 
surgeon. — Raymond  Shapiro,  M.D. 


The  Fear  of  Being  a Woman.  By  Joseph  C. 
Rheingold,  M.D.  Quarto  of  756  pages.  New 
York,  Grune  & Stratton,  1964.  Cloth,  $10. 

The  subtitle  is  “A  Theory  of  Maternal  De- 
structiveness.” This  is  sufficient  to  provoke 
strong  feelings  on  opening  this  book. 

It  was  written  by  a research  associate  in 
psychiatry  at  Harvard  Medical  School,  a Fellow 
of  the  American  Psychiatric  Association,  and  a 
psychiatric  consultant  in  the  Department  of 
Gynecology  and  Obstetrics  at  the  Boston  City 
Hospital.  The  author  has  practiced  psychiatry 
for  over  thirty  years  and  the  book  is  the  out- 
growth of  his  experiences  with  women  who  were 
his  office  patients  before  going  to  Boston  and 
has  continued  thereafter. 

The  book  is  dedicated  to  “My  Women 
Patients.”  Just  how  it  will  be  received  by 
them  only  time  will  tell.  Dr.  Rheingold  may 
be  labeled  another  Philip  Wiley  who  popularized 
“Momism.”  Possibly  the  book  will  be  con- 
sidered an  attempt  to  explain  the  mother’s 
influence  on  the  child,  especially  the  female  child. 

Divided  into  three  sections,  part  I deals  with 
the  phenonemon  of  maternal  destructiveness,  by 
which  the  author  means  those  attitudes  which 
have  a deleterious  effect  upon  the  personality 
of  the  child.  Part  II  traces  life  experiences  of 
the  progeny  with  attention  almost  exclusive 
to  the  female,  and  part  III  is  devoted  to  psy- 
chotherapy and  a preventive  program. 

Some  of  the  statements  can  be  accepted 
readily,  e.g.,  noxious  parental  influence  is  more 
important  than  deprivation  in  the  life  develop- 
ment of  the  ego  and  the  superego.  However, 
one  may  want  to  argue  when  he  says  “that 
active  destructiveness  together  with  deprivation 
provide  the  origin  of  conflict  rather  than 
instinctually  rooted  psychic  processes.” 

It  is  difficult  to  give  a short  review  of  a 
book  which  is  more  than  700  pages,  crammed  full 
with  good  common  sense  and  controversial 
statements,  however,  it  will  undoubtedly  pro- 
voke discussion  and  hostility  or  commendation 
from  the  intelligent  lay  reader.  The 
psychiatrist  will  not  readily  accept  the  premise 
upon  which  the  book  was  based. — Joseph  L. 
Abramson,  M.D. 

Surgery  of  Facial  Fractures.  By  Reed  O. 
Dingman,  M.D.,  and  Paul  Natvig,  M.D. 
Quarto  of  380  pages,  illustrated.  Philadelphia, 
W.  B.  Saunders  Company,  1964.  Cloth, 
$22.50. 

Reed  O.  Dingman  and  Paul  Natvig  are  very 
well  qualified  to  write  this  textbook  on  facial 
fractures.  Doctor  Dingman  is  an  eminent 
maxillofacial  surgeon  from  the  University  of 
Michigan  Medical  and  Dental  Schools  and 
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Doctor  Natvig  occupies  a similar  role  at  Mar- 
quette University  School  of  Medicine.  Both 
are  trained  in  dentistry  and  in  plastic  surgery. 

This  volume  is  a comprehensive  treatise  on 
all  types  of  facial  bone  fractures.  It  includes 
14  chapters.  The  first  two  chapters  are  an 
unusually  complete  and  interesting  review  of 
the  history  of  the  subject  and  of  the  pioneers  in 
the  field.  Subsequent  chapters  include  dis- 
cussions of  radiological  technic,  tracheotomy, 
methods  of  fracture  fixation,  and  the  mandible, 
zygoma,  maxilla,  and  nose.  Complex  problems 
and  repair  of  residual  deformities  are  also  dis- 
cussed. The  book  is  profusely  illustrated 
with  very  clear  photographs  and  drawings  and 
can  be  used  as  an  atlas  of  surgical  technic. 

Surgery  of  Facial  Fractures  is  one  of  the 
best  illustrated  and  organized  books  on  this 
subject  to  date.  It  should  be  most  valuable  to 
plastic  and  maxillofacial  surgeons,  otolaryn- 
gologists, oral  surgeons,  and  general  surgeons 
who  may  be  called  on  to  minister  to  patients 
with  facial  injuries  in  an  emergency. — Ray- 
mond Shapiro,  M.D. 

Audiological  Evaluation  of  the  Pediatric 
Patient.  By  Maurice  H.  Miller,  Ph.D.,  and 
Ira  A.  Polisar,  M.D.  Octavo  of  117  pages, 
illustrated.  Springfield,  Illinois,  Charles  C 
Thomas,  Publisher,  1964.  Cloth,  $5.75. 

In  many  cases  the  diagnosis  of  impaired 
hearing  in  children  is  extremely  difficult.  The 
authors  of  this  book  describe  the  various 
diagnostic  technics  for  hearing  evaluation. 
In  their  opinion  this  is  best  performed  in  a 
properly  equipped  and  staffed  institution  so 
that  a total  evaluation  may  be  made.  This  will 
include  speech  and  language,  psychological,  as 
well  as  psychosocial  studies. 

This  book  is  well  written,  concise,  illustrative, 
and  includes  detailed  case  histories.  It  is 
highly  recommended  for  those  interested  in 
evaluating  difficult  auditory  problems  in 
children.- — Sydney  Shapin,  M.D. 

Fundamental  Aids  in  Roentgen  Diagnosis. 

By  Charles  B.  Storch,  M.D.  Octavo  of  370 
pages,  illustrated.  New  York,  Grune  & Strat- 
ton, 1964.  Cloth,  $14.75. 

This  book  is  an  excellent  discussion  of  basic 
diagnostic  procedures,  the  reasons  for  their  use, 
and  diagnostic  criteria  necessary  for  the  young 
radiologist  or  the  physician  interested  in  learn- 
ing to  use  radiology.  Particular  stress  is  laid 
on  fluoroscopy  and  spot  film  technics. 

There  is  an  introductory  chapter  discussing 
mechanics,  dangers  of  x-radiation,  x-ray  technic, 
fluoroscopy,  the  physics  of  fluoroscopy,  etc. 
Then  there  are  individual  chapters  discussing 
the  radiologic  approach  to  the  various  organs  of 
the  body.  In  the  second  part  of  each  of  these 
chapters  there  is  a discussion  of  the  criteria  for 
various  radiological  diagnoses.  The  illustrations 
are  excellent,  particularly  in  demonstrating 
diagnostic  pitfalls  in  technic. 

This  is  a volume  which  can  well  be  recom- 
mended by  all  teachers  of  radiology  to  their 
students. — Emanuel  Mendelson,  M.D. 


Dynamic  Pathology:  Structural  and 

Functional  Mechanisms  of  Disease.  By 
Maurice  M.  Black,  M.D.,  and  Bernard  M. 
Wagner,  M.D.  Quarto  of  296  pages,  illustrated. 
St.  Louis,  The  C.  V.  Mosby  Company,  1964. 
Cloth,  $8.00. 

This  book  is  written  for  sophomore  medical 
students  but  practicing  physicians  and  more 
advanced  students  can  greatly  profit  by  reading 
it.  It  correlates  the  complex  multiple  disci- 
plines of  medical  knowledge  into  an  easily  read- 
able text  for  those  who  have  the  vocabulary  or 
background.  The  first  175  pages  deal  with 
homeostatic  mechanisms  and  the  last  105  pages 
are  concerned  with  its  challenges.  Although 
the  emphasis  is  on  pathologic  response,  the 
authors  have  the  happy  faculty  to  be  concise, 
informative,  and  accurate.  Numerous  well- 
selected  photographs  and  tables  add  to  its 
orientation  features.  The  chapters  on  genetics, 
connective  tissue  changes,  and  neoplasia  high- 
light the  book  but  we  must  also  mention 
vascular  and  renal  homeostasis,  the  lymphore- 
ticuloendothelial  system,  and  ionizing  radia- 
tion. This  tome  should  be  acceptable  to 
medical  colleges. — Bernard  Seligman,  M.D. 

The  Difficult  Child.  Edited  by  Joseph  S. 
Roucek.  Octavo  of  292  pages.  New  York, 
Philosophical  Library,  1964.  Cloth,  $7.50. 

This  book  is  a collection  of  16  articles  written 
by  specialists  in  child  psychology  and  education. 
The  subjects  presented  cover  all  aspects  of 
the  problems  of  “the  difficult  child.” 

Some  of  the  titles  include  the  inattentive 
child,  the  slow  learner,  the  aggressive  child,  the 
severely  emotionally  disturbed  child,  and  the 
child  with  language  problems. 

Each  author  presents  the  problem  and  then 
offers  remedial  and  therapeutic  suggestions. 
At  the  end  of  each  article  there  are  supporting 
notes  and  a well-selected  bibliography. 

This  book  is  highly  recommended  for  any 
physician  dealing  with  children.  The  physician 
reading  it  will  be  in  a good  position  to  properly 
advise  the  parents  with  a difficult  child. — 
Stanley  S.  Lamm,  M.D. 

Special  Procedures  in  Roentgen  Diagnosis. 
By  Samuel  L.  Beranbaum,  M.D.,  and  Philip 
H.  Mayers,  M.D.  Octavo  of  597  pages. 
Springfield,  111.,  Charles  C Thomas,  1964 
Cloth,  $21.75. 

This  volume  summarizes  all  technical  pro- 
cedures and  views  in  routine  and  special  radi- 
ography. The  roentgen  diagnostic  technics  have 
been  compiled  from  original  literary  sources, 
and  a bibliography  is  given.  Many  of  the 
original  articles  are  summarized,  and  the 
associated  bibliography  is  annotated. 

In  addition  to  listing  all  procedures  which  a 
radiologist  would  be  interested  in  using,  it  is  a 
ready  reference  to  original  sources  of  these  tech- 
nics in  the  world  literature.  From  this  view- 
point alone,  the  book  is  of  tremendous  value  and 
is  a worthwhile  addition  to  all  radiological  teach- 
ing libraries. — Emanuel  Mendelson,  M.D. 
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Abstracts  in  Interlingua 


Kliman,  A.:  Complicationes  in  massive  re- 

implaciamento  de  sanguine  ( anglese ),  New 
York  State  J.  Med.  65:  239  (15  de  januario) 
1965. 

Complicationes  associate  con  le  massive 
reimplaciamento  de  sanguine  es,  inter  altero, 
reactiones  de  hemolyse  al  transfusion,  causate 
per  incompatibilitate  inter  le  sanguines  del 
donatores  o etiam  inter  illos  del  donator  e del 
recipiente;  defectos  in  le  coagulation,  at- 
tribuibile  al  declino  de  factores  de  coagulation 
durante  le  thesaurisation  del  sanguine;  al- 
tera tiones  in  le  electrolytos  de  sanguine  thesauri- 
sate,  resultante  in  toxicitate  a citrato  e a kalium; 
effectos  tardive,  incluse  sensibilisation  pro 
antigenos  de  gruppo  de  sanguine  altere  que 
ABO  e Rh  (causate  per  un  transfusion  anterior) 
e formation  de  anticorpore  leucocytic;  hepatitis 
serai;  e hemosiderosis.  Mesuras  deberea  esser 
prendite  con  le  objectivo  de  reducer  le  numero 
del  unitates  de  sanguine  usate  per  patiente, 
e nulle  transfusion  deberea  esser  usate  quando- 
cunque  un  altere  therapia  es  adequate. 

West,  J.  P.:  Resultatos  de  mastectomia  radical 
in  le  tractamento  de  carcinoma  mammari 
{anglese),  New  York  State  J.  Med.  65:  245 
(15  de  januario)  1965. 

Esseva  studiate  215  casos  consecutive  de 
carcinoma  mammari  tractate  per  mastectomia 
radical  inter  le  annos  1951  e 1957.  Le  resultatos 
esseva  comparate  con  illos  de  duo  previe  series 
ab  le  mesme  hospital.  Esseva  constatate  un 
melioration  amontante  at  17,4  pro  cento  in  le 
cifra  de  superviventia  quinquenne.  Isto  esseva 
attribuite  a un  declino  per  17,4  pro  cento  in  le 
numero  de  patientes  con  metastases  ad  in 
le  nodos  lymphatic  axillari.  In  le  presente  serie, 
le  cifra  de  superviventia  quinquenne  es  71 
pro  cento  pro  patientes  sin  metastases  ad  in 
le  nodos  lymphatic  axillari  e 33,3  pro  cento  pro 
patientes  con  tal  metastases.  Mastectomia 
radical  es  un  satisfacente  operation  pro  patientes 
sin  metastases.  Illo  es  inadequate  pro  patientes 
con  tales.  Therapia  a radiation  habeva  pauc 
effecto  super  le  cifra  de  superviventia  quin- 
quenne. 

Bumbalo,  T.  S.:  Regime  unidosal  in  le  tracta- 
mento de  infectiones  oxyural  {anglese).  New 
York  State  J.  Med.  65:  248  (15  de  januario) 
1965. 

Sexanta  casos  de  infection  oxyural  (42  ju- 
veniles e 18  adultos)  esseva  tractate  con  doses 
unic  de  phosphato  de  piperazina  combinate  con 
senna  standardisate  (Pripsen) . Le  corrigite 
cifra  de  cura tiones  esseva  90  pro  cento.  Le 


medication  esseva  prestemente  acceptate  e 
ben  tolerate,  e nulle  adverse  reactiones  de 
toxicitate  esseva  experientiate.  Le  dose  minime 
de  uniforme  efficacia  de  un  prepara  to  qualcunque 
de  piperazina  in  le  tractamento  de  infectiones 
oxyural  es  in  le  ordine  de  3 g. 

Gleason,  P.  G.:  Cholecystochinina  in  chole- 

cystographia  cholangiographia  oral  {anglese). 
New  York  State  J.  Med.  65:  252  (15  de 
januario)  1965. 

In  130  routinari  roentgeno-examines  del 
vesica  biliari,  cholecystochinina  se  provava 
un  fidel,  innocente,  e forte  evacuante  del  vesica 
biliari.  Illo  produceva  un  satisfacente  visualisa- 
tion del  ducto  commun  in  85  pro  cento  del 
casos.  Simultanee  series  supero-gastrointestinal 
esseva  executate  in  49  casos.  In  70  pro  cento 
de  iste  casos,  cholecystochinina  produceva 
un  marcate  augmento  in  le  motilitate  del  in- 
testino  tenue.  Adverse  effectos  secundari  es- 
seva crampos  abdominal  in  9 patientes,  sur- 
gentias  de  calor  in  15,  e dolores  in  le  quadrante 
dextero-superior  del  abdomine  in  4.  Iste 
adverse  effectos  non  esseva  satis  pronunciate 
pro  interferer  in  le  examines. 

Stellar,  S.,  e Stellar,  S.:  Tractamento  de 

neuralgia  trigeminal  per  blocage  a aqua  calide 
del  ganglion  de  Gasser  {anglese).  New  York 
State  J.  Med.  65:  258  (15  de  januario)  1965. 

Vinti-sex  patientes  con  neuralgia  trigeminal 
esseva  tractate  con  blocage  a aqua  calide  del 
ganglion  de  Gasser.  Esseva  obtenite  un  com- 
plete alleviamento  de  un  duration  in  ultra  del 
complete  periodo  de  observation  post-tracta- 
mental  (de  inter  un  mense  e medie  e duo  annos) 
in  20  casos,  un  bon  alleviamento  temporari  o 
partial  in  4,  e nulle  alleviamento  in  2.  Le  non- 
obtention  de  alleviamento  esseva  attribuite  al 
non-obtention  de  un  blocage.  Nulle  mortes 
esseva  causate  per  le  tractamento.  Le  major 
complicationes  consisteva  de  un  paralyse  tem- 
porary del  sexte  nervo  in  1 caso  e de  ardente 
dysesthesias  in  3. 

Merksamer,  D.:  Sporulation  de  Alternaria  in 
le  citate  de  New  York  in  1963  {anglese),  New 
York  State  J.  Med.  65:  263  (15  de  januario) 
1965. 

In  1963  un  investigation  de  sporas  de  Alter- 
naria in  le  citate  de  New  York  produceva 
numerationes  moderate.  Le  cifra  medie  del 
numeration  total  in  le  citate  de  New  York  esseva 
636.  In  cinquanta-un  dies,  le  numerationes 
medie  esseva  6 o plus.  Le  numerationes  esseva 
le  plus  basse  in  Brooklyn,  le  plus  alte  in  Far 
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Rockaway,  e le  plus  representative  pro  le 
citate  in  general  in  Manhattan. 

Hammond,  G.  L.,  e MacLean,  L.  D.: 

Tracheostomia  a tracheotomo  ( anglese ),  New 
York  State  J.  Med.  65:  289  (15  de  januario) 
1965. 

Es  describite  un  tracheotomo  que  es  innocente, 
rapide,  e facile  a usar.  Excambiabile  capites 
secante  con  varie  diametros  permitte  le  excision 
de  un  perfecte  circulo  de  trachea,  conforme  a 
tubos  de  tracheostomia  de  differente  dimen- 
siones.  Le  excidite  pecia  de  trachea  es  trahite 
ad  in  le  cannon  del  tracheotomo,  de  maniera 
que  le  possibilitate  de  un  aspiration  es  excludite. 
Le  tubo  de  tracheostomia  se  junge  intimemente 
ad  in  le  apertura,  lo  que  reduce  le  chance  pro  un 
post-operatori  emphysema  interstitial. 
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TRAINED  MEDICAL  ASSISTANTS 

to  save  your  valuable  time,  assume  responsibility  for  appoint- 
ments, patients,  records,  assist  you  with  lab.  X-ray,  E.K.G., 
etc.  The  Mandl  School  has  been  training  in  these 
fields  for  40  years;  our  graduates  have  sound  professional 
skills.  Free  Placement  Service. 

Mandl  BcUol  19 

175  Fulton  Ave.,  Hempstead,  L.l.  (516)  IV  1-2774 
_____  EST.  1924  • Licensed  by  the  State  of  New  York  


Analgesics 

Protamide  (Sherman  Laboratories) 205 

Soma  (Wallace  Laboratories) 238 

Antacids 

Romach  (ROR  Chemical  Company) 355 

Antibiotics 

Chloromycetin  (Parke,  Davis  & Company) 215 

Declomycin 
(Lederle  Labs., 

Div.  Amer.  Cyanamid  Co.) 4th  cover 

V-Cillin  K (Eli  Lilly  & Company) 232 

Appetite  suppressants 

Desbutal  (Abbott  Laboratories) 200-201 


Bronchopulmonary 

Hycomine  (Endo  Laboratories) 217 

Dermatologic  preparations 

Sardo  (Sardeau,  Inc.) 223 

Diagnostic  aids 

Dextrostix  (Ames  Company,  Inc.) 3rd  cover 

Energizers 

Deprol  (Wallace  Laboratories) 212-213 


Foods 

Fleischmann's  Corn  Oil  Margarine 
(Standard  Brands,  Inc.) 207 

Gastrointestinal 

Pro-Banthine  (G.  D.  Searle  & Company) 237 


Steroids  & hormones 


Aristocort 
(Lederle  Labs., 

Div.  Amer.  Cyanamid  Co.) 218-219 


T ranquilizers 

Atarax  (J.  B.  Roerig  & Company) 230-231 

Meprobamate  (West-Ward,  Inc.) 355 

Norpramin  (Lakeside  Laboratories) 224-225 

Valium  (Roche  Laboratories) 2nd  cover-199 

Vistaril  (Pfizer  Laboratories) 208-209,  210 


HOLBROOK  MANOR  nhomeg 

Five  Acres  of  Pinewo^ded  Grounds 

SENILE— AGED 

Non-sectarian,  dietary  laws  observed 
Medical  Director,  O.  L.  Friedman,  M.D.,  Q.P.,  M.A.P.A. 
HOLBROOK,  L.  I.  N.  Y.  Office;  TRafalgar  7-2666 


PINEWOOD  Walter  A' ME°DPSD?R^f%R^'A'P  A' 

EST  1930 

J.  Epstein,  M.D.,  L.F.A.PA. — L.  Wender,  M.D.,  L.F.A.P.A. 
Katonah,  N.Y.  Tel:  CEntral  2-3155  NYC,  Direct,  Tel:  CY  5-0264 

A psychiatric  hospital  offering  individual  treatment  for  all 
nervous  and  mental  disorders,  alcoholism  and  drug  addiction. 
Psychoanalytically  oriented.  Pharmacological  and  electro- 
therapeutic  methods.  Rates — moderate. 


159th 


ANNUAL  CONVENTION 


Medical  Society 
of  the 

State  of  New  York 


February  15-18,  1965 
Americana  of  New  York 
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PHYSICIANS  WANTED 


INTERN  SHIPS- AM  A APPROVED  ROTATING.  ST. 
Joseph’s  Hospital.  Yonkers,  New  York.  Accredited  165 
bed  hospital.  Integrated  educational  program  organized 
by  Director  of  Medical  Education;  abundant  in-patient 
and  out-patient  material  for  clinical  training.  Salary 
$350.  ECFMG  certificate  required.  Apply  Administra- 
tor, St.  Jospeb’s  Hospital,  Yonkers,  N.Y. 


GENERAL  PRACTITIONER  TO  ASSOCIATE  WITH 
well  established  medical  group  on  the  South  Shore  of 
Longs  Island’s  summer  resort  area.  $12,000  per  annum, 
$1,500  car  allowance,  bonus  arrangement,  partnership. 
Write  or  call  Patchogue  Medical  Group,  1 Roe  Blvd., 
Patchogue,  New  York.  516  GRover  5-3900. 


BOARD  CERTIFIED  OR  BOARD  ELIGIBLE  SURGEON 
needed  for  rural  area  of  approximately  7,500  population 
in  upstate  New  York  served  by  a new  42  bed,  fully  ac- 
credited, non-sectarian,  general  hospital.  Hospital  is 
served  by  Board  certified  pathologist  and  radiologist. 
Area  has  many  recreational  facilities  including  new  ski 
area,  championship  golf  course,  numerous  lakes,  streams, 
picnic  and  camping  areas.  Good  income  arrangements 
available.  Send  resume  of  training  and  references  to 
Administrator,  Community  Hospital,  Stamford,  New 
York,  who  is  acting  as  Secretary  for  joint  Board-Medical 
Staff  committee. 


GENERAL  PRACTITIONER  FOR  A CENTRAL  NEW 
York  community.  No  physician  in  the  village.  Housing 
and  office  space  available.  Service  club  will  assist  inter- 
ested persons  in  locating  suitable  facilities.  Community 
is  near  3 cities,  and  adjacent  to  Thruway.  Excellent 
schools.  Box  26,  Cato,  New  York. 


WANTED:  INTERNIST  TO  ASSOCIATE  IN  MAN- 

hattan  practice.  Excellent  opportunity  for  an  energetic 
man.  Box  129,  % NYSJM. 


PHYSICIAN  (LICENSED  N.  Y.  STATE)  FULL  TIME, 
(4  to  5 days  per  week).  Light  work.  Social  Security, 
retirement  and  health  benefits.  American  Red  Cross, 
Buffalo  Regional  Blood  Center,  786  Delaware  Avenue, 
Buffalo,  N.  Y.  14209.  Tel.  886-7500. 


DIRECTOR  OF  COMMUNITY  MENTAL  HEALTH 
services.  We  are  growing.  The  community  mental 
health  program  in  Nassau  County,  Long  Island, 
operated  by  a mental  health  board  appointed  by  county 
government,  has  increased  its  diversified  services  from  three 
to  twenty-six  in  eight  years,  and  its  budget  from  $825,000 
to  nearly  $4,000,000.  The  present  director  is  retiring. 
The  Board  seeks  a full-time  psychiatrist  to  provide  for- 
ward-looking leadership  for  its  continued  expansion.  A 
record  of  successful  administration  of  a community  mental 
health  program,  and  demonstrated  acceptance  by  related 
professions  is  required.  Proximity  to  metropolitan  New 
York  provides  unusual  opportunities  for  professional 
growth.  Applications  will  be  accepted  up  to  March  1st. 
Please  submit  resume  to:  Pasquale  A.  Carone,  M.D., 

D-P&N(P),  Chairman,  Nassau  County  Mental  Health 
Board,  Nassau  County  Office  Building,  Old  Country  Road 
& County  Seat  Drive,  Mineola,  New  York  11501. 


PHYSICIAN  WANTED:  PARTNER,  BY  30  YEAR 

general  practitioner  Buy  interest.  Medical  Center  es- 
tablished 9 years.  Equipped,  X-ray,  EKG  Lab.,  business 
machines;  trained  personnel.  New  community  hospital 
10  miles.  Central  New  York.  Box  136,  % NYSJM. 


PHYSICIANS  WANTED— CONT’D 


RADIOLOGIST— BOARDELIGIBLE.  RECENTLY 
certified  with  special  interest  in  therapy  and  isotopes  for 
association  with  two  established  radiologists.  300  bed 
general  hospital,  Albany,  New  York  with  well  developed 
teaching  program.  Current  expansion  to  500  bed  facility, 
including  modern  and  new  X-ray  department  by  1966. 
Adequate  financial  arrangement.  Write:  Daniel  Moriarty, 
M.D.,  Chief  Radiologist,  St.  Peter’s  Hospital,  New  Scot- 
land Avenue,  Albany  8,  New  York. 


PRACTICES  FOR  SALE  OR  RENT 


GENERAL  PRACTICE  AND  FULLY  EQUIPPED  OF- 
fice  on  Long  Island.  Equipment  optional.  Moving  out 
of  state.  Box  122,  % NYSJM. 


INTERNIST  (FAMILY  PRACTICE)  WISHES  TO  RE- 
tire.  Office  in  home,  central  New  York  area  of  30,000. 
Modern  175  bed  hospital;  diversified  industry.  W.  A. 
WaU,  M.D.,  105  N.  Main  St.,  Cortland,  N.Y. 


CLINICAL  LABORATORY,  ESTABLISHED  25  YRS., 
Manhattan;  ideal  location,  well  equipped;  for  sale  to 
pathologist.  No  directorship  required.  Box  135,  % 

NYSJM. 


LONG  ISLAND  AREA-RADIOLOGY  PRACTICE, 
growing,  successful  for  twelve  years.  Present  annual  gross 
over  $40,000.  Requires  3-4  hours/day.  Fully  equipped 
office  in  air-conditioned  medical  building.  Opportunity 
for  radiologist  seeking  expansion  or  for  newcomer.  Present 
owner  leaving  to  enter  academic  medicine.  Terms  reason- 
able. Box  #144,  Malverne,  New  York. 


PEDIATRICS  PRACTICE  FOR  SALE,  GLEN  COVE, 
Nassau  County,  New  York,  due  to  sudden  death  of  active 
pediatrician,  (December  1,  1964);  13  year  well  established 
practice.  Box  134,  % NYSJM. 


MISCELLANEOUS 


COLLECTION  PROBLEMS?  AS  MEDICAL  BILLS 
grow  older,  they  become  harder  to  collect.  Yet,  it  is  vital 
that  you  be  paid  for  your  services.  Call  in  a collection 
specialist  who  will  recover  your  money  while  protecting 
the  good  will  of  the  patient  toward  you.  For  the  name 
of  your  nearest  qualified  collector,  write:  American  Col- 
lectors Association  Inc.,  Box  550,  Poughkeepsie,  N.  Y. 


EQUIPMENT 


COMPLETE  PICKER  X-RAY  UNIT  WITH  SPOT 
device,  200  MA  and  two  tubes.  Excellent  condition; 
sacrifice  $2,175.  Call  914  AR  3-3046. 
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“J  took  your  advice.  Doc,  and  quit  worrying  about 
my  business .” 


POSITIONS  WANTED 


ANESTHESIOLOGIST,  CERTIFIED,  AGE  35,  FAMILY. 
Extensive  experience.  Desires  fee  for  service  or  group  in 
metropolitan  or  suburban  area.  Details  in  first  letter. 
Box  969,  % NYSJM. 


MEDICAL  ASSISTANTS  AND  SECRETARIES.  LAB- 
oratory  and  X-Ray  Techs.  Well  trained  and  highly  quali- 
fied personnel  (male  & female)  also  available  at  other 
times.  Phone  CH  2-2330  Ext.  6,  Placement  Dept.,  or 
write  Eastern  School  for  Physicians’  Aides,  Dept.  69,  85 
Fifth  Ave.,  New  York  3,  N.  Y.  (Founded  1936  by  two 
member  physicians) 


GENERAL  SURGEON,  AGE  31,  MARRIED,  COMPLET- 
ing  residency  July;  seeks  association  or  group  practice 
in  New  York  State.  Box  123,  % NYSJM. 


REAL  ESTATE  FOR  SALE  OR  RENT 


PLAINVIEW,  L.I.  OFFICE  SPACE  TO  SHARE,  SMALL 
prof.  bldg.  nr.  hospital;  ideal  location,  suitable  most 
specialties.  516  WE  8-4800. 


HUNTINGTON— NEW  PROFESSIONAL  BUILDING  IN 
vicinity  of  Huntington  Hospital.  Occupancy  early 
spring.  516  HA  1-0226. 


FOR  RENT.  FIFTH  AVENUE  (1107).  CORNER  AT- 
tractive  modern  5 room  office  facing  park.  Suitable  hours 
available.  Reasonable.  SAcramento  2-5959. 


FOR  SALE 

Large  11  room  house  and  store,  plus  2 story  garage 
situated  in  center  of  resort  town,  Wurtsboro,  N.Y.  Fine 
location  for  small  Medical  Center.  All  improvements; 
5 living  units;  6 bathrooms.  On  lot  56' x 225  . 

Mrs.  George  Cooper,  P.O.  Box  327,  Wurtsboro,  N.Y. 


REAL  ESTATE  FOR  SALE  OR  RENT— CONT’D 


ASTORIA— DOCTOR’S  OFFICE,  5 ROOMS,  COR. 
house.  2 private  sep.  entrances.  Excellent  loc.  for  General 
Practitioner  Office  for  past  25  yrs.  Consultation,  waiting, 
2 exam,  rooms,  x-Ray  & lab.,  large  lavatory.  220  volt 
x-ray  power  lines.  EMpire  1-1423. 


FOR  RENT:  5 ROOM  OFFICE,  SUITABLE  1 OR  2 M.D.s 
Garden  City  Medical  Center.  Write  J.  L.  McCartney, 
M.D.,  520  Franklin  Ave.  Garden  City,  N.Y. 


ROCKLAND  CO.,  20  MINS.  GEO.  WASH.  BRIDGE. 
Office  space  in  modern  medical  bldg.  Open  staff  hosp. 
nearby.  Rapid  growth  area.  Suitable  most  specialties. 
Box  120,  % NYSJM. 


12-ROOM  HOME-OFFICE  COMBINATION,  SEPARATE 
entrances,  rural  resort  area,  60  miles  N.E.  Albany.  Equip- 
ped for  G.P.  or  internist.  Accredited  open  hospital  13 
miles,  excellent  roads;  about  */<  acre,  lawns,  trees,  large 
barn.  Specializing.  Box  124,  % NYSJM. 


FOR  RENT  IN  BUFFALO,  N.Y.;  MODERN,  WELL 
equipped  office  in  highly  medical  and  professional  area, 
adjacent  to  Univ.  of  Buffalo  and  directly  opposite  a modern, 
60-bed  hospital.  Opportunity  to  cash  in  on  40  year 
lucrative  practice.  Option  to  buy  residence  in  which 
office  is  located.  Box  127,  % NYSJM. 


G.P.  WANTS  TO  SHARE  MODERN  OFFICE,  CENTRAL 
location,  Rego  Park,  2 blocks  from  Queens  Blvd.  Bus 
stop  in  front  of  house.  Suitable  for  hematologist,  ped- 
iatrician, surgeon.  Reasonable  rent.  Call  TW  7-6000 
between  6-8  except  Wednesday. 


WESTBURY,  L.  I.  FOR  SALE,  HOUSE-OFFICE  FOR- 
merly  occupied  by  dentist.  Excellent  location  vicintiy 
Meadowbrook  Hospital.  Call  ED  4-2579. 


ST.  GEORGE,  STATEN  ISLAND:  PROFESSIONAL 

suite  available.  Five  minutes  from  the  new  Verazzano 
Bridge.  New  building;  street  floor;  private  baths, 
paneled  waiting  rooms;  air  conditioning;  off  street 
parking.  Excellent  potential.  Numerous  highrise  apts. 
in  area.  Call  GI  8-6840  after  6 p.m. 
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Star-spangled  savings  plan 


(How  it  can  help  you  to  a well-provided  future ) 


Most  of  us  think  about  the  future 
in  terms  of  our  families — paying  off 
the  mortgage,  educating  the  chil- 
dren, providing  a retirement  in- 
come. 

But  with  the  world  the  way  it  is 
today,  it’s  almost  impossible  to 
make  plans  for  your  own  future 
without  considering  the  future  of 
your  country,  too. 

When  you  buy  U.  S.  Savings 
Bonds,  your  money  takes  on  both 
jobs.  It  begins  to  grow,  surely  and 


steadily,  to  help  you  reach  your 
savings  goals  and  build  your  finan- 
cial strength. 

At  the  same  time,  Uncle  Sam  uses 
these  dollars  to  help  reach  our  na- 
tional goals  of  peace  and  security. 

Why  not  give  your  savings  dollars 
this  double  assignment?  You’ll  be 
joining  millions  of  American  fam- 
ilies who  are  investing  in  their 
country’s  future — and  you’ll  prob- 
ably find  that  you  feel  pretty  good 
about  the  whole  thing. 


Buy  U.S.  Savings  Bonds 

STAR-SPANGLED  SAVINGS  PLAN 

FOR  ALL  AMERICANS  ' ^ 


The  U.  S.  Government  does  not  pay  for  this  advertisement.  It  is  presented  as  a public 
service  in  cooperation  with  the  Treasury  Department  and  The  Advertising  Council. 
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HOW  TO  BE  SURE 
your  young  patients  get  the  aspirin 
dosage  you  want  them  to  have 

The  answer  is  Orange  Flavored  Bayer  Aspirin  for  Children 

The  dosage  is  1 >4  grains  per  tablet.  Mothers  place  such  confi- 
dence in  the  Bayer  name.  And  the  new  orange  flavor  is  so  fresh 
and  smooth  that  children  take  it  readily.  (The  grip-tight  cap 
on  the  bottle  helps  keep  them  from  taking  it  on  their  own.) 


For  professional  samples,  just  write  The  Bayer  Company,  Dept.  108,  90  Park  Ave.,  New  York,  N.Y.  10016 
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a rapid-acting  antidepressant 

for  a lift  from  the 
hell  of  depression 


Action  and  Uses:  Norpramin  (desipramine  hydrochloride) 
is  the  primary  active  metabolite  of  imipramine.  It  differs 
from  earlier  antidepressants  in  its  rapid  onset  of  action. 
Approximately  60  to  70%  of  patients  with  neurotic  or 
psychotic  depressions  will  respond  satisfactorily.  More 
than  half  will  begin  to  improve  in  2-5  days,  others  within  a 
week.  Usually,  patients  not  responding  within  one  week 
are  less  likely  to  improve. 


Contraindications:  (1)  Norpramin  should  not  be  given 
within  two  weeks  of  treatment  with  a monoamine  oxidase 
inhibitor.  (2)  Because  of  its  autonomic  effects,  it  is  con- 
traindicated in  patients  with  glaucoma,  urethral  or 
ureteral  spasm  and  recent  myocardial  infarction.  (3) 
Severe  coronary  heart  disease  because  of  possible  tachy- 
cardia. (4)  Active  epilepsy  as  it  lowers  the  threshold  for 
epileptiform  seizures. 


Indications:  Norpramin  is  useful  in  the  treatment  of: 
neurotic  and  psychotic  depressive  reactions,  and  in  manic 
depressive  or  involutional  psychotic  reactions.  It  may  be 
used  as  co-therapy  with  tranquilizers  in  the  treatment  of 
markedly  agitated  forms  of  depressions. 


Precautions:  (1)  Norpramin  treatment  should  not  be  sub- 
stituted for  hospitalization  or  restraint  if  the  risk  of  homi- 
cide or  suicide  is  considered  grave.  (2)  In  patients  with 
manic  depressive  illness,  Norpramin  may  induce  a hypo- 
manic  state  after  the  depressive  phase  terminates.  (3) 
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NORPRAMIN 


rapid  acting  specific  for  depression 


not  an  MAO  inhibitor 
not  a tranquilizer 

Norpramin  is  an  original  product 
of  Lakeside  research.  It  has  been 
established  to  be  the  primary  active 
metabolite  of  imipramine  and  in 
many  patients  has  been  reported  to 
be  more  rapid  in  onset  of  action— 
2 to  5 days. 

Norpramin  is  specific  for  depression 
and  is  not  recommended  for  anxiety. 
Sid.e  effects  are  usually  mild. 


“.  . . [Norpramin]  appears  to  have  an  im- 
mediate onset  of  action,  which  is  readily 
demonstrable  in  both  humans  and 
animals.” 

Meduna,  L.  J.;  Abood,  L.  G.,  and  Biel,  J.  H.:  Journal  of 
Neuropsychiatry  2: 232-237  (June)  1961. 


“.  . . laboratory  and  clinical  studies  have 
shown  that  imipramine  is  converted  endo- 
genously to  desipramine  [Norpramin] 
which  may  be  administered  instead  with 
more  prompt  onset  of  clinical  effect." 

Nodine,  J.  A.,  and  Slap,  S.  W.:  Current  Therapeutic 
Research  5:40  (January)  1963. 


"...  responses  can  be  seen  as  soon  as  one 
to  three  days  after  administration." 

Siegler,  P.  E.:  Medical  Clinics  of  North  America.  48:497 
(March)  1964. 


See  your  Lakeside  representative  or  please  write  for  clinical  data  and  complete  prescribing  information. 


LAKESIDE  LABORATORIES,  INC. 


MILWAUKEE,  WISCONSIN  53201 


Although  animal  teratology  studies  proved  negative,  fur- 
ther clinical  experience  is  necessary  to  establish  safety 
in  human  pregnancy.  (4)  Discontinue  therapy  prior  to 
elective  surgery. 

Adverse  Effects:  Mild  side  effects  may  occur  in  about  1 
of  4 patients.  These  are  usually  well  tolerated.  Side 
effects  include:  dry  mouth,  constipation,  dizziness,  palpi- 
tation, delayed  urination,  “bad  taste’’,  sensory  illusion, 
tinnitus,  agitation  and  stimulation,  sweating,  drowsiness, 
headache,  orthostatic  hypotension,  flushing,  nausea, 
cramps,  weakness,  blurred  vision  and  mydriasis,  rash, 
allergy,  altered  liver  function,  ataxia  and  extrapyramidal 
signs. 


Dosage  and  Administration:  Optimal  results  are  obtained 
at  about  150  mg./day.  Dosage  over  200-225  mg. /day 
increases  incidence  of  side  effects.  Norpramin  may  be 
administered  as  follows:  two  tablets  (50  mg.)  t.i.d.  (150 
mg./day).  Partial  response  may  be  expected  within  2-5 
days;  optimal  response  within  2-3  weeks.  After  optimal 
results  are  achieved  a maintenance  dose  . . . 50-100 
mg./day  . . . should  be  sought. 

Supplied:  Norpramin  (desipramine  hydrochloride)  tab- 
lets of  25  mg.,  in  bottles  of  50  and  500. 
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For  the  “modern  Cinderella” 


enhances  any 
acne  treatment 


“...No  other  disease  has  caused 
so  much  feeling  of  inferiority”  as 
acne.1  pHisoHex  “...is  a valuable 
part  of  the  management. ..since  in 
addition  to  its  defatting  and  cleans- 
ing properties,  it  offers  an  antibac- 
terial action  which  reduces  skin 
bacterial  flora.”2 

In  a series  of  42  patients,  none 
“...failed  to  improve,”  when 
pHisoHex  was  added  for  the  wash.3 
In  another  series  of  67,  acne  le- 
sions “...cleared  in  a matter  of 
one  to  two  weeks”  in  50  per  cent 
with  pHisoHex.4  In  another  series 
of  100  patients  using  pHisoHex 
and  pHisoAc®,  79  showed  excel- 
lent or  good  improvement.2 
The  frequent  exclusive  use  of 
pHisoHex  enhances  adsorption  of 
its  3%  hexachiorophene  content 
to  the  skin;  there  it  remains  as  a 
tenacious  film  to  fight  bacteria  be- 
tween washings.  pHisoHex  cleans 
thoroughly— is  nonalkaline,  hypo- 
allergenic and  “kind”  to  the  skin. 
Three  to  four  washings  a day  are 
needed  for  constant  degerming  of 
skin,  faster  and  better  results. 
pHisoAc  Cream  dries,  peels  and 
masks  lesions— helps  prevent 
comedones,  pustules  and  scarring. 
Contains  colloidal  sulfur  6 per 
cent,  resorcinol  1.5  per  cent  and 
hexachlorophene  0.3  per  cent. 

How  supplied:  pHisoHex  is  available  in 
unbreakable  squeeze  bottles  of  5 oz. 
and  1 pint,  in  unbreakable  plastic  bot- 
tles of  1 gallon  and  in  combination  pack- 
age with  pHisoAc  Cream. 

References:  1.  Szymanski,  F.  J.:  Indust. 
Med.  30:498,  Nov.,  1961.  2.  Wexler,  Louis: 
Clin.  Med.  70:404,  Feb.,  1963.  3.  Hodges, 
F.  T.:  GP  14:86,  Nov.,  1956.  4.  McLean, 
I.  E.  D.;  Graham,  K.  T.,  and  East,  M.  O.: 
Practitioner  189:82,  July,  1962. 
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50  years 
as  your  reliable 
partner  in 
research 


We  are  now  celebrating  our  50th 
anniversary.  That  makes  National 
Dairy  Council  the  oldest  food- 
industry-supported  organization  de- 
voted solely  to  nutrition  research  and 
health  education.  w ■* 

Those  50  years  have  reaped  rich  rewards  in 
the  form  of  reliable  scientific  fact,  given 
freely  to  professional  groups.  This  informa- 
tion has  helped  establish  many  of  the  na- 
tion’s accepted  concepts  of  human  nutrition. 
Since  1940  alone,  National  Dairy  Council 
has  made  270  grants  for  basic  and  applied 


research  in  the  fields  of  protein 
needs,  mineral  and  vitamin  me- 
tabolism, dental  nutrition,  cardio- 
vascular disease,  obesity  and  the 
nutritional  value  of  fat  in  the  diet. 
The  results  of  all  National  Dairy 
Council  supported  studies  are  made  avail- 
able as  a service  to  the  medical,  scientific 
and  educational  community. 

This  desire  to  contribute  to  the  betterment 
of  man  is  perhaps  the  best  expression  of  the 
objectivity,  integrity  and  reliability  of  the 
National  Dairy  Council. 


NATIONAL 

DAIRY 

COUNCIL 

Greater  New  York  Program 
50  Years  as  a Non-Profit  Organization  for 
Nutrition  Research  and  Health  Education 
202  e.  44th  street  • new  york,  n.y.  10017 
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in  maintenance  therapy... 

a working  analgesic 
for  the 

active  arthritic 


ARTHRALGEN® 


Each  tablet  contains: 

Salicylamide 250  mg. 

Acetaminophen 250  mg. 

Ascorbic  acid  (Vitamin  C) 25  mg. 


a working  analgesic  for  the  active  arthritic 

—rapidly  relieves  early  morning  stiffness  and  arthritic  pain.  It 
promises  a quicker  response  in  most  patients  because  its  anal- 
gesic ingredients  need  no  metabolic  conversion  before  they  act. 
As  a combination  of  two  prominent  analgesic  drugs,  Arthralgen 
can  often  establish  smoother,  more  complete  pain  relief  because 
it  synergistically  produces  more  efficient  analgesia  on  lower 
dosage  levels  of  each. 


two  proven  pain  relievers 

Arthralgen  combines  two  better-tolerated,  time-tested  analgesics, 
acetaminophen  and  salicylamide,  into  a pharmacologically  sound 
and  therapeutically  effective  formulation.  As  Arthralgen,  it  pene- 
trates tissues  promptly  and  relieves  pain  rapidly  with  less  likeli- 
hood of  gastric  irritation  than  aspirin. 


BRIEF  SUMMARY 

Arthralgen  and  Arthralgen-PR  are 
indicated  in  the  management  of 
rheumatoid  arthritis,  acute  gouty 
arthritis,  rheumatoid  spondylitis, 
osteoarthritis,  bursitis,  fibrositis, 
and  neuritis.  Arthralgen  may  be 
used  for  analgesia  in  colds,  flu,  and 
various  myalgias. 

DOSAGE:  One  or  two  tablets  four 
times  a day.  After  remission  of 
symptoms  dosage  should  be 
reduced  to  the  minimum  mainte- 
nance level. 

SIDE  EFFECTS:  Nausea,  Gl  upset, 
or  mild  salicylism  may  rarely  occur. 
Symptoms  of  hypercorticoidism 
dictate  reduction  of  dosage  of 
Arthralgen-PR. 

PRECAUTION:  Reduction  in  dos- 
age of  Arthralgen-PR  given  over  a 
long  period  should  be  gradual, 
never  abrupt. 

CONTRAINDICATIONS:  Hypersen- 
sitivity to  any  ingredient. 


sodium-free 

Arthralgen  contains  no  sodium.  Therefore,  it  is  often  a safer  and 
more  suitable  analgesic  for  use  in  the  long-term  treatments  of 
arthritic  patients  who  have  other  conditions  which  require  sodium 
restriction.1 

ARTHRALGEN®-PR  (Arthralgen  with  prednisone) 


Each  tablet  contains: 

Salicylamide 250  mg. 

Acetaminophen 250  mg. 

Ascorbic  acid  (Vitamin  C) 25  mg. 

Prednisone 1 mg. 


To  help  provide  dosage  flexibility  in  patients  who  require  steroids, 
the  basic  Arthralgen  formula  is  also  available  combined  with 
prednisone  as  Arthralgen-PR.  Prednisone  is  favored  as  the  more 
advantageous  steroid  for  use  in  Arthralgen-PR  because  it  shows 
less  tendency  toward  sodium  retention,  potassium  excretion,  and 
steroid-induced  hypertension  than  that  which  often  accompanies 
the  use  of  cortisone  and  ACTH.2 


A.  H.  ROBINS  COMPANY,  INCORPORATED/RICHMOND,  VIRGINIA 


As  with  any  drug  containing  pred- 
nisone, Arthralgen-PR  is  contra- 
indicated, or  should  be  adminis- 
tered only  with  care,  to  patients 
with  peptic  ulcer,  tuberculosis, 
nephritis,  diabetes  mellitus,  acute 
psychoses,  Cushing’s  syndrome 
(or  Cushing’s  disease),  overwhelm- 
ing spreading  (systemic)  infection, 
or  predisposition  to  thrombophle- 
bitis. 

Arthralgen-PR  is  generally  contra- 
indicated in  patients  with  uremia 
and  viral  infections,  including  po- 
liomyelitis, vaccinia,  ocular  herpes 
simplex,  and  fungus  infections  of 
the  eye.  It  is  also  contraindicated 
in  patients  with  chicken  pox  or 
susceptible  persons  exposed  to  it. 

SUPPLY:  Arthralgen  (white,  scored) 
and  Arthralgen-PR  (yellow,  scored) 
tablets  are  available  in  bottles  of 
100  and  500. 

REF:  1.  Boreus  & Sandberg,  ACTA. 
PHYSIOL.  SCAND.,  28:266,  1953. 
2.  Cohen,  et  al.:  J.A.M.A.,  165:225, 
1957. 


Medical  News 


Fund  for  Dr.  Carlson’s  family 

The  Los  Angeles  County  Medical  Association 
and  the  Los  Angeles  County  Physician’s  Aid 
Association  have  formed  the  “Physician’s  Aid- 
Carlson  Fund”  to  benefit  the  wife  and  children 
of  Dr.  Paul  E.  Carlson,  the  Los  Angeles  medical 
missionary  who  was  one  of  50  American  and 
Belgian  hostages  massacred  in  Stanleyville  by 
fanatical  Congolese  rebels  in  November. 

Donations  from  the  medical  profession  and 
the  general  public  throughout  the  nation  are 
invited.  All  donations  received  will  be  used  for 
the  benefit  of  the  Carlson  family.  All  expenses 
for  operating  the  Fund  will  be  borne  by  the 
Los  Angeles  County  Medical  Association  and 
the  Physician’s  Aid  Association. 

Checks  should  be  made  out  to  the  Physician’s 
Aid-Carlson  Fund.  The  address  is  1234  North 
Vermont,  Los  Angeles  29,  California. 


Recall  of  contaminated  solution  asked 

Health  officers  throughout  the  State  have 
been  asked  to  assist  in  the  recall  of  a bacterially 
contaminated  wetting  solution  used  by  contact 
lens  wearers,  Hollis  S.  Ingraham,  M.D.,  State 
Health  Commissioner,  has  announced. 

The  preparation,  called  “Marla  Antiseptic 
Wetting  and  Soaking  Solution,”  is  produced  by 
Santa  Pharmaceuticals,  Inc.  of  Buffalo.  It  is 
packaged  in  four-ounce  plastic  bottles  and  in 
15-cc.  plastic  containers.  All  lot  numbers  of 
the  product  are  involved. 

“The  Federal  Food  and  Drug  Administration 
has  informed  us  that  they  found  the  product  to 
be  contaminated  wdth  bacteria  and  that  the 
company  has  agreed  to  recall  all  outstanding 
lots,”  Dr.  Ingraham  said,  “but  they  are  unsure 
now  how  effective  the  company  recall  is  and 
have  asked  us  to  help  Federal  Food  and  Drug 
Administration  inspectors  check  all  distributing 
outlets  for  the  product.  Accordingly,  I have 
requested  health  officers  throughout  the  State 
to  assist  in  this  effort.” 


Material  for  inclusion  in  the  medical  news  section  must  be 
received  six  weeks  prior  to  publication  date. 


Kits  for  PKU  testing  distributed 

Kits  for  testing  newborn  babies  for  PKU 
(phenylketonuria)  are  being  distributed  by  the 
State  Health  Department  to  all  hospitals  in 
New  York  State.  Hollis  S.  Ingraham,  State 
Health  Commissioner,  has  announced. 

A new  law,  effective  January  1,  requires  that 
every  baby-  born  in  the  State  must  be  tested  for 
this  hereditary  disease.  PKU  is  one  of  the  few 
types  of  mental  retardation  which  can  now  be 
identified  and  prevented.  PKU  babies  appear 
normal  at  birth  and  if  the  disease  is  detected 
early,  its  effects  can  usually  be  remedied 
with  a special  diet.  If  not  detected,  it  may 
cause  irreversible  brain  damage.  PKU  ac- 
counts for  one  per  cent  of  the  mentally  retarded 
cases  in  institutions  today. 

Dr.  Ingraham  has  designated  the  Guthrie  In- 
hibition Assay  Procedure  as  the  test  to  deter- 
mine levels  of  phenylalanine  in  the  blood. 
Developed  by  Robert  Guthrie,  M.D.,  of  Buffalo, 
this  test  requires  only  a few  drops  of  blood  from 
the  newborn  infant’s  heel.  This  is  a screening 
method  only.  If  test  results  are  positive, 
further  tests  are  necessary  to  confirm  the  diag- 
nosis. 

Each  physician  and  hospital  administrator  is 
receiving  a letter  explaining  the  new  law,  a 
copy  of  the  law,  and  a set  of  rules  and  regula- 
tions that  implement  it.  Each  hospital  will 
receive  a set  of  charts  about  PKU  testing  to 
post  in  its  nursery  area. 

One  laboratory  in  New  York  City  and  three 
laboratories  Upstate  have  been  designated  to 
test  specimens.  These  are:  in  New  York  City, 
the  City  Health  Department  Laboratory;  in 
the  Albany  and  White  Plains  regions  of  the 
Health  Department,  the  Department  s Division 
of  Laboratories  and  Research  in  Albany;  in 
the  Syracuse  region,  the  Bureau  of  Laboratories, 
Syracuse  Department  of  Health;  and  in  the 
Rochester  and  Buffalo  regions,  the  Erie  County 
Laboratory. 

The  laboratory  will  send  two  copies  of  test  re- 
sults to  the  hospital,  which  will  forward  one  to 
the  physician.  If  Guthrie  test  results  are  posi- 
tive, the  laboratory  will  forward  to  the  doctor, 
through  the  hospital,  collecting  tubes  he  will 
use  to  obtain  blood  for  further  studies. 
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epilepsy  can  undermine  self-reliance 


“A  therapeutic  ‘bull’s-eye'  may  be  scored  with 
DILANTIN  [diphenylhydantoin]  even  for  a per- 
son with  long-standing  convulsions  previously 
unrelieved  by  phenobarbital.”*  Such  efficacy 
can  make  a substantial  contribution  to  your 
epileptic  patient’s  rehabilitation... improve  his 
prospects  for  employment . . . foster  greater  self- 
reliance. 

Indications:  Grand  mal  epilepsy  and  certain  other 
convulsive  states.  Precautions:  Toxic  effects  are 
infrequent:  allergic  phenomena  such  as  polyarthrop- 
athy, fever,  skin  eruptions,  and  acute  generalized 
morbilliform  eruptions  with  or  without  fever.  Rarely, 
dermatitis  goes  on  to  exfoliation  with  hepatitis,  and 
further  dosage  is  contraindicated.  Eruptions  then 
usually  subside.  Though  mild  and  rarely  an  indica- 
tion for  stopping  dosage,  gingival  hypertrophy,  hir- 


sutism, and  excessive  motor  activity  are  occasion- 
ally encountered,  especially  in  children,  adoles- 
cents, and  young  adults.  During  initial  treatment, 
minor  side  effects  may  include  gastric  distress, 
nausea,  weight  loss,  transient  nervousness,  sleep- 
lessness, and  a feeling  of  unsteadiness.  All  usually 
subside  with  continued  use.  Megaloblastic  anemia, 
aplastic  anemia,  leukopenia,  granulocytopenia  and 
pancytopenia  have  been  reported.  Nystagmus  may 
develop.  Nystagmus  in  combination  with  diplopia 
and  ataxia  indicates  dosage  should  be  reduced. 
Adequate  examination  of  the  blood  is  advisable. 
DILANTIN  (diphenylhydantoin  sodium)  is  supplied 
in  several  forms  including  Kapseals®  containing 
0.1  Gm.  and  0.03  Gm. 

♦Lennox,  W.  G.:  Epilepsy  and  Re- 
lated Disorders,  Boston,  Little, 

Brown  and  Company,  1960,  vol. 
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helps  to  restore  confidence 


Medical  Schools 


Albany  Medical  College 

New  head  of  surgical  subdepartment  of 
neurosurgery.  Richard  A.  Lende,  M.D., 
associate  professor  of  neurosurgery,  University 
of  Colorado  Medical  Center,  Denver,  has  been 
named  head,  Surgical  Subdepartment  of  Neuro- 
surgery, effective  January  1. 

Medical  mission.  Irwin  King,  M.D.,  an 
assistant  professor,  is  serving  a one-man  U.S. 
medical  mission  in  British  Guiana.  Dr.  King 
is  the  only  qualified  anesthesiologist  in  the 
coastal  country  of  83,000  square  miles  and 
about  600,000  people.  He  gives  or  directs  the 
giving  of  more  than  100  anesthetics  a week  to 
surgical  and  obstetrical  patients  at  the  George- 
town Hospital. 

Downstate  Medical  Center 

Faculty  promotions.  Jackson  Stuckey, 
M.D.,  was  promoted  from  associate  professor 
to  professor  of  surgery;  Marvin  L.  Gliedman, 
M.D.,  from  assistant  professor  to  associate  pro- 
fessor of  surgery;  Richard  M.  Silberstein,  M.D., 
was  promoted  from  clinical  assistant  professor 
to  associate  professor  of  psychiatry,  and  re- 
cently was  appointed  director  of  the  child 
psychiatry  service  in  its  reorganization  to  reduce 
in-hospital  custodial  care  of  mentally  ill 
children;  Rudolf  Weinbach,  M.D.,  promoted 
from  instructor  in  the  Department  of  Medicine 
to  assistant  professor  in  the  Department  of 
Microbiology;  Muriel  Kowlessar,  M.D.,  was 
promoted  from  instructor  to  assistant  professor 
of  pediatrics. 

Appointments.  Bernard  S.  Aron,  M.D.,  has 
been  appointed  assistant  professor  of  radiology; 
Abraham  E.  Ring,  D.Ed.,  has  been  named 
assistant  professor,  Department  of  Psychiatry, 
and  will  head  the  psychiatric  social  service 
division,  organizing  social  service  activities  at 
both  Kings  County  Hospital  and  the  new 
University  Hospital;  Albert  D ebons,  M.D.,  has 
been  named  assistant  professor,  Department  of 
Surgery;  Wallace  Mandell,  M.D.,  was  ap- 
pointed clinical  associate  professor  of  psychiatry, 
and  will  work  with  Dr.  Richard  Silberstein; 
John  K.  Duffy,  M.D.,  was  appointed  to  the 
Division  of  Otolaryngology,  Department  of 
Surgery,  as  senior  lecturer;  in  the  Department 
of  Psychiatry,  Irwin  M.  Greenberg,  M.D., 
Jules  Glenn,  M.D.,  and  Sherwood  Chorost, 
M.D.,  have  been  named  clinical  assistant  pro- 
fessors; and  also  appointed  clinical  assistant 
professors  were:  Serymour  M.  Glick,  M.D., 

Department  of  Medicine;  Rubem  Poch- 
aczevsky,  M.D.,  Department  of  Radiology; 


and  Neville  Jackson,  M.D.,  Department  of 
Surgery. 

Grants.  A total  of  $872,185  was  received 
during  September  and  October,  1964,  from  the 
National  Institutes  of  Health  and  other  agencies 
for  research  grants.  This  provided  for  renewals 
of  24  research  projects  already  in  progress  and 
seven  new  ones.  The  National  Institutes  of 
Health  granted  27;  The  National  Science 
Foundation,  Smith,  Kline  and  French  Labora- 
tories, the  Office  of  Naval  Research,  and  the 
U.S.  Army  Medical  Research  and  Develop- 
ment Command  awarded  the  others.  In 
addition,  Joseph  G.  Benton,  M.D.,  received 
$311,632  for  renewal  of  a training  grant  from  the 
Office  of  Vocational  Rehabilitation  for  rehabilita- 
tion training. 

Child  psychiatry  reorganized.  The  division 
of  Child  Psychiatry  is  being  reorganized  under 
the  direction  of  Richard  Silberstein,  M.D., 
founder  and  the  present  director  of  the  Staten 
Island  Mental  Health  Center.  The  aim  is  to 
reduce  in-hospital  custodial  care  of  mentally  ill 
children  and,  when  possible,  to  treat  them  as 
outpatients  or  on  a day-hospital  basis. 


New  York  Medical  College 

Full  professor.  Milton  Terris,  M.D.,  for- 
merly with  the  Public  Health  Research  In- 
stitute of  the  City  of  New  York  and  the  College, 
has  joined  the  Department  of  Preventive 
Medicine  as  a full  professor.  Dr.  Terris  will  be 
responsible  for  the  epidemiology  unit  of  the 
Department  and  has  also  been  appointed  to  the 
National  Curriculum  in  Epidemiology  Training 
for  all  U.S.  departments  of  preventive  medicine 
to  be  held  during  the  summer  of  1965  in  Madison, 
Wisconsin. 

Western  Electric  fund  award.  The  In- 
stitute for  Developmental  Studies,  Department 
of  Psychiatry,  has  received  the  Western  Electric 
Fund  Appreciation  Award  and  a check  for 
$2,000  in  singular  recognition  of  its  efforts 
“toward  meeting  the  educational  needs  of  a 
free  society.”  The  award  was  presented  to 
Martin  Deutsch,  Ph.D.,  Director  of  the  In- 
stitute. 

New  director  appointed.  Milton  Lowenthal, 
M.D.,  professor  and  chairman,  Department  of 
Rehabilitation,  was  appointed  director  of  the 
New  York  Medical  College  Center  for  Chronic 
Disease,  Bud  S.  Coler  Hospital  and  Home  in 
December. 

continued  on  page  376 
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following 

infection 


STRESSCAPS  B and  C vitamins  in  therapeutic  amounts... 
help  the  body  mobilize  defenses  during  convalescence ...  aid 
response  to  primary  therapy.  The  patient  with  a severe  infec- 
tion, and  many  others  undergoing  physiologic  stress,  may 
benefit  from  STRESSCAPS. 


Each  capsule  contains: 

Vitamin  B i (as  Thiamine  Mononitrate)  10  mg. 

Vitamin  B2  (Riboflavin) 

10  mg. 

Niacinamide 

100  mg. 

Vitamin  C (Ascorbic  Acid) 

300  mg. 

Vitamin  B6  (Pyridoxine  HCI) 

2 mg. 

Vitamin  B j 2 Crystalline 

4 mcgm. 

Calcium  Pantothenate 

20  mg. 

Recommended  intake:  Adults,  1 

capsule 

daily,  for  the  treatment  of  vitamin 

deficien- 

cies.  Supplied  in  decorative  “reminder” 

jars  of  30  (one  month's  supply) 
(three  months'  supply). 

and  100 

LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 


SHE’S  HEARD  IT  A MILLION  TIMES 


“Participate!”  say  the  non- 
profits. “Join!” 

You’ve  heard  it  a million  times 
yourself.  The  message  is  re- 
peated for  your  good,  for  our 
good,  and  for  the  good  of  the 
profession. 

We  don’t  want  to  belabor  the 
point  excessively.  The  facts  of 
the  matter,  though,  support 
our  thesis: 


Your  participation  is  good 
for  you. 

Your  participation  is  good 
for  us. 

Your  participation  is  good 
for  the  profession 
and  the  patient. 

Phone  or  write  today  for  your 
copy  of  GHI’s  “Invitation  to 
Participate,”  won’t  you? 


GHI  Group  Health  Insurance,  inc 

221  Park  Avenue  South  / New  York,  N.Y.  10003  / SPring  7-6000 
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Annual  Convention 

MEDICAL  SOCIETY 

of  the 

STATE  OF  NEW  YORK 

February  15-18,  1965 

at  the 

Americana  of  New  York 

New  York  City 


Highlights  . . . 

Panel  on  Hyperbaric  Medicine  via  2-way  Transatlantic  Hook-up  with  Glasgow,  Scotland 

• 24  Scientific  Sections  • Symposia  • Panel  Discussions  • Annual  Meeting  of  House  of  Delegates 

• President’s  Reception  and  Dinner  Dance  • Scientific  and  Technical  Exhibits  • Scientific  Motion  Pictures. 


Complete  & mail  this  form  to:  Reservations  Manager,  Americana  of  New  York. 


Americana 


OF  NEW  YORK  SEVENTH  AVENUE  at  52nd  ST.,  NEW  YORK  19,  N.  Y. 
TELETYPE  212-640-4894  TELEPHONE  (212)  LT1-1000 


Please  make  reservations  for 

persons 

NAME(S) 


Address 

City Zone State 

A.M. 

Arrive:  Date AT P.M. 

(Reservations  held  only  until  6:00  PM; 
unless  later  arrival  is  indicated) 

Probable  Departure  Date 

THIS  FORM  SHOULD  BE  RECEIVED  BY 
HOTEL  TWO  WEEKS  PRIOR  TO  CONVENTION 


PLEASE  CHECK  (/)  ACCOMODATIONS  DESIRED 

(All  rooms  subject  to  5%  New  York  City  Room  tax) 


SINGLE  BEDROOM  □ $12.00 

□ $14.00  □ $16.00  □ $17.00  □ $18.00 

□ $19.00  □ $20.00  □ $22.00  □ $23.00 

DOUBLE-BEDDED  ROOM  FOR  TWO  □ $14.00 

□ $16.00  □ $18.00  □ $19.00  □ $22.00 

TWIN-BEDDED  ROOM  FOR  TWO  □ $16.00 

□ $18.00  □ $20.00  □ $21.00  □ $22.00 

□ $23.00  □ $24.00  □ $26.00  □ $28.00 

STUDIO  ROOM  FOR  ONE 

□ $20.00  □ $22.00  □ $24.00 

STUDIO  ROOM  FOR  TWO 

□ $15.00  □ $26.00  □ $27.00  Q $28.00 

PARLOR  AND  ONE  BEDROOM 

□ $40.00  □ $44.00  □ $46.00  & UP 

PARLOR  AND  TWO  BEDROOMS 

□ $68.00  □ $74.00  □ $76.00  & UP 


NOTE:  If  a room  at  the  rate  requested  is  not  available, 
reservation  will  be  made  at  the  nearest  rate  possible 


MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 


February  15-18,  1 965 
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University  of  Rochester  School 
of  Medicine  and  Dentistry 

Promoted.  Arthur  H.  Schmale,  Jr.,  M.D.,  has 


been  promoted  to  associate  professor  of 
psychiatry  and  medicine  as  well  as  senior  as- 
sociate psychiatrist  and  senior  associate 
physician  at  Strong  Memorial  Hospital.  The 
promotion  was  effective  in  January. 


Medical  Meetings 


Scanning  symposium 

A scanning  symposium  for  the  informal  ex- 
change of  ideas  on  radioactive  scanning  as  well 
as  presentation  of  cases  and  technics  will  be 
held  February  4 at  8:00  p.m.  in  the  first  floor 
conference  room  of  Queens  General  Hospital, 
164th  Street,  Jamaica. 

Participants  are  invited  to  bring  problem 
scans  and  x-ray  films  for  presentation  and  dis- 
cussion during  the  second  hour. 

Sidney  Rubenfeld,  M.D.,  director  of  the 
Radiation  Therapy  Department  at  Bellevue 
Hospital,  will  discuss  “Pathologic  Changes  in 
the  Liver  as  Demonstrated  by  Radioisotope 
Scans.” 

Subsequent  meetings  will  be  held  the  first 
Thursday  evening  of  each  month. 

Review  of  internal  medicine 

Maimonides  Hospital  of  Brooklyn  is  con- 
ducting a postgraduate  medical  course  on  “Re- 
view of  Current  Progress  in  Internal  Medicine” 
in  twenty  biweekly  sessions  from  April  6 
through  June  11  on  Tuesdays  and  Fridays  from 
3:00  to  5:00  p.m.  and  2:00  to  5:00  p.m.  re- 
spectively. The  course  is  being  sponsored 

Material  for  inclusion  in  the  medical  meetings  section  must 
be  received  six  weeks  prior  to  publication  date. 


jointly  by  the  hospital  and  the  State  University 
of  New  York. 

Applications  and  inquiries  should  be  ad- 
dressed to  David  Grob,  M.D.,  Director  of 
Medicine,  Maimonides  Hospital,  4802  Tenth 
Avenue,  Brooklyn  19,  New  York.  Dr.  Grob  is 
also  director  of  the  course. 

American  Board  of  Obstetrics 
and  Gynecology 

Applications  and  letters  of  request  from  pre- 
vious applicants  requesting  to  be  scheduled  for 
the  forthcoming  Part  I examination  of  the 
American  Board  of  Obstetrics  and  Gynecology 
to  be  given  July  2 will  be  accepted  in  the  Board 
office  up  until  the  closing  date  of  February  28. 
Applications  and  letters  of  request  postmarked 
after  that  date  will  be  returned  to  the  sender. 

Application  forms  and  bulletins  may  be  ob- 
tained by  writing  to  the  office  of  the  secretary, 
Clyde  L.  Randall,  M.D.,  American  Board  of 
Obstetrics  and  Gynecology,  100  Meadow  Road, 
Buffalo,  New  York  14216. 

Servicemen  applying  for  the  Part  I examina- 
tion are  requested  to  submit  the  name  of  the 
commanding  officer. 

Diplomates  of  this  Board  are  requested  to 
keep  the  Board  office  informed  of  address 
changes. 
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New  International  Study 

of  antibiotic  effectiveness  in  vitro  compiled  from  17,225  cultures,  * 

88  laboratories,  13  countries 


Bacterial  susceptibility  is  similar  all  over  the  world. 
So  is  the  effectiveness  of  nr  A 

TAO# 

(triacetyloleandomycin) 


New  international  data  on 
antibiotic  effectiveness  in  vitro 


The  1964  international  study1  of  antibiotics  is  the  most  comprehensive  analysis 
of  microbial  data  ever  undertaken.  It  compares  the  microbial  susceptibility  to  5 
leading  antibiotics  by  in  vitro  testing.  The  following  statistics  give  an  indication 
of  the  scope  of  this  survey:  the  tests  were  performed  in  88  laboratories,  distributed 
throughout  13  countries  and  4 continents.  In  all,  the  results  of  86,125  suscepti- 
bility determinations,  made  on  17,225  cultures,  were  tabulated  and  analyzed. 
Electronic  data  processing  equipment  was  employed  for  the  computations. 


Some  of  the  determinations  made  possible  by  the  study  include  results  of  in  vitro 
susceptibility  tests  by  country,  comparison  of  antibiotics  according  to  anatomical 
source  of  the  clinical  isolate,  and  susceptibility  of  staphylococcus  aureus  accord- 
ing to  bacteriophage  type.  Perhaps  the  most  important  comparison  is  that  of  over- 
all, worldwide  effectiveness  of  the  5 leading  antibiotics.  Results  of  this  determina- 
tion are  shown  in  the  chart  below. 


Over-all  results  of  the  international  study: 


Penicillin 

Tetracycline 

Erythromycin 

Chloramphenicol 

TAO 


0 10  20  30  40  50  60  70  80  90  100% 


Based  on  the  following  number  of  cultures:  staphylococcus  aureus,  10,384;  diplo- 
coccus  pneumoniae,  1,322;  /3  hemolytic  streptococci,  2,492;  enterococci,  3,027. 


u 


Comparative  in  vitro  effectiveness  of 

tetracycline  and  TAO 

against  0 hemolytic  streptococci 


Breese  recently  showed  that  . . in  vitro  resistance  to  tetracycline  was  observed  in  about 
25%  of  the  /3  hemolytic  streptococci  tested.  This  resistance  or  lack  of  resistance  seemed  to 
be  correlated  with  the  clinical  results  obtained  by  treatment.”8  This  report  of  shifts  in  anti- 
biotic effectiveness  is  borne  out  by  the  nationwide  study  of  19632  and  the  international 
study  of  1964.' 


U.S.  Study,  1963 
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results  based  on  1,519  cultures 


International  Study,  1964 
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results  based  on  2,492  cultures 


In  vitro  data  confirms  the  7-year 
clinical  record 

In  a study3  involving  95  patients  there  was  ‘‘an  encouragingly  accurate  (90-95%)  degree  of 
correlation  between  in  vitro  and  in  vivo  results  with  TAO.” 


Breese4:  “. . . triacetyloleandomycin  was  at  least  as  effective  as  penicillin  and  more  effective 
than  erythromycin  propionate  in  the  treatment  of  streptococcal  infections  in  children.” 


McClellan5:  In  the  treatment  of  124  pediatric  patients  with  a wide  variety  of  infections, 
‘‘triacetyloleandomycin  was  effective  in  92%. ” 

Shubin6:  129  patients  with  upper  or  lower  respiratory  infections  were  treated  with  TAO.  Of 
these,  120  had  a good  response,  which  generally  showed  ‘‘reduction  in  temperature  and 
toxicity  within  48  hours  after  initiation  of  therapy,  with  subsequent  clinical  and  bacterio- 
logical cure  of  infection.” 

Wennersten7:  . . clinical  results  obtained  in  135  cases  of  a wide  variety  of  infections  were 

dramatically  good  . . .” 


TAO® 

(triacetyloleandomycin) 


Available  as:  Capsules  (250  mg.;  125  mg.)  Ready-Mixed  Oral  Suspen- 
sion (raspberry  flavored,  125  mg./5cc.)  Pediatric  Drops  (100  mg./cc.) 


see  back  cover  for  TAO  indications,  contraindications,  and  precautions— > 


N EW  intramuscular 
companion  to  TAO 

OLEANDOMYCIN 

Four  reasons  to  consider  this  convenient  new  dosage  form  for  your  bag,  emergencies  or  hospital  use: 

the  bacterial  spectrum  includes:  streptococci,  pneumococci,  gonococci  and  staph- 
ylococci; particularly  effective  against  some  strains  of  staphylococci  resistant  to 
other  antibacterial  agents. 


2 

3 

4 


most  strains  of  staphylococci  do  not  demonstrate  cross-resistance  between  olean- 
domycin and  erythromycin. 

allergic  reactions  or  other  systemic  side  effects  have  been  encountered  only  rarely 
with  parenteral  use  of  oleandomycin. 

easily  reconstituted— freely  water  soluble. 


TAO  Rx  Information 

Indications:  The  bacterial  spectrum  includes:  streptococci,  staphylococci,  pneumococci  and  gono- 
cocci. Recommended  for  acute,  severe  infections  where  adequate  sensitivity  testing  has  demon- 
strated susceptibility  to  this  antibiotic  and  resistance  to  less  toxic  agents.  Not  recommended  for 
prophylaxis  or  in  the  treatment  of  infectious  processes  which  may  require  more  than  ten  days  con- 
tinuous therapy.  In  view  of  the  possible  hepatotoxicity  of  this  drug  when  therapy  beyond  ten  days 
proves  necessary,  other  less  toxic  agents,  of  course,  should  be  used.  If  clinical  judgment  dictates 
continuation  of  therapy  for  longer  periods,  serial  monitoring  of  liver  profile  is  recommended,  and  the 
drug  should  be  discontinued  at  the  first  evidence  of  any  form  of  liver  abnormality. 

Contraindications  and  Precautions:  TAO  (triacetyloleandomycin)  is  contraindicated  in  pre-existing 
liver  disease  or  dysfunction,  and  in  individuals  who  have  shown  hypersensitivity  to  the  drug.  Although 
reactions  of  an  allergic  nature  are  infrequent  and  seldom  severe,  those  of  the  anaphylactoid  type 
have  occurred  on  rare  occasions. 


OLEANDOMYCIN  INTRAMUSCULAR  Rx  Information 

Indications:  The  bacterial  spectrum  includes:  streptococci,  staphylococci,  pneumococci  and  gonococci. 

Precautions:  Significant  adverse  reactions  or  idiosyncrasy  require  discontinuation  of  medication. 
Aside  from  occasional  instances  of  mild  pain  at  the  site  of  injection,  adverse  reaction  to  an  intra- 
muscular injection  has  been  rare.  Allergic  reactions  to  oleandomycin  rarely  have  been  observed  but 
constant  observation  for  such  effects  should  be  maintained.  When  used  for  local  infiltration,  allergic 
manifestations  and  sensitizing  reaction  to  Xylocaine  (lidocaine  hydrochloride)  have  not  been 
reported.  *Xylocaine  is  the  Registered  Trademark  of  Astra-Pharmaceutical  Products,  Inc.  for  its 
brand  of  lidocaine. 


References:  1.  Isenberg,  Henry  D.,  Ph.D.:  Scientific  exhibit  presented  at  the  92nd  Annual  Meeting  of  The  Ameri- 
can Public  Health  Association,  New  York  City,  N.Y.  Oct.  5-8,  1964.  2.  Isenberg,  Henry  D.:  Health  Laboratory  Sci- 
ence 1:185-256.  (Jul.-Aug.)  1964.  3.  Werthamer,  S.  et  al:  Antibiotic  Med.  and  Clin.  Ther.:  7:560  (Sept.)  1960. 
4.  Breese,  B.  B.  et  al:  Am.  J.  Dis.  Children  101:423  (Apr.)  1961.  5.  McClellan,  M.:  Antibiotic  Med.  and  Clin.  Ther. 
7:221  (Apr.)  1960.  6.  Shubin,  H.  et  al:  Antibiotic  Med.  and  Clin.  Ther.  6:156  (Mar.)  1959.  7.  Wennersten,  J.  R.: 
Antibiotic  Med.  and  Clin.  Ther.  5:527  (Aug.)  1958.  8.  Breese,  B.  B.  et  al:  Am.  J.  Dis.  Children  107:232  (Mar.)  1964. 


TAO 

(triacetyloleandomycin) 


J.  B Roerig  and  Company 
New  York  17,  N.Y. 

Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World’s  Well-Being® 


Rx  New,  improved 

VITERRA®  THERAPEUTIC 

Tablets  for 

high-potency  nutritional 
build-up  following  infection. 


Books  Reviewed 


Examination  and  Diagnosis  of  the  Spine 
and  Extremities.  By  Beckett  Howorth,  M.D. 
Octavo  of  178  pages,  illustrated.  Springfield, 
111.,  Charles  C Thomas,  Publisher,  1962.  Cloth, 
$10.50. 

Dr.  Howorth  is  eminently  qualified  to  write 
on  this  subject.  He  has  attempted  to  present 
to  young  students  of  orthopedic  surgery  and 
the  paraorthopedic  services  details  with  regard 
to  examination  of  the  spine  and  extremities. 

There  is  a need  for  such  a text  provided  it  is 
limited  to  the  paraorthopedic  group  and  the 
resident  orthopedic  group.  Very  often  the 
material  as  outlined  in  this  work  is  not  available 
in  more  comprehensive  orthopedic  texts. 

In  essence  the  text  is  useful  principally  for 
the  young  student  of  orthopedic  surgery  and  the 
allied  service  of  orthopedic  surgery  and  not  for 
the  advanced  practitioner  of  orthopedics. — - 
Herbert  C.  Fett,  Jr.,  M.D. 

Manual  of  Contraceptive  Practice.  Edited 
by  Mary  Steichen  Calderone,  M.D.  Octavo  of 
339  pages,  illustrated.  Baltimore,  The  Williams 
& Wilkins  Company,  1964.  Cloth,  $9.95. 

Dr.  Calderone  should  be  complimented  not 
only  for  having  edited  an  excellent  volume  on 
contraceptive  methods,  but  also  upon  the  array 
of  so  many  authoritative  contributors  as  to 
make  the  book  both  informative  and  authorita- 
tive on  standard  procedures. 

The  300  pages  cover  every  conceivable  and 
worthwhile  method  of  contraception  as  advo- 
cated by  anyone  of  the  43  contributors.  Each 
method  is  described  in  detail  and  illustrated  by 
drawings  or  photographs  where  necessary.  The 
text  is  followed  by  a chapter  on  the  legal  status 
of  contraception  in  the  United  States  and  there 
is  a chapter  giving  a list  of  contraceptive  prod- 
ucts and  their  manufacturers.  The  book 
ends  with  a chapter  on  teaching  aids  and  a list 
of  organizations  in  related  fields. 

All  in  all,  the  book  fills  a much-needed  neces- 
sity and  should  be  found  in  every  doctor’s 
library. — Jacob  Halperin,  M.D. 

Handbook  of  Community  Psychiatry  and 
Community  Mental  Health.  Edited  by 
Leopold  Beliak,  M.D.  Quarto  of  465  pages, 
illustrated.  New  York,  Grune  & Stratton, 
1964.  Cloth,  $14.50. 

Dr.  Leopold  Beliak  is  a member  of  the 
American  Psychoanalytic  Association,  a Fellow 
of  the  American  Psychiatric  Association,  and  a 
Fellow  of  the  American  Psychological  Associa- 
tion as  well  as  clinical  professor  of  psychiatry 
at  the  New  York  School  of  Psychiatry.  He  has 


contributed  many  publications  to  the  psycho- 
logical and  psychiatric  literature.  When  this 
book  was  written  he  was  director  of  psychiatry 
at  City  Hospital  Center  at  Elmhurst,  New 
York. 

In  the  introduction  Dr.  Beliak  expresses  his 
personal  views  on  the  etiology  of  schizophrenia 
and  objects  to  the  representation  of  neurologists 
and  nonmembers  of  the  American  Psycho- 
analytic Association  on  the  American  Board  of 
Psychiatry  and  Neurology.  He  does  not 
follow  his  bias  in  selecting  the  contributors  to 
this  book  on  community  psychiatry.  His 
expression  of  a point  of  view  should  not  be 
taken  as  the  only  thing  he  has  to  say. 

The  23  other  contributors  cover  every  phase 
of  this  new  discipline.  Preponderant  influences 
are  the  Columbia  University  and  University  of 
California  Schools  of  Community  Psychiatry. 
From  other  settings  come  leaders  in  this  field 
such  as  Nathan  Beckenstein,  M.D.,  director  of 
The  Brooklyn  State  Hospital;  Marvin  E.  Per- 
kins, M.D.,  Commissioner  of  Mental  Health 
Services  of  New  York  City,  and  director  of  the 
New  York  City  Community  Mental  Health 
Board,  and  William  F.  Sheeley,  M.D.,  chief  of 
the  American  Psychiatric  Association’s  General 
Practitioner  Education  Project. 

Louisa  P.  Howe’s  chapter,  “The  Concept  of 
the  Community:  Some  Implications  for  the 

Development  of  Community  Psychiatry,”  may 
be  considered  an  important  guide  to  community 
relations.  It  is  remarkable  for  its  clarity.  Dr. 
Joshua  Bierer’s  description  of  “The  Marl- 
borough Experiment” — twenty  years  of  experi- 
mentation in  unusual  ways  of  psychiatric  patient 
management— is  a fascinating  story.  This  book 
is  recommended  to  psychiatrists  in  general 
psychiatric  practice  who  are  interested  in  the 
community  and  social  aspects  of  psychiatry. — 
Edward  L.  Pinney,  Jr.,  M.D. 


Medical  Department,  United  States  Army. 
Surgery  in  World  War  II.  Volume  II. 
Activities  of  Surgical  Consultants.  Editor 
in  Chief,  Colonel  John  Boyd  Coates,  Jr.,  MC, 
USA.  Editor  for  Activities  of  Surgical  Con- 
sultants, B.  Noland  Carter,  M.D.  Associate 
Editor,  Elizabeth  M.  McFetridge,  M.A.  Oc- 
tavo of  1,062  pages,  illustrated.  Washington, 
D.C.,  Office  of  the  Surgeon  General,  Depart- 
ment of  the  Army,  1964.  Cloth,  $8.50. 

This  is  another  in  the  series  of  volumes  com- 
prising the  official  history  of  the  Medical 
Department  of  the  United  States  Army  in 
World  War  II.  It  is  published  under  the  direc- 
tion of  the  Surgeon  General  and  belongs  to  the 
professional  series.  It  deals  with  the  activities 
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of  the  surgical  consultants  in  the  theater  level 
overseas. 

Included  in  this  series  are  the  activities  of 
the  consultants  of  both  the  European  and 
Pacific  theaters.  Two  of  the  chapters  consist 
of  diaries  of  consultants  who  have  died  since 
the  war.  Throughout  we  obtain  an  excellent 
account  of  the  surgical  problems  encountered 
and  how  they  were  managed.  A great  deal  of 
the  success  of  the  consultant  system  is  due  to 
the  fact  that  we  are  so  fortunate  in  our  re- 
sources, not  only  of  natural  materials  but  also 
of  great  humans  who  are  brought  forward  by 
national  emergencies.  One  of  these  was  Dr. 
Elliot  Cutler,  professor  of  surgery  at  Harvard. 

Col.  Cutler  (later  Brigadier  General)  was 
aware  of  the  problems  of  traumatic  surgery 
and  the  orthopedist’s  claim  to  it.  He  said  “A 
disturbing  finding  in  England  is  the  professional 
thinking,  which  seems  general,  that  only  ortho- 
pedic surgeons  can  treat  fractures  and  other 
forms  of  trauma.  This  seems  to  me  to  create  a 
grave  danger  in  the  broad  outlook  of  medical 
practice,  both  for  the  people  we  treat  and  for 
the  profession.” 

The  consultants  evaluated  and  assigned  pro- 
fessional personnel,  planned  courses  of  instruc- 
tion, and  solved  many  of  the  problems  of  sup- 
plies and  equipment.  Numerous  investigations 
and  new  procedures  in  the  specialties  of  neuro- 
surgery, plastic  surgery,  ear  conditions,  etc., 
are  tabulated  and  evaluated. 

As  a result  of  the  excellent  activities  of  the 
consultant  system  during  World  War  II,  the 
system  has  been  carried  over  as  a part  of  the 
regular  army. 

The  volume  furnishes  an  absorbing  account 
of  the  experiences  and  thoughts  of  an  outstand- 
ing group  of  American  surgeons. — Alan  A. 
Kane,  M.D. 


Growth  Disorders  in  Children  and  Adoles- 
cents. By  Solomon  A.  Kaplan,  M.D.  Octavo 
of  202  pages,  illustrated.  Springfield,  111., 
Charles  C Thomas,  1964.  Cloth,  $8.50. 

This  is  a short  well  written  book  which  gives 
a complete  up-to-date  exposition  of  the  present 
state  of  knowledge  and  experience  with  regard 
to  the  recently  more  purified  pituitary  growth 
hormone. 

Dr.  Kaplan  is  an  endocrinologically-oriented 
chemist  and  clinician  and  is  himself  involved 
in  the  production  of  the  hormone  and  clinical 
experimentation  with  it. 

The  book’s  jacket  suggests  that  it  will  be  a 
help  toward  updating  the  medical  student  and 
practitioner  with  regard  to  the  growth  hormone. 
The  suggestion  is  practical  and  correct.  The 
book  is  well  worth  reading.  It  will  also  help 
the  practitioner  to  authoritatively  quiet  the 
fantasies  of  the  laity  brought  about  by  the 
premature,  unduly  optimistic  articles  of  the 
science  writers. — Kenneth  G.  Jennings,  M.D. 

Diagnostic  Urology.  Edited  by  James  F. 
Glenn,  M.D.  Octavo  of  415  pages,  illustrated. 


New  York,  Hoeber  Medical  Division,  Harper  & 
Row,  Publishers,  1964.  Cloth,  $13.50. 

This  volume  is  a first  edition  of  a new  text 
devoted  solely  to  diagnostic  methods  in  urology. 
Each  chapter  has  been  prepared  by  an  author 
with  experience  in  his  special  field.  The  editor 
is  a professor  of  urology  at  Duke  University  and 
has  had  sufficient  clinical  and  educational  experi- 
ence to  properly  edit  the  subject  matter.  The 
main  advantage  of  this  text  is  that  it  combines 
all  diagnostic  methods  in  one  volume  and  should 
be  of  help,  not  only  to  urologists,  but  to  inter- 
nists and  practitioners  who  are  concerned  with 
diagnosis  of  in tra -abdominal  masses  or  other 
conditions  requiring  use  of  the  newer  methods  of 
urologic  diagnosis.  There  are  renal  radio- 
isotope function  and  scanning,  lymphangiogra- 
phy and  venography,  bacteriologic  methods, 
studies  of  urodynamics,  biopsy  methods,  and 
interpretation  of  male  infertility  studies  which 
are  discussed  in  detail.  There  have  been  many 
new  advances  in  these  fields,  and  this  text  will 
be  of  help  in  corollating  and  interpreting  the 
place  of  these  changes  in  general  medical  prac- 
tice. 

Of  special  interest  is  a section  on  cystoure- 
thrography which  has  brought  about  so  much 
change  in  the  practice  of  pediatric  urology. 
The  text  has  bold  readable  print.  The  illustra- 
tions are  presented  with  clarity  and  amplify 
the  text  material. 

The  book  can  be  recommended  for  the  pur- 
poses as  discussed. — Sidney  R.  Weinberg, 
M.D. 


Case  Studies  in  Obstetrics  and  Gynecology. 

By  F.  Jackson  Stoddard,  M.D.  Octavo  of  312 
pages,  illustrated.  Philadelphia,  W.  B.  Saun- 
ders Company,  1964.  Cloth,  $8.50. 

Doctor  F.  Jackson  Stoddard,  a third  genera- 
tion physician  and  at  present  an  associate  clin- 
ical professor  at  Marquette  University  School 
of  Medicine,  is  certainly  well  qualified  in  his 
field.  He  has  expended  a great  deal  of  effort 
and  compiled  a very  large  bibliography  in 
attempting  to  get  one  or  more  cases  to  illus- 
trate almost  all  conceivable  situations  which 
may  arise  in  obstetrics  and  gynecology.  In 
this  he  succeeds. 

However,  the  specialist  in  obstetrics  and 
gynecology  learns  very  little  from  these  cases 
for  he  has  probably  seen  most  or  all  of  them  him- 
self. The  discussions,  while  interesting,  are 
not  exhaustive.  It  would  be  impossible  to  dis- 
cuss 60  cases  in  a volume  of  this  size.  As  for 
the  student,  he  would  first  have  to  know  the 
diagnosis  in  order  to  orient  himself  before  con- 
sulting the  book.  Since  many  cases  do  not 
follow  the  classical  example,  he  would  still  have 
to  search  through  standard  texts  for  more  de- 
tailed and  varied  examples. 

The  book  is  interesting  but  not  a “must.” — 
Sanford  Kaminester,  M.D. 

continued  on  page  384 
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kills  Haemophilus  influenzae 
in  respiratory  infections 


Electron  micrograph  of  normal  H.  influenzae  organism.  Electron  micrograph  of  H.  influenzae  after  a 2-hour  exposure 

to  a therapeutic  (8y/ml.)  dose  of  PENBRITIN  (ampicillin). 


New  broad-spectrum  penicillin: 

• most  active  antibiotic  against  Haemophilus 
influenzae1*  — a major  pathogen  in  chronic 
bronchitis  and  respiratory  infections  in 
children 

• demonstrated  clinical  efficacy  and  safety  in 
chronic  bronchitis4  10 

• more  effective  than  tetracycline  in  reducing 

sputum  in  chronic  bronchitis5 

<■ 

Usual  Adult  Dosage:  250  mg.  every  six  hours. 
Usual  Dosage  for  Children—  (under  13  years, 
whose  weight  will  not  result  in  a dosage  higher 
than  that  recommended  for  adults)  100  mg./ 
Kg. /day  in  divided  doses  every  six  or  eight  hours 
for  moderately  severe  infections;  200  mg./Kg./ 
day  in  divided  doses  every  six  hours  for  severe 
infections. 

Contraindications : (1)  Hypersensitivity  to  peni- 
cillin. (2)  Infections  by  penicillinase-producing 


staphylococci  or  other  penicillinase-producing 
organisms. 

Side  Effects:  Mild  effects,  such  as  skin  rashes, 
diarrhea,  nausea  and  vomiting,  have  occasion- 
ally appeared. 

Precautions : As  with  other  antibiotics,  precau- 
tions should  be  taken  against  gastrointestinal 
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nancy has  not  been  established. 

Supplied:  No.  606  — Each  capsule  contains  250 
mg.  of  ampicillin.  Bottles  of  16  and  100. 
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i : 1159  (April  28)  1962.  2.  Ivler,  D.,  et  al.:  Abstracts,  Third 
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Human  Labor  and  Birth.  By  Harry  Oxom, 
M.D.,  and  William  R.  Foote,  M.D.  Octavo  of 
485  pages,  illustrated.  New  York,  Appleton- 
Century-Crofts,  1964.  Paper,  $7.95. 

It  was  not  the  intention  of  the  authors  to 
write  a classic  textbook  or  reference  work  on 
obstetrics,  but  rather  a simplified  teaching 
description  of  Human  Labor  and  Birth.  This 
book  is  simple  enough  for  medical  students  and 
general  practitioners  to  understand  and  remem- 
ber. In  that  endeavor,  the  authors  succeeded 
most  admirably. 

The  language  is  simple,  lucid,  and  in  teaching 
style  so  that  the  student  need  not  take  notes. 
The  illustrations  are  copious  in  number  and 
well  done  and  their  being  placed  opposite  the 
text  is  a great  help  in  understanding  and  remem- 
bering the  subject  under  discussion. 

The  book  is  most  highly  recommended  to 
medical  students  and  medical  practitioners. — 
Jacob  Halperin,  M.D. 

Rehabilitation.  A Manual  for  the  Care 
of  the  Disabled  and  Elderly.  By  Gerald  G. 
Hirschberg,  M.D.,  Leon  Lewis,  M.D.,  and 
Dorothy  Thomas,  R.N.  Octavo  of  377  pages, 
illustrated.  Philadelphia,  J.  B.  Lippincott 
Company,  1964.  Cloth,  $7.50. 

It  is  not  very  often  that  a reviewer  can 
describe  the  deep  pleasure  derived  from  review- 
ing a book  such  as  Rehabilitation.  This  volume 
is  so  well  written  and  presented  to  the  reader 
in  such  a precise  yet  understandable  manner 
that  it  completely  fulfills  its  mission  in  imparting 
to  the  average  physician  a much  clearer  and 
concise  knowledge  of  the  management  of  his 


disabled  patient,  whether  this  be  from  a result 
of  trauma,  neuromuscular  disorders,  or  the 
disabilities  resulting  from  chronic  degenerative 
diseases. 

The  book  is  divided  into  three  parts.  In 
part  I the  authors  outline  the  goals  of  rehabilita- 
tion with  definition  of  terminology,  the  causes  of 
disability,  and  the  environmental,  nutritional, 
and  psychosocial  aspects  of  the  disabled  patient. 
In  part  II,  which  is  the  “meat”  of  the  volume, 
the  reader  is  introduced  to  the  concept  of  activi- 
ties of  daily  living,  self  care,  and  disorders  of 
communication.  In  part  III,  specific  proce- 
dures are  outlined  for  medical  rehabilitation 
programs  of  those  conditions  commonly  en- 
countered in  medical  practice.  The  authors 
outline  the  causes  and  types  of  neurological 
disabilities  and  present  excellent  programs  in 
the  management  of  hemiplegic,  paraplegic, 
and  quadriplegic  patients.  To  a lesser  degree, 
discussions  of  causes  and  types  of  arthritic 
disabilities,  hip  fractures,  amputations  and 
cardiorespiratory  conditions  are  outlined. 

With  the  increasing  importance  and  ac- 
ceptance of  the  modern  concept  of  medical  reha- 
bilitation, each  and  every  practicing  physician, 
regardless  of  his  specific  leaning,  will  be  called 
upon  to  answer  certain  questions  by  patients 
as  far  as  this  discipline  is  concerned.  It  is 
extremely  important  that  at  least  fundamental 
knowledge  of  these  procedures  be  known  to  the 
practicing  physician  or  that  he  at  least  has  a 
volume  for  ready  reference.  This  volume  can 
fulfill  such  a void  and  it  is  recommended  to  all 
physicians,  physical  therapists,  nurses,  and 
administrators,  and  certainly  should  be  included 
in  the  library  of  every  active  general  hospital. 
It  is  practical,  educational,  and  “down-to- 
earth.” — S.  G.  Feuer,  M.D. 


Share 

Your 

Medical 

Journals 

With 

Colleagues 

Overseas 


The  doctors  of  the  U.S.A.  are  being  asked  to  send  their  medical  journals — 
after  they  have  read  them — to  colleagues  overseas  (Asia,  Latin  America, 
and  Africa)  who  wish  to  have  access  to  current  medical  literature  but, 
either  because  of  currency  regulations  or  actual  cost  involved,  cannot 
themselves  subscribe  to  medical  periodicals.  We  can  supply  you  with 
the  name,  address,  and  medical  specialty  of  doctors  in  these  areas  who 
would  be  happy  to  receive  these  much  wanted  journals,  particularly 
specialty  journals. 

This  is  a direct  “Doctor- to-Doctor”  program  which  is  being  promoted  by 
the  United  States  Committee  of  The  World  Medical  Association  to  help 
alleviate  the  lack  of  current  medical  publications  and  to  further  inter- 
national good  will.  Your  cooperation  in  this  program  will  be  greatly 
appreciated  and  your  contact  with  these  colleagues  in  other  countries,  we 
can  assure  you,  will  prove  very  gratifying.  If^  you  wish  to  participate  in 
this  program,  send  your  name,  address,  and  titles  of  journals  you  will 
contribute  to  United  States  Committee,  The  World  Medical  Association, 
10  Columbus  Circle,  New  York  19,  New  York. 
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Gesundheit!” 

...is  just  for  the  sneeze 

but  for  symptomatic  relief  of  the 
common  cold... 

EMPRAZIL’ 
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When  you  put  patients  on  “special” fat  diets.. 


you  can  assure  them  that  no 
corn  oil  margarine  is  higher 
in  polyunsaturatesor  lower  in 
saturates  than  Mrs.  Filbert’s 
Corn  Oil  Margarine. 

Andoncethey’vetriedit,they 
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characteristics. 
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good  reason  for  good  results 
in  G.U.  infections- 
high  active  urine  levels 


unique  properties  make  the  difference  in  difficult  or  routine  cases 


In  acute  and  chronic  urinary  tract  infections, 
Terramycin  provides  rapid,  high  concentrations  of 
antibiotic  in  G.U.  tract  structures  and  in  their  blood 
supply,  as  well  as  in  the  urine  itself.  A greater  like- 
lihood of  therapeutic  success  is  therefore  afforded 
even  in  cases  resistant  to  other  antibiotics.  Foret,1 
for  example,  obtained  satisfactory  control  in  34  of 
48  patients  with  chronic  stubborn  genitourinary 
infections,  almost  half  of  which  had  failed  to  re- 
spond to  previous  antibiotic  therapy. 

No  other  single  broad  - spectrum  antibiotic  has 
been  more  widely  employed  in  such  a great 
variety  of  infections— common  or  difficult— caused 
by  gram-positive  or  gram -negative  bacteria,  spiro- 


chetes, rickettsiae,  protozoa  and  large  viruses,  as 
well  as  bacteroids  and  Enterobius  vermicularis. 
Adding  to  its  versatility  is  a unique  variety  of  dosage 
forms.  For  example,  only  Terramycin  among  the 
broad -spectrum  antibiotics  is  available  as  a precon- 
stituted  solution  for  I.M.  use.  Always  ready  for  im- 
mediate injection,  it  requires  no  refrigeration  and 
remains  stable  for  at  least  two  years. 

Ahead  of  its  time  for  14  years,  Terramycin  remains 
a broadly  effective  and  dependable  antibiotic  with 
a fine  record— confirmed  by  more  than  6,000  pub- 
lished papers.  Moreover,  the  incidence  of  serious 
adverse  effects  has  been  remarkably  low. 

1Foret,  J.:  Antibiot.  Ann.  1958-1959:253. 
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Contraindicated:  In  patients  hypersensitive  to  oxytetracycline. 
Warning:  Reduce  usual  dosage  and  consider  antibiotic  serum 
level  determinations  in  patients  with  impaired  renal  function. 
Use  of  oxytetracycline  during  the  last  trimester  of  pregnancy, 
neonatal  period  and  early  childhood  may  cause  discoloration 
of  developing  teeth. 

Precautions:  Use  of  broad-spectrum  antibiotics  occasionally 
may  result  in  overgrowth  of  nonsusceptible  organisms.  Where 
such  infections  occur,  discontinue  oxytetracycline  and  institute 
specific  therapy. 

All  precautions  applicable  to  intramuscular  injection  should 
be  carefully  observed.  Intramuscular  solutions  should  be  in- 
jected well  within  the  body  of  a relatively  large  muscle,  such 
as  the  upper  outer  quadrant  of  the  buttock  or  the  lateral  thigh; 
do  not  inject  into  the  lower  or  middle  thirds  of  the  upper  arm. 
Care  should  always  be  taken  to  avoid  injecting  into  a blood 


vessel  or  major  nerve.  Subcutaneous  or  fat-layer  injection 
should  be  avoided. 

Adverse  Reactions:  Nausea,  diarrhea,  glossitis,  stomatitis,  proc- 
titis, vaginitis  and  dermatitis,  as  well  as  reactions  of  an  allergic 
nature,  may  occur  but  are  rare. 

Supply :*  Terramycin  Capsules:  oxytetracycline  HC1,  250  mg. 
and  125  mg.  Terramycin  Syrup:  calcium  oxytetracycline,  125 
mg.  per  5 cc. Terramycin  Pediatric  Drops:  calcium  oxytetracy- 
cline, 100  mg.  per  cc.  Terramycin  (oxytetracycline*  Intramus- 
cular Solution:  available  as  ampules  containing  100  or  250  mg. 
oxy tetracycline/ 2 cc.,  IsojecU  syringes  containing  100  or  250 
mg.  oxytetracycline/2  cc.  and  10  cc.  multiple  dose  vials  con- 
taining 50  mg.  oxytetracycline/ cc. 

* All  potencies  listed  are  in  terms  of  the  standard,  oxytetracycline. 
More  detailed  professional  information  available  on  request. 
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In  the  patient,  Uosone  eradicates , rather  than  merely  inhibits,  streptococci  and  pneu- 
mococci. This  increased  action  is  due  to  the  fact  that  more  erythromycin  reaches 
the  infection  site  because  Ilosone  (i)  is  acid  stable  in  the  stomach,  even  in  the  pres- 
ence of  food,  and  (2)  is  better  absorbed  from  the  intestine. 

Ilosone  produces  peak  levels  of  antibacterial  activity  two  to  jour  times  those  of 
other  erythromycin  preparations.  Furthermore,  these  peak  levels  are  attained  earlier 
with  Ilosone  and  are  maintained  much  longer. 


Side-Effects:  Even  though  Ilosone  is  the  most 
active  oral  form  of  erythromycin,  the  incidence  of 
side-effects  is  low.  Infrequent  cases  of  drug  idio- 
syncrasy, manifested  by  a form  of  intrahepatic 
cholestatic  jaundice,  have  been  reported.  There 
have  been  no  known  fatal  or  definite  residual  ef- 
fects. Gastro-intestinal  disturbances  not  associated 
with  hepatic  effects  are  observed  in  a small  propor- 
tion of  patients  as  a result  of  a local  stimulating  ac- 
tion of  Ilosone  on  the  alimentary  tract.  Although 
allergic  manifestations  are  uncommon  with  the  use 
of  erythromycin,  there  have  been  occasional  reports 
of  urticaria,  skin  eruptions,  and,  on  rare  occasions, 
anaphylaxis.  Contraindications:  Ilosone  is  con- 
traindicated in  patients  with  a known  history  of 
sensitivity  to  this  drug  and  in  those  with  preexist- 


ing liver  disease  or  dysfunction.  Dosage:  Children 
under  25  pounds — 5 mg.  per  pound  of  body  weight 
every  six  hours.  Children  25  to  50  pounds — 125  mg. 
every  six  hours.  Adults  and  children  over  50  pounds 
— 250  mg.  every  six  hours.  For  severe  infections, 
these  dosages  may  be  doubled.  Ilosone  Chewable 
tablets  should  be  chewed  or  crushed  and  swal- 
lowed with  water. 
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Editorial 


The  Journal's  Associate  Editorial  Board 


The  Journal  carries  on  its  masthead 
35  names  as  members  of  its  Associate  Edi- 
torial Board.  All  are  eminent  in  their 
respective  fields  of  medicine  and  surgery. 
If  the  scientific  material  presented  in  the 
Journal’s  pages  twice  each  month  is  of 
worth  it  is  largely  due  to  the  painstaking 
review  by  these  members  of  every  manu- 
script submitted  for  publication. 

This  is  a working  board,  and  service  on  it 
is  a true  labor  of  love.  These  are  busy 
people,  yet  they  take  time  from  teaching, 
practicing,  investigating,  and  writing  to 
freely  place  their  knowledge,  training,  and 
experience  at  the  disposal  of  the  editor  in 
making  judgments.  The  Journal  is  for- 
tunate in  having  not  one  editor  but  36. 
Thirteen  of  these  members  give  added 
strength  by  serving  on  the  Editorial  Coun- 
cil, which  advises  the  editor  in  charting  the 
Journal’s  path. 

At  this  time  the  following  changes  and 


additions  to  the  Associate  Editorial  Board 
are  to  be  noted: 

George  M.  Lewis,  M.D.,  who  for  many 
years  has  counseled  in  dermatology,  is 
retiring.  We  are  deeply  grateful  for  these 
happy  years  of  association  and  for  the  high 
quality  of  his  judgment.  He  is  replaced 
by  E.  Leigh  Worthington,  M.D.,  of  the 
Cornell-New  York  Hospital  Medical  Cen- 
ter. 

We  welcome  to  the  Board,  Alfred  Gil- 
man, Ph.D.,  William  S.  Lasdon  Professor  of 
Pharmacology,  Albert  Einstein  Medical 
School  of  Yeshiva  University;  Joseph  E. 
Snyder,  M.D.,  administrator  of  Columbia  - 
Presbyterian  Hospital  Medical  Center;  and 
Herbert  Conway,  M.D.,  Surgeon-in- Charge 
of  plastic  surgery,  The  New  York  Hospital. 

These  additions  further  broaden  the 
sphere  of  competence  of  our  able  and  vigor- 
ous Associate  Editorial  Board. 


The  emergency  department — showcase  of  the  hospital 


In  the  recent  past,  that  area  known  as 
the  emergency  room  was  the  stepchild  of 
many  hospitals.  Tucked  away  in  a base- 
ment corner,  poorly  lighted,  and  furnished 
with  second-hand  equipment  from  other 
parts  of  the  hospital  it  struggled  along, 
understaffed  in  terms  of  the  increasing  de- 
mands being  made  on  it. 

Not  so  now.  It  is  recognized  that  as 
the  first  port  of  call  for  many  it  must  show 
excellence.  The  reputation  of  the  hospital 
is  at  stake  here  as  much  as  anywhere  in  its 
operations. 


The  American  College  of  Surgeons  has 
laid  down  guidelines  for  emergency  depart- 
ments in  hospitals.  These  standards  are 
attainable  in  every  hospital,  regardless  of 
size.  The  prime  requisite  is  a responsible 
staff  committee  that  cares.  Composed  of 
members  of  the  attending,  nursing,  and  ad- 
ministrative staffs,  this  committee  must 
maintain  constant  surveillance  of  fabric 
and  performance. 

Prompt  attention  to  the  patient  is  the 
sine  qua  non  of  a well-run  emergency  de- 
partment. No  patient  should  have  to 
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wait  more  than  fifteen  minutes  to  see  a 
physician.  Staffing  should  revolve  around 
this  basic  requirement.  Coverage,  particu- 
larly at  night,  must  be  adequate  to  meet  any 
situation  which  may  present  itself.  The 
right  physician  at  the  right  place  at  the 
right  time  should  be  the  watchword  in  this 
important  department  of  the  hospital. 

With  the  emergency  department  staffed 
for  competent  work,  it  remains  only  to 
bring  facilities  into  line.  It  is  realized  that 
smaller  hospitals  cannot  provide  all  of  the 
facilities  that  will  be  mentioned,  but  they 
should  provide  as  many  as  they  can  of  the 
following: 

The  Emergency  Department  should  be 
located  on  the  ground  floor  and  be  easily 
accessible  from  the  main  hospital  but  sepa- 
rated from  the  main  hospital  entrance. 
The  emergency  department  entrance  should 
be  well  marked  and  illuminated,  easily 
accessible  from  the  street,  without  curbs 
or  platforms,  and  sufficiently  covered  and 
enclosed  to  protect  ambulance  patients  from 
the  elements  during  unloading.  Space  im- 
mediately adjacent  to  the  entrance  should 
be  reserved  for  stretchers  and  wheelchairs. 
Stretchers  should  be  sturdy  enough  to 
serve  as  examining  tables  and,  ideally, 
should  be  permeable  to  x-rays. 

There  should  be  waiting-room  space, 


separated  from  the  working  area  of  the 
emergency  department  and  containing  tele- 
phone, toilet,  and  drinking  fountain.  An 
explanatory  brochure  for  patients  and  rela- 
tives is  desirable. 

X-ray  and  laboratory  services  should  be 
either  available  within  or  readily  accessible 
to  the  emergency  department  at  all  times. 
A poison  control  chart  and  the  telephone 
number  of  the  nearest  poison  control  center 
should  be  displayed  in  a prominent  place. 

A manual  of  standard  emergency  depart- 
ment rules  and  routine  procedures,  both 
administrative  and  professional,  as  formu- 
lated or  approved  by  the  medical  staff, 
up-to-date  textbooks,  and  a poison  manual 
should  be  available  for  the  guidance  of  the 
staff. 

All  instruments  in  the  emergency  depart- 
ment should  be  of  the  same  quality  as  that 
prevailing  throughout  the  hospital. 

Every  accredited  hospital  must  have  a 
mass  casualty  plan  that  is  rehearsed  at 
least  twice  yearly.  Proper  integration  of 
the  emergency  department  into  this  plan  is 
essential. 

The  hospital  doing  a first-class  job  for 
its  community  will  be  as  proud  of  the  work 
done  in  its  emergency  department  as  it  is  of 
the  work  done  on  its  floors  and  in  its  operat- 
ing suite. 


Mark  your  calendar  now  . . . 
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Juvenile  Diabetes 


DAVID  H.  APPELMAN,  M.D.,  F.A.C.P. 
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Physician-in-Charge,  Diabetic  Clinic, 
Jewish  Chronic  Disease  Hospital,  Director  of 
Medicine,  Flatbush  General  Hospital, 
Associate  in  Medicine,  Beth-EI  Hospital 


Juvenile  diabetes  is  diabetes  recognized 
under  the  age  of  fifteen  years.  The  peak  for 
age  of  onset  in  boys  is  thirteen  years  and  for 
girls  eleven  years,  coinciding  with  their 
earlier  maturity.  The  tendency  to  develop 
diabetes  is  inherited;  transmission  is  through 
recessive  genes.  Sixty-two  per  cent  of  the 
offspring  may  develop  diabetes  if  both 
parents  are  diabetic,  compared  with  22  per 
cent  in  the  offspring  of  one  diabetic  parent. 
Spurts  of  linear  growth  often  precede  the 
onset. 

Natural  course 

The  disease  follows  a natural  course: 
acute  onset,  virulent  early  course,  remission, 
and  then  intensification  to  total  diabetes.1 
After  an  acute  onset  with  frequent  recogni- 
tion in  coma,  independent  of  any  special 
antidiabetic  therapy,  a favorable  remission 
phase  occurs.  This  remission  phase  appears 
some  three  months  after  treatment  has  been 
started  and  usually  lasts  from  three  to  twelve 
months.  The  remission  can  be  recognized 
clinically  in  one  third  of  all  cases,  and  one 
can  demonstrate  a greater  than  normal  blood 
insulin-like  activity  in  them  during  this 
phase.  Linear  growth,  infections,  and  pu- 
berty intensify  the  diabetes,  and  the  total  or 


juvenile  diabetes,  which  is  diabetes 
recognized  under  the  age  of  fifteen  years, 
follows  a natural  course:  acute  onset,  virulent 
early  course,  remission,  and  then  intensifica- 
tion to  total  diabetes.  Since  insulin,  anti- 
biotics, and  chemotherapy  have  made  it 
possible  to  control  successfully  the  lethal 
aspects  of  coma  and  sepsis,  vascular  disease 
is  the  main  problem.  The  estimated  life 
span  of  a juvenile  diabetic  patient  is  about 
three  fourths  of  the  normal.  Diet  is  planned 
to  aid  in  control  and  promote  growth.  The 
urine  is  tested  four  times  a day  to  determine 
diet  adjustments.  A combination  of  regular 
and  NPH  insulins  is  usually  given  daily  in 
divided  doses;  however,  as  the  child  grows 
older,  the  diabetes  becomes  more  stable,  and  a 
single  dose  is  usually  sufficient. 


near-total  diabetic  state  is  eventually  ac- 
quired in  the  juvenile  patient.  This  in- 
crease in  the  intensity  of  the  degree  of 
diabetes  to  a total  diabetic  state  in  childhood 
is  evidenced  by  the  gradual  increase  in 
insulin  requirement,  the  absence  of  insulin 
in  pancreatic  extracts,  the  absence  of  insulin- 
like activity  in  the  blood,  the  small  size  of 
the  pancreas,  decrease  in  the  number  and 
weight  of  islets,  absence  of  insulin  granules, 
and  the  increasing  failure  to  respond  to 
sulfonylureas.  Whereas  90  per  cent  respond 
to  sulfonylureas  in  the  first  six  months  of 
diabetes,  only  6 per  cent  will  respond  after 
five  years. 

Despite  the  intense  degree  of  the  diabetes 
in  childhood,  linear  growth  proceeds  satis- 
factorily, and  although  the  menarche  is 
delayed,  eventual  fertility  is  unimpaired. 

Coma,  sepsis,  and  vascular  damage  stalk 
the  persons  with  diabetes  all  their  lives. 
Insulin,  antibiotics,  and  chemotherapy  have 
made  it  possible  to  control  successfully  the 
lethal  aspects  of  coma  and  sepsis,  leaving 
vascular  disease  as  the  main  problem.  To 
vascular  disease  poor  chemical  control  re- 
mains an  important  contributing  factor. 2 
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Vascular  damage 

Although  all  types  of  vessels  are  involved 
in  all  kinds  of  sclerosing  processes,  it  is  the 
involvement  of  the  omnipresent  arteriole, 
venule,  and  capillary  that  is  responsible  for 
the  disability  and  mortality  in  the  juvenile 
patient.  The  vascular  lesions,  in  the  juve- 
nile diabetic  patient,  appear  in  characteristic 
order:  retinopathy,  first;  calcification  of  the 
arteries,  second;  proteinuria,  third;  and 
hypertension  last.  These  vascular  lesions 
are  rarely  recognized  before  the  age  of  twenty 
or  after  a duration  of  the  disease  of  ten  years, 
but  after  fifteen  years  duration  20  per  cent, 
and  by  age  thirty  60  per  cent,  show  vascular 
changes.  White’s1  statistical  survey  showed 
that  in  twenty-year  survivors  the  incidence 
of  vascular  damage  was  as  follows:  uremia 
in  9 per  cent,  blindness  in  6 per  cent,  myo- 
cardial infarction  in  6 per  cent,  cerebrovascu- 
lar damage  in  2 per  cent,  and  gangrene  in  0.5 
per  cent.  Nephropathy  has  become  the 
principle  cause  of  death. 3 The  estimated  life 
span  of  a juvenile  diabetic  patient  is  about 
three  fourths  of  the  normal.  Joslin4  showed 
that  the  life  expectancy  of  a child  of  ten 
years  with  diabetes  is  forty  years,  in  contrast 
with  the  normal  expectancy  of  sixty  years. 

Clinical  and 

laboratory  manifestations 

The  patient  with  juvenile  diabetes  gives  a 
history  of  having  an  acute  onset  of  symp- 
toms that  have  been  of  relatively  short  dura- 
tion. The  patient  is  usually  young,  is  not 
overweight,  and  develops  ketosis  easily  and 
rapidly.  The  fasting  blood  sugar  is  elevated 
in  the  pretreatment  phase,  and  response  to 
glucose  tolerance  test  shows  slight  if  any 
decrease  in  blood  sugar  between  the  second 
and  third  hour.  This  type  of  diabetes  is 
labile.  All  these  patients  require  insulin,  to 
which  they  have  a marked  sensitivity,  but 
tolbutamide  therapy  is  ineffective.  Physi- 
cal exercise  intensifies  the  lability.  Transient 
remission  of  the  diabetes  is  not  rare.  Uri- 
nary tract  infections  are  rare  in  the  young 
diabetic  patient.  Although  evidences  of 
degenerative  disorders  are  absent  or  minimal 
when  the  diabetes  is  detected,  juvenile  dia- 
betic patients  are  prone  to  develop  degenera- 
tive vascular  complications,  which  progress 
at  a more  rapid  rate  than  when  associated 
with  adult-acquired  diabetes. 


Symptoms,  as  observed  in  children,  are, 
in  order  of  frequency:  polyuria,  polydipsia, 
loss  in  body  weight,  fatigue,  polyphagia, 
nocturia,  and  irritability.  Enuresis  develop- 
ing in  previously  toilet-trained  children  may 
be  the  first  sign  of  the  disease;  or  parents 
may  bring  the  child  to  the  physician  because 
despite  a great  improvement  in  appetite  the 
child  fails  to  gain  weight  or  strength.  The 
growth  hormone  is  diabetogenic;  White1 
reports  that  86  per  cent  of  children  with 
diabetes  were  overweight  within  three 
months  prior  to  onset.  The  classic  fatty 
liver  of  the  obese  adult  diabetic  patient  is  not 
present  in  juvenile  diabetic  patients  in  whom 
there  is  no  increase  in  liver  fat.  In  uncon- 
trolled diabetes  in  children,  however,  it  is 
not  uncommon  to  encounter  hepatomegaly 
which  is  associated  at  times  with  spleno- 
megaly. 

We  can  now  measure  plasma  insulin  con- 
centration. Raising  the  blood  glucose  in 
normal  persons  and  in  maturity-onset  dia- 
betic patients  causes  the  release  of  insulin 
and  so  raises  the  plasma  levels,  but  in  juve- 
nile diabetic  patients  no  such  release  occurs. 

Diet 

The  diet  is  planned  to  aid  in  control  and 
promote  growth.  A good  rule  for  calculating 
caloric  need  is  1,000  calories  at  age  one  year, 
with  100  calories  added  per  year  of  age  until 
the  child’s  growth  and  development  have 
been  completed.  Then  adult  prescriptions 
of  15  calories  per  pound  of  ideal  weight  may 
be  used.  The  standard  A.D.A.  (American 
Diabetes  Association*)  Exchange  System 
diets  are  used. 

Occasional  patients,  especially  those  whose 
diabetes  developed  at  an  early  age,  may  have 
rapid  and  wide  variations  in  blood  glucose. 
These  “brittle  diabetic  patients”  require 
more  exact  dietary  regulation.  Their  intake 
of  carbohydrate  must  be  matched  to  time  the 
course  of  action  of  the  insulin.  Since  most 
juvenile  diabetic  patients  are  receiving 
NPH  or  lente  in  the  morning,  this  means  that 
a rather  limited  carbohydrate  intake  should 
be  allowed  at  breakfast,  that  lunch  should 
be  somewhat  more  generous,  and  that  a 
portion  of  the  carbohydrate  intake  should  be 
set  aside  for  a midafternoon  snack,  since  the 
maximal  effect  of  the  NPH  insulin  may  be 

* American  Diabetes  Association,  Inc.,  1 East  45th  Street, 
New  York  City. 
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expected  at  this  time.  A bedtime  snack  is 
also  advisable.  To  achieve  such  a carbo- 
hydrate distribution,  one  seventh  of  the 
carbohydrate  should  be  given  with  break- 
fast, two  sevenths  at  lunch,  one  seventh  for 
midafternoon,  two  sevenths  at  supper,  and 
one  seventh  at  bedtime. 

The  urine  is  tested  four  times  a day,  before 
each  meal  and  at  bedtime,  to  help  determine 
what  diet  adjustments  are  needed.  Thus, 
heavy  glycosuria  before  lunch,  combined 
with  negative  test  results  before  supper,  sug- 
gests that  less  carbohydrate  should  be  in- 
cluded in  the  breakfast  and  more  in  the 
lunch  or  midafternoon  meal.  Absence  of 
glycosuria  at  bedtime  combined  with 
strongly  positive  test  results  in  the  morning 
suggests  that  the  patient  has  had  a nocturnal 
hypoglycemic  reaction,  with  “paradoxical 
hyperglycemia”5  as  a result  of  the  secretion 
of  counter  insulin  factors  such  as  epinephrine. 
In  this  case,  the  carbohydrate  should  be  in- 
creased at  bedtime.  The  important  point 
is  that,  in  brittle  diabetes,  adjusting  the 
distribution  of  the  carbohydrate  intake 
throughout  the  day,  without  any  change  in 
insulin  dosage,  often  changes  failure  of 
therapy  to  success.  It  has  been  suggested 
that  oral  biguanide  (DBI)  given  along  with 
insulin  may  stabilize  brittle  diabetes,  but 
more  evidence  is  needed  to  establish  this 
claim. 

Insulin 

Since  NPH,  globin,  and  lente  insulins  have 
essentially  the  same  effect,  they  can  be  used 
interchangeably.  A single  dose  of  NPH 
insulin  will  not  control  diabetes  adequately 
in  younger  diabetic  patients  except  in  rare 
instances.  A single  injection  of  NPH  and 
regular  insulins  mixed  in  the  same  syringe 
and  given  daily  before  breakfast  will  control 
the  diabetes  in  a small  number  of  these 
patients,  particularly  in  the  late  teens. 
This  mixture  is  useful  and  also  offers  a good 
starting  place  from  which  to  establish  a 
response  pattern  to  help  determine  if  a 
second  dose  of  NPH  insulin  will  be  needed 
later  in  the  day  and  the  timing  of  this  second 
dose. 

Usually  the  child  is  in  the  hospital  at  the 
)time  of  onset  of  the  diabetes  and  has  been 
receiving  regular  insulin  every  six  hours  as 
dictated  by  fractional  urines.  The  total 
amount  of  regular  insulin  being  given  on  the 


six-hour  plan  per  twenty-four  hours  is  calcu- 
lated; three  fourths  of  this  total  amount  is 
used  since  NPH  is  more  efficient  than  regular 
insulin.  Thus,  if  the  child  had  received  a 
total  of  80  units  of  regular  insulin  per  day, 
his  morning  dose  of  insulin  would  be  60  units. 

One  fourth  to  one  fifth  of  this  morning 
dose  is  to  be  given  as  regular  insulin  (15 
units)  and  the  remainder  as  NPH  insulin  (45 
units),  the  two  mixed  in  the  same  syringe 
(total  of  60  units)  and  injected  a half  hour 
before  breakfast.  The  regular  insulin  gov- 
erns the  blood  sugar  from  the  time  of  injec- 
tion until  lunch  time,  and  the  NPH  governs 
the  blood  sugar  from  lunch  time  until  the 
next  morning’s  injection. 

Urines  are  tested  before  meals,  and  bed- 
time use  of  the  Clinitest  kit  is  recommended. 
The  paper  tape  and  Clinistix  are  less  satis- 
factory as  they  are  not  quantitative  enough 
for  young  diabetic  patients. 

Unless  hypoglycemia  reactions  or  aceto- 
nuria  occur,  the  patient  should  be  kept  on 
each  successive  trial  dose  of  insulins  for 
three  to  four  days  before  any  further  change 
is  made. 

Hypoglycemic  reactions  during  the  portion 
of  the  day  governed  by  each  type  of  insulin 
indicate  a 2-  to  4-unit  reduction  in  the 
amount  of  this  particular  insulin,  whereas 
persistent  2-  to  4-plus  glycosuria  requires  a 
like  increase. 

In  most  juvenile  diabetic  patients  the 
regular  insulin  requirement  is  readily  estab- 
lished. Regulation  of  the  dosage  of  the 
NPH  insulin  is  more  difficult.  Frequently, 
an  increase  in  NPH  insulin  to  the  point  of 
satisfactory  control  of  the  presupper  test 
will  still  allow  some  glycosuria  by  bedtime 
and  4-plus  glycosuria  by  morning.  Further 
increases  in  NPH  insulin  then  produce  late 
afternoon  hypoglycemic  reactions.  In  these 
patients  a small  dose  of  NPH  insulin,  usually 
one  fourth  to  one  fifth  the  total  daily  insulin 
dose,  given  just  before  or  after  supper, 
usually  will  eradicate  the  nighttime  hyper- 
glycemia and  glycosuria.  This  amount 
should  be  subtracted  from  the  morning  dose 
of  NPH  insulin. 

As  younger  diabetic  patients  grow  older, 
their  diabetes  usually  becomes  more  and 
more  stable,  frequently  allowing  discontinu- 
ance of  insulin  doses  other  than  the  daily 
morning  dose.  There  are  days  when  the 
child  will  suddenly  show  an  unexplained 
transient  heavy  glycosuria.  One  should  try 
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not  to  alter  the  insulin  program  unless  it 
continues  for  several  days.  Too  frequent 
changing  of  the  insulin  dosage  begets  more 
instability  of  the  diabetes.  On  days  when 
the  child  is  to  do  an  unusual  amount  of 
physical  activity,  either  he  should  be  given 
extra  nourishment  (protein  and  carbohy- 
drate) just  prior  to  the  exertion  or  the  dose 
of  the  appropriate  component  of  the  morning 
insulin  injection  should  be  reduced  for  that 
day. 

Hypoglycemic  reactions  must  be  avoided. 
The  child  should  carry  hard  candies  to  be 
taken  at  the  first  sign  of  a reaction.  These 
signs  include  excessive  sweating,  pounding 
of  the  heart,  trembling,  faintness,  hunger, 
and  impaired  vision.  Ampules  of  glucagon 
should  be  available  in  the  home,  and  the 
patient  and  relatives  should  be  familiar  with 
injecting  it  subcutaneously.  It  is  more 
advisable  to  allow  up  to  one  third  of  the 
urine  tests  to  show  some  sugar  than  to 


Side-effects  and  hyperbaric  work 

Medical  personnel  suffer  few  side-effects  as  a 
result  of  working  in  a high  pressure  oxygen 
chamber,  a survey  at  Duke  University  Medical 
Center,  Durham,  North  Carolina,  has  indi- 
cated. 

The  experiences  of  52  staff  members  in  the 
Duke  hyperbaric  chamber  formed  the  basis  of 
the  study  reported  in  a recent  issue  of  the 
Journal  of  the  American  Medical  Association. 

Some  1,500  individual  exposures  to  a mean 
pressure  of  29  pounds  per  square  inch  gauge, 
equivalent  to  65  feet  of  sea  water,  were  an- 
alyzed. The  mean  exposure  time  for  each 
person  was  about  an  hour.  The  survey  was 
conducted  anonymously  by  questionnaire. 

By  far  the  most  common  symptom  was  ear 
or  sinus  pain  occurring  during  compression, 


cause  even  mild  hypoglycemia  to  occur 
frequently. 

The  appearance  of  strongly  positive 
acetonuria  requires  immediate  hospitaliza- 
tion and  the  use  of  the  six-hour  program. 
Symptoms  of  diabetic  acidosis  include  weak- 
ness, abdominal  pain,  generalized  aches, 
thirst,  dry  mouth,  anorexia,  nausea,  and 
vomiting. 

890  Linden  Boulevard,  Brooklyn  3 
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according  to  the  report.  Forty-seven  per  cent 
of  the  group  at  some  time  experienced  such 
pain.  Symptoms  at  high  pressure  were  in- 
frequent, consisting  mainly  of  slight  nitrogen 
narcosis  or  “rapture  of  the  deep.”  Ear  and 
sinus  pain  were  noted  on  decompression  on  at 
least  one  occasion  by  28  per  cent  of  the  staff. 

The  classic  symptoms  of  decompression 
sickness,  such  as  the  bends,  occurred  only 
rarely,  the  survey  showed.  These  symptoms 
were  so  mild  they  did  not  require  treatment  and 
were  not  reported  until  the  questionnaire  was 
submitted. 

The  Valsalva  technic,  in  which  a person  takes 
a deep  breath  and  makes  an  effort  to  exhale 
while  holding  his  nose  and  mouth  closed,  was 
used  to  equalize  ear  pressure.  This  enabled 
all  but  one  staff  member  desiring  to  work  at 
high  pressure  to  tolerate  the  compression,  it  was 
reported. 
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a review  was  made  of  brain  scanning  using 
Hg203-chlormerodrin  in  168  cases.  In  41 
proved  cases  of  intracranial  mass,  consisting 
of  37  neoplasms  and  4 subdural  hematomas, 
the  diagnostic  accuracy  was  73  per  cent. 
There  was  only  one  false  positive  diagnosis 
in  110  cases.  In  34  cases  of  meningioma, 
astrocytoma,  and  metastasis,  the  brain  scan 
had  a diagnostic  accuracy  of  88  per  cent, 
which  compares  favorably  with  results  ob- 
tained with  other  generally  accepted  diagnostic 
procedures. 


Brain  Tumor  Scanning 

Accuracy  of  Radiomercury- 
Chlormerodrin 

J.  GREEN,  M.D. 
Rochester,  New  York 
T.  NOPPARAT,  M.D. 
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PHILIP  RUBIN,  M.D. 
Rochester,  New  York 
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Chief  and  Professor  (Dr.  Rubin),  Division  of  Radiation 
Therapy  and  Radioisotopes,  Department  of  Radiology, 
University  of  Rochester  Medical  Center 


Scintillation  scanning  of  the  brain  em- 
ploying RISA  (radioiodinated  serum  albu- 
min) has  been  shown  in  recent  years  to  have 
a high  degree  of  accuracy  in  diagnosing  the 
presence  of  intracranial  space-occupying 
lesions.  McAfee  and  Taxdal1  reported  a 
diagnostic  accuracy  of  73  per  cent  in  81 
proved  cases  of  brain  tumor.  They  con- 
cluded from  their  study  that  routine  scan- 
ning of  all  patients  suspected  of  having  brain 
tumors  was  worth  while  as  a screening  pro- 
cedure. 

Results  with  RISA  brain  scanning  in  other 
medical  centers,  however,  have  been  less 
encouraging.  I131  (radioactive  iodine)  is 
recognized  as  a difficult  isotope  with  which  to 
scan  because  of  the  appreciable  amount  of 
high-energy  gamma  emissions.  The  lead 
shielding  about  the  collimator  of  most  com- 
mercial scanners  does  not  adequately  pre- 
vent scattered  radiations  from  being  re- 


corded on  the  scan  and  thus  masking  any 
focal  increase  in  activity  which  might  be 
present.  Because  of  this  serious  short- 
coming of  RISA  and  the  nonavailability  of 
another  suitable  gamma  emitter,  brain  scan- 
ning has  heretofore  been  employed  routinely 
in  only  a few  hospitals. 

Blau  and  Bender2  more  recently  reported 
on  their  early  scanning  experience  with 
Hg203  (radiomercury)  incorporated  into  a 
mercurial  diuretic,  chlormerodrin  (Neohy- 
drin). From  a physical  point  of  view,  this 
isotope  is  ideal  for  scanning  with  commer- 
cially available  equipment.  There  is  a 
single-line  gamma  emission  at  280  kilovolts, 
an  energy  low  enough  so  as  not  to  present  a 
problem  for  available  collimator  shielding. 
From  the  point  of  view  of  economy  and 
availability,  the  physical  half-life  of  forty- 
seven  days  is  another  desirable  feature. 

Hg203-chlormerodrin  is  cleared  rapidly 
from  the  blood  stream  and  excreted  pri- 
marily in  the  urine.  Studies  by  Blau  and 
Bender2  show  the  kidneys  receiving  a radia- 
tion dose  of  about  13  rads  if  the  injected  dose 
was  10  micrograms  per  kilogram  of  body 
weight  and  the  patient  was  previously  in- 
jected with  a stable  mercurial  diuretic.  The 
stable  form  of  mercury  competes  with  the 
isotope  for  fixation  in  the  renal  tubular  cells 
and  reduces,  by  a factor  of  3,  the  irradiation 
that  otherwise  would  have  been  received. 
Their  early  results  indicated  a better  than 
80  per  cent  diagnostic  accuracy  with  brain 
tumors.  There  does  not  appear  to  be  any- 
thing specific  about  the  ability  of  Hg203- 
chlormerodrin  to  localize  preferentially  in 
tumor.  It  is  believed  to  be  a manifestation 
of  a disrupted  blood  brain  barrier  in  the  area 
of  abnormality. 
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TABLE  I.  Sex  and  race  distribution 


Sex 

Cau- 

casian 

Negro 

Number 

of 

Patients 

Male 

84 

7 

91 

Female 

71 

6 

77 

Totals 

155 

13 

168 

TABLE  II. 

Age  distribution 

Age  (Years) 

Number  of 
Patients 

10  to  19 

7 

20  to  29 

10 

30  to  39 

27 

40  to  49 

34 

50  to  59 

44 

60  to  69 

27 

70  to  79 

15 

80  to  89 

3 

90  to  99 

1 

Total 

168 

Materials  and  methods 

Brain  scanning  with  Hg203-chlormerodrin 
at  the  University  of  Rochester  Medical 
Center  was  begun  in  November,  1961. 
This  report  is  a review  of  the  experience  in 
168  consecutive  cases  through  December, 
1962. 

Of  the  168  patients  studied,  91  were  male 
and  77  female.  One  hundred  and  fifty -five 
were  Caucasian,  and  13  were  Negroes 
(Table  I).  The  age  distribution,  with  the 
median  in  the  sixth  decade,  is  given  in  Table 
II.  The  large  majority  of  patients  were 
suspected  of  having  brain  tumors  with  vary- 
ing degrees  of  clinical  suspicion  and  con- 
firmation with  other  tests. 

One  ml.  meralluride  (Mercuhydrin ) was 
given  intramuscularly  the  day  preceding  the 
scan.  Hg203-chlormerodrin  was  given  intra- 
venously at  a dose  rate  of  10  micrograms  per 
kilogram  up  to  a maximum  dose  of  700 
microcuries,  regardless  of  weight.  Twelve 
per  cent  of  the  patients  studied  weighed 
more  than  70  Kg. 

The  scams  were  performed  with  the  patient 
recumbent  on  a couch  and  the  head  immo- 
bilized by  sand  bags.  The  projections  used 
varied  depending  on  the  individual  case,  but 
at  least  anteroposterior  and  lateral  views 
were  always  obtained.  The  scanner  was  a 


TABLE  III.  Validation  of  brain  scan 


Method  of  Validation 

Number 

of 

Patients 

Surgery 

30 

Postmortem 

7 

Postmortem  and  surgery 

4 

Clinical  findings 

112 

Total 

153 

Not  validated 

15 

Total 

168 

conventional  Picker  Magnascanner  with  an 
18-hole  focusing  lead  collimator  and  a 3-  by 
2-inch  sodium  iodide  crystal.  Average 
counts  over  the  normal  brain  were  700  to 
1,000  counts  per  minute. 

Interpretation  and  confirmation 
of  brain  scan 

Interpretations  of  the  scans  were  divided 
into  three  categories:  (1)  normal,  no  evi- 

dence of  increased  activity;  (2)  abnormal,  a 
definite  focal  area  of  increased  activity  ob- 
served on  two  or  more  projections;  (3) 
equivocal,  a suggestive  but  not  definite  area 
of  increased  activity.  This  was  done  in  a 
prospective  fashion  depending  on  the  origi- 
nal interpretation,  usually  by  two  of  us 
(Green  and  Rubin). 

In  cases  where  surgery  or  autopsy  was  per- 
formed, the  opportunity  to  estimate  the 
actual  tumor  location  and  size  was  presented, 
and  the  comparative  accuracy  of  the  brain 
scan  was  determined.  Hospital  charts  and 
radiographic  studies  on  all  patients  were  re- 
viewed. In  addition,  brain-scan  accuracy 
was  compared  with  that  of  the  following 
diagnostic  studies:  plain  skull  films,  carotid 
arteriograms,  pneumoencephalogram,  ven- 
triculogram, electroencephalogram,  cerebro- 
spinal fluid  pressure  and  protein,  and 
funduscopy. 

One  hundred  fifty-three  cases  have  been 
validated  (Table  III),  41  by  surgery  or 
autopsy  and  113  clinically.  Fifteen  cases 
remain  with  the  clinical  diagnosis  still  in 
doubt.  Clinical  validation  includes  those 
cases  where  the  final  diagnosis  was  made  on 
the  basis  of  a complete  neurologic  examina- 
tion, including  physical,  radiologic,  and 
laboratory  studies,  and  at  least  six  months 
follow-up  without  change  in  course. 
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TABLE  IV.  Brain  scan  diagnostic  accuracy 


Final  Diagnosis 

Negative 

Positive 

Equivocal 

No  Inter- 
pretation 

Total 

Per 

Cent  of 
Accuracy 

No  mass 

110 

1 

111 

99 

Mass 

9 

30 

1 

1 

41 

73 

Not  validated 

11 

2 

3 

16 

Totals 

130 

33 

4 

1 

168 

TABLE  V.  General  location  of  lesion  according  to 
brain  scan  (proved  cases) 


Location 

Number 
of  Cases 

Frontal  lobe 

9 

Parietal  lobe 

12 

Temporal  lobe 

2 

Occipital  lobe 

2 

Infratentorial 

Pituitary  gland 

Base  of  brain 

1 

More  than  one  location 

3 

Other 

2 

Negative 

10* 

Total 

41 

* One  “no  interpretation”  case  is  included. 


Results 

Brain  scan  accuracy  in  diagnosis. 
The  series  includes  37  proved  cases  of  neo- 
plasm and  4 of  subdural  hematoma,  rep- 
resenting 27  per  cent  of  the  total  number  of 
patients  scanned.  Thirty  of  the  37  tumors, 
or  81  per  cent,  were  diagnosed  correctly. 
The  subdural  hematomas  were  not  visualized 
but  one  of  the  four  studies  was.  technically 
unsatisfactory.  Only  one  false  positive 
interpretation  was  made  in  110  cases.  The 
results  are  summarized  in  Table  IV. 

According  to  histology.  Histologic  sub- 
grouping of  the  positive  cases  shows  the 
highest  degree  of  accuracy  in  meningiomas 
(9  out  of  9),  followed  by  astrocytomas  (13 
out  of  15),  and  secondary  deposits  (8  out  of 
10).  In  the  astrocytoma  group,  the  2 false 
negative  cases  include  1 equivocal  study  and 
1 that  was  not  proved  surgically  until  four 
months  after  the  scan.  The  2 false  nega- 
tive cases  in  the  metastatic  group,  a broncho- 
genic carcinoma  and  a melanoma,  were  re- 
vealed at  autopsy  to  be  solitary  lesions  of 
less  than  3 cm.  diameter. 

Two  pituitary  adenomas  and  one  mid- 


TABLE  VI.  Size  of  lesion  according  to  brain  scan 
(proved  cases) 


Diameter  (Cm.) 

Number  of  Cases 

3 

3 

3 to  5.9 

24 

6 + (or  > 6) 

4 

Negative  scan 

10* 

Total 

41 

* One  “no  interpretation”  ease  is  included. 


brain  tumor,  of  unproved  histologic  com- 
position, were  not  seen. 

According  to  location.  Table  V demon- 
strates the  location  of  those  tumors  seen. 
The  great  majority  were  supratentorial. 
The  scan  correctly  localized  the  lesion  in  all 
26  cases  that  were  proved  either  by  surgery 
or  autopsy.  Lesions  along  the  base  of  the 
skull  and  anteriorly  are  difficult  to  detect 
because  of  the  high  normal  activity  over  the 
face  and  sinuses. 

According  to  size.  The  size  of  the  tumor, 
as  estimated  by  scan,  is  recorded  in  Table 
VI.  In  only  5 cases  did  the  operative  note 
contain  an  actual  statement  of  tumor  size. 
Four  correlated  well  with  the  brain  scan 
estimate,  while  one  tumor  was  larger  than 
that  seen  by  scan. 

Accuracy  of  other  diagnostic  studies  in  the 
proved  positive  cases.  Other  diagnostic  stud- 
ies are  shown  in  Table  VII. 

Plain  skull  films.  Thirty-six  of  the  41 
patients  had  plain  skull  films  taken.  Nine, 
or  25  per  cent,  demonstrated  abnormalities, 
including  bony  destruction,  calcification, 
and  pineal  shift. 

Pneumoencephalogram.  Pneumoenceph- 
alography was  performed  on  8 patients. 
Five  tumors  were  diagnosed  correctly,  and 
there  were  3 false  negatives,  including  a 
parietal  lobe  glioblastoma,  a thalamic  glio- 
blastoma and  a 2-cm.  diameter  metastasis 
from  the  lung.  Both  glioblastomas  were 
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TABLE  VII.  Accuracy  of  clinical  studies  in  41  validated  abnormal  cases 


Study 

Number  of 
Cases 

Number 
Diagnosed 
as  Abnormal 

Per  Cent  of 
Accuracy 

Plain  skull 

36 

9 

25 

Pneumoencephalogram 

8 

5 

63 

V entriculogram 

5 

3 

60 

Carotid  arteriogram 

29 

22 

76 

Electroencephalogram 

30 

24* 

80* 

Cerebrospinal  fluid  pressure 

27 

17 

63 

Cerebrospinal  fluid  protein 

27 

16 

59 

F unduscopy 

38 

18 

47 

Hg203  brain  scan 

41 

30 

73 

* 10  patients  had  correct  focalization;  the  other  14  were  abnormal  either  without  focalization  or  with  incorrect  localization. 


visualized  by  brain  scan.  The  lung  metas- 
tasis was  also  missed  on  the  scan. 

Ventriculogram.  Of  5 cases  studied  with 
ventriculography,  3 were  diagnosed  cor- 
rectly. Those  cases  where  the  lesion  defi- 
nitely was  not  visualized  included  a pituitary 
chromophobe  adenoma  and  a 2-cm.  parietal 
lobe  melanomatous  deposit. 

Carotid  arteriogram.  Twenty-two  of  29 
cases,  or  76  per  cent,  were  diagnosed  cor- 
rectly. Missed  lesions  included  a parietal 
lobe  glioblastoma,  a thalamic  glioblastoma, 
a pituitary  adenoma,  and  two  small  parietal 
lobe  metastases.  Equivocal  interpretations, 
even  in  retrospect,  were  offered  on  two 
parietal  lobe  meningiomas. 

Electroencephalogram.  Of  30  patients 
studied  by  electroencephalogram,  10,  or 
33  per  cent,  were  diagnosed  correctly  as 
to  the  presence  of  a focal  lesion  and  its  loca- 
tion. Fourteen,  or  47  per  cent,  exhibited  an 
abnormal  pattern  either  without  focaliza- 
tion or  with  incorrect  focalization. 

Cerebrospinal  fluid  examination.  Seven- 
teen of  27  patients,  or  63  per  cent,  had  a 


cerebrospinal  fluid  pressure  greater  than 
200  mm.  of  saline. 

Cerebrospinal  fluid  protein  levels  of 
greater  than  50  mg.  per  100  ml.  were  found 
in  16  of  27  patients,  or  59  per  cent,  so  stud- 
ied. 

Funduscopic  examinations.  Of  38  pa- 
tients on  whom  the  data  were  recorded,  18, 
or  47  per  cent,  exhibited  either  blurred  disk 
margins  or  frank  papilledema. 

In  the  astrocytoma  group,  2 cases  deserve 
special  comment.  One  patient  with  a scan 
positive  for  a parietal  lobe  lesion  had  nega- 
tive findings  on  plain  skull  films,  pneumo- 
encephalogram, carotid  arteriogram,  elec- 
troencephalogram, spinal  fluid  pressure, 
and  funduscopic  examination  (Fig.  1).  The 
other  patient  had  positive  scan  findings  and 
a similar  battery  of  negative  study  results 
except  for  positive  electroencephalogram 
findings.  Thalamic  glioblastoma  was 
proved  at  autopsy  (Fig.  2). 

Of  the  patients  with  meningioma,  the  2 
with  equivocal  carotid  arteriograms  are  of 
interest.  Both  lesions  were  mid-parietal 


FIGURE  1.  Male,  twenty-seven  years  old  with 
proved  parietal  lobe  astrocytoma,  Grade  III,  whose 
radiographic  studies  showed  negative  findings  ex- 
cept for  the  brain  scan. 


FIGURE  2.  Another  example  of  negative  air  and 
contrast  media  radiographic  studies  with  positive 
brain  scan  results.  This  proved  to  be  a glioblas- 
toma multiforme  of  left  thalamus. 
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FIGURE  3.  This  fifty-year-old  male  had  right-sided 
focal  seizures  of  one  week’s  duration.  Equivocal 
arteriogram  suggested  tumor  stain  in  venous 
phase.  Scan  showed  strongly  positive  indications 
of  parasagittal  parietal  lobe  lesion  which  proved 
to  be  a meningioma. 


in  location.  In  the  first  case,  the  electro- 
encephalogram showed  negative  findings, 
but  elevated  spinal  fluid  pressure  and  pro- 
tein and  papilledema  were  noted.  Without 
benefit  of  a pneumoencephalogram,  a suc- 
cessful craniotomy  was  performed,  based 
on  the  scan  localization  (Fig.  3).  The  fac- 
tors for  the  second  patient  were  the  same 
except  that  the  spinal  fluid  pressure  was 
normal,  and  the  electroencephalogram  was 
diffusely  abnormal  (Fig.  4). 

Comment 

Hg203-chlormerodrin  brain  scanning  has 
been  demonstrated  to  be  a safe,  simple,  and 
atraumatic  procedure.  A review  of  168 
consecutive  scans  reveals  a high  degree  of 
diagnostic  accuracy.  An  over- all  accuracy 
of  73  per  cent  in  the  41  cases  with  proved 
lesions  compares  favorably  with  that  of  all 
other  diagnostic  studies  performed.  The 
presence  of  only  one  false  positive  diagnosis 
in  this  series  is  further  evidence  of  its  use- 
fulness. 

Thirty-four  of  the  37  patients  with  in- 
tracranial neoplasms  had  either  astrocy- 
toma, meningioma,  or  secondary  deposit. 
Considering  these  cases  as  a group,  the 
brain  scan  successfully  diagnosed  the  lesion 
in  88  per  cent. 

The  4 aforementioned  astrocytoma  and 
meningioma  patients  illustrate  the  value  of 
Hg20  3 brain  scanning  in  the  diagnosis  and 
management  of  brain  tumor  patients.  Two 
patients  with  positive  scan  findings  had 
negative  carotid  arteriogram  and  pneumo- 
encephalogram findings.  In  2 cases,  crani- 


FIGURE  4.  This  forty-one-year-old  female  suffered 
loss  of  consciousness  and  severe  headache.  With 
equivocal  radiologic  studies,  brain  scan  strength- 
ened diagnosis  of  parasagittal  frontal  lobe  tumor. 
This  also  was  a meningioma. 


FIGURE  5.  Patient  showed  personality  changes 
and  generalized  headaches.  Positive  scan  find- 
ings in  frontal  lobe  were  found.  Patient  was  found 
to  have  astrocytoma,  Grade  lll-IV. 

otomy  was  performed  on  the  basis  of  clinical 
findings  and  positive  scan  results,  despite 
equivocal  angiography  and  without  pneumo- 
encephalography. Perhaps  as  further  ex- 
perience and  confidence  with  scanning  is 
gained,  the  neurosurgeon  will  become  in- 
creasingly more  willing  to  operate  on  the 
basis  of  positive  scan  results  without  the 
necessity  of  confirmative  arteriogram  or  air 
study. 

As  a screening  procedure  for  patients  with 
cerebral  complaints,  the  brain  scan  may 
realize  its  greatest  value.  Its  accuracy  and 
simplicity  make  it  a desirable  preliminary 
study  in  the  evaluation  of  these  patients. 
In  reviewing  the  histories  of  the  41  patients 
with  proved  intracranial  lesions,  it  was 
discovered  that  7,  or  17  per  cent,  had  a 
chief  complaint  of  psychiatric  nature  and 
8,  or  20  per  cent,  had  a secondary  psychi- 
atric complaint.  These  figures  suggest  the 
worth  of  incorporating  the  brain  scan  into 
the  routine  work-up  of  hospitalized  psychiat- 
ric patients  (Fig.  5). 
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Summary 

Brain  scanning  employing  Hg203-chlor- 
merodrin  was  evaluated  in  a review  of  168 
consecutive  cases. 

In  41  proved  cases  of  intracranial  mass, 
37  neoplasms,  and  4 subdural  hematomas, 
the  brain  scan  had  a diagnostic  accuracy  of 
73  per  cent.  There  was  only  one  false  posi- 
tive diagnosis  in  110  cases. 

In  34  cases  of  meningioma,  astrocytoma, 
and  metastasis,  the  brain  scan  had  a diag- 
nostic accuracy  of  88  per  cent.  This  com- 
pares quite  favorably  with  the  accuracy  ob- 


tained with  other  generally  accepted  diag- 
nostic procedures. 

Because  of  its  accuracy  and  simplicity, 
the  Hg203-chlormerodrin  brain  scan  is  con- 
sidered a valuable  part  of  the  routine  work- 
up of  the  patient  suspected  to  have  a brain 
tumor. 
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a study  was  made  of  43  cases  of  spinal 
cord  compression  secondary  to  metastic 
tumors  on  which  operations  were  performed. 
There  were  no  postoperative  deaths  within  ten 
days;  5 patients  died  within  thirty  days,  25 
within  one  to  six  months,  10  within  six  to 
thirty-six  months,  and  3 were  alive  at  the 
time  of  the  study.  Indications  for  surgical 
decompression  include  pain  alleviation,  in 
some  cases  restoration  of  the  compromised 
motor  function,  and  the  possibility  of  an  un- 
expected benign  lesion. 


Results  of  Surgical 
Intervention  for  Spinal 
Cord  Compression  Due 
to  Metastatic  Tumors 

R.  JAVID,  M.D. 
Buffalo,  New  York 
L.  BELMUSTO,  M.D. 
Buffalo,  New  York 
GUY  OWENS,  M.D. 
Buffalo,  New  York 

From  the  Neurosurgery  Department, 
Roswell  Park  Memorial  Institute 


Is  surgery  indicated  for  spinal  cord  com- 
pression in  a patient  with  a known  incurable 
malignant  condition?  If  the  literature  is 
perused,  several  answers  can  be  found. 
Exploratory  laminectomy  was  advocated 
only  in  rare  selected  cases  by  Rasmussen, 
Kernohan,  and  Adson.1  Alexander,  Davis, 
and  Field2  made  decompressive  laminec- 
tomies almost  routine  except  in  terminal 
situations.  It  can  be  assumed,  therefore, 
that  some  confusion  exists  in  the  mind  of 
physicians  outside  the  special  area  of  neuro- 
surgery. Young  and  Funk3  reported  that 
in  a series  of  74  unselected  cases  of  malignant 
conditions,  41  per  cent  had  metastatic  tumor 
involvement  of  the  lumbar  spine.  Since 
this  problem  and  the  question  asked  at  the 
outset  are  both  common  and  controversial, 
we  felt  that  our  experiences  might  be  per- 
tinent. 


Metastatic  lesions  of  the  spinal  column 
are  found  almost  exclusively  outside  the 
dura.  This  predilection  for  the  extradural 
space  is  probably  influenced  by  the  presence 
of  vertebral  veins  and  their  rich  ramifica- 
tions. Signs  of  cord  compression,  which 
include  pain,  urinary  and  fecal  incontinence, 
and  sensory  and  motor  deficits,  may  be  pro- 
duced. Intraspinal  neoplasia  whether  intra- 
medullary, intra-,  or  extradural  will  cause 
similar  neurologic  deficits.  Metastatic  neo- 
plasm (and  therefore  extradural)  is  usually 
associated  with  a more  acute  onset.  This 
in  turn  will  detrimentally  affect  hope  for 
recovery. 

Material 

An  analysis  is  presented  of  43  cases  of 
spinal  cord  compression  secondary  to  meta- 
static tumors  on  which  operations  were  per- 
formed. These  Roswell  Park  Memorial 
Institute  patients  were  selected  for  surgery 
during  a five-year  period  on  the  basis  of  the 
following  points: 

1.  An  anticipated  life  expectancy  of  more 
than  thirty  days.  We  feel  that  further 
selectivity  is  based  more  on  chance  than  fact. 

2.  Total  motor  loss  of  less  than  twelve 
hours  duration,  with  preservation  of  some 
sensory  modality. 

3.  Radiographic  and/or  neurologic  evi- 
dence of  not  more  than  one  area  of  cord 
compression. 

4.  Myelographic  identification  of  the 
caudal  extension  of  the  neoplastic  lesion. 

All  patients  were  followed  in  the  out- 
patient department,  and,  with  the  exception 
of  3 who  were  alive  at  the  time  of  this  survey, 
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their  follow-up  continued  until  they  expired. 
In  most  instances  a postmortem  examination 
was  performed. 


Results 

In  spite  of  the  sometimes  debilitated  con- 
ditions of  these  patients  there  were  no  post- 
operative deaths  within  ten  days.  Five 
expired  within  thirty  days.  Twenty-five 
deaths  occurred  one  to  six  months  following 
surgery  and  10  others  within  six  to  thirty-six 
months.  Three  are  still  alive. 

In  scoring  the  operative  results  consider- 
able emphasis  is  placed  on  pain  control. 
Many  of  the  patients  were  bedridden,  and 
restoration  of  ambulation  was  hoped  for  but 
rarely  achieved.  The  progressive  nature  of 
the  systemic  disease  frequently  limited  res- 
toration of  functional  motor  activity  al- 
though improved  motion  was  often  seen. 
The  age  distribution  ranged  from  thirteen 
to  seventy  years.  The  majority  were  in  the 
fifth  and  sixth  decades. 

The  major  groups  of  primary  tumors  in 
these  patients  were:  breast,  5,  prostate,  5, 
uterus,  5,  lung,  3,  testes,  3,  kidney,  3, 
malignant  melanoma,  3,  and  other,  11. 
Five  patients  did  not  have  a known  primary 
tumor  at  the  time  of  laminectomy.  This 
means  that  about  12  per  cent  of  the  surgical 
procedures  were  diagnostic  as  well  as  pallia- 
tive. The  effects  of  surgery  as  related  to  the 
preoperative  symptoms  were:  Forty-one 

patients  complained  of  severe  preoperative 
pain.  Twenty-seven  or  60  per  cent  of  these 
obtained  significant  relief.  Nineteen,  or  43 
per  cent  of  the  43  patients  with  paraplegia 
or  significant  motor  deficits,  obtained  some 
degree  of  functional  return.  Urinary  sphinc- 
ter loss  was  complete  in  19  cases.  Only  3 of 
these  patients,  or  14  per  cent,  regained  con- 
trol postopera tively.  Two  patients  showed 
progression  of  symptoms  despite  laminec- 
tomy. 

Postoperative  radiation  therapy  was  em- 
ployed where  indicated.  Multiple  myeloma, 
Hodgkin’s  disease,  and  other  lymphomatous 
malignant  conditions  occupy  a very  minor 
place  in  this  series.  Surgery  has  been  em- 
ployed rarely  since  more  conservative  ther- 
apy has  been  highly  effective  even  in  the 
presence  of  motor  and  sensory  deficits  and 
radiologic  and  manometric  evidence  of  a 
complete  block. 


FIGURE  1.  Myelogram  demonstrating  intradural 
mass  causing  complete  block  at  level  of  fourth 
dorsal  vertebra. 


Conclusions 

The  indication  for  surgical  decompression 
of  patients  currently  under  treatment  for 
systemic  malignant  conditions  and  with 
spinal  cord  metastasis  is  controversial. 

Postoperative  survival  results  are  not 
encouraging,  but  this,  of  course,  is  expected 
since  the  primary  malignant  condition  has 
not  been  arrested.  Nevertheless,  for  the 
purpose  of  pain  alleviation  and  contributing 
to  the  comfort  of  patients  during  the  rest  of 
their  days  and  in  some  cases  restoration  of 
the  compromised  motor  function,  we  feel 
surgical  decompression  is  indicated  and 
worth  while. 

Another  argument  in  favor  of  early  ex- 
ploration is  the  possibility  of  an  unexpected 
benign  lesion.  The  following  case  history 
is  a good  demonstration  of  this  point. 

Case  report 

A seventy-two-year-old  white  female  was  re- 
ferred to  the  neurosurgery  department  on 
September  11,  1962,  with  spastic  paraparesis 
which  had  developed  over  three  weeks.  A 
sensory  disturbance  characterized  as  “numbness 
up  to  the  waist”  had  been  noted  for  several 
months.  In  1949  a biopsy  of  a slowly  growing 
purple  tumefaction  of  the  left  arm  was  classified 
as  a malignant  melanoma. 

Several  other  masses  excised  between  1949 
and  1954  were  diagnosed  respectively  as  malig- 
nant melanoma,  nonpigmented  malignant  mela- 
noma, Kaposi  sarcoma,  and  undiagnosed  neo- 
plasm. Meanwhile  slowly  enlarging  groin  lym- 
phadenopathy  was  noted,  and  in  1958  a biopsy 
demonstrated  “malignant  melanoma.”  At  that 
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time  (1958)  increased  intracranial  pressure  was 
identified.  With  evidence,  therefore,  of  wide- 
spread malignant  melanoma  Thio-TEPA  (0.2 
mg.  per  kilogram  for  four  days)  therapy  was 
instituted.  Subsequent  follow-up  admissions 
showed  her  “free  of  new  lesions.”  In  1961,  she 
complained  of  low  back  pain  and  dizziness 
which  subsided  with  conservative  treatment. 

An  examination  at  this  admission  showed  a 
sensory  deficit  with  a level  at  the  second  dorsal 
vertebra  bilaterally,  with  spasticity  and  weak- 
ness of  the  lower  extremities,  increased  tendon 
reflexes,  and  bilateral  Babinski  signs.  An  emer- 
gency myelogram  (Fig.  1)  showed  a complete 
block  at  the  level  of  the  fourth  dorsal  vertebra. 
Dorsal  laminectomy  revealed  an  olive-sized 
intradural  mass  in  the  anterior  and  right  lateral 
aspect  at  the  canal  of  the  level  of  the  fourth 
dorsal  vertebra.  A frozen  section,  later  con- 


Mass screening  for  glaucoma 

While  most  mass  screening  programs  for 
glaucoma  are  aimed  at  the  population  forty 
years  of  age  and  older,  an  article  in  the  Eye, 
Ear,  Nose  and  Throat  Monthly  recommends 
that  this  approach  be  revised  in  the  light  of  the 
growing  realization  that  glaucoma  is  not  un- 
common in  young  persons,  especially  in  high 
myopes.  Routine  tonometry  has  demon- 
strated presence  of  the  disease  in  a significant 
number  of  young  persons  even  under  twenty 
years  old.  In  this  younger  group,  the  authors 
note  the  inadequacy  of  the  Schiotz  tonometer. 
In  the  advanced  stages  of  glaucoma,  they  point 
out,  this  instrument  is  equal  to  the  task  be- 
cause the  tension  is  relatively  high.  In  some 
early  cases,  however,  the  Schiotz  tonometer 
yields  normal  or  borderline  values  which  might 


firmed  after  formalin  fixation,  and  so  forth,  re- 
vealed the  tumor  to  be  a meningioma  which  was 
totally  removed.  This  delightful  surprise  was 
capped  by  a very  satisfactory  gradual  and 
steady  improvement  in  ambulation.  At  the 
time  of  the  last  examination  on  January  25, 
1964,  she  was  able  to  walk  with  minor  dis- 
ability. 
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be  ignored  unless  further  corroborative  evidence 
is  found. 

In  children  and  adolescents  with  high  myopia, 
even  this  corroborative  evidence  does  not  al- 
ways yield  a suspicion  of  glaucoma,  since  the 
field  loss  and  pallor  of  the  optic  disk  may  be 
confused  with  the  fundus  changes  characteristic 
of  progressive  myopia. 

The  authors  add  that  applanation  tonometry 
apparently  is  the  only  reliable  method  of  de- 
tecting early  glaucoma  in  high  myopia,  because 
the  minimal  volume  displacement  produced 
by  the  applanation  tonometer  is  not  signifi- 
cantly affected  by  the  abnormally  low  scleral 
rigidity  generally  noted  in  high  myopes.  The 
authors  suggest  that  if  the  Goldmann  applana- 
tion tonometer  is  impractical  because  of  high 
cost  or  technical  difficulties  involved,  the  Makla- 
kov  tonometer  can  be  recommended  for  this 
purpose. 
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Improved  tissue  culture  technics  have 
permitted,  during  recent  years,  a study  of 
rhinoviruses  and  their  relation  to  respiratory 
infections  in  man. 1 -6  Members  of  this 
virus  group,  now  classified  as  the  second 
subgroup  of  the  picorna  virus  group,  are 
responsible  for  common  cold  syndromes  in 
adults.  The  original  studies  were  performed 
mainly  with  specimens  from  adults,  and  few 
data  were  obtained  on  the  role  of  rhino- 
viruses  as  a cause  of  acute  respiratory  infec- 
tions in  childhood.  Later  studies,  including 
younger-age  groups,  showed  that  rhino- 
viruses  are  isolated  less  frequently  from 
children  than  from  adults.7  One  study  sug- 
gested that  some  rhinoviruses  spread  only 
poorly  among  children  in  an  institution,  al- 
though the  majority  of  the  children  had  no 
antibodies  against  these  viruses.8  In  con- 
trast to  other  respiratory  viruses,  rhinovirus 
infections  in  infancy  were  first  described  as 


no  more  severe  than  those  in  older  children 
or  adults.7  A recent  publication,  however, 
showed  that  lower  respiratory  tract  involve- 
ment is  frequent  in  children.9 

During  a respiratory  virus  survey  in  1962 
and  1963,  we  isolated  from  an  infant  one 
virus  strain  which  could  be  cultivated  only 
in  human  embryonic  cell  cultures  kept  in  a 
roller  drum  at  a temperature  of  33  C.  and  in 
a medium  of  pH  7 to  7.2.10,11  These  condi- 
tions, referred  to  by  some  as  rhinovirus 
conditions,  are  essential  for  cultivation  of 
rhinoviruses,  and  therefore  the  strain  was 
tentatively  identified  as  a member  of  this 
group. 

This  report  describes  studies  of  the  physi- 
cal, chemical,  and  biologic  properties  of  the 
strain. 


Cell  cultures  and  media.  Primary 
cynomolgus  MK  (monkey  kidney)  cells, 
strain  WI-26  diHL  (diploid  human  embry- 
onic lung  cells),  and  a continuous  line  of 
HEL  (human  embryonic  lung  cells)  were 
maintained  as  described  earlier.10  In  addi- 
tion to  these,  KB,  a continuous  cell  line 
derived  from  a human  carcinoma  of  the 
nasopharynx,  was  used  for  some  of  the  bio- 
chemical and  serologic  investigations.  KB- 
cell  cultures  were  maintained  in  Eagle’s 
medium,  containing  5 per  cent  inactivated 
fetal  bovine  serum  and  100  units  of  penicillin 
and  100  micro  grams  of  streptomycin  per 
milliliter.  Maintenance  medium  was  ad- 
justed to  approximately  pH  7 by  the  addi- 
tion of  0.05  per  cent  sodium  bicarbonate. 
KB-cell  cultures  were  incubated  at  33  C.  in  a 
roller  drum  under  the  conditions  optimal  for 
rhinovirus  cultivation. 

Virus  strains.  One  strain  of  virus, 
63-0499,  was  isolated  in  diHL  cells  under 
conditions  for  isolation  of  rhinovirus.  Iso- 
lation procedures  in  tissue  cultures  and  em- 
bryonated  hens’  eggs,  including  hemagglu- 
tination and  hemadsorption  technics,  have 
been  described  previously.10  This  strain 
was  recovered  from  a nine-month-old  child, 
ill  in  June,  1963,  with  sudden  onset  of  rhino- 
pharyngitis and  laryngitis,  with  stridor, 
conjunctivitis,  and  no  fever.  The  illness 
occurred  at  a time  when  there  were  only 
sporadic  respiratory  infections  in  this  area 
and  not  during  the  usual  outbreaks  in  the 
winter  season. 


Material  and  methods 
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during  a respiratory  virus  survey  in  1962 
and  1963,  strain  63-0499  was  isolated  from 
an  infant  and  shown  to  be  an  H strain  of  the 
rhinovirus  group.  The  isolation  of  the  strain 
from  an  infant  supports  the  assumption  that 
rhinoviruses  may  play  a role  in  acute 
respiratory  infection  of  small  children  in  the 
Albany,  New  York,  area.  The  child  showed 
signs  of  stenosing  laryngitis,  a potentially 
dangerous  condition.  Therefore,  rhinovirus 
infections  in  infancy  should  not  be  considered 
harmless. 


Twelve  rhinovirus  strains — Norman,  HGP, 
FEB,  JH(ECHO  28),  Thompson,  16/60, 
NIH-33342,  NIH-1734,  NIH-353,  NIH- 
1059,  NIH-11757,  and  B-632 — were  ob- 
tained from  D.  A.  J.  Tyrrell,  M.D.,*  as 
human  embryonic  kidney,  MK,  or  HeLa 
tissue  culture  passage  material.  A coryza- 
virus  H strain,  designated  Type  11,  strain 
68,  was  received  from  V.  V.  Hamparian, 
Ph.D.,f  as  embryonic  lung  tissue  culture 
passage  material.  The  herpes  simplex  virus 
was  isolated  in  this  laboratory  (number 
64-0205). 

Preparation  of  immune  serum.  Anti- 
serum was  prepared  in  ferrets  with  strain 
63-0499  by  a series  of  1-ml.  inoculations  of 
material  containing  10 4 to  106  TCID50  (50 
per  cent  tissue  culture  infective  doses). 
The  first  dose  was  administered  by  the  intra- 
nasal route.  Subsequently,  the  animals 
were  given  1-ml.  amounts  of  virus  suspension 
emulsified  1:2  with  adjuvant  by  the  intra- 
muscular route.  Inoculations  were  per- 
formed on  a biweekly  schedule  for  five 
months.  Trial  bleedings  were  made  period- 
ically during  the  course  of  immunization. 
The  serum  with  the  highest  neutralization 
titer  for  the  homologous  strain  was  employed 
in  subsequent  serologic  identification  at- 
tempts. 

Neutralization  tests.  Rhinovirus  neu- 
tralization tests  were  performed  by  the  pro- 
cedures described  earlier,10  except  for  the 
following  modifications:  The  virus  test  dose 
contained  3 to  32  TCID50,  and  the  specific 
immune  sera  were  diluted  serially  in  twofold 
increments.  Virus-serum  mixtures  were  in- 
cubated for  one  hour  at  37  C.  before  inocu- 
lation of  three  tubes  of  cell  cultures  per  serum 
dilution.  Titer  is  expressed  as  the  reciprocal 
of  the  highest  dilution  of  serum  which  caused 
50  per  cent  or  greater  inhibition  of  cyto- 
pathic  effect. 

Enterovirus  sera  were  prepared  in  rabbits 
or  hamsters  in  this  laboratory.  Neutraliza- 
tion tests  with  these  sera  were  performed  as 
described  previously,10  except  that  the 
specific  immune  sera  were  used  only  in  a 
1 : 10  dilution. 

Investigation  of  physical  and  chemical 
properties.  Ether  resistance  of  super- 
natants of  infected  tissue  cultures  were 

* Common  Cold  Research  Unit,  Harvard  Hospital,  Salis- 
bury, Wiltshire,  England. 

f Merck  Institute  for  Therapeutic  Research,  West  Point, 
Pennsylvania. 


tested  by  the  method  of  Hamparian,  Ketler 
and  Hilleman.1  The  pH  stability  and  ther- 
mal stability  of  the  agent  were  determined 
according  to  the  method  of  these  same  in- 
vestigators.12 

Approximate  size  of  the  strain  was  meas- 
ured by  filtration.  Aliquots  of  infected  cell 
culture  material  were  clarified  by  centrifuga- 
tion at  1,400  g for  fifteen  minutes  and  passed 
through  filters  of  various  pore  sizes.  Fil- 
trates were  titrated  in  duplicate  or  triplicate 
in  appropriate  cell  cultures. 

Nucleic  acid  type  was  determined  by  the 
method  of  Salzman,13  as  modified  by 
Hamparian,  Ketler,  and  Hilleman.1.14  The 
indirect  method  was  employed,  using  BUDR 
(5-bromo-2'-deoxyuridine)  as  inhibitor  of 
DNA  (deoxyribonucleic  acid)  virus  synthe- 
sis. The  new  virus  strain  was  titrated  in 
three  to  five  tubes  per  dilution  after  propa- 
gation in  cell  cultures  maintained  in  media 
with  the  various  additives.  A herpes  sim- 
plex virus  was  included  as  the  DNA  virus 
control,  and  the  rhinovirus  prototype,  Nor- 
man, was  included  as  the  RNA  (ribonucleic 
acid)  virus  control. 

Animal  pathogenicity.  Pathogenicity 
of  the  new  strain  was  tested  by  intracerebral, 
subcutaneous,  and  intraperitoneal  inocula- 
tion of  suckling  mice  and  intracerebral  inocu- 
lation of  adult  mice. 

Cytopathic  effects.  To  study  CPE 
(cytopathic  effects),  both  diHL-  and  KB- 
cell  cultures  infected  with  the  strain  were 
stained  with  Giemsa15  or  acridine  orange. 16 

Results 

Growth  characteristics.  Uninoculated 
control  cells  are  shown  in  Figure  1A.  Strain 
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FIGURE  1.  Giemsa-stained  diHL  cells.  (A)  Uninoculated  control.  (B)  Inoculated  with  63-0499;  be- 
ginning of  CPE.  (C)  Inoculated  with  63-0499;  late  phase  of  CPE. 


TABLE  I.  Pathogenicity  of  rhinovirus  strain 
63-0499* 


TABLE  II.  Studies  of  some  physical  and  chemical 
properties  of  rhinovirus  strain  63-0499 


Host 

System 

Inoculum 

Passage 

Level 

Number 
of  Blind 
Passages 

Route  of 
Inoculation  or 
Conditions  of 
Incubation 

Adult  mice 

diHL* 

2 

Intracerebral 

Baby  mice 

diHL2 

2 

Intracerebral 

diHLi 

2 

Subcutaneous 

Embryonated 

diHL2 

2 

I ntraperitoneal 

hens’  eggs 
Tissue  culture 

Original 

3 

Intra-amniotic 

MK 

Original 

2 

36  C.,  pH  7.4, 
stationary 

HEL 

Original 

2 

36  C.,  pH  7.4, 
stationary 

MK 

diHLs 

2 

33  C.,  pH  7, 
roller  drum 

diHL 

diHL3MK2 

2 

33  C.,  pH  7, 
roller  drum 

diHLf 

Original 

33  C.,  pH  7, 
roller  drum 

KBf 

diHLs 

33  C.,  pH  7, 
roller  drum 

* No  CPE  were  observed  except  where  indicated, 
f CPE  observed. 


63-0499  was  not  pathogenic  in  mice  or 
embryonated  hens’  eggs,  and  in  tissue  culture 
CPE  were  observed  only  in  the  diHL  and 
KB  cells  kept  under  rhinovirus  conditions 
(Table  I).  CPE  consisted  of  enlargement 
and  rounding  of  cells,  formation  of  exten- 
sions, moving  of  the  nucleus  to  the  cell 
periphery  (Fig.  IB)  and  later  breakdown  of 
cells,  with  appearance  of  small  droplike 
particles  probably  deriving  from  the  cyto- 
plasm of  deteriorating  cells  (Fig.  1C).  With 
varying  inocula,  the  effects  appeared  as 
microplaques  from  the  second  to  the  seventh 
days.  In  later  phases  the  whole  cell  sheet 
became  involved  and  was  finally  destroyed. 
The  pH  in  the  medium  decreased  in  virus- 
infected  cultures  as  judged  by  phenol-red 
indicator  and  was  somewhat  lower  than  in 
uninfected  controls.  Acridine-orange  stain- 
ing showed  an  increase  of  red  fluorescing 
material  in  the  cytoplasm  of  cells  with  cyto- 


Log  10  of 
Titer  in 
TCID50  per 

Property  Milliliter 

Size  by  filtration 

Prefiltration  5 . 5 

Postfiltration 

Through  450  millimicron  filter 

(Millipore)  5 . 2 

Through  100  millimicron  filter 

(Millipore)  5 . 7 

Through  50  millimicron  filter 

(Millipore)  5 . 2 

Through  20  to  35  millimicron  filter 
(Schleicher  and  Schuell)  <0 

Ether  stability 

Pretreatment  5 . 5 

Post-treatment  with  20  per  cent 

ether  for  18  hours  at  +4  C.  5.0 

Heat  stability 

Preheating  5 . 8 

Postheating  to  50  C.  for  30  min- 
utes at  pH  7 5.0 

Acid  lability 

Pretreatment  4 . 5 

Postexposure 

To  pH  7 for  4 hours  at  RT*  5 . 0 

To  pH  3 for  4 hours  at  RT*  <0 

* RT  = room  temperature,  approximately  23  C. 

pathic  changes.  This  is  evidence  of  a possi- 
ble cytoplasmic  formation  of  viral  RNA- 
containing  material. 

Strain  63-0499  failed  to  cause  CPE  in  MK 
cells  under  rhinovirus  conditions  or  under 
stationary  incubation  at  36  C.  with  a medium 
of  pH  7.4.  To  investigate  the  possibility  of 
an  inapparent  infection,  two  blind  passages 
of  diHL-adapted  virus  in  MK  cells  were 
followed  by  two  blind  passages  in  diHL 
cultures  (Table  I).  CPE  did  not  develop 
in  any  of  these  passages.  It  appears,  there- 
fore, that  the  virus  strain  did  not  replicate 
during  its  passage  in  monkey  kidney. 
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TABLE  III.  Study  of  nucleic  acid  type  of  a 
rhinovirus  strain 


Log  10  of  Titer  in  TCIDsn  per 

Milliliter 

^ Controls 

RNA 

Virus:  DNA 


Additive  to  Maintenance  Rhinovirus  Virus:  ^ 

Medium  of  Virus-Infected  Strain  Strain  Herpes  ^ 


Cell  Cultures 

63-0499 

Norman 

Simplex 

c 

None 

6.4 

3.6 

3.5 

(U 

-4-» 

(/> 

</> 

10  M BUDR 

6.5 

3.7 

1.8 

10-6  M BUDR 
10-s  M BUDR  and 

6.5 

3.3 

2.5 

10  M thymidine 

6.5 

4.2 

3.5 

> 

O 

f~ 

The  strain  did  not  cause  hemadsorption 
of  guinea  pig  red  blood  cells  in  diHL  cultures. 
No  released  hemagglutinins  were  observable 
when  the  supernatant  of  infected  cell  cul- 
tures was  tested  with  chicken  or  guinea  pig 
red  blood  cell  suspensions  at  4 C. 

Physical  and  chemical  properties. 
Ultrafiltration  of  fluid  from  infected  tissue 
cultures  revealed  an  approximate  size  of  >20 
millimicrons  and  <50  millimicrons  for  strain 
63-0499  (Table  II).  Ether  treatment  did 
not  affect  the  infectivity,  and  incubation  at 
50  C.  at  pH  7 for  thirty  minutes  did  not  lead 
to  significant  titer  loss  (Table  II).  Experi- 
ments in  which  the  virus  strain  was  exposed 
to  various  pH  ranges  for  four  hours  at  room 
temperature  demonstrated  a lability  at  pH 
3.  Growth  of  the  strain  was  not  suppressed 
by  addition  of  BUDR  to  the  culture  medium, 
and  hence  the  strain  may  be  classed  as  an 
RNA  virus  (Table  III). 

Serologic  studies.  The  strain  was  not 
neutralized  by  immune  sera  against  polio- 
myelitis virus  types  1,  2,  3,  Coxsackie  A, 
types  9,  21,  23,  Coxsackie  B,  types  1 through 
6,  or  ECHO  types  1 through  22  and  24  to  27. 
Antiserum  prepared  with  the  strain  was 
tested  in  neutralization  tests  against  12 
rhinovirus  prototype  strains  (Table  IV)  and 
a coryzavirus  type  11  strain.  A slight 
reaction  of  anti-63-0499  serum  with  strain 
JH(ECHO  28)  could  be  demonstrated 
(Table  IV). 


c 
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Conclusions 

The  small  size,  the  ether  stability,  and  the 
typing  as  an  RNA  virus  permit  a classifica- 
tion of  strain  63-0499  as  a member  of  the 
picorna  virus  group.  It  shares  the  heat 
stability  and  acid  lability  of  the  rhinoviruses, 
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Tissue  KB  KB  KB  KB  HeLa  KB  MK  KB  KB  KB  HeLa  KB  KB  diHL 


which  form  the  second  subgroup  within  this 
group;  these  properties  distinguish  the 
rhinoviruses  from  the  first  subgroup,  the 
enteroviruses.  Furthermore,  strain  63-0499 
is  distinct  from  the  enteroviruses  in  its  failure 
to  grow  in  MK-cell  cultures  and  in  its  lack 
of  pathogenicity  for  baby  mice.  These 
findings  justify  a grouping  of  the  strain  as  an 
H strain  of  the  rhinovirus  group.12  It  is 
distinct  serologically  from  12  of  the  rhino- 
virus  prototype  strains  tested.  A slight 
relationship  was  found  only  between  strain 
63-0499  and  strain  JH(ECHO  28).  The 
JH  strain,  however,  is  an  M strain  and  can 
therefore  not  be  identical  with  strain  63-0499. 
The  isolation  of  the  strain  from  an  infant 
supports  the  assumption  that  rhinoviruses 
may  play  a role  in  acute  respiratory  infection 
of  small  children  in  our  area.  This  child 
showed  signs  of  stenosing  laryngitis,  which 
is  a potentially  dangerous  condition.  There- 
fore, rhinovirus  infections  in  infancy  should 
not  be  considered  harmless. 
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to  the  New  York  Times  from  the  chairman  of  the 
Traffic  Laws  and  Ordinances  Committee,  State 
Traffic  Safety  Council,  stating  that  the  new 
law  specifies  “that  the  motorist  must  not  ‘enter’ 
the  intersection  after  the  red  appears.”  The 
new  law  is  less  restrictive  than  the  old.  For- 
merly motorists  were  required  to  be  completely 
clear  of  the  far  side  of  the  intersection  by  the 
time  the  red  appeared.  Now  a motorist  is 
permitted  to  cross  even  if  the  light  turns  red 
while  the  vehicle  is  in  the  intersection. 
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What  comfort  there  is  in  the  skin  of  someone 
you  love ! How  much  more  intelligent  it  is 
than  the  mouth  with  its  lies. 1 

Acne  affects  all  who  reach  puberty.  Ex- 
tremely rare  in  childhood,  it  has  been  seen 
before  the  age  of  one  year. 2 “5  The  incidence 
curve  rises  slowly  from  five  to  eleven  years 
without  severe  cases.  Thereafter,  it  soars 
distinctly,  coinciding  with  the  appearance  of 
pubic  and  axillary  hair,  breast  development 
and  menstruation  in  females,  and  recession 
of  the  frontotemporal  hair  in  males.  By 
seventeen  almost  every  boy  and  girl  has  some, 
although  often  inconspicuous,  blackheads 
and  pimples,  mostly  on  the  face  and  less  so 
on  the  shoulder,  back,  and  chest.  After 
twenty  acne  becomes  less  frequent  although 
there  is  no  sharp  upper  age  limit.  Even  in 
the  fourth  decade  it  is  not  uncommon  in  men, 
and  flares  occur  in  women  at  menopause. 
There  does  not  seem  to  be  acne  in  the  aged. 

“Acne  cannot  be  regarded  as  a serious  dis- 
ease as  measured  in  terms  of  life  and  death, 
but  it  has  a nuisance  value  out  of  all  propor- 
tion to  its  seriousness  affecting,  as  it  does, 
young  people  at  an  age  when  they  are  most 
sensitive  to  any  disfigurement.  It  is,  there- 


fore, to  be  expected  that  references  to  acne 
will  occur  in  the  medical  or  other  literature  of 
all  highly  civilized  nations.”6  The  hiero- 
glyphic shown  in  Figure  1 may  well  be  the 
first  written  record,  especially  since  ancient 
papyri  contain  many  prescriptions  for  skin 
diseases,  including  an  abrasive  for  making 
the  face  smooth.7 

This  long  heritage  of  so  universal  a condi- 
tion has  given  rise  to  a voluminous  literature. 
We  will  attempt  to  set  down  what  we  con- 
sider important  and  dismiss  what  we  con- 
sider illusory.  Generous  quotations  have 
been  taken  from  many  authors  with  credit 
listed  in  the  references.  We  will  also  specify 
the  treatment  measures  most  likely  to  give 
quick  results. 

Clinicopathologic  dynamics 

Lesions  of  acne  originate  in  special  struc- 
tures called  pilosebaceous  units  that  are 
present  in  great  abundance  on  the  cheeks, 
forehead,  chin,  chest,  back,  and  shoulders. 
On  the  face  especially,  these  units  are  charac- 
terized by  widely  dilated  follicular  canals* 
filled  with  keratin,  lipids,  and  organisms; 
large  multilocular  sebaceous  glands  lying 
deep  in  the  dermis  but  attached  to  and  se- 
creting sebum  into  the  follicular  canal;  and 
small  inconspicuous  vellus  hairs  lying  within 
the  follicular  canal  (Fig.  2). 

Hyperkeratinization  of  the  duct  of  the 
sebaceous  gland  is  the  first  pathologic 
change.  This  keratinous  material  surrounds 
the  hair  at  the  folhcular  neck  and  interferes 
with  the  free  flow  of  sebum  onto  the  skin 
surface.  Held  back  in  this  fashion,  sebum 
thickens  and  solidifies,  plugs  the  follicular 

* These  are  the  “enlarged  pores”  so  dearly  beloved  by 
cosmeticians  and  beauticians  who  vainly  try  to  “close,” 
“shrink,”  or  “open”  them.  Such  attempts  by  chemicals, 
operations,  medicaments,  hot  and  cold  washings,  and  other 
measures  accomplish  nothing. 
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pustules,  any  inflamed  swelling 

FIGURE  1.  Probably  the  first  written  reference  to 
acne  in  the  literature. 


FIGURE  2.  Follicular  canals  filled  with  keratin, 
many  cysts,  and  scars  of  severe,  active  acne. 


canal,  and  leads  to  the  development  of  two 
types  of  clinical  lesions,  blackheads  and 
whiteheads.  Sebum  thickens  readily  in  the 
cold,  hence  the  exacerbation  of  acne  in  fall 
and  winter.  The  blackhead,  or  open  com- 
edo, is  an  open  sac  lined  by  epithelium  and 
plugged  with  horny  lamellated  material. 
The  sac  mouth  is  widely  dilated,  its  contents 
can  be  expressed  easily  to  the  surface,  and  an 
inflammatory  reaction  rarely  takes  place. 
Oxidation  of  the  plug,  not  dirt,  at  the  sac 
mouth  produces  the  black  color.  The  white- 
head,  or  closed  comedo,  is  a closed  sac  with 
a microscopic  opening  that  prevents  the  con- 
tents from  escaping.  Eventual  rupture  of 
the  walls  of  closed  comedones  liberates  lipids 
and  horny  material  into  the  surrounding 
dermis  to  excite  focal  inflammation.  Such 
lesions  often  become  deep,  tender,  boggy 
lumps,  overlayed  with  thin  red-purple  skin 
and  can  coalesce  in  groups  to  break  spon- 
taneously and  drain  from  one  or  more  tiny 


openings.  Superficial  pinhead  pustules 
sometimes  appear  in  follicles  without  com- 
edones and  produce  small  breaks  through 
which  sebum  escapes  into  the  dermis  with 
resulting  inflammation.  These  breaks  also 
can  follow  the  rupture  of  closed  comedones. 

Follicular  rupture  so  isolates  the  lower 
portion  of  the  pilosebaceous  unit  within  the 
dermis  that  it  loses  all  connection  with  the 
skin  surface.  Later  it  may  be  obliterated  by 
fibrosis  and  hypertrophic  scarring.  At  other 
times  it  can  be  identified  by  the  presence  of 
giant  cells,  hair  shafts,  epidermal  remnants, 
keratin  debris,  and  amorphous  material 
(Fig.  3). 

The  upper  follicular  neck  persists  as  a 
blind  atrophic  sac,  the  pit.  The  pit  is  a 
sinus  lined  by  thick  epidermis,  from  which 
tongues  of  epithelial  cells  descend  into  the 
dermis  to  fuse  with  cellular  strands  from 
adjacent  pits  or  from  different  parts  of  the 
same  pit  to  form  an  epidermal  network. 
This  extensive  network  contributes  in  part 
to  the  regeneration  of  skin  following  derma- 
brasion and  chemexfoliation,  which  will  be 
discussed  later.  The  pit  is  a tissue  defect 
and  in  no  way  resembles  a scar.  It  is  differ- 
ent in  anatomy  and  pathology  from  the  scars 
of  smallpox  and  chickenpox  and  deserves  its 
special  title. 

The  events  just  described  take  place  in 
only  one  disease,  acne,  and  always  on  a 
greasy,  oily  skin  which  is  often  yellow  and 
scaly.8-11 

Endocrine  effects 

It  is  now  generally  held  that  androgens  are 
the  hormone  stimulus  of  acne.  With  on- 
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coming  puberty  and  the  great  production  of 
all  hormones,  there  is  an  increase  in  secretion 
of  sebum  and  an  increase  in  sebaceous  gland 
volume.  In  the  main,  there  is  enlargement 
of  lobules  and  possibly  the  formation  of  new 
lobules  but  no  increase  in  the  size  of  single 
cells.  Androgens  act  by  promoting  mitotic 
division  of  the  basal  cells  in  the  sebaceous 
glands  and  are  equally  effective  in  boys  and 
girls.  Development  of  the  glands  soon 
reaches  a maximum,  and  no  further  develop- 
ment takes  place.  Therefore,  hormone 
assays  relative  to  acne  are  used  to  judge  two 
events,  the  increase  or  decrease  in  gland 
volume  and  the  accompanying  increase  and 
decrease  in  sebum  secretion. 

It  will  be  recalled  that  the  testis  produces 
mostly  androgens  but  also  can  synthesize 
estrogens.  The  ovary,  besides  producing 
estrogens  and  gestogens  (progesterone),  may 
also  produce  androgens  in  small  amounts. 
The  adrenal  cortex,  besides  the  metabolically 
active  corticosteroids,  also  secretes  the  gesto- 
gen  (progesterone)  and  several  androgens. 
What  experimental  evidence  links  these 
hormones  to  acne? 

Androgens.  The  following  observations, 
among  many  others  like  them,  implicate 
androgens  in  the  onset,  development,  and 
exacerbation  of  acne. 

Those  persons  who  have  undergone  pre- 
putial castration  and  eunuchoid  individuals 
do  not  develop  acne,  increased  sebum  output 
or,  for  that  matter,  male  pattern  baldness. 
When  they  are  given  androgens,  acne  ap- 
pears, sebum  output  increases,  and  male 
pattern  baldness  occurs.12 

When  normal  males  and  females  are  given 
androgens,  acne,  increased  sebum,  and  male 
pattern  baldness  soon  make  their  appear- 
ance, and  existing  acne  is  worsened. 13-16 

Estrogens.  Estrogens  suppress  seba- 
ceous glands  by  increasing  the  rate  of  cell 
sloughing.  One  consequence  of  this  is  that 
the  cells  have  no  time  to  differentiate  fully 
before  they  are  shed.  Thus,  although  the 
glands  “secrete”  at  a high  rate,  little  or  no 
true  sebum  is  produced,  and  the  skin  and 
hair  become  dry. 17 

In  male  and  female  acne  patients  estrogens, 
oral,  parenteral,  or  by  implant,  decrease 
sebaceous  secretion,  lead  to  desiccation  and 
desquamation  of  pustules  and  cysts,  and  give 
a smooth,  nonoily  skin  surface.16-1819 

After  ninety  days  of  receiving  estrogens,  a 
series  of  males  showed  improvement  of  acne, 


less  sebum  output,  and  oddly  enough,  no 
alterations  of  sperm  count  or  decrease  in 
libido.  Clinical  improvement,  however,  was 
associated  with  a reversible  gynecomastia.20 

Gestogen  (progesterone).  Recent  stud- 
ies tend  to  discount  the  effect  of  gestogen  in 
acne  and  sebum  output.  Therefore,  one  can 
assume  that  the  beneficial  effect  of  oral  con- 
traceptives in  acne  is  due  to  their  content  of 
estrogens.14-21-23 

Adrenocortical  steroids.  The  adrenal 
cortex  may  influence  acne  activity  by  pro- 
ducing androgens.24-25 

Synthetic  corticosteroids.  Acne  is  al- 
ways listed  as  one  of  the  side- effects  of  corti- 
costeroid therapy,  although  comedones  are 
never  seen.  The  papular  eruption  often  de- 
scribed is  probably  related  to  miliaria  and  in- 
creased sweating.  Corticosteroids  them- 
selves improve  inflamed  acne  by  their  anti- 
inflammatory action. 

The  practical  conclusion  of  these  hormonal 
investigations  is  this:  Sebaceous  gland  sup- 
pression and  control  of  acne  can  be  accom- 
plished by  estrogens.  Unfortunately,  side- 
effects  prohibit  long-term  use  at  present. 
What  is  obviously  needed  is  a suppressive 
drug  devoid  of  feminizing  effects  or  an  anti- 
androgen devoid  of  masculinizing  effects. 

Bacteriology  of  acne 

For  practical  purposes,  only  two  microbes, 
Staphylococcus  albus  and  Corynebacterium 
acnes,  inhabit  the  lesions  of  acne.26  More- 
over, in  each  type  of  lesion,  from  the  non- 
inflammatory comedones  to  the  severely  ab- 
scessed nodules,  these  two  species  are  found 
together  and  not  singly.  This  combination 
exists  in  nearly  100  per  cent  of  comedones 
and  in  the  majority  of  all  other  types  of 
lesions.  However,  they  tend  to  be  scarce  in 
nodules  and  cysts,  and  there  is  a progressive 
decrease  in  the  density  of  organisms  as  the 
inflammation  increases  in  the  larger  and 
more  severe  lesions. 

Five  per  cent  of  the  papules  and  pustules 
are  sterile.  About  8 per  cent  of  blackheads 
contain,  in  addition  to  Staph,  albus  and  C. 
acnes,  a minor  number  of  diphtheroids. 
These  are  normal  skin  residents  which  can- 
not maintain  themselves  against  competitors 
in  the  depths  of  the  lesion.  Similarly,  small 
numbers  of  aerobic  diphtheroids  occur  in  3 
per  cent  of  the  pustules  and  12  per  cent  of 
the  nodules.  Small  numbers  of  aerobacter 
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species  were  found  in  about  5 per  cent  of 
blackheads.  Another  gram-negative  bac- 
terium, Escherichia  coli,  occurred  in  3 per 
cent  of  the  pustules.8 

That  C.  acnes  and  Staph,  albus  should 
occur  as  a dominant  combination  in  all  types 
of  acne  lesions  is  foretold  by  the  resident 
status  of  this  pair  in  the  normal  follicles  of 
the  face.  The  large  sebaceous  follicles  of  the 
face  harbor  a dense  population  of  organisms, 
unlike  hair  follicles  of  the  scalp,  for  example, 
which  are  mainly  sterile.  By  firmly  clamp- 
ing facial  skin  between  the  jaws  of  a hemo- 
stat,  the  contents  of  the  sebaceous  follicles 
can  be  extruded  in  wormlike  cheesy  masses. 
In  stained  smears  C.  acnes  and  Staph,  albus 
can  be  seen  to  make  up  a goodly  portion  of 
the  extruded  mass.  As  the  follicle  of  the 
acne  patient  distends  with  horny  debris, 
these  organisms  expand  proportionally. 
When  the  comedo  breaks,  the  bacteria  are 
poured  into  the  tissue  where  they  aggravate 
the  inflammatory  reaction  by  secondary  in- 
fection. 

Agar  diffusion  sensitivity  tests  prove  C. 
acnes  to  be  highly  sensitive  to  most  of  the 
broad-spectrum  antibiotics  plus  the  penicil- 
lin and  sulfa  groups.  Clinical  experience 
bears  this  out.27  Oddly  enough,  acne  lesions 
will  still  contain  organisms  after  three 
months  of  chemotherapy  with  no  increased 
resistance  to  the  antibiotic  prescribed,  and 
no  antibiotic  can  be  found  in  the  lesions  after 
this  interval.  This  raises  the  question  of 
the  mode  of  action  of  these  drugs  in  acne 
and  whether  it  could  be  by  an  effect  other 
than  on  the  bacteria  in  the  lesions  them- 
selves. 

Diet  in  acne 

“We  have  no  reliable  evidence  that  the 
food  one  eats  has  anything  to  do  with  out- 
breaks of  acne  and  it  is  therefore  a mistake  at 
present  to  impose  dietary  fetishes  on  growing 
children.” 28  We  hold  with  this  belief. 

In  actual  practice,  almost  every  known 
food  has  been  blamed  for  flares  of  acne. 
This  idea  is  firmly  fixed  in  the  minds  of  the 
profession  and  public,  and  it  is  often  quite 
difficult  and  useless  to  argue  otherwise. 
Table  I is  a survey  of  one  hundred  years  of 
dietary  restrictions,  mostly  unproved  and 
often  arrived  at  by  myth,  superstition,  and 
personal  prejudice. 

After  an  analysis  of  Table  I,  four  groups 


of  foods  can  be  singled  out  for  condemnation. 
If  iodine-containing  foods  are  included,  one 
could  agree  with  the  statement  that  “few 
dermatologists  have  much  faith  in  the  effect 
of  diet  for  acne  though  recommending  the 
exclusion  of  chocolate  and  the  reduction  of 
fats  and  carbohydrates.”39  However,  few 
controlled  studies  exist  to  prove  even  these 
meager  restrictions.  Strangely  enough,  one 
controlled  study  proved  that  50  per  cent  of 
patients  improved  on  a high- carbohydrate 
diet.  Another  reported  on  a small  series  of 
patients  who  ate  six  chocolate  bars  a day 
and  applied  a chocolate  ointment  to  skin 
areas  and  suffered  no  flares  of  acne.11 

The  incrimination  of  iodine,  iodized  salt, 
and  iodine-containing  foods,  especially  shell- 
fish, is  unproved.  The  widespread  use  of 
iodized  salt  in  goiter  prophylaxis  has  not  led 
to  flares  of  acne,  nor  has  Lugol’s  solution. 
Authorities  on  thyroid  diseases  mention  no 
causal  relation,40  neither  does  a recent 
volume  on  iodine  metabolism. 41  One  author 
on  our  list  actually  advocates  iodized  salt  as 
an  aid  to  control  acne;  another  states  there 
is  no  effect  one  way  or  the  other.38 

That  foods  in  some  mysterious  way  affect 
the  skin  is,  by  now,  almost  ingrained  in  the 
human  intelligence.  However,  critical 
studies  generally  prove  these  beliefs  to  be 
foolish  and  without  foundation.  One  such 
but  all  too  rare  controlled  study  is  on 
rosacea. 42  This  is  the  beefy,  veined,  red  face 
with  bulbous  nose  (rhinophyma)  one  sees  in 
middle-aged  adults  which  is  commonly  held 
to  result  from  excessive  eating  and  drinking. 
Among  the  factors  critically  investigated 
were  overindulgence  in  tea,  coffee,  alcoholic 
drinks,  and  spiced  and  substantial  meals. 
None  of  these  factors  affected  the  rosacea  or 
were  considered  related  to  it.  All  of  which 
led  the  editors  of  the  Year  Book  of  Derma- 
tology to  say:  “This  is  a most  careful, 

thorough,  and  objective  report  on  scientific 
observations  on  a really  adequate  series  of 
cases  of  rosacea.  As  is  so  common  in  such  a 
study,  some  old  notions  are  pretty  con- 
vincingly refuted.”30 

And  what  of  chocolate?  Universally  be- 
loved, yet  always  blamed  in  acne  with  what 
we  think  is  inadequate  evidence.  At  the 
Twelfth  International  Congress  of  Derma- 
tology, the  chairman  of  the  panel  on  acne 
summed  up  the  papers  on  diet:  “Among  the 
foods  presumed  ‘acnegenic,’  the  list  includes 
cheese,  shellfish  and  many  others,  but 
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TABLE  I.  Survey  of  dietary  restrictions 


Year 

Author 

Foods  to  Avoid 

1833 

Green29 

Cheese 

1893 

Hyde29 

Alcohol,  tobacco,  de- 
crease food  intake 

1905 

Radcliffe- 

Crocker29 

Beer,  sweets 

1933 

Wise  and  Sulz- 
berger29 

Sweets,  chocolate,  io- 
dine foods  (seafood, 
spinach,  cabbage, 

lettuce),  white  bread 

1936 

Crawford  and 
Swartz29 

50  per  cent  improved 
on  rigid  hospital- 
controlled  high  car- 
bohydrate diet 

1936 

Cunningham  and  Potatoes,  spinach,  pork 
Mendenhall29 

1938 

Stryker  and 
Bloom29 

None 

1940 

Klauder29 

None 

1940 

Michelson29 

None 

1940 

Mac  Kee29 

None 

1940 

Miller  and 
Taussig29 

Chocolate,  butter,  salt 

1940 

Sutton  and 
Sutton29 

Add  iodized  salt  and 
thyroxin  to  low-fat 
diet 

1940 

Wile29 

Carbohydrates  and  io- 
dized salt 

1940 

Cormia29 

Milk,  wheat,  tomatoes, 
chocolate,  nuts,  spin- 
ach 

1940 

Sutton,  Jr.29 

Milk  and  milk  prod- 
ucts 

1950 

Way  and 
Andrews29 

Milk 

1950 

Sulzberger  and 

Fats,  carbohydrates, 

Baer30  iodized  salt,  nuts, 

shellfish,  sharp 
cheeses 


Year 

Author 

Foods  to  Avoid 

1951 

Belisario31 

Chocolate 

1952 

Murell  and 
Murell29 

Fats 

1952 

De  Graciansky 
and  Boulle32 

Starches 

1953 

Degos33 

Alcohol,  bread,  spices 

1954 

Curtis29 

Chocolate,  iodized  salt, 
nuts,  milk,  eggs 

1955 

Malkinson34 

Fats,  carbohydrates, 
nuts,  strong  cheeses, 
iodized  salt 

1955 

Moore29 

Chocolate 

1958 

Hopkins28 

None 

1955 

Laden35 

Individualized 

dietetics 

1959 

Sulzberger  and 
Witten36 

Fats,  carbohydrates, 
chocolate,  nuts, 
shellfish,  sharp 
cheeses,  iodized  salt 

1960 

Baer  and 
Witten37 

Chocolate,  nuts,  shell- 
fish, sharp  cheeses, 
iodized  salt,  and  in- 
dividualized dietetics 

1960 

Way29 

Milk  and  milk  prod- 
ucts, chocolate, 
oranges,  nuts, 
grapes,  iodine  foods 

1961 

Hitch  and  Green- 
burg38 

Iodine  without  effect 

1962 

Hagerman43 

Chocolate,  cheese, 
dairy  foods,  shell- 
fish, fats,  nuts,  cit- 
rus fruits,  fish  (salt 
sea) 

1962 

Cohen2 

Chocolate,  cocoa 

chocolate  is  still  incriminated  as  a regular 
offender  by  most  dermatologists,  though  not 
by  my  friend,  Jadassohn,*  who  gives  Swiss 
chocolate  with  impunity  to  his  acne  patients, 
and  who  except  for  his  natural  and  national 
modesty  would  now  be  impelled  to  state  that 
Swiss  chocolate  is  the  world’s  best  choco- 
late— in  acne  also  !”43 

The  pit  and  dermabrasion 

Pits  are  permanent,  fixed  reminders  of  the 
havoc  of  acne.  Actually,  they  do  fade  out 
in  the  loose  skin  of  old  age.  As  already 
mentioned,  they  are  a unique  structure, 
occurring  only  in  acne  and  not  related  to  the 
scars  of  smallpox  or  other  viral  diseases. 
Attempts  to  correct  and  improve  them  have 

* Leading  Swiss  dermatologist. 


occupied  physicians  throughout  recorded 
history.  Their  presence  is  a constant  source 
of  annoyance,  embarrassment,  and  much 
psychologic  trauma,  often  enough  to  derange 
social  and  economic  life.7 

The  best,  and  to  our  minds,  the  only  help- 
ful, corrective  treatment  of  pits  is  dermabra- 
sion, defined  in  Stedman’s  Medical  Dictionary 
as  “The  operative  procedure  used  to  remove 
acne  scars,  farmer-sailor  skin,  and  dermal 
nevi.  It  may  be  performed  using  sand 
paper,  wire  brushes,  or  other  abrasive  mate- 
rials.” Technical  details  were  published 
in  1959. 44  Dermabrasion  is  an  advance  and 
improvement  because  it  undercuts  and  ex- 
tirpates from  the  dermis  many  of  the  pits. 
Older  treatments  by  scarification,  acupunc- 
ture, cryotherapy,  chemical  caustics,  electro- 
desiccation, all  act  too  superficially  to  be  of 
much  value  (Fig.  4). 
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FIGURE  4.  Acne  pits  and  scars. 


The  operation  has  had  an  odd,  hybrid  re- 
ception and  existence  among  plastic  sur- 
geons and  dermatologists.  The  plastic  sur- 
geons remain  enthusiastic,  and  their  recent 
texts  give  ample  space  to  the  procedure  and 
advocate  an  aggressive  and  bold  abrasive 
technic.4546  Dermatologists,  however, 
lately  have  tended  to  be  less  enthusiastic 
than  previously.  The  explanation  of  the 
difference  in  approach  is  sadly  simple. 
Plastic  surgeons  are  accustomed  to  esthetic 
evaluations.  They  can  handle  the  patient’s 
idealized  version  of  herself  and  can  reconcile 
this  unattainable  ideal  with  what  actually 
can  be  accomplished.  Neither  are  they  dis- 
mayed by  after-effects  that  may  take  months 
to  settle  down,  nor  slight  sequellae,  an  occa- 
sional poor  result,  or  even  a lawsuit. 
Whether  we  like  it  or  not,  esthetic  surgery 
and  medicine  are  realities  of  medical  prac- 
tice, and  patients  concerned  with  appearance 
cannot  be  dismissed  readily  as  neurotics  and 
crackpots. 

In  any  case,  we  believe  dermabrasion  is 
helpful  and  useful.  It  is  the  best  treatment 
yet  devised  for  pitting  from  acne  and  scar- 
ring from  smallpox  and  other  viral  diseases, 
and  we  still  advocate  its  use  wherever  possi- 
ble. Some  improvement  can  be  given  every 
case,  and  it  is  our  custom  to  do  the  operation 
at  least  twice  on  each  patient.  We  do  the 


whole  face  in  one  sitting  including  forehead, 
nose,  and  sides  of  the  neck,  when  necessary. 
The  presence  of  active  acne  lesions  is  not  a 
contraindication. 

Treatment 

Topical  medication,  still  the  mainstay  of 
treatment,  has  one  dedicated  purpose:  to 
produce  a continued  nondisfiguring,  drying, 
and  exfoliative  effect  of  the  affected  skin. 
This  does  not  influence  the  progress  of  the 
condition  too  much  but  scales  and  peels  off 
the  lesions  as  soon  as  they  appear,  and  this 
shortens  their  life  span. 

Washing  and  drying  agents.  Vigorous 
soap  and  water  washing  must  be  taught  from 
childhood  and  stepped  up  to  from  one  to 
four  times  a day  during  the  acne  years. 
Washing  loosens  blackheads,  cuts  the  yellow 
greasiness  of  the  skin,  opens  superficial 
pustules,  and  leads  to  some  beneficial  drying 
and  exfoliation. 47  -5C 

These  effects  are  enhanced  and  maintained 
day  and  night  by  the  use  of  drying  and  ex- 
foliating agents.  All  acne  soaps,  cleansers, 
and  medications  contain  one  or  more  com- 
binations of  resorcin,  salicylic  acid,  sulfur, 
and  emulsifying  agents.  There  are  several 
hundred  preparations  on  the  market  to 
choose  from,  most  of  which  are  elegantly 
formulated  and  simple  to  apply.  It  is  un- 
necessary to  use  the  overly  praised  brown 
laundry  soap. 

Cosmetics.  Cosmetic  chemists  have  rev- 
olutionized skin  preparations,  medicated  and 
otherwise,  by  producing  elegant  vehicles  for 
creams,  lotions,  powders,  and  cakes  that  are 
washable,  nonstaining,  odorless,  and  practi- 
cally free  from  irritancy.  Acne  patients  need 
not  now  be  annoyed  by  offending  formula- 
tions. Medicated  cosmetics  are  available 
which  contain  the  four  antiacne  agents  listed 
previously,  and  they  come  in  a wide  variety 
of  tinted  shades.  By  their  use,  girls  can 
maintain  treatment  all  day  long.  Non- 
tinted  preparations  are  available  for  boys. 

Ordinary  nonmedicated  cosmetics  are  per- 
mitted when  desired.  They  are  without 
effect  on  the  course  of  acne.  Skin  pores  can- 
not be  clogged  or  plugged  or,  for  that  matter, 
opened  or  closed. 

Picking  and  squeezing.  According  to 
Pillsbury,  Shelley,  and  Kligman:51 

A standard  injunction  to  patients  is  not 

to  squeeze  blackheads.  This  is  often  a 
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futile  piece  of  advice.  It  is  sometimes  worth 
while  to  instruct  mothers  or  patients  how  to 
express  blackheads  and  when  not  to  tamper 
with  a beginning  infected  lesion.  The  im- 
provement produced  by  expression  of  com- 
edones is  temporary,  but  it  is  often  appreciable 
and  the  procedure  is  not  harmful  if  carefully 
done. 

Drainage  of  frankly  pustular  lesions  re- 
quires judgment.  It  should  not  be  done  too 
early  in  the  course  of  the  lesion  but  may 
promote  more  rapid  healing  if  performed 
when  the  nodule  is  fully  fluctuant  and  the 
infection  near  the  surface.  A small  super- 
ficial stab  incision  with  the  point  of  a blade 
is  sufficient.  Patients  should  be  instructed 
not  to  push  and  punch  at  such  lesions  in  an 
effort  to  express  the  contents  under  consider- 
able force.  There  is  a small,  yet  definite 
danger  of  producing  a diffuse  cellulitis, 
though  we  have  never  encountered  this  com- 
plication. 

Neither  have  we  and  doubt  very  much  if 
it  ever  occurs.  Therefore,  we  point  out 
which  lesions  to  leave  alone  and  which  to 
express,  often  suggesting  a hot  water  com- 
press for  ten  minutes  to  loosen  plugs  and  ease 
their  expression. 

Antibiotics.  Pillsbury,  Shelley,  and 
Kligman51  say  that  the  effect  of  appropriate 
antibacterial  therapy  on  the  bacterial  phase 
of  the  lesions  is  often  clearly  evident.  Al- 
though improvement  may  be  evident  in  two 
to  three  days,  recurrences  are  noted  after 
cessation  of  therapy.  The  antibacterial 
agent  may  be  selected  on  the  basis  of  its 
broad  general  effectiveness,  low  likelihood  of 
serious  reactions  on  prolonged  administra- 
tion, and  low  cost.  As  noted  before,  most 
antibiotics  improve  acne,  often  with  small 
doses. 

Sunlight.  Benefits  from  exposure  to  sun 
are  substantial  and  should  be  encouraged. 
Artificial  ultraviolet  light  is  less  effective  but 
also  worth  while. 

Staphylococcal  vaccines  and  vitamin 
A.  Staphylococcal  vaccines  and  vitamin  A 
seem  to  have  little  value. 

Other  activities.  Sexual  activity,  mar- 
riage, exercise,  constipation,  six  glasses  of 
water  a day,  eight  hours  of  sleep,  and  fresh 
air,  are  factors  often  said  to  be  related  to 
flares  of  acne  activity.  They  have  not  been 
important  in  our  case  material. 

Endocrine  therapy.  The  control  of 
acne  in  the  years  ahead  will  probably  result 
from  estrogens  or  antiandrogens  tailored  to 
suppress  the  pilosebaceous  system  selec- 
tively. At  present,  clinically  safe  long-term 


doses  of  estrogens  are  too  small  to  be  effec- 
tive, and  topical  estrogens  are  useless. 

Dermabrasion  for  active  acne.  It  is 
a mistake  to  defer  dermabrasion  until  acne 
activity  subsides,  as  is  often  advocated. 
Dermabrasion  can  decrease  activity  by  tear- 
ing out  pilosebaceous  units  and  marsupializ- 
ing  cysts  and  infected  pockets.  Just  as 
“diffuse  cellulitis”  does  not  occur  from 
squeezing  and  picking  lesions,  so  does  it  not 
occur  when  lesions  are  opened  and  drained 
widely  by  dermabrasion. 

Prophylaxis.  “Good  washing  is  the  best 
prevention  of  a future  acne  and  is  much 
cheaper  than  treatment.”47 

Summary 

Acne  is  caused  by  androgens  and  can  be 
suppressed  by  estrogens.  A nondisfiguring 
drying  and  peeling  of  the  skin  by  topical 
chemicals  and  washing  agents  is  still  the  best 
treatment  available.  Antibiotics  are  help- 
ful in  the  inflammatory  stages,  whereas  diet 
is  of  little  importance.  Dermabrasion  is  the 
most  effective  treatment  for  acne  pitting  and 
can  be  done  during  acne  activity. 

580  Fifth  Avenue 
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Less  vitamin  D recommended 


An  article  in  the  British  Medical  Journal 
suggests  that  to  decrease  the  incidence  of  hyper- 
calcemia in  children,  the  vitamin  D contents 
of  fortified  dried  milks  and  cereals  and  of  cod 
liver  oil  preparations  be  reduced.  Pursuant 
to  previous  decreases  in  vitamin  D levels  recom- 
mended by  the  Joint  Subcommittee  on  Welfare 
Foods  in  1957,  the  British  Paediatric  Association 
reported  that  “the  incidence  of  hypercalcaemia 
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has  more  than  halved  with  little  or  no  increase 
in  the  incidence  of  rickets.” 

However,  in  a survey  conducted  by  the  au- 
thors in  1960  of  307  children  under  one  year  of 
age,  intakes  of  vitamin  D were  still  often  found 
to  be  excessive.  This  study  revealed  that 
nonprescription  preparations  were  the  “most 
important  single  factor  in  the  highest  intakes.” 
Subsequently,  doses  of  these  were  halved,  and 
it  was  recommended  that  lower  doses  be  ad- 
ministered when  other  sources  of  vitamin  D 
were  also  being  given.  The  authors  noted 
that  a serious  problem  existed  where  mothers 
refused  to  follow  directions  on  labels,  indicating 
a need  for  a program  of  education. 


424  New  York  State  Journal  of  Medicine  / February  1,  1965 


Clinicopathologic 

Conference 

MICHAEL  S.  BRUNO,  M.D.,  and 
WILLIAM  B.  OBER,  M.D.,  Editors 


Knickerbocker  Hospital 
New  York  City 

July  29,  1964 

Conducted  by  MICHAEL  S.  BRUNO,  M.D.,  and 
WILLIAM  B.  OBER,  M.D. 

Discussed  by  PERRY  BERG,  M.D 


Chest  Pain  and  Shock 


Case  history 

James  Robinson,  M.D.:  A forty-four- 
year-old  Negro  male  was  admitted  to 
Knickerbocker  Hospital  for  the  third  time 
in  April,  1964,  with  a complaint  of  re- 
spiratory distress  following  sharp  chest 
pain.  This  sharp  pain  progressed  to  a 
squeezing  type  of  pain  and  was  followed 
by  cough  and  hemoptysis.  Nausea  and 
vomiting  were  also  experienced  by  the 
patient,  and  the  pain  radiated  to  the  left 
scapula,  shoulder,  and  arm.  These  symp- 
toms persisted  for  two  days  prior  to  admis- 
sion. 

He  stated  that  he  had  had  rheumatic 
fever  at  age  twelve.  In  1953  he  was 
hospitalized  at  Roosevelt  Hospital  where  the 
following  diagnoses  were  made:  (1)  idio- 

pathic thrombocytopenic  purpura,  for  which 
a splenectomy  was  performed;  (2)  inguinal 
hernia;  (3)  hematoma  of  the  spermatic 
cord;  (4)  tertiary  lues;  (5)  urethral  stric- 
ture secondary  to  gonorrhea;  and  (6) 
conversion  hysteria.  He  was  hospitalized 
again  in  June  of  the  same  year  with  a 
diagnosis  of  systemic  lupus  erythematosus 
and  was  given  prednisone.  He  was  followed 
in  the  outpatient  clinic  at  Roosevelt  Hos- 
pital and  complained  often  of  chest  pain. 
However,  electrocardiograms  and  x-ray  films 
continued  to  show  normal  findings.  During 
this  period  he  was  maintained  on  digoxin, 
nitroglycerin,  and  occasionally  prednisone. 
Three  days  prior  to  admission  he  ran  out  of 
medication  and  did  not  have  any  during 
this  time.  His  mother  had  died  during 
childbirth  because  of  rheumatic  heart  dis- 
ease. 

On  his  two  previous  admissions  to 


Knickerbocker  Hospital  he  also  complained 
of  chest  pain,  pain  in  the  legs,  occasional 
syncope,  and  palpitations.  The  character 
of  the  chest  pain  on  the  first  admission 
was  not  described;  he  signed  out  of  the 
hospital  within  a few  hours.  On  the  second 
admission  the  chest  pain  was  described  as 
being  localized  to  the  left  side  of  the  chest 
and  accentuated  by  coughing  and  deep 
breathing.  The  pain  radiated  from  the 
chest  to  the  left  hand  resulting  in  numbness 
of  that  hand.  Physical  examination  on 
the  second  admission  revealed  the  patient 
to  be  perspiring  profusely.  The  tempera- 
ture was  100  F.,  pulse  145,  respirations  22, 
and  blood  pressure  140/110.  The  neck 
veins  were  flat,  and  the  chest  was  clear  to 
percussion  and  auscultation.  The  heart 
sounds  were  of  good  quality,  and  the 
aortic  second  sound  was  equal  to  the 
pulmonic  second  sound.  No  murmur,  fric- 
tion rub,  or  gallop  rhythm  was  heard; 
regular  tachycardia  was  present.  Homans’ 
sign  was  positive  in  the  left  calf.  Three 
serial  determinations  of  serum  glutamic 
oxaloacetic  acid  transaminase  were  76,  78, 
and  45  units  respectively.  The  white 
cell  count  was  normal,  but  the  sedimentation 
rate  was  75  mm.  per  hour. 

Three  electrocardiograms  were  taken; 
two  of  these  revealed  sinus  tachycardia  and 
left  ventricular  hypertrophy;  the  third 
also  showed  T-wave  inversion  in  leads  I, 
II,  III,  aVf,  and  V4  through  V6.  Three 
x-ray  films  failed  to  show  any  pulmonary 
lesions,  and  the  cardiac  contour  was  not 
unusual.  Several  L.E.  preparations  also 
produced  negative  findings. 

Physical  examination  on  the  final  admis- 
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sion  revealed  the  temperature  to  be  99  F., 
pulse  130,  respirations  20,  and  blood  pressure 
170/120.  The  patient  was  a well-nourished, 
well-developed  Negro  male  in  moderate 
respiratory  distress  complaining  of  chest 
pain.  The  neck  veins  were  distended  with 
negative  hepatojugular  reflux.  The  chest 
was  clear  except  for  basal  rales;  the  heart 
sounds  were  of  good  quality.  Regular 
tachycardia  was  present,  and  the  point  of 
maximal  impulse  was  in  the  fifth  intercostal 
space  slightly  outside  the  midclavicular 
line.  A systolic  murmur  was  present  over 
the  precordium  but  greatest  at  the  apex 
with  radiation  into  the  axilla.  There  was 
no  diastolic  murmur.  The  abdomen  was 
soft,  and  good  bowel  sounds  were  present; 
no  organs  or  masses  were  palpable.  Two 
surgical  scars  were  present.  There  was  no 
costovertebral  angle  tenderness  or  rebound 
tenderness.  There  was  no  clubbing,  cy- 
anosis, or  edema  of  the  extremities,  but 
there  was  tenderness  in  the  left  calf.  The 
patient  was  treated  with  anticoagulants, 
digoxin,  and  intramuscular  diuretics.  He 
responded  only  slightly  and  continued  to 
complain  of  chest  pain. 

Three  serial  determinations  of  serum 
glutamic  oxaloacetic  acid  transaminase  gave 
results  of  196,  140,  and  178  units  respec- 
tively. The  serum  bilirubin  was  1.25  mg. 
per  100  ml.,  and  the  sedimentation  rate  was 
25  mm.  per  hour.  Two  electrocardiograms 
revealed  left  ventricular  hypertrophy  and 
sinus  tachycardia.  An  x-ray  film  of  the 
chest  on  admission  showed  pulmonary 
congestion  and  borderline  cardiac  enlarge- 
ment. An  area  consistent  with  pneumonitis 
or  platelike  atelectasis  was  present  above 
the  left  side  of  the  diaphragm,  causing  slight 
blurring  of  the  structure.  The  venous 
pressure  was  300  mm.  of  water,  and  the 
circulation  time  with  dehydrocholic  acid 
(Decholin)  was  twenty-seven  seconds. 

Two  days  after  admission  the  patient 
complained  of  recurrent  chest  pain,  perspired 
profusely,  and  the  blood  pressure  dropped  to 
0/0.  An  electrocardiogram  taken  at  this 
time  showed  sinus  tachycardia,  left  ven- 
tricular hypertrophy,  and  incomplete  left 
bundle  branch  block.  A repeat  chest  film 
revealed  clearing  of  the  pulmonary  con- 
gestion; however,  slight  blurring  of  the 
left  side  of  the  diaphragm  was  still  visible. 
Following  an  infusion  of  saline  the  blood 
pressure  rose  to  90/70.  Because  the  systolic 


blood  pressure  never  rose  above  90  mm., 
an  infusion  of  metaraminol  (Aramine)  was 
started  which  maintained  normotensive 
levels.  Urinary  output  decreased  to  about 
200  cc.  over  the  next  twenty  hours.  After 
an  interval  metaraminol  was  discontinued, 
and  hydrocortisone  was  administered  intra- 
venously. 

The  patient  never  responded  completely, 
and  early  on  the  morning  of  the  fourth 
hospital  day  he  experienced  a generalized 
convulsion,  expiring  shortly  thereafter. 


Discussion 

Perry  Berg,  M.D.:*  If  we  can  divest 
this  case  of  its  elegant  red  herrings,  the 
basic  questions  are  three  in  number  and  very 
familiar  ones.  Did  the  patient  have  one 
or  more  episodes  of  pulmonary  emboliza- 
tion? Did  he  have  underlying  heart  dis- 
ease? If  so,  what  kind  of  heart  disease? 
First,  let  us  examine  the  x-ray  films,  and 
then  we  shall  address  ourselves  to  the  red 
herrings. 

Joseph  M.  Moynahan,  M.D.:  We  had 
the  opportunity  to  study  this  patient’s 
chest  radiologically  on  three  occasions. 
At  the  time  of  his  first  admission  here  in 
August,  1962,  an  anteroposterior  and  lateral 
x-ray  film  of  the  chest  showed  no  ab- 
normalities whatsoever.  The  Heart  was 
of  normal  size  and  configuration,  and  the 
lungs  were  completely  clear. 

A film  taken  on  January  1,  1963,  showed 
no  change  from  the  previous  films,  but  one 
taken  on  January  7 showed  a small,  ill- 
defined,  nonspecific  infiltrate  about  2 cm.  in 
size  in  the  left  lung  base,  consistent  with 
either  a patch  of  pneumonitis  or  a zone  of 
infarction. 

The  last  set  of  films  was  taken  in  April, 
1964,  at  the  time  of  his  last  illness.  The 
cardiac  silhouette  is  significantly  increased 
in  transverse  diameter.  The  enlargement  is 
predominantly  left  ventricular.  In  addi- 
tion, the  pulmonary  markings  are  generally 
prominent,  especially  in  the  upper  lobes, 
and  there  is  slight  thickening  of  the  fissures, 
indicative  of  pulmonary  congestion.  The 
left  side  of  the  diaphragm  is  slightly  blurred, 
again  consistent  with  a small  patch  of 
pneumonitis  or  infarction.  A portable  film 

* Associate  Attending  Physician,  Knickerbocker  Hospital; 
Instructor  in  Clinical  Medicine,  New  York  University  School 
of  Medicine. 
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taken  two  days  later  showed  clearing  of 
the  pulmonary  congestive  changes  and  to  a 
large  extent  the  infiltrate  at  the  left  lung 
base  as  well. 

Dr.  Berg:  The  history  of  rheumatic 

fever  when  the  patient  was  an  adolescent 
is  vague,  and  no  murmurs  were  audible 
during  two  of  the  three  admissions.  On  the 
last  admission  an  apical  systolic  murmur, 
compatible  with  mitral  regurgitation,  was 
heard.  However,  the  cardiac  configuration 
never  suggested  right  ventricular  or  left 
auricular  enlargement.  Congestive  heart 
failure  appeared  as  an  almost  terminal 
occurrence,  and  it  was  not  especially  in- 
tractable. On  this  basis,  significant  rheu- 
matic valvulitis  is  unlikely. 

Was  valvulitis  present  but  insignificant 
except  as  a nidus  for  bacterial  infection? 
The  course  is  too  long  for  subacute  bacterial 
endocarditis  as  a cause  for  all  three  admis- 
sions. Three  blood  cultures  were  negative 
on  the  last  admission,  and  embolization,  if 
present,  was  pulmonary  rather  than  pe- 
ripheral. Again,  intractable  failure  was 
absent.  I vote  against  subacute  bacterial 
endocarditis. 

In  1953,  eleven  years  previously,  the 
patient  underwent  splenectomy  for  idio- 
pathic thrombocytopenic  purpura.  Details 
are  lacking  to  evaluate  this  diagnosis  and 
its  treatment;  however,  we  do  know  that  a 
number  of  other  diagnoses  were  made  on 
this  admission.  The  inguinal  hernia,  he- 
matoma of  the  spermatic  cord,  and  post- 
gonorrheal  stricture  are  unrelated  to  his 
subsequent  course.  I must  confess  that  the 
sixth  diagnosis,  conversion  hysteria,  seemed 
a very  attractive  explanation  for  this 
patient’s  symptoms,  and  it  was  not  until  I 
was  well  into  the  next-to-last  paragraph  of 
the  protocol  that  it  became  apparent  I 
would  have  to  either  abandon  it  or  at  least 
supplement  it. 

Did  he  have  tertiary  lues?  The  term  is 
usually  applied  to  the  late  manifestations  of 
active  syphilis.  Although  tertiary  lues  can 
appear  as  little  as  four  years  after  primary 
syphilis  is  contracted,  the  usual  latent 
period  is  close  to  twenty  years.  If  he 
actually  had  tertiary  lues  at  age  thirty- 
three,  he  must  have  been  rather  cramped 
for  time  or  else  very  precocious.  Certainly 
none  of  the  usual  manifestations  of  tertiary 
lues  or  its  stigmata,  that  is,  general  paresis, 
tabes  dorsalis,  aortic  aneurysm,  or  gum- 


mas, were  apparent  on  the  admissions  from 
1962  on.  Serologic  tests  always  showed 
low-titer,  positive  results,  consistent  with 
treated  latent  syphilis. 

In  1960,  seven  years  after  splenectomy, 
the  diagnosis  of  systemic  lupus  erythemato- 
sus was  made  and  predisone  therapy  begun. 
Again,  we  have  no  details  to  indicate  why 
the  diagnosis  was  made.  Thrombocyto- 
penic purpura  is  a well-documented  but 
infrequent  initial  symptom  of  systemic 
lupus  erythematosus,  and  after  splenectomy 
signs  of  the  disease  may  be  more  apparent. 
Occasionally,  the  spleen  may  show  his- 
tologically onion-skin  fibrosis  around  ar- 
terioles, a lamellated  perivascular  collageno- 
hyaline  deposition  which  is  highly  suggestive 
of  systemic  lupus.  False  positive  serology 
is  well  known  in  systemic  lupus,  but  in  the 
face  of  established  lues,  the  positive  serology 
should  not  be  construed  as  false.  There 
was  no  anemia,  lymphadenopathy,  or  hepa- 
tosplenomegaly,  and  again  the  course  of  the 
disease  makes  me  skeptical.  On  three 
admissions  to  this  hospital  at  least  four 
L.E.  preparations  showed  negative  findings. 
There  were  no  urinary  abnormalities,  and 
the  blood  urea  nitrogen  was  normal.  It  is 
true  that  the  sedimentation  rate  was  75 
mm.  per  hour  and  the  serum  globulins  were 
slightly  elevated  by  the  Howe  method,  but 
the  over-all  picture  is  not  that  of  systemic 
lupus. 

Did  he  have  a lymphoma?  Leukemia  or 
lymphoma  can  become  evident  many  years 
after  acute  hemolytic  anemia  or  throm- 
bocytopenic purpura  as  a result  of  hyper- 
splenism.  This  has  been  true  even  when 
the  removed  spleen  showed  no  evidence  of 
neoplastic  disease. 

We  are  left  with  three  admissions  of 
distinct  similarity.  In  each,  there  was  a 
pattern  of  chest  pain  followed  by  dyspnea 
or  syncope.  Each  time  there  was  pain  in 
the  left  leg,  and  twice  Homans’  sign  was 
positive.  After  signing  out  on  the  first 
admission,  he  subsequently  reported  that  he 
returned  to  Roosevelt  Hospital  when  pal- 
pitations and  hemoptysis  developed,  and 
he  was  treated  there  with  digitalis  and 
anticoagulants. 

The  strongest  argument  in  favor  of 
pulmonary  infarction  lies  in  the  chest  x-ray 
film  from  the  1963  admission,  that  is,  the 
small  cloud  at  the  left  lung  base.  Clinically, 
improvement  followed  anticoagulation, 
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soaks  to  the  left  leg,  morphine,  oxygen, 
and  a brief  course  of  quinidine.  The  only 
factors  that  militate  against  acceptance  of 
this  episode  as  a pulmonary  infarct  are  the 
elevated  transaminase  and  the  complete 
electrocardiographic  evidence  of  clockwise 
rotation.  Electrocardiographic  changes  do 
not  always  occur  with  pulmonary  emboli, 
and  the  elevated  transaminase  values  might 
be  assigned  to  unrecognized  hepatic  con- 
gestion or  to  the  reflex  coronary  ischemia 
that  so  frequently  seems  to  cause  the 
“anginal”  pain  of  pulmonary  embolization. 

On  the  last  admission  the  blood  pressure 
was  elevated,  the  diastolic  pressure  as  high 
as  120  mm.  Hg.  Frank  pulmonary  edema 
with  frothy  sputum  was  evident.  The 
heart  was  enlarged.  The  venous  pressure 
was  300  mm.  and  the  circulation  time 
twenty-seven  seconds.  The  pulmonic  sec- 
ond sound  was  now  louder  than  the  aortic 
second  sound,  and  an  apical  systolic  murmur 
was  heard.  The  left  calf  was  tender,  but 
Homans’  sign  was  equivocal.  The  ven- 
tricular rate  was  136  with  sinus  rhythm, 
and  the  R waves  were  still  high.  The 
pulmonary  edema  proved  to  be  amenable  to 
routine  measures  including  increasing  the 
dose  of  digoxin.  Transaminase  levels  were 
elevated,  but  the  white  cell  count  and 
sedimentation  rate  were  normal. 

The  chest  films  now  showed  cardiac 
enlargement,  mainly  left  ventricular,  with 
congested  lung  fields,  not  markedly  so  and 
without  evidence  of  pulmonary  vascular 
obstruction.  On  the  third  hospital  day 
an  x-ray  film  showed  lessening  of  the 
pulmonary  congestion.  The  changes  at 
the  left  lung  base  were  now  stable  and  less 
striking  than  during  the  previous  ad- 
mission, suggesting  fibrosis.  Again,  pul- 
monary embolization  with  consequent  pul- 
monary edema  is  a prime  diagnostic  pos- 
sibility. 

Pulmonary  emboli,  by  decreasing  cardiac 
output,  may  increase  hypervolemia  and 
cause  a damaged  heart  to  fail. 

The  terminal  event,  even  allowing  that 
pulmonary  embolization  had  occurred,  is 
not  clear.  On  the  third  hospital  day  chest 
pain,  not  pleuritic  pain,  recurred,  and  the 
blood  pressure  dropped  to  shock  levels. 
Despite  the  lack  of  significant  changes  in 
chest  x-ray  films  or  electrocardiograms, 
the  patient  proved  resistant  to  vasopressors, 
became  oliguric,  and  died  after  a convulsive 


seizure.  Were  any  laboratory  studies  done 
during  this  terminal  episode? 

Dr.  Robinson:  On  the  day  of  death  the 
hematocrit  was  62.7  and  the  hemoglobin 
19.2  Gm.  per  100  ml. 

Dr.  Berg:  This  degree  of  hemoconcen- 
tration  in  the  face  of  the  volume  of  intra- 
venous fluid  used  to  deliver  the  vasopressors 
is  unusual. 

If  we  grant  that  the  three  admissions 
represent  three  pulmonary  emboli,  can  the 
entire  course  be  explained  by  recurrent 
pulmonary  emboli?  Atypical  chest  pain 
resembling  angina  can  occur  with  recurrent 
emboli.  Although  the  patient  took  nitro- 
glycerin, we  have  no  idea  of  its  efficacy,  and 
his  chest  pain  was  never  clearly  described 
as  anginal.  The  pulmonic  second  sound 
ultimately  became  loud.  However,  if  we 
accept  four  years  of  recurrent  chest  pain  as 
due  to  emboli,  we  would  demand  more 
signs  of  obliteration  of  the  pulmonary 
circulation  and  pulmonary  hypertension. 
Aside  from  the  loud  pulmonic  second  sound, 
compatible  with  the  acute  pulmonary  hyper- 
tension of  pulmonary  edema,  we  have  no 
clinical,  radiologic,  or  electrocardiographic 
evidence  of  pulmonary  hypertension.  It 
is  true  that  many  episodes  of  embolization 
may  occur  and  still  fail  to  produce  the 
arbitrary  75  per  cent  occlusion  required  to 
elevate  pressure  in  the  lesser  circuit,  but  our 
patient’s  chest  pain  was  a very  frequent 
occurrence.  Moreover,  frank  pulmonary 
edema  demands  left  ventricular  failure,  even 
if  the  pulmonary  edema  is  triggered  by 
an  embolus.  The  description  of  frothy 
sputum,  generalized  rales  and  rhonchi,  and 
rapid  clearing  with  oxygen  and  morphine 
as  well  as  the  x-ray  picture  of  left  ventricular 
enlargement  with  pulmonary  congestion, 
peripheral  as  well  as  central,  requires  the 
presence  of  underlying  heart  disease  of 
some  sort. 

What  sort?  We  have  eliminated  rheu- 
matic heart  disease  and  are  skeptical  of 
subacute  bacterial  endocarditis.  Peripheral 
pulses  were  always  described  as  good;  I 
would  doubt  thromboangiitis  in  its  usual 
or  unusual  locations.  The  major  dif- 
ferential diagnosis  is  between  hypertensive 
and  arteriosclerotic  heart  disease  on  one 
hand  and  primary  myocardial  disease  on 
the  other. 

Primary  myocardial  disease  or  cardio- 
myopathy has  been  defined  as  a subacute  or 
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chronic  disorder  of  heart  muscle  of  unknown 
or  obscure  cause,  often  with  endocardial  and 
sometimes  with  pericardial  involvement  but 
not  arteriosclerotic  in  origin.  We  will  elim- 
inate those  cases  which  are  complications  of 
systemic  disease.  The  most  useful  classifi- 
cation is  by  Goodwin  et  al.1  who  divided  it 
into  three  forms:  congestive,  constrictive, 
and  hypertrophic-obstructive.  The  con- 
gestive form  is  the  most  common  and 
presents  the  symptoms  of  persistent  heart 
failure,  gallop  rhythm,  pansystolic  murmurs 
suggesting  mitral  or  tricuspid  incompetence, 
and  cardiac  enlargement,  often  massive. 
Blood  pressure  is  usually  low  and  the  pulse 
pressure  narrow;  atrial  fibrillation  and 
left  bundle  branch  block  are  common.2 
The  electrocardiogram  typically  shows  low 
voltage  and  flat  T waves.  The  second  most 
common  form  of  primary  myocardial  dis- 
ease shows  evidence  of  obstruction  to 
cardiac  flow,  usually  simulating  aortic 
stenosis.  Ejection  murmurs  suggesting  ob- 
struction are  common.  Syncope  and  angina 
at  rest  are  frequent  complaints.  Congestive 
heart  failure  is  unusual,  and  sudden  death, 
similar  to  that  noted  in  aortic  stenosis,  has 
been  recorded.  Radiologically,  the  picture 
is  that  of  marked  to  massive  hypertrophy, 
often  biventricular.  The  electrocardiogram 
also  shows  left  ventricular  hypertrophy  and 
sometimes  right  ventricular  and  right  au- 
ricular hypertrophy  as  well.2  The  constric- 
tive form  of  primary  myocardial  disease, 
although  showing  generally  a smaller  heart 
size  and  without  murmurs,  tends  to  be 
dominated  by  congestive  heart  failure  and 
shows  the  electrocardiographic  changes  men- 
tioned earlier.  Systemic  emboli  occur  in  all 
three  forms  of  cardiomyopathy.  The  three 
varieties  all  show  characteristic  or  at  least 
highly  suggestive  abnormalities  on  cardiac 
catheterization  and  angiography. 

It  would  be  difficult  to  invoke  a diagnosis 
of  primary  myocardial  disease  in  this  patient. 
Congestive  heart  failure  was  a late  event 
in  a disease  of  four  years  duration  dominated 
by  chest  pain  and  pulmonary  rather  than 
systemic  emboli.  It  is  perhaps  worth 
noting  that  there  has  been  a single  case 
report  of  myocarditis  with  positive  L.E. 
preparations  and  an  unsuspected  thymoma,3 
but  the  clinical  features  do  not  fit  our  case, 
and  we  may  await  a second  report  before  we 
consider  the  combination  clearly  under- 
diagnosed. 


We  are  left  then  with  hypertensive  and 
arteriosclerotic  heart  disease  as  the  basic 
pathologic  condition  in  this  patient,  al- 
though not  without  trepidation.  We  do 
not  know  the  duration  of  the  hypertension. 
It  was  minimal  in  1962  and  subsided  on 
bed  rest  in  1963.  There  was  no  evident 
renal  disease.  Episodes  suggesting  pheo- 
chromocytoma  are  lacking.  We  require 
hypertension  to  explain  atherosclerosis  in  a 
thin,  normocholesterolemic  forty-four-year- 
old  man  without  evident  hyperlipemia. 
There  was  high  voltage  in  the  electro- 
cardiogram and  ultimately  left  ventricular 
enlargement  radiologically.  We  must  as- 
sume then  that  the  chest  pain  was  angina 
pectoris  due  to  coronary  arteriosclerosis. 
The  absence  of  frank  myocardial  infarction 
is  disturbing,  but  there  is  some  suggestion  of 
subendocardial  ischemia  and  necrosis  in 
1963.  Possibly  the  rather  good  prognosis 
of  mildly  hypertensive  arteriosclerotic  heart 
disease  with  early  failure  was  abruptly 
worsened  by  emboli  from  a peripheral  vein. 
I don’t  know  why  the  left  popliteal  vein 
caused  so  much  mischief  except  for  some 
undefined  local  factor. 

The  terminal  episode  is  still  bothersome. 
If  it  were  a massive  recurrent  embolus  after 
the  one  that  led  to  admission,  it  was  fatal 
without  radiologic  or  electrocardiographic 
disturbance,  an  unusual  cause  for  a massive, 
fatal  embolus.  The  normal  electrocardio- 
gram militates  against  a myocardial  infarct, 
although  monitoring  might  have  shown 
subsequent  changes.  Does  the  abdominal 
pain,  however  minor,  accompanied  by 
nausea  and  vomiting,  coupled  with  hemo- 
concentration  indicate  pancreatitis?  An 
amylase  determination  was  not  done.  Was 
there  mesenteric  or  even  cerebral  embolism? 
I cannot  decide  that  on  the  basis  of  the  data 
available.  Death  with  embolism  may 
simply  mean  cerebral  anoxia,  hence  the 
convulsion. 

In  summary,  I believe  this  patient  had 
essential  hypertension  and  hypertensive 
heart  disease  with  coronary  arteriosclerosis. 
Myocardial  hypertrophy  and  fibrosis  will  be 
found  with  evidence  of  subendocardial 
damage  but  no  sizable  transmural  infarct. 
Local  venous  disease  of  the  left  popliteal 
vein  gave  rise  to  recurrent  phlebitis  with 
three  and  possibly  more  episodes  of  pul- 
monary embolism,  the  last  within  a few 
days  of  death.  Acute  pancreatitis  or  mes- 
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enteric  embolization  may  have  contributed 
to  death.  The  patient  had  syphilis,  treated 
and  in  the  latent  stage.  He  had  lost  his 
spleen  and  had  been  diagnosed  as  having 
systemic  lupus  erythematosus.  Stigmata 
of  these  latter  conditions  may  conceivably 
be  demonstrable  at  postmortem  examina- 
tion. 

Walter  Liebling,  M.D.:  Is  there  any 
possibility  of  a pericardial  effusion  in  the 
last  x-ray  film? 

Dr.  Moynahan:  It  is  very  difficult  to 
rule  out  a small  effusion.  However,  the 
cardiac  silhouette  does  not  suggest  a large 
effusion.  There  was  no  reduction  of  cardiac 
excursion  on  fluoroscopy. 

Michael  S.  Bruno,  M.D.:  The  clinical 
picture  was  not  compatible  with  cardiac 
tamponade  or  anything  suggesting  a sig- 
nificant effusion. 

Dr.  Liebling:  Did  the  patient  receive 
adequate  anticoagulant  therapy? 

Dr.  Robinson:  Forty-eight  hours  after 
admission  anticoagulant  therapy  was  begun 
with  heparin  and  warfarin  sodium  (Cou- 
madin). He  did  not  live  long  enough  for  us 
to  evaluate  the  full  efficacy  of  anticoagula- 
tion, but  judging  from  the  dosages  used 
and  the  response  of  the  prothrombin  time, 
I feel  he  had  adequate  anticoagulation 
therapy. 

Marcel  Tuchman,  M.D.:  I agree  that 
one  cannot  escape  a diagnosis  of  pulmonary 
thromboembolism,  but  I am  not  sure  as  to 
its  source.  1 am  not  convinced  that 
hypertension  played  a significant  role  in 
this  patient’s  heart  disease  and  think  pri- 
mary myocardial  disease  more  likely. 

Dr.  Bruno:  The  diagnosis  of  primary 
myocardial  disease  was  considered  among 
others,  but  we  excluded  it  for  the  following 
reasons.  First,  the  patient  had  heart  dis- 
ease for  four  years  and  did  not  develop 
cardiac  enlargement  until  the  very  end  of 
his  course.  Second,  there  were  no  arrhyth- 
mias, which  are  very  common  in  primary 
myocardial  disease.  Third,  the  pulse  pres- 
sure was  well  maintained  until  the  end. 
Last,  the  patient  did  have  hypertension;  a 
diastolic  pressure  of  120  mm.  is  very  hard  to 
circumvent. 

Abraham  Sunshine,  M.D.:  Was  the 

patient  thin  and  wasted? 

Dr.  Robinson:  No,  he  was  well  developed 
and  had  not  lost  weight. 

Dr.  Sunshine:  This  patient  had  dis- 


tended neck  veins  at  decubitus;  he  also 
had  a venous  pressure  of  300  mm.  of  water 
and  a dehydrocholic  acid  circulation  time 
of  twenty-seven  seconds.  Yet,  the  hepato- 
jugular  reflux  is  reported  as  negative.  In 
the  presence  of  engorged  neck  veins  and  a 
considerably  elevated  venous  pressure,  if  the 
hepatojugular  reflux  is  tested  in  the  recum- 
bent position,  one  may  get  a false  negative 
response.  By  having  such  patients  sit  up 
in  bed,  in  the  same  situation  the  hepato- 
jugular reflux  will  be  positive.  This  maneu- 
ver reflects  the  interrelation  between  venous 
pressure,  neck  vein  distention,  and  the 
patient’s  body  position.  If  the  neck  veins 
are  engorged,  it  may  be  difficult  to  elicit  a 
positive  response. 

Aaron  Ruchocki,  M.D.:  What  were  the 
platelet  counts? 

Dr.  Robinson:  Because  a diagnosis  of 
idiopathic  thrombocytopenic  purpura  had 
been  made  elsewhere  several  years  ago,  a 
number  of  platelet  counts  were  done  during 
this  patient’s  several  admissions.  They 
were  all  within  the  normal  range. 

Clinical  diagnoses 

1.  Arteriosclerotic  heart  disease 

2.  Multiple  pulmonary  emboli  with  ter- 
minal massive  embolization 

Dr.  Berg’s  diagnoses 

1.  Hypertensive  and  arteriosclerotic  heart 
disease  with  cardiac  hypertrophy , coronary 
arteriosclerosis , and  myocardial  ischemia 

2.  Multiple  pulmonary  emboli  secondary 
to  popliteal  vein  thrombosis 

3.  ? Acute  pancreatitis , terminal 

4 . ? Mesenteric  artery  embolization , ter- 
minal 

5.  Syphilis,  latent,  treated 

Pathologic  report 

William  B.  Ober,  M.D.:  The  heart  was 
moderately  enlarged,  weighing  450  Gm. 
and  showing  concentric  left  ventricular 
hypertrophy.  The  valves  were  free  of 
lesions.  A severe  degree  of  stenosing  cor- 
onary sclerosis  was  present  but  no  acute  oc- 
clusion; stenosis  was  most  pronounced  in  the 
left  anterior  descending  artery  (Fig.  1).  A 
small  ill-defined  zone  of  darkish  discoloration 
at  the  apex  proved  on  microscopic  ex- 
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FIGURE  2.  Section  of  liver  showing  diffuse  severe 
fatty  metamorphosis. 


FIGURE  3.  Section  of  adrenal  gland  (whole  thick- 
ness) showing  narrowing  of  cortex  and  lipid  deple- 
tion. 


FIGURE  1.  Section  of  left  descending  coronary 
artery  showing  severe  stenosing  sclerosis  with  cal- 
cification. 

animation  to  be  a small,  fresh  myocardial 
infarct.  Elsewhere  the  myocardium  gave 
evidence  of  chronic  ischemia  by  focal 
myocytolysis  and  individual  fiber  fibrosis. 
The  lungs  were  markedly  congested  and 
moderately  edematous;  there  were  no 
pulmonary  thromboemboli,  old  or  recent. 
We  were  unable  to  identify  the  small  patch 
in  the  lower  lobe  of  the  left  lung  either  as 
the  scar  of  an  old  infarct  or  as  a more  recent, 
active  process;  sections  from  this  area 
were  in  no  way  different  from  sections  of  the 
other  parts  of  the  lungs.  There  was  no 
pleural  or  pericardial  effusion. 

The  surprise  was  in  the  liver.  It  weighed 
1,800  Gm.  and  showed  a severe  degree  of 
fatty  metamorphosis  (Fig.  2).  Apparently, 
this  degree  of  hepatocellular  damage  was 
clinically  silent  and  gave  no  laboratory 
evidence  of  disturbed  liver  function  tests,  a 
tribute  to  the  sensitivity  of  our  methodology. 
The  adrenal  glands  showed  the  charac- 
teristic narrowing  and  lipid  depletion  of 
their  cortices  attendant  on  exogenous  ad- 
renocorticoid  administration  (Fig.  3).  The 
association  of  iatrogenic  hyperadrenocor- 
ticism  of  mild  degree  and  a fatty  liver  merits 
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FIGURE  4.  Section  of  kidney  showing  calcific  ma- 
terial deposited  in  a convoluted  tubule. 


attention.  The  kidneys  showed  a minimal 
degree  of  banal  nephrosclerosis;  an  unusual 
finding  was  the  deposition  of  nonrefractile 
calcific  material  in  proximal  convoluted 
segments,  often  in  a juxtaglomerular  position 
but  not  invariably  so  (Fig.  4).  Possibly 
this  represents  a trace  of  sulfonamide 
therapy  many  years  previously  when  this 
patient  contracted  gonorrhea  as  a young 
man. 


Three  important  negative  observations 
must  be  mentioned.  Despite  multiple  sec- 
tions from  a variety  of  likely  locations,  and 
some  unlikely  ones,  we  were  unable  to 
detect  any  trace  of  a vasculitis  or  any  of 
the  stigmata  of  lupus  erythematosus.  If 
this  patient  had  that  disease,  its  lesions  were 
effectively  abolished  by  corticoid  therapy. 
Also,  in  view  of  the  fatty  liver,  we  tested 
the  hypothesis  of  multiple  small  fat  emboli 
to  the  lung,  possibly  related  to  the  episodes 
of  transient  chest  pain;  fat  stains  on  sec- 
tions from  four  lobes  were  negative.  We 
found  no  anatomic  evidence  of  treated, 
latent  lues. 

Anatomic  diagnoses 

1.  Myocardial  infarction , fresh , apical 

2.  Stenosing  coronary  arteriosclerosis 

3.  Focal  myocytolysis  and  fibrosis,  myo- 
cardium 

4.  Cardiac  hypertrophy 

5.  Pulmonary  congestion  and  edema 

6.  Fatty  liver,  severe 

7.  Adrenocortical  narrowing  and  lipid 
depletion,  iatrogenic 

8.  Benign  nephrosclerosis,  mild 

9.  Calcific  deposits,  renal  tubules,  ? sul- 
fonamide residua 

References 

1.  Goodwin,  J.  F.,  Gordon,  H.,  Hollman,  A.,  and  Bishop, 
M.  B.:  Clinical  aspects  of  cardiomyopathy,  Brit.  M.  J.  1: 
69  (1961). 

2.  Hollister,  R.  M.,  and  Goodwin,  J.  F.:  The  electro- 
cardiogram in  cardiomyopathy,  Brit.  Heart  J.  25:  357  (May) 
1963. 

3.  Funkhouser,  J.  W.:  Thymoma  associated  with 

myocarditis  and  the  L.E.  cell  phenomenon:  Report  of  a 

case,  New  England  J.  Med.  264:  (1961). 


432  New  York  State  Journal  of  Medicine  / February  1,  1965 


Maternal 
and  Child 
Welfare 


Prepared  by  the  Subcommittee  on  Maternal  and 
Child  Welfare,  Committee  on  Public  Health  and 
Education,  Medical  Society  of  the  State  of  New  York 

EDWARD  C.  HUGHES,  M.D.,  Syracuse,  Editor 


PerinataliiMortality 
Caused  by 
Cord  Complications 

Pathology  and  Management 

MERTON  C.  HATCH,  M.D. 
Syracuse,  New  York 
FERDINAND  J.  SCHOENECK,  M.D.* 
Syracuse,  New  York 

From  the  Department  of  Obstetrics  and  Gynecology, 
State  University  of  New  York  Upstate  Medical  Center 


Investigation  of  the  pathologic  "causes  of 
perinatal  deaths  is  important  as  an  aid  in 
determining  the  reasons  for  fetal  and 
neonatal  deaths. 

The  Central  New  York  Maternal  and 
Perinatal  Mortality  Study  f has  been  deter- 
mining ways  of  decreasing  perinatal  deaths 
by  placental  studies,  clinical  research,  and 
organization  of  hospital  perinatal  mortality 
committees.  The  areas  involved  in  the 
study  include  the  counties  of  Hamilton, 
Herkimer,  Jefferson,  Madison,  Oneida, 
Onondaga,  Oswego,  Lewis,  and  St.  Lawrence. 
Case  studies  are  made  on  fetal  and  early 
(from  birth  to  the  seventh  day  of  life) 
neonatal  deaths. 

The  study  group  has  been  coding  perinatal 
deaths  in  accordance  with  groupings  set  up 

* Chairman,  Subcommittee  on  Maternal  and  Child  Wel- 
fare. 

t Sponsored  by  the  Council  Committee  on  Public  Health 
and  Education  of  the  Medical  Society  of  the  State  of  New 
York  and  The  Bureau  of  Maternal  and  Child  Welfare  of  the 
Department  of  Health  of  the  State  of  New  York,  supported 
by  a grant  from  the  Empire  State  Medical,  Scientific  and 
Educational  Foundation,  Inc. 


by  Potter.1  Cord  prolapse,  cord  knots,  and 
cord  entanglement  are  listed  under  “anoxia.” 

The  basic  cause  of  death  is  determined  and 
classified  pathologically.  The  study  group’s 
opinion  of  obstetric  and  pediatric  manage- 
ment and  a voidability  are  recorded.  In 
many  instances  the  findings  are  returned  to 
the  respective  committees  in  an  attempt  to 
ascertain  if  mutual  agreement  can  be 
reached  in  determining  if  the  death  could 
have  been  prevented.  The  a voidability 
factors  will  be  discussed  in  a future  publica- 
tion. 

Potter1  states  that  when  the  fetal  heartbeat 
disappears  without  apparent  cause  during 
labor  or  delivery,  the  reason  is  usually  some 
type  of  compression  of  the  umbilical  cord. 
A loop  of  cord  may  be  compressed  between 
the  presenting  part  and  the  birth  canal. 

It  is  well  known  that  the  cord  can  be 
looped  around  the  neck  or  extremities  with- 
out obstructing  circulation.  The  situation, 
on  occasion,  can  reduce  the  caliber  of  the 
blood  vessels  to  a degree  incompatible  with 
the  flow  of  blood.  Knots  are  loose  because 
of  the  force  of  blood  through  the  vessels. 

After  rupture  of  the  membranes,  contrac- 
tions of  the  uterus  may  compress  the  cord 
against  the  fetal  body,  preventing  normal 
circulation.  Difficulty  in  delivering  the 
shoulders  may  cause  anoxia  by  compressing 
the  cord  between  the  fetal  abdomen  and  the 
uterine  wall.  Congestion  of  the  brain  with 
distention  and  occasionally  rupture  of  small 
blood  vessels  can  be  produced  by  compres- 
sion of  the  chest,  thus  interfering  with  return 
of  venous  circulation  from  the  head.  The 
most  common  symptom  of  intrauterine 
anoxia  is  irregularity  or  slowing  of  the  fetal 
heart  unrelated  to  uterine  contractions. 

An  infant  who  has  been  seriously  anoxic 
before  delivery  may  be  born  with  the  heart 
still  beating,  pale  skin,  and  poor  muscle  tone. 


February  1,  1965  / New  York  State  Journal  of  Medicine  433 


Yellow  discoloration  of  the  skin  and  finger- 
nails may  be  present  due  to  meconium  in  the 
amnio  tic  fluid.  This  condition  is  known  as 
asphyxia  pallida,  and  the  prognosis  is  poor. 

The  baby  breathes  spontaneously  or  re- 
sponds quickly  to  resuscitation  if  the  anoxia 
is  less  severe.  Muscle  tone  and  color  are 
usually  good.  This  condition  is  called 
asphyxia  livida.  The  infant,  as  a rule, 
survives. 

Walker2  studied  oxygen  levels  in  the  um- 
bilical artery  blood  of  newborn  infants.  He 
found  that  those  with  fetal  distress  due  to 
cord  strangulation  or  entanglement  showed 
low  oxygen  readings.  His  conclusion  was, 
“that  it  is  impossible  to  ignore  the  strong 
possibility  that  many  of  the  babies  who 
survive,  despite  fetal  distress,  are  perma- 
nently damaged.” 

Fetal  and  early  neonatal  deaths 
due  to  cord  complications 

Case  reports  have  been  submitted  on  71 
cases  of  perinatal  death  in  which  the  basic 
cause  of  death  was  cord  prolapse  or  entangle- 
ment and  knots.  Of  these,  54  were  fetal  and 
17  were  neonatal  deaths;  61  were  private 
cases  and  10  were  service  cases;  37  were 
males  and  30  females,  with  the  sex  not  re- 
corded in  4;  and  of  the  mothers,  57  were 
multipara  and  14  primipara. 

Fifteen  deaths  (21.2  per  cent)  were  based 
on  autopsy  diagnoses  and  28  (39.4  per  cent) 
on  confirmed  clinical  diagnoses;  28  (39.4 
per  cent)  were  classified  as  “unconfirmed 
clinical  diagnosis.  ’ ’ There  was  insufficient  in- 
formation to  verify  completely  the  diagnosis 
in  these  cases. 

Prolapse  of  the  cord  was  the  basic  cause  of 
perinatal  death  in  25  cases.  The  contribu- 
tory causes  are  given  in  Table  I. 

There  were  46  perinatal  deaths  due  to  cord 
knots  and  entanglement.  Contributory 
causes,  if  they  were  present,  are  listed  in 
Table  II. 

Cord  complications  were  contributory 
factors  in  33  other  perinatal  mortality  reports 
received,  which  included  both  fetal  and  early 
neonatal  deaths  (Table  III). 

Comment 

We  have  presented  the  results  of  a study  of 
the  records  of  71  perinatal  deaths  in  which 
either  prolapse  of  the  cord  or  knots  and  cord 


TABLE  I.  Perinatal  deaths  caused  basically  by 
prolapse  of  cord 


Contributory  Causes 

Number 

of 

Deaths 

Fetal  deaths 

No  other  complications 

2 

Preeclampsia,  cord  around  body 

1 

Late  prematurity 

1 

Prematurity,  premature  rupture  of 
membranes 

1 

Prematurity,  abruptio  placenta 

1 

Abruptio  placenta,  difficult 
breech  delivery 

1 

Early  prematurity* 

5 

Early  prematurity,  abruptio 
placenta 

1 

Early  prematurity,  maternal  virus 
infection 

1 

Early  prematurity,  maternal 
chronic  nephritis 

1 

Neonatal  deaths 

No  other  complications 

2 

Positional  dystocia  (posterior 
position),  mild  preeclampsia 

1 

Placental  insufficiency 

1 

Late  prematurity 

1 

Prematurity,  breech  presentation 

1 

Prematurity,  twin  pregnancy 

1 

Early  prematurity 

1 

Cord  around  neck,  early 
prematurity 

1 

Transverse  presentation,  early 
prematurity 

1 

Total 

25 

* Early  prematurity:  intrauterine  death  before  period 

of  viability  or  previable  fetus. 


entanglement  were  factors  in  fetal  loss.  Of 
the  deaths,  25  were  basically  caused  by 
prolapse  of  the  cord.  There  were  15  fetal 
deaths  in  this  group;  of  these  2 had  prolapse 
of  the  cord  and  no  other  pathologic  condi- 
tion. There  were  10  neonatal  deaths  and 
again  only  2 had  no  pathologic  condition 
other  than  prolapse  of  the  cord.  There 
were  46  deaths  (39  fetal  and  7 neonatal 
deaths)  associated  with  cord  knots  and  en- 
tanglement. Of  these  fatalities,  10  were 
without  other  complications. 

These  figures  emphasize  that  all  too  often 
a cord  complication  is  blamed  for  a fetal  loss 
when  actually  it  was  secondary  to  other  con- 
ditions. We  must  correct  our  thinking  on 
this  subject  so  that  instead  of  being  com- 
placent, when  fetal  loss  is  associated  with  a 
cord  complication,  we  will  offer  the  patient 
the  benefit  of  a complete  preconceptional 
study  with  the  hope  of  preventing  fetal  loss 
in  future  pregnancies. 
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TABLE  II.  Perinatal  deaths  due  to  cord  knots  and 
entanglement 


Contributory  Causes 

Number 

of 

Deaths 

Fetal  deaths 

No  other  complications 

10 

Severe  preeclampsia, 
twin  pregnancy 

1 

Mild  toxemia 

1 

Essential  hypertension 

1 

Abruptio  placenta 

1 

Possible  Rh  incompatibility 

1 

Maternal  infection 

1 

Fetus  showed  adrenal  neuro- 
blastoma at  autopsy 

1 

Prematurity 

12 

Twin  pregnancies 

2 

Prematurity,  abruptio  placenta 

1 

Prematurity,  placental 
insufficiency 

1 

Prematurity,  possible  Rh  incom- 
patability 

1 

Early  prematurity* 

3 

Early  prematurity,  bicornuate 
uterus 

1 

Early  prematurity,  maternal 
diabetes 

1 

Neonatal  deaths 

No  other  complications 

5 

Abruptio  placenta 

1 

Prematurity 

1 

Total 

46 

* Early  prematurity  (intrauterine  death  before  period  of 
viability  or  previable  fetus). 


The  pathologic  causes  of  33  other  fatalities 
are  also  presented  in  which  cord  complica- 
tions were  contributory  factors. 

The  cord  maintains  its  normal  location  by 
two  mechanisms.  A presenting  part  which 
fits  into  the  brim  of  the  pelvis  well  is  the  first 
mechanism.  When  we  have  an  abnormal 
presentation  such  as  a breech  or  transverse 
he,  for  example,  this  protection  is  lost,  and 
rupture  of  membranes  can  and  does  result  in 
cord  prolapse.  The  second  mechanism  is 
based  on  the  fact  that  the  normal  cord  with 
good  circulation  is  turgid,  much  like  a coil 
spring,  and  therefore  does  not  readily  pro- 
lapse or  otherwise  get  into  trouble.  Given 
any  condition  of  the  placenta  or  the  fetus 
which  lowers  this  pressure  in  the  cord,  pro- 
lapse or  other  entanglements  are  more  apt  to 
occur.  In  these  cases  the  tendency  is  to 
blame  the  cord  complication  and,  perhaps, 
not  carry  out  careful  studies  to  explain  the 
situation  fully. 

Cord  prolapse  or  pressure  should  be  sus- 


pected when  there  is  any  undue  slowing  of 
the  fetal  heart,  especially  between  contrac- 
tions or  when  the  heart  beat  does  not  return 
to  normal  after  a contraction.  We  should 
be  especially  alert  in  the  presence  of  abnor- 
mal position  or  after  rupture  of  the  mem- 
branes. 

Ball,  Rojas,  and  Dyer3  analyzed  82  cases 
of  prolapse  of  the  cord  at  Tulane  University 
in  27,673  consecutive  deliveries.  The  inci- 
dence was  0.3  per  cent.  There  were  more 
prolapsed  cords  with  transverse  presenta- 
tions (10  per  cent)  and  breech  presentations 
(2.5  per  cent)  than  with  vertex  presentations 
(0.24  per  cent).  They  state  that  other  fac- 
tors which  produce  prolapse  of  the  cord  in- 
clude artificial  rupture  of  membranes,  multi- 
parity, abnormal  bony  pelvis,  abnormal 
placentae,  prematurity,  and  maladaptation 
of  the  presenting  part. 

The  treatment  they  advocate,  when  pro- 
lapse of  the  cord  occurs  and  the  cervix  is 
fully  dilated,  is  vaginal  delivery.  With  the 
cervix  incompletely  dilated  they  feel  the 
infant  should  be  delivered  by  cesarean  sec- 
tion. Contraindications  to  abdominal  de- 
livery are  previable  prematurity,  fetal  ab- 
normalities, and  certain  maternal  complica- 
tions. 

It  was  possible  to  salvage  72  babies  in  this 
group.  The  survival  rate  was  89  per  cent 
with  cesarean  section  and  41.7  per  cent  with 
vaginal  delivery.  Two  cases  of  fetal  death 
were  classified  as  avoidable.  The  deaths 
occurred  in  cases  of  prolapse  of  the  cord  with 
the  cervix  near  or  completely  dilated.  They 
were  considered  as  preventable  because  of 
delay  in  delivery. 

We  agree  with  them  in  all  essential  details 
of  treatment. 

Prolapse  of  the  cord  is  obvious  if  it  is 
visible  at  the  vulva.  However,  there  may 
be  an  occult  prolapse  with  the  type  of  fetal 
distress  described,  and  it  is  necessary  to 
diagnose  the  condition  promptly.  In  either 
instance  the  patient  should  be  placed  in 
Trendelenburg  position,  given  oxygen,  and 
the  presenting  part  held  up  in  the  birth  canal 
by  a finger  in  the  rectum  until  a sterile 
vaginal  examination  can  be  made  to  assess 
the  situation. 

Attempts  to  reposit  the  cord  usually  meet 
with  failure  and  also  result  in  the  loss  of 
valuable  time.  A cord  outside  the  vulva 
should  be  kept  warm  and  moist  in  sterile 
saline  while  the  patient  is  being  prepared  for 
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TABLE  III.  Other  perinatal  deaths  in  which  cord  complications  were  contributory  factors* 


Basic  Cause  (Potter  Classification) 

Contributory  Cause 

Number 

of 

Deaths 

Malformation  of  brain  and  spinal  cord 

Cord  around  neck 

1 

Malformation  of  heart  and  blood  vessels 

Knot  in  cord 

1 

Malformation  of  kidneys,  bladder,  or  organs  of 

Prolapsed  cord 

1 

reproduction 

Malformation,  inborn  errors  of  metabolism 

Prolapsed  cord 

1 

Trauma,  no  fetal  autopsy  (symptoms  interpreted 

Cord  around  neck 

1 

as  trauma) 

Trauma,  cerebral  hemorrhage  (subdural  hematoma) 

Prolapsed  cord 

1 

Trauma,  cerebral  hemorrhage 

Cord  around  neck 

1 

Anoxia  due  to  abruptio  placenta 

Prolapsed  cord 

3 

Anoxia  due  to  abruptio  placenta 

Cord  entanglement 

2 

Anoxia  due  to  placenta  previa 

Cord  around  neck 

2 

Anoxia  due  to  delayed  delivery  of  aftercoming  head 

Cord  around  neck 

1 

Anoxia  due  to  “other  causes” 

Prolapsed  cord 

2 

Anoxia  due  to  “unknown  causes” 

Cord  loosely  around  neck 

4 

Infection  of  lungs,  probably  intrauterine 

Prolapsed  cord 

3 

Infection  of  lungs,  probably  extrauterine 

Cord  around  neck 

1 

Rh  erythroblastosis  with  fetal  hydrops 

Cord  around  neck 

1 

Rh  erythroblastosis  without  fetal  hydrops  or 

Cord  around  neck 

3 

kernicterus 

Atelectasis  of  lungs  without  hyaline  membrane 

Cord  around  neck 

3 

No  pathologic  state  at  autopsy,!  not  classifiable 

Prolapsed  cord 

1 

elsewhere 

Total 

33 

* Includes  both  fetal  and  early  neonatal  deaths. 

t Pathologist’s  opinion,  after  completion  of  autopsy,  was  that  prolapsed  cord  was  not  the  basic  cause  of  death. 


the  sterile  pelvic  examination  or  abdominal 
delivery. 

The  treatment  depends  on  the  conditions 
found  at  the  sterile  pelvic  examination.  If 
conditions  (full  dilatation  of  the  cervix  and 
presenting  part  at  least  at  station  zero)  are 
such  that  immediate  vaginal  delivery  can  be 
undertaken  with  reasonable  safety  to  the 
mother,  it  should  be  carried  out  promptly. 
If  these  conditions  are  not  present,  immedi- 
ate abdominal  delivery  must  be  seriously 
considered.  However,  one  should  be  satis- 
fied that  the  fetal  heart  is  still  present,  the 
fetus  is  probably  viable,  and  that  there  are 
no  gross  fetal  anomalies.  At  times  we  must 


accept  defeat  and  avoid  worthless  heroics 
which  might  add  undue  risk  to  the  mother 
by  traumatic  vaginal  delivery.  By  the 
same  token,  we  should  not  do  an  abdominal 
delivery  unless  there  is  a fighting  chance  of 
obtaining  a living  infant. 

323  University  Avenue  (Dr.  Schoeneck) 
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Diverticulitis  of  the  sigmoid,  a lesion 
commonly  found  in  the  older-age  groups, 
rarely  causes  excessive  concern  until  com- 
plications develop.  When  these  complica- 
tions occur,  serious  and  difficult  problems 
arise  as  to  diagnosis  and  treatment. 

The  complications  of  diverticulitis  include 
peridiverticulitis  and  local  peritonitis,  acute 
intestinal  obstruction,  pelvic  abscess,  hem- 
orrhage, vesicocolic  fistula,  and  generalized 
peritonitis.  Generalized  peritonitis,  a com- 
paratively rare  event,  results  from  a perfora- 
tion of  a diverticulum.  The  cause  of  the  peri- 
tonitis is  often  undetermined  prior  to  opera- 
tion. 

Kocour,1  in  reviewing  7,000  consecutive 
autopsies,  noted  that  in  4 cases  death  was 
caused  by  a perforation  into  the  peritoneal 
cavity  following  diverticulitis.  In  an  analy- 
sis of  834  surgically  treated  patients  with 
diverticulitis,  Amheim2  found  an  incidence 
of  spreading  peritonitis  of  only  2 per  cent. 
None  of  Mayo  and  Blunt’s3  202  patients  with 

* Present  address:  New  York  University  Medical  Center. 

t Present  address:  Roosevelt  Hospital. 


diverticulitis  presented  an  initial  clinical 
picture  suggestive  of  generalized  peritonitis. 

Belding4  reported  an  interesting  feature  in 
that  3 of  his  4 patients  with  diverticulitis 
experienced  some  unusual  trauma  to  the 
sigmoid  prior  to  an  acute  free  perforation. 
The  trauma  included  several  vigorous  ene- 
mas in  1 patient,  a fall  with  twisting  of  the 
abdomen  in  another,  and  a proctoscopic  ex- 
amination in  the  third.  A detailed  analysis 
by  Hughes  and  Shaw5  of  25  cases  of  spread- 
ing peritonitis  secondary  to  acute  diverticu- 
litis mentions  the  lack  of  a previous  history 
of  bowel  disorder  in  most  of  the  patients  in 
their  series. 

Complications  requiring  operation  rarely 
occur  in  any  segment  of  the  bowel  other  than 
the  sigmoid  colon.  Jones,6  in  a large  series, 
saw  but  1 patient  with  diverticulitis  in  which 
a surgical  complication  occurred  above  the 
upper  end  of  the  sigmoid,  and  in  that  patient 
the  lesion  was  in  the  cecum.  Smithwick7 
estimated  that  operation  is  required  in  about 
10  per  cent  of  patients  with  diverticulitis, 
but  with  the  use  of  antibiotics  this  figure 
probably  has  decreased  considerably. 

In  a review  of  492  cases  of  diverticulitis 
that  were  seen  at  the  Lenox  Hill  Hospital 
during  the  ten-year  period,  1950  to  1960,  4 
patients  were  found  to  have  generalized 
peritonitis  as  the  first  manifestation  of  their 
diverticulitis  (Table  I). 

Case  reports 

Case  1.  The  patient,  an  eighty-two-year- 
old  white  man,  was  admitted  to  Lenox  Hill 
Hospital  for  the  first  time  on  June  28,  1957, 
complaining  of  generalized  abdominal  pain 
of  several  hours  duration.  He  had  not  had 
a bowel  movement  for  two  days  prior  to 
admission.  Suddenly,  after  lunch  on  the 
day  of  admission,  right  lower  quadrant  ab- 
dominal pain  developed,  with  nausea,  vomit- 
ing, and  a temperature  of  103  F.  The  past 
history  was  significant  in  that  the  patient 
was  known  to  have  generalized  arteriosclero- 
sis, arteriosclerotic  heart  disease,  and  auricu- 
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TABLE  I.  Summary  of  4 cases  in  which  generalized  peritonitis  complicated  diverticulitis  of  colon 


Finding 

Case  1 

Case  2 

Case  3 

Case  4 

Previous  history  sug- 
gestive of  diverticu- 

None 

None 

Difficulty  and  urgency 
of  urination 

None 

litis 

Associated  conditions 

Hypertensive  and  ar- 
teriosclerotic heart 
disease 

Hypertensive  and  ar- 
teriosclerotic heart  dis- 
ease; auricular  fibrilla- 
tion; bilateral  lower 
extremity  paralysis; 
neurogenic  bladder 

Hypertensive  and  ar- 
teriosclerotic heart 
disease;  auricular  fi- 
brillation 

Precipitating  (?)  factor 

None 

Enema 

None 

Cathartic 

in  perforation 

Location  of  pain 

Right  lower  quadrant 

Upper  abdomen, 
and  left  shoulder 

right 

Lower  left  quadrant 

Lower  left  quadrant 

Associated  symptoms 

Nausea  and  vomiting 

Shock;  blood  pressure 
60/0 

White  blood  count 

25,450 

6,500 

11,600 

Preoperative  diagnosis 

Mesenteric  thrombosis 

Perforated  viscus 

Perforated  viscus  with 
perforated  diverticu- 
lum considered 

Mesenteric  thrombo- 
sis; perforated  di- 
verticulum consid- 
ered 

Location  of  perforation 

Sigmoid 

Lower  sigmoid 

Lower  descending  co- 
lon and  upper  sig- 
moid 

Rectosigmoid 

Type  of  operation 

Transverse  colostomy 
and  drainage 

Sigmoid  colostomy 
drainage 

and 

Transverse  colostomy 
and  drainage 

Transverse  colostomy 
and  drainage 

Result 

Evisceration  and  death 

Pulmonary  edema 
death 

and 

Ileus  and  death 

Discharged  47th  post- 
operative day 

lar  fibrillation.  He  had  been  receiving  quini- 
dine  and  mercurial  diuretics. 

Physical  examination  on  admission  re- 
vealed that  the  patient  was  acutely  ill  and 
tachypneic.  The  temperature  was  103  F., 
pulse  92  and  irregular,  and  respiration  30 
per  minute.  The  heart  was  enlarged  to  the 
left;  the  sounds  were  distant,  and  the  rate  of 
120  was  totally  irregular.  There  was  a 
pulse  deficit  of  28  per  minute.  The  ab- 
domen was  distended.  There  was  general- 
ized tenderness  and  rebound  tenderness, 
more  severe  in  the  right  lower  and  right 
upper  abdominal  quadrants. 

The  white  blood  count  was  25,450.  A 
chest  x-ray  film  showed  generalized  cardiac 
enlargement  and  obliteration  of  the  left 
costophrenic  angle.  A scout  film  of  the  ab- 
domen failed  to  reveal  free  air  or  evidence  of 
intestinal  obstruction. 

Mesenteric  thrombosis  was  considered  the 
most  likely  diagnosis.  Operation  was  per- 
formed shortly  after  admission.  There  was 
free,  foul  pus  in  the  peritoneal  cavity,  arising 
from  a perforated  diverticulum  of  the  sig- 
moid. In  the  sigmoid  there  was  an  in- 
durated area  10  cm.  in  length  which  had  the 
appearance  of  a carbuncle,  with  multiple 
areas  of  bright  yellow,  necrotic  tissue  with  a 
surrounding  red  edematous  mass.  A trans- 
verse colostomy  was  performed,  and  drains 
were  placed  in  the  peritoneal  cavity. 

On  the  first  postoperative  day  the  patient 


went  into  shock,  which  was  successfully 
treated.  Twenty -four  hours  later  he  be- 
came disoriented,  and  on  the  next  day, 
omentum  and  a loop  of  colon  adjacent  to  the 
colostomy  were  eviscerated.  The  patient 
died  on  the  fifth  postoperative  day. 

Case  2.  This  patient,  a sixty-eight-year- 
old  white  man,  was  admitted  to  Lenox  Hill 
Hospital  for  the  second  time  on  September 
21,  1956.  He  had  previously  been  admitted 
on  June  27,  1956,  because  of  a neurogenic 
bladder  secondary  to  cerebrovascular  dis- 
ease. The  patient  had  bilateral  lower-ex- 
tremity paralysis,  with  bladder  atony  that 
required  an  indwelling  catheter. 

Two  days  prior  to  the  second  admission, 
the  patient  noted  the  sudden  onset  of  mild 
cramplike  pain.  One  hour  after  an  enema 
the  pain  increased  in  severity  and  radiated 
to  the  right  and  left  shoulders.  Because  of 
abdominal  distention  and  continuous  pain  he 
was  admitted  to  the  hospital. 

Physical  examination  revealed  that  the 
patient  was  emaciated  and  in  acute  distress, 
with  bilateral  lower-extremity  paralysis. 
The  temperature  was  101  F.,  pulse  124, 
blood  pressure  130/80,  and  respiration  20. 
Examination  of  the  heart  and  lungs  revealed 
nothing  positive  except  for  emphysema  and 
generalized  cardiac  enlargement.  There 
was  marked  abdominal  distention,  with  dif- 
fuse tenderness,  rebound  tenderness,  and 
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boardlike  rigidity.  The  abdomen  was  tym- 
panitic, and  no  bowel  sounds  could  be  heard. 
There  was  a fecal  impaction  in  the  rectum. 
The  manual  removal  of  the  impaction  was 
followed  by  a bowel  movement. 

The  white  blood  cell  count  was  not  ele- 
vated. An  x-ray  film  of  the  chest  showed 
cardiac  enlargement  and  emphysema.  Ab- 
dominal films  revealed  a pneumoperitoneum, 
distended  loops  of  small  bowel,  and  a large 
amount  of  feces  in  the  colon.  An  electro- 
cardiogram revealed  auricular  fibrillation 
with  ventricular  premature  contractions. 

The  admission  diagnosis  was  perforated 
viscus  with  peritonitis,  and  immediate  opera- 
tion was  advised.  When  the  abdomen  was 
entered,  there  was  a rush  of  air  from  the 
peritoneal  cavity.  Crepitation  was  felt  in 
practically  all  of  the  abdominal  tissues. 
Fibrinopurulent  fluid  was  noted  throughout 
the  peritoneum,  and  a perforation  was  ob- 
served in  a diverticulum  of  the  lower  sig- 
moid. A sigmoid  loop  colostomy  was  per- 
formed through  a left  McBurney  incision  to 
divert  the  fecal  stream,  and  drains  were 
placed  in  the  peritoneal  cavity.  The  patient 
was  returned  to  his  room  in  fair  condition, 
but  on  the  second  postoperative  day  he  went 
into  pulmonary  edema  following  an  episode 
of  chest  pain  and,  despite  the  usual  thera- 
peutic measures,  died  on  the  third  post- 
operative day. 

Case  3.  The  patient,  a fifty -seven-year- 
old  white  man,  was  admitted  to  Lenox  Hill 
Hospital  for  the  first  time  on  May  8,  1957,  in 
an  acute  condition  indicating  emergency  sur- 
gery. He  had  a temperature  reaching  103 
F.  He  complained  of  urgency  and  fre- 
quency of  urination  for  several  months  prior 
to  admission.  There  was  also  a history  of 
vague  abdominal  pain  for  thirty  years.  Ten 
days  before  the  patient’s  admission,  a 
urologist  had  diagnosed  prostatitis  and  ad- 
vised antibiotics  and  sitz  baths.  On  the 
morning  of  admission  the  patient  suddenly 
developed  abdominal  pain,  most  severe  in 
the  left  lower  quadrant.  Pallor,  weakness, 
and  profuse  diaphoresis  were  also  noted. 

Physical  examination  revealed  an  acutely 
ill  man  perspiring  profusely.  The  abdomen 
was  rigid,  with  marked  tenderness  in  the  left 
lower  quadrant.  A scout  film  of  the  ab- 
domen showed  air  under  the  right  leaf  of  the 
diaphragm.  A preoperative  diagnosis  of  a 
perforated  viscus  was  made,  and  perforation 


of  a diverticulum  was  considered  as  a dis- 
tinct possibility. 

At  operation  a large  amount  of  thin,  gray- 
ish, purulent  material  welled  from  the  peri- 
toneal cavity.  A mass  was  palpated  in  the 
pelvis,  and,  on  further  exploration,  a perfora- 
tion about  one  fourth  of  an  inch  in  diameter 
was  located  at  the  junction  of  the  lower 
descending  colon  and  upper  sigmoid.  The 
segment  of  involved  bowel  measured  5 cm. 
in  length  and  was  bound  down  in  the  left 
side  of  the  pelvis.  The  perforation  was  on 
the  outer  surface  of  the  fat  near  the  mesen- 
tery, suggesting  that  a diverticulum  had 
burrowed  into  this  tissue  and  perforated. 
The  perforation  was  closed,  the  pelvis  was 
aspirated,  and  two  drains  were  placed 
therein.  A right  transverse  colostomy  was 
performed.  However,  an  ileus  developed, 
and  the  colostomy  failed  to  function.  The 
patient  developed  pneumonia  of  the  right 
lower  lobe  and  died  seven  days  after  the 
operation. 

At  autopsy,  the  presence  of  diverticulitis 
of  the  sigmoid  with  perforation  and  peritoni- 
tis was  confirmed.  In  addition,  almost  all 
of  the  small  bowel  was  dilated  to  within  15 
cm.  of  the  ileocecal  valve,  where  it  was  of 
normal  caliber. 

Case  4.  This  patient  was  a white  physi- 
cian over  seventy  who  was  being  treated  at 
home  for  bronchopneumonia  for  four  days 
prior  to  admission  to  the  hospital.  The 
fever  had  subsided,  and  the  patient  had  been 
doing  well  on  a regimen  of  ox y tetracycline 
and  penicillin.  On  December  15,  1953, 
after  taking  a cathartic,  he  was  seized  with 
generalized  abdominal  pain,  most  severe  in 
the  left  lower  abdominal  quadrant.  The 
patient  was  known  to  have  arteriosclerotic 
and  hypertensive  heart  disease  with  auricu- 
lar fibrillation  and  was  on  a maintenance 
dose  of  digitalis. 

Physical  examination  revealed  that  the 
patient  was  in  acute  distress.  The  tempera- 
ture was  99.4  F.,  pulse  120  and  irregular,  and 
blood  pressure  110/90.  There  were  signs  of 
consolidation  over  the  right  lower  lobe.  The 
abdomen  was  splinted,  moving  only  slightly 
with  respiration.  There  was  generalized  ab- 
dominal tenderness,  worse  in  the  left  lower 
quadrant.  Diffuse  rebound  tenderness  was 
present. 

The  white  blood  count  was  11,600.  A 
chest  x-ray  film  was  reported  to  indicate 
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bilateral  bronchopneumonia.  An  abdomi- 
nal scout  film  showed  nothing  abnormal. 
A perforated  diverticulum  or  a mesenteric 
thrombosis  was  considered  the  most  proba- 
ble diagnosis. 

On  surgical  exploration,  several  collections 
of  thin,  purulent  fluid  were  present  between 
loops  of  small  bowel.  Fibrin  was  observed 
on  some  of  the  intestinal  loops,  and  there 
was  greenish-yellow  fecal  material  in  the 
pelvis.  A redundant  loop  of  rectosigmoid 
was  markedly  indurated  and  adherent  to  the 
posterior  wall  of  the  bladder  deep  in  the 
pelvis,  and  at  this  site  a perforation  of  the 
anterior  wall  of  the  colon  was  seen.  This 
loop  was  fixed  in  position.  The  small  in- 
testinal loops  in  the  lower  abdomen  were 
dilated  and  diffusely  injected.  A left  trans- 
verse colostomy  was  performed.  Drains 
were  placed  in  both  sides  of  the  pelvis  and 
along  the  left  lumbar  gutter.  A protracted 
period  of  convalescence  ensued.  Abdomi- 
nal distention  was  the  principal  problem, 
but  this  was  gradually  overcome  with  ex- 
tended intubation.  The  patient  was  finally 
discharged  on  the  forty -seventh  postopera- 
tive day. 

Comment 

Four  cases  of  diverticulitis  complicated  by 
generalized  spreading  peritonitis  have  been 
presented.  The  4 patients  ranged  in  age 
from  fifty-seven  to  eighty-two  years  of  age. 
None  of  these  patients  had  a previous  his- 
tory of  known  diverticulitis.  This  coincides 
with  many  other  experiences  recorded  in  the 
literature.  One  patient  (Case  3)  complained 
of  abdominal  pain  of  many  years  duration 
and  had  a prolonged  history  of  dysuria  and 
urgency,  which  may  be  considered  indirect 
evidence  of  the  presence  of  a sigmoidal 
diverticulitis. 

There  were  two  interesting  associated  con- 
ditions in  this  small  series.  Of  the  4 patients, 
3 had  some  type  of  vascular  lesion.  All  3 
had  hypertensive  and  arteriosclerotic  heart 
disease  with  auricular  fibrillation,  and,  in 
addition,  1 of  the  3 had  a pre-existing  bilat- 
eral lower-extremity  paralysis  complicated 
by  a neurogenic  bladder.  These  associated 
conditions  are  probably  related  to  the  older- 
age  groups,  and  they  undoubtedly  contrib- 
uted to  the  failure  of  the  patients’  defenses 
to  wall  off  the  perforations. 

Possible  exogenous  precipitating  causes  for 


the  generalized  peritonitis  were  present  in  2 
of  our  patients:  1 patient  received  a cathar- 
tic prior  to  the  onset  of  symptoms,  and  an- 
other, as  in  Belding’s4  series,  was  given  an 
enema. 

In  all  4 patients,  abdominal  pain  was  pres- 
ent. The  pain  was  sudden  and  abrupt  but 
the  location  varied.  Both  Cases  3 and  4 ex- 
perienced the  classically  described  pain  in 
the  left  lower  abdominal  quadrant.  Case  1 
had  right  lower  quadrant  pain,  and  Case  2 
complained  of  pain  in  the  upper  abdomen, 
with  radiation  to  the  right  and  left  shoulder. 
The  sudden  onset  of  pain  is  also  characteris- 
tic of  acute  perforation.  Nausea  and  vomit- 
ing, which  is  frequently  described,  was  ob- 
served in  1 patient.  The  temperature 
ranged  from  99  to  103  F.  and  the  white  blood 
counts  from  6,500  to  25,450. 

Physical  examination  in  all  4 patients  re- 
vealed typical  evidence  of  peritonitis,  in- 
cluding abdominal  and  rebound  tenderness. 
In  3 patients,  peritonitis  secondary  to  a 
ruptured  viscus  was  considered  in  the  pre- 
operative differential  diagnoses,  with  di- 
verticulum as  a source  of  the  perforation 
definitely  mentioned  in  2.  In  the  remaining 
patient  the  preoperative  working  diagnosis 
was  mesenteric  thrombosis. 

The  perforation  involved  some  part  of  the 
sigmoid  in  all  cases.  Case  1 had  a 10-cm. 
area  of  induration  and  necrosis  of  the  sigmoid. 
Case  2’s  perforation  was  in  the  lower  sig- 
moid. In  Case  3 there  was  a 5-cm.  area  of 
perisigmoiditis  of  the  upper  sigmoid,  with  a 
perforation  through  the  outer  surface  of  the 
fat  near  the  mesentery.  Case  4 had  a per- 
foration which  burrowed  from  the  anterior 
rectosigmoid  to  the  posterior  wall  of  the 
bladder. 

A transverse  colostomy  was  performed  in  3 
patients,  and  a sigmoid  colostomy  was  the 
procedure  in  the  patient  in  whom  the  lower 
sigmoid  was  perforated.  Drainage  of  the 
peritoneal  cavity  was  established  in  all  4 
patients. 

Three  of  the  patients  died,  one  with  an 
evisceration,  the  second  in  pulmonary  edema, 
and  the  third  with  an  ileus.  Case  4,  in 
whom  the  perforation  was  in  an  area  of  ad- 
herence of  the  rectosigmoid  to  the  posterior 
bladder  wall,  survived  the  transverse  colos- 
tomy and  drainage  and  was  discharged  from 
the  hospital  in  good  condition  on  the  forty- 
seventh  postoperative  day. 

Acute  free  perforation  of  a diverticulum  of 
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the  colon  with  generalized  peritonitis  is  a 
rare  complication  of  diverticulitis.  The 
usual  inflammatory  process  in  diverticulitis 
is  in  the  nature  of  a peridiverticulitis  and 
commonly  results  in  the  early  formation  of 
dense  adhesions  to  surrounding  structures, 
such  as  small  bowel,  bladder,  cecum,  and 
other  segments  of  the  sigmoid,  with  resultant 
abscess  and  fistula  formation.  This  type  of 
inflammatory  development  makes  free  perfo- 
ration and  generalized  peritonitis  improba- 
ble. However,  when  the  latter  does  occur, 
the  morbidity  and  mortality  may  be  ex- 
tremely high.  It  is  the  responsibility  of  the 
clinician  to  suspect  such  a possibility  when  a 
picture  of  peritonitis  presents  itself  in  the 
older-age  groups. 


Summary 

1.  Four  cases  of  diverticulitis  of  the  sig- 
moid complicated  by  generalized  peritonitis 
are  presented. 

2.  None  of  the  4 patients  had  a previ- 


Zinc coating  and  poisoning 

Two  instances  of  mass  food  poisoning  traced 
to  the  use  of  galvanized  containers  for  preparing 
and  storing  food  have  prompted  medical  scien- 
tists at  the  University  of  Rochester  to  caution 
against  such  use  of  the  zinc-coated  containers. 

A recent  Bulletin  of  the  Department  of  Phar- 
macology cited  two  instances  of  mass  zinc  poi- 
soning. The  first  was  a picnic  in  California, 
where  400  persons  of  Indian  descent  were  cele- 
brating India  Independence  Day.  More  than 
300  became  ill  after  eating  chicken  and  vege- 
tables which  had  been  cooked  and  stored  in 
galvanized  pots. 

In  the  second  case,  also  in  California,  a fruit 
punch  containing  alcohol  was  served  at  a store 
opening.  It  had  been  mixed  and  kept  for  two 
days  in  galvanized  containers.  About  half  of 
the  100  guests  became  ill  with  zinc  poisoning. 


ously  documented  diagnosis  of  diverticu- 
litis. 

3.  In  3 of  the  4 patients  there  was  asso- 
ciated severe,  debilitating  vascular  disease. 

4.  Colostomy  and  drainage  were  the  im- 
mediate surgical  procedures  adopted  in  each 
case.  All  4 patients  were  considered  poor 
surgical  risks  for  a primary  resection. 

235  East  57th  Street  (Dr.  Aronson) 
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There  were  no  fatalities  in  either  case.  The 
group  which  ate  solid  food  contaminated  with 
zinc  suffered  intestinal  cramps  and  diarrhea. 
Those  who  drank  the  zinc  in  the  punch  suffered 
nausea  and  stomach  pains.  These  were  de- 
scribed as  the  “logical  clinical  pattern”  for 
zinc  poisoning. 

Galvanizing  of  utensils  in  a zinc-coating 
process  that  prevents  corrosion  under  normal 
use.  Containers  such  as  scrub  buckets  and 
stock  watering  troughs  are  often  galvanized. 
However,  the  acid  content  of  foods,  especially 
when  cooked,  causes  some  of  the  zinc  to  dissolve 
into  the  contents  of  the  containers. 

The  California  incidents  were  originally  re- 
ported in  Archives  of  Environmental  Health. 
The  warning  from  the  University  of  Rochester 
was  issued  as  a supplement  to  Clinical  Toxicology 
of  Commercial  Products,  a standard  physicians’ 
reference  book  published  by  the  University’s 
Department  of  Pharmacology. 


February  1,  1965  / New  York  State  Journal  of  Medicine  441 


Angiographic  Sign 
of  Occlusion 
of  the  Carotid  Siphon 

WILLIAM  E.  GANNON,  M.D. 

Brooklyn,  New  York 

From  the  Departments  of  Radiology, 
State  University  of  New  York  Downstate 
Medical  Center  and  Kings  County  Hospital  Center 


\N ith  the  increasing  use  of  bypass  grafts 
and  endarterectomy  in  the  treatment  of 
occlusion  of  the  internal  carotid  artery,  it  is 
important  to  determine  as  accurately  as  pos- 
sible the  site  of  occlusion.  The  configura- 


tion of  the  contrast  material  in  that  portion 
of  the  internal  carotid  artery  which  is  opaci- 
fied presents  important  clues  to  the  level  of 
the  obstruction.  The  following  cases  are 
presented  as  examples  of  occlusion  of  the 
carotid  siphon  below  the  origin  of  the  oph- 
thalmic artery.  In  all  examinations  a serial 
cassette  changer  was  used  with  12  films  ex- 
posed at  one-second  intervals. 

Case  reports 

Case  1.  A fifty-three-year-old  man  was 
in  apparent  good  health  until  two  days  be- 
fore admission  at  which  time  he  failed  to  re- 
turn home.  He  was  found  unconscious  in 
the  subway  on  the  day  of  admission.  A 
physical  examination  revealed  marked  pallor 
of  the  central  portion  of  the  right  fundus,  a 
left  central  facial  weakness,  and  deviation  of 
the  tongue  to  the  left.  There  was  paralysis 
of  the  left  upper  extremity  and  moderate 
paresis  of  the  left  lower  extremity.  The 
deep  tendon  reflexes  were  more  active  on  the 
left,  and  there  was  a left  Babinski  toe  sign. 

On  the  second  hospital  day  a right  carotid 
angiogram  was  performed.  There  was  stop- 
page of  the  contrast  material  in  the  internal 
carotid  artery  just  above  the  origin  of  this 
vessel.  The  contrast  material  had  a pointed 
upper  border  (Fig.  1A). 


FIGURE  1.  Case  1.  (A)  Preoperative  angiogram;  contrast  material  in  proximal  portion  of  internal  carotid 
artery  has  pointed  appearance.  (B)  Postoperative  angiogram;  upper  border  of  contrast  column  now  has 
crescentic  appearance,  which  may  be  result  of  rotation  of  artery  during  surgery. 
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The  following  day  the  common  carotid 
artery  was  opened  at  its  bifurcation.  There 
was  no  backflow  from  the  internal  carotid 
artery.  The  intima  of  this  vessel  at  its 
origin  appeared  normal.  A catheter  was 
passed  up  the  internal  carotid  artery,  and  an 
obstruction  was  encountered  at  the  base  of 
the  skull.  A small  amount  of  clot  was  re- 
moved from  the  obstructed  area,  but  this 
maneuver  did  not  evoke  retrograde  bleeding. 
A microscopic  examination  revealed  this  clot 
to  be  of  recent  origin.  A needle  was  placed 
in  the  common  carotid  artery,  the  surgical 
incision  was  closed,  and  a repeat  carotid 
angiogram  was  performed.  This  study 
again  revealed  a complete  occlusion  of  the 
internal  carotid  artery,  but  at  this  time  the 
upper  border  of  the  contrast  material  in  the 
origin  of  the  vessel  had  a crescentic  appear- 
ance (Fig.  IB). 

Case  2.  A forty-seven-year-old  woman 
was  well  until  three  months  before  admission 
when  she  developed  a right  orbital  cellulitis 
and  a fungus  infection  of  the  mouth.  Treat- 
ment with  antibiotics  was  not  effective.  On 
admission  to  another  hospital  she  was  found 
to  have  diabetes.  The  orbital  infection  had 
spread  to  the  right  frontal  and  right  maxil- 
lary sinuses  which  were  drained.  At  opera- 
tion osteomyelitis  of  the  facial  bones  was 
discovered.  Following  operation  she  ap- 
parently improved  and  was  discharged  three 
days  before  the  present  admission.  She  was 
found  comatose  on  the  day  of  the  present 
admission.  A physical  examination  re- 
vealed proptosis,  chemosis,  and  a yellowish 
discharge  from  the  right  eye.  There  was  a 
necrotic  perforation  of  the  hard  palate  ex- 
tending into  the  nasopharynx.  There  was 
questionable  rigidity  of  the  right  arm  and 
leg,  spontaneous  horizontal  nystagmus  of  the 
left  eye,  and  nuchal  rigidity.  The  tempera- 
ture was  101.6  F.  Culture  of  spinal  fluid 
revealed  no  growth.  Culture  of  the  puru- 
lent drainage  from  the  right  eye  grew  Pseu- 
domonas aeruginosa  and  Escherichia  coli. 

On  the  second  hospital  day  the  patient 
developed  Cheyne-Stokes  respiration,  and 
her  temperature  dropped  to  97  F.  She  also 
exhibited  bilateral  Babinski  toe  signs.  A 
right  carotid  angiogram  was  performed  in  an 
attempt  to  demonstrate  a possible  intra- 
cranial abscess.  The  contrast  material  in 
the  internal  carotid  artery  stopped  about  1.5 
cm.  above  the  origin  of  this  vessel.  The  up- 


FIGURE2.  Case  2.  Pointed  appearance  of  con- 
trast column  in  internal  carotid  artery  (arrow) 
partially  hidden  by  opacified  external  carotid 
artery. 


per  border  of  the  column  had  a pointed 
appearance  (Fig.  2). 

The  patient  expired  three  hours  after  the 
carotid  angiogram.  Autopsy  revealed  mu- 
cormycosis with  thrombosis  of  the  right 
cavernous  sinus  and  also  the  cavernous  por- 
tion of  the  right  internal  carotid  artery. 
Sections  of  the  cervical  portion  of  the  inter- 
nal carotid  artery  revealed  no  evidence  of 
occlusion  in  this  part  of  the  vessel. 

Case  3.  A middle-aged  male  was  found  in 
his  room  in  an  incoherent  state.  No  history 
could  be  obtained.  A physical  examination 
on  admission  revealed  a drowsy  patient 
suffering  from  aphasia  and  right  hemiplegia. 
After  admission  to  the  hospital  the  patient’s 
condition  deteriorated,  and  he  became  coma- 
tose. On  the  second  hospital  day  a left 
carotid  angiogram  was  performed.  The 
contrast  material  opacified  only  the  proximal 
1 cm.  of  the  internal  carotid  artery.  The 
upper  border  of  the  contrast  column  had  a 
crescentic  appearance  (Fig.  3).  Following 
this  procedure  a pneumoencephalogram 
demonstrated  a uniform  shift  of  the  lateral 
ventricles  to  the  right.  The  patient  expired 
shortly  after  the  diagnostic  procedures. 
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FIGURE  3.  Case  3.  Contrast  column  in  internal 
carotid  artery  has  crescentic  upper  border. 


Autopsy  revealed  rheumatic  mitral  and 
aortic  valvulitis.  There  was  encephalo- 
malacia  of  the  left  basal  ganglia  with 
thrombosis  of  the  proximal  portions  of  the 
anterior  and  middle  cerebral  arteries  and  the 
carotid  siphon.  There  was  no  evidence  of 
occlusion  of  the  cervical  portion  of  the  inter- 
nal carotid  artery. 

Comment 

Murphey  and  Shillito1  have  reported  the 
angiographic  appearance  of  the  contrast 
column  in  the  internal  carotid  artery  when 
there  is  an  occlusion  of  the  intracranial  por- 
tion of  this  vessel  above  the  origin  of  the 
ophthalmic  artery.  They  describe  a taper- 
ing column  of  contrast  material  which  ad- 
vances slowly  up  the  cervical  portion  of  the 
vessel.  In  these  cases  the  ophthalmic  artery 
acts  as  a run-off  valve.  In  the  cases  re- 
ported herein  there  was  no  progression  of  the 
contrast  column  through  the  internal  carotid 
artery  so  that  the  occlusion  must  lie  below 
the  origin  of  the  ophthalmic  artery. 

If  the  occlusion  of  the  internal  carotid 
artery  lies  at  a distance  from  the  origin  of 
this  vessel  but  below  the  origin  of  the  oph- 
thalmic artery,  there  will  be  a stagnant 
column  of  blood  in  the  patent  lower  portion 
of  the  vessel.  The  bolus  of  contrast  mate- 


rial strikes  the  stagnant  column  of  blood 
asymmetrically  and  forces  its  way  up  one 
side  of  the  vessel.  This  movement  sets  up 
eddy  currents  which  disperse  the  contrast 
material  throughout  the  column.  Because 
of  dilution  this  dispersed  contrast  material 
is  not  visible  radiographically.  The  only 
portion  of  the  vessel  where  the  contrast  ma- 
terial is  concentrated  enough  to  be  visible 
radiographically  is  that  point  at  which  the 
bolus  strikes  the  stagnant  blood  column. 
This  combination  of  factors  causes  the  con- 
trast column  to  have  a crescentic  upper 
border  when  it  is  seen  in  profile.  When  the 
column  is  seen  “en  face/’  it  has  a pointed 
appearance.  The  varying  appearance  of 
the  contrast  column  in  Case  1 may  have  been 
caused  by  rotation  of  the  vessel  during  sur- 
gery. 

In  most  cases  the  occlusion  will  be  found 
in  the  cavernous  portion  of  the  internal  ca- 
rotid artery  since  this  is  the  second  most 
common  site  for  arteriosclerotic  changes  in 
this  vessel.  Hultquist2  found  primary  oc- 
clusion of  the  internal  carotid  artery  to  occur 
at  the  carotid  sinus  in  two  thirds  of  cases  and 
near  the  origin  of  the  ophthalmic  artery  in 
one  third.  Occlusions  in  this  portion  of  the 
vessel  may  also  be  the  result  of  head 
trauma.3,4 

Injuries  to  the  neck5  and  compression  of 
the  internal  carotid  artery  by  the  lateral 
process  of  the  atlas6  may  cause  occlusion  of 
the  internal  carotid  artery  high  in  the  neck. 
In  these  cases  the  same  angiographic  appear- 
ance will  be  present.  Therefore,  these  oc- 
clusions high  in  the  neck  cannot  be  dis- 
tinguished radiographically  from  occlusions 
in  the  lower  portion  of  the  carotid  siphon. 

In  time  there  is  retrograde  propagation  of 
the  thrombus  resulting  in  occlusion  of  the 
entire  cervical  portion  of  the  internal  carotid 
artery  except  for  1 or  2 cm.  at  its  origin. 
Luessenhop7  found  that  “during  the  first 
month  following  the  onset  of  symptoms,  21 
per  cent  of  the  occlusions  were  found  in  the 
region  of  the  carotid  siphon,  but  with  the 
passage  of  time  this  percentage  decreased 
and  came  close  to  zero  by  30  months.” 

Palpation  of  the  neck  or  tonsillar  area  is  an 
unreliable  sign  in  the  presence  of  occlusion  of 
the  internal  carotid  artery.8-10  Rosegay9 
has  stated: 

A suspected  diagnosis  of  thrombosis  of  the 

internal  carotid  artery  is  probably  unequivocal 

if  the  carotid  pulse  is  found  to  be  absent  in  the 
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neck  and  pharynx.  The  presence  of  a pulse  in 
the  neck  and  pharynx,  on  the  other  hand,  does 
not  in  itself  invalidate  a strongly  suspected 
diagnosis  and  is  indeed  compatible  with  the 
diagnosis,  but  throws  the  burden  of  proof  on 
angiography. 

The  most  common  reason  advanced  for  the 
failure  of  this  clinical  sign  is  the  difficulty  in 
separating  the  internal  carotid  and  external 
carotid  pulsations.  We  believe  that  there  is 
another  explanation  in  some  cases.  The 
stagnant  column  of  blood  in  the  lower  por- 
tion of  the  internal  carotid  artery  in  the 
presence  of  an  occlusion  more  cephalad  will 
transmit  the  pulse  wave  causing  distention 
of  the  arterial  wall  and  pulsation  of  the 
vessel.11  When  the  occlusion  is  above  the 
origin  of  the  ophthalmic  artery  and  there  is 
a slow  movement  of  the  column  of  blood  in 
the  cervical  portion  of  the  internal  carotid, 
there  will  also  be  pulsation  of  the  vessel. 
Therefore  if  a patient  presents  the  signs  and 
symptoms  of  occlusion  of  the  internal  ca- 
rotid artery  and  this  vessel  is  found  to 
pulsate  in  the  neck,  it  should  be  suspected 
that  the  occlusion  is  in  the  intracranial  por- 
tion of  the  vessel.  Measurement  of  the 
retinal  artery  pressures  may  help  further  to 
localize  the  occlusion.  If  the  occlusion  is 
intracranial  but  below  the  origin  of  the 
ophthalmic  artery,  the  retinal  artery  pres- 
sure on  the  ipsilateral  side  should  be  de- 
creased.12,13 If  the  occlusion  is  above  the 
origin  of  the  ophthalmic  artery  the  retinal 
artery  pressures  may  be  equal14  or  increased 
on  the  side  of  the  occlusion. 15 

We  do  not  mean  to  imply  that  all  occlu- 
sions of  the  cavernous  portion  of  the  internal 
carotid  artery  will  present  the  angiographic 
findings  described  previously.  However, 
when  these  findings  are  present,  the  diagno- 
sis of  occlusion  in  that  portion  of  the  vessel 
should  be  strongly  considered. 


Summary 

Three  cases  of  occlusion  of  the  carotid 
siphon  below  the  origin  of  the  ophthalmic 
artery  are  presented.  The  contrast  column 
in  the  internal  carotid  artery  presents 
characteristic  findings  when  the  occlusion  is 
at  this  site  or  in  the  upper  cervical  portion  of 
the  vessel.  Occlusions  at  these  two  sites 
may  be  one  reason  for  the  unreliability  of 
palpation  of  the  neck  or  tonsillar  area  in  the 
presence  of  internal  carotid  artery  occlusion. 
450  Clarkson  Avenue,  Brooklyn  3 
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From  the  Rochester  General  Hospital 


|n  this  report  we  will  present  3 unusual 
neurologic  cases  from  a general  hospital 
population  in  which  brain  scan  with  Hg203 
-tagged  chlormerodrin  (Neohydrin)  played 
a significant  part,  not  only  in  localization  of 
the  pathologic  condition  but  also  in  the 
development  of  the  subsequent  steps  toward 
definitive  diagnosis  and  therapy.  We  will 
present  the  clinical  problems  briefly  and  dis- 
cuss the  role  of  brain  scan  in  each  instance  in 
the  hope  of  stimulating  general  interest  in 
this  method  as  an  everyday  tool  in  the  diag- 
nostic armamentarium. 

Method 

The  method  followed  in  the  Rochester 
General  Hospital  is  one  suggested  by  Blau 
and  Bender.1  The  isotope  utilized  is  Hg203 
chlormerodrin,  which  is  injected  intrave- 
nously in  a dose  of  10  microcuries  per  kilo- 
gram. Brain  scanning  is  accomplished  four 
to  five  hours  after  the  injection.  Twenty- 
four  hours  before  the  procedure  the  patient 
receives  1 cc.  of  sodium  meralluride  (Mer- 
cuhydrin  sodium)  intramuscularly  to  reduce 
the  dose  of  the  isotope  to  the  kidneys. 

The  equipment  utilized  is  a Picker 
Magnascanner,  which  produces  a dot  scan 
and  photoscan  simultaneously.  A 20  per 
cent  count  per  minute  range  differential  or- 
dinarily is  used,  with  the  scan  set  up  to  pro- 


duce maximum  black  200  counts  over  back- 
ground, which  in  this  case  is  normal  brain 
substance.  The  “window”  setting  is  200  to 
300  Kev,  the  scan  speed  is  20  to  24  cm.  per 
minute,  and  the  line  spacing  is  0.6  cm. 

Case  reports 

Case  I.  This  patient,  a forty-seven- 
year-old  white  woman,  was  admitted  to  the 
Northside  Division  of  Rochester  General 
Hospital  on  August  3,  1962,  with  a chief  com- 
plaint of  diplopia  which  had  been  present 
over  a period  of  two  and  one-half  years. 
Her  problem  had  begun  three  years  prior  to 
admission,  at  which  time  swelling  and  ery- 
thema of  the  right  upper  eyelid  were  noted. 
Six  months  before  admission  she  began  to 
develop  protrusion  of  the  right  eye  as  well  as 
diplopia.  Her  proptosis  developed  to  the 
point  where  dislocation  of  the  globe  by  in- 
ferior pressure  was  possible. 

At  the  time  of  admission,  the  positive 
findings  were  limited  to  the  proptosis  of  the 
right  orbit.  Fundoscopic  examination  re- 
vealed bilateral  arterial  narrowing,  and  on 
neurologic  examination  a staggering  gait  and 
a fist  to  the  right  on  performance  of  the 
Romberg’s  sign  test  was  noted.  Laboratory 
examinations  revealed  nothing  remarkable. 

The  patient  underwent  brain  scan  with 
Hg203  -tagged  chlormerodrin  as  an  out- 
patient two  days  prior  to  admission  to  the 
hospital.  Photoscans  were  done  in  anterior- 
posterior  and  lateral  projection  and  revealed 
evidence  of  an  abnormal  accumulation  of 
radioactive  material  in  the  orbital  area  (Fig. 
1A).  There  was  no  evidence  of  abnormal 
uptake  in  the  frontal  bone  and  nothing  to 
suggest  the  possibility  of  a meningioma  in  the 
frontal  area.  A right  carotid  arteriogram 
demonstrated  lack  of  filling  of  the  anterior 
cerebral  artery,  prominence  of  the  ophthal- 
mic artery  on  the  right,  and  hyper  vascularity 
in  the  retro-orbital  area  superomedially 
(Fig.  IB). 

On  August  9,  1962,  a frontal  craniotomy 
was  performed,  followed  by  unroofing  of  the 
right  orbit.  A fleshy,  vascular  intra-orbital 
tumor  mass  was  found  which  was  densely 
adherent  to  the  orbital  contents,  and  the 
mass  was  removed  in  its  entirety.  Micro- 
scopic examination  of  the  pathologic  speci- 
men revealed  that  it  was  a benign  spindle- 
cell tumor,  probably  a hemangio-endo- 
thelioma. 


446  New  York  State  Journal  of  Medicine  / February  1,  1965 


3/?/?W 


FIGURE  1.  Case  1.  (A)  Anterior-posterior  Hg203  brain  scan  illustrates  presence  of  abnormal  activity  in 
region  of  right  orbit.  (B)  Arteriogram  indicates  presence  of  abnormal  capillary  vasculature  in  right  orbital 
area. 


This  case  illustrates  several  significant 
facets  of  tumor  localization  by  brain  scan. 
First,  it  is  of  note  that  the  examination  was 
conducted  on  an  outpatient  basis  and  thus 
produced  minimal  discomfort  and  incon- 
venience to  the  patient.  Second,  it  fur- 
nished the  clinician  with  an  accurate  localiza- 
tion of  the  tumor  mass  within  the  orbit, 
suggesting  utilization  of  the  frontal  flap  with 
orbital  unroofing  as  a neurosurgical  approach 
to  the  lesion.  The  fact  that  isotope  localiza- 
tion occurred  in  this  instance  also  suggested 
the  probability  of  significant  tumor  vascular- 
ity and  prompted  presurgical  arteriography. 

Case  2.  A forty-four-year-old  white  man 
who  was  admitted  to  The  Northside  Division 
of  the  Rochester  General  Hospital  on  August 
1,  1962,  after  he  had  been  seen  in  the  emer- 
gency room  in  a comatose  state,  hypotensive, 
and  with  no  localizing  neurologic  signs.  A 
history  obtained  from  the  patient’s  wife  at 
the  time  of  admission  revealed  that  on  two 
occasions  within  the  three  or  four  months 
before  admission,  the  patient  had  complained 
of  numbness  involving  the  left  hand  and 
paresthesia  involving  the  third  or  fourth 
left  fingers.  He  had  also  experienced  throb- 
bing frontal  headaches  two  weeks  prior  to 
admission.  One  day,  prior  to  admission, 
the  patient  performed  a full  day’s  work  and 
shortly  thereafter  complained  of  weakness 


and  numbness  of  the  left  arm  and  leg. 
These  symptoms  progressed,  and  the  entire 
episode  culminated  in  a generalized  grand 
mal  convulsion,  which  occasioned  his  appear- 
ance in  the  emergency  department  and  his 
admission  to  the  hospital.  A lumbar  punc- 
ture revealed  that  the  protein  was  elevated 
slightly,  the  value  being  96  mg.  per  100  ml. 

Following  treatment  with  metaraminol 
(Aramine)  bitartrate  and  general  supportive 
therapy,  the  patient  became  alert  and 
twenty-four  hours  later  had  no  memory  of 
the  preceding  day’s  events.  An  electro- 
encephalogram revealed  no  abnormality. 

On  August  3,  1962,  a brain  scan  utilizing 
Hg203  -tagged  chlormerodrin  was  performed, 
revealing  a definite  increase  of  activity  in 
the  right  temporoparietal  area  (Fig.  2A). 
A right  carotid  arteriogram  four  days  later 
demonstrated  a large,  pear-shaped  aneurysm 
arising  from  the  middle  branch  of  the  right 
middle  cerebral  artery  (Fig.  2B).  Right 
temporoparietal  craniotomy  was  performed, 
and  an  aneurysm  was  found  that  was  three 
times  larger  than  it  appeared  on  the  arterio- 
gram. This  aneurysm  was  entirely  re- 
moved, and  the  patient  made  an  uneventful 
postoperative  recovery,  with  only  slight 
residual  weakness  on  the  left  side. 

Di  Chiro2  has  described  a single  case  in 
which  there  was  an  area  of  activity  over  a 
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FIGURE  2.  Case  2.  (A)  Vague,  although  definite,  suggestion  of  increased  activity  about  the  right  temporo- 
parietal area  demonstrated  by  Hg203  brain  scan.  (B)  Right  carotid  arteriogram  reveals  presence  of  large 
aneurysm  of  middle  cerebral  artery. 


large  aneurysm.  We,  of  course,  do  not 
believe  that  the  scan  will  define  the 
aneurysm  of  usual  size,  but  in  this  case  it  did 
reveal  a gigantic  aneurysm  which  was  well 
demonstrated  on  the  angiogram  following 
the  brain  scan.  Very  interestingly,  in  this 
instance,  the  patient  was  thought  to  have 
had  a cerebrovascular  accident,  and  the  scan 
was  only  done  because  of  the  house  staff’s 
enthusiasm  for  the  procedure. 

Case  3.  This  patient  was  a forty-two- 
year-old  white  woman  who  had  been  admitted 
originally  to  a Canandaigua,  New  York, 
hospital  on  July  28,  1962.  Her  complaints 
at  that  time  were  an  eight-week  history  of 
persistent  headache;  weakness,  weight  loss, 
and  malaise.  For  approximately  seven  to 
eight  months  she  had  been  disturbed  by 
severe  occipital  headaches,  diplopia,  blurring 
vision,  and  nuchal  pain.  Her  prior  medical 
history  included  a work-up  for  tuberculosis 
because  of  an  infiltrative  process  that  ap- 
peared persistently  on  chest  films.  She  had 
also  been  operated  on  in  1940  for  an  ovarian 
cyst  which  at  that  time  was  felt  to  be  a cyst- 
adenocarcinoma  but  a review  of  the  slides 
indicates  the  possibility  of  a simple  cyst- 
adenoma. 

The  patient  was  transferred  to  Rochester 
General  Hospital  on  August  1, 1962,  at  which 
time  bilateral  papilledema  and  a slight  weak- 
ness of  the  left  external  rectus  muscle  were 
noted.  No  gross  defect  in  the  visual  fields 


or  other  neurologic  defects  were  noted.  The 
remainder  of  the  physical  examination  re- 
vealed nothing  remarkable. 

On  August  2,  1962,  a brain  scan  utilizing 
Hg20  3 -tagged  chlormerodrin  was  performed 
which  indicated  a marked  increase  in  activity 
in  the  right  occipital  area  (Fig.  3A).  The 
following  day  a ventriculogram  confirmed 
the  presence  of  a space-occupying  lesion  in 
this  area  (Fig.  3B).  Craniotomy  was  per- 
formed immediately,  and  a tumor  was  found 
in  the  right  occipital  area.  The  tumor  was 
not  encapsulated  but  readily  separated  from 
the  surrounding  brain  tissue,  although  some 
difficulty  was  encountered  in  total  removal 
because  of  the  tumor’s  dense  adherence  to 
the  posterior  portion  of  the  falx  in  the  supe- 
rior longitudinal  sinus. 

Pathologic  examination  of  the  specimen 
revealed  it  to  be  a well-differentiated,  mucin- 
producing  adenocarcinoma,  infiltrating  the 
brain  tissue  and  probably  metastatic  in 
origin.  The  exact  source  of  the  primary 
lesion  has  not  been  established  despite  ex- 
haustive diagnostic  search,  although  we 
suspect  that  it  is  secondary  to  the  ovarian 
cancer,  rare  as  this  may  be.  At  this  time 
the  process  in  the  chest  remains  undiagnosed. 

In  this  case  marked  uptake  in  the  occipital 
hemispheres  by  the  metastatic  carcinoma 
brought  to  light  a tumor  which  clinically  was 
not  suspected  to  be  in  that  location.  Also, 
it  may  have  been  difficult  to  locate  this 
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FIGURE  3.  Case  3.  (A)  Anterior-posterior  Hg203  brain  scan  localizes  area  of  marked  concentration  of 
radioactive  material.  (B)  Ventriculogram  delineates  area  as  a supratentorial  lesion  in  right  occipital  area 
depressing  posterior  portion  of  right  lateral  ventricle. 


tumor  with  a left  carotid  arteriogram  and  to 
confirm  its  presence;  thus,  a ventriculogram 
was  done.  The  uptake  in  the  area  of  the 
metastatic  cancer  was  so  markedly  increased 
that  we  expected  to  find  a glioblastoma  or 
meningioma. 

Comment 

Since  we  have  obtained  the  necessary 
equipment,  we  have  found  that  we  are  doing 
more  brain  scans  than  any  other  type  of 
diagnostic  isotopic  study,  which  points  to 
the  utility  of  this  new  diagnostic  tool  in  the 
localization  of  brain  tumors.  There  are 
obvious  advantages  to  a brain  scan,  which 
have  been  pointed  out  before.  The  main 
advantage  is  that  brain  scan  is  an  atraumatic 
procedure  with  no  morbidity  or  mortality. 
The  other  apparent  advantage  of  the  pro- 
cedure is  that  when  it  shows  positive  results, 
it  definitely  localizes  the  lesion  without 
question.  It  does  not  depend  on  the  dis- 
placement of  normal  structures,  as  do 
arteriography  and  pneumoencephalography.3 
Its  only  disadvantage  is  the  exposure  of  the 
patient  to  a radioactive  material.  However, 
with  prior  injection  of  sodium  meralluride, 
the  radioactive  dose  is  held  to  a minimum, 
we  do  not  feel  that  this  small  dose  is  a 
contraindication  to  the  procedure,  even  in 
an  infant. 

We  do  not  believe  that  brain  scanning 
with  radioactive  material  is  competing  with 


angiography  and  pneumoencephalography 
but  consider  it  another  test  to  supplement 
the  diagnosis  of  brain  lesions.  At  present, 
we  cannot  judge  its  merit  as  a screening 
procedure,  since  enough  knowledge  has  not 
yet  been  acquired  to  know  how  often  false- 
negative results  will  be  encountered.  A 
false-positive  study  has  not  been  en- 
countered in  our  experience. 

The  3 case  reports  we  have  presented 
describe  some  unusual  findings  with  brain 
scanning.  It  is  interesting  to  note  that  we 
encountered  very  high  activity  over  a meta- 
static lesion,  which  has  not  been  the  ex- 
perience reported  in  the  literature.  As  yet, 
we  have  been  unable  to  correlate  the  degree 
of  activity  with  the  histologic  appearance 
of  the  tumor.  Di  Chiro2  expresses  the  opin- 
ion that  uptake  depends  on  multiple  factors 
that  include  the  site  of  the  tumor  (intra- 
or  extracerebral),  vascularity,  cellularity, 
and  degree  of  differentiation.  The  reason 
for  localization  of  lesions  of  the  brain  by  Hg203 
chlormerodrin  is  that  the  material  crosses  the 
blood-brain  barrier  in  many  abnormal 
conditions,  while  normal  brain  is  impervious 
to  the  material. 

Summary 

The  3 cases  that  have  been  presented  in- 
dicate unusual  lesions  demonstrated  by 
brain  scanning  with  Hg203  chlormerodrin. 
We  consider  isotope  localization  of  brain 
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tumors  to  be  a procedure  which  should 
take  its  place  alongside  of  carotid  arteriog- 
raphy, pneumoencephalography,  and  ven- 
triculography. We  feel  that  this  type  of  in- 
vestigation can  be  performed  in  a general 
hospital  and  can  be  part  of  a routine  pro- 
cedure in  the  diagnosis  and  localization  of 
brain  lesions. 


Milk  sensitivity  and  blood  loss 


“Recent  evidence  indicates  that  the  ingestion 
of  cow’s  milk  may  cause  the  occult  loss  of  sig- 
nificant quantities  of  blood  into  the  gastro- 
intestinal tracts  of  some  children  with  hypo- 
chromic microcytic  anemia,”  according  to  a 
report  in  the  Journal  of  the  American  Medical 
Association. 

The  authors  note  that  clinical  sensitivity 
to  whole  cow’s  milk  occurs  in  an  estimated  0.3 
to  7 per  cent  of  all  children.  However,  this 
sensitivity  “is  difficult  to  recognize,  to  docu- 
ment, or  to  ascribe  to  any  one  constituent  of  the 
food.” 

Some  reactions  to  milk  sensitivity  may  occur 
almost  immediately.  But  “reactions  which 
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occur  thirty  minutes  to  several  hours  after 
ingestion  are  much  more  difficult  to  recognize 
and  often  are  poorly  documented  unless  they  re- 
sult in  measureable  physiological  changes.  . . .” 

No  diagnostic  laboratory  test  is  at  present  re- 
liable in  detecting  this  delayed  hyperreactivity. 
Sometimes  symptoms  of  this  ailment  are  those 
thought  due  to  allergy. 

Infants  with  milk-induced  hypochromic  mi- 
crocytic anemia  have  an  occult  gastrointestinal 
blood  loss  averaging  several  milliliters  per  day. 
This  loss  “diminishes  markedly  or  ceases”  one 
or  two  days  after  milk  is  withdrawn. 

“In  infants  who  fail  to  thrive  while  ingesting 
cow’s  milk,  the  sum  of  several  adverse  effects 
may  be  important,  including  interference  with 
absorption  of  nutrients,  gastrointestinal  protein 
and  blood  cell  losses,  and  conceivably,  sys- 
temic effects  of  antigen-antibody  interaction,” 
the  authors  state. 
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T HE  PREDOMINANT  ROLE  of  the  StreptOCOC- 
cus  as  the  causative  agent  of  bacterial  endo- 
carditis has  been  considerably  modified  by 
the  widespread  use  of  antibiotics  and  the  in- 
creased frequency  of  cardiac  surgery.  Today, 
numerous  bacterial  species  have  been  re- 
ported as  infective  agents  in  cases  of  non- 
streptococcal  endocarditis. 1 

This  report  deals  with  a case  of  bacterial 
endocarditis  in  which  Escherichia  freundii 
was  shown  to  be  one  of  the  etiologic  agents, 
along  with  a strain  of  Staphylococcus 
aureus.  The  absence  of  any  previous  liter- 
ature concerning  E.  freundii  endocarditis  has 
prompted  the  present  report. 

Case  report 

A fifty-one-year-old,  white  male  was  ad- 
mitted to  the  Jewish  Chronic  Disease 
Hospital  on  December  19,  1961,  with  a 
history  of  a recurrent  urinary  retention 
of  several  weeks  duration.  Previously,  on 
October  11,  1961,  he  was  admitted  to 
another  institution  because  of  intermit- 
tent rectal  bleeding  of  eighteen  months 
duration.  A rectal  examination  performed 
at  that  time  revealed  a nontender  mass  of 


the  posterior  wall  of  the  rectum.  A biopsy 
specimen  was  obtained  from  such  mass, 
which  was  reported  as  an  adenocarcinoma 
of  the  rectum.  Through  an  abdomino- 
perineal operation,  a rectosigmoid  resection 
with  a colostomy  was  done.  Postoperatively 
the  patient  was  given  1 pint  of  blood,  but  the 
transfusion  was  stopped  following  an  urti- 
carial rash  that  disappeared  with  antihista- 
minic  medication. 

On  November  4,  the  patient  presented  an 
elevation  of  temperature  with  rapid  pulse, 
and  a purulent  drainage  was  noted  coming 
from  the  perineal  wound.  In  the  following 
two  days  a moderate  amount  of  frank  blood 
was  noted  through  the  perineal  packing,  to- 
gether with  a drop  in  the  hemoglobin  con- 
centration which  required  repeated  blood 
transfusions  in  view  of  the  sustained  bleeding. 
The  patient  was  taken  to  the  operating  room 
where  the  perineal  portion  of  the  wound  was 
re-examined.  A vessel  was  found  to  be 
bleeding  and  was  sutured,  and  the  wound 
was  repacked. 

The  patient’s  condition  was  somewhat  im- 
proved, and  his  blood  pressure  was  main- 
tained, but  sporadically  he  was  seen  to  be 
somewhat  irrational.  There  was  no  further 
bleeding  from  the  perineal  portion  of  the 
wound.  On  November  11,  the  patient  was 
overly  irrational,  and  persistent  fever  with 
occasional  chills  was  noted. 

On  the  afternoon  of  November  21,  bi- 
lateral rales  were  heard  in  both  lung  fields. 
Auscultation  of  the  precordium  revealed,  for 
the  first  time,  a harsh,  blowing  Grade  II  to 
III  systolic  murmur,  more  pronounced  at  the 
mitral  focus.  The  pulse  was  100  per  minute 
and  regular.  A chest  x-ray  film  revealed  bi- 
lateral opacities  consistent  with  pulmonary 
edema.  Sphincter  hemorrhages  were  noted 
on  the  fingers  of  both  hands.  The  blood 
urea  nitrogen  was  somewhat  raised.  Re- 
peated blood  cultures  were  positive  for  Staph, 
aureus,  coagulase  positive.  Sodium  methi- 
cillin  (Staphcillin)  and  cortisone  were  given. 
Despite  increasing  in  vitro  resistance  to  the 
antibiotic,  the  patient  responded  favorably. 
He  became  afebrile  on  December  3.  The 
patient’s  mental  status  cleared  considerably, 
and  soon  thereafter,  he  was  capable  of  feed- 
ing himself.  However,  the  heart  murmur 
was  still  present.  A pressure  ulceration  of 
the  right  elbow  was  treated  satisfactorily 
with  debridement  and  peroxide  irrigations. 
Because  of  a recurrent  urinary  retention,  the 
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FIGURE  1.  Gross  photograph  of  mitral  valve  show- 
i ng  irregular  perforation  of  posterior  leaflet. 


patient  was  referred  to  this  hospital  on  De- 
cember 19,  1961. 

On  admission,  the  physical  examination 
revealed  few  crepitant  rales  at  the  right  pul- 
monary base.  Auscultation  of  the  heart 
elicited  a loud,  systolic  murmur  over  the  pre- 
cordial area.  No  second  sound  could  be 
heard  over  the  apex.  A machinery-like  mur- 
mur was  heard  at  the  third  intercostal  space 
just  left  of  the  sternum.  At  the  abdominal 
wall  a functioning  colostomy  was  present. 
The  perineal  wound  was  reported  as  “clean 
and  covered  with  granulation  tissue.” 
Multiple  areas  of  healed  lesions  of  decubital 
origin  over  the  right  trochanter,  right  elbow, 
and  sacral  area  were  seen.  After  sponta- 
neous urination,  a catheter  was  inserted,  and 
850  cc.  of  residual  urine  were  found  in  the 
bladder. 

During  the  first  two  weeks  of  hospitaliza- 
tion, the  patient  developed  recurrent  spikes 
of  fever  along  with  repeated  episodes  of  uri- 
nary retention  which  required  bladder  cathe- 
terization. A urologic  consultation  was  re- 
quested, and  on  January  17,  1962,  a cysto- 
scopic  examination  was  performed,  which 
revealed  a “trilobar  intraurethral  enlarge- 
ment of  the  prostate.”  A transurethral  re- 
section of  the  prostate  was  advised. 

On  January  24,  1962,  a blood  culture  sub- 
mitted to  the  bacteriology  laboratory  yielded 
no  growth.  A urine  specimen  obtained  the 
same  day  was  positive  for  E.  freundii.  Five 
days  later  the  patient  was  given  500  cc.  of 
packed  red  cells  because  of  a hemoglobin 
level  of  8.5  Gm.  per  100  ml.  On  February 
12,  1962,  a transurethral  prostatectomy  was 
performed.  Postoperatively,  the  hemato- 
crit dropped  to  29,  and  the  patient  was  given 


250  cc.  of  packed  red  cells.  The  temperature 
became  elevated  to  103  F.,  and  bloody  urine 
was  observed  draining  from  the  Foley  cathe-  i 
ter.  A blood  culture  taken  on  February  15, 
1962,  was  positive  for  E.  freundii.  The  j 
temperature  remained  at  103  to  104  F.,  and 
the  patient’s  condition  became  critical.  He  | 
died  in  shock  on  February  16,  1962. 

Pathologic  examination 

The  main  autopsy  findings  were  confined 
to  the  heart.  It  weighed  350  Gm.  The 
pericardial  sac  and  epicardium  showed  no 
changes.  The  walls  of  the  left  and  right 
ventricle  averaged  1.5  and  0.4  cm.  in  thick- 
ness. The  posterior  leaflet  of  the  mitral 
valve  showed  a large,  irregular,  oval-shaped 
perforation  (Fig.  1),  the  borders  of  which 
were  reddish,  swollen,  and  friable,  although  a 
few  tiny  spicules  of  calcium  were  felt  on  pal- 
pation of  such  borders.  The  chordae  tendi- 
neae  and  papillary  muscles  were  normal  in 
contour.  The  tricuspid,  aortic,  and  pul- 
monic valves  showed  no  pathologic  condi- 
tion. 

A microscopic  examination  of  the  involved 
valve  showed  the  borders  of  the  perforation 
to  be  composed  of  a fibrinoid,  eosinophilic, 
amorphous  material  surrounded  by  granula- 
tion tissue  reaction  composed  of  lympho- 
cytes, monocytes,  fibroblasts,  and  scattered 
giant  cells.  Superimposed  on  this  organiz- 
ing tissue  stratum  were  sheets  of  polymor- 
phonuclear leukocytes  enmeshed  in  an  ap- 
parently recent  matrix  of  fibrin.  At  the 
insertional  portion  of  the  valve  were  scat- 
tered small  foci  of  calcification.  Phospho- 
tungstic  acid-hematoxylin  stain  revealed  the 
eosinophilic  superficial  material  to  be  mainly 
composed  of  fibrin  (Fig.  2A).  Only  early 
attempts  at  collagenization  were  seen  at  the 
center  of  the  lesion.  Gram-negative  rod- 
shaped organisms  in  the  surface  fibrin  over 
the  granulating  portion  of  the  valve  were 
seen  along  with  gram-positive  cocci  (Fig. 
2B). 

Other  pertinent  findings  were  given  by 
multiple  healed  infarctions  in  both  kidneys. 

A chronic,  with  an  acute  superimposed, 
pyelonephritis  was  featured  by  thickening  of 
the  Bowman’s  capsule,  cystic  atrophy  of  the 
convoluted  tubules,  and  a fairly  severe  poly- 
nuclear infiltration  of  the  interstitial  tissue. 

Sections  taken  from  the  prostate  were 
compatible  with  an  adenomatous  hypertro- 
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FIGURE  2.  (A)  Border  of  perforation,  showing  granulation  tissue,  including  two  multinucleated  giant  cells 
(arrows)  overlaid  by  mesh  of  fibrin  and  polymorphonuclear  leukocytes  (phosphotungstic  acid-hematoxylin 
stain).  (B)  Gram-negative  bacteria  (arrows)  seen  lying  close  to  clusters  of  gram-positive  cocci,  enmeshed 
in  magma  of  fibrin  (Gram-Weigert  stain,  X 855). 


phy  with  a superimposed  acute  inflammatory 
reaction  of  the  partly  denuded  bladder  neck 
mucosa. 

A postmortem  cultural  examination  of  a 
mitral  valve  impression  smear  revealed  the 
presence  of  Staph,  aureus  (coagulase-positive, 
phage  type:  nontypable)  and  E.  freundii. 
The  Escherichia  was  resistant  to  chloram- 
phenicol, colistimethate  sodium  (Coly-my- 
cin),  dihydrostreptomycin,  wide-spectrum 
sulfonamide  (Gantrisin),  sulfamethoxypy- 
ridazine  (Kynex),  methenamine  mandelate 
(Mandelamine),  polymyxin,  and  tetracy- 
cline; it  was  sensitive  only  to  neomycin. 
This  sensitivity  pattern  coincided  with  the  E. 
freundii  isolated  from  antemortem  blood  and 
urine  cultures. 

Comments 

Literature  concerning  pathologic  processes 
caused  by  E.  freundii  is  relatively  scarce,  2-5 
and,  to  our  knowledge,  no  case  of  endocardi- 
tis has  ever  been  reported.  One  reason  may 
be  the  relatively  infrequent  occurrence  of  this 
microorganism.  More  probably,  as  stated 
by  Harris  and  Cone,4  the  failure  to  detect 
its  presence  is  due  to  incomplete  biochemical 
fermentation  studies.  In  the  case  herein 
reported,  the  microorganism  was  encoun- 
tered in  association  with  a strain  of  Staph, 
aureus.  Cases  of  mixed  infections  in  bac- 
terial endocarditis  have  been  reported  pre- 
viously.6-8 Certainly,  single-organism  in- 
fective endocarditis  outnumbers  the  few 
recorded  cases  of  multiple  bacterial  endo- 
carditis. 


In  the  present  case  an  initial  diagnosis  of 
staphylococcal  endocarditis  was  made  on  the 
basis  of  repeated  positive  blood  cultures. 
Subsequent  clinical  symptoms  indicated  a 
permanent  damage  of  the  mitral  valve  which 
was  corroborated  by  the  autopsy  findings. 
Morgan  and  Bland  9 in  a study  of  the  fate  of 
patients  with  healed  bacterial  endocarditis 
reported  on  8 cases  which  had  perforations  of 
the  mitral  or  aortic  valve,  not  related  to 
aneurysm  formation.  These  and  other  per- 
manent organic  defects  are  the  source  of  de- 
layed complications  which  frequently  occur. 

The  microscopic  examination  of  the  in- 
volved leaflet  revealed  central  masses  of 
fibrinoid  material  surrounded  by  mono- 
nuclear cells,  fibroblasts,  and  giant  cells. 
These  features  agree  with  the  histologic 
definition  of  subacute  bacterial  endocarditis 
given  by  Jaffe  in  1932. 10  However,  super- 
imposed on  this  lesion  were  areas  of  exuda- 
tive polymorphonuclear  infiltration  with  ne- 
crosis and  ulceration  of  some  portions  of  the 
valve.  Here,  no  evidence  of  tissue  repair  was 
encountered.  Consequently,  on  pathologic 
grounds,  it  is  possible  to  assume  that  a new 
infective  process  took  place  in  an  already 
damaged  valve.  Other  than  the  perforation , 
no  abnormality  was  seen  in  the  valve  or  any- 
where else  in  the  heart.  In  a recent  review 
on  bacterial  endocarditis,  Friedberg,  Gold- 
man, and  Field11  state  that  in  the  acute  forms 
of  the  disease,  the  causative  organism  is  likely 
to  produce  necrotic,  ulcerative,  or  perforating 
lesions.  They  further  note  that  the  organism 
involved  is  likely  to  be  a gram-negative  bacil- 
lus or  a relatively  resistant  micrococcus,  and 
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the  process  is  more  likely  to  involve  a normal 
valve  than  in  the  subacute  form.  In  all 
probability,  our  case  was  of  the  acute  form  in 
the  early  stages  of  the  disease,  but  its  delete- 
rious consequences  were  delayed  by  the 
vigorous  antibiotic  therapy. 

The  blood  and  urine  cultures  obtained 
postoperatively,  in  addition  to  postmortem 
mitral  valve  culture,  all  yielded  E.  freundii. 
It  seems  that  the  chronic  and  acute  pyelo- 
nephritis, which  was  a consequence  of  the  re- 
current episodes  of  urinary  retention  caused 
by  the  prostatic  hypertrophy,  was  the  pri- 
mary focus  from  which  the  enterobacterium 
lodged  itself  in  an  already  injured  valve. 
Logically  we  have  to  assume  that  this  oc- 
curred one  week  or  two  prior  to  the  prostatic 
intervention.  In  accordance  with  this, 
Felty  and  Keefer12  and  Libman13  consider 
the  genitourinary  tract  the  most  frequent 
portal  of  entry  in  cases  of  E.  coli  sepsis.  On 
the  other  hand,  Jacob14  believes  it  to  be 
second  in  frequency  following  biliary  tract 
infections. 

Other  Enterobacteriaceae  of  relatively  low 
pathogenicity  have  been  incriminated  as 
responsible  for  various  endocarditic  pictures. 
Among  these,  Aerobacter  aerogenes,6.8-15 
Pseudomonas  aeruginosa,1-8. 16-25  Proteus,8-26 
and  paracolon1-27-28  have  been  reported  in 
the  literature  either  as  isolated  cases  or  con- 
sidered among  other  infective  organisms  in 
statistical  series.  From  this  standpoint,  it 
is  of  considerable  interest  that  of  the  rela- 
tively recent  reports  on  endocarditis  caused 
by  E.  coli,29  -33  the  most  closely  related  mi- 
croorganism is  the  one  herein  reported. 
Fletcher34  stated  that  E.  coli  endocarditis, 
clinically  and  pathologically,  belongs  to  the 
catagory  of  acute  endocarditis,  classically 
produced  by  staphylococcus,  gonococcus, 
and  pneumococcus.  One  discrepancy  would 
be  that,  by  definition,  this  form  of  endo- 
carditis is  produced  only  by  organisms  of 
high  virulence,  while  E.  coli  is  considered  to 
be  of  relatively  low  virulence.  This  has 
been  confirmed  by  recent  observers.11 
Furthermore,  most  of  the  reported  cases 
show  no  suggestion  of  previous  cardiac  in- 
volvement. Likewise,  pathologically,  most 
of  the  cases  on  which  autopsies  were  per- 
formed showed  no  evidence  of  underlying 
valvular  pathologic  conditions.  Of  7 cases 
reviewed  by  Smith,35  only  1 displayed 
definite  stigmata  of  rheumatic  infection. 
More  recently,  however,  Ross,  Wheeler,  and 


Hageman36  reported  another  case  [of  E.  coli 
endocarditis  superimposed  on  an  unequivocal 
rheumatic  mitral  stenosis. 

Summary 

A case  of  bacterial  endocarditis  caused  by 
Staph,  aureus  and  E.  freundii  is  reported.  E. 
freundii  is  a species  of  the  genus  Escherichia, 
infrequently  encountered  in  the  gastroenteric 
tract  and  in  genitourinary  infections.  To 
our  knowledge  this  is  the  first  case  ever  re- 
ported of  an  endocarditic  process  caused  by 
this  organism.  The  patient  underwent  ab- 
dominal surgery  for  a carcinoma  of  the  rec- 
tum. Subsequently,  he  developed  clinical 
and  bacteriologic  signs  of  Staph,  aureus  endo- 
carditis. The  primary  focus  for  the  second 
infective  microorganism  (E.  freundii)  was  in 
all  probability  the  urinary  tract.  The  pos- 
sible pathogenetic  mechanism  involved  and 
the  apparent  similarity  with  cases  of  E.  coli 
endocarditis  are  discussed. 
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Tolbutamide-insulin  therapy 


Simultaneous  treatment  with  tolbutamide 
and  insulin  controlled  blood  sugar  within  a 
short  period  of  time  in  each  of  11  patients 
whose  diabetes  had  been  difficult  to  control 
with  insulin  and  who  were  hospitalized  with 
various  signs  and  symptoms  of  diabetes,  ac- 
cording to  a report  in  the  Bulletin  of  the  Calcutta 
School  of  Tropical  Medicine. 

Normoglycemia  was  maintained  in  2 pa- 
tients with  1 or  1.5  Gm.  daily  of  tolbutamide 
without  insulin  and  in  8 patients  with  a dose  of 
20  to  40  units  of  lente  insulin  in  the  morning 
plus  0.5  Gm.  of  tolbutamide  after  lunch  and 
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after  dinner.  (Two  of  the  latter  patients  were 
girls  thirteen  and  fourteen  years  of  age,  respec- 
tively.) Diabetes  was  controlled  in  the  re- 
maining patient  before  he  was  sent  elsewhere 
for  treatment  of  tuberculosis;  his  fasting  blood 
sugar  was  reduced  to  normal  limits  by  eleven 
days  of  treatment  with  20  units  of  soluble  insulin 
twice  a day  plus  0.5  Gm.  of  tolbutamide  twice 
a day. 

Most  of  the  patients  had  taken  insulin  ir- 
regularly and  were  not  truly  insulin  resistant, 
but  it  was  apparent  that  it  was  difficult  to  con- 
trol diabetes  with  insulin  alone.  Although 
higher  doses  of  insulin  might  have  controlled 
these  patients,  combined  therapy  reduced  the 
number  of  insulin  injections  and  achieved  con- 
trol of  diabetes  more  easily  and  quickly. 
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T he  syndrome  of  obstructive  vascular 
disease  has  had  many  correctible  causes, 
from  the  leg  irons  of  the  penal  camp  to  the 
circular  garter  of  the  Gay  Nineties.  This 
report  describes  a contemporary  cause  of  the 
syndrome  hitherto  not  mentioned  in  medical 
literature  or  women’s  specialty  magazines. 
It  deals  with  2 women  patients  with  de- 
pendent edema  of  unknown  origin. 

Case  reports 

Case  1.  The  patient,  a twenty -year-old 
secretary,  complained  of  swelling  of  her  feet 
and  ankles  of  two  years  duration.  She  had 
had  many  laboratory  tests  in  attempts  to 
uncover  the  cause  and  had  been  told  she 
was  perfectly  normal.  Further  questioning 
revealed  that  the  edema  was  not  present  in 
the  morning  but  became  progressively  worse 
during  the  day.  The  patient  further  stated 
that  she  had  had  no  edema  on  her  summer 
vacation,  when  she  would  spend  all  day  at 
the  beach  and  was  very  active. 

Physical  examination  revealed  a slender, 
young  woman  who  appeared  to  be  in  ex- 
cellent health.  The  results  of  the  physical 
examination  were  completely  within  normal 
limits  except  for  bilateral  2 plus  pedal  and 
pretibial  edema.  A circular  indentation  of 
the  skin  of  both  upper  thighs  was  noted. 


The  patient  was  asked  to  put  on  her  girdle, 
which  was  a “panty  type,”  that  is,  each 
thigh  was  completely  encircled  with  elastic 
material.  On  examination,  the  legs  of  the 
girdle  were  noted  to  cause  a distinct  and 
marked  constriction  of  the  flesh  of  the  thighs. 
The  patient  was  advised  as  to  the  tourniquet 
effect  of  the  girdle  and  told  to  discontinue 
wearing  the  garment.  A few  days  later  she 
was  completely  free  of  pedal  edema. 

Case  2.  The  second  patient,  a fifty-two- 
year-old  woman,  complained  of  swelling  of 
the  legs  from  the  dorsum  of  the  feet  to  just 
below  the  knees;  this  was  absent  on  arising 
and  gradually  accumulated  as  the  day  pro- 
gressed. The  patient  worked  as  a cashier, 
and  her  job  required  prolonged  sitting  most 
of  the  day.  Her  past  history  included 
thrombophlebitis  of  the  calf  in  1944. 

The  physical  findings  were  within  normal 
limits  except  for  a healed  left  rectus  scar 
and  a bilateral  3 plus  pretibial  and  pedal 
edema.  A complete  blood  count  and  the  re- 
sults of  a urinalysis  were  within  normal 
limits.  The  electrocardiographic  findings 
and  a chest  roentgenogram  were  within 
normal  limits.  Despite  the  use  of  merallu- 
ride  and  hydrochlorothiazide  no  change  was 
effected  in  weight  or  in  the  dependent  edema. 
On  a subsequent  visit  it  was  noted  that  this 
patient  wore  a “panty  type”  girdle  which 
caused  marked  constriction  about  the  thighs. 
She  was  advised  to  wear  a different  type  of 
garment.  The  patient  noted  immediate 
and  continuing  relief  of  her  pedal  edema. 

Comment 

Edema  is  the  accumulation  of  abnormal 
amounts  of  extravascular  fluids.  The  main 
factors  concerned  in  maintaining  normal 
fluid  equilibrium  in  the  tissues  are  hydro- 
static pressure,  osmotic  pressure,  and  capil- 
lary integrity.* 

It  is  quite  obvious  that  in  the  2 patients 
presented  the  hydrostatic  pressure  was  in- 
creased by  constriction  of  the  venous  and 
lymphatic  return  from  the  legs,  with  result- 
ant dependent  edema.  This  subsided  with 
removal  of  the  cause,  namely,  the  tourni- 
quet effect  of  the  panty  girdle. 

* Keeley,  J.  L.,  Schairer,  A.  E.,  and  Pesek,  I.  G.:  Pres- 

sure and  posture  in  control  of  edema  of  lower  extremities. 
Physiologic  principles,  Surg.  Clin.  North  America  42:  141 
(Feb.)  1962. 


456  New  York  State  Journal  of  Medicine  / February  1,  1965 


Summary 

Two  women  patients  are  described  who 
had  swelling  of  the  feet  and  ankles  of  un- 
known origin.  In  both,  the  edema  was  not 


present  on  arising  and  became  progressively 
worse  during  the  day.  The  dependent 
edema  disappeared  with  the  removal  of  the 
cause,  namely,  the  tight-legged  panty  girdles, 
which  in  effect  functioned  as  tourniquets. 
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John  Wakefield  Francis,  M.D.,  was  not 
a great  physician  in  the  sense  that  he  earned 
immortality  through  a Francis  sign,  a 
Francis  syndrome,  Francis  disease,  or  a 
Francis  surgical  procedure.  One  would  even 
be  hard-put  to  call  him  a great  clinician, 
although  he  did  contribute  immeasurably  to 
ordinary  workaday  medical  life  by  what  he 
observed  and  taught  and  wrote.  The  great 
worth  of  the  man  lies  in  the  simple  fact  that 
he  was  one  of  those  all-too-rare  phenomena, 
a total  human  being.  Perhaps  because  he 
lived  at  such  rarefied  heights  he  was  forced 
to  withdraw  his  gifts  from  a monolithic  dedi- 
cation to  medicine  and  spread  them  equally 
through  all  planes  of  life. 

Fortunately  then  for  New  York  City,  and 
New  York  State,  Dr.  Francis  was  a New 
Yorker  born  and  bred.  Except  for  a brief 
interlude  in  London,  he  spent  his  entire  fife 
in  New  York  City,  and  every  moment  of  his 
seventy-two  years,  from  his  birth  on  Novem- 
ber 17,  1789,  to  his  death  on  February  8, 
1861,  rose  and  fell  in  complete  synchrony  with 
the  temperature,  pulse,  and  respiration  of  his 
native  city.  There  was  scarcely  a facet  of 
New  York  life  in  which  he  was  not  a partici- 
pant and  to  which  he  was  not  a heavy  con- 
tributor. 


Medicine 

He  began  by  contributing  to  the  academic 
debut  of  Columbia  University’s  College  of 
Physicians  and  Surgeons  as  a member  of  its 


first  graduating  class,  that  of  1811.  After 
several  years  postgraduate  work  in  London, 
he  returned  to  New  York  City  to  begin  his 
medical  career  in  partnership  with  David 
Hosack,  who  was  his  idol  and  with  whom 
he  founded  the  New  York  Academy  of 
Medicine  in  1847.  Although  he  was  a 
general  practitioner  in  every  sense  of  the 
word,  his  primary  interests  lay  in  internal 
medicine  and  obstetrics  and  gynecology,  and 
he  taught  both  at  the  College  of  Physicians 
and  Surgeons.  Whenever  disaster  struck 
New  York,  as  in  the  yellow  fever  epidemics 
of  1819  and  1822,  the  cholera  epidemic  of 
1833,  and  the  Great  Fire  of  1835,  he  did 
yeoman  work  in  salvaging  lives  during  the 
acute  stages  of  the  disasters  and  in  rehabili- 
tating them  during  the  recovery  periods.  A 
good  segment  of  his  impressive  output  of 
books  and  papers  dealt  with  his  experiences 
in  disaster  medicine  accumulated  during 
these  times  of  stress. 

He  played  an  important  part  in  the  estab- 
lishment of  the  city’s  system  of  free  clinics 
and  hospitals  for  poor  persons  and  in  the 
development  of  its  departments  of  health 
and  sanitation,  yet  in  his  fashionable  office 
on  Chambers  Street  he  was  physician  to 
many  of  the  city’s  great  and  near-great, 
persons  all  of  whom  were  his  friends. 
Among  them  were  such  men  as  Washington 
Irving,  William  Cullen  Bryant,  Edgar  Allen 
Poe,  James  Fenimore  Cooper,  DeWitt 
Clinton,  Martin  Van  Buren,  Gouverneur 
Morris,  Lorenzo  da  Ponte  (librettist  for 
Mozart’s  Don  Giovanni  and  Marriage  of 
Figaro ),  and  Joseph  Bonaparte,  nephew  of 
the  great  Napoleon. 

Extracurricular  life 

In  his  extracurricular  life  he  was  first  and 
foremost  a historian,  acutely  aware  of  the 
fact  that  in  his  lifetime  New  York  City 
would  be  passing  through  the  critical  gesta- 
tion period  of  a future  world  metropolis. 
His  first  historical  memory  was  that  of 
President  Washington’s  funeral  in  1799  and 
of  how  resplendent  Battery  Park  appeared 
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on  this  solemn  occasion.  His  next  most 
vivid  memory  was  that  of  Fulton’s  fire-eating 
steamboat  (later  the  Clermont ) battling  her 
way  toward  Albany  against  the  Hudson’s 
treacherous  current  in  her  first  voyage  of 
1807. 

Nothing  is  perhaps  more  typical  of 
Francis’  sense  of  history  than  his  associa- 
tion in  altruism  with  DeWitt  Clinton,  un- 
doubtedly New  York  State’s  greatest  gover- 
nor. He  helped  elect  Clinton  first  as 
Mayor  of  New  York  City,  next  as  Governor 
of  the  State,  and  finally  ended  his  vicarious 
rise  in  politics  by  sharing  in  Clinton’s  heart- 
breaking defeat  by  James  Madison  for  the 
presidency  of  the  United  States  in  1812. 
When  good  friend  Clinton  stubbornly  fought 
to  establish  a system  of  public  education  for 
New  York  City  between  1812  and  1815  and 
then  to  get  an  enabling  bill  for  the  Erie  Canal 
through  the  State  legislature  in  1817,  he  had 
Dr.  Francis  at  his  elbow.  The  good  doctor 
was  also  there  in  October,  1825,  when 
Clinton  poured  a bucketful  of  Lake  Erie 
water  into  New  York  harbor,  thereby  offi- 
cially opening  the  Erie  Canal  that  was  to 
make  New  York  the  Empire  State  and  New 
York  City  the  foremost  port  in  the  world.  In 
the  final  years  of  Clinton’s  life,  when  his 
party  leadership  faced  a serious  rebellion 
from  Tammany  Hall  (led  by  Van  Buren), 
Francis  was  still  there  to  help  vindicate  him. 

Historical  writing 

But  Dr.  Francis  was  also  a chronicler  of, 
as  well  as  a participant  in,  New  York’s  his- 
tory. He  joined  the  New  York  Historical 
Society  shortly  after  its  founding  and  was 
its  librarian  and  corresponding  secretary  for 
eighteen  years.  In  1814  he  helped  tide  the 
Society  over  for  posterity  at  two  critical 
points  that  threatened  its  existence.  When 
the  bombardment  of  the  city  by  the  British 
seemed  imminent,  he  moved  its  library  and 
precious  objets  d’art  to  safer  keeping  in  a 
stronger  building.  Later  that  year,  the 
Society  spent  $8,000  for  the  purchase  of  old 
books  and  documents  and  then  found  that  it 
needed  the  money  to  pay  for  the  property  on 
which  its  building  stood;  Dr.  Francis,  with- 
out being  asked,  advanced  the  Society  the 
required  sum  and  saved  the  day.  In  grati- 
tude for  his  years  of  toil  in  holding  the  Soci- 
ety together  and  contributing  heavily  to  its 


archives,  he  was  given  the  honor  of  address- 
ing it  on  its  anniversary  meeting  of  Novem- 
ber 17,  1857,  which  was  also  the  occasion  of 
his  sixty-eighth  birthday.  This  address, 
“New  York  During  the  Last  Half  Century,” 
was  received  so  enthusiastically  as  a delight- 
ful first-hand  account  of  the  city’s  history 
during  this  period  that  the  Society  was 
forced  to  print  it  for  general  distribution. 
When  the  public  demand  for  reprints  became 
overwhelming,  Dr.  Francis  rewrote  it  in 
book  form  as  Old  New  York * which  subse- 
quently went  through  ten  editions. 

Since  he  obviously  wielded  an  eloquent 
pen,  he  did  much  extracurricular  writing  and 
helped  found  the  New  York  Review  and 
Athenaeum  Magazine,  for  many  years  one  of 
the  city’s  leading  literary  publications.  In 
his  capacity  as  quasi-editor  and  publisher,  he 
spent  long  hours  of  discussion  with  Irving 
and  Fenimore  Cooper  and  in  many  ways 
helped  catalyze  their  famous  historical 
novels.  Whether  or  not  he  performed  the 
same  service  for  another  good  friend,  William 
Cullen  Bryant,  is  not  a matter  of  record,  but 
if  Dr.  Francis’  known  literary  perspicacity 
is  any  criterion,  this  was  undoubtedly  the 
case.  He  was  instrumental  in  enabling 
Edgar  Allen  Poe  to  support  himself  during 
the  last  years  of  his  life  by  publicizing  the 
poet’s  famous  readings  of  “The  Raven”; 
indeed,  the  most  memorable  of  these  read- 
ings took  place  in  Francis’  own  drawing 
room  at  1 Bond  Street.  And  when  Charles 
Dickens  paid  his  first  visit  to  New  York  in 
1841,  Dr.  Francis  signed  the  address  of 
welcome  to  the  novelist  along  with  40  other 
prominent  citizens. 

Community  interests 

His  literary  talents  naturally  led  him  to 
the  drama  and  made  him  one  of  the  more 
dedicated  supporters  of  the  Park  Theatre, 
at  that  time  the  most  celebrated  playhouse 
in  the  United  States.  A watercolor  painted 
by  John  Searle  in  honor  of  the  reopening  of 
the  Park  in  1822  (it  had  burned  down  the 
year  before)  features  the  good  doctor  quite 
prominently  in  his  seat  in  the  pit  at  the  same 
time  that  it  consigns  President  Monroe  to 
the  shadows.  Dr.  Francis  was  intimate 
not  only  with  the  classical  and  contemporary 
repertoire  of  his  day  but  with  the  famous 

* Francis,  J.  W.:  Old  New  York,  New  York  City,  W.  J. 
Middleton,  1865. 
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performers  as  well — -with  Edmund  Kean,  the 
Kembles,  the  Jeffersons,  the  Booths,  and  the 
original  Tyrone  Power,  to  mention  just  a 
few.  They  were  all  his  patients,  as  were  the 
supernumeraries,  the  theater  managers,  the 
stage  hands,  and  the  janitorial  personnel. 
One  of  the  lighter  moments  of  his  practice 
came  in  1825  when  he  treated  the  great 
Kean  for  a wound  inflicted  by  an  overripe 
orange  thrown  at  him  from  the  gallery  during 
a performance  of  Richard  III. 1 

Nor,  finally,  did  music  go  without  his 
ministrations.  Opera,  for  instance,  was  be- 
ginning to  die  a-borning  in  New  York  during 
the  first  two  decades  of  the  nineteenth  cen- 
tury because  it  was  being  sung  by  inept 
singers  in  inept,  or  even  worse,  English 
translations.  In  1825  Dr.  Francis  joined 
with  three  other  progressive  New  Yorkers  to 
import  an  excellent  Italian  opera  troupe  who 
not  only  sang  opera  in  the  original  Italian 
but  also  acted  it  in  the  original  authentic 
Italian  opera  tradition.  This  troupe  was 
directed  by  the  famed  continental  singing 
teacher,  Manuel  Popolo  Garcia,  and  in- 
cluded his  daughter,  Maria  Malibran, 
shortly  to  become  the  most  celebrated 
mezzo-soprano  in  history.  Their  perform- 
ances during  the  1825  to  1826  season  imbued 
New  York  with  enthusiasm  for  foreign 
language  opera  and  set  in  motion  a series  of 
events  that  eventually  culminated  in  the 
establishment  of  the  Metropolitan  Opera 
Company  in  1883.  Francis,  in  addition  to 
opera,  was  devoted  to  chamber  music  and 
held  many  concerts  in  his  own  home.  From 
the  chamber  ensemble  to  the  orchestra  is  but 


a short  leap,  and  in  1842  he  helped  found  the 
New  York  Philharmonic  Society  whose 
orchestra  was  destined  to  become  one  of  the 
outstanding  musical  organizations  in  the 
world. 

It  is  paradoxically  both  easy  and  difficult 
to  eulogize  a man  whose  life  was  so  totally 
dedicated  to  the  future.  If  any  is  needed, 
however,  it  is  best  done  by  quoting  two  word 
pictures  painted  by  his  contemporaries. 
One  of  these  was  written  by  a pupil  of 
Lorenzo  da  Ponte  in  the  wee  hours  of  the 
morning  of  August  16,  1838,  as  Dr.  Francis 
stood  anxiously  by  the  bed  of  the  dying  poet: 
“The  doctor,  watching  the  flickerings  of  the 
life- torch,  stood  at  the  head  of  the  couch  and, 
with  a group  of  tearful  women  at  the  foot, 
completed  a scene  which  might  have  been 
wrought  by  Michelangelo.”2 

The  other  was  spoken  by  the  Rev.  Dr. 
Francis  L.  Hawks  as  he  moved  a vote  of 
thanks  from  the  New  York  Historical 
Society  on  the  occasion  of  Dr.  Francis’ 
sixty-eighth  birthday  address  on  November 
17,  1857 : “His  words  show  that  however  the 
snows  of  many  winters  are  apparent  on  his 
head,  the  frost  has  not  reached  his  intellect 
nor  the  ice  touched  his  heart.”3 

1 Bradford  Road 
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BILLSBORD 


Of  Water,  Epitaphs,  and  General  Practice 


The  taste  of  water  is,  I think, 

Most  difficult  to  describe. 

Unless  a glass  you  chance  to  drink 
The  morning  after  you  imbibe. 

* * * 

An  Epitaph  for  Ole  Doc.  When  Ole  Doc’s 
gallbladder  rebelled  in  sudden,  righteous,  and 
inflammatory  anger  to  the  abuse  it  had  endured 
year  after  year,  our  suggestion  of  hospitalization 
was  met  by  a ten-minute  diatribe,  couched  in 
pungently  expressive  language  (which  although 
vulgar  had  the  merit  of  being  easily  understood) 
on  the  problem  of  hospital  over-utilization. 
So  impressed  were  we  by  the  logic  of  the  speech 
and  the  obstinacy  of  the  speaker  that  we  agreed 
to  allow  him  to  stay  home. 

In  our  town,  as  I suppose  in  every  small  com- 
munity, we  depend  on  radio,  television,  and  a 
subscription  to  a metropolitan  newspaper  for 
important  national  and  international  news;  but 
local  news  is  disseminated  by  word  of  mouth. 
As  each  item  of  local  interest  travels  by  tele- 
phone, backyard  fence,  and  supermarket  gossip, 
it  attracts  a personal  fillip  or  editorial  observa- 
tion from  each  volunteer  transmitter,  with  the 
result  that  in  its  final  form  it  bears  little  resem- 
blance to  the  facts  but  does  provide  a sort  of 
kaleidoscopic  replica  of  the  secret  fears,  desires, 
and  prejudices  of  the  human  wire  service  re- 
sponsible for  spreading  the  news.  One  can 
readily  appreciate  that  such  a system  would 
make  any  illness  requiring  bed  rest  of  more  than 
one  day,  or  more  than  a single  visit  by  a physi- 
cian, automatically  serious,  with  critical  over- 
tones. 

Now  the  true  situation  was  that  although 
Ole  Doc  was  uncomfortable,  he  was  not  seriously 
ill;  his  acute  cholecystitis  responded  well  to 
therapy,  the  acute  pain  was  gone,  he  felt 
“washed  out,”  was  little  interested  in  eating  or 
in  visiting;  but  the  village  had  convinced  itself 
that  he  was  courageously  and  indomitably 
fighting  for  his  life  against  almost  insuperable 
odds,  a battle  in  which  they  could  do  little  ex- 
cept lend  encouragement  by  side  line  cheering. 
This  they  did  by  telephone  and  personal  visit, 
bearing  their  offerings  of  homemade  broth,  a 
specially  prepared  delicacy,  something  to  read, 
or  flowers  to  brighten  the  sick  room.  On  en- 
tering his  room  they  adopted  that  arch  air  of 
artificial  cheerfulness  universally  found  in 
either  visitor  or  nurse  who  feels  it  a duty  to 
cheer  up  the  patient  and  express  words  of  con- 


fidence as  to  the  patient’s  recovery,  although 
personally  convinced  the  outlook  is  hopeless. 
If,  in  truth,  Ole  Doc  was  at  death’s  door, 
neither  he  nor  I knew  it;  and  so  while  apprecia- 
tive of  the  concern  of  his  many  friends  and 
neighbors,  he  became  rather  irked  at  the  cheers 
and  applause  that  come  in  a manner  suggesting 
the  last  curtain  call  at  the  farewell  appearance 
of  a game  old  trouper.  The  only  sensible  solu- 
tion was  to  restrict  visitors. 

While  the  edict  of  “No  Visitors”  was  readily 
accepted,  it  did  not  curtail  visitors,  although 
they  were  kept  from  the  sick  room  itself;  and 
so  it  was  one  evening  when  I entered  the  kitchen 
from  the  back  door,  I found  it  full  of  many  of 
Ole  Doc’s  personal  friends  and  card-playing 
cronies.  While  some  of  them  would  occasionally 
drop  in  to  inquire  and  offer  to  help,  apparently 
this  one  night  they  all  happened  to  choose  the 
same  time;  as  a result  they  made  themselves 
comfortable,  helped  themselves  to  available 
liquid  refreshment,  and  when  I entered  were 
laughing  and  talking  in  that  cheerful  unre- 
strained manner  one  expects  from  a group  of 
men  relaxing  in  familiar  surroundings  with 
familiar  friends.  Passing  through  the  kitchen, 
I was  the  recipient  of  varied  messages  of  an 
insulting  nature  as  well  as  some  suggestions  as 
to  treatment,  all  pertaining  to  Ole  Doc  and  all 
made  in  tones  loud  enough  to  penetrate  the 
sick  room  door. 

When  I entered  the  room,  Ole  Doc  had  his  back 
to  the  door  and  was  lying  in  a curled-up  posi- 
tion looking  out  the  window,  seemingly  oblivious 
to  the  steady  conversational  buzz,  punctuated 
by  an  occasional  guffaw,  coming  from  his 
kitchen;  but  just  as  I started  to  speak,  he 
suddenly  sat  upright  in  bed,  turned  to  me,  and 
said:  “There  is  one  thing  you  can  put  on  my 

tombstone.  I am  the  only  Irishman  who  was 
waked  three  nights  before  he  died  instead  of 
three  nights  after.”  After  which,  he  laid  him- 
self down  and  proceeded  to  get  well  in  a rapid, 
efficient,  and  successful  fashion. 

* * * 

The  Diversity  of  General  Practice:  A 
Challenge.  It  was  while  listening  to  a speech 
relative  to  the  diversity  of  general  practice  that 
a sudden  mental  image  betrayed  me  to  chuckle 
loudly  in  what  must  have  seemed  an  uncalled- 
for  act  of  rudeness.  After  the  speech  was  over, 
I sought  the  lecturer  to  present  my  apologies 
and  an  explanation,  but,  to  my  chagrin,  missed 
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him.  In  the  forlorn  hope  that  through  chance, 
addiction,  or  desperation  he  might  read  this 
column  I outline  the  episode,  the  memory  of 
which  roused  my  risibility  and  provoked  my 
untimely  laughter. 

My  wife  is  a general  practitioner  and  our 
home  is  in  the  center  of  a small  town.  It  is  an 
old  sandstone  house  with  a wooden  addition 
on  one  side,  recessed  from  the  street,  which 
serves  her  as  an  office,  and  the  usual  wooden 
kitchen  addition  found  in  most  of  such  old 
homes.  Everyone  who  knows  us  uses  either 
the  back  or  side  door  for  two  reasons.  First, 
the  front  door  opens  directly  on  the  street  from 
the  living  room  and  is  kept  locked,  and  second, 
we  have  three  Boston  Terriers,  each  of  whom  is 
as  well  disciplined  and  as  well  behaved  as  a 
psychiatrist’s  only  child,  and  a summons  on  our 
front  door  starts  a rushing  around  that  would 
make  a Mack  Sennett  comedy  appear  like  a 
production  of  Hamlet.  My  wife  and  I are 
night  crawlers  with  well-developed  allergies  to 
alarm  clocks  and  the  early  morning  sun,  which 
has  never  really  handicapped  us  since  neither 
of  us  ever  aspired  to  either  surgery  or  farming; 
but  our  late  bedtime  habit  frequently  makes 
ours  the  only  lighted  window  in  town  after  the 
gas  stations  and  taverns  close. 

This  was  the  situation  one  night  shortly  after 
the  New  Year.  It  was  a typical  North  Country 
January  night,  the  thermometer  showed  a read- 
ing somewhere  between  25  and  30  degrees  be- 
low zero,  cold  enough  to  make  even  a visitor 
from  the  big  city  gasp  as  he  utters  the  trite  and 
familiar,  “Of  course,  it  is  a different  sort  of 
cold.”  We  were  both  in  the  living  room  and, 
one  presumes,  doing  something  constructive, 
since  I don’t  remember  arguing,  at  about  1:00 
a.m.  when  there  came  a somewhat  timid  but 
unmistakable  knock  on  the  front  door  which 
produced  these  simultaneous  reactions:  an 

explosion  of  barking,  growling,  and  rushing 
about  the  door  by  three  dogs;  apprehension  on 
the  part  of  my  wife  that  it  meant  an  emergency 
call;  and  anxiety  on  my  part  that  it  meant  one 
of  those  late  night  visits  from  a drunken  friend 
which  exhausts  one’s  patience  and  strains  the 
bonds  of  friendship  to  the  breaking  point.  How- 
ever, one  must  face  the  inevitable,  so  throwing 
one  excited  canine  in  my  lap,  and  tucking  one 
under  each  arm,  she  managed  to  open  the  door, 
and  all  I could  hear  was  the  low  hum  of  voices 
interspersed  with  a somewhat  incredulous 
“What?”  and  then  a rather  peremptory  “Come 
in,  before  we  all  freeze.” 

Our  visitor,  a tall,  slightly  chubby,  but  good- 
looking  young  lad  of  nineteen  or  twenty,  without 
hat  and  in  a short  jacket  and  standing  with  his 
back  to  the  door,  delivered  a long  monologue 
about  suffering  an  embarrassing  experience,  and 
with  many  apologies  for  the  intrusion,  said  he 
hoped  we  might  help  him.  Finally  to  a blunt 
demand  as  to  just  what  the  trouble  was,  he 
stated  he  had  ripped  his  pants,  and  in  answer  to 
her  abrupt  question  as  to  what  he  expected  her 
to  do  about  it,  said  he  thought  she  might  mend 
them  for  him.  As  the  discussion  began  to  get 
somewhat  involved,  I suggested  she  get  the  boy 


a robe  and  stitch  his  pants,  and  after  due  con- 
sultation this  was  the  procedure  adopted. 

Those  who  know  me  don’t  need  this  explana- 
tion, but  for  those  who  don’t  let  me  say  that  at 
a conservative  estimate  the  material  in  one  of 
my  robes  would  provide  sufficient  material  to 
supply  adequate  tents  for  a moderate-sized  Boy 
Scout  troop.  So  when  he  donned  this  robe  and 
modestly  retired  behind  the  large  wing  of  a prov- 
identially placed  Queen  Anne  chair,  every  time 
he  would  bend  over  in  his  attempt  to  remove  his 
trousers,  the  voluminous  robe  would  fall  away 
causing  him  to  stand  hastily  and  clasp  the  robe 
about  him;  but  finally  the  suppleness  that  is 
youth’s  triumphed,  and  the  offending  pants  were 
handed  to  the  bewildered  and  somewhat  be- 
mused general  practitioner;  and  she,  tucking 
the  symbol  of  masculinity  under  her  arm,  de- 
parted to  that  mysterious  upstairs  land  where 
woman’s  work  is  never  done. 

While  we  awaited  the  completion  of  the 
emergency  suturing  job,  the  youngster  informed 
me  he  was  a student  at  Paul  Smith’s  College,  he 
was  hitchhiking  from  his  home  in  Cobleskill  and 
hoped  to  get  to  Malone,  where  he  would  stay 
with  a classmate  and  go  on  to  the  college  cam- 
pus in  the  morning.  Since  it  was  late,  I di- 
rected him  to  an  allnight  diner  where  trucks 
stop  and  where  he  would  have  no  problem 
getting  a ride  through  to  Malone. 

When  she  returned  with  the  mended  garment, 
she  remarked  they  were  split  from  belt  line  to 
crotch  and  asked  him  how  he  did  it.  He  con- 
fessed they  were  a little  tight  and  it  had  hap- 
pened when  he  bent  over.  When  he  was  asked 
if  he  hadn’t  found  it  pretty  cold,  he  gave  a 
graphic  description  of  walking  across  the  two 
bridges  leading  into  town.  Once  he  had  his 
pants  on,  he  faced  the  world  with  new  confidence 
and,  profusely  thanking  my  wife,  finally  asked 
if  there  was  a charge;  whereupon  she  answered 
that  it  would  be  just  the  regular  fee  for  an  office 
visit.  One  could  detect  the  visual  signs  of  his 
belated  and  sickening  realization  that  perhaps 
he  had  gone  too  far,  as  he  painfully  went  through 
the  agony  of  mentally  comparing  what  he  had 
in  his  pocket  with  his  estimate  as  to  the  office 
fee  charged  in  this  strange  community;  an 
anxiety  relieved  only  by  our  inability  to  control 
our  laughter  longer  at  his  obvious  worry.  And 
so  he  was  sent  on  his  way  with  no  payment  asked 
and  expressions  of  good  will  and  future  good 
wishes  mutually  expressed. 

Next  morning,  remarks  at  breakfast  featured 
the  effrontery  of  our  night  visitor,  how  foolish 
we  were  to  admit  a stranger  at  that  time  of 
night,  and  what  a fool  she  had  been  to  move  a 
pile  of  her  own  articles  waiting  to  be  mended  off 
the  sewing  machine  so  she  could  stitch  his  pants. 
At  this  point,  I interrupted  to  wonder  if  he  got  a 
ride  to  Malone,  and  this  was  met  with:  “Do 

you  mean  to  say  he  was  bumming  a ride,  on  a 
night  like  last  night,  and  at  that  time,  and  you 
let  him  go  out  of  this  house,  with  all  the  room 
here?  He  might  have  frozen  to  death.  Why 
didn’t  you  tell  me?  I wouldn’t  have  let  him 
go.” 

Women!  WRC 
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Erwin  W.  Alpert,  M.D.,  of  New  York  City, 
died  on  August  20,  1964,  at  the  age  of  seventy- 
one.  Dr.  Alpert  graduated  in  1920  from  the 
University  of  Buffalo  School  of  Medicine.  He 
was  a member  of  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Maria  Margaret  Blum,  M.D.,  of  Corona, 
died  on  October  29,  1964,  at  the  age  of  seventy. 
Dr.  Blum  received  her  medical  degree  from  the 
University  of  Freiburg  in  1925.  She  was  a 
member  of  the  Medical  Society  of  the  County 
of  Queens,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

James  Albert  Corscaden,  M.D.,  of  New  York 
City,  died  on  December  12,  1964,  at  the  Colum- 
bia-Presbyterian  Medical  Center  at  the  age  of 
eighty-three.  Dr.  Corscaden  graduated  in  1906 
from  Columbia  University  College  of  Physicians 
and  Surgeons.  He  was  a consulting  gynecologist 
at  Presbyterian  and  Moses-Ludington  (Ticon- 
deroga)  Hospitals.  A former  professor  of 
clinical  gynecology  at  Columbia  University 
College  of  Physicians  and  Surgeons,  he  was 
the  first  doctor  at  the  hospital  to  make  gyn- 
ecology his  major  field,  in  1920,  and  at  that 
time  organized  the  Hospital’s  Department  of 
Radiotherapy  and  a follow-up  system  there. 
He  organized  and  conducted  the  tumor  clinic 
at  the  Columbia-Presbyterian  Medical  Center. 
One  of  the  first  recipients  of  the  Center’s 
Distinguished  Service  Award  in  1953,  Dr. 
Corscaden  also  received  the  College  of  Phy- 
sicians and  Surgeons  Alumni  Medal.  Dr. 
Corscaden  was  a Diplomate  of  the  American 
Board  of  Obstetrics  and  Gynecology,  a Fellow 
of  the  American  College  of  Surgeons,  and  a 
member  of  the  American  Radium  Society, 
the  American  Association  of  Obstetricians  and 
Gynecologists,  the  New  York  Academy  of 
Medicine,  the  New  York  Obstetrical  Society, 
the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Herman  S.  Frimel,  M.D.,  of  The  Bronx,  died 
on  November  8,  1964,  at  the  age  of  sixty-five. 
Dr.  Frimel  graduated  in  1923  from  New  York 
University  and  Bellevue  Hospital  Medical 
College.  He  was  a member  of  the  Bronx 
County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 


Herbert  Gade,  M.D.,  of  Brooklyn,  died  on 
September  30,  1964,  at  the  age  of  sixty-four. 
Dr.  Gade  graduated  in  1926  from  New  York 
Homeopathic  Medical  College  and  Flower 
Hospital.  He  was  an  attending  anesthesiologist 
at  Queens  Hospital  Center,  an  assistant  attend- 
ing anesthesiologist  at  Jewish  Hospital  of 
Brooklyn,  an  adjunct  in  anesthesiology  at 
Montefiore  Hospital,  and  a clinical  professor 
of  anesthesiology  at  Downstate  Medical  Center. 
Dr.  Gade  was  a Diplomate  of  the  American 
Board  of  Anesthesiology,  a Fellow  of  the  Ameri- 
can College  of  Anesthesiologists,  and  a member 
of  the  American  Society  of  Anesthesiologists, 
Inc.,  the  New  York  Society  for  Medical  Re- 
search, the  New  York  State  Society  of  Anes- 
thesiologists, the  Medical  Society  of  the  County 
of  Kings,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Paul  H.  Hoch,  M.D.,  of  New  York  City, 
died  on  December  15,  1964,  in  Albany  at  the 
age  of  sixty-two.  Dr.  Hoch  received  his  medi- 
cal degree  from  the  University  of  Gottingen  in 
1926.  He  was  the  New  York  State  Commis- 
sioner of  Mental  Hygiene,  having  been  ap- 
pointed on  January  1,  1959,  and  principal  re- 
search psychiatrist  at  the  New  York  State 
Psychiatric  Institute.  In  1959  he  established 
the  Division  of  Mental  Retardation  to  co- 
ordinate and  develop  all  services  for  the  retarded 
and  in  1960  he  initiated  the  first  community 
treatment  program  designed  to  prevent  phenyl- 
ketonuria. Under  his  leadership  plans  were 
completed  and  construction  begun  on  the  In- 
stitute for  Basic  Research  in  Mental  Retarda- 
tion. Dr.  Hoch  was  a Diplomate  of  the 
American  Board  of  Psychiatry  and  Neurology, 
a Fellow  of  the  American  Psychiatric  Associa- 
tion, and  a member  of  the  Association  for  Psy- 
choanalytic Medicine,  the  American  Psycho- 
pathological  Association,  the  American  Associa- 
tion on  Mental  Deficiency,  the  American 
Academy  of  Neurology,  the  Association  for 
Research  in  Nervous  and  Mental  Disease,  the 
New  York  Academy  of  Medicine,  the  New  York 
Society  for  Clinical  Psychiatry,  the  New  York 
Neurological  Society,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Natale  Philip  Mancuso,  M.D.,  of  Buffalo, 
died  on  October  13,  1964,  at  the  age  of  fifty- 
three.  Dr.  Mancuso  graduated  in  1936  from 
the  University  of  Buffalo  School  of  Medicine. 
He  was  a member  of  the  Erie  County  Medical 
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Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Henry  Wise  Mayo,  Jr.,  M.D.,  of  Syracuse, 
died  on  November  6,  1964,  at  his  home  at  the 
age  of  fifty.  Dr.  Mayo  graduated  in  1940 
from  the  University  of  Virginia  School  of  Medi- 
cine. He  was  an  attending  surgeon  at  Crouse- 
Irving  and  Veterans  Administration  Hospitals 
and  an  associate  attending  surgeon  at  the  Hos- 
pital of  the  Good  Shepherd  and  Syracuse 
Memorial  Hospital.  Dr.  Mayo  was  a Diplo- 
mate  of  the  American  Board  of  Surgery,  a Fellow 
of  the  American  College  of  Surgeons,  and  a 
member  of  the  Onondaga  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Joseph  L.  McGoldrick,  M.D.,  of  Brooklyn, 
died  on  December  21,  1964,  at  his  home  at  the 
age  of  seventy-five.  Dr.  McGoldrick  graduated 
in  1916  from  Cornell  University  Medical  College. 
He  was  a senior  attending  obstetrician  and 
gynecologist  at  the  Hospital  of  the  Holy  Family 
and  a consulting  gynecologist  at  Brooklyn 
State  Hospital,  the  Kings  County  Hospital 
Center,  and  the  Lutheran  Hospital.  From  1952 
to  1961  he  was  chief  surgeon  of  the  New  York 
City  Police  Department.  Dr.  McGoldrick  was 
a Fellow  of  the  American  College  of  Surgeons, 
a Fellow  of  the  International  College  of  Sur- 
geons, and  a member  of  the  Brooklyn  Gyn- 
ecological Society,  the  Medical  Society  of  the 
County  of  Kings,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Joseph  Donald  Micelotta,  M.D.,  of  Corona, 
died  on  October  22,  1964,  at  the  age  of  forty- 
six.  Dr.  Micelotta  graduated  in  1943  from 
Long  Island  College  Medical  School.  He  was  a 
member  of  the  Medical  Society  of  the  County 
of  Queens,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Herman  Nathaniel  Rothman,  M.D.,  of  New 

York  City,  died  on  December  15,  1964,  at  the 
age  of  seventy-nine.  Dr.  Rothman  graduated 
in  1908  from  Long  Island  College  Hospital 
School  of  Medicine.  During  World  War  II 
he  was  an  examining  physician  for  the  Selective 


Service.  Dr.  Rothman  was  a member  of  the 
Bronx  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  Ameri- 
can Medical  Association. 

Saul  Starr,  M.D.,  of  Brooklyn,  died  on  Decem- 
ber 16,  1964,  at  Kings  County  Hospital  Center 
at  the  age  of  fifty-seven.  Dr.  Starr  graduated 
in  1930  from  Long  Island  College  Hospital 
School  of  Medicine.  He  was  an  attending 
pediatrician  and  chief  of  the  Pediatric  Chest 
Clinic  (Outpatient  Department)  at  Kings 
County  Hospital  Center,  attending  pediatrician 
at  Long  Island  College  Hospital,  and  an  as- 
sociate attending  pediatrician  at  Maimonides 
Hospital  of  Brooklyn.  Dr.  Starr  was  a Diplo- 
mate  of  the  American  Board  of  Pediatrics  and 
a member  of  the  American  Academy  of  Pedi- 
atrics, the  Brooklyn  Academy  of  Pediatrics, 
the  American  Thoracic  Society,  the  Medical 
Society  of  the  County  of  Kings,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Louis  Joseph  Taormina,  M.D.,  of  Brooklyn, 
died  on  October  23,  1964,  at  Columbia-Pres- 
byterian  Medical  Center  at  the  age  of  seventy- 
three.  Dr.  Taormina  graduated  in  1919  from 
Long  Island  College  Hospital  School  of  Medi- 
cine. He  was  a consulting  roentgenologist  at 
St.  Catherine’s  Hospital.  Dr.  Taormina  was 
a Diplomate  of  the  American  Board  of  Radiology 
(Roentgenology)  and  a member  of  the  Radio- 
logical Society  of  North  America,  Inc.,  the 
Brooklyn  Radiological  Society,  the  New  York 
Roentgen  Society,  the  Medical  Society  of  the 
County  of  Kings,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Aaron  Weinberg,  M.D.,  of  New  York  City, 
died  on  October  19,  1964,  at  the  age  of  seventy- 
four.  Dr.  Weinberg  graduated  in  1917  from 
Albany  Medical  College.  He  was  a member  of 
the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

John  Weiss,  M.D.,  of  Ellenville,  died  on 
November  2,  1964,  at  the  age  of  sixty-nine. 
Dr.  Weiss  graduated  in  1918  from  Fordham 
University  School  of  Medicine.  He  was  an 
honorary  physician  in  general  practice  at 
Veterans’  Memorial  Hospital. 


464  New  York  State  Journal  of  Medicine  / February  1,  1965 


Abstracts 


Appleman,  D.  H.:  Juvenile  diabetes,  New 

York  State  J.  Med.  65:  399  (Feb.  1)  1965. 

Juvenile  diabetes,  which  is  diabetes  recognized 
under  the  age  of  fifteen  years,  follows  a natural 
course:  acute  onset,  virulent  early  course, 

remission,  and  then  intensification  to  total 
diabetes.  Since  insulin,  antibiotics,  and  chemo- 
therapy have  made  it  possible  to  control  suc- 
cessfully the  lethal  aspects  of  coma  and  sepsis, 
vascular  disease  is  the  main  problem.  The 
estimated  life  span  of  a juvenile  diabetic 
patient  is  about  three  fourths  of  the  normal. 
Diet  is  planned  to  aid  in  control  and  promote 
growth.  The  urine  is  tested  four  times  a day 
to  determine  diet  adjustments.  A combination 
of  regular  and  NPH  insulins  is  usually  given 
daily  in  divided  doses;  however,  as  the  child 
grows  older,  the  diabetes  becomes  more  stable, 
and  a single  dose  is  usually  sufficient. 

Green,  J.,  Nopparat,  T.,  and  Rubin,  P.: 

Brain  tumor  scanning;  accuracy  of  radio- 
mercury  chlormerodrin,  New  York  State  J. 
Med.  65:  403  (Feb.  1)  1965. 

A review  was  made  of  brain  scanning  using 
Hg203-chlormerodrin  in  168  cases.  In  41  proved 
cases  of  intracranial  mass,  consisting  of  37 
neoplasms  and  4 subdural  hematomas,  the 
diagnostic  accuracy  was  73  per  cent.  There 
was  only  one  false  positive  diagnosis  in  110 
cases.  In  34  cases  of  meningioma,  astrocytoma, 
and  metastasis,  the  brain  scan  had  a diagnostic 
accuracy  of  88  per  cent,  which  compares  favor- 


ably with  results  obtained  with  other  generally 
accepted  diagnostic  procedures. 

Javid,  R.,  Belmusto,  L.,  and  Owens,  G.: 

Results  of  surgical  intervention  for  spinal  cord 
compression  due  to  metastatic  tumors,  New 
York  State  J.  Med.  65:  409  (Feb.  1)  1965. 

A study  was  made  of  43  cases  of  spinal  cord 
compression  secondary  to  metastatic  tumors 
on  which  operations  were  performed.  There 
were  no  postoperative  deaths  within  ten  days; 
5 patients  died  within  thirty  days,  25  within 
one  to  six  months,  10  within  six  to  thirty-six 
months,  and  3 were  alive  at  the  time  of  the 
study.  Indications  for  surgical  decompression 
include  pain  alleviation,  in  some  cases  restoration 
of  the  compromised  motor  function,  and  the 
possibility  of  an  unexpected  benign  lesion. 

Deibel,  R.,  and  Ducharme,  C.  P.:  Recovery 
of  strain  of  rhinovirus  from  infant  with  upper 
respiratory  infection,  New  York  State  J. 
Med.  65:  412  (Feb.  1)  1965. 

During  a respiratory  virus  survey  in  1962 
and  1963,  strain  63-0499  was  isolated  from  an 
infant  and  shown  to  be  an  H strain  of  the  rhino- 
virus  group.  The  isolation  of  the  strain  from 
an  infant  supports  the  assumption  that  rhino- 
viruses  may  play  a role  in  acute  respiratory 
infection  of  small  children  in  the  Albany,  New 
York,  area.  The  child  showed  signs  of  stenos- 
ing  laryngitis,  a potentially  dangerous  condi- 
tion. Therefore,  rhinovirus  infections  in  in- 
fancy should  not  be  considered  harmless. 
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Abstracts  in  Interlingua 


Appelman,  D.  H.:  Diabete  juvenil  ( anglese ), 
New  York  State  J.  Med.  65:  399  (1  de 

februario)  1965. 

Diabete  juvenil  le  qual  es  diabete  recognos- 
cite  in  un  patiente  de  minus  que  dece-cinque 
annos  de  etate,  seque  un  curso  natural:  declara- 
tion acute,  virulentia  in  le  curso  precoce,  re- 
mission, e alora  intensification  usque  al  stato 
de  diabete  total.  Depost  que  insulina,  antibio- 
ticos,  e chimotherapia  rende  possibile  combatter 
a bon  successo  le  aspectos  letal  de  coma  e sepse, 
morbo  vascular  es  le  major  problema.  Le  esti- 
mate longevitate  del  diabetico  juvenil  es  circa 
tres  quartos  del  norma.  Le  dieta  se  plana  de 
maniera  que  illo  assiste  in  le  combattimento  del 
morbo  e promove  le  crescentia  del  patiente. 
Le  urina  es  testate  quatro  vices  per  die  pro 
determinar  adjustamentos  del  dieta.  In  le 
majoritate  del  casos,  un  combination  de  insulina 
ordinari  e de  insulina  NPH  es  administrate 
diurnemente  in  doses  dividite.  Tamen,  quando 
le  patiente  avantia  in  etate,  le  diabete  se  sta- 
bilisa,  e un  dose  unic  es  usualmente  sufficiente. 

Green,  J.,  Nopparat,  T.,  e Rubin,  P.: 

Scrutinio  de  tumor  cerebral;  accuratia  de 
chlormerodrina  a radiomercurio  {anglese).  New 
York  State  J.  Med.  65:  403  (1  de  februario) 
1965. 

Esseva  revistate  le  technica  del  scrutinio 
cerebral  a Hg203-chlormerodrina  con  un  casuistica 
de  168  patientes.  In  un  gruppo  de  41  demon- 
strate casos  de  massa  intracranial  (37  neo- 
plasmas e 4 hematomas  subdural),  le  accuratia 
diagnostic  esseva  73  pro  cento.  In  un  gruppo 
de  110  casos,  un  sol  diagnose  falsemente  positive 
occurreva.  In  un  gruppo  de  34  casos  de  men- 
ingioma, astrocytoma,  e metastase,  le  scrutinio 
cerebral  habeva  un  accuratia  diagnostic  de 
88  pro  cento.  Isto  es  favorabile  in  comparation 


con  le  resultatos  obtenite  con  altere  general 
mente  acceptate  procedimentos  diagnostic. 

Javid,  R.,  Belmusto,  L.,  e Owens,  G.: 

Resultatos  del  intervention  chirurgic  in  com- 
pression del  medulla  spinal  causate  per  tumores 
metastatic  {anglese).  New  York  State  J. 
Med.  65:  409  (1  de  februario)  1965. 

Esseva  studiate  43  casos  de  compression  del 
medulla  spinal  secundari  a tumores  metastatic, 
omnes  subjicite  a intervention  chirurgic.  Oc- 
curreva nulle  mortes  post-operatori  intra  dece 
dies.  Cinque  patientes  moriva  intra  trenta  dies, 
25  intra  inter  un  e sex  menses,  10  intra  inter 
sex  e trenta-sex  menses,  e tres  esseva  vive  al 
tempore  del  studio.  Le  indicationes  pro  de- 
compression chirurgic  es  le  desiro  de  alleviar 
le  dolores,  in  certe  casos  le  objectivo  de  restaurar 
le  compromittite  function  motori,  e le  possibili- 
tate  que  le  lesion  es — in  despecto  del  apparentias 
- — un  lesion  benigne. 

Deibel,  R.,  e Ducharme,  C.  P.:  Le  recovrage 
de  un  linea  de  rhinovirus  ab  un  infante  con  in- 
fection supero-respiratori  {anglese).  New  York 
State  J.  Med.  65:  412  (1  de  februario)  1965. 

In  le  curso  de  un  investigation  pro  virus  re- 
spiratori  in  1962  e 1963,  linea  63-0499  esseva 
isolate  ab  un  infante  e identificate  como  un  linea 
H del  gruppo  de  rhino virus.  Le  isolation  del 
linea  ab  un  infante  supporta  le  these  que  rhino- 
virus  ha  possibilemente  un  rolo  in  acute  infec- 
tion respiratori  de  juveniles  de  basse  etate  in 
le  area  de  Albany  (New  York).  Le  patiente 
monstrava  signos  de  laryngitis  stenotisante. 
Isto  es  un  potentialmente  periculose  condition. 
Per  consequente,  infectiones  a rhinovirus  in 
infantes  non  deberea  esser  reguardate  como  in- 
nocue. 
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Books  Received 


The  following  books  were  received  during  the  month  of  November,  1964  * 


Respiratory  Function  in  Disease.  By  David 

V.  Bates,  M.D.,  and  Ronald  V.  Christie,  M.D. 
Octavo  of  566  pages,  illustrated.  Philadelphia, 

W.  B.  Saunders  Company,  1964.  Cloth,  $15.50. 

Orthopedic  Braces:  Rationale,  Classifica- 

tion & Prescription.  By  Maxwell  H.  Bloom- 
berg, M.D.  Octavo  of  207  pages,  illustrated. 
Philadelphia,  J.  B.  Lippincott  Company,  1964. 
Cloth,  $11. 

Tropical  Diseases  in  Temperate  Climates. 

By  Kevin  M.  Cahill,  M.D.  Octavo  of  225 
pages,  illustrated.  Philadelphia,  J.  B.  Lippin- 
cott Company,  1964.  Cloth,  $9.50. 

Young  People  and  Smoking.  By  Dr.  Arthur 

H.  Cain.  Duodecimo  of  96  pages.  New  York, 
The  John  Day  Company,  1964.  Cloth,  $3.50. 

Ciba  Foundation  Colloquia  on  Endocri- 
nology Volume  15.  Aetiology  of  Diabetes 
Mellitus  and  its  Complications.  Edited 
by  Margaret  P.  Cameron,  M.A.,  and  Maeve 
O’Connor,  B.A.  With  85  illustrations.  Duo- 
decimo of  405  pages.  Boston,  Little,  Brown 
and  Company,  1964.  Cloth,  $12.50. 

Ciba  Foundation  Study  Group  No.  18. 
Brain -Thyroid  Relationships.  Edited  by 
Margaret  P.  Cameron,  M.A.,  and  Maeve  O’Con- 
nor, B.A.  With  28  illustrations.  Duodecimo 
of  117  pages.  Boston,  Little,  Brown  and 
Company,  1964.  Cardboard,  $1.95. 

Body  Fluids  and  the  Acid-Base  Balance. 

By  Halvor  N.  Christensen,  Ph.D.  Quarto  of 
506  pages,  illustrated.  Philadelphia,  W.  B. 
Saunders  Company,  1964.  Paper,  $6.50. 

Reconstructive  Plastic  Surgery.  Volume 

I,  General  Principles.  Volume  II  & III, 
The  Head  and  Neck.  Volume  IV,  The  Hand 
and  Upper  and  Lower  Extremities.  Vol- 
ume V,  The  Trunk,  Genitourinary  System 
and  Experimental  Approaches.  Edited  by 
John  Marquis  Converse,  M.D.  With  a sec- 
tion on  the  hand  edited  by  J.  William  Littler, 
M.D.  Octavo  of  2,253  pages,  illustrated. 
Philadelphia,  W.  B.  Saunders  Company,  1964. 
Cloth,  $125  the  set  of  5 volumes. 

A Short  History  of  Midwifery.  By  Irving 
S.  Cutter  and  Henry  R.  Viets.  Octavo  of  260 
pages,  illustrated.  Philadelphia,  W.  B.  Saun- 
ders Company,  1964.  Cloth,  $8.50. 

* Books  received  for  review  are  acknowledged  promptly  in 
this  column.  No  other  obligation  is  assumed  for  the  courtesy 
of  those  sending  them  for  this  purpose.  Selection  for  review 
is  made  on  the  basis  of  merit  and  reader  interest. 


Pancreatic  Inflammatory  Disease:  A 

Physiologic  Approach.  By  David  A.  Dreiling, 
M.D.,  Henry  D.  Janowitz,  M.D.,  and  Claude 
V.  Perrier,  M.D.  Octavo  of  238  pages,  il- 
lustrated. New  York,  Hoeber  Medical  Divi- 
sion, Harper  & Row,  1964.  Cloth,  $10.50. 

Laboratory  Methods  in  Blood  Coagulation. 

By  James  W.  Eichelberger,  Jr.  Octavo  of 
96  pages,  illustrated.  New  York,  Hoeber  Med- 
ical Division,  Harper  & Row,  1965.  Paper, 
$2.95. 

Leonardo  da  Vinci  and  a Memory  of  His 

Childhood.  By  Sigmund  Freud.  Trans- 
lated by  Alan  Tyson.  Octavo  of  101  pages, 
illustrated.  New  York,  W.  W.  Norton  & 
Company,  1964.  Cloth,  $3.50. 

The  Visual  Fields.  By  David  O.  Harrington, 
M.D.  Second  edition.  Octavo  of  386  pages, 
illustrated.  St.  Louis,  The  C.  V.  Mosby  Com- 
pany, 1964.  Cloth,  $16. 

The  Life  and  Times  of  Emil  H.  Grubbe. 

By  Paul  C.  Hodges,  M.D.  Octavo  of  135 
pages,  illustrated.  Chicago,  The  University  of 
Chicago  Press,  1964.  Cloth,  $3.95. 

Pediatric  Procedures.  By  Walter  T.  Hughes, 
Jr.,  M.D.  Octavo  of  208  pages,  illustrated. 
Philadelphia,  W.  B.  Saunders  Company,  1964. 
Cloth,  $7.50. 
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tion. Octavo  of  396  pages,  illustrated.  Phil- 
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and  burns,  and  a special  section  on  emergency 
resuscitation  have  been  added.  The  whole 
work  has  been  revised  to  cover  recent  advances 
in  the  field. 

Experimental  Surgery.  By  J.  Markowitz, 
M.B.E.,  J.  Archibald,  D.V.M.,  and  H.  G. 
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Cloth,  $13.25. 


In  this  revision  the  authors  have  included  ma- 
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The  Specialties  in  General  Practice.  Edited 
by  Russell  L.  Cecil,  M.D.,  and  Howard  F.  Conn, 
M.D.  Third  edition.  Octavo  of  676  pages, 
illustrated.  Philadelphia,  W.  B.  Saunders  Com- 
pany, 1964.  Cloth,  $17.50. 

This  practical  handbook,  written  especially  for 
general  practitioners,  emphasizes  every-day 
problems  of  the  physician  located  in  areas  where 
early  consultation  with  the  specialist  is  not 
feasible.  In  this  edition  new  chapters  have 
been  added  and  other  changes  made  for  more 
comprehensive  coverage. 

Communicable  and  Infectious  Diseases. 

By  Franklin  H.  Top,  M.D.  Fifth  edition. 
Octavo  of  902  pages,  illustrated.  St.  Louis, 
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communicable  diseases,  and  other  infections. 
Diseases  are  classified  by  common  portal  of 
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illustrations,  many  in  color  from  Kodachromes. 

Textbook  of  Medical  Treatment.  Edited 
by  Sir  Derrick  Dunlop,  M.D.,  Sir  Stanley 
Davidson,  M.D.,  and  Stanley  Alstead,  M.D. 
Ninth  edition.  Octavo  of  979  pages,  illus- 
trated. Edinburgh,  E.  & S.  Livingstone, 
(Baltimore,  The  Williams  & Wilkins  Company), 
1964.  Cloth,  $11. 

In  this  edition  several  sections  have  been  com- 
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work  has  been  revised  to  keep  the  information 
in  line  with  current  practice.  Although  much 
new  material  has  been  added,  appropriate  dele- 
tions of  what  has  become  out  of  date  have  made 
this  edition  a little  shorter  than  the  previous 
one  issued  three  years  ago. 

Textbook  of  Otolaryngology.  By  David  D. 
DeWeese,  M.D.,  and  William  H.  Saunders, 
M.D.  Second  edition.  Octavo  of  523  pages, 
illustrated.  St.  Louis,  The  C.  V.  Mosby  Com- 
pany, 1964.  Cloth,  $9.25. 

Written  especially  for  the  medical  student  and 
general  practitioner,  this  work  is  chiefly  con- 
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cerned  with  diagnosis  and  treatment.  Special 
emphasis  is  placed  on  diseases  of  the  salivary 
glands,  the  facial  nerve,  tumors  of  the  head  and 
neck,  and  speech  problems — areas  and  condi- 
tions of  importance  which  are  often  overlooked. 
Selected  readings  indicate  sources  of  additional 
information. 

Atlas  of  Topographical  and  Applied  Human 
Anatomy  in  2 Volumes.  By  Eduard  Pern- 
kopf.  Edited  by  Dr.  Helmut  Ferner.  Trans- 
lated from  German  by  Dr.  Harry  Monsen. 
Volume  Two,  Thorax,  Abdomen  and  Ex- 
tremities. Quarto  of  421  pages,  illustrated. 
Philadelphia,  W.  B.  Saunders  Company,  1964. 
Cloth,  $37.50. 

The  original  seven  volume  German  edition  of 
this  classic  has  been  translated  into  English 
and  published  in  a two  volume  set.  This 
volume  covers  the  thorax,  abdomen,  and  extrem- 
ities. It  is  valuable  not  only  to  the  anatomist 
but  also  to  practitioners  in  other  fields  of  medi- 
cine, especially  surgery. 

Bunnell’s  Surgery  of  the  Hand.  Revised 
by  Joseph  H.  Boyes,  M.D.  Fourth  edition. 
Octavo  of  791  pages,  illustrated.  Philadelphia, 
J.  B.  Lippincott  Company,  1964.  Cloth, 
$26.50. 

This  edition  is  a complete  revision  designed 
along  the  original  lines  as  set  up  by  Dr.  Bunnell. 
It  stresses  principles  over  details  and  recon- 
structive rather  than  reparative  surgery.  Dele- 
tions and  changes  have  been  made  to  keep  this 
standard  work  up  to  date.  It  reflects  present 
day  practice. 

Introduction  to  Psychiatry.  By  O.  Spur- 
geon English,  M.D.,  and  Stuart  M.  Finch, 
M.D.  Third  edition.  Octavo  of  656  pages. 
New  York,  W.  W.  Norton  & Company,  1964. 
Cloth,  $7.95. 

Latest  theories  and  practices  in  a rapidly  chang- 
ing field  characterize  this  authoritative  text. 
It  is  oriented  along  psychoanalytic  lines  and 
presents  a broad  and  practical  view  of  person- 
ality formation  and  mental  illness.  Revisions 
and  additions  have  brought  the  work  up  to 
date.  It  is  written  especially  for  medical 
students  and  physicians  but  workers  in~  areas 
closely  related  to  medicine  will  find  it  useful. 

Fundamentals  of  Otolaryngology.  By  Law- 
rence R.  Boies,  M.D.,  Jerome  A.  Hilger,  M.D., 
and  Robert  E.  Priest,  M.D.  Fourth  edition. 


Octavo  of  553  pages,  illustrated.  Philadelphia, 
W.  B.  Saunders  Company,  1964.  Cloth,  $8.50. 

The  purpose  of  this  compact  text  is  to  provide 
fundamental  information  to  the  undergraduate 
medical  student  or  to  the  physician  who  is  not 
a specialist  in  otolaryngology.  It  stems  from 
the  Department  of  Otolaryngology  at  the  Uni- 
versity of  Minnesota  School  of  Medicine. 

Diabetes  as  a Way  of  Life.  By  T.  S.  Danow- 
ski,  M.D.  Octavo  of  186  pages,  illustrated. 
New  York,  Coward-McCann,  Inc.,  1964.  Cloth, 
$4.50. 

In  this  work  written  for  the  diabetic,  the  author 
explains  the  nature  of  diabetes  and  its  care  and 
treatment.  He  gives  the  patient  the  knowl- 
edge, understanding,  and  confidence  to  enable 
him  to  lead  a normal,  useful,  and  healthy  life. 

The  Control  of  Diseases.  By  Hugh  Paul, 
M.D.  Second  edition.  Octavo  of  538  pages, 
illustrated.  Baltimore,  The  Williams  and  Wil- 
kins Company,  1964.  Cloth,  $13. 

Many  advances  in  all  phases  of  the  manage- 
ment of  infectious  diseases  since  the  first  edition 
of  this  British  work  appeared  twelve  years  ago 
have  made  it  necessary  to  rewrite  practically 
the  entire  text.  The  whole  field  is  well  covered. 

Leukemia.  By  William  Dameshek,  M.D., 
and  Frederick  Gunz,  M.D.  Second  edition, 
revised  and  enlarged.  Quarto  of  594  pages, 
illustrated.  New  York,  Grune  & Stratton, 
1964.  Cloth,  $25. 

The  purpose  of  the  authors  in  revising  this 
publication  is  to  integrate  an  account  of  the 
newer  knowledge  with  already  established  ma- 
terial and  present  a balanced  picture  where 
possible.  Extensive  additions  and  alterations 
in  every  chapter  bring  the  work  up  to  date. 

Christopher’s  Textbook  of  Surgery.  Edited 
by  Loyal  Davis,  M.D.  Eighth  edition.  Quarto 
of  1,481  pages,  illustrated.  Philadelphia,  W. 
B.  Saunders  Company,  1964.  Cloth,  $18.50. 

The  aim  of  this  standard  work  is  to  present 
surgery  with  emphasis  on  the  basic  principles 
upon  which  the  education  of  a surgeon  must  rest. 
It  is  written  especially  for  undergraduate  and 
graduate  students  of  surgery.  Rapidly  occur- 
ring advances  in  the  biomedical  sciences  made 
this  revision  necessary  in  order  to  reflect  current 
concepts  of  the  best  care  of  the  surgical  pa- 
tient. 
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well  established  medical  group  on  the  South  Shore  of 
Longs  Island’s  summer  resort  area.  $12,000  per  annum, 
$1,500  car  allowance,  bonus  arrangement,  partnership. 
Write  or  call  Patchogue  Medical  Group,  1 Roe  Blvd., 
Patchogue,  New  York.  516  GRover  5-3900. 


BOARD  CERTIFIED  OR  BOARD  ELIGIBLE  SURGEON 
needed  for  rural  area  of  approximately  7,500  population 
in  upstate  New  York  served  by  a new  42  bed,  fully  ac- 
credited, non-sectarian,  general  hospital.  Hospital  is 
served  by  Board  certified  pathologist  and  radiologist. 
Area  has  many  recreational  facilities  including  new  ski 
area,  championship  golf  course,  numerous  lakes,  streams, 
picnic  and  camping  areas.  Good  income  arrangements 
available.  Send  resume  of  training  and  references  to 
Administrator,  Community  Hospital,  Stamford,  New 
York,  who  is  acting  as  Secretary  for  joint  Board-Medical 
Staff  committee. 


OPPORTUNITIES  IN  GENERAL  PRACTICE,  OB- 
stetrics,  pediatrics,  and  neurosurgery  in  prosperous  up- 
state city,  with  2 modern  hospitals.  Educational  and 
recreational  center.  Cayuga  County  Medical  Society, 
321  N.  Hoopes  Ave.,  Auburn,  N.Y. 


POSITIONS  WANTED 


ANESTHESIOLOGIST,  CERTIFIED,  AGE  35,  FAMILY. 
Extensive  experience.  Desires  fee  for  service  or  group  in 
metropolitan  or  suburban  area.  Details  in  first  letter. 
Box  969,  % NYSJM. 


MEDICAL  ASSISTANTS  AND  SECRETARIES.  LAB- 
oratory  and  X-Ray  Techs.  Well  trained  and  highly  quali- 
fied personnel  (male  & female)  also  available  at  other 
times.  Phone  CH  2-2330  Ext.  6,  Placement  Dept.,  or 
write  Eastern  School  for  Physicians’  Aides,  Dept.  69,  85 
Fifth  Ave.,  New  York  3,  N.  Y.  (Founded  1936  by  two 
member  physicians) 


ANESTHESIOLOGIST,  EXTENSIVE  EXPERIENCE. 
New  York  licensed,  desires  full  or  part  time  position, 
Details  expected  in  first  letter.  Box  137,  % NYSJM. 


UROLOGIST,  AGE  33,  BOARD  ELIGIBLE,  SEEKS 
association  in  New  York  City  area  or  nearby  suburb. 
Box  138,  % NYSJM. 


EQUIPMENT 


COMPLETE  PICKER  X-RAY  UNIT  WITH  SPOT 
device,  200  MA  and  two  tubes.  Excellent  condition; 
sacrifice  $2,175.  Call  914  AR  3-3046. 


PRACTICES  FOR  SALE  OR  RENT 


GENERAL  PRACTICE  AND  FULLY  EQUIPPED  OF- 
fice  on  Long  Island.  Equipment  optional.  Moving  out 
of  state.  Box  122,  % NYSJM. 


INTERNIST  (FAMILY  PRACTICE)  WISHES  TO  RE- 
tire.  Office  in  home,  central  New  York  area  of  30,000. 
Modern  175  bed  hospital;  diversified  industry.  W.  A. 
Wall,  M.D.,  105  N.  Main  St.,  Cortland,  N.Y. 


LONG  ISLAND  AREA-RADIOLOGY  PRACTICE, 
growing,  successful  for  twelve  years.  Present  annual  gross 
over  $40,000.  Requires  3-4  hours/day.  Fully  equipped 
office  in  air-conditioned  medical  building.  Opportunity 
for  radiologist  seeking  expansion  or  for  newcomer.  Present 
owner  leaving  to  enter  academic  medicine.  Terms  reason- 
able. Box  #144,  Malverne,  New  York. 


GENERAL  PRACTICE,  NEW  JERSEY,  17  MILES 
from  N.Y.C.,  available  with  purchase  or  lease  of  home- 
office  combination  or  office  alone.  Gross  $50,000  with 
growth  potential.  12,000  sq.  ft.  office  space.  Can  remain 
to  introduce  or  temporarily  associate.  Close  to  five  hos- 
pitals. Box  139,  % NYSJM. 


“Now,  sir,  how  do  you  stand  on  the  Medicare 
program ?” 
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PRESTIGE  LOCATION 

For  Medical — Dental  Group 
and  Individual  Practitioners. 

“EXECUTIVE  TOWERS” 

1020  GRAND  CONCOURSE,  BRONX 

23-Story  Air  Conditioned  Apt.  Bldg.  (corner  165th  SO 


Exclusively  Reserved  for  Professional  use. 
PRIVATE  ENTRANCES 
2 FLOORS  • PRIVATE  ELEVATORS 
CENTRAL  AIR-CONDITIONING 

IMMEDIATE  OCCUPANCY 

Apply  Renting  Office  on  property  • CY  3-5545 
Carol  Management  Corp. 

Owner — Builder 


REAL  ESTATE  FOR  SALE  OR  RENT 


PLAINVIEW.  L.I.  OFFICE  SPACE  TO  SHARE,  SMALL 
prof.  bldg.  nr.  hospital;  ideal  location,  suitable  most 
specialties.  516  WE  8-4800. 


HUNTINGTON— NEW  PROFESSIONAL  BUILDING  IN 
vicinity  of  Huntington  Hospital.  Occupancy  early 
spring.  516  HA  1-0226. 


Dad  will  help  him  learn  to 
spell,  to  add,  to  read.  But 
Johnny  needs  other  help, 
too.  As  he  grows  to  manhood 
he  needs  protection  against 
his  Number  1 health  enemy 
— the  heart  and  blood  vessel 
diseases. 


FOR  RENT:  5 ROOM  OFFICE,  SUITABLE  1 OR  2 M.D.s 
Garden  City  Medical  Center.  Write  J.  L.  McCartney, 
M.D.,  520  Franklin  Ave.  Garden  City,  N.Y. 


G.P.  WANTS  TO  SHARE  MODERN  OFFICE,  CENTRAL 
location,  Rego  Park,  2 blocks  from  Queens  Blvd.  Bus 
stop  in  front  of  house.  Suitable  for  hematologist,  ped- 
iatrician, surgeon.  Reasonable  rent.  Call  TW  7-6000 
between  6-8  except  Wednesday. 


When  you  give  to  the 
Heart  Fund  you  bring  the 
benefits  of  research  to 
Johnny  and  millions  of  other 
youngsters. 

GIVE... 

so  more  will  live 

HEART  FUND 


FOR  SALE.  FIFTH  AVENUE  (92ND  ST.)  CORNER 
attractive  5 rm.  cooperative.  Private  entrance.  Low 
maintenance.  Box  101,  % NYSJM. 


DOCTOR  OR  DENTIST— UNUSUAL  OPPORTUNITY. 
Nicely  located,  attractive  office  and  home.  Has  been 
used  by  three  prominent  physicians  who  have  moved  to 
hospital  location.  Attractive  price  & terms.  J.  B.  White, 
Realtor,  100  Broadway,  Saratoga  Springs,  N.Y.  Tel. 
584-5050. 


FOR  SALE 

Large  11  room  house  and  store,  plus  2 story  garage 
situated  in  center  of  resort  town,  Wurtsboro,  N.Y.  Fine 
location  for  small  Medical  Center.  All  improvements; 
5 living  units;  6 bathrooms.  On  lot  56' x 225L 

Mrs.  George  Cooper,  P.O.  Box  327,  Wurtsboro,  N.Y. 
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<7How  much  would  it  be 
with  no  manufacturer's  profit? 


$2.09?  $.93?  $3.13? 

Somewhat  amazingly,  $3.18  is  correct.  Even  if  you  eliminated  pharma- 
ceutical manufacturer’s  net  profit,  your  patient  would  pay  only  about 
17  cents  less  for  the  average  prescription— hardly  a deciding  factor  in 
having  it  filled.  Of  course,  this  assumes  that  pharmaceuticals  could  con- 
tinue to  be  available  without  profit  (where  do  new  miracle  drugs  come 
from,  if  not  profit?). 

American  pharmaceuticals  today  may  well  be  America’s  biggest  bargain. 

Pharmaceutical  Manufacturers  Association/ 11 55  Fifteenth  Street,  N.W,  Washington,  D.C.  20005 

This  message  is  brought  to  you  as  a courtesy  of  this  publication  on  behalf  of  the  producers  of  prescription  drugs. 

* Average  prescription  price,  1963.  National  Prescription  Audit,  R.A.  Gosselin,  Dedham,  Mass. 


ROCHE  LABORATORIES 
Division  of  Hoffmann -La  Roche  Inc. 
Nutley,  N.J.  07110  ^ — i^roche! — j 


1 


As  if  her  daily  chores  were  not  enough . 

...  in  addition,  she  suffers  the  excruciating  discomfort  of 
pruritus  vulvae.  ARISTOCORT  Triamcinolone  Acetonide  Cream 
is  highly  active  against  the  embarrassing  and  intolerable 
irritation  of  pruritus  vulvae  and  ani.  Sparing  application  to  the 
affected  area— 3 to  4 times  daily— usually  provides  rapid  relief 
when  other  measures  prove  inadequate.  And  when  excoriation 
of  the  area  has  led  to  infection,  NEO-ARISTOCORT  Neomycin 
Sulfate-Triamcinolone  Acetonide  will  also  provide  activity 
against  a wide  range  of  skin  pathogens.  A possible  side  effect 
may  be  local  skin  sensitization  due  to  neomycin.  Steroid-related 
systemic  effects  (including  subcapsular  cataract)  are  possible. 
Contraindications  (both  forms) : tuberculosis  of  the  skin, 
herpes  simplex,  chicken  pox,  vaccinia,  and  fungal  disease. 
Prescribe  tubes  of  5 or  15  Gm.  Also  available  in  % lb.  jars. 


Aristocorf 


TOPICAL  CREAM  0.1%,  0.5% 
AND  OINTMENT  0.1% 


Triamcinolone  Acetonide 


A 


istocorf 


Neomycin  Sulfate  (0.5%)  — Triamcinolone  Acetonide  (0.1%) 


CREAM  0.1%  AND 
OINTMENT  0.1% 


LEDERLE  LABORATORIES,  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York 
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A rhinologic  approach  to  the  sinuses 

Sagittal  anatomical  section  of  nasal 
cavity  showing  approach  for  probing  or 
irrigation  by  cannulas. 

A— Sphenoid:  A sphenoid  cannula  (under 
13.5  cm.)  passed  around  the  middle  and 
superior  turbinates  to  the  anterior  wall  of 
the  sinus  through  its  ostium. 

B-Maxillary:  A conventional  antral 
cannula  passed  beneath  the  middle 
turbinate,  over  the  uncinate  process,  and 
rotated  downward  and  laterally  into  the 
ostium. 

C-Frontal:  A conventional  antral 
cannula  passed  after  preliminary 
maneuvers  through  the  frontonasal  canal 
into  the  ostium  frontale. 


In  colds  and  sinusitis 

KiMfliewr 

hydrochloride 

(Brand  of  phenylephrine  hydrochloride) 

can  help  prevent  emergency  measures  later 


Before  complications  arise  in  colds  and  sinusitis, 

Neo-Synephrine  solutions  and  sprays  reduce  nasal 
turgescence  on  contact  - to  promote  essential 
aeration  and  drainage.  Turbinates  shrink,  sinus 
ostia  open  and  drainage  is  freed.  Relief  is  instant 
and  the  threat  of  complications  is  lessened. 

In  the  treatment  of  sinusitis,  the  V*  per  cent  solu- 
tion is  a preferred  vasoconstrictor,  “...most 
closely  approximating  physiologic  composition 

with  the  least  ‘rebound’  tendency ”*  Gentle 

Neo-Synephrine  is  well  tolerated  by  delicate  re- 

*Reed, G.  F.:  Sinusitis,  New  England  J.  Med.  267:402,  Aug.  23,  1962. 


spiratory  tissues.  Systemic  effects  are  practically 
nil,  post-therapeutic  turgescence  is  minimal  and 
repeated  applications  do  not  lessen  its  effective- 
ness. Neo-Synephrine  has  been  a standard  among 
vasoconstrictors  since  1935. 

Available  in  plastic  nasal  sprays  for  adults  (V2%) 
and  children  (V4%),  in  solutions  of  Va,  V4  or  1 
percent. 


Winthrop  Laboratories 
New  York,  N.  Y. 


^//rr/hrop 
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SARDO  IN  THE  BATH 

BRINGS  PROMPT,  PROLONGED  RELIEF 


Microfine  globules  of  SARDO  disperse  on  the  surface  of  the  bath  water  and 
produce  an  invisible  protective  film  on  the  skin.  SARDO  soothes,  lubricates, 
augments  skin  lipids,  helps  retain  and  build  up  essential  moisture  in  the 
stratum  corneum ...  relieves  dryness  and  itching  with  the  very  first  bath. 
Adsorbed  by  the  skin,  SARDO  provides  rapid,  dependable,  allover  relief  in 
most  dry,  itchy  skin  conditions.  Your  patients  will  appreciate  non-sensitizing, 
pleasant,  economical  SARDO*,  the  clinically  proven  bath  oil. 


SARDO  . . . the 
most  widely  used 
therapeutic  bath  oil 


SARDOETTES®  (disposable  compresses  impregnated  with  SARDO)  provide 
the  same  skin-comforting  benefits  after  showering  or  local  washing. 

Write  for  samples  and  literature.  SARDEAU,  Inc.,  Dept.  Y-5,  845  Third  Ave.,  New  York,  N.  Y.  10022 
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—colloidal  solution  of  denatured 


proteolytic  enzyme— 


Relief  of  pain  is  prompt  in  non-traumatic  neuritis,  including 
herpes  zoster,  when  Protamide  is  administered  early  in  the 
course  of  the  disease.1-4  Equally  important,  complete 
recovery  usually  follows  in  three  to  five  days— even  in 
ophthalmic  herpes  zoster.5-6 


Responds  Promptly  to 

PROTAMIDE 


Dosage:  1 ampul  I.  M.  daily  for  2 to  5 days; 
longer  if  pain  persists. 

Caution:  Avoid  I.  V.  administration. 

Boxes  of  10  ampuls,  1.3  cc.  each, 
for  intramuscular  injection. 

DETROIT  11,  MICHIGAN 


References:  1.  Baker,  A.  G.:  Penn.  Med.  J.  63: 697  (May)  1960.  2.  Smith,  R.  T.:  New  York  Med.  (Aug.  20)  1952,  pp.  16-19. 

3.  Smith,  R.  T.:  Med.  Clin.  N.  Arrier.  (Mar.)  1957.  4.  Lehrer,  H.  W.;  Lehrer,  H.  G.,  and  Lehrer,  D.  R.:  Northw. 
Med.  (Nov.)  1955.  5.  Sforzolini,  G.  S.:  Arch.  Ophthal.  62:381  (Sept.)  1959.  6.  Gile,  J.  H.:  W.  Virginia  Med.  J. 
59:120-122  (May)  1963. 


a 

predominantly 

subcortical 

tranquilizer 

Vistaril 

hydroxyzine 

The  primitive  “animal  brain”  or  limbic  system  is  part  of  man’s 
evolutionary  heritage.1  In  vertebrate  evolution,  a pattern  of  ac- 
cretion may  be  observed  in  which  early  nerve  structures  were 
retained  and  elaborated  in  the  brain  of  lower  mammals.  The 
illustration  shows  how  this  lower  mammalian  brain  survives  in 
man  as  the  seat  of  emotional  behavior. 

It  is  on  this  subcortical  center  that  the  calming  action  of  Vistaril 
appears  to  be  primarily  exerted.2 * * * 6*7  Studies  of  clinical  behavior 
involving  patients  treated  with  Vistaril  indicate  that  its  tran- 
quilizing  action  is  mediated  principally  through  the  hypothala- 
mus. At  therapeutic  dosage  levels,  there  is  no  clinically  sig- 
nificant effect  upon  the  cerebral,  thalamic  or  spinal  cord  areas. 


1.  MacLean,  P.  D.:  J.  Nerv.  Ment.  ^3is.  135:289,  Oct.,  1962.  2.  Bozza,  M.  L.  and 
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Minerva  Ginec.  10:317,  Apr.  30,  1958.  5.  Settel,  E.:  Amer.  Pract.  8:1584,  Oct.,  1957. 

6.  Steinberg,  N.  and  Holz,  W.  G.:  New  York  J.  Med.  60:691,  Mar.  1,  1960. 

7.  Weyne,  F.  and  Roussel,  J.  L.:  Bruxelles  Med.  37:1959,  Dec.  22,  1957.  8.  Morlino, 
F.  J.,  Kavan,  E.  M.  and  Dillon,  J.  B.:  Paper  presented  at  Stanford  University 
Medical  School,  Palo  Alto,  Calif.,  Jan.,  1964. 
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Vistaril 
calms  the 
frightened 
“animal  brain” 
inside 

your  anxious 
patient 


effective 

subcortical 

tranquilization 

The  action  of  Vistaril  is  largely  confined  to  areas  where  anxiety 
is  hypothesized  to  have  its  being  and  beginning— in  the  emo- 
tional centers.  Over  500  published  papers,  reporting  14,493 
cases  in  which  Vistaril  was  used,  attest  to  its  effectiveness  and 
relative  freedom  from  side  effects. 

minimal  effect  on  the 
“thinking”  cortex 

Vistaril  does  not  interfere  with  the  ability  of  the  patient  to  com- 
prehend, to  exercise  judgment,  to  cooperate  or  to  communicate. 
A dramatic  example  of  the  minimal  effect  hydroxyzine  exerts 
on  the  cortex  is  provided  in  patients  undergoing  cryohypophy- 
sectomy.  Throughout  this  long  and  trying  procedure,  effective 
tranquilization  is  provided  by  parenteral  Vistaril  alone,  yet  the 
patient  remains  fully  conscious  and  responsive.8 

a minimum  of 
unwanted  action  on 
other  brain  centers 


Undesirable  effects  characteristic  of  certain  other  agents  whose 
action  may  involve  spinal  pathways  and  conscious  cr  neuro- 
motor  centers  are  rarely  encountered  with  Vistaril.  At  recom- 
mended dosages,  neither  untoward  hepatic  nor  hematologic 
effects  have  been  reported  with  Vistaril  in  over  six  years  of  wide- 
spread use.  Euphoria  and  addiction  have  not  been  observed. 
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calms  the  frightened 
“animal  brain” 
inside  your 
anxious  patient 

Vistanl  Q 


Recommended  Initial  Adult  Dosage: 

200  to  400  mg.  daily  in  divided  doses;  thereafter  adjust  to 
individual  patient  response 


Oral  Dosage  Conversion  Table: 

these  oral  doses  approximate 
of  Vistaril  these  doses  of 

(hydroxyzine 

chlor- 

pamoate) 

diazepoxide 

meprobamate 

diazepam 

100  mg. 

25  mg. 

400  mg. 

5 mg. 

50  mg. 

10  mg. 

200  mg. 

2 mg. 

Formulas: 

Vistaril 

(hydroxyzine  pamoate) 
Capsules:  25  mg., 

50  mg.,  100  mg. 

Vistaril 

(hydroxyzine  pamoate) 

Oral  Suspension:  25  mg. 
per  5 cc. 

Vistaril 

(hydroxyzine  HC1) 
Parenteral  Solution:  25  mg. 
and  50  mg.  per  cc. 


If  J 

JP  V 


Contraindications: 

Hydroxyzine  parenteral  solution  is  intended  only  for 
intramuscular  or  intravenous  administration  and 
should  not,  under  any  circumstances,  be  injected 
subcutaneously  or  intra-arterially. 

Precautions: 

Hydroxyzine  may  potentiate  the  action  of  central  nerv- 
ous system  depressants,  narcotics  such  as  meperi- 
dine, and  barbiturates.  In  conjunctive  use,  dosage  for 
these  drugs  should  be  decreased.  Because  drowsiness 
may  occur,  patients  should  be  cautioned  against 
driving  a car  or  operating  dangerous  machinery.  The 
usual  precautions  for  intramuscular  injection  should 
be  followed:  soft-tissue  reactions  have  rarely  been 
reported  when  proper  technique  has  been  used.  On 
intravenous  injection  a few  instances  of  digital 
gangrene  have  occurred  distal  to  the  injection  site 
considered  to  be  due  to  inadvertent  intra-arterial  in- 
jection or  periarterial  extravasation.  Therefore,  par- 
ticular caution  should  be  observed  when  hydroxyzine 
parenteral  solution  is  administered  intravenously  to 
insure  injection  only  into  intact  veins;  avoid  either 
intra-arterial  injection  or  extravasation.  Intravenous 
administration  should  be  accomplished  slowly,  no 
faster  than  25  mg.  per  minute,  and  not  to  exceed  100 
mg.  in  any  single  dose. 

Adverse  Reactions: 

Drowsiness  may  occur  which  is  usually  transitory, 
disappearing  spontaneously  in  a few  days  with  con- 
tinued therapy  or  correctable  by  dosage  reduction. 
Dryness  of  the  mouth  may  be  seen  with  higher  doses. 
Involuntary  motor  activity  has  been  reported  in 
some  hospitalized  patients  on  higher  than  recom- 
mended dosage. 

More  detailed  professional  information  available  on 
request. 
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Month  in  Washington 


President  Johnson  has  asked  Congress  to  ap- 
prove a far-reaching  program  of  diagnosis, 
treatment,  and  stepped-up  research  on  heart 
disease,  cancer,  stroke,  and  “other  major 
diseases.” 

In  a health  message  to  Congress,  the  presi- 
dent also  urged  speedy  passage  of  a Social 
Security  health  plan  for  aged  persons. 

The  outline  of  his  wide-ranging  program  was 
the  president’s  first  message  on  legislation  sent 
to  the  new  Congress.  He  sent  it  to  Capitol 
Hill  on  the  fifth  day  of  the  new  session. 

Johnson  requested  in  addition  to  “Medicare”: 

1 . An  increase  in  F ederal  funds  for  maternal 
and  child  health  and  crippled  children’s  serv- 
ices and  broadening  of  public  assistance  pro- 
grams so  Federal  money  could  be  used  to  pay 
medical  and  dental  costs  for  children  of  needy 
families. 

2.  Approval  of  a five-year  program  of  grants 
to  help  start  community  mental  health  centers 
to  offer  comprehensive  services. 

3.  A step-up  in  the  program  to  rehabilitate 
disabled  persons  so  145,000  could  be  restored 
to  useful  work  each  year. 

4.  Establishment  under  a five-year  program 
of  multipurpose  regional  medical  complexes  for 
diagnosis  and  treatment  of  heart  disease,  can- 
cer, stroke,  and  other  major  diseases.  This 
proposal  envisions  a network  of  32  centers  co- 
ordinating efforts  of  medical  schools,  hospitals, 
and  community  facilities  costing  an  estimated 
$1.2  billion. 

5.  Federal  funds  to  improve  services  for  the 
mentally  retarded,  increase  hospital  moderniza- 
tion, and  start  a new  program  of  loans  and 
guarantees  for  loans  to  help  voluntary  associa- 
tions build  group  medical  practice  centers. 

6.  New  legislation  to  help  medical  and  dental 
schools  cover  basic  operating  costs  with  Federal 
funds. 

7.  Federal  scholarships  for  medical  and 
dental  students. 

8.  Extension  for  five  years  after  mid- 1966 
of  Federal  health  research  programs  with  a 
greater  emphasis  on  specialized  research  of  a 

u national  or  regional  nature. 

’ 9.  Laws  to  bring  the  production  and  distri- 

bution of  so-called  “goof-ball”  pills — barbitu- 
rates, amphetamines,  and  other  psychotoxic 
drugs — under  tighter  control  and  legislation  to 
require  adequate  labeling  of  hazardous  sub- 
stances and  safety  regulation  of  cosmetics  and 
therapeutic  devices  by  the  Food  and  Drug 
Administration. 

Prior  to  the  health  message,  Sen.  Clinton  P. 
Anderson  (D.,N.M:)'  and  Rep.  Cecil  R.  King 

■ \ 

Prepared  by  the  Washington,  D.G.,  Office  of  the  American 
Medical  Association. 


(D.,  Calif.)  already  had  introduced  medicare 
legislation  to  carry  out  the  president’s  program. 
It  was  S-l  in  the  Senate  and  HR-1  in  the  House. 
It  was  a modified  version  of  the  King-Anderson 
bill  which  died  in  a joint  House-Senate  con- 
ference committee  last  year  after  the  Senate 
had  voted  49-44  to  add  it  to  a House  measure 
increasing  Social  Security  cash  benefits. 

The  new  King-Anderson  bill  calls  for  bringing 
self-employed  physicians  under  Social  Security 
coverage.  It  also  would  increase  Social  Security 
cash  benefits  by  7 per  cent.  In  a benefit  period, 
all  persons  sixty-five  years  or  older  would  be 
eligible  under  the  health  care  plan  for  sixty  days 
of  hospitalization  with  the  patient  paying  for 
the  first  day  and  sixty  days  of  post-hospital  care 
in  a nursing  home.  Generally,  ninety  days 
would  have  to  intervene  between  benefit  periods. 
Aged  persons  also  would  be  eligible  for  up  to 
two  hundred  forty  days  a year  of  home  health 
services,  such  as  a visiting  nurse,  and  certain 
outpatient  diagnostic  services  with  the  patient 
paying  a monthly  deductible.  Nursing  home 
benefits  would  start  January  1,  1967,  and  the 
other  benefits  July  1,  1966. 

Social  Security  taxes  would  be  increased  by 
0.3  per  cent  next  year,  0.38  per  cent  in  1967-68 
and  0.45  per  cent  in  1969  and  following  years  on 
employes  and  employers  for  a separate  fund  to 
finance  the  program.  The  tax  base  also  would 
be  increased  to  $5,600. 

The  program  would  be  administered  through 
Social  Security  by  the  secretary  of  Health, 
Education,  and  Welfare.  Hospitals  could  elect 
to  be  represented  by  a private  organization, 
such  as  Blue  Cross,  to  negotiate  their  contracts. 
The  secretary  would  also  delegate  to  such  or- 
ganization the  functions  of  receiving  payments 
from  the  Social  Security  program.  Payments 
would  be  made  to  hospitals  and  other  providers 
of  services  on  a cost  basis.  The  cost  of  hospital 
services  would  be  based  on  semiprivate  accom- 
modations (2-,  3-,  or  4-bed  rooms) . 

The  bill  also  would  authorize  creation  of  an 
association  of  private  insurance  carriers  to  sell, 
on  a nonprofit  basis,  approved  policies  covering 
health  costs  not  covered  under  the  Social 
Security  plan.  Participating  carriers  would 
be  exempt  from  antitrust  laws. 

Administration  officials  said  Johnson's  health 
proposals,  other  than  medicare,  would  cost 
$262  million  in  the  year  starting  next  July  and 
more  than  $800  million  in  the  following  twelve 
months. 

Officials  said  the  entire  package,  including  the 
five-year  program  to  establish  regional  medical 
centers  to  combat  heart  disease,  cancer,  and 

continued  on  page  494 
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Teamed  for  more  effective  performance. 

Therapeutic  teamwork  is  of  recognized  im- 
portance in  managing  G.l.  disorders  because 
of  interrelated  physical  and  psychic  factors. 
In  ENARAX,  therefore,  the  anticholinergic 
benefits  of  oxyphencyclimine  HCI  are  aug- 
mented by  the  tranquilizer  Atarax®  (hydroxy- 
zine HCI)  for  concerted  action  against  pain, 
spasm  and  anxiety. 


Timed  for  more  predictable  performance 

While  artificial  timing  devices  prolong  action 
the  duration  is  often  variable.  With  oxyphen 
cyclimine  HCI,  therapeutic  benefits  are  mor 
predictable  because  its  long-lasting  action  i 
chemically  "built  in.”  Since  toxicity  and  side 
reactions  are  minimal,  dosage  schedules  are 
easily  adjusted  to  meet  the  individual  patient 
requirements. 


Two  potencies  for  more  versatile  performance.  ENARAX  5 is  recommended  when  G.l.  sym 
toms  are  present  without  x-ray  evidence  of  peptic  ulcer,  for  functional  bowel  syndrome,  an 
for  many  other  G.l.  dysfunctions.  Each  tablet  contains  oxyphencyclimine  HCI  5 mg.;  Atarax 
(hydroxyzine  HCI)  25  mg.  Prescribe  ENARAX  10  when  extra  potency  is  desired -as  in  radio- 
logically  confirmed  cases  of  ulcer  or  in  hospitalized  patients.  Each  tablet  contains  oxyphen- 
cyclimine  HC1 10  mg.;  Atarax  (hydroxyzine  HCI)  25  mg.  Rx  only. 


against  anemia 
(amenable  to  oral  therapy) 
due  to  iron  deficiency 
or  loss  of  blood 


Heptuna  Plus 


provides  the  important  hematopoietic  factors: 
ferrous  sulfate  and  liver,  with  ascorbic  acid 
for  enhanced  iron  absorption,  and  helps  con- 
vert coexistent  vitamin  and  mineral  deficien- 
cies. Its  formula  has  been  improved  6 times 
in  12  years  to  reflect  findings  of  proven  nutri- 
tional importance  in  oral  therapy  of  hypo- 
chromic microcytic  anemias. 

Current  formula 

Ferrous  sulfate  340  mg. 

Iron  (from  ferrous  suifate) 100  mg. 

Desiccated  liver,  N.F.  (undefatted)  — 50  mg. 
Vitamin  C (from  sodium  ascorbate)  ...  150  mg. 
Vitamin  Bt2  (as  Stabiets®)  with 
intrinsic  factor  concentrate 

noninhibitory V*  N.F.  oral  unit* 

Bi  (thiamine  mononitrate,  U.S.P.) 3 mg. 

B2  (riboflavin,  U.S.P.) 2 mg. 

B6  (pyridoxine  hydrochloride,  U.S.P.)  ..  2 mg. 

Niacinamide,  U.S.P 15  mg. 

Calcium  pantothenate.  U.S.P 1 mg. 

Cobalt  (from  cobalt  sulfate)  0.1  mg. 

Copper  (from  copper  sulfate)  1 mg. 

Molybdenum  (from  sodium  molybdate)  0.2  mg. 
Calcium  (from  dicalcium  phosphate)  . 37.4  mg. 

Iodine  (from  potassium  iodide)  0.05  mg. 

Manganese  (from  manganese  sulfate)  0.033  mg. 
Magnesium  (from  magnesium  sulfate)  . . 2 mg. 
Phosphorus  (from  dicalcium  phosphate)  29  mg. 
Potassium  (from  potassium  sulfate)  ...  1.7  mg. 


coordinated  for 


Precautions  and  side 
effects:  As  with  other 
anticholinergic 
agents,  dryness  of  the 
mouth,  blurring  of  vi- 
sion, constipation  and 
urinary  hesitancy  fre- 
quently occur,  but  may 
decrease  or  disappear 
as  therapy  continues 
or  is  adjusted.  Use  with 
care  in  patients  with 
prostatic  hypertrophy. 
Not  recommended  for 
patients  with  an  asso- 
ciated  glaucoma 
except  with  ophthal- 
mologic supervision. 


♦Potency  established  prior  to  mixture  with 
other  ingredients. 

Stabiets,  U.S.  Pat.  No.  2,830,933. 

Precautions  and  side  effects : Because  some 
patients  with  pernicious  anemia  do  not  re- 
spond to  oral  Vitamin  B)2,  they  should  be 
followed  with  periodic  laboratory  studies.  Ane- 
mia is  a manifestation  of  an  underlying  disease 
and  it  is  necessary  to  make  an  etiological 
diagnosis.  In  a small  percentage  of  patients. 
Iron  therapy  causes  gastrointestinal  irritation. 
In  these  patients,  administering  Heptuna  Plus 
with  meals  or  reducing  the  dosage  usually  will 
alleviate  the  symptoms.  Supplied  in  bottles  of 
100  capsules.  Rx  only. 


J.  B.  Roerig  and  Company 
Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World's  Well-Being* 
New  York,  N.Y.  10017 
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stroke,  would  cost  several  billion  dollars  spread 
over  this  decade. 

This  plan  for  helping  with  the  medical  bills 
of  needy  children  would  be  similar  to  the 
existing  Kerr-Mills  program  for  helping  needy 
aged  persons  pay  medical  expenses.  Aides  said 
$100  million  would  be  earmarked  for  the  first 
year  of  the  new  program  and  $250  million  in  the 
following  year. 

* * * 

President  Johnson  started  his  four-year  term 
in  the  White  House  in  excellent  health  and  phys- 
ically able  to  withstand  the  stresses  and  strains 
of  the  office  “in  outstanding  fashion,”  according 
to  his  physician. 

Rear  Adm.  George  G.  Burkley,  White  House 
physician,  made  the  favorable  report  on  the 
president’s  health  in  the  form  of  35  answers  to 
questions  submitted  by  newsmen. 

He  said  he  keeps  a close  eye  on  the  president 
daily  and  gives  him  a general  examination  every 
seven  to  ten  days. 

Burkley  said  Johnson,  who  had  a kidney  stone 
removed  in  1955,  cut  down  on  his  calcium  in- 
take by  drinking  less  milk  after  a slight  recur- 
rence of  kidney  trouble  in  1963.  “There  has 
been  no  kidney  trouble  since  mid-1963,” 
Burkley  reported. 

Burkley  attributed  the  president’s  ability  to 
carry  on  a rigorous  routine,  despite  his  fifty - 
six  years  and  1955  coronary  thrombosis,  to 
“complete  recovery  with  excellent  general 
physical  fitness  and  ability  to  relax  on  short 
notice.” 

The  doctor  reported  that  Johnson  has  a 
daily  supervised  health  routine  at  the  White 
House  “augmented  by  walking  and  at  times 
swimming.”  He  added  that  “a  supervised 
exercise  program  is  done  in  his  bedroom.” 

Johnson  normally  retires  around  midnight, 
Burkley  said,  and  his  normal  bedtime  ^“in- 
frequently” put  off  because  of  work.  He  said 
Johnson  gets  seven  to  eight  hours  sleep  and  that 


he  sleeps  well.  He  usually  awakens  between 
7:00  and  8:00  a.m.,  and  later  takes  a daytime 
nap.  He  occasionally  “does  some  work”  in  bed. 

Johnson  is  on  “no  special  diet”  and  likes  a 
highball  before  dinner.  He  has  not  smoked 
since  his  1955  heart  attack.  His  weight  has 
been  between  205  and  210  pounds,  but  Burkley 
— like  other  physicians  who  have  examined 
Johnson — would  like  him  to  keep  his  weight  “in 
the  200  pound  area.” 

* * * 

With  about  30  of  the  largest  U.S.  cities  ex- 
periencing syphilis  epidemics,  health  authorities 
are  expressing  more  and  more  concern  about  a 
resurgence  in  venereal  diseases. 

Some  experts  in  the  field  believed  ten  years 
ago  that  venereal  disease  would  be  wiped  out  by 
this  time  through  treatment  with  penicillin  and 
other  so-called  “wonder  drugs.” 

But  it  has  not  worked  out  that  way.  Why? 
Pointing  to  sharp  increases  in  venereal  disease 
among  teen-agers,  some  say  a general  decline  in 
the  morals  of  the  nation’s  youth  is  a major 
factor.  Other  reasons  given  by  public  health 
officials  include: 

1.  Steadily  increasing  urbanization  of  the 
population — the  movement  to  the  big  cities, 
where  venereal  disease  rates  have  always  run 
highest. 

2.  Increased  mobility  of  the  population,  such 
as  in  migrant  labor  groups,  and  the  increased 
use  of  the  airplane  and  automobile — permitting 
the  diseases  to  spread  much  faster. 

3.  False  feelings  of  security  against  the 
threat  of  venereal  disease  following  introduction 
of  the  “wonder  drugs.”  But  many  people 
don’t  make  use  of  the  cure  after  they  have  had 
exposure,  especially  in  the  case  of  syphilis, 
where  early  symptoms  may  pass  unnoticed. 

Public  Health  Service  venereal  disease  ex- 
perts say  the  upsurge  in  both  syphilis  and 
gonorrhea  “is  not  confined  to  any  race,  sex, 
socioeconomic  group,  or  geographic  area”  but 
has  occurred  generally  throughout  the  nation. 


Mark  your  calendar  now  . . . 
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Books  Received 


The  following  books  were  received  during  the  month  of  December,  1964  * 


Current  Practice  in  Orthopaedic  Surgery — 
1964.  Volume  2.  Edited  by  John  P.  Adams, 
M.D.  Octavo  of  231  pages,  illustrated.  St. 
Louis,  The  C.  V.  Mosby  Company,  1964. 
Cloth,  $13.50. 

The  Hemophilias.  International  Sym- 
posium— Washington.  Edited  by  Kenneth 
M.  Brinkhous,  M.D.  Octavo  of  412  pages,  il- 
lustrated. Chapel  Hill,  The  University  of 
North  Carolina  Press,  1964.  Cloth,  $7.50. 

Medical  Department,  United  States  Army. 
Blood  Program  in  World  War  II.  Prepared 
and  published  under  the  direction  of  Lieutenant 
General  Leonard  D.  Heaton,  The  Surgeon  Gen- 
eral, United  States  Army.  Editor  in  Chief, 
Colonel  John  Boyd  Coates,  Jr.,  MC,  USA. 
Associate  Editor,  Elizabeth  M.  McFetridge, 
M.A.  Octavo  of  922  pages,  illustrated.  Wash- 
ington, D.C.,  Office  of  the  Surgeon  General, 
Department  of  the  Army,  1964.  Cloth. 

The  Mask  of  Sanity.  By  Hervey  Cleckley, 
M.D.  Fourth  edition.  Octavo  of  510  pages. 
St.  Louis,  The  C.  V.  Mosby  Company,  1964. 
Cloth,  $9.75. 

The  Craft  of  Surgery.  Volume  I & II. 

Edited  by  Philip  Cooper,  M.D.  Octavo  of 
1,510  pages,  illustrated.  Boston,  Little,  Brown 
and  Company,  1964.  Cloth,  $42.50,  a set. 

Handbook  of  Pharmacology.  By  Windsor 
C.  Cutting,  M.D.  Second  edition.  Octavo  of 
647  pages,  illustrated.  New  York,  Appleton- 
Century-Crofts,  1964.  Paper,  $5.95. 

Disaster  Handbook.  By  Solomon  Garb, 
M.D.,  and  Evelyn  Eng,  R.N.,  M.A.  Octavo  of 
248  pages,  illustrated.  New  York,  Springer 
Publishing  Company,  Inc.,  1964.  Cloth,  $4.75. 

Clinical  Endocrinology  and  Its  Physiologic 
Basis.  By  Arthur  Grollman,  M.D.  Octavo  of 
442  pages,  illustrated.  Philadelphia,  J.  B. 
Lippincott  Company,  1964.  Cloth,  $18.50. 

Accident  Research;  Methods  and  Ap- 
proaches. By  William  Haddon,  Jr.,  M.D., 
Edward  A.  Suchman,  and  David  Klein.  Octavo 
of  752  pages,  illustrated.  New  York,  Harper  & 
Row,  1964.  Cloth,  $15. 

Introduction  to  Molecular  Pharmacology. 

By  William  C.  Holland,  M.D.,  Richard  L. 

* Books  received  for  review  are  acknowledged  promptly  in 
this  column.  N o other  obligation  is  assumed  for  the  courtesy 
of  those  sending  them  for  this  purpose.  Selection  for  review 
is  made  on  the  basis  of  merit  and  reader  interest. 


Klein,  Ph.D.,  and  Arthur  H.  Briggs,  M.D. 
Octavo  of  250  pages,  illustrated.  New  York, 
The  Macmillan  Company,  1964.  Cloth,  $7.50. 

Psychodrama  Explained.  By  Dr.  Samuel 
Kahn.  Octavo  of  77  pages.  New  York, 
Philosophical  Library,  1964.  Cloth,  $3.00. 

Industrial  and  Traumatic  Ophthalmology. 
Symposium  of  the  New  Orleans  Academy  of 
Ophthalmology.  Contributors:  Arthur  H. 

Keeney,  M.D.,  Hedwig  S.  Kuhn,  M.D., 
Roderick  MacDonald,  Jr.,  M.D.,  Frank  W. 
Newell,  M.D.,  Joseph  F.  Novak,  M.D.,  Ralph 
W.  Ryan,  M.D.,  and  Lorenz  E.  Zimmerman, 
M.D.  Octavo  of  321  pages,  illustrated.  St. 
Louis,  The  C.  V.  Mosby  Company,  1964. 
Cloth,  $14.50. 

Modern  Treatment.  Volume  1,  Number 
6,  November  1964.  Treatment  of  Head- 
ache. Guest  Editor,  Arnold  P.  Friedman, 
M.D.  Treatment  of  Acid  Peptic  Disease. 

Guest  Editor,  Howard  M.  Spiro,  M.D.  Octavo. 
Illustrated.  New  York,  Hoeber  Medical  Divi- 
sion, Harper  & Row,  Publishers,  1964.  Pub- 
lished Bi-Monthly  (six  numbers  a year).  Paper, 
$16. 

Progress  in  Hematology.  Volume  IV. 
Edited  by  Carl  V.  Moore,  M.D.,  and  Elmer 
B.  Brown,  M.D.  Octavo  of  309  pages,  il- 
lustrated. New  York,  Grune  & Stratton, 
1964.  Cloth,  $13.75. 

Hernia.  Edited  by  Lloyd  M.  Nyhus,  M.D., 
and  Henry  N.  Harkins,  M.D.  Quarto  of  836 
pages,  illustrated.  Philadelphia,  J.  B.  Lippin- 
cott Company,  1964.  Cloth,  $28.50. 

Hypertension  — Blood  Pressure  and  Tox- 
emia of  Pregnancy.  Volume  XII.  Proceed- 
ings of  the  Council  for  High  Blood  Pressure 
Research,  American  Heart  Association, 
Cleveland,  November  15  and  16,  1963. 

Edited  by  Simon  Rodbard,  M.D.  Quarto  of 
95  pages,  illustrated.  New  York,  The  Ameri- 
can Heart  Assoc.,  1964.  Paper,  $2.50. 

Rehabilitation  Medicine.  By  Howard  A. 
Rusk,  M.D.  Second  edition.  Octavo  of  668 
pages,  illustrated.  St.  Louis,  The  C.  V.  Mosby 
Company,  1964.  Cloth,  $15.50. 

Consultation  with  Your  Doctor  for  Per- 
sonal Understanding  of  Marriage.  By 

Jean  J.  Rutherford,  B.A.,  and  Robert  B. 

continued  on  page  500 
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when  congestion  Rah  moves  down 


HOME 
REMEDIES 
ARE  NOT 
ENOUGH 


HYGOMINE 

SYRUP 

Each  teaspoonful  (5  cc.)  contains: 


Hycodan® 

Hydrocodone  bitartrate  . . 5 mg.  \ 

(Warning : May  be  habit-forming)  I ^ ^ 

Homatropine  l ‘ 

methylbromide 1.5  mg.  ) 

Pyrilamine  maleate 12.5  mg. 

Phenylephrine  hydrochloride 10  mg. 

Ammonium  chloride 60  mg. 

Sodium  citrate 85  mg. 


(with  methylparaben  0.13%  and 
propylparaben  0.02%  as  preservatives) 

in  a highly  palatable  cherry-flavored  vehicle 

treats  the  multiple 
symptoms  of  the 

GOUGH/GOLD 

syndrome 


• arrests  both  productive  and  nonproduc- 
tive cough  • decongests  the  airways  • liq- 
uefies secretions  responsible  for  irritation 

• provides  prompt  symptomatic  relief  of 
allergic  symptoms  • is  well  tolerated 

• rarely  causes  constipation 

DOSAGE:  Average  adult  dose— 1 teaspoonful  after 
meals  and  at  bedtime  with  food.  Children  6-12  years , 
V2  teaspoonful ; 3-6  years , % teaspoonful ; 1-3  years, 
10  drops;  6 months  to  1 year,  5 drops.  Administer 
after  meals  and  at  bedtime  with  food.  On  oral  Rx 
where  state  laws  permit. 

CAUTION:  Should  be  used  with  caution  in  patients 
with  known  idiosyncrasies  to  phenylephrine  hydro- 
chloride and  in  those  with  moderate  or  severe  hyper- 
tension, hyperthyroidism  or  advanced  arteriosclero- 
sis. In  these  patients  the  use  should  not  exceed  three 
days.  Hycomine*  Syrup  is  generally  well  tolerated 
but  in  some  patients  drowsiness,  dizziness  or  nausea 
may  occur.  *U.  S.  Pat.  2,630,400 

END0  LABORATORIES  INC. 
Garden  City,  New  York 
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IF  AMPHETAMINE 
SHAKES  HER  UP, 

PUT  HER  ON 
DESBUTAL  GRADUMET 


You  see  this  obese  patient  frequently— overreacts  to  plain 
amphetamine,  but  doesn’t  react  to  less  potent  drugs. 

A practical  solution  is  Desbutal  Gradumet.  Your  patient 
still  gets  an  effective  dose  of  methamphetamine,  but  over- 
stimulation  is  prevented  by  a controlled-release  of  Nem- 
butal® (pentobarbital).  Moreover,  the  drugs  are  made 
available  in  an  optimal  dosage  ratio,  minute  by  minute 
throughout  the  day. 

how  it  works:  Picture  a tablet  with  two  fused  halves. 
In  one  half  is  Desoxyn®  (methamphetamine).  In  the 
other,  Nembutal.  Each  half  has  its  own  release  rate  syn- 
chronized to  the  other.  The  patient  isn’t  upset  by  quanti- 
ties of  drug  being  released  at  intervals,  because  there  are 
no  intervals.  Release  is  continuous  and  controlled.  There 
is  no  reliance  on  enteric  coatings,  enzymes,  motility  or  an 
“ideal”  ion  concentration.  The  only  thing  the  Gradumet 
needs  is  contact  with  fluid. 

Smoothness  is  the  key  to  this  therapy.  And  it  will  be  evi- 
dent the  first  time  your  patient  reports  back  to  you. 

precautions:  Use  with  caution  in  patients  with  hyper- 
tension, cardiovascular  disease,  hyperthyroidism  or  those 
who  are  sensitive  to  ephedrine  and  its  derivatives.  Care- 
ful supervision  advisable  with  maladjusted  individuals. 

DESBUTAL’  GRADUMET 

Methamphetamine  Hydrochloride  and  Pentobarbital  Sodium  in  Long- 
Release  Dose  Form,  Abbott.  Desbutal  10—10  mg.  Methamphetamine,  I 

60  mg.  Pentobarbital.  Desbutal  15  — 15  mg.  Methamphetamine,  90  j abbott  g 
mg.  Pentobarbital.  Gradumet— Long-Release  Dose  Form,  Abbott.  411269 

CALMS  HER  ANXIETIES 
EVEN  AS  IT  CONTROLS  HER 
COMPULSIVE  URGE  TO  EAT 
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Rutherford,  M.D.  Sextodecimo  of  92  pages, 
illustrated.  Chicago,  Budlong  Press  Company, 
1964.  Paper,  $1.50. 

The  Retinal  Vessels.  By  R.  Seitz,  M.D. 
Translated  by  Frederick  C.  Blodi,  M.D. 
Octavo  of  186  pages,  illustrated.  St  Louis,  The 
C.  V.  Mosby  Company,  1964.  Cloth,  $14.50. 

Serum  Proteins  and  the  Dysproteinemias. 
Edited  by  F.  William  Sunderman,  M.D.,  and 
F.  William  Sunderman,  Jr.,  M.D.  Octavo  of 
461  pages,  illustrated.  Philadelphia,  J.  B. 
Lippincott  Company,  1964.  Cloth,  $21.50. 

Psychosomatic  Neurology.  By  Harry  A. 
Teitelbaum,  M.D.  Octavo  of  414  pages. 
New  York,  Grune  & Stratton,  1964.  Cloth, 
$13.75. 

Blood  Coagulation,  Hemorrhage  and 
Thrombosis.  Edited  by  Leandro  M.  Tocan- 


tins, M.D.,  and  Louis  A.  Kazal,  Ph.D.  Octavo 
of  532  pages,  illustrated.  New  York,  Grune  & 
Stratton,  1964.  Cloth,  $17.50. 

Preconscious  Foundations  of  Human  Ex- 
perience. By  Trigant  Burrow.  Edited  by 
William  E.  Galt.  Octavo  of  164  pages.  New 
York,  Basic  Books,  Inc.,  1964.  Cloth,  $5.50. 

Exfoliative  Cytology  in  Gynaecological 
Practice.  By  Erica  G.  Wachtel,  M.D.  Octavo 
of  203  pages,  illustrated.  Washington,  Butter- 
worths,  1964.  Cloth,  $8.95. 

Your  Guide  to  Foot  Health.  By  Morton 
Walker,  D.S.C.  Octavo  of  203  pages,  il- 
lustrated. Chicago,  Follett  Publishing  Com- 
pany, 1964.  Cloth,  $5.95. 

Zinsser  Microbiology.  By  David  T.  Smith, 
M.D.,  Norman  F.  Conant,  Ph.D.,  and  John  R. 
Overman,  M.D.  Thirteenth  edition.  Octavo 
of  1,214  pages,  illustrated.  New  York,  Ap- 
pleton-Century-Crofts,  1964.  Cloth,  $17.75. 


Medical  News 


American  Board  of  Obstetrics  and 
Gynecology 

The  Part  II  (oral  and  clinical  examination) 
for  all  scheduled  candidates  will  be  conducted 
by  the  entire  Board  at  the  Edgewater  Beach 
Hotel,  Chicago,  Illinois,  April  26  through  May  1. 

New  and  reopened  applications  and  requests 
for  re-examination  in  the  Part  II  examination 
for  1966  will  be  accepted  in  the  office  of  the 
Secretary  during  April  and  May,  1965.  Appli- 
cations and  requests  postmarked  later  than  May 
31  will  be  returned  to  the  sender.  Candidates 
are  reminded  that  duplicate  lists  of  patients  dis- 
missed from  their  service  during  the  twelve 
months  immediately  preceding  April  1,  1965, 
must  accompany  application  or  request  to  take 
the  Part  II  examination. 

Current  bulletins  outlining  present  require- 
ments, and  application  forms  may  be  obtained 
by  writing  to  the  Office  of  the  Secretary.  Ap- 
plicants are  urged  to  familiarize  themselves 
with  the  current  rules  and  regulations,  particu- 

Material  for  inclusion  in  the  medical  news  section  must  be 
received  six  weeks  prior  to  publication  date. 


larly  in  view  of  the  various  changes  taking  place 
beginning  this  year. 

Diplomates  of  this  Board  are  requested  to 
keep  the  office  of  the  Secretary  informed  of 
their  current  address.  Address  changes  should 
be  sent  to:  Clyde  L.  Randall,  M.D.,  100 

Meadow  Road,  Buffalo,  New  York  14216. 

Personalities 

Elected.  Peter  G.  Gleason,  M.D.,  Harry  J. 
Pinsky,  M.D.,  and  Irving  B.  Jofife,  M.D.,  all  of 
Rochester,  president,  vice-president,  and  secre- 
tary-treasurer respectively  of  the  Rochester 
Roentgen  Ray  Society  at  its  annual  meeting 
held  January  7.  . .Henry  B.  Nachtigall,  M.D., 
George  M.  Saunders,  M.D.,  and  James  T. 
Daniels,  M.D.,  all  of  New  York  City,  president, 
vice-president,  and  secretary- treasurer  respec- 
tively of  the  American  Academy  of  Compensa- 
tion Medicine.  . .Carl  T.  Nelson,  M.D.,  pro- 
fessor of  dermatology  at  Columbia  University’s 
College  of  Physicians  and  Surgeons,  as  presi- 
dent of  the  American  Academy  of  Dermatology 
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500  ViSO 


all  these  ECG  advantages 


now  from  Sanborn 
for  $695 


The  500  VISO  is  the  finest  cardio- 
graph Sanborn  has  ever  made,  and 
all  its  capabilities  can  be  delivered  to 
your  office  for  $695  complete  (Con- 
tinental U.  S.).  Electronic  circuitry 
and  recording  unit  in  individual  mo- 
dules — plus  numerous  refinements 
in  circuit  and  mechanical  design  — 
not  only  increase  overall  reliability 
but  yield  direct  savings  in  manufac- 
turing costs  and  assembly  time  as  well. 

You  or  your  technician  will  find  the 
500  VISO  quick  to  put  into  opera- 
tion . . . the  new  Redux  Creme  easy 
to  use  and  without  the  clean-up  prob- 
lems of  most  abrasive  paste  electro- 
lytes . . . and  the  “500’s”  chart 
tracings  sharp,  clear  and  free  from 
the  most  commonly-occurring  AC  arti- 
facts. For  complete  details,  call  your 
local  Sanborn  office  now.  Sanborn 
Company,  Waltham,  Mass.  02154 
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IRRIGOL 


for  quantity  irrigations 
—Soothing,  aseptic 

Send  for  clinical  sample 

THE  ALKALOL  COMPANY 

Taunton  30,  Mass. 


NEED  QUICK  RESPONSE? 
Want  Good  Results? 

Experience  proves  that  you  get  both  in 
the  classified  ad  section  of  the  New  York 
State  Journal  of  Medicine. 


Under  the  generic  name 

for  lower  costs  to  your  patients 


Meprobamate  Tablets 

400  mg.  U.S.P. 


U.  S.  Patent  No.  2,724,720 
Quality  controlled  by  West-ward 
Literature  available  on  request 


Do  lower  the  costs  of  prescriptions  to  your 
patients  by  prescribing  West-ward’s  quality 
controlled  generic  name  products. 

West-ward,  Inc.,  745  Eagle  Ave.,  Bronx56,  N.Y. 
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Book  Notes 


Signs  and  Symptoms:  Applied  Pathologic 

Physiology  and  Clinical  Interpretation. 

Edited  by  Cyril  Mitchell  MacBryde,  M.D. 
Fourth  edition.  Quarto  of  971  pages,  illus- 
trated. Philadelphia,  J.  B.  Lippincott  Com- 
pany, 1964.  Cloth,  $14. 

This  work  presents  the  basis  for  analysis  and 
interpretation  of  some  of  the  commonest 
symptoms  which  bring  patients  to  the  physician. 
Emphasis  is  placed  upon  the  pathologic  phys- 
iology of  the  symptom.  Ten  new  specialists 
have  been  added  to  the  contributors,  and  the 
work  has  been  revised  to  include  recently  avail- 
able knowledge. 

Topley  and  Wilson’s  Principles  of  Bac- 
teriology and  Immunity.  By  Sir  Graham 
S.  Wilson,  M.D.,  and  A.  A.  Miles,  M.D.  Fifth 
edition.  Octavo  of  2,563  pages,  2 volumes,  il- 
lustrated. Baltimore,  The  Williams  & Wilkins 
Company,  1964.  Cloth,  $35  a set. 

Now  appearing  in  its  fifth  edition  this  standard 
work  has  been  thoroughly  revised  and  contains 
considerably  more  pages  than  previous  editions, 
due  largely  to  recent  advances  in  virology.  In 
addition  to  newer  material  added,  descriptions 
and  illustrative  tables  of  earlier  workers  have 
been  retained  when  they  led  to  as  sound  con- 
clusions as  those  carried  out  by  more  modern 
technics. 

Emergency  Treatment  and  Management. 
By  Thos.  Flint,  Jr.,  M.D.  Third  edition. 
Duodecimo  of  686  pages,  illustrated.  Phila- 
delphia, W.  B.  Saunders  Company,  1964. 
Cloth,  $8.50. 

This  handbook  is  not  designed  as  a first  aid 
manual  but  presents  the  treatment  and  manage- 
ment of  the  patient  by  the  emergency  physician 
from  first  examination  until  disposition  for  more 
definitive  treatment  can  be  arranged.  The 
whole  field  of  emergency  care  is  presented 
briefly  in  76  sections. 

Diagnostic  Examination  of  the  Eye:  Step- 

by-Step  Procedure.  By  Joshua  Zuckerman, 
M.D.  Second  edition.  Quarto  of  608  pages, 
illustrated.  Philadelphia,  J.  B.  Lippincott 
Company,  1964.  Cloth,  $22.50. 

First  appearing  in  1946,  this  work  provides  a 
step-by-step  approach  to  the  gathering  of  all  the 
information  necessary  for  a complete  picture  of 
the  ophthalmic  patient’s  condition.  Improved 
diagnostic  methods,  new  examination  tools  now 
available,  and  other  advances  have  been  in- 
cluded in  this  edition. 


Modern  Trends  in  Orthopaedics — 4. 
Science  of  Fractures.  Edited  by  John  M.  P. 
Clark,  M.B.  Octavo  of  254  pages,  illustrated. 
Washington,  Butterworths,  1964.  Cloth, 
$11.75. 

One  of  the  Modern  Trends  series,  this  British 
publication  covers  most  recent  advances  in 
compact  form.  Twelve  specialists  in  various 
fields  take  up  different  phases  of  fracture  treat- 
ment in  1 1 brief  chapters. 

Infectious  Diseases  of  Children.  By  Saul 
Krugman,  M.D.,  and  Robert  Ward,  M.D. 
Third  edition.  Octavo  of  423  pages,  illustrated. 
St.  Louis,  The  C.  V.  Mosby  Company,  1964. 
Cloth,  $15.75. 

This  work  provides  a concise  and  handy  descrip- 
tion of  common  infectious  diseases  of  children. 
It  is  written  especially  for  pediatricians,  general 
practitioners,  and  medical  students  dealing  with 
children.  It  has  been  revised  to  include  recent 
advances  in  the  field,  especially  in  the  develop- 
ment of  newer  vaccines. 

Basic  Clinical  Parasitology.  By  Harold  W. 
Brown,  M.D.,  and  David  L.  Belding,  M.D. 
Second  edition.  Octavo  of  318  pages,  illus- 
trated. New  York,  Appleton-Century-Crofts, 
1964.  Cloth,  $6.95. 

Emphasis  is  placed  on  medical  aspects,  pathol- 
ogy, diagnosis,  and  prevention.  Treatment  is 
considered  briefly  and  only  established  methods 
of  treatment  and  chemotherapeutic  agents  of 
proven  value  are  presented.  Pictorial  life 
cycles  are  included  to  make  clear  their  vulnerable 
sites. 

Hypnoanalysis.  By  Lewis  R.  Wolberg,  M.D. 
Second  edition.  Octavo  of  424  pages.  New 
York,  Grune  & Stratton,  1964.  Cloth,  $7.50. 

The  whole  field  of  present  day  thought  on 
hypnoanalysis  is  covered  in  nine  chapters. 
Almost  one  third  of  the  work  is  devoted  to  one 
detailed  case  study. 

Repair  from  Genetic  Radiation  Damage 
and  Differential  Radiosensitivity  in  Germ 
Cells.  Proceedings  of  an  International 
Symposium  held  at  the  University  of 
Leiden,  the  Netherlands,  August  15-19, 
1962.  Edited  by  F.  H.  Sobels.  Octavo  of 
454  pages,  illustrated.  New  York,  The  Mac- 
millan Company,  1963.  Cloth,  $15. 

This  volume  contains  24  papers  presented  in 

continued  on  page  506 
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a rapid-acting  antidepressant 

for  a lift  from  the 
hell  of  depression 


IN  BRIEF 


Action  and  Uses:  Norpramin  (desipramine  hydrochloride) 
is  the  primary  active  metabolite  of  imipramine.  It  differs 
from  earlier  antidepressants  in  its  rapid  onset  of  action. 
Approximately  60  to  70%  of  patients  with  neurotic  or 
psychotic  depressions  will  respond  satisfactorily.  More 
than  half  will  begin  to  improve  in  2-5  days,  others  within  a 
week.  Usually,  patients  not  responding  within  one  week 
are  less  likely  to  improve. 

Indications:  Norpramin  is  useful  in  the  treatment  of: 
neurotic  and  psychotic  depressive  reactions,  and  in  manic 
depressive  or  involutional  psychotic  reactions.  It  may  be 
used  as  co-therapy  with  tranquilizers  in  the  treatment  of 
markedly  agitated  forms  of  depressions. 


Contraindications:  (1)  Norpramin  should  not  be  given 
within  two  weeks  of  treatment  with  a monoamine  oxidase 
inhibitor.  (2)  Because  of  its  autonomic  effects,  it  is  con- 
traindicated in  patients  with  glaucoma,  urethral  or 
ureteral  spasm  and  recent  myocardial  infarction.  (3) 
Severe  coronary  heart  disease  because  of  possible  tachy- 
cardia. (4)  Active  epilepsy  as  it  lowers  the  threshold  for 
epileptiform  seizures. 

Precautions:  (1)  Norpramin  treatment  should  not  be  sub- 
stituted for  hospitalization  or  restraint  if  the  risk  of  homi- 
cide or  suicide  is  considered  grave.  (2)  In  patients  with 
manic  depressive  illness,  Norpramin  may  induce  a hypo- 
manic  state  after  the  depressive  phase  terminates.  (3) 
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NORPRAMIN 


rapid  acting  specific  for  depression 


not  an  MAO  inhibitor 
not  a tranquilizer 

Norpramin  is  an  original  product 
of  Lakeside  research.  It  has  been 
established  to  be  the  primary  active 
metabolite  of  imipramine  and  in 
many  patients  has  been  reported  to 
be  more  rapid  in  onset  of  action— 
2 to  5 days. 

Norpramin  is  specific  for  depression 
and  is  not  recommended  for  anxiety. 
Sid.e  effects  are  usually  mild. 


“.  . . [Norpramin]  appears  to  have  an  im- 
mediate onset  of  action,  which  is  readily 
demonstrable  in  both  humans  and 
animals.” 

Meduna,  L.  J.;  Abood,  L.  G.,  and  Biel,  J.  H.:  Journal  of 
Neuropsychiatry  2: 232-237  (June)  1961. 


“.  . . laboratory  and  clinical  studies  have 
shown  that  imipramine  is  converted  endo- 
genously to  desipramine  [Norpramin] 
which  may  be  administered  instead  with 
more  prompt  onset  of  clinical  effect.” 

Nodine,  J.  A.,  and  Slap,  S.  W.:  Current  Therapeutic 
Research  5:40  (January)  1963. 


”...  responses  can  be  seen  as  soon  as  one 
to  three  days  after  administration.” 

Siegler,  P.  E.:  Medical  Clinics  of  North  America.  48:497 
(March)  1964. 


See  your  Lakeside  representative  or  please  write  for  clinical  data  and  complete  prescribing  information. 


LAKESIDE  LABORATORIES,  INC. 


MILWAUKEE,  WISCONSIN  53201 


Although  animal  teratology  studies  proved  negative,  fur- 
ther clinical  experience  is  necessary  to  establish  safety 
in  human  pregnancy.  (4)  Discontinue  therapy  prior  to 
elective  surgery. 

Adverse  Effects:  Mild  side  effects  may  occur  in  about  1 
of  4 patients.  These  are  usually  well  tolerated.  Side 
effects  include:  dry  mouth,  constipation,  dizziness,  palpi- 
tation, delayed  urination,  “bad  taste”,  sensory  illusion, 
tinnitus,  agitation  and  stimulation,  sweating,  drowsiness, 
headache,  orthostatic  hypotension,  flushing,  nausea, 
cramps,  weakness,  blurred  vision  and  mydriasis,  rash, 
allergy,  altered  liver  function,  ataxia  and  extrapyramidal 
signs. 


Dosage  and  Administration : Optimal  results  are  obtained 
at  about  150  mg./day.  Dosage  over  200-225  mg./day 
increases  incidence  of  side  effects.  Norpramin  may  be 
administered  as  follows:  two  tablets  (50  mg.)  t.i.d.  (150 
mg./day).  Partial  response  may  be  expected  within  2-5 
days;  optimal  response  within  2-3  weeks.  After  optimal 
results  are  achieved  a maintenance  dose  . . . 50-100 
mg./day  . . . should  be  sought. 

Supplied:  Norpramin  (desipramine  hydrochloride)  tab- 
lets of  25  mg.,  in  bottles  of  50  and  500. 
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three  days  of  scientific  session  at  the  inter- 
national symposium  on  basic  aspects  of  present- 
day  radiation  genetics.  Subjects  discussed  in- 
clude such  topics  as  chromosome  breakage  and 
rejoining  processes,  mechanism  of  repair  or 
recovery  of  potential  mutational  of  lethal 
damage,  and  conditions  that  affect  radiosensi- 
tivity both  in  different  types  of  cells  and  within 
the  division  cycle. 


The  Clinical  Examination  of  the  Nervous 
System.  By  G.  H.  Monrad-Krohn,  M.D., 
and  Sigvald  Refsum,  M.D.  Twelfth  edition. 
Octavo  of  474  pages,  illustrated.  New  York, 
Hoeber  Medical  Division,  Harper  and  Row, 
Publishers,  1964.  Cloth,  $8.75. 

Written  especially  for  students,  the  original 
purpose  of  the  author  was  to  provide  a book 
“from  the  clinic  for  the  clinic.”  In  this  edition, 
revisions,  additions,  and  alterations  have  been 
made  in  line  with  current  neurologic  practice. 


Synopsis  of  Pathology.  By  W.  A.  D. 
Anderson,  M.D.  Sixth  edition.  Duodecimo 
of  883  pages,  illustrated.  St.  Louis,  The  C.  V. 
Mosby  Company,  1964.  Cloth,  $9.75. 

Designed  to  present  the  subject  in  a compact, 
concise,  yet  comprehensive  form,  this  work  is 
written  especially  for  medical  and  dental  stu- 
dents studying  general  pathology  and  clinicians 
who  must  maintain  familiarity  with  funda- 
mental principles  of  medical  practice.  Others 
in  the  medical  and  paramedical  fields  will  also 
find  it  useful. 

Textbook  of  Pediatrics.  Edited  by  Waldo 
E.  Nelson,  M.D.  Eighth  edition.  Quarto  of 
1,636  pages,  illustrated.  Philadelphia,  W.  B. 
Saunders  Company,  1964.  Cloth,  $18. 

Written  for  undergraduate  medical  students  as 
well  as  pediatricians  and  general  practitioners, 
this  standard  work  has  been  revised  to  portray 
current  pediatric  knowledge  and  practice. 
Special  emphasis  is  placed  upon  physical, 
mental,  and  emotional  growth  and  development. 


Medical  Meetings 


Buffalo  Academy  of  Medicine 

The  Buffalo  Academy  of  Medicine  will  meet 
at  8:30  p.m.  on  March  3 in  the  Butler  Audi- 
torium of  the  University  of  Buffalo  School  of 
Medicine.  The  meeting  is  in  conjunction  with 
the  annual  meeting  of  the  Buffalo  Obstetrical 
and  Gynecological  Society. 

S.  Leon  Israel,  M.D.,  professor  of  gynecology 
and  obstetrics  and  chairman  of  the  Department 
of  Obstetrics  and  Gynecology  at  the  University 
of  Pennsylvania  Graduate  School  of  Medicine, 
will  be  the  guest  speaker.  His  topic  will  be 
“Ovarian  Causes  of  Infertility.” 

Scanning  symposium 

A scanning  symposium  for  the  informal  ex- 
change of  ideas  on  radioactive  scanning  as  well 
as  presentation  of  cases  and  technics  will  be 
held  March  4 at  8:00  p.m.  in  the  first  floor  con- 
ference room  of  Queens  General  Hospital,  164th 
Street,  Jamaica. 

Participants  are  invited  to  bring  problem 
scans  and  x-ray  films  for  presentation  and  dis- 
cussion during  the  second  hour. 

N.  David  Charkes,  M.D.,  Head,  Radioisotope 
Unit,  Albert  Einstein  Medical  Center,  Phila- 
delphia, will  discuss  “Detection  of  Occult  Bone 
Metastases  by  Scanning  with  Radioisotopes  of 
Strontium.” 

Subsequent  meetings  will  be  held  the  first 
Thursday  of  each  month. 

Material  for  inclusion  in  the  medical  meetings  section  must 
be  received  six  weeks  prior  to  publication  date. 


Lectures  on  dermatology 

“Peripheral  Vascular  Manifestations  in  the 
Skin”  will  be  discussed  by  Jacob  Kahn,  M.D., 
Chief,  Vascular  Service,  Jewish  Hospital  of 
Brooklyn,  on  March  5 at  10:00  a.m.  in  the 
“E”  Building  Auditorium,  Kings  County 
Hospital,  451  Clarkson  Avenue,  Brooklyn. 

The  lecture  is  held  under  the  auspices  of  the 
Division  of  Dermatology  of  the  Department  of 
Medicine,  State  University  of  New  York,  Down- 
state  Medical  Center. 

A postgraduate  course  sponsored  by  the 
Division  of  Dermatology  will  be  given  Wednes- 
days, February  17  and  24,  and  March  10,  17,  24, 
and  31.  Registration  is  limited  to  50  and  must 
be  made  in  advance.  There  is  no  registration 
fee.  The  February  lectures  will  be  held  in  the 
second  floor  lecture  hall  and  the  March  lectures 
in  the  first  floor  lecture  hall  of  the  Basic  Sciences 
Building,  450  Clarkson  Avenue,  Brooklyn,  New 
York. 

Howard  Fox  memorial  lecture 

The  Department  of  Dermatology  of  the  New 
York  University  School  of  Medicine  will  present 
the  seventh  Howard  Fox  Memorial  Lecture  to 
be  delivered  by  Doctor  O.  Braun-Falco,  pro- 
fessor and  chairman,  Department  of  Derma- 
tology, University  of  Marburg,  West  Germany, 
on  April  6 at  3:45  p.m.  in  Alumni  Hall,  550 
First  Avenue,  New  York,  New  York  10016. 
The  title  of  his  talk  will  be  “The  Pathogenetic 
Mechanisms  of  Alopecias.” 
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The  meaningful  pause.  The  energy 
it  gives.  The  bright  little  lift. 
Coca-Cola  with  its  never  too  sweet 
taste,  refreshes  best.  Helps  people 
meet  the  stress  of  the  busy  hours. 
This  is  why  we  say 


things  go 

better,! 

.-with 

Coke 


TRADEMARK® 


Abstracts 


Albanese,  A.  A.,  Woodhill,  M.  L.,  Lorenze, 
E.  J.,  and  Orto,  L.  A.:  Dietary  fats  and  blood 

cholesterol  levels  in  elderly  persons,  New 
York  State  J.  Med.  65:  517  (Feb.  15)  1965. 

A ten-year  study  of  the  efficacy  of  dietary 
control  of  blood  cholesterol  in  137  elderly  women 
with  long-established  food  habits  was  under- 
taken. Corn  oil  margarine  and  peanut  oil 
were  substituted  over  a five-year  period  for 
conventional  animal  and  hydrogenated  vege- 
table shortenings  in  preparation  and  serving  of 
all  meals.  Blood  cholesterol  levels  decreased 
significantly  in  most  of  the  women  during  the 
first  eighteen  to  twenty-four  months  but  sub- 
sequently began  to  rise,  and  within  thirty-six 
to  forty-eight  months,  most  of  the  remaining 
subjects  had  returned  to  their  base  line  levels. 
Substitution  of  a corn  oil  margarine  in  prepara- 
tion of  food  for  34  male  and  female  patients  with 
arteriosclerotic  heart  disease  in  another  in- 
stitution was  associated  with  biochemically 
significant  decreases  in  blood  cholesterol  in  5 of 
17  patients  who  had  had  myocardial  infarction 
and  in  10  of  17  patients  without  myocardial  in- 
farction. 

Morton,  J.  H.,  Cramer,  L.  M.,  Schwartz,  S. 
I.,  and  McDonald,  J.  V.:  Medical  care  in  a 

disaster;  a long-term  problem,  New  York 
State  J.  Med.  65:  530  (Feb.  15)  1965. 

Medical  care  in  a disaster  is  a continuing  prob- 


Discarded hypodermic  syringes 


The  Journal  of  the  American  Medical  Associa- 
tion warns  that  disposable  hypodermic  syringes 
which  are  not  destroyed  are  being  used  by  drug 
addicts  and  also  by  children  as  toy  water  pistols. 

These  disposables  must  now  be  added  to  the 
“alarming  number  and  variety  of  materials” 
that  find  their  way  into  trash  cans,  or  are  kept 
only  half  safe  behind  locked  doors,  a Journal 
editorial  said. 

Reports  from  Illinois  and  New  Jersey  to  the 
U.S.  Bureau  of  Narcotics  have  confirmed  the 
suspicion  that  disposable  syringes  are  being  used 
by  addicts.  In  a letter  to  the  Journal,  pub- 
lished in  the  same  issue,  Joseph  J.  Healy,  super- 


lem rather  than  an  emergency  situation  alone. 
Following  an  airplane  crash,  36  patients 
were  received  and  treated  at  the  University 
of  Rochester  Medical  Center.  Special  measures 
included  placing  all  the  burned  patients  on 
one  floor  and  establishing  a sterile  burn  dressing 
room.  Survival  of  4 critically  injured  patients, 
each  requiring  over  two  months  of  hospitaliza- 
tion, was  made  possible  only  because  of  close 
supervision  over  a prolonged  period  of  time. 


Liebowitz,  H.  R.:  Primary  kidney  disease  in 

patients  with  cirrhosis  of  the  liver,  New  York 
State  J.  Med.  65:  535  (Feb  15)  1965. 

In  50  cirrhotic  patients  examined  at  autopsy 
there  were  13  cases  of  primary  parenchymal 
kidney  disease:  8 of  pyelonephritis,  2 of  pyelo- 
nephritis with  Kimmelstiel-Wilson  disease,  and 
1 each  of  acute  glomerulonephritis,  chronic 
glomerulonephritis,  and  severe  arteriolar 
nephrosclerosis.  Renal  failure  was  the  principle 
cause  of  death  in  7 cases  and  a contributory 
cause  in  4.  It  is  suggested  that  the  encephalo- 
pathic  signs  and  symptoms  manifested  by 
these  patients  were  mainly  on  the  basis  of  am- 
monia intoxication.  The  type  and  dose  of 
antibiotics  used  in  the  treatment  of  urinary 
tract  infections  complicated  by  azotemia  in 
cirrhotic  patients  must  be  selected  carefully  be- 
cause of  problems  in  excretion  and  inactivation 
of  these  agents. 


intendent,  Division  of  Narcotic  Control,  Illinois 
Department  of  Public  Safety,  said  the  final  dis- 
position of  the  used  syringes  and  needles  is  caus- 
ing concern,  since  state  inspectors  have  been 
called  to  investigate  the  possession  of  discarded 
syringes  and  needles  by  children  who  find  them 
in  garbage  cans  or  sometimes  in  city  dumps  and 
who  use  them  as  “squirt  guns.” 

“The  narcotic  drug  laws  of  Illinois  have  very 
stringent  regulations  pertaining  to  the  posses- 
sion, delivery,  sale,  or  exchange  of  hypodermic 
syringes,  hypodermic  needles,  and  similar  in- 
struments,” Healy  adds.  “Illegal  possession 
carries  a heavy  fine.  Since  there  are  so  many 
potential  hazards  to  children,  the  Division  of 
Narcotic  Control  requests  that  all  discarded 
hypodermic  syringes,  needles,  or  similar  instru- 
ments, be  totally  destroyed  by  incineration  or 
other  means.” 
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Abstracts  in  Interlingua 


Albanese,  A.  A.,  Woodhull,  M.  L.,  Lorenzo, 
E.  J.,  e Orto,  L.  A.:  Grassias  dietari  e nivellos 
sanguinee  de  cholesterol  in  subjectos  de  etate 
avantiate  ( anglese ),  New  York  State  J.  Med. 
65:  517  (15  de  februario)  1965. 

Esseva  inter prendite  un  studio  del  efficacia  de 
programmas  dietari  in  le  regulation  del  nivellos 
sanguinee  de  cholesterol  con  un  casuistica  de  137 
feminas  de  etates  avantiate  e characterisate  per 
habitudes  dietari  de  forte  establimento  tradi- 
tional. Margarina  a oleo  de  mais  e oleo  de  ara- 
chide  esseva  substituite  durante  un  periodo  de 
cinque  annos  pro  le  conventional  grassias  animal 
e hydrogenate  grassias  vegetal  in  le  preparation 
de  omne  le  rapastos.  Le  nivellos  sanguinee  de 
cholesterol  in  le  majoritate  del  feminas  declinava 
significativemente  durante  le  prime  dece-octo  a 
vinti-quatro  menses,  sed  subsequentemente  illos 
comenciava  montar,  e intra  trenta-sex  a quaran- 
ta-octo  menses  le  majoritate  del  subjectos  hab- 
eva  retornate  al  nivellos  de  initio.  In  un  altere 
instituto,  le  substitution  de  margarina  a oleo  de 
mais  in  le  preparation  del  repastos  pro  34  pa- 
tientes  de  ambe  sexos  qui  suffreva  de  arterio- 
sclerotic morbo  cardiac  esseva  associate  con 
biochimicamente  significative  declinos  del  cho- 
lesterol sanguinee  in  5 de  17  patientes  qui  hab- 
eva  habite  infarcimentos  myocardial  e in  10  de 
17  patientes  sin  antecedente  de  infarcimento 
myocardial. 

Morton,  J.  H.,  Cramer,  L.  M.,  Schwartz, 
S.  I.,  e McDonald,  J.  V.:  Attendita  medical  in 
un  disastro;  un  problema  perdurative  (anglese), 
New  York  State  J.  Med.  65:  530  (15  de 
februario)  1965. 


Le  problema  del  attendita  medical  in  un  dis- 
astro es  perdurative  e non  simplemente  un  cosa 
de  urgentia  al  tempore  del  disastro  mesme.  Post 
un  accidente  de  aeroplano,  36  patientes  esseva 
admittite  e tractate  al  Centro  Medical  del  Uni- 
versitate  Rochester.  Mesuras  special  esseva  le 
placiamento  de  omne  le  ardite  patientes  in  le 
mesme  etage  e le  installation  de  un  sala  de  band- 
ages sterile  pro  ardituras.  Le  superviventia  de 
4 criticamente  lesionate  patientes,  cata-un  re- 
quirente  plus  que  duo  menses  de  hospitalisation, 
esseva  possibile  solmente  gratias  al  stricte  sur- 
veliantia  durante  un  prolongate  periodo  de 
tempore. 

Liebowitz,  H.  R.:  Primari  morbo  renal  in  pa- 
tientes con  cirrhosis  del  hepate  (anglese),  New 
York  State  J.  Med.  65:  535  (15  de  februario) 
1965. 

In  un  serie  de  50  necropsias  de  patientes  cir- 
rhotic, 13  casos  de  primari  morbo  del  paren- 
chyma renal  esseva  discoperite.  Istos  includeva 
8 casos  de  pyelonephritis,  2 de  pyelonephritis 
con  morbo  de  Kimmelstiel-Wilson,  e 1 casa  cata- 
un  de  glomerulonephritis  acute,  de  glomerulone- 
phritis chronic,  e de  nephrosclerosis  arteriolari 
sever.  Insufficientia  renal  esseva  le  causa  major 
del  morte  in  7 casos  e un  causa  contributori  in  4. 
Es  postulate  que  le  signos  e symptomas  ence- 
phalopathic  que  esseva  manifestate  per  iste 
patientes  esseva  primarimente  conditionate  per 
intoxication  a ammoniaco.  Le  typo  e le  dosage 
del  antibioticos  usate  in  le  tractamento  de  infec- 
tion del  vias  urinari,  complicate  per  azotemia  in 
patientes  cirrhotic,  debe  esser  selectionate  met- 
iculosemente  a causa  del  problema  de  excretion 
e inactivation  de  iste  agentes. 
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In  the  patient,  Ilosone  eradicates , rather  than  merely  inhibits,  streptococci  and  pneu- 
mococci. This  increased  action  is  due  to  the  fact  that  more  erythromycin  reaches 
the  infection  site  because  Ilosone  (i)  is  acid  stable  in  the  stomach,  even  in  the  pres- 
ence of  food,  and  (2)  is  better  absorbed  from  the  intestine. 

Ilosone  produces  peak  levels  of  antibacterial  activity  two  to  jour  times  those  of 
other  erythromycin  preparations.  Furthermore,  these  peak  levels  are  attained  earlier 
with  Ilosone  and  are  maintained  much  longer. 


Side-Effects:  Even  though  Ilosone  is  the  most 
active  oral  form  of  erythromycin,  the  incidence  of 
side-effects  is  low.  Infrequent  cases  of  drug  idio- 
syncrasy, manifested  by  a form  of  intrahepatic 
cholestatic  jaundice,  have  been  reported.  There 
have  been  no  known  fatal  or  definite  residual  ef- 
fects. Gastro-intestinal  disturbances  not  associated 
with  hepatic  effects  are  observed  in  a small  propor- 
tion of  patients  as  a result  of  a local  stimulating  ac- 
tion of  Ilosone  on  the  alimentary  tract.  Although 
allergic  manifestations  are  uncommon  with  the  use 
of  erythromycin,  there  have  been  occasional  reports 
of  urticaria,  skin  eruptions,  and,  on  rare  occasions, 
anaphylaxis.  Contraindications:  Ilosone  is  con- 
traindicated in  patients  with  a known  history  of 
sensitivity  to  this  drug  and  in  those  with  preexist- 


ing liver  disease  or  dysfunction.  Dosage:  Children 
under  25  pounds — 5 mg.  per  pound  of  body  weight 
every  six  hours.  Children  25  to  50  pounds — 125  mg. 
every  six  hours.  Adults  and  children  over  50  pounds 
— 250  mg.  every  six  hours.  For  severe  infections, 
these  dosages  may  be  doubled.  Ilosone  Chewable 
tablets  should  be  chewed  or  crushed  and  swal- 
lowed with  water. 

ILOSONE® 

ERYTHROMYCIN  ESTOLATE 

Additional  information  available  to  physicians 
upon  request. 
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Editorials 


Highlights  of  State  Health  Commissioner’s  report  for  1964  and 
prospects  for  1965 


Vital  statistics  for  1964  released  by  the 
State  Health  Department  place  the  birth 
rate  at  20.1  live  births  per  1,000— the  lowest 
in  eighteen  years. 

The  estimated  death  rate  was  10.5  per 
1,000  and  has  varied  little  over  the  past 
sixteen  years.  The  death  rate  from  heart 
disease  was  453  per  100,000 — the  lowest  in 
ten  years — but  the  death  rate  from  cancer 
was  190  per  100,000,  the  highest  in  nine 
years.  Deaths  from  motor  vehicle  acci- 
dents and  from  cirrhosis  of  the  liver  con- 
tinued to  rise.  Motor  vehicle  accident 
deaths  stood  at  16  per  100,000,  the  highest 
since  1941.  The  cirrhosis  death  rate  is  up 
to  20.6  per  100,000.  An  encouraging  statis- 
tic is  that  deaths  from  poliomyelitis  are 
almost  off  the  chart,  registering  less  than 
.05  per  100,000. 

The  administration  of  public  health  has 
kept  pace  with  scientific  developments  and 
with  legislation  directed  toward  the  quality 
and  availability  of  medical  care  and  en- 
vironmental safety,  as  the  following  activi- 
ties show: 

The  1964  Act  regulating  clinical  labora- 
tories and  blood  banks  came  after  the  State 
Health  Department  reported  instances  of 
private  laboratories  that  were  improperly 
performing  tests  essential  to  the  diagnosis 
and  treatment  of  disease.  Thirteen  spe- 
cialists in  clinical  laboratory  science  were  ap- 
pointed by  Hollis  S.  Ingraham,  M.D., 
State  Health  Commissioner,  to  a clinical 
laboratory  advisory  committee  to  advise  on 
implementing  the  law. 

The  medical  audit  program,  established 
as  a result  of  a 1963  law,  got  underway  in 
1964  as  a cooperative  project  of  the  State 
Health  Department  and  the  Medical  Society 
of  the  State  of  New  York.  The  Empire 
State  Medical,  Scientific  and  Educational 
Foundation,  research  arm  of  the  Society, 
has  been  working  with  a departmental  team 


in  the  Rochester  region  on  an  initial  study. 
The  studies  are  expected  to  yield  guidelines 
that  will  help  physicians  and  hospitals  to 
improve  medical  care  and  make  it  of  uni- 
formly high  quality  throughout  the  State. 

A 1964  law  requires  licensure  of  an  esti- 
mated 15,000  x-ray  technicians.  Applica- 
tions for  the  first  licensing  examination  have 
already  been  sent  out.  Technicians  must 
be  licensed  by  October  1,  1965. 

Other  developments  in  the  medical  care 
field  during  1964  included: 

— Passage  of  the  Metcalf-McCloskey  Act, 
which  provides  that  the  State  Hospital  Re- 
view and  Planning  Council  review  any  ap- 
plication to  establish,  build,  or  renovate  a 
public  or  private  hospital  or  similar  insti- 
tution. The  law  also  authorizes  the  State 
Health  Commissioner  to  review  applications 
from  Upstate  hospitals; 

— A law  requiring  that  county  medical 
directors  be  placed  in  charge  of  reviewing 
applications  for  the  rehabilitation  of  physi- 
cally handicapped  children.  The  Public 
Health  Council  has  set  standards  for  the 
position; 

— Unveiling  of  a master  plan  to  expand 
Roswell  Park  Memorial  Institute,  the  State 
Health  Department’s  cancer  research  hos- 
pital in  Buffalo.  Already  under  construc- 
tion are  a cell  and  virus  building  and  a 
crystallography  center; 

— Establishment  of  a bureau  of  chronic 
respiratory  disease  to  launch  research  on 
bronchitis,  emphysema,  asthma,  and  other 
chronic  respiratory  ailments.  The  death 
rates  from  these  diseases  among  Upstate 
males  increased  from  4 per  100,000  in  1950  to 
14  in  1960; 

— An  intensified  effort  to  cut  deaths  and 
disability  from  heart  diseases  and  strokes. 
The  Department’s  Bureau  of  Heart  Disease 
is  conducting  a far-ranging  program  to  teach 
emergency  heart-lung  resuscitation  to  thou- 
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sands  of  medical  personnel  across  the  State 
and  to  focus  community  resources  on  the 
rehabilitation  of  stroke  victims; 

— The  growth  of  human  leukemic  cells 
at  Roswell  Park  Memorial  Institute,  a 
significant  first  step  toward  the  eventual 
effective  treatment  or  prevention  of 
leukemia; 

— Continued  growth  of  the  State  Health 
Department  as  one  of  the  largest  research 
organizations  in  the  State.  As  evidence  of 
this,  Dr.  Ingraham  noted  that  of  the  $20 
million  spent  on  research  by  the  Depart- 
ment in  1964,  some  $7.3  million  came  from 
such  outside  sources  as  private  foundations, 
voluntary  health  agencies,  and  the  Federal 
government; 

— The  designation  of  three  more  hospitals 
as  rehabilitation  centers,  as  part  of  Governor 
Rockefeller’s  program  to  eventually  have  a 
27-center  network  operating  throughout  the 
State.  Fourteen  centers  have  already  been 
named  to  receive  State  aid.  The  new  addi- 
tions are:  New  York  University  Medical 
Center,  New  York  Medical  College’s  Flower 
and  Fifth  Avenue  Hospitals,  and  St. 
Francis  Hospital  in  Poughkeepsie. 

Developments  in  the  environmental  health 
field  included  the  following: 

— A proposal  by  Governor  Rockefeller, 
December  27,  to  help  finance  a cleanup  of 
New  York’s  waterways  by  issuing  a 1 billion 
dollar  State  bond  issue.  Under  his  recom- 
mended program,  the  State  and  Federal 
governments  would  each  pay  30  per  cent  of 
the  cost  of  sewage  treatment  facilities,  and 
localities  would  pay  only  40  per  cent.  Dur- 
ing the  year  14  state  grants  totaling 
$1,238,000  for  comprehensive  studies  of 
sewerage  needs  were  given  to  groups  of 
municipalities.  A similar  grant  program  * 
for  water  supply  planning,  funded  in  1964, 
had  five  municipal  applicants.  Action  against 
30  municipal  polluters  was  also  recommended 
and  18  Commissioner’s  hearings  were  held; 

— An  air  quality  classifications  system, 
adopted  following  public  hearings.  The 
system  can  be  adopted  by  communities 
that  have  inventoried  their  pollutants  and 
want  to  establish  a control  program; 


—A  legislative  act  establishing  a pesticide* 
control  board  on  April  10,  1964.  The 
board  will  formulate  policy  for  the  State, 
conduct  research,  and  keep  the  public  in- 
formed in  this  field. 

There  were  the  following  developments 
in  the  community  health  field  during  the 
year: 

— Establishment  of  three  new  county 
health  departments  during  the  year  in 
Niagara,  Chautauqua,  and  Orleans  counties, 
bringing  to  19  the  number  established  since 
a 1946  revision  of  the  Public  Health  Law  in- 
creased State  aid  for  such  units.  Orleans 
County  will  share  its  commissioner  with 
Genesee  and  Wyoming  counties.  Over  80 
per  cent  of  the  State’s  population  is  now 
served  by  local  health  departments. 

—During  the  year,  three  cities,  New  York 
City,  Syracuse,  and  Yonkers,  voted  to 
fluoridate  their  water  supplies. 

— Establishment  of  two  more  community 
health  information  and  referral  services,  in 
Syracuse  and  Rensselaer  County,  joining 
four  others  already  in  operation.  These 
services  will  acquaint  people  with  the 
growing  list  of  health  agencies  available  to 
serve  their  medical  care  and  rehabilitation 
needs. 

— Launching  of  a pilot  program  in  Ulster 
County  to  test  a do-it-yourself  method  for 
detecting  cervical  cancer,  which  kills  more 
than  700  women  a year  in  the  State. 

— A Federally  supported  program  to  vac- 
cinate persons  against  poliomyelitis,  diph- 
theria, whooping  cough,  and  tetanus,  now 
in  its  second  year,  with  more  than  2,845,000 
doses  of  polio  vaccine  administered  in  mass 
immunization  drives  around  the  State. 
Local  health  units  also  administered  more 
than  67,500  doses  of  diphtheria-tetanus 
toxoid  and  more  than  57,800  doses  of  the 
triple  vaccine  against  diphtheria,  whooping 
cough,  and  tetanus.  The  drive  is  also 
aiming  to  vaccinate  persons  at  high  risk  of 
exposure  to  smallpox  from  persons  just  en- 
tering the  country  by  air  or  ship. 

Many  and  wide  are  the  responsibilities  of 
the  State  Health  Department . It  can  plainly 
be  seen  that  this  worthy  work  benefits  the 
public  and  the  medical  profession  alike. 
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P REVAILING  INTERPRETATIONS  of  nu- 
merous survey  findings  give  the  im- 
pression that  the  atherosclerosis  problem 
can  be  largely  solved  by  changes  in  eating 
habits.  Although  the  dietary  may  play  an 
important  role,  scientific  and  clinical  proof 
of  a definite  causal  relationship  between  fats 
in  the  diet,  blood  lipids,  and  cardiovascular 
disease  is  still  lacking. 1 These  uncertainties 
notwithstanding,  it  has  been  reported  that 
under  conditions  of  the  metabolism  ward  or 
with  formula  diets  in  trained  persons,  the 
substitution  of  oils  high  in  polyunsaturated 
fatty  acids  for  the  saturated  fats  of  con- 
ventional American  diets  will  lower  blood 
cholesterol  levels.2-5  Examples  of  oils  high 


a ten-year  study  of  the  efficacy  of  dietary 
control  of  blood  cholesterol  in  137  elderly 
women  with  long-established  food  habits 
was  undertaken.  Corn  oil  margarine  and 
peanut  oil  were  substituted  over  a five-year 
period  for  conventional  animal  and  hy- 
drogenated vegetable  shortenings  in  prepara- 
tion and  serving  of  all  meals.  Blood  cho- 
lesterol levels  decreased  significantly  in  most 
of  the  women  during  the  first  eighteen  to 
twenty-four  months  but  subsequently  began 
to  rise,  and  within  thirty-six  to  forty-eight 
months,  most  of  the  remaining  subjects  had 
returned  to  their  base  line  levels.  Substitu- 
tion of  a corn  oil  margarine  in  preparation 
of  food  for  34  male  and  female  patients  with 
arteriosclerotic  heart  disease  in  another  in- 
stitution was  associated  with  biochemically 
significant  decreases  in  blood  cholesterol  in 
5 of  17  patients  who  had  had  myocardial 
infarction  and  in  10  of  17  patients  without 
myocardial  infarction. 


in  unsaturated  fats  are  corn,  cottonseed, 
marine,  soybean,  and  sunflower,  with  a 
P/S  (polyunsaturated  to  saturated  ratio)  of 
5.3  to  3.5.  Saturated  fats,  for  example, 
butter,  oleomargarine,  and  lard,  have  a 
P/S  of  0.5  to  0.3. 

To  achieve  this  biochemical  effect  with 
minimal  changes  in  dietary  habits,  Boyer 
etal.&  undertook  a study  in  which  a palatable 
corn  oil  margarine  was  substituted  for  the 
solid  animal  fats  in  cooking  and  at  the  table. 
Serial  measurements  on  63  women  and  238 
men  (average  age,  sixty  years)  showed 
statistically  significant  decreases  in  blood 
cholesterol  levels  in  the  three-month  period 
following  initiation  of  the  test  diets.  A 
subsequent  thirty- two -week  experiment  by 
McOsker  et  al.1  on  42  male  prisoners  twenty- 
five  to  forty-four  years  of  age,  maintained 
continuously  on  emulsion  feeding  with  seven 
different  test  fats,  showed  that  three  par- 
tially hydrogenated  fats  produced  serum 
cholesterol  responses  lower  than  those  of  the 
fats  consumed  in  the  average  diet  in  the 
United  States.  These  and  other  results8 
suggest  the  further  possibility  that  some  de- 
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Foods  PROTEIN  FAT  CARBO- 

HYDRATE 


FIGURE  1.  The  relative  consumption  of  foods  of 
Osborn  Home  residents.  On  right  is  comparison  of 
nutrients  offered  and  nutrients  consumed. 

pression  of  cholesterol  levels  occurs  at  a 
P/S  ratio  as  low  as  0.5.  Although  these 
feeding  studies  of  limited  duration  have 
shown  beyond  a doubt  that  blood  cholesterol 
and  other  lipid  components  are  significantly 
reduced  by  increases  in  the  ratio  of  poly- 
unsaturated to  saturated  fats  in  the  diet, 
the  need  has  remained  for  tests  of  this  and 
other  dietary  modalities  for  periods  of 
greater  duration. 

To  this  end,  investigations  were  initiated 
by  our  group  some  ten  years  ago  to  establish 
base  lines  and  to  ascertain  the  efficacy  of 
dietary  control  of  blood  cholesterol  in  a 
group  of  women  sixty-eight  to  one  hundred 
years  old  with  long-established  food  habits. 
The  results  of  these  longitudinal  feeding 
studies,  in  which  we  investigated  the  blood 
cholesterol  effects  of  substitution  of  various 
vegetable  oil  products  of  high  P/S  for  animal 
fats  in  conventional  diets,  are  reported 
here.  Our  findings  are  supplemented  with 
observations  on  the  effect  of  the  incorpora- 
tion of  a vegetable  oil  product  in  practical 
therapeutic  diets  served  to  patients  in  the 
immediate  recovery  phase  of  acute  cardio- 
vascular episodes.  An  effort  to  clarify  the 
findings  of  both  feeding  trials  by  fat-loading 
tests  is  described  also. 

Methods 

Feeding  studies.  The  Miriam  Osborn 
Memorial  Home  serves  as  permanent  resi- 
dence for  some  200  women,  carefully  selected 
from  candidates  who  are  in  good  health, 
over  seventy  years  of  age,  and  come  largely 
from  environments  with  better  than  ade- 
quate dietary.  The  menus  of  the  Home  are 
excellent  and  varied,  and  the  food  is  at- 
tractively served  in  pleasant  dining  rooms. 
Frequent  periodic  tabular  analyses  show 


TABLE  I.  Chemical  characteristics  of  food  fats 
employed 


Test 

Period 

Products 

Iodine 

Values 

Poly- 
unsaturated/ 
Satinrated 
Ratio  (P/S) 

1954  to 

Butter 

33  to  35 

0.05  to  0.06 

1959 

Lard 

59  to  64 

0 . 20  to  0 . 25 

Oleomargarine 

75  to  80 

0.40  to  0.50 

1960  to 

Corn  oil  margarine 

85  to  90 

0.8 

1964 

number  1 

Com  oil  margarine 

85  to  90 

1.5 

number  2 
Peanut  oil 

90  to  100 

1.6 

that  the  menus  offer  a daily  average  of 
2,400  calories.9  A diagrammatic  represen- 
tation of  the  results  of  these  measurements 
appears  in  Figure  1.  The  estimated  total 
calorie  intake  (1,560  ± 200)  falls  well  within 
the  range  suggested  for  this  age  group  by  the 
United  Nations  Food  and  Agriculture  Or- 
ganization.10  The  average  daily  protein  in- 
take from  all  sources  was  59  Gm.,  of  which 
23  Gm.,  or  39  per  cent,  was  derived  from 
meat  sources.  It  is  interesting  to  note  that 
only  38  per  cent  of  the  milk  offered  (approxi- 
mately 12  ounces  per  day)  was  consumed, 
while  98  per  cent  of  all  desserts  was  accepted. 
In  general,  protein  rejection  was  greater 
than  rejection  of  fats  or  carbohydrates. 

The  pertinent  available  chemical  char- 
acteristics of  the  food  fats  employed  in  the 
course  of  this  study  are  shown  in  Table  I. 
In  general,  although  not  always,  liquid  fats 
(oils)  contain  a greater  proportion  of  un- 
saturated fatty  acids  than  do  the  solid  fats. 
The  degree  of  unsaturation  of  fatty  acids 
may  be  expressed  by  the  amount  of  iodine 
with  which  they  will  react,  and  this  depends 
on  the  number  of  double  bonds  in  the  fatty 
acid  chain.  The  total  index  of  unsaturation, 
however,  does  not  always  provide  a good 
picture  of  the  fatty  acid  composition,  for 
example,  corn  oil  margarine  number  1 (P/S 
0.8)  and  number  2 (P/S  1.5).  On  the  basis 
of  numerous  nutritional  surveys  and  avail- 
able scientific  evidence,  it  appears  that  the 
polyunsaturated  fatty  acids  may  be  the 
effective  hypocholesterolemic  factors  in  food 
fats.11  The  P/S  ratio,  therefore,  represents 
the  proportion  of  the  polyunsaturated  fatty 
acids  (for  example,  linoleic  and  linolenic 
acids)  to  the  total  saturated  fatty  acids 
(for  example,  palmitic  and  stearic  acids) 
contained  in  food  fats. 

During  the  five-year  period  preceding  our 
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TABLE  II.  Use  of  fats  and  oils  in  preparation  of  food 


Test  Period 

Duration 

(Months) 

Cooking,  Frying, 
and  Baking* 

Table  Spreads! 

Estimated 
P/S  Ratio17 

Institutional  diet 

60 

Animal  fats  and 

Butter 

0.1  to  0 . 3 

hydrogenated 

shortenings 

A 

9 

Com  oil  margarine 

Corn  oil  margarine 

0.2  to  0.3 

number  1 

number  1 

B 

10 

Com  oil  margarine 

Corn  oil  margarine 

0.4  to  0.5 

number  2 

number  2 

C 

3) 

0.6 

D 

31 

| 

0.7 

E 

31 

Peanut  oil 

Corn  oil  margarine 

0.7 

F 

4 

number  2 

0.7 

G 

10 

0.7 

H 

10J 

1 

0.7 

* All  pastries,  cookies,  and  cakes  were  prepared  at  the  Home,  using  the  indicated  test  fats. 

t Analyses  of  the  diet  records  showed  that  15  to  18  per  cent  of  the  total  fat  is  consumed  as  a table  spread,  either  as  butter 
or  the  special  margarines. 


tests  with  vegetable  oil  products,  the  dietary 
fats  of  the  institutional  diet  were  primarily 
of  the  animal  type.  Butter  was  served  at 
the  table,  and  lard  or  hydrogenated  short- 
enings were  used  for  frying,  deep  frying, 
cooking,  and  baking  in  the  kitchen.  The 
butter  at  the  table  constituted  15  to  18  per 
cent  of  the  total  fat  consumed  daily. 
Changes  in  the  fat  composition  of  the  dietary 
effected  in  the  subsequent  years  are  indi- 
cated in  Table  II.  The  product  being 
tested  in  the  kitchen  also  was  employed 
in  the  preparation  of  salad  dressings  and 
frozen  desserts.  To  reduce  further  the 
animal  fat  component  of  the  diet,  all  meats 
were  either  roasted  or  broiled.  A deter- 
mined effort  was  made  by  our  dietitians  at 
all  times  to  maintain  a good  acceptance  of 
the  food  and  to  follow  the  recipe  suggestions 
recommended  by  the  manufacturers  of 
vegetable  oil  products  for  attaining  dietary 
P/S  of  l.12*13  However,  problems  of  ac- 
ceptance limited  this  to  a P/S  of  0.7. 

Plasma  cholesterol  was  determined  by  a 
modification  of  the  method  described  by 
Zlatkis,  Zak,  and  Boyle14  on  fasting  blood 
specimens  collected  over  lithium  oxalate. 
Sampling  was  done  in  two-month  cycles  for 
long  test  periods  and  monthly  for  the  shorter 
trial  periods.  The  individual  determina- 
tions were  always  done  in  duplicate  and  re- 
checked  when  duplicate  differences  were 
greater  than  2 per  cent.  This  measurement 
was  invariably  done  by  the  same  technician 
and,  of  the  many  thousands  of  determina- 
tions, less  than  2 per  cent  had  to  be  repeated 


for  lack  of  agreement  with  our  bench  marks. 
Little,  Van  der  Flier,  and  Shanoff15  have 
shown  that  cholesterol  determinations  are 
representative  for  most  of  the  serum  lipids. 

Clinical  study  in  patients  with  acute 
arteriosclerotic  heart  disease.  To  as- 
certain the  hypocholesterolemic  efficacy  of 
corn  oil  margarine  number  2 (P/S  1.5),  diets 
containing  practical  amounts  of  this  product 
were  fed  to  patients  at  The  Burke  Rehabili- 
tation Center  who  were  diagnosed  as  having 
arteriosclerotic  heart  disease  manifested  by 
recent  acute  episodes  of  myocardial  in- 
farction or  congestive  heart  failure.  For 
the  most  part,  these  patients  were  main- 
tained on  clinically  indicated  low-calorie 
and  /or  low-salt  diets  which  closely  simulated 
those  described  by  the  U.S.  Public  Health 
Service.16  Butter  at  the  table  was  replaced 
by  a low-salt  form  of  margarine  number  2, 
which  was  also  employed  in  the  preparation 
of  all  possible  foods.  Blood  samples  for 
determination  of  cholesterol,  as  previously 
described,  were  collected  on  admission  of  the 
patients  and  at  biweekly  intervals  there- 
after for  the  duration  of  their  stay. 

Load  tests.  These  measurements  were 
carried  out  on  adult  subjects  who  were  in- 
structed to  refrain  from  eating  after  mid- 
night and  to  consume  only  a standard,  fat- 
free,  200-calorie  breakfast  (fruit  juice,  dry 
toast,  and  black  coffee)  between  7:30  and 
8:00  a.m.  on  the  day  of  the  test.  The  com- 
position of  the  test  meals,  as  determined 
from  available  data,9’ 17  is  shown  in  Table  III. 

Blood  samples  were  collected  over  lithium 
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TABLE  III.  Proximate  composition  of  test  luncheons 


T1  o 1 nri' r*  ('nmnncifiGn 

Meal 

Constituents  and  Grams  of  Each 

Total 

Calories 

C'd.IUl  It  UilljJUol  LI  Oil 

Carbo- 
Protein  hydrate 

(Per  (Per 

Cent)  Cent) 

Fat 

(Per 

Cent) 

P/S* 

A 

Scallops,  135;  potatoes,  56  (cooked 
in  69  Gm.  butter);  tartar  sauce, 
20;  ketchup,  14;  olives,  28 

829 

11 

13 

76 

0.2 

B 

Meal  A,  cooked  with  69  Gm.  mar- 
garine number  2 

829 

11 

13 

76 

1.7 

C 

Meal  A cooked  with  56  Gm.  peanut 
oil 

819 

11 

13 

76 

1.5 

* Amount  of  linoleic  acid  divided  by  total  saturated  fatty  acids. 


oxalate  by  venipuncture  prior  to  (noon)  and 
three  hours  after  the  test  luncheons.  The 
samples  were  spun  immediately  in  a clinical 
centrifuge  (International  SB)  for  five  min- 
utes at  2,000  r.p.m.  in  a 15-cm.  radius. 
Calculations  from  the  nomograms  of  Dole 
and  Hamlin18  indicate  that  under  these  con- 
ditions the  estimated  “G  per  minute”  is 
9,750  units,  and  the  lower  limit  of  particle 
size  is  45  millimicrons.  The  turbidity  was 
measured  in  the  Klett -Summer son  colorim- 
eter with  filter  number  66.  Although  this 
determination  is  relatively  simple,  it  is 
important  to  time  the  centrifugation  period 
accurately,  discard  all  hemolyzed  specimens, 
and  mix  the  plasma  thoroughly  before 
reading  in  the  colorimeter.  Failure  to  stand- 
ardize the  centrifugation  procedure  may 
minimize  or  obscure  extant  biophysical 
differences  of  the  sample. 

In  the  early  stages  of  these  investigations 
on  fat  metabolism,  the  turbidimetric  deter- 
minations were  supplemented  by  trigly- 
ceride measurements.19-20  The  latter  test 
was  subsequently  eliminated  because  our 
experience  reaffirmed  the  parallelism  of 
changes  in  these  two  criteria  previously 
noted  by  other  investigators.21.22  Further- 
more, the  simplicity  of  the  nephelometric 
test  permits  accurate  screening  and  testing 
of  a«  large  number  of  patients  in  a very  short 
period  of  time. 

Results 

Feeding  studies.  Although  the  blood 
cholesterol  for  both  men  and  women  of  all 
ages  has  been  found  to  vary  over  a con- 
siderable range,  a general  but  significant 
rise  in  level  occurs  in  many  persons  between 
the  third  and  seventh  decade  of  life,  followed 
by  a fall  during  the  subsequent  decades.23 


AGE , IN  YEARS 


FIGURE  2.  Relation  of  age  to  blood  cholesterol 
levels. 


The  report  of  Kountz  et  al .24  suggests  that 
the  peak  of  the  blood  cholesterol  curve 
occurs  one  decade  later  in  women  than  it 
does  in  men.  A comparison  of  our  measure- 
ments obtained  from  1954  to  1959 25  with 
those  of  Swanson  et  al.26  and  Mattson27 
for  comparable  groups  is  shown  in  Figure  2. 
It  is  apparent  that  the  downward  trend 
which  starts  in  the  seventh  decade  continues 
through  the  eighth,  ninth,  and  probably 
tenth  decades.  This  apparent  fall  in  blood 
cholesterol  concentration  may  be  due  to  an 
actual  decrease  in  cholesterol  with  advancing 
age,  or  may  be  a residue  of  values  charac- 
teristic of  persons  who  have  survived  past 
the  age  of  the  blood  cholesterol  peak,  or  may 
be  the  result  of  stress  and  change  of  en- 
vironment. 

It  is  now  well  established  that  obesity 
from  overeating  often  contributes  to  the 
hypercholesterolemia  of  the  aged.  The  re- 
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FIGURE  3.  Relation  of  relative  body  weightto  blood 
cholesterol  levels.  Deviations  of  observed  weight 
from  desirable  weight  (1951  tables,  Metropolitan 
Life  Insurance  Company)  are  reported  as  percent 
of  standard  weight  in  reference  to  the  age-height- 
weight  parameter. 

lation  of  body  weight  to  average  blood 
cholesterol  levels  found  in  our  group  of 
elderly  women  during  1954  to  1959  is  shown 
in  Figure  3.  It  appears  significant  that  in 
this  group  there  was  very  little  variation  in 
the  blood  cholesterol  level  for  persons  whose 
body  weight  ranged  from  70  to  130  per  cent 
standard.  The  slight  dip  in  the  80  to  90 
per  cent  standard  category  might  be  attrib- 
uted to  the  relatively  greater  deviation 
(±50)  in  this  group,  as  contrasted  to  the 
average  deviation  (±30)  found  in  all  the 
other  weight  groups.  The  fall  in  blood 
cholesterol  level  for  the  weight  group  of  60 
to  70  per  cent  standard  is  statistically 
significant  and  can  be  attributed  in  part  to 
the  fact  that  9 of  these  11  subjects  were  over 
eighty  years  of  age  (Fig.  2)  and  in  part  to 
their  being  relatively  underweight. 


A comparison  of  the  results  of  analyses  of 
diet  records  maintained  during  the  period  of 
the  institution  diet,  1954  to  1959,  and  the 
subsequent  test  periods  A through  H (1960 
to  1964),  is  shown  in  Table  IV.  It  is  ap- 
parent that  the  basic  foods,  and,  in  partic- 
ular, the  fat  consumption  of  the  residents  of 
the  Home  remained  essentially  the  same 
throughout  the  decade  of  study.  The 
slight  downward  shift  in  total  calorie  intake 
is  characterized  by  a reduction  in  fat  intake 
that  would  favor  a decrease  in  blood  choles- 
terol. However,  the  observed  changes  in 
blood  cholesterol  levels  may  more  reasonably 
be  ascribed  to  variations  in  quality  rather 
than  quantity  of  fat  in  the  diet.  Some 
typical  menus  of  the  Home  appear  in  Table 
V. 

Our  subjects  were  divided  arbitrarily  into 
four  groups  on  the  basis  of  average  choles- 
terol values  obtained  during  the  institution 
diet  period  (Table  VI).  The  individual 
levels,  it  should  be  mentioned,  represent  a 
metabolic  legacy  of  three-score  and  ten,  and 
more,  years  of  using  saturated  food  fats. 
It  will  be  noted  that  the  initial  age  range  in 
each  group  is  quite  similar.  However,  the 
small  number  of  subjects  in  Group  A (blood 
cholesterol  levels  300  mg.  or  more  per  100 
ml.)  suggests  that  those  with  lower  choles- 
terol levels  (Groups  B,  C,  and  D)  represent 
the  more  resistant  segment  of  the  Home 
population.  It  is  also  apparent  that  the  de- 
gree of  clinically  ascertained  cardiovascular 
involvement  is  not  closely  related  to  the 
initial  level  of  blood  cholesterol  or  the  re- 
sponse of  blood  cholesterol  to  the  test  diets. 

From  the  graphic  representation  of  data 
collected  during  the  decade  1954  to  1964 
(Fig.  4),  it  is  apparent  that  the  response  of 


TABLE  IV.  Proximate  composition  of  estimated  average  daily  food  intake  of  residents  of  Osborn  Memorial 

Home 


Meal 

Distribution 

- — ■ — Control  Period 
Number 

of  Proteins 

Calories  (Gm.) 

(1954  to  1959)*—- > 
Carbo- 
hydrates Fats 

(Gm.)  (Gm.) 

Test  Period  (1960  to  1964)  f . 

Number  Carbo- 

of  Proteins  hydrates  Fats 

Calories  (Gm.)  (Gm.)  (Gm.) 

Breakfast 

323 

9 

38 

15 

284 

10 

43 

8 

Dinner 

584 

25 

58 

28 

609 

26 

70 

25 

Supper 

649 

20 

77 

29 

509 

19 

52 

25 

Range  of  daily 
total 

1,556  ± 
197 

54  ± 8 

173  ± 24 

72  ± 11 

1,402  ± 
200 

55  ± 3 

165  ± 30 

58  ± 4 

Calories,  per 
cent  total 
intake 

... 

14 

44 

42 

16 

47 

37 

* Results  based  on  tabular  analyses  of  389  study  periods, 
t Results  based  on  tabular  analyses  of  441  study  periods. 
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TABLE  V.  Typical  menus  at  the  Miriam  Osborn 
Memorial  Home 


Breakfast 

Dinner 

Supper 

Orange  juice 

October  8,  1962 
Tomato  juice 

Soup 

Farina 

Liver  with  braised 

Potato  pancake 

onions 

with  syrup 

Cold  cereal 

Whipped  potatoes 

Apple  sauce 

Boiled  eggs 

Peas  and  celery 

Hearts  of  lettuce 

Mandarin  oranges 

Jamaica  relish 

Thousand  Island 

Toast,  butter 

Peach  upside- 

dressing 
Chocolate  pud- 

down cake 

ding  with 

Peach  jelly 

Beverage 

whipped  cream 
Beverage 

Kadota  figs  with 

January  10,  1955 
Chicken  fricassee 

Soup 

orange  slices 

with  steamed 

Hominy  grits 

rice 

Buttered  carrots 

Home  baked 

and  peas 

beans  with  pork 

Cold  cereal 

Endive  salad  with 

Chili  sauce 

Fried  eggs 

French  dressing 
Chocolate  sundae 

Pear  and  cream 

Toast,  butter 

cheese  salad 
with  mayon- 
naise 

Orange  marmalade 

Beverage 

Bread,  butter,  jam 

Beverage 

Beverage 

the  groups  to  test  diets  of  a P/S  ratio  of 
0.4  to  0.7  seems  to  depend  roughly  on  the 
initial  blood  cholesterol  level.  The  greatest 
individual  as  well  as  average  fall  occurred  in 
periods  C and  D.  This  was  followed  by  a 
slow  climb  to  the  pretest  diet  levels  in  most 
subjects. 

In  period  A,  cholesterol  determinations 
were  made  on  most  of  the  women  at  tri- 
monthly intervals.  In  this  nine-month  test 
period,  corn  oil  margarine  number  1 replaced 
butter  at  the  table  and  all  fat  substances 
used  in  food  preparation.  The  data  (Fig. 
4)  indicate  that  on  this  regimen  the  choles- 
terol averages  for  all  four  groups  increased 
slightly  from  the  institutional  diet  averages. 
However,  the  differences  between  the  aver- 
ages were  not  found  to  be  statistically  signif- 
icant at  the  5 per  cent  level.  It  may  be 


concluded,  therefore,  that  the  change  to 
margarine  number  1 (P/S,  0.8)  did  not 
significantly  alter  the  average  serum  choles- 
terol levels  from  those  found  on  the  institu- 
tional diet. 

In  experimental  period  B,  the  cholesterol 
levels  for  all  women  were  determined  twice 
during  the  first  five  months  and  twice  again 
during  the  next  five  months.  In  this  ten- 
month  period,  corn  oil  margarine  number  2 
(P/S  1.5)  replaced  margarine  number  1 at 
the  table  and  in  the  kitchen.  It  will  be 
seen  that  except  in  Group  D this  dietary 
change  significantly  decreased  the  average 
serum  cholesterol  levels,  as  compared  with 
those  found  in  period  A. 

In  period  C,  corn  oil  margarine  number  2 
was  continued  at  the  table,  but  peanut  oil 
was  used  in  its  place  in  all  cooking  proce- 
dures. The  decrease  of  the  average  serum 
cholesterol  levels  found  in  period  B con- 
tinued at  an  accelerated  rate  in  this  three - 
month  interval.  Indeed,  the  previously  un- 
affected cholesterol  values  of  Group  D also 
fell  sharply  with  the  substitution  of  peanut 
oil  for  margarine  number  2 in  the  cooking. 
This  effect  cannot  be  attributed  to  a dif- 
ference in  linoleic  acid  content,  since  both 
margarine  number  2 and  peanut  oil  contain 
about  the  same  amount  of  this  essential 
fatty  acid.  It  is  possible  that  the  acceler- 
ated lowering  may  have  been  due  to  the  fact 
that  the  peanut  oil  supplied  less  transacids 
than  the  corn  oil  margarine  number  2 that 
it  replaced  in  the  kitchen.28  This  possibility 
requires  further  study.29 

In  period  D,  the  use  of  margarine  number 
2 was  continued  at  the  table,  and  peanut  oil 
was  continued  in  the  kitchen.  In  this  three- 
month  interval  a small  increase  in  cholesterol 
averages  was  observed  for  all  groups.  How- 
ever, the  changes  were  not  significant  at  the 


TABLE  VI.  Incidence  of  cardiovascular  disease  and  blood  cholesterol  levels 


Average 

Blood  Number  of  Patients  with 

Number  Age  Cholesterol,  Number  of  Patients  with  Given  Blood  Cholesterol  Varia-  Mortality 
of  Range,  1954  to  1959  Degree  of  Clinically  Apparent  tions.  Periods  A to  Ff  1960  to 

Subjects,  1959  (Mg.  per  100  Cardiovascular  Disease*  De-  No  In-  1963  (Per 

Group  1959  (Years)  Ml.)  None  +2  +3  +4  crease  Change  crease  Cent) 


A 

10 

75  to  96 

300  and 
over 

3 

3 

4 

9 

1 

0 

40 

B 

41 

71  to  94 

299  to  250 

18 

15 

1 

7 

34 

5 

2 

45 

C 

63 

71  to  94 

249  to  200 

25 

18 

4 

16 

46 

16 

1 

41 

D 

23 

68  to  99 

199  to  150 

10 

5 

1 

7 

14 

3 

6 

70 

Totals 

137 

56 

41 

6 

34 

103 

25 

9 

* None  of  the  test  subjects  fell  into  category  1 of  cardiovascular  disease. 

t No  change  is  defined  here  as  individual  variations  in  blood  cholesterol  levels  of  less  than  ±10  mg.  per  100  ml.  between  test 
periods  A to  F.  Variations  above  this  range  are  tallied  as  increases  and  those  below,  as  decreases. 
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FIGURE  4.  Longitudinal  effect  of  P/S  ratio  of  diet  on  blood  cholesterol  levels  of  elderly  women. 


5 per  cent  level.  The  slightly  higher  P/S 

ratio,  0.7,  calculated  for  this  and  all  sub- 

sequent periods,  was  attained  by  increased 

restrictions  on  salad  dressings,  eggs,  and, 

especially  on  cheese. 

During  periods  E,  F,  G,  and  H,  the  dietary 

fat  supplements  and  regimens  remained  the 

same  as  in  period  D.  In  period  E,  the  up- 

ward trend  of  the  cholesterol  levels  first 

noted  in  period  D continued;  they  were 

significantly  higher  for  all  groups  than  the 

averages  found  after  the  first  corn  oil  mar- 

garine number  2-peanut  oil  diet  (period  C). 

In  period  F,  a significant  rise  in  cholesterol 

levels  was  noted  for  Groups  A,  B,  and  C but 

not  for  Group  D.  In  period  G,  the  in- 

crease continued  but  only  significantly  for 

Group  B.  Last,  in  period  H,  Groups  B,  C, 

and  D showed  small  decreases  in  cholesterol 

levels  that  were  not  significant  at  the  5 per 

cent  level.  Group  A,  on  the  other  hand, 

showed  a marked  increase  in  cholesterol 

level;  this,  however,  is  challengeable,  be- 

cause Group  A was  by  then  composed  of 

only  3 survivors  from  the  original  10  sub- 

jects. 


These  data  led  us  to  examine  experimental 
factors  that  might  contribute  to  the  un- 
expected findings.  The  first,  of  course,  is 
the  age  accrued  to  our  subjects  during  the 
ten-year  period  of  study.  However,  as 
noted  from  our  data  and  those  of  Swanson 
et  aZ.5 * * * * * * * * * * * * * * * * * * * * 26 * * *  (Fig.  2),  this  parameter  would  tend 
to  decrease  rather  than  increase  blood  choles- 
terol levels.  The  second  possibility,  in- 
creased food  and  especially  fat  intake,  is 
contraindicated  by  analyses  of  the  diet  rec- 
ords (Table  IV).  In  point  of  fact,  in  the 
test  period,  1960  to  1964,  the  average  daily 
intake  was  some  150  total  calories  less,  with 
5 per  cent  less  fat  calories,  than  in  the  control 
period,  1954  to  1959.  The  report  of  Rhoads 
and  Barker30  indicates  that  the  level  of  total 
fat  may  be  as  important  as  the  type  of  fat  in 
lowering  blood  cholesterol. 

The  third  possibility,  that  our  diet  records 
might  contain  some  unsuspected  inac- 
curacies, was  ruled  out  by  a detailed  ac- 
counting of  all  food  purchases  of  the  Home 
during  the  five-year  test  interval.  The 
nutritional  implications  of  the  accord  of 
food  purchases  with  consumption  were 
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TABLE  VII.  Blood  cholesterol  changes  associated  with  various  therapeutic  diets  containing  practical 
amounts  of  corn  oil  margarine  number  2 in  patients  with  arteriosclerotic  heart  disease  with  and  without 

myocardial  infarction 


Age 

(Years) 

Sex 

Per  Cent  S*  Dietary  Notes 

Cholest* 

erol  Values 

Maximum 
- Change 

Admission 

(ivig,  pci  1UU  IVll. ) 

Week  2 

liuspiuu  otay 

Week  4 

Week  6 

(Mg.  per 
100  Ml,.) 

. . . . tt  1 t^-  ,,  T 1 T r 

63 

M 

92 

Regular  diet 

102 

159 

170 

172 

+ 70 

62 

M 

103 

Regular  diet 

292 

344 

305 

324 

+ 52 

60 

M 

71 

Low-salt  diet 

257 

274 

294 

+37 

59 

M 

96 

1,500-calorie, 

207 

234 

+ 27 

low-fat  diet 

48 

F 

Regular  diet 

290 

316 

+ 26 

80 

F 

1,000-calorie, 

362 

388 

+ 26 

low-salt  diet 

45 

M 

104 

1,800-calorie  diet 

274 

298 

296 

+ 24 

73 

M 

67 

Regular  diet 

245 

264 

+ 19 

54 

F 

100 

1 ,500-calorie 

250 

260 

+ 10 

diabetic  diet 

58 

F 

100 

1,000-calorie,  low- 

338 

342 

334 

+ 6 

salt  diet 

56 

F 

88 

Low-fat  diet 

371 

376 

+ 5 

72 

F 

93 

Regular  diet 

372 

366 

- 6 

71 

M 

110 

1,800-calorie  diet 

286 

272 

-14 

66 

F 

93 

Regular  diet 

303 

298 

296 

269 

-34 

35 

M 

113 

1,000-calorie  diet 

246 

198 

219 

222 

-48 

65 

F 

100 

Low-salt  diet 

258 

213 

190 

184 

-74 

54 

F 

100 

Regular  diet 

. 420 

344 

-76 

wiuiuui  iviyuccuuiai  luia 

69 

F 

74 

Regular  diet 

193 

238 

190 

+ 45 

54 

M 

121 

Low-sodium 

223 

250 

256 

+ 33 

diabetic  diet 

65 

M 

99 

Low-salt  diet 

254 

279 

246 

+ 25 

74 

F 

80 

1,500-calorie 

207 

231 

+ 24 

low-salt  diet 

69 

F 

85 

Low-salt  diet 

230 

238 

+ 8 

70 

M 

93 

Salt-poor  diet 

214 

217 

+ 3 

63 

F 

73 

Low-sodium  diet 

312 

313 

+ 1 

74 

F 

79 

Low-salt  diet 

211 

197 

220 

-14 

64 

F 

Low-sodium  diet 

212 

195 

209 

-17 

55 

M 

100 

Low-salt  diet 

200 

183 

198 

-17 

58 

M 

94 

Regular  diet 

250 

230 

-20 

83 

M 

74 

Low-sodium  diet 

250 

230 

-20 

75 

F 

Low-salt  diet 

284 

263 

-21 

78 

M 

Low-salt  diet 

292 

280 

270 

-22 

61 

M 

83 

Low-sodium  diet 

208 

184 

-24 

72 

M 

73 

Salt-free  diet 

214 

192 

178 

-36 

78 

M 

100 

1,800-calorie  diet 

168 

159 

119 

-49 

* “Per  Cent  S”  indicates  numerical  comparison  of  observed  height-age- weight  parameter  to  values  of  the  1951  Metropolitan 
Life  Insurance  tables. 


further  verified  by  the  observation  that  in 
the  period,  July,  1961,  to  June,  1962,  when 
the  blood  cholesterol  levels  began  their  up- 
ward trend,  the  body  weight  of  22  subjects 
showed  an  average  decrease  of  4 pounds,  81 
subjects  showed  no  change,  and  18  sub- 
jects showed  an  average  increase  of  4 pounds. 
It  is  of  interest  to  note  that  in  these  18  sub- 
jects the  highest  gains  in  body  weight  were 
associated  with  only  slight  increases,  and 
some  decreases,  in  blood  cholesterol  levels. 

Although  these  results  appear  to  be  at 
odds  with  many  reports  in  the  literature,2-7 
the  contradiction  may  be  explained  by  the 
fact  that  with  but  one  exception  none  of  the 
reported  feeding  studies  was  of  a duration 
equal  to  ours.  This  single  exception,  a re- 
cent study  by  Watson,31  covered  observa- 
tions over  a period  of  four  years  on  the  ad- 
ministration of  corn  oil  in  the  management 


of  patients  following  myocardial  infarction. 
After  a significant  initial  fall,  which  per- 
sisted for  some  two  years  in  most  subjects, 
cholesterol  values  returned  to  or  near  pre- 
test levels  at  the  end  of  four  years.  It 
would  appear  from  our  results  and  those  of 
Watson  that  there  is  a real  need  for  longitu- 
dinal studies  in  man  for  the  practical  evalua- 
tion of  new  dietotherapeutic  modalities. 
The  problem  in  this  instance  is  not  one  of 
clinical  contraindication  but  one  of  possible 
overdependence  on  vegetable  oil  products  as 
hypocholesterolemic  agents  having  prophy- 
lactic properties  in  cardiovascular  diseases. 

Of  course,  the  possibility,  if  not  the  proba- 
bility, exists  that  depression  of  blood  choles- 
terol levels  could  have  been  maintained  for 
a longer  period  by  increases  in  the  P/S  ratio 
of  the  diet.  However,  the  long-established 
food  habits  of  our  subjects,  which  include  a 
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TABLE  VIII.  Summary  of  blood  cholesterol  effects  of  various  therapeutic  diets  prepared  with  corn  oil 

margarine  number  2 


Diagnosis 

Number  of 
Patients 

Average 
Blood 
Cholesterol 
on  Admission 
(Mg.  per  100 
Ml.) 

Number  of  Patients  with  Given 
Maximum  Cholesterol  Change 
(A  Mg.  per  100  ml.)* 

±0  to  9 +10  or  More  —10  or  More 

Arteriosclerotic  heart  disease 
with  myocardial  infarction 

17 

287 

3 9 5 

Arteriosclerotic  heart  disease 
without  myocardial  infarction 

17 

231 

3 4 10 

* A mg.  per  100  ml.  represents  the  di9erence  in  cholesterol  level  between  the  test  and  pretest  period  values. 


predilection  for  fried  foods,  for  example, 
potatoes  and  doughnuts,  precluded  the  suc- 
cess of  the  dietary  artifacts  necessary  for 
this  purpose. 

Clinical  study  of  patients  with  acute 

ARTERIOSCLEROTIC  HEART  DISEASE.  The 
changes  in  blood  cholesterol  levels  observed 
in  patients  recovering  from  recent  acute 
episodes  of  cardiovascular  disease  at  The 
Burke  Rehabilitation  Center  are  collected 
in  Table  VII.  In  view  of  prevailing  im- 
pressions regarding  the  prognostic  signif- 
icance of  blood  cholesterol  levels  in  cardio- 
vascular diseases,  it  is  of  interest  to  note 
that  these  ranged  from  102  to  420  mg.  per 
100  ml.  for  both  diagnostic  categories,  with 
the  majority  of  patients  falling  well  within 
the  normal  range  of  225  to  275  for  their  age 
range.1  However,  the  average  value  for 
patients  after  myocardial  infarction  is  signif- 
icantly higher  than  that  of  the  patients 
with  arteriosclerotic  heart  disease  without 
myocardial  infarction  (Table  VIII).  Under 
the  conditions  of  these  tests,  the  observed 
cause-and-effect  relationship  of  blood  choles- 
terol change  to  dietary  regimen,  especially 
with  reference  to  the  use  of  corn  oil  mar- 
garine, is  obviously  open  to  some  question. 
However,  we  feel  that  these  findings  repre- 
sent the  type  of  study  on  which  practicing 
physicians  often  must  make  their  clinical 
judgments.  It  will  be  noted  that  3 patients 
in  each  of  the  cardiovascular  groups  showed 
cholesterol  changes  of  less  than  ±10  mg. 
per  100  ml.,  which  we  do  not  consider  signif- 
icant. Among  the  patients  with  arterio- 
sclerotic heart  disease  without  myocardial 
infarction,  4 showed  increases  of  from  -f  24  to 
+45  mg.  per  100  ml.  in  blood  cholesterol; 
whereas  a change  of  from  +10  to  +70  mg. 
per  100  ml.  in  blood  cholesterol  was  ex- 
perienced by  9 patients  with  arteriosclerotic 


heart  disease  who  had  had  myocardial  infarc- 
tion. Decreases  in  cholesterol  occurred  in  10 
of  the  former  ( — 14  to  —49  mg.  per  100  ml.) 
and  in  only  5 of  the  latter  (myocardial  infarc- 
tion) patients  ( — 14  to  —76  mg.  per  100  ml.). 
These  differences  may  have  practical  im- 
plications in  the  efficacy  of  dietary  manage- 
ment of  the  two  categories  of  cardiovascular 
disease  and  should  be  studied  more  ex- 
tensively. Finally,  these  limited  data  in- 
dicate that  the  direction  of  change  of  blood 
cholesterol  associated  with  various  dietary 
modalities  is  not  overtly  related  to  age,  sex, 
stature,  or  blood  cholesterol  value  on  ad- 
mission. 

Load  tests.  The  foregoing  observations 
suggested  that  the  use  of  fats  high  in  poly- 
unsaturated fatty  acids  in  the  diet  for  pro- 
longed periods  may  be  of  limited  value  in 
the  control  of  hypercholesterolemia.  In  a 
preliminary  attempt  to  gain  some  insight 
into  the  biochemical  and  adaptive  mech- 
anisms involved,  studies  were  initiated  in 
1963  in  which  blood  cholesterol,  trigly- 
cerides, and  postprandial  lipemia  were 
measured  following  ingestion  of  isocaloric, 
isonitrogenous  test  meals  containing  fats  of 
different  P/S  ratios,  for  example,  butter, 
peanut  oil,  and  corn  oil  margarine.32  In  the 
first  assays,  serial  measurements  done  from 
one  to  six  hours  after  feeding  of  the  test 
luncheons  showed  that  the  peak  for  tri- 
glycerides and  plasma  turbidity  and  the 
most  consistent  response  occurred  at  the 
experimentally  convenient  and  nutritionally 
physiologic  three-hour  interval33  (Fig.  5). 
Accordingly,  this  three-hour  test  period  was 
employed  in  subsequent  assays. 

The  data  obtained  during  the  course  of 
these  investigations  are  summarized  in 
Table  IX.  Examination  of  column  1 shows 
that  the  pretest  base  lines  for  plasma  tur- 
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Optical  Serum  Serum 

Density  Triglycerides  Cholesterol 


Hours  After  Test  Meals 


FIGURE  5.  Effect  of  test  meals  on  optical  density 
and  serum  triglyceride  in  normal  healthy  subject. 

bidity  of  the  healthy  normal  subjects  are  in 
good  accord  with  the  ranges  and  variations 
found  by  other  investigators.21 34  The  val- 
ues for  the  2 patients  who  had  recovered 
from  myocardial  infarction,  but  not  for  the 
obese  patient,  also  fell  in  the  normal  range. 
Comparison  of  the  results  in  columns  2,  3,  4, 
and  5 discloses  that  in  all  4 of  the  normal 
healthy  subjects,  consumption  of  meal  A, 
prepared  with  butter  (P/S  0.2),  resulted  in 
a consistently  lower  alimentary  lipemia  than 
meals  prepared  with  corn  oil  margarine 
number  2 (meal  B;  P/S  1.7)  or  peanut  oil 
(meal  C;  P/S  1.5).  Attention  is  called  to 
the  accord  of  results  (columns  3 and  4) 
obtained  in  duplicate  trials  with  meal  B. 
Similar  trials  with  the  2 subjects  who  had 
recovered  from  coronary  occlusion  (Subjects 
5 and  6)  also  showed  lower  plasma  turbidity 
following  the  meal  prepared  with  butter 
than  following  that  prepared  with  corn  oil 
margarine  number  2.  However,  although 
the  magnitude  of  these  changes  is  much 
greater  than  that  of  the  normal  subjects, 
the  changes  remain  relatively  comparable. 
The  response  of  the  obese  subject  (Subject 
7)  was  also  atypical  as  to  magnitude  but 
shows  marginal  conformity  with  respect  to 
the  inverse  relationship  of  dietary  P/S 


ratios  to  degree  of  postprandial  lipemia. 
Blood  cholesterol  levels  showed  little  or  no 
change  during  the  test  intervals. 

These  findings  were  clearly  unprecedented 
and  surprising  and  have  been  amply  con- 
firmed by  subsequent  tests  in  this  laboratory. 
Also,  two  recent  reports  lend  strong  support 
to  our  results.  The  first  of  these  by  Schill- 
ing, Hashim,  and  Leonardy35  describes 
the  effects  of  test  formulas  and  regular 
breakfasts  in  21  volunteer  subjects  aged 
fifteen  to  nineteen.  Serum  triglyceride  and 
cholesterol  levels  were  measured  before 
(fasting)  and  four  hours  after  ingestion  of 
the  meals.  With  the  corn  oil  formula  the 
mean  fasting  triglyceride  value  increased 
by  an  average  of  23  mg.  per  100  ml.  in  four 
hours;  with  the  butter  formula  the  mean 
increase  at  four  hours  was  13  mg.  per  100 
ml.;  with  the  fat -free  breakfast  there  was 
no  increase;  and  with  the  ingestion  of 
the  regular  breakfast  there  was  a decrease 
of  14  mg.  per  100  ml.  at  four  hours  post- 
prandially.  As  in  our  tests,  there  was  little 
alteration  of  the  fasting  cholesterol  level 
during  the  postprandial  interval  of  the 
study,  regardless  of  the  type  of  meal  ingested. 

The  second  report,  by  Rut  stein  et  al .36 
describes  a method  of  investigation  in  which 
intracellular  lipid  deposition  in  human  aortic 
cells  in  tissue  culture  can  be  related  to 
essential  aspects  of  lipid  metabolism  in 
health  and  disease.  In  standardized  fasting 
human  serum,  it  was  found  that  intracellular 
lipid  deposition  in  tissue  culture  is  directly 
related  to  the  concentration  of  serum  tri- 
glycerides and  total  cholesterol.  Each  per- 
son has  his  own  characteristic  fasting  serum 
lipid  deposition  level.  Serial  tests  com- 
pleted on  15  healthy  male  subjects  (pris- 
oners, thirty  to  sixty  years  old)  revealed 
that  fat  ingestion  is  followed  in  postprandial 
serum  specimens  by  an  increase  in  intra- 
cellular lipid  deposition  in  tissue  culture 
that  is  directly  related  to  the  amount  in- 
gested and  is  greater  after  polyunsaturated 
than  after  saturated  fat.  The  increase  in 
deposition  is  independent  of  the  total  cho- 
lesterol concentration,  which  does  not  in- 
crease during  alimentary  lipemia. 

It  is  apparent  from  these  and  our  own 
findings  that  on  the  basis  of  three  param- 
eters— serum  triglyceride  levels,  lipid  tissue 
deposition,  and  plasma  turbidity — food  fats 
of  high  P/S  values  possess  a greater  “lipo- 
genic”  index  than  do  saturated  fats.  Clari- 
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TABLE  IX.  Polyunsaturated  to  saturated  ratios  of  test  meals  and  postprandial  lactescence 


Description 
of  Subject 

(U 

Pretest  Turbidity 
Level 
Number 
of  Deter- 
mina- 
tions Average 

. — P/ 

0 

(2) 

A 

S 0.2 — . 

3 

Hour 
A Per 
100  Ml.* 

. — P 

0 

Test  Meals  - 

(3) 

B 

/S  1.7 — . -P/ 

3 

Hour 
A Per 

100  Ml.*  0 

(41 

B 

S 1.7 — . 

3 

Hour 
A Per 
100  Ml. 

' — P/ 

0 

(5) 

C 

'S  1.5 — ■ 

3 

Hour 
A Per 
100  Ml.* 

Average 
Blood 
Cholesterol 
Level 
(Mg.  per 
100  Ml.) 

Subject  1,  healthy  nor- 
mal woman,  age  27; 
weight,  60.5  Kg.;  98 
per  cent  Sf 

8 

38  db  14 

40 

+ 

8 

42 

+ 126 

39 

+ 155 

230 

Subject  2,  healthy  nor- 
mal woman,  age  33; 
weight,  58.2  Kg.;  92 
per  cent  Sf 

21 

33  ± 10 

28 

+ 240 

28 

+ 370 

27 

+ 382 

25 

+ 440 

180 

Subject  3,  healthy  nor- 
mal woman,  age  45; 
weight,  59  Kg.;  95  per 
cent  Sf 

21 

35  ± 11 

29 

+ 

87 

39 

+ 247 

28 

+ 267 

32 

+ 360 

175 

Subject  4,  healthy  nor- 
mal woman,  age  54; 
weight,  57.4  Kg.;  83 
per  cent  Sf 

21 

42  ± 10 

39 

+ 157 

35 

+ 310 

38 

+ 263 

31 

+ 300 

180 

Subject  5,  man,  myo- 
cardial infarction  5 
years  ago;  age  57; 
weight,  82.7  Kg.;  101 
per  cent  Sf 

4 

31±  5 

33 

+ 500 

29 

+ 1300 

314 

Subject  6,  woman,  myo- 
cardial infarction  3 
years  ago;  age  72; 
weight,  47.5  Kg.;  76 
per  cent  Sf 

4 

23  ± 5 

20 

+ 405 

25 

+ 1560 

270 

Subject  7,  obese  woman, 
age  26;  weight  73.6 
Kg.;  130  per  cent  Sf 

14 

61  ± 8 

54 

+ 1230 

30 

+ 1500 

270 

* A mg.  par  100  ml.  represents  the  difference  in  cholesterol  level  between  the  test  and  pretest  period  values, 
t Per  cent  S indicates  numerical  comparison  of  observed  height-weight-age  parameter  to  values  of  the  1951  Metropolitan  Life 
Insurance  tables. 


fication  of  the  biochemical  mechanisms 
whereby  polyunsaturated  fats  effect  their 
hypocholesterolemic  activity  in  apposition 
to  their  higher  “lipogenic”  index  clearly 
remains  the  subject  of  future  and  necessary 
investigation. 


Comment 

In  a summary  of  medical  opinion  it  has  been 
concluded  recently  that  “no  drug  has  proved 
helpful  in  controlling  atherosclerosis.”37 
The  drugs  that  have  been  tried  for  lowering 
blood  lipids  and  are  in  use  by  a segment  of 
practicing  physicians  are  the  following: 
nicotinic  acid,  plant  sterols  (sitosterols), 
D-thyroxin,  long-acting  heparin,  anion-ex- 
change resins,  estrogens  (equivocal),  andros- 
terone  plus  ethyl  p-chlorophenoxy  iso- 
butyrate,  ethyl  p-chlorophenoxy  isobutyrate 
(alone),  and  polyunsaturated  fatty  acids. 

The  polyunsaturated  fatty  acids  in  one 
form  or  another,  because  of  their  ready 


availability  and  the  positive  experimental 
findings,  have  received  the  greatest  clinical 
use  and  attention. 

Comparison  of  the  results  of  our  feeding 
study  with  a similar  one  in  younger  persons 
of  both  sexes  (average  age,  forty  years)  by 
Swell,  Schools,  and  Treadwell38  in  a veterans’ 
home  reveals  a parallel  decrease  in  choles- 
terol values  during  the  early  months.  The 
decrease  in  cholesterol  level  in  the  veterans’ 
home  study  was  21.2  per  cent,  whereas  the 
total  decrease  in  our  study  for  a comparable 
period  was  24.5  per  cent.  Examination  of 
these  and  other  data  suggests  that  the  rate 
of  decrease  of  blood  cholesterol  is  not  age- 
or  sex-dependent.  There  is,  however,  a 
strong  element  of  individuality  in  the  rate 
and  degree  of  the  fall,  which  is  coupled  with 
initial  serum  cholesterol  level.39  In  general, 
the  higher  the  initial  level,  the  greater  and 
more  rapid  is  the  fall  (Fig.  4);  and,  as  our 
results  show,  the  readier  the  tendency  to 
return  to  the  initial  levels  despite  continua- 
tion of  diets  of  high  P/S  value. 

The  finding  of  the  serum  cholesterol  escape 
from  control  by  polyunsaturated  fats  and 
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the  biochemical  evidences  of  their  greater 
“lipo  genic”  index  obviously  raise  questions 
as  to  their  long-range  prophylactic  value  in 
terms  of  prevailing,  albeit  not  fully  estab- 
lished, concepts.  However,  this  is  not  to 
gainsay  the  amply  demonstrated  usefulness 
of  this  dietary  expedient  for  reducing  blood 
cholesterol  levels  for  one  to  two  years  in 
some  healthy  persons  and  persons  convalescing 
from  acute  cardiovascular  incidents.  Other 
factors  being  equal,  a temporary  respite 
from  hypercholesterolemia  may  prove  bene- 
ficial, especially  in  periods  of  crisis.  How- 
ever, it  is  imperative  that  the  other  operating 
factors  of  this  biochemical  mechanism  be 
ascertained  as  soon  as  possible. 

The  stream  of  thought  should  not  be  lulled 
into  complacency  or  the  research  pattern 
stereotyped  by  past  achievements.  In  their 
appraisal  of  the  situation,  Rutstein  et  a/.36 
state:  “But  if  atherosclerosis  is  to  be  in- 
vestigated for  what  it  is — a disease  of  tissue 
and  not  just  a chemical  derangement  of  the 
blood — all  avenues  demand  careful  explora- 
tion.” In  a consideration  of  new  avenues  of 
exploration,  the  prevailing  preoccupation 
with  dietary  fats  must  give  way  to  inquiries 
on  the  effect  of  other  dietary  components, 
for  example  protein  and  carbohydrate  and 
accessory  food  factors  that  are  intimately 
associated  with  lipid  metabolism  through 
numerous  metabolic  pathways.40 

Earlier  studies  in  this  connection  on  the 
Osborn  Memorial  Home  residents  disclosed 
that  increases  in  protein  intake  by  supple- 
mentation of  the  self-selected  diet  with  a 
milk  protein  concentrate  (0.5  Gm.  per 
kilogram  per  day)  were  associated  more 
frequently  with  an  increase  rather  than  a 
decrease  in  blood  cholesterol  levels.  41-43 
Limitations  of  the  lipotropic  action  of  a 
high-protein  intake,  with  the  normal  diet 
providing  40  to  50  per  cent  of  the  calories 
principally  as  animal  fat,  were  demonstrated 
by  some  decreases  in  the  blood  cholesterol 
levels  of  subjects  who  received  a supplement 
containing  betaine. 

Prior  studies  with  carbohydrate  load  tests 
also  indicated  that  fructose  may  be  less 
lipogenic  than  glucose.44  Further,  the  find- 
ings of  Nichols  et  al.  in  1957 45  suggested 
that  fat  formed  from  carbohydrates  is  low 
in  polyunsaturated  fatty  acids.  Some  clari- 
fication of  these  metabolic  interrelation- 
ships has  been  afforded  by  the  recent  in- 
vestigations of  Sullivan,34-46  Hollister,21  and 


Denborough.22  It  is  becoming  increas- 
ingly evident  from  these  and  many  other 
researches  that  ultimate  resolution  of  the 
problems  of  hyperlipogenesis  will  require  a 
multidisciplinary  approach  that  will  include 
not  only  dietary  considerations  but  also 
hormonal  and  lipolytic  enzymic  com- 
ponents.47-50 

Finally,  although  younger-age  groups 
and  especially  men  have  been  the  major 
concern  of  many  investigators,  it  was  our 
feeling  that  there  is  a basis  for  equal,  if 
not  greater,  concern  for  clarification  of  the 
relationship  of  blood  cholesterol  levels  to 
the  occurrence  of  cardiovascular  disturb- 
ances in  the  elderly.  This  aspect  of  the 
problem  would  seem  to  deserve  increased 
emphasis  because  of  the  relative  growth  in 
numbers  of  this  segment  of  the  population. 

Summary 

1.  The  estimated  P/S  of  the  Osborn 
Memorial  Home  diet  was  increased  from 
0.1  to  0.2.  to  0.5  to  0.7  by  substitutions  of 
corn  oil  margarines  and  peanut  oil  for  con- 
ventional animal  and  hydrogenated  vege- 
table shortenings  in  the  preparation  and 
serving  of  all  meals. 

2.  Despite  the  long-established  food 
habits  of  the  Home  residents  (sixty-eight 
to  one-hundred  years),  good  acceptance  of 
the  new  regimens  was  sustained  for  five 
years  without  any  untoward  effects. 

3.  Blood  cholesterol  levels  decreased 
significantly  in  most  of  the  137  women 
during  the  first  eighteen  to  twenty-four 
months  of  increased  dietary  P/S  ratio. 

4.  Subsequently,  blood  cholesterol  values 
began  to  rise,  and  within  thirty-six  to  forty- 
eight  months  of  the  new  regimens,  most  of 
the  remaining  subjects  had  returned  to 
their  base  line  levels. 

5.  Substitution  of  a corn  oil  margarine  in 
the  preparation  of  food  for  patients  with 
arteriosclerotic  heart  disease  at  The  Burke 
Rehabilitation  Center  was  associated  with 
biochemically  significant  decreases  in  blood 
cholesterol  in  5 of  17  patients  who  had  had 
myocardial  infarction  and  in  10  of  17 
patients  without  myocardial  infarction. 

6.  Isocaloric  and  isonitrogenous  test 
meals  prepared  with  corn  oil  margarine 
(P/S  1.7)  and  peanut  oil  (P/S  1.5)  induced  a 
greater  postprandial  lipemia  and  triglyceri- 
demia  than  those  prepared  with  an  equiva- 
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lent  amount  of  butter  (P/S  0.2)  in  4 healthy 
normal  adults,  in  1 obese  person,  and  in  2 
patients  who  had  recovered  from  myocardial 
infarction. 

7.  These  observations  indicate  the  need 
for  a detailed  study  of  the  biochemical 
mechanisms  involved  in  the  hypocholester- 
olemic  activity  of  the  polyunsaturated  fatty 
acids. 
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In  any  disaster  involving  many  casualties 
there  is  a certain  excitement  and  intensity 
to  the  management  of  the  initial  crisis.  It  is 
at  this  time  that  an  entire  community  may 
be  expected  to  rally  to  the  support  of  resusci- 
tative  efforts.  It  is  not  always  remembered 
that  the  emergency  extends  far  beyond  initial 
disposition  of  the  victims  and  that  skillful 
medical  care  must  be  maintained  over  a pro- 
longed period  of  time  if  the  best  results  are  to 
be  achieved.  The  handling  of  a major  emer- 
gency at  the  University  of  Rochester  Medical 
Center  in  1963  emphasized  the  importance  of 
long-term  care. 

Shortly  before  5:00  p.m.,  July  2,  1963,  a 
commercial  airplane  carrying  43  persons 
attempted  to  take  off  from  the  Rochester- 
Monroe  County  Airport  into  a sudden 
violent  thunderstorm.  The  takeoff  was 
unsuccessful,  and  the  aircraft  crashed  just 

Presented  at  the  158th  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Section  on 
Surgery,  February  11,  1964. 
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FIGURE  1.  Summary  of  multiple  injuries  in  22 
patients  admitted  to  Strong  Memorial  Hospital  fol- 
lowing airplane  crash. 


beyond  the  runway.  Seven  persons  were 
instantly  killed,  and  shortly  thereafter  the 
remaining  36  passengers  arrived  at  Strong 
Memorial  Hospital  with  a variety  of  in- 
juries. Of  the  36,  14  with  less  severe  in- 
juries were  transferred  to  other  hospitals. 
The  emergency  management  of  this  disaster 
has  been  reported  elsewhere.  * The  number 
and  type  of  injuries  appear  in  Figure  1.  The 
present  report  documents  the  long-term 
problems  involved  in  the  successful  manage- 
ment of  4 of  those  most  critically  injured. 

Case  reports 

Case  1.  When  first  seen  this  fifty-seven- 
year-old  man  was  noted  to  have  partial- 
thickness burns  of  both  upper  extremities, 
plus  large  scalp  and  facial  lacerations.  In 
addition,  there  were  closed  fractures  in- 
volving the  left  clavicle  and  the  surgical 
neck  of  the  right  humerus.  Initial  manage- 
ment included  dressing  of  the  burns,  suture 
of  the  lacerations,  and  administration  of 
2,500  cc.  of  whole  blood.  At  this  time  it  was 
felt  that  the  convalescence  should  be  satisfac- 
tory, without  further  major  problems. 

In  a few  hours  it  was  evident  that  this 
estimate  was  unduly  optimistic.  The 
patient  became  dyspneic,  and  a roentgeno- 
gram of  the  chest  showed  several  fractured 
ribs,  a small  right  pneumothorax,  and  a 
traumatic  pneumonitis  of  the  right  upper 
lobe.  Consequently,  about  six  hours  after 
injury,  under  local  anesthesia,  a right 
anterior  chest  catheter  was  inserted  and 
attached  to  suction.  Although  the  pneumo- 
thorax was  corrected,  the  dyspnea  was  not 
significantly  improved,  and  it  became  ap- 
parent that  he  suffered  from  a flail  chest. 
Therefore,  a tracheotomy  was  performed 

* Morton,  J.  H.,  Cramer,  L.  M.,  and  Schwartz,  S.  I.: 
Emergency  care  of  a major  civilian  disaster,  Arch.  Surg.  89: 
105  (July)  1964. 
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under  local  anesthesia  about  four  hours  later. 
His  dyspnea  remained  marked,  however, 
until  assisted  respiration  with  a Bennett 
respirator  was  begun  fourteen  hours  after 
the  accident. 

Use  of  the  Bennett  respirator  controlled 
the  patient’s  dyspnea,  introducing  a pro- 
longed period  of  difficulty  in  controlling 
tracheobronchial  secretions.  During  this 
time  he  developed  major  atelectasis  and 
pneumonia  in  the  lower  lobe  of  the  left  lung. 
These  resolved  slowly  after  vigorous,  re- 
peated endotracheal  suction  over  many 
days.  During  this  time,  repeated  chest 
roentgenograms  showed  fractures  of  the 
right  second  and  fourth  through  ninth  ribs 
and  of  the  left  fourth,  seventh,  ninth,  and 
tenth  ribs.  Many  of  these  fractures  were 
not  evident  intially,  when  the  severity  of  his 
injuries  was  underestimated. 

The  patient  had  a history  of  an  old  myo- 
cardial infarction  and  this  was  confirmed  by 
an  initial  electrocardiogram  after  admission. 
Serial  electrocardiograms  during  his  hospital 
stay  showed  evidence  of  an  acute  myocardial 
contusion,  but  no  signs  of  cardiac  tamponade 
or  decompensation  developed.  Urinary  re- 
tention from  a posterior  urethral  stricture 
was  an  early  problem,  but  it  was  well  con- 
trolled by  an  indwelling  catheter.  After 
five  weeks,  when  the  catheter  was  removed, 
he  was  able  to  void  spontaneously. 

Controlled  respiration  was  continued 
steadily  for  three  weeks  and  then  gradually 
tapered  off  over  the  next  twelve  days  before 
removal  of  the  tracheotomy  tube.  As  the 
patient  was  gradually  mobilized,  it  became 
evident  that  he  had  a prominent  gibbous 
formation  of  the  upper  thoracic  region. 
Roentgeno graphic  examination  of  this  region 
showed  crush  fractures  of  the  bodies  of  the 
first  three  thoracic  vertebrae,  with  associated 
fractures  of  the  transverse  processes  and 
marked  angulation  of  the  spine.  A light 
extension  brace  was  used  to  prevent  further 
angulation.  The  only  evident  neurologic 
deficits  were  partial  left  median  and  ulnar 
motor  palsies,  which  had  not  cleared  by  the 
time  of  his  discharge  two  months  after  injury. 
By  this  time  his  general  condition  was  stable 
and  improving  slowly. 

Case  2.  This  thirty-five-y ear-old  man 
was  admitted  with  burns  covering  approxi- 
mately 45  per  cent  of  the  body  surface,  35 
per  cent  with  full-t hickness  and  10  per  cent 


medical  care  in  a disaster  is  a continuing 
problem  rather  than  an  emergency  situation 
alone.  Following  an  airplane  crash,  36 
patients  were  received  and  treated  at  the 
University  of  Rochester  Medical  Center. 
Special  measures  included  placing  all  the 
burned  patients  on  one  floor  and  establishing 
a sterile  burn  dressing  room.  Survival  of  4 
critically  injured  patients,  each  requiring 
over  two  months  of  hospitalization,  was  made 
possible  only  because  of  close  supervision 
over  a prolonged  period  of  time. 


with  partial-thickness  skin  loss.  The  burn 
involved  primarily  the  head,  neck,  upper 
trunk,  left  upper  extremity,  and  right  lower 
extremity.  There  were,  in  addition,  avul- 
sions of  the  left  upper  and  lower  eyelids, 
leaving  intact  only  their  medial  canthus  and 
the  conjunctival  surfaces.  A large  scalp 
avulsion  was  also  present. 

Immediate  tracheotomy  was  performed  in 
the  emergency  division,  and  standard  fluid 
management  of  burn  shock  was  instituted. 
Shortly  after  admission  the  patient  was 
taken  to  the  operating  room,  where  the  scalp 
was  debrided  and  loosely  approximated  to 
the  galea.  To  protect  the  globe  of  the  left 
eye,  the  lids  were  sutured  together  and  a 
split-thickness  skin  graft  applied  over  the 
exposed  submucosal  surfaces. 

The  patient’s  early  course  was  complicated 
by  acidosis  and  hemoglobinemia.  However, 
kidney  function  was  maintained  and  shock 
controlled  by  continuing  standard  intrave- 
nous therapy  supplemented  by  tris  (hydroxy- 
methyl) aminomethane  buffer.*  He  de- 
veloped serious  pulmonary  problems  second- 
ary to  smoke  inhalation,  but  these  were 
controlled  by  repeated  endotracheal  suction- 
ing through  the  tracheotomy. 

During  his  five-month  stay  in  the  hospital 
the  patient  underwent  12  operations  under 
general  anesthesia  and  37  dressing  changes 
under  intravenous  analgesia.  Skin,  soft 
tissue,  and  the  outer  table  of  the  skull  were 
severely  damaged  by  a combination  of  burn 
and  avulsion  in  an  area  extending  from  the 
eyebrow  past  the  vertex.  To  provide  a 
satisfactory  granulating  surface  for  grafting 
it  was  necessary  first  to  perforate  and  later 

* Supplied  as  Talatrol  by  Abbott  Laboratories,  Chicago, 
Illinois. 
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to  remove  the  damaged  outer  bony  cortex. 
Both  frontal  sinuses  were  exteriorized  by 
this  procedure.  The  burn  was  also  very 
deep  over  the  superior  aspect  of  the  left 
shoulder,  involving  muscle  and  joint  capsule. 
Grafting  here  was  accomplished  on  a bed  of 
granulating  muscle. 

The  burn  of  the  left  hand  involved  com- 
plete destruction  of  the  thumb  and  index 
finger,  so  that  they  were  amputated  through 
the  metacarpal  shafts.  There  was  a total 
loss  of  dorsal  skin,  extensor  tendons,  and 
dorsal  cortical  bone  from  the  metacarpals 
and  phalanges  of  the  three  remaining  fingers. 
Grafting  here  was  carried  out  on  a can- 
cellous bony  surface.  The  burn  of  the  right 
leg  extended  into  the  fibular  head,  involving 
the  peroneal  nerve  at  this  point,  with  subse- 
quent atrophy  of  the  lateral  calf  muscles. 
The  external  surfaces  of  the  peroneal  tendons 
were  burned  behind  the  lateral  malleolus, 
and  partial  excision  was  necessary  before 
grafting  could  be  accomplished. 

When  the  patient  was  discharged  from 
the  hospital,  all  wounds  were  closed  except 
for  scattered,  small  granulating  areas.  Both 
frontal  sinuses  were  still  exteriorized,  and 
there  was  a complicating  stenosis  of  the  left 
nasofrontal  duct  secondary  to  the  nasal 
burn.  There  had  been  some  improvement 
of  the  right  peroneal  nerve  palsy.  Further 
reconstructive  work  was  still  required  to  re- 
place the  nose  and  both  ears,  to  cover  the 
frontal  sinuses,  to  correct  cervical  contrac- 
tures, to  restore  a degree  of  function  to  the 
badly  damaged  left  hand,  and  perhaps  to 
overcome  residual  damage  from  the  right 
peroneal  nerve  palsy. 

Case  3.  This  fifty -five-year-old  man  had 
two  major  problems:  a severe  soft  tissue  and 
bony  injury  to  the  central  face  and  pharynx 
and  a deep  burn  of  the  left  lower  extremity. 
Resuscitation  from  shock  was  begun  in  the 
emergency  division  and  continued  in  the 
operating  room,  where  a tracheotomy  was 
performed  under  local  anesthesia.  General 
anesthesia  was  induced  through  the  trache- 
otomy tube,  and  attention  was  then  turned  to 
the  left  lower  extremity.  Because  of  total 
incineration  from  the  knee  distally  a supra- 
condylar amputation  was  performed.  To 
permit  a stump  of  reasonable  length  for  a 
later  prosthesis,  the  supracondylar  level  was 
selected  despite  a midshaft  fracture  of  the 
femur  and  a large  full-thickness  skin  burn  of 


the  thigh.  Satisfactory  skin  cover  was  ob- 
tained at  the  amputation  site  by  the  imme- 
diate excision  of  over  200  square  inches  of 
burn  followed  by  the  application  of  autog- 
enous split-thickness  skin  grafts. 

During  the  management  of  the  lower 
extremity  it  was  difficult  to  control  his  shock 
even  with  steady  blood  replacement,  and  it 
became  evident  that  major  blood  loss  con- 
tinued from  the  facial  and  pharyngeal  in- 
juries. Consequently,  a second  operating 
team  began  work  in  this  area  before  the  first 
team  had  finished.  There  was  a deep 
laceration  extending  from  the  vertex  of  the 
skull  vertically  across  the  forehead,  through 
the  left  inner  canthus,  down  the  cheek,  and 
completely  through  the  upper  lip.  There 
were  approximately  ten  intraoral  and  intra- 
pharyngeal  lacerations  varying  in  length 
from  1 to  6 cm.,  the  longest  involving  the 
right  lateral  pharynx.  There  was  a de- 
pressed comminuted  nasal  fracture,  and  the 
facial  bones  were  completely  separated 
from  their  cranial  attachments  with  a pos- 
terior and  inferior  depression  of  the  maxilla. 
There  were  comminuted  fractures  of  both 
orbital  floors,  and  the  zygomata  were  frac- 
tured and  laterally  dislocated.  Control  of 
hemorrhage  was  achieved  by  suturing  all 
lacerations.  The  nasal  fracture  was  re- 
duced and  maintained  by  external  fixation 
and  intranasal  packing.  The  maxilla  was 
stabilized  to  the  mandible  by  wire  loops. 
During  the  operative  procedure  4,500  cc. 
of  whole  blood  were  required  to  restore  lost 
blood  volume. 

This  man  remained  in  the  hospital  four 
months.  Open  reduction  and  fixation  of  the 
maxillary  and  zygomatic  fractures  were 
carried  out  on  the  eighth  and  on  the  twenty- 
first  hospital  days.  Treatment  of  the 
fractured  maxilla  was  complicated  by  poor 
dental  occlusion  secondary  to  congenital 
prognathism  of  the  mandible.  For  this 
reason  it  was  necessary  to  supplement  the 
operative  reduction  and  intermaxillary  fixa- 
tion by  upward,  forward,  and  left  lateral 
traction.  The  extensive  soft  tissue  trauma 
to  the  face  and  scalp  contraindicated  a head 
cap  to  support  the  traction.  Consequently, 
an  overhead  frame  was  used  for  this  pur- 
pose, and  intermittent  traction  was  main- 
tained for  three  and  a half  weeks.  Early 
reconstruction  of  both  orbital  floors,  using 
silicone  rubber,  was  also  carried  out. 

Debridement  and  subsequent  skin  grafting 
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were  done  in  three  operations  to  cover  other 
burned  areas  involving  the  left  thigh,  the 
left  lower  abdomen,  and  the  left  flank. 
Once  complete  skin  healing  had  been 
achieved,  osteotomy  and  internal  fixation  of 
the  left  femoral  shaft  fracture  were  per- 
formed. At  the  time  of  hospital  discharge 
all  wounds  were  healed,  and  the  patient  was 
managing  well  on  crutches. 

Case  4.  This  thirty-nine-year-old  man 
was  admitted  in  profound  stupor,  although 
he  groaned  occasionally  and  attempted  un- 
successfully to  speak.  There  was  a large 
right  parietal  scalp  laceration.  He  was 
observed  to  move  his  jaw  and  tongue  and  to 
abduct  his  left  shoulder  weakly.  There 
were  no  other  movements  evident  below  the 
cervical  level,  and  deep  tendon  reflexes  were 
absent  in  the  arms  and  legs.  There  was  a 
response  to  pinprick  bilaterally  above  the 
clavicles,  but  anesthesia  was  present  below 
the  shoulders.  The  only  other  injury 
present  was  a deep  partial-thickness  burn 
of  the  right  hand. 

Since  he  was  breathing  shallowly,  with 
blood  and  mucus  in  the  airway,  an  immediate 
tracheotomy  was  done.  Because  a cervical 
cord  injury  was  suspected,  he  was  not 
moved  until  roentgeno graphic  examination 
of  the  cervical  spine  had  been  done,  demon- 
strating a fracture-dislocation  at  the  fifth  and 
sixth  cervical  vertebral  levels.  His  stretcher 
was  moved  directly  to  one  of  the  operating 
rooms  in  the  emergency  division,  where  the 
scalp  laceration  was  debrided  and  closed, 
and  Crutchfield  tongs  were  applied.  Be- 
fore he  was  moved  to  a hospital  floor,  blood 
transfusion  was  begun,  the  burn  was  dressed, 
and  a roentgenogram  of  the  chest  disclosed 
the  presence  of  a hematoma  in  the  posterior 
superior  mediastinum. 

By  the  day  following  admission  his  cere- 
bral concussion  had  improved,  although  he 
still  had  intervals  of  stupor.  Roentgeno- 
graphic  evaluation  of  the  cervical  spine 
showed  better  than  90  per  cent  reduction  of 
the  dislocation  between  the  fifth  and  sixth 
cervical  vertebrae.  There  was  no  change  in 
his  motor  or  sensory  level. 

During  the  first  week  his  urinary  output 
through  an  indwelling  Foley  catheter  re- 
mained low,  often  at  alarming  levels.  With 
careful  attention  to  intravenous  fluid  ad- 
ministration, including  the  use  of  10  per  cent 
mannitol,  urinary  output  gradually  improved 


and  was  not  a problem  after  the  seventh  day. 

At  this  time  he  developed  moderate  diffi- 
culty with  tracheal  secretions  despite  re- 
peated suctioning.  These  problems  pro- 
gressed until,  on  the  eighth  day  of  hospital- 
ization, he  became  apneic  and  cyanotic  when 
his  Bradford  frame  was  turned  to  place 
him  in  the  prone  position.  After  two  similar 
episodes  the  following  day,  it  became  im- 
possible to  continue  turning  him  on  the 
frame,  and  a Bennett  respirator  was  used  to 
give  intermittent  positive  pressure  respira- 
tion. Roentgeno  graphic  evidence  of  left 
upper  lobe  pneumonia  and  enlargement  of 
the  mediastinal  hematoma  developed  during 
the  second  hospital  week.  As  his  respiratory 
difficulties  increased,  he  became  restless, 
confused,  and  irritable.  With  appropriate 
antibiotic  therapy,  his  pneumonia  gradually 
cleared,  although  his  breathing  remained 
irregular,  with  periods  of  apnea  for  over  three 
weeks. 

Early  in  the  second  month  of  hospitaliza- 
tion, with  his  pulmonary  problem  resolved, 
he  became  clearer  mentally  and  less  irritable. 
By  this  time  he  could  abduct  his  left  arm, 
flex  the  elbow,  and  carry  out  slight  pronation 
and  supination  of  the  forearm.  There  was 
no  useful  motion  of  the  right  upper  extremity, 
although  barely  perceptible  movement  of 
the  deltoid  and  biceps  was  present.  No 
motor  function  of  the  trunk  or  of  either 
lower  extremity  was  observed,  and  anesthesia 
persisted  to  the  fourth  cervical  level. 

The  patient’s  course  remained  stable 
until  the  fiftieth  hospital  day,  when  a 
posterior  cervical  spine  fusion  was  carried 
out  to  stabilize  the  neck.  This  operation 
was  well  tolerated,  and  he  convalesced  from 
it  uneventfully.  There  had  been  no  change 
in  sensory  or  motor  function  by  the  time  he 
was  transferred  to  a rehabilitation  center 
near  his  home  seventy-eight  days  after 
injury. 

There  had  been  no  skin  breakdown  during 
his  hospital  stay. 

Comment 

These  4 patients  each  required  over  two 
months  of  initial  hospitalization  following 
the  airplane  crash.  Their  injuries  repre- 
sented a wide  variety  of  serious  medical 
problems,  requiring  intensive  care  through- 
out hospitalization,  and  their  need  for  pro- 
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TABLE  I.  Resume  of  burns  in  13  patients  following  plane  crash 


Patient 

Percentage  of  Body  Surface 

- — Covered  by  Burns 

Full  Partial 

Thickness  Thickness  Total 

Areas  Involved 

1 

0 

4 

4 

Right  forearm,  both  hands 

2 

35 

10 

45 

Head  and  neck,  trunk,  both  lower  and  both  upper  extremi- 
ties, including  hands 

3 

22 

3 

25 

Trunk,  left  lower  extremity 

4 

0 

2 

2 

Right  hand 

5 

14 

6 

20 

Both  lower  extremities 

6 

0 

15 

15 

Face,  trunk,  both  upper  extremities,  including  both  hands 

7 

0 

10 

10 

Face,  both  upper  extremities,  left  hand 

8 

0 

8 

8 

Face,  both  hands 

9 

0 

5 

5 

Right  upper  extremity,  including  hand 

10 

1 

2 

3 

Right  lower  extremity 

11 

0 

3 

3 

Both  hands 

12 

0 

3 

3 

Both  hands 

13 

0 

2 

2 

Left  forearm  and  hand 

longed  rehabilitative  efforts  after  discharge  is 
apparent.  The  first  patient  would  probably 
have  died  if  any  letdown  in  evaluation  of 
the  injured  had  occurred  after  the  emergency 
management  of  the  first  hours.  Only  in- 
tensive and  prolonged  attention  by  physi- 
cians and  nurses  to  control  of  the  tracheo- 
bronchial tree  assured  his  ultimate  survival. 
The  second  patient  emphasized  the  many 
problems  inherent  in  the  management  of  a 
major  burn,  compounded  in  this  instance  by 
the  location  and  extreme  depth  of  the  injury. 
Burns  complicated  the  treatment  of  the 
third  patient,  but  of  even  greater  moment 
was  the  severe  injury  to  the  central  part  of 
the  face.  Problems  in  his  case  included 
initial  replacement  of  massive  blood  loss, 
restoration  of  facial  contour,  and  manage- 
ment of  an  amputated  lower  extremity,  with 
soft  tissue  loss  plus  a femoral  fracture  above 
the  amputation  site.  A defeatist  attitude 
might  have  developed  with  the  fourth 
patient  because  of  his  high  spinal  cord  in- 
jury. If  this  had  occurred,  he  would  cer- 
tainly have  succumbed  from  respiratory 
arrest  or  renal  shutdown.  His  survival 
through  this  crisis  was  possible  only  because 
of  close  supervision  over  a prolonged  period 
of  time. 

Although  these  patients  represented  the 
major  challenge  as  far  as  patient  survival 
was  concerned,  their  care  represented  only 
one  part  of  the  long-term  management  for  the 
injured  group.  One  other  patient  needed 
a tracheotomy  because  of  a severe  cerebral 
concussion  with  respiratory  depression.  In 
addition  to  these  4,  9 men  had  burns  requir- 


ing attention  (Table  I).  Skin  grafting  was 
required  by  only  3 people;  however,  fre- 
quent and  time-consuming  dressing  changes 
were  needed  by  all  13  victims.  The  16 
burned  hands  suffered  by  10  patients  are 
worthy  of  comment.  Management  of  only 
one  hand  involved  operation,  but  careful 
dressing  care  and  exercise  were  essential  for 
all  16  to  minimize  the  contractures  which  are 
so  characteristic  and  disabling  with  deep, 
partial-thickness  hand  burns. 

The  care  of  these  patients  was  super- 
imposed on  the  hospital’s  usual  load  of 
patients  with  burns.  During  the  early  days 
of  this  incident  there  were  4 other  patients 
in  the  hospital  with  large  fresh  burns  re- 
quiring major  attention.  Only  by  placing 
all  the  burned  patients  on  one  floor  and 
establishing  a special  sterile  burn  dressing 
room  there  was  it  possible  to  manage  this 
group  of  burns  efficiently  and  with  good 
results. 

Summary 

Experience  with  the  management  of  a 
major  civilian  disaster  is  described.  Follow- 
ing an  airplane  crash,  36  patients  were  re- 
ceived and  treated  without  fatality.  The 
present  report  emphasizes  the  long-term 
nature  of  successful  disaster  care  by  describ- 
ing the  problem  as  a continuing  one  rather 
than  an  emergency  situation.  The  success- 
ful management  of  the  4 patients  most 
critically  injured  is  described,  and  the  prob- 
lems involved  in  dealing  with  a large  group 
of  burns  are  discussed. 
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N ow  that  many  of  the  major  complications 
of  hepatic  disease  can  be  treated  more  ef- 
fectively, considerable  attention  is  being 
focused  on  the  role  of  kidney  failure  as  a 
contributory  cause  of  death  among  cirrhotic 
patients.  The  decline  in  kidney  function 
is  generally  considered  a secondary  manifes- 
tation of  liver  insufficiency  within  the  broad 
interpretation  of  the  “hepatorenal  syn- 
drome.”1 Scant  recognition,  however,  has 
been  given  to  the  reverse  possibility — that 
the  renal  failure  may  rather  be  an  expression 
of  primary  organic  kidney  disease  with  sub- 
sequent adverse  effects  on  liver  function 
and  the  principle  cause  of  death.  Uremia, 
in  the  absence  of  liver  disease,  can  give  rise 
to  disorders  of  consciousness,  asterixis,  and 
electroencephalo graphic  changes  that  are 
sometimes  indistinguishable  from  those  pro- 
duced by  hepatic  failure.2  Nevertheless, 
when  azotemia  occurs  in  cirrhotic  patients, 
these  clinical  manifestations  often  are  er- 
roneously attributed  to  hepatocellular  in- 
sufficiency. 

* Support  for  this  study  was  provided  by  the  Henry  R. 
Schnitzer  Foundation. 


in  50  cirrhotic  patients  examined  at 
autopsy  there  were  13  cases  of  primary 
parenchymal  kidney  disease:  8 of  pyelo- 

nephritis, 2 of  pyelonephritis  with  Kimmel- 
stiel-Wilson  disease,  and  1 each  of  acute 
glomerulonephritis,  chronic  glomerulone- 
phritis, and  severe  arteriolar  nephrosclerosis. 
Renal  failure  was  the  principle  cause  of  death 
in  7 cases  and  a contributory  cause  in  4.  It 
is  suggested  that  the  encephalopathic  signs  and 
symptoms  manifested  by  these  patients  were 
mainly  on  the  basis  of  ammonia  intoxication. 
The  type  and  dose  of  antibiotics  used  in  the 
treatment  of  urinary  tract  infections  compli- 
cated by  azotemia  in  cirrhotic  patients  must  be 
selected  carefully  because  of  problems  in 
excretion  and  inactivation  of  these  agents. 


It  is  the  purpose  of  this  report  to  empha- 
size the  following:  (1)  the  significance  of 
organic  renal  disease  as  the  precipitating 
cause  of  encephalopathic  signs  and  symp- 
toms, since  it  is  important  to  distinguish 
impairment  of  kidney  function  due  to  phys- 
iologic changes  from  that  of  parenchymal 
disease,  (2)  the  pathogenetic  role  of  ammonia 
intoxication;  (3)  the  derivation  of  ammonia 
from  azotemic  nonprotein  nitrogenous  sub- 
stances; and  (4)  the  therapeutic  implica- 
tions engendered. 

These  observations  are  based  on  a review 
of  13  cirrhotic  patients  with  coexisting  par- 
enchymal kidney  disease  (Table  I).  This  is 
part  of  a continuing  study  of  the  portal  hy- 
pertension syndrome  among  50  patients  with 
portacaval  shunt  who  ultimately  died  of 
diverse  causes  and  came  to  autopsy.  Other 
aspects  of  this  study  appear  elsewhere.3*4 

Hepatorenal  relationships 

A relationship  between  liver  disease  and 
impaired  kidney  function  has  been  recog- 
nized for  many  years  and  termed  the  hepato- 
renal syndrome. 1 This  broad  designation 
lacks  specificity,  is  now  obsolete,  and  merely 
connotes  the  physiologic  dependency  be- 
tween the  two  organs.  The  following 
pathophysiologic  classification  outlines  the 
etiologic  mechanisms  by  which  hepatic  and 
kidney  function  may  influence  each  other 
reciprocally  and  adversely.  This  report 
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is  concerned  only  with  the  topics  listed 
under  IIA  and  IIIB. 

I.  Systemic  diseases  simultaneously  in- 
volving both  organs  (infectious,  toxic, 
inflammatory,  and  infiltrative  processes) 

II.  Nephropathy 

A.  Spontaneous  origin  in  the  course  of 
hepatic  disease: 

1.  Preazotemic  phase 

2.  Azotemic  phase 

B.  Precipitated  by: 

1.  Hepatobiliary  surgical  proce- 
dures 

2.  Massive  gastrointestinal 
hemorrhage 

3.  Potassium  or  sodium  depletion 
following  misuse  of  diuretics 

4.  Abdominal  paracentesis. 

III.  Primary  renal  disease: 

A.  Associated  with  liver  dysfunction, 
that  is,  nephrogenic  hepatospleno- 
megaly  with  hypernephroma5 

B.  Pyelonephritis,  Kimmelstiel- Wil- 
son disease,  glomerulonephritis, 
and  nephrosclerosis 

Some  cirrhotic  patients,  especially  those 
with  ascites,  have  a defect  in  maximal 
concentrating  capacity  and  excretion  of 
electrolytes.6-7  This  involves  a failure  to 
elaborate  a urine  hypo-osmotic  to  plasma 
following  a water  load  and  also  involves  an 
excessive  renal  tubular  reabsorption  of 
sodium.  With  progression  of  renal  mal- 
function, retention  of  extracellular  fluid 
occurs,  but  despite  this  the  urine  osmolality 
remains  inappropriately  high.8  This  is  suc- 
ceeded by  a falling  blood  pressure,  oliguria, 
diminution  of  specific  gravity  of  the  urine, 
and  mounting  azotemia.  The  terminal 
picture  is  one  of  frank  renal  failure  en- 
grafted on  primary  cirrhotic  disease.9  The 
azotemia  results  from  diminished  urea 
filtration  secondary  to  decreasing  renal 
blood  flow  and  from  tubular  reabsorption 
of  urea  concomitant  with  the  developing 
oliguria.10-11 

PAH  (para-aminohippuric  acid)  and  inulin 
clearance  tests  indicate  that  renal  function 
is  reduced  before  azotemia  makes  its  ap- 
pearance.11 Inasmuch  as  the  majority  of 
patients  subjected  to  such  studies  show  a 
proportionately  greater  diminution  in  PAH, 
which  measures  renal  blood  flow,  than  in 
inulin  clearance,  which  measures  glomerular 
filtration  rate,  the  impaired  kidney  function 
is  apparently  due  to  diminished  perfusion 
of  functioning  nephrons  on  the  basis  of  a low 
total  renal  blood  flow.11  The  studies  of 
Baldus  et  aZ.12  indicate  that  this  is  caused 


by  renal  vasoconstriction,  which  results  in 
enhanced  intrarenal  vascular  resistance. 
Since  the  cardiac  output  is  normal,  diversion 
of  a greater  than  normal  proportion  of  the 
output  must  occur  to  areas  outside  the 
kidney.  This  sequence  may  represent  one 
aspect  of  maldistribution  of  blood  in  cir- 
rhosis otherwise  manifested  by  collateral 
circulatory  flow,  peripheral  vascular  dilata- 
tion, and  a hyperkinetic  circulatory  state.13 
This  hemodynamic  abnormality  is  reflected 
further  in  a decrease  in  glomerular  filtration 
rate  per  nephron,  as  opposed  to  an  increase 
in  rate  of  a reduced  number  of  functioning 
nephrons  that  characterizes  chronic  paren- 
chymal disease.7  In  the  former  instance, 
the  histologic  appearance  of  the  kidneys 
fails  to  show  any  consistent  abnormality  to 
explain  changes  in  renal  function.914 

Nevertheless,  various  morphologic  kidney 
lesions  have  been  described  in  patients 
with  hepatic  disease15:  fatty  metamorphosis 
of  the  proximal  convoluted  tubules  that 
occurs  in  fulminating  hepatitis;  acute 
segmental  or  lower  nephron  nephrosis, 
generally  a product  of  ischemia  and  shock 
states;  and  necrotizing  nephrosis  caused  by 
various  toxic  or  poisonous  agents  that 
simultaneously  injure  the  liver  and  kidneys. 
These  pathologic  entities,  occurring  singly 
or  in  combination,  are  nonspecific  and  are 
not  confined  to  patients  with  hepatic  disease. 
Biliary  nephrosis  best  correlates  with  the 
degree  and  duration  of  jaundice,  particu- 
larly of  the  obstructive  type.  Cirrhotic 
glomerulosclerosis  occurs  in  severe  liver 
disease  that  is  particularly  characterized 
by  portal  hypertension  and  esophageal 
varices.16  Granular  cell  hyperplasia  in  the 
juxtaglomerular  bodies  and  increased  height 
of  the  adjacent  macula  densa  of  the  kidneys 
have  been  linked  possibly  to  alterations  in 
water  and  sodium  balance.17  There  is  no 
established  evidence  that  the  latter  three 
anatomic  states  are  responsible  for  the  de- 
velopment of  renal  failure. 

Case  findings 

Primary  organic  kidney  disease  was 
present  in  13,  or  26  per  cent,  of  the  entire 
series  of  50  cirrhotic  patients  coming  to 
autopsy.  The  pathologic  distribution  was 
as  follows:  8 patients  had  pyelonephritis; 
2 had  pyelonephritis  with  Kimmelstiel- 
Wilson  disease;  and  1 each  had  acute  glo- 
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merulonephritis,  chronic  glomerulonephritis, 
and  severe  arteriolor  nephrosclerosis. 

Glomerulonephritis.  Patek,  Seegal, 
and  Bevans18  reported  14  cases  of  glomerulo- 
nephritis among  200  consecutive  patients 
with  cirrhosis  of  the  liver.  In  10  patients, 
the  cirrhosis  definitely  preceded  the  onset 
of  the  glomerulonephritis  by  months  or 
years;  in  the  other  4,  the  time  of  onset  could 
not  be  determined  with  certainty.  One 
case  of  acute  and  another  of  chronic  glo- 
merulonephritis were  clinically  unsuspected 
and  first  established  at  necropsy.  It  was 
the  impression  of  these  investigators  that 
the  intercurrent  glomerulonephritis  pre- 
cipitated hepatic  failure  in  4 patients.  In 
the  records  of  the  Massachusetts  General 
Hospital,  an  interesting  case  is  documented 
of  a fifty-six-year-old  woman  who  received 
approximately  70  transfusions  because  of 
repeated  varix  hemorrhages  and  was  finally 
subjected  to  a portacaval  shunt.19  For 
the  succeeding  five  years,  this  resilient 
cirrhotic  patient  with  concurrent  serious 
and  potentially  fatal  illnesses  (severe  heart 
disease  and  poorly  controlled  diabetes)  was 
able  to  work  and  support  herself  without 
further  variceal  bleeding.  She  ultimately 
died  of  acute  hemorrhagic  glomerulone- 
phritis. 

Pyelonephritis.  Pyelonephritis,  how- 
ever, was  the  most  common  cause  of  renal 
parenchymal  disease  in  this  series,  oc- 
curring in  8 patients  and  combined  with 
Kimmelstiel- Wilson  disease  in  2 additional 
patients.  This  disorder  was  clinically  mani- 
fested by  pyuria,  bacilluria,  and  shaking 
chills,  with  sharp  elevations  of  temperature. 
With  acute  exacerbations,  especially  when 
associated  with  rise  in  the  blood  urea,  en- 
cephalopathic  signs  and  symptoms  also 
characterized  the  symptomatology.  This 
was  uniformly  true  in  the  terminal  stage, 
when,  due  to  progressive  reduction  in 
nephron  mass,  kidney  failure  with  azotemia 
finally  occurred.  The  studies  of  Spell- 
berg20  indicate  that  pyelonephritis  is  a 
frequent  concomitant  of  azotemia  in  cir- 
rhosis and  that  in  the  presence  of  hepatic 
disease,  a latent  pyelonephritis  could  “flare 
up  into  a full-blown  pyelonephritis,  with 
azotemia  dominating  the  clinical  picture.” 
The  causes  of  death  among  the  13  patients 
were  as  follows:  primary  renal  failure  in  7; 
combined  renal  and  hepatic  failure  in  3; 
primary  carcinoma  of  the  liver  in  2;  and 


renal,  hepatic,  and  congestive  failure  in  1. 

Sepsis  associated  with  a positive  blood 
culture  and  considered  to  have  arisen  from 
an  infectious  urinary  focus  was  present  in 

4 patients:  P.  vulgaris  bacterial  endocarditis 
(Case  2);  Escherichia  coli  (Case  4);  and 
coagulase-positive  Staph,  aureus  (Cases 

5 and  9).  Bacteremia  was  probably  present 
in  a fifth  patient  (Case  7)  in  whom  myo- 
cardial abscesses  were  evident  at  necropsy. 

It  may  be  pointed  out  that  liver  function 
was  reasonably  good  in  all  7 patients  dying 
primarily  of  kidney  failure.  In  5 of  these 
patients,  jaundice  was  conspicuously  absent, 
and  the  findings  of  hepatic  function  tests 
were  only  moderately  abnormal. 

Congenital  horseshoe  kidney  with  pyelo- 
lithiasis  (Case  1);  diabetes,  Kimmelstiel- 
Wilson  disease  with  pyelolithiasis  (Case  9); 
and  congenital  malformation  of  one  kidney 
with  bifid  pelvis  and  double  ureter  (Case  5) 
were  likely  predisposing  factors  in  the 
development  of  pyelonephritis  in  the  3 
patients  so  affected.  However,  in  the  case 
of  cirrhotic  patients,  other  predisposing 
factors  that  promote  bacteriuria  and  play 
a key  role  in  the  pathogenesis  of  pyelone- 
phritis may  be  operative.21  Many  reports 
have  appeared  in  the  literature  in  recent 
years  on  the  increased  incidence  of  specific 
bacteremias  in  patients  with  advanced 
hepatic  disease,  involving  organisms  that 
normally  inhabit  the  intestinal  tract.22-24 
This  may  be  the  result  of  two  mechanisms: 
First,  because  of  shunting  of  blood  away 
from  the  liver  through  collateral  vessels 
directly  into  the  systemic  circulation,  the 
normal  filtering  action  of  the  liver  is  un- 
available; and  second,  because  of  extensive 
parenchymal  disease,  the  immunologic  func- 
tion of  the  reticuloendothelial  system  may 
be  impaired.25  Host  status  is  important  in 
predisposing  a patient  to  bacteriuria.26  The 
cirrhotic  liver  is  less  proficient  in  synthesiz- 
ing or  elaborating  protein  complexes  neces- 
sary for  antibacterial  defense  mechanisms. 25 

Encephalopathy  and  ammonia  intoxi- 
cation. A conspicuous  feature  of  the 
clinical  picture  in  the  majority  of  the  13 
patients  was  the  appearance  of  encephalo- 
pathic  signs  and  symptoms  simultaneously 
with  the  onset  of  failing  kidney  function. 
(Table  I).  This  presumably  occurred  on 
the  basis  of  ammonia  intoxication,  which 
was  apparent  in  Cases  1 and  2.  In  the 
former,  a blood  urea  of  225  mg.  per  100  ml. 
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was  associated  with  an  ammonia  level  of 
909  micrograms  per  100  ml.,  and  in  the 
latter,  a blood  urea  of  66  mg.  per  100  ml. 
was  associated  with  an  ammonia  concen- 
tration of  300  micro grams  per  100  ml.  The 
neuropsychiatric  symptoms  were  tempo- 
rarily relieved  by  an  antiammonia  thera- 
peutic regimen  in  Case  1.  These  2 cases 
perhaps  serve  as  a clue  as  to  the  nature  of 
the  cerebrotoxic  symptoms  in  the  rest  of 
the  patients,  in  whom  a blood  ammonia 
estimation  unfortunately  was  not  done. 

The  blood  ammonia  level  represents  a 
balance  between  production  in  the  gastro- 
intestinal contents,  removal  by  the  liver, 
uptake  and  release  by  tissues,  and  produc- 
tion and  excretion  by  the  kidneys.27  The 
tolerance  of  patients  with  liver  disease  to 
exogenous  nitrogenous  materials  which  can  be 
enzymatically  broken  down  to  ammonia  is 
known  to  be  poor.28  29  Also,  the  removal  of 
ammonia  from  the  blood  is  defective  in  the 
presence  of  hepatic  disease.  It  is  well 
established  that  ingestion  of  excessive  die- 
tary protein  or  oral  administration  of  urea 
to  patients  with  cirrhosis  can  induce  im- 
pending or  overt  coma.30  This  also  forms 
the  basis  for  the  ammonia  tolerance  test  and 
can  be  used  as  a method  for  estimating  the 
presence  of  portasystemic  shunts  or  patency 
of  a surgical  portacaval  anastomosis. 25 

Ingested  urea  is  hydrolyzed  by  the  cataly- 
tic action  of  gastrointestinal  enzymatic 
urease,  which  is  of  bacterial  origin,  into 
two  molecules  of  ammonia  and  one  molecule 
of  carbon  dioxide.31  Kidney  failure  is 
accompanied  by  retention  of  various  ni- 
trogenous substances.  Urea  derived  from 
endogenous  protein  metabolism  undergoes 
a similar  catabolic  fate.32  Trace  quantities 
of  C14  and  N15-labeled  urea  that  is  admin- 
istered intravenously  to  normal  subjects 
passes  from  the  blood  into  the  alimentary 
tract.  Such  studies  additionally  indicate 
that  in  excess  of  25  per  cent  of  urea  normally 
synthesized  is  being  continuously  hydrolyzed 
by  the  bacterial  urease  mechanism  into 
ammonia  and  results  in  the  potential  release 
of  almost  2 Gm.  a day  of  ammonia  into  the 
portal  vein.33 

Available  data  further  show  that  the 
concentration  of  ammonia  in  gastric  juice 
is  roughly  proportional  to  the  blood  urea 
level  and  mounts  as  the  blood  urea  titer 
rises.34  Significantly,  uremic  patients  ex- 
hibit elevated  gastric  juice  ammonia  con- 


centrations.35  Thus,  instead  of  developing 
ammonia  intoxication  from  ingestion  of 
nitrogenous  materials,  some  cirrhotic  pa- 
tients with  azotemia  may  develop  the  same 
syndrome  from  the  enzymatic  breakdown  of 
nitrogenous  waste  products  retained  as  a 
consequence  of  kidney  failure  and  excreted 
quantitatively  into  the  alimentary  tract. 
The  amount  of  ammonia  evolved  in  this 
manner  may  be  considerable  and  equivalent 
to  that  derived  from  100  Gm.  of  dietary 
protein,  an  amount  known  to  precipitate 
neuropsychiatric  disturbances  and  comatose 
states  in  some  patients  with  liver  disease.30 
Thus,  uremia  even  of  moderate  degree  may 
be  a serious  threat  to  patients  with  hepatic 
cirrhosis. 

The  studies  of  Webster  and  Gabuzda36 
are  relevant.  They  noted  that  the  arterial 
blood  NH4-N  (ammonium -nitrogen)  concen- 
trations of  patients  with  azotemia  were 
within  the  normal  range.  In  contrast,  4 
alert  patients  with  chronic  hepatic  disease 
and  azotemia  had  an  average  arterial  blood 
NH4-N  concentration  that  was  about  double 
the  average  value  of  a group  of  patients  with 
cirrhosis  and  normal  blood  urea  nitrogen 
titers.  Within  three  days  each  of  these 
patients  developed  signs  and  symptoms  of 
hepatic  encephalopathy,  and  the  ammonium 
nitrogen  concentrations  increased  further 
in  3 patients  in  whom  this  measurement  was 
made.  In  1 patient  with  cirrhosis  and 
azotemia  and  elevated  arterial  ammonium 
nitrogen,  the  NH4-N  concentration  in  an 
aspirate  of  mixed  gastric  and  duodenal 
juices  was  threefold  higher  than  the  highest 
concentration  obtained  in  6 nonazotemic 
patients  with  cirrhosis.  Within  twenty 
hours  after  neomycin  therapy,  the  NH4-N 
concentration  of  the  blood  and  gastric 
aspirate  decreased  simultaneously  with  a 
rise  in  urea  nitrogen  concentration  in  the 
aspirate,  although  the  blood  urea  nitrogen 
titer  remained  unchanged.  Baldus,  Feich- 
ter,  and  Summerskill10  have  also  noted  that 
the  arterial  ammonia  concentrations  were 
elevated  above  the  normal  value  in  7 of  8 
cirrhotic  patients  with  azotemia  due  to 
spontaneous  impairment  of  renal  func- 
tion (cirrhotic  nephropathy,  absence  of 
primary  kidney  disease). 

The  blood  urea  levels  in  some  cases  listed 
in  Table  I are  not  raised  excessively.  How- 
ever, a nonprotein  nitrogen  determination 
would  have  reflected  better  the  degree  of 
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retention  of  nonprotein  nitrogenous-contain- 
ing substances,  which  also  would  include 
uric  acid,  creatinine,  amino  acids,  and,  of 
course,  ammonia.  Arterial  blood  reflects 
a hyperammoniemia  more  accurately  than 
does  venous  blood.  Assay  of  the  venous 
blood  may  yield  normal  values  and  therefore 
a false-negative  test  reaction.37 

Antiobiotic  therapy 

Pyelonephritis  is  the  most  common  single 
type  of  renal  disease  and  also  the  most 
frequent  cause  of  uremia  in  the  absence  of 
previously  recognized  kidney  disease.26  It  is 
of  paramount  importance  that  urinary  tract 
infection  in  patients  with  hepatic  cirrhosis 
be  diagnosed  early  and  treated  promptly. 
When  a microorganism  can  be  isolated, 
antibiotic  therapy  should  be  initiated. 
Antibiotics  are  also  valuable  in  reducing 
elevated  blood  ammonia  levels  by  virtue 
of  antagonizing  bacterial  urease,  which 
catalyzes  the  formation  of  ammonia  from 
various  nitrogenous  substrates  in  the  in- 
testinal tract.38 

However,  in  the  presence  of  both  liver 
disease  and  renal  insufficiency,  especially 
with  azotemia,  the  selection  and  dosage  of 
an  appropriate  bactericidal  agent  must  be 
done  with  discerning  care.  A dose  of  anti- 
biotic that  is  completely  safe  in  normal 
persons  may  be  hazardous  when  it  is  given 
to  patients  suffering  from  physiologic  or 
anatomic  defects  that  interfere  with  in- 
activation or  excretion  of  this  drug.  The 
antimicrobial  compounds  that  are  eliminated 
primarily  in  the  kidneys  should  be  avoided 
or  given  in  reduced  amounts  when  renal 
insufficiency  is  present.  In  this  situation 
they  tend  to  accumulate  to  high  and  sus- 
tained levels  in  the  blood,  with  consequent 
increase  in  the  incidence  and  severity  of 
renal  and  extrarenal  toxic  reactions.39-40 
Hence,  it  is  questionable  whether  such 
agents  as  neomycin,  kanamycin,  and  strepto- 
mycin should  be  administered  in  the  presence 
of  oliguria  and  uremia.41  These  potentially 
nephrotoxic  drugs,  including  polymixin  B 
and  colist  in,  have  sometimes  been  used  with 
encouraging  results  in  uremic  patients  when 
given  in  a modified  dosage  schedule.42 
Chlortetracycline  and  erythromycin  can  be 
safely  administered  in  therapeutic  range. 
Their  serum  half-life  is  a little  affected  by 
the  presence  of  uremia,  whereas  that  of 


tetracycline  may  be  markedly  prolonged.41-43 
When  the  tetracycline  is  used,  only  one  half 
or  one  fourth  of  the  usual  dose  is  admin- 
istered, and  the  serum  is  frequently  moni- 
tored to  make  certain  that  its  concentration 
does  not  exceed  a level  of  16  mg.  per 
milliliter.44  The  serum  half-life  of  active 
chloramphenicol  is  not  significantly  ex- 
tended in  anuric  patients  but  is  prolonged 
in  some  with  cirrhosis  of  the  liver.45  On 
the  other  hand,  the  serum  half-life  of  the 
metabolic  products  of  chloramphenicol, 
which  have  a depressive  effect  on  bone  mar- 
row, is  markedly  extended  in  patients  with 
severe  renal  disease.45  The  penicillins  are 
excreted  through  the  urinary  tract,  and  the 
liver  is  the  major  site  of  their  extrarenal 
clearance  and  inactivation.  Their  serum 
half-life  is  much  prolonged  in  uremic  states. 46 
Therefore,  a lower  than  normal  dosage 
schedule  is  indicated  in  combined  kidney 
and  hepatic  disease  states. 

Summary 

Thirteen  cases  of  primary  parenchymal 
kidney  disease  that  occurred  among  50 
cirrhotic  patients  examined  at  autopsy  are 
reported.  Pyelonephritis  was  the  most 
common  type,  followed  by  glomerulone- 
phritis, Kimmelstiel-Wilson  disease,  and 
nephrosclerosis.  Renal  failure  was  the 
principle  cause  of  death  in  7 cases  and  a 
contributory  cause  in  an  additional  4. 

It  is  postulated  that  the  encephalopathic 
signs  and  symptoms  manifested  by  these 
patients  were  mainly  on  the  basis  of  am- 
monia intoxication.  The  ammonia  is  de- 
rived from  enzymatic  degradation  in  the 
intestinal  tract  of  nitrogenous  waste  ma- 
terials that  fail  to  be  excreted  as  a result  of 
kidney  failure. 

The  hazards  of  treating  urinary  tract 
infections  complicated  by  azotemia  in  cir- 
rhotic patients  by  the  use  of  antibiotic 
drugs  is  stressed.  The  selection  of  the  type 
of  antibiotic  and  dose  administered  must 
take  into  account  the  shortcomings  en- 
gendered by  hepatic  and  renal  disease  in  the 
excretion  and  inactivation  of  these  agents 
and  should  be  modified  accordingly. 
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A significant  proportion  of  pathogenic 
bacteria  belonging  to  a variety  of  species  and 
genera  are  now  resistant  to  the  action  of 
some  antimicrobial  agents  as  contrasted 
with  their  almost  universal  susceptibility  to 
the  same  compounds  when  the  latter  were 
first  introduced  into  clinical  practice.  This 
change  in  pattern  necessitates  periodic  re- 
assessment, and  the  present  report  is  con- 
cerned with  the  current  extent  and  degree  of 
such  antibiotic  resistance  as  derived  from 
results  observed  with  antibiotic  sensitivity 
tests  performed  by  means  of  a tube  dilution 
method  on  organisms  isolated  in  the  Di- 
agnostic Bacteriology  Laboratory  of  The 
Mount  Sinai  Hospital  from  different  body 
sources  in  1963.  A similar  survey  concerned 
with  organisms  isolated  in  1959  has  been 
published  previously.1  Only  a small  pro- 
portion of  strains  derived  from  the  urinary 
tract  are  included  in  the  present  report,  since 
strains  recovered  from  this  source  are 
routinely  tested  in  our  laboratory  by  the 
more  easily  performed  disk  agar  diffusion 
method.  The  high  antibiotic  test  concentra- 
tions employed  with  the  latter  procedure, 
although  unattainable  in  the  blood  and 
tissues  of  the  body,  are  well  within  the  range 
of  achievable  urinary  concentrations.  Anti- 
microbial susceptibility  findings  observed 
with  urinary  isolates  in  1963,  as  tested  by 


the  disk  agar  diffusion  method,  are  the  sub- 
ject of  a separate  communication.  The 
information  provided  in  the  present  analysis 
should  be  of  particular  value  in  the  selection 
of  the  antimicrobial  or  antimicrobials  most 
apt  to  prove  therapeutically  effective  against 
pathogenic  bacterial  species  at  the  present 
time,  particularly  in  serious  infections  where 
delay  in  the  institution  of  therapy  until  the 
result  of  laboratory  antibiotic  sensitivity 
tests  becomes  available  might  constitute  a 
serious  hazard  to  the  patient. 

Sensitivity  test  technic 

Antimicrobial  susceptibility  determina- 
tions on  the  organisms  isolated  were  per- 
formed by  a simplified  tube  dilution  method 
in  which  all  elements  involved  in  the  pro- 
cedure are  carefully  standardized.2  Two 
tubes  are  employed  with  each  antibiotic. 
The  first  contains  a measured  concentration 
of  test  antibiotic  equivalent  to  that  achiev- 
able in  the  blood  with  ordinary  therapeutic 
doses  of  that  agent.  The  second  contains  a 
concentration  that  would  be  found  with 
large  or  massive  doses.  These  criteria,  which 
correspond  to  conditions  as  they  actually 
exist  in  the  body,  provide  a greater  degree  of 
correlation  between  laboratory  findings  and 
therapeutic  results.  Concentration  per  milli- 
liter employed  in  tubes  1 and  2 respectively 
are:  penicillin  1 and  10  units;  bacitracin  1 
and  2 units;  erythromycin  1 and  2 micro- 
grams; tetracycline  2 and  4 micro  grams; 
polymyxin  and  colistimethate  sodium  (Coly- 
Mycin)  2 and  5 micrograms;  oxacillin, 
methicillin,  and  furazolidone  (Furoxone) 
5 and  10  micro grams;  novobiocin  and 
vancomycin  5 and  15  micro  grams;  chlor- 
amphenicol 7.5  and  15  micro  grams;  neomy- 
cin and  streptomycin  10  and  20  micro  grams; 
sulfonamides  100  and  250  micrograms; 
and  nitrofurantoin  (Furadantin)  100  and 
300  micro  grams. 
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To  determine  the  antibiotic  susceptibility 
of  an  isolate,  2 ml.  of  a 1 : 1,000  dilution  of  an 
overnight  culture  of  the  strain  in  trypticase 
soy  broth  is  transferred  to  a growth  control 
tube  containing  no  antibiotic  and  to  the  low 
and  high  concentration  tubes  of  the  anti- 
biotics against  which  it  is  desired  to  test  the 
etiologic  organism.  All  tubes  are  incubated 
for  from  sixteen  to  eighteen  hours  at  37  C. 
and  then  read,  provided  growth  is  present  in 
the  growth  control  tube.  If  no  growth  is 
observed  visually  in  both  the  low  and  high 
concentration  tube  of  a particular  antibiotic, 
indicating  inhibition  of  the  test  strain  by 
these  concentrations,  it  is  classified  as  “ ‘sen- 
sitive.” If  no  growth  is  present  in  the  high 
concentration  tube  but  does  occur  in  the  low 
concentration  tube,  it  is  designated  as 
“moderately  sensitive/’  and  finally,  if 
growth  results  in  both  low  and  high  con- 
centration tubes,  the  test  strain  is  reported  as 
“resistant.” 

Results 

The  total  number  of  strains  belonging  to 
a given  gram-positive  or  gram-negative 
bacterial  species  tested,  the  number  found  to 
be  “sensitive”  and  “moderately  sensitive,” 
as  well  as  the  calculated  percentage  of 
susceptible  strains  to  a particular  antibiotic, 
are  contained  in  Tables  I and  II,  respectively. 
All  strains  that  were  “sensitive”  or 
“moderately  sensitive”  were  considered  as 
“susceptible,”  since  their  growth  was  in- 
hibited by  the  test  antibiotic  concentrations 
that  are  equivalent  to  those  therapeutically 
attainable.  It  may  be  noted  that  only  a 
small  number  of  gram-negative  species  were 
tested  against  colistimethate  sodium,  and 
none  of  the  isolates  were  tested  against 
kanamycin  or  oleandomycin.  However,  a 
high  degree  of  cross  reactivity  exists  between 
colistimethate  sodium  and  polymyxin,3  kan- 
amycin, and  neomycin,4  and  between  olean- 
domycin and  erythromycin,5  so  that  an 
organism  resistant  or  sensitive  to  one  of 
these  antibiotics  is  generally  similarly  re- 
sistant or  sensitive  to  its  counterpart. 
Therefore,  results  observed  with  polymyxin, 
neomycin,  and  erythromycin  can  be  readily 
extrapolated  to  colistimethate  sodium, 
kanamycin,  and  oleandomycin,  respectively. 

As  may  be  observed  from  Tables  I and  II, 
strains  within  any  given  species  vary  con- 
siderably in  their  susceptibility  to  one  or 


another  antimicrobial  agent,  and  con- 
siderable variation  exists  in  the  relative 
susceptibility  of  each  bacterial  species  to 
different  antimicrobial  agents.  Universal 
susceptibility  to  a particular  antibiotic  of 
all  strains  belonging  to  a species  was  in- 
frequent. The  comparative  efficacy  of  dif- 
ferent antibiotics  against  six  bacterial  species 
of  major  pathogenic  significance,  namely, 
Staphylococcus  aureus,  Streptococcus  fecalis 
(Enterococcus),  Escherichia  coli,  Aero- 
bacter  aero genes,  Bacillus  proteus,  and  Pseu- 
domonas aeruginosa  (B.  pyocyaneus)  as 
evidenced  by  the  percentage  of  susceptible 
strains  is  indicated  graphically  in  Figure  1. 

Considering  Staph,  aureus  (Fig.  1),  the  high- 
est degree  of  activity  was  exhibited  by  van- 
comycin, oxacillin,  methicillin,  novobiocin- 
and  neomycin  (90  per  cent  or  more  of  strains 
susceptible);  next  by  chloramphenicol, 
erythromycin,  and  bacitracin  (70  to  90  per 
cent),  whereas  only  approximately  60  per 
cent  of  the  staphylococcal  strains  tested  were 
susceptible  to  streptomycin,  penicillin,  and 
tetracycline.  Last,  only  23.1  per  cent  were 
inhibited  by  sulfonamides. 

A high  proportion  of  Str.  fecalis  strains 
(Fig.  1)  were  susceptible  to  penicillin, 
vancomycin,  novobiocin,  chloramphenicol, 
and  erythromycin,  the  percentage  ranging 
from  91.3  to  80.6  per  cent.  With  regard  to 
penicillin-susceptible  strains,  it  may  be  noted 
that  the  great  majority  of  such  strains  were 
“moderately  sensitive”  rather  than 
“sensitive,”  for  which  reason  massive  thera- 
peutic doses  are  clinically  indicated.  Neo- 
mycin inhibited  61.9  per  cent  of  the  entero- 
coccal  strains,  but  only  a small  proportion  of 
strains  were  amenable  to  the  action  of 
tetracycline  (35.2  per  cent),  streptomycin 
(18.5  per  cent),  and  sulfonamides  (14.3  per 
cent). 

At  least  four  fifths  of  the  Esch.  coli  strains 
(Fig.  1)  were  susceptible  to  nitrofurantoin, 
neomycin,  polymyxin,  colistimethate 
sodium,  and  chloramphenicol  (96.4  to  82.4 
per  cent).  Streptomycin  was  slightly  less  ef- 
fective (72.3  per  cent)  against  this  enteric 
species,  whereas  only  52.1  per  cent  and  20.7 
per  cent  were  susceptible  to  tetracycline  and 
sulfonamides,  respectively. 

Strains  of  A.  aerogenes  (Fig.  1)  were 
generally  more  resistant  to  antibiotics 
employed  to  combat  infections  caused  by 
these  organisms  than  were  those  of  Esch. 
coli  as  evidenced  by  the  smaller  percentage 
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TABLE  I.  Antimicrobial  susceptibility  of  gram-positive  pathogenic  microorganisms  isolated  in  1963 


Antibiotic  and 
Susceptibility 

Staph. 

aureus 

Staph. 

albus 

Str. 

fecalis 

Beta 

hemo- 

lytic 

strepto- 

coccus 

Diplo- 

coccus 

pneu- 

monia 

(Pneumo- 

coccus) 

Clostrid- 

ium 

per- 

fringens 
Str.  (B. 

viridans  welchii) 

Bacitracin 

Total  number 

163 

4 

Number  sensitive 

61 

4 

Number  moderately 

sensitive 

57 

Per  cent  susceptibility 

72.4 

100 

Chloramphenicol 

Total  number 

1,385 

14 

870 

464 

299 

41 

24 

Number  sensitive 

1,078 

10 

677 

454 

296 

40 

22 

Number  moderately 

sensitive 

127 

1 

49 

7 

1 

1 

1 

Per  cent  susceptibility 

87 

78.6 

83.4 

99.4 

99.3 

100 

95.8 

Erythromycin 

Total  number 

1,359 

14 

849 

448 

289 

Number  sensitive 

983 

9 

618 

429 

283 

• 

Number  moderately 

sensitive 

69 

66 

12 

2 

Per  cent  susceptibility 

77.4 

64.3 

80.6 

98.4 

98.6 

Methicillin 

Total  number 

60 

5 

Number  sensitive 

42 

3 

Number  moderately 

sensitive 

16 

1 

Per  cent  susceptibility 

96.7 

80 

Neomycin 

Total  number 

130 

5 

63 

24 

Number  sensitive 

106 

5 

29 

6 

Number  moderately 

sensitive 

14 

10 

5 

Per  cent  susceptibility 

92.3 

100 

61.9 

45.8 

N ovobiocin 

Total  number 

1,218 

13 

56 

36 

22 

24 

26 

Number  sensitive 

1,014 

9 

41 

32 

20 

24 

18 

Number  moderately 

sensitive 

121 

2 

7 

2 

2 

5 

Per  cent  susceptibility 

93.2 

84.6 

85.7 

94.4 

100 

100 

88.5 

Oxacillin  (Prostaphlin ) 

Total  number 

1,271 

13 

18 

24 

Number  sensitive 

1,209 

12 

18 

24 

Number  moderately 

sensitive 

35 

1 

Per  cent  susceptibility 

97.9 

100 

100 

100 

Penicillin 

Total  number 

1,456 

12 

1,139 

455 

291 

39 

Number  sensitive 

487 

6 

186 

432 

282 

37 

Number  moderately 

sensitive 

409 

3 

854 

17 

6 

1 

Per  cent  susceptibility 

61.5 

91.7 

91.3 

98.7 

99 

97.4 

Streptomycin 

Total  number 

78 

65 

16 

8 

Number  sensitive 

46 

9 

14 

8 

Number  moderately 

sensitive 

4 

3 

Per  cent  susceptibility 

64.1 

18.5 

87.5 

100 

Sulfonamide 

Total  number 

39 

14 

436 

275 

37 

Number  sensitive 

9 

2 

36 

158 

12 

Number  moderately 

sensitive 

(i continued ) 

18 

50 

5 
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TABLE  I.  ( continued ) 


Per  cent  susceptibility 

23.1 

14.3 

12.4 

75.6 

45.9 

Tetracycline 
Total  number 

1,390 

14 

870 

437 

290 

34 

23 

Number  sensitive 

791 

6 

243 

257 

258 

29 

15 

Number  moderately 
sensitive 

47 

63 

25 

15 

2 

5 

Per  cent  susceptibility 

60.3 

42.9 

35.2 

64.5 

94.1 

91.2 

87 

Vancomycin 
Total  number 

87 

11 

66 

24 

16 

18 

Number  sensitive 

85 

11 

59 

20 

16 

18 

Number  moderately 
sensitive 

1 

1 

2 

Per  cent  susceptibility 

98.8 

100 

90.9 

91.7 

100 

100 

TABLE  II.  Antimicrobial  susceptibility  of  gram-negative  pathogenic  microorganisms  isolated  in  1963 


Antibiotic  and 
Susceptibility 

Esch. 

coli 

Para- 

colon 

bacil- 

lus 

A.  aer- 
ogenes 

B. 

pro- 

teus 

Ps. 

ae- 

rugi- 

nosa 

(B. 

pyocy- 

aneus) 

K. 

Pneu- 

mo- 

niae 

(B. 

fried- 

land- 

eri) 

Sal. 

species 

Shi- 

gella 

species 

Hemo- 

philus 

influ- 

enzae 

Chloramphenicol 

Total  number 

1,179 

64 

832 

603 

589 

17 

35 

14 

30 

Number  sensitive 

882 

48 

266 

403 

40 

11 

34 

14 

29 

Number  moderately 

sensitive 

49 

3 

97 

88 

95 

4 

1 

1 

Per  cent  susceptible 

82.4 

79.7 

43.6 

81.4 

22.9 

88.2 

100 

100 

100 

Colymycin 

Total  number 

60 

82 

45 

55 

3 

Number  sensitive 

35 

32 

5 

15 

2 

Number  moderately 

sensitive 

15 

18 

5 

30 

1 

Per  cent  susceptible 

83.3 

61 

22.2 

81.8 

100 

Erythromycin 

Total  number 

26 

Number  sensitive 

13 

Number  moderately 

sensitive 

8 

Per  cent  susceptible 

80.8 

F urazolidone 

Total  number 

14 

25 

10 

Number  sensitive 

14 

25 

10 

Number  moderately 

sensitive 

Per  cent  susceptible 

100 

100 

100 

Neomycin 

Total  number 

1,096 

47 

750 

548 

562 

17 

35 

13 

1 

Number  sensitive 

946 

43 

532 

478 

423 

15 

34 

12 

Number  moderately 

sensitive 

79 

2 

54 

58 

96 

1 

1 

Per  cent  susceptible 

93.9 

95.7 

78.1 

97.8 

92.3 

88.2 

100 

100 

N itrof  urantoin 

Total  number 

553 

36 

415 

323 

65 

11 

6 

2 

Number  sensitive 

484 

31 

181 

99 

15 

11 

3 

2 

Number  moderately 

sensitive 

49 

2 

121 

120 

5 

Per  cent  susceptible 

96.4 

91.7 

72.8 

67.8 

30.8 

100 

50 

100 

Penicillin 

Total  number 

28 

Number  sensitive 

11 

(< continued ) 
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TABLE  II.  (< continued ) 


Number  moderately 
sensitive 

Per  cent  susceptible 

Polymyxin 
Total  number 

1,134 

Number  sensitive 

686 

Number  moderately 
sensitive 

303 

Per  cent  susceptible 

87.2 

Streptomycin 
Total  number 

1,191 

Number  sensitive 

798 

Number  moderately 
sensitive 

63 

Per  cent  susceptible 

72.3 

Sulfonamide 
Total  number 

455 

Number  sensitive 

63 

Number  moderately 
sensitive 

31 

Per  cent  susceptible 

20.7 

Tetracycline 
Total  number 

1,167 

Number  sensitive 

442 

Number  moderately 
sensitive 

166 

Per  cent  susceptible 

52.1 

71 

802 

69 

563 

32 

387 

7 

250 

15 

239 

1 

219 

66.2 

78.1 

11.6 

83.3 

56 

756 

549 

551 

32 

351 

427 

245 

4 

30 

29 

133 

64.2 

50.4 

83.1 

68.6 

34 

377 

288 

60 

26 

59 

5 

2 

8 

37 

5 

5.9 

9 

33.3 

16.7 

63 

818 

595 

577 

24 

160 

53 

19 

7 

86 

9 

13 

49.2 

30.3 

10.4 

5.5 

10 

75 


17 

4 

4 

12 

3 

4 

2 

1 

82.2 

100 

100 

16 

35 

13 

28 

11 

16 

11 

23 

14 

4 

68.7 

85.7 

84.6 

96.4 

4 

3 

3 

20 

1 

2 

5 

2 

1 

0 

100 

100 

25 

16 

35 

13 

30 

6 

14 

10 

24 

4 

16 

3 

1 

62.5 

85.7 

100 

86.7 
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FIGURE  1.  Comparative  antimicrobial  susceptibility  of  species  of  bacteria  isolated  from  clinical  specimens 
in  1963. 
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of  strains  susceptible  to  the  same  antimicro- 
bial agents.  Most  effective  against  A. 
aero  genes  were  polymyxin  and  neomycin 
(78.1  per  cent  each),  nitrofurantoin  (72.8 
per  cent),  and  colistimethate  sodium  (61  per 
cent).  Of  the  strains,  50.4  per  cent  were 
susceptible  to  streptomycin,  but  only  43.6 
per  cent,  30.3  per  cent,  and  9 per  cent  were 
susceptible  to  chloramphenicol,  tetracycline, 
and  sulfonamides,  respectively.  The  con- 
siderably lessened  effectiveness  of  chlor- 
amphenicol against  A.  aero  genes  as  com- 
pared with  Esch.  coli  is  especially  note- 
worthy. 

Neomycin  (97.8  per  cent),  streptomycin 
(83.1  per  cent),  chloramphenicol  (81.4  per 
cent),  and  nitrofurantoin  (67.8  per  cent) 
were  found  most  active  against  B.  proteus 
(Fig.  1).  On  the  other  hand,  a high  degree 
of  resistance  to  other  antimicrobial  com- 
pounds was  observed  as  evidenced  by  the 
low  proportion  of  strains  susceptible  to  sul- 
fonamides (33.3  per  cent),  colistimethate 
sodium  (22.2  per  cent),  polymyxin  (11.6  per 
cent),  and  tetracycline  (10.4  per  cent). 

Growth  of  92.3  per  cent  of  the  Pseudo- 
monas aeruginosa  strains  recovered  in  the 
laboratory  (Fig.  1)  was  inhibited  by  neomy- 
cin as  was  83.  3 per  cent  by  polymyxin,  81.8 
per  cent  by  colistimethate  sodium,  and  68.6 
per  cent  by  streptomycin.  Nitrofurantoin 
and  chloramphenicol,  despite  their  general 
activity  against  other  gram-negative  enteric 
species,  only  inhibited  the  growth  of  30.8 
per  cent  and  22.9  per  cent  of  the  isolates  in 
this  group,  respectively.  Of  the  strains, 
16.7  per  cent  were  susceptible  to  sulfon- 
amides, and  only  a very  small  percentage  of 
5.5  per  cent  were  susceptible  to  tetracycline. 

Considering  the  less  frequently  en- 
countered gram-positive  pathogens,  it  may 
be  observed  from  Table  I that  the  vast 
majority  of  beta  hemolytic  streptococcus, 
Diplococcus  pneumoniae,  and  Str.  viridans 
isolates  were  generally  susceptible  to  the 
antimicrobial  agents  against  which  they  were 
tested  with  the  following  exceptions.  Most 
of  the  beta  hemolytic  streptococcus  and 
Str.  viridans  strains  were  found  resistant  to 
the  action  of  sulfonamides;  and  only  64.5 
per  cent  of  the  beta  hemolytic  strains  proved 
to  be  susceptible  to  tetracycline  in  contrast 
to  the  almost  universal  tetracycline  sus- 
ceptibility of  this  species  up  until  a few  years 
ago  at  which  time  the  existence  of  tetra- 
cycline-resistant strains  began  to  be 


noted.1,6’7  As  for  the  Clostridium  per- 
fringens  (B.  welchii)  isolates,  a high  pro- 
portion were  found  to  be  susceptible  to 
chloramphenicol,  tetracycline,  and  novobio- 
cin, but  only  45.8  per  cent  of  the  strains 
tested  were  inhibited  by  neomycin. 

With  regard  to  the  less  frequently  en- 
countered gram-negative  pathogens,  as 
may  be  noted  in  Table  II,  the  degree  of 
susceptibility  to  various  antibiotics  of  strains 
of  paracolon  bacillus  generally  paralleled 
those  of  Esch.  coli.  Klebsiella  pneumoniae 
strains  exhibited  a high  degree  of  suscepti- 
bility to  nitrofurantoin,  chloramphenicol, 
neomycin,  and  polymyxin  (100  to  82.2  per 
cent);  a moderate  degree  to  streptomycin 
and  tetracycline  (68.7  and  62.5  per  cent); 
but  all  four  K.  pneumoniae  strains  tested 
against  sulfonamides  were  found  resistant. 
The  Salmonella  and  Shigella  isolates  with 
but  few  exceptions  were  found  to  be  sus- 
ceptible to  the  gamut  of  antibiotics  against 
which  they  were  tested.  The  Hemophilus 
influenzae  strains,  recovered  for  the  most 
part  from  the  spinal  fluid  in  cases  of 
meningitis,  were  universally  susceptible  to 
chloramphenicol  and  polymyxin,  96.4  per 
cent  to  streptomycin,  86.7  per  cent  to  tetra- 
cycline, 80.8  per  cent  to  erythromycin,  and 
75  per  cent  to  penicillin.  However,  only  25 
per  cent  of  these  isolates  were  susceptible  to 
the  action  of  sulfonamides,  in  vitro. 
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Pulmonary  Failure  in  a 
Sixty-Six-Year-Old  Man 


Case  history 

This  was  the  first  Roosevelt  Hospital 
admission  of  a sixty-six-year-old  white 
male  with  a chief  complaint  of  left-sided 
paralysis  occurring  shortly  before  admission. 

The  patient  claimed  to  have  been  well 
until  about  three  months  prior  to  admission, 
when  he  noted  the  onset  of  dyspnea  and 
fatigue.  One  month  prior  to  admission 
he  developed  a cough  and  was  examined  by 
his  physician.  Abnormal  findings  were 
noted  on  a chest  x-ray  film,  and  he  was 
treated  with  antibiotic  drugs  without  im- 
provement. He  had  noted  blood  in  his 
sputum  for  one  week,  and  on  the  evening  of 
admission  his  left  side  became  paralyzed. 
The  patient  had  had  exertional  substernal 
pain  in  the  past. 

Physical  examination  revealed  an  ob- 
tunded,  diaphoretic,  cyanotic,  well-de- 
veloped, well-nourished  white  male  in  mod- 
erate respiratory  distress.  The  temperature 
was  102.4  F.,  blood  pressure  80/60  mm. 
Hg,  pulse  120  per  minute  and  regular,  and 
respirations  30  per  minute.  The  head  and 
neck  revealed  unreactive  miotic  pupils,  a 
supple  neck,  and  engorged  neck  veins.  The 
cardiac  apex  could  not  be  located,  and  heart 
sounds  were  of  poor  quality  and  somewhat 
obscured  by  diffuse  rales  and  rhonchi 
throughout  both  lung  fields.  The  liver  was 
enlarged  and  tender,  but  examination  of  the 
abdomen  and  extremities  was  otherwise 
unremarkable.  All  pulses  were  equal,  and 
peripheral  edema  was  absent.  There  was  a 
flaccid  paralysis  on  the  left  side,  and  the 


plantar  response  was  upward  (extensor)  on 
the  left. 

Laboratory  data.  Hemoglobin  was  13.9 
Gm.  per  100  ml.;  hematocrit  55;  and  white 
blood  count  13,450  per  cubic  millimeter 
with  80  per  cent  polymorphonuclear 
leukocyte,  2 per  cent  nonsegmented,  10 
per  cent  lymphocyte,  and  7 per  cent  mono- 
cyte cells.  Platelets  were  increased.  The 
urine  had  a specific  gravity  of  1.023,  a 
trace  of  albumin,  and  contained  no  sugar  or 
acetone.  Microscopic  examination  re- 
vealed 0 to  2 red  blood  cells  and  2 to  6 white 
blood  cells  per  high-power  field.  Blood 
sugar  was  129  mg.  and  urea  nitrogen  19 
mg.  per  100  ml.  A blood  culture  was  nega- 
tive. Sputum  culture  produced  a light 
growth  of  alpha  streptococcus  and  yeast. 
An  acid-fast  smear  of  gastric  washings  was 
negative.  An  electrocardiogram  revealed 
sinus  tachycardia  and  possible  right  ven- 
tricular hypertrophy. 

Hospital  course.  The  patient  was 
treated  with  antibiotics  including  strepto- 
mycin, isoniazid,  and  intravenous  penicillin. 
He  was  given  digitalis  and  diuretics  to 
relieve  congestive  failure.  Frequent  tra- 
cheal suctioning  produced  copious  amounts 
of  purulent,  sometimes  bloody,  sputum. 
His  pulmonary  condition  improved  although 
there  were  persisting  rales  over  the  lower 
field  of  the  right  lung,  and  the  right  side  of 
the  hemithorax  was  noted  to  have  diminished 
excursion.  The  temperature  continued  be- 
tween 102  and  103  F.,  and  the  respiratory 
rate  remained  at  30  to  40  per  minute. 
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Blood  pressure  was  maintained  at  120  to 
130  mm.  Hg  systolic  with  metaraminol 
(Ar  amine). 

On  the  third  hospital  day  the  patient 
developed  increasing  respiratory  distress 
with  profuse  diaphoresis  and  expired. 


Discussion 


Norman  W.  MacLeod,  M.D.:  In  sum- 

mary, we  have  a sixty-six-year-old  man  who 
was  admitted  because  of  a cerebral  vascular 
accident  with  a left  hemiplegia,  gradually 
increasing  right-sided  heart  failure,  who 
died  in  three  days  of  cardiac  failure  with  a 
possible  terminal  fulminating  pneumonia. 

From  the  limited  information  available, 
we  can  be  fairly  certain  of  one  fact:  this 
man  had  a chronic  cor  pulmonale.  This  is 
clearly  indicated  by  the  combination  of  an 
enlarged  and  tender  liver,  engorged  neck 
veins,  the  absence  of  heart  murmurs,  and 
electrocardiographic  evidence  of  right  ven- 
tricular hypertrophy.  These  clinical  find- 
ings provide  fairly  complete  evidence  of 
cor  pulmonale,  and  our  problem  now  is  to 
determine  the  underlying  pulmonary  patho- 
logic condition  causing  an  enlarged  right 
ventricle. 

We  might  briefly  review  some  of  the  lung 
diseases  causing  chronic  cor  pulmonale  and 
evaluate  each  as  it  applies  to  this  patient. 

First,  we  should  mention  obstructive 
emphysema  secondary  to  chronic  bronchitis. 
Although  this  is  the  most  common  cause  of 
chronic  cor  pulmonale,  it  is  unlikely  in  this 
instance,  since  the  duration  of  symptoms  is 
too  short.  We  are  told  this  man  was  well 
until  three  months  prior  to  his  death;  had 
he  had  a normally  slow-developing  chronic 
emphysema,  symptoms  would  have  ex- 
tended over  a much  longer  period. 

Second,  we  must  consider  fibrosis  caused 
by  external  irritants,  such  as  silicosis  or 
berylliosis.  The  history,  however,  does  not 
indicate  any  occupational  hazard,  and, 
again,  the  symptoms  would  have  spanned  a 
period  longer  than  three  months. 

Third,  chronic  inflammatory  disease,  in- 
cluding pulmonary  tuberculosis  and  bron- 
chiectasis, may,  if  sufficiently  extensive,  re- 
sult in  a cor  pulmonale,  but  here  again  we 
have  no  history  of  any  illness  sufficiently 
long  to  suggest  this  as  a cause. 

Fourth,  sarcoidosis,  if  diffuse,  can  be  a 
cause  of  cor  pulmonale,  but  there  is  no 


other  clinical  evidence  to  support  a diagnosis 
of  this  disease. 

Fifth,  collagen  disease,  including  sclero- 
derma and  polyarteritis  nodosa,  if  extensive 
and  diffuse  throughout  both  lungs,  may 
cause  a cor  pulmonale.  However,  we  have 
no  clinical  or  laboratory  evidence  to  support 
such  a diagnosis. 

Sixth,  neoplasms,  if  extensively  metasta- 
sized throughout  both  lung  fields  as  by 
lymphangitic  spread,  can  cause  sufficient 
lung  destruction  to  result  in  a cor  pulmonale. 
However,  we  have  no  evidence  of  a primary 
source  of  metastatic  lung  disease,  and  in 
such  a case  one  would  expect  a period  of 
illness  longer  than  three  months. 

Seventh,  diffuse  interstitial  pulmonary  fi- 
brosis of  the  Hamman-Rich  type  is  a possible 
cause  of  cor  pulmonale.  The  average  dura- 
tion of  life  from  the  onset  of  symptoms  to 
death  in  the  Hamman-Rich  type  of  pul- 
monary fibrosis  is  four  to  twelve  months, 
and  this  diagnosis  is  attractive  in  this  case  if 
for  no  other  reason  than  that  it  is  consistent 
with  the  rapid  progress  of  the  disease. 

Eighth,  vascular  abnormalities  are  a cause 
of  chronic  cor  pulmonale,  and  these  include 
arteriovenous  fistulas  which  are  congenital 
and  unlikely  in  this  case;  thrombosis  of  the 
pulmonary  vessels  secondary  to  repeated 
nonfatal  emboli;  and  primary  pulmonary 
hypertension,  which  again  is  unlikely  be- 
cause of  the  short  duration  of  the  sympto- 
matology. 

We  would  now  like  to  see  the  x-ray  films 
in  this  case. 

Howard  Adelman,  M.D. : There  are  sev- 

eral findings  demonstrated  on  the  chest 
film.  The  basic  lesion  is  best  defined  in  the 
upper  field  of  the  left  lung  where  one  notes 
multiple  nodular  densities  with  ill-defined 
borders.  These  vary  in  size  from  pinpoint 
to  about  3 mm.  As  we  shift  down  toward 
both  bases  these  lesions  gradually  increase 
and  become  confluent,  giving  both  lower 
lung  fields  a rather  blotchy  appearance. 
There  is  a wedge-shaped  density  projected 
over  the  right  mid-lung  field,  and  a lateral 
film  would  be  necessary  to  determine 
whether  or  not  this  shadow  is  pleural  or 
parenchymal  in  nature.  Finally,  in  the 
upper  lobe  of  the  right  lung  there  is  fibrosis 
along  with  bullous  emphysematous  changes. 
These  latter  findings  are  probably  the  result 
of  a healed  tuberculous  infection. 

The  heart  is  enlarged,  and  there  is  a hazy 
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quality  of  both  hilar  areas  which  suggests 
the  presence  of  congestive  heart  failure. 
There  is  no  evidence  of  pleural  fluid. 

Thus,  in  brief  summation,  we  are  con- 
cerned with  multiple  ill-defined  nodular 
shadows  in  both  lung  fields  with  coalescence 
at  the  bases.  In  addition,  there  are  fibrotic 
bullous  emphysematous  changes  in  the 
upper  lobe  of  the  right  lung. 

Now  the  differential  diagnosis  of  such  a 
picture  is  rather  extensive  and  would  in- 
volve the  recitation  of  at  least  100  different 
disease  entities.  For  the  purpose  of  simpli- 
fication I shall  categorize  the  various  possi- 
bilities under  three  main  headings:  in- 

flammatory, neoplastic,  and  other  condi- 
tions. At  this  point  we  should  emphasize 
that  the  x-ray  picture  before  us,  although  not 
entirely  characteristic  for  each  of  the  diseases 
which  I shall  mention,  certainly  could  be 
present  in  such  cases. 

Under  inflammatory  conditions  we  would 
have  to  consider  bronchogenic  spread  of  re- 
activated tuberculosis.  We  also  know  that 
at  times  miliary  tuberculosis  can  mimic  the 
bronchogenic  form.  In  view  of  the  history 
of  hemoptysis,  aspiration  pneumonia  also 
must  be  considered,  as  well  as  bacterial 
pneumonias,  including  Friedlander’s.  The 
possibility  of  a fungus  infection  is  also  sug- 
gested. 

As  regards  neoplastic  diseases,  secondary 
deposits  from  a primary  tumor  are  usually  of 
two  types.  The  first  shows  discrete  nodular 
densities  with  well-defined  borders.  Such 
lesions  make  us  think  in  terms  of  a primary 
tumor  located  in  the  kidney,  thyroid,  or 
testis.  In  a juvenile  patient  a primary  bone 
tumor  also  would  have  to  be  mentioned.  In 
the  second,  ill-defined  nodular  lesions  as 
described  in  the  present  case  are  found. 
Here  one  searches  for  a primary  tumor  of  the 
prostate,  stomach,  or  breast,  and  sometimes 
the  thyroid. 

Alveolar  cell  carcinoma  could  very  well 
explain  this  picture,  and  lymphosarcoma 
deserves  at  least  mention.  As  far  as  other 
conditions  are  concerned,  we  must  consider 
the  Hamman-Rich  syndrome  (idiopathic 
interstitial  pulmonary  fibrosis),  secondary 
pulmonary  fibrosis,  sarcoidosis,  and  pul- 
monary edema. 

Changes  as  a result  of  the  inhalation  of 
substances  such  as  lipiodol,  barium,  talc,  tin, 
iron,  and  so  forth,  need  not  be  mentioned 
here  because  the  shadows  which  they  pro- 


duce are  highly  radiopaque  and,  therefore, 
should  offer  no  confusion. 

Arthur  J.  Antenucci,  M.D.:  Could 

these  x-ray  changes  be  those  of  rheumatoid 
disease  of  the  lungs,  Dr.  Adelman? 

Dr.  Adelman:  I have  had  no  personal 

experience  with  such  cases.  However,  I do 
recall  an  illustration  of  a patient  with  a 
rheumatoid  nodule  in  his  lung;  it  was  a 
large  discrete  shadow  measuring  1 to  2 cm. 
in  diameter  and  having  a smooth  border. 
Although  several  such  lesions  may  appear  in 
the  lung,  the  process  is  not  disseminated. 

Rudolf  Garret,  M.D.:  We  had  a case 

of  a patient  who  had  rheumatoid  arthritis, 
and  typical  rheumatoid  nodules  were  found 
in  the  lung  underneath  the  pleura.  Such 
cases  are  rare;  however,  they  have  been 
reported  in  the  literature. 

Dr.  MacLeod:  We  apparently  are  not 

going  to  get  much  help  from  the  radiologist. 
The  x-ray  findings  are  consistent  with  those 
in  a number  of  chronic  lung  diseases,  in- 
cluding the  one  that  at  the  moment  appears 
most  likely,  a Hamman-Rich  syndrome. 

As  to  the  terminal  episode,  it  is  likely  that 
a terminal  pneumonia  was  present.  From 
the  medication  administered,  a tuberculous 
pneumonia  was  probably  considered  a likely 
possibility,  but  it  should  then  have  re- 
sponded to  the  intensive  antibiotic  therapy, 
as  would  most  bacterial  pneumonias.  A 
mixed  pneumonia  or  Friedlander’s  pneu- 
monia are  likely  possibilities. 

Dr.  MacLeod's  diagnoses 

1.  Right  cerebral-vascular  accident,  prob- 
ably a cerebral  hemorrhage 

2.  Chronic  cor  pulmonale  with  right  ven- 
tricular hypertrophy  secondary  to  diffuse  inter- 
stitial pulmonary  fibrosis  of  the  Hamman-Rich 
type 

3.  Terminal  mixed  bacterial  pneumonia 
and  possible  terminal  myocardial  infarct 

Dr.  Antenucci:  Dr.  Wolff,  will  you 

show  us  the  pathologic  findings? 

Pathologic  report 

Marianne  Wolff,  M.D.:  Of  greatest 

interest  in  this  case  were  the  lungs,  which 
weighed  600  and  750  Gm.  respectively. 
Both  showed  pleural  thickening,  and  this 
reached  the  degree  of  virtual  obliteration 
of  the  left  pleural  cavity.  As  viewed  from 
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FIGURE  1.  Gross  appearance  of  lung.  (A)  Cut  surface  showing  areas  of  fibrosis.  (B)  Scattered  areas  of 
emphysema.  (C)  Marked  consolidation. 


the  surface,  the  lungs  were  bosselated,  with 
nodules  measuring  from  1 mm.  to  1 cm., 
somewhat  reminiscent  of  the  surface  of  a 
cirrhotic  liver.  On  section  the  lungs  showed 
consolidation,  with  the  parenchyma  varying 
from  red  to  grayish-pink  (Fig.  1A  and  B). 
A 3-cm.  emphysematous  bulla  was  found 
at  the  right  apex,  and  smaller  cystic  spaces 
were  found  scattered  throughout  the  paren- 
chyma of  both  lungs  (Fig.  1C).  Thick 
bloody  mucoid  material  was  noted  in  the 
bronchi,  but  no  endobronchial  tumor  masses 
were  found.  In  the  right  paratracheal 
region  prominent  lymph  nodes  measuring  up 
to  1.5  cm.  in  diameter  were  noted,  which  on 
section  showed  anthracotic  pigmentation 
alternating  with  whitish  areas. 

Microscopically  this  case  classically  illus- 
trates the  changes  which  have  been  de- 
scribed in  the  “Hamman-Rich  syndrome,” 
otherwise  referred  to  as  “acute  diffuse  inter- 
stitial fibrosis”  of  the  lungs.1  In  the  early 
stages  the  alveoli  contain  fibrinous  exudate, 
some  acute  inflammatory  cells,  red  blood 
cells,  and  are  often  lined  by  hyaline  mem- 
branes. The  alveolar  walls  are  thickened  by 
edema.  Necrosis  of  alveolar  septa  may 
take  place,  which  would  explain  the  finding 
of  intra-alveolar  red  cells  and  the  clinical 
symptom  of  hemoptysis.  As  the  disease 
progresses  there  is  organization  of  the  al- 
veolar exudate;  this  process  has  the  identical 
morphologic  appearance  as  would  an  or- 
ganizing pneumonia  (Fig.  2A).  This  pro- 


gresses to  intra-alveolar  fibrosis,  fibrosis  of 
alveolar  walls,  and  of  interstitial  tissues.  At 
this  state  alveolar  lining  cells  appear  quite 
hypertrophied  and  hyperplastic.  Areas  of 
the  lung  which  have  been  spared  from  the 
fibrotic  process  undergo  compensatory  em- 
physema, accounting  for  the  honeycombed 
spaces  which  are  often  observed  grossly. 
It  is  the  marked  fibrous  thickening  of 
alveolar  septa  which  gives  rise  to  the 
alveolar-capillary  block  seen  in  this  con- 
dition. 2 Many  intrapulmonary  arteries  and 
arterioles  show  marked  thickening  of  their 
walls,  and  grossly  arteriosclerotic  plaques 
were  observed  in  the  main  pulmonary 
artery  branches. 

The  histologic  changes  just  described 
may  be  seen  in  a number  of  diseases. 
These  include  rheumatoid  arthritis;  dis- 
seminated lupus  erythematosus;  cortisone- 
treated  allergic  vasculitis  following  irradia- 
tion; as  well  as  certain  pneumoconioses, 
including  berylliosis,  asbestosis,  cadmium, 
or  nitrogen  dioxide  poisoning  (the  latter 
thought  to  be  causative  in  silo-fillers’ 
disease).  These  changes  are  also  seen 
occasionally  in  the  late  stages  of  chronic 
passive  congestion  of  the  lung  or  in  chronic 
obstruction  of  pulmonary  veins.  Although 
the  cause  of  the  Hamman-Rich  syndrome  is 
unknown,  various  theories  have  been  pro- 
posed. These  include  a viral  infection  such 
as  primary  atypical  pneumonia,  a hyper- 
sensitivity mechanism,  disturbance  of  fibrin- 
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FIGURE  2.  Photomicrographs.  (A)  Organizing  intra-alveolar  exudate  and  fibrosis  of  adjacent  alveolar 
walls.  (B)  Lower  lobe  tumor,  which  is  partly  squamoid,  partly  alveolar-cell  carcinoma.  (C)  Mediastinal 
lymph  node  showing  metastatic  alveolar-cell  carcinoma.  (X150) 


olysis,  irritation  by  chemicals,  or  one  of  the 
collagen  diseases.  A similar  condition  has 
been  described  following  therapy  with 
hydralazine  (Apresoline)  and  hexa- 
methonium. 3 

Returning  to  the  present  case,  a number 
of  intrapulmonary  vessels  contained  organ- 
izing thrombus  material.  While  thrombosis 
might  have  occurred  from  local  causes,  a 
source  for  embolization  was  found  and  will 
be  referred  to  later.  Sections  of  both  lower 
lobes  revealed  nodules  of  tumor  in  intimate 
association  with  areas  of  marked  fibrosis. 
In  some  areas  this  formed  sheets  of  highly 
undifferentiated  cells  with  hyperchromatic 
nuclei;  other  areas  showed  a more  squamoid 
growth,  while  yet  other  areas  revealed 
tumor  cells  lining  glandlike  structures,  with  a 
pattern  reminiscent  of  alveolar-cell  car- 
cinoma (Fig.  2B).  Nodules  of  tumor  also 
were  found  in  the  right  parietal  pleura  as  well 
as  in  several  mediastinal  lymph  nodes. 
In  the  nodes  the  tumor  tended  to  be  better 
differentiated,  sometimes  along  a squamous 
direction,  elsewhere  having  a typical  al- 
veolar growth,  where  it  was  occasionally 
associated  with  calcospherites  (Fig.  2C). 
Both  squamous  metaplasia  and  calco- 
spherites have  been  described  in  alveolar-cell 
carcinomas.4  No  distant  metastases  were 
found. 

All  types  of  carcinoma  have  been  reported 
in  association  with  localized  or  diffuse 
fibrotic  processes  in  the  lung,  but  alveolar- 
cell carcinoma  or  bronchiolar  carcinoma  are 


referred  to  most  often.  In  a review  of  the 
literature,  Beaver  and  Shapiro5  discovered 
that  84  per  cent  of  bronchiolar  carcinomas 
were  associated  with  chronic  pulmonary 
fibrosis.  In  the  study  of  Raeburn  and 
Spencer,6  the  authors  arrive  at  the  statistical 
conclusion  that  more  than  one  quarter  of 
all  lung  cancers  arise  in  scars.  Yokeo  and 
Suckow7  even  go  so  far  as  to  state  that  when 
tumors  reach  a certain  size,  their  origin  in  a 
scar  can  no  longer  be  demonstrated,  with  the 
implication  that  all  tumors  originate  in 
scars.  It  is  of  interest  that  of  the  6 cases  of 
scleroderma  associated  with  pulmonary  car- 
cinoma reported  in  the  literature  until  1960, 
all  had  pulmonary  fibrosis.8  The  in- 
cidence of  pulmonary  fibrosis  and  associated 
tumor  appears  to  be  increasing;  this  is 
ascribed  to  the  era  of  antibiotics,  with 
organization  of  pneumonic  processes  leading 
to  fibrosis.  The  situation  of  pulmonary 
fibrosis  in  association  with  pulmonary  car- 
cinoma is  reminiscent  of  that  in  cirrhosis  of 
the  liver  and  the  association  with  hepatoma. 
In  the  lungs,  the  association  of  fibrosis  and 
malignancy  has  been  explained  most  fre- 
quently on  the  basis  of  hyperplasia  of  al- 
veolar lining  cells  going  on  to  neoplasia. 
The  frequent  presence  of  cholesterol  in 
scars  has  been  thought  by  some  to  play  a 
possibly  carcinogenic  role,  while  others  have 
postulated  that  lymphatic  blockage  second- 
ary to  fibrosis  causes  concentration  of 
carcinogen,  whatever  its  nature,  in  such 
areas. 
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No  organisms  were  cultured  from  the 
lungs  at  autopsy  of  this  case. 

The  heart  weighed  400  Gm.,  and  the 
right  ventricle  measured  7 mm.  in  thickness, 
which  is  approximately  twice  the  normal 
thickness.  In  the  posterior  and  lateral  walls 
of  the  left  ventricle  whitish  areas  of  healed 
infarction  were  found.  Adherent  to  the 
apical  endocardium  of  both  right  and  left 
ventricles  there  were  mural  thrombi;  the 
right  auricular  appendage  also  contained 
adherent  thrombus  material,  so  that  we  have 
two  sources  for  the  pulmonary  emboli. 
Marked  arteriosclerotic  changes  of  the 
coronary  arteries  were  noted,  but  the  lumen 
was  everywhere  patent. 

The  brain  revealed  a 2-  by  2.5-cm.  area  of 
subarachnoid  hemorrhage  overlying  the 
right  parietal  region.  On  section  a hemor- 
rhagic area  of  softening  measuring  4 by  4 by 
5 cm.  was  found  in  the  right  parietal  lobe, 
beginning  8 cm.  from  the  frontal  tip. 
The  arteries  of  the  circle  of  Willis  were 
grossly  not  remarkable;  however,  micro- 
scopically intracerebral  vessels  contained 
thrombus  material.  Most  likely  the  hemor- 
rhagic infarction  of  the  brain  was  secondary 
to  embolization  from  the  left  ventricular 
mural  thrombus. 

On  gross  examination  the  liver,  which 
weighed  1,500  Gm.,  showed  prominent 
lobular  markings,  which  microscopically 
revealed  central  hemorrhagic  necrosis.  This 
is  frequently  found  in  patients  dying  after 
protracted  periods  of  hypotension.  In- 
cidentally, there  was  a fusiform  dilatation 
of  the  aorta  below  the  renal  arteries  measur- 
ing 8 by  5 cm.  and  a similar  small  fusiform 
dilatation  of  the  left  iliac  artery  measuring 
3 by  1.5  cm.,  both  containing  adherent 
thrombus  material. 

Anatomic  diagnoses 

1.  Diffuse  pulmonary  fibrosis,  bilateral 


Pulmonary  arteriosclerosis 

Pulmonary  emphysema , com- 

pensatory 

Right  ventricular  hypertn  phy  (7 
mm.);  mural  thrombi , right  auric- 
ular appendage,  right  ventricle; 
multiple  pulmonary  emboli  ( micro- 
scopic) 

Poorly -differentiated  alveclar-cell  car- 
cinoma, involving  lower  lobes,  with 
metastases  to  mediastinal  lymph 
nodes  and  right  parietal  pleura 

2.  Generalized  arteriosclerosis 

Coronary  arteriosclerosis,  marked 
Healed  myocardial  infarct,  pos- 
terior and  lateral  walls  of  left 
ventricle;  mural  thrombus,  left 
ventricle;  cerebral  emboli,  mi- 

croscopic; hemorrhagic  infarc- 
tion of  right  parietal  lobe  of 
brain,  recent;  hypotension,  clin- 
ical; central  hemorrhagic  ne- 
crosis of  liver 

3.  Arteriosclerotic  aneurysms  of  abdom- 
inal aorta  and  left  iliac  artery,  with 
thrombosis 
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Arteriovenous  Malformation 
of  the  Brain 


Case  history 

Richard  D.  Kittredge,  M.D.:  This  is 
the  first  St.  Luke’s  Hospital  admission  of 
a twenty-seven-year-old  white  male  college 
student  with  the  chief  complaint  of  a “sei- 
zure” two  hours  prior  to  admission.  The 
present  history  dates  back  three  months 
when  his  wife  was  awakened  early  one 
morning  by  groaning  noises  and  irregular 
movements  of  the  patient’s  arms  and  legs. 
He  finally  assumed  a tight  curled-up  posi- 
tion. He  was  not  responsive  during  this 
attack  and  regained  consciousness  briefly 
before  returning  to  a three-hour  sleep.  No 
urinary  or  bowel  incontinence  nor  tongue 
biting  was  evident.  On  awakening  he  felt 
fine  and  rested. 

The  patient  was  then  perfectly  well  with- 
out recurrence  until  the  evening  of  this  ad- 
mission. After  returning  from  school,  he 
ate  normally  and  sat  down  in  the  living 
room  to  watch  television.  At  one  point, 
the  wife  noted  that  he  did  not  respond  to  her 
questions  and  that  his  head  remained  turned 
away  from  her  to  the  left.  She  noted  that 
his  eyes  were  moving  erratically,  generally 
drawn  into  an  upward  gaze.  The  patient 
then  progressed  to  a tonic-clonic  motor 
activity  with  frothing  at  the  mouth  and  a 
small  amount  of  urinary  incontinence  with- 
out fecal  incontinence.  No  tongue  biting 
was  observed,  but  he  regained  consciousness 
slowly. 

The  past  history  was  noncontributory 
except  for  one  episode  of  dizziness  several 


years  prior  to  admission.  This  was  associ- 
ated with  nausea  and  vomiting.  Physical 
examination  revealed  a cooperative,  alert 
young  man  lying  comfortably  in  bed.  Blood 
pressure  was  130/90,  temperature  98.4  F., 
pulse  76  and  regular,  and  respiration  18. 
Neck  examination  revealed  no  stiffness. 
Chest,  abdomen,  and  extremities  were 
normal. 

Neurologic  examination  revealed  clear 
speech.  A slight  pause  was  noted  before 
differentiating  between  right  and  left.  At 
rest,  the  left  angle  of  the  mouth  appeared 
slightly  lower  than  the  right,  but  facial 
movements  were  symmetrical.  Tongue 
midline  protrusion  was  elicited.  Motor 
examination  revealed  no  drift  with  out- 
stretched arms,  and  no  weaknesses  were 
demonstrated.  The  impression  was  that 
no  abnormal  neurologic  findings  were  elic- 
ited. There  was  no  cephalic  bruit. 

The  final  clinical  diagnosis  was  seizure 
disorder  of  unknown  etiology.  Because  of 
the  abrupt  onset  of  seizure  in  adult  life, 
particularly  nocturnal  seizures,  and  the  ab- 
normal vascular  markings  noted  in  routine 
skull  films,  carotid  arteriograms  were  under- 
taken. 

Radiographic  discussion 

Dr.  Kittredge:  Films  of  the  skull  re- 
veal increased  vascular  markings  of  the 
calvaria  and  a small  calcification  just  lateral 
to  the  right  sphenoid  wing  (Fig.  1).  The 
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FIGURE  1.  Lateral  skull  film  demonstrates  ab- 
normal increase  in  vascular  markings  along  inner 
table  of  parietal  portion  of  the  skull.  Note  calcifi- 
cation (arrow)  in  right  frontotemporal  area. 

abnormally  prominent  vascular  markings 
appear  to  involve  the  inner  table  of  the 
temporoparietal  area  on  the  right. 

A right  carotid  arteriogram  shows  opaci- 
fication of  a huge  arteriovenous  conglomera- 
tion of  vessels  in  the  temporal  area.  In 
frontal  projection,  this  appears  to  be  well 
localized  to  the  middle  cerebral  circulation 
(Fig.  2).  A large  venous  channel  fills  early 
while  the  major  arterial  circulation  is  still 
opacified  (Fig.  3A).  In  the  venous  phase, 


FIGURE  2.  Frontal  projection  of  right  carotid  ar- 
teriogram reveals  large  collection  of  abnormal  vas- 
cular channels  fed  by  middle  cerebral  artery  in 
temporoparietal  area. 


FIGURE  3.  (A)  Right  lateral  projection  of  carotid  arteriogram  reveals  huge  arteriovenous  conglomeration  of 
vessels  in  temporal  area.  A large  venous  channel  fills  early  while  major  arterial  circulation  is  still  opacified. 
(B)  Later,  during  venous  phase,  large  arteriovenous  malformation  shows  residual  blush  of  contrast  medium 
and  excellent  opacification  of  dilated  draining  veins.  Compare  large  veins  (shown  to  be  superficial  in 
temporal  area  on  frontal  projection)  with  picture  of  surface  of  brain  at  surgery  (Fig.  4). 
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FIGURE  4.  Surface  of  temporal  lobe  as  seen  at 
surgery.  Large,  tortuous  vessels  course  over 
surface.  Note  large  channel  crossing  middle  (of 
photograph)  and  compare  it  with  large  vessel  seen 
in  the  venous  phase  in  Figure  3B;  just  below  it  is 
lesion’s  outer  surface. 

this  large  aneurysmal  arteriovenous  fistula 
drains  slowly  into  large  serpiginous  veins 
with  a resultant  vascular  blush  (Fig.  3B). 
There  is  another  small  aneurysm  approxi- 
mately 1 cm.  in  length  related  to  the  pos- 
terior parietal  branch  of  the  middle  cerebral 
artery.  The  left  carotid  arteriogram  ap- 
pears perfectly  normal.  The  radiographic 
impression  is  a large  arteriovenous  aneu- 
rysm involving  the  middle  cerebral  artery 
in  the  temporal  area  with  a small  second 
aneurysm  involving  the  posterior  parietal 
artery. 

Surgical  discussion 

Robert  W.  Schick,  M.D.:  The  right 
temporal  lobe  was  exposed  by  means  of  a 
temporal  craniotomy,  which  was  performed 
under  halo  thane  (Fluo  thane)  anesthesia. 
On  opening  the  dura  the  two  large  draining 


veins  observed  in  the  arteriogram  were 
easily  identified  (Fig.  4).  They  appeared 
to  contain  arterial  blood.  Palpation  of  the 
exposed  brain  immediately  anterior  to  these 
veins  revealed  a strong  systolic  pulsation. 
A|cortical  incision  was  made  over  this  thrill 
and  carried  down  to  the  malformation 
which  was  at  a depth  of  about  1.5  cm. 
Dissection  was  carried  out  on  all  sides  of  the 
lesion  by  means  of  suction  and  the  electro- 
cautery. No  major  feeding  arteries  were 
encountered,  only  numerous  small  ones. 
When  the  malformation  was  completely  en- 
circled, the  two  draining  veins  were  ligated 
and  the  lesion  removed  in  toto.  The  post- 
operative course  was  unremarkable.  No 
neurologic  deficits  were  observed. 

Intracranial  arteriovenous  malformations 
manifest  themselves  by  seizures  or  by 
spontaneous  hemorrhage.  The  seizures  may 
be  focal  or  generalized.  Hemorrhage  is 
frequently  associated  with  crippling  neuro- 
logic deficit  or  occasional  death.  Treat- 
ment is  chiefly  surgical.  Complete  excision 
can  be  carried  out  with  low  morbidity  and 
virtually  no  mortality.  An  associated  intra- 
cerebral hematoma  is  always  an  indication 
for  surgery. 

Pathologic  discussion 

Charles  F.  Begg,  M.D.:  The  fragment 
of  brain  containing  the  mass  measured  7 by 
4 by  3 cm.  There  was  also  a smaller  frag- 
ment, 1 by  0.4  cm.,  from  the  meninges  over- 
lying  the  lesion.  Within  the  larger  speci- 
men was  a mass  of  tortuous  blood  vessels; 
two  large  vessels  communicated  with  them 
from  the  periphery.  Figure  5 illustrates 


FIGURE  5.  (A)  Plastic  tissue  stain.  Most  of  vessels  have  no  elastica  and  are  probably  veins.  Two  vessels 
which  are  probably  arteries  are  present  on  right.  Marked  intimal  fibrosis  is  seen  in  veins.  Note  neural 
tissue  separating  vessels.  (B)  Elastic  tissue  stain.  Both  arterial  and  venous  components  are  seen. 
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the  tortuous,  thick-walled  vessels  separated 
by  brain  parenchyma  which  form  the  mass. 
Similar  vessels  were  found  in  the  lepto- 
meninges  over  the  mass  and  coursed  down 
into  it.  The  great  majority  of  the  vessels 
have  thick,  hyalinized  walls,  some  calcified. 
Some  of  these  vessels,  because  they  have  an 
inner  and  outer  elastica,  are  arteries.  The 
remainder  resemble  sclerotic  veins. 

Comment 

Dr.  Kittredge:  Arteriovenous  fistulas 

frequently  remain  unrecognized  clinically. 
Epilepsy,  hemiparesis,  headache,  increased 
extracranial  vascularity,  bruits,  and  intra- 
cranial hemorrhage  are  the  most  common 
clinical  findings.  According  to  Reichert,1 
nocturnal  epilepsy  is  one  of  the  most  sugges- 
tive findings.  At  times,  the  epilepsy  is 
associated  with  hemiparesis.  More  fre- 
quently, the  hemiparesis  follows  convulsions. 

Although  the  middle  cerebral  artery  is 
the  one  most  frequently  affected,  intracranial 
vascular  malformations  may  be  associated 
with  similar  changes  in  the  vessels  outside 
the  skull.  The  carotid  arteries  may  be  en- 
larged and  tortuous.  The  vertebral  arteries, 
the  arteries  of  the  scalp,  and  the  retinal 
vessels  may  exhibit  similar  changes.  En- 
largement of  the  middle  meningeal  artery  is 
also  frequent. 

In  some  instances  pneumoencephalog- 
raphy has  been  diagnostic;  however,  un- 
questionably, the  most  informative  of  all 
diagnostic  procedures  is  cerebral  angiog- 
raphy. As  a rule,  the  large  arteries  and 
veins  can  be  seen  radiographically  coursing 
to  and  from  the  main  vascular  mass.  So 
rapid  can  be  the  flow  of  blood  that,  unless 
properly  timed,  the  cerebral  angiograms 
may  miss  the  opacified  period  of  the  vas- 
cular cycle. 

It  is  extremely  important  to  demonstrate 
the  complete  blood  supply  of  the  malforma- 
tion. It  is  not  enough  to  demonstrate 
the  lesion  alone.  Surgical  removal  can  be 
carefully  planned  and  successfully  carried 
out  only  when  the  complete  blood  supply 
and  drainage  of  the  malformation  has  been 
demonstrated. 

Nathaniel  Finby,  M.D.:  Although  these 
arteriovenous  malformations  may  grow  in 
size  and  appear  neoplastic,  they  are  usually 
of  congenital  origin.  Gross  fistulas  be- 
tween arteries  and  veins  are  not  as  common 


as  multiple  small  arteriovenous  connections. 
Scott,  Simril,  and  Seaman2  point  out  that 
the  flow  of  arterial  blood  into  the  venous 
system  may  be  through  “a  large  tangle  of 
abnormal  vessels  of  varying  caliber,  most  of 
which  are  undifferentiated.  It  is  this  inter- 
posed tangle  of  blood  vessels  which  forms 
the  volume  of  most  arteriovenous  malfor- 
mations.” 

The  term  arteriovenous  aneurysm  is  often 
used  because  of  the  aneurysmal  dilatation  of 
the  venous  channels  in  response  to  arterial 
pressure  when  the  fistulas  are  large. 

Calcification  in  or  about  the  walls  of  the 
anomalous  vessels  may  suggest  the  diagnosis 
when  they  appear  as  grouped  serpiginous 
parallel  shadows  as  is  occasionally  seen  in 
the  Sturge- Weber  syndrome.  This  pattern 
is  not  commonly  seen  in  the  larger  group  of 
patients  with  arteriovenous  malformations. 
In  our  patient,  the  significance  of  the  rounded 
calcification  is  not  clear.  It  may  be  re- 
lated to  thrombosis  or  localized  hemorrhage. 

These  malformations  may  be  multiple  or 
bilateral.  If  they  are  suspected,  four- 
vessel  angiography  with  injection  of  a large 
bolus  of  contrast  medium  into  the  proximal 
aorta  would  be  advantageous  in  diagnostic 
surveys. 

Dr.  Begg:  The  concensus  is  that  lesions 
of  the  type  here  demonstrated  are  the  result 
of  a developmental  error  in  which  arteries 
open  directly  into  veins  because  of  failure  of 
formation  of  an  intervening  capillary  net- 
work. The  name  arteriovenous  fistula  is, 
therefore,  appropriate.  This  anomaly  is 
not  common,  but  in  our  experience  it  is  as 
common  as  the  better-known  congenital 
aneurysms  of  cerebral  arteries.  While  it 
probably  is  present  since  fetal  life,  it  rarely 
manifests  itself  before  the  third  or  fourth 
decade.  It  may  involve  any  part  of  the 
central  nervous  system,  but  cerebellar  and 
temporal  lobes  are  the  sites  most  frequently 
involved. 

Arteriovenous  fistulas  differ  from  other 
angiomatous  anomalies  involving  the  central 
nervous  system  such  as  telangiectasis  and 
venous  angioma  in  that  these  have  no  ar- 
terial component  and  rarely  are  a source  of 
bleeding.  Venous  angiomas  (racemose  an- 
eurysms) occur  within  the  pia  and  do  not 
involve  brain  parenchyma. 

It  is  most  important  to  include  arterio- 
venous fistula  among  the  diagnoses  to  be 
considered  in  cases  of  epilepsy  and  hemi- 
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paresis  in  relatively  young  patients.  The 
lesion  is  easily  demonstrated  roentgeno- 
graphically,  and  if  it  is  in  an  accessible 
area,  it  can  be  removed  and  subsequent  fatal 
hemorrhage  averted.  This  does  not  mean 
that  fatal  bleeding  occurs  in  all  cases; 
arteriovenous  fistulas  may  be  coincidental 
findings  at  necropsy.  However,  these  le- 
sions produced  no  symptoms.  It  is  logical 
to  proceed  as  though  any  lesion  of  this  type 


Progestins  for  conception  control 


A discussion  of  progestin-estrogen  combina- 
tions for  oral  contraception  is  found  in  the 
June,  1964,  Applied  Therapeutics.  Mentioned 
in  the  article  is  their  multiple  actions;  unique 
effectiveness;  lack  of  lasting  effect  of  pituitary 
inhibition,  ovarian  involution,  or  endometrial 
injury;  lack  of  fetal  masculinization;  and  side- 
effects. 

For  the  control  of  conception,  it  is  desired 
to  block  pituitary  gonadotrophin  production 
and  thus  inhibit  ovulation.  Preparations  such 
as  norethindrone  with  mestranol  have  a pitui- 
tary-inhibiting action  from  not  only  the  pro- 
gestational component  but  also  mestranol,  an 
estrogen  that  wdll  inhibit  the  pituitary  without 
escape.  If  progestational  compounds  actually 
have  a direct  effect  on  the  ovary,  it  is  transient 
and  reversible.  Progestational  compounds  ren- 
der the  cervical  mucus  resistant  to  penetration 
by  spermatozoa,  so  that  if  an  ovum  were  re- 
leased, there  would  still  be  a chemical  wall 
between  the  spermatozoa  and  the  ovum.  Fur- 
thermore, progestational  compounds  produce 
an  involution  of  the  endometrium  by  the  end 
of  twenty  days. 

The  question  as  to  whether  there  is  potential 
harm  from  the  oral  contraceptives  is  best  an- 
swered by  the  simple  fact  of  human  fertility 
after  interruption  of  oral  contraceptives.  The 
author  and  an  associate  have  had  more  than 


producing  symptoms  during  the  life  of  the 
patient  is  a potential  site  of  fatal  bleeding. 
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100  patients  who  stopped  oral  contraception 
to  plan  a pregnancy.  About  70  per  cent  be- 
came pregnant  in  the  first  cycle  after  stopping 
medicine,  and  95  per  cent  became  pregnant 
wdthin  three  ovulations. 

There  has  been  no  evidence  that  any  sign  of 
fetal  masculinization  has  ever  been  produced 
in  human  beings  by  these  compounds  used  in 
ordinary  doses  or  any  conceivable  normal 
fashion.  Associations  between  dosage  of  the 
steroid  and  masculinization  in  newborn  chil- 
dren have  been  made;  however,  if  the  data  are 
subjected  to  the  most  elementary  statistical 
analysis,  it  is  found  that  every  association 
could  have  occurred  by  chance  alone.  Fur- 
thermore, medroxyprogesterone,  which  in  the 
rat  is  actually  more  androgenic  than  proges- 
terone, has  been  used  in  over  a million  human 
pregnancies  without  a verified  case  of  fetal 
masculinization  from  its  use. 

Pregnancy  rates  are  as  follows  with  various 
types  of  contraceptives,  in  terms  of  pregnancies 
per  100  woman-years  of  exposure:  no  con- 

traception, 150  to  200;  rhythm  method,  14 
to  35;  withdrawal,  3 to  38;  douche,  18  to  36; 
condom,  6 to  28;  diaphragm,  3 to  34;  supposi- 
tories, 8 to  42;  foam  tablets,  6 to  49;  jelly  or 
cream,  5 to  36;  and  oral  tablets,  0 to  2.3. 

Side-effects,  of  which  nausea  is  the  most 
troublesome,  virtually  vanish  by  the  third 
cycle.  Population  groups  differ  greatly  as  to 
the  number  of  complaints.  If  there  are  prob- 
lems wdth  breakthrough  bleeding,  omission  of 
tablets  should  be  suspected  first. 
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A previously  unrecognized  disease  in 
children  has  recently  been  observed  by 
several  groups.1-5  The  disease  is  char- 
acterized by  the  excretion  of  homocystine 
in  the  urine  and  is  associated  with  the  fol- 
lowing clinical  features:  mental  retardation 
(except  as  qualified  in  the  discussion  that 
follows),  dislocation  of  the  ocular  lenses, 
sparse  blond  hair,  genu  valgum,  convulsive 
tendencies,  failure  to  thrive,  thromboembolic 
episodes,  and  fatty  change  of  the  liver. 
Homocystinuria  has  been  proposed  as  the 
name  of  the  disease,  and  the  following  dis- 
cussion is  concerned  with  studies  demon- 
strating that  the  absence  of  the  enzyme 
cystathionine  synthetase  can  give  rise  to  the 
condition. 

No  more  fascinating  area  of  biochemistry 
exists  than  that  of  the  metabolism  of  the 
sulphur-containing  amino  acids.  For  a 
comprehensive  review  of  the  biochemistry 
of  the  amino  acids  one  is  referred  to  the  book 
by  Prof.  Vincent  du  Vigneaud,6  Nobel 
laureate  in  chemistry  in  1955.  For  the 
purposes  of  the  present  discussion,  however, 
the  following  summary  of  the  metabolism 


of  the  sulphur-containing  amino  acids  may 
suffice. 

Metabolism 

Two  sulphur-containing  amino  acids  of 
proteins  are  recognized:  cystine  and  methio- 
nine. For  years  it  was  erroneously  con- 
sidered that  cystine  is  an  “essential”  amino 
acid,  that  is,  one  that  cannot  be  synthesized 
by  the  body  and  must  be  present  in  the  diet 
for  normal  growth  and  development.  The 
status  of  methionine  was  in  doubt.  With 
the  classical  studies  of  Rose,  employing 
highly  purified  diets  where  the  nitrogen  was 
supplied  in  the  form  of  amino  acids,  it  was 
shown  that  methionine  is  the  essential  sul- 
phur-containing amino  acid  but  cystine  can 
spare  part  of  the  requirement  for  sulphur- 
containing  amino  acids.  Methionine  is 
converted  into  cystine  by  mammals;  but 
the  reverse  process,  biosynthesis  of  methio- 
nine from  cystine,  cannot  occur. 

In  addition  to  the  sulphur- containing 
amino  acids  of  proteins,  a number  of  other 
sulphur-containing  amino  acids,  in  particular 
cystathionine,  are  of  importance  in  the 
economy  of  the  body.  Cystathionine,  for 
example,  is  reported  to  be  present  in  high 
concentrations  in  human  brain.7 

In  the  biosynthesis  of  cystine,  methionine 
is  first  demethylated  to  yield  homocystine 
(Fig.  1).  Actually  the  product  of  methio- 
nine demethylation  is  homocysteine,  but 
homocysteine  and  homocystine  are  inter- 
convertible by  oxidation-reduction,  and,  for 
convenience,  homocystine  will  be  used  in 
this  discussion.  The  methyl  group  of 
methionine  is  donated  to  glycine,  N -methyl 
glycine  (sarcosine),  or  N-dimethyl  glycine 
to  yield  correspondingly  N-methyl  glycine 
(sarcosine),  N-dimethyl  glycine,  or  N-tri- 
methyl  glycine  (betaine).  Homocystine  and 
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FIGURE  1.  Biosynthesis  of  cystine. 


serine  then  react  with  loss  of  1 mol  of  water 
under  the  influence  of  the  enzyme  cystathio- 
nine synthetase  to  yield  cystathionine. 
Cystathionine  is  then  cleaved  by  the  enzyme 
cystathionase  to  yield  cystine  and  homo- 
serine; actually  the  product  obtained  is 
alpha  ketobutyric  acid. 

Studies 

A homocystinuric  patient  studied  by 
Mudd  et  al.A  was  an  eight-year-old  white 
girl  with  all  the  clinical  features  of  homo- 
cystinuria,  including  mental  retardation, 
that  have  been  reported  by  others.  This 
patient  excreted  between  40  and  50  mg.  of 
homocystine  per  day  in  her  urine. 

Mudd  et  al .4  developed  sensitive  methods 
for  the  determination  of  cystathionine  syn- 
thetase that  could  be  applied  to  samples  of 
20  to  30  mg.  of  liver  obtained  by  needle 
biopsy.  Incidentally,  no  cystathionine  syn- 
thetase activity  could  be  detected  in  human 
skin  (stratum  corneum  from  fingertips), 
erythrocytes,  or  leukocytes  from  control 
patients.  They  did  find,  however,  that 
“normal”  human  liver  contains  in  the  order 
of  252  arbitrary  units  of  activity  per  milli- 
gram of  protein.  On  the  other  hand,  liver 
biopsy  material  from  their  homocystinuric 
patient  contained  no  detectable  cystathio- 
nine synthetase.  These  studies  are  clearly 
compatible  with  the  conclusion  reached  by 
the  authors  that  a deficiency  of  the  enzyme 
cystathionine  synthetase  is  the  cause  of  the 
disease  as  seen  in  their  patient  since,  in  the 
absence  of  cystathionine  synthetase,  homo- 
cystine cannot  be  converted  to  cystathio- 
nine, and  the  conversion  of  methionine  to 
cystine  is  blocked  at  the  homocystine  stage. 


Of  even  more  significance  are  the  results 
obtained  when  the  levels  of  cystathionine 
synthetase  and  urinary  excretions  of  homo- 
cystine were  examined  in  relatives  of  the 
afflicted  child.  Neither  parent  of  the  child 
excreted  homocystine  in  the  urine.  How- 
ever, both  parents  had  hepatic  levels  of 
cystathionine  synthetase  of  only  88  units 
per  milligram  of  protein  in  contrast  to  the 
“normal”  value  of  252.  The  paternal 
grandmother  of  the  patient  did  not  excrete 
homocystine  and  had  an  hepatic  level  of 
257  units  per  milligram  of  protein. 

The  studies,  summarized  thus  far,  support 
the  hypothesis  that  cystathionine  synthetase 
deficiency  is  hereditary  and  is  transmitted 
as  an  autosomal  trait.  The  homozygous 
state,  in  this  case  found  in  the  patient,  is 
characterized  by  essentially  complete  ab- 
sence of  the  enzyme  cystathionine  synthe- 
tase and  by  the  presence  of  homocystinuria. 
The  heterozygous  state,  discovered  in  this 
case  in  the  parents  of  the  afflicted  child,  is 
characterized  by  an  approximately  75  per 
cent  reduction  in  hepatic  cystathionine 
synthetase  but  no  excretion  of  homocystine 
in  the  urine. 

A 

Not  completely  explainable  are  the  find- 
ings for  the  paternal  cousin  of  the  patient. 
This  individual,  twenty-four  years  old, 
although  excreting  homocystine,  is  essen- 
tially normal  with  no  mental  retardation. 
On  the  other  hand,  this  individual  has  about 
31  units  of  cystathionine  synthetase  per 
milligram  of  hepatic  protein. 

The  most  intriguing  part  of  the  whole 
study  are  some  facts  gleaned  from  case 
histories  of  the  family.  The  seriously 
afflicted  patient,  with  mental  retardation, 
received  only  cows’  milk  during  infancy, 
while  the  cousin  who  is  not  mentally  re- 
tarded received  human  milk  during  the 
first  six  weeks  of  life.  Now  it  is  well  known 
that  the  casein  from  cows’  milk  is  a rela- 
tively poor  source  of  cystine,  while  the 
casein  from  human  milk  is  a considerably 
richer  source  of  cystine.  In  view  of  the 
relatively  high  content  of  cystathionine  in 
brain  tissue,  one  is  tempted  to  postulate 
that  in  the  absence  or  relative  deficiency  of 
the  enzyme  cystathionine  synthetase,  an 
individual  consuming  human  milk  (higher 
cystine)  during  early  infancy  might  be  able 
to  develop  a normal  mentality  while  a 
similar  individual  consuming  cows’  milk 
(lower  cystine)  might  be  mentally  retarded. 
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Obviously  additional  study  is  required  to 
clarify  this  point. 

Although  both  homocystinuria  and 
phenylketonuria  are  characterized  by  mental 
retardation,  it  is  suggested  that  the  causes 
in  each  case  are  in  exact  apposition.  It  is 
possible  that  in  homocystinuria  mental  re- 
tardation results  from  a lack  of  cystathionine 
and  cystine  during  early  infancy  where 
rapid  development  of  the  nervous  system 
occurs,  while  in  phenylketonuria  mental  re- 
tardation results  from  an  excess  of  phenyl- 
alanine. In  either  case,  the  studies  sum- 
marized in  this  review  furnish  additional 
arguments  to  advocates  of  the  breast  feeding 
of  infants. 


Occupation  and  household 
allergy  due  to  inhalants 


Occupations  in  which  workers  have  an  above- 
average  incidence  of  respiratory  allergy  include 
baker;  stableman  (and  others  exposed  to 
horses);  beautician;  barber;  farmer;  furrier; 
janitor;  bedding,  furniture,  and  silk  industries; 
workers  in  food  industries;  brewer;  florist; 
hatmaker;  printer;  and  rag  sorter.  House- 
hold allergens  include  dust,  feathers,  animal 
danders,  atmospheric  pollens,  and  mold  spores 
as  some  of  the  more  important,  and  in  industry 
includes  a longer  list,  some  of  which  are  animal 
danders,  dusts,  pollens,  and  molds. 

Respiratory  symptoms  may  be  due  to  non- 
allergic  factors,  such  as  irritation  from  chem- 
icals, dusts,  tobacco  smoke,  infections,  and 
emotional  problems. 

To  be  classed  as  an  occupational  ailment, 
there  must  be  an  evident  link  between  it  and 
some  distinctive  feature  of  the  job  which  is 
common  to  all  jobs  of  that  kind.  In  an  article 
in  the  West  Virginia  Medical  Journal,  the 
author  discussed  diagnosis,  in  which  the  history 
and  skin  tests  are  the  most  useful  aids,  and 
treatment,  which  has  four  headings:  specific, 

symptomatic,  general,  and  prophylactic. 
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Careful  and  detailed  questioning  should  be 
directed  toward  efforts  to  differentiate  allergic 
asthma  from  chronic  asthmatic  bronchitis  and 
the  possible  association  between  symptoms  and 
exposure  on  the  job.  When  the  history  sug- 
gests a specific  sensitivity,  a positive  skin  test 
using  the  suspected  allergen  confirms  the  diag- 
nosis. 

Specific  therapy  includes  removal  of  the 
cause.  When  this  cannot  be  done,  hypo- 
sensitization should  be  advised.  Although 
this  is  often  unsuccessful  when  animal  danders 
are  involved,  it  is  worth  a trial  if  a worker  is 
faced  with  possible  loss  of  his  job. 

Symptomatic  therapy  includes  the  use  of 
antihistaminic  agents  and  decongestant  drugs 
for  eye  and  nasal  complaints.  For  asthma, 
basic  drugs  are  bronchodilating  agents  and 
expectorants. 

General  care  includes  attention  to  diet,  to 
other  pathologic  conditions  which  may  be 
present,  and  to  emotional  factors. 

The  responsibility  for  prevention  falls  mainly 
on  the  industrial  physician,  and  consists  of 
control  of  processes  to  minimize  contact  with 
materials  used  and  substitution  of  safer  ma- 
terials for  those  known  to  sensitize;  use  of 
protective  clothing  and  proper  ventilation; 
and  proper  selection  and  placement  of  workers. 
In  hazardous  jobs  workers  may  be  rotated 
periodically  to  minimize  exposure. 
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Misdiagnosis  of  Bronchospasm 
During  Anesthesia 


Bronchiolar  constriction  is  a relatively 
uncommon  cause  of  respiratory  obstruction 
during  anesthesia.  Careful  investigation 
intended  to  substantiate  this  mechanism  will 
usually  reveal  some  other  explanation  for  the 
obstruction,  as  in  the  present  case  report. 

Case  report 

A fifty-three-year-old  female  with  nontoxic 
nodular  goiter  was  admitted  to  the  hospital  for 
thyroidectomy.  Glandular  enlargement  pres- 
ent for  fifteen  years  had  increased  rapidly  in 
size  within  recent  months;  this  was  accompa- 
nied by  occasional  difficulty  in  breathing.  Physi- 
cal and  laboratory  examinations  showed  find- 
ings within  normal  limits  except  for  an  x-ray 
finding  of  a large  mediastinal  mass  measuring 
3 cm.  in  diameter  in  the  superior  mediastinum 
on  lateral  view.  The  vocal  cords  were  visual- 
ized easily  on  indirect  laryngoscopy;  there  was 
no  deviation  of  the  trachea. 

Preanesthetic  medication  consisted  of  pento- 
barbital sodium  150  mg.  and  atropine  0.4  mg. 
intramuscularly  one  hour  prior  to  the  scheduled 
time  of  operation.  Anesthesia  was  induced 
with  nitrous  oxide,  oxygen  and  ether,  with 
considerable  respiratory  obstruction  due  to 
partial  laryngospasm  during  induction.  Suc- 
cinylcholine  60  mg.  was  given  intravenously  to 
facilitate  endotracheal  intubation.  Because  the 
larynx  was  difficult  to  visualize,  intubation  was 

Presented  and  discussed  at  a conference  at  Columbia- 
Presbyterian  Medical  Center,  New  York  City,  January  6, 
1964.  Clinical  Anesthesia  Conferences  are  held  on  the 
first  Monday  of  each  month. 


accomplished  only  after  several  unsuccessful 
attempts.  It  was  then  difficult  to  ventilate 
the  patient’s  lungs,  and  a tentative  diagnosis  of 
bronchospasm  was  made  without  confirmatory 
auscultation  of  the  chest.  Aminophylline  400 
mg.  was  administered  slowly  intravenously 
with  no  improvement  in  ease  of  ventilation. 
A consulting  anesthesiologist  opined  that  the 
endotracheal  tube  might  be  too  short.  A 
longer  tube  was  inserted  with  complete  relief 
of  the  respiratory  obstruction,  suggesting  that 
tracheal  compression  by  the  thyroid  had  oc- 
cluded the  end  or  obstructed  the  lumen  of  the 
shorter  endotracheal  tube.  The  remainder 
of  the  procedure  was  completed  uneventfully. 

Comment 

It  is  obvious  that  the  possibility  of  tracheal 
compression  should  be  entertained  when- 
ever respiratory  obstruction  occurs  in  a 
patient  with  thyroid  enlargement.  The 
present  case  emphasizes  that  the  hasty  and 
erroneous  diagnosis  of  bronchospasm  may 
delay  recognition  of  the  true  cause  of  the 
obstruction,  while  in  the  meantime  in- 
appropriate therapy  is  instituted.  The  oc- 
currence of  bronchiolar  constriction  can  be 
confirmed  only  by  auscultation  of  the  chest 
for  the  characteristic  wheezing  over  both 
lung  fields,  together  with  prolongation  of  the 
expiratory  phase  of  respiration.  The  ab- 
sence of  these  signs  automatically  excludes 
the  diagnosis  of  bronchospasm. 
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Truly  allergic  bronchospasm  is  encoun- 
tered rarely  during  anesthesia.1  More  com- 
monly bronchiolar  constriction  occurs  in 
response  to  the  presence  of  a foreign  body, 
such  as  the  endotracheal  tube,  irritant  an- 
esthetics, or  gastric  juice  in  the  air  passages 
during  too  light  anesthesia  with  inadequate 
suppression  of  reflex  response.2  Broncho- 
spasm or  asthma  during  anesthesia  is  some- 
times casually  attributed  to  the  allegedly 
parasympathomimetic  actions  of  thiopental 
sodium  or  cyclopropane,  or  to  the  release  of 
histamine  following  the  use  of  morphine  or 
d-tubocurare.  However,  it  is  noteworthy 
that  thiopental  sodium,  by  its  failure  to  block 
afferent  impulses,3  necessitates  meticulous 
technic  to  avoid  stimulation  within  the 
respiratory  tract;  cyclopropane  has  been 
efficacious  in  the  treatment  of  status  asthma- 
ticus4;  bronchoconstriction  is  rarely  if  ever 
apparent  after  therapeutic  doses  of  morphine 
in  man5;  and  histamine  release  in  man 
could  not  be  demonstrated  except  with  vastly 
excessive  intra-arterial  dosage  of  d-tubo- 
curare.6  Indeed,  on  close  scrutiny  the 
etiologic  factor  is  usually  a foreign  body  re- 
action as  in  this  case. 

It  should  also  be  remembered  that  even 
when  bronchospasm  is  actually  present, 
bronchodilating  drugs,  such  as  epinephrine, 
isoproterenol  hydrochloride,  or  amino- 


phylline  given  intravenously  introduce  un- 
warranted cardiovascular  risks.  The  first 
two  drugs  may  produce  arrhythmias  and 
hypertension,  while  hypotension  and  cardiac 
arrest  have  been  observed  following  the  use 
of  aminophylline  during  general  anesthesia. 
The  bronchodilator  properties  of  ether  or 
halothane  may  be  helpful,  and  hydrocorti- 
sone or  related  compounds  given  intra- 
venously also  may  be  useful.  Probably 
much  of  the  benefit  ascribed  to  drug  therapy 
for  bronchospasm  during  anesthesia  has 
actually  resulted  from  other  factors  acting 
simultaneously,  such  as  removal  of  an 
offending  foreign  body  or  deepening  of 
anesthesia. 
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Diabetes  in  the  elderly 


According  to  an  article  in  the  British  Medical 
Journal,  about  one-half  to  1 per  cent  of  the 
British  population  is  known  to  be  diabetic, 
while  many  more  have  the  disease  and  do  not 
know  it.  In  one  survey  at  Bedford,  nearly 
half  of  the  population  over  seventy  had  “ab- 
normal” glucose  tolerance,  that  is,  blood  sugar 
levels  over  120  mg.  per  100  ml.  two  hours  after 
taking  50  Gm.  glucose.  It  is  a common  fallacy 
that  the  consequences  are  slight  if  the  disease 
is  “mild.”  Some  elderly  diabetic  persons  may 


develop  ketosis  and  pass  into  coma  if  not 
promptly  treated  with  insulin. 

It  is  estimated  that  of  the  diabetic  patients 
over  sixty,  one-third  need  insulin,  one-third 
need  sulfonylureas,  and  one-third  diet  only. 

With  sulfonylurea  therapy  in  elderly  pa- 
tients there  is  the  danger  of  hypoglycemia. 
The  risk  of  hypoglycemia  is  slight  with  tol- 
butamide, which  is  short-acting;  it  is  a little 
greater  with  the  longer-acting  chlorpropamide 
and  acetohexamide.  The  risk  of  hypoglycemia 
is  much  greater  with  insulin,  and  semilente 
(insulin  zinc  suspension,  amorphous)  or  isophane 
(N.P.H.)  insulin  is  probably  preferable  to  long- 
acting  insulins  for  treatment  of  elderly  dia- 
betics. 
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T he  manifestations  of  nervous  system  in- 
volvement with  infectious  mononucleosis 
have  stimulated  considerable  interest  over 
the  past  thirty  years.  The  purpose  of  this 
paper  is  to  present  the  cases  of  5 patients 
with  some  of  the  unusual  neurologic  com- 
plications of  infectious  mononucleosis,  in- 
cluding encephalitis  and  the  Guillain-Barre 
syndrome,  and  to  review  the  pertinent 
literature. 

Case  reports 

Case  1.  This  patient,  a seventeen-year- 
old  boy,  who  lived  on  a farm,  was  admitted 
to  the  neurology  department  on  June  25, 
1962,  with  a two-week  history  of  low-grade 
fever,  headaches,  malaise,  sore  throat,  en- 
larged tender  cervical  glands,  nausea,  and 
vomiting.  The  symptoms  had  not  re- 
sponded either  to  symptomatic  care  or  to 
antibiotics.  He  had  had  a grand  mal  con- 
vulsion the  day  prior  to  admission. 

The  pertinent  physical  findings  on  admis- 
sion were  a rectal  temperature  of  102.6  F. 
(39.2  C.),  a moderately  stiff  neck,  erythema 
of  the  oropharynx,  and  minimal  posterior 
cervical  adenopathy.  He  was  restless,  com- 
bative, and  disoriented. 

* Assistant  Professor,  Department  of  Neurology,  Albany 
Medical  College. 


The  white  blood  count  was  9,700  cells  per 
cubic  millimeter,  with  32  per  cent  segmented 
neutrophils,  56  per  cent  lymphocytes,  8 per 
cent  monocytes,  and  4 per  cent  eosinophils. 
The  thymol  turbidity  was  6.2  units.  The 
SGOT  (serum  glutamic  oxaloacetic  trans- 
aminase) was  16  units.  On  admission  the 
VDRL  test  result  was  1:1,  and  the  Kolmer’s 
test  result  was  1:2,  but  both  were  non- 
reactive five  days  later.  The  heterophil 
antibody  titer  was  1:512.  The  cerebrospinal 
fluid  was  clear  and  contained  6 lymphocytes 
per  cubic  millimeter.  The  cerebrospinal 
fluid  sugar  was  77  mg.  per  100  ml.  and  the 
chloride  125  mEq.  per  liter.  The  cerebro- 
spinal fluid  protein  was  68  mg.  per  100  ml. 
(normal,  12  to  50  mg.  per  100  ml.).  The 
cerebrospinal  fluid  Wassermann  test  result 
was  nonreactive.  An  electroencephalogram 
showed  moderately  abnormal  findings,  with 
excessive,  diffuse  4 to  7 per  second  activity 
and  minimal  evidence  of  14  per  second  posi- 
tive spikes. 

The  patient  became  rational  and  oriented 
thirty-six  hours  after  his  grand  mal  seizure. 
He  was  discharged  asymptomatic  five  days 
after  admission. 

Case  2.  This  eighteen-year-old  student 
was  in  good  health  until  one  week  prior  to 
his  admission  on  April  20,  1962,  when  he 
experienced  headaches,  nausea,  and  fatig- 
ability. During  the  next  few  days  he  de- 
veloped a sore  throat,  dizziness,  and  a stag- 
gering gait.  On  admission  to  the  neurology 
department  the  significant  physical  findings 
consisted  of  cervical  adenopathy,  an  ataxic 
gait,  and  a positive  Romberg  sign. 

The  patient’s  leukocyte  count  was  10,300, 
with  32  per  cent  neutrophils,  52  per  cent 
lymphocytes,  and  16  per  cent  monocytes. 
The  atypical  lymphocytes  of  infectious 
mononucleosis  were  present.  Liver  function 
studies  showed  a 4 plus  cephalin  flocculation, 
a thymol  turbidity  of  4.3  units,  and  a 
SGOT  of  75  emits.  The  VDRL  test  result 
and  the  Kolmer’s  test  result  were  non- 
reactive. On  admission  his  heterophil  anti- 
body titer  was  1:512;  it  decreased  to  1:64 
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in  the  next  few  weeks.  The  cerebrospinal 
fluid  pressure  was  100  mm.  of  water,  and 
there  were  no  cells.  The  cerebrospinal  fluid 
Wassermann  test  finding  was  nonreactive. 
The  cerebrospinal  fluid  protein  was  36  mg. 
per  100  ml. 

The  hospital  course  was  marked  by  head- 
aches, vomiting,  and  ataxia  that  began  to 
improve  eighteen  days  after  admission. 
Minimal  ataxia  was  present  at  the  time  ot 
discharge  on  the  thirtieth  hospital  day. 

Case  3.  The  patient,  a nineteen-year- 
old  waitress,  gave  a two -week  history  of 
dizziness  and  blurred  vision.  One  week 
prior  to  her  admission  on  January  26,  1963, 
she  had  a febrile  episode  associated  with 
headache,  vomiting,  and  confusion.  A tem- 
perature of  102  to  103  F.  (38.8  to  39.4  C.) 
persisted  despite  the  administration  of  anti- 
biotics, although  the  confusion  improved 
and  the  vomiting  lessened.  On  admission, 
she  had  a rectal  temperature  of  101.6  F. 
(38.7  C.).  She  was  alert  and  oriented. 
There  was  one  enlarged  lymph  node  in  the 
right  anterior  cervical  triangle.  Neurologic 
findings  were  restricted  to  mild  dyssynergia 
of  all  extremities. 

Laboratory  tests  showed  a white  blood  cell 
count  of  9,450,  with  3 per  cent  bands,  29 
per  cent  segmented  neutrophils,  11  per  cent 
monocytes,  and  57  per  cent  lymphocytes, 
many  of  which  were  atypical  lymphocytes 
and  were  compatible  with  those  seen  in 
infectious  mononucleosis.  The  findings  of 
the  Kolmer’s  and  VDRL  tests  were  non- 
reactive. A lumbar  puncture  revealed  an 
initial  pressure  of  250  mm.  of  water.  The 
fluid  was  xanthochromic.  There  were  2 
white  cells  per  cubic  millimeter,  and  the 
sugar  was  53  mg.  per  100  ml.  The  cerebro- 
spinal fluid  protein  was  57  mg.  per  100  ml. 
A second  lumbar  puncture  a few  days  later 
yielded  crystal-clear  fluid.  The  cerebro- 
spinal fluid  Wassermann  test  finding  was 
nonreactive.  The  heterophil  antibody  titer 
was  nonreactive  on  admission,  but  it  in- 
creased to  1:64  three  days  later.  The 
titer  was  again  nonreactive  twenty-nine 
days  after  admission.  The  liver  function 
studies  showed  a 4 plus  cephalin  flocculation, 
a thymol  turbidity  of  7 units,  and  a SGOT 
of  44  units.  Electroencephalo graphic  find- 
ings were  abnormal,  with  diffuse  and  focal 
slow  activity,  the  latter  implicating  the  left 
hemisphere. 


The  rectal  temperature  was  101  to  102  F 
(38.3  to  38.8  C.)  during  the  first  week  of 
hospitalization.  The  patient’s  mental  status 
deteriorated  following  admission.  She 
became  drowsy,  disoriented,  confused, 
and  hallucinatory.  Subsequent  examina- 
tions revealed  congestion  and  blurring  of 
both  optic  disks.  Eleven  days  after  ad- 
mission she  began  to  improve  rapidly,  so 
that  by  the  fifteenth  hospital  day  she  was 
oriented  and  alert. 

Case  4.  The  patient,  a sixteen-year-old, 
male  high-school  student,  had  been  in  good 
health  until  three  weeks  prior  to  his  ad- 
mission on  May  9,  1962,  when  he  began  hav- 
ing headaches,  fever,  and  fatigability.  On 
the  day  of  admission  he  had  a generalized 
convulsion.  When  he  was  seen  on  the  neu- 
rology ward  he  was  febrile  and  stuporous. 
The  rectal  temperature  was  103  F.  (39.4  C.). 
He  had  acute  follicular  tonsillitis  and 
generalized  lymphadenopathy.  There  was 
nuchal  rigidity.  No  focal  neurologic  deficits 
were  present. 

The  patient  had  a leukocytosis  of  18,200 
cells  per  cubic  millimeter,  with  72  per  cent 
mononuclear  cells,  almost  all  of  which  were 
atypical  lymphocytes  compatible  with  in- 
fectious mononucleosis.  The  heterophil 
antibody  titer  was  1:1,024.  The  VDRL 
and  Kline  test  findings  were  nonreactive. 
The  patient  had  three  spinal  fluid  examina- 
tions that  showed  normal  pressures  of  145 
to  150  mm.  of  water  and  normal  sugar  and 
chloride  values.  The  cell  counts  ranged 
from  68  to  121  lymphocytes  and  the  protein 
values  from  125  to  259  mg.  per  100  ml. 
The  cerebrospinal  fluid  Wassermann  test 
result  was  nonreactive. 

During  the  first  two  days  the  patient  re- 
mained stuporous,  but  on  the  third  day  he 
became  alert.  On  the  fourth  hospital  day 
his  temperature  increased  to  104  F.  (40  C.). 
The  same  day  he  developed  status  epilep- 
ticus  which  lasted  six  hours  and  finally 
responded  to  heavy  sedation.  He  grad- 
ually became  more  alert  and  oriented.  At 
the  time  of  discharge  two  weeks  after  ad- 
mission there  was  memory  impairment, 
dysarthria,  adenopathy,  and  a mildly  ataxic 
gait. 

Evaluation  three  months  later  indicated 
complete  recovery.  The  patient  scored  a 
full-scale  I.Q.  of  107  on  the  Wechsler  in- 
telligence scale  for  adults. 
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Case  5.  This  sixteen-year-old  high  school 
student  was  in  good  health  until  two  weeks 
prior  to  his  admission  on  May  7,  1960,  when 
he  noticed  stiffness  of  the  neck  that  persisted 
for  four  days.  One  week  later  he  had  a 
severe  headache  lasting  for  four  days. 
The  day  prior  to  admission  he  awoke  with 
diplopia.  Later  that  morning  he  noticed 
numbness  of  the  left  hand.  About  noon  his 
feet  became  numb  and  his  gait  unsteady. 
Weakness  of  both  legs  progressed  until  at 
the  time  of  admission  he  could  no  longer 
walk.  He  appeared  acutely  ill,  with  a rectal 
temperature  of  102.2  F.  (39  C.).  There 
was  minimal  lymphadenopathy,  and  the 
spleen  was  slightly  enlarged.  The  patient 
had  a quadriparesis  with  no  impairment  of 
superficial  sensation  except  over  the  soles 
of  his  feet.  Pallesthesia  was  absent  in  both 
lower  extremities.  Examination  of  the  cran- 
ial nerves  showed  a diminished  corneal  re- 
flex on  the  right  and  subjective  diplopia. 
His  neck  was  minimally  resistant  to  ante- 
flexion. 

On  admission  the  white  blood  cell  count 
was  12,800,  with  1 per  cent  bands,  17  per 
cent  neutrophils,  72  per  cent  lymphocytes, 
and  10  per  cent  monocytes.  The  atypical 
lymphocytes  of  infectious  mononucleosis 
were  present.  After  one  month  the  differ- 
ential count  returned  to  normal.  The 
heterophil  antibody  titer  was  1:128.  In- 
itally  the  Kolmer’s  test  finding  was  1:8, 
but  it  was  nonreactive  in  two  weeks.  The 
VDRL  test  finding  was  nonreactive.  A 
lumbar  puncture  revealed  an  initial  pressure 
of  190  mm.  of  water,  clear  fluid,  and  no 
cells.  The  cerebrospinal  fluid  protein  was 
68  mg.  per  100  ml.,  and  the  sugar  was  60  mg. 
per  100  ml.  The  cerebrospinal  fluid  Wasser- 
mann  test  finding  was  nonreactive. 

The  patient’s  hospital  course  was  one  of 
further  deterioration.  On  the  day  of  ad- 
mission a left  lateral  rectus  paresis  appeared, 
as  did  dysarthria  and  dysphagia.  Moderate 
respiratory  distress  was  present.  The  next 
day  a tracheotomy  was  necessary,  and  the 
patient  required  a respirator.  He  was  un- 
able to  swallow  and  had  to  be  maintained  on 
gastric  feedings  and  parenteral  fluids.  Flac- 
cid quadriplegia  with  hypalgesia  of  all  four 
extremities  was  present  on  the  third  hospital 
day.  Examination  of  the  cranial  nerves 
revealed  complete  ophthalmoplegia,  left 
facial  paresis,  and  bilateral  ninth,  tenth, 
eleventh,  and  twelfth  nerve  paresis.  On  the 


fourth  hospital  day  he  began  a slow  course  of 
improvement  until  on  the  eighteenth  day 
he  no  longer  required  a respirator.  Four 
months  after  the  onset  of  his  illness  he  had 
minimal  paresis  of  the  left  lateral  rectus 
muscle,  some  generalized  disuse  atrophy  of 
musculature,  weakness  of  plantar  flexion, 
and  hyporeflexia. 

Comment 

Filatoff  described  idiopathic  adenitis  in 
1885,  but  it  was  Pfeiffer1  who  established 
infectious  mononucleosis  as  a clinical  entity 
with  his  classical  article,  “Driisenfieber,”  in 
1889.  He  described  the  clinical  picture  of 
fever,  enlarged  lymph  glands,  sore  throat, 
and  enlargement  of  the  liver  and  spleen. 
Burns  in  1909 2 was  first  to  note  the  abnormal 
cells  that  were  so  elaborately  described  by 
Downey  and  McKinlay  in  1923. 3 Paul  and 
Bunnell4  discovered  the  presence  of  hetero- 
phil antibodies  in  1932.  This  test  was 
later  refined  by  the  use  of  Davidsohn,  Stern, 
and  Kashiwagi’s5  differential  absorption 
test.  Heterophil  antibodies  have  been  ob- 
served in  the  cerebrospinal  fluid  of  patients 
with  infectious  mononucleosis.6 

Interest  in  the  neurologic  aspects  of  this 
disease  was  stimulated  by  the  reports  of 
Johansen7  and  Epstein  and  Dameshek  in 
1931. 8 Johansen  described  the  case  of  a 
twenty-eight-year-old  man  who  exhibited 
the  clinical  and  hematologic  picture  of  in- 
fectious mononucleosis.  Lumbar  puncture 
revealed  an  elevated  pressure  and  pleo- 
cytosis. Epstein  and  Dameshek8  reported  a 
case  of  meningo-encephalitis  in  association 
with  infectious  mononucleosis.  Since  then, 
case  reports  have  established  the  different 
neurologic  complications  of  infectious  mono- 
nucleosis. Thelander  and  Shaw9  reviewed 
the  literature  in  1941,  finding  10  cases  and 
adding  3 of  their  own.  Bernstein  and 
Wolff’s10  excellent  summary  of  the  literature 
in  1950  reviewed  34  cases  that  satisfied 
their  criteria  for  the  diagnosis  of  infectious 
mononucleosis,  and  they  added  1 case  of 
meningo-encephalitis.  A composite  picture 
of  infectious  mononucleosis  and  its  compli- 
cations was  set  forth  in  a definitive  mono- 
graph by  Leibowitz  in  1953. 11 

The  neurologic  complications  of  infectious 
mononucleosis  that  have  been  reported  are 
as  follows:  encephalitis,12-15  encephalomye- 
litis, 16  encephalomyelopathy  (hemor- 
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rhagic) , 17  Guillain-Barre  syndrome, 18. 1 9 
meningismus  (serous  meningitis),7  menin- 
gitis,9 meningo-encephalitis,810  peripheral 
neuropathy  (serratus  anterior  palsy),20  and 
psychosis.15  The  significant  clinical  findings 
that  have  been  reported  are  as  follows: 
ataxia,12.13  coma,14  conjugate  gaze  dis- 
turbances,13 convulsions  (including  status 
epilepticus),10’21  diplopia,17  extraocular  mus- 
cle palsy,22  facial  diplegia  or  paresis,23’24 
hemiplegia  of  acute  onset,25  nystagmus,26 
ocular  manifestations  (intrinsic,  that  is, 
uveitis),27  papilledema, 28  ptosis,8  26  and  sco- 
toma.29 

Clinicians  are  in  general  agreement  that 
there  are  three  criteria  for  the  diagnosis  of 
infectious  mononucleosis:  the  clinical  course, 
the  hematologic  findings,  and  the  con- 
firmative serologic  studies.  All  of  our 
patients  except  Case  3 satisfied  these  cri- 
teria. Case  3 did  not  exhibit  the  usual 
clinical  features  of  sore  throat,  adenopathy, 
and  hepatosplenomegaly.  The  diagnosis  is 
supported  by  the  peripheral  blood  picture 
and  by  the  increased  heterophil  antibody 
titer.  It  has  been  noted  previously  that 
patients  with  nervous  system  involvement 
may  have  minimal  generalized  signs,  or  the 
neurologic  manifestations  may  precede  the 
clinical  and  hematologic  observations.30-31 
Our  heterophil  antibody  titers  were  verified 
by  the  differential  absorption  test  of  David- 
sohn,  Stern,  and  Kashiwagi.5 

Our  first  patient  had  symptoms  sug- 
gestive of  infectious  mononucleosis  for  two 
weeks  prior  to  a convulsion.  The  dis- 
turbed mental  status  following  this  seizure 
was  more  pronounced  than  one  usually  sees 
as  a postconvulsive  manifestation.  The 
diagnosis  of  encephalitis  was  based  on  the 
altered  mental  status,  the  slight  pleocytosis, 
the  increased  cerebrospinal  fluid  protein, 
and  the  diffusely  slow  electroencephalo- 
graphic  findings. 

The  criteria  for  the  diagnosis  of  infectious 
mononucleosis  were  present  in  Case  2. 
The  symptoms  of  headache,  vomiting,  and 
ataxia  were  the  basis  for  the  diagnosis  of 
an  encephalitic-like  disorder.  The  cere- 
brospinal fluid  in  this  patient  was  normal. 
A cerebrospinal  fluid  examination  at  a 
different  stage  of  his  illness  might  have 
yielded  elevated  protein  or  pleocytosis. 
Normal  cerebrospinal  fluid  has  been  noted 
in  patients  with  neurologic  complications  of 
infectious  mononucleosis. 26>  28> 3 2 Con- 


versely, abnormal  spinal  fluid  has  been 
noted  in  patients  with  infectious  mono- 
nucleosis in  the  absence  of  nervous  system 
manifestations. 10- 33 

The  psychosis,  the  abnormal  cerebrospinal 
fluid,  and  the  abnormal  electroencephalo- 
gram in  our  third  patient  were  the  basis  for 
the  diagnosis  of  encephalitis.  The  sys- 
temic findings  were  minimal.  The  im- 
portance of  serial  heterophil  antibody 
titers  was  illustrated  in  this  case.  The 
patient’s  serum  was  nonreactive  on  admis- 
sion two  weeks  after  the  onset  of  her  illness. 
But  the  heterophil  antibody  titer  was 
significantly  elevated  three  days  after  ad- 
mission. 

Case  4 had  status  epilepticus.  Convul- 
sions, although  uncommon,  have  been  re- 
ported in  patients  with  infectious  mono- 
nucleosis. Lazar,  Manfredi,  and  Ham- 
mond reported  this  complication  in  1956. 21 
They  noted  13  cases  that  had  been  reported 
previously.  The  encephalitis  thought  to 
be  associated  with  infectious  mononucleosis 
deserves  to  be  considered  as  a possible 
cause  of  convulsions. 

Infectious  mononucleosis  is  rarely  of 
etiologic  import  in  the  Guillain-Barre  syn- 
drome. The  fifth  patient  exhibited  clinical 
features  of  both  Guillain-Barre  syndrome  and 
infectious  mononucleosis.  Ricker  etal . 3 4 have 
reported  2 fatal  cases  in  which  there  were 
clinical  and  pathologic  manifestations  of  both 
Guillain-Barre  syndrome  and  infectious  mon- 
onucleosis. 

Smith35  has  reported  on  1 additional 
patient  with  infectious  mononucleosis  who 
was  treated  at  the  State  University  of 
Iowa  Hospitals.  This  case  was  compli- 
cated by  encephalitis,  but  the  patient  re- 
covered completely. 

Deaths  are  infrequent  in  infectious  mono- 
nucleosis. Allen  and  Kellner36  reported 
autopsy  findings  in  1 case  of  infectious 
mononucleosis.  This  patient  complained 
of  headaches  but  had  no  abnormal  neuro- 
logic signs  during  the  course  of  his  illness. 
He  died  in  an  airplane  accident  one  month 
after  the  onset  of  symptoms  and  two  weeks 
after  his  recovery.  Perivascular  infiltra- 
tion with  mononuclear  cells  was  observed 
in  the  brain.  Custer  and  Smith37  con- 
firmed the  perivascular  infiltration  in  the 
brain  and  noted  round-cell  infiltration  of  the 
meninges. 

Dolgopol  and  Husson17  reported  autopsy 
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findings  in  a fatal  case  of  infectious  mono- 
nucleosis with  neurologic  complications. 
The  pathologic  changes  consisted  of  con- 
gestion of  the  meninges.  The  oculomotor 
and  trochlear  neurones  showed  severe  de- 
generation. There  was  no  perivascular  in- 
filtration. The  gray  matter  of  the  spinal 
cord  exhibited  extensive,  recent  perivascular 
hemorrhages. 

Ricker  et  a/.34  reported  autopsy  findings  in 
2 patients  who  had  the  Guillain-Barre 
syndrome  associated  with  infectious  mono- 
nucleosis. The  vessels  in  the  leptomeninges, 
brain,  and  spinal  cord  were  engorged. 
Petechial  hemorrhages  were  present  in  the 
meninges  and  occasionally  in  the  cerebrum. 
The  Purkinje-cell  layer  was  indistinct. 
Moderate  mononuclear  infiltration  of  the 
leptomeninges,  anterior  nerve  roots,  and 
peripheral  nerves  was  noted.  The  spleen 
and  lymph  nodes  showed  the  pathologic 
changes  associated  with  infectious  mono- 
nucleosis. 

Summary 

The  neurologic  complications  of  5 pa- 
tients with  infectious  mononucleosis  have 
been  reviewed.  An  encephalitis-like  condi- 
tion was  present  in  4 patients.  The  other 
patient  suffered  a severe  quadriplegia  with 
facial  paralysis,  ophthalmoplegia,  and  sen- 
sory loss  of  the  Guillain-Barre  syndrome. 
All  recovered  with  minimal  residual  ab- 
normalities. 
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Infertility,  Salpingitis, 
and  Uterine  Anomaly 

JOHN  PAGGIOLI,  M.D.,  F.A.C.O.G. 

Fort  Riley,  Kansas* 

From  the  Irwin  U.S.  Army  Hospital 


Salpingitis  is  a recognizable  cause  of  in- 
fertility in  women.  When  it  occurs  in  the 
rudimentary  horn  of  a bicomate  uterus, 
one  can  only  speculate  as  to  nature’s  re- 
sources in  rendering  someone  sterile. 

Case  report 

The  patient,  a thirty -three-year-old  Negro 
woman,  first  presented  herself  to  the  out- 
patient clinic  of  the  Irwin  U.S.  Army 
Hospital  in  1959.  Her  primary  concern  was 
infertility  of  seven  years  duration,  and  she 
was  followed  in  the  outpatient  clinic  over  a 
two-year  period. 

The  patient’s  past  history  and  a general 
review  of  past  symptoms  revealed  nothing 
positive.  Menarche  had  occurred  when  she 
was  thirteen  years  of  age  and  was  followed 
by  regular  periods  of  twenty-eight  days. 
No  intermenstrual  bleeding  was  noted. 
She  had  mild  dysmenorrhea,  and  mittel- 
schmerz  at  mid-cycle  occurred  at  times. 

Physical  Findings.  Physical  examina- 
tion revealed  a person  of  moderate  stature 
with  a normal  female  escutcheon.  Pelvic  ex- 
amination revealed  a clean  cervix.  The 
uterus  was  small;  indeed,  on  palpation  the 
patient  seemed  to  have  only  a hypertrophied, 
elongated  cervix,  which  angulated  over  to 
the  right  lower  quadrant  (Fig.  1).  The  ad- 

* Present  address:  St.  Vincent’s  Hospital,  New  York 
City. 


FIGURE  1.  Hysterogram  showing  deformed  uter- 
ine cavity  and  patent  right  tube. 


nexa  were  palpably  normal.  Nodularity  of 
a mild  degree  was  present  in  the  cul-de-sac. 

Laboratory  findings.  During  the  two- 
year  period  of  investigation,  repeated  endo- 
metrial biopsies  proved  ovulation  to  be  in- 
tact. Several  Rubin’s  tests  had  been  per- 
formed, with  equivocal  results.  The  results 
of  studies  of  the  spouse,  including  repeat 
semen  analysis  and  Huhner  tests,  were  con- 
sistently normal.  The  patient  was  told 
that  she  and  her  husband  fell  into  the  cate- 
gory of  the  “normal  infertile  couple”  and 
that  pregnancy  was  still  possible. 

After  an  evaluation  of  the  results  of  two 
years  of  study,  a hysterogram  of  the  patient 
was  taken,  which  demonstrated  an  anoma- 
lous uterine  horn,  with  puddling  of  the  dye  in 
the  distal  portion  of  the  right  tube  (Fig.  1). 
The  “uterus”  was  tilted  to  the  right,  as  had 
been  found  on  physical  examination.  The 
left  tube  was  not  visualized.  Endometrio- 
sis and/or  salpingitis  were  considered  the 
more  likely  prospects.  A culdoscopic  ex- 
amination was  attempted,  but  the  scope 
failed  to  penetrate  the  cul-de-sac,  and  the 
procedure  was  abandoned.  It  was  then 
decided  to  perform  a laparotomy. 

Laparotomy  findings.  The  anatomic 
findings  at  laparotomy  included  bilateral 
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FIGURE  2.  Rudimentary  horn  with  extensive 
salpingitis. 


salpingitis  (Fig.  2).  The  left  tube  did  not 
connect  with  the  main  portion  of  the  uterus 
but  was  found  connected  to  a rudimentary 
horn  lying  unattached  in  the  left  broad  liga- 
ment. Since  the  rudimentary  horn  did  not 
connect  with  the  main  endometrial  cavity, 
the  question  of  how  this  tube  became  in- 
fected is  of  great  interest.  Dense  adhesions 
between  the  infected  right  tube  and  the 


Household  cleanser  dangers 


The  American  Medical  Association  advises 
the  public  on  the  dangers  inherent  in  mixing 
household  cleansers  with  commercial  bleach 
or  vinegar.  Cited  is  the  case  of  a housewife  who 
cleaned  her  kitchen  floor  just  before  dinner 
with  a mixture  of  these  three.  Shortly  after 
eating  the  entire  family  became  ill  with  nausea, 
headaches,  dizziness,  and  coughing.  Fortu- 
nately, everyone  recovered. 

In  mixing  the  bleaches  and  the  vinegar,  the 
woman  had  released  some  chlorine  gas  in  the 
small,  tightly  closed  kitchen. 

Powerful  cleansers,  such  as  are  used  for  ovens 


small  main  uterine  horn  accounted  for  its 
position  (Fig.  1).  Both  Fallopian  tubes 
showed  irreversible  damage.  No  fimbriae 
were  demonstrated.  The  left  rudimentary 
horn  with  its  involved  tube  (Fig.  2)  was 
excised.  Both  ovaries  were  normal. 

Postoperative  course.  The  postopera- 
tive course  was  complicated  by  morbidity. 
The  temperature  was  101  F.  for  the  first  three 
days  after  the  operation.  The  patient  left 
the  hospital  knowing  her  infertility  was 
permanent. 

Summary 

This  case  demonstrates  the  need  for  mak- 
ing a definitive  diagnosis  by  all  available 
means,  including  laparotomy,  if  doubt  exists, 
before  labeling  a couple  as  “normally  in- 
fertile.” Many  of  these  couples  would  like 
to  adopt  children  if  their  own  fertility  is 
irreversibly  impaired. 

The  findings  of  extensive  salpingitis  in  a 
rudimentary  horn  of  a bicornate  uterus  with 
no  attachment  to  the  endometrial  cavity  of 
the  main  horn  is  remarkable. 

175  West  13th  Street 


and  toilet  bowls,  should  not  be  mixed  with  each 
other  or  with  household  ammonia  or  vinegar. 
The  most  common  homemade  mixtures  are 
those  using  sodium  hypochlorite  and  ammonia 
or  vinegar.  Sodium  hypochlorite  and  vinegar 
react  and  produce  chlorine  gas.  Mixed  with 
ammonia,  sodium  hypochlorite  gives  off  irritat- 
ing gases. 

During  a period  of  sixty  days  in  the  winter 
of  1963,  45  calls  were  received  at  the  Boston 
Poison  Information  Center  regarding  adult 
poisonings.  Four  of  these  were  for  inhalation 
of  gases  produced  by  homemade  cleaning  mix- 
tures. Such  incidents  occur  more  frequently 
in  winter  when  houses  are  closed  and  ventilation 
is  at  a minimum,  but  they  can  and  do  occur 
any  time. 
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Segmental  colitis  has  been  defined  as  an 
inflammatory  disease  of  unknown  origin 
involving  initially  one  or  more  segments  of 
the  large  intestines,  exclusive  of  the  rectum 
and  rectosigmoid,  either  as  a continuous 
lesion  or  as  multiple,  discontinuous  lesions.1 
Granulomatous  or  ulcerative  disease  may 
dominate  the  pathologic  picture.  Since 
Bargen’s2  description  in  1930  of  a “regional 
migratory  chronic  ulcerative  colitis,”  many 
reports  have  been  concerned  with  the  gran- 
ulomatous or  nongranulomatous  aspects  of 
this  segmental  lesion.  The  British  investi- 
gators, Cornes  and  Stecher3  and  Lockhart- 
Mummery  and  Morson,4  have  been  so  im- 
pressed with  the  granulomatous  features  in  a 
number  of  their  cases  that  they  have  used  the 
term  “Crohn’s  disease  of  the  large  intestine.” 
Only  a minority  of  Crohn,  Garlock,  and 
Yamis’5  initial  group  of  77  proved  to  have 
granulomatous  disease;  the  greater  majority 
exhibited  gross  and  microscopic  characteris- 
tics of  the  more  familiar  ulcerative  colitis. 
In  a later  review  Yarnis  and  Crohn6  re- 
ported that  many  specimens  of  resected  in- 
testine showed  a mixture  of  granulomatous 
and  ulcerative  pathologic  changes.  Mar- 
shak, Wolf,  and  Eliasoph,7  along  with  many 
others,  do  not  consider  segmental  colitis  a 


separate  disease  entity  but  feel  it  is  more 
accurate  to  regard  it  as  an  anatomic  distri- 
bution of  granulomatous  or  ulcerative  in- 
flammation. 

While  chronic  ulcerative  colitis  in  its  early 
stages  may  present  few  radiologic  features, 
the  passage  of  years  with  recurrent  attacks 
eventually  leaves  recognizable  alterations 
that  are  seen  on  x-ray  film.  Diagnostic 
features  include  distortion  of  the  haustral 
markings,  destruction  of  the  normal  mucosal 
pattern,  mucosal  ulcerations,  rigidity  of  the 
bowel  wall,  pseudopolyps,  decrease  in  the 
diameter  of  the  lumen,  and  a shortening  of 
bowel  length.  These  findings  can  be  antici- 
pated whether  the  disease  is  segmented  or 
universal  in  distribution.  Since  surgical 
treatment  of  segmental  colitis  may  at  times 
be  the  only  means  of  affording  improvement 
and  a possible  cure  to  patients  with  de- 
bilitating disease,  recognition  by  the  clini- 
cian of  segmental  involvement  is  essential. 
With  the  initial  and  frequently  permanent 
sparing  of  the  rectum  and  rectosigmoid, 
radiologic  rather  than  sigmoidoscopic  cri- 
teria have  been  relied  on.  In  the  case  to  be 
described,  roentgenographic  evidence  of  a 
segmental  ulcerative  lesion  failed  to  appear  in 
seven  and  one-half  years  of  chronic,  recurrent 
disabling  disease.  The  repeated  appearance 
of  a mucopurulent  discharge  entering  the 
sigmoidoscope  from  above  in  this  patient 
with  an  intractable  illness  led  to  surgical 
intervention,  performed  in  the  hope  that  a 
limited  and  resectable  area  of  diseased  colon 
would  be  found. 

Case  report 

First  admission.  The  patient,  a forty- 
eight-year-old  woman  executive,  on  April  26, 
1956,  had  entered  another  hospital  that  was 
well  known  for  its  study  of  patients  with 
ulcerative  colitis.  Her  complaints  at  that 
time  consisted  of  a six-month  history  of 
frequent,  grossly  bloody,  mucoid  bowel 
movements  accompanied  by  severe  tenes- 
mus and  abdominal  pain.  Stool  examina- 
tions and  cultures  were  negative  for  ameba, 
parasites,  and  pathogenic  organisms.  A 
sigmoidoscopic  examination  by  a consulting 
gastroenterologist  revealed  that  the  mucosa 
had  a granular  appearance,  but  no  spon- 
taneous bleeding  or  evidence  of  pus  was 
present.  The  results  of  an  upper  gastro- 
intestinal and  small  bowel  series  were  nor- 
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FIGURE  1.  Radiologically  norma!  mucosal  pattern 
seven  years  after  onset  of  disease. 


mal.  Some  irregularity  of  the  contour  of 
the  distal  transverse,  descending,  and  sig- 
moid colon  was  noted  on  x-ray  films  of  the 
bowel.  No  ulcerations  were  reported. 

ACTH,  orally  administered  cortisone 
derivatives,  and  general  supportive  treat- 
ment resulted  in  improvement.  After  a 
thirty-four-day  hospital  stay,  the  patient 
was  discharged  with  a diagnosis  of  chronic 
ulcerative  colitis. 

Second  admission.  Although  not  com- 
pletely asymptomatic  the  patient  was  able 
to  continue  her  work  until  April  7,  1958, 
when  a five-week  history  of  bloody  rectal 
discharges  mixed  with  purulent  materials 
caused  a second  admission  to  the  same  hos- 
pital. A sigmoidoscopic  examination  again 
failed  to  reveal  any  ulcerations.  Flecks  of 
green  mucus  were  observed  scattered  along 
the  bowel  wall.  After  the  patient  had  had  a 
barium  air  contrast  enema,  the  radiologist 
stated  that  the  radiologic  appearance  of  the 
colon  did  not  warrant  a roentgeno  graphic 
diagnosis  of  ulcerative  colitis.  Retention 
enemas  of  hydrocortisone  as  well  as  the 
usual  supportive  therapy  were  administered. 
After  two  months  of  medical  treatment  com- 
plicated by  numerous  fecal  impactions  the 
patient  was  discharged. 

Third  admission.  The  third  and  last 


admission  to  the  same  hospital  occurred  in 
October,  1961.  The  symptoms  were  the 
same  as  on  previous  admissions.  A sigmoid- 
oscopic examination  again  failed  to  show 
ulcerations,  and  green  patches  of  mucus  were 
observed,  as  on  the  previous  admissions. 
Small  bowel  x-ray  films  showed  nothing  re- 
markable. A radiologic  report  on  the  large 
bowel  by  a most  experienced  interpreter  of 
gastrointestinal  films  failed  to  describe  any 
definitive  evidence  of  ulcerative  colitis. 
Of  interest,  in  view  of  the  subsequent  patho- 
logic findings,  was  the  statement  that  “the 
mucosa  of  the  descending  colon  is  within 
normal  limits.”  The  patient  was  again 
treated  with  hydrocortisone  retention  ene- 
mas and  given  a short  course  of  prednisone. 
She  was  discharged  improved  on  the  twenty- 
fifth  hospital  day. 

Present  illness.  The  patient  was  first 
seen  by  one  of  us  (A.R.A.)  in  September, 
1962.  Recurrence  of  mucopurulent  rectal 
discharges,  distention,  cramps,  tenesmus, 
and  constipation  were  her  chief  complaints. 
The  findings  of  a sigmoidoscopic  examination 
and  a barium  colon  enema  were  unremark- 
able (Fig.  1).  In  late  December,  the  con- 
stipation was  replaced  by  the  daily  passage 
of  10  to  12  stools  of  mixed  blood,  mucus,  and 
pus.  The  patient  appeared  chronically  ill 
and  dehydrated  and  was  admitted  to  the 
hospital  on  February  8,  1963. 

Roentgeno  graphic  films  of  the  large 
bowel  showed  nothing  positive.  A sigmoid- 
oscopic examination  showed  an  uninflamed 
mucosa  with  interspersed  patches  of  muco- 
purulent material.  Fluid  and  blood  re- 
placement along  with  steroid  therapy  re- 
sulted in  a remission  after  the  temperature 
had  reached  a high  of  103  F.  The  patient 
was  discharged  on  the  twenty-ninth  hospital 
day,  only  to  be  readmitted  eleven  days  later 
with  an  exacerbation  of  all  her  symptoms. 
A profuse  mucopurulent  discharge  was  seen 
entering  the  sigmoidoscope  from  above. 
X-ray  films  of  the  colon  again  showed  a re- 
markably intact  bowel. 

Despite  intensive  medical  treatment,  in- 
cluding large  doses  of  ACTH,  the  patient’s 
course  became  progressively  worse.  An 
exploratory  laparotomy  was  decided  on, 
with  the  anticipation  and  hope  that  the 
mucopurulent  secretions  observed  through 
the  sigmoidoscope  were  coming  from  a dis- 
eased, resectable  segment  of  the  colon. 

The  operation  was  performed  on  March 
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FIGURE  2.  Ulceration  of  mucosa  extending  into 
crypts,  with  mucinous  exudate  and  cellular  in- 
filtration into  submucosa. 


28,  1963,  seven  and  one-half  years  after  the 
onset  of  intestinal  complaints.  The  right 
half  of  the  large  bowel  appeared  normal  as 
far  as  the  splenic  flexure.  There  was  a slight 
thickening  of  the  wall  of  the  left  colon 
from  the  splenic  flexure  to  the  rectosigmoid. 
The  mesenteric  lymph  nodes  draining  the 
left  half  of  the  bowel  were  noted  to  be  en- 
larged and  edematous,  measuring  1.5  to 
2.5  cm.  in  diameter.  Because  of  the  minimal 
external  changes  in  the  bowel,  a colotomy 
was  made  in  the  sigmoid  and  a sigmoido- 
scope introduced  distally.  An  inflamed  ul- 
cerated mucosa  was  noted,  extending  down 
to  the  intraperitoneal  rectum  at  the  prom- 
ontory of  the  sacrum,  where  normal  mucus 
membrane  was  encountered.  The  lateral 
attachments  of  the  descending  colon  and 
splenic  flexure  were  then  divided  and  the 
sigmoidoscope  passed  proximally.  The 
findings  were  similar,  with  the  ulcerative 
process  stopping  sharply  in  the  transverse 
colon  proximal  to  the  splenic  flexure.  The 
involved  segment  of  bowel  corresponded  to 
the  distribution  of  enlarged  mesenteric 
lymph  nodes. 

Left  hemicolectomy  with  end-to-end 
anastomosis  of  transverse  colon  to  rectosig- 
moid was  carried  out  easily.  The  ends  of  the 
specimen  were  examined  immediately  to 
ascertain  that  the  line  of  resection  had  been 
made  through  normal  bowel. 

On  pathologic  examination  the  specimen 
was  seen  to  consist  of  43  cm.  of  descending 
colon  and  sigmoid.  The  mucous  membrane 
showed  a flattening  of  the  rugae  and  pre- 
sented a “cobblestone”  appearance.  No 
gross  ulcerations  were  seen.  There  was 


some  thickening  of  the  submucosa  and 
muscularis.  The  ends  of  the  specimen 
appeared  grossly  normal.  There  were  nu- 
merous enlarged  lymph  nodes  in  the  mesen- 
teric fat.  Histologic  examination  showed 
the  mucous  membrane  to  be  moderately 
edematous  and  the  tunica  propria  infiltrated 
with  lymphocytes,  eosinophils,  plasma  cells, 
and  many  neutrophils.  In  several  crypts 
there  were  areas  of  ulceration,  and  the  sur- 
face was  covered  with  mucinous  exudate 
(Fig.  2).  There  were  a few  hyperplastic 
lymph  follicles  in  the  submucosa,  which 
was  edematous  and  contained  aggregates  of 
mononuclear  cells,  plasma  cells,  and  oc- 
casional neutrophils.  The  capillaries  were 
markedly  engorged.  The  serosa  was  slightly 
fibrous  and  also  contained  chronic  inflam- 
matory cells.  The  distal  and  proximal 
ends  of  the  specimen  showed  normal  mu- 
cosa. The  lymph  nodes  in  the  mesenteric 
fat  showed  dilated  sinuses  filled  with  lym- 
phocytes, mononuclear  cells,  and  eosino- 
phils. The  diagnosis  was  chronic  ulcera- 
tive colitis  and  chronic  lymphadenitis  of  the 
mesenteric  nodes. 

Convalescence  was  uneventful,  with 
early  return  of  intestinal  function.  The 
stool  immediately  resumed  normal  color  and 
consistency,  with  complete  cessation  of  the 
purulent  discharge  noted  preoperatively. 
The  patient  was  discharged  from  the 
hospital  on  April  13,  1963,  the  sixteenth 
postoperative  day.  She  has  resumed  her 
career  and  at  the  time  of  this  report  has  been 
working  daily  without  interruption. 

Comment 

The  inconstant  relationship  between  the 
severity  of  clinical  disease  and  the  roentgen- 
ologic findings  in  ulcerative  colitis  is  not  a 
new  observation.  Marked  radiologic  dis- 
turbances have  been  seen  frequently  in  com- 
pletely asymptomatic  patients.  The  re- 
turn to  normal  of  such  advanced  changes  as 
a contracted  rigid  colon  and  rectal  stric- 
tures seen  on  x-ray  examination  has  also 
been  noted.8 

The  early  stages  of  ulcerative  colitis,  even 
if  it  be  fulminating  in  character,  may  show 
no  changes  in  the  barium  enema  study. 
Ricketts,  Kirsner,  and  Palmer9  have  pointed 
out  that  x-ray  films  may  be  normal  in  well- 
established  disease.  In  their  group  of  156 
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patients,  60  (39  per  cent)  had  normal  roent- 
genograms. Of  these,  30  had  had  the  disease 
for  less  than  a year,  21  for  one  to  four  years, 
and  7 between  four  and  ten  years.  One 
patient  had  symptoms  for  more  than  ten 
years  and  an  other  for  at  least  fifteen  years. 
In  all  60  of  the  patients  the  disease  was 
diagnosed  by  proctosigmoidoscopy. 

Our  patient  differs  from  Rickett’s  group 
in  that  proctosigmoidoscopy  did  not  pro- 
vide a definitive  diagnosis.  The  presence  of 
a mucopurulent  exudate  entering  the  lumen 
of  the  sigmoidoscope  suggested  the  possi- 
bility of  an  area  of  colitis  above  the  sigmoido- 
scope that  had  not  been  defined  by  radio- 
logic  examination. 

Summary 

The  case  of  a forty-eight-year-old  woman 
executive  with  prolonged  incapacitating 
ulcerative  disease  of  the  colon  is  presented. 
Repeated  radiologic  examinations  failed  to 


Proprietary  drug  abuse 

In  1949  Burnett  and  his  associates  described 
a syndrome  in  peptic  ulcer  patients  on  chronic 
antacid  therapy.  In  a recent  Medical  Annals 
of  the  District  of  Columbia  there  is  a report  of  a 
man  of  forty-two  exhibiting  metastatic  cal- 
cinosis of  one  finger  and  the  inner  aspect  of 
one  foot,  with  associated  signs  and  symptoms 
which,  although  they  do  not  exactly  coincide 
with  those  described  by  Burnett,  the  author 
believes  are  sufficiently  characteristic  to  justify 
the  diagnosis,  especially  in  light  of  the  history 
and  response  to  therapy.  For  four  years  this 
man  had  been  eating  an  average  of  one  roll  of 
Turns  daily  for  indigestion  and  flatulence,  and 
one  month  prior  to  consultation  had  increased 
it  to  four  rolls  a day,  a total  of  60  Gm. 

On  admission  the  patient  exhibited  a red, 
indurated  index  finger  and  a draining  sinus 
tract  on  the  inner  aspect  of  the  right  foot, 
discharging  a cheesy,  whitish  matter.  He  also 
had  loss  of  appetite;  belching;  nausea;  fatigue; 
frontal  headaches;  shortness  of  breath  on 
exertion;  moderate  photophobia;  arthralgia 
of  the  hips,  knees,  and  ankles;  nocturia;  poly- 
uria of  six  months  duration;  and  generalized 
pruritus  for  four  months.  This  patient  had 
gout  and  had  taken  Benemid  and  colchicine 


define  the  nature  and  extent  of  the  disease. 
Laparotomy  revealed  an  area  of  segmental 
colitis  involving  the  descending  colon  and 
sigmoid.  Resection  resulted  in  complete 
relief  of  symptoms  and  return  to  full-time 
employment. 
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as  needed.  He  also  had  been  on  one  tablet  of 
hydrochlorothiazide  for  hypertension  for  a 
year.  Clinical,  laboratory,  and  x-ray  findings 
were  concluded  to  be  compatible  with  calcinosis 
interstitialis  localizata.  Most  of  the  blood 
chemistry  determinations  were  done  a week 
after  Turns  were  stopped,  so  that  the  serum 
calcium  and  carbon  dioxide  were  by  then  within 
normal  limits.  The  patient  had  been  on  high 
fluid  intake  and  according  to  the  author,  a 
high  calcium  diuresis  was  to  be  expected. 
There  was,  however,  a history  of  excessive 
alkali  intake. 

After  2 units  of  whole  blood  were  given,  the 
patient  was  put  on  forced  fluids  by  mouth. 
There  was  a gradual  but  steady  diminution  of 
azotemia.  The  discharge  from  the  foot  stopped 
within  a month,  and  the  indurated  swelling  of 
the  finger  disappeared  also.  Within  six  weeks 
the  hypertension,  blood  urea  nitrogen,  and 
depressed  red  blood  cell  count  all  returned  to 
normal  limits.  The  x-ray  films  two  and  fifteen 
months  after  the  patient  stopped  ingesting 
Turns  show  the  decrease  in  calcium  deposits. 
The  gouty  arthritis  is  controlled  by  Benemid 
and  colchicine.  The  therapeutic  response  ap- 
pears to  rule  out  other  possible  causes,  such  as 
hyperparathyroidism.  When  there  is  a history 
of  abnormal  calcium  intake  and  the  main 
clinical  aspects  are  present,  the  author  believes 
Burnett’s  syndrome  should  be  suspected. 
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T uberculosis  of  the  ureter  is  a known 
complication  of  renal  tuberculosis,  and  its 
pathology  does  not  require  any  further 
description.1  It  is  unusual,  however,  for 
tuberculosis  of  the  genitourinary  tract  to 
present  signs  and  symptoms  of  an  isolated 
stricture  of  the  distal  portion  of  the  ureter, 
and  the  following  is  such  a case.  Its  diagno- 
sis and  treatment  will  be  discussed. 

Case  report 

A thirty-eight-year-old  male  was  admitted 
to  the  Bronx  Municipal  Hospital  Center  on 
March  21,  1961.  His  chief  complaint  was 
pain  in  the  left  flank  region  and  suprapubic 
discomfort  which  had  been  present  for  two 
years.  He  had  recurrent  bouts  of  dysuria 
associated  with  gross  total  hematuria.  At 
the  age  of  sixteen  years,  he  had  a draining 
scrotal  sinus.  He  had  been  seen  one  year 
previously  by  a urologist  who  performed  a 
cystoscopic  examination  and  did  bilateral 
pyelo grams  which  showed  that  there  was  no 


FIGURE  1.  Preoperative  chest  x-ray  film  showing 
no  evidence  of  pathologic  condition  involving  lungs. 


x-ray  evidence  of  a pathologic  condition  of 
the  genitourinary  tract.  On  admission  to 
the  hospital,  the  patient  did  not  appear  to  be 
acutely  ill.  His  temperature  was  98.6  F. 
There  was  tenderness  in  the  left  costoverte- 
bral angle.  The  blood  urea  nitrogen  was 
22  mg.  per  100  ml.,  serum  calcium  10.6  mg. 
per  100  ml.,  and  alkaline  phosphatase  4.9 
Bodansky  units.  A microscopic  examina- 
tion of  the  urine  sediment  showed  many  pus 
cells.  A culture  of  urine  revealed  a growth 
of  intermediate  paracolon.  Acid-fast  stains 
of  3 twenty-four-hour  urine  specimens 
showed  no  evidence  of  tubercle  bacilli. 
Guinea  pig  innoculations  and  culture  for 
tubercle  bacilli  were  started.  A first- 
strength  tuberculin  test  showed  positive 
results.  A chest  x-ray  film  showed  no  evi- 
dence of  a pathologic  condition  involving 
the  lungs  (Fig.  1).  An  intravenous  urogram 
revealed  normal  morphology  and  function 
of  the  right  kidney;  the  left  kidney  showed 
a severe  hydronephrosis  and  hydroureter 
(Fig.  2).  On  cystoscopic  examination,  the 
interior  of  the  bladder  was  seen  to  be  normal. 
A left  ureteropyelogram  was  done  with  an 
8 French  Braasch  bulb  catheter  (Fig.  3).  A 
stricture  was  demonstrated  3 cm.  above  the 
left  ureteral  orifice  causing  a secondary  hy- 
droureter and  hydronephrosis.  A diagnosis 
was  made  of  stricture  of  the  lower  end  of  the 
ureter  of  undetermined  etiology.  Tubercu- 
losis was  considered,  although  the  urine 
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FIGURE  2.  Preoperative  intravenous  urogram 
showing  normal  morphology  and  function  of  right 
kidney,  hydronephrosis  and  hydroureter  of  left 
kidney. 


sediment  stained  for  acid-fast  bacilli  was 
negative  and  tuberculous  urine  culture  and 
guinea  pig  inoculations  were  still  pending. 
As  a precaution,  the  patient  was  started  on 
triple  drug  therapy:  aminosalicylic  acid,  15 
Gm.  per  day;  isoniazid,  100  mg.  three  times 
a day;  and  streptomycin,  1 Gm.  twice  a 
week.  These  drugs  were  administered  to 
the  patient  for  four  weeks,  and  then  an 
operation  was  performed.  The  distal  end  of 
the  left  ureter  containing  the  stricture  was 
resected,  and  the  proximal  uninvolved  ureter 
was  reimplanted  into  the  bladder  with  a 
mucosa-to-mucosa  type  of  anastomosis  after 
a “fishmouth  of  the  end  of  the  ureter”  was 
done.  Anchoring  sutures  were  placed 
through  the  serosa  of  the  bladder  and  ureter. 
Urine  was  diverted  above  the  anastomosis 
with  a T tube. 

Immediately  after  surgery,  urine  from  the 
T tube  revealed  numerous  acid-fast  bacilli 
on  concentrated  smears.  This  finding  was 
present  on  repeated  examination.  A patho- 
logic examination  of  the  segment  of  ureter 


FIGURE  3.  Preoperative  left  ureteropyelogram 
showing  stricture  3 cm.  above  left  ureteral  orifice 
causing  secondary  hydroureter  and  hydronephro- 
sis. 


showed  a granulomatous  ureteritis  with 
Langhans’  cells  indicative  of  tuberculosis  of 
the  ureter  (Fig.  4). 

The  T tube  was  injected  with  contrast 
medium  two  weeks  after  the  surgery,  and  it 
showed  a patent  ureteroneocystostomy. 
The  T tube  was  then  removed,  and  the 
opening  in  the  ureter  was  closed  promptly. 
The  patient  has  been  continued  on  triple 
drug  therapy,  which  will  be  given  for  one 
year.  An  intravenous  urogram  done  eight 
months  after  the  surgery  shows  a relatively 
normal  upper  urinary  tract  (Fig.  5).  A 
retrograde  cystogram  reveals  vesicoureteral 
reflux  on  the  left  side,  but  the  urine  cultures 
have  been  sterile  during  the  maintenance  of 
triple  therapy. 

Comment 

Every  young  adult  with  chronic  urinary 
complaints  should  be  investigated  thor- 
oughly for  the  possibility  of  tuberculosis  of 
the  genitourinary  tract.  Colby2  analyzed 
the  presenting  symptoms  of  a group  of 
patients  with  genitourinary  tuberculosis  at 
the  Lakeville  Sanatorium  and  found  that 
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FIGURE  4.  (A)  Segment  of  ureter  showing  granulomatous  ureteritis  with  Langhans’  cells  indicative  of 
tuberculosis  of  ureter.  (B)  Another  segment  of  ureter. 


FIGURE  5.  Intravenous  urogram  eight  months 
postoperatively  showing  relatively  normal  upper 
urinary  tract. 


the  most  frequent  complaints  were  frequency 
and  dysuria  in  73  per  cent  of  the  cases. 
These  symptoms  plus  hematuria  were  found 
in  38  per  cent  and  flank  pain  in  only  16  per 
cent  of  the  patients.  Wechsler,  Westfall, 
and  Lattimer3  reported  epididymitis  as  the 
presenting  symptom  in  some  36  per  cent  of 
the  patients  with  proved  genitourinary 
tuberculosis  at  the  Bronx  Veterans  Adminis- 
tration Hospital.  Sometimes  a history  of 
pulmonary  tuberculosis  can  be  obtained,  and, 
of  course,  if  there  have  been  draining  sinuses 
around  the  genitalia  or  the  flanks  (as  there 
was  in  this  case),  tuberculosis  of  the  genito- 
urinary tract  is  a very  good  possibility. 

Diagnosis.  Skin  tests.  Skin  tests  in- 
clude a first  strength  tuberculin  test  and 
intermediate  and  second  strength  tuberculin 
tests  also,  if  necessary.  Positive  results  of  a 
skin  test,  however,  are  indicative  only  of  past 
or  present  tuberculous  infection  and  do  not 
correlate  with  the  extent  of  the  infection. 
Furthermore,  in  certain  conditions  such  as 
sarcoid,  a tuberculous  infection  may  not  be 
accompanied  by  positive  reactions  to  a 
tuberculin  test. 

Chest  x-ray  films.  Chest  x-ray  films  may 
reveal  an  old  focus  of  tuberculosis.  Genito- 
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urinary  tuberculosis  is  always  secondary  to 
tuberculosis  elsewhere,  usually  from  the 
lungs,  but  there  may  be  a two-  to  twenty- 
year  lag  between  the  pulmonary  and  renal 
lesions. 4 

Urine  culture.  At  least  3 twenty-four 
hour  urine  collections  for  acid-fast  bacilli 
with  concentrated  smears  and  cultures 
should  be  done.  Guinea  pig  inoculations 
should  also  be  done  whenever  possible. 

Plain  film  of  the  abdomen.  In  renal 
tuberculosis,  there  is  often  an  indefinite, 
irregular  calcification  in  the  involved  kidney. 
There  may  be  calcification  of  the  ureter, 
bladder,  or  prostate  as  well,  but  calcification 
of  the  seminal  vesicle  only  is  truly  diagnostic 
for  tuberculosis. 

Intravenous  urogram.  Braasch  and  Em- 
mett5,6 reviewed  the  excretory  urograms  in 
100  consecutive  cases  of  renal  tuberculosis, 
all  proved  at  surgery,  and  their  findings  in 
order  of  frequency  consisted  of:  (1)  absence 
of  visualization,  (2)  delayed  visualization, 
(3)  calycectasis,  (4)  evidence  of  cortical 
necrosis,  (5)  cicatricial  deformity  of  the 
calyces,  (6)  deformity  in  dilatation  of  the 
ureter,  and  (7)  pyelectasis. 

Retrograde  pyelograms.  Retrograde  pyelo- 
grams  are  helpful  in  delineating  the  exact 
extent  of  pathologic  conditions  of  the 
kidney.  They  aid  in  prognosis  and  in 
following  the  course  of  the  disease.  The 
area  of  ureteral  stricture  and  dilatation  above 
can  be  demarcated  and  be  a distinct  help  in 
preparing  for  surgery. 

Treatment.  There  are  three  basic  ways 
of  treating  tuberculosis  of  the  ureter: 

First,  it  may  be  treated  chemotherapeu- 
tically  with  triple  antituberculous  drugs. 
As  noted  by  Renker,7  however,  medical 
treatment  of  genitourinary  tuberculosis  with 
streptomycin  appears  to  accelerate  the  ap- 
pearance of  ureteral  stricture  formation 
leading  sometimes  to  complete  although 
transient  occlusion  of  drainage  from  the 
affected  kidney. 

Second,  periodic  dilatations  of  the  stricture 
may  be  used  in  addition  to  antituberculous 
drug  treatment.  Lattimer,4  proposed  a 
regular  program  to  include:  streptomycin, 
1 Gm.  two  to  three  times  a week;  isoniazid, 
100  mg.  three  times  a day;  paraminosalicylic 


acid,  5 Gm.  three  times  a day;  and  pyridox- 
ine,  50  mg.  twice  a day  over  the  course  of 
two  years,  with  intravenous  urograms  being 
done  every  four  months  and  dilatation  of  the 
ureters  to  number  6 French  with  ureteral 
catheters  every  four  months  also.  If  corti- 
sone is  being  given  with  antituberculous 
medications,  then  the  latter  should  be  con- 
tinued for  at  least  six  months  thereafter. 4 

Third,  surgical  treatment  consists  of 
resection  of  the  diseased  ureter  and  reim- 
plantation of  the  ureter  into  the  bladder. 
Although  ureteroneocystostomies  had  been 
done  before,8  it  was  Puigvert  in  1951  who 
popularized  its  use  in  tuberculosis  of  the 
ureters,  and  it  is  commonly  referred  to  as  the 
Puigvert  procedure.910  Of  course,  if  the 
collecting  system  is  involved  too  extensively, 
then  nephroureterectomy  is  indicated. 


Summary 

A case  of  tuberculosis  of  the  genitourinary 
tract  presenting  signs  and  symptoms  of  an 
isolated  stricture  of  the  distal  ureter  is  pre- 
sented. Although  the  true  diagnosis  could 
not  be  made  preopera tively,  adequate  medi- 
cation was  given  so  that  surgical  mortality 
was  minimized.  With  triple  drug  therapy, 
the  patient  healed  in  a smooth  convalescence 
and  was  discharged,  to  be  followed  as  an 
outpatient. 
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History  of  Medicine 


John  Byrne,  M.D., 
M.R.C.S.E.,  LL.D. 

First  President  of  the 
Brooklyn  Gynecological  Society* 


WILLIAM  T.  DAILY,  M.D. 
Brooklyn,  New  York 


J ohn  Byrne,  son  of  Stephen  Byrne,  a 
respected  and  successful  textile  merchant, 
and  Elizabeth  Sloan  Byrne,  was  born  Oc- 
tober 13,  1825  in  Kilkeel,  County  Down, 
Ireland. 

Medical  education  and  early  practice 

Byrne  started  school  in  Kilkeel,  next 
attended  a classical  seminary  in  Belfast, 
and  at  thirteen  was  tutored  by  Rev.  William 
Craig,  a Moravian  priest,  in  the  classics 
and  mathematics.  Desiring  to  study  med- 
icine, Byrne  became  a student  of  Dr. 
Daniel  Murray,  a prominent  practitioner  in 
Belfast.  At  seventeen  Byrne  matriculated 
at  the  Royal  Institution  of  Belfast,  com- 
pleting his  first  year  in  practical  phar- 
macology, chemistry,  anatomy,  and  physi- 
ology, which  were  requirements  of  the 
various  British  colleges.  The  next  five 
years  were  spent  at  the  Universities  of 
Dublin,  Glasgow,  and  Edinburgh.  In  1845 
he  became  a licentiate  of  the  Royal  College 
of  Surgeons  of  Edinburgh.  The  medical 
directories  of  the  State  of  New  York  record 
his  graduation  from  Edinburgh  in  1846; 
however,  the  senior  medical  officer  of  its 
faculty  of  medicine  reports  that  he  cannot 
find  Byrne’s  name  among  the  graduates  of 

* Presented  at  a meeting  of  the  Brooklyn  Gynecological 
Society,  Wednesday,  April  17,  1963. 


this  three-hundred-eighty-year-old  uni- 
versity. 

In  Ireland,  1845  marked  the  beginning  of 
cold  damp  summers  that  resulted  in  potato 
rot,  a plant  disease,  which  destroyed  prac- 
tically all  the  crop,  causing  poverty,  star- 
vation, and  pestilence.  In  the  next  seven 
years,  over  a million  people  died  of  scurvy, 
dysentery,  relapsing  fever,  and  typhus. 
During  this  epidemic,  Byrne  administered 
the  hospital  in  Kilkeel.  Due  to  his  sys- 
tematic management  and  insistence  on 
sanitary  precautions,  the  mortality  rate 
dropped,  earning  for  him  flattering  com- 
mendation locally  and  from  the  British 
government. 

Early  years  in  United  States 

Between  1847  and  1854  no  less  than  1.6 
million  Irish  emigrated,  landing  in  Phila- 
delphia, Boston,  and  New  York.  Among 
those  landing  at  Castle  Garden  was  John 
Byrne.  Crossing  the  East  River  by  ferry, 
he  opened  his  office  on  Court  Street  between 
Atlantic  and  Pacific  Streets,  Brooklyn. 

In  1856  several  German  physicians  in 
South  Brooklyn  opened  the  German  Gen- 
eral Dispensary  on  Court  Street  near 
Pacific,  and  Byrne  became  affiliated  with  it. 
The  following  year  the  institution  moved  to 
the  showplace  of  Brooklyn  Heights,  the 
Perry  property  at  Henry,  Pacific,  and  Amity 
Streets.  Joseph  A.  Perry,  a Wall  Street 
broker,  in  1834  had  married  Emily  Con- 
stable, daughter  of  Hezekiah  Pierrepont, 
and  purchasing  the  lots  from  the  various 
owners,  had  built  his  mansion  in  this  loca- 
tion. 

As  any  business  may  do  when  expenses 
are  greater  than  income,  the  new  hospital 
closed  within  eighteen  months.  A new 
group  headed  by  the  president  of  the 
Hudson  River  Railroad,  Samuel  Sloan, 
with  ample  financial  aid  and  moral  support 
of  the  clergy  of  the  various  denominations, 
bought  the  property  for  $31,250.  The 
group  had  learned  from  the  European 
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example  that  better  hospitals  had  medical 
schools  attached,  and  so  they  established 
the  Long  Island  College  Hospital.  John 
Byrne  was  a member  of  its  first  council. 
A lecture  amphitheatre,  library,  and  dis- 
secting room  were  soon  in  readiness. 
Formal  instruction  began  March  30,  1860, 
and  the  commencement  was  held  July  25 
at  Packer  Collegiate  Institute. 

John  Byrne  was  graduated  in  1853  from 
the  two-year-old  New  York  Medical  Col- 
lege, then  on  Tenth  Street,  between  Third 
and  Fourth  Avenues.  In  a dozen  years  it 
ceased  to  exist.  Its  early  demise  was 
hastened  by  the  boldness  of  its  able  faculty, 
who  had  increased  the  course  from  three  to 
five  months  and  the  lectures  to  nine. 

Medical  society  and 
hospital  appointments 

In  1858  Dr.  Byrne  was  elected  to  mem- 
bership in  the  Medical  Society  of  the  County 
of  Kings.  Ten  years  later  he  was  elected 
vice-president  but  was  defeated  for  the 
presidency. 

In  1868,  through  the  financial  assistance 
of  a few  charitable  and  public-minded 
citizens,  the  Sisters  of  Charity  organized 
St.  Mary’s  Female  Hospital  at  153  Clinton 
Street  between  Congress  and  Warren  Streets, 
and  Dr.  Byrne  was  appointed  surgeon-in- 
chief. The  consulting  surgeons  were  Marion 
Sims  of  the  ten-year-old  Woman’s  Hospital 
of  the  State  of  New  York,  which  he  had 
founded;  his  first  assistant,  Thomas  Addis 
Emmet;  W.  H.  Van  Buren  of  Bellevue; 
and  T.  Gaillard  Thomas,  Professor  of 
Obstetrics  at  the  College  of  Physicians  and 
Surgeons,  Twenty-Third  Street  and  Fourth 
Avenue.  Before  the  first  year  ended,  the 
hospital  was  moved  around  the  corner  and 
eastward  three  blocks  to  155  Dean  Street. 
The  following  year  a maternity  section  was 
added  and  nine  years  later,  a foundling 
home.  The  institution  subsequently  be- 
came St.  Mary’s  Maternity  and  Infants’ 
Home.  Today  it  is  the  Holy  Family 
Hospital. 

The  New  York  Obstetrical  Society  elected 
Dr.  Byrne  president  in  1874. 

Realizing  the  value  of  the  Boston  Ob- 
stetrical Society,  the  first  such  group  in  the 
country,  organized  in  1861,  James  Reed 
Chadwick  of  Boston  conceived  the  idea  of 
forming  a national  obstetrical  and  gyne- 


cologic society.  He  invited  several  phy- 
sicians to  meet  at  the  Academy  of  Medicine 
in  New  York,  12  West  Thirty-First  Street, 
on  June  3,  1876.  Edward  Randolph  Peaslee 
of  Bellevue,  the  most  scholarly  of  the  group, 
became  chairman.  Present  from  Brooklyn 
were  John  Byrne  and  Alexander  J.  C. 
Skene  and  from  Astoria,  where  he  was  now 
practicing,  James  Dowling  Trask,  the  first 
professor  of  obstetrics  and  diseases  of 
women  and  children  at  the  Long  Island 
College  Hospital  (1860-1863).  Of  the  19 
present,  Thomas,  Byrne,  and  Parvin  of 
Indiana  were  appointed  to  organize  the 
American  Gynecological  Society.  Fordyce 
Barker,  Professor  of  Midwifery  and  Dis- 
eases of  Women  at  Bellevue,  was  elected 
president.  He  announced  that  the  first 
meeting  would  be  held  at  the  same  place  on 
September  13. 

To  meet  an  acute  shortage  of  beds, 
mostly  for  charity  patients,  Bishop  Loughlin 
of  the  Diocese  of  Brooklyn  in  1877  purchased 
a block  of  land  at  St.  Marks,  Buffalo,  and 
Rochester  Avenues.  Two  years  later  the 
cornerstone  of  St.  Mary’s  General  Hospital 
was  laid.  It  was  a foregone  conclusion  that 
Dr.  Byrne  would  be  director  of  gynecology 
and  president  of  the  medical  staff.  It  was 
to  be  a hospital  of  specialists,  so  the  trustees 
appointed  him  to  select  the  staff.  Although 
it  was  a diocesan  hospital,  the  religious 
convictions  of  applicants  played  no  part  in 
their  selection,  as  evidenced  by  names  such 
as  Rockwell,  Jewett,  Westbrook,  Kuhn, 
Matthewson,  Griffith,  Fowler,  and  Joel 
Hyde,  the  able  obstetrician.  In  1888,  two 
years  after  Reginald  Heber  Fitts  of  Boston 
announced  that  appendicitis  was  a patho- 
logic entity,  George  Ryerson  Fowler  per- 
formed the  first  appendectomy  in  Brooklyn 
on  July  14,  1888,  at  St.  Mary’s  General 
Hospital. 

Use  of  electric  cantery 
in  uterine  cancer 

In  1869,  eighteen  years  before  the  Edison 
Electric  Illuminating  Company  was  or- 
ganized in  Brooklyn,  Dr.  Byrne  undertook 
exhaustive  and  discouraging  experiments  in 
electrophysics.  Two  years  later  he  devised 
a battery  that  consisted  of  12  carbons  and  12 
zincs,  each  3 by  5 inches  and  so  arranged  as 
to  represent  four  cells  of  three  pairs  each. 
To  dissolve  12  ounces  of  bichromate  of 
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potassium  3 quarts  of  liquid  were  added, 
and  when  the  mixture  was  cool,  a pint  of 
sulfuric  acid  was  added.  This  chemical 
reaction  generated  heat  which  traveled 
along  100  silk-covered  silver  wires  to  a 
cautery  knife.  Byrne  did  not  claim  that 
he  had  originated  galvanocautery,  as  Mid- 
deldorpf  in  Breslau  had  introduced  it. 
However,  this  model,  bearing  his  name,  was 
displayed  at  the  centennial  exhibition  in 
Philadelphia  in  1876. 

Dr.  Byrne’s  interest  in  treating  cancer  of 
the  cervix  with  his  galvanocautery  was 
known  here  and  abroad.  In  1873  he 
published  Clinical  Notes  on  the  Electric 
Cautery  in  Uterine  Surgery ,l  and  five  years 
later,  “Amputation  and  Excision  of  the 
Cervix  Uteri.”2  Published  in  1889,  his 
article,  “A  Digest  of  Twenty  Years  Ex- 
perience in  the  Treatment  of  Uterine 
Cancer,”3  made  him  the  leader  in  this 
field. 

While  operating,  he  was  assisted  both  by 
the  senior  intern  on  surgery  and,  of  more 
value,  by  an  experienced  attending  surgeon, 
Walter  J.  Corcoran.  Later,  he  was  as- 
sisted by  James  C.  MacEvitt  and  by 
Victor  L.  Zimmermann,  in  the  last  three 
years  before  retirement.  At  eighty-six  years 
of  age,  Dr.  Zimmermann,  living  in  retirement 
at  Chatham  Center,  wrote  about  his  former 
chief:  “A  reverent  man  now  forgotten  by  all 

but  a few  of  us  old  timers  . . . my  reverence 
for  Dr.  John  Byrne  will  never  die.” 

In  1883  John  Byrne  was  appointed  to  the 
Board  of  Education  of  the  City  of  Brooklyn. 

Association  with  Brooklyn  and 
American  Gynecological  Societies 

With  12  others  he  founded  the  Brooklyn 
Gynecological  Society  on  April  17,  1890. 
When  the  votes  were  counted  for  the  first 
president  there  were  seven  for  Byrne  and  six 
for  Skene.  Later  that  year,  Professor  Pozzi 
of  Paris  invited  Dr.  Byrne  to  his  hospital 
to  operate.  When  he  returned  six  years 
later,  his  reputation  had  grown. 

In  1892  Dr.  Byrne  was  elected  president 
of  the  American  Gynecological  Society,  and 
for  the  first  time  the  members  were  invited 
to  Brooklyn.  Although  Dr.  Skene  had  been 
president  six  years  before,  he  offered  no 
apologies  for  holding  the  meetings  at  the 
Academy  of  Medicine.  During  this  in- 
terval, Polytechnic  Institute  was  built  on 


Livingston  Street,  and  with  an  assist  by 
John  Howard  Raymond,  Professor  of  Physi- 
ology and  Sanitary  Science  at  the  medical 
school,  whose  uncle  was  president  of  the 
Institute,  the  chapel  became  available. 

Address  before  American  Gynecolog- 
ical Society.  Forty-seven  fellows  attended 
the  meeting  of  the  American  Gynecological 
Society  on  September  20,  1892.  The  mem- 
bers of  the  Brooklyn  Gynecological  Society 
and  other  invited  guests,  including  John 
Byrne’s  son,  Henry  Vaughan  Byrne,  M.D., 
who  a few  months  before  had  graduated 
from  the  medical  school  of  the  University  of 
Vermont,  were  present. 

President  Byrne’s  address,  which  lasted 
nearly  two  hours,  occupied  almost  a full 
page  in  the  Brooklyn  Daily  Eagle.  He 
warmed  up  to  his  favorite  subject,  which 
was  the  treatment  of  cancer  of  the  cervix 
with  the  galvanocautery.  Primarily,  it 
was  a safe  procedure  with  no  initial  mor- 
tality. He  regarded  the  Schroeder  opera- 
tion, using  scalpel  and  scissors,  as  inef- 
fective, as  the  cancer  cells  were  beyond  the 
line  of  incision;  the  cautery,  however, 
destroyed  many  of  these  cells  as  it  was 
applied  to  the  excavation,  top,  sides,  and 
bottom — “a  dry  roast.” 

Vaginal  hysterectomy  carried  a high 
mortality.  Dr.  Byrne  quoted  a mortality 
rate  of  14.5  per  cent  among  944  patients 
operated  on  by  14  surgeons  in  Continental 
Europe  and  a 13  per  cent  rate  in  254  pa- 
tients operated  on  by  16  American  surgeons. 
Polk,  a fellow  of  the  American  Gynecological 
Society,  had  a 25  per  cent  mortality  in  25 
cases.  Coe’s  report  on  19  patients  at  the 
Woman’s  Hospital  revealed  that  5 had 
died  at  operation  and  another  on  the  sixth 
day.  Of  the  remaining  13,  only  8 survived  a 
year. 

Dr.  Byrne  was  annoyed  by  a statement  in 
Thomas  and  Munde’s4  Practical  Treatise  on 
the  Diseases  of  Women , which  read  as  follows: 
“When  the  disease  is  of  the  cauliflower 
variety  and  entirely  limited  to  the  intra- 
vaginal  portion  of  the  cervix,  the  Galvano 

cautery  is  applicable It  has  seemed  to 

us  that  the  stimulant  action  of  heat  tends  at 
times  to  increase  the  rapidity  of  growth  of 
malignant  tissue.”  He  had  both  affection 
and  respect  for  Dr.  Thomas,  now  a pro- 
fessor emeritus,  but  for  the  Dresden-born 
junior  author  he  had  neither.  He  regarded 
him  as  a latecomer  to  this  field  and  felt  that 
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a lesson  in  modesty  was  indicated.  Bor- 
rowing lines  from  Shakespeare’s  Julius 
Caesar,  there  rang  through  the  chapel: 

Now,  in  the  name  of  all  the  Gods  at  once 

Upon  what  meat  doth  this  our  Caesar  feed 

That  he  hath  grown  so  great? 

The  wearer  of  Germany’s  Iron  Cross  for 
bravery  in  the  Franco-Prussian  war  felt  the 
impact. 

Chauncey  D.  Palmer  of  Ohio  moved  that 
when  the  address  was  published  in  the 
Transactions 5 that  Byrne’s  statistics  be 
added.  Deviating,  too,  from  the  strictly 
adhered-to  bylaws,  it  was  moved  that  to 
obtain  wider  circulation  it  should  appear  in 
one  other  publication,  and  the  American 
Journal  of  Obstetrics  was  selected. 

Honors  received.  In  January,  1896, 
The  Brooklyn  Gynecological  Society  tended 
to  Dr.  Byrne  a dinner  at  the  Union  League 
Club,  at  which  time  he  was  presented  with  a 
silver  loving  cup.  He  was  moved  when  Dr. 
Skene  said:  “I  could  talk  from  now  till 

tomorrow  of  Dr.  Byrne’s  good  qualities. 
He  has  been  distinguished  for  his  kindness 
and  justness  to  the  members  of  the  medical 
profession,  especially  the  young  members. 
I believe  Dr.  Byrne  was  the  first  man  who 
ever  drew  to  Brooklyn  medical  men  from 
New  York  and  other  villages  surrounding  the 
city.  J.  Marion  Sims  and  other  eminent 
men  came  to  his  hospital  to  see  Dr.  Byrne 
work.  His  broadminded  liberality  has  done 
more  to  raise  the  standard  of  the  medical 
profession  than  any  other  man  I know  of.” 
On  June  22,  at  the  commencement  exercises, 
St.  Francis  College  conferred  on  him  the 
degree  of  doctor  of  laws. 

Resignation  from  Brooklyn  Gyne- 
cological Society.  In  June,  1899,  Dr. 
Byrne  resigned  from  the  Brooklyn  Gyne- 
cological Society.  A committee  was  ap- 
pointed to  visit  him,  request  that  he  with- 
draw his  resignation,  and  ascertain  the 
reason  for  it.  It  developed  that  he  had  been 
treating  a patient  and  advised  that  she  go  to 
the  country  to  convalesce.  While  she  was 
there,  a local  physician  was  called,  who 
requested  that  Dr.  Byrne  come  out  to 
examine  the  patient.  Dr.  Byrne  advised 
conservative  treatment.  Not  satisfied,  the 
local  physician  requested  that  Dr.  George 
MacN  aught  on,  after  whom  this  auditorium 
is  named,  come  out  prepared  to  operate. 
Concurring  in  the  diagnosis,  a ruptured 


tubal  pregnancy,  Dr.  MacNaughton  was 
assured  by  the  local  physician  that  Dr. 
Byrne  did  not  refer  the  case  to  him  nor  did 
the  patient  want  him.  Dr.  MacNaughton 
operated  on  the  patient  in  a boarding- 
house and  found  the  products  of  conception 
in  her  abdominal  cavity.  She  recovered. 

Byrne,  hearing  about  the  incident  and  sus- 
picious that  something  derogatory  had  been 
said,  neither  cared  to  be  in  any  organization 
with  MacNaughton  nor  wanted  any  more 
committees  to  visit  him.  Byrne  sued  for 
payment  of  the  present  and  past  medical 
services  for  the  patient  and  others  in  the 
family.  Dr.  Jewett  and  Dr.  Skene  tes- 
tified for  him.  On  Christmas  Eve  a jury 
brought  in  a verdict  in  Byrne’s  favor. 
A judgment  was  filed,  including  costs  of  the 
court,  which  brought  forth  a malpractice 
suit.  Following  two  court  appearances,  the 
case  was  dismissed. 

Death  in  Switzerland 

While  this  was  disturbing,  Byrne  had 
more  serious  problems.  Tuberculosis  had 
plagued  the  Byrne  children,  claiming  4 in 
eight  years  and  2 in  less  than  seven  months, 
including  Henry  Vaughan,  M.D.,age  twenty- 
four,  an  assistant  surgeon  at  St.  Mary’s, 
and  John,  thirty-three,  a lawyer  on  Fulton 
Street.  Presently,  Byrne’s  daughter,  Mary 
Evelyn,  age  twenty-nine  was  ailing.  Her 
father  had  read  the  encouraging  reports 
from  the  sanitaria  nestled  in  the  Swiss 
Alps,  5,000  feet  above  sea  level.  With 
Mrs.  Byrne,  Rose  Mary,  age  twenty-two 
and  the  ailing  Mary  Evelyn,  he  sailed  in 
February,  1902,  for  Switzerland  via  France. 
His  patients  and  friends  could  contact  him 
through  the  Paris  headquarters  of  the 
Brooklyn  Daily  Eagle. 

In  Switzerland  the  elder  daughter  was  put 
on  a regimen  of  bed  rest,  fattening  food, 
fresh  air,  and  sunshine.  His  mission  ac- 
complished, Dr.  Byrne  died  in  Montreux  of 
heart  disease  on  October  1,  1902.  The 
three  Byrne  ladies  remained  in  Switzerland. 

Twenty-six  days  after  Dr.  Byrne’s  death 
a requiem  mass  was  said  at  St.  Agnes 
Church,  Sackett  and  Hoyt  Streets,  Brook- 
lyn. The  entire  staff  of  St.  Mary’s  formed 
an  escort.  Interment  followed  in  Holy 
Cross  Cemetery. 

Four  years  later  a death  certificate  was 
filed  in  Morristown,  New  Jersey,  for  Mary 
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Evelyn,  thirty-three  years  of  age,  revealing 
pulmonary  tuberculosis.  Mrs.  Byrne,  at 
age  seventy-two,  died  in  Asheville,  North 
Carolina,  of  infirmities  of  her  age.  In 
1924  Rose  Mary,  at  forty-four,  followed  her 
younger  brothers  and  sisters. 
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New  Year’s  resolutions 


Top  priority  among  New  Year’s  resolutions 
for  1965  should  be  given  to  questions  of  health. 
The  American  Medical  Association  advises  phy- 
sicians, their  families,  and  their  patients  to 
query  themselves  on  the  following  points  in  the 
new  year: 

How  long  has  it  been  since  I and  other  family 
members  had  a really  thorough  physical  exami- 
nation? 

How  long  has  it  been  since  all  of  us  visited  the 
dentist? 

How  many  in  the  family  are  too  fat,  or  too 
thin? 

How  long  since  the  family  has  been  immu- 
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nized  against  smallpox,  polio,  or  tetanus?  Is  it 
time  for  boosters? 

Do  all  of  us  get  enough  exercise?  It  should  be 
vigorous  enough  to  stretch  the  muscles  and  set 
the  heart  to  pumping  a little  more. 

How  long  has  it  been  since  we  had  our  eyes 
checked  and  glasses  prescriptions  changed? 

How  long  since  we  made  an  objective  safety 
survey  of  our  household?  Are  there  trash  piles 
in  the  closet,  or  other  fire  hazards?  Is  there  a 
handrail  and  nonskid  carpet  on  the  stairs?  Are 
stairs  well-lighted  and  clear  of  toys  and  other 
debris? 

Are  household  cleansers,  chemicals,  and  medi- 
cal supplies  kept  in  tight  containers  out  of  the 
reach  of  children? 

Is  there  someone  in  the  family  with  a chronic 
ailment,  such  as  diabetes,  epilepsy,  or  arthritis, 
who  hasn’t  had  a recent  checkup? 

Such  basic  questions  are  vital  to  the  health  of 
a family. 
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Harry  Abramson,  M.D.,  of  Brooklyn,  died 
on  October  2,  1964,  at  the  age  of  sixty-seven. 
Dr.  Abramson  graduated  in  1923  from  Long 
Island  College  Hospital  Medical  School. 

Joseph  Paul  Alvich,  M.D.,  of  The  Bronx,  died 
on  January  8 at  his  home  at  the  age  of  sixty- 
four.  Dr.  Alvich  graduated  in  1923  from  New 
York  University  and  Bellevue  Hospital  Medical 
School.  He  was  director  of  surgery  at  Fordham 
and  Mother  Cabrini  Memorial  Hospitals  and  a 
consulting  surgeon  at  Misericordia  and  St. 
Elizabeth’s  Hospitals,  Bronx  Eye  and  Ear 
Infirmary,  and  Kings  Park  State  Hospital.  Dr. 
Alvich  was  a Diplomate  of  the  American  Board 
of  Surgery,  a Fellow  of  the  American  College  of 
Surgeons,  a Fellow  of  the  International  College 
of  Surgeons,  and  a member  of  the  New  York 
Academy  of  Medicine,  the  Bronx  County  Medi- 
cal Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Henryk  Baran,  M.D.,  of  New  York  City,  died 
on  July  6,  1964,  at  the  age  of  fifty-seven.  Dr. 
Baran  received  his  medical  degree  from  the 
University  of  Prague  in  1933.  He  was  a mem- 
ber of  the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Carl  William  Ehrenstein,  M.D.,  of  Roches- 
ter, died  on  August  27,  1964,  at  the  age  of 
seventy-three.  Dr.  Ehrenstein  received  his 
medical  degree  from  the  University  of  Vienna 
in  1921.  He  was  a senior  attending  physician 
in  internal  medicine  at  Park  Avenue  Hospital, 
an  attending  physician  in  internal  medicine  at 
the  Monroe  County  Infirmary,  and  an  assistant 
attending  physician  in  internal  medicine  at 
Strong  Memorial  Hospital.  Dr.  Ehrenstein  was 
a Fellow  of  the  American  College  of  Cardiology 
and  a member  of  the  Rochester  Academy  of 
Medicine,  the  Monroe  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Rudi  Engelbrecht,  M.D.,  of  Flushing,  died  on 
September  23,  1964,  at  the  age  of  fifty-two. 
Dr.  Engelbrecht  received  his  medical  degree 
from  the  University  of  Leiden  in  1936.  He  was 
a member  of  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Merton  Layton  Funk,  M.D.,  of  Brooklyn, 
died  on  October  15,  1964,  at  the  age  of  eighty- 


six.  Dr.  Funk  graduated  in  1907  from  Colum- 
bia University  College  of  Physicians  and  Sur- 
geons. He  was  a member  of  the  Medical  Society 
of  the  County  of  Kings,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Med- 
ical Association. 

Julian  Ge wertz,  M.D.,  of  Brooklyn,  died  on 
August  11,  1964,  at  the  age  of  forty-six.  Dr. 
Gewertz  graduated  in  1943  from  Middlesex 
University  School  of  Medicine,  Waltham.  He 
was  an  assistant  attending  physician  in  gastro- 
enterology and  general  practice  at  Beth-El 
Hospital  and  an  assistant  attending  gastroen- 
terologist and  general  practitioner  at  Beth-El 
Hospital  Outpatient  Department.  Dr.  Ge- 
wertz was  a member  of  the  American  Academy 
of  General  Practice,  the  Medical  Society  of  the 
County  of  Kings,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Henry  Raphael  Gold,  M.D.,  of  New  York 
City,  died  on  January  5 in  Mexico  City  at  the 
age  of  seventy-one.  Dr.  Gold  graduated  in 
1934  from  Baylor  University  College  of  Medi- 
cine. A rabbi,  psychiatrist,  and  a leader  in  the 
Zionist  movement,  he  was  a consulting  psychia- 
trist at  Roosevelt  Hospital.  Dr.  Gold  was  a 
Fellow  of  the  American  Psychiatric  Association 
and  a member  of  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Donald  Francis  Harrington,  M.D.,  of  Sea- 
ford,  died  on  August  14,  1964,  at  the  age  of 
forty-five.  Dr.  Harrington  graduated  in  1943 
from  New  York  Medical  College.  He  was  an 
assistant  attending  general  practitioner  at  Mercy 
Hospital,  Rockville  Centre.  Dr.  Harrington 
was  a member  of  the  Nassau  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Mortimer  N.  Hyams,  M.D.,  of  New  York 
City,  died  on  December  28,  1964,  at  his  office 
at  the  age  of  seventy-three.  Dr.  Hyams  grad- 
uated in  1921  from  Long  Island  College  Hospital 
Medical  School.  He  was  a consulting  gyne- 
cologist at  University,  Grand  Central,  Tra- 
falgar, and  Elizabeth  A.  Horton  Memorial 
(Middletown)  Hospitals.  Dr.  Hyams  was  a 
Diplomate  of  the  American  Board  of  Obstetrics 
and  Gynecology,  a Fellow  of  the  American 
College  of  Surgeons,  and  a member  of  the 
American  Association  of  Obstetricians  and 
Gynecologists,  the  New  York  Academy  of 
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Medicine,  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Samuel  Farrar  Kelley,  M.D.,  of  New  York 
City,  died  on  January  5 at  New  York  Hospital 
at  the  age  of  seventy-one.  Dr.  Kelley  gradu- 
ated in  1921  from  the  University  of  Texas  School 
of  Medicine.  He  had  been  an  instructor  in 
clinical  surgery  at  Cornell  Medical  College. 
Dr.  Kelley  was  a Diplomate  of  the  American 
Board  of  Otolaryngology,  a Fellow  of  the 
American  College  of  Surgeons,  a Fellow  of  the 
International  College  of  Surgeons,  and  a mem- 
ber of  the  American  Academy  of  Ophthalmology 
and  Otolaryngology,  the  American  Otorhino- 
logic  Society  for  Plastic  Surgery,  the  New  York 
Academy  of  Medicine,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Josephine  Hemenway  Kenyon,  M.D.,  of 

Boulder,  Colorado,  formerly  of  New  York  City, 
died  on  January  10  at  the  age  of  eighty-four. 
Dr.  Kenyon  graduated  in  1904  from  Johns  Hop- 
kins University  School  of  Medicine.  One  of  the 
first  women  to  graduate  from  there,  for  thirty 
years  she  was  in  charge  of  the  Baby  Health 
Center  at  Good  Housekeeping  Magazine.  Dr. 
Kenyon  was  a member  of  the  New  York  Acad- 
emy of  Medicine,  the  New  York  County  Medi- 
cal Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Leon  Kornbluth,  M.D.,  of  Brooklyn,  died  on 
July  11,  1964,  at  the  age  of  fifty-three.  Dr. 
Kornbluth  received  his  medical  degree  from  the 
University  of  Prague  in  1937.  He  was  an  assist- 
ant attending  surgeon  at  Maimonides  Hospital 
of  Brooklyn.  Dr.  Kornbluth  was  a member  of 
the  Medical  Society  of  the  County  of  Kings, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Lena  Levine,  M.D.,  of  New  York  City,  died 
on  January  9 at  her  home  at  the  age  of  sixty-one. 
Dr.  Levine  graduated  in  1927  from  New  York 
University  and  Bellevue  Hospital  Medical 
College.  She  was  consulting  gynecologist  at 
the  Hygiene  Clinic  of  the  Jewish  Hospital  of 
Brooklyn.  A pioneer  in  the  Planned  Parent- 
hood Movement,  she  was  associate  director  of 
the  Margaret  Sanger  Research  Bureau  of  New 
York.  Dr.  Levine  was  a member  of  the  Medi- 
cal Society  of  the  County  of  Kings,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Jess  Joseph  Lieberman,  M.D.,  of  Oceanside 
and  Brooklyn,  died  on  November  21,  1964,  at 
the  age  of  sixty.  Dr.  Lieberman  graduated  in 
1929  from  George  Washington  University  School 
of  Medicine.  He  was  a staff  proctologist  at 


Kings  Highway  Hospital  and  an  attending 
proctologist  at  Doctors  Hospital,  Freeport. 
Dr.  Lieberman  was  a member  of  the  Medical 
Society  of  the  County  of  Kings,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Duncan  Macpherson,  M.D.,  of  New  York 
City,  died  on  December  28,  1964,  at  the  age  of 
ninety-two.  Dr.  Macpherson  graduated  in 
1896  from  McGill  University  Faculty  of  Medi- 
cine. He  was  a consulting  laryngologist  and 
otologist  at  Midtown  Hospital  and  a consulting 
laryngologist  at  Manhattan  Eye,  Ear  and 
Throat  and  St.  Francis  (Poughkeepsie)  Hos- 
pitals. Dr.  Macpherson  was  a Diplomate  of 
the  American  Board  of  Otolaryngology,  a Fellow 
of  the  American  College  of  Surgeons,  a Fellow 
of  the  International  College  of  Surgeons,  and  a 
member  of  the  American  Laryngological, 
Rhinological  and  Otological  Society,  the  Ameri- 
can Laryngological  Association,  the  New  York 
Academy  of  Medicine,  the  New  York  Otological 
Society,  the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Joseph  S.  J.  Manning,  M.D.,  of  New  Ro- 
chelle, died  on  January  9 at  New  Rochelle 
Hospital  at  the  age  of  sixty-nine.  Dr.  Manning 
graduated  in  1924  from  Boston  University 
School  of  Medicine.  He  was  a former  assistant 
medical  officer  at  the  American  Telephone  and 
Telegraph  Company.  Dr.  Manning  was  a 
member  of  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 


Richard  Screven  Meredith,  M.D.,  of  New 
York  City,  died  on  August  11,  1964,  at  the  age 
of  fifty-four.  Dr.  Meredith  graduated  in  1935 
from  the  University  of  Pennsylvania  School  of 
Medicine.  He  was  an  attending  obstetrician 
and  gynecologist  at  St.  Luke’s  Hospital,  Wo- 
man’s Division.  Dr.  Meredith  was  a Diplomate 
of  the  American  Board  of  Obstetrics  and  Gyne- 
cology, a Fellow  of  the  American  College  of 
Obstetricians  and  Gynecologists,  and  a member 
of  the  New  York  Academy  of  Medicine. 


Bernard  Nash,  M.D.,  of  The  Bronx,  died  on 
October  9,  1964,  at  the  age  of  fifty-two.  Dr. 
Nash  graduated  in  1948  from  the  University  of 
Edinburgh  Faculty  of  Medicine.  He  was  an 
associate  attending  physician  in  peripheral 
vascular  disease  at  Lebanon  Hospital,  an  assist- 
ant adjunct  physician  in  peripheral  vascular 
disease  and  assistant  chief  of  the  peripheral 
vascular  clinic  at  Jewish  Memorial  Hospital. 
Dr.  Nash  was  a Fellow  of  the  American  College 
of  Angiology  and  a member  of  the  Bronx 
County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American 
M edical  Association . 
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Vincent  F.  Sarnataro,  M.D.,  of  Flushing, 
died  on  August  17,  1964,  at  the  age  of  forty- 
three.  Dr.  Sarnataro  graduated  in  1946  from 
Middlesex  University  School  of  Medicine, 
Waltham.  He  was  an  associate  attending 
physician  at  St.  John’s  Queens  Hospital.  Dr. 
Sarnataro  was  a member  of  the  Clinical  Society, 
New  York  Diabetes  Association,  the  New  York 
Cardiological  Society,  the  Medical  Society  of 
the  County  of  Queens,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medi- 
cal Association. 

Paul  Maximilian  Von  der  Porten,  M.D.,  of 

Brooklyn,  died  on  December  30,  1964,  at  the 
age  of  eighty-five.  Dr.  Von  der  Porten  received 
his  medical  degree  from  the  University  of  Leip- 
zig in  1906.  He  was  a member  of  the  Medical 
Society  of  the  County  of  Kings,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Charles  Wheeler  Walker,  M.D.,  of  Fayette- 


ville, retired,  died  on  November  20,  1964,  at 
the  age  of  eighty-five.  Dr.  Walker  graduated 
in  1906  from  New  York  University  and  Bellevue 
Hospital  Medical  College.  He  was  a Fellow  of 
the  American  College  of  Surgeons  and  a member 
of  the  Westchester  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Arthur  Lawrence  Washburn,  M.D.,  of  New 
York  City,  died  on  January  7 at  Doctors 
Hospital  at  the  age  of  seventy -seven.  Dr. 
Washburn  graduated  in  1914  from  Harvard 
University  Medical  School.  He  was  a con- 
sulting physician  at  Bellevue  Hospital.  In 
1962  he  became  an  associate  professor  of  clini- 
cal medicine  at  New  York  University  Medical 
School.  Dr.  Washburn  was  a member  of  the 
New  York  Academy  of  Medicine,  the  New  York 
Cardiological  Society,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 


MEDICAL  SOCIETY 
OF  THE  STATE 
OF  NEW  YORK 


Annual  Dinner  Dance 

in  honor  of 


WEDNESDAY 

FEBRUARY  17,  1965 


GEORGE  A.  BURGIN,  M.D. 

President 


IMPERIAL  BALLROOM 
AMERICANA 

Seventh  Avenue 
and  52nd  Street 
New  York  City 


Reception  at  7 p.m. 
Superlative  Dinner 
Music  by  Ben  Cutler 
Dress  Optional 


586  New  York  State  Journal  of  Medicine  / February.  15,  1965 


30th  ANNUAL  "FRACTURE  DAY” 

The  New  York  and  Brooklyn  Regional  Committee  on  Trauma 

of  the 

American  College  of  Surgeons 

Saturday,  February  27,  1965 

LENOX  HILL  HOSPITAL  EINHORN  AUDITORIUM  8:45  a.m. 
76TH  STREET  AND  PARK  AVENUE,  NEW  YORK,  N.Y. 

Rolla  D.  Campbell,  Jr.,  M.D.,  Chairman,  55  E.  72nd  St.,  N.Y.C.  10021 
William  T.  Medl,  M.D.,  Sec.-Treas.,  1016  Fifth  Ave.,  N.Y.C.  10028 
Application  not  required 


Change  of  Address 


Notices  should  be  sent  to  the  circulation  office,  750  Third  Avenue,  New  York  17, 
New  York.  Old  and  new  address  should  be  included  as  well  as  a statement 
whether  or  not  change  is  permanent.  Six  weeks  is  required  to  effect  a change  of 
address. 


Index  to  Advertised  Products 


Analgesics 

Protamide  (Sherman  Laboratories) 487 

Soma  Compound  (Wallace  Laboratories) 516 

Antibiotics 

Chloromycetin  (Parke,  Davis  & Company) 495 

Declomycin 
(Lederle  Labs., 

Div.  Amer.  Cyanamid  Co.) 4th  cover 

llosone  (Eli  Lilly  & Company) 510 

Antidepressants 

Norpramin  (Lakeside  Laboratories) 504-505 

Antiseptics 

Alkalol  (Alkalol  Company) 502 

Appetite  suppressants 

Desbutal  (Abbott  Laboratories) 498-499 

Beverages 

Coca-Cola  (Coca-Cola  Company) 507 

Bronchopulmonary 

Hycomine  (Endo  Laboratories) 497 

Dermatologic  preparations 

Sardo  (Sardeau,  Inc.) 485 


Diagnostic  instruments 

ECG  (Sanborn  Company) 501 

Digestive  relaxants 

Decholin-BB  (Ames  Company,  Inc.) 3rd  cover 

Hematinics 

Heptuna  Plus  (J.  B.  Roerig  & Company) 493 

Intestinal  bulk 

Metamucil  (G.  D.  Searle  & Company) 515 

Nasal  decongestants 

Neo-Synephrine  (Winthrop  Laboratories) 483 


Steroids  & hormones 


Aristocort 
(Lederle  Labs., 

Div.  Amer.  Cyanamid  Co.) 480-481 

Tranquilizers 

Meprobamate  (West-Ward,  Inc.) 502 

Stelazine  (Smith  Kline  & French  Laboratories) 592 

Valium  (Roche  Laboratories) 479,  2nd  cover 

Vistaril  (Pfizer  Laboratories) 488-489,  490 

Tranquilizers — anticholinergic 

Enarax  (J.  B.  Roerig  & Company) 492 
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His  HEART 
needs 
help  too... 


Dad  will  help  him  learn  to 
spell,  to  add,  to  read.  But 
Johnny  needs  other  help, 
too.  As  he  grows  to  manhood 
he  needs  protection  against 
his  Number  1 health  enemy 
— the  heart  and  blood  vessel 
diseases. 

When  you  give  to  the 
Heart  Fund  you  bring  the 
benefits  of  research  to 
Johnny  and  millions  of  other 
youngsters. 

GIVE... 

so  more  will  live 

HEART  FUND 


PINEWOOD  Walter  A ^hf^mps°/n^j.^F  A p A- 

EST  1930 

J.  Epstein,  M.D.,  L.F.A.PA. — L.  Wender,  M.D.,  L.F.A.P.A. 
Katonah,  N.Y.  Tel:  CEntral  2-3155  NYC,  Direct,  Tel:  CY  5-0264 

A psychiatric  hospital  offering  individual  treatment  for  all 
nervous  and  mental  disorders,  alcoholism  and  drug  addiction. 
Psychoanalytically  oriented.  Pharmacological  and  electro- 
therapeutic  methods.  Rates — moderate. 


HOLBROOK  MANOR  "S3 

Five  Acres  of  Pinewo-  ded  Grounds 

SENILE— AGED 

Non-sectarian,  dietary  laws  observed 
Medical  Director,  O.  L.  Frfedman,  M.D.,  Q.P.,  M.A.P.A. 
HOLBROOK,  L.  I.  N.  Y.  Office;  TRafalgar  7-2666 


TRAINED  MEDICAL  ASSISTANTS 

to  iav«  your  valuable  time,  assume  responsibility  for  appoint- 
ments, patients,  records,  assist  you  with  lab.  X-ray,  E.K.G., 
B.M.R.,  etc.  The  Mandl  School  has  been  training  in  these 
fields  for  40  years;  our  graduates  have  sound  professional 
skills.  Free  Placement  Service. 

MaUl  ScJiccl  19 

175  Fulton  Ave.,  Hempstead,  L.l.  (516)  IV  1-2774 
EST.  1924  • Licensed  by  the  State  of  New  York  _ _ 


Tell  me  the  blunt  truth , Doctor — in  a sneaky, 
devious  way.” 
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PHYSICIANS  WANTED 


INTERNSHIPS-AMA  APPROVED  ROTATING.  ST. 
Joseph’s  Hospital.  Yonkers,  New  York.  Accredited  165 
bed  hospital.  Integrated  educational  program  organized 
by  Director  of  Medical  Education;  abundant  in-patient 
and  out-patient  material  for  clinical  training.  Salary 
$350.  ECFMG  certificate  required.  Apply  Administra- 
tor, St.  Jospeh’s  Hospital,  Yonkers,  N.Y. 


OPPORTUNITIES  IN  GENERAL  PRACTICE,  OB- 
stetrics,  pediatrics,  & neurosurgery  and  otolaryngology  in 
prosperous  upstate  city,  with  2 modern  hospitals.  Edu- 
cational and  recreational  center.  Cayuga  County  Medical 
Society,.  321  N.  Hoopes  Ave.,  Auburn,  N.Y. 


PHYSICIAN  WANTED.  IMMEDIATE  OPENING  FOR 
physician  in  anesthesiology  in  very  active  GM&S  Hos- 
pital affiliated  with  Downstate  Medical  Center  and 
Kings  County  Hospital.  Salary  from  $14,170  to  $21,590. 
Board  certification  or  Board  eligibility  essential.  Apply 
to  Chief  of  Staff,  VA  Hospital,  Brooklyn,  New  York  11209. 


PHYSICIANS  WANTED— MALE  & FEMALE,  Li- 
censed, for  children’s  camps,  July-August.  Good  salary, 
free  placement.  350  member  camps.  Write  Dept.  P, 
Association  Private  Camps,  55  West  42  St.,  New  York  36. 


OBSTETRICIAN-GYNECOLOGIST,  BOARD  CERTI- 
fied  or  eligible.  Opportunity  in  well  established,  twelve 
man  specialty  group,  near  New  York  City  in  expanding 
suburban,  north  shore  Long  Island  town  serving  area  of 
140,000;  early  partnership.  Please  furnish  resume  in- 
dicating training,  experience,  military  and  marital  status. 
Box  144,  % NYSJM. 


SURGICAL  RESIDENCY;  4 YEAR  APPROVED  PRO- 
gram  in  major,  voluntary  hospital  in  New  York  City. 
Service  includes  experience  in  general  surgery,  thoracic, 
pediatric,  urological,  vascular  and  orthopedic  surgery.  Ap- 
plications still  being  accepted.  Box  148,  % NYSJM. 


MISCELLANEOUS 


BILLING  SERVICE-COLLECTIONS-LABOR  SAVING 
office  techniques.  A statewide  service-35  years  experience 
specializing  in  medical  accounts  assures  satisfactory  results. 
Mail  your  bill-head  for  full  details.  Crane  Discount  Corp., 
221  W.  41st  St.,  New  York,  N.  Y.  10036. 


GIVE  TO 


CONQUER  CANCER 


POSITIONS  WANTED 


ANESTHESIOLOGIST,  CERTIFIED,  AGE  35,  FAMILY. 
Extensive  experience.  Desires  fee  for  service  or  group  in 
metropolitan  or  suburban  area.  Details  in  first  letter. 
Box  969,  % NYSJM. 


MEDICAL  ASSISTANTS  AND  SECRETARIES.  LAB- 
oratory  and  X-Ray  Techs.  Well  trained  and  highly  quali- 
fied personnel  (male  & female)  also  available  at  other 
times.  Phone  CH  2-2330  Ext.  6,  Placement  Dept.,  or 
write  Eastern  School  for  Physicians’  Aides,  Dept.  69,  85 
Fifth  Ave.,  New  York  3,  N.  Y.  (Founded  1936  by  two 
member  physicians) 


UROLOGIST,  AGE  33,  BOARD  ELIGIBLE,  SEEKS 
association  in  New  York  City  area  or  nearby  suburb. 
Box  138,  % NYSJM. 


OB-GYN,  AGE  34,  FOUR  YEAR  RESIDENCY,  MAR- 
ried  with  family  (2),  no  military  obligation,  seeks  as- 
sociation leading  to  partnership  with  one  man  or  small 
group  in  New  York  City  area  or  New  Jersey.  Box  145 
% NYSJM. 


ANESTHESIOLOGIST,  BOARD  ELIGIBLE,  DESIRES 
full  or  part  time  position.  Details  please  in  first  letter. 
Box  149,  % NYSJM. 


PATHOLOGIST,  AGE  40,  BOARD  CERTIFIED,  DE- 
sires  directorship  in  lab.,  in  N.Y.  City  area  or  radius  of 
40  miles.  Small  hospital  preferred  (100-250  beds).  Pri- 
vate practice  or  other  arrangement  considered.  Box  150, 
% NYSJM. 
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PRACTICES  FOR  SALE  OR  RENT 


GENERAL  PRACTICE  AND  FULLY  EQUIPPED  OF- 
fice  on  Long  Island.  Equipment  optional.  Moving  out 
of  state.  Box  122,  % NYSJM. 


ACTIVE,  OLD  ESTABLISHED  OPHTHALMOLOGIC 
practice,  resort  area,  Long  Island,  one  hour  New  York 
City.  Fully  equipped.  Independent  control  after  in- 
troductory year  or  earlier  if  desired.  Terms  mutually 
agreeable.  Box  147,  % NYSJM. 


FOR  SALE 

Large  1 1 room  house  and  store,  plus  2 story  garage 
situated  in  center  of  resort  town,  VVurtsboro,  N!Y.  Fine 
location  for  small  Medical  Center.  All  improvements; 
5 living  units;  6 bathrooms.  On  lot  56' x 225'. 

Mrs.  George  Cooper,  P.O.  Box  327,  Wurtsboro,  N.Y. 


REAL  ESTATE  FOR  SALE  OR  RENT— CONT’D 


THRIVING  GENERAL  PRACTICE  FOR  SALE  IN 
Westchester  County  and  covering  Riverdale.  Reason- 
able rent  in  a new  medical  building  with  amiable  specialist 
colleagues.  Hospital  appointments  no  problem  with  or 
without  obstetrics.  Present  principal  will  remain  long 
enough  to  introduce.  Price  by  arrangement  with  terms 
if  required.  Immediate  income.  Box  143,  ^ NYSJM. 


GENERAL  PRACTICE.  EXTENSIVE  PRACTICE 
thriving  for  over  30  years  in  Monticello,  N.Y.  Doctor 
recently  incapacitated  by  a stroke.  Home-office  com- 
bination,  including  9 room  office  on  1st  floor,  main  street. 
Available  at  once.  M.  A.  Cohn,  M.D..  342  Broadway, 
Monticello,  N.Y. 


FOR  RENT.  FIFTH  AVENUE  (1107).  CORNER  AT- 
tractive  modern  5 room  office  facing  park.  Suitable  hours 
available.  Reasonable.  SAcramento  2-5959. 


ROCHESTER,  NEW  YORK:  OFFICE  FOR  RENT  IN 
new  professional  building  in  residential  suburban  area. 
Two  dentists  and  orthodontist  in  building.  950  square 
feet;  adequate  parking;  built-in  suction,  nitrous  oxide- 
oxygen  and  intercom.  Area  needs  all  medical  specialists. 
Box  142,  % NYSJM. 


HOME-OFFICE,  WITH  LUCRATIVE  GENERAL  PRAC- 
tice  for  sale,  lease  or  professional  association,  available 
in  Upstate  New  York  resort  area.  Excellent  terms.  Box 
141,  <yc  NYSJM. 


REAL  ESTATE  FOR  SALE  OR  RENT 


PLAINVIEW,  L.I.  OFFICE  SPACE  TO  SHARE,  SMALL 
prof.  bldg.  nr.  hospital;  ideal  location,  suitable  most 
specialties.  516  WE  8-4800. 


UNUSUAL  OPPORTUNITY:  LARGE  COLONIAL 

home,  central  Nassau  County;  busy  thoroughfare. 
Three  room  office  completely  equipped;  long  established, 
lucrative  practice.  Magnificent  grounds;  exceptional 
for  generalist  or  internist.  Old  established  community, 
central  to  all  hospitals;  owner  retiring.  All  this  can  be 
brought  for  less  than  appraised  value  of  property.  Box  146, 
% NYSJM. 


HUNTINGTON— NEW  PROFESSIONAL  BUILDING  IN 
vicinity  of  Huntington  Hospital.  Occupancy  earlv 
sprmg.  516  HA  1-0226. 


FOR  RENT:  5 ROOM  OFFICE,  SUITABLE  1 OR  2 M.D  s 
Garden  City  Medical  Center.  Write  J.  L.  McCartney 
M.D.,  520  Frankhn  Ave.  Garden  City,  N.Y. 


EXCELLENT  OPPORTUNITY  FOR  G.P.  IN  A MID 
Suffolk  County  community.  Modern  offices  available. 
Box  140,  % NYSJM. 


FOR  RENT:  SHARE  AIR  CONDITIONED,  Ex- 

clusive and  attractive  suite  of  offices,  910  Fifth  Ave.  facing 
both  5th  Ave.  & 72nd  St.  Private  entrance,  completely 
separate  private  office;  use  of  2 examining  rooms  and 
waiting  room.  Suitable  for  surgeon,  otolaryngologist, 
neurologist  or  ophthalmologist.  RE  4-2290. 


DOCTOR  OR  DENTIST — UNUSUAL  OPPORTUNITY 
Nicely  located,  attractive  office  and  home.  Has  been 
used  by  three  prominent  physicians  who  have  moved  to 
hospital  location.  Attractive  price  & terms.  J.  B.  White 
Realtor,  100  Broadway,  Saratoga  Springs,  N.Y.  Tel 


TEN  ROOM,  FIVE  BATH  COOPERATIVE  APART- 
ment;  lobby  entrance;  ideal  medical  suite  or  spacious 
home-office  combination.  Located  at  the  corner  of  River- 
side Drive  and  90th  Street.  Apartment  adequately  wired; 
doorman;  bus  service  at  door  purchase  price  $40,000; 
maintenance  $227  monthly.  May  be  seen  at  any  time, 
by  appointment;  attorney;  BA  7-6180. 


ISLIP,  L.I.  PROFESSIONAL  BUILDING,  NEXT  TO 
school,  across  street  from  two  churches,  centrally  air- 
conditioned.  Especially  ideal  for  general^  practitioner, 
pediatrician  or  obstetrician.  (516)  JU  1-1457. 
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Stelazine  brand  of  trifluoperazine 

will  calm  your  anxious  working  patient — 
with  little  or  no  drowsiness 


When  anxiety  interferes  with  work,  your  patient  needs 
a drug  that  will  calm  without  causing  undue  drowsiness. 
With  Stelazine  (trifluoperazine,  sk&f),  you  can  promptly 
control  the  anxiety  without  producing  the  sedation  seen 
with  certain  other  agents.  Anxious  patients  can  remain 
active  during  therapy. 

Stoll1  used  the  drug  in  50 
patients  with  anxiety,  and 
noted:  “There  was  no  drowsiness 
in  this  group  of  patients  and, 
because  of  their  alertness  and 
less  impaired  concentration, 
they  were  able  to  continue  with  and,  in  some  cases, 
return  to  their  daily  work.” 

Stelazine  (trifluoperazine,  sk&f)  produces  a fast 
therapeutic  response — often  within  24  to  48  hours. 

The  convenient  b.i.d.  regimen  frees  patients  from  the 
need  for  a midday  dose. 

Principal  side  effects,  usually  dose-related,  may  include 
mild  skin  reaction,  dry  mouth,  insomnia,  fatigue, 
drowsiness,  dizziness,  amenorrhea  and  neuromuscular 


(extrapyramidal)  reactions.  Muscular  weakness, 
anorexia,  rash,  lactation  and  blurred  vision  may  also  be 
observed.  Blood  dyscrasias  and  jaundice  have  been  rare. 
Use  with  caution  in  patients  with  impaired  cardio- 
vascular systems.  Contraindicated  in  comatose  or  greatly 
depressed  states  due  to  CNS  depressants  and  in  cases  of 
existing  blood  dyscrasias,  bone  marrow  depression  and 
pre-existing  liver  damage. 


Before  prescribing,  see  SK&F  Product  Prescribing  Information. 
Photograph  professionally  posed. 

1.  Stoll,  L.  J.:  The  Use  of  Trifluoperazine  [‘Stelazine’]  in  General 
Practice,  M.  Press  243:578  (June  29)  1960. 


Smith  Kline  & French  Laboratories,  Philadelphia 
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What  benefits  do  you  look  for  in  a douche? 


More  prompt  and  effective  symptomatic  relief 


When  vaginitis  is  a problem,  there  is  increasing 
evidence  that  an  alkaline  douche  such  as 
StomAseptine  provides  superior  benefits. 

In  pruritus  vulvae,  Weese1  reports  that  “I  have 
found  StomAseptine  to  provide  prompt  relief... be- 
cause it  dissolves  and  removes  leukorrheal  secre- 
tions which  probably  cause  and  intensify  the 
vaginal  itching  and  burning.”  Davis2  had  better 
success  “with  alkaline  preparations... patients  re- 
ported them  more  soothing  than  the  previously 
used  acid  solutions.”  MacGuigan3  recently  re- 
ported that  the  alkaline  douche  is  his  method  of 


choice  in  treating  vaginal  moniliasis.  StomAseptine 
was  found  most  satisfactory  in  relieving  symptoms 
of  vaginal  irritation,  soreness,  and  burning. 

StomAseptine  releases  nascent  oxygen  which  in- 
terferes with  the  growth  of  the  essentially  anaero- 
bic Trichomonas  vaginalis,  making  it  more  vulner- 
able to  specific  trichomonicidal  agents. 

Weese'  has  found  StomAseptine  to  be  a highly 
effective  mucolytic  cleansing  agent.  Peel4  has  em- 
phasized the  value  of  alkaline  douches  in  remov- 
ing the  highly  acid  discharge  associated  with 
Trichomonas  and  Monilia  vaginitis. 


an  oxidizing  mucolytic  cleansing  agent  for  adjunctive  therapy 


sodium  perborate,  sodium  bicarbonate, 

sodium  chloride,  borax,  menthol,  thymol,  eucalyptol, 

methyl  salicylate,  aromatics. 


Literature  and  professional  supply  on  request. 

References:  1.  Weese,  W.  H.:  Personal  communication,  Sept.  25, 
1964  ; 2.  Davis,  C.  H.:  J.A.M.A.  157:126  (Jan.  8)  1955;  3.  MacGuigan, 

J.  F.:  Personal  communication,  Nov.  1,  1963;  4.  Peel,  J.  H.:  Text- 
book of  Gynecology,  5th  Ed.,  London,  Wm.  Heineman,  1958,  p.  383. 

HARCLIFFE  LABORATORIES,  INC.,  Brooklyn,  n.y. 
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With  dizzy  speed  he  fought  his  way  to  Moscow. 


Then  the  army  doctor  gave  him  ANTIVERT 


. . .which  promptly  stopped  the  vertigo. 


Antivert# 

(meclizine  HCI,  nicotinic  acid) 

Tablets:  (meclizine  HCI  12.5  mg.  and 
nicotinic  acid  50  mg.) 

Syrup:  (each  5 cc.  teaspoonful  contains 
meclizine  HCI  6.25  mg.  and  nicotinic 
acid  25  mg.) 

stops  vertigo 

Complete  to  moderate  relief 
in  9 out  of  10  patients1 

Antivert,  the  leading  anti-vertigo  prod- 
uct,2 combines  meclizine  HCI,  an  out- 
standing drug  for  treatment  of  vestibular 
dysfunction,  with  nicotinic  acid,  a drug 
of  choice  for  prompt  vasodilation.  Out  of 
50  patients  with  Meniere’s  syndrome,  re- 
mission of  symptoms  followed  Antivert 
therapy  in  41  (82%);  another  10%  (5 
patients)  experienced  moderate  relief.' 
Prescribe  Antivert  for  your  patients  with 
vertigo,  Meniere’s  syndrome  and  allied 
disorders. 

Precautions  and  side  reactions:  Fre- 
quent, short-lived  reactions  include:  cu- 
taneous flushing,  sensations  of  warmth, 
tingling  and  itching,  burning  of  skin,  in- 
creased gastrointestinal  motility,  and 
sebaceous  gland  activity.  In  explaining 
these  reactions  to  the  patient,  it  is  sug- 
gested that  they  be  regarded  as  a desir- 
able physiological  sign  that  the  nicotinic 
acid  is  carrying  out  its  intended  function 
of  vasodilation.  Because  of  this  vasodila- 
tion, severe  hypotension  and  hemorrhage 
are  obvious  contraindications  to  Antivert 
therapy. 

References:  1.  Seal,  J.  C.:  Eye  Ear  Nose  & 
Throat  Month.  38:738  (Sept.)  1959.  2.  Based 
on  1964  data  from  independent  physicians’ 
market  survey  organization. 

Antivert0  'Z? 

(meclizine  HCI,  nicotinic  acid) 

Most  widely  prescribed 
anti-vertigo  agent2 

Dosage:  One  tablet  or  one  to  two  tea- 
spoonfuls (5-10  cc.)  t.i.d.  just  before 
meals.  Specific  requirements  for  individ- 
ual patients  should  be  determined  by 
the  physician. 

Supplied:  Tablets  in  bottles  of  100  and 
500.  Syrup  in  pint  bottles.  Rx  only. 

J.  B.  Roerig  and  Company 
Division,  Chas.  Pfizer  & Co.,  Inc. 

Science  for  the  World’s  Well-Being® 

New  York,  N.Y.  10017 
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...and  when  your  Antivert* 
patients  are  near  or  past 
retirement  age 

Neobon© 

geriatric  supplement 

helps  keep  them 


Neobon  combines  hormones,  essential  hematopoietic  factors,  a diges- 
tive enzyme,  and  vitamins  and  minerals  with  the  important  amino 
acids  L-lysine  and  glutamic  acid.  When  used  as  adjunctive  therapy, 
such  medication  has  been  shown  to  be  of  value  in  treating  patients 
with  the  geriatric  syndrome.12  You  too  can  help  your  geriatric  pa- 
tients-with  or  without  vertigo- lead  a more  active  life  by  prescrib- 
ing Neobon. 


on  the  go’ 


Each  capsule  contains: 

(1)  Vitamins  and  Minerals 

Vitamin  A 

(acetate) 2000  U.S.P.  units 

Vitamin  D (irradiated 

ergosterol)  . . . 200  U.S.P.  units 


Vitamin  Bi  (thiamine 

mononitrate,  U.S.P.)  . . 0.5  mg. 

Vitamin  B2 

(riboflavin,  U.S.P.)  ...  0.5  mg. 

Vitamin  B& 

(pyridoxine  HCI,  U.S.P.)  0.5  mg. 

Niacinamide,  U.S.P 50  mg. 

Calcium  pantothenate, 

U.S.P 5 mg. 

Vitamin  E (from  alpha 

tocopherol  acetate)  . . 5 I.U. 

Rutin,  N.  F 5 mg. 

Cobalt  (from  cobalt 

sulfate)  0.033  mg. 

Molybdenum  (from 
sodium  molybdate)  . . .0.066  mg. 
Copper  (from  copper 

sulfate)  0.33  mg. 

Manganese  (from 
manganese  sulfate)  . . 0.33  mg. 


^Enzymatically  active  defatted  material 
pancreas. 


Magnesium  (magnesium 

sulfate) 2 mg. 

Iodine  (from  potassium 

iodide)  0.05  mg. 

Potassium  (from 

potassium  sulfate)  . . . 1.66  mg. 

Zinc  (from  zinc 

sulfate)  0.4  mg. 

(2)  Hematopoietic  Factors 

Iron  (from  ferrous 

sulfate)  3.40  mg. 

Vitamin  B12  (cobalamin 
concentrate,  N.F.  as 

Stablets®)  1 meg. 

Vitamin  C (ascorbic 
acid,  U.S.P.) 50  mg. 

(3)  Digestive  Enzyme 

Pancreatic  substance*  . . 50  mg. 

(4)  Gonadal  Hormones 

Methyltestosterone  ....  1.0  mg. 


Ethinyl  estradiol  0.006  mg. 

(5)  Amino  Acids 

L-Lysine  50  mg. 

Glutamic  acid 30  mg. 


obtained  from  250  mg.  of  whole  fresh 


Precaution:  Contraindicated  in  patients  wherein  estrogen  or  androgen 
therapy  should  not  be  used,  as  in  carcinoma  of  the  breast  or  prostate. 
Dosage:  One  capsule,  t.i.d.  with  meals,  or  as  directed  by  physician. 
Supplied:  Bottles  of  60  capsules.  Rx  only. 

References:  1.  Dufficy,  R.  G.,  Jr.:  J.  Am.  Geriatrics  Soc.  5:936  (Nov.)  1957. 
2.  Ende,  M.:  Southwestern  Med.  38:625  (Oct.)  1957. 


J.  B.  Roerig  and  Company 
Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World's  Well 
New  York,  N.Y.  10017 
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Age  12 -13 -not  too  soon  to  pay  attention  to  her  acne 


At  the  first  sign  of  acne... the  first  comedone  or 
seborrhea. . . “this  is  the  time  to  institute  preventive 
measures  — the  time  to  try  to  prevent  progression 
to  pustulation  and  scarring.”1  Regular,  frequent 
washing  with  pHisoHex,  antibacterial  detergent, 
can  enhance  any  acne  management  program,  help 
to  clear  acne  skin  faster  and  better. 
pHisoHex  is  more  than  a superior  cleanser.  It  con- 
tains 3 per  cent  hexachlorophene,  an  optimal 
amount.  This  powerful  antibacterial  agent  is  de- 
posited on  the  skin  where,  as  an  invisible,  tena- 
cious film,  it  degerms  between  washings.  Among 
67  acne  patients  who  used  pHisoHex,  “...results 
were  eminently  satisfactory.”2  When  pHisoHex 
was  used  as  the  wash  in  another  series  of  42  acne 
patients,  “no  patient  failed  to  improve.”3 
Why  not  recommend  three  or  four  pHisoHex  wash- 
ings daily  and  exclusively  to  all  your  acne  patients? 
pHisoHex  provides  superior  cleansing  action  and 
is  nonalkaline,  hypoallergenic  and  “kind”  to  skin. 
And  for  “...a  very  effective  topical  treatment  for 
acne  vulgaris”4  prescribe  keratolytic  pHisoAc® 
Cream  along  with  pHisoHex.  pHisoAc  Cream  con- 
tains colloidal  sulfur  6 per  cent,  resorcinol  1.5  per 


cent  and  hexachlorophene  0.3  per  cent.  It  dries, 
peels  and  masks  lesions.  Of  100  patients  treated 
with  pHisoHex  and  pHisoAc  (and  a low-fat  diet), 
79  showed  good-to-excellent  improvement.4 
pHisoHex  is  available  in  unbreakable  plastic 
squeeze  bottles  of  5 oz.  and  1 pint,  in  plastic  bot- 
tles of  1 gallon.  pHisoAc  is  supplied  in  tubes  of  IV2 
oz.  For  complete  acne  therapy,  prescribe  or  rec- 
ommend the  special  Combination  Package  con- 
taining both  pHisoHex  and  pHisoAc  Cream. 

References:  1.  Handelman,  Cathryn  C.:  Early  management 
of  acne,  Pediat.  Clin.  North  America  8:265,  Feb.,  1961. 
2.  McLean,  I.  E.  D.;  Graham,  K.  T.,  and  East,  M.  O.:  The 
treatment  of  acne;  a trial  of  "pHisoHex,"  Practitioner  189: 
82,  July,  1962.  3.  Hodges,  F.  T.:  Therapeutic  applications  of 
an  antiseptic  detergent,  GP  14:86,  Nov.,  1956.  4.  Wexler, 
Louis:  Treatment  of  acne  vulgaris,  Clin.  Med.  70:404,  Feb., 
1963. 
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PERCODAN 


in  moderate  to 
moderately  severe  pain. . . 


Each  scored  yellow  PERCODAN*  Tablet  contains  4.50  mg. 
oxycodone  hydrochloride  (Warning:  May  be  habit-form- 
ing), 0.38  mg.  oxycodone  terephthalate  (Warning:  May 
be  habit-forming),  0.38  mg.  homatropine  terephthalate, 
224  mg.  aspirin,  160  mg.  phenacetin,  and  32  mg.  caffeine. 

Throughout  the  wide  middle  range  of  pain  PERCODAN 
assures  speed,  duration,  and  depth  of  analgesia  by  the 
oral  route  plus  the  reliability  that  counts  so  much. 
PERCODAN  acts  within  5 to  15  minutes. ..usually  provides 
uninterrupted  relief  for  6 hours  or  longer  with  just  7, 
tablet.. .rarely  causes  constipation. 

Average  Adult  Dose— 1 tablet  every  6 hours.  Precautions, 
Side  Effects  and  Contraindications— The  habit-forming 
potentialities  of  PERCODAN  are  somewhat  less  than  those 


of  morphine  and  somewhat  greater  than  those  of  codeine. 
The  usual  precautions  should  be  observed  as  with  other 
opiate  analgesics.  Although  generally  well  tolerated, 
PERCODAN  may  cause  nausea,  emesis,  or  constipation  in 
some  patients.  PERCODAN  should  be  used  with  caution 
in  patients  with  known  idiosyncrasies  to  aspirin  or 
phenacetin,  and  in  those  with  blood  dyscrasias.  Also 
Available:  PERCODAN®-DEMI,  each  scored  pink  tablet 
containing  2.25  mg.  oxycodone  hydrochloride  (Warning: 
May  be  habit-forming),  0.19  mg.  oxycodone  terephthalate 
(Warning:  May  be  habit-forming),  0.19  mg.  homatropine 
terephthalate,  224  mg.  aspirin,  160  mg.  phenacetin,  and 
32  mg.  caffeine.  *U.  S.  Pats.  2.628,185  and  2,907,768 
Literature  on  request. 
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FOR  YOUR 
ELDERLY 
ARTHRITIC 
PATIENTS... 


Effectiveness,  dependability  and  reassuring  Safety  Factors  make 
Pabalate-SF  a logical  choice  for  antiarthritic  therapy  in  elderly  pa- 
tients—even  when  osteoporosis,  hypertension,  edema,  peptic  ulcer, 
cardiac  damage,  latent  chronic  infection  and  other  common  geriat- 
ric conditions  are  present.  The  potassium  salts  of  Pabalate-SF  can- 
not contribute  to  sodium  retention ..  .the  enteric  coating  assures 
gastric  tolerance . . . and  clinical  experience  shows  that  this  prepara- 
tion does  not  precipitate  the  serious  reactions  often  associated  with 
corticosteroids  or  pyrazolone  derivatives. 


A.  H.  ROBINS  CO.,  INC.,  RICHMOND  20,  VIRGINIA 


Side  Effects:  Occasionally,  mild  salicylism 
may  occur,  but  it  ^responds  readily  to  ad- 
justment of  dosage.  Precaution:  In  the 
presence  of  severe  renal  impairment,  care 
should  be  taken  to  avoid  accumulation  of 
salicylate  and  PABA.  Contraindicated:  An 
hypersensitivity  to  any  component. 

Also  available:  Pabalate— when  sodium 
salts  are  permissible..  Pabalate-HC— 
Pabalate-SF  with  hydrocortisone. 

In  each  persian-rose  enteric-coated  tablet:  potas- 
sium salicylate  0.3  Gm.,  potassium  aminobenzoate 
0.3  Gm.,  ascorbic  acid  50.0  mg. 

—the  new,  convenient  way  to  prescribe 
PABALATE-SODIUM  FREE 


a rapid-acting  antidepressant 

lor  a lift  from  the 
hell  of  depression 


Action  and  Uses:  Norpramin  (desipramine  hydrochloride) 
is  the  primary  active  metabolite  of  imipramine.  It  differs 
from  earlier  antidepressants  in  its  rapid  onset  of  action. 
Approximately  60  to  70%  of  patients  with  neurotic  or 
psychotic  depressions  will  respond  satisfactorily.  More 
than  half  will  begin  to  improve  in  2-5  days,  others  within  a 
week.  Usually,  patients  not  responding  within  one  week 
are  less  likely  to  improve. 

Indications:  Norpramin  is  useful  in  the  treatment  of: 
neurotic  and  psychotic  depressive  reactions,  and  in  manic 
depressive  or  involutional  psychotic  reactions.  It  may  be 
used  as  co-therapy  with  tranquilizers  in  the  treatment  of 
markedly  agitated  forms  of  depressions. 


Contraindications:  (1)  Norpramin  should  not  be  given 
within  two  weeks  of  treatment  with  a monoamine  oxidase 
inhibitor.  (2)  Because  of  its  autonomic  effects,  it  is  con- 
traindicated in  patients  with  glaucoma,  urethral  or 
ureteral  spasm  and  recent  myocardial  infarction.  (3) 
Severe  coronary  heart  disease  because  of  possible  tachy- 
cardia. (4)  Active  epilepsy  as  it  lowers  the  threshold  for 
epileptiform  seizures. 

Precautions:  (1)  Norpramin  treatment  should  not  be  sub- 
stituted for  hospitalization  or  restraint  if  the  risk  of  homi- 
cide or  suicide  is  considered  grave.  (2)  In  patients  with 
manic  depressive  illness,  Norpramin  may  induce  a hypo- 
manic  state  after  the  depressive  phase  terminates.  (3) 
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NORPRAMIN 


rapid  acting  specific  for  depression 


not  an  MAO  inhibitor 
not  a tranquilizer 

Norpramin  is  an  original  product 
of  Lakeside  research.  It  has  been 
established  to  be  the  primary  active 
metabolite  of  imipramine  and  in 
many  patients  has  been  reported  to 
be  more  rapid  in  onset  of  action— 
2 to  5 days. 

Norpramin  is  specific  for  depression 
and  is  not  recommended  for  anxiety. 
Side  effects  are  usually  mild. 


“.  . . [Norpramin]  appears  to  have  an  im- 
mediate onset  of  action,  which  is  readily 
demonstrable  in  both  humans  and 
animals." 

Meduna,  L.  J.;  Abood,  L.  G.,  and  Biel,  J.  H.:  Journal  of 
Neuropsychiatry  2: 232-237  (June)  1961. 


“.  . . laboratory  and  clinical  studies  have 
shown  that  imipramine  is  converted  endo- 
genously to  desipramine  [Norpramin] 
which  may  be  administered  instead  with 
more  prompt  onset  of  clinical  effect.” 

Nodine,  J.  A.,  and  Slap,  S.  W.:  Current  Therapeutic 
Research  5:40  (January)  1963. 


”...  responses  can  be  seen  as  soon  as  one 
to  three  days  after  administration.” 

Siegler,  P.  E.:  Medical  Clinics  of  North  America.  48:497 
(March)  1964. 


See  your  Lakeside  representative  or  please  write  for  clinical  data  and  complete  prescribing  information. 


LAKESIDE  LABORATORIES,  INC. 


MILWAUKEE,  WISCONSIN  53201 


Although  animal  teratology  studies  proved  negative,  fur- 
ther clinical  experience  is  necessary  to  establish  safety 
in  human  pregnancy.  (4)  Discontinue  therapy  prior  to 
elective  surgery. 

Adverse  Effects:  Mild  side  effects  may  occur  in  about  1 
of  4 patients.  These  are  usually  well  tolerated.  Side 
effects  include:  dry  mouth,  constipation,  dizziness,  palpi- 
tation, delayed  urination,  “bad  taste”,  sensory  illusion, 
tinnitus,  agitation  and  stimulation,  sweating,  drowsiness, 
headache,  orthostatic  hypotension,  flushing,  nausea, 
cramps,  weakness,  blurred  vision  and  mydriasis,  rash, 
allergy,  altered  liver  function,  ataxia  and  extrapyramidal 
signs. 


Dosage  and  Administration:  Optimal  results  are  obtained 
at  about  150  mg./day.  Dosage  over  200-225  mg./day 
increases  incidence  of  side  effects.  Norpramin  may  be 
administered  as  follows:  two  tablets  (50  mg.)  t.i.d.  (150 
mg./day).  Partial  response  may  be  expected  within  2-5 
days;  optimal  response  within  2-3  weeks.  After  optimal 
results  are  achieved  a maintenance  dose  . . . 50-100 
mg./day  . . . should  be  sought. 

Supplied:  Norpramin  (desipramine  hydrochloride)  tab- 
lets of  25  mg.,  in  bottles  of  50  and  500. 


603 


Medical  News 


American  Board  of  Obstetrics  and 
Gynecology 

The  Part  II  examination  will  be  conducted  by 
the  American  Board  of  Obstetrics  and  Gynecol- 
ogy at  The  Edgewater  Beach  Hotel,  Chicago, 
Illinois,  April  26  through  May  1.  Candidates 
scheduled  for  examination  are  urged  to  make 
their  hotel  reservations  at  an  early  date. 

Applications  for  the  Part  II  examination  to 
be  given  in  April  of  1966  will  be  accepted  in  the 
office  of  the  Secretary  during  April  or  May, 
1965,  and  must  be  accompanied  by  duplicate 
lists  of  patients  dismissed  from  the  candidates’ 
service  during  the  twelve  months  immediately 
preceding  date  of  application. 

Current  Bulletins  outlining  present  require- 
ments and  application  forms  may  be  obtained 
by  writing  to  the  office  of  the  Secretary.  Ap- 
plicants are  urged  to  familiarize  themselves 
with  the  new  rules  and  regulations  covering  the 
new  schedule  of  examination  which  goes  into 
effect  this  year. 

Diplomates  of  this  Board  are  requested  to 
keep  the  Board  office  informed  of  their  current 
address.  Address  changes  should  be  sent  to 
Clyde  L.  Randall,  M.D.,  secretary  and  treas- 
urer, American  Board  of  Obstetrics  and  Gyne- 
cology, 100  Meadow  Road,  Buffalo,  New  York 
14216. 

Licensing  of  x-ray  technicians 

To  comply  with  a new  State  law,  physicians’ 
employes  who  use  x-ray  equipment  on  patients 
must  obtain  a State  license  before  October  1. 
After  this  date  they  can  no  longer  continue 
practice  without  a license. 

Material  for  inclusion  in  the  medical  news  section  must  be 
received  six  weeks  prior  to  publication  date. 


Nurses,  receptionists,  medical  secretaries,  and 
others  are  eligible  if  their  duties  include  x-raying 
patients  and  if  they  have  had  at  least  a year  of 
this  experience  by  July  1,  1964.  This  provision 
comes  under  the  “present  practitioner”  clause 
which  expires  July  1,  1965. 

Applications  for  the  licensing  examination 
have  already  been  sent  out.  The  deadline  for 
applying  for  the  licensing  examination  is  July  1. 
Technicians  who  do  not  apply  before  this  date 
face  the  loss  of  their  livelihood.  Additional 
application  forms  and  information  about  the 
examination  may  be  obtained  from  a district, 
city,  or  county  health  department;  local 
hospital;  or  by  writing  to:  Howard  L.  Gold- 
man, L.X.T.,  Director  of  X-Ray  Technology, 
New  York  State  Health  Department,  84  Hol- 
land Avenue,  Albany,  New  York  12208. 


Personalities 

Elected.  Richard  B.  Hadley,  M.D.,  Rye,  as 
first  vice-president  of  the  American  Rhinologic 
Society. 

Awarded.  William  Abruzzi,  M.D.,  Wap- 
pingers  Falls,  the  Revere  Annual  Award  for  the 
best  clinical  paper  published  in  The  Journal  of 
New  Drugs  by  The  American  College  of  Clinical 
Pharmacology  and  Chemotherapy.  . .S.  I. 
Schwartz,  M.D.,  Department  of  Surgery, 
University  of  Rochester  School  of  Medicine  and 
Dentistry,  Rochester,  special  mention  in  the 
third  national  Cochems  Competition  con- 
ducted under  auspices  of  the  University  of 
Colorado  School  of  Medicine,  for  his  paper  on 
“Bioelectric  Factors  Affecting  the  Production 
and  Prevention  of  Thrombosis.” 
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“A  therapeutic  ‘bull’s-eye’  may  be  scored  with 
DILANTIN  [diphenylhydantoin]  even  for  a per- 
son with  long-standing  convulsions  previously 
unrelieved  by  phenobarbital.”*  Such  efficacy 
can  make  a substantial  contribution  to  your 
epileptic  patient’s  rehabilitation... improve  his 
prospects  for  employment . . . foster  greater  self- 
reliance. 

Indications:  Grand  mal  epilepsy  and  certain  other 
convulsive  states.  Precautions:  Toxic  effects  are 
infrequent:  allergic  phenomena  such  as  polyarthrop- 
athy, fever,  skin  eruptions,  and  acute  generalized 
morbilliform  eruptions  with  or  without  fever.  Rarely, 
dermatitis  goes  on  to  exfoliation  with  hepatitis,  and 
further  dosage  is  contraindicated.  Eruptions  then 
usually  subside.  Though  mild  and  rarely  an  indica- 
tion for  stopping  dosage,  gingival  hypertrophy,  hir- 


sutism, and  excessive  motor  activity  are  occasion- 
ally encountered,  especially  in  children,  adoles- 
cents, and  young  adults.  During  initial  treatment, 
minor  side  effects  may  include  gastric  distress, 
nausea,  weight  loss,  transient  nervousness,  sleep- 
lessness, and  a feeling  of  unsteadiness.  All  usually 
subside  with  continued  use.  Megaloblastic  anemia, 
aplastic  anemia,  leukopenia,  granulocytopenia  and 
pancytopenia  have  been  reported.  Nystagmus  may 
develop.  Nystagmus  in  combination  with  diplopia 
and  ataxia  indicates  dosage  should  be  reduced. 
Adequate  examination  of  the  blood  is  advisable. 
DILANTIN  (diphenylhydantoin  sodium)  is  supplied 
in  several  forms  including  Kapseals®  containing 
0.1  Gm.  and  0.03  Gm. 

*Lennox,  W.  G.:  Epilepsy  and  Re- 
lated Disorders,  Boston,  Little, 

Brown  and  Company,  1960,  vol. 

2,  p.  865.  43264  PANKC  DAVIS  t COMPANY 


PARKE-DAVIS 


Dilantin 

(diphenylhydantoin) 

PARKE-DAVIS 

helps  to  restore  confidence 


Medical  Schools 


Albany  Medical  College 

Expansion  of  ophthalmology  department. 

A major  expansion  in  the  staff  and  facilities  of 
the  Ophthalmology  Department  and  eye  clinic 
has  been  announced.  The  expansion  includes 
inauguration  of  a residency  training  program 
in  ophthalmology,  re-equipping  and  enlarging 
the  clinic,  increasing  the  clinic  schedule,  under- 
taking a broad  program  of  research  in  eye 
diseases,  and  the  appointment  of  trained 
specialists  in  orthoptics  and  tonography.  In 
conjunction  with  the  growth  of  the  clinics, 
the  Department  has  begun  an  extensive  re- 
search program.  Seven  research  projects  are 
under  way  with  the  aid  of  grants  from  the  U.S. 
Public  Health  Service,  the  major  project  being 
an  electromyographic  study  of  the  action  po- 
tentials of  various  eye  muscles.  In  conjunction 
with  the  Department  of  Pathology  a study  is 
being  made  of  the  effect  of  vascular  diseases 
on  the  eye.  Other  research  projects  include  an 
electron  microscopy  study  of  eye  muscle,  an 
investigation  of  the  relationship  of  thyroid 
disease  and  certain  eye  disorders,  and  a histo- 
chemical  analysis  of  eye  structure. 

Columbia  University  College  of  Physicians 
and  Surgeons 

Renovation  and  expansion.  Plans  for  a 
$2,000,000  renovation  and  expansion  to  modern- 
ize its  teaching  laboratories  and  lecture  rooms 
has  been  announced  by  the  College.  A grant 
of  $1,052,300  by  the  U.S.  Public  Health  Service 
has  made  the  project  possible.  The  University 
will  be  required  to  supply  matching  funds. 
They  will  be  aided  by  grants  from  the  Avalon 
Foundation,  Lillia  Babbitt  Hyde  Foundation, 
and  philanthropic  individuals. 

Downstate  Medical  Center 

Four  new  faculty  appointments.  Four 
new  appointments  to  the  faculty  have  been 
announced.  Dr.  Pedro  Sanchez-Garcia  has 
been  appointed  assistant  professor  of  pharma- 
cology; Sheldon  Blackman,  M.D.,  has  been 
appointed  clinical  assistant  professor,  Depart- 
ment of  Psychiatry;  Bertrand  L.  New,  M.D., 
has  been  appointed  lecturer  in  the  same  Depart- 
ment; and  Robert  L.  Kozam,  M.D.,  has  been 
appointed  clinical  assistant  professor  of  medi- 
cine. 

Faculty  notes.  Joseph  Wortis,  M.D.,  clinical 
associate  professor  of  psychiatry,  has  been 
elected  vice-president  of  the  American  Academy 
of  Mental  Retardation.  Schuyler  G.  Kohl, 


M.D.,  associate  dean  of  Postgraduate  Division 
and  professor  of  obstetrics  and  gynecology,  has 
been  appointed  to  the  Board  of  Trustees  of  the 
National  Association  of  Residents  and  Interns. 
Erwin  Lear,  M.D.,  clinical  associate  professor 
of  anesthesiology,  has  been  reelected  to  the 
board  of  governors  of  the  American  College  of 
Surgeons  and  will  serve  through  1967.  Milton 
Matzner,  M.D.,  clinical  assistant  professor  of 
medicine,  has  been  installed  as  president  of  the 
American  College  of  Gastroenterology.  Irving 
M.  Pallin,  M.D.,  clinical  professor  of  anesthesi- 
ology, has  been  appointed  delegate  in  the  House 
of  Delegates  of  the  American  Medical  Associa- 
tion. 


Grants.  At  total  of  $1,077,418  was  received 
during  November  and  December,  1964,  from 
the  National  Institutes  of  Health  and  other 
agencies  for  23  research  grants.  This  provided 
for  renewals  of  20  research  projects  already  in 
progress  and  three  new  ones.  Fifteen  were 
granted  by  the  National  Institutes  of  Health. 
The  Health  Research  Council  of  the  City  of 
New  York,  the  Kidney  Disease  Foundation  of 
New  York,  the  National  Foundation,  and  Mc- 
Neil Laboratories,  Inc.,  awarded  the  others. 

Special  lectures.  Sir  John  Eccles,  one^  of 
the  three  1963  Nobel  Prize  winners  in  medicine 
for  discoveries  concerning  the  operation  of  nerve 
cells  delivered  the  annual  Sigma  Xi  Lecture  on 
December  4.  On  December  10  a panel  discus- 
sion sponsored  by  the  Student  American  Medi- 
cal Association  was  held  on  federally  financed 
health  insurance  for  the  aged.  Participants 
were:  John  V.  Lindsay,  Representative  of  the 
17th  Congressional  District  in  New  York; 
George  Lawrence,  M.D.,  chairman,  Federal 
Legislation  Committee,  Medical  Society  of  the 
State  of  New  York;  Duncan  W.  Clark,  M.D., 
professor  and  chairman,  Department  of  Environ- 
mental Medicine  and  Community  Health;  and 
Julius  Stolfi,  M.D.,  clinical  associate  professor 
of  medicine.  On  January  18,  Dr.  Walle  J.  H. 
Nauta,  professor,  Department  of  Psychology, 
Massachusetts  Institute  of  Technology,  de- 
livered the  Annual  Adam  M.  Miller  Memorial 
Lecture. 


New  York  Medical  College 

Three  community  hospitals  affiliate  with 
College.  The  establishment  of  an  academic 

continued  on  page  608 


606  New  York  State  Journal  of  Medicine  / March  1,  1965 


When  you  put  patients  on  “special”  fat  diets.. 


you  can  assure  them  that  no 
corn  oil  margarine  is  higher 
in  polyunsaturatesor  lower  in 
saturates  than  Mrs.  Filbert’s 
Corn  Oil  Margarine. 

Andoncethey'vetried  it, they 
can  tell  you  that  no  margarine 
can  match  Mrs.  Filbert's  flavor. 

Mrs.  Filbert's  Corn  Oil  Mar- 
garine is  a special  margarine* 
made  from  100% corn  oil,  over 
50%  of  which  retains  its  liquid 
characteristics. 

Ofthetotal  fatty  acid  content 
28%  is  cis-cis  linoleic  acid. 
Ratio  of  polyunsaturates  to 
saturates  is  about  1.7  to  1. 

For  additional  information, 
including  detailed  listings  of 
component  characteristics, 
please  write  to  us:  J.H.  Filbert, 
Inc.,  Baltimore  29,  Maryland. 


* AMA  Council  on  Foods  and  Nutrition:  The  Reg- 
ulation of  Dietary  Fat,  JAMA  181:411-423  (Aug- 
ust 4,  1962). 

AMA  Council  on  Foods  and  Nutrition:  Compo- 
sition of  Certain  Margarines,  JAMA  179:719 
(March  3,  1962). 
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affiliation  of  the  Graduate  School  of  Medical 
Sciences  with  St.  John’s  Riverside  Hospital, 
Yonkers,  Nassau  Hospital,  Mineola,  and  Ja- 
maica Hospital,  Jamaica,  was  announced  on 
January  25.  This  move,  designed  to  provide  a 
continuing,  all-inconclusive  program  for  the 
house  staff  and  attending  physicians  of  each 
hospital,  is  expected  to  make  each  a center  of 
medical  education  in  their  respective  areas. 


University  of  Rochester  School  of 
Medicine  and  Dentistry 

Research  on  tropical  sprue.  Michael  Sam- 
loff,  M.D.,  left  the  end  of  January  for  Haiti  for 
a four-week  research  program  on  tropical  sprue. 
Dr.  Samloff  and  Fred  Klipstein,  M.D.,  of  Colum- 
bia-Presbyterian  Medical  Center,  will  cooperate 
in  the  first  broad  study  in  Haiti  of  this  disease. 
They  will  work  from  the  Albert  Schweitzer 
Hospital  in  St.  Mark,  Haiti. 


Medical  Meetings 


Symposium  on  nutrition 

Some  findings  and  observations  on  the  nu- 
tritional status  of  residents  of  the  United 
States,  a symposium  held  in  conjunction  with 
the  twentieth  annual  meeting  of  the  National 
Vitamin  Foundation,  will  be  presented  March  3 
at  The  Hotel  Roosevelt,  45  East  45th  Street, 
New  York  City. 

Sandor  Rado  lectures 

The  ninth  annual  Sandor  Rado  lectures  will 
be  presented  March  26  at  8:45  p.m.  and  March 
27  at  10:00  a.m.  at  the  Alumni  Auditorium, 
Columbia-Presbyterian  Medical  Center,  622 
West  168th  Street,  New  York  City. 

George  E.  Daniels,  M.D.,  former  director  of 
the  Psychoanalytic  Clinic  for  Training  and 
Research,  and  clinical  professor  of  psychiatry, 
College  of  Physicians  and  Surgeons,  Columbia 
University,  will  speak  on  “Approaches  to  a 
Biological  Basis  of  Human  Behavior”  and 
“Comprehensive  Medicine,  with  Particular 
Reference  to  Ulcerative  Colitis.”  The  lectures 
are  sponsored  by  the  Psychoanalytic  Clinic  for 
Training  and  Research,  Columbia  University, 
and  its  alumni  association.  Professional  per- 
sonnel from  psychoanalysis  and  allied  disciplines 
are  invited  to  attend. 

Material  for  inclusion  in  the  medical  meetings  section  must 
be  received  six  weeks  prior  to  publication  date. 


Jean  Redman  Oliver  lecture 

The  annual  Jean  Redman  Oliver  lecture  will 
be  held  at  the  Downstate  Medical  Center,  450 
Clarkson  Avenue,  Brooklyn,  on  March  29  at 
4:00  p.m.  in  the  Center’s  first  floor  lecture  hall. 

Guest  speaker  will  be  Carl  W.  Gottschalk, 
M.D.,  professor  of  medicine  and  physiology  at 
The  University  of  North  Carolina  School  of 
Medicine,  and  career  investigator,  American 
Heart  Association.  Dr.  Gottschalk  will  speak 
on  “Micropuncture  Studies  of  the  Abnormal 
Kidney.” 

Ophthalmologic  congress 

The  Gill  Memorial  Eye,  Ear  and  Throat 
Hospital  and  the  Elbyrne  G.  Gill  Eye  and  Ear 
Foundation  will  present  the  thirty-eighth 
annual  spring  congress  in  ophthalmology  April 
5 through  8 in  Roanoke,  Virginia.  For  further 
information  contact  the  hospital  at  711  South 
Jefferson  Street,  Roanoke,  Virginia. 

New  York  State  Dietetic  Association 

The  thirty-fifth  annual  meeting  of  The  New 
York  State  Dietetic  Association  will  be  held 
April  28  through  30  at  the  Sheraton  Hotel, 
Rochester.  Guest  speaker  will  be  John  Romano, 

continued  on  page  613 
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Bacterial  susceptibility  is  similar  all  over  the  world. 
So  is  the  effectiveness  of  m A 

TAOt 

(triacetyloleandomycin) 


4 

New  international  data  on 
antibiotic  effectiveness  in  vitro 


The  1964  international  study1  of  antibiotics  is  the  most  comprehensive  analysis 
of  microbial  data  ever  undertaken.  It  compares  the  microbial  susceptibility  to  5 
leading  antibiotics  by  in  vitro  testing.  The  following  statistics  give  an  indication 
of  the  scope  of  this  survey:  the  tests  were  performed  in  88  laboratories,  distributed 
throughout  13  countries  and  4 continents.  In  all,  the  results  of  86,125  suscepti- 
bility determinations,  made  on  17,225  cultures,  were  tabulated  and  analyzed. 
Electronic  data  processing  equipment  was  employed  for  the  computations. 


Some  of  the  determinations  made  possible  by  the  study  include  results  of  in  vitro 
susceptibility  tests  by  country,  comparison  of  antibiotics  according  to  anatomical 
source  of  the  clinical  isolate,  and  susceptibility  of  staphylococcus  aureus  accord- 
ing to  bacteriophage  type.  Perhaps  the  most  important  comparison  is  that  of  over- 
all, worldwide  effectiveness  of  the  5 leading  antibiotics.  Results  of  this  determina- 
tion are  shown  in  the  chart  below. 


Over-all  results  of  the  international  study: 


Penicillin 

Tetracycline 

Erythromycin 

Chloramphenicol 

TAG 


90  100  % 


Based  on  the  following  number  of  cultures:  staphylococcus  aureus,  10,384;  diplo- 
coccus  pneumoniae,  1,322;  /3  hemolytic  streptococci,  2,492;  enterococci,  3,027. 


Comparative  in  vitro  effectiveness  of 

tetracycline  and  TAO 

against  y 3 hemolytic  streptococci 

Breese  recently  showed  that  . . in  vitro  resistance  to  tetracycline  was  observed  in  about 
25%  of  the  (3  hemolytic  streptococci  tested.  This  resistance  or  lack  of  resistance  seemed  to 
be  correlated  with  the  clinical  results  obtained  by  treatment.”8  This  report  of  shifts  in  anti- 
biotic effectiveness  is  borne  out  by  the  nationwide  study  of  19632  and  the  international 
study  of  1964. 1 


U.S.  Study,  1963 
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results  based  on  1,519  cultures 


International  Study,  1964 
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In  vitro  data  confirms  the  7-year 
clinical  record 

In  a study3  involving  95  patients  there  was  “an  encouragingly  accurate  (90-95%)  degree  of 
correlation  between  in  vitro  and  in  vivo  results  with  TAO.” 


Breese4:  . . triacetyloleandomycin  was  at  least  as  effective  as  penicillin  and  more  effective 

than  erythromycin  propionate  in  the  treatment  of  streptococcal  infections  in  children.” 


McClellan5:  In  the  treatment  of  124  pediatric  patients  with  a wide  variety  of  infections, 
‘‘triacetyloleandomycin  was  effective  in  92%. ” 


Shubin6:  129  patients  with  upper  or  lower  respiratory  infections  were  treated  with  TAO.  Of 
these,  120  had  a good  response,  which  generally  showed  ‘‘reduction  in  temperature  and 
toxicity  within  48  hours  after  initiation  of  therapy,  with  subsequent  clinical  and  bacterio- 
logical cure  of  infection.” 


Wennersten7:  . . clinical  results  obtained  in  135  cases  of  a wide  variety  of  infections  were 

dramatically  good  . . .” 


(triacetyloleandomycin) 


Available  as:  Capsules  (250  mg.;  125  mg.)  Ready-Mixed  Oral  Suspen- 
sion (raspberry  flavored,  125  mg./5cc.)  Pediatric  Drops  (100  mg./cc.) 


see  back  cover  for  TAO  indications,  contraindications,  and  precautions-> 


N LW  intramuscular 

i — —^§4 

companion  to  TAO 

OLEANDOMYCIN 

[ Oleandomycin  ig 

jj  Intramuscular  }|: 

INTRAMUSCULAR# 

^ '* 

Four  reasons  to  consider  this  convenient  new  dosage  form  for  your  bag,  emergencies  or  hospital  use: 


the  bacterial  spectrum  includes:  streptococci,  pneumococci,  gonococci  and  staph- 
ylococci; particularly  effective  against  some  strains  of  staphylococci  resistant  to 
other  antibacterial  agents. 


2 

3 

4 


most  strains  of  staphylococci  do  not  demonstrate  cross-resistance  between  olean- 
domycin and  erythromycin. 

allergic  reactions  or  other  systemic  side  effects  have  been  encountered  only  rarely 
with  parenteral  use  of  oleandomycin. 

easily  reconstituted— freely  water  soluble. 


TAO  Rx  Information 

Indications:  The  bacterial  spectrum  includes:  streptococci,  staphylococci,  pneumococci  and  gono- 
cocci. Recommended  for  acute,  severe  infections  where  adequate  sensitivity  testing  has  demon- 
strated susceptibility  to  this  antibiotic  and  resistance  to  less  toxic  agents.  Not  recommended  for 
prophylaxis  or  in  the  treatment  of  infectious  processes  which  may  require  more  than  ten  days  con- 
tinuous therapy.  In  view  of  the  possible  hepatotoxicity  of  this  drug  when  therapy  beyond  ten  days 
proves  necessary,  other  less  toxic  agents,  of  course,  should  be  used.  If  clinical  judgment  dictates 
continuation  of  therapy  for  longer  periods,  serial  monitoring  of  liver  profile  is  recommended,  and  the 
drug  should  be  discontinued  at  the  first  evidence  of  any  form  of  liver  abnormality. 

Contraindications  and  Precautions:  TAO  (triacetyloleandomycin)  is  contraindicated  in  pre-existing 
liver  disease  or  dysfunction,  and  in  individuals  who  have  shown  hypersensitivity  to  the  drug.  Although 
reactions  of  an  allergic  nature  are  infrequent  and  seldom  severe,  those  of  the  anaphylactoid  type 
have  occurred  on  rare  occasions. 


OLEANDOMYCIN  INTRAMUSCULAR  Rx  Information 

Indications:  The  bacterial  spectrum  includes:  streptococci,  staphylococci,  pneumococci  and  gonococci. 

Precautions:  Significant  adverse  reactions  or  idiosyncrasy  require  discontinuation  of  medication. 
Aside  from  occasional  instances  of  mild  pain  at  the  site  of  injection,  adverse  reaction  to  an  intra- 
muscular injection  has  been  rare.  Allergic  reactions  to  oleandomycin  rarely  have  been  observed  but 
constant  observation  for  such  effects  should  be  maintained.  When  used  for  local  infiltration,  allergic 
manifestations  and  sensitizing  reaction  to  Xylocaine  (lidocaine  hydrochloride)  have  not  been 
reported.  *Xylocaine  is  the  Registered  Trademark  of  Astra-Pharmaceutical  Products,  Inc.  for  its 
brand  of  lidocaine. 


References:  1.  Isenberg,  Henry  D.,  Ph.D.:  Scientific  exhibit  presented  at  the  92nd  Annual  Meeting  of  The  Ameri- 
can Public  Health  Association,  New  York  City,  N.  Y.  Oct.  5-8,  1964.  2.  Isenberg,  Henry  D.:  Health  Laboratory  Sci- 
ence 1:185-256.  (Jul.-Aug.)  1964.  3.  Werthamer,  S.  et  al:  Antibiotic  Med.  and  Clin.  Ther.:  7:560  (Sept.)  1960. 
4.  Breese,  B.  B.  et  al:  Am.  J.  Dis.  Children  101:423  (Apr.)  1961.  5.  McClellan,  M.:  Antibiotic  Med.  and  Clin.  Ther. 
7:221  (Apr.)  1960.  6.  Shubin,  H.  et  al:  Antibiotic  Med.  and  Clin.  Ther.  6:156  (Mar.)  1959.  7.  Wennersten,  J.  R.: 
Antibiotic  Med.  and  Clin.  Ther.  5:527  (Aug.)  1958.  8.  Breese,  B.  B.  et  al:  Am.  J.  Dis.  Children  107:232  (Mar.)  1964. 


TAO 

(triacetyloleandomycin) 


J.  B.  Roerig  and  Company 
New  York  17,  N.Y. 

Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World’s  Well-Being® 


Rx  New,  improved 

VITERRA®  THERAPEUTIC 

Tablets  for 

high-potency  nutritional 
build-up  following  infection. 
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M.D.,  chairman,  Department  of  Psychiatry, 
University  of  Rochester  School  of  Medicine. 

Glaucoma  clinic 

The  glaucoma  clinic  of  the  Brooklyn  Eye  and 
Ear  Hospital  will  conduct  a seminar  on  glaucoma 
at  the  hospital  May  17  through  19.  Particular 
emphasis  will  be  placed  on  the  use  of  the 
gonioprism  and  applanation  tonometer. 
Tonography  and  the  use  of  the  perilimbal  suc- 
tion cup  will  be  demonstrated  and  discussed. 
The  registrant  will  be  given  practical  experience 
using  patients  selected  from  the  clinic. 

Registration  is  limited  to  six  ophthalmolo- 
gists. The  course  will  be  given  by  A.  S.  Rosen- 
berg, M.D.,  D.  Kravita,  M.D.,  and  J.  Gold- 
stein, M.D. 

Applications  and  the  fee  of  $75  will  be  ac- 
cepted in  the  order  of  their  receipt  and  may  be 
addressed  to:  A.  S.  Rosenberg,  M.D.,  Brooklyn 
Eye  and  Ear  Hospital,  29  Greene  Avenue, 
Brooklyn,  New  York  11238. 

Electrical  control  of  cardiac  activity 

A graduate  symposium  on  electrical  control 
of  cardiac  activity  will  be  presented  May  17 
through  19  in  Buffalo.  Some  topics  to  be 
covered  include  effects  of  electrical  currents  on 
the  heart,  defibrillation,  emergency  and  tem- 
porary pacemaking  systems,  management  of 
system  failures,  and  carotid  sinus  nerve  stimula- 
tion for  hypertension.  Further  information 
may  be  obtained  from  Marvin  L.  Bloom,  M.D., 
associate  dean,  Department  of  Graduate  Medi- 
cal Education,  School  of  Medicine,  Capen  Hall, 
State  University  of  New  York  at  Buffalo, 
Buffalo,  New  York. 

Pediatric  postgraduate  course 

The  fourth  annual  pediatric  postgraduate 
course  sponsored  by  Maimonides  Hospital  of 
Brooklyn  and  State  University  of  New  York 
Downstate  Medical  Center  will  be  held  May 
23  through  25  in  the  solarium  of  Kronish 
Pavilion  at  Maimonides  Hospital  of  Brooklyn, 
4802  Tenth  Avenue,  Brooklyn. 

Recent  advances  in  the  fields  of  pediatric 
therapy,  convulsive  disorders,  chest  diseases, 
pediatric  allergy,  short  stature,  hemodialysis, 
and  chronic  pediatric  diseases  will  be  em- 
phasized. Panel  discussions  and  question  and 
answer  periods  will  be  part  of  the  daily  format. 
Registration  fee  of  $35  is  payable  to  the  Pe- 
diatric Postgraduate  Course,  Maimonides  Hos- 
pital of  Brooklyn. 


Lectures  on  corneal  surgery 

Sir  Benjamin  Rycroft,  O.B.E.,  M.D.,  D.O.- 
M.S.,  F.R.C.S.,  clinical  director  of  the  Pockling- 
ton  Eye  Transplantation  Research  Unit,  Royal 
College  of  Surgeons  of  England,  will  deliver  a 
series  of  five  lectures  on  corneoplastic  surgery 
May  24  through  28  at  the  Institute  of  Oph- 
thalmology of  the  Americas,  New  York  Eye 
and  Ear  Infirmary,  218  Second  Avenue,  New 
York,  New  York  10003. 

The  lectures  will  be  on  “Modern  Technic  in 
Keratoplasty,”  “Surgery  of  Ptosis,”  “Surgery 
of  Lacrimal  Obstruction,”  “Surgical  Recon- 
struction of  the  Socket,”  and  “Ocular  Pemphi- 
gus.” 

Fee  for  each  lecture  is  $15.  For  registration, 
send  check  to  Mrs.  Tamar  Weber,  Registrar, 
at  the  Institute. 


Children’s  Hospital  of  Philadelphia 

The  Children’s  Hospital  of  Philadelphia  and 
The  Department  of  Pediatrics,  School  of  Medi- 
cine, University  of  Pennsylvania,  will  hold  a 
refresher  course  in  pediatrics  for  pediatricians 
and  general  practitioners  May  24  through  28. 
The  curriculum  will  consist  of  lectures  and 
clinics,  given  by  members  of  tiie  faculty  staff, 
in  selected  aspects  of  contemporary  pediatrics 
in  which  important  advances  are  being  made. 

Tuition  is  $150.  Registration  and  inquiries 
should  be  sent  to:  Children’s  Hospital  of 

Philadelphia,  Post  Graduate  Education  Com- 
mittee, 1740  Bainbridge  Street,  Philadelphia, 
Pennsylvania  19146. 


American  Cancer  Society 

The  1965  scientific  session  of  the  American 
Cancer  Society  will  be  held  at  the  Drake  Hotel 
in  Philadelphia  on  June  16.  The  symposium 
on  “Hormones  and  Chemotherapy  for  Cancer — 
a Critical  Appraisal”  is  open  to  all  members  of 
the  medical  and  dental  professions,  and  stu- 
dents. There  is  no  advance  registration  or 
registration  fee. 

David  A.  Karnofsky,  M.D.,  from  Memorial 
Hospital,  New  York  City,  will  be  among  the 
participants  and  will  discuss  “Problems  and 
Pitfalls  in  the  Evaluation  of  Chemotherapy.” 

For  further  information  write  to:  Director 

of  Professional  Education,  American  Cancer 
Society,  219  East  42nd  Street,  New  York, 
New  York  10017. 
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Abstracts 


Loughlin,  W.  C.:  Certain  other  aspects  of 

iuvenile  diabetes,  New  York  State  J.  Med.  65: 
631  (Mar.  1)  1965. 

Aspects  of  juvenile  diabetes  not  always  con- 
sidered include:  initial  impact  on  parents; 

genetic  shock  to  parents  and  child;  sibling 
rivalry;  need  for  special  schedule  in  school; 
diabetes  camps;  assumption  of  self-care  at  an 
early  age;  special  problems  of  adolescence; 
need  for  early  and  careful  career  planning; 
marriage  problems;  decreased  life  expectancy; 
and  cardiovascular-renal  problems.  The  per- 
sonality of  the  juvenile  diabetic  patient  may  be 
affected  by  these  factors. 

Cramer,  L.  M.,  Hinshaw,  J.  R.,  and  Mc- 
Cormack, R.  M.:  Emergency  care  of  burns, 
New  York  State  J.  Med.  65:  636  (Mar.  1) 
1965. 

Appropriate  early  decisions  in  the  care  of 
major  burns  will  influence  favorably  the  mor- 
tality rate  and  the  morbidity.  These  include 
immediate  emergency  measures,  use  of  resuscita- 
tive  fluids,  use  of  diuretics  and  buffers,  preopera- 
tive treatment  of  wounds,  and,  once  the  pa- 
tient’s condition  has  stabilized,  surgical  excision 
and  grafting,  with  minimal  surgical  stress. 
Thirty  burn  patients  with  an  expected  mortality 
of  95  ± 5 per  cent  were  treated;  6 were  never 
resuscitated  from  the  burn  shock,  and  of  the 
remaining  24,  8 survived. 

Crohn,  B.  B.:  Acute  regional  ileitis;  clinical 
aspects  and  follow-up  studies,  New  York  State 
J.  Med.  65:  641  (Mar.  1)  1965. 


A study  was  made  of  42  cases  of  acute  ileitis. 
At  the  time  of  an  exploratory  operation,  a 
massive  resection  or  short-circuiting  procedure 
had  been  performed  in  9 cases,  with  1 operative 
death;  the  remaining  8 cases  survived  the 
massive  procedure,  and  only  1 showed  later 
recurrent  regional  ileitis.  The  remaining  33 
cases  had  been  merely  drained  and  an  appendec- 
tomy performed.  Spontaneous  healing  took 
place  in  16  of  the  33  cases.  The  remaining  17 
cases  evolved  into  chronic  granulomatous  ileitis 
with  complications  of  fistulas,  so  that  later 
operations  had  to  be  performed.  Conservative 
treatment  initially  with  antibiotics  and  suppor- 
tive therapy  is  advised  unless  there  is  perfora- 
tion. 

Litchfield,  H.  R.:  Anabolic  effects  of  meth- 

enolone  enanthate  and  methenolone  acetate  in 
underweight  premature  infants  and  children, 
New  York  State  J.  Med.  65:  645  (Mar.  1) 
1965. 

Thirty-four  underweight  patients,  including 
premature  infants  and  children  up  to  thirteen 
and  one-half  years,  were  treated  with  intramus- 
cular methenolone  enanthate  for  from  three  to  six 
months.  Eleven  underweight  children  between 
the  ages  of  seven  and  one-half  and  sixteen  years 
were  treated  with  oral  methenolone  acetate  for 
three  or  four  months.  Results  with  both  drugs 
were  good  or  excellent  in  every  case,  with  no 
undesirable  side-effects.  The  onset  of  menarche 
may  have  been  delayed  in  1 case  by  treatment 
with  methenolone  enanthate,  but  the  medication 
appears  to  have  no  effect  on  established  men- 
struation. 
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Years  of  academic  instruction 
prepare  the  medical  student 
to  care  for  the  ill. 

It  seems  pretty  obvious  that 
the  skills  learned  during  a 
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Write  or  phone  today  for  your 
GHI“  Invitation  to  Participate.” 


GHI  Group  Health  Insurance,  inc. 

___|  221  Park  Avenue  South  / New  York,  N.Y.  10003  / SPring  7-6000 


615 


Abstracts  in  Interlingua 


Loughlin,  W.  C.:  Certe  “altere”  aspectos  de 
diabete  juvenil  ( anglese ),  New  York  State  J. 
Med.  65:  631  (1  de  martio)  1965. 

Aspectos  de  diabete  juvenil  que  non  es  semper 
prendite  in  consideration  es:  le  impingimento 

initial  super  le  parentes,  le  choc  genetic  pro 
parentes  e le  patiente  juvenil,  rivalia  inter  le 
fraternos,  le  requirimento  de  provisiones  de 
exception  in  le  programma  scholari,  campos  de 
estate  pro  diabeticos,  le  acceptation  de  responsa- 
bilitates  pro  le  regime  per  le  patiente  mesme, 
problemas  special  de  adolescentia,  le  necessitate 
de  un  precoce  e meticulose  planation  pro  le 
carriera  futur,  problemas  de  maritage,  reducite 
longevitate  probabile,  e problemas  cardiovascu- 
lar e renal.  Le  personalitate  del  patiente  con 
diabete  juvenil  pote  esser  afficite  per  iste  fac- 
tores. 

Cramer,  L.  M.,  Hinshaw,  J.  R.,  e McCor- 
mack, R.  M.:  Attendita  de  urgentia  in  ardi- 
turas  {anglese),  New  York  State  J.  Med.  65: 
636  (1  de  martio)  1965. 

Prompte  e appropriate  decisiones  in  le  atten- 
dita de  major  ardituras  affice  favorabilemente  le 
mortalitate  e le  morbiditate.  Illos  concerne  le 
prension  immediate  de  mesuras  de  urgentia,  le 
uso  de  liquidos  resuscitative,  le  uso  de  diureticos 
e tampons,  le  tractamento  pre-operatori  del 
vulneres,  e — si  tosto  que  le  patiente  attinge  un 
condition  stabilisate — excision  e graffage  chir- 
urgic  con  un  minimo  de  stress.  Esseva  tractate 
30  patientes  ardite,  con  un  expectate  mortalitate 
de  95  =b  5 pro  cento;  6 non  se  resuscitava  ab  le 
choc  del  arditura;  8 del  remanente  24  super- 
viveva. 

Crohn,  B.  B.:  Acute  ileitis  regional;  aspectos 
clinic  e studios  catamnestic  {anglese).  New 
York  State  J.  Med.  65:  641  (1  de  martio)  1965. 


Esseva  interprendite  un  studio  de  42  casos  de 
ileitis  acute.  A1  tempore  de  un  operation  ex- 
ploratori,  un  resection  massive  (amontante  a un 
“curte  circuito”)  esseva  effectuate  in  9.  Un  de 
iste  gruppo  de  9 patientes  moriva  durante  le 
operation;  le  altere  8 super viveva,  e solmente 
un  de  illes  manifestava  plus  tarde  un  recurrente 
ileitis  regional.  In  le  remanente  33  casos,  drain- 
age e appendicectomia  esseva  executate.  Guari- 
tion  spontanee  occurreva  in  16  del  33.  In  le 
altere  17,  chronic  ileitis  granulomatose  se  dis- 
veloppava  con  complicationes  in  le  forma  de 
fistulas  que  subsequentemente  requireva  un 
intervention  chirurgic.  Es  recommendate  un 
tractamento  conservatori  como  regime  initial, 
con  le  uso  de  antibioticos  e therapia  supporta- 
tive,  excepte  in  le  presentia  de  perforationes. 

Litchfield,  H.  R.:  Effectos  anabolic  de  enan- 
thato  de  methenolona  e acetato  de  methenolona 
in  prematur  infantes  e in  juveniles  de  peso  sub- 
normal {anglese),  New  York  State  J.  Med.  65: 
645  (1  de  martio)  1965. 

Trenta-quatro  patientes  a peso  subnormal, 
incluse  infantes  prematur  e juveniles  de  etates 
de  usque  a dece-tres  annos  e medie,  esseva  trac- 
tate durante  periodos  de  tres  a sex  menses  con 
administrationes  intramuscular  de  enanthato  de 
methenolona.  In  un  secunde  gruppo,  dece-un 
juveniles  a peso  subnormal  de  etates  de  inter 
septe  annos  e medie  e dece-septe  annos  esseva 
tractate  durante  tres  a quatro  menses  con  acetato 
de  methenolona  in  administrationes  oral.  Le  re- 
sultatos  obtenite  con  tanto  le  un  como  etiam  le 
altere  pharmaco  esseva  bon  o excellente.  Nulle 
adverse  effectos  secundari  esseva  notate.  II  es 
possibile  que  in  un  del  casos  le  declaration  del 
menarche  esseva  retardate  per  le  uso  de  enan- 
thato de  methenolona,  sed  il  pare  que  le  phar- 
maco ha  nulle  effecto  super  un  menstruation  jam 
establite. 
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Fewer  bacterial  resistance  problems 
when  you  treat  infections 


PENBRITIN 

Brand  of  Ampicillin 

kills  bacteria... does  not  just  suppress  them! 


With  PENBRITIN  (ampicillin)  the 
emergence  of  resistant  strains  of  organ- 
isms is  slow  rather  than  rapid  as  with 
other  antibiotics.1-2  Tetracycline-resist- 
ant hemolytic  streptococci  and  pneumo- 
cocci have  been  reported3  6 — but  this  has 
not  been  a problem  with  PENBRITIN 
(ampicillin).  According  to  an  editorial 
in  Lancet,2  PENBRITIN  (ampicillin) 
could  be  particularly  valuable  in  killing 
coliforms  and  Proteus,  which  may  other- 
wise quickly  become  resistant  during 
treatment.  Recently,  several  Shigella 
strains,  resistant  to  tetracycline,  chlor- 
amphenicol, and  other  antibiotics,  were 
found  to  be  susceptible  to  ampicillin.7 

Dosage:  Adults  — 250  mg.  every  six  hours  in 
respiratory  infections;  500  mg.  every  six 
hours  in  urinary  and  gastrointestinal  infec- 
tions (higher  doses  may  be  needed  in  severe 
infections).  Children  — (under  13  years, 
whose  weight  will  not  result  in  a dosage 
higher  than  that  recommended  for  adults) 
100  mg./Kg./day  in  divided  doses  every  six 
or  eight  hours;  200  mg./Kg./day  in  divided 
doses  every  six  hours  for  severe  infections. 


Contraindications : (1)  Hypersensitivity  to 
penicillin.  (2)  Infections  by  penicillinase- 
producing  staphylococci  and  other  penicillin- 
ase-producing organisms.  Aerobacter  aero- 
genes,  Pseudomonas  pyocyanea,  and  Proteus 
morganii  are  resistant  to  PENBRITIN  (am- 
picillin). 

Side  Effects:  Mild  effects,  such  as  skin  rashes, 
diarrhea,  nausea  and  vomiting  have  occasion- 
ally appeared. 

Precautions : As  with  other  antibiotics,  pre- 
cautions should  be  taken  against  gastro- 
intestinal superinfection.  To  date,  safety  for 
use  in  pregnancy  has  not  been  established. 
Supplied:  No.  606  — Each  capsule  contains 
250  mg.  of  ampicillin.  Bottles  of  16  and  100. 
References : 1.  Rolinson,  G.  N.,  and  Stevens,  S.: 
Brit.  M.  J.  ii :191  (July  22)  1961.  2.  Editorial. 
Lancet  ii: 723  (Oct.  5)  1963.  3.  Parker,  M.  T.,  et 
al.:  Brit.  M.  J.  7:1550,  1962.  4.  Evans,  W,  and 
Hansman,  D.:  Lancet  7:451  (Feb.  23)  1963. 
5.  Richards,  J.  D.  M.,  and  Rycroft,  J.  A. : Lancet 
i: 553  (March  9)  1963.  6.  Schaedler,  R.  W.,  et  al.: 
New  England  J.  Med.  270: 127  (Jan.  16)  1964. 
7.  Howard,  P.,  and  Riley,  H.  D.,  Jr.:  Abstracts, 
Fourth  Interscience  Conference  on  Antimicro- 
bial Agents  and  Chemotherapy,  Oct.  26-28, 1964, 
New  York,  N.Y. 
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Star-spangled  savings  plan 

(How  it  can  help  you  to  a well-provided  future ) 


Most  of  us  think  about  the  future 
in  terms  of  our  families — paying  off 
the  mortgage,  educating  the  chil- 
dren, providing  a retirement  in- 
come. 

But  with  the  world  the  way  it  is 
today,  it’s  almost  impossible  to 
make  plans  for  your  own  future 
without  considering  the  future  of 
your  country,  too. 

When  you  buy  U.  S.  Savings 
Bonds,  your  money  takes  on  both 
jobs.  It  begins  to  grow,  surely  and 


steadily,  to  help  you  reach  your 
savings  goals  and  build  your  finan- 
cial strength. 

At  the  same  time,  Uncle  Sam  uses 
these  dollars  to  help  reach  our  na- 
tional goals  of  peace  and  security. 

Why  not  give  your  savings  dollars 
this  double  assignment?  You’ll  be 
joining  millions  of  American  fam- 
ilies who  are  investing  in  their 
country’s  future — and  you’ll  prob- 
ably find  that  you  feel  pretty  good 
about  the  whole  thing. 


Buy  U.S.  Savings  Bonds 


STAR-SPANGLED  SAVINGS  PLAN 
FOR  ALL  AMERICANS 


The  U.  S.  Government  does  not  pay  for  this  advertisement.  It  is  presented  as  a public 
service  in  cooperation  with  the  Treasury  Department  and  The  Advertising  Council. 
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good  reason  for  good  results  in 
respiratory  tract  infections— 
broad  antibacterial  range,  fast  action 


unique  properties  make  the  difference  in  difficult  or  routine  cases 


The  large  variety  of  bacterial  infections  peculiar 
to  the  respiratory  tract  with  their  often  acute 
episodes  requires  an  antibiotic  that  combines 
broad-spectrum  effectiveness  with  prompt,  depend- 
able serum  levels.  In  addition  to  these  benefits, 
Terramycin  Intramuscular  Solution  is  generally 
well  tolerated  at  the  injection  site.  All  three  advan- 
tages are  dramatically  illustrated  in  a study1  of  119 
children  severely  ill  with  a variety  of  bronchopul- 
monary infections.  In  this  study,  in  which  rapid, 
high  levels  were  needed  to  initiate  treatment,  re- 
sults were  recorded  as  good  in  107  and  fair  in  12. 
Terramycin  Intramuscular  Solution  was  used  initial- 
ly; oral  Terramycin  was  used  for  follow-up  therapy. 

Terramycin  Intramuscular  Solution  has  proved 
a valuable  component  of  total  antibiotic  therapy. 
Moreover,  only  Terramycin,  among  the  broad- 
spectrum  antibiotics,  is  available  as  a preconstituted 


solution  for  I.M.  use.  Always  ready  for  immediate 
injection,  it  requires  no  refrigeration  and  remains 
stable  for  at  least  two  years.  This  is  one  of  a wide 
range  of  practical  dosage  forms  for  virtually  every 
therapeutic  need  in  the  treatment  of  susceptible 
respiratory  tract  infections. 

No  other  single  broad-spectrum  antibiotic  has 
been  more  widely  employed  in  such  a great 
variety  of  infections— common  or  difficult— caused 
by  gram-positive  or  gram -negative  bacteria,  spiro- 
chetes, rickettsiae,  protozoa  and  large  viruses,  as 
well  as  bacteroids  and  Enterobius  vermicularis. 

Ahead  of  its  time  for  14  years,  Terramycin 
remains  a broadly  effective  and  dependable  anti- 
biotic with  a fine  record— confirmed  by  more  than 
6,000  published  papers.  Moreover,  the  incidence 
of  serious  adverse  effects  has  been  remarkably  low. 

1.  Nathan,  L.  A.:  Exhibit  presented  at  Mich.  Acad.  Gen.  Pract.,  Detroit,  Mich.,  Nov.  10-12, 1961. 


AMYCIN 

OXYTETRACYCLINE 


Contraindicated:  In  individuals  hypersensitive  to  oxytetra- 
cycline. 

Warning:  Reduce  usual  dosage  and  consider  antibiotic  serum 
level  determinations  in  patients  with  impaired  renal  function. 
Use  of  oxytetracycline  during  the  last  trimester  of  pregnancy, 
neonatal  period  and  early  childhood  may  cause  discoloration 
of  developing  teeth. 

Precautions:  Use  of  broad-spectrum  antibiotics  occasionally 
may  result  in  overgrowth  of  nonsusceptible  organisms.  Where 
such  infections  occur,  discontinue  oxytetracycline  and  institute 
specific  therapy. 

All  precautions  applicable  to  intramuscular  injection  should 
be  carefully  observed.  Intramuscular  solutions  should  be  in- 
jected well  within  the  body  of  a relatively  large  muscle,  such 
as  the  upper  outer  quadrant  of  the  buttock  or  the  lateral  thigh; 
do  not  inject  into  the  lower  or  middle  thirds  of  the  upper  arm. 


Care  should  always  be  taken  to  avoid  injecting  into  a blood 
vessel  or  major  nerve.  Subcutaneous  or  fat-layer  injection 
should  be  avoided. 

Adverse  Reactions:  Nausea,  diarrhea,  glossitis,  stomatitis,  proc- 
titis, vaginitis  and  dermatitis,  as  well  as  reactions  of  an  allergic 
nature,  may  occur  but  are  rare. 

Supply:*  Terramycin  Capsules:  oxytetracycline  HC1,  250  mg. 
and  125  mg.  Terramycin  Syrup:  calcium  oxytetracycline,  125 
mg.  per  5 cc.  Terramycin  Pediatric  Drops:  calcium  oxytetracy- 
cline, 100  mg.  per  cc.  Terramycin  (oxytetracycline)  Intramus- 
cular Solution:  available  as  ampules  containing  100  or  250  mg. 
oxytetracycline/2  cc.,  Isoject®  syringes  containing  100  or  250 
mg.  oxytetracycline/2  cc.  and  10  cc.  multiple  dose  vials  con- 
taining 50  mg.  oxytetracycline/cc. 

‘All  potencies  listed  are  in  terms  of  the  standard,  oxytetracycline. 
More  detailed  professional  information  available  on  request. 
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Consider  V-Cillin  K,  the  acid-stable 
penicillin  that  is  less  affected  by  gastric 
acids  than  is  oral  penicillin  G.  In  fact, 
comparative  data  show  that  V-Cillin 
K given  with  meals  produces  blood 
levels  twice  as  high  with  just  half  the 
dose.  Such  pharmacologic  character- 
istics provide  your  patients  consist- 
ently dependable  therapy.  In  addition, 
significant  economy  is  achieved,  since 
three  to  four  times  as  much  oral  peni- 
cillin G is  required  to  assure  equivalent 
antibacterial  activity.1 

1.  Griffith,  R.S.,  and  Black,  H.R.:  Current 
Ther.  Res.,  6:253,  1964. 


Indications:  V-Cillin  K is  an  antibiotic  useful 
in  the  treatment  of  streptococcus,  pneumococ- 
cus, and  gonococcus  infections  and  infections 
caused  by  sensitive  strains  of  staphylococci. 
Contraindications  and  Precautions:  Although 
sensitivity  reactions  are  much  less  common 
after  oral  than  after  parenteral  administration, 
V-Cillin  K should  not  be  administered  to  pa- 
tients with  a history  of  allergy  to  penicillin.  As 
with  any  antibiotic,  observation  for  overgrowth 
of  nonsusceptible  organisms  during  treatment 
is  important.  Usual  Dosage  Range:  125  mg. 
(200,000  units)  three  times  a day  to  250  mg. 
every  four  hours.  Supplied:  Tablets  V-Cillin  K, 
125  or  250  mg.,  and  V-Cillin  K,  Pediatric,  125 
mg.  per  5-cc.  teaspoonful,  in  40,  80,  and  150- 
cc.-size  packages. 


V-Cillin  K" 

Potassium  Phenoxym ethyl  Penicillin 

Additional  information  available  to  physicians  upon  request.  Eli  Lilly  and  Company , Indianapolis  6,  Indiana. 
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Editorials 


Skin  grafting 


In  a list  of  surgical  procedures  performed 
in  the  operating  room,  the  surgeon  commonly 
places  the  skin-grafting  procedure  last  on  the 
operative  schedule.  In  a well-ordered  oper- 
ating room  this  is  done  because  the  wound 
often  is  a contaminated  one,  and  in  good 
surgical  management  uncontaminated 
wounds  are  treated  before  infected  ones. 
More  often,  however,  the  priority  of  the  skin- 
grafting  procedure  is  low  because  the  sur- 
geon minimizes  the  importance  of  skin 
grafting.  To  one  who  is  able  to  transplant 
the  colon  to  the  thorax  in  substitution  for  the 
continuity  of  the  esophagus,  or  to  one  who  is 
able  to  carry  out  the  intricate  steps  of  pan- 
creatic resection  and  other  highly  technical 
operations,  a skin-grafting  procedure  does 
appear  to  be  a minor  one.  Still,  it  is  a 
truism  that  success  in  skin  grafting  is 
directly  related  to  the  importance  the 
surgeon  attaches  to  the  procedure.  The 
plastic  surgeon  does  not  belittle  its  im- 
portance and,  in  fact,  approaches  each 
problem  in  skin  grafting  with  precision  of 
detail  in  operative  technic  that  is  similar 
to  that  exercised  by  the  lapidary.  Such 
emphasis  results  in  the  complete  success  of 
skin  grafting  in  nearly  100  per  cent  of  cases. 

In  a report  on  the  application  of  skin 
grafts  to  war  wounds  based  on  experience 
in  New  Guinea  and  the  Philippine  Islands 
during  World  War  II,  I listed  success  in  97 
per  cent  of  cases,  even  though  there  was  wide 
variation  in  the  bacterial  floras  of  the  grafted 
wounds.  Cultures  from  wound  surfaces 
yielded  a variety  of  organisms,  including 
streptococci,  colon  bacilli,  and  the  clostridia. 
These  good  results  were  obtained  by  the 
use  of  frequent  reapplications  of  wet  dress- 
ings postoperatively.  This  brings  this  dis- 
cussion to  a definition  of  the  types  of  grafts 
and  the  classification  of  the  wounds  to  which 
they  are  applied. 

Contaminated  wounds  are  handled  by 
effective  debridement.  Up  to  twelve  hours 


after  injury,  skin  grafts  may  be  applied 
without  particular  concern  as  to  their 
success.  The  graft  may  be  wrapped  up 
completely,  as  in  the  management  of  a 
clean  wound,  if  it  has  been  applied  in  less 
than  twelve  hours  after  injury.  If  the  time 
interval  is  more  than  that,  the  postoperative 
care  should  be  carried  out  as  for  an  in- 
fected wound,  that  is,  by  the  frequent  appli- 
cation of  wet  dressings. 

Infected  wounds  are  best  treated  by  thick- 
split  skin  grafts,  which  can  be  held  in  at- 
tachment to  the  wound  by  a thin  layer  of 
gauze  anchored  to  the  skin  adjacent  to  the 
wound  by  painting  it  with  collodion  (Figs. 
1 and  2).  This  allows  for  the  application 
of  wet  dressings  at  hourly  intervals,  without 
disturbance  of  the  margins  of  the  graft  or 
grafts.  Frequent  reapplication  of  warm 
saline  dressings  promotes  the  early  develop- 
ment of  circulation  in  the  skin  graft.  The 
clean  wound,  such  as  that  which  might  be 
present  on  the  thoracic  wall  following  radical 
excision  of  tumor,  can  also  be  closed  by  the 
same  type  of  graft  (thick-split  skin  graft). 

FIGURE1.  Upper  extrem- 
ity suspended  by  adhe- 
sive traction  to  facilitate 
application  of  wet  dress- 
ings to  skin  graft  over  ex- 
tensor surface  of  upper 
arm  and  lower  forearm. 
Gauze  layer  anchored  by 
collodion  prevents  eleva- 
tion of  margins  of  graft 
during  change  of  dress- 
ings. 
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FIGURE  2.  Skeletal  traction  for  suspension  of  a 
lower  extremity  to  facilitate  frequent  reapplication 
of  wet  dressings  to  thick-split  skin  graft  applied  to 
leg.  Wrap-around  wet  dressings  are  easily  applied. 


The  graft  is  secured  to  the  margins  of  the 
wound  by  sutures,  the  long  tails  of  which 
are  tied  securely  over  a bolus  of  cotton  waste. 
This  tie-over  technic  is  widely  used  for  the 
immobilization  of  skin  grafts  after  their  ap- 
plication to  clean  surgical  wounds.  A layer 
of  Xeroform  gauze  (5  per  cent  bismuth  tri- 


bromphenate)  should  be  applied  directly 
to  the  graft,  with  the  bolus  of  cotton  waste 
on  top  of  it  (Fig.  3).  This  ointment  is  bac- 
tericidal and  mildly  astringent.  Its  use  is  re- 
warded by  the  appearance  of  a very  healthy  - 
looking  skin  graft  at  the  time  of  the  first 
postoperative  dressing,  five  or  six  days  after 
surgery. 

When  one  is  treating  the  defects  of  clean 
wounds  on  the  face,  the  whole-thickness 
graft  should  be  used.  This  graft  is  more 
tedious  to  execute  than  is  the  thick-split 
graft,  because  it  must  be  cut  accurately  ac- 
cording to  a surface  pattern  and  must  be 
dissected  carefully  from  the  subcutaneous 
fat  exactly  at  the  junction  of  dermis  with 
subcutaneous  tissue. 

A word  should  be  said  about  the  manage- 
ment of  donor  sites.  Anything  other  than 
primary  healing  of  a donor  site  represents  a 
significant  complication.  Infection  can  add 
to  the  period  of  the  patient’s  morbidity. 
In  the  management  of  large  infected  wounds 
due  to  burns,  the  subsequent  development 
of  infection  in  donor  sites  can  be  of  sufficient 


FIGURE  3.  Technic  of  immobilization  of  thick-split  graft  when  applied  to  clean  wound.  (A)  Application  of 
skin  graft  to  neck  after  excision  of  burn  scar.  A few  sutures  are  placed  in  middle  of  graft  to  angulate  it  into 
submandibular  area.  Thick-split  graft  is  sewed  down  with  sutures,  preferably,  3-0  black  silk,  the  tails  of 
which  are  drawn  off  to  the  side.  These  sutures  are  alternated  with  finer  marginal  stitches  of  5-0  black  silk, 
the  tails  of  which  are  cut  off.  A layer  of  Xeroform  gauze  is  applied  to  graft  and  on  top  of  this,  a single  layer 
of  plain  gauze.  (B)  Large  bolus  of  cotton  waste  is  then  compressed  over  graft,  using  tails  of  marginal 
sutures  to  effect  compression  of  cotton  waste. 
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significance  to  bring  about  the  death  of  a 
patient  who  might  have  survived  but  for  the 
unwelcome  complication. 

The  literature  is  replete  with  suggestions 
as  to  the  best  type  of  dressing  for  donor 
sites.  An  important  point  is  that  the 
surgeon  should  take  the  graft  before  open- 
ing up  the  dressing  covering  the  infected 
wounds.  He  may  arm  himself  with  informa- 
tion as  to  the  exact  amount  of  skin  that  will 
be  required  by  cutting  a pattern  of  the 
wound  the  night  before  the  operation,  this 
pattern  to  be  sterilized  before  the  grafts  are 
cut.  Having  draped  an  area  aseptically  for 
the  procurement  of  the  grafts,  he  then  ap- 
plies them  to  the  pattern  until  covered 
completely.  The  donor  site  is  then  dressed 
with  Xeroform  gauze  (3  or  4 thicknesses). 
Outer  dressings  are  applied  and  secured 
with  an  effective  adherent  material  such 
as  elastoplast.  Only  then — and  not  until 
then — are  the  dressings  removed  from  the 
granulating,  infected  wound. 

This  separation  of  the  procedure  into  a 
clean  and  a contaminated  phase  is  the 
cardinal  principle  for  protection  against 
the  infection  of  donor  sites.  The  further 
care  of  a donor  site  depends  on  its  protec- 
tion from  contamination  by  urine,  feces, 
saliva,  and  vomitus.  It  is  not  disturbed 
until  fourteen  days  after  the  cutting  of  the 
grafts.  If  the  lowermost  layer  of  Xeroform 
gauze  is  adherent  to  the  skin,  it  should  be 
left  in  position  but  covered  with  a thick 
layer  of  any  suitable  ointment.  Such  treat- 
ment allows  for  the  easy  removal  of  this  ad- 
herent gauze  twelve  to  twenty-four  hours 
later,  without  the  disturbance  of  the  fragile 
new  epithelial  covering. 


One  more  word  may  be  said  about  donor 
sites:  It  is  a mistake  for  a surgeon  to  apply 
sterile  drapes  to  a thigh  in  such  a way  that 
only  a limited  area  of  the  cutaneous  area  is 
exposed.  A plastic  surgeon  cannot  fail  to 
procure  a graft;  therefore  he  insists  on 
circular  draping  of  the  thigh,  with  sterile 
towels  applied  in  circumferential  fashion 
below  the  patella  and  high  up  at  the  in- 
guinal ligament  and  at  the  gluteal  fold. 
This  permits  the  rotation  of  the  leg  so  that 
three  or  four  large  grafts  can  be  procured 
if  necessary.  It  matters  not  which  of  the 
many  available  instruments  are  used  to 
procure  the  skin  graft  or  whether  it  is  cut 
by  free  hand. 

In  summary:  Surgeons  are  encouraged  not 
to  minimize  the  importance  of  skin  grafting; 
to  assay  the  wound  as  to  whether  it  is  clean 
or  contaminated;  to  treat  the  clean  wounds 
by  use  of  thick-split  or  whole-thickness 
grafts,  depending  on  their  cosmetic  need; 
to  secure  such  grafts  by  a tie-over  bolus 
dressing;  to  treat  infected  wounds  by  the 
open,  wet-dressing  technic,  as  described; 
to  pay  due  attention  to  the  grafting  of  in- 
fected wounds  by  the  division  of  the  pro- 
cedure into  two  phases  (the  aseptic  phase, 
which  is  the  cutting  of  the  graft,  and  the 
contaminated  phase,  which  is  the  appli- 
cation of  grafts  to  the  wound);  and  to 
give  thorough  attention  to  the  care  of  the 
donor  site  and  to  the  steps  outlined  above. 
Attention  to  these  points  of  emphasis  will  be 
rewarded  by  success  in  a very  high  per- 
centage of  the  cases  in  which  the  universally 
necessary  skin-grafting  procedure  is  re- 
quired. 

H.  C. 
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Certain  Other  Aspects 
of  Juvenile  Diabetes 

WINIFRED  C.  LOUGHLIN,  M.D. 

New  York  City 

Attending  Physician,  New  York  Infirmary; 

Attending  in  Charge,  Diabetes  Clinic,  New  York 
Infirmary;  and  Associate  Professor  of  Clinical 
Medicine,  New  York  University  School  of  Medicine 

Certain  aspects  of  juvenile  diabetes  usu- 
ally not  touched  on  in  the  textbooks  are  well 
known  to  the  practitioner  who  manages 
diabetes  in  the  very  young.  “Other”  in 
this  title  can  be  taken  to  mean  other  than  or 
in  addition  to  the  glycosuria,  ketonuria,  blood 
sugar  levels  and  consideration  of  diet,  insulin 
dosage  and  insulin  reactions,  height  and 
weight,  or  those  aspects  of  juvenile  diabetes 
studied  at  every  visit  to  the  clinic  or  physi- 
cian and  thought  of  daily  by  the  parent. 

The  discussion  to  follow  may  be  best 
illustrated  by  the  case  presented. 

A twenty-two-month-old  child  admitted  to 
the  hospital  with  cellulitis  of  the  leg  was  found 
to  have  diabetic  ketoacidosis.  All  the  forces  of 
treatment  were  mobilized  to  save  the  child  and 
he  was  sent  home  later  with  apparent  well- 
being. Following  this  child  from  onset  to 
maturity  will  be  a journey  peppered  by  events 
infrequently  mentioned  in  the  medical  literature. 

A recent  rereading  of  a report  written 
almost  twenty  years  ago  about  the  personal- 
ities of  diabetic  children1  presented  the  idea 
of  re-evaluating  the  subject  after  the  en- 
lightenment of  two  decades  of  increased  ex- 
perience. 

Presented  at  a joint  meeting  of  the  Departments  of  Medi- 
cine and  Pediatrics,  New  York  Infirmary,  November  11,  1963. 


aspects  of  juvenile  diabetes  not  always 
considered  include:  initial  impact  on  parents; 
genetic  shock  to  parents  and  child;  sibling 
rivalry;  need  for  special  schedule  in  school; 
diabetes  camps;  assumption  of  self-care  at  an 
early  age;  special  problems  of  adolescence; 
need  for  early  and  careful  career  planning; 
marriage  problems;  decreased  life  expectancy  ; 
and  cardiovascular-renal  problems.  The  per- 
sonality of  the  juvenile  diabetic  patient  may 
be  affected  by  these  factors. 


Initial  impact 

Whether  the  child’s  initial  symptom  is 
coma,  ketoacidosis,  or  otherwise,  the  parents 
and  the  physician  are  immediately  con- 
fronted with  matters  of  survival.  Medical 
virtuosity  almost  always  wins  out  nowadays. 
The  postketotic  phase  brings  the  initial 
shock  to  the  parents:  that  this  is  a per- 

manent disease.  Ninety-nine  out  of  100 
mothers  do  not  meet  this  with  equanimity; 
25  per  cent  of  fathers  do. 

The  genetic  shock 

Soon  even  the  least  informed  set  of  parents 
learns  of  the  genetic  nature  of  diabetes. 
Extreme  guilt  feelings  set  in,  and  too  often 
the  classical  triad  of  guilt-rejection-overpro- 
tection ensues.  Oversolicitude,  especially 
from  the  mother,  may  become  the  stage - 
center  mood  for  the  rest  of  the  child’s  life. 

If  there  is  no  family  history  of  the  disease, 
often  one  parent  blames  the  other  as  the 
carrier,  especially  during  the  wearying  epi- 
sodes when  the  child  is  acutely  ill  or  the 
enormity  of  the  burden  catches  the  parent 
off  guard  in  an  irritable  or  tired  moment. 
If  there  is  a maternal  family  history,  the 
mother  sometimes  hears  about  this  endlessly 
from  her  husband;  and  vice  versa.  If  a 
close  relative  of  the  parent  who  is  supposedly 
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without  such  a family  history  subsequently 
develops  diabetes,  that  parent  experiences 
shame  over  his  previous  silent  or  voiced 
blame  of  the  other.  A counterreaction  of 
bitterness  follows. 

The  child  also  learns  of  the  genetic  aspect 
and  may  become,  consciously  or  uncon- 
sciously, enraged  at  the  parent  or  parents 
for  “giving”  him  this  disease.  This  may 
lead  to  disobedience  and  disrespect.  In  a 
disorder  where  parental  guidance  is  so  im- 
portant, this  results  in  loss  of  diabetic  con- 
trol. 

Sibling  rivalry 

When  the  genetic  shock  to  the  child  is 
past,  resentment  against  well  siblings  sets 
in.  “Why  me  and  not  my  brother  (or 
sister)?”  is  voiced  or  unvoiced.  A seven- 
year-old  recently  said,  pointing  to  her  three- 
year-old  brother,  “When  he  gets  it,  I’ll  help 
him”!  What  deep  feelings  are  imbedded  in 
that  seemingly  “cute”  statement. 

During  childhood  all  the  maternal  care 
and  household  events  may  be  directed 
toward  and  built  around  the  one  diabetic 
child.  The  other  children  may  be  neglected 
emotionally  and  materially,  resulting  in 
adolescent  and  even  adult  troubles  later. 
This  is  an  unstudied  aspect  of  juvenile 
diabetes,  especially  by  the  practicing  physi- 
cian and  certainly  within  the  medical  litera- 
ture. 

Schooling 

The  modern  diabetic  child  attends  no 
special  school  but  becomes  a “special” 
student.  He  is  permitted  a 10:00  a.m. 
snack  when  others  are  not.  At  first  he  likes 
this,  but  later,  usually  around  age  eight,  he 
becomes  ashamed  of  it  and  surreptitiously 
omits  it  or  throws  it  away.  The  omission 
may  result  in  a late  morning  hypoglycemic 
state  causing  more  shame  and  sense  of  dif- 
ference. 

With  periodic  heavy  glycosuria,  inevitable 
in  the  juvenile,  there  is  polyuria  and  frequent 
requests  to  “leave  the  room.”  This  causes 
embarrassment  too.  In  very  young  and 
very  sensitive  children  bladder  signals  are 
ignored  and  wetting  is  a further  embarrass- 
ment. 

In  the  upper  grades  and  in  high  school 
schedules  are  necessary  because  of  the  com- 


plexity of  subjects.  The  diabetic  child 
must  have  a special  schedule.  For  example, 
he  must  explain  that  gymnastics  or  other 
physical  activity  is  best  after  lunch,  not 
before.  Otherwise  he  will  find  himself,  as 
have  so  many  others,  failing  in  a subject 
scheduled  in  late  morning,  after  a 10:00  to 
11:00  a.m.  gym  class,  because  of  unrecog- 
nized hypoglycemia. 

Teachers  and  physical  education  personnel 
are  still  largely  unenlightened  about  the 
diabetic  student’s  problems.  Unrecognized 
hypoglycemia  and  polyuria  may  be  inter- 
preted by  the  classroom  teacher  as  behavior 
problems.  The  physical  instructor  may 
forbid  very  ordinary  routines  and  reject 
applications  for  positions  on  teams.  One 
sixteen-year-old,  ideally  suited  as  to  phy- 
sique, endurance,  and  drive  for  long-distance 
running,  was  forbidden  a place  in  an  inter- 
scholastic crosscountry  meet  until  the  boy’s 
physician  intervened  personally.  Another 
boy  of  the  same  age  had  been  a regional  in- 
terscholastic swimming  champion,  then 
slumped  in  his  performance,  weight,  and 
endurance  just  before  the  diagnosis  of 
diabetes  was  made.  By  the  time  his  condi- 
tion was  stabilized,  a coveted  captaincy  had 
passed  him  by  and  even  a place  on  that 
year’s  team.  An  apparently  minor  tragedy 
like  this  may  have  far-reaching  adult  con- 
sequences. This  young  person  became  de- 
pressed over  his  rejection  by  the  coach, 
slumped  in  his  studies,  failed  every  subject, 
and  consequently  was  unable  to  gain  admis- 
sion to  college.  College  material,  he  is 
studying  drafting  instead. 

Even  the  most  affluent  family  must  deny 
their  diabetic  child  a boarding  school  experi- 
ence. The  obvious  reasons  are:  the  im- 

maturity present  in  any  child  which  would 
make  the  decisions  about  diet,  insulin,  and 
testing  too  difficult  to  be  arrived  at  alone; 
the  unsuitability  of  the  high-carbohydrate, 
low-cost  type  of  diet  usual  in  even  the  best  of 
schools;  and  the  lack  of  medical  care  avail- 
able in  schools  geared  to  the  healthy  child. 
Indeed,  an  informed  headmaster  would  re- 
ject such  a child’s  application  for  admission. 
The  possibility  of  death  and  law  suits  would 
frighten  him  away  from  such  a student. 

Going  away  from  home  to  college  is  an 
entirely  different  matter.  If  the  family  in- 
come permits  such  a venture,  it  should  be 
encouraged  if  there  is  enough  maturity  to 
handle  self  and  the  diabetes.  This  is  a good 


632  New  York  State  Journal  of  Medicine  / March  1,  1965 


time  to  unchain  the  diabetic  person  from  his 
family,  especially  the  mother. 

Camping 

Camping  for  diabetic  children  has  been 
an  accepted  adjuvant  in  therapy  for  the  past 
thirty  years  on  this  continent  and  has  lately 
spread  to  Europe.2  Its  value  far  outstrips 
its  drawbacks.  It  gives  the  diabetic  child 
the  opportunity  to  enjoy  sports,  nature,  and 
competition  in  a protected  environment. 
Very  few  other  camps,  institutional  or 
private,  will  take  a diabetic  child;  some 
authorities  believe  they  should  not.  The 
diabetes  camp  may  give  the  child  the  very 
first  chance  to  be  away  from  home  at  the 
same  time  that  it  gives  his  mother  a rest 
from  the  responsibility  of  year-long  care. 
There  he  may  learn  self-reliance  from  the 
personnel  and  from  others  who  have  already 
mastered  self-care. 

The  bad  aspects  are  minor  and  are  recog- 
nized by  those  who  have  made  a study  of 
diabetes  camps.  The  obedient,  naive  dia- 
betic child  may  come  in  contact  for  the  first 
time  with  the  child  who  has  begun  to  rebel. 
Like  all  rule  breakers,  the  latter  will  sell  his 
ideas  to  others,  and  the  hitherto  good  child 
will  often  note  that  the  other  child  is  in  just 
as  good  health  as  he  is.  This  may  lead  to 
an  altered  behavior  on  his  return  home. 

Another  disadvantage  can  be  seen  in  the 
coeducational  camp.  However,  the  ter- 
mination of  camping  at  age  sixteen  mitigates 
against  any  serious,  permanent  pairing  off  of 
two  diabetic  persons;  moreover,  the  person 
with  diabetes  is  more  heredity-conscious 
than  is  the  general  youth  population. 

Assumption  of  self-care 

Urine  testing  should  involve  the  child  as 
young  as  three  or  four;  it  can  be  a game. 
Full  responsibility  for  testing  and  reporting 
should  be  assumed  by  age  nine.  This  dis- 
involves  the  rest  of  the  family,  eases  the 
tensions  built  up  around  the  excretory  func- 
tion, and  gives  the  diabetic  child  back  his 
sense  of  privacy. 

Self-injection  should  be  started  at  age 
nine,  even  if  it  is  at  first  only  on  Saturdays 
and  Sundays,  with  the  parent  supervising. 
Complete  technic  should  be  mastered  by  age 
twelve.  However,  a fully  grown  fifteen-  or 
sixteen-year-old  is  too  often  found  baring  an 


arm  or  leg  for  mother  to  inject  or  leaving  a 
urine  specimen  bottle  for  her  to  process. 

Adolescence 

If  the  character  for  self-government,  that 
is  control  of  impulses,  is  not  formed  by 
adolescence,  the  diabetic  patient  faces  a 
stormy  future.  “Cheating”  leads  to  lying 
to  appease  adults,  parent  and  physician,  and 
even  self.  The  deformation  of  character 
from  lying  leads  further  on  to  not  caring. 
This,  in  addition  to  the  spurt  in  appetite 
due  to  growth  requirements,  increases  in  in- 
sulin dosage,  and  periodically  uncontrolled 
heavy  glycosuria  due  both  to  lag  in  incre- 
ments of  insulin  and  to  food  binges,  leads  on 
to  a vicious  circle  of  not  feeling  well  and 
further  not  caring.  A slump  in  studies  and 
sports  results;  then  a loss  of  contact  with 
peers,  the  healthy  youngsters.  Dropping 
out  of  school  too  early  may  result.  No 
career  planning  leads  to  a drift  into  the 
labor  market  and  a first  encounter  with 
rejection.  Or  there  follows  frequent  loss  of 
jobs  due  to  inefficiency  or  absences  because 
of  diabetic  symptoms. 

The  adolescent  herd  is  stampeded  toward 
the  soda  fountain,  the  pizza  counter,  and  the 
frankfurter  stand.  If  the  juvenile  diabetic 
person  resists  these,  he  is  outside  the 
“crowd.”  If  he  joins,  he  often  consumes 
thousands  of  calories  besides  his  prescribed 
diet  at  home.3  At  conservative  estimate, 
about  50  per  cent  join  the  herd. 

Other  mores  of  our  times  are  also  difficult 
beachheads  for  adolescent  diabetic  patients. 
House  parties  may  be  attended  with  food 
brought  along,  such  as  no -calorie  drinks  and 
reserves  omitted  from  supper.  Most  find 
this  a social  gaff  and  partake  in  the  general 
splurge  of  concentrated  carbohydrates. 
Overnight  stays  with  friends  can  be  allowed 
with  injection  and  testing  equipment  along; 
any  amount  of  argument  by  the  young  dia- 
betic person  should  not  gainsay  this.  Beach 
parties  may  embarrass  the  diabetic  boy  be- 
cause of  hypodermic  marks,  the  girl  because 
of  lipo-atrophies.  A diabetic  tag  around 
the  neck  should  be  replaced  at  this  age  by  a 
wristlet  for  the  boy,  an  anklet  for  the  girl, 
and  a card  in  the  wallet  of  both. 

“Dating”  at  or  before  puberty,  now  usual, 
engulfs  the  diabetic  person  as  it  does  others. 
Questions  arising  therefrom  are  many. 
“To  tell  or  not  to  tell”  may  be  resolved  by 


March  1,  1965  / New  York  State  Journal  of  Medicine  633 


the  sudden  onset  of  unexplainable  alteration 
in  behavior  after  vigorous  dancing,  tennis 
playing,  or  delayed  supper.  One  boy  at  a 
beach  date  resolutely  chose  to  fight  rather 
than  explain  his  needle  marks  when  another 
boy  asked  him  if  he  were  a drug  addict.  To 
tell  others  may  be  agonizing  to  some:  Their 

rejection  of  a distorted  body  image  cannot 
permit  them.  Others  find  it  easy.  There 
is  no  rule  to  lay  down  on  this  matter:  Each 

must  decide  for  himself.  Later  when 
“steady  dating”  may  be  leading  to  an  en- 
gagement there  can  be  no  concealment  even 
if  revealing  leads  to  a break,  as  it  often  does. 

Adolescent  behavior  would  seem  schizo- 
phrenic in  an  older  person.  Adolescent 
diabetic  behavior  often  seems  more  bizarre. 
They  know  that  broken  routines  and  rules 
cause  severe  symptoms  and  often  expensive 
hospitalizations,  yet  they  commit  infrac- 
tions. They  know  the  parent  and  physician 
are  not  their  enemies,  but  they  often  act  as 
though  they  were.  Any  chronic  illness  is  a 
powerful  weapon  in  the  hands  of  a child  or 
adolescent,  but  diabetes  is  a fearsome  one. 

Career  planning 

The  young  person  with  diabetes  must  be 
saddled  earlier  than  others  with  thoughts  of 
a career  and  deliberate  plans.  Shock  and 
depression  may  come  to  a boy  when  he 
realizes  he  cannot  entertain  the  usual  boy- 
hood dreams  of  being  a fireman,  policeman, 
soldier  or  sailor,  pilot,  or  other  conveyor  of 
passengers.  A little  girl  learns  she  can’t  be 
an  airline  stewardess,  a teacher  where  there 
is  a tenure  and  strict  physical  requirements, 
a nurse  according  to  many  nursing  school 
standards. 

A vocational  high  school  course  must  be 
pursued  in  the  business  department,  not  in 
the  machine  shop.  Academic  high  school 
training  can  lead  to  college  and  the  profes- 
sions or  to  a sedentary  business  career.  But 
all  these  must  be  faced  at  twelve  or  fourteen, 
not  later  as  is  possible  with  nondiabetic 
persons  who  may  drift  into  an  easy  labor 
market. 

A thirty -year-old  diabetic  person  is  found 
doing  unskilled  construction  labor  on  high- 
rise  buildings;  another  operating  a bulldozer 
at  a high  salary,  is  afraid  to  tell  his  employer 
of  his  retinopathy;  and  another  is  working 
alternating  shifts  as  a high-salaried  elec- 
trician. All  of  these  men  have  family 


responsibilities  and  good  incomes  from  oc- 
cupations that  are  unsuitable  because  of  the 
risks  of  insulin  dependence  or  complications; 
and  they  are  afraid  to  change.  There  was 
no  early  planning  in  these  cases. 

Marriage 

Eventually  the  young  diabetic  patient 
finds  someone  who  subordinates  the  illness 
to  other  considerations.  There  must  be  no 
subterfuge  or  concealment  when  marriage  is 
imminent.  The  fiance  should  be  informed 
about  the  costs  of  diabetic  care  and  the 
possibilities  of  an  increased  fetal  loss  rate, 
cesarean  sections,  and  limitation  in  family. 
The  fiancee  is  entitled  to  know  that  there  may 
be  little  or  no  life  insurance  because  premiums 
are  still  prohibitive;  that  she  must  follow  a 
sometimes  wearying  meal  routine.  Both 
must  know  that  they  can’t  live  on  the  rela- 
tively cheap,  starchy  menus  so  usual  in  the 
early  years  of  most  marriages.  Sometimes 
the  prospective  partner  backs  away  from 
these  burdens.  Too  often  prospective  in- 
laws succeed  in  dissolving  the  attachment: 
Few  parents  want  their  child  to  marry  a 
diabetic  person. 

Life  expectancy  and  complications 

So  often  one  reads  and  hears  that  the 
expectation  of  life  for  a diabetic  person  with 
onset  at  age  ten  is  forty-four  years.  How 
this  statement  was  arrived  at  is  puzzling  for 
up  until  three  years  ago  a diabetic  person 
with  onset  under  age  fifteen  was  uninsurable. 
Since  actuarians’  figures  are  notoriously 
more  accurate  than  civil  death  certificates, 
this  statement  is  more  cheering  than  true. 
Surely,  it  is  a rare  fifty-year-old  now  alive 
who  was  ten  years  old  when  he  received  the 
first  available  insulin  forty  years  ago. 4 

One  also  reads  and  hears  another  extreme 
statement:  that  after  fifteen  to  twenty 

years  of  diabetes,  complications  are  inevi- 
table, notably  retinopathy  and  nephropathy. 
Neither  assertion  about  longevity  or  the 
complications  is  entirely  true  nor  entirely 
false;  actuality  lies  somewhere  in  between. 
But  the  specter  is  there. 

It  is  surprising  that  few  young  diabetic 
people  raise  such  questions  even  when  they 
are  well  informed.  Perhaps  they  don’t  care 
to  discuss  a subject  that  might  make  life  not 
worth  living.  However,  the  physician  wor- 
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ries,  wondering  whether  the  patient  or  some- 
one close  to  him  should  be  told.  And  if  to 
tell,  whom  and  when?  The  situation  is  the 
final  irony  in  the  care  of  the  juvenile  diabetic 
person:  years  of  difficult  management  to 

arrive  at  adulthood,  only  to  await  cardio- 
vascular-renal deterioration. 

35  East  35th  Street, 
New  York  City  10016 


Drug  firm  on  measles  immunization 

Gamma  globulin,  recommended  initially  for 
concomitant  use  with  Enders-type  measles  vac- 
cine to  reduce  the  incidence  of  possible  systemic 
reactions,  such  as  fever  and  rash,  is  no  longer  re- 
quired for  the  routine  administration  with  the 
vaccine,  the  pharmaceutical  firm  of  Merck 
Sharp  & Dohme  has  announced. 

The  firm  pointed  out,  however,  that  gamma 
globulin  may  be  used  at  the  discretion  of  the 
attending  physician  in  cases  where  the  added 
precaution  of  gamma  globulin  is  desirable. 

On  a world-wide  basis  more  than  6,000,000 
children  have  now  been  vaccinated  with  the 
company’s  live-attenuated  vaccine,  of  which 
more  than  1,000,000  received  the  vaccine  with- 
out gamma  globulin. 

A recently  reported  study  indicates  the  inci- 
dence and  severity  of  reactions  to  measles  vac- 
cine as  observed  by  parents  are  comparable  to 
those  encountered  following  inoculation  with 
trivalent  DPT  vaccine. 

The  company  said  that  in  view  of  the  high  de- 
gree of  safety  and  efficacy  of  seroconversion 
demonstrated  during  experience  with  the  vac- 
cine in  private  practice  and  in  mass  application 
in  underdeveloped  countries,  gamma  globulin 
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could,  generally,  be  dropped  from  the  vaccina- 
tion procedure.  Also,  information  about  this 
recommendation,  approved  by  the  National 
Institutes  of  Health,  has  been  sent  to  all  physi- 
cians. 

Originally,  clinical  investigators  had  recom- 
mended immune  serum  globulin  to  modify  the 
severity  of  reactions  and,  generally,  as  added 
protection  in  the  conservative  management  of 
the  new  vaccine. 

Many  physicians  felt  that  gamma  globulin 
was  not  needed  and  advised  the  company  of  the 
low  systemic  reaction  rate  they  had  encountered 
when  measles  vaccine  was  administered  without 
gamma  globulin.  These  physicians  reported 
that  aspirin  was  used  for  the  treatment  of  fever 
if  it  occurred. 

Clinical  experience  with  the  product  indicates 
that  the  live  vaccine  can  be  stored  at  50  F.  with- 
out loss  of  titer  potency.  However,  measles 
vaccine  will  still  be  delivered  to  pharmacists 
packed  in  dry  ice  to  insure  maximum  potency 
upon  delivery.  While  the  vaccine  can  be  de- 
livered at  temperatures  up  to  70  F.,  the  impact 
of  temperature  upon  titer  loss  is  cumulative,  and 
the  extra  insurance  of  the  dry  ice  at  delivery  re- 
duces the  possibility  of  cumulative  titer  loss  in 
the  event  of  delays  in  delivery  or  subsequent  ex- 
posure to  high  temperatures  of  up  to  70  F. 
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Major  Burns,  one  of  the  most  common 
catastrophes,  can  cause  extreme  pain, 
lengthy  and  costly  hospitalizations,  and 
severe  deformities  if  survival  is  achieved. 
Appropriate  early  decisions  will  influence 
favorably  both  the  mortality  rate  and  the 
morbidity. 

General  measures 

When  a patient  with  a large  burn  arrives 
in  the  treatment  area,  several  things  must  be 
done  immediately.  The  depth  and  area 
are  quickly  estimated  and  recorded  and  the 
modality  of  burning  learned.  The  patient 
is  placed  supine  between  sterile  sheets.  All 
personnel  are  masked  and  gowned,  and 
those  who  must  touch  the  patient  are  also 
gloved.  Patency  of  the  airway  is  assured 
and  nasal  oxygen  supplied  by  nask  or 
catheter.  Only  occasionally  will  immediate 

Presented  at  the  158th  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Section  on 
Surgery,  February  11,  1964. 
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FIGURE  1.  Deep  burn  of  face  necessitates  early 
tracheostomy.  Decision  in  this  patient  type 
straightforward.  Patient  with  lesser  burns  may 
pose  difficult  therapy  decision. 


tracheostomy  be  indicated.  A large-bore 
intravenous  inflow  tract  is  established,  blood 
for  tests  obtained,  and  albumin  or  saline 
infusion  begun.  An  indwelling  urinary 
bladder  catheter  must  be  inserted,  attached 
to  sterile  drainage,  and  monitored  every 
fifteen  minutes.  Restlessness  secondary  to 
anoxia  must  not  be  misinterpreted  as  pain. 
However,  if  significant  second  degree  burn 
is  present,  producing  pain,  small  amounts  of 
morphine  may  be  administered  intrave- 
nously. 

Once  this  acute  situation  is  stable,  further 
history  can  be  taken  and  further  physical 
examination  made.  Congestive  heart  fail- 
ure should  be  anticipated  or  may  need  treat- 
ment quickly;  it  may  be  difficult  to  dif- 
ferentiate from  the  effects  of  smoke  inhala- 
tion. 

The  oral  ingestion  of  fluids  should  not  be 
counted  on  for  therapy.  Gastric  dilatation 
or  an  ileus  should  always  be  anticipated  in 
burns  greater  than  15  per  cent,  and  proper 
therapy  should  be  begun  prophylactically 
with  a nasogastric  tube  and  intermittent 
suction.  Furthermore,  the  possibility  of 
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stress  ulceration  indicates  an  antiulcer  regi- 
men beginning  within  the  first  forty-eight 
hours. 

Continual  airway  re-evaluation  is  needed 
(Fig.  1).  If  there  is  a significant  amount  of 
full-thickness  facial  and  cervical  burn,  or  if 
there  is  a 50  per  cent  total  body  burn,  with 
its  great  likelihood  of  smoke  intoxication, 
tracheostomy  is  electively  decided  on  and 
done  within  the  first  hours  in  an  orderly 
fashion.  The  tracheostomy  decreases  the 
dead  space  and  facilitates  endotracheal  suc- 
tion. Proper  handling  of  secretions  is  essen- 
tial for  successful  therapy.  The  “wet”  lung 
must  be  treated  with  adrenal  steroids  be- 
cause of  their  anti-inflammatory  properties 
and  with  antibiotics 

Each  hospital  must  have  its  own  special 
burn  chart  with  which  all  staff  members  are 
familiar.  A simple  and  clear  chart  of  a 
“running”  nature  is  needed  for  minute-to- 
minute  evaluation  of  the  essential  data. 
Prominent  in  this  chart  should  be  the  dia- 
gram of  both  burned  and  unburned  areas. 

Use  of  resuscitative  fluids 

Decisions  guiding  the  use  of  the  resuscita- 
tive fluids  are  based  on  the  area  and  depth 
of  the  burn;  the  age,  weight,  and  previous 
health  of  the  patient;  and  the  monitoring  of 
vital  signs,  including  central  venous  pressure, 
weight,  hematocrit,  urine  volume,  and  the 
osmolality  of  serum  and  urine.  The  plan- 
ning of  the  fluid  therapy  must  be  retro- 
spective to  the  time  of  the  burning,  since 
there  frequently  is  a time  lag  of  several  hours 
before  adequate  fluid  infusion  is  begun.  If 
the  patient  arrived  in  shock,  albumin  would 
have  been  the  first  fluid  given;  either  albu- 
min or  saline  is  satisfactory  if  shock  has  not 
yet  supervened.  The  well-known  formula  of 
Evans  et  al.1  is  a useful  guide.  We  modify 
this  plan  by  the  use  of  osmotic  diuretics,  less 
blood,  and  assorted  electrolyte  solutions. 

Although  plasma  would  appear  to  be  the 
best  replacement  solution,  it  is  not  used 
abundantly  because  of  the  hepatitis  threat. 
Dextran  is  sparingly  used  because  it  may 
later  interfere  with  the  typing  and  cross 
matching  of  blood.  Blood  transfusion 
should  be  on  a volume-for- volume  basis  and 
is  estimated  as  500  ml.  for  a 25  per  cent, 
third  degree  burn  in  an  adult  and  an  addi- 
tional 500  ml.  for  each  additional  10  per  cent 
of  third  degree  involvement. 2 


appropriate  early  decisions  in  the  care  of 
major  burns  will  influence  favorably  the 
mortality  rate  and  the  morbidity.  These 
include  immediate  emergency  measures , use  of 
resuscitative  fluids,  use  of  diuretics  and 
buffers , preoperative  treatment  of  wounds, 
and , once  the  patient’s  condition  has  stabilized, 
surgical  excision  and  grafting,  with  minimal 
surgical  stress.  Thirty  burn  patients  with  an 
expected  mortality  of  95  ±5  per  cent  were 
treated;  6 were  never  resuscitated  from  the 
burn  shock,  and  of  the  remaining  24,  8 sur- 
vived. 


Isotonic  saline  is  the  most  widely  recom- 
mended and  used  electrolyte  solution.  It 
can  be  potentially  dangerous  because  it  adds 
chloride  in  a situation  where  there  is  likeli- 
hood of  developing  metabolic  acidosis.  Lac- 
tated  Ringer’s  solution  is  recommended. 

Use  of  diuretics  and  buffers 

Two  recent  developments  in  burn  manage- 
ment, the  use  of  osmotic  diuretics  and  an 
amine  buffer,  have  been  initiated  by  the 
Burn  Committee  of  the  University  of  Roch- 
ester.3-4 These  are  helpful  in  the  manage- 
ment of  any  burn  and  are  mandatory  in  the 
presence  of  hemoglobinemia.  Prompt  res- 
toration of  the  intravascular  compartment, 
maintenance  of  visceral  perfusion,  and  the 
production  of  a large  flow  of  alkaline  urine 
can  prevent  lower  nephron  nephrosis.  These 
agents  help  to  accomplish  these  goals  if  used 
with  adequate  amounts  of  other  fluids;  they 
are  ineffective  in  the  dehydrated  patient. 
When  urea  is  selected  as  the  osmotic  fluid, 
equimolar  amounts  of  sodium  ion  are  con- 
served, so  that  adequate  salt  reduction  is 
indicated.  Mannitol  will  induce  a sodium 
diuresis  only  when  used  repeatedly,  so  that 
no  need  for  extra  salt  exists  if  used  for  only 
one  or  two  days. 

Tris  buffer,*  the  amine  buffer  2-amino, 
2-hydroxymethyl  1-3  propanediol,  is  an  os- 
motic diuretic  as  well  as  an  outstanding 
buffer  (Fig.  2).  Its  other  advantages  are 
that  it  is  rapidly  acting,  works  intracel- 

* Tris  buffer  was  kindly  supplied  by  Abbott  Laboratories, 
Chicago,  Illinois,  as  Talatrol.  It  is  now  available  for  clinical 
investigation  but  will  likely  soon  be  commercially  obtainable. 
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FIGURE  2.  Structure  of  tris  buffer. 

lularly,  does  not  add  to  the  sodium  load,  is 
an  organic  hydrogen  ion  acceptor,  and  is 
rapidly  excreted  in  the  urine.  Although  it 
penetrates  all  cells  of  the  body,  its  major 
importance  is  its  renal  action,  whereby  it 
modifies  the  intracellular  pH,  alkalinizes  the 
urine,  and  causes  diuresis  of  sodium  ion, 
water,  and  potassium  ion.  For  eight 
months  we  have  used  this  compound  in  all 
burn  patients  exhibiting  hemoglobinemia 
and  in  burn  patients  with  metabolic  acidosis 
responding  slowly  to  standard  treatment. 
The  urine  pH  rises  promptly,  and  clearance 
of  serum  and  urine  hemoglobin  results.  We 
have  not  encountered  any  complications 
from  the  use  of  tris  buffer,  probably  because 
it  is  so  slowly  infused,  at  the  rate  of  1 L.  in  a 
two-  to  three-hour  period. 

Treatment  of  wounds 

Preoperative  measures.  All  deep  burns 
are  contaminated,  and  nearly  all  become  in- 
fected either  from  the  wound  itself,  from  the 
patient’s  secretions,  or  from  the  attending 
personnel.  Adequate  precautions  can  de- 
crease all  of  the  contaminant  sources.  The 
patient  should  be  isolated  as  soon  as  possible 
in  the  emergency  area  and  should  be  ap- 
proached by  the  personnel  as  though  he  were 
in  an  operating  room.  When  the  immediate 
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resuscitation  is  established,  intravenous  mor- 
phine is  given  and  wound  debridement  and 
cleansing  accomplished.  If  the  burns  on  the 
trunk  are  circumferential,  the  patient  should 
be  placed  on  a turning  frame  or  a circling 
bed.  We  have  not  used  sterile  atmosphere 
or  silicone  baths,  although  the  early  experi- 
ments with  these  technics  have  proved  inter- 
esting.5-6 

Facial,  cervical,  and  truncal  burns  are 
treated  without  dressings;  extremity  burns 
are  placed  in  absorptive  dressings  reinforced 
with  splints  to  keep  elbows  and  knees  at  180 
degrees,  ankles  at  90  degrees,  and  the  hands 
in  the  position  of  function.  Careful  dress- 
ings can  minimize  deformity  that  might 
otherwise  develop  (Fig.  3).  Proper  dressing 
of  the  hand  is  time-consuming  and  very 
specific  and  must  be  meticulous;  it  is  all- 
important,  to  minimize  loss  of  function. 
During  the  early  days  following  injury,  when 
life  is  hanging  in  precarious  balance,  it  is  too 
easy  to  neglect  this  aspect  because  of  the 
time  involved.  To  do  so  is  a serious  error. 
Positioning  the  hand  and  wrist  in  the 
position  of  function  and  maintaining  this 
position  must  be  accomplished  from  the 
first  day.  The  administration  of  appro- 
priate antibiotics  is  begun  immediately  and 
continued  for  four  days.  This  is  necessary 
to  combat  organisms  resident  in  the  skin 
at  the  time  of  burning,  especially  to  prevent 
streptococcal  septicemia. 

We  reserve  our  technic  of  burn  excision 
for  either  the  very  limited  burn  or,  as  we 
shall  discuss  now,  for  the  very  extensive  burn 
with  a high  expected  mortality.7 

Improvements  in  therapy- — fluid,  blood, 
anesthesia,  antibiotics,  and  skin  grafting — 
all  have  decreased  mortality  and  morbidity 
in  the  treatment  of  burns.  However,  after 
the  early  initial  gains,  mortality  has  changed 


FIGURE  3.  (A)  Knee  must  be  splinted  at  180  degrees  to  prevent  flexion  contracture  likely  to  develop.  (B) 

Ankles  must  be  splinted  at  90  degrees  to  guard  against  "foot-drop”  position,  with  Achilles  shortening. 
(C)  The  elbow  splinted  at  180  degrees  to  prevent  bicipital  shortening;  hand  always  dressed  in  position 
of  function. 
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FIGURE  4.  (Top)  Type  of  deep  burn  that  lends  it- 
self to  rapid  and  relatively  bloodless  excision  at 
muscle  fascial  level.  (Bottom,  left)  Excision  at  fas- 
cial level.  (Bottom,  right)  Split-thickness  skin 
grafts  applied  at  same  procedure  without  suturing. 

little  in  recent  years.  The  patient  is  main- 
tained for  a longer  period  of  time  only  to 
succumb  later  to  septicemia,  pulmonary  or 
cardiovascular  disease,  or  other  complica- 
tions secondary  to  the  constant  drain  on 
nitrogen,  fat,  and  hormonal  balance.  Any 
large  wound,  necrotic  or  poorly  granulating, 
creates  the  environment  for  septicemia,  for 
more  frequent  complications,  and  for  less 
resistance  to  withstand  these  complications. 
We  feel  that  a systematically  progressive 
excision  and  grafting  are  possible  in  these 
gravely  ill  people  and  can  offer  hope  if  a 
major  portion  of  the  burn  has  been  replaced 
by  healed  graft  within  two  or  two  and  one- 
half  weeks. 

Surgical  excision  and  grafting. 
Excision  is  not  attempted  until  the  patient’s 
condition  has  stabilized,  as  evidenced  by  his 
postbum  diuresis,  stability  of  blood  volume, 
and  the  findings  of  the  physical  and  labora- 
tory examinations.  This  usually  occurs 
about  the  third  to  fifth  day.  It  is  our  feeling 
that  any  major  surgical  attempts  before 


FIGURE  5.  Typical  early  graft  appearance,  95  per 
cent  “take.” 


this  may  be  during  a stage  of  variable 
hemodynamics  and  oligemia.  Further  delay, 
however,  may  allow  a poor  wound  environ- 
ment and  possible  septicemia. 

Our  goal  has  been  to  minimize  surgical 
stress.  To  attain  this  goal  we  have  limited 
the  area  of  each  excision  to  no  more  than  15 
to  20  per  cent  of  the  total  body  surface  at 
each  procedure;  reduced  the  blood  loss  to 
a minimum  by  dissecting  within  fascial 
planes  and  by  using  a tourniquet  whenever 
practical;  insured  success  of  the  skin 
grafting  by  producing  an  excellent  re- 
cipient site;  and  kept  anesthesia  time  to 
ninety  minutes  or  less  per  procedure. 

The  area  to  be  excised  must  be  one  of  full- 
thickness loss  and  must  be  in  such  a position 
that  a wide  area  of  bum  can  be  excised 
quickly.  This  is  best  accomplished  on  the 
trunk,  arms,  and  legs  (Fig.  4).  Obviously, 
the  face,  hands,  feet,  axillae,  and  genitalia 
are  avoided. 

The  depth  of  the  surgical  excision  is 
carried  out  at  the  muscle  fascia  level.8  We 
dissect  along  this  plane  because  it  permits 
rapid  excision  of  wide  areas  with  minimal 
blood  loss  and  because  this  depth  will 
usually  insure  total  removal  of  any  burned 
tissue.  Skin  grafting  is  far  more  successful 
on  this  surface,  and  nearly  100  per  cent 
success  in  grafting  is  always  accomplished 
(Fig.  5). 

We  use  several  two-man  teams  operating 
simultaneously.  One  or  two  teams  perform 
excision  of  the  burns,  one  team  obtains 
skin  autografts  with  the  electric  dermatome, 
and  one  team  prepares  autografts  or  homo- 
grafts by  backing  them  on  an  impregnated 
fine-mesh  gauze.  These  grafts  are  applied  as 
large  and  intact  sheets  with  few  or  no  basting 
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sutures  and  secured  with  light  circular  dress- 
ings; the  extremities  are  then  splinted. 

The  procedures  have  been  continued 
every  three  or  four  days  until  the  fourteenth 
to  eighteenth  days.  At  this  time  the  remain- 
ing unexcised  areas  are  beginning  to  granu- 
late, certain  areas  of  questionable  full-thick- 
ness loss  have  defined  themselves,  and  often 
the  donor  sites  are  exhausted,  and  the  origi- 
nal donor  sites  are  not  quite  ready  for  re-use. 
At  this  stage  the  majority  of  the  burn  has 
been  removed  and  covered  with  healed  skin 
autograft. 

Mortality 

During  the  past  five  years  we  have 
treated  30  burn  patients  with  an  expected 
mortality  of  95  ±5  per  cent. 1 2 By  chance, 
only  1 of  these  would  have  been  expected  to 
survive.  Six  of  the  patients  were  never 
resuscitated  from  the  burn  shock.  The  24 
who  were  resuscitated  are  included  in  the 
study;  8 of  these  patients  survived.7 
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Announcement 


Because  of  the  interest  in  the  recent  series  of  12  articles  on  “The  Physician 
in  Civil  Defense”  prepared  by  Solomon  Garb,  M.D.,  and  published  in  the 
New  York  State  Journal  of  Medicine  from  August  1,  1960,  through 
January  15,  1961,  reprints  of  the  series  are  now  available. 

The  12  articles  on  “Survival  in  a Thermonuclear  War”  have  been  reprinted 
in  a 56-page  pamphlet  and  may  be  ordered  from  the  Journal,  750  Third 
Avenue,  New  York,  New  York,  10017,  at  a charge  of  fifty  cents  per  pam- 
phlet to  cover  costs. 
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By  acute  regional  ileitis  let  us  consider 
only  the  clinical  picture  of  a severe  acute 
abdominal  emergency  occurring  originally, 
without  previous  clinical  manifestations  of 
abdominal  disease.  True,  chronic  granu- 
lomatous ileitis  is  subject  to  occasional  acute 
exacerbations  of  clinical  manifestations,  with 
fever,  extreme  pain,  diarrhea,  and  even 
exceptionally  threatened  intestinal  perfora- 
tions. 

But  since  the  original  conception  of  the 
entity,  an  acute  originating  phase  of  the 
disease  has  been  recognized  in  the  literature 
as  a fulminating  abdominal  emergency 
characterized  by  severe  pain,  abdominal 
distention  with  rigidity  and  rebound  tender- 
ness, fever,  vomiting,  and  usually,  but  not 
always,  diarrhea.1-5  Because  of  the  not 
unjustifiable  strong  suspicion  of  acute  ap- 
pendicitis, most  of  the  cases  have  been 
operated  on,  and  the  diagnosis  of  acute 
regional  ileitis  or  enteritis  has  been  con- 
firmed. 

The  pathologic  process  usually  has  been 
restricted  to  the  terminal  ileum,  which  is 
always  the  area  of  greatest  intensity  of  in- 
flammation, although  the  whole  small  bowel 
may  be  involved  with  diffuse  mesenteric 

Presented  at  the  157th  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Section  on 
Gastroenterology  and  Proctology,  May  13,  1963. 


A study  was  made  of  42  cases  of  acute  ileitis. 
At  the  time  of  an  exploratory  operation , a 
massive  resection  or  short-circuiting  pro- 
cedure had  been  performed  in  9 cases,  with  1 
operative  death;  the  remaining  8 cases  sur- 
vived the  massive  procedure,  and  only  1 
showed  later  recurrent  regional  ileitis.  The 
remaining  33  cases  had  been  merely  drained 
and  an  appendectomy  performed.  Spon- 
taneous healing  took  place  in  16  of  the  33 
cases.  The  remaining  17  cases  evolved  into 
chronic  granulomatous  ileitis  with  com- 
plications of  fistulas,  so  that  later  operations 
had  to  be  performed.  Conservative  treatment 
initially  with  antibiotics  and  supportive 
therapy  is  advised  unless  there  is  perforation. 


lymphadenopathy.  In  the  few  cases  in  the 
literature  in  which  emergency  resections  had 
been  performed,  the  intestinal  wall  was 
described  as  the  seat  of  acute  suppurative 
inflammatory  disease,  the  mucosa  and  sub- 
mucosa of  the  small  bowel  being  diffusely 
infiltrated  with  polymorphonuclear  leuko- 
cytes, round  cells,  plasma  cells,  and  histio- 
cytes, with  intense  edema  and  massive  en- 
largement of  the  lymphoid  follicles.  Granu- 
lomatous changes  in  the  form  of  plasmacytes, 
reticular  cells,  and  pseudomiliary  tubercle 
formation  were  completely  absent.  Free 
fluid  was  usually  found  in  the  peritoneal 
cavity;  true  perforation  of  the  intestinal 
wall  has  been  mentioned  only  occasionally. 

Most  of  the  literature  teaches  that  a large 
percentage  of  these  cases  (25  to  50  per  cent) 
go  on  to  spontaneous  resolution  and  per- 
manent cure,  the  remainder  evolving  into  the 
chronic  granulomatous  phase  of  regional 
ileitis  requiring  subsequent  radical  operative 
procedures  for  cure. 

My  own  previous  experience  with  acute 
ileitis  was  based  on  a series  of  15  cases  re- 
ported in  1949,  to  which  were  added  another 
15  cases  reported  in  1958. 6 In  recent  years 
the  opportunity  has  been  afforded  to  study 
and  observe  12  additional  cases  of  severe 
acute  ileitis  and  to  follow  over  a period  of 
years  their  eventual  clinical  outcome, 
making  a total  of  42  cases  (Table  I). 

These  recent  experiences  have  been  very 
instructive  insofar  as  for  the  first  time  in  my 
experience  7 of  the  12  cases  at  the  time  of 
exploratory  operation  showed  one  or  mul- 
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TABLE  I.  Age  at  onset  of  acute  ileitis  (6  males  and 
6 females) 


Number  of  Cases 

Age  (Years) 

1 

6 

3 

12  to  13 

1 

17 

4 

26  to  32 

2 

50 

1 

62 

tiple  free  perforations  of  the  intestinal  wall 
with  peritonitis  or  intraperitoneal  abscess 
formation.  In  1960  Neely7  reported  4 well- 
documented  cases  of  perforation  in  acute 
regional  ileitis.  Cumming  in  1962s  reported 
a more  recent  case  of  perforation  and  refers 
to  rare  instances  of  perforation  reported  in 
the  literature  since  1950. 9-13  Perforation  in 
acute  regional  ileitis  is  to  me  a new  ex- 
perience. Until  three  years  ago  I had  never 
encountered  free  perforation  in  either  acute 
or  chronic  ileitis. 

In  two  instances,  through  kind  profes- 
sional courtesy,  the  opportunity  has  been  af- 
forded of  studying  the  histologic  slides  of  the 
resected  intestinal  wall  in  acute  ileitis. 
These  slides,  courtesy  of  the  Princeton 
Hospital,  Princeton,  New  Jersey,  showed  dif- 
fuse suppurative  infiltration  of  the  intestinal 
wall  with  necrosis  and  ulceration  of  the  sub- 
mucosa and  intense  edema  and  lymphoid 
hyperplasia  involving  all  the  coats  of  the 
bowel,  and  with  hemorrhagic  and  necrotic 


changes  even  on  the  peritoneal  surface. 
Thus,  it  is  easy  to  understand  that  perfora- 
tion could  and  did  occur  in  so  large  a per- 
centage of  the  cases.  In  1 of  the  cases  a 
second  resection  less  than  two  weeks  later 
already  showed  histologically  the  beginning 
of  granulomatous  changes  in  the  form  of 
pseudomiliary  tubercle-like  formation.*  It 
would  appear  then  that  in  the  acute  ful- 
minating phase  of  the  disease  the  granulo- 
matous guarding  and  delimiting  changes  so 
characteristic  of  chronic  regional  ileitis  have 
not  yet  begun  to  appear  or  to  be  demon- 
strable. 

At  the  time  of  operation  33  of  the  42  cases 
in  the  three  series  had  been  merely  drained 
and  an  appendectomy  performed  as  a matter 
of  course.  In  the  9 other  instances  a massive 
resection  or  short-circuiting  procedure  had 
been  performed,  with  1 operative  death; 
the  remaining  8 cases  survived  the  massive 
procedure  in  the  face  of  the  fulminating 
clinical  picture,  and  only  1 showed  later  re- 
current regional  ileitis  (Table  II). 

What  happened  to  the  remaining  33  cases 
in  which  no  radical  operation  had  been  per- 
formed? Spontaneous  healing  took  place  in 
16  of  these  33  cases,  or  approximately  50 
per  cent.  In  these  cases  symptoms  subsided, 
fever  abated,  and  a follow-up  of  from  two  to 
nineteen  years  in  the  previous  study  showed 

* Courtesy  of  the  U.S.  Naval  Hospital,  Bethesda,  Mary- 
land. 


TABLE  II.  Acute  ileitis,  operation,  and  follow-up 


Age 

(Years) 

Procedure  or  Condition 

Follow-Up 

17 

Exploratory  operation,  acute  ileitis 

Short-circuiting  operation,  three  months 
later 

12 

Primary  resection,  perforation  to  sigmoid 

Secondary  resection  for  obstruction 

50 

Acute  ileitis  with  two  perforations 

Well 

29 

Acute  perforative  ileitis,  drainage  only 

Resection  one  and  one-half  years  later 
for  granuloma 

26 

Acute  ileitis;  immediate  short-circuiting 
without  transection 

Transection  one  year  later 

13 

Acute  ileitis,  gross  hemorrhage,  localized 
resection 

6 

Exploratory  operation,  diffuse  acute  ileo- 
jejunitis 

Spontaneous  resolution 

62 

Perforation.  Acute  with  abscess  and 
fecal  fistula 

Resection  one  year  later 

24 

Acute  perforation  with  abscess 

Fistula  closed  three  years  later 

12 

Three  months  acute  onset 

Negative  x-ray  findings  four  months 
later 

32 

Acute  perforative  ileitis  (old  case) 

Chronic  ileitis  two  years  later 

28 

Acute  perforative  ileitis 

Resection  for  chronic  ileitis  one  year 
later 
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TABLE  III.  Total  cases  of  acute  ileitis 


Procedure 

Number  of  Cases - 

1949  1958  1963 

Spontaneous  resolu- 
tion 

4 

10 

2 

Chronic  granuloma- 
tous phase,  subse- 
quent operation 

10 

1 

6 

Immediate  resection 
or  short-circuiting 

1 (death) 

4 

4 

— 

— 

— 

Totals 

15 

15 

12 

a complete  return  to  health.  In  most  of 
these  instances  “healing”  included  sub- 
sequently all  radiographic  evidence  of  pre- 
vious disease.  The  remaining  17  of  the  33 
cases  evolved  into  chronic  granulomatous 
ileitis  with  complications  of  abdominal  wall 
fistulas  or  internal  fistulas  and  perirectal 
abscesses  and  fistulas  so  that  later  operative 
interference  had  by  necessity  to  be  per- 
formed. In  10,  a short-circuiting  with  tran- 
section of  the  ileum  was  chosen;  in  7 the 
now  more-favored  operation  of  resection  of 
the  diseased  segment  with  reanastomosis  of 
ileum  to  colon  was  performed. 

Proper  surgical  approach 
to  acute  regional  ileitis 

If  and  when  the  diagnosis  of  acute  regional 
ileitis  can  be  made  on  clinical  or  radiographic 
grounds,  conservative  expectant  treatment 
with  antibiotics  (broad-spectrum)  and  sup- 
portive therapy  is  most  advisable.  But, 
since  in  this  recent  series  single  or  multiple 
perforations  of  the  terminal  ileum  on  its 
antimesenteric  border  occurred  in  7 of  the 
12  cases,  surgical  intervention  in  the  nature 
of  closure  of  the  intestinal  perforation  and 
drainage  of  the  peritoneal  cavity  becomes 
mandatory. 

Six  of  the  7 instances  of  perforation  re- 
quired subsequent  remedial  operation  for 
chronic  granulomatous  ileitis;  only  1 pro- 
gressed to  healing.  All  patients  recovered 
from  the  original  emergency  laparotomy. 
In  the  2 of  the  3 cases  in  which  emergency 
resection  was  performed  in  the  face  of  the 
fulminating  clinical  picture,  the  postopera- 
tive course  was  extremely  grave.  The  only 
death  in  the  entire  series  of  42  cases  occurred 
where  gross  resection  was  undertaken  at  the 
immediate  laparotomy  for  fulminating  acute 
ileitis. 


TABLE  IV.  Forty-two  cases  of  acute  regional  ileitis 


Procedure 

LHS6S 

Number 

Per 

Cent 

Spontaneous  resolu- 
tion 

16 

38.1 

Immediate  resection 

9 (1  death) 

21.4 

Subsequent  operation 
for  chronic  granu- 
lomatous disease 

17 

40.5 

Perforation 

7 of  12 

58.3 

Nonresected  cases 
(total  series),  spon- 
taneous resolution 

16  of  33 

50 

Since  in  the  remaining  operative  and  non- 
operative cases  complete  and  spontaneous 
healing  will  by  statistics  occur  in  between  25 
to  50  per  cent  of  the  cases,  it  would  seem 
good  judgment  to  suspend  any  radical  pro- 
cedure and  allow  the  healing  process  of 
nature  and  time  to  accomplish  full  restitu- 
tion.14.15 

In  the  remaining  50  to  75  per  cent  of  the 
cases,  the  full,  well-recognized  clinical  pic- 
ture of  chronic  granulomatous  ileitis  will 
ensue  eventually,  but  operative  procedure 
now  will  be  safely  accomplished  with  minimal, 
if  any,  operative  risk  and  will  promise  a 
successful  outcome  in  the  largest  percentage 
of  cases.  In  the  recent  series,  6 of  the  6 
subsequently  operated  patients  are  well, 
although  the  follow-up  is  only  one  to  three 
years  (Tables  III  and  IV). 

Ultimate  prognosis 

It  would  almost  appear  that  the  ultimate 
prognosis  in  acute  regional  ileitis,  in  spite  of 
the  fulminating  onset  and  in  spite  of  its  now 
recognized  tendency  to  perforation,  is  better 
than  that  of  chronic  regional  ileitis.  The 
acute  case,  if  it  is  handled  conservatively  at 
the  time  of  the  emergency  and  if  no  resection 
is  undertaken,  will  survive  the  operative 
procedure.  Approximately  half  of  these  will 
eventually  resolve  fully  and  spontaneously, 
the  remainder  being  capable  of  successful 
operation  for  the  chronic  phase  within  a few 
years.  Complications,  hemorrhage,  fistula, 
rectal  complications,  and  of  course  obstruc- 
tion, are  less  frequent,  and  the  subsequent 
operation  seems  to  be  devoid  of  recurrences. 
On  the  other  hand,  low-grade  prolonged 
chronic  regional  ileitis  with  its  later  external 
and  internal  fistulas  and  high  percentage  of 
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perirectal  complications  and  eventual  in- 
testinal obstruction  offers  no  better  operative 
prognosis  than  a 30  to  50  per  cent  of  later 
recurrences. 

As  regards  perforation  in  ileitis,  my  oft- 
quoted  statement  that  I had  not  previously 
encountered  free  perforation  must  now  hum- 
bly be  reversed.  A histologic  study  of  the 
wall  of  the  small  bowel  in  the  resected  speci- 
men in  acute  ileitis  revealing  the  extensive 
suppurative  and  necrotic  infiltration  would 
make  it  seem  plausible  and  logical  that  free 
perforation  may  and  does  occur. 

In  the  chronic  massively  granulomatous 
rubber  hose-like  ileitis,  it  is  difficult  to 
imagine  free  perforation.  However,  the 
same  process  of  slow  perforation  is  at  work 
to  a lesser  degree  of  intensity.  What  else  are 
the  fistulous  tracts  of  ileitis  than  low-grade 
burrowing  attempts  at  perforation?  The 
intestinal  content  is  no  longer  suppurative 
but  now  consists  of  active  intestinal  tryptic 
proteolytic  enzymes.  It  digests  its  tract  free 
of  the  intestinal  wall  through  peritoneal  or 
mesenteric  fascial  planes  until  its  content  is 
evacuated  into  any  hollow  viscus  or  on  the 
abdominal  wall.  At  the  time  of  operation  in 
the  chronic  case,  free  fluid  is  never  found  in 
the  peritoneal  cavity.  Perhaps  this  is  all  a 
question  of  semantics  and  the  fistulous  tracts 
of  chronic  ileitis  are  also  types  of  perforation, 
now  chronic  and  delimited. 


Prophylactic  anticoagulant  therapy 

Seven  years  of  experience,  during  which  196 
patients  have  been  observed  in  a controlled 
study,  have  failed  to  demonstrate  any  difference 
in  survival  rate  following  myocardial  infarction 
between  those  who  got  continuous  prophylactic 
anticoagulants  and  those  who  either  got  a 
placebo  or  no  treatment.  The  study  was  re- 


Hippocrates  said:  “Life  is  short,  art  is 
long,  experience  fallacious,  and  judgment 
difficult.” 
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ported  in  the  Journal  of  the  American  Medical 
Association. 

Neither  was  there  any  significant  decrease  in 
thromboembolism  in  the  treated  group  as 
against  the  other  two  groups.  All  these  pa- 
tients got  anticoagulant  therapy  for  six  weeks 
after  their  initial  or  recurrent  attacks  of  acute 
myocardial  infarction.  One  fact  to  emerge 
was  that  the  patients  who  got  anticoagulants 
on  a continuing  basis  required  longer  hospitaliza- 
tion. 
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thirty-four  underweight  patients,  including 
premature  infants  and  children  up  to  thirteen 
and  one-half  years,  were  treated  with  intra- 
muscular methenolone  enanthate  for  from 
three  to  six  months.  Eleven  underweight 
children  between  the  ages  of  seven  and  one- 
half  and  sixteen  years  were  treated  with  oral 
methenolone  acetate  for  three  or  four  months. 
Results  with  both  drugs  were  good  or  excellent 
in  every  case,  with  no  undesirable  side- 
effects.  The  onset  of  menarche  may  have 
been  delayed  in  1 case  by  treatment  with 
methenolone  enanthate,  but  the  medication 
appears  to  have  no  effect  on  established 
menstruation. 


Anabolic  Effects  of 
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and  Methenolone 
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Brooklyn,  New  York 
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T his  study  was  undertaken  to  evaluate  the 
efficacy  of  methenolone  enanthate  and  of 
methenolone  acetate  as  anabolic  agents  in 
inducing  weight  gain  in  underweight  infants 
and  children. 

Methenolone  enanthate  (1 -methyl  delta- 1 
androstenolone  enanthate)  is  a synthetic, 
long-acting  steroid  ester  for  intramuscular 
use.1  Following  intramuscular  administra- 
tion the  compound  has  a marked  anabolic 
effect  in  man,  as  evidenced  by  a decreased 
urinary  excretion  of  nitrogen,  calcium,  and 
inorganic  phosphorus,  as  well  as  a sub- 
stantial gain  in  body  weight.  Methenolone 
enanthate  has  a very  favorable  anabolic- 
androgenic  ratio;  it  produces  practically  no 
inhibiting  effects  on  gonadotropins,  so  that 
gonadal  functions,  such  as  the  onset  of 


puberty,  regular  ovulation  and  menstrua- 
tion, or  spermatogenesis,  are  not  disturbed 
following  its  use;  and  the  compound  has  no 
adverse  effect  on  liver  function.  The 
duration  of  action  of  a single  injection  of  200 
mg.  of  methenolone  enanthate  is  at  least  ten 
weeks  in  animals  and  probably  about  four 
weeks  in  man.1 

Methenolone  acetate  (1 -methyl  delta- 1 
androstenolone  acetate)  is  a synthetic  long- 
acting  steroid  ester  for  oral  use.2  Methenol- 
one acetate  has  pharmacologic  properties 
similar  to  those  of  methenolone  enanthate. 
The  compound  has  a marked  anabolic  ef- 
fect in  man  following  its  oral  administration; 
it  also  has  a very  favorable  anabolic-andro- 
genic ratio,  with  practically  no  inhibiting 
effects  on  gonadotropins;  and  it  has  no 
adverse  effect  on  the  liver.  Unlike  other 
oral  anabolic  compounds,  methenolone  ace- 
tate has  no  methyl,  ethyl,  or  other  alkyl 
group  attached  to  the  seventeenth  carbon 
atom  of  the  steroid  nucleus,  and  therefore  it 
does  not  have  the  potential  for  inducing  a 
disturbance  in  liver  function.2 

Trial  of  methenolone  enanthate 

Procedure.  Altogether,  34  patients  (16 
males  and  18  females)  were  treated  with 
methenolone  enanthate  for  from  three  to  six 
months.  Of  these,  14  (6  males  and  8 
females)  were  premature  infants  or  small 
children  less  than  two  years  of  age,  and  20 
(10  males  and  10  females)  were  children  be- 
tween the  ages  of  three  and  thirteen  and  one- 
half  years.  A few  of  the  children  were  re- 
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TABLE  I.  Weight  gain  in  14  underweight  premature  infants  and  small  children*  given  a single  injection 
(200  mg.)  of  methenolone  enanthate  once  monthly 


Patient 

Sex 

Age 

Weight  (Pounds  and 
Ounces) 

After 

Initial  Therapy 

Weight  Gair 

l (Pounds 
Given  Mi 
3 

> and  Ounces) 

1 

UL1 

2 

1/11  Lll 

4 

Total 

1 

M 

Newborn 

4-2 

10-8 

2-14 

1-2.5 

1-7 . 75 

0-13.75 

6-6 

2 

F 

1 week 

4-10 

11-4 

2-7 

2-5 

1-14 

6-10 

3 

F 

10  days 

3-2 

8-9.5 

1-12 

2-2 

1-9.5 

5-7.5 

4 

M 

12  days 

4-14 

11-6 

2-2 

2-3.5 

2-2.5 

6-8 

5 

M 

2 weeks 

4—10 

12-0 

2-10 

2-0 

2-12 

7-6 

6 

F 

3 weeks 

4-4 

11-3 

2-8 

2-4 

2-3 

6-15 

7 

F 

4 weeks 

2-12 

5-11 

0-3 

0-5.5 

1-7.5 

0-15 

2-15 

8 

F 

6 weeks 

4-4 

14-0 

2-8 

2-4 

2-10 

2-6 

9-12 

9 

M 

2 months 

6-2 

12-6 

2-4 

2-5 

1-11 

6-4 

10 

F 

4 months 

4-11 

12-12 

2-13 

2-8 

2-12 

8-1 

11 

M 

10  months 

16-8 

23-11 

1-11 

1-13 

1-0 

2-11 

7-3 

12 

F 

18  months 

20-8 

30-0 

1-10 

2-6 

2-8 

3-0 

9-8 

13 

M 

19  months 

15-6 

19-11 

0-14 

2-7 

1-0 

4-5 

14 1 

F 

12  months 

17-7 

20-15 

1-15 

1-9 

3-8 

* Two  additional  infants  were  originally  included  in  the  series,  but  both  were  lost  to  follow-up  after  two  injections  of  methen- 
olone. Weight  gains  of  3 pounds,  14  ounces,  and  8 ounces  respectively  were  scored  for  these  patients  after  one  injection, 
t This  patient  was  given  one  injection  of  methenolone  enanthate  once  every  three  weeks  instead  of  one  each  month. 


covering  from  operations.  Several  were 
recuperating  from  acute  attacks  of  infectious 
diseases  such  as  pneumonia  or  rheumatic 
fever.  A number  were  undersized,  and  all 
were  underweight.  Five  additional  children 
were  included  in  the  original  series,  but  they 
were  not  evaluated  in  this  report  because 
their  treatment  was  too  brief;  2 had  been 
followed  for  only  two  months  at  the  time  of 
writing,  and  3 were  lost  to  follow-up  after 
the  first  return  visit. 

Methenolone  enanthate  was  administered 
to  every  patient  by  intramuscular  injection 
into  the  outer  surface  of  the  thigh  as  a single 
injection  of  1 cc.  (20  mg.).  Injections  were 
usually  given  once  each  month,  but  5 pa- 
tients received  one  injection  once  every 
three  weeks.  A formula  fortified  with 
vitamins  was  prescribed  for  the  infants  of  the 
series,  and  a high  nutritional  diet  sup- 
plemented by  vitamins  was  ordered  for  the 
older  children.  In  a few  cases  an  iron  and 
citric  acid  preparation  also  was  given.  In 
no  case  was  any  anabolic  medication  other 
than  methenolone  enanthate  given. 

The  hemoglobin  level  was  determined,  and 
a complete  blood  count  and  urinalysis  were 
done  before  and  at  the  completion  of  therapy 
in  13  cases. 

Rusults.  The  therapeutic  results  were 
considered  to  be  good  or  excellent  in  every 
case,  all  infants  and  children  showing  steady 
gains  in  weight  each  month  during  treat- 
ment. Total  gains  in  body  weight  for  the 


full  period  of  therapy  varied  from  2 pounds, 
15  ounces  to  9 pounds,  12  ounces  in  infants 
and  small  children  (Table  I)  and  from  7 to 
13  pounds  in  older  children  (Table  II). 
There  was  no  apparent  difference  between 
the  weight  gains  for  boys  and  for  girls. 

No  signs  of  toxicity  and  no  undesirable 
effects,  such  as  virilization,  edema,  and 
estrogenic,  progestational,  or  corticoid  ef- 
fects, were  observed  in  33  of  the  34  patients. 
In  1 patient  (Patient  13),  who  appeared  to 
be  a constitutional  dwarf  without  endocrine 
abnormalities,  a transitory  slight  enlarge- 
ment of  the  penis  was  observed  after  each  in- 
jection, and  a slight  enlargement  of  the  left 
testis  was  seen  after  the  first  two  injections 
of  methenolone  enanthate,  but  both  organs 
remained  infantile  in  appearance. 

An  attempt  was  made  to  evaluate  the  ef- 
fect of  the  methenolone  enanthate  therapy 
on  the  ovarian  function  of  the  5 adolescent 
girls  included  in  this  trial.  One  sixteen- 
year-old  mother  (Patient  29)  of  a one-year- 
old  infant  had  regular  menstrual  cycles  that 
were  not  affected  in  any  way  by  the  anabolic 
therapy.  One  eleven-year-old  girl  (Patient 
24)  who  had  never  menstruated  had  cramp - 
like  pains  in  both  lower  quadrants  during 
therapy,  but  no  menstrual  discharge  ap- 
peared until  several  months  after  the 
anabolic  medication  had  been  discontinued. 
In  this  patient  the  onset  of  menarche  may 
have  been  delayed  by  the  anabolic  therapy. 
The  remaining  3 girls  in  this  group  (Patients 
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TABLE  II.  Weight  gain  in  20  underweight  preschool  and  preadolescent  children*  treated  with  a single 
injection  (200  mg.)  of  methenolone  enanthate  once  a month  or  once  every  three  weeks 


Patient 

Sex 

Age 
( Y ears) 

Body  Weight 
(Pounds  and 
Ounces) 

After 

Initial  Therapy 

in 

1 

Weight  Gain  (Pounds  and  Ounces) 

Given  Month  or  Three- Week  Period t > 

2 3 4 5 Total 

15 

M 

3 

27-2 

39-12 

1-14 

3 

2-2 

3-6 

2-4 

12-10 

16 

F 

4 

31-0 

41-8 

2-8 

2-8 

3-2 

2-6 

10-8 

17 

M 

4.5 

31-0 

38-0 

3-0 

2-8 

1-8 

7-0 

18 

F 

5.5 

37-0 

45-0 

3-0 

2-8 

2-8 

8-0 

19 

M 

6 

36-8 

44-0 

2-8 

2-8 

2-8 

7-8 

20 

M 

6.5 

34-8 

47-12 

2-8 

3-0 

2-8 

2-8 

2-12 

13-4 

21 

M 

7 

43-8 

50-0 

2-4 

1-12 

2-8 

6-8 

22 

F 

7.5 

47-0 

55-0 

1-4 

1-12 

3-0 

1-4 

0-12 

8-0 

23 

F 

10 

48-0 

57-4 

4-8 

2-8 

2-4 

9-4 

24 

F 

10.5 

67-8 

78-0 

0-12 

5-12 

4-0 

10-8 

25 

M 

12 

60-0 

73-0 

2-0 

6-0 

5-0 

13-0 

26 

F 

12 

63-8 

75-8 

2-0 

2-8 

2-8 

2-4 

2-12 

12-0 

27 

F 

12 

65-0 

75-0 

3-8 

3-4 

3-4 

10-0 

28 

M 

13.5 

74-0 

87-0 

6-0 

2-0 

5-0 

13-0 

29 

F 

16 

98-0 

109-0 

4-0 

3-0 

4-0 

11-0 

30** 

F 

4.5 

29-4 

42-2 

2-8 

1-12 

1-10 

2-6 

2-8 

12-14 

31 

F 

5 

34-4 

41-12 

2-4 

2-8 

2-12 

7-8 

32 

M 

5.5 

36-4 

44-0 

2-2 

2-8 

2-8 

7-12 

33 

M 

6.5 

40-4 

49-4 

1-12 

2-0 

2-0 

1-8 

1-12 

9-0 

34 

M 

10 

49-8 

62-8 

2-8 

3-0 

2-12 

2-8 

2-8 

13-0 

* Three  additional  children  received  injections  of  methenolone  enanthate.  Of  these,  2 had  been  followed  for  only  two  months 
at  the  time  of  preparing  this  report,  and  the  third  was  lost  to  follow-up  after  receiving  only  two  injections  of  the  drug.  When 
last  seen,  all  showed  weight  gains  of  3-0,  8-12,  and  4-0  pounds  and  ounces  respectively, 
t Patients  30  through  34  received  injections  once  every  three  weeks. 

**  Patient  was  treated  for  six  three-week  periods  and  gained  2 pound,  2 ounces  in  sixth  period. 


23,  26,  and  27),  who  ranged  in  age  from  ten 
to  twelve  years,  had  not  reached  menarche 
before  the  start  of  anabolic  treatment  and 
showed  no  evidence  of  ovarian  function 
during  the  administration  of  the  compound. 
It  is  anticipated  that  these  girls  will  achieve 
menarche  at  the  usual  time  following  the 
cessation  of  the  anabolic  medication.  None 
showed  any  evidence  of  masculinization  fol- 
lowing the  administration  of  methenolone 
enanthate. 

Hemoglobin  values  and  the  number  of  red 
blood  cells  were  slightly  increased  after 
treatment  in  12  patients  and  slightly  de- 
creased in  1,  but  the  values  in  the  latter 
case  remained  within  normal  limits. 
Changes  in  other  values  also  were  evident, 
but  none  was  of  clinical  consequence. 

Conclusions.  Methenolone  enanthate  is 
an  effective  anabolic  agent,  promoting 
weight  gain  in  underweight  infants  and  chil- 
dren. The  action  of  the  drug  is  sustained,  so 
that  a single  intramuscular  injection  once 
each  month  usually  suffices  to  maintain  a 
steady  gain  in  weight  in  pediatric  patients. 
Methenolone  enanthate  is  well  tolerated  and 


may  be  used  with  safety  in  the  treatment  of 
children  seen  in  daily  office  practice. 

Although  the  onset  of  menarche  may  be 
delayed  during  the  anabolic  therapy,  the 
medication  appears  to  have  no  effect  on 
established  menstruation  and  probably  has 
no  effect  on  the  development  of  adult  ovarian 
function  once  the  therapy  has  been  termi- 
nated. 

Trial  of  methenolone  acetate 

Procedure.  Eleven  children  (7  males 
and  4 females)  between  the  ages  of  seven  and 
one-half  and  sixteen  years  were  treated  with 
methenolone  acetate  for  three  or  four  months 
in  a uniform  dosage  of  one  tablet  (20  mg.) 
daily.  A few  of  these  children  were  con- 
valescing from  infectious  diseases  or  opera- 
tions. Most  were  undersized  and/or  under- 
nourished, and  all  were  underweight.  Vita- 
mins also  were  prescribed  in  every  case,  but 
no  anabolic  medication  other  than  methenol- 
one acetate  was  given  in  any  case.  The 
hemoglobin  concentration  was  determined, 
and  a complete  blood  count  and  urinalysis 
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TABLE  III.  Weight  gain  in  11  underweight  children*  given  one  tablet  (20  mg.)  of  methenolone  acetate  daily 

for  three  to  four  months 


Body  Weight  Weight  Gain  (Pounds  and  Ounces) 

(Pounds  and  Ounces) 

Age  After  * Per  Month 


Patient 

Sex 

(Years) 

Initial 

Therapy 

1 

2 

3 

4 

Total 

35 

M 

7.5 

43-4 

51-0 

2-4 

2-8 

3-0 

7-12 

36 

M 

8 

46-8 

53-0 

2-4 

1-4 

3-0 

6-8 

37 

F 

8 

50-12 

60-12 

2-4 

2-4 

2-12 

2-12 

10-0 

38 

F 

9.5 

51-0 

60-8 

3-0 

3-8 

3-0 

9-8 

39 

M 

12 

60-0 

72-0 

3-0 

6-0 

3-0 

12-0 

40 

M 

12 

65-0 

74-0 

3-8 

2-8 

3-0 

9-0 

41 

M 

12 

65-0 

74-8 

3-0 

3-12 

2-12 

9-8 

42 

F 

12.5 

69-4 

76-8 

2-12 

2-12 

1-12 

7-4 

43 

M 

13 

70-0 

81-0 

3-0 

3-4 

2-12 

2-0 

11-0 

44 

F 

13 

76-0 

85-0 

4-0 

3-12 

1-4 

9-0 

45 

M 

16 

74-0 

86-0 

6-0 

2-0 

4-0 

12-0 

* One  additional  patient  received  treatment  with  methenolone  acetate  but  he  had  been  followed  for  only  two  months  at  the 

time  of  the  report.  At  that  time  he  showed  a weight  gain  of  5 pounds,  8 ounces. 


were  done  in  every  case  before  therapy  and 
again  at  its  completion. 

Results.  Therapeutic  results  were  con- 
sidered to  be  good  or  excellent  in  every  case, 
with  all  patients  showing  steady  gains  in 
weight  each  month,  so  that  total  gains  in 
body  weight  for  the  period  of  treatment  of 
three  or  four  months  ranged  from  6.5  to  12 
pounds  in  the  individual  patients  (Table 
III).  Hemoglobin  values  and  the  number 
of  red  blood  cells  after  treatment  were 
slightly  increased  in  7 patients  and  slightly 
decreased  in  4,  but  in  all  4 patients  showing 
decreased  values,  the  values  remained  within 
normal  limits.  Changes  in  other  values  were 
also  seen,  but  none  was  of  clinical  signifi- 
cance. No  signs  of  toxicity  and  no  un- 
desirable effects  were  seen  in  any  case. 


Conclusion.  Methenolone  acetate  in  a 
daily  dose  of  one  tablet  (20  mg.)  is  an  ef- 
fective anabolic  agent  in  promoting  weight 
gain  in  underweight  children.  The  steroid 
ester  is  well  tolerated,  so  that  it  may  be  used 
with  safety  in  the  treatment  of  children  seen 
in  daily  pediatric  practice. 

60  Plaza  Street,  Brooklyn  38 
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A large  proportion  of  infections  en- 
countered in  medical  practice  involve  the 
urinary  tract.  The  antimicrobial  com- 
pounds commonly  employed  to  combat  these 
infections  were,  for  the  most  part,  effective 
against  a high  percentage  of  bacterial  strains 
within  their  recommended  spectrum  of  ac- 
tivity when  first  introduced  into  clinical 
practice.  However,  with  the  passage  of 
time  and  with  the  widespread  utilization  of 
those  compounds,  changes  have  inevitably 
occurred  to  the  extent  that  a significant 
percentage  of  strains  within  once  almost 
universally  sensitive  bacterial  species  are 
now  resistant,  the  degree  varying  with  each 
compound.  This  development  has  resulted 
in  a considerable  limitation  of  the  therapeu- 
tic effectiveness  of  some  antimicrobial  com- 
pounds. 

The  present  report  is  concerned  with  the 
efficacy  of  each  drug  at  the  present  time  as 
evidenced  by  the  proportion  of  strains  be- 
longing to  the  bacterial  species  usually  in- 
volved in  urinary  tract  infections  that  are 
now  sensitive  or  resistant  to  its  action.  The 
data  thus  obtained  may  be  employed  as  a 
guide  for  the  selection  of  the  antimicrobial 


agent  or  agents  most  apt  to  yield  optimal 
results,  especially  in  the  interim  period  be- 
fore the  report  of  sensitivity  tests  performed 
in  the  laboratory  on  the  involved  bacterial 
strain  is  completed  and  available  to  the 
clinician. 

Methods 

A large  number  of  strains,  involving  a 
variety  of  bacterial  species  that  were  isolated 
from  urine  specimens  of  patients  with  uri- 
nary tract  infection,  were  tested  for  their 
antimicrobial  susceptibility  by  means  of  the 
disk  agar  diffusion  method.  These  tests 
were  performed  only  if  a preliminary  colony 
count  on  a clean-caught,  mid-stream  speci- 
men obtained  from  a properly  prepared  pa- 
tient revealed  at  least  5,000  colonies  per 
milliliter.  The  counting  method  employed 
was  a previously  described  simplified  pro- 
cedure.1 As  a consequence  of  this  screening 
procedure,  strains  tested  were  for  the  most 
part  of  actual  pathogenic  significance  rather 
than  fortuitous  contaminants. 

A drop  of  suspension,  prepared  from  an 
overnight  culture  of  the  test  organism  well 
mixed  in  2 ml.  of  saline,  was  evenly  streaked 
over  the  surface  of  a Petri  plate  containing 
Mueller-Hinton  medium  and  allowed  to  dry 
for  from  thirty  to  sixty  minutes.  A reagent 
disk  (Multidisk)  impregnated  with  different 
antimicrobial  compounds  was  placed  on  the 
inoculated  surface,  following  which  the  plate 
was  incubated  for  approximately  eighteen 
hours  at  37  C.  It  was  then  examined  for 
the  presence  or  absence  of  zones  of  growth 
inhibition  around  each  projecting  arm  of  the 
disk,  denoting  sensitivity  or  resistance  re- 
spectively to  the  compound  contained  in  the 
particular  projection.  Only  one  high  con- 
centration was  employed  for  each  agent  and 
these  were  as  follows:  sulfonamide,  300 
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TABLE  I.  Antimicrobial  susceptibility  of  microorganisms  isolated  from  the  urinary  tract  in  1963 


Antibiotic 

and 

Susceptibility 

Staph. 

Aureus 

Str. 

Fecalis 

(Entero- 

coccus) 

Beta 

Hemo- 

lytic 

Strepto- 

coccus 

Esch. 

Coli 

Para- 

colon 

Bacillus 

Aero- 

bacter 

Aero- 

genes 

B. 

proteus 

Ps. 

Aeru- 

ginosa 

(B. 

pyocy- 

aneus) 

K.  pneu- 
moniae 
(B. 

Fried- 

landerii) 

A. 

Fecalis 

C hloramphenicol 

Total  number 

184 

653 

25 

932 

79 

848 

480 

133 

5 

3 

Number  sensitive 

178 

623 

25 

792 

70 

479 

427 

47 

4 

3 

Per  cent  susceptible 

96.7 

95.4 

100 

84.9 

88.6 

56.5 

89 

35.3 

80 

100 

Erythromycin 

Total  number 

653 

698 

25 

Number  sensitive 

623 

616 

25 

Per  cent  susceptible 

95.4 

88.3 

100 

Methenamine 

Mandelate 

Total  number 

909 

76 

817 

462 

133 

5 

3 

Number  sensitive 

351 

36 

406 

166 

44 

4 

1 

Per  cent  susceptible 

38.6 

47.4 

49.7 

35.9 

33.1 

80 

33.3 

Neomycin 

Total  number 

182 

618 

101 

8 

120 

90 

9 

Number  sensitive 

140 

288 

95 

8 

90 

85 

4 

Per  cent  susceptible 

76.9 

46.6 

94.1 

100 

75 

94.4 

44.4 

N itrofurantoin 

Total  number 

93 

120 

898 

76 

818 

465 

117 

5 

3 

Number  sensitive 

84 

110 

866 

. 71 

715 

362 

8 

5 

0 

Per  cent  susceptible 

90.3 

91.7 

96.4 

93.4 

87.4 

77.8 

6.8 

100 

0 

Novobiocin 

Total  number 

187 

640 

5 

Number  sensitive 

184 

601 

5 

Per  cent  susceptible 

98.4 

93.9 

100 

Penicillin 

Total  number 

187 

645 

25 

Number  sensitive 

108 

544 

25 

Per  cent  susceptible 

57.8 

84.3 

100 

Polymyxin 

Total  number 

916 

80 

827 

458 

127 

5 

3 

Number  sensitive 

887 

73 

778 

20 

118 

5 

0 

Per  cent  susceptible 

96.8 

91.3 

94.1 

4.3 

92.9 

100 

0 

Streptomycin 

Total  number 

184 

627 

105 

24 

102 

25 

30 

Number  sensitive 

100 

61 

60 

12 

70 

20 

10 

Per  cent  susceptible 

54.3 

9.7 

57.1 

50 

68.6 

80 

33.3 

Sulfonamide 

Total  number 

915 

80 

824 

462 

128 

5 

3 

Number  sensitive 

372 

31 

189 

248 

11 

0 

2 

Per  cent  susceptible 

40.6 

38.8 

22.9 

53.7 

8.6 

0 

66.7 

Tetracycline 

Total  number 

190 

644 

25 

918 

77 

743 

471 

131 

5 

3 

Number  sensitive 

114 

318 

15 

619 

59 

310 

290 

72 

3 

3 

Per  cent  susceptible 

60 

49.4 

60 

67.4 

76.6 

41.7 

61.6 

55 

60 

100 

Vancomycin 

Total  number 

185 

632 

10 

Number  sensitive 

182 

611 

10 

Per  cent  susceptible 

98.4 

96.7 

100 

micro grams;  nitrofurantoin  (Furadantin), 
100  micrograms;  chloramphenicol  (Chloro- 
mycetin), tetracycline,  neomycin,  novobio- 
cin, and  vancomycin,  each  30  micro  grams; 
erythromycin,  15  micro  grams;  streptomy- 
cin, 10  micrograms;  polymyxin,  300  units; 
penicillin,  10  units;  and  methenamine 
mandelate  (Mandelamine),  2.5  mg.  Al- 
though such  elevated  concentrations  cannot 
be  achieved  in  the  blood  or  tissues,  they  are 
readily  attainable  in  the  urine  so  that  a 
satisfactory  degree  of  correlation  should  be 
anticipated  between  the  laboratory  findings 
and  therapeutic  results.  None  of  the  iso- 
lated organisms  were  tested  against  oleando- 
mycin, kanamycin,  or  colistin  sulfate  (Coly- 


Mycin).  However,  the  spectrum  of  activity 
of  these  antibiotics  closely  parallels  that  of 
erythromycin, 2 neomycin,3  and  polymyxin4 
respectively  so  that  organisms  sensitive  or 
resistant  to  one  are  as  a general  rule  similarly 
susceptible  or  resistant  to  the  counterpart 
of  each.  Because  of  this,  data  obtained  with 
the  latter  agents  may  be  readily  adaptable  to 
the  former. 

Results 

The  number  and  proportion  of  strains 
sensitive  to  each  antimicrobial  agent  among 
the  total  number  of  strains  belonging  to  each 
of  the  pathogenic  species  that  was  tested  is 
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FIGURE  1.  Comparative  antimicrobial  susceptibility  of  bacteria  isolated  from  the  urine  in  1963. 


tabulated  in  Table  I.  Of  particular  interest 
is  the  comparative  efficacy  of  the  different 
compounds  against  the  six  bacterial  species 
most  often  involved  in  urinary  tract  infec- 
tions, namely,  Staphylococcus  aureus,  Strep- 
tococcus fecalis  (Enterococcus),  Escherichia 
coli,  Aerobacter  aerogenes,  Bacillus  proteus, 
and  Pseudomonas  aeruginosa  (Bacillus  pyo- 
cyaneus)  as  evidenced  by  the  proportion  of 
sensitive  strains  within  each  of  the  species 
mentioned.  Findings  in  this  regard  are  de- 
picted graphically  in  Figure  1. 

Considering  Staph,  aureus,  it  may  be 
noted  that  a high  degree  of  activity  (90  per 
cent  or  more  of  strains  sensitive)  was  ex- 
hibited by  vancomycin,  novobiocin,  chlo- 
ramphenicol, erythromycin,  and  nitrofuran- 
toin (Fig.  1).  Approximately  three 
fourths  of  the  isolated  strains  were  also  sus- 
ceptible to  neomycin,  but  tetracycline,  peni- 
cillin, and  streptomycin  were  only  active 
against  60,  57.8,  and  54.3  per  cent  of  the 
Staph,  aureus  strains  respectively. 

A high  proportion  of  Str.  fecalis  strains 
were  sensitive  to  vancomycin,  chlorampheni- 
col, novobiocin,  nitrofurantoin,  erythromy- 


cin, and  penicillin,  the  percentage  ranging 
from  96.7  to  84.3  (Fig.  1).  Approximately 
half  of  these  strains  were  sensitive  to  tetra- 
cycline and  to  neomycin,  but  only  9.7  per 
cent  of  the  strains  were  inhibited  by  strepto- 
mycin. 

The  vast  majority  of  Esch.  coli  strains 
were  inhibited  by  neomycin,  nitrofurantoin, 
polymyxin,  and  chloramphenicol  (100  per 
cent  through  84.9  per  cent),  whereas  tetra- 
cycline (67.4  per  cent),  streptomycin  (57.1 
per  cent),  mandelamine  (47.4  per  cent)  and 
sulfonamide  (40.6  per  cent)  were  less  effec- 
tive (Fig.  1).  A somewhat  similar  range 
and  degree  of  activity  was  evidenced  by  the 
just-mentioned  compounds  against  the  A. 
aerogenes  strains  but  neomycin,  chloram- 
phenicol, tetracycline,  and  sulfonamide  were 
considerably  less  active  against  the  A. 
aerogenes  than  against  the  Esch.  coli  strains 
(Fig.  1). 

Neomycin  (94.4  per  cent)  and  chloram- 
phenicol (89  per  cent)  were  most  active 
against  the  B.  proteus  isolates  followed  by 
streptomycin  (80  per  cent),  nitrofurantoin 
(77.8  per  cent),  tetracycline  (61.6  per  cent), 


March  1, 1965  / New  York  State  Journal  of  Medicine  651 


sulfonamide  (53.6  per  cent),  and  mandela- 
mine  (35.9  per  cent)  (Fig.  1).  The  high 
degree  of  resistance  by  Proteus  strains  to 
polymyxin  is  noteworthy,  only  4.3  per  cent 
of  the  strains  being  inhibited  by  its  action. 
Because  of  the  cross  reactivity  between 
colymycin  and  polymyxin,  activity  of  the 
former  must  be  assumed  to  be  of  a similar 
low  order. 

Ps.  aeruginosa  strains  (Fig.  1)  were  gener- 
ally resistant  to  most  of  the  agents  tested  with 
the  exception  of  polymyxin,  to  which  92.9  per 
cent  of  the  strains  were  sensitive.  Strains 
belonging  to  this  species  were  particularly 
resistant  to  sulfonamide  as  well  as  to  nitro- 
furantoin despite  the  latter’s  high  degree  of 
activity  against  other  gram-negative  bacil- 
lary species. 

Antimicrobial  susceptibility  of  some  of  the 
less  commonly  isolated  species,  such  as  beta 
hemolytic  streptococcus,  paracolon  bacillus, 
Klebsiella  pneumoniae,  and  Alcaligenes  fae- 
calis  may  be  noted  in  Table  I.  Relatively 
few  of  these  strains  were  tested,  however, 
particularly  of  the  latter  two  species,  so  that 
valid  conclusions  with  respect  to  their  rela- 
tive antimicrobial  susceptibility  are  pre- 
cluded. It  is  of  note  that  despite  the  almost 
universal  susceptibility  of  beta  hemolytic 
strains  to  chloramphenicol,  erythromycin, 
novobiocin,  penicillin,  and  vancomycin, 
only  15  out  of  25  of  the  isolated  strains  were 


found  to  be  sensitive  to  tetracycline.  Con- 
sidering the  paracolon  bacillus  strains,  they 
were  in  the  main  sensitive  to  neomycin, 
nitrofurantoin,  polymyxin,  chloramphenicol, 
and  tetracycline,  in  descending  order,  but 
only  half,  or  less,  were  susceptible  to  strep- 
tomycin, mandelamine,  or  sulfonamide. 

Summary 

Bacterial  strains  isolated  from  urine  cul- 
ture, belonging  to  a variety  of  species,  were 
tested  by  the  disk  agar  diffusion  method  for 
their  susceptibility  to  a number  of  antimicro- 
bial compounds  commonly  employed  in  the 
treatment  of  urinary  tract  infection.  Find- 
ings in  this  regard  have  been  tabulated  and 
analyzed  to  provide  data  with  respect  to  the 
potential  therapeutic  effectiveness  of  each 
agent  at  the  present  time  against  particular 
microbial  species  involved  in  such  infections. 
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Case  history 

Lawrence  R.  Tartow,  M.D.:  A sixty- 
two-year-old  white  male  was  admitted  to 
Knickerbocker  Hospital  in  October,  1963, 
complaining  of  cough  and  hemoptysis  of  two 
weeks  duration.  He  had  been  well  until 
about  six  weeks  before  admission  when  he 
developed  fever,  cough,  a feeling  of  tightness 
in  the  chest,  anorexia,  and  weakness.  He 
was  seen  in  the  outpatient  clinic  of  another 
hospital  where  he  was  told  that  he  had 
pneumonia  and  was  given  penicillin,  vita- 
mins, and  some  other  pills.  An  x-ray  film 
taken  then  was  described  as  revealing  “a 
hazy  shadow  over  the  base  of  the  right  upper 
lobe,  consistent  with  pneumonitis.”  He 
was  not  admitted.  His  symptoms  improved 
for  the  most  part,  although  he  continued  to 
feel  weak  and  somewhat  short  of  breath. 
Two  weeks  before  admission  he  had  an 
episode  of  nausea,  vomiting,  and  diarrhea 
which  lasted  for  several  days.  This  was 
not  associated  with  fever  or  abdominal 
pain,  and  he  denied  vomiting  blood  or 
passing  bloody  or  tarry  stools.  These  symp- 
toms subsided  spontaneously,  but  immedi- 
ately thereafter  he  began  having  cough  pro- 
ductive of  bloody  sputum.  He  had  no 
fever  or  chest  pain  but  felt  progressively 
weaker  and  short  of  breath.  He  had 
smoked  up  to  two  packages  of  cigarets  a 
day  but  had  stopped  recently  because  of  a 
“choking  sensation”  when  smoking.  On 
questioning,  he  stated  that  he  had  had  a dry 
cough,  occasionally  productive  of  whitish 


sputum,  for  one  year.  He  denied  recent 
loss  of  weight. 

Family  history  and  past  history  were  un- 
remarkable. He  had  had  surgery  for  vari- 
cose veins  of  the  legs  several  years  before. 
A chest  x-ray  film  taken  in  1961  showed 
negative  findings. 

Physical  examination  revealed  an  ex- 
tremely pale,  chronically  ill-looking  man  in 
no  distress.  Temperature  was  99  F.,  pulse 
92  and  regular,  respirations  24,  and  blood 
pressure  120/60.  The  conjunctivas  and 
mucous  membranes  were  pale.  The  neck 
veins  were  flat,  and  the  trachea  was  in  the 
midline.  Scattered  moist  rales  were  heard 
over  the  right  upper  side  of  the  chest,  par- 
ticularly in  the  right  axilla.  No  dullness  was 
elicited.  The  heart  sounds  were  distant; 
no  murmurs  were  audible.  The  abdomen 
was  soft  and  nontender.  The  lower  border 
of  the  liver  was  palpated  2 fingerbreadths 
below  the  right  costal  margin;  the  upper 
border  was  not  described.  There  was  no 
peripheral  edema  or  cyanosis  and  no  club- 
bing of  the  digits.  On  rectal  examination  a 
slightly  enlarged,  firm,  symmetrical  prostate 
was  felt.  The  stool  was  normal  in  color  and 
gave  a negative  hematest  reaction.  There 
was  no  significant  lymphadenopathy.  An 
initial  electrocardiogram  showed  findings 
within  normal  limits.  Chest  x-ray  examina- 
tion on  admission  showed  an  infiltrate  in  the 
upper  lobe  of  the  right  lung,  predominantly 
in  the  posterior  segment  and  to  a lesser  ex- 
tent in  the  anterior  segment,  consistent  with 
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pneumonia.  Hemoglobin  on  admission  was 
5.9  Gm.  per  100  ml.  with  2,790,000  red 
cells.  The  hematocrit  was  21  and  the 
reticulocyte  count  2.8  per  cent.  The  white 
blood  count  was  12,150  of  which  79  per  cent 
were  neutrophils  and  21  per  cent  lympho- 
cytes. The  platelet  count  was  342,000. 
Bleeding  and  clotting  times  and  prothrombin 
time  were  normal.  A red-cell  smear  showed 
marked  hypochromia  and  anisocytosis.  The 
urine  was  unremarkable.  The  blood  sugar 
was  112  mg.  per  100  ml.  and  the  urea  ni- 
trogen 22.5  mg.  (a  repeat  determination  was 
15.4  mg.).  The  sedimentation  rate  was 
85  mm.  per  hour.  The  total  bilirubin  was 
0.8  mg.  per  100  ml.,  the  alkaline  phos- 
phatase 4.5  Bodansky  units,  cephalin  floccu- 
lation negative,  thymol  turbidity  2.2  units, 
and  total  protein  6.6  Gm.  with  an  albumin- 
globulin  ratio  of  3.9: 2.7. 

Gram  stain  of  the  sputum  showed  a few 
gram-positive  cocci  and  questionable  gram- 
negative bacilli.  Culture  of  the  sputum 
grew  Streptococcus  viridans.  A concen- 
trated smear  for  acid-fast  bacilli  was  nega- 
tive, as  was  a Papanicolaou  smear  of  the 
sputum.  A skin  test  with  first  strength 
PPD  (purified  protein  derivative)  produced 
negative  findings,  but  second  strength  gave 
a positive  reaction.  Skin  tests  with  coccid- 
iodin  and  histoplasmin  gave  negative  re- 
actions. 

Cough  productive  of  bright  red  bloody 
sputum  continued,  but  the  patient  remained 
afebrile  and  free  of  other  complaints.  He 
gained  some  weight  on  a regular  house  diet. 
The  hemoglobin  remained  around  5 Gm. 
per  100  ml.  A bone  marrow  aspiration 
showed  erythroid  hyperplasia  and  virtual 
absence  of  stainable  iron.  Barium-colon 
enema  and  intravenous  pyelogram  showed 
no  pathologic  findings.  X-ray  survey  of 
the  bones  revealed  no  evidence  of  metastatic 
disease.  An  upper  gastrointestinal  series 
revealed  a small  sliding  hiatus  hernia.  Re- 
peated examinations  of  the  stools  for  occult 
blood  were  negative.  He  was  given  iron 
therapy,  initially  by  intramuscular  injection 
and  then  by  mouth.  The  reticulocyte 
count  rose  as  high  as  10  per  cent  without 
significant  increase  in  the  hemoglobin. 

A repeat  chest  x-ray  examination  one 
week  after  admission  showed  no  resolution 
of  the  infiltrate  in  the  upper  lobe  of  the  right 
lung  and  an  infiltrate  in  the  right  lower  lobe. 
The  left  lung  remained  clear.  A small 


homogeneous  area  of  consolidation  with  a 
small  radiolucency  was  noted  in  the  mid- 
portion of  the  infiltrate  in  the  right  upper 
lobe.  The  patient  was  started  on  tetra- 
cycline (Achromycin). 

Repeated  films  of  the  chest  showed  pro- 
gression of  the  previously  described  infil- 
trates. “Honeycombing”  was  seen  through- 
out most  of  the  right  lung.  The  left  lung 
remained  clear,  and  there  was  no  change  in 
the  patient’s  general  condition.  He  con- 
tinued to  produce  bloody  sputum.  The 
temperature  remained  between  98  and  100 
F.  Concentrated  smears  of  a total  of  four 
sputums  and  two  gastric  lavages  were  neg- 
ative for  acid-fast  bacilli. 

Following  transfusion  with  four  units  of 
blood  the  hemoglobin  rose  to  11.4  Gm.  per 
100  ml.,  and  on  November  20  bronchoscopy 
was  performed.  Blood  was  seen  coming 
from  the  right  main-stem  bronchus,  but  no 
other  lesion  was  visualized.  No  tumor  cells 
were  seen  in  the  fluid  obtained  at  bronchos- 
copy. On  November  27  a bilateral  scalene 
fat  pad  biopsy  was  done.  A total  of  22 
lymph  nodes  were  examined  and  described 
as  hyperplastic.  The  nodes  from  the  right 
side  showed  mild  anthracosis  and  occasional 
foci  of  hemosiderin  deposition. 

The  patient  continued  to  bring  up  between 
100  and  300  cc.  of  tenacious,  red,  bloody 
sputum  daily.  On  November  29  he  was 
started  on  isoniazid,  100  mg.  four  times  a 
day  by  mouth.  A chest  x-ray  film  on 
December  5 revealed  a significant  partial 
clearing  of  the  infiltrate,  especially  marked 
at  the  base  of  the  right  lung.  There  was 
still  considerable  residual  infiltrate  in  the 
right  lung’s  upper  lobe  and  to  a lesser  extent 
in  the  right  lower  lobe. 

On  December  10  the  hemoglobin  was  6.8 
Gm.  per  100  ml.  The  stools  remained  free 
of  blood.  Repeat  x-ray  examination  of  the 
chest  on  December  18  showed  no  interval 
change.  Several  blood  transfusions  raised 
the  hemoglobin  to  12.5  Gm.  per  100  ml.,  and 
on  December  26  an  operation  was  performed. 

Discussion 

Richard  B.  Nolan,  M.D.:*  The  salient 
features  of  this  case,  as  I see  them,  consist 
of  a sixty-two-year-old  man  with  a two- 

* Associate  Thoracic  Surgeon,  Knickerbocker  Hospital, 
Triboro  Hospital,  Polyclinic  Hospital,  and  Beekman-Down- 
town  Hospital. 
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week  history  of  cough  and  severe  continuing 
hemoptysis;  an  antecedent  six- week  history 
of  fever,  anorexia,  and  weakness;  and  x-ray 
evidence  of  a progressing  pueumonic  process 
involving  the  right  lung.  He  was  somewhat 
short  of  breath,  and  the  sputum,  in  addition 
to  being  grossly  bloody,  was  tenacious.  We 
are  fortunate  in  having  access  to  a chest 
x-ray  film  showing  negative  results  taken  a 
little  over  two  years  previously.  The 
patient  admitted  to  having  smoked  up  to 
two  packs  of  cigar ets  a day. 

The  only  important  findings  on  physical 
examination  were  rales  in  the  right  upper 
part  of  the  chest  and  a slightly  enlarged 
liver.  Laboratory  studies  revealed  a pro- 
found anemia;  the  hemoglobin  was  about  6 
Gm.  per  100  ml.  It  seems  to  be  a normo- 
cytic  hypochromic  anemia.  The  chest  x-ray 
films  are  most  striking,  and  I suggest  we 
turn  to  them. 

Joseph  M.  Moynahan,  M.D.:  The 

initial  films  revealed  linear  interstitial  infil- 
trates mostly  confined  to  the  upper  lobe  of 
the  right  lung  (Fig.  1A).  In  addition, 
there  was  an  ill-defined  homogeneous  density 
in  the  anterior  segment  which  was  almost 
obscured  by  infiltrate.  On  several  films 
poorly  defined  radiolucencies  were  noted 
suggesting  cavitation.  There  was  no  evi- 
dence of  a fluid  level  in  any  of  these.  The 
patient  was  in  the  hospital  for  many  weeks, 
and  we  were  able  to  follow  this  infiltrative 
process.  For  example,  a film  taken  three 
and  one-half  weeks  after  admission  shows  the 
process  to  be  extending  into  the  middle  and 
lower  lobes  of  the  right  lung  (Fig.  IB),  but  a 
film  taken  after  an  additional  two  weeks 
shows  noticeable  clearing  in  the  lower  lung 
field  (Fig.  1C).  A film  taken  after  two  more 
weeks  of  observation  shows  increased  density 
and  a somewhat  better  defined  contour  to  the 
rounded  homogeneous  density  in  the  upper 
field  of  the  right  lung  (Fig.  ID).  In  these 
selected  films,  covering  a period  of  two 
months,  there  is  no  evidence  of  any  infil- 
trative process  in  the  left  lung.  At  various 
times  in  his  preoperative  study  a bone  survey, 
a gastrointestinal  survey,  and  an  excretory 
urogram  were  performed.  None  of  these 
studies  was  revealing. 

From  a radiologic  point  of  view,  a granu- 
lomatous process,  such  as  tuberculosis  or  a 
mycosis,  would  have  to  be  considered.  The 
rapid  progression  and  partial  clearing  of 
the  interstitial  infiltrates  are  against  this 


diagnosis,  as  is  the  lack  of  spread  to  the 
opposite  lung.  The  absence  of  a fluid  level 
and  the  lack  of  significant  resolution  are 
against  a diagnosis  of  lung  abscess.  The 
unilateral  nature  of  the  disease  tends  to 
eliminate  the  many  entities  causing  bilateral 
infiltrates,  such  as  sarcoidosis,  pneumoconi- 
osis, pulmonary  hemosiderosis,  and  so  forth. 
A malignant  process  appears  to  be  the  most 
likely  diagnosis,  either  a peripheral  carci- 
noma with  lymphatic  spread  or  an  alveolar 
carcinoma.  Inasmuch  as  this  is  not  a 
hilar  lesion  with  partial  or  complete  obstruc- 
tion of  a major  bronchus,  regression  and 
progression  of  the  interstitial  infiltrate 
is  unusual.  It  may  be  explained  on  the 
basis  of  resorption  of  aspirated  blood  or 
clearing  of  an  associated  pneumonitis. 

Dr.  Nolan:  The  differential  diagnosis 
must  run  the  gamut  of  all  lesions  which  are 
likely  to  produce  a diffuse  parenchymal 
process  with  massive  hemoptysis  and  asso- 
ciated sputum  production.  I don’t  think 
bacterial  inflammation  is  a very  likely 
cause,  as  the  infiltrate  persisted  in  the  face 
of  adequate  doses  of  appropriate  antibiotics. 

In  a patient  who  had  surgery  for  varicose 
veins  two  years  previously,  one  should  think 
of  multiple  pulmonary  infarcts.  It  is  possi- 
ble, although  unusual,  for  multiple  pul- 
monary infarcts  to  occur  without  clinical 
evidence  of  the  source  of  the  emboli.  There 
was  no  evidence  of  a superficial  thrombo- 
phlebitis in  this  patient,  and  a deep  femoral 
thrombophlebitis  seems  unlikely. 

The  initial  area  of  infiltration  is  in  the 
posterior  segment  of  the  upper  lobe  of  the 
right  lung,  and  of  course  pulmonary  tuber- 
culosis comes  to  mind.  In  a patient  who  has 
not  had  previous  antituberculous  chemo- 
therapy, the  failure  to  obtain  a positive 
smear  or  culture  with  this  degree  of  paren- 
chymal infiltration  is  most  unlikely.  The 
first  strength  PPD  was  reported  as  negative, 
which  may  occur  with  primary  tuberculosis; 
the  second  strength  was  positive,  as  one 
might  expect  of  any  patient  in  this  age 
group  who  had  been  exposed  to  tubercu- 
losis in  his  previous  years  of  living  in  the 
city.  It  is  my  feeling  that  if  daily  sputum 
examinations  or  twenty-four-hour  concen- 
trates do  not  show  positive  findings  on 
three  to  five  consecutive  examinations,  one 
must  seriously  doubt  the  diagnosis  of 
tuberculosis  and  look  for  another  cause. 

Skin  tests  with  histoplasmin  and  coccidioi- 
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FIGURE  1.  Chest  roentgenograms.  (A)  On  admission  showing  linear  interstitial  infiltrates  chiefly  in  upper 
lobe  of  right  lung.  (B)  Three  and  one-half  weeks  after  admission  showing  linear  interstitial  infiltration  ex- 
tending into  the  middle  and  lower  lobes  of  right  lung.  (C)  Two  weeks  after  (B)  showing  clearing  in  lower 
field  of  right  lung  and  more  obvious  demarcation  of  homogeneous  density  in  upper  field  of  right  lung.  (D) 
Nine  weeks  after  admission  showing  diffuse  infiltration  of  all  lobes  of  right  lung  and  better-defined  contour 
of  homogeneous  density  in  upper  field  of  right  lung. 

din  were  performed  with  negative  results. 

It  would  be  most  unusual  to  have  severe 
parenchymal  involvement  with  either  histo- 
plasmosis or  coccidioidomycosis  and  not 
have  a positive  reaction  to  a skin  test.  I am 
willing  to  rule  these  out. 

Idiopathic  pulmonary  hemosiderosis  is  a 


distinct  possibility.  However,  one  would 
expect  to  find  the  sputum  loaded  with  he- 
mosiderin-containing macrophages.  There 
is  a note  that  the  scalene  fat  pad  on 
the  right  showed  mild  anthracosis  and 
occasional  foci  of  hemosiderin  deposition, 
but  this  extreme  degree  of  parenchymal 
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disease  should  have  been  identified  by 
sputum  studies  alone. 

The  possibility  of  a malignant  process  also 
must  be  kept  in  mind.  Metastatic  disease 
from  the  prostate  is  most  unlikely  in  view  of 
the  copious  sputum  production  and  severe 
continuing  hemoptysis.  There  is  nothing  to 
explain  the  blood  loss  one  may  see  with 
excavation  within  a metastatic  lesion. 

Lymphangitic  spread  of  a malignant 
process  may  fit  the  clinical  picture,  especially 
the  element  of  increasing  dyspnea,  usu- 
ally secondary  to  alveolar-capillary  block. 
Normal  diffusion  of  respiratory  gases  is 
altered  in  such  cases,  and  respiratory  dis- 
tress is  the  rule.  Primary  bronchogenic 
carcinoma  with  erosion  of  an  intrapulmonic 
branch  of  the  pulmonary  artery  has  been 
reported  to  produce  miliary  spread  of  tumor 
within  the  lung.  This,  however,  is  a most 
unusual  finding,  and  I would  reject  it  on  a 
purely  statistical  basis.  Primary  broncho- 
genic carcinoma  with  pneumonia  and  local 
spread  is  far  more  common  and  should  be 
strongly  considered  in  this  case.  The  x-ray 
picture  remains  limited  to  the  right  side, 
and  there  is  a suggestion  of  a localizing  mass 
in  the  parenchyma  that  could  well  be  the 
primary  tumor.  The  patient’s  age,  sex, 
and  smoking  habits  are  certainly  consistent 
with  bronchogenic  carcinoma  of  the  usual 
variety.  However,  I would  expect  to  see 
x-ray  evidence  of  a gradually  enlarging, 
localizing  mass. 

A rather  uncommon  pulmonary  lesion 
which  might  produce  this  picture  is  an 
entity  called  pulmonary  adenomatosis  or 
alveolar  cell  carcinoma.  The  lesion  arises 
from  basal  cells  of  the  mucosa  in  the  terminal 
bronchioles.  It  may  be  multifocal,  and 
it  may  exhibit  varying  degrees  of  malignancy, 
as  evidenced  by  invasiveness  as  well  as  local 
spread  and  distant  metastases.  Some  cases 
have  remained  localized  for  long  periods, 
while  others  have  spread  rapidly.  Pleural 
effusion  is  rare  in  this  process,  as  is  evidence 
of  cavitation.  The  production  of  a very 
mucoid  sputum  is  often  characteristic. 
There  is  a tendency  to  local  spread,  more 
often  on  the  side  of  the  original  lesion, 
although  contralateral  spread  is  occasionally 
seen.  It  is  not  common  to  have  the  sputum 
grossly  bloody,  although  blood  streaking 
may  occur.  In  this  process  considerable 
extent  of  alveolar  membrane  may  be 
obstructed  by  either  altered  epithelium  or 


retained  mucus;  this  furnishes  a simple 
explanation  for  the  alveolar-capillary  block 
and  the  significant  dyspnea.  It  is  interesting 
to  note  that  despite  copious  sputum  produc- 
tion, careful  exfoliative  cytologic  studies 
in  this  process  often  fail  to  reveal  the 
presence  of  cancerous  cells. 

I firmly  believe  that  this  patient  has  a 
primary  malignant  process  involving  the 
right  lung.  I doubt  that  it  was  one  of  the 
more  usual  varieties  of  lung  cancer;  it  seems 
probable  that  it  was  one  of  the  less  fre- 
quently encountered  types.  Therefore,  I 
shall  cast  my  vote  for  a neoplasm  somewhere 
along  the  spectrum  of  pulmonary  adenoma- 
tosis to  alveolar  cell  carcinoma. 

Benjamin  E.  Krentz,  M.D.:  I wonder 
if  the  ill-defined  nodular  density  might  be  a 
hamartoma  and  the  surrounding  interstitial 
infiltrate  a diffuse  pneumonitis  around  it. 

Dr.  Nolan:  Hamartomas  are  usually 

very  sharply  circumscribed,  and  they  rarely 
produce  such  a remorseless  downhill  picture. 
They  are  considered  as  benign  lesions 
giving  rise  to  symptoms  only  by  virtue  of 
location. 

Marcel  Tuchman,  M.D.:  Does  the 

patient’s  age  militate  against  the  diagnosis 
of  alveolar  cell  carcinoma? 

Dr.  Nolan:  No,  the  mean  age  is  between 
the  fifth  and  sixth  decades  of  life.  Admit- 
tedly, alveolar  cell  carcinoma  may  occur  at 
an  earlier  age  than  the  more  common 
squamous  type  of  bronchogenic  carcinoma, 
but  it  is  more  common  over  the  age  of 
fifty  than  under  it.  Unlike  bronchogenic 
carcinoma,  alveolar  cell  carcinoma  has  no 
sex  predilection;  it  occurs  as  commonly 
in  women  as  in  men.  Also,  it  does  not 
seem  to  have  the  same  relationship  to  smok- 
ing. 

Dr.  Tuchman:  The  striking  feature  in 

this  case  was  the  amount  of  hemoptysis.  It 
was  regular  and  copious.  What  sort  of  lung 
disease  is  likely  to  produce  blood  loss  to  this 
degree,  leading  to  a hemoglobin  level  of  6 
Gm.  per  100  ml.? 

Michael  S.  Bruno,  M.D.:  Not  only 

was  the  hemoglobin  on  admission  very  low, 
but  the  patient  continued  to  bleed,  and 
bleeding  and  anemia  were  his  major  prob- 
lems. The  situation  was  very  similar  to 
constant  uncontrollable  bleeding  from  a 
cancer  of  the  stomach.  Such  a degree  of 
bleeding  can  only  be  associated  with  tuber- 
culosis or  cancer.  In  both  instances  there  is 
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FIGURE  2.  (A)  Section  of  tumor  from  upper  lobe  of  right  lung  showing  nests  and  small  aggregates  of  large 
polyhedral  cells  with  loss  of  cellular  cohesion.  (B)  High  power  of  tumor  showing  pleomorphic  and  bizarre 
cells. 


either  a large  area  of  cavitation  with  bleeding 
into  the  cavity  from  its  sloughing  wall,  or 
there  is  an  erosive  endobronchial  lesion. 
Cavitation  with  slough  is  more  frequent. 
Surgery  was  advised  in  an  effort  to  control 
blood  loss  in  this  patient  even  though  we  felt 
he  had  inoperable  carcinoma.  Again,  the 
situation  resembles  that  of  a gastric  cancer 
with  the  threat  of  exsanguination. 

Clinical  diagnoses 

1.  Bronchogenic  carcinoma , upper  lobe  of 
right  lung,  with  cavitation  and  hemorrhage 

2.  Organizing  pneumonitis 

3.  Pulmonary  embolus,  terminal 

Dr.  Nolan's  diagnosis 

Alveolar  cell  carcinoma,  upper  lobe  of  right 
lung,  with  surrounding  pneumonitis 

Pathologic  report 

William  B.  Ober,  M.D.:  The  impres- 

sion on  service  was  that  the  patient  had  in- 
operable lung  cancer.  However,  severe  con- 
tinuing hemoptysis  was  a very  difficult  situa- 


tion to  manage,  requiring  repeated  trans- 
fusions. I don’t  think  I have  ever  seen  a 
man  lose  so  much  blood  day  after  day  from 
primary  lung  cancer.  For  this  reason 
thoracotomy  was  decided  on  with  the  hope 
of  being  able  to  perform  a palliative  pro- 
cedure. It  proved  technically  feasible  to  do 
a right  upper  lobectomy;  the  surgeon  noted 
large  firm  mediastinal  nodes  beyond  the 
place  of  resection. 

As  Dr.  Nolan  predicted,  it  was  one  of  the 
less  commonly  seen  histologic  types  of  lung 
cancer.  The  primary  lesion  was  not  large; 
it  was  an  irregular  whitish-yellow  mass  about 
3 to  4 cm.  in  greatest  size  located  about  2 
cm.  from  the  hilus.  It  surrounded  the 
major  bronchial  branches  to  the  anterior 
segment  of  the  lobe,  but  we  were  unable  to 
demonstrate  a specific  point  for  hemoptysis 
or  erosion  from  a bronchus  into  a vessel. 
Histologically,  the  tumor  tended  to  grow  in 
nests  and  small  masses  (Fig.  2A).  Loss  of 
cellular  cohesion  was  a striking  feature. 
The  cells  were  relatively  large  and  pleomor- 
phic with  occasional  bizarre  cells  present 
(Fig.  2B).  I would  classify  it  as  a pleomor- 
phic cell  carcinoma  of  the  lung. 

The  remainder  of  the  right  upper  lobe 
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FIGURE  3.  (A)  Fibrinous  pleuritis  overlying  organizing  pneumonitis.  (B)  Organizing  pneumonitis  with 
thick-walled  blood  vessels. 


parenchyma  was  poorly  aerated,  inelastic, 
and  rather  fleshy.  Microscopically,  it 
showed  a process  which  we  now  call  organiz- 
ing pneumonitis,  but  which  used  to  be  called 
by  the  more  descriptive  term,  carnification. 
An  acute  fibrinous  exudate  was  present  on 
the  pleura  overlying  this  inflammation  (Fig. 
3A),  and  the  parenchyma  underlying  it 
showed  varying  degrees  of  chronic  inflam- 
mation and  fibrosis  (Fig.  3).  Elsewhere  in 
the  lobe  many  alveolar  spaces  were  filled 
with  macrophages  (Fig.  4).  These  con- 
tained only  small  amounts  of  iron.  Much 
as  in  the  endometrium,  one  does  not  find 
appreciable  iron  if  the  bleeding  is  “outside,” 
that  is,  if  the  flow  of  blood  is  free  and  not 
retained  within  tissue.  Another  observa- 
tion which  accords  with  the  fashion  of  the 
day  was  the  observation  of  patches  of 
squamous  metaplasia  of  the  bronchial  sur- 
face epithelium  (Fig.  5).  These  are  consist- 
ent with  his  history  of  smoking  two  packs  of 
cigarets  a day,  the  price  we  pay  for  this 
means  of  oral  gratification. 

Following  surgery  the  patient  “did  well” 
for  about  two  weeks.  I am  always  skeptical 
about  this  sort  of  bland  statement.  It  may 
presage  a speedy  recovery,  devoutly  wished, 


FIGURE  4.  Section  of  lung  distal  to  tumor  showing 
alveoli  filled  with  macrophages. 


but  it  may  also  mean  that  the  patient’s  vital 
signs  are  normal  and  that  he  is  too  weak  to 
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FIGURE5.  Squamous  metaplasia  of  a tip  of  the 
fold  in  bronchial  mucosa. 


FIGURE  7.  Section  of  liver  showing  trabeculae 
widely  separated  by  accumulated  fluid  in  space  of 
Disse. 


FIGURE  6.  Fibrin  thrombi  distending  alveolar 
capillaries. 


FIGURE  8.  Section  of  pancreas  showing  diffuse 
fibrosis  and  atrophy  of  exocrine  parenchyma. 


complain.  However,  the  lobectomy,  pal-  trolling  hemoptysis  and  reducing  cough  and 

liative  as  it  was  planned,  did  succeed  in  con-  sputum  production.  Nonetheless,  his  bene- 
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fits  were  short-lived.  He  developed  pro- 
gressive respiratory  distress  and  died  four 
weeks  after  operation. 

Postmortem  examination  disclosed  resid- 
ual pleomorphic  cell  carcinoma  in  medias- 
tinal and  hilar  lymph  nodes,  but  there  were 
no  metastases  to  any  other  organ.  In  short, 
he  didn’t  die  of  his  cancer  but  with  it.  The 
actual  cause  of  death  seemed  to  have  in- 
volved a multiplicity  of  factors.  There  was 
a large  hemorrhagic  infarct  in  the  lower  lobe 
of  the  right  lung;  the  alveoli  of  almost  half 
the  lobe  were  stuffed  with  blood,  and  a 
thrombus  blocked  the  major  vessel  to  this 
lobe.  There  was  a diffuse  acute  tracheo- 
bronchitis, possibly  related  to  difficulties 
with  the  tracheostomy  tube.  However, 
there  was  no  true  pneumonia  in  the  left  lung. 
Instead,  there  was  diffuse  fibrin  thrombosis 
of  alveolar  capillaries  throughout  (Fig.  6). 
Whether  these  were  the  result  of  some  altera- 
tion in  blood  clotting  factors  secondary  to 
the  residual  tumor  or  secondary  to  the  ter- 
minal tracheobronchial  infection  is  not  clear. 
However,  the  large  infarct  on  the  right  and 
the  fibrin  thrombi  of  the  left  combined  to 
limit  respiratory  diffusion,  and  it  adequately 
explains  his  terminal  dyspnea  and  ultimate 
apnea. 

The  heart  was  enlarged  and  weighed  500 
Gm.,  chiefly  due  to  left  ventricular  hyper- 
trophy. There  was  extensive,  severe  pe- 
ripheral arteriosclerosis.  The  right  ventricle 
was  also  dilated  and  its  wall  thickened  to  8 


Importance  of  youngster’s  vision 

One  of  every  four  school-age  children  has  some 
kind  of  eye  trouble,  according  to  a Federal  child- 
welfare  official. 

A booklet  entitled  “Your  Preschool  Child’s 
Eyes,”  written  for  parents  by  the  Children’s 
Bureau,  a branch  of  the  Department  of  Health, 
Education,  and  Welfare,  advises  that  a child’s 


mm.  In  view  of  the  pulmonary  findings,  I 
think  this  feature  may  be  ascribed  to  cor 
pulmonale.  An  element  of  “backward  fail- 
ure” or  right  ventricular  failure  was  present, 
as  the  liver  weighed  2,050  Gm.  and  showed  a 
marked  degree  of  interstitial  edema  (Fig.  7) , 
but  there  was  no  real  central  congestion  and 
pericentral  necrosis.  An  incidental  finding 
for  which  we  were  unprepared  was  a severe 
degree  of  chronic  pancreatitis  with  pro- 
nounced fibrosis  replacing  the  exocrine 
parenchyma  (Fig.  8).  It  involved  almost 
the  entire  organ,  and  I was  surprised  that  it 
was  as  silent  as  it  appears  to  have  been. 

Anatomic  diagnoses 

1.  Pleomorphic  cell  carcinoma  of  upper 
lobe  of  right  lung,  with  metastases  to  tracheo- 
bronchial and  mediastinal  lymph  nodes , re- 
sected 

2.  Organizing  pneumonitis,  upper  lobe  of 
right  lung,  diffuse 

3.  Squamous  metaplasia,  bronchi,  patchy 

4.  Pulmonary  infarct,  lower  lobe  of  right 
lung,  large 

5.  Intravascular  fibrin  thrombosis,  left 
lung,  diffuse 

6.  Acute  tracheobronchitis 

7.  Cardiac  dilatation  and  hypertrophy , 
biventricular,  with  aortic  arteriosclerosis  and 
cor  pulmonale 

8.  Edema  of  liver 

9.  Chronic  pancreatitis  with  fibrosis 


eyes  be  tested  by  his  third  birthday;  some  eye 
conditions,  if  untreated,  can  destroy  vision. 

Parents  should  not  rely  on  their  youngster’s 
judgment  of  whether  or  not  he  can  see  well. 
Only  a professional  eye  examination  can  deter- 
mine that. 

Copies  of  “Your  Preschool  Child’s  Eyes”  may 
be  purchased  for  15  cents  each  from  the  Super- 
intendent of  Documents,  U.S.  Government 
Printing  Office,  Washington,  D.C.  20402. 
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Deaths  in  pregnant  women  due  to  liver 
failure  have  been  reported  as  long  ago  as 
1706  by  Kerkring.1  More  recent  descrip- 
tions of  such  an  event  include  those  of 
Sheehan,2  Ober  and  LeCompte,3  and  oth- 
ers. 4 “7  The  potential  hepatoxicity  of  tetra- 
cycline and  its  homologues  was  first  described 
by  Sborov  and  Sutherland,8  Lepper  et  al.,9 
and  by  Rutenburg  and  Pinkes10  in  1951  to 
1952.  The  connection  between  acute  fatty 
metamorphosis  of  the  liver  in  pregnant 
women  and  tetracycline  therapy  has  been 
emphasized  recently  by  Schultz  et  al .n 
and  by  others.12-16 

Case  report 

A forty-one-year-old  white  female  was 
admitted  to  the  North  Shore  Hospital  on 
October  28,  1963,  for  a repeat  cesarean  sec- 
tion. Her  expected  delivery  date  was  No- 
vember 6,  1963.  She  had  twice  previously 
been  delivered  by  cesarean  section,  in  1948 
for  cephalopelvic  disproportion  and  again  in 


1950.  The  past  medical  and  surgical  his- 
tory was  unremarkable. 

On  admission,  her  blood  pressure  was 
120/60,  pulse,  90;  respiration,  18;  and 
temperature,  98  F.  The  fetal  heart  rate 
was  recorded  at  140  per  minute  at  the 
umbilicus.  Her  hemoglobin  was  14.1  and 
white  blood  count  10,000,  with  a normal 
differential.  Results  of  routine  urinalysis 
were  within  normal  limits.  The  infant  was 
in  the  vertex  presentation  with  the  vertex 
floating.  The  estimated  fetal  weight  was 
3,000  Gm. 

On  the  next  day,  a repeat,  low-transverse 
cesarean  section  was  performed,  at  which 
time  a central  placenta  previa  was  noted. 
A living  male  infant  was  delivered  easily 
through  the  placenta.  The  placenta  itself 
was  extracted  with  difficulty,  marked  ad- 
herence being  encountered;  however,  it  was 
believed  that  the  entire  placenta  had  been 
removed.  Excessive  hemorrhage  obscured 
adequate  visualization  of  the  lower  seg- 
ment. The  uterine  incision  was  closed, 
with  apparent  control  of  bleeding.  While 
the  abdomen  was  being  closed,  the  patient’s 
vital  signs  were  noted  to  deteriorate,  and 
her  blood  pressure  fell  to  60/40  with  a 
pulse  of  120  to  140  per  minute.  Poor 
response  was  noted  to  plasma  expander  and 
whole  blood  transfusion  under  pressure. 
With  the  completion  of  the  abdominal 
closure,  fundal  pressure  resulted  in  the 
passage  of  approximately  500  cc.  of  blood 
and  clots.  The  blood  pressure  simultane- 
ously fell  to  a systolic  of  10  mm.  Hg  with  an 
unobtainable  diastolic,  and  a thready  pulse 
was  recorded  at  100  per  minute. 

The  abdomen  was  reopened  immediately, 
and,  at  first,  a subtotal  hysterectomy  was 
performed.  A generalized  ooze  was  noted 
throughout  the  pelvis.  Failure  of  clot 
formation  was  noted  for  the  first  time  on 
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removal  of  the  fundus.  Fibrinogen  levels 
were  reported  at  zero,  and  8 Gm.  of  fibrin- 
ogen were  given  intravenously.  Continued 
bleeding  was  then  controlled  by  bilateral 
ligation  of  the  hypogastric  arteries.  The 
remainder  of  the  lower  uterine  segment  and 
cervix  was  then  excised.  The  pelvis  was 
packed  with  a plain,  6-inch-wide  gauze  roll. 
After  11  units  of  blood  had  been  admin- 
istered, bleeding  was  controlled,  and  the 
abdomen  was  closed. 

Postoperative  course.  Postoperatively,  the 
patient  developed  a bilateral  pneumonia  in 
the  first  twelve  hours,  and  she  was  given 
3 Gm.  of  tetracycline  intravenously  per  day 
for  four  days.  At  this  time,  her  tempera- 
ture was  101  F.  On  the  second  post- 
operative day,  intravenous  penicillin  was 
added  to  the  regimen  in  doses  of  2 to  3 
million  units  per  day.  Right  costovertebral 
angle  tenderness  also  became  apparent; 
however,  urinalysis  and  cultures  failed  to 
reveal  evidence  of  infection.  An  intra- 
venous pyelogram  on  the  eighth  day  re- 
vealed good  bilateral  renal  function. 

By  the  third  postoperative  day,  the 
patient  appeared  to  be  stable  and  improv- 
ing gradually.  The  pelvic  pack  was  re- 
moved without  incident.  The  patient  also 
passed  large  quantities  of  flatus  and  a 
watery  stool. 

On  the  fifth  postoperative  day,  she  was 
given  tetracycline  orally,  1 Gm.  per  day. 
She  was  tolerating  a regular  diet  poorly.  A 
hypoalbuminemia  and  hypoproteinemia  were 
noted. 

On  the  eighth  postoperative  day,  all  antibi- 
otics were  stopped.  It  was  at  this  time  that 
the  patient  developed  a severe  watery  diar- 
rhea which  was  controlled  with  small  doses  of 
paregoric.  Stool  cultures  were  negative. 
The  patient’s  condition  remained  fairly 
stable  until  the  morning  of  the  tenth  day 
when  her  temperature  rose  to  101  F.,  with 
a pulse  of  140  per  minute.  There  was 
marked  abdominal  distention,  a marked 
acidosis,  and  bowel  sounds  were  absent. 
X-ray  studies  revealed  a pattern  of  a 
paralytic  ileus.  The  patient  was  treated 
using  a Miller- Abbott  tube  and  intravenous 
fluids.  Oxytetracycline  was  started  via 
the  intravenous  route  with  a dose  of  3 Gm. 
per  day.  A pelvic  density  was  also  ap- 
parent on  x-ray  examination  that  was 
believed  to  be  either  a pelvic  hematoma  or 
abscess;  however,  pelvic  examination  failed 


to  reveal  any  discrete  mass.  The  patient’s 
condition  became  stable,  although  electrolyte 
and  acid-base  balance  were  difficult  to 
maintain. 

On  the  fourteenth  postoperative  day,  the 
patient’s  blood  pressure  suddenly  fell  to 
90/60  with  a pulse  of  140  per  minute. 
At  this  time,  the  hemoglobin  was  21, 
hematocrit  52,  and  carbon  dioxide  18. 
The  marked  hemoconcentration  and  hypo- 
volemia were  treated  with  whole-blood 
transfusion  and  75  Gm.  of  albumin  intra- 
venously. Following  this  therapy,  her 
hemoglobin  was  recorded  at  15  Gm.,  and  her 
vital  signs  stabilized. 

The  patient’s  condition  became  progres- 
sively worse.  X-ray  examination  showed 
that  the  previously  noted  pelvic  density  ap- 
peared to  be  expanding,  and  her  tempera- 
ture curve  demonstrated  a spiking  pattern 
with  a peak  of  101.8  F.  In  view  of  this 
deteriorating  condition  and  the  suspicion  of 
a pelvic  abscess,  laparotomy  was  per- 
formed on  the  fifteenth  postoperative  day. 
No  pelvic  collection  was  found.  The  sub- 
hepatic  space  was  likewise  free  of  any  col- 
lection. A culture  of  the  pelvic  area,  where 
the  pack  had  been,  revealed  a moderate 
number  of  colonies  of  coagulase-positive 
staphylococci. 

After  this  second  procedure,  the  patient’s 
course  was  marked  by  recurrent  episodes  of 
hypotension  that  were  stabilized  with  blood 
and  intravenous  albumin.  Jaundice,  glos- 
sitis, stomatitis,  massive  guaiac-positive 
diarrhea,  and  minimal  hematemesis  were 
also  noted,  and  a profound  hypotensive 
episode  occurred  on  the  eighteenth  post- 
operative day.  The  patient  died  on  the 
nineteenth  postoperative  day. 

The  patient  was  in  electrolyte  and  acid- 
base  balance  during  her  last  three  days  of 
life.  Her  urinary  output  was  consistently 
good  until  the  terminal  hypotensive  episode. 
Serial  specific  gravities  of  the  urine  revealed 
adequate  dilution  and  concentration. 

Pathology.  An  autopsy  was  performed 
nine  hours  post  mortem.  The  peritoneal 
cavity  was  found  to  contain  approximately 
2,000  cc.  of  serous  yellow  fluid.  Cultures 
taken  of  this  fluid  revealed  colonies  of 
Escherichia  coli  and  a moderate  number  of 
coagulase-positive  staphylococci.  The  sur- 
faces of  the  small  and  large  intestines, 
stomach,  and  inferior  portion  of  the  liver 
were  partially  covered  by  a soft  translucent 
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FIGURE  1.  Photomicrograph  of  liver.  There  is  ex- 
tensive fatty  metamorphosis  of  both  large  droplet 
and  small  droplet  type.  The  small,  darkly  staining 
cells  are  erythrocytes. 

material  that  resembled  precipitated  protein. 
There  was  no  evidence  of  peritonitis  or  of  a 
subphrenic,  subhepatic,  or  pelvic  abscess. 
The  uterus  was  absent  and  the  liver  moder- 
ately enlarged. 

The  liver  was  soft,  uniformly  yellow- 
brown,  and  weighed  2,300  Gm.  The  usual 
lobular  markings  were  present.  Intrahe- 
patic  bile  ducts  and  blood  vessels  were  un- 
remarkable. Histologic  changes  were  sim- 
ilar throughout  and  characterized  by  the 
presence  of  fat  vacuoles  in  virtually  all 
parenchyma]  cells  (Fig.  1).  In  a few 
regions,  cells  contained  multiple  small  vacu- 
oles without  nuclear  displacement,  but  in 
most  a single,  large  vacuole  that  tended  to 
displace  the  nucleus  was  present.  Focal 
necrosis  and  bile  stasis  were  completely 
absent,  and  there  was  no  increase  in  fibrous 
tissue.  The  portal  area  was  involved  in  the 
process. 

The  kidneys  together  weighed  300  Gm. 
The  capsules  stripped  with  ease  to  reveal 
smooth  cortical  surfaces.  The  renal  paren- 
chyma, pelves,  and  ureters  were  grossly 
within  normal  limits.  Histologic  changes 
were  limited  to  the  renal  tubules.  A few 
contained  brown,  coarsely  granular  casts. 
Tubular  epithelium  in  widely  scattered 
regions  showed  slightly  enlarged,  deeply 
staining  nuclei.  Epithelial  cells  contained 
small,  empty  vacuoles,  and  fat  stains  re- 
vealed large  numbers  of  tiny  fat  droplets 
within  many  epithelial  cells.  Free  fat  was 
not  present  in  the  tubular  lumina. 


The  small  intestine  contained  approxi- 
mately 50  superficial  mucosal  ulcers  that 
measured  up  to  4 cm.  in  length  and  0.4 
cm.  in  width.  Their  long  axis  paralleled 
that  of  the  intestine.  They  did  not  extend 
into  the  muscularis,  and  organisms  could 
not  be  identified  in  them.  Extensive  super- 
ficial ulceration  of  the  mucosa  was  noted  in 
the  esophagus. 

The  lungs  were  congested,  and  wide- 
spread atelectasis  was  present.  Numerous 
arterioles  and  capillaries  contained  recent 
small  thrombi,  but  no  infarcts  were  present. 
The  pituitary  contained  two  small  recent 
infarcts.  The  remaining  organs  were  within 
normal  limits. 

A second  case  of  fatal  acute  fatty  meta- 
morphosis of  the  liver  in  a pregnant  woman 
occurred  in  Nassau  County  during  the  same 
year.  The  patient  began  to  vomit  forty- 
eight  hours  after  a cesarean  section.  There 
was  oliguria  of  about  200  cc.  daily  for  the 
three  days  from  operation  until  death. 
No  tetracycline  had  been  given,  but  2 
Gm.  of  sulfisoxazole  (Gantrisin)  had  been 
given  daily.  There  was  rapid  progression  to 
an  irreversible  shock. 

Comment 

Acute  fatty  metamorphosis  of  the 
liver.  Acute  fatty  metamorphosis  of  the 
liver  has  been  described  for  many  years. 
Popper  and  Schaffner17  regard  fatty  meta- 
morphosis as  an  imbalance  of  normal 
processes,  rather  than  an  abnormal  metabolic 
pathway.  They  feel  that  the  diffuse  fatty 
liver  is  an  exaggeration  of  central  and  pe- 
ripheral fatty  changes  and  may  be  due  to 
nutritional,  toxic,  or  endocrine  processes. 
Sheehan  in  1940 2 provided  the  classical 
clinical  description  of  sudden  vomiting  and 
epigastric  pain  occurring  in  a woman  at  the 
thirty-sixth  to  fortieth  week  of  pregnancy. 
The  vomiting  is  progressive  and  becomes 
coffee-ground  in  character.  Jaundice  ap- 
pears, headache  develops.  Seven  to  twelve 
days  later  she  delivers  a stillborn  infant. 
Coma  ensues,  and  three  days  after  delivery 
she  dies.  Autopsy  shows  a liver  which  is 
yellow,  small  (1,040  to  1,300  Gm.),  and 
grossly  fatty  except  for  a sharply  defined 
rim  of  normal  cells  at  the  portal  margins. 
There  is  a fine  foam  of  tiny  vacuoles.  The 
nuclei  are  normal.  There  is  no  necrobiosis 
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or  cellular  infiltration.  Dill4  believed  that 
acute  yellow  atrophy  of  the  liver  was  an 
advanced  stage  of  infectious  hepatitis. 
He  demonstrated  destruction  of  fiver  cells 
with  an  inflammation  which  reaches  its 
greatest  severity  in  the  portal  areas  or  the 
interlobular  boundaries.  However,  many 
of  his  illustrations  resemble  the  fine  droplet 
change  in  acute  fatty  metamorphosis  of  the 
fiver.  Eastman1  describes  a fiver  which 
showed  central  necrosis  of  the  lobules  while 
the  periphery  was  intact.  Ober  and  Le- 
Compte  in  1955 3 described  the  pathologic 
findings  in  3 women  who  died  with  hepatic 
failure  in  the  last  months  of  pregnancy. 
The  lobular  architecture  remained  un- 
changed despite  a diffuse  fatty  metamor- 
phosis especially  in  the  central  part  of  the 
lobules.  This  consisted  of  many  small 
vacuoles  rather  than  the  single,  large  vacuole 
that  displaces  the  nucleus.  Since  there 
was  no  necrosis  or  inflammatory  infiltration, 
viral  hepatitis  could  be  eliminated  as  the 
cause.  There  was  also  fatty  metamorphosis 
in  the  renal  tubular  epithelium.  Peters, 
Edmundson,  and  Kunelis,5  Bruno  and 
Ober,6  and  Kahil  et  aV  reported  similar 
cases. 

Such  fatty  metamorphosis  of  the  fiver  can 
occur  in  many  different  circumstances.  It 
can  vary  from  centrolobular  change  as 
demonstrated  by  fiver  biopsy  or  may 
progress  to  the  periphery  of  the  lobule. 
It  may  affect  men  and  children,  but  appears 
to  have  a predilection  for  pregnant  women, 
especially  in  the  last  month  of  pregnancy. 
There  has  been  speculation  that  fatty 
metamorphosis  of  the  fiver  is  the  prenecrotic 
phase  of  acute  yellow  atrophy.  The  view- 
point is  supported  by  Dill,4  Stander  and 
Cadden,18  and  more  recently  by  Peters5  and 
Briggs12  because  of  the  necrosis  which  was 
present.  The  fivers  vary  in  size  but  fre- 
quently are  larger  than  normal.  Then- 
external  surface  appears  normal  except  for 
the  increased  yellow  tint  due  to  fat. 

Tetracycline.  Tetracycline  and  related 
substances,  chlortetracycline  and  oxytetra- 
cy  cline,  have  been  shown  to  produce 
jaundice,  fatty  metamorphosis,  and  cellular 
necrobiosis  in  the  human  fiver  by  Lepper 
et  a/.9  Rutenburg,10  and  Faloon.19  Tetra- 
cycline may  be  concentrated  in  the  centro- 
lobular area  of  the  fiver  and  excreted  into  the 
bile.  It  is  excreted  chiefly  by  glomerular 
filtration.  Kunin20  showed  that  the  half-life 


of  tetracycline  when  administered  intra- 
venously was  eight  hours.  When  the  renal 
functional  capacity  decreased  as  measured 
by  endogenous  creatinine  clearance  (less 
then  25  ml.  per  meter)  the  half-life  was  in- 
creased to  as  high  as  one  hundred  eight 
hours.  The  plasma  and  tissue  concentra- 
tions of  tetracycline  then  increased. 

Various  maximum  daily  dosages  have 
been  recommended.  At  present  it  would 
seem  that  not  more  than  1 Gm.  should  be 
given  daily  either  by  the  oral  or  intravenous 
route.  The  recommendation  of  the  Phy- 
sician's Desk  Reference 21  is  not  strong 
enough.  “Excessive  systemic  accumulation 
of  antibiotic  in  patients  with  impaired  renal 
function  may  be  avoided  by  a reduction  in 
dosage.”  Under  these  circumstances  tetra- 
cycline should  not  be  given,  even  in  re- 
duced dosage. 

Tetracycline  and  acute  fatty  meta- 
morphosis of  the  liver.  Schultz  and 
co workers  in  November,  1963, 11  described  6 
deaths  due  to  acute  fatty  metamorphosis  of 
the  fiver.  Four  of  these  women  were 
eighteen  to  thirty  weeks  pregnant,  in  con- 
tradistinction to  Sheehan’s  patients,  while  2 
were  recently  delivered.  The  clinical  pic- 
tures were  strikingly  similar,  consisting  of 
intravenous  tetracycline  administration  for 
pyelonephritis  followed  by  vomiting,  acido- 
sis, jaundice,  azotemia,  confusion,  gastro- 
intestinal bleeding  culminating  in  terminal 
shock,  and  death  about  five  to  thirteen  days 
after  the  onset  of  symptoms.  The  jaundice 
appeared  about  three  to  five  days  after 
the  first  dose  of  tetracycline.  Two  of 
these  patients  had  an  associated  pancreatitis, 
while  2 others  had  ascites.  All  patients 
showed  a fine  droplet  change  throughout  the 
entire  lobule  of  the  fiver.  Two  had  fat  in 
the  tubular  epithelium  of  the  kidney  as 
well. 

Case  reports  by  Briggs,12  Leonard,13 
Gough  and  Searcy,14  Horwitz  and  Mary- 
mount,15  and  Whalley,  Adams,  and  Combes16 
followed  in  quick  succession.  Whalley ’s 
patients  are  noteworthy  since  4 patients 
lived,  while  only  1 died.  Liver  function 
tests  showed  a hepatocellular  and  obstruc- 
tive type  of  jaundice.  Liver  biopsies  showed 
a fine  droplet  fatty  metamorphosis  which 
was  chiefly  centrolobular  in  its  location. 
There  was  little  evidence  of  fiver  cell 
necrosis  or  of  inflammation.  All  these 
patients  had  high  serum  levels  of  tetracycline 


March  1,  1965  / New  York  State  Journal  of  Medicine  665 


(22  to  63.8  micro grams  per  milliliter  of 
serum  as  opposed  to  desirable  levels  of  1 to  5 
micro  grams  per  milliliter).  These  patients 
had  an  associated  pancreatitis.  Whalley 
attributes  their  survival  rate  to  recognition, 
decrease  of  dose,  and  treatment  of  the  pan- 
creatitis. 

Specific  cases.  The  first  patient  had  a 
postoperative  pneumonia  and  later  a kidney 
infection,  blood  loss,  anesthesia,  and  so 
forth.  Tetracycline  therapy  was  both  oral 
and  intravenous.  Prochlorperazine  (Com- 
pazine), another  potentially  hepato  toxic 
agent,  had  been  used.  The  liver  was  large 
(2,300  Gm.).  There  was  large  droplet 
metamorphosis  with  nuclear  displacement 
as  well  as  a fine  droplet  metamorphosis. 
The  former  suggests  nutritional  deficiency, 
while  the  latter  is  indicative  of  hepato  toxin. 
Such  distinction,  however,  is  not  a hard  and 
fast  rule.  The  lack  of  necrosis  and  in- 
flammatory reaction  rules  out  an  antecedent 
hepatitis.  The  extensive  fatty  metamor- 
phosis without  necrosis  makes  one  speculate 
whether  or  not  the  tetracycline  may  prevent 
necrosis  of  the  liver  cell  after  producing 
fatty  metamorphosis,  thus  preventing  the 
progression  to  acute  yellow  atrophy. 

There  was  no  pancreatitis  or  fatty  meta- 
morphosis of  the  tubular  epithelium  of  the 
kidney.  Did  a fatty  liver  pre-exist,  per- 
haps on  a nutritional  basis?  Did  such  a 
pre-existing  condition  then  make  the  liver 
more  susceptible  to  a hepatotoxin? 

The  finding  of  the  acute  fatty  metamor- 
phosis of  the  liver  in  the  second  case  without 
tetracycline  therapy  illustrates  the  diversity 
of  causation.  Her  rapid  fatal  course  sug- 
gests that  the  disease  may  have  preceded  her 
admission. 

IS  THERE  A PREDILECTION  FOR  THE 

pregnant  woman?  Acute  fatty  metamor- 
phosis of  the  liver  has  been  described  in 
males  and  children  as  well  as  in  women, 
whether  nonpregnant  or  pregnant.  This 
can  occur  independently  of  or  after  tetra- 
cycline therapy.  However,  the  pregnant 
and  puerperal  woman  seems  to  have  a 
higher  susceptibility  to  this  complication. 
This  appears  to  occur  chiefly  in  the  last 
month  of  pregnancy  as  described  by 
Sheehan.2  But  recent  cases  have  occurred 
in  women  eighteen  to  thirty  weeks  preg- 
nant. The  different  time  incidence  is  strik- 
ing and  occurs  chiefly  when  urinary  tract 
infections  are  treated  with  tetracycline. 


These  frequently  show  such  a diffuse  fatty 
metamorphosis  of  the  liver  that  not  even 
the  cells  of  the  periportal  area  are  free  of  fat. 
The  involvement  of  the  periportal  cells 
may  be  merely  indicative  of  the  degree  of 
involvement  rather  than  a pathognomonic 
sign. 

We  can  speculate  whether  the  pregnant 
woman  has  pre-existing  liver  disease  or 
interference  with  hepatic  reserve.  How 
much  of  a role  does  vomiting  with  resultant 
decrease  in  extracellular  fluid  volume  play? 
Is  decreased  renal  excretion  of  tetracycline 
the  inciting  factor?  Is  pancreatitis  the 
result  or  a causative  factor?  Such  un- 
answered questions  open  fertile  areas  of 
investigation. 

Practical  safeguards.  1.  Extreme 
care  should  be  used  in  the  administration  of 
tetracycline  to  pregnant  and  puerperal 
women. 

2.  This  applies  particularly  in  the  last 
trimester  of  pregnancy  and  in  the  treatment 
of  urinary  tract  infections  when  partial 
renal  failure  may  occur. 

3.  Therapy  by  mouth  is  preferable. 
Intravenous  administration  should  be  used 
sparingly,  if  at  all.  Total  dosage  per  day 
should  never  exceed  1 Gm.  by  any  route  or 
combination  of  routes.  The  smallest  amount 
of  tetracycline  should  be  used  for  the  shortest 
time  possible. 

4.  Other  drugs  should  be  substituted 
for  tetracycline  if  possible. 

5.  Tetracycline  should  not  be  used  in 
conjunction  with  any  other  potentially 
hepatotoxic  drug  as  cautioned  by  Dowling 
and  Lepper.22 

6.  Tetracycline  should  not  be  merely 

decreased,  but  should  be  stopped  if  any  of 
the  following  clinical  signs  appear:  (a) 

persistent  vomiting,  (6)  jaundice,  (c)  de- 
crease in  urinary  output,  (d)  pain  in  the 
region  of  the  liver,  or  ( e ) midepigastric  or 
generalized  abdominal  pain,  or  if  any  of  the 
following  laboratory  determinations  should 
change- — increase  in  blood  urea  nitrogen, 
increase  in  sulfobromophthalein  retention, 
rise  in  serum  amylase,  or  liver  biopsy  dem- 
onstration of  centrolobular  or  diffuse  fatty 
metamorphosis. 

Summary 

A fatal  case  of  fatty  metamorphosis  of  the 
liver  following  tetracycline  therapy  in  a 
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puerperal  woman  has  been  reported.  Tetra- 
cycline is  one  more  hepatotoxic  agent  which 
can  produce  this  pathologic  change.  Pre- 
cautions regarding  the  administration  of 
tetracycline  in  pregnant  and  puerperal 
women  are  stressed. 

535  Plandome  Road  (Dr.  Finn) 
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School  of  Medicine 

A case  of  Kaposi’s  sarcoma  is  presented 
which  was  extraordinary  in  several  respects. 
No  cutaneous  lesions  were  found.  The 
course  of  the  disease  was  rapid;  the  period 
from  onset  of  symptoms  to  death  was  four 
months.  Clinically,  the  patient  presented 
a baffling  diagnostic  problem.  The  distribu- 
tion of  the  tumor  at  autopsy  was  limited  to  a 
widespread  involvement  of  the  lungs,  three 
very  small,  discrete  nodules  in  the  liver,  and 
one  minute  focus  in  the  brain.  The  autopsy 
findings  were  unique  in  our  experience  and, 
judging  from  published  reports  of  the  disease, 
equally  unique  in  the  experience  of  others. 
The  concentration  of  tumor  in  the  lungs  was 
fortuitous  because  of  anatomic  characteris- 
tics peculiar  to  that  organ.  The  naturally 
spongy  parenchyma  provided  an  opportunity 
to  examine  all  stages  of  the  disease  relatively 
unaffected  by  surrounding  structures  in  a 
tissue  framework  the  constituent  parts  of 
which  have  a known,  fixed  relationship  to 
one  another.  Detailed  study  of  the  neo- 
plasm in  this  setting  led  to  some  interesting 

* Study  carried  out  as  part  of  the  Pulmonary  Disease  Re- 
search Program,  supported  by  U.S.  Public  Health  Service 
Grant  H-4370  and  by  the  Health  Research  Council  of  the 
City  of  New  York  Grant  1-125.  Additional  support  came 
from  Graduate  Research  Training  Grant  2G-127,  National 
Institutes  of  Health,  Department  of  Health,  Education,  and 
Welfare. 


observations  relevant  to  the  still  unresolved 
problem  of  tumor  histogenesis  and  to  the 
remarkable  reactive  capabilities  of  alveolar 
lining  cells. 

Case  report 

History,  physical  and  laboratory 

FINDINGS,  AND  CLINICAL  COURSE.  A fifty- 
two-year-old  white,  male  bricklayer  of  Irish 
descent  was  admitted  to  Bellevue  Hospital 
with  the  chief  complaint  of  hemoptysis  for 
approximately  three  and  one-half  months. 
He  gave  a history  of  having  been  well  until 
ten  months  before  admission,  when,  follow- 
ing an  accident,  he  experienced  persistent 
low-back  pain  which  radiated  to  the  right 
leg,  progressive  muscular  atrophy,  and  hyp- 
esthesia.  Three  and  one-half  months  be- 
fore admission,  a laminectomy  of  the  fourth 
to  fifth  lumbar  vertebrae  and  removal  of  a 
herniated  nucleus  pulposis  was  performed  in 
another  hospital.  On  the  fifth  postoperative 
day,  he  coughed  up  bright  red  blood  for  the 
first  time.  There  was  no  associated  chest 
pain  or  dyspnea.  The  hemoptysis  subsided, 
and  he  was  discharged  without  further 
work-up. 

While  the  patient  was  at  home,  the  right 
leg  pain  continued,  and  the  production  of 
bloody  sputum  recurred.  He  was  read- 
mitted to  the  same  hospital  for  the  second 
time  one  month  before  his  third  and  final 
admission.  The  results  of  laboratory  exam- 
inations performed  during  this  hospitaliza- 
tion were  as  follows:  hemoglobin,  14.8  Gm. 
per  100  ml.;  white  blood  count,  8,900  cells 
per  cubic  millimeter,  with  a normal  differ- 
ential; and  sedimentation  rate,  36  mm.  (cor- 
rected). Chest  x-ray  films  and  tomograms 
revealed  multiple  small  densities  in  both  lung 
fields.  A large  shadow  in  the  left  lower  lobe 
was  interpreted  as  pneumonic  infiltration. 
A bronchoscopic  examination  showed  mild 
mucosal  congestion  but  no  ulceration,  lu- 
minal narrowing,  or  tumor.  Smears  and 
cultures  of  the  aspirated  material  were  nega- 
tive for  pathogenic  bacteria.  Sputum  cul- 
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tures  failed  to  yield  acid-fast  bacilli.  A 
myelogram  showed  no  abnormalities.  The 
expectoration  of  blood  again  subsided,  and 
the  patient  was  discharged  with  the  diagno- 
sis of  hemoptysis  of  unknown  origin. 

His  cough  promptly  returned  and  in- 
creased in  severity.  The  thick,  white 
sputum  was  freely  mixed  with  bright,  red 
blood.  The  daily  yield  varied  from  several 
tablespoonfuls  to  one-half  cup.  Pleuritic 
pain,  weakness,  and  transient  attacks  of 
dizziness  were  noticed  for  the  first  time. 
One  day  before  his  final  admission  he  ex- 
perienced the  onset  of  superimposed,  oppres- 
sive, radiating  substernal  pain  with  asso- 
ciated dyspnea  and  sweating.  Hemoptysis 
continued  unabated.  Laboratory  exami- 
nations carried  out  in  the  emergency  clinic 
showed  a hemoglobin  of  8.2  Gm.  per  100  ml. 
(a  drop  of  6.6  Gm.  in  approximately  one 
month)  and  a white  blood  cell  count  of 
18,000,  with  82  per  cent  leukocytes.  Fol- 
lowing transfer  to  Bellevue  Hospital,  an 
admission  work-up  revealed  previous  treat- 
ment for  coronary  insufficiency  and  a weight 
loss  of  30  pounds  in  the  preceding  three 
months.  His  only  known  exposure  to 
respiratory  irritants  was  the  admitted  con- 
sumption of  two  packages  of  cigarets  daily. 

During  physical  examination,  the  patient 
continued  to  cough  up  bloody  sputum,  some 
of  which  was  dark  red-brown  in  color.  His 
vital  signs  were  as  follows:  temperature 

100.4  F.,  pulse  120  per  minute  but  regular, 
respirations  26  per  minute,  and  blood  pres- 
sure 110/70  mm.  Hg.  There  was  no  cyano- 
sis or  clubbing.  A small  hemangioma  was 
noted  on  the  right  buccal  mucosa.  The 
trachea  was  in  the  midline.  The  symmetri- 
cal thorax  expanded  freely.  No  impairment 
in  percussion  or  in  transmitted  or  tactile 
fremitus  was  noted.  Auscultation  revealed 
slightly  decreased  breath  sounds  in  the  lower 
half  of  the  posterior  left  side  of  the  chest; 
coarse  inspiratory  rales  were  heard  over  the 
entire  right  thorax.  Examination  of  the 
heart  showed  nothing  remarkable.  The 
liver  could  be  palpated  3 cm.  below  the  left 
costal  margin,  but  applied  pressure  caused 
no  discomfort.  Moderate  pitting  edema 
was  present  in  both  pretibial  areas.  The 
right  lower  extremity  showed  impaired 
sensation,  marked  calf  tenderness,  and 
lowered  skin  temperature.  The  dorsalis 
pedis  pulse  was  palpable.  No  other  signs  of 
phlebitis  were  found. 


FIGURE  1.  Posteroanterior  roentgenogram  of 
chest.  Both  lung  fields  show  diffuse,  hazy,  non- 
homogeneous  shadows  and  smaller,  randomly 
distributed,  irregular,  more  opaque  nodular  infil- 
trates. Heart  slightly  enlarged  in  its  transverse 
diameter.  No  clinical  evidence  of  cor  pulmonale. 

Significant  laboratory  data  included  a 
hematocrit  of  24  and  a white  blood  count  of 
18,400  cells  per  cubic  millimeter,  with  78  per 
cent  mature  polymorphonuclear  leukocytes, 

4 per  cent  band  forms,  14  per  cent  lympho- 
cytes, and  4 per  cent  monocytes.  The  red 
blood  cells  were  hypochromic  but  normo- 
cytic,  with  4 per  cent  reticulocytes.  Platelets 
were  adequate.  Serial  serum  glutamic  oxa- 
loacetic transaminase  determinations  varied 
between  47  and  49  units.  Serum  glutamic 
pyruvic  transaminase  levels  remained  within 
a low-normal  range.  Prothrombin  time, 
clotting  time,  and  clot  retraction  were  nor- 
mal. Repeated  smears  and  cultures  for 
tubercle  bacilli  were  negative. 

By  comparison  with  previous  films,  ad- 
mission chest  x-ray  films  showed  extension 
of  the  pulmonary  disease.  Diffuse,  hazy, 
nonhomogeneous  shadows  interspersed  with 
smaller,  more  discrete,  opaque,  nodular 
densities  involved  both  lung  fields  in  a ran- 
dom distribution.  The  heart  was  slightly 
enlarged  in  its  transverse  diameter  (Fig.  1). 
The  electrocardiographic  findings  were  com- 
patible with  an  acute  anterior  myocardial 
infarction.  Venous  pressures  ranged  from 

5 to  13  cm.  of  water.  Circulation  time  from 
arm  to  tongue  was  thirteen  seconds. 
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The  feeling  of  severe,  substernal  compres- 
sion was  relieved  by  emergency  therapy. 
The  pleuritic  pain  improved  transiently  but 
shortly  returned  and  persisted.  The  pa- 
tient’s cough  continued  unabated.  Quan- 
titatively, the  sputum  increased  only  moder- 
ately, but  it  varied  in  character  from  a thick, 
brown  fluid  to  bright  red  blood  with  clots. 
The  hematocrit  dropped  to  22,  and  despite 
the  administration  of  6 units  of  packed  cells 
and  1 unit  of  whole  blood,  it  ranged  between 
this  level  and  36  per  cent  throughout  hos- 
pitalization. The  therapeutically  increased 
circulating  blood  volume  precipitated  a mild 
bout  of  congestive  failure,  but  the  patient 
responded  well  to  supportive  therapy.  The 
improvement  of  cardiac  function,  however, 
failed  to  relieve  his  dyspnea.  Studies  of 
arterial  blood  drawn  while  he  breathed  room 
air  gave  the  following  results;  pH  7.49; 
carbon  dioxide  content,  50  cc.;  oxygen 
content,  9.1  cc.;  oxygen  capacity,  11.1  cc.; 
oxygen  saturation,  85  per  cent;  carbon  di- 
oxide pressure,  33  mm.  Hg,  and  hematocrit 
29.  His  temperature  remained  around  100 
F.,  and  repeated  leukocyte  counts  averaged 
12,000  cells  per  cubic  millimeter.  A right 
scalene  fat-pad  biopsy  specimen  showed 
normal  structures  without  pathologic  change. 
Although  serial  chest  x-ray  films  showed 
slight  variations  in  the  pattern  of  pulmonary 
infiltration,  there  was  no  significant  clearing 
of  the  lung  fields.  Before  additional  pul- 
monary function  studies  could  be  carried  out, 
the  patient  suddenly  went  into  irreversible 
shock  and  died  on  his  seventeenth  hospital 
day. 

Gross  autopsy  findings:  heart  and 
lung.  The  salient  postmortem  findings 
were  limited  to  the  heart,  lungs,  liver,  and 
brain.  The  heart  weighed  520  Gm.  Oc- 
clusive coronary  atherosclerosis  was  severe, 
and  recent  and  old  myocardial  infarcts  were 
found  in  the  moderately  dilated  and  hyper- 
trophied left  ventricle.  The  right  ventricle 
was  minimally  dilated  but  not  hyper- 
trophied. A fibrous  pleuritis  partially  ob- 
literated the  pleural  spaces;  no  fluid  was 
present.  Both  lungs  were  abnormally  heavy; 
the  right  weighed  1,720  Gm.,  and  the  left 
weighed  1,180  Gm.  Bloody  fluid  almost 
completely  filled  the  bronchial  tree,  but 
there  were  no  intrinsic  lesions.  The  respira- 
tory tissue  was  intensely  congested  and  rela- 
tively airless.  The  lingula  and  anterior 
segment  of  the  upper  lobe  of  the  left  lung  and 


FIGURE  2.  Gross  appearance  of  lungs.  Irregular 
areas  of  hemorrhage  and  variform  tumor  nodules 
randomly  distributed  throughout  pulmonary  paren- 
chyma. 


the  apical  segment  of  the  upper  lobe  of  the 
right  lung  enclosed  large  collections  of  blood. 
Throughout  the  remainder  of  both  organs, 
smaller  groups  of  secondary  lobules  were  the 
sites  of  equally  severe  hemorrhage.  Firm, 
discrete  nodules  measuring  from  1 to  8 mm. 
in  greatest  diameter  had  infiltrated  the 
pulmonary  parenchyma  in  a random  fashion 
(Fig.  2).  In  the  fresh  specimen,  the  tumor 
varied  in  color  from  dark  red  through  a 
translucent  reddish-gray  to  an  opaque 
yellow- white.  Approximately  20  neoplastic 
foci  were  found  in  each  lung.  Although  the 
pulmonary  arterial  tree  was  not  occluded  by 
thrombo-emboli,  small  infarcts  could  be 
identified  both  deep  in  the  parenchyma  and 
at  the  periphery  of  the  organ. 

Staining  methods.  Representative  par- 
affin sections  of  the  tumor  were  stained  with 
hematoxylin  and  eosin,  Mallory’s  phospho- 
tungstic  acid  hematoxylin,  Weigert’s  re- 
sorcin-fuchsin  elastica  stain,  Wilder’s  reticu- 
lum stain,  Gomori’s  methenamine-silver 
nitrate,  Fontana-Masson  stain  for  argen- 
taffin granules,  Sudan  IV  fat  stain,  Mayer’s 
mucicarmine,  Goldner’s  modification  of  Mas- 
son’s trichrome  stain,  and  stained  by  the 
periodic  acid-Schiff  reaction. 

Microscopic  autopsy  findings:  lung. 
Microscopically,  the  lung  preparations  af- 
forded an  exceptional  opportunity  to  study 
the  tumor;  the  compound  vascular  system 
and  loose  structure  provided  a setting  for 
examination  of  the  lesion,  which  usually  is 
not  available  in  cases  of  Kaposi’s  sarcoma. 
The  histopathologic  characteristics  of  the 
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FIGURE  3.  Section  from  pulmonary  arteriole. 
Nucleocytoplasmic  changes  of  endothelial  cells 
suggest  autochthonous  anaplastic  transformation 
(X  300). 

neoplasm  can  best  be  described  with  the  type 
of  blood  vessel  involved. 


Pulmonary  arterioles.  Many  instances  of 
gradual  endothelial  cell  transformation  could 
be  traced  in  which  their  nuclei  appeared  to 
enlarge  progressively,  reduplicate  them- 
selves, and  assume  markedly  atypical  shapes. 
Nucleoli  were  prominent,  and  nucleopro- 
teins  clumped  irregularly,  sometimes  sub- 
jacent to  the  nuclear  membrane.  Anaplas- 
tic changes  were  observed  in  both  in  situ  and 
detached  forms  (Fig.  3). 

Small  muscular  arteries.  Numerous  sep- 
arate neoplastic  foci  were  found  in  both  the 
endothelium  and  perithelium.  Approximate 
diameters  of  involved  vessels  ranged  from 
0.108  to  0.486  mm.  The  arteries  were 
actually  slightly  larger  than  these  figures 
indicate,  because  measurements  were  made 
between  the  outer  limits  of  the  media. 
Damage  to  smooth  muscle  cells  by  tumor 
was  minimal,  and  these  cells  provided  a rela- 
tively sharp  line  of  contrast.  The  propa- 
gating cells  of  the  endothelial  component 
compromised  the  vascular  channel  to  varying 
degrees.  The  cellular  characteristics  of  an 
intimal  neoplastic  lesion  which  has  markedly 
narrowed  an  arterial  lumen  are  shown  in 


FIGURE  4.  (Left)  Section  from  muscular  pulmonary  artery  (approximate  diameter,  480  microns).  Lumen 
markedly  narrowed  by  neoplastic  endothelial  cells.  Although  most  of  perithelium  also  involved  by  tumor, 
media  essentially  undamaged  either  by  intimal  or  by  adventitial  lesion.  (Right)  Spindle-cell  tumor  arising 
from  adventitia  of  muscular  pulmonary  artery  (A)  has  extended  to  involve  adjacent  wall  of  associated  lym- 
phatic vessel  (L).  Many  nonendothelialized  clefts  resembling  vascular  spaces  present  in  body  of  neo- 
plasm. Arterial  endothelium  shows  no  evidence  of  anaplastic  change. 
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FIGURE  5.  Section  from  pulmonary  venule. 
Hemangiosarcoma  of  adventitial  layer  has  pene- 
trated contiguous  pulmonary  parenchyma.  No 
reactive  change  found  in  endothelium. 


Figure  4 (left).  Muscular  arteries  totally 
obstructed  by  proliferated  atypical  endo- 
thelial cells  were  found  just  proximal  to  the 
small  infarcts  that  were  identified  deep  in  the 
pulmonary  parenchyma  on  gross  examina- 
tion. Tumor-cell  replacement  by  fibrous 
tissue  was  seen  in  the  neoplastic,  endothelial 
component  of  both  partially  and  completely 
occluded  vessels.  The  perithelial  component 
of  the  angiosarcoma  was  composed  of  a 
tangled  web-work  of  abnormal  spindle  cells 
surrounding  small,  irregular  nonendothelial- 
ized  spaces.  Its  apparent  tendency  toward 
centrifugal  growth  spared  the  media  but 
resulted  in  secondary  involvement  of  adja- 
cent lymphatics  (Fig.  4,  right).  None  of 
the  sections  examined  showed  any  connection 
between  the  proliferating,  abnormal  endo- 
thelial cells  and  perithelial  elements  of  the 
tumor.  Development  of  the  morbid  process 
in  the  two  vascular  layers  appeared  to  be 
unrelated;  some  arteries  contained  endo- 
thelial neoplasia,  some  perithelial  neoplasia, 
and  some  both. 

Pulmonary  veins.  Sarcomatous  foci  were 
found  only  in  the  venous  adventitia;  there 


was  no  endothelial  reaction.  Many  of  the 
fusiform  cells  had  large,  hyperchromatic 
nuclei.  Capillaries  with  a prominent  endo- 
thelium were  randomly  distributed  through- 
out the  substance  of  the  tumor  (Fig.  5). 

Alveolar  capillaries.  Anaplastic  capillary 
endothelial  changes  resembled  those  seen  in 
the  skin  lesions  of  classical  Kaposi’s  sarcoma. 
In  addition  to  budding  and  the  formation  of 
new  vascular  channels,  tightly  interwoven, 
delicate  strands  of  collagen  surrounded  the 
malignant-appearing  cells.  Enlarged  capil- 
lary lumina  were  first  encroached  on  and 
later  completely  obliterated.  As  a result, 
the  involved  pulmonary  alveolar  walls  were 
markedly  thickened.  The  inflammatory  re- 
sponse, consisting  of  lymphocytes,  plasma 
cells,  and  macrophages,  appeared  to  be  more 
profuse  about  the  capillary  neoplasms  than 
around  the  tumors  of  larger  vessels.  Many 
free  erythrocytes  were  noted.  Their  break- 
down products  formed  fine  granules  within 
the  cytoplasm  of  macrophages  or  occupied 
interstitial  spaces  as  irregular  clumps. 

The  marked  distortion  of  pulmonary 
alveolar-lining  cells  abutting  walls  involved 
by  neoplasm  was  one  of  the  more  striking 
postmortem  histopathologic  findings.  Re- 
active changes  included  pronounced  cellular 
enlargement,  inordinate  nuclear  atypia  with 
tripolar  mitotic  figures,  cytoplasmic  vacuol- 
ization, and  phagocytosis  of  red  blood  cells 
(Fig.  6). 

Microscopic  appearance  of  lesion  at  autopsy. 
At  its  periphery  the  lesion  had  the  appear- 
ance of  an  actively  advancing  sarcoma. 
Centrally,  there  was  evidence  of  spontaneous 
regression  and  replacement  by  more  mature 
fibrous  tissue  and  collagen.  Anaplastic 
cells  from  both  the  arterial  and  venous  peri- 
thelium joined  freely  with  those  from  the 
adjacent  capillary  bed.  Tumor  nodules 
that  were  sufficiently  large  to  be  detected 
grossly  included  fused  neoplastic  elements 
from  all  three  types  of  pulmonary  vessels. 
In  some  areas  the  growth  pattern  suggested 
reparative  organization  of  intra-alveolar 
hemorrhage.  Pre-existing  pulmonary  elas- 
tic tissue  was  destroyed  by  the  infiltrating 
neoplasm,  but  an  elaborate  reticulin  network 
could  be  demonstrated  throughout  the  sub- 
stance of  the  tumor. 

Autopsy  findings:  liver.  Gross  find- 
ings. The  liver  weighed  2,100  Gm.  Marked 
chronic  passive  congestion  was  evident  on 
gross  examination.  Three  discrete,  firm, 
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FIGURE  6.  Section  from  pulmonary  alveolus. 
Lumen  contains  necrotic  debris,  leukocytes,  eryth- 
rocytes, and  markedly  atypical  alveolar  lining 
cells.  Nuclei  of  alveolar  cells  show  many  changes 
characteristic  of  a malignant  tumor,  including  tri- 
polar  mitosis.  Anaplastic  endothelial  cells  of 
adjacent  intra-alveolar  capillary  have  partially 
occluded  its  lumen  (X  300). 


yellowish-white  tumor  nodules  were  found 
just  beneath  the  capsule.  Two  of  these 
measured  1 mm.,  and  one  measured  15  mm. 
in  greatest  diameter. 

Microscopic  findings.  Histologically,  the 
hepatic  nodules  were  composed  of  loosely 
knit  masses  of  elongated  cells  with  abundant 
cytoplasm  and  ill-defined  borders.  Cellular 
aggregates  formed  long  straps  which  wove 
in  and  around  bundles  that  were  smaller  but 
appeared  similar.  Large,  elongated,  hyper- 
chromatic  nuclei  were  a prominent  feature. 
Mitotic  figures  and  multinucleated  cells  were 
present.  Tissue  clefts  resembling  vascular 
channels  separated  the  tumor  bundles  and 
fascicles.  Some  of  the  spaces  contained  red 
blood  cells,  but  none  had  an  endothelial 
lining.  Neither  the  endothelium  nor  the 
perithelium  of  the  hepatic  arterioles  or  portal 
veins  showed  neoplastic  changes  resembling 
those  found  in  the  pulmonary  vessels.  Lym- 
phocytes, histiocytes,  and  a few  plasma  cells 
were  scattered  throughout  the  lesion.  Small 
collections  of  hemosiderin  granules  were  seen 


FIGURE 7.  Section  from  brain.  Entangled  bundles 
of  neoplastic  spindle  cells  adjacent  to  necrotic 
brain  tissue  are  seen. 


within  macrophages  and  free  in  tissue  spaces. 
Reticulin  was  abundant  throughout  the  more 
cellular  parts  of  the  tumor,  and  foci  of  colla- 
gen replacement  had  occurred  near  its  center. 
The  overlying  liver  capsule  was  slightly 
thickened  by  parallel  layers  of  fibrous  tissue. 

Autopsy  findings:  brain.  Gross  find- 
ings. On  external  examination,  the  brain 
was  normal  in  size  and  configuration. 
Coronal  sections  revealed  a 5-  by  2-mm. 
hemorrhagic  focus  in  the  right  posterior 
temporal  lobe.  It  was  restricted  to  the 
substantia  alba  near  the  occipital  pole  of  the 
lateral  ventricle. 

Microscopic  findings.  Microscopically, 
the  lesion  was  composed  of  tumor  and  adja- 
cent intracerebral  hematoma.  The  periph- 
eral parts  of  the  neoplasm  appeared  to  be  a 
tight,  entangled  webwork  of  spindle  cells 
with  interfascicular  tissue  spaces  (Fig.  7). 
Extra vasated  red  blood  cells  and  hemosiderin 
granules  were  evident.  The  exudative, 
inflammatory  reaction  was  marked  about 
the  necrotic  brain  tissue  but  minimal  within 
the  adjacent  sarcoma.  There  were  small 
foci  of  central  coagulation  necrosis.  The 
sections  examined  contained  two  small  cere- 
bral arterioles.  Neither  showed  anaplastic 
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changes  in  their  endothelial  or  perithelial 
cells.  There  was  no  focal  fibrous  replace- 
ment of  tumor  in  the  tissue  examined. 

Negative  autopsy  findings.  The  re- 
maining autopsy  findings  were  not  remark- 
able. A careful  examination  of  the  skin 
failed  to  reveal  the  presence  of  active 
Kaposi’s  sarcoma  or  evidence  of  healed 
disease.  The  hemangioma  of  the  buccal 
mucosa  noted  during  the  patient’s  clinical 
work-up  was  not  found.  The  lymph  nodes 
were  free  of  involvement  by  neoplasm. 

Comment 

Although  the  distribution  of  this  patient’s 
tumor  bore  no  resemblance  to  the  geographic 
pattern  of  classical  Kaposi’s  sarcoma,  micro- 
scopic examination  of  his  neoplasm  revealed 
pathologic  changes  that  satisfied  all  the 
histologic  criteria  for  the  diagnosis  of  that 
disease. 

The  development  of  pulmonary  neoplastic 
foci  is  an  uncommon,  but  not  a rare,  late 
complication  in  more  typical  cases  of  idio- 
pathic multiple  hemorrhagic  sarcoma.  In 
an  analysis  of  356  reported  cases,  Dorffel1 
found  that  the  lungs  followed  only  the  gastro- 
intestinal tract  and  liver  in  frequency  of 
internal  organ  involvement.  Greppi  and 
Bettoni2  and  Mierzecki3  also  described 
lesions  in  the  pulmonary  parenchyma. 
Stats,4  in  his  Case  4,  found  tumor  on  the 
pleural  surface  as  well  as  within  the  lung. 
Patients  observed  by  Becker  and  Thatcher5 
and  Anthony6  had  only  pleural  involvement. 
Dalla  Favera7  reported  the  finding  of 
tracheal  and  bronchial  lesions  in  addition  to 
pleural  and  parenchymal  foci.  Kuznezow8 
found  groups  of  bluish  nodules  in  the  mucous 
membrane  of  the  trachea  that  microscopi- 
cally were  identical  with  the  disease  present 
in  other  areas.  More  recently,  Cox  and 
Helwig9  described  multiple  foci  around  blood 
vessels  and  bronchioles  and  under  the  pleura 
in  6 of  12  autopsied  patients.  In  none  of 
these  instances,  however,  was  lung  the  princi- 
pal or  primary  site  of  the  tumor. 

Involvement  of  brain  by  Kaposi’s  sarcoma 
is  an  extremely  rare  occurrence.  The  only 
other  reported  examples  of  cerebral  lesions 
that  could  be  found  were  contained  in  papers 
by  Nesbitt,  Mark,  and  Zimmerman10  and  by 
Schirren  and  Burkhardt.11 

According  to  traditional  concepts,  multi- 
ple idiopathic  hemorrhagic  sarcoma  is  a 


primary  disease  of  capillaries.  Its  apparent 
autochthonous  evolution  from  the  endo- 
thelium and/or  perithelium  of  small  arteries 
and  veins  was  unique  in  our  experience.  An 
examination  of  material  from  departmental 
files  failed  to  disinter  another  example  of 
this  interesting  phenomenon,  but  a search  of 
the  literature  yielded  a comparable  instance 
in  a case  reported  by  Duchen,  Hirsowitz,  and 
Murray.12  Histopathologic  examination  of 
the  spleen  from  a Bantu  male  with  fatal  sys- 
temic disease  revealed  neoplastic  spindle 
cells  arising  from  the  perithelium  of  a 
medium-sized  splenic  vessel. 

Although  over  300  articles  about  Kaposi’s 
sarcoma  have  been  published  in  the  ninety- 
year  period  since  its  original  description, 
there  is  still  no  agreement  about  the  histo- 
genesis of  the  tumor.  The  most  commonly 
held  theories  about  the  cell  or  origin  have 
variously  incriminated  the  fibroblast,  vascu- 
lar endothelial  and  perithelial  cells,  myo- 
neural structures,  cells  of  perivascular  lymph 
channels,  and  elements  of  the  reticuloendo- 
thelial system.  A detailed  discussion  of  the 
different  hypotheses  is  given  in  Bluefarb’s13 
monograph. 

Lever14  cites  the  widely  accepted  view  that 
Kaposi’s  sarcoma  arises  from  embryonal 
vascular  cells,  and  he  is  of  the  opinion  that 
both  capillary  endothelial  and  perithelial 
cells  participate  in  the  formation  of  the  neo- 
plasm. Embryologically,  all  blood  vessels, 
even  the  largest  arteries  and  veins,  begin 
their  development  as  simple  endothelial 
capillaries. 15  If  the  neoplasm  does,  in  fact, 
arise  from  endothelial  and  perithelial  cells, 
as  the  histopathologic  findings  in  this 
patient’s  pulmonary  lesions  would  indicate, 
these  observations  could  reasonably  explain 
the  evolution  of  tumor  cells  from  small 
muscular  arteries,  arterioles,  and  veins  of 
the  lung,  as  well  as  from  capillaries  in  the 
alveolar  wall.  There  is  no  apparent  expla- 
nation, however,  for  the  absence  of  neoplastic 
changes  in  the  venous  endothelium. 

On  the  basis  of  histochemical  investiga- 
tions, Pepler16  concluded  that  the  spindle- 
shaped  tumor  cell  was  derived  from  either 
smooth  muscle  or  nervous  tissue  elements. 
The  presence  of  intracellular  pseudocho- 
linesterase, in  his  opinion,  favored  neural 
origin,  but  the  findings  were  not  conclusive. 
Pepler  and  Theron17  offered  additional 
evidence  that  the  tumor  originated  from 
Schwann  cells  after  studying  subcutaneous 
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preparations  from  4 patients  with  Kaposi’s 
sarcoma  with  the  electron  microscope. 
They  found  lamellar  structures  which  resem- 
bled axis  cylinders  enclosed  by  membranes 
within  the  cytoplasm  of  tumor  cells.  In 
some  instances  the  continuity  between  the 
superficial  plasma  membrane  and  the  mem- 
branous layers  of  the  “intracytoplasmic” 
structures  could  be  demonstrated. 

The  innervation  of  the  peripheral  pul- 
monary vessels  has  not  as  yet  been  worked 
out  in  anatomic  detail.  Until  the  exact 
location  of  Schwann  cells  in  small  muscular 
arteries,  arterioles,  veins,  and  alveolar 
capillaries  of  the  lung  has  been  determined, 
the  possible  generative  role  of  the  neural 
sheath  elements  in  our  patient’s  pulmonary 
neoplastic  foci  cannot  be  evaluated  intelli- 
gently. Even  within  the  limits  of  light 
microscopy,  however,  it  was  clearly  evident 
that  the  neoplasm  did  not  arise  from  the 
smooth  muscle  cells  of  the  vessel’s  medial 
coat.  Detailed  study  of  the  pulmonary 
lesions  suggested  still  another  point  relevant 
to  the  histogenesis  of  the  tumor.  Although 
the  bronchial  tree  is  under  direct  nervous 
control  and  is  supplied  by  vagal  and  sym- 
pathetic fibers,  no  bronchial  or  bronchiolar 
neoplastic  foci  were  present  in  this  patient’s 
lungs  even  though  they  were  extensively 
involved  by  the  disease.  In  previous  re- 
ports of  sarcomatous  involvement  of  the 
trachea  and  bronchi,7  -9  it  is  unclear  whether 
the  neoplasm  arose  from  cells  constituting 
the  airway,  its  supplying  nerves,  or  from  cells 
of  vascular  structures  within  or  around  it. 

One  of  the  more  striking  postmortem  find- 
ings was  the  bizarre  reaction  of  alveolar 
lining  cells  in  contact  with  tumor.  Their 
structural  aberrations  satisfied  many  of  the 
histopathologic  criteria  for  the  diagnosis  of 
malignancy.  The  absence  of  significant  cel- 
lular proliferation  or  evidence  of  invasion, 
however,  suggests  that  the  appearance  of 
anaplasia  was  not  associated  with  a capability 
for  autonomous  growth.  The  capacity  of 
alveolar  cells  to  hyperreact  and  assume 
markedly  aberrant  forms  has  been  demon- 
strated in  experimental  studies.  Totten 
and  Moran18  recently  found  an  atypical 
pulmonary  “epithelial”  hyperplasia  in  rabbit 
lungs  as  a result  of  chemical  injury.  A 1 per 
cent  solution  of  nitric  acid  was  introduced 
into  the  bronchial  tree  following  the  admin- 
istration of  cortisone. 

This  patient’s  enigmatic  clinical  picture 


presented  such  a diagnostic  problem  that  a 
brief  comment  seems  appropriate.  The 
relentless  production  of  sputum  containing 
relatively  large  quantities  of  bright  red  or 
dark  brown  blood  with  clots  daily  for  a three 
and  one-half  month  period  proved  to  be  the 
most  puzzling  symptom.  Hemoptysis  not 
infrequently  signals  the  presence  of  certain 
critical  pulmonary  diseases  such  as  tubercu- 
losis, bronchogenic  carcinoma,  and  pulmo- 
nary infarction,  but  in  these  pathologic  proc- 
esses, it  is  usually  episodic  in  nature  and 
minimal  in  amount.  Postmortem  studies 
incriminated  the  pulmonary  capillary  com- 
ponent of  the  hemangiosarcoma  as  the 
principal  source  of  bleeding.  The  nodular 
densities  seen  in  serial  chest  x-ray  films  could 
be  correlated  with  the  tumor  nodules  found 
at  autopsy.  The  shifting,  confluent,  hazy 
shadows  most  probably  represented  recur- 
rent and  clearing  hemorrhage  into  the  pul- 
monary parenchyma.  The  arterial  oxygen 
unsaturation  (85  per  cent),  in  conjunction 
with  a reduced  carbon  dioxide  pressure  (33 
mm.  Hg),  determined  in  samples  drawn 
while  the  patient  was  at  rest  and  breathing 
room  air,  suggested  the  possibility  of  ar- 
teriovenous fistulas  within  the  pulmonary 
neoplastic  lesions.  Although  vascular  injec- 
tion studies  were  not  carried  out,  the  nature 
of  the  tumor  supported  this  hypothesis. 

Summary 

The  clinical  and  pathologic  findings  of  an 
extraordinary  case  of  Kaposi’s  idiopathic 
multiple  hemorrhagic  sarcoma  have  been 
described.  The  patient  presented  an  unusu- 
ally puzzling  diagnostic  problem  in  life. 
At  autopsy,  although  the  neoplastic  lesions 
satisfied  all  requirements  for  both  the  gross 
and  microscopic  diagnosis  of  Kaposi’s  sar- 
coma, the  tumor  was  limited  to  widespread 
involvement  of  the  lungs,  with  tiny  foci  in 
the  liver  and  brain;  no  disease  was  found 
in  the  skin.  Postmortem  studies  of  the 
pulmonary  neoplasm  were  of  particular 
interest.  Histopathologically,  the  neoplas- 
tic spindle  cells  appeared  to  arise  autoch- 
thonously  from  the  perithelial  cells  of 
small  muscular  arteries  and  veins  and  from 
the  endothelial  cells  of  arteries,  arterioles, 
and  alveolar  capillaries.  Neo genetic  foci 
were  apparently  completely  independent  of 
one  another. 

Equally  interesting  were  the  bizarre,  reac- 
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tive  changes  of  cells  lining  alveoli  involved 
by  tumor.  Although  the  distorted  cellular 
elements  satisfied  many  criteria  for  the  his- 
tologic diagnosis  of  malignant  tumor,  no 
other  evidence  was  found  to  suggest  that 
they  had  the  capacity  for  autonomous 
growth. 
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Pesticide  poisonings 


An  infrequent  combination  of  factors  has  been 
blamed  for  two  poisoning  episodes  in  Washing- 
ton State  caused  by  drifting  insecticide  from 
crop-dusting  planes. 

A report  in  the  Journal  of  the  American  Medi- 
cal Association  on  the  1963  outbreaks  was 
termed  “the  first  scientifically  acceptable  evi- 
dence that  the  drift  of  the  newer  organic  phos- 
phorus insecticides  has  produced  poisoning 
clearly  recognizable”  in  residents  or  bystanders. 
This  type  of  poisoning  has  been  seen  frequently 
in  occupationally  exposed  persons. 

The  outbreaks  near  Toppenish  and  Wenat- 
chee followed  the  dusting  of  crops  with  tetra- 
ethyl pyrophosphate  (TEPP),  formulated  and 
applied  in  accordance  with  practices  current  for 
at  least  sixteen  years. 

The  poisoning  of  15  persons  near  Toppenish 
and  2 near  Wenatchee  was  brief,  mild,  and  lim- 
ited to  the  lungs.  However,  15  cattle  suffered  a 
generalized  illness  in  the  Toppenish  incident  and 
2 died,  while  1 heifer  was  afflicted  at  Wenatchee. 

It  appears  that  an  infrequent  combination  of 
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several  factors  was  required  to  trap  dust-laden 
air  in  pockets  for  periods  long  enough  to  cause 
persons  in  the  area  of  drift  to  breathe  enough 
TEPP  to  make  them  short  of  breath,  the  pre- 
dominant symptom. 

These  factors  were:  thermal  inversion  in 

which  upper  air  is  warmer  than  lower  air,  and 
consequent  static  air  conditions  for  longer  than 
an  hour  over  a considerable  area;  topography  of 
land  causing  interference  with  even  slow  move- 
ment of  dust-laden  air;  and  tall-growing  crops 
with  dense  foliage  constituting  walls  of  vegeta- 
tion located  on  such  terrain. 

All  these  factors  were  present  in  the  Top- 
penish and  Wenatchee  outbreaks  and  also  at  the 
time  of  two  veterinarian-confirmed  cattle  out- 
breaks in  Yakima  Valley.  Available  facts  do 
not  explain  why  cattle  developed  a generalized 
poisoning  while  human  beings  and  some  ani- 
mals— cats,  geese,  chickens— did  not.  How- 
ever, the  buffering  action  of  the  blood  in  combin- 
ing with  absorbed  TEPP  may  differ  between 
cattle  and  man. 

The  article  states  that  whenever  clouds  of 
TEPP  dust  tend  to  concentrate  or  remain  static 
longer  than  usual,  people  should  be  urged  to  re- 
move themselves  and  their  cattle  until  the  cloud 
has  disappeared. 
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T he  development  of  new  diagnostic 
methods  and  advances  in  surgical  technics 
forces  us  to  reassess  the  established  methods 
of  diagnosis,  the  treatment,  and  the  accepted 
prognosis  of  pulmonary  embolism.1-3 

We  wish  to  report  here  2 cases  of  acute 
massive  pulmonary  embolism  in  which  the 
clinical  diagnosis  was  confirmed  by  intra- 
venous pulmonary  angiography,  1 of  which 
was  treated  successfully  by  pulmonary 
embolectomy  utilizing  a cardiopulmonary 
bypass  and  inferior  vena  cava  ligation. 

Case  reports 

Case  1.  The  patient,  a fifty -eight-year- 
old  man,  was  admitted  to  Montefiore  Hos- 
pital on  June  16,  1964,  because  of  left  pleu- 
ritic chest  pain,  dyspnea,  and  fever  of 
twenty-four  hours  duration.  There  were 
two  previous  admissions,  the  first  in  1961, 
for  thrombophlebitis  of  the  left  lower  extrem- 
ity and  pulmonary  embolism,  and  the  second 
in  1963,  for  resection  of  carcinoma  of  the 
ascending  colon.  After  both  hospitaliza- 
tions the  patient  recovered  fully,  and  at  the 
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FIGURE  1.  Case  1.  Electrocardiogram  in  pul- 
monary embolism:  left  axis  deviation. 


time  of  onset  of  his  present  illness  was  ac- 
tively working  as  a laborer. 

On  admission,  the  respiratory  rate  was  36 
per  minute,  the  pulse  rate  90  per  minute,  the 
blood  pressure  150/100  mm.  Hg,  and  the 
temperature  103  F.  There  were  rales  bi- 
laterally, but  more  extensively  on  the  left. 
There  were  varicose  veins  in  both  lower 
extremities,  but  no  calf  tenderness  and  no 
palpable  cords,  and  there  was  no  Homans’ 
sign.  The  blood  count  was:  hematocrit 

42,  white  cell  count  12,100  per  cubic  milli- 
meter, of  which  81  per  cent  were  polymor- 
phonuclear leukocytes,  4 per  cent  stabs,  13 
per  cent  lymphocytes,  and  2 per  cent  mono- 
cytes. The  urinalysis  was  normal.  Blood 
urea,  sugar,  bilirubin,  glutamic  oxalic  trans- 
aminase, total  protein,  albumin,  globulin, 
and  carbon  dioxide  were  all  normal.  Circu- 
lation time,  measured  with  dehydrocholic 
acid  (Decholin)  was  16  seconds.  Electro- 
cardiogram revealed  left  axis  deviation 
(Fig.  1). 

An  x-ray  examination  of  the  chest  re- 
vealed bilateral  pleural  effusion  and  pneu- 
monic infiltrate  at  the  left  base  (Fig.  2). 

Penicillin  therapy  was  initiated,  and 
within  six  hours  the  temperature  returned  to 
normal.  Eighteen  hours  after  admission, 
there  was  acute  dyspnea  and  cyanosis,  re- 
lieved within  a few  minutes  by  the  expec- 
toration of  a bloody  mucous  plug. 

The  patient  seemed  to  be  recovering  from 
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FIGURE  2.  Case  1.  Chest  x-ray  film  in  pulmonary 
embolism:  bilateral  pleural  effusion  and  pneu- 
monic infiltrate  at  the  left  base. 

his  pneumonia  when,  fifty  hours  after  ad- 
mission, he  was  seized  by  severe  left  chest 
pain,  dyspnea,  tachycardia,  and  cyanosis. 
On  physical  examination,  the  heart  sounds 
were  not  remarkable,  but  there  was  dullness 
to  percussion,  and  the  breath  sounds  were 
absent  in  both  lower  lung  fields  posteriorly. 
An  electrocardiogram  revealed  no  change. 
Heparin  therapy  was  started.  Four  hours 
later  there  was  another  attack  of  pain  with 
increasing  tachypnea  of  60  per  minute, 
tachycardia  of  160  per  minute,  and  deepen- 
ing cyanosis.  Thoracentesis  of  the  left 
chest  produced  only  20  cc.  of  bloody  fluid. 
Administration  of  500  mg.  aminophylline 
did  not  relieve  the  dyspnea.  Suction  of  the 
tracheobronchial  tree  with  a soft  rubber 
catheter  was  unproductive. 

Intravenous  pulmonary  angiography  by 
the  Robb-Steinberg  technic4  using  a power 
injector  to  deliver  50  cc.  of  75  per  cent  so- 
dium diatrizoate  (Hypaque)  into  the  ante- 
cubital  vein  revealed  abrupt  tapering  of  the 
major  divisions  of  the  pulmonary  artery  on 
the  left,  with  narrowing  and  sparsity  of 
vessels  throughout  the  left  lung.  On  the 
right,  there  was  scarcity  of  vessels  in  the 
upper  lung  field  (Fig.  3). 

The  patient  was  transferred  to  the  operat- 
ing room  where  fifty-eight  hours  after  ad- 
mission, under  thiopental  (Pentothal)  so- 
dium, succinylcholine  chloride,  and  curare 
anesthesia,  a median  sternotomy  was  per- 
formed. A disposable  plastic  oxygenator 
primed  with  1,500  cc.  of  5 per  cent  dextrose 
in  0.25  per  cent  saline  and  two  units  of  bank 
blood  was  used  for  the  establishment  of  total 
body  bypass.  The  pulmonary  artery  was 
opened,  and  a large  thrombus,  approxi- 
mately the  size  of  a thumb,  was  removed 


FIGURE  3.  Case  1.  Intravenous  pulmonary  an- 
giography in  pulmonary  embolism:  abrupt  tapering 
of  major  divisions  of  left  pulmonary  artery  with 
sparsity  of  vessels  throughout  left  lung  and  spar- 
sity of  vessels  in  right  upper  lobe. 


FIGURE  4.  Case  1.  Emboli  removed  at  surgery: 
large  embolus  found  in  the  left  pulmonary  artery. 
Multiple  small  emboli  removed  from  right  pulmo- 
nary artery. 

with  forceps  from  the  left  pulmonary  artery. 
No  further  thrombi  were  obtained  by  suc- 
tion and  gentle  milking  of  the  left  lung. 
Suction  of  the  right  pulmonary  artery  pro- 
duced 7 to  8 large  fragments  the  size  of  seg- 
mental artery  branches  (Fig.  4).  When  the 
pulmonary  circulation  was  re-established, 
there  was  a noticeable  change  in  the  color  of 
the  lungs  which  were  bluish  at  the  onset  and 
became  pink  at  the  termination  of  the 
embolectomy.  Immediately  thereafter,  the 
inferior  vena  cava  was  ligated.  The  patient 
was  anticoagulated  with  heparin  and  war- 
farin. The  postoperative  course  was  un- 
eventful, and  the  patient  recovered  fully. 

Pulmonary  function  studies  two  months 
postoperatively  revealed  only  minimal  re- 
strictive-constrictive changes  compatible 
with  pulmonary  emphysema.  There  was 
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no  alveolar-arterial  carbon  dioxide  tension 
gradient. 

The  clinical  features  and  the  diagnosis  of 
pulmonary  embolism  have  been  reviewed,5-7 
and  an  exhaustive  review  of  its  cause,  con- 
sequence, prevention,  and  treatment  has 
been  recently  published  by  Beall,  Fred,  and 
Cooley.8 

The  employment  of  pulmonary  angiog- 
raphy in  the  acutely  ill  patient  for  the  pur- 
pose of  making  a definitive  diagnosis  of 
pulmonary  embolism  has  not  been  stressed 
in  these  reviews.  The  use  of  intravenous 
pulmonary  angiography  was  described  re- 
cently as  being  diagnostically  of  value,  yet 
without  ill  effects.9  It  was  used  by  us  on  a 
very  ill  patient  without  any  adverse  effect 
and  not  only  confirmed  the  diagnosis,  but 
also  provided  the  surgeon  with  a guide  in  his 
search  for  emboli. 

Another  important  aid  in  the  diagnosis  of 
pulmonary  embolism  is  the  determination  of 
perfusion-ventilation  imbalance  by  the  study 
of  alveolar-arterial  carbon  dioxide  tension 
difference  as  described  by  Robin  et  al.w 
This  test  is  based  on  sound  physiologic  ob- 
servations and  may  be  expected  to  yield 
positive  results  at  least  in  the  detection  of 
massive  emboli.11  Arterial  oxygen  satura- 
tion should  also  be  determined  as  part  of  this 
study  to  document  the  degree  of  anoxia 
which  is  commonly  found  in  pulmonary 
embolism  but  which  is  not  always  clinically 
evident. 

Case  2.  The  usefulness  of  these  gas 
studies  and  of  intravenous  pulmonary  an- 
giography had  been  demonstrated  in  a 
second  case  of  a sixty-six-year-old  Negro 
male  who  was  admitted  to  Montefiore  Hos- 
pital on  August  17,  1964,  because  of  anterior 
chest  pain,  nonproductive  cough,  and  short- 
ness of  breath  of  twelve  hours  duration. 
On  admission,  he  exhibited  tachypnea  of  28 
per  minute,  without  orthopnea,  and  tachy- 
cardia of  120  per  minute.  Cyanosis  was  not 
noted  by  four  different  observers.  There 
were  a few  rales  in  the  lower  posterior  lung 
field.  The  second  pulmonic  sound  was  not 
accentuated.  The  chest  x-ray  film  was  un- 
remarkable. The  electrocardiogram  re- 
vealed Si,  S2,  Q3,  S-T  depression,  and  T in- 
version in  the  chest  leads  (Fig.  5).  Circula- 
tion time  measured  with  dehydrocholic  acid 
was  19  seconds.  End-tidal  air  carbon  di- 
oxide tension  was  21.4  mm.  Hg.  Arterial 
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FIGURE  5.  Case  2.  Electrocardiogram  in  pul- 
monary embolism:  Si,  S2,  Q3,  S-T  depression,  and  T 
inversion  in  chest  leads,  compatible  with  acute  cor 
pulmonale. 

carbon  dioxide  tension  was  34.5  mm.  Hg. 
The  alveolar-arterial  carbon  dioxide  tension 
difference  of  13.1  mm.  Hg  was  compatible 
with  pulmonary  embolism.  Arterial  oxy- 
gen saturation  was  73  per  cent.  Pulmonary 
angiography  using  a power  injector  to  de- 
liver 60  cc.  of  90  per  cent  sodium  diatrizoate 
into  the  antecubital  vein  revealed  poor 
emptying  of  the  right  side  of  the  heart,  even 
at  20  seconds.  There  was  filling  of  vessels 
in  the  upper  lobe  of  the  left  lung,  but  no 
vascularization  could  be  seen  in  the  entire 
right  and  the  lower  left  lung  fields  (Fig.  6). 

Technical  reasons  necessitated  his  transfer 
to  another  institution.  At  operation  on 
August  25,  1964,  clots  were  found  in  the 
right  and  left  pulmonary  arteries  and  ex- 
tending into  secondary  branches  where  they 
were  laminated  and  adherent.  The  patient 
expired  immediately  after  the  operation. 

Comment 

In  the  past  fifty-six  years,  pulmonary 
embolectomy  has  been  thought  indicated 
for  massive  pulmonary  emboli,  that  is,  those 
which  are  expected  on  clinical  grounds  to  be 
fatal.  Forty-five  per  cent  of  the  patients 
with  massive  pulmonary  emboli  die  within 
ten  minutes.5  Those  patients  who  survive 
the  first  few  minutes  are,  of  course,  the  ideal 
candidates  for  this  life-saving  procedure. 

The  application  of  gas  studies  and  pul- 
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FIGURE  6.  Case  2.  Intravenous  pulmonary  an- 
giography in  pulmonary  embolism:  absence  of 

vascularization  in  entire  right  lung  field  and  in  lower 
left  lobe. 

monary  angiography  to  each  case  in  which 
pulmonary  embolism  is  suspected  clinically 
will  establish  objective  criteria  for  surgical 
intervention  and  may  justify  operative  inter- 
vention in  patients  whose  emboli  are  not 
clinically  “massive”  nor  immediately  fatal, 
but  yet  are  extensive  enough  to  cause  re- 
sidual pulmonary  disability  with  delayed 
death  in  chronic  cor  pulmonale  in  spite  of 
judicious  use  of  the  established  modes  of 
treatment.12 

Once  the  diagnosis  of  pulmonary  embolism 
has  been  established,  and  the  indication  for 
operative  intervention  has  been  determined, 
the  procedure  should  be  done  as  early  as 
possible.  The  reasons  for  immediate  inter- 
vention are:  (1)  A successful  embolec- 

tomy  can  be  anticipated  only  as  long  as  the 
organization  of  the  embolus  is  not  advanced. 
The  chances  of  success  will  decrease,  there- 
fore, within  a few  days  after  embolization. 
Allison,  Dunnill,  and  Marshall13  have  shown 
in  studies  of  experimental  embolization  that 
epithelialization  of  the  embolus  occurs 
within  four  days  and  organization  is  well 
under  way  by  the  eighth  day.  (2)  Tachy- 
cardia and  arterial  oxygen  unsaturation, 
which  are  common  clinical  findings  in  mas- 
sive pulmonary  embolism,  lead  to  myocar- 
dial damage,  and,  indeed,  in  most  cases 
death  is  due  to  ventricular  fibrillation  or 


standstill.  Administration  of  100  per  cent 
oxygen  and  support  of  the  circulation  by 
partial  bypass14  may  help  reduce  this  hazard 
which,  however,  will  be  removed  completely 
only  after  the  normal  pulmonary  vascular 
blood  flow  is  restored. 

It  must  be  stressed  that  pulmonary  em- 
bolectomy  does  not  eliminate  the  need  for 
inferior  vena  cava  ligation,  the  omission  of 
which  may  allow  recurrent  embolization. 


Summary 

A case  of  acute  pulmonary  embolism 
which  was  successfully  treated  by  embolec- 
tomy  and  inferior  vena  cava  ligation  is  re- 
ported. 

Gas  studies  which  may  demonstrate  per- 
fusion-ventilation imbalance  and  intrave- 
nous pulmonary  angiography  are  useful  in 
establishing  and  confirming  the  diagnosis 
and  the  indication  for  embolectomy. 

Pulmonary  embolectomy,  combined  with 
inferior  vena  cava  ligation,  should  be  done 
as  early  as  possible  after  embolization  to  in- 
sure successful  outcome. 
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Unilateral  multicystic  kidney  disease 
is  a term  that  was  first  utilized  by  Schwartz 
in  1936. 1 He  used  it  to  describe  a specimen 
removed  from  a seven-month-old  infant  in 
whom  the  preoperative  diagnosis  was  either 
a Wilms  tumor  or  a large  hydronephrosis. 
Since  then  the  lesion  has  been  described 
with  increasing  frequency,  especially  during 
the  decade  from  1950  to  1960.  In  some  of 
the  earlier  reports  it  was  called  “unilateral 
polycystic  kidney  disease,”  and  the  authors 
always  stated  at  the  end  of  their  articles 
that  a careful  check  on  the  remaining  kid- 
ney should  be  made.  As  evidence  accum- 
ulated it  became  obvious  that  this  disease  is 
dissimilar  to  “polycystic  kidney  disease.” 

The  outstanding  feature  of  this  entity  is 
the  complete  replacement  of  the  kidney  by 
cysts  of  varying  sizes  which  in  turn  are  held 
loosely  together  by  connective  tissue. 
Grossly,  no  recognizable  renal  tissue  is 
visible,  the  ureter  is  often  absent  or  atresic,2 
and  in  general  it  has  the  appearance  of  a 
stalk  of  grapes. 

Etiology 

Generally  there  are  three  theories  which 
explain  the  formation  of  renal  cysts.  They 
are  those  of  Hildebrand (1894), 3 Kampmeier 
(1923), 4 and  Hepler(1930).6  Hildebrand’s3 
theory  states  that  there  is  failure  of  union 


between  the  tubular  portion  of  the  de- 
veloping metanephros  and  the  collecting 
tubules  arising  from  the  ureteral  bud. 
Supposedly,  cystic  dilatation  of  the  proxi- 
mal portion  occurs  because  of  the  continuing 
urine  formation  in  this  segment.  Kamp- 
meier4 holds  that  ordinarily  the  early  gen- 
erations of  tubules  become  cystic,  atrophy, 
and  disappear.  In  some  instances  he  be- 
lieves these  tubules  do  not  atrophy  and  dis- 
appear but  remain  as  cysts.  Hepler5  be- 
lieves that  local  tubular  obstruction  plus 
ischemia  in  the  same  area  results  in  the  for- 
mation of  cysts.  Experimentally  this  has 
been  shown  to  take  place.  Another  in- 
teresting theory  has  been  introduced  by 
Fink,  Garlick,  and  Stein.6  They  considered 
that  the  cysts  might  arise  from  ureteral  ob- 
struction in  early  embryonic  life  and  that 
the  cysts  we  see  are  actually  dilated  calyces. 
They  suggested  that  a more  appropriate 
term  might  be  congenital  cystic  hydro- 
calicosis. 

Summing  up  in  1955,  Spence7  wrote: 
“Actually  all  that  can  be  stated  definitely 
in  this  regard  is  that  multicystic  kidney 
disease  is  a congenital  defect  resulting  from 
fetal  maldevelopment,  not  on  a hereditary 
basis.” 

Case  report 

A four-year-old  white  girl  was  admitted  to 
the  Guthrie  Clinic  Ltd.,  Robert  Packer 
Hospital  on  February  25,  1963,  with  a 
twenty-four-hour  history  of  fever,  cough, 
and  emesis.  An  examination  revealed  con- 
junctivitis, pharyngitis,  and  an  early  rash 
typical  of  rubeola.  In  addition,  abdominal 
palpation  revealed  a golf  ball-sized,  slightly 
tender,  freely  movable  mass  in  the  right 
upper  quadrant.  It  was  thought  to  repre- 
sent a kidney  or  a mass  associated  with  the 
kidney.  Following  her  recovery  from  ru- 
beola, an  intravenous  pyelogram  was  per- 
formed which  revealed  a normally  function- 
ing left  kidney  which  was  larger  than  one 
would  expect.  No  dye  was  seen  on  the 
right  side,  and  the  renal  outline  was  never 
definitely  visualized.  On  several  films  there 
was  a suggestion  of  a rounded  mass  in  the 
right  renal  area.  Retrograde  studies  of  the 
right  upper  urinary  tract  showed  the  pres- 
ence of  a dilated  ureter  ending  blindly  at 
the  level  of  the  iliac  vessels  (Fig.  1).  A 
chest  roentgenogram  disclosed  a normal 
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FIGURE  2.  Gross  specimen  shows  grapelike  clus- 
ter of  cysts;  note  absence  of  recognizable  renal 
FIGURE  1.  Retrograde  ureterogram;  note  blind-  tissue, 
ending  ureter. 


chest.  Laboratory  studies  obtained  the 
following  results:  hemoglobin,  5.9  Gm.  per 
100  ml.  of  blood;  hematocrit,  18;  leuko- 
cytes, 5,450  per  cubic  millimeter;  and  a 
blood  urea  nitrogen  of  9 mg.  per  100  cc. 
The  urine  was  clear  with  no  albumin  or 
sugar,  and  the  microscopic  examination 
produced  negative  results.  The  anemia  was 
felt  to  be  nutritional,  and  she  was  given  500 
cc.  of  blood  before  exploration. 

On  March  5 the  exploration  was  carried 
out  through  a left  lumbar  incision.  The  pre- 
operative diagnosis  was  unilateral  multi- 
cystic  kidney  disease.  After  opening 
Gerota’s  fascia  it  was  quite  obvious  that 
there  was  no  real  renal  tissue  present  but 
just  multiple  cysts  of  all  sizes  which  ex- 
tended from  the  midline  up  into  the  dome  of 
the  diaphragm.  What  seemed  to  be  two 
small  arteries  and  veins  were  ligated  and 
severed,  but  there  was  seemingly  a main 
pedicle  with  a fairly  large  artery  and  vein 
which  was  also  ligated  and  severed.  No 
ureter  was  found.  The  wound  was  closed 
in  the  routine  manner  with  interrupted 


chromic  catgut,  and  a Penrose  drain  was 
inserted  in  the  former  perirenal  space. 

Pathologic  report.  The  specimen  con- 
sisted of  a kidney  which  had  been  com- 
pletely replaced  with  cysts  containing  clear 
fluid.  These  were  held  together  by  fine 
connective  tissue  bands.  The  kidney 
measured  10  by  6 cm.  with  the  cysts  varying 
in  size  from  1 to  4 cm.  in  diameter.  No 
renal  pelvis  or  ureter  was  present  (Fig.  2). 
Microscopically  a few  islands  of  renal  tubules 
which  seemed  atrophic  were  seen.  These 
zones  were  separated  by  collagenous  connec- 
tive tissue  which  was  abundantly  present 
and  separated  the  cystic  spaces.  The  cysts 
were  lined  with  a single  layer  of  flattened 
cells  (Fig.  3). 

Comment 

Spence7  feels  that  there  are  four  cystic 
conditions  of  the  kidney  which  may  be 
confused  and  should  be  differentiated:  (1) 

multilocular  cysts  of  the  kidney;  (2)  mul- 
tiple simple  cysts  of  the  kidney;  (3)  poly- 
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FIGURE  3.  High-power  photomicrogram  showing 
atrophic  tubules  and  collagenous  connective  tis- 
sue. 


cystic  kidney  disease;  and  (4)  unilateral 
multicystic  kidney  disease.  Multilocular 
cysts  and  multiple  simple  cysts  of  the  kidney 
are  limited  to  a portion  of  the  kidney,  and 
a normal  segment  of  parenchyma  unin- 
volved by  disease  may  be  seen.  Also,  in 
multilocular  cysts  the  cysts  are  subdivided 
and  partitioned  so  that  cysts  within  cysts 
are  found.  In  both  the  infantile  and  the 
adult  polycystic  kidney  the  reniform  and 
calyceal  pattern  are  retained.  Microscopi- 
cally, normal-appearing  nephrons  are  present 
and  interspersed  among  the  cysts;  func- 
tioning nephrons  are  absent  in  the  multi- 
cystic kidney.  The  infantile  polycystic 
kidney  appears  like  a sponge  while,  as  stated 
before,  the  multicystic  kidney  resembles  a 


stalk  of  grapes.  Differentiation  is  ex- 
tremely important  since  in  multicystic 
disease  the  prognosis  is  excellent  for  a nor- 
mal life  span,  and  heredity  plays  no  role. 
This  is  obviously  not  true  for  polycystic 
kidney  disease. 

Coppridge  and  Ratliff2  summarized  the 
major  points  of  this  interesting  lesion  as 
follows:  (1)  The  condition  is  nearly  always 
discovered  in  infancy  or  early  childhood; 

(2)  a palpable  mass  is  frequently  present; 

(3)  excretory  urography  shows  non  visualiza- 
tion of  the  kidney  on  the  affected  side  and 
frequently  evidence  of  a mass  in  the  abdo- 
men; (4)  at  cystoscopy  the  ureteral  orifice 
on  the  affected  side  may  be  absent;  (5)  in 
some  cases  gastrointestinal  symptoms  lead- 
ing to  inanition  are  seen;  (6)  nephrectomy 
results  in  cure  of  the  condition;  (7)  the 
specimen  grossly  reveals  no  identifiable 
renal  tissue,  and  it  resembles  a grapelike 
cluster  of  cysts;  and  (8)  the  ureter  is  often 
absent  or  atresic. 

Summary 

A case  of  congenital  multicystic  kidney 
disease  discovered  by  abdominal  palpation 
is  presented.  It  was  discovered  at  the  time 
of  admission  to  the  hospital  for  an  unrelated 
disease.  The  etiology  of  the  condition  is 
discussed,  and  the  importance  of  differen- 
tiating it  from  other  types  of  renal  cystic 
disease  is  emphasized. 
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Idiopathic 

Hypoparathyroidism 

FRANK  MUSACCHIO,  M.D.,  D.I.M. 

Brooklyn,  New  York 

From  the  King's  County  Hospital  Center 


Since  the  introduction  of  radioactive  io- 
dine therapy  for  hyperthyroidism,  the  post- 
operative type  of  hypoparathyroidism  has 
become  uncommon.  However,  Townsend1 
reported  a case  of  hypoparathyroidism  in  a 
fifty-t wo -year-old  white  man  following  ra- 
dioactive iodine  therapy  for  intractable 
angina  pectoris.  Dahl,  McFaden,  and  Eisen- 
berg2  reported  a case  of  coexisting  idiopathic 
hypoparathyroidism  and  hyperthyroidism. 
It  was  suggested  that  the  hyperthyroidism 
may  have  induced  the  hypoparathyroidism 
by  some  effect  of  the  enlarged  thyroid  gland 
on  the  neighboring  parathyroid  tissue.  The 
rare  congenital  cases  designated  idiopathic 
hypoparathyroidism  still  occur,  and  within 
years  there  have  been  increasingly  numerous 
reports.  This  is  probably  because  a higher 
index  of  suspicion  than  formerly  exists  today, 
and  the  possibility  that  the  serum  calcium 
may  be  low  is  entertained  in  all  patients 
with  unusual  muscle  contractions,  cataracts, 
or  generalized  epileptiform  convulsions. 

At  the  Kings  County  Hospital,  where  the 
yearly  admission  rate  is  62,000,  Wise  and 
Hart3  found  only  3 such  cases  in  a ten-year 
survey.  Steinberg  and  Waldron, 4 reviewing 
the  literature  in  1952,  found  only  52  cases 
satisfying  their  diagnostic  criteria.  In  the 
reports  of  Robinson,  Carmichael,  and  Cum- 
ings,5  Sugar,6  Grant,7  and  DeMowbray8  the 
clinical  features  of  idiopathic  hypoparathy- 
roidism are  found. 

The  present  case  is  reported  because,  al- 


though the  patient  was  under  medical  ob- 
servation for  five  years  and  had  the  clinical 
manifestations  of  the  disease  during  that 
time,  as  well  as  bilateral  iridectomy,  no 
diagnosis  was  made  during  the  period. 

Case  report 

The  patient,  a forty-year-old  white  woman 
of  Italian  descent,  was  first  seen  by  the 
author  on  February  27,  1963,  following  an 
episode  at  home  during  which  she  lost  her 
speech,  her  tongue  curled,  and  her  arms  and 
legs  became  rigid.  The  history  was  ob- 
tained from  the  patient’s  husband. 

History.  In  the  fall  of  1957  she  had  had 
the  first  episode  of  speech  loss,  lasting  two  to 
three  hours  and  associated  with  muscle 
spasms  of  all  the  extremities  and  the  jaw. 
During  the  past  five  years  she  had  had  re- 
curring, transient,  painful  cramps  and 
spasms  of  the  muscles  of  all  the  extremities 
and  of  the  neck  and  jaw.  There  was  no  loss 
of  consciousness  during  these  episodes,  but 
the  patient  was  unable  to  speak,  respond  to 
commands,  or  make  voluntary  movements. 
These  episodes  varied  in  intensity  and  dura- 
tion, and  the  frequency  varied  from  one 
attack  weekly  to  several  attacks  on  one  day, 
often  repeated  on  several  successive  days. 

At  thirty  years  of  age  she  had  begun  to 
lose  some  of  the  hair  of  her  scalp  at  fairly 
regular  yearly  intervals.  During  the  five 
years  prior  to  February  27,  1963,  her  hair 
had  been  very  thin,  without  regrowth. 

In  1958,  when  the  patient  was  thirty-five 
years  old,  she  consulted  an  ophthalmologist, 
hoping  that  correction  of  her  progressive 
diminution  in  vision  would  eliminate  her 
irritability.  A diagnosis  of  bilateral  cata- 
racts was  made,  but  operation  was  deferred 
for  unknown  reasons.  Subsequently,  several 
physicians  treated  her  with  vitamin  Bi2. 
In  August,  1961,  she  was  admitted  to  the 
hospital,  and  a unilateral  iridectomy  was 
performed.  This  was  followed  by  the 
second  operation  in  January,  1962.  During 
this  hospital  stay,  she  was  nervous  and  tense 
but  had  no  loss  of  speech  or  muscle  spasms  of 
the  extremities.  Shortly  following  discharge 
she  again  began  having  episodes  of  the  type 
described. 

The  patient  had  been  delivered  at  term 
normally.  Her  growth  and  development 
had  been  normal.  She  had  had  no  signifi- 
cant diseases  other  than  the  usual  childhood 
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illnesses  and  had  had  a tonsillectomy  at  the 
age  of  six  years.  She  did  not  smoke  or 
drink  alcoholic  beverages.  The  family  his- 
tory was  noncontributory. 

Physical  findings.  Physical  examina- 
tion revealed  a slight  generalized  wasting  of 
the  subcutaneous  tissue,  considerable  thin- 
ning of  the  hair  of  the  scalp,  and  no  skin  ab- 
normalities. The  patient  apparently  was 
not  in  acute  distress  but  seemed  anxious 
about  her  condition.  The  temperature  was 
98.6  F.,  blood  pressure  140/80  mm.  Hg, 
respirations  16  per  minute,  and  pulse  88 
per  minute.  The  nails  were  coarse  and 
had  transverse  ridges.  Peripheral  pulsa- 
tions were  equal  and  normal  bilaterally. 
There  was  no  peripheral  lymphadenopathy. 
A bilateral  iridectomy  status  was  noted. 
Funduscopically,  there  was  no  evidence  of 
hemorrhages  or  papilledema.  No  operative 
scars  on  the  neck  were  seen,  and  the  thyroid 
was  not  palpable.  The  lungs  were  clear  to 
percussion  and  auscultation.  Respiratory 
excursions  were  normal  and  equal  bilaterally. 
There  was  no  cardiomegaly  on  percussion. 
Regular  sinus  rhythm  was  present. 
No  murmurs  were  heard.  No  abdominal 
abnormalities  were  noted.  A 4 plus  Chvos- 
tek’s  sign  was  elicited  bilaterally,  and  the 
patellar  reflexes  were  hyperactive  bilaterally. 
Trousseau’s  sign  was  elicited.  There  were 
no  other  abnormal  neurologic  signs.  Motor 
power  was  good  in  all  extremities.  There 
was  a coarse  tremor  of  the  hands. 

Laboratory  findings.  When  the  pa- 
tient was  first  seen,  Sulkowitch’s  test  reac- 
tion was  negative.  On  March  6,  1963,  a 
week  later,  the  hemoglobin  was  14  Gm.  per 
100  ml.,  the  hematocrit  was  48,  and  the 
white  blood  cell  count  was  8,200  per  cubic 
millimeter,  with  64  per  cent  neutrophils,  32 
per  cent  lymphocytes,  2 per  cent  eosinophils, 
and  1 per  cent  monocytes.  The  serum  cal- 
cium was  6 mg.  and  inorganic  phosphate  8.3 
mg.  per  100  ml.  The  protein-bound  iodine 
was  7.1  micrograms  per  100  ml.  On  March 
7,  1963,  she  entered  Shore  Road  Hospital 
for  further  evaluation.  On  March  8,  1963, 
the  urine  contained  a faint  trace  of  protein, 
with  a specific  gravity  of  1.02  and  a pH  of  5. 
Sulkowitch’s  test  reaction  was  negative.  A 
twenty-four-hour  urine  revealed  .032  Gm.  of 
calcium,  0.36  Gm.  of  inorganic  phosphate, 
and  1 Gm.  of  creatinine.  Fasting  blood 
sugar  was  86  mg.,  blood  urea  nitrogen,  12  mg., 
and  serum  creatinine  1.35  Gm.  per  100  ml. 


Total  protein  was  6.6  Gm.,  albumin 
3.85  Gm.,  and  globulin  2.75  mg.  per  100  ml. 
Serum  sodium  was  144,  serum  potassium  4, 
and  serum  chlorides  98.2  mEq./L.  Alkaline 
phosphatase  was  1.55  Bodansky  units.  The 
carbon  dioxide-combining  power  was  60 
volumes  per  cent,  and  VDRL  findings  were 
negative. 

An  electrocardiogram  on  admission  dem- 
onstrated a prolongation  of  the  Q-T  interval 
to  0.43  seconds,  mainly  due  to  lengthening 
of  the  S-T  segment,  and  a ventricular  rate  of 
80  per  minute.  A roentgenogram  of  the 
chest  yielded  normal  findings.  Roentgeno- 
grams of  the  skull  revealed  no  intracranial 
calcifications.  Roentgenograms  of  the  en- 
tire spine,  pelvis,  and  long  bones  showed  no 
osseous  abnormalities. 

Treatment  and  course.  Therapy  was 
begun  with  oral  administration  of  14  Gm. 
of  calcium  gluconate,  a diet  free  of  dairy 
products,  and  aluminum  hydroxide  gel 
( Amphojel) . This  was  continued  for  fourteen 
days.  On  March  14,  1963,  serum  calcium 
was  6 mg.  and  inorganic  phosphorus  8.4  mg. 
per  100  ml.  On  March  21,  1963,  serum 
calcium  was  still  6 mg.  and  inorganic  phos- 
phorus 9.1  mg.  per  100  ml.  During  this 
period  of  observation  the  patient  experienced 
many  episodes  of  daily  painful  spasm  of  the 
muscles  of  the  extremities  and  jaw.  On 
March  21,  1963,  200,000  units  of  vitamin 
D were  added  to  the  regimen.  On  March 
24,  1963,  she  was  discharged  and  followed 
with  monthly  determinations  of  the  serum 
calcium  and  phosphorus.  She  was  also 
instructed  to  check  urine  for  calcium  with 
Sulkowitch’s  reagent.  On  March  26,  1963, 
roentgenograms  of  the  gastrointestinal  tract 
with  fractional  study  of  the  small  bowel 
showed  normal  findings. 

The  patient’s  clinical  response  to  therapy 
was  rapid  and  one  of  steady  improvement. 
On  April  5,  1963,  serum  calcium  was  10  mg. 
and  inorganic  phosphorus  5.9  mg.  per  100 
ml.  Therapy  continued,  and  in  May,  July, 
September,  and  November,  1963,  the  serum 
calcium  and  phosphorus  determinations  in 
sequence,  were:  10  mg.,  5.4  mg.,  10  mg., 
3.6  mg.,  10  mg.,  3.8  mg.,  10  mg.,  and  3.8 
mg.  per  100  ml.  Sulkowitch’s  test  reaction 
has  been  1 to  2 plus. 

At  the  end  of  two  weeks  of  vitamin  D 
therapy,  all  evidence  of  muscle  spasms, 
hypertonicity,  and  tightness  of  muscles  had 
completely  disappeared,  and  neurologic  find- 
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mgs  were  normal.  At  the  end  of  two  months 
the  patient’s  weight  had  increased,  and 
there  was  noticeable  regrowth  of  hair.  The 
electrocardiographic  findings  were  normal. 

Comment 

Idiopathic  hypoparathyroidism  is  un- 
common. Only  about  94  cases  have  been 
reported  in  the  world  literature.  It  may 
occur  at  any  age  but  is  more  common  in 
children  than  in  adults  and  twice  as  frequent 
in  females  as  in  males.  The  tetany  may 
be  latent  and  unrecognized  for  some  time, 
with  the  symptoms  being  more  apparent 
during  active  menstruation.  The  diagnosis 
in  most  of  the  reported  cases  had  been  made 
several  years  after  the  onset.  Dietrich, 
Rice,  and  Luton9  and  others  reported  an 
average  interval  of  nine  years  between 
onset  and  diagnosis.  Goldman  et  al.10 
reported  the  cases  of  3 brothers  with  idi- 
opathic hypoparathyroidism,  although  there 
is  no  clear  evidence  of  a hereditary  factor. 

Cause.  The  cause  of  idiopathic  hypopara- 
thyroidism is  unknown,  and  theories  have 
been  advanced  concerning  the  relationship 
of  infection  and  trauma  at  birth.  In  a few 
cases  autopsy  has  revealed  either  apparent 
absence  of  parathyroid  tissue  or  complete 
aplasia  of  parathyroid  epithelial  cells,  with 
replacement  by  fat  cells.  Drake  et  al.11 
reported  the  case  of  a patient  in  whom  the 
parathyroids  appeared  grossly  normal  at 
autopsy,  but  on  microscopic  examination 
the  glands  showed  replacement  of  the  pa- 
renchymal cells  by  fat.  Frequently,  idio- 
pathic hypoparathyroidism  is  associated 
with  mondial  infections,  and  this  has  raised 
the  question  of  a possible  relation  between 
the  two  conditions.12 

Biochemical  features  and  criteria 
for  diagnosis.  The  characteristic  bio- 
chemical features  and  criteria  for  the 
diagnosis  of  idiopathic  hypoparathyroidism 
include  the  following:  hypocalcemia,  hyper- 
phosphatemia, hypocalciuria,  and  hypophos- 
phaturia;  chronic  tetany;  absence  of  a 
history  or  evidence  of  surgical  or  other 
trauma  in  the  parathyroid  region;  and 
absence  of  other  causes  of  hypocalcemia, 
such  as  renal  insufficiency,  malabsorption 
syndromes,  renal  tubular  acidosis,  primary 
hyperaldosteronism,  or  nutritional  defi- 
ciency of  vitamin  D.  The  case  described 
satisfied  all  these  criteria. 


Characteristic  clinical  features. 
Tetany.  Manifest  or  latent  tetany  is  the 
most  characteristic  feature  of  this  disease. 
Insidious  paresthesias,  numbness  and  tingling 
of  the  extremities,  muscular  cramps,  stiff- 
ness in  hands,  feet,  and  bps,  and  twitching 
of  the  face  and  eyelids  are  initial  signs, 
finally  culminating  in  overt  carpopedal 
spasm  and  laryngeal  stridor.  Generalized 
epileptiform  convulsions  may  occur  in 
severe  cases.  The  convulsions  of  tetany  are 
frequently  mistaken  for  those  of  epilepsy, 
especially  because  the  electroencephalo  - 
graphic  changes  in  both  conditions  are 
similar.13.14  However,  aura  does  not  pre- 
cede attacks  of  tetany.  It  may  require 
electroencephalo  graphic  studies  with  simul- 
taneous administration  of  intravenous  cal- 
cium to  make  the  distinction.  Tetany 
occurred  in  78  per  cent  of  cases  reviewed  by 
Steinberg  and  Waldron,4  and  Chvostek’s 
sign  and  Trousseau’s  sign  were  said  to  have 
been  present  in  every  case.  A positive 
Trousseau’s  sign  is  diagnostic  of  tetany; 
Chvostek’s  sign  can  be  elicited  in  many 
persons  and  is  not  pathognomonic  of  hypo- 
calcemia. However,  in  the  absence  of 
Chvostek’s  sign  the  presence  of  hypocal- 
cemia is  highly  improbable.  In  patients 
with  latent  tetany  there  may  be  only  grim- 
acing, awkwardness,  tremor,  stumbling,  and 
muscular  rigidity.  In  32  cases  of  idiopathic 
hypoparathyroidism  reported,  Chvostek’s 
sign  was  absent  in  3 and  Trousseau’s  sign, 
in  4.  In  the  case  reported  here,  Chvostek’s 
sign  and  Trousseau’s  sign  could  be  elicited 
prior  to  therapy  but  were  absent  after 
calcium  had  reached  a normal  level. 

At  times,  the  bronchial  muscles  may  be 
involved,  producing  a full-blown  picture  of 
bronchial  asthma.  Death  has  been  reported 
during  an  acute  phase  of  tetany  due  to 
asphyxia  from  laryngeal  spasm.  Acute 
surgical  abdominal  lesions  may  be  simu- 
lated as  a result  of  tetany  of  the  gastro- 
intestinal musculature. 

Electrocardiographic  changes.  The  hypo- 
calcemia may  result  in  prolongation  in  the 
electrocardiogram  of  the  Q-T  interval,  with 
or  without  flattening  of  the  S-T  segments. 
This  is  not  a constant  finding,  but  when 
present,  it  constitutes  important  ancillary 
evidence  of  hypoparathyroidism.  In  the 
case  reported  here,  the  electrocardiographic 
findings  were  consistent  with  hypocalcemia. 

Ectodermal  lesions.  Due  to  the  chro- 
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nicity  of  the  disease,  ectodermal  lesions  may 
be  quite  pronounced.15,16  These  include 
changes  in  the  teeth,  with  defects  in  the 
enamel,  punctate  holes,  transverse  furrows 
and  horizontal  grooves,  and  blunting  of  the 
roots;  thickening  of  the  skin;  changes  in 
the  hair,  with  thinning  and,  occasionally, 
complete  loss;  changes  in  the  nails,  with 
brittleness,  horizontal  ridges,  and,  occa- 
sionally, complete  loss;  and  changes  in  the 
eyes,  with  lenticular  or  “tetany  cataracts.” 

The  skin  changes  in  idiopathic  hypopara- 
thyroidism are  quite  varied.  They  may 
consist  of  a dry  and  scaly  skin,  the  lesions  of 
exfoliative  dermatitis,  the  pigmentation  of 
chloasma  gravidarum,  and  dermatitis  her- 
petiformis. Several  cases  have  been  re- 
ported of  the  association  of  idiopathic 
hypoparathyroidism  with  Addison’s  disease, 
including  the  pigmentation  seen  in  the 
latter  disease. 17  There  were  no  skin  changes 
in  the  case  reported  here. 

Cataracts  have  been  observed  in  approxi- 
mately half  of  the  reported  case  of  idio- 
pathic hypoparathyroidism,  and  their  dis- 
covery in  young  persons  has  occasionally  led 
to  the  correct  diagnosis.  The  presence  of 
cataracts  in  this  case  did  not  furnish  the 
ophthalmologist  a clue  as  to  the  underlying 
disease. 

Psychologic  changes.  Mental  retardation 
and  psychiatric  disturbances  may  be  associ- 
ated with  idiopathic  hypoparathyroidism, 
and  the  mental  retardation  may  be- 
come permanent.  At  times,  evidence  of 
increased  intracranial  pressure  with  papille- 
dema is  found,  so  that  the  presence  of  a brain 
tumor  is  suspected.7  Van  Ommen18  reports 
the  incidence  of  mental  disturbance  as  14  per 
cent,  with  the  statement  that  it  usually 
disappears  with  treatment.  This  patient 
did  not  manifest  any  mental  changes. 

Calcification.  In  untreated  patients,  as 
the  soft  tissues  begin  to  take  up  calcium 
phosphate,  metastatic  calcification  eventu- 
ally appears.  Roentgenologically,  the  most 
significant  lesions  have  been  cerebral  cal- 
cification, especially  in  the  region  of  the 
basal  ganglia.19.20  These  calcifications  are 
important  ancillary  findings,  but  in  them- 
selves are  not  pathognomonic  of  idiopathic 
hypoparathyroidism.  They  have  been  de- 
scribed in  tuberculous  meningitis,  idiopathic 
epilepsy,  tuberous  sclerosis,  chronic  lead 
poisoning,  and  mental  deficiency  states. 
There  were  no  roentgenographic  manifesta- 


tions of  cerebral  calcification  in  this  patient. 

Pathophysiologic  features.  Wil- 
liams21 concept  of  the  pathophysiology  in 
idiopathic  hypoparathyroidism  is  as  follows: 
With  the  cessation  of  the  function  of  the 
parathyroid  glands,  there  is  a decrease  in 
the  distal  tubular  secretion  of  phosphate  by 
the  kidneys,  which  results  in  phosphate 
retention.  This  leads  to  an  increase  in  the 
ion  products  of  calcium  and  phosphate  in 
the  plasma  and  to  an  increase  in  the  deposi- 
tion of  these  ions  in  the  exchangeable  com- 
partment of  bone.  This,  in  turn,  is  followed 
by  a fall  in  the  plasma  calcium  concentration. 
Other  factors  that  contribute  to  the  hypo- 
calcemia are  the  decrease  in  the  rate  of 
absorption  of  calcium  from  the  gastro- 
intestinal tract  and,  particularly,  the  de- 
crease in  the  rate  of  bone  resorption.  This 
latter  effect  is  induced  by  a decrease  in  the 
rate  of  conversion  of  osteogenic  cells  into 
osteolytic  ones.  The  fall  in  the  plasma 
calcium  concentration  leads  to  hypocal- 
cemia and  to  the  increase  in  neural  and 
muscular  excitability  that  is  the  basis  of  the 
tetany  and  of  the  electrocardiographic  and 
electroencephalo graphic  abnormalities. 

Diagnosis  in  this  case.  Since  tetany 
is  merely  a manifestation  of  diminution  of 
the  ionized  calcium  in  the  serum,  it  occurs 
also  in  other  hypocalcemic  conditions,  even 
in  certain  normal  calcemic  conditions,  and 
these  must  be  carefully  distinguished  from 
hypoparathyroidism.  In  the  case  described, 
the  normal  urine  specific  gravity  and  the 
normal  blood  urea  nitrogen  suggested  that 
there  was  no  serious  impairment  of  renal 
function  such  as  might  lead  to  phosphate 
retention  and  hypocalcemia.  The  acid  pH 
of  urine  and  the  hypocalciuria  were  in- 
consistent with  renal  tubular  acidosis.  The 
normal  bone  density  in  roentgenograms  of 
the  skull,  ribs,  spine,  and  pelvis  and  the 
normal  serum  alkaline  phosphatase  sug- 
gested that  osteomalacia  was  unlikely. 
Further,  there  was  no  reason  to  suspect  a 
malabsorption  syndrome  in  the  absence  of  a 
history  of  diarrhea,  steatorrhea,22  abdominal 
surgery,  or  jaundice.  A roentgenogram  of 
the  gastrointestinal  tract  yielded  normal 
findings.  Clinical  signs  of  vitamin  defi- 
ciency were  also  lacking.  There  was  no 
clinical  evidence  of  acute  pancreatitis. 
Laboratory  findings  were  not  consistent  with 
metabolic  alkalosis  or  primary  hyperaldo- 
steronism. The  serum  phosphorus  and 
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phosphatase  levels  are  normal  in  such  cases, 
and  the  urine  contains  normal  amounts  of 
calcium.  This  patient  had  hyperphospha- 
temia, and  the  urine  was  free  of  calcium. 

The  Ellsworth-Howard23’24  test,  a proce- 
dure recommended  to  distinguish  pseudo- 
hypoparathyroidism from  true  hypopara- 
thyroidism, was  not  carried  out.  However, 
the  absence  of  such  clinical  features  as  sub- 
cutaneous calcifications,  short  stature,  short- 
ened metacarpals,  round  face,  and  mental 
deficiency,  almost  always  present  in  pseudo- 
hypoparathyroidism, together  with  the  age 
of  the  patient,  seemed  to  make  pseudohypo- 
parathyroidism a most  unlikely  diagnostic 
possibility.  When  patients  with  pseudo- 
hypoparathyroidism are  placed  on  a high- 
calcium,  low-phosphate  diet,  the  plasma 
phosphate  level  returns  to  normal;  when 
patients  with  true  hypoparathyroidism  are 
placed  on  such  a diet,  the  plasma  calcium 
level  does  not  return  to  a completely  normal 
value.  The  difference  in  the  response  to 
this  particular  diet  is  of  aid  in  the  differential 
diagnosis  of  pseudohypoparathyroidism  and 
other  types  of  parathyroid  hypofunction. 
This  patient  did  not  respond  to  a high- 
calcium,  low-phosphate  diet. 

In  the  case  reported  here  all  of  the  clinical 
criteria  for  the  diagnosis  of  idiopathic  hypo- 
parathyroidism were  fulfilled. 

Treatment 

Establishing  a normal  plasma  calcium 
level  is  the  most  important  point  in  the 
management  of  idiopathic  hypoparathy- 
roidism. Replacement  therapy  with  para- 
thyroid hormone  should  be  the  best  correc- 
tive measure,  since  the  parathyroid  glands 
are  unable  to  perform  their  function.  How- 
ever, the  administration  of  the  hormone  has 
its  drawbacks.  It  is  expensive;  it  causes 
local  reactions;  and  in  time  it  loses  its  effec- 
tiveness because  of  antibody  formation. 

Vitamin  D has  two  main  actions:  It  in- 
creases calcium  absorption  from  the  gastro- 
intestinal tract  and  also  enhances  the 
elimination  of  phosphorus  by  the  kidney. 
When  vitamin  D is  administered  to  a person 
with  hypoparathyroidism,  the  increased  ab- 
sorption of  calcium  leads  to  an  increased 
serum  calcium  level  and  increased  urinary 
excretion  of  calcium,  with  a concomitant  de- 
crease in  fecal  calcium  excretion.  There 
is,  in  addition,  increased  absorption  of  phos- 


phorus from  the  gastrointestinal  tract, 
which,  in  turn,  leads  to  elevated  serum 
levels  of  the  mineral.  When  using  this  type 
of  therapy  the  patient  should  be  kept  on  a 
dietary  intake  low  in  phosphorus,  and,  if 
possible,  the  phosphorus  should  be  fixed  in 
the  intestinal  tract  with  aluminum  hy- 
droxide. A dose  of  one  to  three  capsules  of 
vitamin  D daily,  each  containing  50,000 
units,  usually  suffices,  although  in  an  oc- 
casional refractory  patient,  up  to  1 to  2 
million  units  daily  may  be  necessary.25 
Aluminum  hydroxide  is  given  in  doses  of  1 
to  3 tablespoonfuls  three  times  daily.  It  is 
best  to  administer  it  after  meals,  so  that  the 
normal  gastric  acidity  will  not  be  com- 
pletely neutralized;  some  acid  is  necessary 
for  the  proper  absorption  of  the  dietary  cal- 
cium. Extra  calcium  also  can  be  given 
orally;  calcium  gluconate,  calcium  lactate, 
or  calcium  chloride  may  be  used.  The  lac- 
tate is  usually  well  tolerated  and  can  be 
given  in  doses  of  4 Gm.  three  to  six  times 
daily,  mixed  with  fruit  juices  or  water. 

A diet  free  of  dairy  products  will  limit 
the  intake  of  the  phosphate  ion.  Milk  is 
omitted  because  of  its  high  phosphorus  con- 
tent. Also  limited  are  cheese,  egg  yolks, 
and  butter,  as  well  as  dried  fruit,  potatoes, 
lentils,  and  cauliflower. 

Probenecid  (Benemid)  has  been  suggested 
for  use  in  refractory  cases  of  hypopara- 
thyroidism because  of  its  action  in  increasing 
urinary  excretion  of  phosphorus.25  How- 
ever, it  needs  further  clinical  trial  for  evalua- 
tion. 

The  patient  should  be  shown  how  to  use 
Sulkowitch’s  test  and  how  to  regulate 
therapy  by  its  results.  Blood  calcium 
should  be  checked  occasionally,  but  this 
may  be  necessary  only  once  yearly  if  control 
is  satisfactory. 

The  aims  of  treatment  are  two:  to  keep 
the  patient  free  of  tetany  and  to  prevent 
metastatic  calcification.  These  can  be 
achieved  by  keeping  the  serum  calcium  level 
at  8 mg.  per  100  ml.  or  above  and  the  serum 
phosphorus  at  5 mg.  per  100  mg.  or  below. 

The  prognosis  is  good  if  the  chemical 
changes  characteristic  of  the  disease  are  ade- 
quately controlled.  If  the  condition  is  of 
sufficient  severity  and  duration,  with  in- 
adequate control,  particularly  of  the  ele- 
vated phosphorus  level,  the  soft  tissues  begin 
to  take  up  calcium  phosphate,  and  meta- 
static calcification  appears.  This  may  occur 


688  New  York  State  Journal  of  Medicine  / March  1,  1965 


in  the  brain  to  such  a degree  that  irrepa- 
rable mental  deterioration  ensues.  To  dif- 
ferentiate this  from  reversible  changes, 
10  cc.  of  10  per  cent  calcium  gluconate 
can  be  administered  during  the  recording  of 
an  electroencephalogram.  If  the  abnormal 
brain  waves  disappear,  the  cerebral  changes 
may  be  due  to  the  low  serum  calcium  alone 
and  should  disappear  when  this  is  corrected. 
Papilledema  with  increased  spinal  fluid 
pressure  and  convulsive  seizures  may  occur 
in  poorly  treated  patients. 

Summary 

A case  of  idiopathic  hypoparathyroidism 
has  been  reported.  The  five-year  duration 
and  rapid  recovery  are  of  interest.  The 
clinical  features  of  this  illness  are  discussed. 
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Nursing  and  education  for  it  must  be 
viewed  in  the  context  of  the  times.  This  is 
clearly  indicated  by  even  the  most  superficial 
perusal  of  the  history  of  our  art  and  pro- 
fession. It  is  shown  in  the  work  of  women 
like  Fabiola  in  the  early  Christian  era;  the 
dedication  and  services  of  members  of  the 
early  monastic  orders,  both  men  and  women, 
during  the  Middle  Ages.  The  Sairey  Gamps, 
shameful  as  they  were,  did,  in  fact,  reflect 
the  condition  of  nursing  generally  from  the 
sixteenth  through  the  mid-nineteenth  cen- 
turies. Then  Florence  Nightingale  and  her 
followers  changed  it  drastically.  I contend 
that  Florence  Nightingale’s  work  was  part 
of  a larger  scientific  and  social  revolution 
rather  than  an  accident  of  history.  She  was 
a contemporary  of  Pasteur,  Lister,  Dickens, 
Thoreau,  and  Emerson.  Typical  of  the 
ferment  of  those  times  was  not  only  explora- 
tion with  anesthetics  and  the  control  of  in- 
fections but  also  humane  concerns  for 
soldiers  and  the  sick  poor  during  and  after 
our  own  Civil  War  and  the  adoption  here  of 
the  Red  Cross  despite  the  American  position 
of  isolation  from  “foreign  entanglements.” 
Training  of  nurses,  begun  in  1873,  was  but 
one  manifestation  of  awakening  American 
concerns  about  social  welfare  on  a broad 
base. 

The  creation  of  schools  for  nurses  more 
than  any  other  single  factor  changed  hos- 
pitals from  pest  houses  and  hospices  for  the 
sick  poor  to  therapeutic  institutions.  In- 


deed, the  schools’  success  was  so  prompt  and 
so  dramatic  that  the  number  of  schools  for 
nurses  jumped  from  3 in  1873  to  432  in  1900 
and  1,129  in  1910!  And  by  that  time  the 
view  that  the  prime  purpose  of  a school  of 
nursing  is  to  ensure  a low-cost  supply  of 
nursing  service  to  its  parent  hospital  was 
solidified,  a view  held  widely  even  to  the 
present  time.1  In  no  other  profession  has 
the  training  of  its  practitioners  been  de- 
veloped and  maintained  on  the  premise  that 
education  can  be  secured  in  exchange  for 
service.  One  by  one  other  professions  have 
been  obliged  by  the  force  of  scientific  and 
social  developments  to  reform  their  educa- 
tion in  order  that  their  practice  remain  com- 
petent. Medicine’s  reform  following  the 
Flexner  report  was  prompt  and  extensive. 
Changes  in  teacher  education  are  reflected 
in  the  transition  from  two-year  normal 
schools  to  teachers’  colleges  to  state  univer- 
sities. The  law,  the  ministry,  and  engi- 
neering, all  have  had  to  react  similarly  as 
time  and  knowledge  advanced.  But  many, 
nurses  and  doctors  as  well  as  the  general 
public,  have  assumed  that  nursing  would 
somehow  escape  the  forces  affecting  other 
fields. 

The  second  half  of  the  twentieth  century 
is  already  far  different  from  the  first,  when 
the  art  of  medicine  and  nursing  predomi- 
nated because  there  was  so  little  science. 
Grandma’s  wisdom  has  been  replaced  by 
Dr.  Spock’s  and  sulphur  and  molasses  by 
annual  physical  examination.  Nine  out  of 
every  ten  scientists  who  have  ever  lived  are 
living  today;  knowledge  of  chemistry  is 
said  now  to  be  doubling  every  eight  years; 
and  synthetic  substances  undreamed  of  a 
few  years  ago  are  swallowed  as  specific 
medicines  and  sewn  into  us  replacing  blood 
vessels.  Electronic  monitoring  devices  al- 
ready yield  more  rapid  and  more  accurate 
assessment  of  patients’  conditions  than  most 
skilled  physicians  and  nurses  can  match. 

In  human  history,  scientific  advances  have 
been  followed  promptly  by  social  and  cul- 
tural changes  almost  as  great.  The  present 
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day  provides  no  exception;  social  ferment 
is  evident  everywhere  about  us.  Here  I 
shall  cite  only  two  social  changes  which 
clearly  impinge  on  nursing  and  education 
for  it:  the  nature  and  amount  of  education 

Americans  are  presently  aspiring  to  have; 
the  role  and  position  of  women  in  our  society. 

Educational  and  social  changes 

Scientific  advances  and  education  have  a 
reciprocal  effect.  Inventions  and  dis- 
coveries yield  their  dividends  only  when 
people  are  well  enough  educated  to  imple- 
ment them  and  to  refine  them;  the  more 
people  are  educated,  the  greater  the  inven- 
tions and  discoveries  that  result.  Our 
modem,  technological  civilization  rests  on 
skilled,  trained  manpower,  obtained  only 
through  rigorous  education  of  people  with 
more  than  average  intelligence.  The  Amer- 
ican people,  well  aware  of  this  fact,  began 
long  ago  to  provide  more  education  for  each 
succeeding  generation;  in  fifty  years  the 
goal  of  most  Americans  for  their  children’s 
education  has  changed  from  eight  grades  to 
high  school  and  now  to  college.  Not  the 
least  dramatic  educational  change  of  the 
postwar  years  lies  in  the  education  of  girls. 
Previously  the  boys  of  the  family  were  sent 
to  college  much  more  frequently  than  then- 
sisters,  but  for  the  past  decade  daughters 
have  gone  to  college  with  their  brothers. 
Between  1954  and  1963  the  number  of  men 
in  college  increased  57  per  cent,  but  the 
number  of  women  increased  83  per  cent.  * 

Higher  education  for  women  inevitably 
changes  their  position  and  role  in  society. 
It  makes  them  no  less  wives  and  mothers — 
the  population  explosion  testifies  to  that. 
It  enables  them  to  know  and  to  demand  the 
resources  which  enhance  family  life.  It  also 
enables,  indeed  stimulates,  them  to  par- 
ticipate productively  in  the  world  outside 
the  home.  Most  American  women  no 
longer  stop  working  when  they  marry. 
They  work  until  their  children  arrive,  then 
most  devote  full  time  to  home  and  family 
until  the  children  are  well  along  in  school  or 
have  left  the  parental  home.  The  more 
education  they  have  had,  the  more  likely  is 
it  that  they  will  work,  for  pay  and/oy  com- 

* Between  1954  and  1963  enrollment  in  all  schools  prepar- 
ing registered  nurses  increased  by  7.8  per  cent:  hospital 
schools  increased  6.4  per  cent;  college  and  university  nurs- 
ing schools  increased  by  68  per  cent. 


munity  service,  when  their  children  no 
longer  need  their  care.  The  Women’s 
Bureau  of  the  Department  of  Labor  has 
predicted  that  one  out  of  every  two  women 
graduating  from  college  now  will  work  for 
pay  twenty-five  years  before  she  reaches  her 
sixty-fifth  birthday. 

Effect  on  nursing 

I outline  these  scientific  developments 
and  social  changes  because  even  those  of  us 
who  know  them  well  do  not  always  sense 
how  inexorably  they  affect  nursing.  Yet 
nursing  can  no  more  escape  their  conse- 
quences than  can  medicine,  engineering,  the 
ministry,  or  any  other  field.  In  a very  real 
way  the  future  of  nursing  will  be  shaped 
more  by  these  changes  and  our  accommoda- 
tion to  them  than  by  any  desire  or  attempt 
by  nurses,  physicians,  or  others  to  direct  it. 
The  question  is  whether  or  not  nursing’s 
traditional  ways  of  practice  and  education 
are  adequate  to  medical  and  nursing  practice 
that  is  constantly  being  changed  by  prolif- 
erating science  and  increasing  demands  by 
larger  numbers  of  more  knowledgeable  pa- 
tients. A recent  study  of  education  for  the 
health  professions  in  the  State  of  New  York 
acknowledged  this  clearly:  “And  changing 

patterns  of  patient-care  and  of  society,  itself, 
are  challenging  the  adequacy  of  their  educa- 
tional facilities,  their  services,  and  their 
numbers.”2 

Because  nursing  education  is  pivotal  in 
the  improvement  of  nursing  practice,  that 
practice  in  its  future  becomes  the  funda- 
mental goal,  the  end  of  nursing  education; 
the  business  of  nursing  education  is,  in  fact, 
nursing  practice,  but  nursing  practice  as  it 
ought  to  be,  must  be,  and  will  be,  rather 
than  nursing  practice  as  it  is.  This  is  not  to 
imply  disdain  for  the  present,  but  is  a re- 
minder that  the  present  was  made  by  former 
generations  of  students  and  teachers,  that 
the  freshman  classes  of  1964  must  be  pre- 
pared for  the  future,  not  the  present.  Hos- 
pital school  graduates  will  not  begin  to 
practice  until  1967  and  university  graduates 
until  1968;  if  predictions  of  the  Women’s 
Bureau  of  the  Department  of  Labor  are 
correct,  many  of  them  will  be  practicing 
nursing  in  the  year  2000!  The  real  issue  in 
nursing  education  is  not  whether  our  schools 
are  better  than  they  used  to  be  but  whether 
they  are  good  enough. 
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Training  for  future 

What  does  all  this  mean  for  the  future  of 
nursing  and  education  for  it?  All  those 
concerned  with  patient  care  in  any  way  have 
a large  stake  in  the  answer.  But  those  of  us 
charged  with  designing  or  supporting  that 
education  must  face  it  squarely,  for  if  we  do 
not,  present  and  future  generations  of  young 
women  will  bypass  nursing  in  favor  of  other 
fields  which  appear  to  them  to  offer  greater 
challenge  in  education  and  greater  freedom 
in  practice.  I raise  the  question  for 
thoughtful  consideration  by  the  physician 
readers  of  this  Journal  and  suggest  the 
following  propositions  which  will  reveal  the 
main  facets  of  my  own  answer  to  it: 

1.  The  numbers  of  nurses  needed  and 
the  kinds  of  patient  care  required  will  con- 
tinue to  require  several  levels  of  nursing 
personnel:  (a)  practical  nurses,  trained 

in  the  vocational  educational  system  of  the 
country  for  care  of  the  chronically  ill  and 
aged  in  nursing  homes,  hospitals,  and  pa- 
tients’ own  homes;  ( b ) skilled  technical 

nurses  (the  time-honored  registered  nurse), 
prepared  for  bedside  nursing  in  hospitals  and 
community  health  services,  who  will  con- 
tinue to  be  educated  in  hospital-operated 
schools,  but  increasing  numbers  will  choose 
the  technical  nursing  programs  being  de- 
veloped now  in  junior  colleges  throughout 
the  country.  The  latter  movement  chal- 
lenges the  hospital  school  because  it  recruits 
students  with  comparable  educational  as- 
pirations. But  the  junior  college  programs 
do  not  challenge  hospitals’  involvement  in 
nursing  education  because  junior  colleges 
must  seek  out  hospitals  willing  to  provide 
patient  care  services  in  which  students  may 
learn  to  nurse.  Costs  of  nursing  education 
in  junior  colleges  are  met  largely  from  educa- 
tional appropriations  rather  than  hospital 
dollars,  an  advantage  which  might  prompt 
hospitals  to  close  their  schools  of  nursing 
prematurely.  In  my  judgment,  hospital 
schools  should  be  maintained  and  improved 
unless  and  until  alternative  sources  of 
nurse  personnel  are  assured.  I wrote  on 
another  occasion: 

Our  hospital  schools,  still  the  backbone  of 
our  nursing  education  system,  will  be  needed 
for  many  years  to  come.  Their  basic  purpose 
and  their  resources  will  prohibit  them  if  they 
try  to  provide  an  education  possible  only  in 


universities  and  colleges.  The  public  good 
requires,  in  my  view,  that  hospital  schools 
determine  and  state  very  clearly  the  nature, 
breadth,  and  level  of  nursing  education  their 
resources  and  purposes  can  support  and  then 
provide  it  in  honesty  and  without  apology. 
If  this  education  seems  more  technical  than 
professional,  so  be  it.  The  world  and  the 
American  public  have  need  of  and  are  pre- 
pared to  accept  and  reward  competent  tech- 
nicians as  well  as  professionals  in  every  field, 
including  nursing.3 

(c)  Professional  nurses  educated  like  and 
with  young  people  preparing  in  colleges  and 
universities  for  other  professions,  the  group 
on  whom  nursing’s  ability  to  keep  abreast  of 
changes  will  rest.  Professional  nursing 
education  must  be  more  comparable  to 
undergraduate  medical  education  than  to 
the  internship  pattern  of  the  past.  Built 
bn  a base  of  cultural,  humanistic  education, 
of  sound  and  extensive  knowledge  of  the 
physical,  biologic,  and  behavioral  sciences, 
nursing  must  be  learned  as  intellectual 
exercise,  as  guided  clinical  patient  care 
study  in  practice,  and  as  patients’  individual 
nursing  needs  to  be  identified  and  catered 
to  in  problem-solving  in  wards  and  clinics. 
Only  nursing  so  learned  can  assure  patient 
care  that  will  be  still  competent  and  ad- 
equate when  today’s  students  practice 
in  the  year  2000.  Gardner4  pointed  this 
out  clearly  in  writing  about  education  in 
the  “innovative  society”: 

If  we  indoctrinate  the  young  person  in  an 
elaborate  set  of  fixed  beliefs,  we  are  ensuring 
his  early  obsolescence.  The  alternative  is  to 
develop  skills,  attitudes,  habits  of  mind  and 
the  kinds  of  knowledge  and  understanding 
that  will  be  the  instruments  of  continuous 
change  and  growth  on  the  part  of  the  young 
person.  Then  we  will  have  fashioned  a system 
that  provides  for  its  own  continuous  renewal. 

. . . All  too  often  we  are  giving  our  young 
people  cut  flowers  when  we  should  be  teach- 
ing them  to  grow  their  own  plants.  We  are 
stuffing  their  heads  with  the  products  of  ear- 
lier innovation  rather  than  teaching  them  to 
innovate  ....  [This  ] means  teaching  habits 
of  mind  that  will  be  useful  in  new  situations — 
curiosity,  open-mindedness,  objectivity,  re- 
spect for  evidence,  and  the  capacity  to  think 
critically. 4 

Professional  nurse  education  must  pro- 
vide not  only  for  genuine  competence  in  the 
practice  of  nursing  in  all  kinds  of  health 
services  and  for  the  supervision  and  direc- 
tion of  assistants  in  patient  care,  but  also 
for  learning  to  investigate  systematically 
the  nature  of  nursing  practice.  Research 
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in  nursing  care  provided  for  patients  is 
long  overdue;  it  can  be  undertaken  only 
by  nurses  at  the  bedside  curious  enough 
and  knowing  enough  to  pursue  the  “whys” 
and  “hows”  of  that  practice  rather  than 
following  without  question  routine  pro- 
cedures or  orders.  Unless  nursing  as  part  of 
university  education  continues  to  attract  and 
hold  ever-growing  numbers  of  young  women, 
we  shall  have  neither  the  numbers  nor  the 
talents  that  since  1873  have  typified  nurs- 
ing leadership  and  made  advances  in  nurs- 
ing one  of  the  cornerstones  of  the  edifice 
of  modern  medicine.  In  a very  real  way 
the  professional  nurse  is  not  only  the  key  to 
further  advances  in  nursing  and  medical 
care  but  also  her  skill  and  knowledgeable 
direction  are  essential  to  the  coordination 
and  appropriate  use  of  all  other  levels  of 
nursing  personnel. 

2.  With  the  increasing  complexity  of 
hospitals  and  medical  care,  an  estrangement 
has  occurred  between  nurses  and  practicing 
physicians.  Whatever  may  be  the  reasons, 
I propose  it  is  time  to  examine  the  present 
relationships  between  attending  physicians 
and  the  nurses  supervising  or  providing  the 
care  of  their  patients  in  hospitals,  clinics, 
or  at  home.  Our  two  professions  are  mu- 
tually dependent  and  our  practice  comple- 
mentary. Both  professions  need  to  search 
together  as  partners  to  recapture  the  mutual 
respect  and  assistance  formerly  ours.  In  a 
recent  address,  Dean  Rozella  Schlotfeldt  of 
the  Frances  Payne  Bolton  School  of  Nurs- 
ing, Western  Reserve  University,  said: 

Whereas  the  benefits  to  be  derived  from  the 
new  knowledge  can  accrue  to  patients,  they 
cannot  be  exploited  fully  without  critical 
analysis  and  assessment  of  the  relationships 
existing  between  the  physician  and  the 
nurse — those  two  professionals  whose  services 
most  frequently  affect  all  patients  directly. 
The  premise  upon  which  this  paper  is  based 
is  the  need  for  medical  and  nursing  leadership 
to  work  together  to  solve  a recognized  prob- 
lem, namely,  society’s  current  and  future 
need  for  adequate  health  services.6 

Dean  Schlotfeldt  goes  on  to  propose  an 
experiment  “to  determine  those  changes  in 
physician  and  nurse  role  functions  and  role 
relationships  that  are  most  promising  for 
accomplishing  these  long-range  goals,”  and 
her  proposal  merits  thought  by  those  in 
hospitals  other  than  the  university  teaching 


hospitals  whose  administrators  and  medical 
faculty  she  was  addressing. 

3.  Nursing  education,  like  education  for 
all  other  fields,  only  lays  the  base  for  ex- 
pertness in  practice.  Hospitals  must  recog- 
nize that  all  young  practitioners,  however 
well  trained,  need  induction  training  and 
supervision  comparable  to  that  in  other 
fields,  and  providing  these  is  the  obligation 
of  employers.  The  obligation  of  attending 
physicians  to  contribute  to  continuing 
education  for  nursing  personnel  is,  I pro- 
pose, in  direct  relationship  to  the  competency 
they  expect  in  the  care  of  their  patients. 

4.  College  women,  future  graduates  of  our 
university  programs  in  nursing,  will  be 
much  less  willing  to  accept  without  question 
the  procedures,  the  patterns,  and  the  at- 
titudes which  have  typified  nursing  serv- 
vices,  especially  in  hospitals.  Although  they 
will  always  accept  the  primacy  of  medicine 
in  patient  care,  they  have  been  trained  to 
use  their  heads,  to  identify  problems,  to 
get  at  the  facts  of  the  matter,  to  test 
alternate  courses  of  action.  Consequently, 
they  will  expect  to  be  consulted  when  stand- 
ards of  patient  care  are  under  consideration, 
when  changes  affecting  their  practice  and 
their  well-being  are  contemplated.  They 
will  expect  to  operate  as  professionals  who 
know  their  field;  and  they  will  believe  that 
it  is  their  obligation  to  join  physicians, 
hospital  administrators,  and  others  in 
evaluating  patient  care  and  planning  im- 
provements. Indeed,  I foresee  that  nurs- 
ing’s ability  to  attract  and  hold  its  neces- 
sary share  of  future  generations  of  intel- 
ligent women  with  education  adequate  to 
the  need  will  rest  as  much  on  their  freedom 
to  practice  as  professionals  as  on  the  educa- 
tion itself. 

Comment 

Nursing  still  holds  great  attraction  for 
women,  and  our  recruitment  into  the  field 
continues  to  have  remarkable  success,  claims 
to  the  contrary  notwithstanding.  But 
young  women  of  the  future  will  be  looking 
more  critically  at  the  professional  attributes 
of  nursing  education  and  nursing  practice 
than  ever  before  because  there  are  so  many 
more  fields  competing  with  us,  promising 
talented  women  more  social  and  economic 
advantages,  personal  challenge,  and  op- 
portunities than  they  believe  possible  in 
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nursing.  Whether  or  not  we  shall  be  able 
to  meet  these  challenges  and  staff  our 
services  with  able  people  will  depend  largely 
on  the  responses  nurses,  physicians,  and 
hospital  administrators  make  to  the  scien- 
tific and  social  forces  all  about  us.  If  we 
respond  only  by  attempting  to  retain  and 
shore  up  previous  patterns  of  nursing  educa- 
tion and  practice,  our  present  plight  can 
only  grow  worse.  If  we  confront  the  mod- 
ern developments  and  the  practice  im- 
peratives, for  both  medicine  and  nursing, 
and  cooperate  rationally  in  designing  the 
future,  I shall  have  no  fear  for  the  future 
quality  of  nursing  care. 


Palliative  surgery  in  heart  defects 


Good  results  with  palliative  surgery  for  con- 
genital heart  disease  in  infants  under  two  years 
of  age  have  been  obtained  by  researchers  report- 
ing their  findings  in  the  American  Journal  of 
Surgery.  Because  of  a reasonable  survival  rate 
and  “very  satisfactory  palliation,”  these  pro- 
cedures are  preferred  to  open  heart  operations 
utilizing  cardiopulmonary  bypass.  However, 
the  authors  feel  that  improved  technics  and 
miniaturized  equipment  will  soon  contribute 
greatly  to  the  safety  of  open  heart  operations, 
and  “more  of  these  patients  will  be  operated  on 
during  infancy  rather  than  later  in  life.” 

Of  141  infants  who  underwent  surgery,  the 
mortality  was  21  per  cent.  Good  palliation  was 
obtained  in  77  per  cent  of  21  infants  with  coarc- 
tation, with  only  one  death  occurring  in  15 
patients  when  no  associated  intracardiac  lesion 
was  present.  Of  39  infants  operated  on  for 
isolated  patent  ductus  arteriosus,  all  but  2 sur- 
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vived  with  a good  result.  Favorable  results 
were  also  obtained  in  severe  tetralogy  of  Fallot, 
with  a mortality  of  only  4 per  cent  in  a series  of 
25  infants. 

Although  experience  was  more  limited,  good 
palliation  was  achieved  with  pulmonary  arterial 
banding  in  patients  with  transposition  of  the 
great  vessels  and  in  correcting  for  vascular  rings 
and  allied  anomalies  of  the  aortic  arch.  Results 
were  less  gratifying  in  patients  with  aortic 
stenosis  and  tricuspid  and  pulmonary  atresia, 
but  again,  the  series  was  limited.  Mortality 
was  high,  although  in  pulmonary  atresia  a good 
palliative  result  was  obtained  in  1 of  3 patients. 

Pulmonary  valvular  stenosis  is  a unique  prob- 
lem “as  it  may  represent  an  acute  cardiac  emer- 
gency.” In  this  condition,  an  anoxic  attack 
calls  for  prompt  operative  intervention,  since  the 
child  may  die  in  one  of  these  attacks,  “if  not  in 
the  first,  then  in  the  second  or  third.”  What- 
ever the  type  of  surgery  employed,  “the  myo- 
cardium needs  full  protection  during  manipula- 
tion,” and  it  is  essential  to  maintain  a good  aor- 
tic pressure  and  coronary  blood  flow. 
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P eriodic  health  examinations  have  be- 
come the  kind  of  fashion  which  so  often 
sweeps  over  medicine.  Probably  a majority 
of  the  executives  of  our  larger  corporations 
now  have  annual  examinations  at  company 
expense.  More  and  more  unions  are  de- 
manding such  examinations  as  fringe  bene- 
fits for  their  members,  believing  that  what  is 
good  for  the  health  of  the  executive  should 
be  good  for  the  working  man.  These  ex- 
aminations have  become  big  business.  In- 
deed, institutional  examinations,  despite 
serious  inherent  limitations,  are  gradually 
replacing  annual  reviews  by  personal  physi- 
cians. These  trends  deserve  close  scrutiny. 

What  is  the  purpose  of  the  periodic  insti- 
tutional examination?  The  answer  will 
depend  largely  on  one’s  concept  of  the  pur- 
pose of  medical  care.  The  prime  objective 
of  the  usual  institutional  examination  is  the 
early  detection  of  disease,  with  the  hope  that 
prompt  therapy  will  save  life  or  minimize 
disability.  This  concept  provides  the  major 

Presented,  in  part,  at  the  symposium,  the  Future  of  the 
Personal  Physician,  conducted  by  the  Group  Health  Insur- 
ance Company,  New  York  City,  December  12,  1963. 


rationale  for  examinations  in  name  clinics, 
hospitals,  examining  groups,  and  even  in 
appendages  of  luxury  resorts. 

Effectiveness  of 
institutional  examinations 

Studies  of  the  effectiveness  of  institutional 
examinations  have  disclosed  many  short- 
comings. First,  at  least  one  third  of  recom- 
mendations made  are  not  followed,  in  part  or 
wholly.1  Often,  there  is  important  delay. 
In  this  connection,  Prickman  et  al. 2 of  the 
Mayo  Clinic  have  stated:  “We  feel  that  a 
relationship  between  the  executive  and  his 
consulting  physician  based  on  thorough 
study,  confidence,  and  respect  is  necessary  to 
gain  the  former’s  full  cooperation  in  carrying 
out  the  measures  indicated.  . . .”  Second, 

there  is  marked  inconsistency  of  diagnosis 
among  examiners  in  the  face  of  identical  test 
results,  and  the  occurrence  of  false-positive 
findings  is  remarkably  high.3  Third,  al- 
though the  patient  is  usually  urged  to  see  his 
family  physician  for  treatment,  letters  are 
commonly  sent  to  the  family  physician  only 
at  the  patient’s  request. 

Are  physical  examinations  enough? 

There  are  far  more  important  considera- 
tions than  those  that  have  been  mentioned. 
Careful  examinations  to  detect  disease  have 
much  to  commend  them,  obviously.  But  is 
this  nearly  enough?  All  would  agree  that 
health  is  much  more  than  the  absence  of  dis- 
ease; that  good  health  is  a state  of  physical 
and  mental  well-being;  that  it  depends  on 
many  factors,  including  working  conditions, 
home  life,  dietary  habits,  recreation,  and  a 
host  of  other  details.  Dubos,4  in  his  bril- 
liant book,  The  Mirage  of  Health , has  asked 
whether  the  widely  held  notion  that  this  is 
the  healthiest  country  in  the  world’s  history 
is  fact  or  delusion.  Many  in  our  society  ask 
the  help  of  drugs  and  physicians  to  meet 
everday  problems.  We  seem  to  be  on  a 
national  hunt  for  relaxation.  We  fall  ever 
deeper  into  the  soft  traps  of  passivity. 
Millions  of  people  spend  hours  of  each  day 
before  television  sets.  Our  sports  attract 
more  spectators  than  participants.  Much 
of  our  reading  is  more  and  more  a kind  of 
mental  anesthesia  rather  than  an  active 
search  for  ideas,  information,  stimulation, 
and  pleasure.  An  appalling  percentage  of 
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our  youth  is  rejected  as  physically  or  men- 
tally unfit  for  miht ary  service. 

Most  people  find  it  easier  to  depend  on 
drugs  and  healers  than  to  make  the  effort  to 
live  wisely.  Yet  all  thoughtful  personal 
physicians  know  that  modest  adjustments  of 
environment  or  habit  often  can  bring  a 
major  change  in  the  way  the  patient  feels 
and  behaves  and,  indeed,  in  his  capacities 
and  his  goals. 


Role  of  personal  physician 

A concern  for  these  factors  in  the  patient’s 
patterns  of  life  is  usual  in  the  thinking  of  the 
good  personal  physician.  Parenthetically, 
I am  using  the  term  “personal  physician” 
to  denote  one  who  accepts  responsibility  for 
the  continued  care  of  his  patient  and  who 
makes  himself  accessible  to  the  patient  re- 
gardless of  what  the  medical  problem  is. 
He  refers  the  patient  to  specialists  as  needed 
and  is  informed  about  the  possibilities  in  the 
various  fields  of  medicine.  He  knows  the 
available  resources  and  their  strengths  and 
limitations.  He  keeps  a record  of  the  medi- 
cal data  on  his  patients. 

Advantages  of  continuity  of  care. 
This  continuity  of  care  affords  obvious  diag- 
nostic and  therapeutic  advantage.  The 
physician  who  has  examined  a patient  re- 
peatedly over  the  years  can  more  easily  and 
quickly  detect  subtle  changes  in  appearance, 
functioning,  general  demeanor,  and  habits 
and  can  estimate  what  the  present  patterns 
promise  for  the  future.  His  recommenda- 
tions are  more  likely  to  be  followed,  not  only 
because  of  the  patient’s  confidence  in  him 
but  also  because  he  can  start  treatment  at 
once  and  can  assume  responsibility  for 
follow-up. 

Pattern  of  examination.  The  periodic 
health  examination  by  the  personal  physi- 
cian may  follow  varied  patterns.  The 
following  is  one  possibility: 

Interview.  The  interview  usually  opens 
with  talk  about  any  physical  complaints. 
These  are  scrutinized  in  detail.  Then  comes 
a question  as  to  what  kind  of  year  this  has 
been.  Appropriate  questions  are  directed  at 
determining  how  the  patient  has  been  getting 
on  in  his  work,  home  life,  sex  life,  and  with 
his  family  interests.  Careful  note  is  made 
of  his  dissatisfactions  and  frustrations,  and 
perhaps  these  are  discussed  at  this  point  or 


later.  Then  he  is  asked  the  details  of  his 
diet  and  his  sleep  patterns.  He  is  asked 
what  drugs  is  he  using,  particularly  those  not 
usually  thought  of  as  drugs,  namely,  alcohol, 
coffee,  tobacco.  How  much  and  what  kind 
of  exercise  is  he  getting  and  with  what 
pleasure?  How  much  fun  and  satisfaction 
is  he  getting  out  of  life? 

Of  course,  anybody  can  ask  these  ques- 
tions; even  printed  questionnaires  have  been 
used.  However,  the  personal  physician,  be- 
cause of  his  relationship  with  the  patient,  is 
more  likely  to  get  candid  replies.  Further, 
his  understanding  of  the  patient’s  strengths 
and  weaknesses  and  his  information  about 
the  patient’s  background  give  him  a great 
advantage  in  deciding  whether  to  attempt 
radical  change,  or  palliation,  or  to  leave  a 
bad  situation  alone  for  fear  of  making  it 
worse. 

Medical  review  and  examination.  The 
physician  then  moves  to  the  medical  review 
of  systems,  with  especially  detailed  question- 
ing about  the  ear  her  symptoms  of  disease. 
This  is  followed  by  a careful  examination  of 
the  completely  stripped  patient,  with  appro- 
priate inspection  of  apertures.  Appropriate 
laboratory  work  is  done. 

It  is  well  known  that  important  disease 
which  can  be  significantly  helped  is  found 
infrequently  during  these  examinations.  A 
few  percentage  points  is  considered  a high 
yield.  On  the  other  hand,  probably  a 
majority  of  patients  show  behavior  patterns 
which  tend  to  interfere  with  present  and 
future  effectiveness  and  well-being. 

Determination  of  maladjustments  in  pa- 
tient's behavior  patterns.  Maladjusted  be- 
havior patterns  may  affect  the  patient’s 
health  adversely.  For  example,  there  is  the 
man  in  his  early  forties  who  has  been  in  the 
same  job  for  ten  years  and  has  hated  it  for 
ten  years.  With  the  kind  of  resignation 
that  Thoreau  called  confirmed  desperation, 
he  faces  twenty  or  more  years  in  the  same 
frustrating  situation.  Perhaps  he  needs  en- 
couragement to  look  for  a new  job,  carefully 
and  without  pressure,  while  he  continues  his 
old  job. 

This  next  man  is  becoming  addicted  to 
alcohol.  In  his  early  thirties  he  had  one 
drink  before  dinner.  This  became  two. 
Now  he  takes  three  and  spends  each  evening 
in  a state  which  he  calls  “relaxed”  but  which 
is  really  sedated,  dozing  in  front  of  a tele- 
vision set,  failing  to  get  the  stimulating 


696  New  York  State  Journal  of  Medicine  / March  1,  1965 


pleasure  that  refreshes.  The  next  man  is 
doing  the  same  thing  with  sedatives. 

Some  people  have  fallen  into  slovenly 
eating  habits.  This  man  is  eating  too  much 
and  becoming  inert  because  activity  makes 
him  short  of  breath.  That  woman  is  eating 
poorly — skipping  breakfast,  taking  a skimpy 
lunch,  and  wondering  about  afternoon 
fatigue.  Why  is  she  eating  badly?  Are  the 
bad  eating  habits  a clue  to  other  problems? 

This  man’s  sex  life  is  making  him  misera- 
ble. Like  most  human  difficulties,  some  sex 
problems  are  solved  with  astonishing  ease, 
many  are  difficult  and  some  are  insoluble. 

This  next  man  is  showing  the  signs  of 
“work  addiction.”  In  his  thirties  he  was 
ambitious  and  working  very  hard.  In  his 
forties  he  achieved  many  of  the  goals  toward 
which  he  had  been  striving.  Now,  in  his 
fifties,  he  does  not  know  how  to  relax,  al- 
though the  driven  pace  of  his  earlier  years  is 
no  longer  necessary.  He  may,  in  fact,  show 
many  “withdrawal”  symptoms  when  not 
working — restlessness,  depression,  and  gen- 
eralized malaise.  Facing  declining  physical 
powers,  he  has  no  substitute  for  the  constant 
activity  to  which  he  has  become  addicted. 
Retirement  looms  as  a threat,  not  an  oppor- 
tunity. Few  people  can  assume  new  inter- 
ests in  their  sixties,  but  most  can  pursue 
those  learned  in  the  forties  or  fifties.  As 
Gardner5  has  said: 

The  walls  that  hem  a man  in  as  he  grows  older 
form  channels  of  least  resistance.  To  get  out 
requires  some  extra  drive,  enthusiasm,  or 
energy.  This  is  in  some  degree  a matter  of 
sheerly  physical  energy.  No  matter  how 
intellectual  or  spiritual  one’s  interests  may  be, 
there  is  an  immensely  important  physical 
element  in  one’s  capacity  to  learn,  grow,  re- 
cover from  defeats,  surmount  obstacles,  and 
live  life  with  vitality  and  resilience. 

Evaluation  of  personal  vs. 
institutional  check-up 

These  vignettes  illustrate  some  ways  in 
which  the  examination  of  the  personal  phy- 
sician differs  in  nature  and  objective  from 
the  institutional  check-up.  As  the  old 
chestnut  suggested,  it  is  as  much  concerned 
with  adding  life  to  years  as  years  to  life. 
Further,  the  annual  examination  establishes 
base  lines  for  future  comparison,  brings  up  to 
date  information  about  this  patient  which 
may  be  vital  when  illness  strikes,  and  rein- 
forces the  patient-physician  relationship. 


These  are  critical  matters,  since  the  personal 
physician  is  responsible  for  the  patient’s 
continued  medical  care.  The  institution  is 
not. 

Several  directors  of  executive  health  serv- 
ices have  said  that  the  kind  of  examination 
outlined  is  not  commonly  done  by  most  per- 
sonal physicians,  that  institutions  can  pro- 
vide more  careful  examinations  of  more  uni- 
form quality.  The  fact  is  that  many  per- 
sonal physicians,  especially  internists,  do 
function  in  this  way,  and  more  will  when  it 
is  expected  of  them.  Further,  the  test  of 
the  potential  of  a method  is  in  the  perform- 
ance of  its  better,  not  its  poorer,  exponents. 
This  is  a comparison  of  the  periodic  examina- 
tion by  the  painstaking  personal  physician 
with  that  of  the  better  institutional  physi- 
cian. If  the  executive’s  personal  physician 
cannot  be  trusted  to  do  as  good  an 
annual  examination  as  even  the  better 
institutional  arrangements,  should  he  be 
trusted  to  provide  proper  care  during  serious 
illness?  The  executive  who  lacks  a com- 
petent personal  physician  would  be  well  ad- 
vised to  find  one.  Corporations  may  do 
their  executives  a serious  disservice  when 
they  provide  institutional  examinations  that 
fragment  medical  care  unnecessarily  and 
may  hamper  the  development  of  a growing 
relationship  with  a good  personal  physician. 

A large  minority  of  our  population  does 
not  have  a personal  physician.  Many  either 
cannot  afford  or  avoid  physicians  and  are 
not  accessible  to  this  type  of  preventive  care. 
Some  physicians  lack  time,  or  skill,  or  facil- 
ities for  these  examinations.  The  institu- 
tional examination  may  be  the  only  availa- 
ble alternative  for  the  patients  of  these  phy- 
sicians. In  such  instances  the  need  for  close 
cooperation  between  examining  group  and 
personal  physician  is  obvious. 


Summary 

Periodic  examinations,  essentially  to  de- 
tect existing  disease,  are  being  done  by  more 
and  more  examining  groups  and  institutions. 

When  done  by  the  personal  physician,  the 
periodic  review  serves  crucial  additional 
purposes:  (1)  the  detection  and  revision  of 
those  patterns  of  living  which  tend  to  de- 
crease physical  and  mental  well-being,  that 
is,  to  decrease  health;  (2)  the  establishment 
of  base  lines  for  future  comparisons  of  the 
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patient’s  health  situation;  (3)  the  bringing 
up  to  date  of  data  which  may  be  crucial  when 
serious  illness  strikes;  (4)  the  facilitation  of 
prompt  treatment  and  follow-up  of  existing 
illness;  and  (5)  the  strengthening  of  the 
patient -physician  relationship. 

For  these  reasons,  the  periodic  examina- 
tion is  best  done  by  the  personal  physician 
who  will  be  responsible  for  the  continued 
care  of  the  patient,  since  institutional  ex- 
aminations involve  a necessarily  brief, 
usually  transient,  and  impersonal  relation- 
ship between  physician  and  patient. 
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Unproved  Methods  of  Cancer  Treatment 


During  the  past  few  years  physicians 
have  increasingly  received  inquiries  about 
various  unproved  methods  proposed  for  the 
treatment  of  cancer.  Such  questions  range 
from,  “Doctor,  will  you  treat  me  with  that 
new  cancer  drug?”  to  “Why  don’t  you  doc- 
tors let  this  drug  be  used  in  your  hospitals?” 
Physicians  have  not  been  able  to  find  in- 
formation on  such  unproved  methods  of 
cancer  therapy  readily  available  because 
such  material  is  not  ordinarily  published  in 
medical  journals. 

In  1961  the  American  Cancer  Society 
started  to  fill  this  gap  by  utilizing  the  pages 
of  its  medical  journal,  CA-A  Cancer  Journal 
for  Clinicians , to  publish  a series  of  articles 
entitled  “Unproven  Methods  of  Cancer 
Treatment.” 

Since  that  time,  each  issue  of  CA  has 
carried  a special  statement  on  a new  and 
unproved  method  of  cancer  therapy  that  has 
been  prepared  from  the  files  of  the  American 
Cancer  Society. 

As  part  of  its  continuing  service  to  phy- 
sicians, the  New  York  State  Journal  of 
Medicine  has  obtained  permission  from  the 
American  Cancer  Society  to  reprint  for 
reference  the  list  of  articles  from  this  series 
that  have  appeared  in  CA. 

Material  provided  by  the  American  Cancer  Society,  New 
York  City,  through  Roald  N.  Grant,  M.D.,  Director  of  Pro- 
fessional Education. 


Anticancergen  Z-50  and  Zuccala  lytic  test. 
12:  31  (Jan.-Feb.)  1962. 

Antineol,  11:  232  (Nov. -Dec.)  1961. 

H.  H.  Beard  methods,  12:  69  (Mar.-Apr.) 
1962. 

Cancer  lipid  concentrate,  14:  112  (May- 

June)  1964. 

Carcin  and  Neo-Carcin,  11:  151  (July- Aug.) 
1961. 

Carzodelan,  14:  40  (Jan.-Feb.)  1964. 

Diamond  carbon  compound,  12:  163  (July- 
Aug.)  1962. 

Fresh  cell  therapy,  13:  248  (Nov. -Dec.)  1963. 

The  Frost  method,  13:  201  (Sept.-Oct.)  1963. 

The  Gerson  method,  11:  107  (May-June) 

1961. 

Gibson  methods,  12:  243  (Nov. -Dec.)  1962. 

The  Glover  serum,  11:  191  (Sept.-Oct.)  1961. 

Hett  “cancer  serum”  and  Gruner  blood  smear 
test,  12:  107  (May-June)  1962. 

Hoxsey  method  or  Hoxsey  chemotherapy,  14: 
161  (July-Aug.)  1964. 

Proponent  organizations.  Independent  Citi- 
zens Research  Foundation  for  the  Study 
of  Degenerative  Diseases,  13:  164  (July- 
Aug.)  1963. 

Report  on  the  current  status  of  Krebiozen, 
issued  by  the  U.S.  Department  of  Health, 
Education,  and  Welfare,  13:  76  (Mar.- 

Apr.)  1963. 

Laetrile,  13:  94,  120  (May-June)  1963. 

(This  number  contains  a review  of  the  book 
Kittler,  G.D.:  Laetrile  (The  Anti-Cancer 
Drug);  Control  for  Cancer,  New  York 
City,  Paperback  Library,  Inc.  (1963.) 

Mucorhicin,  11:  17  (Jan.-Feb.)  1961. 

Proponent  organizations.  National  Health 
Federation,  13:  38  (Jan.-Feb.)  1963. 

Revici  cancer  control  or  lipid  therapy,  11: 
67  (Mar.-Apr.)  1961. 
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Measurement  of  a Moonbeam  Through  the  Looking  Glass 


A gross  fallacy  extant  in  educational  circles 
today  is  the  concept  that  the  quality  of  a service 
is  directly  proportional  to  the  knowledge  (real 
or  presumed)  of  the  servitor,  and,  therefore, 
evidence  attesting  to  the  servitor’s  knowledge 
constitutes  an  accurate  index  of  the  quality  of 
his  service. 

The  falsity  of  the  premise  and  the  absurdity 
of  the  conclusion  derived  therefrom  seems  so 
obvious  one  would  not  expect  it  to  impress  the 
most  gullible  of  biased  observers,  let  alone  find 
credence  and  general  acceptance  among  those  in 
the  learned  atmosphere  of  academic  life;  but 
accept  it  they  have  and  apparently  adopted  it  as 
a tenet  of  scholastic  faith,  impervious  to  criti- 
cism which  automatically  earns  the  epithet  of 
anti-intellectualism. 

It  would  be  ridiculous  to  contend  that  any 
individual  professing  an  ability  and  willingness 
to  deliver  some  specialized  service  should  not 
have  as  extensive  knowledge  as  possible  of  the 
special  field  involved;  but  it  is  equally  ridiculous 
to  contend  that  the  quality  of  service  is  de- 
pendent solely  on  the  possession  of  such  knowl- 
edge. The  truth  is  that  service  performance  is 
dependent  on  the  individual’s  ability  to  use 
such  knowledge,  not  on  his  possession  of  it. 
Thus,  such  a service  as  teaching  depends  on  the 
ability  to  transmit  knowledge  possessed  to 
another;  plus  the  ability  to  stimulate  interest, 
arouse  intellectual  curiosity,  and  create  in  a 
fallow  adolescent  mind  a persistent  thirst  to 
know  as  well  as  the  means  to  slake  this  thirst. 

There  are  services  that  require  unusual 
emotional  stability  and  dogged  courage  to  per- 
form against  active  opposition  or  under  ad- 
verse conditions;  for  example:  a kicker  punting 
deep  in  his  own  territory  with  opposing  linemen 
converging  on  him,  an  actor  or  singer  faced 
with  an  inattentive  or  a vocally  critical  audience, 
or  perhaps  a waiter  suddenly  called  on  to  serve 
an  unexpected  V.I.P.  There  are  other  serv- 
ices such  as  the  independent  practice  of  medi- 
cine or  of  courtroom  law  that  make  imperative 
an  objective  alertness  to  catch  the  smallest 
sign  for  a lead;  as  well  as  the  ability  to  draw 
from  one’s  fund  of  basic  knowledge  rapidly  and 
decisively  to  reach  the  conclusion  that  is  most 
consistent  with  the  presenting  problem;  and 
the  determination,  self-assurance,  and  willing- 
ness to  accept  the  responsibility  involved  in 
making  a decision  based  on  the  conclusion 
reached  and  acting  on  that  decision. 

It  remains  an  unfortunate  fact  but  one  well 


known  to  honest  observers  that  there  are  many 
who  possess  the  requisite  knowledge  but  lack 
the  ability  or  temperament  necessary  to  de- 
liver satisfactory  service  under  the  variable 
environmental  factors  encountered  in  such 
delivery. 

It  is  true  that  teachers  colleges  pretty  gener- 
ally realize  that  it  is  important  to  have  some 
idea  of  how  to  teach  as  well  as  to  know  what  to 
teach;  as  a result  they  have  developed  courses 
dealing  with  methods  of  teaching  and  allied 
courses  on  classroom  technics  and  the  inter- 
personal relationships  involved.  Most  teachers 
colleges  and  many  state  education  departments 
have  made  such  courses  an  inflexible  require- 
ment for  prospective  educators  who  plan  to 
teach  in  either  elementary  or  secondary  schools. 
This  emphasis  on  methodology  has  earned 
scornful  invectives  and  patronizing  contempt 
for  these  colleges  from  faculties  of  other  pro- 
fessional schools  and  those  devoted  to  the  study 
of  the  liberal  arts.  The  very  fact  that  they 
suggest  that  knowing  how  to  teach  is  necessary 
is  advanced  as  prime  evidence  that  they  are 
discounting  knowledge  of  subject  matter  and 
elevating  method  above  substance.  Frankly 
we  don’t  know  whether  or  not  any  group 
professes  to  believe  that  knowledge  of  teaching 
methods  is  more  important  than  subject  matter 
knowledge,  but  somehow  we  doubt  it;  we  do 
know  there  are  those  who  vehemently  sup- 
port the  primacy  of  knowledge  of  subject 
matter  and  are  solidly  committed  to  the 
philosophy  that  this  is  all  that  is  necessary. 
All  we  can  say  is  that  if  there  is  any  controversy 
as  to  the  relative  importance  of  knowing  how 
as  compared  with  what  to  teach,  such  an 
argument  is  contrived  nonsense.  Knowing 
how  and  what  are  complementary  not  con- 
tradictory to  each  other,  and  any  teacher 
worthy  of  the  name  is  master  of  both. 

This  conclusion  seems  so  obvious,  one  wonders 
how  those  faculty  members  who  attack  the  con- 
cept of  learning  or  teaching  methods  can 
justify  their  attacks;  but  even  more  difficult  to 
understand  is  the  apologetic  acceptance  of  these 
unwarranted  criticisms  by  faculty  members  of 
teachers  colleges  and  their  lack  of  spirited  and 
vigorous  defense  of  a position  that  appears  in- 
disputably correct.  One  finds  that  these 
colleges  while  inflexibly  requiring  such  courses 
of  their  students  as  vitally  necessary  to  the 
proper  training  of  teachers,  do  not  regard  such 
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courses  as  necessary  for  their  own  faculty 
members. 

It  is  the  naive  but  apparently  immutable 
conviction  of  practically  every  college  faculty 
member  that  college  teaching  represents,  as 
does  marriage,  a field  of  endeavor  and  a segment 
of  living  where  inexperience  does  not  constitute 
a handicap  but  may  well  be  an  asset.  Pre- 
sumably possession  of  a master’s  or  a doctor’s 
degree  confers  on  the  recipient,  as  does  a mar- 
riage license,  probably  through  a mysterious 
process  of  some  supernatural  alchemy,  the 
verve  and  know-how  which  enables  him  to 
carry  out  the  duties  and  functions  demanded 
by  his  chosen  role  and  perform  his  part  with 
unerring  accuracy,  confident  that  he  is  endowed 
with  an  instinctive  ability  to  do  the  right  thing 
at  the  right  time.  The  college  teacher  con- 
siders his  endowment  with  this  instinctive  ability 
a sacrosanct  tenet  of  academic  faith  that  should 
never  be  subject  to  question.  He  avoids  as  he 
would  the  plague  any  teaching  method  courses, 
condemning  them  out  of  hand  without  personal 
knowledge  of  their  value,  without  acceptance  of 
their  need,  classifying  them  as  a form  of  heretical 
apostasy  to  be  ignored  and  destroyed.  Such 
courses  profess  to  be  able  to  aid  him  in  the  per- 
formance of  his  chosen  life’s  work,  to  teach  him 
technics  to  improve  the  interrelationship  pat- 
tern between  himself  and  his  students;  but  he 
denounces  all  such  courses  as  spurious,  developed 
in  anti-intellectualism,  and  refuses  to  make  any 
attempt  to  discover  for  himself  whether  they 
have  something  to  offer  or  not. 

Ordinarily,  one  expects  any  man  of  worth  to 
avail  himself  of  any  opportunity  to  broaden  his 
knowledge  and  improve  his  efficiency  in  his 
chosen  occupation;  while  the  opportunity  may 
prove  valueless  and  a waste  of  time,  still  there 
are  few  of  us  so  arrogant  and  cocksure  that  we 
feel  we  can  afford  to  ignore  any  opportunity  so 
offered.  Members  of  college  faculties  justify 
their  blind  opposition  by  claiming  such  courses 
attempt  to  substitute  method  for  knowledge 
and  presume  to  discount  the  need  of  knowledge 
of  subject  matter  in  a teacher.  They  further 
state  or  imply  that  in  actuality  only  knowledge 
of  his  subject  is  necessary  to  the  college  teacher: 
a student  who  wants  to  share  this  knowledge 
has  only  to  come  and  get  it,  which  sounds  like 
a pretty  good  definition  of  a library  but  not  of  a 
teacher.  A good  teacher,  he  declaims,  should 
also  be  a student,  and  with  this  we  agree; 
but  we  think  a good  student  is  willing  to  learn 


from  any  source  available,  even  from  one  con- 
sidered inferior.  The  vehement  maledictions 
and  bitter  invectives  directed  toward  teacher- 
training institutes  and  method  courses  indicate 
more  clearly  than  any  logic  of  mine  the  acuity  of 
college  teachers’  feelings  of  inadequacy  and 
their  underlying  apprehension  concerning  the 
repressed  question  of  whether  or  not  they  do 
know  how  to  teach. 

One  might  well  inquire  about  our  concern 
with  this  problem.  Naturally  there  is  a per- 
sonal one,  because  in  some  twenty-two  years  of 
formal  schooling,  I could  count  the  really  good 
teachers  encountered  on  my  fingers  (even  with 
the  misfortune  of  having  caught  a hand  in  a 
motorized  lawn  mower) ; and  while  there 
were  memorable  poor  teachers,  one  stands  out 
in  vivid  detail:  a recipient  of  a Nobel  prize,  a 
charming  gentleman  with  an  exhaustive  knowl- 
edge of  his  chosen  field,  but  with  no  more  ability 
to  teach  than  I had  to  dance. 

There  are  also  professional  reasons  for  con- 
cern: The  general  development  of  the  full-time 
teacher  in  medical  schools  can  only  be  justified 
if  it  improves  the  quality  of  teaching.  It  is 
presumed  men  seek  such  positions  because  they 
desire  to  make  teaching  their  life’s  work,  but 
appointments  appear  to  depend  on  the  personal 
achievements  of  the  candidate  himself  or  on  his 
research  interest  and  not  on  his  teaching  ability: 
and  one  wonders  how  many  make  any  attempt 
to  improve  their  teaching  capabilities  or  ac- 
quaint themselves  with  technics  of  teaching 
after  receiving  such  appointments. 

There  is  another  development  that  concerns 
us.  The  last  twenty  years  have  seen  many 
professors  sprung  from  their  ivory  towers  by 
bureaucratic  agencies  both  governmental  and 
private  in  need  of  resources  of  knowledge  and 
research.  Consequently  one  finds  a tendency 
to  apply  the  agencies’  false  concepts  of  measure- 
ment of  the  quality  of  a service.  One  inter- 
personal service  suffering  from  such  a false 
appraisal  method  is  the  practice  of  medicine; 
the  intangibles  involved  in  this  very  personal 
service  are  being  completely  and  callously 
ignored.  One  must  try  to  demonstrate  the 
erroneous  method  employed,  the  spurious  con- 
clusions derived  therefrom;  otherwise,  if  gener- 
ally accepted,  the  process  must  inevitably  re- 
sult in  the  loss  to  every  individual  of  the  right 
and  privilege  of  choosing  for  himself  the  one  he 
wishes  to  serve  him. 

WRC 
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Necrology 


Albert  A.  Epstein,  M.D.,  of  Carmel,  died  on 
January  14  at  Northern  Westchester  Hospital 
at  the  age  of  eighty-four.  Dr.  Epstein  gradu- 
ated in  1905  from  New  York  University  and 
Bellevue  Hospital  Medical  College.  A former 
professor  of  medicine  at  New  York  University, 
he  was  a consulting  physician  at  Beth  Israel 
Hospital  and  the  Hospital  for  Joint  Diseases. 
Dr.  Epstein  was  a Diplomate  of  the  American 
Board  of  Internal  Medicine  and  a member  of 
the  American  Society  for  Clinical  Investigation, 
the  Society  for  Experimental  Biology  and 
Medicine,  the  New  York  Academy  of  Medicine, 
the  Putnam  County  Medical  Society,  the  Medi- 
cal Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Harold  Brown  Keyes,  M.D.,  of  New  York 
City,  died  on  January  23  at  his  home  at  the  age 
of  seventy-six.  Dr.  Keyes  graduated  in  1910 
from  Columbia  University  College  of  Physi- 
cians and  Surgeons.  A former  director  of  the 
French  Hospital,  he  was  emeritus  director  of 
surgery  and  an  attending  surgeon  there  as  well 
as  a consulting  surgeon  at  Goldwater  Memorial 
Hospital  and  St.  Barnabas  Hospital  for  Chronic 
Diseases.  Dr.  Keyes  was  a Fellow  of  the 
American  College  of  Surgeons  and  a member 
of  the  New  York  Academy  of  Medicine  (a 
past-president),  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Ivan  J.  Koenig,  M.D.,  of  Buffalo,  was  killed 
in  an  automobile  accident  on  December  1,  1964, 
at  the  age  of  sixty-nine.  Dr.  Koenig  graduated 
in  1920  from  the  University  of  Buffalo  School 
of  Medicine.  He  was  an  attending  ophthalmolo- 
gist at  Buffalo  General  Hospital  and  a consult- 
ing ophthalmologist  at  the  Edward  J.  Meyer 
Memorial,  Children’s,  and  Veterans  Adminis- 
tration Hospitals  and  Buffalo  Eye  and  Ear  and 
Wettlaufer  Clinic.  Dr.  Koenig  was  a Diplo- 
mate of  the  American  Board  of  Ophthalmology, 
a Fellow  of  the  American  College  of  Surgeons, 
and  a member  of  the  American  Academy  of 
Ophthalmology  and  Otolaryngology,  the  Erie 
County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medi- 
cal Association. 

Adolf  Wilhelm  Lichtgarn,  M.D.,  of  Brook- 
lyn, died  on  August  3,  1964,  at  the  age  of  fifty- 
eight.  Dr.  Lichtgarn  received  his  medical  de- 
grees from  the  University  of  Vienna  in  1933  and 
from  the  University  of  Siena  in  1935.  He  was  a 
member  of  the  Medical  Society  of  the  County  of 


Kings,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Joseph  Francis  McCarthy,  M.D.,  of  New 
York  City,  died  on  January  21  at  his  home  at 
the  age  of  ninety.  Dr.  McCarthy  graduated  in 
1901  from  Columbia  University  College  of 
Physicians  and  Surgeons.  He  had  been  a con- 
sulting urologist  at  Polyclinic  Hospital  and  at 
his  death  he  was  an  emeritus  professor  of  urology 
at  the  New  York  Polyclinic  Medical  School  and 
Hospital.  Dr.  McCarthy  was  a former  presi- 
dent of  the  medical  board  and  former  director 
of  the  Department  of  Urology;  the  urology  clinic 
was  dedicated  in  his  honor  in  1951.  In  1941  he 
won  the  Francis  Amory  Prize  of  the  American 
Academy  of  Arts  and  Sciences  for  his  work  in 
the  development  of  instruments  and  procedures 
for  the  treatment  of  diseases  of  the  genitourinary 
tract.  Among  his  accomplishments  in  the  in- 
strument field  were  a modification  of  Maxi- 
milian Stern’s  transurethral  resectoscope  and 
the  creation  of  the  McCarthy  panendoscope. 
Dr.  McCarthy  was  a founder  and  a Diplomate 
of  the  American  Board  of  Urology,  a Fellow  of 
the  American  College  of  Surgeons,  and  a member 
of  the  American  Urological  Association  (a 
past-president) , the  British  Association  of 
Urological  Surgeons,  the  New  York  Academy  of 
Medicine,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Vincent  Anthony  Nardiello,  Sr.,  M.D.,  of 

Bayside,  died  on  January  17  at  the  Veterans 
Administration  Hospital  in  New  York  City  at 
the  age  of  seventy-six.  Dr.  Nardiello  graduated 
in  1913  from  New  York  University  and  Bellevue 
Hospital  Medical  College.  For  twenty-five 
years  he  was  a physician  for  the  New  York 
State  Athletic  Commission  and  in  1953  he  re- 
ceived the  James  J.  Walker  Memorial  Award  of 
the  Boxing  Writers  Association  for  long  and 
meritorious  service  to  boxing.  Retired,  Dr. 
Nardiello  was  a member  of  the  New  York 
Academy  of  Medicine,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Allen  Seth  Paisner,  M.D.,  of  Woodside,  died 
on  July  4,  1964,  at  the  age  of  thirty-three.  Dr. 
Paisner  graduated  in  1958  from  Duke  University 
School  of  Medicine.  He  was  a member  of  the 
Medical  Society  of  the  County  of  Queens,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 
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Sydney  Rothbart,  M.D.,  of  Brooklyn,  died 
on  October  29,  1964,  at  the  age  of  sixty-two. 
Dr.  Rothbart  graduated  in  1929  from  Long 
Island  College  Hospital  Medical  School.  He 
was  a Fellow  of  the  American  College  of  Gas- 
troenterology and  a member  of  the  American 
Geriatrics  Society,  the  Medical  Society  of  the 
County  of  Kings,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

John  Joseph  Siglag,  M.D.,  of  Brooklyn,  died 
on  January  15,  1964,  at  the  age  of  sixty-two. 
Dr.  Siglag  graduated  in  1927  from  Columbia 
University  College  of  Physicians  and  Surgeons. 

Joseph  Skol,  M.D.,  of  New  York  City,  died  on 
October  15,  1964,  at  the  age  of  fifty-six.  Dr. 
Skol  received  his  medical  degree  from  the  Uni- 
versity of  Lyon  in  1935.  He  was  a member  of 
the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Clifford  Edward  Terry,  M.D.,  of  Brooklyn, 
died  on  November  1, 1964,  at  the  age  of  seventy- 
nine.  Dr.  Terry  graduated  in  1913  from  New 
York  Medical  College.  He  was  a member  of 
the  Medical  Society  of  the  County  of  Kings, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 


Max  Wachstein,  M.D.,  of  Brooklyn,  died  on 
January  15  in  Beth  Israel  Hospital,  Passaic, 
New  Jersey,  at  the  age  of  fifty-nine.  Dr. 
Wachstein  received  his  medical  degree  from  the 
University  of  Vienna  in  1930.  He  was  director 
of  pathology  at  St.  Catherine’s  Hospital,  Brook- 
lyn, a clinical  professor  of  pathology  at  New 
York  Medical  College,  and  an  associate  clinical 
professor  of  pathology  at  Downstate  Medical 
Center.  Dr.  Wachstein  was  a Diploma te  of  the 
American  Board  of  Pathology  (Clinical  Pathol- 
ogy and  Pathologic  Anatomy),  a Fellow  of  the 
American  College  of  Physicians,  a Fellow  of  the 
College  of  American  Pathologists,  and  a mem- 
ber of  the  American  Society  of  Clinical  Pa- 
thologists, the  American  Association  of  Patholo- 
gists and  Bacteriologists,  the  American  Public 
Health  Association,  the  American  Society  for 
Experimental  Pathology,  the  New  York  Acad- 
emy of  Medicine,  the  New  York  Pathological 
Society,  the  Medical  Society  of  the  County  of 
Kings,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Preston  Hepburn  Watters,  M.D.,  of  Roches- 
ter and  Miami,  Florida,  died  on  September  15, 
1964,  at  the  age  of  fifty-seven.  Dr.  Watters 
graduated  in  1933  from  the  University  of 
Rochester  School  of  Medicine  and  Dentistry. 
He  was  an  assistant  attending  physician  at 
Strong  Memorial  Hospital.  Dr.  Watters  was  a 
Fellow  of  the  American  College  of  Physicians. 


Books  Reviewed 


Drugs  of  Choice  1964-1965.  Edited  by 
Walter  Modell,  M.D.  Octavo  of  1,018  pages, 
illustrated.  St.  Louis,  The  C.  V.  Mosby  Com- 
pany, 1964.  Cloth,  $16.75. 

Drugs  of  Choice  was  born  in  1958,  at  the  peak 
of  the  pharmaceutical  explosion,  when  a miracle 
drug  was  being  spawned  every  minute  to  the 
accompaniment  of  huckster  fanfare  and  ex- 
travagant therapeutic  claims,  and  served  to 
bring  order  out  of  the  chaos-caused  doctors’ 
drug  dilemma.  Having  elected  a two-year  in- 
terim as  the  optimum  interval  for  revision,  this 
edition  arrives  on  schedule.  Comparison  with 


previous  editions  reveals  decreasing  changes  in 
contributors  and  alterations  in  presentation,  in- 
dicating that  a satisfactory  format  has  been 
attained. 

The  combined  alphabetic  listing  of  proprietary 
and  generic  names  (which  initially  followed  each 
section)  is  retained  but  is  now  printed  on  tinted 
paper  for  easier  access.  The  addition  of  an  out- 
line summary  precedes  each  chapter  but  is  of 
little  value. 

Those  busy  practitioners  who  expect  to  find 
drugs  listed  as  “best  buys,”  or  in  decreasing 
preference,  are  doomed  to  disappointment. 
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Drugs  of  Choice  is  a scholarly  dissertation  on 
pharmacotherapy,  including  the  use  of  placebos 
and  the  dangers  of  adverse  reactions.  It 
stresses  more  the  “why”  of  drug  choice,  rather 
than  “which.”  Drugs  of  Choice  remains  un- 
rivaled in  the  field  of  pharmacotherapy,  and 
deserves  its  widespread  popularity  and  success. 
- — Milton  B.  Spiegel,  M.D. 

Modern  Ophthalmology.  Edited  by  Arnold 
Sorsby,  M.D.  Volume  3 — Topical  Aspects. 
Volume  4 — Topical  Aspects.  Octavo  of 
1,093  pages,  illustrated.  Washington,  Butter- 
worths,  1964.  Cloth,  $50. 

These  two  volumes,  as  do  volumes  one  and 
two,  show  the  advantage  of  books  written  by 
collaborators.  Each  subject  is  covered  by  a 
specialist  in  that  particular  field  so  that  each 
subject  is  completely  discussed  and  the  pro- 
cedures for  the  various  tests  gone  into 
thoroughly.  The  specialties  have  become  too 
large  for  one  person  to  be  an  expert  in  all  its 
parts. 

In  my  opinion,  no  practicing  ophthalmologist 
should  be  without  all  four  volumes,  not  only  as 
reference  books  but  also  as  books  from  which  to 
increase  one’s  knowledge  of  all  the  phases  of 
ophthalmology. — Daniel  Kravitz,  M.D. 

The  Atrioventricular  Node  and  Selected 
Cardiac  Arrhythmias.  By  David  Scherf, 
M.D.,  and  Jules  Cohen,  M.D.  Octavo  of  466 
pages,  illustrated.  New  York,  Grune  & Strat- 
ton, 1964.  Cloth,  $18.75. 

The  authors  have  been  interested  in  cardiac 
arrhythmias  for  many  years  and  have  made 
many  original  observations. 

In  this  volume  they  have  put  together  much 
of  this  work  and  included  an  extensive  bibliog- 
raphy of  the  disturbances  of  rhythm  discussed. 
Special  emphasis  has  been  placed  on  the  atrio- 
ventricular node,  its  anatomy,  physiology,  and 
disturbances  of  function.  Certain  unusual 
aspects  of  atrial  flutter  and  fibrillation  are 
described  and  the  pre-excitation  syndrome  is 
treated  in  some  depth. 

The  material  in  this  book  is  based  on  careful 
observations  and  should  serve  as  valuable  source 
material  for  those  interested  in  the  arrhythmias 
discussed.  This  reviewer  found  the  reading 
rather  difficult  because  the  authors  have  quoted 
so  freely  from  the  work  of  others,  often  express- 
ing divergent  points  of  view  that  at  times  it  is 
difficult  to  decide  the  consensus  in  each  chapter. 
A short  recapitulation  of  the  evidence  with  the 
conclusions  drawn  would  be  helpful  at  the  end 
of  each  chapter. — Edwin  P.  Maynard,  Jr.,  M.D. 

Anxiety  and  Tension  Control.  By  Edmund 
Jacobson,  M.D.  Octavo  of  216  pages,  illus- 
trated. Philadelphia.  J.  B.  Lippincott  Com- 
pany, 1964.  Cloth,  $9. 

Dr.  Jacobson,  Director,  Laboratory  for  Clini- 
cal Physiology  and  the  Jacobson  Clinic,  Chicago, 
is  a renowned  advocate  of  minimizing  anxiety 


and  tension  through  his  technic  of  muscle  re- 
laxation. This  method  stems  from  intensive 
laboratory  research  when  he  was  professor  of 
physiology  (1926-1936)  at  the  University  of 
Chicago.  In  simple,  lucid  language  the  author 
instructs  physician  and  patient,  with  the 
help  of  drawings,  in  the  step-by-step  process  of 
neuromuscular  relaxation.  Energy-depleting 
anxiety-tension  habits  may  be  overcome  thus 
freeing  the  patient  of  “body  protests”  sympto- 
matic of  many  psychosomatic  and  psychoneu- 
rotic reactions.  Illustrative  case  samples  are 
included  to  help  teach  anxiety  control.  This 
can  readily  be  taught  with  significant  benefit. 

This  volume  includes  “A  Manual  for  the 
Patient”  on  self-operations  control  to  be  used 
in  conjunction  with  professional  instruction  in 
the  management  of  anxiety  and  tension  states. 

In  the  reviewer’s  opinion,  there  is  much  need 
for  the  utilization  of  Dr.  Jacobson’s  long-proved 
methods  without  recourse  to  speculation,  mys- 
tery, hypnotic  suggestion  and  costly,  long-range 
psychoanalytic  “pseudo-science.” 

This  book  is  written  for  the  practicing  physi- 
cian and  his  patients.  It  is  highly  recommended 
as  a basic  method  for  furthering  effective  living 
based  upon  the  simple  laws  of  learning  which 
make  unnecessary  symptomatic,  all-too-often 
habitual,  use  of  tranquilizers. — Frederick  L. 
Patry,  M.D. 

Current  Diagnosis  & Treatment.  By 
Henry  Brainerd,  M.D.,  Sheldon  Margen, 
M.D.,  Milton  J.  Chatton,  M.D.,  and  As- 
sociate Authors.  Octavo  of  870  pages,  il- 
lustrated. Los  Altos,  Calif.,  Lange  Medical 
Publications,  1964.  Fabrikoid,  $9.50. 

“Current  Diagnosis  and  Treatment”  is  an- 
other in  the  growing  list  of  “paperback”  (soft 
cover)  medical  texts  published  by  Lange  Medical 
Publications,  in  its  third  annual  (1964)  revision. 
It  has  the  very  same  authors  as  an  earlier  release 
“Handbook  of  Medical  Treatment,”  already  in 
its  ninth  biennial  edition.  It  is  printed  in  the 
familiar  type  and  format  which  characterize 
the  Lange  series,  but  departs  from  its  prede- 
cessors in  not  being  confined  to  a single  field 
(internal  medicine)  and  by  including  chapters 
in  all  the  specialties.  Like  its  companions,  it  is 
replete  with  charts  and  tables,  but  except  for 
some  sketches  depicting  cardiac  and  respiratory 
resuscitation,  it  is  devoid  of  illustrations.  As 
usual,  the  presentation  is  clear,  concise,  and 
complete,  but  no  longer  compact,  since  the  in- 
clusion of  all  the  specialties  makes  it  the  largest 
volume  of  the  series.  A supplementary  bibliog- 
raphy is  appended  to  those  sections  where  com- 
pleteness might  have  been  compromised. 

This  text  adequately  embraces  both  diagnosis 
and  treatment,  which  are  the  warp  and  woof  of 
medical  practice.  As  such,  it  provides  a ready 
reference  for  the  busy  practitioner. 

The  Lange  publications  have  a well-earned 
reputation  for  lucid  presentation  of  essentials, 
particularly  useful  in  preparation  for  examina- 
tions. This  text  has  already  won  wide  popu- 
larity among  medical  students  from  coast  to 
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coast  and  Canada,  and  will  undoubtedly  find 
favor  abroad  as  well  but  because  of  its  bulki- 
ness it  can  hardly  hope  to  replace  a similarly 
comprehensive  but  far  more  compact  pocket 
manual  which  has  been  their  unrivaled  favorite 
for  more  than  a generation. — Mllton  B. 
Spiegel,  M.D. 


Surgical  Pathology.  By  Lauren  V.  Acker- 
man, M.D.,  and  Harvey  R.  Butcher,  Jr., 
M.D.  Third  edition.  Octavo  of  1,244  pages, 
illustrated.  St.  Louis,  The  C.  V.  Mosby  Com- 
pany, 1964.  Cloth,  $18.75. 

This  is  an  excellent  treatise  on  surgical  pa- 
thology by  one  of  the  giants  in  gross  and  cellular 
pathology.  This  volume  also  contains  a moder- 
ate number  of  electron  microscopy  studies.  It  is 
useful  and  should  be  a standard  text  for  all 
clinicians  who  want  to  know  with  what  they 
are  dealing.  Ackerman  offers  recommendations 
for  therapy  by  an  “uninterested  pathologist.” 
Since  all  in  medicine  are  interested  in  “what 
does  the  future  hold”  for  the  patient  others  will 
not  see  eye  to  eye  with  a pathologist  who  is 
surrounded  for  the  most  part  by  surgical  view- 
points and  opinions.  The  most  obvious  recom- 
mendation that  meets  greatest  challenge  is  the 
therapy  in  cancer  where  controlled  experiments 
are  still  primitive.  Otherwise  this  book  is  well 
documented  and  contains  a plenitude  of  ex- 
cellent photographs  and  figures.  It  is  thorough 
in  dealing  with  exfoliative  pathology  as  well  as 
aspiration,  biopsies,  and  frozen  sections  of  all 
the  organs  of  the  body.  It  is  a supplement  for 
textbooks  of  general  pathology.  Emphasis  is 
placed  on  the  common  rather  than  the  rare 
lesions.  It  is  written  for  medical  students  as 
well  as  other  physicians.  The  bibliographies 
are  numerous.  The  format  and  readability  are 
excellent.  This  book  is  a must  for  all. — 
Bernard  Seligman,  M.D. 


The  Liver  and  Portal  Hypertension.  By 
Charles  G.  Child,  3rd,  M.D.  Volume  I 
in  the  Series:  Major  Problems  in  Clinical 
Surgery.  J.  Englebert  Dunphy,  M.D.,  Con- 
sulting Editor.  Octavo  of  231  pages,  illus- 
trated. Philadelphia,  W.  B.  Saunders  Com- 
pany, 1964.  Cloth,  $8.50. 

This  volume  is  the  first  in  a series  of  mono- 
graphs which  are  intended  to  bring  to  the  sur- 
geon the  basic  concepts  and  technical  ap- 
proaches to  controversial  surgical  diseases. 
The  first  volume  is  a practical  guide  to  the 
known  facts  concerning  the  pathogenesis, 
diagnosis,  and  management  of  portal  hyper- 
tension. 

Portal  hypertension  and  its  dire  complica- 
tions are  a daily  challenge  to  the  physicians  in  all 
hospitals.  Since  Whipple  and  his  coworkers 
proved  that  decompression  of  the  portal  system 


into  the  portal  vein  or  renal  vein  is  a logical 
surgical  operation  there  have  been  many  tech- 
nical facets  of  the  problem  that  have  been 
elucidated. 

Surgical  treatment  has  taken  us  down  the 
path  to  improvement  in  the  management  of  the 
problem  of  hemorrhage  from  portal  hyperten- 
sion. However,  the  future  lies  in  the  close  as- 
sociation of  the  biochemist  and  physiologist  with 
the  surgeon.  This  volume  attempts  to  elucidate 
some  of  the  biochemical  and  physiological  prob- 
lems. 

The  book  is  divided  into  seven  chapters  which 
discuss  both  the  practical  and  experimental 
phases  of  portal  hypertension  and  liver  disease. 
It  is  well  printed,  profusely  illustrated,  and  is 
recommended  for  all  surgeons. — Alan  A.  Kane, 
M.D. 

Hemochromatosis  and  Hemosiderosis.  By 
Richard  A.  MacDonald,  M.D.  Octavo  of  374 
pages,  illustrated.  Springfield,  Illinois,  Charles 
C Thomas,  Publisher,  1964.  Cloth,  $12.75. 

This  monograph  is  an  authoritative  work  that 
is  very  provocative.  Its  main  thesis  seems  to 
stress  the  following:  (1)  Hemochromatosis  is 

not  different  from  hemosiderosis.  (2)  That 
iron  per  se  does  not  cause  fibrosis.  (3)  The 
role  of  dietary  iron  in  the  causation  of  these 
entities  has  been  overlooked  by  neglecting  the 
available  evidence.  (4)  The  “mucosal  block” 
theory,  has  not  withstood  the  test  of  time. 

If  the  preceding  chapters  are  more  or  less 
pedantic,  the  summary  serves  a very  good 
function  in  establishing  the  main  tenets  of  the 
author’s  arguments.  The  author  fails  to  in- 
clude the  chelating  agents  in  the  treatment  of 
Hemochromatosis  and  Hemosiderosis. — Maurice 
Morrison,  M.D. 

Evolution  of  the  Atherosclerotic  Plaque. 

Edited  by  Richard  J.  Jones,  M.D.  Octavo  of 
360  pages,  illustrated.  Chicago,  The  University 
of  Chicago  Press,  1963.  Cloth,  $6.75. 

This  volume  is  a collection  of  the  presentations 
given  at  an  international  symposium  held  in 
Chicago  in  March,  1963.  A distinguished  group 
of  investigators  from  the  United  States,  Canada, 
and  England  gave  the  papers. 

The  fine  structure  of  the  plaque,  its  constitu- 
ents, its  early  formation,  and  its  fate  were  con- 
sidered in  detail.  Information  obtained  by 
electron  microscopy,  light  microscopy,  and 
animal  experimentation  was  presented. 

The  presentations  are  short,  concise,  and  ex- 
tremely well  done  and  the  illustrations  excellent. 

The  volume  is  highly  recommended  for  those 
working  in  the  field  of  atherosclerosis. 

The  presentations  will  serve  as  authoritative 
statements  of  information  to  date.  Their  at- 
tached bibliographies  should  be  very  useful. — 
Edwin  P.  Maynard,  Jr.,  M.D. 
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Analgesics 

Percodan  (Endo  Laboratories) 599 


Antibiotics 


Penbritin 

(Beecham  Research  Laboratories,  Inc.) 617 

Tao  (J.  B.  Roerig  & Company) 609,  610,  611,  612 

Terramycin  (Pfizer  Laboratories) 620,  621,  622,  623 

V-Cillin  K (Eli  Lilly  & Company) 624 


Anticonvulsants 

Dilantin  (Parke,  Davis  & Company) 605 


Under  the  generic  name 

for  lower  costs  to  your  patients 


Meprobamate  Tablets 

400  mg.  U.S.P. 


U.  S.  Patent  No.  2,724,720 


Quality  controlled  by  West-ward 


Antidepressants 

Norpramin  (Lakeside  Laboratories) 602-603 


Literature  available  on  request 


Anti  rheumatics 

Pabalate  (A.  H.  Robins  Company,  Inc.) 601 

Antivertigo 

Antivert  (J.  B.  Roerig  & Company) 594 


Appetite  suppressants 
Methedrine 


(Burroughs  Wellcome  & Company,  Inc.) 630 

Bronchopulmonary 

Bronkotabs  (Breon  Laboratories) 2nd  cover 

Dermatologic  preparations 

pHisoHex  (Winthrop  Laboratories) 597 

Diagnostic  aids 

Dextrostix  (Ames  Company,  Inc.) 3rd  cover 

Foods 

Corn  Oil  Margarine 

(J.  H.  Filbert,  Inc.) 607 

Hormones 

Enovid  (G.  D.  Searle  & Company) 629 

Tranquilizers 

Meprobamate  (West-Ward,  Inc.) 705 

Vaginal  hygiene 

StomAseptine  (Harcliffe  Laboratories) 593 


Vitamins 

Stresscaps 
(Lederle  Labs., 

Div.  Amer.  Cyanamid  Co.) 4th  cover 

Vitamin-tonics 

Neobon  (J.  B.  Roerig  & Company) 595 


Do  lower  the  costs  of  prescriptions  to  your 
patients  by  prescribing  West-ward's  quality 
controlled  generic  name  products. 


West-ward,  Inc.,  745  Eagle  Ave.,  Bronx56,  N.Y. 
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THE  SILVER  HILL  FOUNDATION 

New  Canaan,  Connecticut 

ANNOUNCES 
THREE-YEAR  RESIDENCY 
TRAINING  PROGRAM 
IN  PSYCHIATRY 

Approved  by  the  American  Medical  Association 
and  the  American  Board  of  Psychiatry  and 
Neurology.  Affiliated  with  Departments  of 
Psychiatry  and  Neurology  of  the  College  of 
Physicians  and  Surgeons,  Columbia-Presbyterian 
Medical  School,  New  York  City. 

First  year  spent  at  Medical  Center,  New  York, 
N.Y.,  second  and  third  years  at  Silver  Hill, 
New  Canaan,  Connecticut.  Applicants  also 
considered  who  have  completed  one  year  or 
more  of  training  elsewhere  for  the  second  and 
third  year  program. 

Emphasis  placed  on  training  of  physicians  for 
private  practice  of  psychiatry,  under  experienced 
preceptors,  Board  Diplomates  with  teaching 
background. 

Generous  compensation,  opportunities  for  per- 
manent staff  appointment. 

For  further  information  and  application  form, 
write:  William  B.  Terhune,  M.D.,  Medical 

Director,  The  Silver  Hill  Foundation,  Box  1177, 
New  Canaan,  Connecticut. 
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His  HEART 
needs 
help  too... 


PINEWOOD  Wa,ter  A'  me!xPSD?RKTOR  FAPA- 

EST  1930 

J.  Epstein,  M.D.,  L.F.A.PA. — L.  Wender,  M.D.,  L.F.A.P.A. 
Katonah,  N.Y.  Tel:  CEntral  2-3155  NYC,  Direct,  Tel:  CY  5-0264 

A psychiatric  hospital  offering  individual  treatment  for  all 
nervous  and  mental  disorders,  alcoholism  and  drug  addiction. 
Psychoanalytically  oriented.  Pharmacological  and  electro- 
therapeutic  methods.  Rates — moderate. 


HOLBROOK  MANOR  "ggj?3 

Five  Acres  of  Pinewocded  Grounds 

SENILE— AGED 

Non-sectarian,  dietary  laws  observed 
Medical  Director,  O.  L.  Friedman,  M.D.,  Q.P.,  M.A.P.A. 
HOLBROOK,  L.  I.  N.  Y.  Office;  TRafalgar  7-2666 


GIVE  TO 

CONQUER  CANCER 


Dad  will  help  him  learn  to 
spell,  to  add,  to  read.  But 
Johnny  needs  other  help, 
too.  As  he  grows  to  manhood 
he  needs  protection  against 
his  Number  1 health  enemy 
— the  heart  and  blood  vessel 
diseases. 

When  you  give  to  the 
Heart  Fund  you  bring  the 
benefits  of  research  to 
Johnny  and  millions  of  other 
youngsters. 

GIVE... 

so  more  will  live 

HEART  FUND 


GIVE! 

for  the  poor  doctors 

OF 

EAST  zombophobia! 


M.  D.  Z 


a 


% 


•* Just  tell  me  how  I can  join  the  ‘ Poor  Doctors  of 
East  Zombophobia.’  ” 


PHYSICIANS  WANTED 


INTERNSHIPS-AMA  APPROVED  ROTATING.  ST. 
Joseph’s  Hospital.  Yonkers,  New  York.  Accredited  165 
bed  hospital.  Integrated  educational  program  organized 
by  Director  of  Medical  Education;  abundant  in-patient 
and  out-patient  material  for  clinical  training.  Salary 
$350.  ECFMG  certificate  required.  Apply  Administra- 
tor, St.  Jospeh’s  Hospital,  Yonkers,  N.Y. 


OPPORTUNITIES  IN  GENERAL  PRACTICE,  OB- 
stetrics,  pediatrics,  & neurosurgery  and  otolaryngology  in 
prosperous  upstate  city,  with  2 modern  hospitals.  Edu- 
cational and  recreational  center.  Cayuga  County  Medical 
Society,  321  N.  Hoopes  Ave.,  Auburn,  N.Y. 


OBSTETRICIAN-GYNECOLOGIST,  BOARD  CERTI- 
fied  or  eligible.  Opportunity  in  well  established,  twelve 
man  specialty  group,  near  New  York  City  in  expanding 
suburban,  north  shore  Long  Island  town  serving  area  of 
140,000;  early  partnership.  Please  furnish  resume  in- 
dicating training,  experience,  military  and  marital  status. 
Box  144,  % NYSJM. 


SURGICAL  RESIDENCY;  4 YEAR  APPROVED  PRO- 
gram  in  major,  voluntary  hospital  in  New  York  City. 
Service  includes  experience  in  general  surgery,  thoracic, 
pediatric,  urological,  vascular  and  orthopedic  surgery.  Ap- 
plications still  being  accepted.  Box  148,  % NYSJM. 


SURGEON  WANTED  TO  JOIN  GROUP  IN  NEW  YORK 
State.  Please  contact  with  information  to  Box  153,  % 
NYSJM. 


SURGEON:  FOR  HOSPITAL,  CLINIC  IN  SUBURBAN 
Detroit.  Fairwood  General  Hospital,  4050  E.  Twelve 
Mile,  Warren,  Michigan.  Phone  collect  for  appoint- 
ment for  interview.  Tel:  (313)  755-2500. 


PART-TIME  POSITION  IN  RADIOLOGY  DEPART- 
ment  available  at  Booth  Memorial  Hospital,  Flushing, 
N.Y.  Contact  Chief  Radiologist,  HI  5-1000,  ext.  260. 


POSITIONS  WANTED 


ANESTHESIOLOGIST,  CERTIFIED,  AGE  35,  FAMILY. 
Extensive  experience.  Desires  fee  for  service  or  group  in 
metropolitan  or  suburban  area.  Details  in  first  letter. 
Box  969,  % NYSJM. 


MEDICAL  ASSISTANTS  AND  SECRETARIES.  LAB- 
oratory  and  X-Ray  Techs.  Well  trained  and  highly  quali- 
fied personnel  (male  & female)  also  available  at  other 
times.  Phone  CH  2-2330  Ext.  6,  Placement  Dept.,  or 
write  Eastern  School  for  Physicians’  Aides,  Dept.  69,  85 
Fifth  Ave.,  New  York  3,  N.  Y.  (Founded  1936  by  two 
member  physicians) 


POSITIONS  WANTED— CONT’D 


OB-GYN,  AGE  34,  FOUR  YEAR  RESIDENCY,  MAR- 
ried  with  family  (2),  no  military  obligation,  seeks  as- 
sociation leading  to  partnership  with  one  man  or  small 
group  in  New  York  City  area  or  New  Jersey.  Box  145, 
% NYSJM. 


ANESTHESIOLOGIST,  NEW  YORK  LICENSED,  Ex- 
perienced, Board  eligible,  desires  position  full  or  part 
time,  or  replacement.  Box  155,  % NYSJM. 


PRACTICES  FOR  SALE  OR  RENT 


GENERAL  PRACTICE  AND  FULLY  EQUIPPED  OF- 
fice  on  Long  Island.  Equipment  optional.  Moving  out 
of  state.  Box  122,  % NYSJM. 


ACTIVE,  OLD  ESTABLISHED  OPHTHALMOLOGIC 
practice,  suburban,  Long  Island,  one  hour  New  York 
City.  Fully  equipped.  Independent  control  after  in- 
troductory year  or  earlier  if  desired.  Terms  mutually 
agreeable.  Box  147,  % NYSJM. 


THRIVING  GENERAL  PRACTICE  FOR  SALE  IN 
Westchester  County  and  covering  Riverdale.  Reason- 
able rent  in  a new  medical  building  with  amiable  specialist 
colleagues.  Hospital  appointments  no  problem  with  or 
without  obstetrics.  Present  principal  will  remain  long 
enough  to  introduce.  Price  by  arrangement  with  terms 
if  required.  Immediate  income.  Box  143,  % NYSJM. 


GENERAL  PRACTICE.  EXTENSIVE  PRACTICE 
thriving  for  over  30  years  in  Monticello,  N.Y.  Doctor 
recently  incapacitated  by  a stroke.  Home-office  com- 
bination, including  9 room  office  on  1st  floor,  main  street. 
Available  at  once.  M.  A.  Cohn,  M.D.,  342  Broadway, 
Monticello,  N.Y. 


GENERAL  PRACTICE  AVAILABLE.  NO  MONEY 
involved.  Doctor  retiring  and  needs  replacement.  South- 
ampton, Long  Island.  Box  151,  % NYSJM. 


ACTIVE  PEDIATRIC  PRACTICE,  NORTH  SHORE  OF 
Long  Island  in  Nassau  County;  equipped  office  in  new 
air-conditioned  medical  building.  Will  introduce  to 
patients.  Pending  sale,  present  owner  to  enter  academic 
medicine.  Terms  reasonable.  Box  152,  % NYSJM. 
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PRACTICE  WANTED 


WILL  BUY  PRIVATE  OFFICE  OF  RADIOLOGIST  IN 
medical  building.  Prefer  an  office  associate  with  medical 
group.  New  York  Metropolitan  area  or  surrounding. 
Also  interested  in  association  with  radiologist.  Willing 
to  invest.  Box  154,  % N YSJM. 


EQUIPMENT 


FOR  SALE:  ANESTHESIA  MACHINES;  ONE  Mc- 

Kesson, one  cabinet  Heidbrink,  one  stand  model,  recon- 
ditioned, in  use;  reasonable.  ORegon  7-2385. 


REAL  ESTATE  FOR  SALE  OR  RENT 


FOR  RENT:  5 ROOM  OFFICE,  SUITABLE  1 OR  2 M.D.s 
Garden  City  Medical  Center.  Write  J.  L.  McCartney, 
M.D.,  520  Franklin  Ave.  Garden  City,  N.Y. 


UNUSUAL  OPPORTUNITY:  LARGE  COLONIAL 

home,  central  Nassau  County;  busy  thoroughfare. 
Three  room  office  completely  equipped;  long  established, 
lucrative  practice.  Magnificent  grounds;  exceptional 
for  generalist  or  internist.  Old  established  community, 
central  to  all  hospitals;  owner  retiring.  All  this  can  be 
brought  for  considerably  less  than  appraised  value  of  prop- 
erty. Box  146,  % NYSJM. 


EXCELLENT  OPPORTUNITY  FOR  G.P.  IN  A MID 
Suffolk  County  community.  Modern  offices  available. 
Box  140,  % NYSJM. 


FOR  RENT:  SHARE  AIR  CONDITIONED,  Ex- 

clusive and  attractive  suite  of  offices,  910  Fifth  Ave.  facing 
both  5th  Aye.  & 72nd  St.  Private  entrance,  completely 
separate  private  office;  use  of  2 examining  rooms  and 
waiting  room.  Suitable  for  surgeon,  otolaryngologist, 
neurologist  or  ophthalmologist.  RE  4-2290. 


50’S  OFF  6TH  AVE.:  116  CENTRAL  PARK  SOUTH. 
A new  modern  prestige  building,  centrally  air  conditioned, 
offering  every  modern  convenience,  for  the  physician. 
750  sq.  ft.  available.  Will  build  to  suit.  Call  Miss  Lewis, 
Vogar  Realties,  PL  7-7711. 


59TH  ST.:  THE  PLAZA  AREA,  30  CENTRAL  PARK 

South.  Our  $300,000  renovation  program  is  specifically 
designed  for  the  medical  specialist.  Some  select  suites 
now  available,  and  can  be  altered  to  suit  your  most 
particular  needs.  24-hour  direct  switchboard  service. 
Please  call  Mr.  Crandall  at  YU  6-1616. 


PRESTIGE  LOCATION 

For  Medical — Dental  Group 
and  Individual  Practitioners. 

“EXECUTIVE  TOWERS” 

1020  GRAND  CONCOURSE,  BRONX 

23-Story  Air  Conditioned  Apt.  Bids,  (corner  165th  St) 


Exclusively  Reserved  for  Professional  use. 
PRIVATE  ENTRANCES 
2 FLOORS  • PRIVATE  ELEVATORS 
CENTRAL  AIR-CONDITIONING 

IMMEDIATE  OCCUPANCY 

Apply  Renting  Office  on  property  • CY  3-5545 
Carol  Management  Corp. 

Owner — Builder 


REAL  ESTATE  FOR  SALE  OR  RENT — CONT’D 


FOR  SALE.  FIFTH  AVENUE  (92ND  ST.)  CORNER 
attractive  5 rm.  cooperative.  Private  entrance.  Low 
maintenance.  Box  101,  % NYSJM. 


LONG  ISLAND:  SUDDEN  DEATH  OF  PHYSICIAN; 
office  for  rent,  fully  equipped.  30  years  in  practice. 
Available  now.  M.  Vinciguerra,  103-16  Van  Wyck  Ex- 
pressway, Richmond  Hill,  New  York.  Tel.  RE  9-6261. 


EASTERN  ONTARIO,  ONE  MILE  LAKE  FRONTAGE, 
200  acres  of  land  for  sale,  40  miles  from  Kingston.  Seven 
acre  island  on  lake  included.  $12,000;  terms  arranged, 
cash  discount.  Write  Robert  Immel,  Albion  College, 
Albion,  Michigan. 


MOUNTAIN  TOP  ESTATE— 75  ACRES,  22  ROOMS, 
4 baths,  suitable  for  nursing  home.  Reply  to  R.  Grennie. 
P.O.  Box  7,  Oliverea,  New  York. 


BALDWIN  HARBOR:  3 YRS.;  HIGH  RANCH;  COR- 
ner;  11  oversize  rooms,  off  center  foyer,  4 bedrooms  on  one 
level;  custom  kitchen,  extra  large  refrigerator-freezer; 
2V2  baths,  bedroom,  playroom  with  separate  front  en- 
trance; oversize  recreation  room,  huge  storage  room, 
laundry  room,  custom  appliances  and  fixtures.  Excellent 
for  professional;  many  extras;  private  beach  club.  Call 
516  TN  8-7643. 


FOR  SALE 

Large  11  room  house  and  store,  plus  2 story  garage 
situated  in  center  of  resort  town,  Wurtsboro,  N.Y.  Fine 
location  for  small  Medical  Center.  All  improvements; 
5 living  units ; 6 bathrooms.  On  lot  56 ' x 225 '. 

Mrs.  George  Cooper,  P.O.  Box  327,  Wurtsboro,  N.Y. 
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much  would  it  be 
no  manufacturer 9s  profit? 


$2.09?  $.93?  $3.13? 


Somewhat  amazingly,  $3.18  is  correct.  Even  if  you  eliminated  pharma- 
ceutical manufacturer’s  net  profit,  your  patient  would  pay  only  about 
17  cents  less  for  the  average  prescription— hardly  a deciding  factor  in 
having  it  filled.  Of  course,  this  assumes  that  pharmaceuticals  could  con- 
tinue to  be  available  without  profit  (where  do  new  miracle  drugs  come 
from,  if  not  profit?). 

American  pharmaceuticals  today  may  well  be  America’s  biggest  bargain. 


Pharmaceutical  Manufacturers  Association/ 1155  Fifteenth  Street,  N.W,  Washington,  D.C.  20005 

This  message  is  brought  to  you  as  a courtesy  of  this  publication  on  behalf  of  the  producers  of  prescription  drugs. 

* Average  prescription  price,  1963.  National  Prescription  Audit,  R.A.  Gosselin,  Dedham,  Mass. 
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The  Somatic  Mask: 
menstrual  irregularities 


menopause  or 
psychic  tension? 

Menstrual  irregularities,  along  with  hot  flashes,  fatigue, 
discomfort,  arthralgia  and  other  complaints,  are  classic 
signs  and  symptoms  of  the  menopause.  In  many  cases, 
however,  the  symptoms  may  represent  a “somatic  mask” 
— a psychophysiological  equivalent  of  psychic  tension. 

When  symptoms  stem  from  emotional  problems  or 
stressful  situations,  Valium  (diazepam)  usually  helps  the 
patient  feel  calmer  as  it  alleviates  troubling  symptoms. 
Its  action  is  normally  prompt,  even  in  patients  who 
failed  to  benefit  from  other  tranquilizers.  And  positive 
results  generally  are  achieved  without  impairing  aware- 
ness or  interfering  with  usual  activities.  While  ataxia 
and  drowsiness  may  occur,  such  side  effects  are  avoid- 
able in  most  instances  with  dosage  adjustment. 

Vtl 1 1 LI  ITT  (diazepam) 

In  prescribing:  Dosage  — Adults:  Mild  to  moderate  psychoneu- 
rotic reactions,  2 to  5 mg  b.i.d.  or  t.i.d.;  severe  psychoneurotic 
reactions,  5 to  10  mg  t.i.d.  or  q.i.d.;  alcoholism,  10  mg  t.i.d.  or 
q.i.d.  in  first  24  hrs,  then  5 mg  t.i.d.  or  q.i.d.  as  needed;  muscle 
spasm  with  cerebral  palsy  or  athetosis,  2 to  10  mg  t.i.d.  or  q.i.d. 
Geriatric  patients:  1 or  2 mg/day  initially,  increase  gradually 
as  needed. 

Contraindications : Infants,  patients  with  history  of  convulsive’ 
disorders  or  glaucoma. 

Warning : Not  of  value  in  the  treatment  of  psychotic  patients, 
and  should  not  be  employed  in  lieu  of  appropriate  treatment. 
Precautions:  Limit  dosage  to  smallest  effective  amount  in  el- 
derly patients  (not  more  than  1 mg,  one  or  two  times  daily)  to 
preclude  ataxia  or  oversedation.  Advise  patients  against  pos- 
sibly hazardous  procedures  until  correct  maintenance  dosage 
is  established;  driving  during  therapy  not  recommended.  In 
general,  concurrent  use  with  other  psychotropic  agents  is  not 
recommended.  Warn  patients  of  possible  combined  effects  with 
alcohol.  Safe  use  in  pregnancy  not  established.  Observe  usual 
precautions  in  impaired  renal  or  hepatic  function  and  in  pa- 
tients who  may  be  suicidal;  periodic  blood  counts  and  liver 
function  tests  advisable  in  long-term  use.  Cease  therapy  grad- 
ually. 

Side  Effects:  Side  effects  (usually  dose-related)  are  fatigue, 
drowsiness  and  ataxia.  Also  reported:  mild  nausea,  dizziness, 
blurred  vision,  diplopia,  headache,  incontinence,  slurred  speech, 
tremor  and  skin  rash;  paradoxical  reactions  (excitement,  de- 
pression, stimulation,  sleep  disturbances  and  hallucinations) 
and  changes  in  EEG  patterns.  Abrupt  cessation  after  prolonged 
overdosage  may  produce  withdrawal  symptoms  similar  to 
those  seen  with  barbiturates,  meprobamate  and  chlordiazepox- 
ide  HC1. 

Supplied:  Tablets,  2 mg  and  5 mg;  bottles  of  50  and  500. 


Roche  Laboratories 

Division  of  Hoffmann -La  Roche  Inc. 

Nutley.N.J.  07110 


is 

The  tell-tale  lesion  on  the  back  of  her  neck 


ARISTOCORT  Topicals  are  particularly  effective  in  controlling 
the  inflammatory  symptoms  of  many  dermatoses  including  neuro- 
dermatitis. ARISTOCORT  Cream  or  Ointment,  sparingly  applied 
to  affected  areas,  reduces  both  the  itching  and  the  inflammation. 
Three  or  four  applications  daily  bring  early  symptomatic  relief. 


Aristocort 


TOPICAL  CREAM  0.1%,  0.5% 
AND  OINTMENT  0.1% 

Triamcinolone  Acetonide 


A TOPICAL  CREAM  0.1%,  0.5% 

JTVX  IU  vUI  L and  ointment  0.1% 


Triamcinolone  Acetonide 


INDICATIONS:  In  addition  to  neurodermatitis,  the 
ARISTOCORT  Triamcinolone  topical  preparations 
have  been  found  effective  as  adjuncts  in  treating 
atopic  dermatitis,  eczematous  dermatitis,  nummular 
eczema,  contact  dermatitis,  pruritus  ani  and  vulvae, 
generalized  erythrodermia,  external  otitis,  seborrheic 
dermatitis,  eczematized  psoriasis  and  eczematized 
mycotic  dermatitis.  In  most  cases  responsive  to  topi- 
cal ARISTOCORT,  the  0.1%  concentration  is  suffi- 
ciently potent,  but  the  0.5%  concentration  may  elicit 
a more  satisfactory  response  in  some,  specifically  in 
atopic  dermatitis,  eczematous  dermatitis,  seborrheic 
dermatitis  and  certain  cases  of  psoriasis. 

ADMINISTRATION  and  DOSAGE  : Apply  sparingly 
to  the  affected  area  3 or  4 times  daily.  Some  cases  of 
psoriasis  may  be  more  effectively  treated  if  the  0.1% 
Cream  or  Ointment  is  applied  under  an  occlusive 
dressing. 


PRECAUTIONS  and  SIDE  EFFECTS:  Do  not  use 
in  the  eyes.  While  there  are  no  special  precautions  to 
be  taken  in  administering  ARISTOCORT  Triamcino- 
lone Acetonide  topicals,  some  patients  may  react 
unfavorably,  under  certain  conditions,  to  topical 
steroids  in  general.  Special  care  should  be  taken  in 
administering  topical  steroids  at  infected  sites  and 
the  hazard  of  possible  spread  of  bacterial  infection 
should  be  considered.  If  such  a hazard  is  felt  to  exist, 
antibacterial  therapy  may  be  considered  advisable 
even  if  the  steroid  is  discontinued. 


CONTRAINDICATIONS : Tuberculosis  of  the  skin, 
herpes  simplex,  chickenpox,  and  vaccinia. 


PACKAGES:  Tubes  of  5 Gm.  and  15  Gm. ; Vz  lb.  jar. 

ARISTOCORT®  Triamcinolone  Acetonide  Topical 
Cream  0.5%  or  0.1%  contains: 

Triamcinolone  Acetonide  5 mg.  or  1 mg. 

Methylparaben  0.16% 

Propylparaben  0.04% 

Potassium  Sorbate  0.2% 


Inactive  ingredients  in  water  base : 

Glyceryl  monostearate 
Squalane 

Polysorbate  80  USP 
Spermaceti  USP 
Stearyl  Alcohol  USP 
Sorbitol  Solution 

Each  gram  of  ARISTOCORT  Triamcinolone  Aceto- 
nide Topical  Ointment  0.1%  contains: 

Triamcinolone  Acetonide  1 mg. 

Methylparaben  0.16% 

Propylparaben  0.04% 

Inactive  ingredients: 

Lanolin 

White  Petrolatum 


LEDERLE  LABORATORIES  • A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 
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Open  the  nose- 

help  drain 

the  stagnant  sinus 

gently 


Neo-Synephrine  is  a standard 
among  topical  vasoconstrictors.  It 
is  unsurpassed  for  reducing  nasal 
turgescence  in  colds;  a most  valuable 
aid  in  preventing  and  treating  sinusitis. 


Neo-Synephrine  stops  the  boggy 
feeling  of  colds  at  once— works 
against  factors  that  induce  sinus- 
itis. With  Neo-Synephrine  nose 
drops,  spray  or  jelly,  turbinates 
shrink  on  contact,  obstructed  ostia 
open  and  drainage  is  re-established. 


'-I  * % 


In  sinusitis,  Neo-Synephrine  helps 
to  promote  drainage  and  hasten 
recovery.*  Used  promptly,  it  helps 
clear  the  stagnant  sinus  and  lessen 
the  chances  of  chronicity. 

Neo-Synephrine  HCI  is  available  in: 
Ve°7o  solution  for  infants 
V4°7o  solution  for  children  and  adults 
V4%  pediatric  nasal  spray  for  children 
V2 % solution  for  adults 
V2°7o  nasal  spray  for  adults 
V2°7o  jelly  for  children  and  adults 
1%  solution  for  adults  (resistant  cases) 


KProctor,  D.  F.:  The  Nose,  Paranasal  Sinuses, 
and  Ears  in  Childhood,  Springfield,  III., 
Charles  C Thomas,  1963,  p.  34. 


Winthrop  Laboratories 


\W/rrf/jrop\ 

New  York,  N.Y.  10016 


In  colds  and  sinusitis 


(brand  of  phenylephrine  hydrochloride) 

solutions/sprays/jelh 
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Insomnia  often  presents  a treatment  problem.  Although  sedatives  may 
give  limited  relief,  they  frequently  tend  to  deepen  depression.  Anti- 
depressants, particularly  stimulants  and  "energizers”,  may  often  aggra- 
vate insomnia  because  of  their  excitatory  effect  or  their  inability  to 
alleviate  the  anxiety  which  frequently  accompanies  depression.  ■ With 
'Deprol',  early  relief  of  associated  insomnia  can  be  a rewarding  first 
step  in  treatment  of  depression.  'Deprol'  usually  restores  normal  sleep 
by  relieving  the  associated  anxiety  and  tension  which  often  cause  or 
intensify  insomnia  while  it  acts  to  reduce  the  underlying  depression. 

Indications:  ‘Deprol'  is  useful  in  the  management  of  depression,  both  acute  (reactive)  and  chronic.  It  is  particularly  useful  in  the  less  severe 
depressions  and  where  the  depression  is  accompanied  by  anxiety,  insomnia,  agitation,  or  rumination.  It  is  also  useful  for  management  of 
depression  and  associated  anxiety  accompanying  or  related  to  organic  illnesses.  Contraindications:  Benactyzine  hydrochloride  is  contraindi- 
cated in  glaucoma.  Previous  allergic  or  idiosyncratic  reactions  to  meprobamate  contraindicate  subsequent  use.  Precautions:  Meprobamate: 
Careful  supervision  of  dose  and  amounts  prescribed  is  advised.  Consider  possibility  of  dependence,  particularly  in  patients  with  history  of 
drug  or  alcohol  addiction;  withdraw  gradually  after  use  for  weeks  or  months  at  excessive  dosage.  Abrupt  withdrawal  may  precipitate  recur- 
rence of  pre-existing  symptoms,  or  withdrawal  reactions  including,  rarely,  epileptiform  seizures.  Should  meprobamate  cause  drowsiness  or 
visual  disturbances,  the  dose  should  be  reduced  and  operation  of  motor  vehicles  or  machinery  or  other  activity  requiring  alertness  should  be 
avoided  if  these  symptoms  are  present.  Effects  of  excessive  alcohol  may  possibly  be  increased  by  meprobamate.  Grand  mal  seizures  may  be 
precipitated  in  persons  suffering  from  both  grand  and  petit  mal.  Prescribe  cautiously  and  in  small  quantities  to  patients  with  suicidal  tenden- 
cies. Side  effects:  Side  effects  associated  with  recommended  doses  of  ‘Deprol1  have  been  infrequent  and  usually  easily  controlled.  These  hav6 
included  drowsiness  and  occasional  dizziness,  headache,  infrequent  skin  rash,  dryness  of  mouth,  gastrointestinal  symptoms,  paresthesias, 
rare  instances  of  syncope,  and  one  case  each  of  severe  nervousness,  loss  of  power  of  concentration,  and  withdrawal  reaction  (status  epilep- 
ticus)  after  sudden  discontinuation  of  excessive  dosage.  Benactyzine  hydrochloride:  Benactyzine  hydrochloride,  particularly  in  high  dosage, 
may  produce  dizziness,  thought-blocking,  a sense  of  depersonalization,  aggravation  of  anxiety  or  disturbance  of  sleep  patterns,  and  a subjec- 
tive feeling  of  muscle  relaxation,  as  well  as  anticholinergic  effects  such  as  blurred  vision,  dryness  of  mouth,  or  failure  of  visual  accommoda- 
tion. Other  reported  side  effects  have  included  gastric  distress,  allergic  response,  ataxia,  and  euphoria.  Meprobamate:  Drowsiness  may  occur 
and,  rarely,  ataxia,  usually  controlled  by  decreasing  the  dose.  Allergic  or  idiosyncratic  reactions  are  rare,  generally  developing  after  one  to 
four  doses.  Mild  reactions  are  characterized  by  an  urticarial  or  erythematous,  maculopapular  rash.  Acute  nonthrombocytopenic  purpura  with 
peripheral  edema  and  fever,  transient  leukopenia,  and  a single  case  of  fatal  bullous  dermatitis  after  administration  of  meprobamate  and 
prednisolone  have  been  reported.  More  severe  and  very  rare  cases  of  hypersensitivity  may 
produce  fever,  chills,  fainting  spells,  angioneurotic  edema,  bronchial  spasms,  hypotensive 
crises  (1  fatal  case),  anuria,  anaphylaxis,  stomatitis  and  proctitis.  Treatment  should  be  symp- 
tomatic in  such  cases,  and  the  drug  should  not  be  reinstituted.  Isolated  cases  of  agranulocy- 
tosis, thrombocytopenic  purpura,  and  a single  fatal  instance  of  aplastic  anemia  have  been 
reported,  but  only  when  other  drugs  known  to  elicit  these  conditions  were  given  concomitantly. 

Fast  EEG  activity  has  been  reported,  usually  after  excessive  meprobamate  dosage.  Suicidal 
attempts  may  produce  lethargy,  stupor,  ataxia,  coma,  shock,  vasomotor  and  respiratory  col- 
lapse. Dosage:  Usual  starting  dose,  one  tablet  three  or  four  times  daily.  May  be  increased 
gradually  to  six  tablets  daily  and  gradually  reduced  to  maintenance  levels  upon  establishment 
of  relief.  Doses  above  six  tablets  daily  are  not  recommended  even  though  higher  doses  have 
been  used  by  some  clinicians  to  control  depression  and  in  chronic  psychotic  patients. 

Supplied:  Light-pink,  scored  tablets,  each  containing  meprobamate  400  mg.  and  benactyzine 
hydrochloride  1 mg.  Before  prescribing,  consult  package  circular.  c > . .-.  - 


Deprol 

meprobamate  400  mg. 

+ benactyzine  hydrochloride  1 mg. 

# Wallace  Laboratories 

. Cranbury,  New  Jersey  . A J 
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low-dosage  Prolixin 
— once-a-day 


Prolixin  is  a dependable  tranquilizer  that  provides  your  pa- 
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SIDE  EFFECTS,  PRECAUTIONS,  CONTRAINDICATIONS:  As  used  for 
anxiety  and  tension,  side  effects  are  unlikely.  Reversible  extrapyra- 
midal  reactions  may  develop  occasionally.  In  higher  doses  for  psy- 
chotic disorders,  patients  may  experience  excessive  drowsiness, 
visual  blurring,  dizziness,  insomnia  (rare),  allergic  skin  reactions, 
nausea,  anorexia,  salivation,  edema,  perspiration,  dry  mouth,  polyuria, 
hypotension.  Jaundice  has  been  exceedingly  rare.  Photo-sensitivity 
has  not  been  reported.  Blood  dyscrasias  occur  with  phenothiazines; 
routine  blood  counts  are  recommended.  If  symptoms  of  upper  res- 
piratory infection  occur,  discontinue  the  drug  and  institute  appro- 
priate treatment.  Do  not  use  epinephrine  for  hypotension  which  may 
appear  in  patients  on  large  doses  undergoing  surgery.  Effects  of  atro- 
pine may  be  potentiated.  Do  not  use  with  high  doses  of  hypnotics  or 
in  patients  with  subcortical  brain  damage.  Use  cautiously  in  convul- 
sive disorders. 

AVAILABLE:  1 mg.  tablets.  Bottles  of  50  and  500. 

For  full  information,  see  your  Squibb  Product  Reference  or  Product 
Brief. 
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IF  SHE’S  JOLTED 
BY  AMPHETAMINE, 
SWITCH  HER  TO 
DESBUTAL  GRADUMET 


Overweight  patients  frequently  overreact  to  plain  amphet- 
amine, yet  fail  to  respond  at  all  to  less  potent  drugs. 

A practical  solution  is  Desbutal  Gradumet.  Your  patient 
still  gets  an  effective  dose  of  methamphetamine,  but  over- 
stimulation  is  prevented  by  a controlled-release  of 
Nembutal®  (pentobarbital).  Moreover,  the  drugs  are  made 
available  in  an  effective  dosage  ratio,  minute  by  minute 
throughout  the  day. 

Desbutal  combines  Desoxyn®  (methamphetamine)  and 
Nembutal— each  in  its  own  matrix,  each  with  its  own 
release  rate  synchronized  to  that  of  the  other.  The  patient 
isn’t  upset  by  quantities  of  drugs  being  released  at  irregu- 
lar intervals  because  release  is  continuous  and  controlled. 
There  is  no  reliance  on  enteric  coatings,  enzymes,  motility 
or  an  “ideal”  ion  concentration.  The  only  thing  the 
Gradumet  needs  is  contact  with  fluid. 

Dosage  is  just  once  a day. 

Precautions:  Desbutal  is  contraindicated  in  patients  tak- 
ing a monoamine  oxidase  inhibitor.  Use  with  caution  in 
patients  with  hypertension,  cardiovascular  disease, 
hyperthyroidism  or  those  who  are  sensitive  to  ephedrine 
and  its  derivatives.  Careful  supervision  is  advisable  with 
maladjusted  individuals. 

DESBUTAL  GRADUMET’ 

Desbutal  10—10  mg.  Methamphetamine,  60  mg.  Pentobarbital. 

Desbutal  15—15  mg.  Methamphetamine,  90  mg.  Pentobarbital. 

Gradumet— Long-release  dose  form,  Abbott. 


CALMS  HER  ANXIETIES  EVEN  AS  IT 
CONTROLS  HER  COMPULSIVE  URGE  TO  EAT 
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Medical  News 


New  statute  on  homes  for  adults 

A new  statute  governing  establishment  and 
supervision  of  commercially-operated  private 
homes  for  adults  became  effective  on  January  1, 
the  State  Department  of  Social  Welfare  has 
announced. 

The  law  (Chapter  555  of  the  Laws  of  1964)  re- 
quires prior  written  approval  by  the  Depart- 
ment for  the  establishment  of  such  foster  homes 
and  defines  areas  of  responsibility  for  their  in- 
spection and  supervision. 

These  homes  are  for  adults  not  in  need  of 
medical  or  nursing  care,  but  requiring  the  serv- 
ices of  attendants  in  bathing,  dressing,  feeding, 
or  moving  about. 

There  are  two  classes:  (1)  the  “family  type,” 
with  a capacity  of  not  less  than  2 or  more  than 
4 persons;  (2)  the  “nonfamily”  or  “institu- 
tional” type,  accommodating  more  than  4. 

Under  the  new  law,  all  family-type  homes  will 
continue  under  the  supervision  of  local  welfare 
commissioners  regardless  of  whether  or  not  the 
home  cares  for  welfare  clients.  Operators  must 
apply  to  their  local  commissioners  for  certifica- 
tion of  compliance  with  the  rules  of  the  State 
Board  of  Social  Welfare.  In  New  York  City, 
application  for  this  type  of  certification  must 
be  made  to  the  City  Department  of  Welfare  at 
601  East  9th  Street. 

The  State  Department  of  Social  Welfare 
maintains  direct  and  continuous  supervision 
over  nonfamily  type  foster  homes  for  adults. 
Applications  for  their  approval  or  reapproval 
must  be  submitted  to  the  area  office  of  the  De- 
partment having  jurisdiction  over  the  geographic 
region  in  which  the  home  operates. 

The  area  offices  for  New  York  City  and  for 
suburban  New  York  counties  are  at  270  Broad- 
way. Upstate  area  offices  are  at  12  North  Di- 
vision Street,  Buffalo;  119  East  Main  Street, 
Rochester;  333  East  Washington  Street,  Syr- 
acuse; and  74  State  Street,  Albany. 

Study  of  sterility 

The  American  Society  for  the  Study  of  Steril- 

Material  for  inclusion  in  the  medical  news  section  must  be 
received  six  weeks  prior  to  publication  date. 


ity  announces  that  the  Carl  G.  Hartman  grant- 
in-aid  of  $750  will  be  awarded  this  year  to  a resi- 
dent in  training  or  not  more  than  one  year  after 
concluding  his  residency,  in  obstetrics  and  gyne- 
cology for  meritorious  research  in  the  field. 
Chiefs  of  departments  are  invited  to  send  then' 
nomination  for  the  award  to  S.  H.  Sturgis,  M.D., 
chairman,  Awards  Committee,  721  Huntington 
Avenue,  Boston,  Massachusetts.  Recommen- 
dations should  be  based  on  past  contributions  as 
well  as  future  promise.  The  money  is  to  be 
used  by  the  recipient  for  expenses  in  attending 
regional  or  national  meetings  or  visiting  medical 
and  research  centers  of  his  choice.  It  is  ex- 
pected that  the  recipient  will  include  the  an- 
nual meeting  of  the  A.S.S.S.  the  year  of  the 
award,  and  he  will  be  invited  to  contribute  a 
paper  based  on  his  own  original  research  to  the 
program  committee  to  be  considered  for  presen- 
tation at  the  next  year’s  annual  meeting. 


Personalities 

Elected.  I.  H.  Goldberger,  M.D.,  Director  of 
Health  Education  Emeritus,  Board  of  Educa- 
tion, City  of  New  York,  as  trustee  of  the  La- 
velle  School  for  the  Blind,  The  Bronx. 

Appointed.  Major  General  John  K.  Cullen, 
recently  retired  after  thirty-one  years  service  in 
the  United  States  Air  Force,  as  medical  director 
of  Pan  American  Airways.  . .Thomas  C.  Flem- 
ing, M.D.,  New  York  City,  medical  director  for 
Sudler  & Hennessey.  . .William  P.  Riley,  M.D., 
New  York  City,  cochairman  of  Citizens  for 
Decent  Literature,  Inc.,  a national  antipornog- 
raphy group. 

Honored.  Daniel  E.  Fountain,  M.D.,  Homer, 
a medical  missionary  in  Kwilu  Province  Re- 
public of  the  Congo,  as  one  of  the  10  outstanding 
young  men  of  1964  by  the  United  States  Junior 
Chamber  of  Commerce.  . .Frederic  D.  Zeman, 
M.D.,  by  the  Board  of  Trustees  of  The  Jewish 
Home  and  Hospital  for  Aged,  New  York  City, 
for  his  contribution  to  the  institutional  care  of 
the  aged  during  forty  years  of  service  as  chief  of 
medical  services. 
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when  congestion  Jjw  moves  down 


HOME 
REMEDIES 
ARE  NOT 
ENOUGH 


HYGOMINE* 

SYRUP 

Each  teaspoonful  (5cc.)  contains: 

Hycodan® 

Hydrocodone  bitartrate  . . 5 mg.  \ 

(Warning : May  be  habit-forming)  ( R ~ 
Homatropine  l ' 

methylbromide 1.5  mg.  ) 

Pyrilamine  maleate 12.5  mg. 

Phenylephrine  hydrochloride 10  mg. 

Ammonium  chloride 60  mg. 

Sodium  citrate 85  mg. 

(with  methylparaben  0.13%  and 
propylparaben  0.02%  as  preservatives) 

in  a highly  palatable  cherry-flavored  vehicle 


treats  the  multiple 
symptoms  of  the 

GOUGH/GOLD 

syndrome 


• arrests  both  productive  and  nonproduc- 
tive cough  • decongests  the  airways  • liq- 
uefies secretions  responsible  for  irritation 

• provides  prompt  symptomatic  relief  of 
allergic  symptoms  • is  well  tolerated 

• rarely  causes  constipation 

DOSAGE:  Average  adult  dose— 1 teaspoonful  after 
meals  and  at  bedtime  with  food.  Children  6-12  years, 
V2  teaspoonful ; 3-6  years,  % teaspoonful ; 1-3  years, 
10  drops;  6 months  to  1 year,  5 drops.  Administer 
after  meals  and  at  bedtime  with  food.  On  oral  Rx 
where  state  laws  permit. 

CAUTION:  Should  be  used  with  caution  in  patients 
with  known  idiosyncrasies  to  phenylephrine  hydro- 
chloride and  in  those  with  moderate  or  severe  hyper- 
tension, hyperthyroidism  or  advanced  arteriosclero- 
sis. In  these  patients  the  use  should  not  exceed  three 
days.  Hy comine*  Syrup  is  generally  well  tolerated 
but  in  some  patients  drowsiness,  dizziness  or  nausea 

*U.  S.  Pat.  2,630,400 


ENDO  LABORATORIES  INC. 
Garden  City,  New  York 


may  occur. 
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Timed  for  more  predictable  performance. 

While  artificial  timing  devices  prolong  action, 
the  duration  is  often  variable.  With  oxyphen- 
cyclimine  HCI,  therapeutic  benefits  are  more 
predictable  because  its  long-lasting  action  is 
chemically  “built  in.”  Since  toxicity  and  side 
reactions  are  minimal,  dosage  schedules  are 
easily  adjusted  to  meet  the  individual  patient 
requirements. 

Two  potencies  for  more  versatile  performance.  ENARAX  5 is  recommended  when  G.l.  symp- 
toms are  present  without  x-ray  evidence  of  peptic  ulcer,  for  functional  bowel  syndrome,  and 
for  many  other  G.l.  dysfunctions.  Each  tablet  contains  oxyphencyclimine  HCI  5 mg.;  Atarax 
(hydroxyzine  HCI)  25  mg.  Prescribe  ENARAX  10  when  extra  potency  is  desired -as  in  radio- 
logically  confirmed  cases  of  ulcer  or  in  hospitalized  patients.  Each  tablet  contains  oxyphen- 
cyclimine HC1 10  mg.;  Atarax  (hydroxyzine  HCI)  25  mg.  Rx  only. 


Teamed  for  more  effective  performance. 

Therapeutic  teamwork  is  of  recognized  im- 
portance in  managing  G.l.  disorders  because 
of  interrelated  physical  and  psychic  factors. 
In  ENARAX,  therefore,  the  anticholinergic 
benefits  of  oxyphencyclimine  HCI  are  aug- 
mented by  the  tranquilizer  Atarax®  (hydroxy- 
zine HCI)  for  concerted  action  against  pain, 
spasm  and  anxiety. 


against  anemia 
(amenable  to  oral  therapy) 
due  to  iron  deficiency 
or  loss  of  blood 


provides  the  important  hematopoietic  factors: 
ferrous  sulfate  and  liver,  with  ascorbic  acid 
for  enhanced  iron  absorption,  and  helps  con- 
vert coexistent  vitamin  and  mineral  deficien- 
cies. Its  formula  has  been  improved  6 times 
in  12  years  to  reflect  findings  of  proven  nutri- 
tional importance  in  oral  therapy  of  hypo- 
chromic microcytic  anemias. 


Current  formula 

Ferrous  sulfate  340  mg. 

Iron  (from  ferrous  sulfate) 100  mg. 


Desiccated  liver,  N.F.  (undefatted)  — 50  mg. 
Vitamin  C (from  sodium  ascorbate)  ...  150  mg. 
Vitamin  Bi2  (as  Stablets®)  with 
intrinsic  factor  concentrate 

noninhibitory V?  N.F.  oral  unit* 

B)  (thiamine  mononitrate,  U.S.P.)  3 mg. 

B2  (riboflavin,  U.S.P.) 2 mg. 

B6  (pyridoxine  hydrochloride,  U.S.P.)  ..  2 mg. 

Niacinamide,  U.S.P 15  mg. 

Calcium  pantothenate,  U.S.P 1 mg. 

Cobalt  (from  cobalt  sulfate)  0.1  mg. 

Copper  (from  copper  sulfate)  1 mg. 

Molybdenum  (from  sodium  molybdate)  0.2  mg. 
Calcium  (from  dicalcium  phosphate)  . 37.4  mg. 

Iodine  (from  potassium  iodide) 0.05  mg. 

Manganese  (from  manganese  sulfate)  0.033  mg. 
Magnesium  (from  magnesium  sulfate)  . . 2 mg. 
Phosphorus  (from  dicalcium  phosphate)  29  mg. 
Potassium  (from  potassium  sulfate)  ...  1.7  mg. 


coordinated  for 
potent  performance 
in  G.l.  disorders 


oxyphencyclimine  HCI  + 
Atarax  (hydroxyzine  HCI) 


Precautions  and  side 
effects:  As  with  other 
anticholinergic 
agents,  dryness  of  the 
mouth,  blurring  of  vi- 
sion, constipation  and 
urinary  hesitancy  fre- 
quently occur,  but  may 
decrease  or  disappear 
as  therapy  continues 
or  is  adjusted.  Use  with 
care  in  patients  with 
prostatic  hypertrophy. 
Not  recommended  for 
patients  with  an  asso- 
ciated  glaucoma 
except  with  ophthal- 
mologic supervision. 


•Potency  established  prior  to  mixture  with 
other  ingredients. 

Stablets.  U.S.  Pat.  No.  2,830,933. 

Precautions  and  side  effects : Because  some 
patients  with  pernicious  anemia  do  not  re- 
spond to  oral  Vitamin  B12,  they  should  be 
followed  with  periodic  laboratory  studies.  Ane- 
mia is  a manifestation  of  an  underlying  disease 
and  it  is  necessary  to  make  an  etiological 
diagnosis.  In  a small  percentage  of  patients, 
iron  therapy  causes  gastrointestinal  irritation. 
In  these  patients,  administering  Heptuna  Plus 
with  meals  or  reducing  the  dosage  usually  will 
alleviate  the  symptoms.  Supplied  in  bottles  of 
100  capsules.  Rx  only. 


J.  B.  Roerig  and  Company 
Division,  Chas.  Pfizer  & Co.,  Inc 
Science  for  the  World’s  Weil-Be 
New  York,  N.Y.  10017 


Medical  Meetings 


Review  of  internal  medicine 

Maimonides  Hospital  of  Brooklyn  is  conduct- 
ing a postgraduate  medical  course  on  “Review  of 
Current  Progress  in  Internal  Medicine”  in 
twenty  biweekly  sessions  from  April  6 through 
June  11  on  Tuesdays  and  Fridays  from  3:00  to 
5:00  p.m.  respectively.  The  course  is  being 
sponsored  jointly  by  the  hospital  and  the  State 
University  of  New  York. 

Early  topics  and  dates  are:  use  of  radio- 
active isotopes  in  medicine,  and  diabetes  melli- 
tus,  April  6;  chest  diseases,  April  9;  congenital 
heart  diseases,  April  13;  problems  in  cardiologic 
diagnosis,  April  16;  diseases  of  the  heart, 
April  20;  objective  signs  of  heart  failure,  April 
23;  renal  disease,  April  27;  and  hypercalcemia, 
April  30. 

Applications  and  inquiries  should  be  ad- 
dressed to  David  Grob,  M.D.,  Director  of  Medi- 
cine, Maimonides  Hospital,  4802  Tenth  Avenue, 
Brooklyn  19,  New  York.  Dr.  Grob  is  also  di- 
rector of  the  course. 

New  York  Roentgen  Society 

The  New  York  Roentgen  Society  will  hold  its 
annual  spring  conference  at  the  Waldorf- 
Astoria  Hotel  April  29  through  May  1.  The 
scientific  program  will  feature  refresher  courses 
as  well  as  papers  on  subjects  of  current  interest. 
The  annual  Ross  Golden  Lecture  will  be  given  by 
Earl  Miller,  M.D.  Other  nationally  known 
radiologists  will  participate  in  the  meeting 
which  coincides  with  the  reopening  of  the 
World’s  Fair. 

For  additional  information  contact  Albert  A. 
Dunn,  M.D.,  Roosevelt  Hospital,  428  West  59th 
Street,  New  York,  New  York  10019. 

Medical  Society  of  New  Jersey 

The  199th  annual  meeting  of  The  Medical 
Society  of  New  Jersey  will  be  held  at  Haddon 
Hall,  Atlantic  City,  May  15  through  19.  There 
is  no  registration  fee  for  out-of-state,  non- 
member physicians. 

Medical  Library  Association 

The  annual  meeting  of  the  Medical  Library 
Association  will  be  held  at  the  Bellevue- 

Material  for  inclusion  in  the  medical  meetings  section  must 
be  received  six  weeks  prior  to  publication  date. 


Stratford  Hotel  in  Philadelphia  from  May  30 
through  June  3. 

The  program  will  include  personnel  adminis- 
tration; the  various  problems  of  medical  librar- 
ies, including  pharmacy,  nursing,  dental,  and 
veterinary  medicine;  local,  regional,  and  na- 
tional medical  library  cooperation;  evaluation 
of  information  and  indexing  services;  library 
technology;  and  courses  in  continuing  educa- 
tion, including  basic  punched  card  technics. 


Pediatrics  refresher  course 

An  intensive  refresher  course  in  pediatrics  is 
being  offered  at  the  State  University  of  New 
York  at  Buffalo  School  of  Medicine  under  the 
sponsorship  of  the  Medical  Society  of  the 
State  of  New  York  and  the  Bureau  of  Maternal 
and  Child  Health,  New  York  State  Department 
of  Health.  This  course,  designed  especially  to 
meet  the  needs  of  general  practitioners,  will  be 
held  June  7 through  11. 

The  refresher  course  will  be  a review  of  princi- 
ples and  recent  developments  in  diagnosis  and 
treatment  of  pediatric  disorders  and  in  the  care 
of  the  well  child.  All  teaching  will  be  done  by 
the  faculty  of  the  School  of  Medicine  under  the 
immediate  supervision  of  Mitchell  I.  Rubin, 
M.D.,  head  of  the  Department  of  Pediatrics. 
Lectures,  informal  discussions,  and  ward  rounds 
are  conducted  daily,  and  the  physicians  attend- 
ing will  participate  in  the  daily  admission  con- 
ferences at  which  all  children  admitted  to  the 
Buffalo  Children’s  Hospital  on  the  previous  day 
are  discussed  in  some  detail  before  laboratory 
and  x-ray  studies  are  available. 

Registration  fee  is  $5.00,  check  to  be  made 
payable  to  the  University  of  Buffalo  Founda- 
tion, Inc.  Tuition  for  each  physician  enrolled 
in  the  course  is  paid  by  the  New  York  State 
Department  of  Health.  In  addition,  a stipend 
is  provided  to  physicians  conducting  child 
health  conferences  or  public  health  clinics  or 
employed  as  school  physicians  by  boards  of 
education  or  departments  of  health  who  live 
more  than  25  miles  from  the  Buffalo  Children’s 
Hospital. 

Application  for  enrollment  must  be  made 
prior  to  May  1 through  the  offices  of  county 
or  city  departments  of  health  or  to  district 
health  officers.  The  registration  fee  should 
accompany  the  application. 
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Abstracts 


Litchfield,  H.  R.:  Erythropoietic  response  to 
anabolic  therapy  in  nutritionally  deficient 
children,  New  York  State  J.  Med.  65:  757 
(Mar.  15)  1965. 

Nandrolone  phenpropionate  was  adminis- 
tered intramuscularly  at  weekly  intervals  for 
an  average  of  ten  weeks  to  35  nutritionally  de- 
ficient children.  There  was  a statistically 
significant  average  increase  in  hemoglobin  of 
1.55  Gm.  per  100  cc.  There  were  no  side-effects. 
Nandrolone  decanoate,  a new  intramuscular 
anabolic  compound  effective  at  intervals  of 
three  to  four  weeks,  appears  to  exert  erythro- 
poietic effects  comparable  to  those  obtained 
with  the  phenpropionate  and  warrants  further 
study. 

Sanders,  J.  G.,  Gillis,  O.  S.,  Marketto,  D.  L., 
Jr.,  and  Gready,  T.  G.,  Jr.:  Chlorthalidone 

in  edema  of  pregnancy,  New  York  State  J. 
Med.  65:  762  (Mar.  15)  1965. 

A study  was  made  of  the  effect  of  chlorthali- 
done on  edema  and  excessive  weight  gain  of 


Thallium  poisoning 


Repeated  incidents  of  thallium  poisoning 
traced  to  insect  and  rat  killers  may  indicate  a 
need  for  stricter  regulation  of  the  sale  of  these 
products,  according  to  medical  scientists  at 
the  University  of  Rochester. 

The  recent  Bulletin  of  the  Department  of 
Pharmacology  in  the  School  of  Medicine  and 
Dentistry  cites  several  studies  to  show  the 
danger  to  small  children  of  fatal  poisoning  or 
permanent  nerve  damage  from  eating  pesticides 
containing  thallium. 

The  report  said  thallium  poisoning  was 
especially  prevalent  in  the  southern  United 
States,  where  rodent  and  insect  control  is  a se- 
rious problem.  A study  of  72  confirmed  cases 
in  southern  Texas  showed  9 children  died  and 
26  more  showed  long-term  nerve  damage. 
There  is  no  known  antidote. 

The  Rochester  researchers  noted  that  21  per 
cent  of  these  poisonings  happened  after  1957, 
when  the  U.S.  Department  of  Agriculture  and 
the  state  of  Texas  began  limiting  the  thallium 
in  pesticides  to  1 per  cent. 

“The  frequency  of  severe  poisonings  is  not 
so  surprising  when  it  is  remembered  that  the 
minimum  lethal  dose  of  thallium  sulfate  is  12 
mg.  for  each  kilogram  of  body  weight,”  the 
Rochester  report  said.  That  means  that  only  1 


pregnancy  in  229  patients  in  the  late  second  or 
third  trimester.  In  most  of  the  patients  a dose 
of  100  mg.  every  other  day  abolished  the  edema 
in  one  to  two  weeks,  and  an  average  of  5.9 
pounds  of  weight  loss  was  obtained.  Dietary 
salt  restriction  was  not  necessary.  The  only 
side-effects  were  nausea,  weakness,  and  dizzi- 
ness in  7 patients. 

Tartakow,  I.  J.:  Outbreak  of  syphilis  among 

teen-age  persons,  New  York  State  J.  Med. 
65:  773  (Mar.  15)  1963. 

A case  of  syphilis  in  a nineteen-year-old  boy 
was  reported  to  the  Nassau  County  Department 
of  Health.  A thorough  epidemiologic  investi- 
gation located  100  persons  involved  in  an  out- 
break, of  whom  32  were  found  to  be  infected. 
Persons  of  teen  age  made  up  40  per  cent  of  the 
individuals  sexually  exposed  to  the  disease  and 
31.3  per  cent  of  the  infected  persons.  The 
outbreak  was  halted  by  adequate  treatment  of 
all  infected  persons,  interview  of  all  patients  for 
contact  information,  and  intensive  search  for  all 
sexual  contacts  of  infected  patients. 


ounce  of  a pesticide  containing  1 per  cent  thal- 
lium can  kill  a 51-pound  child. 

The  report  cited  one  instance  in  which  a child 
who  lived  near  an  exterminator  had  brought  a 
mixture  of  thallium  with  cereal  and  sweet  syrup 
to  nursery  school,  where  he  offered  it  to  other 
children.  Four  were  poisoned,  and  2 died. 
Thallium  is  tasteless  and  odorless.  Its  presence 
is  entirely  masked  in  the  doughnuts,  cookies, 
wafers,  and  pastes  in  which  it  is  often  presented 
to  kill  pests. 

“A  second  black  mark  against  thallium,” 
the  report  continues,  “lies  in  the  difficulty  of 
recognition  of  the  disease  as  poisoning.”  En- 
cephalitis and  poliomyelitis  have  often  been 
suspected  early  in  thallium  poisoning.  Only 
after  several  days  do  such  signs  as  extensive 
hair  loss  clearly  point  to  a diagnosis  of  poisoning. 

The  Bulletin  listed  44  thallium  trade-name 
products  marketed  for  use  against  ants,  roaches, 
silverfish,  water  bugs,  mice,  rats,  moles,  and 
other  pests.  The  researchers  suggested  that 
thallium  in  pesticides  might  be  replaced  by  some 
substance  not  so  acutely  poisonous  for  human 
beings,  or  that  all  thallium  products  should  be 
made  so  distasteful  to  human  beings  that  a child 
will  not  eat  them. 

The  Bulletin  is  issued  by  the  University  as  a 
supplement  to  its  “Clinical  Toxicology  of  Com- 
mercial Products,”  a standard  physicians’  refer- 
ence book.  The  publication  is  partly  supported 
by  the  U.S.  Public  Health  Service. 
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SARDO  IN  THE  BATH 

BRINGS  PROMPT,  PROLONGED  RELIEF 


Microfine  globules  of  SARDO  disperse  on  the  surface  of  the  bath  water  and 
produce  an  invisible  protective  film  on  the  skin.  SARDO  soothes,  lubricates, 
augments  skin  lipids,  helps  retain  and  build  up  essential  moisture  in  the 
stratum  corneum ...  relieves  dryness  and  itching  with  the  very  first  bath. 
Adsorbed  by  the  skin,  SARDO  provides  rapid,  dependable,  allover  relief  in 
most  dry,  itchy  skin  conditions.  Your  patients  will  appreciate  non-sensitizing, 
pleasant,  economical  SARDO*,  the  clinically  proven  bath  oil. 


SARDO  ...  the 
most  widely  used 
therapeutic  bath  oil 


SARDOETTES®  (disposable  compresses  impregnated  with  SARDO)  provide  ' byatSardcau>  Inc. 
the  same  skin-comforting  benefits  after  showering  or  local  washing. 

Write  for  samples  and  literature.  SARDEAU,  Inc.,  Dept.  Y-5,  845  Third  Ave.,  New  York,  N.  Y.  10022 
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a 

predominantly 

subcortical 

tranquilizer 


hydroxyzine 


The  primitive  “animal  brain”  or  limbic  system  is  part  of  man’s 
evolutionary  heritage.1 * * * * 6 7  In  vertebrate  evolution,  a pattern  of  ac- 
cretion may  be  observed  in  which  early  nerve  structures  were 
retained  and  elaborated  in  the  brain  of  lower  mammals.  The 
illustration  shows  how  this  lower  mammalian  brain  survives  in 
man  as  the  seat  of  emotional  behavior. 

It  is  on  this  subcortical  center  that  the  calming  action  of  Vistaril 
appears  to  be  primarily  exerted.2-7  Studies  of  clinical  behavior 
involving  patients  treated  with  Vistaril  indicate  that  its  tran- 
quilizing  action  is  mediated  principally  through  the  hypothala- 
mus. At  therapeutic  dosage  levels,  there  is  no  clinically  sig- 
nificant effect  upon  the  cerebral,  thalamic  or  spinal  cord  areas. 


1.  MacLean,  P.  D.:  J.  Nerv.  Ment.  Dis.  135:289,  Oct.,  1962.  2.  Bozza,  M.  L.  and 

Nicola,  G.  C.,  in  Garattini,  S.  and  Ghetti,  V.:  Psychotropic  Drugs,  Elsevier  Pub- 

lishing Co.,  Amsterdam,  1957,  p.  569.  3.  Payne,  A.  B.,  Claassen,  L.  G.  and  Hamel- 

berg,  W.:  Ohio  Med.  J.  58:915,  Aug.,  1962.  4.  Savona,  B.  and  Perricone,  G.: 

Minerva  Ginec.  10:317,  Apr.  30,  1958.  5.  Settel,  E.:  Amer.  Pract.  8:1584,  Oct.,  1957. 

6.  Steinberg,  N.  and  Holz,  W.  G.:  New  York  J.  Med.  60:691,  Mar.  1,  1960. 

7.  Weyne,  F.  and  Roussel,  J.  L. : Bruxelles  Med.  37:1959,  Dec.  22,  1957.  8.  Morlino, 
F.  J.,  Kavan,  E.  M.  and  Dillon,  J.  B.:  Paper  presented  at  Stanford  University 
Medical  School,  Palo  Alto,  Calif.,  Jan.,  1964. 
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Vistaril 
calms  the 
frightened 
“animal  brain” 
inside 

your  anxious 
patient 


effective 

subcortical 

tranquilization 

The  action  of  Vistaril  is  largely  confined  to  areas  where  anxiety 
is  hypothesized  to  have  its  being  and  beginning— in  the  emo- 
tional centers.  Over  500  published  papers,  reporting  14,493 
cases  in  which  Vistaril  was  used,  attest  to  its  effectiveness  and 
relative  freedom  from  side  effects. 

minimal  effect  on  the 
“thinking”  cortex 

Vistaril  does  not  interfere  with  the  ability  of  the  patient  to  com- 
prehend, to  exercise  judgment,  to  cooperate  or  to  communicate. 
A dramatic  example  of  the  minimal  effect  hydroxyzine  exerts 
on  the  cortex  is  provided  in  patients  undergoing  cryohypophy- 
sectomy.  Throughout  this  long  and  trying  procedure,  effective 
tranquilization  is  provided  by  parenteral  Vistaril  alone,  yet  the 
patient  remains  fully  conscious  and  responsive.8 

a minimum  of 
unwanted  action  on 
other  brain  centers 


Undesirable  effects  characteristic  of  certain  other  agents  whose 
action  may  involve  spinal  pathways  and  conscious  or  neuro- 
motor  centers  are  rarely  encountered  with  Vistaril.  At  recom- 
mended dosages,  neither  untoward  hepatic  nor  hematologic 
effects  have  been  reported  with  Vistaril  in  over  six  years  of  wide- 
spread use.  Euphoria  and  addiction  have  not  been  observed. 
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calms  the  frightened 
“animal  brain” 
inside  your 
anxious  patient 

Vi  star  if  Q 


Oral  Dosage: 

adults:  Dosage  varies  with  individual  requirements  and 
ranges  from  25  mg.  t.i.d.  to  100  mg.  q.i.d. 
children:  under  6 years,  50  mg.  daily  in  divided  doses; 
over  6 years,  50-100  mg.  daily  in  divided  doses. 

Parenteral  Dosage: 
For  adult  psychiatric 
and  emotional 
emergencies,  includ- 
ing acute  alcoholism 

I.M.:  50-100  mg.  Stat.,  and  q. 
4-6  h.,  p.r.n. 

I.V.:  50  mg.  Stat.,  maintain  with 
25-50  mg.  I.V.  q.  4-6  h.,  p.r.n. 

Nausea  and  vomiting 

Adults:  25-100  mg.  I.M.  or  I.V. 
Children:  0.5  mg./lb.  body 
weight  I.M. 

Pre-  and  postoperative 
adjunctive  medication 

Adults:  25-100  mg.  I.M.  or  I.V. 
Children:  0.5  mg./lb.  body 
weight  I.M. 

Pre-  and  postpartum 
adjunctive  therapy 

25-100  mg.  I.M.  or  I.V. 

Formulas: 

Vistaril 

(hydroxyzine  pamoate) 
Capsules:  25  mg., 

50  mg.,  100  mg. 

Vistaril 

(hydroxyzine  pamoate) 
Oral  Suspension:  25  mg. 
per  5 cc. 

Vistaril 

(hydroxyzine  HC1) 
Parenteral  Solution:  25  r 
and  50  mg.  per  cc. 


Contraindications: 

Hydroxyzine  parenteral  solution  is  intended  only  for 
intramuscular  or  intravenous  administration  and 
should  not,  under  any  circumstances,  be  injected 
subcutaneously  or  intra-arterially. 

Precautions: 

Hydroxyzine  may  potentiate  the  action  of  central  nerv- 
ous system  depressants,  narcotics  such  as  meperi- 
dine, and  barbiturates.  In  conjunctive  use,  dosage  for 
these  drugs  should  be  decreased.  Because  drowsiness 
may  occur,  patients  should  be  cautioned  against 
driving  a car  or  operating  dangerous  machinery.  The 
usual  precautions  for  intramuscular  injection  should 
be  followed;  soft-tissue  reactions  have  rarely  been 
reported  when  proper  technique  has  been  used.  On 
intravenous  injection  a few  instances  of  digital 
gangrene  have  occurred  distal  to  the  injection  site 
considered  to  be  due  to  inadvertent  intra-arterial  in- 
jection or  periarterial  extravasation.  Therefore,  par- 
ticular caution  should  be  observed  when  hydroxyzine 
parenteral  solution  is  administered  intravenously  to 
insure  injection  only  into  intact  veins;  avoid  either 
intra-arterial  injection  or  extravasation.  Intravenous 
administration  should  be  accomplished  slowly,  no 
faster  than  25  mg.  per  minute,  and  not  to  exceed  100 
mg.  in  any  single  dose. 

Adverse  Reactions: 

Drowsiness  may  occur  which  is  usually  transitory, 
disappearing  spontaneously  in  a few  days  with  con- 
tinued therapy  or  correctable  by  dosage  reduction. 
Dryness  of  the  mouth  may  be  seen  with  higher  doses. 
Involuntary  motor  activity  has  been  reported  in 
some  hospitalized  patients  on  higher  than  recom- 
mended dosage. 

More  detailed  professional  information  available  on 
request. 


Science  for  the  world’s 


well-being® 


Pfizer 


Since  1849 


PFIZER  LABORATORIES  Division,  Chas.  Pfizer  & Co.,  Inc.  New  York,  New  York  10017 
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Fleischmann’s  is  Lowest  in  Saturated  Fat 
of  the  nation’s  leading  margarines 


Fleischmann’s  is  made  from  100% 
corn  oil.  Over  half  of  this  remains 
in  liquid  form  for  high  linoleic 
content . . . the  balance  is  partially 
hydrogenated  for  flavor  and 
spreadability.  Consequently, 
Fleischmann’s  is  a “special”  mar- 
garine, lowest  in  saturated  fat  of 
the  nation’s  leading  margarines.  A 
“special”  margarine  is  one  of  the 
most  important  sources  of  poly- 
unsaturates in  the  average  diet. 
Only  Fleischmann’s  offers  all  of 
these  extra  benefits: 


(1)  Exceptionally  high  P/S  ratio 
. . . Fleischmann’s  Margarine  has 
a 1.7  to  1 ratio  (27.5 % cis,  cis 
linoleic  acid).  Using  Fleisch- 
mann’s instead  of  butter  or  regu- 
lar margarines  increases  intake  of 
polyunsaturates  while  lowering 
intake  of  saturated  fat. 

(2)  Made  from  100%  corn  oil... 
The  only  oil  used  in  making 
Fleischmann’s  is  100%  corn  oil. 
Some  so-called  corn  oil  marga- 
rines are  mixtures  of  cottonseed 
or  soybean  oil  with  corn  oil. 


(3)  Light  delicate  flavor... Deli- 
cious taste  has  made  Fleisch- 
mann’s America’s  largest  selling 
“special”  margarine. 

(4)  Lightly  Salted  and  Unsalted 
. . . Fleischmann’s  comes  both 
ways.  What’s  more,  Fleisch- 
mann’s Unsalted  Margarine  is 
dietetically  sodium-free.  It’s  lo- 
cated in  the  frozen  food  section. 

(5)  National  availability ...  Un- 
like most  brands,  both  Fleisch- 
mann’s can  be  found  in  virtually 
every  food  store  in  America. 


Lightly  Salted  in  golden  package 


Unsalted  in  green  foil  package 
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Abbott  Laboratories 720-721 

Alkalol  Company 823 

Ames  Company,  Inc 3rd  Cover 

Endo  Laboratories 723 

Fleischmann’s  Corn  Oil  Margarines 
Standard  Brands,  Inc 733 


Tax  Figures 

into  ONE  simple  procedure  . . . 

No  machines  required  in  your  office.  Daily 
patient  activity  is  recorded  in  a journal  and 
mailed  to  our  office.  Our  computers  do  the  rest. 


Holbrook  Manor 825 

Lakeside  Laboratories 740-741 

Lederle  Laboratories 712-713,  4th  cover 


WRITE  or  CALL: 

SYSTEMEDICS,  INC. 

221  Witherspoon  Street 
Princeton,  New  Jersey 
(609)  924-9073 


Eli  Lilly  & Company 750 

Mandl  School 825 

Miles  Laboratories 745 

Parke,  Davis  & Company 727 
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HEALS 


Hemorrhage  and  epigastric  pain  are  the  most 
serious  symptoms  of  peptic  ulcer.  Probably, 
20-25%  of  all  patients  experience  massive 
bleeding  at  some  time  or  other. 

After  3-6  weeks  treatment  with  ROMACH  tablets, 
the  ulcer  crater  shows  healing  81%  of  cases. 
A satisfactory  therapeutic  response  was  reported 
in  90%  of  the  cases.  Epigastric  pain  was  relieved 
in  92%  of  cases. 

The  therapeutic  effective  ingredient  is  ROTERIZED 
bismuth  subnitrate  350  mg.  combined  with  stan- 
dard antacids.  No  acid  rebound,  no  adverse 
reactions,  no  contraindications. 


Dosage,  2 tablets  in  warm  water 
immediately  after  meals,  3 times 
daily.  Available  in  boxes  of  60,  150, 
660  and  1000  tablets.  At  all  drug 
stores.  , 


ROR  Chemical  Co.,  2268  First  Ave.,  N.  Y.  10035 


Gentlemen: 
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Please  send  me  professional  samples  and  reprints  of 
published  articles. 
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Abstracts  in  Interlingua 


Litchfield,  H.  R.:  Responsa  erythropoietic  a 

therapia  anabolic  in  juveniles  in  carentia  nutri- 
tional ( anglese ),  New  York  State  J.  Med.  65: 
757  (15  de  martio)  1965. 

Phenpropionato  de  nandrolona  esseva  ad- 
ministrate per  via  intramuscular  a intervallos 
septimanal  durante,  al  media,  dece  septimanas 
in  35  juveniles  in  carentia  nutritional.  Esseva 
trovate  un  statisticamente  significative  augmento 
de  hemoglobina  amontante  a 1,55  gg  per  100  ml. 
Nulle  adverse  effectos  secundari  esseva  notate. 
Decanoato  de  nandrolona,  un  nove  composito 
anabolic  pro  administrationes  intramuscular 
e efficace  in  applicationes  intervallate  per  tres  a 
quatro  septimanas,  pare  exercer  effectos  ery- 
thropoietic comparabile  a illos  obtenite  per 
medio  del  phenpropionato.  Illo  merita  studios 
additional. 

Sanders,  J.  G.,  Gillis,  O.  S.,  Marketto,  D.  L., 
e Gready,  T.  G.,  Jr.:  Chlorthalidona  in 

edema  de  pregnantia  {anglese),  New  York 
State  J.  Med.  65:  762  (15  de  martio)  1965. 

Esseva  studiate  le  effecto  de  chlorthalidona 
super  edema  e excessive  ganio  de  peso  in  229 
gravidas  durante  le  periodo  ab  le  avantiate 
secunde  trimestre  usque  al  fin  del  tertie.  In  le 


majoritate  del  patientes  un  dose  de  100  mg 
omne  secunde  die  aboliva  la  edema  in  un  a duo 
septimanas.  Le  reduction  medie  effectuate  in 
le  peso  corporee  esseva  5,9  libras.  Restriction 
del  sal  dietari  non  esseva  necessari.  Le  sol 
adverse  effectos  secundari  esseva  nausea,  debili- 
tate, e vertigine  in  7 patientes. 


Tartakow,  I.  J.:  Un  eruption  de  syphilis  in 

subjectos  de  etate  pre-vintenne  {anglese).  New 
York  State  J.  Med.  65:  773  (15  de  martio) 
1965. 

Un  caso  de  syphilis  in  un  puero  de  dece- 
novem  annos  de  etate  esseva  reportate  al 
Departimento  de  Sanitate  del  Contato  Nassau. 
Un  meticulose  investigation  epidemiologic  iden- 
tificava  100  personas  concernite  per  le  eruption. 
Esseva  trovate  que  32  del  100  esseva  inficite. 
Subjectos  de  etates  pre-vintenne  constitueva  40 
pro  cento  del  population  sexualmente  exponite 
al  morbo  e 31,3  pro  cento  del  gruppo  inficite. 
Le  eruption  esseva  arrestate  per  le  adequate 
tractamento  de  omne  le  afficite  subjectos,  per 
interviews  de  omne  patientes  visante  al  obten- 
tion  de  informationes  in  re  personas  de  contacto, 
e per  un  intense  cerca  pro  contactos  sexual  del 
inficite,  patientes. 


Medical  help  abroad 

The  hand  of  medicine  is  reaching  across 
America  to  help  those  traveling  abroad. 
Physicians  here  and  abroad,  after  years  of 
planning,  have  established  a “global  medical 
exchange.”  The  need  for  this  arose  because 
thousands  of  Americans  each  year  become  ill 
when  traveling  abroad. 

Anyone  having  serious  medical  problems 


and  planning  to  go  abroad  should  write  to  the 
newly  formed  International  Association  of 
Medical  Assistance  to  Travelers  for  a directory 
listing  participating  world-wide  centers.  The 
address  is  19  West  44th  Street,  New  York,  New 
York  10036.  Member  physicians,  many  of 
whom  are  trained  in  the  United  States,  Great 
Britain,  or  Canada,  will  provide  services  at 
fees  not  exceeding  $8.00  for  office  calls,  $10  for 
hotel  visits.  Night,  Sundays,  or  holiday  calls 
will  cost  $15. 
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Month  in  Washington 


The  American  Medical  Association  has  urged 
that  Congress  approve  the  Herlong-Curtis 
Eldercare  bill  (H.R.  3727)  as  the  best  answer  to 
the  problem  of  providing  medical  care  to  people 
over  sixty-five  who  need  help  in  paying  hospital 
and  doctor  bills. 

In  testimony  presented  at  a closed  hearing 
of  the  House  Ways  and  Means  Committee, 
representatives  of  the  A.M.A.  also  reaffirmed 
the  Association’s  opposition  to  the  King- 
Anderson  bill,  known  as  Medicare. 

The  Herlong-Curtis  Eldercare  bill,  incorporat- 
ing recommendations  of  the  A.M.A.,  was  in- 
troduced by  Rep.  A.  Sydney  Herlong,  Jr., 
(D.,  Fla.)  and  Rep.  Thomas  B.  Curtis  (R.,  Mo.). 

The  A.M.A.  was  represented  before  the  House 
committee  by  Donovan  F.  Ward,  M.D.,  Du- 
buque, Iowa,  the  Association’s  president; 
F.  J.  L.  Blasingame,  M.D.,  A.M.A.  executive 
vice-president;  and  Frank  Coleman,  M.D., 
Des  Moines,  Iowa,  past  chairman  of  the  A.M.A. 
Council  on  Legislative  Activities. 

The  bipartisan  Herlong-Curtis  bill,  entitled 
the  Eldercare  Act  of  1965,  would  amend  the 
Kerr-Mills  law  to  authorize  broad  health  in- 
surance coverage  for  elderly  persons.  It  would 
authorize  Federal  grants  to  the  states  on  a 
matching  basis  to  help  persons  sixty-five  years 
of  age  and  older  pay  costs  of  the  health  insurance 
if  they  could  not  afford  it  otherwise.  The  bill 
would  provide  for  utilization  of  Blue  Shield  and 
Blue  Cross  plans  and  private  health  insurance 
companies. 

The  cost  of  such  coverage  would  be  borne  en- 
tirely by  government  for  those  elderly  in- 
dividuals whose  income  falls  below  limits  set  by 
each  state.  For  individuals  with  incomes  be- 
tween the  minimum  and  a maximum,  govern- 
ment would  pay  a part  of  the  cost  on  a sliding 
scale  according  to  income.  Individuals  with 
income  above  the  maximum  would  pay  the  en- 
tire cost,  but  they  would  have  the  benefits  of  an 
income  tax  deduction  for  such  payments,  as 
well  as  statewide  bargaining  for  noncancellable 
health  care  policies. 

Persons  under  sixty-five  years  of  age  also 
would  be  given  an  income  tax  deduction  for  the 
amount  of  premiums  paid  on  noncancellable 
health  insurance  policies  to  become  effective  on 
retirement. 

States  could  administer  the  program  under 
state  health  departments  if  they  so  chose.  The 
Kerr-Mills  program  now  is  administered  by 
state  welfare  departments. 

Both  Herlong  and  Curtis  are  members  of  the 
Ways  and  Means  Committee  which  made 

Prepared  by  the  Washington,  D.C.,  Office  of  the  American 
Medical  Association. 


health-care-for-the-elderly  legislation  its  first 
business  of  this  session. 

In  a joint  statement  when  they  introduced  the 
bill,  Herlong  and  Curtis  said: 

“Our  legislation  is  designed  to  provide  elderly 
persons  all  the  medical  services  they  require, 
in  contrast  to  the  limited  benefits  in  the  King- 
Anderson  Social  Security  tax  bill.  Under  our 
bill,  workers  would  not  be  taxed  to  pay  for 
hospitalization  of  those  who  are  financially  able 
to  pay  for  it  themselves. 

“This  legislation  would  not  endanger  the  sol- 
vency of  the  Social  Security  fund  or  permit  con- 
trol of  local  hospitals  by  a Federal  bureaucracy, 
as  the  King-Anderson  proposal  could. 

“This  bill  goes  to  the  real  problem:  helping 
those  who  need  help  in  financing  their  health 
care.  That  problem  would  still  remain  after 
these  individuals  had  used  up  the  limited  bene- 
fits of  the  King-Anderson  bill.  Why  levy  a new 
tax  and  set  up  another  Federal  bureaucracy 
when  it  will  not  do  the  full  job?” 

Identical  bills  were  introduced  by  a number  of 
senators  and  other  members  of  the  House,  in- 
cluding Rep.  Durward  G.  Hall  (R.,  Mo.),  who 
also  is  a member  of  the  A.M.A.  House  of 
Delegates. 

The  A.M.A.  representatives  pointed  out  that 
the  Eldercare  bill  was  designed  to  provide  the 
elderly  who  need  financial  assistance  with  a wide 
range  of  hospital  and  medical  benefits — far  more 
than  the  limited  benefits  Medicare  would  pro- 
vide. 

Under  the  Herlong-Curtis  Eldercare  bill,  the 
amount  of  financial  assistance  given  to  the 
elderly  would  be  determined  by  the  amount  of 
help  required,  the  A.M.A.  noted. 

The  Eldercare  plan  would  expand  and  en- 
large on  the  existing  Kerr-Mills  law,  preserving 
state  control  over  administration  and  requiring 
no  new  payroll  taxes  on  wage  earners,  the 
A.M.A.  said. 

They  pointed  out  that  Medicare  benefits 
would  be  restricted  to  limited  hospitalization, 
some  nursing  home  care  in  some  nursing  homes, 
some  hospital-connected  diagnostic  services, 
and  home  nursing  care. 

They  said  all  these  benefits  would  be  pro- 
vided under  the  Eldercare  program.  But  in 
addition,  they  said,  Eldercare  would  provide  the 
services  of  physicians  and  surgeons,  drugs  out- 
side the  hospital  as  well  as  in  the  hospital, 
diagnostic  services  whether  connected  to  hos- 
pitalization or  not,  and  other  medical  services 
which  Medicare  would  not  provide. 

They  also  pointed  out  that  Medicare  would 
impose  higher  payroll  taxes  on  workers  and  em- 
ployers for  a centralized,  Federally-controlled 

continued  on  page  738 
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Stabilizes  emotions  / Restores  hormone  balance 


The  misery  of  the  woman  in  menopause  consists 
not  only  of  hot  flashes  — but  also  of  anxiety.  Physi- 
cians find  that  restoring  lost  hormones  stops  hot 
flashes,  but  the  anxiety  remains.  Therefore,  tran- 
quilization  is  also  desirable.  This  is  why  ‘MilprenT 
provides  conjugated  estrogens  (equine)— plus 
‘Miltown’  (meprobamate)  to  free  her  from  anxiety. 

Thus,  the  patient  on  ‘MilprenT  feels  better  than  she 
would  on  hormones  alone.  You  have  taken  the 
misery  out  of  her  menopause.  cmP.51i8  Wallace  laboratories  / Cranbury,  n.  j. 

Indications:  ‘Milprem’  is  useful  in  the  management  of  both  physiological  and  emotional  symptoms  of  the  menopause. 
Contraindications:  Previous  allergic  or  idiosyncratic  reactions  to  meprobamate  or  conjugated  estrogens.  Precautions:  Conju- 
gated estrogens  (equine)— Intermittent  therapy,  designed  to  simulate  the  normal  hormonal  cycle,  should  be  employed  in  order 
to  promote  normal  physiological  endocrine  relationships  and  to  avoid  continuous  stimulation  of  the  estrogen-sensitive  organs. 
Vaginal  bleeding  due  to  estrogen  withdrawal  may  occur  during  rest  periods  of  cyclic  therapy.  Meprobamate  — Careful  super- 
vision of  dose  and  amounts  prescribed  is  advised.  Consider  possibility  of  dependence,  particularly  in  patients  with  history  of 
drug  or  alcohol  addiction;  withdraw  gradually  after  use  for  weeks  or  months  at  excessive  dosage.  Abrupt  withdrawal  may 
precipitate  recurrence  of  pre-existing  symptoms,  or  withdrawal  reactions  including,  rarely,  epileptiform  seizures.  Should 
meprobamate  cause  drowsiness  or  visual  disturbances,  the  dose  should  be  reduced  and  operation  of  motor  vehicles  or 
machinery  or  other  activity  requiring  alertness  should  be  avoided  if  these  symptoms  are  present.  Effects  of  excessive  alcohol 
may  possibly  be  increased  by  meprobamate.  Grand  mal  seizures  may  be  precipitated  in  persons  suffering  from  both  grand  and 
petit  mal.  Prescribe  cautiously  and  in  small  quantities  to  patients  with  suicidal  tendencies.  Side  effects:  To  date,  nausea  has 
been  the  only  side  effect  associated  with  ‘Milprem’  administration  in  recommended  dosage.  Conjugated  estrogens  (equine)  — 
Withdrawal  bleeding  has  been  noted  as  the  principal  undesirable  effect.  It  usually  subsides  without  treatment.  Irregular 
uterine  bleeding  has  been  infrequently  reported.  Rarely  reported  side  effects  have  included  idiosyncratic  and  allergic  reactions, 
aggravation  of  migraine  headache,  and  reactivation  of  endometriosis.  Meprobamate  — Drowsiness  may  occur,  and,  rarely, 
ataxia,  usually  controlled  by  decreasing  the  dose.  Allergic  or  idiosyncratic  reactions  are  rare,  generally  developing  after  one 
to  four  doses.  Mild  reactions  are  characterized  by  an  urticarial  or  erythematous,  maculopapular  rash.  Acute  nonthrombo- 
cytopenic purpura  with  peripheral  edema  and  fever,  transient  leukopenia,  and  a single  case  of  fatal  bullous  dermatitis  after 
administration  of  meprobamate  and  prednisolone  have  been  reported.  More  severe  and  very  rare  cases  of  hypersensitivity 
may  produce  fever,  chills,  fainting  spells,  angioneurotic  edema,  bronchial  spasms,  hypotensive  crises  (1  fatal  case),  anuria, 
anaphylaxis,  stomatitis  and  proctitis.  Treatment  should  be  symptomatic  in  such  cases,  and  the  drug  should  not  be  reinsti- 
tuted. Isolated  cases  of  agranulocytosis,  thrombocytopenic  purpura,  and  a single  fatal  instance  of  aplastic  anemia  have  been 
reported,  but  only  when  other  drugs  known  to  elicit  these  conditions  were  given  concomitantly.  Fast  EEG  activity  has  been 
reported,  usually  after  excessive  meprobamate  dosage.  Suicidal  attempts  may  produce  lethargy,  stupor,  ataxia,  coma,  shock, 
vasomotor  and  respiratory  collapse.  Dosage:  One  tablet  of  either  strength  three  times  daily  in  21-day  courses  with  one-week 
rest  periods.  Dosage  should  be  adjusted  to  individual  requirements.  Supplied:  ‘Milprem’-400:  Dark  pink,  sugar-coated  tablets. 
Each  tablet  contains:  meprobamate  400  mg.,  conjugated  estrogens  (equine)  0.4  mg.  ‘Milprem’-200:  Light  pink,  sugar-coated 
tablets.  Each  tablet  contains:  meprobamate  200  mg.,  conjugated  estrogens  (equine)  0.4  mg. 


Milprem 

meprobamate  400  mg,+ 
conjugated  estrogens 
(equine)  0.4  mg. 
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program  which  would  provide  benefits  to  every- 
one over  sixty-five,  the  wealthy  and  well-off 
as  well  as  the  needy. 

At  the  request  of  the  Johnson  Administra- 
tion, which  is  pushing  the  King-Anderson  medi- 
care legislation.  Rep.  Wilbur  D.  Mills  (D., 
Ark.),  chairman  of  the  Ways  and  Means  Com- 
mittee, introduced  a sweeping  bill  (H.R.  3699) 
that  would  consolidate  the  Federal-state  medi- 
cal programs  and  extend  Kerr- Mills  medical 
benefits  to  needy  children  under  twenty-one 
years  of  age  and  their  parents. 

The  Administration  bill  also  would  require 
states  to  follow  a flexible  income  test  to  de- 
termine Kerr-Mills  eligibility  and  to  provide 
specified  minimum  medical  services.  These 
minimum  services  would  include  inpatient 
and  outpatient  hospital  services,  other  labora- 
tory and  x-ray  services,  nursing  home  care  and 
physicians’  services  “in  the  (physician’s)  office, 
the  patient’s  home,  a hospital,  or  a skilled 
nursing  home.” 

Dr.  Ward  told  the  Ways  and  Means  Com- 
mittee that  the  A.M.A.  opposes  the  King- 
Anderson  medicare  bill  (H.R.  1)  because  it 
“would  be  unpredictably  expensive.” 

“It  is  unnecessary,”  he  said.  “It  would 
represent  a dangerous  venture  by  the  Federal 
government  in  the  field  of  health  care. 

“Enactment  of  this  program  would  impose  an 
unfair  burden  on  the  nation’s  wage-earners  and 
their  employers  to  finance  health  care  benefits 
for  millions  of  older  Americans  who  are  self- 
supporting,  even  wealthy,  and  do  not  need 
government  benefits. 

“Further,  government  regulation  and  control 
which  would  be  established  under  this  bill  is  not 
compatible  with  good  medicine.  The  avail- 
ability of  medical  service  to  the  aged  could  be 
contingent  upon  the  availability  of  tax  money 
and  not  upon  the  medical  needs  of  older  citi- 
zens. With  quantity  thus  restricted,  quality 
would  inevitably  suffer.  . . 

“We  are  opposed  to  government  under- 


cutting and  disrupting  the  continuing  progress 
of  private  health  insurance  and  prepayment 
plans,  on  which  145,000,000  Americans  of  all 
ages  today  depend  for  protection  from  their 
illness  costs. 

“We  are  opposed  to  offering  false  promises  to 
the  unfortunate  who  do  need  help.  This  bill 
would  provide  only  a fraction  of  the  care 
necessary  in  any  serious  illness,  a fact  which 
many  of  our  aged  do  not  realize.  . . 

“From  the  beginning,  our  involvement  in  this 
issue  has  been  deep  and  unavoidable.  We 
physicians  care  for  the  elderly  and  know  their 
health  needs  better  than  anyone  else.  . . 

“We  have  pursued  for  years  the  goal  of  finding 
a means  for  filling  the  broad  medical  needs  of 
older  citizens,  who  need  help  in  financing  their 
health  care,  while  preserving  for  all  Americans 
the  high  standards  and  high  quality  of  our  pres- 
ent health  care  system. 

“Out  of  these  efforts  of  the  nation’s  physicians 
— during  which  they  examined  and  rejected 
scores  of  tentative  proposals — has  come  a series 
of  recommendations  which  has  found  expres- 
sion in  H.R.  3727. 

“I  say  categorically  that  this  bill  could  pro- 
vide more  benefits  for  persons  over  sixty-five 
who  need  health  care  and  cannot  pay  for  it,  and 
at  less  cost  to  taxpayers,  than  any  other  measure 
pending  before  Congress.  . . . 

“Utilizing  Blue  Cross  and  Blue  Shield  and 
health  insurance  companies  as  intermediaries, 
state  governments  would  be  authorized  to  offer 
the  aged  a broad  spectrum  of  benefits,  including 
physicians’  care,  surgical  and  drug  costs,  hos- 
pital and  nursing  home  charges,  diagnostic  serv- 
ices, and  x-ray  and  laboratory  fees.  These  are 
the  components  which  go  to  make  up  an  in- 
dividual’s total  bill  for  illness. 

“H.R.l  would  cover  only  a small  portion  of 
these  services.  ...  It  would  not  cover  doctors’ 
services  or  surgical  charges.  It  would  not 
cover  drugs  outside  the  hospital  or  nursing 
home.  It  would  offer  only  a partial  answer  to 
any  serious  illness.” 
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—colloidal  solution  of  denatured 


proteolytic  enzyme— 

Relief  of  pain  is  prompt  in  non-traumatic  neuritis,  including 
herpes  zoster,  when  Protamide  is  administered  early  in  the 
course  of  the  disease.1-* 3 4  Equally  important,  complete 
recovery  usually  follows  in  three  to  five  days— even  in 
ophthalmic  herpes  zoster.5-6 


Responds  Promptly  to 

PROTAMIDE 


Dosage:  1 ampul  I.  M.  daily  for  2 to  5 days; 
longer  if  pain  persists. 

Caution:  Avoid  I.  V.  administration. 

Boxes  of  10  ampuls,  1.3  cc.  each, 
for  intramuscular  injection. 


DETROIT  11,  MICHIGAN 


References:  1.  Baker,  A.  G.:  Penn.  Med.  J.  63: 697  (May)  1960.  2.  Smith,  R.  T.:  New  York  Med.  (Aug.  20)  1952,  pp.  16-19. 

3.  Smith,  R.  T.:  Med.  Clin.  N.  Amer.  (Mar.)  1957.  4.  Lehrer,  H.  W.;  Lehrer,  H.  G.,  and  Lehrer,  D.  R.:  Northw. 

Med.  (Nov.)  1955.  5.  Sforzolini,  G.  S.:  Arch.  Ophthal.  62: 381  (Sept.)  1959.  6.  Gile,  J.  H.:  W.  Virginia  Med.  J. 

59:120-122  (May)  1963. 
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a rapid-acting  antidepressant 

for  a lift  from  the 
hell  of  depression 


Action  and  Uses:  Norpramin  (desipramine  hydrochloride) 
is  the  primary  active  metabolite  of  imipramine.  It  differs 
from  earlier  antidepressants  in  its  rapid  onset  of  action. 
Approximately  60  to  70%  of  patients  with  neurotic  or 
psychotic  depressions  will  respond  satisfactorily.  More 
than  half  will  begin  to  improve  in  2-5  days,  others  within  a 
week.  Usually,  patients  not  responding  within  one  week 
are  less  likely  to  improve. 

Indications:  Norpramin  is  useful  in  the  treatment  of: 
neurotic  and  psychotic  depressive  reactions,  and  in  manic 
depressive  or  involutional  psychotic  reactions.  It  may  be 
used  as  co-therapy  with  tranquilizers  in  the  treatment  of 
markedly  agitated  forms  of  depressions. 


Contraindications:  (1)  Norpramin  should  not  be  given 
within  two  weeks  of  treatment  with  a monoamine  oxidase 
inhibitor.  (2)  Because  of  its  autonomic  effects,  it  is  con- 
traindicated in  patients  with  glaucoma,  urethral  or 
ureteral  spasm  and  recent  myocardial  infarction.  (3) 
Severe  coronary  heart  disease  because  of  possible  tachy- 
cardia. (4)  Active  epilepsy  as  it  lowers  the  threshold  for 
epileptiform  seizures. 

Precautions:  (1)  Norpramin  treatment  should  not  be  sub- 
stituted for  hospitalization  or  restraint  if  the  risk  of  homi- 
cide or  suicide  is  considered  grave.  (2)  In  patients  with 
manic  depressive  illness,  Norpramin  may  induce  a hypo- 
manic  state  after  the  depressive  phase  terminates.  (3) 
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NORPRAMIN* 


rapid  acting  specific  for  depression 


not  an  MAO  inhibitor 
not  a tranquilizer 

Norpramin  is  an  original  product 
of  Lakeside  research.  It  has  been 
established  to  be  the  primary  active 
metabolite  of  imipramine  and  in 
many  patients  has  been  reported  to 
be  more  rapid  in  onset  of  action— 
2 to  5 days. 

Norpramin  is  specific  for  depression 
and  is  not  recommended  for  anxiety. 
Sid.e  effects  are  usually  mild. 


. . [Norpramin]  appears  to  have  an  im- 
mediate onset  of  action,  which  is  readily 
demonstrable  in  both  humans  and 
animals.” 

Meduna,  L.  J.;  Abood,  L.  G.,  and  Biel,  J.  H.:  Journal  of 
Neuropsychiatry  2: 232-237  (June)  1961. 


“.  . . laboratory  and  clinical  studies  have 
shown  that  imipramine  is  converted  endo- 
genously to  desipramine  [Norpramin] 
which  may  be  administered  instead  with 
more  prompt  onset  of  clinical  effect.” 

Nodine,  J.  A.,  and  Slap,  S.  W.:  Current  Therapeutic 
Research  5:40  (January)  1963. 


”...  responses  can  be  seen  as  soon  as  one 
to  three  days  after  administration.” 

Siegler,  P.  E.:  Medical  Clinics  of  North  America.  48:497 
(March)  1964. 


See  your  Lakeside  representative  or  please  write  for  clinical  data  and  complete  prescribing  information. 


LAKESIDE  LABORATORIES,  INC. 


MILWAUKEE,  WISCONSIN  53201 


Although  animal  teratology  studies  proved  negative,  fur- 
ther clinical  experience  is  necessary  to  establish  safety 
in  human  pregnancy.  (4)  Discontinue  therapy  prior  to 
elective  surgery. 

Adverse  Effects:  Mild  side  effects  may  occur  in  about  1 
of  4 patients.  These  are  usually  well  tolerated.  Side 
effects  include:  dry  mouth,  constipation,  dizziness,  palpi- 
tation, delayed  urination,  “bad  taste”,  sensory  illusion, 
tinnitus,  agitation  and  stimulation,  sweating,  drowsiness, 
headache,  orthostatic  hypotension,  flushing,  nausea, 
cramps,  weakness,  blurred  vision  and  mydriasis,  rash, 
allergy,  altered  liver  function,  ataxia  and  extrapyramidal 
signs. 


Dosage  and  Administration : Optimal  results  are  obtained 
at  about  150  mg./day.  Dosage  over  200-225  mg./day 
increases  incidence  of  side  effects.  Norpramin  may  be 
administered  as  follows:  two  tablets  (50  mg.)  t.i.d.  (150 
mg./day).  Partial  response  may  be  expected  within  2-5 
days;  optimal  response  within  2-3  weeks.  After  optimal 
results  are  achieved  a maintenance  dose  . . . 50-100 
mg./day  . . . should  be  sought. 

Supplied:  Norpramin  (desipramine  hydrochloride)  tab- 
lets of  25  mg.,  in  bottles  of  50  and  500. 
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Your  patient 
doesn’t  have 
to  be  in 
the  Masters 
to  get  sprains 
and  strains 


‘Soma’ Compound  helps 
relieve  pain  and  relax  muscle 
in  many  musculoskeletal 
disorders.  Patient  comfort 
can  be  increased  and 
recovery  time  shortened. 


Soma’  Compound 

carisoprodol  200  mg.,  phenacetin  160  mg.,  caffeine  32  mg.  A 

rational  combination  therapy  for  most  patients  with  strains  and  sprains: 
relaxes  muscle,  relieves  pain 

Also  available  as  ‘Soma’  Compound  with  Codeine:  carisoprodol  200  mg.,  phenacetin 
160  mg.,  caffeine  32  mg.,  codeine  phosphate  16  mg.  (Warning:  may  be  habit-forming.) 


(Warning:  Codeine  may  be  habit-forming) 

Indications:  ‘Soma’  Compound  and  ‘Soma’  Compound 
with  Codeine  are  useful  for  relief  of  pain  and  stiffness 
in  traumatic,  rheumatic  and  other  conditions  affecting 
muscles  and  joints. 

Contraindications:  Allergic  or  idiosyncratic  reactions  to 
carisoprodol,  phenacetin,  or  codeine  phosphate. 
Precautions:  Phenacetin— With  long-term  use,  give  cau- 
tiously to  patients  with  anemia  and  cardiac,  pulmonary, 
renal  or  hepatic  disease.  May  damage  the  kidneys  when 
used  in  large  amounts  or  for  long  periods.  Caffeine—  Not 
recommended  for  persons  extremely  sensitive  to  its  CNS 
stimulating  action.  Codeine  phosphate— Use  with  cau- 
tion in  addiction-prone  individuals.  Carisoprodol— Cariso- 
prodol, like  other  central  nervous  system  depressants, 
should  be  used  with  caution  in  patients  with  known  pro- 
pensity for  taking  excessive  quantities  of  drugs  and  in 
patients  with  known  sensitivity  to  compounds  of  similar 
chemical  structure,  e.g.  meprobamate. 


nausea,  vomiting,  constipation,  and  miosis.  Carisoprodol 
—The  only  side  effect  reported  with  any  frequency  is 
sleepiness,  usually  on  higher  than  recommended  doses. 
An  occasional  patient  may  not  tolerate  carisoprodol  be- 
cause of  an  individual  reaction,  such  as  a sensation  of 
weakness.  Other  rarely  observed  reactions  have  included 
dizziness,  ataxia,  tremor,  agitation,  irritability,  headache, 
increase  in  eosinophil  count,  flushing  of  face,  and  gastro- 
intestinal symptoms.  One  instance  each  of  pancytopenia 
and  leukopenia,  occurring  when  carisoprodol  was  admin- 
istered with  other  drugs,  has  been  reported,  as  has  an 
instance  of  fixed  drug  eruption  with  carisoprodol  and 
subsequent  cross-reaction  to  meprobamate.  Rare  allergic 
reactions,  usually  mild,  have  included  one  case  each  of 
anaphylactoid  reaction  with  mild  shock  and  angioneu- 
rotic edema  with  respiratory  difficulty,  both  reversed  with 
appropriate  therapy.  In  cases  of  allergic  or  hypersensi- 
tivity reaction,  carisoprodol  should  be  discontinued  and 
appropriate  therapy  initiated.  Suicidal  attempts  may  pro- 
duce coma  and/or  mild  shock  and  respiratory  depression. 


Side  effects:  Drowsiness,  lightheadedness,  dizziness,  and 
gastric  complaints  have  been  reported  infrequently  for 
either  or  both  of  these  preparations.  Phenacetin  — Side 
effects  are  extremely  rare  with  short-term  use  of  recom- 
mended doses.  Prolonged  ingestion  of  overdoses  may 
produce  dyspnea,  cyanosis,  hemolytic  anemia,  skin  rash, 
anorexia,  subnormal  temperature,  insomnia,  headache, 
mental  disturbances,  and  tolerance.  Caffeine— Side  effects 
are  almost  always  the  result  of  overdosage.  Average 
doses  may  rarely  cause  nausea,  nervousness,  insomnia, 
and  diuresis.  Excessive  dosage  may  produce,  in  addition, 
restlessness,  nervousness,  tolerance,  tinnitus,  tremors, 
scintillating  scotomata,  tachycardia,  and  cardiac  ar- 
rhythmias. Codeine  phosphate—  Possible  side  effects  are 


Dosage:  Usual  adult  dosage  of  ‘Soma’  Compound  or 
‘Soma’  Compound  with  Codeine  is  one  or  two  tablets  ' 
three  times  daily  and  at  bedtime. 

Supplied:  ‘Soma’  Compound,  orange  tablets,  each  con-  ?j 
taining  carisoprodol  200  mg.,  phenacetin  160  mg.,  and 
caffeine  32  mg.  ‘Soma’  Compound  with  Codeine,  white 
capsule-shaped  tablets,  each  containing  carisoprodol  200 
mg.,  phenacetin  160  mg.,  caffeine  32  mg.,  and  codeine 
phosphate  16  mg.  Narcotic  order  form  required. 

Before  prescribing,  consult  package  circular.  cso-sm,  3 

^/WALLACE  LABORATORIES  Cranbury,  N.J.  jj 


Books  Received 


The  following  books  were  received  during  the  month  of  January,  1965.* 


Atlas  of  Electroencephalography.  Volume 
Three.  Neurological  and  Psychiatric  Dis- 
orders. By  Frederic  A.  Gibbs,  M.D.,  and 
Erna  L.  Gibbs.  Quarto  of  538  pages,  illus- 
trated. Reading,  Mass.,  Addison- Wesley  Pub- 
lishing Company,  Inc.,  1964.  Cloth,  $75. 

Response  of  the  Nervous  System  to  Ionizing 
Radiation.  Edited  by  Thomas  J.  Haley, 
Ph.D.,  and  Ray  S.  Snider,  Ph.D.  Second 
International  Symposium  held  at  the  University 
of  California,  Los  Angeles.  Octavo  of  749 
pages,  illustrated.  Boston,  Little,  Brown  and 
Company,  1964.  Cloth,  $18.50. 

Disseminated  Intravascular  Coagulation. 

By  Donald  G.  McKay,  M.D.  Octavo  of  493 
pages,  illustrated.  New  York,  Hoeber  Medical 
Division,  Harper  & Row,  Publishers,  1965. 
Cloth,  $16. 

New  Perspectives  in  Psychoanalysis.  San- 
dor  Rado  Lectures  1957-1963.  Edited  by 
George  E.  Daniels,  M.D.  Octavo  of  328  pages. 
New  York,  Grune  & Stratton,  1965.  Cloth, 
$9.50. 

Sexual  Hygiene  and  Pathology.  By  John  F. 
Oliven,  M.D.  Second  edition.  Octavo  of  621 
pages.  Philadelphia,  J.  B.  Lippincott  Com- 
pany, 1965.  Cloth,  $12.50. 

The  Evaluation  of  Psychiatric  Treatment. 
Edited  by  Paul  H.  Hoch,  M.D.,  and  Joseph 
Zubin,  Ph.D.  Octavo  of  326  pages,  illustrated. 
New  York,  Grune  & Stratton,  1964.  Cloth, 
$12. 

Data  Acquisition  and  Processing  in  Biology 
and  Medicine.  Volume  3.  Proceedings  of 
the  1963  Rochester  Conference.  Edited  by 
Kurt  Enslein.  Octavo  of  344  pages,  illustrated. 
A Pergamon  Press  Book.  New  York,  The 
Macmillan  Company,  1964.  Cloth,  $15. 

The  Lymphatics  of  the  Female  Genital  Or- 
gans. By  Dr.  Gunther  Reiffenstuhl.  Trans- 
lated by  Leslie  D.  Ekvall,  Jr.,  M.D.  Quarto  of 
165  pages,  illustrated.  Philadelphia,  J.  B. 
Lippincott  Company,  1964.  Cloth,  $10. 

The  Non-Verbal  Child.  By  Sol  Adler,  Ph.D. 
Octavo  of  163  pages,  illustrated.  Springfield, 
IU.,  Charles  C Thomas,  1964.  Cloth,  $6.75. 

* Books  received  for  review  are  acknowledged  promptly  in 
this  column.  No  other  obligation  is  assumed  for  the  courtesy 
of  those  sending  them  for  this  purpose.  Selection  for  review 
is  made  on  the  basis  of  merit  and  reader  interest. 


The  Structure  and  Metabolism  of  the  Pan- 
creatic Islets.  Proceedings  of  an  Interna- 
tional Wenner-Gren  Symposium  held  in 
Uppsala  and  Stockholm,  August  1963. 

Edited  by  S.  E.  Brolin,  B.  Heilman,  and  H. 
Knutson.  Octavo  of  528  pages,  illustrated. 
A Pergamon  Press  Book.  New  York,  The 
Macmillan  Company,  1964.  Cloth,  $20. 

Ciba  Foundation  Symposium  on  Control  of 
Glycogen  Metabolism.  Consulting  Editor 
W.  J.  Whelan,  Ph.D.  Editor  for  The  Ciba 
Foundation  Margaret  P.  Cameron,  M.A.  With 
72  illustrations.  Duodecimo  of  433  pages. 
Boston,  Little,  Brown  and  Company,  1964. 
Cloth,  $12.50. 

The  Addict  and  the  Law.  By  Alfred  R. 
Lindesmith.  Octavo  of  337  pages.  Blooming- 
ton, Indiana  University  Press,  1965.  Cloth, 
$7.50. 

Tobacco  Alkaloids  and  Related  Com- 
pounds. Proceedings  of  the  Fourth  Inter- 
national Symposium  held  at  the  Wenner- 
Gren  Center,  Stockholm,  February  1964. 

Edited  by  U.  S.  Von  Euler.  Octavo  of  346 
pages,  illustrated.  A Pergamon  Press  Book. 
New  York,  The  Macmillan  Company,  1965. 
Cloth,  $15. 

Disaster  Handbook.  By  Solomon  Garb,  M.D., 
and  Evelyn  Eng,  R.N.  Octavo  of  248  pages, 
illustrated.  New  York,  Springer  Publishing 
Company,  Inc.,  1964.  Cloth,  $4.75. 

Human  Tumours  Secreting  Catechol- 
amines. By  Henri  Hermann  and  Rene 
Mornex.  Translated  by  Dr.  R.  Crawford. 
Octavo  of  207  pages,  illustrated.  A Pergamon 
Press  Book.  New  York,  The  Macmillan  Com- 
pany, 1964.  Cloth,  $8.50. 

David  Hosack;  Citizen  of  New  York.  By 
Christine  Chapman  Robbins.  Octavo  of  246 
pages,  illustrated.  Philadelphia,  The  American 
Philosophical  Society,  1964.  Cloth,  $3.50. 

Differentiation  and  Development.  Pro- 
ceedings of  a symposium  sponsored  by  the 
New  York  Heart  Association.  Quarto  of  162 
pages,  illustrated.  Boston,  Little,  Brown  and 
Company,  1964.  Cloth,  $5.50. 

Thanks  for  a Better  Memory.  By  Samuel 
Kahn,  M.D.  Duodecimo  of  176  pages.  New 
York,  Vantage  Press,  1962.  Cloth,  $3.00. 
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^Uow  much  would  it  be 
with  no  m an ufacturer *$  profit? 

$2.09?  $.93?  $3.18? 

Somewhat  amazingly,  $3.18  is  correct.  Even  if  you  eliminated  pharma- 
ceutical manufacturer’s  net  profit,  your  patient  would  pay  only  about 
17  cents  less  for  the  average  prescription— hardly  a deciding  factor  in 
having  it  filled.  Of  course,  this  assumes  that  pharmaceuticals  could  con- 
tinue to  be  available  without  profit  (where  do  new  miracle  drugs  come 
from,  if  not  profit?). 

American  pharmaceuticals  today  may  well  be  America’s  biggest  bargain. 


Pharmaceutical  Manufacturers  Association/ 1155  Fifteenth  Street,  N.W,  Washington,  D.C.  20005 

This  message  is  brought  to  you  as  a courtesy  of  this  publication  on  behalf  of  the  producers  of  prescription  drugs. 

* Average  prescription  price,  1963.  National  Prescription  Audit,  R.A.  Gosselin,  Dedham,  Mass. 


How  important  are  antacids 
when  specifying  the 
salicylate  dosage  form? 


Improved  gastric  tolerance  plus  quicker  absorp- 
tion of  the  analgesic  is  the  basic  purpose  of  com- 
bining antacids  with  acetylsalicylic  acid.  But  what 
characteristics  are  needed  in  the  antacids  chosen 
to  accomplish  this  purpose? 

Lim,  Fancher  and  Crandall1  evaluated  the  in  vitro 
antacid  activity  of  six  preparations:  1)  sodium 
tartrate;  2)  aluminum  hydroxide;  3)  magnesium 
trisilicate,  calcium  carbonate  and  magnesium  hy- 
droxide; 4)  magnesium  trisilicate,  magnesium 
oxide,  calcium  carbonate,  magnesium  carbonate 
and  proteins  from  milk;  5)  acetylsalicylic  acid 
with  aluminum  glycinate  and  magnesium  carbon- 
ate; and  6)  sodium  acetylsalicylate  in  an  efferves- 
cent solution  of  sodium  citrate,  sodium  bicarbon- 
ate and  sodium-calcium  phosphates.  In  each  case, 
dosage  tested  was  as  recommended  by  the  manu- 
facturer. No  other  preparation  equalled  the  neu- 
tralizing and  buffering  capacity  of  the  effervescent 
antacid  with  aspirin. 

Davison,  Smith  and  Smith2  compared  the  effects 
of  acetylsalicylic  acid  combined  with  varied  ant- 
acids on  the  gastric  acidity  of  12  normal  human 
subjects  following  a stimulating  meal.  Dosage 
forms  tested  were  1)  aspirin  tablets  with  alumi- 
num glycinate  and  magnesium  carbonate  and  2) 
sodium  aspirin  in  an  effervescent  solution  contain- 
ing sodium  citrate,  sodium  bicarbonate  and 
sodium-calcium  phosphates.  Plain  aspirin  tablets 
and  water  were  used  as  controls.  All  doses  were 
equivalent  to  650  mg  of  acetylsalicylic  acid.  Gas- 
tric samples  were  tested  for  pH  and  for  free  and 
total  acidities  at  10,  20,  30  and  40  minutes  after 
drug  administration.  The  buffered  aspirin  tablets 
had  little  effect  compared  with  controls,  whereas 
“effervescent  aspirin  decreases  the  free  gastric 
acidity  and  increases  the  pH  for  at  least  30  min- 
utes”. The  authors  conclude  that  this  elevation  in 
pH  correlates  with  the  more  rapid  absorption  and 
reduced  gastric  irritation  reported  for  soluble 
salicylates.  (See  Charts  above) 

Hunt,3  following  up  his  earlier  studies  on  the 
osmotic  regulation  of  gastric  emptying  by  certain 
acids  and  salts,  gave  500  ml  test  meals  of  a solu- 
tion containing  sodium  citrate,  sodium  bicarbon- 
ate and  mono-calcium  phosphate;  the  resulting 
gastric  emptying  rate  was  more  rapid  than  for  the 
same  volume  of  water.  When  the  same  solution 
plus  sodium  acetylsalicylate  [Alka-Seltzer]  was 
given  in  the  same  volume,  gastric  emptying  was 
also  more  rapid  than  for  water  alone.  Hunt  con- 
siders both  volume  and  composition  of  the  antacid 
vehicle  for  aspirin  important.  By  neutralizing 

Information  above  is  presented  for  physicians  only. 

MILES  LABORATORIES,  Inc. 
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AB  — buffered  aspirin  tablets 

AS  — effervescent  sodium  aspirin  solution 

gastric  contents  and  supplying  sodium  ion, 
Alka-Seltzer  hastens  gastric  emptying,  re- 
lieves distention,  and  is  readily  available  for 
absorption  to  produce  high  plasma  levels. 

1.  Lim,  R.  K.  S.;  Fancher,  O.  E.;  and  Crandall,  Jr.,  L.  A.:  Miles-Ames 
Research  Laboratory,  Report  No.  5804,  May  28,  1958. 

2.  Davison,  C-;  Smith,  B.  W.;  and  Smith,  P.  K.:  J.  Pharm.  Sci.  51:759 
August,  1962. 

3.  Hunt,  J.  N.:  Amer.  J.  Dig.  Dis.  8:885  November,  1963. 

Write  for  reprints  of  articles  cited  above, 
and  new  Professional  Product  Brochure. 


The  formulation  and  pharmacodynamics  of  Alka- 
Seltzer®  are  unique.  There  is  no  generic  equivalent. 
Each  dry  tablet  contains:  acetylsalicylic  acid,  5 gr  (0.32 
gm);  sodium  bicarbonate,  30  gr  (1.92  gm);  citric  acid, 
16  gr  (1.024  gm);  and  mono-calcium  phosphate,  3 gr 
(0.192  gm).  Antacid-analgesic  Alka-Seltzer  tablets  dis- 
solved in  water  become  an  effervescent  solution  con- 
taining sodium  acetylsalicylate,  sodium  citrate,  calcium- 
sodium  phosphates  and  sodium  bicarbonate.  One  tablet 
neutralizes  30  ml  of  0.1N  hydrochloric  acid.  Buffered 
pH  is  6.8. 

Please  address  literature  requests  to  the 
Professional  Service  Department , 

MILES  PRODUCTS,  Elkhart,  Indiana,  U.S.A. 
Division  of  Miles  Laboratories,  Inc. 
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Dictionary  of  Hypnosis.  By  Ralph  B. 
Winn,  Ph.D.  Octavo  of  124  pages.  New 
York,  Philosophical  Library,  1965.  Cloth, 
$3.75. 

The  Medical  Clinics  of  North  America. 
Chicago  Number.  Volume  49 — Number  1, 
January,  1965.  Muscle,  Bone  and  Joint 
Disorders.  Edward  F.  Rosenberg,  M.D., 
Guest  Editor.  Octavo.  Philadelphia,  W.  B. 
Saunders  Company,  1965.  Published  Bi- 
Monthly  (six  numbers  a year) . Cloth,  $18  net. 

A Medical  Chronicle  of  the  Bronx.  By 

Francis  J.  Loperfido,  M.D.  Octavo  of  246 
pages,  illustrated.  New  York,  Bronx  County 
Medical  Society,  1964.  Cloth. 

The  History  of  Surgical  Anesthesia.  By 

Thomas  E.  Keys,  M.A.  Octavo  of  193  pages, 
illustrated.  New  York,  Dover  Publications, 
Inc.,  1963.  Paper,  $2.00. 

Opportunities  in  a Psychiatry  Career.  By 
Henry  A.  Davidson,  M.D.  Duodecimo  of  144 
pages.  New  York,  Vocational  Guidance  Man- 
uals, Educational  Books  Division  of  Universal 


Tranquilizer's  side-effects 


One  of  medicine’s  most  effective  drugs  against 
mental  disease  may  be  producing  permanent 
side-effects,  according  to  the  Journal  of  the 
American  Medical  Association. 

The  potentially  harmful  reactions  caused  by 
heavy  prolonged  doses  of  phenothiazines  were 
discussed  in  an  editorial.  These  effects  in- 
cluded skin  discoloration,  ranging  from  freckle- 
like  tan  to  purple  and  blue-black  pigmentation, 
clouding  of  the  cornea  or  lens  of  the  eye,  and 
nerve  damage  resulting  in  uncontrollable  facial 
grimacing,  writhing  motions  of  the  mouth  and 
tongue,  and  jerking  motions  of  the  limbs. 
Most  of  the  data  came  from  studies  of  chronic 


Publishing  and  Distributing  Corporation,  1964. 
Paper,  $1.45. 

Two  Centuries  of  Medicine.  A History  of 
the  School  of  Medicine,  University  of  Penn- 
sylvania. By  George  W.  Corner,  M.D.  Oc- 
tavo of  363  pages,  illustrated.  Philadelphia, 
J.  B.  Lippincott  Company,  1965.  Cloth,  $7.00. 

Structure  and  Function  of  Heart  Muscle. 
Edited  by  John  R.  Evans,  M.D.  Proceedings 
of  a Symposium  held  February  14  and  15, 
1964  in  Toronto,  Canada.  Quarto  of  224 
pages,  illustrated.  New  York,  The  American 
Heart  Association,  1964.  Paper,  $3.00.  (Amer- 
ican Heart  Association  Monograph  Number 
Nine) 

Idiopathic  Hypertrophic  Subaortic  Ste- 
nosis. From  the  Cardiology  Branch  and  Clinic 
of  Surgery,  National  Heart  Institute,  Bethesda, 
Maryland.  Octavo  of  213  pages,  illustrated. 
New  York,  The  American  Heart  Association, 
1964.  Paper,  $2.50.  (American  Heart  Associ- 
ation Monograph  Number  Ten) 

Cancer;  Its  Prevention  and  Early  De- 
tection. By  H.  A.  Morton  Whitby.  Duo- 
decimo of  23  pages,  illustrated.  London,  Clair 
Press,  1964.  Paper,  10/6  net. 


patients  in  Canadian  mental  hospitals,  most 
of  whom  had  been  taking  heavy  doses  of 
phenothiazines  for  many  years.  Results  seem 
to  indicate  that  the  conditions  are  more  com- 
mon among  women  patients. 

In  contrast  to  possible  harmful  effects  of  the 
drugs  are  the  inroads  phenothiazines  have 
made  against  mental  illness,  particularly  schizo- 
phrenia. 

The  editorial  commented:  “The  occurrence 

of  such  rare  sequelae  should  not  detract  from 
the  general  usefulness  of  the  phenothiazines  in 
the  management  of  schizophrenic  illness. 
Nevertheless,  it  is  important  that  physicians 
treating  patients  with  high  and  prolonged  dos- 
ages of  phenothiazine  drugs  be  aware  of  the 
possibility  of  permanent  sequelae  following  use 
of  these  agents.” 
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IF  YOU  COULD  BUT  SEE  RUN 


If  you  could  see  pain  itself— not  merely  the  re- 
action to  pain— how  much  more  accurately  you 
could  appraise  it!  How  much  better  you  could 
note  the  effectiveness  with  which  codeine— in 
safe,  low  dosage— can  confer  full  codeine  bene- 
fits, when  its  action  is  potentiated  by  simple 
analgesics,  and  enhanced  by  phenobarbital! 
This  is  what  Phenaphen  with  Codeine  provides, 
to  enable  you  to  ‘‘get  the  best  out  of  codeine” 


with  maximal  safety  from  the  risk  of  incurring 
codeine  side  effects. • •••••••••••• 

Contraindications:  Hypersensitivity  to  any  in- 
gredient. Precautions:  As  with  all  phenacetin- 
containing  products,  avoid  excessive  or  pro- 
longed use.  Side  effects:  Side  effects  are  un- 
common-nausea, constipation  and  drowsiness 
have  been  reported.  ••••••••••••• 

A.  H.  ROBINS  CO.,  INC.,  RICHMOND,  VIRGINIA. 


PHENAPHEN  WITH  CODEINE 

Provides  the  basic  Phenaphen  formula,  plus  Codeine  phosphate  (Warning:  may  be  habit  forming)  in  three  strengths:  y*  gr.  (Phenaphen 
No.  2);  V2  gr.  (Phenaphen  No.  3);  and  1 gr.  (Phenaphen  No.  4).  Basic  Phenaphen  formula:  Phenacetin  (3  gr.)  194.0  mg.;  Aspirin 
(2y2  gr.)  162.0  mg.;  Phenobarbital  (&  gr.)  16.2  mg.  (Warning:  may  be  habit  forming);  and  Hyoscyamine  sulfate  C.031  mg. 


There’s  nothing  like  a vacation* 

for  relaxing  stress-induced  smooth  muscle  spasm 


..nothing,  that  is,  except  the 

sedative-antispasmodic  action  of  DONNATAL 


Functional  disturbances  of  gastrointestinal 
tone  and  motility  present  the  physician  with  an 
all  too  common  reaction  to  the  stressful  dilem- 
mas and  frustrations  of  modern  living.3-6 

For  their  dependable  control,  no  better  spas- 
molytic has  ever  been  discovered  than  the  nat- 
ural belladonna  alkaloids  in  combination  with 
phenobarbital,  as  in  Donnatal. 

Phenobarbital,  as  a mild  sedative,  has  the  ben- 
efit of  long  use  and  a reassuring  record  of  free- 
dom from  unexpected  and  untoward  reactions. 
In  allaying  subjective  tension,  it  helps  to  pre- 
vent emotional  stimuli  from  provoking  or  in- 
tensifying visceral  spasm. 


The  natural  belladonna  alkaloids  in  Donnatal— 
conforming  to  the  classic  formulation  by  Voll- 
mer5— selectively  include  only  the  therapeuti- 
callydesired  alkaloids  in  precisely  and  optimally 
balanced  ratio.  The  clinical  uncertainties  of  the 
variable  tincture  and  extract  of  belladonna  are 
thus  avoided. 

Further,  a recent  pharmacological  study  has 
confirmed  that  the  antispasmodic  effectiveness 
of  the  belladonna  alkaloids  in  Donnatal  is 
measurably  potentiated  by  the  presence  of  phe- 
nobarbital.8 

Over  the  years,  the  professional  consensus  has 
reflected  broad  clinical  confidence  in  the 
marked  benefits  to  be  achieved  by  Donnatal  in 
a wide  range  of  visceral  disorders. . . in  peptic 
ulcer,1-6  functional  bowel  distress,1  gastroin- 
testinal spasm  and  discomfort,2  and  other  func- 
tional disturbances  of  visceral  smooth  muscle. 


CONTRAINDICATIONS:  Glaucoma,  advanced  renal  or  he- 
patic disease  or  hypersensitivity  to  any  of  the  ingredients. 
PRECAUTIONS:  Administer  with  caution  to  patients  with 
incipient  glaucoma  or  urinary  bladder  neck  obstruction 
as  in  prostatic  hypertrophy. 

SIDE  EFFECTS:  Blurring  of  vision,  dry  mouth,  difficult 
urination  or  flushing  and  dryness  of  the  skin  may  occur 
at  higher  dosage  levels,  rarely  at  the  usual  dose. 

*This  one  at  Oak  Creek,  Castle  Rock,  Arizona 


References:  1.  Hock,  C.  W.:  C!in.  Med.  8:1932,  1961.  2.  Marks.  L.: 
Am.  J.  Gastroenterol.  27:180,  1957.  3.  Palmer,  W.  L.,  and  Kirsner, 
J.  B.:  Therapeutics  in  Internal  Medicine,  2nd  ed.,  F.  A.  Kyser,  Ed., 
Hoeber,  New  York,  1953,  p.  368.  4.  Ryan,  J.  P.,  Jenkins,  H.  J.  and 
Robinson,  S.  M.:  J.  Pharmaceut.  Sciences  53(9):1084,  1964. 
5.  Vollmer,  H.:  Arch.  Neurol.  & Psychiat.  43:1057,  1940.  Abst. 
J.A.M.A.  115:333,  1940.  6.  Wharton,  G.  K.,  Balfour,  D.  C.,  Jr.,  and 
Osman,  K.  I.:  Postgrad  Med.  21:406,  1957. 

A.  H.  ROBINS  CO.,  INC.,  Richmond  20,  Va. 


Prescribed  by  more  physicians 
than  any  other  antispasmodic 
— well  over  5 billion  doses! 


Donnatal 


In  each  Tablet,  Capsule  In  each 

or  5 cc.  Elixir  Extentab® 

0.1037  mg.  hyoscyamine  sulfate  0.3111  mg. 

0.0194  mg.  atropine  sulfate  0.0582  mg. 


In  each  Tablet,  Capsule  In  each 

or  5 cc.  Elixir  Extentab® 

0.0065  mg.  hyoscine  hydrobromide  0.0195  mg. 
16.2  mg.  (Vi  gr.)  phenobarbital  ( 3A  gr.)  48.6  mg. 

(Warning:  May  be  habit  forming.) 


because  food  is  a factor 

J J 

in  oral  penicillin  therapy 


ihists  the  kind  of  breakfast  used 
in  the  Griffith  and  Black  study  reported 


Consider  V-Cillin  K,  the  acid-stable 
penicillin  that  is  less  affected  by  gastric 
acids  than  is  oral  penicillin  G.  In  fact, 
comparative  data  show  that  V-Cillin 
K given  with  meals  produces  blood 
levels  twice  as  high  with  just  half  the 
dose.  Such  pharmacologic  character- 
istics provide  your  patients  consist- 
ently dependable  therapy.  In  addition, 
significant  economy  is  achieved,  since 
three  to  four  times  as  much  oral  peni- 
cillin G is  required  to  assure  equivalent 
antibacterial  activity.1 

1.  Griffith,  R.S.,  and  Black,  H.R.:  Current 
Ther.  Res.,  6:253,  1964. 


Indications:  V-Cillin  K is  an  antibiotic  useful 
in  the  treatment  of  streptococcus,  pneumococ- 
cus, and  gonococcus  infections  and  infections 
caused  by  sensitive  strains  of  staphylococci. 
Contraindications  and  Precautions:  Although 
sensitivity  reactions  are  much  less  common 
after  oral  than  after  parenteral  administration, 
V-Cillin  K should  not  be  administered  to  pa- 
tients with  a history  of  allergy  to  penicillin.  As 
with  any  antibiotic,  observation  for  overgrowth 
of  nonsusceptible  organisms  during  treatment 
is  important.  Usual  Dosage  Range:  125  mg. 
(200,000  units)  three  times  a day  to  250  mg. 
every  four  hours.  Supplied:  Tablets  V-Cillin  K, 
125  or  250  mg.,  and  V-Cillin  K,  Pediatric,  125 
mg.  per  5-cc.  teaspoonful,  in  40,  80,  and  150- 
cc.-size  packages. 


V-Cillin  K® 

Potassium  Phenoxymethyl  Penicillin 

Additional  information  available  to  physicians  upon  request.  Eli  Lilly  and  Company , Indianapolis  6,  Indiana. 
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Editorials 


Foreign  graduates  in  training  in  the  United  States 


A year  ago,  in  commenting  on  foreign 
students  studying  in  United  States  medical 
schools,  we  promised  to  develop  this  further 
and  present  the  facts  on  foreign  medical 
school  graduates  engaged  in  hospital  training 


here.  Figures  released  by  the  Division  of 
Operational  Studies  of  the  Association  of 
American  Medical  Colleges  show  a steady  in- 
crease since  1950. 

Over  one  fourth  of  the  internships  filled  in 
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Effective  December  31.  1960  all  foreign-trained  physicians  applying  for  internships  and  residencies  in  U.S 
hospitals  were  required  to  have  certification  by  the  Educational  Council  for  Foreign  Medical  Graduates. 

Comparison  of  number  of  foreign-trained  physicians  in  internships  and  residencies  and  foreign-trained 
licentiates  with  number  of  new  licentiates  trained  in  the  United  States  and  Canada,  1950  to  1963. 
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1963  were  filled  by  foreign-trained  physi- 
cians, contrasted  with  one  tenth  in  1950. 
The  increase  over  1950  in  the  number  of 
residencies  filled  by  foreign-trained  physi- 
cians in  1963  was  almost  as  great  as  that  in 
the  internships.  Almost  one  fourth  of  the 
residencies  filled  in  1963  were  filled  by 
foreign-trained  physicians,  contrasted  with 
less  than  one  tenth  in  1950. 

The  figure  contrasts  the  trends  from  1950 
to  1963  in  the  United  States  in  the  number 
of  foreign-trained  physicians  in  internships 
and  residencies  and  foreign-trained  new 
licentiates  with  the  number  of  new  licen- 
tiates trained  in  the  medical  schools  of  the 


Shift  of  emphasis 

Nine  years  ago  there  were  seven  State 
hospitals  active  in  the  care  of  tuberculosis. 
Today  there  are  three.  Advances  in  drug 
treatment  that  limit  hospital  stay  and  per- 
mit follow-up  care  on  an  outpatient  basis  are 
responsible.  We  no  longer  have  need  for  the 
local  tuberculosis  sanitorium,  and  since 
1937,  21  of  these  have  closed.  Six  locally 
operated  tuberculosis  facilities  have  opened 
sections  for  the  care  of  pulmonary  conditions 
other  than  tuberculosis.  The  Ulster  County 
Tuberculosis  Hospital  and  the  Nassau 
County  Tuberculosis  Hospital  have  recently 
done  the  same.  The  attention  now  being 
focused  on  chronic  bronchitis,  bronchiec- 
tasis, bronchial  asthma,  and  emphysema  will 
result  in  better  understanding  and  treat- 
ment of  these  conditions. 


Extra  dividends  from  research 

A study  designed  by  the  United  States 
Public  Health  Service  to  uncover  minimal 
tuberculous  lesions  in  student  nurses  as  re- 
ported by  Ferebee  and  Palmer  on  the  edito- 
rial pages  of  the  American  Review  of  Respira- 
tory Diseases  has  produced  important  added 
epidemiologic  information. 


United  States  and  Canada.  If  the  num- 
ber of  graduates  of  foreign  medical  schools 
receiving  training  and  the  number  being 
licensed  in  the  United  States  continue  at 
present  levels,  these  foreign  physicians  will 
maintain  a position  of  increasing  importance 
in  the  national  pool  of  medical  manpower. 

The  numbers  now  seem  to  be  leveling  off 
but  will  not  necessarily  remain  constant. 
Changing  world  conditions  and  break- 
throughs by  American  scientists  can  alter 
the  picture  dramatically.  Excellence  is  a 
powerful  magnet.  Where  achieved  and 
maintained  in  medical  training,  it  draws  all 
else  along  behind  it. 


However,  we  can  never  rest  on  our  laurels 
as  far  as  tuberculosis  is  concerned.  There  is 
a hard  core  of  older  patients  with  moderate 
to  advanced  disease.  There  are  the  drifters 
who  abandon  treatment  and  are  difficult  to 
keep  track  of.  There  are  new  cases  cropping 
up  all  the  time.  While  the  deaths  from 
tuberculosis  are  down  from  8,761  in  1930  to 
868  in  1964,  we  still  cannot  relax  vigilance 
as  far  as  this  disease  is  concerned.  We  have 
seen  a rise  in  venereal  disease  due  to  com- 
placency-— we  must  not  see  it  here.  We 
have  the  means  at  hand  to  relentlessly  lower 
the  tuberculosis  death  rate  while  at  the  same 
time  delving  into  the  problem  of  the  non- 
tuberculous  pulmonary  disorders.  In  taking 
on  another  opponent,  let  us  keep  a watchful 
eye  on  the  one  we  have  staggered. 


Skin  tests  for  histoplasmosis  as  well  as 
tuberculosis  were  made  in  25,000  young 
women  from  all  parts  of  the  United  States 
enrolled  in  the  study.  The  data  provided 
the  basis  for  the  first  mapping  of  the  broad 
outlines  of  the  geographic  distribution  of  his- 
toplasmin  sensitivity  across  the  nation. 
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What  was  believed  to  be  a rare  and  fatal  dis- 
ease is  now  recognized  as  a widespread 
fungal  infection,  producing  a significant 
amount  of  both  acute  and  chronic  pulmonary 
disease  in  certain  parts  of  the  country. 
There  is  good  reason  to  believe  that  most  of 
the  cases  of  histoplasmosis  now  being  di- 
agnosed would  previously  have  been  ac- 
cepted as  tuberculosis. 

A further  epidemiologic  bonus  from  the 
same  study  was  the  intimation  that  in- 
fection with  virulent  tubercle  bacilli  was  not 
the  only  source  of  tuberculin  sensitivity. 
The  evidence  was  that  there  was  another 
organism  “allergenically  related  to  the 
tubercle  bacillus”  which  could  cause  a type 
of  reaction  to  tuberculin.  This  reaction  is 
now  recognized  as  due  to  various  strains  of 
atypical  mycobacteria. 

Another  important  by-product  arose  from 
a study  begun  in  1947  to  determine  the 
efficacy  of  BCG  vaccine.  As  part  of  the 
study,  200  school  children  in  Columbus, 
Georgia,  and  in  Puerto  Rico  were  tuberculin 
tested  to  find  out  which  were  tuber culin- 
negative,  or  noninfected,  and  therefore 
eligible  for  vaccination. 

A large  group  of  tuberculin-positive 
children  were  identified  and  excluded  from 
the  study. 


At  that  time,  tuberculin-positive  persons 
were  generally  regarded  as  already  protected 
by  the  immunity  provided  by  virulent  in- 
fection. The  epidemiologic  bonus  came  in 
the  first  report  published  in  1953,  when  the 
most  striking  finding  was  that  the  tuber- 
culosis rate  among  tuberculin-positive  per- 
sons was  five  times  higher  than  among  the 
unvaccinated  tuberculin-negative  persons. 
Here  was  unmistakable  evidence  that  en- 
dogenous tuberculosis  plays  the  major  role 
in  tuberculosis  in  this  country.  It  shifted 
the  position  of  the  tuberculin-positive  sub- 
jects from  the  most  protected  group  to  the 
most  vulnerable. 

Other  studies  of  the  chemotherapy  of 
tuberculosis  which,  in  addition  to  evaluating 
tuberculosis  drugs,  have  led  to  the  ac- 
cumulation of  data  showing  that  relapses  in 
drug-treated  patients  are  not  numerous  and 
that  infection  with  bacilli  resistant  to  iso- 
niazid  and  streptomycin  is  not  common  in 
this  country. 

A well-designed  research  project  is  like  the 
trawler’s  purse  seine — it  brings  up  other 
things  in  the  neighborhood.  These  added 
pieces  of  information  can,  as  we  have  seen, 
extend  our  knowledge  and  in  some  cases 
even  stimulate  a chain  reaction  of  explora- 
tion into  a new  line  of  research. 


Share 

Your 

Medical 

Journals 

with 

Colleagues 

Overseas 


The  doctors  of  the  U.S.A.  are  being  asked  to  send  their  medical  journals — 
after  they  have  read  them — to  colleagues  overseas  (Asia,  Latin  America, 
and  Africa)  who  wish  to  have  access  to  current  medical  literature  but, 
either  because  of  currency  regulations  or  actual  cost  involved,  cannot 
themselves  subscribe  to  medical  periodicals.  We  can  supply  you  with 
the  name,  address,  and  medical  specialty  of  doctors  in  these  areas  who 
would  be  happy  to  receive  these  much  wanted  journals,  particularly 
specialty  journals. 

This  is  a direct  “Doctor- to-Doctor”  program  which  is  being  promoted  by 
the  United  States  Committee  of  The  World  Medical  Association  to  help 
alleviate  the  lack  of  current  medical  publications  and  to  further  inter- 
national good  will.  Your  cooperation  in  this  program  will  be  greatly 
appreciated  and  your  contact  with  these  colleagues  in  other  countries,  we 
can  assure  you,  will  prove  very  gratifying.  If  you  wish  to  participate  in 
this  program,  send  your  name,  address,  and  titles  of  journals  you  will 
contribute  to  United  States  Committee,  The  World  Medical  Association, 
10  Columbus  Circle,  New  York,  New  York  10019. 
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Stamp  of  Approval 

on  Virtually  any  Ulcer  Regimen- 


PRO-BANTHINE 

(propantheline  bromide) 


® 


Historically,  reduction  of  acid  and  motility 
in  peptic  ulcer  has  been  approached  through 
the  use  of  antacids,  dietary  management 
and  surgery. 

Since  1953,  however,  Pro-Banthine  used 
alone  or  in  addition  to  other  measures  has 
contributed  importantly  to  achieving  both 
of  these  goals.  It  has  been  shown  repeatedly 
that  adequate  doses  of  Pro-Banthine  will  sig- 
nificantly inhibit  gastric  acid  secretion  and 
reduce  gastrointestinal  motility. 

So  dependable  have  these  actions  been  that 
now,  for  many,  standard  treatment  of  peptic 
ulcer  and  several  allied  conditions  has  be- 
come antacids  plus  Pro-Banthine,  dietary 
management  plus  Pro-Banthine,  surgery 
plus  Pro-Banthine,  or  some  combination  of 
the  three. 

Pro-Banthine  has  become  the  most  widely 


prescribed  anticholinergic  for  patients  with 
peptic  ulcer,  functional  hypermotility,  irri- 
table colon,  pylorospasm  and  biliary  dyski- 
nesia because  patients  respond  favorably  to 
its  therapeutic  actions. 

Side  Effects  and  Precautions -Urinary  hesitancy, 
xerostomia,  mydriasis  and,  theoretically,  a 
curare-like  action  may  occur.  The  drug  is 
contraindicated  in  patients  with  glaucoma  or 
severe  cardiac  disease. 

Dosage— The  maximal  tolerated  dosage  is  usu- 
ally the  most  effective.  For  most  adult  patients 
this  will  be  four  to  six  tablets  daily  in  divided 
doses.  In  severe  conditions  as  many  as  four  tab- 
lets may  be  given  four  times  daily.  Pro-Banthine 
(brand  of  propantheline  bromide)  is  supplied  as 
tablets  of  15  mg.  and,  for  parenteral  use,  as 
serum-type  ampuls  of  30  mg. 

SEARLE 

Chicago,  Illinois  60680 
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A CONSERVATIVE  Rx 
FOR  A CLASSIC  Dx 


Sudden  onset 
Anterior 

Vague  in  character 
Effort 

SuBSTERNAL 


MILTRATE* 


meprobamate  200  mg.  + pentaerythritol  tetranitrate  10  mg. 


Long-acting  coronary  vasodilation  plus 
effective  tranquilization  for 
prophylaxis  of  pain  in  angina  pectoris 


Indications:  ‘Miltrate’  is  useful  for  prophylaxis  of  pain  in  angina  pectoris,  especially  where  accompanied  or  intensified  by 
anxiety.  Contraindications:  Like  all  nitrates,  pentaerythritol  tetranitrate  should  be  avoided  or  prescribed  cautiously  for  patients 
with  glaucoma.  Previous  allergic  or  idiosyncratic  reactions  to  meprobamate  contraindicate  subsequent  use.  Precautions: 
Meprobamate  — Careful  supervision  of  dose  and  amounts  prescribed  is  advised.  Consider  possibility  of  dependence,  particularly 
in  patients  with  history  of  drug  or  alcohol  addiction;  withdraw  gradually  after  use  for  weeks  or  months  at  excessive  dosage. 
Abrupt  withdrawal  may  precipitate  recurrence  of  pre-existing  symptoms,  or  withdrawal  reactions  including,  rarely,  epilepti- 
form seizures.  Should  meprobamate  cause  drowsiness  or  visual  disturbances,  the  dose  should  be  reduced  and  operation  of 
motor  vehicles  or  machinery  or  other  activity  requiring  alertness  should  be  avoided  if  these  symptoms  are  present.  Effects  of 
excessive  alcohol  may  possibly  be  increased  by  meprobamate.  Grand  mal  seizures  may  be  precipitated  in  persons  suffering 
from  both  grand  and  petit  mal.  Prescribe  cautiously  and  in  small  quantities  to  patients  with  suicidal  tendencies.  Side  effects: 
Side  effects  of  ‘Miltrate’  administration  have  been  few,  consisting  of  headache,  nausea,  sleepiness  and  insomnia,  and  dizziness. 
Pentaerythritol  tetranitrate— The  most  common  side  effects  are  transient  headache,  nausea,  and  rash.  Weakness,  palpitation,  flush- 
ing, gastrointestinal  distress,  and  lightheadedness  have  been  reported  on  a few  occasions.  Meprobamate  — Drowsiness  may 
occur  and,  rarely,  ataxia,  usually  controlled  by  decreasing  the  dose.  Allergic  or  idiosyncratic  reactions  are  rare,  generally 
developing  after  one  to  four  doses.  Mild  reactions  are  characterized  by  an  urticarial  or  erythematous,  maculopapular  rash. 
Acute  nonthrombocytopenic  purpura  with  peripheral  edema  and  fever,  transient  leukopenia,  and  a single  case  of  fatal  bullous 
dermatitis  after  administration  of  meprobamate  and  prednisolone  have  been  reported.  More  severe  and  very  rare  cases  of 
hypersensitivity  may  produce  fever,  chills,  fainting  spells,  angioneurotic  edema,  bronchial  spasms,  hypotensive  crises  (1  fatal 
case),  anuria,  anaphylaxis,  stomatitis  and  proctitis.  Treatment  should  be  symptomatic  in  such  cases,  and  the  drug  should  not 
be  reinstituted.  Isolated  cases  of  agranulocytosis,  thrombocytopenic  purpura,  and  a single  fatal  instance  of  aplastic  anemia 
have  been  reported,  but  only  when  other  drugs  known  to  elicit  these  conditions  were  given  concomitantly.  Fast  EEG  activity 
has  been  reported,  usually  after  excessive  meprobamate  dosage.  Suicidal  attempts  may  produce  lethargy,  stupor,  ataxia,  coma, 
shock,  vasomotor  and  respiratory  collapse.  Dosage:  Usual  dosage  is  one  or  two  tablets  before  meals  and  at  bedtime.  Individual- 
ization of  dosage  is  required  for  maximum  therapeutic  effect.  Doses  above  12  tablets  daily  are  not  recommended.  (Note:  When 
titration  of  the  doses  of  the  individual  components  of  ‘Miltrate’  is  desired,  meprobamate  is  available  as  ‘Miltown’  [meproba- 
mate] tablets  and  ‘Meprospan’  [meprobamate,  sustained  release]  capsules.)  Supplied:  White  tablets,  each  containing  meproba- 
mate 200  mg.  and  pentaerythritol  tetranitrate  10  mg.  Before  prescribing,  consult  package  circular. 
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Chief  Pediatrician,  East  New  York  Dispensary 


The  usual  basis  for  the  use  of  anabolic 
steroids  in  underweight  children  is  to  induce 
weight  gain  and  well-being.  An  additional 
important  reason  for  administration  of 
anabolic  steroids  in  nutritionally  deficient 
children  is  the  specific  stimulant  effect  of 
these  compounds  on  erythropoiesis.1-5 

In  a previous  evaluation  of  anabolic  ther- 
apy in  the  management  of  underweight  in- 
fants and  children,  we  observed  a rise  in 
hemoglobin  values  as  nutrition  improved  and 
body  weight  increased.1  Anemia  or  an 
anemic  state  results  when  the  production 
rate  of  red  cells  is  less  than  the  rate  of  red 
cell  loss  or  destruction.  In  adults  the  general 
symptoms  of  anemia  are  headache,  poor 
appetite,  fatigue,  and  fainting.  In  children 
the  compensation  for  anemia  may  be  so  ef- 
fective that  these  symptoms  are  not  readily 
detectable.  Subnormal  weight  accompanied 
by  low  hemoglobin  levels  is  a common  prob- 
lem associated  with  allergy,  metabolic  dis- 
turbances, prematurity,  poor  eating  habits, 

Presented  at  the  Annual  Meeting  of  the  American  Medical 
Association,  Atlantic  City,  New  Jersey,  Section  on  Pediatrics, 
June  20,  1963. 


nandrolone  phenpropionate  was  ad- 
ministered intramuscularly  at  weekly  intervals 
for  an  average  of  ten  weeks  to  35  nutritionally 
deficient  children.  There  was  a statistically 
significant  average  increase  in  hemoglobin 
of  1.55  Gm.  per  100  cc.  There  were  no 
side-effects.  Nandrolone  decanoate,  a new 
intramuscular  anabolic  compound  effective 
at  intervals  of  three  to  four  weeks,  appears  to 
exert  erythropoietic  effects  comparable  to 
those  obtained  with  the  phenpropionate  and 
warrants  further  study. 


or  other  causes.  Specific  laboratory  tests 
and  careful  physical  examination  must  be 
performed  to  determine  the  presence  of  these 
deficiencies  and  their  causes.  Appropriate 
therapy  may  then  be  instituted  to  correct 
them. 

There  have  been  a number  of  reports  on 
erythropoietic  responses  to  androgen  therapy 
in  otherwise  refractory  anemias,2  3 anemia 
associated  with  cancer,4  aplastic  anemia,5 
and  even  sickle  cell  anemia.6  The  following 
data  concern  our  evaluation  of  the  eryth- 
ropoietic response  of  35  nutritionally 
deficient  children  to  anabolic  therapy.  The 
age  range  was  from  two  to  sixteen  years, 
median  age  was  eight  years,  and  the  average 
age  8.44  years.  There  were  18  female  and 
17  male  patients. 

Experience  with  nandrolone 
phenproprionate 

Dosage  schedule.  The  anabolic  agent 
used  was  nandrolone  phenpropionate.7-12 
Dosage  varied  according  to  the  patient’s  age 
and  size  and  in  some  instances  according  to 
the  severity  of  the  condition  being  treated. 
Our  usual  intramuscular  dose  was  1 cc. 
(25  mg.)  weekly  for  children  ten  years  old 
and  older  and  0.5  cc.  (12.5  mg.)  for  children 
under  ten  years  of  age.  The  duration  of 
therapy  varied  from  four  to  twenty-one 
weeks,  and  the  average  duration  for  all  pa- 
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HEMOGLOBIN,  Gm  per  IOO  cc. 


RED  BLOOD  CELLS,  millions 


VOLUME  OF  PACKED  RED  CELLS  per  100  cc. 


FIGURE  1.  Pretreatment  hemoglobin  levels,  red  cell  counts,  and  packed  red  cells  per  100  cc.  of  blood, 
rising  to  point  showing  levels  and  counts  after  a course  of  anabolic  therapy.  Gray  area  is  normal  range. 
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TABLE  I.  Erythropoietic  response  to  nandrolone  phenylpropionate  therapy  in  children 


In- 

Hemoglobin  crease*  Red  Blood 


(Gm. 

per 

(mg. 

Cells 

In- 

Dos- 

Dura- 

100  cc.) 

per 

Hematocrit 

(Millions) 

crease* ** 

age 

tion 

Be- 

100 

Be- 

In- 

Be- 

(Mil- 

Age 

Sex 

Diagnosis 

(mg.) 

(Weeks) 

fore 

After 

cc.) 

fore 

After 

crease  f 

fore 

After 

lions) 

13 

F 

Epilepsy 

25.0 

6 

12.5 

13.0 

0.5 

40 

42 

2 

4.3 

4.5 

0.2 

9 

F 

Malnutrition 

12.5 

9 

10.9 

12.5 

1.6 

30 

40 

10 

4.1 

4.35 

0.25 

14 

F 

Menstrual  disturbance 

25.0 

7 

9.2 

11.0 

1.8 

34 

38 

4 

3.4 

3.8 

0.4 

2.5 

M 

Gastric  disturbance,  diar- 

12.5 

10 

10.6 

12.8 

2.2 

34 

40 

6 

4.25 

rhea 

5.5 

M 

Behavior  problem 

12.5 

9 

12.2 

14.0 

1.8 

36 

40 

4 

4.35 

3.5 

M 

Gastrointestinal  upset 

12.5 

13 

12.8 

14.1 

1.3 

36 

43 

7 

4.3 

4.8 

0.5 

12 

M 

Acne 

25.0 

4 

12.2 

13.5 

1.3 

38 

44 

6 

4.1 

4.5 

0.4 

16 

M 

Allergic  rhinitis 

25.0 

8 

14.0 

14.3 

0.3 

40 

44 

4 

4.4 

4.6 

0.2 

5 

M 

Hypertrophied  tonsils  and 

12.5 

11 

10.5 

10.7 

0.2 

31 

32 

1 

4.0 

4.2 

0.2 

adenoids  (cryptic) 

5 

M 

Eczema  (allergic) 

12.5 

7 

9.0 

13.0 

4.0 

30 

42 

12 

3.85 

9 

F 

Secondary  anemia 

25.0 

11 

11.0 

14.0 

3.0 

32 

42 

10 

4.0 

12 

F 

Pinworms 

25.0 

4 

10.9 

11.2 

0.3 

34 

36 

2 

3.3 

3.85 

0.55 

4 

M 

Hypertrophied  tonsils  and 

12.5 

14 

11.6 

13.2 

1.6 

35 

40 

5 

4.2 

4.35 

0.15 

adenoids,  gastrointestinal 
allergy 

6 

M 

Asthmatic  bronchitis,  over- 

12.5 

6 

9.2 

11.0 

1.8 

33 

38 

5 

3.8 

4.45 

0.65 

weight 

14.5 

F 

Overweight,  nervous 

25.0 

5 

13.0 

14.5 

1.5 

40 

42 

2 

4.4 

4.8 

0.4 

6.5 

M 

Secondary  anemia 

12.5 

9 

10.2 

11.8 

1.6 

34 

38 

4 

3.9 

11 

F 

Gastrointestinal  allergy 

25.0 

6 

11.5 

11.5 

38 

36 

-2 

4.1 

3 

M 

Malnutrition 

12.5 

11 

8.0 

12.5 

4.5 

28 

38 

10 

3.0 

8 

M 

Enuresis 

12.5 

19 

13.5 

14.0 

0.5 

39 

44 

5 

4.6 

4.4 

-0.2 

11 

M 

Undescended  testes 

25.0 

19 

12.8 

13.8 

1.0 

38 

43 

5 

4.45 

4.5 

0.05 

10 

M 

Adiposis  genitalis 

25.0 

21 

11.0 

13.0 

2.0 

32 

42 

10 

4.0 

16 

F 

Allergic  manifestations 

25.0 

7 

12.0 

12.5 

0.5 

36 

42 

6 

4.3 

4.8 

0.5 

5 

F 

Allergic  manifestations  in 

12.5 

20 

10.0 

12.0 

2.0 

30 

40 

10 

3.5 

gastrointestinal  tract 

3 

F 

Secondary  anemia 

12.5 

9 

12.3 

12.9 

0.6 

36 

40 

4 

4.1 

4.35 

0.25 

8 

F 

Upper  respiratory  infection 

25.0 

9 

11.5 

13.2 

1.7 

33 

38 

5 

3.95 

4 

F 

Macrocytic  anemia,  nutri- 

12.5 

10 

8.5 

10.8 

2.3 

28 

34 

6 

2.9 

tional  anemia 

9 

F 

Hypertrophied  tonsils  and 

12.5 

20 

8.8 

10.9 

2.1 

29 

35 

6 

3.6 

4.3 

0.7 

adenoids,  cervical 
adenitis 

6 

F 

Pinworms 

12.5 

14 

10.5 

12.5 

2.0 

28 

35 

7 

3.4 

4.3 

0.9 

2 

M 

Celiac  disease 

12.5 

10 

10.0 

11.0 

1.0 

32 

35 

3 

3.8 

4.1 

0.3 

7 

M 

Enuresis 

25.0 

7 

12.5 

14.0 

1.5 

38 

44 

6 

4.6 

11 

F 

Secondary  anemia 

25.0 

11 

12.0 

13.6 

1.6 

33 

38 

5 

4.1 

4.25 

0.15 

2.5 

F 

Dietary  deficiency 

12.5 

6 

8.8 

11.5 

2.7 

33 

38 

5 

3.1 

12.5 

F 

Latent  tuberculosis 

25.0 

7 

9.0 

10.8 

1.8 

30 

36 

6 

3.2 

3.60 

0.4 

15 

F 

Pyuria 

25.0 

5 

9.8 

10.9 

1.1 

30 

33 

3 

3.9 

4.20 

0.3 

14 

M 

Epilepsy 

25.0 

5 

14.0 

14.5 

0.5 

42 

44 

2 

4.75 

4.85 

0.1 

* Average  increase  was  1.6. 
t Average  increase  was  5.3. 

**  Average  increase  was  0.334. 


tients  was  9.99  weeks.  A balanced  diet  was 
prescribed.  However,  no  other  medication 
such  as  iron  was  administered.  We  stressed 
adherence  to  the  diet,  but  since  the  children 
were  not  in  the  hospital,  we  had  no  accurate 
check  on  food  consumption. 

Results 

Blood  findings.  According  to  Cecil  and 
Loeb,13  “Anemia  may  be  said  to  be  present 
when  the  concentration  of  hemoglobin  in  the 
peripheral  blood  falls  below  the  normal 
range  of  14  plus  or  minus  2 Gm.  per  100  ml. 
for  adult  females  and  16  plus  or  minus  2 Gm. 
per  100  ml.  for  adult  males.  In  children, 
average  values  are  2 or  3 Gm.  lower.” 


Since  there  is  a wide  variation  in  what  is  con- 
sidered normal  hemoglobin  levels  between 
age  one  and  seventeen  we  utilized  the  work  of 
Wintrobe14  to  evaluate  the  response  of  our 
patients,  rather  than  using  a fixed  quantity 
of  hemoglobin. 

Figure  1 is  a modification  of  a chart  of  the 
normal  hemoglobin,  red  blood  cells,  and 
packed  red  cells  of  children  ages  one  to 
seventeen.14  On  this  chart  we  superimposed 
our  35  patients’  changes  in  these  areas. 
Because  of  the  variations  of  normal  hemo- 
globin during  childhood  shown  in  Figure  1, 
it  would  be  unjustified  to  classify  such  young 
patients  as  anemic  or  not  anemic  on  the  basis 
of  a fixed  number  of  grams  of  hemoglobin 
per  100  cc.  However,  using  this  more  rigid 
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TABLE  II.  Erythropoietic  response  to  nandrolone  decanoate  therapy  in  4 male  children 


Age 

Diagnosis 

Dosage 

(mg.) 

Duration 

(Weeks) 

Hemoglobin 
(Gm.  per 
100  cc.)* 
Be- 
fore After 

Increase* 
(Gm.  per 
100  cc.) 

Hematocrit 
Be- 
fore After 

Increase! 

Red  Blood 
Cells 

(Millions) 
Be- 
fore After 

In- 

crease** 

(Millions) 

7 

Gastrointestinal  allergy 

25 

3 

12.0 

14.5 

2.5 

36 

44 

8 

4.3  4.85 

0.55 

5 

Secondary  anemia 

25 

6 

10.3 

12.9 

2.6 

32 

40 

8 

3.95  4.35 

0.4 

11 

Chronic  bronchitis 

50 

7 

10.8 

12.5 

1.7 

34 

42 

8 

3.25  4.20 

0.95 

3.5 

Nervous  vomiting 

25 

6 

11.5 

13.5 

2.0 

35 

44 

9 

4 00  4.5 

0.5 

* Average  increase  was  2.2. 
t Average  increase  was  8.25. 
**  Average  increase  was  0.6. 


criterion,  16  of  the  35  patients  would  be  con- 
sidered anemic,  whereas  19  would  be  con- 
sidered low  normal. 

In  our  patients,  the  increase  in  hemoglobin 
values  was  startingly  consistent.  It  will 
also  be  noted  that  the  changes  in  hematocrits 
and  red  blood  counts  parallel  the  changes  in 
hemoglobin  values. 

Table  I presents  more  complete  laboratory 
data.  The  average  hemoglobin  was  11.03 
Gm.  per  100  cc.  prior  to  treatment  and  12.58 
Gm.  per  100  cc.  following  treatment,  an 
average  increase  of  1.55  Gm.  and  ranging 
from  no  increase  to  4.5  Gm.  The  pre-  and 
post-treatment  averages,  because  of  the 
variation  during  this  period  of  life,  are  less 
meaningful.  However,  an  increase  of  1.55 
Gm.  is  statistically  significant. 

It  has  been  noted  that  patients  with 
aplastic  anemia  may  depend  on  continuous 
testosterone  therapy  to  maintain  satisfactory 
hematopoiesis,  but  the  platelet  response  is 
slow  or  even  absent.  When  treating  such 
patients,  supportive  measures  therefore  must 
be  taken  by  transfusions  of  either  red  cells  or 
platelets.15 

Of  35  young  patients,  9 (5  girls  and  4 boys) 
had  an  increase  of  1 Gm.  of  hemoglobin  or 
less  per  100  cc.,  and  1 patient  had  no  in- 
crease. The  average  duration  of  therapy  in 
these  9 patients  was  eight  weeks,  whereas  it 
was  9.9  weeks  for  the  entire  group.  Their 
average  age  was  10.8  years,  as  compared 
with  an  average  age  for  the  whole  series  of 
8.44  years.  After  careful  examination  of 
the  individual  case  histories  we  could  find  no 
clear  reason  for  the  lesser  response  in  these  9 
patients. 

Side-effects.  No  side-effects  were  ob- 
served in  our  series  of  35  young  patients  of 
both  sexes.  Particular  attention  was  paid  to 
possible  signs  of  virilism,  but  none  appeared 
during  these  relatively  short  periods  of 
treatment.  We  observed  no  adverse  effects 


on  liver  function.  This  may  be  explained  by 
the  following  report  of  Smith  and  Johnson7: 
“Since  hepatic  dysfunction  is  sometimes  as- 
sociated with  the  administration  of  methyl- 
testosterone,  it  is  possible  that  cholestasis 
may  be  correlated  with  the  administration 
of  compounds  having  alkyl  substitutions  in 
the  alpha  position  of  the  17-carbon  atom. 
19-Nortestosterone  phenylpropionate  is  es- 
terified  in  the  beta  position.  Esterification 
in  this  position  is  not  commonly  associated 
with  hepatic  dysfunction.” 

Experience  with  nandrolone 
decanoate 

Subsequent  to  completing  this  study,  a 
new,  longer-acting  ester  of  nandrolone, 
nandrolone  decanoate,  was  made  available  to 
us.  Experimental  work  in  animals1617  and 
clinical  reports18-21  indicate  that  the  thera- 
peutic effects  of  the  decanoate  are  similar  to 
those  of  nandrolone  phenpropionate  and 
that  the  chief  difference  between  the  two 
compounds  is  the  duration  of  action.  In- 
stead of  once  each  week,  the  newer  anabolic 
is  administered  intramuscularly  only  once 
every  three  to  four  weeks.  The  material 
made  available  to  us  contained  50  mg.  of 
nandrolone  decanoate  per  cubic  centimeter, 
and  we  administered  1 cc.  (50  mg.)  to  chil- 
dren over  ten  years  of  age  and  0.5  cc.  (25 
mg.)  to  children  under  ten  years  of  age  every 
three  weeks.  The  change  in  hemoglobin  and 
hematocrit  values,  as  well  as  in  erythrocyte 
and  leukocyte  counts,  following  treatment  of 
4 nutritionally  deficient  boys  with  nan- 
drolone decanoate  for  three  to  seven  weeks 
(one  or  two  injections)  are  summarized  in 
Table  II.  Treatment  is  continuing,  and  this 
group  will  be  enlarged  for  a separate  report. 

The  only  conclusion  one  may  draw  at 
present  is  that  the  erythropoietic  response  to 
nandrolone  decanoate  appears  to  be  corn- 
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parable  to  that  obtained  with  the  phen- 
propionate  ester.  However,  the  convenience 
of  the  longer  interval  between  injections  of 
the  new  anabolic  compound  is  obvious,  and 
we  feel  that  nandrolone  decanoate  warrants 
further  study. 

Summary 

1 . Thirty-five  nutritionally  deficient  chil- 
dren were  studied  to  determine  their  eryth- 
ropoietic response  to  nandrolone  phen- 
propionate  administered  intramuscularly  at 
weekly  intervals. 

2.  The  average  hemoglobin  value  was 
11.03  Gm.  per  100  cc.  before  treatment  and 
12.58  Gm.  after  treatment,  a statistically 
significant  average  increase  of  1.55  Gm.  per 
100  cc.  over  a ten- week  period. 

3.  No  overt  virilization  or  other  side- 
effects  were  observed.  Liver  function  was 
not  altered. 

4.  Nandrolone  phenpropionate  appears 
to  be  a safe  and  effective  erythropoietic 
agent  for  supplemental  treatment  of  nutri- 
tionally deficient  children. 

5.  Nandrolone  decanoate,  a new  intra- 
muscular anabolic  compound  effective  at 
intervals  of  three  to  four  weeks,  appears  to 
exert  erythropoietic  effects  comparable  to 
those  obtained  with  the  phenpropionate  and 
warrants  further  study. 

6.  There  was  no  evidence  of  skin  irrita- 
tion or  complaints  of  pain  following  the 
injections. 

7.  In  general,  the  patients  responded  to 
the  medication  in  that  their  appetites  im- 
proved, and  in  most  instances  there  was  an 
increase  in  weight. 

8.  Anabolic  steroids  are  useful  thera- 
peutic agents,  and  the  physician  should 
acquaint  himself  with  the  recommended 
dosage,  duration  of  therapy,  and  expected 
side-effects.  Treatment  should  be  intermit- 
tent, so  that  periodic  liver  function  tests, 


sulfobromophthalein  sodium  retention, 
serum  glutamic  oxaloacetic  transaminase, 
serum  bilirubin,  and  alkaline  phosphatase 
could  be  performed.  The  drug  should  be  dis- 
continued if  any  abnormalities  appear. 

60  Plaza  Street,  Brooklyn  38 
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Control  of  edema  and  maintenance  of 
sodium  and  water  balance  are  essentials  in 
the  prevention  of  toxemia  of  pregnancy.1 
The  treatment  of  edema  of  pregnancy  by 
promoting  excretion  of  excess  sodium  is 
generally  accepted.2  The  purpose  of  this 
paper  is  to  present  a study  of  an  oral  diuretic, 
chlorthalidone,  f in  the  control  of  edema  in 
pregnancy.  Previous  reports  on  this  drug 
have  described  its  convenient  dosage 
schedule,  its  prolonged  action,  and  in  general 
its  safety  and  effectiveness  as  a diuretic  3-5 

Methods  of  study 

The  clinical  material  included  236  part- 
pay  patients,  7 of  whom  were  lost  from  the 
study.  Diuretic  therapy  was  instituted  for 

The  views  expressed  herein  are  those  of  the  authors  and  do 
not  necessarily  reflect  the  views  of  the  U.S.  Air  Force  or  the 
Department  of  Defense. 

* U.S.  Air  Force  Resident  in  Obstetrics  and  Gynecology, 
Hermann  Hospital,  Houston,  Texas.  Present  address:  134 
Blessing  Place,  Bergstrom  Air  Force  Base,  Austin,  Texas 
78743. 

t Chlorthalidone  generously  supplied  as  Hygroton  by 
Geigy  Pharmaceuticals,  Division  of  Geigy  Chemical  Corpora- 
tion, Ardsley,  New  York. 


TABLE  I.  Duration  of  treatment  with 
chlorthalidone 


Weeks  of 
Treatment 

Number  of 
Patients 

1 

127 

2 

34 

3 

26 

4 

15 

5 to  8 

23 

9 or  more 

4 

229 

one  or  more  of  the  following  reasons:  (1) 

edema  with  or  without  hypertension;  (2) 
5-pound  weight  gain  in  one  week;  (3) 
greater  than  20-pound  weight  gain  during 
pregnancy;  (4)  hypertension  with  occult 
edema;  (5)  edema  resistant  to  therapy  with 
other  oral  diuretics;  or  (6)  edema  due  to 
salt  retention. 

The  patients  were  not  urged  to  restrict 
their  salt  intake.  All  medications  were 
dispensed  personally,  the  dosage  prescribed 
being  100  mg.  every  other  day.  Each 
patient  was  checked  at  weekly  intervals 
for  clinical  edema,  weight  change,  blood 
pressure  variations,  and  symptoms  which 
could  be  attributed  to  the  medication.  In 
addition,  serum  electrolytes  were  investi- 
gated in  22  patients.  All  the  patients  in  the 
study  were  in  the  late  second  or  third  tri- 
mester. The  7 patients  who  were  incomplete 
in  this  study  delivered  prior  to  a clinic  return 
after  beginning  the  medication. 

Results  of  study 

Although  many  patients  were  treated  for 
several  weeks  (Table  I),  the  principal  pur- 
pose of  the  study  was  to  evaluate  the  effect 
of  one  to  two  weeks  of  treatment  on  body 
weight,  edema,  serum  electrolytes,  and 
serum  uric  acid.  The  effect  on  body  weight 
was  measured  after  one  week  in  175  patients 
and  after  two  weeks  in  an  additional  41 
patients.  There  was  no  significant  difference 
in  weight  change  of  these  two  groups  (t  = 
1.8,  P > 0.05)**  so  that  the  two  groups  were 
pooled  for  further  analysis  into  one  group  of 
216  patients.  Changes  in  weight  ranged 
from  minus  19  pounds  to  plus  10  pounds. 

**  P = Probability:  relative  frequency  of  a variable  in  a 
population;  t = Student  deviation,  variant  of  standard 
deviation. 
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Weight  loss  occurred  in  94  per  cent  of  the 
patients  (203  of  the  216),  the  mean  change 
in  weight  being  minus  5.9  pounds  ±0.28 
pounds.  This  change  is  statistically  highly 
significant  (P  < 0.01). 

Weight  change  was  further  analyzed  ac- 
cording to  the  degree  of  edema  present. 
Patients  were  classified  according  to  whether 
pretreatment  edema  was  marked  (3  plus,  2 
plus),  slight  (1  plus),  trace,  or  absent.  The 
results  show  a mean  weight  loss  of  8.14 
pounds  in  marked  edema,  5.65  pounds  in 
slight  edema,  and  4.8  pounds  in  the  absence 
of  frank  edema  (Table  II).  Each  of  the 
figures  represents  a statistically  highly 
significant  loss  of  weight  (P  < 0.01  in  each 
case) . In  addition,  the  weight  loss  in  marked 
edema  is  significantly  greater  than  the 
weight  loss  in  slight  edema  (t  = 3.5,  P < 0.01). 
There  is  no  significant  difference  between 
the  amounts  of  weight  loss  in  patients  with 
slight  edema  and  in  those  with  no  edema 
(t  = 1.5,  P>  0.05). 

The  results  were  further  classified  accord- 
ing to  the  degree  of  edema  remaining  after 
one  to  two  weeks  of  chlorthalidone  treat- 
ment (Table  III).  Edema  was  absent  after 
one  to  two  weeks  in  92.9  per  cent  of  42 


a study  was  made  of  the  effect  of  chlor- 
thalidone on  edema  and  excessive  weight 
gain  of  pregnancy  in  229  patients  in  the  late 
second  or  third  trimester.  In  most  of  the 
patients  a dose  of  100  mg.  every  other  day 
abolished  the  edema  in  one  to  two  weeks , and 
an  average  of  5.9  pounds  of  weight  loss  was 
obtained.  Dietary  salt  restriction  was  not 
necessary.  The  only  side-effects  were  nausea, 
weakness,  and  dizziness  in  7 patients. 


patients  presenting  signs  and  symptoms  of 
marked  edema,  88.6  per  cent  of  114  patients 
with  slight  edema,  and  96.7  per  cent  of  60 
patients  with  no  edema. 

Serum  electrolytes  (sodium,  potassium, 
and  chloride)  were  measured  before  treat- 
ment and  after  one  week  in  22  patients,  and 
serum  uric  acid  was  measured  in  17  patients. 
There  were  slight,  although  statistically 
significant,  changes  in  all  four  serum  con- 
stituents (Table  IV).  There  were  decreases 
in  the  mean  concentration  of  all  three 
electrolytes,  while  uric  acid  was  increased  in 
concentration. 

Side-effects  were  observed  in  7 of  the  229 


TABLE  II.  Change  in  weight  during  treatment  with  chlorthalidone,  pretreatment  status 


Weight  Change  After 
One  to  Two  Weeks  (Pounds) 

Marked  Edema 

(3  + , 2 + ) 

Slight  Edema 
(1  + , Trace) 

Absence  of 
Frank  Edema 

Totals 

— 16  or  more 

1 

1 

0 

2 

-11  to  -15 

12 

5 

3 

20 

- 6 to  - 10 

17 

49 

22 

88 

-1  to  -5 

11 

54 

28 

93 

0 

0 

1 

2 

3 

+ 1 to  +5 

0 

3 

5 

8 

+ 6 to  +10 

1 

1 

0 

2 

Totals 

42 

114 

60 

216 

Average  weight  change 

-8.14 

-5.63 

-4.8 

-5.9 

Standard  error 

±0.75 

±0.34 

±0 . 48 

±0.28 

t 

10.9 

16.6 

10.0 

21.1 

P 

<0.01 

<0.01 

<0.01 

<0.01 

TABLE  III.  Response  of  edema  to  treatment  with  chlorthalidone 

, Edema  After  One  to  Two  Weeks ' 

. None  Trace « 1+ ^ 2 + ' 


Pretreatment 

Edema 

Total 

Treated 

Num- 

ber 

Per 

Cent 

Num- 

ber 

Per 

Cent 

Num- 

ber 

Per 

Cent 

Num- 

ber 

Per 

Cent 

Marked  (3  + , 2 + ) 

42 

39 

92.9 

2 

4.8 

0 

0 

1 

2.4 

Slight  (1  + , ±) 

114 

101 

88.6 

8 

7 

4 

3.5 

1 

0.9 

None 

60 

58 

96.7 

2 

3.3 

0 

0 

0 

0 

Totals 

216 

198 

91.7 

12 

5.6 

4 

1.9 

2 

0.9 
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TABLE  IV.  Changes  in  serum  constituents  after  chlorthalidone  treatment 


Condition 

Sodium 

Potassium 

Chloride 

Uric  Acid 

Number  of  patients 

22 

22 

22 

17 

Pretreatment 

138.3 

4.30 

102.9 

4.22 

Posttreatment  (1  week) 

133.4 

3.94 

99.2 

5.06 

Difference 

-4.9 

-0.36 

-3.7 

+ 0.84 

Standard  error 

±1.3 

±0.12 

±1.3 

±0.28 

t 

3.76 

3 

2.89 

3 

P 

<0.01 

<0.01 

<0.01 

<0.01 

Number  of  patients  with: 
Increased  concentration 

2 

3 

4 

13 

Decreased  concentration 

17 

17 

16 

3 

No  change 

3 

2 

2 

1 

TABLE  V.  Side-effects  of  treatment 


Condition 

Number 
of  Patients 

Per  Cent 

Total  treated 

229 

100 

Total  with  side-effects 

7 

3.1 

Type  of  effect 
Nausea 

5 

2.2 

Vomiting 

1 

0.4 

Fatigue 

2 

0.9 

Weakness 

3 

1.3 

Dizziness 

2 

0.9 

patients  treated  with  chlorthalidone  in  this 
study  (3.1  per  cent),  (Table  V).  It  should 
be  noted  that  these  did  not  all  occur  during 
the  first  week  of  treatment. 

Comment 

The  prompt  recurrence  of  edema  on  dis- 
continuance of  the  diuretic  in  many  patients 
demonstrates  the  strong  control  that  had 
been  in  effect  previously  and  shows  that  the 
underlying  pathologic  physiology  is  still 
present.  When  the  patients  were  restarted 
on  chlorthalidone,  the  response  was  good. 


It  was  our  clinical  impression  that  patients 
who  had  been  on  diuretics  prenatally  did 
better  when  the  diuretic  was  gradually 
withdrawn  postpartum.  Except  for  weak- 
ness and  dizziness  in  5 of  the  229  patients,  no 
cases  of  poor  tolerance  to  the  medication  were 
encountered. 

Summary 

Chlorthalidone  was  tested  for  its  effect  on 
the  edema  and  excessive  weight  gain  of 
pregnancy.  A dose  of  100  mg.  every  other 
day  abolished  the  edema  in  one  to  two  weeks. 
An  average  of  5.9  pounds  of  weight  loss  was 
obtained.  Dietary  salt  restriction  was  not 
necessary  for  these  excellent  results. 
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Complexity  remains  the  central  problem 
of  the  biologic  sciences,  and  in  medicine 
several  technics  are  being  used  in  attempts 
at  solutions.  Instrumental  development 
for  biomedical  research  is  making  rapid 
advances.  Computers  are  employed  in  a 
variety  of  ways,  including  mathematical 
model-making,  information  storage  and  re- 
trieval systems,  and,  diagnostically,  in 
those  conditions  that  lend  themselves  to 
numerical  coding  and  analysis.1-3  Set  the- 
ory logic  has  been  applied  to  the  symptom- 
diagnosis  relationship  by  Feinstein,4  areas 
of  interaction  producing  subsets  and  the 
resulting  Venn  diagrams,  leading  to  what 
is  termed  the  “total  spectrum”  of  a disease. 

At  all  levels,  model-making  has  long  en- 
joyed popularity  for  giving  insight  into 
complex  systems.  Furthermore,  today,  sci- 
ence is  studying  complexity  as  a subject 
in  its  own  right.  Prominent  among  the 
methods  of  study  is  cybernetics.5  This 
report  attempts  a synthesis  of  these  two 
approaches  to  complexity  by  the  experi- 
mental application  of  a cybernetic  model 
theory  to  some  organizational  and  causality 
problems  of  psychiatry  and  general  medicine. 
Later  reports  will  concern  other  applications 
to  medicine. 


Problems  of  model-making 

The  essential  problem  in  modeling  is 
combining  simplicity  with  validity  so  that 
neither  objective  is  seriously  compromised. 
Model  theory  is  necessarily  incomplete, 
for,  as  Cohen6  once  observed,  “If  any  theory 
were  as  complicated  as  the  actual  facts, 
it  would  have  no  real  value.” 

Models  are  based  on  the  concept  of 
“isomorphism,”  a relationship  between  the 
model  and  the  system  under  study  such 
that  the  model  is  similar  in  pattern  or  form 
to  some  important  aspect  of  the  more  com- 
plex system.  The  danger  of  too  literal 
an  interpretation  of  certain  models,  which 
thus  tend  to  become  identified  with  a sys- 
tem, is  well  known  but  easily  avoided  if 
kept  in  mind. 

Feedback  in  cybernetics 

Cybernetics,  or  “ steer manship,”  was  de- 
fined by  Wiener7  as  “the  science  of  control 
and  communication  in  the  animal  and  the 
machine.”  It  is  essentially  a theory  of 
living  and  nonliving  systems  that  is  con- 
cerned not  with  their  purely  physical  as- 
pects but  with  their  behavior.5 

A basic  cybernetic  mechanism  is  “feed- 
back.” This  is  the  process  of  transferring 
energy  or  information  from  the  output  of  a 
circuit  to  its  input  and  is  a generally  ac- 
cepted control  mechanism  in  all  types  of 
self-regulating  systems  that  use  closed- 
loop,  negative  feedback  networks.8 

Although  it  found  wide  application  in 
engineering  circuits,  this  same  regulatory 
mechanism  was  recognized  at  an  early  stage 
as  the  model  for  the  physiologic  processes 
of  homeostasis.  Regulation  of  body  tem- 
perature, blood  glucose,  water  balance, 
many  nervous  reflex  processes,  and  numer- 
ous enzyme  reactions  are  a few  examples 
of  feedback  control.  In  general,  these 
systems  operate  by  correction  of  random 
disturbances  or  deviations  from  a system- 
defined  normal  by  transferring  information 
of  such  happenings  back  to  a control  center, 
which  then  initiates  a corrective  action. 
A simple  example  is  the  average  home  heat- 
ing system,  which  corrects  temperature 
deviations  by  thermostatic  on-off  signals. 
Most  homeostatic  processes  would  be  de- 
scribed as  similar  deviation-counteracting 
regulatory  mechanisms. 
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A second  type  of  feedback  process  re- 
cently has  been  given  prominence  by 
Maruyama.9  This  is  positive  or  deviation- 
amplifying  and  therefore  opposite  in  its 
effect  to  the  controlling  or  negative  feedback 
networks.  Such  mechanisms  behave  as 
follows:  To  a system  at  equilibrium,  an 

initial  small  “kick”  or  deviation  occurs; 
this  then  becomes  amplified  by  positive 
feedback  influences,  resulting  in  a relatively 
large  change  from  the  original  state.  Often, 
a controlling  process  then  takes  over,  es- 
tablishing a new  equilibrium.  There  are 
many  examples  of  this  feedback  mechanism, 
consideration  of  which  has  been  termed  the 
“second  cybernetics.”  Such  phenomena  as 
war,  localized  growth  of  populations,  eco- 
nomic development  of  backward  nations,  and 
accumulation  of  capital,  as  well  as  many 
diseases  and  psychiatric  conditions,  may 
be  considered  examples  of  positive  feedback 
systems,  or  D.A.M.C.P.  (deviation-amplify- 
ing mutual  causal  processes). 

The  common  terms  “snowball  effect” 
or  “vicious  circle”  are  generally  descrip- 
tive. It  is  important  to  distinguish  this 
process  from  mere  change,  in  which  the 
forces  affecting  a system  have  no  mutual 
causal  relationship  with  any  of  its  parts. 
To  be  deviation-amplifying  through  mutual 
causation,  the  process  must  be  of  the  general 
type  in  which  initial  deviation,  Db  causes  a 
second  change,  D2,  which  then  loops  or  feeds 
back,  directly  or  through  intervening  ele- 
ments, to  cause  a larger  change  in  Di. 

The  study  of  feedback  loop  mechanisms 
includes  the  concept  of  several  elements  in  a 
loop,  some  positive  or  amplifying  and  some 
negative  or  counteracting.  An  odd  number 
of  negative  influences  in  a loop  makes  it 
counteracting,  while  an  even  number  balance 
each  other  out  and  make  the  loop  positive  or 
amplifying.*  Complex  systems  may  have 
many  such  networks  in  simultaneous  opera- 
tion, but  the  over-all  effect,  whether  amplify- 
ing or  counteracting,  depends  on  the  relative 
strengths  of  the  various  loops.9 


Medical  applications  of  feedback  theory 

Causality.  The  classic  view  of  causal- 
ity, namely,  that  similar  effects  always  re- 
sult from  similar  causes,  was  carried  over 
into  medicine  by  Pasteur  and  Koch  as  the 

* Except  where  indicated  otherwise,  all  loops  in  figures  pre- 
sented in  this  report  are  understood  to  be  positive. 


FIGURE  1.  Placebo  effect  model.  Elements  (P) 
and  (S)  are  shown  separately,  although  they  could 
be  combined.  (P)  shown  as  the  initial  event  only, 
while  (S)  takes  part  in  feedback  loop  process. 
Feedback  shown  as  separate  element  to  emphasize 
its  role,  but  loop  could  be  continuous  (E-S)  without 
altering  meaning. 


one-microbe-one-disease  theory.  This 
was  an  advance  over  previous  ideas,  but 
it  became  evident  that  the  human  substrate 
on  which  these  microbial  agents  acted  also 
was  important,  and,  further,  that  internally 
generated  forces  could  amplify  or  nullify  the 
effects  of  disease  and  even  produce  diseases 
sui  generis.10  Peptic  ulcer,11  hypertension, 
certain  skin  disorders,  and  most  psychiatric 
conditions  are  well-known  examples  of  the 
latter.  Now,  with  the  help  of  positive  feed- 
back loop  concepts,  classical  causality  may 
be  altered  realistically  to  state  that  like 
causes  may  result  in  unlike  effects  and  vice 
versa,  depending  on  whether  a D.A.M.C.P. 
or  positive  feedback  mechanism  is  initiated; 
or,  in  terms  of  probability,  that  a small 
deviation  of  high  probability  may  result  in  a 
large  deviation  of  low  probability  via  posi- 
tive or  amplifying  feedback  networks. 9 

Psychiatry.  Psychiatry  has  played  a 
large  role  in  undermining  classic  causality, 
for  it  was  obvious  to  psychiatrists  that  not 
only  do  similar  causes  not  always  result  in 
similar  effects,  but  also  that  similar  effects 
frequently  are  the  result  of  dissimilar  causes. 
However,  while  steering  thought  away  from 
overestablished  specificity,10  psychiatry  has 
not  provided  a generally  accepted  causality 
model  but  has  only  conceived  “of  a series  of 
causes  that  must  in  some  way  act  together 
to  produce  disease.”12  The  internally  gen- 
erated disorders  and  vicious  circles  found  in 
this  field  appear  to  offer  numerous  op- 
portunities for  the  use  of  the  positive  feed- 
back loop  network  or  D.A.M.C.P.  as  a 
dynamic  model.  The  complex  causation 
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FIGURE  2.  Placebo  narcotics  model.  This  differs 
from  Figure  3 only  in  the  addition  of  positive  loop 
(N-E)  representing  the  direct  narcotics  effect. 
Feedback  shown  as  separate  elementto  emphasize 
its  role,  but  loop  could  be  continuous  (E-S)  without 
altering  meaning. 


recognized  in  psychiatric  conditions  may 
benefit  from  this  theory.  Moreover,  there 
is  a recognized  need  for  new  theories  of 
behavior  and  therapy  to  supplement  the 
psychoanalytic  model,  which  shows  signs 
of  having  achieved  maximum  usefulness.13 

The  placebo  effect.  Applied  to  this  phe- 
nomenon, the  positive  feedback  model 
(Fig.  1)  could  be  described  as  follows: 
(1)  Accompanied  by  suggestion,  an  inert 
agent  (P)  is  given.  (2)  When  the  suggestion 
is  positive,  that  is,  that  there  will  be  a spe- 
cific effect  (E),  such  an  effect  is  experienced. 
This  is  the  hypnotic  or  suggestive  portion 
of  the  loop  (P-S-E).  (3)  (E)  initiates  the 

positive  feedback  process  (E-F-S),  which 
reinforces  the  original  suggestion,  thus 
rendering  it  more  effective,  and  so  forth, 
in  a closed-loop,  amplifying  mutual  causal 
circuit  (P-S-E-F-S-E-F-S,  and  so  on). 

This  same  general  model  theory  also  could 
serve  for  other  presumably  suggestive  phe- 
nomena, such  as  hypnosis,14  “voodoo” 
death,15  and  similar  death-producing  emo- 
tional crises. 16  The  observation  that  placebo 
effects  increase  with  stress17  is  consistent 
with  the  model  if  it  also  is  postulated  that 
suggestibility  and  feedback  are  heightened 
under  stress.  Relevantly,  it  has  been  found 
that  placebo  “side-effects”  are  more  com- 
mon in  well  persons  than  in  patients,  the 
former  presumably  fearing  such  incidents, 
the  latter  hoping  for  relief.18  Thus,  the 
importance  of  “set”  or  attitude  of  recep- 
tivity, as  observed  in  hypnosis,19  apparently 
also  operates  in  the  placebo  effect  as  well, 
indicating  the  close  relationship  between  the 
two  phenomena.  Beecher’s20  finding  that 


small  doses  of  narcotic  drugs  are  more  ef- 
fective in  pathologic  than  in  experimental 
pain  is  illustrated  in  Figure  2.  This  model 
applies  the  idea  that  a placebo  effect  rein- 
forces the  narcotic  effect  in  such  cases, 
making  use  of  the  view  that  pathologic  pain 
is  a complex  subjective  experience  rather 
than  a simple  sensation.21 

Medical  literature  about  placebo  effects 
has  increased  recently,  and  the  definition  of 
placebo  now  proposed  is:  “any  therapeutic 
procedure  (or  agent)  which  has  an  effect  on 
a symptom,  disease,  or  patient  but  which  is 
objectively  without  specific  activity  for  the 
condition  being  treated.”22 

The  various  states  that  have  been  found 
to  correlate  with  positive  and  negative 
placebo  effects,  such  as  stress,  anxiety, 
physician-patient  relationships,  the  presence 
or  absence  of  disease,  and  so  on,  call  for 
parsimonious  explanation  under  one  general 
principle.  Suggestion  is  the  only  obvious 
principle  possessing  the  requisite  generality, 
and  it  is  therefore  employed  here,  with 
positive  feedback  network  reinforcement, 
to  provide  a model  theory  for  the  placebo 
effect.  The  observation  that  certain  tests 
for  suggestibility  do  not  always  correlate 
with  placebo  effects23  does  not  rule  this 
theory  out,  for  it  has  properly  been  sug- 
gested that  the  placebo  effect  in  a clinical 
situation  is  quite  different  from  that  in  the 
laboratory. 22  The  tentative  conclusion  here, 
based  on  model  theory,  is  that  hypnosis,  the 
placebo  effect,  and  other  related  suggestive 
phenomena  are  essentially  the  same  mech- 
anism, differing  only  in  externals.  Thus, 
we  find  pills  (or  procedures)  and  suggestion 
in  the  placebo  effect,  while  purer  suggestion 
with  a minimum  of  props  or  “gimmicks” 
prevails  in  hypnosis.  All  the  variables 
found  to  play  a role  in  the  placebo  effect 
thus  are  presumed  by  this  theory  to  operate 
through  their  effects  on  suggestibility. 

The  nature  of  the  “feedback”  predicated 
in  Figures  1 and  2 is  uncertain,  but  it  may 
be  thought  of  as  proprioceptive  information 
concerning  the  state  of  the  body  transferred 
as  input  to  the  brain.  Since  the  state  of 
the  body  has  already  been  altered  by  sug- 
gestion, the  reinforcing  effect  of  such  feed- 
back information  on  the  subsequent  (and 
further  modulating)  output  of  the  brain 
becomes  logically  apparent. 

Drug  addiction.  The  process  of  drug 
addiction  may  plausibly  be  modeled  as  a 
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FIGURE  3.  Drug  addiction  model.  Note  two  loops 
marked  negative. 


D.A.M.C.P.  or  positive  feedback  network 
as  follows  (Fig.  3): 

(1).  The  individual  at  equilibrium  is 
exposed  to  a dose  or  doses  of  an  addictive 
drug.  This  is  the  initial  “kick”  or  devia- 
tion. (2)  Changes  are  produced  in  the  in- 
dividual that  are  amplified  by  positive 
feedback  mechanisms  through  at  least  two 
loops,  one  of  pleasure-craving  (N-P-Cr-N) 
and  another  of  cellular  dependency  (N-Ce- 
W-Cr-N).  (3)  A large  change  takes  place 
in  the  original  state  of  the  individual.  This 
is  the  state  of  addiction. 

A negative  counteracting  loop  is  shown 
(N-C-I-N)  (Fig.  3).  This  demonstrates 
how  increased  drug  use  also  increases  the 
cost,  making  the  drug,  in  turn,  less  ac- 
cessible, thus  tending  to  reduce  its  use. 
Therefore,  any  increase  in  drug  use  is 
counteracted  through  increased  cost  and 
resulting  inaccessibility.  On  the  other  hand 
any  decrease  in  drug  use  is  itself  counter- 
acted by  an  increase  in  withdrawal  sym- 
toms,  since  loop  N-W  is  also  negative. 
Since  these  two  counteracting  loops  tend  to 
nullify  each  other,  this  leaves  unopposed 
the  two  positive  or  amplifying  loops,  N- 
P-Cr-N  and  N-Ce-W-Cr-N.  In  the  latter, 
increased  drug  use  amplifies  itself  by  in- 
creasing cell  dependency,  which  tends  to 
increase  withdrawal  reactions  and  there- 
fore results  in  more  drug  craving.  Loop 
N-P-Cr-N  might  be  termed  the  “per- 
sonality dependency”  loop,  in  which  de- 
creased inhibition  and  other  pleasurable 
effects  of  drug  use  in  certain  persons  lead 
to  craving  and  more  drug  use. 

Such  an  addiction  model  is  a composite, 
embodying  the  theory  of  true  narcotic 
cellular  addiction,24’  25  as  well  as  the  lesser 
addictions.  Nevertheless,  the  possibility 


FIGURE4.  Neurosis  model.  “Anxiety”  as  used  in 
model  represents  collectively  other  neurotic  feel- 
ings as  well. 


exists  that  the  proposed  positive  (neuro- 
chemical?) feedback  secondary  to  with- 
drawal effects  of  narcotically  addicted  cells 
may  operate  to  some  extent  in  the  case  of 
alcohol,  tobacco,  and  other  “habit-forming” 
drugs  as  well. 

This  positive  feedback  theory  of  drug 
addiction,  demonstrating  how  amplification 
is  achieved  by  mutual  causal  processes, 
provides  a model  that  corroborates  the 
clinical  impression  of  a strongly  amplifying 
process.  An  addictive  drug  thus  may  be 
defined,  somewhat  tautologically,  as  one 
having  the  property  of  easily  establishing 
a positive  feedback  network.  The  model 
also  illustrates  why  the  first  relapse  tends 
to  defeat  attempts  at  cure,  since  this  repre- 
sents the  initial  “kick”  of  a deviation- 
amplifying  process. 

Neurosis.  A recent  study  emphasized 
the  role  of  a “thinking  disorder”  in  the 
causation  of  neurosis,  but  it  was  contended 
that,  while  recognition  of  cognitive  changes 
in  neurosis  is  of  value,  making  this  into  a 
theory  of  single  causation  merely  perpetuates 
an  unnatural  separation  of  emotion  and 
reason,26-  27  This  separation  is  made  un- 
necessary by  a positive  feedback  loop  or 
neurocybernetic  theory  of  neurosis,  as  fol- 
lows (Fig.  4): 

1.  To  an  individual  under  normal  con- 
trolling influences,  an  initial  “kick”  is  ap- 
plied. This  initial  deviation  may  be  caused 
by  various  forces:  threat  of  bodily  harm, 
threat  of  withdrawal  of  love,  damage  to 
the  ego,  and  so  on,  or  any  combination 
thereof  and  may  be  repetitive. 
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2.  By  positive  feedback  networks  in 
which  many  different  emotional  and  cogni- 
tive elements  influence  other  elements  and 
each  other,  a D.A.M.C.P.  sets  in,  overcomes 
controlling  forces,  and  is  the  actual  “cause” 
of  the  neurosis. 

3.  Counteracting  forces  or  negative  feed- 
back networks  gain  control  at  some  point, 
establishing  a new  equilibrium. 

4.  The  new  equilibrium  or  neurosis 
probably  is  maintained  at  a more  costly 
energy  level;  that  is,  stronger  controlling 
forces  are  required  to  preserve  the  balance. 

The  term  “threat”  is  used  generically  in 
this  model  and  includes  associational  threats 
or  pseudostimuli  that  arouse  neurotic  feel- 
ings by  virtue  of  their  resemblance  to  the 
original,  the  development  of  many  such 
secondary  stimuli  being  typical  of  neurosis. 26 
The  causal  mechanism  of  this  association  may 
be  conceptualized  as  a series  of  transforma- 
tions in  the  brain  whereby  the  original 
stimulus  or  threat  “t”  transforms  to  ti,  t2, 
t3 . . . tn  in  a stepwise,  one-many  corres- 
pondence, according  to  some  similarity 
scale,  the  most  remotely  associated  stim- 
ulus presumably  being  interpreted  as  a re- 
mote threat.  The  extent  of  this  associa- 
tional construction  is  related  to  many  fac- 
tors, including  intelligence,  strength  and 
duration  of  the  original  stimulus,  previous 
conditioning,  and  others  more  obscure.  The 
whole  question  of  such  associational  net- 
works constitutes  one  of  the  fundamental 
problems  for  any  theory  of  neurosis. 

As  in  other  examples,  this  model  does 
not  “explain”  such  a complex  psychic  sys- 
tem. Questions  about  between-individual 
and  within-individual  variations  in  sus- 
ceptibility to  this  condition  are  outside  the 
scope  of  this  model.  Moreover,  merely  to 
complete  the  model  itself  would  require 
addition  of  all  the  usual  counteracting  or 
negative  feedback  influences  that  keep  the 
psyche  in  a normal  state. 

Nevertheless,  although  there  is  a danger 
of  the  model’s  becoming  as  complicated 
as  the  disease,  this  theory  may  offer  insight 
into  the  disease  dynamics  and  causal  re- 
lationships. For  example,  resistance  to 
therapy  in  model  form  is  understood  to  be 
merely  the  ordinary  resistance  to  change  of 
any  state  of  equilibrium.  Neurocirculatory 
asthenia  and  similar  complaints  may  be 
related  to  the  (hypothetically)  large  ex- 
penditure of  energy  required  to  maintain  the 
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FIGURE  5.  Asthma  model.  “Asthma”  as  used 
in  loop  network  is  synonymous  with  bronchiolar 
spasm  and  wheezing. 


new  state.  “Thinking  disorder”  is  a con- 
cept that  fits  the  feedback  model  of  neurosis, 
forming  a loop  arrangement  with  equivalent 
emotional  states  (A-C-A)  and  also  entering 
into  a mutual  causal  relationship  with  cer- 
tain neurotic  personality  traits  and  their 
derivatives  (C-P-U-C).  Other  amplifying 
positive  feedback  loops  that  appear  valid 
are  A-S-A  and  A-S-P-U-A,  in  which  anxiety 
and  its  bodily  correlates  form  a mutual 
causal  process,  and  these  somatic  changes 
also  amplify  certain  personality  traits. 
Whether  or  not  one  should  separate  anxiety 
from  its  bodily  correlates  is  not  critical  to 
this  model.  Parenthetically,  the  finding  of 
positive  feedback  circuits  in  the  limbic 
lobe  of  the  human  cortex,  an  area  that  sub- 
serves various  emotional  and  viscerosomatic 
functions,  by  using  evoked  potential  re- 
sponses is  an  indication  that  the  neuro- 
cybernetic  approach  to  neurosis  is  not 
merely  philosophical. 28 

In  addition  to  the  thinking  disorder  that 
forms  an  important  element  in  the  general 
neurosis  positive  feedback  network,  there 
are  other  fragmentary  kinds  of  cognitive 
abnormality  with  an  accompanying  mutu- 
ally reinforcing  phobia.  An  example  that 
comes  to  mind  is  the  highly  rationalized 
but  disordered  thinking  apparent  in  the 
antifluoridation  arguments  of  many  in- 
telligent persons.  It  has  been  suggested 
that  these  people  have  an  irrational  fear  of 
“science”  as  a stereotypic  menacing  entity,29 
and  the  role  of  association  in  the  phobic 
process  is  well  known.  A phobia  with 
associated  cognitive  disorder  may  then  be 
modeled  as  a single  feedback  loop  or  frag- 
mentary neurosis,  bearing  a relation  to  the 
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general  disease  that  is  similar  to,  for  ex- 
ample, the  relation  an  isolated  allergy  to  a 
certain  pollen  bears  to  a major  allergic 
disease  such  as  asthma. 

Asthma.  Asthma  is  a syndrome  of  com- 
plex causation  that  also  may  be  considered 
under  feedback  model  theory.  It  has  been 
said  that  we  know  much  more  about  the 
pathologic  physiology  of  asthma  than  we 
do  about  its  causation.30  There  has  been 
recognition  of  a mutual  causal  process  op- 
erating in  asthma,  in  that  observers  have 
seen  that  bronchitis  “causes”  asthma,  while 
in  the  elderly  patient  with  obstructive  lung 
disease,  asthma  “causes”  bronchitis.31  Psy- 
chic disturbances  and  asthma  likewise  have 
been  suspected  of  having  a similar  relation- 
ship.32 

Here  it  is  proposed  that  asthma  be  viewed 
frankly  as  a D.A.M.C.P.  and  that  a positive 
feedback  loop  model  may  be  constructed 
which  will  indicate  the  probable  causal  re- 
lationships (Fig.  5).  While  only  general 
validity  is  claimed,  some  loops  appear  de- 
fensible. For  example,  consider  loop  A- 
B-Em-E-A,  in  which  asthma  amplifies  itself 
through  the  intermediary  influence  of  bron- 
chitis, emphysema,  and  emotional  reaction. 
Several  simple  feedback  loops  are  presented 
with  only  two  mutual  causal  elements; 
for  example,  asthma  leads  to  bronchitis, 
which  causes  more  asthma  (A-B-A),  and 
asthma  induces  an  emotional  reaction, 
which  causes  more  asthma  (A-E-A).  It  is 
also  apparent,  as  in  other  positive  feedback 
mechanisms,  that  an  initiating  force  or 
“kick”  at  any  loop  element  may  suffice  to 
start  the  entire  amplifying  disease  process. 

In  children  with  intractable  asthma,  the 
ratio  of  psychic  to  somatic  influences  varies 
widely,  and  thus  it  is  reasoned  that  the 
emphasis  in  therapy  should  vary  in  similar 
fashion.32  However,  if  acute  asthma  is  a 
mutual  causal  process,  it  could  likewise  be 
argued  that  the  initiating  element,  whether 
psychic  or  somatic,  is  not  overly  important; 
that  is,  therapy  as  applied  to  the  disease 
model  should  be  directed  toward  any  ele- 
ment in  the  loop  network — obviously,  the 
more  the  better — rather  than  attempting  to 
isolate  and  treat  “the”  cause.  Thus,  anti- 
biotics help  control  asthma  by  interrupting 
loop  A-B-A  at  point  B;  sedatives  are 
beneficial  by  reducing  psychic  feedback  in 
loop  A-E-A;  and  steroids  assist  by  reducing 
the  allergic  tissue  reaction  in  loop  A-B-Al-A. 


FIGURE  6.  (Left)  Kinematic  graph  of  Figure  1. 
(Center)  Kinematic  graph  of  Figure  2.  (Right) 
Kinematic  graph  of  Figure  4. 


This  therapeutic  argument  from  feedback 
loop  theory  thus  is  used  and  corroborated 
in  actual  practice. 

Comment 

A disease  model  based  on  feedback  loop 
mechanisms  may  be  described  as  a two- 
dimensional  closed  loop  construction  of 
vectors  by  which  certain  organizational  and 
causal  relationships  of  medical  systems  may 
be  demonstrated.  The  resemblance  to  kine- 
matic graphs  of  transformations  as  studied 
under  transducer  theory,  “black  box”  prob- 
lems, and  other  subjects  treated  by  cyber- 
netics will  also  be  apparent.  Kinematic 
forms  of  the  placebo  effect,  placebo-narcotic 
effect,  and  neurosis  models  appear  in  Fig- 
ure 6. 

Whether  the  kinematic  graph  or  the 
closed  loop  model  is  preferred  may  be 
a matter  of  taste.  The  kinematic  is  more 
compact,  while  the  closed  loop  models  as 
shown  allow  room  for  written  explanations 
and  also  to  indicate  whether  the  feedback 
influence  is  positive  or  negative. 

Such  constructions  supply  no  new  data 
but  instead  represent  logical  hypothetical, 
and  novel  arrangements  of  material  al- 
ready known.  The  kind  of  influence  be- 
tween two  elements,  whether  amplifying  or 
controlling,  is  shown  by  positive  ( + ) or 
negative  ( — ) signs  respectively,  and  the 
closed  loop  circuit  signifies  the  mutual  causal 
relationship  between  all  the  loop  elements, 
each  influence  returning  back  on  itself  via 
the  intervening  ones. 

If  it  were  desired,  a distinction  could  be 
made  between  those  forces  within  the  body 
and  those  external  to  it.  However,  for  the 
purposes  of  modeling  the  organization  of  a 
disease  system,  such  a distinction  is  un- 
necessary. 

The  definition  of  feedback  deserves  further 
consideration  here.  It  was  defined  earlier 
in  engineering  terms  of  actual  circuits  in 
which  feedback  occurs  between  elements 
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that  are  physically  connected.  It  is  ob- 
vious, however,  that  we  are  using  the  term 
more  generally  to  indicate  any  influential 
flow  back  to  an  initiating  point  and  that 
“circuit”  applies  equally  generally  to  the 
logical  or  loop  construction  model  of  any 
system  in  which  feedback  occurs.  Thus, 
feedback  must  be  defined  contextually,  its 
exact  definition  being  case-specific. 

Granted  that  cybernetics  is  a potential 
source  of  medical  models,  are  such  models  of 
any  real  value?  To  this  observer  there  ap- 
pear to  be  several  advantages  to  medical 
model-making  at  this  level.  First,  models 
are  already  highly  regarded  as  teaching  aids 
in  other  sciences,  and  it  is  therefore  possible 
that  the  construction  of  models  to  simulate 
disease  processes  might  be  of  similar  value. 
As  an  assignment,  formation  of  a proper 
disease  model  would  require  detailed  knowl- 
edge of  the  disease  and  logical  reasoning  and 
would  give  the  student  a chance  to  form 
hypotheses- — all  worth-while  educational 
goals  in  the  training  of  physicians. 

A second  advantage  of  medical  models, 
specifically  the  feedback  loop  variety,  is  the 
insight  they  may  give  into  the  study  of 
disease  organization.  Further,  in  the  numer- 
ous diseases  of  complex  causation,  the  posi- 
tive feedback  or  deviation-amplifying  process 
seems  peculiarly  suitable  as  a key  to  the 
resolution  of  some  causality  problems. 

While  many  applications  of  cybernetic 
theory  involve  complicated  mathematical 
procedures,  the  fundamental  idea  of  feed- 
back control  or  amplification  is  a simple 
one,  and  it  is  at  this  level  that  disease 
model-making  may  be  most  useful. 

Other  opportunities  exist  for  similar  use 
of  this  model  prototype.  Complex  disease 
conditions  in  which  many  interrelated 
causal  factors  operate,  such  as  arteriosclero- 
sis, coronary  artery  disease,  and  tobacco- 
related  disorders,  might  benefit  from  ap- 
plication of  this  same  model  theory.  Peptic 
ulcer  is  already  being  studied  as  a disease 
of  abnormal  “circuitry,”  in  which  positive 
feedback  occurs,  both  within  the  central 
nervous  system  as  well  as  from  the  target 
area  itself.33  Certain  dramatic  although 
diverse  conditions,  such  as  epilepsy,  de- 
pression-suicide, and  sudden  death  in  in- 
fants, might  also  use  the  D.A.M.C.P.  as  a 
dynamic  model.  Although  some  of  the 
specific  causal  factors  in  these  conditions 
are  still  unknown,  a model  that  may  give 


insight  into  the  organization  of  such  events 
should  be  valuable. 

The  unifying  concept  that  certain  medical 
diagnostic  and  causality  problems  might  be 
considered  within  the  scope  of  transforma- 
tions, “black  box”  investigations,  feedback 
networks,  and  other  aspects  of  cybernetics 
thus  far  has  been  suggested  chiefly  by 
mathematicians  and  cyberneticists.5-  7*  9 
There  appears  to  be  no  reason  to  think  that 
the  study  of  complex  medical  systems  ac- 
cording to  these  principles  will  not  help 
to  simplify  and  therefore  understand  them. 
Although  there  are  obvious  pitfalls  in  at- 
tempts to  simplify  complexity  with  models, 
there  is  nothing  to  be  gained  by  overem- 
phasizing such  dangers  and  in  not  making 
any  attempts.  The  use  of  feedback  loop 
models  in  medicine  may  be  an  aid  in  this 
direction. 

Summary 

Medical  model-making  based  on  feedback 
loop  network  design  appears  to  have  hypo- 
thetical value  in  describing  the  organiza- 
tional and  causal  relationships  of  some 
disease  conditions.  Two  general  types  are 
recognized:  The  first  was  supplied  by  cy- 
bernetics as  the  general  model  for  self- 
regulating systems,  of  which  homeostasis 
is  a familiar  example  in  physiology.  This 
design  is  a deviation-counteracting,  mutual 
causal  process  in  which  control  is  achieved 
by  negative  feedback  networks.  The  second 
general  model  is  a D.A.M.C.P.  (deviation- 
amplifying  mutual  causal  process)  operating 
through  positive  feedback  mechanisms. 

The  possible  use  of  the  kinematic  graph 
as  an  alternate  model  form  is  discussed. 
Several  experimental  disease  models  are 
shown  to  demonstrate  the  possible  medical 
use  of  feedback  loop  model  theory. 

19  Pine  Street,  Glens  Falls  12801 
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Part  II  will  appear  in  the  April  1 issue  of  the  Journal 


Record  low  for  maternal  deaths 


The  lowest  maternal  mortality  rate  ever 
achieved  in  New  York  City  was  recorded  in 
1964  with  the  deaths  of  only  79  expectant 
mothers,  according  to  George  James,  M.D., 
city  health  commissioner.  Illegal  abortion 
accounts  for  44  per  cent  of  the  deaths. 

The  mortality  rate  expressed  as  a percentage 
of  live  births  was  4.8  maternal  deaths  to  10,000 
live  births.  As  recently  as  1933  the  maternal 
mortality  rate  was  64.3. 


In  1964  the  city  had  165,263  births,  a rate  of 
21.1  a thousand  population,  against  87,992 
deaths,  a rate  of  11.2  a thousand.  In  1963 
there  were  more  births,  167,848,  and  more 
deaths,  88,  621. 

The  ten  leading  causes  of  death  were  heart 
disease,  42.6  per  cent;  malignancies,  20.1 
per  cent;  cerebral  hemorrhages  or  strokes, 
7 per  cent;  influenza  and  pneumonia,  3.7  per 
cent;  certain  infant  diseases,  3.3  per  cent; 
accidents,  2.8  per  cent;  cirrhosis  of  the  liver, 
2.8  per  cent;  diabetes  mellitus,  2.1  per  cent; 
general  arteriosclerosis,  1.3  per  cent;  and 
suicide,  1.1  per  cent. 
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Outbreak  of  Syphilis 
Among  Teen-Age 
Persons 

I.  JACKSON  TARTAKOW,  M.D.,  M.P.H. 

Mineola,  New  York 

Deputy  Commissioner, 
Nassau  County  Department  of  Health 


On  August  3,  1963,  an  apprehensive 
nineteen-year-old  boy  walked  timidly  into 
the  emergency  room  of  the  Meadowbrook 
Hospital  complaining  of  a penile  sore.  Dark- 
field  examination  revealed  a primary  syph- 
ilitic lesion.  He  was  treated  with  a total  of  5.4 
million  units  of  procaine  penicillin  in  divided 
doses,  and  his  case  was  reported  to  the  De- 
partment of  Health. 

Epidemiologic  investigation  was  promptly 
started  to  identify  and  bring  to  treatment 
other  cases  of  syphilis  associated  with  the 
patient.  On  interview  by  the  Department  of 
Health  representative,  the  boy  admitted 
that  within  the  previous  three  months  he 
had  been  sexually  intimate  with  3 women 
aged  thirty-four,  thirty-five,  and  forty 
years  respectively.  It  was  possible  to  locate 
and  examine  2 of  them,  and  both  were  found 
to  have  syphilis  in  the  secondary  stage. 
One,  who  it  was  learned  rendered  her  favors 
at  random  for  slight  monetary  or  other  con- 
siderations, admitted  to  intimacy  with  15 
men;  9 of  them  were  discovered  to  be  in- 
fected. The  other  woman,  slightly  less 
promiscuous,  revealed  sexual  contact  with 
7 men,  1 of  whom  proved  infected.  Each 
infected  person  was  treated  and  individually 
interviewed,  each  naming  one  or  more  con- 


a  case  of  syphilis  in  a nineteen-year-old, 
boy  was  reported  to  the  Nassau  County  De- 
partment of  Health.  A thorough  epidemio- 
logic investigation  located  100  persons  in- 
volved in  an  outbreak , of  whom  32  were  found 
to  be  infected.  Persons  of  teen  age  made  up 
40  per  cent  of  the  individuals  sexually  ex- 
posed to  the  disease  and  31.3  per  cent  of  the 
infected  persons.  The  outbreak  was  halted 
by  adequate  treatment  of  all  infected  persons, 
interview  of  all  patients  for  contact  informa- 
tion, and  intensive  search  for  all  sexual  con- 
tacts of  infected  patients. 


tacts  who  in  turn  were  examined,  and  those 
found  to  have  syphilis  were  treated  and 
interviewed  for  contacts.  This  procedure 
was  continued  over  a period  of  five  months 
until  the  point  was  reached  when  infected 
persons  named  as  their  only  sexual  partners 
members  of  the  opposite  sex  already  known, 
examined,  and  treated.  The  infection  was 
traced  to  nine  different  levels  or  “genera- 
tions” of  spread  (Fig.  1). 

In  this  manner  a total  of  100  individuals, 
consisting  of  61  males  and  39  females,  were 
found  to  be  involved  in  the  outbreak,  and  32 
of  those  persons  proved  to  be  infected. 
Syphilis  in  the  primary  stage  was  discovered 
in  10  cases,  the  secondary  stage  in  11  cases, 
the  early  latent  stage  in  4 cases,  and  the  late 
latent  stage  in  7 cases.  Latent  syphilis  is 
interpreted  as  the  stage  following  the  pri- 
mary and  secondary  stage  when  the  un- 
treated patient,  although  reacting  in  the 
serologic  test  for  syphilis,  is  free  of  obvious 
clinical  signs  and  symptoms.  If  initial  in- 
fection occurred  less  than  a year  ago,  it  is 
termed  the  early  latent  stage;  if  more  than 
a year  in  duration,  it  is  considered  a late 
latent  infection. 

Every  effort  was  made  to  locate  and  ex- 
amine every  contact  named  by  the  infected 
persons.  A number  of  patients  named  con- 
tacts residing  in  other  parts  of  New  York 
State,  namely  Suffolk  County,  New  York 
City,  and  Elmira,  as  well  as  three  other 
states,  Ohio,  North  Carolina,  and  Texas. 
Notification  was  sent  to  the  proper  health 
authorities  so  that  these  sexual  contacts 
might  be  examined.  It  is  regrettable  that 
because  of  insufficient  identifying  informa- 
tion or  change  of  address,  it  was  not  possible 
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FIGURE  1.  Outbreak  of  syphilis  in  Nassau  County,  1963  to  1964. 


TABLE  I.  Age  distribution  of  contacts  and  cases  of  syphilis  in  outbreak,  Nassau  County,  1963  to  1964 


Age  Group 
(Years) 

a/t  i 

T?  1 

Number  of 
Contacts 

Number 

Infected 

Number  of 
Contacts 

Number 

Infected 

Number  of 
Contacts 

Number 

Infected 

14  to  19 

21 

5 

19 

5 

40 

10 

20  to  25 

10 

6 

7 

3 

17 

9 

26  to  30 

7 

1 

2 

1 

9 

2 

31  and  over 

17 

7 

8 

4 

25 

11 

Unknown 

6 

0 

3 

0 

9 

0 

Totals 

61 

19 

39 

13 

100 

32 

to  locate  21  exposed  persons  (18  adults  and 
3 of  teen  age)  to  determine  whether  or  not 
they  were  infected. 

Teen-age  persons 

Analysis  of  the  age  distribution  of  the 
persons  involved  in  the  outbreak  revealed 
that  40  out  of  the  100  were  nineteen  years  of 
age  or  younger  (Table  1);  most  of  them  at- 
tended the  same  high  school.  Of  the  32  in- 
fected individuals,  10  of  them,  or  31.3  per 
cent,  were  of  teen  age,  6 of  whom  had  pri- 
mary and  4 secondary  syphilis.  The 
youngest  person  was  a fourteen-year-old  girl 
with  a secondary  infection  who  admitted  to 
sexual  relations  with  5 teen-age  boys,  in- 
fecting 1 of  them.  Teen-age  persons  were 
found  to  have  an  infection  rate  of  27  per  cent 
when  the  3 contacts  who  could  not  be  located 
are  excluded.  The  infection  rate  for  adults 
proved  to  be  52.4  per  cent  with  22  cases 
among  the  42  contacts  interviewed. 

Cluster  associates  and  suspects 

There  is  some  justification  in  the  as- 
sumption that  friendships  are  frequently 
formed  by  individuals  of  equal  moral  fiber. 
With  that  in  mind,  an  additional  50  persons 
consisting  of  32  adults  and  18  teen-age 
persons,  who  were  friends  of  the  infected  in- 
dividuals, or  closely  associated  with  them,  or 
named  as  sex  partners  outside  of  the  critical 
period  of  the  outbreak,  were  also  blood- 
tested  and  examined  for  evidence  of  in- 
fection. Two  cases  of  primary  syphilis,  one 
in  a nineteen-year-old  boy,  were  discovered 
among  them,  and  both  were  brought  to 
treatment.  Nine  other  adult  suspects  were 
found  to  have  late  latent  syphilis,  with 
history  and  record  of  adequate  treatment  in 
the  past. 


Control  measures 

In  recapitulation,  it  may  be  said  that  the 
chain  of  infection  was  broken  and  the  out- 
break brought  to  a halt  through:  (1)  ade- 

quate treatment  of  all  infected  persons,  (2) 
interview  of  all  patients  for  contact  informa- 
tion, (3)  intensive  search  for  all  sexual  con- 
tacts of  infected  cases,  and  (4)  treatment  of 
contacts  found  to  be  infected. 

The  recommended  treatment  of  persons 
with  primary,  secondary,  and  early  latent 
infection  consisted  of  an  intramuscular  in- 
jection of  2.4  million  units  of  benzathine 
penicillin  G.  Those  whose  infection  was  in 
the  late  latent  stage  and  who  had  not  had 
adequate  treatment  in  the  past,  required  two 
such  injections  a week  apart. 

Comment 

In  a previous  report  the  author1  pointed 
out  how  the  practicing  physician  and  the 
health  officer  may  function  as  a team  in 
realizing  the  goal  set  in  1961  by  the  Task 
Force  to  the  Surgeon  General  on  Syphilis 
Control,  namely  the  eradication  of  syphilis 
as  a public  health  problem. 2 

The  part  played  by  the  physician  consists 
of : adequate  treatment  of  all  infected 
persons,  prompt  reporting  of  all  cases  to  the 
department  of  health,  and  granting  permis- 
sion to  the  health  officer  to  interview  the 
patient  for  contact  information.  The  health 
officer  in  turn  assigns  a trained  investigator 
to  interview  the  patient  skillfully  and  con- 
fidentially for  the  names  and  addresses  of 
sexual  contacts,  locate  the  contacts  and  ar- 
range for  their  examination,  and  bring  all 
infected  contacts  to  treatment. 

This  outbreak  emphasizes  the  importance 
of  physicians  reporting  all  cases  of  infectious 
syphilis  to  health  authorities.  Had  the 
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initial  case  in  this  study  not  been  reported, 
it  is  probable  that  the  additional  31  infected 
persons  would  not  have  been  discovered  in 
time  to  prevent  more  extensive  spread  of  the 
disease.  It  also  points  out  how  rewarding 
from  the  point  of  view  of  case-finding  the 
prompt  investigation  of  all  cases  of  infectious 
syphilis  may  prove. 

Summary 

The  epidemiologic  investigation  of  an  out- 
break of  infectious  syphilis  initiated  by  a 
nineteen-year-old  boy  is  described.  A total 
of  100  persons  were  involved  of  which  32 
were  found  to  be  infected.  Persons  of 
teen  age  made  up  40  per  cent  of  the  indi- 


Decreased aging  rate  in  women 

It  appears  that  nature,  without  artificial 
assistance,  has  contrived  to  bless  womanhood 
with  a longer  period  of  “endocrinologic  youth,” 
according  to  an  editorial  in  the  Journal  of  the 
American  Medical  Association. 

The  editorial  referred  to  a recent  report  that 
in  the  decade  before  1961,  the  median  age  of 
menopause  of  women  in  Great  Britain  was 
50.1  years.  This  represents  an  increase  of 
about  four  years  in  the  age  of  menopause  com- 
pared with  that  of  a century  ago,  the  editorial 
said,  and  this  trend  has  occurred  in  most 
European  countries  since  the  last  century. 

“Analysis  of  early  literature  suggests  that 


viduals  sexually  exposed  to  the  disease  and 
31.3  per  cent  of  the  infected  persons. 

Old  Country  Road  and  County 
Seat  Drive 
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approximately  forty  years  was  the  mean  age  of 
menopause  in  ancient  times,  and  approximately 
forty-five  years  between  1500  and  1800.  These 
findings  are  particularly  significant  in  view  of 
the  fact  that  today  adolescence  occurs  at  a 
much  earlier  age  than  in  the  last  century. 
This  combination  of  an  earlier  age  of  men- 
arche  . . . and  a later  age  of  menopause  provides 
material  for  cheerful  speculation.  It  is  possible 
that  these  changes  connote  a decreased  rate  of 
‘physiological  degeneration,’  that  is,  a de- 
creased rate  of  aging  in  women  in  recent  dec- 
ades,” the  editorial  continued. 

There  is  no  certain  explanation  for  these 
changes,  although  better  nutrition  and  im- 
proved environmental  conditions  may  play 
important  roles. 
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The  past  twenty-five  years  have  been 
witness  to  the  birth,  adolescence,  and  ma- 
turity of  cardiac  surgery.  The  initial  stimu- 
lus given  by  the  correction  of  patent  ductus 
arteriosus  in  1937  and  by  the  palliation  of 
tetralogy  of  Fallot  in  1945  has  been  super- 
ceded  by  intracardiac  surgery  and  even  pre- 
liminary attempts  at  total  replacement  of 
the  heart.  This  review  is  a summary  of  the 
status  of  cardiac  surgery  in  relation  to  the 
more  common  congenital  and  acquired 
cardiac  lesions.  A section  on  electrical 
management  of  arrhythmia  is  particularly 
pertinent,  as  surgeons  and  internists  enter 
the  field  of  ohms  and  watt-seconds.  This 
report  will  emphasize  the  recent  develop- 
ments in  the  field  of  cardiovascular  surgery 
and  the  resulting  improvements  in  patient 
care. 
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Current  status  of  cardiovascular 
surgery 

Perfusion  technics.  The  development 
of  effective  extracorporeal  circulation  was 
pioneered  by  the  efforts  of  Miller,  Gibbon, 
and  Fineberg,1  Bjork,2  and  DeWall  et  al .3 
There  are  at  present  over  twenty-five  differ- 
ent types  of  heart-lung  machines  in  clinical 
use,  reflecting  the  continuing  quest  for  the 
ideal  system.  The  most  commonly  used 
unit  in  this  country  at  the  present  time  is  the 
rotating  disk-oxygenator.  This  oxygenat- 
ing cylinder  requires  a large  priming  volume 
of  whole  blood  to  meet  the  needs  of  perfusion 
in  adults.  The  demand  for  large  amounts  of 
fresh  heparinized  whole  blood  has  placed  an 
unprecedented  burden  on  blood  banks. 
The  recent  use  of  stored  blood  anticoagulated 
with  ACD  (acid-citrate-dextrose)  has  re- 
duced blood  procurement  problems  for  open 
heart  surgery.  However,  ACD  blood  has 
a pH  ranging  from  6.9  to  7.2  and  contains  20 
to  22  mEq.  of  titratable  acid  per  liter,  an 
acid  load  which  is  poorly  tolerated  during 
longer  perfusions.  Quantitative  titration  of 
this  excess  acid  with  the  amine  buffer  TH  AM 
(tris-hydroxymethyl-aminomethane) , has 

been  effective  in  restoring  normal  pH  to  ACD 
blood.  The  use  of  THAM  for  the  control  of 
the  metabolic  acidosis  which  may  accom- 
pany cardiopulmonary  bypass,  and  the  ad- 
dition of  low  molecular  weight  dextran  to 
reduce  aggregation  of  red  blood  cells  in 
capillaries,  produces  a physiologic  perfusion 
which  allows  adequate  time  for  correction  of 
the  more  complex  cardiac  defects.  Among 
500  perfusions  performed  at  The  Presbyte- 
rian Hospital,  normal  acid-base  balance  has 
been  maintained  by  this  technic  of  “buffered 
hemodilution.” 4 -8 


March  15,  1965  / New  York  State  Journal  of  Medicine  777 


TABLE  f.  Results  of  the  management  of  infants  following  cardiac  catheterization 


Total 

Studied 

-—Medically  Treated— > 
Total  Survived 

Surgically  Treated 

Total  Survived 

Large  left-to-right  shunt* 

49 

27 

24 

22 

19 

Tetralogy  of  Fallot 

32 

17 

11 

15 

11 

Transposition  of  the  great  vessels 

26 

15 

2 

11 

5 

Coarctation  of  the  aorta 

14 

3 

2 

11 

7 

Totals 

121 

62 

39 

59 

42 

Others 

38 

29 

7 

9 

5 

Totals 

159 

91 

46  (50  per  cent) 

68 

47  (69  per  cent) 

* Ventricular  septal  defect,  patent  ductus  arteriosus. 


Recent  evidence  also  suggests  that  the  use 
of  large  amounts  of  homologous  blood  may 
lead  to  sequestration  or  pooling  of  blood 
within  the  body  during  extracorporeal  per- 
fusion.9 Certain  pulmonary  complications 
seen  in  the  postoperative  period,  as  well  as 
cardiac  failure,  have  been  ascribed  to  the 
subsequent  re-entry  of  this  pooled  blood  into 
the  circulating  blood  volume.  Hemodilution 
permits  marked  reduction  in  homologous 
blood  requirements. 10  When  this  technic  is 
used  in  conjunction  with  a low- volume  bub- 
ble oxygenator,  the  unit  may  be  primed  en- 
tirely with  dextrose-in-water.  At  the  onset 
of  extracorporeal  circulation  the  patient’s 
blood  volume  is  slowly  diluted  with  the 
oxygenator  prime.  Reduction  of  the  hema- 
tocrit to  33  is  anticipated.  At  the  comple- 
tion of  bypass  the  entire  perfusate  is  re- 
turned to  the  patient  with  subsequent 
diuresis  of  the  water  and  restoration  of 
hematocrit.  These  units  retain  the  un- 
desirable features  of  a bubble  oxygenator  and 
seriously  limit  perfusion  time. 

Deep  body  hypothermia  with  total  cir- 
culatory arrest  has  also  been  used  to  facilitate 
open  cardiotomy.  Enthusiasm  for  this 
technic  has  been  tempered  by  recent  re- 
ports of  brain  damage  occurring  within  the 
so-called  “safe  period”  of  arrest.11  Use  of 
hyperbaric  environment,  which  raises  the 
arterial  oxygen  tension,  may  increase  this 
“safe  period”  of  circulatory  arrest.  Hy- 
perbaric oxygenation,  with  or  without  a 
pump  oxygenator,  is  still  in  the  research 
stage.  It  has  been  applied  clinically  in 
infants  requiring  open  correction  of  cardiac 
anomalies.12 

The  majority  of  pump-oxygenator  systems 
in  use  at  the  present  time  have  proved  to  be 
safe  and  efficient  in  experienced  cardio- 
vascular units.  The  risk  of  cardiopul- 
monary bypass,  per  se,  appears  to  be  less 


than  1 per  cent.  The  major  factors  in- 
fluencing morbidity  and  mortality  are  di- 
rectly related  to  the  patient’s  preoperative 
physiologic  status  and  hemodynamic  results 
obtained  at  the  time  of  surgical  correction. 

Congenital  heart  disease 

Congenital  anomalies  of  the  heart  and 
great  vessels  were  the  first  lesions  amenable 
to  successful  cardiac  surgery.  It  is  esti- 
mated that  among  every  thousand  living 
births  there  are  seven  infants  with  cardio- 
vascular abnormalities.13  The  majority  of 
deaths  from  congenital  heart  disease  occur 
in  children  under  six  months  of  age.14  The 
management  of  these  congenital  defects  in 
infants  presents  a unique  and  challenging 
problem. 

Congenital  cardiac  anomalies  in  in- 
fants. During  the  twenty-five-year  period 
between  1935  and  1960,  427  autopsies  were 
performed  at  the  Babies  Hospital  in  New 
York  City  on  patients  under  twelve  years  of 
age  with  congenital  cardiovascular  ab- 
normalities. Seventy-five  per  cent  were 
infants  under  one  year  of  age  and  90  per  cent 
of  these  died  in  the  first  six  months  of  fife. 
The  five  most  frequent  anomalies  encoun- 
tered in  the  autopsy  series  were:  (1)  patent 
ductus,  (2)  ventricular  septal  defect,  (3) 
transposition  of  the  great  vessels,  (4)  coarc- 
tation of  the  aorta,  and  (5)  tetralogy  of 
Fallot. 15  Increasing  the  survival  rate  of  these 
children  with  congenital  heart  disease  will  re- 
quire an  increased  awareness  of  the  high  mor- 
tality rate  in  this  age  group  and  a reappraisal 
of  the  surgical  treatment  of  these  infants.  All 
symptomatic  or  cyanotic  infants  with  con- 
genital heart  disease  should  undergo  com- 
plete diagnostic  studies,  including  cardiac 
catheterization  and  angiocardiography,  at 
the  time  of  initial  evaluation.  A variety  of 
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corrective  and  palliative  surgical  procedures 
are  available  for  these  symptomatic  in- 
fants, but  their  proper  application  requires 
an  appreciation  of  the  clinical  problem  and 
the  institution  of  treatment  prior  to  irrep- 
arable deterioration  of  the  patient. 

During  the  past  three  years  1,200  diag- 
nostic studies  were  performed  in  the  car- 
diovascular laboratory  at  The  Presbyterian 
Hospital.*  One  hundred  and  fifty -nine 
infants  under  one  year  of  age  underwent 
diagnostic  cardiac  catheterization  and/or 
angiocardiography.  The  majority  of  these 
infants  were  in  cardiac  failure  or  were 
severely  cyanotic.  Salvage  of  these  sick 
infants  requires  early  and  aggressive  surgical 
management  of  lesions  for  which  corrective 
or  palliative  procedures  are  available.  Table 
I shows  the  results  of  cardiac  catheteriza- 
tion and  operative  procedures  carried  out 
in  this  group  of  infants  during  the  past  three 
years.  The  management  of  individual  le- 
sions in  infancy  will  be  discussed  under  the 
specific  congenital  cardiovascular  anomalies. 

Patent  ductus  arteriosus.  Patent 
ductus  arteriosus  is  the  most  common  extra- 
cardiac cardiovascular  anomaly  subject  to 
complete  correction.  Elective  closure  of  this 
defect  is  recommended  in  children  prior  to 
school  age.  The  presence  of  a continuous 
systolic-diastolic  murmur  over  the  left 
second  and  third  intercostal  spaces  is 
diagnostic  in  98  per  cent  of  all  cases.  When 
the  diastolic  component  of  the  murmur  is 
more  intense  than  the  systolic,  less  common 
lesions  simulating  patent  ductus  arteriosus 
should  be  suspected,  such  as  coronary 
arteriovenous  fistula,  sinus  of  Valsalva  fistu- 
las into  the  cardiac  chambers,  or  ventricular 
septal  defect  associated  with  aortic  in- 
sufficiency. Cardiac  catheterization  is  indi- 
cated only  when  these  lesions  are  suspected 
or  when  cyanosis  is  present. 

Isolated  patent  ductus  arteriosus  may 
cause  severe  cardiac  failure  in  infants.  This 
defect  can  be  differentiated  from  intracardiac 
lesions  associated  with  large  left-to-right 
shunts  by  cardiac  catheterization.  In  the 
presence  of  pulmonary  arterial  hypertension, 
the  characteristic  “machinery”  murmur  is 
often  replaced  by  a systolic  murmur  in  the 
same  area.  Surgical  closure  is  warranted 
in  the  presence  of  cardiac  failure.  When 

* These  procedures  were  performed  under  the  direction  of 
A.  Gregory  Jameson,  M.D.,  Director  of  the  Cardiovascular 
Laboratory,  Presbyterian  Hospital,  New  York  City. 


patent  ductus  arteriosus  is  part  of  a more 
complex  anomaly,  the  associated  defects  may 
require  concomitant  correction.  In  this 
series  the  youngest  patient  operated  on  was 
only  sixteen  days  old. 

In  adults,  the  presence  of  pulmonary  hy- 
pertension or  severe  calcification  of  the  duc- 
tus, with  or  without  aneurysm  formation, 
complicates  this  simple  anomaly.  Surgical 
closure  of  the  ductus  is  usually  possible  in 
these  patients  but,  because  of  the  increased 
operative  risk,  must  be  recommended  only 
after  careful  evaluation  of  the  patient’s 
physical  and  hemodynamic  status. 

Coarctation  of  the  aorta.  Coarcta- 
tion of  the  aorta  represents  a surgically  cor- 
rectable form  of  systemic  hypertension.  It 
is  unusual  for  this  isolated  anomaly  to  cause 
symptoms  during  early  life.  Elective  re- 
pair of  the  uncomplicated  anomaly  is  recom- 
mended for  patients  between  the  ages  of  ten 
and  fifteen  years,  with  a risk  of  less  than 
2 per  cent.  Subsequently,  however,  the  de- 
velopment of  cardiac  failure,  aneurysm  for- 
mation of  intercostal  collateral  vessels,  or 
complications  of  hypertension  increases  the 
risk  of  surgical  correction. 

Late  follow-up  studies  of  the  first  130  cases 
operated  on  at  this  institution  showed  that 
78  per  cent  became  normo tensive  and  22  per 
cent  had  a persistent  elevation  of  diastolic 
blood  pressure.  Five  per  cent  had  as- 
sociated cardiac  lesions.  The  group  of 
patients  in  whom  hypertension  persisted  in- 
cluded a number  in  whom  the  subclavian 
artery  was  turned  down  to  bridge  the  co- 
arctation. At  the  present  time  a prosthetic 
graft  should  be  used  to  obtain  direct  con- 
tinuity from  the  distal  aortic  arch  to  the 
descending  aorta. 

Coarctation  of  the  aorta  in  infants  is  usu- 
ally recognized  when  a careful  examination 
is  carried  out  to  evaluate  cardiac  failure  dur- 
ing the  first  year  of  life.  The  defect  is  sel- 
dom an  isolated  one  under  these  circum- 
stances but  is  part  of  a more  complex 
anomaly.  Among  25  infants  with  coarcta- 
tion admitted  to  Babies  Hospital  in  cardiac 
failure,  15  had  an  associated  ventricular 
septal  defect.  The  only  survivors  in  the 
latter  group  were  among  those  in  whom  sur- 
gery was  undertaken.  Surgical  correction 
requires  management  of  the  entire  anomaly, 
including  division  of  the  associated  patent 
ductus,  if  present,  and,  when  indicated, 
banding  of  the  pulmonary  artery. 16 
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Pulmonic  valvular  stenosis.  Pulmonic 
valvular  stenosis  with  intact  ventricular 
septum  may  produce  mild  or  severe  ob- 
struction to  right  ventricular  outflow.  A 
trans valvular  gradient  over  40  mm.  Hg 
obtained  at  cardiac  catheterization  is  suffi- 
cient to  recommend  surgery.  Angiocardiog- 
raphy is  also  indicated  not  only  to  confirm 
the  valvular  obstruction  but  also  to  give 
an  indication  of  any  significant  subvalvular 
muscular  hypertrophy  and  help  rule  out  as- 
sociated lesions. 

In  infants  the  lesion  may  cause  rapid  heart 
failure  and  death.  The  obstruction  is  often 
so  severe  that  no  cardiac  murmur  is  heard. 
Emergency  catheterization  and  operation 
are  imperative. 

A group  of  40  patients  have  undergone 
surgical  treatment  for  isolated  pulmonic 
valvular  stenosis  at  this  institution.  The 
youngest  patient  in  our  series  was  operated 
on  at  twenty-six  hours  of  life.  The  valve 
can  be  incised  utilizing  a pulmonic  valvulo- 
tome. It  has  been  shown  that  residual  out- 
flow tract  gradient  caused  by  subvalvular 
muscular  hypertrophy  may  regress  with 
time.17  Surgical  results  are  comparable  by 
open  or  closed  technic  if  associated  intra- 
cardiac lesions  are  ruled  out  by  preoperative 
studies.  Whether  treatment  of  this  lesion  is 
best  accomplished  by  open  or  closed  car- 
diotomy  is  not  settled,  but  there  is  general 
agreement  that  infants  and  children  under 
two  years  of  age  are  best  treated  by  the 
closed  technic. 18  ~21 

Ventricular  septal  defect.  Isolated 
ventricular  septal  defect  is  the  most  common 
congenital  intracardiac  defect.  It  may  oc- 
cur anywhere  in  the  ventricular  septum  but 
is  usually  high  in  the  membranous  portion. 
Single  or  multiple  defects  occur  in  the 
muscular  portion  of  the  septum  and  may 
close  spontaneously  during  early  life.22 

The  hemodynamic  effect  of  ventricular 
septal  defect  is  a left-to-right  shunt.  A 
small  defect  allows  a small  left-to-right 
shunt.  This  does  not  produce  physiologic 
abnormalities  (Fig.  1).  When  the  ventricu- 
lar septal  defect  is  large,  the  systolic  ejection 
force  in  the  two  ventricles  is  equal.  The  dis- 
tribution of  blood  between  the  pulmonary 
and  systemic  circulation  is  influenced  by 
the  relationship  between  the  pulmonary  and 
systemic  vascular  resistance.23  The  pul- 
monary-systemic resistance  relationship  is 
best  expressed  as  a ratio.  The  normal  is  less 
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FIGURE  1.  Physiological  data  associated  with 
VSD  (ventricular  septal  defect)  illustrated  in  pres- 
ence of  small,  large,  and  balanced  shunts. 


than  0.3.  When  pulmonary  resistance  is 
low,  the  ratio  is  low,  and  a large  increase  in 
pulmonary  blood  flow  occurs  with  large  de- 
fects. Untreated  patients  in  this  category 
do  not  have  a normal  life  expectancy.24 
Total  correction  is  indicated  when  the 
pulmonary  blood  flow  is  large,  irrespective  of 
the  level  of  pulmonary  artery  pressure 
(Fig.  1).  An  early  return  of  normal  hemo- 
dynamics can  be  anticipated  following  clo- 
sure of  the  septal  defect. 

When  pulmonary  vascular  resistance  is 
moderately  severe,  associated  with  hyper- 
tensive pulmonary  vascular  changes,  and 
the  pulmonary-systemic  resistance  ratio  ex- 
ceeds 0.6,  the  surgical  mortality  rises  sharply, 
from  2 to  20  per  cent.25  Postoperative 
studies  demonstrate  a gradual  return  of  the 
increased  pulmonary  vascular  resistance  to- 
ward normal,  although  the  changes  may  ex- 
tend over  several  years.  When  pulmonary 
vascular  resistance  is  severe,  a balance  or 
reversal  of  the  shunt  at  the  ventricular  level 
occurs  (Fig.  1).  Patients  in  this  category 
may  exhibit  intermittent  or  constant  mild 
cyanosis.  The  chest  x-ray  film  often  shows 
large  central  pulmonary  vessels,  decreased 
peripheral  vascular  markings,  and  a small 
heart.  Patients  in  this  category  are  inoper- 
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able  because  closure  of  the  defect  under 
these  circumstances  results  in  progressive 
right  ventricular  failure  and  death.  There 
are  borderline  cases,  but  any  one  of  the 
following  features,  in  the  presence  of  pul- 
monary hypertension,  would  suggest  in- 
operability: (1)  history  of  cyanosis  on 

exercise;  (2)  laboratory  evidence  of  periph- 
eral arterial  desaturation;  (3)  x-ray  demon- 
stration of  large  central  pulmonary  arteries, 
small  peripheral  vessels,  and  a small  heart; 
(4)  pulmonary- systemic  blood  flow  ratio  less 
than  1;  and  (5)  pulmonary-systemic 
arterial  resistance  ratio  between  0.85  and  1. 

There  have  been  5 deaths  among  the  last 
100  consecutive  operations  for  ventricular 
septal  defect  at  this  institution.  Four  pa- 
tients had  advanced  pulmonary  vascular 
changes  associated  with  pulmonary  hyper- 
tension, and  the  fifth  patient  died  following 
attempted  repair  of  an  associated  aortic 
insufficiency.  The  mortality  for  closure  of 
uncomplicated  ventricular  septal  defect  is 
less  than  2 per  cent.  It  is  the  selection  and 
timing  of  the  operation  that  influences  sur- 
gical results. 

Atrial  septal  defect.  The  same  hemo- 
dynamic principles  which  govern  the  indica- 
tions for  surgery  of  ventricular  septal  defect 
also  apply  to  secundum  atrial  septal  defects. 
Correction  of  the  simple  atrial  septal  defect 
can  be  carried  out  with  an  operative  risk  of 
less  than  2 per  cent.26 

The  most  severe  form  of  this  defect  occurs 
when  the  total  pulmonary  venous  return 
enters  the  right  atrium,  most  often  by  a 
supracardiac  route  or  via  the  coronary 
sinus.27  Survival  is  possible  only  owing  to 
the  mixing  of  blood  at  the  atrial  level. 
Eighty  per  cent  of  infants  with  this  anomaly 
die  in  the  first  year  of  life.  The  defect  can 
be  corrected  surgically,  and  repair  is  indi- 
cated.28 

The  majority  of  patients  with  atrial  septal 
defect  survive  to  adult  life.  Cardiac  failure 
often  becomes  manifest  during  the  third  or 
fourth  decade  and,  when  present,  increases 
the  problems  of  operative  and  postoperative 
management.  Twenty-six  adults  with  this 
lesion  have  been  operated  on  by  us.  There 
was  only  one  postoperative  death  despite  the 
high  incidence  of  cardiac  failure  in  this 
group.  Prompt  improvement  has  been 
noted  in  all  patients.  It  is  of  interest  that 
many  of  these  adults  were  considered  to 
have  rheumatic  heart  disease  with  mitral 


insufficiency.  The  diagnosis  of  the  con- 
genital lesion,  however,  can  be  suspected  by 
the  absence  of  left  atrial  enlargement  and 
the  presence  of  right  axis  deviation  and  right 
ventricular  hypertrophy  on  the  electro- 
cardiogram. 

Endocardial  cushion  defect.  Defects 
of  the  atrioventricular  canal  represent  ab- 
normalities in  fusion  of  the  endocardial 
cushions.  These  are  a variety  of  anomalies 
involving  the  lower  portion  of  the  atrial 
septum,  the  mitral  and  tricuspid  valves, 
and  the  ventricular  septum,  which  result  in 
intracardiac  shunting  of  blood  from  the 
left  to  the  right  side  of  the  heart.  Operabil- 
ity is  governed  by  the  principles  established 
for  ventricular  septal  defect.  Surgical  re- 
pair has  been  standardized  but  has  signifi- 
cant technical  problems  mainly  owing  to  the 
fact  that  the  cardiac  conduction  system 
lies  immediately  along  the  inferior  edge  of 
the  defect.  The  common  form  of  the 
anomaly  consists  of  an  ostium  primum  sep- 
tal defect  and  a cleft  mitral  valve.  Correc- 
tion of  this  simpler  form  of  defect  is  carried 
out  by  closing  the  septal  defect  with  a 
plastic  patch  and  suturing  the  cleft  in  the 
mitral  valve.  The  surgical  risk  is  low,  and 
hemodynamic  results  are  excellent.  Com- 
plete atrioventricular  canal,  in  contrast,  re- 
quires major  septal  and  bi valvular  recon- 
struction. The  operative  mortality  is  30 
per  cent,  and  late  results  suggest  a high 
degree  of  residual  mitral  valvular  insuffi- 
ciency. 

Tetralogy  of  Fallot.  The  surgical 
approach  to  the  treatment  of  tetralogy  of 
Fallot  has  been  one  of  the  most  dramatic 
developments  in  cardiac  surgery.  Today 
this  is  a totally  correctible  anomaly.  The 
early  palliative  approach  of  systemic-to- 
pulmonary  artery  anastomoses  of  Potts  and 
Blalock  had  a mortality  rate  of  5 per  cent  or 
less,  but  only  44  per  cent  of  patients  with 
shunts  remained  improved.29  Initial  en- 
thusiasm for  total  correction  was  tempered 
by  a high  mortality  of  16  to  35  per  cent.  A 
reappraisal  of  the  management  of  this 
anomaly  suggests  that  no  one  form  of 
therapy  can  be  applied  to  all  patients. 30 

Seventy-seven  patients  have  undergone 
total  correction  at  this  institution,  with  3 
operative  deaths.  The  majority  of  these 
patients  were  severely  symptomatic  or  had 
previous  palliative  procedures.  A prohibi- 
tive mortality  is  associated  with  total 
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TABLE  II.  Postoperative  catheterization  of  40 
patients  with  tetralogy  of  Fallot 

Number 

of 

Results  Patients 

Excellent  25 

No  residual  shunt  and  a right 
ventricle  to  pulmonary  artery 


gradient  less  than  20  mm. 

Hg 

Good  10 

Gradient  between  20  to  50 
mm.  Hg  3 

Small  left-to-right  shunt  (Q- 
Pa/Qs  1.5/1)  4 

Pulmonary  insufficiency  2 

Small  gradient  and  small  left- 
to-right  shunt  1 

Poor  5 

50  mm.  gradient  and  2 : 1 

shunt  1 

Heart  block  1 

Pulmonary  hypertension  1 

Late  deaths  2 


correction  in  children  under  the  age  of  four 
years.  It  is  our  present  policy  to  perform  a 
shunting  procedure  on  all  severely  symp- 
tomatic children  if  they  are  under  five 
years  of  age.  This  provides  marked  tem- 
porary clinical  improvement  but  is  unlikely 
to  give  satisfactory  support  for  life.  It  is 
therefore  anticipated  that  in  all  patients 
undergoing  shunting  procedures  total  cor- 
rection will  be  carried  out  prior  to  their  sec- 
ond decade.  Elective  primary  total  repair 
is  recommended  between  eight  and  twelve 
years.  Repair  must  include  complete  clo- 
sure of  the  ventricular  septal  defect  and  ade- 
quate reduction  in  the  right  ventricular  out- 
flow tract  obstruction.31  All  surviving  pa- 
tients undergoing  total  correction  have 
been  clinically  improved.  Forty  patients 
have  undergone  postoperative  cardiac  cath- 
eterization, as  shown  in  Table  II.  It  is 
apparent  that  at  least  80  per  cent  of  these 
patients  have  normal  or  near-normal  hemo- 
dynamics and,  if  this  can  be  a guide,  a normal 
life  expectancy. 

Transposition  of  the  great  vessels. 
Transposition  of  the  great  vessels  is  the 
most  commonly  occurring  anomaly  which 
produces  cyanosis  and  cardiac  failure  in  the 
first  year  of  life.  The  mortality  of  untreated 
patients  exceeds  80  per  cent.  The  defect  oc- 
curs in  one  of  three  general  forms:  (1) 

transposition  with  pulmonic  valvular  steno- 
sis, (2)  transposition  with  pulmonary  overcir- 


culation; and  (3)  a mixed  variety  often  as- 
sociated with  dextracardia  or  an  endocardial 
cushion  defect.  If  the  infant  is  symptomatic, 
some  surgical  procedure  must  be  carried  out 
if  salvage  is  to  be  anticipated.32  Total 
correction  has  been  attempted  in  a few 
patients  with  the  second  type  of  anomaly, 
but  reported  successes  are  rare  in  patients 
under  six  months  of  age.33  It  is  suggested 
that  a palliative  procedure  be  carried  out  in 
these  young  infants  to  improve  mixing  be- 
tween the  pulmonary  and  systemic  circu- 
lation.34 Often  the  clinical  response  is 
sufficient  to  allow  the  infants  to  survive  un- 
til attempts  at  total  correction  can  be  per- 
formed. Total  correction  should  be  carried 
out  before  twenty-four  months  of  age, 
since  obstructive  pulmonary  vascular 
changes  occur  early.  The  procedure  re- 
cently described  by  Mustard35  appears  to  of- 
fer considerable  encouragement  for  the 
treatment  of  this  anomaly. 

Acquired  heart  disease 

Mitral  valvular  disease.  The  re- 
sults of  the  standard  closed  mitral  commis- 
surotomy, as  established  by  Bailey,  Harken, 
and  Brock  in  1948,  were  evaluated  by  Estes36 
in  the  first  147  ward  operations  performed 
at  The  Presbyterian  Hospital  between  1950 
and  1958.  A surgical  mortality  of  11  per 
cent  was  reported.  At  the  time  of  the 
evaluation,  five  to  eight  years  postopera- 
tively,  only  44  per  cent  of  the  patients  sur- 
viving operation  were  classified  as  im- 
proved, 21  per  cent  showed  no  change,  and 
14  per  cent  were  worse.  The  most  common 
cause  of  an  unsatisfactory  result  was  the 
inability  of  the  surgeon  to  perform  an  ade- 
quate commissurotomy  because  of  the  na- 
ture of  the  pathologic  process.  Severe 
calcification  and  fibrosis  of  the  valve  re- 
sulted in  immobile  leaflets  even  after  the 
commissures  were  opened.  The  presence  of 
subvalvular  fusion  of  the  chordae  tendineae 
was  difficult  to  correct  blindly,  and  a post- 
operative residual  obstruction  at  this  level 
was  noted.  Poor  hemodynamic  results  were 
also  obtained  when  combined  mitral  in- 
sufficiency and  stenosis  or  multiple  valve 
lesions  were  treated  by  the  closed  technics. 
Uncorrected  associated  valve  lesions  were 
poorly  tolerated  during  the  follow-up  period. 
Sixty  per  cent  of  the  operative  deaths  oc- 
curred as  a result  of  arterial  emboli.  All  of 
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these  patients  had  a preoperative  history  of 
one  or  more  emboli.  These  adverse  factors 
were  confirmed  by  the  recent  report  of  Ellis 
and  Harken.37 

Analysis  of  the  adverse  factors  contribut- 
ing to  the  poor  long-term  results  following 
closed  mitral  commissurotomy  in  the  early 
Presbyterian  Hospital  experience  has  helped 
establish  our  present  criteria  for  open  sur- 
gical correction.  The  availability  of  a direct 
approach  to  the  heart  valves  afforded  by 
extracorporeal  circulation  has  led  to  in- 
creased utilization  of  this  technic  for  sur- 
gery of  acquired  mitral  valve  disease. 

Open  cardiotomy  is  now  recommended 
under  the  following  circumstances:  (1) 

Restenosis  of  the  mitral  valve.  Reopera- 
tion by  the  closed  technic  is  generally  not 
indicated,  since  the  initial  result  utilizing 
that  approach  was  less  than  satisfactory,  and 
there  has  usually  been  further  fibrosis  and 
calcification  of  valve  leaflets.38  (2)  Ex- 
tensive mitral  valve  calcification.  Roent- 
genologic evidence  of  calcium  deposition  in 
the  area  of  the  mitral  valve  is  usually  an 
indication  of  severe  degeneration  and  de- 
struction of  the  valve  leaflets.  Such  leaflets 
remain  immobile,  even  after  commissurot- 
omy. (3)  Associated  mitral  insufficiency. 
This  defect  cannot  be  corrected  satisfactorily 
and  consistently  by  closed  technic.  (4) 
History  of  peripheral  emboli.  Open  heart 
surgery  allows  thorough  evacuation  of 
thrombus  from  the  left  atrium  and  offers 
protection  against  calcific  emboli.  (5)  As- 
sociated valve  disease.  Correction  of  sig- 
nificant aortic  and/or  tricuspid  stenosis  or 
insufficiency  must  be  performed  concomi- 
tantly with  mitral  valve  surgery  to  obtain 
satisfactory  results. 

At  The  Presbyterian  Hospital  closed  mitral 
commissurotomy  continues  to  be  utilized  as 
the  operation  of  choice  for  the  initial  treat- 
ment of  pure  mitral  stenosis  in  the  absence 
of  demonstrable  valve  calcification  or  his- 
tory of  embolization.  This  technic  is  now 
greatly  improved  by  the  almost  routine  use 
of  a transventricular  dilator.39  A pump- 
oxygenator  is  available  for  immediate  use 
in  the  event  an  unsuspected  thrombus  is 
encountered  or  the  closed  technic  fails  to 
yield  a satisfactory  opening  or  produces  an 
undesirable  degree  of  mitral  insufficiency. 

Exposure  of  the  mitral  valve  may  be  ob- 
tained by  left  or  right  thoracotomy  or 
median  sternotomy.  In  over  100  open 


FIGURE  2.  Level  of  transatrial  septal  incision  to 
approach  mitral  valve  shown.  Tricuspid  valve  seen 
to  the  left  and  diseased  mitral  valve  to  right. 


heart  operations  on  the  mitral  valve  we 
have  used  the  anterior  approach  by  median 
sternotomy  in  the  majority  of  cases.  The 
right  atrium  is  widely  incised,  and  a vertical 
incision  is  made  in  the  interatrial  septum, 
exposing  the  mitral  valve  at  the  base  of  the 
septum  (Fig.  2).  This  approach  has  the  ad- 
vantages of  avoiding  pleural  adhesions 
which  may  have  resulted  from  previous  op- 
erations, as  well  as  reducing  the  incidence  of 
pulmonary  complications  in  patients  with 
severe  pulmonary  hypertension  or  associated 
bronchitis  or  emphysema.  It  allows  for 
easy  access  to  both  the  aortic  and  tricuspid 
valves  in  the  event  multivalvular  surgery  is 
necessary. 

While  a variety  of  plastic  procedures  have 
been  utilized  in  an  attempt  to  reconstruct  the 
diseased  mitral  valves,  the  majority  of 
valves  now  encountered  are  considered  un- 
satisfactory for  valvuloplasty.  In  70  con- 
secutive patients  undergoing  mitral  valve 
surgery  in  1963  and  1964,  only  13  valvulo- 
plasties were  performed.  At  the  present 
time  open  commissurotomy  is  performed 
only  when  the  valve  leaflets  have  good 
mobility  with  minimal  fibrosis  and  calcifica- 
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tion.  Annuloplasty  for  mitral  insufficiency 
may  be  satisfactory  in  isolated  cases  where 
the  insufficiency  is  due  to  annular  dilatation, 
as  seen  in  children,  but  generally  gives  poor 
results  when  used  in  adult  patients.  The 
remaining  57  patients  required  valve  re- 
placement with  a ball  valve  prosthesis,  as 
described  by  Starr  and  Edwards.40  An 
over-all  8 per  cent  mortality  was  noted  in 
this  series. 

All  patients  have  been  improved  clinically 
following  valve  replacement.  Hemo- 
dynamic studies  have  substantiated  this 
improvement  by  revealing  an  increase  in 
cardiac  output  and  a reduction  in  pulmonary 
artery  pressure,  although  a pressure  gradient 
has  been  demonstrated  across  the  ball  valve 
units. 41 

There  are  two  disadvantages  to  the  present 
ball  valve  prosthesis,  as  reflected  by  the 
postoperative  complications.  Infection  of 
the  ball  valve  has  accounted  for  death  during 
the  first  six  months  after  surgery.  This 
hazard  strongly  indicates  the  need  for 
therapeutic  doses  of  antibiotics  during  the 
initial  phase  of  the  post-operative  period 
when  endothelialization  of  the  fabric  in  the 
valve  occurs.  Antibiotics,  as  used  in  rheu- 
matic fever  prophylaxis,  are  justified  and 
used  by  us  for  the  first  three  months. 
Thrombo -embolic  episodes  represent  the 
second  disadvantage  of  the  present  unit. 
Despite  chronic  anticoagulation,  the  inci- 
dence of  major  and  minor  emboli  has  been 
21  per  cent  during  a two-year  follow-up 
period.  Late  emboli  suggest  the  need  for 
life-long  anticoagulation. 

Aortic  valvular  disease.  The  surgical 
technic  for  correction  of  acquired  aortic 
stenosis  and  aortic  insufficiency  now  uti- 
lizes extracorporeal  circulation  and  direct 
approach  to  the  valve.  Not  unlike  the 
history  of  mitral  valve  surgery,  first  at- 
tempts at  correcting  aortic  stenosis  were  by 
trans ventricular  dilatation.  This  was  fol- 
lowed by  attempts  to  fracture  the  valve 
with  a finger  or  instrument  inserted  by  way 
of  the  ascending  aorta.  These  methods, 
as  well  as  the  direct  attack  on  the  exposed 
valve  under  inflow  occlusion  and  hypother- 
mia, produced  only  minimal  improvement 
in  most  patients  and  were  associated  with  a 
high  mortality.  Likewise,  attempts  at  re- 
lieving aortic  valvular  insufficiency  by  an- 
nular constriction  failed  to  produce  uni- 
formly good  results.42 


With  the  use  of  extracorporeal  circulation, 
a direct  approach  to  the  aortic  valve  is  now 
the  only  accepted  technic  for  correcting 
these  lesions.  Utilizing  varying  degrees  of 
either  general  body  hypothermia  or  se- 
lective cardiac  hypothermia  and  coronary 
artery  perfusion,  the  surgeon  is  afforded 
ample  time  to  debride  thoroughly  a calcified 
aortic  valve  or  excise  and  replace  it  with  a 
prosthetic  valve. 

Calcific  aortic  stenosis  is  the  end  result  of 
constant  trauma  to  an  abnormal  valve. 
The  basic  abnormality  may  be  a con- 
genital deformity,  such  as  a bicuspid  aortic 
valve  or  an  underlying  rheumatic  valvulitis. 
Fusion  of  the  right  and  left  coronary  cusps 
occurs.  Long-standing  trauma  to  the  de- 
formed valve  leads  to  changes  within  the 
leaflets  and  deposition  of  calcium.  Calcific 
deposits  are  limited  to  the  superior  (fibrosa) 
layer  of  the  cusp  in  a small  percentage  of 
these  valves.  This  fact  is  the  basis  for  the 
success  of  the  technic  of  valve  debridement 
which  has  provided  palliative  relief  for  many 
patients. 

Predominant  aortic  insufficiency,  whether 
due  to  rheumatic  valvular  changes,  luetic  in- 
fection, or  endocarditis,  implies  insufficient 
valvular  surface  for  approximation  of  the 
three  cusps.  Rarely  can  such  a valve  be 
repaired  without  prosthetic  replacement  of 
one  or  more  cusps.  Patients  in  whom  de- 
bridement of  calcific  stenotic  aortic  valve 
has  resulted  in  improvement  are  developing 
restenosis  of  the  valve.43  Follow-up  studies 
also  indicate  that  prosthetic  units  made  en- 
tirely of  Teflon  or  Dacron  fabrics  are  un- 
satisfactory, owing  to  progressive  stiffening 
and  rupture  of  the  valve  leaflets.44,45 

It  is  this  experience  which  has  led  to  in- 
creased utilization  of  the  aortic  ball  valve 
prosthesis  popularized  by  Starr  et  a/.46  This 
prosthesis  consists  of  a silastic  ball  within  a 
metal  cage  to  which  is  attached  a Teflon 
cloth  base  for  suture  fixation  and  tissue  in- 
growth (Fig.  3).  Eight  sizes  are  available  to 
accommodate  varying  diameters  of  the  aor- 
tic annulus. 

One  of  the  most  important  modifications 
of  the  ball  valve  prosthesis  is  the  Magovern 
valve.47  Fixation  of  this  valve  is  accom- 
plished by  48  small  curved  metal  pins  which 
grasp  the  aortic  wall  when  the  prosthesis  is 
set  in  place,  thus  eliminating  sutures  which 
may  be  a site  for  infection  or  thrombus 
formation. 
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FIGURE  3.  Cross-sectional  diagram  of  heart  show- 
ing aortic  ball  valve  prosthesis  in  subcoronary  posi- 
tion at  aortic  root. 


The  Starr  aortic  ball  valve  prosthesis  has 
been  utilized  by  us  in  53  patients  operated 
on  for  isolated  aortic  stenosis  or  aortic  in- 
sufficiency. All  survivors  have  been  clini- 
cally improved.  There  have  been  7 hospital 
deaths,  a mortality  rate  of  13  per  cent. 
This  unit  is  associated  with  complications 
similar  to  those  described  for  the  mitral 
valve  prosthesis. 

It  is  the  thrombo-embolic  problem  with 
the  ball  valve  unit  which  requires  extended 
efforts  in  the  years  ahead  to  develop  a better 
prosthesis.  In  the  meanwhile,  for  those 
patients  with  symptomatic  aortic  stenosis  or 
aortic  valvular  insufficiency  not  controlled 
by  an  optimal  medical  regimen,  surgical 
replacement  of  the  valve  with  the  prosthesis 
presently  available  offers  a return  to  an 
excellent  hemodynamic  cardiac  status. 

Multivalvular  disease.  Rheumatic 
heart  disease  frequently  involves  the  mitral 
and  the  aortic  valves  with  stenosis  and/or 
insufficiency  of  both.  Correction  of  only 
one  valve  lesion  fails  to  produce  satisfactory 
results  when  there  is  significant  hemo- 
dynamic abnormality  of  the  other.  Two- 


FIGURE  4.  Lateral  chest  x-ray  film  illustrates  re- 
lationship of  aortic  (vertical  cage)  and  mitral 
(horizontal  cage)  ball  valve  prostheses  following 
double  valve  replacement. 

stage  operations  cannot  be  performed  be- 
cause of  the  poor  cardiac  function  that 
follows  partial  correction. 

At  The  Presbyterian  Hospital  20  patients 
have  undergone  surgery  for  combined  aortic 
and  mitral  valve  lesions.  One  patient  re- 
quired only  commissurotomy  of  both  valves. 
Seven  patients  required  either  aortic  or 
mitral  valve  replacement  with  concomitant 
valvuloplasty  of  the  other  valve.  Twelve 
patients  have  had  replacements  of  both 
aortic  and  mitral  valves  (Fig.  4). 

Six  of  these  20  patients  died  in  the  hos- 
pital, an  operative  mortality  of  32  per  cent. 
Four  additional  patients  died  following  dis- 
charge, 2 from  thrombo-embolic  complica- 
tions, 1 from  hepatitis,  and  1 an  unknown 
sudden  death.  The  reason  for  this  high 
mortality  becomes  evident  when  it  is  real- 
ized that  no  patient  has  been  denied  opera- 
tion because  of  the  severity  of  his  illness. 
Three  of  these  deaths  occurred  in  patients 
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who  might  well  have  been  denied  the  possi- 
bility of  surgical  help  because  of  inability  to 
control  marked  cardiac  failure  on  optimal 
therapy. 

In  view  of  the  rather  significant  mortality 
of  multivalvular  operations,  patients  must 
be  selected  with  great  care,  evaluating  the 
possible  benefits  of  surgery  against  the 
prognosis  of  their  individual  disease. 

Left  ventricular  aneurysm.  An- 
eurysm of  the  left  ventricle  has  been  de- 
scribed since  1757  but  had  been,  until  re- 
cently, primarily  of  pathologic  interest. 
These  aneurysms  usually  occur  following  my- 
ocardial infarction  and  are  located  on  the 
anterior  and  lateral  surface  of  the  left 
ventricle.  Aneurysm  formation  occurs 
when  a large,  full -thickness  area  of  the 
ventricular  wall  is  replaced  by  fibrous  tissue. 
These  areas  frequently  stabilize  or  calcify, 
and  no  therapy  is  warranted.  It  has  been 
suggested,  however,  that  75  per  cent  of 
patients  who  develop  such  an  aneurysm 
expire  in  three  years,  primarily  of  peripheral 
arterial  emboli  or  recurrent  myocardial  in- 
farction. 48 

The  appearance  of  cardiac  failure  or  en- 
largement of  the  aneurysm  warrants  evalua- 
tion for  surgery.  The  region  of  the  aneurysm 
not  only  fails  to  contribute  to  the  systolic 
ejectile  force  of  the  left  ventricle  but,  since 
it  moves  paradoxically,  tends  to  decrease 
cardiac  output.  Excision  of  this  scar  thus 
improves  left  ventricular  stroke  volume. 
The  procedure  is  remarkably  well  tolerated 
because  the  wall  is  avascular  and  non- 
functioning. The  clinical  response  is  often 
dramatic  despite  a history  of  recurrent  myo- 
cardial infarction  and  cardiac  failure. 

Surgical  exposure  of  the  aneurysm  reveals 
an  avascular  scar  with  densely  adherent 
pericardium.  Fresh  and  laminated  clot  is 
usually  present  on  the  ventricular  aspect  of 
the  scar  and  is  a constant  source  of  em- 
boli. The  aneurysm  is  excised  to  the  edge 
of  viable  myocardium,  preserving  adjacent 
coronary  arteries  and  papillary  muscle. 

Two  recent  cases  at  The  Presbyterian 
Hospital  illustrate  the  dramatic  clinical  re- 
sults that  may  be  obtained  despite  severe 
cardiac  failure. 

Case  1.  This  fifty-nine-year-old  man  had 
been  in  chronic  congestive  failure  for  one  year 
following  a massive  left  anterolateral  myo- 
cardial infarction.  The  preoperative  x-ray  film 
shows  the  expanding  boot-shaped  aneurysm  at 


the  apex  of  the  left  ventricle  (Fig.  5A).  At 
surgery  the  entire  apex  of  the  left  ventricle  was 
excised,  and  a new  apex  was  constructed  (Fig. 
5B).  An  index  of  the  improved  cardiac  status 
was  the  patient’s  ability  to  withstand  a gas- 
trectomy five  days  later  for  uncontrolled  gastro- 
intestinal bleeding,  without  evidence  of  re- 
current heart  failure. 

Case  2.  This  fifty-four-year-old  man  had 
three  documented  myocardial  infarctions,  un- 
controlled cardiac  failure  at  rest,  and  had 
ruptured  the  aneurysm  into  the  left  side  of  the 
chest  (Fig.  6) . At  operation  the  huge  aneurysm 
and  loculated  hemothorax  were  excised.  Six 
months  postoperatively  the  patient  has  near- 
normal exercise  tolerance  and  has  stopped  taking 
digitalis. 

Patients  with  an  aneurysm  of  the  left 
ventricle  following  myocardial  infarction 
should  be  carefully  followed  by  x-ray  and 
electrocardiogram  examination.  Evidence 
of  increased  aneurysmal  size  or  clinical 
cardiac  failure  should  be  investigated  by  car- 
diac catheterization  and  selective  angio- 
cardiogram. Surgical  treatment  is  reward- 
ing and  often  dramatic. 

Present  status  of  cardiac  defibrillation 
and  stimulation  technics 

There  have  been  two  important  innova- 
tions in  the  use  of  electric  currents  for  the 
treatment  of  cardiac  arrhythmias.  One  has 
been  the  application  of  direct  current  coun- 
tershock for  terminating  ectopic  arrhyth- 
mias; this  is  termed  “cardioversion. ” The 
other  has  been  electrical  pacing  of  the  heart 
for  the  production  and  maintenance  of  an 
effective  heart  beat. 

“Cardioversion.”  The  pioneer  investi- 
gations of  Kouwenhoven,  Hooker,  and  Lang- 
worthy49; King50;  Ferris  et  aZ.51;  and  Wig- 
gers52  in  the  1930’s  established  the  experi- 
mental foundation  for  the  present-day 
clinical  use  of  electrical  countershock  in  the 
treatment  of  cardiac  arrhythmias.  Beck, 
Pritchard,  and  Feit53  subsequently  reported 
the  first  successful  defibrillation  of  a human 
heart  by  the  passage  of  an  alternating  cur- 
rent across  the  exposed  ventricles.  The  re- 
cent development  of  technics  for  closed- 
chest  cardiac  massage  and  for  defibrillation 
of  the  heart  by  electrodes  applied  across  the 
intact  chest  has  eliminated  the  need  for 
thoracotomy  in  many  instances  of  cardiac 
resuscitation.54  ~56 

Ventricular  fibrillation,  as  well  as  other 
ventricular  arrhythmias,  occasionally  has 
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FIGURE  5.  Chest  films  illustrate  large  ventricular  aneurysm  seen  (A)  preoperatively,  and  normal  con- 
tour of  heart  seen  (B)  postoperatively. 


FIGURE  6.  (A)  Preoperative  x-ray  film  illustrates  huge  ventricular  aneurysm  and  loculated  hemo- 
thorax in  left  side  of  chest.  (B)  Postoperative  x-ray  film  shows  more  normal  left  ventricular  con- 
tour. 

been  reversed  successfully  with  the  use  of  sistently  successful.  Recently  Lown  and 

alternating  current  electrical  countershock.57  his  co workers58-61  presented  evidence  that 

However,  this  approach  has  not  been  con-  DC  (direct  current)  countershock  is  more 
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effective  for  this  purpose;  it  also  appears 
to  be  less  damaging  to  the  tissues  and 
avoids  the  massive  muscular  contractions 
associated  with  the  use  of  AC  (alternating 
current).  They  have  developed  a highly 
successful  method  for  terminating  ectopic 
cardiac  arrhythmias  by  applying  a brief, 
monophasic,  direct  current  countershock  for 
depolarization  of  the  heart  during  the  so- 
called  “safe  period”  of  the  cardiac  cycle. 

The  apparatus  for  cardioversion  developed 
by  Lown  and  his  associates  consists  of  a de- 
polarizer (defibrillator)  which  delivers  a 
2.5  millisecond,  high-energy,  capacitor-stored 
discharge,  and  an  electrocardiogram  syn- 
chronizer and  time-delay  circuit.  This  com- 
bined unit  allows  the  operator  to  discharge 
the  condenser  at  any  pre-selected  interval 
after  the  R wave  of  the  electrocardiogram, 
so  that  the  portion  of  the  cardiac  cycle  dur- 
ing which  the  heart  is  susceptible  to  ven- 
tricular fibrillation,  which  occurs  during  the 
inscription  of  the  T wave,  may  be  avoided. 
The  technic  has  been  found  to  be  successful 
in  the  treatment  of  a variety  of  arrhythmias 
and  has  gained  widespread  clinical  applica- 
tion. DC  countershock  is  likely  to  succeed 
in  the  reversion  of  ventricular  fibrillation 
where  AC  defibrillators  have  failed.62  Not 
only  is  the  DC  defibrillator  superior  in  the 
ease  and  effectiveness  of  resuscitation,  but 
ventricular  function  following  DC  counter- 
shock is  considerably  better  than  after  AC 
defibrillation.63  DC  current  is  notably  more 
effective  than  AC  when  defibrillation  must 
be  undertaken  at  reduced  temperatures,  as  is 
often  necessary  in  open  heart  surgical  pro- 
cedures. 

Patients  who  are  to  have  elective  “cardio- 
version” take  quinidine  at  least  one  day 
prior  to  the  procedure.  Amnesia  may  be  in- 
duced by  intravenously  administered  thio- 
pental sodium  (100  to  150  mg.),  although 
generally  the  procedure  can  be  performed 
without  anesthesia.6  4 The  cardioverter  elec- 
trodes are  applied  with  firm  pressure  across 
the  left  anterolateral  aspect  of  the  chest  wall. 
The  first  electrical  shock  is  made  with  an 
energy  setting  of  100  watt-seconds  and,  if 
the  arrhythmia  is  not  reverted,  the  energy 
is  increased  in  steps  of  50  to  100  watt-seconds 
for  each  countershock  until  either  sinus 
rhythm  is  restored  or  until  a discharge  of 
400  watt-seconds  has  been  applied  without 
success.  Arrhythmias  are  prone  to  recur 
after  correction,  hence  maintenance  doses 


of  quinidine  should  be  continued  in  an  at- 
tempt to  preserve  the  sinus  rhythm. 

Cardioversion  has  been  found  to  be  a 
simple  and  effective  method  for  correcting 
ectopic  cardiac  arrhythmias.  If  properly 
used,  it  is  free  of  serious  complications. 
The  procedure  is  indicated  for  the  conversion 
of  atrial  fibrillation  or  flutter  unresponsive 
to  quinidine  or  with  rapid  ventricular  rate 
despite  adequate  digitalis,  and  in  all  ventric- 
ular or  supraventricular  tachycardias.  For 
the  management  of  ventricular  fibrillation 
the  DC  depolarizer  is  used  without  the  syn- 
chronizer. The  use  of  sodium  bicarbonate 
for  correction  of  metabolic  acidosis  usually 
present  facilitates  the  defibrillation.65 

Artificial  cardiac  pacing.  Since  the 
initial  experimental  work  on  artificial  cardiac 
pacing  by  Callaghan  and  Bigelow  in  1951, 66 
surgeons  have  been  greatly  interested  in  this 
therapeutic  approach.  The  first  clinical 
application  was  reported  by  Zoll  in  1952.56 
He  stimulated  the  heart  indirectly  by  way  of 
electrodes  applied  across  the  intact  chest. 
Weirich,  Gott,  and  Lillehei67  subsequently 
implanted  wire  electrodes  directly  into  the 
myocardium,  which  were  then  led  through 
the  chest  wall  to  an  outside  power  source. 
Furman,  Robinson  and  Schwedel68  6 9 ap- 
plied the  electric  stimuli  to  the  endocardial 
surface  of  the  heart  by  an  electrode-tipped 
cardiac  catheter  passed  into  the  chamber  of 
the  right  ventricle  through  an  accessible 
vein.  Glenn  and  his  associates70  developed 
a partially  implanted  pacemaker  wherein  the 
buried  pacing  unit  is  activated  through  the 
unbroken  skin  by  radiofrequency  signals 
from  an  external  transmitter.  In  1960 
Chardack,  Gage,  and  Grea  thatch71  re- 
ported the  first  successful  clinical  use  of  a 
totally  implanted  self-powered  electronic 
stimulating  unit. 

Technics  of  cardiac  pacing.  Pacing  of 
the  heart  by  stimuli  applied  with  electrodes 
placed  across  the  intact  chest  is  now  indi- 
cated only  in  emergency  situations.  Al- 
though external  pacing  is  generally  effective, 
such  a procedure  is  painful  and  cumber- 
some, requiring  a large  current  source. 
Under  less  urgent  circumstances,  pacing  by 
a catheter  electrode  passed  into  the  right 
ventricle  is  very  satisfactory.  The  much 
smaller  current  required  can  be  supplied  by 
portable,  battery  driven,  transistorized 
power  units  which  have  adjustable  rate  and 
output  controls.  The  totally  implanted, 
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FIGURE  7.  Photograph  of  Chardack  totally  im- 
plantable cardiac  pacemaker  with  attached  coil 
spring  electrodes.  Housing  contains  six  mercury 
cell  batteries.  Unit,  when  implanted,  can  be 
tested  through  the  “safety  extension.” 


self-powered  pacemakers,  however,  repre- 
sent the  most  satisfactory  method  for  long- 
term pacing,  and  should  be  used  whenever 
feasible.  Since  they  do  not  depend  on  ex- 
posed wiring  or  external  electronic  equip- 
ment, the  hazards  of  infection  and  dislodge- 
ment  are  avoided,  and  the  patient  is  per- 
mitted full  mobility. 

The  commonly  used  totally  implantable 
pacemakers  are  small,  transistorized  units 
powered  by  mercury-cell  batteries  (Fig.  7). 
The  batteries  are  rated  at  1,000  milliampere- 
hours  and  are  estimated  to  last  up  to  five 
years  at  a pacing  rate  of  about  60  to  70 
beats  per  minute.  Variable  rate  pacing 
units  may  be  used. 

For  the  occasional  patient  in  whom  altera- 
tions in  the  pacing  rate  would  seem  to  be 
desirable,  the  Chardack  unit  is  now  available 
with  special  controls  whereby  the  rate  and 
voltage  can  be  varied  after  implantation  by 
a needle  thrust  through  the  overlying  skin.  * 
Kantrowitz  et  al.7i  have  developed  an  im- 
plantable pacemaker  with  a basic  fixed  rate 
which,  however,  can  be  reset  by  an  external 
induction  coil  placed  over  the  unit.|  A 
method  which  can  drive  the  ventricles  at  the 

* Medtronics  Corporation,  Minneapolis,  Minnesota. 

t General  Electric  Company,  Schenectady,  New  York. 


sino -atrial  rate,  rather  than  at  an  arbitrary 
fixed  frequency,  has  also  been  developed 
by  Nathan  and  Center  and  their  as- 
sociates.73, 74**  In  this  technic  the  atrial 
impulses,  which  are  monitored  by  a pickup 
electrode  on  the  atrium,  are  used  to  time 
the  discharge  of  the  ventricular  stimuli  from 
the  pacing  unit.  This  results  in  a normal 
atrioventricular  sequence  with  a ventricular 
rate  which  follows  the  sinus  frequency. 
Whether  or  not  the  theoretic  physiologic 
advantages  of  these  more  complex  systems 
justify  the  associated  increased  risk  of 
mechanical  failure  remains  to  be  seen. 

We  have  used  only  the  fixed  rate  pace- 
makers since  they  are  more  reliable  because 
of  their  simpler  construction.  Stimulating 
frequencies  between  60  and  70  have  been 
well  tolerated  and  have  permitted  all  our 
patients  normal  activity.  In  patients  with 
complete  heart  block  they  provide  a regular 
ventricular  rhythm  that  prevents  Stokes- 
Adams  attacks.  When  conduction  is  inter- 
mittent, there  may  be  competition  between 
the  sino-atrial  node  and  the  artificial  pace- 
maker, resulting  in  an  irregular  rhythm 
which,  in  our  experience,  appears  to  be  of 
no  clinical  importance.  Although  many 
stimuli  undoubtedly  have  fallen  into  the  so- 
called  “ventricular  fibrillation  vulnerable 
phase”  of  the  cardiac  cycle,  the  stimulus 
strength  delivered  by  these  pacemakers,  2 
to  10  milliamperes,  appears  to  be  well  be- 
low that  which  would  normally  induce  ven- 
tricular fibrillation.75  However,  the  data 
available  at  present  are  still  inadequate  to 
settle  the  question  as  to  whether  or  not  this 
arrhythmia  can  be  induced  by  implantable 
pacemakers  in  human  beings. 

Patient  selection.  Patients  with  heart 
block  and  Stokes-Adams  attacks  inade- 
quately controlled  by  medication  are  the 
most  frequent  candidates  for  artificial  car- 
diac pacing.  Insertion  of  a permanent 
pacemaker,  however,  should  be  withheld 
until  the  irreversibility  of  the  atrioventricu- 
lar dissociation  is  apparent.  When  heart 
block  occurs  following  cardiac  operations, 
spontaneous  recovery  is  unlikely  if  it  per- 
sists more  than  four  to  six  weeks,  and  long- 
term cardiac  pacing  then  is  indicated. 

Pre-existing  acquired  heart  block  may  be 
associated  with  calcific  aortic  stenosis.  We 
have  encountered  this  combination  and  have 

**  Cordis  Corporation,  Miami,  Florida. 


March  15, 1965  / New  York  State  Journal  of  Medicine  789 


accompanied  the  surgical  repair  of  the  lesion 
by  implantation  of  a permanent  cardiac 
pacemaker.  Cardiac  pacing  has  also  been 
recommended  for  patients  with  congenital 
heart  block  and  for  patients  with  congestive 
heart  failure  secondary  to  intractable  brady- 
cardia, although  we  have  not  yet  seen  a pa- 
tient for  whom  implantation  of  a permanent 
pacemaker  was  necessary. 

Surgical  considerations.  All  patients 
with  heart  block  in  whom  a permanent 
cardiac  pacemaker  is  to  be  implanted  should 
have  preoperative  controlled  pacing,  since 
critical  cardiac  arrhythmias  and  cardiac 
arrest  are  likely  to  occur  during  induction  of 
anesthesia  or  the  initial  stages  of  the 
thoracotomy.  We  routinely  first  place  an 
electrode-tipped  catheter  into  the  right 
ventricle  under  local  anesthesia  using  the 
external  jugular,  cephalic,  or  basilic  vein. 
When  cardiac  rhythm  is  then  under  control 
of  such  an  electrode,  implantation  of  a per- 
manent-type pacing  unit  is  accomplished  at 
the  desired  time  and  with  complete  safety. 

A lateral  approach  at  the  level  of  the  fifth 
rib  is  most  satisfactory  for  implantation  of  a 
pacemaker.  After  exposure  of  the  heart,  a 
subcutaneous  pocket  is  developed  in  the  left 
upper  quadrant  of  the  abdomen  to  ac- 
commodate the  pacemaker  battery  pack. 
The  electrodes  are  passed  through  a tunnel 
formed  between  this  pocket  and  the  thoracic 
cavity.  The  electrode  tips  usually  are 
sutured  to  the  left  ventricular  myocardium, 
although  the  wall  of  the  right  ventricle  may 
also  be  used  (Fig.  8). 

Patients  must  check  their  pulse  at  least 
once  a day  in  the  late  follow-up  postopera- 
tive period.  An  increase  in  the  pacing  rate 
of  approximately  10  to  15  per  cent  suggests 
a significant  depletion  of  the  battery  capac- 
ity and  indicates  that  the  Chardack  unit 
should  be  replaced.  If  an  increase  in  rate 
or  failure  to  pace  occurs  within  a few  months 
following  implantation,  it  is  more  likely  to 
be  due  to  a mechanical  fault  within  the  power 
source  or  in  the  myocardial  electrodes.  Test- 
ing and  adequate  repair  or  replacement  of 
the  pacemaker  power  source  or  entire  unit 
is  then  in  order. 

If  the  pacemaker  signal  is  present  on  the 
electrocardiogram  and  its  rate  has  not  in- 
creased since  implantation,  failure  to  pace 
may  be  due  to  a fault  in  the  electrode  wires 
or  to  an  increase  in  the  myocardial  threshold. 
To  test  the  unit  the  subcutaneous  battery 


FIGURE  8.  Roentgenogram  of  cardiac  pacemaker 
implanted  in  patient.  Mercury  cell  power  source 
is  placed  subcutaneously  over  lower  portion  of  ab- 
domen, and  electrode  wires  are  shown  leading  to 
surface  of  left  ventricle. 

pack  or  the  safety  extension  of  the  Chardack 
pacemaker  is  exteriorized  so  that  the  output 
of  the  pacemaker  and  the  integrity  of  the 
connecting  electrodes  can  be  evaluated.  To 
evaluate  the  integrity  of  the  electrodes,  one 
attempts  cardiac  pacing  by  connecting  the 
electrodes  to  a new  battery-driven  pace- 
maker. Resumption  of  pacemaking  with  a 
reasonably  low  current  (2  to  3 milliamperes) 
indicates  integrity  of  the  electrode  wires  and 
a normal  myocardial  threshold.  If  satis- 
factory pacemaking  can  be  reestablished 
through  one  of  the  output  terminals  and  not 
the  other,  it  is  still  possible  to  preserve  the 
unit  intact  by  pacing  with  only  one  myo- 
cardial electrode  and  implanting  the  proxi- 
mal divided  end  of  the  nonfunctioning  elec- 
trode into  the  subcutaneous  tissues  to  com- 
plete the  electrical  circuit.  A fault  within 
the  pacemaking  unit  itself  requires  that  a 
new  pacing  unit  be  implanted  and  attached 
to  the  intact  endocardial  electrodes. 

We  have  now  implanted  42  such  units  in 
35  patients  with  2 hospital  deaths.  The 
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indication  for  permanent  artificial  pacing 
in  all  these  patients  has  been  heart  block 
with  complete  or  variable  degrees  of  atrio- 
ventricular dissociation.  Eighteen  patients 
had  recurrent  episodes  of  Stokes-Adams 
attack;  1 patient  had  bouts  of  ventricular 
tachycardia;  and  1 patient,  who  developed 
a block  one  week  after  an  open  heart  pro- 
cedure, was  asymptomatic. 

Following  implantation  of  a permanent 
cardiac  pacemaker  all  symptomatic  pa- 
tients have  had  marked  relief  with  dramatic 
emotional  and  economic  rehabilitation. 
These  facts,  when  viewed  with  respect  to  the 
usual  progressive  nature  of  the  disease,  the 
impracticality  of  prolonged  medical  manage- 
ment, and  the  continuous  threat  of  sudden 
death,  indicate  the  advantages  of  early 
selection  of  patients  for  pacemaker  treat- 
ment. It  seems  not  unreasonable  to  suggest 
that  in  otherwise  healthy  patients  a single, 
well-documented  Stokes-Adams  attack  may 
soon  be  considered  an  adequate  indication 
for  insertion  of  an  implantable  pacemaker. 

In  the  future  one  may  anticipate  con- 
tinuing activity  and  progress  in  this  area. 
Parsonnet  and  his  associates76  are  working 
toward  the  clinical  application  of  a self- 
perpetuating  cardiac  pacemaker  powered  by 
energy  from  biologic  sources.  The  principle 
involves  the  application  of  piezo-electric 
transducers  made  of  ceramic  crystals  applied 
about  the  aorta  to  convert  the  energy  in- 
volved in  the  pulsation  of  the  vessel  into 
electric  power.  There  is  little  doubt  that 
there  is  adequate  biologic  energy  available 
to  do  the  job.  Although  there  are  still 
problems  in  technology  and  biomedical  engi- 
neering which  must  be  overcome,  it  seems 
likely  that  this  energy  will  eventually  be 
utilized  in  an  effective  and  productive  man- 
ner. 
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Misuse  of  Relaxants 
in  Iatrogenic 
Respiratory  Obstruction 


Aibway  management  during  anesthesia 
can  be  facilitated  by  judicious  employment 
of  muscle-relaxant  drugs.  Indiscriminate 
use  of  such  drugs  in  a problem  situation  may 
obscure  or  aggravate  rather  than  eliminate 
the  underlying  fault,  as  demonstrated  in  the 
following  case  reports. 

Case  reports 

Case  1.  An  obese  sixty-two-year-old  woman 
was  admitted  to  the  hospital  for  investigation  of 
rectal  bleeding  and  episodes  of  fainting.  She 
was  known  to  have  hypertensive  heart  disease 
with  systolic  blood  pressure  of  170  mm.  Hg  and 
diastolic  100,  and  no  history  of  cardiac  failure. 
The  electrocardiogram  showed  regular  sinus 
rhythm  with  left  axis  deviation  and  depressed 
S-T  segments  in  the  standard  limb  leads.  Left 
ventricular  hypertrophy  was  noted  on  physical 
examination  and  confirmed  on  x-ray  examina- 
tion of  the  chest.  Barium  enema  revealed  a 
carcinoma  of  the  colon.  There  was  an  associ- 
ated secondary  anemia  with  hematocrit  of  29, 
for  which  500  ml.  of  whole  blood  were  adminis- 
tered. A left  hemicolectomy  was  planned. 

Preanesthetic  medication  consisted  of  pento- 
barbital 100  mg.  and  atropine  0.4  mg.  intra- 
muscularly ninety  minutes  prior  to  her  arrival 

Presented  and  discussed  at  a conference  held  at  Columbia- 
Presbyterian  Medical  Center,  New  York  City,  October  5, 
1964.  Clinical  Anesthesia  Conferences  are  held  on  the  first 
Monday  of  each  month. 


in  the  operating  room.  Blood  pressure  re- 
mained at  170  mm.  Hg  systolic  and  100  mm.  Hg 
diastolic,  with  a pulse  rate  of  92.  Anesthesia 
was  induced  with  thiopental  sodium  200  mg. 
followed  by  nitrous  oxide-oxygen-halothane  by 
face  mask.  With  loss  of  consciousness,  blood 
pressure  fell  to  120  mm.  Hg  systolic,  60  diastolic. 
Pulse  rate  was  76,  with  regular  sinus  rhythm 
seen  in  the  electrocardiographic  monitor.  Cen- 
tral venous  pressure  was  7 cm.  of  water.  Suc- 
cinylcholine  40  mg.  was  administered  intra- 
venously and  a 9-mm.  endotracheal  tube 
inserted  without  difficulty.  The  operation 
began  five  minutes  later,  at  which  time  systolic 
blood  pressure  was  90  mm.  Hg,  diastolic  60,  and 
pulse  rate  80.  Spontaneous  respiration  was 
labored,  but  efforts  to  assist  ventilation  were 
ineffectual.  D-tubocurarine  6 mg.  was  given 
intravenously,  and  ventilation  was  controlled. 
Blood  pressure  declined  rapidly  to  70  mm.  Hg 
systolic  and  40  diastolic,  with  a pulse  rate  of  96. 
Atropine  0.2  mg.  intravenously  did  not  alter  the 
blood  pressure.  Since  the  patient  appeared 
pale,  whole  blood  was  infused  rapidly  and  100 
per  cent  oxygen  administered,  without  elevation 
in  blood  pressure.  An  attending  anesthesiolo- 
gist noted  a temporal  relationship  between  endo- 
tracheal intubation  and  the  beginning  of  decline 
in  blood  pressure.  Careful  auscultation  of  the 
chest  in  various  areas  disclosed  decreased  breath 
sounds  over  the  right  upper  side  of  the  chest. 
With  the  aid  of  a laryngoscope,  the  endotracheal 
tube  was  withdrawn  about  an  inch,  at  which 
point  the  upper  part  of  the  cuff  became  visible. 
Within  three  minutes  blood  pressure  rose  to  120 
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mm.  Hg  systolic  and  80  diastolic,  while  the  pulse 
rate  declined  to  84.  The  operation  continued 
without  further  incident. 

Case  2.  A short,  healthy,  moderately  obese 
fifty-year-old  male  weighing  142  pounds  was  to 
undergo  open  reduction  and  internal  fixation  of 
an  ununited  fracture  of  the  distal  ulna.  He  was 
given  secobarbital  100  mg.,  meperidine  hydro- 
chloride 50  mg.,  and  scopolamine  0.4  mg.  intra- 
muscularly ninety  minutes  prior  to  the  time 
scheduled  for  operation.  In  the  anesthesia 
room  he  was  drowsy  and  calm.  Blood  pressure 
was  90  mm.  Hg  systolic,  50  mm.  Hg  diastolic 
(normal  systolic  110,  diastolic  80).  Anesthesia 
was  induced  with  intermittent  injections  of  thio- 
pental sodium  in  increments  of  50  to  100  mg.  and 
nitrous  oxide-oxygen  by  face  mask.  There  was 
immediate  and  complete  obstruction  of  the  air- 
way with  vigorous  ventilatory  efforts  but  no 
movement  of  the  reservoir  bag.  An  oropharyn- 
geal airway  was  inserted  without  improvement 
in  ventilation.  With  a presumptive  diagnosis 
of  laryngospasm,  succinylcholine  administration 
was  contemplated,  but  first  the  mask  was  taken 
off  the  face,  the  airway  removed,  and  a finger 
inserted  in  the  pharynx  to  elevate  the  base  of 
the  tongue.  Adequate  spontaneous  respiration 
followed  immediately.  The  oropharyngeal  air- 
way was  replaced  over  the  finger  in  the  pharynx, 
the  finger  was  removed,  and  the  face  mask  was 
reapplied.  Again  there  was  complete  respira- 
tory obstruction.  On  the  premise  that  the  thio- 
pental sodium  was  wearing  off  and  the  patient 
was  too  lightly  anesthetized  to  tolerate  pharyn- 
geal stimulation,  the  airway  was  removed. 
Again  the  use  of  succinylcholine  was  considered. 
A quick  check  of  the  equipment,  however,  re- 
vealed that  with  the  mask  off  the  patient’s  face 
and  the  escape  valve  closed,  the  breathing  bag 
did  not  empty  even  when  forcibly  compressed. 
Meanwhile,  with  elevation  of  the  tongue  again, 
spontaneous  respiration  returned.  Another  an- 
esthesia machine  was  substituted  with  no  fur- 
ther problems  in  anesthetic  management. 
Inspection  of  the  rejected  machine  revealed  that 
the  rubber  leaflet  of  the  inspiratory  valve  was 
firmly  adherent  to  the  valve  seat,  effectively 
obstructing  gas  flow  to  the  patient.  This  was 
ultimately  corrected  by  disassembling  and  thor- 
oughly cleansing  the  valve. 


Comment 

These  2 otherwise  dissimilar  cases  possess 
one  feature  in  common:  iatrogenic  respira- 

tory obstruction  not  amenable  to  the  use  of 
muscle  relaxant  drugs.  The  first  patient,  an 
elderly  woman,  presented  the  problem  of 
differential  diagnosis  of  hypotension  coupled 
with  relative  tachycardia.  These  could 
have  been  due  to  excessive  depth  of  anes- 
thesia from  the  combined  effects  of  pre- 
medication, barbiturate  induction,  and  halo- 
thane  anesthesia,  possibly  aggravated  by 
hypovolemia  and  anemia  and  also  by  an  in- 
crease in  mean  intrathoracic  pressure  from 
overventilation.  Other  possibilities  include 
reflex  depression  from  tracheal  intubation, 
endobronchial  intubation,  and  myocardial 
infarction.  In  retrospect,  it  would  seem 
that  this  patient  was  inadequately  prepared 
for  surgery  as  regards  blood  replacement. 
She  was  too  deeply  anesthetized  during  in- 
duction, and  she  then  sustained  occlusion  of 
the  eparterial  bronchus  supplying  the  upper 
lobe  of  the  right  lung.  The  last  named  was 
the  least  tolerated.  Until  the  exact  nature 
of  her  respiratory  problem  was  diagnosed, 
the  use  of  a muscle  relaxant  drug  could  only 
cloud  the  picture  presented. 

In  the  second  case,  it  was  fortunate  that 
the  muscle-relaxant  drug  was  withheld. 
Before  deliberately  paralyzing  respiration, 
the  anesthesiologist  should  first  verify  his 
ability  to  ventilate  the  patient’s  lungs  ade- 
quately with  bag  and  mask.  With  the 
defective  machine  being  used,  induced  respir- 
atory paralysis  could  have  been  cata- 
strophic. 

In  short,  therapy  with  muscle -relaxant 
drugs  is  appropriate  only  when  preceded  by 
accurate  clinical  appraisal  and  accompanied 
by  appropriate  resuscitative  equipment. 
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P rogressive  multifocal  leukoencepha- 
lopathy  is  a form  of  a rather  rapidly  demye- 
linating  process  of  the  central  nervous  sys- 
tem that  is  usually  associated  with  malignant 
tumors,  particularly  Hodgkin’s  disease. 
Other  conditions  of  the  reticuloendothelial 
system  have  been  implicated,  for  example, 
tuberculosis  or  sarcoidosis.  Since  the  con- 
dition is  rather  rare  or  is  not  well  recognized, 
as  judged  by  the  available  literature,  we 
have  reviewed  our  material  and  have  found 
6 cases.  The  clinical  history  and  the  post- 
mortem findings  of  these  6 patients  are  given. 

Case  reports 

Case  1.  A fifty-three-year-old  man  came 
to  Roswell  Park  Memorial  Institute  for  the 
first  time  approximately  two  years  prior  to 
death.  Six  months  before  admission,  an 
abnormal  roentgeno  graphic  density  was 
found  in  his  chest.  A biopsy  of  palpable 
supraclavicular  nodes  revealed  Hodgkin’s 
disease.  He  was  treated  with  nitrogen 
mustard  and  ionizing  radiation.  Five 
months  before  death,  he  developed  left 
homonymous  hemianopsia  and  headaches. 
Fundi  were  normal.  An  electroencephalo- 
gram was  within  normal  limits.  Two 
months  before  death,  the  patient  was  de- 
scribed as  “psychotic,”  but  afterwards  he 


FIGURE  1.  Case  1.  Pons  with  Lugol  stain;  there 
are  multiple  patchy  areas  of  demyelination  shown 
as  white  spots. 


became  quieter  and  withdrawn,  and  during 
the  last  two  weeks  of  life,  he  was  completely 
unresponsive. 

He  was  tuberculin-negative.  Approxi- 
mately sixteen  months  before  death,  the 
patient  received  BCG  vaccination  in  the 
left  deltoid  area.  One  month  later,  the 
tuberculin  skin  test  showed  positive  findings. 
The  vaccination  failed  to  heal,  and  an  ul- 
ceration persisted  until  death.  However, 
a tuberculin  skin  test  returned  to  a negative 
result. 

Autopsy  revealed  Hodgkin’s  disease  in 
the  liver,  spleen,  and  lymph  nodes.  There 
was  extensive  caseating  tuberculosis  in 
periaortic  lymph  nodes,  plus  tuberculous 
empyema  and  tuberculosis  of  right  pleura. 
In  all  these  areas,  and  the  skin  vaccination 
site,  there  were  numerous  acid-fast  or- 
ganisms. 

The  brain  weighed  1,470  Gm.  The  ves- 
sels were  free  of  thrombosis.  The  white 
matter  of  the  temporal  and  occipital  lobes 
showed  a spongy  appearance  and  was  softer 
than  normal  tissue.  These  changes  also 
involved  the  corpus  callosum,  the  external 
capsule,  and  pons  (Fig.  1).  Microscopi- 
cally, there  were  extensive  areas  of  demye- 
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FIGURE  2.  Case  1.  Area  of  demyelination  from 
cerebrum;  there  are  many  gitter  cells  and  gigantic 
glial  cells  which  probably  represent  astrocytes. 


lination  in  which  frequent  enlarged  glial 
cells  were  seen.  There  were  also  many 
scattered  gitter  cells  (Fig.  2). 

Case  2.  A thirty-eight-year-old  white 
woman  had  Hodgkin’s  disease.  Her  disease 
became  clinically  apparent  seventeen  months 
before  death  with  weight  loss,  fever,  and 
persistent  anemia.  A chest  x-ray  film  re- 
vealed mediastinal  tumor.  Supraclavicular 
lymphadenopathy  was  found.  She  was 
treated  with  x-ray  therapy  and  nitrogen 
mustard.  One  month  before  death,  she 
developed  generalized  convulsions  with  un- 
consciousness which  was  thought  to  be  from 
brain  involvement  by  Hodgkin’s  disease  or 
from  leukoencephalopathy.  X-ray  films 
revealed  no  abnormalities  in  the  skull.  An 
electroencephalogram  showed  an  abnormal 
tracing  without  evidence  of  focal  lesion. 
Spinal  fluid  sugar  content  was  34  mg.  per 
100  ml.,  and  total  proteins  were  42  mg.  per 
100  ml.  one  month  prior  to  death.  The  pro- 
teins became  60  mg.  per  100  ml.  two  weeks 
prior  to  death.  At  autopsy,  Hodgkin’s 
disease  was  found  in  several  organs,  but  not 
in  the  central  nervous  system.  The  brain 
had  many  focal  areas  of  demyelination  in- 
volving extensive  portions  of  the  white 
matter  in  several  lobes  of  both  hemispheres. 
This  demyelination  was  confirmed  micro- 
scopically. It  was  peculiar  that  many 
cells  which  were  thought  to  be  microglial 
cells  showed  shrinkage  and  pyknosis. 

Case  3.  A seventy-one-year-old  white 
woman  noticed  a lump  in  her  right  breast 
about  two  years  before  death.  A radical 


mastectomy  was  done  twenty-one  months 
before  death,  followed  by  x-ray  therapy. 
Three  months  before  death,  she  became  con- 
fused and  staggered  when  walking.  An 
examination  of  the  fundi  showed  bilaterally 
blurred  disks.  Two  months  before  death, 
she  had  convulsive  seizures  with  deviation 
of  the  eyes  to  the  right  side.  There  was 
also  twitching  of  the  right  side  of  the  face, 
flaccidity  of  the  right  arm  and  leg,  and 
rigidity  of  the  left  limbs.  She  became 
stuporous  and  died.  Spinal  fluid  examined 
one  month  before  death  showed  151  mg. 
per  100  ml.  of  protein,  91  mg.  per  100  ml.  of 
sugar,  and  127  mEq.  per  liter  of  chloride. 
The  brain  weighed  1,350  Gm.  The  dura  in 
the  frontoparietal  area  measured  5 mm.  in 
thickness  in  an  area  of  approximately  7 by 
7 mm.  The  white  matter  showed  patches 
of  demyelination,  and  the  largest  ones 
measured  up  to  5 cm.  in  diameter.  Several 
of  them  were  confluent.  Many  areas  were 
present  near  the  basal  ganglia  and  in  the 
occipital  lobes.  The  cerebellum  showed 
small  focal  areas  of  demyelination.  The 
brain  stem,  pons,  and  medulla  were  not  in- 
volved. Microscopically,  there  was  demye- 
lination. In  these  areas,  many  glial  cells 
had  abundant  eosinophilic  cytoplasm  re- 
sembling gemistocytes.  Other  cells,  thought 
to  be  oligodendrocytes,  had  very  dark  nuclei 
and  eosinophilic  cytoplasm.  Some  of  the 
astrocytes  were  larger  than  usual  and  had 
distorted  shapes.  The  dura  in  the  thickened 
area  was  infiltrated  by  metastatic  carcinoma. 
The  tumor  did  not  infiltrate  the  brain  sub- 
stance. 

Case  4.  A seventeen-year-old  white  male 
seven  months  before  death  developed  epi- 
sodes of  cough  and  spells  of  dyspnea  from  a 
malignant  thymic  teratoma.  The  patient 
was  referred  to  this  Institute  where,  in  spite 
of  therapy,  the  symptoms  continued  to  in- 
crease until  he  died.  During  life,  the  patient 
did  not  display  any  symptoms  referable  to 
brain  damage.  At  autopsy,  the  only  gross 
finding  in  the  brain  was  scattered  dark  areas 
up  to  1 cm.  in  diameter  in  frontal  and  oc- 
cipital lobes  on  both  sides.  These  areas 
showed  demyelination  without  any  re- 
markable changes  in  the  glial  cells. 

Case  5.  A seventy-four-year-old  white 
woman  had  a carcinoma  of  the  breast  for 
approximately  four  years  before  admission. 
She  first  sought  medical  attention  three 


796  New  York  State  Journal  of  Medicine  / March  15,  1965 


FIGURE  3.  Case  5.  Cerebrum  stained  with  Lugol; 
white  matter  near  cortex  shows  multiple  irregular 
white  areas  that  represent  demyelination. 


weeks  before  death,  at  which  time  she  had 
multiple  osteolytic  metastases.  Fifteen 
days  before  death,  she  complained  of  weak- 
ness. Five  days  later,  she  developed  blurred 
vision  and  anorexia.  Four  days  before 
death,  she  became  comatose.  At  autopsy, 
the  dura  showed  multiple  flat  metastases 
which  had  a fibrous  appearance.  The 
tumor  did  not  infiltrate  the  brain  matter. 
On  section,  the  frontal,  parietal,  and  oc- 
cipital lobes  showed  numerous  petechiae  in 
the  white  and  grey  matter.  The  parenchyma 
around  them  was  slightly  softened  (Figs.  3 
and  4).  The  cerebellum  showed  a similar 
appearance.  The  midbrain,  pons,  and  me- 
dulla were  not  remarkable.  On  micro- 
scopic examination,  there  were  multiple 
irregularly  shaped  areas  of  demyelination 
which  seemed  to  include  the  cortex.  There 
were  numerous  microscopic  perivascular 
hemorrhages  and  occasional  areas  of  peri- 
vascular infiltration  with  granulocytes. 
Many  glial  cells  looked  pyknotic  or  karyo- 
lytic.  No  giant  forms  were  seen.  There 
were  occasional  gitter  cells. 

Case  6.  A twenty-eight-year-old  Negro 
man  came  to  this  Institute  for  the  first  time 
four  months  before  death  with  clinically 
manifested  Hodgkin’s  disease  of  two  months 
duration.  Approximately  three  months  be- 
fore death,  he  became  mentally  confused  and 
was  disoriented  as  to  the  time  (day  or  night). 
He  was  able  to  walk.  He  had  fairly  coarse 
tremors  of  the  lower  extremities.  A fundus 
examination  showed  negative  findings. 
Spinal  fluid  pressure  was  normal.  Proteins 
were  normal.  A psychiatric  condition  was 
suspected.  He  developed  tightness  in  his 


FIGURE  4.  Case  5.  Another  area  of  cerebrum 
showing  large  irregular  areas  of  demyelination. 


eyes  and  burning  sensations  of  the  legs  and 
chest.  Further  lumbar  punctures  were  non- 
contributory. He  developed  severe  weak- 
ness and  finally  became  immobilized  until 
his  death.  The  gross  examination  of  the 
brain  did  not  show  any  pathologic  findings. 
However,  on  microscopic  examination  of  the 
pons,  near  the  ventral  part,  there  was  an 
irregular  area  of  demyelination  in  which 
some  of  the  astrocytes  were  considerably 
enlarged.  The  area  had  a cribiform  pattern. 
This  area  measured  approximately  2 cm.  in 
largest  dimension  and  comprised  the  central 
and  lateral  parts  of  the  organ.  Sections 
from  cerebrum,  cerebellum,  and  midbrain 
showed  no  abnormalities. 

Comment 

Since  the  description  by  Astrom,  Man- 
call,  and  Richardson  in  1958 1 and  the  com- 
prehensive review  by  Richardson  in  1961, 2 
the  syndrome  of  progressive  multifocal 
leukoencephalopathy  as  a demyelinating 
condition,  which  usually  but  not  always  is 
associated  with  malignant  diseases  of  the 
reticuloendothelial  system,  has  become 
firmly  established.  The  classic  neurologic 
picture  is  that  of  a diffuse,  but  asymmetrical 
disease  of  the  cerebral  hemispheres.  The 
characteristic  symptoms  are:  spastic  or 

flaccid  hemiparesis;  some  degree  of  mental 
change  consisting  of  impairment  of  aware- 
ness or  orientation,  decline  in  intellect,  and 
abnormal  emotional  response;  and  visual 
impairment  of  various  degrees  extending  to 
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blindness.  A review  of  our  cases  will  show 
that  the  clinical  histories  and  brain  lesions 
conform  to  a large  extent  with  the  descrip- 
tions given  by  different  authors. 

Two  of  the  cases,  we  are  aware,  might 
raise  some  questions,  since  they  had  dural 
metastases  from  carcinoma  of  the  breast. 
Our  point  of  view  on  these  cases  is  as  follows: 

Carcinoma  of  the  breast  is  one  of  the 
leading  malignant  conditions  seen  in  this 
Institute,  and  dural  metastases  are  com- 
monplace in  postmortem  material  in  this 
kind  of  tumor.  Dural  metastases  are  also 
seen  in  other  types  of  malignant  conditions, 
and  they  have  not  been  associated  with 
demyelination,  unless  they  extend  to  the 
brain  substance  itself.  In  these  cases  de- 
myelinations  are  seen  close  to  the  tumors 
and  not  as  in  the  present  cases  far  from  them 
and  widely  separated  among  themselves. 

In  summary,  we  feel  that  the  metastases 
in  the  dura  probably  contributed  to  the 
symptoms,  but  were  not  the  leading  cause 
of  the  cerebral  damage.  Another  peculiar 
feature  in  the  present  series  is  exemplified  by 
Case  6 in  which  the  only  lesion  detected 
was  the  area  of  demyelination  of  the  pons. 
This  case  resembles  those  that  had  been 
described  as  central  pontine  myelinolysis.3,4 
The  resemblance,  however,  is  only  in  loca- 
tion, since  the  lesions  in  our  case  conform 
neither  to  the  shape  illustrated  in  these 
cases  nor  to  the  strict  central  location.  We 
feel,  however,  that  the  lesion  of  the  central 
pontine  myelinolysis  is  related,  perhaps,  to 
the  condition  reported  here,  although  it  is 
more  fulminating  in  character.  Of  the  4 cases 
reported  by  Adams,  Victor,  and  Mancall,3 
1 case  had  no  postmortem  examination  of 
organs  other  than  the  central  nervous  sys- 
tem, so  that  a coincidental  condition  such 
as  Hodgkin’s  disease,  sarcoidosis,  or  tuber- 
culosis cannot  be  ruled  out.  Another  had 
advanced  tuberculosis,  a disease  sometimes 
associated  with  leukoencephalopathy,  and 
the  last  had  scleroderma,  a disease  perhaps 
resulting  from  deranged  immune  reactions. 
In  reference  to  this,  it  has  been  suggested 
that  leukoencephalopathy  might  be  an 
autoimmune  disease.5,6 

The  interval  between  onset  of  the  symp- 
toms and  the  death  of  our  patients  more  or 
less  conformed  to  the  average  of  three  to 
four  months  found  by  Richardson2  in  his 
series.  If  we  exclude  the  2 cases  of  breast 
carcinoma  because  they  had  dural  me- 


tastases and  the  thymoma  case  which  had 
small,  apparently  asymptomatic  lesions  in 
the  brain,  we  remain  with  the  3 cases  of 
Hodgkin’s  disease  in  which  the  intervals 
were  five  months,  one  month,  and  three 
months  respectively. 

The  age  incidence,  according  to  Richard- 
sons’s  series2  ranged  from  thirty-one  to 
eighty-two  years,  whereas  in  our  cases  we 
have  2 patients  whose  ages  fall  in  a lower 
range.  One  patient  was  seventeen,  and 
another  was  twenty-eight.  The  oldest  pa- 
tient was  seventy-four.  The  sex  distribu- 
tion is  also  different  in  our  cases.  In 
Richardson’s  series,  males  were  affected  twice 
as  often  as  females,  whereas  in  our  group 
they  were  affected  equally.  Conceivably  this 
may  be  due  to  the  small  number  of  cases  re- 
ported here. 

Several  theories  have  been  proposed  to 
explain  this  condition,  among  which  are 
autoimmune  reaction,  as  the  result  of  for- 
mation of  myelinolytic  antibodies,  and 
virus  infection  resulting  from  the  loss  of 
immune  defenses  so  frequently  found  in 
patients  with  Hodgkin’s  disease  and  cancer 
in  general.  A dramatic  example  of  this  de- 
rangement of  immune  response  is  clearly 
found  in  Case  1.  This  patient  with  Hodg- 
kin’s disease  received  BCG  vaccination  as 
part  of  a research  study  on  the  immune 
response  in  patients  affected  with  this  con- 
dition. The  skin  reaction,  once  developed, 
did  not  show  any  tendency  to  heal,  being 
still  present  at  the  time  of  death,  sixteen 
months  later.  One  month  prior  to  death, 
the  tuberculin  test  results  became  negative 
again.  By  this  time,  the  tubercle  bacilli 
had  spread  extensively  into  several  organs. 
It  is  noteworthy  that  a similar  derangement 
in  tuberculin  reaction  was  mentioned  by 
Johnston,  Green,  and  Headington6  in  then- 
case  report.  However,  as  Sibley  and  Weis- 
berger5  point  out,  the  occurrence  of  pro- 
gressive multifocal  leukoencephalopathy  in 
non-neoplastic  diseases  makes  a direct 
causal  relationship  between  the  brain  lesion 
and  neoplasia  seem  unlikely. 

Summary 

Six  cases  of  progressive  multifocal  leu- 
koencephalopathy have  been  reported:  3 of 
them  in  patients  with  Hodgkin’s  disease,  2 
in  patients  with  breast  cancer,  and  1 asymp- 
tomatic case  in  a patient  with  thymic  tumor. 
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In  one  of  the  patients  with  Hodgkin’s 
disease  the  symptoms  of  progressive  multi- 
focal leukoencephalopathy  were  preceded  by 
severe  spread  of  tuberculosis,  probably  the 
result  of  inoculation  with  BCG.  The  au- 
thors feel  that  perhaps  a derangement  of 
immune  response  is  responsible  for  the 
brain  damage. 
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Aseptic  necrosis  of  the  femoral  heads  may 
be  caused  by  a number  of  different  condi- 
tions. One  recently  becoming  more  recog- 
nized is  high-dosage  corticosteroid  ther- 
apy.1-5 We  shall  review  9 such  cases,  4 of 
which  have  been  described  in  a previous 
report.3 

The  radiographic  appearance  of  aseptic 
necrosis  of  the  femoral  head  depends  on  the 
stage  and  extent  of  the  lesion.  Early,  there  is 
an  increase  in  density  of  the  infarcted  area 
made  more  prominent  by  surrounding  osteo- 
porosis. Cystic  changes  appear  which  repre- 
sent areas  of  absorption  of  dead  bone,  and 
varying  degrees  of  collapse  occur.  Years 
later,  the  changes  of  osteoarthritis  become 
superimposed  on  the  entire  process.  The 
cause  may  at  times  be  determined  radiograph- 
ically when  the  disease  process  is  manifested  in 
other  areas;  for  instance,  hepatospleno- 
megaly  with  other  bone  abnormalities  in 
Gaucher’s  disease  or  vertebral  compression 
and  trabecular  changes  with  other  bone 
infarcts  in  sickle  cell  anemia.  At  other 
times  a history  of  trauma  or  occupational 
hazards  provides  a clue.  In  older  patients 
frequently  no  known  cause  is  found,  and  the 
condition  is  considered  “idiopathic.” 


In  our  patients,  the  first  indication  of  hip 
abnormality  was  heralded  by  pain  and  limi- 
tation of  motion  which  became  progressively 
worse.  The  onset  of  pain  occurred  between 
three  months  and  two  years  following  the 
initiation  of  high-dosage  corticosteroid  ther- 
apy. In  3 patients,  hip  pain  became  in- 
capacitating requiring  hip  arthroplasty. 

Case  reports 

Case  1.®  A sixty-four-year-old  male  was 
treated  with  corticosteroids  for  erythema 
multiforme  bullosum.  He  received  initial 
doses  of  a 400-mg.  equivalent  of  cortisone, 
1 mg.  of  prednisone  being  held  equivalent  to 
5 mg.  of  cortisone,  with  gradual  reduction 
until  treatment  was  discontinued  at  six 
months.  Thirty  to  40  units  of  ACTH  were 
given  daily  in  the  course  of  the  treatment 
with  a total  dose  of  890  units  in  the  first 
three  weeks. 

This  man  complained  of  hip  pain  which 
started  three  months  after  the  steroid  ther- 
apy and  became  progressively  worse  over  a 
period  of  eighteen  months.  Radiographic 
examination  of  both  hips  twenty-one 
months  after  initiation  of  corticosteroid 
therapy  revealed  bilateral  aseptic  necrosis  of 
the  femoral  heads.  Disability  of  this  re- 
tired businessman  was  moderate,  and  no 
surgery  has  been  performed  to  date. 

Case  2.®  A forty -three-year-old  male 
with  pemphigus  had  a severe  exacerbation 
of  the  disease  which  was  life  threatening  and 
required  large  doses  of  corticosteroids  for 
therapy. 

Initially  he  received  1,000  mg.  of  cortisone 
per  day  supplemented  by  varying  amounts 
of  ACTH  to  a total  of  900  units  in  the  first 
five  weeks.  He  responded  well,  and  the 
steroids  were  reduced  to  a low  maintenance 
level  with  the  exception  of  two  short  courses 
of  higher  doses  for  exacerbations  of  the 
disease. 

X-ray  examination  of  the  hips  just  prior 
to  corticosteroid  therapy  showed  normal 
hips.  One  year  aft6r  initiation  of  therapy 
the  patient  began  to  experience  pain  in  the 
left  hip.  X-ray  examination  at  this  time 
revealed  aseptic  necrosis  of  the  left  hip. 
Six  months  later  he  developed  pain  in  the 
right  hip  and  left  shoulder.  X-ray  examina- 
tion at  this  time  revealed  aseptic  necrosis  of 
both  femoral  heads  and  a portion  of  the  left 
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humeral  head.  Because  of  severe  disability 
the  left  femoral  head  was  excised  and  re- 
placed by  a vitallium  prosthesis.  Patho- 
logic examination  of  the  excised  specimen 
revealed  foci  of  necrotic  bone  and  degen- 
erative changes  in  the  femoral  head. 

Case  3. 3 A thirty-six -year-old  male  with 
multiple  sclerosis  and  ataxic  gait  was  treated 
with  anticoagulants  and  shortly  thereafter 
received  corticosteroids.  His  therapy  con- 
sisted of  prednisone  in  doses  varying  from 
20  to  60  mg.  daily  for  one  year  with  an 
estimated  daily  average  of  35  mg.  Near 
the  end  of  one  year  of  treatment  he  com- 
plained of  pain  in  the  right  thigh  and  shortly 
thereafter  in  the  left  thigh. 

Radiographic  examination  of  the  hips  re- 
vealed aseptic  necrosis  of  both  femoral 
heads.  The  patient  has  been  confined  to  a 
wheel  chair  because  of  hip  pain.  Arthro- 
plasty has  been  considered. 

Case  4. 3 A fifty -nine-year-old  female  be- 
came seriously  ill  with  thrombocytopenic 
purpura.  She  was  treated  initially  with 
cortisone  1,000  mg.  per  day.  In  addition,  a 
total  of  1,000  units  of  ACTH  was  given  dur- 
ing the  first  two  weeks. 

Three  and  one-half  months  after  initiation 
of  therapy  she  developed  pain  in  the  right 
hip  and  shortly  thereafter  in  the  left  hip. 
This  became  progressively  more  severe, 
limiting  her  ability  to  walk.  Radiographic 
examination  of  the  hips  two  years  after  the 
initial  therapy  revealed  aseptic  necrosis  of 
the  femoral  heads.  She  also  had  partial 
aseptic  necrosis  of  the  left  humeral  head.  A 
Judet  arthroplasty  of  the  right  hip  was  per- 
formed. The  pathologic  specimen  revealed 
necrotic  bone. 

Case  5.  A twenty-year-old  female  was 
admitted  to  the  hospital  with  infectious 
hepatitis  and  was  treated  appropriately. 
Because  of  the  severity  of  the  disease  with 
eventual  onset  of  hepatic  coma,  the  patient 
was  treated  with  high-dosage  corticosteroids. 
She  received  initially  300  mg.  of  prednisone 
for  four  days,  250  mg.  for  two  days,  and  100 
mg.  for  ten  days;  then  her  corticosteroids 
were  slowly  tapered  to  35  mg.  prednisone 
daily  by  four  months.  The  corticosteroids 
were  discontinued  at  six  months. 

About  twelve  to  fourteen  months  following 
the  initiation  of  corticosteroid  therapy  she 
developed  pain  in  both  hips  with  stiffness. 


Radiographic  examination  of  the  hips  re- 
vealed areas  of  increased  density  and  lytic 
areas  in  both  femoral  heads  with  minimal 
flattening  of  the  cortical  surface  as  evidence 
of  aseptic  necrosis  (Fig.  1). 

Case  6.  A forty-nine-year-old  white 
male  was  admitted  to  the  hospital  with  a 
severe  asthmatic  attack.  He  gave  a two- 
year  history  of  recurrent  asthma  which  was 
treated  with  ACTH  and  triamcinolone  intra- 
muscularly plus  a maintenance  dose  of  oral 
corticosteroids.  The  exact  dosages  are  not 
known.  Between  1961  and  1963  he  had 
many  hospital  admissions  and  was  con- 
tinually on  steroids  except  for  one  four- 
month  period.  With  each  admission  he  re- 
ceived approximately  250  mg.  of  hydrocor- 
tisone intravenously  and  20  units  of  ACTH 
daily.  This  would  be  tapered  gradually. 
In  January,  1962,  after  some  time  of  com- 
plaining of  pain  in  the  right  hip,  the  radio- 
graphs revealed  aseptic  necrosis  of  the  right 
hip.  By  May,  1962,  necrosis  of  both 
femoral  heads  was  recognized. 

Case  7.  A twenty-four-year-old  Negro 
male  was  admitted  to  the  hospital  in  1958 
with  an  acute  exacerbation  of  chronic 
glomerulonephritis.  He  was  treated 
initially  with  prednisone  60  mg.  daily  which 
was  reduced  to  10  mg.  daily  in  two  months, 
then  prednisone  30  mg.  weekly  for  one  year. 
In  May,  1951,  he  first  developed  pain  in  his 
right  hip.  Radiographs  at  this  time  re- 
vealed aseptic  necrosis  of  the  right  femoral 
head.  Repeated  sickle  cell  preparations 
showed  negative  findings. 

Case  8.  A forty -one-year-old  Negro 
male  was  seriously  ill  with  tuberculous 
meningitis.  His  therapy,  in  addition  to 
antibiotics  for  tuberculosis,  included  cor- 
ticosteroids with  an  initial  dose  of  120  mg. 
hydrocortisone  succinate  (Solu-Cortef)  daily 
and  then  prednisone  30  mg.  daily  over  the 
following  months  with  the  corticosteroids 
being  tapered  and  discontinued  at  six 
months. 

Eight  months  after  the  institution  of 
corticosteroid  therapy  the  patient  first 
noted  pain  in  the  left  hip  and  knee.  Three 
years  after  therapy  he  was  admitted  to  a 
hospital  with  severe  disability  because  of  hip 
pain  and  stiffness.  X-ray  examination  re- 
vealed advanced  aseptic  necrosis  of  the  left 
hip  with  milder  changes  on  the  right  side 
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FIGURE  1.  Case  5.  Twenty-year-old  white  female.  Early  roentgenographic  changes  of  aseptic  necrosis 
fourteen  months  after  high-dosage  corticosteroid  therapy  for  hepatitis.  (A)  Anteroposterior  view.  (B) 
Lateral  view. 


(Fig.  2).  Sickle  cell  preparations  showed 
negative  findings.  One  year  later  a left-cup 
arthroplasty  was  performed.  Pathologic 
examination  of  the  excised  femoral  head 
revealed  bone  necrosis  and  no  evidence  of 
tuberculosis. 


Case  9.  This  patient  was  a twenty-one- 
year-old  white  male  who  had  rheumatoid 
arthritis  and  had  received  small  doses  of 
corticosteroids  prior  to  1956.  In  1956  he  had 
an  episode  of  acute  pericarditis  for  which  he 
received  very  high  doses  of  corticosteroids 
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FIGURE2.  Case8.  Forty-one-year-old  Negro  male. 
Roentgen  findings  of  advanced  bilateral  aseptic 
necrosis  of  femoral  heads  three  years  after  high- 
dosage  corticosteroid  therapy  for  tuberculous  men- 
ingitis. He  first  became  symptomatic  eight  months 
to  one  year  following  therapy. 


and  ACTH  and  had  an  emergency  pericar- 
diectomy.  Postoperatively  the  corticoster- 
oids were  slowly  tapered  to  a daily  average 
of  80  mg.  ACTH  and  60  mg.  hydrocortisone. 
He  was  then  changed  to  triamcinolone  20 
mg.  daily  and  ACTH  60  mg.  per  week. 
Later  he  was  given  hydrocortisone  in  addition 
with  lower  doses  of  ACTH  and  triamcino- 
lone. By  1959,  at  the  age  of  twenty-four, 
he  was  receiving  30  mg.  of  hydrocortisone 
and  9 mg.  of  triamcinolone  daily.  At  this 
time  he  developed  pregangrenous  skin  lesions 
(Fig.  3). 

These  skin  lesions  did  not  heal  until  the 
corticosteroid  dosage  was  markedly  reduced, 
indicating  steroid-induced  or  exacerbated 
vasculitis.  In  March,  1961,  the  patient 
was  still  receiving  80  mg.  of  hydrocortisone 
daily.  He  had  complained  of  increasing 


hip  pain.  Aseptic  necrosis  of  the  right 
femoral  head  with  a wedge-shaped  area  of 
dense  necrotic  bone  is  seen  on  the  radiograph 
of  the  pelvis  (Fig.  4). 

Comment 

The  9 patients  presented  here  received 
high-dosage  corticosteroid  therapy  and 
shortly  thereafter  developed  the  clinical  and 
radiographic  findings  of  aseptic  necrosis  of 
the  femoral  head,  with  2 patients  also  having 
aseptic  necrosis  of  the  humeral  heads. 
These  patients  were  treated  for  diseases 
which  by  themselves  are  not  known  to  cause 
aseptic  necrosis  of  bone.  All  patients  had 
been  found  free  from  diseases  which  are 
known  to  cause  this.  Multiple  sickle  cell 
preparations  showed  negative  findings  on 
the  Negro  patients  included  in  this  series. 
The  mechanism  of  production  of  aseptic 
necrosis  of  the  femoral  heads  after  high- 
dosage  corticosteroid  therapy  is  not  known. 
A theoretic  possibility  is  osteoporosis  with 
microscopic  fractures  of  weakened  bony 
trabeculae  within  the  femoral  head  leading 
to  aseptic  necrosis.  It  seems  difficult  to 
explain  the  necrosis  of  the  femoral  heads  on 
this  basis,  since  the  most  common  site  of 
compression  fractures  in  osteoporosis  is  in 
the  lumbar  spine  as  frequently  seen  in 
elderly  patients  and  patients  with  Cushing’s 
disease.  Our  patients  did  not  have  any 
compression  fractures  of  the  lumbar  spine. 
Vasculitis  produced  by  corticosteroids  has 
been  reported  and  may  be  a cause  of  bone 
necrosis.6 

Increased  viscosity  and  hypercoagula- 
bility of  blood  causing  thrombosis  are  oc- 


FIGURE  3.  Case  9.  Twenty-four-year-old  white  male  with  rheumatoid  arthritis  on  high-dosage  corticos- 
teroid therapy.  Gangrenous  skin  lesions  of  (A)  toe  and  (B)  finger  tip  and  leg.  Healed  after  reduction  of 
corticosteroids. 
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FIGURE  4.  Case  9.  Rheumatoid  arthritis,  aseptic 
necrosis  of  right  femoral  head  with  wedge-shaped 
area  of  bone  infarction. 


currences  which  have  been  reported.7** 
In  Case  9,  the  patient  who  suffered  from 
rheumatoid  arthritis  and  acute  pericarditis, 
there  was  evidence  of  vasculitis  with  cutane- 
ous manifestations  of  gangrene  which  cleared 
after  drastic  reduction  in  the  corticosteroid 
dose.  Since  vasculitis  may  occur  in  rheu- 
matoid arthritis,  one  cannot  claim  that  the 
corticosteroid  drugs  were  responsible  for  the 
vasculitis,  but  they  apparently  greatly  in- 
creased its  severity. 

We  have  been  observing  a group  of  114 
patients  with  rheumatoid  arthritis  who  re- 
ceived relatively  low  doses  of  corticosteroids 
of  from  5 to  15  mg.  prednisone  daily,  many 
of  whom  developed  peptic  ulcers.  These 
patients  have  now  been  followed  for  as  long 
as  seven  years,  and  none  of  them  has  de- 
veloped aseptic  necrosis  of  bone.  There  are 
some  case  reports  by  others  of  aseptic 
necrosis  of  femoral  heads  occurring  on  these 
relatively  low  doses  of  corticosteroids,  but 
these  have  occurred  in  patients  with  some- 
what complicated  diseases,  and  in  some 
reports  the  exact  dose  of  corticosteroids  is 
not  given  in  sufficient  detail  to  allow  ade- 
quate evaluation.9-11 

One  has  to  be  extremely  cautious  in  im- 


plicating high-dose  corticosteroid  therapy 
in  the  production  of  aseptic  necrosis  of  bone. 
We  are  aware  of  the  fact  that  aseptic  necrosis 
of  femoral  heads  occurs  sporadically  even  in 
relatively  young  people  in  their  thirties  and 
forties  without  any  demonstrable  cause  and 
that  the  case  against  corticosteroids  as  an 
etiologic  agent  is  based  on  circumstantial  evi- 
dence. The  first  case  we  observed  occurred 
in  1952,  and  we  were  then  reluctant  to  accept 
the  corticosteroids  as  etiologic  agents,  al- 
though this  seemed  a reasonable  conclusion. 
After  observing  the  9 cases  reported  here 
plus  seeing  several  others  in  which  we  were 
unable  to  get  an  exact  dosage  schedule  on 
steroids  and  therefore  could  not  report 
them,  we  feel  that  there  is  little  doubt  that 
high-dosage  corticosteroid  therapy  and 
aseptic  necrosis  of  femoral  heads  are  causally 
related. 
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Under  the  neurologic  and  sensory 
disease  program  of  the  U.S.  Public  Health 
Service,  assistance  is  available  to  health 
departments,  hospitals,  medical  schools, 
and  other  health  agencies  for  new  or  ex- 
panded service  programs,  studies,  demonstra- 
tions, and  professional  training.  The  pri- 
mary objective  is  to  stimulate  the  ear  best 
possible  application  of  research  findings  and 
new  clinical  procedures  to  prevent  neuro- 
logic and  sensory  diseases  and  to  diagnose, 
treat,  and  rehabilitate  persons  suffering  from 
such  disorders.  Assistance  may  be  in  the 
form  of  professional  or  technical  consulta- 
tion or  financial  grants. 

To  lay  a proper  foundation  for  this  new 
program,  the  State  of  New  York  Depart- 
ment of  Health  received  a grant  from  the 
Public  Health  Service  to  carry  out  an  over- 
all review  of  the  problem  and  the  resources 


and  to  point  up  areas  where  further  studies 
and  programs  were  indicated.* 

This  special  article  is  a summary  of  the 
pertinent  findings  of  the  original  report,  the 
latter  having  run  some  450  pages  plus 
appendices.  Copies  of  the  detailed  sections 
have  been  made  available  to  appropriate 
department  heads  of  the  ten  medical  schools 
in  the  State  and  of  several  of  the  major 
teaching  hospitals,  and  to  public  and  volun- 
tary agencies  concerned.  It  is  hoped  that 
some  of  these  recipients  will  find  the 
questions  raised  by  the  report  to  be  quite 
challenging  and  will  develop  projects  to 
provide  the  answers  with  Public  Health 
Service  support  if  necessary.  Should  others 
reading  this  summary  develop  similar 
interests  in  regard  to  particular  sections  and 
have  the  interest  and  resources  to  develop 
new  studies  or  programs,  they  may  obtain 
copies  of  the  original  detailed  sections  from 
the  authors. 

The  report  is  primarily  an  inventory  of 
identifiable  information  pertinent  to  the 
field  of  neurologic,  ophthalmologic,  and 
otolaryngologic  disorders.  The  broad  scope 
of  the  project  plus  the  limitations  of  time, 
personnel,  and  funds  did  not  allow  for 
original  research,  for  detailed  studies  in 
depth  of  individual  disease  categories,  or  for 
qualitative  evaluation  of  services  other  than 
by  number  and  qualifications  of  staff. 
Nevertheless,  much  detailed  work  was 
involved  in  locating  basic  data  and  building 
these  up  into  reliable  statistics.  Hospitals, 
clinics,  nursing  homes,  schools,  and  health 
and  education  departments  have  huge  ac- 
cumulations of  records  but  rarely  were  these 
compiled  in  a form  that  could  be  used  readily 
by  this  project.  Aside  from  varying  quality 
and  reliability  of  data  made  available  by 
these  agencies,  there  appeared  serious  de- 
ficiencies in  classification  systems  and  rec- 
ord-keeping forms.  Aside  from  these  dif- 

* This  project  was  completed  by  the  State  of  New  York 
Department  of  Health  under  a State  Development  Project 
Grant  (Grant  N-340-1A-62)  made  available  by  the  Public 
Health  Service,  Bureau  of  State  Services,  through  the  neuro- 
logic and  sensory  disease  service  program  of  its  Division  of 
Chronic  Diseases. 
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Acuities,  the  work  was  rewarding  to  the 
extent  that  it  developed  for  the  first  time  a 
panoramic  view  of  the  resources  and  services 
for  neurologic  and  sensory  diseases  previously 
available  only  on  a fragmented  basis. 
Graduate  and  undergraduate  training  pro- 
grams, available  specialists,  the  impact  of 
these  disorders  on  hospital  and  nursing  home 
services,  special  clinic  programs,  medical 
and  vocational  rehabilitation  programs, 
voluntary  health  agency  programs,  and 
special  school  services  all  contributed  to  the 
entire  story.  Thus,  the  document  may  well 
serve  as  a background  on  which  can  be 
developed  new  services  as  well  as  new 
studies. 

As  might  have  been  expected,  the  project 
found  widely  differing  opinions  among 
professional  persons  in  regard  to  adequacy  of 
personnel,  patterns  of  distribution,  optimal 
utilization  of  staff  and  facilities,  and 
organizational  responsibility  for  new  pro- 
grams or  projects.  In  such  instances,  a 
concensus  would  be  meaningless;  therefore, 
the  findings  were  presented  along  with 
opposing  views  of  their  significance. 

Training  and  specialization  of 
physicians  in  neurology,  ophthalmology, 
and  otolaryngology 

Medical  schools.  Considerable  varia- 
tion in  organization  of  teaching  services 
exists  among  the  ten  medical  schools  in  New 
York  State.  In  neurology  the  units  may  be 
independent  departments,  they  may  be 
subdivisions  of  medicine,  or  they  may  be 
combined  with  psychiatry  or  neurosurgery. 
In  ophthalmology  and  otolaryngology  there 
is  a fairly  even  division  between  those 
schools  which  give  them  departmental 
status  and  those  which  classify  one  or  both  as 
subdivisions  of  surgery. 

§ Because  of  differences  of  professional 
opinion  regarding  the  desirability  of  inde- 
pendent or  subdivision  status,  no  recom- 
mendations can  be  made,  but  this  can  well  be 
a field  for  further  study  by  medical 
educators.* 

There  is  a wide  range  in  the  number  of 
departmental  positions  in  neurology,  oph- 
thalmology, and  otolaryngology  in  the  ten 
medical  schools  and  especially  of  full-time 

* Suggested  areas  of  exploration  appear  in  paragraphs 
preceded  by  the  symbol  §. 


positions.  While  it  is  not  possible  to  judge 
the  quality  or  quantity  of  teaching  by  the 
size  of  faculty  because  of  the  interrelation- 
ships between  departments,  the  presence  of 
active  graduate  teaching  and  research  pro- 
grams employing  full-time  staff  is  generally 
considered  to  elevate  the  quality  of  teaching. 

The  number  of  hours  devoted  to  neurology 
and  neurosurgery  in  medical  schools  varies 
greatly.  While  the  staff  consultant  on 
neurology  considered  that  there  are  no 
obvious  deficiencies,  others  disagreed.  As 
stated  by  one  member  of  the  Medical 
Advisory  Committee  on  Neurology: 

Comparison  of  programs  in  various  schools 
is  difficult  and  variations  in  effectiveness 
would  relate  to  individual  departmental 
strength  and  the  caliber  of  teaching  personnel 
in  neurology  versus  those  in  other  depart- 
ments competing  for  the  student’s  time  and 
attention.  If  significance  can  be  attached  to 
the  importance  of  appropriate  student  con- 
tact in  all  four  years,  and  particularly  in  pre- 
clinical  teaching,  the  curricula  in  at  least  six 
of  the  ten  schools  interviewed  would  seem 
inadequate. 

§ In  view  of  the  availability  of  training  and 
research  funds,  expansion  of  full-time  staffs 
should  be  considered  by  the  several  medical 
schools  with  limited  full-time  personnel  in 
the  specialties  under  consideration. 

While,  for  the  country  as  a whole,  6.5  to 
9.5  per  cent  of  full-time  faculty  positions  are 
reported  as  vacant,  these  figures  should  not 
deter  the  schools  from  such  expansion  be- 
cause of  the  increased  attractiveness  of  their 
positions  which  new  programs  would  effect. 

Residencies.  In  neurology  there  was  an 
increase  from  50  to  99  residencies  (all  years 
included)  from  1950  to  1963  throughout 
the  State,  and  90.9  per  cent  of  the  positions 
in  the  State  were  filled  as  compared  with  78 
per  cent  for  the  country  as  a whole.  Ten 
additional  positions  are  planned  for  July  1, 
1964.  There  are  now  19  hospitals  with 
approved  residency  programs  in  neurology. 

In  neurosurgery  there  was  an  increase 
from  23  to  71  positions,  90.1  per  cent  being 
filled  compared  to  91  per  cent  for  the 
country.  Four  new  positions  are  planned 
for  July  1,  1964.  There  are  now  21  hospitals 
with  approved  residency  programs  in 
neurosurgery. 

In  otolaryngology  there  was  a smaller  in- 
crease from  83  to  109  positions.  Only 
84.4  per  cent  of  positions  were  filled,  the 
national  figure  being  87  per  cent.  Eight 
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new  positions  are  planned  for  July  1,  1964. 
Twenty  hospitals  are  approved  for  otolaryn- 
gologic residencies. 

In  ophthalmology  there  has  been  a 
steady  increase  from  79  to  158  positions  of 
which  96  per  cent  of  positions  were  filled, 
compared  to  97  per  cent  for  the  country  as 
a whole.  Eleven  additional  residencies  are 
planned  for  July  1,  1964,  nine  of  these  (three 
per  year  of  residency)  being  established  at 
one  medical  center.  Thirty-two  hospitals 
are  now  approved  for  residencies  in 
ophthalmology  and  there  will  be  an  addi- 
tional one  as  of  July  1,  1964. 

Comparing  the  New  York  State  residency 
vacancy  problem  with  that  of  the  country 
as  a whole,  it  appears  that  New  York  State  is 
substantially  better  off  for  neurology  and 
follows  the  national  pattern  for  the  other 
three  specialties.  With  the  exception  of 
otolaryngology,  hospitals  in  New  York  State 
appear  to  have  little  difficulty  in  filling  their 
residencies  in  the  specialties  under  con- 
sideration. A modest  expansion  of  33  res- 
idencies is  planned  for  next  year,  an  over- 
all increase  of  7.3  per  cent,  fairly  well 
divided  among  the  four  fields.  However,  it 
is  to  be  noted  that  all  residencies  in  the 
four  categories  are  located  in  New  York  City 
or  in  the  major  cities  of  the  Upstate  health 
regions,  namely  Buffalo,  Rochester,  Syra- 
cuse, and  Albany. 

Increased  stipends  for  residents  through 
training  grant  support  have  been  con- 
sidered desirable.  However,  as  empha- 
sized by  one  advisory  committee  member,  it 
is  more  essential  to  have  continuing  training 
grant  funds  to  subsidize  the  salaries  for  an 
adequate  faculty  to  assure  that  the  residents 
have  a rewarding  experience. 

§The  following  questions  remain  to  be 
answered  by  subsequent  studies: 

§Is  the  quality  of  residents  in  these  fields 
considered  of  satisfactory  caliber  in  respect  to 
training,  experience,  ability,  and  personal 
traits? 

§Why  are  15.6  per  cent  of  the  otolaryngo- 
logic residencies  in  New  York  State  vacant 
(13  per  cent  in  the  country  as  a whole)  and 
what  can  be  done  to  improve  the  situation 
and  make  otolaryngology  more  competitive 
with  other  residencies? 

§Should  residency  training  be  encouraged 
at  some  of  the  larger  hospitals  off  the  so-called 
“Mohawk  Trail”  in  Upstate  New  York,  the 
latter  being  defined  as  the  line  between  Albany 
and  Buffalo? 


The  importance  of  exposing  medical 
students  to  an  active  teaching  and  research 
service  in  neurology  during  their  medical 
school  years  is  evidenced  by  the  fact  that  the 
Albany  Medical  College,  which  has  had  a 
strong  neurology  service  of  long  standing 
and  provides  clinical  demonstrations  during 
neuroanatomy,  two-month  summer  student 
fellowships  that  are  supported  through  the 
NINDB  (National  Institute  of  Neurological 
Diseases  and  Blindness)  and  other  funds 
offered  to  first-  and  second-year  students,  and 
four- week  senior  clerkships  associated  with  an 
active  graduate  training  program,  has  led  all 
medical  schools  in  this  country  and  Canada  in 
the  proportion  of  its  students  entering 
graduate  training  and  obtaining  Board 
certification  in  neurology  during  the  past 
fifteen  years. 

A member  of  the  Medical  Advisory  Com- 
mittee on  Neurology  doubted  the  “need  for 
special  studies  and  methods  to  increase  the 
interest  of  young  physicians  in  physical 
medicine  or  neurology.  More  important  is 
the  consideration  of  means  for  continuing  to 
attract  good  students  into  medicine 
generally.  The  inducement  which  should 
follow  the  development  of  strong  and  pref- 
erably autonomous  departments  of  neurol- 
ogy in  all  medical  schools  of  the  State  should 
be  sufficient  to  cover  this  need.” 

Board-qualified  specialists.  There  is 
the  expected  concentration  of  Board- 
qualified  specialists  in  New  York  City  and 
the  medical  center  counties  of  Upstate  New 
York,  and  a marked  falling  off  elsewhere. 
For  neurology,  there  were  3.1  specialists  per 
100,000  population  in  New  York  City; 
the  Upstate  medical  center  counties  ranged 
from  0.9  to  3.7;  and  the  regional  areas 
excluding  the  medical  center  counties  from 
0.2  to  0.4,  omitting  the  White  Plains  region 
whose  counties  adjacent  to  New  York  City 
are  part  of  that  standard  metropolitan  area 
and  therefore  not  comparable  with  other 
counties  without  medical  centers. 

For  neurosurgery,  the  respective  figures 
were  0.6,  0.8  to  1.2,  and  0.2  to  0.3.  For 
ophthalmology,  the  respective  figures  were 
4.8,  3.2  to  4.3,  and  1.7  to  2.5.  For  otolaryn- 
gology, the  respective  figures  were  4.7,  2.8 
to  3.8,  and  1.2  to  2.2. 

There  are  no  acceptable  criteria  against 
which  these  figures  can  be  judged  from  the 
viewpoint  of  adequacy  in  providing  neces- 
sary care.  New  York  State  leads  all  states 
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in  full-time  specialists  available,  with  121.4 
per  100,000  population.  Connecticut  is 
next  with  110.4  and  Massachusetts  third 
with  109.3.  There  must  also  be  considered 
the  availability  of  Board-eligible  specialists 
who  have  not  yet  had  the  opportunity  of 
taking  or  do  not  choose  to  take  the  Board- 
qualifying  examinations,  and  the  number  of 
general  practitioners  and  of  specialists  in 
other  fields  who  do  work  in  the  categories 
under  consideration. 

Also  there  is  a considerable  amount  of 
regionalization  of  hospital  services  in  New 
York  State  whereby  specialists  from  the 
major  medical  centers  regularly  visit  hos- 
pitals in  the  outlying  areas,  and  this  is  being 
further  developed. 

Nevertheless,  the  medical  advisory  com- 
mittees in  neurology,  ophthalmology,  and 
otolaryngology  each  considered  that  short- 
ages of  specialists  in  their  respective  fields 
were  serious. 

In  regard  to  related  specialties,  the  staff 
consultant  on  neurology  agreed  with 
members  of  the  Medical  Advisory  Com- 
mittee on  Neurology  that  there  is  no  major 
problem  in  regard  to  the  number  and  distri- 
bution of  neurosurgeons. 

In  reference  to  the  need  for  neurologists, 
the  staff  consultant  on  neurology  developed 
a formula  based  on  (1)  the  reactions  ob- 
tained from  physicians  qualified  in  neurology 
or  in  psychiatry  and  neurology  throughout 
the  State  and  (2)  his  experiences  with  the 
distribution  of  neurologists’  time  in  the 
Albany  area,  which  appears  to  have  the 
greatest  proportion  of  qualified  neurologic 
personnel.  It  was  recognized  that  con- 
siderable neurology  is  done  by  men  who  do 
not  „ et  have  their  Board  certification,  and 
failure  to  consider  this  group  may  lead  to 
misleading  results.  However,  it  was  con- 
sidered that  the  Board  certification  at  least 
gave  some  specific  guideline.  The  formula 
yielded  a need  of  at  least  one  neurologist  per 
108, COO  persons.  The  total  number  of 
specialists  in  this  State  approximated  this, 
but  the  consultant  found  that  the  distribu- 
tion was  so  poor  that  large  geographic  and 
population  areas  were  sorely  lacking;  he 
also  considered  that  there  were  inadequate 
numbers  of  neurologists  in  such  major 
medical  cities  as  Rochester,  Syracuse,  and 
Buffalo. 

Three  members  of  the  Medical  Advisory 
Committee  on  Neurology  who  reviewed  this 


report  made  several  pertinent  observations 
on  this  statement  as  follows: 

1.  The  consultant’s  statement  that 
doubly  boarded  specialists  (PN)  do  a 
significant  amount  of  clinical  neurology  was 
countered  by  the  impression  of  the  com- 
mittee members  that  doubly  boarded  men, 
under  the  pressure  of  demand  in  large  urban 
areas,  do  chiefly  or  exclusively  psychiatry. 

2.  Exception  was  taken  to  the  impression 
that  the  number  of  neurologists  in  some  of 
the  other  major  medical  center  cities  was 
inadequate. 

3.  There  was  general  agreement  about  the 

poor  distribution  of  neurologists,  but  caution 
was  expressed  as  follows:  “Distribution 

may  well  be  poor  but  I don’t  think  the  as- 
sumption should  be  made  that  distribution 
of  neurologists  should  be  equally  dispersed 
among  the  population  breakdown.  I think 
it  is  appropriate  that  there  be  certain  con- 
centrations within  research  and  teaching 
centers  where  patients  are  sent  rather  than 
distributing  them  evenly  throughout  an 
area.” 

4.  The  need  to  consider  the  economics  or 
ecology  of  clinical  neurologists  in  New  York 
State  was  emphasized.  In  addition  to  the 
numbers  of  neurologists,  it  is  equally  im- 
portant to  consider: 

. . . whether  practicing  physicians  in  a given 
area  are  sympathetic  to  the  efforts  of  the 
clinical  neurologist.  Since  neurologic  disease 
relates  to  every  field  and  specialty  of  medi- 
cine, the  diagnostic  facilities  of  a major  med- 
ical center  are  requisite  to  the  adequate  per- 
formance of  a practicing  neurologist.  Special 
facilities  needed  for  neurology  today  include 
electroencephalography  and  other  modes  of 
electrodiagnosis,  radioisotope  equipment  for 
brain  scan,  special  radiographic  support  for 
lumbar  pneumoencephalograms,  myelograms, 
angiograms,  and  ventriculograms  and  ap- 
propriate neurosurgical  collaboration  in  cer- 
tain of  these  procedures.  Neuro-ophthal- 
mologic  facilities  should  also  be  available.  A 
neurologist  or  neurologic  service  lacking  ade- 
quate remuneration  in  practice  limited  to 
diagnostic  examinations  can  find  added  sup- 
port through  the  operation  of  these  facilities. 
Under  such  circumstances,  it  is  apparent  that 
the  successful  clinical  neurologist  will  require 
the  support  of  a major  medical  center  for  sur- 
vival. By  the  same  token,  appropriate  inter- 
est and  facilities  can  be  engendered  in  these 
centers  only  through  the  activities  of  long- 
established  teaching  and  research  programs. 

§In  summary,  ...  a solution  to  most,  if  not 
all,  of  the  questions  raised  in  this  survey  can 
be  related  directly  to  the  development  and 
continuing  support  of  strong  and  well-re- 
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ceived  programs  in  neurology  and  psychiatry 
within  the  major  teaching  institutions  of  New 
York  State.  Consequently,  any  proposed 
State  support  relative  to  the  diagnosis  and 
treatment  of  highly  prevalent  neurologic  and 
sensory  disorders  within  the  State  should  be 
aimed  first  in  this  direction.  The  Bureau  of 
State  Services’  neurologic  and  sensory 
disease  program  might  help  support  further 
study  relative  to  such  a program  which  prop- 
erly should  be  administered  through  the  State 
Department  of  Health. 

The  observation  that  there  were  shortages 
of  specialists  in  the  field  of  neurology  but 
apparently  not  in  neurosurgery  provoked  the 
following  interesting  comment: 

Reasons  are  not  considered  in  this  report 
but  presumptively  relate  to  such  factors  as 
economics  (neurosurgery  is  a highly  remunera- 
tive specialty)  and  the  wide  development  of 
neurosurgical  training  facilities  in  this  country 
beginning  thirty  to  thirty-five  years  ago. 
Adequate  training  programs  for  neurology 
have  developed  nationally  only  since  the  ad- 
vent of  the  NINDB  training  grant  support 
and  have  become  widely  operative  only  dur- 
ing the  past  ten  years.  A neurosurgeon  may 
undertake  to  practice  clinical  neurology  if 
time  permits  and  he  is  not  kept  sufficiently 
busy  by  neurosurgical  demands  in  his  area. 
He  may  eventually  be  obliged  to  seek  associa- 
tion with  a neurologist  as  the  demand  for  this 
type  of  service  (which  he,  himself,  has  stimu- 
lated) increases.  Hence,  the  role  of  the  neuro- 
surgeon in  stimulating  a need  for  clinical 
neurology  must  not  be  overlooked. 

Continuing  education  courses  for 
physicians.  High-quality  continuing 
education  courses  for  physicians  already 
specializing  in  neurology,  ophthalmology, 
and  otolaryngology  on  a part-time  or  full- 
time basis  are  available,  primarily  in  New 
York  City.  The  majority  of  these  are  given 
on  an  intensive  continuous  basis  so  that 
physicians  from  the  Upstate  area  may 
utilize  them  by  spending  the  necessary  days 
or  weeks  in  New  York  City.  Intensive 
intermittent  courses  are  available  for  local 
city  physicians.  In  addition  to  the  regularly 
listed  courses,  there  are  several  one-  or  two- 
day  institutes  on  these  subjects  given  by  all 
the  medical  centers,  Upstate  and  in  New 
York  City. 

§The  Empire  State  Medical,  Scientific 
and  Educational  Foundation,  Inc.,  an  inde- 
pendent nonprofit  agency  sponsored  by  the 
Medical  Society  of  the  State  of  New  York, 
with  the  support  of  the  State  health  de- 
partment, is  undertaking  a complete  study  of 
all  graduate  medical  education  including  the 


specialties  considered  in  this  report.  It  has 
received  a Public  Health  Service  grant  for 
this  purpose.  Preliminary  observation  by 
the  health  department  and  the  Medical 
Society  indicates  the  need  for  additional 
courses  covering  more  areas  of  the  State, 
reaching  additional  medical  groups,  and 
having  new  formats. 

Resources  for  medical  treatment  of  the 
neurologic  and  sensory  disorders 
and  their  utilization 

Outpatient  services.  A perusal  of  out- 
patient services  in  the  fields  of  neurology, 
otolaryngology,  and  ophthalmology  indi- 
cates apparently  adequate  services  in  New 
York  City,  throughout  the  White  Plains 
health  region,  and  in  the  four  Upstate 
medical  center  cities  of  Albany,  Syracuse, 
Rochester,  and  Buffalo.  However,  it  is 
quite  evident  that  persons  living  25  or  more 
miles  from  the  major  cities  in  the  Upstate 
New  York  area  do  not  have  readily  available 
to  them  outpatient  services  to  provide 
specialized  medical  diagnosis  and  care  when 
private  care  cannot  be  afforded.  Obviously, 
this  is  related  to  the  distribution  of  the  re- 
spective specialists  because  specialty  clinics 
cannot  be  operated  without  the  availability 
of  qualified  physicians.  While  in  some 
specialties,  such  as  cardiology,  specialists 
from  the  medical  centers  in  the  large  cities 
hold  clinics  periodically  in  other  parts  of 
their  regions,  this  is  not  known  to  occur 
regularly  in  the  fields  under  study. 

The  neurologic  consultants’  tabulation  of 
clinics  delved  into  the  specialty  clinics 
within  neurology  and  related  fields  and 
identified  on  a State- wide  basis:  56  clinics  in 
neurology;  35  in  neurosurgery;  119  in 
physical  medicine  and  rehabilitation,  many 
limited  to  physical  therapy  only;  15  in 
cerebral  palsy;  14  in  epilepsy;  10  in  pedi- 
atric neurology;  5 in  multiple  sclerosis; 
and  22  in  other  areas  including  muscular 
dystrophy,  myasthenia  gravis,  birth  defects, 
and  organic  brain  disease. 

§It  is  recommended  that  plans  be  made  for 
a special  study  of  how  these  specialty  serv- 
ices are  provided  for  ambulatory  patients  in 
an  Upstate  county  located  at  least  50  miles 
from  the  nearest  major  medical  center  city, 
none  of  whose  hospitals  offer  outpatient 
services  in  the  three  specialties  concerned, 
and  which  has  a lower  proportion  of  specialists 
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in  these  fields  than  the  Upstate  areas  as  a 
whole.  The  southern  tier  counties  of 
Tompkins  or  Chemung  would  seem  to  be 
particularly  suitable  for  such  a study.  Each 
has  a medium-size  city  and  a well-organized 
health  department  which  might  undertake  or 
at  least  cosponsor  such  a survey. 

§To  make  maximal  use  of  the  limited 
number  of  available  personnel,  members  of 
the  Medical  Advisory  Committee  on  Neurol- 
ogy recommended  the  establishment  of 
diagnostic  clinics  throughout  the  State 
staffed  by  trained  neurologists  from  the 
medical  centers  on  a part-time  basis,  similar 
to  the  State  orthopedic  clinic  program,  to 
render  consultation  service  to  practicing 
physicians  in  more  remote  areas  regarding 
diagnostic  and  treatment  problems. 

§It  was  recommended  by  the  Committee 
members  that  emphasis  be  placed  on  general 
neurologic  clinics  rather  than  on  separate  or 
special  clinics  for  individual  diseases.  The 
combined  neurologic  clinic  not  only  saves 
the  time  of  the  trained  neurologist  but 
provides  the  most  stimulating  training 
ground  for  the  student  and  trainee. 

Hospital  services  for  neurologic  and 
sensory  diseases.  Specialized  hospital 
services.  The  reviews  of  hospital  services 
approved  for  residency  training  in  neurology, 
otolaryngology,  and  ophthalmology  and  of 
the  location  of  Board-qualified  specialists  in 
these  fields  indicates  a concentration  of 
specialized  hospital  care  available  in  New 
York  City,  Albany,  Syracuse,  Rochester, 
and  Buffalo.  A more  detailed  study  of 
specialized  neurologic  services  was  done  by 
the  staff  consultant  on  neurology.  After 
plotting  the  adequate  hospital  neurologic 
services  on  a State  map,  he  concluded  that 
the  map  portrayed  dramatically  “the  great 
thirst  that  many  communities  in  the  State 
have  for  adequate  diagnosis  and  care  of 
neurologic  disorders.” 

Impact  of  neurologic  and  sensory  disorders 
on  hospital  admissions.  A survey  was  done 
on  a State-wide  basis  to  determine  the  im- 
pact of  adult  patients  with  neurologic, 
otologic,  and  ophthalmologic  diseases  on 
general  hospitals  in  terms  of  the  proportion 
of  total  admissions  made  up  by  these  groups 
and  the  kinds  of  cases  admitted.  A more 
detailed  study  was  then  made  of  seven 
hospitals  in  the  Albany  health  region  to 
analyze  the  distribution  by  age  and  sex  for 
the  major  diseases  or  disorders,  the  length  of 


stay,  the  proportion  receiving  surgical  pro- 
cedures, the  percentage  of  deaths,  and  the 
evidence  of  referral  of  complex  cases  to  the 
medical  center. 

Only  about  half  of  the  387  hospitals 
queried  responded  to  the  State-wide  survey, 
but  these  accounted  for  almost  65  per  cent 
of  all  admissions.  The  hospitals  included  in 
the  special  survey  in  the  Albany  health 
region  included  the  Albany  Medical  Center 
Hospital  which  is  associated  with  the 
Albany  Medical  College,  four  other 
voluntary  hospitals  in  the  capital  district, 
one  voluntary  hospital  50  miles  distant,  and 
the  Veterans  Administration  Hospital  in 
Albany. 

The  findings  regarding  the  neurologic  and 
sensory  disorder  admissions  in  both  the 
State-wide  and  the  regional  survey  can  be 
summarized  as  follows: 

1.  Neurologic  disorders  in  adults  ac- 
counted for  3.1  per  cent  of  all  admissions  to 
the  general  hospitals  which  participated  in 
the  State-wide  study.  Based  on  a total  of 
2.2  million  admissions  to  general  hospitals  in 
New  York  State  in  1961,  application  of  the 
3.1  per  cent  figure  to  these  total  admissions 
would  indicate  that  there  were  some  68,000 
admissions  per  year  of  adult  persons  with 
neurologic  diseases. 

Comparison  of  the  admissions  of  the 
major  neurologic  categories  in  the  Albany 
region  survey  with  the  State-wide  survey 
indicates  that  there  was  some  variation  in 
practice  among  hospitals  throughout  the 
State  or  at  least  in  classification  of  diagnostic 
categories.  In  the  Albany  region,  the  cate- 
gories of  stroke,  paralysis  agitans,  convulsive 
disorders,  multiple  sclerosis,  and  cancer  of 
the  central  nervous  system  accounted  for 
1,203  or  97  per  cent  of  the  1,235  admissions 
to  the  six  voluntary  hospitals,  excluding  the 
Veterans  Administration  Hospital,  whereas 
in  the  State  as  a whole  these  same  categories 
plus  muscular  dystrophy  accounted  for  only 
56  per  cent  of  the  total.  Possible  reasons  for 
this  discrepancy  are  discussed  in  the  report. 

In  the  Albany  region,  stroke  accounted 
for  about  40  per  cent  of  all  cases,  convulsive 
disorders  for  about  14  per  cent,  cancer  of 
the  central  nervous  system  for  10  per  cent, 
multiple  sclerosis  for  5 per  cent,  and  paralysis 
agitans  for  4 per  cent. 

2.  Otologic  disorders  accounted  for  0.8 
per  cent  of  all  adult  admissions  to  the 
participating  hospitals.  The  projected  figure 
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for  the  State  would  be  17,600  admissions  per 
year  of  adult  persons  with  otologic  disorders. 
Persons  admitted  for  stapes  surgery  or 
for  mastoiditis  or  otitis  media  accounted  for 
all  but  6.6  per  cent  of  the  total  otologic 
admissions  in  the  Albany  region.  No 
fenestration  operations  were  reported  in 
this  region,  although  fenestrations  made  up 
8.5  per  cent  of  the  reasons  for  otologic 
admissions  in  the  State- wide  survey. 

3.  Ophthalmologic  disorders  accounted 
for  about  1.9  per  cent  of  all  adult  admissions 
to  the  participating  hospitals.  The  pro- 
jected figure  for  the  State  would  be  41,800 
admissions  of  adult  persons  with  ophthal- 
mologic disorders  admitted  to  general 
hospitals  per  year. 

Cataract  accounted  for  64.3  per  cent  of  the 
ophthalmologic  admissions  to  the  six  volun- 
tary hospitals  in  the  special  Albany  health 
region  study,  glaucoma  for  17.8  per  cent,  and 
eye  trauma  for  7.4  per  cent.  Other  condi- 
tions accounted  for  10.5  per  cent. 

4.  Among  the  Albany  region  hospitals, 
definite  evidence  of  referral  of  complicated 
cases  to  the  Albany  Medical  Center,  par- 
ticularly for  surgery,  was  available  in  the 
neurologic  and  otologic  fields. 

In  the  neurologic  field  the  Albany  Medi- 
cal Center  Hospital  predominated  greatly 
in  admissions  for  convulsive  disorders, 
multiple  sclerosis,  and  central  nervous  sys- 
tem cancer,  but  not  for  stroke  or  paralysis 
agitans,  although  more  surgical  procedures 
were  done  for  these  latter  conditions  than 
elsewhere.  As  the  Albany  Medical  Center 
has  not  had  a fully  developed  ophthalmologic 
department  until  the  present  year,  it  has 
not  served  as  a referral  center  in  this  spe- 
cialty. 

5.  Data  were  obtained  in  regard  to 
length  of  stay  of  patients  with  various 
categories,  and  these  findings  are  presented 
in  the  report.  Most  striking  was  the  huge 
discrepancy  between  length  of  stay  of  pa- 
tients in  voluntary  hospitals  and  in  the 
Veterans  Administration  Hospital.  The  un- 
usually long  stays  in  the  Veterans  Hospital 
suggested  that  this  facility  accepts  a dif- 
ferent type  of  patient  from  the  voluntary 
hospitals,  receives  them  in  the  later  ad- 
vanced stages  of  a disease,  and  has  to  keep 
them  for  long  periods  of  time  for  combina- 
tions of  medical  and  social  reasons. 

6.  The  findings  in  the  Albany  region  may 
be  considered  as  representative.  Where  a 


TABLE  I.  Estimated  prevalence  of  major  neu- 
rologic disorders  in  New  York  State 


Disorder 

Number  of 
Persons 

Cerebrovascular  disease 

200,000 

Convulsive  disorders 

59 , 500 

Parkinson’s  syndrome 

30,600 

Paralysis  due  to  injury 

13,800 

Paralysis  due  to  poliomyelitis 

12,000 

Cerebral  palsy 

11,900 

Multiple  sclerosis 

6,970 

Muscular  dystrophy 

1,020 

Myasthenia  gravis 

510 

Total  (2  per  cent  of 

population  of  State) 

336 , 300 

highly  specialized  hospital  service  exists,  as 
in  neurology  and  otolaryngology  at  the 
Albany  Medical  Center,  there  will  be  re- 
ferrals to  that  service  for  complex  cases  or 
for  highly  technical  procedures.  In  the 
absence  of  such  a service,  patients  with 
complicated  problems  will  be  treated  in  the 
smaller  local  hospitals  or  will  be  referred  out 
of  the  region.  For  example,  at  the  Albany 
Medical  Center  Hospital,  a new  department 
of  ophthalmology  was  established  in  1963 
and  has  been  approved  for  three  residencies 
in  each  of  three  years  of  training,  or  a total 
of  nine.  Thus,  a change  in  the  referral 
pattern  in  ophthalmology  may  be  antici- 
pated. 

§ It  is  recommended  that  a study,  similar 
to  that  suggested  for  ambulatory  patients 
in  the  preceding  section  and  conducted 
jointly  with  it,  be  done  in  a county  located 
at  least  50  miles  from  the  nearest  major 
medical  center  city  to  determine  the  methods 
of  handling  patients  requiring  hospitaliza- 
tion for  neurologic,  otologic,  and  ophthal- 
mologic disorders  and  the  patterns  of  refer- 
rals. Again,  Tompkins  and  Chemung 
counties  would  seem  suitable  since  they  have 
no  residency-approved  hospital  services  in 
these  fields. 

Proprietary  nursing  homes.  With  the 
assistance  of  the  Bureau  of  Medical  Eco- 
nomics of  the  State  Department  of  Social 
Welfare,  a study  was  done  of  12,152  patients 
in  about  500  proprietary  nursing  homes. 

Patients  with  neurologic  disorders 
amounted  to  about  30  per  cent  of  each  sex 
group,  although  the  proportion  of  females  to 
males  in  the  homes  was  about  3:1.  About 
half  of  the  neurologic  patients  had  had 
cerebrovascular  accidents;  the  next  largest 
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group  was  categorized  as  having  cerebral 
arteriosclerosis.  The  cerebrovascular  acci- 
dent group  was  the  most  disabled  of  all, 
with  about  50  per  cent  being  bed-  or  chair- 
fast. 

Patients  with  ophthalmologic  disorders 
comprised  only  2 per  cent  of  all  patients; 
the  majority  of  these  were  blind  or  had 
serious  visual  handicaps. 

Only  16  persons  had  a primary  diagnosis 
of  auditory  or  speech  disorder;  the  reasons 
for  nursing  home  placement  were  not  clear. 

Special  study  on  neurologic  disorders 

Prevalence  of  selected  neurologic 
disorders.  On  the  basis  of  the  best  avail- 
able information,  estimates  of  the  prev- 
alence of  the  major  neurologic  disorders  in 
New  York  State  may  be  made  (Table  I). 

Rehabilitation  services  for  neuro- 
logic disorders.  The  need  for  adequate 
rehabilitation  facilities  and  services  for 
persons  with  neurologic  disorders  was 
stressed  by  the  consultant  and  the  Advisory 
Committee  members.  As  the  need  for 
rehabilitation  services  for  persons  with 
neurologic  disorders  cannot  be  separated 
from  the  over-all  needs  for  rehabilitation, 
this  must  be  considered  in  reference  to  the 
over-all  State  program.  Early  in  1961  a 
new  rehabilitation  program  was  instituted 
in  New  York  State  to  promote  and  support 
a State-wide  network  of  comprehensive 
rehabilitation  centers  and  to  bring  about 
more  effective  coordination  of  rehabilitation 
services  for  physically  handicapped  persons 
of  all  ages.  The  State  Department  of 
Health  was  assigned  the  immediate  re- 
sponsibility for  carrying  out  this  essentially 
interdepartmental  program.  The  plan  pro- 
posed the  development  of  a State-wide  sys- 
tem of  about  27  strategically  located  com- 
prehensive hospital-based  rehabilitation 
centers.  Of  these,  12  would  be  primary 
centers,  nearly  all  in  teaching  hospitals 
directly  associated  with  medical  schools, 
located  in  the  hubs  of  the  Upstate  regions 
and  in  New  York  City.  The  secondary 
centers  would  be  located  in  approved  hos- 
pitals in  smaller  cities. 

At  the  time  of  the  writing  of  this  report, 
seven  primary  centers  had  been  established, 
one  in  each  of  the  health  regions  of  Upstate 
New  York  and  two  in  New  York  City,  each 
receiving  a maximum  of  $50,000  a year  of 


financial  support  directly  as  a State  grant.  In 
addition,  three  secondary  centers  have  been 
approved,  receiving  a maximum  of  $35,000 
a year  each. 

Medical  rehabilitation  for  neuro- 
logic disorders.  Children  with  neurologic 
disorders  receiving  rehabilitative  care  under 
the  medical  rehabilitation  program  of  the 
State  of  New  York  Department  of  Health 
(until  now  operated  jointly  with  the  Upstate 
County  Children’s  Courts  and  with  the 
City  of  New  York  Department  of  Health) 
numbered  3,616  in  1962,  or  21  per  cent  of  the 
total  children  for  whom  care  was  authorized. 
The  funds  authorized  for  this  group 
amounted  to  approximately  2 million  dollars 
or  approximately  17  per  cent  of  the  total 
authorized  for  the  program.  The  two  major 
groups  of  diagnostic  categories  were  cerebral 
spastic  infantile  paralysis  and  epilepsy. 

Although  the  number  of  children  in  the 
Upstate  area  is  considerably  greater  than 
the  number  in  New  York  City,  the  latter 
accounted  for  2,500  of  the  children  with 
neurologic  disorders  and  the  Upstate  area  for 
1,116.  The  most  marked  differential  be- 
tween the  two  areas  was  for  the  epilepsy 
group,  there  being  1,344  cases  in  New  York 
City  and  only  180  in  Upstate  New  York. 

§It  is  recommended  that  a study  be 
undertaken  by  the  Bureau  of  Medical  Re- 
habilitation to  determine  the  extent  to  which 
this  differential  is  due  to  greater  liberality  in 
applying  eligibility  rules,  the  differences  in 
socioeconomic  situations,  or  the  greater 
availability  of  resources  in  the  New  York 
City  area. 

Vocational  rehabilitation  for  neuro- 
logic disorders.  Of  the  total  group  of 
7,008  persons  rehabilitated  under  the  pro- 
gram of  the  Division  of  Vocational  Rehabili- 
tation Services  of  the  State  education  de- 
partment, 1,081  or  about  15  per  cent  were 
disabled  by  neurologic  disorders.  This  in- 
cluded 216  persons  with  epilepsy,  136  with 
stroke  hemiplegia,  80  with  paraplegia,  52 
with  quadriplegia,  152  with  cerebral  palsy, 
and  445  with  mental  retardation.  While 
there  has  been  a continuous  increase  in  the 
total  of  persons  rehabilitated  as  well  as  those 
with  neurologic  disorders  provided  service 
under  this  program  over  the  last  few  years, 
the  numbers  are  still  relatively  small  in 
reference  to  the  estimates  of  persons  with 
these  various  disorders.  Figures  for  the 
total  number  of  persons  with  neurologic 
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disorders  referred  to  the  Division  of  Vo- 
cational Rehabilitation  and  found  to  be  un- 
acceptable for  vocational  rehabilitation  serv- 
ices are  not  available. 

On  the  basis  of  interviews  with  the  chief 
neurologist  of  each  of  the  major  medical 
centers  throughout  the  State,  the  staff  con- 
sultant concluded  that  much  more  could  be 
done  in  the  vocational  rehabilitation  of 
neurologic  patients  than  has  been  done  to 
date. 

§ A special  study  is  indicated  for  each 
of  the  major  neurologic  disorders  to  deter- 
mine: the  numbers  of  persons  with  each 
disorder,  as  seen  in  the  offices  of  private 
physicians  or  clinics  and  in  hospitals  or 
long-term  medical  care  facilities,  who  have 
potentials  for  rehabilitation;  the  number 
that  are  referred  for  service;  the  number 
that  are  accepted;  and  the  results  in  terms 
of  the  total  problem. 

The  Division  of  Vocational  Rehabilitation 
was  able  to  make  available  detailed  analyses 
of  the  characteristics  of  persons  rehabilitated 
with  paraplegia,  epilepsy,  cerebral  palsy,  and 
mental  retardation  in  reference  to  the  sources 
of  their  referral,  the  services  received,  and 
the  gains  for  the  economy  in  newly  available 
manpower.  Unfortunately,  such  an  analy- 
sis was  not  available  for  stroke,  and  the 
Division  of  Vocational  Rehabilitation  has 
been  requested  to  include  such  an  analysis 
in  its  report  for  1963. 

Long-term  care  for  neurologic  dis- 
orders. Considerable  emphasis  was  given 
by  the  staff  consultant  and  the  Medical 
Advisory  Committee  members  to  the  need 
for  adequate  long-term  medical  care  facili- 
ties in  addition  to  and  as  distinct  from 
custodial  care.  This  is  part  of  the  over-all 
problem  of  the  institutional  and  community 
services  for  the  chronically  ill  and  aged  and 
is  at  present  under  study  by  the  Divisions  of 
Chronic  Disease  Services  and  of  Hospital 
Review  and  Planning  of  the  State  Depart- 
ment of  Health,  in  conjunction  with  the 
State  Department  of  Social  Welfare  and 
the  State  Hospital  Review  and  Planning 
Council. 

§ Particular  emphasis  must  be  given  to  the 
care  of  the  young  adult  chronic  patients, 
such  as  those  with  cerebral  palsy  or  multiple 
sclerosis,  who,  when  institutional  care  is 
required,  have  as  their  only  resource  the 
usual  type  of  nursing  home  where  aged 
persons  predominate. 


§ There  is  a definite  need  for  chronic  care 
facilities,  both  treatment  and  domiciliary, 
to  be  associated  with  the  large  medical 
centers  to  conserve  the  time  of  the  limited 
personnel  available  and  also  to  make  such 
services  available  for  training  and  research 
purposes. 

Advisory  committee  on  neurologic 
disorders.  Several  individual  State  agen- 
cies have  responsibilities  in  the  field  of 
neurologic  disorders,  including  the  Depart- 
ments of  Health,  Mental  Hygiene,  Social 
Welfare,  and  Education,  through  the  Divi- 
sion of  Vocational  Rehabilitation  and  the 
Bureau  of  Handicapped  Children,  and  the 
Workmen’s  Compensation  program.  From 
the  viewpoints  of  rehabilitation  as  well  as  for 
care  of  the  aged,  these  departments  are 
brought  together  through  the  respective 
committees  of  the  New  York  State  Inter- 
departmental Health  and  Hospital  Council. 

§ The  staff  consultant  recommended  that 
there  be  established  an  advisory  committee 
of  nongovernmental  personnel  who  are 
interested,  knowledgeable,  and  representa- 
tive of  the  various  fields  concerning  neurol- 
ogy and  related  disorders  which  might  be 
constituted  to  serve  as  a consultative  and 
advisory  body  to  the  executive  and  the 
appropriate  branches  of  state  governments. 

Such  a unit  exists  in  the  field  of  rehabilita- 
tion in  the  form  of  the  Governor’s  Council 
on  Rehabilitation,  and  this  has  proved  to  be 
very  successful.  Investigation  must  be 
made  as  to  whether  the  certain  aspects  of 
neurologic  problems  might  be  brought 
within  the  scope  of  this  council’s  responsibil- 
ities or  whether  another  unit  is  necesssary . 

A member  of  the  Medical  Advisory  Com- 
mittee suggested  that  the  advisory  body 
include  the  administrative  heads  or  program 
directors  from  the  medical  schools  in  the 
State.  However,  in  regard  to  needs  in 
neurology  and  physiatry  at  the  medical 
centers  themselves,  it  was  felt  each  center 
would  seem  best  able  to  determine  its  own 
needs  rather  than  rely  on  any  special  com- 
mittee or  advisory  group  of  interested 
specialists. 

Needs  expressed  by  voluntary  agen- 
cies CONCERNED  WITH  NEUROLOGIC  DIS- 
ORDERS. Interviews  with  voluntary  health 
agencies  dealing  with  multiple  sclerosis, 
epilepsy,  muscular  dystrophy,  birth  defects, 
myasthenia  gravis,  and  cerebral  palsy  em- 
phasized such  needs  as: 
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§ (1)  more  professional  education  to 
acquaint  physicians  and  other  professional 
personnel  in  regard  to  the  early  diagnosis  and 
management  of  persons  with  these  various 
neurologic  diseases;  (2)  more  public  educa- 
tion to  direct  people  to  seek  attention  at  the 
earliest  possible  time  and  to  recognize  the 
potent ialities  of  the  afflicted  persons;  (3) 
the  need  to  recruit  and  train  more  profes- 
sional persons  to  provide  the  necessary 
community  services;  (4)  the  need  for  chronic 
care  facilities  for  younger  persons;  (5) 
initiation  and  extension  of  home  care  pro- 
grams; (6)  more  epidemiologic  studies  in 
reference  to  several  of  the  disorders;  (7) 
special  educational  facilities  for  those 
children  who  cannot  be  served  in  regular 
schools;  (8)  home  teaching  programs;  (9) 
assistance  to  patients  purchasing  medica- 
tion; and  (10)  improved  clinics  and  par- 
ticularly regional  diagnostic  centers. 

Special  study  of  speech 
and  hearing  disorders 

The  special  assessment  of  the  speech  and 
hearing  problems  was  approached  through: 
a review  of  the  available  data  concerning 
incidence  and  prevalence;  a survey  of  such 
resources  as  speech  and  hearing  centers, 
special  educational  schools,  classes,  or  pro- 
grams for  those  handicapped  in  speech  and 
hearing,  and  otolaryngology  clinics  (in  more 
detail  than  in  the  study  of  outpatient  services 
already  described) ; an  analysis  of  the  medi- 
cal and  vocational  rehabilitation  services 
administered  by  public  agencies  to  children 
and  adults  with  speech  and  hearing  handi- 
caps; and  a review  of  the  voluntary  agencies 
operating  in  this  field. 

The  work  was  done  by  the  regular  project 
staff,  assisted  by  two  junior  public  health 
interns,  medical  students  assigned  to  the 
Division  of  Chronic  Disease  Services  of  the 
State  of  New  York  Department  of  Health 
during  the  summer  months  following  their 
sophomore  year. 

Prevalence  of  hearing  impairments. 
Reviews  of  community  surveys  failed  to 
reveal  reliable  data  concerning  the  prev- 
alence of  hearing  disorders  in  New  York 
State.  Application  of  the  National  Health 
Survey  figures  to  New  York  State  indicated 
a prevalence  rate  of  35.3  per  1,000  popula- 
tion, with  gradually  increasing  rates  with 
age  from  7.6  under  twenty-five  years  of  age 


TABLE  II.  Age  distribution  of  those  with  hearing 
impairments 


Age  (Years) 

Number  of  Persons 

Under  25 

60,700 

25  to  44 

100,800 

45  to  64 

184,300 

65  to  74 

130,000 

75  plus 

147,200 

through  277.4  for  the  group  seventy-five 
years  and  over.  This  would  indicate  an 
approximate  total  of  623,000  persons  in 
New  York  State  with  hearing  impairments 
with  the  age  distribution  found  in  Table  II. 

Males  constituted  57.5  per  cent  of  the 
total  with  hearing  impairments,  with  a rate 
of  41.8  per  1,000;  females  constituted  42.5 
per  cent  of  the  total  with  a rate  of  29.2  per 
1,000. 

Although  audiometric  testing  is  frequently 
done  as  part  of  routine  examinations  by 
large  industrial  corporations  with  full-time 
medical  staffs,  it  was  not  possible  to  obtain 
specific  information  regarding  the  frequency 
of  hearing  defects  in  an  adult  population  on 
a pre-employment  examination  or  on  follow- 
up during  the  years  of  employment.  Com- 
munication with  several  large  industrial 
corporations  within  and  outside  New  York 
State  indicated  that  audiometric  testing  is 
practiced  on  a pre-employment  basis  quite 
frequently  but  that  the  records  are  not  kept 
in  a way  which  would  make  them  readily 
available  for  analysis.  The  industrial  health 
literature  reveals  that  there  is  a progressive 
hearing  loss  with  age  (presbycusis)  and  a 
significant  loss  with  exposure  to  high  levels 
of  noise.  However,  there  are  not  available 
through  industry  any  accurate  figures  of 
distribution  of  hearing  losses  such  as  those 
obtained  in  communities  by  the  National 
Health  Survey;  the  latter  are  not  based  on 
detailed  examinations. 

There  is  little  doubt  that  the  medical 
records  of  industrial  corporations  in  this 
State,  as  well  as  elsewhere,  contain  consider- 
able amounts  of  accurately  recorded  data 
which  would  be  subject  to  very  rewarding 
analyses  from  the  viewpoint  of  distribution 
of  hearing  defects  in  a given  population  at 
various  age  levels,  with  changes  on  exposure 
to  various  levels  of  noise. 

§ It  is  proposed  that  the  State  Department 
of  Health  explore  the  possibilities  of  such  a 
study  jointly  with  the  State  Department  of 
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Labor.  Also,  the  State  employes*  health 
service,  about  to  be  inaugurated  for  some 
10,000  State  employes  in  the  Albany  area, 
may  lend  itself  to  this  kind  of  study. 

Prevalence  of  speech  impairments. 
Data  regarding  prevalence  of  speech  im- 
pairments in  New  York  State  were  also  ob- 
tained most  reliably  from  the  National 
Health  Survey  figures.  This  survey  indi- 
cates an  average  prevalence  rate  of  speech 
defects  of  5.9  per  1,000  population.  The 
male  rate  of  7.7  was  almost  double  the  fe- 
male rate  of  4.1. 

Of  the  total  of  103,400  persons  with  speech 
defects  in  New  York  State,  approximately 
one-half  or  53,300  cases  are  among  children 
under  the  age  of  fifteen.  This  young  group 
showed  a rate  of  12.1  for  boys  and  5.9  for 
girls.  The  rates  were  highest  and  the  dif- 
ferential was  most  marked  in  the  five-  to 
nine-year  age  group  where  boys  had  a rate  of 
22.4  and  girls  10. 

The  findings  indicated  that  among 
younger  persons,  physical  diseases  and  in- 
juries were  seldom  the  cause  of  speech  de- 
fects; the  great  bulk  of  all  reported  speech 
disorders  among  children  and  young  people 
were  assigned  to  unknown  or  ill-defined 
causes,  often  related  to  emotional  or  family 
environmental  situations.  Only  7,700  cases 
could  be  accounted  for  by  congenital  defects 
or  birth  injuries.  Categorical  analysis  by 
stammering,  stuttering,  and  so  forth  was  not 
available. 

Among  persons  forty-five  years  of  age  and 
over,  vascular  lesions,  primarily  cerebro- 
vascular, were  given  as  the  cause  in  43.3 
per  cent. 

Speech  disorders  per  se  caused  little  inter- 
ference with  the  person’s  usual  activity. 

Survey  of  conservation  of  hearing 
and  speech  centers.  A total  of  33  con- 
servation of  hearing  and  speech  centers  were 
identified  in  New  York  State  as  providing 
diagnostic  and/or  treatment  services  in  ac- 
cord with  acceptable  standards.  Twenty- 
eight  of  these  are  approved  for  the  State 
Department  of  Health  program  of  medical 
rehabilitation,  and  five  others  not  participat- 
ing in  the  program  were  suggested  for  inclu- 
sion by  the  Technical  Advisory  Committee. 
All  but  one  of  the  centers  participated  in  the 
study.  These  33  centers  were  widely  dis- 
tributed throughout  the  State  with  12  in 
New  York  City  and  21  in  the  Upstate  area. 

Aside  from  the  medical  center  cities  in  the 


Upstate  area,  speech  and  hearing  centers 
were  found  to  be  located  in  such  less  densely 
populated  areas  as  Lockport,  Binghamton, 
Utica,  Bethpage,  Commack,  Goshen,  Hemp- 
stead, Merrick,  Mineola,  New  City,  Pough- 
keepsie, Rockville  Centre,  and  Kingston. 
However,  there  are  still  large  areas  of  the 
State  which  are  very  distant  from  any  speech 
and  hearing  center,  and  the  centers  them- 
selves have  difficulty  in  meeting  all  needs. 
Thus,  15  reported  large  waiting  lists  for 
speech  defects  and  13  for  hearing  defects. 
The  northeastern  portion  of  the  State  is 
completely  without  any  type  of  speech  and 
hearing  facility.  On  the  other  hand,  there 
appears  to  be  overlapping  of  services  in  the 
Long  Island  area. 

§ Confirmation  of  this  is  essential  and 
should  be  undertaken  by  either  the  Nassau 
and  Suffolk  county  departments  of  health 
or  the  Council  of  Social  Agencies  of  these 
two  counties. 

No  uniform  method  of  record-keeping  in 
the  various  centers  was  observable  and  most 
could  not  give  any  information  regarding 
categories  of  conditions  evaluated  or  treated. 

§ A standard  set  of  diagnostic  codes  and 
a uniform  method  of  record-keeping  should 
be  developed  as  a special  project,  possibly 
under  the  auspices  of  the  State  Department 
of  Health  or  of  a voluntary  health  agency, 
so  that  each  individual  clinic  would  have 
a better  indication  of  the  characteristics  of 
its  case  load  and  where  its  resources  must  be 
strengthened  and  comparability  among  clin- 
ics might  be  achieved. 

On  the  basis  of  data  from  26  of  the  centers, 
it  can  be  estimated  that  the  total  referrals 
to  all  centers  over  a twelve-month  period 
are  in  the  area  between  40,000  and  50,000, 
of  which  about  70  per  cent  are  for  hearing 
defects.  This  represents  about  7 per  cent 
of  the  estimated  total  with  these  impair- 
ments. 

Referrals  to  the  centers  were  from  many 
sources,  but  no  information  could  be  made 
available  in  regard  to  the  extent  to  which 
referrals  from  any  particular  source  could 
be  accepted  or  whether  there  is  any  dif- 
ferentiation in  the  types  of  cases  referred 
from  the  different  sources. 

Variations  in  types  of  work-up  appeared 
in  the  different  centers.  Only  17  of  the  ^ 
centers  required  an  otolaryngologic  ex- 
amination. Only  19  included  a psychologi- 
cal examination  in  its  evaluation. 


March  15,  1965  / New  York  State  Journal  of  Medicine  815 


All  centers  offered  therapy  after  diagnosis. 
Language  development  was  offered  by  23, 
parental  counseling  by  22,  hearing  aid  check 
and  orientation  by  18,  medical  services  by 
15,  instruction  in  esophageal  speech  by  14, 
and  training  for  the  hearing  impaired  and 
ear  mold  by  9. 

Fee  schedules  varied  considerably,  and 
probably  all  centers  do  some  free  work. 
However,  definite  information  on  the 
amount  of  free  work  was  not  obtainable. 

The  speech  and  hearing  centers  are  used 
considerably  for  educational  purposes. 
Staff  members  of  24  centers  had  administra- 
tive and  academic  responsibilities  in  connec- 
tion with  education  and  training  programs 
offered  in  cooperation  with  colleges,  uni- 
versities, or  hospitals.  Review  of  the  over- 
all training  program  indicated  that  424 
physicians,  430  audiologists  or  hearing  and 
speech  therapists,  221  teachers  or  school- 
nurse  teachers,  and  850  nurses  received  some 
orientation  or  training  at  these  centers  over 
a twelve-month  period. 

Income  to  these  centers  was  from  many 
sources  other  than  fees,  including  grants 
from  the  State  Department  of  Health,  pri- 
vate gifts  or  endowments,  fees  from  local 
departments  of  welfare  and  from  the  State 
Division  of  Vocational  Rehabilitation,  grants 
from  the  New  York  State  Association  for 
Crippled  Children  and  Adults,  Inc.,  and 
contributions  from  other  voluntary  agencies 
and  civic  groups.  The  extent  of  operations 
is  indicated  by  income  reports  varying  from 
$4,000  to  $87,000.  Deficits  ranging  from 
about  $1,000  to  $42,000  were  listed  by  11 
centers. 

The  major  needs  were  for  additional 
personnel  in  24  agencies,  additional  financing 
and  higher  salaries  in  19,  increased  space 
and  more  supporting  services  by  17,  and 
additional  equipment  or  replacements  in  6. 

§ There  appears  to  be  need  for  consider- 
able expansion  of  the  operations  of  the 
existing  speech  and  hearing  centers  as  well 
as  establishment  of  new  centers  or  new 
branches  of  existing  centers  to  cover  more 
sparsely  populated  areas.  Encouragement 
should  be  given  by  local  health  departments 
and  voluntary  health  agencies  for  increase 
in  services  on  a qualitative  and  quantitative 
basis  particularly  for  extension  of  thera- 
peutic as  well  as  diagnostic  services.  As- 
sistance should  be  given  to  the  centers  in  the 
preparation  of  application  for  grants  under 


the  neurologic  and  sensory  disease  program 
of  the  Public  Health  Service.  At  the  time 
of  this  writing,  one  Upstate  center  is  a grant 
recipient  and  two  others  have  applications 
pending. 

§ A newly  created  position  of  Consultant 
Speech  and  Hearing  Therapist  in  the 
Bureau  of  Medical  Rehabilitation  of  the 
State  Department  of  Health  has  been 
established,  and  the  occupant  will  be  avail- 
able to  guide  the  speech  and  hearing  centers 
in  this  needed  expansion. 

Personnel  in  speech  and  hearing 

SERVICES  OTHER  THAN  MEDICAL.  A Special 
study  was  done  of  the  availability,  type,  and 
needs  of  special  personnel  working  with 
persons  with  speech  and  hearing  impair- 
ments. An  analysis  of  all  the  paramedical 
personnel  in  the  centers,  including  direc- 
tors, audiologists,  speech  and  hearing  thera- 
pists, social  workers,  psychologists,  and 
teachers,  yielded  a ratio  of  one  paramedical 
staff  member  to  186  referrals  during  a 
twelve-month  period.  While  some  centers 
have  more  favorable  ratios  than  others,  in 
general  the  number  of  personnel  is  far  too 
small  in  proportion  to  the  number  of  cases 
being  referred.  Thus,  the  centers  must 
restrict  their  activities  to  selected  cases. 

The  need  to  recruit  and  train  additional 
personnel  and  assure  adequate  salaries  and 
working  conditions  for  them  is  apparent. 
More  adequate  salaries  are  also  essential  to 
maintain  the  present  personnel  and  inter- 
rupt the  tendency  of  transfer  of  personnel 
from  speech  and  hearing  clinics  to  educa- 
tional systems  because  of  more  attractive 
salaries  and  working  conditions. 

The  problem  of  needs  for  additional  speech 
and  hearing  personnel  was  not  considered 
by  the  New  York  State  Committee  on 
Medical  Education  in  its  recent  report 
entitled  “Education  for  the  Health  Pro- 
fessions/’ 

§ It  is  recommended  that  a similar  com- 
mittee be  appointed  possibly  under  the 
auspices  of  the  New  York  State  Interde- 
partmental Health  and  Hospital  Council, 
to  study  this  problem  and  make  recom- 
mendations. The  Council  is  a board  com- 
posed of  the  State  Commissioners  of  Health, 
Mental  Hygiene,  Education,  Welfare,  and 
Insurance  and  operates  through  committees 
composed  of  the  specialists  from  the  various 
departments  concerned,  including  specialists 
from  departments  not  represented  on  the 
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board.  The  Council’s  Committee  on  Re- 
habilitation has  been  active  in  the  field  of 
recruitment  of  rehabilitation  specialists. 
A similar  study  by  the  Council  in  reference 
to  speech  and  hearing  personnel  would  ap- 
pear to  be  in  order. 

The  situation  of  special  teachers  for  the 
hard-of-hearing  is  much  more  favorable. 
In  1962,  2,299  deaf  or  hard-of-hearing  chil- 
dren attended  public  school  classes  or  resi- 
dential schools  for  the  deaf.  The  services 
of  368  teachers  were  available,  which  gives 
a ratio  of  one  teacher  for  6.25  pupils.  An 
additional  nine  teachers  were  employed  by 
the  hearing  and  speech  centers  primarily  for 
preschool  children. 

Study  of  Otolaryngologic  Clinics. 
Since  it  was  not  possible  to  visit  every 
otolaryngologic  clinic  in  the  State  and  it  was 
doubtful  that  a random  sampling  could  be 
counted  on  to  give  a complete  picture  of  the 
situation,  it  was  determined  to  study  ten  of 
the  largest  and  probably  best  clinics  to 
determine  the  range  of  services.  Thus,  the 
study  covered  direct  visits  to  six  clinics  in 
New  York  City,  three  of  which  were  directly 
associated  with  medical  schools  and  teach- 
ing centers  and  the  other  three  associated 
with  special  eye  and  ear  hospitals,  and  four 
Upstate  clinics,  each  associated  with  a medi- 
cal school  and  teaching  center.  Thus,  for 
the  Upstate  area,  the  adequacy  of  at  least 
one  clinic  in  each  of  four  health  regions, 
probably  the  most  complete  clinic,  was 
determined. 

Each  of  these  clinics  is  directed  by  a well- 
qualified  and  Board-certified  otolaryngolo- 
gist with  the  necessary  staff  of  attending 
physicians.  Hospital  residents  work  in  at 
least  nine  of  the  ten  clinics.  Each  clinic 
had  at  least  one  audiologist  and  some  as 
many  as  four.  Two  clinics  also  had  speech 
and  hearing  therapists.  All  had  social 
service  available  to  them,  either  directly  or 
through  the  hospital  with  which  it  was  asso- 
ciated. 

In  regard  to  training  other  than  residents, 
six  clinics  provided  training  for  medical 
students  and  five  for  audiologists  and/or 
speech  and  hearing  therapists.  Peculiarly, 
only  one  was  utilized  for  the  training . of 
nursing  students. 

It  was  not  possible  to  obtain  data  in  regard 
to  the  diagnostic  categories  of  patients 
seen  by  these  clinics  because  of  lack  of 
uniform  recording  systems  and  also  because 


charts  in  large  general  outpatient  depart- 
ments are  kept  in  a central  file  rather  than 
by  special  clinic. 

§ A special  study  is  indicated  to  determine 
the  types  of  patients  attending  the  major 
otolaryngologic  clinics  for  diagnosis  and  for 
treatment  and  the  role  that  these  clinics 
play  in  meeting  the  otolaryngologic  needs 
of  a community  or  region.  Such  a study 
might  well  be  undertaken  by  a regional 
hospital  council,  the  local  academies  of 
ophthalmologists  and  otolaryngology,  or  by 
state  or  local  health  departments. 

Medical  rehabilitation  program. 
Children  with  speech  and  hearing  impair- 
ments are  eligible  for  care  under  the  State  of 
New  York  Department  of  Health  medical 
rehabilitation  program.  During  1962, 
1,972  hearing-impaired  children  and  647 
children  with  cleft  palate  and  cleft  lip  re- 
ceived care  under  the  medical  rehabilitation 
program.  These  two  groups  comprised  11 
and  4 per  cent  respectively  of  the  total 
children  served.  Analysis  of  these  children 
by  sex,  geographic  area,  and  costs  is  pre- 
sented. 

§ Because  of  the  predominance  of  the 
New  York  City  children  among  the  hearing- 
impaired  in  this  program,  there  being  1,270 
cases  from  New  York  City  and  702  from 
Upstate  New  York,  it  is  recommended  that 
the  Bureau  of  Medical  Rehabilitation  of  the 
State  Department  of  Health  in  conjunction 
with  its  counterpart  in  the  City  of  New  York 
Department  of  Health  study  the  situation  to 
determine  whether  the  greater  availability 
of  services  and  facilities,  the  socioeconomic 
levels,  or  greater  fiber ality  of  the  program 
are  the  important  factors  in  creating  this 
differential  in  favor  of  New  York  City. 
The  study  should  also  include  the  opposite 
trend  for  speech  impairments;  469  children 
with  cleft  palate  and  cleft  lip  came  from 
Upstate  New  York  and  only  178  from  New 
York  City. 

Vocational  rehabilitation  services. 
Persons  with  hearing  disorders  are  eligible 
for  vocational  rehabilitation  services  under 
the  Division  of  Vocational  Rehabilitation 
of  the  New  York  State  Education  Depart- 
ment. During  the  twelve-month  period 
ending  June  30,  1962,  the  last  year  for  which 
available  data  had  been  analyzed  in  detail, 
there  was  a total  of  7,008  persons  rehabili- 
tated. Of  this  number,  533  were  classified 
as  persons  whose  major  disability  was  a 


March  15, 1965  / New  York  State  Journal  of  Medicine  817 


hearing  disorder.  Among  persons  with 
other  disabilities  rehabilitated  during  the 
year,  there  were  88  whose  secondary  dis- 
ability was  a hearing  defect.  If  these  88 
are  included,  the  total  number  of  persons 
with  hearing  impairments  rehabilitated 
would  become  621  or  8.9  per  cent  of  the 
7,008  as  a whole. 

Of  the  533  persons  with  primary  hearing 
defects,  166  or  31.1  per  cent  had  an  addi- 
tional disability  such  as  speech  defect,  visual 
disorder,  mental  or  emotional  disorder, 
orthopedic  disability,  or  cardiac  defect. 
A detailed  analysis  of  this  group  in  regard 
to  general  characteristics,  source  of  referral, 
previous  employment,  and  success  of  place- 
ment is  presented. 

Special  study  of  visual  disorders 

The  special  assessment  of  visual  problems 
was  approached  through:  a review  of  the 
available  data  concerning  incidence  and  prev- 
alence; a survey  of  such  resources  as 
schools,  classes,  and  programs  for  visually 
impaired  children;  ophthalmology  clinics  (in 
more  detail  than  in  the  study  of  outpatient 
services  already  described);  an  analysis 
of  medical  and  rehabilitation  services  ad- 
ministered by  public  agencies  to  children 
and  adults  with  visual  handicaps;  a program 
review  of  three  selected  communities;  a 
comparison  of  the  number  of  optometrists 
with  the  number  of  Board- qualified  ophthal- 
mologists in  the  State,  and  a survey  of  Up- 
state voluntary  agencies  concerned  with  the 
visually  handicapped.  The  more  important 
observations  are  as  follows: 

Prevalence  of  visual  impairments. 
It  was  discovered  that  estimates  of  incidence 
and  prevalence  of  visual  disorders  in  New 
York  State  do  not  exist  in  an  entirely 
reliable  form.  A review  was  made  of  the 
literature,  and  the  consultants  decided  on 
terms  that  were  to  be  used  in  defining  visual 
disorders.  Estimates  of  the  prevalence  of 
visual  disorders  made  by  the  National 
Health  Survey  were  studied,  and  10  per 
cent  allocations  were  prepared  for  New  York 
State.  These  figures  indicated  a prevalence 
rate  of  19.8  per  1,000  for  all  cases  of  visual 
impairment.  At  ages  sixty-five  and  over, 
108.4  persons  per  1,000  have  visual  impair- 
ments; among  males  of  this  age  the  rate  is 
101.2;  among  females  114.3.  In  this  older 
group,  about  40  per  cent  of  all  cases  are 


severe.  The  female  dominance  is  greater 
for  severe  impairments,  47.4  to  38.  Among 
persons  under  sixty-five  years,  11.4  per 
1,000  are  visually  impaired,  with  only  2 per 
1,000  or  18  per  cent  having  severe  impair- 
ments. No  difference  by  sex  was  observed 
for  this  group. 

Study  of  ophthalmology  clinics.  As 
with  the  otolaryngologic  clinics,  it  was  not 
possible  to  visit  every  ophthalmologic  clinic 
in  the  State,  and  here  again  a study  was  con- 
ducted of  the  largest  and  probably  best 
clinics.  The  study  included  five  clinics  in 
the  major  Upstate  cities  (at  least  one  in  each 
health  region)  and  five  in  New  York  City. 
Among  the  ten  clinics  utilized,  seven  are 
directly  associated  with  medical  schools  and 
teaching  centers,  and  three  are  associated 
with  special  eye  and  ear  hospitals. 

Each  of  these  clinics  is  directed  by  a well- 
qualified  and  Board-certified  ophthalmolo- 
gist with  the  necessary  staff  of  attending 
physicians.  Hospital  residents  work  in  at 
least  nine  of  the  ten  clinics.  Nine  of  the 
clinics  had  social  service  available  to  them, 
either  directly  or  through  the  hospital  with 
which  it  was  associated. 

In  regard  to  training  other  than  residents, 
one  had  interns,  one  was  utilized  for  the 
training  of  nurses,  and  two  offered  courses 
for  orthoptic  technicians. 

It  was  not  possible  to  obtain  data  in  re- 
gard to  diagnostic  categories  of  patients 
seen  by  these  clinics  because  of  lack  of  uni- 
form record  systems  and  also  because  charts 
in  large  general  outpatient  departments  are 
kept  in  a central  file  rather  than  by  special 
clinic. 

§ A special  study  is  indicated  to  determine 
the  types  of  patients  attending  the  major 
ophthalmologic  clinics  for  diagnosis  and  for 
treatment  and  the  role  these  clinics  play  in 
meeting  the  ophthalmologic  needs  of  a 
community  or  region.  Such  a study  might 
well  be  undertaken  by  a regional  hospital 
council,  the  local  academies  of  ophthalmolo- 
gists, or  by  State  or  local  health  depart- 
ments. 

Medical  rehabilitation  program. 
Children  with  visual  impairments  are  also 
eligible  for  care  under  the  State  of  New  York 
Department  of  Health  Medical  Rehabilita- 
tion program.  During  1962,  1,108  visually 
impaired  children  received  care  under  the 
medical  rehabilitation  program.  This  group 
constituted  6 per  cent  of  the  total  children 
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served.  Analysis  of  these  children  by  sex, 
geographic  area,  and  cost  is  presented. 

New  York  State  Commission  for  the 
Blind.  Contacts  were  made  with  repre- 
sentatives of  the  New  York  State  Com- 
mission for  the  Blind,  and  the  structure  of 
this  bureau  was  surveyed  and  an  analysis 
was  made  of  its  expended  efforts  and  stated 
goals.  The  Vocational  Rehabilitation  Serv- 
ice of  the  Commission  was  included. 

Any  resident  of  New  York  State  whose 
blindness  constitutes  a vocational  handicap 
and  who  can  become  employable  through 
rehabilitation  within  a reasonable  time  is 
eligible  for  the  counseling  and  placement 
services  of  this  program. 

Total  placements  in  employment  for  the 
period  July  1,  1962,  through  June  30,  1963, 
were  400.  This  included  19  in  professional 
and  semiprofessional,  26  in  office,  24  in 
industrial,  18  in  sales,  and  164  in  service 
jobs.  In  addition,  83  were  placed  in 
sheltered  shops,  and  56  were  trained  for  and 
placed  in  concession  stands. 

Optometrists  in  New  York  State.  A 
comparison  was  made  of  the  number  of 
optometrists  and  the  number  of  Board- 


Good  teeth  in  children 


Parents  can  help  insure  sound  teeth  for  their 
children,  and  proper  care  will  minimize  dental 
health  problems  both  in  childhood  and  later 
years. 

The  American  Dental  Association  lists  four 
rules  which,  if  followed  faithfully,  can  help  to 
reduce  decay: 

1.  Cut  down  on  sweets,  especially  between 
meals. 

2.  Brush  teeth  immediately  after  eating 
(snacks  as  well  as  regular  meals).  When  this 
is  not  possible,  rinse  mouth  thoroughly  with 
water. 

3.  Have  regular  dental  checkups.  Early 
treatment  of  dental  disease  is  easier  and  more 
likely  to  be  effective. 

4.  Fluoridation  of  community  water  sup- 
plies greatly  reduces  decay,  says  the  A.D.A. 
Where  water  supplies  are  not  fluoridated, 


qualified  ophthalmologists  in  New  York 
State.  In  addition,  the  geographic  location 
of  optometrists,  the  need  for  schools,  and 
the  type  of  training  received  in  these  special 
schools  was  presented. 

During  the  period  1961  to  1962,  there  were 
1,944  optometrists  and  668  Board-qualified 
ophthalmologists  in  the  State.  This  yielded 
a rate  of  11.6  per  100,000  population  for 
optometrists,  about  three  times  the  rate  of 
3.9  per  100,000  for  ophthalmologists.  Ap- 
proximately half  or  999  of  the  optometrists 
and  56  per  cent  or  373  of  the  ophthalmolo- 
gists were  located  in  New  York  City. 

The  rates  for  optometrists  were  fairly 
uniform  in  the  Upstate  New  York  area,  ex- 
cept for  the  Buffalo  health  region,  where  the 
rate  was  only  8.5.  The  distribution  of 
optometrists  in  the  major  medical  center 
county  of  each  region  was  essentially  the 
same  as  in  the  rest  of  the  region.  On  the 
other  hand,  the  rate  for  ophthalmologists 
was  about  50  per  cent  higher  in  the  hub 
counties  than  in  the  rest  of  the  region. 

Acknowledgment.  The  participation  of  numerous  indi- 
viduals on  the  staffs  of  State  and  local  agencies,  public  and 
voluntary,  in  the  conduct  of  this  project  is  gratefully  acknowl- 
edged. 


dentists  may  suggest  applying  fluoride  directly 
to  children’s  teeth. 

Many  children  lose  teeth  through  an  accident 
with  a baseball  bat,  a fall,  or  other  playground 
scramble.  Even  if  this  is  a baby  tooth  that 
will  eventually  come  out  anyway,  prompt 
professional  care  is  important.  The  tooth 
should  be  wrapped  in  a wet  towel  or  placed  in 
water.  It  should  not  be  cleaned,  since  this 
may  remove  vital  tissue.  Child  and  tooth 
should  be  taken  to  a dentist  as  soon  as  possible. 
There  is  a good  chance  that  the  dentist  will  be 
able  to  replace  the  tooth  so  that  gums  and  bone 
structure  effect  a healing  process  and  the  tooth 
once  again  becomes  sound  and  useful. 

Dental  authorities  agree  that  the  child  should 
make  his  first  visit  to  the  dentist  at  about  two 
and  one-half  to  three  years  of  age.  By  this 
time  all  of  the  baby  teeth  are  in,  and  the 
dentist  can  check  for  any  minute  sign  of  decay 
or  any  malformation  which  might  lead  to  more 
serious  problems  later.  A.D.A.  has  found  that 
dental  patients  under  the  age  of  four  years  have 
an  average  of  three  teeth  needing  fillings. 
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George  Cosimo  Barone,  M.D.,  of  Buffalo, 
died  on  November  18,  1964,  at  the  age  of 
seventy-four.  Dr.  Barone  graduated  in  1915 
from  the  University  of  Buffalo  School  of  Medi- 
cine. He  was  an  associate  attending  surgeon  at 
Lafayette  General  Hospital.  Dr.  Barone  was 
a Fellow  of  the  American  College  of  Surgeons 
and  a member  of  the  American  Urological  As- 
sociation, the  Buffalo  Academy  of  Medicine, 
the  Erie  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

David  Nye  Barrows,  M.D.,  of  New  York  City, 
died  on  January  27  at  the  age  of  seventy-six. 
Dr.  Barrows  graduated  in  1912  from  Cornell 
University  Medical  College.  Since  1951  he 
had  been  dean  of  the  New  York  Polyclinic 
Medical  School  and  Hospital.  He  was  a con- 
sulting gynecologist  and  obstetrician  at  Bellevue 
Hospital  Center  and  New  York  Polyclinic 
Hospital  and  a consulting  gynecologist  at 
Knickerbocker  and  St.  Francis  Hospitals  and 
the  Hospital  for  Special  Surgery.  Dr.  Barrows 
was  a Diplomate  of  the  American  Board  of 
Obstetrics  and  Gynecology,  a Fellow  of  the 
American  College  of  Surgeons,  a Fellow  of  the 
American  College  of  Obstetricians  and  Gyn- 
ecologists, and  a member  of  the  American  As- 
sociation of  Obstetricians  and  Gynecologists, 
the  New  York  Academy  of  Medicine,  the  New 
York  Obstetrical  Society,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Perry  Sanborn  Boynton,  Jr.,  M.D.,  of 

New  York  City,  died  on  February  9 at  Lenox 
Hill  Hospital  at  the  age  of  fifty-five.  Dr. 
Boynton  graduated  in  1935  from  Cornell  Uni- 
versity Medical  College.  He  was  an  attending 
obstetrician  and  gynecologist  at  Lenox  Hill 
Hospital,  an  attending  gynecologist  at  the 
Cancer  Detection  Clinic  of  the  Lenox  Hill 
Hospital  Outpatient  Department,  and  an  as- 
sistant attending  obstetrician  and  gynecologist 
at  The  New  York  Hospital.  Dr.  Boynton  was 
a Diplomate  of  the  American  Board  of  Ob- 
stetrics and  Gynecology,  a Fellow  of  the  Ameri- 
can College  of  Surgeons,  a Fellow  of  the  Ameri- 
can College  of  Obstetricians  and  Gynecologists, 
and  a member  of  the  New  York  Academy  of 
Medicine,  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  As- 
sociation. 


Arnold  Anthony  Costabile,  M.D.,  of  The 

Bronx,  died  on  January  31  at  Pelham  Bay 
General  Hospital  at  the  age  of  sixty-eight.  Dr. 
Costabile  graduated  in  1922  from  Eclectic 
Medical  Institute,  Cincinnati.  He  had  served 
on  the  Medical  Practice  Committee  of  the 
Workmen’s  Compensation  Board  under  ap- 
pointment of  former  Governor  Averill  Harri- 
man.  Dr.  Costabile  was  a member  of  the  New 
York  State  Society  of  Anesthesiologists,  the 
Bronx  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Israel  Fleiss,  M.D.,  of  Mount  Vernon,  died 
on  February  5 at  White  Plains  Hospital  at  the 
age  of  eighty.  Dr.  Fleiss  graduated  in  1908 
from  Long  Island  College  Hospital  Medical 
School.  He  was  a member  of  the  New  York 
County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Harold  Ronald  Fox,  M.D.,  of  New  York 
City,  died  on  February  5 at  the  age  of  sixty- 
nine.  Dr.  Fox  graduated  in  1921  from  Long 
Island  College  Hospital  Medical  School.  He 
was  an  attending  neuropsychiatrist  at  the  New 
York  Regional  Office  of  the  Veterans  Adminis- 
tration Hospital.  Dr.  Fox  was  a member  of 
the  American  Association  for  Research  in 
Psychosomatic  Problems,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Walter  B.  Fryth,  M.D.,  of  New  York  City, 
died  on  February  8 at  the  age  of  seventy-five. 
Dr.  Fryth  received  his  medical  degree  from  the 
University  of  Breslau  in  1915.  He  was  an  as- 
sistant attending  physician  at  Metropolitan 
Hospital  and  the  Bird  S.  Coler  Memorial 
Hospital  and  Home.  Dr.  Fryth  was  a member 
of  the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Paul  H.  Kuhn,  M.D.,  of  New  York  City, 
died  on  January  25  at  Madison  Avenue  Hospital 
at  the  age  of  sixty-five.  Dr.  Kuhn  received  his 
medical  degree  from  the  University  of  Freiburg 
in  1924.  He  was  an  associate  attending  physi- 
cian at  Lenox  Hill  Hospital,  an  attending  physi- 
cian in  vascular  diseases  at  Lenox  Hill  Hospital 
Outpatient  Department,  and  chief  of  Medical 
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Service  at  Madison  Avenue  Hospital.  Dr. 
Kuhn  was  a Fellow  of  the  American  College  of 
Cardiology,  a Fellow  of  the  American  College 
of  Angiology,  and  a member  of  the  American 
Rheumatism  Association,  the  New  York 
Rheumatism  Association,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Gerard  Laviano,  M.D.,  of  Woodside,  died  on 
October  15,  1964,  at  the  age  of  sixty.  Dr. 
Laviano  graduated  in  1933  from  Albany  Medical 
College  of  Union  University.  He  was  a mem- 
ber of  the  American  Society  of  Anesthesiologists, 
Inc.,  the  Society  of  American  Bacteriologists, 
the  American  Public  Health  Association,  the 
New  York  State  Society  of  Anesthesiologists, 
the  Medical  Society  of  the  County  of  Queens, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Joseph  Arthur  Lazarus,  M.D.,  of  New 

York  City,  died  on  February  5 at  his  home  at 
the  age  of  seventy-one.  Dr.  Lazarus  graduated 
in  1917  from  Columbia  University  College  of 
Physicians  and  Surgeons.  He  was  a founder  of 
Kappa  Nu,  a national  fraternity.  Dr.  Lazarus 
was  a member  of  the  American  Urological  As- 
sociation, the  New  York  Academy  of  Medicine, 
the  New  York  Surgical  Society,  the  New  York 
Society  of  the  American  Urological  Association, 
the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Hudythe  M.  Levin,  M.D.,  of  Brooklyn,  died 
on  January  25  at  St.  Barnabas  Hospital  at  the 
age  of  sixty-two.  Dr.  Levin  graduated  in  1926 
from  Columbia  University  College  of  Physicians 
and  Surgeons.  She  was  a member  of  the  Medi- 
cal Society  of  the  County  of  Kings,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Charles  Francis  McCarty,  M.D.,  of  Brooklyn, 
retired,  died  on  January  29  at  the  Fort  Hamilton 
Veterans  Administration  Hospital  at  the  age  of 
seventy-four.  Dr.  McCarty  graduated  in  1913 
from  Fordham  University  School  of  Medicine. 
From  1939  to  October,  1962,  he  served  as 
executive  director  of  the  Medical  Society  of  the 
County  Kings  and  during  that  time  was  also  a 
delegate  to  the  State  Medical  Society.  In  1950 
he  was  secretary  for  the  First  District  Branch, 
retiring  from  this  post  in  1962.  Dr.  McCarty 
was  a member  of  the  Medical  Society  of  the 
County  of  Kings,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

S.  Zelman  Rosenfield,  M.D.,  of  New  York 
City,  died  on  January  29  at  Flower  and  Fifth 
Avenue  Hospitals  at  the  age  of  fifty.  Dr. 
Rosenfield  graduated  in  1941  from  Columbia 


University  College  of  Physicians  and  Surgeons. 
He  was  a member  of  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Jacob  Lewis  Rothstein,  M.D.,  of  New  York 
City,  died  on  February  1 at  Metropolitan  Hospi- 
tal at  the  age  of  sixty.  Dr.  Rothstein  graduated 
in  1927  from  Columbia  University  College  of 
Physicians  and  Surgeons.  He  was  a Diplomate 
of  the  American  Board  of  Pediatrics  and  a mem- 
ber of  the  American  Academy  of  Pediatrics, 
the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Nathan  Settel,  M.D.,  of  New  York  City,  died 
on  February  9 at  Gracie  Square  Hospital  at  the 
age  of  seventy-six.  Dr.  Settel  graduated  in 
1908  from  New  York  University  and  Bellevue 
Hospital  Medical  College.  Retired,  he  was 
an  adjunct  consulting  otolaryngologist  at  New 
York  Polyclinic  Hospital.  Dr.  Settel  was  a 
Diplomate  of  the  American  Board  of  Oto- 
laryngology and  a member  of  the  American 
Academy  of  Ophthalmology  and  Otolaryngol- 
ogy, the  American  Otorhinologic  Society  for 
Plastic  Surgery,  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Irving  Wilson  Voorhees,  M.D.,  of  Jackson 
Heights,  died  on  February  4 at  St.  Luke’s 
Hospital  at  the  age  of  eighty-six.  Dr.  Voorhees 
graduated  in  1905  from  Columbia  University 
College  of  Physicians  and  Surgeons  and  received 
a medical  degree  from  the  University  of  Vienna 
in  1911.  From  1928  to  1944  he  was  an  as- 
sistant medical  examiner  for  the  Board  of 
Education  and  for  eight  years  had  served  as  a 
clinical  professor  at  Columbia  University  Col- 
lege of  Physicians  and  Surgeons.  Dr.  Voorhees 
was  a Diplomate  of  the  American  Board  of 
Otolaryngology  and  a member  of  the  American 
Laryngological,  Rhinological  and  Otological 
Society,  the  New  York  County  Medical  So- 
ciety, the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Abraham  Walzer,  M.D.,  of  Bridgeport, 
Connecticut,  formerly  of  Brooklyn,  died  on 
January  27  at  Carlton  Hospital,  Fairfield,  at  the 
age  of  eighty-one.  Dr.  Walzer  graduated  in 
1908  from  Cornell  University  Medical  College. 
He  was  a consulting  dermatologist  at  Mai- 
monides  Hospital  of  Brooklyn  and  Jewish 
Hospital  of  Brooklyn.  Dr.  Walzer  was  a 
Diplomate  of  the  American  Board  of  Der- 
matology, Inc.,  a Fellow  of  the  American 
Academy  of  Allergy,  and  a member  of  the 
American  Academy  of  Dermatology  and 
Sy  philology,  the  Society  for  Investigative 
Dermatology,  the  New  York  Academy  of 
Medicine,  the  Brooklyn  Dermatological  Society, 
the  Medical  Society  of  the  County  of  Kings, 
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the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 


Francis  Anthony  Williams,  M.D.,  of  Os- 
sining, died  on  February  1 at  the  age  of  fifty- 


Bloodless  surgery  seen 

High  speed,  bloodless  surgery  may  be  ac- 
complished in  the  future  with  a startlingly 
different  kind  of  surgical  instrument — a scalpel 
having  a needle-like  gaseous  blade  as  bright 
and  hot  as  the  sun,  with  cutting  power  so  great 
that  body  tissues  will  instantly  vaporize  on 
being  touched  by  it. 

The  Institute  of  Medical  Sciences  at  the 
Presbyterian  Medical  Center  in  San  Francisco 
and  the  Columbia  University  School  of  En- 
gineering and  Applied  Science  has  announced 
the  start  of  a joint  medical-engineering  pro- 
gram directed  toward  harnessing  the  energy  of 
the  sun  and  stars  into  a new  kind  of  surgical 
instrument  that  may  make  possible  the  per- 
formance of  surgical  operations  with  precision, 
delicacy,  speed,  and  safety  far  beyond  that 
presently  known. 

The  instrument  under  development  is  called 
a “plasma  arc  scalpel.”  It  is  being  developed 
by  a research  team  headed  by  surgeon  Robert 
F.  Shaw,  M.D.,  and  physicist  Charles  Sheer 
under  a $379,540  research  grant  from  the  John 
A.  Hartford  Foundation  of  New  York  City. 

Dr.  Shaw,  who  founded  the  Biomedical 
Engineering  Laboratory  at  the  Columbia 
University  Electronics  Research  Laboratories 
in  New  York  and  who  is  currently  associated 
with  the  Institute  of  Medical  Sciences  at  the 
Presbyterian  Medical  Center  in  California, 
explained  that  the  cutting  blade  of  the  plasma 
arc  scalpel  will  be  a delicate  needle  of  ultrahigh 
temperature,  brilliantly  lit  gaseous  material, 
such  as  naturally  exists  only  on  the  sun  and 
in  the  stars.  It  is  the  cutting  blade’s  ultra- 
high  temperature  that  is  responsible  for  the 
remarkable  cutting  power  of  the  instrument. 


nine.  Dr  Williams  graduated  in  1928  from 
Georgetown  University  School  of  Medicine. 
He  was  an  associate  attending  ophthalmologist 
at  Phelps  Memorial  Hospital  Association, 
North  Tarry  town,  and  a company  surgeon  for 
the  New  York  Central  Railroad. 


But  of  more  importance,  according  to  Dr. 
Shaw,  is  the  prospect  that  the  plasma  arc 
scalpel  will  instantly  seal  tissues  as  they  are 
cut,  thereby  preventing  bleeding.  Since  as 
much  as  85  per  cent  of  a surgeon’s  operating 
time  may  be  occupied  controlling  the  bleeding 
that  occurs  during  surgery,  such  a device  should 
markedly  diminish  the  time  required  for  surgical 
operations  and  significantly  increase  then- 
safety.  It  may  enable  surgeons  to  extend 
their  operations  into  such  regions  as  the  liver, 
where  they  have  been  hesitant  to  work  because 
of  the  dangers  of  uncontrolled  hemorrhage. 

The  biological  and  surgical  phases  of  the 
research  program  and  the  fabrication  of  the 
various  models  of  the  plasma  arc  scalpel  will  be 
pursued  in  the  Laboratory  of  Technical  De- 
velopment, a unit  of  the  Institute  of  Medical 
Sciences,  under  the  direction  of  Dr.  Shaw. 

Fundamental  engineering  design  problems 
related  to  developing  the  prototype  instrument 
will  be  investigated  in  the  Plasma  Engineering 
Laboratory  at  Columbia’s  Electronics  Research 
Laboratories,  under  the  direction  of  Dr.  Sheer. 
In  this  laboratory.  Dr.  Sheer  has  developed 
larger  plasma  generators  operating  at  20,000 
degrees  Fahrenheit  with  an  efficiency  of  90 
per  cent.  These  larger  plasma  generators  are 
capable  of  slicing  through  concrete  and  are  as 
bright  as  the  surface  of  the  sun. 

Both  Dr.  Sheer  and  Dr.  Shaw  believe  one  of 
the  most  important  aspects  of  this  program  to 
be  the  intimate  collaboration  of  physical  and 
biological  scientists  in  the  attack  on  disease. 
Similar  combined  programs,  such  as  investiga- 
tions of  the  medical  usefulness  of  the  laser  light 
sources  and  high  pressure  oxygen,  have  been 
supported  by  the  John  A.  Hartford  Foundation, 
which  annually  awards  fifteen  million  dollars 
to  researchers  in  the  field  of  medical  science. 
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ROCKLAND  COUNTY 


“THE  GREATEST  GROWTH  AREA  IN  THE  EAST” 


MORE  THAN  35  FAMILIES  DAILY 
MOVE  INTO  THIS  NEW  SUBURBAN  GIANT 


KOHL 

PROFESSIONAL  BUILDING 


Directly  adjacent  to  Good  Samaritan 
Hospital,  Route  59,  Suffern,  N.  Y. 


Specifically  designed  to  offer  every  service 
and  facility  for  the  professions 

Each  office  suite  tailored  to  meet  individual 
requirements 

Immediate  Occupancy 


OUR  RE-LOCATION  DIRECTOR 
WILL  ASSIST  YOU  IN  BUYING 
OR  RENTING  YOUR  NEW  HOME 
Less  than  one  hour  from  NYC. 


| Hospital  For  further  information  or  brochure: 

SUFFERN  SAMAR  IT  AN  CORP. 

300  NORTH  MAIN  ST.  (914)  ELMWOOD  6-7900  SPRING  VALLEY,  NEW  YORK 


92,000  OVER 

162,029  150% 

300,000  INCREASE 


1 953  Population 
1 963  Population 
1 975  Projection 


PINEWOOD  WaltCr  A'  MEl)PSD?RKTORf'A'P'A' 

EST  1930 

J.  Epstein,  M.D.,  L.F.A.PA. — L.  Wender,  M.D.,  L.F.A.P.A. 
Katonah,  N.Y.  Tel:  CEntral  2-3155  NYC,  Direct,  Tel:  CY  5-0264 

A psychiatric  hospital  offering  individual  treatment  for  all 
nervous  and  mental  disorders,  alcoholism  and  drug  addiction. 
Psychoanalytically  oriented.  Pharmacological  and  electro- 
therapeutic  methods.  Rates — moderate. 


HOLBROOK  MANOR  "K3 

Five  Acres  of  Pinewooded  Grounds 

SENILE— AGED 

Non-sectarian,  dietary  laws  observed 
Medical  Director,  O.  L.  Friedman,  M.D.,  Q.P.,  M.A.P.A. 
HOLBROOK,  L.  I.  N.  Y.  Office;  TRafalgar  7-2666 


TRAINED  MEDICAL  ASSISTANTS 

to  save  your  valuable  time,  assume  responsibility  for  appoint- 
ments, patients,  records,  assist  you  with  leb,  X-ray,  E.K.G., 
B.M.R.,  etc.  The  Mandl  School  has  been  training  in  these 
Reids  for  41  years,-  our  graduates  have  sound  professional 
skills.  Free  Placement  Service. 

Mandl  ScUol  19 

175  Fulton  Ave.,  Hempstead,  L.I.  (516)  IV  1-2774 
EST.  1924  • Licensed  by  the  State  of  New  York  _____ 


We  take  the 

BIG  Headache 

out  of 

Monthly  Bit  tiny  of 


Cure  this  headache  by  modern  Xerog- 
raphy without  buying  or  leasing 
costly  equipment.  Satisfaction  guar- 
anteed for  doctors,  dentists  and  busi- 
nessmen who  mail  fewer  than  500 
statements  each  month. 

Personal  service  in  over  60  cities 
Mail  service  nationwide 

Xerographic  Copy  Service,  Inc. 

Dept.  NY  16  W.  Main  St.  Rochester,  N.  Y.  14614 


To  Xerographic  Copy  Service,  Inc. 

Dept.  N.Y.  16  W.  Main  St.  Rochester,  N.Y.  14614 

Please  send  Ledger-Bill  Details 

Name  


Street 


City,  State,  Zip 
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PHYSICIANS  WANTED 


[NTERNSHIPS-AMA  APPROVED  ROTATING.  ST. 
Joseph’s  Hospital.  Yonkers,  New  York.  Accredited  165 
bed  hospital.  Integrated  educational  program  organized 
by  Director  of  Medical  Education;  abundant  in-patient 
and  out-patient  material  for  clinical  training.  Salary 
$350.  ECFMG  certificate  required.  Apply  Administra- 
tor, St.  Jospeh’s  Hospital,  Yonkers,  N.Y. 


OPPORTUNITIES  IN  GENERAL  PRACTICE,  OB- 
stetrics,  pediatrics,  & neurosurgery  and  otolaryngology  in 
prosperous  upstate  city,  with  2 modern  hospitals.  Edu- 
cational and  recreational  center.  Cayuga  County  Medical 
Society,  321  N.  Hoopes  Ave.,  Auburn,  N.Y. 


SURGICAL  RESIDENCY;  4 YEAR  APPROVED  PRO- 
gram  in  major,  voluntary  hospital  in  New  York  City. 
Service  includes  experience  in  general  surgery,  thoracic, 
pediatric,  urological,  vascular  and  orthopedic  surgery.  Ap- 
plications still  being  accepted.  Box  148,  % NYSJM. 


SURGEON  WANTED  TO  JOIN  GROUP  IN  NEW  YORK 
State.  Please  contact  with  information  to  Box  153,  % 
NYSJM. 


PHYSICIANS  WANTED— MALE  & FEMALE,  Li- 
censed, for  children’s  camps,  July- August.  Good  salary, 
free  placement.  350  member  camps.  Write  Dept.  P, 
Association  Private  Camps,  55  West  42  St.,  New  York  36. 


PHYSICIAN,  RECENT  GRADUATE,  TO  ASSIST  GEN- 
eral  practice,  Queens.  $15,000.  Early  partnership; 
exceptional  opportunity.  Give  details.  Box  166,  % 
NYSJM. 


CERTIFIED  INTERNIST  WITH  FAMILY  PRACTICE, 
well  established  for  15  years — 8 room  office  in  professional 
building  in  New  York  suburb,  wishes  to  sublet  separate 
unit.  Guarantees  income  vacation  time  and  weekend 
coverage.  Will  retire  if  successful  substitution.  Box  161, 
% NYSJM. 


MEDICAL  DIRECTOR:  FOR  RETIREMENT  VILLAGE 
in  Florida.  Must  have  Florida  license  to  practice.  Salary 
commensurate  with  qualifications  and  experience.  Write 
Box  162,  % NYSJM. 


GENERAL  PRACTITIONER:  BUSY  CLINIC  WITH 

small  hospital.  Excellent  remuneration.  Fairwood 
General  Hospital  and  Medical  Center,  4050  E.  12  Mile 
Road,  Warren,  Michigan  (suburban  Detroit).  Call 
collect  for  interview  appointment.  SL  5-2500. 


MISCELLANEOUS 


BILLING  SERVICE-COLLECTIONS-LABOR  SAVING 
office  techniques.  A statewide  service-35  years  experience 
specializing  in  medical  accounts  assures  satisfactory  results. 
Mail  your  bill-head  for  full  details.  Crane  Discount  Corp., 
221  W.  41st  St.,  New  York,  N.  Y.  10036. 


POSITIONS  WANTED 


ANESTHESIOLOGIST,  CERTIFIED,  AGE  35,  FAMILY. 
Extensive  experience.  Desires  fee  for  service  or  group  in 
metropolitan  or  suburban  area.  Details  in  first  letter. 
Box  969,  % NYSJM. 


MEDICAL  ASSISTANTS  AND  SECRETARIES.  LAB- 
oratory  and  X-Ray  Techs.  Well  trained  and  highly  quali- 
fied personnel  (made  & female)  also  available  at  other 
times.  Phone  CH  2-2330  Ext.  6,  Placement  Dept.,  or 
write  Eastern  School  for  Physicians’  Aides,  Dept.  69,  85 
Fifth  Ave.,  New  York  3,  N.  Y.  (Founded  1936  by  two 
member  physicians) 


OB-GYN,  AGE  34,  FOUR  YEAR  RESIDENCY,  MAR- 
ried  with  family  (2),  no  military  obligation,  seeks  as- 
sociation leading  to  partnership  with  one  man  or  small 
group  in  New  York  City  area  or  New  Jersey.  Box  145, 
% NYSJM. 


RADIOLOGIST,  CERTIFIED  IN  RADIOLOGY  AND 
nuclear  medicine,  with  experience  in  special  radiological 
procedure,  desires  position  in  NYC  or  suburb.  Write  L. 
Mizray,  M.D.,  % Dr.  Granato,  8 Eaton  Place,  East- 
chester,  N.Y. 


OPHTHALMOLOGIST,  BOARD  CERTIFIED,  HAR- 
vard  Medical  School  graduate,  university  trained,  having 
completed  military  obligation,  seeks  partnership  or  associa- 
tion with  another  ophthalmologist.  Box  165,  % NYSJM. 


GENERAL  SURGEON,  AGE  38,  BOARD  CERTIFIED, 
FACS,  family,  military  service  completed,  desires  as- 
sociation with  individual  or  group  in  Nassau  or  Western 
Suffolk  County,  New  York,  Box  156,  % NYSJM. 


ANESTHESIOLOGIST:  WISHES  TO  RELOCATE 

from  city  to  smaller  community,  preferrably  in  North- 
eastern states.  Willing  to  do  some  general  practice  if 
necessary.  Certified,  best  medical  and  anesthesia  train- 
ing, and  thoroughly  experienced.  Licensed  New  York 
and  Pennsylvania.  Available  June  1965.  Box  158,  % 
NYSJM. 


INTERNIST,  CERTIFIED,  AOA,  AGE  32,  SEEKS  CHAL- 
lenging  clinical  position.  Write  Box  160,  % NYSJM. 


ANESTHESIOLOGIST,  CERTIFIED  1958,  AGE  45, 
family;  extensive  experience,  prefers  change  to  position 
without  medical  school  affiliation.  Northeastern  area. 
Details  in  first  letter.  All  inquiries  answered.  Box  167 
% NYSJM. 


EQUIPMENT 


FOR  SALE:  ANESTHESIA  MACHINES;  ONE  Mc- 

Kesson, one  cabinet  Heidbrink,  one  stand  model,  recon- 
ditioned, in  use;  reasonable.  ORegon  7-2385. 
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PRACTICES  FOR  SALE  OR  RENT 


GENERAL  PRACTICE  AND  FULLY  EQUIPPED  OF- 
fice  on  Long  Island.  Equipment  optional.  Moving  out 
of  state.  Box  122,  % NYSJM. 


GENERAL  PRACTICE.  EXTENSIVE  PRACTICE 
thriving  for  over  30  years  in  Monticello,  N.Y.  Doctor 
recently  incapacitated  by  a stroke.  Home-office  com- 
bination, including  9 room  office  on  1st  floor,  main  street. 
Available  at  once.  M.  A.  Cohn,  M.D.,  342  Broadway, 
Monticello,  N.Y. 


GENERAL  PRACTICE  AVAILABLE  WITH  PURCHASE 
or  lease  of  office-home  combination,  or  office  alone.  Gross 
$55,000.  Suburban  Essex  County,  New  Jersey,  17  miles 
to  NYC.  Liberal  financial  arrangements.  Box  157,  % 
NYSJM. 


LEVITTOWN,  LONG  ISLAND  PRACTICE  FOR  SALE. 
G.  P.  or  internist.  $50,000  gross.  Leaving  July  for 
residency.  Salary  6 to  12  months  or  outright  purchase. 
Terms  arranged.  Will  work  with  you  evening  during 
salary  phase.  Call  516  LI  1-6895  or  Box  163,  % NYSJM. 


DECEASED  PHYSICIAN’S  INTERNIST  PRACTICE 
for  sale;  2 rooms,  equipped,  east  side  37th  Street,  Man- 
hattan. Write  George  M.  Lehr,  Esq.,  31-16  Steinway 
Street,  Long  Island  City  3,  N.  Y. 


LUCRATIVE  PRACTICE  IN  INTERNAL  MEDICINE. 
Fully  equipped,  beautifully  furnished  office.  Eighteenth 
Street  and  First  Avenue,  Manhattan.  Reasonable  rent. 
X-ray  and  dark  room;  two  examining  rooms;  lab;  con- 
sultation room;  large  waiting  room;  reception  area. 
Unusual  opportunity.  Contact:  Joseph  Rattner,  PL 

5-8424. 


FULLY  EQUIPPED  OFFICE,  FINE  BRICK  CORNER 
home,  separate  entrances,  two  streets.  Excellent,  well 
established  general  practice;  thriving  community  Nassau 
County,  South-shore.  Offered  because  illness  in  family. 
Box  164,  % NYSJM. 


PRACTICE  WANTED 


WILL  BUY  PRIVATE  OFFICE  OF  RADIOLOGIST  IN 
medical  building.  Prefer  an  office  associate  with  medical 
group.  New  York  Metropolitan  area  or  surrounding. 
Also  interested  in  association  with  radiologist.  Willing 
to  invest.  Box  154,  % NYSJM. 


REAL  ESTATE  FOR  SALE  OR  RENT 


EXCELLENT  OPPORTUNITY  FOR  G.P.  IN  A MID 
Suffolk  County  community.  Modern  offices  available. 
Box  140,  % NYSJM. 


FOR  SALE 

Large  11  room  house  and  store,  plus  2 story  garage 
situated  in  center  of  resort  town,  Wurtsboro,  N.Y.  Fine 
location  for  small  Medical  Center.  All  improvements; 
5 living  units ; 6 bathrooms.  On  lot  56 ' x 225 '. 

Mrs.  George  Cooper,  P.O.  Box  327,  Wurtsboro,  N.Y. 


REAL  ESTATE  FOR  SALE  OR  RENT— CONT’D 


EASTERN  ONTARIO,  ONE  MILE  LAKE  FRONTAGE, 
200  acres  of  land  for  sale,  40  miles  from  Kingston.  Seven 
acre  island  on  lake  included.  $12,000;  terms  arranged, 
cash  discount.  Write  Robert  Immel,  Albion  College, 
Albion,  Michigan. 


FOR  RENT.  FIFTH  AVENUE  (1107).  CORNER  AT- 
tractive  modern  5 room  office  facing  park.  Suitable  hours 
available.  Reasonable.  SAcramento  2-5959. 


ISLIP,  L.I.  PROFESSIONAL  BUILDING,  NEXT  TO 
school,  across  street  from  two  churches,  centrally  air- 
conditioned.  Especially  ideal  for  general  practitioner, 
pediatrician  or  obstetrician.  (516)  JU  1-1457. 


HOME-OFFICE,  WITH  LUCRATIVE  GENERAL  PRAC- 
tice  for  sale,  lease  or  professional  association,  available 
in  Upstate  New  York  resort  area.  Excellent  terms.  Box 
141,%  NYSJM. 


PORT  WASHINGTON,  LONG  ISLAND:  CHOICE 

ground  floor  medical  offices  in  recently  completed  Med- 
ical Arts  Center.  Suitable  any  specialty,  can  share  use. 
Available  furnished  on  hourly  or  daily  basis,  etc.  Also 
unfurnished  or  longer  term  basis.  Owner-occupant  will 
render  valuable  assistance.  Call  Mr.  Doctor,  516  PO 
7-3333. 


NEW  YORK-DUTCHESS  COUNTY.  OFFICE  SPACE 
available  in  professional  building  being  erected  on  main 
business  highway  between  Fishkill  and  Poughkeepsie. 
Ideal  for  all  specialties.  Address  Martin  Rabin,  D.D.S., 
65  South  Clinton  St.,  Poughkeepsie,  New  York.  Phone 
454-0322. 


WEST  HEMPSTEAD,  L.  I.  PROFESSIONAL  LIVING. 
45  min.  NYC.  Corner  house  choice  neighborhood; 
completely  furnished,  absolutely,  beautiful  inside  and  out. 
Past  2 yrs.  a photography  studio  with  fine  reputation. 
Relocating  Florida.  Sac.  for  quick  sale  $50,000  firm. 
(90  day  occupancy).  Principals  only.  Box  159,  % NYSJM 
or  HOllis  8-4400  for  appt. 


LARGE  PROFESSIONAL  APARTMENT  (over  500  sq. 
ft.)  in  new  apartment  house.  Conveniently  located  near 
hospitals  in  Flushing-Broadway  section  of  Queens.  Near 
Northern  Blvd.  OL  1-1070  or  NE  9-5352. 
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...but  if  your  patient  can't  get  away,  relieve  sneezing,  running 
nose,  and  congestion  of  colds  and  sinusitis  all  day  or  all  night 
with  one 


ORNADE%,..,..„ 


QDAMQI  II  F brand  of  sustained 

Ol  nlNOULL  release  capsules 


Each  capsule  contains  8 mg.  of  Teldrin®  (brand  of  chlorpheniramine  maleate),  50  mg.  of 
phenylpropanolamine  hydrochloride,  and  2.5  mg.  of  isopropamide,  as  the  iodide. 

Summary  of  contraindications,  cautions  and  side  effects:  Do  not  use  in  patients  with 
glaucoma,  prostatic  hypertrophy,  stenosing  peptic  ulcer,  pyloric  duodenal  obstruc- 
tion, or  bladder  neck  obstruction.  Use  with  caution  in  the  presence  of  hypertension, 
hyperthyroidism,  or  coronary  artery-disease.  Drowsiness;  excessive  dryness  of  nose, 
throat  or  mouth;  nervousness  or  insomnia  may  occur  on  rare  occasions  but  are 
usually  mild  and  transitory. 

Before  prescribing,  see  SK&F  Product  Prescribing  Information. 

Smith  Kline  & French  Laboratories 
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freed  by  BRONKOTABS' 


B^EON 


THE  POWER 
OF  NEGATIVE 
THINKING 


No  doubt  you  have  attached  diagnostic  importance  to  negative  findings  for 
years.  When  you  apply  your  stethoscope,  all  is  usually  normal.  When  you  test 
for  reflexes  you  generally  find  them  normal,  too.  In  your  routine  urine  checks 
with  dip-and-read  HEMA-COMBISTIX"  Reagent  Strips,  you  generally  discover 
that  urinary  blood,  protein,  and  glucose  are  absent,  and  pH  normal. 

But  when  you  discover  an  abnormal  finding  you  may,  within  60  sec- 
onds, have  detected  pathology  well  in  advance  of  the  appearance  of 
related  symptoms.  □ Ames  Company,  Inc.,  Elkhart,  Indiana.  «»»«<  ames 


STRESSCAPS  B and  C vitamins  in  therapeutic  amounts... 
help  the  body  mobilize  defenses  during  convalescence ...  aid 
response  to  primary  therapy.  The  patient  with  a severe  infec- 
tion, and  many  others  undergoing  physiologic  stress,  may 
benefit  from  STRESSCAPS. 

STRESSCAPSm 

Stress  Formula  Vitamins  Lederle  P.  B 


Each  capsule  contains: 

Vitamin  Bi  (as  Thiamine  Monon 

itrate)  10  mg. 

Vitamin  B2  (Riboflavin) 

10  mg. 

Niacinamide 

100  mg. 

Vitamin  C (Ascorbic  Acid) 

300  mg. 

Vitamin  B&  (Pyridoxine  HCI) 

2 mg. 

Vitamin  B 1 2 Crystalline 

4 mcgm. 

Calcium  Pantothenate 

20  mg. 

Recommended  intake:  Adults, 

1 capsule 

daily,  for  the  treatment  of  vitamin  deficien- 

cies.  Supplied  in  decorative 

"reminder” 

jars  of  30  (one  month's  supply)  and  100 

(three  months'  supply). 

LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 
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“My  cooking  agrees  with  everyone  but  me” 


She  complains  about  her  upset  stomach  and  blames  her  cooking... you 
diagnose  functional  G.l.  disturbance  and  associated  stress... as  manifested 
by  indigestion,  heartburn,  bloating,  or  constipation.  Prescribe 


DECHOUN-BB 

(Hydrocholeretic*Antispasmodic*Sedative,  Ames) 

Each  Tablet  Contains: 

BUTABARBITAL  SODIUM  15  mg  (V4  gr) 

(Warning:  May  be  habit  forming)  to  ease  nervous  tension 

DEHYDROCHOLIC  ACID 250  mg  (33/4  gr) 

to  produce  a large  volume  of  watery  bile,  hydrate 
the  bowel  contents  and  gently  stimulate  intestinal 
motility 

BELLADONNA  EXTRACT 10  mg  (Vs  gr) 

to  reduce  smooth-muscle  hypertonus 


Average  Adult  Dose:  1,  or  if  needed,  2 tablets  three 
times  daily.  Precautions:  Observe  patients  periodically 
for  increased  intraocular  pressure  and  barbiturate  ha- 
bituation or  addiction.  Caution  drivers  against  pos- 
sible drowsiness.  Side  Effects:  Dehydrocholic  acid 
may  cause  transitory  diarrhea;  belladonna  — blurred 
vision,  dry  mouth.  Contraindications:  Biliary  tract 
obstruction,  acute  hepatitis,  glaucoma,  and  pros- 
tatic hyperplasia. 

Available  through  your  regular  supplier: 

Decholin-BB,  bottles  of  100  tablets. 

Ames  Company,  Inc.,  Elkhart,  Indiana  AMES 
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and  a happy 
return  from 
pneumonia 

when  the  invader 
is  tetracycline-sensitive 


the"extra”benefits 
raise  the  level  of  antibiotic  control 


BECLOMYCI  TV 

DEMETHYLCHIX)KTCTRACYCLINE 

tasty,  cherry  flavor 

SYRUP& DROPS 

ALSO  AVAILABLE  IN  CAPSULES 


the  distinctive  advantages  of  DECLOMYCIN 
• include  the  option  of  b.i.d.  dosage 
• lower  mg.  intake  (per  dose  and  per  day) 

• 1-2  days’  “extra”  activity  to  protect  against 
relapse  and  secondary  infection 


i 


Side  Effects  typical  of  tetracyclines 
which  may  occur.-  glossitis,  stomatitis, 
proctitis,  nausea,  diarrhea,  vaginitis, 
dermatitis,  overgrowth  of  nonsuscepti- 
ble  organisms.  Also,  photodynamic  re- 
action (making  avoidance  of  direct 
sunlight  advisable)  and,  very  rarely, 
anaphylactoid  reaction.  Reduce  dosage 
in  impaired  renal  function.  The  possi- 


bility of  tooth  discoloration  during  de- 
velopment should  be  considered  in 
administering  any  tetracycline  in  the  last 
trimester  of  pregnancy,  in  the  neonatal 
period,  and  in  early  childhood.  In- 
creased intracranial  pressure  is  a pos- 
sibility in  early  infancy. 

Syrup:  75  mg.  per  5 cc.  tsp.,  bottles  of 
2 and  16  fl.  oz. 


Pediatric  Drops:  60  mg.  per  cc.,  bottle 
of  10  cc.  with  dropper. 

Average  Dosage  for  Infants  and  Children: 
3 to  6 mg.  per  pound  body  weight  per 
day,  divided  into  2 or  4 doses,  depend- 
ing on  severity.  Calcium-containing 
food  or  drugs  should  not  be  given  within 
one  hour  before  or  two  hours  after  a 
dose. 
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. . . ana  tenacious  mucus 

freed  by  BRONKOTABS' 

Asthma  patients  get  essential  expectorant 
action  as  well  as  bronchodilatation  from 
Bronkotabs...more  complete  relief  than  with 
the  older  anti-asthma  preparations. 
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“We’re  puzzled”*... 


. . . why  some  physicians  use  synthetic  preparations  or  thyroglobulin 


. . . why  some  use  nonbrand  thyroids  or  write  "thyroid  U.S.P." 
. . . when  ARMOUR  THYROID  offers  so  many  more  advantages 


1.  useful  PBI  results — not 
possible  with  synthetic 
orextracted  preparations 

2.  complete  thyroid 
therapy — containing 
both  thyroxine  and 


triiodothyronine  in 
natural  ratio 

3.  uniform  potency— 
doubly  assayed, 
chemically  and 
biologically 


4.  predictable  clinical 
response 

5.  proven  stability 

6.  lowest  cost 


Only  ARMOUR  THYROID  gives  you  all  these  6 advantages. 

That's  why  it's  important  to  specify  *Your  Armour  representatives 


ARMOUR 

THYROID 

RELATED  ARMOUR  PRODUCTS: 

Thyrar®  (Beef  Thyroid)  Thytropar®  (Thyrotropin) 


ARMOUR  PHARMACEUTICAL 
COMPANY  • KANKAKEE,  ILLINOIS 


NEW — for  a continuous  supply  of  Armour  Thyroid  for  you  or 
your  immediate  family  simply  complete  and  return  this  coupon 

I T 

| Gentlemen:  Please  send  my  first  bottle  of  100  Armour  Thyroid 
| tablets  offered  on  your  new  continuous  Physicians  Personal 
j Use  Program.  I 

i 

I M.D.  I 


ADDRESS 

CITY  STATE  ZIP  CODE 

% gr.  'A  gr.  1 gr.  2 gr.  3 gr.  5 gr. 

Please  circle  potency  requested. 
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AMPULES:  250  mg.  per  2 cc.,  100  mg.  per  2 cc. 
MULTI-DOSE  VIALS:  10  cc.,  50  mg.  per  cc. 

Terramycin  Intramuscular 
Solution  is  only  one  of  an  un- 
matched variety  of  dosage  forms 
made  possible  by  the  unique 
chemical  characteristics  of  the 
oxytetracycline  molecule.  It  is 
the  only  preconstituted  solution 
of  a broad-spectrum  antibiotic 
specifically  for  intramuscular 
use.  Always  ready  for  immediate 
injection,  it  requires  no  refrig- 
eration and  remains  stable  for 
years.  Unique  in  formulation, 
it  offers  economy  and  conven- 
ience as  well.  It  is  available  in 
ampules,  vials,  and  in  Isoject,® 


a sterile  and  completely  dispos- 
able injection  system  offering 
maximum  protection  against 
syringe-transmitted  hepatitis. 

Included  in  a wide  range  of 
practical  dosage  forms  are 
Terramycin  and  Terrastatin" 
(oxytetracycline  plus  nystatin) 
Capsules  as  well  as  pleasantly 
fruit-flavored  pediatric  syrup 
and  drops,  supplied  in  a pre- 
constituted form  and  not  re- 
quiring refrigeration. 

Terramycin  is  also  available  in 
intravenous  preparations  of 
proved  effectiveness  as  well  as 
numerous  topical  formulations 
thus  making  available  the 


benefits  of  Terramycin  for  a 
wide  range  of  clinical  needs. 

Ahead  of  its  time  for  1 4 years, 
Terramycin  remains  a broadly 
useful  antibiotic  with  a world 
of  experience  to  support  its 
record  of  effectiveness,  safety 
and  practicality. 

Contraindicated:  In  individuals 
hypersensitive  to  any  of  the 
ingredients  in  the  oxytetracy- 
cline formulations. 

WARNING:  In  the  presence  of 
renal  dysfunction,  particularly  in 
pregnancy,  intravenous  tetracy- 
cline therapy  in  daily  doses  ex- 
ceeding two  grams  has  been 
associated  with  deaths  through  I 
liver  failure. 


Terramycin 

l 
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antibiotic 
cribe  in  so  many 
dosage  forms 


When  the  need  for  intensive 
treatment  outweighs  its  potential 
dangers  (especially  during  preg- 
i nancy  or  in  individuals  with 
known  or  suspected  renal  or 
liver  impairment),  it  is  advisable 
to  perform  renal  and  liver  func- 
tion tests  before  and  during 
intravenous  therapy.  Also, 
tetracycline  serum  concentra- 
tions should  be  followed. 

Ilf  renal  impairment  exists,  even 
usual  oral  or  parenteral  doses 
may  lead  to  excessive  systemic 
accumulation  and  possible 
toxicity  of  the  drug. 

iUse  of  oxytetracycline  during  the 
Hast  trimester  of  pregnancy, 
neonatal  period  and  early  child- 
hood may  cause  discoloration 
of  developing  teeth. 

Precautions:  Use  of  broad-spec- 
trum antibiotics  occasionally 
may  result  in  overgrowth  of  non- 
susceptible  organisms.  Where 
such  infections  occur,  discon- 
tinue oxytetracycline  and  insti- 
tute specific  therapy. 

Adverse  Reactions:  Glossitis, 
stomatitis,  proctitis,  nausea,  diar- 
rhea, vaginitis  and  dermatitis, 
as  well  as  reactions  of  an  allergic 


nature,  may  occur  but  are  rare. 
Occasional  instances  of  discom- 
fort at  the  injection  site  may  oc- 
cur with  the  intramuscular  form. 
In  intravenous  administration, 
where  concentrations  greater 
than  5 mg.  of  antibiotic  per  ml.  of 
diluent  were  used,  a few  instances 
of  phlebitis  have  been  reported. 

Formulas:  Terramycin  Capsules— 
oxytetracycline  HC1,  250  mg. 
and  125  mg. /Terramycin  Syrup- 
calcium  oxytetracycline,  125  mg. 
per  5 cc. /Terramycin  Pediatric 
Drops— calcium  oxytetracycline. 


CAPSULES:  250  mg..  125  mg. 


100  mg.  per  cc. /Terramycin 
Intramuscular— 100  mg.  of  oxytet- 
racycline per  2 cc.  or  250  mg. 
per  2 cc.  /Terramycin  Intraven- 
ous—250  mg.  and  500  mg.  vials  of 
oxytetracycline  HC1  buffered  with 

1 .0  gram  or  2.0  grams  of  ascorbic 
acid  respectively.  Terrastatin 
Capsules— oxytetracycline,  250 
mg.  and  nystatin,  250,000  units/ 
Terrastatin  for  Oral  Suspension— 
when  reconstituted  each 
teaspoonful  (5  cc.)  contains  125 
mg.  of  oxytetracycline,  and 

125.000  units  of  nystatin. 

More  detailed  professional 
information  available  on  request. 


PEDIATRIC  DROPS:  100  mg.  per  cc. 


Science  for  the  world's  well-being® 

(Pfizer)  Since  1849 

PFIZER  LABORATORIES 
Division,  Chas.  Pfizer  & Co.,  Inc. 
New  York,  New  York  10017 


(oxytetracycline) 

unique  properties  make  the  difference  in  difficult  or  routine  cases 
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Age  12 -13 -not  too  soon  to  pay  attention  to  her  acne 


At  the  first  sign  of  acne. ..the  first  comedone  or 
seborrhea . . . “this  is  the  time  to  institute  preventive 
measures -the  time  to  try  to  prevent  progression 
to  pustulation  and  scarring.”1  Regular,  frequent 
washing  with  pHisoHex,  antibacterial  detergent, 
can  enhance  any  acne  management  program,  help 
to  clear  acne  skin  faster  and  better. 
pHisoHex  is  more  than  a superior  cleanser.  It  con- 
tains 3 per  cent  hexachlorophene,  an  optimal 
amount.  This  powerful  antibacterial  agent  is  de- 
posited on  the  skin  where,  as  an  invisible,  tena- 
cious film,  it  degerms  between  washings.  Among 
67  acne  patients  who  used  pHisoHex,  “...results 
were  eminently  satisfactory.”2  When  pHisoHex 
was  used  as  the  wash  in  another  series  of  42  acne 
patients,  “no  patient  failed  to  improve.”3 
Why  not  recommend  three  or  four  pHisoHex  wash- 
ings daily  and  exclusively  to  all  your  acne  patients? 
pHisoHex  provides  superior  cleansing  action  and 
is  nonalkaline,  hypoallergenic  and  “kind”  to  skin. 
And  for  “...a  very  effective  topical  treatment  for 
acne  vulgaris”4  prescribe  keratolytic  pHisoAc® 
Cream  along  with  pHisoHex.  pHisoAc  Cream  con- 
tains colloidal  sulfur  6 per  cent,  resorcinol  1.5  per 


cent  and  hexachlorophene  0.3  per  cent.  It  dries, 
peels  and  masks  lesions.  Of  100  patients  treated 
with  pHisoHex  and  pHisoAc  (and  a low-fat  diet), 
79  showed  good-to-excellent  improvement.4 
pHisoHex  is  available  in  unbreakable  plastic 
squeeze  bottles  of  5 oz.  and  1 pint,  in  plastic  bot- 
tles of  1 gallon.  pHisoAc  is  supplied  in  tubes  of  IV2 
oz.  For  complete  acne  therapy,  prescribe  or  rec- 
ommend the  special  Combination  Package  con- 
taining both  pHisoHex  and  pHisoAc  Cream. 

References:  1.  Handelman,  Cathryn  C.:  Early  management 
of  acne,  Pediat.  Clin.  North  America  8:265,  Feb.,  1961. 
2.  McLean,  I.  E.  D.;  Graham,  K.  T.,  and  East,  M.  O.:  The 
treatment  of  acne:  a trial  of  "pHisoHex,"  Practitioner  189: 
82,  July,  1962.  3.  Hodges,  F.  T.:  Therapeutic  applications  of 
an  antiseptic  detergent,  GP  14:86,  Nov.,  1956.  4.  Wexler, 
Louis:  Treatment  of  acne  vulgaris,  Clin.  Med.  70:404,  Feb., 
1963. 
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New  broad-spectrum  penicillir 
but  without 

broad-spectrum  toxicity 

no  blood  dyscrasias 
no  photosensitivity 
no  severe  gastric  disturbances 
no  pigmentation  of  teeth 
no  kidney  damage 
no  accumulation  in  long  bones 


PENBRITIN  (ampicillin)  brings  the  tradi- 
tional penicillin  advantages  to  areas'of  treat- 
ment formerly  dominated  by  the  tetracyclines 
and  chloramphenicol  — urinary  and  gastroin- 
testinal infections,  as  well  as  respiratory 
infections.  But  PENBRITIN  (ampicillin) 
does  not  cause  the  toxic  disorders  associated 
with  other  broad-spectrum  antibiotics.1'10 
And  highly  important : PENBRITIN  (ampi- 
cillin) kills  bacteria  instead  of  merely  sup- 
pressing them. 

Usual  dosage : Adults  — 250  mg.  every  six  hours 
in  respiratory  infections;  500  mg.  every  six 
hours  in  urinary  and  gastrointestinal  infections 
(higher  doses  may  be  needed  in  severe  infec- 
tions). Children—  (under  13  years,  whose  weight 
will  not  result  in  a dosage  higher  than  that 
recommended  for  adults)  100  mg./Kg./day  in 
divided  doses  every  six  or  eight  hours  for  moder- 
ately severe  infections;  200  mg./Kg./day  in  di- 
vided doses  every  six  hours  for  severe  infections. 


Contraindications:  (1)  Hypersensitivity  to  pen- 
icillin. (2)  Infections  by  penicillinase-producing 
staphylococci  and  other  penicillinase-producing 
organisms. 

Side  Effects:  Mild  effects,  such  as  skin  rashes, 
diarrhea,  nausea  and  vomiting  have  occasionally 
appeared. 

Precautions : As  with  other  antibiotics,  precau- 
tions should  be  taken  against  gastrointestinal 
superinfection.  To  date,  safety  for  use  in  preg- 
nancy has  not  been  established. 

Supplied:  No.  606  — Each  capsule  contains  250 
mg.  of  ampicillin.  Bottles  of  16  and  100. 

References:  1.  Editorial.  Brit.  M.  J.  ii: 223  (July  22)  1961. 
2.  Rolinson,  G.  N.,  and  Stevens,  S.:  Brit.  M.  J.  ii:191  (July 
22)  1961.  3.  Stewart,  G.  T,  et  al.:  Brit.  M.  J.  ii:200  (July  22) 
1961.  4.  Brown,  D.  M.,  and  Acred,  R:  Brit.  M.  J.  it:  197 
(July  22)  1961.  5.  Batchelor,  E R.,  et  al.:  Nature  183: 257, 
1959.  6.  Knudsen,  E.  T.,  et  al.:  Brit.  M.  J.  it:  198  (July  22) 
1961.  7.  Doyle,  E E,  et  al.:  Nature  191: 1091  (Sept.  9)  1961. 
8.  Acred,  E,  et  al.:  Brit.  J.  Fharmacol.  15:356,  1962.  9.  Har- 
rison, E M.,  and  Stewart,  G.  T:  Brit.  J.  Fharmacol.  17:420, 
1961.  10.  Editorial.  Lancet  ii: 723  (Oct.  5)  1963. 


KILLS  BACTERIA. . . DOES  NOT  JUST  SUPPRESS  THEM 

PENBRITIN 

Brand  of  Ampicillin 
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FOR  YOUR 
ELDERLY 
ARTHRITIC 
PATIENTS.. 


Side  Effects:  Occasionally,  mild  salicylism 
may  occur,  but  it  responds  readily  to  ad- 
justment of  dosage.  Precaution:  In  the 
presence  of  severe  renal  impairment,  care 
should  be  taken  to  avoid  accumulation  of 
salicylate  and  PABA.  Contraindicated:  An 
hypersensitivity  to  any  component. 

Also  available:  Pabalate— when  sodium 
salts  are  permissible.  Pabalate-HC  — 
Pabalate-SF  with  hydrocortisone. 


ectiveness,  dependability  and  reassuring  Safety  Factors  make 
balate-SF  a logical  choice  for  antiarthritic  therapy  in  elderly  pa- 
nts—even  when  osteoporosis,  hypertension,  edema,  peptic  ulcer, 
jdiac  damage,  latent  chronic  infection  and  other  common  geriat- 
Iconditions  are  present.  The  potassium  salts  of  Pabalate-SF  can- 
I contribute  to  sodium  retention . . .the  enteric  coating  assures 
trie  tolerance...  and  clinical  experience  shows  that  this  prepara- 
n does  not  precipitate  the  serious  reactions  often  associated  with 
ticosteroids  or  pyrazolone  derivatives. 


I.  ROBINS  CO.,  INC.,  RICHMOND  20,  VIRGINIA 


In  each  persian-rose  enteric-coated  tablet:  potas- 
sium salicylate  0.3  Gm.,  potassium  aminobenzoate 
0.3  Gm.,  ascorbic  acid  50.0  mg. 

— the  new,  convenient  way  to  prescribe 
PABALATE-SODIUM  FREE 


Medical  News 


Clinical  Center  study  of  diseases 

The  cooperation  of  physicians  is  requested  in 
a continuing  study  of  Ewing’s  sarcoma,  met- 
astatic lung  disease,  and  Hodgkin’s  disease  by 
the  Radiation  Branch  of  the  National  Cancer 
Institute  at  the  Clinical  Center,  National 
Institutes  of  Health,  Bethesda,  Maryland. 

In  the  study  of  Ewing’s  sarcoma  referrals  of 
patients  with  a presumptive  radiographic 
diagnosis  of  a malignant  bone  tumor  are  needed. 
It  is  desired  that  such  patients  be  referred  prior 
to  establishment  of  the  diagnosis  by  biopsy 
that  they  may  be  admitted  for  biopsy  and 
immediate  institution  of  therapy. 

In  the  study  of  lung  tumors  referrals  of 
patients  with  well-defined,  measurable,  bi- 
lateral lung  metastases  from  any  primary 
site  are  needed  for  radiation  therapy  studies. 

In  the  study  of  Hodgkin’s  disease  referrals  of 
patients  with  histologically  proved  Hodgkin’s 
disease  are  needed.  It  is  desired  that  patients 
be  referred  prior  to  treatment  that  they  may  be 
admitted  for  baseline  studies  prior  to  radio- 
therapy. In  particular,  the  referral  of  pa- 
tients with  disease  clinically  limited  to  areas 
either  above  or  below  the  diaphragm  is  re- 
quested. 

Physicians  interested  in  having  their  patients 
considered  for  the  studies  may  write  to  Ralph 
E.  Johnson,  M.D.,  Clinical  Center,  Room 
B1B-41A,  National  Institutes  of  Health,  Be- 
thesda, Maryland  20014,  or  telephone  310- 
656-4000,  Ext.  65457. 

American  Board  of  Pathology  Diplomates 

The  following  physicians  from  New  York 
State  were  recently  certified  as  Diplomates  of 
the  American  Board  of  Pathology: 

New  York  City:  Peter  M.  Burkholder,  M.D., 
Florica  Ettiger,  M.D.,  Sanford  M.  Farrer, 
M.D.,  William  J.  Frable,  M.D.,  John  G.  Gor- 
man, M.D.,  Micheline  Kaempfer,  M.D., 
Richard  P.  Karoll,M.D.,  JohnK.  Li,  M.D.,  Hiro- 
shi Nakazawa,  M.D.,  Anthony  D.  Nicastrik, 
M.D.,  Fiorenzo  Paronetto,  M.D.,  Kendall 
Pierson,  M.D.,  Leslie  H.  Sobin,  M.D.,  Eliza- 
beth D.  Strauss,  M.D.,  and  William  Q.  Sturner, 
M.D;  Brooklyn : Marshall  Daniels,  M.D., 

Harue  Okazaki,  M.D.,  Chung  Soon  Park, 
M.D.,  Roberta  G.  Rubin,  M.D.,  Jere  B.  Stern, 
M.D.,  and  Albert  L.  Sutton,  M.D. 

Also,  Buffalo:  Aurelio  Cabrera,  M.D.;  Bay 
Shore:  Patricia  E.  Geraghty,  M.D.;  Floral 

Park:  Jona  Allerhand,  M.D.;  Flushing:  Leo 
Altman,  M.D.;  Rochester:  Thinathin  Al- 

Material  for  inclusion  in  the  medical  news  section  must  be 
received  six  weeks  prior  to  publication  date. 


schibaja,  M.D.,  and  Eveline  E.  Schneeberger, 
M.D.;  Saranac  Lake:  Walter  W.  Frederick, 
M.D.;  Scarsdale:  Fernando  P.  Aleu,  M.D.,  and 
Syracuse:  Nathan  S.  Taylor,  M.D. 

American  Geriatrics  Society 

The  American  Geriatrics  Society  has  an- 
nounced the  renewal  of  three  $1,800  grants  to 
stimulate  more  extensive  study  of  the  medical 
problems  of  the  aging  by  resident  physicians. 

Known  as  the  Lederle  Residency  Supple- 
ments, the  grants  will  be  used  to  augment  the 
salaries  of  residents  interested  in  geriatrics 
while  they  continue  their  medical  education. 
Funds  are  donated  by  Lederle  Laboratories, 
Division  of  American  Cyanamid  Company, 
to  cover  the  period  from  July,  1965,  to  June, 
1966. 

Application  for  the  Lederle  Residency  Sup- 
plements should  be  addressed  to  the  Chairman, 
Fellowship  Committee,  American  Geriatrics 
Society,  10  Columbus  Circle,  New  York,  New 
York  10019.  Deadline  for  applications  is 
May  1.  Announcement  of  the  grants  will  be 
made  at  the  Society’s  annual  meeting  in  New 
York  City  in  June. 

AEC  grants  to  educational  institutions 

Dr.  Glenn  T.  Seaborg,  chairman  of  the  U.S. 
Atomic  Energy  Commission,  has  announced 
that  the  Commission  has  approved  63  educa- 
tional assistance  grants  totaling  $669,603  to  60 
colleges  and  universities  through  its  Division  of 
Nuclear  Education  and  Training.  The  grants 
will  provide  for  purchase  of  laboratory  equip- 
ment and  fabrication  of  radiation  sources  for 
instruction  in  the  nuclear  aspects  of  the  en- 
gineering, life,  and  physical  sciences. 

The  following  institutions  in  New  York 
State  have  received  grants:  State  University 
of  New  York  at  Buffalo  (Western  New  York 
Nuclear  Research  Center,  Inc.),  Department  of 
Biology  and  Chemistry,  $6,788;  New  York 
University,  University  College,  Department  of 
Biology,  The  Bronx,  $15,000;  Rensselaer 
Polytechnic  Institute,  Department  of  Nuclear 
Engineering  and  Science,  Troy,  $5,530;  Uni- 
versity of  Rochester  Department  of  Physics  and 
Astronomy,  $7,530;  and  St.  Bernardine  of 
Siena  College,  Department  of  Biology,  Loudon- 
ville,  $2,249. 

Use  of  drug  restricted 

Methamphetamine  inhalers,  sold  for  the 
relief  of  nasal  congestion,  will  be  restricted  to 

continued  on  page  840 
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In  anxiety 
states: 

B and  C 
vitamins 
are  therapy 


Stress  formula  vitamins  are  an  important  supportive  measure  in 
maintaining  the  nutritional  status  of  the  emotionally  disturbed  pa- 
tent. With  STRESSCAPS,  B and  C vitamins  are  present  in  thera- 
peutic amounts  to  meet  increased  metabolic  demands.  Patients  with 
inxiety,  and  many  others  undergoing  physiologic  stress,  may  bene- 
it  from  vitamin  therapy  with  STRESSCAPS. 


Stress  Formula  Vitamins  Lederle 


Each  capsule  contains: 

Vitamin  B i(asThiamine  Mononitrate)  10  mg 

Vitamin  B2  (Riboflavin) 

10  mg. 

Niacinamide 

100  mg. 

Vitamin  C (Ascorbic  Acid) 

300  mg. 

Vitamin  B6  (Pyridoxine  HCI) 

2 mg. 

Vitamin  B12  Crystalline 

4 mcgm. 

Calcium  Pantothenate 

20  mg. 

Recommended  intake:  Adults,  1 

capsule 

daily,  for  the  treatment  of  vitam 

in  defi- 

ciencies.  Supplied  in  decorative  “re- 

minder” jars  of  30  and  100;  bottles  of  500. 

LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,PearlRiver,NewYork 
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the  prescription  list  in  the  future  because  of 
widespread  abuse,  the  Food  and  Drug  Ad- 
ministration, Department  of  Health,  Education, 
and  Welfare,  has  announced.  The  action  is 
being  taken  because  of  increasing  abuse  of  the 
products  by  persons  who  extract  the  active 
ingredient  from  the  inhaler  “wick”  and  use  it 
for  the  amphetamine-like  effect. 

Summer  camp  applications 

Applications  for  summer  vacations  at  Camp 
Nyda,  Burlingham,  New  York,  for  children 
with  diabetes  will  be  sent  on  request  of  private 
physicians.  Parents  or  agencies  sending  chil- 
dren are  encouraged  to  participate  in  defraying 
the  substantial  costs  of  the  youngster’s  stay 
at  camp.  This  is  the  only  camp  for  diabetic 
children  in  New  York  State.  Physicians  who 
desire  to  avail  their  patients  of  this  opportunity 
should  communicate  with  Stanley  T.  Sajecki, 
Camp  Director,  New  York  Diabetes  Associa- 
tion, Inc.,  104  East  40th  Street,  New  York, 
New  York  10016. 

Personalities 

Elected.  Irving  Mond,  M.D.,  Beacon,  as 
chief  of  staff  at  Highland  Hospital  for  1965  . . . 
Solomon  Schussheim,  M.D.,  chairman  of  the 
board  of  trustees  of  the  Kings  County  Medical 
Society,  to  the  board  of  directors  of  the  non- 
profit Community  Hospital,  Brooklyn  . . . Ad- 


Symptoms and  diagnosis  of 
hyperinsulinism 

Hypoglycemia  may  be  organic,  functional,  or 
factitious.  A report  by  James  R.  Shamblin, 
M.D.,  in  the  Journal  of  the  Medical  Association 
of  the  State  of  Alabama,  deals  with  hyperinsul- 
inism, one  of  the  organic  causes  of  hypogly- 
cemia. Other  causes  of  hypoglycemia  are  liver 
disease,  adrenal  or  pituitary  insufficiency,  cen- 
tral nervous  system  lesions,  and  large  fibrogenic 
tumors. 

Appropriate  tests  must  be  made  to  eliminate 
these  causes  of  low  blood  sugar  levels  before 
hyperinsulinism  is  established.  Also  to  be  con- 
sidered is  hypoglycemia  of  the  functional  type, 


olph  G.  Scileppi,  M.D.,  Glendale,  as  president 
of  the  medical  staff  of  Bethany  Deaconess 
Hospital,  Ridgewood  . . . Morris  A.  Shapiro, 
M.D.,  Schenectady,  as  chief  of  the  medical 
staff  of  St.  Clare’s  Hospital,  Schenectady  . . . 
William  W.  Wells,  M.D.,  Schenectady,  as 
president  of  the  Central  New  York  Dermatologi- 
cal Society  . . . Samuel  J.  Werlin,  M.D.,  presi- 
dent; Walter  Gunther,  M.D.,  vice-president; 
Thomas  P.  Engster,  M.D.,  secretary;  and 
James  M.  Gavin,  M.D.,  treasurer,  of  the 
medical  and  dental  staffs  of  the  Samaritan 
Hospital,  Troy. 

Appointed.  Francis  J.  Hailey,  M.D.,  of  the 
medical  staff,  Eaton  Laboratories,  Division  of 
The  Norwich  Pharmacal  Company,  as  chief  of 
section  for  urology  for  the  company  . . . Robert 
J.  B.  Osnos,  M.D.,  New  York  City,  to  the  new 
post  of  director  of  psychiatry  (courts)  by  Marvin 
E.  Perkins,  M.D.,  New  York  City  Com- 
missioner of  Mental  Health  Services  . . . Byron 
Sheesley,  M.D.,  Stamford,  as  a member  of  the 
medical  staff  at  Fox  Hospital,  Oneonta  . . . 
Julius  E.  Stolfi,  M.D.,  past-president  of  the 
Kings  County  Medical  Society,  as  director  of 
the  Department  of  Medicine  at  The  Brooklyn 
Hospital  Division  of  the  Brooklyn-Cumberland 
Medical  Center  . . . Doris  L.  Wethers,  M.D., 
assistant  in  pediatrics  at  the  College  of  Physi- 
cians and  Surgeons  of  Columbia  University  and 
associate  attending  pediatrician  at  St.  Luke’s 
Hospital,  New  York  City,  as  director  of  pedi- 
atrics at  Knickerbocker  Hospital,  New  York 
City. 


in  which  attacks  usually  occur  a few  horn’s  after 
a high-carbohydrate  meal  in  persons  with  emo- 
tional problems.  These  attacks  are  identifiable 
since  they  rarely  if  ever  cause  loss  of  conscious- 
ness, and  the  blood  sugar  rarely  drops  to  levels 
comparable  to  those  in  true  hyperinsulinism. 

Also  to  be  eliminated  is  hyperinsulinism  of  the 
factitious  type,  in  which  the  patient  secretly 
takes  insulin.  Identification  of  true  hyper- 
insulinism the  only  proved  causes  of  which  are 
tumors  or  hyperplasia  of  the  pancreatic  beta 
cells,  depends  to  a great  extent  on  awareness  of 
its  existence  as  an  entity,  with  the  use  of  rele- 
vant adjunctive  tests.  In  initial  diagnoses  it 
has  been  mistaken  for  conditions  such  as  nerv- 
ous exhaustion,  psychosis,  cardiovascular  ac- 
cident, and  hysteria. 
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epilepsy  can  undermine  self-reliance 


“A  therapeutic  ‘bull’s-eye’  may  be  scored  with 
DILANTIN  [diphenylhydantoin]  even  for  a per- 
son with  long-standing  convulsions  previously 
unrelieved  by  phenobarbital.”*  Such  efficacy 
can  make  a substantial  contribution  to  your 
epileptic  patient’s  rehabilitation ...  improve  his 
prospects  for  employment . . . foster  greater  self- 
reliance. 

Indications:  Grand  mal  epilepsy  and  certain  other 
convulsive  states.  Precautions:  Periodic  examina- 
tion of  the  blood  is  advisable.  Nystagmus  in  com- 
bination with  diplopia  and  ataxia  indicates  dosage 
should  be  reduced.  Side  Effects:  Allergic  phenom- 
ena such  as  polyarthropathy,  fever,  skin  eruptions, 
and  acute  generalized  morbilliform  eruptions  with 
or  without  fever.  Upon  discontinuation  of  therapy 
eruptions  usually  subside.  Rarely,  dermatitis  goes 


on  to  exfoliation  with  hepatitis,  and  further  dosage 
is  contraindicated.  Though  mild  and  rarely  an  indi- 
cation for  stopping  dosage,  gingival  hypertrophy, 
hirsutism,  and  excessive  motor  activity  are 
occasionally  encountered,  especially  in  children, 
adolescents,  and  young  adults.  During  initial  treat- 
ment, minor  side  effects  may  include  gastric  dis- 
tress, nausea,  weight  loss,  transient  nervousness, 
sleeplessness,  and  a feeling  of  unsteadiness.  All 
usually  subside  with  continued  use.  Hematologic 
disorders  including  megaloblastic  anemia,  leuko- 
penia, granulocytopenia,  pancytopenia,  and  aplastic 
anemia  have  been  reported.  Nystagmus  may  develop. 
DILANTIN  is  supplied  in  several  forms  including 
Kapseals*  containing  0.1  Gm.  and  0.03  Gm. 

' Lennox,  W.  G.:  Epilepsy  and  Re- 
lated Disorders,  Boston,  Little, 

Brown  and  Company,  1960.  vol. 
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PARKE-DAVIS 


Dilantin 

(diphenylhydantoin) 

PARKE-DAVIS 

helps  to  restore  confidence 


Antivert# 

(meclizine  HCI,  nicotinic  acid) 

Tablets:  (meclizine  HCI  12.5  mg.  and 
nicotinic  acid  50  mg.) 

Syrup:  (each  5 cc.  teaspoonful  contains 
meclizine  HCI  6.25  mg.  and  nicotinic 
acid  25  mg.) 

stops  vertigo 

Complete  to  moderate  relief 
in  9 out  of  10  patients1 

Antivert,  the  leading  anti-vertigo  prod- 
uct,2 combines  meclizine  HCI,  an  out- 
standing drug  for  treatment  of  vestibular 
dysfunction,  with  nicotinic  acid,  a drug 
of  choice  for  prompt  vasodilation.  Out  of 
50  patients  with  Meniere’s  syndrome,  re- 
mission of  symptoms  followed  Antivert 
therapy  in  41  (82%);  another  10%  (5 
patients)  experienced  moderate  relief.' 
Prescribe  Antivert  for  your  patients  with 
vertigo,  Meniere’s  syndrome  and  allied 
disorders. 

Precautions  and  side  reactions:  Fre- 
quent, short-lived  reactions  include:  cu- 
taneous flushing,  sensations  of  warmth, 
tingling  and  itching,  burning  of  skin,  in- 
creased gastrointestinal  motility,  and 
sebaceous  gland  activity.  In  explaining 
these  reactions  to  the  patient,  it  is  sug- 
gested that  they  be  regarded  as  a desir- 
able physiological  sign  that  the  nicotinic 
acid  is  carrying  out  its  intended  function 
of  vasodilation.  Because  of  this  vasodila- 
tion, severe  hypotension  and  hemorrhage 
are  obvious  contraindications  to  Antivert 
therapy. 

References:  1.  Seal,  J.  C.:  Eye  Ear  Nose  & 
Throat  Month.  38:738  (Sept.)  1959.  2.  Based 
on  1964  data  from  independent  physicians’ 
market  survey  organization. 

Antivert':™ 

(meclizine  HCI,  nicotinic  acid) 

Most  widely  prescribed 
anti-vertigo  agent2 

Dosage:  One  tablet  or  one  to  two  tea- 
spoonfuls (5-10  cc.)  t.i.d.  just  before 
meals.  Specific  requirements  for  individ- 
ual patients  should  be  determined  by 
the  physician. 

Supplied:  Tablets  in  bottles  of  100  and 
500.  Syrup  in  pint  bottles.  Rx  only. 

J.  B.  Roerig  and  Company 
Division,  Chas.  Pfizer  & Co.,  Inc. 

Science  for  the  World’s  Well-Being® 

New  York,  N.Y.  10017 
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...and  when  your  Antivert  ' 
patients  are  near  or  past 
retirement  age 


Neobon# 


Neobon  combines  hormones,  essential  hematopoietic  factors,  a diges- 
tive enzyme,  and  vitamins  and  minerals  with  the  important  amino 
acids  L-lysine  and  glutamic  acid.  When  used  as  adjunctive  therapy, 
such  medication  has  been  shown  to  be  of  value  in  treating  patients 
with  the  geriatric  syndrome.12  You  too  can  help  your  geriatric  pa- 
tients—with  or  without  vertigo  — lead  a more  active  life  by  prescrib- 
ing Neobon. 


Each  capsule  contains: 

(1)  Vitamins  and  Minerals 

Vitamin  A 

(acetate) 2000  U.S.P.  units 

Vitamin  D (irradiated 

ergosterol)  . . . 200  U.S.P.  units 
Vitamin  Bi  (thiamine 

mononitrate,  U.S.P.)  . . 0.5  mg. 

Vitamin  B2 

(riboflavin,  U.S.P.)  ...  0.5  mg. 

Vitamin  B& 

(pyridoxine  HCI,  U.S.P.)  0.5  mg. 

Niacinamide,  U.S.P 50  mg. 

Calcium  pantothenate, 

U.S.P 5 mg. 

Vitamin  E (from  alpha 

tocopherol  acetate)  . . 5 I.U. 

Rutin,  N.  F 5 mg. 

Cobalt  (from  cobalt 

sulfate)  0.033  mg. 

Molybdenum  (from 
sodium  molybdate)  . . .0.066  mg. 
Copper  (from  copper 

sulfate)  0.33  mg. 

Manganese  (from 
manganese  sulfate)  . . 0.33  mg. 
^Enzymatically  active  defatted  material 
pancreas. 


Magnesium  (magnesium 

sulfate) 2 mg. 

Iodine  (from  potassium 

iodide)  0.05  mg. 

Potassium  (from 

potassium  sulfate)  . . . 1.66  mg. 
Zinc  (from  zinc 

sulfate)  0.4  mg. 

(2)  Hematopoietic  Factors 
Iron  (from  ferrous 

sulfate)  3.40  mg. 

Vitamin  B12  (cobalamin 
concentrate,  N.F.  as 

Stablets®)  1 meg. 

Vitamin  C (ascorbic 
acid,  U.S.P.) 50  mg. 

(3)  Digestive  Enzyme 

Pancreatic  substance*  . . 50  mg. 

(4)  Gonadal  Hormones 

Methyltestosterone  ....  1.0  mg. 


Ethinyl  estradiol  0.006  mg. 

(5)  Amino  Acids 

L-Lysine 50  mg. 

Glutamic  acid 30  mg. 


obtained  from  250  mg.  of  whole  fresh 


Precaution:  Contraindicated  in  patients  wherein  estrogen  or  androgen 
therapy  should  not  be  used,  as  in  carcinoma  of  the  breast  or  prostate. 
Dosage:  One  capsule,  t.i.d.  with  meals,  or  as  directed  by  physician. 
Supplied:  Bottles  of  60  capsules.  Rx  only. 

References:  1.  Dufficy,  R.  G.,  Jr.:  J.  Am.  Geriatrics  Soc.  5:936  (Nov.)  1957. 
2.  Ende,  M.:  Southwestern  Med.  38:625  (Oct.)  1957. 


J.  B.  Roerig  and  Company 
Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World’s  Well-Being® 
New  York,  N.Y.  10017 
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Medical  Meetings 


New  York  County  Academy 
of  General  Practice 

The  New  York  County  chapter  of  the 
American  Academy  of  General  Practice  will 
sponsor  a course  on  physical  medicine  and 
rehabilitation  in  the  elderly  under  the  direction 
of  Leo  Dobrin,  M.D.,  on  seven  consecutive 
Thursday  evenings,  April  1 through  May  13, 
from  9:00  to  10:30  p.m.  Sessions  will  be  at  the 
Center  for  Instruction  in  the  Care  of  the  Aged, 
The  Jewish  Home  and  Hospital  for  Aged,  140 
West  106th  Street,  New  York  City.  Registra- 
tion fee  is  $25.  Early  reservation  is  invited, 
since  enrollment  is  limited  to  the  first  40  ap- 
plicants. The  course  is  acceptable  for  10 'A 
accredited  hours.  Registration  should  be  made 
with  Joseph  A.  Pincus,  M.D.,  chairman,  Post 
Graduate  Education  Committee,  140  West 
58th  Street,  New  York,  New  York  10019. 

Scanning  symposium 

A scanning  symposium  for  the  informal  ex- 
change of  ideas  on  radioactive  scanning  as  well 
as  presentation  of  cases  and  technics  will  be 
held  April  1 at  8:00  p.m.  in  the  first  floor  con- 
ference room  of  Queens  General  Hospital,  82-68 
164th  Street,  Jamaica. 

Participants  are  invited  to  bring  problem 
scans  together  with  x-ray  films  for  presentation 
and  discussion  during  the  second  hour. 

Harold  L.  Atkins,  M.D.,  Associate  Scientist, 
Medical  Department,  Brookhaven  National 
Laboratories,  will  discuss  “Short-Lived  Isotopes 
(Technicium99)  in  Scanning.” 

Subsequent  meetings  will  be  held  the  first 
Thursday  of  each  month. 

Postgraduate  pediatric  program 

Postgraduate  pediatric  conferences  will  be 
held  during  the  month  of  April  on  Tuesdays  at 
10:00  a.m.  in  the  solarium  of  the  Kronish 
Pavilion  of  Maimonides  Hospital,  4802  Tenth 
Avenue,  Brooklyn  19,  New  York. 

On  April  6,  Robert  B.  Hiatt,  M.D.,  associate 
professor  of  surgery,  Columbia  Presbyterian 
Hospital,  will  speak  on  “Abnormal  Physiology 
of  Large  Intestinal  Problems  in  Children”; 
on  April  13,  Bradley  Bigelow,  M.D.,  assistant 
professor  of  pathology  at  New  York  University 
College  of  Medicine,  will  discuss  “Collagen 
Diseases  in  Pediatrics”;  and  on  April  20, 
Benjamin  Kramer,  M.D.,  clinical  professor  of 
pediatrics  (Emeritus),  Downstate  Medical  Cen- 

Material  for  inclusion  in  the  medical  meetings  section  must 
be  received  six  weeks  prior  to  publication  date. 


ter,  State  University  of  New  York,  will  speak 
on  “Why  Do  Tissues  Calcify?” 

FM  radio  diabetes  mellitus  lectures 

A series  of  postgraduate  educational  lectures 
on  diabetes  mellitus  will  be  given  on  five 
Tuesdays  in  April  and  May,  according  to 
Harold  Rif  kin,  M.D.,  chairman  of  the  Clinical 
Society  of  the  New  York  Diabetes  Association. 
Two-way  radio  facilities  will  be  contributed 
by  the  Department  of  Postgraduate  Medicine, 
Albany  Medical  College.  The  programs  will  be 
broadcast  over  the  facilities  of  radio  station 
WRVR-FM  from  8:00  to  8:50  a.m.  Two-way 
radio  facilities  will  also  be  available  in  the 
auditoriums  of  certain  cooperating  hospitals. 
For  listings  contact  Alfred  C.  Nichols,  executive 
director,  Clinical  Society  of  the  New  York 
Diabetes  Association,  Inc.,  104  East  40th 
Street,  New  York,  New  York  10016. 

Dates,  subjects,  and  speakers  are  as  follows: 
April  6,  “Management  of  the  Juvenile  and 
Adult  Patient  with  Diabetes  Mellitus,”  Abraham 
H.  Kantrow,  M.D.,  William  S.  Norton,  II, 
M.D.,  and  Charles  Weller,  M.D.;  April  13, 
“The  Diagnosis  of  Diabetes  Mellitus,”  Gerald 
J.  Friedman,  M.D.,  and  Felix  A.  Silverstone, 
M.D.;  April  20,  “Diabetic  Acidosis,”  Norman 
Deane,  M.D.,  and  Kermit  L.  Pines,  M.D.; 
April  27,  “Current  and  Future  Trends  in 
Diabetes  Mellitus,”  Rachmiel  Levine,  M.D.; 
and  May  4,  “Complications  of  Diabetes 
Mellitus,”  Max  Ellenberg,  M.D.,  and  Harold 
Rif  kin,  M.D. 

Buffalo  Academy  of  Medicine 

The  Buffalo  Academy  of  Medicine  will  hold 
its  final  meeting  of  the  1964-1965  season  on 
April  7,  8:30  p.m.  at  the  medical  school,  State 
University  of  New  York  at  Buffalo,  cosponsored 
by  the  Erie  County  Medical  Society.  Richard 
H.  Freyberg,  M.D.,  clinical  professor  of  medi- 
cine at  Cornell  University  Medical  College, 
director  of  the  Department  of  Rheumatic 
Diseases  at  the  Hospital  for  Special  Surgery, 
New  York  City;  and  attending  physician  at 
New  York  Hospital,  will  speak  on  “A  Critical 
Appraisal  of  Suppressive  Therapy  for  Rheuma- 
toid Arthritis.”  The  following  evening  at 
8:00  p.m.  Dr.  Freyberg  will  discuss  “Progress  in 
the  Treatment  of  Arthritis  and  Rheumatic 
Diseases”  at  a public  meeting  sponsored  by  the 
Buffalo  Academy  of  Medicine  and  held  in  the 
Mary  Seaton  Room  at  Kleinhans  Music  Hall. 
There  is  no  admission  charge. 

continued  on  page  848 
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n maintenance  therapy... 
i working  analgesic 
or  the 

ictive  arthritic 


RTHRALGEN® 


ch  tablet  contains: 

licylamide 250  mg. 

etaminophen 250  mg. 

corbie  acid  (Vitamin  C) 25  mg. 


forking  analgesic  for  the  active  arthritic 

apidly  relieves  early  morning  stiffness  and  arthritic  pain.  It 
>mises  a quicker  response  in  most  patients  because  its  anal- 
>ic  ingredients  need  no  metabolic  conversion  before  they  act. 
a combination  of  two  prominent  analgesic  drugs,  Arthralgen 
ii  often  establish  smoother,  more  complete  pain  relief  because 
isynergistically  produces  more  efficient  analgesia  on  lower 
sage  levels  of  each. 

► proven  pain  relievers 

hralgen  combines  two  better-tolerated,  time-tested  analgesics, 
utaminophen  and  salicylamide,  into  a pharmacologically  sound 
I therapeutically  effective  formulation.  As  Arthralgen,  it  pene- 
jtes  tissues  promptly  and  relieves  pain  rapidly  with  less  likeli- 
)d  of  gastric  irritation  than  aspirin. 


BRIEF  SUMMARY 

Arthralgen  and  Arthralgen-PR  are 
indicated  in  the  management  of 
rheumatoid  arthritis,  acute  gouty 
arthritis,  rheumatoid  spondylitis, 
osteoarthritis,  bursitis,  fibrositis, 
and  neuritis.  Arthralgen  may  be 
used  for  analgesia  in  colds,  flu,  and 
various  myalgias. 

DOSAGE:  One  or  two  tablets  four 
times  a day.  After  remission  of 
symptoms  dosage  should  be 
reduced  to  the  minimum  mainte- 
nance level. 

SIDE  EFFECTS:  Nausea,  Gl  upset, 
or  mild  salicylism  may  rarely  occur. 
Symptoms  of  hypercorticoidism 
dictate  reduction  of  dosage  of 
Arthralgen-PR. 

PRECAUTION:  Reduction  in  dos- 
age of  Arthralgen-PR  given  over  a 
long  period  should  be  gradual, 
never  abrupt. 

CONTRAINDICATIONS:  Hypersen- 
sitivity to  any  ingredient. 


lium-free 

hralgen  contains  no  sodium.  Therefore,  it  is  often  a safer  and 
re  suitable  analgesic  for  use  in  the  long-term  treatments  of 
iritic  patients  who  have  other  conditions  which  require  sodium 
friction.1 

?THRALGEN®-PR  (Arthralgen  with  prednisone) 


:h  tablet  contains: 

icylamide 250  mg. 

itaminophen 250  mg. 

orbic  acid  (Vitamin  C) 25  mg. 

dnisone 1 mg. 


‘help  provide  dosage  flexibility  in  patients  who  require  steroids, 
basic  Arthralgen  formula  is  also  available  combined  with 
dnisone  as  Arthralgen-PR.  Prednisone  is  favored  as  the  more 
antageous  steroid  for  use  in  Arthralgen-PR  because  it  shows 
; tendency  toward  sodium  retention,  potassium  excretion,  and 
mid-induced  hypertension  than  that  which  often  accompanies 
use  of  cortisone  and  ACTH.2 


f.  ROBINS  COMPANY,  INCORPORATED/RICH  MOND,  VIRGINIA 


As  with  any  drug  containing  pred- 
nisone, Arthralgen-PR  is  contra- 
indicated, or  should  be  adminis- 
tered only  with  care,  to  patients 
with  peptic  ulcer,  tuberculosis, 
nephritis,  diabetes  mellitus,  acute 
psychoses,  Cushing’s  syndrome 
(or  Cushing’s  disease),  overwhelm- 
ing spreading  (systemic)  infection, 
or  predisposition  to  thrombophle- 
bitis. 

Arthralgen-PR  is  generally  contra- 
indicated in  patients  with  uremia 
and  viral  infections,  including  po- 
liomyelitis, vaccinia,  ocular  herpes 
simplex,  and  fungus  infections  of 
the  eye.  It  is  also  contraindicated 
in  patients  with  chicken  pox  or 
susceptible  persons  exposed  to  it. 

SUPPLY:  Arthralgen  (white,  scored) 
and  Arthralgen-PR  (yellow,  scored) 
tablets  are  available  in  bottles  of 
100  and  500. 

REF:  1.  Boreus  & Sandberg,  ACTA. 
PHYSIOL.  SCAND.,  28:266,  1953. 
2.  Cohen,  et  al.:  J.A.M.A.,  165:225, 
1957. 


a rapid-acting  antidepressant 

for  a lift  from  the 
hell  of  depression 


Action  and  Uses:  Norpramin  (desipramine  hydrochloride) 
is  the  primary  active  metabolite  of  imipramine.  It  differs 
from  earlier  antidepressants  in  its  rapid  onset  of  action. 
Approximately  60  to  70%  of  patients  with  neurotic  or 
psychotic  depressions  will  respond  satisfactorily.  More 
than  half  will  begin  to  improve  in  2-5  days,  others  within  a 
week.  Usually,  patients  not  responding  within  one  week 
are  less  likely  to  improve. 

Indications:  Norpramin  is  useful  in  the  treatment  of: 
neurotic  and  psychotic  depressive  reactions,  and  in  manic 
depressive  or  involutional  psychotic  reactions.  It  may  be 
used  as  co-therapy  with  tranquilizers  in  the  treatment  of 
markedly  agitated  forms  of  depressions. 


Contraindications:  (1)  Norpramin  should  not  be  given  j 
within  two  weeks  of  treatment  with  a monoamine  oxidase  I 
inhibitor.  (2)  Because  of  its  autonomic  effects,  it  is  con-  | 
traindicated  in  patients  with  glaucoma,  urethral  or  I 
ureteral  spasm  and  recent  myocardial  infarction.  (3)  I 
Severe  coronary  heart  disease  because  of  possible  tachy-  I 
cardia.  (4)  Active  epilepsy  as  it  lowers  the  threshold  for  I 
epileptiform  seizures. 

Precautions:  (1)  Norpramin  treatment  should  not  be  sub-  I 
stituted  for  hospitalization  or  restraint  if  the  risk  of  homi-  I 
cide  or  suicide  is  considered  grave.  (2)  In  patients  with  I 
manic  depressive  illness,  Norpramin  may  induce  a hypo-  I 
manic  state  after  the  depressive  phase  terminates.  (3)  I 


1 


846 


NORPRAMIN 


rapid  acting  specific  for  depression 


not  an  MAO  inhibitor 
not  a tranquilizer 

Norpramin  is  an  original  product 
of  Lakeside  research.  It  has  been 
established  to  be  the  primary  active 
metabolite  of  imipramine  and  in 
many  patients  has  been  reported  to 
be  more  rapid  in  onset  of  action— 
2 to  5 days. 


. . [Norpramin]  appears  to  have  an  im- 
mediate onset  of  action,  which  is  readily 
demonstrable  in  both  humans  and 
animals.” 

Meduna,  L.  J.;  Abood,  L.  G.,  and  Biel,  J.  H.:  Journal  of 
Neuropsychiatry  2: 232-237  (June)  1961. 


“.  . . laboratory  and  clinical  studies  have 
shown  that  imipramine  is  converted  endo- 
genously to  desipramine  [Norpramin] 
which  may  be  administered  instead  with 
more  prompt  onset  of  clinical  effect.” 

Nodine,  J.  A.,  and  Slap,  S.  W.:  Current  Therapeutic 
Research  5:40  (January)  1963. 


Norpramin  is  specific  for  depression 
and  is  not  recommended  for  anxiety. 
Sid.e  effects  are  usually  mild. 


”...  responses  can  be  seen  as  soon  as  one 
to  three  days  after  administration.” 

Siegler,  P.  E.:  Medical  Clinics  of  North  America.  48:497 
(March)  1964. 


See  your  Lakeside  representative  or  please  write  for  clinical  data  and  complete  prescribing  information. 


LAKESIDE  LABORATORIES,  INC. 


MILWAUKEE,  WISCONSIN  53201 


Although  animal  teratology  studies  proved  negative,  fur- 
ther clinical  experience  is  necessary  to  establish  safety 
in  human  pregnancy.  (4)  Discontinue  therapy  prior  to 
elective  surgery. 

Adverse  Effects:  Mild  side  effects  may  occur  in  about  1 
of  4 patients.  These  are  usually  well  tolerated.  Side 
effects  include:  dry  mouth,  constipation,  dizziness,  palpi- 
tation, delayed  urination,  “bad  taste”,  sensory  illusion, 
tinnitus,  agitation  and  stimulation,  sweating,  drowsiness, 
headache,  orthostatic  hypotension,  flushing,  nausea, 
cramps,  weakness,  blurred  vision  and  mydriasis,  rash, 
allergy,  altered  liver  function,  ataxia  and  extrapyramidal 
signs. 


Dosage  and  Administration : Optimal  results  are  obtained 
at  about  150  mg./day.  Dosage  over  200-225  mg./day 
increases  incidence  of  side  effects.  Norpramin  may  be 
administered  as  follows:  two  tablets  (50  mg.)  t.i.d.  (150 
mg./day).  Partial  response  may  be  expected  within  2-5 
days;  optimal  response  within  2-3  weeks.  After  optimal 
results  are  achieved  a maintenance  dose  . . . 50-100 
mg./day  . . . should  be  sought. 

Supplied:  Norpramin  (desipramine  hydrochloride)  tab- 
lets of  25  mg.,  in  bottles  of  50  and  500. 
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Student  Council  lecture 

The  annual  Student  Council  lecture  will  be 
held  at  the  Downstate  Medical  Center,  450 
Clarkson  Avenue,  Brooklyn,  on  April  12  at 
4:00  p.m.  in  the  Center’s  first  floor  lecture  hall. 

Franz  J.  Ingelfinger,  M.D.,  Conrad  Wessel- 
hoeft  Professor  of  Medicine,  Boston  University 
School  of  Medicine,  will  speak  on  “Sweet 
Absorption.” 

Woman's  Auxiliary  conference 

The  Woman’s  Auxiliary  to  the  Medical 
Society  of  the  County  of  Monroe  will  hold  its 
second  spring  conference  April  25  through  27 
at  the  Manger  Hotel,  Rochester. 

Aerospace  Medical  Association 

The  thirty-sixth  annual  scientific  meeting  of 
the  Aerospace  Medical  Association  will  be 
held  April  26  through  29  at  the  New  York 
Hilton  Hotel,  New  York  City.  Scientific 
subjects  that  will  receive  special  emphasis  are: 


Medication  for  relief  of 
urinary  symptoms 

Urinary  frequency,  burning,  and  nocturia  are 
common  symptoms  in  elderly  patients,  either 
following  surgical  procedures,  such  as  prostatec- 
tomy or  after  instrumentation,  or  else  in  associa- 
tion with  such  disorders  as  prostatitis  and 
urethritis. 

Anthony  N.  Spinelli,  M.D.,  J.  G.  Keshin, 
M.D.,  and  Joseph  E.  Davis,  M.D.,  of  New  York 
City,  report  in  the  Journal  of  the  American 


environmental  physiology,  clinical  aviation 
medicine,  life  support,  safety  and  survival, 
acceleration,  behavioral  sciences,  and  instru- 
mentation and  vibration.  Four  closed-circuit 
color  television  programs  will  be  presented  on 
“The  Doctor’s  Role  in  Air  Traffic  Control”; 
“Progress  Report  on  Project  Gemini”;  “Pilot 
Physical  Examinations”;  and  “Cardiovascular 
Problems  in  Aerospace  Medicine.” 

Assembly  on  general  practice 

The  fifth  annual  scientific  assembly  of  the 
Bronx  County  Chapter  of  the  American 
Academy  of  General  Practice  will  be  held 
May  2 at  The  New  York  Hilton  Hotel,  New 
York  City.  Discussions  will  be  held  on  the 
diagnosis  and  treatment  of  vascular  diseases  of 
the  lower  extremities.  Speakers  will  include 
Joseph  R.  Wilder,  M.D.,  director  of  surgery. 
Hospital  for  Joint  Diseases,  New  York  City; 
Alex  Norman,  M.D.,  director  of  radiology, 
Hospital  for  Joint  Diseases;  and  Cyril  H. 
March,  M.D.,  chief  of  dermatology,  Hospital 
for  Joint  Diseases. 


Geriatric  Society  on  a series  of  99  patients 
treated  with  a combination  of  phenazopyridine 
hydrochloride,  1-hyoscyamine,  and  barbital 
sodium.  Relief  of  symptoms  followed  within 
twenty-four  hours  in  81  per  cent  of  these  pa- 
tients. In  the  series  were  both  surgical  and 
nonsurgical  patients.  Among  the  surgical  pa- 
tients over-all  results  indicated  marked  or 
moderate  improvement  and  relief  of  urinary 
symptoms  in  96  per  cent  and  among  the  non- 
surgical patients,  94  per  cent.  Reduction  of 
dosage  was  sometimes  necessary  to  eliminate 
mild  side-effects,  such  as  dry  mouth,  dizziness, 
and  drowsiness  in  20  of  the  99  patients. 
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* a result  of 
‘METHEDRINE’L, 


METHAMPHETAMINE 

HYDROCHLORIDE 

therapy 


Her  once  unruly  appetite  is  now  well  tamed  with 
‘Methedrine’  (methamphetamine  hydrochlo- 
ride)... an  easy  way  to  help  control  food  crav- 
ing and  “hunger  pains.” 

Side  effects:  Insomnia  may  occur  if  taken  later 
than  6 hours  before  retiring.  The  usual  peri- 
pheral actions  of  sympathomimetic  amines 
(vasoconstriction  and  acceleration  of  the  heart) 
are  minimal  and  little  noticed  on  low  or  moder- 
ate dosage. 


Contraindications  and  precautions:  Should  not 
be  used  in  patients  with  myocardial  degenera- 
tion, coronary  disease,  marked  hypertension, 
hyperthyroidism,  insomnia  or  a sensitivity  to 
ephedrine-like  drugs.  Moderate  hypertension  in 
the  obese  is  not  necessarily  a contraindication 
since  it  may  be  relieved  as  the  overweight  is 
reduced. 

'Methedrine’  brand  Methamphetamine  Hydro- 
chloride: Tablets-5  mg.,  scored,  in  bottles  of 
100  and  1000. 


Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 

^ BURROUGHS  WELLCOME  & C0.(U.S.A.)  INC.,  Tuckahoe,  N.Y. 
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THE  SILVER  HILL  FOUNDATION 

New  Canaan,  Connecticut 

ANNOUNCES 
THREE-YEAR  RESIDENCY 
TRAINING  PROGRAM 
IN  PSYCHIATRY 

Approved  by  the  American  Medical  Association 
and  the  American  Board  of  Psychiatry  and 
Neurology.  Affiliated  with  Departments  of 
Psychiatry  and  Neurology  of  the  College  of 
Physicians  and  Surgeons,  Columbia-Presbyterian 
Medical  School,  New  York  City. 

First  year  spent  at  Medical  Center,  New  York, 
N.Y.,  second  and  third  years  at  Silver  Hill, 
New  Canaan,  Connecticut.  Applicants  also 
considered  who  have  completed  one  year  or 
more  of  training  elsewhere  for  the  second  and 
third  year  program. 

Emphasis  placed  on  training  of  physicians  for 
private  practice  of  psychiatry,  under  experienced 
preceptors,  Board  Diplomates  with  teaching 
background. 

Generous  compensation,  opportunities  for  per- 
manent staff  appointment. 

For  further  information  and  application  form, 
write:  William  B.  Terhune,  M.D.,  Medical 

Director,  The  Silver  Hill  Foundation,  Box  1177, 
New  Canaan,  Connecticut. 


“/  think  your  trouble  is  just  old  age,  but  let's  give 
it  a little  more  time." 
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50  years 

as  your 
specialist 


You’d  be  entirely  correct  if  you  were  to  look 
upon  National  Dairy  Council  as  a specialist 
in  the  difficult  field  of  presenting  nutritional 
fact. 

An  entire  section  of  our  organization  does 
nothing  else  but  create  new  methods  of  pre- 
sentation. We  found  out  early  that  accept- 
ance doesn’t  just  happen:  it  must  be  earned. 

And  so,  to  help  you  guide  the  public  into 
accepting  sound  nutritional  habits,  National 
Dairy  Council  produces  hundreds  of  differ- 
ent pieces  of  teaching  material,  each  devel- 
oped in  cooperation  with  experts  in  the  field; 
each  reviewed  by  the  American  Medical 


Association,  the  American  Dental  Associa- 
tion, or  other  professional  organizations; 
each  created  to  be  the  most  effective  and 
reliable  tool.  For  example,  National  Dairy 
Council  teaching  aids  are  tested  extensively 
under  the  guidance  of  experienced  teachers 
working  in  actual  classroom  environments. 

Methods  such  as  these  are  essential  to 
efficient  dissemination  of  information.  This 
concern  for  accuracy  and  reliability  has  re- 
sulted in  many  of  the  approaches  to  health 
education  pioneered  by  National  Dairy 
Council  being  adopted  by  other  nutrition 
leaders  across  the  country. 


NATIONAL  DAIRY  COUNCIL 

Greater  New  York  Program 

50  Years  as  a Non-Profit  Organization  for  Nutrition  Research  and  Health  Education 
202  E.  44TH  STREET  • NEW  YORK.  N.Y.  10017 
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Medical  Schools 


Columbia  University  College  of  Physicians 
and  Surgeons 

New  appointment.  John  Karefa-Smart, 
M.D.,  the  first  foreign  minister  of  Sierra  Leone, 
has  been  named  associate  director  for  Inter- 
national Health  in  the  School  of  Public  Health 
and  Administrative  Medicine.  Dr.  Karefa- 
Smart’s  new  full-time  post  will  involve  direction 
of  the  University’s  International  health  ac- 
tivities and  he  will  serve  as  assistant  professor 
of  Public  Health  Practice.  Appointed  as 
faculty  advisory  committee  on  International 
Health  to  assist  Dr.  Karefa-Smart  are:  Herman 
E.  Hilleboe,  M.D.,  DeLamar  Professor  of  Public 
Health  Practice;  Harold  Brown,  M.D.,  pro-> 
fessor  of  parasitology,  and  Dr.  Henry  Sebrell, 
Robert  R.  Williams  Professor  of  Public  Health 
Nutrition. 

Cornell  University  Medical  College 

New  dean.  J.  Robert  Buchanan,  M.D.,  be- 
came an  associate  dean  of  the  College  on  March 
1 succeeding  Richard  H.  Saunders,  Jr.,  M.D., 
who  has  been  serving  since  1960.  Dr.  Saun- 
ders resigned  on  March  1 to  become  assistant 
director  of  the  National  Board  of  Medical 
Examiners  in  Philadelphia.  Dr.  Buchanan  is  a 
graduate  of  the  College  and  in  1963  was  ap- 
pointed an  assistant  professor  of  medicine  and 
in  1964  was  named  assistant  to  the  chairman  of 
the  Department  of  Medicine. 

Served  on  president’s  commission.  Irving 
S.  Wright,  M.D.,  and  Frank  L.  Horsfall,  Jr., 
M.D.,  were  among  those  who  served  on  the 
President’s  Commission  on  Heart  Disease, 
Cancer,  and  Stroke  in  1964.  Dr.  Wright  is 
clincal  professor  of  medicine  and  physician-in- 
charge  of  the  Vascular  Research  Laboratory, 
The  New  York  Hospital,  and  Dr.  Horsfall  is  pro- 
fessor of  medicine  and  president  and  director, 
Sloan- Kettering  Division  of  Cornell  University 
Graduate  School  of  Medical  Sciences. 

Philadelphia  lecture.  Robert  C.  Mellors, 
M.D.,  delivered  the  Thomas  D.  Mutter  Lecture 
to  the  College  of  Physicians  and  Surgeons  of 
Philadelphia  on  February  3.  He  spoke  on 
“Immunologic  Mechanisms  of  Glomerulone- 
phritis: Hypersensitivity  and  Autoimmunity.” 

Downstate  Medical  Center 

Promotions.  Lester  M.  Levy,  M.D.,  has  been 
promoted  from  clinical  assistant  professor  to 


clinical  associate  professor  and  has  transferred 
from  the  Department  of  Medicine  to  the  Depart- 
ment of  Radiology.  Dr.  Levy  is  in  charge  of  a 
division  of  nuclear  medicine  at  the  Long  Island 
Jewish  Hospital  and  in  his  new  faculty  post  will 
participate  in  the  teaching  and  training  program 
of  radioactive  isotopes.  Franklin  S.  Glickman, 
M.D.,  Division  of  Dermatology,  has  been  pro- 
moted from  clinical  instructor  to  clinical  assist- 
tant  professor. 

Appointments.  Dr.  Kaj  E.  H.  Holmstrand 
has  been  appointed  clinical  assistant  professor, 
Division  of  Plastic  Surgery.  In  the  Department 
of  Rehabilitation  Medicine,  Joseph  H.  Kinna- 
man,  M.D.,  has  been  appointed  lecturer. 
Charles  Philip  Wilson,  M.D.,  has  been  appointed 
clinical  assistant  professor,  Department  of 
Psychiatry.  In  the  Department  of  Environ- 
mental Medicine  and  Community  Health, 
Daniel  Rosenblatt,  M.D.,  has  been  appointed 
assistant  professor. 

Special  lecture.  Hans  Popper,  M.D.,  pa- 
thologist-in-chief, The  Mount  Sinai  Hospital, 
delivered  the  First  Annual  Student  American 
Medical  Association  Lecture  on  February  15. 
Dr.  Popper  spoke  on  “Chronic  Hepatitis.” 

University  of  Rochester  School  of  Medicine 
and  Dentistry 

Atomic  energy  project.  A new  five-year 
contract  which  runs  through  September  30, 
1969,  provides  $2,895,380,  for  support  of  the 
University’s  Atomic  Energy  Project,  has  been 
signed  by  the  Atomic  Energy  Commission. 
The  Project,  which  conducts  research  into  the 
biological  effects  of  radiation  is  operated  by  the 
Department  of  Radiation  Biology.  Research 
at  the  Rochester  project  has  resulted  in  the  es- 
tablishment of  worldwide  standards  for  radia- 
tion safety.  The  first  graduate  program  for  the 
training  of  radiological  health  specialists  for  in- 
dustry was  developed  by  the  University. 

Promotion.  The  following  promotions  be- 
came effective  March  1:  to  rank  of  full  pro- 
fessor were  Alexander  L.  Dounce,  Department 
of  Biochemistry;  Isaac  Feldman,  Department 
of  Radiation  Biology;  Samuel  Stabins,  M.D., 
to  the  rank  of  clinical  professor  of  surgery  and 
surgeon  at  Strong  Memorial  Hospital;  and  pro- 
moted to  associate  professor  were  George  Berg 
and  A.  Raymond  Terepka,  M.D.,  both  of  the 
Department  of  Radiation  Biology 
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N hen  you  put  patients  on  “special”  fat  diets.. 


you  can  assure  them  that  no 
com  oil  margarine  is  higher 
in  polyunsaturatesor  lower  in 
saturates  than  Mrs.  Filbert’s 
Corn  Oil  Margarine. 

Andoncethey'vetriedit.they 
can  tell  you  that  no  margarine 
can  match  Mrs.  Filbert's  flavor. 

Mrs.  Filbert's  Corn  Oil  Mar- 
garine is  a special  margarine* 
made  from  100% corn  oil,  over 
50%  of  which  retains  its  liquid 
characteristics. 

Ofthetotal  fatty  acid  content 
28%  is  cis-cis  linoleic  acid. 
Ratio  of  polyunsaturates  to 
saturates  is  about  1.7  to  1. 

For  additional  information, 
including  detailed  listings  of 
component  characteristics, 
please  write  to  us:  J.H.  Filbert, 
Inc.,  Baltimore  29,  Maryland. 


* AMA  Council  on  Foods  and  Nutrition:  The  Reg- 
ulation of  Dietary  Fat.  JAMA  181:41 1-423  (Aug- 
ust 4.  1962). 

AMA  Council  on  Foods  and  Nutrition:  Compo- 
sition of  Certain  Margarines,  JAMA  179:719 
(March  3.  1962). 
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Books  Reviewed 


Diabetes  Mellitus:  Diagnosis  and  Treat- 

ment. Edited  by  T.  S.  Danowski,  M.D. 
Octavo  of  209  pages,  illustrated.  New  York, 
American  Diabetes  Association,  Inc.,  1964. 
Cloth. 

This  volume  of  up-to-date  information  rela- 
tive to  the  field  of  diabetes  mellitus  is  part  of  the 
ADA’s  continuing  program  of  professional 
education. 

The  committees  that  have  prepared  the  book 
have  rendered  a great  service  to  the  general 
practitioner  and  specialist  by  assembling  this 
series  of  condensed  articles,  mostly  4 pages 
each,  which  represent  current  thinking  of  in- 
dividual authors  on  a wide  range  of  varied 
topics  on  which  they  have  contributed  authori- 
tative material. 

The  usually  complicated  intermediary  me- 
tabolism is  clearly  and  concisely  explained. 
From  this  one  reads  that  “in  the  absence  of 
sufficient  amounts  of  effective  insulin  the  glucose 
transfer  system  operates  at  a low  level,  thus 
diminishing  the  amount  of  glucose  available 
to  the  cell  for  all  purposes” — “the  total  utiliza- 
tion rate  is  diminished” — “tissues  which  show 
the  greatest  difficulty  in  sugar  uptake  are:  The 
muscles  skeletal  and  cardiac  and  the  adipose 
tissues” — “the  brain  and  many  epithelial  tis- 
sues have  normal  rates  of  sugar  uptake.” — 

As  an  aid  in  diagnosis:  “For  screening  pur- 
poses, the  more  recently  developed  glucose 
oxidase  methods  are  superior.  They  are  highly 
sensitive,  specific  for  glucose,  and  extremely 
simple.  The  methods  depending  upon  copper 
reduction  are  not  specific  for  glucose  and  are 
not  as  sensitive.” 

Good  Control:  Glycosuria  in  twenty-four 

hours  should  not  exceed  5 per  cent  of  the  total 
carbohydrate  intake;  the  urine  should  be  sugar 
and  ketone  body  free;  the  majority  of  blood 
glucose  levels  should  be  no  more  than  130  mg./ 
100  ml.,  before  meals;  the  serum  cholesterol 
should  be  below  250  mg. /ml. 

“The  ultimate  goal  of  treatment  is  not  only 
to  prolong  life  and  alleviate  suffering,  but  also 
to  permit  maximum  enjoyment  of  life  with  a 
minimum  of  restriction  because  of  disease.” 

The  successful  treatment  of  diabetes  mellitus 
depends  upon  patient  education.  This  may  be 
the  means  of  saving  his  life.  Without  educa- 
tion, control  is  impossible  and  the  patient  can 
not  hope  to  postpone  or  minimize  complications 
or  to  live  long  enough  to  take  advantage  of  the 
newer  methods  of  treatment  that  surely  are 
coming. 

In  no  other  chronic  disease  is  it  so  imperative 


for  the  patient  to  understand  the  principles 
of  treatment  and  to  apply  that  knowledge  day 
by  day.— Samuel  G.  Slo-Bodkin,  M.D. 

Diagnosis  and  Treatment  of  Blood  Diseases. 

By  M.  C.  G.  Israels,  M.D.  Octavo  of  204 
pages,  11  plates.  Springfield,  111.,  Charles  C 
Thomas,  1963.  Cloth,  $7.25. 

This  compact  almost  pocket-sized  book  of 
200  pages  has  been  written  for  the  practicing 
physician  and  the  resident  in  hematology.  The 
subject  matter  concentrates  on  showing  the 
reader  how  to  make  a diagnosis  and  treat 
diseases  of  the  blood.  The  latest  research 
technics  and  hematologic  studies  have  been 
intentionally  omitted. 

Dr.  Israels’  book  is  well  written,  practical, 
and  easy  to  read.  However,  I wonder  whether 
it  will  find  the  audience  for  whom  it  has  been 
written.  The  general  practitioner  can  find  this 
same  material  in  any  number  of  textbooks  of 
medicine  such  as  Cecil’s  or  Harrison’s.  The 
postgraduate  student  in  hematology  is  likely 
to  want  a completely  detailed  textbook.  I 
believe  the  undergraduate  student  would  find 
this  book  useful. — Felix  Taubman,  M.D. 


Stereoscopic  Manual  of  the  Ocular  Fundus 
in  Local  and  Systemic  Disease.  By  Fred- 
erick C.  Blodi,  M.D.,  and  Lee  Allen.  Quarto 
of  132  pages,  illustrated.  St.  Louis,  The  C.  V. 
Mosby  Company,  1964.  Cloth,  $32.50. 

This  book  is  a blending  of  medical  art  and 
photography  with  the  use  of  a stereoscope. 
Stereoscopic  pictures  in  color  have  value  as  a 
diagnostic  tool  and  the  successive  stereophoto- 
graphs are  useful  in  observing  the  appearance  and 
disappearance  of  opacities  in  the  retina.  They 
have  tremendous  potential  for  teaching  and 
may  give  the  general  practitioner  his  first  op- 
portunity to  understand  some  details  of  the 
normal  and  abnormal  fundus. 

A correct  diagnosis  of  lesions  of  the  fundus 
through  comparison  with  these  stereophoto- 
graphs is  possible.  The  text  includes  some 
excellent  microphotographs  of  fundi  pathology 
in  local  and  systemic  diseases.  An  unusual 
feature  is  a collection  of  stereophotographic 
slides  and  a stereoviewer  which  are  attached  to 
the  covers  of  the  book  so  that  stereoscopic  view- 
ing may  be  correlated  to  the  text. 

This  book  is  useful  both  for  the  general  practi- 
tioner and  the  specialist. — Norris  C.  Elvin, 
M.D. 
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IT 

TAKES 

A 

HEAP 

O’ 

LEARNIN 


Years  of  academic  instruction 
prepare  the  medical  student 
to  care  for  the  ill. 

It  seems  pretty  obvious  that 
the  skills  learned  during  a 
■ long  period  of  intensive  train- 
i ing  should  not  be  wasted  on 
paperwork,  billing  patients, 


and  following  up  delinquent 
accounts.  It  seems  equally 
obvious  that  GHI’s  direct  pay- 
ment to  participating  doctors 
is  one  more  good  reason  to 
participate. 

Write  or  phone  today  for  your 
GHI  “InvitationtoParticipate.” 


Group  Health  Insurance,  inc 

221  Park  Avenue  South  / New  York,  N.Y.  10003  / SPring  7-6000 
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Star-spangled  savings  plan 

(How  it  can  help  you  to  a welt-provided  future) 


Most  of  us  think  about  the  future 
in  terms  of  our  families — paying  off 
the  mortgage,  educating  the  chil- 
dren, providing  a retirement  in- 
come. 

But  with  the  world  the  way  it  is 
today,  it’s  almost  impossible  to 
make  plans  for  your  own  future 
without  considering  the  future  of 
your  country,  too. 

When  you  buy  U.  S.  Savings 
Bonds,  your  money  takes  on  both 
jobs.  It  begins  to  grow,  surely  and 


steadily,  to  help  you  reach  your 
savings  goals  and  build  your  finan- 
cial strength. 

At  the  same  time,  Uncle  Sam  uses 
these  dollars  to  help  reach  our  na- 
tional goals  of  peace  and  security. 

Why  not  give  your  savings  dollars 
this  double  assignment?  You’ll  be 
joining  millions  of  American  fam- 
ilies who  are  investing  in  their 
country’s  future — and  you’ll  prob- 
ably find  that  you  feel  pretty  good 
about  the  whole  thing. 


Buy  U.S.  Savings  Bonds 


STAR-SPANGLED  SAVINGS  PLAN 
FOR  ALL  AMERICANS 


The  U.  S.  Government  does  not  pay  for  this  advertisement.  It  is  presented  as  a public 
service  in  cooperation  with  the  Treasury  Department  and  The  Advertising  Council. 
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DC DA'An  VI  ill®  in  moderate  to 
f t A w vl/MIV  moderately  severe  pain 


Each  scored  yellow  PERCODAN*  Tablet  contains  4.50  mg. 
oxycodone  hydrochloride  (Warning:  May  be  habit-form- 
ing), 0.38  mg.  oxycodone  terephthalate  (Warning:  May 
be  habit-forming),  0.38  mg.  homatropine  terephthalate, 
224  mg.  aspirin,  160  mg.  phenacetin,  and  32  mg.  caffeine. 

Throughout  the  wide  middle  range  of  pain  PERCODAN 
assures  speed,  duration,  and  depth  of  analgesia  by  the 
oral  route  plus  the  reliability  that  counts  so  much. 
PERCODAN  acts  within  5 to  15  minutes. ..usually  provides 
uninterrupted  relief  for  6 hours  or  longer  with  just  2 
tablet. ..rarely  causes  constipation. 

Average  Adult  Dose— 1 tablet  every  6 hours.  Precautions, 
Side  Effects  and  Contraindications— The  habit-forming 
potentialities  of  PERCODAN  are  somewhat  less  than  those 


of  morphine  and  somewhat  greater  than  those  of  codeine. 
The  usual  precautions  should  be  observed  as  with  other 
opiate  analgesics.  Although  generally  well  tolerated, 
PERCODAN  may  cause  nausea,  emesis,  or  constipation  in 
some  patients.  PERCODAN  should  be  used  with  caution 
in  patients  with  known  idiosyncrasies  to  aspirin  or 
phenacetin,  and  in  those  with  blood  dyscrasias.  Also 
Available:  PERCODAN®-DEMl,  each  scored  pink  tablet 
containing  2.25  mg.  oxycodone  hydrochloride  (Warning: 
May  be  habit-forming),  0.19  mg.  oxycodone  terephthalate 
(Warning:  May  be  habit-forming),  0.19  mg.  homatropine 
terephthalate,  224  mg.  aspirin,  160  mg.  phenacetin,  and 
32  mg.  caffeine.  *U.  S.  Pats.  2,628.185  and  2.907,768 
Literature  on  request. 

ENDO  LABORATORIES  INC., Garden  City,  New  York 


Test-tube  activity  of  a drug  is  only  one  indication  of  its  effectiveness.  More  im- 
portant is  the  amount  of  antibacterial  activity  at  the  site  of  infection. 

Ilosone®  produces  peak  levels  of  antibacterial  activity  two  to  four  times  those  of 
other  erythromycin  preparations.  Furthermore,  it  attains  them  earlier  and  main- 
tains them  longer. 


Contraindications:  Ilosone  is  contraindicated 
in  patients  with  a known  history  of  sensitivity  to 
this  drug  and  in  those  with  preexisting  liver  dis- 
ease or  dysfunction. 

Side-Effects:  Even  though  Ilosone  is  the  most 
active  oral  form  of  erythromycin,  the  incidence  of 
side-effects  is  low.  Infrequent  cases  of  drug  idio- 
syncrasy, manifested  by  a form  of  intrahepatic 
cholestatic  jaundice,  have  been  reported.  There 
have  been  no  known  fatal  or  definite  residual  effects. 
Gastro-intestinal  disturbances  not  associated  with 
hepatic  effects  are  observed  in  a small  proportion 
of  patients  as  a result  of  a local  stimulating  action 
of  Ilosone  on  the  alimentary  tract.  Although  aller- 
gic manifestations  are  uncommon  with  the  use  of 
erythromycin,  there  have  been  occasional  reports 
of  urticaria,  skin  eruptions,  and,  on  rare  occasions, 


anaphylaxis.  Dosage:  Children  under  25  pounds — 
5 mg.  per  pound  of  body  weight  every  six  hours. 
Children  25  to  50  pounds— 125  mg.  every  six  hours. 
Adults  and,  children  over  50  pounds—  250  mg.  every 
six  hours.  For  severe  infections,  these  dosages  may 
be  doubled. 

Available  in  Pulvules®,  suspension,  drops,  and 
chewable  tablets.  Ilosone  Chewable  tablets  should 
be  chewed  or  crushed  and  swallowed  with  water. 

Ilosone® 

Erythromycin  Estolate 

Additional  information  available 
to  physicians  upon  request. 

Eli  Lilly  and  Company , Indianapolis  6 , Indiana. 

500295 
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Editorials 


Gratitude  unlimited 


On  the  opening  day  of  the  House  of 
Delegates  meeting  of  the  Medical  Society 
of  the  State  of  New  York  at  the  Americana 
Hotel  in  New  York  City  on  February  15, 
four  significant  awards  were  made  on  behalf 
of  the  Journal. 

The  fourth 
annual  Laur- 
ance  D.  Red- 
way medal  and 
award  for  out- 
standing medi- 
cal writing  pub- 
lished in  the 
Journal  dur- 
ing 1964  was 
made  to  Harry 
Grabstald, 
M.D.,  associate 
attending  urologist,  Memorial  Hospital,  New 
York  City,  for  his  three-part  review  of  “Re- 
nal-Cell Cancer,”  which  was  published  in 
the  issues  of  October  15,  November  1,  and 
November  15, 1964. 

This  comprehensive  critical  review  in 
depth  of  much  that  is  known  to  date  of 
neoplastic  disease  of  the  kidneys  was  three 
years  in  preparation.  This  work  con- 
tributes a solid  platform  from  which  others 
in  clinical  and  investigative  fields  may  take 
off. 

Thus,  through  Dr.  Grabstald’s  efforts 
the  Journal  was  privileged  to  provide 
organization  and  enlightenment  on  a sub- 
ject of  overriding  importance  to  the  medical 
profession.  The  presentation,  writing,  and 
illustrative  material  were  of  such  a high 
order  that  only  a bare  minimum  of  editing, 
and  that  purely  routine,  was  required  on 
the  part  of  the  Journal. 

The  Journal  and  the  Medical  Society 
for  which  it  stands  was  highly  honored  in 
making  this  presentation. 


In  addition, 
awards  were 
made  this  year 
to  three  Jour- 
nal stalwarts  in 
the  form  of 
scrolls  of  ap- 
preciation for 
disti  nguished 
service  to  the 
Journal.  This 
long  overdue 
mark  of  respect 
and  gratitude 
for  devoted  serv- 
ice to  the 
Journal  on  the  part  of  members  of  our 
associate  editorial  board  and  section  editors 
is  something  we  propose  to  continue  to  do 
each  year.  This  year  scrolls  were  awarded 
to  each  of  the  following: 

Robert  Turell,  M.D.,  for  his  dedicated 
work  over  the  past  nine  years  in  editing  the 
section,  “Recent  Advances  in  Medicine 
and  Surgery.”  These  critical  reviews  of 
timely  and  important  subjects  are  an  out- 
standing feature  of  the  Journal  and  make 
it  a valuable  reference  work  for  libraries, 
practitioners,  teachers,  students,  and  re- 
searchers. In  making  this  presentation  the 
Journal  and  all  who  administer  it  ex- 
pressed their  heartfelt  gratitude  to  Dr. 
Turell  for  the  high  qualities  he  has  brought 
to  the  service  of  the  Journal. 

Harold  Jacobziner,  M.D.,  for  provid- 
ing the  noteworthy  reports  from  the  Poison 
Control  Center  of  The  City  of  New  York 
Department  of  Health,  which  the  Journal 
has  featured  for  the  past  seven  years. 
These  concise  reports  on  actual  cases  of 
poisoning  have  been  invaluable  to  our 
readers.  They  pinpoint  environmental 


Distinguished  Service  Jmrd 


lor  distinguished  service  to  the 
New  York  State  Journal  of  Medicine 
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dangers,  symptomatology,  and  treatment 
in  a way  useful  to  all.  Dr.  Jacobziner’s 
reports  have  put  the  Journal  in  the  fore- 
front of  poison  control  efforts  in  the  State 
and  nation,  and  this  presentation  was  in 
expression  of  our  gratitude. 

William  R.  Carson,  M.D.,  for  the  wise 
and  witty  column  “Billsbord,”  which  he 
has  written  exclusively  for  the  Journal 
over  the  past  three  years.  A scientific 
journal,  dealing  as  it  does  with  serious 
subjects,  needs  leavening.  This  Dr. 
Carson  has  provided  for  our  Journal. 
His  commentaries  range  widely  over  history 
and  mores  but  always  make  a point  relevant 


Medical  overcommunication 

Reports  to  the  public  by  the  various 
news  media  on  President  Johnson’s  recent 
upper  respiratory  infection  were  elaborate 
and  extensive;  to  say  the  least.  We 
question  the  good  taste  of  explaining  to  a 
knowledgeable  public  the  minutiae  of  a 
transitory  illness.  Placing  the  medical 
advisers  of  a public  figure  on  the  stand  to 
expound  not  only  the  why  but  also  the  how 
of  medical  decisions  carries  reporting  be- 
yond the  ultimate.  Such  reporting  tends 
to  make  a sensation  out  of  a sober  situation. 
We  like  to  think  that  the  public  is  mature 
enough  to  have  the  plain  facts  and  has  no 


to  ourselves  as  physicians  and  individuals. 
Compassionate  humor  and  penetrating 
analysis  are  the  hallmarks  of  Bill  Carson’s 
writing.  In  presenting  this  award  the 
Journal  expressed  its  gratitude  to  the 
delegate  from  St.  Lawrence  County  who 
has  added  luster  and  spice  to  the  pages  of 
the  Journal. 

The  Journal  is  happy  that  such  public 
recognition  of  distinguished  service  is  now 
established.  We  expect  the  honors  list  to 
grow  judiciously  as  the  years  progress  and 
perhaps  approximate  a Who’s  Who ? of 
medical  journalism  in  our  State. 


desire  to  pry  into  matters  remotely  con- 
nected. 

There  is  a great  temptation  to  use  the 
wonders  of  modern  communication  for 
gibblegabble.  It  is  time  to  temper  infor- 
mality, which  seems  to  be  a mark  of  our 
times.  Some  adaptation  of  the  factual 
bulletin  to  the  uses  of  the  present  com- 
munication media  needs  to  be  developed — 
one  that  adheres  to  the  principles  of  dignity 
and  decorum. 

We  believe  the  public  is  more  sensitive  to 
matters  of  good  taste  than  the  purveyors 
think. 


April  1,  1965  / New  York  State  Journal  of  Medicine  861 


Books  Reviewed 


The  Adolescent  in  Psychotherapy.  By 

Donald  J.  Holmes,  M.D.  Octavo  of  337  pages. 
Boston,  Little,  Brown  and  Company,  1964. 
Cloth,  $9.50. 

The  author  is  well  qualified  to  write  with 
authority  on  various  aspects  of  psychotherapy 
dealing  with  problems  of  adjustment  and  mal- 
adaptation  of  the  adolescent.  He  is  an  as- 
sociate professor  of  psychiatry  at  the  University 
of  Michigan  Medical  School  and  assistant  chief 
of  the  Adolescent  Service  and  assistant  director 
of  the  Neuropsychiatric  Institute  of  the  Univer- 
sity of  Michigan’s  Medical  Center.  A pithy 
foreword  was  formulated  by  Dr.  Raymond  W. 
Waggoner,  Chairman,  Department  of  Psy- 
chiatry, Director  of  the  Neuropsychiatric 
Institute,  University  of  Michigan  Medical  School. 
The  reviewer  shares  Dr.  Waggoner’s  reaction 
to  this  timely  volume  when  he  states  that  it  is  a 
refreshing,  concise  formulation  of  psychothera- 
peutic principals,  free  of  technical  jargon  and 
platitudes,  thus  enhancing  its  importance  to  the 
paramedical  disciplines  and  the  generalist  in 
medicine. 

The  contents  are  divided  into  three  parts: 
(1)  Assets  and  liabilities  of  the  adolescent, 
aims  and  limitations  of  psychotherapy,  facts 
and  factors  entering  into  treatment.  (2) 
Individual  psychotherapy  taking  cognizance 
of  the  deeper  aspects  of  interpretation  and 
therapeutic  values.  (3)  Residential  treatment 
for  disturbed  adolescents.  Reference  is  made 
to  the  therapeutic  value  of  “non- therapy 
activities,”  highlighting  the  role  of  the  school, 
leisure,  and  other  group  activities. 

The  broad  understanding  and  experience  of 
the  author  is  indicated  by  the  following  quote: 
“Psychosis  is  not  a contra-indication  to  school 
attendance.  Many  very  sick  youngsters  can 
make  remarkable  gains  in  their  fight  against 
illness  by  participating  in  the  school  program, 
even  when  they  have  not  been  able  to  participate 
successfully  in  the  simplest  of  the  recreational 
ward  activities.”  Every  effort  is  made  to  en- 
courage the  patient  to  a growing  sense  of  re- 
sponsibility  for  his  own  behavior  with  the  ex- 
pectancy of  “the  better”  from  himself  without 
harping  on  his  liabilities.  He  must  stop  trying 
to  convince  himself  that  his  parents  or  the 
school  has  caused  his  troubles  and  seek  instead 


the  utilization  of  his  own  constructive  poten- 
tialities for  melioristic  integration. 

The  volume  is  rounded  out  with  helpful 
references  (somewhat  top  heavy  on  the  psy- 
choanalytic approach)  and  a well-organized 
index. — Frederick  L.  Patry,  M.D. 

Ego  Psychology,  Group  Dynamics,  and  the 
Therapeutic  Community.  By  Marshall 

Edelson,  M.D.  Octavo  of  242  pages,  illus- 
trated. New  York,  Grune  & Stratton,  1964. 
Cloth,  $8.50. 

The  author,  staff  member,  Community  Pro- 
gram Advisor,  Austin  Riggs  Center,  Inc., 
Stockbridge,  Massachusetts,  has  formulated 
this  highly  informative  volume  growing  out  of  a 
cooperative  experience  while  assistant  pro- 
fessor of  psychiatry,  University  of  Oklahoma. 
It  exemplifies  how  ego  psychology  and  group 
dynamics  offer  a theoretical  foundation  for  the 
role  of  the  therapeutic  community. 

Following  introductory  remarks  concerning 
conceptions  of  the  ego,  the  volume  is  divided 
into  six  “books”  followed  by  a postscript: 
“Teaching  Psychotherapy  in  the  Therapeutic 
Community,”  and  an  appendix  itemizing  a com- 
munity program,  hall  rules,  and  information  for 
residents  and  staff. 

The  concept  of  the  “therapeutic  community” 
exemplifies  how  the  inpatient  care  of  the 
mentally  ill  takes  place  in  a setting  that  is  con- 
tinuous with  the  society  from  which  the  pa- 
tient comes,  operating  mainly  democratically, 
antiregressively  with  optimal  decentralization 
emphasizing  short-term  care  and  return  to  the 
community  rapidly  with  ability  to  adapt  and 
serve  various  constructive  ways. 

This  book  is  written  for  the  psychiatrist  and 
the  helping  persons  essential  in  the  effective 
operation  with  the  growing  utilization  of  the 
therapeutic  community.  It  is  well  documented 
with  case  examples  indicating  how  psychiatric 
residents  and  others  may  come  to  better  under- 
stand and  communicate  in  furthering  the  total 
therapeutic  needs  of  the  community  and  their 
inter-reactive  and  interdependent  respective 
responsibilities  in  learning  to  capitalize  op- 
portunities for  change  for  the  best  interests  of 
all  concerned. — Frederick  L.  Patry,  M.D. 
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“ VII  Registered  Nurses  are  Alike” 


It  stands  to  reason.  They  all  go  through 
the  same  training;  they  all  have  to  pass 
the  same  tests;  they  all  have  to  measure 
up  to  the  same  standards.  Therefore,  all 
registered  nurses  are  alike. 

That’s  nonsense,  of  course.  But  it’s  no 
more  nonsensical  than  what  some  people 
say  about  aspirin.  Namely:  since  all  aspi- 
rin is  at  least  supposed  to  come  up  to  cer- 
tain required  standards,  then  all  aspirin 
tablets  must  be  alike. 

Bayer’s  standards  are  far  more  demand- 
ing. In  fact,  there  are  at  least  nine  specific 
differences  involving  purity,  potency  and 
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speed  of  tablet  disintegration.  These 
Bayer®  standards  result  in  significant 
product  benefits  including  gentleness  to 
the  stomach,  and  product  stability  that  en- 
ables Bayer  tablets  to  stay  strong  and 
gentle  until  they  are  taken. 

So  next  time  you  hear  someone  say  that 
all  aspirin  tablets  are  alike,  you  can  say, 
with  confidence,  that  it  just  isn’t  so. 

You  might  also  say  that  all  registered 
nurses  aren’t  alike,  either. 


Scientific  Articles 


Psychiatric  Observations 
on  Surgical  Patients 
in  Recovery  Room 

Pilot  Study 

CHARLES  WINKELSTEIN,  M.D. 

New  York  City 
RICHARD  S.  BLACHER,  M.D. 

New  York  City 
BERNARD  C.  MEYER,  M.D. 

New  York  City 

Assisting  Attending  Psychiatrists  (Dr.  Winkelstein 
and  Dr.  Blacher)  and  Attending  Psychiatrist  (Dr. 

Meyer),  The  Mount  Sinai  Hospital 

|t  is  generally  accepted  that  for  most 
individuals  surgery  constitutes  a highly 
charged  emotional  experience.  Indeed,  as 
long  ago  as  1914  Crile1  suggested  that  the 
psychic  stress  of  operation  might  influence 
even  the  surgical  mortality  rates  to  a signifi- 
cant degree.  It  has  been  shown,  moreover, 
that  the  prospect  of  surgery  is  regularly  ac- 
companied by  overt  or  covert  signs  of  anxiety 
irrespective  of  the  magnitude  of  the  pro- 
cedure, the  nature  of  the  surgical  condition, 
or  the  emotional  makeup  of  the  patient.1-3 
Viewed  in  purely  realistic  terms,  surgery  may 
be  feared  not  only  because  it  involves  an  in- 
cision of  the  body  and  the  cutting  and  manip- 
ulation of  organs,  but  also  because  not  in- 
frequently it  constitutes  a diagnostic  meas- 
ure whose  fateful  outcome  may  spell  the 
difference  between  happiness  and  suffering, 
between  health  and  disease,  and  between 
living  and  dying.  In  addition  to  the 
psychic  upheavals  occasioned  by  the  antici- 
pation of  the  operation  itself,  there  are 
stresses  generated  by  the  prospect  of  the 
enforced  unconsciousness  produced  by  gen- 
eral anesthesia  and  of  the  local  loss  of  mo- 
tion and  sensation  caused  by  regional  anes- 


Thirty adult  patients  were  interviewed  in 
the  recovery  room  shortly  after  surgery  and 
again  eighteen  to  twenty -four  hours  later  to 
determine  their  emotional  responses.  General 
anesthesia  subjects  were  generally  lucid  but 
exhibited  lack  of  concern  about  the  operation 
and  absence  of  intense  affective  responses,  at- 
tributed primarily  to  psychogenic  rather  than 
pharmacologic  factors.  After  twenty-four 
hours  the  patients  expressed  the  concerns  and 
emotions  lacking  in  the  immediate  postopera- 
tive period.  Spinal  anesthesia  subjects  ex- 
hibited immediate  and  overt  emotional  re- 
sponses; marked  anxiety  and  irritability  sug- 
gested elements  of  a traumatic  neurotic  re- 
action. A salutary  influence  is  created  by 
recovery  room  visits  by  the  surgeon,  the 
anesthesiologist,  or  the  personal  physician, 
especially  when  a trusting  relationship  with 
the  patient  has  been  established  preoperatively . 


thesia.  It  is  hardly  necessary  to  emphasize 
that  the  psychologic  impact  of  these  several 
realistic  factors  is  often  greatly  enhanced 
and  compounded  by  the  symbolic  and  un- 
conscious meanings  that  they  may  hold  for 
the  patient  who  is  subjected  to  surgical 
intervention.  Seen  in  this  light,  the  sur- 
gical experience  may  often  possess  all  the 
ingredients  of  a psychic  trauma. 

It  should  follow,  therefore,  that  im- 
mediately the  ordeal  is  concluded,  regardless 
of  its  nature  or  its  portent,  the  subject 
would  experience  at  some  level  of  awareness 
a complex  of  emotional  reactions  not  unlike 
those  unleashed  at  the  termination  of  any 
momentous  trial.  Yet,  although  a number 
of  the  psychologic  aspects  of  surgery  and 
anesthesia  have  been  investigated  with  in- 
creasing interest  and  attention,2-15  the  ex- 
amination of  the  patient  in  the  immediate 
postoperative  state  has  been  curiously 
neglected.  To  some  extent  this  might  be 
explained  by  the  impression  that  in  the  re- 
covery room  the  patient  is  too  dull  and  con- 
fused to  render  such  a study  either  re- 
warding or  revealing.  However,  as  we  hope 
to  show,  such  an  impression  is  erroneous, 
for  these  patients  are  surprisingly  communi- 
cative; nor  would  the  argument  account  for 
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the  comparable  paucity  of  observations  on 
spinal  anesthesia  subjects  who  as  conscious 
surgical  subjects  are  burdened,  as  Crile1  em- 
phasized, by  a “heavy  psychic  strain.” 

In  undertaking  the  present  pilot  study  on 
recovery  room  patients,  we  proceeded  with- 
out any  precise  delineation  either  of  the  lim- 
its or  the  scope  of  our  inquiry,  contenting 
ourselves  rather  with  the  accumulation  of 
random  observations.  From  these  data, 
however,  we  have  been  able  to  assemble  a 
number  of  tentative  impressions  and  to 
formulate  plans  for  further  studies. 

Thirty  adult  private  and  ward  patients, 
admitted  to  The  Mount  Sinai  Hospital  be- 
tween December,  1961,  and  June,  1962, 
were  studied  by  us  in  the  recovery  room. 
Most  of  the  patients  were  first  seen  within 
an  hour  of  operation.  Initially,  we  se- 
lected at  random  patients  who  had  not  been 
seen  by  us  before.  Situational  factors  often 
interfered  with  our  later  plan  of  interviewing 
subjects  both  before  and  immediately  after 
operation,  and  consequently  we  were  unable 
to  see  more  than  a few  patients  under  those 
conditions.  After  the  initial  interview  in 
the  recovery  room,  most  of  the  patients 
were  seen  a second  time  eighteen  to  twenty- 
four  hours  after  surgery,  and  in  a few  in- 
stances a third  interview  was  held  five  to 
eight  days  later. 

The  subjects  were  seen  initially  by  one 
psychiatrist  or  by  two  of  us  together.  They 
were  usually  informed  of  the  purpose  of  our 
visit  at  the  beginning  or  the  end  of  the 
first  interview;  only  rarely  during  a sub- 
sequent visit  was  such  an  explanation 
necessary.  Some  of  the  follow-up  inter- 
views were  conducted  by  the  original  ob- 
server; in  other  instances  the  subject  was 
seen  by  another  member  of  the  investigating 
team. 

Observations 

Observations  in  the  recovery  room  were 
made  on  30  patients  who  had  undergone 
a wide  variety  of  surgical  procedures,  elec- 
tive and  nonelective  in  nature.  Twenty 
patients  had  general  anesthesia  consisting 
of  thiopental  (Pentothal)  sodium  followed 
by  one  or  more  of  the  following:  halo  thane 
(Fluothane),  cyclopropane,  nitrous  oxide, 
ether,  tubocurarine,  and  succinylcholine 
(Anectine).  Ten  patients  had  spinal  anes- 
thesia. All  had  preanesthetic  medication 


consisting  of  meperidine  (Demerol)  and 
atropine,  meperidine  and  scopolamine,  or 
secobarbital  (Seconal)  and  scopolamine. 

General  anesthesia  patients.  Seven- 
teen of  the  20  general  anesthesia  patients  were 
observed  by  us  in  the  recovery  room  for  the 
first  time.  In  only  3 instances  were  these 
subjects  seen  prior  to  surgery.  Almost  all 
of  them  were  observed  recovering  rapidly 
from  anesthesia,  and  indeed  it  was  often 
possible  to  conduct  interviews  within  a very 
short  time,  occasionally  minutes,  after  sur- 
gery. The  outstanding  finding  among  most 
of  these  patients  was  a lack  of  concern  about 
the  operation  as  well  as  a general  absence  of 
intensive  affective  responses.  This  obser- 
vation applied  to  patients  newly  arrived  in 
the  recovery  room  when  they  were  drowsy, 
poorly  oriented  for  time  and  place,  and  evi- 
dently still  under  the  heavy  influence  of 
pharmacologic  agents,  as  well  as  to  the  same 
individuals  when  somewhat  later  they  pre- 
sented a comparatively  clear  sensor ium. 
Persistent  questioning  by  the  investigator 
generally  failed  to  evoke  a significant  alter- 
ation of  this  picture.  Typically  the  pa- 
tients did  not  ask  questions  about  the  suc- 
cess or  failure  of  the  surgery  or  about  the 
operative  findings,  nor  did  the  interviewer 
spontaneously  offer  such  information. 

Twenty-four  hours  later,  however,  the 
picture,  with  few  exceptions,  had  changed 
strikingly.  Anxiety  was  now  prominent 
and  the  patient  gave  vent  to  those  concerns 
and  feelings  that  had  been  so  conspicuously 
lacking  in  the  immediate  postoperative 
period.  These  observations  are  illustrated 
in  the  following  brief  examples: 

Case  1.  A forty-four-year-old  man  with  a 
mass  in  the  neck  underwent  a radical  neck 
resection  for  thyroid  cancer  with  lymph  node 
metastases.  When  interviewed  in  the  recovery 
room  one  half  horn'  after  surgery  he  was  alert, 
oriented,  calm,  and  cordial.  He  denied  any 
concern  about  the  surgical  procedure  or  findings 
and  asked  no  questions.  Twenty-four  hours 
later,  however,  he  voiced  freely  his  fears  of 
cancer. 

Case  2.  Two  hours  after  the  pinning  of  a 
pathologic  fracture  of  the  left  femur,  a fifty- 
four-year-old  woman  was  seen  in  the  recovery 
room  where  she  appeared  fully  alert,  oriented, 
calm,  and  relaxed.  She  reported,  without  any 
show  of  anxiety,  that  three  years  before  she 
had  been  subjected  to  a simple  mastectomy  and 
radiotherapy  for  cancer  and  that  two  years 
later  she  had  received  radiotherapy  for  a spinal 
condition:  “osteoporosis.”  She  maintained 

that  the  hip  fracture  was  also  the  result  of 


866  New  York  State  Journal  of  Medicine  / April  1,  1965 


ir 


* 

[p 

se 

ji 

m 

y 

r- 

st 

it 

of 

!• 


y. 

ri- 

of 


He 

0- 

L. 

or 

1- 


ic- 

he 

ler 

he 

ed 

mt 

ns 

sly 

ive 

:ed 


is 

eck 

jde 

ery 

trt, 

any 

DgS 

mis 

ofi 

if  a 
fty- 
ery 
ted. 
any 
she 
and 
ears 
inal 
ijed 
tof 


osteoporosis,  and  she  asked  no  questions. 
Twenty-four  hours  later,  however,  she  was 
; agitated  and  under  marked  pressure  of  speech. 
She  recalled  a terrifying  dream  which  she  had 
I had  while  lying  on  the  operating  table  in  a 
“dazed  state,”  waiting  for  the  anesthetic  to 
take  effect.  In  the  dream,  she  pictured  her 
i!  unmarried  daughter’s  apartment  with  two  holes 
in  the  floor  and  three  mice  in  each  hole.  The 
mice  had  made  the  holes.  In  the  light  of  the 
thinly  disguised  allusion  to  physical  defect 
caused  by  a devouring  agent  it  is  hardly  sur- 
prising that  during  the  same  interview  the 
patient  revealed  that  she  had  been  fearful 
that  the  breast  cancer  had  spread  to  her  back 
I although  she  had  been  reassured,  she  said,  by 
her  physician’s  diagnosis  of  osteoporosis. 

A somewhat  different  but  no  less  striking 
i contrast  between  the  recovery  room  and 
later  psychologic  pictures  is  illustrated  in 
the  following  cases: 

Case  3.  A sixty-five-year-old  man  subjected 
| to  gastrectomy  for  peptic  ulcer  denied  any 
important  emotional  distress  while  he  was  in 
| the  recovery  room,  although  he  made  a casual 
i and  slighting  reference  to  a troublesome  “family 
problem.”  On  the  following  day,  however, 
he  revealed  that  prior  to  the  operation  he  had 
; been  seized  by  so  marked  a fear  of  dying  during 
the  procedure  that  he  had  confessed  an  array 
of  guilty  secrets  to  his  family,  on  the  threshold, 
as  it  were,  of  his  demise. 

Case  4.  A thirty-eight-year-old  woman,  the 
mother  of  four  children,  acknowledged  a fear 
of  cancer  in  the  recovery  room  following  hys- 
terectomy for  a benign  lesion,  but  she  appeared 
cheerful  and  relieved  when  the  operation  was 
over.  Two  days  later,  however,  she  exhibited 
undisguised  suspiciousness  and  expressed  the 
! thought  that  the  real  purpose  of  the  interview 
i was  to  prepare  her  for  bad  news. 

From  these  examples  of  a blunting  of  af- 
fective responses  in  the  recovery  room  it 
would  appear  that  in  the  immediate  post- 
operative state  the  general  anesthesia  pa- 
tient tends  to  shield  himself  not  only  from 
realistic  dangers  directly  associated  with  the 
procedure,  such  as  a diagnosis  of  cancer, 
but  also  from  intrapsychic  threats  to  his 
emotional  stability.  In  the  following  case 
this  threat,  curiously  enough,  lay  in  the 
possibility  that  a laparotomy  might  reveal 
no  pathologic  condition. 

Case  5.  A twenty-year-old  woman,  with  a 
several-month  history  of  recurrent  bouts  of 
urinary  retention  associated  with  the  onset  of 
menstruation,  was  operated  on  for  acute  ap- 
pendicitis. Although  somewhat  guarded,  she 
showed  little  anxiety  in  the  recovery  room. 
On  the  following  day,  however,  after  learning 
that  the  appendix  was  indeed  diseased,  she 
seemed  greatly  relieved  and  became  more 


communicative,  acknowledging  that  prior  to 
the  operation  she  had  been  fearful  that  surgery 
would  reveal  a normal  appendix.  Presumably 
such  an  absence  of  organic  disease  whould  have 
led  her  to  a painful  recognition  and  perhaps 
disclosure  of  some  vexing  psychologic  problem. 

In  a few  instances  no  marked  discrepancy 
was  noted  between  the  recovery  room  and 
subsequent  interviews.  In  general  such 
patients  had  been  admitted  for  elective 
reparative  surgery,  such  as  laminectomy  for 
a herniated  disk  or  pinning  of  a fractured 
hip. 

From  these  observations,  we  were  led  to 
suspect  that  psychologic  factors  play  a 
more  important  role  than  is  generally  as- 
sumed in  the  determination  of  the  mental 
reactions  of  general  anesthesia  patients  in  the 
recovery  room.  Such  a formulation  appears 
to  be  supported  by  the  following  case: 

Case  6.  A thirty-five-year-old  pregnant 
woman,  presenting  a mass  in  the  breast,  was 
one  of  the  few  general  anesthesia  patients  seen 
prior  to  surgery.  During  the  preoperative 
interview,  she  was  extremely  anxious  and  ap- 
peared to  understand  all  too  well  the  implica- 
tions of  mastectomy  should  that  procedure 
prove  necessary.  In  the  recovery  room,  when 
she  was  interviewed  by  a member  of  the  psychi- 
atric team  whom  she  had  not  met  before,  the 
patient  exhibited  no  discernible  anxiety  or 
conspicuous  affective  response.  When,  how- 
ever, in  the  course  of  this  interview  the  original 
psychiatrist  appeared,  the  patient  brightened 
suddenly,  acknowledged  for  the  first  time  her 
concern  over  the  operative  findings,  and  ven- 
tured to  palpate  the  operative  site.  Finding 
that  her  breast  had  not  been  removed  and  that 
by  implication  she  did  not  have  cancer,  she 
became  overjoyed  and  cried  out  “Thank  God!” 
This  case  illustrates,  incidentally,  the  value  of 
establishing  a trusting  relationship  prior  to 
operation  with  the  same  individual  who  attends 
the  patient  in  the  recovery  room. 

Our  contention  that  the  recovery  room 
subject  is  far  less  obtunded  than  is  generally 
believed  gains  further  support  from  the  fact 
that  when  interviewed  twenty-four  hours 
after  surgery  all  but  2 of  the  general  anes- 
thesia patients  recalled  with  impressive 
accuracy  their  recovery  room  interview  by 
the  psychiatrist. 

Those  general  anesthesia  patients  who 
were  seen  a third  time  appeared  relatively 
free  of  anxiety  and  were  able  to  discuss 
their  former  concerns  and  emotions  without 
difficulty.  They  still  recalled  the  recovery 
room  interview. 

Spinal  anesthesia  patients.  In  con- 
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trast  with  the  conspicuous  blunting  of  affec- 
tive reactions  that  seemed  to  characterize 
many  of  the  general  anesthesia  patients  in 
the  recovery  room,  the  10  patients  sub- 
jected to  spinal  anesthesia  tended  to  exhibit 
immediate  and  overt  emotional  responses, 
although  the  psychologic  reactions  sub- 
sequent to  their  recovery  room  stay  followed 
no  fixed  pattern.  The  recovery  room  pic- 
ture revealed  by  these  patients  is  illustrated 
by  the  following  examples: 

Case  7.  A fifty-three-year-old  woman,  who 
was  operated  on  for  a urethral  diverticulum, 
was  found  in  an  agitated  state  in  the  recovery 
room  fifteen  minutes  after  surgery.  She  im- 
mediately voiced  a fear  of  cancer,  adding  that 
she  found  it  difficult  to  believe  that  the  doctors 
had  told  her  the  truth.  She  expressed  her 
terror  of  dying  and  recalled  her  sister’s  horrible 
death  from  uterine  cancer  two  years  before. 
Throughout  the  operation  she  had  listened 
intently  for  some  hint  of  her  fate.  On  the 
following  day  she  was  relaxed  and  seemed  far 
less  concerned  with  the  question  of  cancer, 
apologizing  with  a smile  for  the  persistence  of 
some  slight  doubts. 

Case  8.  When  he  was  interviewed  two  hours 
after  a herniorrhaphy,  the  first  comment  of 
this  fifty-five-year-old  man  was,  “Look!  The 
movement  in  my  legs  is  returning!”  At  this 
time  he  was  sweating  profusely;  he  looked  pale 
and  complained  of  feeling  faint.  In  a friendly 
fashion  he  declared  that  under  ordinary  circum- 
stances, “I  would  not  take  what  you  are  giving 
me,”  meaning  his  being  questioned.  He  denied 
any  concern  about  the  success  of  the  surgery; 
all  that  worried  him  pertained  to  the  motor 
paralysis.  On  the  following  day  when  all  the 
neurologic  manifestations  had  disappeared  he 
was  cheerful,  calm,  and  friendly.  He  stated 
that  he  had  been  extremely  anxious  after  the 
operation  until  he  found  that  he  was  able  to 
walk  and  to  urinate,  adding  that  he  had  always 
feared  having  things  done  to  him  which  he 
was  unable  to  control,  such  as  being  catheter- 
ized.  Several  weeks  before,  during  a barium 
enema,  he  had  begun  to  sweat  and  nearly  fainted 
from  fear  of  “losing  control  all  over  the  place.” 

Concern  over  the  return  of  motor  and 
sensory  function  was  also  the  chief  pre- 
occupation of  2 other  male  herniorrhaphy 
patients  when  they  were  seen  in  the  re- 
covery room.  Another  man  who  had  been 
subjected  to  the  same  procedure  focused  all 
of  his  attention  on  the  question  whether  or 
not  his  surgeon  had  been  present  during 
the  operation. 

In  view  of  these  examples  and  of  the  con- 
tention that  a preoperative  visit  may  exert  a 
sedative  effect,  it  is  noteworthy  that  the  one 


spinal  anesthesia  patient  seen  before  sur- 
gery disclosed  no  conspicuous  anxiety  in  the 
recovery  room,  although  before  the  opera- 
tion he  had  exhibited  a marked  degree  of 
apprehension. 

Comment 

Contrary  to  a common  impression,  it  has 
proved  possible  to  establish  communication 
with  most  general  anesthesia  patients  in  the 
recovery  room  within  a very  short  time,  oc- 
casionally minutes,  after  surgery.  A most 
striking,  unexpected,  and  quite  consistent 
finding  among  these  patients  was  an  ex- 
traordinary degree  of  denial  and  repression, 
a relative  lack  of  anxiety,  and  a dampening 
of  other  affective  reactions  in  the  recovery 
room  as  compared  with  subsequent  obser- 
vations. Patients  who  might  have  been 
expected  to  display  marked  concern  over 
the  outcome  of  surgery,  including  the 
diagnostic  findings  revealed  at  the  operation, 
made  only  passing  reference  or  none  at  all 
to  these  matters  in  the  recovery  room,  al- 
though they  often  exhibited  marked  agita- 
tion and  apprehensiveness  the  following  day. 
It  is  our  impression  that  the  mental  picture 
disclosed  by  these  subjects,  characterized 
chiefly  by  repression  and  denial,  is  pre- 
dominantly a psychogenic  rather  than  a 
pharmacogenic  phenomenon,  although  the 
recently  altered  state  of  consciousness  may 
facilitate  the  emergence  and  effectiveness  of 
these  psychologic  defenses.  In  view  of 
this  hypothesis  it  would  be  of  interest  to  in- 
vestigate further  the  psychic  influences  of 
various  anesthetic  agents. 

The  role  of  denial  in  the  surgical  situation 
has  been  emphasized  by  others.  Janis,8  in 
his  book  Psychological  Stress  based  on  studies 
of  surgical  patients,  notes  the  following  com- 
mon feature  in  all  definitions  of  the  mecha- 
nism of  denial  cited  in  the  literature: 
“The  individual  manages  to  ward  off  un- 
pleasant affect  by  failing  to  appraise  cor- 
rectly some  undesirable  aspect  of  a past, 
present,  or  future  predicament.”  He  ob- 
serves, for  example,  that  before  or  at  the 
time  of  disaster  many  people  may  under- 
estimate or  deny  the  magnitude  of  the  disas- 
ter and  remain  inordinately  calm.  Denial 
may  thus  serve  a valuable  protective  func- 
tion, enabling  the  person  to  carry  out  neces- 
sary tasks  in  the  most  efficient  manner,  un- 
hampered by  emotional  distress.  These 
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considerations  would  appear  to  have  par- 
ticular relevance  to  our  study  of  patients  in 
the  recovery  room  following  surgery  under 
general  anesthesia.  The  seemingly  benign, 
nontroublesome  psychologic  reactions  of 
these  patients  may  be  one  additional  reason 
why  so  little  attention  has  been  given  to  the 
study  of  patients  during  this  early  post- 
operative period. 

In  marked  contrast  to  the  reactions  of  the 
general  anesthesia  patients,  those  of  the 
spinal  anesthesia  subjects  were  usually 
characterized  by  an  immediacy  and  a lack 
of  inhibition.  Most  conspicuous  among 
these  individuals  were  manifestations  of 
overt  anxiety  and  irritability,  which,  coming 
on  the  heels  of  the  surgical  ordeal,  present  a 
picture  that  is  strongly  reminiscent  of  some 
elements  of  the  classical  traumatic  reaction. 
Indeed,  it  would  appear  that  however  com- 
plete the  analgesia,  any  procedure  involving 
incision  of  the  body  and  the  handling  or 
removal  of  organs  of  a relatively  conscious 
individual  who  is  both  partly  paralyzed  and 
exposed  to  a medley  of  noises  and  the  con- 
versation, sometimes  most  ill-considered, 
of  operating  room  personnel,  must  consti- 
tute a highly  traumatic  experience.  Al- 
though the  paralysis  of  these  patients  is 
but  partial,  the  total  picture  may  be  seen 
as  a somewhat  milder  version  of  conditions 
sometimes  encountered  in  cardiac  surgery 
wherein  operations  performed  under  light 
general  anesthesia  and  a motor  paralysant 
have  apparently  been  followed  by  a trau- 
matic neurotic  reaction.10  In  keeping  with 
the  findings  on  such  patients  and  with  re- 
cent observations  on  sensory  deprivation,  it 
may  well  be  that  the  reactions  noted  by  us 
among  spinal  anesthesia  patients  are  in  no 
small  measure  determined  by  the  underlying 
personality  of  the  subject,  being  particularly 
conspicuous  in  individuals  involved  in  con- 
flicts over  strong  passive  wishes.  In  an 
effort  to  shed  further  light  on  the  suspected 
relationship  between  spinal  anesthesia,  sur- 
gery, and  traumatic  neurosis  it  would  be 
instructive  to  carry  out  more  detailed 
psychologic  studies  on  such  patients,  with 
special  attention  focused  on  their  dream 
life. 

Whether,  despite  varying  degrees  of  un- 
consciousness, the  general  anesthesia  sub- 
jects may  develop  traumatic  reactions  analo- 
gous to  those  of  the  spinal  anesthesia  patients 
we  are  not  now  prepared  to  state.  Deutsch2 


commented  that  the  patients  she  had  ob- 
served following  surgery  (presumably  under 
general  anesthesia)  did  not  develop  harrow- 
ing repetitive  dreams  and  other  elements  of 
the  traumatic  neurosis.  More  recently, 
Pollock12  reported  that  dreams  under  general 
anesthesia  did  not  appear  to  deal  with  the 
traumatic  event  and  “in  no  instance  did 
they  allude  more  than  symbolically  to  the 
surgical  procedure.”  It  should  be  noted,  how- 
ever, that  with  the  increasing  use  of  muscle 
relaxants  in  recent  years  it  has  become  in- 
creasingly difficult  for  the  anesthesiologist 
to  determine  the  presence  or  absence  of  un- 
consciousness.16’ 17  Speaking  of  the  ques- 
tion of  consciousness  during  surgery, 
Mushin18  stated  “I  am  inclined  to  believe 
that  this  occurrence  (that  is,  consciousness) 
may  be  more  common  than  we  think.  . . .A 
patient  who  is  motionless  may  be  conscious 
but  curarized,  while  one  who  kicks  may  be 
unconscious  and  acting  reflexly.”  Indeed, 
on  the  basis  of  postoperative  hypnotic  in- 
terviews, Cheek4  has  even  suggested  that 
patients  who  are  unquestionably  in  surgical 
plane  anesthesia  may  be  more  aware  of  their 
surroundings  than  has  previously  been  sus- 
pected. 

Out  studies  have  emphasized  the  apparent 
salutary  effect  of  the  recovery  room  visit, 
particularly  when  the  patient  had  been  seen 
by  us  prior  to  surgery,  thus  lending  support 
to  a recent  study  of  Egbert  and  his  co- 
workers6  who  demonstrated  that  the  calming 
influence  of  a preoperative  visit  by  an 
anesthesiologist  may  outweigh  the  sedative 
effects  of  pentobarbital.  In  emphasizing 
the  importance  of  the  preoperative  visit, 
these  workers  suggest  that  it  may  explain 
in  part  the  difficulties  encountered  by  pre- 
vious investigators  in  demonstrating  the 
sedative  effects  of  barbiturates  and  nar- 
cotics before  operation.19-21  Sheffer  and 
Greifenstein14  studied  100  surgical  patients 
within  ten  days  of  operation,  but  apparently 
not  in  the  recovery  room,  to  evaluate 
“anxiety-fear  responses  to  operation  and 
anesthesia.”  These  workers  found  that 
denial  of  any  anxiety  or  fear  relating  to  sur- 
gery and  anesthesia,  general  and  spinal,  was 
a prominent  defense  mechanism  in  the  ma- 
jority of  cases,  and  that  attempts  to  pene- 
trate this  defense  evoked  anger  and  ag- 
gressive counterquestions.  “Since  suppres- 
sive-repressive forces  operate  so  soon  post- 
operatively,”  they  concluded,  “the  optimal 
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opportunity  to  discuss  unpleasant  experi- 
ences and  reassure  patients  is  probably 
missed  if  the  surgeon  and  anesthetist  do  not 
make  postoperative  rounds  on  the  day  of 
the  operation  or  at  least  within  the  first 
twenty-four  hours.” 

We  would  disagree  with  this  statement 
only  to  the  extent  that  it  does  not  go  far 
enough,  for  in  keeping  with  our  observa- 
tions we  would  conclude  that  such  post- 
operative visits  should  take  place  in  the 
recovery  room,  where  we  feel  our  inter- 
views have  frequently  resulted  in  a beneficial, 
albeit  unintended,  effect.  It  should  hardly 
be  necessary  to  add,  however,  that  such 
visits  as  well  as  those  made  prior  to  opera- 
tion lie  more  properly  within  the  province 
of  the  surgeon,  the  anesthesiologist,  and  the 
family  physician  than  of  the  psychiatrist, 
whose  special  skills  should  be  invoked  only 
in  those  instances  where  a conspicuous 
psychopathologic  condition  is  present. 

Summary 

Thirty  adult  patients,  selected  at  ran- 
dom, were  interviewed  in  the  recovery  room 
shortly  after  surgery  to  determine  their  emo- 
tional responses.  A second  interview  was 
held  eighteen  to  twenty -four  hours  later  and 
in  a few  instances  a third  interview  five  to 
eight  days  later. 

Contrary  to  a common  impression,  general 
anesthesia  subjects  proved  to  be  neither  too 
dull  nor  too  confused  to  be  interviewed  in 
the  recovery  room  shortly  after  surgery. 
Although  they  were  generally  lucid,  they 
exhibited  a striking  lack  of  concern  about  the 
operation  as  well  as  a general  absence  of  in- 
tense affective  responses.  Persistent  ques- 
tioning failed  to  alter  this  placid  picture. 
After  twenty-four  hours,  the  patients  gave 
vent  to  those  concerns  and  emotions  which 
had  been  so  conspicuously  lacking  in  the 
immediate  postoperative  period.  Psycho- 
logic rather  than  pharmacologic  factors 
were  thought  to  play  the  predominant  role  in 
the  mental  picture  displayed  by  these  re- 
covery room  subjects. 

In  marked  contrast  to  the  general  anes- 
thesia patients,  spinal  anesthesia  subjects 
tended  to  exhibit  immediate  and  overt  emo- 
tional responses.  Marked  anxiety  and  ir- 
ritability suggested  the  presence  of  elements 
of  a traumatic  neurotic  reaction. 


The  possibility  of  traumatic  neurotic  re- 
actions to  surgery  following  general  anes- 
thesia is  discussed  in  view  of  the  increasing 
use  of  muscle  relaxants  which  tend  to  ob- 
scure the  level  of  consciousness  of  the  subject. 

Attention  is  drawn  to  the  salutary  in- 
fluence created  by  recovery  room  visits  by 
the  surgeon,  the  anesthesiologist,  or  the  per- 
sonal physician,  particularly  when  a trusting 
relationship  with  the  patient  has  already 
been  established  by  these  same  individuals 
prior  to  the  surgical  experience. 
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Cybernetics  was  defined  by  Wiener1  as 
“the  science  of  control  and  communication 
in  the  animal  and  the  machine,”  and  there 
was  early  recognition  that  simple  error- 
regulated  feedback  control  was  the  dynamic 
model  for  Cannon’s  homeostasis.  Today, 
the  living  functions  of  control,  communica- 
tion, memory,  reproduction,  behavior,  and 
thought  processes  are  all  subjects  of  cyber- 
netic research.2  However,  spectacular  ad- 
vances in  some  fields,  such  as  the  digital 
computer  and  industrial  automation,  may 
have  obscured  other  possible  contributions 
to  medical  science. 

A previous  report  described  some  experi- 
mental disease  models  employing  the  cyber- 
netic concept  of  system  instability  and 
growth  due  to  positive  feedback.3  This 
report  concerns  another  medical  application 
of  cybernetics,  namely,  its  effect  on  certain 
modes  of  thought  in  medicine,  which  are 
based  on  erroneous  classic  views  of  causality 
and  the  mental  processes  of  induction  and 
deduction.  Cybernetics  also  may  clarify 
arguments  of  the  “heredity  versus  environ- 
ment” type  and  shed  light  on  problems  of 
general  brain  function. 


Medicine  is  both  a theoretical  and  a 
practical  science  and  therefore  is  concerned 
with  different  levels  of  causality.4  Simple 
or  classic  causality,  which  assumes  that 
similar  effects  are  invariably  the  result  of 
similar  causes,  was  given  impetus  in  medicine 
by  the  early  bacteriologists  with  their  one- 
microbe-one-disease  theory.  It  is  now 
recognized  that  complex  constitutional 
factors  may  amplify  or  nullify  the  effects  of 
pathogenic  agents.  Further,  in  the  large 
subsets  of  diseases  that  are  mainly  generated 
internally,  such  as  the  autoimmune,  the 
degenerative,  the  psychosomatic,  the  neo- 
plastic, and  the  congenital  diseases,  the 
classic  causality  model  is  recognized  as 
clearly  inadequate.  Simple  causality,  which 
deals  with  causes  easily  verifiable  via  the 
senses,  that  is,  practical,  everyday  causality, 
is  adequate  for  some  medical  conditions, 
especially  those  of  physical  injury  and 
simple  infections. 

In  actuality,  rigorous  scientific  thought 
has  discarded  the  law  of  simple  cause  and 
effect  as  too  naive,  and  instead  prefers  to 
speak  of  “sequential  probability”5;  that  is, 
the  earlier  event  of  a frequently  observed 
sequence  is  the  probable  cause,  and  the 
later  one  is  the  effect.  However,  science  re- 
jects the  assumption  that  every  event  has 
an  antecedent  cause  but  is  ready  to  agree 
that  any  case  of  frequently  observed  se- 
quence may  be  causal  in  this  sense. 

On  the  next  level  of  causality,  the  doctrine 
of  efficient  cause  deals  with  more  compli- 
cated natural  mechanisms.  For  example,  in 
a complex  medical  ecosystem  such  as 
malaria,  which  comprises  several  causal 
factors,  the  most  easily  controlled,  generally 
speaking,  is  the  anopheline  mosquito.  This 
may  then  be  termed  the  “efficient  cause,” 
for,  while  climate,  living  conditions,  parasite- 
host  relationships,  the  presence  or  absence  of 
hemoglobin  S in  the  population,  and  so  on, 
are  all  causal,  their  control  is  often  im- 
practical. Hence  they  are  not  the  efficient 
cause. 

As  biomedical  problems  grow  more 
complex,  there  is  a continuing  need  to 
reassess  causality  views.  In  this  regard, 
simple  causality  tends  to  persist  even  in  those 

* For  an  excellent  modern  discussion  of  cascality,  the 
reader  is  referred  to  the  following  work:  de  Latel,  P.:  Func- 
tional causality,  in  Thinking  by  Machine,  Boston,  Houghton 
Mifflin  Co.,  1957,  Chapter  VII. 
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situations  to  whcih  it  hardly  seems 
applicable.  Thus,  we  have  all  seen  etiologic 
discussions  about  atherosclerosis,  cancer, 
and  similar  complex  systems  that  contain 
the  inference  that,  in  time,  a simple  cause 
will  be  found.  Multiple  causation  is,  of 
course,  recognized  for  a constellation  of 
causes  often  is  invoked. 

However,  as  an  earlier  report  suggested, 
what  is  needed  in  many  such  situations  is  a 
dynamic  model  of  causal  organization  that 
may  give  insight  into  causal  relationships. 3 
One  such  model  was  based  on  the  positive 
feedback  network,  or  “deviation-amplifying 
mutual  causal  process.”6  The  general 
description  of  such  mechanisms,  loosely 
termed  “vicious  circles,”  is  as  follows: 
(1)  To  a system  at  equilibrium,  an  initial 
disturbance  or  “kick”  is  applied.  (2)  A 
small  initial  deviation  occurs,  which  is  then 
amplified  by  positive  feedback,  resulting 
in  a large  eventual  change. 

In  addition  to  providing  a model  of  causal 
organization,  positive  feedback  amplifica- 
tion is  itself  a causal  factor  hitherto  not  well 
appreciated,  such  mechanisms  explaining 
how  insignificant  disturbances  may  lead  to 
great  deviations.6  Similarly,  if  positive 
feedback  is  lacking,  the  same  “cause”  will 
not  give  the  same  “effect.”  These  concepts 
of  stability  or  instability,  which  depend  on 
whether  negative  or  positive  feedback  is 
generated  in  a medical  system,  are  clearly 
analogous  to  those  of  cybernetic  systems 
engineering  and  may  have  model  or  analog 
value.3 

On  the  third  causal  level,  as  Russell5  ob- 
served, although  causal  laws  of  probable 
sequence  and  efficient  causes  are  useful  in 
daily  life,  in  the  infancy  of  a science,  and  in 
the  practical  sciences,  they  tend  to  be  dis- 
placed by  quite  different  laws  as  a science 
matures  and  grows  more  sophisticated. 
For  example,  in  the  motions  of  mutually 
gravitating  bodies,  there  is  nothing  called 
“cause”  or  “effect.”  There  is  only  a formula, 
that  is,  certain  differential  equations  can  be 
found  that  hold  true  at  every  instant  for 
every  part  of  the  system. 

Whether  such  abolition  of  cause  and  effect 
will  ever  apply  in  medicine  seems  doubtful. 
It  appears  more  likely  that  in  complex 
medical  conditions  simple  causes  will  give 
way  to  causal  systems  or  dynamic  causal 
models,  for  which  cybernetics  may  provide 
examples. 3 


Induction 

Another  classic  conception  passed  down 
to  us  from  the  Greeks  was  that  the  process 
of  induction  could,  with  a limited  amount  of 
information,  give  absolute  or  universal 
truths.  Cybernetics,  through  information 
theory,  has  shown  the  error  of  this  classic 
view;  that  there  is  no  mystical  “absolute” 
truth  obtainable  by  the  mental  process  of 
induction  but  that  “finite  information  can 
only  give  truths  of  finite  range  and 
reliability.”7 

If  induction  is  concerned  with  making 
general  inferences  from  particular  data,  and 
deduction  is  concerned  with  applying  the 
general  to  the  particular,  then  another  step 
in  thought  processes  is  decision-making 
or  appropriate  selection.  Shannon  and 
Weaver8  have  shown  that  this  is  also  sub- 
ject to  similar  rules;  that  is,  appropriate 
selection  is  likewise  limited  by  the  quantity  of 
information  available.  Their  tenth  theorem 
may  be  stated  as  follows:  Any  system  that 
achieves  appropriate  selection  (to  a degree 
better  than  chance)  does  so  only  to  a 
limit  set  by  the  information  received,  and,  as 
a corollary,  when  this  finite  quantity  of 
information  is  used  up,  no  further  selection 
is  justified. 

Medical  diagnosis  thus  becomes  an  act  of 
appropriate  selection  that  depends  entirely 
on  the  quantity  of  valid  information  re- 
ceived, and  such  information  must  include, 
in  this  case,  probability  data  of  this  type: 
“Given  set  S of  symptoms,  what  are  the 
differential  probabilities  of  diseases  A,  B, 
C,  and  so  on?”  Many  causal  problems  in 
medicine  now  halted  at  the  inductive  or 
deductive  stage  will  require  more  informa- 
tion before  further  progress  is  made  toward  a 
solution.  Philosophically,  although  re- 
nouncing the  search  for  absolute  or  infinite 
truth  may  not  be  necessary  or  even  desirable, 
nevertheless,  in  the  absence  of  infinite 
information,  such  searches  may  remain  a 
human  striving  with  which  we  are  all  in 
sympathy  but  which  has  little  chance  of 
success. 

Heredity  versus  environment 

Cybernetics  also  offers  clarification  of  the 
familiar  disputes  about  the  relative  roles  of 
heredity  and  environment  in  individual 
development.  There  have  been  many  re- 
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ports  concerned  with  this  question  in  which 
certain  deviations  of  individuals  or  groups  are 
explained  by  one  or  the  other  of  these  factors. 
“Interaction”  of  heredity  and  environment 
is  also  cited,  although  the  mechanisms  of  the 
interaction  are  not  made  clear.  While 
cybernetics  offers  no  definite  solutions,  the 
basic  question  of  how  individual  differences 
develop  may  be  answered  more  specifically 
with  cybernetic  principles  derived  from 
information  and  regulation  theory,  as  well  as 
randomness  and  positive  feedback  concepts. 

DNA  (deoxyribonucleic  acid)  may  be 
considered  a large  store  of  information  or  a 
communication  channel  through  which  a 
great  quantity  of  variety  is  transmitted. 
It  is  estimated  that  approximately  8 times  108 
bits  of  information  are  contained  in  one 
DNA  molecule,  compared  to  the  storage 
capacity  of  the  largest  computers,  which  is 
on  the  order  of  5 times  106  bits.2  Thus,  the 
gene  pattern  is  an  extremely  large  source  of 
variety  which,  moreover,  is  further  supple- 
mented in  other  ways. 

Considering  the  brain  as  a regulator, 
Ashby9  points  out  that  in  general,  gene  pat- 
terns build  such  regulators  directly  and  indi- 
rectly. In  the  direct  method  the  genes  pro- 
vide the  specification  for  building  the  brain 
(or  regulator,  Ri)  and  the  organism  responds 
to  disturbances  throughout  life  according  to 
the  gene-imposed  “blueprint.”  Amplifica- 
tion of  regulation  does  not  occur  in  this  type, 
which  is  confined  to  the  lower  forms  of  life. 
In  the  indirect  method  the  gene  pattern 
builds  a regulator,  Ri,  which  has  the  job  of 
building  the  main  regulator,  R2,  thereby 
achieving  far  greater  regulation  than  could 
be  specified  in  the  genes.  This  is  the  general 
method  used  in  the  mammal,  that  is,  the 
genes  make  Ri,  and  Ri  makes  R2. 

Thus,  from  birth  onward  in  man,  gene- 
determined  regulators  help  develop  the 
cerebral  cortex  into  a vast  regulator  of  large 
capacity,  in  which  great  amplification  of 
design  is  gained  over  that  supplied  by  the 
genes.  This  amplification  or  supplementa- 
tion is  provided  by  large  quantities  of 
variety  and  information  coming  from  the 
environment.  This  view  of  Ashby’s9  is 
similar  to  the  theory  that  the  developing 
brain  has,  to  a certain  extent,  a random  net- 
work arrangement,  which  ensures  adapta- 
bility,2 and  this  network  is  then  “designed” 
by  the  information  received  from  that 
particular  individual’s  environment. 


Environmental  design  of  the  individual, 
particularly  his  brain,  raises  the  question  of 
the  physical  basis  of  memory.  Cybernetics 
has  indicated  that  the  reverberating  circuit 
concept  of  memory  storage,  as  used  in 
digital  computers,  may  be  one  type  used  in 
the  brain.  However,  this  storage  mech- 
anism has  the  disadvantage  of  being 
extravagant  in  equipment,  and,  even  con- 
ceding the  brain’s  immense  number  of  units, 
its  vast  memory  storage  capacity  would 
seem  to  imply  supplementation  by  other 
mechanisms.2  One  possibility,  first  proposed 
in  1948  by  Von  Forstner10  and  now  receiving 
new  support,  is  that  longer-range  memory 
stores  may  be  in  the  form  of  protein  mole- 
cules, such  as  special  memory-encoded 
units  of  ribonucleic  acid.11 

Random  theory,  which  postulates  random- 
ness of  events,  accounts  for  still  more  variety 
in  the  developing  individual,  such  random 
contributions  coming  from  the  environment 
and  from  genetic  mutations. 9 A further 
source  of  variety  is  deviation-amplification, 
which,  as  Maruyama6  pointed  out,  is  neither 
strictly  genetic  nor  environmental  and 
therefore  may  be  used  to  explain  problems 
of  development  otherwise  hard  to  solve  on 
the  usual  basis.  For  example,  using  this 
dynamic  causal  mechanism,  it  is  conceivable 
that  two  children  of  closely  similar  heredity 
and  environment  may  diverge  widely  in 
some  physical  or  mental  trait  because  of  the 
occurrence  in  one  of  some  small  random 
disturbance  that  has  become  amplified  by 
positive  feedback  networks. 

In  the  way  that  has  been  described,  cyber- 
netics considers  the  various  sources  of  infor- 
mation or  variety  contributing  to  the  design 
of  an  individual,  namely,  genetic,  environ- 
mental, random  sources,  and  the  mechanism 
of  deviation-amplification  and  thus  makes 
clearer  what  is  meant  by  the  interaction  of 
heredity  and  environment  and  how  these 
sources  may  be  supplemented. 

Individual  development  alsojnay^be^con- 
sidered  from  the  standpoint  of  entropy. 
This  is  a frequently  recurring  concept  of 
information  theory,  related  to  thermo- 
dynamic entropy,  and  is  considered  a 
property  of  the  arrangement  of  the  parts  of 
a system,  with  its  entropy  increasing  as  the 
arrangement  becomes  less  structured  or 
undifferentiated.2  Therefore,  individual 
development  may  be  viewed  as  an  entropy 
reduction  in  stages,  first  by  the  information 
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contained  in  the  genes  and  then  by  infor- 
mation received  from  environmental  and 
random  sources. 

General  concepts  of  brain  function 

Cybernetics  also  deals  with  certain  miscon- 
ceptions of  how  the  brain  actually  works. 
For  example,  one  of  these  is  that  the  brain 
can  predict  the  future.  This  is  in  error,  and 
Wiener1  was  probably  right  when  he  said 
that  “to  predict  the  future  is  to  carry  out  an 
operation  on  the  past.”  Thus,  if  the  past 
shows  repetition  that  is  sustained  in  the 
future,  then  the  brain  will  “predict”  success- 
fully;12 nevertheless,  the  process  is  wholly 
dependent  on  past  events.  Ashby  has  said, 
“Let  the  world  produce  something  really 
new,  and  the  brain,  human  or  otherwise,  is 
helpless.  The  brain  cannot  deal  effectively 
with  the  really  new;  it  must  wait  until  the 
new  has  had  time  to  go  adequately  into  the 
past.”12  Recent  history  affords  several 
examples  of  human  difficulty  when  con- 
fronted with  the  truly  novel,  of  which 
“Sputnik,”  the  African  revolution,  and 
the  development  almost  overnight  of  atomic 
and  nuclear  energy  sources  are  a few  in- 
stances. Another  common  idea  is  that  the 
brain  has  the  ability  to  “generalize.”  There 
is  evidence  from  cybernetics  that  this  also 
is  not  commonly  the  case.  The  experiment 
of  Papert,  cited  by  Ashby,12  is  an  example: 
Using  prismatic  lenses  that  caused  visual 
field  reversal,  he  found  that  the  learning 
process  had  to  be  repeated  in  each  case  for 
the  hands,  the  knees,  the  feet,  and  so  on; 
that  is  the  brain  did  not  “generalize”  after 
learning  hand  reversal  only. 

What  cybernetics  suggests,  after  its  study 
of  brainlike  mechanisms,  is  that  the  human 
brain  has  been  designed  by  the  earth’s 
environment  for  eons  of  time  and  is  therefore 
remarkably  suited  to  achieving  the  basic 
goals  of  survival  in  this  environment. 
General  adaptation  is  held  to  be  lacking, 
however,  just  as  it  is  in  a rocket  control 
system  or  in  the  control  system  of  a modern 
automated  factory. 1 2 Another  way  of  saying 
this  is  that  a system  can  be  brainlike  or 
“intelligent”  only  in  relation  to  a defined 
goal  or  goals. 

However,  this  cybernetic  concept  may  be 
narrow,  in  view  of  the  brain’s  ability  to 
devise  regulators.  Thus,  given  almost  any 
physical  environment,  modern  space  science 


seems  capable  of  eventually  devising  adapta- 
tion solutions. 

Another  consideration  is  the  definition  of 
“environment,”  a term  obviously  more  in- 
clusive than  the  physical  world.  Society, 
social  pressures,  and  psychologic  factors, 
that  is,  all  the  complexities  of  modern  life, 
are  the  most  difficult  part  of  the  environ- 
ment to  which  adaptation  must  take  place. 
The  so-called  “diseases  of  adaptation”13 
are  examples  in  which  this  process  has  failed, 
that  is,  in  which  the  brain’s  ability  to 
regulate  against  the  great  variety  of  dis- 
turbances has  been  inadequate.  Neverthe- 
less, there  are  many  who  have  apparently 
solved  the  modern  adaptation  problem. 
Therefore,  while  the  faculty  of  so-called 
generalizing,  on  examination,  proves  to  be  a 
learning  process  which  takes  place  after  the 
fact  rather  than  before,  this  does  not  appear 
to  restrict  the  practical  adaptive  ability  of 
the  human  organism.  Thus,  while  intelli- 
gence may  be  only  a specific  goal-directed 
system,  the  goal  may  be  so  complex  (“living 
the  good  life,”  for  example)  and  may 
require  the  brain  to  devise  so  many 
secondary  regulators  that  comparison  of  the 
brain  with  simpler  mechanical  control 
systems  is  unrealistic,  although  not  es- 
sentially wrong. 

The  foundation  of  present  cybernetic 
knowledge  of  brainlike  mechanisms  is  Shan- 
non and  Weaver’s8  work  in  communications, 
in  which  theorems  were  deduced  for  the 
correction  of  noise  in  radio  and  telephone 
channels. 

These  mathematical  theorems  have  been 
found  to  be  generally  applicable  to  all  proc- 
esses of  control,  the  correction  of  noise 
becoming  equivalent  to  the  correction  of 
any  deviation  from  a desired  state  or  goal. 
Furthermore,  just  as  power  engineering  is 
dominated  by  the  law  of  conservation  of 
energy,  so  every  regulating  and  control 
device,  including  the  brain,  is  seen  by  cyber- 
netics to  be  dominated  by  the  law  that  the 
amount  of  appropriate  selection  it  can  ac- 
complish is  limited  by  the  amount  of  infor- 
mation it  has  received  and  processed.12 

The  information-processing  aspects  of 
human  brain  function  have  recently  received 
attention  in  the  special  field  of  problem- 
solving in  chess,  and  a “specific  information- 
processing theory  of  brain  function”  has 
been  proposed  that  is  in  actuality  an  English 
language  translation  of  the  computer  pro- 
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gram  originally  formulated  in  a special  code, 
or  information  processing  language  V (IPL- 
V).14 

There  may  be  some  objections  to  this 
mechanistic  view  of  thought  processes,  but 
it  appears  soundly  based.  Moreover,  just 
as  in  computer  work,  given  the  program 
output,  it  is  impossible  and  irrelevant  to 
describe  the  exact  physical  composition  of 
the  machine  executing  the  program. 
Similarly,  the  study  of  how  information  is 
processed  in  the  human  brain  also  should  be 
possible  without  the  necessity  of  under- 
standing the  biochemical  details  of  nervous 
system  activity.14  Further  research  is  in 
progress  in  this  direction  and  should  be  of 
great  interest  to  the  behavioral  sciences  and 
medicine. 

Summary 

In  this  second  communication  on  cyber- 
netics in  medicine,  the  effect  of  cybernetic 
principles  on  certain  aspects  of  medical 
thought  has  been  discussed,  especially  those 
reflecting  classic  causality  and  classic  views 
on  the  infinite  possibilities  of  induction  and 
deduction.  Cybernetic  clarification  also  is 
provided  on  the  mechanisms  of  interaction 
between  heredity  and  environment  and  on 


some  general  aspects  of  human  brain 
function. 

19  Pine  Street,  Glens  Falls  12801 
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X he  treatment  of  vascular  nevi  of  the 
face  has  had  a long  and  varied  history  be- 
cause the  condition  has  failed  to  respond 
to  the  commonly  recommended  modes  of 
therapy.  The  unsightly  appearance  of  the 
lesion  has  prompted  the  trial  of  any  therapy 
which  offers  even  the  most  remote  prospect  of 
alleviation.  This  presentation  concerns 
the  capillary  hemangioma  (nevus  flam- 
meus,  port- wine  stain)  which  has  been  the 
most  refractory  to  the  treatments  that  have 
been  applied  in  an  endeavor  to  eradicate 

* Present  address:  47  Davis  Avenue,  White  Plains,  New 
York. 


over  a seventeen-year  period  735  patients 
have  received  a total  of  3,200  treatments  for 
nevus  flammeus  ( port-wine  stain)  of  the  head 
and  neck;  an  average  of  5 treatments  was 
necessary.  Satisfactory  results  were  achieved 
in  85  per  cent  of  cases  accepted  for  treatment. 
The  treatment  consisted  of  deposition  of  in- 
soluble pigments  into  the  dermis  overlying  the 
lesion  ( tattooing ),  thus  camouflaging  the 
florid,  abnormal  color.  Surgery  was  used  in 
some  cases  also. 


the  abnormal  capillary  dilatations.  The 
list  of  the  modalities  that  have  been  used  in 
treating  this  lesion  is  quite  long  and,  since 
most  of  these  therapies  have  been  aban- 
doned, is  mainly  of  historic  interest.  Treat- 
ments which  are  designed  to  relieve  the 
abnormal  color  by  destruction  of  the  ab- 
normal capillaries  must  be  applied  through 
the  overlying  skin,  thus  damaging  or  de- 
stroying it  en  route.  This  applies  to  all 
forms  of  radiation  and  also  to  therapy  by 
carbon  dioxide  snow.  Surgery,  if  applied, 
is  based  on  the  excision  of  the  overlying  skin 
together  with  the  abnormal  vascular  com- 
ponents. Since  these  methods  have  pro- 
duced disappointing  results,  they  are  lack- 
ing in  justification  provided  a less  destruc- 
tive therapy  can  permanently  cover  the 
lesion.  For  these  reasons,  a number  of 
authorities,  when  discussing  the  treatment 
of  vascular  nevi,  state  that  the  port-wine 
stain  is  best  left  alone.1 

For  the  past  seventeen  years,  this  clinic 
has  been  accumulating  experience  in  the 
treatment  of  this  lesion,  in  selected  cases,  by 
the  injection  of  insoluble  pigments  (tattoo- 
ing) into  the  dermis  overlying  the  lesion. 
This  produces  a permanent  camouflage  of 
the  discolored  area.  Since  port- wine  stains 
do  not  grow  after  birth  (they  occupy  the 
same  percentage  of  surface  area  of  the  skin 
in  adult  life  as  at  birth),  and  since  there  is 
no  authentic  case  report  of  the  malignant 
degeneration  of  such  lesions,  their  single 
objectionable  feature  is  the  color.  Thus, 
it  seems  logical  to  treat  an  abnormal  color 
phenomenon  by  a color  camouflage  process. 

Interest  in  this  form  of  treatment  was 
engendered  by  Brown,  Cannon,  and  Mc- 
Dowell in  1946 2 when  they  presented  a 
report  on  their  first  case  treated  by  “tattoo- 
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FIGURE  1.  (Top  L)  Patient  in  whom  part  of  hemangioma  has  been  partially  camouflaged.  (Top  R) 
Same  patient  with  final  effect.  (Center  L)  Hemangioma  with  both  capillary  and  cavernous  elements. 
(Center  R)  Results  of  treatment  by  tattooing.  (Bottom  L)  Preoperative  view  of  child  with  capillary  heman- 
gioma of  left  side  of  face.  (Bottom  R)  Results  after  four  tattoo  treatments.  (By  permission  of  Surgery, 
Gynecology,  and  Obstetrics.7) 
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ing.”  This  was  not  a new  technic;  its  first 
use  in  medical  therapy  was  in  1835  when 
Pauli3  reported  the  tattooing  of  “congenital 
purple  plaques.’'3  Other  authors  referred 
to  therapeutic  tattooing,  not  only  in  the 
treatment  of  hemangiomata,  but  also  in  the 
treatment  of  unsightly  scars,  corneal  opac- 
ities, and  in  the  coloration  of  flaps  and 
skin  grafts.4-6 

The  first  report  from  this  clinic  was  pub- 
lished in  1947  with  records  of  7 cases  treated 
by  this  method  (Fig.  I).7  Subsequent  re- 
ports have  been  published  periodically  as 
experience  was  accumulated.8-10  This  pres- 
entation is  designed  to  report  our  expe- 
rience to  date  with  an  analysis  of  3,200  treat- 
ments. 

Clinical  manifestations 

These  lesions  are  smooth  and  flat,  with 
color  varying  from  light  pink  to  bluish  or 
dark  red,  and  have  sharply  demarcated 
margins.  They  may  be  single  or  multiple 
and  usually  are  unilateral.  Occasionally, 
they  cross  the  midline,  but  even  in  these 
cases  are  predominantly  unilateral.  Cav- 
ernous elements  may  be  present  but  are  less 
usual.  The  face  is,  unfortunately,  the  most 
common  site  of  involvement,  and,  in  this 
area  the  tendency  is  to  conform  to  the 
pattern  of  the  dermatome  segments  as 
supplied  by  the  branches  of  the  trigeminal 
nerve. 

The  frequency  of  occurrence  of  this 
anomaly  is  difficult  to  determine;  no  ac- 
curate study  has  been  reported.  The  dif- 
ficulties in  undertaking  such  a study  are 
obvious.  This  congenital  lesion  occasionally 
is  not  present  at  birth  but  manifests  itself 
shortly  after  birth.  Premature  infants  have 
been  noted  to  have  a higher  incidence  of  this 
condition  than  full-term  infants.  This  is  in 
keeping  with  the  high  incidence  of  other 
congenital  abnormalities  associated  with 
prematurity.  One  of  the  more  common  sites 
is  the  posterior  cervical  region,  lateral  to  the 
midline:  the  so-called  nevus  flammeus 

nuchae.  In  this  location,  nevus  flammeus  is 
estimated  to  be  present  in  5 per  cent  of  the 
population.11 

In  rare  instances,  the  lesion  is  not  limited 
to  the  skin.  There  may  be  involvement  of 
the  mucous  membranes  of  the  nose,  lips, 
gums,  and  of  the  respiratory,  genitourinary, 
and  gastrointestinal  tracts.  Gastrointestinal 


FIGURE  2.  Artist’s  sketch  of  subdermal  capillary 
hemangioma  showing  normal  skin  overlying  lesion.9 


bleeding  and  epistaxis  may  be  severe  and 
repetitious  in  these  patients.  This  pattern 
of  angiomatous  involvement  of  these  various 
organ  systems,  when  hereditary,  is  known  as 
the  Rendu-Osler- Weber  syndrome.12 

The  association  of  the  classical  port- 
wine  stain  of  the  face  with  ipsilateral 
atrophy  and  calcification  of  the  cerebral 
cortex  is  known  as  the  Sturge- Weber  syn- 
drome or  encephalo  trigeminal  angio- 
matosis.13 Usually,  the  cutaneous  lesion  is 
limited  to  the  areas  supplied  by  the  maxil- 
lary and  ophthalmic  divisions  of  the  tri- 
geminal nerve.  The  cortical  calcifications 
are  readily  seen  by  x-ray  and  conform  to  the 
gyri  of  the  cortex.  This  syndrome  may  also 
exhibit  angiomatous  malformations  in  the 
meninges,  ipsilateral  exophthalmos,  buph- 
thalmos,  angioma  of  the  retina,  glaucoma, 
and  optic  nerve  atrophy.  These  lesions  are 
usually  asymptomatic,  but  there  may  be  a 
history  of  focal  grand  mal  seizures  and 
mental  retardation  from  infancy.  Con- 
tralateral hemiplegia  and  hemianopsia  may 
be  present. 

Embryonic  vascular  elements  may  in- 
volve the  cerebellar  hemispheres.  The 
hemangioblastoma,  when  associated  with 
angiomatosis  of  the  retina  or  cysts  of  the 
kidney  or  pancreas,  is  known  as  Lindau- 
Von  Hippel  disease.14  This  disease  is 
familial  in  approximately  20  per  cent  of 
cases. 
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FIGURE  3.  Artist’s  sketch  showing  needles  of 
Conway  Dermajector  penetrating  skin  to  deposit 
pigment  in  dermis  superficial  to  abnormal  capil- 
laries.9 


Rationale  for  treatment 

Microscopically,  the  nevus  flammeus  is 
composed  of  thin-walled  capillaries  (Fig.  2). 15 
As  Andrews16  pointed  out,  these  capillaries 
vary  in  their  position  of  depth  in  the  dermis. 
They  may  be  subepidermal,  dermal,  or 
subdermal.  Of  the  lesions  previously  re- 
ported from  this  clinic,  85  per  cent  were  of 
the  dermal  or  subdermal  type,  biopsies  hav- 
ing been  taken  to  determine  the  type  of 
lesion  present.10  It  is  the  deep  dermal  or 
subdermal  lesion  that  responds  most  favor- 
ably to  the  deposition  of  insoluble  pigments. 
The  reason  for  this  is  that  there  must  be  a 
layer  of  uninvolved  dermis  overlying  the 
vascular  dilatations  if  the  pigment  is  to 
be  effective.  The  treatment,  basically,  is  a 
masking  effect,  a white  inert  pigment  being 
deposited  in  the  skin  deep  to  the  stratum 
granulosum  but  superficial  to  the  patho- 
logic capillaries  (Fig.  3).  When  the  ab- 
normal capillary  dilatations  are  of  the  sub- 
epidermal  type,  the  lesion  is  too  superficial 
to  be  covered  effectively.  Pigment  de- 
posited in  the  epidermis  is  soon  lost  by 
desquamation,  and  the  camouflage  is  in- 
effective. Only  that  pigment  which  is 
deposited  in  the  dermis  will  be  permanent, 
and,  as  this  is  below  the  level  of  the  vessels 


of  the  subepidermal  hemangioma,  the  mask- 
ing effect  in  such  cases  is  not  apparent. 
This  type,  fortunately,  occurs  in  only  15 
per  cent  of  cases. 

The  white  pigment  used  by  this  clinic  is 
titanium  dioxide.  Other  pigments  that 
have  been  used  in  combination  are  yellow 
(yellow  ferric  oxide),  red  (mercuric  sulfide), 
flesh  color  (ferric  oxide),  and  green  (chrom- 
ium oxide).  In  addition,  other  earthly 
metallic  oxides  such  as  ocher  and  sienna 
may  be  used.  All  of  these  pigments  are 
insoluble  and  inert  and  are  therefore  per- 
manent if  deposited  in  the  dermis.  Steriliza- 
tion by  autoclave  is  easily  accomplished. 
There  is  no  need  for  emphasis  in  color  match. 
In  fact,  white  alone  is  commonly  used 
since  the  patient’s  own  complexion  prevails, 
the  pigment  being  deposited  deep  to  the 
melanin-carrying  layer  of  the  skin.  Seasonal 
changes  (tanning)  of  the  skin  make  the 
color-matching  unwarranted.  For  individ- 
uals of  dark  complexion,  a small  amount  of 
flesh-colored  pigment  (ferric  oxide)  is  added 
to  the  titanium  dioxide. 

Technic 

The  pigment  is  suspended  in  an  aqueous 
solution  of  benzalkonium  chloride  to  form  a 
pastelike  consistency  and  tattooed  into  the 
dermis  with  the  Conway  Dermajector.  * 
This  instrument  is  designed  to  allow  the 
needles  to  penetrate  the  dermis  at  con- 
trolled depths  and  rates  and  is  powered 
through  a motor-driven  flexible  shaft.  The 
electric  motor  is  suspended  from  a sup- 
porting stand  (Fig.  4).  A rheostat  controls, 
by  foot  pedal,  the  rate  of  oscillation  of  the 
needles.  The  depth  of  penetration  is  con- 
trolled by  a set  screw  attachment.  Sterile 
drapings  are  applied,  and  the  technician 
wears  sterile  gloves.  The  margins  of  the 
lesion  are  outlined  with  one  of  the  aniline 
dyes  (methylene  blue)  prior  to  infiltration 
with  1 per  cent  procaine  and  epinephrine 
solution.  If  the  margins  are  not  outlined 
prior  to  anesthetization,  the  procaine- 
epinephrine  solution  may  obliterate  the 
dilatations  so  that  they  cannot  be  defined 
accurately.  The  best  method  is  to  establish 
a line  of  dots  by  injecting  methylene  blue, 
using  a tuberculin  syringe.  Accurate  cam- 
ouflage of  the  lesion  at  its  margins  is  one  of 

* Robbins  Instrument  Company,  Chatham,  New  Jersey. 
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FIGURE  4.  Instrument  and  materials  used  in 
tattoo  treatment  of  port-wine  stains.18 


the  most  important  steps  since  failure  to 
cover  the  port-wine  stain  completely  leaves 
a ringed  effect.  On  the  other  hand,  dep- 
osition of  the  camouflaging  pigment  in  the 
normal  skin  adjacent  to  the  lesion  introduces 
a third  color.  This  problem  of  marginal 
coverage  of  the  lesion  calls  for  skill  and 
patience.  Failure  to  accomplish  it  suc- 
cessfully may  require  marginal  excision  of 
the  area  involved.  In  other  words,  the 
camouflage  over  the  port-wine  stain  may 
result  in  an  accurate  match  to  the  color  of 


FIGURE  5.  Artist’s  sketch  demonstrating  technic 
for  tattooing  lesions  of  eyelids  using  palpebral 
spatula.10 


the  adjacent  skin,  but  may  be  separated 
from  the  adjacent  skin  either  by  a rim  of 
untattooed  angioma  or  by  a border  of 
normal  skin,  the  color  of  which  has  been 
altered  by  tattooing.  This  problem  of 
marginal  coverage  can  be  most  difficult  to 
accomplish  in  cases  in  which  the  port-wine 
stain  consists  of  multiple  mottled  areas. 

After  the  lesion  is  delineated  by  the  dye, 
the  area  is  anesthetized.  Regional  nerve 
blocks  are  accomplished  easily  but  may 
require  supplementary  direct  infiltration  of 
the  skin  toward  the  periphery  of  the  lesion. 
Small  children  are  treated  under  general 
anesthesia.  The  paste  of  pigment  is  ap- 
plied to  the  dermajector  by  using  a small 
paint  brush.  With  the  dermajector  held  as 
one  would  hold  a pen  so  that  the  needles 
penetrate  the  skin  at  an  angle  of  60  degrees, 
even  and  uniform  distribution  of  the  pig- 
ment in  the  dermis  can  be  accomplished. 
If  the  eyelids  are  to  be  treated,  a few  drops  of 
pontacaine  are  instilled  into  the  eye,  and 
the  eyelids  are  stabilized  with  a palpebral 
spatula  (Fig.  5).  Lesions  extending  into 
the  scalp  or  eyebrow  present  no  problem  to 
this  type  of  management.  The  treatment 
is  applied  without  shaving  the  hair.  At  the 
termination  of  the  treatment,  sterile  dress- 
ings are  applied  over  gauze  impregnated 
with  a suitable  ointment.  The  patient 
is  re-evaluated  in  one  month  for  further 
treatment  which,  if  indicated,  is  carried  out 
at  that  time.  About  four  weeks  are  re- 
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FIGURE  6.  Results  of  tattoo  treatments. 


quired  for  evaluation  of  the  degree  of 
camouflage. 

During  the  development  of  this  treat- 
ment, biopsies  were  used  to  evaluate  the 
depth  of  the  lesion  in  order  to  predict  the 
likelihood  of  success.  However,  since  only 
15  per  cent  of  the  port-wine  stains  were  of 
the  subepidermal  type,  biopsies  were  dis- 
continued, and  a “therapeutic  trial”  of  one 


or  two  treatments  was  substituted.  This 
was  found  to  be  an  adequate  gauge  to  the 
probable  success  of  the  therapy,  since 
failure  to  respond  to  one  or  two  treatments 
indicated  that  the  lesion  was  too  superficial 
to  permit  effective  camouflage  by  tattooing. 


Results 

Over  the  past  seventeen  years,  794 
patients  with  port-wine  stains  have  pre- 
sented themselves  for  treatment  at  this 
clinic  (Fig.  6).  Of  these,  59,  or  7 per  cent, 
were  rejected  for  treatment  for  various 
reasons.  A prime  reason  for  rejection  for 
treatment  was  the  scarring  of  the  skin  over 
the  lesion  due  to  previous  radiation.  In 
these  patients  results  cannot  be  expected  to 
be  acceptable.  Of  the  735  patients  accepted 
for  treatment,  35  are  still  undergoing  treat- 
ment. In  60  cases,  therapy  was  discontinued 
after  one  or  two  treatments  because  of 
failure  to  respond  adequately  due  to  the 
fact  that  the  lesion  was  too  superficial.  In 
the  group  of  640  patients  in  whom  treat- 


FIGURE  7.  (A)  Preoperative  view  of  patient  treated  with  radium  in  childhood.  Note  area  of  scarring  in 
center  of  lesion.  This  scarred  area  will  not  accept  camouflaging  pigment.18  (B)  Result  of  treatment  by 
partial  excision  and  coverage  by  cervical  advancement  flap  alone  with  supplementary  tattooing  of  residual 
lesion.18 
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ments  were  completed  to  the  satisfaction  of 
the  patient  and  surgeon,  544,  or  85  per 
cent,  were  judged  to  have  a good  and  ac- 
ceptable camouflage  of  the  lesion;  96,  or 

15  per  cent,  were  listed  as  poor  results  al- 
though there  was  improvement  to  such 
degree  that  problems  of  makeup  were  not  as 
great  as  before  treatment. 

In  the  15  per  cent  of  cases  with  a poor 
response,  this  was  evidenced  by:  (1)  failure 
to  mask  the  lesion  adequately  after  multiple 
treatments  despite  early  favorable  response; 
(2)  variation  in  the  response  with  areas  of 
good  camouflage  near  areas  of  poor  coverage. 
This  was  probably  due  to  the  fact  that  the 
given  capillary  hemangioma  rested  at  vary- 
ing levels  in  the  skin,  from  the  subdermal 
to  the  subepithelial  levels.  (3)  On  rare 
occasions,  streaking  of  the  pigment  was 
an  effect  probably  due  to  faulty  technic  of 
application.  (4)  As  previously  noted,  “rim- 
ming” of  the  lesion  resulted  on  occasion. 
This  was  corrected  by  marginal  excisions. 

It  was  found  necessary  to  apply  a greater 
number  of  successive  treatments  to  a port- 
wine  stain  over  the  upper  lip  than  to  the 
lesion  in  the  same  patient  higher  on  the 
face.  It  has  been  presumed  that  the  more 
dependent  area,  due  possibly  to  gravity,  is 
more  frequently  of  the  subepidermal  type. 
Also,  little  success  has  been  attained  in  the 
camouflage  of  port-wine  stains  over  the 
torso  and  extremities,  presumably  for  the 
same  reason. 

Reports  from  other  clinics  have  been  pub- 
lished on  the  use  of  this  technic.  Hipps, 
Lawson,  and  Straith17  recently  listed  ex- 
perience with  and  excellent  results  in  38 
patients. 

Complications 

Complications  are  rare.  Five  instances 
of  cellulitis  were  encountered  in  the  ad- 
ministration of  3,200  treatments.  These 
responded  rapidly  to  penicillin  therapy. 
There  was  an  infectious  granuloma  in  one 
case  that  was  easily  treated  by  excision.  In 

16  cases  (0.5  per  cent)  the  injection  of  a 
capillary  hemangioma  resulted  in  the  con- 
version of  small  areas  of  the  lesion  into  one 
or  more  cavernous  hemangiomas.  These 
were  no  more  than  2 to  3 mm.  in  diameter 
and  were  treated  successfully  by  multiple 
small  excisions. 


Combined  therapy 

In  the  over-all  treatment  of  capillary 
hemangiomas,  a combination  of  technics 
may  be  indicated.18  In  several  ways, 
surgery  may  be  required  to  achieve  a good 
result.  In  a relatively  small  number  of 
patients  a few  or  many  small  cavernous 
hemangiomas  develop  in  the  area  treated. 
These  are  due  to  trauma  from  the  needles  at 
the  time  of  the  injections  and  are  treated 
easily  by  multiple  minute  excisions.  In 
other  cases  fullness  and  bulkiness  of  the 
occlusal  surface  of  the  lip  on  the  affected 
side  may  require  partial  excision  of  the 
vermilion.  Minor  surgery,  also,  is  indicated 
where  there  is  irregularity  of  deposition  of 
the  pigment  at  the  junction  of  the  port- wine 
stain  with  the  adjacent  normal  skin. 

Major  surgery  has  been  used  in  those 
cases  in  which  extensive  scarring  has  been 
produced  by  previous  therapy,  such  as, 
radiation,  carbon  dioxide  snow,  or  oblitera- 
tive vascular  injection.  In  some  cases,  it  is 
possible  to  excise  the  scarred  areas  and  to 
utilize  camouflage  by  tattooing  for  the 
remaining  unscarred  portion  of  the  lesion. 
The  following  case  report  is  an  example. 

Case  reports 

Case  1 (Port-wine  stain  of  deep  dermal  type 
treated  by  excision  of  central  scarred  area  and 
camouflaged  by  tattooing  of  eyelid  and  lip). 
This  fourteen-year-old  female  was  admitted  to 
The  New  York  Hospital  with  a capillary 
hemangioma  of  the  left  cheek  that  had  been 
treated  unsuccessfully  with  radium.  The  ra- 
dium was  applied,  at  monthly  intervals,  from 
one  year  to  seven  years  of  age.  This  resulted 
in  a white  scar  in  the  center  of  the  lesion  which 
extended  from  the  left  lower  eyelid  to  the 
corner  of  the  mouth;  from  nose  to  lateral  cheek 
(Fig.  7A).  The  initial  treatment  at  this  clinic 
was  the  excision  of  the  central  scarred  area  of 
the  lesion  and  coverage  by  the  advancement  of 
malar  and  cervical  skin  and  subcutaneous  tissue. 
This  left  a remnant  of  unscarred  angioma  over 
the  lower  eyelid  and  upper  lip.  These  areas 
were  given  six  treatments  by  tattooing.  The 
final  result  was  excellent  (Fig.  7B). 

In  those  cases  which  are  completely  sub- 
epidermal,  as  determined  by  a preliminary 
trial  treatment  or  biopsy,  surgical  excision 
may  be  advised.  This  applies,  of  course, 
only  to  those  port-wine  stains  which,  by 
reason  of  size  and  location,  lend  themselves 
to  a successful  surgical  procedure.  No  case 
has  come  to  the  attention  of  the  authors 
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FIGURE  8.  (A)  Preoperative  view  of  patient  treated  by  excision  and  coverage  with  cervical  advancement 
flap,  full-thickness  skin  grafts,  and  tattooing.  (B)  Postoperative  view  of  patient  in  (A)  showing  final  result.18 


in  which  complete  excision  with  coverage 
by  skin  graft  has  yielded  an  ideal  result. 
Many  cases  have  been  examined  through  the 
years  that  were  operated  on  at  other  clinics, 
but  none  have  been  treated  by  such  a plan 
in  this  clinic.  Invariably,  the  result  has 
been  marred  by  failure  of  the  skin  graft  to 
provide  a surface  acceptable  in  color  and  in 
appearance  and  by  the  development  of  de- 
forming linear  cavernous  angiomas  at  the 
junction  of  graft  and  adjacent  skin.  Sub- 
sequent excision  of  these  linear  areas  is 
never  successful,  since  they  recur  for  reasons 
which  are  obscure.  Surgical  excision  of  a 
port- wine  stain  of  the  face  should  be  ad- 
vised only  when  the  lesion  is  of  such  size 
and  location  that  an  advancement  flap  can 
be  carried  out  successfully  to  effect  coverage 
of  most  of  the  area.  Residuals  of  the  lesion, 
over  the  eyelids  or  lips,  then  may  be  excised 
and  the  areas  surfaced  with  patterned, 
whole-thickness  grafts  of  skin.  The  follow- 
ing case  report  is  an  example: 

Case  2 (Subepidermal  port-wine  stain 
treated  by  excision  and  advancement  flap  with 
skin  grafts  to  eyelid  and  lip).  This  patient 


was  first  admitted  to  this  clinic  at  the  age  of 
twenty  years  with  a capillary  hemangioma  of 
the  right  side  of  the  face  (Fig.  8A).  The 
angioma  was  of  the  subepidermal  type,  that  is, 
it  was  very  superficially  situated  in  the  dermis. 
The  first  treatment  consisted  of  partial  excision 
of  the  lesion.  Coverage  was  effected  by  medial 
advancement  of  the  malar  and  cervical  skin.  A 
second  partial  excision  was  carried  out  two 
months  later  leaving  two  areas  of  residual 
hemangioma  over  the  lower  eyelid  and  upper 
lip.  Three  months  later,  these  remaining 
areas  were  excised.  The  defect  of  the  lower 
eyelid  was  covered  with  a full-thickness, 
postauricular  skin  graft.  A split-thickness 
skin  graft  was  used  to  cover  the  defect  in  the 
upper  lip.  This  split  graft  was  later  replaced 
by  a full-thickness  graft  from  the  left  post- 
auricular  area  (Fig.  8B). 

Summary 

In  the  past  seventeen  years,  735  patients 
have  received  a total  of  3,200  treatments  for 
nevus  flammeus  (port- wine  stain)  of  the  head 
and  neck.  The  treatment  consisted  of  dep- 
osition of  insoluble  pigments  into  the 
dermis  overlying  the  lesion  (tattooing),  thus 
camouflaging  the  florid,  abnormal  color. 
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An  average  of  five  treatments  was  necessary. 
Satisfactory  results  were  achieved  in  85  per 
cent  of  cases  accepted  for  treatment.  A 
review  of  the  pathology  and  the  clinical 
aspects  of  capillary  hemangioma  are  pre- 
sented, together  with  the  refinements  in 
technic  which  have  been  developed.  The 
treatment  offers  the  unfortunate  bearer  of 
the  port- wine  stain  relief  from  deformity,  a 
ticket  to  social  anonymity,  and  psychological 
release  from  reaction  of  inferiority. 
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F OLLOWING  THE  INTRODUCTION  in  1937 
of  sodium  diphenylhydantoin  for  the  treat- 
ment of  epileptic  seizures,  a variety  of  re- 
ports indicated  that  a frequent  side-effect 
was  gingival  hyperplasia.  It  was  later 
shown  that  this  compound  accelerated 
gingival  healing  in  normal  subjects  as  it 
“increased  fibroblastic  activity,  clot  or- 
ganization and  epithelial  proliferation.”1 
It  has  also  been  claimed  that  sodium  di- 
phenylhydantoin increased  the  strength  of 
healing  skin  wounds  in  rats,  increased  the 
concentration  of  collagen  and  insoluble 
noncollagen  protein,  and  decreased  dermal 
fat  and  dermal  water.2  3 Some  investi- 
gators4 believe  the  healing  effect  of  the 
drug  is  dose  related,  while  others5  have  re- 
ported opposite  conclusions. 

The  present  work  was  stimulated  by  the 
aforementioned  findings. 

* Sodium  diphenylhydantoin  (Dilantin)  and  placebos 
were  supplied  by  Alain  J.  Sanseigne,  M.D.,  Parke,  Davis  & 
Company,  Detroit,  Michigan. 

This  project  was  financed  in  part  by  the  Foundation  for 
Advancement  of  the  Psychiatric  Sciences,  New  York  City. 


Thirty  hospitalized  chronic  psychiatric 
patients  were  chosen  for  this  project.  The 
group  was  made  up  of  patients  with  schizo- 
phrenia, chronic  brain  syndrome  with  cere- 
bral arteriosclerosis,  and  chronic  brain  syn- 
drome associated  with  senile  brain  disease. 
The  sole  criterion  for  patient  selection  was 
that  all  had  chronic  leg  ulceration,  mainly 
hypostatic  in  nature.  The  ulcers  had  been 
present  for  from  two  to  fifteen  years  with  a 
mean  duration  of  7.1  years.  Occasional 
healing  had  taken  place,  but  this  was 
minimal,  and  most  of  the  patients  had  an 
area  of  ulceration  present  at  all  times  despite 
the  fact  that  they  received  orthodox  topical 
treatment  and  occasional  bed  rest.  The 
subjects’  ages  varied  from  forty  to  seventy  - 
seven,  with  a mean  age  of  sixty. 

The  subjects  were  paired  according  to  the 
clinical  impression  of  the  severity  of  the 
ulcers.  The  matched  pairs  were  then  ran- 
domly assigned  to  Group  A or  Group  B, 
Group  A receiving  sodium  diphenylhydan- 
toin and  Group  B a similar  capsule  con- 
taining a placebo.  Measurements  were 
made  as  in  a previous  study  by  means  of  a 
planimeter  reading  of  the  ulcer  area  as  well 
as  the  actual  scaling  area  around  the  ulcer.6 
Discoloration  was  ignored.  Repeat  measure- 
ments were  carried  out  under  double-blind 
conditions  at  the  end  of  eight  weeks  and 
again  at  the  end  of  thirteen  weeks.  A 
clinical  rating  was  also  given  at  the  end  of 
the  study,  that  is,  after  thirteen  weeks,  on  a 
plus  3 to  minus  3 scale,  plus  3 representing  a 
marked  improvement  of  the  ulcer,  minus  3 
one  which  had  worsened  markedly,  plus 
2 or  minus  2 representing  moderate  change, 
and  plus  1 or  minus  1 showing  mild  change. 
Thus  we  had  three  measurements. 

The  starting  dose  was  600  mg.  (2  capsules 
three  times  daily)  per  day  and  was  given  for 
fourteen  days.  The  dose  range  then  was 
cut  down  to  400  mg.  (2  capsules  twice  daily) 
per  day,  in  some  patients  even  to  200  mg. 
(1  capsule  twice  a day)  or  100  mg.  (1  capsule 
daily)  a day  because  of  side-effects,  mainly 
ataxia  and  dizziness.  One  patient  only  was 
taken  off  medication  because  of  a skin  rash 
similar  to  scarlet  fever  which  is  known  to 
occur  with  sodium  diphenylhydantoin. 
This  patient’s  matched  “twin”  was  also 
dropped  to  preserve  the  experimental  de- 
sign. The  report  is  therefore  on  28  patients. 
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The  least  amount  of  medication  received 
was  7,200  mg.  in  this  thirteen-week  period. 
The  largest  amount  was  30,900  mg.  with  a 
mean  value  of  24,672  mg. 

Results 

The  three  measurements  are  detailed  in 
Table  I.  It  is  seen  that  the  mean  pre- 
treatment ulcer  area  for  Group  A patients  on 
active  medication  was  2.39  square  inches; 
for  Group  B,  the  placebo  group,  it  was  1.86 
square  inches.*  This  difference,  a result  of 
the  selection  technic,  does  not  reach  a 
significant  level  but  does  represent  a bias  in 
favor  of  the  inactive  preparation. 

The  values  for  the  ulcer  area  at  the  end  of 
the  treatment  period  were  2.29  square  inches 
for  Group  A,  a decrease  of  0.1  square  inch; 
and  3.03  square  inches  for  Group  B,  an  in- 
crease of  1.17  square  inches.  A paired  one- 
tailed  t testf  showed  the  increase  to  be 
significant  at  better  than  the  0.01  level. 
Group  A showed  a pretreatment  total  area 
of  skin  involvement  of  2.71  square  inches 
and  a post- treatment  area  of  2.70  square 
inches,  whereas  in  Group  B the  pretreat- 
ment area  was  2.72  square  inches  and  the 
post-treatment  area  was  3.56  square  inches. 
Statistical  analysis  shows  that  the  drug  is 
not  significantly  better  than  the  placebo. 
The  clinical  impression  rating  worsened  by  a 
value  of  minus  0.35  in  Group  B while 
Group  A improved  by  a value  of  plus  0.79, 
significant  at  p less  than  0.05.  The  one- 

* All  area  measurements  listed  are  the  mean  of  the  group 
studied. 

t All  results  were  analyzed  in  this  fashion  unless  stated 
otherwise. 


sodium  diphenylhydantoin  has  been  shown 
to  have  a beneficial  effect  on  the  wound  healing 
process.  A double-blind  study  of  28  hos- 
pitalized chronic  psychiatric  patients  with 
chronic  leg  ulcers  confirmed  this  effect ; 
however,  perhaps  because  of  the  chronicity 
and  the  severity  of  the  lesions  the  results  were 
not  highly  significant.  Further  trials  are 
indicated  in  a more  suitable  experimental 
population. 


tailed  t test  was  used  because  the  analysis 
just  mentioned  assumed  that  we  are  in- 
terested chiefly  in  whether  or  not  the  drug  is 
better  than  placebo.  If  an  alternative 
hypothesis  is  taken  that  the  drug  is  dif- 
ferent from  placebo,  that  is,  either  worse  or 
better,  the  difference  in  the  ulcer  area  using 
a two-tailed  t test  would  still  be  significant, 
but  the  clinical  evaluation  would  not. 

It  was  noted  that  the  differences  at 
eight  weeks  were  less  than  those  obtained  at 
thirteen  weeks.  Group  A showed  no  change 
for  ulcer  area  whereas  Group  B worsened 
by  a value  of  0.57  square  inches  (not  sig- 
nificant). 

Comment 

The  extensive  literature  concerned  with 
both  animal  and  human  experiments  shows 
that  sodium  diphenylhydantoin  can  affect 
the  wound  healing  process.  The  present 
study  confirms  these  results,  but  perhaps 
because  of  the  chronicity  and  the  severity 
of  the  lesions  the  results  |are  not  highly  sig- 


TABLE  I.  Ulcer  measurements  before  and  after  treatment 


Sub- 
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Ulcer  Area 
(sq.  in.) 

- — Active  — ' 
Pre  Post 

Total  Area 
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Clinical 

Evalua- 

tion 

Active 

Sodium 

Diphenyl- 

hydantoin 

(mg.) 

Sub- 

ject 

Ulcer  Area 
(sq.  in.) 

✓ — Placebo  — - 
Pre  Post 

Total  Area 
(sq.  in.) 

✓ — Placebo  — ■> 
Pre  Post 

Clinical 

Evalua- 

tion 

Placebo 

1 

3.73 

0.00 

4.21 

0.00 

+ 3 

30,900 

la 

1.65 

3.91 

2.15 

4.58 

-3 

2 

1.29 

0.48 

1.51 

0.48 

+ 2 

30,900 

2a 

2.14 

1.06 

2.43 

1.80 

0 

3 

2.08 

0.00 

2.43 

2.20 

+3 

14,000 

3a 

4.56 

2.26 

8.37 

2.42 

+ 1 

4 

1.45 

1.30 

1.80 

1.30 

+ 1 

30,900 

4a 

0.57 

3.17 

0.57 

3.17 

0 

5 

7.80 

9.02 

9.17 

9.02 

0 

30,900 

5a 

4.50 

4.36 

4.89 

4.68 

0 

6 

1.21 

1.93 

1.44 

3.11 

0 

19,000 

6a 

2.64 

7.52 

2.70 

8.66 

-3 

7 

0.00 

0.00 

0.51 

0.00 

+ 1 

20,000 

7a 

0.00 

0.00 

1.09 

0.88 

0 

8 

1.18 

1.01 

1.18 

1.29 

-2 

30,900 

8a 

1.40 

1.90 

1.40 

1.90 

-1 

9 

12.05 

17.09 

12.05 

17.07 

-1 

30,900 

9a 

6.29 

13.46 

6.39 

13.49 

0 

10 

0.27 

0.00 

0.27 

0.00 

+3 

7,200 

10a 

1.12 

1.37 

2.91 

1.40 

-1 

11 

1.05 

0.11 

1.05 

1.40 

-1 

19,000 

11a 

0.00 

0.00 

0.22 

0.00 

0 

12 

0.70 

0.00 

0.88 

0.72 

+3 

19,000 

12a 

0.63 

3.16 

2.90 

3.56 

-3 

13 

0.54 

0.36 

1.00 

0.36 

+ 1 

30,900 

13a 

0.45 

0.27 

1.62 

2.84 

+ 1 

14 

0.16 

0.88 

0.48 

0.88 

-2 

30,900 

14a 

0.02 

0.00 

0.46 

0.47 

+ 1 

Mean 

2.39 

2.29 

2.71 

2.70 

0.79 

Mean 

1.86 

3.03 

2.72 

3.56 

-0.35 
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nificant.  However,  it  is  clear  that  the  group 
of  patients  who  received  sodium  diphenyl- 
hydantoin  were  characterized  by  minimal 
improvement  whereas  the  matched  place- 
bo control  group  subjected  to  the  same 
treatment  and  conditions  showed  a marked 
worsening  of  their  lesions.  This  worsening 
was  present  in  all  measurements,  but  the 
analysis  of  the  data  showed  significance  only 
in  the  case  of  the  actual  ulcer  area. 

There  was  no  evidence  to  suggest  that 
patients  who  received  large  amounts  of 
medication  healed  better  than  the  others; 
on  the  contrary,  smaller  does  were  associated 
with  better  healing. 

These  results  confirm  the  other  work  in  the 
field  that  sodium  diphenylhydantoin  has  a 
beneficial  effect  on  the  healing  process,  and 
it  is  felt  that  further  trials  are  indicated 
in  a more  suitable  experimental  population. 

Summary 

The  administration  of  sodium  diphenyl- 
hydantoin and  a placebo  under  double- 
blind conditions  to  two  groups  of  matched 
patients  suffering  from  chronic  leg  ulcers 


is  detailed.  All  three  indices  measured 
showed  improvement  in  the  sodium  di- 
phenylhydantoin group  compared  with  the 
placebo  group.  Statistical  analysis  of  the 
actual  ulcer  areas  demonstrated  a difference 
at  better  than  the  0.05  level  of  significance 
between  the  two  groups. 
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Announcement  Because  of  the  interest  in  the  recent  series  of  12  articles  on  “The  Physician 
in  Civil  Defense”  prepared  by  Solomon  Garb,  M.D.,  and  published  in  the 
New  York  State  Journal  of  Medicine  from  August  1,  1960,  through 
January  15,  1961,  reprints  of  the  series  are  now  available. 

The  12  articles  on  “Survival  in  a Thermonuclear  War”  have  been  reprinted 
in  a 56-page  pamphlet  and  may  be  ordered  from  the  Journal,  750  Third 
Avenue,  New  York,  New  York,  10017,  at  a charge  of  fifty  cents  per  pam- 
phlet to  cover  costs. 
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|n  the  present  highly  mechanized  era, 
with  its  emphasis  on  speed,  further  dis- 
cussion of  head  trauma  is  warranted.  A 
survey  of  the  literature  reveals  a number 
of  pertinent  studies  that  apply  to  our  own 
observations  on  the  subject.  Holbourn1 
used  skull  artifact  models  filled  with  gelatin 
and  analyzed  cross  sections  of  them  in  a 
polariscope  after  impact.  He  concluded 
that  rotational  acceleration  forces  were  the 
main  cause  of  brain  injury  due  to  shear 
strains  following  impact.  Contrecoup  le- 
sions were  considered  due  to  superficial 
shear  strains  in  the  damaged  cortical  areas. 
Courville  and  Blomquist,2,  3 in  their  earlier 
work,  analyzed  actual  craniocerebral  in- 

* This  work  was  supported  by  U.S.  Public  Health  Service 
Grants  GM-09490-2  and  GM-09490-3. 

Presented  at  the  158th  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Section 
on  Pathology,  Clinical  Pathology,  and  Blood  Banking,  joint 
meeting  with  Section  on  Radiology,  February  13,  1964. 


types  OF  traumatic  intracranial  hemorrhage 
include:  subdural  hemorrhage,  which  may 

occur  with  laceration  of  cortical  vessels  asso- 
ciated with  contrecoup  contusions  or  without 
laceration;  epidural  hematoma  which  is  com- 
monly associated  with  a skull  fracture  of  the 
parietotemporal  region  but  which  may  occur 
without  skull  fracture;  subarachnoid  hemor- 
rhage which  may  be  caused  by  trauma  or  by 
spontaneous  rupture  of  a so-called  “berry” 
aneurysm;  and  deep  intracerebral  hemor- 
rhage. Experimental  work  suggests  the 
necessity  of  acceleration,  with  its  resultant  in- 
stant initial  focal  negative  pressure,  to  yield 
the  pathologic  findings  of  contrecoup  contu- 
sions. 


juries  at  the  autopsy  table  and  related 
cerebral  contusions  to  the  site  of  impact  and 
the  configuration  of  the  base  of  the  skull  in  re- 
lation to  the  overlying  brain.  They  proposed 
the  existence  of  a wave  of  force  that  after 
impact  coursed  linearly  through  the  cerebral 
tissue  and  that  this  propagated  wave  gave 
rise  to  the  constellation  of  coup-contrecoup 
lesions.  This  mechanism  occurred  par- 
ticularly when  the  head  in  motion  was 
suddenly  arrested  by  a stationary  object. 

Pudenz  and  Shelden4  showed  by  means  of 
high-speed  photography  of  plastic-domed 
monkey  skulls  that  blows  to  the  head  gave 
rise  to  gliding  and  rotary  movements  of  the 
brain  within  the  cranial  cavity.  Due  to  the 
inertia  of  the  cerebral  mass,  the  brain  lagged 
behind  the  motion  of  the  skull.  The  rotary 
movement  of  the  brain  was  chiefly  in  a 
sagittal  plane,  with  the  falx  cerebri  damp- 
ening appreciable  coronal  movement.  It 
was  also  noted  that  movement  of  the  head 
was  necessary  to  cause  brain  motion. 
Thus,  a blow  that  routinely  caused  a sub- 
stantial amount  of  convolutional  displace- 
ment in  the  freely  movable  head  produced 
little  or  no  brain  movement  when  the  head 
was  immobile.  Finally,  Pudenz  and  Shelden4 
observed  that  removal  of  spinal  fluid  caused 
a marked  increase  in  the  amplitude  of  brain 
movement  following  impact,  the  cerebro- 
spinal fluid  thus  acting  as  a physical  buffer. 

Lindenberg  and  Freytag5  analyzed  a large 
series  of  traumatic  autopsy  cases.  They 
postulated  that  a mass  shifting  of  the  brain 
itself  occurred;  this  was  most  pronounced 
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FIGURE  1.  Subdural  hematoma  accompanying 
cerebral  contusions  and  laceration. 


along  the  direction  of  the  line  of  impact 
and  caused  deep  intracerebral  hemorrhages 
due  to  shearing  forces  within  the  brain,  as 
well  as  contrecoup  contusions  due  to  im- 
pact against  firm  structures.  These  in- 
vestigators stressed  three  kinds  of  traumatic 
situations:  a blow  to  a resting  but  freely 
movable  head,  a sudden  deceleration  of  a 
moving  head  (fall),  and  a force  applied  to 
a fixed  head  (crushing).  Each  situation 
yielded  more  or  less  characteristic  lesions. 
Thus,  a blow  to  a stationary  but  movable 
head  gave  more  pronounced  coup  injury  at 
the  impact  site,  while  a fall  caused  more 
extensive  damage  at  the  contralateral  (con- 
trecoup) area.  With  a force  applied  to  an 
immobile  head,  as  in  crushing,  no  cerebral 
contusions  were  seen  until  extensive  com- 
minuted fracturing  of  the  skull  occurred. 

Pathologic  features 

Subdural  hematoma.  As  far  as  men- 
ingeal hematomas  are  concerned,  there  are 
several  different  mechanisms  involved.  Sub- 
dural hematomas  are  frequently  seen  with 
laceration  of  cortical  vessels  associated  with 
contrecoup  contusions  (Fig.  I).6-8  Sub- 
dural hematomas  without  brain  laceration 
are  most  often  due  to  tearing  of  bridging 
cerebral  veins  as  they  cross  from  the  cere- 
bral cortex  to  the  longitudinal  or  lateral 
sinuses.  Figure  2 shows  the  brain  of  a 
child  compressed  and  stained  by  such  a 
hematoma.  Pudenz  and  Shelden4  demon- 
strated this  mechanism  visually  in  their 
transparently  domed  monkeys;  the  rotary 
movement  of  the  brain  after  impact 
stretched  and  tore  such  veins  in  several  of 


FIGURE  2.  Subdural  hematoma  without  brain  lac- 
eration in  a child.  The  discoloration  represents 
staining  only. 


their  animals.  This  latter  type  of  hemor- 
rhage may  be  unassociated  with  skull 
fracture  or  cerebral  damage  and  can  pass 
unnoticed  and  give  rise  to  the  chronic 
subdural  hematoma.  This  is  in  contrast  to 
the  usual  immediate  subdural  hemorrhage, 
which  is  associated  with  severe  head  injury 
and  underlying  brain  damage.  Vance,7  in  a 
large  series  of  cases,  found  that  the  average 
weight  of  lethal  subdural  hematomas  was 
61  Gm. 

Epidural  hematoma.  Epidural  he- 
matoma is  commonly  associated  with  a skull 
fracture  of  the  parietotemporal  region  that 
tears  a middle  meningeal  vessel  or  one  of  its 
branches,  within  or  outside  of  its  bony 
groove.7-  8 Figure  3 shows  an  epidural  clot 
in  situ  with  a rather  forward  location  after 
removal  of  the  calvaria.  There  are,  how- 
ever, numerous  well-documented  cases  of 
epidural  hematoma  without  skull  fracture, 
and  here  a different  mechanism  is  pos- 
tulated.9- 10  Hooper9  describes  Bell’s  theory 
of  an  impact  flattening  the  skull  surface 
with  loosening  of  the  underlying  dura. 
With  subsequent  rebound  of  the  skull, 
the  dura  is  stripped  from  the  inner  table  of 
bone,  with  tearing  of  small  epidural  vessels 
and  consequent  bleeding  into  the  resultant 
epidural  space.  Epidural  hemorrhages  most 
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FIGURE  3.  A somewhat  unusual,  more  frontal  lo- 
calization of  an  epidural  hematoma  in  situ  after 
removal  of  calvaria. 


I commonly  occur  in  the  young  and  middle- 
aged  adult,  for  it  is  in  this  age  group  that 
the  dura  is  sufficiently  adherent  to  allow 
fixation  and  tearing  of  middle  meningeal 
vessels  by  trauma  but  not  so  adherent  as  to 
prevent  that  necessary  separation  from  bone 
required  for  epidural  hematoma  formation. 
Vance7  found  the  average  weight  of  lethal 
epidural  hematomas  to  be  122  Gm.,  or 
twice  that  of  the  average  subdural  he- 
matoma. Being  usually  arterial,  the  epidural 
hemorrhage  may  reach  a larger  size  more 
rapidly,  with  a corresponding  clinical  course. 

! Sub  arachnoid  hemorrhage.  The  last 

type  of  intracranial  bleeding  in  relation  to 
meninges  is  the  subarachnoid  hemorrhage, 
which  also  is  seen  following  trauma.  The 
trauma  is  usually  limited,  with  massive 
subarachnoid  bleeding  and  no  other  lesions, 
as  seen  in  Figure  4.  More  often,  subarach- 
noid hemorrhage  is  unassociated  with  trauma 
and  is  due  to  the  spontaneous  rupture  of  a 
so-called  “berry”  aneurysm  of  the  circle  of 
Willis  or  its  branches.  Cases  of  subarach- 
noid hemorrhage  have  occurred  following  a 
blow  to  the  head,  with  no  aneurysm  being 
found  at  autopsy.  The  mechanism  here 
may  be  tearing  of  a weakened  portion  of 
vessel  due  to  cerebral  rotation.  This  con- 
dition is  especially  likely  to  occur  in  the 
presence  of  acute  alcoholism,  which  causes 
general  cerebral  vascular  congestion.11 

Deep  intracerebral  hemorrhage. 
Finally,  there  are  the  intracerebral  hemor- 
rhages that  are  found  deeply  placed  as 
satellite  small  and  large  petechiae  in  rela- 
tion to  surface  contusions  and  in  areas 
widely  removed  from  such  sites  of  local 


FIGURE  4.  Subarachnoid  hemorrhage  due  to 
spontaneous  rupture  of  "berry”  aneurysm. 


trauma.  The  so-called  traumatic  purpura 
and  the  streaked  pontine  blowout  hemor- 
rhages that  occur  immediately  following 
trauma  are  in  this  category  (Fig.  5).  These 
hemorrhages  have  been  described  by  many 
investigators,  and  different  theoretical  mech- 
anisms for  their  origin  have  been  pro- 
posed.12’ 13  It  is  this  last  group  of  deeply 
placed  intracerebral  traumatic  lesions  on 
which  we  have  previously  reported.14-16 

Experimental  methods 

We  have  been  studying  the  physical 
factors  involved  in  blows  and  falls.  As 
reported  elsewhere,  using  plastic  skull  models 
filled  with  gelatin  and  photographed  with 
polarized  light  at  1,000  frames  per  second,  we 
have  been  able  to  demonstrate  shear  waves 
and  stresses  moving  through  the  intracranial 
gelatin  mass  at  a speed  of  1.33  meters  per 
second  and  reverberating  back  and  forth 
through  the  model  for  over  30  milliseconds 
following  impact.17 

We  then  constructed  a plastic  skull 
model  with  an  attached  spinal  column  at 
the  foramen  magnum.  Using  highly  sen- 
sitive industrial  pressure  transducers  and 
accelerometers,  we  obtained  recordings  of  the 
waves  of  pressure  and  acceleration  and 
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FIGURE 5.  Pontine  blowout  hemorrhages  following 
cranial  trauma. 


studied  instantaneous  and  peak  pressures 
developed  within  our  water-filled  models 
following  both  blows  and  falls.17  Our  find- 
ings confirmed  the  observations  of  others 
that  following  blows  and  falls,  an  instant 
positive  pressure  develops  at  the  impact  site, 
with  a simultaneous  instant  negative  pres- 
sure at  the  contralateral  site.18*  19 

Comment 

According  to  Gross,20  it  is  not  so  much  the 
positive  but  the  negative  pressures  that  are 
harmful  to  living  tissues.  This  idea  helps 
one  to  understand  why  acceleration  is  neces- 
sary to  obtain  coup-contrecoup  contusions. 
Figure  6 shows  typical  lesions  of  this  type. 
Gross  felt  that  a rapid  focal  lowering  of 
intracranial  pressure  causes  a tension  failure 
of  the  intracerebral  fluid,  enabling  dissolved 
gas  bubbles  to  appear  within  the  brain  tissue. 


FIGURE  6.  Coup  (in  right  occipital  area)  and  con- 
trecoup  contusions  (in  left  frontal  and  temporal 
poles)  following  a fall  on  back  of  head.  Arrow  1 indi- 
cates the  occipital  contusions,  Arrow  2 indicates  an 
intermediary  contusion  in  the  area  of  the  optic  chi- 
asm. 

This  negative  pressure,  however,  only  lasts 
a few  milliseconds,  and  the  rapid  return  to 
normal  or  positive  intracranial  pressure 
causes  a violent  collapse  of  these  bubbles, 
which  are  very  small,  with  minute  but 
marked  local  shear  stresses  rupturing  small 
vessels  in  the  area. 

In  support  of  this  concept  of  accelera- 
tion causing  negative  pressures,  a positive 
pressure  only  was  previously  demonstrated 
on  introducing  a rapid,  air-propelled  pulse 
into  the  vertex  of  our  model  without  any 
accompanying  acceleration. 17  This  was 
done  by  striking  the  plunger  of  an  air-filled 
syringe  connected  to  the  skull  artifact. 
In  comparison,  a blow  to  the  vertex,  which 
accelerated  the  model,  caused  instant  con- 
trecoup  negative  pressures  in  the  basal 
occipital  and  upper  spinal  areas.  However, 
when  the  model  was  imbedded  in  plaster 
and  struck  an  identical  blow  on  the  vertex, 
a reversal  of  the  initial  negative  contrecoup 
basal  occipital  pressure  was  obtained,  which 
then  became  an  initial  positive  pressure.17 
Therefore,  one  may  postulate  the  necessity 
of  acceleration,  with  its  resultant  instant 
initial  focal  negative  pressure,  to  yield  the 
pathologic  findings  of  contrecoup  contusions. 


892  New  York  State  Journal  of  Medicine  / April  1,  1965 


Summary 

The  pathologic  features  of  traumatic 
intracranial  hemorrhage  in  relation  to  the 
meninges  and  within  the  brain  proper  have 
been  reviewed.  Experimental  work  on  the 
importance  of  acceleration  and  focal  nega- 
tive intracranial  pressure  has  been  presented 
to  explain  contrecoup  cerebral  contusions, 
as  well  as  more  deeply  placed  intracerebral 
hemorrhages  following  impact.  A review 
of  the  pertinent  literature  as  applied  to  the 
experimental  work  was  included. 
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Heredity  possible  in  glaucoma 


A Michigan  physician  has  reported  findings 
which  offer  new  evidence  that  glaucoma,  re- 
sponsible for  40,000  cases  of  blindness  in 
America,  tends  to  run  in  families. 

The  report  was  published  in  the  Journal  of  the 
American  Medical  Association. 

Of  136  blood  relatives  of  glaucoma  victims, 
the  author  said,  6.6  per  cent  of  his  study  group 
had  glaucoma  or  borderline  glaucoma.  This 
was  about  three  times  the  expected  incidence  of 
glaucoma  among  the  general  population. 

As  a result  of  the  study  it  was  recommended 
that  those  patients  with  a family  history  of 
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glaucoma  should  be  warned  to  have  regular 
eye  examinations,  including  tonometry. 

“If  all  complete  physical  examinations  on 
persons  over  forty  years  of  age  included  tonom- 
etry, there  is  little  doubt  that  a much  larger 
proportion  of  glaucoma  and  potential  glaucoma 
cases  would  be  diagnosed  early  enough  so  that 
medical  management  could  prevent  any  further 
vision  loss.”  The  disease  is  estimated  to 
occur  in  2 per  cent  of  the  population  over  forty. 

“Hereditary  factors  in  relation  to  glaucoma 
have  been  suspected  for  a long  time,”  the 
article  continued.  “However,  relatively  few 
field  and  clinical  studies  have  been  made  to 
determine  the  nature  and  prevalence  of  heredi- 
tary glaucoma.  Those  studies  which  have 
been  made  show  relatively  great  variations  in 
their  findings.” 
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All  of  the  malignant  conditions  oc- 
curring in  the  anal  canal  and  perianal 
region  comprise  less  than  5 per  cent  of  the 
cancers  which  involve  the  rectum  and 
colon  and  but  a fraction  of  1 per  cent  of  all 
the  cancers  affecting  the  entire  body.  The 
anal  lesions  are  almost  always  keratinizing 
squamous  cell  epidermoid  cancers.  The 
squamous  cell  lesions  are  characterized  by 
the  presence  of  epithelial  pearl  keratin 
formations  (Fig.  1).  Occasionally,  how- 
ever, a nonkeratinizing  cancer  may  appear 
in  the  anal  canal  or  perianal  region,  and 
because  of  its  rarity,  it  is  often  overlooked 
in  differential  diagnosis.  Mucoepidermoid 
anal  cancers  also  have  been  reported.1-3 
These  lesions  can  arise  either  from  the  anal 
glands  or  as  a complication  of  chronic 
anorectal  fistulas. 

Five  distinctive  nonkeratinizing  anal  can- 
cers have  been  recognized.  These  tumors 
arise  at  specific  sites  in  the  anal  canal  from 
the  varied  epithelium  at  the  different  zones. 
The  different  nonkeratinizing  anal  cancers 
show  wide  variations  in  individual  cellular 
patterns,  and  their  invasive  potential  ranges 
from  chronic  noninvasive  growths  to  rapidly 
metastatic  lethal  tumors. 


FIGURE  1.  Keratinizing  squamous  cell  cancer 
showing  distinctive  epithelial  cornifying  pearl 
formations  (X  225). 


Two  of  the  nonkeratinizing  lesions,  basal 
cell  anal  carcinoma  and  perianal  Bowen’s 
disease,  have  an  extremely  low  invasive 
index,  and  if  recognized  reasonably  early, 
can  be  eradicated  easily  by  local  excision. 
The  prognosis  for  advanced  perianal  extra- 
mammary Paget’s  lesion  or  cloacogenic 
transitional  cell  cancer  after  metastatic 
involvement  is  probably  more  serious  than 
for  the  commoner  keratinizing  squamous 
cell  epidermoid  tumor.  A malignant  mela- 
noma of  the  anorectum  and  anal  canal 
presently  offers  an  almost  hopeless  prognosis 
even  after  the  most  radical  surgical  pro- 
cedures. 

The  primary  site  of  these  rare  non- 
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keratinizing  lesions  from  different  zones  of 
origin  in  the  anal  canal  is  a most  important 
consideration  as  an  aid  to  early  diagnosis 
and  for  effective  treatment  before  the 
growth  becomes  too  widespread.  Another 
significant  diagnostic  factor  is  the  decided 
sex  incidence  and  predilection  of  most  of  the 
nonkeratinizing  lesions.  Basal  cell  anal 
cancer  is  more  prone  to  develop  in  the  male 
in  a ratio  of  more  than  2:1.  Perianal 
extramammary  Paget’s  disease,  cloacogenic 
anal  cancer,  and  malignant  melanoma  occur 
more  frequently  in  the  female,  in  a similar 
ratio  of  2:1.  Bowen’s  intraepidermal  can- 
cer is  equally  common  in  both  sexes. 

Anal  basal  cell  epithelioma 

Basal  cell  epithelioma  of  the  anal  region 
is  an  extremely  rare  lesion;  only  about  50 
authenticated  cases  have  been  reported  in 
the  current  medical  literature.4  Most  proc- 
tologists can  be  engaged  in  practice  for 
many  years  before  encountering  a single 
case.  My  first  case,  five  years  ago,  was 
identified  by  the  pathologist  in  a specimen 
which  I had  excised  for  a supposed  “chronic 
anal  fissure.”  A subsequent  case  had  the 
more  typical  indurative  and  erosive  char- 
acteristics of  a “rodent  ulcer.” 

The  average  age  of  patients  with  an  anal 
basal  cell  epithelioma  is  approximately 
sixty  years.  The  lesion  is  more  than  twice  as 
frequent  in  males  as  in  females.  Symptoms 
are  nonpathognomonic,  are  usually  of  many 
months  duration,  and  are  often  masked 
by  associated  minor  anorectal  disease.4-5 
The  lesion  arises  at  the  anal  verge  or  distal 
portion  of  the  anal  canal  and  is  similar 
both  clinically  and  pathologically  to  the 
more  frequent  tumors  seen  on  the  exposed 
aging  skin  surfaces.  Tissue  destruction 
can  be  widespread  in  neglected  cases,  but 
metastases  are  exceptional.  The  diagnosis 
of  a cloacogenic  transitional  cell  cancer,  or 
another  lesion  other  than  basal  cell  cancer, 
should  be  considered  whenever  metastases 
are  present.6 

Management.  Clinically,  all  chronic, 
indurated,  marginal  anal  swellings,  es- 
pecially those  with  an  indolent,  “moth- 
eaten,”  ulcerated  surface  should  be  held 
suspect.  A wide  excisional  biopsy  of  the 
suspicious  area  should  be  made  which  will 
not  only  allow  a diagnosis  but  also  will  be 
an  effective  cure  if  adequate  normal  tissue 


FIGURE  2.  Anal  basal  cell  epithelioma  with  typical 
nests  of  closely  packed  basal  cells  and  single 
marginal  palisading  layer  (X  155). 


margins  are  obtained.  The  early  basal  cell 
anal  lesion  is  usually  unsuspected,  being 
overshadowed  by  the  more  prominent  minor 
anorectal  disease.  The  need  for  a closer 
scrutiny  of  all  tissues  excised  at  operation  is 
obvious. 

The  treatment  of  choice  for  anal  basal  cell 
epithelioma  is  local  excision  because  of  the 
lesion’s  nonmetastasizing  nature.  Malig- 
nant basal  cells  are  radiosensitive,  and  ir- 
radiation therapy  could  possibly  be  em- 
ployed. However,  radiotherapy  is  not  en- 
tirely suitable  in  the  anal  region  because  of 
undesirable  side-effects. 

Histopathologic  features.  Anal  basal 
cell  epithelioma  has  a characteristic  cellular 
pattern  in  the  dermis  similar  to  that  of  the 
lesions  seen  more  often  on  the  exposed  skin. 
The  basal  tumor  cells  are  arranged  in  com- 
pact nests  of  irregular  shapes  and  sizes 
which  are  bordered  by  an  orderly  peripheral 
single  palisading  layer  of  basal  cells  and 
surrounded  by  a fibrous  connective  tissue 
stroma.  The  nests  are  composed  of  closely 
packed,  small,  fairly  uniform  ovoid  or 
elongated  cells  with  hyperchromatic  baso- 
philic nuclei  in  a scant  or  absent  cytoplasm 
(Fig.  2).  Basal  tumor  cells  closely  re- 
semble the  normal  basal  epidermal  cells 
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except  for  the  absence  of  intercellular 
bridging.  Cloacogenic  transitional  cell 
(basaloid)  cancer  and  basosquamous  lesions 
can  bear  a suggestive  histologic  resemblance 
to  the  true  basal  cell  epithelioma,  thereby 
causing  some  confusion.5-7  A mixed  baso- 
squamous cell  cancer  should  always  be 
considered  as  an  epidermoid  squamous  cell 
cancer  for  purposes  of  effective  eradication. 

Perianal  Bowen's  disease 

Bowen’s  disease  is  a very  rare,  slowly 
maturing,  chronic  intraepidermal  squamous 
cell  cancer  (carcinoma  in  situ).  Most  of 
the  lesions  occur  on  the  trunk  or  extremities 
and  are  generally  well  recognized  by  derma- 
tologists. The  occurrence  of  a Bowenoid 
lesion  in  the  perianal  and  external  genital 
areas  is  reported  very  infrequently.  In 
any  part  of  the  body,  Bowen’s  epithelioma 
has  a low  degree  (2  to  3 per  cent)  of  infiltrat- 
ing and  metastasizing  potential  and  can 
remain  in  situ  for  many  years  before  be- 
coming invasive.8-10 

Recent  studies  by  Graham  and  Hel- 
wig,n.  12  Peterka,  Lynch,  and  Goltz13 
indicate  that  the  low-grade  Bowenoid  intra- 
epithelial cutaneous  lesion  may  act  as  a 
signal  for  the  subsequent  development  of 
more  highly  malignant  internal  tumors. 
In  approximately  one  third  of  the  patients 
more  lethal  systemic  cancers  developed 
six  to  ten  years  after  the  original  appearance 
of  a primary  epidermal  Bowen’s  lesion.  The 
need  for  continued  observation  of  these 
cases  is  obvious. 

The  perianal  Bowenoid  lesion  is  found  in 
the  over-forty  age  group  and  has  no  special 
predilection  for  either  sex.  The  early 
epidermal  lesion  may  appear  as  a dull  red, 
irregular,  spreading  plaquelike  area,  with 
eczematoid  crusting  and  weeping.  Central 
degeneration  with  erosions  is  a later  develop- 
ment. The  variable  skin  changes  often 
mimic  other  malignant  diseases  and  benign 
inflammatory  dermatoses.  In  a study  pub- 
lished in  1954  I8  described  Bowenoid  cellular 
changes  in  a patient  with  anal  condylomata, 
and  in  a second  patient  with  a papilloma- 
like perianal  lesion.  The  third  patient  had 
the  classical,  dull  red,  plaquelike  eroded 
eczematoid  lesion.  In  two  additional  but 
unreported  cases  the  lesions  were  also 
plaquelike  and  eczematoid  in  appearance. 

Clinically,  the  diagnosis  of  a perianal 


FIGURE  3.  Plaquelike  perianal  Bowen’s  disease 
with  early,  disorderly,  "wind-blown”  acanthosis  of 
the  epidermal  layer  and  intraepidermal  haloed 
multinucleated  Bowen’s  giant  cells  (X  150). 

Bowen’s  epithelioma  is  often  difficult  to 
establish  if  based  solely  on  the  variable 
surface  appearance  of  the  lesion.  An  exact 
diagnosis  and  prognosis  can  be  established 
readily  by  total  excisional  biopsy  with 
adequate  sectioning  of  the  specimen  to 
determine  the  possibility  of  invasion  into 
the  dermis.  In  1957  I10  reported  a patient 
with  a Bowen’s  perianal  epidermal  lesion 
which  had  been  incompletely  excised  five 
years  earlier.  The  current  lesion  at  the 
same  site  had  undergone  evolution  to]nan 
invasive  basosquamous  cancer  without  met- 
astatic spread.  The  lesion  was  then  suc- 
cessfully treated  by  a more  adequate  local 
excision.  In  the  chronic  intraepithelial 
phase  of  perianal  Bowen’s  disease,  local 
excision  with  adequate  normal  tissue  mar- 
gins will  suffice  for  cure.  Irradiation  ther- 
apy is  not  recommended  for  primary  treat- 
ment of  perianal  Bowen’s  epithelioma. 

Histopathologic  features.  The  micro- 
scopic findings  in  perianal  Bowen’s  disease 
are  quite  diagnostic,  and  include  a disorderly 
“wind-blown”  type  of  epidermal  hyper- 
plasia with  hyperkeratosis  and  parakera- 
tosis in  the  superficial  surface  layers.8-10 
Malpighian  cell  anaplasia  with  atypism  and 
malignant  dyskeratoses  of  varying  degrees 
and  mixtures  are  usually  present.  Inter- 
cellular prickly  cell  bridges  are  retained. 
Bowen’s  hyperchromatic  giant,  “clumped,” 
multinucleated  vacuolated  cells  in  the  mal- 
pighian  cell  layer  are  a most  characteristic 
feature  (Fig.  3).  The  intracellular  vacuo- 
lated spaces  do  not  stain  positively  for 
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mucin  as  is  the  case  in  Paget’s  disease, 
which  makes  pathologic  differentiation  pos- 
sible. Occasionally,  a horn  pearl  formation 
is  present.  A chronic  inflammatory  in- 
filtration of  round  and  plasma  cells  is  gen- 
erally found  in  the  subjacent  dermal  layer. 

Perianal  extramammary  Paget's  disease 

Extramammary  Paget’s  disease  of  the 
external  anogenital  region  is  an  excep- 
tionally rare  chronic  mucinous  adenocar- 
cinoma whose  histopatho  genesis  is  still  a 
subject  of  continuing  debate.  The  ex- 
tramammary Paget’s  lesion  involves  dermal 
apocrine  sweat  glands  as  well  as  the  pluri- 
potential  anal  epithelium.14  The  lesion  is 
found  in  the  axillas  and  external  anogeni- 
tal region  where  the  apocrine  sweat  glands 
are  most  abundant.  About  40  cases  of 
anogenital  Paget’s  disease  have  been  men- 
tioned in  the  current  medical  literature. 
In  more  than  25  per  cent  of  cases  metastatic 
involvement  inevitably  occurs  because  of 
prolonged  delays  in  recognition  and  treat- 
ment of  the  tumor.15 

Clinically,  the  perianal  epidermal  Paget’s 
lesion  is  usually  indicated  by  chronic, 
progressive,  spreading,  treatment-resistant 
eczematoid  skin  changes  associated  with 
crusting  and  weeping.14-16  The  tumor  oc- 
curs, on  the  average,  in  the  sixty-year-old 
age  group  and  is  definitely  more  common  in 
women.  Intractable  anal  itching  is  present 
for  many  months  in  well  over  half  of  the 
cases.  The  extramammary  Paget’s  epi- 
thelioma cannot  always  be  differentiated 
clinically  from  chronic  eroding  inflam- 
matory dermatoses  or  from  other  anal 
malignant  conditions,  such  as  Bowen’s 
disease,  malignant  melanoma,  or  even  epi- 
dermoid cancer.  Unfortunately,  the  Paget’s 
lesion  with  its  chronic  symptoms  often  may 
have  been  present  for  many  months,  and 
even  years,  before  a diagnostic  biopsy 
was  considered.  A specimen  for  biopsy 
should  be  taken  from  every  chronic  perianal 
lesion  not  reasonably  responsive  to  con- 
ventional therapy.  The  prognosis  is  om- 
inous once  metastases  occur. 

The  treatment  of  choice  is  wide  local 
excision  of  the  perianal  lesion  before  the 
otherwise  inevitable  widespread  surface  dis- 
semination and  lymph  nodal  involvements 
have  had  time  to  develop.  The  entire 
specimen  should  be  carefully  examined 


microscopically  for  the  adequacy  of  the 
excision.  Recurrences  are  due  to  failure 
to  include  the  entire  lesion  in  the  dissection. 
Cancer  in  an  adnexal  sweat  gland  in  addi- 
tion to  the  epidermal  lesion  will  be  dem- 
onstrated more  consistently  if  serial  sec- 
tioning of  the  entire  tumor  can  be  done.14 
If  wide  surface  dissemination  and  metastatic 
lymph  node  spread  have  occurred,  the  out- 
look is  grave  even  after  radical  abdomi- 
noperineal resection.  Irradiation  therapy  is 
not  too  effective  as  a primary  treatment  for 
extramammary  Paget’s  disease.15 

Histopathologic  features.  A Paget’s 
mucinous  epidermal  lesion  demonstrates 
acanthosis,  hyperkeratosis,  and  the  sig- 
nificant presence  of  large  pale  vacuolated 
Pagetoid  cells  devoid  of  prickles.  The 
extramammary  malignant  Paget  cell  has  a 
large  single  hyperchromatic  central  or  ec- 
centric nucleus  in  an  abundant  pale  cyto- 
plasm, and  thereby  resembles  the  signet- 
ring cell  of  a mucinous  adenocarcinoma. 
The  Paget  tumor  cells  are  interspersed 
among  normal-appearing  malpighian  prickle 
cells  of  the  epidermis,  or  the  malignant  cells 
can  be  so  numerous  that  normal  epithelial 
cells  are  crowded  to  one  side  (Fig.  4A). 
Cancer  in  an  underlying  dermal  adnexal 
apocrine  gland  may  be  demonstrated  by 
serial  sectioning  (Fig.  4B).  Positive  histo- 
chemical  staining  with  mucicarmine,  pe- 
riodic acid-Schiff  stain  after  diastase  diges- 
tion, or  a positive  aldehyde  fuchsin  reaction 
will  differentiate  the  mucinous  extramam- 
mary Paget’s  disease  from  Bowenoid  epi- 
thelioma, erythroplasia  of  Queyrat,  and 
melanoma.14-16 

Cloacogenic  cancer  of  anorectal  junction 

Highly  malignant  and  distinctive  cloaco- 
genic cancers  of  the  anorectal  junction  have 
been  mentioned  in  recent  publica- 
tions.6- 7*  17-20  Important  contributions  on 
this  subject  have  been  made  by  Grinvalsky 
and  Helwig  in  1956, 17  Wittoesch,  Woolner, 
and  Jackman  in  19576  and  Lone,  Berg,  and 
Stearns  in  I960.18  These  junctional  lesions 
arise  from  entodermal  transitional  cell 
cloacal  remnants  that  have  persisted  at  a 
narrow,  inconstant,  circular  membranous 
cloacogenic  zone  just  above  the  dentate 
line.17  The  transitional  cell  anorectal  tu- 
mors have  distinctive  cellular  patterns  which 
distinguish  them  from  the  keratinizing 
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FIGURE  4.  (A)  Perianal  extramammary  Paget’s  disease  showing  hyperkeratosis,  replacement  of  epidermal 
malpighian  prickle  cells  by  mucinous  vacuolated  Paget  cells,  and  a chronic  round  cell  infiltrate  in  the  sub- 
jacent dermis  (X  150).  (B)  Nest  of  apocrine  Paget's  cells  in  dermal  layer  invading  the  overlying  epidermis 
(X  75). 


squamous  cell  cancers  of  the  anal  canal, 
adenocarcinoma  of  the  rectum,  and  from 
basal  cell  cancer  at  the  distal  anal  mar- 
gin.19’ 20 

Some  confusion  and  uncertainty  cur- 
rently exist  regarding  the  cloacogenic  ano- 
rectal lesions.  A mixed  terminology  has 
been  employed  by  various  investigators 
to  designate  these  transitional  junctional 
lesions.  Descriptive  terms,  such  as  cloaco- 
genic cancer,  transitional  cell  cancer,  basa- 
loid  cancer,  basaloid  small  cell  cancer, 
basaloid  squamous  cell  cancer,  undiffer- 
entiated squamous  cell  cancer,  and  others 
have  been  used  to  describe  apparently 
similar  tumors.  The  term  “basaloid”  is 
particularly  unfortunate  and  misleading 
when  applied  to  a tumor  with  the  lethal 
metastatic  potential  of  the  cloacogenic 
transitional  cell  junctional  lesion.6-  18 

Clinically,  a few  pertinent  observations 
based  on  current  information  can  presently 
be  made  about  patients  with  cloacogenic 
anorectal  lesions.6*  7*  17-20  Most  of  the  re- 
ported tumors  have  occurred  in  females,  the 
ratio  being  more  than  2:1.  Usually,  there 
is  a sudden  onset  of  nontypical  clinical 
symptoms,  rapid  growth,  and  an  early 
metastasis  of  the  cloacogenic  anorectal 
tumor.  The  lesions  are  symptomatically 
and  morphologically  indistinguishable 
from  the  more  common  columnar  cell 
adenocarcinoma  occurring  at  the  distal 
rectum  and  the  keratinizing  squamous  cell 
cancer  of  the  anal  canal.  A histologic 
similarity  between  the  noncornifying  transi- 


tional cell  tumors  of  the  anorectum  and 
their  analogues  in  the  cloacogenic  portion  of 
the  bladder  is  startling.  An  early  biopsy 
for  an  exact  diagnosis  is  most  important  for 
effective  treatment.  Prompt  radical  surgi- 
cal removal  is  the  treatment  of  choice  for 
junctional  lesions. 

In  1961,  I19  reported  a series  of  8 cases  of 
transitional  cell  cancer  after  reviewing  the 
records  of  all  anal,  rectal,  and  colon  tu- 
mors catalogued  at  the  University  of 
California  Medical  Center.  The  8 junc- 
tional lesions  involved  either  the  distal 
rectum  or  the  proximal  portion  of  the  anal 
canal  or  were  astride  the  anorectal  junction. 
Four  of  these  8 patients  died  of  their  disease 
despite  abdominoperineal  resection,  a mor- 
tality rate  of  50  per  cent.  In  1963,  I20 
reported  a second  series  of  7 additional 
patients  with  cloacogenic  junctional  lesions. 
In  3 of  these  cases,  a transitional  cell  lesion 
was  discovered  after  routine  pathologic 
examination  of  tissues  removed  during 
hemorrhoidectomy. 

No  firm  conclusions  can  be  drawn  from 
these  two  small  series,  but  certain  facts  can 
be  presented  for  consideration.  The  sex 
distribution  was  predominantly  female,  with 
a ratio  of  12:3.  The  average  duration  of 
symptoms  for  the  entire  group  of  15  cases 
was  relatively  brief,  approximately  six 
months.  Thirteen  patients  submitted  to 
radical  abdominoperineal  resection,  while  2 
refused  operation.  Metastatic  lymph  node 
involvements  were  found  in  10  of  the  13 
surgically  treated  cases.  More  intensive 
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studies  are  needed  for  a complete  evaluation 
of  the  cloacogenic  junctional  lesion  to  place 
it  in  its  proper  perspective. 

Histopathologic  feature.  Micro- 
scopically, the  nonkeratinizing  cloacogenic 
transitional  cell  anorectal  lesions  differ 
distinctly  from  the  keratinizing  squamous 
cell  and  basal  cell  epitheliomas.19’  20  The 
junctional  zone  cloacogenic  tumor  is  com- 
posed of  irregular  submucosal  nests  of 
transitional  cells  surrounded  by  a desmo- 
plastic connective  tissue  stroma.  Multiple 
peripheral  palisading  of  transitional  cells 
occurs  as  well  as  eosinophilic  central  necrosis 
in  the  cell  masses.  The  tumor  cells  are 
moderately  large,  uniform,  ovoid,  or  po- 
lygonal with  rounded  and  oval  vesicular 
nuclei,  and  have  a striking  similarity  to 
the  cells  of  papillary  transitional  cell  tu- 
mors seen  at  the  vesical  neck  and  posterior 
urethra  (Fig.  5).  This  is  readily  explained 
by  the  common  embryologic  origin  from  the 
primitive  cloaca.17  Keratin izat ion  and  epi- 
thelial pearl  formations  are  rare  or  entirely 
absent. 

Anorectal  malignant  melanoma 

Anorectal  malignant  melanoma  is  for- 
tunately a comparatively  rare  tumor  with  an 
extremely  lethal  potential.  More  than  150 
anorectal  lesions  have  been  reported  in  the 
current  medical  literature.21  No  case  of 
anorectal  melanoma  has  been  recorded  in  the 
medical  files  at  the  University  of  Cali- 
fornia Medical  Center  to  date.  The  ano- 
rectum  is  the  third  most  frequent  site  of 
origin  of  melanoma,  the  first  two  being  the 
skin  and  eyes.  Melanoma,  also  referred  to 
as  malignant  melanoma,  melanosarcoma,  or 
melanocarcinoma,  probably  arises  from 
the  ectodermal  epithelium  at  the  anorectal 
junction.  The  prognosis  is  uniformly  poor 
because  of  the  dynamic  growth  potential 
with  early  tissue  spread  both  cephalad  and 
caudad,  rapid  venous  and  lymphatic  me- 
tastasis, and  an  exceptionally  high  recur- 
rence rate  even  after  the  most  radical 
surgical  excision.21-25  Melanoma  is  un- 
questionably the  most  lethal  of  all  the  tu- 
mors occurring  in  the  anal  canal  and  perianal 
region. 

Clinically,  the  gross  appearance  and 
symptomatology  of  anal  melanoma  are  not 
generally  pathognomonic  so  that  clinical 
recognition  may  be  unduly  delayed.  A 


FIGURE  5.  Cloacogenic  cancer  of  the  anorectal 
junction  with  marginal  multiple  transitional  cell 
palisading.  Epithelial  pearl  keratin  formations  are 
absent  (X  160). 


sensation  of  anorectal  fullness  and  tenesmus 
are  often  present,  and  eventually  bleeding 
occurs  because  of  encroachment  of  a rapidly 
growing  tumor  on  the  anal  sphincters  and 
sensory  nerves.  The  lesion  may  simulate  a 
strangulated  or  a thrombosed  hemorrhoid,  a 
mucosal  rectal  polyp,  or  a protruding  papil- 
lomatous mass.23-  24 

A diagnosis  of  anal  melanoma  is  some- 
times made  unexpectedly  by  the  pathologist 
after  routine  tissue  examination  following 
minor  anorectal  surgery.21-  23  All  excised 
surgical  specimens,  however  minor,  should 
always  be  carefully  scrutinized  micro- 
scopically. Most  of  the  anal  melanomas 
are  pigmented,  but  about  one-third  are 
amelanotic,  making  the  differentiation  from 
a hemorrhoid  or  a mucosal  polyp  even  more 
confusing.  Every  pigmented  anorectal  le- 
sion should  be  viewed  with  suspicion,  and 
biopsy  specimens  should  be  obtained 
promptly. 

Abdominoperineal  resection  is  the  gen- 
erally accepted  current  treatment  of  choice 
for  anorectal  melanoma.  Additional  aorto- 
ilio-pelvic  and  bilateral  inguinal  node  block 
dissections  have  not  materially  aided  in 
improving  the  extremely  poor  survival 
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FIGURE  6.  Anorectal  malignant  melanoma  with 
tumor  cells  showing  marked  pleomorphism  with 
spindle  and  ovoid  cells  and  varying  cytoplasm. 
Melanin  is  not  evident  (X  288). 


rate.24  Irradiation  therapy,  either  as  a 
primary  or  secondary  treatment,  does  not 
significantly  increase  longevity.  Very  few 
patients  have  lived  more  than  forty  months 
even  after  the  most  radical  surgical  ap- 
proach.21 Surprisingly,  3 reported  patients 
have  survived  longer  than  five  years  after 
local  procedures  done  for  benign-appearing 
anorectal  disease;  melanoma  was  discovered 
only  after  pathologic  examination.  These 
3 patients  have  fared  much  better  than 
those  having  radical  abdominoperineal  re- 
sections after  which  early  death  inevitably 
occurs.26*  27  The  salvage  rate  may  possibly 
be  improved  if  perfusion  therapy  with 
chemotherapeutic  agents  is  added  to  the 
therapeutic  regimen. 

Histopathologic  features.  The  gross 
appearance  of  anorectal  melanoma  is  not 
always  pathognomonic,  but  the  micro- 
scopic cellular  pattern  is  similar  to  that 
of  a melanoma  more  commonly  seen  in  other 
locations  of  the  body.  The  melanoma 
shows  a marked  cellular  pleomorphism, 
varying  from  markedly  spindle  to  poly- 
hedral and  triangular  forms  with  an  abun- 
dant but  variable  cytoplasm23  (Fig.  6). 
Mitotic  figures  and  iron-free  melanin  pig- 


ment are  not  always  present  or  constant. 
The  cellular  masses  vary  from  pseudo - 
alveolar  nests  to  haphazard  patterns.  Only 
two-thirds  of  the  lesions  have  melanin  pig- 
ment in  varying  degree;  the  remaining  one- 
third  are  amelanotic.  However,  the  re- 
current lesions  and  generalized  metastases 
which  are  always  present  in  fatal  cases  are 
heavily  pigmented. 

Summary 

The  rare  nonkeratinizing  cancers  of  the 
anal  region  are  often  overlooked  in  differ- 
ential diagnosis.  They  differ  distinctly 
from  the  usual  keratinizing  squamous  cell 
anal  cancers  in  their  cellular  patterns, 
malignant  potential,  sex  incidence,  and 
primary  site  of  origin  in  the  anal  canal. 

These  unusual  lesions  cannot  always  be 
recognized  clinically  from  their  gross  ap- 
pearance alone.  An  earlier  diagnosis  could 
be  made  more  frequently  if  biopsy  speci- 
mens were  taken  from  all  suspect  lesions. 
In  addition,  all  tissues  removed  during 
minor  anorectal  surgery  should  be  sub- 
jected to  close  microscopic  scrutiny. 

Five  types  of  nonkeratinizing  cancers 
may  occur  in  the  anal  region.  The  in- 
dividual lesions  present  varied  cellular 
patterns,  sex  distribution,  and  differ  con- 
siderably in  their  lethality.  The  basal  cell 
epithelioma  and  perianal  Bowen’s  disease 
have  a very  low  degree  of  invasive  potential 
and  can  be  eradicated  by  local  excision. 
The  prognosis  for  advanced  extramammary 
Paget’s  disease  with  metastases  and  for 
cloacogenic  junctional  cancer  is  far  more 
serious.  Anorectal  malignant  melanoma  is 
invariably  fatal  even  after  radical  surgical 
excision. 
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Ideas  on  nitrogen  narcosis 


New  ideas  about  nitrogen  and  how  it  might 
affect  deep-sea  divers,  astronauts,  and  surgical 
patients  were  presented  at  the  annual  meeting 
of  the  Medical  Society  of  the  State  of  New 
York  by  Prof.  Wallace  O.  Fenn,  director  of  the 
Space  Science  Center  at  the  University  of 
Rochester. 

Speaking  at  a space  medicine  symposium. 
Dr.  Fenn  told  of  experiments  with  fruit  flies 
which  showed  a previously  unseen  relationship 
between  oxygen  and  nitrogen.  The  tests 
showed  that  “nitrogen  narcosis”  becomes 
much  more  serious  if  the  oxygen  component 
of  the  total  pressure  is  allowed  to  rise  also. 
Dr.  Fenn  discovered  that  he  could  prevent 
narcosis  in  fruit  flies,  even  under  very  high 
nitrogen  pressures,  by  holding  down  the  amount 
of  oxygen. 

If  the  results  hold  true  for  human  beings,  it 
could  mean  that  the  present  concept  of  nitrogen 


18.  Lone,  F.,  Berg,  J.  W.,  and  Stearns,  M.  W.,  Jr.: 
Rasaloid  tumors  of  the  anus,  ibid.  13:  907  (1960). 

19.  Grodsky,  L.:  Transitional  cell  cancer  of  the  anus  and 
rectum,  California  Med.  95:  386  (1961). 

20.  Idem:  Cloacogenic  cancer  of  the  anorectal  function. 
Report  of  seven  cases,  Dis.  Colon  Rectum  6:  37  (Jan.-Feb.) 
1963. 

21.  Mikal,  S.:  Malignant  melanoma  of  the  anus  and 

rectum,  Am.  J.  Surg.  103:  191  (Feb.)  1962. 

22.  Raven,  R.  W.:  Anorectal  malignant  melanoma,  ibid. 
79:  85  (1950). 

23.  Quan,  S.  H.  Q.,  White,  J.  E.,  and  Deddish,  M.  R.: 
Malignant  melanoma  of  the  anorectum,  Dis.  Colon  Rectum 
2:  275  (1959). 

24.  Pack,  G.  T.,  and  Martins,  F.  G.:  Treatment  of 

anorectal  malignant  melanoma,  ibid.  3:  15  (1960). 

25.  Berkley,  J.  L.:  Melanoma  of  the  anal  canal.  Report 
of  a case  of  five-year  survival  after  abdominoperineal  resec- 
tion, ibid.  3:  159  (1960). 

26.  Braastad,  F.  W.,  Dockerty,  M.  B.,  and  Dixon,  C.  F.: 
Melano-epithelioma  of  the  anus  and  rectum;  report  of  cases 
and  review  of  literature.  Surgery  25:  82  (1949). 

27.  Probstein,  J.  G.:  Malignant  melanoma  of  the  anorec- 
tum. Report  of  a case  without  recurrence  forty-three  months 
following  only  local  excision,  A.M.A.  Arch.  Surg.  75:  253 
(1957). 


narcosis  will  be  replaced  by  a combined  nitrogen- 
oxygen  effect. 

Astronauts  could  suffer  “bends”  if  their 
pressurized  capsules  contained  nitrogen.  The 
gas  would  come  out  of  solution  when  they 
exposed  themselves  to  the  lower  pressures  used 
in  the  space  suits  they  would  wear  while  explor- 
ing the  moon,  for  example. 

Although  the  fruit  fly  experiments  cannot  be 
applied  directly  to  the  “bends”  problem,  they 
may  reveal  information  about  the  biological 
effects  of  nitrogen  and  other  inert  gases  in  the 
air.  This  would  help  scientists  decide  how 
much,  if  any,  nitrogen  should  be  included  in 
space  capsules. 

Dr.  Fenn’s  experiments  showed  that  the 
fruit  flies  suffered  ill  effects  if  the  oxygen- 
nitrogen  balance  was  altered  too  far  in  either 
direction,  with  nitrogen  narcosis  and  suffocation 
forming  the  high  and  low  limits.  He  said  that 
the  work  with  insects  might  offer  clues  to  the 
understanding  of  oxygen  poisoning.  If  so, 
it  could  affect  the  development  of  technics  for 
performing  surgery  in  high-pressure  chambers. 
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Recurrent  Hematuria 


Case  history 

A sixty-two-year-old  white  male  was  well 
until  three  months  before  admission  when 
he  noticed  slight  bleeding  on  urination. 
This  recurred  five  days  before  hospitaliza- 
tion and  was  associated  with  dysuria, 
oliguria,  and  dark  hematuria  and  was  fol- 
lowed by  the  passage  of  several  blood 
clots.  There  was  a weight  loss  of  3 to  4 
pounds  in  the  past  two  months.  He  had 
had  nocturia  one  time  per  night  for  the  past 
two  or  three  weeks.  On  physical  examina- 
tion he  was  noted  to  be  an  alert,  well- 
developed,  well-nourished,  middle-aged  white 
male  in  no  distress.  He  was  afebrile.  His 
neck  was  supple  with  no  adenopathy.  His 
chest  was  symmetrical  and  flat  with  faint 
diffuse  inspiratory  wheezes  which  were 
loudest  in  the  right  base.  His  abdomen 
was  protuberant  with  a curved  nontender 
mass  noted  extending  8 cm.  below  the  right 
costal  margin.  He  had  a hemoglobin  of 
14.6  Gm.  per  100  ml.  with  a hematocrit  of 
43.  The  white  cell  count  was  12,900  with  a 
normal  differential.  His  urinalysis  revealed 
a trace  of  albumin  and  many  red  blood  cells. 

Radiologic  discussion 

George  Shaheen,  M.D.f:  We  have  a 

sixty-two-year-old  man  with  a three-month 
history  of  recurrent  hematuria  and  a story 
suggesting  partial  lower  urinary  tract  ob- 

* Present  address:  Chief  of  Diagnostic  Radiology,  Santa 
Barbara  Cottage  Hospital,  Santa  Barbara,  California. 

f Formerly  Senior  Resident  in  Radiology,  State  University 
of  New  York  Upstate  Medical  Center,  now  at  Columbia- 
Presbyterian  Medical  Center,  New  York  City. 


struct  ion.  On  plain  films  of  the  abdomen 
the  left  renal  and  psoas  shadows  are  well 
seen.  In  the  right  side  there  is  a large, 
globular  soft  tissue  mass  which  probably 
corresponds  with  what  is  palpated.  The 
right  psoas  margin  is  not  seen. 

After  the  injection  of  radiopaque  material, 
there  is  a rather  definite  left  nephrogram. 
The  right  renal  outline  is  never  well  seen. 
At  three  minutes  radiopaque  material  ap- 
pears on  the  left  with  normal  calyces,  pelvis, 
and  ureter.  The  bladder  is  small  and  there 
is  marked  trabeculation  of  the  bladder  wall 
suggesting  bladder  outlet  obstruction  of 
some  chronicity.  On  the  right  no  radio- 
paque material  is  excreted.  There  is  a 
rounded,  soft  tissue  shadow  which  occupies 
the  right  upper  quadrant  (Fig.  1). 

On  the  basis  of  the  pyelogram  there  is  a 
large  mass  in  the  region  of  the  right  kidney, 
associated  with  nonfunction  of  the  right 
kidney 

Incidentally,  the  sacroiliac  joints  are 
obliterated  and  there  are  changes  of  rheuma- 
toid spondylitis  in  the  lumbar  spine. 

The  first  film  of  the  retrograde  pyelogram 
shows  that  the  catheter  was  passed  to  the 
region  of  what  ordinarily  would  be  the  right 
renal  pelvis.  The  subsequent  films  show  a 
better  outlined  renal  shadow.  The  in- 
ferior pole  is  greatly  expanded  and  rounded. 
With  the  injection  of  contrast  material 
into  the  right  collecting  system  there  is 
nonfilling  of  the  inferior  calyces  and  an 
enormously  enlarged  cortical  diameter. 
The  proximal  pelvis  is  irregular  and  there  is 
a large  irregular  filling  defect  in  the  in- 
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FIGURE  1.  Intravenous  pyelogram  film  at  three 
minutes. 


FIGURE  2.  Right  retrograde  pyelogram  demon- 
strating pelvic  defect  and  globular  expansion  of 
the  inferior  pole  with  nonfilling  of  the  inferior  cal- 
yces. 


ferior  margin  of  the  pelvis.  The  superior 
and  middle  collecting  systems  are  normal 
(Fig.  2).  In  a man  who  has  had  hematuria, 


FIGURE  3.  Opened  kidney  showing  massive 
tumor  in  pelvis  and  involving  almost  all  of  renal 
substance. 


I would  have  to  exclude  the  possibility 
of  adherent  blood  clot.  I don’t  have  any 
criterion  for  making  this  differential  here, 
except  that  the  irregularity  suggests  neo- 
plasm rather  than  smooth  blood  clot.  The 
superior  collecting  system  is  distinctly 
abnormal  in  terms  of  displacement  rather 
than  distortion. 

It  is  expanded,  but  I can  generally  see  the 
outline  of  the  calyces,  and  the  appearance  is 
more  like  hydronephrotic  than  destroyed 
calyces. 

In  summary  there  is  a globular  expansion 
of  the  inferior  pole  of  the  right  kidney,  ac- 
companied by  obliteration  of  the  inferior 
calyces  and  a large  irregular  filling  defect  of 
the  inferior  margin  of  the  pelvis. 

The  differential  is  between  renal  neoplasm 
and  cyst.  Because  of  the  obliteration  of  the 
calyces  and  irregular  defects  in  the  pelvis,  I 
would  designate  this  as  carcinoma  with 
pelvic  extension. 

A physician:  It  seems  to  me  that  there 

are  a number  of  irregularities  involving 
pelvis  and  ureter  all  the  way  down  to  the 
pelvic  brim.  Perhaps  something  is  growing 
all  the  way  along  the  lining.  Doesn’t  this 
suggest  a tumor  beginning  in  the  pelvis, 
obstructing  it  as  well  as  the  inferior  calyces, 
and  growing  into  the  ureter?  I think  the 
large  size  of  the  inferior  pole  is  the  result 
of  hydronephrosis. 
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FIGURE  4.  (A)  Papillary,  more  benign-appearing 
pattern.  (Hematoxylin  and  Eosin  Stain  X 110) 


Dr.  Shaheen's  diagnosis 

Carcinoma  of  the  inferior  pole  of  the  right . 
kidney  with  extension  into  the  renal  pelvis 

Pathologic  discussion 

Henry  J.  Goller,  M.D.:  A large  tumor 

mass  was  noted  to  occupy  the  greater  por- 
tion of  the  right  retroperitoneum,  almost 
totally  involving  the  right  kidney.  The 
tumor  extended  to  the  capsule  of  the 
kidney  (Fig.  3).  The  tumor  is  in  the  pelvis 
and  grows  into  the  infundibulum  of  the 
inferior  calyces. 

J.  Howard  Ferguson,  M.D.:  Histo- 

logically this  is  a typical  clear  cell  carcinoma 
of  the  kidney.  The  renal  vein  was  in- 
volved in  the  process  and  is  totally  occluded. 
Random  sections  from  some  parts  of  the 


in  the  tumor.  (B)  More  typical  clear  cell 


tumor  show  a cystic  papillary  growth 
(Fig.  4A)  which  might  be  classified  alone  as 
benign  papillary  cystadenoma,  but  other 
areas  show  the  typical  pattern  of  clear  cell 
carcinoma  (Fig.  4B).  It  is  for  this  reason 
that  the  diagnosis  of  benign  papillary  tumor 
of  the  kidney  is  misleading.  These  tumors 
must  be  considered  as  at  least  potentially 
malignant.  They  may  be  slowly  growing 
and  rather  late  to  metastasize,  but  experi- 
ence has  shown  their  potential.* 

Histologic  diagnosis 

Clear  cell  carcinoma  of  the  right  kidney  with 
occlusion  of  the  renal  vein 

* Deming,  C.  L.:  Tumors  of  the  kidney,  in  Campbell, 

M.  F.:  Urology,  2nd  ed.,  Philadelphia,  W.  B.  Saunders  Co., 
1963,  p.  912. 
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T he  introduction  of  closed-chest  cardiac 
massage  by  Kouwenhoven,  Jude,  and 
Knickerbocker  in  I9601  has  received  wide 
acceptance  throughout  the  world.  In  many 
university  and  community  hospitals  it  has 
replaced  thoracotomy  with  open  cardiac 
massage  as  the  method  of  choice  for  resusci- 
tation in  cardiac  arrest.  This  method,  how- 
ever, is  not  free  of  accompanying  complica- 
tions. Several  of  these  complications  have 
been  recorded  and  include  fractured  rib, 
fractured  sternum,  pneumothorax,  hemo- 
thorax, hemopericardium,  bone  marrow  em- 
bolization, laceration  of  liver,  laceration  of 
the  spleen,  perirenal  hematoma,  peripan- 
creatic  hematoma,  hemoperitoneum,  and 
peripheral  embolization. 2 ~7 

It  is  the  purpose  of  this  paper  to  report 
a case  exemplifying  a hitherto  unrecognized 
complication  of  closed-chest  cardiac  mas- 
sage. This  complication  is  due  to  occlusion 
of  the  superior  mesenteric  artery  with  in- 
farction of  the  small  intestine  as  the  result 
of  an  embolus  arising  from  a mural  thrombus 
in  the  heart. 


Case  report 

The  patient,  a seventy-six-year-old 
woman,  had  been  under  medical  care  for 
ischemic  heart  disease  since  1955.  She  had 
had  numerous  hospitalizations  elsewhere 
for  two  documented  myocardial  infarctions 
and  had  been  in  chronic  congestive  heart 
failure  since  1961.  Electrocardiograms  since 
April,  1961,  had  revealed  evidence  of  first 
degree  heart  block,  an  old  anterolateral 
infarction,  and  persistent  S-T  elevations  sug- 
gestive of  ventricular  aneurysm.  She  was 
maintained  on  0.15  mg.  of  digitoxin  daily, 
500  mg.  of  chlorothiazide  daily,  1 Gm.  of 
potassium  chloride  daily,  and  a rigorous 
program  of  salt  deprivation.  She  also  re- 
quired large  amounts  of  nitroglycerin  for 
almost  intractable  angina.  Early  in  July, 
1963,  because  of  advanced  congestive  heart 
failure,  she  was  placed  on  a five-day  course 
of  spironolactone  in  addition  to  her  standard 
therapy.  Nevertheless,  her  condition  con- 
tinued to  deteriorate,  and  on  the  evening  of 
July  10,  1963,  she  was  admitted  to  Pitts- 
field General  Hospital  in  acute  pulmonary 
edema. 

Standard  therapy  was  instituted,  in- 
cluding oxygen,  morphine  sulfate,  a mer- 
curial diuretic,  and  intravenous  amino- 
phylline,  in  addition  to  dry  phlebotomy  via 
rotating  tourniquets.  The  patient’s  blood 
pressure  was  unobtainable,  and  an  intra- 
venous infusion  of  5 per  cent  glucose  in 
water  with  100  mg.  of  metaraminol  bitartrate 
was  begun.  Her  blood  pressure  shortly 
rose  to  140  to  170/90  to  110.  An  electro- 
cardiogram revealed  a wandering  atrial 
pacemaker  but  no  other  changes  from  her 
previous  recent  tracings. 

The  patient  seemed  to  be  responding  to 
therapy,  but  approximately  one  hour  after 
admission  suddenly  convulsed  twice  and 
could  not  be  aroused.  Closed-chest  cardiac 
massage  and  mouth-to -mouth  breathing 
were  instituted  within  thirty  seconds,  and 
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1 cc.  of  aqueous  epinephrine  (1:1000)  was 
injected  into  the  left  ventricle.  A cardiac 
monitor  revealed  the  presence  of  ventricular 
fibrillation,  which  was  promptly  terminated 
by  a 350-volt  impulse  from  a defibrillator. 
After  artificial  pacing  with  a cardiac  pace- 
maker for  several  minutes,  the  patient 
achieved  her  own  rhythm.  However,  after 
one  hour  an  episode  of  cardiac  arrest  oc- 
curred. A second  dose  of  intracardiac 
epinephrine  was  given,  and  closed-chest 
cardiac  massage  and  mouth- to -mouth 
breathing  was  reinstituted.  The  patient 
again  achieved  her  own  cardiac  rhythm 
in  several  minutes.  She  was  comatose  for 
three  hours  but  gradually  regained  con- 
sciousness and  became  responsive  to  ques- 
tioning. However,  she  continued  to  be  in 
profound  shock  despite  continuation  of 
metaraminol  bitartrate  intravenously. 

Twelve  hours  after  the  second  resuscita- 
tion she  began  to  pass  bright  red  blood  per 
rectum.  A Levin  tube  was  inserted  in  the 
stomach,  and  this  also  returned  bright  red 
blood.  Examination  of  the  abdomen  re- 
vealed diffuse  exquisite  tenderness.  Sur- 
gical intervention  was  rejected  because  of 
the  prohibitive  risk  and  the  patient  finally 
died  on  the  morning  of  July  12,  1963, 
thirty-six  hours  after  resuscitation.  In- 
terestingly, an  electrocardiogram  done  the 
afternoon  of  July  11  was  virtually  unchanged 
from  previous  ones. 

At  postmortem  examination  the  source 
of  abdominal  bleeding  was  found  to  be  an 
occlusion  of  the  superior  mesenteric  artery 
by  an  embolus,  with  multiple  areas  of  in- 
farction of  the  small  intestine.  There  was 
also  acute  peritonitis  and  an  acute  hemor- 
rhagic gastritis.  The  heart  was  markedly 
enlarged  and  revealed  severe  myocardial 
fibrosis,  with  aneurysmal  dilatation  and 
mural  thrombus  formation.  Associated 
findings  were  bilateral  edema  of  the  lungs 


and  slight  cerebral  edema.  Incidental 
findings  included  marked  nephrosclerosis, 
cholelithiasis,  emphysema  of  the  lungs, 
marked  bilateral  fibrous  pleural  adhesions, 
bilateral  adrenal  cortical  hyperplasia,  and 
an  old  healed  chronic  thyroiditis. 

Comment 

A case  of  cardiac  arrest  occurring  in  an 
elderly  woman  with  advanced  ischemic 
heart  disease  has  been  reported.  The 
patient  died  thirty-six  hours  following 
successful  cardiac  resuscitation  as  a result  of 
massive  infarction  of  the  small  intestine. 
The  superior  mesenteric  artery  was  occluded 
by  an  embolus  that  had  arisen  from  a mural 
thrombus  that  was  presumably  dislodged 
at  the  time  of  closed-chest  cardiac  massage. 
This  is  a complication  of  an  often  useful 
method  of  treatment  that  has  not  been 
reported  previously. 

It  would  seem  worth  while  to  be  aware  of 
the  possibility  of  peripheral  embolization 
following  closed-chest  cardiac  massage  in 
persons  in  whom  pre-existing  ventricular 
aneurysm  or  cardiac  arrhythmia  may  have 
given  rise  to  mural  thrombi. 
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T his  is  A report  of  the  observations  on  a 
diabetic  patient  who  developed  manifesta- 
tions of  acute  cholestatic  jaundice  following 
the  use  of  chlorpropamide  (Diabinese)  and 
then  tolbutamide  (Orinase),  both  derivatives 
of  sulfonamide  drugs.  Their  formulas  are 
shown  in  Figure  1. 

Case  report 

A twenty-year-old  male  college  student 
developed  classic  manifestations  of  diabetes 
mellitus  three  months  before  his  admission 
to  Maimonides  Hospital.  He  had  an  in- 
fection of  the  respiratory  tract  for  a few 
days  and  then  noticed  the  sudden  onset  of 
polydipsia,  polyuria,  and  weakness.  Three 
days  later  he  consulted  his  family  physician 
who  found  evidence  of  marked  glycosuria 
and  hyperglycemia.  He  was  admitted  im- 
mediately to  the  Hempstead  General  Hospi- 
tal for  the  treatment  of  diabetes  mellitus. 
He  was  treated  with  insulin  and  dietary 
restrictions  for  four  days  following  which  the 

This  report  was  aided  by  a grant  from  the  Shirley  Gasman 
League  for  Diabetic  Aid,  Brooklyn,  New  York. 
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FIGURE  1.  Structural  formulas  of  tolbutamide, 
chlorpropamide,  and  sulfanilamide. 


insulin  was  discontinued,  and  he  was  given 
one  tablet  of  chlorpropamide  (0.25  Gm.) 
three  times  a day. 

One  week  later  he  started  to  complain  of 
abdominal  cramps  and  nausea.  Three 
weeks  after  he  was  started  on  chlorpro- 
pamide he  began  to  vomit  and  noticed  that 
he  had  become  jaundiced.  He  was  then 
admitted  to  Huntington  General  Hospital. 
Chlorpropamide  was  discontinued  on  admis- 
sion, and  approximately  three  weeks  later  he 
was  discharged,  asymptomatic,  with  the 
jaundice  improved.  Four  days  before 
leaving  Huntington  General  Hospital  he  was 
given  2 tablets  of  tolbutamide  every  morning 
before  breakfast.  He  again  complained  of 
abdominal  cramps,  weakness,  and  weight 
loss.  He  had  lost  15  pounds  in  one  month. 
Approximately  five  weeks  after  starting 
tolbutamide  therapy  he  developed  jaundice 
again.  He  noticed  that  his  stools  became 
clay  colored,  and  the  urine  was  very  dark. 
He  also  complained  of  nausea,  began  to 
vomit,  and  noticed  that  his  eyes  had  become 
a deep  yellow.  He  was  advised  to  discon- 
tinue the  use  of  tolbutamide  and  on  the  fol- 
lowing day  was  admitted  to  Maimonides 
Hospital. 

Examination  revealed  a well-developed 
young  adult  male  with  evidence  of  recent 
weight  loss  and  some  loss  of  skin  turgor. 
The  sclera  had  a significant  yellow  tint, 
but  the  skin  and  mucous  membranes  other- 
wise appeared  normal.  There  were  some 
enlarged  posterior  cervical  lymph  nodes. 
The  cardiac  and  pulmonary  findings  were 
not  revealing.  The  liver  and  spleen  were 
not  palpable. 

The  laboratory  examinations  provided  the 
following  information:  On  admission  on 
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March  22,  1964,  the  urine  showed  2 plus 
sugar,  no  acetone,  and  a trace  of  albumin. 
The  microscopic  examination  showed  few 
white  blood  cells.  The  foam  test  for  bile 
gave  positive  results.  The  stools  were  clay 
colored. 

Analysis  of  the  blood  gave  the  following 
results:  Fasting  blood  sugar  was  159  mg. 
per  100  ml.,  blood  urea  nitrogen  12  mg.  per 
100  ml.,  SGOT  (serum  glutamic  oxaloacetic 
transaminase)  182  units,  GPT  (glutamic 
pyruvic  transaminase)  210,  LDH  (serum 
lactic  acid  dehydrogenase)  315,  cephalin 
flocculation  negative,  total  bilirubin  4.5, 
total  cholesterol  228  mg.  per  100  ml., 
alkaline  phosphatase  28  King-Armstrong 
units,  acid  phosphatase  5.5  King-Armstrong 
units,  calcium  10,  phosphorus  4.4,  carbon 
dioxide  30.5  mEq.  sodium  145,  chlorides  95, 
potassium  5.2,  total  protein  7.4  Gm.  per 
100  ml.,  albumin  4,  and  globulin  3.4. 

Electrophoretic  studies  gave  the  following 
results:  Albumin  54,  globulin  46,  alpha 

globulin  8.1,  beta  globulin  20.3,  and  gamma 
globulin  17.6  per  cent  of  total  protein. 

Hemoglobin  was  15.1  Gm.  per  100  ml., 
hematocrit  46,  white  blood  cells  6,900, 
segments  52,  lymphocytes  36,  monocytes  7, 
and  bands  4. 

Treatment  with  oral  antidiabetic  agents 
was  promptly  discontinued.  The  patient 
was  given  continuous  intravenous  therapy 
consisting  of  10  per  cent  glucose  in  saline  at 
the  rate  of  4 L.  per  day.  Insulin  was  admin- 
istered subcutaneously  in  doses  of  10  units 
every  six  hours  during  the  period  of  the  in- 
travenous therapy.  He  was  also  given  a diet 
consisting  of  300  Gm.  of  carbohydrate,  125 
Gm.  of  protein,  and  100  Gm.  of  fat. 

The  patient  experienced  a prompt  sub- 
sidence in  his  nausea  in  twenty-four  hours, 
and  in  forty-eight  hours  the  scleral  jaundice 
faded  considerably. 

On  March  24,  1964,  laboratory  findings 
showed  a total  protein  of  6.9  Gm.  per  100 
ml.  with  albumin  3.8  and  globulin  3.1. 

The  electrophoretic  pattern  showed  albu- 
min of  54  Gm.  per  100  ml.,  globulin  46, 
alpha  globulin  13.1,  beta  globulin  14.5,  and 
gamma  globulin  17.4. 

On  March  30  the  cephalin  flocculation  was 
negative,  alkaline  phosphatase  17.6,  and 
total  bilirubin  1.4. 

One  week  after  admission  the  patient  was 
discharged  from  the  hospital  clinically  im- 
proved and  free  from  jaundice. 


Comment 

The  patient  developed  jaundice  four  weeks 
after  using  a sulfonylurea  compound,  chlor- 
propamide, with  disappearance  of  the  j aim- 
dice  after  discontinuing  the  drug.  Jaundice 
recurred  promptly  after  resumption  of  the 
use  of  another  sulfonylurea  compound, 
tolbutamide.  This  is  reasonable  presump- 
tive evidence  that  the  attacks  of  jaundice 
were  caused  by  the  sulfonylurea  compounds. 

The  patient  refused  permission  to  have  a 
liver  biopsy  done.  However,  the  develop- 
ment of  signs  of  obstructive  jaundice  with 
loss  of  bile  in  the  stool  and  the  appearance 
of  bile  in  the  urine  plus  evidence  of  hepato- 
cellular damage  as  seen  from  the  elevation  of 
alkaline  phosphatase,  would  indicate  that 
the  patient  had  cholestatic  jaundice.  This 
has  been  described  previously  as  a complica- 
tion following  the  use  of  sulfonylurea  drugs 
and  has  been  found  to  occur  in  0.5  per  cent  of 
diabetic  patients  treated  with  chlorpro- 
pamide.1-2 

The  material  obtained  by  liver  biopsy  in  a 
case  of  intrahepatic  cholestasis  following  the 
administration  of  chlorpropamide  has  been 
studied  with  the  use  of  both  the  light  and 
electron  microscopes. 3 While  the  clinical 
picture  of  obstructive  jaundice  developed  in 
this  patient,  the  laboratory  findings  were 
compatible  with  the  diagnosis  of  hepato- 
cellular damage.  The  study  of  the  liver 
tissue  showed  focal  necrosis,  bile  stasis,  fat 
droplets,  enlarged  portal  tracts  infiltrated 
with  inflammatory  cells,  endoplasmic  mate- 
rial disrupted  and  swollen,  and  the  bile 
canaliculi  dilated  and  filled  with  bile. 

According  to  Gutman,4  intrahepatic 
cholestasis  is  thought  to  be  a hypersensi- 
tivity reaction  and  is  found  to  occur  follow- 
ing the  use  of*  many  drugs.  Among  them 
may  be  listed  thiouracil,  cinchophen,  sulfa- 
diazine, methyltestosterone,  chlorothiazide, 
chlorpromazine,  and  prochlorperazine 
(Compazine).  In  all  these  cases,  discon- 
tinuance of  the  drug  was  followed  by  re- 
covery from  the  hepatic  complications. 

Our  patient  had  an  uncomplicated  re- 
covery. His  jaundice  disappeared  five  days 
after  admission  to  the  hospital.  There  oc- 
curred a gradual  subsidence  in  the  alkaline 
phosphatase  to  normal  values  in  a period  of 
three  weeks.  His  diabetes  was  controlled  by 
a diet  consisting  of  250  Gm.  carbohydrate, 
125  Gm.  protein,  and  75  mg.  fat;  he  also 
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received  25  units  of  NPH  insulin  given  every 
morning  before  breakfast.  Ten  days  after 
admission  he  left  the  hospital  with  recom- 
mendations to  carry  on  with  this  regimen. 

A re-examination  performed  two  months 
after  his  discharge  from  the  hospital  re- 
vealed a well-controlled  diabetic  patient, 
free  of  jaundice.  His  fractional  urine  tests 
revealed  traces  of  sugar,  fasting  blood  sugar 
was  187  mg.  per  100  ml.,  the  serum  bilirubin 
was  1.2  mg.  per  100  ml.,  and  the  alkaline 
phosphatase  fell  to  7.4  units.  Serum  enzyme 
studies  gave  the  following  results:  SGOT 
13  units,  GPT  5 units,  and  LDH  290  units. 
Serum  cholesterol  was  203  mg.  per  100  ml. 

It  is  apparent  from  the  formulas  for 
tolbutamide  and  chlorpropamide  that  they 
are  both  sulfonylureas.  The  side-action  of 
these  agents  are  similar,  particularly  so  far 
as  their  hepato toxic  effects  are  concerned. 
These  are  all  known  to  produce  manifesta- 
tions of  cholestatic  jaundice.  Therefore,  it 
is  suggested  that  where  sensitivity  reactions 
have  been  known  to  follow  the  use  of  any 
one  of  the  drugs  described,  the  other  agents 
should  be  avoided  in  the  same  patient.  The 
experience  of  the  patient  reported  on  would 
tend  to  confirm  this  suggestion  that  the  re- 
action with  jaundice  following  the  use  of 


Good  diet  no  aid  to  alcoholic  rat 

A good  diet  is  not  likely  to  protect  a heavy 
consumer  of  alcohol  from  alcohol-caused  effects 
on  the  liver,  according  to  Charles  Lieber,  M.D., 
chief  of  the  liver  disease  unit  of  the  Second 
(Cornell)  Medical  Division  of  Bellevue  Hospi- 
tal. 

At  a regional  meeting  of  the  American  Col- 
lege of  Physicians  in  New  York  City,  Dr. 
Lieber  described  animal  experiments  indicating 
that  even  individuals  with  fully  adequate  diets 
would  develop  fatty  liver  and  other  abnormali- 
ties if  as  much  as  one  third  of  their  daily  caloric 
intake  was  from  alcohol. 


tolbutamide  would  make  the  use  of  chlor- 
propamide definitely  contraindicated  in  the 
same  patient. 

Summary 

A juvenile-type  diabetic  patient  developed 
jaundice  on  two  occasions  following  the  use 
of  sulfonylurea  drugs.  The  jaundice  dis- 
appeared promptly  when  the  drugs  were 
discontinued.  The  laboratory  findings  were 
consistent  with  those  in  acute  cholestatic 
jaundice.  It  is  suggested  that  when  a hyper- 
sensitivity reaction  occurs  following  the  use 
of  one  sulfonylurea  drug,  another  sulfonyl- 
urea compound  should  not  be  prescribed. 
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In  the  past  there  has  been  a widespread 
belief  that,  given  an  adequate  diet,  alcohol  is 
not  more  damaging  than  sugar.  However, 
research  indicates  that  adequate  diet  does  not 
offer  protection.  The  research  evidence  has 
come  mostly  from  studies  of  rats  fed  liquid 
diets  in  which  alcohol  was  a component,  but 
clinical  experience  with  patients  has  tended 
toward  the  same  conclusion.  The  research 
indicates  that  the  effects  of  alcohol  on  the 
liver  increase  the  organ’s  own  production  of  fat 
and  decrease  the  rate  at  which  fat  is  burned. 

Most  recently  it  has  also  been  found  that  a 
substantial  amount  of  fat  from  the  diet  finds 
its  way  to  the  livers  of  those  rats  living  on  an 
alcohol-supplemented  diet. 
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A review  of  the  literature  suggests  that 
aneurysm  of  the  pancreaticoduodenal  artery 
is  a rare  lesion.  The  first  postmortem 
identification  of  an  aneurysm  occurring  in 
the  superior  pancreaticoduodenal  artery 
was  made  by  Sampsel,  Barry,  and  Steele  in 
1952. 1 In  1956  Hendrick2  reported  the  first 
successful  excision  of  such  an  aneurysm. 
The  second  such  excision  was  reported  by 
Catanzaro,  Merlino,  and  Palumbo  in  1957. 3 
The  third  aneurysm  of  this  artery,  described 
by  Lambert  and  Hyde  in  I9604  as  having 
been  treated  surgically,  was  eliminated  by 
obliteration  of  the  involved  vasculature. 

We  have  been  able  to  find  no  further  re- 
ports in  the  literature  concerning  either  the 
recognition  or  the  treatment  of  such  lesions. 
We  believe,  therefore,  that  the  present  case 
is  only  the  fourth  of  this  nature  reported  for 
which  successful  surgery  was  performed, 
and,  following  that  of  Lambert  and  Hyde,4 
only  the  second  one  in  which  the  diagnosis 
was  made  preoperatively. 

Although  atherosclerosis  is  said  to  account 
for  only  a small  proportion  of  intra- 
abdominal aneurysms,  it  is  thought  to  be 
the  etiologic  agent  in  the  case  which  is  the 


subject  of  this  report.  The  clinical  features 
in  cases  of  pancreaticoduodenal  artery 
aneurysm  may  include  abdominal  pain  and 
hemorrhage,  with  resulting  melena  or 
hematemesis  if  some  portion  of  the  gastro- 
intestinal tract  has  been  eroded.  Inter- 
mittent upper  abdominal  pain  and  bouts  of 
indigestion  have  been  reported  also.  Most 
patients,  however,  have  few  symptoms  prior 
to  rupture  of  the  aneurysm,  which  may  occur 
into  the  peritoneal  cavity  or  into  an  adjacent 
viscus. 

The  diagnosis  is  suggested  by  a pulsating 
mass  in  the  right  upper  quadrant,  which 
may  be  the  site  of  a systolic  bruit.  Recent 
clinical  experience  suggests  strongly  that,  in 
all  cases  of  unexplained  abdominal  pain, 
each  quadrant  should  be  auscultated  care- 
fully for  the  presence  of  a bruit.  While  such 
bruits  are  not  diagnostic  of  aneurysms,  they 
do  suggest  the  presence  of  vascular  disease. 

A flat  film  of  the  abdomen  may  assist  in 
establishing  the  diagnosis  if  calcification  is 
present  in  the  walls  of  the  aneurysm. 
Where  the  aneurysm  is  not  calcified,  an 
aortogram  may  delineate  the  localized  di- 
latation (Fig.  I).5 

Simple  ligation  or  excision  of  the  offending 
artery  has  been  suggested  by  previous 
authors  as  the  treatment  of  choice  for  such 
lesions.  In  this  case,  excision  was  deemed 
feasible  and  was  carried  out  with  a successful 
result. 

Case  report 

A sixty-one-year  old  white  brewery  worker 
was  admitted  to  Doctors  Hospital,  Freeport, 
New  York,  on  July  18,  1961,  complaining  of 
upper  abdominal  pain  of  two  years  duration, 
which  had  been  increasing  in  severity.  He 
had  been  admitted  to  the  same  hospital  on 
five  separate  occasions  during  the  previous 
four  years  because  of  chest  pain,  which  was 
thought  on  some  occasions  to  be  due  to 
coronary  insufficiency  and  at  other  times  to 
pectoral  fibrositis.  In  September,  1960,  a 
left  inguinal  herniorrhaphy  was  performed, 
from  which  the  patient  had  an  uneventful 
recovery.  In  January,  1961,  he  was  re- 
admitted with  left  ureteral  colic  and  cystitis. 
The  rest  of  his  past  history  was  essentially 
negative  except  for  the  usual  childhood 
diseases. 

Prior  to  the  present  admission,  the  patient 
had  been  experiencing  more  or  less  constant, 
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FIGURE  1.  Aortogram  showing  aneurysm. 


right  upper  quadrant  pain  and  generalized 
colic  for  three  months.  In  addition,  he  com- 
plained of  a midepigastric  burning  sensation 
and  tenderness,  which  were  relieved  by 
antispasmodics,  tranquilizers,  and  an  ulcer 
diet. 

A physical  examination  showed  the 
patient  to  be  a well-developed,  white  male  in 
no  apparent  distress.  He  was  afebrile,  with 
a normal  pulse  rate  and  a blood  pressure  of 
150/80  mm.  Hg.  No  abnormal  physical 
signs  were  detected  in  the  chest.  Palpation 
of  the  abdomen  revealed  slight  tenderness  in 
the  midline  above  the  umbilicus. 

The  initial  flat  film  of  the  abdomen  showed 
marked  calcification  of  the  abdominal  aorta 
and  the  common  iliac  arteries.  An  ovoid 


shadow  with  a calcific  rim  3 cm.  in  diameter 
was  observed  in  the  midline  at  the  level  of 
the  first  and  second  lumbar  vertebrae,  and 
this  was  thought  to  represent  an  aneurysm. 
An  aortogram,  performed  nine  days  after 
admission,  disclosed  a normal  aorta.  How- 
ever, the  superior  mesenteric  artery  did  not 
fill  distal  to  the  area  of  arcuate  density  de- 
scribed previously,  and  this  was  a further 
indication  that  the  density  might  be  an 
aneurysm  (Fig.  2). 

A right  paramedian  incision  was  made 
from  the  costal  margin  to  the  pubis,  through 
which  the  abdomen  was  entered.  The  entire 
right  colon  was  mobilized  and  then  retracted 
to  the  left  to  a point  behind  the  midline. 
The  pancreas  was  thus  exposed,  and  a 
walnut-sized  aneurysm  was  found  in  the 
neck  of  this  organ  at  its  superior  border. 
The  adjacent  structures  were  intimately 
adherent  to  the  tissues  in  this  area,  and  the 
aneurysm  itself  was  imbedded  within  the 
substance  of  the  pancreas. 

The  portal  and  splenic  veins,  as  well  as 
their  branches,  were  dissected  free  and 
retracted.  The  hepatic  and  superior  mes- 
enteric arteries  were  likewise  dissected  free 
and  retracted.  The  superior  pancreatico- 
duodenal artery  was  then  identified  and 
found  to  enter  the  aneurysm.  This  was  now 
doubly  ligated  and  divided.  The  pancreatic 
ducts  were  localized,  and  the  substance  of 
the  pancreas  was  entered.  The  aneurysm 
was  freed  and  excised  in  its  entirety. 

The  wound  was  closed  in  layers;  several 
large  Penrose  drains  were  placed  in  the 
region  of  the  pancreas  and  in  the  right  gutter 
through  separate  stab  wounds.  Pan- 

creatic juice  drained  for  a period  of  several 
weeks  but  gradually  subsided.  The 


FIGURE  2.  (A  and  B)  Calcified  aneurysm  seen  during  intravenous  examination  prior  to  aortogram. 
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FIGURE  3.  Probe  through  vessel  with  adjacent 
aneurysm. 


patient’s  convalescence  was  otherwise  un- 
eventful. He  has  felt  well  and  has  been 
symptom-free  since  the  operation. 

Pathologic  report 

The  specimen  consisted  of  an  oval 
structure  3 cm.  in  diameter  (Fig.  3).  At  one 
edge  was  a small  lumen  through  which  a 
probe  could  be  passed.  This  lumen  meas- 
ured about  2 mm.  in  diameter  and  ap- 
parently represented  a short  vascular  seg- 
ment about  1 cm.  long.  Projecting  from  the 
vessel  was  a saccular  aneurysm  3 cm.  in  di- 
ameter, whose  wall  was  calcified  and  meas- 
ured up  to  1 mm.  in  thickness.  The  aneu- 
rysm contained  dark  red,  clotted  blood, 
which  did  not  appear  to  be  a true  thrombus. 


Expanded  U.S.  role  in  birth  control 

The  Federal  government’s  growing  role  in 
providing  birth  control  information  has  been 
reported  by  Murray  Grant,  M.D.,  Director  of 
Public  Health  for  the  District  of  Columbia,  at  a 
meeting  sponsored  by  the  New  York  City 
Public  Health  Association  and  Planned  Parent- 
hood-World Population. 


A microscopic  examination  confirmed  the 
presence  of  calcification  in  the  wall  of  the 
aneurysm. 

Summary 

A review  of  the  literature  reveals  only  3 
prior  cases  in  which  an  aneurysm  of  the 
pancreaticoduodenal  artery  was  successfully 
resected.  In  only  one  of  these  was  the 
correct  diagnosis  made  before  surgery.  In 
the  case  which  forms  the  subject  of  this  re- 
port a definite  diagnosis  was  made  from  the 
radiologic  findings,  and  the  aneurysm  was 
removed  successfully. 

200  S.  Merrick  Avenue,  Merrick, 
New  York  (Dr.  Lannick) 
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Dr.  Grant  pointed  out  that  for  the  first  tim- 
the  Children’s  Bureau  of  the  Department  of 
Health,  Education,  and  Welfare  was  now  per 
mitting  state  health  departments  to  include 
funds  for  family  planning  as  part  of  that 
state’s  total  maternity  program. 

The  Children’s  Bureau  said  it  could  not 
determine  the  number  of  states  or  cities  now 
using  Federal  funds  for  family  planning,  since 
lump  sums  are  granted  for  comprehensive 
maternity  and  infant  care  projects. 
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Since  1951  other  cases  have  been  reported, 
notably  by  Kendall  in  1957, 11  Grant  and 
Rowe  in  1961, 12  and  Knox,  Levy,  and 
Simpson  in  1961. 13  Grant  and  Rowe12 
state  that  42  cases  of  extremity  paralysis 
had  been  reported,  including  30  cases  of 
upper  extremity  and  12  of  lower  extremity 
involvement. 


Motor  Involvement 
in  Herpes  Zoster 

Identical 
Lower  Extremity  Paresis 


MARTIN  S.  WESELEY,  M.D. 

Brooklyn,  New  York 
PHILIP  A.  BARENFELD,  M.D. 

Brooklyn,  New  York 

From  Maimonides  Hospital 


H erpes  zoster  has  been  known  since 
ancient  times.  It  is  due  to  a filterable  virus, 
similar  to  that  of  varicella  which  can  pro- 
voke an  inflammatory  reaction  in  isolated 
spinal  or  cranial  sensory  ganglia,  posterior 
gray  matter,  and  adjacent  leptomeninges. 
It  is  characterized  clinically  by  a vesicular 
skin  eruption,  radicular  neuralgia,  and,  less 
often,  segmental  palsies  and  sensory  loss.12 

Historical  review 

Motor  involvement  accompanying  herpes 
zoster  was  first  described  by  Broadbent  in 
1866 3 in  a patient  who  had  upper  extremity 
weakness  following  the  herpetic  rash.  Sub- 
sequent cases  were  reported  describing 
paresis  and  paralysis  of  the  facial,4  trunk,5  6 
respiratory,7  and  extremity  muscles.8  9 By 
1951,  52  cases  of  motor  involvement  were 
collected  by  Tudor.10  These  were  exclusive 
of  cranial  nerve  lesions.  Of  these  cases  45 
per  cent  involved  the  upper  extremities, 
40  per  cent  involved  the  trunk  muscles,  and 
only  7 cases  were  reported  in  the  lower 
extremities. 


Classification  of  motor  involvement 

Knox,  Levy,  and  Simpson13  mention  that 
herpes  zoster  associated  with  limb  weakness 
may  be  classified  into  four  groups:  (1)  those 
with  flaccid  paresis  localized  to  the  region 
affected  by  the  rash  and  attributed  to 
involvement  of  the  anterior  root  in  its  course 
past  the  necrotic  posterior  root  ganglion; 
(2)  patients  having  spastic  weakness  and 
sensory  impairment  with  a definite  upper 
level  which  are  due  to  involvement  of  the 
spinal  tracts  and  possibly  related  to  demye- 
linating  diseases;  (3)  those  with  spastic 
weakness  of  one  or  more  limbs,  occasionally 
with  sensory  disturbance,  associated  with 
disorders  of  consciousness  and  other  signs 
pointing  to  involvement  of  brain  substance; 
and  (4)  patients  with  widespread  flaccid 
paresis  and  varying  degrees  of  sensory  dis- 
turbance developing  a short  time  after  the 
rash  and  having  the  features  of  peripheral 
neuritis  and  polyradiculitis.  Hultsch14 
believes  that  herpes  zoster  affects  not  only 
the  skin  and  nerve  elements  but  also  all 
organs  within  one  metamere,  including  the 
vessels.  He  states  that  the  vascular  in- 
volvement can  account  for  contralateral 
hemiparesis  (due  to  an  arteritis  in  the 
branches  of  the  homolateral  internal  carotid 
artery),  retinal  hemorrhages,  and  suba- 
rachnoid bleeding.  Adams15  has  demon- 
strated that  the  anterior  horn  can  be  affected 
by  direct  extension  from  the  posterior  horn. 

Pathology 

Von  Barensprung,16  in  1861,  first  dem- 
onstrated that  herpes  zoster  was  a disease 
of  the  nervous  system  by  autopsy  material. 
Head  and  Campbell,17  reporting  3 cases  in 
1900,  described  pathologic  changes  in  pos- 
terior root  ganglia,  posterior  nerve  root, 
spinal  cord,  peripheral  nerves,  and  skin. 

Adams15  and  Denny-Brown,  Adams,  and 
Fitzgerald,  in  1944, 18  further  elucidated  on 
the  histologic  changes  and  pointed  out  four 
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FIGURE  1.  Case  1.  (A)  Four  plus  pitting  edema  over  dorsum  of  foot  before  treatment.  (B)  Weakness  of 
muscles  of  anterior  compartment.  (C)  Weakness  of  muscles  of  lateral  compartment. 


different  histologic  changes  that  distin- 
guished herpes  zoster  from  other  conditions: 

1.  Ganglionitis  marked  by  necrosis  of  all 
or  part  of  the  ganglion,  usually  the  posterior 
half,  most  often  with  hemorrhage  and  sur- 
rounded by  intense  round  cell  infiltration. 

2.  Poliomyelitis  differing  from  anterior 
poliomyelitis  by  its  unilaterally  segmented 
localization  and  greater  involvement  of  the 
posterior  root,  horn,  and  spinal  ganglion. 

3.  Leptomeningitis  in  which  the  cellular 
infiltrate  is  relatively  slight  and  limited 
principally  to  the  involved  spinal  segments 
and  the  nerve  roots. 

4.  Peripheral  mononeuritis  seen  not  only 
in  the  nerves  distal  to  the  involved  ganglion 
but  also  in  the  anterior  root  both  within  the 
meninges  and  in  the  extrathecal  portion  of 
the  roots  contiguous  to  the  involved  spinal 
ganglia. 

Both  peripheral  and  central  nerve  fibers 
undergo  a demyelinating  process  which  in 
most  cases  restores  them  completely.  How- 
ever, in  severe  cases,  healing  by  fibrosis 
occurs. 

Grant  and  Rowe12  cite  that  Brain  showed 
a serologic  relationship  between  the  viruses 
of  herpes  zoster  and  varicella  and  that  Rake 
and  his  associates  showed  a similarity  of  the 
two  viruses  by  electron  microscope  studies. 
More  recently,  Weller  and  his  associates 
demonstrated  by  both  culture  and  serologic 
studies  that  herpes  zoster  and  varicella  are 
caused  by  the  same  virus.12 

Montgomery  in  1921 19  presented 
evidence  indicating  that  the  route  of  entry 
of  the  virus  is  through  the  nerve  terminals 
in  the  skin  followed  by  an  ascending  neuritis. 
He  also  pointed  out  that  the  disease  is  not 


known  to  be  communicable  and  that  one 
attack  grants  immunity,  second  attacks 
being  extremely  rare. 

Wilson  in  1940 20  suggested,  however,  that 
the  primary  site  of  infection  is  the  nasal 
mucosa  and  that  the  virus  was  then  blood- 
borne  to  the  posterior  root  ganglia  and  sub- 
sequently to  the  peripheral  nerves. 

Case  reports 

Case  1.  A sixty-five-year-old  retired 
white  male  was  first  seen  on  August  8,  1961, 
seven  weeks  after  the  onset  of  a painful 
vesicular  eruption  which  started  on  the 
right  buttock  and  extended  down  the  lateral 
aspect  of  the  right  lower  extremity  to  the 
dorsum  of  the  foot.  Swelling  of  the  foot  and 
leg  occurred  soon  afterward  and  persisted. 
An  orthopedic  evaluation  was  then  sought 
by  the  attending  physician. 

A physical  examination  revealed  a 
steppage  gait  on  the  right  side.  The  patient 
could  bear  weight  equally  on  both  lower 
extremities.  Scars  representing  healed  vesic- 
ular lesions  were  present  extending  from  the 
upper  right  buttock  down  the  lateral  aspect 
of  the  extremity  to  the  dorsum  of  the  foot. 
There  was  1 to  2 plus  pitting  edema  over  the 
right  pretibial  area  and  a 4 plus  pitting 
edema  over  the  dorsum  of  the  foot  (Fig.  1A). 
Passive  motion  of  the  ankle  and  subtalar 
joints  was  minimally  restricted  due  to 
swelling.  However,  on  testing  for  active 
motion,  a pronounced  weakness  of  the 
muscles  of  the  anterior  compartment  and,  to 
a lesser  extent,  the  lateral  compartment  was 
found  (Fig.  IB  and  C).  No  sensory  deficit 
could  be  shown.  There  was  hyperesthesia 
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FIGURE  2.  Case  1.  (A)  Diminishing  of  edema  after  treatment.  (B  and  C)  Return  of  motor  power. 


FIGURE  3.  Case  2.  Three  to  4 plus  pitting  edema  over  pretibial  region  and  dorsum  of  foot  and  toes  before 
treatment.  (B  and  C)  Inability  to  dorsiflex  foot  and  toes. 


over  the  area  of  skin  involved  by  the 
herpetic  rash.  Roentgenograms  of  the  foot 
and  ankle  revealed  no  abnormalities. 

The  paralyzed  foot  was  supported  with  a 
plaster  splint  and  subsequently  by  a Klenzak 
foot  brace.  The  swelling  was  controlled  by 
leg  elevation  and  elastic  stocking. 

Motor  power  was  observed  to  return  and 
the  edema  to  diminish  gradually  (Fig.  2). 
The  pain  and  hyperesthesia  persisted.  By 
January  29, 1962,  the  patient  was  completely 
asymptomatic  and  complete  restoration  of 
motor  power  had  occurred.  The  patient  has 
continued  to  remain  well. 

Case  2.  A seventy-six-year-old  white 
female  was  first  seen  on  September  19,  1961, 
complaining  of  pain  in  the  right  lower 
extremity  of  almost  four  months  duration. 
The  onset  was  accompanied  by  a vesicular 
eruption  over  the  dorsum  of  the  right  foot. 
Because  of  the  severity  of  the  pain,  the 
patient  was  admitted  to  the  neurology 


service  of  Kings  County  Hospital  in 
Brooklyn,  on  May  30,  1961.  Among  the 
tests  performed  in  her  work-up  was  a myelo- 
gram done  on  June  6,  1961,  which  showed 
negative  findings.  A routine  spinal  fluid 
examination  was  also  within  normal  limits. 
Approximately  two  weeks  prior  to  her  first 
office  visit,  the  patient  developed  pro- 
gressively severe  swelling  of  the  right  leg  and 
foot.  The  swelling  was  of  a dependent 
nature  subsiding  with  elevation.  Her  pain 
had  diminished  slightly  by  that  time. 

On  examination  the  patient  was  noted  to 
have  a steppage  gait  on  the  right  side.  The 
skin  lesions  had  healed  by  this  time.  A 3 to 
4 plus  pitting  edema  was  present  over  the 
pretibial  region  and  dorsum  of  the  foot  and 
toes  (Fig.  3A).  Passively  there  was  a 
minimal  restriction  of  ankle  and  subtalar 
joint  motion  due  to  swelling.  Actively, 
however,  the  patient  had  no  dorsiflexion  of 
her  foot  and  toes  (Fig.  3B  and  C).  There 
was  marked  weakness  of  the  lateral  com- 
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FIGURE  4.  Case  2.  (A)  Slight  swelling  of  foot  and  leg  after  treatment.  (B  and  C)  Considerable  increase  in 
strength. 


partment  musculature  as  well.  No  sensory 
disturbance  was  found.  Roentgenograms 
revealed  bilateral  osteoporosis  of  equal 
severity. 

The  patient  was  treated  with  elevation 
and  elastic  stockings  for  the  edema,  and 
passive  exercises  were  performed  daily  to 
prevent  contracture. 

The  patient  was  last  seen  on  January  24, 
1962.  At  that  time  there  was  still  slight 
swelling  of  the  foot  and  leg  (Fig.  4A)  and 
occasional  bouts  of  stinging  pain  in  the 
foot  and  leg.  There  was  still  residual  weak- 
ness of  the  affected  muscles,  but  a con- 
siderable increase  in  strength  was  noted 
(Fig.  4B  and  C). 

Comment 

On  the  basis  of  our  personal  experience 
with  the  2 cases  just  presented,  we  conclude 
that  herpes  zoster  with  motor  involvement  is 
not  as  rare  as  the  literature  on  this  subject 
would  lead  one  to  believe.  Both  cases  were 
referred  to  us  because  of  persistent  pain  and 
edema  in  the  involved  extremity;  the  motor 
weakness  had  not  been  noted.  In  fact  the 
diagnosis  of  nerve  root  compression  was 
made  in  1 case  necessitating  my elo graphic 
examination. 

The  incidence  of  motor  involvement  with 
herpes  zoster  in  males  compared  with  fe- 
males is  3 to  1.  The  eruption  appears  before 
paralysis  in  three  quarters  of  the  cases  and 
follows  in  one  quarter.  The  time  interval 
between  the  two  occurrences  has  been  re- 
ported from  one  day  to  two  months.  The 
onset  and  subsidence  of  the  skin  lesions, 
motor  weakness,  and  sensory  loss  usually 


occur  at  different  times  and  in  no  specific 
order.21  The  distribution  of  the  preceding 
three  findings  may  indicate  the  involve- 
ment of  the  same  or  three  entirely  different 
nerve  root  levels.  Kendall11  feels  that  this 
indicates  involvement  of  the  spinal  cord 
rather  than  individual  nerve  roots. 

In  Case  1,  the  skin  lesions  corresponded 
to  the  dermatomes  supplied  by  the  second 
through  the  fifth  lumbar  and  the  first  sacral 
vertebrae.  The  muscles  affected  are  supplied 
by  the  fourth  and  fifth  lumbar  and  first 
sacral  vertebrae. 

In  Case  2,  the  eruption  was  found  in  the 
regions  supplied  by  the  fifth  lumbar  and  first 
sacral  vertebrae.  The  affected  muscles  were 
innervated  by  the  fourth  and  fifth  lumbar 
and  first  sacral  vertebrae.  In  neither  case 
were  sensory  changes  noted. 

According  to  Brain22  there  is  usually  some 
degree  of  permanent  motor  weakness.  Dou- 
cet,  as  quoted  by  Taterka  and  O’Sullivan,23 
stated  that,  in  general  improvement  is  rapid. 
In  analyzing  44  cases,  Taterka  and  O’Sul- 
livan found  16  per  cent  recovered  with  no 
residual  abnormalities.  The  time  for  com- 
plete recovery  was  one-half  to  one  year 
and  in  a few  cases  less  than  two  to  three 
months.  Eighty-one  per  cent  did  not 
recover  fully,  having  some  atrophy  or  per- 
sistent weakness  for  one  year  or  more.  In 
Case  1,  after  seven  months  there  was  full 
restoration  of  motor  power.  In  Case  2, 
after  nine  months  there  was  still  some 
residual  motor  weakness. 

In  none  of  the  reviewed  case  reports  was 
pitting  edema  of  the  affected  area  mentioned 
as  being  associated  with  the  herpetic  process. 
Brain22  notes  that  periarticular  swelling  is  a 
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rare  complication  of  zoster- induced  arthritis 
of  the  hand  and  wrist,  only  2 cases  having 
been  reported.  The  edema  described  pre- 
viously was  noted  to  be  of  the  dependent  or 
stasis  type.  One  may  postulate  that  the  fail- 
ure of  the  normal  pumping  action  produced 
by  muscular  contractions  could  possibly  be 
a factor.  However,  pitting  edema  is  not  as- 
sociated with  other  paralytic  disorders. 
As  has  been  noted,  Hultsch14  believes  that 
there  is  primary  vascular  involvement  by 
the  virus.  If  this  was  the  pathogenesis  of 
the  edema,  one  would  expect  to  see  it  more 
frequently  in  herpes  zoster.  The  uni- 
laterality in  both  cases  would  tend  to  rule  out 
a renal,  cardiac,  or  other  systemic  disease. 
The  edema  in  these  2 cases  subsided  as 
motor  function  returned. 

Summary 

Two  case  reports  of  herpes  zoster  with 
motor  paralysis  have  been  presented.  The 
etiology,  pathology,  clinical  picture,  and 
prognosis  have  been  discussed.  The  pres- 
ence of  previously  undescribed  pitting 
edema  has  been  reported  and  its  possible 
etiology  mentioned. 

It  is  felt  that  motor  involvement  with 
herpes  zoster  is  more  common  than  is 
generally  appreciated  since  in  the  2 cases 
presented,  its  presence  was  not  noted 
initially. 
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Arising  in  a Fibroadenoma 
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Carcinoma  in  situ  arising  in  a fibro- 
adenoma of  the  breast  is  rare,  and  probably 
none  were  reported  prior  to  1949.  Although 
a review  of  the  literature  shows  that  this 
malignant  condition  is  well  documented, 
no  reference  is  found  to  indicate  the  actual 
percentage  of  cases  occurring  among  fibro- 
adenomas. The  lesion  is  almost  always 
detected  histologically,  since  the  appearance 
of  the  gross  specimen  is  typically  that  of  a 
benign  sclerosing  fibroadenoma. 

Smith,1  Stewart,2  and  Austin  and  Fidler3 
recorded  documented  cases  where  no  cancer 
was  found  outside  the  fibroadenoma,  and  any 
possibility  of  carcinomatous  invasion  of 
the  fibroadenoma  in  these  authentic  cases 
was  excluded  by  serial  sections  of  the  inter- 
vening breast  tissue.  Since  his  first  report 
in  1950,  Stewart4  has  observed  additional 
cases  and  states  that  he  has  not  known  a 
carcinoma  in  situ  arising  in  a fibroadenoma 
to  metastasize.  However,  in  1958  Kellett 
and  Martin5  published  the  first  case  of  a 
patient  who  expired  from  pulmonary  me- 
tastasis two  years  after  simple  mastectomy, 
the  carcinoma  having  occurred  in  a fibro- 
adenoma with  neither  infiltration  to  the  sur- 
rounding breast  tissue  nor  pulmonary  me- 
tastasis at  the  time  of  surgery. 

In  classification  of  breast  carcinoma, 
Stewart  ascribes  the  term  “lobular  mam- 
mary carcinoma  in  situ”  to  malignant  lesions 


that  enlarge  but  retain  the  histologic  con- 
figuration of  a breast  lobule.  If  the  con- 
figuration is  lost  by  neoplastic  cells  pene- 
trating the  duct  wall  or  invading  the  breast 
stroma,  he  adds  to  the  term  “infiltrating.” 
He  confers  no  special  clinical  character  to 
the  noninfiltrating  carcinoma  in  situ,  other 
than  advising  simple  mastectomy,  because 
of  its  lesser  metastatic  tendency  as  compared 
with  an  infiltrating  lesion.  Haagensen6 
makes  no  distinction  between  infiltrating 
and  noninfiltrating  types  of  lobular  carcino- 
ma in  situ  and  expresses  the  belief  that  all 
such  lesions  are  fully  malignant  and  capable 
of  metastasizing. 

Consequently,  diverse  opinions  exist  as 
to  what  constitutes  the  proper  surgical  dis- 
position of  this  unique  type  of  malignant 
condition.7-10  Treatment  may  vary  in  the 
selected  case  from  biopsy  excision  only, 
simple  mastectomy,  bilateral  simple  mastec- 
tomy, to  radical  mastectomy.  The  surgical 
procedure  most  often  advocated  has  been 
simple  mastectomy  without  roentgen  ther- 
apy. 

The  case  to  be  described  was  treated  by 
simple  mastectomy  in  continuity  with  com- 
plete axillary  dissection  on  the  left,  followed 
by  a simple  mastectomy  of  the  contra- 
lateral breast  five  months  later. 

Case  report 

A thirty-nine-year-old  woman  was  re- 
ferred to  Lenox  Hill  Hospital  on  November 
30,  1959,  for  excisional  biopsy  of  bilateral 
cystic  tumors  of  the  breast  which  she  first 
noticed  one  year  prior  to  admission.  There 
had  been  an  occasional  white  discharge 
from  the  nipples  but  no  tenderness  or  en- 
largement of  the  nodules. 

The  past  history  revealed  that  a hysterec- 
tomy had  been  performed  in  1952  for 
fibroid  uterus,  and  a fibroadenoma  had  been 
excised  from  the  right  breast  in  1954. 

Physical  examination  gave  no  evidence 
of  illness  or  disease  other  than  the  findings 
within  the  breasts.  Five  firm,  nontender 
nodules  were  palpable  in  the  right  breast, 
and  three  were  palpable  in  the  left  breast. 
The  largest  was  approximately  2.5  cm. 
without  signs  of  skin  retraction  or  breast 
deformity.  Lymph  nodes  were  not  palpable 
in  either  axilla,  and  the  roentgenogram  of 
the  chest  showed  normal  findings. 

On  December  2,  1959,  local  excisions  and 
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FIGURE  1.  Fibroadenoma  of  breast  with  car- 
cinoma in  situ. 


frozen  sections  were  performed  for  all 
eight  breast  lesions.  The  pathologic  re- 
port described  each  specimen  grossly  as  a 
rounded  encapsulated  nodule  which  was 
cut  with  increased  resistance  and  had  a 
gray-white  color  and  a bulging  granular 
surface.  Each  of  the  eight  frozen  sections 
was  reported  “benign,”  and  no  further  sur- 
gery was  contemplated.  Two  days  later, 
when  the  paraffin  sections  were  completed, 
a microscopic  diagnosis  of  carcinoma  in 
situ  was  made  from  one  fibroadenoma  of  the 
left  breast.  The  slides  were  reviewed  by 
Arthur  Purdy  Stout,  M.D.,  and  Frank 
Foote,  M.D.,  who  confirmed  the  diagnosis. 

The  characteristic  configuration  of  a 
circumscribed  fibroadenoma  with  prolifera- 
tion of  both  the  connective  tissue  stroma  as 
well  as  glandular  elements  of  the  breast 
tissue  were  noted.  Connective  tissue  ex- 
tended around  and  into  the  ducts  with 
marked  distortion  of  the  gland  lumina. 
Epithelium  lining  the  ducts  showed  dis- 
tortion but  nevertheless  retained  the  con- 


figuration of  a large  uniform  breast  lobule 
(Fig.  1).  Besides  connective  tissue  pro- 
liferation, the  fibroadenoma  containing  ma- 
lignant changes  had  extensive  proliferation 
of  the  epithelial  cells  within  the  enlarged 
lobules.  Mitosis  was  not  infrequent  as 
well  as  irregularity  and  hyperchromatic 
changes.  Figure  2 shows  the  carcinoma  in 
situ  confined  within  a well-circumscribed 
fibroadenoma. 

Since  the  lesion  was  well  encapsulated  and 
microscopically  had  not  extended  beyond 
the  fibroadenoma,  there  was  doubt  whether 
or  not  radical  surgery  was  indicated.  The 
patient  was  informed  of  the  findings  and 
given  an  explanation  of  the  various  treat- 
ments suggested.  She  decided,  for  her  own 
peace  of  mind,  that  the  breast  be  ablated. 

A left  simple  mastectomy  in  continuity 
with  complete  axillary  dissection  was  per- 
formed on  December  8,  1959.  The  patient 
was  discharged  on  the  eleventh  postopera- 
tive day. 

To  exclude  a neoplasm  other  than  within 
the  fibroadenoma,  multiple  sections  were 
made  of  the  entire  breast  tissue  and  axillary 
contents.  None  of  the  specimens  revealed 
a malignant  condition. 

Five  months  after  removal  of  the  left 
breast,  a firm  nodule  was  palpable  in  the 
contralateral  breast.  The  patient  was  re- 
admitted and  on  May  11, 1960,  a right  simple 
mastectomy  was  performed.  The  pathologic 
findings  revealed  the  nodule  to  be  benign 
fibroadenoma.  Axillary  lymph  nodes  were 
not  demonstrated,  and  a chest  roentgeno- 
gram showed  normal  findings. 

A complete  examination  in  February, 
1964,  in  a cancer  follow-up  clinic  demon- 
strated no  recurrence. 


FIGURE  2.  (A)  Carcinoma  in  situ  retaining  configuration  of  breast  lobule.  (B)  Malignant  changes  of  epi- 
thelial cells  lining  breast  lobule. 
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Conclusion 


Carcinoma  in  situ  arising  in  a fibro- 
adenoma of  the  breast  is  described.  This 
malignant  condition  is  rare  and  considered 
by  some  pathologists  the  type  of  lesion  which 
is  unlikely  to  metastasize.  Documented 
cases  from  the  literature  revealed  that  simple 
mastectomy  was  performed  more  often  than 
radical  mastectomy.  Our  case  was  treated 
by  simple  mastectomy  in  continuity  with 
complete  axillary  dissection,  followed  five 
months  later  by  a simple  mastectomy  of  the 
contralateral  breast.  Since  doubt  exists  as 
to  the  clinical  course  of  this  lesion,  various 
opinions  are  expressed  on  the  adequacy  of 
any  given  surgical  procedure.  With  a re- 
cent reported  case  which  did  metastasize  to 
the  lung,  there  may  be  some  justification  for 


Pets  are  good  medicine 

A dog,  cat,  or  perhaps  even  a bird,  may  be  the 
“only  and  last  lifeline”  to  reality  for  borderline 
or  ambulatory  psychotic  patients,  Marcel 
Heiman,  M.D.,  attending  psychiatrist  at  The 
Mount  Sinai  Hospital  in  New  York  City,  told  a 
meeting  of  the  Veterinary  Medical  Association. 

In  Dr.  Herman’s  view,  the  dog  is  the  almost 
perfect  instrument  for  mirroring  the  neuroses  or 
psychoses  of  its  owner.  It  can  also  be  the 
tenuous  lifeline  between  the  psychotic  and 
reality  or  as  the  recapitulator  of  past  experiences. 


the  more  radical  procedure  when  this  lesion 
is  found. 

131  East  69th  Street,  New  York  10021 

References 

1.  Smith,  G.  H.:  Two  independent  foci  of  intraduct  car- 
cinoma of  breast,  one  within  fibroadenoma,  J.  Path.  & Bact 
61:  121  (1949). 

2.  Stewart,  F.  W.:  Tumors  of  the  breast,  in  Atlas  of 
Tumor  Pathology,  Washington,  D.C.,  Armed  Forces  Insti- 
tute of  Pathology,  1950. 

3.  Austin,  W.  E.,  and  Fidler,  H.  K.:  Carcinoma  de- 

veloping in  fibroadenoma  of  the  breast,  Am.  J.  Clin.  Path. 
23:  688  (1953). 

4.  Stewart,  F.  W.:  Personal  communication. 

5.  Kellett,  H.  S.,  and  Martin,  F.  R.:  Carcinoma  of 

breast  arising  in  a fibroadenoma,  Brit.  J.  Surg.  45:  620  (1958). 

6.  Haagensen,  C.  D.:  Disease  of  the  Breast,  Philadel- 
phia, W.  B.  Saunders  Co.,  1956. 

7.  Foote,  F.  W.,  Jr.,  and  Stewart,  F.  W.:  Lobular  car- 
cinoma in  situ,  rare  form  of  mammary  carcinoma.  Am.  J. 
Path.  17:  491  (1941). 

8.  Foote,  F.  W.,  Jr.:  Personal  communication. 

9.  Hill,  R.  P.,  and  Miller,  F.  N.,  Jr.:  Adenomas  of  the 
breast  with  case  report  of  carcinomatous  transformation  in 
adenoma.  Cancer  7:  318  (1954). 

10.  Stout,  A.  P.:  Relationships  of  benign  lesions  of 

breast  to  cancer,  J.  Nat.  M.  A.  46:  375  (1954). 


Dr.  Heiman  feels  that  the  cat  and  its  owner 
have  an  entirely  different  relationship.  The 
cat’s  owner  has  a personality  different  from  that 
of  the  dog-owner.  The  cat  owner,  the  doctor 
says,  is  a lonely  person,  sometimes  afraid  of 
intimacy  with  other  people.  “The  pet  she 
(the  owner)  chooses  as  her  companion  will  be  a 
cat,  an  animal  which  by  nature  lives  an  in- 
dependent life.  The  cat’s  independence  gives 
strength  to  her  own  independence.  We  need 
an  independent  cat  for  our  own  needs,  just  as 
we  need  both  an  obedient  dog  and  one  that  is 
not  housebroken.” 
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Acute  Necrotizing 
Granulomatosis 
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egener’s  granulomatosis  is  an  acute, 
diffuse  necrotizing  process  involving  prin- 
cipally the  respiratory  tract  and  kidneys. 
The  course  is  usually  fulminating  and 
fatal. 1 ~7  In  this  report  an  illness  satisfying 
the  clinical  and  histologic  criteria  of  Weg- 
ener’s granulomatosis  appeared  suddenly 
and  dramatically  in  a thirty-seven-year- 
old  man.  The  response  to  steroid  therapy 
was  unexpectedly  good,  but  the  patient 
died  with  long-standing  chronic  glomerular 
nephritis.  Contrary  to  previous  experience, 
no  granulomata  or  arteritis  were  found  on 
postmortem  examination. 

History 

A thirty-seven-year-old  white  male  ac- 
countant was  admitted  to  White  Plains 
Hospital  on  March  4,  1961,  because  of 
pulmonary  lesions  associated  with  an  acute 
febrile  illness.  While  in  the  Army  in  1943 
the  patient  had  had  acute  glomerular 
nephritis  following  streptococcal  tonsillitis. 
Subsequent  urinalyses  revealed  fixed  spe- 
cific gravity,  albuminuria,  microscopic  hem- 
aturia, and  red  blood  cell  casts.  Several 


months  later,  widespread  petechial  hemor- 
rhages were  noted,  and  a diagnosis  of  idio- 
pathic thrombocytopenic  purpura  was  made. 
Complete  recovery  occurred  within  a few 
months. 

Physical  examinations  in  1959  and  1960 
had  disclosed  hypertension,  with  blood 
pressure  levels  of  150  to  160/100  to  116 
mm.  Hg.  There  were  no  other  abnormal- 
ities, and  the  electrocardiographic  findings 
were  within  normal  limits.  Reserpine  and 
chlorothiazide  produced  normotensive  levels 
of  108  to  120/70  to  80. 

First  admission 

On  February  28,  1961,  the  patient  came 
in  for  examination  and  recounted  a three- 
day  history  of  chills,  fever,  malaise,  and  a 
cough  productive  of  moderate  amounts  of 
yellow- green  sputum.  Examination  of  the 
lungs  showed  negative  findings.  The  pre- 
sumptive diagnosis  was  viral  tracheitis  with 
a secondary  bacterial  infection.  There  was 
no  response  to  penicillin,  and  four  days  later 
the  patient  was  quite  ill  and  had  lost  8 
pounds.  When  x-ray  studies  disclosed  sev- 
eral nodular  densities  (Fig.  1),  he  was  ad- 
mitted to  White  Plains  Hospital. 

Intradermal  tests  with  tuberculin  (pu- 
rified protein  derivative),  histoplasmin,  coc- 
cidiodin,  blastomycin,  and  Kveim  antigen 
(including  biopsy)  showed  negative  re- 
sults. No  abnormalities  were  noted  on 
bronchoscopic  examination.  Sputa  and  gas- 
tric washings  were  negative  for  tumor  cells. 
Preparations  of  peripheral  blood  failed  to 
reveal  the  lupus  erythematosus  phenomenon. 
The  significance  of  a cold  agglutinin  titer 
of  1 to  224  was  unclear  and  regarded  as 
nonspecific.  Pertinent  blood  and  urine 
studies  are  presented  in  Table  I. 

On  March  28,  1961,  thoracotomy  dis- 
closed that  the  left  upper  lobe  was  infiltrated 
with  tissue  adherent  to  the  superior  medi- 
astinum, pleura,  and  pericardium.  Because 
the  gross  appearance  did  not  suggest  tumor 
unequivocally,  tissue  was  cultured  for  fungi 
and  pyogenic  and  acid-fast  bacteria,  but 
the  cultures  were  negative.  The  patho- 
logic report  described  an  active,  necrotizing 
granulomatous  process  with  intercom- 
municating bands  of  necrotic  material 
bordered  by  a more  or  less  continuous 
picket-like  lining  of  epithelioid  cells  beyond 
which  were  thick  fibrotic  walls  with  inflam - 
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FIGURE  1.  (A)  Posterior-anterior  and  (B)  lateral  views  of  chest  taken  on  March  4, 1961.  Note  large  lesion  in 
upper  lobe  and  mediastinum,  and  multiple  nodular  densities.  Previous  film  in  November,  1960,  showed 
negative  findings. 


matory  cells.  Occasional  multinucleated 
giant  cells  were  present.  No  tubercles 
or  vasculitis  was  noted  (Fig.  2).  The 
diagnosis  was  necrotizing  granulomata  of  the 
lung  of  unknown  cause. 

The  patient  was  severely  ill,  ran  a toxic 
course  with  high  temperature,  and  rapidly 
lost  20  pounds.  On  April  11,  1961,  he  was 
started  on  60  mg.  of  prednisone  daily  and 
was  subsequently  maintained  on  20  mg. 
daily.  Since  tuberculosis  could  not  be 
ruled  out,  he  also  received  PAS  (paramino- 
salicylic  acid)  and  INH  (isonicotinic  acid 
hydrazid).  Within  twenty-four  hours  there 
was  dramatic  improvement.  His  tempera- 


ture became  and  remained  normal,  his  ap- 
petite and  well-being  were  restored,  and 
he  began  to  gain  weight. 

By  mid- June,  1961,  he  had  gained  28 
pounds.  Prednisone  was  discontinued  in 
August,  PAS  in  August,  and  INH  in  Septem- 
ber. An  x-ray  film  of  the  chest  in  June, 
1961,  revealed  a striking  reduction  of  the 
pulmonary  lesions  (Fig.  3). 


Second  admission 

The  patient  remained  well  and  worked 
from  mid-May  until  November  20,  1961, 


TABLE  I.  Blood  and  urine  findings  in  patient  with  Wegener’s  granulomatosis 


Laboratory  Findings 

Before 

Admis- 

sion 

First 

Admis- 

sion 

Second 

Admis- 

sion 

Third 

Admis- 

sion 

Fourth 

Admis- 

sion 

Fifth 

Admis- 

sion 

Sixth 

Admis- 

sion 

Seventh 

Admis- 

sion 

Blood 

Blood  urea  nitrogen) 

19 

33 

34 

85 

68 

112 

91 

128 

Creatinine 

1.6 

2.4 

7.5 

6.7 

14.0 

13.4 

Calcium  [nig.  per 

10 

8.6 

10.3 

8.9 

9.3 

Phosphorus  f 100  ml. 

5 

6.8 

6.2 

7.2 

7.4 

Cholesterol 

251 

288 

323 

320 

260 

Uric  acid  J 

5.7 

7.1 

8.2 

9.8 

8.8 

3. 8/2. 2 

Albumin- globulin  ratio)  Gm.  per 

35/3.5 

4. 1/3.2 

4. 3/2.1 

4. 0/3.0 

10.5 

Hemoglobin  / 100  ml. 

14.6 

9 to  13.0 

12.8 

6.8/11.3 

9.7 

10.0 

7.3 

Hematocrit 

41 

21  to  36 

29 

32 

22 

35 

Urine 

Albuminuria 

0 to  3 + 

' + 

+ 

2 to  4 + 

2 + 

1 to  3 + 

1 to  3 

2 + 

Red  blood  cells 

0 to  2 + 

0 to  -f- 

4 + 

1 to  3 + 

1 to  4 + 

1 to  3 + 

3 + 

3 + 

Red  blood  cell  casts 

0 to  + 

0 to  + 

+ 

+ 

+ 

+ 

+ 

+ 
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FIGURE  2.  (A).  Biopsy  specimen  of  lesion  in  left  upper  lobe  demonstrating  necrotizing  granulomata 
under  low  power.  (B)  High-power  view  of  same  specimen,  with  close-up  view  of  multinucleated  giant  cell. 


FIGURE  3.  X-ray  film  of  June  10,  1961,  reveals 
marked  improvement  of  lesions. 


when  he  had  a nose  bleed  and  coughed  up  a 
small  amount  of  blood.  Radiologic  ex- 


amination revealed  an  “abscess  cavity  in  the 
left  upper  lobe  with  an  air-fluid  level” 
(Fig.  4).  Bleeding,  clotting,  and  pro- 
thrombin times  were  normal.  Bronchoscopy 
and  bronchoscopic  washings  did  not  reveal 
obstruction  or  evidence  of  a neoplasm. 
Microscopic  examination  of  skin  and  calf 
muscle  was  unrevealing.  Biopsy  of  the 
bleeding  site  on  the  left  inferior  turbinate 
disclosed  an  acute  necrotizing  granulomatous 
process  similar  to  that  seen  in  the  left  lung 
and  mediastinum  in  March,  1961  (Fig.  5). 
No  sizable  vessels  were  present  in  the  speci- 
men of  nasal  mucosa,  and  no  vasculitis 
was  noted.  In  view  of  the  clinical  course 
and  the  distribution  of  necrotizing  granu- 
lomatous lesions,  the  diagnosis  of  Wegener’s 
granulomatosis  was  made. 

The  patient  returned  to  work  and  was 
maintained  on  a daily  dose  of  15  to  20  mg. 
of  prednisone.  The  nasal  lesion  healed, 
and  the  hemoglobin  stabilized.  Small  pre- 
patellar effusions,  fatiguability,  and  inter- 
mittent cramps  in  all  extremities  caused  a 
moderate  amount  of  discomfort.  In  June, 
1962,  he  became  nephrotic  and  azotemic 
(Table  I). 
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FIGURE  4.  “Abscess  cavity”  in  left  upper  lobe  is 
seen  on  x-ray  film  of  November  20,  1961. 

Third  through  seventh  admissions 

In  August,  1962,  the  patient  received 
blood  transfusions  for  anemia  due  to  bleeding 
and  uremia.  A duodenal  ulcer  was  vis- 
ualized on  x-ray  examination  during  an 
eleven-day  admission  in  September.  On 
an  ulcer  regimen  and  steroids,  gastroin- 
testinal bleeding  ceased.  His  blood  pres- 
sure became  difficult  to  control,  and  a 
severe  hypertensive  encephalopathy  with 
convulsions  occurred  early  in  December. 
In  May,  1963,  he  received  packed  red  blood 
cells  for  symptomatic  anemia.  The  chest 
x-ray  findings  remained  stable  (Fig.  6.) 
Readmitted  for  the  seventh  and  last  time 
on  May  16,  1963,  with  acute  left  ventricular 
failure,  the  patient  did  not  respond  to  a 
full  cardiac  regimen  and  died  twenty-four 
hours  later. 

Autopsy  findings 

The  postmortem  examination  was  per- 
formed twelve  hours  after  death.  A thor- 
ough search  failed  to  disclose  granulomatous 
lesions  or  vasculitis  in  the  lungs,  medias- 
tinum, nasal  mucosa,  kidneys,  or  elsewhere. 

Kidneys.  The  kidneys  together  weighed 
300  Gm.  The  cortical  bands,  narrowed  to 
from  3 to  4 mm.,  were  pale,  granular, 


and  contained  a few  deep,  pitted  scars. 
Microscopic  examination  revealed  the  clas- 
sical picture  of  chronic  glomerular  nephritis. 
All  components  were  altered,  but  the  glo- 
merular changes  were  most  striking,  with 
proliferation  and/or  hyalinization  involving 
every  glomerulus.  The  arterioles  had  thick- 
ened walls  but  no  evidence  of  any  arteritis 
(Fig.  7). 

Heart.  The  heart  weighed  650  Gm. 
The  left  ventricle  and  septum  measured 
20  mm.  and  the  right  ventricle  4 to  5 mm. 
Occasional  atheromatous  plaques  were  noted 
in  patent  coronary  arteries. 

Lungs.  A small  right  hydro  thorax  was 
present.  The  left  thoracic  space  was  ob- 
literated by  pleural  adhesions.  A sizable 
bleb  of  pleura,  protruding  through  the 
area  of  the  previously  resected  third  left 
anterior  rib  (“abscess  cavity”),  collapsed 
on  puncture.  Multiple  sections  of  each 
lung  disclosed  acute  congestion,  with  a few 
areas  of  bronchopneumonia. 

Adrenals,  nose,  and  pituitary.  Both 
adrenal  glands  weighed  a total  of  only  6 
Gm.  The  cortices  were  unusually  thin.  A 
biopsy  specimen  of  the  nasal  mucosa  was 
normal.  In  the  pituitary,  normal  architec- 


FIGURE  5.  Biopsy  of  nasal  mucosa.  Necrotizing 
granulomata  resemble  lesions  of  lung  in  Figure  2. 
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FIGURE  6.  (A)  The  “abscess  cavity”  is  smaller  on  this  film  of  January  18,  1962,  but  the  “air-fluid  level” 
appears  definite.  (B)  This  film,  taken  March  16, 1963,  reveals  that  the  “abscess  cavity”  never  disappeared, 
although  it  did  diminish  considerably.  There  was  stabilization  of  x-ray  findings  during  last  year  of  illness. 
Nodular  and  infiltrative  lesions  are  conspicuously  absent  here  and  on  postmortem  examination. 


ture  and  cell  types  were  noted.  Large 
cells  with  eosinophilic  granules  were  con- 
spicuous and  numerous. 

Anatomic  diagnosis.  The  anatomic  di- 
agnosis was:  chronic  glomerular  nephritis 

and  obsolete  necrotizing  granulomata  of 
the  lungs  (Wegener’s  granulomatosis?) 

Comment 

Since  previous  reports  of  Wegener’s 
granulomatosis  have  stressed  rapid  and 
relentless  progression,  intractability  to  treat- 
ment, fatal  outcome,  and  widespread  granu- 
lomatous lesions  at  autopsy,1-7  there  may 
be  skepticism  about  the  diagnosis  in  the 
present  case,  in  which  the  course  was 
atypical  and  the  stigmata  of  Wegener’s 
granulomatosis  were  completely  lacking  on 
postmortem  examination.  However,  the 
patient  became  acutely  and  seriously  ill, 
with  high  temperature,  anorexia,  profound 
weakness,  marked  weight  loss,  anemia, 
aggravation  of  urinary  findings,  and  ab- 
normal chemical  values  in  the  blood.  Radio- 
logic  findings  of  multiple  pulmonary  lesions 
were  striking.  Biopsy  specimens  of  the 
lung  and  nasal  mucosa  taken  several  months 
apart  revealed  an  acute  necrotizing  granu- 


lomatosis. Sarcoidosis,  fungal  infections, 
and  tuberculosis  were  eliminated  with  ap- 
propriate skin  tests,  negative  cultures,  and 
careful  examination  of  biopsy  material. 
On  steroid  therapy  there  was  prompt  and 
dramatic  clinical  improvement  and  reversion 
of  laboratory  data,  including  return  of  x- 
ray  films  to  normal.  An  exacerbation  with 
characteristic  pathologic  features  on  nasal 
biopsy  was  noted  during  the  few  months 
prednisone  was  temporarily  discontinued. 

Complete  disappearance  of  all  granulom- 
ata at  or  before  death  is  most  disconcerting 
with  respect  to  the  classical  diagnostic 
criteria  for  Wegener’s  granulomatosis.  On 
rare  occasions,  massive  doses  of  steroids 
will  induce  a clinical  remission  in  Wegener’s 
granulomatosis2  and  periarteritis3  but  no 
histogically  proved  “cure”  has  ever  been 
reported.  Experience  with  other  diseases 
such  as  psittacosis  or  Whipple’s  disease 
indicates  that  initial  descriptions  of  new 
disease  entities  usually  deal  with  extreme 
and  often  fatal  forms;  later  on,  more  benign 
and  less  typical  variants  are  recognized.8-  9 
It  is  thus  likely  that  the  stereotyped  ver- 
sion of  Wegener’s  granulomatosis  will  yield 
to  the  concept  of  a spectrum  of  noninfectious 
necrotizing  granulomata  ranging  from  benign 
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FIGURE  7.  (A).  Sections  of  kidney  demonstrating  involvement  of  all  components  and  moderate  to  almost 
complete  hyalinization  of  glomeruli.  (B)  No  vasculitis  present  in  this  representative  view  of  renal  vessels. 


solitary  nodules  to  widespread  aggressive 
forms.  Response  to  therapy  also  may  vary 
accordingly. 

Focal  or  diffuse  glomerular  nephropathy, 
with  or  without  vasculitis,  is  usual  in  Weg- 
ener’s granulomatosis.  Since  no  renal  bi- 
opsy was  obtained,  the  precise  histologic 
state  of  the  kidney  during  the  early  phases 
of  the  illness  is  unknown.  The  eventual 
cause  of  death  and  the  autopsy  findings 
were  compatible  with  chronic  glomerular 
nephritis,  which  started  when  the  patient 
was  nineteen  years  old.  If  the  original 
renal  disease  really  represented  the  onset  of 
Wegener’s  disease,  one  would  have  to  pos- 
tulate that  it  smoldered  for  almost  two 
decades  prior  to  systemic  expression.  This 
does  not  seem  likely. 

That  autosensitization  may  play  a role 
in  the  pathogenesis  of  Wegener’s  granulom- 
atosis is  an  interesting  speculation  in 
view  of  the  known  history  of  glomerular 
nephritis  and  stated  history  of  idiopathic 
thrombocytopenic  purpura  in  this  patient, 
since  in  these  two  diseases  autoimmune 
mechanisms  are  presumably  significant.7 
Reserpine  and  chlorothiazide  are  possible 
etiologic  factors,  but  no  previous  associa- 
tion of  these  drugs  with  necrotizing  granu- 
lomatosis has  been  recorded.  Since  cortisol 
will  suppress  the  response  of  tissues  to  any 
number  of  noxious  stimuli,10  no  inferences 
can  be  drawn  with  respect  to  causation  on 
the  basis  of  response  to  steroid  therapy. 

During  the  administration  of  steroids, 
blood  pressure  was  surprisingly  easy  to 
control,  despite  the  previous  hypertension. 
Only  when  the  patient  became  uremic  dur- 
ing the  last  few  months  of  life  did  control  of 
the  blood  pressure  present  problems.  The 


“lung  abscess  with  fluid  level”  proved  to 
be  a bleb  of  visceral  pleura  in  the  region  of 
the  thoracotomy.  Finally,  gastrointestinal 
bleeding  from  a duodenal  ulcer  again  dem- 
onstrates a problem  inherent  in  long-term 
steroid  therapy. 

Summary 

A thirty-seven-year-old  white  man  de- 
veloped acute  diffuse  necrotizing  granu- 
lomatosis (Wegener’s  granulomatosis)  eight- 
een years  after  the  onset  of  acute  glomerular 
nephritis.  Steroid  therapy  produced  both 
clinical  and  histologic  cure;  the  patient 
died  as  a result  of  pre-existing  chronic  renal 
disease. 
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P resent  methods  of  treating  addiction  to 
narcotics  obviously  are  inadequate.  With- 
drawal of  drugs  can  be  accomplished  in  a 
hospital  without  much  difficulty,  but  pa- 
tients almost  always  return  to  narcotics 
after  discharge.  No  one  knows  why. 

If  treatment  is  to  improve  substantially, 
several  steps  must  be  taken.  First,  and  of 
critical  importance,  physicians  must  review 
their  own  attitudes  toward  addiction.  Drug 
abuse  must  be  approached  professionally  as  a 
medical  problem  rather  than  a moral  issue, 
since  moralizing  cures  nothing.  Disturb- 
ances of  behavior,  however  undesirable  in 
social  terms,  must  be  treated  as  phenomena 
with  discoverable  causes.  The  physician’s 
task  is  to  remove  the  cause  if  possible  or,  if 
not,  to  deal  objectively  with  the  symptoms. 

Related  to  the  present  ambiguity  of  medi- 
cal attitude  is  the  need  for  more  clearly  de- 
fined goals  of  treatment.  At  present, 
physicians  strive  for  two  distinct  goals  which, 
if  not  inconsistent,  are  at  least  difficult  to 
reach  simultaneously.  Elimination  of  drugs 
and  rehabilitation  are  both  desirable, 
but  which  has  priority?  If  elimination  of 
narcotic  drugs  is  essential,  what  other  addic- 
tive medications  are  allowable,  and  why  are 
these  preferred  to  narcotics?  Are  narcotics 
objectionable  because  they  damage  the  body 
of  the  user,  because  they  impair  his  social 
performance,  or  because  they  are  morally 
bad? 


Moral  approach  to  addiction 

The  moral  approach  to  the  problem,  which 
reflects  popular  sentiment,  was  uncom- 
promisingly defined  a few  years  ago  in  a U.S. 
Senate  committee  report:  “.  . . We  believe 
the  thought  of  permanently  maintaining 
drug  addiction  with  ‘sustaining’  doses  of 
narcotic  drugs  to  be  utterly  repugnant  to 
the  moral  principles  inherent  in  our  laws  and 
the  character  of  our  people.”1  Presumably, 
these  legislators  would  welcome  a treatment 
that  converted  narcotics  users  into  tran- 
quilizer addicts.  Something  approaching 
this  is,  in  fact,  now  occurring  on  a large 
scale.  Conscientious  police  work  has  di- 
minished the  illegal  supply  of  heroin  in  New 
York  City,  as  compared  with  the  quantities 
available  a decade  ago.  If  this  effort  could 
be  coupled  with  an  effective  medical  treat- 
ment, the  narcotics  problem  would  diminish 
rapidly;  but  with  no  cure  for  addiction, 
drug  shortage  simply  forces  the  established 
addict  to  pay  higher  prices  to  the  under- 
world. When  the  demands  of  the  drug 
habit  become  unmanageably  large,  addicts 
accept  withdrawal  treatment  and  then  re- 
turn to  drug  usage  at  a lower  dosage  level. 
To  potentiate  the  reduced  amount  of  heroin, 
many  addicts — perhaps  now  a majority — 
supplement  their  intake  of  narcotics  with 
tranquilizers,  barbiturates,  amphetamine, 
and  alcohol.  This  creates  a more  serious 
medical  problem  than  addiction  to  heroin 
alone. 

Unless  immorality  is  a property  of  the 
heroin  molecule,  it  is  difficult  to  see  any  profit 
in  this  result.  Lives  wasted  by  addicts  on 
reduced  doses  of  heroin  are  as  antisocial  as 
lives  wasted  with  no  restriction  of  intake. 
Success  in  treatment  of  narcotics  addiction 
must  be  measured  by  what  people  do,  by 
their  adjustment  to  the  requirements  of 
society,  and  by  their  capacity  to  enjoy  the 
small  pleasures  of  life  and  meet  the  larger 
responsibilities.  Treatment  must  be  di- 
rected to  the  patient  and  not  be  distorted  by 
a narrow  preoccupation  with  the  chemical 
agents  of  addiction. 
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Definition  of  narcotics 

Another  issue  needing  clarification  is  the 
term  “narcotic.”  In  its  popular  sense  this 
word  connotes  a few  well-known  drugs 
(heroin,  morphine,  and  meperidine  hydro- 
chloride) that  are  extensively  abused  and 
lead  to  antisocial  behavior.  On  the  other 
hand,  to  the  pharmacologist  and  the  Bureau 
of  Narcotics  the  term  “narcotic  drug”  desig- 
nates a large  number  of  synthetic  agents  be- 
longing to  several  different  chemical  classes, 
having  in  common  only  the  property  of  re- 
lieving symptoms  of  abstinence  after  abrupt 
withdrawal  of  morphine. 2 

Apart  from  a cross  tolerance  with  mor- 
phine, these  drugs  differ  significantly  in 
pharmacologic  properties.  They  vary  in 
addictive  tendency,  in  euphoric  effects,  in 
duration  of  action,  in  most  effective  route 
of  administration,  in  sedative  action,  in 
analgesic  potency,  in  histamine-releasing 
action,  in  their  actions  on  smooth  muscle, 
in  side-effects,  and  in  therapeutic  index. 
With  a large  number  of  untested  “narcotic” 
drugs  now  available  and  a continuing  dis- 
covery of  new  varieties,  the  statement,  fre- 
quently made,  that  maintenance  treatment 
of  addiction  has  been  tried  and  proved  a 
failure  seems  preposterous. 


Experience  with  morphine  treatment 

The  only  basis  for  discounting  any  further 
study  of  narcotic  drugs  in  the  management 
of  addiction  is  the  limited  experience  with 
distribution  of  morphine  during  the  period 
1919  to  1923.  The  dispensing  clinics  that 
operated  during  this  period  were  organized 
hurriedly,  staffed  with  well-intentioned  but 
largely  untrained  people,  kept  no  systematic 
records,  attempted  to  treat  large  numbers  of 
addicts,  and  gave  out  supplies  of  drug  for 
self-administration . 

The  results  of  these  clinics  defy  analysis. 
Whether  they  failed  because  of  administra- 
tive weakness  or  because  morphine  is  not  a 
suitable  drug  for  the  maintenance  of  addicts 
— or,  indeed,  whether  they  really  failed  as 
completely  as  claimed  by  the  critics — 
cannot  be  determined  from  the  evidence 
available.  To  quote  from  a report  of  the 
Council  on  Mental  Health,  American  Medi- 
cal Association1: 

Assessment  of  operations  of  the  narcotic  dis- 


pensaries between  1919  and  1923  is  difficult 
because  of  the  paucity  of  published  material. 
Much  of  the  small  amount  of  data  that  is 
available  is  not  sufficiently  objective  to  be  of 
great  value  in  formulating  any  clear-cut 
opinion  of  the  purpose  of  the  clinics,  the  way 
in  which  they  operated,  or  the  results  attained. 
. . . On  the  whole  the  clinics  seemed  to  have 
had  no  purpose  other  than  the  dispensing  of 
drugs  to  addicts  in  order  to  prevent  exploita- 
tion of  the  patients  by  drug  peddlers  and  other 
unscrupulous  purveyors  of  drugs.  In  some 
instances  the  clinics  dispensed  cocaine  as  well 
as  opiates.  . . . It  is,  however,  impossible  to 
evaluate  these  claims  of  benefits  from  the 
clinics.  There  was  a complete  lack  of  any 
objective  criteria  of  success  or  failure.  . . . 
Since  ambulatory  treatment  of  addiction 
(attempts  to  withdraw  drugs  without  institu- 
tionalization of  patient)  was  condemned  by 
the  A.M.A.  in  1921,  the  policy  of  the  Bureau 
of  Narcotics  has  been  to  discourage  and  pro- 
hibit attempts  at  this  form  of  treatment.  . . . 
One  fact  that  seems  to  have  been  neglected  or 
forgotten  is  that  the  medical  profession  played 
a major,  and  probably  a decisive,  role  in  clos- 
ing the  clinics. 

On  purely  pharmacologic  grounds,  it  is 
reasonable  to  question  the  wisdom  of  further 
attempts  to  maintain  addicts  with  morphine. 
As  does  heroin,  morphine  has  a relatively 
short  and  violent  action;  it  causes  profound 
narcosis,  followed  in  a few  hours  by  sickness 
and  a need  for  more  of  the  drug,  with  progres- 
sive tolerance  that  requires  increases  in  the 
dose.  Exclusion  of  morphine,  however,  does 
not  rule  out  a trial  of  other  narcotic  drugs. 
Because  a single  agent  has  failed,  it  does  not 
follow  that  all  narcotic  chemicals  are  value- 
less. Such  a conclusion  is  as  illogical  and 
defeatist  as  abandoning  chemotherapy  of 
cancer  because  a particular  agent  fails  to 
cure  leukemia.  Yet  the  Senate  Committee 
Report,  if  taken  literally,  does  just  that. 
Medical  experts  advising  the  legislators 
should  have  brought  out  the  distinction 
between  eliminating  a particular  drug  with 
known  defects  and  discarding  a whole  class 
of  untested  chemicals  because  of  a pharma- 
cologic designation. 

Recommendations 

Need  for  research.  To  avoid  mis 
understanding  on  this  important  issue,  let 
it  be  emphasized  that  the  plea  here  is  not 
for  unrestricted  use  of  synthetic  narcotics 
but  rather  for  a systematic  screening  of  these 
agents  for  possible  utility  in  the  treatment 
of  addiction.  Research  on  this  topic  is 


928  New  York  State  Journal  of  Medicine  / April  1,  1965 


both  proper  and  urgently  indicated.  Con- 
trols on  the  use  of  these  agents  must  be 
retained,  not  because  narcotic  chemicals 
have  been  discredited  by  prior  work,  but, 
on  the  contrary,  because  they  are  new  drugs 
with  as  yet  undetermined  properties. 

Programs  of  clinical  testing  should  be 
planned  with  the  understanding  that  nar- 
cotic chemicals  will  not  in  themselves 
eliminate  the  psychologic  problems  of  the 
addict.  Emotional  difficulties  in  most  cases 
precede  the  taking  of  drugs;  for  the  im- 
mature, sensitive  delinquent,  addiction  pro- 
vides an  escape  from  tensions  and  responsi- 
bilities. The  narcotic  acts  as  tranquilizer; 
the  routine  of  addict  life- — hustling,  inject- 
ing, associating  with  users,  and  being 
identified  as  an  addict — absorbs  his  ener- 
gies. Prescribing  narcotic  drugs  without 
re-education  and  guidance  almost  surely 
will  fail  to  return  these  patients  to  normal 
life. 

Use  of  drugs  in  rehabilitation.  For- 
tunately, chemotherapy  and  rehabilitation 
are  not  alternatives.  In  the  treatment  of 
addiction  and  other  chronic  diseases,  medi- 
cines should  be  prescribed  only  as  part  of  a 
larger  program  of  rehabilitation.  A narcotic 
drug  should  be  considered  for  use  in  the 
treatment  of  addiction  to  facilitate  the 
patient’s  re-entry  into  society.  It  is  now 
possible  to  stabilize  the  pharmacologic  state 
of  an  addict  by  a long-acting  synthetic 
agent;  in  proper  dosage  this  removes  the 
desperation  of  drug-seeking  and  the  con- 
stant threat  of  abstinence  symptoms,  with- 
out producing  euphoria  or  excessive  seda- 
tion. In  theory,  although  not  yet  proved 
by  controlled  experiments,  a stabilized 
addict  should  be  more  open  to  new  interests. 
This  is  not  a radical  approach.  It  differs 
from  the  standard  treatment  only  by  in- 
version of  priority;  rehabilitation  rather 
than  withdrawal  of  the  drug  is  the  first 
target.  In  both  cases,  of  course,  the  ideal  is 
social  and  pharmacologic  cure,  but  if  a 
choice  must  be  made,  rehabilitation  should 
come  first.  In  any  event,  the  consistent 
failure  of  efforts  to  rehabilitate  patients 
after  withdrawal  of  drugs  suggests  that  the 
addict  during  this  phase  of  treatment  needs 
pharmacologic  support.  This,  incidentally, 
should  not  be  described  as  “gratification”  of 
an  addiction,  since  a long-acting  narcotic 
drug,  if  given  in  proper  dosage,  not  only 
fails  to  produce  euphoria  but  also  markedly 


limits  the  euphoric  action  oi  herom.  The 
major  problem  in  the  use  of  such  an  agent 
is  not  addiction  to  it  but  persuading  the 
patient  to  continue  with  a drug  that  di- 
minishes the  potency  of  heroin. 

Role  of  medical  profession.  The 
measures  so  far  considered,  that  is  clarifica- 
tion of  treatment  goals  and  clinical  testing 
of  synthetic  drugs,  promise  the  most  im- 
mediate results.  Because  of  the  urgency 
of  the  narcotics  problem  in  large  cities,  the 
testing  program  should  be  pressed  forward 
with  vigor.  This,  however,  is  not  enough. 
In  anticipation  of  future  developments  the 
medical  profession  must  improve  the  train- 
ing of  physicians,  and  medical  institutions 
must  stimulate  basic  research.  Again,  the 
first  step  is  to  consider  the  attitude  of 
physicians. 

Physicians  today  can  be  licensed  to 
practice  medicine  without  ever  having 
seen  an  addict  as  a patient.  Medical  schools 
give  little  or  no  time  to  problems  of  drug 
abuse,  and  teaching  hospitals  shun  addict 
patients.  When  confronted  with  the  com- 
plex medical  and  social  problems  of  a 
narcotics  user,  most  physicians  therefore 
react  defensively.  If  possible,  they  avoid 
treating  addicts  even  for  an  acute  illness. 

Nevertheless,  addicts  are  sick  people  and, 
as  such,  impose  a responsibility  on  the 
medical  profession.  Individual  physicians 
can  specialize  their  work,  accepting  some 
conditions  for  treatment  and  referring 
others  elsewhere,  but  the  profession  as  a 
whole  does  not  have  the  same  right  to 
limit  its  concern.  Its  responsibility  goes 
to  all  sick  people,  including  those  whose 
behavior  is  pathologic. 

The  profession,  moreover,  cannot  escape 
the  responsibility  by  pleading  legal  im- 
pediments. There  are  tight  restrictions 
on  the  prescription  of  narcotic  drugs  for 
addict  patients,  and  many  physicians  object 
to  the  intrusion  of  law  into  what  should  be 
an  area  of  medical  decision.  However,  the 
legal  restrictions  do  not  justify  neglect  of 
the  problem.  Indeed,  it  seems  reasonable 
to  ask  whether  or  not  the  converse  may  not 
be  true:  that  neglect  has  made  the  re- 

strictions necessary.  With  no  experience 
in  the  treatment  of  addicts  and  burdened 
with  prejudices  and  misconceptions,  many 
physicians  would  find  it  difficult  to  accept  a 
greater  freedom  in  the  prescription  of 
narcotic  drugs.  Perhaps  this  is  a pessimistic 
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view,  but  there  must  be  some  truth  in  it 
since  the  restrictive  rules  are,  in  the  final 
analysis,  imposed  by  the  medical  profession 
on  itself. 

Contrary  to  general  belief,  the  limitations 
on  medical  use  of  narcotics  originated  in 
medical  committees  not  governmental  agen- 
cies. The  Federal  code  governing  the  use  of 
narcotic  drugs  provides  the  following  excep- 
tion: “Nothing  contained  in  this  section, 

section  4735,  or  section  4774  shall  apply  . . . 
to  the  dispensing  or  distribution  of  narcotic 
drugs  to  a patient  by  a physician,  dentist, 
or  veterinary  surgeon,  or  practitioner  reg- 
istered under  section  4722  in  the  course  of 
professional  practice  only.”3  The  code  does 
not  define  professional  practice,  nor  should 
it.  Medical  treatment  changes  from  year 
to  year.  Today,  we  reject  purging  and 
bleeding  as  treatments  for  tuberculosis, 
although  these  remedies  were  esteemed  not 
very  many  years  ago.  Tomorrow,  some  of 
our  accepted  procedures  may  appear  equally 
primitive.  The  concept  of  “professional 
practice”  can  be  defined  only  in  terms  of  the 
treatments  employed  by  reputable  physicians 
at  a given  time  in  history.  Courts  of  law 
can  be  asked  to  evaluate  the  reputation 
and  scientific  authority  of  physicians  giving 
professional  opinion  when  an  issue  is  in 
doubt,  but  medical  controversies  cannot  be 
resolved  scientifically  by  legal  procedures. 
If  they  could,  physicians  should  study  law 
rather  than  medicine. 

The  medical  profession  therefore  must 
establish  its  own  standards  of  professional 
practice.  With  respect  to  treatment  of 
addiction,  successive  committees  of  the 
American  Medical  Association  have  pro- 
vided a definition,  which  was  reaffirmed  as 
recently  as  June,  1963,  in  a joint  statement 
with  the  National  Research  Council.4  The 
latter  report  stated:  “ Continued  administra- 
tion of  drugs  for  the  maintenance  of  addiction 
is  not  a bona  fide  attempt  at  cure , nor  is  it 
ethical  treatment  except  in  the  few  unusual 
circumstances  discussed  later”  The  unusual 
circumstances  are  when  “(a)  withdrawal 
would  be  dangerous  to  life,  or  (b)  continued 
drug  administration  is  necessary  for  a 
chronic  or  terminal  painful  condition  other 
than  drug  addiction  itself  and  for  which  no 
other  mode  of  treatment  is  possible.” 
Thus,  the  medical  profession,  through  its 
official  spokesmen,  remains  on  record  as 
stating  that  withdrawal  of  narcotic  drugs 


is  the  only  acceptable  treatment  for  the 
vast  majority  of  addict  patients. 

This  definition  of  ethical  treatment  clearly 
requires  the  Federal  Bureau  of  Narcotics 
and  other  agencies  charged  with  enforce- 
ment of  narcotics  laws  to  regard  medical 
maintenance  of  addicts  as  unprofessional 
and  therefore  unlawful.  If  future  medical 
research  discloses  a useful  role  for  some 
narcotic  drug  in  the  therapy  of  addiction, 
and  if  a substantial  number  of  medical 
authorities  recognize  this  treatment  as 
sound  professional  practice,  the  administra- 
tive ruling  of  the  Federal  Bureau  of  Nar- 
cotics prohibiting  maintenance  (section  151.- 
392)  would  need  clarification.  Since  no 
definitive  research  on  this  problem  has  yet 
been  done,  the  prohibition  of  maintenance 
treatment  remains  firmly  based  on  medical 
authority. 

A matter  of  great  practical  importance, 
emphasizing  the  need  for  basic  research,  is 
the  poorly  defined  pharmacologic  state  of 
the  addict  after  withdrawal.  A few  weeks 
after  stopping  drug  usage,  patients  appear 
to  be  restored  to  normal  reactivity;  they 
no  longer  have  an  addict’s  drug  tolerance  or 
the  physical  dependence  that  requires  re- 
peated doses  of  narcotic  drug  to  prevent 
abstinence  symptoms.  As  far  as  can  be 
judged  from  analyses  of  urinary  excretion, 
essentially  all  of  the  drug  has  been  elim- 
inated from  the  body  at  this  time,  yet  these 
patients  are  not  entirely  normal  in  func- 
tion. Such  patients  show  an  ill-defined 
but  real  malaise,  a drug  hunger  that  persists 
and  in  most  cases  leads  them  back  to  addic- 
tion. This  phenomenon  has  been  con- 
sidered psychologic,  since  medical  examina- 
tion discloses  no  abnormalities,  but  the 
negative  evidence  is  not  conclusive.  No 
medical  or  biochemical  test,  apart  from 
analysis  for  the  presence  of  the  drug,  is 
diagnostic  of  drug  usage  during  active  addic- 
tion or  withdrawal;  it  is  hardly  to  be  ex- 
pected that  abnormalities  not  found  in  acute 
abstinence  would  become  evident  in  the 
postaddiction  state.  For  a satisfactory 
definition  of  this  state  we  need  to  know 
more  about  the  biochemical  events  involved 
in  drug  action,  tolerance,  and  withdrawal. 
It  is  even  possible  that  repeated  exposure 
to  large  doses  of  narcotics,  as  does  heavy 
dosing  of  susceptible  tissue  with  hormones  or 
radiation,  may  cause  an  irreversible  change 
in  some  biochemical  processes. 
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One  final  point  relating  to  medical  educa- 
tion: Physicians,  for  their  own  protection, 
need  to  learn  more  about  the  insidious 
beginnings  of  drug  abuse.  Addiction  is  an 
occupational  hazard  of  medical  practice, 
involving  perhaps  2 per  cent  of  the  whole 
profession.  As  are  other  hazards,  it  is 
greatly  magnified  by  ignorance.  Almost 
all  addicted  physicians  begin  with  the 
illusion  that  they  can  treat  themselves  with 
narcotics  and  control  their  own  intake. 
This  tragic  mistake  might  be  prevented  in 
many  cases  by  a better  understanding  of  the 
hazard.  Physicians  now  are  trained  to 
work  with  pathogenic  bacteria  and  radia- 
tion; the  era  of  psychoactive  drugs  is  just 
beginning,  and  physicians  will  have  to 
learn  to  deal  wisely  with  these  dangerous 
agents. 

Summary 

Medical  treatment  of  narcotics  addiction 
is  unsatisfactory  at  present.  It  could  be 
improved  by  the  development  of  a more 


Cancer  mortality  declines  in  women 

Cancer  mortality  among  women  has  been 
slowly,  but  definitely,  declining  in  the  United 
States,  according  to  statisticians  of  Metro- 
politan Life  Insurance  Company. 

From  1950  to  1962,  the  death  rate  from 
cancer  among  women  fell  10  per  cent.  Some 
reduction  occurred  in  the  entire  range  of  adult 
ages,  although  decreases  were  slight  at  the 
oldest  ages. 

Much  of  the  encouraging  gains  stemmed  from 
reductions  in  mortality  from  malignancies  of  the 
digestive  system  and  of  the  uterus,  the  stat- 
isticians said. 

Relatively,  the  death  rate  from  stomach 
cancer  in  the  decade  studied  showed  the 


professional  attitude  toward  the  problem, 
free  from  moralizing,  directing  therapy 
toward  rehabilitation  as  the  primary  goal 
rather  than  elimination  of  drug,  and  initiat- 
ing systematic  testing  of  narcotic  agents  as 
adjuncts  in  therapy.  This  can  and  should 
be  done  without  delay. 

Training  of  physicians,  now  inadequate, 
should  be  expanded  to  provide  more  ex- 
perience in  problems  of  drug  abuse,  both  for 
their  personal  protection  and  for  improve- 
ment of  their  professional  skills.  More 
basic  research  is  needed  to  define  the  bio- 
chemical abnormalities  of  addicts  before 
and  after  withdrawal  of  drugs. 
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greatest  decrease — 37  per  cent — among  white 
females,  and  for  cancer  of  the  rectum  the  reduc- 
tion was  somewhat  less.  For  uterine  cancer, 
the  death  rate  fell  by  more  than  one-fourth. 
Other  reductions,  although  not  as  sizable,  were 
recorded  in  death  rates  from  cancer  of  the 
intestines,  and  the  biliary  passages  and  liver,  the 
statisticians  noted. 

Mortality  from  breast  cancer,  the  leading 
site  of  malignancy  among  women,  has  remained 
relatively  stable  over  many  years.  There  is 
evidence  of  increases,  however,  in  the  death 
rates  from  cancer  of  a number  of  the  less  com- 
mon sites.  Mortality  from  lung  cancer  rose 
by  one-fourth  in  the  decade  reviewed.  Smaller 
increases  were  recorded  in  the  death  rate  from 
leukemia  and  from  cancers  of  the  pancreas  and 
of  the  brain. 
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Uncle  Brainz  Column— Information  for  the  Asking 


i 

Dear  Uncle  Brainz, 

I am  just  thirteen  years  of  age  and  in  the 
sixth  grade.  Up  until  this  year,  during  the  pre- 
vious five  grades,  each  school  day  opened  with 
a prayer;  but  this  year  we  have  not  had  an 
opening  prayer,  even  once. 

Do  you  think  this  is  because  our  present 
teacher  is  opposed  to  prayer,  or  do  you  think 
we  are  now  too  old  to  pray? 

— Perplexed 

Dear  Miss  Perplexed, 

While  I am  not  personally  acquainted  with 
your  teacher,  I do  know  many  educators,  and 
none  of  them  is  opposed  to  praying;  I am  sure 
your  present  teacher  is  not  so  opposed. 

As  regards  your  question  as  to  age,  one  never 
gets  too  old  to  pray;  as  a matter  of  fact  as  most 
people  get  older,  their  prayers  become  more  fre- 
quent and  certainly  more  fervent. 

Neither  of  your  suppositions  is  correct.  The 
reason  there  has  been  no  opening  prayer  at 
school  this  year  is  that  the  Supreme  Court  of  the 
United  States  has  declared  it  illegal. 

Thank  you  for  writing, 

Your  friend, 

Uncle  Brainz 

Dear  Uncle  Brainz, 

It  made  me  very  happy  to  know  you  con- 
sider me  your  friend,  and  it  was  good  of  you  to 
answer  so  promptly  and  explain  about  praying 
to  me.  Now,  I have  it  all  straightened  out, 
but  you  must  have  thought  I was  pretty  dumb 
not  to  know  praying  was  against  the  law. 

Of  course,  it  seems  to  me  a lot  of  people  must 
be  breaking  the  law,  even  in  my  own  home. 
It’s  something  like  it  was  during  Prohibition, 
I guess;  and  I see  churches  are  open  also,  just 
like  the  speakeasies  I read  about. 

Your  sincere  admirer  and  friend, 

— Perplexed 

Dear  Miss  Perplexed, 

I am  afraid  you  don’t  have  it  straightened 
out,  at  least  not  correctly.  Praying  is  not 
against  the  law,  and  any  attempt  to  make  it  so 
would  violate  the  constitutional  guarantee  of 
our  right  to  worship  as  we  please,  specified  in 
the  Bill  of  Rights. 

It  is  only  that  praying  together  in  school  is 
against  the  law,  since  the  Supreme  Court  de- 
cided it  violated  the  separation  of  Church  and 
State  as  specified  in  the  Bill  of  Rights,  because 


your  school  is  a governmental  unit.  Pre- 
sumably, it  would  not  be  against  the  law  for 
you  to  pray  in  school  by  yourself  and  silently. 
So  I hope  you  understand;  far  from  praying 
being  against  the  law  it  is  your  constitutional 
right  to  pray  and  guaranteed  by  the  Bill  of 
Rights,  contained  in  the  first  ten  amendments 
to  the  Constitution  of  the  United  States; 
however  the  Bill  of  Rights  of  the  Constitution 
makes  it  illegal  and  unconstitutional  for  you 
to  pray  in  school. 

Your  very  good  friend, 

Uncle  Brainz 

Dear  Uncle  Brainz, 

Thank  you  for  your  explanation,  and  I think 
I understand  what  happened;  but  I am  still 
puzzled  by  the  fact  the  Bill  of  Rights  was 
adopted  in  1791,  and  we  continued  to  pray  in 
school  up  to  1964;  if  it  is  so  dangerous  to  our 
liberties  and  violates  our  constitutional  rights, 
it  would  seem  something  should  have  happened 
during  the  hundred  seventy-three  years  we  were 
breaking  the  Constitution  every  day. 

I know  school  is  for  education  and  not  a place 
to  learn  how  to  pray,  and  the  prayer  we  said  was 
different  from  what  we  say  at  home,  more  like 
the  blessing  they  ask  before  a banquet  or  a 
meeting  or  a session  of  Congress.  It  all  seems 
kind  of  funny  to  me.  When  we  did  pray  at  the 
opening  of  the  school  day,  it  never  made  me 
feel  like  a criminal  or  like  I do  when  I do  some- 
thing bad;  and  if  it  really  is  so  dangerous,  one 
would  think  something  would  have  happened 
during  the  hundred  seventy-three  years  we  were 
all  breaking  the  law. 

Your  admiring  friend, 

— Perplexed 

Dear  Miss  Perplexed, 

I suppose,  it  all  must  seem  bewildering  to  a 
young  lady  of  thirteen,  but  the  truth  of  the  mat- 
ter is  that  it  was  not  a crime  or  against  the  law 
all  these  years;  it  didn’t  become  illegal  until 
the  present  Supreme  Court  handed  down  its 
decision  about  a year  ago.  Supreme  Courts  of 
previous  years  may  have  decided  it  was  legal  or 
refused  to  consider  a case  challenging  the  con- 
stitutionality of  school  prayer,  which  in  effect 
would  make  it  legal;  it  is  possible  another  Su- 
preme Court  at  some  future  time  will  declare  it 
legal,  at  which  time  it  will  no  longer  be  against 
the  law. 
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If  this  seems  ambiguous  and  contradictory  to 
you,  all  I can  say  is  it  seems  that  way  to  me  as 
well.  It  probably  all  started  when  the  Supreme 
Court  assumed  a political  role  which  it  has 
never  relinquished,  and  this  role  has  frequently 
overshadowed  judicial  interpretation  and  in- 
fluenced decisions.  It  started  back  in  1800 
when  Chief  Justice  Marshall  used  the  court  to 
maintain  within,  and  some  thought  beyond, 
their  rightful  scope  the  Federalist  principles 
of  Adams  and  Hamilton  against  the  recently 
elected  majority  of  Jefferson’s  Republican- 
Democrat  party.  As  a result,  interpretation 
of  the  constitutionality  or  nonconstitutionality 
of  a law  is  not  fixed  and  immutable  but  may  be 
altered  or  even  result  in  a diametrically  opposite 
interpretation  by  a subsequent  court.  A fa- 
mous political  commentator  once  said  in  effect 
that  interpretation  of  the  constitutionality  of  a 
disputed  law  or  inferior  court  decision  by  the 
Supreme  Court  of  the  United  States  tended  to 
follow  election  trends. 

Also,  you  must  realize,  that  a court  renders  a 
decision  only  when  a matter  becomes  the  basis  of 
legal  action;  thus  it  might  be  that  every  Su- 
preme Court  since  1791  would  have  interpreted 
the  problem  in  the  same  way  as  the  present 
court  had  it  become  a matter  for  the  courts  and 
one  finally  brought  to  the  bench  of  our  supreme 
judicial  tribunal. 

In  the  question  of  school  prayer,  action  was 
precipitated  by  a citizen  who  did  not  believe  in 
the  existence  of  a Supreme  Being  (only  in  a 
supreme  court)  and  therefore  felt  the  practice  of 
praying  in  school  on  a compulsory  basis  in- 
vaded her  child’s  constitutional  right  to  believe 
or  not  believe,  and  further  embarrassed  and 
humiliated  the  child  and  exposed  him  to  possible 
ridicule  from  classmates.  I am  sure  a smart, 
friendly,  and  considerate  young  lady  like  your- 
self would  not  wish  to  humiliate  or  pillory  one 
of  your  classmates  just  because  he  did  not  be- 
lieve in  the  same  things  you  do. 

I realize  this  letter  is  lengthy,  but  I wanted  to 
answer  your  questions  with  a detailed  explana- 
tion and  so  conclude  the  matter,  although  I 
would  be  happy  to  hear  from  you  again  if  you 
have  another  problem  or  question. 

Good-bye  and  good  luck, 

Uncle  Brainz 

Dear  Uncle  Brainz, 

Your  long  explanatory  letter  received  and 
read  and  reread,  and  of  course  you  are  right; 

I have  no  desire  to  hurt  any  of  my  classmates 


or  subject  them  to  an  ordeal  of  suffering  or 
torture  just  because  I get  pleasure  out  of  doing 
something  I believe  is  right. 

Neither  do  I want  to  be  a pest  and  badger 
you  about  the  simple  question  I raised  about 
school  prayer  so  many  letters  ago.  I accept 
your  explanation  and  realize  that  is  the  way  it  is, 
but  I still  have  trouble  understanding  why. 

Why  just  in  school?  Why  not  in  all  govern- 
mental installations?  Why  not  ban  it  in  legis- 
lative assemblies,  local,  state,  or  federal?  Why 
do  they  have  chaplains  in  military  service? 
This  would  seem  a more  flagrant  example  of 
nonseparation  of  Church  and  State  than  a 
group  of  children  repeating  an  innocuous  request 
for  divine  guidance  at  the  opening  of  the  school 
day.  Some  military  organizations  or  units 
make  church  attendance  compulsory.  If  hear- 
ing a simple  prayer  and  the  word  God  is  so 
offensive  to  a nonbeliever’s  child  as  to  em- 
barrass and  humiliate  him  or  her,  how  will  he 
avoid  the  experience  outside  the  schoolroom? 
And  please  tell  me,  Uncle  Brainz,  can  an 
atheist  be  a conscientious  objector? 

I could  ask  other  questions  along  the  same 
line,  but  I just  can’t  understand  why,  if  separa- 
tion of  Church  and  State  is  so  important,  why 
limit  it  to  schools? 

— Perplexed 

Dear  Miss  Perplexed, 

I give  up  and  will  not  try  to  answer  your 
questions.  I am  more  confused  than  you  ever 
were.  I have  just  read  the  Supreme  Court 
ruling  on  reapportionment  of  both  houses  in 
New  York  State,  ordering  it  done  on  the  basis  of 
population  alone  and  basing  the  decision  on  the 
Fourteenth  Amendment.  I am  not  a jurist  but 
enough  of  a historian  to  know  if  there  was  any 
thought  of  such  an  interpretation  when  the 
amendment  was  passed,  it  is  doubtful  it  would 
have  passed  and  certainly  would  never  been 
ratified  by  the  states. 

This  decision  was  made  in  the  face  of  the 
declaration  two  years  ago  by  one  of  their  recent 
members  and  one  of  our  greatest  judicial 
authorities,  Frankfurter,  that  such  determina- 
tion is  outside  the  scope  of  the  Court  and  a 
direct  invasion  of  legislative  prerogative  and 
jurisdiction. 

All  I can  say  is,  they  should  have  caps  to  go 
with  their  robes. 

Your  perplexed,  frustrated,  and  addled 

Uncle  Brainz 
WRC 
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Necrology 


Edward  D.  Begley,  M.D.,  of  Brooklyn,  died 
on  October  18,  1964,  at  the  age  of  sixty-five. 
Dr.  Begley  received  his  medical  degree  from  the 
University  of  Vienna  in  1923.  He  was  an 
assistant  attending  physician  in  internal  medi- 
cine at  St.  John’s  Hospital  and  an  assistant 
attending  pediatrician  and  an  assistant  at- 
tending child  cardiologist  at  the  Cardiac  Clinic 
of  Kings  County  Hospital  Center.  Dr.  Begley 
was  a member  of  the  American  Geriatrics 
Society,  the  Academy  of  Psychosomatic  Medi- 
cine, the  Brooklyn  Society  of  Internal  Medicine, 
the  New  York  Cardiological  Society,  the 
Medical  Society  of  the  County  of  Kings,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Edgar  Brann,  M.D.,  of  Brooklyn,  died  on 
October  14,  1964,  at  the  age  of  seventy-six. 
Dr.  Brann  received  his  medical  degree  from  the 
University  of  Freiburg  in  1914.  He  was  a 
member  of  the  Medical  Society  of  the  County 
of  Kings,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Raniero  De  Felice,  M.D.,  of  Woodhaven, 
died  on  December  14,  1964,  at  the  age  of  sev- 
enty-four. Dr.  De  Felice  received  his  medical 
degree  from  the  University  of  Naples  in  1916. 
He  was  a member  of  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Francis  Charles  Edmonds,  M.D.,  of  Glen 
Cove,  died  on  November  3,  1964,  at  the  age  of 
eighty-seven.  Dr.  Edmonds  graduated  in  1903 
from  New  York  University  and  Bellevue 
Hospital  Medical  College. 

Julia  Roberts  Gibson,  M.D.,  of  Flushing, 
died  on  January  21  at  the  age  of  eighty-seven. 
Dr.  Gibson  graduated  in  1915  from  Woman’s 
Medical  College  of  Pennsylvania.  She  was  a 
member  of  the  Medical  Society  of  the  County 
of  Kings,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

James  M.  Houlahan,  M.D.,  of  New  York 
City  and  Mount  Vernon,  died  at  Lawrence 
Hospital,  Bronxville,  on  February  10  at  the 
age  of  sixty-six.  Dr.  Houlahan  graduated  in 
1924  from  Tulane  University  School  of  Medi- 
cine. He  was  an  attending  ophthalmologist  at 
St.  Vincent’s  Hospital  and  an  associate  at- 
tending ophthalmologist  at  Bellevue  Hospital. 


Dr.  Houlahan  was  a Diplomate  of  the  American 
Board  of  Ophthalmology  and  a member  of  the 
American  Academy  of  Ophthalmology  and 
Otolaryngology,  the  Westchester  County  Medi- 
cal Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Louis  William  Maraventano,  M.D.,  of 

Yonkers,  died  on  November  17,  1964,  at  the 
age  of  fifty-five.  Dr.  Maraventano  graduated 
in  1933  from  New  York  University  and  Bellevue 
Hospital  Medical  College.  He  was  an  as- 
sociate attending  surgeon  at  St.  Joseph’s 
Hospital. 

Isaak  Julius  Ochs,  M.D.,  of  New  York  City, 
died  on  February  14  at  his  home  at  the  age  of 
sixty-five.  Dr.  Ochs  received  his  medical 
degree  from  the  University  of  Cologne  in  1923. 
He  was  chief  of  the  neurology  service  of  Lincoln 
Hospital  Outpatient  Department  and  an  as- 
sistant attending  neuropsychiatrist  at  Lincoln 
Hospital.  Dr.  Ochs  was  a member  of  the 
American  Geriatrics  Society,  the  New  York 
County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American 
Medical  Association. 

Morris  J.  Robin,  M.D.,  of  Brooklyn,  died  on 
January  31  at  Wyckoff  Heights  Hospital  at  the 
age  of  fifty-five.  Dr.  Robin  graduated  in 
1932  from  Long  Island  College  Medical  School. 
He  was  an  attending  physician  at  Wyckoff 
Heights  Hospital,  an  attending  physician  in 
pulmonary  diseases  at  Queens  Hospital  Center, 
and  an  associate  attending  physician  in  pul- 
monary diseases  at  Montefiore  Hospital  and 
Bronx  Municipal  Hospital  Center.  Dr.  Robin 
was  a Diplomate  of  the  American  Board  of 
Internal  Medicine,  a Fellow  of  the  American 
College  of  Chest  Physicians,  and  a member  of 
the  American  Thoracic  Society,  the  Brooklyn 
Thoracic  Society,  the  Medical  Society  of  the 
County  of  Kings,  the  Medical  Society  of  the 
State  of  New  York  and  the  American  Medical 
Association. 

Michael  Schuman,  M.D.,  of  New  York  City, 
died  on  February  13  at  his  home  at  the  age  of 
seventy-five.  Dr.  Schuman  graduated  in  1908 
from  New  York  University  and  Bellevue 
Hospital  Medical  College.  He  was  a con- 
sulting pediatrician  at  Jewish  Memorial  Hospi- 
tal and  chairman  of  the  special  services  com- 
mittee of  the  Health  Insurance  Plan  of  Greater 
New  York.  For  many  years  he  had  been 
author  of  a newspaper  column  “Your  Child’s 
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Health,”  which  appeared  in  The  New  York 
Daily  Mirror.  Dr.  Schuman  was  a Diplomate 
of  the  American  Board  of  Pediatrics  and  a 
member  of  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 


Louis  Steinger,  M.D.,  of  Brooklyn,  died  on 
December  18,  1964,  at  the  age  of  sixty-five. 
Dr.  Steinger  graduated  in  1923  from  General 
Medical  College,  Chicago.  He  was  director  of 
surgery  and  chief  of  the  medical  staff  at  Pros- 
pect Heights  Hospital  and  an  associate  attend- 
ing surgeon  at  Cumberland  Hospital.  Dr. 
Steinger  was  a Fellow  of  the  International 
College  of  Surgeons  and  a member  of  the  Kings 


Relief  of  phantom  limb  pain 


Phantom  limb  pain,  an  incapacitating  condi- 
tion which  develops  in  approximately  2 per 
cent  of  amputees,  has  been  relieved  through 
encasing  in  a microporous  filter  sheath  the 
ends  of  all  the  nerves  capable  of  carrying 
sensory  impulses  into  the  central  nervous  system 
from  the  missing  portion  of  the  extremity. 

Speaking  before  the  sectional  meeting  of  the 
American  College  of  Surgeons,  James  B. 
Campbell,  M.D.,  research  professor  of  neurologic 
surgery  at  New  York  University  Medical  Cen- 
ter, reported  success  gained  with  this  procedure 
in  6 out  of  7 cases  with  intractable  pain  follow- 
ing loss  of  a portion  of  a lower  extremity.  Dr. 
Campbell’s  research  is  being  supported  through 
grants  from  the  Army  Medical  Service,  the 
National  Institute  of  Neurological  Diseases  and 
Blindness  of  the  National  Institutes  of  Health, 
and  the  United  Cerebral  Palsy  Research  and 
Educational  Foundation. 

In  discussing  the  method  used,  Dr.  Campbell 
stated  that  a nerve  in  the  peripheral  nervous 
system  which  has  been  cut  will  form  a neuroma 
at  the  stump.  In  the  course  of  a long-term 
evaluation  of  factors  influencing  regeneration 
in  the  peripheral  nervous  system,  it  became 
apparent  that  a neuroma  would  not  form  in  the 
proximal  stump  of  a sciatic  nerve  if  the  stump 
were  encased  in  a microporous  filter  sheath, 
HA  Millipore,  which  is  sufficiently  porous  to 
offer  easy  passage  of  extracellular  fluids  across 
its  surface  while  preventing  admixture  of 
extraneural  and  intraneural  cells  during  heal- 
ing. Thus,  instead  of  forming  the  tangled 


County  Surgical  Society,  the  Medical  Society  of 
the  County  of  Kings,  the  Medical  Society  of 
the  Slate  of  New  York,  and  the  American 
Medical  Association. 

William  M.  Wiseman,  M.D.,  of  Brooklyn, 
died  on  January  16  at  the  age  of  fifty.  Dr. 
Wiseman  graduated  in  1941  from  Georgetown 
University  School  of  Medicine.  He  was  an 
associate  attending  pediatrician  at  Lutheran 
Medical  Center  and  an  assistant  attending 
pediatrician  at  Victory  Memorial  Hospital. 
Dr.  Wiseman  was  a Diplomate  of  the  American 
Board  of  Pediatrics  and  member  of  the  Ameri- 
can Academy  of  Pediatrics,  the  Medical 
Society  of  the  County  of  Kings,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 


mass  characteristic  of  neuroma,  the  stump  of 
the  sheathed  nerve  is  sealed  off.  The  nutri- 
tional fluids  which  pass  through  the  pores  of  the 
sheathing  material  feed  the  cells  of  the  epi- 
neurium,  and  the  blood  clot  at  the  stump  of 
the  nerve  lays  down  fibrin  strands  perpendicular 
to  the  longitudinal  axis  of  the  nerve,  thus 
creating  a scaffold  for  guidance  of  epineural 
cells.  Thus,  the  microscopic  tubules  which 
sheathe  the  individual  nerve  fibers  are  sealed 
off.  Consequently,  random  overgrowth  does 
not  take  place  and  a nerve  so  treated  ceases  to 
be  painful. 

After  confirming  original  laboratory  data 
with  further  experimentation,  the  method  was 
tried  first  in  the  case  of  spastic  children  who 
required  cutting  of  nerves  in  the  calf  muscles  to 
correct  spasticity  of  the  lower  limbs.  Fre- 
quently, neurectomies  had  failed  in  the  past 
because  of  spontaneous  regeneration.  There- 
fore, when  each  of  four  children,  selected  for 
denervation  of  the  gastrocnemius,  retained 
the  initial  benefit  of  the  operation  for  over  two 
years  and  had  not  developed  painful  neuroma, 
it  was  decided  that  Millipore  encapsulation  of 
sectioned  nerves  was  a feasible  method  for 
preventing  regeneration  and  the  development 
of  a painful  neuroma. 

The  method  was  applied  next  in  treating 
patients  with  incapacitating  local  neuroma 
pain.  A number  of  cases  were  tried  suc- 
cessfully, including  one  of  a bilateral  high-thigh 
amputee  who  was  unable  to  sit  without  severe 
pain  because  of  neuromata  in  both  sciatic 
nerves.  Unanticipated  relief  of  phantom  limb 
pain  as  well  as  relief  of  local  pain  after  operation 
on  this  individual  suggested  the  possibility  of 
utilizing  a peripheral  nerve  approach  to  the 
problem  of  phantom  limb  pain. 
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Abstracts 


Winkelstein,  C.,  Blacher,  R.  S.,  and  Meyer, 

B.  C.:  Psychiatric  observations  on  surgical 

patients  in  recovery  room;  pilot  study,  New 
York  State  J.  Med.  65:  865  (Apr.  1)  1965. 

Thirty  adult  patients  were  interviewed  in 
the  recovery  room  shortly  after  surgery  and 
again  eighteen  to  twenty-four  hours  later  to 
determine  their  emotional  responses.  General 
anesthesia  subjects  were  generally  lucid  but 
exhibited  lack  of  concern  about  the  operation 
and  absence  of  intense  affective  responses,  at- 
tributed primarily  to  psychogenic  rather  than 
pharmacologic  factors.  After  twenty-four 
hours  the  patients  expressed  the  concerns  and 
emotions  lacking  in  the  immediate  postoperative 
period.  Spinal  anesthesia  subjects  exhibited 
immediate  and  overt  emotional  responses; 
marked  anxiety  and  irritability  suggested 
elements  of  a traumatic  neurotic  reaction.  A 
salutary  influence  is  created  by  recovery  room 
visits  by  the  surgeon,  the  anesthesiologist,  or 
the  personal  physician,  especially  when  a 
trusting  relationship  with  the  patient  has  been 
established  preoperatively. 

Conway,  H.,  and  Montroy,  R.  E.:  Per- 

manent camouflage  of  capillary  hemangiomas 
of  face  by  intradermal  injection  of  insoluble 
pigments  (tattooing);  indications  for  surgery, 
New  York  State  J.  Med.  65:  876  (Apr.  1) 
1965. 

Over  a seventeen-year  period  735  patients 
have  received  a total  of  3,200  treatments  for 
nevus  flammeus  (port-wine  stain)  of  the  head 
and  neck;  an  average  of  5 treatments  was 
necessary.  Satisfactory  results  were  achieved 
in  85  per  cent  of  cases  accepted  for  treatment. 
The  treatment  consisted  of  deposition  of 


insoluble  pigments  into  the  dermis  overlying 
the  lesion  (tattooing),  thus  camouflaging  the 
florid,  abnormal  color.  Surgery  was  used  in 
some  cases  also. 

Simpson,  G.  M.,  Kunz,  E.,  and  Slafta,  J.: 

Use  of  sodium  diphenylhydantoin  in  treatment 
of  leg  ulcers,  New  York  State  J.  Med.  65: 
886  (Apr.  1)  1965. 

Sodium  diphenylhydantoin  has  been  shown 
to  have  a beneficial  effect  on  the  wound  healing 
process.  A double-blind  study  of  28  hos- 
pitalized chronic  psychiatric  patients  with 
chronic  leg  ulcers  confirmed  this  effect;  how- 
ever, perhaps  because  of  the  chronicity  and  the 
severity  of  the  lesions  the  results  were  not  highly 
significant.  Further  trials  are  indicated  in  a 
more  suitable  experimental  population. 

Edberg,  S.,  Rieker,  J.,  and  Angrist,  A.: 

Pathologic  aspects  of  traumatic  intracranial 
hemorrhage,  New  York  State  J.  Med.  65: 
889  (Apr.  1)  1965. 

Types  of  traumatic  intracranial  hemorrhage 
include:  subdural  hemorrhage,  which  may 

occur  with  laceration  of  cortical  vessels  as- 
sociated with  contrecoup  contusions  or  without 
laceration;  epidural  hematoma  which  is  com- 
monly associated  with  a skull  fracture  of  the 
parietotemporal  region  but  which  may  occur 
without  skull  fracture;  subarachnoid  hemor- 
rhage which  may  be  caused  by  trauma  or  by 
spontaneous  rupture  of  a so-called  “berry” 
aneurysm;  and  deep  intracerebral  hemorrhage. 
Experimental  work  suggests  the  necessity  of 
acceleration,  with  its  resultant  instant  initial 
focal  negative  pressure,  to  yield  the  pathologic 
findings  of  contrecoup  contusions. 
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Abstracts  in  Interlingua 


Winkelstein,  C.,  Blacher,  R.  S.,  e Meyer, 

! B.  C.:  Observations  psychiatric  in  patientes 

chirurgic  durante  lor  sojorno  in  le  sala  de  resta- 

! blimento;  studio  pilota  ( anglese ),  New  York 

■ State  J.  Med.  65:  865  (1  de  april)  1965. 

Trenta  patientes  adulte  esseva  interviewate 
in  le  sala  de  restablimento  brevemente  post  le 
intervention  chirurgic  e de  novo  dece-octo  a 
vinti-quatro  horas  plus  tarde  pro  determinar  lor 
responsas  emotional.  Patientes  subjicite  a anes- 
thesia general  esseva  lucide  in  le  majoritate  del 
casos,  sed  illes  exhibiva  un  manco  de  interesse  in 
le  operation  e un  absentia  de  intense  responsas 
affective.  Isto  esseva  attribuite  primarimente  a 
factores  psychogene  plus  tosto  que  pharmacolo- 
gic. Vinti-octo  horas  plus  tarde,  le  patientes 
exprimeva  le  interesse  e le  emotiones  que  man- 
cava  durante  le  periodo  immediatemente  post- 
operatori.  Patientes  subjicite  a anesthesia 
spinal  exhibiva  immediate  e patente  responsas 
emotional.  Le  presentia  de  marcate  grados  de 
anxietate  e de  irritabilitate  suggereva  le  presen- 
tia de  elementos  de  un  traumatic  reaction  neu- 
rotic. Un  influentia  benefic  es  exercite  per  visi- 
tas  al  sala  de  restablimento  del  parte  del  chir- 
urgo,  del  anesthesiologo,  o del  medico  personal — 
particularmente  si  un  relation  de  confidentia  es- 
seva in  existentia  ante  le  operation. 

Conway,  H.,  e Montroy,  R.  E.:  Le  perma- 

nente  camouflage  de  hemangiomas  facial  per  le 
injection  intradermal  de  insolubile  pigmentos 
(tatuage) ; indicationes  pro  un  intervention 
chirurgic  {anglese),  New  York  State  J.  Med. 
65:  876  (1  de  april)  1965. 

In  le  curso  de  un  periodo  de  17  annos,  735  pa- 
tientes ha  recipite  un  total  de  3.200  tractamentos 
pro  nevos  flammee  in  capite  e collo.  Le  numero 
medie  del  tractamentos  per  patiente  esseva  5. 
Resultatos  satisfacente  esseva  obtenite  in  85  pro 
cento  del  casos  acceptate  pro  un  curso  de  tracta- 
mento.  Le  tractamento  consisteva  del  deposi- 
tion de  insolubile  pigmentos  ad  in  le  derme  supra 


le  lesion  (tatuage) , con  le  resultato  de  un  camou- 
flage del  anormal  color  floride.  Operationes 
chirurgic  esseva  necessari  in  certe  casos. 

Simpson,  G.  M.,  Kunz,  E.,  e Slafta,  J.:  Le 

uso  del  diphenylhydantoina  in  le  tractamento  de 
ulceres  del  gamba  {anglese).  New  York  State 
J.  Med.  65:  886  (1  de  april)  1965. 

Dyphenylhydantoina  de  natrium  se  ha  pro- 
vate  benefic  in  promover  le  processo  de  guarition 
de  vulneres.  Un  studio  de  organisation  a duple 
anonymato,  con  un  casuistica  de  28  patientes 
hospitalisate  pro  rationes  chronicamente  psy- 
chiatric sed  suffrente  de  chronic  ulceres  de 
gamba,  ha  confirmate  ille  effecto.  Tamen — 
possibilemente  a causa  del  chronicitate  e del  sev- 
eritate  del  lesiones — le  resultatos  non  esseva  alte- 
mente  significative.  Essayos  additional  es  indi- 
cate in  un  plus  appropriate  population  experi- 
mental. 

Edberg,  S.,  Rieker,  J.,  e Angrist,  A.:  Aspec- 
tos  pathologic  de  traumatic  hemorrhagia  intra- 
cranial {anglese),  New  York  State  J.  Med.  65: 
889  (1  de  april)  1965. 

Le  typos  de  traumatic  hemorrhagia  intracra- 
nial es  (1)  hemorrhagia  subdural  que  pote 
occurrer  con  laceration  de  vasos  cortical  oc- 
casionate  per  contusiones  a contracolpo  o in  tal 
contusiones  sin  laceration,  (2)  hematoma  epi- 
dural que  es  communmente  associate  con  un  frac- 
tura  cranial  in  le  region  parietotemporal  sed  que 
pote  etiam  occurrer  sin  fractura  cranial,  (3) 
hemorrhagia  subarachnoide,  que  pote  esser  cau- 
sate  per  trauma  o per  un  ruptura  spontanee  de 
un  aneurysma  del  typo  appellate  baciforme,  e 
(4)  profunde  hemorrhagia  intracerebral.  Stu- 
dios experimental  indica  que  le  phenomeno  patho- 
logic de  contusion  a contracolpo  resulta  de  un 
instantanee  pression  negative  de  impacto  initial 
e focal  lo  que  non  es  possibile  sin  un  elemento  de 
acceleration. 
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Selected  cases  of  addiction  and  alcoholism 
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J.  Epstein,  M.D.,  L.F.A.PA. — L.  Wender,  M.D.,  L.F.A.P.A. 
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A psychiatric  hospital  offering  individual  treatment  for  all 
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PHYSICIANS  WANTED 


INTERNSHIPS-AMA  APPROVED  ROTATING.  ST. 
Joseph’s  Hospital.  Yonkers,  New  York.  Accredited  165 
bed  hospital.  Integrated  educational  program  organized 
by  Director  of  Medical  Education;  abundant  in-patient 
and  out-patient  material  for  clinical  training.  Salary 
$350.  ECFMG  certificate  required.  Apply  Administra- 
tor, St.  Jospeh’s  Hospital,  Yonkers,  N.Y. 


OPPORTUNITIES  IN  GENERAL  PRACTICE,  OB- 
stetrics,  pediatrics,  & neurosurgery  and  otolaryngology  in 
prosperous  upstate  city,  with  2 modern  hospitals.  Edu- 
cational and  recreational  center.  Cayuga  County  Medical 
Society,  321  N.  Hoopes  Ave.,  Auburn,  N.Y. 


SURGICAL  RESIDENCY;  4 YEAR  APPROVED  PRO- 
gram  in  major,  voluntary  hospital  in  New  York  City. 
Service  includes  experience  in  general  surgery,  thoracic, 
pediatric,  urological,  vascular  and  orthopedic  surgery.  Ap- 
plications still  being  accepted.  Box  148,  % NYSJM. 


SURGEON  WANTED  TO  JOIN  GROUP  IN  NEW  YORK 
State.  Please  contact  with  information  to  Box  153,  % 
NYSJM. 


WANTED:  GENERAL  PRACTITIONER  TO  LOCATE 
in  our  community  of  West  Liberty,  W.  Va.  We  are 
located  12  miles  from  Wheeeling.  West  Liberty  is  the  site 
of  West  Liberty  State  College,  and  six  miles  from  Bethany 
College.  We  have  a population  of  approximately  600 
plus  surrounding  territory.  There  are  sites  available  for 
doctor’s  office.  Write  Mrs.  Harold  F.  Daugherty,  Box 
62,  West  Liberty,  West  Virginia.  Phone  336-7700. 


GENERAL  PRACTITIONER  WANTED  FOR  BUSY 
medical  group.  Please  contact  Ellenville  Medical  Group, 
60  Center  St.,  Ellenville,  New  York. 


ORTHOPEDIST  FOR  COMPREHENSIVE  MEDICAL 
care  group,  suburb  New  York  City.  Full  time  position; 
new  medical  building.  Initial  contract  leading  to  partner- 
ship; ancillary  benefits.  Box  176,  % NYSJM. 


DIRECTOR  OF  COMMUNITY  MENTAL  HEALTH 
Clinic:  Newly  established  clinic  seeking  director  who  will 

develop  program  and  help  select  remainder  of  team.  Re- 
quirements: Eligibility  for  N.Y.  State  license  and  Boards. 
Excellent  salary  for  full  time.  Near  two  large  metropolitan 
areas  with  medical  schools.  Write  Francis  D.  Stelzer,  Super- 
visor, Clinton  County  Mental  Health  Board,  142  Brinker- 
hoff  St.,  Plattsburgh,  New  York. 


PRACTICES  FOR  SALE  OR  RENT 


LEVITTOWN,  LONG  ISLAND  PRACTICE  FOR  SALE. 
G.  P.  or  internist.  $50,000  gross.  Leaving  July  for 
residency.  Salary  6 to  12  months  or  outright  purchase. 
Terms  arranged.  Will  work  with  you  evenings  during 
salary  phase.  Call  516  LI  1-6895  or  Box  163,  % NYSJM. 


PRACTICES  FOR  SALE  OR  RENT— CONT’D 


GENERAL  PRACTICE.  EXTENSIVE  PRACTICE 
thriving  for  over  30  years  in  Monticello,  N.Y.  Doctor 
recently  incapacitated  by  a stroke.  Home-office  com- 
bination, including  9 room  office  on  1st  floor,  main  street. 
Available  at  once.  M.  A.  Cohn,  M.D.,  342  Broadway, 
Monticello,  N.Y. 


FULLY  EQUIPPED  OFFICE,  FINE  BRICK  CORNER 
home,  separate  entrances,  two  streets.  Excellent,  well 
established  general  practice;  thriving  community  Nassau 
County,  South-shore.  Offered  because  illness  in  family. 
Box  164,  % NYSJM. 


GENERAL  PRACTICE  WITH  12  ROOM  HOUSE- 
office  combination,  Hudson  Valley,  100  miles  from  NYC. 
Open  staff  hospital  6 miles.  Will  introduce.  Over  $30,000 
gross.  Terms  as  suited,  even  without  cash  possible. 
Immediate  large  income.  Box  170,  % NYSJM. 


ACTIVE  PEDIATRIC  PRACTICE,  NORTH  SHORE  OF 
Long  Island  in  Nassau  County.  Equipped  office  in  new 
air-conditioned  medical  building.  Will  introduce  to 
patients.  Pending  sale,  present  owner  to  enter  academic 
medicine.  Terms  reasonable.  Box  175,  % NYSJM. 


GENERALIST  OR  GENERAL  PRACTITIONER  UR- 
gently  needed  to  assume  well  established  practice.  Gross 
$45,000.  Fully  equipped  modern  office.  No  investment 
necessary.  P.  O.  Box  605,  Rochester  3,  New  York. 


ACTIVE,  WELL-ESTABLISHED  GENERAL  PRAC- 
tice,  fully  equipped,  including  X-ray  for  sale,  in  Man- 
hattan, N.  Y.  Short  hours,  highly  remunerative.  Hos- 
pitals nearby  to  attend  meetings.  Will  introduce.  Terms 
available;  immediate  income.  Box  173,  % NYSJM. 


MISCELLANEOUS 


TOO  BUSY  TO  PUT  YOUR  MANUSCRIPT  INTO  FINAL 
shape?  Multilingual  editor,  with  12  years’  experience  in 
top-flight  book  houses,  will  rewrite,  edit,  proofread  book 
manuscripts,  articles,  lectures.  A.  Andersen,  171  Madison 
Ave.,  New  York,  N.  Y.  10016.  MU  3-5877. 
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POSITIONS  WANTED 


ANESTHESIOLOGIST,  CERTIFIED,  AGE  35,  FAMILY. 
Extensive  experience.  Desires  fee  for  service  or  group  in 
metropolitan  or  suburban  area.  Details  in  first  letter. 
Box  969,  % NYSJM. 


MEDICAL  ASSISTANTS  AND  SECRETARIES.  LAB- 
oratory  and  X-Ray  Techs.  Well  trained  and  highly  quali- 
fied personnel  (male  & female)  also  available  at  other 
times.  Phone  CH  2-2330  Ext.  6,  Placement  Dept.,  or 
write  Eastern  School  for  Physicians’  Aides,  Dept.  69,  85 
Fifth  Ave.,  New  York  3,  N.  Y.  (Founded  1936  by  two 
member  physicians) 


OB-GYN,  AGE  34,  FOUR  YEAR  RESIDENCY,  MAR- 
ried  with  family  (2),  no  military  obligation,  seeks  as- 
sociation leading  to  partnership  with  one  man  or  small 
group  in  New  York  City  area  or  New  Jersey.  Box  145, 
% NYSJM. 


GENERAL  SURGEON,  AGE  38,  BOARD  CERTIFIED, 
FACS,  family,  military  service  completed,  desires  as- 
sociation with  individual  or  group  in  Nassau  or  Western 
Suffolk  County,  New  York,  Box  156,  % NYSJM. 


ANESTHESIOLOGIST,  CERTIFIED  1959,  AGE  45, 
family;  extensive  experience,  prefers  change  to  position 
without  medical  school  affiliation.  Northeastern  area. 
Details  in  first  letter.  All  inquiries  answered.  Box  167, 
% NYSJM. 


ANESTHESIOLOGIST,  FEMALE,  ELIGIBLE  NEW 
York  State  license  and  Board,  desires  full  time  or  weekend 
employment.  Also  obstetrics.  Box  172,  % NYSJM. 


RADIOLOGIST,  BOARD  CERTIFIED,  VERY  GOOD 
training,  seeks  position  in  hospital,  clinic  or  medical  group. 
Diagnostic  and  X-ray  therapy.  Prefer  New  York  metro- 
politan or  suburban  area.  Box  169,  % NYSJM. 


REAL  ESTATE  FOR  SALE  OR  RENT 


EASTERN  ONTARIO,  ONE  MILE  LAKE  FRONTAGE, 
200  acres  of  land  for  sale,  40  miles  from  Kingston.  Seven 
acre  island  on  lake  included.  $12,000;  terms  arranged, 
cash  discount.  Write  Robert  Immel,  Albion  College, 
Albion,  Michigan. 


PORT  WASHINGTON,  LONG  ISLAND:  CHOICE 

ground  floor  medical  offices  in  recently  completed  Med- 
ical Arts  Center.  Suitable  any  specialty,  can  share  use. 
Available  furnished  on  hourly  or  daily  basis,  etc.  Also 
unfurnished  or  longer  term  basis.  Owner-occupant  will 
render  valuable  assistance.  Call  Mr.  Doctor,  516  PO 
7-3333. 


177  E.  77TH  ST.  LEXINGTON  AVE.  SUBWAY  STREET 
near  Lenox  Hill  Hospital;  4 room  professional  office  in 
modern  building.  Monthly  rental  $250.  LE  5-7010 
weekdays. 


PRESTIGE  LOCATION 

For  Medical — Dental  Group 
and  Individual  Practitioners. 

“EXECUTIVE  TOWERS” 

1020  GRAND  CONCOURSE,  BRONX 
23-Story  Air  Conditioned  Apt.  Bids-  (corner  165th  St) 


Exclusively  Reserved  for  Professional  use. 
PRIVATE  ENTRANCES 
2 FLOORS  • PRIVATE  ELEVATORS 
CENTRAL  AIR-CONDITIONING 

IMMEDIATE  OCCUPANCY 

Apply  Renting  Office  on  property  • CY  3-5545 
Carol  Management  Corp. 

Owner — Builder 


REAL  ESTATE  FOR  SALE  OR  RENT— CONT’D 


NEW  YORK-DUTCHESS  COUNTY.  OFFICE  SPACE 
available  in  professional  building  being  erected  on  main 
business  highway  between  Fishkill  and  Poughkeepsie. 
Ideal  for  all  specialties.  Address  Martin  Rabin,  D.D.S., 
65  South  Clinton  St.,  Poughkeepsie,  New  York.  Phone 
454-0322. 


FOR  SALE.  FIFTH  AVENUE  (92ND  ST.)  CORNER 
attractive  5 rm.  cooperative.  Private  entrance.  Low 
maintenance.  Box  101,  % NYSJM. 


59th  ST.,  PLAZA  AREA;  30  CENTRAL  PARK  SOUTH: 
Specialists  in  the  medical  profession  are  cordially  invited 
to  see  the  new  unmatched  suites  and  breathtaking  views 
of  Central  Park.  Some  select  suites  800  to  3,200  sq.  ft. 
Now  available.  PL  3-6910. 


910  FIFTH  AVENUE— OFFICE  SUITABLE  FOR  M.D. 
or  D.D.S.  Central  air  conditioning;  excellent  laboratory 
facilities.  Immediate  occupancy.  Box  168,  % NYSJM. 


SMITHTOWN,  L.  I.,  MAPLE  AVE.  Non-development 
corner  home  with  500  sq.  ft.  air-conditioned  office,  four 
rooms  and  lavatory.  Home  has  three  bedrooms,  den,  two 
baths,  double  garage,  panelled  basement  room,  custom 
frame  construction,  on  Vs  acre.  One  mile  to  hospital. 
516  ANdrew  5-3319. 


DESIRABLE  SUITE  FOR  PHYSICIAN  OR  OTHER 
profession  for  rent.  East  Northport,  New  York.  AN 
1-1068. 


FOR  SALE 

Large  11  room  house  and  store,  plus  2 story  garage 
situated  in  center  of  resort  town,  Wurtsboro,  N.Y.  Fine 
location  for  small  Medical  Center.  All  improvements; 
5 living  units;  6 bathrooms.  On  lot  56'  x 225'. 

Mrs.  George  Cooper,  P.O.  Box  327,  Wurtsboro,  N.Y. 
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11:47  pm 


11:53  pm 


12:06  am 

The  meaningful  pause.  The  energy 
it  gives.  The  bright  little  lift. 
Coca-Cola  with  its  never  too  sweet 
taste,  refreshes  best.  Helps  people 
meet  the  stress  of  the  busy  hours. 
This  is  why  we  say  things  go 

better,! 

^with 

Coke 
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The  Somatic  Mask: 
menstrual  irregularities 


menopause  or 
psychic  tension? 

Menstrual  irregularities,  along  with  hot  flashes,  fatigue, 
discomfort,  arthralgia  and  other  complaints,  are  classic 
signs  and  symptoms  of  the  menopause.  In  many  cases, 
however,  the  symptoms  may  represent  a “somatic  mask” 
— a psychophysiological  equivalent  of  psychic  tension. 

When  symptoms  stem  from  emotional  problems  or 
stressful  situations,  Valium  (diazepam)  usually  helps  the 
patient  feel  calmer  as  it  alleviates  troubling  symptoms. 
Its  action  is  normally  prompt,  even  in  patients  who 
failed  to  benefit  from  other  tranquilizers.  And  positive 
results  generally  are  achieved  without  impairing  aware- 
ness or  interfering  with  usual  activities.  While  ataxia 
and  drowsiness  may  occur,  such  side  effects  are  avoid- 
able in  most  instances  with  dosage  adjustment. 

VallUm  (diazepam) 

In  prescribing:  Dosage  — Adults:  Mild  to  moderate  psychoneu- 
rotic reactions,  2 to  5 mg  b.i.d.  or  t.i.d.;  severe  psychoneurotic 
reactions,  5 to  10  mg  t.i.d.  or  q.i.d.;  alcoholism,  10  mg  t.i.d.  or 
q.i.d.  in  first  24  hrs,  then  5 mg  t.i.d.  or  q.i.d.  as  needed;  muscle 
spasm  with  cerebral  palsy  or  athetosis,  2 to  10  mg  t.i.d.  or  q.i.d. 
Geriatric  patients:  1 or  2 mg/ day  initially,  increase  gradually 
as  needed. 

Contraindications : Infants,  patients  with  history  of  convulsive- 
disorders  or  glaucoma. 

Warning:  Not  of  value  in  the  treatment  of  psychotic  patients, 
and  should  not  be  employed  in  lieu  of  appropriate  treatment. 
Precautions:  Limit  dosage  to  smallest  effective  amount  in  el- 
derly patients  (not  more  than  1 mg,  one  or  two  times  daily)  to 
preclude  ataxia  or  oversedation.  Advise  patients  against  pos- 
sibly hazardous  procedures  until  correct  maintenance  dosage 
is  established;  driving  during  therapy  not  recommended.  In 
general,  concurrent  use  with  other  psychotropic  agents  is  not 
recommended.  Warn  patients  of  possible  combined  effects  with 
alcohol.  Safe  use  in  pregnancy  not  established.  Observe  usual 
precautions  in  impaired  renal  or  hepatic  function  and  in  pa- 
tients who  may  be  suicidal;  periodic  blood  counts  and  liver 
function  tests  advisable  in  long-term  use.  Cease  therapy  grad- 
ually. 

Side  Effects:  Side  effects  (usually  dose-related)  are  fatigue, 
drowsiness  and  ataxia.  Also  reported:  mild  nausea,  dizziness, 
blurred  vision,  diplopia,  headache,  incontinence,  slurred  speech, 
tremor  and  skin  rash;  paradoxical  reactions  (excitement,  de- 
pression, stimulation,  sleep  disturbances  and  hallucinations) 
and  changes  in  EEG  patterns.  Abrupt  cessation  after  prolonged 
overdosage  may  produce  withdrawal  symptoms  similar  to 
those  seen  with  barbiturates,  meprobamate  and  chlordiazepox- 
ide  HC1. 

Supplied:  Tablets,  2 mg  and  5 mg;  bottles  of  50  and  500. 


& 

Roche  Laboratories 

Division  of  Hoffmann -La  Roche  Inc. 

Nutley,N.J.  07110 


IF  SHE’S  JOLTED 
BY  AMPHETAMINE, 
SWITCH  HER  TO 
DESBUTAL  GRADUMET 


Overweight  patients  frequently  overreact  to  plain  amphet- 
amine, yet  fail  to  respond  at  all  to  less  potent  drugs. 

A practical  solution  is  Desbutal  Gradumet.  Your  patient 
still  gets  an  effective  dose  of  methamphetamine,  but  over- 
stimulation  is  prevented  by  a controlled-release  of 
Nembutal®  (pentobarbital).  Moreover,  the  drugs  are  made 
available  in  an  effective  dosage  ratio,  minute  by  minute 
throughout  the  day. 

Desbutal  combines  Desoxyn®  (methamphetamine)  and 
Nembutal— each  in  its  own  matrix,  each  with  its  own 
release  rate  synchronized  to  that  of  the  other.  The  patient 
isn’t  upset  by  quantities  of  drugs  being  released  at  irregu- 
lar intervals  because  release  is  continuous  and  controlled. 
There  is  no  reliance  on  enteric  coatings,  enzymes,  motility 
or  an  “ideal”  ion  concentration.  The  only  thing  the 
Gradumet  needs  is  contact  with  fluid. 

Dosage  is  just  once  a day. 

Precautions:  Desbutal  is  contraindicated  in  patients  tak- 
ing a monoamine  oxidase  inhibitor.  Use  with  caution  in 
patients  with  hypertension,  cardiovascular  disease, 
hyperthyroidism  or  those  who  are  sensitive  to  ephedrine 
and  its  derivatives.  Careful  supervision  is  advisable  with 
maladjusted  individuals. 

DESBUTAL  GRADUMET” 

Desbutal  10 — 10  mg.  Methamphetamine,  60  mg.  Pentobarbital. 

Desbutal  15—15  mg.  Methamphetamine,  90  mg.  Pentobarbital. 

Gradumet— Long-release  dose  form,  Abbott. 


CALMS  HER  ANXIETIES  EVEN  AS  IT 
CONTROLS  HER  COMPULSIVE  URGE  TO  EAT 
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Neo-Synephrine  is  a standard 
among  topical  vasoconstrictors.  It 
is  unsurpassed  for  reducing  nasal 
turgescence  in  colds;  a most  valuable 
aid  in  preventing  and  treating  sinusitis. 


Neo-Synephrine  stops  the  boggy 
feeling  of  colds  at  once— works 
against  factors  that  induce  sinus- 
itis. With  Neo-Synephrine  nose 
drops,  spray  or  jelly,  turbinates 
shrink  on  contact,  obstructed  ostia 
open  and  drainage  is  re-established. 


In  sinusitis,  Neo-Synephrine  helps 
to  promote  drainage  and  hasten 
recovery.*  Used  promptly,  it  helps 
clear  the  stagnant  sinus  and  lessen 
the  chances  of  chronicity. 

Neo-Synephrine  HCI  is  available  in: 
V8°7o  solution  for  infants 
V4%  solution  for  children  and  adults 
V4°7o  pediatric  nasal  spray  for  children 
Va%  solution  for  adults 
VaVo  nasal  spray  for  adults 
Va°7o  jelly  for  children  and  adults 
1%  solution  for  adults  (resistant  cases) 


♦Proctor,  D.  F.:  The  Nose,  Paranasal  Sinuses, 
and  Ears  in  Childhood,  Springfield,  III., 
Charles  C Thomas,  1963,  p.  34. 

Winthrop  Laboratories,  New  York,  N.Y.  10016 


In  colds  and  sinusitis 


(brand  of  phenylephrine  hydrochloride) 


solutions/sprays/jelly 
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Your  patient 
doesn’t  have 
to  be  in 
the  Masters 
to  get  sprains 
and  strains 

‘Soma’ Compound  helps 
relieve  pain  and  relax  muscle 
in  many  musculoskeletal 
disorders.  Patient  comfort 
can  be  increased  and 
recovery  time  shortened. 


rational  combination  therapy  for  most  patients  with  strains  and  sprains: 
relaxes  muscle,  relieves  pain 

Also  available  as  ‘Soma’  Compound  with  Codeine:  carisoprodol  200  mg.,  phenacetin 
160  mg.,  caffeine  32  mg.,  codeine  phosphate  16  mg.  (Warning:  may  be  habit-forming.) 


(Warning:  Codeine  may  be  habit-forming) 

Indications:  ‘Soma’  Compound  and  ‘Soma’  Compound 
with  Codeine  are  useful  for  relief  of  pain  and  stiffness 
in  traumatic,  rheumatic  and  other  conditions  affecting 
muscles  and  joints. 

Contraindications:  Allergic  or  idiosyncratic  reactions  to 
carisoprodol,  phenacetin,  or  codeine  phosphate. 
Precautions:  Phenacetin— With  long-term  use,  give  cau- 
tiously to  patients  with  anemia  and  cardiac,  pulmonary, 
renal  or  hepatic  disease.  May  damage  the  kidneys  when 
used  in  large  amounts  or  for  long  periods.  Caffeine  — Not 
recommended  for  persons  extremely  sensitive  to  its  CNS 
stimulating  action.  Codeine  phosphate—  Use  with  cau- 
tion in  addiction-prone  individuals.  Carisoprodol— Cariso- 
prodol, like  other  central  nervous  system  depressants, 
should  be  used  with  caution  in  patients  with  known  pro- 
pensity for  taking  excessive  quantities  of  drugs  and  in 
patients  with  known  sensitivity  to  compounds  of  similar 
chemical  structure,  e.g.  meprobamate. 

Side  effects:  Drowsiness,  lightheadedness,  dizziness,  and 
gastric  complaints  have  been  reported  infrequently  for 
either  or  both  of  these  preparations.  Phenacetin  — Side 
effects  are  extremely  rare  with  short-term  use  of  recom- 
mended doses.  Prolonged  ingestion  of  overdoses  may 
produce  dyspnea,  cyanosis,  hemolytic  anemia,  skin  rash, 
anorexia,  subnormal  temperature,  insomnia,  headache, 
mental  disturbances,  and  tolerance.  Caffeine— Side  effects 
are  almost  always  the  result  of  overdosage.  Average 
doses  may  rarely  cause  nausea,  nervousness,  insomnia, 
and  diuresis.  Excessive  dosage  may  produce,  in  addition, 
restlessness,  nervousness,  tolerance,  tinnitus,  tremors, 
scintillating  scotomata,  tachycardia,  and  cardiac  ar- 
rhythmias. Codeine  phosphate  — Possible  side  effects  are 


nausea,  vomiting,  constipation,  and  miosis.  Carisoprodol 
—The  only  side  effect  reported  with  any  frequency  is 
sleepiness,  usually  on  higher  than  recommended  doses. 
An  occasional  patient  may  not  tolerate  carisoprodol  be- 
cause of  an  individual  reaction,  such  as  a sensation  of 
weakness.  Other  rarely  observed  reactions  have  included 
dizziness,  ataxia,  tremor,  agitation,  irritability,  headache, 
increase  in  eosinophil  count,  flushing  of  face,  and  gastro- 
intestinal symptoms.  One  instance  each  of  pancytopenia 
and  leukopenia,  occurring  when  carisoprodol  was  admin- 
istered with  other  drugs,  has  been  reported,  as  has  an 
instance  of  fixed  drug  eruption  with  carisoprodol  and 
subsequent  cross-reaction  to  meprobamate.  Rare  allergic 
reactions,  usually  mild,  have  included  one  case  each  of 
anaphylactoid  reaction  with  mild  shock  and  angioneu- 
rotic edema  with  respiratory  difficulty,  both  reversed  with 
appropriate  therapy.  In  cases  of  allergic  or  hypersensi- 
tivity reaction,  carisoprodol  should  be  discontinued  and 
appropriate  therapy  initiated.  Suicidal  attempts  may  pro- 
duce coma  and/or  mild  shock  and  respiratory  depression. 

Dosage:  Usual  adult  dosage  of  ‘Soma’  Compound  or 
‘Soma’  Compound  with  Codeine  is  one  or  two  tablets 
three  times  daily  and  at  bedtime. 

Supplied:  ‘Soma’  Compound,  orange  tablets,  each  con- 
taining carisoprodol  200  mg.,  phenacetin  160  mg.,  and 
caffeine  32  mg.  ‘Soma’  Compound  with  Codeine,  white 
capsule-shaped  tablets,  each  containing  carisoprodol  200 
mg.,  phenacetin  160  mg.,  caffeine  32  mg.,  and  codeine 
phosphate  16  mg.  Narcotic  order  form  required. 

Before  prescribing,  consult  package  circular. 
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Doctor, 


can  you  do  all  this  in  five  minutes  a day? 

□ Send  monthly  statements  to  all  your  patients 

□ Receive  payments  and  deposit  them  in  a bank 

□ Keep  monthly  summations 

□ Keep  monthy  reports  of  all  accounts  30,  60,  90  or  more  days  late 

□ Send  every  single  patient  a year-end  summary  for  tax  purposes 

You  could  if  you  used  one  of  our  new  computers 

We’d  be  happy  to  lend  you  one.  Better  yet,  we’ll  keep  the 
computers,  (they’re  rather  cumbersome)  and  you  or  your 
staff  simply  telephone  us  all  the  necessary  information.  In  just 
five  minutes  a day,  we’ll  handle  your  billing  for  you.  You 
might  be  able  to  use  some  extra  time.  Interested? 

Just  call  Mr.  Ehlers  at  530-1007. 

NEW  YORK'S  FIRST  BANK:  FOUNDEO  1784  BY  ALEXANDER  HAMILTON.  MEMBER  F.  D.I.C. 


THE 

BANK 

OF 

NEW  YORK 

MAIN  OFFICE:  48  WALL  ST., 

NEW  YORK,  N.  Y.  10015 
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a 

predominantly 

subcortical 

tranquilizer 


hydroxyzine 


The  primitive  “animal  brain”  or  limbic  system  is  part  of  man’s 
evolutionary  heritage.1  In  vertebrate  evolution,  a pattern  of  ac- 
cretion may  be  observed  in  which  early  nerve  structures  were 
retained  and  elaborated  in  the  brain  of  lower  mammals.  The 
illustration  shows  how  this  lower  mammalian  brain  survives  in 
man  as  the  seat  of  emotional  behavior. 

It  is  on  this  subcortical  center  that  the  calming  action  of  Vistaril 
appears  to  be  primarily  exerted.2 * * * 6*7  Studies  of  clinical  behavior 
involving  patients  treated  with  Vistaril  indicate  that  its  tran- 
quilizing  action  is  mediated  principally  through  the  hypothala- 
mus. At  therapeutic  dosage  levels,  there  is  no  clinically  sig- 
nificant effect  upon  the  cerebral,  thalamic  or  spinal  cord  areas. 

1.  MacLean,  P.  D.:  J.  Nerv.  Ment.  pis.  135:289,  Oct.,  1962.  2.  Bozza,  M.  L.  and 

Nicola,  G.  C.,  in  Garattini,  S.  and  Ghetti,  V.:  Psychotropic  Drugs,  Elsevier  Pub- 

lishing Co.,  Amsterdam,  1957,  p.  569.  3.  Payne,  A.  B„  Claassen,  L.  G.  and  Hamel- 

berg,  W.:  Ohio  Med.  J.  58:915,  Aug.,  1962.  4.  Savona,  B.  and  Perricone,  G.: 

Minerva  Ginec.  10:317,  Apr.  30,  1958.  5.  Settel,  E.:  Amer.  Pract.  8:1584,  Oct.,  1957. 

6.  Steinberg,  N.  and  Holz,  W.  G.:  New  York  J.  Med.  60:691,  Mar.  1,  1960. 

7.  Weyne,  F.  and  Roussel,  J.  L. : Bruxelles  Med.  37:1959,  Dec.  22,  1957.  8.  Morlino, 
F.  J.,  Kavan,  E.  M.  and  Dillon,  J.  B.:  Paper  presented  at  Stanford  University 
Medical  School,  Palo  Alto,  Calif.,  Jan.,  1964. 
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Vistaril 
calms  the 
frightened 
“animal  brain” 
inside 

your  anxious 
patient 


'"WWS*: 


'H*C; 

Jf 


effective 

subcortical 

tranquilization 

The  action  of  Vistaril  is  largely  confined  to  areas  where  anxiety 
is  hypothesized  to  have  its  being  and  beginning— in  the  emo- 
tional centers.  Over  500  published  papers,  reporting  14,493 
cases  in  which  Vistaril  was  used,  attest  to  its  effectiveness  and 
relative  freedom  from  side  effects. 

minimal  effect  on  the 
“thinking”  cortex 

Vistaril  does  not  interfere  with  the  ability  of  the  patient  to  com- 
prehend, to  exercise  judgment,  to  cooperate  or  to  communicate. 
A dramatic  example  of  the  minimal  effect  hydroxyzine  exerts 
on  the  cortex  is  provided  in  patients  undergoing  cryohypophy- 
sectomy.  Throughout  this  long  and  trying  procedure,  effective 
tranquilization  is  provided  by  parenteral  Vistaril  alone,  yet  the 
patient  remains  fully  conscious  and  responsive.8 

a minimum  of 
unwanted  action  on 
other  brain  centers 


Undesirable  effects  characteristic  of  certain  other  agents  whose 
action  may  involve  spinal  pathways  and  conscious  or  neuro- 
motor centers  are  rarely  encountered  with  Vistaril.  At  recom- 
mended dosages,  neither  untoward  hepatic  nor  hematologic 
effects  have  been  reported  with  Vistaril  in  over  six  years  of  wide- 
spread use.  Euphoria  and  addiction  have  not  been  observed. 
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calms  the  frightened 
“animal  brain” 
inside  your 
anxious  patient 

Vistaril  Q 


Oral  Dosage: 

adults:  Dosage  varies  with  individual  requirements  and 
ranges  from  25  mg.  t.i.d.  to  100  mg.  q.i.d. 
children:  under  6 years,  50  mg.  daily  in  divided  doses; 
over  6 years,  50-100  mg.  daily  in  divided  doses. 

Parenteral  Dosage: 
For  adult  psychiatric 
and  emotional 
emergencies,  includ- 
ing acute  alcoholism 

I.M.:  50-100  mg.  Stat.,  and  q. 
4-6  h.,  p.r.n. 

I.V.:  50  mg.  Stat.,  maintain  with 
25-50  mg.  I.V.  q.  4-6  h.,  p.r.n. 

Nausea  and  vomiting 

Adults:  25-100  mg.  I.M.  or  I.V. 
Children:  0.5  mg./lb.  body 
weight  I.M. 

Pre-  and  postoperative 
adjunctive  medication 

Adults:  25-100  mg.  I.M.  or  I.V. 
Children:  0.5  mg./lb.  body 
weight  I.M. 

Pre-  and  postpartum 
adjunctive  therapy 

25-100  mg.  I.M.  or  I.V. 

Formulas: 

Vistaril 

(hydroxyzine  pamoate) 
Capsules:  25  mg., 

50  mg.,  100  mg. 

Vistaril 

(hydroxyzine  pamoate) 
Oral  Suspension:  25  mg. 
per  5 cc. 

Vistaril 

(hydroxyzine  HC1) 
Parenteral  Solution:  25  mg 
and  50  mg.  per  cc. 


Contraindications: 

Hydroxyzine  parenteral  solution  is  intended  only  for 
intramuscular  or  intravenous  administration  and 
should  not,  under  any  circumstances,  be  injected 
subcutaneously  or  intra-arterially. 

Precautions: 

Hydroxyzine  may  potentiate  the  action  of  central  nerv- 
ous system  depressants,  narcotics  such  as  meperi- 
dine, and  barbiturates.  In  conjunctive  use,  dosage  for 
these  drugs  should  be  decreased.  Because  drowsiness 
may  occur,  patients  should  be  cautioned  against 
driving  a car  or  operating  dangerous  machinery.  The 
usual  precautions  for  intramuscular  injection  should 
be  followed;  soft-tissue  reactions  have  rarely  been 
reported  when  proper  technique  has  been  used.  On 
intravenous  injection  a few  instances  of  digital 
gangrene  have  occurred  distal  to  the  injection  site 
considered  to  be  due  to  inadvertent  intra-arterial  in- 
jection or  periarterial  extravasation.  Therefore,  par- 
ticular caution  should  be  observed  when  hydroxyzine 
parenteral  solution  is  administered  intravenously  to 
insure  injection  only  into  intact  veins;  avoid  either 
intra-arterial  injection  or  extravasation.  Intravenous 
administration  should  be  accomplished  slowly,  no 
faster  than  25  mg.  per  minute,  and  not  to  exceed  100 
mg.  in  any  single  dose. 

Adverse  Reactions: 

Drowsiness  may  occur  which  is  usually  transitory, 
disappearing  spontaneously  in  a few  days  with  con- 
tinued therapy  or  correctable  by  dosage  reduction. 
Dryness  of  the  mouth  may  be  seen  with  higher  doses. 
Involuntary  motor  activity  has  been  reported  in 
some  hospitalized  patients  on  higher  than  recom- 
mended dosage. 

More  detailed  professional  information  available  on 
request. 


Science  for  the  world’s  well-being®  {I'FI ZiCV)  Since  1849 
PFIZER  LABORATORIES  Division,  Chas.  Pfizer  & Co.,  Inc.  New  York,  New  York  10017 
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Medical  News 


New  chief,  new  name  for  hospital 

Charles  H.  Silver,  president  of  Beth  Israel 
Hospital,  New  York  City,  has  announced  that 
the  institution  will  henceforth  be  known  as  the 
Beth  Israel  Medical  Center.  The  new  executive 
head  will  be  Cecil  G.  Sheps,  M.D.,  who  since 
1961  has  been  in  charge  of  preventive  medicine 
at  the  Graduate  School  of  Public  Health  of  the 
University  of  Pittsburgh. 

The  medical  center  now  includes  Manhattan 
General  Hospital  as  a center  of  fighting  nar- 
cotics addiction  and  will  reach  a total  of  1,200 
beds  when  the  city's  new  Gouverneur  Hospital, 
affiliated  with  it,  opens  next  year.  The  retiring 
general  director  is  Mark  A.  Freedman,  M.D. 

Auditorium  to  be  dedicated 

The  new  alumni  auditorium  at  the  College  of 
Physicians  and  Surgeons  at  Columbia  Uni- 
versity will  be  dedicated  on  Alumni  Day,  May  1. 
President  Grayson  Kirk  of  Columbia  University 
will  speak.  Senator  Lister  Hill  of  Alabama,  co- 
author of  the  Hill-Burton  Bill,  will  give  the  main 
address,  “Medicine,  A Lifetime  of  Education 
and  Dedication.” 

Registration  will  begin  at  9:00  a.m.  at  the 
Alumni  Office  on  the  main  floor  of  the  school. 
Guides  will  be  available  for  those  who  wish  to 
visit  around  the  Medical  Center,  and  there  will 
be  free  parking  facilities  at  Fort  Washington 
Avenue,  between  164th  and  165th  Streets.  The 
dedication  ceremony  will  take  place  at  11:30 
a.m.  followed  by  a buffet  luncheon  and  a short 
business  meeting. 

Personalities 

Elected.  Anthony  C.  Cipollaro,  M.D.,  New 
York  City,  president,  and  J.  Lowry  Miller, 
M.D.,  New  York  City,  re-elected  treasurer  of 
the  American  Dermatological  Association  dur- 
ing that  group’s  85th  annual  meeting  in  Boca 
Raton,  Florida.  . .Walter  T.  Zimdahl,  M.D., 
Buffalo,  president;  Robert  Schwinger,  M.D., 
New  York  City,  president-elect;  Robert  M. 
Kohn,  M.D.,  Buffalo,  vice-president;  George  R. 
Lovell,  M.D.,  Rochester,  treasurer;  David  S. 

Material  for  inclusion  in  the  medical  news  section  must  be 
received  six  weeks  prior  to  publication  date. 


Gerbarg,  M.D.,  Kingston,  re-elected  secretary; 
and  Alfonso  A.  Lombardi,  M.D.,  New  York 
City;  Charles  C.  Shephard,  M.D.,  Utica; 
Herbert  Berger,  M.D.,  Staten  Island;  and 
Charles  Weller,  M.D.,  Larchmont,  to  the  Board 
of  Directors  of  the  New  York  State  Society  of 
Internal  Medicine  at  that  organization’s  annual 
meeting  in  New  York  City. 

Appointed.  La  Verne  E.  Campbell,  M.D., 
Buffalo,  as  regional  health  director  of  the 
Buffalo  region  effective  May  1,  to  replace 
retiring  director  Archibald  Dean,  M.D. . 
Benjamin  B.  Greenberg,  M.D.,  since  1963 
director  of  orthopedic  surgery  at  Morrisania 
Hospital,  The  Bronx,  as  head  of  the  orthopedic 
service  of  the  Division  of  Surgery  at  Montefiore 
Hospital  and  Medical  Center,  The  Bronx. 
George  James,  M.D.,  Ray  E.  Trussell,  M.D., 
Marvin  E.  Perkins,  M.D.,  and  Catherine  B. 
Hess,  M.D.,  to  the  executive  group  appointed  by 
The  Mayor’s  Temporary  Commission  on  Nar- 
cotics Addiction  to  expedite  the  fight  against 
narcotics  in  New  York  City. 

Awarded.  Marianne  J.  Legato,  M.D.,  assist- 
ant resident  in  medicine,  Columbia-Presby- 
terian  Medical  Center,  the  Martha  Lyon  Slater 
Fellowship  by  the  New  York  Heart  Association 
to  investigate  the  relationship  between  the 
contractility  of  heart  muscle  and  mechanisms  by 
which  calcium  is  transported  through  the 
tissues  of  the  heart  muscle. 

Speakers.  Alan  F.  Guttmacher,  M.D.,  presi- 
dent of  the  Planned  Parenthood  Federation,  and 
Robert  A.  Moore,  M.D.,  president  of  the  Down- 
state  Medical  Center,  State  University  of 
New  York,  at  the  University  Hospitals  of 
Cleveland’s  centennial  symposium  to  be  held 
May  20  through  22  in  conjunction  with  the 
Hospitals’  100th  anniversary  year.  . .Rachmiel 
Levine,  M.D.,  professor  and  chairman  of  the 
Department  of  Medicine  at  New  York  Medical 
College,  the  eighteenth  course  of  Herzstein 
Medical  Lectures  at  Stanford  Medical  Center, 
Palo  Alto,  California,  April  5 through  9. 

Retired.  Samuel  Weiss,  M.D.,  New  York 
City,  as  editor-in-chief  of  The  American  Journal 
of  Gastroenterology  to  become  editor  emeritus 
effective  with  the  appearance  of  the  April  issue. 
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when  impending  surgery 
overwhelms  her  with  anxiety 


"...the  anxious  hour  before  surgery  was  accepted  by 
the  patient  with  unconcern  and  tranquility."1  This  is 
only  one  of  the  benefits  observed  in  a recent  study  of 
3,495  patients  who  received  Atarax  (hydroxyzine 
HCI)  preoperatively.  Premedication  with  Atarax  also 
facilitated  induction  of  anesthesia,  permitted  sub- 
stantial reduction  in  narcotics,  "noticeably"  lessened 
nausea  and  vomiting  in  the  recovery  room,  and 
t "...contributed  to  the  patient's  well-being  prior  to, 
during,  and  after  surgery."  No  side  effects  attribut- 
able to  Atarax  were  noted.  Thus,  Atarax  "...ap- 
peared fully  to  merit  its  increasing  advocacy  among 
anesthesiologists."1 

Even  when  anxiety  reaches  severe  proportions,  you 
can  counteract  it  promptly  with  the  potent  tranquil- 
izer—Atarax 

Because  of  its  outstanding  systemic  safety  record, 
Atarax  dosage  can  be  adjusted  to  meet  individual 
patient  requirements.  Throughout  a wide  age  range. 


unfavorable  effects  on  vital  functions  (respiration, 
circulation)  have  been  notably  absent  or  clinically  in- 
significant.1^ The  wide  variety  of  dosage  forms 
allows  flexibility  of  administration  from  many  stand- 
points—convenience,  patient  preference,  or  emer- 
gency requirements. 

Surgery,  of  course,  is  only  one  of  the  circumstances 
that  can  unleash  anxiety.  Keep  Atarax  in  mind  for 
oil  your  emotionally  distressed  patients  — from  under 
6 to  over  60. 


for  any  age— for  any  stage  of  anxiety 


(hydroxyzine  HCI)  j2L 


J.  B.  Roerig  and  Company 
Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World's  Well-Being® 
New  York,  New  York  10017 


Abstracts 


de  effects  and  precautions:  The  transitory  drowsiness  which 
■ay  occur  with  hydroxyzine  HCI  usually  disappears  spontane- 
usly  in  a few  days  with  continued  therapy,  or  is  correctable 
y dosage  reduction.  Dryness  of  the  mouth  may  be  seen  with 
igher  doses.  Involuntary  motor  activity  has  been  reported  in 
jme  hospitalized  patients  on  higher  than  recommended  dosage, 
ydroxyzine  HCI  may  potentiate  CNS  depressants,  narcotics  such 
s meperidine,  barbiturates,  and  anticoagulants.  In  conjunctive 
se,  dosage  for  these  drugs  should  be  decreased.  Because 
rowsiness  may  occur,  patients  should  be  cautioned  against 
riving  a car  or  operating  dangerous  machinery.  Parenteral 
olution  Precautions  and  contraindications:  This  dosage  form  is 
itended  only  for  I.AA.  or  I.V.  administration  and  should  not, 
nder  any  circumstances,  be  injected  subcutaneously  or  intra- 
rterially.  When  the  usual  precautions  for  I.AA.  injection  have 
een  followed,  reports  of  soft  tissue  reactions  have  been  rare. 

V.  administration  should  be  slow,  no  faster  than  25  mg.  per 
linute,  and  should  not  exceed  100  mg.  in  any  single  dose.  Par- 
icular  care  should  be  used  to  insure  injection  only  into  intact 
eins;  a few  instances  of  digital  gangrene  occurring  distal  to 
le  injection  site  have  been  attributed  to  inadvertent  intra- 
rterial  injection  or  periarterial  extravasation,  both  of  which 
hould  be  avoided.  More  detailed  professional  information  avail- 
ble  on  request. 

References:  1)  Hayward-Butt,  J.  T.:  Rocky  AAountain  M.  J.  61:39  (Dec.) 
964.  2)  Grady,  R.  W.,  and  Rich,  A.  L.:  South.  AA.  J.  54:7 66  (July)  1961. 

!)  Steinberg,  AA.,  and  Holz,  W.  G.:  New  York  J.  AAed.  60:691  (AAarch) 
960.  4)  Jouan,  F.:  Sante  publique  13:161  (July  5)  1958.  5)  Bizzari,  D., 
t a/.:  New  York  J.  AAed.  63:529  (Feb.  15)  1963.  1 

• : In  any  condition  where  tissue  depletion  of  the  water-soluble  vita- 
nins  is  found,  Rx  RoeriBeC®  therapeutic  B complex  with  500  mg.  of 
itamin  C. 


Sigler,  L.  A.:  Carotid  sinus  reflex  as  an  aid  in 

diagnosis,  New  York  State  J.  Med.  65:  983 
(Apr.  15)  1965. 

The  carotid  sinus  reflex  test,  if  carefully  per- 
formed, is  a safe  test  of  great  diagnostic  value  in 
determining  cardio vagal  hypersensitivity;  it  is 
used  also  in  the  differential  diagnosis  of  some 
tachycardias  and  arrhythmias  and  coronary  in- 
sufficiency. Patients  with  markedly  hyper- 
active carotid  sinus  reflex  who  are  to  undergo 
operation  should  receive  ample  atropinization, 
and,  if  possible,  the  use  of  digitalis  and  morphine 
before  operation  should  be  avoided;  sufficient 
oxygen  should  be  provided  during  operation. 

Glynn,  M.  Z.,  Murray,  R.  R.,  Esposito,  J., 
Rubino,  G.,  and  Zarou,  D.  M.:  Elective  in- 

duction of  labor,  New  York  State  J.  Med. 
65:  991  (Apr.  15)  1965. 

In  1,857  electively  induced  labors,  adequate 
labor  was  initiated  without  difficulty.  Amni- 
otomy,  with  or  without  oxytocin,  was  used  in 
99.8  per  cent.  There  was  no  mortality  or 
severe  maternal  complications,  and  fetal  com- 
plications were  infrequent.  Nulliparity  and 
grand  multiparity  presented  no  special  problems. 
Although  prematurity  did  occur,  it  accounted 
for  no  neonatal  loss  in  the  series.  The  advan- 
tages of  elective  induction  of  labor  are  stressed. 

Major  amputation  in  the  diabetic 

Sixty-eight  diabetic  patients  needing  lower 
limb  amputations  were  studied  over  a ten-year 
period,  and  the  results  of  the  study  were  re- 
ported by  J.  W.  Miller,  M.D.,  and  E.  G.  Rock- 
well, Jr.,  M.D.,  of  the  Virginia  Mason  Hospital, 
Seattle,  Washington,  in  the  Bulletin  of  the  Mason 
Clinic. 

The  follow-up  period  for  the  most  recent 
patient  was  six  months.  Based  on  their  decade 
of  experience,  the  authors  make  this  generaliza- 
tion: the  diabetic  patient  requiring  a major 

amputation  is  elderly  and  is  most  likely  suffer- 
ing from  severe,  generalized  vascular  disease, 
has  had  diabetes  for  a number  of  years,  and 
shows  the  effects  of  aging.  He  most  likely  will 
survive  the  surgery  and  leave  the  hospital,  but 
it  is  unlikely  that  he  will  walk  again.  He  has  a 
greater  than  25  per  cent  chance  of  requiring 
amputation  of  the  other  limb,  and  only  a 50 
per  cent  chance  of  living  another  three  years. 

In  this  series,  half  of  the  patients  had  died 
between  the  third  and  fourth  postoperative 
years,  and  at  the  end  of  five  years,  only  a third 
of  the  group  had  survived.  Of  these  survivors, 
16  actively  used  an  artificial  limb.  Seven  were 
below- knee  and  9 above-knee  amputees. 
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Medical  Meetings 


Law  for  the  physician 

New  York  University  Division  of  General 
Education  and  Extension  Services  with  the  co- 
operation of  the  schools  of  medicine  and  school 
of  law  is  offering  a series  of  lectures  on  law  for 
the  physician  on  April  21  and  28  and  May  5 
from  8:00  to  9:45  p.m.  at  Alumni  Hall,  New 
York  University  Medical  Center,  550  First 
Avenue,  New  York  City,  at  the  corner  of  31st 
Street. 

On  April  21  Irving  Ladimer,  S.J.D.,  vice- 
president,  National  Better  Business  Bureau, 
and  Paul  B.  Beeson,  M.D.,  Ensign  Professor  of 
Medicine,  School  of  Medicine,  Yale  University, 
will  discuss  “The  Physician  as  Research  In- 
vestigator”; on  April  28  Morris  Herman, 
M.D.,  Menas  S.  Gregory  Professor  of  Psy- 
chiatry, Schools  of  Medicine,  New  York  Uni- 
versity, and  Edward  J.  Bloustein,  B.  Phil. 
(Oxon.),  Ph.D.,  LL.B.,  professor  of  law,  School  of 
Law,  New  York  University,  will  speak  on 
“The  Physician  and  Mental  Health”;  and  on 
May  5 George  W.  Slaughter,  M.D.,  associate 
clinical  professor  of  urology,  Schools  of  Medicine, 
New  York  University,  and  Emile  Zola  Berman, 
LL.B.,  counselor  at  law,  will  discuss  “Inter- 
professional Relations:  Physician  and  At- 

torney.” 

These  lectures  offer  a survey  of  the  legal 
rights,  duties,  and  problems  peculiar  to  medical 
practice,  including  those  arising  from  the 
relationship  of  doctors  to  patients,  to  persons 
other  than  patients,  to  government  and  courts, 
to  business  and  the  community,  to  hospitals, 
and  to  other  doctors.  They  are  offered 
primarily  for  physicians  in  language  appropriate 
to  the  medical  and  legal  professions.  They  are 
also  open  to  other  practitioners  in  the  health 
area,  such  as  dentists,  nurses,  pharmacists,  and 
hospital  and  clinical  administrators. 

The  program  is  acceptable  for  twenty  ac- 
credited hours  by  the  American  Academy  of 
General  Practice. 

For  further  information  telephone  SPring 
7-2000,  Extension  8286,  or  write  to:  Stanley 
C.  Gabor,  Assistant  to  the  Dean,  Division  of 
General  Education,  New  York  University,  1 
Washington  Square  North,  New  York,  New 
York  10003. 

Conference  on  aging 

The  fourth  annual  governor’s  conference  on 
aging  will  be  held  May  7 at  the  Americana 
Hotel,  New  York  City,  by  governor’s  invitation 
only.  It  is  sponsored  by  the  New  York  State 

Material  for  inclusion  in  the  medical  meetings  section 
must  be  received  six  weeks  prior  to  publication  date. 


Office  for  the  Aging,  112  State  Street,  Albany, 
New  York  12201. 

The  first  state-wide  observance  of  May  as 
“Senior  Citizens’  Month”  anywhere  in  the 
nation  took  place  in  New  York  State.  For  the 
past  three  years,  to  highlight  Governor  Rocke- 
feller’s official  proclamation  of  this  event,  the 
New  York  State  Office  for  the  Aging  has  spon- 
sored the  conference.  Participants  in  the  past 
have  included  C.  P.  Snow,  Dr.  Margaret  Mead, 
Hans  Hofmann,  Marianne  Moore,  and  many 
other  distinguished  people  in  the  field  of  the 
aging. 

Rehabilitation  course 

The  American  College  of  Phys'cians  will 
present  a postgraduate  course  in  rehabilitation 
May  10  through  14  at  the  Institute  of  Physical 
Medicine  and  Rehabilitation,  400  East  34th 
Street,  New  York,  New  York  10016.  Howard 
A.  Rusk,  M.D.,  F.A.C.P.,  is  the  director. 

The  course  will  include  problems  pertaining 
to  patients  who  have  suffered  cerebral  vascular 
accidents  with  resulting  hemiplegia;  discussion 
on  the  rehabilitation  program  of  patients  with 
spinal  cord  injuries  at  various  levels;  care  of 
arthritic  and  amputation  patients;  and  the 
rehabilitation  approach  to  patients  with  pe- 
ripheral neuropathies.  In  addition,  there  will 
be  a session  each,  in  geriatrics,  electrodiagnosis, 
and  electromyography. 

Registration  forms  and  requests  for  infor- 
mation should  be  directed  to:  Edward  C.  Rose- 
now,  Jr.,  M.D.,  Executive  Director,  American 
College  of  Physicians,  4200  Pine  Street,  Phila- 
delphia, Pennsylvania  19104. 

Cardiovascular  surgery 

The  seventeenth  annual  meeting  of  the  New 
York  Society  for  Cardiovascular  Surgery,  held 
in  cooperation  with  the  New  York  Heart  As- 
sociation, will  take  place  May  11  at  8:30  p.m., 
Room  20,  The  New  York  Academy  of  Medicine, 
2 East  103rd  Street,  New  York  City. 

John  W.  Kirklin,  M.D.,  associate  professor 
of  surgery,  Mayo  Foundation  Graduate  School, 
University  of  Minnesota,  will  speak  on  “Factors 
Contributing  to  Safety  in  Intracardiac  Surgery.” 
The  meeting  is  open  to  all  members  of  the 
medical  profession. 

Occupational  and  industrial  medicine 

There  will  be  a joint  meeting  of  the  Section 
on  Occupational  Medicine  of  the  New  York 

continued  on  page  960 
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Academy  of  Medicine  and  the  New  York  State 
Society  of  Industrial  Medicine  at  the  New  York 
University  Club  at  5:00  p.m.  on  May  26. 
Murray  Brown,  M.D.,  chief  of  the  Occupational 
Health  Division  of  the  U.S.  Department  of 
Public  Health  will  discuss  “The  Future  of 
Industrial  Health  in  America.” 


Postgraduate  gastroenterology 

The  annual  course  in  postgraduate  gas- 
troenterology of  the  American  College  of 
Gastroenterology  will  be  given  at  the  Americana 
Hotel  in  Bal  Harbour,  Florida,  October  28 
through  30. 

The  moderators  for  the  course  will  again  be 
I.  Snapper,  M.D.,  director  of  medical  education, 
Brookdale  Hospital  Center,  Brooklyn,  and  John 
L.  Madden,  M.D.,  clinical  professor  of  surgery, 
New  York  Medical  College  and  director  of 
surgery,  St.  Clare’s  Hospital,  New  York  City. 

The  subject  matter  to  be  covered  will  be 
essentially  the  diagnosis  and  treatment  of 
gastrointestinal  diseases  and  comprehensive 
discussions  of  diseases  of  the  esophagus,  stom- 
ach, pancreas,  spleen,  liver  and  gallbladder, 
colon  and  rectum.  A clinical  session  will  be 
held  at  The  Mount  Sinai  Hospital  in  addition  to 
the  several  individual  papers  to  be  presented. 

For  further  information  and  enrollment, 


Food  selection  by  adolescents 

Adolescents  in  the  United  States  today  have 
large  amounts  of  money  to  spend.  It  is  esti- 
mated that  the  19.4  million  teen-agers  in  this 
country  spend  $11  billion  annually,  says  the 
National  Dairy  Council  in  its  Dairy  Council 
Digest. 

In  addition,  they  have  considerable  influence 
over  some  of  the  money  their  parents  spend. 
Merchandising  men  recognize  this,  and  much 
advertising  is  directed  to  the  teen-ager  through 
all  avenues  of  communication.  Surveys  show 
that  an  adolescent  still  in  school  spends  from 
one- third  to  one-fourth  of  his  money  on  lunches 
and  snacks.  Affecting  his  choices  are  his 


write  to  the  American  College  of  Gastroenter- 
ology, 33  West  60th  Street,  New  York,  New  York 
10023. 

Otolaryngologic  assembly 

The  annual  otolaryngologic  assembly  of  1965 
will  be  held  October  30  through  November  5 
in  the  new  Illinois  Eye  and  Ear  Infirmary  at 
the  Medical  Center,  Chicago.  The  Depart- 
ment of  Otolaryngology  of  the  University  of 
Illinois  College  of  Medicine  offers  a condensed 
postgraduate  basic  and  clinical  program  for 
practicing  otolaryngologists  under  the  direction 
of  Emanuel  M.  Skolnik,  M.D.  It  is  designed 
to  bring  to  specialists  current  information  in 
medical  and  surgical  otorhinolaryngology. 

Interested  physicians  should  contact  the 
Department  of  Otolaryngology,  College  of 
Medicine  of  the  University  of  Illinois  at  the 
Medical  Center,  P.O.  Box  6998,  Chicago, 
Illinois  60680. 

Symposium  on  coccidioidomycosis 

The  second  national  symposium  on  coccidi- 
oidomycosis will  be  held  December  8 through  10 
at  the  Del  E.  Webb  TowneHouse,  Phoenix, 
Arizona.  For  further  information,  contact: 
Arizona  Tuberculosis  and  Health  Association, 
Inc.,  733  West  McDowell  Road,  Phoenix, 
Arizona  85007. 


personal  likes  and  dislikes,  his  peers’  choices, 
advertising,  and  what  is  available  for  the  money 
he  has  to  spend.  Food  technologists  and  pro- 
ducers are  primarily  concerned  with  developing 
products  with  attractive  colors,  flavors,  and 
textures,  and  may  not  pay  sufficient  attention 
to  nutritional  values.  This  may  present  a 
problem  as  highly  processed  convenience  foods 
make  up  an  increasing  proportion  of  the  food 
supply.  The  food  industry  serving  teen-agers 
has  the  opportunity  to  attractively  present 
healthful  foods,  making  good  food  choices  possi- 
ble. It  is  a challenge  to  physicians,  among 
others,  to  present  nutrition  information  in  a 
manner  which  will  motivate  adolescents  to 
continue  good  food  practices  and  improve  poor 
ones. 
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AC  can  cause  ECG  problems  L 
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the  500  VISO 

minimizes 
AC  interference 


To  help  you  get  clear,  diagnostically  useful  cardiograms 
quickly  and  easily,  special  circuits  in  the  new  500  VISO 
effectively  cancel  the  most  commonly  occurring  types  of  “AC 
artifacts.”  And  an  important  companion  development  which 
takes  advantage  of  the  characteristics  of  the  “500”  is  Redux 
Creme  — easier  to  apply  than  an  abrasive  paste,  aesthetically 
more  pleasing  to  patient  and  technician  alike,  less  time- 
consuming  from  start  to  finish. 
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PACKARD 


This  slim,  lightweight  cardiograph  has  two  chart  speeds,  three 
recording  sensitivities,  functionally-grouped  controls,  interior 
space  for  all  accessories,  and  other  physiologic  recording 
capabilities  as  well  — yet  costs  only  $695  delivered,  Con- 
tinental U.  S.  Call  Sanborn  now  for  full  500  VISO  informa- 
tion. Sanborn  Company,  Waltham,  Massachusetts  02154. 
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Month  in  Washington 


The  American  Medical  Association  supports 
a five-year  extension  of  the  Vaccination  As- 
sistance Act. 

James  Z.  Appel,  M.D.,  Lancaster,  Pennsyl- 
vania, president-elect  of  the  A. M. A.,  and  Robert 
C.  Long,  M.D.,  Louisville,  Kentucky,  a mem- 
ber of  the  A.M.A.  board  of  trustees,  presented 
the  A.M.A.’s  position  on  the  vaccination 
program  and  three  other  health  care  bills  at  a 
hearing  of  the  house  commerce  committee. 

“Medicine,  on  the  national,  state,  county, 
and  community  levels,  has  consistently  worked 
to  bring  to  its  patients  the  benefit  of  advances 
in  medical  research  and  development,”  Dr. 
Appel  said.  The  physicians  of  America  and 
the  Public  Health  Service  have  long  been  part- 
ners in  the  fight  against  disease  and  in  the 
campaign  to  eradicate  contagious  disease  where- 
ever  it  is  found. 

“The  Vaccination  Assistance  Act  of  1962  was 
enacted  (with  A.M.A.  support)  in  recognition 
of  the  fact  that  there  existed  all  over  the  country 
pockets  of  people,  particularly  children,  who 
were  not  utilizing,  or  did  not  have  available  to 
them,  vaccines  for  the  prevention  of  polio- 
myelitis, diphtheria,  whooping  cough,  and 
tetanus.  The  Act  authorizes  grants  to  the 
states  to  enable  them  to  engage  in  a concentrated 
campaign  to  provide  immunization  to  people 
in  these  pockets.  We  believe  that  substantial 
progress  has  been  made,  and  we  recommended 
the  program’s  continuation  ... 

“Medical  research  has  since  (1962)  provided 
an  effective  vaccine  against  measles.  An  in- 
tensive vaccination  program  directed  at  pre- 
school age  children  can  dramatically  lessen  the 
incidence  of  the  disease  and  reduce  or  eliminate 
the  serious  residual  effects  which  are  sometimes 
attendant  with  the  disease.  We  therefore 
believe  that  it  is  most  fitting  that  in  extending 
the  Vaccination  Act,  H.R.  2986  include  measles 
in  the  authorized  vaccination  programs.” 

The  A.M.A.  also  supported  a five-year  ex- 
tension of  the  Federal  grant  program  for  family 
health  services  for  migratory  workers. 

The  A.M.A.  opposed  legislation  that  would 
authorize  the  Public  Health  Service  to  construct 
and  operate  regional  or  national  research 
facilities.  Dr.  Appel  said: 

“We  fail  to  see  how  research  can  be  classified 
as  ‘regional’  or  ‘national’  or  ‘local.’  Research 
in  cancer  which  may  be  carried  on  in  a medical 
school  research  facility  in  a midwestem  city  is 
as  ‘national’  in  character  as  if  it  were  carried 
on  in  a city  on  the  west  coast.  Research  in 
heart  disease,  or  in  any  of  the  many  areas  of 

Prepared  by  the  Washington,  D.C.,  Office  of  the  American 
Medical  Association. 


interest  to  medical  science,  has  no  geographic 
bounds  ... 

“We  believe  that  the  country  will  best  be 
served  through  the  utilization  of  the  experience 
and  knowledge  of  institutions  which  are  cur- 
rently engaged  in  medical  research.  Then- 
record  is  a good  one.  We  see  no  reason  for 
beginning  a new  program  which  would  re- 
quire many  months  or  years  and  large  sums 
of  money,  and  which  would  compete  for  scarce 
skilled  research  manpower  ...  .” 

Dr.  Long  outlined  the  A.M.A.’s  opposition 
to  use  of  Federal  matching  funds  for  initial 
staffing  of  community  health  centers. 

“We  believe  that  once  the  center  has  been 
constructed,  the  community  should  assume  the 
remaining  responsibility,”  Dr.  Long  said. 

“The  providing  of  medical  care  is  essentially 
a community  affair.  The  Federal  government’s 
participation  in  a matching  grant  program 
stimulates  the  start  of  the  local  program  and 
helps  the  state  or  community  overcome  the 
initial  heavy  financial  burden.  Most  often, 
the  problem  initially  facing  a community  is 
the  one-time  large  construction-cost  expendi- 
ture. Assistance  here,  by  way  of  Federal 
matching  grants,  is,  in  our  opinion,  appropriate. 
The  funds  for  staffing,  however,  should  remain 
the  sole  responsibility  of  the  local  community. 
There  does  not  appear  to  be  any  justification 
for  Federal  participation  in  financing  this  type 
of  expense,  nor  is  it  likely  to  phase  out,  as  stated 
in  the  bill,  once  the  Federal  government  has 
assumed  this  responsibility.  If  the  community 
cannot,  or  will  not,  support  the  program  from 
its  beginning  years,  it  is  not  likely  to  do  so 
later.” 

As  for  legislation  that  would  authorize 
Federal  mortgage  insurance  and  loans  to  help 
finance  the  cost  of  constructing  and  equipping 
facilities  for  the  group  practice  of  medicine 
and  dentistry,  the  A.M.A.  said: 

“We  do  not  believe  that  this  proposal  for 
Federal  subsidy  can  be  justified.  Special  pref- 
erence to  physicians  who  will  be  eligible  for 
the  loan  or  mortgage  insurance  under  this 
measure  can  only  be  supported  on  the  basis  that 
adequate  sources  of  financing  do  not  exist 
through  banks,  insurance  companies,  and  other 
agencies.  We  know  of  no  such  evidence.  It  has 
not  been  demonstrated  that  this  legislation  is 
required  to  expand  currently  available  public 
or  private  funds  to  finance  or  insure  the  con- 
struction and  equipping  of  medical  or  dental 
groups  ...  . 

“The  bill  specifies  that  the  surgeon  general 
shall  give  preference  to,  in  effect,  closed  panel 
prepaid  group  health  plans.  This  priority 

continued  on  page  970 
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June  20-24,  1965 
114th  Annual  Convention 

Come  to  New  York  City  June  20-24. 
Be  part  of  tomorrow’s  medicine  and 
participate  in  the  year’s  most  exten- 
sive scientific  meeting. 

The  excitement  of  America’s  largest 
city  is  available  to  you  at  the  best 
time  of  the  year,  as  you  relax  and 
review— in  air  conditioned  comfort— 
the  most  recent  developments  in  gen- 
eral practice  and  all  the  specialties. 

■ Six  general  scientific  meetings 
B 23  medical  specialty  programs 

B 700  scientific  and  industrial  ex- 
hibits 

B Lectures,  panel  discussions,  mo- 
tion pictures  and  color  television 

Plan  to  attend— continue  your  post- 
graduate education. 

See  JAMA  May  10  for  complete  scien- 
tific program— forms  for  advance  reg- 
istration and  hotel  accommodations. 
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“I  can’t  cope  any  more. . . 

I worry  about  everything. 

I don’t  sleep  well... 

wake  up  tired  and  irritable.” 


Indications:  ‘Deprol’  is  useful  in  the  manage- 
ment of  depression,  both  acute  (reactive)  and 
chronic.  It  is  particularly  useful  in  the  less  se- 
vere depressions  and  where  the  depression  is 
accompanied  by  anxiety,  insomnia,  agitation, 
or  rumination.  It  is  also  useful  for  management 
of  depression  and  associated  anxiety  accom- 
panying or  related  to  organic  illnesses. 
Contraindications:  Benactyzine  hydrochloride 
is  contraindicated  in  glaucoma.  Previous  aller- 
gic or  idiosyncratic  reactions  to  meprobamate 
contraindicate  subsequent  use. 

Precautions:  Meprobamate  — Careful  supervi- 
sion of  dose  and  amounts  prescribed  is  advised. 
Consider  possibility  of  dependence,  particularly 
in  patients  with  history  of  drug  or  alcohol  ad- 
diction; withdraw  gradually  after  use  for  weeks 
or  months  at  excessive  dosage.  Abrupt  with- 
drawal may  precipitate  recurrence  of  pre- 
existing symptoms,  or  withdrawal  reactions 
including,  rarely,  epileptiform  seizures.  Should 
meprobamate  cause  drowsiness  or  visual  dis- 
turbances, the  dose  should  be  reduced  and  op- 
eration of  motor  vehicles  or  machinery  or  other 
activity  requiring  alertness  should  be  avoided  if 
these  symptoms  are  present.  Effects  of  exces- 
sive alcohol  may  possibly  be  increased  by  me- 
probamate. Grand  mal  seizures  may  be  precipi- 
tated in  persons  suffering  from  both  grand  and 
petit  mal.  Prescribe  cautiously  and  in  small 
quantities  to  patients  with  suicidal  tendencies. 
Side  effects:  Side  effects  associated  with  recom- 
mended doses  of  ‘Deprol’  have  been  infrequent 
and  usually  easily  controlled.  These  have  in- 
cluded drowsiness  and  occasional  dizziness, 
headache,  infrequent  skin  rash,  dryness  of 
mouth,  gastrointestinal  symptoms,  paresthesias, 
rare  instances  of  syncope,  and  one  case  each  of 
severe  nervousness,  loss  of  power  of  concentra- 
tion, and  withdrawal  reaction  (status  epilepti- 
cus)  after  sudden  discontinuation  of  excessive 
dosage. 

Benactyzine  hydrochloride— Benactyzine  hydro- 
chloride, particularly  in  high  dosage,  may  pro- 
duce dizziness,  thought-blocking,  a sense  of 
depersonalization,  aggravation  of  anxiety  or 
disturbance  of  sleep  patterns,  and  a subjective 
feeling  of  muscle  relaxation,  as  well  as  anti- 
cholinergic effects  such  as  blurred  vision,  dry- 
ness of  mouth,  or  failure  of  visual  accommo- 
dation. Other  reported  side  effects  have  in- 
cluded gastric  distress,  allergic  response,  ataxia, 
and  euphoria. 

Meprobamate— Drowsiness  may  occur  and, 
rarely,  ataxia,  usually  controlled  by  decreasing 
the  dose.  Allergic  or  idiosyncratic  reactions  are 
rare,  generally  developing  after  one  to  four 
doses.  Mild  reactions  are  characterized  by  an 
urticarial  or  erythematous,  maculopapular 
rash.  Acute  nonthrombocytopenic  purpura  with 
peripheral  edema  and  fever,  transient  leuko- 
penia, and  a single  case  of  fatal  bullous  derma- 
titis after  administration  of  meprobamate  and 
prednisolone  have  been  reported.  More  severe 
and  very  rare  cases  of  hypersensitivity  may  pro- 
duce fever,  chills,  fainting  spells,  angioneu- 
rotic edema,  bronchial  spasms,  hypotensive 
crises  (1  fatal  case),  anuria,  anaphylaxis,  stoma- 
titis and  proctitis.  Treatment  should  be  sympto- 
matic in  such  cases,  and  the  drug  should  not  be 
reinstituted.  Isolated  cases  of  agranulocytosis, 
thrombocytopenic  purpura,  and  a single  fatal 
instance  of  aplastic  anemia  have  been  reported, 
but  only  when  other  drugs  known  to  elicit  these 
conditions  were  given  concomitantly.  Fast  EEG 
activity  has  been  reported,  usually  after  exces- 
sive meprobamate  dosage.  Suicidal  attempts 
may  produce  lethargy,  stupor,  ataxia,  coma, 
shock,  vasomotor  and  respiratory  collapse. 
Dosage:  Usual  starting  dose,  one  tablet  three  or 
four  times  daily.  May  be  increased  gradually 
to  six  tablets  daily  and  gradually  reduced  to 
maintenance  levels  upon  establishment  of  re- 
lief. Doses  above  six  tablets  daily  are  not  rec- 
ommended even  though  higher  doses  have  been 
used  by  some  clinicians  to  control  depression 
and  in  chronic  psychotic  patients. 

Supplied:  Light-pink,  scored  tablets,  each  con- 
taining meprobamate  400  mg.  and  benactyzine 
hydrochloride  1 mg. 

Before  prescribing,  consult  package  circular. 


When  you  recognize  depression 
and  associated  anxiety... 
consider  starting  the  patient 
on  ‘Deprol’ 

1.  ‘Deprol’  can  help  lift  the  mood  of  the  depressed 
patient. 

2.  ‘Deprol’  usually  restores  normal  sleep  by  re- 
lieving the  associated  anxiety  and  tension  which 
often  cause  insomnia. 

3.  Patients  often  report  and  show  noticeable 
improvement  within  a short  period  of  time. 

4.  In  seven  years  of  clinical  use,  side  effects  with 
‘Deprol’  at  recommended  dosage  have  been  infre- 
quent and  usually  easily  controlled. 

5.  No  incompatibility  with  other  medications  has 
been  reported  to  date.  However,  the  possibility 
of  additive  effects  should  be  considered. 

Deprol 

meprobamate  400  mg. + benactyzine  hydrochloride  1 mg. 
WALLACE  LABORATORIES/ Cranbury,  N,  J. 


in  very  special  cases 
a very  superior  brandy 
specify 


The  Hennessy  Bras  Arme  trade^arK 


84  &.  80  Proof  • Schieffelin  &.  Co.,  N.Y. 
Available  in  8 oz.  size  where  legal 


dry J pitchy 
skin 


the  most  widely  used 

THERAPEUTIC  BATH  OIL 

also  available:  SARDOETTES 

disposable  compresses  impregnated 
withSARDO 


Sardeau,  Inc.,  Dept.  Y-5 

845  Third  Ave.,  New  York,  N.Y.  10022 

Please  send  samples 


name- 
street- 
city 


. zone state . 
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Abstracts  in 
Interlingua 


Sigler,  L.  A.:  Reflexo  de  sinus  de  carotide 

como  adjuta  diagnostic  (anglese),  New  York 
State  J.  Med.  65:  983  (15  de  april)  1965. 

Le  test  del  reflexo  del  sinus  carotidic,  si 
effectuate  meticulosemente,  es  un  salve  test  de 
grande  valor  diagnostic  in  le  determination  de 
hypersensibilitate  cardiovagal.  Illo  es  etiam 
usate  in  le  diagnose  differential  de  certe  tachy- 
cardias e arrhythmias  e de  insufficientia  coronari. 
Patientes  con  marcatemente  hyperactive  reflexos 
del  sinus  carotidic  require  como  preparation  a 
un  intervention  chirurgic  un  ample  atropinisa- 
tion.  In  tanto  que  possibile,  le  uso  de  digitalis  e 
de  morphina  debe  esser  evitate  ante  le  operation 
in  tal  casos.  Sufficiente  quantitates  de  oxygeno 
debe  esser  providite  durante  le  operation. 

Glynn,  M.  Z.,  Murray,  R.  R.,  Esposito,  J., 
Rubino,  G.,  e Zarou,  D.  M.:  Induction  elec- 

tive del  labores  ( anglese ),  New  York  State  J. 
Med.  65:  991  (15  de  april)  1965. 

In  1.857  casos  de  electivemente  inducite 
labores,  un  adequate  grado  de  istos  esseva  ini- 
tiate sin  difficultate.  Amnio tomia,  con  o sin 
oxytocina,  esseva  usate  in  99,8  pro  cento  del 
casos.  Resultava  nulle  mortalitate  e nulle 
complicationes  sever  in  le  matres,  e le  compli- 
cationes  fetal  esseva  pauco  frequente.  Nulli- 
paritate  e elevate  multiparitate  non  presentava 
problemas  special.  Ben  que  prematuritate  non 
esseva  absente,  illo  causava  nulle  perdita  neo- 
natal in  iste  serie.  Le  avantages  del  elective  in- 
duction del  labores  es  sublineate. 


ALKALOL 

For 
Nasal 
Irrigation 

Send  for  clinical  sample 

THE  ALKALOL  COMPANY 

Taunton  30,  Mass. 


NEED  QUICK  RESPONSE? 
Want  Good  Results? 

Experience  proves  that  you  get  both  in 
the  classified  ad  section  of  the  New  York 
State  Journal  of  Medicine. 


NEW  FINANCIAL  AND  OFFICE  MAN- 
AGEMENT FOR  SOLO,  MULTI-DOCTOR 
PRACTICES,  MEDICAL  GROUPS 

AND 

Our  Computers  will  combine  all  your 
Billing,  Collecting 
Delinquency  Tracking 
Insurance  Forms 
Accounts  Summarization 
Tax  Figures 

into  ONE  simple  procedure  . . . 

No  machines  required  in  your  office.  Daily 
patient  activity  is  recorded  in  a journal  and 
mailed  to  our  office.  Our  computers  do  the  rest. 

WRITE  or  CALL: 

SYSTEMEDICS,  INC. 

221  Witherspoon  Street 
Princeton,  New  Jersey 
(609)  924-9073 
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a rapid-acting  antidepressant 

for  a lift  from  the 
hell  of  depression 


Action  and  Uses:  Norpramin  (desipramine  hydrochloride) 
is  the  primary  active  metabolite  of  imipramine.  It  differs 
from  earlier  antidepressants  in  its  rapid  onset  of  action. 
Approximately  60  to  70%  of  patients  with  neurotic  or 
psychotic  depressions  will  respond  satisfactorily.  More 
than  half  will  begin  to  improve  in  2-5  days,  others  within  a 
week.  Usually,  patients  not  responding  within  one  week 
are  less  likely  to  improve. 

Indications:  Norpramin  is  useful  in  the  treatment  of: 
neurotic  and  psychotic  depressive  reactions,  and  in  manic 
depressive  or  involutional  psychotic  reactions.  It  may  be 
used  as  co-therapy  with  tranquilizers  in  the  treatment  of 
markedly  agitated  forms  of  depressions. 


Contraindications:  (1)  Norpramin  should  not  be  given 
within  two  weeks  of  treatment  with  a monoamine  oxidase 
inhibitor.  (2)  Because  of  its  autonomic  effects,  it  is  con- 
traindicated in  patients  with  glaucoma,  urethral  or 
ureteral  spasm  and  recent  myocardial  infarction.  (3) 
Severe  coronary  heart  disease  because  of  possible  tachy- 
cardia. (4)  Active  epilepsy  as  it  lowers  the  threshold  for 
epileptiform  seizures. 

Precautions:  (1)  Norpramin  treatment  should  not  be  sub- 
stituted for  hospitalization  or  restraint  if  the  risk  of  homi- 
cide or  suicide  is  considered  grave.  (2)  In  patients  with 
manic  depressive  illness,  Norpramin  may  induce  a hypo- 
manic  state  after  the  depressive  phase  terminates.  (3) 


NORPRAMIN 


rapid  acting  specific  for  depression 


not  an  MAO  inhibitor 
not  a tranquilizer 

Norpramin  is  an  original  product 
of  Lakeside  research.  It  has  been 
established  to  be  the  primary  active 
metabolite  of  imipramine  and  in 
many  patients  has  been  reported  to 
be  more  rapid  in  onset  of  action— 
2 to  5 days. 

Norpramin  is  specific  for  depression 
and  is  not  recommended  for  anxiety. 
Side  effects  are  usually  mild. 


“.  . . [Norpramin]  appears  to  have  an  im- 
mediate onset  of  action,  which  is  readily 
demonstrable  in  both  humans  and 
animals.” 

Meduna,  L.  J.;  Abood,  L.  G.,  and  Biel,  J.  H.:  Journal  of 
Neuropsychiatry  2:2 32-237  (June)  1961. 


“.  . . laboratory  and  clinical  studies  have 
shown  that  imipramine  is  converted  endo- 
genously to  desipramine  [Norpramin] 
which  may  be  administered  instead  with 
more  prompt  onset  of  clinical  effect.” 

Nodine,  J.  A.,  and  Slap,  S.  W.:  Current  Therapeutic 
Research  5:40  (January)  1963. 


”...  responses  can  be  seen  as  soon  as  one 
to  three  days  after  administration.” 

Siegler,  P.  E.:  Medical  Clinics  of  North  America.  48:497 
(March)  1964. 


See  your  Lakeside  representative  or  please  write  for  clinical  data  and  complete  prescribing  information. 


LAKESIDE  LABORATORIES,  INC. 


MILWAUKEE,  WISCONSIN  53201 


Although  animal  teratology  studies  proved  negative,  fur- 
ther clinical  experience  is  necessary  to  establish  safety 
in  human  pregnancy.  (4)  Discontinue  therapy  prior  to 
elective  surgery. 

Adverse  Effects:  Mild  side  effects  may  occur  in  about  1 
of  4 patients.  These  are  usually  well  tolerated.  Side 
effects  include:  dry  mouth,  constipation,  dizziness,  palpi- 
tation, delayed  urination,  “bad  taste’’,  sensory  illusion, 
tinnitus,  agitation  and  stimulation,  sweating,  drowsiness, 
headache,  orthostatic  hypotension,  flushing,  nausea, 
cramps,  weakness,  blurred  vision  and  mydriasis,  rash, 
allergy,  altered  liver  function,  ataxia  and  extrapyramidal 
signs. 


Dosage  and  Administration : Optimal  results  are  obtained 
at  about  150  mg./day.  Dosage  over  200-225  mg./day 
increases  incidence  of  side  effects.  Norpramin  may  be 
administered  as  follows:  two  tablets  (50  mg.)  t.i.d.  (150 
mg./day).  Partial  response  may  be  expected  within  2-5 
days;  optimal  response  within  2-3  weeks.  After  optimal 
results  are  achieved  a maintenance  dose  . . . 50-100 
mg./day  . . . should  be  sought. 

Supplied:  Norpramin  (desipramine  hydrochloride)  tab- 
lets of  25  mg.,  in  bottles  of  50  and  500. 
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continued  from  page  962 

discriminates  against  other  physicians  in  pri- 
vate practice  either  as  solo  practitioners  or  in 
partnerships  or  groups.” 

* * * 

The  A.M.A.  also  has  emphasized  to  Congress 
that  the  Johnson  Administration’s  plan  for  a 
network  of  regional  medical  complexes  could 
have  “significant  impact”  on  the  practice  of 
medicine  in  the  United  States. 

F.  J.  L.  Blasingame,  M.D.,  executive  vice- 
president  of  the  A.M.A.,  advised  Sen.  Lister 
Hill  (D.,  Ala.),  chairman  of  the  Senate  labor 
and  public  welfare  committee,  that  the  A.M.A. 
could  not  testify  on  short  notice  on  S.  596,  the 
“Heart  Disease,  Cancer  and  Stroke  Amend- 
ments of  1965.” 

Despite  the  far-reaching  potentialities  of  the 
legislation,  Hill  unexpectedly  called  two  days 
of  hearings  on  short  notice  in  February. 

Blasingame  said  in  a letter  to  Hill: 

“We  regret  that  we  found  it  necessary  to  in- 
form you  that  we  could  not  present  the  Asso- 
ciation’s views  at  that  time.  Because  of  the 
short  notice  given  of  the  hearings,  it  was  not 
possible  to  accord  this  important  legislation  the 
proper  measure  of  consideration  which  it 
warrants. 

“We  are  sure  that  this  committee  must  ap- 
preciate the  tremendous  significance  of  the 
legislation  before  it.  The  purposes  of  it, 
namely  to  assist  in  combating  heart  disease, 
cancer  and  stroke,  and  other  major  diseases, 
are  most  laudatory.  The  eradication  or 
control  of  such  diseases,  as  well  as  of  all  other 
medical  afflictions  of  man,  has  been,  and  con- 
tinues to  be,  an  active  concern  and  goal  of 
medicine. 

“We  deem  it  imperative  that  S.  596  be  given 
consideration  commensurate  with  the  signif- 
icant impact  which  it  could  have  upon  the 


Metronidazole  in  alcoholism 

Synthesized  in  1959  for  treatment  of  tricho- 
monas infections  of  the  urogenital  tract, 
metronidazole  was  found  by  patients  to  alter 
their  physical  and  emotional  reactions  to  alcohol. 
Jo  Ann  Taylor,  M.D.,  of  Los  Angeles,  writing 
in  the  Bulletin  of  the  Los  Angeles  Neurological 
Society,  presents  the  case  of  a male  alcoholic 
patient  representative  of  53  others  which  illus- 
trates the  therapeutic  value  of  this  drug  in 
alcoholism. 


course  of  medicine  and  upon  the  health  needs  of 
our  citizens. 

“The  Association  has  initiated  steps  within 
its  organization  to  give  to  S.  596  a most  careful 
analysis  of  its  intent  and  the  manner  in  which 
it  is  sought  to  be  implemented  and  achieved. 
We  cannot  urge  too  strongly  to  this  committee 
that  this  legislation  raises  considerations  with 
far-reaching  ramifications  and  with  a potential 
of  far-reaching  effects  upon  the  nation’s  health 
needs.  The  course  to  be  charted  must  repre- 
sent the  most  judicious  employment  of  the 
nation’s  medical  resources.” 

The  bill  would  amend  the  Public  Health 
Service  Act  by  adding  a new  title  which  would 
authorize  the  appropriation  of  $50  million  for 
fiscal  1966,  and  such  sums  as  may  be  necessary 
for  the  next  four  years,  to  be  used  as  grants  to 
assist  public  or  private  nonprofit  universities, 
medical  schools,  research  institutions,  and  other 
public  or  nonprofit  institutions  and  agencies  in 
the  planning,  establishing,  and  operating  of 
regional  medical  complexes  for  research  and 
training  and  for  demonstrations  of  patient  care 
in  the  fields  of  heart  disease,  cancer,  stroke,  and 
other  major  diseases. 

The  Administration  has  refused  to  give 
Congress  the  total  amount  of  planned  expendi- 
tures on  the  program,  if  it  is  approved  by 
Congress,  over  the  five-year  period.  But 
Administration  sources  estimated  $1.2  billion 
when  the  legislation  was  introduced. 

* * * 

President  Johnson  has  named  Luther  L. 
Terry,  M.D.,  for  another  four-year  term  as 
surgeon  general  of  the  Public  Health  Service. 

A fifty-three-year-old  native  of  Alabama, 
Terry  has  been  with  the  P.H.S.  since  1942  when 
he  became  assistant  director  of  the  National 
Heart  Institute.  The  late  President  Kennedy 
appointed  him  surgeon  general  in  1960. 


Metronidazole  improves  the  hypermetabolic 
state  of  delirium  tremens,  and  patients  note 
changes  in  their  usual  central  and  peripheral 
nervous  system  response  to  alcohol.  Prolonged 
treatment  decreases  the  compulsive  drive  for 
liquor,  with  development  of  physical  and  psychic 
aversion  for  it.  Taken  along  with  alcohol, 
metronidazole  causes  antabuse  reactions.  Side- 
effects  regarded  as  potentially  serious  develop 
only  in  those  patients  who  have  hypothyroidism, 
impaired  adrenergic  function,  or  severe  liver 
damage. 
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Star-spangled  savings  plan 

(How  it  can  help  you  to  a well-provided  future ) 


Most  of  us  think  about  the  future 
in  terms  of  our  families — paying  off 
the  mortgage,  educating  the  chil- 
dren, providing  a retirement  in- 
come. 

But  with  the  world  the  way  it  is 
today,  it’s  almost  impossible  to 
make  plans  for  your  own  future 
without  considering  the  future  of 
your  country,  too. 

When  you  buy  U.  S.  Savings 
Bonds,  your  money  takes  on  both 
jobs.  It  begins  to  grow,  surely  and 


steadily,  to  help  you  reach  your 
savings  goals  and  build  your  finan- 
cial strength. 

At  the  same  time,  Uncle  Sam  uses 
these  dollars  to  help  reach  our  na- 
tional goals  of  peace  and  security. 

Why  not  give  your  savings  dollars 
this  double  assignment?  You’ll  be 
joining  millions  of  American  fam- 
ilies who  are  investing  in  their 
country’s  future — and  you’ll  prob- 
ably find  that  you  feel  pretty  good 
about  the  whole  thing. 


Buy  U.S.  Savings  Bonds 


STAR-SPANGLED  SAVINGS  PLAN 
FOR  ALL  AMERICANS 


The  U.  S.  Government  does  not  pay  for  this  advertisement.  It  is  presented  as  a public 
service  in  cooperation  with  the  Treasury  Department  and  The  Advertising  Council. 
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■ Clinicians  throughout 
the  world  consider 
meprobamate  a therapeutic 
standard  in  the 
management  of  anxiety 
and  tension. 

■ The  high  safety-efficacy 
ratio  of  ‘Miltown’  has 
been  demonstrated  by 
more  than  a decade 

of  clinical  use. 


Indications:  ‘Miltown’  (meprobamate)  is  effective  in  re- 
lief of  anxiety  and  tension  states.  Also  as  adjunctive 
therapy  when  anxiety  may  be  a causative  or  otherwise 
disturbing  factor.  Although  not  a hypnotic,  ‘Miltown’ 
fosters  normal  sleep  through  both  its  anti-anxiety  and 
muscle-relaxant  properties. 

Contraindications:  Previous  allergic  or  idiosyncratic 
reactions  to  meprobamate  or  meprobamate-containing 
drugs. 

Precautions:  Careful  supervision  of  dose  and  amounts 
prescribed  is  advised.  Consider  possibility  of  depend- 
ence, particularly  in  patients  with  history  of  drug  or 
alcohol  addiction;  withdraw  gradually  after  use  for 
weeks  or  months  at  excessive  dosage.  Abrupt  withdrawal 
may  precipitate  recurrence  of  preexisting  symptoms, 
or  withdrawal  reactions  including,  rarely,  epileptiform 
seizures.  Should  meprobamate  cause  drowsiness  or 
visual  disturbances,  the  dose  should  be  reduced  and 
operation  of  motor  vehicles  or  machinery  or  other 
activity  requiring  alertness  should  be  avoided  if  these 
symptoms  are  present.  Effects  of  excessive  alcohol  may 
possibly  be  increased  by  meprobamate.  Grand  mal  sei- 
zures may  be  precipitated  in  persons  suffering  from  both 
grand  and  petit  mal.  Prescribe  cautiously  and  in  small 
quantities  to  patients  with  suicidal  tendencies. 

Side  effects:  Drowsiness  may  occur  and,  rarely,  ataxia, 
usually  controlled  by  decreasing  the  dose.  Allergic  or 
idiosyncratic  reactions  are  rare,  generally  developing 
after  one  to  four  doses.  Mild  reactions  are  character- 
ized by  an  urticarial  or  erythematous,  maculopapular 
rash.  Acute  nonthrombocytopenic  purpura  with  pe- 
ripheral edema  and  fever,  transient  leukopenia,  and  a 
single  case  of  fatal  bullous  dermatitis  after  administra- 
tion of  meprobamate  and  prednisolone  have  been  re- 
ported. More  severe  and  very  rare  cases  of  hypersensi- 
tivity may  produce  fever,  chills,  fainting  spells,  angio- 
neurotic edema,  bronchial  spasms,  hypotensive  crises 
(1  fatal  case),  anuria,  anaphylaxis,  stomatitis  and  proc- 
titis. Treatment  should  be  symptomatic  in  such  cases, 
and  the  drug  should  not  be  reinstituted.  Isolated  cases 
of  agranulocytosis,  thrombocytopenic  purpura,  and  a 
single  fatal  instance  of  aplastic  anemia  have  been  re- 
ported. but  only  when  other  drugs  known  to  elicit  these 
conditions  were  given  concomitantly.  Fast  EEG  activ- 
ity has  been  reported,  usually  after  excessive  meproba- 
mate dosage.  Suicidal  attempts  may  produce  lethargy, 
stupor,  ataxia,  coma,  shock,  vasomotor  and  respira- 
tory collapse. 

Usual  adult  dosage:  One  or  two  400  mg.  tablets  three 
times  daily.  Doses  above  2400  mg.  daily  are  not 
recommended. 

Supplied:  In  two  strengths:  400  mg.  scored  tablets  and 
200  mg.  coated  tablets. 

Before  prescribing,  consult  package  circular. 


#.  Wallace  Laboratories  / Cranbury, 


N.J. 
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The  tell-tale  lesion  on  the  back  of  her  neck 


ARISTOCORT  Topicals  are  particularly  effective  in  controlling 
the  inflammatory  symptoms  of  many  dermatoses  including  neur< 
dermatitis.  ARISTOCORT  Cream  or  Ointment,  sparingly  appliecj 
to  affected  areas,  reduces  both  the  itching  and  the  inflammation 
Three  or  four  applications  daily  bring  early  symptomatic  reliei 


Airictnnnrf  topical  cream  <u% 

XA.  X X D V U V 'Ll  X |i  AND  OINTMENT  0.1% 

Triamcinolone  Acetonide 


A CtnOHT'f  TOPICAL  CREAM  0.1% 
IX  j.  lu  IU  vUi  L AND  OINTMENT  0.1% 

Triamcinolone  Acetonide 


INDICATIONS:  In  addition  to  neurodermatitis,  the 
ARISTOCORT  Triamcinolone  topical  preparations 
have  been  found  effective  as  adjuncts  in  treating 
atopic  dermatitis,  eczematous  dermatitis,  nummular 
eczema,  contact  dermatitis,  pruritus  ani  and  vulvae, 
generalized  erythrodermia,  external  otitis,  seborrheic 
dermatitis,  eczematized  psoriasis  and  eczematized 
mycotic  dermatitis.  In  most  cases  responsive  to  topi- 
cal ARISTOCORT,  the  0.1%  concentration  is  suffi- 
ciently potent,  but  the  0.5%  concentration  may  elicit 
a more  satisfactory  response  in  some,  specifically  in 
atopic  dermatitis,  eczematous  dermatitis,  seborrheic 
dermatitis  and  certain  cases  of  psoriasis. 

ADMINISTRATION  and  DOSAGE  : Apply  sparingly 
to  the  affected  area  3 or  4 times  daily.  Some  cases  of 
psoriasis  may  be  more  effectively  treated  if  the  0.1% 
Cream  or  Ointment  is  applied  under  an  occlusive 
dressing. 

PRECAUTIONS  and  SIDE  EFFECTS:  Do  not  use 
in  the  eyes.  While  there  are  no  special  precautions  to 
be  taken  in  administering  ARISTOCORT  Triamcino- 
lone Acetonide  topicals,  some  patients  may  react 
unfavorably,  under  certain  conditions,  to  topical 
steroids  in  general.  Special  care  should  be  taken  in 
administering  topical  steroids  at  infected  sites  and 
the  hazard  of  possible  spread  of  bacterial  infection 
should  be  considered.  If  such  a hazard  is  felt  to  exist, 
antibacterial  therapy  may  be  considered  advisable 
even  if  the  steroid  is  discontinued. 


CONTRAINDICATIONS:  Tuberculosis  of  the  skin, 
herpes  simplex,  chickenpox,  and  vaccinia. 


PACKAGES:  Tubes  of  5 Gm.  and  15  Gm.;  % lb.  jar. 

ARISTOCORT®  Triamcinolone  Acetonide  Topical 
Cream  0.5%  or  0.1%  contains: 

Triamcinolone  Acetonide  5 mg.  or  1 mg. 

Methylparaben  0.16% 

Propylparaben  0.04% 

Potassium  Sorbate  0.2% 


Inactive  ingredients  in  water  base: 

Glyceryl  monostearate 
Squalane 

Polysorbate  80  USP 
Spermaceti  USP 
Stearyl  Alcohol  USP 
Sorbitol  Solution 

Each  gram  of  ARISTOCORT  Triamcinolone  Aceto- 
nide Topical  Ointment  0.1%  contains: 

Triamcinolone  Acetonide  1 mg. 

Methylparaben  0.16% 

Propylparaben  0.04% 

Inactive  ingredients: 

Lanolin 

White  Petrolatum 
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Test-tube  activity  of  a drug  is  only  one  indication  of  its  effectiveness.  More  im- 
portant is  the  amount  of  antibacterial  activity  at  the  site  of  infection. 

Ilosone®  produces  peak  levels  of  antibacterial  activity  two  to  four  times  those  of 
other  erythromycin  preparations.  Furthermore,  it  attains  them  earlier  and  main- 
tains them  longer. 


Contraindications:  Ilosone  is  contraindicated 
in  patients  with  a known  history  of  sensitivity  to 
this  drug  and  in  those  with  preexisting  liver  dis- 
ease or  dysfunction. 

Side-Effects:  Even  though  Ilosone  is  the  most 
active  oral  form  of  erythromycin,  the  incidence  of 
side-effects  is  low.  Infrequent  cases  of  drug  idio- 
syncrasy, manifested  by  a form  of  intrahepatic 
cholestatic  jaundice,  have  been  reported.  There 
have  been  no  known  fatal  or  definite  residual  effects. 
Gastro-intestinal  disturbances  not  associated  with 
hepatic  effects  are  observed  in  a small  proportion 
of  patients  as  a result  of  a local  stimulating  action 
of  Ilosone  on  the  alimentary  tract.  Although  aller- 
gic manifestations  are  uncommon  with  the  use  of 
erythromycin,  there  have  been  occasional  reports 
of  urticaria,  skin  eruptions,  and,  on  rare  occasions, 


anaphylaxis.  Dosage:  Children  under  25  pounds— 
5 mg.  per  pound  of  body  weight  every  six  hours. 
Children  25  to  50  pounds— 125  mg.  every  six  hours. 
Adults  and.  children  over  50  pounds — 250  mg.  every 
six  hours.  For  severe  infections,  these  dosages  may 
be  doubled. 

Available  in  Pulvules®,  suspension,  drops,  and 
chewable  tablets.  Ilosone  Chewable  tablets  should 
be  chewed  or  crushed  and  swallowed  with  water. 

Ilosone® 

Erythromycin  Estolate 

Additional  information  available 
to  physicians  upon  request. 

Eli  Lilly  and  Company , Indianapolis  6}  Indiana. 
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Editorials 


M.D.s  and  The  I.C.Y. 


The  year  1965  marks  the  twentieth 
anniversary  of  the  signing  of  the  United 
Nations  Charter  and  has  been  designated 
by  the  General  Assembly  of  the  United 
Nations  as  International  Cooperation  Year. 
When  President  Johnson,  on  October  2, 
1964,  called  together  representatives  from 
governmental  and  nongovernmental  or- 
ganizations for  the  ceremony  of  the  signing 
of  his  I.C.Y.  proclamation,  he  said:  “Inter- 
national cooperation  is  not  simply  an  idea 
or  an  ideal.  It  is  a clear  necessity  to  our 
survival. 

“The  greater  the  nation,  the  greater  its 
need  to  work  cooperatively  with  other 
people,  other  nations.”  Speaking  directly 
to  the  NGOs,  the  President  urged  a system- 
atic study  of  steps  necessary  to  further  this 
cooperation. 

The  United  States  Committee  of  the 
World  Medical  Association  from  the  be- 
ginning has  been  aware  of  this  need  to 
work  cooperatively  with  other  national 
and  international  groups  and  has  engaged 
in  many  activities  to  further  this  purpose. 

The  overseas  medical  book  program  is  a 
current  project  in  international  coopera- 
tion. Through  this  program,  initiated 
several  years  ago,  medical  textbooks  and 
periodicals  are  being  assembled  for  dis- 
tribution to  teaching  institutions  in  all 
parts  of  the  world.  Some  go  to  well- 
established  universities  with  library  funds 
inadequate  to  maintain  the  high  level 
of  reference  material  required  for  teaching 
and  research  purposes.  Other  collections 


of  texts  are  being  sent  to  newly  founded 
medical  institutions  in  developing  coun- 
tries, where  the  need  for  trained  medical 
personnel  is  so  great.  Among  these  new 
medical  schools  in  which  we  have  been 
interested  are  the  Haile  Selassie  I Uni- 
versity in  Ethiopia  and  the  Hiroshima 
University  in  Japan,  a new  university  and 
medical  college  which,  with  United  States 
aid,  is  replacing  the  rubble  and  ruin  left 
from  the  bombing  of  Hiroshima  two  decades 
ago. 

Many  more  texts  are  needed  for  these  and 
for  other  medical  institutions — but  please 
bear  in  mind  that  they  must  be  recent 
publications. 

Another  international  cooperation  proj- 
ect of  the  United  States  Committee  is  the 
doctor-to-doctor  program,  whereby  doctors 
in  the  United  States  are  introduced  to 
foreign  colleagues  engaged  in  the  same 
specialty  or  type  of  practice  through  the 
medium  of  sharing  their  medical  journals. 
This  is  a direct  contact,  aimed  at  supplying 
these  colleagues  with  current  medical 
journals  and  concurrently  opening  avenues 
of  communication  that  may  lead  to  better 
understanding. 

Your  participation  in  these  international 
programs  is  earnestly  requested.  For  de- 
tails, please  contact  the  chairman  of  the 
program,  Ada  Chree  Reid,  M.D.,  World 
Medical  Association,  U.S.  Committee,  Inc., 
10  Columbus  Circle,  New  York,  New 
York  10019. 


Injury  to  the  recurrent  laryngeal  nerve 


An  action  was  brought  against  a surgeon 
who  performed  a thyroidectomy.  The 
claim  was  that  one  of  the  recurrent  laryn- 
geal nerves  was  traumatized.  The  de 
fendant  surgeon  did  not  use  the  Leahy 


method  to  identify  and  isolate  the  nerve 
before  the  removal  of  the  thyroid.  The 
expert  for  the  plaintiff  was  an  otolaryn- 
gologist who  himself  had  never  performed 
a thyroidectomy.  The  jury  returned  a 


978  New  York  State  Journal  of  Medicine  / April  15, 1965 


verdict  in  the  sum  of  $8,000  for  the  plaintiff. 
Prior  to  the  verdict  the  Court  had  reserved 
the  decision  on  our  motion  to  dismiss  the 
case. 

After  the  verdict  the  Trial  Court  set  the 
verdict  aside,  dismissing  the  complaint, 
and  granted  judgment  for  the  surgeon. 
The  Court  said: 

All  of  the  medical  testimony  was  to  the 
effect  that  both  procedures  were  considered 
acceptable  surgical  techniques  and  have  been 
so  held  in  many  reported  cases  (DeFlippo  v. 
Preston,  173  A 2d  333;  Roberts  v.  Woods, 
206  Fed.  Rep.  579). 

A recovery  by  the  plaintiff  in  this  case 
could  only  be  predicated  on  proof  that  the 
defendant  was  unskillful  or  negligent  (Rob- 
bins v.  Nathan,  189  App.  Div.  827).  There 
was  no  such  proof  in  this  case.  The  fact  that 
there  was  hoarseness  after  the  operation  is  not 
of  itself  enough  to  prove  negligence  or  unskill- 
fulness on  the  part  of  the  defendant. 

The  defendant  was  well  qualified  for  this 
operation  and  was  only  required  to  exercise 
his  best  judgment  and  reasonable  skill.  The 
so-called  standard  technique  for  this  operation 


was  the  one  used  by  the  defendant  and  the 
testimony  was  that  during  the  operation  all 
precautions  were  taken  by  the  defendant. 
There  was  no  proof  that  if  the  Leahy  method, 
that  of  isolating  the  recurrent  laryngeal  nerve, 
had  been  used  the  operation  would  have  been 
more  successful.  The  plaintiff’s  expert,  while 
qualified  as  a physician,  had  never  performed 
this  particular  operation  and  predicated 
negligence  on  the  result  obtained.  This  is  not 
the  test  as  to  whether  the  operation  was  per- 
formed in  an  unskillful  or  negligent  manner. 
This  goiter  was  unusually  large  and  excep- 
tional skill  was  required  to  remove  it  (Peter  v. 
Honsinger,  155  N.Y.  201).  The  risk  to  this 
nerve  was  a normal  and  inherent  hazard  in  the 
performance  of  all  thyroidectomies  by  what- 
ever method  used  by  the  surgeon  (cases  here- 
inbefore cited  (Dembicer  v.  Rosenthal,  N.Y.- 
L.J.  Dec.  31,  1962  p.  147,  Trial  Term  Supreme 
Court,  Queens  County). 

On  appeal  the  Appellate  Court  affirmed 
the  action  of  the  Trial  Judge  in  setting 
aside  the  verdict  for  the  plaintiff  and  in 
dismissing  the  complaint  and  granted 
judgment  to  the  defendant. 


Perforated  bowel:  res  ipsa  loquitur? 


A patient  entered  a hospital,  and  in  the 
course  of  a barium  enema  observed  by  the 
attending  physicians  by  means  of  fluoros- 
copy, the  barium  perforated  the  wall  of 
the  bowel,  discharging  a large  quantity 
of  barium  and  the  bowel  content  into  the 
peritoneal  cavity.  There  was  no  proof 
of  negligence  in  the  administration  of  the 
enema  or  in  the  operation  that  followed, 
nor  was  there  any  medical  proof  that  the 
barium  enema  was  contraindicated. 

The  plaintiff  claimed  that  he  established 
a prima  facie  case  entitling  him  to  go  to 
the  jury  by  means  of  the  rule  of  res  ipsa 
loquitur  (the  incident  speaks  for  itself). 

There  was  a judgment  in  favor  of  the 
administratrix  of  the  deceased  person. 
On  appeal,  the  Appellate  Division,  1st 
Department,  reversed  the  judgment  and 
dismissed  the  complaint.  The  Court 
stated: 


We  do  not  believe  that  the  rule  has  any 
application  to  these  facts. 

Ordinarily,  the  happening  of  an  accident  is 
no  proof  that  it  was  caused  by  the  defendant’s 
negligence  (Shkoditch  v.  150  William  St. 
Corp.,  17  A D 2d  168;  Kaplan  v.  City  of  New 
York,  10  A D 2d  319).  It  is  only  where  two 
elements  combine  that  a contrary  determina- 
tion is  permissible.  Those  elements  are 
where  the  defendant  has  exclusive  control  of 
the  agency  which  caused  the  accident  and 
where  common  experience  shows  that  an 
accident  of  the  character  in  question  would 
not  have  happened  unless  there  was  negli- 
gence in  the  operation  or  control  of  that 
agency  (Foltis,  Inc.  v.  City  of  New  York,  287 
N.Y.  108,  117;  Neuhoff  v.  Retlaw  Realty 
Corp.,  289  N.Y.  293).  As  regards  the  human 
body,  its  capacities  and  tolerances,  it  is  a rare 
case  where  common  knowledge  is  sufficient  to 
show  that  an  accident  would  not  have  hap- 
pened without  negligence.  Clearly,  this  is  not 
one  of  those  rare  cases  (George,  as  Adm.  v. 
City  of  New  York,  Etal,  22  A D 2nd,  ps.  70- 
71). 
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Books  Received 


The  following  books  were  received  during  the  month  of  February,  1965  * 


Physiology  of  the  Eye.  By  Francis  Heed 
Adler,  M.D.  Fourth  edition.  Octavo  of  889 
pages,  illustrated.  St.  Louis,  The  C.  V.  Mosby 
Company,  1965.  Cloth,  $18.75. 

Nervous  Tension,  Behavior  and  Body 
Function.  By  Helen  B.  Barton,  M.D.  Oc- 
tavo of  336  pages.  New  York,  Philosophical 
Library,  1965.  Cloth,  $6.00. 

Classic  Descriptions  in  Diagnostic  Roent- 
genology. Edited  by  Andre  J.  Bruwer,  M.B. 
Two  volumes.  Quarto  of  2,059  pages,  illus- 
trated. Springfield,  111.,  Charles  C Thomas, 

1964.  Cloth,  $49.50. 

Management  of  Complications  in  Eye 
Surgery.  Edited  by  R.  M.  Fasanella,  M.D. 
Second  edition.  Quarto  of  543  pages,  illus- 
trated. Philadelphia,  W.  B.  Saunders  Co., 

1965.  Cloth,  $18.50. 

Synopsis  of  Clinical  Tropical  Medicine. 

By  Oscar  Felsenfeld,  M.D.  Duodecimo  of  378 
pages,  illustrated.  St.  Louis,  The  C.  V.  Mosby 
Company,  1965.  Fabrikoid,  $9.85. 

Fundamentals  of  Orthopaedics.  By  John 
J.  Gartland,  M.D.  Octavo  of  338  pages, 

* Books  received  for  review  are  acknowledged  promptly  in 
this  column.  No  other  obligation  is  assumed  for  the  courtesy 
of  those  sending  them  for  this  purpose.  Selection  for  review 
is  made  on  the  basis  of  merit  and  reader  interest. 


illustrated.  Philadelphia,  W.  B.  Saunders  Com- 
pany, 1965.  Cloth,  $8.00. 

Burns:  A Symposium.  Compiled  and  edited 
by  Leon  Goldman,  M.D.,  and  Richard  E. 
Gardner,  M.D.  Octavo  of  191  pages.  Spring- 
field,  111.,  Charles  C Thomas,  1965.  Cloth, 
$7.75. 

Control  of  Communicable  Diseases  in  Man. 

Edited  by  John  E.  Gordon,  M.D.  Tenth  edi- 
tion. Duodecimo  of  282  pages.  New  York, 
The  American  Public  Health  Association,  1965. 
Paper,  $1.50. 

Leopold’s  Principles  and  Methods  of  Phys- 
ical Diagnosis.  By  Henry  U.  Hopkins,  M.D. 
Third  edition.  Octavo  of  503  pages,  illustrated. 
Philadelphia,  W.  B.  Saunders  Company,  1965. 
Cloth,  $8.50. 

Heart  Attack:  New  Hope,  New  Knowledge, 

New  Life.  By  Myron  Prinzmetal,  M.D. 
Revised  and  Updated  Edition.  Duodecimo  of 
232  pages,  illustrated.  New  York,  Simon  and 
Schuster,  1965.  Paper,  $1.75. 

Reoperative  Surgery.  Edited  by  Robert  E. 
Rothenberg,  M.D.  Octavo  of  638  pages,  illus- 
trated. New  York,  The  Blakiston  Division, 
McGraw-Hill  Book  Company,  1964.  Cloth, 
$27.50. 

Simple  Splinting.  By  Jerome  Rotstein,  M.D. 
Quarto  of  126  pages,  illustrated.  Philadelphia, 
W.  B.  Saunders  Company,  1965.  Cloth,  $6.50. 
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The  Doctor’s  Visit,  Jan  Steen  1626-1679,  Mauritshuis,  The  Hague 


In  Diverticulosis  and  Diverticulitis . . . 


METAMUCIL 


brand  of 

psyllium  hydrophilic  mucilloid 


“Diverticulosis  ...  a low-roughage  diet  is  advisable. . . . Constipation  is  avoided,  preferably  by 
the  daily  use  of  Metamucil. 


“Diverticulitis  Mild,  chronic  symptoms  of  diverticulitis,  such  as  diarrhea  or  flatulence  also  are 
treated1  by  low-roughage  diet,  adequate  fluid  intake  and  Metamucil. . . 


Usual  Adult  Dosage:  One  rounded  teaspoonful  of  Metamucil  (or  one  packet  of  Instant 
Mix  Metamucil)  in  a glass  of  cool  liquid  one  to  three  times  daily. 

Metamucil  is  available  as  Metamucil  powder  in  containers  of  4,  8 and  16  ounces 
and  as  flavored  Instant  Mix  Metamucil  in  cartons  containing  16  and  30  single-dose 
packets. 
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—colloidal  solution  of  denatured 


proteolytic  enzyme— 

Relief  of  pain  is  prompt  in  non-traumatic  neuritis,  including 
herpes  zoster,  when  Protamide  is  administered  early  in  the 
course  of  the  disease.1** 3 4  Equally  important,  complete 
recovery  usually  follows  in  three  to  five  days— even  in 
ophthalmic  herpes  zoster.5-6 


Responds  Promptly  to 

PROTAMIDE 


Dosage:  1 ampul  I.  M.  daily  for  2 to  5 days; 
longer  if  pain  persists. 

Caution:  Avoid  I.  V.  administration. 

Boxes  of  10  ampuls,  1.3  cc.  each, 
for  intramuscular  injection. 


DETROIT  11,  MICHIGAN 
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Carotid  Sinus  Reflex 
As  an  Aid  in 
Diagnosis 

LOUIS  A.  SIGLER,  M.D. 
Brooklyn,  New  York 

Attending  in  Cardiology, 
Adelphi  Hospital 


|n  observation  of  the  carotid  sinus  reflex 
over  many  years  I have  often  found  in- 
dividual reactions  to  the  reflex  that  may  be 
of  great  diagnostic  value.  I shall  attempt 
to  present  my  findings  and  their  possible 
application  to  clinical  diagnosis. 

Physiologic  mechanism 

The  physiologic  mechanism  of  the  carotid 
sinus  reflex  was  fully  described  in  previous 
communications.1-'5  I will  present  here 
merely  a very  brief  summary. 

The  vascular  system  is  endowed  with 
baroceptors  in  various  areas  which  help 
regulate  the  heart  rate  and  blood  pressure. 
A sudden  rise  in  intra-arterial  blood  pres- 
sure stimulates  these  receptors  and  sets  up 
impulses  that  are  transmitted  to  various 
centers  of  the  hypothalamus,  predominantly 
the  vasomotor  and  vagal  centers,  and  result 
in  reflex  vagal  slowing  of  the  heart  and 
vasodepression  with  fall  in  blood  pressure. 
A marked  drop  in  intra-arterial  blood 
pressure  due  to  any  cause  will  have  an 
opposite  effect  . 

Two  important  baroceptor  areas  are 
located  in  the  aorta  and  in  the  pouched-out 


The  carotid  sinus  reflex  test,  if  carefully 
performed,  is  a safe  test  of  great  diagnostic 
value  in  determining  cardiovagal  hypersensi- 
tivity; it  is  used  also  in  the  differential  diag- 
nosis of  some  tachycardias  and  arrhythmias 
and  coronary  insufficiency.  Patients  with 
markedly  hyperactive  carotid  sinus  reflex  who 
are  to  undergo  operation  should  receive  ample 
atropinization,  and,  if  possible,  the  use  of 
digitalis  and  morphine  before  operation 
should  be  avoided;  sufficient  oxygen  should 
be  provided  during  operation. 


portion  of  the  internal  carotid  at  the  junc- 
tion with  the  external  carotid  artery,  just 
above  the  bifurcation  of  the  common 
carotid  on  both  sides.  In  the  average 
person  these  sinus  areas  are  located  at  about 
the  level  of  the  cricoid  cartilage.  The 
response  of  the  baroceptor  areas  to  stimula- 
tion can  be  tested  by  mere  mechanical 
compression  or  massaging  of  these  areas. 

Test  for  carotid  sinus  reflex 

Method.  Inasmuch  as  physical  stimula- 
tion can  only  be  applied  in  clinical  diagnosis 
to  the  carotid  sinus  regions,  not  to  the 
aorta,  we  employ  the  carotid  sinus  areas  for 
the  test.  Mechanical  compression  or  mas- 
saging of  these  areas  stimulates  the  sensory 
receptor  end-organs,  which  terminate  in 
characteristic  menisci  and  set  up  nerve 
impulses  that  are  transmitted  by  the  sinus 
or  Hering  nerve,  thence  reaching  the  medulla 
through  the  glossopharyngeal  nerve.  Here, 
the  afferent  fibers  make  synaptic  connec- 
tions with  various  “centers”  in  the  hypo- 
thalamic areas  with  efferent  nerves  that 
carry  the  impulses  to  the  effector  organs. 

Precautions.  For  reasons  of  safety,  the 
test  is  performed  with  the  patient  in  the 
sitting  position,  or,  better,  in  the  dorsal 
recumbent  posture,  to  prevent  possible 
syncope  and  even  convulsions  that  may 


April  15,  1965  / New  York  State  Journal  of  Medicine  S83 


result  from  cerebral  ischemia  due  to  cardiac 
arrest  and/or  marked  drop  in  blood  pres- 
sure. Also,  it  must  be  performed  on  one 
side  at  a time.  The  head  is  somewhat 
extended  backward  and  slightly  to  the 
opposite  side  of  the  one  tested.  The  carotid 
sinus  region  is  located  by  palpation  and  is 
gradually  massaged  or  compressed  while 
the  physician  is  listening  to  the  heart. 
Marked  slowing  or  complete  stoppage  of  the 
heart  indicates  a sensitive  vagal  reflex.  The 
degree  of  sensitivity  depends  on  the  extent 
and  duration  of  stimulation  necessary  to 
produce  the  result  and  the  rapidity  and 
degree  of  response.  It  is  important  to 
remember  that  in  extremely  hypersensitive 
patients  the  slightest  amount  of  compression 
or  massage  will  bring  about  immediate 
and  marked  cardiac  arrest  that  outlasts  the 
stimulation.  It  is  essential,  therefore,  that 
every  case  be  carefully  tested.  If  no  slow- 
ing or  stoppage  of  the  heart  occurs  on 
either  side,  it  is  suggested  that  the  test  be 
repeated  while  the  blood  pressure  is  taken 
over  the  brachial  artery.  Some  patients 
may  show  a drop  in  pressure  without 
cardiac  slowing  or  arrest.6  After  the  right 
carotid  sinus  area  is  tested,  the  same 
method  should  be  used  for  testing  the  left. 
In  some  cases  the  response  may  be  very 
marked  on  one  side,  with  no  response  on 
the  other  side. 

If  the  test  is  properly  and  carefully  per- 
formed, there  is  no  danger  of  severe  cerebral 
disturbances.  An  occasional  case  of  hemi- 
plegia or  death  has  been  reported  that  was 
assumed  to  be  due  to  the  reflex.  In  my  ex- 
perience, if  a severe  cerebral  reaction  oc- 
curs, it  is  due  to  marked  atherosclerosis 
of  the  internal  carotid  artery  on  the  side 
opposite  to  the  one  tested.  Thus,  not  the 
reflex  but  careless  and  strong  compression 
of  the  tested  artery  will  suddenly  interrupt 
the  blood  supply  to  the  brain  temporarily. 
For  this  reason  it  is  important  to  determine 
the  conditions  of  both  internal  carotid 
arteries  before  the  test  is  performed.  If 
partial  occlusion  of  one  of  the  arteries  is 
suspected,  great  care  must  be  exercised  not 
to  compress  the  opposite  carotid  sinus  too 
strongly  or  too  fast;  gentle  massage  should 
be  used  instead.  In  general,  inasmuch 
as  the  main  object  of  the  test  is  to  determine 
the  presence  and  extent  of  cardiovago- 
sensitivity,  it  is  not  necessary  to  continue 
the  massaging  or  compressing  of  the  carotid 


sinus  area  to  the  point  of  syncope  or  con- 
vulsions. Stoppage  of  the  heart  for  three 
to  five  seconds  is  sufficient  to  indicate 
hypersensitivity . 

In  performing  this  test  it  is  important  to 
bear  in  mind  that  in  occasional  persons  there 
may  be  slight  or  no  response  at  times  and  a 
marked  response  at  other  times.  It  is 
therefore  essential  to  recheck  another  time 
if  no  response  is  obtained  on  one  test. 

Response  to  reflex 

The  pioneer  physiologic  studies  of  the 
carotid  sinus  reflex  by  Hering7  and  Heymans 
and  Bouckaert8  have  demonstrated  that 
a number  of  reflexes  occur  as  a result  of 
stimulation  of  this  area,  the  most  prominent 
of  which  are  cardioinhibition,  vasodepres- 
sion,  and  disturbances  in  respiration.  In 
clinical  observations  I found  that  a number 
of  subjective  and  objective  disturbances  may 
result  from  such  stimulation.9  Most  of 
them  are  traceable  to  cardioinhibition  and 
vasodepression,  causing  cerebral  ischemia. 
Other  disturbances  appear  to  be  due  to 
direct  local  reflex  effects  on  respiration, 
ocular  changes,  local  vasomotor  instability, 
vague  sensory  disturbances,  and  gastro- 
intestinal abnormalities.  These  speak  for 
selective  reflex  effects  on  various  basal  brain 
areas  and  even  on  some  of  the  higher  brain 
centers  in  different  persons.  These  will  be 
discussed  in  a future  communication.  Here 
we  will  confine  our  discussion  to  the  cardio- 
inhibitory  manifestations  of  the  reflex  and 
their  possible  application  to  diagnosis. 

Frequency  and  degree  of 
cardioinhibitory  response 

The  cardioinhibitory  response  varies  mark- 
edly in  frequency  and  degree  in  different 
persons.  It  is  observed  more  often  and  in 
greater  degree  in  men  than  in  women  and  in 
arteriosclerotic  heart  disease  with  or  with- 
out hypertension.  It  also  occurs  with  con- 
siderable frequency  and  in  high  degree  in 
other  forms  of  heart  disease  and  even  in  the 
absence  of  demonstrable  heart  disease.  In 
occasional  cases,  as  has  been  mentioned, 
there  may  be  a moderate  to  marked  response 
at  one  time  and  no  response  at  another. 
Taking  all  cases  that  respond  either  per- 
manently or  with  occasional  remission,  the 
average  incidence  of  response  in  arterio- 
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sclerotic  heart  disease  is  about  80  per  cent 
of  men  and  60  per  cent  of  women  tested. 
The  majority  of  these,  however,  showed 
only  mild  to  moderate  slowing  of  the  heart 
and  other  cardiac  changes  which  may  be 
considered  insignificant  from  a diagnostic 
viewpoint.  On  the  average  only  about  40 
per  cent  of  men  and  20  per  cent  of  women 
tested  showed  a greater  or  lesser  degree  of 
cardiac  arrest.  Patients  with  other  forms 
of  heart  disease  showed  a lower  percentage  of 
arrest  and  persons  with  no  demonstrable 
heart  disease  a still  lower  percentage. 

Reflex  as  diagnostic  warning  sign 

The  marked  increase  in  the  incidence  of 
so-called  “spontaneous”  cardiac  arrest  and 
during  mechanical  or  operative  procedures 
calls  for  a method  of  prophesying  the  possible 
occurrence  of  this  serious  complication, 
which  is  frequently  fatal  under  adverse  con- 
ditions. Inasmuch  as  a markedly  hyper- 
active cardioinhibitory  carotid  sinus  reflex 
is  an  important  diagnostic  sign  of  cardio- 
vagal  hypersensitivity,  often  expressing  it- 
self in  cardiac  arrest,  the  reflex  should  prove 
to  be  of  great  value  as  a warning  sign.  I 
therefore  suggest  that  this  simple  test  be 
performed  in  all  cases  before  operation,  anes- 
thesia, and  mechanical  manipulations,  such 
as  bronchoscopy,  esophagoscopy,  gastros- 
copy, and  so  on.  This  would  be  of  great 
value  in  a statistical  study  of  the  frequency 
of  the  occurrence  of  “spontaneous”  cardiac 
arrest  under  adverse  circumstance  in  re- 
lation to  the  cardiac  arrest  easily  induced  by 
the  carotid  sinus  reflex  in  susceptible  per- 
sons. It  would  also  open  the  way  to  pos- 
sible prevention  on  an  attack  of  “spon- 
taneous” cardiac  arrest  by  proper  pre- 
operative and  operative  care. 

It  appears  to  be  generally  well  recognized 
that  the  vagal  element  is  one  of  the  factors 
causing  “spontaneous”  cardiac  arrest.  Hin- 
chey  and  Straehley10  reported  5 cases  of 
cardiac  arrest  in  the  operating  room.  They 
attributed  the  condition  to  hypoxia,  hyper- 
capnia, and  vagal  stimulation  during  the 
operation.  They  advised  the  use  of  atropine 
and  suggested  caution  in  introducing  the 
endotracheal  tube,  which  may  affect  the 
heart  by  reflex  vagal  stimulation.  Ste- 
phenson, Reid,  and  Hinton,11  in  a review  of 
the  literature  covering  1,200  cases  of 
cardiac  arrest  during  operation,  expressed 


the  view  that  the  increase  in  incidence  of 
cardiac  arrest  during  operation  in  recent 
years  is  due  to  the  widespread  use  of  a 
multiplicity  of  drugs  and  combined  an- 
esthetic agents,  the  expanding  field  of 
thoracic  surgery,  the  almost  universal  use 
of  the  endotracheal  tube,  and  frequent 
bronchoscopy,  esophagoscopy,  cardiac  cath- 
eterization, and  so  on.  They  emphasized 
the  vasovagal  reflex  as  a mechanism  of 
cardiac  arrest,  induced  by  the  factors 
mentioned.  Jaruszewski,  Hellerstein, 
and  Feil12  observed  8 cases  of  cardiac  arrest, 
2 fatal  and  6 in  which  the  heart  function 
was  restored,  of  whom  only  2 survived.  In 
all  the  deaths,  cyclopropane  anesthesia  was 
used.  They  advocate  the  use  of  atropine  in 
nodal  rhythm,  interference  dissociation, 
and  cardiac  slowing  developing  during 
operation.  It  is  of  interest  to  note  that  I 
have  observed  these  disturbances  also  on 
the  carotid  sinus  reflex.13  Bauer,  Engle, 
and  Mellins14  observed  cardiac  arrest  as  a 
manifestation  of  hypervagism  in  2 infants. 
One  had  a cystic  goiter  stimulating  the 
carotid  sinus  area,  and  in  the  other  the 
arrest  occurred  following  esophagogas- 
trostomy  for  repair  of  an  esophageal  atresia 
resulting  in  a dilated  thoracic  stomach.  In 
experiments  of  African  baboons,  Groover 
and  Stout15  produced  myocardial  necrosis 
on  vagal  stimulation  akin  to  clinical  attacks 
in  man  precipitated  by  emotional  tension. 
The  use  of  atropine  before  such  stimulation 
prevented  the  cardiac  injury. 

It  must  be  remembered  that  receptor 
nerve  endings  are  located  in  various  areas 
of  the  body  besides  the  carotid  sinus  and 
aortic  regions,  for  example,  the  mesentery, 
greater  veins,  pulmonary  vasculature,  the 
heart  itself,  the  biliary  organs,  and  gastro- 
intestinal and  bronchopulmonary  structures. 
Irritation  of  these  end-organs  during  opera- 
tive procedures  in  susceptible  persons  may 
set  up  afferent  nerve  impulses  affecting  the 
vagal  system  reflexly  the  same  as  in  the 
carotid  sinus  reflex.  Therefore,  I am  con- 
vinced that  a hyperactive  carotid  sinus 
reflex  could  be  used  as  a warning  sign.  I 
have  observed  5 patients  with  the  anginal 
syndrome  who  persistently  showed  cardiac 
arrest  on  relatively  little  carotid  sinus 
stimulation;  3 subsequently  died  suddenly 
while  at  apparent  rest  after  a heavy  meal, 
and  1 died  during  an  exciting  card  game. 
Autopsy  in  all  of  these  patients  showed  no 
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acute  coronary  or  myocardial  pathologic 
findings.  In  the  fifth  patient,  cardiac 
arrest  occurred  during  a lobectomy  for 
bronchial  carcinoma.  The  cause  of  sudden 
death  in  the  first  4 cases  could  not  be  shown 
definitely  to  be  due  to  cardiac  arrest,  in- 
asmuch as  there  was  no  opportunity  to 
obtain  electrocardiograms  just  before  death. 
However,  the  relative  suddenness  of  death 
and  the  absence  of  acute  coronary  or 
myocardial  disease  at  autopsy  are  highly 
suggestive  of  this  mechanism  as  the  cause. 

It  must  be  understood  that  a markedly 
hyperactive  cardioinhibitory  carotid  sinus 
reflex  is  merely  a sign  of  cardiovagal  hyper- 
sensitivity, which  may  play  a part  in  the 
onset  of  cardiac  arrest.  During  surgical 
operations  there  are  additional  elements  that 
enter  into  the  causes  and  perpetuation  of 
cardiac  arrest,  such  as  anoxia,  hypercapnia, 
and  the  frequent  preoperative  use  of  mor- 
phine and  digitalis,  which  have  vagotropic 
affects.  For  these  reasons  it  is  essential  that 
in  all  patients  who  have  a markedly  hyper- 
active cardioinhibitory  carotid  sinus  reflex, 
the  preoperative  use  of  morphine  and 
digitalis  be  avoided,  if  possible,  and  full 
atropinization  be  employed  during  opera- 
tion. It  is  also  essential  that  hypoxia 
and  hypercapnia  be  prevented  as  much  as 
possible  by  the  proper  use  of  oxygen  during 
anesthesia.  This  should  be  done  particularly 
during  cyclopropane  anesthesia. 

Reflex  as  aid  in  diagnosis 
of  some  arrhythmias 

We  are  all  familiar  with  the  therapeutic 
value  of  the  carotid  sinus  reflex  in  arresting 
attacks  of  supraventricular  paroxysmal 
tachycardias  in  susceptible  persons.  It 
may  also  be  of  great  value  in  diagnosing  the 
nature  of  certain  arrhythmias  and  tachy- 
cardias in  such  persons.  For  instance, 
supraventricular  tachycardia  may  often  be 
mistaken  for  simple  sinus  tachycardia;  the 
true  mechanism  may  be  elucidated  by  the 
reflex  in  causing  atrioventricular  block,  thus 
demonstrating  the  nature  of  the  atrial  com- 
plexes during  the  ventricular  standstill. 
Atrial  flutter  and  fibrillation  may  be  eluci- 
dated in  the  same  way.  Ventricular  tachy- 
cardia occasionally  may  be  difficult  to  dif- 
ferentiate from  supraventricular  tachy- 
cardia, atrial  flutter,  or  atrial  fibrillation 
when  associated  with  bundle  branch  block. 


The  reflex  slowing  or  transient  arrest  of  the 
ventricles  will  bring  out  the  nature  of  the 
atrial  complexes  and  in  some  cases  may  re- 
store normal  intraventricular  conduction  in 
bundle  branch  block,  thus  differentiating 
the  ventricular  complexes  from  those  of 
ventricular  tachycardia.  Slowing  of  the 
atrial  rate  induced  by  such  stimulation  also 
will  help  differentiate  atrial  from  ventricular 
tachycardia. 

Reflex  in  diagnosis 
of  coronary  insufficiency 

As  pointed  out  before,  the  degree  of 
sensitivity  of  the  vagal  terminals  in  the 
heart,  which  determines  the  reactions  to 
carotid  sinus  stimulation,  is  primarily  an  in- 
dividual constitutional  trait.13  Inasmuch  as 
we  occasionally  observe  some  variations  in 
response  in  the  same  person  from  time  to 
time,  we  must  assume  that  certain  change- 
able intrinsic  and  extrinsic  environmental 
factors  may  affect  the  vagal  system  either  in 
the  central  nuclei,  in  the  heart,  or  in  both 
areas  and  may  increase,  decrease,  or  other- 
wise modify  the  sensitivity  of  response. 
The  changing  psychogenic  state  is  probably 
the  most  important  central  factor.  Of  the 
peripheral  factors,  local  myocardial  ischemia 
due  to  general  anemia  or  to  coronary  disease 
appears  to  be  most  important.  In  some 
cases,  other,  as  yet  unknown  factors  and  the 
known  vagomimetic  drugs  appear  to  play 
their  parts. 

Bronk16  has  shown  that  ischemia  and 
anoxia  are  important  factors  in  increasing 
nerve  sensitivity.  Thiopental  sodium  anes- 
thesia, which  reduces  oxygen  saturation,  was 
shown  by  Reed  and  Scott17  to  increase  the 
sensitivity  to  the  carotid  sinus  reflex.  Also, 
the  response  is  lessened  by  the  administra- 
tion of  oxygen. 

I have  observed  a number  of  cases  in 
which  the  effects  of  the  carotid  sinus  reflex 
were  increased  during  the  anginal  syndrome 
and  diminished  when  angina  subsided.  The 
cases  that  follow  are  examples. 

Case  reports 

Case  1.  A seventy-four-year-old  man 
complained  for  a number  of  years  of  recurring 
dizziness  and  occasional  headaches,  mainly  on 
fast  walking  and  on  bending  down.  He  also 
complained  of  retrosternal  constricting  pain 
radiating  to  both  forearms.  He  was  a rather 
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FIGURE  1.  Case  1.  Electrocardiograms.  (A)  During  frequent  recurrences  of  anginal  syndrome.  (B) 
When  free  from  anginal  syndrome.  R = right  carotid  sinus  stimulation;  (L)  = left  carotid  sinus  stimula- 
tion. 


obese,  excitable,  and  irritable  person  and  a 
heavy  smoker  of  cigarets.  Over  twenty-five 
years  of  observation  he  showed  progressive 
generalized  arteriosclerosis,  intermittent  hy- 
pertension, and  a markedly  hyperactive  car- 
dioinhibitory  carotid  sinus  reflex  bilaterally. 
The  resting  electrocardiogram  was  normal, 
but  a work  tolerance  test  produced  changes 
indicative  of  ischemia  in  the  anterolateral 
wall  of  the  left  ventricle.  Figure  1 shows 
two  electrocardiograms  obtained  on  him  in 
the  conventional,  unipolar  extremity,  and  the 
usual  six  precordial  leads,  as  well  as  on  right 
and  left  carotid  sinus  stimulation.  In  Figure 
1A,  obtained  when  the  anginal  syndrome  was 
frequently  recurring,  there  is  a relatively  low 
voltage  T wave  in  lead  V4.  On  right  carotid 
sinus  stimulation,  obtained  in  that  lead,  there 
is  cardiac  arrest  for  2.86  seconds,  and  the  T 
waves  following  the  arrest  are  of  much  lower 
voltage.  On  left  carotid  sinus  stimulation 
there  is  sinus  arrest  for  5.4  seconds,  and  the  T 
wave  following  arrest  is  isoelectric.  In  Fig- 
ure IB,  obtained  one  month  later,  when  the 
patient  was  free  from  the  anginal  syndrome, 
the  T waves  in  all  the  precordial  leads  are  nor- 
mal. On  right  carotid  stimulation  there  is 


cardiac  arrest  for  2.98  seconds,  interrupted  by 
an  ectopic  atrial  beat,  and  ventricular  re- 
sponse followed  by  sinus  slowing,  but  the  T 
waves  in  lead  V4  remain  practically  un- 
changed. The  same  is  true  on  left  carotid  re- 
flex stimulation,  when  there  is  cardiac  arrest 
for  five  seconds. 

Case  2.  A seventy-three-year-old  woman 
under  observation  for  the  past  nine  years  was 
subject  to  occasional  attacks  of  nausea,  faint- 
ness, and  sensations  as  if  about  to  fall  over  to 
one  side.  She  also  complained  of  pain  in  the 
anterior  aspect  of  the  chest  on  excitement  and 
exertion.  She  was  a nervous  and  irritable  per- 
son and  had  moderate  general  arteriosclerosis. 
The  heart  was  not  enlarged,  the  rate  was 
92,  sinus  rhythm  was  regular,  and  the  blood 
pressure  was  165/88  mm.  Hg.  The  electro- 
cardiogram showed  right  bundle  branch 
block.  For  many  months,  on  and  off,  with 
reassurance  and  occasional  sedation  she  was 
asymptomatic. 

The  electrocardiogram  in  Figure  2 A was 
obtained  at  a time  when  the  patient  com- 
plained of  anterior  chest  pain  on  exertion,  as 
well  as  of  weakness,  visual  disturbances,  and 
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FIGURE  2.  Case  2.  Electrocardiograms.  (A)  During  period  when  patient  complained  of  anterior  chest 
pain,  weakness,  visual  disturbances,  and  occasional  faintness.  (B)  One  month  later,  when  patient  was 
symptom-free.  R = Right  carotid  sinus  stimulation;  L = left  carotid  sinus  stimulation. 


occasional  faintness.  It  shows  right  bundle 
branch  block;  moderate  depression  of  the 
S-T  segment  in  leads  I,  II,  and  a VI;  and 
marked  S-T  depression  in  the  precordial  leads 
V2  through  V6.  Right  carotid  stimulation,  ob- 
tained in  lead  V2,  shows  transient  A-V  (atrio- 
ventricular) block,  the  R-R  interval  being  2.2 
seconds,  followed  by  sinus  slowing.  The  T 
wave  in  the  deflections  following  the  short 
ventricular  standstill  is  somewhat  less  nega- 
tive, and  the  S-T  segment  is  less  depressed. 
On  left  carotid  stimulation  in  the  same  lead, 
there  is  transient  A-V  block,  with  prolongation 
of  the  P-R  interval  in  the  third  beat  to  about 
0.26  second,  followed  by  a dropped  ventricular 
beat.  In  the  next  cardiac  cycle  the  P-R  inter- 
val is  0.25  second,  and  the  R-R  interval  is 
about  2.26  seconds.  This  is  followed  by 
marked  sinus  slowing,  and  the  next  atrial 
impulse  is  of  lower  voltage  and  shorter  intra- 
atrial  conduction,  with  a P-R  interval  of 
about  0.2  second.  The  R-R  interval  be- 
tween the  fourth  and  fifth  ventricular  complex 
is  1.86  seconds. 

Figure  2B  was  obtained  about  one  month 
later,  when  the  patient  was  symptom-free. 
Right  bundle  branch  block  persists,  but  the 
S-T  segment  in  leads  I,  II,  a VI,  and  V2  through 
V6  is  now  almost  on  the  isoelectric  level. 
Right  carotid  stimulation,  in  lead  V2  shows 
only  slight  slowing.  Left  carotid  stimulation 
in  the  same  lead  shows  sinus  slowing  and  par- 
tial A-V  block,  with  a dropped  ventricular 
beat.  The  S-T  segments  on  both  right  and 
left  carotid  sinus  stimulation  remain  about 


the  same  as  before  stimulation,  but  the  T 
waves  are  more  negative. 

Case  3.  A sixty-one-year-old  woman, 
highly  emotional  and  excitable,  for  about  ten 
years  had  been  subject  to  recurring  attacks 
of  the  anginal  syndrome  on  exertion  and  emo- 
tional upset.  These  attacks  became  pro- 
gressively more  severe.  For  the  past  two 
years  they  had  often  awakened  her  from 
sleep.  Her  blood  pressure  fluctuated  mark- 
edly, varying  between  126/90  and  200/115, 
and  she  had  marked  dermographia  and  severe 
anxiety.  Her  heart  was  slightly  enlarged. 
The  rate  varied  between  98  and  130  beats  per 
minute,  sinus  rhythm  was  regular,  sounds 
were  diminished  in  intensity,  and  at  times 
a protodiastolic  gallop  rhythm  was  heard. 

Figure  3 shows  electrocardiograms  obtained 
on  this  patient  in  the  conventional,  unipolar 
extremity,  and  precordial  leads  and  on  right 
carotid  sinus  stimulation  in  lead  V4.  There 
was  no  response  on  left  carotid  stimulation. 
The  electrocardiogram  in  Figure  3 A was  ob- 
tained when  the  anginal  syndrome  was  very 
marked  and  frequently  recurring.  It  shows 
some  depression  of  the  R-T  segment  and  nega- 
tive T wave  in  leads  I,  II,  a VI,  aVf,  V5,  and  Ve 
and  some  depression  of  the  S-T  segment  in 
V4.  The  reflex,  obtained  in  V4,  shows  sinus 
slowing  followed  by  sinus  arrest,  the  R-R  in- 
terval being  2.4  seconds.  The  T waves  follow- 
ing the  arrest  are  of  lower  voltage. 

The  electrocardiogram  in  Figure  3B  was 
obtained  about  one  month  later,  when  the 
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FIGURE3.  Case  3.  Electrocardiograms.  (A)  When  anginal  syndrome  was  severe  and  recurred  frequently. 
(B)  One  month  later,  when  anginal  attacks  were  milder.  (C)  Six  weeks  later,  when  patient  was  symptom- 
free. 


anginal  attacks  were  not  as  severe.  The  con- 
ventional, unipolar  extremity,  and  precordial 
leads  remain  about  the  same  as  in  Figure  3 A, 
except  for  some  changes  in  direction  of  the 
QRS  complex  in  leads  V3  and  V4.  The  reflex 
now  shows  a shorter  sinus  arrest,  the  R-R 
interval  being  2.4  seconds.  The  voltage  of 
the  T waves  in  V4  following  the  asystole  shows 
only  slight  change.  The  electrocardiogram 
in  Figure  3C  was  obtained  six  weeks  later, 
when  the  patient  was  practically  symptom- 
free.  The  12-lead  electrocardiogram  is  now 
normal.  The  carotid  sinus  reflex  shows  only 
some  sinus  slowing  but  no  ventricular  asys- 
tole, and  there  is  only  a trivial  decrease  in 
voltage  of  the  T wave  in  V4. 

Changes  in  myocardial  ischemia 

In  a previous  communication  I13  showed 
that  in  myocardial  ischemia  there  is  a greater 
tendency  of  cardiac  slowing  and  arrest  as 
well  as  some  changes  in  ventricular  de- 
polarization and  repolarization  induced  by 
the  carotid  sinus  reflex.  Changes  occur  more 
frequently  in  repolarization  than  in  de- 
polarization, and  the  picture  often  resembles 
that  induced  by  the  work  tolerance  test. 
In  the  3 cases  presented  here  it  will  be  noted 
that  ischemic  changes  in  the  T wave  may 
develop  during  the  period  when  the  patient 
is  subject  to  the  anginal  syndrome  and  do 
not  occur  during  the  period  when  the  patient 
is  symptom-free.  In  some  cases  this  is  also 


true  of  the  degree  of  sinus  slowing  and 
cardiac  arrest,  as  shown  in  Figures  2 and  3. 
I believe,  therefore,  that  changes  in  ventricu- 
lar depolarization  on  the  carotid  sinus  reflex 
may  help  in  the  diagnosis  of  myocardial 
ischemia.  This  also  may  be  true  if  marked 
sinus  slowing,  sinus  arrest,  and  A-V  block 
develop  in  patients  who  previously  showed 
milder  responses.  The  process  may  then  be 
considered  to  be  due  to  an  accentuation  of 
ischemia  localized  in  the  S-A  and  A-V 
nodes. 

I do  not  believe  that  the  diagnosis  of 
angina  pectoris,  as  differentiated  from  other 
forms  of  chest  pain,  can  be  made  on  the  basis 
of  cessation  of  pain  induced  by  carotid  sinus 
stimulation,  as  suggested  by  Levine.18  I 
have  observed  instances  in  which  anginal 
pain  was  occasionally  induced  rather  than 
stopped  by  the  reflex.  This  would  tend  to 
corroborate  the  theory  that  the  reflex  is 
temporarily  accentuated  by  the  ischemic 
process  in  the  heart.  In  those  instances  in 
which  pain  is  apparently  temporarily 
relieved  by  the  reflex,  the  relief  is  probably 
due  to  dulling  of  the  sensorium  by  cerebral 
ischemia  induced  by  the  cardiac  arrest  as  a 
result  of  the  reflex.  This  may  occur  in  any 
form  of  chest  pain  in  occasional  patients  if 
more  or  less  prolonged  cardiac  arrest  is  in- 
duced by  the  reflex. 
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Summary 

The  carotid  sinus  reflex  test,  if  carefully 
performed,  is  a safe  test  that  may  have 
great  diagnostic  value. 

The  cardioinhibitory  response  is  the  most 
important  from  a diagnostic  viewpoint. 
If  the  reflex  is  markedly  hyperactive, 
causing  cardiac  arrest,  it  denotes  cardio- 
vagal  hypersensitivity.  Inasmuch  as  the 
carotid  sinus  reflex  also  may  develop 
as  a result  of  surgical  and  mechanical 
manipulation  of  sensory  receptor  areas  in 
other  parts  of  the  body,  producing  the  same 
effects,  it  may  be  used  as  a preoperative 
warning  sign  that  cardiac  arrest  may  occur 
during  surgical  operation  or  mechanical 
manipulations  such  as  bronchoscopy, 
esophagoscopy,  and  other  procedures. 

The  carotid  sinus  reflex  also  may  be  of 
great  value  in  the  differential  diagnosis  of 
some  tachycardias  and  arrhythmias  and  in 
the  diagnosis  of  coronary  insufficiency. 

To  prevent  possible  cardiac  arrest  at 
operation,  patients  who  have  a markedly 
hyperactive  carotid  sinus  reflex  should  re- 
ceive ample  atropinization,  and,  if  possible, 
the  use  of  digitalis  and  morphine  before 
operation  should  be  avoided.  Also,  suf- 
ficient oxygen  should  be  provided  during 
operation. 

255  Eastern  Parkway 
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From  the  Methodist  Hospital  of  Brooklyn 


T his  review  of  recent  elective  inductions 
of  labor  at  the  Brooklyn  Methodist  Hospital 
examines  the  methods  used  and  raises  the 
question  of  the  validity  of  certain  generally 
accepted  criteria  for  and  contraindications 
to  elective  induction. 

More  often  than  not  there  is  confusion 
about  what  constitutes  a successful  induc- 
tion. The  verb  “to  induce”  means  “to 
lead  into.”  A successful  elective  induction 
may  then  be  defined  as  one  in  which  the  pa- 
tient is  led  into  labor  by  choice.  This  labor 
must  be  adequate  or  reasonably  sufficient 
and  must  be  established  within  a satisfactory 
time.  Unless  a causal  relationship  exists,  the 
outcome,  once  established,  will  depend  on 
the  multitude  of  factors  present  in  all  labors, 
whether  induced  or  spontaneous.  The  ques- 
tion of  causal  relationship  is  determined  by 
individual  case  analysis.  Cephalopelvic  dis- 
proportion is  not  caused  by  induction,  while 
dysfunctional  contractions  could  be  the  re- 
sult of  ill-advised  selection. 

Presented  at  the  158th  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Section  on 
Obstetrics  and  Gynecology,  February  11,  1964. 
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In  1,857  electively  induced  labors,  adequate 
labor  was  initiated  without  difficulty.  Amni- 
otomy,  with  or  without  oxytocin,  was  used  in 
99.8  per  cent.  There  was  no  mortality  or 
severe  maternal  complications,  and  fetal 
complications  were  infrequent.  Nulliparity 
and  grand  multiparity  presented  no  special 
problems.  Although  prematurity  did  occur, 
it  accounted  for  no  neonatal  loss  in  the  series. 
The  advantages  of  elective  induction  of  labor 
are  stressed. 


In  this  review  the  definition  given  will 
be  used  and  an  analysis  made  of  those  cases 
where  difficulties  might  have  been  directly 
related  to  induction  or  might  have  been  the 
incidence  expected  in  a similar  group  of 
patients  in  whom  the  onset  of  labor  was 
spontaneous. 

Patients  studied 

The  cases  reviewed  here,  1,857  in  all,  are 
divided  into  two  groups.  In  Group  1 are 
1,357  consecutive  elective  inductions  from 
1960  through  1962.  This  represents  16  per 
cent  of  the  8,323  patients,  delivered  in  this 
period  at  the  Methodist  Hospital  of  Brook- 
lyn. Group  2 consists  of  500  alphabetically 
consecutive  inductions  from  the  private 
practice  of  one  member  of  the  staff.  The 
minimal  overlapping  of  the  two  groups  is  not 
statistically  significant. 

Included  in  the  tables  that  will  be  pre- 
sented are  data  on  labors  published  by  the 
Obstetrical  Statistical  Cooperative  for  1961. 

Age,  parity,  and  station.  The  data  on 
age,  parity,  and  station  are  summarized  in 
Table  I.  Patients  in  Group  1 ranged  in  age 
from  sixteen  to  forty -five  years,  with  an 
average  age  of  twenty-eight.  The  average 
parity  was  2;  15  per  cent  were  nullipara, 
and  5 per  cent  were  grand  multipara. 
Group  2 had  a higher  incidence  of  nulliparity 
(23  per  cent)  and  a lower  incidence  of  grand 
multiparity  (3.4  per  cent),  which  may  re- 
flect the  difference  between  private  practice 
and  over-all  hospital  admissions.  In  neither 
group  was  there  any  hesitancy  to  induce 
labor  in  nulliparous  or  grand  multiparous 
patients. 
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TABLE  I.  Age,  parity,  and  station  in  this  series  and  1961  Obstetrical  Statistical  Cooperative  Study 


Age,  Parity, 
and  Station 

Group  1 (1,357  Cases) 

Group  2 (500  Cases) 

Obstetrical  Statistical 
Cooperative  Study 
Spontaneous  and 
Induced  Labor 
(42,260  Cases) 

Average  age  (years) 
Average  parity 
Nulliparity 
Grand  multiparity 
Station  minus  2 or  above 
Station  below  minus  2 

28  (oldest,  45) 

2 (range  0 to  10) 
229  (15  per  cent) 
74  (5  per  cent) 
957  (70  per  cent) 
400  (30  per  cent) 

29  (oldest,  45) 

2 (range  0 to  9) 
115  (23  per  cent) 
17  (3.4  per  cent) 
390  (78  per  cent) 
110  (22  per  cent) 

27 

1.5  (range  0 to  10) 
35  per  cent 
5 per  cent 
Not  documented 
Not  documented 

The  station  of  the  presenting  part  was 
minus  2 or  above  in  70  per  cent  of  the  pa- 
tients in  Group  1 and  78  per  cent  of  those  in 
Group  2.  In  neither  group  was  engage- 
ment a prerequisite  for  elective  induction. 

Methods  of  inducing  labor 

In  Group  1,  amnio tomy  and  intravenous 
oxytocin  were  the  methods  of  inducing 
labor  in  71.7  per  cent,  amniotomy  alone  in 
19  per  cent,  and  amniotomy  with  intra- 
muscular oxytocin  in  9 per  cent.  In  Group 
1,  amniotomy  was  performed  in  99.7  per 
cent  of  the  inductions.  In  Group  2,  amni- 
otomy alone  or  in  combination  with  intra- 
venous oxytocin  was  the  method  in  100  per 
cent  of  the  inductions.  In  the  combined 
groups,  amniotomy  was  a constant  factor  in 
all  but  0.2  per  cent. 

These  data,  together  with  the  1961 
Obstetrical  Statistical  Cooperative  figures, 
appear  in  Table  II. 

Duration  of  labor  and  type  of  delivery 

In  Group  1,  98  per  cent  of  the  patients 
terminated  the  first  stage  of  labor  within 
twelve  hours.  The  median  duration  was 
three  hours,  the  mean  four,  and  the  mode 
two.  The  second  stage  of  labor  was  less 
than  one  hour  in  93  per  cent,  with  a mean 
and  median  duration  of  fifteen  minutes. 
Duration  of  stages  of  labor  was  not  com- 
puted for  Group  2. 

In  Groups  1 and  2 combined,  98.9  per 
cent  (1,837)  were  delivered  vaginally  and  1.1 
per  cent  (20)  abdominally.  Corresponding 
figures  for  the  Obstetrical  Statistical  Coop- 
erative study  were  97  and  3 per  cent  respec- 
tively. Although  73  per  cent  of  the  patients 


TABLE  II.  Percentage  of  cases  in  present  series 
and  in  1961  Obstetrical  Statistical  Cooperative  study 
in  which  labor  was  induced  by  various  methods 

Obstetrical 
Statistical 
Cooperative 
Study:  Elective 


Group  1 Group  2 

and  Indicated 

(1,357 

(500 

Inductions 

Method  of  Induction 

Cases) 

Cases) 

(5,151  Cases) 

Amniotomy  and  intra- 

venously administered 
oxytocin 

71.7 

94 

27 

Amniotomy  alone 
Amniotomy  and  intra- 

19.0 

6 

7 

muscularly  adminis- 
tered oxytocin 

9.0 

0 

Not  given 

Other 

0.3 

0 

66 

in  the  combined  groups  had  presenting  parts 
at  station  minus  2 or  above,  the  incidence  of 
cesarean  section  was  not  increased.  There 
were  27  breech  presentations,  of  which  6 were 
in  cases  of  nulliparity  and  2 in  cases  of  grand 
multiparity. 

In  Group  1,  43  per  cent  delivered  spon- 
taneously and  51.8  per  cent  by  forceps. 
There  are  no  corresponding  data  for  Group  2. 

Analysis  of  cesarean  sections 

In  Group  1,  there  were  14  primary  cesarean 
sections  in  1,357  elective  inductions,  or  in 
1 per  cent  of  the  cases.  In  Group  2,  there 
were  6 primary  cesarean  sections  in  500  elec- 
tive inductions,  or  1.2  per  cent  of  the  cases. 
Primary  cesarean  sections  at  the  Methodist 
Hospital  of  Brooklyn  from  1960  to  1962 
constituted  3.4  per  cent  of  all  deliveries,  as 
compared  with  1.1  per  cent  in  the  elective 
induction  groups  combined. 

Of  the  20  cesarean  sections,  there  were  16 
in  which  no  causal  relationship  existed  be- 
tween induction  and  abdominal  delivery;  13 
of  these  were  for  cephalopelvic  disproportion 
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TABLE  III.  Complications  of  elective  induction  of  labor  in  this  series  and  1961  Obstetrical  Statistical 

Cooperative  Study 


Deaths  and 
Complications 

Group  1 (1,357  Cases)  Group  2 (500  Cases) 

Obstetrical  Statistical 
Cooperative  Study 
(42,260  Cases) 

Maternal  mortality 

0.0  per  10,000 

0.0  per  10,000 

56  per  10,000 

Ruptured  uterus 

0 

0 

Not  documented 

Prolonged  labor 

10  (0.7  per  cent) 

2 (0 . 4 per  cent) 

2 . 7 per  cent 

Complete  separation 

0 

0 

Not  documented 

Partial  separation 

6 (0 . 4 per  cent) 

1 (0 . 2 per  cent) 

1 . 4 per  cent 

Postpartum  hemorrhage 

19  (1  per  cent) 

1 (0 . 2 per  cent) 

3 . 6 per  cent 

Cervical  laceration 

5 (0 . 4 per  cent) 

1 (0.2  per  cent) 

Not  documented 

Prolapsed  cord 

2 (1  per  678) 

1 (1  per  500) 

1 per  212 

(Group  1,  8;  Group  2,  5)  and  1 each  for 
placenta  praevia  partialis  (Group  1),  fetal 
distress  (Group  1),  and  primiparous  breech 
presentation  (Group  2).  There  were  4 
cases  of  questionable  causal  relationships  of 
which  3 were  “prolonged  labor”  and  1, 
“cervical  dystocia”  (Group  1).  Although 
adequate  labor  was  produced,  these  in- 
sufficiently descriptive  indications  leave  the 
question  of  causal  relationship  unanswered. 

Maternal  mortality  and  complications 

In  the  combined  groups  there  were  no 
maternal  deaths,  no  ruptured  uteri,  and  no 
instances  of  complete  premature  separation 
of  the  placenta.  The  incidence  of  post- 
partum hemorrhage,  cervical  laceration,  and 
partial  separation  was  low.  Although  the 
incidence  of  unengaged  presenting  parts  was 
high,  there  were  only  3 prolapsed  cords; 
2 of  these  prolapsed  cords  were  recognized 
and  the  infants  delivered  successfully,  one 
by  forceps  and  the  other  with  vacuum  ex- 
tractor. The  third  accounted  for  one  of  the 
2 intrapartum  fetal  deaths  and  will  be  dis- 
cussed under  fetal  complications.  There 
was  the  usual  incidence  of  upper  respiratory 
infections,  pyelitis,  cystitis,  and  thrombo- 
phlebitis. Complete  data  for  both  groups 
appear  in  Table  III. 

Fetal  and  neonatal  complications 

Prematurity.  Of  the  newborn  infants, 
73  per  cent  weighed  between  2,900  and 
3,800  Gm.,  13  per  cent  weighed  between 
2,500  and  2,900  Gm.,  and  12.5  per  cent 
weighed  over  3,800  Gm.  An  infant  was 
considered  premature  if  it  weighed  under 
2,500  Gm.  In  Group  1 there  were  24  pre- 


mature births,  or  17  per  1,000.  Group  2 
had  only  1 premature  birth  in  500,  or  2 per 
1,000.  All  premature  infants  were  dis- 
charged alive. 

Intrapartum  fetal  deaths.  There  was 
an  intrapartum  fetal  death  in  each  group. 
Thus,  the  rate  for  Group  1 is  0.7  per  1,000 
and  for  Group  2,  2 per  1,000.  One  of  these 
deaths  was  due  to  a prolapsed  cord  that  was 
not  recognized  until  spontaneous  delivery 
after  a short  labor,  with  fetal  heart  tones 
recorded  “present”  ten  minutes  earlier. 
The  second  occurred  near  the  end  of  an 
apparently  normal  labor  and  delivery,  with- 
out discernible  maternal  or  intraovular 
cause.  There  was  no  autopsy  and  the  cause 
of  death  remains  unexplained. 

Neonatal  deaths.  There  were  3 neo- 
natal deaths  (2.2  per  1,000)  in  Group  1 and 
none  in  Group  2.  One  of  these  deaths  was 
due  to  multiple  congenital  anomalies.  In 
the  remaining  2 infants  who  died  (weighing 
2,715  and  3,140  Gm.  respectively),  death  was 
attributed  to  hyaline  membrane  disease. 
Neonatal  mortality  was  1 per  1,000,  as  com- 
pared with  a mortality  rate  of  17  per  1,000 
in  the  Obstetrical  Statistical  Cooperative 
study. 

Comment 

In  1,857  electively  induced  labors,  ade- 
quate labor  was  initiated  without  difficulty 
or  significant  delay.  The  almost  universal 
use  of  amniotomy  is  believed  to  account  for 
this  success.  Amniotomy  was  usually  done 
prior  to,  or  at  the  time  of,  oxytocin  adminis- 
tration. The  quantity  and  rate  of  oxytocin 
was  regulated  by  the  patient’s  response. 
Many  patients  were  medicated  with  meperi- 
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dine  and  scopolamine  before  manipulative 
procedures  were  begun.  Premedications  did 
not  delay  the  onset  of  labor  in  either  group. 
Inhalation  anesthesia  was  not  complicated 
by  aspiration,  since  patients  were  instructed 
not  to  eat  prior  to  admission.  There  was  no 
maternal  mortality,  severe  maternal  com- 
plications were  absent,  and  fetal  complica- 
tions were  infrequent.  Nulliparity  and 
grand  multiparity  presented  no  unusual 
problems. 

Although  prematurity  did  occur,  it  ac- 
counted for  no  neonatal  loss  in  this  series. 
Estimation  of  the  duration  of  gestation  was 
begun  in  early  pregnancy  and  compared 
with  the  date  of  the  last  menstrual  period. 
Evaluation  of  the  size  of  the  fetus  was  cor- 
related with  this,  and  as  term  approached, 
with  the  condition  of  the  cervix. 

In  general,  the  patients  entered  labor 
without  fear.  Preinduction  preparations 
were  unhurried  and  orderly.  Sedation  was 
well  received  and  effective.  Anesthesia  was 
planned,  and  pediatric  care  was  available. 
Proper  utilization  of  nursing  personnel  and 
labor-delivery  space  was  possible.  Educa- 
tion of  the  residents  and  interns  in  induc- 


tion of  labor,  whether  elective  or  indicated, 
was  systematized,  and  the  development  of 
new  and  better  technics  was  encouraged. 
The  obstetrician  was  able  to  devote  more 
time  to  each  patient  under  favorable  physi- 
cal and  psychologic  conditions. 

Summary 

1.  Eighteen  hundred  and  fifty-seven  elec- 
tive inductions  of  labor  have  been  re- 
viewed. 

2.  There  was  no  failure  to  respond  to  de- 
finitive attempts  to  induce  labor. 

3.  Nulliparous  and  grand  multiparous 
patients  were  included  in  the  series  and 
presented  no  significant  complications. 

4.  Engagement  of  the  presenting  part 
was  not  a prerequisite  for  elective  induction. 

5.  Amnio tomy  was  performed  in  99.7 
per  cent  of  the  cases. 

6.  Maternal  and  fetal  complications  have 
been  analyzed,  and  the  advantages  of  elec- 
tive induction  have  been  discussed. 

Acknowledgment.  The  authors  are  grateful  to  Frank 
O’Brien,  M.D.,  for  his  assistance  in  preparing  this  study. 
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Cybernetics1  may  be  considered  a kind 
of  biologic  engineering,  bringing  to  the  com- 
plexities of  living  processes  and  animal  be- 
havior the  advantages  of  simpler  electrical, 
mechanical,  and  mathematical  models. 

Two  earlier  papers  discussed  aspects  of 
cybernetics  that  may  have  medical  applica- 
tion. The  first  employed  the  concept  of 
positive  feedback  networks  that  cause 
system  instability  and  growth  as  a two- 
dimensional  model  of  certain  diseases  and 
psychiatric  conditions,  some  of  which  have 
been  more  loosely  described  in  the  past  as 
vicious  circles  or  “snowball”  effects.2  The 
second  proposed  that  cybernetic  principles 
may  help  correct  peristent  erroneous  classic 
views  of  medical  causality  and  induction 
and  also  may  help  clarify  the  meaning  of 
“interaction”  between  heredity  and  en- 
vironment, as  well  as  some  conceptions  of 
general  brain  function.3 

The  present  report  is  an  attempt  to  apply 
cybernetic  regulation  theory  to  medical 
practice.  This  proposal  is  based  on  Ash- 
by’s4 observation  that  while  biologic  sys- 
tems are  more  complex,  are  composed  of 
more  parts,  and  are  exposed  to  a greater 


variety  of  disturbances  which  must  be  regu- 
lated against,  they  are  nevertheless  subject 
to  principles  of  regulation  not  too  different 
from  those  that  control  simpler  mecha- 
nisms. Therefore,  the  thesis  is  presented 
that  the  physician  may  be  modeled  as  a 
regulator  of  a large  (that  is,  complex)  sys- 
tem and  that  this  simplification  may  pro- 
vide insights  into  some  aspects  of  medical 
practice.  The  principle  question  for  regu- 
lation theory  is  this:  In  spite  of  the  great 
disparity  in  size  between  the  physician- 
regulator  and  the  system  to  be  regulated, 
namely,  his  medical  practice,  how  may  the 
physician  best  achieve  his  goal?  Subsid- 
iary questions  are  also  involved,  namely: 
How  much  regulation  should  the  physician 
try  to  achieve?  How  may  the  principles 
of  regulation  be  of  practical  use  to  the 
physician?  A brief  review  of  regulation 
theory  and  terminology  follows. 

Variety 

Cybernetic  variety  may  have  the  usual 
meaning  of  the  number  of  distinct  elements, 
as  in  the  following:  “The  variety  in  a deck 
of  playing  cards  is  52.”  However,  the 
quantity  of  variety  is  often  measured  in 
“bits,”  a contraction  of  binary  digit,  by 
taking  the  log  to  the  number  of  distinct 
parts,  the  latter  expressed  as  a binary  num- 
ber. Thus,  the  variety  of  playing  cards 
becomes  log2  of  52,  or  5.7  bits.  “Variety” 
and  “information”  are  therefore  almost 
synonymous,  differing  only  in  context. 

Law  of  requisite  variety 

Ashby5  has  shown  that  the  law  of  requi- 
site variety  is  fundamental  in  regulation, 
finding  special  use  in  regulating  the  large 
system.  It  may  be  stated  as  follows: 
There  is  a minimum  of  regulation  of  R over 
D,  so  that  Vo  cannot  be  less  than  VD  — VR, 
or 

Vo  > VD  - VR 

in  which  V0  is  the  variety  of  the  outcome, 
VD  is  the  variety  of  the  disturbance,  and 
Vr  is  the  variety  of  the  regulator,  all 
measured  logarithmically.  Thus,  the  law 
of  requisite  variety  states  that  only  more 
variety  or  complexity  in  the  regulator  R 
can  overcome  more  variety  in  the  disturb- 
ance D.  Similarly,  in  a communication 
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channel,  Shannon  and  Weaver’s6  theorems 
show  that  the  minimum  value  of  the  en- 
tropy of  E (outcome)  cannot  be  less  than 
that  of  D (disturbance)  if  R (regulator)  has 
a fixed  value. 

Regulation 

The  general  problem  of  regulation  may  be 
stated  as  follows:  A disturbance  D threat- 
ens to  drive  a set  of  (or  one)  variable  (s)  E 
outside  a desired  range  n in  a system  T. 
The  solution  therefore  lies  in  forming  an- 
other dynamic  system  or  regulator  R,  so 
that  R and  T,  when  coupled,  act  to  keep 
E within  n.7 

Comment.  Although  many  aspects  of 
regulation  and  control  are  omitted  here,  a 
few  general  types  will  be  discussed  along 
with  their  medical  analogs.  * The  arrows  in 
the  figures  that  will  be  presented  represent 
channels  of  communication  in  the  broad 
sense  and  reveal  a corollary  of  the  law  of 
requisite  variety,  namely,  that  R’s  ca- 
pacity as  a regulator  cannot  exceed  R’s 
capacity  as  a transmitter  or  communica- 
tion channel.  In  cybernetic  engineering, 
regulation  is  quantitative.  Thus,  a dis- 
turbance reaching  a system  at  a rate  of  10 
bits  per  second  may  be  removed  only  by  a 
regulator  with  a transmission  rate  of  10 
bits  per  second.  It  is  apparent  that  there 
may  be  medical  implications  to  such  limits 
on  regulation. 

Blocking  regulation.  The  three  dia- 
grams of  blocking  regulators  that  appear  in 
Figure  1 share  one  effect  in  common: 
None  of  the  disturbance  is  allowed  to  act 
on  essential  variables  E,  although  this 
blocking  is  accomplished  in  different  ways. 
Although  there  are  many  other  possi- 
bilities, the  medical  counterparts  of  these 
blocking  regulators  could  be  illustrated  as 
follows: 

Figure  1 (top)  might  be  the  model  for 
preventive  medicine  of  the  type  seen  in 
accident  prevention,  as  well  as  for  epidemio- 
logic preventive  measures  such  as  malaria 
control.  In  such  regulation,  if  R is  a per- 
fect regulator,  the  disturbance  is  pre- 
vented from  ever  reaching  the  system;  if 
R is  only  partially  successful,  some  variety 
may  affect  T. 

* Some  of  this  material  is  adapted  from  An  Introduction  to 
Cybernetics ,4  part  III,  “Regulation  and  Control,”  to  which 
the  reader  is  referred  for  a more  complete  treatment  of  this 
subject. 
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FIGURE  1.  Blocking  regulators.  (Top)  Disturb- 
ance D is  prevented  by  regulator  R from  reaching 
system  T.  (Center)  Regulator  R redesigns  T to 
form  F,  which  effectively  blocks  D.  (Bottom)  R 
receives  information  of  D as  soon  as  D begins  to 
act  on  T.  R then  transmits  correction  to  T. 


The  type  of  blocking  regulation  dia- 
grammed in  Figure  1 (center)  occurs  when 
the  physician  causes  some  alteration  in  the 
patient,  so  that  in  his  new  state  he  resists 
the  disturbance.  The  most  apt  example  is 
found  in  active  or  passive  immunization, 
in  which  the  disease  may  actually  reach 
the  patient  but  is  resisted  by  his  immuno- 
chemical defenses.  Blocking  regulation,  as 
shown  in  Figure  1,  bottom,  might  be  ob- 
served in  the  following  medical  situation: 
News  of  an  outbreak  of  poliomyelitis  reaches 
a chief  public  health  official,  who  immedi- 
ately takes  steps  to  institute  a mass  com- 
munity oral  vaccination,  thus  preventing 
further  spread  of  the  disease  and  its  devel- 
opment into  a major  epidemic. 

Feedback  regulation.  The  great  class 
of  feedback  regulators  is  extremely  im- 
portant and  is  present  to  some  extent  in  a 
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FIGURE  2.  Feedback  regulators.  (Top)  R re- 
ceives informative  feedback  from  T after  D has  pro- 
duced some  effect.  R then  initiates  a counter- 
action. (Bottom)  R receives  information  only 
after  D is  allowed  to  produce  deviations  in  essential 
variables  E in  system  T. 


majority  of  control  systems  as  well  as  in 
nature.  It  differs  from  the  previous  type 
in  that  R cannot  react  to  the  original  dis- 
turbance but  only  to  variations  in  T,  or, 
more  accurately,  it  reacts  only  to  such 
information  about  T as  it  actually  re- 
ceives. 

One  medical  application  may  be  seen  in 
patient  monitoring,  as  during  anesthesia 
and  surgery  (Fig.  2,  top).  Thus,  informa- 
tion of  any  disturbance  affecting  the  pa- 
tient reaches  the  regulator-anesthetist  al- 
most as  soon  as  it  happens.  The  model  is 
therefore  one  of  rather  strict  regulation. 

If  the  information  is  forced  to  take  a 
longer  route  and  greater  error  is  allowed  in 
the  system,  a relationship  generally  ob- 
served in  regulation,  there  is  the  so-called 
“error-controlled’ * feedback  regulator  (Fig. 
2,  bottom).  The  principle  of  such  regula- 
tors is  clearly  as  follows:  A system  T 


possesses  a normal  variation  for  a param- 
eter, for  example,  blood  pH,  glucose,  bi- 
carbonate ion,  and  so  on.  The  operating 
method  of  feedback  regulators  in  such  sys- 
tems is  to  allow  small  variations  from  the 
normal  to  occur.  Information  of  these 
deviations  reaches  R by  informative  feed- 
back, and  R then  initiates  a corrective  ac- 
tion. The  corrective  or  deviation-counter- 
acting effect  of  this  loop  accounts  for  the 
term  “negative  feedback”  in  such  control 
mechanisms. 

Simple  feedback  regulators  are  ubiquitous 
in  nature,  exerting  a very  practical  form  of 
control  by  their  continuity  of  operation, 
simplicity,  and  free  flow  of  information 
within  the  system.  Moreover,  by  not 
striving  for  100  per  cent  control,  they  allow 
elasticity  of  regulation.  Feedback  regula- 
tion is  clearly  a general  model  for  the 
physician  treating  an  individual  patient 
and,  as  such,  deserves  appreciation  of  its 
theory  of  operation  so  that  it  may  be  em- 
ployed correctly  and  most  effectively. 

While  this  discussion  illustrates  several 
separate  types  of  regulator,  it  is  also  ap- 
parent that  in  most  medical  situations, 
more  complex  regulation  is  going  on.  For 
example,  in  the  medical  examples  given  for 
type  I,  or  blocking  regulation,  feedback 
from  T to  R usually  occurs  in  actual  prac- 
tice; that  is,  knowledge  of  T’s  state  at  any 
given  time  exerts  an  important  modulating 
effect  on  R’s  activity.  It  is  likewise  clear 
that  T often  possesses  regulatory  activity  of 
its  own. 

Trial  and  error  regulation.  A spe- 
cial and  important  type  of  trial  and  error 
behavior  is  described  by  cybernetics  as  the 
trajectory  of  a Markovian  machine  as  it 
moves  to  equilibrium.7  In  a Markovian 
chain,  a system  alters  its  states  according 
to  a matrix  of  transition  probabilities, 
rather  than  by  the  single  valued  or  de- 
terminate changes  exhibited  by  most 
“machines.”8  Living  organisms  often  show 
this  sequence,  so  that  Markovian  chains 
may  be  constructed  for  any  such  organism 
by  observing  its  past  behavior  and  con- 
structing a table  of  predictable  frequencies 
for  its  various  actions. 

In  regulation  by  trial  and  error,  which 
may  or  may  not  be  strictly  Markovian, 
there  is  likewise  no  predetermined  se- 
quence of  actions  by  which  R performs  its 
regulation.  Rather,  there  is  a series  of 
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goal-seeking  trials,  with  those  having  a 
desired  effect  pursued  and  the  less  promis- 
ing discarded.  Of  course,  informative 
feedback  also  must  occur  in  such  regulation. 

As  every  physician  knows,  trial  and  error 
regulation  is  important  in  medical  therapy 
and  should  not  be  dismissed  as  a trivial 
method,  for  it  is  often  the  only  recourse 
left  to  the  physician  for  gathering  new 
information  about  a patient  or  any  system 
under  study.9 

Regulation  of  large  systems 

While  these  regulator  analogies  are  of  in- 
terest and  illustrate,  among  other  things, 
how  important  the  free  flow  of  information 
is  in  any  control  system,  the  principles  of 
large  system  regulation  may  provide  even 
more  insight  into  the  actual  complexities 
of  medical  practice. 

In  biology  the  usual  situation  is  that  of  a 
large  system  T subject  to  a great  variety  of 
disturbance  D and  a much  smaller  regula- 
tor R.  Ashby4  has  shown  that  in  such 
cases  the  law  of  requisite  variety  places  defi- 
nite limits  on  the  regulation  R can  exert; 
that  the  regulator  must  therefore  decide 
which  disturbances  it  will  correct  and  which 
it  will  ignore.  However,  certain  considera- 
tions may  partially  resolve  difficulties  aris- 
ing from  this  disparity  in  size  between  the 
large  system  and  its  regulator.  These 
are  also  discussed  by  Ashby,4  a leading 
cyberneticist,  and  are  freely  adapted  here 
for  their  medical  application. 

Redefinition  of  standards  of  regula- 
tion. This  solution  to  the  regulation  stand- 
ards of  a large  system  may  be  put  as  a 
question : “How  much  regulation  is  actually 
desirable?”  Or,  “Might  not  the  physician- 
regulator  achieve  his  ultimate  purpose  bet- 
ter by  lowering  or  redefining  his  standards 
of  regulation?”  While  this  method  of 
solving  medical  treatment  problems  is 
extremely  practical  and  widely  used,  it  is 
by  no  means  a superficial  one,  and  the 
questions  are  not  merely  philosophical. 

The  pediatrician  who  insists  on  strict 
conformity  to  his  feeding  schedules;  the 
internist  who  overcontrols  his  diabetic 
patients  or  who  permits  his  cardiac  patients 
no  latitude;  and  the  physician  who  gives 
antibiotics  for  every  febrile  illness  and  who 
always  treats  as  “mild  anemia”  a hemo- 
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FIGURE  3.  Inaccessible  state.  Under  these 
transformations  initial  state  b becomes  inacces- 
sible, no  matter  how  input  parameters  A or  B are 
manipulated. 


globin  of  11  Gm. — all  these  should  lower  or 
redefine  their  standards  of  regulation. 
Moreover,  the  desirable  and  practical  ele- 
ment of  simple  informative  feedback  is  in- 
creased correspondingly  when  regulation 
standards  are  lowered;  that  is,  if  small  de- 
viations are  allowed  to  occur,  more  informa- 
tion of  the  underlying  disturbance  reaches 
the  physician-regulator,  who  often  can  then 
prevent  a larger  deviation. 

The  problem  of  the  “inaccessible  state,” 
as  defined  by  cybernetics,  also  arises  with 
too  early  and  too  vigorous  attempts  at 
medical  control.  This  state  is  shown  by 
transformations  representing  a machine 
with  input,  in  which  it  is  found  that  one 
particular  state  or  operand,  once  past  in 
the  protocol,  cannot  be  made  to  reappear 
no  matter  how  the  machine’s  input  is 
varied 10 ; such  states  are  thus  “inaccessible” 
(Fig.  3).  Similarly,  a psychologist  is 
confronted  with  the  problem  when  testing 
human  subjects  who  learn  as  the  testing 
progresses,  so  that  retesting  under  the  same 
conditions  is  impossible.  In  medical  ther- 
apy, inaccessible  states  are  often  iatro- 
genically  produced  and  may  lead  to  diag- 
nostic difficulty. 

The  problem  may  take  this  form: 
Presented  with  a sick  infant,  a physician 
begins  to  administer  an  antibiotic.  Later, 
the  disease  becomes  worse,  and  the  baby 
is  admitted  to  the  hospital,  where  a cere- 
brospinal fluid  examination  reveals  a bac- 
terial meningitis.  However,  the  offending 
organism  cannot  be  identified  because  of 
antibiotic  suppression  and  is  therefore  in- 
accessible. The  increase  in  such  cases 
during  the  antibiotic  era  of  the  past  twenty 
years  was  recently  reported11  and  is  prob- 
ably representative  of  a general  experience. 

Perhaps  the  best  reason  for  lowering 
standards  of  regulation  is  the  common  ob- 
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servation  that  the  last  5 to  10  per  cent  of 
control  is  the  most  costly  and  risky;  that 
is,  while  adequate  relief  is  often  readily 
obtainable  in  conditions  such  as  arthritis, 
allergic  states,  and  psychosomatic  disorders, 
complete  control  may  require  nearly  toxic 
doses  or  more  costly  drugs  and  treatments, 
adding  considerably  to  the  expense  and 
risk.  An  analogy  appears  in  automatic 
control  devices,  or  ‘‘closed-loop,  error- 
actuated  automatic  control  systems,”  as 
in  the  modern  push  button  elevator.12 
These  devices  have  been  plagued  by  the 
general  problem  that  any  demand  for  in- 
creased speed  and  accuracy  also  increases 
the  risk  of  instability  due  to  oscillation, 
so  that  avoiding  undesirable  oscillation  has 
become  the  dominant  consideration  in  the 
design  of  any  control  system. 

In  medicine,  overtreated  patients  and 
certain  iatrogenic  disorders  may  be  com- 
pared to  a control  device  that  overshoots 
the  mark,  must  then  proceed  in  the  op- 
posite direction,  and,  if  overshoot  again 
occurs,  must  oscillate  in  smaller  and 
smaller  loops  like  a dog  chasing  its  tail. 
Moreover,  in  cases  involving  parenteral 
fluid  and  electrolyte  replacement,  the 
appropriate  homeostatic  mechanisms, 
which  are  capable  of  far  more  subtle  con- 
trol than  those  of  the  physician-regulator, 
make  the  latter’s  attempts  at  complete 
regulation  unnecessary  and  redundant. 

Increasing  the  power  of  the  regula- 
tor. Another  approach  to  large  system 
regulation  is  to  increase  the  power  of  R. 
In  medicine  this  is  accomplished  by  in- 
creasing the  variety  of  the  physician- 
regulator  through  information  or  educa- 
tion. Every  physician  who  absorbs  in- 
formation from  an  article,  an  interesting 
case,  books,  lectures,  or  postgraduate 
courses,  is,  in  effect,  redesigning  R with 
increased  variety  and  enlarging  its  regulat- 
ing power.  This  is  a trite  observation. 
However,  when  applied  to  problems  of 
medical  practice  organization,  variously 
expressed  as  the  generalist  versus  the 
specialist,  the  future  of  the  family  phy- 
sician,13 whether  or  not  the  general  prac- 
titioner is  destined  to  become  merely  a 
screening  device  to  route  patients  to  the 
proper  specialist,  and  so  on,  the  question  of 
redesigning  R becomes  of  immense  prac- 
tical importance. 

Adapting  regulation  theory  to  this  prob- 


lem, it  seems  clear  that  there  must  be  a 
physician  to  play  the  role  of  general  medical 
regulator,  or  Ri,  and  to  perform  this 
function  efficiently  he  should  have  as 
much  primary  regulatory  power  as  possi- 
ble. It  is  an  absurdity  for  him  to  act 
only  as  a signaling  device,  indicating  the 
direction  the  patient  must  follow  to  the 
proper  specialist.  This  function  of  general 
medical  regulator  is  performed  not  only  by 
general  practitioners  but  by  internists  and 
pediatricians  as  well.  The  latter  are 
really  “general  specialists.”14  From  the 
standpoint  of  regulation  theory,  which 
puts  Ri  in  a key  position,  and,  further, 
in  view  of  the  tremendous  increase  in  medi- 
cal information  required  for  this  role,  there 
seems  little  doubt  that  the  future  design  of 
Ri  must  take  longer  than  in  the  past; 
that  is,  the  accumulation  of  enough  in- 
formation to  design  an  effective  general 
medical  regulator  Ri  should  take  almost 
as  long  as  for  a more  specialized  R2. 

Use  of  constraints.  Entropy  reduc- 
tion occurs  as  a result  of  constraints  and 
other  forms  of  internal  information,  as  the 
following  will  indicate:  According  to  in- 

formation theory,  entropy  is  equated  with 
disorder,  lack  of  structure,  or  ignorance 
about  the  nature  of  a disturbance  and  may 
be  measured  by  the  bits  of  information  re- 
quired to  specify  the  arrangement.  In- 
formation thus  becomes  entropy-reducing 
or  negative  entropy  (negentropy).15  Fur- 
thermore, as  Bell16  observed  of  the  English 
language:  If  the  entropy  of  a random  as- 

sortment of  letters  of  the  alphabet  is  at  a 
maximum  (as  in  a tray  of  type  scattered 
on  the  floor),  there  is  already  much  internal 
information  in  English  that  reduces  the 
actual  entropy  per  letter.  Thus,  about 
one  seventh  of  the  letters  will  be  “E,”  one 
tenth  will  be  “T,”  and  so  on.  Spelling 
rules  further  reduce  entropy  by  specifying, 
for  example,  that  “Q”  usually  is  followed 
by  “U,”  there  will  be  certain  frequently  re- 
curring sequences  such  as  “tion,”  “ity,” 
and  so  forth. 

Such  internal  information  or  structured- 
ness constitutes  a constraint  against  vari- 
ety. Similarly,  in  medicine  there  is  con- 
siderable internal  information  that  re- 
duces the  difficulty  of  the  physician-regula- 
tor. For  example,  simple  repetition  is  a 
large  constraint  acting  to  keep  down  the 
variety  of  disturbances  the  physician  must 
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regulate  against.  Cough,  constipation, 
simple  headache,  and  upper  respiratory 
infections  are  a few  of  the  common  repe- 
titious conditions  seen  by  physicians,  re- 
quiring only  a few  simple  remedies.  Cou- 
pling of  symptoms  is  another  frequently  seen 
constraint.  Thus,  the  cough  that  is 
causing  other  symptoms  (insomnia,  sore 
chest  muscles,  and  hernia  aggravation)  re- 
quires only  that  the  cough  be  treated. 
Such  coupling  or  grouping  of  symptoms  is 
also  common  in  psychosomatic  complaints, 
and  examples  are  numerous  elsewhere  as 
well. 

Reducibility  is  another  source  of  con- 
straint and  may  be  defined  in  this  way: 
Any  system  is  reducible  when  each  variable 
does  not  affect  every  other  variable  but 
only  certain  ones,  so  that  definite  organi- 
zation is  shown.  Thus,  each  medical 
condition  is  controllable  only  because  it 
possesses  natural  subsystems,  so  that  con- 
trol of  one  or  two  variables  signifies  con- 
trol of  the  others  as  well.  For  example,  in 
diabetes  the  blood  pH,  carbon  dioxide  pres- 
sure, glucose,  and  urinary  sugar  form  a 
natural  system  often  easily  regulated  by  at- 
tention to  only  one  variable,  the  urinary 
reducing  substance. 

The  personal,  family,  and  occupational 
history  are  well-known  sources  of  constraint 
due  to  their  internal  information  or  “in- 
formation patterns,”  which  greatly  assist 
the  physician  in  selecting  a small  set  of 
diagnostic  possibilities  out  of  a larger 
possible  set;  as  when  there  is  a history  of 
frequent  bronchitis,  recurrent  bowel  dis- 
order, and  eczema  in  an  infant  with  a 
strong  family  history  of  allergy. 

Use  of  secondary  regulators.  From 
a medical  view,  perhaps  the  most  useful 
aspect  of  cybernetic  large  system  regula- 
tion is  the  principle  of  amplification. 

Ashby4  has  drawn  the  following  com- 
parison: In  power  engineering,  the  law 

of  conservation  of  energy  forbids  direct 
amplification  of  power.  However,  for  prac- 
tical purposes  this  law  is  circumvented  by 
so-called  amplifiers.  In  any  power  ampli- 
fier, two  systems  are  coupled,  one  the  power 
reservoir  and  the  other  an  input  device  that 
controls  the  flow  of  power  from  the  reser- 
voir. In  a similar  way,  the  law  of  requisite 
variety  prevents  any  direct  amplification 
of  regulation  but  not  its  supplementation, 
so  that  a small,  first  stage  regulator  may 


build  or  design  a larger  regulator  of  greater 
power.  Moreover,  if  this  is  performed  in 
several  stages,  great  amplification  results. 
The  familiar  power  structures  or  chains  of 
command  in  armies  and  governments  are 
good  examples  of  staged  regulation. 

In  medicine,  amplification  of  the  capacity 
of  the  physician-regulator  becomes  a prob- 
lem of  designing  other  regulators  to  assist 
him  in  his  efforts.  Such  secondary  regula- 
tors may  be  divided  into  the  instrumental, 
the  chemical,  the  biologic,  and  the  human 
varieties. 

By  instrumental  aids  to  regulation  are 
meant  those  that  help  control  some  bodily 
function  which  has  been  lost.  Informa- 
tion-gathering with  instruments  is  not  a 
strictly  regulatory  use.  In  this  sense,  an 
artificial  limb  and  electronic  artificial  car- 
diac pacemaker  are  similar. 

Antibiotics  and  other  chemotherapeutic 
aids  to  regulation  may  be  mentioned  in 
passing.  Such  biologic  regulators  as  hor- 
mones and  other  naturally  occurring  sub- 
stances may  be  considered.  Immuniza- 
tion differs  from  these  in  that  the  physician- 
regulator  actually  redesigns  the  patient  by 
the  process  of  immunization  (Fig.  1, 
center),  and  therefore  this  properly  belongs 
under  the  next  heading. 

In  spite  of  great  advances  in  the  ampli- 
fiers of  regulation  at  the  disposal  of  the 
physician,  the  most  valuable,  both  from 
the  standpoint  of  complexity  and  adapt- 
ability, is  the  human  being.  Thus,  the 
role  of  the  physician  frequently  is  that  of 
Ri,  who  designs  other  human  regulators. 
He  may  act  through  a second  regulator 
only,  as  when  a psychiatrist  attempts  to 
redesign  the  sick  brain  of  a patient,  or  when 
a physician  teaches  a diabetic  patient  how 
to  regulate  his  blood  sugar. 

Every  pediatrician  is  familiar  with  the 
problem  of  Ri  — ► R2  ->  T in  which  R2  is  the 
parent  who  must  first  be  regulated  before 
proper  control  of  the  child’s  condition  can 
be  achieved.  At  other  times  the  physician 
may  act  through  several  stages  of  regula- 
tion. An  important  example  is  the  use  of 
specialists  to  help  regulate  those  dis- 
turbances which  contain  more  variety  than 
Ri  can  control  by  his  own  quantity  of  de- 
sign (Fig.  4).  In  this  figure  Ri  may  repre- 
sent a generalist  faced  with  a difficult 
medical  problem.  He  then  employs  R2,  an 
internist,  to  assist  him.  However,  R2  per- 
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FIGURE  4.  Amplification  of  regulation.  Rx  de- 
signs or  employs  R2,  who  in  turn  designs  R3. 
Omitted  to  keep  the  model  simple  are  information 
flow  (feedback)  from  E to  R2  and  R3  and  flow  of 
regulation  from  Ri  and  R2  to  T. 


ceives  the  need  for  a psychiatrist,  R3,  who 
is  called  on  for  definite  regulation. 
Staged  regulation  therefore  is  often  a matter 
of  selecting  the  most  specific  regulator  for 
the  job;  the  regulation  flow  is  from  the 
generalist  to  the  specialist.  At  times,  of 
course,  the  reverse  is  true,  and,  inferen- 
tially,  more  design  (information)  in  Ri  will 
reduce  the  occasions  in  which  it  is  neces- 
sary to  employ  such  secondary  regulators 
(see  above,  under  “Increasing  the  power  of 
the  regulator”). 

The  act  of  designing  regulators  is  impor- 
tant when  the  secondary  regulator  is  the 
patient  himself.  This  is  shown  as  a com- 
munication problem  by 

C 

Designer  (Ri) >•  Regulator  (R2) 

so  that  the  matter  of  restrictions  in  channel 
C is  important.4  Thus,  any  block  in  com- 
munication must  be  overcome  if  the  physi- 
cian is  to  regulate  the  patient  by  designing 
R2.  In  practice  this  problem  may  arise 
when  the  physician  uses  language  that  is 
too  technical  or  his  instructions  are  other- 
wise unclear.  Similarly,  he  must  remove 
emotional  blocks  to  communication,  that 
is,  fears,  suspicions,  and  so  on.  Moreover, 
actual  physical  sensory  restrictions  must 
be  taken  into  account,  such  as  poor  hear- 


ing, poor  language  comprehension,  and 
even  a poor  telephone  connection. 

Another  restriction  in  Ri’s  capacity  to 
design  R2  occurs  when  his  effect  is  vectorial 
or  through  more  than  one  channel  and  one 
of  these  is  removed,  resulting  in  a lessening 
in  the  number  of  R/s  parameters  accessible 
to  Ri.  This  problem  may  be  illustrated 
by  the  physician  who  is  attempting  to  regu- 
late his  ulcer  patient  with  diets,  antiacids, 
tranquilizers,  and  more  rest  from  business 
strain,  only  to  have  the  patient  change  his 
job  to  one  even  more  stress-producing. 

Conclusions 

It  was  suggested  earlier  that  the  applica- 
tion of  cybernetic  models  to  medical  prob- 
lems represents  an  unexplored  field  which 
offers  promise.2  In  biology  and  especially 
in  psychology,  cybernetic  models  already 
are  widely  used  and  are  making  significant 
contributions  toward  the  understanding 
of  mechanisms  of  nervous  activity  and 
behavior. 

Model  simulation  of  vision  has  been  pro- 
posed, using  a “logical  net,”  including  a 
diagram  of  the  retinal  layout,  probable 
firing  arrangements  of  retinal  fibers,  and 
possible  methods  of  classifying  and  storing 
visual  information  so  as  to  make  its  re- 
trieval possible.17  Computers  have  been 
used  in  a variety  of  ways,  including  the 
simulation  of  certain  animal  responses  by 
programming  the  computer  to  respond  to 
various  hypothetical  “environments,”  that 
is,  to  a symbolic  set  of  relationships  between 
certain  events.12  Similarly,  the  informa- 
tion-processing mechanisms  used  by  the 
computer  are  giving  insights  into  some  of 
the  elementary  brain  functions.18,  19  The 
problem  of  modeling  the  nervous  system 
in  a more  meaningful  way  is  a large  one, 
and  at  least  one  physicist  feels  that  future 
models  will  be  those  employing  dynamic 
concepts  of  functional  continuity  rather 
than  the  type  that  conceives  of  the  central 
nervous  system  in  terms  of  discrete  circuit 
elements  and  connections. 20  In  this  re- 
gard, more  imaginative  use  of  cybernetics 
is  called  for.  The  general  subject  of  models 
and  analogs  in  biology  was  taken  up  at  the 
1960  Symposia  of  the  Society  for  Experi- 
mental Biology,  and  some  evaluations 
made  that  time  are  relevant  here:  “Al- 

though all  the  analogues  are  in  greater  or 
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lesser  degree  false,  this  does  not  necessarily 
detract  from  their  value  because  they 
often  bring  out  important  points  which 
would  otherwise  have  been  missed. ” And 
“.  . . one  cannot  construct  an  analogue 
without  thinking  very  hard  about  the 
problems  involved  and  so  asking  new 
questions  and  uncovering  obscurities  which 
had  previously  been  passively  accepted.”21 

Thus,  while  this  attempt  to  model  the 
physician  as  a regulator  of  a large  system 
may  have  chiefly  a descriptive  value,  the 
complex  relationships  may  be  grasped 
more  easily  in  model  form.  It  is  also 
hoped  that  some  of  the  principles  of  regu- 
lation as  demonstrated  may  provide  in- 
sights into  problems  of  medical  regulation 
and  control. 

Summary 

In  another  application  of  cybernetics  in 
medicine,  to  provide  a simplified  model  of 
medical  practice  organization  and  dynam- 
ics, the  physician  is  presented  as  a large 
system  regulator.  Of  special  value  to 
medical  practice  theory  are  the  principles 
by  which  regulation  may  be  amplified. 
These  rules  show  that  the  law  of  requisite 
variety,  which  limits  the  power  of  a small 
regulator  over  a large  system,  may  be 
circumvented  in  several  ways,  each  of 
which  may  clarify  by  analogy  some  regula- 
tion problems  in  medical  practice. 
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T he  Westchester  County  Peniten- 
tiary is  a three-story,  forty-three-year-old 
building  located  in  what  is  known  as  the 
Grasslands  Reservation  in  a beautiful, 
elevated  location  northwest  of  the  city  of 
White  Plains,  28  miles  from  New  York 
City.  The  Grasslands  Reservation  con- 
tains a complex  of  facilities  operated  by  the 
Westchester  County  Department  of  Public 
Welfare.  The  department  of  welfare  has 
been  well  known  for  its  long  years  of 
advanced  and  enlightened  leadership  and 
accomplishments.  There  are  no  facilities 
for  women  at  the  penitentiary.  One-half 
mile  away  is  Grasslands  Hospital,  the 
county’s  general  hospital  which  includes  a 
separate  125-bed  psychiatric  unit.  Nearby 
is  a detention  home  for  delinquent  boys, 
the  large,  attractive  county  home  for  aged 
and  disabled  persons,  and  several  buildings 
serving  as  residences  for  nurses,  physicians, 
and  so  forth. 

Presented  at  the  New  York  State  Divisional  Meeting  of 
the  American  Psychiatric  Association,  New  York  City, 
November  9,  1963, 


The  penitentiary  was  established 
originally  on  the  workhouse  principle  so 
that  the  committing  magistrates  of  West- 
chester County  could  sentence  prisoners 
there  for  rehabilitation  through  work 
rather  than  solely  penal  servitude.  It 
houses  offenders  convicted  of  various 
minor  crimes  who  have  received  sentences 
of  not  more  than  one  year.  Most  of  the 
prisoners  are  sentenced  for  such  offenses  as 
public  intoxication,  various  traffic  viola- 
tions, unlawful  entry,  petty  theft,  vagrancy, 
disorderly  conduct,  and  narcotics  viola- 
tions. 

The  work  program  continues  to  con- 
stitute the  matrix  of  rehabilitation.  The 
location  of  the  institution  is  admirably 
suited  for  this  inasmuch  as  the  various 
county  institutions  are  nearby  as  well  as 
the  large  county  farm  consisting  of  800 
acres.  As  many  men  as  possible  are  put  to 
work.  They  service  the  institutions. 
They  care  for  the  dairy,  poultry,  and  other 
livestock  and  help  operate  the  county 
farm.  They  help  in  the  central  heating 
plant,  garage,  butcher  shop,  laundry, 
bakery,  and  tailor  shop  and  also  do  in- 
stitutional maintenance  work  such  as 
painting,  carpentry,  landscaping,  and  road 
work.  Prisoners  are  not  forced  to  work, 
but  all  privileges  of  the  institution  are 
based  on  a man’s  conduct  and  work 
record.  Privileges  include  freedom  within 
the  institution,  television  viewing,  outdoor 
exercises,  and  occasional  special  recreation 
and  entertainment.  The  State  Correction 
Law  also  allows  a ten-days-per-month 
deduction  earned  by  good  behavior  for 
men  serving  sentences  of  three  months  or 
more. 

All  prisoners  are  treated  humanely  by  an 
informed  and  sympathetic  staff.  Special 
disciplinary  measures  are  fair  and  sensible. 
Inmates  receive  substantial  meals  of  high- 
caloric,  nutritional,  and  well-prepared 
foods.  Whenever  possible,  dairy,  vege- 
table, and  poultry  products  from  the 
county  farm  are  used. 

There  are  many  other  aspects  of  the 
penitentiary  which  are  also  conducive  to 
high  morale  and  incentive  such  as  re- 
ligious services,  pastoral  counseling,  a 
liberal  visiting  policy,  use  of  Grasslands 
Hospital  facilities,  and  a teaching  program 
for  illiterate  persons,  to  mention  a few. 

Each  warden  has  taken  pride  in  the  in- 
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stitution,  has  taken  much  personal  interest 
in  the  prisoners,  and  has  attempted  to  main- 
tain and  improve  its  high  standards.  In 
general,  a remarkable  degree  of  cooperation 
has  been  maintained  between  the  custodial 
and  the  professional  rehabilitation  staffs. 

It  is  in  the  favorable  closed  setting 
described  that  the  Alcoholism  Rehabilita- 
tion program  was  instituted  in  1954  by 
authorization  of  the  Westchester  County 
Board  of  Supervisors.  A consulting  psy- 
chiatrist and  a full-time  psychologist  were 
employed.  The  author  has  had  the  privi- 
lege of  being  consulting  director  since  its 
inception.  In  1959  additional  staff  was 
authorized  consisting  of  a psychiatric 
social  worker  and  a case  worker. 

Proportion  of  alcoholic  persons 

Originally,  in  1954,  approximately  60 
per  cent  of  the  inmate  population  were 
chronic  drunkenness  offenders,  individuals 
rendered  and  declared  public  nuisances  by 
the  use  of  alcohol  and  repeatedly  arrested, 
tried,  and  committed  as  such.  These 
persons  are  committed  solely  for  the 
offenses  of  public  intoxication  and  have 
not  committed  any  other  crime.  A lesser 
number  of  those  incarcerated,  perhaps  an 
additional  20  per  cent,  were  persons  in 
whom  intemperate  drinking  was  a major 
problem,  but  not  necessarily  the  im- 
mediate cause  of  their  commitment. 
These  offenders  were  arrested  on  charges 
of  vagrancy,  disorderly  conduct,  state 
tramp,  assault  third  degree,  and  so  forth, 
and  were  often  committed  while  under  the 
effects  ot  alcohol.  These  figures  have 
changed,  as  will  be  brought  out  later  under 
Results. 

A survey  of  admissions  was  made  in 
1954  between  the  months  of  June  and 
November  by  the  psychologist.  During 
this  period  there  were  714  persons  com- 
mitted of  whom  674  were  interviewed. 
The  results  were:  133  (20  per  cent)  claimed 
to  be  sober  at  the  time  of  offense;  179 
(27  per  cent)  were  drinking  at  the  time  of 
offense;  and  362  (53  per  cent)  were  drunk 
at  the  time  of  offense. 

Types  of  alcoholic  persons 

In  general,  the  chronic  drunkenness 
offender  is  a psychologically  and  physically 


damaged  individual.  He  is  estranged  and 
disengaged  from  customary  living  during 
periods  of  inebriation  and  briefer  periods  of 
sobriety.  Having  become  more  deeply 
habituated  or  addicted  to  alcohol  he  must 
drink  to  excess  and  cannot  face  himself  or 
others  when  he  is  not  drinking.  In  the 
course  of  his  pathologic  pursuit  of  the  drug 
effect,  he  has  tended  to  abandon  conven- 
tional social  values  and  responsibilities  and 
has  drifted  into  marginal  areas  of  existence, 
a more  primitive  way  of  life  which  facili- 
tates drinking.  We  see  three  main  cate- 
gories. The  first  category,  those  most 
seriously  deteriorated,  belong  to  the  Skid 
Row  group  characterized  by  panhandling, 
spot  jobs,  bottle  gangs,  and  ingestion  of 
alcohol  in  such  beverage  form  as  wine  and 
in  nonbeverage  form  such  as  Sterno  and 
alcohol  solvents.  The  second  category, 
those  less  seriously  deteriorated,  may  be 
able  to  work  for  varying  lengths  of  time 
in  institutions  or  resorts  between  episodes 
of  inebriation.  They  have  a scattered 
arrest  record.  Social  decline  is  partial. 
Some  threads  of  family  ties  may  remain 
unbroken,  and  there  are  often  friends  who 
are  still  interested  in  them.  Moral  and 
ethical  breakdown  likewise  is  partial. 
They  find  it  difficult,  for  example,  to  face  an 
employer  they  have  deserted  on  the  last 
drunken  binge.  Because  of  the  shame  and 
humiliation  they  often  seek  work  else- 
where. Not  that  the  expectation  of  rejec- 
tion is  unrealistic.  These  men  are  often 
unwanted  because  they  are  not  dependable. 
When  they  work,  however,  they  work  well, 
try  to  please  their  employers,  and  try  to 
prove  that  they  are  still  worth  something 
in  spite  of  their  repeated  binges.  Unlike 
the  derelict  type,  these  men  are  not  content 
with  their  alcoholism  or  the  way  of  life  it 
imposes  on  them.  They  wish  to  be  able 
to  drink  normally,  keep  trying  to  do  so 
unsuccessfully,  and  do  not  seem  to  compre- 
hend that  they  cannot.  We  see  another 
class  of  men,  the  third  category,  those  who 
have  family,  work,  or  residential  ties  in  the 
community,  but  because  of  their  drinking 
have  just  begun  to  have  arrests.  This  is  a 
minor  group  of  our  inmate  population  and 
offers  the  best  treatment  prospects. 

It  is  useful  to  recognize  that  the  alcoholic 
persons  sentenced  to  the  penitentiary  are 
on  a scale  of  sociologic  decline  because  of 
their  drinking.  This  ranges  from  the  man 
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with  his  first  arrest,  who  is  beginning  to  be 
a community  problem,  to  the  homeless 
derelict  who  has  become  a community 
charge.  In  the  middle  of  this  progressive 
scale  fall  the  transient  workers,  a relatively 
large  group  also  with  a range  in  the  degree 
of  severity  of  their  condition.  It  is  also 
useful  to  recognize  that  alcoholic  persons 
sentenced  to  a penitentiary  are  at  the  lower 
end  of  a larger  scale  of  alcoholism.  Most 
sufferers  from  alcoholism  never  enter  a 
penitentiary. 

Rehabilitation  program 

Alcoholic  individuals  usually  require 
help  on  all  levels  to  recover  useful  and 
satisfying  lives  for  themselves.  Therefore, 
we  administer  corrective  measures  on  a 
total  push  basis,  that  is,  as  comprehensively 
as  possible.  The  special  professional  serv- 
ices extended  to  the  alcoholic  inmate  are 
of  an  educational,  psychologic,  and  medi- 
cal nature.  They  include  individual  coun- 
seling, group  psychotherapy,  selected  pam- 
phlets, film  discussion  sessions,  and  phar- 
macologic aids. 

At  the  penitentiary,  group  psycho- 
therapy is  the  core  of  the  treatment 
program.  Other  methods  and  materials 
are  essentially  adjuncts  to  it.  When  a 
man  enters  a treatment  group  he  partici- 
pates in  a unique  experience.  He  is  en- 
couraged to  assume  responsibility,  examine 
his  attitudes  and  actions,  and  solve  the 
problems  that  confront  him  most  im- 
mediately. He  is  helped  in  these  efforts  by 
other  group  members  who  are  struggling 
with  similar  concerns  and  by  the  leader- 
ship of  an  interested  and  sympathetic 
professional  authority.  This  leads  the 
alcoholic  person  to  give  up  the  char- 
acteristically ineffective  ways  of  responding 
to  his  environment.  It  provides  a per- 
spective that  enables  him  to  reorganize 
his  values,  change  his  attitudes,  and  adopt 
new  ways  of  relating  to  people  and  of  cop- 
ing with  difficulties.  Last,  it  stimulates 
him  to  wish  sincerely  to  stop  drinking. 

Treatment  groups  number  from  8 to  15 
men.  They  meet  once  a week  for  about 
two  hours  over  a period  of  from  six  to 
twelve  weeks.  Thus,  in  any  one  course  of 
treatment,  a man  has  from  fifteen  to 
thirty  treatment  hours,  and  more  than  one 
half  undergo  more  than  one  course.  Group 


treatment  is  not  conceived  as  a “one  shot” 
affair,  although  occasionally  it  is.  Or- 
dinarily, the  alcoholic  offender  needs  con- 
siderably more  than  fifteen  or  thirty  hours 
of  treatment.  Therefore,  if  at  all  possible, 
when  a former  member  is  recommitted  to 
the  penitentiary,  he  is  readmitted  to  a 
therapy  group.  In  this  way,  a man’s 
treatment  is  extended  and  takes  on  an 
intermittent  character.  Largely  because 
of  traditional  court  sentencing  practices, 
this  is  our  only  practical  recourse. 

Group  selection  process 

Group  treatment,  as  we  practice  it, 
demands  fairly  careful  selection  of  par- 
ticipating members.  A substantial  amount 
of  time  is  spent  interviewing  prospective 
candidates.  Men  are  interviewed  and 
selected  on  a basis  of  willingness  to  par- 
ticipate, length  of  sentence,  and  absence  of 
other  involvements.  A man  is  accepted 
for  treatment  if  he  voices  interest  in  gain- 
ing sobriety,  is  committed  for  thirty  days 
or  more,  and  is  free  of  psychosis  or  long- 
standing antisocial  or  criminal  tendencies. 

Screening  begins  at  the  classification 
board  meeting  held  three  times  weekly. 
The  board  consists  of  the  warden  and 
deputy  warden,  guard-captain,  social 
worker,  and  the  chaplains.  Here  the  newly 
admitted  man  is  interviewed  in  regard  to  his 
offense,  his  family  situation,  his  work  back- 
ground, the  security  risk  he  represents,  and 
his  special  problems.  Here  he  is  given  an 
appropriate  housing  and  work  assignment. 
If  excessive  drinking  is  one  of  his  special 
problems  and  he  is  willing  to  attend 
meetings  of  Alcoholics  Anonymous,  he  is 
assigned  to  cell  block  “D,”  the  area  re- 
served for  such  individuals.  At  the  board 
meeting  the  social  worker  has  an  op- 
portunity to  acquaint  himself  with  the 
men  who  may  benefit  from  special  re- 
habilitation services.  These  men  are  then 
interviewed  individually  by  him.  The 
interview  data  are  discussed  with  the 
consulting  psychiatrist,  and  a treatment 
plan  is  formulated.  Individuals  who  are 
not  considered  initially  for  group  treatment 
have  an  opportunity  to  present  themselves 
for  such  help.  Notices  are  posted  indicat- 
ing its  availability.  Other  cases  are 
brought  to  our  attention  by  the  com- 
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mitting  magistrate,  family  members,  or 
other  interested  parties. 

Nature  of  group  treatment 

There  is  no  single  standard  for  group 
treatment.  Therapies  that  are  group- 
based  vary  considerably  in  their  guiding 
principles  and  in  procedures  followed. 
We  have  been  practicing  three  forms  that 
seem  particularly  suitable  for  work  with 
alcoholic  persons.  In  one  form,  admin- 
istered by  the  psychiatrist,  we  attempt  to 
achieve  basic  changes  in  attitude  and 
personality  by  conducting  a nondirective 
discussion  which  encourages  the  free  ex- 
pression of  hidden  feelings  and  thoughts. 
The  therapist  is  tolerant  and  understand- 
ing, relatively  unobtrusive,  striving  to 
facilitate  a spontaneous  and  sincere  discus- 
sion among  the  men  themselves.  This 
permits  them  to  ventilate  and  compare 
their  respective  thoughts,  feelings,  and 
experiences,  thereby  reducing  feelings  of 
guilt,  shame,  and  inhibition.  The  men 
themselves,  with  the  help  of  the  therapist, 
begin  to  think  through  the  various  mental 
defenses  which  have  enabled  them  to 
live  with  their  alcoholism  and  obstructed 
their  use  of  resources  that  might  other- 
wise have  helped  them  overcome  it. 

Another  form  of  group  treatment,  con- 
ducted by  the  psychiatric  social  worker  or 
psychologist,  is  intentionally  directive. 
Specific  questions  are  posed  to  make  the 
alcoholic  inmate  think  about  his  problem 
in  depth  and  diversity.  Intelligent  discus- 
sion is  encouraged  by  direct  appeal  and 
by  a nonreproachful  and  noncondemnatory 
attitude  by  the  therapist,  but  the  leader 
assumes  considerable  responsibility  for 
carrying  the  discussion.  He  clarifies  issues, 
imparts  information,  and  orients  the  group 
toward  psychologically  meaningful  aspects 
of  their  alcoholism  problems.  In  this 
approach  we  are  decidedly  didactic  and 
problem-oriented.  The  men  gain  a broader 
perspective,  new  insights,  and  better  under- 
standing of  what  it  is  that  confronts  them. 
We  tend  to  think  of  this  approach  as 
especially  relevant  to  new  men  and  to 
those  individuals  who  are  less  able  to  deal 
with  their  inner  feelings  and  personal 
thoughts. 

The  case  worker’s  group  tends  to  be  even 
more  educative  and  orientive.  The  chronic 


offender  who  needs  help  yet  would  be 
dead  weight  in  other  groups  is  carried 
here.  Also,  men  with  very  short  sentences 
may  be  placed  here  along  with  new  men 
or  those  whose  sentences  do  not  coincide 
with  the  other  groups.  The  case  worker 
provides  reading  material  from  books  and 
pamphlets  which  constitutes  a basis  for 
discussion.  He  also  supplies  information 
on  employment,  welfare,  medications,  and 
so  forth.  The  Episcopal  chaplain  also 
conducts  a group  discussion  with  alcoholic 
inmates  every  Saturday  morning. 

These  group  methods  are  not  defined 
really  sharply  and  often  resemble  one 
another.  We  also  allow  and  even  en- 
courage the  inmates  to  participate  in 
more  than  one  group. 

Supplemental  services 

Our  approach  to  the  alcoholic  inmate  is 
not  always  face  to  face.  Pamphlets  and 
films,  generally  available  through  the 
National  Council  on  Alcoholism  and  the 
Yale  University  School  of  Alcoholic  Studies, 
have  proved  useful  adjuncts  to  our  treat- 
ment efforts.  They  are  effective  both  in 
stimulating  the  individual  to  think  about 
his  problem  and  in  providing  him  with 
sound  information.  The  pamphlets,  dis- 
played on  an  open  shelf  in  the  “D”  block 
area,  cover  a wide  variety  of  subjects 
related  to  the  alcohol  problem:  the  disease 
concept  of  alcoholism,  the  physiology  of 
alcohol,  Alcoholics  Anonymous,  disulfiram 
(Antabuse)  the  protective  drug,  and  so 
forth.  The  films  we  use  range  from  those 
that  deal  specifically  with  alcoholism  and 
its  treatment  to  those  more  generally  con- 
cerned with  life  adjustment  and  emotional 
health. 

Pharmacologic  aids 

Some  of  the  newly  developed  pharma- 
ceutical products  are  proving  to  be  valuable 
tools  in  our  treatment  program.  These 
medications  fall  into  two  groups,  the 
tranquilizers  and  the  alcohol-protective 
agents.  Chlordiazepoxide  (Librium), 
chlorpromazine  (Thorazine),  prochlor- 
perazine (Compazine),  and  trifluoperazine 
(Stelazine)  are  among  the  ataractics;  di- 
sulfiram and  citrated  calcium  carbimide 
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(Temposil)*  are  the  agents  that  afford 
chemical  protection  against  alcohol.  Chlor- 
promazine  or  chlordiazepoxide  in  large 
doses  are  used  extensively  to  help  the 
newly  admitted  men  recover  from  post- 
alcoholic effects.  They  relieve  the  dis- 
comforting symptoms  associated  with  al- 
cohol withdrawal  and  have  completely 
replaced  paraldehyde  in  this  respect  at  the 
penitentiary.  These  drugs  are  admin- 
istered soon  after  a man  enters  the  peni- 
tentiary, and  he  is  maintained  on  them 
until  his  symptoms  have  subsided.  They 
help  to  accelerate  his  readiness  for  more 
definitive  treatment. 

Alcohol  deterrent  medication 

Considerable  emphasis  is  placed  on  the 
use  of  alcohol  deterrents  such  as  disulfiram 
and  citrated  calcium  carbimide.  They 
are  valuable  in  helping  the  alcoholic  person 
make  a daily  decision  not  to  drink.  In- 
formation sheets  about  these  drugs  are 
posted  on  a bulletin  board  or  distributed  by 
the  staff.  The  nature,  purpose,  and  effects 
of  these  medications  are  often  brought 
up  and  explained  in  the  groups  as  well  as 
with  inmates  individually.  As  a rule  they 
are  part  of  predischarge  planning  and  are 
often  a condition  for  employment  referral. 

The  procedure  is  to  have  the  inmate 
begin  taking  the  drug  five  days  before 
discharge  to  have  a substantial  blood 
level  when  leaving.  He  will  thus  have 
better  pharmacologic  protection  during 
the  critical  few  days  following  discharge. 
He  is  given  a 15-tablet  supply  to  take  with 
him  along  with  a note  of  medical  instruc- 
tions should  he  drink  and  become  ill.  He 
is  also  given  three  follow-up  post  cards 
addressed  to  our  unit  which  will  keep  us 
informed  about  his  progress.  He  is  able  to 
renew  his  supply  by  coming  to  the  peni- 
tentiary office  personally  to  receive  a refill 
or  by  requesting  it  by  mail. 

Another  reason  for  beginning  medication 
before  discharge  is  to  allow  our  staff  to 
observe  any  side-effects  such  as  dermatitis, 
drowsiness,  or  headaches,  as  well  as  to 
help  the  inmate  get  into  the  habit  of  taking 
the  pill  regularly.  We  prefer  disulfiram 
because  of  the  longer  duration  of  effective- 
ness. The  inmate  is  given  a whole  tablet 
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each  day  before  leaving  and  is  instructed 
to  take  a half  tablet  each  morning  after 
discharge.  Less  frequently  and  for  specific 
reasons,  citrated  calcium  carbimide  is 
used,  for  example,  if  side-reactions  occur 
with  disulfiram.  Or,  the  shorter  duration 
and  milder  effect  of  citrated  calcium 
carbimide  may  be  preferred  in  a particular 
case. 

The  test  reaction  is  not  utilized  here 
because  of  lack  of  suitable  facilities  for  it, 
although  it  rarely  seems  to  be  required. 
There  is  a male  nurse  in  attendance  daily 
who  dispenses  medications.  The  men  are 
well  informed  of  what  the  consequences  of 
the  reaction  will  be.  Some  have  tried 
to  drink  while  taking  the  medication,  and 
on  their  return  they  describe  the  ex- 
perience. 

On  the  whole,  the  author  regards  alcohol- 
deterrent  medication  as  a very  useful 
therapeutic  adjunct.  In  some  cases  it  has 
made  the  critical  difference  between 
sobriety  and  drunkenness.  If  an  inmate 
has  responded  to  psychotherapy  and  wishes 
more  earnestly  to  stay  sober  he  now  has  a 
concrete  measure  to  take.  The  impulse  to 
drink  is  controlled.  The  urge  is  also  di- 
minished because  he  knows  that  he  can’t 
drink.  The  tension  caused  by  the  conflict 
engendered  by  temptation  is  diminished. 
Instead  of  feeling  defeated  and  hopeless, 
because  of  a repeatedly  losing  battle  with 
alcohol,  he  tends  to  feel  more  confident 
and  relaxed.  The  main  disadvantage  is 
that  the  patient  may  discontinue  the  medi- 
cation prematurely.  We  do  not  feel  that 
disulfiram  is  incompatible  with  Alcoholics 
Anonymous,  and  staunch  members  of 
Alcoholics  Anonymous  have  begun  to  feel 
the  same  way.  Some  people  don’t  take  to 
Alcoholics  Anonymous,  and  others  can’t 
stay  sober  with  Alcoholics  Anonymous 
alone. 

Although  our  program  is  organized 
around  group  methods,  it  is  occasionally 
advisable  to  counsel  a man  individually. 
He  may  be  troubled  by  a personal  problem, 
perhaps,  and  seek  professional  guidance,  or 
he  may  need  individual  attention  to  profit 
maximally  from  his  group  participation. 
We  have  only  a limited  number  of  hours  to 
devote  to  individual  counseling;  therefore, 
we  handle  only  those  problems  that  stand 
the  best  chance  of  remitting  to  brief  treat- 
ment. 


April  15,  1965  / New  York  State  Journal  of  Medicine  1007 


Alcoholics  Anonymous  program 

As  early  as  1941,  meetings  of  Alcoholics 
Anonymous  were  being  held  weekly  at  the 
penitentiary.  These  were  initiated  by  a 
small  group  of  men  who  were  not  inmates. 
Its  ranks  have  swelled  over  the  years  as 
more  inmates  have  recovered  from  alco- 
holism with  the  help  of  this  group. 

Open  meetings  are  held  weekly  in  the 
auditorium.  Three  members  tell  their 
stories,  the  past  history  of  their  alcoholism, 
how  they  joined  Alcoholics  Anonymous, 
and  what  their  lives  are  like  without  alcohol. 
All  inmates  of  the  alcoholic  blocks  are  re- 
quired to  attend.  In  1958  the  weekly 
closed  meetings  were  begun.  These  are 
voluntary,  smaller  discussion  groups  con- 
ducted by  A. A.  members.  Also  at  the 
closed  meetings,  an  experienced  A. A.  mem- 
ber interviews  men  being  discharged  to 
make  plans  for  association  with  Alcoholics 
Anonymous  after  discharge  from  the  in- 
stitution. Sponsorship  of  an  inmate  after 
discharge  by  an  Alcoholics  Anonymous 
member  is  encouraged. 

The  inmates  elect  a three-man  committee 
which  is  in  liaison  with  the  psychiatric 
social  worker  and  the  committee  of  the  out- 
side Alcoholics  Anonymous  group. 

In  1962,  a three-room  club  house  called 
the  Westchester  Sponsor  House  was  opened 
in  White  Plains.  It  is  a day-care  type  of 
facility  operated  by  Alcoholics  Anonymous 
members  from  different  groups.  It  is 
open  seven  days  a week  from  10:00  a.m. 
to  11:00  p.m. 

Hence  the  Alcoholics  Anonymous  pro- 
gram constitutes  an  important  part  of  the 
total  rehabilitation  effort.  Full  coopera- 
tion exists  with  the  treatment  staff. 

Results 

We  cannot  reach  a large  number  of 
alcoholic  persons  in  our  population,  but  we 
are  convinced  that  many  of  the  men  com- 
mitted here  should  not  be  returning,  and 
it  is  to  them  that  we  direct  our  major  efforts. 
We  aim  at  preventing  recidivism  at  the 
earliest  possible  opportunity.  A sub- 
stantial number  have  achieved  sobriety  and 
are  making  adequate  adjustments  or  re- 
adjustments. Some  men  do  not  achieve 
total  sobriety,  but  their  episodes  of  drunk- 
enness are  fewer  and  briefer  or  not  so 


disastrous  as  to  result  in  further  imprison- 
ment. From  January  1,  1954,  through 
March  21,  1957,  a three-year  period,  169 
men  participated  in  our  therapy  program. 
At  that  time  the  professional  staff  consisted 
of  the  author  (working  on  a part-time  basis) 
plus  a full-time  psychologist.  The  follow- 
ing figures  represent  the  recidivist  rate  for 
these  169  men.  Aside  from  numerous  in- 
stances of  personal  contact,  our  main 
criterion  for  success  is  the  man’s  not  re- 
turning to  our  penitentiary.  This  study 
and  analysis  was  made  in  midyear,  1962. 

Sixty-four,  or  38  per  cent,  of  the  men 
have  not  returned  in  the  past  nine  years; 
18,  or  10  per  cent,  returned  only  one  time; 
14,  or  9 per  cent,  returned  twice;  37,  or 
22  per  cent,  have  returned  three  to  six 
times;  and  36,  or  21  per  cent,  can  be  con- 
sidered in  the  chronic  classification,  as  they 
have  returned  anywhere  from  9 to  28  times, 
all  in  the  past  nine  years. 

An  interesting  group  is  the  one  which  in- 
cludes the  men  who  have  returned  from 
three  to  six  times.  There  was  a total  of  37 
men  in  this  group.  Eleven  of  these  men 
have  remained  out  of  this  institution  from 
periods  of  three  to  seven  years,  with  5 of 
these  11  staying  out  the  past  five  years. 
Eight  of  these  men  have  not  returned  in  the 
last  two  years,  and  3 have  not  returned 
in  the  last  year.  Fifteen  of  this  37  have 
spread  out  their  returns  (from  3 to  6 times) 
throughout  the  nine-year  period.  Tech- 
nically, this  group  of  37  men  would  be  con- 
sidered recidivists,  yet  a closer  look  at  the 
facts  indicates  that  after  a few,  rapid  com- 
mitments, one  third  of  them  have  not  re- 
turned for  a considerable  length  of  time, 
while  another  one  third  have  only  recently 
shown  improvement,  and  the  other  one 
third  are  recommitted  periodically  (about 
every  two  or  three  years). 

In  1962,  in  addition  to  the  author,  the 
professional  staff  included  a social  case 
worker  and  a psychiatric  social  worker. 
During  1962,  148  men  participated  in  the 
therapy  program.  Of  that  total,  41,  or 
28  per  cent,  have  not  been  recommitted  to 
our  penitentiary  during  the  past  thirteen 
months.  Enough  time  has  not  elapsed  yet 
to  see  whether  or  not  any  pattern  has  de- 
veloped among  the  recidivists.  So  far,  the 
great  majority  of  these  recidivists  have  re- 
turned only  once. 

Note  that  169  men  participated  in  the 
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three-year  period  of  1954  to  1957  with  two 
staff  members,  while  148  men  participated 
in  one  year,  1962,  with  three  staff  members. 
The  reason  this  increase  in  number  treated 
has  taken  place,  besides  the  addition  of  one 
staff  person,  is  the  quicker  case  finding  by 
our  staff  (based  on  our  experience  of  the 
past  nine  years)  and  more  efficient  opera- 
tion. 

Another  means  of  evaluating  the  success 
of  the  treatment  program  is  by  comparison 
of  the  1954  study  with  a recent  analysis  of 
the  alcoholic  persons  in  the  inmate  popula- 
tion by  our  psychiatric  social  worker.  In 
1954  approximately  83  per  cent  of  the 
inmates  were  alcoholic  persons,  while  in 
1963  they  consitituted  approximately  50 
per  cent  of  the  inmate  population,  a reduc- 
tion of  33  per  cent. 

Granted,  our  criteria  for  success  are  not 
of  the  highest  value.  Yet  considering  the 
regression  and  personality  disorganization 
of  the  men  we  work  with,  we  believe  these 
statistics  give  an  impression  of  the  results 
of  our  work  and,  even  more  important, 
the  concept  that  the  penitentiary  alco- 
holic person  can  be  worked  with,  with 
positive  results  occurring  often  enough  to 
stimulate  increased  enthusiasm  in  those 
working  in  this  very  difficult  field. 

One  cannot  underestimate  the  effect  of 
our  alcoholism  program  on  the  total  prison 
population.  A genuine  atmosphere  of  re- 
habilitation has  been  achieved  to  a de- 
gree far  exceeding  what  previously  ex- 
isted. Whereas  group  therapy  used  to  be 
referred  to  derisively  as  the  “YoYo  Club,” 
and  its  members  held  in  contempt,  now 
group  participation  tends  to  enjoy  respect, 
if  not  some  admiration.  Formerly  con- 
temptuous inmates  are  now  questioning 
themselves  and  asking  for  help.  Thus, 
some  men  who  have  not  been  selected  for 
groups  request  disulfiram  treatment  or  ap- 
proach the  staff  for  counseling  about  their 
alcohol  problem.  This  has  carried  over  to 
nonalcoholic  inmates.  Some  of  the  youth- 
ful offenders  have  asked  that  a discussion 
group  be  established  for  their  benefit. 
Narcotic  offenders  began  to  have  weekly 
meetings  of  Synanon. 

The  effect  on  the  community  is  also  worth 
mentioning.  The  program  at  the  peniten- 
tiary has  continued  to  receive  enthusiastic 
support  by  county  government  officials. 
A new  building  with  a dormitory,  minimal 


security  type,  is  now  under  construction  at 
the  penitentiary  to  house  the  alcoholism 
rehabilitation  program. 

Because  of  a demonstrable  need  for  a 
place  for  discharged  alcoholic  persons  to  go 
while  looking  for  shelter  and  work,  mem- 
bers of  Alcoholics  Anonymous  established 
the  Westchester  Sponsor  House  in  White 
Plains. 

Members  of  the  staff  give  talks  in  the 
community  and  participate  in  committees 
on  alcoholism  and  are  active  in  promoting 
the  development  of  facilities  for  alcoholic 
persons  in  the  county,  such  as  clinics, 
halfway  houses,  and  so  forth. 

Case  reports 

Case  1.  A fifty-five-year-old  white  male 
who  had  an  eighth  grade  education  and  worked 
as  a laborer  was  bom  in  Connecticut  in  1909. 
He  began  drinking  in  his  early  teens,  and  from 
age  twenty-two  (1931)  the  drinking  increased, 
becoming  heavier  and  steadier. 

He  had  a total  of  77  arrests,  but  did  not  start 
coming  to  the  Westchester  County  Penitentiary 
until  1948.  In  the  next  eight  years  he  was 
committed  13  times,  with  the  last  4 commit- 
ments being  for  six  months  each.  He  had 
occasionally  attended  Alcoholics  Anonymous 
for  about  ten  years  (1946  to  1956)  but  never 
showed  any  progress. 

Between  March  and  October,  1956,  the  in- 
mate was  included  in  the  Alcoholic  Rehabilita- 
tion program  and  attended  24  group  therapy 
sessions  and  participated  in  the  Alcoholics 
Anonymous  program.  Prior  to  his  last  dis- 
charge date,  October  24,  1956,  he  sought  out 
an  Alcoholics  Anonymous  sponsor  who  was 
able  to  get  him  a job  and  take  him  to  Alcoholics 
Anonymous  meetings  outside  the  penitentiary 
on  discharge. 

He  has  remained  sober  these  past  seven  years. 
He  is  very  active  in  Alcoholics  Anonymous  and 
attends  and  speaks  at  many  meetings. 

The  inmate’s  recovery  is  remarkable.  In 
his  drinking  days  he  had  been  called  the  “Billy 
Goat”  because  of  the  growth  of  beard  he  had. 
He  also  was  known  for  his  unique  request  while 
panhandling,  to  wit,  “Could  you  please  give 
me  two  pennies,”  and  he  had  been  considered 
hopeless  even  by  his  drinking  companions. 
He  now  lives  to  give  hope  to  other  active  alco- 
holic persons. 

Case  2.  The  inmate  was  bom  in  1913  in 
New  York  City  of  first  generation  Irish- 
American  parents.  He  received  a degree  in 
accounting  from  Fordham  in  1936.  For  the 
next  eight  years  he  held  positions  in  treasury 
and  payroll  departments  commensurate  with 
his  education,  and  then,  because  of  the  effects 
of  progressively  increased  drinking,  he  began 
to  lose  jobs.  He  began  taking  less  skilled  jobs 
and  took  institutional  live-in  jobs.  He  tried 
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Alcoholics  Anonymous  during  this  period  but 
attended  only  sporadically  and  without  results. 

In  1956,  the  year  he  began  suffering  from 
cirrhosis  of  the  liver,  he  first  came  to  the  West- 
chester County  Penitentiary.  In  the  next 
three  years  he  returned  three  times.  During 
his  last  commitment  in  August,  1961,  for  ninety 
days,  he  attended  Alcoholics  Anonymous 
meetings  and  an  evening  weekly  discussion 
group  conducted  by  a member  of  the  Alcoholic 
Rehabilitation  program.  From  the  day  of  his 
discharge  he  attended  several  Alcoholics  Anony- 
mous meetings  a week  and  kept  in  close  touch 
with  the  Alcoholic  Rehabilitation  program  staff 
through  weekly  group  and  individual  follow-up 
meetings.  The  second  year  he  was  able  to 
secure  a better  job,  purchase  a car,  take  on  an 
increasingly  active  role  in  Alcoholics  Anony- 
mous, and  stay  sober.  He  is  now  completing 
his  third  year  of  sobriety. 

Case  3.  A fifty-year-old  white  male,  mar- 
ried, has  three  children.  His  father  died  in  an 
automobile  accident  when  the  inmate  was  ten 
years  old.  The  mother  remarried  one  year 
after  the  father’s  death,  but  the  stepfather 
deserted  shortly  thereafter. 

At  the  age  of  sixteen  the  inmate  was  placed 
on  probation  for  truancy.  There  he  was  com- 
mitted to  Elmira  Reformatory  for  automobile 
theft.  Between  1930  and  1958  he  had  about 
27  arrests,  including  two  felony  convictions. 
The  charges  were  mainly  burglary,  disorderly 
conduct,  public  intoxication,  and  assault.  A 
probation  report  states,  “Almost  all  of  his 
arrests  are  associated  with  drinking,  which 
he  started  at  age  18.” 

He  had  7 commitments  to  the  Westchester 
County  Penitentiary.  On  a few  occasions  he 
requested  inclusion  in  the  Alcoholics  Anony- 
mous program,  and  he  had  some  individual 
conferences  with  a member  of  the  treatment 
staff.  These  conferences  led  to  his  decision 
to  take  citrated  calcium  carbimide  in  his  strug- 
gle to  overcome  alcoholism.  He  started  taking 
citrated  calcium  carbimide  a few  days  before 
his  last  discharge  date,  May  11,  1959,  and  dur- 
ing the  past  four  years  has  renewed  his  supply 
each  month  by  coming  to  the  penitentiary  to 
get  it.  He  relies  almost  entirely  on  citrated 
calcium  carbimide,  as  the  Alcoholics  Anonymous 
meetings  are  fairly  distant  from  him.  He 
maintains  himself  and  his  wife  through  his 
job  as  groundskeeper  for  a children’s  camp. 

Although  alcoholic  and  delinquent  from  an 
early  age,  he  has  remained  sober  these  past  four 
and  a third  years  and  is  a productive  citizen. 

Case  4.  The  inmate  was  born  in  1904  and 
grew  up  in  Brooklyn,  an  only  child,  bright,  and 
introverted.  He  studied  chemical  engineering, 
then  changed  to  accounting  and  worked  at  the 
same  bank  as  assistant  head  teller  for  twenty- 
five  years.  He  enjoyed  a pleasant  married 
life  and  had  several  hobbies. 

When  his  wife  died  in  1949  he  left  his  job, 
sold  his  home,  moved  into  an  apartment  with 
his  mother,  and  was  able  to  live  comfortably 
for  the  next  two  years.  He  began  drinking 


evenings  in  bars,  becoming  habitually  intoxi- 
cated. Having  exhausted  his  finances,  he 
attempted  to  return  to  banking,  but  for  a brief 
time.  For  a while  he  lived  on  unemployment 
checks,  and  then  began  taking  institutional 
live-in  jobs. 

In  1954  he  was  arrested  for  public  intoxica- 
tion and  sent  to  the  Westchester  County  Peni- 
tentiary for  thirty  days  and  again  a year 
later.  He  returned,  only  once  more  until 
1958  when  he  had  7 arrests  and  spent  very 
little  time  in  the  community.  During  this 
period  he  was  introduced  to  the  Alcoholics 
Anonymous  and  Alcoholic  Rehabiltiation  pro- 
grams. He  attended  group  therapy  on  each 
admission  and  slowly  responded. 

He  served  a sixty-day  sentence  in  1959  and 
was  again  in  group  treatment.  After  that  he 
stayed  sober  for  nearly  a year  by  working  for 
the  Salvation  Army.  Following  a slip  and 
several  days  of  drinking  he  was  sentenced  for 
sixty  days  in  the  spring  of  1962.  He  responded 
well  to  group  therapy  again  but  remained 
critical  of  Alcoholics  Anonymous.  Prior  to 
his  discharge  the  social  worker  arranged  for  him 
to  enter  the  county  home  as  a resident,  where 
his  mother  also  has  been  a resident  for  some 
years.  He  maintained  weekly  follow-up  meet- 
ings with  the  Alcoholic  Rehabilitation  program 
staff  for  some  time  and  has  remained  sober. 

Case  5.  A forty-nine-year-old  white  male 
bachelor  of  Worcester,  Massachusetts,  first 
became  known  to  the  courts  in  April,  1929, 
charged  with  petty  larceny.  Six  other  similar 
offenses  were  recorded  in  the  next  four  years 
until  1933.  Scattered  arrests  continued  to 
occur  in  Massachusetts  for  drinking  or  larceny. 
In  1946  he  served  five  years  in  Sing  Sing  for 
robbery,  and  the  same  year  he  was  freed  he 
was  again  arrested  and  served  three  years  for 
robbery  in  Massachusetts. 

He  does  not  remember  having  worked  before 
he  was  twenty-eight  years  old.  The  work  he 
has  done  since  then  has  been  in  institutions 
as  a porter  or  in  restaurants  as  a waiter. 

He  first  came  to  the  penitentiary  in  1958  on 
a thirty-day  public  intoxication  charge  and  has 
been  sentenced  12  times  since  then,  because  of 
drinking.  He  began  to  participate  in  Alco- 
holics Anonymous  meetings  and  from  time  to 
time  in  group  therapy.  In  1961  while  serving 
eight  months,  he  experienced  a “conversion” 
to  Alcoholics  Anonymous  which  resulted  in 
avid  participation  in  the  program  with  a 
missionary  zeal.  However,  two  days  after  his 
discharge  he  began  drinking.  Soon  after  and 
quite  chagrined  he  was  back  in  the  penitentiary. 
This  last  commitment  was  for  six  months  termi- 
nating in  January,  1963.  He  again  participated 
well  in  the  groups  but  was  averse  to  Alcoholics 
Anonymous.  On  leaving  he  took  a supply  of 
disulfiram,  and  arrangements  were  made  for 
him  to  have  welfare  assistance  in  White  Plains. 
He  stayed  on  welfare  for  two  months  during 
which  time  he  had  an  operation,  convalesced, 
and  managed  to  stay  sober.  He  then  took  a 
porter  job  at  a nearby  institution  but  continued 
to  live  in  a furnished  room  in  White  Plains. 
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Throughout  this  period  and  up  to  the  present 
he  has  kept  in  close  touch  with  members  of  the 
Alcoholic  Rehabilitation  program  staff  and 
has  been  seen  at  least  once  a week  in  White 
Plains  by  a case  worker  as  part  of  follow-up, 
remaining  completely  sober. 

He  discontinued  taking  disulfiram  within  a 
week  after  his  discharge  and  has  attended 
Alcoholics  Anonymous  meetings  irregularly. 
Most  of  his  free  time,  however,  is  spent  at  the 
Westchester  Sponsor  House  in  White  Plains, 
and  he  has  lessened  his  associations  with  his 
alcoholic  brother  and  other  hard-core  drinking 
friends. 

Case  6.  A thirty-three-year-old  white  male 
came  to  the  Westchester  County  Penitentiary 
in  January,  1954,  and  participated  in  the  newly 
established  group  therapy  program  for  alcoholic 
persons.  Later  the  same  year  he  was  arrested 
for  burglary  and  began  a two-year  sentence  at 
Elmira  Reformatory.  In  the  following  years 
he  held  various  jobs  in  Yonkers,  tried  unsuccess- 
fully to  limit  his  drinking  to  weekends,  and 
eventually  moved  into  a furnished  room  to 
avoid  his  parents’  disapproval.  He  exhibited 
an  alcoholic  pattern  marked  by  blackouts, 
morning  drinking,  bottle  gang  affiliation,  use 
of  technical  products,  and  occasional  delirium 
tremens.  From  1961  on  he  returned  to  the 
Westchester  County  Penitentiary  5 times  on 
charges  of  public  intoxication  and  participated 
in  the  various  programs. 

In  the  spring  of  1963  his  customary  indiffer- 
ence disappeared,  and  he  began  showing  visible 
concern  for  the  condition  to  which  his  alcoholic 
problem  had  brought  him.  He  began  to  par- 
ticipate more  actively  in  the  therapy  groups 
as  well  as  Alcoholics  Anonymous  meetings. 
After  discharge  (August  28,  1963)  he  returned 
to  Yonkers,  kept  in  touch  with  the  rehabilita- 
tion staff,  and  attended  A.A.  meetings  regularly 
with  sponsors.  This  period  of  sobriety,  which 
has  now  lasted  for  five  months,  is  the  longest 
in  his  adult  life. 


Prophylaxis  of  infections  by 
gamma  globulin 


A double-blind  study  of  geriatric  and  pediatric 
populations  indicates  that  the  prophylactic  use 
of  gamma  globulin  in  children  can  significantly 
decrease  both  the  incidence  and  severity  of 
clinical  mumps.  Also,  it  apparently  can  pro- 


Case 7.  A fifty-four  year-old  white  male  was 
a college  graduate.  From  1951  to  1955  he 
was  committed  9 times  to  the  Westchester 
County  Penitentiary  for  public  intoxication  as 
well  as  having  other  short  arrests  in  New  York 
City.  He  entered  the  group  therapy  program 
when  it  was  still  in  its  early  stages  of  develop- 
ment and  responded  positively  after  three 
series  of  sessions.  Follow-up  correspondence 
disclosed  that  he  affiliated  with  A.A.  and  became 
secretary  in  one  of  the  local  groups.  Later, 
he  moved  to  California,  remarried,  and  started 
his  own  dry-cleaning  business.  Up  to  the 
present  he  has  enjoyed  about  five-years  of 
sobriety  and  corresponds  regularly  with  the 
author. 

“I  give  you  a great  deal  of  credit,”  he  wrote 
us  on  one  occasion,  “for  I might  have  given  up 
had  I not  had  your  encouragement.”  For  him, 
“the  psychiatric  approach  (to  alcoholism)  will 
always  be  of  great  importance.” 


Summary 

The  Alcoholism  Rehabilitation  program 
at  the  Westchester  County,  New  York, 
Penitentiary  is  described.  The  program  is 
based  on  group  therapy  for  selected  indi- 
viduals having  the  best  prognosis.  Treat- 
ment adjuncts  are  Alcoholics  Anonymous, 
literature,  tranquilizers,  and  alcohol-deter- 
rent medication.  A significant  degree  of 
successful  results  is  described  demonstrat- 
ing that  the  penitentiary  type  of  alcoholic 
person  can  be  helped  while  incarcerated. 
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tect  elderly  adults  against  fever  of  unknown 
origin. 

On  the  other  hand,  results  of  the  study  demon- 
strate certain  limitations.  For  example,  it 
evidently  had  no  effect  in  the  child  population 
in  reducing  upper  respiratory  infections,  coryza, 
otitis  media,  skin  infections,  gastrointestinal 
upsets,  or  fevers  of  unknown  origin.  Among  the 
geriatric  populations,  there  was  no  discernible 
prophylaxis  against  upper  respiratory  infections 
of  pneumonia.  The  results  of  the  study  were 
reported  in  the  American  Journal  of  Hygiene. 
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Conference 

MICHAEL  S.  BRUNO,  M.D.,  and 
WILLIAM  B.  OBER,  M.D.,  Editors 


Knickerbocker  Hospital 
New  York  City 

November  25,  1964 

Conducted  by  MICHAEL  S.  BRUNO,  M.D.,  and 
WILLIAM  B.  OBER,  M.D. 

Discussed  by  RAYMOND  M.  SIMON,  M.D. 


Abnormal  Chest  Film 
with  Minimal  Symptoms 


Case  history 

Panayotis  Christopoulos,  M.D.:  A 

fifty-five-year-old  white  male  janitor  was 
referred  by  his  physician  to  Knickerbocker 
Hospital  on  September  29,  1964,  because  of 
abnormal  chest  x-ray  findings. 

The  patient  had  enjoyed  good  health, 
aside  from  chronic  sinusitis,  until  about 
April,  1964,  when  he  started  complaining 
of  attacks  of  choking  sensation  in  his 
throat,  not  related  to  exertion  and  un- 
accompanied by  true  dyspnea.  In  addi- 
tion, he  complained  of  dry  cough,  but  he 
denied  chest  pain,  fever,  hemoptysis, 
nocturnal  dyspnea,  or  orthopnea.  His  ap- 
petite had  remained  good,  and  he  gained 
10  pounds  in  weight.  He  was  employed 
in  heavy  manual  work  and  continued  work- 
ing until  the  day  prior  to  admission. 
The  patient  consulted  several  doctors  who 
prescribed  various  symptomatic  medica- 
tions. When  steam  inhalation  was  ap- 
plied, he  produced  large  amounts  of  sputum 
with  transient  subjective  improvement. 
His  last  physician  took  a chest  x-ray  film, 
which  was  obviously  abnormal.  The  pa- 
tient was  not  a smoker,  had  not  traveled 
recently  outside  New  York  City,  and  had 
never  been  exposed  to  known  noxious 
agents.  There  was  no  known  recent  ex- 
posure to  tuberculosis. 

Physical  examination  revealed  a man  in 
no  apparent  distress  at  rest,  with  obvious 
deformities  of  the  face  including  strabismus 
and  prognathism.  The  temperature  was 
98.4  F.,  pulse  80  and  regular,  respirations 


32,  and  blood  pressure  120/80.  The  mu- 
cous membranes  of  the  mouth  and  pharynx 
were  normal,  and  the  ocular  fundi  appeared 
unremarkable.  There  was  no  cervical 
lymphadenopathy  or  enlarged  nodes  else- 
where. The  neck  veins  were  not  engorged. 
Examination  of  the  chest  revealed  kypho- 
scoliosis and  pectus  excavatum.  There  was 
no  dullness  on  percussion;  scattered  rhon- 
chi  and  occasional  rales  were  heard  with  a 
focus  of  bronchial  breathing  in  the  right 
posterior  mid-lung  field.  The  heart  was 
normal,  and  no  abdominal  organs  were 
palpable.  The  prostate  was  normal  on 
rectal  examination.  There  was  no  periph- 
eral edema,  cyanosis,  or  clubbing  of  the 
fingers  or  toes. 

The  urine,  on  admission,  showed  a 
specific  gravity  of  1.015,  a trace  of  albumin, 
3 plus  sugar,  and  a trace  of  acetone;  the 
sediment  contained  many  white  cells  per 
high-power  field.  Subsequent  urine  ex- 
aminations failed  to  reveal  glycosuria  or 
significant  pyuria.  The  hemoglobin  was 
15.4  Gm.  per  100  ml.;  the  white  blood  cell 
count  was  9,000  with  70  per  cent  neutro- 
phils, 24  per  cent  lymphocytes,  4 per  cent 
eosinophils,  and  2 per  cent  monocytes. 
The  sedimentation  rate  was  7 mm.  per 
hour.  A serologic  test  for  syphilis  pro- 
duced negative  results.  The  fasting  blood 
sugar  was  121  mg.  per  100  ml.,  and  a two- 
hour  postprandial  blood  sugar  level  was 
111  mg.  per  100  ml.  Alkaline  phosphatase 
was  3.2  units  and  acid  phosphatase  1.8 
units.  The  total  plasma  proteins  were  6 


1012  New  York  State  Journal  of  Medicine  / April  15, 1965 


FIGURE  1.  Chest  roentgenogram  on  admission 
showing  extensive  bilateral  densities  occupying 
most  of  the  lung  fields,  sparing  only  the  apexes 
and  costophrenic  angles. 


Gm.  per  100  ml.  with  albumin  4.1  Gm.  and 
globulin  1.9  Gm.  The  serum  electrolytes 
were  normal. 

Chest  x-ray  films  disclosed  irregular 
densities  throughout  both  lungs  (Fig.  1). 
In  the  mid-portions  the  densities  were  con- 
fluent and  on  the  right  side  presented  a 
homogeneous  density.  Multiple  small 
radiolucencies  were  interspersed  through- 
out the  densities.  An  intravenous  pyelo- 
gram  was  unremarkable.  An  upper  gas- 
trointestinal series  was  considered  normal. 
In  the  barium  enema  a concentric  area  of 
narrowing  was  seen  in  the  proximal  as- 
cending colon  without  definite  evidence  of 
a mass  or  mucosal  destruction.  A skeletal 
survey  was  unrevealing. 

An  electrocardiogram  showed  sinus 
tachycardia.  Sputum  culture  grew  out 
Monilia  albicans.  Sputum  concentrates 
were  negative  for  acid-fast  organisms. 
Cytologic  examination  of  the  sputum  re- 
vealed no  atypical  cells.  Skin  tests  for 
histoplasmosis,  coccidioidomycosis,  and  tu- 
berculosis (purified  protein  derivative  num- 
ber 1)  all  gave  negative  results.  A bone 
marrow  aspirate  revealed  erythroid  hyper- 
plasia. Sigmoidoscopy  did  not  disclose 
any  lesion. 

Early  in  the  patient’s  hospital  course 


progressively  increasing  cyanosis  appeared, 
but  the  patient  denied  any  discomfort. 
Repeat  hemoglobin  determination  was  17 
Gm.  per  100  ml.,  and  the  hematocrit  was 
50.  After  the  first  few  days  of  hospitali- 
zation he  started  producing  bloody  sputum, 
which  at  times  was  viscid  and  was  de- 
scribed as  “current  jelly”  sputum.  Inter- 
mittent oxygen  therapy  had  no  effect  on 
his  cyanosis. 

On  the  tenth  hospital  day  bronchoscopy 
was  performed  but  failed  to  disclose  any 
lesion.  Bronchial  aspirates  grew  out  Can- 
dida albicans,  and  cytologic  examination 
showed  atypical  cells. 

On  the  fifteenth  day  the  temperature 
rose  to  103.8  F.,  and  the  patient  appeared 
dyspneic  and  somnolent.  Examination  of 
the  chest  revealed  tracheal  secretions  and 
an  increase  in  the  number  of  rales.  A re- 
peat chest  x-ray  film  showed  no  appreciable 
interval  changes.  The  hemoglobin  was 
15.5  Gm.  per  100  ml.  and  the  white  blood 
cell  count  15,800  with  10  per  cent  stab 
forms,  72  per  cent  mature  neutrophils,  and 
18  per  cent  lymphocytes.  Blood  cultures 
were  sterile.  Sputum  examination  re- 
vealed streptococcus  viridans.  Lumbar 
puncture  yielded  normal  fluid.  Intra- 
venous fluids  were  given,  and  penicillin- 
streptomycin  therapy  was  instituted.  The 
fever  gradually  responded  to  therapy,  and 
four  days  later  the  patient  appeared  im- 
proved with  a temperature  of  98.8  F.  On 
the  nineteenth  hospital  day  an  operation 
was  performed. 

Discussion 

Raymond  M.  Simon,  M.D.:*  In  brief, 
we  are  dealing  with  the  problem  of  a 
fifty-five-year-old  man  who  has  relatively 
mild  pulmonary  complaints  which  are 
considerably  less  than  one  would  expect 
from  glancing  at  the  x-ray  films.  His 
symptoms  got  much  worse  after  he  was 
hospitalized,  and  finally  an  operation  was 
performed.  I would  think  that  the  opera- 
tion was  probably  an  exploratory  thoracot- 
omy and  lung  biopsy.  First  of  all,  let  us 
look  at  the  x-ray  films. 

Joseph  M.  Moynahan,  M.D.:  Exami- 

nation of  the  chest  reveals  massive  involve- 
ment of  both  lungs  sparing  only  the  extreme 

* Associate  Attending  Physician,  Knickerbocker  Hospital. 
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apexes  and  the  costophrenic  angles  (Fig.  1). 
The  densities  are  confluent  in  the  right  mid- 
lung field,  presenting  a homogeneous  ap- 
pearance. On  close  inspection  several  of 
the  densities  have  a poorly  defined  nodular 
appearance.  Multiple  small  radiolucencies 
are  noted  interspersed  throughout  the  den- 
sities, presumably  representing  areas  of 
uninvolved  lung,  perhaps  with  some  em- 
physematous changes  rather  than  cavita- 
tion. No  fluid  levels  are  noted,  and  there 
is  no  evidence  of  bone  destruction. 

The  picture  is  consistent  with  advanced 
carcinoma  of  the  lungs,  either  metastatic  or 
primary  alveolar  carcinoma.  I cannot  ex- 
clude tuberculosis  or  a fungus  infection, 
but  this  appearance  would  be  rather  un- 
usual for  such  diseases.  The  picture  does 
not  resemble  pulmonary  sarcoidosis.  A 
rare  condition  which  should  be  considered 
would  be  pulmonary  alveolar  proteinosis, 
but  the  extensive  nature  of  the  densities 
and  the  nodular  configuration  is  some- 
what against  this  diagnosis. 

Dr.  Simon:  Thank  you,  that  clarifies 

much  of  the  pulmonary  problem,  and  I shall 
return  to  it  in  a moment.  There  are  a few 
matters  mentioned  in  the  protocol  which  I 
shall  disregard  as  red  herrings.  The  con- 
stellation of  strabismus,  prognathism,  and 
kyphoscoliosis  suggests  a congenital  mal- 
formation. However,  I know  of  no  specific 
disease  embracing  these  abnormalities,  nor 
can  I relate  a pulmonary  lesion  to  them. 

Urinalysis  on  admission  showed  pyuria 
and  glycosuria.  These  abnormalities  were 
never  found  again.  Subsequent  blood 
sugar  determinations  were  normal.  I do 
not  think  it  profitable  to  pursue  this  line 
of  investigation  further. 

There  are  several  unlikely  pulmonary  dis- 
eases which  I shall  mention  only  to  ex- 
clude, and  I shall  reserve  analysis  of  the 
diagnosis  I favor  until  last.  I think  we 
can  eliminate  chronic  obstructive  emphy- 
sema with  superimposed  infection.  The 
patient  had  no  history  of  asthma,  no 
clubbing  of  the  fingers,  no  increase  in  the 
posteroanterior  chest  diameter,  and  no  re- 
current episodes  of  pulmonary  infection. 
Even  though  tuberculosis  could  conceivably 
give  us  this  roentgenographic  picture,  the 
tuberculin  test  result  was  negative.  A 
tuberculin  test  result  may  be  negative  in 
overwhelming  infection,  but  it  would  be 
rash  to  consider  tuberculosis  a likely 


diagnosis  in  a patient  with  normal  tempera- 
ture, normal  sedimentation  rate,  and  nega- 
tive sputums.  I will  eliminate  silo-filler’s 
disease;  the  patient  was  not  sick  enough 
for  this  before  entry,  and  he  had  no  ex- 
posure. I will  also  eliminate  pneumoconio- 
sis due  to  such  agents  as  silicon,  beryllium, 
and  asbestos  on  the  basis  of  lack  of  ex- 
posure. A janitor  might  inhale  beryllium 
from  broken  fluorescent  lighting  tubes,  but 
such  exposure  would  be  brief  and  probably 
insufficient  to  account  for  extensive  disease. 
Likewise,  there  is  no  history  of  the  use  of 
oily  nose  drops  which  might  lead  to  a 
lipoid  pneumonitis;  if  this  patient  did  have 
lipoid  pneumonitis,  I would  expect  more  in 
the  way  of  symptoms  and  less  in  the  way 
of  x-ray  findings. 

Pulmonary  sarcoidosis  can  occasionally 
present  sparse  symptoms  of  massive  pul- 
monary infiltration.  However,  such  ex- 
tensive pulmonary  lesions  would  usually  be 
accompanied  by  clubbing  of  the  fingers, 
elevated  sedimentation  rate,  and  an  ele- 
vated serum  globulin.  Also,  if  these  lungs 
were  to  contain  sarcoid  lesions,  there  should 
be  hilar  adenopathy  and  possibly  general- 
ized lymphadenopathy.  I don’t  think  we 
need  to  consider  sarcoidosis  further. 

I will  gladly  eliminate  the  Hamman-Rich 
syndrome.  In  this  entity  we  see  just  the 
reverse  of  the  present  case:  severe  symp- 
toms and  minimal  x-ray  findings.  The 
severity  of  symptoms  in  the  Hamman-Rich 
syndrome  is  due  to  alveolar-capillary 
block,  which  this  patient  does  not  have. 

Persistently  positive  sputum  smears  and 
cultures  of  Candida  suggest  the  possibility 
of  disseminated  candidiasis.  However,  this 
rarely  develops  as  a primary  disease,  and 
there  seems  to  be  no  background  entity  to 
which  it  might  be  secondary.  There  is  no 
evidence  of  involvement  of  the  liver,  spleen, 
or  endocardium,  commonly  found  in  candi- 
diasis. The  normal  sedimentation  rate  is 
against  mycosis  even  as  it  helps  exclude 
tuberculosis  or  sarcoidosis.  It  is  possible 
that  the  Candida  organisms  recovered  were 
from  the  nasopharynx  contaminating  the 
sputum. 

I will  bluntly  discard  the  possibility  of  the 
usual  varieties  of  bronchogenic  carcinoma 
or  bronchial  adenoma.  These  tumors  are 
usually  found  localized  to  a single  place  in 
the  lung.  X-ray  evidence  of  diffuse  pul- 
monary infiltration  is  due  to  atelectasis  or 
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secondary  sepsis  behind  the  tumor.  One 
does  not  find  bilateral  involvement  to  this 
degree  in  bronchogenic  carcinoma  except 
rarely  in  advanced  cases,  when  such  an 
x-ray  picture  would  be  accompanied  by 
anemia  and  cachexia,  both  absent  here. 
Last,  the  patient  was  a nonsmoker. 

Given  the  x-ray  films  as  a point  of  de- 
parture, the  two  most  likely  diagnoses  are 
pulmonary  alveolar  proteinosis  and  bron- 
chiolar  carcinoma.  Pulmonary  alveolar 
proteinosis  may  give  the  picture  of  massive 
pulmonary  infiltration  with  minimal  symp- 
toms. However,  the  course  of  this  rare 
entity  is  usually  much  more  prolonged. 
The  disease  can  at  times  have  a fatal  out- 
come, but  it  is  usually  slow.  It  often  takes 
several  years  of  progressive  coughing  be- 
fore large  amounts  of  sputum  are  produced. 
Many  patients  with  alveolar  proteinosis 
give  a history  of  working  with  wood, 
although  this  is  by  no  means  uniform. 
However,  patients  with  alveolar  protein- 
osis do  not  usually  deteriorate  so  quickly  as 
this  patient.  Therefore,  with  some  hesi- 
tation I will  discard  the  diagnosis. 

Last,  let  us  consider  bronchiolar  carcino- 
ma or  alveolar  cell  carcinoma.  This  is  a 
neoplastic  disease  of  unknown  cause.  A 
somewhat  similar  lesion  is  found  in  sheep, 
possibly  caused  by  a virus,  and  called 
jagziekte.  It  is  a tumor  which  may  arise 
multicentrically  and  simultaneously  in 
both  lungs.  It  is  not  related  to  smoking. 
The  mean  age  of  onset  is  in  the  middle 
fifties.  Patients  usually  deteriorate 
rapidly,  and  ours  certainly  did.  Hemop- 
tysis and  polycythemia  can  be  explained 
on  the  basis  of  pulmonary  hypertension 
secondary  to  extensive  infiltration  of  bron- 
chioles and  alveoli.  In  the  present  pa- 
tient the  quick  onset  of  cyanosis  and  re- 
spiratory insufficiency  was  probably  precip- 
itated by  an  intercurrent  infection,  vide 
the  sudden  temperature  elevation  on  the 
fifteenth  day.  I would  explain  his  somno- 
lence on  the  basis  of  carbon  dioxide  intoxi- 
cation and  negligible  respiratory  reserve. 

Bronchiolar  carcinoma,  being  a disease  of 
the  terminal  bronchioles,  often  may  not 
yield  a smear  that  reacts  positively  on 
exfoliative  cytologic  examination  until  there 
is  sufficient  detachment  or  sloughing  of 
cells.  This  may  explain  why  the  smears 
showed  negative  findings  at  first,  becoming 
positive  only  after  intercurrent  infection 


promoted  focal  breakdown  of  the  tumor. 
In  our  patient  the  course  of  the  disease  is 
consistent  with  the  usual  picture,  less  than 
six  months  from  the  onset  of  symptoms  to 
hospitalization. 

To  recapitulate  briefly,  the  problem  is 
one  of  rapid  deterioration  in  a man  who 
had  extensive  bilateral  pulmonary  in- 
filtrates and  minimal  respiratory  symptoms 
until  shortly  before  operation.  The  lack  of 
antecedent  exposure  or  a suitable  back- 
ground for  pulmonary  disease  due  to  bac- 
teria, fungi,  or  inhalants  points  almost  in- 
evitably to  neoplasms.  The  one  most 
likely  to  produce  extensive  bilateral  lesions 
and  have  a rapid  course  is  bronchiolar 
carcinoma,  and  I offer  this  as  my  diagnosis. 

Michael  S.  Bruno,  M.D.:  What  is  the 

current  status  of  the  ideas  regarding  the  re- 
lationship of  pulmonary  adenomatosis  and 
bronchiolar  carcinoma  and  the  question  of 
possible  viral  cause? 

Dr.  Simon:  These  ideas  were  much  in 

vogue  eight  or  ten  years  ago.  However, 
no  virus  seems  to  have  been  isolated  from 
either  sheep  with  jagziekte  or  human 
beings  with  bronchiolar  carcinoma.  The 
pulmonary  lesions  in  sheep  show  more  cel- 
lular uniformity  than  the  lesions  in  human 
beings,  and  there  is  still  some  question 
whether  or  not  in  sheep  it  is  truly  a malig- 
nant disease  which  metastasizes,  hence  the 
term  pulmonary  adenomatosis.  There  has 
been  little  information  in  the  literature 
during  recent  years,  and  I think  we  can  in- 
fer that  the  pathogenesis  of  bronchiolar 
carcinoma  in  man  still  remains  unsolved. 

Jerome  Kamlet,  M.D.:  The  primary 

admission  diagnosis  in  this  patient  was 
carcinoma,  but  whether  primary  or  meta- 
static I could  not  tell.  The  work-up  was 
planned  to  investigate  the  possible  location 
of  a primary  tumor  or  to  exclude  it.  In  the 
course  of  our  studies  we  discovered  Candida 
albicans  in  sputum  cultures  and  were  faced 
with  deciding  whether  the  patient’s  chest 
lesions  were  in  fact  due  to  this  fungus  or 
whether  it  was  a red  herring.  I was  also 
concerned  as  to  whether  or  not  he  might 
have  some  treatable  form  of  alveolar-capil- 
lary block. 

Furman  M.  Jones,  Jr.,  M.D.:  What 

was  the  patient’s  original  complaint  when 
you  first  saw  him? 

Dr.  Kamlet:  He  complained  of  a 

choking  sensation  and  difficulty  in  swallow- 
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ing.  He  did  not  really  have  shortness  of 
breath. 

Marcel  Tuchman,  M.D.:  I think  that 

the  recovery  of  Candida  from  the  sputum 
is  very  often  misleading. 

Dr.  Kamlet:  Yes,  it  often  is,  but  the 

smear  was  loaded  with  hyphae  and  mycelia, 
and  there  were  innumerable  colonies  on  the 
culture  plate.  In  the  face  of  such  a large 
quantity  of  fungus  I did  not  feel  I could 
overlook  the  bacteriologic  report  without 
further  investigation. 

Dr.  Tuchman:  Does  the  absence  of 

pleural  fluid  on  the  chest  x-ray  film  militate 
against  a diagnosis  of  tuberculosis? 

Dr.  Moynahan:  With  such  extensive 

pulmonary  infiltration  I would  expect  a 
noticeable  pleural  effusion  if  this  were 
tuberculosis. 

Dr.  Bruno:  If  this  patient  had  tuber- 

culosis as  extensively  as  the  chest  x-ray 
films  indicate,  he  would  have  been  mori- 
bund on  admission  rather  than  minimally 
symptomatic. 

Clinical  diagnoses 

1.  Alveolar-cell  carcinoma,  lungs,  bi- 
lateral 

2.  ??  Metastatic  carcinoma  to  lungs 

Dr.  Simon's  diagnosis 

1.  Bronchiolar  carcinoma,  lungs,  bi- 
lateral 

Pathologic  report 

William  B.  Ober,  M.D.:  Before  I 

present  the  pathologic  findings,  let  us  hear 
what  was  found  at  operation. 

Richard  B.  Nolan,  M.D.:  We  elected 

to  perform  a right-sided  thoracotomy  to 
establish  a diagnosis  and  see  if  any  treat- 
ment was  possible.  On  entering  the  chest 
we  found  about  200  cc.  of  clear  fluid  in  the 
pleural  space.  The  lung  was  not  crepitant 
nor  collapsible.  A wedge  biopsy  was 
taken  from  the  anterior  part  of  the  middle 
lobe  of  the  right  lung,  and  Dr.  Ober  will 
report  on  that  in  a moment.  An  elective 
tracheotomy  was  done  and  a drainage  tube 
inserted  in  the  right  pleural  space.  The 
patient’s  immediate  postoperative  con- 
dition was  satisfactory,  considering  his 
narrow  range  of  pulmonary  physiologic 


FIGURE  2.  Cell  block  from  pleural  effusion  show- 
ing clusters  of  tumor  cells. 


safety,  but  he  died  about  twelve  hours 
after  operation  with  respiratory  insuffi- 
ciency. Permission  for  autopsy  could  not 
be  obtained. 

Dr.  Ober:  The  pathologic  material 

we  have  at  our  disposal  consists  of  a cell 
block  prepared  from  the  pleural  effusion 
and  a lung  biopsy.  The  cell  block  was 
positive  for  carcinoma  cells  growing  in 
sheets,  rosettes,  and  acini  (Fig.  2).  The 
lung  biopsy  showed,  as  Dr.  Simon  pre- 
dicted, a characteristic  pattern  which  is 
known  variously  as  alveolar  cell  carcinoma, 
bronchiolar  carcinoma,  and  so  forth.  The 
atria  and  alveoli  were  filled  with  mucoid 
material  in  which  detached  tumor  cells 
floated  singly  and  in  nests  (Fig.  3).  The 
terminal  bronchioles  were  lined  by  a tall 
columnar  epithelium  with  nuclear  pleo- 
morphism  and  atypia  from  which  the  intra- 
atrial  and  intra-alveolar  cells  were  ex- 
foliating (Fig.  4).  Pulmonary  lymphatics 
were  infiltrated  by  clumps  of  tumor  cells 
(Fig.  5),  and  a periodic  acid  stain  with 
Schiff’s  reagent  was  strongly  positive  for 
mucopolysaccharides  in  both  the  bron- 
chiolar epithelium  and  the  intra-alveolar 
fluid  (Fig.  6). 
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FIGURE  3.  Biopsy  from  middle  lobe  of  right  lung 
showing  atria  and  alveoli  filled  with  mucoid  mate- 
rial which  tumor  cells  float  singly  and  in  clumps. 


The  first  description  of  multicentric  al- 
veolar-cell carcinoma  of  the  lung  was  re- 
corded by  Malassez  in  1876. 1 The  histori- 
cal development  of  our  knowledge  of  the 
nature  of  this  uncommon  tumor  is  based  at 
first  on  similar  reports  of  isolated  cases,  then 
small  series  of  cases,  and  a variety  of  his- 
togenetic  speculations.  During  the  1940’s 
a number  of  studies,  notably  those  by 
Herbut2-  3 and  Smith,  Knudtson,  and 
Watson4  served  to  establish  its  origin  from 
the  cells  lining  terminal  bronchioles,  hence 
the  currently  favored  label,  terminal  bron- 
chiolar  carcinoma.  As  one  reviews  the 
accumulated  literature,  it  is  apparent  that 
the  lesion  is  often  multicentric  and  bilateral; 
both  nodular  and  diffuse  forms  have  been 
described.  An  occasional  case  has  been 
reported  in  which  a solitary  nodule  with 
this  microscopic  appearance  has  been 
resected  with  at  least  a five-year  survival. 
However,  the  usual  course  is  that  of  rapid 
progressive  disease  characterized  by  in- 
tensely severe  dyspnea.  Metastases  to 
peribronchial  and  hilar  lymph  nodes  are 
frequent,  and  the  usual  distribution  of 
metastases  of  pulmonary  cancer  to  liver, 


FIGURE  4.  (A)  Terminal  bronchioles  lined  by  tall  columnar  epithelium  with  cellular  pleomorphism  and  nu- 
clear hyperchromasia;  there  is  considerable  exfoliation.  (B)  Detail  of  (A)  showing  thin  segment  of  termi- 
nal bronchiolar  epithelium  which  has  undergone  neoplastic  transformation.  Scattered  tumor  cells,  both 
single  and  cohesive,  seem  to  have  been  detached  from  this  or  similar  neoplastic  linings. 
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FIGURE  7.  Barium  enema  showing  segmental 
narrowing  in  ascending  colon;  mucosal  pattern  is 
preserved. 


adrenals,  bone,  and  brain  has  been  doc- 
umented. 

In  1957  Eck5  summarized  reports  of  337 
cases  from  the  world  literature.  He  em- 
phasized what  had  been  pointed  out  col- 
laterally by  others:  that  although  the 

largest  number  of  pulmonary  tumors  with 
this  microscopic  pattern  were  apparently 
primary  in  the  lung,  often  multicentrically, 
an  occasional  case  might  represent  an 
unusual  pattern  of  metastatic  carcinoma  to 
the  lung  from  an  occult,  clinically  silent 
primary  site.  Further  observations  along 
this  line  have  been  made  by  Rossman  and 
Vortel6  and  by  Hewer7  who  recently  col- 
lected a number  of  cases  independently  of 
each  other  in  which  the  pattern  of  pul- 
monary bronchiolar  carcinoma  was  found 
in  the  lungs,  but  the  primary  lesion  was  a 
small  tumor  in  such  places  as  the  pancreas, 
the  large  intestine,  and  even  such  unlikely 
places  as  the  ovary,  thyroid,  and  kidney. 

Therefore,  in  the  absence  of  an  autopsy 
on  this  patient,  I can  say  only  that  the 


FIGURE  5.  Clusters  of  tumor  cells  seen  distend- 
ing intrapulmonic  lymphatic  channels. 


FIGURE  6.  Periodic  acid  stain  with  Schiff’s  re- 
agent shows  abundant  mucopolysaccharide  in 
tumor  cells  and  pulmonary  air  space. 
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lung  biopsy  showed  the  pattern  of  a termi- 
nal bronchiolar  carcinoma  involving  the 
middle  lobe  of  the  right  lung.  Statistically, 
when  a pathologist  sees  this  pattern  in  a 
biopsy,  the  likelihood  that  it  is  a primary 
lung  tumor  is  very  great.  However,  speak- 
ing strictly,  I cannot  exclude  the  possibility 
of  a metastatic  tumor  which  exhibits  the 
same  pattern.  For  this  reason,  I am 
intensely  interested  in  the  x-ray  film  show- 
ing the  area  of  narrowing  in  the  proximal 
ascending  colon  as  a possible  occult,  silent 
primary  site.  May  we  have  another 
look  at  that  film? 

Dr.  Moynahan:  There  is  an  area  of 
narrowing  in  the  ascending  colon  (Fig.  7). 
The  mucosal  pattern  is  clearly  visualized  in 
this  area,  making  it  unlikely  that  it  rep- 
resents a primary  carcinoma  of  the  colon. 
It  may  represent  an  area  of  spasm.  Un- 
fortunately, the  patient  died  before  a repeat 
examination  could  be  performed. 


Duodenal  ulcer  and  success 
of  therapy 

After  reviewing  studies  by  various  investi- 
gators, J.  C.  Handelsman,  M.D.,  writing  in  the 
West  Virginia  Medical  Journal,  gives  a summary 
consensus  on  the  assessment  of  medical  therapy 
of  duodenal  ulcer  as  follows:  The  large  majority 
of  patients  get  medical  therapy  with  prompt 
symptomatic  relief  and  healing  of  the  ulcer  in 
six  to  eight  weeks.  About  80  per  cent,  however, 
suffer  recurrences  every  two  years  or  so  on  the 
average,  with  13  per  cent  coming  to  surgery  and 
another  18  per  cent  remaining  dissatisfied. 
Over  long-term  follow-up  about  2 to  4 per  cent 
die  whether  or  not  they  have  surgery. 


Final  anatomic  diagnoses 

1 . Terminal  bronchiolar  carcinoma , mid- 
dle lobe  of  right  lung 

2.  Pleural  effusion , positive  for  carcinoma 
cells 
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In  prefacing  his  discussion  of  surgery  in 
duodenal  ulcer  with  these  observations,  the 
author  observes  that  comparisons  between 
medical  and  surgical  management  add  little  of 
value,  since  the  two  are  not  competitive  nor 
are  they  aimed  at  the  same  thing.  It  is  the 
complication  of  duodenal  ulcer  that  brings  the 
patients  to  surgery:  hemorrhage,  obstruction, 
perforation,  or  failure  of  symptoms  to  come 
under  control.  The  last  one  mentioned,  in- 
tractability, presents  a clearly-defined  challenge 
to  surgery.  Results  are  excellent  in  obstruc- 
tion and  good  in  perforation.  In  hemorrhage, 
a high  mortality  rate  prevails  (7  to  14  per  cent) . 
Regarding  hemorrhage,  the  author  notes  that 
what  is  done  appears  to  be  less  important  than 
that  it  be  done  consistently  without  individual- 
ization. 
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Constricting  Lesion 
of  Rectosigmoid 
(Granulomatous  Colitis) 


Case  history 

A thirty-y ear-old  Negro  woman  was 
admitted  to  St.  Luke’s  Hospital  for  the 
second  time  on  July  24,  1963,  with  the 
chief  complaint  of  increasing  constipation 
over  a period  of  three  months.  Her 
previous  admission  of  December,  1961,  was 
for  chronic  pelvic  inflammatory  disease 
for  which  a bilateral  salpingectomy  and 
left  oophorectomy  had  been  performed. 
Although  the  patient  had  a long  history 
of  mild  constipation,  in  the  three  months 
prior  to  her  admission  there  had  been 
markedly  increased  difficulty  in  moving  her 
bowels,  with  a decrease  in  the  caliber  of 
her  stool  which  was  frequently  blood 
streaked.  She  also  complained  of  crampy 
left  lower  quadrant  pain  but  denied  diar- 
rhea, melena,  weight  loss,  nausea,  or 
vomiting. 

The  patient  was  well  developed  and 
nourished,  and  her  vital  signs  were  normal. 
The  abdomen  was  soft.  No  masses  or 
organs  were  felt.  There  was  tenderness  in 
both  lower  quadrants. 

Sigmoidoscopy  was  performed.  The 

lumen  of  the  bowel  was  narrowed  by  an 
area  of  inflammation  and  scarring  11  cm. 
from  the  anus.  Biopsy  material  was 
obtained  from  this  area  and  was  interpreted 
as  granulomatous  inflammation.  Both 


proximal  and  distal  to  the  narrowed  area 
the  mucosa  was  edematous  and  inflamed. 

Laboratory  studies  included  a negative 
urinalysis.  The  hemoglobin  was  13  Gm. 
per  100  ml.  with  a white  blood  cell  count  of 
8,270  (49  per  cent  polymorphonuclear 

leukocytes).  Stool  guaiac  studies  gave 
negative  results  on  5 occasions,  and  stool 
examinations  were  also  negative  for  ame- 
bas,  ova,  and  parasites.  A Frei  test  was 
performed  twice  and  both  times  was 
interpreted  as  showing  negative  reactions. 

Radiographic  discussion 

Virginia  Kanick,  M.D.:  Roentgeno- 

grams of  the  chest  showed  no  evidence  of 
abnormality.  An  intravenous  pyelogram 
demonstrated  a duplication  of  the  left 
renal  pelvis  and  proximal  ureter.  The 
abdomen  showed  a dilated  fecal-filled  colon. 
A barium  enema  revealed  a symmetrical 
tapering  of  the  lumen  of  the  rectosigmoid 
reaching  an  area  of  marked  stenosis  16  to 
17  cm.  above  the  anal  verge.  This  nar- 
rowed area  was  approximately  4 to  5 cm. 
in  length  (Figs.  1 and  2).  Proximal  to 
this  narrowing,  the  colon  was  markedly 
dilated  and  was  distended  with  fecal 
material  (Fig.  3). 

The  radiologic  findings  are  entirely 
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FIGURE  1.  Oblique  view  of  rectosigmoid  colon 
shows  symmetrical  tapering  of  lumen. 


FIGURE  3.  Proximal  to  lesion,  colon  markedly  di- 
lated and  distended  with  feces. 


FIGURE  2.  Marked  stenosis  of  lumen  present  on 
lateral  view. 


consistent  with  an  annular  constricting 
neoplasm  in  the  rectosigmoid  region.  In 
view  of  the  patient’s  young  age,  however, 
other  causes  of  a benign  nature  were 
considered.  Among  these  possibilities  lym- 
phogranuloma venereum  would  seem  the 
most  probable  and  was  not  considered 
entirely  excluded  even  after  the  persistently 
negative  Frei  test  findings.  Additional 
possible  diagnoses  might  relate  to  the 


patient’s  previous  pelvic  inflammatory 
disease  or  to  some  other  inflammatory 
disease  of  the  colon  such  as  diverticulitis. 

Surgical  discussion 

Harold  A.  Zintel,  M.D.:  On  the  day  of 
operation  a proctoscope  could  not  be  passed 
beyond  the  point  of  narrowing.  The 
bowel  wall  was  thickened  and  edematous. 
At  laparotomy  the  sigmoid  colon  for  a 
distance  of  6 inches  above  the  peritoneal 
floor  was  edematous  and  inflamed.  The 
rectosigmoid  colon  was  followed  distal  to 
the  pelvic  floor  to  a point  thought  to  be 
approximately  10  cm.  from  the  muco- 
cutaneous junction.  The  bowel  was  divided 
at  this  point,  and  approximately  17  cm.  of 
rectosigmoid  colon  were  removed.  The 
stenosed  area  was  in  this  length  of  resected 
colon.  An  anterior  anastomosis  was  per- 
formed between  the  normal-appearing  prox- 
imal bowel  and  the  distal  thickened, 
inflamed  bowel.  A transverse  colostomy 
was  done. 

Postoperatively  the  patient  developed  a 
fecal  fistula  which  drained  through  her 
operative  wound  but  closed  spontaneously. 
Three  months  later  the  colostomy  was 
closed. 

The  patient  was  last  seen  a year  follow- 
ing the  initial  operation,  was  in  good 
health,  and  had  normal  bowel  movements. 
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FIGURE  4.  Granulomatous  colitis  (regional  enteri- 
tis involving  colon).  Mucosa  intact;  marked 
fibrous  thickening  of  subjacent  layers  with  many 
foci  of  lymphocytes  and  occasional  noncaseating 
granulomas. 


FIGURE  5.  Granulomatous  colitis  (regional  enteri- 
tis involving  colon).  Two  granulomas  and  many 
lymphocyte  aggregates  seen  in  submucosa. 


Pathologic  discussion 

George  W.  Munsick,  M.D.:  The 

resected  segment  of  colon  was  14  cm.  long. 
Six  cm.  from  the  distal  end  the  wall  was 
firm  and  up  to  1.1  cm.  thick.  The  di- 
ameter of  the  lumen  at  this  point  was  1 cm. 


The  mucosa  overlying  this  area  and  the 
distal  part  of  the  specimen  had  a cobble- 
stone appearance.  Proximal  to  the  stenosis 
the  colon  was  dilated. 

In  sections  taken  through  the  stenotic 
area  there  was  marked  thickening  of  all 
layers  of  the  wall  by  moderately  cellular 
fibrous  tissue  in  which  there  were  focal 
accumulations  of  lymphocytes  and  nodules 
composed  of  epithelioid  cells  and  multi- 
nucleated  giant  cells  (Figs.  4 and  5). 
The  granulomas  were  most  numerous  in 
the  submucosa.  Special  stains  revealed 
neither  organisms  nor  foreign  material. 
For  the  most  part  the  mucosa  was  intact, 
but  there  were  a few  superficial  erosions. 

Comment 

Dr.  Kanick:  Granulomatous  disease  of 
the  gastrointestinal  tract  (Crohn’s  disease) 
has  been  found  in  the  stomach,  duodenum, 
and  colon,  as  well  as  in  its  usual  location, 
the  small  bowel.1-4  When  the  colon  is 
involved,  it  usually  coexists  with  granulom- 
atous disease  of  the  ileum  either  con- 
currently in  separated  areas,  by  direct 
extension,  or  postoperatively  after  resection 
of  a lesion  of  the  small  bowel.  The  disease 
may  also  exist  as  a primary  condition  con- 
fined to  the  colon,  as  in  this  case. 

The  radiographic  findings  in  a typical 
Crohn’s  disease  of  the  colon  have  been 
described  by  Wolf  and  Marshak5  and  other 
authors.  These  include  the  presence  of 
longitudinal  ulcerations,  transverse  fissures, 
internal  fistulas,  “cobblestoning”  secondary 
to  pseudopolyp  changes,  and  narrowing  of 
the  bowel  wall  with  rigidity.  Frequently 
lesions  are  eccentric  and  localized;  skip 
areas  characteristically  occur.  These  lat- 
ter two  radiographic  characteristics  often 
aid  in  the  usual  differential  diagnostic 
problem  between  granulomatous  colitis 
and  ulcerative  colitis.  When  a lesion  is 
single  and  quite  limited  in  extent,  the  dif- 
ferential diagnosis  may  become  more  dif- 
ficult and  such  lesions  as  carcinoma  and 
diverticulitis  may  be  simulated. 

The  present  case  falls  into  this  latter 
category.  The  primary  roentgeno graphic 
features  are  the  presence  of  partial  ob- 
struction to  the  fecal  stream  caused  by  a 
localized  constricting  lesion.  A benign 
origin  is  suggested  by  the  smoothly  taper- 
ing margin  of  the  distal  portion  of  the 
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FIGURE  6.  Ulcerative  colitis.  Mucosa  has  small 
ulceration  and  there  is  evidence  of  undermining  to 
reader’s  left  on  photograph.  Note  too  there  is 
minimal  thickening  of  submucosa  and  no  involve- 
ment of  muscular  layers.  Compare  with  Figure  4. 

lesion.  Without  involvement  of  the  small 
intestine  or  of  other  areas  of  the  colon, 
however,  the  diagnosis  of  granulomatous 
colitis  would  not  be  seriously  considered 
from  the  radiographic  findings  alone. 

Charles  F.  Begg,  M.D.:  The  gross  and 
microscopic  features  of  regional  enteritis 
and  ulcerative  colitis  are  significantly 
different.  This  suggests  a difference  in 
causative  factors  and  pathogenesis  and 
permits  a correct  diagnosis  of  the  process  to 
be  made  even  when,  as  occasionally  occurs, 
regional  enteritis  involves  the  colon  or 
ulcerative  colitis  involves  the  ileum.  The 
difference  in  the  pathologic  expression  of 
these  two  entities  has  recently  been  dis- 
cussed in  two  reports.6*7 

In  ulcerative  colitis  the  mucosa  is  the 
principal  site  of  involvement,  the  usual 
effects  being  ulceration,  undermining,  and 
epithelial  hyperplasia  with  pseudopolyp 
formation  (Fig.  6).  Perforation  occa- 
sionally occurs,  and  there  is  an  increased 
incidence  of  carcinoma. 

In  regional  enteritis,  on  the  other  hand, 


the  mucosa  has  less  conspicuous  lesions  and 
the  major  site  of  disease  is  in  the  sub- 
mucosa, muscularis,  and  subserosa,  with 
focal  lymphocyte  aggregations,  granu- 
lomas, and  fibrosis.  Free  perforation 
rarely  occurs,  but  fistula  formation  is 
common.  Stenosis  and  obstruction  are 
common  sequelae.  The  incidence  of  car- 
cinoma is  not  increased  in  these  areas. 
Generally  the  bowel  wall  :s  not  greatly 
thickened  in  ulcerative  colitis  but  is 
considerably  thickened  in  regional  enteritis. 

The  case  presented  here  has  all  the 
pathologic  features  of  regional  enteritis 
although  it  occurs  in  the  colon.  Its 
effects,  namely  stenosis  and  partial  ob- 
struction, are  more  characteristic  of  regional 
enteritis  than  of  ulcerative  colitis,  and  :'t 
is  of  interest  that  a postoperative  fistula 
did  develop.  Although  the  patient  has 
done  well  since  discharge,  there  is  a 
distinct  possibility  that  the  process  may 
involve  other  segments  of  her  bowel,  and 
she  will  be  followed  carefully. 

Nathaniel  Finby,  M.D.:  Two  ques- 

tions: First,  can  this  be  lymphogranuloma 
venereum  even  though  the  Frei  test  result 
is  negative;  and  second,  can  tuberculosis  be 
excluded  in  this  case? 

Dr.  Begg:  We  think  that  the  histologic 
features  which  we  have  shown  are  not 
consistent  with  lymphogranuloma  vener- 
eum. We  realize  that  it  is  possible  for  the 
Frei  test  result  to  be  negative  even  when 
this  disease  is  present.  We  believe  that  we 
have  excluded  tuberculosis  since  we  are 
unable  to  find  any  other  tuberculous  focus 
and  since  there  is  no  evidence  of  caseous 
necrosis  in  the  lesion,  and  we  have  been 
unable  to  recover  any  acid-fast  organisms. 
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Hazard  of  Mixing 
Relaxant  Drugs 


It  has  become  common  practice  to  em- 
ploy  the  short-acting  drug  succinylcholine 
for  relaxation  of  the  jaw  to  expedite  en- 
dotracheal intubation  during  induction  of 
general  anesthesia  and  then  to  change  to 
longer-acting  drugs,  such  as  curare,  to 
provide  muscle  relaxation  as  needed  sub- 
sequently for  the  surgical  procedure  itself. 
Only  if  properly  safeguarded  may  such 
polypharmacy  be  considered  acceptable 
clinical  usage;  otherwise  the  results  may  be 
both  unpredictable  and  deleterious,  as 
in  the  following  example. 

Case  report 

A forty-seven-year-old  male  weighing  154 
pounds  was  admitted  to  the  hospital  for  gas- 
trectomy because  of  bleeding  from  a gastric 
ulcer.  Blood  pressure  was  120  mm.  Hg  systolic 
and  70  diastolic,  pulse  92,  with  electrocardio- 
graphic evidence  of  left  bundle  branch  block. 
The  physical  examination  revealed  mitral  and 
aortic  insufficiency  and  aortic  stenosis,  all  con- 
sidered to  be  rheumatic  in  origin.  He  was 
receiving  digitoxin  0.5  mg.  daily  in  divided 
doses  by  mouth.  Since  his  hemoglobin  was 
only  10  Gm.  per  100  ml.,  preoperative  prep- 
aration included  the  transfusion  of  1,000  ml.  of 
whole  blood. 

Presented  and  discussed  at  a conference  held  at  Columbia- 
Presbyterian  Medical  Center,  New  York  City,  November  2, 
1964.  Clinical  Anesthesia  Conferences  are  held  on  the  first 
Monday  of  each  month. 


Preanesthetic  medication  consisting  of  seco- 
barbital 100  mg.  and  atropine  0.4  mg.  was  given 
intramuscularly  seventy-five  minutes  prior  to 
his  arrival  in  the  operating  room.  Anesthesia 
was  induced  with  thiopental  sodium  200  mg. 
intravenously  in  divided  doses,  followed  by 
succinylcholine  100  mg.  intravenously  to  facili- 
tate endotracheal  intubation.  Anesthesia  was 
then  maintained  with  cyclopropane  and  oxygen, 
using  a closed  circle  carbon  dioxide  absorbing 
system.  Respiration  was  controlled  through- 
out the  procedure.  Eight  minutes  after  the 
administration  of  succinylcholine  and  before 
the  return  of  spontaneous  respiratory  efforts 
d-tubocurarine  6 mg.  was  administered  intra- 
venously. Additional  amounts  of  d-tubo- 
curarine  were  given  intermittently  to  a total  of 
42  mg.  during  the  five  and  one-half  hour 
operation.  At  the  end  of  the  procedure,  one 
and  one-half  hours  after  the  last  injection  of 
curare,  spontaneous  respiratory  efforts  were 
deemed  inadequate.  In  an  attempt  to  reverse 
the  presumed  persistent  curare  effect,  atropine 
1 mg.  was  administered  intravenously,  followed 
by  neostigmine  (Prostigmin)  5 mg.  in  divided 
doses,  but  the  respiratory  response  was  insuf- 
ficient. Pulmonary  ventilation  was  maintained 
for  three  hours  by  rhythmic  manual  compression 
of  the  breathing  bag,  then  respirations  were 
mechanically  assisted  with  a Bird  respirator  for 
another  seven  hours.  By  this  time  spon- 
taneous ventilation  had  been  satisfactorily 
restored,  so  the  endotracheal  tube  was  re- 
moved. 

The  following  day  a plasma  sample  was 
analyzed  and  showed  an  unduly  low  dibucaine 
hydrochloride  number,  indicating  an  abnor- 
mality in  the  plasma  pseudocholinesterase.1 
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Comment 

The  original  classification  of  muscle 
relaxant  drugs  as  depolarizing  or  nonde- 
polarizing according  to  their  action  on  the 
neuromuscular  junction  is  an  oversimpli- 
fication. With  depolarizing  drugs,  the  block 
first  manifests  the  signs  of  depolarization, 
but  these  gradually  give  way  to  the  signs  of 
nondepolarization;  the  block  is  now  termed 
“dual”  or  “biphasic.”2  Dual  block  may  be 
anticipated  whenever  a sufficient  amount 
of  depolarizing  drug  is  administered,  but  its 
speed  of  onset  is  at  present  unpredictable.2-3 

In  the  presence  of  a low  or  atypical  plasma 
pseudocholinesterase,  the  development  of 
dual  block  may  present  a major  clinical 
problem.1-4  Consequently,  until  a simple 
preoperative  screening  procedure  has  been 
developed  to  detect  pseudocholinesterase 
abnormalities,  succinylcholine  must  be  ad- 
ministered with  caution.  Subsequent  use 
of  curare  also  requires  care.  Depending  on 
the  doses  of  each  relaxant  and  their  time 
relationships,  the  two  types  of  neuro- 
muscular block  may  be  either  antagonistic 
or  mutually  reinforcing.  Since  clinical  use- 
fulness depends  on  predictability  of  drug 
effect,  prudence  dictates  that  deliberate 
concurrent  mixing  of  the  two  types  be 
avoided.  As  a practical  corollary,  following 
the  use  of  the  depolarizing  blocking  agent 
succinylcholine,  the  anesthesiologist  should 
wait  for  some  evidence  of  return  of  neuro- 
muscular transmission  before  proceeding  to 
administer  a nondepolarizer  such  as  d- 
tubocurarine.  Had  this  simple  precaution 
been  taken  in  the  present  instance,  the 
possibility  of  a pseudocholinesterase  defect 
could  have  been  considered  immediately. 

It  is  well  established  that  a depolarizing 


block  is  potentiated  and  a nondepolarizing 
block  antagonized  by  anticholinesterases 
such  as  edrophonium  and  neostigmine.5 
Consequently,  the  use  of  such  drugs  as 
antagonists  to  reverse  paralysis,  without 
first  making  a diagnosis  of  the  type  of  block, 
is  fraught  with  danger.  If  the  dual  block 
is  not  completely  established,  then  anti- 
cholinesterases will  merely  prolong  the 
paralysis.2  This  may  well  have  occurred  in 
the  case  just  described. 

The  nature  of  the  neuromuscular  block- 
ade can  be  determined  with  the  aid  of  a 
nerve  stimulator,  by  measuring  the  muscle 
response  to  twitch  (1  to  10  impulses  per 
second),  and  tetanic  (25  to  50  impulses  per 
second)  rates  of  stimulation.5  With  a non- 
depolarizing block,  gradual  fade  of  muscle 
response  is  observed  following  a twitch  rate 
of  stimulation.  The  response  to  tetanic 
stimulation  is  also  a poorly  sustained  con- 
traction (Wedensky  inhibition).  Subsequent 
return  to  a twitch  rate  elicits  an  improved 
response  (post-tetanic  facilitation).  With 
a depolarizing  block,  both  twitch  and  tetanic 
responses  are  small  but  well  sustained; 
post-tetanic  facilitation  is  not  observed.5 
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M ODERN  AGRICULTURAL  CHEMICALS  are 
needed  to  control  pests  and  plant  diseases  in 
meeting  the  food  and  fiber  needs  of  today’s 
populations.  Persistent  pesticides  such  as 
DDT  have  been  found,  however,  as  resi- 
dues in  fish,  water,  birds,  and  human 
beings.  Evidence  is  lacking  to  link  residue 
levels  of  pesticides  conclusively  with  harm- 
ful effects.  Much  research  is  under  way 
to  study  the  metabolism  and  sensitive  de- 
tection of  these  compounds  and  to  de- 
velop new  pesticides  and  nonchemical 
control  methods  to  obviate  the  residue 
problem. 

Stable  pesticides 

Attaching  chlorine  to  an  organic  molecule 
is  a convenient  method  of  imparting  toxicity 
to  it.  However,  the  resulting  molecule  is 
often  extremely  stable,  water  insoluble,  and 
nonvolatile  and  may  remain  virtually  un- 
altered in  many  biologic  systems.  These 
properties  are  desirable  for  long-term  pest 
control  but  not  for  minimizing  harvest 
residues.  These  properties  of  stability, 
and  so  on  are  most  prominently  associated 


with  the  chlorinated  hydrocarbon  insecti- 
cides, DDT,  chlordane,  heptachlor,  aldrin, 
dieldrin,  endrin,  toxaphene,  and  a few 
others.  Chlordane  has  been  detected  in 
soil  twelve  years  following  application.1 
Dieldrin  and  heptachlor  showed  practically 
no  disappearance  after  a year  stored  deep 
in  a silo  under  conditions  of  active  fermen- 
tation.2 The  concentration  of  endrin  in 
field-treated  cauliflower  leaves  did  not  de- 
crease following  an  hour  of  boiling  in  water 
as  for  soup  preparation.1 

The  persistence  of  these  compounds 
allows  them  to  remain  largely  intact  for 
years  during  slow  leaching  out  of  soil,  for 
translocation  in  animals,  and  even  during 
passage  through  a food  chain  of  organisms. 
Examples  may  be  noted.  Thus,  ppt  (part 
per  trillion)  levels  of  DDT  and  DDE  (a 
stable  DDT  metabolite)  have  been  de- 
termined in  lakes  fed  in  part  by  drainage 
water  from  agricultural  land.3  Heptachlor 
fed  to  lactating  cows  at  a level  of  5 ppb 
(part  per  billion)  in  their  feed  showed  de- 
terminable levels  of  heptachlor  epoxide 
metabolite  within  three  days.4  Cows  fed 
DDT-containing  corn  silage  (an  illegal 
practice)  continued  to  excrete  DDT  and 
DDE  into  their  milk  for  ten  months  after 
feeding  stopped,  and  fat  from  internal 
organs  showed  DDE  levels  up  to  5 ppm 
(part  per  million)  after  one  year.5  Eleven 
species  of  fish  taken  from  Cayuga  Lake 
showed  levels  of  DDE  ranging  from  0.2  ppm 
for  sunfish  to  7 ppm  for  lake  trout,  the 
concentration  corresponding  roughly  to 
the  position  of  each  species  in  the  food 
chain.3  All  of  the  fish,  of  course,  con- 
tained a basic  level  of  DDE  from  absorp- 
tion of  DDT  and  DDE  contained  in  the 
surrounding  water  and  its  microbial  life. 
Here  is  an  excellent  example  of  biologic 
magnification  in  which  the  fish  have  effected 
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a millionfold  concentration  of  insecticides 
in  themselves  over  the  insecticide  concen- 
tration in  the  water. 

Are  there  real  dangers? 

Nearly  200  human  deaths  result  annually 
among  commercial  applicators  and  others 
from  flagrant  misuse  of  pesticides,  of- 
ten organophosphorus  insecticides.  Yet 
there  is  no  recorded  instance  of  a human 
death  or  illness  from  consumption  of  foods 
containing  pesticide  residues.  There  are 
certain  statistics  which  understandably 
would  arouse  public  concern.  For  in- 
stance, residue  levels  of  DDT  and  DDE  in 
human  fat  in  the  United  States  ranges  to 
levels  above  20  ppm.6  DDT  and  diel- 
drin  have  been  found  in  detectable 
amounts  in  rivers  throughout  the  country7 
and  presumably  would  not  be  removed  in 
water  filtration  plants.  Cases  of  fish  and 
birds  killed  following  pesticide  applications 
are  widely  publicized.  The  reduction  in 
the  numbers  of  American  eagles  has  been 
attributed  to  the  concentration  of  DDT  in 
their  eggs  (since  the  eagles  are  predators 
near  the  top  of  the  bird  food  chain)  and  a 
decrease  in  hatchability.  Probably  the 
strongest  evidence  for  harmful  effects  from 
pesticide  residues  is  the  convincing  correla- 
tion between  the  presence  of  DDT  and  egg 
viability  reported  by  Burdick  and  his  co- 
workers8 in  a comprehensive  four-year 
study  with  lake  trout.  Complete  loss  of 
hatchability  was  observed  with  eggs  con- 
taining above  about  3 ppm  of  DDT.  The 
analyses  were  made  on  ether  extracts  of  the 
eggs  which  therefore  contained  DDT  as- 
sociated with  glyceride  fats  and  oils.  The 
hatching  process  consistently  stopped  at 
the  beginning  of  the  feeding  stage  of  the 
fry  when  the  lipids  are  rapidly  assimilated. 

Chlorinated  pesticide  molecules  were  de- 
signed originally  for  residual  insect  control 
following  one  application.  Largely  with 
the  advent  of  sensitive  instrumentation  it 
became  known  that  the  presence  of  traces  of 
these  compounds  was  indeed  stable  and 
widespread.  Considering  their  longevity, 
their  presence  in  water,  albeit  at  ppt  con- 
centrations, and  foods  and  their  lipid 
solubility,  the  question  of  possible  adverse 
effects  from  long-term  build-up  and  storage 
in  human  fat  is  a natural  one.  The  answer 
to  this  question  is  unknown  and  impossible 


to  predict.  Some  observations  such  as  the 
stimulatory  effects  of  chlordane  on  hepatic 
microsomal  enzyme  activity  for  the  metab- 
olism of  steroids  in  the  rat  have  been  re- 
ported.9 Again  no  evidence  of  associated 
ill  effects  or  fatalities  in  human  beings  has 
emerged. 

Public  health-oriented  government  agen- 
cies recognize  that  exhaustive  testing  of 
chemicals  for  effectiveness  and  harmful 
effects  is  a sine  qua  non  for  their  safe  use. 
No  other  groups  of  chemicals  are  subjected 
to  more  rigorous  examination  than  pesti- 
cides and  drugs.  The  U.S.  Department  of 
Agriculture  requires  conclusive  proof  that 
the  chemical  is  efficient  in  controlling  the 
target  pest.  The  Food  and  Drug  Adminis- 
tration requires  long-term  pesticide  feeding 
studies  with  several  test  animals,  usually 
involving  expenditures  of  millions  of  dollars 
and  years  of  testing.  Only  then  may 
tolerances  for  harvest  residues  be  estab- 
lished, each  having  a 100-fold  safety  factor 
with  an  automatic  zero  tolerance  for  any 
pesticide  in  milk  and  for  highly  toxic 
(dinitro  or  mercury)  compounds  or  car- 
cinogens. These  restrictions  should  pacify 
even  the  most  conservative  individuals 
save  possibly  those  of  the  old  cancer  school 
who  believe  that  one  wrong  molecule  can 
initiate  the  process. 

Much  has  been  written  about  the  effects 
of  pesticides  on  human  health.  An  ex- 
cellent bibliography  of  publications  relating 
pesticides  to  public  health  and  water  pol- 
lution problems  has  been  prepared.10 
Rather  than  dwell  on  expected  ill  effects 
from  improper  use  of  pesticides,  let  us 
examine  the  progress  of  modern  research 
aimed  at  minimizing  the  residue  problem. 

Exciting  new  compounds 
and  control  methods 

Long  before  the  residue  problem  with 
chlorinated  compounds  was  appreciated, 
work  had  begun  to  develop  other  classes 
of  compounds  which  by  intention  or  chance 
had  much  shorter  residual  life.  This  work 
steadily  gained  momentum  and  direction 
until,  at  present,  we  have  a virtual  arsenal 
of  agricultural  chemicals,  many  highly 
specific,  for  pest  control.  Cholinesterase- 
inhibiting  organophosphorus  and  carbamate 
insecticides,  although  commonly  much  more 
toxic  than  chlorinated  compounds,  may 
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typically  be  metabolized  or  weathered 
away  (by  ultraviolet  light,  and  so  forth) 
within  a few  weeks  after  their  insect  con- 
trol job  is  done.  Similarly,  effective  or- 
ganic fungicides  of  low  mammalian  toxicity 
and  short  residual  life  are  replacing  the 
older,  highly  toxic  heavy  metal  organics, 
such  as  phenylmercuric  salts,  and  the  in- 
destructible inorganic  compounds  of  arsenic 
and  lead.  Herbicides,  although  usually 
considered  the  least  hazardous  group,  are 
being  continually  replaced  by  improved, 
less  persistent,  soluble  compounds.  Typi- 
cal examples  of  success  in  the  search  for  new 
compounds  are  the  replacement  of  DDT  by 
the  broad  spectrum  carbamate,  carbaryl 
(formerly  named  Sevin),  the  substitution 
of  glyodin  and  Cyprex  fungicides  for 
phenylmercuric  acetate  in  the  control  of 
apple  scab,  the  use  of  Aquathol  and  diquat 
for  aquatic  weed  control  in  place  of  sodium 
arsenite,  and  the  use  of  atrazine,  of  greater 
solubility,  or  Lorox,  of  lower  stability  in- 
stead of  simazine  for  grass  control  in  corn. 
Numerous  organophosphorus  insecticides 
are  also  making  inroads  into  former  chlori- 
nated hydrocarbon  markets.  Many  re- 
quirements must  be  met  in  designing  new 
compounds,  and  a balance  must  be  reached 
between  mammalian  toxicity,  phytotoxic- 
ity, cost,  residual  life,  and  control  spectrum. 
A compound  meeting  the  first  four  re- 
quirements but  being  too  narrow  in  spec- 
trum (highly  specific)  may  not  command 
an  acreage  use  sufficient  for  economic  pro- 
duction. 

The  newest  approach  to  pest  control  is 
by  nonchemical  methods.  The  use  of 
radiation  to  cause  mutant  strains  of  plants 
which  might  be  more  resistant  to  diseases 
and  insects,  a search  for  insect  chemo- 
sterilants,  radiation-induced  sterility  of 
insects  (which  was  responsible  for  screw- 
worm  eradication  in  the  southeast),  sex 
attractants  combined  with  insecticides, 
and  application  of  insect  disease  agents  such 
as  Bacillus  thuringiensis  are  all  examples  of 
these.  Much  work  will  be  needed  to  prove 
the  practicality  of  these  methods  because 
of  problems  of  specific  insect  habits,  life 
cycles,  and  distribution.  Noteworthy  also 
are  the  strides  being  made  in  formulating 
pesticides  to  reduce  their  dosage  require- 
ments for  pest  control  and  in  the  accurate 
placement  of  pesticides.  For  example, 
helicopter  application  with  forced  rotor 


downdraft,  slow  speed,  and  special  formu- 
lations reduce  pesticide  drift  into  surround- 
ing areas. 

Pesticide  metabolism 

The  chemical  pathways  through  which 
pesticides  pass  in  an  organism  are  of  in- 
terest not  only  in  understanding  their  mode 
of  action  but  also  in  assessing  the  toxicity 
of  their  residues  in  edible  commodities. 
Thanks  to  the  development  of  rapid  isola- 
tion technics  and  the  revolution  in  modern 
electronics  and  instrumentation,  metab- 
olite studies  have  been  greatly  simplified. 
In  addition  to  the  well-known  chromato- 
graphic (column,  paper,  and  thin-layer) 
and  radiotracer  methods,  gas  chromatog- 
raphy now  looms  large  as  a rapid  method 
for  residue  and  metabolite  analysis  and 
identification.  The  recently  developed 
electron  affinity  detector  used  in  tandem 
with  a gas  chromatograph  has  revolu- 
tionized the  instrument  as  a highly  selec- 
tive fantastically  sensitive  tool  for  chlori- 
nated and  many  organophosphorus  com- 
pounds. For  instance,  about  twenty  min- 
utes were  required  to  show  that  chlorinated 
phenoxybutyric  acid  herbicides  produce 
the  corresponding  phenoxyacetic  acid  com- 
pounds by  beta  oxidation  in  plants,11  soil,12 
cows13’14  and  fish.15  Extraction,  methyla- 
tion,  and  injection  of  the  raw  extracts  was 
all  that  was  required.  Conversion  of  2,4- 
dichlorophenoxypropionic  acid  herbicide  to 
2,4-dichlorophenol,  and  2,4-dichlorophen- 
oxycrotonic  acid  to  2,4-dichlorophenoxy- 
acetic  acid  (2,4-D)  in  soil  by  beta  oxidation 
has  also  been  rapidly  shown  using  this  de- 
tector.12 The  simultaneous  determination 
and  identification  of  DDT  and  its  dehydro- 
halogenated  metabolite,  DDE,  aldrin  and 
its  toxic  epoxidation  product,  dieldrin,  and 
heptachlor  and  its  toxic  epoxide  is  also 
rapidly  and  routinely  performed  in  a variety 
of  biologic  samples  with  the  detector.  As 
little  as  0.01  nanograms  of  highly  chlori- 
nated compounds  may  be  detected.  Two 
parts  per  billion  of  heptachlor  epoxide  in 
milk  may  be  accurately  determined  follow- 
ing direct  injection  of  a raw  concentrated 
solvent  extract  of  milk. 4 

The  newest  development  in  detection  is 
Cooke's  microwave-powered  emission  de- 
tector. It  has  been  found  to  be  the  most 
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selective  detector  to  date  for  organophos- 
phorus  insecticide  residues.  In  studies 
with  16  insecticides  at  the  0.1-  to  1-ppm 
level,  good  recovery  resulted  from  direct 
injection  of  concentrated  extracts  of  fruit, 
vegetables,  soil,  forage,  milk,  eggs,  urine, 
meat,  fish,  and  insects,  and  the  chroma- 
tograms rarely  showed  peaks  other  than 
the  insecticide  and  solvent.16  The  use  of 
such  instruments  permits  the  rapid  and  ac- 
curate determination  of  pesticide  residues 
by  obviating  the  usual  preliminary  isolation 
steps  with  the  concomitant  pesticide  losses. 

Owing  to  the  essential  nature  of  milk, 
metabolic  studies  with  cows  have  been 
numerous.  Complete  metabolic  studies 
are  being  done  in  which  iso  topically  labeled 
pesticides  are  fed  and  analysis  of  milk, 
urine,  feces,  blood,  and  internal  organs  and 
tissues  are  analyzed  for  metabolic  products. 
Gas  chromatography  has  been  used  to  show 
the  production  of  phenol  conjugates  in 
urine  of  cows  fed  a phenyl-substituted  car- 
bamate insecticide  and  the  absence  of  it  in 
milk.17  Carbaryl  undergoes  similar  re- 
actions in  the  cow.18  Many  carbamate  in- 
secticides are  easily  hydrolyzed  to  phenols 
which  rapidly  react  to  form  conjugates,19-20 
quinones,20  and  hydroxylated  derivatives.21 
In  many  biologic  systems,  the  thiophos- 
phorus  group  of  many  organophosphorus 
insecticides  is  oxidized  to  the  corresponding 
oxygen  analog,  and  those  containing  thio- 
ether  linkages  may  undergo  sulfoxide  and 
sulfone  formation.  These  strongly  anti- 
cholinesterase derivatives  are  actively  in- 
secticidal. Finally  these  compounds  may 
be  hydrolyzed  with  elimination  of  the  sub- 
stituted phosphoric  acid  and  subsequent  loss 
of  insecticidal  action  and  toxicity.22-23 
Aside  from  chlorinated  hydrocarbons,  sur- 
prisingly few  pesticides  result  in  milk  con- 
tamination following  ingestion  by  the  ani- 
mal. Some  are  eliminated  quantitatively 
intact  as  salts  in  the  urine  (2,4-D,13  2- 
methyl-4-chlorophenoxy  acetic  acid,14  sil- 
vex,24  and  2,4,5-T).24  Others  undergo 
metabolic  reactions  followed  by  excretion 
in  the  urine  and  feces.  Other  detoxica- 
tion reactions  are  common  such  as  reduc- 
tion of  nitro  to  amino  groups  in  the  nitro25 
and  dinitro  fungicides26  and  hydroxylation 
of  aromatic  ring  compounds  to  yield  reac- 
tive phenol  derivatives.21  Fortunately, 
generous  grants  from  the  National  Insti- 
tutes of  Health  are  supporting  needed  re- 


search in  the  study  of  detoxication  reac- 
tions of  pesticides. 


Comment 

The  future  will  undoubtedly  show  the 
control  of  pests  by  chemical  as  well  as  non- 
chemical means.  The  newer  pesticides 
often  yield  detoxified  compounds  closely 
resembling  natural  metabolic  products. 
Further  improvements  in  the  ability  to  de- 
tect ever  smaller  traces  of  these  products 
may  be  expected.  It  remains  for  the  phar- 
macologist to  determine  the  significance, 
if  any,  of  these  to  human  health. 
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Birth  rate  down,  population  up 

Although  birth  rates  in  the  United  States  and 
Canada  continued  to  fall  last  year,  populations 
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including  the  armed  forces  overseas,  to  193,450,- 
000.  This  rise  of  1.4  per  cent,  however,  was 
below  the  average  annual  increase  of  1.6  per 
cent  experienced  during  the  ten  years  since 
January,  1955. 

The  picture  in  Canada  was  similar.  There, 
the  population  increased  last  year  by  360,000 
inhabitants,  bringing  the  total  population  to 
19,450,000.  That  boost  of  1.9  per  cent  com- 
pared with  an  average  annual  increase  of  2.3 
per  cent  recorded  in  the  past  decade,  the 
statisticians  said. 

The  slowdown  of  population  gains  in  the 
United  States  reflects  a downward  trend  in 
births,  which  last  year  totaled  a little  more  than 
4 million — the  smallest  number  since  1953. 
Nevertheless,  the  large  number  of  babies  born 
since  the  end  of  World  War  II  continued  to 
swell  the  population  under  twenty-one,  in- 
creasing it  from  61.2  million  in  January,  1955, 
to  79.2  million  at  the  close  of  1964. 
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Population  at  ages  sixty-five  and  over  also 
increased  in  the  same  period,  from  14.4  to  18 
million.  Although  the  relative  growth  of  the 
older  population  was  almost  as  rapid  as  that  for 
persons  under  twenty-one,  the  actual  number  of 
elders  added  to  the  general  population  was  only 
one-fifth  as  much. 

The  middle  segment  of  the  population 
(persons  at  ages  forty-five  to  sixty-four)  also 
increased  substantially  in  the  past  decade. 
Their  numbers  grew  by  17  per  cent,  from  33.2  to 
38.8  million. 

The  smallest  population  gain — only  3 per 
cent — was  at  the  “prime  ages,”  twenty-one  to 
forty-four.  Although  the  number  of  these 
persons  rose  to  57.5  million  at  the  end  of  1964, 
the  portion  of  the  total  population  they  represent 
fell  from  34  per  cent  to  less  than  30  per  cent 
during  the  decade,  the  statisticians  reported. 

In  Canada  seven  eighths  of  the  population 
gain  last  year  was  due  to  excess  of  births  over 
deaths.  The  gain  by  migration  amounted  to 
only  about  45,000  for  the  year. 

There  were  about  458,000  births  in  Canada  in 
1964,  somewhat  fewer  than  the  year  before,  and 
substantially  less  than  the  all-time  high  of 
479,275  in  1959.  The  146,000  deaths  during  the 
year,  however,  established  a new  low  death  rate 
of  7.6  per  1,000  population,  the  statisticians 
said. 
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T he  purpose  of  this  report  is  to  describe  an 
unusual  complication  of  attempted  nephrec- 
tomy for  chronic  pyelonephritis.  This  com- 
plication consisted  of  the  development  of  a 
bizarre  urinary  fistula  that  included  the 
bronchial  tree,  a fragment  of  residual  kidney 
tissue,  ureteral  stump,  and  skin.  An  un- 
usual aspect  of  the  case  was  the  patient’s 
complaint  of  foul-smelling  breath  and  of 
uroptysis.  The  problem  was  complicated 
by  the  development  of  amyloidosis  in  the 
remaining  kidney. 

Case  report 

This  fifty-five-year-old  white  man  was 
first  seen  at  Memorial  Hospital  in  August, 
1958.  His  chief  complaints  were  malaise, 
increasing  swelling  of  the  lower  extremities 
and  abdomen,  an  intermittently  draining 
left  flank  wound,  and  a foul-smelling  breath. 

History.  The  patient  had  developed 
progressive  symptoms  of  prostatic  obstruc- 

* Present  address:  U.S.  Naval  Hospital,  Beaufort,  South 
Carolina. 


tion  leading  to  acute  urinary  retention,  for 
which  he  was  hospitalized  elsewhere  in  1952. 
On  urologic  investigation  at  that  time  he 
was  found  to  have  benign  prostatic  hyper- 
trophy, bladder  calculi,  a bladder  diverticu- 
lum, a left  ureteral  calculus,  and  a non- 
functioning left  kidney,  as  determined  by 
intravenous  urography.  Treatment  included 
transurethral  resection  of  the  prostate, 
followed  by  suprapubic  cystolithotomy, 
bladder  diverticulectomy,  and  left  uretero- 
lithotomy. His  symptoms  improved,  al- 
though intravenous  pyelographic  studies  in- 
dicated that  the  left  kidney  remained  non- 
functioning.  In  1955,  removal  of  the  left 
kidney  was  undertaken  because  the  kidney 
was  nonfunctioning,  with  evidence  of  chronic 
pyelonephritis. 

Following  the  operation  the  patient’s 
flank  wound  never  completely  healed,  and 
during  the  three  years  preceding  his  first 
admission  to  Memorial  Hospital,  he  noted 
intermittent  spontaneous  drainage  of  puru- 
lent material  and  possibly  urine  from  the  left 
flank  wound.  During  the  intervals  when  it 
was  healed,  he  noted  an  increase  in  left  flank 
and  abdominal  pain,  and  he  simultaneously 
developed  a cough  productive  of  large 
amounts  of  purulent  sputum  similar  to  the 
material  which  drained  from  the  flank.  This 
was  generally  associated  with  what  the 
patient  himself  described  as  a “urine-like 
odor”  on  his  breath  and  a “urine-like 
taste”  of  the  sputum.  Edema  of  the 
legs  and  ankles  also  had  developed 
gradually  during  the  three-year  interval  since 
the  removal  of  the  left  kidney.  At  the  time 
of  admission,  he  had  no  complaints  referable 
to  micturition. 

Otherwise,  there  was  nothing  contributory 
in  the  past  history  and  review  of  systems. 

Physical  findings.  The  patient  was 
well  developed  and  did  not  appear  ill.  His 
temperature  was  98.6  F.,  blood  pressure 
112/70,  and  pulse  80  and  regular.  Pertinent 
physical  findings  included  periorbital  edema; 
fine  rales  in  the  left  base  posteriorly  and 
laterally,  with  decreased  breath  sounds;  a 
slightly  distended  abdomen  but  no  masses  or 
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FIGURE  1.  Cystograms.  (A)  Trabeculation  of  bladder  and  reflux  of  dye  up  stump  of  left  ureter.  Dye 
injected  into  left  flank  is  noted  in  left  upper  quadrant  behind  stomach.  (B)  Lateral  view.  (C)  Fistula  ex- 
tends from  left  flank  through  diaphragm  into  left  thorax,  where  it  joins  left  tracheobronchial  tree. 


tenderness;  normal  bowel  sounds;  left 
flank  scar,  with  a small  incisional  hernia  and 
a 1-cm.  opening  in  its  midpoint  surrounded 
by  granulation  tissue  and  draining  purulent 
material;  no  costovertebral  angle  tender- 
ness; slightly  atrophic  testes;  bilateral  epi- 
didymal  thickening;  a prostate  that  felt 
normal  on  digital  rectal  examination;  ab- 
sence of  pulses  and  marked  pitting  edema  in 
the  lower  extremities;  and  marked  clubbing 
of  the  fingers,  which  were  cool  but  without 
color  changes. 

Laboratory  findings.  The  hemoglobin 
was  11  Gm.  and  the  leukocyte  count  was 
7 million,  with  normal  differential.  Fasting 
blood  sugar  was  130  and  blood  urea  nitrogen 
12.1  mg.  per  100  ml.  Alkaline  phosphatase 
was  3.2  and  acid  phosphatase  0.1  Bodansky 
units.  Inorganic  phosphorus  was  2.9  mg. 
per  100  ml.  Chloride  was  105,  carbon 
dioxide  21,  sodium  140,  and  potassium  4.65 
mEq.  per  liter.  Urine  was  cloudy  and  alka- 
line, with  3 plus  albumin  and  no  sugar  and 
containing  many  red  cells  and  white  cells 
per  high-power  field  in  a centrifuged  speci- 
men. Smear  and  culture  of  the  flank  drain- 
age were  negative  for  acid-fast  bacilli. 
Culture  of  the  material  from  the  flank  grew 
Staphylococcus  aureus,  Proteus  vulgaris, 
and  nonhemolytic  streptococcus  of  entero- 
coccus type.  These  same  organisms  and 
Aerobacter  aerogenes  were  found  in  the 
voided  urine. 


Total  serum  proteins  on  admission  were 
5.6  Gm.  per  100  ml.  After  vigorous  diuretic 
therapy  they  were  7.9  Gm.  per  100  ml.,  with 
0.71  Gm.  per  100  ml.  of  albumin,  demon- 
strating a reversal  of  the  albumin-globulin 
ratio  to  1 : 10.  Serum  protein  electrophoresis 
studies  revealed  the  following:  albumin  0.71, 
alpha-l-globulin  0.56,  alpha-2-globulin  2.49, 
beta  globulin  2.06,  and  gamma  globulin  2.07 
Gm.  per  100  ml.  Thymol  turbidity  was 
4.8  units.  Total  serum  cholesterol  was  327 
mg.  per  100  ml.,  with  a free  fraction  of  116 
mg.  per  100  ml.  The  sulfobromophthalein 
sodium  retention  was  6 per  cent  in  forty -five 
minutes,  and  uric  acid  was  5.8  mg.  per  100 
ml.  The  Fishberg  urinary  concentration 
test  showed  a maximum  concentrating  abil- 
ity of  1.010  to  1.011.  Papanicolaou  stains 
of  the  urinary  sediment  were  repeatedly 
negative.  The  electrocardiographic  find- 
ings were  within  normal  limits. 

Roentgenographic  studies.  Posterior- 
anterior  chest  films  showed  mediastinal 
widening,  atelectasis  in  the  left  mid-field, 
and  elevation  of  the  left  side  of  the  dia- 
phragm. There  was  a questionable  sub- 
diaphragmatic  mass  on  the  left  that  dis- 
placed the  stomach  bubble  medially. 
Fluoroscopic  study  indicated  that  the  left 
side  of  the  diaphragm  did  not  move.  In- 
travenous pyelo  graphic  study  demonstrated 
no  function  on  the  left  after  one  hour  and 
blunting  of  the  right  kidney  calyces,  with 
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U-V  junction 

FIGURE  2.  Schematic  drawing  of  fistula. 

poor  concentration  of  contrast  medium. 
A cystogram  revealed  trabeculation  of  the 
bladder  and  reflux  of  dye  up  the  stump  of 
the  left  ureter.  A combined  examination 
was  done  in  which  contrast  material  was  in- 
jected into  the  flank  fistula  at  the  time  that 
vesicoureteral  reflux  was  noted.  These 
films  (Fig.  1)  outlined  a fistulous  tract  which 
started  at  the  left  ureteral  stump  and  con- 
tinued upward  into  the  retroperitoneal  space, 
through  the  diaphragm,  and  into  the  thorax 
to  join  the  left  tracheobronchial  tree. 
A schematic  drawing  of  the  tract  appears  in 
Figure  2.  During  the  time  that  dye  was 
injected,  the  patient  coughed  violently  and 
complained  bitterly  of  the  iodine  taste  in 
his  mouth.  The  patient  refused  injection 
of  methylene  blue  into  the  bladder  and  into 
the  cutaneous  end  of  the  fistula,  which  might 
have  led  to  better  documentation  of  the 
uroptysis. 

Diagnosis.  Consultation  with  the  tho- 
racic surgery  service  staff  was  obtained  and 
diagnosis  of  urinary-bronchial  fistula  con- 
firmed. The  thoracic  consultants  felt  that 
it  would  not  be  necessary  to  dissect  out  the 
thoracic  portion  of  the  fistula  if  the  sub- 
diaphragmatic  portion  were  adequately  re- 
moved. Medical  consultation  confirmed 
the  diagnosis  of  secondary  amyloidosis  on 
the  basis  of  chronic  pyelonephritis;  a 
chronic  draining  fistula;  and  the  associated 
nephrotic  syndrome,  with  marked  hypo- 


albuminemia,  albuminuria,  edema,  and  al- 
terations of  the  globulin  fractions  of  the 
serum  protein. 

Operative  findings.  On  September  17, 
1958,  the  patient  was  prepared  for  explora- 
tion and  excision  of  the  fistula.  The  old 
flank  scar  and  its  cutaneous  fistulous 
opening  were  excised,  and  the  fistulous  tract 
was  dissected  into  the  depths  of  the  wound, 
where  it  was  seen  to  be  “T-shaped,”  with 
one  branch  directed  superiorly  toward  the 
chest  and  the  other  branch  leading  toward 
the  pelvis.  The  lower  branch  was  dissected 
and  found  to  join  the  remnant  of  the  left 
ureter  at  the  pelvic  brim.  At  this  point  the 
ureter  was  ligated  and  severed.  The  upper 
branch  was  traced  into  the  scarred  left  retro- 
peritoneal space,  and  a small  mass  of  what 
appeared  to  be  chronically  inflamed  fatty 
tissue  was  removed.  The  pleural  space  was 
not  entered. 

Pathologic  examination  of  the  tissue  re- 
moved at  operation  revealed  a small  frag- 
ment of  renal  tissue  showing  chronic  pye- 
lonephritis, the  residual  kidney  parenchyma 
being  almost  entirely  replaced  by  firm, 
fibrotic  tissue. 

Postoperative  course.  The  post- 
operative course  was  somewhat  prolonged 
by  flank  drainage  and  poor  healing,  possibly 
related  to  the  severe  hypoalbuminemia. 
The  wound  was  treated  with  daily  saline  ir- 
rigations and  responded  slowly.  The  pa- 
tient was  discharged  on  October  27,  1958, 
with  minimal  drainage  from  the  left  flank 
incision. 

The  patient  was  readmitted  in  December, 
1958,  with  an  acute  exacerbation  of  urinary 
tract  infection.  The  flank  wound  had 
closed,  and  he  had  had  no  further  uroptysis 
or  pulmonary  symptoms. 

In  January,  1960,  he  was  readmitted  with 
hematuria,  pyuria,  dysuria,  nocturia,  supra- 
pubic discomfort,  and  residual  urine  of  130 
cc.  A diagnosis  of  bladder  neck  obstruction 
with  associated  cystitis  was  made.  The 
urine  culture  showed  growth  of  the  coli- 
aero genes  group,  Proteus,  and  hemolytic 
streptococcus  of  enterococcus  type.  Based 
on  the  urine  culture  sensitivity  studies, 
chloramphenicol  (Chloromycetin)  was 
started  before  surgery.  The  preoperative 
blood  urea  nitrogen  was  28  mg.  per  100  ml. 
Transurethral  resection  of  the  bladder  neck 
was  performed  on  January  20, 1960.  Patho- 
logic examination  of  the  resected  tissue  re- 
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TABLE  I.  Fistulas  reported  between  upper  urinary 
tract  and  pulmonary  system* 


Cause 

Number 
of  Cases 
Reported 

Renal  tuberculosis 

12 

Calculous  pyonephrosis 

14 

Pyonephrosis  (noncalculous) 

5 

Perinephric  abscess  (primary) 

18 

Hydronephrosis 

2 

Pyelonephritis 

1 

Echinococcus  disease  of  kidney 

5 

Gunshot  injury 

1 

Ruptured  dystopic  kidney 

1 

Undetermined 

2 

Ureterobronchial  fistula 

1 

Total 

62 

* Adapted  from  Abeshouse,1  except  for  last  case,  which 
was  our  patient. 


vealed  chronic  cystitis.  The  patient’s  post- 
operative course  was  uneventful,  and  he  was 
discharged  on  January  25,  1960. 

The  patient  was  readmitted  for  the  fourth 
and  last  time  on  May  9,  1960,  with  a history 
of  urinary  difficulty,  dribbling,  suprapubic 
pain,  and  hematuria  of  four  days  durations. 
When  100  cc.  of  cloudy,  foul-smelling 
residual  urine  were  found,  a catheter  was 
left  indwelling.  In  the  two  weeks  following 
admission  the  blood  urea  nitrogen  rose 
from  41  to  92  mg.  per  100  ml.,  and  there  was 
increased  hematuria,  pain,  and  tenesmus. 
Hemoglobin  on  admission  was  8.7  Gm. 
Despite  several  blood  transfusions,  it  was  not 
possible  to  maintain  satisfactory  hemoglobin 
levels,  as  bleeding  increased  in  severity. 
On  May  25,  1960,  cystoscopy  was  carried 
out,  and  after  vigorous  efforts  to  remove  all 
clots  and  control  bleeding  had  failed, 
cystostomy  was  performed.  Several  small 
clots  and  one  large  “clot,”  manifested  as  an 
almost  perfect  mold  of  the  bladder,  were  re- 
moved. Pathologic  examination  revealed 
necrotic  tissue. 

Postoperatively  the  blood  urea  nitrogen 
dropped  to  32  mg.  per  100  ml.,  but  by  the  fifth 
day  was  rising  again  in  spite  of  an  adequate 
intake  and  output.  He  developed  ileus, 
with  marked  abdominal  distention  and  an 
increase  in  peripheral  edema.  His  course 
was  progressively  downhill,  and  on  June  12, 
1960,  he  died  in  uremia  with  a blood  urea 
nitrogen  of  115  mg.  per  100  ml.  and  a carbon 
dioxide-combining  power  of  38  mEq.  per 
liter. 

The  apparent  inconsistency  between  the 


azotemia  and  alkalosis  may  be  accounted 
for  by  a combination  of  chloride  and  potas- 
sium depletion  secondary  to  vomiting  and 
gastric  suction  and  aggravated  by  respira- 
tory insufficiency. 

Autopsy  findings.  Examination  was 
limited  to  the  abdomen,  and  the  thoracic 
portion  of  the  fistula  therefore  could  not 
be  demonstrated  anatomically.  Pertinent 
autopsy  findings  were  chronic  right  pyelo- 
nephritis, amyloidosis  involving  only  the 
kidney,  hemorrhagic  acute  and  chronic 
cystitis,  and  fatty  metamorphosis  of  the 
liver. 

Comment 

Two  aspects  of  this  case  bear  emphasis: 
the  fistula  per  se  and  the  secondary  amyloid- 
osis. 

Urinary-pulmonary  fistulas.  Fistulous 
connections  between  the  urinary  tract  and 
the  pulmonary  system  are  not  common. 
In  1949  Abeshouse1  published  a survey  of  the 
world  literature  and  noted  that  urinary- 
pulmonary  fistulas  were  second  in  incidence 
only  to  nephrocolic  fistulas.  At  that  time 
he  stated  that  there  were  59  reported  cases  of 
nephropulmonary  and  89  reported  cases  of 
nephrocolic  fistulas.  These  figures  refer  only 
to  the  upper  urinary  tract  and  do  not  in- 
clude fistulas  of  the  bladder  and  urethra. 
Our  search  of  the  literature  has  yielded  2 
more  cases  that  were  not  tabulated  by 
Abeshouse.2-  3 These,  along  with  the  pres- 
ent case,  bring  the  total  number  of  fistulas 
between  the  upper  urinary  tract  and  the 
pulmonary  system  thus  far  reported  to  62 
(Table  I). 

In  the  18  cases  of  primary  perinephric  ab- 
scesses and  in  many  of  the  other  cases  in 
which  a secondary  perinephric  abscess  was 
formed,  the  pulmonary  system  communi- 
cated only  with  this  abscess  cavity  and  not 
with  the  urinary  collecting  system.  In 
others,  the  renal  collecting  system  com- 
municated with  the  pleural  space  but  not 
with  the  bronchial  tree,  and  in  these  pa- 
tients uroptysis  was  not  noted.  When 
uroptysis  is  suspected,  it  may  be  proved  by 
intravenous  dye  studies  with  methylene  blue 
or  indigo  carmine  if  kidney  function  is  ade- 
quate. Uroptysis  also  may  be  proved  when 
the  patient  notes  the  metallic  iodine  taste 
when  retrograde  studies  are  done. 

Roentgenograms  may  document  these 
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bizarre  urinary  fistulas  visually.  Compli- 
cations have  been  reported  following  fistula 
injection.  In  one  case  the  patient  was 
lying  on  the  right  side  while  the  left  peri- 
nephric abscess  cavity  was  being  irrigated 
with  saline  and  iodine.  The  patient  sud- 
denly began  coughing  and  aspirated  the 
saline-iodine  mixture  through  the  fistula 
across  the  carina  and  into  the  unaffected 
lung.  This  was  followed  immediately  by 
cardiovascular  collapse  and  subsequently 
by  a severe  pneumonia,  from  which  she 
fortunately  recovered.4 

The  mechanism  postulated  for  the  urop- 
tysis  in  our  patient  was  that  of  a fibrotic 
and  chronically  obstructed  bladder  neck 
with  a partially  decompensated  bladder  and 
an  incompetent  left  ureteral  orifice  that 
allowed  reflux  of  urine  into  the  retroperi- 
toneal space  through  the  ureteral  stump. 
A small  fragment  of  chronically  infected 
renal  tissue  provided  an  additional  focus  of 
infection,  tending  to  keep  the  flank  sinus 
open.  Finally,  a fistula  developed  through 
the  diaphragm  into  the  bronchial  tree,  prob- 
ably secondary  to  a poorly  drained  peri- 
nephric abscess,  although  it  is  conceivable 
that  the  pleura  may  have  been  injured  at 
surgery. 

Amyloidosis.  Keefer5  stated  that  ap- 
proximately 5 to  10  per  cent  of  patients  with 
chronic,  nontuberculous  pyelonephritis  and 
chronic  urinary  infections  develop  secondary 
amyloidosis.  Dixon  in  19346  discussed  the 
question  of  whether  amyloidosis  is  the  cause 
of  renal  failure  or  is  merely  an  associated 
finding.  He  concluded  that  amyloidosis 
per  se  may  cause  renal  failure.  The  mecha- 
nism for  the  deposition  of  amyloid  material 
in  various  organs  is  still  obscure.  Although 
the  classification  of  amyloidosis  is  still  un- 
settled,7* 8 there  can  be  little  doubt  that  the 
patient  discussed  in  this  paper  falls  into 
the  classic  group  of  secondary  amyloidosis 
associated  with  chronic  suppuration  and  a 
draining  fistula. 

Since  1923,  when  Bennhold  first  described 
the  Congo  red  test,  there  have  been  numer- 
ous re-evaluations  of  this  test,  with  results 
that  suggest  that  it  is  not  consistently  re- 
liable.19 For  example,  for  the  test  to  be 
significant,  there  must  be  retention  of  at 
least  90  per  cent  of  the  dye.  Yet  there  are 
reported  instances  of  100  per  cent  absorp- 
tion with  no  evidence  of  amyloid  at 
autopsy.9  In  other  cases,  amyloid  de- 


posits may  be  small  or  of  a type  that  does  not 
take  up  dye  well  (para-amyloid),  in  which 
event  the  Congo  red  test  may  yield  false- 
negative results  in  patients  dying  of  amyloi- 
dosis. 10 

The  diagnosis  of  amyloidosis  may  be 
strongly  suspected  clinically  by  recognition 
of  the  disease’s  characteristics,  including  the 
laboratory  findings.  The  latter  include 
alterations  of  serum  proteins  and  the  often 
associated  nephrotic  syndrome,  as  defined 
by  the  following  criteria:  chronic  proteinuria, 
peripheral  edema,  and  decrease  in  serum 
albumin.  These  patients  often  have  hypo- 
albuminemia,  with  elevation  of  alpha-2- 
globulin  and  gamma  globulin  fractions  and  a 
consequent  reversal  of  the  albumin-globulin 
ratio.  They  also  may  show  an  elevated 
serum  alkaline  phosphatase,  apparently  due 
to  obstruction  of  the  intrahepatic  excretory 
channels  by  amyloid  deposits,  and  an  ele- 
vated serum  cholesterol.  With  amyloid  in- 
volvement of  the  liver,  ascites  may  occur, 
but  jaundice  and  significant  hepatic  failure 
are  rare.  In  an  excellent  review  of  renal 
amyloid  disease,  Martin,  Brown,  and  Daugh- 
erty11 called  attention  to  the  fact  that  most 
patients  with  renal  failure  associated  with 
amyloidosis  are  normo tensive.  Most  of  the 
classical  abnormalities  of  amyloidosis  de- 
scribed were  present  in  our  patient. 

Diagnosis  in  this  case.  This  seems  to 
be  the  first  reported  case  of  ureterobronchial 
fistula.  Roentgenograms  demonstrated  the 
fistulous  tract  extending  from  the  ureteral 
stump  to  the  bronchial  tree.  The  residual 
left  renal  tissue  was  known  to  be  non- 
functioning by  intravenous  pyelo graphic 
study  for  six  years  prior  to  excision  of  the 
fistula,  and  pathologic  examination  showed 
that  the  renal  parenchyma  was  almost  en- 
tirely replaced  by  fibrotic  tissue.  It  seems 
unlikely,  therefore,  that  the  residual  left 
kidney  was  the  source  of  the  urine  in  the 
sputum,  but  rather  that  reflux  of  bladder 
urine  up  the  left  ureteral  stump  was  a more 
likely  source.  Therefore,  it  seems  more 
accurate  to  classify  this  case  as  a uretero- 
bronchial rather  than  as  a nephrobronchial 
fistula,  even  though  there  was  histologic 
evidence  of  residual  kidney  tissue. 

Summary 

The  sixty -second  case  of  fistula  between 
the  upper  urinary  tract  and  pulmonary  sys- 
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tem  is  reported.  This  represents  the  first 
reported  instance  of  a fistula  between  the 
bronchial  tree  and  ureter.  The  case  was 
complicated  by  secondary  amyloidosis  of 
the  remaining  kidney,  which  led  to  the  pa- 
tient’s death. 

The  bizarre  fistula  was  manifested  clini- 
cally by  uroptysis.  The  fistula  was  prob- 
ably iatrogenic  and  resulted  from  attempted 
nephrectomy,  when  a small  fragment  of 
kidney  was  inadvertently  left.  A fistulous 
communication  was  subsequently  established 
between  this  fragment,  the  left  lower 
bronchus,  the  skin,  and  the  left  ureteral 
stump. 

Reflux  of  urine  across  an  incompetent  left 
ureterovesical  junction  permitted  passage 
of  urine  to  the  flank  sinus  and  to  the 
bronchus. 


Pulmonary  embolism 

A study  of  828  successive  autopsies  is  re- 
ported in  The  Grace  Hospital  Bulletin,  Detroit, 
Michigan,  in  an  attempt  to  find  the  incidence  of 
pulmonary  embolism  in  the  series  and  to  try 
to  correlate  the  clinical  findings  in  the  hope  of 
improving  diagnostic  accuracy  and  in  so  doing 
reduce  the  mortality  from  this  complication. 
After  an  analysis  of  their  data,  the  authors, 
Melvin  A.  Lester,  M.D.,  and  Floyd  B.  Levagood, 
M.D.,  suggest  that  in  any  patient  who  suddenly 
has  an  unexplained  change  in  the  course  of  his 
disease,  regardless  of  whether  the  initial  exam- 
ination reveals  pulmonary  signs,  pulmonary 
embolism  should  be  suspected  and  steps  taken  to 
establish  the  diagnosis. 

If  there  are  reasons  for  strong  suspicion, 
treatment  should  be  started  without  waiting  for 
all  laboratory  reports.  In  this  series  of  828,  a 
gross  pathologic  diagnosis  of  pulmonary  em- 
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holism  was  made  in  58  cases,  an  over-all  in- 
cidence of  7 per  cent,  which  is  in  substantial 
agreement  with  that  reported  by  others.  As 
for  antemortem  diagnosis,  the  situation  has 
not  changed  much  in  thirty  years:  the  clinical 
accuracy  varies  from  20  to  50  per  cent,  far  short 
of  acceptability.  Of  the  58  cases  found  in  this 
study,  the  correct  diagnosis  was  suspected 
clinically  in  16  (27.1  per  cent)  while  42  (72.9  per 
cent)  were  clinically  undiagnosed.  Seven  of 
these  died  suddenly  and,  since  they  were  not 
examined  immediately  prior  to  death,  are  ex- 
cluded from  the  figures  on  diagnosis,  leaving 
a total  of  35  in  whom  the  diagnosis  was  not  made 
clinically.  The  authors  observe  that  this  situa- 
tion must  be  corrected  if  life-saving  treatment 
is  to  be  instituted.  They  note  that  the  present 
use  of  anticoagulant  therapy  and  preventive 
measures  against  further  venous  thromboses 
are  of  value.  While  these  undoubtedly  will  be 
improved,  clinical  accuracy  in  diagnosis  is  a 
necessary  first  step  to  make  full  use  of  modalities 
now  available  and  those  of  the  future. 


1036  New  York  State  Journal  of  Medicine  / April  15,  1965 


Case  report 


Hypernephroma  with 
Solitary  Cerebral  Metastasis 

Six-Year  Survival 
Following  Nephrectomy 


ALFRED  L.  LAPIN,  M.D.* 
Brooklyn,  New  York 
HAROLD  B.  HERMANN,  M.D.,  F.A.C.S. 

Brooklyn,  New  York 
ZITAMARIA  PINTO,  M.D. 
Brooklyn,  New  York 

Resident  in  Urology  (Dr.  Lapin),  and  Resident  in  Pathology 
(Dr.  Pinto),  Maimonides  Hospital  of  Brooklyn;  Professorial 
Lecturer  in  Urology,  State  University  of  New  York 
Downstate  Medical  Center  (Dr.  Hermann) 


Renal  cell  carcinoma  with  solitary  me- 
tastasis is  one  of  the  most  perplexing  prob- 
lems confronting  the  urologist  today.  Meth- 
ods of  handling  this  problem  vary  from  total 
surgical  removal  of  the  renal  tumor  to  pallia- 
tive treatment.  Radical  nephrectomy  prior 
to  cerebral  exploration  is  the  usual  method 
of  approach,  provided  both  primary  and 
mestastatic  lesions  are  considered  amenable 
to  surgical  exploration.  Usually,  this  is  not 
the  case.  Criteria  for  evaluation  of  these 
patients  for  operation  would  include  general 
physical  condition;  age;  cardiovascular, 
renal,  and  pulmonary  function;  and — per- 
haps most  important — the  size  and  location 
of  the  solitary  lesion.  It  has  been  found 
that  approximately  one  third  of  all  renal 
cancers  have  demonstrable  metastases  at 
the  time  of  their  discovery. 1 

* Present  address:  William  Beaumont  General  Hospital, 

El  Paso,  Texas. 


First  admission.  The  patient,  a sixty- 
four-year-old  white  man,  was  admitted  to 
the  Maimonides  Hospital  of  Brooklyn,  New 
York,  in  April,  1957.  He  had  been  well  un- 
til the  month  of  admission,  when  he  begai 
to  feel  that  “he  was  losing  his  mind” 
and  that  his  speech  was  not  normal.  He 
found  difficulty  in  concentrating  and  had  a 
feeling  of  weakness.  Prior  to  his  admission 
he  had  visited  several  physicians,  who  had 
advised  psychiatric  consultation.  The  pa- 
tient had  had  several  shock  treatments  prior 
to  neurologic  consultation.  His  family  re- 
ported that  he  had  weakness  of  the  right 
limbs,  cried  easily,  ate  poorly,  and  had  oc- 
casional episodes  of  urinary  incontinence. 

History.  The  patient  had  a twenty  - 
year  history  of  peptic  ulcer  controlled  by 
diet  and  intermittent  medication.  He  de- 
nied, as  did  his  family,  all  urinary  tract 
symptoms  except  nocturia.  He  had  had 
a single  episode  of  gastrointestinal  bleeding 
from  a duodenal  ulcer  two  years  prior  to  this 
admission;  this  required  a hospital  stay  of 
three  weeks.  No  additional  significant  his- 
tory was  elicited. 

Physical  findings.  Physical  examination 
revealed  the  patient  to  be  well-developed, 
poorly  nourished,  and  in  no  acute  distress. 
His  sensorium  was  diminished.  His  blood 
pressure  was  136/68  mm.  Hg  and  pulse  60 
and  regular.  The  chest  examination  re- 
vealed a symmetrical  emphysematous  con- 
figuration. There  were  bilateral  crepitant 
rales  noted  at  the  bases.  Abdominal  ex- 
amination revealed  no  palpable  organs  or 
masses.  No  fullness  was  noted  in  the 
flanks.  Bowel  sounds  were  normal.  Rectal 
examination  revealed  fair  sphincter  tone 
and  no  ampullary  masses.  A stool  guaiac  test 
showed  negative  results.  The  prostate  was 
firm,  movable,  nontender,  non-nodular,  sym- 
metrical, and  noted  to  be  of  a grade  2 en- 
largement. Neurologic  examination  showed 
decreased  biceps  tendon  reflex  on  the  left  and 
a positive  Babinsky  reflex  on  the  right. 
Sensation  and  vibration  sense  were  intact. 
The  tongue  deviated  to  the  right. 

Laboratory  findings.  The  white  blood  cell 
count  was  5,000  per  cubic  milliliter,  and  the 
hemoglobin  10.3  Gm.  per  100  ml.  Urinalysis 
showed  a specific  gravity  of  1.017,  acid  re- 
action, protein  content  negative,  and  25 
white  blood  cells  per  high-power  field  in  the 
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sediment.  The  blood  urea  nitrogen  was  18 
per  100  ml. 

The  chest  x-ray  findings  were  within 
normal  limits,  but  an  electroencephalogram 
revealed  a possible  space-occupying  mass  in 
the  left  cerebral  hemisphere.  The  skull 
series  showed  normal  results.  An  angiogram 
showed  pooling  of  dye  in  the  left  frontal 
region,  indicating  a tumor  mass. 

Operative  findings.  On  April  24,  1957,  a 
left  frontal  osteoplastic  craniotomy  was  per- 
formed, revealing  a tumor  of  golf  ball  size 
deep  in  the  left  cortex.  This  tumor  was 
enucleated.  The  pathologist’s  report  de- 
scribed the  11-Gm.  tumor  as  circumscribed, 
2.8  cm.  in  diameter,  and  surrounded  by 
compressed  brain.  The  tumor  was  com- 
posed of  large,  polyhedral  granular  or  clear 
cells  with  bulky  cytoplasm  and  nuclear  atyp- 
ism  and  hyper  chromatism.  The  diagnosis 
was  metastatic  clear  cell  carcinoma  (Fig.  1). 

Kidney  findings.  Because  the  type  of 
tumor  was  consistent  with  metastatic  renal 
carcinoma,  an  excretory  urogram  was  per- 
formed that  revealed  prompt  bilateral  excre- 
tion of  contrast  medium  at  five  minutes. 
The  calyceal  and  pelvic  system  on  the  left 
revealed  no  abnormalities.  On  the  right 
there  was  displacement  of  the  collecting 
system  toward  the  upper  pole,  with  deviation 
of  the  ureter  toward  the  midline.  The  lower 
calyces  exhibited  filling  defects.  There  was 
a large  tissue  density  occupying  the  region  of 
the  lower  and  middle  portions  of  the  right 
kidney.  The  radiologic  diagnosis  was  right 
renal  neoplasm  (Fig.  2). 

Second  admission.  The  patient  was 
discharged  for  convalescence  and  read- 
mitted two  months  later.  At  that  time  he 


is  displacement  of  collecting  system  toward  upper 
pole,  with  space-occupying  mass  of  lower  pole. 
Ureter  is  deviated  toward  midline. 


had  gained  7 pounds  in  weight  and  had  re- 
gained his  feeling  of  well-being.  All  psychic 
symptoms  were  now  absent. 

Physical  findings.  Physical  examination 
revealed  a healed  surgical  scar  of  the  scalp 
extending  up  from  the  forehead  in  the  left 
frontoparietal  area.  The  subjacent  cranium 
was  depressed,  with  a longitudinal  fault. 
Abdominal  examination  revealed  a non- 
tender, ballotable  mass,  2 by  4 cm.  in  the 
right  lower  abdominal  quadrant.  This  was 
not  present  at  the  time  of  the  initial  admis- 
sion to  the  hospital.  The  neurologic  exami- 
nation showed  hypoactive  deep  tendon  re- 
flexes, absent  abdominal  reflexes,  and  absent 
Babinsky’s  sign. 

Operative  findings.  On  July  11,  1957, 
the  right  kidney  was  removed  via  a classical 
flank  approach.  A large,  encapsulated  neo- 
plasm of  the  lower  pole  of  the  kidney  ad- 
herent to  the  duodenum  and  descending 
colon  was  found.  The  renal  vein  appeared 
free  of  invasion.  The  pathologic  report 


FIGURE  1.  Cerebral  tissue  compressed  by  ex- 
pansile mass  of  pale  tumor  cells  in  nests.  Note 
similarity  to  those  seen  in  Figure  4. 
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right  kidney,  with  foci  of  necrosis,  hemorrhage,  and 
cystic  alteration  at  lower  pole. 


described  a renal  neoplasm  18  by  13  by  7 cm. 
occupying  and  replacing  the  lower  and  mid- 
dle thirds  of  the  kidney,  with  invasion  of  the 
renal  vein  (Fig.  3). 

The  cellular  configuration  was  identical  to 
that  of  the  brain  lesion  removed  previously 
(Fig.  4). 

Postoperative  course.  The  postoperative 
course  was  uneventful.  The  patient  was 
discharged  two  weeks  following  nephrectomy. 
He  has  been  followed  yearly  since  the  oper- 
ation. It  is  now  six  years  since  the  ne- 
phrectomy, and  there  has  been  no  evidence 
of  any  tumor  recurrence. 

Comment 

In  patients  in  whom  brain  metastases  are 
present,  headache  is  the  earliest  and  most 
frequent  symptom.  Psychic  symptoms  are 
almost  always  present,  and  in  Simonescu’s2 
series  they  were  the  initial  symptoms  in  18 
per  cent  of  all  metastatic  tumors  of  the  brain. 
Occasionally,  psychic  symptoms  are  the 
dominant  feature  of  the  clinical  picture. 

In  a review  of  the  pertinent  literature, 
we  have  found  only  a few  patients  with 
metastatic  renal  cell  carcinoma  reported  as 
surviving  longer  than  the  patient  presented 
here.  Survival  time  varies  in  different 
series  from  a maximum  of  three  years  to 
fourteen  years.2  3 In  Stortebecker’s3  series 
of  27  cases,  postoperative  survival  averaged 
1.5  years.  In  a study  of  37  cases  by  Chute, 
Ireland,  and  Houghton1  only  1 patient  sur- 
vived beyond  four  years,  that  patient  having 
lived  thirteen  years.  A significant  statistic 
is  noted  by  Flocks  and  Kadisky,4  namely, 
that  of  all  cases  of  stage  4 neoplasms  (those 


FIGURE  4.  Section  from  kidney  showing  irregular 
nests  of  pale  tumor  cells  and  delicate  supporting 
stroma  in  parenchymal  mass  (left)  and  within  the 
lumen  of  a large  renal  vein  (right). 


with  distant  metastases  in  any  location) 
only  1.3  per  cent  survived  ten  years.  Sim- 
onescu2  reports  that  of  195  patients  with 
metastatic  brain  lesions,  8.2  per  cent  were 
of  renal  origin.  Of  these,  25  per  cent  de- 
veloped signs  of  brain  metastases  six  to 
twelve  months  following  primary  renal  sur- 
gery. In  62.5  per  cent,  metastases  occurred 
in  three  to  five  years,  and  in  12.5  per  cent, 
metastases  occurred  in  six  years. 

These  statistics  from  Simonescu’s2  series 
indicate  that  renal  neoplasms  undergo  a 
rapid  course  in  their  local  phase  and  metas- 
tasize early  to  the  central  nervous  system 
but  that  metastases  have  prolonged  evolu- 
tion before  they  may  give  rise  to  the  varied 
neurologic  signs  present  in  these  patients. 
Simonescu  noted  that  in  patients  with 
tumors  of  renal  origin  who  were  operated  on, 
the  longest  survival  was  three  years. 
Stortebecker3  reported  that  the  average  post- 
operative survival  in  his  series  of  27  cases 
of  kidney  tumors  with  brain  metastases  was 
1.5  years. 

About  10  per  cent  of  all  renal  carcinomas 
metastasize  to  the  brain.  The  usual  route 
of  metastasis  is  accepted  as  venous  via  the 
inferior  vena  cava,  through  the  lungs,  and 
then  by  way  of  the  carotid  or  vertebral 
arteries  to  the  brain. 

There  are,  of  course,  other  possible  modes 
of  metastasis. 

Summary 

A case  of  a six-year  survival  after  surgical 
removal  of  a renal  carcinoma  following  ex- 
tirpation of  a solitary  brain  metastasis  has 
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been  presented.  Survival  rates  are  generally 
less  than  2 per  cent  in  metastatic  renal  cell 
carcinomas  in  any  location.  A review  of  the 
pertinent  literature  regarding  survival  rates 
has  been  presented. 

It  indicates  that  survival  beyond  two  years 
in  postoperative  patients  is  indeed  unusual. 

4802  10th  Avenue,  Brooklyn  11219 
(Dr.  Hermann) 


Calcium  in  osteoporosis 


“Absorption  of  Calcium  in  Osteoporosis”  is 
described  in  the  American  Journal  of  Medicine 
and  summarized  in  the  National  Dairy  Council’s 
Dairy  Council  Digest. 

The  mineral  and  protein  metabolism  of  3 
women  with  postmenopausal  osteoporosis  who 
were  otherwise  in  good  physical  condition  was 
studied  under  controlled  conditions  on  a meta- 
bolic research  ward.  Levels  of  serum  calcium 
and  phosphorus,  serum  alkaline  phosphatase 
activity,  and  results  of  renal  and  liver  func- 
tion tests  were  normal.  Metabolic  balance 
studies  of  calcium,  phosphorus,  and  nitrogen, 
and  radioisotopic  studies  were  performed  when 
calcium  intake  was  low,  averaging  from  110 
to  177  mg.  per  day  for  from  thirty  to  ninety- 
eight  days.  Slightly  negative  calcium  balances 
were  found,  as  is  usual  for  normal  individuals 
on  low  calcium  diets.  The  response  to  intra- 
venously infused  calcium  was  studied  with  the 
calcium  tolerance  test  during  periods  of  low 
calcium  intake.  Urinary  excretion  of  calcium 
was  considerably  higher  in  2 of  the  3 patients 
with  osteoporosis  than  in  the  normal  subjects, 
resulting  in  23  and  54  per  cent  retention  of 
calcium  as  compared  with  71  per  cent. 

Calcium  intake  was  increased  five-  to  ten- 
fold by  supplementing  the  diet  with  calcium 
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gluconate  tablets.  Dietary  constituents,  which 
were  kept  constant  during  the  study,  averaged 
265  Gm.  carbohydrate,  68  Gm.  protein,  59  Gm. 
fat,  156  mg.  calcium,  and  678  mg.  phosphorus 
per  day.  During  the  one  and  one-half  to  four 
years  of  calcium  supplementation,  repeated 
balance  and  radioisotopic  studies  were  carried 
out.  Calcium  balances  improved  only  slightly 
during  the  period  of  high  intake,  with  calcium 
utilization  ranging  from  9 to  15  per  cent  in  the 
osteoporotic  patients  compared  with  57  to  74 
per  cent  in  6 subjects  in  whom  there  was  no 
evidence  of  osteoporosis. 

Fecal  calcium  accounted  for  76  to  87  per  cent 
of  intake,  representing  a five-  to  ten-fold  increase 
over  that  during  the  period  of  low  calcium  in- 
take. Two  older  patients  (fifty-two  and  seventy 
years)  without  osteoporosis  had  a greater  ca- 
pacity to  absorb  calcium  from  the  intestine  than 
the  3 patients  with  osteoporosis.  In  the  2 control 
patients  calcium  retention  was  50  and  42  per 
cent  of  intake;  in  the  3 patients  with  osteo- 
porosis it  was  3 to  7 per  cent. 

The  high  fecal  calcium  excretion  during  high 
calcium  intake  was  shown  by  radioisotope  and 
balance  studies  to  be  due  principally  to  un- 
absorbed calcium  and  not  to  increased  excretion 
of  endogenous  fecal  calcium.  It  is  suggested 
that  patients  with  osteoporosis  have  less  ability 
to  absorb  added  calcium  from  the  intestine 
than  do  young  persons  or  patients  of  comparable 
age  without  osteoporosis. 
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William  James,  in  1906, 1 brilliantly  docu- 
mented some  of  the  reactions  observed  in 
the  San  Francisco  earthquake  and  fire. 
Since  that  time,  civilization  has  experienced 
numerous  disasters,  some  of  great,  some  of 
small  magnitude,  but  the  observations  of  the 
psychologic  reactions  of  individuals  and 
groups  have  changed  little.  In  orienting 
ourselves  to  the  potential  problems  at  hand 
we  have  the  experiences  of  victims  of  the 
Hiroshima  and  Nagasaki  bombings  as  our 
best  frame  of  reference.2  Since  that  time, 
various  authors  have  concerned  themselves 
at  length  with  evaluations  of  what  was  ob- 
served at  the  time  of  those  disasters,  plus 
reporting  on  the  many  disasters  of  smaller 
magnitude  which  have  occurred  in  subse- 
quent years  and  were  available  for  field 
study.  In  1961  the  National  Academy  of 
Science  published  an  inventory  entitled, 
Field  Studies  of  Disaster  Behavior. 3 This 
inventory  encompasses  114  field  studies  of 
human  behavior  in  103  different  disaster 
situations,  the  majority  of  which  have  been 
conducted  in  the  past  ten  years. 

In  addition  to  these  disaster  reports,  we 
also  have  available  the  experiences  recorded 

Presented  at  the  thirteenth  County  Medical  Societies 
Conference  on  Disaster  Medical  Care,  Chicago,  Illinois, 
November  3 and  4,  1962. 


during  both  World  Wars  and  the  Korean 
conflict  relative  to  the  behavior  of  troops 
and  civilian  populations  during  periods  of 
intense  stress.  What  appears  striking  is 
that  the  behavior  of  individuals  and  groups 
under  these  situations  referred  to  has  in 
general  been  strikingly  similar.  Nontheless, 
popular  misconceptions  continue  to  be  pres- 
ent relative  to  what  might  be  experienced  in 
the  event  of  future  disasters.  I would  like 
to  list  these  misconceptions  under  three 
major  headings. 

Popular  misconceptions 

The  first  misconception  is  that  under 
disaster  conditions  widespread  panic  of  an 
hysterical,  uncontrolled  nature  is  probable. 
This  misconception,  with  all  that  it  entails, 
I would  refer  to  as  a negative  expectation. 
A second  misconception  is  that  psychologic 
reactions  to  stress  are  likely  to  persist  for 
great  periods  of  time  and  to  result  in  chronic 
psychiatric  states.  The  third  misconcep- 
tion, one  which  is  at  the  other  end  of  the 
pole,  so  to  speak,  is  an  over-optimistic  ap- 
praisal of  the  availability  of  medical  and 
other  “helping”  agencies  in  the  event  of 
mass  disaster.  It  is  not  difficult  to  recognize 
the  basis  for  these  aforementioned  miscon- 
ceptions. Men  and  groups  of  men  always 
have  tended  to  handle  the  fears  involved  in 
anticipating  possible  disasters  by  the  use  of 
mechanisms  which  express  a feeling  of  partial 
or  total  hopelessness  or  that  tend  to  deny 
the  personal  impact  of  such  events. 

In  discussing  these  misconceptions  I would 
like  to  point  out  that  we  do  presently  have 
sufficient  information  to  make  at  least  some 
general  predictions  as  to  what  the  behavior 
of  individuals  and  groups  in  future  disaster 
situations  might  be  and  that  there  is 
nothing  particularly  new  in  this  regard. 
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What  may  be  new  or  would  seem  to  require 
a “new  approach”  is  an  attempt  to  utilize 
the  experiences  from  the  past  to  evaluate 
further  our  expectations  for  the  future. 

Likelihood  of  panic.  In  regard  to  the 
first  misconception,  that  is,  that  panic  is 
likely  to  occur,  suffice  it  to  say  that  almost 
all  available  studies  indicate  that  a stunned 
and  bewildered  response  is  a far  more  likely 
group  reaction  than  that  of  panic.  In  dis- 
cussing four  disaster  situations,  Ty hurst 4 
has  pointed  out  that  at  the  time  of  such 
severe  stress  approximately  10  to  25  per 
cent  of  all  individuals  concerned  handled  the 
situation  in  a fairly  calm  and  collected 
manner;  that  the  large  majority  of  indi- 
viduals behaved  in  the  “normal”  dazed  and 
somewhat  immobile  manner;  and  that  a 
small  group  of  some  10  to  25  per  cent  be- 
haved in  a confused,  anxiety -ridden,  some- 
what hysterical  manner . Panic  is  considered 
likely  to  develop  only  when  an  overpowering 
trauma  is  experienced  or  expected  and  when 
all  avenues  of  possible  escape  are  closed. 
It  is  unlikely  that  any  methods  can  be  de- 
veloped to  preclude  this  from  happening  in 
the  rare  instances  where  the  criteria  for  its 
occurrence  may  exist.  However,  it  would 
seem  to  me  that  much  can  be  accomplished 
in  ameliorating  the  “stunned”  and  dazed 
response  which  might  be  anticipated  on  the 
part  of  most  individuals  and  groups. 

Psychologic  reactions.  In  regard  to 
the  second  misconception,  that  stress  reac- 
tions will  persist,  experience  in  combat  as 
well  as  the  observations  of  individuals  sub- 
jected to  disaster  situations  gives  ample 
evidence  that  psychologic  reactions  to  these 
situations  are,  in  the  main,  transient  and 
reversible.  It  would  be  foolhardy  to  claim 
that  psychologic  reactions  to  stress  should 
be  ignored.  The  reports  from  Hiroshima 
amply  document  the  fact  that  ignoring  such 
reactions  could  lead  to  a near-impossible 
problem  of  handling  any  of  the  medical 
problems  connected  with  the  disaster.  Rec- 
ognizing, however,  what  the  reactions  are 
likely  to  be  and  having  some  well-laid  plans 
to  deal  with  them  should  be  the  first  and 
perhaps  the  most  important  step  in  diminish- 
ing their  severity.  It  might  be  wise  to  re- 
view briefly  in  a somewhat  more  specific 
manner  the  kinds  of  psychologic  reactions 
that  have  been  observed. 

Panic.  It  already  has  been  mentioned 
that  panic  is  rare  but  when  seen  would 


usually  be  manifested  by  pointless  physical 
activity.  In  this  regard,  running  away 
from  the  immediate  site  of  destruction  is  not 
panic  and  may  be  the  best  protective  meas- 
ure for  the  individual. 

Dazed  reactions.  The  most  frequent 
symptom,  previously  referred  to  as  a 
“dazed”  behavior,  is  probably  a form  of 
depression.  Such  individuals  fortunately 
are  quite  easily  led  and  with  proper  leader- 
ship frequently  can  be  a help  to  the  agencies 
involved  in  rescue  and  therapeutic  efforts. 
One  might  expect,  in  addition,  many  indi- 
viduals with  somatic  complaints  on  a func- 
tional basis  and  occasionally  overactive  or 
hypomaniac  syndromes.  Drayer  et  al.b 
warn  against  the  use  of  sedatives  in  any  of 
these  reactions  since  their  use  may  tend  to 
fix  a transitory  reaction  and  put  otherwise 
capable  people  out  of  functioning  capacity. 

Time  periods  of  reaction.  In  an  article  on 
the  psychologic  aspects  of  disaster,  Glass6 
presents  the  reactions  to  the  stress  of  disas- 
ter in  a conceptual  model  involving  particu- 
lar time  periods  of  a disaster  period.  These 
are  the  preimpact  period,  the  warning  period, 
the  impact  period,  the  recoil  period,  and  the 
postimpact  period.  He  describes  the  be- 
havioral probabilities  in  each  of  these  sequen- 
tial time  periods.  In  presenting  this  model 
he  points  out  the  need  for  an  exploration  of 
the  methodology  relating  to  prevention  and 
management  of  psychologic  problems  in 
disaster.  Once  again  the  need  for  a positive 
expectancy  of  performance  of  at  least  some 
of  the  groups  and  the  capability  of  a large 
proportion  of  the  group  would  be  channeled 
into  effective  functioning. 

Availability  of  medical  aid.  The  third 
misconception  related  to  the  idea  about  the 
availability  of  medical  and  other  supported 
functional  groups  is  the  one  which  I wish 
to  explore  in  greater  detail. 

It  would  seem  imperative  in  any  confer- 
ence devoted  to  discussing  what  medical 
personnel  can  do  in  a disaster  to  review 
what  has  been  possible  in  the  past  and  try  to 
determine  what  might  improve  functioning 
in  the  future.  Medical  personnel  are  not 
immune  to  the  very  same  reactions  under 
stress  that  occur  in  all  other  individuals. 
The  best  laid  plans  for  the  treatment  not 
only  of  psychologic  but  also  of  the  surgical 
and  medical  problems  arising  in  a disaster 
situation  can  go  for  naught  if  the  individuals 
involved  in  such  planning  fail  to  take  cogni- 
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zance  of  some  of  the  serious  problems  of  a 
psychologic  nature  which  may  befall  the 
treating  as  well  as  the  treated  group.  Study 
after  study  has  documented  the  fact  that 
certain  types  of  individuals  are  likely  to 
emerge  as  the  leaders  in  various  phases  of 
disaster  work.  Shortly  after  impact  the 
“acting”  individuals  usually  emerge  who 
energetically  attempt  to  channel  efforts 
toward  escape  and  care  of  casualties.  If 
those  individuals  who  emerge  in  this  type 
of  activity  are  not  aware  previously  of  plans 
for  the  handling  of  problems,  one  can  easily 
see  that  their  leadership  may  not  always  be 
optimal.  The  “thinkers”  and  “planning” 
type  individuals  are  less  likely  to  emerge  as 
leaders  early  in  a disaster  situation.  How- 
ever, their  contributions  are  usually  deeply 
felt  in  later  postimpact  periods.  One  of  the 
issues,  it  seems  to  me,  that  is  not  often  fully 
faced  by  those  of  us  who  concern  ourselves 
for  planning  disaster  care,  has  to  do  with 
our  own  availability  at  the  time  of  disaster. 
Assuming  that  an  individual  who  has  been 
involved  in  disaster  planning  survives  the 
initial  impact,  there  are  many  possibilities 
which  may  interfere  with  his  ability  to  be  of 
service. 

The  first  and  foremost  is  the  allegiance 
of  the  individual  to  his  family  and  the  con- 
flict that  this  inexorably  creates  relative  to 
his  mission  of  helping  and  treating  victims. 
This  may  create  serious  psychologic  reac- 
tions in  some  medical  personnel.  Michael7 
pointed  out  that  one  can  expect  some 
individuals  in  a safe  zone  to  return  and  help 
those  in  a disaster  zone  only  (1)  if  it  is  clear 
that  their  own  families  will  be  cared  for,  (2) 
it  is  clear  that  their  families  and  possibly 
themselves  are  not  in  the  path  of  dangerous 
fallout,  and  (3)  that  return  to  the  danger 
zone  would  not  mean  sickness,  sterility,  and/ 
or  death  from  radiation.  These  are  prob- 
lems which  obviously  have  no  simple  answer. 
However,  this  points  up  the  need  for  those 
individuals  who  would  normally  be  expected 
to  render  treatment  to  make  more  advanced 
planning  than  we  would  expect  of  others  in 
the  population.  This,  however,  raises  some 
additional  problems. 

Dangers  of  overplanning 

All  the  ifs  cited,  as  documented  by  Mi- 
chael, are  not  necessarily  nonhumanitarian. 


Obviously,  it  would  not  be  serving  anyone 
to  enter  an  area  in  which  treatment  would 
have  only  temporary  effects  and  which  would 
endanger  both  the  treated  and  the  treating 
individuals.  In  addition,  there  is  always  a 
danger  in  “overplanning”  for  disaster.  By 
overplanning,  I refer  to  a tendency  to  try  to 
provide  plans  in  such  detail  as  to  open  up 
the  possibility  of  reactions  to  things  un- 
planned. I believe  I can  give  an  example 
from  my  own  personal  experience.  In  the 
early  1950’s  I attended  an  atomic  detonation 
on  the  desert  in  Nevada;  on  this  occasion 
troops  and  observers  were  placed  in  trenches 
quite  close  to  ground  zero.  All  the  individ- 
uals involved  were  given  exceedingly  thor- 
ough briefings  regarding  what  they  might  ex- 
pect. In  my  estimation  few,  if  any,  of  the 
individuals  involved  were  very  apprehensive 
prior  to  the  detonation.  The  almost  over- 
powering visual  and  auditory  stimuli  from 
the  detonation  were  not,  in  my  estimation, 
particularly  frightening  since  they  had 
been  well  explained  in  advance.  However, 
because  of  the  proximity  of  the  trenches  to 
the  detonation  point,  a rather  violent  ground 
tremor,  or  if  you  wish,  earthquake-like  sen- 
sation, was  experienced.  Although  this 
resulted  in  no  severe  psychologic  reaction, 
it  was  not  anticipated  and  was  therefore 
more  frightening  than  the  more  realistically 
threatening  visual  and  auditory  stimuli. 

The  point  I would  like  to  make  in  formu- 
lating plans  for  managing  future  behavior 
is  that  it  is  not  advisable  to  try  to  include  all 
possibilities  in  minute  detail  (this  is  impos- 
sible anyway)  because  in  so  doing  it  can  set 
up  the  opportunity  for  untoward  reactions  in 
response  to  unanticipated  problems.  A 
shelter  program,  for  example,  planned  in  de- 
tail for  all  elements  except  ventilation  would 
create  more  problems  than  it  solved.  My 
own  recommendations  for  treatment  orienta- 
tion relative  to  psychologic  reactions  to 
stress  would  place  major  emphasis  on  a 
general  preventive  frame  of  reference.  What 
is  needed  is  an  attitude  of  positive  expec- 
tancy with  a realistic  awareness  of  some  of 
the  calamities  that  could  occur  but  with  the 
equally  realistic  awareness  that  the  survivors 
of  such  calamities  can  and  must  have  help — 
help  that  if  available,  should  enable  a large 
percentage  of  them  to  help  others.  I recog- 
nize that  research  in  this  area,  and  certainly 
my  own  remarks,  often  have  raised  more 
problems  than  solutions.  Nonetheless,  it  is 
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important  to  recognize  that  man  has  great 
strengths  which  are  frequently  evoked  in 
time  of  stress.  In  commenting  on  this, 
Michael  said,  “Given  leadership,  especially 
in  disaster,  man  will  follow  it — indeed  he 
craves  it. 

“Leadership  means  psychological  support 
and  physical  organization.  Leadership 
means  society.”  The  recognition  that  prob- 
lems of  a psychologic  nature  affect  not  only 
the  groups  struck  by  a disaster  but  also 
those  trained  to  treat,  is  of  paramount 
importance  in  further  evolving  plans  for 
mass  casualty  care. 


Hospitalized  alcoholics  increasing 

Alcoholics,  particularly  those  with  the  most 
severe  forms  of  the  disease,  are  increasing  among 
State  mental  hospital  admissions,  according  to 
Stanley  F.  Yolles,  M.D.,  director  of  the  Na- 
tional Institute  of  Mental  Health. 

A study  by  the  Institute’s  Office  of  Biometry, 
Public  Health  Service,  U.S.  Department  of 
Health,  Education,  and  Welfare,  reveals  that 
1 in  7 newly  admitted  patients  is  an  alcoholic, 
an  18  per  cent  rise  in  ten  years.  In  nine  states, 
disorders  associated  with  alcoholism  lead  all 
other  diagnoses  in  mental  hospital  admissions. 

Recent  figures  analyzed  by  Ben  Z.  Locke, 
NIMH  statistician,  show  a startling  rise  in  the 
number  of  alcoholics  diagnosed  with  “chronic 
brain  syndrome  associated  with  alcoholism,” 
the  most  severe  and  hopeless  of  the  three 
classifications  of  the  disease.  Patients  in  this 
group  suffer  permanent  and  irreversible  destruc- 
tion of  the  tissues  of  the  brain.  The  damage 
probably  results  from  metabolic  or  nutritional 
defects  caused  by  prolonged  use  of  alcohol. 

These  alcoholics  undergo  severe  personality 
changes,  delirium,  confusion,  amnesia,  con- 
fabulation, or  talkativeness  about  things  that 
never  happened,  inflammation  of  the  nerves,  and 
pain  in  the  arms  and  legs.  The  brain  damage 
may  be  diagnosed  by  the  electroencephalogram. 

More  than  half  the  alcoholics  now  in  state 
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mental  hospitals  suffer  from  this  irreversible 
form  of  alcoholism- — a 50  per  cent  increase  in 
this  group  in  the  past  ten  years.  This  rise 
occurred  during  a period  when  the  number  of 
patients  in  mental  hospitals  has  dropped 
Patients  in  public  mental  hospitals  in  1952 
totaled  531,981  in  contrast  to  approximately 
495,000  today.  Resident  patient  rates  for  these 
hospitals  have  dropped  from  438  per  100,000 
population  in  1952  to  about  359  per  100,000 
now. 

In  contrast  to  the  “chronic  brain  syndrome” 
patients,  the  other  two  classifications  of  al- 
coholics, “acute  brain  syndrome  associated  with 
alcoholism,”  and  “sociopathic  personality  dis- 
turbance, alcoholism  addiction,”  have  grown  at 
a much  slower  rate. 

An  analysis  of  one  characteristic  state,  Ohio, 
furnishes  this  profile  of  the  typical  alcoholic 
admitted  to  a mental  hospital:  The  odds  are 
better  than  4 to  1 that  he  will  be  a male,  prob- 
ably separated  or  divorced,  with  little  or  no 
elementary  education.  He  is  most  likely  to  be 
admitted  to  the  hospital  for  the  first  time,  in 
his  forties. 

The  person  least  likely  to  become  an  alcoholic 
patient,  according  to  these  statistics,  is  the 
married  female  with  some  college  education, 
either  under  thirty-five  or  over  fifty-four  years 
of  age.  Figures  from  other  states  show  that  the 
Ohio  profile  accurately  represents  the  national 
picture. 
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George  Abram  Baker,  M.D.,  of  Kenmore, 
died  on  November  14,  1964,  at  the  age  of  forty- 
nine.  Dr.  Baker  graduated  in  1929  from  the 
University  of  Buffalo  School  of  Medicine.  He 
was  an  associate  attending  surgeon  at  Millard 
Fillmore  Hospital.  Dr.  Baker  was  a member 
of  the  Erie  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Edward  Nicholas  Bink,  M.D.,  of  Utica,  re- 
tired, died  on  November  4,  1964,  at  the  age  of 
sixty-nine.  Dr.  Bink  graduated  in  1927  from 
the  University  of  Laval  School  of  Medicine 
and  Surgery,  Quebec. 

Russell  Enoch  Blaisdell,  M.D.,  of  Pearl 
River,  died  on  March  6 at  his  home  at  the  age 
of  eighty-two.  Dr.  Blaisdell  graduated  in  1906 
from  Baltimore  Medical  College.  For  forty- 
one  years  he  had  been  associated  with  the  New 
York  State  Department  of  Mental  Hygiene, 
and  in  1930  he  was  appointed  superintendent 
of  the  newly  opened  Rockland  State  Hospital, 
Orangeburg.  Retired  in  1948,  Dr.  Blaisdell 
was  a Diploma te  of  the  American  Board  of  Psy- 
chiatry and  Neurology,  Life  Fellow  of  the  Ameri- 
can Psychiatric  Association,  and  a member  of 
the  New  York  Academy  of  Medicine,  the  Rock- 
land County  Medical  Society,  the  Medical  So- 
ciety of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

John  Logan  Cathie,  M.D.,  of  Alexander, 
died  on  December  22,  1964,  at  Clifton  Springs 
Hospital  at  the  age  of  sixty-three.  Dr.  Cathie 
graduated  in  1937  from  the  University  of 
Toronto  Faculty  of  Medicine.  He  was  an 
attending  physician  and  surgeon  at  Genesee 
Memorial  Hospital,  Batavia,  and  an  attending 
physician  in  general  practice  at  St.  Jerome 
Hospital,  also  in  Batavia.  For  twenty  years 
he  had  served  as  Alexander  health  officer  and 
school  physician  and  was  medical  adviser  for 
the  Genesee  County  Social  Welfare  Depart- 
ment, medical  coordinator  for  the  Genesee 
County  Civil  Defense  System,  and  medical 
adviser  for  the  county’s  Selective  Service 
board.  From  1942  to  1944  he  served  as  an 
Army  Medical  Corps  captain  and  received  the 
Bronze  Star,  Distinguished  Service  Cross, 
Pathfinder  Arrow,  and  five  beachlanding  stars. 
Dr.  Cathie  was  a member  of  the  American 
Academy  of  General  Practice,  the  American 
Geriatrics  Society,  the  Genesee  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 


John  Francis  Connor,  M.D.,  of  Troy,  died 
on  January  11  at  the  age  of  sixty-four.  Dr. 
Connor  graduated  in  1924  from  Albany  Medical 
College.  He  was  chief  of  obstetrics  at  Leonard 
Hospital. 


Walter  Dolgin,  M.D.,  of  New  York  City, 
died  on  January  18  at  the  age  of  fifty.  Dr. 
Dolgin  graduated  in  1939  from  New  York 
University  College  of  Medicine.  He  was  an 
associate  attending  gastroenterologist  at  Beth 
Israel  Hospital.  Dr.  Dolgin  was  a member  of 
the  Amerian  Geriatrics  Society,  the  New  York 
Academy  of  Gastroenterology,  the  New  York 
County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 


William  C.  Durrin,  M.D.,  of  Stony  Brook, 
died  on  March  6 at  his  home  at  the  age  of  eighty- 
eight.  Dr.  Durrin  graduated  in  1899  from  New 
York  Homeopathic  Medical  College  and  Flower 
Hospital.  Retired,  he  was  an  emeritus  physi- 
cian in  internal  medicine  at  the  John  T.  Mather 
Memorial  Hospital,  Port  Jefferson.  Dr.  Durrin 
was  a Fellow  of  the  American  College  of  Surgeons 
and  a member  of  the  Suffolk  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Abraham  D.  Eckerson,  M.D.,  of  Richmond 
Hill,  died  on  October  14,  1964,  at  the  age  of 
sixty-nine.  Dr.  Eckerson  graduated  in  1920 
from  New  York  Homeopathic  Medical  College 
and  Flower  Hospital. 

Martin  M.  Goldbach,  M.D.,  of  New  York 
City,  died  on  December  2,  1964,  at  the  age  of 
seventy-two.  Dr.  Goldbach  received  his  med- 
ical degree  from  the  University  of  Erlangen 
in  1920.  For  many  years  he  was  on  the  staff 
of  the  Marcy  State  Hospital,  Marcy.  He  was 
a member  of  the  American  Psychiatric  Associa- 
tion, the  Oneida  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Howard  H.  Gordon,  M.D.,  of  New  York  City, 
died  on  March  3 at  the  age  of  seventy-two. 
Dr.  Gordon  graduated  in  1918  from  Fordham 
University  School  of  Medicine.  He  was  a 
member  of  the  Bronx  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 
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Melvin  E.  James,  M.D.,  of  Buffalo,  died  on 
November  1,  1964,  at  the  age  of  forty-three. 
Dr.  James  graduated  in  1945  from  the  Uni- 
versity of  Buffalo  School  of  Medicine.  He 
was  an  attending  obstetrician  at  Children’s 
Hospital  and  an  associate  attending  obstetrician 
and  gynecologist  at  Buffalo  General  Hospital. 
Dr.  James  was  a Diplomate  of  the  American 
Board  of  Obstetrics  and  Gynecology,  a Fellow 
of  the  American  College  of  Obstetricians  and 
Gynecologists,  and  a member  of  the  Buffalo 
Obstetrical  and  Gynecological  Society,  the 
Erie  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Milton  Lurie  Kramer,  M.D.,  of  New  York 
City,  died  on  March  9 at  New  York  Hospital 
at  the  age  of  fifty-eight.  Dr.  Kramer  graduated 
in  1929  from  Columbia  University  College  of 
Physicians  and  Surgeons.  He  was  director  of 
medicine  at  the  Hospital  for  Joint  Diseases, 
an  attending  physician  at  The  New  York  Hos- 
pital, and  a consulting  physician  at  New  York 
Infirmary.  Dr.  Kramer  was  a Diplomate  of  the 
American  Board  of  Internal  Medicine,  a Fellow 
of  the  American  College  of  Physicians,  and  a 
member  of  the  New  York  Academy  of  Medicine, 
the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Leopold  C.  Lazarowitz,  M.D.,  of  New  York 
City,  died  on  February  27  at  his  home  at 
the  age  of  seventy.  Dr.  Lazarowitz  received 
his  medical  degree  from  the  University  of 
Warsaw  in  1922.  He  was  an  assistant  attend- 
ing physician  at  Flower  and  Fifth  Avenue 
Hospitals,  Bellevue  Hospital,  and  Metropolitan 
Hospital.  Dr.  Lazarowitz  was  a Fellow  of  the 
American  Academy  of  Allergy  and  a member 
of  the  New  York  Allergy  Society,  the  New  York 
County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Herbert  Monheimer,  M.D.,  of  Schenectady, 
died  on  January  11  at  Albany  Medical  Center 
Hospital  at  the  age  of  sixty-five.  Dr.  Mon- 
heimer graduated  in  1924  from  the  University 
of  Pennsylvania  School  of  Medicine.  He  was  a 
member  of  the  American  Association  for  Re- 
search in  Psychosomatic  Problems,  the  Ameri- 
can Group  Psychotherapy  Association,  the 
Schenectady  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 


Irwin  Louis  Vincent  Norman,  M.D.,  of 

New  York  City,  died  on  March  4 at  Harkness 
Pavilion  at  the  age  of  sixty-one.  Dr.  Norman 
graduated  in  1927  from  the  University  of  Min- 
nesota College  of  Medicine  and  Surgery.  A 
former  rear  admiral  in  the  Navy,  he  was  fleet 
medical  officer  of  the  Seventh  Fleet  in  the 
Pacific  from  January,  1943,  until  July,  1944, 
during  World  War  II.  At  the  time  of  his  death, 
he  was  medical  director  of  the  Chase  Manhattan 
Bank.  Dr.  Norman  was  a Diplomate  of  the 
American  Board  of  Internal  Medicine,  a Fellow 
of  the  American  College  of  Physicians,  and  a 
member  of  the  Industrial  Medical  Association, 
the  Association  of  Military  Surgeons  of  the 
United  States,  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Joseph  C.  O’Gorman,  M.D.,  of  Buffalo, 
died  on  December  19,  1964,  at  the  age  of 
eighty-five.  Dr.  O’Gorman  graduated  in  1906 
from  the  University  of  Buffalo  School  of  Medi- 
cine. He  was  an  honorary  attending  ophthal- 
mologist at  Sisters  of  Charity  Hospital  of 
Buffalo.  He  was  secretary  and  a founder  of 
the  Hospital  Service  Corporation  of  Western 
New  York  (Blue  Shield-Blue  Cross).  Dr. 
O’ Gorman  was  a member  of  the  Buffalo  Acad- 
emy of  Medicine,  the  Erie  County  Medical  Soci- 
ety, the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Robert  S.  Pratt,  M.D.,  of  Williamsville, 
died  on  December  19,  1964,  at  his  home  at  the 
age  of  seventy.  Dr.  Pratt  graduated  in  1922 
from  the  University  of  Toronto  Faculty  of 
Medicine.  He  was  an  honorary  attending 
general  practitioner  at  the  Sisters  of  Charity 
Hospital  of  Buffalo  and  from  1950  to  1960  was 
physician  for  the  Williamsville  Central  School 
District.  Dr.  Pratt  was  a member  of  the 
American  Academy  of  General  Practice,  the 
Buffalo  Academy  of  Medicine,  the  Erie  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

James  Edison  Smith,  M.D.,  of  Schenectady, 
died  on  December  7,  1964,  at  the  age  of  sixty- 
two.  Dr.  Smith  graduated  in  1926  from  Albany 
Medical  College.  He  was  a member  of  the 
American  Academy  of  General  Practice,  the 
Schenectady  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 
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Books  Reviewed 


Case  Capsules.  By  Arnold  Lieberman,  M.D. 
Octavo  of  341  pages,  illustrated.  Springfield, 
111.,  Charles  C Thomas,  1964.  Cloth,  $9.50. 

This  is  a physician’s  paradise  of  literature. 
In  this  volume  are  horrendous  tales  of  cos- 
mopolitan New  York,  Chicago,  and  even  a 
small  Indiana  town  with  repercussions  and  pre- 
vious reverberations  in  Europe  and  South 
America.  It  is  a precise,  succinct  dissertation 
written  in  good  literary  style  reminiscent  of 
Somerset  Maugham,  O.  Henry,  and  Conan 
Doyle.  The  physician  will  find  it  contains 
mental  exercises  as  good  as  any  clinicopatho- 
logic  conference  or  case  demonstration.  The 
letter  from  John  Crown  to  Howard  A.  Rusk  who 
writes  the  prologue  is  of  such  value  as  befits  a 
book  of  this  type.  It  has  the  blessings  of 
Frank  B.  Ramsey  and  William  Hammond. — 
Bernard  Seligman,  M.D. 

Corneal  Contact  Lenses.  By  Members  of 
the  Contact  Lens  Section,  Department  of 
Ophthalmology,  Baylor  University  College  of 
Medicine,  Houston,  Texas.  Edited  by  Louis 
J.  Girard,  M.D.  Associate  Editors,  Joseph 
W.  Soper  and  Whitney  G.  Sampson,  M.D. 
Octavo  of  329  pages,  illustrated.  St.  Louis, 
The  C.  V.  Mosby  Company,  1964.  Cloth, 
$19.75. 

This  is  a comprehensive,  theoretical  and 
practical  study  of  corneal  contact  lenses  by  a 
number  of  contributors.  It  is  written  for  the 
ophthalmologist  who  is  beginning  to  prescribe 
contact  lenses. 

A short  history,  optical  principles,  indications 
and  contraindications,  and  the  importance  of 
careful  and  correct  keratometry  measurements 
for  fitting  contact  lenses  are  discussed.  Finally, 
a detailed,  practical  method  of  fitting  the  lenses, 
handling  the  lenses,  removal,  cleaning  and 
storage,  with  further  detailed  fitting  technics  are 
presented. 

This  book  fills  a need  for  the  prescribing 
ophthalmologist.  The  editor  is  a professor  and 
chairman  of  the  Department  of  Ophthalmology, 
Baylor  University  College  of  Medicine. — Nor- 
ris C.  Elvin,  M.D. 

Towards  Earlier  Diagnosis.  By  Keith  Hodg- 
kin, B.M.  Duodecimo  of  459  pages,  illustrated. 
Edinburgh,  E.  & S.  Livingstone,  Ltd.  (Balti- 
more, The  Williams  and  Wilkins  Co.)  1963. 
Fabrikoid,  $6.50. 

The  author  of  this  book  is  a general  prac- 
titioner in  the  National  Health  Service  in  Great 
Britian  and  a member  of  the  Royal  College  of 


Physicians.  Mr.  Hodgkin  has  recorded  his 
experiences  in  thirteen  years  of  practice.  He 
has  tabulated  the  incidence  rates  in  order  of 
frequency  of  the  illnesses  encountered  in  those 
years.  In  addition  he  has  provided  a dif- 
ferential diagnosis  of  these  illnesses  together 
with  a list  of  those  symptoms  which  proved  to 
be  statistically  most  significant  in  each  case. 
A short  account  of  the  misleading  features  and 
pitfalls  in  reaching  a diagnosis  is  also  included. 

Mr.  Hodgkin  has  recognized  the  great  ad- 
justment the  young  physician  must  make  when 
he  leaves  hospital  practice  for  general  practice. 
This  book  helps  to  bridge  that  gap.  It  orients 
the  young  practitioner  to  his  new  medical 
environment  as  well  as  describes  how  a family 
doctor  works  and  thinks  and  how  clinical  ob- 
servation influences  the  practice  of  medicine. 

This  is  a most  interesting  and  informative 
book.  The  lessons  it  teaches  are  universally  ap- 
plicable. It  is  highly  recommended. — Felix 
Taubman,  M.D. 


Progress  in  Angiography.  Compiled  and 
Edited  by  Manuel  Viamonte,  Jr.,  M.D.,  and 
Raymond  E.  Parks,  M.D.  Octavo  of  562  pages, 
illustrated.  Springfield,  111.,  Charles  C Thomas, 
1964.  Cloth,  $29.50. 

This  volume  contains  the  proceedings  of  a 
refresher  course  in  advances  in  angiography 
presented  at  Miami  Beach  in  1963  under  the 
auspices  of  the  University  of  Miami  School  of 
Medicine.  It  is  divided  into  nine  sections 
covering  first  a group  of  technical  papers, 
various  phases  of  diagnostic  angiocardiography, 
radiologic  studies  of  the  aortic  and  mitral  valves, 
the  coronary  artery,  renal,  aortic,  splenographic, 
and  lymphangiographic  studies  of  the  various 
portions  of  the  body. 

The  volume  is  well  illustrated.  The  discus- 
sions, both  technical  and  diagnostic,  are  com- 
plete and  precise.  The  bibliography  is  fairly 
complete. 

This  volume  is  particularly  interesting  be- 
cause it  expresses  the  opinions  of  the  leading 
workers  and  contributors  in  these  fields.  The 
panel  discussions  at  the  end  of  each  chapter  are 
also  of  great  interest.  This  book  can  be  a worth- 
while addition  to  a radiological  library,  par- 
ticularly a resident  training  library. — Emanuel 
Mendelson,  M.D. 


Experience  in  Renal  Transplantation.  By 

Thomas  E.  Starzl,  M.D.  Octavo  of  376  pages, 
illustrated.  Philadelphia,  W.  B.  Saunders 
Company,  1964.  Cloth,  $17. 
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This  book  is  a careful  documentation  of  the 
experiences  of  the  medical-surgical  renal  unit  at 
The  University  of  Colorado  Medical  Center. 
During  the  two-year  period  of  March,  1962, 
to  March,  1964,  75  renal  transplantations  were 
performed. 

The  introduction  outlines  the  immunologic 
problems  involved  and  then  the  following 
chapters  deal  with  the  proper  selection  of 
recipient  and  donor.  The  subsequent  chapters 
detail  exactly  the  pre-  and  postoperative  care 
as  well  as  the  specific  technics  of  both  homo- 
and  hetero-renal  transplantation. 

A very  interesting  closing  chapter  deals  with 
the  complex  ethical  and  psychosocial  problems 
of  organ  transplantation. 

This  book  should  serve  as  an  invaluable  guide 
to  any  group  interested  in  organizing  a similar 
unit. — IsaacS.  Friedman,  M.D. 

Medical  Department,  United  States  Army. 
Preventive  Medicine  in  World  War  II.  Vol. 
VI.  Communicable  Diseases  — Malaria. 

Editor  in  Chief,  Colonel  John  Boyd  Coates, 
Jr.,  MC,  USA.  Editor  for  Preventive  Medi- 
cine, Ebbe  Curtis  Hoff,  M.D.  Assistant  editor, 
Phebe  M.  Hoff,  M.A.  Octavo  of  642  pages, 
illustrated.  Washington,  D.C.,  Office  of  the 
Surgeon  General,  Department  of  the  Army, 
1963.  Cloth,  $6.25. 

For  the  malariologist  specifically,  medical 
officers  and  public  health  officials  generally,  this 
is  an  indispensable  and  interesting  reference 
work. 

Of  course,  its  main  emphasis  is  on  malaria 
control  as  related  to  military  activity.  How- 
ever, since  civilian  populations  are  almost 
always  intimately  involved  in  war  activities  and 
since  water  and  air  travel  are  so  extensive, 
malaria  control  becomes  a world  wide  coopera- 
tive effort. 

The  development  of  antimalarial  compounds 
and  insecticidal  materials,  their  methods  of  use, 
are  part  of  the  striking  advances  in  medicine 
which  began  about  the  time  of  the  second  world 
war  and  were  catalyzed  by  the  numerous  emer- 
gencies and  contingencies  which  arose.  An  in- 
teresting phase  of  medical  history  is  recorded 
here.  While  the  clinical  material  is,  of  neces- 
sity, incidental,  there  are  many  interesting  bits 
of  clinical  medicine  which  are  well  worth  read- 
ing. 

This  is  an  outstanding  and  important  con- 
tribution to  the  field  of  communicable 
diseases. — Morris  Zuckerbrod,  M.D. 

Manual  of  Surgical  Technique.  By  Warner 
F.  Bowers,  M.D.,  Thomas  H.  Hewlett,  M.D., 
and  George  J.  Thomas,  B.A.  Quarto  of  317 
pages,  illustrated.  Springfield,  111.,  Charles 
C Thomas,  1963.  Cloth,  $14. 

The  perfect  pen  illustrations  help  to  impart 
a well  grounded  method  of  procedure  for  most 
surgical  cases. 

The  illustrations  and  descriptions  are  clear, 
concise,  and  well  depicted. 


One  is  greatly  impressed  by  this  excellent 
manual  and  would  certainly  recommend  it  to  be 
used  as  a reference  for  all  surgeons. — John  J. 
Lille,  M.D. 

Reconstructive  Plastic  Surgery.  Volume 
I,  General  Principles.  Volume  II  & III, 
The  Head  and  Neck.  Volume  IV,  The 
Hand  and  Upper  Lower  Extremities.  Vol- 
ume V,  The  Trunk,  Genitourinary  System 
and  Experimental  Approaches.  Edited  by 
John  Marquis  Converse,  M.D.  With  a sec- 
tion on  the  hand  edited  by  J.  William  Littler, 
M.D.  Octavo  of  2,253  pages,  illustrated. 
Philadelphia,  W.  B.  Saunders  Company,  1964. 
Cloth,  $125  the  set  of  5 volumes. 

This  five-volume  textbook  is  a comprehensive 
collection  of  chapters,  each  written  by  well 
qualified  experts  on  the  subject  discussed.  A 
total  of  76  authors  is  listed.  The  books  are 
generously  illustrated  and  the  subject  matter  is 
covered  completely  and  authoritatively. 

This  is  the  most  ambitious  and  complete 
textbook  of  plastic  surgery  published  to  date. 
It  belongs  in  every  institutional  medical  library 
and  it  should  be  of  special  benefit  to  every 
plastic  surgeon.  In  addition,  general  surgeons, 
ophthalmic  surgeons,  otolaryngologists,  ortho- 
pedic surgeons,  urologists,  and  head  and  neck 
tumor  surgeons  who  do  reparative  and  recon- 
structive surgery  in  their  own  fields  of  practice 
will  find  individual  volumes  very  useful. — 
Raymond  Shapiro,  M.D. 

Industrial  and  Traumatic  Ophthalmology. 
Symposium  of  the  New  Orleans  Academy  of 
Ophthalmology.  Contributors:  Arthur  H. 

Keeney,  M.D.,  Hedwig  S.  Kuhn,  M.D., 
Roderick  MacDonald,  Jr.,  M.D.,  Frank  W. 
Newell,  M.D.,  Joseph  F.  Novak,  M.D.,  Ralph 
W.  Ryan,  M.D.,  and  Lorenz  E.  Zimmerman, 
M.D.  Octavo  of  321  pages,  illustrated.  St. 
Louis,  The  C.  V.  Mosby  Company,  1964. 
Cloth,  $14.50. 

This  publication  is  the  assembled  material  of 
a group  of  recognized  experts  who  participated 
in  a symposium  on  the  subject. 

The  many  phases  are  very  well  covered  and 
bring  up  to  date  a special  branch  of  medicine 
that  has  advanced  considerably  in  the  past  few 
decades. 

The  various  types  of  trauma  including  radiant 
energy  are  thoroughly  presented.  Preventive 
measures  as  well  as  treatment  are  emphasized. 

Complications  are  considered  in  detail.  The 
pathology  of  these  clinical  entities  is  more  than 
adequately  described. 

This  volume  will  be  of  great  value  to  all 
clinicians  as  well  as  to  public  health  and  in- 
dustrial physicians. — Mortimer  A.  Lasky, 
M.D. 

Parasites  of  the  Human  Heart.  By  B.  H. 
Kean,  M.D.,  and  Roger  C.  Breslau,  M.D. 
Octavo  of  186  pages,  illustrated.  New  York, 
Grune  & Stratton,  1964.  Cloth,  $5.00. 
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Parasitic  cardiopathies  are  presently  re- 
garded as  curiosities.  This  monograph  at- 
tempts to  summarize  our  present  knowledge 
concerning  parasites  of  the  human  heart.  It 
does  so  very  successfully,  because  the  authors 
have  been  especially  interested  in  this  field  and 
because  of  the  excellent  summarization  of  all 
available  material  related  to  protozoan  and 
metazoan  cardiopathies.  This,  of  course,  ex- 
cludes the  far  more  common  viral,  bacterial, 
rickettsial,  and  fungal  diseases  of  the  heart. 

In  1947,  it  was  estimated  by  N.  R.  Stoll  in 
his  now  classic  paper  “This  Wormy  World” 
that  there  were  2.26  billion  cases  of  parasitic 
infection  in  the  world.  There  is  little  reason 
to  believe  that  the  percentage  has  been  signifi- 
cantly reduced  during  the  subsequent  eighteen 
years.  Although  practically  all  the  known 
parasites  of  man  are  capable  of  involving  the 
heart,  not  many  are  involved  in  the  temperate 
zone  unless  introduced  by  returning  troops  or 
because  of  intercontinental  travel.  The  ubiq- 
uitous Trichinella  spiralis  constitutes  the 
major  parasitic  menace  in  the  United  States. 

The  authors  succeed  admirably  in  a concise 
presentation  of  all  the  available  material  which 
is  well  documented.  Photographic  reproduc- 
tions are  generally  satisfactory  although  it  was 
necessary  to  reproduce  some  illustrations  from 
original  studies. 

This  book  is  recommended  for  all  cardiol- 
ogists, parasitologists,  and  those  interested  in 
medical  curiosities. — Nathaniel  E.  Reich, 
M.D. 

Body  Fluids  and  the  Acid-Base  Balance. 

By  Halvor  N.  Christensen,  Ph.D.  Quarto  of 
506  pages,  illustrated.  Philadelphia,  W.  B. 
Saunders  Company,  1964.  Paper  $6.50. 

This  book  is  an  excellently  programmed 
method  of  instruction  of  clinical  biochemistry. 
Because  it  is  so  well  organized  and  clearly 
presented  it  can  be  of  inestimable  value  to  the 
physician  who  is  anxious  to  understand  the 
basic  chemical  derangements  of  many  clinical 
problems. 

The  book  is  uniquely  arranged  in  the  form  of 
questions  and  answers.  The  answers  are  found 
diagonally  below  or  on  the  following  page.  The 
early  chapters,  which  deal  with  acid-base 
balance,  are  particularly  rewarding  if  read  in 
conjunction  with  the  author’s  previously  pub- 
lished paper-backed  book  Body  Fluids  and 
Their  Neutrality.  Following  this,  there  are 
chapters  dealing  with  salt  and  water,  potas- 
sium, calcium  and  phosphorus,  and  gas  trans- 
port mechanisms. 

The  method  of  presentation  lends  itself  to  the 
, clarification  of  many  concepts  which  other  books 
do  not  explain.  The  student  or  physician  who 
spends  time  with  this  volume  will  soon  find  that 
clinical  biochemistry  is  much  less  difficult  to  un- 


derstand and  apply  than  many  of  us  believe. — 
IsaacS.  Friedman,  M.D. 

Clearance  Tests  in  Clinical  Medicine.  By 

Francois  C.  Reubi,  M.D.  Octavo  of  217 
pages,  illustrated.  Springfield,  111.,  Charles  C 
Thomas,  1963.  Cloth,  $8.75.  (American  Lec- 
ture Series) 

This  is  a well  organized,  well  written  volume 
by  an  authority  in  the  field  of  renal  clearance. 
The  first  section  is  a review  of  the  theory  of 
renal  clearance  and  physiology  of  the  kidney. 
The  second  section  deals  with  methods  and 
technics  of  renal  clearance  studies.  The  re- 
mainder of  the  book  is  devoted  to  correlation  of 
the  findings  in  clearance  studies  with  the  various 
clinical  disease  states  of  the  kidney,  and  condi- 
tions in  which  the  hemodynamics  are  altered. 

Obviously,  these  technics  are  feasible  only  in 
an  institution  which  is  adequately  equipped  and 
staffed  for  their  performance.  These  are  not 
procedures  to  be  done  in  a physician’s  office  or  a 
small  routine  laboratory.  The  information 
they  yield  from  a physiologic,  diagnostic,  and 
prognostic  point  of  view  makes  them  important 
and  useful  procedures. 

Concise  but  complete,  this  well  planned  book 
makes  its  material  easily  accessible.  Its  greatest 
appeal  will  be  to  the  medical  student,  the  renal 
physiologist,  and  the  internist. — Morris 

ZUCKERBROD,  M.D. 

Respiratory  Function  in  Disease.  By  David 

V.  Bates,  M.D.,  and  Ronald  V.  Christie,  M.D. 
Octavo  of  566  pages,  illustrated.  Philadelphia, 

W.  B.  Saunders  Company,  1964.  Cloth,  $15.50 

Books  written  on  diseases  of  the  lungs  have 
been  either  entirely  clinical  or  devoted  to 
physiology.  The  former  often  have  been  rather 
scanty  in  some  details  or  else  unclear.  The 
latter  have  often  left  the  student  and  physician 
with  a mass  of  facts,  which  are  difficult  to 
digest.  This  book,  on  the  other  hand,  com- 
bines the  physiology  with  the  disease  and  does 
it  with  much  thoroughness  and  such  clarity  that 
it  produces  a comprehensive,  entire  discussion  of 
respiratory  disease.  Each  statement  is  docu- 
mented with  an  extensive  bibliography.  The 
bibliography  in  itself  can  be  regarded  as  a 
reference  list. 

Adding  to  the  value  of  this  book  is  the  in- 
corporation of  the  latest  concepts  and  findings 
regarding  respiratory  disorders.  The  book  re- 
flects the  knowledge  and  thinking  of  one  of  the 
most  active  and  productive  centers  for  the 
study  of  respiratory  diseases. 

This  book  is  highly  recommended  for  anyone 
interested  in  respiratory  diseases  and  who  wishes 
to  obtain  a clear,  complete  and  very  current 
knowledge  of  pulmonary  diseases. — Harold 
A.  Lyons,  M.D. 
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Medical  Schools 


Cornell  University  Medical  College 

New  president.  Anthony  C.  Cipollaro,  M.D., 
was  elected  president  of  the  American  Derma- 
tological Association  at  the  annual  meeting  of 
the  Association.  Dr.  Cipollaro  is  clinical  pro- 
fessor of  medicine  (dermatology)  and  associate 
attending  physician  at  The  New  York  Hospital. 

Speakers.  Dr.  Basil  S.  Hetzel,  endocrinol- 
ogist and  professor  of  medicine,  University  of 
Adelaide,  South  Australia,  spoke  at  the  Medical 
Grand  Rounds  on  March  11.  On  March  9 he 
discussed  “Studies  of  Endemic  Goiter  in  New 
Guinea”  at  the  Endocrine  Conference.  Robert 
C.  Mellors,  M.D.,  Department  of  Pathology, 
presented  the  opening  address  at  the  Third 
Canadian  Conference  on  Research  in  Rheu- 
matic Diseases  in  February.  Dr.  Mellors  paper 
was  on  “Morphologic  Methods  in  the  Investiga- 
tion of  Rheumatic  Diseases:  the  Pathogenesis 

of  Rheumatoid  Arthritis.” 

Downstate  Medical  Center 

Grants.  A total  of  $583,448  was  received 
during  January  and  February,  1965,  from  the 
National  Institutes  of  Health  and  other  agencies 
for  27  research  grants  at  the  University.  This 
provides  for  renewals  of  15  research  projects 
already  in  progress  and  12  new  ones.  Sixteen 
grants  were  from  the  National  Institutes  of 
Health.  Others  were  from  the  Vocational  Re- 
habilitation Administration,  National  Science 


Contact  sensitivity  reaction  to  water 

Studies  carried  out  by  Walter  B.  Shelley, 
M.D.,  and  Howard  M.  Rawnsley,  M.D.,  of  the 
University  of  Pennsylvania  and  reported  in  the 
Journal  of  the  American  Medical  Association, 
indicate  that  the  common  denominator  in  the 
pathogenesis  of  the  skin  condition  variously 
known  as  emotional  hives,  sweat  hives,  heat 
urticaria,  cholinergic  urticaria,  or  bath  itch  is 
surface  contact  with  water  in  some  form,  sweat 
or  otherwise. 

The  hypothesis  is  put  forth  that  the  water 
reacts  with  sebum  or  the  sebaceous  gland, 
forming  a toxic  compound  which,  when  ab- 
sorbed, releases  histamine  from  the  perifollicular 


Foundation,  Health  Research  Council,  U.S. 
Army  Medical  Research  and  Development 
Command,  Damon  Runyon  Memorial  Fund, 
the  Upjohn  Company,  the  Samuel  Nahoum 
Fund,  Wyeth  Laboratories,  Geigy  Pharma- 
ceuticals, U.  S.  Vitamin  and  Pharmaceutical 
Corporation,  and  Parke,  Davis  and  Company. 

Special  lecture.  Carl  W.  Gottschalk,  M.D., 
professor  of  medicine  and  physiology,  The 
University  of  North  Carolina  School  of  Medi- 
cine, and  career  investigator,  the  American 
Heart  Association,  delivered  the  annual  Jean 
Redman  Oliver  Lecture  on  March  29.  He 
spoke  on  “Micropuncture  Studies  of  the  Ab- 
normal Kidney.” 

Appointment  and  promotion.  Wolfram 
Keup,  M.D.,  has  been  promoted  from  clinical 
assistant  professor  to  clinical  associate  professor 
in  the  Department  of  Psychiatry.  Clara 
Torda,  Ph.D.,  M.D.,  has  been  appointed  clinical 
associate  professor,  Department  of  Psychiatry; 
Asya  L.  Kadis  has  been  appointed  assistant  pro- 
fessor, Department  of  Psychiatry.  Mrs.  Kadis 
will  supervise  group  psychotherapy  at  the 
Psychiatric  Treatment  Research  Center. 
Gabriel  de  la  Vega,  M.D.,  has  been  appointed 
clinical  assistant  professor,  Department  of 
Psychiatry;  Else  Pappenheim,  M.D.,  has  been 
appointed  clinical  assistant  professor,  also  in  the 
Department  of  Psychiatry;  and  Harry  Gruber, 
M.D.,  has  been  appointed  lecturer,  Department 
of  Pathology. 


mast  cells.  This  is  followed  by  the  follicular 
urticaria  and  axon-reflex  vasodilation  identified 
by  any  one  of  the  symptoms  just  listed. 

Consequently,  since  it  is  a water-contact 
sensitivity  reaction,  the  authors  suggest  the 
term  “aquagenic  urticaria.”  They  present  in 
considerable  detail  3 cases  which  showed  the 
classic  features  of  the  condition  readily  dis- 
tinguishable from  ordinary  hives,  cold  urticaria, 
or  dermographism,  with  distinct  differences  in 
the  patterning  and  the  critical  challenge.  In 
these  cases  the  lesions  were  all  follicular  and 
were  prompted  by  contact  with  water  in  the 
sensitive  areas.  These  areas  were  usually 
those  rich  in  sebaceous  glands.  Although  in 
some  patients  the  process  may  become  gen- 
eralized, it  never  involves  the  palms  or  soles. 
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TRAINED  MEDICAL  ASSISTANTS 

to  save  your  valuable  time,  assume  responsibility  for  appoint- 
ments, patients,  records,  assist  you  with  lab.  X-ray,  E.K.G., 
B.M.R.,  etc.  The  Mandl  School  has  been  training  in  these 
fields  for  41  years,-  our  graduates  have  sound  professional 
skills.  Free  Placement  Service. 

MohM  Sckaol  ” 

175  Fulton  Ave.,  Hempstead,  L.l.  (516)  IV  1-2774 
EST.  1924  • Licensed  by  the  State  of  New  York  


Index  to  Advertised  Products 


Analgesics 


Protamide  (Sherman  Laboratories) 982 

Soma  Compound  (Wallace  Laboratories) 949 


HOLBROOK  MANOR’S3 

Five  Acres  of  Pinewoc  ded  Grounds 

SENILE— AGED 

Non-sectarian,  dietary  laws  observed 
Medical  Director,  O.  L.  Friedman,  M.D.,  Q.P.,  M.A.P.A. 
HOLBROOK,  L.  I.  N.  Y.  Office;  TRafalgar  7-2666 


Antibiotics 

Chloromycetin  (Parke,  Davis  & Company) 959 

Declomycin 
(Lederle  Labs., 

Div.  Amer.  Cyanamid  Co.) 4th  Cover 

llosone  (Eli  Lilly  & Company) 976 

Antidepressants 

Norpramin  (Lakeside  Laboratories) 968-969 

Antiseptics 

Alkalol  (Alkalol  Company) 967 


Appetite  suppresant 

Desbutal  (Abbott  Laboratories) 944-945 


PINEWOOD  Walter  a'me1xpsd?rkt%r*'APA' 

EST  1930 

J.  Epstein,  M.D.,  L.F.A.PA. — L.  Wender,  M.D.,  L.F.A.P.A. 
Katonah,  N.Y.  Tel:  CEntral  2-3155  NYC,  Direct,  Tel:  CY  5-0264 

A psychiatric  hospital  offering  individual  treatment  for  all 
nervous  and  mental  disorders,  alcoholism  and  drug  addiction. 
Psychoanalytically  oriented.  Pharmacological  and  electro- 
therapeutic  methods.  Rates — moderate. 


“/  heard  he  was  a hard  man  to  get  to  see  but  this  is 
ridiculous ” 


Dermatological  preparations 

Sardo  (Sardeau,  Inc.) 966 

Diagnostic  aids 

Dextrostix  (Ames  Company,  Inc.) 3rd  Cover 

Diagnostic  instruments 

Electrocardiograph  (Sanborn  Company) 961 

Energizers 

Deprol  (Wallace  Laboratories) 964-965 

Intestinal  bulk 

Metamucil  (G.  D.  Searle  & Co.) 981 


Liquor 

Hennessey  Cognac  (Schieffelin  & Company) 966 


Nasal  decongestants 

Neo-Synephrine  (Winthrop  Laboratories) 947 

Steroids  and  hormones 

Aristocort 
(Lederle  Labs., 

Div.  Amer.  Cyanamid  Co.) 974-975 

T ranquilizers 

Atarax  (J.  B.  Roerig  & Company) 956-957 

Miltown  (Wallace  Laboratories) 972-973 

Stelazine 

(Smith  Kline  & French  Laboratories) 1056 

Valium  (Roche  Laboratories) 2nd  cover,  943 

Vistaril  (Pfizer  Laboratories) 952,  953,  954 
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POSITIONS  WANTED 


ANESTHESIOLOGIST,  CERTIFIED,  AGE  35,  FAMILY. 
Extensive  experience.  Desires  fee  for  service  or  group  in 
metropolitan  or  suburban  area.  Details  in  first  letter. 
Box  969,  % NYSJM. 


MEDICAL  ASSISTANTS  AND  SECRETARIES.  LAB- 
oratory  and  X-Ray  Techs.  Well  trained  and  highly  quali- 
fied personnel  (male  & female)  also  available  at  other 
times.  Phone  CH  2-2330  Ext.  6,  Placement  Dept.,  or 
write  Eastern  School  for  Physicians’  Aides,  Dept.  69,  85 
Fifth  Ave.,  New  York  3,  N.  Y.  (Founded  1936  by  two 
member  physicians) 


ANESTHESIOLOGIST,  FEMALE,  ELIGIBLE  NEW 
York  State  license  and  Board,  desires  full  time  or  weekend 
employment.  Also  obstetrics.  Box  172,  % NYSJM. 


RADIOLOGIST,  BOARD  CERTIFIED,  VERY  GOOD 
training,  seeks  position  in  hospital,  clinic  or  medical  group. 
Diagnostic  and  X-ray  therapy.  Prefer  New  York  metro- 
politan or  suburban  area.  Box  169,  % NYSJM. 


ANESTHESIOLOGIST,  BOARD  ELIGIBLE,  DESIRES 
position.  Fee  for  service  or  salary.  Box  179,  % NYSJM 


PART  TIME.  RECEPTIONIST,  EAST  SIDE  PRE- 
ferred.  Years  of  experience  in  the  medical  profession. 
Box  174,  % NYSJM. 


BOARD  CERTIFIED  THORACIC  SURGEON,  Ex- 
perienced bronchoscopy  and  esophagoscopy,  desires  as- 
sociation with  Medical  Group,  Clinic,  or  Hospital  in 
metropolitan  or  suburban  New  York  City.  Details  in 
first  letter.  Box  186,  % NYSJM. 


SHEEPSHEAD  BAY,  BROOKLYN.  41/2  ROOMS, 
fully  equipped,  air-conditioned  internist’s  office.  Located 
in  heavily  populated  area,  previously  occupied  by  an  in- 
ternist. Phone  TW.  1-2971. 


ACTIVE  GENERAL  PRACTITIONER.  WESTCHES- 
ter  Co. — New  York  City  area.  Young,  broad  experience 
especially  in  allergy,  insurance  work.  AAGP,  Amer.  Coll, 
of  Allergy,  SJ  Comp,  rating.  Can  devote  one  full  day 
to  administrative,  insurance,  industrial  or  allergy  prac- 
tice. Salary  less  important  than  ancillary  benefits. 
Reply  Box  185,  % NYSJM. 


REAL  ESTATE  FOR  SALE  OR  RENT 


FOR  SALE 

Large  11  room  house  and  store,  plus  2 story  garage 
situated  in  center  of  resort  town,  Wurtsboro,  N.Y.  Fine 
location  for  small  Medical  Center.  All  improvements; 
5 living  units;  6 bathrooms.  On  lot  56' x 225'. 

Mrs.  George  Cooper,  P.O.  Box  327,  Wurtsboro,  N.Y. 


ISLIP,  L.I.  PROFESSIONAL  BUILDING,  NEXT  TO 
school,  across  street  from  two  churches,  centrally  air- 
conditioned.  Especially  ideal  for  general  practitioner, 
pediatrician  or  obstetrician.  (516)  JU  1-1457. 


HOME-OFFICE,  WITH  LUCRATIVE  GENERAL  PRAC- 
tice  for  sale,  lease  or  professional  association,  available 
in  Upstate  New  York  resort  area.  Excellent  terms.  Box 
141,  % NYSJM. 


NEW  YORK-DUTCHESS  COUNTY.  OFFICE  SPACE 
available  in  professional  building  being  erected  on  main 
business  highway  between  Fishkill  and  Poughkeepsie. 
Ideal  for  all  specialties.  Address  Martin  Rabin,  D.D.S., 
65  South  Clinton  St.,  Poughkeepsie,  New  York.  Phone 
454-0322. 


CORNER  HI  RANCH;  10  ROOMS,  2 BATHS  PLUS 
many  extras.  Excellent  location  for  doctor;  community 
of  3,000  families  without  one.  Near  Brookhaven  Hospi- 
tal, shopping  center,  school,  bus,  church.  Sacrifice 
$15,990.  For  information  call  516  GR.  5-8503. 


NEW  AIR-CONDITIONED  MEDICAL  BUILDING. 
Most  rapid  growth  area  in  state.  S.  Rockland  County. 
20  minutes  G.  Wash.  Bridge.  Well  established  internist 
and  dentist  in  bldg.  Space  available.  Ideal  for  most 
specialties.  Only  med.  bldg,  in  school  district  (7  villages). 
Nearby  hospitals  with  open  staffs.  914  El.  9-4123. 


6 ROOM  CAPE.  SUFFOLK  COUNTY.  IDEALLY 
suited  for  medical  office.  Corner  property  adjacent  to 
Korvette  shopping  center.  Four  rooms  downstairs  plus 
garage  and  porch.  Two  large  rooms  upstairs.  41/*% 
GI  mortgage.  Call  516-661-4554.  Mr.  Friedman.  Call 
after  7 PM. 


ATTENTION:  G.P.,  SURGEON,  PEDIATRICIAN. 

Suites  in  new  professional  building  in  heart  of  business 
area  of  rapidly  growing  Hudson  Valley  Community. 
60  miles  from  New  York  City.  Harold  J.  Adams,  Box 
505,  Maybrook,  N.Y.  Tel.  914-427-2231. 


EAST  NORTHPORT:  DESIRABLE  OFFICE  SPACE 

available  part  time  for  specialists.  Orthodontist  and 
Obstetrician  occupy  offices  in  this  well  located,  attrac- 
tive building.  Forest  8-3044. 
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PHYSICIANS  WANTED 


[ N TERN  SHIPS- A M A APPROVED  ROTATING.  ST. 
Joseph’s  Hospital.  Yonkers,  New  York.  Accredited  165 
bed  hospital.  Integrated  educational  program  organized 
by  Director  of  Medical  Education;  abundant  in-patient 
and  out-patient  material  for  clinical  training.  Salary 
$350.  ECFMG  certificate  required.  Apply  Administra- 
tor, St.  Jospeh’s  Hospital,  Yonkers,  N.Y. 


OPPORTUNITIES  IN  GENERAL  PRACTICE,  OB- 
stetrics,  pediatrics,  & neurosurgery  and  otolaryngology  in 
prosperous  upstate  city,  with  2 modern  hospitals.  Edu- 
cational and  recreational  center.  Cayuga  County  Medical 
Society,  321  N.  Hoopes  Ave.,  Auburn,  N.Y. 


SURGICAL  RESIDENCY;  4 YEAR  APPROVED  PRO- 
gram  in  major,  voluntary  hospital  in  New  York  City. 
Service  includes  experience  in  general  surgery,  thoracic, 
pediatric,  urological,  vascular  and  orthopedic  surgery.  Ap- 
plications still  being  accepted.  Box  148,  % NYSJM. 


SURGEON  WANTED  TO  JOIN  GROUP  IN  NEW  YORK 
State.  Please  contact  with  information  to  Box  153,  % 
NYSJM. 


GENERAL  PRACTITIONER  WANTED  FOR  BUSY 
medical  group.  Please  contact  EUenville  Medical  Group, 
60  Center  St.,  EUenville,  New  York. 


ORTHOPEDIST  FOR  COMPREHENSIVE  MEDICAL 
care  group,  suburb  New  York  City.  Full  time  position; 
new  medical  building.  Initial  contract  leading  to  partner- 
ship; anciUary  benefits.  Box  176,  % NYSJM. 


DIRECTOR  OF  COMMUNITY  MENTAL  HEALTH 
Clinic:  Newly  established  clinic  seeking  director  who  wiU 

develop  program  and  help  select  remainder  of  team.  Re- 
quirements: Eligibility  for  N.Y.  State  license  and  Boards. 
Excellent  salary  for  fuH  time.  Near  two  large  metropolitan 
areas  with  medical  schools.  Write  Francis  D.  Stelzer,  Super- 
visor, Clinton  County  Mental  Health  Board,  142  Brinker- 
hofF  St.,  Plattsburgh,  New  York. 


PHYSICIANS  WANTED— MALE  & FEMALE,  Li- 
censed, for  children’s  camps,  Julv-August.  Good  salary, 
free  placement.  350  member  camps.  Write  Dept.  P, 
Association  Private  Camps,  55  West  42  St.,  New  York  36. 


GP  NEEDED.  PRESENT  ONE  MUST  RETIRE. 
Village  on  St.  Lawrence  Seaway,  Health  Officer  School 
physician;  other  fringes.  WeU  equipped  house  & office. 
Sports,  lodges,  churches,  hospitals.  Retire  with  income. 
Nat.  gas;  big  garden.  Available  after  May  1.  $12,000 

needed.  Write  Box  425,  Waddington,  N.  Y. 


PHYSICIANS  WANTED— CONT’D 


WANTED.  CONNECTICUT  LICENSED  M.D.  AS 
FuU  Time  House  Officer  for  5-day  week  in  an  expanding 
accredited  hospital.  Salary  $12,000  a year.  Reply  to: 
P.O.  Box  638,  Bridgeport,  Conn.  06601. 


LOCUM  TENENS.  LARGE  ACTIVE  MIDTOWN 
Hotel,  N.Y.C.  July  & August.  Full  time.  General 
Practitioner  or  Internist.  Advantageous.  Box  183,  % 
NYSJM. 


ESTABLISHED  SUBURBAN  UPSTATE  NEW  YORK 
Medical  Center  looking  for  young  General  Practitioners, 
Pediatricians,  and  Internists.  Also  Ophthalmologists  and 
Otorhinologists.  Write  Resume  % Box  181,  NYSJM. 


YOUNG  GP  WANTED  TO  ASSIST  YOUNG  GP  IN 
growing  practice  in  Queens,  leading  to  early  partnership. 
Must  be  capable  for  uncomplicated  obstetrics  and  assist- 
ing at  major  surgery.  New  York  State  license  and  own 
car  necessary.  Write  resume.  Box  180,  % NYSJM. 


TOWN  OF  WELLS  NEEDS  GENERAL  PRACTITIONER 
Annual  salary  paid  by  town  $7500.00  in  excess  of  doctor’s 
private  practice.  Three  new  hospitals  within  a 30  minute 
drive.  New  Central  High  School.  Summer  and  winter 
vacation  land.  John  Orr,  Jr.,  Wells,  New  York  12190, 
Phone  WA.  42093. 


GENERAL  PRACTITIONER,  4 WEEKS  ONLY, 
August  9 to  September  4,  6 days  per  week  until  4 PM; 
room  and  meals;  $1,050  for  the  period.  New  York 
license  required.  First  aid  and  general  consultation, 
underprivileged  children  and  their  mothers,  on  board  the 
Floating  Hospital.  Leaves  E.  23rd  St.,  New  York  City, 
8:30  AM  daily.  St.  John’s  Guild,  1 East  42nd  St.,  New 
York  City. 


ORTHOPEDIC  SURGEON,  BOARD  CERTIFIED  OR 
eligible  to  associate  with  busy  Boarded  orthopedic  surgeon, 
New  York  City  Suburbs,  leading  to  full  partnership. 
Steadily  increasing  practice.  Now  enlarging  offices. 
Box  187,  % NYSJM. 
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PRACTICES  FOR  SALE  OR  RENT 


GENERAL  PRACTICE.  EXTENSIVE  PRACTICE 
thriving  for  over  30  years  in  Monticello,  N.Y.  Doctor 
recently  incapacitated  by  a stroke.  Home-office  com- 
bination, including  9 room  office  on  1st  floor,  main  street. 
Available  at  once.  M.  A.  Cohn,  M.D.,  342  Broadway, 
Monticello,  N.Y. 


FULLY  EQUIPPED  OFFICE,  FINE  BRICK  CORNER 
home,  separate  entrances,  two  streets.  Excellent,  well 
established  general  practice;  thriving  community  Nassau 
County,  South-shore.  Offered  because  illness  in  family. 
Box  164,  % NYSJM. 


GENERALIST  OR  GENERAL  PRACTITIONER  UR- 
gently  needed  to  assume  well  established  practice.  Gross 
$45,000.  Fully  equipped  modern  office.  No  investment 
necessary.  P.  O.  Box  605,  Rochester  3,  New  York. 


ACTIVE,  WELL-ESTABLISHED  GENERAL  PRAC- 
tice,  fully  equipped,  including  X-ray  for  sale,  in  Man- 
hattan, N.  Y.  Short  hours,  highly  remunerative.  Hos- 
pitals nearby  to  attend  meetings.  Will  introduce.  Terms 
available;  immediate  income.  Box  173,  % NYSJM. 


DECEASED  PHYSICIAN’S  BEAUTIFUL  SUBURBAN 
office  near  New  York  City;  for  otolaryngologist,  internal 
medicine,  pediatrics,  etc.;  hospitals,  referrals,  available. 
Arrangements.  Contact  Mrs.  Ruth  Lindenberg,  5 Ivy 
Lane,  New  City,  New  York. 


FOR  SALE:  GENERAL  PRACTICE  IN  SPANISH 

Harlem.  Large  volume.  Ideal  part  time  2nd  practice. 
Can  be  run  in  evening  hour.  Present  partners  separating 
and  leaving  city.  Box  171,  % NYSJM. 


GENERAL  PRACTICE  WITH  FULLY  EQUIPPED 
office,  x-ray,  diathermy,  ECG,  etc.  in  Central  New  York 
for  sale  for  price  of  real  estate.  Completely  modernized 
house  with  4 room  office  with  separate  entrance.  3 car 
garage.  Practice  at  the  same  place  over  40  years.  Good 
schools  and  churches.  Moving  South  because  of  illness 
in  family.  Box  178,  % NYSJM. 


PRACTICES  FOR  SALE  OR  RENT-CONT’D 


FOR  RENT.  A FABULOUS  FULLY  EQUIPPED  FUNC- 
tioning  physician’s  office;  available  now.  No  investment. 
Present  owner  specializing.  Reply  to  Office  for  Rent, 
151  E.  Pearl  Street,  Wellsville,  N.Y. 


FULLY  EQUIPPED  OFFICE  AND  LARGE  PRACTICE 
for  General  Practitioner  or  Internist  in  Rome,  N.Y.  8149 
Turin  Road. 


PRACTICE  FOR  SALE.  SIX  ROOM  OFFICE  SEMI- 
attached  with  four  bedroom  house.  Long  established 
practice  in  southwest  Connecticut.  Ideal  for  general 
practitioner  or  internist.  Sydney  A.  Solway,  M.D.,  39 
Fitch  Avenue,  Darien,  Connecticut. 


GENERAL  PRACTICE  AND  FULLY  EQUIPPED  OF- 
fice  on  Long  Island.  Equipment  optional,  hloving  out 
of  state.  Box  122,  % NYSJM. 


MISCELLANEOUS 


BILLING  SERVICE-COLLECTIONS-LABOR  SAVING 
office  techniques.  A statewide  service-35  years  experience 
specializing  in  medical  accounts  assures  satisfactory  results. 
Mail  your  bill-head  for  full  details.  Crane  Discount  Corp., 
221  W.  41st  St.,  New  York,  N.  Y.  10036. 


OFFICE  WANTED.  UROLOGIST,  WISHES  TO  SHARE 
well  equipped  urology  office  in  Manhattan.  Hours  to  be 
arranged  for  mutual  convenience.  Box  182,  % NYSJM 


EQUIPMENT 


GENERAL  ELECTRIC  200  AMP  MACHINE,  ALMOST 
brand  new  for  sale  because  of  changing  offices.  Best  offer 
takes  machine,  ready  to  install  immediately.  Carl  K. 
Heins,  M.D.,  16  Jones  Street,  Monticello,  N.Y. 


ADDITIONAL  CLASSIFIED  ADS 
ON  PAGE  1053 
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Stelazine  brand  of  trifluoperazine 

will  calm  your  anxious  working  patient — 
with  little  or  no  drowsiness 

When  anxiety  interferes  with  work,  your  patient  needs 
a drug  that  will  calm  without  causing  undue  drowsiness. 
With  Stelazine  (trifluoperazine,  sk&f),  you  can  promptly 
control  the  anxiety  without  producing  the  sedation  seen 
with  certain  other  agents.  Anxious  patients  can  remain 
active  during  therapy. 

Stoll1  used  the  drug  in  50 
patients  with  anxiety,  and 
noted:  “There  was  no  drowsiness 
in  this  group  of  patients  and, 
because  of  their  alertness  and 
less  impaired  concentration, 
they  were  able  to  continue  with  and,  in  some  cases, 
return  to  their  daily  work.” 

Stelazine  (trifluoperazine,  sk&f)  produces  a fast 
therapeutic  response — often  within  24  to  48  hours. 

The  convenient  b.i.d.  regimen  frees  patients  from  the 
need  for  a midday  dose. 

Principal  side  effects,  usually  dose-related,  may  include 
mild  skin  reaction,  dry  mouth,  insomnia,  fatigue, 
drowsiness,  dizziness,  amenorrhea  and  neuromuscular 
(extrapyramidal)  reactions.  Muscular  weakness, 
anorexia,  rash,  lactation  and  blurred  vision  may  also  be 
observed.  Blood  dyscrasias  and  jaundice  have  been  rare. 

Use  with  caution  in  patients  with  impaired  cardio- 
vascular systems.  Contraindicated  in  comatose  or  greatly 
depressed  states  due  to  CNS  depressants  and  in  cases  of 
existing  blood  dyscrasias,  bone  marrow  depression  and 
pre-existing  liver  damage. 

Before  prescribing,  see  SK&F  Product  Prescribing  Information. 
Photograph  professionally  posed. 

1.  Stoll,  L.  J.:  The  Use  of  Trifluoperazine  [‘Stelazine’]  in  General 
Practice,  M.  Press  243:578  (June  29)  1960. 

Smith  Kline  & French  Laboratories,  Philadelphia 


Provides  balanced 
nutritional  values 

(D  Fibre-free  HYPOALLERGENIC  formula. 

(2)  An  excellent  formula  for  regular 
infant  feeding. 

@ An  ideal  food  for  milk  allergies, 
eczema  and  problem  feeding. 

SOYALAC  helps  solve  the  feeding  problem  of 
prematures  and  infants  requiring  milk-free  diet. 

Strikingly  similar  to  mother’s  milk  in  composition 
and  ease  of  assimilation,  babies  thrive  on  SOYALAC. 

Clinical  data  furnish  evidence  of  SOYALAC’S  value 
in  promoting  growth  and  development. 

Protein  of  high  biologic  value  is  obtained  from  the 
soybean  by  an  exclusive  process. 


qJrcc  §a/w{)iks 

A request  on  your  professional  letterhead  or  prescription  form 
will  bring  to  you  complete  information,  and  a supply  of  samples. 


onto. 


Medical  Products  Division 

RIVERSIDE,  CALIFORNIA  ♦ MT.  VERNON,  OHIO 
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a rapid-acting  antidepressant 

for  a lift  from  the 
hell  of  depression 


Action  and  Uses:  Norpramin  (desipramine  hydrochloride) 
is  the  primary  active  metabolite  of  imipramine.  It  differs 
from  earlier  antidepressants  in  its  rapid  onset  of  action. 
Approximately  60  to  70%  of  patients  with  neurotic  or 
psychotic  depressions  will  respond  satisfactorily.  More 
than  half  will  begin  to  improve  in  2-5  days,  others  within  a 
week.  Usually,  patients  not  responding  within  one  week 
are  less  likely  to  improve. 

Indications:  Norpramin  is  useful  in  the  treatment  of: 
neurotic  and  psychotic  depressive  reactions,  and  in  manic 
depressive  or  involutional  psychotic  reactions.  It  may  be 
used  as  co-therapy  with  tranquilizers  in  the  treatment  of 
markedly  agitated  forms  of  depressions. 


Contraindications:  (1)  Norpramin  should  not  be  given 
within  two  weeks  of  treatment  with  a monoamine  oxidase 
inhibitor.  (2)  Because  of  its  autonomic  effects,  it  is  con- 
traindicated in  patients  with  glaucoma,  urethral  or 
ureteral  spasm  and  recent  myocardial  infarction.  (3) 
Severe  coronary  heart  disease  because  of  possible  tachy- 
cardia. (4)  Active  epilepsy  as  it  lowers  the  threshold  for 
epileptiform  seizures. 

Precautions:  (1)  Norpramin  treatment  should  not  be  sub- 
stituted for  hospitalization  or  restraint  if  the  risk  of  homi- 
cide or  suicide  is  considered  grave.  (2)  In  patients  with 
manic  depressive  illness,  Norpramin  may  induce  a hypo- 
manic  state  after  the  depressive  phase  terminates.  (3) 
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NORPRAMIN 

(desipramine  hydrochloride) 

rapid  acting  specific  for  depression 


not  an  MAO  inhibitor 
not  a tranquilizer 

Norpramin  is  an  original  product 
of  Lakeside  research.  It  has  been 
established  to  be  the  primary  active 
metabolite  of  imipramine  and  in 
many  patients  has  been  reported  to 
be  more  rapid  in  onset  of  action— 
2 to  5 days. 

Norpramin  is  specific  for  depression 
and  is  not  recommended  for  anxiety. 
Side  effects  are  usually  mild. 


“.  . . [Norpramin]  appears  to  have  an  im- 
mediate onset  of  action,  which  is  readily 
demonstrable  in  both  humans  and 
animals.” 

Meduna,  L.  J.;  Abood,  L.  G.,  and  Biel,  J.  H.:  Journal  of 
Neuropsychiatry  2: 232-237  (June)  1961. 


“.  . . laboratory  and  clinical  studies  have 
shown  that  imipramine  is  converted  endo- 
genously to  desipramine  [Norpramin] 
which  may  be  administered  instead  with 
more  prompt  onset  of  clinical  effect.” 

Nodine,  J.  A.,  and  Slap,  S.  W.:  Current  Therapeutic 
Research  5:40  (January)  1963. 


“. . . responses  can  be  seen  as  soon  asone 
to  three  days  after  administration.” 

Siegler,  P.  E.:  Medical  Clinics  of  North  America.  48:497 
(March)  1964. 


See  your  Lakeside  representative  or  please  write  for  clinical  data  and  complete  prescribing  information. 


LAKESIDE  LABORATORIES,  INC. 


MILWAUKEE,  WISCONSIN  53201 


Although  animal  teratology  studies  proved  negative,  fur- 
ther clinical  experience  is  necessary  to  establish  safety 
in  human  pregnancy.  (4)  Discontinue  therapy  prior  to 
elective  surgery. 

Adverse  Effects:  Mild  side  effects  may  occur  in  about  1 
of  4 patients.  These  are  usually  well  tolerated.  Side 
effects  include:  dry  mouth,  constipation,  dizziness,  palpi- 
tation, delayed  urination,  “bad  taste”,  sensory  illusion, 
tinnitus,  agitation  and  stimulation,  sweating,  drowsiness, 
headache,  orthostatic  hypotension,  flushing,  nausea, 
cramps,  weakness,  blurred  vision  and  mydriasis,  rash, 
allergy,  altered  liver  function,  ataxia  and  extrapyramidal 
signs. 


Dosage  and  Administration:  Optimal  results  are  obtained 
at  about  150  mg./day.  Dosage  over  200-225  mg./day 
increases  incidence  of  side  effects.  Norpramin  may  be 
administered  as  follows:  two  tablets  (50  mg.)  t.i.d.  (150 
mg./day).  Partial  response  may  be  expected  within  2-5 
days;  optimal  response  within  2-3  weeks.  After  optimal 
results  are  achieved  a maintenance  dose  . . . 50-100 
mg./day  . . . should  be  sought. 

Supplied:  Norpramin  (desipramine  hydrochloride)  tab- 
lets of  25  mg.,  in  bottles  of  50  and  500. 
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Age  12-13— not  too  soon  to  pay  attention  to  her  acne 


At  the  first  sign  of  acne. ..the  first  comedone  or 
seborrhea . . . “this  is  the  time  to  institute  preventive 
measures  — the  time  to  try  to  prevent  progression 
to  pustulation  and  scarring.”1  Regular,  frequent 
washing  with  pHisoHex,  antibacterial  detergent, 
can  enhance  any  acne  management  program,  help 
to  clear  acne  skin  faster  and  better. 
pHisoHex  is  more  than  a superior  cleanser.  It  con- 
tains 3 per  cent  hexachlorophene,  an  optimal 
amount.  This  powerful  antibacterial  agent  is  de- 
posited on  the  skin  where,  as  an  invisible,  tena- 
cious film,  it  degerms  between  washings.  Among 
67  acne  patients  who  used  pHisoHex,  “...results 
were  eminently  satisfactory.”2  When  pHisoHex 
was  used  as  the  wash  in  another  series  of  42  acne 
patients,  “no  patient  failed  to  improve.”3 
Why  not  recommend  three  or  four  pHisoHex  wash- 
ings daily  and  exclusively  to  all  your  acne  patients? 
pHisoHex  provides  superior  cleansing  action  and 
is  nonalkaline,  hypoallergenic  and  “kind”  to  skin. 
And  for  “...a  very  effective  topical  treatment  for 
acne  vulgaris”4  prescribe  keratolytic  pHisoAc® 
Cream  along  with  pHisoHex.  pHisoAc  Cream  con- 
tains colloidal  sulfur  6 per  cent,  resorcinol  1.5  per 


cent  and  hexachlorophene  0.3  per  cent.  It  dries, 
peels  and  masks  lesions.  Of  100  patients  treated 
with  pHisoHex  and  pHisoAc  (and  a low-fat  diet), 
79  showed  good-to-excellent  improvement.4 
pHisoHex  is  available  in  unbreakable  plastic 
squeeze  bottles  of  5 oz.  and  1 pint,  in  plastic  bot- 
tles of  1 gallon.  pHisoAc  is  supplied  in  tubes  of  IV2 
oz.  For  complete  acne  therapy,  prescribe  or  rec- 
ommend the  special  Combination  Package  con- 
taining both  pHisoHex  and  pHisoAc  Cream. 

References:  1.  Handelman,  Cathryn  C.:  Early  management 
of  acne,  Pediat.  Clin.  North  America  8:265,  Feb.,  1961. 
2.  McLean,  I.  E.  D.;  Graham,  K.  T.,  and  East,  M.  O.:  The 
treatment  of  acne;  a trial  of  “pHisoHex,”  Practitioner  189: 
82,  July,  1962.  3.  Hodges,  F.  T.:  Therapeutic  applications  of 
an  antiseptic  detergent,  GP  14:86,  Nov.,  1956.  4.  Wexler, 
Louis:  Treatment  of  acne  vulgaris,  Clin.  Med.  70:404,  Feb., 
1963. 


Winthrop  Laboratories 
New  York,  N.Y.  10016 

MZ/nthrop 


antibacterial  detergent 

containing  3%  hexachlorophene 
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J.  M.  Chiat— Manhattan  J.  A.  Gizzi— Westchester  County 


“We’re  puzzled”*... 


. . . why  some  physicians  use  synthetic  preparations  or  thyroglobulin 
, . . why  some  use  nonbrand  thyroids  or  write  "thyroid  U.S.P." 

when  ARMOUR  THYROID  offers  so  many  more  advantages 


1.  useful  PBI  results — not 
possible  with  synthetic 
orextracted  preparations 

2.  complete  thyroid 
therapy — containing 
both  thyroxine  and 


triiodothyronine  in 
natural  ratio 

3.  uniform  potency — 
doubly  assayed, 
chemically  and 
biologically 


4.  predictable  clinical 
response 

5.  proven  stability 

6.  lowest  cost 


Only  ARMOUR  THYROID  gives  you  all  these  6 advantages. 

That's  why  it's  important  to  specify  *Your  Armour  representatives 


ARMOUR 

THYROID 

RELATED  ARMOUR  PRODUCTS: 

Thyrar®  (Beef  Thyroid)  Thytropar®  (Thyrotropin) 


ARMOUR  PHARMACEUTICAL 
COMPANY  • KANKAKEE,  ILLINOIS 


NEW — for  a continuous  supply  of  Armour  Thyroid  for  you  or 
your  immediate  family  simply  complete  and  return  this  coupon. 

I ~l 

| Gentlemen:  Please  send  my  first  bottle  of  100  Armour  Thyroid 
| tablets  offered  on  your  new  continuous  Physicians  Personal  I 
| Use  Program.  | 

I 

I M.D.  I 


ADDRESS 

CITY  STATE  ZIP  CODE 

% gr.  'A  gr.  1 gr.  2 gr.  3 gr.  5 gr. 


Please  circle  potency  requested. 
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INDICATIONS:  Grand  mal  epilepsy 
and  certain  other  convulsive  states. 
PRECAUTIONS:  Periodic  examina- 
tion of  the  blood  is  advisable.  Nys- 
tagmus in  combination  with  diplopia 
and  ataxia  indicates  dosage  should 
be  reduced. 

SIDE  EFFECTS:  Allergic  phenom- 
ena such  as  polyarthropathy,  fever, 
skin  eruptions,  and  acute  general- 
ized morbilliform  eruptions  with  or 
without  fever.  Upon  discontinuation 
of  therapy  eruptions  usually  sub- 
side. Rarely,  dermatitis  goes  on  to 
exfoliation  with  hepatitis,  and  fur- 


ther dosage  is  contraindicated. 
Though  mild  and  rarely  an  indica- 
tion for  stopping  dosage,  gingival 
hypertrophy,  hirsutism,  and  exces- 
sive motor  activity  are  occasionally 
encountered,  especially  in  chil- 
dren, adolescents,  and  young 
adults.  During  initial  treatment, 
minor  side  effects  may  include 
gastric  distress,  nausea,  weight 
loss,  transient  nervousness,  sleep- 
lessness, and  a feeling  of  unsteadi- 
ness. All  usually  subside  with 
continued  use.  Hematologic  dis- 
orders, including  megaloblastic 


anemia,  leukopenia,  granulocyto- 
penia, pancytopenia,  and  aplastic 
anemia  have  been  reported.  Nys- 
tagmus may  develop. 

DILANTIN  is  supplied  in  several 
forms  including  Kapseals  contain- 
ing 0.1  Gm.  and  0.03  Gm.  diphenyl- 
hydan- 
toin  so- 
dium. PARKE,  DA  VIS  i COMPANY,  Otlroil.  Michigtn  41232 

§ B 

The  color  combinations  of  the 
banded  capsules  are  Parke-Davis 
trademarks.  75955 


PARKE-DAVIS 


the  epileptic... talent  in  eclipse 
or  fulfillment  of  potential? 

the  difference  is  often 

Kapseals® 

Dilantin 

(diphenylhydantoin 

sodium) 


PARKE-DAVIS 


Medical  News 


Society  for  Medical  Musicology 

All  physicians  and  members  of  allied  profes- 
sions who  are  interested  in  forming  a Society  for 
Medical  Musicology  are  requested  to  contact 
S.  J.  London,  M.D.,  85-28  215th  Street,  Hollis 
Hills,  New  York  11427;  or  call  914  MO 
4-5000  days  or  212  776-4461  evenings. 

Cancer  research  grants  awarded 

The  American  Cancer  Society’s  New  York 
City  Division  has  announced  the  awarding  of 
grants  totaling  $419,269  to  12  local  researchers 
and  2 postdoctoral  fellows.  Doctors  and  insti- 
tutions in  New  York  City  to  receive  grants  are 
as  follows: 

Sloan-Kettering  Institute  for  Cancer  Re- 
search will  receive  $173,704  for  four  investiga- 
tors: Ernest  L.  Wynder,  M.D.,  $99,065  to 

study  environmental  factors  which  may  induce 
cancer;  Irwin  H.  Krakoff,  M.D.,  $28,901  to 
study  purine  metabolism  in  neoplastic  disease; 
Leopold  Koss,  M.D.,  $24,713  to  further  studies 
in  the  search  for  cancer  cells  in  the  circulating 
blood;  and  George  B.  Brown,  M.D.,  $21,025 
to  study  the  metabolism  of  nucleotides  by  the 
mammal. 

New  York  University  will  receive  $41,347  for 
Richard  C.  de  Bodo,  M.D.,  to  study  the  role  of 
growth  hormone  and  the  adrenocortical  steroids. 

The  Mount  Sinai  Hospital  will  receive  $67,476 
for  two  investigators:  Louis  R.  Wasserman, 

M.D.,  $52,815  to  study  biochemical  and  met- 
abolic alterations  in  myeloproliferative  disease; 
and  S.  B.  Gusberg,  M.D.,  $14,661  to  study 
estrogen  secretion  rates  in  patients  with  cancer 
of  the  endometrium  and  its  precursors. 

Cornell  University,  College  of  Medicine,  will 
receive  $15,600  for  Julius  Golubow,  M.D.,  to 
study  biochemical  characterization  of  serum 
leucine  aminopeptidase. 

Institute  for  Muscle  Diseases  will  receive 
$49,000  for  George  Acs,  M.D.,  to  make  further 
investigations  of  the  biochemistry  of  pyrrolo 
pyrimidines. 

St.  Vincent’s  Hospital  will  receive  $18,042  for 
L.  M.  Rousselot,  M.D.,  to  conduct  a pilot  study 
on  the  use  of  infrared  thermography  for  cancer 
detection. 

The  Rockefeller  Institute  will  receive  $14,500 
for  Armin  C.  Braun,  M.D.,  to  study  biosynthetic 
systems  that  result  in  autonomous  growth  of 
neoplastic  cell  types. 

Columbia  University  will  receive  $13,100  for 
Ines  Mandl,  M.D.,  to  study  the  relationship 
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between  tumor  invasiveness  and  proteolytic 
enzymes  and  then’  inhibitors. 

Affiliation  of  voluntary  hospitals 

Three  additional  major  voluntary  hospitals, 
one  each  in  Manhattan,  Brooklyn,  and  Queens, 
have  affiliated  with  the  Graduate  School  of 
Medical  Sciences  of  New  York  Medical  College, 
bringing  to  eight  the  total  number  of  institutions 
within  the  sphere  of  the  College’s  academic 
program. 

The  three  new  affiliates,  as  announced  by 
Ralph  E.  Snyder,  M.D.,  president  and  dean  of 
the  College,  are  French  Hospital,  New  York 
City;  Wyckoff  Heights  Hospital  in  Brooklyn; 
and  Flushing  Hospital  in  Queens.  The  other 
five  hospitals  in  the  program  are:  St.  John’s 

Riverside,  Yonkers;  Nassau  Hospital,  Mineola; 
Jamaica  Hospital,  Jamaica;  St.  Vincent’s, 
Staten  Island;  and  St.  Joseph’s,  Paterson,  New 
Jersey. 

Affiliation  with  the  Graduate  School  at  New 
York  Medical  College  is  designed  to  furnish  the 
community  hospital  with  a continuing,  all- 
inclusive  program  for  the  house  staff  and  at- 
tending physicians.  Additionally,  each  hos- 
pital will  become  a center  for  medical  education 
in  their  area. 

Registry  for  small-bowel  ulcers 

In  recent  years  there  seems  to  have  been  an 
increase  in  the  clinical  incidence  of  small-bowel 
ulceration  with  attendant  stenosis.  Investi- 
gators from  several  institutions  have  discussed 
the  many  facets  of  the  problem  and  decided  that 
a central  registry  would  be  helpful  for  compiling 
and  collating  clinical  and  pathologic  data. 
Such  a facility  has  been  formed  and  is  housed  at 
The  Jewish  Hospital  of  Brooklyn.  It  is  hoped 
that  all  cases  of  small-bowel  ulcer,  regardless  of 
medication  or  underlying  disease,  will  be  re- 
ported to  this  agency,  from  which  appropriate 
forms  can  be  obtained.  Periodic  reports  will  be 
issued  and  pertinent  literature  and  pathologic 
material  made  available  to  those  interested. 
Contact  the  Small-Bowel  Ulcer  Registry,  The 
Jewish  Hospital  of  Brooklyn,  555  Prospect 
Place,  Brooklyn,  New  York  11238. 

New  Arthritis  Foundation  headquarters 

The  Arthritis  Foundation  as  of  April  1 oc- 
cupies new  national  offices  which  are  designed 
to  accommodate  expanded  programs  for  re- 
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When  you  put  patients  on  “special”  fat  diets. 


you  can  assure  them  that  no 
corn  oil  margarine  is  higher 
in  polyunsaturatesor  lower  in 
saturates  than  Mrs.  Filbert’s 
Corn  Oil  Margarine. 

Andoncethey’vetriedit.they 
can  tell  you  that  no  margarine 
can  match  Mrs.  Filbert’s  flavor. 

Mrs.  Filbert’s  Corn  Oil  Mar- 
garine is  a special  margarine* 
made  from  100%  corn  oil,  over 
50%  of  which  retains  its  liquid 
characteristics. 

Ofthetotal  fattyacid  content 
28%  is  cis-cis  linoleic  acid. 
Ratio  of  polyunsaturates  to 
saturates isabout  1.7  to  1. 

For  additional  information, 
including  detailed  listings  of 
component  characteristics, 
please  write  to  us:  J.H.  Filbert, 
Inc.,  Baltimore  29,  Maryland. 


* AM  A Council  on  Foods  and  Nutrition:  The  Reg- 
ulation of  Dietary  Fat.  JAMA  18 1 :4  1 1-423  (Aug- 
ust 4.  1962). 

AM  A Council  on  Foods  and  Nutrition:  Compo- 
sition of  Certain  Margarines,  JAMA  179:719 
(March  3.  1962). 
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search  and  patient  care  in  arthritis  and  the 
rheumatic  diseases. 

The  new  headquarters  is  located  at  1212 
Avenue  of  the  Americas,  New  York,  New  York 
10036.  It  includes  offices  of  the  American 
Rheumatism  Association,  the  professional  or- 
ganization of  physicians  and  scientists  in  the 
rheumatic  disease  field. 

The  foundation’s  national  program  includes 
support  of  arthritis  research  centers,  profes- 
sional research  and  training,  patient  care  and 
rehabilitation  services,  and  a broad  program  of 
public  education  on  the  disease. 

Tax  payment  due  May  15 

Hilda  G.  Schwartz,  Director  of  Finance  of  the 
City  of  New  York,  has  issued  a reminder  that  a 
1964  amendment  to  the  New  York  City  General 
Business  and  Financial  Tax  Law  changed  the 
schedule  of  payments  to  be  made  on  account  of 
the  Declaration  of  Estimated  Tax  for  1965. 
Rates  of  tax  remain  the  same.  The  amendment 
did  not  increase  the  rate  of  tax.  However, 
under  the  law  as  amended  by  the  1964  Legis- 
lature, the  installment  payments  and  the  dates 
when  same  are  due,  are  as  follows: 

Fifty  per  cent  of  the  total  estimated  tax  on  or 
before  May  15,  1965;  75  per  cent  of  the  total 

estimated  tax  on  or  before  November  15,  1965, 
less  prior  payments  for  1965;  100  per  cent  of 

the  total  estimated  tax  on  or  before  February 
15,  1966,  less  prior  payments  for  1965. 

No  installment  is  due  on  August  15,  1965,  as 
was  heretofore  required. 

In  addition,  on  or  before  May  15,  1965,  the 
final  General  Business  and  Financial  Tax  return 
for  the  calendar  year  1964,  is  required  to  be 
filed,  together  with  payment  of  the  total  tax  for 
the  calendar  year  1964,  less  prior  payments  for 
that  year. 

Late  Paul  H.  Hoch,  M.D.,  honored 

Paul  H.  Hoch,  M.D.,  late  commissioner  of 
mental  hygiene  for  the  State  of  New  York,  was 
honored  posthumously  at  the  annual  dinner  of 
the  New  York  State  Hospital  Medical  Alumni 
Association  held  April  3 in  New  York  City. 
The  fifth  Richard  H.  Hutchings  award  for  out- 
standing service  to  psychiatry  was  presented  to 
his  widow,  Mrs.  Barbara  Hoch. 

The  annual  Hutchings  lecture  was  delivered 
by  William  A.  Horwitz,  M.D.,  assistant  director 
of  the  New  York  Psychiatric  Institute,  on 
“Current  Therapy  in  the  Depressions.” 

The  New  York  State  Hospital  Medical  Alumni 


Association  is  made  up  of  psychiatrists  who  were 
formerly  medical  officers  in  the  State  hospital 
system.  Officers  are:  Robert  T.  Porter,  M.D., 

president;  Matthew  Brody,  M.D.,  vice-presi- 
dent; and  Herman  S.  Alpert,  M.D.,  secretary- 
treasurer. 

Moore  portrait  presented  to  Downstate 
Medical  Center 

A portrait  of  Robert  A.  Moore,  M.D.,  presi- 
dent of  the  State  University  of  New  York  Down- 
state  Medical  Center  in  Brooklyn,  was  presented 
to  the  Center  on  April  4 during  the  first  annual 
loan  art  exhibit  of  the  Faculty  Wives  Associa- 
tion. 

The  portrait,  which  shows  Dr.  Moore  seated 
in  his  academic  robes,  was  painted  by  Norman 
Garbo,  of  Manhasset,  and  was  presented  by 
Mrs.  Lawrence  Frank,  president  of  the  Faculty 
Wives  Association.  It  will  hang  in  the  Center’s 
board  room  with  portraits  of  former  presidents 
Jean  A.  Curran,  M.D.,  and  Frank  L.  Babbott, 
M.D. 

The  loan  art  exhibit  featured  original  works 
by  well-known  artists  from  the  collections  of 
members  of  the  Medical  Center  faculty. 

Personalities 

Awarded.  Herbert  Conway,  M.D.,  New  York 
Hospital-Cornell  Medical  Center,  the  medal  of 
the  Royal  College  of  Surgeons  in  Ireland. . .Moses 
Swick,  M.D.,  consultant  in  urology  at  The 
Mount  Sinai  Hospital,  the  Ferdinand  C. 
Valentine  Medal  of  the  New  York  Academy  of 
Sciences. 

Appointed.  J.  Robert  Buchanan,  M.D.,  assist- 
ant to  the  chairman,  Department  of  Medicine, 
New  York  Hospital-Cornell  Medical  Center, 
as  an  associate  dean  of  Cornell  University  Medi- 
cal College.  . .George  Ballamy  Mackaness,  M.B., 
professor  of  microbiology  at  the  University  of 
Adelaide,  Australia,  to  the  research  section  of 
the  Trudeau  Foundation  Research  Laboratories, 
Saranac  Lake.  . .A.  Charles  Posner,  M.D.,  New 
York  City,  as  director  of  obstetrics  and  gyne- 
cology at  the  Bronx-Lebanon  Hospital  Cen- 
ter. . .Archie  Scribner,  M.D.,  senior  associate 
director  of  medical  research  for  Winthrop  Labo- 
ratories, as  medical  director  of  the  Glenbrook 
Laboratories  Division  of  Sterling  Drug. 

Installed.  Nathaniel  E.  Reich,  M.D.,  clinical 
associate  professor  of  medicine  at  State  Univer- 
sity of  New  York  Downstate  Medical  Center,  as 
president  of  the  New  York  Cardiological  Soci- 
ety. 
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FOR  YOUR 
ELDERLY 
ARTHRITIC 
PATIENTS.. 


f 

Effectiveness,  dependability  and  reassuring  Safety  Factors  make 
Pabalate-SF  a logical  choice  for  antiarthritic  therapy  in  elderly  pa- 
tients—even  when  osteoporosis,  hypertension,  edema,  peptic  ulcer, 
cardiac  damage,  latent  chronic  infection  and  other  common  geriat- 
ric conditions  are  present.  The  potassium  salts  of  Pabalate-SF  can- 
not contribute  to  sodium  retention ..  .the  enteric  coating  assures 
gastric  tolerance. . .and  clinical  experience  shows  that  this  prepara- 
tion does  not  precipitate  the  serious  reactions  often  associated  with 
corticosteroids  or  pyrazolone  derivatives. 


Side  Effects:  Occasionally,  mild  salicylism 
may  occur,  but  it  responds  readily  to  ad- 
justment of  dosage.  Precaution:  In  the 
presence  of  severe  renal  impairment,  care 
should  be  taken  to  avoid  accumulation  of 
salicylate  and  PABA.  Contraindicated:  An 
hypersensitivity  to  any  component. 

Also  available:  Pabalate— when  sodium 
salts  are  permissible..  Pabalate-HC— 
Pabalate-SF  with  hydrocortisone. 


A.  H.  ROBINS  CO.,  INC.,  RICHMOND  20,  VIRGINIA 


In  each  persian-rose  enteric-coated  tablet:  potas- 
sium salicylate  0.3  Gm.,  potassium  aminobenzoate 
0.3  Gm.,  ascorbic  acid  50.0  mg. 

—the  new,  convenient  way  to  prescribe 
PABALATE-SODIUM  FREE 


IF  SHE'S  JOLTED 
BY  AMPHETAMINE, 
SWITCH  HER  TO 
DESBUTAL  GRADUMET 


Overweight  patients  frequently  overreact  to  plain  amphet- 
amine, yet  fail  to  respond  at  all  to  less  potent  drugs. 

A practical  solution  is  Desbutal  Gradumet.  Your  patient 
still  gets  an  effective  dose  of  methamphetamine,  but  over- 
stimulation  is  prevented  by  a controlled-release  of 
Nembutal®  (pentobarbital).  Moreover,  the  drugs  are  made 
available  in  an  effective  dosage  ratio,  minute  by  minute 
throughout  the  day. 

Desbutal  combines  Desoxyn®  (methamphetamine)  and 
Nembutal— each  in  its  own  matrix,  each  with  its  own 
release  rate  synchronized  to  that  of  the  other.  The  patient 
isn’t  upset  by  quantities  of  drugs  being  released  at  irregu- 
lar intervals  because  release  is  continuous  and  controlled. 
There  is  no  reliance  on  enteric  coatings,  enzymes,  motility 
or  an  “ideal”  ion  concentration.  The  only  thing  the 
Gradumet  needs  is  contact  with  fluid. 

Dosage  is  just  once  a day. 

Precautions:  Desbutal  is  contraindicated  in  patients  tak- 
ing a monoamine  oxidase  inhibitor.  Use  with  caution  in 
patients  with  hypertension,  cardiovascular  disease, 
hyperthyroidism  or  those  who  are  sensitive  to  ephedrine 
and  its  derivatives.  Careful  supervision  is  advisable  with 
maladjusted  individuals. 

DESBUTAi:  GRADUMET 

Desbutal  10—10  mg.  Methamphetamine,  60  mg.  Pentobarbital. 

Desbutal  15—15  mg.  Methamphetamine,  90  mg.  Pentobarbital. 

Gradumet— Long-release  dose  form,  Abbott. 


CALMS  HER  ANXIETIES  EVEN  AS  IT 
CONTROLS  HER  COMPULSIVE  URGE  TO  EAT 


60319a 


Medical  Meetings 


American  Medical  Women’s  Association 

The  annual  lecture  of  the  Downstate  Junior 
Branch  of  the  American  Medical  Women’s 
Association  will  be  held  at  Downstate  Medical 
Center  in  the  first  floor  lecture  hall  on  May  3 at 
4:00  p.afi 

The  guest  lecturer  will  be  Frances  O.  Kelsey, 
M.D.,  Chief,  Investigational  Drug  Branch, 
Food  and  Drug  Administration,  Department  of 
Health,  Education,  and  Welfare,  who  will 
discuss  “Drugs  in  Pregnancy.” 

Downstate  lectures 

The  following  lectures  will  be  held  at  the 
Downstate  Medical  Center,  450  Clarkson  Ave- 
nue, Brooklyn: 

On  May  6 at  4:00  p.m.  the  special  Sigma  Xi 
lecture  will  be  given  in  the  first  floor  lecture  hall 
by  John  P.  Craig,  M.D.,  M.P.H.,  assistant 
professor,  Department  of  Microbiology  and 
Immunology,  on  “Recent  Observations  on 
Cholera  in  East  Pakistan.” 

On  May  26  at  4:00  p.m.  the  annual  Research 
Society  lecture  will  be  given  in  the  first  floor 
lecture  hall  by  Sir  Hans  A.  Krebs,  Nobel 
Laureate,  professor  and  chairman,  Department 
of  Biochemistry,  University  of  Oxford,  Oxford, 
England,  on  “Gluconeogenesis  and  Ketosis.” 

Scanning  symposium 

A scanning  symposium  for  the  informal  ex- 
change of  ideas  on  radioactive  scanning  as  well 
as  presentation  of  cases  and  technics  will  be  held 
May  6 at  8:00  p.m.  in  the  first  floor  conference 
room  of  Queens  General  Hospital,  82-68  164th 
Street,  Jamaica. 

Participants  are  invited  to  bring  problem 
scans  together  with  x-ray  films  for  presentation 
and  discussion  during  the  second  hour. 

David  Kuhl,  M.D.,  assistant  professor  of 
radiology  at  the  University  of  Pennsylvania 
School  of  Medicine,  will  discuss  “Body  Section 
Scanning.” 

The  next  meeting  will  be  held  October  14. 
Subsequent  meetings  will  be  held  the  second 
Thursday  of  each  month. 

American  Society  of  Psychoanalytic 
Physicians 

The  American  Society  of  Psychoanalytic 
Physicians  will  hold  a symposium  entitled  “The 

Material  for  inclusion  in  the  medical  meetin  gs  section  must 
be  received  six  weeks  prior  to  publication  date. 


Psychiatrist’s  Dilemma  in  Court”  on  May  18  at 
8 : 30  p.m.  at  the  New  York  Academy  of  Medicine. 

Speakers  will  be  Judge  Mitchell  D.  Schweitzer 
of  the  New  York  State  Supreme  Court; 
Maurice  Edelbaum,  attorney;  George  Train, 
M.D.,  and  John  Train,  M.D. 

Cleveland  centennial  symposium 

University  Hospitals  of  Cleveland’s  centennial 
symposium  will  be  held  May  20  through  22. 
Areas  of  medical  research  to  be  discussed  include 
immunology,  psychosomatic  medicine,  and  the 
population  explosion.  Among  the  speakers  will 
be  Ludwig  W.  Eichna,  M.D.,  State  University 
of  New  York,  Downstate  Medical  Center  Col- 
lege of  Medicine;  Alan  F.  Guttmacher,  M.D., 
Planned  Parenthood  Federation;  Morton  F. 
Reiser,  M.D.,  Albert  Einstein  College  of  Medi- 
cine; and  Robert  A.  Moore,  M.D.,  State  Uni- 
versity of  New  York,  Downstate  Medical  Center 
College  of  Medicine. 

For  further  information  contact  the  office  of 
the  Centennial  Committee,  11000  Euclid  Ave- 
nue, University  Circle,  Cleveland,  Ohio  44106. 

Geriatrics  symposium 

Nationally  known  medical  experts  will  discuss 
the  socioeconomic,  psychologic,  and  surgical 
aspects  of  geriatric  medicine  under  the  sponsor- 
ship of  the  American  Geriatrics  Society  and  the 
Homes  of  the  Carmelite  Sisters  for  the  Aged  and 
Infirm  on  May  23  at  the  Park  Sheraton  Hotel 
in  New  York  City. 

The  symposium  is  open  to  physicians  in  New 
York,  New  Jersey,  and  Connecticut,  and  is  sup- 
ported by  a grant  from  Lederle  Laboratories. 

Philosophy  of  home  care 

The  Home  Care  Department  of  the  Monte- 
fiore  Hospital  and  Medical  Center,  111  East 
210th  Street,  The  Bronx,  will  hold  a two-day 
Institute  and  a three-week  training  program  on 
the  methods  and  philosophy  of  coordinated 
home  care  this  spring. 

The  Institute,  the  seventh  in  the  series,  will 
be  held  on  May  27  and  28.  It  is  designed  for 
directors  and  administrative  officers  of  public 
and  voluntary  health  agencies.  Registration 
fee  is  $20,  and  applicants  are  limited  to  70. 

The  three-week  training  program,  for  physi- 
cians, nurses,  social  workers,  administrators, 
and  rehabilitation  specialists  directly  involved 
in  home  care  programs,  is  scheduled  for  April 

continued  on  page  1074 
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Wow  much  would  it  be 
with  no  manufacturer*#  profit? 

$2.09?  $.93?  $3.18? 

Somewhat  amazingly,  $3.18  is  correct.  Even  if  you  eliminated  pharma- 
ceutical manufacturer’s  net  profit,  your  patient  would  pay  only  about 
17  cents  less  for  the  average  prescription— hardly  a deciding  factor  in 
having  it  filled.  Of  course,  this  assumes  that  pharmaceuticals  could  con- 
tinue to  be  available  without  profit  (where  do  new  miracle  drugs  come 
from,  if  not  profit?). 

American  pharmaceuticals  today  may  well  be  America’s  biggest  bargain. 

Pharmaceutical  Manufacturers  Association/ 1155  Fifteenth  Street,  N.W,  Washington,  D.  C.  20005 

This  message  is  brought  to  you  as  a courtesy  of  this  publication  on  behalf  of  the  producers  of  prescription  drugs. 

* Average  prescription  price,  1963.  National  Prescription  Audit,  R.A.  Gosselin,  Dedham,  Mass. 
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26  to  May  14.  It  is  designed  for  small  numbers 
of  participants  and  features  seminars  and  field 
trips.  The  tuition  for  the  program  is  $150, 
with  registration  limited  to  7.  Scholarships  are 
available  for  a limited  number  of  applicants. 

Further  information  and  applications  may  be 
obtained  from  the  Director,  Training  Programs 
in  Home  Care,  Montefiore  Hospital  and  Medi- 
cal Center,  The  Bronx,  New  York  10467. 


American  Neurological  Association 

The  90th  annual  meeting  of  The  American 
Neurological  Association  will  be  held  at  the 
Claridge  Hotel,  Atlantic  City,  New  Jersey, 
June  14  through  16. 

Information  regarding  the  meeting  may  be 
obtained  from  the  secretary,  Melvin  D.  Yahr, 
M.D.,  710  West  168th  Street,  New  York,  New 
York  10032. 


Abstracts 


Conway,  H.,  and  Wagner,  K.  J.:  Congenital 

anomalies  reported  on  birth  certificates  in  New 
York  City;  1952  to  1962,  inclusive,  New 
York  State  J.  Med.  65:  1087  (May  1)  1965. 

Congenital  anomalies  reported  on  birth  cer- 
tificates in  New  York  City  from  1952  to  1962 
were  examined.  There  has  been  a gradual  in- 
crease in  nonwhite  births  and  a slight  concomi- 
tant increase  in  the  rate  of  total  malformations. 
The  male-female  ratio  was  58:42.  Polydactylia 
and  umbilical  hernia  occurred  more  frequently 
in  nonwhite  races  and  cleft  lip  and  palate,  club 
foot,  and  spina  bifida  more  often  in  Caucasian 
children.  There  was  a marked  disparity  be- 
tween the  numbers  of  selected  malformations  on 
all  records  and  on  birth  certificates  alone. 

Erichson,  R.  B : The  hypercoagulable  state, 

New  York  State  J.  Med.  65:  1091  (May  1) 

1965. 

Thrombosis  and  blood  coagulation  are  differ- 
ent processes,  and  although  hypercoagulability 
may  explain  thrombus  formation  in  man,  at 
least  in  part,  this  has  not  been  proved.  Evi- 
dence of  the  effect  of  hypercoagulability  and 
hypocoagulability  on  experimental  thrombosis 
in  animals  is  conflicting,  as  is  evidence  of  a hy- 
percoagulable state  as  a constant  feature  in  any 
human  disease.  A transient  hypercoagulable 
state  may  occur  in  man  after  ingestion  of  a 
fatty  meal. 

Schwartz,  M.  J.,  and  Schaefer,  L.  E.:  Serum 

lipids  in  Americans  and  Israelis  of  Yemenite 
origin,  New  York  State  J.  Med.  65:  1095 

(May  1)  1965. 

A group  of  American  Yemenite  Jews  who  had 
lived  in  the  United  States  for  twenty  or  more 
years  were  compared  with  genetically  similar 
Yemenites  in  Israel.  The  American  Yemenites 


were  shown  to  have  a greater  tendency  to  over- 
weight, higher  mean  systolic  blood  pressure 
levels,  a higher  incidence  of  ischemic  heart  dis- 
ease and  diabetes,  higher  mean  serum  cholesterol 
levels,  and,  in  the  middle-aged  men,  higher  tri- 
glyceride levels.  The  American  Yemenites 
consume  more  total  calories  per  day,  as  well  as  a 
greater  proportion  of  saturated  dietary  fat,  lead 
a more  sedentary  existence,  smoke  more  cigarets 
per  day,  and  participate  fully  in  American 
cultural  patterns,  which  are  productive  of  differ- 
ent emotional  stresses  than  is  life  in  Israel. 

Breakey,  A.  S.:  Neglect  of  glaucoma  by 

physicians  in  hospitals  and  in  practice,  New 
York  State  J.  Med.  65:  1101  (May  1)  1965. 

Disastrous  results  in  4 patients  and  one  near- 
disaster occurred  from  neglect  of  glaucoma  in 
hospitals  or  while  the  patients  were  under  medi- 
cal care  for  other  ailments.  All  physicians 
should  become  more  alert  to  the  possible  pres- 
ence of  glaucoma  in  their  hospital  patients; 
house  physicians  should  include  interrogations 
concerning  glaucoma  in  history-taking;  and 
physicians  in  general  should  use  the  tonometer 
or  the  hypertension  indicator  in  routine  exami- 
nations of  patients  over  forty  years  of  age. 

Hiller,  J.  M.:  Incidence  of  parasitic  diseases 

in  a New  York  City  hospital  population,  New 
York  State  J.  Med.  65:  1108  (May  1)  1965. 

In  2,055  stool  examinations  over  a fourteen- 
month  period,  parasitic  organisms  were  found  in 
21.8  per  cent.  Over  90  per  cent  of  the  positive 
cases  were  Spanish-speaking.  Fifteen  varieties 
of  parasites  were  found,  and  the  ratio  of  hel- 
minths to  protozoans  was  6 to  1.  If  fresh, 
warm  purged  stools  had  been  examined,  the 
number  of  protozoans  probably  would  have 
been  much  greater. 
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Abstracts  in  Interlingua 


Conway,  H.,  e Wagner,  K.  J.:  Congenite 

anormalitates  reportate  in  actos  de  nascentia  in 
le  citate  de  New  York  ab  1952  usque  al  fin  de 
1962  ( anglese ),  New  York  State  J.  Med.  65: 
1087  (1  de  maio)  1965. 

Esseva  examinate  le  congenite  anormalitates 
reportate  in  actos  de  nascentia  in  le  citate  de 
New  York  ab  1952  usque  a 1962.  Durante  le 
periodo  mentionate  un  gradual  augmento 
occurreva  in  le  numero  del  nascentias  de  racia 
non-blanc,  e un  leve  concomitante  augmento  in 
le  incidentia  de  malformationes  total.  Le 
proportion  masculo-feminin  esseva  58:42. 
Polydactylia  e hernia  umbilical  occurreva  plus 
frequentemente  in  infantes  de  racia  non-blanc. 
Labios  e palato  fisse,  talipede,  e spina  bifide 
esseva  plus  frequente  in  infantes  de  racia  blanc. 
Esseva  notate  un  marcate  discrepantia  inter  le 
numero  del  malformationes  notate  in  le  com- 
plete documentation  e in  le  actos  de  nascentia 
sol. 

Erichson,  E.  B.:  Le  stato  de  hypercoagu- 

labilitate  {anglese).  New  York  State  J.  Med. 
65:  1091  (1  de  maio)  1965. 

Thrombosis  e coagulation  sanguinee  es  dif- 
ferente  processos.  II  es  possible  que  hyper- 
coagulabilitate  explica  le  formation  de  throm- 
bos,  al  minus  in  parte,  sed  isto  ha  non  essite 
brovate.  Le  evidentia  relative  al  effecto  de 
hypercoagulabilitate  super  le  genese  de  throm- 
posis  experimental  in  animales  es  contradictori, 
e le  mesmo  vale  con  respecto  al  these  que  le 
stato  de  hypercoagulabilitate  es  un  cha- 
racteristica  constante  de  certe  morbos  human. 
Un  transiente  stato  de  hypercoagulabilitate  pote 
occurrer  in  le  homine  post  le  ingestion  de 
alimentos  ric  in  grassia. 

Schwartz,  M.  J.,  e Schaefer,  L.  E.:  Lipidos 

del  sero  in  americanos  e israelitas  de  origine 
yemenita  {anglese),  New  York  State  J.  Med. 
65:  1095  (1  de  maio)  1965. 

Un  gruppo  de  judeos  american  de  origine 
yemenita  qui  habeva  habitate  le  Statos  Unite 
durante  vinti  annos  o plus  esseva  comparate  con 
geneticamente  simile  yemenitas  in  Israel.  Le 
yemenitas  american  monstrava  un  plus  forte 


tendentia  a acquirer  excessos  de  peso  e elevate 
nivellos  medie  del  systolic  tension  de  sanguine, 
e a disveloppar  ischemic  morbo  cardiac  e diabete 
in  plus  grande  incidentias,  plus  alte  nivellos 
medie  de  cholesterol  serai,  e (in  masculos  de 
etate  medie),  plus  alte  nivellos  de  triglycerida. 
Le  yemenitas  american  consume  plus  alte 
totales  caloric  per  die,  e etiam  un  plus  alte 
procentage  de  saturate  grassias  dietari,  fuma 
plus  cigarrettas  per  die,  e parti cipa  plenmente 
in  le  mores  cultural  de  America,  le  quales  pro- 
duce altere  tensiones  emotional  que  vita  in 
Israel. 

Breakey,  A.  S.:  Manco  de  attention  prestate 

a glaucoma  per  medicos  in  hospitales  e le  practica 
private  {anglese).  New  York  State  J.  Med.  65: 
1101  (1  de  maio)  1965. 

Se  produceva  resultatos  disastrose  in  4 
patientes  e quasi  disastrose  in  un  quinte  in 
consequentia  de  manco  de  attention  prestate  a 
glaucoma  in  hospitales  o durante  que  le  patientes 
esseva  sub  observation  medical  a causa  de 
altere  disordines.  Omne  medicos  deberea  esser 
plus  vigile  con  respecto  al  possible  presentia  de 
glaucoma  in  lor  patientes  hospitalisate;  le 
medicos  in  residentia  deberea  includer  inter- 
rogationes  relative  a glaucoma  in  lor  investiga- 
tion del  antecedentes  clinic  del  patientes. 
Medicos  in  general  deberea  utilisar  le  tonometro 
o le  indicator  de  hypertension  in  examines 
routinari  de  patients  de  plus  que  quaranta  annos 
de  etate. 

Hiller,  J.  M.:  Incidentia  de  morbos  parasitic 

in  le  population  de  un  hospital  del  citate  de 
New  York  {anglese),  New  York  State  J. 
Med.  65:  1108  (1  de  maio)  1965. 

In  un  serie  de  2055  examines  de  feces  ef- 
fectuate in  le  curso  de  un  periodo  de  14  menses, 
organismos  parasitic  esseva  constatate  in  21,8 
pro  cento.  In  plus  que  90  pro  cento  del  casos 
positive  le  subjectos  inter essate  esseva  his- 
panoglotte.  Esseva  trovate  15  varietates  de 
parasitos.  Le  proportion  de  helminthos  a 
protozoos  esseva  6 a 1.  Si  il  habeva  essite 
possible  examinar  le  feces  in  stato  fresc  post 
purgation  calide,  il  es  probabile  que  le  protozoos 
haberea  essite  multo  plus  numerose. 
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Editorials 


Quality  control:  The  medical  audit — burden  or  bargain? 


Medical  audit  is  a recent  term  that  has 
produced  its  share  of  misunderstanding 
and  apprehension.  What  is  medical  audit? 

Very  simply,  it  is  an  appraisal  of  the 
quality  of  care  rendered  by  practicing 
physicians.  Its  ultimate  purpose  is  to 
keep  medical  care  at  a high  standard,  thus 
reducing  illness  and  death. 

One  thing  that  medical  audit  assuredly 
is  not  is  a first  step  toward  public  regulation 
of  the  medical  profession.  Quite  the 
contrary — it  offers  an  approach  specifically 
designed  to  ensure  that  physicians  retain 
the  right  to  evaluate  their  own  professional 
efforts. 

In  1963  the  Medical  Society  of  the  State 
of  New  York  and  the  State  Health  De- 
partment backed  State  legislation  authoriz- 
ing medical  audits  and  spelling  out  guaran- 
tees that  protect  physicians  and  hospitals 
from  any  possibility  of  suits  arising  out  of 
information  given  for  medical  audits. 
Such  information  has  been  declared  in- 
admissible in  any  legal  proceeding.  Any- 
one who  supplies  information  for  audits  is 
safe  from  “.  . . any  action  for  damages  or 
other  relief.” 

The  medical  audit  concept  is  not  new. 
Internal  medical  audits  are  a regular  part 
of  the  work  of  every  medical  records  and 
tissue  committee.  Some  hospitals  also 
have  internal  audit  committees.  What  is 
new  is  the  medical  audit  performed  by 
physician-teams  with  no  organizational  ties 
to  the  hospitals  they  survey. 

The  first  external  audit  under  the  1963 
law  is  now  under  way  in  the  11 -county 
Rochester  hospital  region.  Teams  of  ob- 
stetricians and  pediatricians  are  studying 
obstetric  care  and  care  of  the  newborn 
among  1,300  infants  born  in  all  29  general 
hospitals  of  that  region.  This  and  all 
succeeding  audits  under  this  program  are 
sponsored  by  the  Medical  Society’s  re- 


search arm,  the  Empire  State  Medical, 
Scientific,  and  Educational  Foundation. 
The  State  Health  Department  is  supplying 
technical  personnel  and  funds. 

To  ensure  absolute  confidentiality,  hos- 
pital medical  records  librarians  are  inking 
out  the  names  of  patients  and  physicians 
before  any  record  leaves  the  hospital. 
The  Medical  Society  and  the  State  Health 
Department  have  jointly  pledged  not  to 
publish  medical  audit  findings  that  identify 
patient,  physician,  or  hospital.  Planners 
of  medical  audits  have  wisely  foreseen  that 
anything  less  than  total  anonymity  in 
these  studies  would  destroy  their  value  as 
a teaching  tool. 

The  Rochester  audit  will  try  to  spot 
clues  to  why  infant  death  rates  have  failed 
to  decline  in  the  last  ten  years.  The 
Medical  Society  of  the  State  of  New  York 
believes  that  once  problems  are  located, 
practicing  physicians  will  join  in  a concerted 
effort  to  seek  solutions  with  their  county 
societies,  hospital  medical  staffs,  and  related 
organizations. 

The  individual  practitioner  has  a big 
stake  in  medical  audits.  They  offer  him  a 
way  in  which  he  can  retain  the  right  to 
evaluate  his  own  patient-care  performance. 

Growing  interest  by  government,  labor 
unions,  and  insurance  groups  has  made  it 
clear  that  someone  will  be  examining  the 
quality  of  medical  care  more  carefully  in 
our  age.  That  someone  should  be  the 
physician,  who  is  the  best  qualified  and  the 
most  deeply  concerned  with  improving  the 
quality  of  medical  care.  Viewed  this 
way — and  with  the  State  Health  Depart- 
ment’s considerable  contribution  to  the 
effort — medical  audit  shapes  up  as  an 
exceptional  bargain. 

N.S.M. 
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Expert  testimony  of  the  defendant  physician 


The  Appellate  Division  of  the  1st  De- 
partment held  in  the  case  of  McDermott  v. 
Manhattan  Eye,  Ear  and  Throat  Hospital 
and  several  individual  physicians  that  a 
plaintiff  in  a malpractice  action  could  not 
call  the  defendant  physicians  for  the 
purpose  of  eliciting  from  them  the  stand- 
ards of  treatment  and  expressions  of 
opinion  as  to  whether  or  not  there  was  a 
departure  from  those  standards  of  treat- 
ment. 

In  the  McDermott  case  the  plaintiff  was 
advised  by  an  ophthalmologist  that  a 
corneal  transplant  was  necessary  to  save 
her  sight.  She  submitted  to  the  opera- 
tion, and  it  resulted  in  practical  blindness. 
Her  theory  was  that  in  view  of  the  diagnosis 
of  the  condition  of  her  eye,  it  was  improper 
to  perform  the  operation.  She  did  not  call 
her  own  expert,  nor  did  she  produce  any 
medical  proof;  however,  she  attempted 
to  do  so  by  calling  one  of  the  physicians 
to  question  him  as  to  the  established 
medical  practice.  The  surgeon  was  one  of 
the  outstanding  ophthalmic  surgeons  in 
this  country.  The  court  excluded  the 
testimony  and  held  that  she  could  not 
elicit  expert  testimony  from  the  surgeon 


whom  she  charged  with  malpractice;  and 
since  there  was  no  medical  expert  testimony 
proving  the  claimed  departure,  the  com- 
plaint was  dismissed. 

On  appeal  to  the  Court  of  Appeals 
(15  N.Y.  2nd,  20),  which  is  the  highest 
appellate  court  in  our  State,  the  dismissal 
was  reversed,  and  the  Court  of  Appeals 
held  that  the  plaintiff  could  call  the 
defendant  surgeon  and  elicit  expert  testi- 
mony from  him  as  to  the  proper  standards 
to  be  followed,  given  the  condition  from 
which  she  suffered.  The  Court  stated: 

Plaintiff  in  a malpractice  action  is  entitled  to 
call  the  defendant  doctor  to  the  stand  and 
question  him  both  as  to  his  factual  knowledge  of 
the  case  (that  is,  as  to  his  examination,  diag- 
nosis, treatment  and  the  like)  and,  if  he  be  so 
qualified,  as  an  expert  for  the  purpose  of 
establishing  the  generally  accepted  medical 
practice  in  the  community. 

However,  the  Court  distinguished  be- 
tween compelling  a defendant  physician 
to  give  expert  testimony  and  compelling  a 
physician  who  is  not  a defendant  to  give 
expert  testimony.  The  latter  can  not 
be  so  compelled. 
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Books  Reviewed 


Common  Bacterial  Infections.  By  Edwin 
J.  Pulaski,  Col.,  MC,  U.S.  Army.  Octavo  of 
301  pages,  illustrated.  Philadelphia,  W.  B. 
Saunders  Company,  1964.  Cloth,  $8.50. 

This  brief  primer  provides  an  up-to-date 
bibliography  and  a refresher  on  the  pathogenesis 
of  bacterial  infections.  Colonel  Pulaski,  of  the 
Walter  Reed  Medical  Center,  is  Director  of 
Basic  Surgical  Research,  so  perhaps  his  book  is 
aimed  at  a surgical  reader. 

An  internist  may  admire  the  sections  on  burns, 
infected  wounds  and  bone  infections,  but  will 
find  little  of  practical  value  in  the  discussion  of 
respiratory  tract  and  meningeal  infections. 
Although  detailed  description  is  given  of  how 
to  perform  the  basophil  degranulation  test,  still 
considered  of  questionable  value  in  establishing 
sensitivity  to  penicillin,  there  is  no  guidance  for 
the  doctor  who  has  to  decide  whether  to  stop  an 
antibiotic  and  see  if  the  patient’s  continued 
fever  is  due  to  the  drug,  or  to  continue  it  be- 
cause the  original  infection  may  flare  up. 
Possibly  only  physicians  and  surgeons  responsi- 
ble for  day  to  day  care  of  many  febrile  patients 
can  provide  practical  guidance,  and  they  rarely 
write  monographs. 

Colonel  Pulaski  writes  concisely,  clearly,  and 
interestingly.  He  has  brought  together  much 
valuable  information.  The  book  can  be  recom- 
mended to  practitioners  as  a good  review,  if 
not  a precise  guide  to  therapy. — William 
Dock,  M.D. 

Burns:  A Symposium.  Compiled  and  edited 
by  Leon  Goldman,  M.D.,  and  Richard  E. 
Gardner,  M.D.  Octavo  of  191  pages.  Spring- 
field,  111.,  Charles  C Thomas,  1965.  Cloth, 
$7.75. 

This  191-page  volume  is  a record  of  the 
proceedings  of  a symposium  presented  by  the 
Department  of  Surgery  and  Continuing  Educa- 
tion in  Medicine  and  Health  Sciences  of  the 
University  of  California  School  of  Medicine, 
San  Francisco.  The  book  is  divided  into  four 
major  sections:  The  Seriously  Burned  Patient; 

New  Approaches  in  Local  Therapy;  Complica- 
tions of  Burns;  and  The  Future  of  Grafting 
Procedures. 

The  contributors  to  the  text  and  discussions 
are  a distinguished  company  of  physicians. 
Their  ranks  include  E.  Thomas  Boles,  J. 
Barrett  Brown,  Nicholas  Georgiade,  Robert 
Hagerty,  Stephen  Lewis,  John  Moncrief,  Carl 
Moyer,  Anne  Wight  Phillips,  and  Harry  M. 


Blackfield.  This  book  presents  an  authoritative 
and  concise  review  of  current  concepts  concern- 
ing burns  and  their  management.  It  should  be 
of  considerable  value  to  anyone  who  seeks  an 
organized  statement  of  modern  thought  and 
practice  concerning  burns  in  centers  which  have 
special  interest  and  wide  experience  in  these 
injuries. — Raymond  Shapiro,  M.D. 

The  Craft  of  Surgery.  Volume  I & II. 

Edited  by  Philip  Cooper,  M.D.  Octavo  of 
1,510  pages,  illustrated.  Boston,  Little,  Brown 
and  Company,  1964.  Cloth,  $42.50,  a set. 

This  is  a unique  two-volume  surgical  text. 
There  are  97  authors.  Each  contributor  is  an 
authority  in  surgery  and  have  top  positions  in 
outstanding  clinics  and  universities  of  the  world. 
Each  author  has  a special  skill. 

The  contributors  describe  and  discuss  tech- 
nics they  have  personally  developed  and  tested 
to  meet  the  need  of  special  situations.  Each 
chapter  is  prepared  with  this  over-all  plan  in 
mind.  The  subjects  described  encompass  prac- 
tically all  surgical  areas. 

There  are  may  detailed  descriptions  of  surgical 
technics  and  management  that  are  bypassed  in 
the  conventional  text  of  surgery.  A case  in 
point  is  the  subject  of  the  use  of  drains  in  the 
peritoneal  cavity  and  abdominal  wall.  The 
author’s  philosophy  on  this  subject  makes 
interesting  reading. 

The  format  and  composition  is  excellent  and 
the  illustrations  are  clear.  The  printing  is  good 
and  the  pages  are  distinct  and  make  easy 
reading. 

I recommend  this  text  for  the  surgical  resident 
and  the  practicing  surgeon. — Alan  A.  Kane, 
M.D. 


Clinical  Neurology.  By  Frank  A.  Elliott, 
M.D.  Octavo  of  688  pages,  illustrated.  Phila- 
delphia, W.  B.  Saunders  Company,  1964. 
Cloth,  $12.50. 

This  book,  written  by  the  chief  of  neurology, 
University  of  Pennsylvania  School  of  Medicine, 
was  intended  for  students  and  residents.  The 
first  part  deals  with  the  diagnostic  significance 
of  clinical  phenomena  and  the  remainder  of  the 
book  with  individual  diseases.  It  is  an  up-to- 
date  practical  presentation  that  will  meet  the 
requirements  of  general  practitioners,  residents, 
and  all  those  interested  in  clinical  medicine. — 
Bernard  Seligman,  M.D. 
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Scientific  Articles 


Congenital  Anomalies 
Reported  on 
Birth  Certificates 
in  New  York  City 

1952  to  1962,  Inclusive 

HERBERT  CONWAY,  M.D. 

New  York  City 
KURT  J.  WAGNER,  M.D. 
The  Bronx,  New  York* 

Professor  of  Clinical  Surgery, 
Cornell  University  Medical  College  (Dr.  Conway); 
Resident  Plastic  Surgeon,  U.S.  Veterans 
Administration  Hospital  (Dr. Wagner) 


In  recent  years  birth  certificates  have 
been  used  more  than  formerly  to  record  con- 
genital anomalies  and  to  determine  the  rela- 
tive incidence  of  certain  malformations. 
On  several  occasions  Ivy1-3  has  reported  in 
great  detail  the  results  of  birth  certificate 
tabulation  in  Pennsylvania.  He  has  sum- 
marized the  sources  of  errors  inherent  in 
this  method  as  follows:  (1)  There  is  no 

standard  nomenclature  in  use.  (2)  There 
may  be  failure  to  report  the  anomaly  either 
from  nonrecognition,  indifference,  or  de- 
liberate omission  out  of  false  consideration 
for  the  family.  (3)  An  incorrect  diagnosis 
may  be  made.  (4)  The  diagnosis  may  be 
misinterpreted  in  attempts  to  standardize 

* Present  address:  U.S.  Air  Force  Hospital,  Wright 

Patterson  Air  Force  Base,  Dayton,  Ohio. 


congenital  anomalies  reported  on  birth 
certificates  in  New  York  City  from  1952 
to  1962  were  examined.  There  has  been  a 
gradual  increase  in  nonwhite  births  and  a 
slight  concomitant  increase  in  the  rate  of 
total  malformations.  The  male-female  ratio 
was  58:42.  Polydactylia  and  umbilical 
hernia  occurred  more  frequently  in  nonwhite 
races  and  cleft  lip  and  palate,  club  foot,  and 
spina  bifida  more  often  in  Caucasian 
children.  There  was  a marked  disparity 
between  the  numbers  of  selected  malformations 
on  all  records  and  on  birth  certificates  alone. 


TABLE  1. 

Total  births  by  sex  and  race,  1952  to  1962 
inclusive* 

Race 

Total  Births 

Male 

Female 

All 

1,823, 244 

936,242 

887,002 

White 

1,478,315 

761,667 

716,648 

Nonwhite 

344,929 

174,575 

170,354 

* Figures  taken  from  the  records  of  The  City  of  New  York 
Department  of  Health. 


terms.  (5)  The  recording  of  multiple 
anomalies  in  1 child  is  difficult  to  evaluate 
statistically,  since  this  gives  a false  view 
of  the  number  of  children  affected.  (6) 
Only  live  births  are  considered.  (7)  Many 
anomalies,  particularly  internal  malfor- 
mations, may  be  unrecognized  at  birth  or 
become  manifest  only  at  a later  date. 

In  this  regard  it  is  interesting  to  note  a 
survey  of  congenital  malformations  con- 
ducted by  the  Bureau  of  Records  and 
Statistics  of  The  City  of  New  York  Depart- 
ment of  Health  in  1958  and  1959. 4 Of 
the  total  number  of  such  anomalies,  only 
70  per  cent  were  recorded  on  live  births, 
while  8.7  per  cent  were  found  on  fetal 
death  records  and  22.7  per  cent  on  infant 
death  records. 

In  1961  Sesgin  and  Stark5  published 
results  on  the  incidence  of  the  10  most 
frequent  congenital  malformations  of  all 
viable  newborn  infants  (27,087)  at  the 
Woman’s  Hospital  Division  at  St.  Luke’s 
Hospital  from  1949  to  1958.  There  were 
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TABLE  II.  Births  and  anomalies  as  recorded  by  year,  1952  to  1962  inclusive* 


Year 

Total 

White 

N onwhite 

Anomalies 
Recorded 
on  Certificates 

1952 

164,165 

139,969 

24,196 

2,001 

1953 

161,499 

136,623 

24,876 

1,806 

1954 

164,060 

137,622 

26,438 

1,853 

1955 

165,150 

136,981 

28,169 

2,015 

1956 

165,553 

135,456 

30,097 

1,883 

1957 

166,977 

135,586 

31,391 

1,951 

1958 

167,775 

134,373 

33,402 

2,073 

1959 

168,138 

133,368 

34,770 

2,072 

1960 

166,300 

131,052 

35 , 248 

2,019 

1961 

168,383 

130,873 

37,510 

1,991 

1962 

165,244 

126,412 

38,832 

2,140 

Totals 

1,823,244 

1,478,315 

344,929 

21,804 

* Figures  taken  from  the  records  of  The  City  of  New  York  Department  of  Health. 


certain  marked  discrepancies  between  the 
10  most  common  anomalies  reported  by 
these  investigators  and  those  reported  by 
Ivy.1-3  It  was  observed,  however,  that 
this  was  not  a representative  population, 
since  the  ratio  of  white  to  colored  births 
was  approximately  equal.  It  has  been 
accepted  that  certain  anomalies  are  more 
prevalent  in  the  non  white  population, 
while  others  occur  with  greater  frequency  in 
Caucasians.4 

Method 

To  check  on  the  data  of  other  investi- 
gators, the  congenital  anomalies  reported 
on  birth  certificates  of  New  York  City  from 
1952  to  1962  inclusive  have  been  examined. 
As  in  the  state  of  Pennsylvania,  The  City 
of  New  York  Department  of  Health 
maintains  a card  index  of  every  anomaly 
recorded  on  live  births  since  1950.  Each 
card  provides  the  name  and  address  of  the 
child,  date  and  place  of  birth,  weight,  sex, 
parity,  certificate  number,  and  congenital 
malformation  recorded. 

Results 

Table  I records  the  total  births  during 
the  period  1952  to  1962  inclusive.  It  will 
be  noted  that  approximately  19  per  cent 
of  total  births  were  in  the  non  white  group. 
This  must  be  kept  in  mind  when  comparing 
statistics  from  Pennsylvania,  where  the 
nonwhite  births  comprised  only  11  per  cent 
of  total  births.  A feature  of  the  changes 
in  the  population  in  New  York  City  has 
been  the  gradual  increase  in  nonwhite 


births  and  the  relative  decline  in  births  of 
Caucasian  children  (Table  II).  When 
the  figures  in  Table  II  are  separated  into 
two  five-year  groups  for  comparison  (1953 
to  1957  and  1959  to  1962),*  it  becomes 
evident  that  the  percentage  of  nonwhite 
births  has  increased  from  17.1  to  21.6  (Table 
III).  There  has  been  a concomitant,  al- 
though slight,  increase  in  the  rate  of  total 
malformations  (Table  IV). 

The  15  most  common  malformations  con- 
stituted 64  per  cent  of  the  total  malfor- 
mations for  the  two  five-year  periods 
(Tables  IV,  V,  and  VI).  The  male-female 
ratio  was  approximately  58:42,  which  is 
similar  to  that  in  previous  reports.  Of 
the  common  malformations,  only  umbilical 
hernia,  mongolism,  anencephalia,  and  me- 
ningocele occurred  with  greater  frequency 
in  females  than  in  males. 

There  have  been  some  minor  changes  in 
the  list  of  leading  malformations,  notably, 
the  relative  increase  in  polydactylia  and 
umbilical  hernia,  accompanied  by  a con- 
comitant decline  in  cleft  lip  and  palate, 
club  foot,  and  spina  bifida.  That  this 
could  have  been  predicted  by  knowledge  of 
the  changing  population  is  illustrated  by 
comparing  the  rates  per  1,000  live  births  of 
selected  malformations  for  a two-year 
period,  1958  to  1959  (Table  VII).  The 
finding  that  polydactylia  and  umbilical 
hernia  occurred  with  much  greater  fre- 
quency in  the  nonwhite  races,  while 
Caucasian  children  were  afflicted  with  the 
preponderance  of  cleft  lip  and  palate,  club 

* For  convenience  in  comparing  two  five-year  periods, 
data  from  the  year  1952  have  been  omitted  from  the  re- 
mainder of  the  report. 
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TABLE  III.  White  and  nonwhite  births,  1953  to  1962  inclusive*-! 


Period 

Total  Births 

White 

Nonwhite 

Nonwhite 
(Per  Cent) 

1953  to  1957 
inclusive 

823,239 

682 , 268 

140,971 

17.1 

1958  to  1962 
inclusive 

835,840 

656,078 

179,762 

21.6 

* Division  of  the  figures  into  two  five-year  periods  shows  the  increase  in  the  relative  percentage  of  nonwhite  births, 
f Figures  taken  from  the  records  of  The  City  of  New  York  Department  of  Health. 


TABLE  IV.  Total  malformations  reported  by  sex, 
1953  to  1962  inclusive*-! 

Rates 

Per 

1,000 

Live 

Period  Male  Female  Total  Births 


1953  to  1957  5,458  4,050  9,508  11.5 

1958  to  1962  5,905  4,390  10,295  12.3 


* There  was  a slight  increase  in  the  number  of  deformities 
in  the  second  five  years  of  the  ten-year  period. 

t Figures  taken  from  the  records  of  The  City  of  New 
York  Department  of  Health. 


TABLE  V.  Fifteen  most  common  malformations 
1953  to  1957  inclusive*-! 


Malformation 

Male 

Female 

Total 

Club  foot 

871 

698 

1,569 

Polydactylia 
Cleft  lip  and/ 

481 

397 

878 

or  palate 

413 

286 

699 

Hypospadias 

542 

2 

547 

Spina  bifida 
Hemangioma 

181 

169 

350 

nevus 

Umbilical 

164 

164 

328 

hernia 

99 

185 

284 

Hydrocephalus 

157 

110 

267 

Mongolism 

106 

155 

261 

Anencephalia 

104 

125 

229 

Cardiac  disease 

134 

94 

228 

Meningocele 

Erythro- 

88 

122 

210 

blastosis 

107 

93 

200 

Hydrocele 

Imperforate 

133 

0 

133 

anus 

85 

36 

121 

Totals 

3,655 

2,608 

6,263 

* During  this  five-year  period,  the  ratio  of  white  to  non- 
white births  was  82.9  to  17.1. 

t Figures  taken  from  the  records  of  The  City  of  New 
York  Department  of  Health. 


foot,  and  spina  bifida,  substantiates  the 
impression  of  previous  investigators. 

Although  cleft  lip  and/or  palate  ranked 
third  in  both  five-year  periods,  most  author- 
ities agree  that  these  two  malformations 
represent  distinct  entities  because  of  the 


TABLE  VI.  Fifteen  most  common  malformations, 
1958  to  1962  inclusive*-! 


Malformation 

Male 

F emale 

Total 

Club  foot 

782 

681 

1,463 

Polydactylia 

587 

487 

1,074 

Cleft  lip  and/or 
palate 

361 

278 

639 

Hypospadias 

515 

3 

518 

Hemangioma 

nevus 

176 

201 

377 

Umbilical 

hernia 

115 

240 

355 

Mongolism 

116 

172 

288 

Spina  bifida 

147 

134 

281 

Erythro- 

blastosis 

154 

113 

267 

Hydrocephalus 

148 

96 

244 

Cardiac  disease 

131 

98 

229 

Meningocele 

96 

107 

203 

Anencephalia 

85 

114 

199 

Hydrocele 

152 

0 

152 

Imperforate 

anus 

76 

57 

133 

Totals 

3,641 

2,781 

6,422 

* In  the  second  five-year  period,  when  the  ratio  of  white 
to  nonwhite  births  declined  to  78.4  to  21.6,  note  the  relative 
increase  of  polydactylia  and  umbilical  hernia  and  the  relative 
decrease  of  club  foot,  cleft  lip  and  palate,  and  spina  bifida. 

f Figures  taken  from  the  records  of  The  City  of  New 
York  Department  of  Health. 

different  time  and  pattern  of  their  de- 
velopment. Table  VIII  gives  a break- 
down of  the  incidence  of  cleft  lip,  cleft 
palate,  and  cleft  lip  and  palate  over  a two- 
year  period.  Cleft  lip  and  palate  is  the 
most  frequent  of  the  three  anomalies,  with 
cleft  palate  alone  and  cleft  lip  alone  alter- 
nating in  second  position  in  the  two-year 
period.  However,  cleft  palate  alone  is 
slightly  more  prevalent  in  the  period  as  a 
whole.  It  is  also  interesting  to  note  the 
greater  frequency  of  cleft  palate  alone  in 
females  as  compared  with  males;  this  has 
been  borne  out  by  numerous  studies.  In 
the  first  five-year  period,  1953  to  1957,  these 
three  entities,  taken  separately,  would  have 
occupied  eighth,  eleventh,  and  twelfth  posi- 
tions, whereas  from  1958  to  1962,  they 
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TABLE  VII.  Number  and  rates  per  1,000  live  births 
of  selected  malformations  by  race,  1958  and  1959* > f 


All 

Deliv- 

Non- 

Malformation 

eries 

White 

white 

Club  foot 

Number 

621 

553 

68 

Rates  per  1,000 
Polydactylia 

1.8 

2.0 

1.0 

Number 

404 

154 

250 

Rates  per  1,000 
Cleft  lip  and/or 

1.2 

0.6 

3.7 

palate 

Number 

264 

231 

33 

Rates  per  1,000 
Spina  bifida, 

0.8 

0.9 

0.5 

meningocele 

Number 

205 

187 

18 

Rates  per  1,000 
Umbilical  hernia 

0.7 

0.7 

0.3 

Number 

112 

44 

68 

Rates  per  1,000 

0.3 

0.2 

1.0 

* Note  the  marked  variation  of  these  malformations  on  a 
purely  racial  basis. 

t Figures  taken  from  the  records  of  The  City  of  New  York 
Department  of  Health. 


tion  sample  are  taken  into  consideration. 
However,  it  must  be  kept  in  mind  that  the 
15  most  common  anomalies  do  not  include 
those  defects  that  become  evident  in  ex- 
amination of  all  vital  records,  including 
birth,  fetal,  and  infant  death  certificates. 
Table  IX  shows  the  marked  disparity 
between  the  numbers  of  selected  malfor- 
mations on  all  records  and  on  birth  certif- 
icates alone. 

Summary 

The  congenital  malformations  most  often 
recorded  on  birth  certificates  in  New  York 
City  have  been  tabulated.  It  is  noted 
that  population  sampling  plays  a major 
role  in  determining  the  relative  incidence 
of  anomalies,  since  certain  malformations 
occur  with  greater  frequency  in  some  races 
than  in  others.  In  addition,  certain  limita- 
tions of  this  method  are  outlined. 


TABLE  VIII.  Comparison  of  incidence  of  cleft  lip  and/or  palate  for  two  consecutive  five-year  periods*-! 


— 1953  to  1957  Inclusive — — ^ — 1958  to  1962,  Inclusive > 

Malformation  Male  Female  Total  Male  Female  Total 


Cleft  lip 

149 

74 

223 

121 

72 

193 

Cleft  lip  and  palate 

160 

99 

259 

138 

98 

236 

Cleft  palate 

104 

113 

217 

102 

108 

210 

Totals 

413 

286 

699 

361 

278 

639 

* Comparing  the  two  five-year  periods,  during  which  there  was  a marked  increase  in  nonwhite  births,  note  the  concomitant 
decline  in  all  of  the  above  malformations. 

t Figures  taken  from  the  records  of  The  City  of  New  York  Department  of  Health, 


TABLE  IX.  Selected  malformations  as  reported  on 
vital  records,  1958  and  1959* • f 


Anomaly 

AH 

Records 

Birth 

Records 

Only 

H y drocephalus 

310 

116 

Monstrosity 

318 

30 

Digestive  system 

234 

40 

Circulatory  system 

598 

88 

* Figures  taken  from  the  records  of  The  City  of  New  York 
Department  of  Health. 

t Note  the  marked  disparity  between  actual  recording  on 
all  records  and  those  listed  on  birth  certificates  alone. 

would  have  changed  to  ninth,  tenth,  and 
thirteenth  positions. 

The  over-all  results  are  in  accord  with 
those  of  Ivy1-3  if  the  differences  in  popula- 
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Thrombus  formation,  as  Virchow1  ob- 
served over  one  hundred  years  ago,  must 
be  due  to  circulatory  stasis,  abnormality  of 
the  vessel  wall  or  the  blood — singly  or  in 
combination.  Blood  coagulation  received 
relatively  little  attention  in  the  last 
century  and  early  part  of  this  one.  In 
recent  years,  however,  considerable  work 
has  been  done  that  purports  to  demonstrate 
that  increased  blood  coagulability  does 
indeed  exist  and  is  causally  related  to 
thrombosis.  The  term  “hypercoagulabil- 
ity” has  become  respectable  and  even 
fashionable  in  contemporary  medicine. 
The  question  of  its  validity  is  the  subject 
of  this  paper. 

Mechanism  of  thrombus  formation 

The  initial  event  in  the  formation  of  a 
spontaneous  thrombus  in  man  appears 
to  be  platelet  adhesion  to  the  vessel  wall.2 
Serial  sections  of  human  thrombi  show  a 
mass  of  platelets  at  the  site  of  origin  of  the 
thrombus.  As  blood  flow  continues  over 
the  platelet  plug,  fibrin  and  platelets  are 
deposited  sequentially,  giving  the  body 
of  the  thrombus  a characteristic  structure, 
the  hallmark  of  which  are  the  lines  of 
Zahn.  When  blood  flow  is  seriously  im- 

* This  study  was  supported  by  Grant  HE-05415-04  of  the 
National  Heart  Institute,  National  Institutes  of  Health,  U.S. 
Public  Health  Service. 


thrombosis  and  blood  coagulation  are 
different  processes , and  although  hypercoagu- 
lability may  explain  thrombus  formation  in 
man,  at  least  in  part,  this  has  not  been 
proved.  Evidence  of  the  effect  of  hypercoagu- 
lability and  hypocoagulability  on  experimental 
thrombosis  in  animals  is  conflicting,  as  is 
evidence  of  a hypercoagulable  state  as  a 
constant  feature  in  any  human  disease.  A 
transient  hypercoagulable  state  may  occur  in 
man  after  ingestion  of  a fatty  meal. 


paired  by  the  thrombus,  further  clotting 
occurs,  and  this  part  of  the  thrombus  looks 
microscopically  like  an  in  vitro  clot.2 

It  is  plausible  that  the  state  of  coag- 
ulability would  affect  the  formation  of  the 
body  or  tail  of  the  thrombus  but  there  is 
no  a priori  reason  to  believe  that  it  would 
influence  platelet  adhesion  to  the  vessel 
wall.  Since  the  platelet  reaction  appears 
to  be  the  fundamental  event  in  thrombosis, 
and  it  is  questionable  whether  spontaneous 
thrombosis  in  man  occurs  without  it,  the 
effect  of  altered  coagulability  on  this 
process  must  be  considered. 

Coagulability  and  thrombus 
formation  in  animals 

Injury  to  vessels.  The  most  direct 
method  available  for  studying  the  relation 
between  coagulation  and  thrombosis  is  to 
observe  experimental  thrombus  formation 
in  animals  rendered  hypo-  or  hyper- 
coagulable. The  usual  procedure  is  to 
injure  a vessel  chemically  or  mechanically 
and  to  study,  directly  or  by  sectioning, 
platelet  adhesion  to  the  injured  site  during 
varied  states  of  coagulation.  It  may  be 
reasonably  objected  that  injury  to  an 
animal  vessel  and  spontaneous  thrombosis 
in  man  are  too  dissimilar  to  compare  profit- 
ably. However,  platelet  adhesion  is  the 
initial  event  in  both,  and  the  resultant 
thrombi  appear  morphologically  alike. 
Moreover,  it  is  the  best  experimental  model 
available. 

Injection  of  procoagulants.  Honour 
and  Russell3  and  Arakawa  and  Spaet4 
made  rabbits  hypercoagulable  by  injection 
of  Russell  viper  venom  and  product  I 
(activated  factor  X),  both  potent  pro- 
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coagulants.  They  found  no  change  in  the 
number  or  extent  of  thrombi  formed  on 
injured  vessels.  In  both  these  studies  the 
vessels  were  observed  by  direct  microscopy, 
the  former  using  cortical  arterioles  and  the 
latter,  mesenteric  veins.  In  both  studies 
the  investigators  were  able  to  produce 
dramatic  shortening  of  the  clotting  time. 
Honour  and  Russell3  observed  a few 
spontaneously  occurring  “thrombi”  at  non- 
injured  sites.  Unfortunately,  it  is  un- 
certain whether  these  involved  the  platelet 
reaction  or  were  merely  intravascular 
clots.  One  important  shortcoming  of  these 
experiments  is  that  the  hypercoagulable 
state  was  maintained  in  animals  for  minutes 
or  hours,  while  it  may  be  present  for  months 
or  years  in  man  before  thrombosis  occurs. 

Administration  of  thrombin.  Ad- 
ministration of  thrombin  to  animals  pro- 
duces a hypercoagulable  state,  and  intra- 
vascular clotting  is  regularly  produced.5 
It  has  not  been  demonstrated,  however, 
that  these  resemble  human  thrombi.  Un- 
til this  is  done,  no  conclusions  regarding 
hypercoagulability  and  thrombosis  are  war- 
ranted. It  is  likely  that  thrombin  ad- 
ministration produces  intravascular  blood 
clotting  and  not  thrombosis. 

Injection  of  heterologous  serum. 
Wessler  et  a/.6-8  have  studied  the  problem 
in  a unique  way.  Blood  remaining  static 
in  a ligated  segment  of  vein  will  not  clot 
for  several  hours. 9 Injection  of  heterolo- 
gous serum  into  an  animal  before  ligating 
the  venous  segment  causes  clotting  in 
several  minutes.8  The  in  vitro  clotting 
time  is  shortened  after  administration  of 
the  serum  eluate.  The  clot  produced, 
however,  does  not  resemble  a human 
thrombus  but,  rather,  is  indistinguishable 
from  an  in  vitro  clot.  If  the  thrombus 
propagates  in  the  presence  of  flowing 
blood,  platelets  and  fibrin  are  deposited 
on  top  of  it,  and  lines  of  Zahn  are  formed. 
Thus,  the  clot  ultimately  may  be  in- 
distinguishable from  a thrombus,  save  for 
the  initial  platelet  mass.  The  absence  of 
platelet  adhesion  and  the  artificial  condi- 
tions involved  in  producing  the  clot  make 
the  applicability  of  these  experiments  to  the 
pathogenesis  of  human  thrombi  problem- 
atic. 

Anticoagulant  administration.  Stud- 
ies of  thrombus  formation  in  anticoag- 
ulated animals  also  have  yielded  incon- 


clusive results.  Richards  and  Cortell10 
noted  markedly  reduced  thrombosis  in 
the  injured  veins  of  dogs  on  bishydroxy- 
coumarin  (Dicumarol);  as  the  veins  were 
studied  microscopically,  the  reduction  ap- 
peared to  be  of  platelet  adhesion  as  well  as 
thrombus  propagation.  Honour  and  Rus- 
sell,3 on  the  other  hand,  studied  platelet 
adhesion  to  injured  mesenteric  and  cortical 
arteries  of  rats  and  rabbits  by  direct 
microscopy  and  found  effective  hepariniza- 
tion to  have  no  effect.  To  complete  the 
spectrum,  Fulton,  Akers,  and  Lutz11  found 
that  in  hamster  cheek  pouches,  anticoagula- 
tion actually  enhanced  platelet  deposition 
at  a site  of  injury.  Moreover,  spon- 
taneous platelet  thrombosis  and  embolism 
occurred  in  anticoagulated  and  not  in 
control  animals. 

Coagulability  and  thrombosis  in  human 
subjects 

Hypercoagulability  in  thrombotic 
disease  and  atherosclerosis.  Much  re- 
cent work  has  attempted  to  demonstrate 
hypercoagulability  in  the  blood  of  patients 
with  thrombotic  disease  or  diseases  as- 
sociated with  an  increased  incidence  of 
thrombosis.  Atherosclerotic  states  have 
received  major  attention,  perhaps  because 
of  the  possibility  that  thrombosis  is  the 
primary  event  in  atheroma  formation.12-17 
Patients  with  angina  pectoris  and  acute  or 
old  myocardial  infarction  were  noted  by 
McDonald  and  Edgill18  19  to  have  sig- 
nificantly shortened  thromboplastin  genera- 
tion tests  and  increased  platelet  adhesive- 
ness. James  et  al.20  noted  that  such  pa- 
tients have  shortened  Stypven  times  and 
prolonged  fibrinolysis.  However,  Merskey, 
Gordon,  and  Lackner21  found  age-matched 
groups  of  normal  men  and  patients  with 
coronary  artery  disease  to  be  equal  with 
respect  to  the  thromboplastin  generation 
test;  fibrinolysis;  clotting  time;  pro- 
thrombin time;  prothrombin  consumption 
test;  and  factors  V,  VII,  VIII,  and  fi- 
brinogen. 

In  patients  with  thromboangiitis  ob- 
literans and  thrombophlebitis,  De  Takats22 
and  Hagedorn  and  Barker23  noted  in- 
creased heparin  tolerance,  but  Ingram, 
Biggs,  and  Armitage24  found  no  abnor- 
mality in  glass,  silicone,  and  heparin- 
retarded  clotting  times  and  in  the  pro- 
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thrombin  consumption  test  result.  Spittel 
et  al.2b  using  the  thromboplastin  generation 
test  with  an  unusually  diluted  plasma 
reagent,  demonstrated  shortened  clotting 
times  in  75  per  cent  of  patients  with 
arteriosclerosis  obliterans  and  an  acute 
thrombotic  episode  and  in  50  per  cent  of 
patients  with  idiopathic  thrombophlebitis. 
The  retarded  thromboplastin  generation 
test  seems  to  have  promise  as  a way  of 
demonstrating  hypercoagulability.  Fur- 
ther reports  of  its  use  in  these  and  other 
hyperthrombotic  states  should  be  forth- 
coming. 

Hypercoagulability  in  pregnancy  and 
cancer.  An  increased  incidence  of  throm- 
bosis occurs  in  pregnancy26  and  cancer27 
and  postoperatively.  In  pregnancy  there 
are  increased  levels  of  factors  VII,  X,28  and 
VIII.29  Although  considered  to  be 
evidence  of  hypercoagulability, 28  29  there 
is  no  evidence  that  increased  levels  of 
clotting  factors  and  increased  coagulability 
can  be  equated.  In  patients  with  in- 
vasive and  metastatic  cancer,  shortening 
of  the  previously  described  retarded  throm- 
boplastin generation  test  associated  with 
increased  factor  VIII  activity  has  been 
described.30  We  have  been  unable  to 
demonstrate  shortening  of  the  plastic 
tube  clotting  time  in  such  patients.31-32 
Malignant  disease  is  a particularly  suitable 
condition  in  which  to  look  for  hyper- 
coagulability, since  it  may  be  associated 
with  an  extraordinarily  high  incidence  of 
thrombosis27-33  and  because  it  is  the  condi- 
tion most  frequently  associated  with  the 
syndrome  of  acute  intravascular  coagula- 
tion.34 Clotting  abnormalities  described 
in  postoperative  patients  include  increased 
fibrinogen,  factor  VIII35  and  heparin  re- 
sistance.36 Gardikas,  Tsakayannis,  and 
Thomopoulos37  reported  shortened  plasma 
clotting  times,  but  Egeberg35  could  not  dup- 
licate this  finding. 

Coagulability  after  high-fat  meals. 
Studies  of  blood  coagulation  following  high- 
fat  meals  are  similarly  conflicting.  Some 
investigators  have  demonstrated  significant 
shortening  of  plasma  recalcification  and 
silicone  tube  whole  blood  clotting  times 
three  to  four  hours  after  ingestion  of  such  a 
meal,37  -39  whereas  others  have  found  no 
change  from  fasting  values.40-41  The  re- 
lationship between  dietary  fat  and  blood 
coagulation  is  of  obvious  importance  in 


view  of  the  atherogenic  property  ascribed 
to  dietary  and  blood  lipids.  In  this  regard 
it  is  of  considerable  interest  that  rats  fed 
a specific  high-fat  diet  for  several  months 
develop  intracardiac  and  vascular  throm- 
boses.42 

Conclusion 

The  evidence  available  concerning  hyper- 
coagulability and  thrombosis  allows  the 
following  conclusions: 

1.  Thrombosis  and  blood  coagulation 
are  usually,  and  perhaps  invariably,  dif- 
ferent processes.  It  cannot  be  assumed, 
as  is  often  done,  that  they  are  interde- 
pendent. 

2.  Evidence  concerning  the  effect  of 
hypercoagulability  and  hypocoagulability 
on  experimental  thrombosis  in  animals  is 
conflicting.  It  cannot  be  concluded  that  a 
relationship  has  been  demonstrated. 

3.  In  no  human  disease  has  a hyper- 
coagulable  state  been  unequivocably 
demonstrated  as  a constant  feature.  Stud- 
ies on  the  subject  are  abundant,  but, 
taken  as  a whole,  they  are  fragmentary  and 
contradictory. 

4.  A transient  hypercoagulable  state 
may  occur  in  man  after  ingestion  of  a 
fatty  meal.  The  relationship  of  this  to 
thrombosis  or  to  the  atherogenic  property 
ascribed  to  dietary  fat  remains  to  be 
defined. 

Hypercoagulability  remains  a logical  and 
appealing  hypothesis  to  explain  thrombus 
formation  in  man,  at  least  in  part.  It 
must  be  emphasized,  however,  that  at 
this  juncture,  a hypothesis  it  remains. 
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Comparative  population  studies  have 
provided  valuable  information  about  the 
influence  of  heredity  and  environment  on 
serum  lipids  and  for  evaluating  the  role 
these  factors  may  play  in  athero genesis. 1 
This  report  concerns  an  epidemiologic 
study  of  two  genetically  identical  groups: 
Americans  of  Yemenite  origin  and  Israelis 
of  Yemenite  origin,  selected  because  of 
the  markedly  different  environmental  con- 
ditions under  which  they  live. 

The  origins  of  Yemenite  Jews  are  ancient 
and  obscured  by  legend.2  For  centuries 
they  lived  as  an  isolated  community  in 
Yemen,  unexposed  to  western  civilization. 
In  the  face  of  difficult  social,  economic,  and 
political  conditions  they  preserved  their 
group  and  cultural  heritages.  At  the  end 
of  the  nineteenth  and  the  beginning  of  the 
twentieth  centuries,  small  numbers  emi- 
grated from  Yemen  to  Israel  and  Egypt. 
A few  of  the  original  emigrants,  more 
adventurous  than  most,  came  directly 
to  the  United  States  and  settled  in  New 
York  City.  In  later  years  the  New  York 

* Supported  by  grants  from  the  National  Heart  Institute, 
National  Institutes  of  Health,  Bethesda,  Maryland. 


a group  of  American  Yemenite  Jews  who 
had  lived  in  the  United  States  for  twenty  or 
more  years  were  compared  with  genetically 
similar  Yemenites  in  Israel.  The  American 
Yemenites  were  shown  to  have  a greater 
tendency  to  overweight,  higher  mean  systolic 
blood  pressure  levels,  a higher  incidence  of 
ischemic  heart  disease  and  diabetes,  higher 
mean  serum  cholesterol  levels,  and,  in  the 
middle-aged  men,  higher  triglyceride  levels. 
The  American  Yemenites  consume  more 
total  calories  per  day,  as  well  as  a greater 
proportion  of  saturated  dietary  fat,  lead  a 
more  sedentary  existence,  smoke  more  cigarets 
per  day,  and  participate  fully  in  American 
cultural  patterns,  which  are  productive  of 
different  emotional  stresses  than  is  life  in 
Israel. 


City  community  was  enlarged  by  others 
from  Yemen,  Israel,  and  Egypt. 

Immigration  ceased  during  World  War 
II,  but  with  the  birth  of  the  state  of  Israel 
in  1948,  practically  the  entire  Jewish 
community  of  Yemen  returned  to  Israel. 
Since  that  time  a number  of  Yemenite 
Jews  have  left  Israel  to  join  relatives  and 
friends  in  the  United  States  and  are  con- 
tinuing to  do  so  at  the  present  time.  Thus, 
the  originally  isolated  community  of  Jews 
living  in  Yemen  is  divided  into  two  distinct 
and  geographically  separate  groups.  The 
larger  number,  the  Israeli  Yemenites,  were 
immigrants  to  Israel  before  World  War  II 
and  after  1948.  The  smaller  group,  the 
American  Yemenites,  immigrated  to  the 
United  States  directly  from  Yemen  in  the 
early  1900’s,  came  to  America  by  way  of 
Israel  in  the  years  preceding  World  War 
II,  or  emigrated  from  Israel  after  1948. 

Previous  investigations  have  indicated 
that  there  is  less  ischemic  heart  disease, 
diabetes,  and  hypertension  among  Israeli 
Yemenites  than  among  Western  popula- 
tions.3-8 The  ordinary  daily  diet  of  the 
Israeli  Yemenite  totals  2,500  calories, 
25  per  cent  of  which  is  derived  from  fat, 
primarily  mono-  or  polyunsaturated  in 
nature.4-58  The  Israeli  Yemenites  ordi- 
narily are  employed  as  manual  laborers, 
farmers,  or  semiskilled  industrial  workers. 
They  use  cigarets  sparingly  and  alcohol 
in  moderation.  Their  serum  levels  of 
total  cholesterol,  b-lipoprotein  cholesterol, 
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TABLE  I.  Characteristics  of  subjects  in  American  and  Israeli  Yemenite  groups 


Category 

Age  2C 

American 
Y emenite 
Men 

) to  34 . 

Israeli 
Y emenite 
Men 

American 
Y emenite 
Men 

Age  35  to  65 

Israeli  American 

Yemenite  Yemenite 
Men  Women 

Israeli 
Y emenite 
Women 

Number  of  subjects 

11 

13 

12 

19 

8 

6 

Mean  age  (years) 

29 

29 

51 

44 

51 

44 

Mean  number  of  years  in 
United  States  or  Israel 

21 

12 

24 

12 

25 

11 

Relevant  family  history* 
Number 

6 

0 

2 

0 

3 

0 

Per  cent 

55 

0 

17 

0 

38 

0 

Number  of  smokers  f 

4 

6 

7 

3 

2 

0 

Percentage  of  smokers  f 

36 

46 

58 

14 

25 

0 

Mean  weight  (pounds) 

153 

115 

149 

117 

140 

104 

Mean  height  (inches) 

66 

64 

64 

63 

60 

61 

Weight-height  ratio** 

103 

84 

108 

88 

123 

85 

Mean  blood  pressure 

122/75 

109/72 

129/74 

116/78 

127/76 

118/72 

* Includes  a history  of  diabetes,  arteriosclerotic  heart  dis- 
ease, or  hypertensive  cardiovascular  disease. 

t Any  subject  who  smoked  10  or  more  cigarets  a day  was 
counted  as  a smoker. 

**  Weight  (in  kilograms)  X 100,  divided  by  height  in 
inches  minus  100. 4 


and  triglyceride  are  low,  and  they  clear 
orally  administered  1 131  “labeled  triolein 
rapidly  from  the  blood.9-10 

American  Yemenites  are  genetically  iden- 
tical to  the  Israeli  Yemenites.  Their 
environments,  however,  are  markedly  dif- 
ferent. A study  involving  a group  of 
American  Yemenites  has  been  carried  out 
and  the  findings  compared  with  those  of 
previous  investigations  of  Israeli  Yemen- 
ites. 

Subjects  and  methods 

A group  of  33  American  Yemenites,  25 
men  and  8 women  volunteers  from  Boro 
Park,  Brooklyn,  were  studied.  The  Boro 
Park  community  in  New  York  is  the  oldest 
and  largest  Yemenite  group  in  the  United 
States  and  numbers  approximately  125 
adults. 

A medical,  social,  and  family  history  of 
each  volunteer  was  taken  and  included  the 
following:  occupation,  diet,  smoking  habits, 
and  alcohol  consumption;  a complete  physi- 
cal examination;  a standard  12-lead  resting 
electrocardiogram;  and  an  analysis  by  the 
nutrition  research  laboratory  of  The  Mount 
Sinai  Hospital  of  the  levels  of  blood  sugar, 
total  cholesterol,  and  serum  triglyceride 
after  a twelve-hour  fast. 

Blood  sugar  determinations  were  per- 
formed after  the  method  of  Somogyi- 
Nelson,  total  cholesterol  by  the  Schoen- 


heimer-Sperry  method,11  and  triglyceride 
according  to  the  procedure  outlined  by 
Van  Handel  and  Zilversmit.12  The  his- 
tories were  taken  and  physical  examina- 
tions performed  by  one  of  us  (M.S.);  the 
dietary  histories  were  taken  by  a nutri- 
tionist from  the  dietary  department  of 
The  Mount  Sinai  Hospital;  and  the 
electrocardiograms  were  interpreted  in- 
dependently by  the  authors. 

The  comparison  group  of  Israeli  Yemen- 
ites included  32  men  and  6 women,  pre- 
viously studied  in  Israel  by  the  senior 
author  (M.S.)  and  reported  elsewhere  as 
part  of  a larger  sample.9-10  These  in- 
dividuals were  inpatients  at  the  Beilinson 
Hospital,  Petah  Tikvah,  Israel,  where  all 
the  examinations  and  technical  procedures 
were  carried  out.  They  were  all  free  of 
clinical  or  laboratory  evidence  of  ischemic 
heart  disease,  diabetes,  hepatic  insuffi- 
ciency, severe  anemia,  or  intestinal  mal- 
absorption. The  total  cholesterol  con- 
centrations were  determined  by  the  method 
of  Rappaport  and  Eichhorn13  and  tri- 
glyceride levels  according  to  the  procedure 
outlined  by  Albrink.14 

Characteristics  of  the  samples 

The  American  Yemenite  men  had  lived 
in  the  United  States  an  average  of  twenty- 
two  years,  the  women  an  average  of 
twenty-five  years.  The  Israeli  Yemenites 
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had  all  lived  in  Israel  an  average  of  twelve 
years  or  less.  The  two  samples  were 
approximately  age-matched. 

An  analysis  of  smoking  habits  indicated 
that  more  of  the  American  Yemenites 
smoked  at  least  10  cigarets  per  day  than 
did  the  Israeli  Yemenites,  but  that  in 
neither  group  were  heavy  smokers  (two 
packs  or  more  per  day)  found.  Both 
groups  consumed  alcohol  in  moderation. 

The  family  history  of  the  American 
Yemenites  was  positive  for  ischemic  heart 
disease,  diabetes,  or  hypertension  in  36 
per  cent  of  the  subjects.  By  contrast,  no 
familial  history  of  these  diseases  was 
found  among  the  Israeli  Yemenites.  Table 
I presents  data  relative  to  age,  years  of 
residence,  family  history,  and  smoking 
habits  of  the  two  groups  and  also  compares 
their  heights,  weights,  and  blood  pressures. 

The  American  Yemenites  have  adopted 
American  dietary  patterns  almost  com- 
pletely. Butter,  cream  cheese,  margarine, 
creamed  cottage  cheese,  sour  cream,  ice 
cream,  commercial  breads  and  pastries,  and 
prime  meats  are  used  liberally.  Tradi- 
tional Yemenite  dishes,  rich  in  unsaturated 
fatty  acids,  are  generally  eaten  only  on  the 
Sabbath  and  on  holidays  and  often  in 
addition  to  a usual  American  meal.  The 
average  caloric  intake  of  the  American 
Yemenite  is  approximately  3,000  calories 
daily,  20  per  cent  greater  than  that  of  the 
Israeli  Yemenite,  and  is  appreciably  higher 
in  total  fats,  richer  in  saturated  fatty 
acids,  and  poorer  in  polyunsaturated  fatty 
acids. 

The  lower  caloric,  less  fatty  diet  of  the 
Israeli  Yemenite  is  made  up  of  sunflower 
seeds,  chickpeas,  nuts,  almonds,  vegetables, 
fruits,  yeastless  bread,  olive  and  vegetable 
oils,  butter  boiled  with  the  seed  of  fenu- 
greek, and,  occasionally,  meat  or 
chicken.45-8 

Most  American  Yemenites  are  in  the 
jewelry  trade,  either  as  artisans  or  mer- 
chants. Their  other  occupations  include 
taxi  driver,  clerk,  welder,  painter,  garment 
worker,  student,  and  building  contractor. 
On  the  whole,  the  American  Yemenites 
lead  a more  sedentary  existence  than  do 
the  Israelis. 

The  young  male  American  Yemenites 
were  heavier  and  taller  than  the  Israeli 
males.  The  older  American  Yemenite 
men  were  also  heavier  than  the  older 


TABLE  II.  Comparative  serum  lipid  values  in 
American  and  Israeli  Yemenites  and  in  non-Yem- 
enite residents  of  New  York  City 


Age  Group, 
Nationality,  and  Sex 

Num- 
ber of 
Sub- 
j ects 

Mean  Serum  Lipid 
Values,  with 
Standard  Deviations 
(in  Mg.  per  100  Ml.) 
Choles-  Triglyc- 
terol  eride 

Age  20  to  34 

American  Yemenite  males 

11 

218  ± 47 

104  ± 84 

Israeli  Yemenite  males 

13 

195  ± 22 

102  ± 20 

Non-Yemenite  New  York 
City  residents,  male 

39 

216  ± 42 

109  db  71 

Age  35  to  65 
American  Yemenites 
Male 

12 

229  ± 35 

138  ± 66 

Female 

8 

243  db  33 

84  =fc  37 

Israeli  Yemenites 
Male 

19 

187  ± 29 

99  ± 30 

Female 

6 

193  ± 36 

Non- Yemenite  New  York 
City  residents 
Male 

139 

238  ± 50 

108  ± 81 

Female 

155 

253  =fc  48 

82  ± 41 

Israeli  Yemenite  men  but  of  the  same 
height.  The  American  Yemenite  females 
were  more  obese  than  the  Israeli  Yemenite 
females  but  not  as  tall.  Three  instances 
of  hypertension  (in  2 men  and  1 woman) 
were  found  among  the  American  Yemen- 
ites and  none  among  the  Israeli  Yemenites. 
The  mean  systolic  and  diastolic  blood 
pressures  of  the  two  groups  were  similar. 

An  incomplete  right  bundle  branch  block 
was  noted  on  the  electrocardiogram  of  1 
American  Yemenite  male  and  a T-wave 
inversion  in  leads  I and  V5  and  V6  in  an- 
other. No  electrocardiographic  abnormali- 
ties were  seen  among  the  American  Yemen- 
ite women. 

Two  persons  with  ischemic  heart  disease 
and  diabetes  were  found  among  the 
American  Yemenites.  Data  relative  to 
them  are  not  included  in  the  tables.  Both 
subjects  were  men,  over  sixty  years  of  age, 
who  had  lived  in  the  United  States  more 
than  thirty  years.  The  first  weighed  151 
pounds,  had  a blood  pressure  of  160/70,  a 
fasting  blood  sugar  of  240  mg.  per  100  ml., 
a serum  cholesterol  of  198  mg.  per  100  ml., 
and  a serum  triglyceride  level  of  90  mg.  per 
100  ml.  (3  mEq./per  liter).  He  suffered 
from  severe  arteriosclerotic  peripheral  vas- 
cular disease,  as  well  as  ischemic  heart 
disease,  manifested  by  electrocardiographic 
evidence  of  an  old  anteroseptal  myocardial 
infarction.  The  second  subject  weighed 
152  pounds,  had  a blood  pressure  of  158/84, 
a fasting  blood  sugar  of  254  mg.  per  100 
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ml.,  a serum  total  cholesterol  of  440  mg. 
per  100  ml.,  and  a serum  triglyceride  con- 
centration of  171  mg.  per  100  ml.  (5.7 
mEq.  per  liter).  Electrocardiographic 
findings  were  compatible  with  a previous 
posterior-wall  myocardial  infarction. 

Serum  lipid  studies 

Serum  lipid  data  are  summarized  in 
Table  II.15  The  mean  serum  cholesterol 
concentration  of  American  Yemenite  men, 
twenty  to  thirty-four  years  of  age  was 
218  mg.  per  100  ml.  This  value  was  11 
per  cent  higher  than  the  average  cholesterol 
level  of  195  mg.  per  100  ml.  found  among 
the  Israeli  Yemenite  younger  males  but 
was  not  a statistically  significant  difference. 
Among  American  Yemenite  men  thirty- 
five  to  sixty-five  years  of  age,  the  mean 
total  cholesterol  level  was  229  mg.  per 
100  ml.,  18  per  cent  greater  than  the 
average  level  of  age-matched  Israeli  Yem- 
enites, a statistically  significant  difference 
(P  < 0.01). 

American  Yemenite  women  aged  thirty- 
five  to  sixty-five  years  had  an  average 
serum  total  cholesterol  value  of  243  mg. 
per  100  ml.,  21  per  cent  above  the  average 
level  of  193  mg.  per  100  ml.  seen  among 
Israeli  Yemenite  women,  a statistically 
significant  difference  (P  < 0.05).  The 
mean  serum  triglyceride  concentration  of 
American  Yemenite  men  twenty  to  thirty- 
four  years  old  was  104  mg.  per  100  ml.,  the 
same  as  that  found  among  the  young 
Israeli  Yemenite  males.  Among  the  men 
thirty-five  to  sixty-five  years  of  age,  the 
mean  triglyceride  values  were  138  mg.  per 
100  ml.  for  the  American  Yemenites  and 
99  mg.  per  100  ml.  for  the  Israeli  Yemen- 
ites, a statistically  significant  difference 
(P  < 0.05).  The  average  triglyceride 
concentration  of  American  Yemenite 
women  was  84  mg.  per  100  ml.;  it  was  not 
determined  in  Israeli  Yemenite  women. 

The  total  cholesterol  and  triglyceride 
values  found  in  the  American  Yemenite 
groups  were  also  compared  with  a non- 
Yemenite  New  York  City  white  popula- 
tion, previously  reported  on,16  and  the 
comparisons  appear  in  Table  II.  Except 
for  the  mean  triglyceride  levels  among 
men  thirty-five  to  sixty-five  years  old,  the 
average  concentrations  of  total  cholesterol 
and  triglyceride  did  not  differ  by  more 


than  5 per  cent  in  the  two  populations. 
The  serum  cholesterol  level  averaged  218 
mg.  per  100  ml.  for  the  American  Yemenite 
men  twenty  to  thirty-four  years  old  and 
216  mg.  per  100  ml.  for  the  non- Yemenite 
New  York  City  residents.  The  American 
Yemenite  men  thirty-five  to  sixty-five 
years  old  had  a mean  total  cholesterol  level 
of  229  compared  with  238  mg.  per  100  ml. 
among  the  older  New  York  City  men. 
The  American  Yemenite  and  New  York 
City  groups  of  women  had  average  cho- 
lesterol concentrations  of  243  and  253 
mg.  per  100  ml.  respectively. 

An  average  triglyceride  value  of  104 
mg.  per  100  ml.  was  found  in  the  groups  of 
American  Yemenite  men  twenty  to  thirty- 
four  years  old  and  109  mg.  per  100  ml.  in 
the  comparison  sample  of  non- Yemenite 
New  Yorkers.  The  women  of  the  two 
groups  had  almost  identical  mean  tri- 
glyceride concentrations,  84  and  82  mg. 
per  100  ml.  for  the  American  Yemenites 
and  non- Yemenite  New  York  City  resi- 
dents respectively.  The  average  trigly- 
ceride level  of  the  older  American  Yemenite 
men  was  138  mg.  per  100  ml.,  but  among 
the  non- Yemenite  New  York  men  aged 
thirty-five  to  sixty-five  it  was  108  mg.  per 
100  ml. 

Comment 

The  American  Yemenites  have  adopted 
a way  of  life,  dietarily  and  otherwise, 
that  does  not  differ  materially  from  that  of 
the  general  population.  It  is  not  un- 
expected, therefore,  that  their  serum  lipids 
do  not  differ  materially  from  other  non- 
Yemenite  New  York  City  residents.  The 
exception  noted  in  regard  to  triglyceride 
levels  of  older  men  is  probably  an  artifact, 
caused  by  a skewed  age  distribution.  If, 
for  example,  the  age  group  thirty-five  to 
sixty  years  rather  than  thirty-five  to 
sixty-five  years  is  analyzed,  the  mean 
triglyceride  level  is  found  to  be  128  mg. 
per  100  ml.  for  the  American  Yemenites  and 
125  mg.  per  100  ml.  for  the  New  York 
City  group. 

Young  American  Yemenite  males  did  not 
differ  significantly  in  their  serum  cholesterol 
and  triglyceride  levels  from  young  Israeli 
Yemenite  males,  whereas  middle-aged 
American  Yemenite  men  had  significantly 
higher  mean  serum  cholesterol  and  tri- 
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glyceride  concentrations  than  comparable 
Israeli  Yemenites.  Similar  findings  were 
noted  in  a previous  report,  in  which  the 
most  prominent  difference  in  serum  lipid 
partitions  was  found  in  middle-aged 
Israelis  of  European  origin  and  middle- 
aged  Yemenite  males.10  The  explanation 
for  this  perhaps  lies  in  the  fact  that  young 
Yemenites  in  Israel  have  adopted  Western 
dietary  habits  and  mores,  while  their 
fathers  still  adhere  to  the  traditional  way 
of  life. 

Summary 

A group  of  American  Yemenite  Jews, 
25  men  and  8 women,  who  had  lived  in  the 
United  States  for  twenty  or  more  years 
were  investigated  as  to  physical  char- 
acteristics, family  history,  incidence  of 
ischemic  heart  disease  and  diabetes,  serum 
lipids,  and  environmental  factors. 

The  American  Yemenites  were  found  to 
be  essentially  similar  to  non- Yemenite 
residents  of  New  York  City  in  each  of  the 
factors  studied.  Although  the  size  of  the 
sample  was  small,  it  appears  that  ischemic 
heart  disease  and  manifest  diabetes  are 
not  uncommon  in  American  Yemenites. 

A comparison  was  made  of  the  findings 
among  American  Yemenites  with  those  of 
a previous  study  conducted  among  geneti- 
cally similar  Yemenites  who  had  remained 
in  Israel.  Although  the  number  of  sub- 
jects in  each  group  is  small,  it  would 
appear  that  American  Yemenites  differ 
from  their  Israeli  counterparts  in  the 
following  physical  and  biochemical  char- 
acteristics: 

1.  They  are  substantially  heavier,  and 
the  men  are  slightly  taller. 

2.  They  have  higher  mean  systolic 
blood  pressure  levels. 

3.  They  have  an  apparently  higher 
incidence  of  both  ischemic  heart  disease 
and  manifest  diabetes. 

4.  The  mean  serum  cholesterol  levels  of 
both  men  and  women  are  higher  at  all 
ages. 

5.  The  mean  triglyceride  levels  of 
middle-aged  men  are  higher. 

The  environment  of  the  American  Yem- 
enites also  differs  from  that  of  the  Israelis, 
particularly  with  respect  to  the  following: 

1.  They  consume  more  total  calories 
per  day,  as  well  as  a greater  proportion  of 


saturated  dietary  fat. 

2.  They  lead  a more  sedentary  ex- 
istence. 

3.  They  smoke  more  cigarets  per  day. 

4.  They  participate  fully  in  American 
cultural  patterns,  which  are  productive  of 
different,  if  not  greater,  emotional  stresses 
than  is  life  in  Israel. 

Conclusions 

The  two  Yemenite  groups  are  genetically 
identical.  Therefore,  the  assumption  is 
warranted  that  the  differences  in  weight, 
height,  systolic  blood  pressure,  serum 
cholesterol,  and  triglyceride  levels  are 
environmental.  In  addition,  apparent  dif- 
ferences in  the  occurrence  of  ischemic  heart 
disease  and  diabetes  are  suggested.  Each 
of  the  foregoing  parameters  is  now  con- 
sidered to  be,  at  least  in  part,  under 
genetic  control.15 

Comparative  studies  of  genetically  simi- 
lar groups  living  in  markedly  different 
environments  have  been  made  previously 
by  other  investigators  and  by  us.91017-21 
In  each  study  the  population  living  under 
“typical”  American  environmental  condi- 
tions was  found  to  have  a higher  incidence 
of  ischemic  heart  disease  and  a tendency  to 
overweight  among  the  men,  as  well  as 
higher  serum  cholesterol  concentrations 
in  both  men  and  women. 

The  association  of  environment,  serum 
lipid  levels,  and  coronary  disease  in  men, 
again  seen  among  the  Yemenites  in  this 
investigation,  thus  appears  to  be  a mean- 
ingful one.  The  clinical  implications  of 
these  correlations,  therapeutic  and  pro- 
phylactic, have  already  been  the  subject  of 
much  discussion  in  both  medical  and  lay 
articles.  Relevant  recommendations  have 
included  dietary  modification,  avoidance  of 
nicotine,  reduction  of  weight,  increase  in 
physical  activity,  and  lessening  of  emo- 
tional stresses.  22  -26  There  no  longer  seems 
to  be  any  doubt  that  the  basis  for  such 
recommendations  is  sound. 
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Most  radiation  victims  recover 


Informed  medical  care  can  improve  a radia- 
tion victim’s  chances  and  sometimes  make  the 
difference  between  death  or  recovery,  says  an 
editorial  in  the  Journal  of  the  American  Medical 
Association. 

“Most  of  the  persons  who  have  been  acciden- 
tally exposed  to  radiation  have  recovered  with- 
out serious  residual  effects.  With  very  high 
doses  early  death  is  inevitable,  and  from  very 
low  doses  spontaneous  recovery  is  certain.” 

But  it  is  at  intermediate  doses,  near  the  lethal 
level,  that  informed  medical  care  can  have  such 
important  effects,  said  the  editorial. 

The  March  issue  of  the  Archives  of  Environ- 
mental Health,  a publication  of  the  A.M.A., 
summarizes  current  information  on  diagnosis 
and  treatment  of  radiation  casualties: 

When  a radiation  accident  does  occur,  the 


site  of  the  accident  should  be  isolated  and  not 
disturbed  before  expert  help  is  available. 

Clothing  of  the  injured  should  be  labeled  and 
preserved. 

Records  of  all  pertinent  information  should  be 
made  promptly  to  establish  the  cause  and  to 
help  determine  the  radiation  dosage  received  by 
exposed  persons. 

“In  general,  persons  unfamiliar  with  radiation 
accidents  tend  to  be  excessively  fearful  of  a 
possible  radiation  hazard,”  said  the  J.A.M.A. 
editorial.  “For  this  reason,  they  may  neglect 
the  care  of  the  patients,  simultaneously  aug- 
menting the  patient’s  distress  by  frightened 
behavior. 

“Even  though  the  atomic-energy  industry 
has  a good  safety  record  and  careful  manage- 
ment has  resulted  in  fewer  accidents  than  might 
reasonably  be  expected,  serious  radiation  acci- 
dents continue  to  occur  in  the  United  States. 
As  reactors  and  radioisotope  programs  increase 
in  number,  additional  accidents  both  here  and 
abroad  are  to  be  expected,  and  physicians  will 
inevitably  be  called  upon  to  give  medical  care  to 
the  injured,”  the  editorial  said. 
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Neglect  of  Glaucoma 
by  Physicians 
in  Hospitals 
and  in  Practice 

ARNOLD  S.  BREAKEY,  M.D. 

New  York  City 

From  the  Department  of  Ophthalmology,  Lenox  Hill  Hospital 


M any  patients  with  glaucoma  have  failed 
to  receive  treatment  for  that  disease  during 
hospitalization  for  care  of  other  ailments. 
The  result  has  been  irreparable  ocular 
damage  and  even  permanent  blindness. 
This  neglect  has  been  due  in  part  to  the 
patients’  failure  to  inform  the  hospital  staff 
that  he  was  under  treatment  for  glaucoma. 
However,  the  greater  burden  of  guilt  lies 
with  the  hospital’s  house  staff  and  attend- 
ing physicians  who  fail  to  question  all 
adult  patients  or  their  families  on  admission 
about  a past  history  of  glaucoma.  Failure 
to  include  a question  about  glaucoma 
symptoms  in  the  history  forms  of  several 
large  hospitals  is  evident  after  a study  of 
their  records. 

During  the  past  eighteen  months,  in  the 
author’s  practice  alone,  disastrous  results 
have  been  encountered  in  4 patients  and 
near  disaster  in  a fifth  patient  whose 
glaucoma  was  neglected  during  hospitaliza- 
tion for  various  diseases  other  than  glau- 
coma. The  following  case  histories  demon- 
strate how  lack  of  attention  to  the  patient’s 
history  of  glaucoma  can  lead  to  blindness. 


disastrous  results  in  4 patients  and  one 
near-disaster  occurred  from  neglect  of  glaucoma 
in  hospitals  or  while  the  patients  were  under 
medical  care  for  other  ailments.  All  physi- 
cians should  become  more  alert  to  the  possi- 
ble presence  of  glaucoma  in  their  hospital 
patients;  house  physicians  should  include 
interrogations  concerning  glaucoma  in  history - 
taking;  and  physicians  in  general  should  use 
the  tonometer  or  the  hypertension  indicator 
in  routine  examinations  of  patients  over  forty 
years  of  age. 


Case  reports 

Case  1.  A fifty- three-year-old  white  female 
had  had  congenital  cataracts  operated  on  as  a 
child.  In  1953  she  developed  glaucoma  neces- 
sitating a cyclodialysis  of  the  right  eye.  Fol- 
lowing this  her  intraocular  pressure  was  main- 
tained at  normal  levels  by  carbachol  (Car- 
cholin)  1.5  per  cent  every  four  hours.  Her 
visual  acuity  was  20/200  eccentric  in  the  right 
eye  and  20/25  in  the  left  eye.  Visual  fields 
were  reasonably  full  in  the  left  eye,  and  a large 
temporal  island  persisted  in  the  right  eye  (Fig. 
1). 

On  May  16,  1958,  she  was  admitted  to  her 
local  hospital  for  repair  of  an  abdominal  hernia 
and  appendectomy.  Although  the  patient 
specifically  told  the  nursing  staff  that  she  must 
have  her  miotic  drops,  the  order  was  not  written 
on  her  chart,  and  the  patient  did  not  receive 
her  eye  medication  for  about  forty-eight  hours. 

On  May  22,  1958,  because  of  pain  and  “stick- 
ing” of  the  eyes,  an  ophthalmologist  was  called. 
Her  pressure  was  33  mm.  Hg  in  the  right  eye 
and  38  mm.  Hg  in  the  left  eye  (Schiotz  7.5). 
The  patient  was  placed  immediately  on  fre- 
quent doses  of  pilocarpine  and  acetazolamide 
(Diamox).  Twenty-four  hours  later  her  pres- 
sure was  18  mm.  Hg  in  the  right  eye  and  18  mm. 
Hg  in  the  left  eye  (Schiotz  5.5).  Her  visual 
field  of  June  4,  1958,  showed  a marked  reduc- 
tion in  the  size  of  the  temporal  island  of  the  left 
eye,  her  acuity  being  reduced  from  20/200  to 
light  perception  only  (Fig.  2). 

Comment.  The  points  to  be  considered 
in  this  case  are  that  patients  with  a past 
history  of  glaucoma  should  have  the  fact 
recorded  on  their  hospital  charts.  Their 
dosage  schedule  of  miotics  should  be  writ- 
ten on  the  order  sheet  by  the  attending 
surgeon  and  checked  by  him  to  insure  that 
the  drops  have  been  instilled. 

Case  2.  A sixty-two-year-old  white  female 
was  first  seen  in  September,  1957.  One  year 
previously  she  had  undergone  abdominal  sur- 
gery for  carcinoma  of  the  sigmoid  colon.  Prior 
to  this  time,  her  vision  had  been  normal.  Dur- 
ing hospitalization  she  was  comatose  for  three 
days  and  received  unknown  quantities  of  bella- 
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FIGURE  1.  Case  1.  Visual  fields  of  fifty-three-year-oJd  female  glaucoma  patient  at  time  intraocular  pres- 
sure was  being  maintained  at  normal  levels,  subsequent  to  cyclodialysis  in  right  eye. 


FIGURE  2.  Case  1.  Marked  reduction  in  visual  field  in  right  eye  after  patient’s  miotic  drops  had  been  with- 
held inadvertently  for  forty-eight  hours. 


donna-like  drugs.  When  she  regained  con- 
sciousness, she  was  blind  in  the  left  eye  and  had 
lost  a great  deal  of  vision  in  the  right  eye.  Her 
visual  acuity  was  light  perception  in  the  left  eye 
and  20/30  in  the  right  eye,  and  an  ophthalmo- 
logic examination  revealed  glaucoma.  Her 
visual  fields  showed  faulty  projection  in  the  left 
eye  and  marked  constriction  to  the  fixation 
point  in  the  right  eye  (Fig.  3). 

The  tension  could  not  be  controlled  satisfac- 
torily with  miotics,  and  bilateral  iridencleises 
were  performed.  Since  that  time  her  intra- 


ocular pressure  has  remained  normal,  and  her 
visual  fields  have  not  deteriorated  further. 

Comment.  The  important  lesson  to  be 
learned  from  this  case  is  that  patients  over 
forty  years  of  age  on  large  doses  of  bella- 
donna-like drugs  or  patients  who  are 
comatose  should  be  examined  for  glaucoma. 
Tension  should  be  checked  by  a tonom- 
eter. 


1102  New  York  State  Journal  of  Medicine  / May  1,  1965 


L.  E.  R.  E. 


FIGURE  3.  Case  2.  Visual  fields  of  sixty-two-year-old  patient  who,  while  hospitalized  for  cancer  surgery, 
had  been  given  quantities  of  belladonna-like  drugs  duringthree-day  interval  of  unconsciousness. 


FIGURE  4.  Case  3.  Visual  fields  of  fifty-four-year-old  male  whose  glaucoma  had  been  controlled  satisfac- 
torily with  miotics. 


Case  3.  A fifty-four-year-old  white  male  had 
bilateral  cataracts  extracted  in  1945.  Follow- 
ing this  he  developed  glaucoma,  which  was 
satisfactorily  controlled  with  miotics.  He  was 
followed  by  the  author  from  October,  1954,  until 
January,  1958.  At  that  time  his  vision  was 
20/400  in  the  right  eye  and  20/25  cc.  in  the  left 
eye.  His  visual  fields  showed  a large  temporal 
island  to  large  test  objects  in  the  right  eye  and  a 
nasal  cut  in  the  left  eye  (Fig.  4).  His  intra- 
ocular tension  was  17  mm.  Hg  in  the  right  eye 
and  18  mm.  Hg  in  the  left  eye  (Schiotz  5.5). 


The  patient  was  not  observed  by  an  ophthal- 
mologist from  January,  1958,  until  October, 
1958,  but  he  paid  repeated  visits  to  his  cardi- 
ologist and  his  otolaryngologist.  Both  physi- 
cians had  known  of  his  glaucoma,  but  neither 
questioned  him  about  it  nor  recommended  that 
he  see  an  ophthalmologist. 

On  October  8,  1959,  the  patient  returned  to 
the  author’s  care  and  was  found  to  have  a 
marked  reduction  in  his  vision.  His  visual 
acuity  was  light  perception  in  the  right  eye  and 
5/200  cc.  in  the  left  eye.  His  intraocular  pres- 
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FIGURE  5.  Case  3.  Visual  fields  of  same  patient  after  interval  of  nine  months  without  ophthalmologic 
treatment  while  under  care  of  cardiologist  and  otolaryngologist.  Central  vision  destroyed  and  patient  com- 
pletely incapacitated. 


FIGURE  6.  Case  4.  Visual  fields  of  seventy-three-year-old  glaucoma  patient  whose  intraocular  pressure 
had  been  controlled  satisfactorily  with  miotics  for  fifteen  years.  Nasal  cut  is  present  in  both  eyes. 


sure  was  not  abnormally  high.  His  visual  fields 
both  showed  nasal  cuts  which  had  broken 
through  fixation  and  destroyed  his  central  vision 
(Fig.  5).  He  was  completely  incapacitated  and 
could  not  carry  on  his  business. 

Comment.  Any  physician  who  knows 
that  a patient  has  glaucoma  should  check 
to  be  sure  that  he  is  seeing  his  ophthalmolo- 
gist regularly  and  is  using  miotics  faithfully. 


Case  4.  A seventy-three-year-old  white 
male  had  had  glaucoma  which  was  satisfac- 
torily controlled  with  miotics  for  fifteen  years. 
His  visual  acuity  was  20/50  in  the  right  eye  and 
20/40  cc.  in  the  left  eye.  Intraocular  pressure 
was  18  mm.  Hg  in  the  right  eye  and  16  mm.  Hg 
in  the  left  eye.  Visual  fields  showed  a nasal 
cut  in  both  eyes  (Fig.  6). 

In  May,  1958,  the  patient  suffered  a severe 
attack  of  asthma  and  respiratory  insufficiency. 
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FIGURE  7.  Case  4.  Visual  fields  of  patient  whose  miotic  schedule  had  been  ignored  for  seventy-two 
hours  while  he  was  comatose  in  hospital.  Only  small  temporal  islands  remain. 


He  was  comatose  in  a hospital  for  seventy-two 
hours,  during  which  time  his  miotic  schedule 
was  apparently  ignored.  On  regaining  con- 
sciousness, he  found  that  he  could  not  see. 

An  ophthalmologic  examination  revealed  the 
intraocular  pressure  to  be  40  mm.  Hg  in  the 
right  eye  and  50  mm.  Hg  in  the  left  eye  (Schiotz 
5.5).  The  pressure  was  soon  brought  under 
control,  but  his  visual  fields  showed  only  small 
temporal  islands  in  both  eyes  with  complete  loss 
of  central  vision  (Fig.  7). 

The  patient  survived  for  another  year,  but 
was  unable  to  read  or  to  see  faces  during  that 
time. 

Comment.  The  salient  points  derived 
from  a study  of  this  case  are  that  families  of 
comatose  patients  should  be  questioned 
about  the  presence  of  glaucoma  and  the 
necessity  for  miotic  treatment.  If  family 
or  friends  are  not  present,  examination  of 
the  personal  effects  of  the  comatose  patient 
may  reveal  a glaucoma  card  stating  the 
type  of  treatment  necessary. 

Case  5.  A sixty-seven-year-old  white  male 
had  been  known  to  have  glaucoma  for  six  years. 
His  visual  acuity  was  20/20  in  the  right  eye  and 
20/20  cc.  in  the  left  eye,  and  his  visual  fields 
showed  no  defects.  His  intraocular  pressure 
was  easily  controlled  on  pilocarpine  2 per  cent 
three  times  a day. 

On  July  29,  1958,  he  entered  a New  York  hos- 
pital for  a hernia  repair.  The  miotic  schedule 
was  noted  on  his  admission  orders  and  was 
adhered  to  carefully.  As  is  generally  practiced 
at  the  time  of  surgery,  all  preoperative  orders 
were  canceled.  When  writing  the  postoperative 
orders,  the  surgeon  neglected  to  include  the 


miotic  schedule,  and  the  patient  was  without 
pilocarpine  for  seventy-two  hours.  On  the 
third  day  the  author  was  summoned  by  the 
patient’s  wife,  who  noticed  severe  redness  and 
tearing  of  both  eyes.  On  examination  the  intra- 
ocular tension  was  50  mm.  Hg  in  both  eyes 
(Schiotz  5.5).  Fortunately,  the  pressure  was 
brought  under  control  within  a few  hours  with- 
out loss  of  sight  or  visual  field. 

Comment.  Experience  gained  from  this 
case  would  indicate  that  the  patient’s 
miotic  schedule  should  be  checked  daily  by 
the  physician  in  charge  to  insure  regular 
and  unfailing  administration.  The  miotic 
schedule  must  be  carefully  carried  over 
from  preoperative  to  postoperative  written 
orders. 

Findings 

From  the  case  histories  presented,  it 
would  seem  that  the  chief  points  of  neglect 
of  glaucoma  patients  in  hospitals  or  under 
the  care  of  a physician  for  other  ailments 
are  the  failure  of  the  admitting  and  attend- 
ing physician  to  obtain  a complete  past 
history  in  the  area  of  eye  symptoms. 
Four  large  hospitals  in  New  York  City  were 
chosen  as  random  examples.  They  were 
examined  as  to  their  policy  regarding  the 
inclusion  of  glaucoma  symptoms  in  their 
history-taking  routine.  Of  the  four,  three 
make  no  provision  on  their  history  forms 
for  this  type  of  questioning,  nor  are  noneye 
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patients  in  these  three  hospital  clinics 
questioned  concerning  glaucoma.  On  the 
other  hand,  one  of  the  four  hospitals  re- 
quests that  every  outpatient  fill  in  a four- 
page,  comprehensive  questionnaire,  the 
first  six  questions  of  which  deal  with  ocular 
symptoms. 

In  the  family  history  and  past  history 
sections  of  15  charts  reviewed  in  one  record 
room,  no  mention  was  made  even  of  a 
negative  history  of  glaucoma.  The  physi- 
cal examination  noted  that  the  pupils  were 
“round,  regular,  equal,  and  reactive”  and 
no  further  note  was  recorded.  Especially, 
there  was  no  mention  of  even  a finger  palpa- 
tion test  for  increased  intraocular  pressure. 

Extensive  glaucoma  control  programs 
carried  out  over  the  past  nineteen  years  in 
Minnesota,  New  York  State,  District  of 
Columbia,  and  Philadelphia  stressed  correct 
interpretation  of  glaucoma  to  the  patient 
and  the  value  of  long-continued  follow- 
up.1-4 Mass  examinations  were  made 
in  large  industrial  plants,  and  public  health, 
social  service,  and  nursing  agencies  co- 
operated in  the  handling  of  glaucoma  pa- 
tients. But  nowhere  was  mention  made  of 
the  importance  of  including  questions  about 
glaucoma  in  hospital  history-taking. 
Other  major  case-finding  undertakings  have 
also  bypassed  this  important  point. 

The  belladonna  alkaloids  or  similarly 
acting  drugs,  with  the  exception  of  dicy- 
clomine,5 when  given  systemically,  will 
tend  to  raise  the  intraocular  pressure. 
This  is  especially  true  in  eyes  which  are 
predisposed  to  glaucoma.  The  mechanism 
of  the  rise  is  disputed,  but  it  is  probably 
due  to  the  mechanical  blocking  of  the 
anterior  chamber  angle  (and  consequently, 
Schlemm’s  canal)  by  the  accordion-folded 
iris  in  the  state  of  mydriasis  or  dilatation.6 

Prolonged  use  of  belladonna  derivatives 
in  the  treatment  of  systemic  disease  can 
lead  to  acute  glaucoma.  In  the  uncon- 
scious or  comatose  patient  or  one  who  is 
unable  to  speak,  this  condition  may  go 
unnoticed.  Intraocular  pressures  of  60 
mm.  Hg  for  forty-eight  to  seventy-two  hours 
can  permanently  reduce  the  normal  visual 
field  to  a small  temporal  island  with  light 
perception  only  and  glaucomatous,  optic 
atrophy. 

It  behooves  every  physician  to  be  alert 
to  his  patient’s  need  for  eye  care  during 
hospitalization  and  to  protect  him  from  the 


serious  consequences  of  acute,  undetected 
glaucoma. 

In  patients  over  forty  years  of  age,  there 
is  an  incidence  of  2.7  per  cent  of  undetected 
glaucoma.7  All  of  these  patients  obviously 
do  not  come  under  the  care  of  an  oph- 
thalmologist. It  therefore  becomes  the 
responsibility  of  all  physicians  to  check 
their  patients  for  glaucoma.8  Inasmuch  as 
the  estimate  of  intraocular  pressure  by  the 
finger  palpation  technic  is  notoriously  in- 
accurate, it  becomes  necessary  to  use  a 
mechanical  device  for  the  measurement. 
In  a brochure  on  their  glaucoma  research 
project,  the  Ophthalmological  Foundation9 
gives  illustrated  directions  for  the  use  of  the 
ocular  hypertension  indicator  by  physicians 
in  general  practice  or  by  specialists  in  fields 
other  than  ophthalmology.  Prindle,10  in 
his  work  on  the  prevention  of  blindness, 
states  that  no  other  ocular  disease  may  be 
more  easily  missed  in  a routine  examination 
or  be  more  difficult  to  diagnose  positively 
in  its  early  stages  than  simple  or  noncon- 
gestive  glaucoma.  There  are  few  other 
ocular  diseases  in  which  failure  or  delay  in 
diagnosis  may  result  in  a more  serious  and 
irreversible  visual  loss. 

Every  glaucoma  patient  should  have  a 
check  of  his  intraocular  pressure  by  an 
ophthalmologist  when  he  is  confined  to  a 
hospital.  If  no  ophthalmologist  is  availa- 
ble, the  physician  in  charge  should  learn  to 
determine  the  intraocular  pressure  by 
means  of  the  hypertension  indicator  or 
tonometer.7  Patients  undergoing  surgery 
in  hospitals  are  always  under  increased 
nervous  tension.  These  circumstances  of- 
ten precipitate  acute  attacks  of  glaucoma. 
Such  attacks  should  be  expected  and  an- 
ticipated. 

Summary 

Four  disastrous  results  and  one  near 
disaster  from  neglect  of  glaucoma  in  hos- 
pitals or  under  medical  care  for  other  ail- 
ments were  discovered  among  the  patients 
of  one  ophthalmologist  within  eighteen 
months.  It  is  conceivable  that  a similar 
situation  could  account  for  several  hundred 
catastrophes  throughout  the  country’s  hos- 
pitals. The  obvious  conclusions  reached 
are: 

1.  Physicians  should  anticipate  the  de- 
velopment of  glaucoma  in  their  hospital  pa- 
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tients  and  be  cognizant  of  their  special  needs 
during  hospitalization. 

2.  For  detection  of  glaucoma  physicians 
should  learn  to  use  the  tonometer  or  the 
ocular  hypertension  indicator  and  to  in- 
clude tension  taking  as  part  of  their  regular 
examination  of  patients  over  forty  years  of 
age. 

3.  If  these  instruments  are  not  availa- 
ble, it  should  be  the  responsibility  of  the 
attending  physician  to  arrange  for  an 
ophthalmologist  to  examine  the  patient 
during  hospitalization. 

The  staff  physicians  of  many  hospitals 
fail  to  question  incoming  patients  as  to  past 
history  of  glaucoma.  Being  unaware  of  its 
presence  while  the  patient  is  being  treated 
for  some  other  ailment,  physicians  in 
hospitals  fail  to  order  the  necessary  miotic 
drops.  They  give  belladonna  in  many 
instances  and  do  not  check  intraocular 
pressure  while  the  patient  is  unconscious 
from  anesthesia  or  comatose  for  other 
reasons.  Five  case  histories  revealing  the 
results  of  such  neglect  are  presented  and 
the  preventive  medical  aspects  of  each  case 
cited.  The  purpose  of  this  article  is  to 
urge  that  all  physicians  become  more  alert 
to  the  possible  presence  of  glaucoma  in 
their  hospital  patients;  that  house  physi- 
cians include  interrogations  concerning 
glaucoma  in  history -taking;  and  that  doc- 
tors in  general  make  use  of  the  tonometer 


or  the  hypertension  indicator  in  routine 
examinations  of  patients  over  forty  years  of 
age. 

Glaucoma  is  preventable  and  controlla- 
ble. The  patients  whose  histories  are 
given  went  blind  because  of  neglect. 
Extra  care  in  history  taking  and  record 
keeping  could  be  an  important  step  toward 
the  prevention  of  blindness  due  to  glau- 
coma. 

708  Park  Avenue, 
New  York  City  10021 
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New  York  City  and  other  cities,  the  im- 
portance of  parasitic  diseases  has  reached 
new  heights. 

The  present  report  deals  with  2,055 
stool  examinations  made  in  our  laboratory 
from  June  11,  1962,  through  August  8, 
1963.  The  stools  were  referred  to  our 
laboratory  to  confirm  or  refute  a diagnosis 
of  parasitosis  and  were  not  sent  as  a matter 
of  hospital  routine.  The  number  of  posi- 
tive findings  in  these  stools  was  448,  or 
21.8  per  cent  of  the  total  cases.  A detailed 
breakdown  of  the  findings  appears  in 
Table  I. 

Methods 

Three  methods  of  examination  were 
used:  direct  saline  smear,  with  and  with- 
out d’ Antoni  iodine  solution;  formalin- 
ether  sedimentation  method3;  and  the  poly- 
vinyl alcohol-fixative  method.4,5  Choice 
of  method  or  combination  of  methods 
depended  on  the  condition  of  the  stool  on 
receipt. 

Results 

Our  laboratory  received  specimens  from 
two  sources:  inpatients  from  Beth  Israel 
Hospital  (39  per  cent)  and  outpatients 
from  the  Gouverneur  Ambulatory  Care 
Clinic  (61  per  cent).  Of  the  positive  cases, 
90  per  cent  came  from  the  latter  group  and 
10  per  cent  from  the  former.  The  Gouver- 


TABLE  I.  Types  of  parasites  found  in  patients  with  positive  stool  cultures  in  two  institutions 


Beth  Israel  Hospital . 

- — — Gouverneur  Hospital > 

Percentage  of 

Percentage  of 

Number  of 

All  Positive 

Number  of 

All  Positive 

Type  of  Parasite 

Cases 

Cases 

Cases 

Cases 

Trichuris  trichiura 

27 

41.6 

228 

59.4 

Hookworm 

13 

20.1 

66 

17.4 

Entamoeba  coli 

3 

4 . 6 

27 

7.0 

Ascaris 

2 

3.0 

22 

5.7 

Giardia 

0 

0.0 

16 

4.2 

Schistosoma  mansoni 

8 

12.4 

4 

1.0 

Strongyloides  stercoralis 

1 

1.5 

7 

1.8 

Entamoeba  histolytica 

6 

9.3 

1 

0.3 

Endolimax  nana 

2 

3.0 

2 

0.5 

Enteromonas  hominis 

1 

1.5 

3 

0.8 

Enterobius  vermicularis 

1 

1.5 

2 

0.5 

Hymenolepis  nana 

0 

0.0 

3 

0.8 

Taenia  saginata 

0 

0.0 

1 

0.3 

Echinococcus  granulosus 

1 

1.5 

0 

0.0 

Iodamoeba  butschlii 

0 

0.0 

1 

0.3 

Totals 

65 

100.0 

383 

100.0 

Incidence  of  Parasitic 
Diseases  in  a New 
York  City  Hospital 
Population* 


JACOB  M.  HILLER,  B.S. 

New  York  City 

From  the  Division  of  Laboratories  and  the 
Gouverneur  Ambulatory  Care  Unit,  Beth  Israel  Hospital 


Reports  of  the  frequency  of  human 
parasitic  diseases  in  New  York  City  have 
been  sparse.  Ballinger,  Simon,  and  Wein- 
garten1  made  a parasitologic  survey  of 
Montefiore  Hospital  and  Beth  Abraham 
Home  employes.  A report  on  school 
children  in  central  Philadelphia  also  has 
appeared. 2 With  the  increase  in  the  Puerto 
Rican  and  West  Indian  population  of 

* Aided  by  grants  from  the  Joseph  and  Helen  Yeamans 
Levy  Foundation,  the  Saul  Singer  Foundation,  and  the 
Charles  H.  Silver  Fund. 
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in  2,055  stool  examinations  over  a fourteen- 
month  period,  parasitic  organisms  were 
found  in  21.8  per  cent.  Over  90  per  cent  of 
the  positive  cases  were  Spanish-speaking. 
Fifteen  varieties  of  parasites  were  found,  and 
the  ratio  of  helminths  to  protozoans  was 
6 to  1.  If  fresh,  warm  purged  stools  had  been 
examined,  the  number  of  protozoans  probably 
would  have  been  much  greater. 


TABLE  II.  Types  of  parasites  in  72  patients  with 
multiple  infestation 


Types  of  Parasites 

Number 

of 

Cases 

Per- 
centage 
of  All 
Cases 
with 
Multiple 
Infes- 
tation 

T.  trichiura  with 
Hookworm 

31 

42.5 

Ascaris 

16 

21.9 

E.  coli 

6 

8.3 

Giardia 

4 

5.5 

Hookworm,  E.  coli 

2 

2.7 

Hookworm,  Ascaris 

2 

2.7 

Hookworm,  E. 
histolytica 

2 

2.7 

S.  mansoni 

2 

2.7 

Hookworm,  E. 
vermicularis 

1 

1.4 

I.  butschlii,  E. 
histolytica 

1 

1.4 

Hookworm,  E.  hominis 

1 

1.4 

E.  hominis,  E.  nana 

1 

1.4 

Ascaris,  E.  vermicu- 
laris 

1 

1.4 

E.  hominis  with 
Hookworm 

1 

1.4 

Giardia 

1 

1.4 

neur  outpatient  population  is  made  up 
predominantly  of  persons  with  a Puerto 
Rican,  West  Indian,  or  southeastern  United 
States  background;  97.6  per  cent  of  the 
patients  in  this  group  whose  stools  were 
positive  for  parasites  were  Spanish-speak- 
ing. Of  the  Beth  Israel  group,  between 
6 to  10  per  cent  came  from  Puerto  Rico, 
the  West  Indies,  or  the  southeastern 
United  States;  90.2  per  cent  of  the  patients 
in  this  group  whose  stools  were  positive 
were  Spanish-speaking. 

Of  the  cases  positive  for  parasites,  72 
(16  per  cent)  had  two  or  more  genera  of 
parasites.  The  incidence  of  multiple  in- 
festation is  presented  in  Table  II.  It 
should  be  noted  that  T.  trichiura  was 
present  in  97.2  per  cent  of  the  cases  with 
multiple  infection;  19  of  these  cases  (27.1 
per  cent)  were  associated  with  protozoan  in- 
festation, while  in  51  cases  (72.9  per  cent) 
other  helminths  were  found  along  with 
T.  trichiuris. 

Of  the  organisms  found,  87.3  per  cent 
were  helminths  and  only  12.7  per  cent  were 
protozoans.  This  is  a relatively  low  per- 
centage of  protozoan  infestation.  Con- 
tributing to  this  finding  was  the  fact  that 


all  stools  received  from  the  Gouverneur 
Clinic  were  approximately  one  to  two  days 
old.  The  stools  from  Beth  Israel  Hospital 
were  normally  passed,  unpurged  stools 
and  were  received  at  various  intervals  after 
defecation.  In  the  survey  by  Ballinger, 
Simon,  and  Weingarten,1  51.8  per  cent  of 
the  parasites  found  were  protozoans.  This 
higher  precentage  may  be  due  to  the  fact 
that  1 ounce  of  purgative  was  administered 
to  each  subject  in  the  fasting  state  while 
in  the  laboratory.  Examination  of  stools 
followed  immediately. 

Summary 

With  the  shift  in  the  New  York  City 
population  toward  the  Spanish-speaking 
segment,  the  incidence  of  parasitosis  has 
increased  greatly.  In  2,055  stool  examina- 
tions over  a fourteen-month  period  in  our 
laboratory,  more  than  one  fifth  of  the  stools 
were  found  to  contain  some  parasitic  or- 
ganism. In  all,  15  varieties  of  parasites 
were  found.  The  ratio  of  helminths  to 
protozoans  was  6 to  1.  It  is  believed  that 
if  fresh,  warm  stools  or,  particularly, 
fresh,  warm  purged  stools  had  been  ex- 
amined, the  number  of  protozoan  infesta- 
tions would  have  been  much  greater. 

Nathan  D.  Perlman  Place, 
New  York  10003 
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The  topics  reviewed  in  this  report  are 
presented  in  alphabetical  order.  While 
this  may  interfere  with  continuity,  it  will 
permit  the  reader  to  refer  back  to  a par- 
ticular section  with  greater  ease.  Only  the 
American  literature  of  the  past  three  years 
has  been  included. 

Abortion 

While  there  have  been  no  notable  in- 
novations in  the  diagnosis  or  therapy  of 
abortion,  there  have  been  some  valuable 
contributions  by  several  authors. 

The  work  of  Hughes,  Jacobs,  and  Rubulis1 
is  rather  ingenious.  It  is  just  a further  pro- 
jection of  a thesis  Hughes  has  taught  for 
years — repeated  abortion  may  be  due  to  an 
infertile  endometrium.  He  has  shown  on 
histochemical  analysis  of  the  glycogen  levels 
of  the  endometrium  that  normal  endome- 
trium has  a glucose  content  of  about 
1,018  mg.  per  100  ml.  If  the  patient  has 
700  to  900  mg.  per  100  ml.,  her  chance  of 
both  conception  in  infertility  and  retention 
of  pregnancy  in  repeated  abortion  is  in- 
creased by  the  use  of  stilbesterol,  medroxy- 


progesterone acetate  (Provera),  and  human 
chorionic  gonadotropins  to  raise  glucose 
levels.  If  the  endometrium  shows  less  than 
300  mg.  per  100  ml.,  it  will  not  respond  to 
hormone  therapy. 

Whether  or  not  progesterone  will  prevent 
abortion  is  still  controversial.  Since  the 
endogenous  production  of  progesterone  in 
the  first  and  second  trimester  is  18  to  40 
mg.  daily,  if  a deficit  does  exist,  100  mg. 
daily  of  exogenous  progesterone  should  be 
used.  The  mechanism  for  control  of  pro- 
gesterone production  by  the  placenta  is 
unknown. 2 

There  may  now  be  an  explanation  for  a 
fact  that  has  long  been  observed  by  gyne- 
cologists: marked  emotional  stress  may 

contribute  to  the  incidence  of  spontaneous 
abortion.  Serotonin  is  known  to  cause 
contraction  of  smooth  muscle.  In  normal 
pregnancy  the  level  of  its  metabolite  (5- 
hydroxy-indolacetic  acid)  is  about  1.5 
to  8 mg.  per  twenty-four-hour  collection 
of  urine.  Under  marked  stress,  this  rises  to 
from  13.5  to  40  mg.  per  day.3 

With  incomplete  abortion  the  present 
trend  is  early  surgical  curettage.  Prompt 
evacuation  of  the  afebrile  patient  before 
excess  blood  loss  is  now  the  standard 
therapy.  With  fever,  however,  there  is 
still  some  debate.  The  pendulum  seems  to 
be  swinging  to  early  curettage  after  one  has 
established  an  antibiotic  barrier.  It  is  in 
essence,  early  surgical  drainage. 4 

The  “salting  out”  of  middle  trimester 
pregnancy  has  gained  a recognized  place 
in  gynecologic  practice.  It  is  used  in 
missed  abortion  as  well  as  therapeutic 
abortion.  Transabdominal  puncture  of 
the  uterus,  withdrawal  of  amniotic  fluid, 
and  replacement  with  20  per  cent  saline, 
or  50  per  cent  glucose  if  the  patient  cannot 
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be  given  salt,  usually  results  in  uncompli- 
cated delivery.  A latent  period  of  thirteen 
to  twenty  hours  is  followed  by  a short 
uneventful  labor.  This  is  a far  cry  from 
abdominal  hysterotomy  which  until  this 
time  was  almost  our  only  approach.  This 
method  works  best  after  the  sixteenth 
week.5-7 

High  concentrations  of  oxytocic  drugs 
are  also  used  for  missed  abortion.  In  spite 
of  huge  dosage,  as  much  as  200  ml.  of 
oxytocin  reported  in  some  patients,  this 
method  rarely  works  before  the  fourteenth 
week.  Its  maximum  effectiveness  is  after 
the  twentieth  week.  The  cardiovascular 
risk  increases  in  direct  proportion  to  the 
dose  of  the  drug.  The  salt  method  is 
generally  safer.  Before  undertaking 
therapy  of  any  kind  for  missed  abortion 
one  must  be  certain  that  the  fibrinogen, 
prothrombin  time,  coagulation  time,  and 
blood  factors  5 and  7 are  normal.8 

Second  trimester  abortion  due  to  cervical 
incompetence  is  still  receiving  a dispro- 
portionate amount  of  attention  in  the 
literature.  It  seems  peculiar  that  some 
clinics  have  an  inordinately  high  incidence, 
while  others  see  comparatively  few  cases. 
It  seems  that  firmer  diagnostic  criteria 
should  be  established.  A ratio  of  about  1 
case  in  2,000  deliveries  seems  to  be  a con- 
servative estimate.9*10  A history  of  mid- 
trimester abortion  is  mandatory  in 
diagnosis,  but  to  this  should  be  added  a 
positive  uterogram  during  the  secretory 
phase  of  the  cycle  showing  an  endocervical 
width  of  over  6 mm.  (normal  2.5  to  3 mm.). 
There  shouJd  be  no  bleeding,  no  abnormal 
endocrine  findings,  a normal  fetus,  intact 
membranes,  and  no  contractions.  The 
method  used  to  circle  the  cervix  is  not 
important.  The  end  results  are  about 
equal. 

Septic  or  endotoxin  shock,  especially 
after  attempted  late  criminal  abortion,  is 
the  subject  of  much  concentration, 
especially  as  to  the  proper  therapy.  Neu- 
wirth  and  Friedman11  maintain  that  early 
dilatation  and  curettage  in  a patient  with 
fever  results  in  more  endotoxin  shock. 
They  do  not  believe  in  early  intervention 
covered  by  antibiotics.  They  use  blood 
and  antibiotics  until  fever  is  controlled. 
Earlier  surgical  treatment  is  advocated 
only  with  hemorrhage,  perforated  in- 
testine, or  cardiovascular  instability. 


The  mechanism  of  endotoxin  shock  is 
essentially  that  of  septicemia;  Shwartz- 
man  phenomenon;  conversion  of  fibrogen 
to  fibrin  with  fibrin-thrombi  in  the  liver, 
kidney,  heart,  lungs;  and  so  forth.  This 
results  in  cardiac  and  kidney  failure  and 
death  in  many  instances.  The  treatment 
usually  consists  essentially  of  intravenous 
antibiotics  (2  Gm.  of  chloramphenicol 
daily  are  preferable),  intramuscular  strep- 
tomycin, intravenous  metaraminol  (Ara- 
mine),  phenylephrine  hydrochloride 
(Neo-Synephrine),  or  levarterenol  bi- 
tartrate (Levophed),  intravenous  hydro- 
cortisone, blood  if  it  must  be  restored  be- 
cause of  hemorrhage,  and  ample  fluids  if 
the  kidney  output  is  to  be  maintained  at 
30  to  50  cc.  per  hour. 

There  are  some  workers  in  this  field  who 
disagree  with  the  aforementioned  treatment 
of  endotoxin  shock.  Some  institutions  are 
now  experimenting  with  the  use  of  vaso- 
dilators rather  than  vasoconstrictors.  The 
argument  is  that  vasoconstrictors  aggravate 
the  loss  of  capillary  integrity  permitting 
blood  and  plasma  to  escape  into  the  tissues. 
Some  experimenters  advocate  adrenergic 
blocking  agents,  the  use  of  large  doses  of 
cortisone  (1,000  mg.  daily)  and  plasma  or 
blood.  Cortisone  is  supposed  to  decrease 
peripheral  resistance.12’13 

Acute  tubular  necrosis  which  follows 
hemorrhage,  hemolysis,  shock,  or  infected 
abortion  is  characterized  by  patchy  necro- 
sis of  the  renal  tubular  epithelium  as  a 
result  of  ischemia.  The  diagnosis  becomes 
evident  by  anuria  (less  than  400  cc.  per 
twenty-four  hours)  and  a rise  in  the 
BUN  (blood  urea  nitrogen)  and  blood 
creatinine.  Many  investigators  are 
enthusiastic  about  the  use  of  intravenous 
hypertonic  mannitol  in  overcoming  anuria. 
The  blood  pressure  must  first  be  restored, 
and  then  within  twenty-four  hours  of  the 
precipitating  incident,  the  patient  is  given 
1 L.  of  10  per  cent  mannitol  in  0.45  per  cent 
sodium  chloride  over  a two-hour  period. 
If  there  is  no  response,  the  procedure  is 
discontinued.  If  diuresis  does  result, 
another  2 or  3 L.  of  5 to  10  per  cent  man- 
nitol solution  is  given  over  the  next  thirty- 
six  hours.  The  electrolytes  should  be  care- 
fully monitored  because  of  the  increased 
urinary  excretion  of  sodium  and  potassium. 

If  mannitolization  is  not  effective,  in- 
fection, metabolic  acidosis,  potassium 
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intoxication,  overhydration,  and  uremia 
are  the  problems  that  follow.  It  should  be 
pointed  out  that  streptomycin,  kanamycin, 
and  tetracycline  are  excreted  primarily 
by  the  kidney,  and  since  these  organs  are 
compromised,  penicillin,  erythromycin, 
chlortetracycline,  and  chloramphenicol 
are  much  safer.14 

Anesthesia 

The  gynecologist  has  become  increasingly 
aware  that  disturbing  complications  occur 
both  during  and  after  surgery  when  certain 
drugs  are  used  preoperatively  for  the 
treatment  of  medical  conditions.  The 
well-known  effects  of  cortisone  and  its 
substitutes  need  only  to  be  mentioned 
here.  Two  other  groups  of  drugs  may  pro- 
duce a shocklike  syndrome.  The  anesthetic 
and  postanesthetic  hazards  of  chloro- 
thiazide therapy  should  be  emphasized. 
The  electrolyte  depletion  and  pressor 
blocking  effect  of  these  drugs  frequently 
cause  shock.  Thiazides  should  be  ter- 
minated at  least  five  days  before  surgery  to 
correct  the  serum  electrolytes.15 

Antihypertensive  drug  therapy  pre- 
operatively may  also  be  dangerous  if  this  is 
not  disclosed  in  the  preanesthetic  drug 
history.  These  drugs  diminish  the  vascular 
reactivity  to  catecholamines  and  make 
norepinephrine  unavailable  at  the  neuroaf- 
fector  site.  They  should  be  terminated 
two  weeks  before  surgery  is  anticipated.16 

Cardiac  arrest  is  becoming  more  common 
with  the  multiplicity  of  analgesic,  amnesic, 
relaxing,  and  anesthetic  agents  used  on 
the  gynecologic  patient.  The  gynecologist 
would  do  well  to  plan  a routine  should  this 
unfortunate  event  occur  during  operation. 
The  following  regimen  of  Johnson17  might 
serve  as  a guide:  (1)  Note  the  time  of 

arrest.  (2)  Get  maximum  ventilation.  (3) 
Use  external  cardiac  massage  of  60  times 
per  minute.  (4)  If  there  is  no  carotid 
pulse  after  three  minutes,  try  3 cc.  of 
intracardiac  epinephrine.  (5)  Get  an 
electrocardiogram  as  soon  as  possible. 
(6)  If  there  is  ventricular  fibrillation, 
defibrillate  through  the  closed  chest  with 
500  volts  for  0.3  seconds.  (7)  If  ventricular 
standstill  is  present,  the  external  pacemaker 
may  be  tried.  Many  surgeons  still  believe 
that  early  thoracotomy  and  internal  cardiac 
massage  is  the  method  of  choice. 


Breast 

Examination  of  the  breast  has  been 
accepted  as  a major  responsibility  of  the 
gynecologist.  Since  most  gynecologists 
refer  breast  surgery  to  the  general  surgeon, 
the  gynecologist’s  role  is  essentially  that  of 
spotting  suspect  breast  nodules. 

The  evaluation  of  the  potential 
malignancy  of  breast  mass  is  one  of  the 
many  pitfalls  in  the  practice  of  medicine. 
In  a study  at  Western  Reserve  (University 
Hospitals  of  Cleveland)  wherein  all 
surgeons  were  asked  to  commit  themselves 
before  surgery  as  to  their  opinion  regarding 
the  lesion,  21  per  cent  of  the  malignant 
lesions  were  considered  benign  before 
operation.  All  discrete  masses,  no  matter 
how  benign  in  character,  should  be  con- 
sidered malignant.  Excision  biopsy  is 
almost  mandatory.18 

Gershon- Cohen 19  and  others  advocate 
mammography  to  help  solve  this  problem. 
Some  suggest  that  this  procedure  be  carried 
out  as  a yearly  routine  in  all  women,  but 
this  becomes  almost  prohibitive  in  cost. 
The  findings  of  calcium  deposits  permitted 
the  correct  diagnosis  in  90  per  cent  of  cases. 
About  6 per  cent  of  this  group  were 
operated  on  without  the  finding  of  a pal- 
pable tumor,  which  suggests  that  mam- 
mography is  of  special  value  in  the  detection 
of  mammary  cancer  without  a palpable 
lesion  and  before  signs  or  symptoms 
develop.  There  is  about  a 10  per  cent  error 
in  that  the  lesion  may  be  malignant  and 
not  show  the  characteristic  fine  grains  of 
calcium  on  x-ray  examination.19 

Certain  limitations  of  mammography 
have  become  apparent  with  its  continued 
use:  (1)  Masses  under  the  nipple  that 

appear  benign  may  be  malignant.  (2) 
Small  peripheral  lesions  may  be  missed. 

(3)  Inflammatory  lesions,  abscesses,  and 
necrotic  tissue  may  appear  as  malignant. 

(4)  Glands  cannot  be  evaluated.  (5)  It  is  of 
no  value  in  intraductal  lesions. 20 

Most  gynecologists  are  aware  of  the  use 
of  testosterone  in  the  premenopausal  and 
estrogen  in  the  postmenopausal  patient 
with  disseminated  breast  cancer.21-22  A 
newer  development,  however,  seems  dif- 
ficult to  explain.  In  many  women, 
ovariectomy  with  the  removal  of  endog- 
enous estradiol  17-beta  and  progesterone 
causes  regression  of  breast  cancer.  In 


1112  New  York  State  Journal  of  Medicine  / May  1,  1965 


certain  instances  it  is  reported  that  large 
quantities  of  exogenous  estradiol  17-beta 
and  progesterone  have  a most  beneficial 
effect  on  disseminated  advanced  breast 
cancer.  Evidently,  estradiol  converts  pro- 
gesterone into  a cancer  suppressor.  It  is 
even  helpful  in  patients  who  relapse  after 
adrenalectomy  or  hypophysectomy.  Since 
no  toxic  or  adverse  reactions  have  been 
observed,  and  since  remissions  of  many 
months  have  been  reported,  it  seems  worthy 
of  trial.23-24  In  the  last  analysis,  however, 
the  inherent  biologic  potential  of  the  disease 
is  more  important  to  the  ultimate  outcome 
than  any  hormone  preparations. 

While  the  absolute  cure  rate  is  about  40 
to  50  per  cent  with  the  present  surgical 
approach,  Sugarbaker25  reports  a five-year 
survival  of  70  per  cent  with  extended 
radical  mastectomy  which  includes  removal 
of  the  whole  mammary  node  chain. 

Cervix 

The  cervix  is  a constant  challenge  and 
threat  to  the  gynecologist  because  of  its 
high  potential  of  malignancy.  Almost 
every  benign  pathologic  condition  is 
mimicked  by  a malignant  counterpart. 

This  situation  pertains  to  the  common 
benign  inflammatory  lesions,  cervical 
polyps,  erosions,  and  others.  Cervical 
polyps,  with  a cancer  rate  reported  as 
about  1 in  100  to  1 in  800,  have  a very  high 
recurrence  rate  whether  treated  with  evul- 
sion or  cauterization  of  the  base.  About 
20  per  cent  reappear  within  an  average  of 
2.7  years.  All  except  large  polyps  or  those 
associated  with  abnormal  bleeding  can  be 
removed  in  the  office.26-27 

In  the  treatment  of  cervical  erosions, 
Fluhmann28  offers  little  that  is  new  in 
therapy  but  makes  some  excellent  sug- 
gestions concerning  what  not  to  do.  These 
are  summarized  as:  (1)  Do  not  cauterize 
unless  the  cytologic  smear  and  (if 
suspicious)  biopsy  are  negative.  (2)  Do 
not  cauterize  in  the  presence  of  acute 
inflammation  of  the  cervix  or  any  other 
pelvic  organ.  (3)  Do  not  cauterize  during 
pregnancy.  This  is  especially  dangerous  if 
abortion  takes  place  within  a few  days 
after  this  procedure.  (4)  Do  not  cauterize 
the  cervix  at  the  sixth-week  postpartum 
visit.  Many  of  these  erosions  will  heal 
spontaneously.  (5)  Do  not  cauterize  into 


the  cervical  canal.  (6)  Treat  the  cause  of 
the  erosion  if  possible. 

Papillary  squamous  lesions  of  the  cervix, 
while  mostly  benign,  occasionally  may  be 
squamous  carcinoma.  It  is  impossible  to 
distinguish  histologically  between  squa- 
mous papilloma,  condyloma  accuminata, 
and  well-differentiated  squamous  carcinoma 
of  the  cervix.  The  clinical  data  must  be 
known  for  a definite  diagnosis. 28 

The  importance  of  chronic  inflammatory 
lesions  of  the  cervix  cannot  be  overempha- 
sized. Cancer  rarely  arises  in  a normal 
cervix  and  is  almost  always  associated 
with  chronic  nonspecific  cervicitis  and  an 
unstable  squamocolumnar  function.  Early 
treatment  of  both  nonspecific  and  specific 
inflammations  is  important  in  preventing 
cervical  cancer.29 

With  the  increasing  use  of  the  Papanic- 
olaou smear  for  routine  screening  of  all 
women,  the  incidence  of  death  from  cervical 
cancer  is  steadily  diminishing.  The 
potential  of  this  modality  has  hardly  begun 
to  show  its  true  worth.  Vaginal  cytology 
interpretation  is  the  greatest  single  advance 
in  gynecology  in  the  past  three  decades. 
While  confirmatory  biopsy  is  necessary 
before  a definitive  diagnosis  can  be  made, 
vaginal  smears  in  the  hands  of  a competent 
cytologist  is  an  extremely  reliable  diagnostic 
aid. 

The  experience  of  the  cytologist  is 
usually  in  direct  proportion  to  his  reli- 
ability. The  clinician  must  still  use  his  own 
clinical  judgment.  A suspicious  lesion 
should  be  biopsied  even  if  it  is  reported  as  a 
class  1 or  2 on  vaginal  smear.  While 
almost  all  class  4 and  5 reports  have  con- 
firmed cervical  malignancy,  class  3 smears 
may  have  16  to  60  per  cent  cancer,  and 
class  2,  6 per  cent.30-31 

A suspicious  smear  of  a clinically  sus- 
picious gross  lesion  demands  confirmatory 
biopsy.  The  area  examined  must  include 
the  endocervix  as  well  as  all  the  suspicious 
area  delineated  on  the  surface  of  the  cervix 
and  vagina  by  either  Schillers  iodine  or  a 
solution  of  1 per  cent  toluidine  blue  washed 
with  1 per  cent  acetic  acid.32  Some  gyne- 
cologists believe  that  multiple  biopsies 
with  the  Yeomen  biopsy  punch  plus 
curettage  of  the  endocervical  Canal  is 
adequate,  but  most  clinics  prefer  cone 
excision  of  the  endocervical  canal  plus 
dilatation  and  curettage.33-36 
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Early  biopsy  discloses  many  cases  of 
cervical  atypia.  In  many  instances 
adequate  biopsy  removes  all  of  the  diseased 
tissue.  The  management  of  atypia  is  one 
of  diagnosis  and  long-time  follow-up.37 
Long-range  studies  show  that  atypical 
epithelial  hyperplasia  is  reversible,  even  in 
advanced  stages.  The  natural  history  is 
usually  regression  or  stability.  There  is  no 
valid  proof  that  cervical  atypia  is  a pre- 
cursor of  carcinoma  in  situ,  although  some 
excellent  investigators  hypothesize  this.38 
The  main  problem  for  the  patient  is  the  fear 
of  cancer  and  the  distressing  anxiety  which 
may  result.  If  there  is  persistence  or 
advancement  of  the  changes  on  smear  or 
biopsy,  further  diagnostic  procedures  must 
be  carried  out.  The  patient  may  have 
intraepithelial  or  invasive  carcinoma  that 
was  not  detected.39 

A recent  postulate  that  has  gained  wide 
acceptance  is  the  belief  that  any  female 
with  epidermoid  carcinoma  of  the  cervix, 
vagina,  vulva,  or  the  perineum  is  a potential 
candidate  for  another  cancer  in  one  of  the 
other  organs  mentioned.  The  multicentric 
origin  of  epidermoid  cancer  is  now  ac- 
knowledged, and  it  is  now  classified  as  a re- 
gional disease.40  In  short,  examination  of 
all  of  these  organs  as  a unit  is  mandatory, 
since  multiple  anaplasia  of  the  squamous 
epithelium  of  the  lower  genital  tract  is 
common.  Undetected  anaplasia  in  the 
adjacent  epithelium  after  surgery  or  radia- 
tion to  a primary  lesion  may  result  in  in- 
complete treatment.41  In  a patient  with 
carcinoma  of  the  cervix,  both  the  vulva 
and  vagina  should  be  examined  metic- 
ulously. A Schiller  stain  of  the  entire 
vagina  is  indicated  preoperatively,  and  in 
the  postoperative  period  repeated  smears 
and  Schiller  stains  should  be  routine. 
Conversely,  with  carcinoma  of  the  vulva, 
Schiller  testing  and  cytologic  studies  of 
the  cervix  and  vagina  are  indicated.42 
Intraepithelial  vaginal  carcinoma  and 
dysplasia  are  reported  in  a relatively  high 
percentage  of  cured  cervical  cancer.  While 
these  have  a low  invasion  potential,  they 
account  for  a certain  number  of  late  re- 
currences in  the  vaginal  vault  and  else- 
where. 43 

There  is  still  some  discussion  as  to  what 
constitutes  adequate  therapy  for  car- 
cinoma in  situ  of  the  cervix.  Some  feel 
that  ample  conization  is  all  that  is 


necessary,  while  others  feel  that  a total 
hysterectomy  with  an  adequate  vaginal 
cuff  is  minimal  for  complete  therapy.44 
Since  one  does  not  know  whether  or  not  the 
entire  specimen  has  been  removed  with  the 
cone,  the  acceptance  of  a biopsy  as  total 
treatment  cannot  be  reasonably  justified. 
In  one  reported  series,  45  per  cent  of  the 
patients  were  free  of  their  disease  after 
conization,  37  per  cent  had  residual  cancer, 
and  an  additional  18  per  cent  had  residual 
atypia  (proved  on  hysterectomy  speci- 
men).45 It  seems  much  more  logical  to 
do  a hysterectomy  unless  the  childbearing 
function  must  be  preserved.  It  eliminates 
the  emotional  stress  resulting  from  cancer 
phobia,  the  dependence  on  cytology,  as  well 
as  the  loss  of  the  patient  to  follow-up 
examination. 46 

The  question  of  a wide  vaginal  cuff  and 
recurrent  vault  carcinoma  in  carcinoma  in 
situ  also  deserves  elucidation.  It  is  our 
impression  that  one  cannot  really  do  an 
adequate  upper  vaginectomy  with  any 
degree  of  safety  without  adequate  exposure 
and  dissection  of  the  ureters.  Most 
gynecologists  really  do  not  remove  enough 
vagina  at  the  time  of  total  hysterectomy 
because  they  are  well  aware  of  the  pos- 
sibility of  ureteral  damage  in  the  blind 
clamping  of  the  usual  technic.  It  is  sug- 
gested that  a Schiller  test  of  the  upper 
portion  of  the  vagina  helps  to  settle  this 
problem.  A negative  Schiller  test  result 
probably  eliminates  the  need  for  a wide  cuff. 
If  the  result  is  positive,  then,  of  course,  a 
wider  dissection  including  exposure  of  the 
ureters  and  an  extra  long  cuff  to  beyond  the 
involved  area  is  absolutely  necessary.47 
With  questionable  invasion  or  absolutely 
minimal  microcarcinoma,  conservative 
hysterectomy  is  justified.  It  will  eliminate 
the  complications  of  radiation  or  radical 
surgery.  Anything  beyond  this  demands 
full  surgical  or  radiation  therapy.48 

The  conization-hysterectomy  time  in- 
terval has  undergone  critical  scrutiny.  Un- 
less the  specimen  can  be  studied  im- 
mediately by  use  of  a cryostat  technic  so  that 
a definitive  operation  can  be  carried  out 
without  delay,  surgery  should  be  postponed 
for  at  least  three  weeks.  The  immediate 
surgical  cases  of  less  than  two  days  post- 
conization had  a morbidity  of  19  per  cent 
and  0 per  cent  pelvic  abscesses.  Patients 
operated  on  before  three  weeks  had  elapsed 
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had  a 33.4  per  cent  morbidity  and  8.4  per 
cent  pelvic  abscess  rate,  while  those  after 
three  weeks  had  only  a 16  per  cent 
morbidity  and  0.9  per  cent  pelvic  ab- 
scesses.49 The  highest  morbidity,  58.9  per 
cent  plus  8 per  cent  serious  complications, 
occurred  within  seventeen  days  of  coniza- 
tion. The  maximum  infection  rate  reported 
was  between  ten  and  fourteen  postconization 
days. 49 

In  the  field  of  radiation  therapy  for 
invasive  cervical  carcinoma,  the  trend  is 
toward  higher  dosage  both  locally  and 
from  external  sources  in  an  attempt  to  in- 
crease the  cure  rate.  With  increasing 

amounts  of  radiation  there  has  been  an 
increasing  rate  of  complications.  Massive 
pelvic  fibrosis,  nerve  damage,  bone  changes, 
subcutaneous  liquefaction,  proctitis,  cysti- 
tis, fistulas,  and  radiation  necrosis  of  the 
vagina  and  cervix  are  the  most  common. 
As  soon  as  the  dose  at  the  pelvic  wall  ex- 
ceeds 5,000  gamma  roentgens,  the 

incidence  of  complications  skyrockets.50 
The  higher  dosage  ranges  of  radiation 
have  been  shown  to  diminish  the  incidence 
of  positive  nodes  on  surgical  exploration 
from  33  per  cent  in  the  nonradiated  cases 
to  6.7  per  cent  in  those  with  dosages  of 
5,000  to  7,000  gamma  roentgens.51-52 

The  group  at  the  University  of  Min- 
nesota has  had  extensive  experience  using 
moderate  roentgen  dosage.  They  report 
a five-year-survival  rate  of  81  per  cent  in 
stage  1 cases,  and  60,  35,  and  3 per  cent  in 
stages  2,  3,  and  4 respectively.  Their 
over-all  cure  rate  is  58.8  per  cent,  and  this 
compares  most  favorably  with  other  re- 
ports. Their  complication  rate  is  low.53 

Radical  hysterectomy  and  pelvic  lymph 
node  dissection  is  now  a standard  method 
of  treatment  for  stage  1 and  early  stage  2 
cervical  cancer.  While  some  operators 
feel  that  more  advanced  involvement  still 
permits  this  operation,  Parsons’  impression 
is  that  the  results  do  not  justify  the  opera- 
tion in  cases  other  than  stages  1 and  2A. 
Masterson’s54  study  of  the  surgical  ap- 
proach on  100  unselected  cases  of  stage  1 
cancers  of  the  cervix  without  radiation 
preoperatively  or  postoperatively  seems  a 
singularly  unpredjudiced  appraisal  of  the 
operation.  He  reports  a mortality  of  4 per 
cent,  a five-year  survival  of  80  per  cent,  and 
a postoperative  urinary  fistula  rate  of  12 
per  cent.  This  reflects  about  the  same  re- 


sults as  other  reported  series. 

There  are  two  factors  that  seem  to 
militate  against  routine  radical  surgery  for 
carcinoma  of  the  cervix.  The  first  is  that 
lymphadenectomy  apparently  does  not 
always  help  if  the  nodes  are  cancerous. 
In  the  series  of  Green  et  al.bb  the  five-year 
survival  with  the  radical  Wertheim  opera- 
tion was  89  per  cent  in  stage  1 cases  with 
negative  findings,  but  only  44  per  cent  with 
positive  findings.  Stage  2 showed  a 71  per 
cent  survival  rate  with  negative  node 
findings  and  only  27  per  cent  with  pos- 
itive node  findings;  and  stage  3,  25  per 
cent  with  negative  findings  and  0 per  cent 
with  positive  findings.  Frick  indicated 
that  if  the  regional  lymph  nodes  showed 
positive  findings  after  preoperative  radia- 
tion, removing  them  surgically  did  not  in- 
crease the  five-year  survival. 

The  second  and  equally  important 
drawback  to  the  surgical  approach  is  the 
high  incidence  of  urologic  complications. 
Fistulas,  either  ureterovaginal  or  vesi- 
covaginal, are  reported  in  10  to  20  per  cent 
of  cases  even  in  the  best  clinics.  In  addition 
to  adequate  hemostasis,  pelvic  drainage, 
routine  antibiotics,  and  so  forth,  the  most 
helpful  preventive  measure  against  this 
distressing  disturbance  seems  to  be  con- 
tinuous Foley  drainage  for  six  to  eight 
weeks  postoperatively.  This  splints  the 
lower  and  most  vulnerable  portion  of  the 
ureters  for  healing  and  revascularization. 
It  also  diminishes  the  postoperative  voiding 
difficulties  seen  in  about  15  per  cent  of  these 
patients. 

The  Schauta-Amreich  operation  with  or 
without  x-ray  postoperatively  still  is 
enthusiastically  endorsed  by  Navratil.56 
He  reports  an  83  per  cent  five-year  survival 
in  stage  1 and  only  a 3.8  per  cent  complica- 
tion rate  involving  the  bladder,  ureters,  or 
rectum.  McCall,57  using  this  operation  in 
stage  1 or  early  2 had  five-year  survival  in 
45  of  50  cases,  or  90  per  cent.  He  extended 
the  operation  to  include  lymph  node  re- 
moval. 

Pelvic  exenteration  is  now  considered 
as  accepted  therapy  in  selected  cases. 
Barber  and  Brunschwig58  have  shown  that 
the  preoperative  intravenous  pyelogram 
is  most  important  in  determining  the 
prognosis  of  these  patients.  The  five-year 
salvage  is  cut  from  20  to  10  per  cent  if  one 
of  the  kidneys  is  nonvisualized.  If  a post- 
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operative  intestinal  fistula  develops,  the 
five-year  survival  drops  to  only  7 per  cent.59 

Most  gynecologists  feel  that  neither 
radiation  or  surgery  is  the  final  answer  to 
cervical  cancer.  A most  interesting  report 
is  one  of  a cure  for  cervical  carcinoma  re- 
sulting from  the  use  of  medroxypro- 
gesterone acetate  (Depo-Provera)  (17,200 
mg.)  over  a period  of  ten  months.60 

Chemotherapy 

The  unremitting  search  for  anticancer 
drugs  still  goes  on.  To  date,  $235  million 
has  been  spent  by  the  Federal  government, 

27.000  patients  have  been  treated,  and 

170.000  drugs  have  been  tested.  About 
$66  million  was  spent  in  the  last  year  in  the 
United  States.  Kenneth  Endicott,61 
director  of  The  National  Cancer  Institute, 
reported  that  out  of  this  tremendous  effort 
about  12  anticancer  chemicals  have  been 
found,  none  of  which  is  dramatically  better 
than  those  known  before  the  onset  of  this 
huge  program.  There  is  no  chemothera- 
peutic cure  for  gynecologic  cancer,  except 
for  the  15  women  with  apparent  five-year 
cures  after  treatment  with  amethopterin 
(Methotrexate)  for  choriocarcinoma. 

Many  drugs  are  used  in  palliative 
management  of  genital  carcinoma.  The 
death  rates  are  not  affected.  Some  patients 
are  made  inordinately  ill  by  chemotherapy 
without  reasonable  results  for  their  travail. 
One  does  not  have  an  adequate  palliative 
response  unless  the  patient  is  more  com- 
fortable, has  less  pain,  and  can  live  at 
home;  ascites  is  diminished;  masses  di- 
minish in  size;  therapy  does  not  produce 
complications  worse  than  the  disease;  and 
improvement  lasts  six  months  or  longer.62 

The  drugs  in  common  use  are  TEM, 
(triethylene  melamine),  5-fluorouracil, 
Thio-TEPA,  nitrogen  mustard,  phenyal- 
anine  mustard  (Sarcolysin)  and  chlo- 
rambucil (Leukeran).63-65  It  is  not 
within  the  scope  of  this  paper  to  define  the 
detailed  technic  of  administration  of  each 
drug.  The  antitumor  effect  is  negligible 
with  rare  exception  in  the  treatment  of 
vulvar,  vaginal,  cervical,  or  endometrial 
cancer. 

With  ovarian  cancer,  oral  chlorambucil 
is  probably  the  most  effective  for  pro- 
longed palliation.  Continuous  therapy 


(0.2  mg.  per  kilogram)  seems  best  if  the 
white  blood  count  can  be  kept  between 

3,000  and  4,000  per  cubic  millimeter  and 
platelets  not  less  than  50,000.  Lympho- 
cytes are  invariably  the  first  cells  to  show  a 
drop.  Relief  is  reported  for  four  to  twenty  - 
six  months  with  a mean  average  of  twelve 
months.  It  also  seems  to  control  neo- 
plastic effusions.66 

Present  chemotherapeutic  drugs  are 
potentially  lethal  in  doses  producing  thera- 
peutic effects.  Therefore,  thorough 
familiarity  on  the  part  of  the  physician  is  a 
prerequisite  to  their  use.67-68 

In  ovarian  cancer,  significant  objective 
responses  occur  in  20  to  25  per  cent,  and 
this  is  transitory.  Since  the  real  value  of 
chemotherapy  has  yet  to  be  demonstrated, 
it  should  be  used  only  when  surgery  and 
deep  x-ray  therapy  have  failed.  Regional 
perfusion  chemotherapy  has  not  proved 
superior  to  oral  or  parenteral  therapy  in 
genital  malignant  conditions.69  The  main 
problems  are  inadequate  vascular  isolation 
and  the  deficiencies  of  the  drugs  themselves. 

The  question  of  abdominal  or  vascular 
instillation  of  chemotherapeutic  drugs  at 
the  time  of  surgery  has  not  been  resolved. 
Survival  rates  in  most  types  of  cancer 
have  not  been  improved  with  this  therapy, 
and  since  this  type  of  medication  is  toxic,  it 
may  well  interfere  with  host  resistance, 
wound  healing,  and  general  recovery.70 
There  is,  in  fact,  a great  deal  of  under- 
standable pessimism  at  this  time  regarding 
chemotherapy.  It  is  hoped  that  future 
findings  will  be  more  encouraging. 

Ectopic  gestation 

There  are  two  definite  trends  in  the 
management  of  ectopic  pregnancy:  more 
precise  preoperative  diagnostic  procedures, 
and  increased  conservatism  in  therapy. 

The  Arias-Stella  phenomenon  has  re- 
ceived increasing  prominence  in  the  micro- 
scopic diagnosis  of  ectopic  pregnancy. 
This  is  essentially  the  finding  of  piled  up 
endometrial  gland  cells  to  form  vacuolated 
intraluminal  tufts.  The  cells  are  enlarged 
with  vacuolated  cystoplasm,  and  the  nuclei 
vary  in  size,  shape,  and  position.71-72 
These  are  found  on  curettage  in  50  to  60  per 
cent  of  cases. 

Culdocentesis  and/or  culdoscopy  are  the 
most  dependable  and  accurate  means  of 
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making  a definitive  diagnosis.  With 
adequate  culdoscopy,  the  preoperative  cor- 
rect diagnosis  rate  in  unruptured  tubal 
pregnancy  approaches  95  to  100  per  cent.73 

Since  only  one  third  of  women  with 
tubal  pregnancy  will  eventually  have  a 
live  baby,  there  has  been  a definite  drift 
away  from  salpingectomy  as  the  primary 
therapy  for  this  condition.74 

The  exact  operation  varies  with  the  part 
of  the  tube  involved.  In  the  outer  portion, 
the  usual  procedure  consists  of  milking  out 
the  products  of  conception  and  simply 
ligating  the  bleeding  points.  For  gestation 
in  the  middle  third  of  the  tube,  many  advo- 
cate salpingostomy;  splitting  the  tube 
over  the  gestation  site,  shelling  out  the 
ectopic  contents  and  closing  the  incision 
with  0000  catgut  after  hemostasis.75  Inger- 
sol76  recommends  resection  in  the  mid- 
portion of  the  tube  if  the  proximal  and 
distal  portions  are  patent.  He  then  uses 
polyethylene  tubing  to  keep  the  lumen 
patent  after  an  end-to-end  anastomosis. 
Partial  salpingectomy  consisting  of 
amputation  of  the  involved  portion  of  the 
tube  and  just  completing  hemostasis  with- 
out any  other  plastic  procedure  is  also 
reported.77 

The  conservative  treatment  of  inter- 
stitial pregnancy  (evacuation  and  resuture) 
as  well  as  conservatism  in  cervical  preg- 
nancy (evacuation,  packing,  and  if  neces- 
sary ligation  of  the  cervical  branches  of  the 
uterine  arteries),  are  also  counseled.75 
Under  certain  circumstances,  of  course, 
hysterectomy  is  necessary. 

Finally,  contrary  to  the  older  teachings, 
prompt  intervention  is  advocated  in  ab- 
dominal pregnancy,  and  operation  is  sug- 
gested as  soon  as  the  diagnosis  is  made. 
Waiting  for  possible  thrombosis  of  the 
placental  circulation  is  considered  more 
dangerous  than  immediate  operation.  Un- 
less the  blood  supply  to  the  placenta  can 
be  ligated,  leaving  it  undisturbed  is  still  the 
safest  therapy.  Better  preparation  for 
some  of  the  harrowing  experiences  which 
may  occur  at  operation  consists  of  the 
following  preoperative  precautions:  (1) 

intestinal  tube  in  the  intestine,  (2)  Foley 
catheter  in  the  bladder,  (3)  18-gauge 
needle  or  Intracath  in  a vein  with  equip- 
ment available  for  intra-arterial  trans- 
fusions, (4)  adequate  blood  typed  and  cross- 
matched,  and  (5)  proper  instruments  for 


ligating  or  repairing  major  blood  ves- 
sels.78*79 

Endocrinology,  gynecologic 

Estrogens.  The  normal  physiology  as 
well  as  the  biosynthesis  of  estrogen  is  now 
fairly  well  understood.  Although  the 
primary  endocrine  function  of  the  ovary  is 
to  manufacture  estrogen  and  progesterone, 
the  normal  ovary  also  produces  andro- 
stenedione,  testosterone,  and  dehydro- 
epiandrosterone. 80 

Most  of  the  estrogenic  steroids  are 
excreted  as  glucuronic  acid  esters  and  are 
readily  excreted  in  the  urine  within  a 
comparatively  short  time.  That  portion 
remaining  in  the  body  probably  becomes 
localized  somewhere  in  the  tissue,  a likely 
place  being  body  fat. 

The  debate  is  still  rather  lively  regarding 
the  relationship  of  estrogens  to  arterio- 
sclerosis. Most  gynecologists  are  aware  of 
Randall’s  attitude  concerning  the  pro- 
tective role  of  estrogens,  but  studies  by  the 
Council  on  Arteriosclerosis  of  the  American 
Heart  Association81  and  also  the  work  of 
Novak  and  Williams82  indicate  that  the 
incidence  of  coronary  disease  or /and 
arteriosclerosis  is  not  significantly  different 
regardless  of  the  initial  age  of  oophorectomy 
or  the  years  intervening  before  death. 

Whether  or  not  estrogens  contribute  to 
endometrial  carcinoma  still  provokes 

animated  discussion.  There  still  is  no  proof 
on  either  side.  While  some  cancer  patients 
have  a higher  mean  percentage  of  superficial 
cells  on  vaginal  smear,  50  per  cent  of  women 
with  fundal  carcinoma  have  a very  low 
index  of  estrogen  activity.  Cancer  of  the 
endometrium  per  se  is  not  an  indication 
of  an  elevated  estrogen  level.83 

The  use  of  estrogens  for  prolonged 
periods  in  castrated  or  menopausal 

women  occasionally  will  produce  uterine 
hemorrhage.  The  mechanism  is  as  follows: 
With  small  repeated  doses  of  estrogen, 
there  is  proliferation  and  then  hyperplasia. 
This  may  be  followed  by  breakdown  of 
the  endometrium  and  hemorrhage  due  to  a 
rise  in  the  threshold  necessary  to  maintain 
the  integrity  of  the  endometrium,  relative 
estrogenic  insufficiency,  or  a refractory 
period.  In  this  situation,  estrogen  should 
be  kept  above  the  threshold  level  by 
adequate  dosage,  and  progesterone  should 
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be  administered  to  provoke  the  ultimate 
elimination  of  the  endometrium.84 

Synthetic  progestins.  While  the 
newer  synthetic  progestins  have  been  of 
value  in  treating  endometriosis,  menor- 
rhagia and  metrorrhagia,  and  perhaps 
sterility,  their  use  in  these  conditions  is  dis- 
cussed under  these  headings.  This  section 
is  restricted  to  their  use  in  controlling 
conception.  It  can  all  be  summed  up  in  two 
sentences  from  the  report  of  The  Council 
of  Drugs  of  The  American  Medical  As- 
sociation published  in  1964. 85  “The  effects 
of  prolonged  administration  of  this  mixture 
of  progestogen  and  estrogen  on  the  re- 
productive, endocrine,  and  vascular 
systems  are  not  known.  There  have  been 
no  serious  adverse  effects  reported  in 
five  years  of  clinical  use.” 

There  are  certain  advantages  in  the  use  of 
these  drugs  for  contraception  that  should 
be  noted.  First,  their  clinical  effectiveness 
is  almost  100  per  cent  if  they  are  taken  cor- 
rectly and  conscientiously.  This  is  true 
for  almost  any  drug  used  and  includes 
norethindrone  with  mestranol  (Ortho- 
No  vum  and  Norinyl),  norethynodrel  with 
mestranol  (Enovid),  medroxyprogesterone 
with  ethinyl  estradiol  (Pro vest),  hydroxy  - 
progesterone  caproate  (Delalutin)  with  es- 
trogen (Deluteval),  and  others.  Further- 
more, the  doses  used  can  be  extremely 
small.86-90  Second,  there  is  apparently  no 
difficulty  in  conceiving  after  termination  of 
therapy.  Pregnancy  usually  ensues  within 
a very  short  time  thereafter  if  it  is  desired.91 
Third,  couples  using  these  drugs  have  a 
better  sexual  adjustment  because  their  use 
probably  separates  the  contraceptive  from 
the  sexual  act.  There  is  a lack  of  me- 
chanical interference.92  Fourth,  there  is 
apparently  less  carcinoma  of  the  cervix 
than  expected. 

The  disadvantages  must  also  be  listed  if 
both  sides  of  the  coin  are  to  be  seen  im- 
partially. (1)  The  side-effects,  such  as 
vaginal  bleeding,  weight  gain,  abdominal 
pain,  and  nausea,  occur  in  varying  per- 
centages. With  the  use  of  the  newer  dosage 
forms,  however,  this  problem  has  di- 
minished considerably.  (2)  If  the  patient 
unwittingly  becomes  pregnant  and  con- 
tinues on  the  drug,  there  may  be  androgenic 
effects  on  the  female  offspring  involving 
the  external  genitalia.93-95  (3)  Prolonged 
amenorrhea  may  follow  the  use  of  medroxy- 


progesterone acetate.96  (4)  There  is  some 
doubt  as  to  whether  or  not  the  use  of  these 
compounds  is  a factor  in  the  production  of 
thrombo-embolism. 

Item  4 deserves  further  elucidation. 
Over  400  cases  of  thrombo-embolic  com- 
plications have  been  reported  in  women 
receiving  anovulatory  drugs.  Analysis  by 
a special  committee  headed  by  Irving 
Wright,  M.D.,  indicated  that  there  was  no 
valid  connection  between  the  administra- 
tion of  these  drugs  and  thrombo-embolic 
disease  in  the  normal  female.  However, 
there  are  still  rumblings  of  dissent.  There 
exists  disagreement  even  among  hematol- 
ogists about  the  changes  in  the  blood  of 
patients  receiving  this  type  of  medication. 
Some  report  a rise  in  antihemophilic  and 
proconvertin  activity,  fibrinolysin,  and 
fibrinogen,  and  a shortening  of  plasma  re- 
calcification, cephalin,  and  prothrombin 
time.97-98  Others99  place  all  these  tests 
within  acceptable  levels.  Disquieting  re- 
ports of  new  cases  of  thrombo-embolism 
are  reported  periodically.100-101  Where  this 
will  fit  into  the  entire  picture  must  await 
the  test  of  time. 

The  pathologist  examining  a hysterec- 
tomized uterus  should  know  about  a 
patient  receiving  these  drugs  for  any  length 
of  time.  The  increased  size  of  the  tumor 
and  excess  cellularity  of  the  stroma  may 
produce  changes  resembling  sarcoma. 

If  a patient  is  given  mestranol  with  a 
synthetic  progestin,  the  gynecologist  should 
note  that  there  is  an  elevation  of  the  serum 
protein-bound  iodine  and  a reduction  of  red 
cell  uptake  of  triiodothyronine.102 

No  discussion  on  contraception  would  be 
complete  without  mention  of  the  various 
semipermanent  plastic  intrauterine  devices, 
such  as  rings,  bows,  and  spirals  now  again 
becoming  popular.  The  great  advantage 
is  that  these  can  be  supervised  by  a 
physician,  and  the  daily  cooperation  of  the 
patient  is  unnecessary.  The  effectiveness 
rate  is  high.  The  disadvantages  are  in- 
creased pelvic  inflammatory  disease,  prob- 
ably due  to  reactivation  of  old  pelvic 
infection;  excessive  menstrual  bleeding 
and  metrorrhagia  (5  to  10  per  cent);  ab- 
dominal pain  and  cramps,  especially  in  the 
nullipara;  and  unknown  expulsion  of  the 
device  and  resulting  pregnancy  (5  per  cent). 
The  appeal  of  this  device  at  this  time  is 
greatest  in  the  lower  economic  and  less 
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sophisticated  patients.103-106 

Menorrhagia.  There  is  a paucity  of 
new  developments  recorded  in  relation  to 
the  etiology  and  therapy  of  menorrhagia. 
To  the  rather  long  list  of  etiologic  factors 
must  be  added  chronic  iron  deficiency.  In 
the  patient  with  negative  findings  on 
pelvic  examination,  a serum  iron  of  less 
than  90  mg.  has  been  shown  to  be  an 
important  cause  in  the  production  of 
excessive  menses.  If  iron  is  given  in 
adequate  dosage,  usually  orally,  the  over- 
whelming majority  of  patients  respond  to 
this  therapy.  A high  rate  of  organic  disease 
was  found  in  those  who  failed  to  react  as 
expected.  There  is  no  response  in  patients 
with  menorrhagia  and  a high  serum  iron.106 

Menorrhagia  that  is  not  responsive  to 
hormone  therapy,  curettage,  iron,  or  other 
therapy  with  a normal-appearing  uterus 
may  be  the  result  of  multiple  micromyoma 
with  hyalinization  of  some  of  the  uterine 
blood  vessels.  This  mechanism  is  indef- 
inite, but  perhaps  these  tumors  in  some 
way  interfere  with  the  contractile  power  of 
the  myometrium. 107 

A rather  unique  treatment  for  functional 
menorrhagia  has  been  suggested.  A nasal 
decongestant  and  vasoconstrictor  (Ornade) 
is  reported  to  help  75  per  cent  of  patients 
with  this  condition.  It  also  has  a beneficial 
effect  on  secondary  menorrhagia  and  dys- 
menorrhea. While  the  mechanism  of  its 
action  is  unknown,  one  capsule  every  six  to 
eight  hours  seems  worthy  of  test.108 

The  ultimate  therapy  of  menorrhagia  is 
ablation  of  the  uterus,  ovaries,  or  both. 
The  views  of  Randall  et  al 109  on  retaining 
ovarian  function  are  well  known.  They 
have  recently  changed  their  opinion  on  one 
matter.  They  no  longer  believe  that  pre- 
climacteric menorrhagia  leads  to  an  in- 
crease in  uterine  carcinoma.  Further 
follow-up  over  a twenty-year  period  indi- 
cates that  the  over-all  death  rate  in  this 
group  is  not  increased  regardless  of  whether 
the  bleeding  was  terminated  by  irradiation 
or  operation.  With  total  hysterectomy 
and  bilateral  oophorectomy,  there  were 
fewer  deaths  from  malignant  disease,  but 
the  group  with  destroyed  ovarian  function, 
either  by  surgery  or  x-ray,  did  have  more 
cerebrovascular  accidents. 

Dysmenorrhea.  The  advent  of  the 
new  progestational  drugs  and  their  retarda- 
tion of  ovulation  has  given  the  gynecologist 


an  excellent  method  of  ameliorating  dys- 
menorrhea. Some  physicians  still  feel 
that  estrone  sulfate  (Premarin)  1.25  mg. 
three  times  a day  for  twenty  days  monthly 
is  superior  because  there  are  fewer  side- 
reactions.  This  may  be  true,  but  the 
bleeding  is  unphysiologic. 

One  additional  factor  that  should 
be  noted  is  that  the  use  of  the  popular 
brand  names  of  the  progestins  used  for 
contraception  are  well  known  to  most 
women.  If  they  are  given  to  young  un- 
married girls,  the  reaction  of  the  patient  or 
her  parents  may  be  unpredictable.  A 
thorough  explanation  is  desirable  before 
dispensing  these  drugs.  Stopping  of  these 
drugs  usually  results  in  prompt  ovulation. 

Since,  in  addition  to  their  effectiveness  in 
controlling  the  symptom  of  menstrual  pain, 
the  oral  progestins  provide  contraception 
as  an  added  bonus,  the  fear  of  pregnancy 
which  may  be  a prominent  emotional 
component  in  the  production  of  menstrual 
discomfort  is  reduced. 

The  cause  of  dysmenorrhea  is  still  un- 
known. Before  hormone  therapy  is  in- 
stituted, analgesics,  hot  baths,  exercises, 
and  other  simple  remedies  should  be  at- 
tempted. Certainly  surgery  should  be  a 
last  resort.110-113 

Presacral  neurectomy  still  has  its  advo- 
cates, but  the  swing  is  away  from  this 
operation  for  simple  dysmenorrhea.  It  is 
used  more  in  endometriosis.  The  operation 
is  not  always  simple.  Troublesome  bleed- 
ing is  not  infrequent.114-115  Doyle  and  Des 
Rosiers116  still  feel  that  paracervical  uterine 
denervation  is  by  far  a more  successful 
operation  for  dysmenorrhea.  They  claim 
94  per  cent  relief. 

Menopause.  There  is  a major  dichot- 
omy among  physicians  regarding  the 
menopause.  One  group  maintains  that 
it  is  a normal  physiologic  change  that 
should  be  permitted  to  run  its  normal 
course,  while  others  believe  that  the  in- 
creased arteriosclerosis,  osteoporosis,  nega- 
tive protein  balance,  and  increased 
emotional  disturbance  should  be  actively 
treated. 

On  the  whole,  the  gynecologist  tends  to 
be  noninterfering,  while  the  internists  and 
endocrinologists  are  more  aggressive  in 
prophylactic  hormone  therapy.  The  reason 
for  the  attitude  of  most  gynecologists  is 
that  the  ovary  has  been  shown  to  be  a 
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significant  source  of  estrogen  for  many 
years  after  the  menopause.117  Further, 
the  majority  of  vaginal  smears,  even  ten 
years  after  the  menopause,  are  not 
atrophic.  This  is  the  main  argument  against 
the  group  who  advocate  hormone  therapy 
routinely  from  menopause  to  death. 

It  is  now  generally  agreed  that  if  estrogens 
are  to  be  used,  they  must  be  given 
cyclically  and  probably  in  combination 
with  methyl  testosterone  in  a 1:10  ratio  to 
prevent  bleeding.  While  combinations  of 
oral  estrone  sulfate,  stilbesterol,  or  estinyl 
plus  testosterone  are  commonly  used,  if  the 
patient  is  unreliable,  testosterone  enanthate 
and  estradiol  valerate  (Deladumone)  by 
injection  once  monthly  results  in  more 
precise  control. 1 18  If  postmenopausal  bleed- 
ing occurs,  the  burden  of  proof  is  on  the 
gynecologist  to  rule  out  a malignant  con- 
dition. Various  reports  indicate  a 20  to 
30  per  cent  malignancy  rate,  cervix  or 
fundal,  in  postmenopausal  bleeding.119 

There  is  increasing  recognition  of  the 
diagnosis  of  premature  menopause.  The 
story  is  one  of  regular  onset  of  menses, 
gradual  irregularity,  amenorrhea,  and 
finally  total  cessation.  This  may  occur 
anywhere  from  the  age  of  sixteen  to  thirty- 
five  years.  The  diagnosis  is  made  by  a 
higher  urinary  FSH  (follicle-stimulating 
hormone)  suggesting  varying  degrees  of 
premature  ovarian  failure.120 

Stein-Leventhal  syndrome.  The  pen- 
dulum is  swinging  away  from  the  concept 
that  the  Stein-Leventhal  syndrome  is 
strictly  an  ovarian  disease.  It  is  now  con- 
sidered a polyglandular  endocrinopathy 
manifested  by  progressive  polycystic 
ovarian  changes,  the  pathogenesis  of  which 
is  obscure.121  There  is  no  typical  pattern 
of  clinical  picture,  ovarian  size,  or  labora- 
tory findings. 

Most  cases  show  hypertrophied  and 
hyperplastic  theca  interna  of  the  ovary,  and 
it  is  probable  that  this  is  the  site  of  pro- 
duction of  the  abnormal  steroid  hormones 
seen  in  this  condition.122  It  is  postulated 
that  since  progesterone,  testosterone,  and 
estradiol  are  chemically  interchangeable,  an 
upset  in  the  enzyme  system  in  the  ovary 
might  well  produce  testosterone,  dehydro- 
epiandrosterone,  and  other  hormones  in 
abnormal  amounts. 

Since  testosterone  is  20  times  more 


potent  than  any  other  naturally  occurring 
androgen,  it  does  not  take  much  to  virilize 
the  normal  female.  The  average  woman 
secretes  about  0.5  mg.  of  testosterone  from 
her  ovary  and  another  0.5  mg.  from  her 
adrenals  daily  as  opposed  to  5 mg.  daily  in 
males.  An  abnormal  rise  of  the  testos- 
terone level  to  3 mg.  is  sufficient  to  cause 
virilism,  but  this  would  raise  the  urinary 
17-ketosteroids  only  1 mg.  daily.  This  is 
well  within  the  normal  17-ketosteroid  range 
of  any  laboratory.123 

It  has  been  determined  by  chemical 
analysis  that  the  cyst  fluid  from  the  Stein- 
Leventhal  ovary  has  an  increased  con- 
centration of  androstenedione  and  no 
estrogen.124  There  is  frequently  an  eleva- 
tion of  dehydroepiandrosterone,  5-preg- 
nanetriol,  and  pregnanetriolone  in  the 
urine  of  these  patients.  Whether  these 
arise  from  the  pathologic  ovary  or  the 
adrenal  primarily  or  secondarily  has  not 
been  determined.  It  is  also  known  that 
excess  luteinizing  hormone  is  present.  Is 
the  pituitary  also  involved?  Is  the  hypo- 
thalamus at  fault?  All  these  questions 
must  be  answered  in  the  future,  but  it 
seems  logical  that  overproduction  of  andro- 
gens is  merely  part  of  a widespread  endo- 
crine dysfunction  in  which  the  pituitary, 
hypothalamus,  adrenal,  and  ovary  are 
involved. 

The  selection  of  therapy  is  still  a 
problem.  A thorough  preoperative 
work-up  is  obligatory,  including  culdo- 
scopic  examination  and  hormonal  evalua- 
tion. Most  agree  that  nonoperative  meas- 
ures should  be  tried  first.  This  includes 
a course  of  cortisone,  human  pituitary  and 
chorionic  gonadotropins,  and  when  avail- 
able, clomiphene  citrate.  Surgery  should 
be  limited  to  those  patients  who  are  mar- 
ried, infertile,  and  in  whom  all  other 
therapy  has  failed.  Even  wedge  resection 
is  not  the  answer  in  over  30  per  cent  of 
patients. 

Hirsutism.  The  confusion  about  hir- 
sutism in  the  female  still  exists,  in  spite  of 
a huge  amount  of  literature  on  the  subject. 
There  are  at  least  30  causes  listed  for  physio- 
logic and  pathologic  hirsutism  including 
pituitary,  adrenal,  or  ovarian  tumors; 
hyperactivity  of  these  glands;  and  physio- 
logic, genetic,  iatrogenic  and  finally  idio- 
pathic etiologic  factors.  There  is  always 
confusion  because  (1)  it  is  impossible  to 
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differentiate  between  a Leydig  cell,  an 
adrenal  cortical  cell,  and  a luteinized  cell; 
(2)  all  estrogenic  tumors  are  occasionally 
virilizing,  and  androgenic  tumors  are 
occasionally  feminizing;  and  (3)  many 
tumors  have  mixed  forms;  hormone  ab- 
normalities occur  due  to  disruption  of 
normal  enzymic  activity  and  consequently 
upset  the  normal  steroid  metabolic  path- 
ways.125 

Unfortunately,  too  few  cases  of  hirsutism 
have  abnormal  17-ketosteroids,  other  ab- 
normal hormonal  findings,  or  discernible 
tumors  on  careful  physical  examination. 
It  is  probable  that  the  large  groups  classi- 
fied under  idiopathic  cause  have  some  sort 
of  familiar  sensitivity  to  their  own  intrinsic 
androgens.  It  has  been  shown  that  some 
women  with  hirsutism  do  have  an  adrenal 
hyper-responsiveness.  ACTH  stimulation 
causes  a faster,  higher,  and  more  prolonged 
rise  of  17-ketosteroids  than  the  average. 
These  people  have  a normal  17-ketosteroid 
and  17-ketogenic  steroid  level  ordinarily.126 

If  there  is  a high  17-ketosteroid  urine 
level  initially,  the  ACTH  stimulation  and 
cortisone  suppression  test  should  be  tried. 
While  hyperplasia  responds,  tumors  show 
little  change  on  either  stimulation  or  de- 
pression. 

One  of  the  leads  to  this  problem  in  the 
apparently  normal  woman  is  chromato- 
graphic steroid  analysis.  It  has  been  shown 
that  in  virilized  women  with  normal  17- 
ketosteroids  there  may  be  a rise  in  the 
metabolites  of  testosterone,  notably  andro- 
stane-beta-ol-3-one  and  3 alpha  17-beta 
and  3-beta-17  beta  androstanediols.127 

At  this  time,  until  a definitive  cause  is 
found,  therapy  still  consists  of  moral  sup- 
port, bleaches,  and  electrical  or  mechanical 
removal  of  the  excess  unwanted  hair. 

Endometriosis 

The  high  hopes  expressed  for  the  use  of 
the  synthetic  progestins  in  endometriosis 
have  not  been  realized.  The  expense,  side- 
reactions,  and  insufficient  evidence  of  long- 
term cure  have  caused  second  thoughts 
among  many  practicing  gynecologists. 

Endometriosis  is  definitely  on  the  in- 
crease since  World  War  II.  Antibiotics 
have  diminished  the  permanent  tubal  dam- 
age usually  seen  in  pelvic  inflammatory 
disease.128 


When  the  pelvic  pain  due  to  endometrio- 
sis becomes  a problem  due  to  implantations 
on  the  pelvic  peritoneum,  the  choice  of 
therapy  must  be  carefully  considered.  The 
progestins  should  not  be  used  in  mild  or 
suspicious  cases.  They  are  probably  in- 
dicated in  the  single  girl  with  maximum 
symptoms  and  minimal  findings  or  in  the 
preparation  of  a patient  for  definitive  sur- 
gery. 

While  some  advocate  that  progestins 
should  be  regulated  to  permit  monthly 
cyclic-bleeding,  this  seems  of  little  theoretic 
or  practical  value.  The  suggested  dosage 
levels  vary  considerably  from  clinic  to 
clinic.  The  general  trend  seems  to  be  that 
of  continuous  therapy  with  slightly  lower 
dosage  than  previously  considered  stand- 
ard.129 

The  side-effects,  especially  with  the 
higher  levels  of  medication,  cannot  be 
taken  lightly.130  Weight  gain,  breast  en- 
largement, menstrual  cramps,  vaginal  spot- 
ting, irritability,  leg  cramps,  emotional 
upsets,  enlargement  of  fibroids,  and  vaginal 
discharge  may  be  more  upsetting  to  the 
patient  than  the  original  disease.  Whether 
one  uses  norethynodrel  with  mestranol, 
norethindrone  (Norlutin),  hydroxyproges- 
terone  caproate  with  estrogen,  medroxypro- 
gesterone acetate,  or  any  other  progestin, 
the  results  are  about  comparable.  There 
are  indications  that  medroxyprogesterone 
acetate  may  remain  dormant  for  months 
and  cause  amenorrhea  that  may  persist 
many  months  after  cessation  of  therapy. 

Although  many  reports  on  the  medical 
treatment  of  endometriosis  are  rather  opti- 
mistic, other  gynecologists  still  feel  that 
with  significant  pathologic  findings  the  cure 
is  surgical.  The  use  of  the  progesterone 
four  to  eight  weeks  preoperatively  may  be 
of  considerable  help.131  It  causes  hemor- 
rhage within  the  endometrial  implants, 
making  them  easier  to  identify.  The 
edema  and  softening  of  the  pelvic  structures 
also  enhances  the  establishment  of  planes 
of  cleavage. 

When  definitive  surgical  therapy  is  re- 
quired, total  hysterectomy  and  conserva- 
tion of  ovarian  function  represents  ade- 
quate treatment  in  most  instances.132  If 
the  conservation  of  reproductive  capacity 
is  desired,  local  resection  of  gross  endome- 
triosis provides  about  a 60  per  cent  possi- 
bility for  subsequent  pregnancy.133  About 


May  1,  1965  / New  York  State  Journal  of  Medicine  1121 


20  per  cent  may  need  further  surgery. 

Fallopian  tubes 

Observation  through  the  culdoscope  has 
increased  our  knowledge  concerning  the 
structure  and  function  of  the  fallopian  tube. 
It  is  now  known  that  transportation  of  the 
ova  through  the  tubes  requires  free  mo- 
bility. The  fibrinated  end  of  the  tube 
migrates  to  the  ovary  and  even  down  into 
the  cul-de-sac  with  a sort  of  vacuum  cleaner 
effect  to  recover  an  ovum.  The  egg  is  then 
transported  down  through  the  tube  by  cilia 
plus  rapid  contractions  from  the  ampulla  to 
the  isthmus.134 

If  the  previous  description  is  correct,  it 
supplies  a ready  explanation  for  the  relative 
failure  of  surgical  tuboplasty.  Article  after 
article  reports  a high  incidence  of  tubal 
patency  with  a very  low  pregnancy  rate. 
Hayashi’s135  report  is  typical:  73  per  cent 

postsurgical  tubal  patency  with  only  18  per 
cent  pregnancy,  and  one  third  of  these  were 
ectopic.  Siegler  and  Heilman’s136  report 
is  equally  discouraging.  In  short,  estab- 
lishment of  a lumen  is  not  sufficient  if  the 
cilia  are  destroyed  or  if  the  mobility  of  the 
tube  is  limited  either  by  intrinsic  or  ex- 
trinsic pathologic  conditions.  Repeated 
Rubin  tests,  antibiotics,  and/or  cortisone 
may  be  of  value  in  treating  infertility  by 
restoring  the  patency  of  the  tubes,  but 
these  are  of  no  value  if  the  pathologic 
changes  interfere  with  the  basic  transport 
mechanism. 

Tumors  of  the  fallopian  tubes  still  are  the 
subject  of  many  reports.  Benign  tumors 
are  extremely  infrequent  and  are  usually 
found  incidentally  at  laparotomy.  Pri- 
mary carcinoma  of  the  tube  is  almost  as 
rare,  but  it  occasions  many  more  reports, 
about  1 case  in  5,000  gynecologic  specimens. 
The  correct  diagnosis  is  usually  not  made 
until  surgery.  Evidently  the  finding  of  a 
pelvic  mass  in  a woman  of  about  fifty  with 
an  unusual  watery  or  blood-tinged  vaginal 
discharge  should  alert  one  to  the  possibility 
of  this  condition.  Unfortunately,  in  spite 
of  total  hysterectomy  and  bilateral  sal- 
pingectomy, if  the  tumor  is  resectable,  the 
five-year  cure  rate  is  a discouraging  5 to  20 
per  cent.  The  condition  is  usually  silent 
until  it  is  hopelessly  advanced . 1 37  > 1 38  There 
is  a high  recurrence  rate  of  metastatic 


cancer  in  the  vault.  While  some  investiga- 
tors claim  that  x-ray  therapy  is  of  no  value, 
Ross,  Ward,  and  Lindsey139  report  that 
they  have  raised  the  five-year  survival  from 
5 to  more  than  35  per  cent  with  operation 
plus  postoperative  radiation. 

Reports  of  newer  technics  of  total  sterili- 
zation are  still  appearing.  Over  100  meth- 
ods are  now  published.140  Each  gynecol- 
ogist must  still  use  that  method  which 
meets  the  needs  of  a particular  situation. 

Fluid  balance 

The  average  gynecologist  is  fortunate  in 
that  most  patients  are  back  to  oral  feeding 
in  two  or  three  days  postsurgery.  Nature 
takes  care  of  any  mistakes  the  physcian  may 
have  made  during  the  few  days  of  parenteral 
feeding.  It  is  the  complicated  case  with 
obstruction  or  ileus  that  requires  a more 
complete  knowledge  of  fluid  and  electrolyte 
physiology. 

The  basic  needs  of  the  surgical  patient  for 
twenty-four  hours  are  (1)  1,000  ml.  of  water 
for  adequate  urine  formation,  (2)  700  to 
1,000  ml.  of  fluid  for  insensible  loss,  (3)  75  to 
80  mEq.  of  sodium,  (4)  135  to  155  mEq.  of 
chloride,  (5)  60  to  80  mEq.  of  potassium, 
and  (6)  35  to  40  Gm.  of  protein  if  the  pa- 
tient is  on  parenteral  fluids  for  any  pro- 
longed period  or  losing  it  into  the  intestine 
or  peritoneum.141  With  this  in  mind,  one 
can  calculate  the  needs  of  the  individual 
patient  based  on  the  calculated  losses. 

There  are  several  significant  procedures 
which  help  to  determine  the  requirements  of 
the  patient.  Daily  weight,  hematocrit, 
and  urine  output  are  good  indicators  of 
body  fluid  volume.142  A urine  output  of 
over  1,500  cc.  indicates  over-hydration, 
assuming  there  is  no  other  reason  for  ex- 
cessive water  output,  while  that  of  under 
400  cc.  generally  indicates  either  dehydra- 
tion, hypotension,  or  renal  failure.  Plasma 
and  blood  volume  determination,  when 
indicated,  are  more  accurate  using  the  I131 
serum  albumin  technic.143 

While  the  serum  sodium,  chloride,  potas- 
sium, and  bicarbonate  indicate  the  serum 
osmolarity,  a twenty-four-hour  urine  analy- 
sis for  these  substances  may  be  much  more 
revealing  of  the  total  picture  and  the  needs 
of  the  patient. 

One  must  compensate  for  vomiting, 
stomach  or  intestinal  suction,  diarrhea,  and 
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other  individual  situations.  Adequate  re- 
placement for  the  loss  of  these  fluids  and 
electrolytes  is  absolutely  necessary.  A 
fluid  balance  sheet  is  mandatory,  and  unless 
this  is  kept  meticulously,  the  patient  may 
be  in  deep  trouble  within  a comparatively 
short  time. 

Infections 

Important  advances  in  the  technic  for 
diagnosing  gonorrhea  in  women  have  been 
made.  Smears  are  notoriously  inaccurate, 
and  even  using  culture  methods  the  gono- 
coccus is  detected  in  only  16  to  47  per  cent 
of  cases.  The  percentage  of  positive  cul- 
tures can  be  increased  by  endocervical 
curettement  with  a Novak  instrument  and 
culture  of  this  tissue.  This  is  contrain- 
dicated in  pregnancy.144 

A new  laboratory  aid,  using  a delayed 
fluorescent  antibody  technic,  is  also  being 
advocated.  This  will  sometimes  detect 
gonorrhea  when  ordinary  smears  or  cultures 
are  negative.  Smears  should  be  taken 
from  the  vagina,  cervix,  urethra,  and 
anus.143 

The  gonococcus  has  learned  to  live  with 
penicillin.  There  is  certainly  a reduced 
susceptibility,  and  in  some  cases  outright 
bacterial  resistance  to  this  drug.  It  is 
suggested  that  oxy  tetracycline  (Terra- 
mycin)  be  used  as  a substitute.  The  dose 
is  250  mg.  intramuscularly  and  1 Gm. 
orally.146  It  is  effective  and  safe  and 
should  be  used  if  there  is  no  response  or 
an  allergy  to  penicillin. 

While  the  basic  treatment  of  acute  pelvic 
inflammatory  disease  is  still  antibiotics 
and  general  supportive  therapy,  there  is  a 
small  percentage  of  patients  who  are  re- 
fractory to  this  therapy  and  slowly  dete- 
riorate. These  women  frequently  develop 
tubo-ovarian  abscesses,  and,  on  occasion, 
unless  there  is  early  surgical  intervention, 
the  abscesses  may  rupture  with  subsequent 
shock  and  generalized  peritonitis.  These 
infections  are  not  caused  by  the  gonococcus, 
but  by  secondary  invaders. 

Conservative  therapy  of  a ruptured  tubo- 
ovarian  abscess  results  in  almost  a 100  per 
cent  mortality.  This  can  be  reduced  to  3.1 
per  cent  with  prompt  total  hysterectomy 
and  bilateral  salpingo-oophorectomy,  or  as 
close  to  this  as  is  surgically  feasible.  Ade- 
quate drainage  through  the  vagina  plus 


postoperative  antibiotics,  blood,  fluid  and 
electrolytes,  vasopressors,  and  intestinal 
decompression  saves  many  lives  that  would 
have  been  lost  a few  years  ago.147 

There  is  an  increasing  tendency  to  be 
more  radical  at  the  time  of  surgery  in  the 
treatment  of  pelvic  inflammatory  disease. 
Previous  pelvic  inflammation  causes 
changes  in  the  connective  tissue  and  blood 
vessels  of  the  pelvic  organs  which  contribute 
to  chronic  pelvic  pain.  The  presence  of 
abnormal  uterine  bleeding  in  almost  half  of 
these  patients  probably  indicates  that  the 
uterus  should  be  removed  if  the  abdomen 
is  entered. 

There  has  been  a plethora  of  articles  con- 
cerning Trichomonas  vaginitis.  It  is  quite 
apparent  from  the  literature  that  culture 
methods  (trypticase  serum,  Feinberg-Whet- 
tington  media,  or  others)  are  far  more 
accurate  diagnostically  than  one’s  clinical 
interpretation  or  a hanging  drop  prepara- 
tion (100  vs.  57  vs.  65  per  cent).148 

The  transmission  of  Trichomonas  is  still 
far  from  solved.  There  is  no  doubt  that 
Trichomonas  vaginitis  occurs  more  fre- 
quently in  females  who  are  more  promiscu- 
ous sexually  or  less  fastidious  in  their  per- 
sonal habits.  Sexual  transmission  is  ac- 
cepted as  the  most  important  etiologic  fac- 
tor, but  one  must  soberly  consider  the  fact 
that  the  organism  is  known  to  survive 
forty-five  minutes  in  urine  on  a toilet  seat 
and  has  been  recovered  alive  twenty-five 
hours  after  contamination  of  damp 
towels.149 

The  big  news  in  Trichomonas  therapy 
is  metronidazole  (Flagyl).  Whereas  the 
usual  cure  rate  with  douches  and  supposi- 
tories was  between  20  and  40  per  cent,  this 
new  oral  drug  is  reported  to  give  negative 
cultures  in  80  to  98  per  cent  of  cases. 
There  is  some  difference  of  opinion  as  to 
whether  the  oral  and  vaginal  route  or  the 
oral  route  alone  should  be  used,  but  this 
seems  to  be  a matter  of  personal  preference. 
The  details  of  the  treatment  are  well 
known  to  all  gynecologists  and  need  not  be 
reviewed  here.150151 

There  are  several  points  about  the  use  of 
metronidazole  that  merit  discussion.  First, 
what  about  the  husband?  Should  he  be 
treated  routinely?  Several  reports  ad- 
vocate this.  One  source  says  that  the 
husband  should  be  treated  only  if  he  is  a 
proved  carrier.152  “To  treat  the  husband 
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without  proper  diagnosis  and  examination 
is  equivalent  to  poor  and  unethical  prac- 
tice/'153 

In  spite  of  the  reported  safety,  it  is  ad- 
vised that  metronidazole  not  be  used  in 
pregnancy  until  further  proof  of  its  safety 
is  submitted.  The  drug  definitely  traverses 
the  placenta. 

There  is  a definite  rise  in  symptomatic 
postmetronidazole  moniliasis  (candidiasis). 
Nausea,  diarrhea,  an  unpleasant  taste, 
vaginal  or  urethral  burning,  vertigo,  head- 
ache, insomnia,  and  darkening  of  the  urine 
are  other  unpleasant  side-effects.  The 
use  of  metronidazole  should  be  limited  to 
no  more  than  ten  days  and  repeated  only 
after  four  to  six  weeks. 

Candidiasis  is  much  more  common  since 
the  introduction  of  the  various  potent  anti- 
bacterial drugs.  In  many  instances  this 
condition  is  asymptomatic  in  spite  of  posi- 
tive cultures  on  Sabouraud’s  or  Nickerson’s 
media.  The  irritation  and  pruritis  seen 
in  symptomatic  cases  can  usually  be  con- 
trolled with  nystatin  (Mycostatin),  gentian 
violet,  or  other  standard  medications  for 
this  condition. 

The  cure  rate  of  candidiasis  is  definitely 
lower  than  the  symptom  alleviation  rate. 
Recurrence  is  common.  The  use  of  griseo- 
fulvin,  125  to  250  mg.  orally  three  times  a 
day,  is  advocated  for  intractable  pruritis 
vulvae  and  ani.  It  is  said  to  cure  patients 
in  spite  of  lack  of  clinical  or  laboratory 
evidence  of  fungus  infection.154 

A new  antibiotic,  trichomycin,  is  said  to 
be  active  against  both  Monilia  and  Tricho- 
monas when  used  orally.  Further  clinical 
evaluation  must  be  awaited.155 

Masterson,  Nelson,  and  Valente156  re- 
port 4 deaths  from  acute  systemic  infection 
with  Candida  in  patients  receiving  pro- 
longed prophylactic  or  therapeutic  doses 
of  antibiotics.  Predisposing  factors  are 
debilitation,  malignant  conditions,  irradia- 
tion, prolonged  intravenous  catheters,  or 
prolonged  bladder  catheterization.  One 
should  suspect  this  complication  with  a 
sudden  onset  of  fever,  leukocytosis,  and  a 
shocklike  picture.  Nystatin  is  the  treat- 
ment of  choice. 

One  of  the  great  unresolved  debates  in 
obstetrics  and  gynecology  is  the  role  of 
the  urinary  catheter  and  its  connection  with 
chronic  pyelonephritis.  There  is  such 
a dichotomy  of  opinion  that  it  produces 


confusion  at  the  very  least.  It  is  said  by 
some  investigators  that  catheterization, 
cystoscopy,  and  retrograde  pyelography 
are  responsible  for  the  vast  majority  of 
pyelonephritis  in  the  American  population. 

There  is  no  argument  with  the  fact  that 
Foley  catheterization  carries  a high  infec- 
tion risk.  As  high  as  90  per  cent  of  patients 
have  a bacteriuria  two  or  three  days  after 
insertion  of  continuous  bladder  drainage. 
The  risk  in  a single  in  and  out  catheteriza- 
tion is  about  3 per  cent. 

From  this  point  forward  however,  we  see 
a great  diversity  of  opinion.  Many  in- 
vestigators believe  that  a relatively  in- 
nocuous bacteriuria  permits  propagation  of 
these  bacteria  in  the  urine,  and  this  is  fol- 
lowed by  direct  ascent  via  the  ureters  to  the 
kidneys.  Usually  this  sets  up  a silent  in- 
fection which  may  not  be  manifest  for  years. 
At  some  future  date,  some  special  circum- 
stance supervenes  which  tips  the  scales  in 
favor  of  the  bacteria,  and  acute  pyelitis 
occurs.157  Pyelonephritis  is  seen  in  3 per 
cent  of  autopsies. 

There  is  no  unanimity  of  opinion  as  to 
whether,  in  a positive  urine  culture,  a 
colony  count  of  10,000  colonies  per  cubic 
centimeter  of  urine  or  100,000  colonies  per 
cubic  centimeter  is  necessary  to  be  clinically 
significant.  The  latter  is  accepted  by 
most  investigators.  The  finding  of  a chem- 
ical reaction  indicating  a colony  count  of 
over  100,000  colonies  (Uroscreen)  has  been  a 
time-saving  laboratory  aid  with  90  per 
cent  accuracy.  Another  short  cut  is  to 
stain  the  centrifuged  urinary  sediment  with 
methylene  blue.  If  there  are  many  bac- 
teria on  the  slide,  this  usually  indicates 
significant  bacteriuria.158 

The  question  that  remains  unanswered 
is  the  long-range  significance  of  the  bacte- 
riuria seen  after  catheterization.  Many 
excellent  urologists  maintain  that  if  there 
is  no  obstruction  in  a healthy  urinary  tract, 
the  urine  becomes  bacteria-free  in  the  rela- 
tively short  time  of  one  week  to  four 
months.159-161  Those  patients  with  per- 
sistently positive  urine  findings  in  most 
instances  have  a preoperative  history  of 
urinary  infection.  It  is  the  group  that 
contracts  a persistent  significant  bacteriuria 
in  the  hospital  that  becomes  the  concern 
and  responsibility  of  the  gynecologist. 

Prevention  becomes  the  major  factor 
if  urinary  tract  infection  is  to  be  controlled. 
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The  role  of  prophylactic  sulfa  or  antibiotics 
is  not  settled.  Some  of  the  confusion  re- 
sults from  a lack  of  the  long-term  follow-up 
in  evaluating  these  forms  of  therapy. 
Some  say  it  reduces  the  incidence  of  signifi- 
cant positive  cultures  12  to  45  per  cent  two 
to  three  years  postoperatively  and  di- 
minishes immediate  symptomatic  urinary 
tract  infection  from  23  to  5 per  cent.162 
Others  are  equally  convinced  that  pro- 
phylactic chemotherapy  is  of  no  value  and 
simply  replaces  the  usual  Bacillus  coli  in- 
fection with  one  more  difficult  to  eradicate. 

The  use  of  solutions  put  directly  into 
the  bladder  through  a Foley  catheter  is 
gaining  popularity.  Kass  in  1959  advo- 
cated 0.25  per  cent  acetic  acid  given 
through  an  electromechanical  device  to 
keep  the  irrigation  constant.  Martin  is 
extremely  enthusiastic  about  the  use  of  a 
three-way  Foley  catheter  through  which  a 
slow  drip  of  1,000  cc.  of  normal  saline 
containing  40  mg.  of  neomycin  and  20  mg. 
of  polymyxin  is  instilled  every  twenty-four 
hours.  This  has  been  used  in  over  2,500 
cases.  There  has  been  no  toxicity,  emer- 
gence of  resistant  bacteria,  or  important 
problems  of  regulation.  There  is  appar- 
ently minimal  systemic  absorption  of  the 
drug.  Apparently,  this  routine  is  so  suc- 
cessful that  the  executive  board  no  longer 
permits  the  use  of  a double-lumen  Foley 
catheter  at  the  Jersey  City  Medical  Center. 

Sweeney163  has  questioned  the  need  for 
routine  perineal  shaving  and  catheteriza- 
tion at  the  time  of  dilatation  and  curettage. 
He  notes  that  70  per  cent  of  catheterized 
patients  had  less  than  100  cc.  of  urine  when 
the  bladder  was  emptied.  There  was  no 
increase  in  postoperative  infection  when 
perineal  shaving  was  omitted.  If  the 
present  feeling  against  catheterization  is  at 
all  justified,  there  seems  a great  deal  of 
merit  to  his  suggestion.  The  patient  can  in 
most  instances  void  before  she  is  sent  to 
the  operating  room. 

Infertility 

The  experimental  use  of  clomiphene 
citrate  to  induce  ovulation  has  been  the  out- 
standing advance  in  the  treatment  of  in- 
fertility. This  and  other  contributions  to 
our  knowledge  are  outlined  here. 

The  infertile  male  is  still  a major 
problem.  The  testosterone  rebound  phe- 


nomenon for  the  treatment  of  deficient 
spermatogenesis  has  been  disappointing. 
Improvement  in  10  per  cent  of  patients  is 
about  average.  A recent  development 
that  shows  promise  is  the  surgical  elimina- 
tion of  a varicocele  in  the  sperm-deficient 
male.  We  have  personally  seen  cases  that 
responded  with  prompt  pregnancy  of  the 
female.  Various  reports  indicate  70  per 
cent  of  the  cases  improved.  Varicocele 
causes  increased  temperature  of  the  testicle, 
a greater  percentage  of  tapered  forms,  and  a 
definite  drop  in  sperm  count. 

Antisperm  antibodies  in  women  have 
now  been  identified  in  some  cases  of  un- 
explained infertility.164  Some  patients  ap- 
parently develop  circulating  antibodies  to 
all  sperm,  while  others  to  only  their  hus- 
band’s. This  may  explain  cases  of  in- 
fertility of  unknown  cause.  The  recom- 
mended therapy  is  to  urge  the  use  of  con- 
doms or  abstinence  for  two  to  six  months. 
In  some,  the  antibodies  diminish  or  be- 
come undetectable. 

The  life  cycle  of  spermatoza  has  been 
somewhat  clarified.  Apparently  it  takes 
about  sixty-four  days  for  sperm  to  mature, 
twelve  to  fifteen  days  to  traverse  the 
epididymus  and  vas  deferens,  and  then  it  is 
ready  to  be  ejaculated. 

Perloff  andSteinberger165  indicate  that  the 
consistent  absence  of  sperm  in  the  cervical 
mucus  one  day  after  intercourse  should 
arouse  suspicion  of  mucus-sperm  incom- 
patibility. He  has  shown  that  sperm  may 
survive  in  the  cervical  mucus  for  from  five 
to  seven  days.  The  theoretic  implications 
of  this  in  regard  to  the  failure  of  the  rhythm 
method  of  contraception  are  self-evident. 

The  date  of  ovulation  still  evades  defini- 
tive detection.  The  Knaus  theory  of 
ovulation  on  the  fourteenth  day  preceding 
the  next  menstrual  period  is  being  chal- 
lenged. Murphy  and  Torrano166  indicate 
that  the  best  day  for  successful  donor  in- 
semination is  calculated  by  dividing  the 
cycle  in  half  and  subtracting  two. 

Birnberg,  Wexler,  and  Gross,167  using 
ovutest  sticks  and  basal  body  temperature 
suggest  that  this  method  is  most  accurate. 
Parsons,  using  a potentiometer  producing 
an  electrovaginogram,  says  that  ovulation 
occurs  on  the  sixth  day  of  a twenty-six-day 
cycle.  McSweeney  and  Sbarra168  use  the 
concentration  of  chlorides  in  the  cervical 
mucus  to  determine  ovulation.  There  is  a 
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rise  to  0.9  per  cent  concentration  with 
ovulation. 

The  final  method  to  verify  the  day  of 
ovulation  is  probably  still  not  available. 
There  is  no  doubt  that  a simple,  accurate 
test  would  be  of  tremendous  practical  value 
for  both  the  infertile  and  the  fertile  couple. 

The  chemical  induction  of  ovulation 
with  clomiphene,  while  still  experimental, 
seems  most  promising.  The  drug  seems 
to  be  most  efficient  in  women  with  low 
FSH  or  those  in  a continuous  estrogen 
state.  Its  action  results  from  an  apparent 
rise  in  FSH  and  LH  (luteinizing  hormone) 
either  from  the  anterior  pituitary  or  the 
hypothalamus.169  Some  reports,  however, 
suggest  that  the  drug  may  act  on  the 
enzyme  systems  involved  in  ovarian  steroid 
genesis.170  The  side-effects  may  be  quite 
disturbing.  Twenty  to  25  per  cent  de- 
velop ovarian  cysts  (follicular,  lutein,  or 
persistent  corpora  lutea),  and  about  10 
to  15  per  cent  develop  hot  flashes.171-173 

The  dosage  schedule  is  apparently  im- 
portant in  relation  to  side-reactions.  Riley 
and  Evans169  suggest  150  to  200  mg.  orally 
daily  for  three  days.  This  minimizes  the 
side-effects  produced  by  prolonged  treat- 
ment. Others  advocate  200  mg.  daily  from 
the  fifth  to  the  tenth  day  of  the  cycle  or 
100  mg.  daily  for  twenty  days.  Appar- 
ently the  longer  the  treatment  and  the 
higher  the  dosage,  the  greater  is  the  chance 
of  cyst  formation.  Other  side-effects  noted 
are  nausea,  skin  rash,  dizziness,  and  restless- 
ness. 

Various  reports  indicate  a 50  to  70  per 
cent  ovulation  rate,  and  about  half  of 
these  patients  become  pregnant. 

Clomiphene  is  now  being  used  in  the 
treatment  of  amenorrhea,  Chiari-Frommel 
syndrome,  metastasized  breast  cancer,  in- 
vasive endometrial  carcinoma,  benign  en- 
dometrial hyperplasia,  oligospermia,  Stein- 
Leventhal  syndrome,  and  several  other 
conditions.  Whether  or  not  it  will  prove 
of  worth  is  yet  to  be  seen. 

The  use  of  human  pituitary  gonadotropin 
in  combination  with  human  chorionic 
gonadotropin  apparently  causes  ovulation, 
according  to  standard  tests,  in  a high  per- 
centage of  anovulatory  women.174  The 
pregnancy  rate  is  extremely  low.  The 
scarcity  of  this  hormone  makes  its  use  im- 
practical at  this  time.  The  use  of  human 
menopausal  gonadotropins  in  combination 


with  human  chorionic  gonadotropin  shows 
some  promise  in  producing  ovulation. 175 

The  question  of  hysterosalpingography 
and  its  potential  genetic  danger  still  per- 
sists. The  dose  to  the  ovaries  for  each  plate 
is  about  115  mr.  This  dosage  is  minute  if 
a minimum  number  of  plates  are  taken.176 
X-ray  examination  may  reveal  unsus- 
pected uterine  and  tubal  pathologic  condi- 
tions. The  information  derived  from  this 
procedure  far  outweighs  the  minimal  possi- 
ble genetic  damage. 

Ovary 

On  the  basis  of  newer  technics  of  enzymic 
histochemistry,  it  is  concluded  that  steroid 
synthesis  in  the  normal  human  ovary  is  re- 
stricted to  the  theca  interna  of  the  follicle 
and  to  theca  and  granulosa  lutein  cells. 
Hormone  activity  is  relatively  weak  in  the 
follicular  theca  interna,  but  it  is  prominent 
in  the  corpora  lutea  until  the  twenty-second 
day  and  then  gradually  declines.177  Ab- 
normal tumor  cells,  however,  may  produce 
an  upset  in  the  enzymic  mechanism  that 
normally  produces  estrogen.  Bizarre  pic- 
tures of  excessive  testosterone  production 
may  result.  This  may  be  seen  in  adrenal 
rest  tumors,  some  arrhenoblastomas,  mas- 
culinovoblastoma,  luteoma,  luteinomas,  vir- 
ilizing lipoid  cell  tumors  of  the  ovary, 
Kruckenberg  tumors,  and  Brenner 
tumors.178-181 

There  are  two  areas  in  which  the  gyneco- 
logic opinion  seems  to  be  changing.  This 
involves  the  treatment  of  teratomas  and 
dysgerminomas  in  young  women.  While 
the  dictum  still  holds  that  benign  teratomas 
(dermoid  cysts)  should  be  resected  with 
ovarian  conservation,  malignant  teratomas 
in  young  women  should  be  treated  radi- 
cally. 182  A five-year  survival  of  30  to  40  per 
cent  is  about  average.  There  is  hope  of 
cure  only  if  one  ovary  is  involved  and  it  is 
encapsulated.  X-ray  therapy  is  worth- 
less.183 

Dysgerminoma  also  has  been  shown  to 
be  more  dangerous  than  previously  realized. 
This  tumor  is  malignant  in  75  per  cent  of 
cases.  Removal  of  an  encapsulated  tumor 
does  not  prevent  progression  of  disease.  At 
an  early  stage  it  extends  through  the  re- 
gional lymphatics  to  the  retroperitoneal, 
mediastinal,  and  supraclavicular  nodes. 
Recurrence  occurs  in  35  to  50  per  cent. 
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Fortunately,  this  tumor  is  radiosensitive, 
and  the  five-year  salvage  can  be  raised  from 
27  per  cent  with  total  hysterectomy  and 
bilateral  salpingo-oophorectomy  to  75  per 
cent  if  postoperative  radiation  is  given. 
The  tumor  is  one  of  the  most  sensitive 
known  to  x-ray.  Splitting  the  apparently 
normal  ovary  for  inspection  is  inadequate 
diagnostically.  Tumor  was  found  on  path- 
ologic examination  in  one  third  of  ovaries 
that  appeared  grossly  normal  on  inspec- 
tion.184 

There  has  been  a relatively  large  number 
of  reports  on  feminizing  mesenchymomas 
(granulosa  cell  tumors).  The  debate  still 
goes  on  as  to  the  origin  of  these 
neoplasms.  There  is  a concensus  that  these 
are  generally  estrogen-producing  tumors, 
but  the  relationship  of  the  effects  of  estro- 
gen on  target  organs  is  far  from  settled. 
Whether  or  not  there  is  an  increase  in 
uterine  fibroids  and/or  uterine  malignant 
disease  still  depends  on  which  paper  one 
reads.  Some  reports  indicate  a concomi- 
tant uterine  malignancy  of  5 to  35  per  cent. 

The  key  to  survival  is  still  early  diagnosis. 
Encapsulation  and  mobility  are  prime  fac- 
tors in  a favorable  prognosis.185-186 

The  use  of  urinary  estrogen  assay  may 
be  a help  in  diagnosing  suspected  gran- 
uloma cell  tumors  in  the  postmenopausal 
patient.  The  average  level  is  3 to  8 micro- 
grams per  twenty-four  hours  of  urine.  A 
significant  rise  in  the  postmenopausal 
patient  may  indicate  a tumor  too  small  to 
palpate.187  It  must  be  remembered,  how- 
ever, that  abnormal  estrogen  levels  may  be 
produced  by  ovarian  adenocarcinoma, 
fibroma,  mucinous  cysts,  fibroadenoma,  and 
metastatic  carcinoma.  It  is  suggested 
that  in  these  situations  the  stroma  of  the 
ovary  might  produce  estrogens  rather  than 
the  tumor  itself.188 

Incidentally,  two  reports  indicate  that 
there  is  no  relationship  between  ovarian 
hilar  cell  hyperplasia  and  endometrial 
malignancy.189-190  The  question  of  ovarian 
cortical  stromal  hyperplasia  and  its  causal 
relationship  to  carcinoma  of  the  uterine 
fundus  is  far  from  settled.  Although  there 
is  an  increase  in  endometrial  carcinoma 
with  cortical  stromal  hyperplasia,  many 
women  with  this  condition  do  not  have 
cancer.191 

Results  in  the  treatment  of  ovarian  car- 
cinoma are  still  poor.  On  the  basis  of  our 


present  knowledge,  it  is  best  to  consider 
all  ovarian  masses  5 cm.  or  over  as  poten- 
tially malignant  in  postmenopausal  women. 
There  is  no  such  thing  as  a functional  cyst 
in  this  group.192  Bilateral  salpingo- 
oophorectomy  and  hysterectomy  is  the 
safest  procedure  even  if  the  tumor  is 
benign. 

Munnel192  states  that  there  is  no  evidence 
to  prove  that  interrupted  surgery  in  ovarian 
malignancy  affects  the  prognosis  adversely. 
All  gynecologists  have  had  the  unfortunate 
experience  of  receiving  a benign  report 
on  a specimen  sent  for  frozen  section  of  an 
ovarian  tumor  and  then  having  a supple- 
mentary report  a few  days  later  of  a 
malignant  condition.  In  the  younger 
patient  in  whom  the  uterus  and  other  ovary 
are  permitted  to  remain,  this  means  a 
second  laparotomy,  and  with  it,  doubts  in 
the  minds  of  both  the  patient  and  physician 
as  to  possible  harm  because  the  entire  pro- 
cedure was  not  completed  at  one  time. 
Munnel’s  statement  is  indeed  comforting. 

The  survival  of  a patient  with  cancer  of 
the  ovary  is  directly  related  to  whether  or 
not  it  is  completely  resectable.193  It  has 
been  pointed  out  that  while  pain  and  ab- 
dominal swelling  are  the  commonest  find- 
ings in  ovarian  cancer,  vaginal  bleeding  is 
the  third  most  common  symptom.  Since 
signs  and  symptoms  are  meager  enough, 
this  further  guidepost  for  earlier  diagnosis 
should  be  kept  in  mind.194 

The  debate  still  goes  on  about  whether 
ovaries  should  be  removed  at  the  time  of 
hysterectomy.  Most  gynecologists  prefer 
to  play  the  odds  and  quote  Randall’s  sta- 
tistics that  the  chance  of  getting  an  ovarian 
malignant  tumor  after  age  fifty  is  less  than 
1 per  cent.  The  advocates  of  conservation 
of  the  ovaries  still  speak  of  premature 
cardiovascular  changes  in  oophorectomized 
women,  while  others,  such  as  Novak,  report 
no  such  findings  (see  discussion  under 
Endocrinology,  gynecologic — Menopause) . 
There  is  no  doubt  in  the  minds  of  many 
physicians  that  if  the  ovaries  are  removed 
in  a younger  woman  the  patient  should 
receive  estrogens  at  least  until  the  time  of 
the  physiologic  menopause.  Others  sug- 
gest estrogen  for  a much  longer  period. 
If  the  ovaries  are  preserved  at  the  time  of 
hysterectomy,  they  function  adequately.195 

Randall,  Hall,  and  Armenia196  state  that 
if  a unilateral  oophorectomy  is  done  for 
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benign  disease,  the  remaining  ovary  de- 
velops a benign  tumor  within  the  expected 
rate.  The  incidence  of  malignant  tumor  is 
slightly  higher  than  anticipated  in  the  gen- 
eral population. 

Ovarian  agenesis  or  dysgenesis  is  becom- 
ing more  complex  as  further  work  in  cyto- 
genetics is  being  done.  Beside  the  XO 
karyotype  previously  described  with  the 
associated  classical  clinical  picture  of  streak 
gonads,  short  stature,  web  neck,  and 
associated  congenital  anomalies,  a mosaic 
pattern  is  now  described  with  normal  stat- 
ure, a positive  chromatin  pattern,  and  a 
variety  of  sex  chromosome  types  other  than 
XO.  The  streak  gonads  are  still  present  but 
without  primitive  germ  cells  or  follicular 
apparatus.197198 

From  a therapeutic  point  of  view,  the 
use  of  norethandrolone  (Nilevar)  in  ovarian 
dysgenesis  seems  to  produce  growth  re- 
sponse without  evidence  of  accelerated 
epiphyseal  maturation.199  Since  there  is 
late  epiphyseal  closure  in  these  patients, 
this  may  be  used  until  comparatively  late 
in  adolescence.  Testosterone  also  causes 
growth  but  may  close  the  epiphysis.  After 
maximum  growth,  estrogen  will  produce 
the  female  secondary  sex  characteristics. 

Radiation 

Since  the  introduction  of  the  radioiso- 
topes, there  has  not  been  an  outstanding 
forward  step  in  gynecologic  radiation 
therapy.  The  introduction  of  cobalt  60 
with  its  homogenous  high-energy  rays 
(gamma  rays  1.17  and  1.3  million  electron 
volts)  has  permitted  the  production  of 
lower-cost,  super- voltage  equipment  that  is 
available  to  smaller  hospitals. 

The  services  of  a qualified  team  of  physi- 
cist, radiologist,  and  gynecologist  produces 
the  best  results  in  radiation  therapy.  Just 
inserting  radium  or  cobalt  into  the  cancer 
patient  is  not  enough.  Radiographs  must 
be  taken  to  determine  the  dose  at  point  A 
and  B,  as  well  as  checking  the  position  of 
the  radiation  source.  The  introduction  of 
a Sievert  ionization  chamber  into  the 
bladder  and  rectum  protects  these  vital 
organs  in  most  instances  against  severe 
damage. 

The  salvage  rate  achieved  today  in 
gynecologic  cancer  is  about  as  high  as  possi- 
ble with  our  present  equipment.  The 


direct  mortality  from  radiation  in  well-con- 
trolled services  runs  0.2  to  0.5  per  cent.200 

The  important  emphasis  on  most  serv- 
ices is  to  control  the  complications  result- 
ing from  therapy.  These  are  seen  mostly 
in  the  rectum  and  sigmoid  six  to  eighteen 
months  postradiation,  bladder  and  ureter 
one  to  five  years  postradiation,  and  vagina 
one  year  or  under  postradiation.  In  com- 
petent hands,  intestinal  injury  is  found  in 
2.5  per  cent,  bladder  1.4  per  cent,  and 
ureter  1 per  cent. 

Many  of  the  complications  of  radiation 
must  be  corrected  surgically.  The  treat- 
ment of  intestinal  tract  stricture  and  fistula, 
urinary  tract  fistula,  and  other  complica- 
tions may  need  consultation  with  other 
specialists.201  Ill-advised  or  ill-planned  op- 
erations may  be  catastrophic.  Radiated 
tissue  heals  poorly  at  best. 

The  use  of  radio  gold  in  the  treatment  of 
ascites  secondary  to  malignant  disease  has 
been  disappointing  in  spite  of  early  spec- 
tacular claims.  When  one  analyzes  the 
facts,  it  is  illogical  to  expect  too  much. 
The  dose  at  0.5  mm.  tissue  depth  if  100 
millicuries  of  radioactive  gold  is  deposited 
into  the  peritoneal  cavity  is  only  560  r. 
At  2 mm.  it  is  28  r.  This  dose  is  not 
cancerocidal.  It  is  irritating  and  may 
cause  matting  and  other  intestinal  damage. 
In  some  instances  it  may  diminish  ascites, 
but  in  most  instances  it  does  not. 

There  has  been  insufficient  emphasis  of 
protection  for  persons  dealing  directly  or 
indirectly  with  radiation.  Physicists  or 
other  qualified  people  should  determine 
what  dose  is  received  by  physicians  and 
nurses  in  each  treatment  situation.  The 
unnecessary  exposure  of  young  medical 
people  who  will  have  children  is  wrong. 
Patients  and  visitors  in  contact  with 
patients  with  intracavity  radioactive  de- 
vices should  definitely  be  protected.  Even 
with  adequate  spacing  of  beds,  adjoining 
patients  get  16  to  30  mr.  per  hour. 

The  use  of  the  radioisotope  renogram  is 
becoming  somewhat  popular.  202  203  Its 
eventual  place  in  the  spectrum  of  diagnostic 
roentgenography  is  yet  to  be  determined. 
It  uses  1 131 -labeled  sodium  iodohippurate 
with  external  monitoring  over  each  kidney. 
It  detects  renal  or  ureteral  malfunction  by 
external  measurement  of  radioactivity. 
The  claim  is  made  that  it  is  more  sensitive 
than  the  pyelogram  in  detecting  subtle 
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degrees  of  dysfunction.  The  range  of 
normal  variation  has  not  been  completely 
explored,  but  its  advocates  cite  its  ad- 
vantages as  high  sensitivity,  less  cost, 
better  patient  tolerance,  and  easy  availabil- 
ity of  comparative  records. 

A warning  is  voiced  in  the  literature 
again  regarding  the  interpretation  of  de- 
fects found  on  uterography.  Sweeney,  in 
1956,  showed  the  inadequacy  of  this  pro- 
cedure in  that  the  preoperative  diagnosis 
could  be  confirmed  in  only  one  third  of  the 
cases  at  operation.  Now  Zondek  and 
Rozin204  again  reiterate  that  large  filling 
defects  may  be  present  without  intra- 
uterine lesions.  They  suggest  that  these 
are  caused  by  contractions  of  the  uterus 
and  that  cutting  of  the  uterus  or  denerva- 
tion causes  them  to  disappear  with  the 
restoration  of  fertility. 

Surgical  complications 

Operative  and  postoperative  bleeding 
are  still  a major  problem  at  the  time  of 
gynecologic  surgery.  As  in  most  other 
situations  in  medicine,  it  is  much  wiser  to 
anticipate  trouble  than  to  have  to  cope  with 
it.  A careful  history  for  bleeding  tendency 
is  perhaps  the  most  important  clue  to  im- 
pending difficulty.  A PTT  (partial  throm- 
boplastin time)  is  suggested  for  these  pa- 
tients. A bleeding  and  clotting  time, 
especially  if  done  poorly,  may  be  mislead- 
ing. The  PTT  however,  measures  the 
total  plasma  coagulation  factors.  If  this 
is  abnormal,  further  specific  tests  can  be 
ordered.205  Some  hematologists  prefer  clot 
retraction  time,  one-stage  prothrombin 
time,  and  prothrombin  consumption  times 
to  PTT  as  a screening  battery. 

Pitressin  or  purified  vasopressin  (no  more 
than  4 units  in  20  cc.  of  saline)  may  be  ex- 
tremely helpful  in  preventing  excessive 
blood  loss  at  myomectomy  and  in  cone 
biopsies.  Its  use  is  contraindicated  in 
women  over  forty-five  and  in  those  with 
hypertension  or  cardiovascular  disease.206 

Internal  hemorrhage  after  gynecologic 
surgery  is  still  a major  problem.  The  two 
constant  signs  are  a persistent  rise  in  pulse 
and  a drop  in  the  blood  pressure.  Treat- 
ment is  early  reoperation. 

Cardiac  arrest  is  becoming  more  prev- 
alent because  of  the  use  of  a multiplicity  of 


drugs  and  anesthetics  given  to  the  surgical 
patient,  plus  the  superimposition  of  hy- 
poxia, blood  loss,  vagal  stimulation,  and 
other  factors.  Every  gynecologist  should 
have  a plan  of  management  in  mind  for 
this  frightening  and  serious  complication. 
It  should  include  oxygen  by  mask,  artificial 
respiration  by  the  gas  machine,  closed-chest 
heart  massage,  replacement  of  blood  loss, 
and  vasopressors.  Cavanagh,  De  Cenzo, 
and  Ferguson’s207  article  should  be  reviewed 
by  all  gynecologic  surgeons.  Open  thora- 
cotomy is  rarely  needed. 

Wound  dehiscence  is  still  with  us  in 
surgical  patients  who  are  debilitated  or 
anemic  or  have  malignant  disease,  ab- 
dominal distention,  cough,  wound  infec- 
tions, hematomas,  or  other  disorders.  A 
profuse  serous  or  serosanguineous  discharge 
from  the  wound  is  still  the  best  tip-off. 
There  is,  however,  a definite  change  in 
thinking  concerning  the  urgency  of  imme- 
diate surgery  in  this  complication.  If  the 
intestine  is  not  felt  or  seen,  and  the  patient 
is  very  ill,  support  and  observation  are 
indicated.  She  may  be  in  much  better  con- 
dition twenty-four  to  forty-eight  hours 
later  for  secondary  closure.  If  gut  is  pal- 
pated, it  is  generally  best  to  take  the  patient 
to  the  operating  room  as  soon  as  feasible  for 
secondary  closure.  If,  however,  the 
patient’s  condition  is  very  poor,  packing 
with  sterile  gauze  and  waiting  is  not  cata- 
strophic. The  incidence  of  secondary 
evisceration  is  slight  no  matter  what  ac- 
ceptable method  of  secondary  closure  is 
used,  but  the  incidence  of  ventral  hernia 
is  rather  frequent.208 

The  impairment  of  function  of  the 
femoral  nerve  by  retractors  in  association 
with  the  use  of  a Pfannenstiel  incision  has 
been  further  emphasized  by  McDaniel,209 
and  previously  by  Vosburgh.  Pressure  of 
the  blade  on  the  nerve  as  it  lies  laterally  be- 
hind the  psoas  muscle  on  the  iliacus  muscle 
may  become  a medicolegal  problem. 
Shallower  blades  for  the  Balfour  retractor, 
folded  laparotomy  pads  under  each  blade, 
and  perhaps  limitation  of  extension  of  the 
incision  laterally  are  all  important  in  the 
prevention  of  this  complication. 

Every  gynecologist  knows  and  fears 
paralytic  ileus.  As  in  all  situations,  pre- 
vention is  of  paramount  importance.  One 
fact  has  been  proved  without  a shadow  of 
doubt:  regardless  of  the  cause,  ileus  can  be 
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prevented  or  at  least  minimized  if  the 
patient  is  maintained  on  parenteral  feeding 
until  intestinal  peristalsis  is  audible,  flatus  is 
passed,  and  hunger  returns.  These  pa- 
tients can  usually  be  managed  without 
gastric  or  intestinal  suction,  require  less 
care,  are  more  easily  kept  in  fluid  and  elec- 
trolyte balance,  have  fewer  pulmonary  com- 
plications, and  are  more  comfortable.210-211 
The  use  of  an  electronic  pacemaker  through 
a nasogastric  tube  may  be  the  next  ad- 
vance in  the  prevention  or  treatment  of 
this  complication. 

The  preoperative  evaluation  of  kidney 
function  may  save  many  hours  of  worry 
postoperatively.  A serum  creatinine  to 
measure  glomerular  function  is  simple  and 
most  revealing.  A rise  above  2 mg.  in- 
dicates impairment,  and  further,  definitive 
kidney  function  tests  are  indicated.  This 
also  applies  to  a morning  urine  that  does 
not  concentrate  to  at  least  1.018. 

A preoperative  intravenous  pyelogram 
will  indicate  silent  kidney  or  ureteral  dam- 
age or  congenital  anomalies  before  surgery 
and  make  the  surgeon  aware  of  an  increased 
operative  risk.  In  an  article  by  Schwartz, 
Hofmeister,  and  Mattingley,212  it  is  shown 
that  the  risk  of  damaging  the  ureter  at  the 
time  of  pelvic  surgery  is  only  about  1.4 
per  cent,  and  2 of  the  3 cases  reported  oc- 
curred during  radical  surgery. 

Urinary  tract 

Urinary  stress  incontinence.  As  one 
reads  the  literature  it  becomes  painfully  evi- 
dent that  gynecologists  and  urologists  do 
not  have  the  final  answer  for  the  treatment 
of  stress  incontinence.  Greater  emphasis  on 
a more  discriminating  diagnostic  work-up 
has  been  shown  to  be  of  great  importance  in 
the  selection  of  both  operative  and  non- 
operative procedures  for  the  individual 
patient.  There  are  also  newer  refinements 
in  operative  technics  which  have  resulted 
in  a higher  percentage  of  cures. 

A patient  suffering  from  significant  uri- 
nary incontinence  is  entitled  to  a minimum 
pre-operative  work-up  consisting  of  cystos- 
copy, urethrocystometrogram,  Marshall- 
Marchetti  test  or  its  equivalent,  intra- 
venous pyelogram,  at  least  a modified 
cystometry,  and  a complete  urinalysis,  in 
some  cases  including  culture  and  a colony 
count.213-214  It  is  only  on  the  basis  of  these 


measures  that  the  proper  treatment  can  be 
determined,  and  if  operation  is  necessary, 
the  proper  approach  can  be  delineated. 

In  the  last  few  years,  the  urethrocysto- 
gram has  assumed  increasing  importance. 
Hodgkinson’s215  metal  chain  technic  has 
now  become  almost  standard.  The  poste- 
rior ure  thro  vesical  angle  of  less  than  140 
degrees  (125  degrees  average)  and  a vertical 
angle  of  the  urethral  axis  of  10  to  30  degrees 
have  become  synonymous  with  a continent 
female. 

Green216  maintains  that  the  urethrocysto- 
gram is  the  most  important  diagnostic 
procedure  at  our  disposal.  If  the  posterior 
urethrovesical  angle  is  abnormal  but  a nor- 
mal urethral  axis  exists,  patients  will  do 
well  if  corrected  by  a vaginal  operation. 
If,  however,  both  the  posterior  urethro- 
vaginal angle  and  the  vertical  axis  angles 
are  bad,  then  operation  from  below  will  re- 
sult in  the  cure  of  only  50  per  cent.  A 
primary  Marshall- Marchetti,  or  a combined 
suprapubic  and  vaginal  repair  will  give  a 
90  per  cent  plus  success  rate. 

Cinefluoroscopy  has  been  most  instruc- 
tive in  illustrating  the  control  of  urination 
in  the  female.  With  micturition  there  is 
a downward  migration  of  the  bladder  base. 
When  urination  is  inhibited,  the  urethra 
closes  first  at  its  distal  two-thirds,  and  then 
urine  proximal  to  this  is  returned  to  the 
bladder.  In  short,  sphincter  muscle  func- 
tion is  served  by  the  entire  urethra. 
Closure  of  the  urethra  is  maintained  by 
tone  inherent  to  smooth  muscle.  There  is 
no  true  internal  urethral  sphincter.215 

While  cystometry  is  important,  it  need 
not  be  absolutely  precise.  The  normal 
bladder  will  accept  300  to  500  cc.  of  saline 
without  undue  pain  or  increase  of  pressure 
above  25  cm.  of  water.  A small  con- 
tracted bladder  indicates  neurogenic  dys- 
function or  intrinsic  bladder  disease.  A 
large  hypotonic  bladder,  especially  one  that 
develops  automatic  contractions,  also  in- 
dicates neurogenic  disease.  A small 
bladder  indicates  involvement  above  the 
sacral  segments,  while  a large,  hypotonic 
bladder  means  that  the  sacral  cord  or  its 
nerves  are  not  functioning  properly.  Both 
of  these  will  do  poorly  with  operation,  and 
this  test  is  an  excellent  screening  procedure. 

Using  direct  urethrocystometry,  Hodg- 
kinson217  has  demonstrated  a new  entity 
which  he  calls  “the  dyssynergic  detrussor 
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dysfunction  syndrome.”  Dyssynergic 
waves  of  detrussor  contractions  occur  in  cer- 
tain women  in  either  the  erect  or  prone  posi- 
tion which  cause  a continuous  flow  of  urine 
for  a variable  but  brief  period.  This  is  in 
contradistinction  to  the  sharp  waves  of 
increased  intra-abdominal  pressure  trans- 
mitted to  the  bladder  and  urethra  in  the 
erect  position  which  cause  stress  incon- 
tinence and  brief  spurts  of  urine.  The 
diagnosis  is  difficult  to  make  clinically,  but 
it  should  be  suspected  with  a long  history  of 
difficulty  in  controlling  urinary  flow  dating 
back  to  childhood,  associated  with  in- 
advertent loss  of  urine.  In  spite  of  bladder 
autocontractility,  overt  signs  of  neurologic 
disease  are  absent  in  most  cases.  Treat- 
ment is  unsatisfactory. 

Hodgkinson  has  postulated  a rule  of 
thumb  which  is  most  practical.  If  the 
cystourethrocele  extends  more  than  4 cm. 
below  the  inferior  surface  of  the  symphysis 
in  the  anteroposterior  view  of  the  urethro- 
cystogram while  straining,  then  repair  from 
below  is  indicated.  If  it  does  not,  the 
primary  surgical  approach  should  be  supra- 
pubic and  combined  with  measures  to  re- 
lease the  bladder. 

Vaginal  surgery  for  stress  incontinence  is 
contraindicated  if  there  is  severe  urinary  in- 
fection or  severe  incontinence  without 
cystocele  or  prolapse,  or  in  patients  with  an 
adequate  repair  of  their  cystocele  without 
improvement  of  their  urinary  incontinence. 
In  the  first,  measures  should  be  taken  to 
clear  up  the  offending  organisms.  Patients 
in  the  second  and  third  categories  will  do 
best  with  a suprapubic  operation.218 

The  attempted  repair  of  stress  inconti- 
nence during  laparotomy  is  now  becoming 
somewhat  fashionable.219-220  Essentially,  it 
consists  of  suturing  the  vagina,  after  total 
hysterectomy,  to  the  pubis  or  Cooper’s 
ligaments.  Whether  or  not  this  will  with- 
stand the  test  of  time  is  still  to  be  deter- 
mined. 

While  the  sling  operation  for  urinary  in- 
continence has  diminished  in  popularity 
since  the  ascendency  of  the  Marshall  - 
Marchetti  procedure,  Williams  and  Te- 
Linde221  suggest  the  use  of  Mersilene  ribbon 
(5  mm.  width)  instead  of  rectus  fascia  for 
a sling.  This  simplifies  the  operation. 

While  there  is  still  some  discussion  about 
variations  in  individual  technic,  there  is 


widespread  acceptance  in  the  principle  of 
the  Marshall-Marchetti-Kranz  vesico- 
urethral suspension  operation.  The  orig- 
inal authors222  still  champion  their  initially 
published  technic  and  see  no  reason  to 
modify  it,  especially  in  view  of  a 90  per 
cent  immediate  success  rate.  Others  advo- 
cate modifications,  such  as  the  use  of  silk 
rather  than  catgut,  the  use  of  Cooper’s 
ligament  rather  than  the  periosteum  of 
the  symphysis  for  periurethral  suspension, 
and  the  combined  approach  from  below 
and  above  with  the  suprapubic  sutures 
inserted  high  on  the  bladder  attached  to 
the  rectus  tendon  to  avoid  the  periosteal 
suspension  of  the  bladder  neck.223-224  The 
experience  of  the  surgeon  probably  deter- 
mines which  approach  is  best. 

It  has  been  suggested  that  a shortened 
urethra  may  be  a factor  in  the  production 
of  stress  incontinence.  It  is  now  con- 
cluded that  this  is  not  of  major  impor- 
tance.225 Actually,  the  shortening  pre- 
viously described  probably  occurred  be- 
cause the  urethra  telescoped  over  the 
catheter.226 

Hodgkinson215  states  that  there  is  no 
correlation  between  a short  urethra  and 
the  cause  or  severity  of  stress  incontinence. 
Simple  lengthening  of  the  urethra  will  not 
help  the  condition,  but  correcting  the 
altered  relationship  of  the  urethra  to  the 
bladder  is  much  more  important. 

One  should  keep  in  mind  that  in  certain 
patients  nonoperative  treatment  using  the 
Kegal  perineometer,  hormones,  pessaries, 
and  other  devices  still  has  a place  in  our 
armamentarium. 227 

Gynecologic  urologic  complications  are 
still  with  us  and  probably  will  be  for  many 
years.  Knowing  the  position  of  the  bladder 
and  ureters  at  all  times  and  being  aware 
of  injury  and  repairing  the  same  should  this 
accident  occur,  is  the  responsibility  of  the 
gynecologic  surgeon.  A three-way  system 
attached  to  an  indwelling  Foley  catheter 
which  is  used  during  hysterectomy  and 
permits  the  surgeon  to  fill  the  bladder  at 
will  has  been  suggested.  This  may  be  of 
assistance  in  lowering  the  incidence  of 
iatrogenic  bladder  injury  during  difficult 
operative  procedures.228 

Once  vesicovaginal  fistulas  are  diag- 
nosed, the  trend  seems  to  be  toward  early 
operation  after  a trial  of  retention  catheter, 
antibiotics,  and  100  mg.  of  cortisone  three 
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times  a day.  After  ten  days  the  catheter 
is  removed,  and  if  leakage  still  occurs,  the 
fistula  is  repaired  using  000  chromic 
catgut.  The  cortisone  and  antibiotics  are 
discontinued  at  the  time  of  operation.  A 
retention  catheter  is  left  in  twelve  days  and 
no  vaginal  examinations  permitted  for  six 
weeks  if  there  is  no  leakage. 

Collins,  Barclay,  and  Holmes225  also  use 
this  early  approach  in  uretero  vaginal 
fistulas,  but  leave  the  ureteral  catheter  in 
place  twenty  days.  It  should  be  mentioned 
that  many  excellent  clinics  still  advocate  a 
three-to-six-month  wait  before  corrective 
surgery  is  attempted. 

The  operation  chosen  for  fistula  repair 
depends  on  the  location  and  size  of  the 
fistula  as  well  as  the  experience  of  the 
surgeon.  While  most  urologists  prefer 
the  abdominal  transvesical  operation  for 
vesicovaginal  fistula,  most  gynecologists 
approach  the  lesion  in  the  manner  most 
familiar  to  them,  through  the  vagina.  The 
Latzko  procedure  is  still  the  most  efficient 
for  repair  of  vault  fistula  after  total 
hysterectomy. 

Ureteral  injury  still  causes  a marked 
degree  of  physician  and  patient  distress. 
If  the  injury  is  recognized  and  the  severed 
ureter  can  be  reimplanted  in  the  bladder, 
this  is  probably  the  procedure  of  choice. 
Otherwise,  suturing  over  a plastic  catheter 
which  remains  in  place  twenty-one  days 
may  correct  the  damage. 

Postoperative  intravenous  pyelogram  or 
the  newer  radioisotope  renogram  helps 
in  the  diagnosis  of  ureteral  injury,  such  as 
ligation,  compression,  transsection,  kinking 
suture,  and  so  forth.230  One  should  suspect 
ureteral  damage  after  any  gynecologic  sur- 
gery with  the  presence  of  flank  pain,  fever, 
shock,  or  distention.  Actually,  a 1 to  2.5 
per  cent  incidence  of  urologic  injury  occurs 
on  most  competent  gynecologic  services. 

The  gynecologist  is  learning  more  and 
more  about  the  anatomy,  physiology,  and 
development  of  urinary  control  in  children. 
It  is  now  fairly  certain  that  descent  of  the 
vesical  neck  and  permitting  urine  to  enter 
the  proximal  urethra  is  the  trigger  mecha- 
nism that  causes  the  detrussor  to  contract 
and  cause  micturition. 

Infants  void  automatically  by  detrussor 
micturition.  At  age  one  to  two,  the  child 
can  indicate  that  the  bladder  is  full  but 
frequently  cannot  hold  the  urine  until  a 


toilet  is  reached.  The  bladder  does  not 
empty  unless  it  is  full. 

At  age  three  the  child  learns  to  inhibit 
the  bladder  and  control  it  by  levator 
action.  The  bladder  capacity  increases 
from  three  to  eight  ounces  between  the  ages 
of  two  and  four  and  one-half  years. 

At  age  six  the  normal  capacity  may  be 
12  ounces.  The  enuritic  child  usually  has 
a contracted  bladder  and  may  be  forced  to 
urinate  with  only  two  ounces  of  urine.  The 
treatment  consists  of  forcing  fluid  during 
the  day  and  encouraging  the  child  to  hold 
the  urine  as  long  as  possible.  Anticholin- 
ergic drugs  may  help.231 

Uterus 

Every  tissue  committee  constantly  dis- 
cusses the  topic,  “Was  this  hysterectomy 
necessary?”  All  the  leading  women’s  mag- 
azines have  also  joined  the  fray.  The  re- 
moval of  the  uterus  has  become  the  cause 
celebre  in  gynecology. 

The  main  difficulty  lies  in  the  fact  that 
the  size  of  a uterus  alone  or  the  pathologic 
condition  found  therein  by  the  department 
of  pathology  are  insufficient  guides  as  to 
the  necessity  for  the  operation.  In  some 
instances,  only  a careful  review  of  a de- 
tailed history  supplies  the  indication. 

Some  of  the  hue  and  cry  in  lay  publica- 
tions is  at  least  partially  the  fault  of  a lack 
of  proper  guidelines  for  physicians.  Some 
national  gynecologic  body  should  promul- 
gate a minimum  list  of  acceptable  indica- 
tions that  might  act  as  a relative  but  not 
absolute  index  for  hysterectomy.  The 
group  at  Columbia  University  has  at- 
tempted to  do  just  that.  They  have  not 
only  published  the  pathologic  indications  in 
the  Sloane  Bulletin , but  also  postulate  that 
removal  of  a structurally  normal  uterus 
may  be  necessary  for  disturbed  uterine  func- 
tion, prophylaxis  against  possible  future 
pathologic  disease,  or  for  sterilization 
necessitated  by  physical  or  psychologic 
factors.  It  is  felt  that  if  the  number  of 
cases  without  pathologic  damage  does  not 
exceed  15  per  cent  of  the  total  hysterectomy 
rate,  these  operations  are  justifiable.232 

Dilatation  and  curettage  is  the  most  fre- 
quently performed  operation  on  any  gyne- 
cologic service.  Here  again,  a tissue  com- 
mittee is  in  an  almost  impossible  quandry 
if  the  pathologic  report  alone  is  relied  on. 
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Two  thirds  of  the  cases  without  malignant 
disease  will  have  a histologically  normal  or 
anovulatory  endometrium.  The  remaining 
one-third  will  show  hyperplasia,  polyp,  in- 
activity, or  atrophy.  Again,  unless  the 
history  is  reviewed,  most  cases  seem  to  fit  in 
the  unnecessary  surgery  category.  The  im- 
portant fact  is  that  a malignant  condition 
has  been  ruled  out,  and  an  equally  im- 
portant point  is  that  7 out  of  10  patients 
are  therapeutically  benefited  by  a single 
curettement.233 

A new  term  has  been  introduced  into  the 
gynecologic  vernacular  in  an  attempt  to 
clarify  a long-known  syndrome  with  many 
names.  Myometrial  hypertrophy  is  now 
used  instead  of  fibrosis  uteri,  hypertrophied 
uterus,  chronic  subinvolution,  and  others. 
It  simply  describes  a symmetrically  enlarged 
uterus  weighing  over  120  Gm.  with  hyper- 
trophy of  the  smooth  muscle  and  no  other 
pathologic  damage.  It  presents  no  classical 
clinical  syndrome  but  is  the  indication  for 
5 per  cent  of  reported  hysterectomies.234 

Office  suction  biopsy  is  becoming  justly 
popular  as  a diagnostic  procedure.  There 
is  no  doubt  of  its  economic  value  with  the 
present-day  high  cost  of  hospitalization. 
There  certainly  is  adequate  proof  of  its 
efficacy  with  a 90  to  95  per  cent  correct 
diagnosis.  It  is  not,  however,  as  thorough 
as  a complete  curettage.  If  symptoms  per- 
sist after  this  office  procedure  the  patient 
must  be  hospitalized  for  a more  complete 
study.235 

Endometrial  aspiration  smears  are  also 
coming  into  their  own.  They  are  as 
reliable  as  the  cytologist.  In  the  hands  of 
experienced  cytologists  the  endometrial 
smear  is  said  to  be  92  per  cent  accurate.  A 
combination  of  uterine  smear  plus  curettage 
gives  almost  perfect  results.236 

As  in  all  other  malignant  conditions  the 
emphasis  now  is  on  precancerous  endo- 
metrial lesions.  Endometrial  cancer  may 
originate  from  proliferative,  secretory, 
atrophic,  or  hyperplastic  endometrium. 
Moderate  atypical  epithelial  proliferation, 
or  such  atypical  features  as  “active 
stroma,”  squamous  metaplasia,  or  eosino- 
philic epithelium  do  not  necessarily  progress 
to  cancer.  All  of  these  are  reversible  except 
only  the  highest  grades  of  atypical  gland- 
ular hyperplasia. 

Glandular  hyperplasia  in  the  premeno- 
pausal patient  is  not  too  significant.  The 


important  cases  are  those  in  the  postmeno- 
pausal patient  with  epithelial  hyperplasia 
or  atrophic  endometrium  with  symptoms.237 

What  relationship  there  is  between  estro- 
gens and  endometrial  carcinoma  is  still 
controversial.  In  the  premenopausal 
years,  fundal  carcinoma  is  seen  most  often 
in  women  with  unopposed  estrogens  for 
prolonged  periods  of  time.  The  same  is 
probably  true  in  the  perimenopausal 
years.238  On  the  other  hand,  endocrinol- 
ogists have  used  synthetic  estrogens  for 
years  and  report  no  increase  in  uterine 
cancer.  However,  one  cannot  discount  the 
fact  that  there  is  more  uterine  malignant 
disease  associated  with  estrogen-secreting 
ovarian  tumors,  Stein-Leventhal  syndrome, 
and  other  conditions. 

The  average  gynecologist  is  bombarded 
with  reports  that  either  advocate  or  dismiss 
the  use  of  radiation  in  combination  with 
surgery  in  the  treatment  of  endometrial 
carcinoma.  The  reason  for  the  confusion 
is  that  some  reports  are  speaking  about 
oranges  and  the  others  about  grapefruits. 
They  are  alike  and  still  not  alike.  A great 
many  factors  other  than  the  therapy 
determine  the  five-year  survival  rate  in 
endometrial  cancer.  A few  are:  depth  of 
myometrial  invasion,  involvement  of  pelvic 
nodes,  age  of  the  patient,  medical  complica- 
tions, histologic  type  of  the  cancer,  stage  of 
the  disease,  involvement  of  the  cervix,  type 
and  completeness  of  irradiation,  and  initial 
size  of  the  uterus. 

The  end  results  of  any  clinic  will  depend 
on  the  character  of  its  population.  The 
higher  the  educational  level  and  index  of 
suspicion  of  the  patient,  the  higher  the 
absolute  cure  rate.  In  private  practice  in 
the  average  cancer-oriented  community, 
the  patient  presents  herself  with  a short 
history  of  abnormal  bleeding  and  a normal- 
sized uterus.  Surgery  alone  will  probably 
give  results  equal  to  that  of  surgery  plus 
irradiation.  Many  reports  attest  to  this 
fact.  This  group  has  an  80  to  90  per  cent 
five-year  survival  because  of  minimum 
pathologic  damage.239’240 

Once  the  uterus  is  significantly  enlarged 
or  the  lesion  shows  other  signs  of  advance- 
ment, most  clinics  advocate  and  report 
superior  results  with  pre-  or  postoperative 
radiation  plus  surgery.  Gynecologists 
using  the  combined  treatment  report  a 10 
to  20  per  cent  increase  in  five-year  absolute 
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salvage  if  all  cases,  regardless  of  staging, 
are  counted. 

Extensive  and  not  token  radiation  is 
mandatory.241  The  one  great  advantage 
reported  time  and  again  over  the  years  is 
that  vaginal  vault  recurrence  in  the  radiated 
cases  is  about  2 per  cent,  versus  14  per  cent 
or  more  in  the  unradiated  cases.242  Some 
series  report  25  per  cent  plus  vault  involve- 
ment in  nonradiated  patients.  The  radia- 
tion should  consist  not  of  a simple  tandem 
in  the  uterine  cavity  but  should  include 
packing  the  cavity  with  seeds,  a vaginal 
colpostat,  and  external  radiation.243  Some 
clinics  use  only  postoperative  external 
radiation,  but  this  seems  to  be  locking  the 
door  after  malignant  cells  have  escaped  dur- 
ing the  manipulation  of  surgery. 

The  extent  of  the  surgery  for  uterine 
fundal  cancer  is  still  varied,  depending  on 
the  clinic.  Some  advocate  routine  total 
hysterectomy  and  bilateral  salpingo- 
oophorectomy;  others  add  partial  vaginec- 
tomy, pelvic  lymphadenectomy,  or  radical 
hysterectomy . 2 4 4 

Most  gynecologists  rightly  or  wrongly 
tend  to  be  more  conservative  in  their 
surgical  approach.  This  is  based  on  the 
fact  that  the  reported  results  of  the  groups 
routinely  performing  radical  hysterectomy 
and/or  node  dissections  are  not  much 
better  than  those  who  just  do  routine 
hysterectomy  with  an  additional  vaginal 
cuff.  The  complication  rate  in  the  latter 
group  is  much  lower. 

It  has  been  demonstrated  that  where 
there  is  deep  myometrial  invasion,  extra- 
pelvic  metastasis  is  the  rule.  Also,  if  the 
pelvic  nodes  are  involved,  extrapelvic 
metastasis  is  present  in  more  than  90  per 
cent  of  cases.  This  leads  one  to  question 
the  value  of  routine  radical  operation  unless 
the  cervix  is  involved.245 

Vaginal  recurrence  of  endometrial  cancer 
usually  indicates  recurrent  disease  else- 
where in  the  pelvis  and  carries  an  extremely 
poor  prognosis.  Even  with  a small  lesion, 
intensive  external  and  internal  radiation 
to  the  maximum  toleration  is  necessary.246 

The  use  of  17  alpha-hydroxy  progesterone 
caproate  (Delalutin)  in  the  treatment  of  ad- 
vanced endometrial  cancer  is  now  widely 
accepted.  It  apparently  is  effective  in 
cases  of  long  duration  and  slow  growth. 
About  25  per  cent  show  objective  improve- 
ment, such  as  decrease  in  size  of  cancer  or 


regression  of  pulmonary  metastasis.  The 
recommended  dose  is  500  mg.  three  times 
a week  for  at  least  three  months.  If  im- 
provement is  noted,  the  drug  should  be 
continued  indefinitely.  The  duration  of 
response  averages  fifteen  months  but  varies 
between  three  and  thirty-four  months. 
There  are  no  significant  side-effects.247 

The  rationale  for  the  previously  men- 
tioned treatment  has  not  been  determined. 
Woolf  reported  that  hydroxy  progesterone 
caproate  suppressed  luteinizing  hormone 
from  the  pituitary  and  most  women  with 
endometrial  cancer  had  an  elevated  luteiniz- 
ing hormone.  This  relationship  has  ap- 
peared nebulous  in  the  hands  of  other  in- 
vestigators.248 

Kistner249  reported  the  use  of  hydroxy- 
progesterone  caproate  in  doses  of  1 Gm. 
three  times  a week  for  adenomatous 
hyperplasia  (cancer  in  situ?)  in  the  hope  of 
preventing  anaplasia.  The  drug  caused 
marked  atrophy  of  the  glands,  but  no  cure. 
As  soon  as  the  medication  was  stopped  the 
original  picture  returned. 

Hydroxyprogesterone  caproate  was  also 
tried  on  various  other  pelvic  malignant 
conditions,  such  as  carcinoma  of  the  cervix, 
ovarian  carcinoma,  uterine  sarcoma,  chorio- 
carcinoma, and  others.  No  tumor  re- 
gression was  noted  in  any  of  these  condi- 
tions. A sense  of  well-being  and  a reduc- 
tion of  pain  was  noted  in  about  half  of  the 
patients. 250 

Clomiphene  is  being  tried  for  ad- 
vanced endometrial  cancer.  No  large 
series  has  been  reported.  To  date,  isolated 
reports  do  not  indicate  any  spectacular  re- 
sults. 

Uterine  lyomyosarcoma  is  still  a vicious 
and  killing  malignant  disease.  While  a 
more  than  85  per  cent  five-year  survival  is 
obtained  if  it  is  confined  to  a leiomyoma,  it 
is  almost  universally  fatal  if  primary  in  the 
myometrium  or  if  there  is  invasion  outside 
the  capsule  of  a myoma.251  A correct 
preoperative  diagnosis  is  rarely  made 
clinically  (14  per  cent)  and  even  on  dilata- 
tion and  curettage  it  is  made  in  only  a little 
over  50  per  cent  of  cases. 

Endometrial  sarcoma  is  diagnosed  cor- 
rectly on  dilatation  and  curettage  in  80  per 
cent.252  Radical  hysterectomy  is  advo- 
cated, but  since  the  spread  is  primarily 
hematologic  and  to  distant  organs,  there  is 
a question  as  to  its  effectiveness. 
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Uterine  stromal  endometriosis  (stoma- 
tosis),  a noninvasive  sarcoma-like  tumor, 
and  endolymphatic  stromal  myosis  which 
acts  like  a low-grade  sarcoma  are  both  un- 
predictable in  outcome.  They  have  a 
much  better  prognosis  than  other  types  of 
sarcoma.  The  treatment  consists  of  total 
hysterectomy  and  bilateral  salpingo-oopho- 
rectomy  plus  x-ray  therapy.253-254 

Carcinosarcoma  is  a postmenopausal 
tumor  of  unusual  seriousness.  A 10  per 
cent  five-year  survival  is  about  average. 
It  does  not  respond  to  x-ray  treatment  or 
chemotherapy.  The  usual  treatment  is 
surgical,  but  since  the  disease  spreads  very 
quickly  by  both  lymphatics  and  the 
vascular  system,  death  usually  occurs  with- 
in one  year  despite  any  therapy.255 

The  long-term  results  of  operation  for 
uterine  procidentia  are  by  no  means  satis- 
factory with  routine  vaginal  hysterectomy. 
Everett,  Richardson,  D’Esopo  and  others 
have  attempted  to  modify  this  operation, 
but  even  today  only  70  to  80  per  cent  of 
patients  treated  for  uterine  prolapse  by 
vaginal  hysterectomy  will  be  cured. 
Vaginal  hysterectomy  is  much  more  satis- 
factory for  minor  degrees  of  descent.256 

The  main  complications  of  vaginal 
hysterectomy  are  bladder  or  ureteral  in- 
jury, postoperative  urinary  retention,  uri- 
nary infections,  excessive  bleeding  at  oper- 
ation, and  postoperative  hemorrhage  or 
hematomas.257-258 

Injury  to  the  bladder  or  ureters  can  best 
be  prevented  by  entering  the  vagina  in  the 
proper  plane,  adequate  exposure,  constant 
retraction  and  elevation  of  the  bladder, 
and  firm  traction  on  the  cervix. 

It  is  difficult  to  feel  the  ureters  even  with 
catheters  in  situ  during  the  placement  of 
the  critical  clamps  during  vaginal  hys- 
terectomy. A wide  opening  in  the  vesi- 
couterine fold  (pushing  the  ureters  laterally) 
plus  the  previously  mentioned  operative 
pointers  will  displace  the  ureters  about  2 
cm.  laterally  from  the  sides  of  the  cervix  as 
demonstrated  on  x-ray  examination.259 

Postvaginal  hysterectomy  vaginal  vault 
prolapse  is  reported  in  5 to  10  per  cent  of 
cases.  Indeed,  it  is  higher  in  some  series. 
To  this  group  must  be  added  postoperative 
enteroceles  resulting  from  or  undiscovered 
at  the  time  of  the  original  vaginal  hysterec- 
tomy. 

The  fact  that  there  are  so  many  opera- 


tions described  for  the  repair  of  a prolapsed 
vaginal  vault  indicates  that  the  ideal  opera- 
tion is  still  to  be  discovered.  Lane260 
describes  an  operation  which  attaches  a 
synthetic  plastic  material  from  the  top  of 
the  vault  to  the  sacrum.  Time  will  prove 
or  disprove  the  value  of  the  modification  of 
a previous  procedure. 

There  have  been  no  revolutionary  ideas 
on  the  repair  of  enterocele  since  the  descrip- 
tion of  the  Ward  operation  and  the  Mosch- 
kowitz  procedure.  The  failure  rate  of 
surgical  repair  runs  15  to  20  per  cent. 
Basically,  most  gynecologists  attempt  a 
vaginal  approach  with  high  ligation  and 
excision  of  the  sac,  anterior  and  posterior 
repair,  and  perineorrhaphy. 

The  best  treatment  is  prevention.  The 
cul-de-sac  should  be  routinely  opened  and 
explored  to  detect  latent  enterocele.261 
The  excision  of  a wedge-shaped  section  of 
the  upper  part  of  the  vagina  and  peri- 
toneum, plus  approximation  of  the  utero- 
sacral  ligaments  is  excellent  insurance. 

The  Manchester  operation  has  an  ex- 
cellent record  for  permanent  cure  with  a 
minimum  of  postoperative  complications. 
The  degree  of  prolapse  is  no  barrier.  It  is 
the  opinion  of  competent  gynecologists  that 
it  is  the  procedure  of  choice  even  in  third- 
degree  prolapse.  It  should  be  given  con- 
sideration in  any  case  of  prolapse  when  it  is 
not  mandatory  that  the  uterus  be  removed 
for  pathologic  reasons.262 

Vagina 

Since  the  five-year  survival  rate  in 
primary  epithelial  cancer  of  the  vagina  is 
about  45  per  cent  with  primary  radical 
surgery  with  or  without  supplemental 
radiation,  it  behooves  the  gynecologist  to 
make  the  diagnosis  as  early  as  possible.263 

The  concept  of  primary  multiple  malig- 
nant conditions  of  the  genital  tract  is  now  as- 
suming general  acceptance.  Therefore,  one 
should  be  especially  vigilant  in  women  with 
one  genital  cancer  for  the  possibility  of  an- 
other occurring  at  some  later  date. 

Premalignant  lesions  of  the  vagina  should 
be  sought  especially  in  women  with  previous 
in-situ  or  invasive  carcinoma  of  the 
cervix.264  These  people  should  be  checked 
by  frequent  vaginal  smear  and  Schiller 
iodine  tests. 

On  finding  carcinoma  in  situ  of  the 
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vagina,  simple  excision  is  all  that  is  re- 
quired. Just  as  invasive  carcinoma  of 
the  cervix  is  preceded  by  recognizable 
epithelial  alterations,  so  is  invasive  cancer 
of  the  vagina.  The  upper  half  of  the 
vagina,  especially  the  anterior  and  posterior 
walls,  are  the  most  likely  sites  to  inspect. 

Primary  sarcoma  of  the  vagina  with  its 
early  hematogenous  spread  has  minimal 
responsiveness  to  radiation.  Unfor- 
tunately, it  does  not  have  a better  prognosis 
even  with  radical  surgery.  If  the  tumor  is 
localized,  wide  excision  is  adequate.  Once 
it  has  spread  nothing  helps.265 

An  interesting  study  by  Glynn266  is  re- 
ported for  its  practical  value.  He  found 
that  douching  daily  had  no  adverse  effect 
on  the  vaginal  mucosa.  Contrary  to  what 
one  might  expect,  the  best  cleanser  was  an 
alkaline  douche.  It  was  also  superior  to 
the  acid  douche  in  relieving  pruritus  and 
vaginitis. 

Vulva 

Maximum  emphasis  is  now  being  focused 
on  the  diagnosis  of  premalignant  lesions  of 
the  vulva.  At  best,  the  end  results  of 
therapy  for  invasive  carcinoma  leave  much 
to  be  desired. 

Special  attention  is  paid  to  the  malignant 
potential  of  granulomatous  and  inflamma- 
tory lesions,  condylomata,  pigmented  moles 
and  nevi,  papillomas,  senile  keratosis,  and 
hypertrophic  leukoplakia. 

Since  malignant  melanoma  is  the  second 
commonest  malignant  lesion  of  the  vulva, 
all  pigmented  moles  in  this  area  should  be 
removed.  All  the  other  lesions  listed 
should  be  widely  biopsied  and  either  re- 
moved surgically  or  treated  medically.267 

The  diagnosis  of  intra-epithelial  car- 
cinoma, or  Bowens  disease,  is  made  with 
greater  consistency  when  one  resorts  to  the 
frequent  use  of  vulval  biopsy.268  The 
multicentric  foci  of  this  disease  should  not 
be  forgotten. 

A complete  vulvectomy  without  node 
dissection  is  considered  adequate  therapy 
for  noninvasive  carcinoma.  If  thorough 
study  of  the  specimen  should  reveal  invasive 
cancer,  a node  dissection  is  required  at  a 
later  date.  One  should  be  especially 
vigilant  for  intra-epithelial  cancer  in  areas 
of  hypertrophic  leukoplakia  (5  to  20  per 
cent  malignancy),  areas  of  Paget’s  disease 


(painful  velvet  red  patches),  and  in  areas 
of  granulomas.  The  lesion  is  usually 
elevated  flat  and  crusted  with  sharply 
defined  outlines.  The  incidence  is  higher 
in  the  forties  age  group,  in  contradistinction 
to  the  increased  median  age  seen  in  the 
group  with  invasive  cancer  of  the  vulva. 

Invasive  cancer  demands  wide  vulvec- 
tomy, bilateral  superficial  and  deep  node 
dissection,  and  resection  of  the  contiguous 
organs  involved  in  the  process.269  More 
than  95  per  cent  are  squamous  cell  car- 
cinoma or  melanoma. 

The  five-year  survival  rate  depends  on 
whether  or  not  the  nodes  are  positive  for 
cancer.  A 30  per  cent  five-year  survival  or 
less  is  average  if  the  nodes  are  positive. 
Seventy  to  80  per  cent  survive  with  negative 
nodes.270’271 

Other  factors  that  influence  the  prognosis 
are  the  size  of  the  initial  lesion  (more  favor- 
able if  less  than  3 cm.)  and  its  histologic 
condition. 

There  is  some  debate  as  to  how  important 
it  is  to  dissect  the  iliac  and  aortic  nodes  if 
the  lower  nodes  show  positive  findings. 
Since  the  more  extensive  dissection  greatly 
increases  the  morbidity  and  mortality  of 
the  operation,  and  since  the  percentage  of 
cures  is  low  even  if  the  positive  deep  nodes 
are  removed,  men  like  Twombley  and  Te- 
Linde  question  if  the  additional  risks  may 
not  cancel  out  the  good.  In  short,  is  there 
any  net  saving  of  lives  with  deep  node 
dissection? 

The  white  lesions  of  the  vulva  are  still 
receiving  attention  and  rightfully  so,  since 
there  is  so  much  misunderstanding  regard- 
ing them.272-273  The  diagnosis  of  leuko- 
plakia is  nebulous  and  nonspecific.  One 
must  differentiate  between  lichen  sclerosis 
et  atrophicus,  characterized  by  hyperkera- 
tosis and  epithelial  atrophy,  and  hyper- 
plastic vulvitis,  a hyperkeratotic  lesion  with 
epithelial  acanthosis,  epithelial  hyperac- 
tivity, and  either  dyskariosis  or  actual 
anaplastic  cellular  changes.  The  first  re- 
quires conservative  symptomatic  therapy 
and  close  observation,  while  the  latter  de- 
mands vigilance  for  malignant  changes  of 
the  epithelial  cells. 

Again  biopsy  is  obligatory  for  a scientific 
diagnosis. 

There  is  nothing  especially  new  in  the 
treatment  of  the  other  vulvar  lesions  seen 
in  office  practice.274 
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Hospitals  get  28  cents  of 
health  dollar 

Hospitals  received  the  largest  share  of  every 
health  dollar  spent  by  Americans  in  1963,  ac- 
cording to  Department  of  Commerce  figures  on 
personal  expenditures. 

Twenty-eight  cents  of  every  health  dollar 
went  to  hospitals,  25  cents  went  to  doctors,  18 
cents  was  spent  on  drugs,  10  cents  was  paid  to 
dentists,  8 cents  went  for  health  care,  6 cents 
went  for  the  purchase  of  appliances,  and  5 cents 
was  spent  on  all  other  services. 

The  doctors’  share  of  payments  for  health  care 
was  up  1 per  cent  from  1962,  but  was  down  1 
per  cent  from  the  share  received  ten  years  ear- 
lier. 

An  analysis  of  the  1963  statistics  by  the 
American  Medical  Association’s  Department  of 
Medical  Economics  shows  the  nation’s  con- 
sumers spent  $23.6  billion  for  health  care  in 
1963,  including  $6.6  billion  for  hospital  charges, 
$4.3  billion  for  drugs,  and  $5.9  billion  for  physi- 
cians’ services. 
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Americans  spent  a total  of  $375  billion  for 
their  personal  needs  in  1963.  About  6.3  per 
cent  of  this  went  for  health  care. 

Other  consumer  expenditures  in  1963  in- 
cluded food,  $76  billion  (20.3  per  cent  of  the 
total);  clothing,  accessories  and  jewelry,  $37.1 
billion  (9.9  per  cent);  housing,  $48.9  billion 
(13  per  cent);  household  operation,  $52.4 
billion  (14  per  cent);  transportation,  $47.2 
billion  (12.6  per  cent);  recreation,  $22.7  billion 
(6  per  cent);  private  education  and  research, 
$5.7  billion  (1.5  per  cent). 

Tobacco,  $8.1  billion  (2.2  per  cent);  liquor, 
$11  billion,  (3  per  cent);  foreign  travel  and 
remittances,  $3.5  billion  (0.9  per  cent);  reli- 
gious and  welfare  activities,  $5.4  billion  (1.4  per 
cent);  personal  business,  $24.9  billion  (6.6  per 
cent);  personal  care,  $6.5  billion  (1.7  per  cent); 
and  all  other,  $1.8  billion  (0.5  per  cent). 

Of  the  total  personal  consumption  expendi- 
tures in  1963,  $167.5  billion  was  spent  on  non- 
durable commodities,  $52  billion  was  spent  for 
durable  commodities,  and  $155.3  billion  was 
spent  for  services,  including  the  $5.9  billion  paid 
for  physicians’  services. 
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Pulmonary  Infiltration, 
Meningitis,  and  Death 


Case  history 

Panayotis  Christopoulos,  M.D.:  A 

forty-four-year-old  Negro  male  was  brought 
unconscious  to  Knickerbocker  Hospital  on 
July  30,  1964,  with  generalized  seizures. 
Five  days  preceding  hospital  entry  he 
developed  headache,  malaise,  fever,  chest 
pain,  and  productive  cough  with  pinkish 
sputum.  Subsequently,  he  became  pro- 
gressively lethargic  and  on  the  day  of 
admission  developed  generalized  seizures. 
There  was  a vague  history  of  ill  health  for  a 
few  weeks  before  the  onset  of  his  disease 
and  a history  of  visual  disturbance  a few 
days  prior  to  admission.  There  was  no 
past  history  of  pneumonia,  tuberculosis, 
diabetes,  or  hypertension.  He  had  been 
drinking  alcohol  in  large  amounts  for  many 
years. 

The  physical  examination  showed  a 
comatose  patient  exhibiting  generalized 
tonic  and  clonic  convulsions,  which  were 
subsequently  controlled  with  anticon- 
vulsants. The  temperature  was  100.8  F., 
the  pulse  100  and  regular,  and  the  respira- 
tions 24.  The  blood  pressure  was  150 
systolic  and  100  diastolic.  The  pupils  were 
equal  and  responded  to  light;  the  fundo- 
scopic  examination  was  unrevealing.  The 
eardrums  were  normal,  and  the  pharynx 
was  slightly  congested.  There  was  no 
foul  odor  of  the  mouth.  The  neck  was 
stiff.  There  was  no  lymphadenopathy. 
Examination  of  the  chest  revealed  moist 
rales  mixed  with  rhonchi  over  both  lung 


bases  posteriorly.  The  heart  was  not 
enlarged,  and  no  murmurs,  gallop,  or 
friction  rub  were  heard.  The  abdomen 
was  soft  and  nondistended,  and  no  organs 
were  palpable.  The  extremities  were  un- 
remarkable; there  was  no  clubbing  of  the 
fingers,  and  all  extremities  moved  in 
response  to  painful  stimuli.  The  deep 
tendon  reflexes  were  symmetrical,  and  the 
plantar  reflex  was  normal.  There  was  a 
positive  Kemig’s  sign  but  Brudzinski’s 
sign  was  negative. 

The  urine  examination  showed  2+  reac- 
tion for  albumin,  and  the  sediment  con- 
tained 3 to  7 white  cells.  The  hemoglobin 
was  12.8  Gm.  per  100  ml.,  and  the  white 
cell  count  was  22,100  with  5 stab  forms,  88 
polymorphonuclear  leukocytes,  and  7 lym- 
phocytes. The  blood  sugar  during 
dextrose  infusion  was  150  mg.  per  100  ml. 
and  the  blood  urea  nitrogen  12  mg.  The 
total  plasma  protein  was  6.8  Gm.  per  100 
ml.  with  albumin  3.2  Gm.  and  globulin 
3.6  Gm.;  the  thymol  turbidity  test  was 
2.4  units  and  the  cephalin  flocculation 
test  1 plus.  A VDRL  test  result  was 
negative.  The  serum  sodium  was  129 
mEq.,  the  chlorides  97.2  mEq.,  the  potas- 
sium 4.5  mEq.,  and  the  carbon  dioxide 
combining  power  24  mM.  per  liter. 

A lumbar  puncture  revealed  grossly 
turbid  fluid  with  an  opening  pressure  of 
380  mm.  of  water  containing  700  cells 
per  cubic  millimeter,  predominantly  poly- 
morphonuclear leukocytes,  a protein  of 
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FIGURE  1.  Chest  roentgenogram  showing  pneu- 
monic infiltration  in  lower  lobe  of  left  lung  partly 
concealed  by  cardiac  shadow. 


3.2  mg.,  chlorides  of  630  mg.,  and  sugar 
of  74  mg.  per  100  ml.  Simultaneous  blood 
sugar  was  150  mg.  per  100  ml.  Gram 
stain  of  the  spinal  fluid  failed  to  reveal  any 
organisms.  The  culture,  however,  grew 
out  hemolytic  Staphylococcus  aureus, 
coagulase  negative.  Of  these  three  initial 
blood  cultures  two  were  sterile,  and  the 
third  grew  out  Aerobacter  aerogenes.  The 
urine  culture  was  sterile. 

An  x-ray  film  of  the  chest  with  the  pa- 
tient in  the  supine  position  showed  an  area 
of  pneumonic  infiltration  in  the  lower  lobe 
of  the  left  lung  (Fig.  1). 

The  patient  was  treated  with  30  million 
units  of  aqueous  penicillin  and  2 Gm.  of 
chloramphenicol  daily  along  with  full 
doses  of  sulfadiazine. 

On  the  second  day  the  temperature 
declined  to  98  F.,  and  the  patient  appeared 
more  responsive  to  stimuli  and  verbal 
commands.  On  the  third  day,  however, 
the  temperature  rose  again  to  103  F.  with  a 
pulse  rate  of  92,  and  the  patient  became  less 
responsive.  Physical  signs  were  other- 
wise unchanged  except  for  the  appearance 
of  left  upper  and  lower  extremity  weak- 
ness; there  was  a left  Babinski  sign.  The 
ocular  fundi  were  within  normal  limits. 
A repeat  portable  chest  film  showed  no 


interval  change.  A tracheotomy  was  then 
performed  because  of  copious  retained 
tracheal  secretions  and  respiratory  distress. 

The  following  day  the  patient  was  in 
deep  coma  with  hyperpyrexia  of  106  F. 
A second  lumbar  puncture  again  yielded 
turbid  fluid  with  pressure  of  300  mm.  of 
water.  The  fluid  contained  1,450  white 
cells,  predominantly  polymorphonuclear 
leukocytes  with  protein  content  of  772 
mg.  and  sugar  17  mg.  per  100  ml.  A gram 
stain  did  not  show  any  organisms,  but  the 
culture  again  grew  out  hemolytic  Staph, 
aureus,  coagulase  negative.  The  white 
cell  count  rose  to  49,800  with  89  poly- 
morphonuclear leukocytes  and  11  lympho- 
cytes. On  the  fourth  hospital  day,  sodium 
methicillin  was  added  to  the  previous 
regimen,  and  sulfadiazine  was  discontinued. 
The  following  day  the  temperature  fell  to 
97  F.,  but  the  patient  remained  in  deep 
coma  and  expired  in  spite  of  all  efforts. 

Discussion 

Mardoqueo  I.  Salomon,  M.D.:*  When 
I first  read  over  the  protocol,  it  seemed  to 
be  a straightforward  case  of  a forty-four- 
year-old  alcoholic  individual  who  had 
pneumonia,  possibly  on  the  basis  of  aspira- 
tion, who  developed  an  intracranial  com- 
plication a few  days  later,  possibly  a brain 
abscess  with  adjacent  meningitis.  As  a 
matter  of  fact,  this  could  still  be  the  case. 

However,  a closer  study  of  the  clinical 
and  laboratory  data  raised  certain  ques- 
tions which  made  my  initial  impression 
less  firm.  I must  contend  with  the  fol- 
lowing facts:  To  begin  with,  there  was  a 
period  of  ill  health  a few  weeks  before  the 
acute  episode  that  brought  him  to  the 
hospital.  Also,  a few  days  before  admis- 
sion visual  disturbances  bothered  the  pa- 
tient, an  ominous  sign  in  this  context. 
In  fact,  it  made  me  wonder  whether  the 
intracranial  disease  was  coincident  in  time 
with  the  pneumonia  rather  than  a sequel. 

Another  disturbing  feature  was  the 
recovery  of  a coagulase-negative  staphylo- 
coccus. In  years  past  such  a finding  would 
be  considered  of  no  pathologic  conse- 
quence, but  nowadays,  with  the  advent 
of  antibiotics,  many  of  the  hitherto  inno- 
cent saprophytes  have  disclosed  their  oppor- 

* Attending  Physician,  Knickerbocker  Hospital;  Associate 
Clinical  Professor  of  Medicine,  New  York  Medical  College. 
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tunistic  tendencies  and  their  ecumenic 
invasiveness.  Thus,  the  repeated  recovery 
of  staphylococcus  on  spinal  fluid  culture 
should  not  be  disregarded.  Obviously,  the 
recovery  of  Aerobacter  from  blood  cultures 
is  of  great  etiologic  importance  in  this 
connection.  Parenthetically,  I wish  to 
call  to  your  attention  the  apparent  sensi- 
tivity of  penicillin-resistant  gram-negative 
bacteria  to  massive  doses  of  penicillin,  a 
phenomenon  I have  observed  several  times 
myself,  recently  corroborated  by  Wein- 
stein, Lerner,  and  Chew.1 

May  I now  ask  Dr.  Moynahan  if  we 
may  see  the  x-ray  films? 

Joseph  M.  Moynahan,  M.D.:  We  have 
only  two  chest  x-ray  films  to  consider. 
The  patient  was  too  gravely  ill  to  permit 
detailed  examination  at  any  time.  The 
first  chest  x-ray  film  was  taken  with  the 
patient  in  a supine  position  and  shows  an 
area  of  pneumonic  infiltration  in  the  left 
paracardiac  area  (Fig.  1).  There  is  no 
evidence  of  cavitation  within  the  area. 
The  heart  is  not  enlarged.  The  trachea  is 
in  the  midline.  The  right  lung  field  seems 
clear. 

The  other  film  was  taken  the  following 
day.  I cannot  see  any  significant  change 
in  the  character  or  distribution  of  the 
infiltrate. 

Dr.  Salomon:  Would  a Friedlander’s 

bacillus  infection  progress  more  rapidly? 

Dr.  Moynahan:  Not  necessarily. 

Dr.  Salomon:  I always  like  to  keep  in 
mind  the  possibility  of  fungal  infection, 
such  as  nocardiosis  or  cryptococcosis  when- 
ever both  the  lung  and  the  brain  are  in- 
volved. Unfortunately,  fungi  were  not 
looked  for,  so  I can  neither  confirm  nor 
deny  their  role  here.  Suffice  it  to  say  that 
I do  consider  this  a real  possibility,  es- 
pecially in  an  alcoholic  person  whose  life 
habits  are  more  conducive  to  invasion  by 
somewhat  unorthodox  pathogens.  At  this 
point  let  us  consider  the  neurologic  aspect 
of  the  case. 

I hope  you  will  indulge  me  if  I digress 
and  recall  some  concepts  in  current  neuro- 
physiologic thought.  To  begin  with,  we 
now  know  that  the  pyramidal  system  as 
represented  in  the  prerolandic  cortex,  that 
is,  Brodmann’s  zones  4 and  6,  contains  only 
about  3 per  cent  of  the  cells  which  eventuate 
in  the  peripheral  pyramidal  system;  the 
origin  of  the  great  majority  of  pyramidal 


tract  fibers  remains  unknown. 

Furthermore,  the  maintenance  of  the 
stretch  reflexes,  especially  their  so-called 
bias  setting,  is  largely  under  the  control  of 
the  extrapyramidal  system.  Another  rela- 
tively recently  acquired  item  of  knowledge 
in  this  field  concerns  the  role  of  the  reticular 
activating  system  in  alertness  or  arousal, 
relaxation  or  sleepiness.  In  particular, 
some  impulses  ascending  the  sensory  tracts 
are  transmitted  via  collateral  nerve  fibers 
to  the  mesencephalic  reticular  system. 
Such  impulses  impinge  on  thalamic  pro- 
jection nuclei,  whence  general  alertness 
ensues.  The  now  famous  Papez  circuit 
should  be  mentioned  in  this  connection. 
Essentially  it  consists  of  the  amygdaloid 
bodies  and  the  hippocampus,  old  structures 
in  vertebrates,  both  of  which  receive  stim- 
uli; the  latter  are  transmitted  to  the  fornix, 
to  the  mamillary  bodies  in  the  hypothala- 
mus, and  thence  to  the  thalamus  from  which 
they  travel  to  the  cingulate  gyrus,  then 
returning  to  the  hippocampus,  thus  com- 
pleting a reverberating  circuit.  This  sys- 
tem is  much  more  subject  to  seizures  than 
the  cortex  or  neopallium.  One  final  revolu- 
tionary remark:  It  would  seem  at  present 
that  voluntary  movements  originate  in 
Penfield’s  centroencephalon,  a hitherto 
unknown  structure  in  the  upper  midbrain, 
not,  as  was  formerly  thought,  in  the  “motor 
cortex.”  Returning  to  the  case  in  hand, 
the  presence  of  hemiplegia  indicates  that 
the  lesion,  or  lesions,  were  located  in  the 
right  prerolandic  zone,  thereby  accounting 
for  the  Jacksonian  convulsion  and  the 
positive  Babinski  sign  on  the  left.  A 
cortical  lesion  directly  subjacent  to  the 
meningitic  patch,  assuming  there  was  such 
a patch  rather  than  a diffuse  lesion,  or 
vice  versa,  an  abscess  in  this  area  with  a 
neighboring  meningitis,  could  explain  these 
phenomena. 

Theoretically,  one  could  postulate  that 
a meningitis  was  the  essential  intracranial 
lesion  in  this  patient.  However,  if 
staphylococcus  were  the  pathogen,  it  should 
be  recovered  quite  readily.  The  same  holds 
true  for  Aerobacter.  Nevertheless,  the 
evolution  of  the  disease  process  suggests 
a brain  abscess  approaching  the  surface, 
with  secondary  meningeal  involvement. 
This  would  account  for  the  increasing 
pleocytosis. 

Perhaps  some  of  you  may  wonder  why, 
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FIGURE  2.  Section  through  posterior  basal  seg- 
ment of  lower  lobe  of  left  lung  showing  thick, 
fibrous,  anastomosing  mantle  of  inflammatory 
tissue  surrounding  slightly  dilated  bronchi  and  vas- 
cular structures. 

in  the  presence  of  an  illness  involving 
several  systems,  I have  not  considered  the 
possibility  of  an  angiitis,  for  example, 
Wegener’s  granulomatosis.  Of  course  it  is 
always  difficult  to  rule  out  such  a possi- 
bility. The  disease  may  be  more  protean 
in  its  manifestations  than  we  used  to  think. 2 
However,  the  absence  of  sinusitis  seems 
decisive  enough.  Nor  do  I intend  to  con- 
sider any  of  the  other  diseases  of  small  and 
medium-sized  blood  vessels  that  form  part 
of  this  spectrum,  such  as  polyarteritis, 
Churg-Strauss  disease,  or  Zeek’s  classifica- 
tion. There  simply  isn’t  enough  evidence 
to  lead  me  along  such  a diagnostic  pathway, 
and  there  is  enough  evidence  of  bacterial 
infection  to  make  them  highly  unlikely. 

Another  group  of  disease  which  may 
simulate  parts  of  this  clinical  picture  is 
the  lymphomas,  including  such  treacherous 
entities  as  aleukemic  leukemia.  Again, 
there  is  no  substantive  evidence  to  point 
to  a blood  dyscrasia  in  the  background. 

One  final  remark:  A bronchogenic  car- 
cinoma may  be  lurking  in  the  depths  of 
the  pneumonia  and  a rapid  spread  of  car- 
cinoma to  the  brain  and  elsewhere  might 
have  been  the  cause  of  death.  Such  a 
process  might  account  for  the  low  spinal 
fluid  sugar  values  if  there  were  meningeal 
carcinomatosis.  Furthermore,  if  we  as- 
sume that  this  patient’s  hyponatremia  was 
real  and  can  eliminate  the  common  causes 
of  low  salt,  namely,  cirrhosis,  cardiac  fail- 


FIGURE  3.  (A)  Section  of  saccular  cavity  from  left 
lung  and  surrounding  chronic  obstructive  pneu- 
monitis. (B)  Histologic  sections  of  (A)  showing 
saccular  cavity  lined  by  granulation  tissue  in  lower 
portion,  polypoid  configuration  of  bronchial  mu- 
cosa in  upper  portion,  and  thick  mantle  of  fibrous 
tissue  encompassing  bronchovascular  structures 
(hematoxylin  and  eosin  stain). 

ure,  and  renal  failure,  the  suspicion  of 
carcinoma  might  be  strengthened.3 

However,  time  is  running  out,  and  I 
must  decide.  At  least  I must  offer  a 
probability.  My  first  choice  is  a brain 
abscess  following  a rather  unorthodox 
pneumonia.  My  second  choice  would  be 
a fungal  infection.  Angiitis  or  vasculitis 
in  some  form  is  a poor  third.  Pulmonary 
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FIGURE  4.  Higher  magnification  of  another  cavity 
containing  pus  and  composed  of  wall  of  granula- 
tion and  fibrous  tissue  in  which  no  bronchial 
elements  can  be  identified  (hematoxylin  and 
eosin  stain). 

neoplasm  with  metastases  to  the  brain 
and/or  meninges  is  my  last  escape. 

David  Fine,  M.D.:  I had  the  opportu- 
nity to  follow  this  patient’s  downhill 
course,  and  my  antemortem  impression 
was  that  he  had  a brain  abscess,  probably 
in  the  right  frontoparietal  region.  One 
can  never  be  sure  of  the  pathogenesis  of 
brain  abscesses.  In  the  absence  of  in- 
fection of  the  sinuses  or  the  middle  ear, 
and  with  an  x-ray  film  showing  an  infiltrate 
in  the  lung,  I felt  that  the  brain  abscess 
was  probably  metastatic  from  the  lung. 

Benjamin  E.  Krentz,  M.D.:  Although 
it  is  difficult  to  deny  the  cogency  of  Dr. 
Salomon’s  clinical  reasoning,  there  are  a 
few  loose  ends  which  I cannot  tie  into  the 
picture  satisfactorily.  I am  a little  dis- 
turbed by  the  time  sequence.  There  was 
a history  of  visual  difficulties  a few  days 
before  admission.  The  nature  of  these  vis- 
ual symptoms  was  not  clearly  defined,  prob- 
ably because  the  history  was  obtained  from 
the  patient’s  friends  who  accompanied  him 
to  the  hospital.  Could  he  have  had  a 
serious  intracerebral  infection  for  these 
few  days,  sufficiently  severe  to  produce 
headache,  fever,  coma,  and  generalized 
seizures,  and  yet  develop  a brain  abscess 
while  in  the  hospital?  I think  we  must 


FIGURE  5.  Section  of  bronchial  wall  which  com- 
municates with  cavity  in  Figure  3 (B),  showing 
chronic  active  inflammation  and  squamous  meta- 
plasia of  lining  (hematoxylin  and  eosin  stain  X 195). 

put  the  onset  of  his  intracerebral  infection 
back  to  when  the  visual  disturbances 
developed.  Yet,  if  it  began  at  this  time, 
certainly  the  findings  in  the  spinal  fluid 
on  admission  are  not  striking;  they  are 
much  less  severe  than  I would  expect  with 
a large  brain  abscess.  I am  not  certain 
of  the  nature  of  the  infectious  agent;  it 
might  well  have  been  one  of  the  less  com- 
mon pathogens,  particularly  in  a patient 
with  a strong  history  of  alcoholism.  I 
think  the  pathologists  may  well  have  a 
surprise  in  store  for  us. 

Thomas  Silverberg,  M.D.:  Coagu- 

lase-negative  staphylococci  are  not  usu- 
ally pathogenic,  but  they  may  become  so 
under  special  circumstances,  and  more  and 
more  cases  are  being  reported.  This  form 
of  Staphylococcus  is  potentially  dangerous 
both  in  the  newborn  and  in  the  debilitated 
patient,  and  we  must  certainly  consider 
the  chronic  alcoholic  patient  as  debilitated 
in  terms  of  his  resistance  to  bacterial  in- 
fection. It  is  a bit  difficult  to  explain  two 
negative  blood  cultures  with  a third  positive 
for  Aerobacter.  It  certainly  does  not  sug- 
gest a virulent  bacteremia,  more  likely  an 
intermittent  one.  If  we  accept  the  pres- 
ence of  a gram-negative  bacillus  in  the 
blood  stream  and  a gram-positive  coccus  in 
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FIGURE  6.  (A)  Section  of  bronchial  wall  as  in 
Figure  4,  showing  excessive  amount  of  smooth 
muscle  (hematoxylin  and  eosin  stain  X 80).  (B) 
Section  of  bronchial  wall  as  in  Figure  4,  showing 
excessive  amount  of  elastic  tissue  (Verhoeff-Van 
Gieson’s  stain  X 65).  (C)  Section  of  bronchial 
wall  as  in  Figure  4,  showing  polypoid  mucosal 
projections  composed  of  granulation  tissue  (hema- 
toxylin and  eosin  stain). 

the  spinal  fluid,  we  must  infer  that  the 
pulmonary  infection  contained  mixed  flora. 
While  unitary  hypotheses  are  easier  to 
discuss  and  possibly  more  satisfactory  in 
terms  of  didactic  exercises,  we  must  rec- 
ognize that  mixed  infection  in  vivo  is  by 
no  means  uncommon. 

Michael  S.  Bruno,  M.D.:  Hematog- 

enous spread  of  disease  from  the  lung  to 
the  brain  is  commonplace  in  both  neoplasm 
and  in  necrotizing  infection.  Probably 
the  most  common  route  of  spread  is  by  the 
vertebral  venous  plexus.  This  is  a special 
system  characterized  by  low  pressure  and 
high  flow.  Because  of  the  low  pressure, 
a gradient  often  develops  between  the 
systemic  venous  system  and  the  vertebral 
plexus.  This  gradient  can  be  abruptly 
accentuated  by  the  Valsalva  maneuver  or 
by  the  act  of  coughing.  Ergo,  any  patient 
with  pulmonary  disease  accompanied  by 
cough  runs  the  considerable  risk  of  cerebral 
spread. 


Clinical  diagnoses 

1.  Brain  abscess  with  meningitis 

2.  Suppurative  pulmonary  disease 

Dr.  Salomon's  diagnoses 

1.  Brain  abscess  secondary  to  pneumonia , 
? bacterial,  ??  mycotic 

2.  ??  Systemic  arteritis,  type  unspecified 

Pathologic  report 

John  Kwittken,  M.D.:  At  necropsy 

the  posterior  basal  segment  of  the  lower 
lobe  of  the  left  lung  was  the  seat  of  a 
chronic  inflammatory  process  (Fig.  2). 
The  large,  medium-sized,  and  small  bronchi 
of  this  segment  were  dilated  and  surrounded 
by  a thick  anastomosing  mantle  of  inflam- 
matory tissue  into  which  the  larger  vascular 
structures  were  incorporated.  The  bronchi 
were  filled  with  thick,  yellowish -gray, 
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FIGURE  7.  Section  of  polypoid  mucosal  projection 
as  in  Figure  6 (B),  showing  excessive  amount  of 
elastic  tissue  (Verhoeff-Van  Gieson’s  stain  X 60). 


purulent  exudate  and  ended  blindly  in  a 
number  of  saccular  cavities  lined  by  soft, 
reddish-tan  granulation  tissue  (Fig.  3). 
The  smaller  bronchi  and  bronchioles  beyond 
these  points  were  obliterated.  Whereas 
the  walls  of  the  cavities  (Fig.  4)  were  com- 
posed of  granulations  and  fibrous  tissue 
with  no  identifiable  bronchial  wall  elements, 
the  proximal  communicating  bronchi  dis- 
played, in  general,  diffuse  chronic  active 
inflammation  with  intact  metaplastic  epi- 
thelial linings  (Fig.  5),  excessive  amounts  of 
both  smooth  muscle  (Fig.  6A)  and  elastic 
tissue  (Fig.  6B),  as  well  as  polypoid  mucosal 
projections  (Fig.  6C)  which  were  composed 
of  granulation  tissue  and  elastic  fibers  (Fig. 

7) .  The  surrounding  parenchyma  showed 
a chronic  obstructive  pneumonitis  char- 
acterized by  fibrosis,  lipid-laden  intra- 
alveolar  macrophages,  and  a dense  in- 
filtration, predominantly  lymphocytic  (Fig. 

8) .  Although  the  broth  culture  of  the 
suppurative  pulmonary  process  contained 
abundant  gram-positive  cocci,  only  Bacillus 
pyocyaneus  could  be  isolated. 

The  right  and  left  lungs  weighed  660  and 
1,030  Gm.  respectively,  and,  apart  from 
the  pathologic  process  in  the  lower  lobe  of 
the  left  lung  just  described,  showed  pulmo- 
nary congestion  and  edema  with  super- 
imposed scattered  foci  of  terminal  bron- 
chopneumonia. Both  pleural  cavities  ex- 
hibited fine  fibrous  adhesions,  and  200  cc. 
of  clear  fluid  were  present  on  the  left. 

The  brain  was  wet  and  swollen,  weighing 
1,430  Gm.  The  leptomeninges  were  dif- 
fusely injected  and  translucent  except  on 


FIGURE  8.  Section  of  surrounding  parenchyma 
showing  fibrous,  lymphocytic  infiltrates  and  fat- 
laden intra-alveolar  macrophages  (hematoxylin 
and  eosin  stain  X 65). 

the  dorsal  aspect  of  the  occipital  lobes 
where  they  were  thickened  by  a yellowish- 
grey  suppurative  exudate.  On  reflecting 
the  meninges,  the  area  of  exudation  was 
found  to  communicate  with  underlying 
abscesses,  one  in  each  cerebral  hemisphere. 
Each  of  these  abscesses  measured  4 cm.  in 
greatest  diameter;  the  one  on  the  right 
(Fig.  9A)  involved  the  dorsomedial  aspect 
and  extended  to  within  1 cm.  of  the  occipital 
pole;  the  one  on  the  left  (Fig.  9B)  involved 
the  dorsolateral  aspect  and  extended  to 
within  2 cm.  of  the  occipital  pole.  The 
surrounding  parenchyma  was  edematous 
and  hemorrhagic.  The  visual  cortices  were 
bilaterally  thickened  and  edematous  but 
were  not  directly  involved  in  the  suppura- 
tive process.  Staphylococcus  epidermidis 
was  cultured  from  the  brain  abscesses. 
Microscopic  examination  showed  the  ab- 
scesses to  be  acute,  filled  with  pus,  and 
surrounded  by  necrotic,  focally  hemorrhagic 
walls  which  were  intensely  inflamed  (Fig. 
10). 

Except  for  a moderate  degree  of  cardiac 
hypertrophy  (435  Gm.)  limited  to  the  left 
ventricle,  no  other  significant  gross  or 
microscopic  lesions  were  found. 

Although  bronchiectasis  was  first  de- 
scribed by  Laennec  in  1819,  its  pathogenesis 
still  remains  unresolved.4  It  is  generally 
accepted  that  weakening  of  the  bronchial 
walls  by  chronic  inflammation  is  the  most 
important  single  cause.  None  of  the 
classifications  of  bronchiectasis  is  satis- 
factory. However,  the  present  case  ap- 
pears to  fall  clinically  and  pathologically 
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FIGURE  9.  (A)  Cross  section  of  right  occipital  lobe  showing  abscess  on  dorsomedial  aspect;  calcarine 
fissure  is  immediately  above  left  upper  corner  of  label.  (B)  Cross  section  of  left  occipital  lobe  showing 
abscess  on  dorso-lateral  aspect;  calcarine  fissure  is  immediately  above  left  upper  corner  of  label. 


within  the  saccular  variety  of  postinfectious 
bronchiectasis  as  categorized  by  Whit  well. 5 
According  to  him,  squamous  metaplasia 
and  polypoid  configuration  of  the  bronchial 
mucosa,  as  shown  in  the  present  case,  are 
the  distinguishing  features  of  this  type. 

A single  disturbing  feature,  however,  is 
the  enormous  amount  of  elastic  tissue  that 
was  demonstrated  within  the  walls  of  the 
affected  bronchi.  Apparently,  this  is  not 
found  in  WhitwelTs  type  of  saccular,  post- 
infectious  bronchiectasis.  Could  we  be 
dealing  with  a form  of  congenital  bron- 
chiectasis or  congenital  cystic  disease  of 
the  lung — these  terms  are  considered  synon- 
ymous by  many  observers — with  a super- 
imposed chronic  infectious  process?  A 
few  years  ago  I had  the  opportunity  to 
study  the  lungs  of  two  newborn  infants 
with  congenital  cystic  disease,  both  of 
whom  displayed  excessive  amounts  of 
elastic  tissue  and  smooth  muscle  in  the 
walls  of  the  cysts  lined  by  bronchial-type 
epithelium  as  well  as  polypoid  mucosal 
projections.6  In  other  words,  this  case 
may  possibly  represent  a forme  fruste  of 
congenital  cystic  disease  of  the  lung, 
localized  to  a relatively  small  portion  of 
the  total  pulmonary  mass,  which  only 
became  clinically  manifest  in  adult  life 
because  of  superimposed  infection. 

Chronic  bronchiectasis  involves  the  lower 
lobes  more  frequently  than  the  upper  lobes. 
The  posterior  basal  segment  is  the  area 
most  frequently  affected.4  Paranasal  si- 
nusitis is  present  in  a majority  of  pa- 


FIGURE  10.  Section  through  left  occipital  lobe 
abscess  (hematoxylin  and  eosin  stain). 


tients.5-7-8  Intracranial  abscess  is  a fatal 
complication  in  about  20  per  cent  of  cases.8 
Such  a complication  was  the  immediate 
cause  of  death  in  the  present  case. 

Final  anatomic  diagnoses 

1.  Chronic  suppurative  bronchiectasis , 
posterior  basal  segment , lower  lobe  of  left 
lung 

2.  Acute  brain  abscesses,  occipital  lobes , 
bilateral 

3.  Suppurative  meningitis,  occipital  area 

4.  Cerebral  edema 

5.  Chronic  obstructive  pneumonitis , lower 
lobe  of  left  lung 

6.  Acute  bronchopneumonia,  bilateral, 
terminal 
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7.  Acute  pulmonary  edema , terminal 

8.  Cardiac  hypertrophy,  left  ventricle 
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First  “PKU  baby”  found 

The  first  “PKU  baby”  found  through  blood 
tests  made  by  the  City  of  New  York  Depart- 
ment of  Health  is  now  being  treated  in  Bellevue 
Hospital  to  prevent  the  infant  from  becoming 
mentally  retarded,  George  James,  M.D.,  Com- 
missioner of  the  Department  of  Health,  has 
announced. 

Since  the  first  of  the  year,  under  terms  of  a 
new  State  law,  Health  Department  laboratories 
have  been  making  blood  tests  on  newborn 
infants  to  find  if  they  are  suffering  from  phenyl- 
ketonuria. The  State  law  requires  that  every 
infant  born  in  New  York  State  be  given  a blood 
test  to  find  if  it  has  PKU.  Since  January  1, 
1965,  Health  Department  laboratories  have 
been  making  PKU  blood  tests  on  newborn 
infants  at  the  rate  of  about  3,000  a week. 

The  infant  now  being  treated  at  Bellevue  is 
the  first  positive  case  found  under  this  program. 
Expert  estimates  on  the  incidence  of  PKU 
range  from  one  case  in  10,000  newborn  infants  to 
one  in  40,000.  This  disease  results  from  a 
congenital  defect  in  the  blood  and  can,  if  it  re- 
mains undetected,  lead  to  the  retardation  of 
brain  development.  However,  if  detected  early 
enough,  mental  retardation  can  be  prevented  by 
treatment  which  requires  hospitalization  of  the 
infant  and  then  keeping  the  infant  on  a rigid 
diet  low  in  phenylalanine. 
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The  tests  made  in  the  Bureau  of  Laboratories 
of  the  Health  Department  are  a screening  pro- 
cedure which  uncovers  children  who  may  have 
PKU.  This  screening  procedure  consists  of  two 
tests:  The  first,  a bacteriologic  technic  called 

the  “Guthrie  test,”  is  performed  on  the  blood  of 
all  infants  bom  in  the  city.  Where  positive 
results  are  found  on  this  test,  a second  micro- 
chemical analysis  must  be  performed  on  blood 
samples.  Where  both  the  Guthrie  and  micro- 
chemical tests  are  positive,  the  infant  is  con- 
sidered a “presumptive  positive,”  and  deter- 
mination of  whether  it  actually  has  PKU  re- 
quires further  clinical  and  laboratory  studies. 
Experience  indicates  that  the  majority  of  these 
“presumptive  positives”  will  turn  out  not  to  be 
suffering  from  PKU. 

At  present  Bellevue  is  the  only  hospital  in 
New  York  City  which  is  prepared  to  make  the 
final  PKU  determination  and  treat  such  chil- 
dren. Basic  nutritional  research  underlying 
the  treatment  used  at  Bellevue  has  been  con- 
ducted by  L.  Emmett  Holt,  Jr.,  M.D.,  professor 
of  pediatrics  at  New  York  University  School  of 
Medicine,  and  Selma  E.  Snyderman,  M.D., 
associate  professor  of  pediatrics  at  New  York 
University  School  of  Medicine.  Their  work  on 
PKU  and  other  congenital  conditions  which  can 
lead  to  mental  retardation  was  financed  by 
grants  from  the  Health  Research  Council,  a 
unit  of  the  Department  of  Health. 
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Improper  Filling 
of  Kettle-Type  Vaporizers 


M ishaps  originating  in  anesthetic  equip- 
ment  may  result  not  only  from  mechanical 
failure  but  also  from  operator  carelessness 
or  ignorance  of  the  limitations  of  the  appa- 
ratus. The  following  case  reports  illustrate 
technical  errors  introduced  during  the  filling 
of  vaporizers  of  the  “kettle”  type. 

Case  reports 

Case  1.  A four-year-old  boy  was  admitted 
to  the  hospital  for  tonsillectomy  and  adenoidec- 
tomy.  He  was  in  good  general  health,  weighing 
44  pounds,  with  systolic  blood  pressure  110  mm. 
Hg,  diastolic  75,  pulse  92,  and  hemoglobin  12.8 
Gm.  per  100  ml.  Ninety  minutes  prior  to  the  in- 
duction of  anesthesia,  he  was  given  secobarbital 
50  mg.  and  scopolamine  0.3  mg.  intramuscularly. 
In  the  anesthesia  room  he  was  calm  and  re- 
ported his  mouth  felt  dry.  Anesthesia  was  in- 
duced gently  with  a vinyl  ether  (Vinethene)- 
ether  sequence,  using  the  open  drop  technic, 
while  oxygen  was  being  administered  through  a 
catheter  inserted  under  the  mask.  The  heart 
sounds,  monitored  with  a precordial  stetho- 
scope, remained  of  good  quality  at  a rate  of 
about  100  per  minute.  A 5.5-mm.  Portex  endo- 
tracheal tube  was  inserted  with  ease.  Anes- 
thesia was  then  maintained  with  a mixture  of 
nitrous  oxide  and  oxygen  at  flow  rates  of  3 and 
2 L.  per  minute  respectively,  using  a semiclosed 
carbon  dioxide  absorbing  system.  A “copper 
kettle”  vaporizer  was  used  to  add  halothane  to 

Presented  and  discussed  at  a conference  held  at  Columbia- 
Presbyterian  Medical  Center,  New  York  City,  December  7, 
1964.  Clinical  Anesthesia  Conferences  are  held  on  the  first 
Monday  of  each  month. 


the  mixture  in  calculated  concentrations  of  1 to 
1.5  per  cent. 

Within  three  minutes  of  changing  anesthetic 
systems  the  heart  rate  began  to  slow.  The 
heart  sounds  soon  became  imperceptible,  and 
the  blood  pressure  disappeared.  Closed  chest 
cardiac  massage  was  begun,  the  anesthetic 
agents  were  turned  off,  and  a high  flow  of  pure 
oxygen  was  administered.  While  ventilating 
the  patient’s  lungs  with  what  was  presumed  to 
be  100  per  cent  oxygen,  a strong  and  unmistak- 
able odor  of  halothane  was  detected.  Without 
stopping  to  locate  and  correct  the  fault  in  the 
equipment,  another  anesthesia  machine  was 
quickly  substituted.  Spontaneous  heart  action 
returned  within  four  minutes,  appearing  in  the 
electrocardiographic  monitor  as  a pronounced 
sinus  arrhythmia.  By  mutual  consent  the 
operation  was  cancelled  and  the  patient  brought 
to  the  recovery  room.  He  awoke  after  two 
hours  with  no  obvious  untoward  sequelae. 

It  was  determined  meanwhile  that  the 
vaporizer  on  the  original  anesthesia  machine  had 
been  filled  above  the  indicated  maximum  safe 
level.  As  a result,  liquid  halothane  had  spilled 
over  into  the  main  gas  stream  when  the  vapor- 
izer control  was  turned  to  the  “on”  position. 
During  the  subsequent  resuscitation,  instead  of 
pure  oxygen,  the  patient  had  been  receiving  oxy- 
gen containing  an  unwanted  concentration  of 
halothane. 

Case  2.  A twenty-nine-year-old  male  with  a 
ten-year  history  of  asthma  was  scheduled  to 
undergo  gastrectomy  for  a duodenal  ulcer.  His 
weight  was  165  pounds,  systolic  blood  pressure 
130  mm.  Hg,  diastolic  70,  pulse  75,  and  hemat- 
ocrit 35.  He  received  secobarbital  100  mg., 
meperidine  (Demerol)  hydrochloride  75  mg., 
and  atropine  0.5  mg.  intramuscularly  fifty  min- 
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utes  prior  to  the  induction  of  anesthesia.  In 
view  of  an  acute  attack  of  wheezing  in  the  hos- 
pital three  days  earlier,  halothane  was  selected 
as  the  primary  anesthetic  agent.  Anesthesia 
was  induced  with  halothane,  nitrous  oxide,  and 
oxygen  by  face  mask  in  a semiclosed  system. 

Following  the  administration  of  succinyl- 
choline  100  mg.  intravenously  and  the  applica- 
tion of  lidocaine  (Xylocaine)  hydrochloride  4 
per  cent  by  topical  spray  to  the  vocal  cords,  a 
10-mm.  endotracheal  tube  was  inserted  and  the 
cuff  inflated  with  6 cc.  of  air.  A brief  episode  of 
wheezing  was  noted  during  induction  and  again 
at  the  start  of  the  operation  but  cleared  with 
additional  halothane.  In  the  next  hour,  how- 
ever, it  became  apparent  that  despite  the  use  of 
halothane  in  concentrations  calculated  to  range 
from  3 to  4 per  cent,  the  patient  continued  to 
show  signs  of  light  anesthesia,  such  as  tachy- 
cardia, hypertension,  and  lacrimation;  and 
movement  despite  repeated  doses  of  d-tubo- 
curarine.  When  questioned,  the  anesthesiol- 
ogist stated  that  he  had  personally  refilled  the 
halothane  vaporizer  that  morning.  The  con- 
sultant wondered  if  some  ether  might  have  been 
present  in  the  chamber  when  this  was  done. 
The  reservoir  was  drained  into  a bottle,  which 
then  emitted  only  a mild  odor  of  halothane. 
Not  satisfied,  the  consultant  poured  a few  drops 
into  the  palm  of  his  hand  and  allowed  them  to 
evaporate:  the  odor  of  ether  was  unmistakable. 
The  vaporizer  was  refilled  with  fresh  halothane, 
whereupon  satisfactory  anesthesia  was  easily 
maintained  with  the  addition  of  a 1 per  cent 
concentration  of  halothane  to  the  gas  mixture 
being  delivered.  The  operation  was  completed 
uneventfully. 

Comment 

In  the  kettle  type  of  vaporizer,  a metered 
flow  of  oxygen  is  bubbled  through  a reser- 
voir containing  liquid  anesthetic.  The 
carrier  oxygen  emerges  very  nearly  satu- 
rated with  the  vapor  of  the  volatile  agent. 
Knowing  the  temperature  and  the  tem- 
perature-vapor pressure  curve  for  the  anes- 
thetic liquid,  the  volume  of  vapor  emerging 
from  the  vaporizer  can  be  calculated.1 
The  amount  of  dilution  by  main-stream  gas 
then  gives  the  final  concentration  being 
delivered  to  the  patient.  The  actual  vapor 
output  is  very  close  to  the  predicted  value 
since  the  kettle  is  a highly  reliable  and 
efficient  form  of  vaporizer.  Consequently, 
as  ordinarily  used,  no  modification  short  of 
application  of  heat  can  be  expected  to 
produce  a higher  output  concentration.2 

The  fluid  level  indicator  on  each  of  the 
several  makes  of  kettle  vaporizers  available 
is  labeled  “full,”  “maximum  safe  level,”  or 


the  equivalent,  at  the  upper  end  of  the 
scale.  Overfilling  the  reservoir  chamber 
may  result  in  spillage  of  liquid  anesthetic 
into  the  carrier  oxygen  line.  Here  it  re- 
mains, undetected,  until  the  vaporizer  is 
turned  to  the  “on”  position.  The  liquid  is 
then  literally  dumped  into  the  main  gas 
line  leading  to  the  patient.  The  result  can 
be  extremely  hazardous,  as  illustrated  in 
Case  1.  Not  only  was  an  excessive  and 
uncontrolled  concentration  of  vapor  de- 
livered, with  prompt  and  unexpected  car- 
diovascular collapse,  but  the  subsequent 
resuscitation  was  dangerously  hampered. 
Only  when  the  liquid  halothane  had  been 
thoroughly  flushed  out  of  the  main  gas 
stream  was  the  machine  usable  again.  All 
of  this  resulted  from  the  error  of  overfilling 
the  kettle  vaporizer. 

A second  filling  error  concerns  the  nature 
of  the  liquid  placed  in  the  reservoir.  Va- 
porizers possess  no  automatic  safety  device, 
such  as  pin-indexing,  which  prevents 
mix-up  of  gas  cylinders  on  the  anesthesia 
machine.  The  anesthesiologist  must  ac- 
cept sole  responsibility  for  exercising  all 
precautions  against  error.  He  should  per- 
sonally fill  and  label  the  vaporizer  chamber 
with  the  anesthetic  liquid  of  his  choice  or 
supervise  another  acting  for  him.  Liquid 
already  present  in  the  chamber,  labeled  or 
not,  should  be  suspect  until  its  nature  has 
been  verified.  This  requires  opening  the 
petcock  which  drains  the  reservoir,  spilling 
a few  drops  of  liquid  into  the  palm  of  one’s 
hand,  and  identifying  the  agent  by  smell. 
Unless  this  recognition  is  unquestionable, 
the  vaporizer  should  be  completely  emptied 
and  refilled  from  a known  source  before 
using. 

The  error  cited  in  Case  2 involved  dilu- 
tion of  a highly  potent  anesthetic  (halo- 
thane) by  one  less  potent  (ether).  This 
hampered  anesthetization  but  was  fortu- 
nately not  threatening  to  the  patient. 
Other  examples  can  be  more  deadly,  for 
example,  halothane  in  a vaporizer  thought 
to  contain  methoxyfluorane.  Such  care- 
lessness is  inexcusable. 
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T he  triad  of  pericarditis,  pleuritis,  and 
pneumonitis  within  the  wake  of  an  acute 
myocardial  infarction  was  first  described 
by  Dressier  in  1956. 1 Hemorrhagic  effu- 
sion into  the  pericardium  or  pleural  space  is 
a fairly  constant  accompaniment  of  this 
triad.  Because  of  its  close  relation  to  an 
episode  of  coronary  occlusion  with  myo- 
cardial infarction,  it  has  been  labeled  the 
“postmyocardial  infarction  syndrome.” 
Originally,  it  was  observed  between  the 
fourth  and  tenth  day  after  the  acute  coro- 
nary attack,  but  subsequently  Dressier  and 
Leavitt2  and  Gelfand3  have  reported  its 
occurrence  many  months  later. 

Recently,  we  encountered  a patient  with 
recurrent  episodes  of  fever,  chest  pain,  and 
hemorrhagic  pleural  effusion  developing 
two  weeks  after  a myocardial  infarction 
who  presented  a puzzling  diagnostic  prob- 
lem. The  purpose  of  this  report  is  to 
describe  this  case  and  call  attention  to  the 
difficulty  in  differentiating  the  postmyo- 
cardial infarction  syndrome  from  an  acute 
pulmonary  infarct. 

Case  report 

The  patient,  a sixty-four-year-old  white 
woman,  was  admitted  to  the  University 


Hospital  on  September  14,  1962,  because  of 
recurrent  fever  and  left  pleural  effusion. 

History.  The  patient  had  been  in  good 
health  prior  to  her  admission  to  the 
Hamilton  Avenue  Hospital  in  Monticello, 
New  York,  on  June  22,  1962,  for  the  re- 
moval of  bunions  of  both  feet.  On  the 
twelfth  postoperative  day,  she  experienced 
a severe  pain  in  the  left  chest  radiating  to 
the  back,  which  required  the  injection  of 
meperedine  hydrochloride  (Demerol)  for 
relief.  An  electrocardiogram  taken  that 
day  confirmed  the  diagnosis  of  posterior- 
wall  infarct.  For  the  first  few  days,  the 
clinical  course  was  characterized  by  fever, 
hypotension,  and  atrial  fibrillation.  She 
was  treated  with  warfarin  sodium  (Cou- 
madin), oxygen,  digitalis,  and  metaraminol 
(Aramine)  and  improved  considerably. 

At  the  end  of  the  second  week,  the  pa- 
tient had  another  episode  of  severe  left- 
sided chest  pain,  with  a temperature  eleva- 
tion to  101.2  F.  Examination  of  the  heart 
at  this  time  did  not  disclose  any  significant 
abnormalities  other  than  the  original  sys- 
tolic murmur  noted  on  admission.  An  elec- 
trocardiogram at  this  time  demonstrated 
evolutionary  changes  of  the  original  pos- 
terior-wall infarct  but  no  evidence  of  any 
acute  damage  or  arrhythmia.  The  lungs 
were  clear.  The  white  blood  count  was 
normal,  but  the  sedimentation  rate  was 
elevated  to  70  mm.  per  minute  (Westergen). 
The  results  of  a urinalysis  were  normal. 
She  received  75  mg.  of  meperidine  hydro- 
chloride intramuscularly  for  relief  of  the 
pain. 

Although  the  patient  appeared  improved, 
the  fever  continued,  ranging  between  100 
to  101  F.  for  another  week.  On  July  27 
she  developed  dyspnea,  recurrent  fever, 
and  left  pleuritic  pain.  Physical  examina- 
tion disclosed  displacement  of  the  apical 
impulse  to  the  left  of  the  midclavicular 
line,  a Grade  II  systolic  murmur  at  the  apex 
(formerly  heard),  atrial  fibrillation,  and 
dullness  to  percussion  at  the  left  base  pos- 
teriorly. An  x-ray  film  of  the  chest  dem- 
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onstrated  cardiomegaly  and  a left  pleural 
effusion.  She  was  considered  to  have  a 
pulmonary  infection  and  was  treated  with 
tetracycline,  oxygen,  and  quinidine.  The 
warfarin  sodium  was  discontinued.  On 
August  7 her  temperature  became  normal, 
and  the  heart  reverted  to  normal  sinus 
rhythm.  All  medications  were  therefore 
canceled,  and  she  was  discharged  on  August 
13,  1962,  feeling  well. 

However,  within  a fortnight  she  was 
admitted  to  another  hospital,  the  Monti- 
cello  Hospital,  because  of  recurrence  of 
fever,  cough  and  pain  in  the  left  side  of  the 
chest  of  two  days  duration.  Physical  ex- 
amination at  this  time  revealed  dullness  in 
the  left  side  of  the  chest,  with  diminished 
breath  sounds.  The  heart  disclosed  some 
enlargement  by  percussion,  a regular  sinus 
rhythm,  and  a systolic  murmur  at  the 
apex.  An  x-ray  examination  of  the  chest 
confirmed  the  presence  of  a left  pleural 
effusion.  She  was  treated  with  antibiotics 
without  a favorable  response.  On  Septem- 
ber 10  a thoracentesis  was  performed,  and 
300  cc.  of  hemorrhagic  fluid  were  removed. 
The  fluid  was  sent  to  the  New  York  State 
Department  of  Health  Laboratory  for 
cytologic  examination,  but  no  tumor  cells 
could  be  found.  Four  days  later,  the  pa- 
tient was  transferred  to  the  University 
Hospital  in  New  York  City. 

Present  Admission.  Physical  findings 
on  admission.  On  admission  to  Univer- 
sity Hospital  the  patient  appeared  chroni- 
cally ill,  with  evident  weight  loss.  The 
blood  pressure  was  130/80,  the  pulse  80 
and  regular,  respiration  18  per  minute, 
and  the  temperature  100  F.  The  heart 
was  slightly  enlarged  to  the  left  by  percus- 
sion. There  was  a soft  systolic  murmur 
heard  at  the  apex.  There  was  no  gallop 
rhythm,  nor  was  a pericardial  friction  rub 
audible.  There  was  dullness  to  percussion 
in  the  left  base,  with  diminished  breath 
sounds,  egophony,  and  moist  rales.  The 
right  lung  field  was  clear  to  percussion  and 
auscultation.  The  abdomen  was  soft,  and 
no  masses,  tenderness,  or  organ  edges  could 
be  felt.  The  extremities  showed  no  signs  of 
edema  or  inflammation,  but  several  varicos- 
ities were  apparent.  There  was  no  calf 
tenderness,  and  the  Homan’s  sign  was 
negative.  Scars  from  the  recent  bunion 
operation  were  well  healed. 

Laboratory  findings  on  admission.  Labo- 


ratory studies  on  admission  showed  a hemo- 
globin of  10.8  Gm.;  a red  cell  count  of 
3.2  million;  a white  blood  count  of  9,550, 
with  a normal  differential;  and  a sedimen- 
tation rate  of  114  mm.  per  minute 
(Westergren).  The  blood  urea  nitrogen 
was  20  mg.;  sodium  152,  potassium  5.6, 
chlorides  99.3,  and  carbon  dioxide-combin- 
ing power  30.6  mEq.  per  liter.  The  cal- 
cium was  10.5,  phosphorus  3.4,  and  uric 
acid  4.5  mg.  The  serum  glutamic  oxalo- 
acetic transaminase  was  10  and  the  serum 
glutamic  pyruvic  transaminase  was  7. 
The  lupus  erythematosus  preparation, 
febrile  agglutinins,  streptococcus  M.G., 
cold  agglutinins,  and  antistreptolysin  titer 
were  all  within  normal  limits.  The  urine 
disclosed  a trace  of  albumin,  no  sugar, 
a moderate  number  of  white  blood  cells, 
and  an  occasional  hyaline  cast. 

An  electrocardiogram  revealed  a QS 
complex  in  lead  3 and  an  aVf  compatible 
with  a previous  inferior-wall  infarct  (Fig. 
1).  Roentgen  examination  of  the  chest 
demonstrated  slight  enlargement  of  the 
heart  in  the  transverse  diameter  and  some 
tortuosity  of  the  ascending  aorta,  as  well  as 
a left  basilar  pleural  effusion  (Fig.  2). 

Course  of  the  illness.  A left  thoracentesis 
was  performed  on  September  24,  and  530 
cc.  of  a blood-tinged  fluid  were  removed. 
A cell  block  of  this  fluid  showed  a number 
of  mesothelial  cells  without  atypical  nuclei. 
Cultures  for  fungi,  tuberculosis,  and  pyo- 
genic organisms  were  reported  negative. 
The  lactic  dehydrogenase  of  the  effusion 
fluid  was  185  units,  whereas  that  of  the 
blood  was  280  units.  The  effusion  cleared 
within  a week,  but  ten  days  later  the  pa- 
tient again  complained  of  pain  in  the  left 
chest  which  was  aggravated  on  breathing 
and  motion.  This  was  associated  with 
chills  and  a rise  of  temperature  to  102  F. 
Physical  signs  at  this  time  consisted  of 
dullness  to  percussion  in  the  left  base  pos- 
teriorly, diminished  breath  sounds  over 
this  area,  and  a pleural  friction  rub  in  the 
posterior  axillary  region.  An  x-ray  film  of 
the  chest  confirmed  the  presence  of  fluid  in 
the  left  base.  Numerous  blood  cultures 
were  again  drawn  and  reported  negative, 
and  serial  transaminase  determinations 
were  well  within  normal  limits.  The 
serum  bilirubin  was  0.8  mg.  Another 
electrocardiogram  was  taken  and  showed 
that  no  acute  damage  had  occurred. 
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STANDARDIZATION.  I MV,  EQUALS  10  MM. 

FIGURE  1.  Admission  electrocardiogram  showing  QS  complex  in  lead  3 and  an  aVf  compatible  with  poste- 
rior-wall infarct. 


FIGURE  2.  Roentgenogram  of  chest  showing  en- 
largement of  heart,  tortuosity  of  ascending  aorta, 
and  left  basilar  pleural  effusion. 


Within  a few  days  the  fever  disappeared, 
and  the  patient  improved.  Within  a week, 


however,  a day  before  discharge  was  con- 
templated, another  episode  of  chills,  fever, 
and  chest  pain  worse  on  breathing  and 
motion  appeared.  At  this  time  a trial  of 
10  mg.  of  prednisolone  four  times  daily  was 
made.  Within  twenty -four  hours  the  tem- 
perature and  symptoms  declined  dramat- 
ically. The  patient  was  continued  on 
steroids  for  ten  days  and  discharged  feeling 
well. 

While  at  home,  the  patient  continued  to 
take  20  mg.  of  prednisolone  for  another 
week,  after  which  time  the  dose  was  grad- 
ually reduced.  From  then  on  she  con- 
tinued in  good  health,  without  recurrence 
of  symptoms  or  signs  of  effusion. 

Comment 

A febrile  episode  associated  with  chest 
pain  arising  within  a short  period  after  an 
acute  myocardial  infarct  causes  consider- 
able anxiety  and  concern  both  to  the  pa- 
tient and  the  physician.  The  question 
whether  this  clinical  state  represents  a new 
coronary  episode,  a pulmonary  infarct,  an 
intercurrent  systemic  infection,  a post- 
myocardial  infarction  syndrome,  or  some 
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other  disease  process  that  smolders  crypti- 
cally is  difficult  to  answer  at  first  glance. 

The  development  of  a new  coronary  in- 
sult or  extension  of  the  original  one  often 
can  be  determined  by  an  alteration  of  the 
electrocardiogram  and  rise  in  the  trans- 
aminase levels.  An  infectious  process  in 
the  lungs  or  kidneys  can  be  recognized  by 
the  demonstration  of  a pathogenic  organism 
in  the  sputum  or  urine.  Blood  cultures 
will  either  confirm  or  negate  a serious 
blood-borne  infection.  Repeated  roent- 
genographic  studies  of  the  lungs  or  other 
parts  of  the  body  will  soon  demonstrate 
evidence  of  an  existing  neoplasm.  How- 
ever, the  two  conditions  most  difficult  to 
separate  and  identify  are  a postmyocardial 
infarction  syndrome  and  a pulmonary 
infarct.  The  reason  for  this  is  that  they 
may  resemble  each  other  clinically,  and 
their  timing  is  identical.  It  is  extremely 
important  to  differentiate  the  two,  since 
their  prognosis  and  treatment  are  dia- 
metrically opposed.  The  former  is  quite 
benign  and  requires  cessation  of  anticoagu- 
lants, whereas  the  latter  is  potentially 
serious  and  demands  active  anticoagulant 
therapy. 

The  postmyocardial  infarction  syndrome 
has  three  major  characteristics,  according 
to  Dressier.1  These  are:  prolonged  or 

recurrent  fever,  pain  of  the  pleuropericar- 
dial type,  and  tendency  to  recurrences. 
The  clinical  features  frequently  encoun- 
tered in  this  condition  are  a pericardial 
friction  rub,  signs  of  pleural  involvement 
with  or  without  effusion,  and  pneumonitis. 
Although  most  investigators  insist  on  the 
presence  of  a pericardial  friction  rub  as 
essential  in  the  diagnosis  of  pericarditis,4-7 
it  need  not  always  be  heard.  Often,  the 
rub  is  evanescent,  and  at  times  it  is  so 
localized  that  it  can  easily  be  missed  by  the 
examiner.  Hence  its  absence  does  not 
militate  against  the  diagnosis  of  pericardi- 
tis, as  noted  by  Gelfand  and  Goodkin.8 
The  pleuritic  involvement  is  oftentimes 
associated  with  an  effusion  which  may  be 
minimal  and  at  times  quite  large.  In  over 
half  the  cases  the  pleural  fluid  is  hemor- 
rhagic, and  in  such  instances  this,  too,  poses 
a problem  in  differential  diagnosis.  Peri- 
cardial effusion  is  often  a concomitant 
finding.  If  it  is  quite  massive,  the  clinical 
picture  may  be  that  of  cardiac  tamponade, 
requiring  pericardiocentesis  for  relief.  The 


laboratory  test  results  characteristic  of  this 
condition  are  an  elevated  sedimentation 
rate,  normal  transaminase  levels,  and  mini- 
mal to  marked  leukocytosis.  Temperature 
elevations  may  be  either  slight  or  moderate. 
Occasionally,  the  level  may  be  103  to  104  F. 

The  electrocardiogram  is  helpful  in  a 
negative  way  in  that  it  excludes  the  pres- 
ence of  a new  myocardial  infarct,  but  at 
times  it  may  demonstrate  features  of  an 
acute  pericarditis.  An  x-ray  film  of  the 
chest  usually  confirms  the  clinical  features 
of  a pericardial  effusion  by  virtue  of  an 
enlarged  cardiac  silhouette.  Pleuropul- 
monary  involvement  is  demonstrated  by 
fluid  in  the  pleural  space,  with  areas  of 
pneumonitis  at  the  bases.  The  left  side  is 
the  more  frequent  site  of  involvement. 

It  is  important  to  emphasize  that  pa- 
tients with  this  syndrome  need  not  exhibit 
all  of  the  features  described,  for  at  times 
only  a few  are  present.  The  presence  of 
any  two  is  sufficient  to  suspect  this  entity. 
Frequent  recurrence  either  in  part  or  in 
toto  is  the  most  dependable  sign  of  this 
syndrome.  As  many  as  seven  episodes 
over  a period  of  up  to  twenty-eight  months 
have  been  observed  by  Dressier  and 
Leavitt.2 

Acute  pulmonary  infarction  occurring  in 
a patient  with  a recent  coronary  occlusion 
may  have  the  same  timing  and  many  of  the 
clinical  findings  as  the  Dressier  syndrome. 
Pain  in  the  chest  aggravated  by  breathing, 
together  with  dyspnea  and  fever  are  the 
most  consistent  complaints.  Cough  and 
hemoptysis,  formerly  considered  essential 
to  the  diagnosis,  are  rarely  encountered. 
A pericardial  friction  rub  is  conspicuous  by 
its  absence,  but  occasionally  a pleural  rub 
is  heard.  Pleural  effusion  is  occasionally 
present,  but  at  no  time  is  there  fluid  in  the 
pericardial  sac.  Leukocytosis  and  eleva- 
tion of  the  sedimentation  rate  are  also 
present  in  this  condition.  An  elevated 
serum  bilirubin,  normal  transaminase,  and 
elevation  of  the  lactic  dehydrogenase  en- 
zyme, the  so-called  Wacker’s9  triad,  when 
present,  are  helpful  in  the  detection  of  pul- 
monary infarction. 

The  roentgenographic  diagnosis  of  pul- 
monary infarction  is  late  and  nonspecific. 
The  triangular  shadow  with  the  apex 
toward  the  heart,  formerly  considered  path- 
ognomonic, is  rare  and  not  distinctive. 
An  elevation  of  the  diaphragm  on  the 
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affected  side  is  an  early  and  reliable  sign. 
Signs  of  pleural  thickening  with  or  without 
effusion  and  well-defined  areas  of  consolida- 
tion in  the  basilar  areas  of  the  lungs  have 
been  described  in  this  condition.  At  times 
the  radiologic  picture  may  mimic  pneu- 
monitis or  neoplasm,  and,  not  too  infre- 
quently, no  shadow  is  cast. 

The  electrocardiogram  is  not  always 
helpful  in  the  diagnosis  of  pulmonary  in- 
farction, but  often  it  can  be  of  great  as- 
sistance. The  characteristic  changes  of 
acute  cor  pulmonale  described  in  1935  by 
McGinn  and  White10  are  present  in  only  7 
to  10  per  cent  of  pulmonary  infarctions. 
They  consist  of  a prominent  S and  Q3,  a 
depression  of  ST  segment  in  leads  I and  II 
and  staircase  ascent  of  ST2  and  inverted  T3. 
A more  common  finding  is  the  sudden  ap- 
pearance of  right  axis  deviation,  with  tall  R 
waves  in  the  right  and  S waves  in  the  left 
precordial  leads  and  displacement  of  the 
transitional  zone  to  the  left.  Right  bundle 
branch  block  is  more  likely  to  occur  in  mas- 
sive pulmonary  embolism  with  or  without 
infarction.  The  picture  of  a posterior-wall 
infarct  has  been  described  by  Horn,  Dack, 
and  Friedberg11  in  pulmonary  embolism, 
but  this  is  not  too  often  a prominent  finding. 
Many  electrocardiograms,  if  they  are  not 
recorded  during  a propitious  phase,  will 
be  normal  except  for  sinus  tachycardia  out 
of  proportion  to  the  fever.  Disturbances 
in  rhythm  such  as  atrial  fibrillation  or 
paroxysmal  atrial  tachycardia  are  also 
sometimes  present  in  pulmonary  infarction. 

It  is  therefore  apparent  that  serious  dif- 
ficulties may  be  encountered  in  the  dif- 
ferentiation between  pulmonary  emboliza- 
tion with  or  without  infarction  and  the 
postmyocardial  infarction  syndrome.  Al- 
though there  are  many  similarities  between 
these  two  entities,  there  are  but  a few 
distinguishing  features.  One  of  the  most 
important  differences  is  the  frequency  of 
recurrences  in  postmyocardial  infarction 
syndrome  and  their  dramatic  response  to 
steroids.  This  response  tends  to  support 
the  concept  of  an  autoimmune  mechanism 
in  the  pathogenesis  of  the  Dressier 
syndrome.12  The  appearance  of  an  in- 
flammatory response  of  serous  membranes, 


including  the  pleura,  pericardium,  and  even 
the  peritoneum,  in  this  condition  suggests 
that  the  antigenic  substance  may  reside 
within  the  pericardium  itself  rather  than  in 
the  heart  muscle.  Each  of  these  serous 
membranes  is  derived  from  a common 
embryonic  tissue,  the  mesenchyma.  An 
awareness  of  the  existence  of  the  Dressier 
syndrome  is  the  most  important  clue  in  the 
recognition  of  this  complication  of  acute 
myocardial  infarction.  Its  diagnosis  is 
directly  proportional  to  the  index  of  suspi- 
cion. 

Our  patient  demonstrated  many  clinical 
manifestations  that  could  fit  easily  into 
either  entity.  However,  the  recurrences, 
very  high  sedimentation  rate,  pleuroperi- 
cardial involvement,  and  dramatic  thera- 
peutic response  to  steroids  support  the 
diagnosis  of  a postmyocardial  infarction 
syndrome.  Absolute  proof  is  lacking,  for 
the  diagnosis  rests  purely  on  clinical 
grounds.  Perhaps  in  the  future  a serologic 
test  will  be  evolved  that  will  help  us  to 
recognize  this  antigen-antibody  clinical  en- 
tity with  greater  certainty. 

Acknowledgment.  The  authors  wish  to  thank  B.  Bloom, 
M.D.,  of  Woodridge,  New  York,  for  referring  this  patient. 
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Paragraphic  Pleasantries 


There  was  a young  doctor  from  old  Hackensack 
Who  decided  the  surgical  ranks  he  could  crack. 
Though  for  years  he  essayed, 

Never  quite  made  the  grade; 

He  did  learn  to  Knick, 

Yet  acquired  not  the  Knack. 

* * * 

From  the  financial  page.  A man  is  never 

so  rich  that  he  can  afford  to  throw  away  a 
friend. 

Just  because  a fool  and  his  money  are  soon 
parted,  it  does  not  automatically  follow  that 
a miser  is  a wise  man. 

* * * 

Health  hints.  If  you  are  one  who  has 
trouble  finding  a doctor  on  a weekend,  try 
passing  a car  going  up  hill  at  55  miles  an  hour. 

* * * 

Family  counseling.  We  don’t  question 

the  recreational  value  or  the  therapeutic  ad- 
vantages which  the  sport  of  angling  provides 
as  a means  of  relaxation  and  alleviation  of 
tension;  we  just  doubt  the  wisdom  or  the  ad- 
visability of  prescribing  it  for  a honeymoon 
trip. 

Now  as  in  the  past  it  is  generally  considered 
an  admirable  trait  to  “love  your  neighbor”; 
but  for  some  obscure  reason,  somehow  this 
does  not  hold  true  for  your  neighbor’s  wife. 

* * * 

From  the  confidence  man’s  confidential. 
A seller  desirous  of  selling  nothing  for  something 
has  only  to  find  a buyer  desirous  of  buying 
something  for  nothing. 

* * * 

Of  Constitution  and  the  Court.  Every- 
one has  the  privilege  of  exercising  his  con- 
stitutional right  to  pursue  happiness,  but  only 
a damfool  expects  to  catch  it. 

If  in  their  eagerness  to  adjudicate  the  time- 
honored  principle  of  separation  of  Church  and 
State,  the  Supreme  Court  found  the  means  of 
decreeing  the  elimination  of  the  deity  from 
political  campaigns  and  specifically  ordered 
with  all  precipitous  speed  the  ban  of  mention- 
ing God  by  political  candidates,  they  might 
well  regain  much  of  their  declining  prestige 
and  all  of  their  lost  popularity. 

* * * 


The  dismal  details  of  a doctor’s  dismay 
(narrated  in  disjointed  and  delirious  doggerel) 

There  are  journals  I should  but  I don’t  get  to 
read 

So  I suppose  I’ve  gone  somewhat  to  seed; 
But,  I confess  that  what  gets  me  real  teed — 
When  I’m  branded  by  the  new  breed  as  a poor 
L.  M.  Dee. 

Medicine  has  headaches  I don’t  always  heed, 
I don’t  admire  talking  as  much  as  the  deed; 
I wish  those  Professors  I religiously  feed 
Would  stop  the  new  breed  calling  me  poor  L.  M. 
Dee. 

Medicine  succeeds  pulling  many  a disease  weed, 
Instilling  the  hope  there  might  come  a new 
creed; 

From  the  shackles  of  patronization  perhaps 
I’ll  be  freed 

From  the  damnable  brand  of  being  that  poor 
L.  M.  Dee. 

* * * 

Consider  the  average  man— Who  likes 
his  drinking  water  fresh  but  not  so  his  adoles- 
cents. 

— -Who  prates  continually  of  security  but 
loses  no  opportunity  to  take  a chance. 

— Who  dreams  of  some  South  Sea  island  and 
exotic  native  girls  in  grass  skirts  but  usually 
settles  for  Staten  Island  (or  whatever  the  home 
island  may  be)  and  a well-advertised  breakfast 
food. 

— Who  gives  himself  away  when  embar- 
rassed by  the  flush  in  his  face  and  by  his  evident 
pride  when  the  flush  is  in  his  hand. 

* * * 

From  the  labor  front.  If  the  rest  of 
the  trade  unions  follow  the  example  of  the 
United  Auto  Workers  in  their  recent  contract 
negotiations  featuring  agreement  on  attractively 
large  monthly  retirement  payments  from  age 
sixty  to  sixty-five,  dropping  sharply  from  sixty- 
five  on,  then  logically  one  might  expect  that 
labor  will  soon  be  lobbying  for  euthanasia  at 
age  sixty-five  to  counteract  automation. 

* * * 

Middle-of-the-road  philosophic  thought. 
In  the  current  furor  about  extremism,  this 
corner  admits  to  a certain  degree  of  sympathy 
for  the  viewpoint  of  those  who  deprecate  it  as 
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unhealthy.  Too  much  of  anything,  however 
good,  can  be  harmful;  this  is  a lesson  I learned 
the  first  time  I was  brought  to  a circus;  too 
much  of  even  such  a laudable  ideal  as  "‘to- 
getherness” can  prove  disastrous,  as  evidenced 
by  the  Black  Hole  of  Calcutta. 

* * * 

Observation  from  our  private  ivory 
tower.  We  know  of  no  group  more  critical, 
more  strident,  or  more  persistent  in  denouncing 
conformity  than  the  college  professor;  and, 

We  know  of  no  group  more  enthusiastic, 
more  eloquent,  or  more  assiduous  in  advising 
the  younger  generation  as  to  the  benefits  to 
themselves  and  to  society  of  nonconformity 
than  the  college  professor;  and, 

We  know  of  no  group  more  uneasy,  more 
resentful,  and  more  uncomfortable  when  forced 
to  associate  with  a genuine  nonconformist  than 
the  college  professor. 

Perhaps  this  is  only  a semantic  misunder- 
standing; from  long  association  we  have  come  to 
realize  when  teachers  (from  the  kindergarten 
up)  speak  of  cooperation  they  mean  doing 
what  I want,  and  when  they  describe  a student 
as  cooperative  they  mean  one  who  does  what 
they  tell  him  to  do  and  makes  no  trouble  in  the 
classroom.  Apparently  when  the  college  pro- 
fessor speaks  of  nonconformity  he  means  em- 
bracing his  ideas  in  toto  and  without  question, 
a sort  of  conforming  nonconformity. 

* * * 

A barroom  brevity.  Despite  the  con- 
descending disapproval  of  the  intelligentsia, 
nationalism  remains  a fairly  prevalent  char- 
acteristic of  most  peoples.  I suppose  one  of 
the  first  public  expressions  of  it  in  the  English 
language  was  by  Nell  Gwynn  during  the  Res- 
toration Period  of  Charles  II.  One  might 
think  it  would  be  lacking  in  those  living  in 
border  areas  close  to  another  nation  particularly 
when  it  was  a friendly  country  speaking  the 


Female  hardier  than  male 

Throughout  the  life  cycle,  females  have  a 
better  mortality  record  than  males,  say  the 
statisticians  of  Metropolitan  Life  Insurance 
Company. 

But  the  extent  to  which  males  are  the  more 
vulnerable  sex  varies  with  age.  The  smallest 
disparity  in  the  mortality  rates  of  the  sexes  is  in 
the  early  childhood  ages,  when  environmental 
differences  for  males  and  females  are  at  a mini- 
mum. The  death  rate  at  ages  one  to  four  is 
about  one-sixth  greater  for  boys.  However,  the 
difference  widens  with  age. 

At  ages  five  to  fourteen  the  rate  among  males 
is  one  and  one-half  times  that  among  females, 
and  at  ages  fifteen  to  twenty-four  the  ratio  is 
more  than  2y2: 1 — higher  than  at  any  other 


same  language,  but  curiously  enough  this 
does  not  prove  true.  So,  I must  report  that 
Ole  Doc,  although  he  lives  as  close  to  Canada 
as  possible  and  still  pledge  allegiance  to  the 
flag  and  not  to  Elizabeth,  has  his  share  of  it. 
He  is  no  ji||goist,  but  his  idea  of  internationalism 
is  that  it’s  a race  for  second  place. 

Now,  it  happened  that  we  had  arranged  a 
psychiatrically-oriented  one-day  conference  for 
clergymen,  and  one  of  the  participants,  Father 
Bowers,  Director  of  the  School  of  Social  Welfare 
of  the  University  of  Ottawa,  arrived  the  day 
before  and  we  were  entertaining  him  that 
evening  at  a typical  North  Country  function 
known  as  a Bourbon  Barbecue.  Sitting  around 
the  table  were  Father  Bowers,  Ole  Doc,  Dr. 
Kerr  (Director  of  our  Mental  Health  Program), 
and  I;  inevitably  the  conversation  concerned 
itself  with  our  common  interest.  There  was 
considerable  discussion  as  to  the  plethora  of 
written  words  in  the  United  States  on  psy- 
chiatry and  its  related  subjects  as  well  as  the 
large  expenditures  of  money.  Suddenly  the 
good  priest  made  a declaration  to  the  effect 
that  regardless  of  such  efforts,  not  a single 
worth-while  contribution  to  modern  psychiatry 
had  originated  in  the  States;  immediately  this 
aroused  Ole  Doc’s  national  pride  and  he  de- 
murred. However,  the  statement  was  repeated 
and  repeated  more  forcefully,  and  each  time 
Ole  Doc  demurred,  but  I could  sense  his  des- 
perate groping  for  an  answer  to  the  inevitable 
question  that  must  come.  Finally,  our  guest, 
perhaps  a little  nettled  at  the  constant  but 
unsupported  contradiction,  turned  to  Ole  Doc 
and  demanded  he  name  one  contribution  coming 
from  the  United  States;  and  as  he  did  so,  Ole 
Doc  not  only  brought  down  the  house  but  also 
diverted  the  discussion  from  the  somewhat 
treacherous  direction  it  had  taken,  as  he  an- 
swered the  query  with  one  word : ‘ ‘Patients ! ’ ’ 
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period  of  life,  the  statisticians  noted.  This  in- 
creasing difference  reflects  mainly  the  higher 
accident  rate  among  the  males. 

Accidents  and  heart  disease,  the  two  leading 
causes  of  death  among  men  at  ages  twenty-five 
to  forty-four,  account  largely  for  the  mortality 
disadvantage  males  experience  in  that  stage  of 
life.  Although  appreciably  below  the  peak 
recorded  in  the  previous  age  period,  the  ratio  of 
the  total  death  rate  among  males  compared 
with  females  still  is  1*/4:1,  the  statisticians 
report. 

The  male  death  rate  at  ages  forty-five  to 
sixty-four  is  about  twice  the  female  rate,  and 
heart  disease  alone  was  responsible  for  three 
fifths  of  the  difference.  At  the  older  ages,  that 
is,  sixty-five  years  and  over,  male  mortality  is 
about  40  per  cent  higher,  the  smallest  disparity 
for  any  age  group  except  the  preschool  years. 
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Necrology 


Dever  S.  Byard,  M.D.,  of  Brewster,  retired, 
died  on  March  13  at  Pawling  at  the  age  of 
ninety-one.  Dr.  Byard  graduated  in  1895  from 
New  York  University  Medical  College.  He 
was  a former  clinical  professor  in  pediatrics  at 
Columbia  University  College  of  Physicians  and 
Surgeons.  At  one  time  he  had  been  president 
of  the  Children’s  Welfare  Federation  and  had 
served  on  the  County  Medical  Milk  Commis- 
sion. Dr.  Byard  was  a Diplomate  of  the 
American  Board  of  Pediatrics  and  a member  of 
the  American  Academy  of  Pediatrics,  the  New 
York  Academy  of  Medicine,  the  New  York 
County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medi- 
cal Association. 

Francis  Vincent  Duke,  M.D.,  of  The  Bronx, 
died  on  March  23  at  his  home  at  the  age  of 
sixty-seven.  Dr.  Duke  graduated  in  1926  from 
the  University  of  Dublin  School  of  Physic, 
Trinity  College,  Dublin,  Ireland.  He  was  medi- 
cal director  of  Seton  Hospital  in  Riverdale  from 
1931  until  it  was  purchased  by  the  City  in 
1948.  Dr.  Duke  was  a Fellow  of  the  American 
College  of  Chest  Physicians. 

Laci  Fessler,  M.D.,  of  New  York  City,  died  on 
March  10  at  his  home  at  the  age  of  sixty-seven. 
Dr.  Fessler  received  his  medical  degree  from 
the  University  of  Vienna  in  1924.  Since  1950 
he  had  been  a visiting  professor  in  psycho- 
analysis at  the  New  School  for  Social  Research. 
Dr.  Fessler  was  a member  of  the  American 
Psychoanalytic  Association,  the  New  York 
Psychoanalytic  Society,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Gerard  J.  Finelli,  M.D.,  of  The  Bronx,  died 
on  February  9 at  the  age  of  fifty-seven.  Dr. 
Finelli  graduated  in  1933  from  New  York 
Homeopathic  Medical  College  and  Flower  Hos- 
pital. He  was  an  associate  attending  physician 
at  St.  Francis  Hospital  and  an  attending  staff 
physician  at  Westchester  Square  Hospital.  Dr. 
Finelli  was  a member  of  the  American  Academy 
of  General  Practice,  the  American  Geriatrics 
Society,  the  New  York  Cardiological  Society, 
the  Bronx  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Sim  Franco,  M.D.,  of  New  York  City,  died 
on  January  13  at  the  age  of  fifty.  Dr.  Franco 
received  his  medical  degree  from  the  University 
of  Istanbul  in  1939.  He  was  a member 


of  the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Rudolph  P.  Friedman,  M.D.,  of  Utica,  died 
on  December  24,  1964,  at  the  age  of  sixty-five. 
Dr.  Friedman  received  his  medical  degree  from 
the  University  of  Vienna  in  1924.  He  was 
assistant  director  of  Utica  State  Hospital.  Dr. 
Friedman  was  a member  of  the  Oneida  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Alfred  Fritsch,  M.D.,  of  New  York  City, 
died  on  March  18  at  Lenox  Hill  Hospital  at  the 
age  of  seventy-six.  Dr.  Fritsch  received  his 
medical  degree  from  the  University  of  Vienna 
in  1921.  He  was  an  associate  attending  physi- 
cian at  Metropolitan  Hospital  and  Bird  S.  Coler 
Memorial  Hospital  and  Home.  Before  coming 
to  this  country  he  had  been  physician  to  the 
former  Empress  Zita  of  Austria,  Queen  Marie 
of  Rumania,  and  members  of  the  Hapsburg 
family.  Dr.  Fritsch  was  a member  of  the 
American  Society  of  Tropical  Medicine  and 
Hygiene,  the  New  York  Society  of  Tropical 
Medicine,  the  New  York  County  Medical  So- 
ciety, the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Fannie  Isabelle  Kapp,  M.D.,  of  The  Bronx, 
died  on  March  23  at  The  Mount  Sinai  Hospital 
at  the  age  of  sixty.  Dr.  Kapp  graduated  in 
1927  from  New  York  Homeopathic  Medical 
College  and  Flower  Hospital.  She  was  senior 
medical  superintendent  of  Fordham  Hospital. 
Dr.  Kapp  was  a member  of  the  New  York 
Cardiological  Society,  the  Bronx  County  Medi- 
cal Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Arthur  Spaulding  McQuillan,  M.D.,  of 

Jackson  Heights,  died  on  March  16  at  St. 
Clare’s  Hospital  at  the  age  of  seventy-six. 
Dr.  McQuillan  graduated  in  1916  from  Cornell 
University  Medical  College.  He  was  a con- 
sulting surgeon  at  New  York  Infirmary,  Belle- 
vue and  Misericordia  Hospitals,  and  a senior 
attending  surgeon  at  St.  Clare’s  Hospital.  Re- 
tired in  1959,  he  was  former  president  of  the 
medical  boards  of  Bellevue  and  Misericordia 
Hospitals  and  a member  of  the  advisory  council 
of  the  Commissioner  of  Hospitals.  Dr.  Mc- 
Quillan was  a Diplomate  and  a founder  of  the 
American  Board  of  Surgery,  a Fellow  of  the 
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American  College  of  Surgeons,  and  a member 
of  the  American  Therapeutic  Society,  the  Ameri- 
can Thyroid  Association,  the  New  York  Acad- 
emy of  Medicine,  the  New  York  Surgical 
Society,  the  New  York  County  Medical  So- 
ciety, the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Heyman  Smolev,  M.D.,  of  Buffalo,  died  on 
December  22,  1964,  at  the  age  of  fifty-nine. 
Dr.  Smolev  graduated  in  1928  from  the  Uni- 
versity of  Buffalo  School  of  Medicine.  He  was 
an  attending  psychiatrist  at  the  Veterans  Ad- 


ministration Hospital,  an  attending  psychia- 
trist and  an  assistant  attending  neurologist  at 
the  Edward  J.  Meyer  Memorial  Hospital,  an 
assistant  attending  psychiatrist  at  Buffalo  Gen- 
eral Hospital,  and  a consulting  neuropsychia- 
trist at  Our  Lady  of  Victory  (Lackawanna)  and 
Mercy  Hospitals.  Dr.  Smolev  was  a Diplo- 
mate  of  the  American  Board  of  Psychiatry  and 
Neurology  and  a member  of  the  American 
Academy  of  Neurology,  the  Buffalo  Academy  of 
Medicine,  the  Erie  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 


Books  Reviewed 


The  Retinal  Vessels.  By  R.  Seitz,  M.D. 
Translated  by  Frederick  C.  Blodi,  M.D. 
Octavo  of  186  pages,  illustrated.  St.  Louis,  The 
C.  V.  Mosby  Company,  1964.  Cloth,  $14.50. 

The  author  is  on  the  staff  of  the  University 
Eye  Clinic,  Tuebingen,  Germany,  and  has  pre- 
sented comparative  ophthalmoscopic  and  histo- 
logic studies  on  healthy  and  diseased  eyes. 
By  the  use  of  special  staining  technics  and  the 
electron-microscopic  examinations  of  ocular 
structures,  he  has  presented  a close  correlation 
between  clinical  findings  and  the  microscopic 
picture  of  the  lesions  of  the  fundi.  The  mor- 
phology and  pathology  of  the  eye,  diseases  of 
the  retina,  retinal  detachment  and  pathologic 
alterations  of  the  vitreous  are  clarified,  and 
many  misconceptions  regarding  pathologic  proc- 
esses of  the  retinal  vessels  have  been  removed. 

It  is  not  always  possible  to  deduce  histologic 
structure  with  ophthalmoscopy  because  magnifi- 
cation of  the  fundus  is  small  and  it  is  an  obser- 
vation of  tissues  in  direct  illumination.  The 
solution  is  comparative  ophthalmoscopic  and 
histologic  examination  which  has  led  to  the 
publication  of  this  book.  There  are  results 
based  on  the  comparison  of  the  ophthalmologic 
and  histologic  findings  of  an  identical  vessel, 
thus  the  crossing  phenomenon  is  better  under- 
stood. 

There  is  a need  for  such  a book  and  it  adds 
to  our  knowledge  of  morphology  and  pathology 
of  the  retinal  vessels.  This  book  is  written  for 
the  specialist  and  is  recommended  especially  for 
that  class  of  reader. — Norris  C.  Elvin,  M.D. 


Psychiatric  Care:  Psychiatry  Simplified 

for  Therapeutic  Action.  By  Jurgen  Ruesch, 
M.D.,  Carroll  M.  Brodsky,  M.D.,  and  Ames 
Fischer,  M.D.,  in  collaboration  with  Jerome 
Fisher,  Ph.D.,  and  Jane  Castor,  M.S.W. 
Quarto  of  238  pages.  New  York,  Grune  & 
Stratton,  1964.  Cloth,  $8.75. 


This  book  provides  a basic  orientation  for 
psychiatric  treatment.  Beginning  with  defini- 
tions of  the  personnel  involved,  the  therapists 
and  the  patients,  the  book  proceeds  to  give 
examples  of  common  useful  technics  for  diagno- 
sis and  treatment  in  general  psychiatric  practice. 
The  modalities  usually  categorized  as  a part  of 
community  psychiatry  are  included . A section 
on  the  part  general  practitioners,  psychologists, 
and  social  workers  can  play  in  helping  patients 
is  provided.  Material  useful  to  those  preparing 
for  board  examinations  is  found  under  the 
headings;  “Useful  Information,”  “Facts  and 
Figures,”  and  a “Selected  Psychiatric  Bibliog- 
raphy.” These  cover  history  and  diagnostic 
classification. 

This  book  is  recommended  for  psychiatrists 
working  in  clinics,  new  comers  to  psychiatric 
practice,  and  older  practitioners  who  want 
to  get  a representative  view  of  a good  general 
psychiatric  clinic  practice.  One  warning,  this 
book  is  “Psychiatry  Simplified  for  Therapeutic 
Action”  and  is  therefore  representative  in 
scope.  Several  well  known,  useful  drugs,  and 
treatment  procedures  are  omitted. 

Taking  this  into  consideration,  this  reviewer 
knows  of  no  better  single  volume  presentation 
of  a good  general  psychiatric  clinic  practice. — 
Edward  L.  Pinney,  Jr.,  M.D. 

Neurology  for  Nurses.  By  Erwin  M.  Jacobs, 
M.D.,  and  Phyllis  M.  Denault,  R.N.  Octavo 
of  195  pages,  illustrated.  Springfield,  111., 
Charles  C Thomas,  1964.  Cloth,  $9.50. 

This  book  was  written  by  a specialist  in 
neuropsychiatry  and  a nurse.  The  preface 
states  that  it  is  for  student  nurses  and  graduates. 
The  subject  is  particularly  difficult,  and  care  of 
the  neurologic  patient  requires  meticulous 
nursing. 

In  the  opinion  of  this  reviewer,  the  problems 
of  this  text  are  numerous.  First  of  all,  it  is 
disease-centered  and  abbreviated  neurology 
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rather  than  a text  on  nursing  care.  The  vital 
how-to-do  aspects  of  neurologic  nursing  are 
missing. 

Such  indispensable  subjects  as  how  to  de- 
termine and  report  changes  in  levels  of  con- 
sciousness; how  to  use  nursing  equipment  (for 
example,  Foster,  Bradford,  or  Stryker  frames); 
how  to  deal  with  problems  of  hindered  mobility 
with  or  without  unconsciousness  are  discussed 
too  briefly  if  at  all.  Also,  there  are  serious 
defects  due  to  oversight.  Discussion  of  using  a 
tongue  blade  in  the  mouth  of  a convulsive 
patient  fails  to  point  out  that  the  tongue  blade 
must  be  covered  and  how  to  cover  it,  and  there 
is  no  clear-cut  instruction  as  to  how  to  recognize 
a seizure.  Knowledge  of  a subject  can  some- 
times lead  to  a cursory  approach,  but  specifics 
must  be  stated,  particularly  in  a book  for 
students. 

Alphabetical  labels  on  some  of  the  illustrations 
are  illegible.  Also,  the  editing  of  the  manu- 
script seems  to  have  been  minimal. 

This  reviewer  hopes  that  Dr.  Jacobs  and  Miss 
Denault  may  write  a new  edition  of  the  book  to 
correct  its  problems  and  make  it  a more  valuable 
contribution  to  neurologic  nursing. — Yvonne 
Manley,  R.N.,  B.S.,  M.A. 

Fundamentals  of  Orthopaedics.  By  John 
J.  Gartland,  M.D.  Octavo  of  338  pages, 
illustrated.  Philadelphia,  W.  B.  Saunders  Com- 
pany, 1965.  Cloth,  $8.00. 

This  is  a basic  introductory  book  written  for 
the  student.  It  defines  the  scope  and  range  of 
diseases  and  conditions  that  fall  in  the  realm  of 
physicians  who  diagnose  and  treat  illnesses  that 
befall  the  musculoskeletal  system.  The  author 
does  the  job  which  he  has  set  out  to  do. 

Of  necessity,  the  coverage  of  the  various 
entities  is  very  limited.  However,  there  is  an 
excellent  list  of  references  at  the  end  of  each 
chapter.  These  are  current  and  authoritative. 
The  book  is  well  written,  the  illustrations  are 
clear,  and  the  format  is  good. — Axan  A.  Kane, 
M.D. 

Reoperative  Surgery.  Edited  by  Robert  E. 
Rothenberg,  M.D.  Octavo  of  638  pages,  illus- 
trated. New  York,  The  Blakiston  Division, 
McGraw-Hill  Book  Company,  1964.  Cloth, 
$27.50. 

Doctor  Rothenberg,  a surgeon  of  wide  ex- 
perience, is  to  be  commended  for  collecting  such 
a fine  group  of  contributors  to  his  volume  “Re- 
operative Surgery.”  The  title  is  a bit  different 
but  it  is,  in  essence,  another  volume  devoted  to 
the  handling  of  complications  in  surgery  for,  in- 
deed, reoperation  is  undertaken  only  for  com- 
plications. The  layout  is  very  good.  Subtitling 
makes  finding  material  in  the  volume  easy  but 
the  shiny  paper  on  which  it  is  printed  makes 
reading  this  volume  a bit  hard  on  the  eyes. 
Students  of  surgery,  in  all  age  categories,  may 
find  this  volume  helpful. 

Although  there  are  other  volumes  on  surgical 
complications,  such  as  the  one  edited  by  Artz 
and  Hardy,  the  field  is  not  overpopulated. 


The  dedication,  which  is  quoted  here,  is  a 
good  reflection  of  the  editor  who  is  well  known 
to  this  reviewer:  “To  those  surgeons  who 

acknowledge  operative  failure  with  honest 
humility  and  who  proceed  with  courageous 
determination  to  convert  poor  results  into  good 
ones.” — Phillip  E.  Lear,  M.D. 

Current  Practice  in  Orthopaedic  Surgery — 
1964.  Volume  2.  Edited  by  John  P.  Adams, 
M.D.  Octavo  of  231  pages,  illustrated.  St. 
Louis,  The  C.  V.  Mosby  Company,  1964. 
Cloth,  $13.50. 

This  volume  is  a series  of  monographs  by 
various  authors  on  orthopedic  surgery,  frac- 
tures and  trauma,  and  miscellanea. 

Tendon  transfers  for  nerve  paralysis  of  the 
hand  and  wrist  is  covered  by  excellent  diagrams 
and  description  of  surgery. 

Fractures  and  dislocations  of  lower  thoracic 
and  lumbar  spines  with  and  without  neurologic 
involvement  are  well  done.  Treatment  of  the 
fracture  should  always  be  done. 

Management  of  acute  vascular  injuries  of  the 
extremities  covers  all  types  of  trauma. 

In  fractures  and  dislocations  of  the  elbow  in 
children  some  statements  are  not  necessarily 
correct.  Why  should  the  ulnar  nerve  be  left  in 
its  groove  when  open  operation  is  done  for  a 
fracture  of  the  medial  epidcondyle? 

Reliance  on  skin  traction  for  supracondylar 
fractures  of  the  humerus  to  prevent  cubitus 
varus  and  circulatory  interference  is  not  always 
correct.  With  traction,  manipulation  may  be 
necessary. 

Comparative  biology  of  mineral  deposition  is 
an  interesting  article. 

This  volume  is  worth  reading  by  an  orthopedic 
surgeon. — Otho  C.  Hudson,  M.D. 

Scintillation  Scanning  in  Clinical  Med- 
icine. Edited  by  James  L.  Quinn,  III,  M.D. 
Octavo  of  278  pages,  illustrated.  Philadelphia, 
W.  B.  Saunders  Company,  1964.  Cloth, 
$11.50. 

The  excellent  review  of  a rapidly  expanding 
field  of  medical  diagnosis  is  based  on  a sym- 
posium at  the  Bowman  Gray  School  of  Medicine 
where  Dr.  Quinn,  now  at  Northwestern, 
formerly  was  chief  of  the  Nuclear  Medicine 
Service.  Each  section  is  written  by  an  au- 
thority, and  gives  references  into  1964. 

Since  theory  of  scanning  technics  and  the 
physics  of  gamma  radiation  detection  are  clearly 
described,  and  the  principles  guiding  those 
seeking  ideal  radiopharmaceuticals  are  given, 
the  book  provides  an  excellent  starting  point 
for  those  unfamiliar  with  the  field.  It  also  deals 
with  attempts  to  solve  such  difficult  problems  as 
localizing  parathyroid  adenomas,  in  addition  to 
the  more  familiar  tests  for  lesions  in  bone,  kid- 
ney, liver,  brain,  and  thyroid. 

It  can  be  recommended  to  all  physicians  who 
want  to  know  the  late  news  of  a useful  and 
relatively  harmless  addition  to  our  diagnostic 
armamentarium. — William  Dock,  M.D. 
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60  Center  St.,  Ellenville,  New  York. 


ORTHOPEDIST  FOR  COMPREHENSIVE  MEDICAL 
care  group,  suburb  New  York  City.  Full  time  position; 
new  medical  building.  Initial  contract  leading  to  partner- 
ship; ancillary  benefits.  Box  176,  % NYSJM. 


PHYSICIANS  WANTED— MALE  & FEMALE,  Li- 
censed, for  children’s  camps,  July- August.  Good  salary, 
free  placement.  350  member  camps.  Write  Dept.  P, 
Association  Private  Camps,  55  West  42  St.,  New  York  36. 


LOCUM  TENENS.  LARGE  ACTIVE  MIDTOWN 
Hotel,  N.Y.C.  July  & August.  Full  time.  General 
Practitioner  or  Internist.  Advantageous.  Box  183,  % 
NYSJM. 


ESTABLISHED  SUBURBAN  UPSTATE  NEW  YORK 
Medical  Center  looking  for  young  General  Practitioners, 
Pediatricians,  and  Internists.  Also  Ophthalmologists  and 
Otorhinologists.  Write  Resume  % Box  181,  NYSJM. 


YOUNG  GP  WANTED  TO  ASSIST  YOUNG  GP  IN 
growing  practice  in  Queens,  leading  to  early  partnership. 
Must  be  capable  for  uncomplicated  obstetrics  and  assist- 
ing at  major  surgery.  New  York  State  license  and  own 
car  necessary.  Write  resume.  Box  180,  % NYSJM. 


ORTHOPEDIC  SURGEON,  BOARD  CERTIFIED  OR 
eligible  to  associate  with  busy  Boarded  orthopedic  surgeon, 
New  York  City  Suburbs,  leading  to  full  partnership. 
Steadily  increasing  practice.  Now  enlarging  offices. 
Box  187,  % NYSJM. 


ARE  YOU  THE  DOCTOR  WE  NEED?  YOU  ARE  IF 
you’d  like  an  executive  position  in  New  York  City  with 
the  opportunity  to  work  with  stimulating  people  on  the 
frontiers  of  medical  communication.  We  are  an  organiza- 
tion specializing  in  ethical  drug  merchandising,  and  we 
have  an  opening  on  our  medical  staff  for  a physician  seek- 
challenging,  creative  ways  to  apply  his  professional  knowl- 
edge. Qualifications  include  good  medical  credentials, 
imagination,  facility  and  experience  with  both  the  spoken 
and  written  word,  outgoing  personality,  and  mature, 
professional  appearance.  Some  business  experience  is 
desirable,  but  not  essential.  This  is  a position  with  un- 
limited potential.  If  you  qualify,  please  write  giving 
details  of  your  background,  training  and  experience. 
All  replies  will  be  held  in  confidence,  and  should  be  ad- 
dressed to:  V.  E.  Dent,  Executive  Vice  President,  L.  W. 
Frohlich  & Company /Intercon  International,  Inc.,  34 
East  51st  Street,  New  York,  N.Y.  1022. 


WANTED.  INTERNIST  FOR  GROUP  IN  SOUTHERN 
New  York  State.  Must  be  board  certified  or  board 
qualified.  Box  192,  % NYSJM. 


STAFF  PSYCHIATRIST  WANTED  FOR  1000-BED 
active  GM&S  Hospital  affiliated  with  State  University  of 
New  York,  Downstate  Medical  Center.  Salary  from 
$14,170  to  $21,590  per  annum,  depending  on  qualifications. 
Liberal  retirement,  vacation,  and  sick  leave  benefits. 
Board  certification  or  board  eligibility  required.  Apply  to 
Chief  of  Staff,  VA  Hospital,  Brooklyn,  N.Y.  11209. 


PART-TIME  POSITIONS  FOR  BOARD  ELIGIBLE 
Internists  and  Proctoscopists  by  the  hour,  session  or  on 
retainer  at  a diagnostic  facility.  Reply  to  Box  190,  % 
NYSJM. 


PHYSICIAN  WANTED  FOR  JULY  AND  AUGUST  1965 
to  assist  me  in  my  practice  at  Chautauqua,  New  York, 
which  is  a summer  educational  and  recreational  colony  on 
Chautauqua  Lake.  New  York  State  license  is  required. 
One  or  more  years  of  hospital  training  is  necessary,  and 
applicant  should  have  some  training  in  internal  medicine. 
Anyone  interested  may  write  or  phone  me,  and  other 
details  will  be  discussed  at  that  time.  G.  L.  Lester,  M.D., 
1 Morris  Avenue,  Chautauqua,  N.  Y. 


WANTED:  A SURGEON  FOR  THE  1965  CRUISE  OF 
THE  TRAINING  SHIP  of  the  State  University  of  New 
York  Maritime  College.  Anyone  interested,  kindly  con- 
tact Dr.  Harry  Goldin,  from  7:00  to  8:00  a.m.  at  212  TY 
2-2425,  Monday  through  Friday. 


WANTED:  GENERAL  PRACTITIONER  IN  LYONS 

Falls,  New  York.  Area  population  2,500;  fully  accredited 
hospital  with  108  beds,  modern  facilities,  15  miles  away; 
4-bedroom  home  with  office,  waiting  room,  2 treatment 
rooms,  2 car  garage,  offered  rent  free;  school,  village  & 
town  health  officer  positions  available;  excellent  schools 
and  recreational  facilities.  Box  194,  % NYSJM. 


WANTED:  EMERGENCY  ROOM  PHYSIANS.  FEE 

for  service.  $1,000  monthy  guarantee.  Greater  earned 
income  possible.  State  license  or  E.C.F.M.G.  certificate. 
Contact  A.  J.  Graziani,  M.D.,  Chairman  E.  R.  Committee, 
St.  Mary’s  Hospital,  Rochester,  N.Y. 


OBSTETRICIAN-GYNECOLOGIST— BOARD  CERTI- 
fied  or  eligible.  Opportunity  in  well  established  twelve 
man  specialty  group,  near  New  York  City  in  expanding 
suburban  north  shore  Long  Island  town  serving  area  of 
140,000  early  partnership.  Please  furnish  resume  in- 
dicating training,  experience,  military  and  marital  status 
Box  195,  % NYSJM. 
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PRACTICES  FOR  SALE  OR  RENT 


GENERAL  PRACTICE.  EXTENSIVE  PRACTICE 
thriving  for  over  30  years  in  Monticello,  N.Y.  Doctor 
recently  incapacitated  by  a stroke.  Home-office  com- 
bination, including  9 room  office  on  1st  floor,  main  street. 
Available  at  once.  M.  A.  Cohn,  M.D.,  342  Broadway, 
Monticello,  N.Y. 


GENERALIST  OR  GENERAL  PRACTITIONER  UR- 
gently  needed  to  assume  well  established  practice.  Gross 
$45,000.  Fully  equipped  modem  office.  No  investment 
necessary.  P.  O.  Box  605,  Rochester  3,  New  York. 


DECEASED  PHYSICIAN’S  BEAUTIFUL  SUBURBAN 
office  near  New  York  City;  for  otolaryngologist,  internal 
medicine,  pediatrics,  etc.;  hospitals,  referrals,  available. 
Arrangements.  Contact  Mrs.  Ruth  Lindenberg,  5 Ivy 
Lane,  New  City,  New  York. 


FOR  SALE:  GENERAL  PRACTICE  IN  SPANISH 

Harlem.  Large  volume.  Ideal  part  time  2nd  practice. 
Can  be  run  in  evening  hour.  Present  partners  separating 
and  leaving  city.  Box  171,  % NYSJM. 


GENERAL  PRACTICE  WITH  FULLY  EQUIPPED 
office,  x-ray,  diathermy,  ECG,  etc.  in  Central  New  York 
for  sale  for  price  of  read  estate.  Completely  modernized 
house  with  4 room  office  with  separate  entrance.  3 car 
garage.  Practice  at  the  same  place  over  40  years.  Good 
schools  and  chinches.  Moving  South  because  of  illness 
in  family.  Box  178,  % NYSJM. 


FOR  RENT.  A FABULOUS  FULLY  EQUIPPED  FUNC- 
tioning  physician’s  office;  available  now.  No  investment. 
Present  owner  specializing.  Reply  to  Office  for  Rent, 
151  E.  Pearl  Street,  Wellsville,  N.Y. 


NICE  FUNCTIONAL  OFFICE  FOR  RENT.  DUE  TO 
death  of  a G.P.  Large  practice.  Industrial  community. 
Physician  needed.  Central  New  York  State.  Box  184, 
% NYSJM. 


FULLY  EQUIPPED  OFFICE  AND  PRACTICE  FOR 
sale.  Excell,  opportunity.  Extremely  reasonable.  Hos- 
pital appointments  easily  obtained.  Spanish  helpful  but 
not  necessary.  Call  212  LU  9-5400  or  write  Wm.  Rosen- 
thal, M.D.,  1337  Wilkins  Ave.,  New  York,  N.Y.  10459. 


REAL  ESTATE  FOR  SALE  OR  RENT 


NEW  AIR-CONDITIONED  MEDICAL  BUILDING. 
Most  rapid  growth  area  in  state.  S.  Rockland  County. 
20  minutes  G.  Wash.  Bridge.  Well  established  internist 
and  dentist  in  bldg.  Space  available.  Ideal  for  most 
specialties.  Only  med.  bldg,  in  school  district  (7  villages). 
Nearby  hospitals  with  open  staffs.  914  El.  9-4123. 


PRESTIGE  LOCATION 

For  Medical — Dental  Group 
and  Individual  Practitioners. 

“EXECUTIVE  TOWERS” 

1020  GRAND  CONCOURSE,  BRONX 

23-Story  Air  Conditioned  Apt  Bldg,  (comer  165th  St) 


Exclusively  Reserved  for  Professional  use. 
PRIVATE  ENTRANCES 
2 FLOORS  • PRIVATE  ELEVATORS 
CENTRAL  AIR-CONDITIONING 

IMMEDIATE  OCCUPANCY 

Apply  Renting  Office  on  property  • CY  3-5545 
Carol  Management  Corp. 

Owner — Builder 


REAL  ESTATE  FOR  SALE  OR  RENT— CONT’D 


PELHAM  PKWY  VIC.— 1,000  TO  4,000  SQ.  FT.  AT  HUB 
of  4 major  traffic  arteries  in  the  Bronx.  Available  for  June 
occupancy  in  the  center  of  a 3 building,  new  high  rise 
apartment  community.  334  middle  income  families  within 
the  buildings,  with  thousands  more  in  the  immediate 
vicinity.  At  the  crossroads  of  these  major  thruways: 
Pelham  Pkwy.,  Bronx  River  Parkway,  White  Plains  Rd. 
and  Bost  Post  Rd.  Will  subdivide  to  suit  your  specifica- 
tions, with  free  professional  layout  design.  Private  street 
entry;  abundant  parking.  Top  flight  management  in  a 
distinguished  building  with  a proud  and  prime  address. 
Plans  upon  request.  Brokers  protected.  Mr.  H.  Waxman, 
YU  6-1700. 


SMITHTOWN,  L.  I.,  MAPLE  AVE.  Non-development 
corner  home  with  500  sq.  ft.  air-conditioned  office,  four 
rooms  and  lavatory.  Home  has  three  bedrooms,  den,  two 
baths,  double  garage,  panelled  basement  room,  custom 
frame  construction,  on  Vs  acre.  One  mile  to  hospital. 
516  ANdrew  5-3319. 


DESIRABLE  SUITE  FOR  PHYSICIAN  FOR  RENT. 
East  Northport,  New  York.  AN  1-1068. 


FOR  SALE.  LARGE  ATTRACTIVE  HOME  WITH  3 
room  professional  office  attached  (air-conditioned),  in 
excellent  location,  Hempstead,  L.I.  Center  hallway, 
fully  equipped  kitchen  with  dinette,  2 car  garage,  full 
basement,  corner  lot  100  X 100.  Ideal  for  physician. 
Telephone  IV.  3-6558  between  8-10  a.m.  or  7-8  p.m. 


FOR  RENT:  FULLY  EQUIPPED  OFFICE,  FLUSHING 
(Queens),  main  thoroughfare.  Reasonable.  Suitable  G.P. 
or  specialist.  Active;  all  records  available.  Call  after 
6:00  p.m.  IN  1-7490. 


OFFICE  SPACE  AVAILABLE  IN  MODERN  MEDICAL 
building.  Share  with  gastroenterologist;  spacious. 
Excellent  X-ray  facility.  Small  lab.  Association  with 
congenial  specialists.  Yonkers.  Hospital  appointments  no 
problem.  Box  193,  % NYSJM. 


FOR  SALE 

Large  11  room  house  and  store,  plus  2 story  garage 
situated  in  center  of  resort  town,  Wurtsboro,  N.Y.  Fine 
' ~ location  for  small  Medical  Center.  All  improvements; 
5 living  units ; 6 bathrooms.  On  lot  56 ' x 225  . 

Mrs.  George  Cooper,  P.O.  Box  327,  Wurtsboro,  N.Y. 
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AMA 

NYC 

1965 


June  20-24,  1965 
114th  Annual  Convention 

Come  to  New  York  City  June  20-24. 
Be  part  of  tomorrow’s  medicine  and 
participate  in  the  year's  most  exten- 
sive scientific  meeting. 

The  excitement  of  America’s  largest 
city  is  available  to  you  at  the  best 
time  of  the  year,  as  you  relax  and 
review— in  air  conditioned  comfort— 
the  most  recent  developments  in  gen- 
eral practice  and  all  the  specialties. 

■ Six  general  scientific  meetings 
B 23  medical  specialty  programs 

B 700  scientific  and  industrial  ex- 
hibits 

B Lectures,  panel  discussions,  mo- 
tion pictures  and  color  television 

Plan  to  attend— continue  your  post- 
graduate education. 

See  JAMA  May  10  for  complete  scien- 
tific program— forms  for  advance  reg- 
istration and  hotel  accommodations. 
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The  Somatic  Mask: 
menstrual  irregularities 


menopause  or 
psychic  tension? 


Menstrual  irregularities,  along  with  hot  flashes,  fatigue, 
discomfort,  arthralgia  and  other  complaints,  are  classic 
signs  and  symptoms  of  the  menopause.  In  many  cases, 
however,  the  symptoms  may  represent  a “somatic  mask” 
— a psychophysiological  equivalent  of  psychic  tension. 


V^llUm  (diazepam) 


When  symptoms  stem  from  emotional  problems  or 
stressful  situations,  Valium  (diazepam)  usually  helps  the 
patient  feel  calmer  as  it  alleviates  troubling  symptoms. 
Its  action  is  normally  prompt,  even  in  patients  who 
failed  to  benefit  from  other  tranquilizers.  And  positive 
results  generally  are  achieved  without  impairing  aware- 
ness or  interfering  with  usual  activities.  While  ataxia 
and  drowsiness  may  occur,  such  side  effects  are  avoid- 
able in  most  instances  with  dosage  adjustment. 


In  prescribing : Dosage  — Adults:  Mild  to  moderate  psychoneu- 
rotic reactions,  2 to  5 mg  b.i.d.  or  t.i.d.;  severe  psychoneurotic 
reactions,  5 to  10  mg  t.i.d.  or  q.i.d.;  alcoholism,  10  mg  t.i.d.  or 
q.i.d.  in  first  24  hrs,  then  5 mg  t.i.d.  or  q.i.d.  as  needed;  muscle 
spasm  with  cerebral  palsy  or  athetosis,  2 to  10  mg  t.i.d.  or  q.i.d. 
Geriatric  patients:  1 or  2 mg/ day  initially,  increase  gradually 
as  needed. 

Contraindications : Infants,  patients  with  history  of  convulsive' 
disorders  or  glaucoma. 

Warning : Not  of  value  in  the  treatment  of  psychotic  patients, 
and  should  not  be  employed  in  lieu  of  appropriate  treatment. 
Precautions:  Limit  dosage  to  smallest  effective  amount  in  el- 
derly patients  (not  more  than  1 mg,  one  or  two  times  daily)  to 
preclude  ataxia  or  oversedation.  Advise  patients  against  pos- 
sibly hazardous  procedures  until  correct  maintenance  dosage 
is  established;  driving  during  therapy  not  recommended.  In 
general,  concurrent  use  with  other  psychotropic  agents  is  not 
recommended.  Warn  patients  of  possible  combined  effects  with 
alcohol.  Safe  use  in  pregnancy  not  established.  Observe  usual 
precautions  in  impaired  renal  or  hepatic  function  and  in  pa- 
tients who  may  be  suicidal;  periodic  blood  counts  and  liver 
function  tests  advisable  in  long-term  use.  Cease  therapy  grad- 
ually. 

Side  Effects;  Side  effects  (usually  dose-related)  are  fatigue, 
drowsiness  and  ataxia.  Also  reported:  mild  nausea,  dizziness, 
blurred  vision,  diplopia,  headache,  incontinence,  slurred  speech, 
tremor  and  skin  rash;  paradoxical  reactions  (excitement,  de- 
pression, stimulation,  sleep  disturbances  and  hallucinations) 
and  changes  in  EEG  patterns.  Abrupt  cessation  after  prolonged 
overdosage  may  produce  withdrawal  symptoms  similar  to 
those  seen  with  barbiturates,  meprobamate  and  chlordiazepox- 
ide  HC1. 

Supplied:  Tablets,  2 mg  and  5 mg;  bottles  of  50  and  500. 


Roche  Laboratories 

Division  of  Hoffmann -La  Roche  Inc 

Nutley,N.J.  07110 


4-  WEST  POINT 
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as  if  driving  a truck  were  not  enough... 

he  also  has  the  excruciating'  discomfort  of  pruritus  ani. 
ARISTOCORT  Triamcinolone  Acetonide  Cream  is  highly 
active  against  the  embarrassing  and  intolerable  irritation  of 
pruritus  ani  and  vulvae.  Sparing  application  to  the  affected 
area— 3 to  4 times  daily— usually  provides  rapid  relief  when 
other  measures  prove  inadequate.  And  when  excoriation  of 
the  area  raises  the  threat  of  infection,  NEO-ARISTOCORT 
Neomycin  Sulfate-Triamcinolone  Acetonide  will  also  provide 
prophylaxis  against  a wide  range  of  skin  pathogens.  A possible 
side  effect  may  be  local  skin  sensitization  due  to  neomycin. 
Steroid-related  systemic  effects  (including  subcapsular 
cataract)  are  possible.  Contraindications  (both  forms) : 
tuberculosis  of  the  skin,  herpes  simplex,  chickenpox,  vaccinia, 
and  fungal  disease.  Prescribe  tubes  of  5 or  15  Gm.  Also 
available  in  % lb.  jars. 


Aristoeort*  isssss.0,1; 

Triamcinolone  Acetonide 


-Aristocort’ 


CREAM  0.1%  AND 
OINTMENT  0.1% 


Neomycin  Base  (0.35%)  — Triamcinolone  Acetonide  (0.1%) 


LEDERLE  LABORATORIES  • A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.Y. 
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lessen  the  attenuation  of  trauma... 


After  surgery  or  injury,  particularly  in  the  older  pa- 
tient, protein  is  mobilized  from  normal  tissue  for  the 
repair  of  damaged  tissue,  frequently  resulting  in 
weakness,  loss  in  body  weight,  and  general  debilita- 
tion relative  to  the  degree  of  stress  or  tissue  damage 
inflicted.  Supportive  anabolic  therapy  reverses  tissue- 
depleting  processes,  and  increases  the  rate  of  protein 
synthesis  by  making  more  dietary  protein  available 
for  tissue  building.  Recovery  and  repair  are  further 
aided  by  improvement  in  appetite,  increased  strength 
and  sense  of  well-being,  and  often  gratifying  gains  in 
weight. 

Supportive  anabolic  therapy,  with  proper  dietary 
protein  intake,  can  make  a remarkable  difference. 

WINSTROt 

brand  of 

STAN0Z0L0L 


WINSTROL(brand  of  stanozolol),  combines  potent  oral  anabolic 
activity  with  outstanding  tolerance,  and  is  remarkably  free 
of  side  effects.  Although  its  androgenic  effect  is  very  low* 
women  and  children  should  be  observed  for  signs  of  slight 
virilization  (hirsutism,  acne  or  voice  change),  and  youngl 
women  may  experience  milder  or  shorter  menstrual  periods 
These  effects  are  reversible  when  dosage  is  decreased  or 
therapy  discontinued.  Patients  with  impaired  cardiac  or  renal 
function  should  be  closely  observed  because  of  the  possibility 
of  sodium  and  water  retention.  Liver  function  tests  may  reveall 
an  increase  in  BSP  retention,  particularly  in  elderly  patients,  inj 
which  case  therapy  should  be  discontinued.  Although  it  has- 
been  used  in  patients  with  cancer  of  the  prostate,  its  mild 
androgenic  activity  is  considered  by  some  investigators  to  be 
a contraindication.  Should  not  be  used  during  pregnancy. 
Dosage  in  adults,  usually  1 tablet  t.i.d.;  young  women,  1 tablet 
b.i.d.;  children  (school  age),  up  to  1 tablet  t.i.d.;  children 
(pre-school  age),  'A  tablet  b.i.d.  Shows  best  results  when  ad 
ministered  with  a high  protein  diet.  Available  as  scored  tablets 
of  2 mg.  in  bottles  of  100. 

*The  therapeutic  value  of  anabolic  agents  depends  on  the  ratio  of 
anabolic  potency  to  androgenic  effect.  This  anabolic-androgenic 
activity  ratio  of  Winstrol  is  greater  than  that  of  all  the  oral  anabolic 
agents  currently  in  use. 


Winthrop  Laboratories,  New  York,  N.Y.  10016 


supportive  oral 


anabolic  therapy  • potent  • well-tolerated 
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The  development  of  chlorothiazide  and  pro- 
benecid were  events  of  major  importance, 
but  perhaps  even  more  important  for  the 
future  was  the  Renal  Research  Program  by 
which  they  were  developed.  When  Merck 
Sharp  & Dohme  organized  this  program  in 
1943,  it  was  expressing  in  action  some  of  its 
basic  beliefs  about  research: 

• Many  problems  connected  with  renal  struc- 
ture and  function  were  still  undefined  or  un- 
solved. The  Renal  Research  Program  would 
begin  its  basic  research  in  some  of  these 
problem  areas. 

• From  knowledge  thus  acquired  might  come 
clues  to  the  development  of  new  therapeutic 
agents  of  significant  value  to  the  physician. 


For  example,  the  Renal  Research  Program 
put  fifteen  years  into  this  search  before 
chlorothiazide  became  available.  But  be- 
cause these  years  had  first  led  to  a greater 
understanding  of  basic  problems,  the  de- 
sired criteria  for  chlorothiazide  existed  be- 
fore the  drug  was  developed. 

Along  with  other  research  teams  at  Merck 
Sharp  & Dohme,  the  Renal  Research  Pro- 
gram continues  to  add  new  understanding 
of  basic  problems  - understanding  which 
will  lead  to  important  new  therapeutic 
agents. 

©MERCK  SHARP  & DOHME  Division  of  Merck  & Co..  Inc.,  West  Point.  Pa. 

where  today’s  theory  is  tomorrow’s  therapy 
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Fleischmann’s  is  Lowest  in  Saturated  Fat 
of  the  nation’s  leading  margarines 


Fleischmann’s  is  made  from  100% 
corn  oil.  Over  half  of  this  remains 
in  liquid  form  for  high  linoleic 
content. . . the  balance  is  partially 
hydrogenated  for  flavor  and 
spreadability.  Consequently, 
Fleischmann’s  is  a “special”  mar- 
garine, lowest  in  saturated  fat  of 
the  nation’s  leading  margarines.  A 
“special”  margarine  is  one  of  the 
most  important  sources  of  poly- 
unsaturates in  the  average  diet. 
Only  Fleischmann’s  offers  all  of 
these  extra  benefits: 


(1)  Exceptionally  high  P/S  ratio 
. . . Fleischmann’s  Margarine  has 
a 1.7  to  1 ratio  (27.5 % cis,  cis 
linoleic  acid).  Using  Fleisch- 
mann’s instead  of  butter  or  regu- 
lar margarines  increases  intake  of 
polyunsaturates  while  lowering 
intake  of  saturated  fat. 

(2)  Made  from  100%  com  oil... 
The  only  oil  used  in  making 
Fleischmann’s  is  100%  corn  oil. 
Some  so-called  corn  oil  marga- 
rines are  mixtures  of  cottonseed 
or  soybean  oil  with  corn  oil. 


(3)  Light  delicate  flavor... Deli- 
cious taste  has  made  Fleisch- 
mann’s America’s  largest  selling 
“special”  margarine. 

(4)  Lightly  Salted  and  Unsalted 
...Fleischmann’s  comes  both 
ways.  What’s  more,  Fleisch- 
mann’s Unsalted  Margarine  is 
dietetically  sodium-free.  It’s  lo- 
cated in  the  frozen  food  section. 

(5)  National  availability. .,  Un- 
like most  brands,  both  Fleisch- 
mann’s can  be  found  in  virtually 
every  food  store  in  America. 
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Medical  News 


Grant  to  field  of  medical  education 

A grant  of  $250,000  for  the  support  of  medi- 
cal education  has  been  announced  by  Benjamin 
W.  Carey,  M.D.,  medical  director  of  Lederle 
Laboratories.  Dr.  S.  H.  George  Allen  of 
Albany  Medical  School  was  among  the  11  medi- 
cal school  faculty  members  named  to  share  in 
the  grant. 

This  year  marks  the  twelfth  annual  Lederle 
Medical  Faculty  Awards  which  are  directed 
toward  maintaining  the  high  caliber  of  medical 
education  in  the  United  States  and  Canada. 
Since  1954,  Lederle  has  given  more  than  $7 
million,  of  which  $3.5  million  has  been  allocated 
to  178  faculty  members.  All  deans  of  medical 
schools  in  the  United  States  and  Canada  are 
eligible  to  nominate  candidates  for  the  awards, 
and  recipients  are  selected  by  an  independent 
committee  composed  of  seven  leading  medical 
educators.  The  committee  chairman  is  Max- 
well Finland,  M.D.,  who  is  George  Richards 
Minot  Professor  of  Medicine  at  Harvard  Medi- 
cal School. 

Battered  child  law  brings  results 

A total  of  176  cases  of  child  abuse  involving 
201  children  was  reported  in  New  York  State 
during  the  first  five  months  of  operation  of  the 
so-called  “battered  child”  law,  the  State  De- 
partment of  Social  Welfare  reported  recently. 

One  hundred  and  twenty  cases,  or  68  per  cent, 
covering  the  period  August  1 to  December  31, 
1964,  were  received  from  New  York  City. 
Hospitals  led  in  reporting,  with  125  cases. 
Another  28  were  submitted  by  doctors,  and  23 
came  from  sources  such  as  relatives  or  neighbors. 
From  reports  which  indicated  the  age  and  sex 
of  the  children,  it  was  found  that  107  girls  and 
92  boys  were  involved.  Of  these,  130  were 
under  four  years  of  age,  50  were  four  to  ten 
years  old,  and  18  were  ten  years  and  over. 
The  youngest  child  was  ten  days  old  and  the 
oldest  was  fifteen  years  old. 

The  Department  of  Social  Welfare  said  the 
data  were  compiled  from  the  reports  of  public 
welfare  agencies  and  the  summarized  reports 
provided  by  five  local  Societies  for  the  Preven- 
tion of  Cruelty  to  Children. 

The  law,  enacted  by  the  1964  Legislature, 
covers  children  under  sixteen.  It  assures  the 
reporting  individual  doctor  or  institution  of  im- 
munity from  any  civil  or  criminal  liability. 

Material  for  inclusion  in  the  medical  news  section  must  be 
received  six  weeks  prior  to  publication  date. 


Water  quality  research  symposium 

Reclaiming  polluted  water  by  advanced 
methods  of  purification  was  the  featured  topic  of 
the  second  annual  symposium  on  Water  Quality 
Research  held  recently  at  the  State  Health  De- 
partment in  Albany.  Symposium  speakers  dis- 
cussed advanced  methods  of  water  purifica- 
tion that  go  beyond  primary  and  secondary 
treatment  which  removes  solids  and  biological 
impurities. 

Speaking  of  the  importance  of  a continuing 
and  expanding  program  for  development  of 
effective  water  quality  control  and  manage- 
ment, Hollis  S.  Ingraham,  M.D.,  State  Health 
Commissioner,  said:  “The  re-use  of  water  is  be- 
coming more  imperative  in  an  age  of  expanding 
population  and  increased  industrial  technology. 
Today,  the  same  body  of  water  is  often  used 
for  drinking,  recreation  and  industrial  proc- 
esses.” 

He  noted  that  the  Health  Department  has 
financed  15  studies  on  water  quality  research 
since  1959.  “However,”  he  added,  “the  new 
knowledge  uncovered  in  these  studies  is  of  no 
use  unless  it  is  described  to  water  management 
specialists,  engineers  and  others  who  can  put 
it  to  use.” 

Dr.  Meredith  H.  Thompson,  director  of  the 
Department’s  Division  of  Environmental 
Health,  presided  over  the  session.  The  sym- 
posium was  co-sponsored  by  the  Department, 
the  State  Water  Pollution  Control  Association, 
and  the  New  York  Section  of  the  American 
Water  Works  Association. 


New  Jersey’s  medical  college 
names  first  president 

James  E.  McCormack,  M.D.,  has  been 
named  the  first  president  of  New  Jersey  College 
of  Medicine  and  Dentistry  by  the  trustees  of 
the  institution  which  was  formerly  Seton  Hall 
College  of  Medicine  and  Dentistry.  He  joined 
the  faculty  in  1960  as  dean  of  medicine  and  will 
continue  in  that  post. 

Dr.  McCormack  earned  his  M.D.  at  New 
York  University  College  of  Medicine  where  he 
subsequently  became  an  assistant  dean  and  later 
an  associate  dean.  He  has  also  been  an  asso- 
ciate dean  at  Columbia  University  College  of 
Physicians  and  Surgeons. 

continued  on  page  1184 
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What  benefits  do  you  look  for  in  a douche? 


More  prompt  and  effective  symptomatic  relief 


When  vaginitis  is  a problem,  there  is  increasing 
evidence  that  an  alkaline  douche  such  as 
StomAseptine  provides  superior  benefits. 

In  pruritus  vulvae,  Weese1  reports  that  “I  have 
found  StomAseptine  to  provide  prompt  relief... be- 
cause it  dissolves  and  removes  leukorrheal  secre- 
tions which  probably  cause  and  intensify  the 
vaginal  itching  and  burning.”  Davis2  had  better 
success  “with  alkaline  preparations... patients  re- 
ported them  more  soothing  than  the  previously 
used  acid  solutions.”  MacGuigan3  recently  re- 
ported that  the  alkaline  douche  is  his  method  of 


choice  in  treating  vaginal  moniliasis.  StomAseptine 
was  found  most  satisfactory  in  relieving  symptoms 
of  vaginal  irritation,  soreness,  and  burning. 

StomAseptine  releases  nascent  oxygen  which  in- 
terferes with  the  growth  of  the  essentially  anaero- 
bic Trichomonas  vaginalis,  making  it  more  vulner- 
able to  specific  trichomonicidal  agents. 

Weese'  has  found  StomAseptine  to  be  a highly 
effective  mucolytic  cleansing  agent.  Peel4  has  em- 
phasized the  value  of  alkaline  douches  in  remov- 
ing the  highly  acid  discharge  associated  with 
Trichomonas  and  Monilia  vaginitis. 


an  oxidizing  mucolytic  cleansing  agent  for  adjunctive  therapy 


sodium  perborate,  sodium  bicarbonate, 

sodium  chloride,  borax,  menthol,  thymol,  eucalyptol, 

methyl  salicylate,  aromatics. 


Literature  and  professional  supply  on  request. 

References:  1.  Weese,  W.  H.:  Personal  communication,  Sept.  25, 
1964  ; 2.  Davis,  C.  H.:  J.A.M.A.  157:126  (Jan.  8)  1955;  3.  MacGuigan, 

J.  F.:  Personal  communication,  Nov.  1,  1963;  4.  Peel,  J.  H.:  Text- 
book of  Gynecology,  5th  Ed.,  London,  Wm.  Heineman,  1958,  p.  383. 
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“I  can’t  cope  any  more. . . 

I worry  about  everything. 

I don ’t  sleep  well . . . 
wake  up  tired  and  irritable.  ” 


Indications:  ‘Deprol’  is  useful  in  the  manage- 
ment of  depression,  both  acute  (reactive)  and 
chronic.  It  is  particularly  useful  in  the  less  se- 
vere depressions  and  where  the  depression  is 
accompanied  by  anxiety,  insomnia,  agitation, 
or  rumination.  It  is  also  useful  for  management 
of  depression  and  associated  anxiety  accom- 
panying or  related  to  organic  illnesses. 
Contraindications:  Benactyzine  hydrochloride 
is  contraindicated  in  glaucoma.  Previous  aller- 
gic or  idiosyncratic  reactions  to  meprobamate 
contraindicate  subsequent  use. 

Precautions:  Meprobamate  — C areful  supervi- 
sion of  dose  and  amounts  prescribed  is  advised. 
Consider  possibility  of  dependence,  particularly 
in  patients  with  history  of  drug  or  alcohol  ad- 
diction; withdraw  gradually  after  use  for  weeks 
or  months  at  excessive  dosage.  Abrupt  with- 
drawal may  precipitate  recurrence  of  pre- 
existing symptoms,  or  withdrawal  reactions 
including,  rarely,  epileptiform  seizures.  Should 
meprobamate  cause  drowsiness  or  visual  dis- 
turbances, the  dose  should  be  reduced  and  op- 
eration of  motor  vehicles  or  machinery  or  other 
activity  requiring  alertness  should  be  avoided  if 
these  symptoms  are  present.  Effects  of  exces- 
sive alcohol  may  possibly  be  increased  by  me- 
probamate. Grand  mal  seizures  may  be  precipi- 
tated in  persons  suffering  from  both  grand  and 
petit  mal.  Prescribe  cautiously  and  in  small 
quantities  to  patients  with  suicidal  tendencies. 
Side  effects:  Side  effects  associated  with  recom- 
mended doses  of  ‘Deprol’  have  been  infrequent 
and  usually  easily  controlled.  These  have  in- 
cluded drowsiness  and  occasional  dizziness, 
headache,  infrequent  skin  rash,  dryness  of 
mouth,  gastrointestinal  symptoms,  paresthesias, 
rare  instances  of  syncope,  and  one  case  each  of 
severe  nervousness,  loss  of  power  of  concentra- 
tion, and  withdrawal  reaction  (status  epilepti- 
cus)  after  sudden  discontinuation  of  excessive 
dosage. 

Benactyzine  hydrochloride— Benactyzine  hydro- 
chloride, particularly  in  high  dosage,  may  pro- 
duce dizziness,  thought-blocking,  a sense  of 
depersonalization,  aggravation  of  anxiety  or 
disturbance  of  sleep  patterns,  and  a subjective 
feeling  of  muscle  relaxation,  as  well  as  anti- 
cholinergic effects  such  as  blurred  vision,  dry- 
ness of  mouth,  or  failure  of  visual  accommo- 
dation. Other  reported  side  effects  have  in- 
cluded gastric  distress,  allergic  response,  ataxia, 
and  euphoria. 

Meprobamate— Drowsiness  may  occur  and, 
rarely,  ataxia,  usually  controlled  by  decreasing 
the  dose.  Allergic  or  idiosyncratic  reactions  are 
rare,  generally  developing  after  one  to  four 
doses.  Mild  reactions  are  characterized  by  an 
urticarial  or  erythematous,  maculopapular 
rash.  Acute  nonthrombocytopenic  purpura  with 
peripheral  edema  and  fever,  transient  leuko- 
penia, and  a single  case  of  fatal  bullous  derma- 
titis after  administration  of  meprobamate  and 
prednisolone  have  been  reported.  More  severe 
and  very  rare  cases  of  hypersensitivity  may  pro- 
duce fever,  chills,  fainting  spells,  angioneu- 
rotic edema,  bronchial  spasms,  hypotensive 
crises  (1  fatal  case),  anuria,  anaphylaxis,  stoma- 
titis and  proctitis.  Treatment  should  be  sympto- 
matic in  such  cases,  and  the  drug  should  not  be 
reinstituted.  Isolated  cases  of  agranulocytosis, 
thrombocytopenic  purpura,  and  a single  fatal 
instance  of  aplastic  anemia  have  been  reported, 
but  only  when  other  drugs  known  to  elicit  these 
conditions  were  given  concomitantly.  Fast  EEG 
activity  has  been  reported,  usually  after  exces- 
sive meprobamate  dosage.  Suicidal  attempts 
may  produce  lethargy,  stupor,  ataxia,  coma, 
shock,  vasomotor  and  respiratory  collapse. 
Dosage:  Usual  starting  dose,  one  tablet  three  or 
four  times  daily.  May  be  increased  gradually 
to  six  tablets  daily  and  gradually  reduced  to 
maintenance  levels  upon  establishment  of  re- 
lief. Doses  above  six  tablets  daily  are  not  rec- 
ommended even  though  higher  doses  have  been 
used  by  some  clinicians  to  control  depression 
and  in  chronic  psychotic  patients. 

Supplied:  Light-pink,  scored  tablets,  each  con- 
taining meprobamate  400  mg.  and  benactyzine 
hydrochloride  1 mg. 

Before  prescribing,  consult  package  circular. 


When  you  recognize  depression 
and  associated  anxiety... 

consider  starting  the  patient 
on  ‘Deprol’ 

1.  ‘Deprol’  can  help  lift  the  mood  of  the  depressed 
patient. 

2.  ‘Deprol’  usually  restores  normal  sleep  by  re- 
lieving the  associated  anxiety  and  tension  which 
often  cause  insomnia. 

3.  Patients  often  report  and  show  noticeable 
improvement  within  a short  period  of  time. 

4.  In  seven  years  of  clinical  use,  side  effects  with 
‘Deprol’  at  recommended  dosage  have  been  infre- 
quent and  usually  easily  controlled. 

5.  No  incompatibility  with  other  medications  has 
been  reported  to  date.  However,  the  possibility 
of  additive  effects  should  be  considered. 

Deprol 

meprobamate  400  mg. + benactyzine  hydrochloride  1 mg. 
WALLACE  LABORATORIES N.  /.  co-5i54 


Vistaril 

a predominantly  subcortical 
tranquilizer 

for  calming  action  where  it  means  most 


Where  the  tranquilizing  action 
of  Vistaril  is  predominantly 
exerted 


Shaded  area  is  the  limbic  system— the  primitive 
“animal  brain,”  presumed  center  for  the  functions 
of  feeling  and  emotion. 

In  vertebrate  evolution,  a pattern  of  accretion 
may  be  observed  in  which  early  nerve  structures 
were  retained  and  elaborated  in  the  brain  of 
lower  mammals.1  This  lower  mammalian  brain 
survives  in  man  as  the  seat  of  emotional 
behavior.  It  is  on  this  subcortical  center  that 
the  calming  action  of  Vistaril  appears  to  be 
primarily  exerted.2 * * **7 


Where  the  tranquilizing 
action  of  Vistaril 
has  no  significant  effect 

The  excessive  action 
sometimes  seen  on  these 
areas  with  certain  drugs  may 
adversely  affect  mental  acuity 
and  certain  motor  and 
sensory  activity. 


1.  MacLean,  P.  D.:  J.  Nerv.  Ment.  Dis.  135:289,  Oct.,  1962.  2.  Bozza,  M.  L.  and  Nicola,  G.  C.,  in  Garattini,  S.  and 

Ghetti,  V.:  Psychotropic  Drugs,  Elsevier  Publishing  Co.,  Amsterdam,  1957,  p.  569.  3.  Payne,  A.  B.,  Claassen, 

L.  G.  and  Hamelberg,  W.:  Ohio  Med.  J.  58:915,  Aug.,  1962.  4.  Savona,  B.  and  Perricone,  G.:  Minerva  Ginec. 

10:317,  Apr.  30,  1958.  5.  Settel,  E.:  Amer.  Pract.  8:1584,  Oct.,  1957.  6.  Steinberg,  N.  and  Holz,  W.  G.:  New 

York  J.  Med.  60:691,  Mar.  1,  1960.  7.  Weyne,  F.  and  Roussel,  J.  L.:  BruxeUes  Med.  37:1959,  Dec.  22,  1957. 


Relieves  anxiety  with 
negligible  spillover  into  cerebral, 
thalamic,  spinal-cord  areas 


The  calming  action  of  Vistaril  appears  to  be 
exerted  primarily  on  the  primitive  “animal 
brain”  or  limbic  system,  and  is  mediated  prin- 
cipally through  the  hypothalamus.  There  is 
negligible  clinical  effect  upon  the  cerebral 
thalamic  or  spinal-cord  areas.  Minimal  effect 
on  the  cortex  may  be  inferred  from  the  fact 
that  Vistaril  has  no  primary  anticonvulsant 
skeletal  muscle-relaxant  or  sedative  action  in 
clinical  use.  Thus, 

1 . Undesirable  effects  characteristic  of  cer- 
tain other  agents  whose  action  may  involve 
spinal  pathways  and  conscious  or  neuromotor 
centers  are  rarely  encountered  with  Vistaril. 

2.  Minimal  effect  by  Vistaril  on  the  “think- 
ing” cortex  spares  the  patient’s  ability  to  com- 
prehend, to  exercise  judgment,  to  cooperate 
or  to  communicate. 


Over  500  published  papers,  14,493 
cases  attest  to  the  effectiveness  of 
Vistaril 


1,579  nonpsychiatric  patients 
seen  in  daily  practice 

responded: 

1,286 

(81.4%) 

3,095  psychiatric  patients  in 

responded: 

whom  Vistaril  was  used  as 

2,383 

an  adjunct  to  definitive  treatment 

(77%) 

9,819  preoperative  patients  in 

responded: 

whom  Vistaril  was  used  adjunctively 

9,000 

in  major  and  minor  surgery 

(91.7%) 

In  its  eight  years  of  use,  during  which  more 
than  one  billion  parenteral  and  oral  doses  have 
been  administered,  hepatic  or  hemopoietic  tox- 
icity, euphoria,  habituation  or  withdrawal  reac- 
tions, pharmacologic  drug  incompatibilities  or 
drug-induced  depression  does  not  appear  to  be 
related  to  the  administration  of  hydroxyzine. 


Vistaril 

hydroxyzine 


calms  the  frightened  “animal  brain”  inside  your  anxious  patient 


Science  for  the  world’s  well-being® 


Since  1849 
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calms  the  frightened 
“animal  brain” 
inside  your  anxious  patient 

Vistaril 

hydroxyzine 

Dosage  recommendations:  Oral 
Vistaril  (hydroxyzine  pamoate) 

For  Adults— 200  to  400  mg.  daily  in  divided  doses,  then  ad- 
just to  individual  patient  requirements. 

For  Children  under  6 years  of  age  — 50  mg.  daily  in  divided 
doses,  then  adjust  to  individual  patient  requirements. 

For  Children  over  6 years  of  age  — 50  to  100  mg.  daily  in 
divided  doses,  then  adjust  to  individual  patient  requirements. 

Dosage  recommendations:  Parenteral 
Vistaril  (hydroxyzine  HC1) 

For  Adults  — I.M.,  50  to  100  mg.  Stat.  and  q.  4-6  h.,  p.r.n. 

For  Children  — I.M.,  0.5  mg.  per  pound  of  body  weight. 

Formulas: 

Vistaril  (hydroxyzine  pamoate) 

Capsules:  25  mg.,  50  mg.,  100  mg. 

Vistaril  (hydroxyzine  pamoate) 

Oral  Suspension:  25  mg.  per  5 cc. 

Vistaril  (hydroxyzine  HC1) 

Parenteral  Solution: 

23  mg.  and  50  mg.  per  cc. 

Contraindications:  Hydroxyzine  pamoate  is  contraindicated 
for  patients  who  have  shown  a previous  hypersensitivity  to 
it.  Hydroxyzine  parenteral  solution  is  intended  only  for  intra- 
muscular or  intravenous  administration  and  should  not, 
under  any  circumstances,  be  injected  subcutaneously  or  intra- 
arterially. 

Precautions:  Hydroxyzine  may  potentiate  the  action  of  cen- 
tral nervous  system  depressants,  narcotics  such  as  meperi- 
dine, and  barbiturates.  In  conjunctive  use,  dosage  for  these 
drugs  should  be  decreased.  Because  drowsiness  may  occur, 
patients  should  be  cautioned  against  driving  a car  or  operat- 
ing dangerous  machinery.  The  usual  precautions  for  intra- 
muscular injection  should  be  followed;  soft-tissue  reactions 
have  rarely  been  reported  when  proper  technique  has  been 
used.  On  intravenous  injection  a few  instances  of  digital 
gangrene  have  occurred  distal  to  the  injection  site  consid- 
ered to  be  due  to  inadvertent  intra-arterial  injection  or  peri- 
arterial extravasation.  Therefore,  particular  caution  should 
be  observed  when  hydroxyzine  parenteral  solution  is  admin- 
istered intravenously  to  insure  injection  only  into  intact 
veins;  avoid  either  intra-arterial  injection  or  extravasation. 
Intravenous  administration  should  be  accomplished  slowly, 
no  faster  than  25  mg.  per  minute,  and  not  to  exceed  100 
mg.  in  any  single  dose. 

Adverse  Reactions:  Drowsiness  may  occur  which  is  usually 
transitory,  disappearing  spontaneously  in  a few  days  with 
continued  therapy  or  correctable  by  dosage  reduction.  Dry- 
ness of  the  mouth  may  be  seen  with  higher  doses.  Involun- 
tary motor  activity  has  been  reported  in  some  hospitalized 
patients  on  higher  than  recommended  dosage. 

More  detailed  professional  information  available  on  request. 

Science  for  the  world’s  well-being® 


Since  1849 

PFIZER  LABORATORIES 

Division,  Chas.  Pfizer  & Co.,  Inc.  New  York,  New  York  10017 
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Society  for  Medical  Musicology 

All  physicians  and  members  of  allied  pro- 
fessions who  are  interested  in  forming  a Society 
for  Medical  Musicology  are  requested  to  con- 
tact S.  J.  London,  M.D.,  85-28  215th  Street, 
Hollis  Hills,  New  York  11427;  or  call  914  MO 
4-5000  days  or  212  776-4461  evenings. 

Personalities 

Elected.  Robert  J.  Michtom,  M.D.,  Rockville 
Centre,  Long  Island,  president;  and  Willard 
H.  Willis,  M.D.,  Utica,  and  Gordon  K.  Moe, 
M.D.,  Utica,  vice-presidents  of  the  New  York 
State  Heart  Assembly  at  the  group’s  annual 
meeting  in  Buffalo  . . . David  H.  Goldstein, 
M.D.,  New  York  City,  second  vice-president  of 
the  Industrial  Medical  Association  during  the 
Association’s  50th  annual  meeting  in  Bal 
Harbour,  Florida.  Dr.  Goldstein  is  medical 
director  for  The  New  York  Times. 

Appointed.  Margaret  J.  Giannini,  M.D.,  The 
Bronx,  since  1951  director  of  the  Mental  Re- 
tardation Center  at  Flower  and  Fifth  Avenue 
Hospitals,  as  special  consultant  to  the  National 
Institute  of  Health’s  Mental  Retardation  Unit. 

Awarded.  Howard  A.  Rusk,  M.D.,  director 
of  the  Institute  of  Physical  Medicine  and  Re- 
habilitation, New  York  University  Medical 
Center,  and  contributing  editor  of  The  New  York 
Times,  the  Grand  Cross  of  the  Elroy  Alfaro 
International  Foundation  of  Panama. 

Speakers.  At  the  annual  meeting  in  Phila- 
delphia of  the  American  Association  for  Cancer 
Research;  James  F.  Holland,  M.D.,  chief  of  the 
Department  of  Medicine  at  Roswell  Park 
Memorial  Institute,  Buffalo,  reporting  on  the 
use  of  drugs  to  reduce  leukemic  cells;  Sherwood 
P.  Miller,  M.D.,  and  Dr.  Adolfo  Elizalde,  de- 
scribing a method  for  identifying  hidden  primary 
cancer  by  studying  the  secondary  cancers  that 
spring  from  it;  Chester  Southam,  M.D.,  of 
Sloan- Kettering  Institute,  giving  a progress  re- 
port on  his  studies  of  human  immunity  to  cancer, 
and  explaining  the  possibility  of  preparing  a 
vaccine  to  bolster  the  immunity  of  patients  who 
have  early  cancer;  and  Ernest  Wynder,  M.D., 
of  Sloan- Kettering  Institute,  reporting  on  an 
experiment  which  tested  the  cancer-causing 
chemicals  in  New  York  City’s  air  . . . Hollis  S. 
Ingraham,  M.D.,  State  Health  Commissioner, 
at  a conference  of  400  medical  specialists  on 
“Practical  Steps  Against  Tuberculosis — 1965.” 

Retired.  Henry  T.  Randall,  M.D.,  as  medical 
director  of  Memorial  Hospital,  New  York  City, 
in  order  to  devote  full  time  to  the  Department 
of  Surgery,  of  which  he  is  chairman. 
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one  of  the  important  drugs  of  our  time 


(CHLORAMPHENICOL) 


PARKE-DAVIS 


PARKE.  DAVIS  4 COMPANY.  OUml.  Attn 


Complete  information  for  usage  available  to  physicians  upon  request. 


Month  in  Washington 


The  House  has  passed  legislation  (H.R.  6675) 
to  provide  Federal  health  care  for  the  aged  that 
goes  much  farther  than  the  King-Anderson  bill 
the  Johnson  Administration  originally  asked 
Congress  to  approve. 

The  key  House  vote  as  far  as  the  King- 
Anderson  provision  was  concerned  was  on 
substitution  of  a Republican  insurance  plan 
which  included  some  features  of  the  Eldercare 
plan  sponsored  by  the  American  Medical  As- 
sociation. The  vote  was  236  to  191  against  the 
G.O.P.  substitute. 

The  vote  on  final  House  passage  of  H.R. 
6675  was  313  for  and  115  against. 

After  nearly  two  months  of  hearings  behind 
closed  doors,  the  House  Ways  and  Means  Com- 
mittee on  March  23  approved  the  “three-layer 
cake”  program  which  included  a modified 
version  of  the  King-Anderson  bill,  a sup- 
plementary government-subsidized  health  in- 
surance plan  for  the  elderly,  and  an  extensive 
expansion  of  the  Federal-state  Kerr-Mills 
program. 

The  committee  vote  was  strictly  on  party 
lines:  17  Democrats  for  the  catch-all  package 
and  8 Republicans  against  it. 

Despite  a tremendous  flood  of  letters  from 
the  public  in  favor  of  the  A.M.A’s  Eldercare 
plan  for  comprehensive  health  insurance  for 
the  elderly  under  Kerr-Mills,  the  Ways  and 
Means  Committee  didn’t  take  a vote  on  the 
Herlong- Curtis  Eldercare  bill  (H.R.  3727). 

President  Johnson  quickly  gave  Administra- 
tion support  to  the  committee  bill  and  asked  for 
speedy  approval  by  Congress. 

The  Administration-approved  legislation 
would  provide  compulsory  Social  Security 
coverage,  effective  January  1,  1966,  for  self- 
employed  physicians  and  for  interns  and 
residents.  It  also  would  increase,  retroactive 
to  January  1,  1965,  Social  Security  cash  benefits 
by  7 per  cent  across-the-board  with  a minimum 
increase  of  $4.00  a month  for  an  individual. 

The  wage  base  on  which  Social  Security  taxes 
are  paid  would  be  increased  January  1,  1966, 
from  $4,800  to  $5,600,  and  January  1,  1971,  to 
$6,600.  For  the  self-employed,  the  proposed 
tax  rate  on  the  new  wage  bases  would  be  an  in- 
crease January  1,  1966  from  6.2  per  cent  to 
6.35  per  cent,  increasing  to  7.80  per  cent  in 
1987  and  thereafter.  For  both  the  employer 
and  the  employe,  the  increase  in  1966  would 
be  from  the  present  4.125  per  cent  to  4.35  per 
cent,  increasing  to  5.60  per  cent  in  1987  and 
thereafter. 

The  Social  Security  tax  paid  by  employes  and 
employers  each  would  be  increased  next  January 

Prepared  by  the  Washington,  D.C.,  Office  of  the  American 
Medical  Association. 


1 from  the  present  $174  per  year  to  $243.60. 
The  tax  on  a self-employed  individual  would  be 
increased  from  $259.20  to  $355.60.  In  1971, 
when  the  taxable  wage  base  would  be  increased 
to  $6,600,  the  employe  and  employer  would  be 
paying  a tax  of  $323.40  each,  and  the  self- 
employed  individual  would  be  paying  a tax  of 
$468.60. 

The  King-Anderson  section  of  the  legislation 
would  provide  the  following  benefits  for  persons 
sixty-five  and  over. 

Inpatient  hospital  services  for  up  to  sixty 
days  in  semiprivate  accommodations  (two- 
to  four-bed)  during  a spell  of  illness,  subject 
to  a deductible,  which  until  1969  would 
amount  to  $40. 

Posthospital  extended  care  services  for 
up  to  twenty  days  during  any  spell  of  illness 
in  a facility  which  has  in  effect  a transfer 
agreement  with  one  or  more  hospitals  or 
which  a state  agency  finds  has  attempted  to 
enter  into  such  an  agreement.  This  benefit 
could  be  extended  for  a period  of  up  to  an 
additional  eighty  days  under  circumstances 
described  below. 

Posthospital  home  health  services  for  up  to 
100  visits  during  a one-year  period  following 
hospitalization. 

Outpatient  hospital  diagnostic  services 
during  a twenty-day  period  subject  to  a 
deductible  equal  to  one-half  the  deductible 
for  inpatient  hospital  services. 

Inpatient  hospital  services,  posthospital  home 
health  services,  and  outpatient  hospital  diagnos- 
tic services  would  begin  on  July  1,  1966.  Post- 
hospital extended  care  services  would  begin 
on  January  1,  1967. 

The  Supplementary  Insurance  section  is 
designed  to  provide  more  complete  coverage  for 
persons  sixty-five  and  over  at  their  option. 
The  cost  to  the  beneficiary  is  $3.00  a month, 
plus  the  first  $50  of  medical  bills  covered,  and 
20  per  cent  of  total  above  $50.  The  benefits 
are  as  follows. 

Payment  to  the  individual  or  to  the 
provider  of  services  for  physicians’  services, 
and  medical  and  other  health  services  other 
than  those  by  a provider  of  services  as  de- 
fined in  the  bill. 

Payments  to  providers  of  services  for  in- 
patient psychiatric  hospital  services  for  up 
to  sixty  days  during  a spell  of  illness,  home 
health  services  for  up  to  100  visits  during  a 
calendar  year,  and  medical  and  other  health 
services  furnished  by  a provider  of  services 
or  by  others  under  arrangements. 

No  payment  could  be  made  under  this  pro- 
gram for  any  services  for  which  the  individual 

continued  on  page  1189 
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One  antibiotic  superior  to 
Tetracycline 
Chloramphenicol 
Streptomycin 
Kanamycin 
Polymyxin  B 
Penicillin  G 

against  Proteus  mirabilis  and  E.coli 


Proteus  mirabilis  is  not  only  the 
most  common  cause  of  Proteus 
infections  of  the  urinary  tract, 
but  such  infections  are  often 
resistant  to  other  antibiotics.1’4 
According  to  Anderson  et  al .,5 
“When  assessed  in  terms  of  serum 
levels  attainable  with  usual  dosage 
regimens,  ampicillin  was  the  most  effec- 
tive drug  tested  against  E.  coli  and  P.  mira- 
bilis.” These  authors  found  Klebsiella- A ero- 
bacter  and  Pseudomonas  organisms  relatively 
insusceptible  to  ampicillin.  With  its  broad- 
spectrum  coverage  of  many  gram-positive  and 
gram-negative  bacteria,  absence  of  toxicity, 
and  slow  emergence  of  resistant  strains, 
PENBRITIN  (ampicillin)  is  a most  beneficial 
and  safe  drug  in  treating  urinary  tract  infec- 
tions — killing  the  pathogens,  not  just  suppress- 
ing them. 


Dosage:  Adults  — 500  mg.  every  six  hours 
(higher  doses  may  be  required  for  severe  in- 
fections). Children— (under  13  years,  whose 
weight  will  not  result  in  a dosage  higher  than 
that  recommended  for  adults)  100  mg. /Kg./ 
day  in  divided  doses  every  six  or  eight  hours 


for  moderately  severe  infections;  200  mg./ 
Kg. /day  in  divided  doses  every  six  hours  for 
severe  infections. 

Contraindications:  (1)  Hypersensitivity  to 

penicillin.  (2)  Infections  by  penicillinase- 
producing  staphylococci  and  other  penicillinase- 
producing  organisms.  Aerobacter  aerogenes , 
Pseudomonas  pyocyanea,  and  Proteus  mor- 
ganii  are  resistant  to  PENBRITIN  (ampicillin). 

Side  Effects:  Mild  effects,  such  as  skin  rashes, 
diarrhea,  nausea  and  vomiting,  have  occasion- 
ally appeared. 

Precautions:  As  with  other  antibiotics,  pre- 
cautions should  be  taken  against  gastrointesti- 
nal superinfection.  To  date,  safety  for  use  in 
pregnancy  has  not  been  established. 

Supplied:  No.  606  — Each  capsule  contains  250 
mg.  of  ampicillin.  Bottles  of  16  and  100. 

References:  1.  Hanson,  R.  J.,  et  al.:  J.  Urol. 
75:1016  (July)  1958.  2.  Middletown,  J.  E.: 
Brit.  M.  J.  ii: 497  (Aug.  31)  1957.  3.  Today’s 
Drugs,  Brit.  M.  J.  i:1475  (May  26)  1962.  4. 
Brumfitt,  W,  et  al.:  Lancet  i:130  (Jan.  20) 
1962.  5.  Anderson,  K.  N.,  et  al.:  J.A.M.A. 
187: 87  (Feb.  22)  1964. 


Kills  bacteria— does  not  just  suppress  them 
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when  impending  surgery 
overwhelms  her  with  anxiety 


. . the  anxious  hour  before  surgery  was  accepted  by 
the  patient  with  unconcern  and  tranquility."1  This  is 
only  one  of  the  benefits  observed  in  a recent  study  of 
3,495  patients  who  received  Atarax  (hydroxyzine 
HCI)  preoperatively.  Premedication  with  Atarax  also 
facilitated  induction  of  anesthesia,  permitted  sub- 
stantial reduction  in  narcotics,  "noticeably"  lessened 
nausea  and  vomiting  in  the  recovery  room,  and 
"...contributed  to  the  patient's  well-being  prior  to, 
during,  and  after  surgery."  No  side  effects  attribut- 
able to  Atarax  were  noted.  Thus,  Atarax  "...ap- 
peared fully  to  merit  its  increasing  advocacy  among 
anesthesiologists."1 

Even  when  anxiety  reaches  severe  proportions,  you 
can  counteract  it  promptly  with  the  potent  tranquil- 
izer—Atarax 

Because  of  its  outstanding  systemic  safety  record, 
Atarax  dosage  can  be  adjusted  to  meet  individual 
patient  requirements.  Throughout  a wide  age  range. 


unfavorable  effects  on  vital  functions  (respiration, 
circulation)  have  been  notably  absent  or  clinically  in- 
significant.1*5 The  wide  variety  of  dosage  forms 
allows  flexibility  of  administration  from  many  stand- 
points—convenience,  patient  preference,  or  emer- 
gency requirements. 

Surgery,  of  course,  is  only  one  of  the  circumstances 
that  can  unleash  anxiety.  Keep  Atarax  in  mind  for 
oil  your  emotionally  distressed  patients  — from  under 
6 to  over  60. 


for  any  age— for  any  stage  of  anxiety 


(hydroxyzine  HCI)  SSL 


J.  B.  Roerig  and  Company 
Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World’s  Well-Being® 
New  York,  New  York  10017 
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Beets  and  precautions:  The  transitory  drowsiness  which 
|:ur  with  hydroxyzine  HCI  usually  disappears  spontane- 
I a few  days  with  continued  therapy,  or  is  correctable 
l|  ge  reduction.  Dryness  of  the  mouth  may  be  seen  with 
I loses.  Involuntary  motor  activity  has  been  reported  in 
jspitalized  patients  on  higher  than  recommended  dosage, 
rzine  HCI  may  potentiate  CNS  depressants,  narcotics  such 
jpridine,  barbiturates,  and  anticoagulants.  In  conjunctive 
>jsage  for  these  drugs  should  be  decreased.  Because 
itess  may  occur,  patients  should  be  cautioned  against 
:|  a car  or  operating  dangerous  machinery.  Parenteral 
| Precautions  and  contraindications:  This  dosage  form  is 
in  only  for  I.M.  or  I.V.  administration  and  should  not, 
•( iny  circumstances,  be  injected  subcutaneously  or  intra- 
ly.  When  the  usual  precautions  for  I.M.  injection  have 
i Mowed,  reports  of  soft  tissue  reactions  have  been  rare, 
ijninistration  should  be  slow,  no  faster  than  25  mg.  per 
i|  and  should  not  exceed  100  mg.  in  any  single  dose.  Par- 
ihare  should  be  used  to  insure  injection  only  into  intact 
|i  few  instances  of  digital  gangrene  occurring  distal  to 
R iCtion  site  have  been  attributed  to  inadvertent  intra- 
I injection  or  periarterial  extravasation,  both  of  which 
be  avoided.  More  detailed  professional  information  avail- 
j request. 


j:es:  1)  Hayward-Butt,  J.  T. : Rocky  Mountain  M.  J.  61:39  (Dec.) 
J Grady,  R.  W.,  and  Rich,  A.  L.:  South.  M.  J.  54:766  (July)  1961. 
jberg,  M.,  and  Holz,  W.  G.:  New  York  J.  Med.  60:691  (March) 
! Jouan,  F.:  Sante  publique  13:161  (July  5)  1958.  5)  Bizzari,  D., 
,lew  York  J.  Med.  63:529  (Feb.  15)  1963. 


by  condition  where  tissue  depletion  of  the  water-soluble  vita- 
| found,  Rx  RoeriBeC®  therapeutic  B complex  with  500  mg.  of 


is  entitled  to  have  payment  made  under  the 
King-Anderson  section.  The  secretary  of 
Health,  Education,  and  Welfare  would  have  to 
enter  into  contracts  with  carriers  to  administer 
the  program. 

The  expanded  Kerr-Mills  program  would 
combine  all  the  vendor  medical  provisions  for 
the  blind,  disabled,  and  families  with  dependent 
children  under  a uniform  program  and  matching 
formula.  The  Federal  matching  share  for 
cash  payments  for  these  needy  persons  would 
also  be  increased;  services  for  maternal  and 
child  health,  crippled  children,  and  the  mentally 
retarded  would  be  expanded;  a five-year 
program  of  “special  project  grants”  to  provide 
comprehensive  health  care  and  services  for 
needy  children  of  school  age  or  preschool  would 
be  authorized;  and  present  limitations  on 
Federal  participation  in  public  assistance  to 
aged  individuals  in  tuberculosis  or  mental 
disease  hospitals  would  be  removed  under 
certain  conditions. 

Donovan  F.  Ward,  M.D.,  president  of  the 
American  Medical  Association,  said  on  House 
passage  of  H.R.  6675:  “The  development  of 

this  bill  and  its  passage  by  the  House  have 
been  characterized  by  unrestrained  haste.  It  is 
unfortunate  that  the  American  people  have 
been  denied  the  opportunity  to  learn  through 
public  hearings  just  how  this  legislation  would 
affect  their  lives.  The  people  do  not  under- 
stand this  bill,  and  it  is  doubtful  that  the 
members  of  the  House  of  Representatives  can 
have  acted  with  a clear  comprehension  of  how 
it  would  affect  the  nation’s  health,  how  it 
would  affect  the  practice  of  medicine,  or  whether 
physicians  would  be  able  to  provide  high- 
quality  medical  care  under  the  restrictions  and 
controls  it  would  impose  on  them. 

“We  are  opposed  to  increasing  taxes  on  wage 
earners  to  pay  hospital  bills  for  everyone  over 
sixty-five,  regardless  of  their  income.  We 
are  opposed  to  centralizing  control  over  hospi- 
tals and  doctors  under  a Federal  bureaucracy. 
We  believe  in  helping  the  elderly  who  need 
help  through  a program,  such  as  Eldercare, 
which  is  administered  by  the  states,  not  con- 
trolled from  Washington.  Public  opinion  sur- 
veys clearly  show  that  a majority  of  the  Ameri- 
can people  agree  with  our  position. 

“We  hope  the  Senate  will  proceed  with  caution 
and  will  conduct  full  and  fair  public  hearings  so 
that  this  bill  can  be  thoroughly  understood  by 
everyone.  We  hope  that  the  legislation  which 
finally  emerges  will  be  sound  and  just,  and  will 
reflect  the  desires  of  a majority  of  the  people.” 
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Abstracts 


Lemlich,  A.:  Multivariant  analysis  of  clin- 

ical and  prognostic  factors  in  myocardial  in- 
farction, New  York  State  J.  Med.  65:  1209 
(May  15)  1965. 

A computer-supported  study  of  the  natural 
history  and  prognosis  of  myocardial  infarction 
in  368  patients  was  carried  out.  Clinical  shock 
was  found  to  be  the  most  important  factor  in 
the  prognosis  of  the  disease;  other  clinical 
factors  carrying  a grave  prognosis  are  history  of 
previous  myocardial  infarctions,  advanced  age, 
duration  of  temperature  elevation,  failure  of  the 
left  side  of  the  heart,  and  tachycardia.  There 
was  no  great  difference  in  survival  between 
males  and  females  at  any  age  level.  Further 
studies  concerning  the  application  of  computer 
systems  and  technics  to  clinical  heart  disease 
are  in  progress. 

Biro,  L.,  Witten,  V.  H.,  and  Sulzberger, 

M.  B.:  Bacteriologic  studies  in  acne;  effects 

of  administration  of  systemic  antibiotics,  New 
York  State  J.  Med.  65:  1216  (May  15)  1965. 

A study  was  made  of  aerobic  bacterial  flora  of 
acne  lesions  and  nasal  mucosa  in  17  patients 
with  acne  vulgaris  who  had  not  received  any 
antibiotics  in  six  months  and  in  30  patients 
who  were  receiving  antibiotics.  The  most 


common  aerobic  microorganism  recovered  was 
staphylococcus  coagulase-negative;  there  was 
no  incidence  of  staphylococcal  infection  or  of 
development  of  a carrier  state  due  to  staphylo- 
coccus coagulase-positive  80-81  or  phage  type 
group  three.  The  in  vitro  sensitivity  of  the 
staphylococci  recovered  and  the  clinical  re- 
sponse to  the  antibiotics  were  generally  in 
accord;  however,  most  strains  were  sensitive  to 
several  antibiotics  commonly  used  in  acne. 

Gibbs,  R.  C.:  Alterations  of  palms  and  soles; 

indicators  of  internal  disease,  New  York  State 
J.  Med.  65:  1220  (May  15)  1965. 

Alterations  of  the  palms  and  soles  which  may 
indicate  a variety  of  internal  disease  include: 
keratoses,  associated  particularly  with  internal 
malignant  tumors;  color  alterations,  especially 
erythema,  associated  with  pregnancy,  rheuma- 
toid arthritis,  arsenical  intoxication,  hepatic 
cirrhosis,  mitral  insufficiency,  hemochromatosis, 
various  vitamin  deficiencies,  diabetes  mellitus, 
and  chronic  pulmonary  tuberculosis;  basal  cell 
nevus  syndrome;  urticaria  pigmentosa;  and 
alterations  in  fingerprints  and  palmprints, 
associated  with  monoglism,  Recklinghausen’s 
disease,  pseudohypoparathyroidism  and  gon- 
adal dysgenesis,  congenital  heart  disease,  Wil- 
son’s disease,  18-trisomy,  and  schizophrenia. 


Abstracts  in  Interlingua 


Lemlich,  A.:  Analyse  a multivariantia  de 

factores  clinic  e prognostic  in  infarcimento 
myocardial  ( anglese ),  New  York  State  J. 
Med.  65:  1209  (15  de  maio)  1965. 

Esseva  executate,  con  le  utilisation  de  un 
computator  electronic,  un  studio  del  historia 
natural  del  prognose  de  infarcimento  myocar- 
dial in  368  patientes.  Esseva  constatate  que 
choc  clinic  es  le  factor  le  plus  importante  in  le 


prognose  del  curso  del  morbo.  Altere  factores 
clinic  que  pote  exercer  un  influentia  aggavante 
super  le  prognose  es  le  antecedente  de  altere 
infarcimentos  myocardial,  avantiate  etate,  per- 
duration  de  elevate  temperaturas,  insufficientia 
del  latere  sinistre  del  corde,  e tachycardia. 
Esseva  constatate  nulle  marcate  differentia  in 
le  cifras  de  superviventia  inter  masculos  e 
feminas  a ulle  stadio  de  etate.  Studios  addi- 

continued  on  page  1194 
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a rapid-acting  antidepressant 


for  a lift  from  the 
hell  of  depression 


IN  BRIEF 


Action  and  Uses:  Norpramin  (desipramine  hydrochloride) 
is  the  primary  active  metabolite  of  imipramine.  It  differs 
from  earlier  antidepressants  in  its  rapid  onset  of  action. 
Approximately  60  to  70%  of  patients  with  neurotic  or 
psychotic  depressions  will  respond  satisfactorily.  More 
than  half  will  begin  to  improve  in  2-5  days,  others  within  a 
week.  Usually,  patients  not  responding  within  one  week 
are  less  likely  to  improve. 

Indications:  Norpramin  is  useful  in  the  treatment  of: 
neurotic  and  psychotic  depressive  reactions,  and  in  manic 
depressive  or  involutional  psychotic  reactions.  It  may  be 
used  as  co-therapy  with  tranquilizers  in  the  treatment  of 
markedly  agitated  forms  of  depressions. 


Contraindications:  (1)  Norpramin  should  not  be  given 
within  two  weeks  of  treatment  with  a monoamine  oxidase 
inhibitor.  (2)  Because  of  its  autonomic  effects,  it  is  con- 
traindicated in  patients  with  glaucoma,  urethral  or 
ureteral  spasm  and  recent  myocardial  infarction.  (3) 
Severe  coronary  heart  disease  because  of  possible  tachy- 
cardia. (4)  Active  epilepsy  as  it  lowers  the  threshold  for 
epileptiform  seizures. 

Precautions:  (1)  Norpramin  treatment  should  not  be  sub- 
stituted for  hospitalization  or  restraint  if  the  risk  of  homi- 
cide or  suicide  is  considered  grave.  (2)  In  patients  with 
manic  depressive  illness,  Norpramin  may  induce  a hypo- 
manic  state  after  the  depressive  phase  terminates.  (3) 
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NORPRAMIN 


rapid  acting  specific  for  depression 


not  an  MAO  inhibitor 
not  a tranquilizer 

Norpramin  is  an  original  product 
of  Lakeside  research.  It  has  been 
established  to  be  the  primary  active 
metabolite  of  imipramine  and  in 
many  patients  has  been  reported  to 
be  more  rapid  in  onset  of  action— 
2 to  5 days. 

Norpramin  is  specific  for  depression 
and  is  not  recommended  for  anxiety. 
Side  effects  are  usually  mild. 


. . [Norpramin]  appears  to  have  an  im- 
mediate onset  of  action,  which  is  readily 
demonstrable  in  both  humans  and 
animals.” 

Meduna,  L.  J.;  Abood,  L.  G.,  and  Biel,  J.  H.:  Journal  of 
Neuropsychiatry  2: 232-237  (June)  1961. 


“.  . . laboratory  and  clinical  studies  have 
shown  that  imipramine  is  converted  endo- 
genously to  desipramine  [Norpramin] 
which  may  be  administered  instead  with 
more  prompt  onset  of  clinical  effect.” 

Nodine,  J.  A.,  and  Slap,  S.  W.:  Current  Therapeutic 
Research  5:40  (January)  1963. 


“. . . responses  can  be  seen  as  soon  asone 
to  three  days  after  administration.” 

Siegler,  P.  E.:  Medical  Clinics  of  North  America.  48:497 
(March)  1964. 


See  your  Lakeside  representative  or  please  write  for  clinical  data  and  complete  prescribing  information. 


LAKESIDE  LABORATORIES,  INC. 


MILWAUKEE,  WISCONSIN  53201 


Although  animal  teratology  studies  proved  negative,  fur- 
ther clinical  experience  is  necessary  to  establish  safety 
in  human  pregnancy.  (4)  Discontinue  therapy  prior  to 
elective  surgery. 

Adverse  Effects:  Mild  side  effects  may  occur  in  about  1 
of  4 patients.  These  are  usually  well  tolerated.  Side 
effects  include:  dry  mouth,  constipation,  dizziness,  palpi- 
tation, delayed  urination,  “bad  taste”,  sensory  illusion, 
tinnitus,  agitation  and  stimulation,  sweating,  drowsiness, 
headache,  orthostatic  hypotension,  flushing,  nausea, 
cramps,  weakness,  blurred  vision  and  mydriasis,  rash, 
allergy,  altered  liver  function,  ataxia  and  extrapyramidal 
signs. 


Dosage  and  Administration : Optimal  results  are  obtained 
at  about  150  mg./day.  Dosage  over  200-225  mg./day 
increases  incidence  of  side  effects.  Norpramin  may  be 
administered  as  follows:  two  tablets  (50  mg.)  t.i.d.  (150 
mg./day).  Partial  response  may  be  expected  within  2-5 
days;  optimal  response  within  2-3  weeks.  After  optimal 
results  are  achieved  a maintenance  dose  . . . 50-100 
mg./day  . . . should  be  sought. 

Supplied:  Norpramin  (desipramine  hydrochloride)  tab- 
lets of  25  mg.,  in  bottles  of  50  and  500. 
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STOPS 


Hemorrhage  and  epigastric  pain  are  the  most 
serious  symptoms  of  peptic  ulcer.  Probably, 
20-25%  of  all  patients  experience  massive 
bleeding  at  some  time  or  other. 

After  3-6  weeks  treatment  with  ROMACH  tablets, 
the  ulcer  crater  shows  healing  81%  of  cases. 
A satisfactory  therapeutic  resporfse  was  reported 
in  90%  of  the  cases.  Epigastric  pain  was  relieved 
in  92%  of  cases. 


The  therapeutic  effective  ingredient  is  ROTERIZED 
bismuth  subnitrate  350  mg.  combined  with  stan- 
dard antacids.  No  acid  rebound,  no  adverse 
reactions,  no  contraindications. 


Dosage,  2 tablets  in  warm  water 
immediately  after  meals,  3 times 
daily.  Available  in  boxes  of  60,  150, 
660  and  1000  tablets.  At  all  drug 
stores. 


ROR  Chemical  Co.,  2268  First  Ave.,  N.  Y.  10035 
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tional  relative  al  applicabilitate  a systemas  de 
technicas  de  computation  electronic  in  le  studio 
de  formas  clinic  de  morbo  cardiac  es  currente- 
mente  in  progresso. 

Biro,  L.,  Witten,  V.  H.,  e Sulzberger,  M. 

B.:  Studios  bacteriologic  in  acne;  effectos  del 

administration  non-topic  de  antibioticos  ( an - 
glese).  New  York  State  J.  Med.  65:  1216 
(15  de  maio)  1965. 

Esseva  studiate  le  aerobie  flora  bacterial  de 
lesiones  de  acne  e del  mucosa  nasal  in  17  pa- 
tientes  con  acne  vulgar,  le  quales  non  habeva 
recipite  ulle  antibioticos  intra  six  menses,  e in 
30  patientes  qui  esseva  sub  tractamento  anti- 
biotic. Le  aerobie  microorganismo  recovrate 
le  plus  communmente  esseve  staphylococcos 
coagulase-negative.  Esseva  trovate  nulle  caso 
de  infection  staphylococcal,  e nulle  de  dis- 
veloppamento  de  un  stato  de  portator,  in  con- 
sequents de  staphylococco  coagulase-positive 
80-81  o de  phagotypo  gruppo  tres.  Le  sen- 
sibilitate  in  vitro  del  staphylococcos  recovrate 
e le  responsa  clinical  al  administration  de  anti- 
bioticos esseva  generalmente  in  congruentia. 
Le  majoritate  del  lineas  de  staphylococcos 
esseva  sensibile  a plures  del  antibioticos  com- 
munmente empleate  in  le  tractamento  de  acne. 

Gibbs,  R.  C.:  Altera tiones  palmar  e plantar; 

indica tores  de  morbo  interne  ( anglese ),  New 
York  State  J.  Med.  65:  1220  (15  de  maio) 
1965. 

Le  alterationes  palmar  e plantar  que  possibi- 
lemente  indica  un  varietate  de  morbos  interne 
include:  (1)  keratoses,  associate  particular- 

mente  con  interne  tumores  maligne,  (2)  altera- 
tiones de  color,  specialmente  erythema,  asso- 
ciate con  pregnantia,  arthritis  rheumatoide, 
intoxication  arsenic,  cirrhosis  hepatic,  insuffi- 
cientia  mitral,  hemochromatosis,  varie  caren- 
tias  de  vitamina,  diabete  mellite,  e chronic 
tuberculosis  pulmonari,  (3)  syndrome  de  nevo 
a cellulas  basal,  (4)  urticaria  pigmentose,  e (5) 
alterationes  dactyloscopic  tanto  in  le  digitos 
como  etiam  in  le  palmas,  associate  con  mongo- 
lismo,  morbo  de  Recklinghuasen,  pseudohypo- 
parathyroidismo,  e dystenese  gonadal,  con 
congenite  morbo  cardiac,  morbo  de  Wilson, 
18-trisomia,  e schizophrenia. 
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To  learn  how  Safeguard  can  help  wherever  there  is  particular 
need  to  suppress  gram-positive  bacterial  skin  flora,  turn  page 

All  colonies  shown  obtained  from  fifth  hand-rinsing  using  a modified  Price  multiple-washbasin  procedure. 
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ne  Safeguard  bar  soap 

keeps  bacterial  skin  count  lower 

than  hexachlorophene  bar  soap 


Bacterial  colonies  obtained  Results  after  4 days’ 

before  trial*  exclusive  use  of  each  soap* 


See  the  superior  degerming  action 
Safeguard  adds  to  daily  skin  care 


the  leading 
hexachlorophene 
bar  soap 


For  impetigo...the  new  adjuvant  is  Safeguard 


skin  cleansing  with 
greater  antibacterial  protection 
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Safeguard  offers  more  than  the  gentle  but  thorough  skin  cleansing 
considered  essential  in  impetigo  therapy.  Used  daily,  it  also  keeps 
the  skin  consistently  freer  of  bacteria  than  unmedicated  soap  or 
the  leading  hexachlorophene  bar  soap.  Because  it  excels  in  re- 
ducing bacterial  skin  flora,  Safeguard  may  be  expected  to  aid  in 
the  prevention  and  treatment  of  infant  skin  disorders  caused  or 
aggravated  by  bacterial  infection. 

Unsurpassed  in  mildness ...  Safeguard  has  the  safety  expected  of 
soap  designed  for  everyday  use  on  delicate  infant  skin. 

Available  at  present  only  in  limited  areas  wherever  quality  toilet  soaps  are  sold. 
Write  for  technical  brochure  to  Director  of  Medical  Programs,  P.  O.  Box  599, 

PROCTER  & GAMBLE,  CINCINNATI,  OHIO  45201 


Safeguard  contains  a unique  combination  of 
antibacterial  agents  — 3, 5-di-  and  3, 4', 5- 
tribromosal icylanilides,  4,4'-dichloro-3- 
(trifluoromethyl)  carbanilide,  and  3,4,4'- 
trichlorocarbanilide  — in  a high-quality  toilet- 
soap  base. 


Are  you  as  proud  of  American  research 

as  you  should  be? 


» 


Where  do  the  modern  drugs  you  prescribe  come 
from?  Between  1941-1964,  there  were  604  differ- 
ent, new  chemical  entities  made  available  as 
drugs  to  physicians  throughout  the  world.  About 
74%  of  these  came  from  the  research  labo- 
ratories of  three  of  the  four  countries  below.  If 
you  haven’t  already  done  so,  take  the  little  quiz. 


Now,  ready?  The  answers  may  surprise  you. 
The  United  States  led  all  the  rest  with  an  amaz- 
ing total  of  369  drugs;  Switzerland  was  next 
with  44,  and  Germany  next  with  33.  Italy,  a 
country  without  patent  protection  for  the  inven- 
tor, had  0.  That’s  a research  score  Americans 
can  well  be  proud  of. 


research 

quiz  For  two  decades, 
three  of  these  four 
countries  have  led  the 
world  in  drug  research. 
Of  the  604  significant 
drugs  discovered  in  the 
world  during  this  period, 
how  many  do  you  think 
came  from  each  country? 
(Answer  above) 
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This  message  is  brought  to  you  as  a courtesy  of  this  publication  on  behalf  of  the  producers  of  prescription  drugs. 
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Indications:  ‘Miltown’  (meprobamate)  is  effective  in  re- 
lief of  anxiety  and  tension  states.  Also  as  adjunctive 
therapy  when  anxiety  may  be  a causative  or  otherwise 
disturbing  factor.  Although  not  a hypnotic,  ‘Miltown’ 
fosters  normal  sleep  through  both  its  anti-anxiety  and 
muscle-relaxant  properties. 

Contraindications:  Previous  allergic  or  idiosyncratic 
reactions  to  meprobamate  or  meprobamate-containing 
drugs. 

Precautions:  Careful  supervision  of  dose  and  amounts 
prescribed  is  advised.  Consider  possibility  of  depend- 
ence, particularly  in  patients  with  history  of  drug  or 
alcohol  addiction;  withdraw  gradually  after  use  for 
weeks  or  months  at  excessive  dosage.  Abrupt  withdrawal 
may  precipitate  recurrence  of  pre-existing  symptoms, 
or  withdrawal  reactions  including,  rarely,  epileptiform 
seizures.  Should  meprobamate  cause  drowsiness  or 
visual  disturbances,  the  dose  should  be  reduced  and 
operation  of  motor  vehicles  or  machinery  or  other 
activity  requiring  alertness  should  be  avoided  if  these 
symptoms  are  present.  Effects  of  excessive  alcohol  may 
possibly  be  increased  by  meprobamate.  Grand  mal  sei- 
zures may  be  precipitated  in  persons  suffering  from  both 
grand  and  petit  mal.  Prescribe  cautiously  and  in  small 

quantities  to  patients  with  suicidal  tendencies. 

: 

Side  effects:  Drowsiness  may  occur  and,  rarely,  ataxia, 
usually  controlled  by  decreasing  the  dose.  Allergic  or 
idiosyncratic  reactions  are  rare,  generally  developing 
after  one  to  four  doses.  Mild  reactions  are  character- 
ized by  an  urticarial  or  erythematous,  maculopapular 
rash.  Acute  nonthrombocytopenic  purpura  with  pe- 
. . . , , ripheral  edema  and  fever,  transient  leukopenia,  and  a 

Clinicians  throughout  single  case  of  fatal  bullous  dermatitis  after  administra- 
tion of  meprobamate  and  prednisolone  have  been  re- 
ported. More  severe  and  very  rare  cases  of  hypersensi- 
tivity may  produce  fever,  chills,  fainting  spells,  angio- 
neurotic edema,  bronchial  spasms,  hypotensive  crises 
(1  fatal  case),  anuria,  anaphylaxis,  stomatitis  and  proc- 
titis. Treatment  should  be  symptomatic  in  such  cases, 
and  the  drug  should  not  be  reinstituted.  Isolated  cases 
of  agranulocytosis,  thrombocytopenic  purpura,  and  a 
single  fatal  instance  of  aplastic  anemia  have  been  re- 
ported, but  only  when  other  drugs  known  to  elicit  these 
conditions  were  given  concomitantly.  Fast  EEG  activ- 
ity has  been  reported,  usually  after  excessive  meproba- 
mate dosage.  Suicidal  attempts  may  produce  lethargy, 
stupor,  ataxia,  coma,  shock,  vasomotor  and  respira- 
tory collapse. 

Usual  adult  dosage:  One  or  two  400  mg.  tablets  three 
times  daily.  Doses  above  2400  mg.  daily  are  not 
recommended. 

Supplied:  In  two  strengths:  400  mg.  scored  tablets  and 
200  mg.  coated  tablets. 

Before  prescribing,  consult  package  circular. 
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the  world  consider 
meprobamate  a therapeutic 
standard  in  the 
management  of  anxiety 
and  tension. 
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The  high  safety-efficacy 
ratio  of  ‘Miltown’  has 
been  demonstrated  by 
more  than  a decade 
of  clinical  use. 
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Books  Received 


The  following  books  were  received  during  the  month  of  March , 1965  * 


Poisoning;  Diagnosis  and  Treatment.  By 

Sven  Moeschlin,  M.D.  First  American  Edi- 
tion. Translated  by  Jenifer  Bickel,  M.D.,  from 
the  Fourth  German  Edition.  Quarto  of  707 
pages,  illustrated.  New  York,  Grune  & Strat- 
ton, 1965.  Cloth,  $29.75. 

Maxcy-Rosenau  Preventive  Medicine  and 
Public  Health.  Edited  by  Philip  E.  Sartwell, 
M.D.  Ninth  Edition.  New  York,  Appleton- 
Century-Crofts,  1965.  Cloth,  $18.75. 

Cardiovascular  Drug  Therapy.  The 
Eleventh  Hahnemann  Symposium.  Edi- 
ted by  Albert  N.  Brest,  M.D.,  and  John  H. 
Moyer,  M.D.  Octavo  of  531  pages,  illustrated. 
New  York,  Grune  & Stratton,  1965.  Cloth, 
$19.75. 

Aneurysms  and  Arteriovenous  Anomalies 
of  the  Brain.  By  J.  Lawrence  Pool,  M.D.,  and 
D.  Gordon  Potts,  M.D.  Octavo  of  463  pages, 
illustrated.  New  York,  Hoeber  Medical  Divi- 
sion, Harper  & Row,  1965.  Cloth,  $19.50. 

Neoplastic  Disease  at  Various  Sites.  Gen- 
eral Editor  D.  W.  Smithers,  M.D.  Volume  V. 
Tumours  of  the  Kidney  and  Ureter.  Edited 
by  Sir  Eric  Riches,  M.C.,  M.S.  Octavo  of  416 
pages,  illustrated.  Baltimore,  The  Williams 
and  Wilkins  Company,  1964.  Cloth,  $14.50. 

The  Voice  and  its  Disorders.  By  Margaret 
C.  L.  Greene,  F.C.S.T.  Second  Edition. 
Octavo  of  343  pages,  illustrated.  Philadelphia, 
J.  B.  Lippincott  Company,  1964.  Cloth,  $10. 

Nervous  Control  of  the  Heart.  Edited  by 
Walter  C.  Randall,  Ph.D.  Octavo  of  251  pages, 
illustrated.  Baltimore,  The  Williams  and  Wil- 
kins Company,  1965.  Cloth,  $11.25. 

* Books  received  for  review  are  acknowledged  promptly  in 
this  column.  No  other  obligation  is  assumed  for  the  courtesy 
of  those  sending  them  for  this  purpose.  Selection  for  review 
is  made  on  the  basis  of  merit  and  reader  interest. 


The  Principles  and  Practice  of  Hypno- 
analysis.  By  Jerome  M.  Schneck,  M.D. 
Octavo  of  224  pages.  Springfield,  111.,  Charles 
C.  Thomas,  1965.  Cloth,  $11.50. 

Brain  Tumors;  Their  Biology  and  Pathol- 
ogy. By  K.  J.  Ziilch,  M.D.  Second  American 
Edition  based  on  the  Fourth  German  Edition. 
Translated  by  Alan  B.  Rothballer,  M.D.,  and 
Jerzy  Olszewski,  M.D.  Octavo  of  326  pages, 
illustrated.  New  York,  Springer  Publishing 
Company,  1965.  Cloth,  $11. 

Psychology  in  Scientific  Thinking.  By 

Ernst  Friedlander,  M.D.  Octavo  of  143  pages, 
illustrated.  New  York,  Philosophical  Library, 
1965.  Cloth,  $4.75. 

Caring  for  Your  Disabled  Child.  By  Ben- 
jamin Spock,  M.D.,  and  Marion  O.  Lerrigo, 
Ph.D.  Octavo  of  373  pages.  New  York,  The 
Macmillan  Company,  1965.  Cloth,  $4.95. 

International  Symposium  on  the  Electro- 
physiology of  the  Heart.  Held  at  the 
Istituto  di  Cardiologia  Sperimentale  dei 
Servizi  Scientifici  Simes,  Milan,  Italy. 
Edited  by  B.  Taccardi  and  G.  Marchetti. 
Octavo  of  344  pages,  illustrated.  New  York, 
Pergamon  Press,  1965.  Cloth,  $15. 

The  Dangerous  Cold:  Its  Cures  and  Com- 

plications. By  Noah  D.  Fabricant,  M.D.,  and 
Groff  Conklin.  Octavo  of  179  pages,  illus- 
trated. New  York,  The  Macmillan  Company, 
1965.  Cloth,  $3.95. 

City  Psychiatric.  By  John  Bartlow  Martin. 
Duodecimo  of  219  pages.  New  York,  Ballan- 
tine  Books,  1965.  Paper,  75 

Ophthalmic  Research:  U.S.A.  By  Thomas 
David  Duane,  M.D.  Octavo  of  171  pages,  il- 
lustrated. New  York,  Research  to  Prevent 
Blindness,  Inc.,  1965.  Paper. 
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MINIMIZE  THIS  PROGRESSION... 


: asthma 
bronchitis 
e pulmonary 


by  consistent  bronchodilation  with 


ORAL  ELIXOPHYLLIN 


In  chronic,  severe  emphysematous  disease 
“Bronchodilators  continue  to  be  the  most 
useful  tool.”1 

By  providing  consistently  effective 
bronchodilation  some  of  the  causes  of 
tissue  damage  can  be  minimized  and  the 
progression  toward  intractable  emphy- 
sema may  be  retarded. 

In  a recent  study2  Elixophyllin  was 
found  to  maintain  therapeutic  serum 
theophylline  levels  with  recommended 
t.i.d.  dosage. 

For  the  first  time  these  serum  levels  were 
correlated  in  the  same  patients  with  dis- 
tinct clinical  improvement  and  significant 


Each  15  cc.  contains  theophylline  80  mg.;  alcohol  3 cc. 
increases  in  three  pulmonary  functions  as 
revealed  by  Timed  Vital  Capacity,  Total 
Vital  Capacity  and  Maximum  Breathing 
Capacity  tests. 

Elixophyllin  dosage  for  sustained  bronchodilation 

Adults:  45  cc.  doses  before  breakfast,  at  3:00  P.M. 
and  before  retiring;  after  two  days,  30  cc.  doses. 

Unusually  well  tolerated.  Does  not  contain 
adrenergics.  May  be  contraindicated  in  peptic 
ulcer  and  gout. 

1.  Boren,  H.  G.:  M.  Clin.  North  America  43:48  (Jan.)  1959. 

2.  Jackson.  R.  H.,  et  at:  Dis.  Chest  45:75-85  (Jan.)  1964. 


Detroit,  Michigan  48211 
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Even  raw  materials  of  the  highest  quality 
are  not  above  suspicion.  That’s  why  we 
screen  them  through  this  "security  sieve.” 
It  separates  foreign  elements  from  all  in- 
coming material  intended  for  granulation. 
Here’s  how  it  works:  The  screen  vibrates 
over  a tub  at  the  rate  of  1,000  to  3,000 
times  a minute  and  sifts  the  material. 
Anything  larger  than  the  specified  par- 


ticles is  left  behind.  The  sieve  is  engi- 
neered by  an  action  called  "annular  rota- 
tion” so  that  all  particles  will  ultimately 
come  in  contact  with  the  screen  surface. 
Security  screening  is  just  one  aspect  of 
an  elaborate  program  at  Eli  Lilly  and 
Company  to  insure  the  highest  quality  in 
our  finished  products. 


Eli  Lilly  and  Company  • Indianapolis  6 , Indiana , U.S.A. 
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Information  for  Authors 

Original  papers  will  be  considered  for  publica- 
tion with  the  understanding  that  they  are  con- 
tributed solely  to  the  New  York  State 
Journal  of  Medicine.  Address  manuscripts 
to  Editor,  New  York  State  Journal  of  Medicine, 
750  Third  Avenue,  New  York,  N.  Y.  10017. 

Preparation  of  Manuscript:  Manuscripts 

should  be  face  copy  typed  double-spaced  with 
adequate  margins  on  firm  paper.  Carbon  copy 
flimsy  can  not  be  used.  The  first  page  should 
list  the  title,  the  name  of  the  author  (or  authors) , 
degrees,  and  any  institutional  or  other  credits. 
Pages  should  be  numbered  consecutively. 
Tables  should  be  typed  and  numbered  and 
should  have  a brief  descriptive  title.  Quota- 
tions must  include  full  credit  to  both  author  and 
source.  Periodical  references  should  include  in 
order:  author’s  name  with  initials,  title,  peri- 

odical abbreviation,  volume,  pages,  and  year. 
References  should  be  numbered  consecutively 
in  the  order  in  which  they  appear  in  the  text. 
Drawings  and  charts  should  always  be  made  in 
black.  For  half  tones,  glossy  photographs 
should  be  submitted.  Illustrations  should  be 
numbered  consecutively  and  indicated  in  the 


text.  The  number,  indication  of  the  top,  and  the 
author’s  name  should  be  attached  to  the  back 
of  each  illustration.  Legend  should  be  typed, 
numbered,  and  attached  to  each  illustration. 

General  Information 

Published  twice  a month  by  the  Medical 
Society  of  the  State  of  New  York.  Editorial 
and  circulation  office:  750  Third  Avenue, 

New  York,  New  York  10017.  Publisher’s  office: 
20th  and  Northampton  Streets,  Easton,  Penn- 
sylvania. Copyright  1965  by  the  Medical 
Society  of  the  State  of  New  York.  The  Editors 
of  the  Journal  assume  no  responsibility  for  the 
opinions  and  claims  expressed  in  the  articles 
contributed  by  individual  authors. 

Rates:  The  subscription  rate  is  $7.50  per 

year  payable  in  advance.  Single  copies  $0.50. 
Back  issues  will  be  supplied  at  the  single  copy 
rate  when  available. 

Change  of  address:  Notice  should  be  sent  to 

the  circulation  office,  750  Third  Avenue,  New 
York,  New  York  10017.  Old  and  new  address 
should  be  included  as  well  as  a statement 
whether  or  not  change  is  permanent.  Six  weeks 
is  required  to  effect  a change  of  address. 
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Editorials 


Something  old  and  something  new 


We  institute  with  this  issue  a new  depart- 
ment to  be  known  as  “Medical  Arts  and 
Letters.  ” 

Physicians  today  are  caught  up  in  a 
swift  turbulence  of  communication.  The 
telephone,  radio,  and  transatlantic  and 
interhemispheric  cables  have  made  com- 
munication immediate.  This  may  be  good 
for  action  but  we  wonder  whether  it  is 
good  for  contemplation. 

In  times  past,  before  these  electronic 
wonders,  people  communicated  by  letter 
and  by  courier.  The  pace  was  slow  and 
there  was  ample  time  to  mold  a phrase, 
emphasize  a sentence,  or  round  out  a 
paragraph.  The  art  of  such  letter  writing 
today  is  moribund  if  not  completely 
dead. 


A library  grows  in  Brooklyn 

Physicians  in  New  York  State  have  at 
their  disposal  one  of  the  great  circulating 
medical  libraries  of  this  country.  In  these 
times,  when  new  medical  journals  keep 
appearing  as  medical  practitioners  divide 
themselves  into  specialty  groups,  it  is  most 
difficult  for  the  physician,  whatever  his 
special  interest,  to  keep  supplied  with 
newer  information — reports  of  discoveries 
in  basic  science  and  their  clinical  applica- 
tion are  so  widely  scattered.  Fortunately 
for  the  members  of  the  Medical  Society  of 
the  State  of  New  York,  a merger  rather 
than  an  expansion  of  medical  journals  has 
made  possible  a valuable  tool  with  which 
these  physicians  may  conveniently  keep  up 


Until  the  twentieth  century  many  physi- 
cians were  noteworthy  men  of  letters. 
One  need  only  mention  Oliver  Goldsmith, 
Oliver  Wendell  Holmes,  and  S.  Wier 
Mitchell.  There  were  many,  many  more. 

To  bring  such  little  known  authors  to 
light  is  a subject  to  which  William  B. 
Ober,  M.D.,  is  dedicated.  A many  faceted 
individual,  knowledgeable  in  art,  music, 
and  letters  as  well  as  medical  science,  we 
are  fortunate  in  this  series  of  “Medical 
Arts  and  Letters”  to  have  the  benefit  of  his 
far-ranging  exploration  into  the  literary 
accomplishments  of  physicians  and  others 
closely  connected  with  the  medical  profes- 
sion. 

A notable  dimension  has  been  added  to 
the  Journal. 


with  today’s  fast-moving  stream  of  medical 
literature. 

Fifty-nine  years  ago  the  Brooklyn  Medi- 
cal Journal  ceased  publication  when  the 
Kings  County  Medical  Society  began  to 
“help,  aid,  assist,  and  cooperate  with  the 
Medical  Society  of  the  State  of  New  York 
in  the  successful  publication  and  circulation 
of  the  New  York  State  Journal  of 
Medicine.”  In  return,  the  Medical  So- 
ciety of  the  State  of  New  York  agreed 
“to  deliver  into  custody  of  the  Medical 
Society  of  the  County  of  Kings  each  and 
every  book,  exchange  publication,  or  other 
library  medical  pamphlet  or  magazine 
received  ...  in  exchange.” 
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By  acting  as  the  repository  for  exchange 
publications  and  books,  the  Kings  County 
Medical  Society  assumed  a gigantic  custo- 
dial task  and  further  “agreed  to  place  each 
and  all  volumes  contained  in  its  library  in 
the  Borough  of  Brooklyn,  as  a circulating 
library,  at  the  disposal  of  the  members  of 
the  Medical  Society  of  the  State  of  New 
York,  wheresoever  situated  in  the  State  of 
New  York  and  provide  for  and  prescribe 
rules  and  regulations  for  the  proper  and 
satisfactory  distribution  of  all  the  volumes 
in  said  library  contained  or  which  may  be 
hereafter  purchased  or  received  from  any 
source  whatsoever.” 

Over  the  years  both  societies  have  kept 
the  faith  and  the  letter  of  a contract  signed 
May  8,  1906.  Since  then,  the  library  has 
grown,  and  its  collection  now  totals  more 
than  210,000  volumes.  The  library  keeps 
on  file  almost  all  the  important  periodicals 
on  medicine  and  allied  fields. 

The  library  is  also  rich  in  older  and 
archival  material  relating  to  the  medical 
profession  of  New  York  State  and  regularly 
provides  information  from  it.  The  library 
of  George  Jackson  Fisher,  who  practiced 
medicine  at  Sing  Sing  the  latter  part  of  the 
last  century,  forms  part  of  its  collection 
The  Willard  Parker  library  containing 
Parker’s  manuscripts  relating  to  cancer, 
and  the  manuscripts  of  Joseph  Jones, 
famous  Confederate  Civil  War  physician, 
are  also  in  its  possession. 

Although  not  every  physician  needs  this 
type  of  information,  education  is  some- 
thing he  cannot  neglect.  New  technics  or 
the  clinical  application  of  basic  discoveries 
in  medical  science  once  took  an  estimated 
fifteen  years  to  filter  down  to  the  last 
member  of  the  medical  profession.  This 
is  not  so  today.  Each  physician  learns 
early  in  his  career  the  need  of  keeping 
abreast  of  his  profession.  In  recent  years 
this  has  become  exceedingly  difficult.  The 


upsurge  in  medical  research  produces  a 
tremendous  amount  of  literature,  and  to  be 
up  to  date  the  modern  practicing  physician 
depends  more  than  ever  on  his  medical 
library. 

This  mass  of  medical  literature  also 
creates  two  serious  problems  for  the  medical 
library,  especially  the  society  library  finan- 
cially dependent  on  membership  dues: 
how  to  secure  sufficient  financial  support 
and  how  to  provide  the  space  to  house  its 
collection. 

To  solve  these  problems — which  are  far 
more  serious  than  generally  known — we 
have  signed  contract  with  the  Downstate 
Medical  Center  to  move  our  library  into 
quarters  provided  by  the  center.  The 
library  was  not  given  away.  It  is  still 
the  Medical  Society  Library  and  is  sup- 
ported by  the  medical  profession. 

Through  this  cooperative  arrangement 
the  library  now  provides  additional  serv- 
ices. Xerox  copies  of  any  article  on  file 
are  available  to  members  of  the  Medical 
Society  of  the  State  of  New  York  at  10 
cents  per  page  and  to  nonmembers,  at  25 
cents  per  page.  Requests  should  be  sent  to 
the  Downstate  Medical  Center  Library, 
450  Clarkson  Avenue,  Brooklyn,  New 
York  11203.  For  faster  service  a check 
made  payable  to  the  Faculty  Students 
Association  Fund  should  accompany  the 
order.  Anyone  desiring  to  consult  the 
library  is  expected  to  show  his  membership 
identification  card  before  being  admitted. 

More  services  will  be  provided  when  the 
entire  library  has  been  moved  and  combined 
with  the  collection  at  the  Downstate 
Medical  Center.  At  that  time,  both  li- 
braries will  operate  as  a single  unit,  and 
the  medical  profession  of  New  York  State 
will  have  a library  second  to  none — not 
necessarily  the  largest  but  one  where  every 
physician  may  secure  in  a reasonable  time 
whatever  information  he  needs. 
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Medical  Meetings 


Augustus  B.  Wadsworth  lecture 

The  sixteenth  Augustus  B.  Wadsworth 
Lecture  is  to  be  given  at  the  Division  of  Labora- 
tories and  Research,  New  York  State  Depart- 
ment of  Health,  Albany,  on  May  20  at  8:00  p.m. 
Shields  Warren,  M.D.,  Cancer  Research  Insti- 
tute, New  England  Deaconess  Hospital,  Boston, 
is  to  speak  on  “Recent  Contributions  of  Atomic 
Medicine  to  the  Laboratory  and  the  Clinic.” 

The  lectureship  was  established  in  1950  by  the 
staff  of  the  laboratories  and  the  council  of  the 
New  York  State  Association  of  Public  Health 
Laboratories  to  honor  Dr.  Wadsworth  who  was 
director  of  the  laboratories  from  1914  to  1945. 


Postgraduate  course  in  auscultation 

The  American  College  of  Physicians  will 
present  a postgraduate  course  in  “The  Hemo- 
dynamic Basis  for  Auscultation”  June  9 through 
11  at  New  York  University  Medical  Center, 
550  First  Avenue,  New  York,  New  York  10016. 

The  course  is  the  result  of  twenty  years  of 
teaching  experience  in  the  field  of  auscultation. 
Emphasis  is  placed  on  the  mechanisms  of  pro- 
duction of  heart  sounds  and  murmurs  and  the 
correlation  with  pressure-time  variables  in  the 
various  chambers  of  the  heart.  In  addition  to 
individual  electronic  stethoscopes  and  cathode 
ray  scope  visualization  of  the  sounds,  tape  re- 
cordings from  a large  library  of  cardiac  sounds 
are  available. 

Registration  forms  and  requests  for  informa- 
tion are  to  be  directed  to:  Edward  C.  Rosenow, 
Jr.,  M.D.,  executive  director,  American  College 
of  Physicians,  4200  Pine  Street,  Philadelphia, 
Pennsylvania  19104. 


Material  for  inclusion  in  the  medical  meetings  section  must 
be  received  six  weeks  prior  to  publication  date. 


Chest  physicians  announce  annual  meeting 
and  course  in  cardiopulmonary  diseases 

The  American  College  of  Chest  Physicians  has 
scheduled  its  31st  annual  meeting  for  June  17 
through  21  at  the  Waldorf-Astoria  Hotel  in  New 
York  City. 

The  College  is  also  presenting  a postgraduate 
course  in  “Diagnosis  and  Treatment  of  Diseases 
of  the  Heart  and  Lungs”  November  15  through 
19  at  the  Barbizon-Plaza  Hotel  in  New  York 
City. 

Details  concerning  the  meeting  and  course 
may  be  obtained  by  writing  Mr.  Murray  Korn- 
feld,  executive  director,  American  College  of 
Chest  Physicians,  112  East  Chestnut  Street, 
Chicago,  Illinois  60611. 

Rocky  Mountain  Cancer  Conference 

The  nineteenth  annual  Rocky  Mountain 
Cancer  Conference  will  be  held  July  16  and  17 
in  Denver,  Colorado,  at  the  Brown  Palace 
Hotel.  The  two-day  session  features  some  of 
the  nation’s  distinguished  speakers  on  the  sub- 
ject of  cancer. 

Morning  symposia  will  deal  with  “Practical 
Chemotherapy  in  Cancer”  and  “Malignant 
Lesions  in  the  Colon.”  The  first  afternoon 
session  will  be  devoted  to  scientific  papers  by 
guest  speakers,  and  an  “Information  Please” 
session  is  scheduled  for  the  second  afternoon. 

James  Z.  Appel,  M.D.,  president-elect  of  the 
American  Medical  Association,  and  Murray  M. 
Copeland,  M.D.,  president  of  the  American 
Cancer  Society,  will  participate  in  the  Con- 
ference. Speakers  for  the  scientific  program 
include  Joseph  H.  Burchenal,  M.D.,  professor 
of  medicine,  Cornell  University  Medical  College, 
and  vice-president  of  Sloan-Kettering  Institute, 
New  York  City,  and  Walter  T.  Murphy,  M.D., 
chief  of  the  Department  of  Radiation  Therapy, 
Buffalo  General  Hospital. 

For  further  information  write  Rocky  Moun- 
tain Cancer  Conference,  1809  East  18th  Ave- 
nue, Denver,  Colorado  80218. 
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Trichomonal  Vaginitis 


DIAGNOSIS  TREATMENT 


1.  After  insertion  of  an  unlubricated  specu- 
lum, material  is  collected  from  the  posterior  for- 
nix and  vaginal  walls  on  several  sterile  cotton 
swabs.  The  swabs  are  then  twirled  in  test  tubes 
containing  about  1 cc.  of  physiologic  saline 
solution. 

2.  The  material  is  dropped  onto  a glass  slide, 
covered  with  a coverglass  and  examined  imme- 
diately, first  using  low  power  to  detect  active 
areas. 

3.  In  fresh  wet  preparations  unstained  tri- 
chomonads  are  actively  motile.  They  vary  in  size 
and  shape;  their  average  size  is  about  that  of  a 
polymorphonuclear  cell.  Visualization  of  “whip- 
ping” flagella  under  high-dry  objective  definitely 
identifies  Trichomonas  vaginalis , the  only  flag- 
ellate protozoan  found  in  the  vagina. 


Thirty  investigators  have  now  published  studies 
on  Flagyl  showing  positive  elimination  of 
trichomonal  vaginitis  in  100  per  cent  of  their 
patients.  The  investigators  followed  these  simple 
precautions: 

They  first  of  all  confirmed  the  diagnosis 
microscopically. 

They  concurrently  treated  sexual  partners 
who  would  act  as  carriers. 

They  treated  the  few  patients  who  failed  to 
respond  immediately  with  a second  or,  rarely, 
a third  course  of  Flagyl  therapy. 


When  the  diagnosis 
is  positive... 

Flagyl 

metronidazole 

is  positive 


SEARLE 


Research  in  the  Service  of  Medicine 


DOSAGE  AND  ADMINISTRATION 

In  women:  one  250-mg.  oral  tablet  t.i.d.for  ten  days.  A vagi- 
nal insert  of  500  mg.  is  available  for  local  therapy  when  de- 
sired. When  the  inserts  are  used  one  vaginal  insert  should  be 
placed  high  in  the  vaginal  vault  each  day  for  ten  days,  and 
concurrently  two  oral  tablets  daily  should  be  taken. 

In  men  in  whom  trichomonads  have  been  demonstrated:  one 
250-mg.  oral  tablet  b.i.d.  for  ten  days. 

CONTRAINDICATIONS 

Pregnancy;  disease  of  the  central  nervous  system;  evidence 
or  history  of  blood  dyscrasia. 


PRECAUTIONS  AND  SIDE  EFFECTS 
Complete  blood  cell  counts  should  be  made  before,  during 
and  after  therapy,  especially  if  a second  course  of  therapy 
is  necessary. 

Infrequent  and  minor  side  effects  include  nausea, unpleas- 
ant taste,  furry  tongue,  headache,  darkened  urine,  diarrhea, 
dizziness,  dryness  of  mouth  or  vagina,  skin  rash,  dysuria, 
depression,  insomnia,  edema.  Elimination  of  trichomonads 
may  aggravate  moniliasis. 

DOSAGE  FORMS  Oral:  250-mg.  tablets 

Vaginal:  500-mg.  inserts 
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What  does  the  association  of 


SANBORN  COMPANY 

with 

Hewlett-Packard  Company 
mean  to  doctors . . . hospitals . . . researchers? 


Sanborn  Company  recently  became  a division  of  the  Hewlett- 
Packard  Company  whose  headquarters  are  in  Palo  Alto,  California. 
Hewlett-Packard,  now  in  its  25th  year,  has  become  one  of  the  world’s 
leading  manufacturers  of  electronic  test  instruments  for  govern- 
ment, industry,  and  research,  with  plants  and  sales/service  facilities 
throughout  the  world.  It  is  still  directed  by  founders  Bill  Hewlett 
and  Dave  Packard  and  enjoys  the  widespread  respect  which  their 
integrity  and  ingenuity  have  earned. 

SANBORN  will  now  be  known  as 
the 

SANBORN  DIVISION  of  HEWLETT-PACKARD. 


Sanborn  will  continue  to  maintain  engineering,  manufacturing, 
sales,  and  service  headquarters  in  Waltham,  Massachusetts.  The 
same  intimate  knowledge  of  the  instrumentation  requirements  of 
the  medical  profession  will  continue  to  guide  the  management  of 
SANBORN  as  an  H-P  Division. 

In  addition  to  all  that  the  name  SANBORN  has  meant  to  doctors 
over  the  past  48  years,  this  new  association  of  SANBORN/ 
HEWLETT-PACKARD  means  an  even  stronger  organization 
standing  behind  every  Sanborn  instrument  and  system  — stronger 
in  service,  facilities,  technical  knowledge  and  ability,  and  in  de- 
sire to  contribute  to  medical  science.  Sanborn  Division,  Hewlett- 
Packard  Company,  175  Wyman  Street,  Waltham,  Mass. 


HEWLETT  « 

PACKARD  JUT  SANBORN 

Ka  DIVISION 


New  York  City  Sanborn  Division,  1841  Broadway,  (212)  247-5794 
New  York,  New  York  10023 

Poughkeepsie  Hewlett-Packard,  Syracuse  Sales  Div.,  Poughkeepsie,  N.Y.,  454-7330 
Syracuse  Hewlett-Packard,  Syracuse  Sales  Div.,  Syracuse,  N.Y.,  454-2486 
Rochester  Hewlett-Packard,  Syracuse  Sales  Div.,  Rochester,  N.Y.,  271-2005 
Buffalo  Hewlett-Packard,  Syracuse  Sales  Div.,  Buffalo,  N.Y.,  856-4850 


Scientific  Articles 


Multivariant  Analysis  of 
Clinical  and  Prognostic 
Factors  in  Myocardial 
Infarction 

ARTHUR  LEMLICH,  M.D. 

New  York  City 

From  the  Department  of  Medicine,  Roosevelt  Hospital 


High-speed  electronic  data-processing 
systems  have  greatly  facilitated  the  collec- 
tion and  processing  of  scientific  data. 
Application  of  computer  technics  have 
permitted  major  advances  on  a wide 
scientific  front,  ranging  from  astronomy 
to  the  study  of  protein  structure.  Adapta- 
tion of  computer  methods  to  medicine 
already  has  produced  useful  results,  es- 
pecially in  the  analysis  of  the  electro- 
cardiogram, 1 the  electroencephalogram, 2 
and  other  physiologic  data.3  These  favor- 
able results  and  the  availability  of  a 
computer  system  in  our  hospital  en- 
couraged us  to  undertake  the  study  de- 
scribed in  this  report. 

Methods 

Criteria  for  inclusion  in  study. 
This  study  concerned  the  natural  history 
and  the  prognostic  factors  in  myocardial 
infarction,  the  single  most  important  clini- 
cal entity  in  North  America  and  Europe. 
The  data  were  taken  from  the  hospital 
charts  of  all  patients  with  acute  myo- 


a  computer-supported  study  of  the  natural 
history  and  prognosis  of  myocardial  infarc- 
tion in  368  patients  was  carried  out.  Clinical 
shock  was  found  to  be  the  most  important 
factor  in  the  prognosis  of  the  disease;  other 
clinical  factors  carrying  a grave  prognosis 
are  history  of  previous  myocardial  infarctions, 
advanced  age,  duration  of  temperature  eleva- 
tion, failure  of  the  left  side  of  the  heart,  and 
tachycardia.  There  was  no  great  difference 
in  survival  between  males  and  females  at  any 
age  level.  Further  studies  concerning  the 
application  of  computer  systems  and  technics 
to  clinical  heart  disease  are  in  progress. 


cardial  infarction  who  were  admitted  to 
the  Roosevelt  Hospital  during  the  calendar 
years  1958  and  1959.  This  diagnosis  was 
supported  by  one  or  more  of  the  following: 
autopsy  findings,  diagnostic  electrocardio- 
graphic patterns,  and  typical  clinical  his- 
tory and  hospital  course,  including  sup- 
portive laboratory  data.  Included  in  the 
study  were  368  cases  that  met  these 
criteria. 

Factors  evaluated.  We  next  con- 
sidered the  selection  of  those  factors  that 
would  be  collected  and  evaluated  in  the 
study.  Since  we  hoped  to  study  the 
natural  history  of  this  disease,  as  well  as  to 
answer  specific  clinical  questions,  a broad 
information  base  was  required.  Factors 
representing  both  objective  and  subjective 
data  were  considered,  as  both  are  used  in 
the  clinical  evaluation  of  the  patient. 
Categories  such  as  sex  and  age  represent 
data  that  are  easily  handled.  Categories 
such  as  pain,  premonitory  symptoms,  and 
quality  of  heart  sounds  represent  subjective 
data  that  are  difficult  to  evaluate.  Dur- 
ing this  study  we  hoped  to  improve  our 
methods  of  evaluating  such  subjective 
data. 

In  all,  we  selected  68  factors  for  initial 
consideration  (Table  I).  It  was  then 
necessary  to  subdivide  each  factor  into 
appropriate  subdivisions.  Thus,  “sex”  was 
divided  into  “male”  and  “female”;  and 
“occupation”  into  “sedentary,”  “moder- 
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TABLE  I.  Factors  initially  selected  for  study 


Characteristics  of  patient 
Sex 
Age 

Occupation 
Ward  or  private  care 
Availability  of  history 
Smoking  habits 
Body  weight 
Past  medical  history 

Previous  myocardial  infarctions 
Diabetes  and  diabetic  control 
Pulmonary  disease 

Vascular  central  nervous  system  disease 
Arterial  and  venous  vascular  disease 
Congestive  heart  failure 
Severity  and  duration  of  angina 
Therapeutic  history 
Digitalis 
Quinidine 

Antihypertensive  drugs 
Diuretics 

Anticoagulants  and  control 
Symptoms,  signs,  and  clinical  factors 
Premonitory  symptoms 
Diaphoresis 

Presence,  duration,  and  severity  of  pain  be- 
fore, during,  and  after  admission 
Blood  pressure  before  and  after  admission 
Maximum  and  minimum  heart  rates 


TABLE  II.  Subdivision  of  selected  factors* 


Age 

Left-sided  heart  failure 

Under  25 

None 

25  to  34 

Plus  to  minus 

35  to  39 

Slight 

40  to  49 

Moderate 

50  to  59 

Severe 

60  to  69 

Acute  electrocardio- 

70 to  79 

graphic  changes 

80  or  over 

Within  normal  limits 

Duration  of  pain 

Nonspecific 

(hours)  before 

Anteroseptal  infarction 

admission 

Anterior  infarction 

Under  x/2 

Anterolateral  infarc- 

2  7*  to  6 

tion 

7 to  24 

Posterior  infarction 

24  to  48 

Posterolateral  infarc- 

Over 48 

tion 

Intermittent 

Apical  infarction 

No  pain 

Diaphragmatic  infarc- 
tion 

* Each  subdivision  is  exactly  described  in  the  general 
protocol.  There  are  provisions  for  no  data  being  available 
for  a given  factor  in  the  patient’s  history. 


ately  active,”  “active,”  and  “very  active” 
(Table  II).  Since  this  was  a retrospective 
study,  the  selection  of  the  factors  and  their 
subdivision  was  guided  by  the  actual 
content  of  the  medical  charts.  In  an 
anterospective  study,  the  study  governs 
the  collection  of  the  data,  and  restriction 


Highest  temperature  and  duration  of  tem- 
perature elevation  (in  degrees  Fahrenheit) 
Left-  and  right-sided  heart  failure 
Venous  pressure 
Quality  of  heart  tones 
Murmurs,  rub,  and  gallop  rhythm 
Heart  size 
Laboratory  data 

White  blood  cell  count 
Differential  count 
Erythrocyte  sedimentation  rate 
Serum  glutamic  oxaloacetic  acid  transami- 
nase 

Lactic  acid  dehydrogenase 
Acute  electrocardiographic  changes 
Chronic  electrocardiographic  changes 
Arrhythmias  on  electrocardiogram 
Conduction  defects  on  electrocardiogram 
Hospital  course 
Use  of  digitalis 
Use  of  quinidine 
Digitalis  toxicity 
Use  of  anticoagulants  and  type 
Anticoagulation  control 
Length  of  bed  rest 
Extension  of  infarction 
Embolism 
Length  of  survival 
Autopsy 


to  data  already  in  the  charts  is  circum- 
vented. 

Coding  of  clinical  information. 
Based  on  the  factors  selected  and  their 
subdivisions,  three  code  sheets  designated 
A,  B,  and  C were  designed.  Code  sheet 
A contained  the  first  23  factors  in  the 
study  (Fig.  1),  code  sheet  B the  next  23, 
and  code  sheet  C the  remaining  22.  These 
code  sheets  were  in  a format  designed  to 
make  data  transcription  from  the  hospital 
chart  accurate  and  rapid. 

Mark  sensing  of  punch  cards  was  the 
technic  employed.  Mark  sensing  is  based 
on  the  principle  that  a mark  made  by  a 
special  pencil  can  conduct  electricity. 
Three  mark-sensed  cards  A (Fig.  2),  B, 
and  C were  designed.  The  68  factors  under 
consideration  were  then  transcribed  from 
hospital  charts  to  the  mark-sensed  cards 
by  making  pencil  marks  in  the  appropriate 
positions.  To  facilitate  transcription  fur- 
ther, the  sequential  order  of  the  factors  on 
the  mark-sensed  cards  followed  closely  the 
order  in  which  the  information  appeared 
on  the  chart,  thus  decreasing  the  necessity 
of  thumbing  back  and  forth  through  the 
charts.  A mark-sensing  device  then  read 
the  pencil  marks  on  the  cards  and  punched 
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Case  Number 


Card  Number 


Age  of  Patient 

-25 

25-34 

35-39 

40-49 

50-59 

60-69 

Sex  of  Patient 

Male 

Female 

Occupation  & 
Physic.  Activity 

Sedent. 

Mod. 

Act. 

Active 

Very  Act. 

Previous  Myocar- 
dial Infarctions 

0 

1 

2 

3 

4 

5 or  more 

Body  Weight 

Under 

Weight 

NL 

Over 

Weight 

Greatly 
Ov.  Wgt. 

Smoking 

Cigars 

Pipe 

Cigarettes 

-15 

Cigarettes 

16-30 

Cigarettes 

31- 

Non 

Smoker 

Diabetes 

Mellitus 

Absent 

Mild 

Moderate 

Severe 

Diabetic  Control 

Poor 

Control 

Well 

Controlled 

Pulmonary 

Disease 

Absent 

Mild 

Moderate 

Severe 

Hypertension 

Absent 

Mild 

Moderate 

Severe 

Vascular 
CNS  Dis. 

Absent 

Mild 

Moderate 

Severe 

Art.  Periph. 
Vase.  Disease 

Absent 

Mild 

Moderate 

Severe 

Ven.  Periph. 
Vase.  Disease 

Absent 

Mild 

Moderate 

Severe 

Con.  Heart  Fail. 

Absent 

Mild 

Moderate 

Severe 

Angina 

Absent 

Mild 

Moderate 

Severe 

Duration  of 
Angina 

-1  Mo. 

1 Mo- 
1 Yr 

1 Yr-5Yr 

5 Yr-10  Yr 

10- 

FIGURE  1.  Coding  sheet  A,  showing  18  of  the  first  23  factors. 


the  corresponding  holes  in  the  same  cards. 
The  average  time  for  transcribing  one 
chart  was  22.5  minutes;  one  hundred 
thirty-eight  hours  were  required  to  tran- 
scribe the  368  cases. 

Computer  technics.  The  three  mark- 
sensed  cards,  A,  B,  and  C were  then 
merged  into  a single  standard  IBM  card 
with  the  aid  of  an  IBM  1401  data-process- 
ing  system.  These  standard  IBM  cards 
were  the  basic  data  source  for  all  further 
procedures.  The  data  from  these  cards 
were  then  tabulated  and  those  factors  with 
insufficient  data  density  were  excluded 


from  present  consideration.  Of  the  initial 
68  factors,  8 were  found  to  have  insufficient 
data  and  were  not  considered  further  in 
this  study.  The  remaining  60  factors 
were  cross-tabulated  with  an  IBM  7090 
data-processing  system,  yielding  some  1,800 
tables,  some  relating  two  factors  and  some 
relating  three  and  four.  These  tables 
were  used  to  define  their  frequency  dis- 
tributions (Table  III),  to  construct  histo- 
grams, and,  using  chi-square  technics,  to 
study  their  independence.  Various  sig- 
nificance tests  such  as  the  Z-test  were  used 
to  study  the  distributions.  The  results  of 
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INFARCTION  STUDY -CARO  #4 

FIGURE  2.  Mark-sensed  card  A,  containing  the 
first  23  factors  corresponding  to  coding  sheet  A 
(Fig.  1). 


permits  sufficient  flexibility  in  the  over-all 
system  design. 


Regression  analysis  and  results 

On  the  basis  of  the  cross-tabulation 
results,  the  method  of  regression  analysis 
was  decided  on.  The  immediate  prognosis 
of  the  patient  was  the  first  subject  of  in- 
vestigation by  regression  analysis.  Sur- 
vival for  the  length  of  the  hospital  stay  of  a 
patient  with  myocardial  infarction  was 
assumed  to  be  a linear  function  of  nine 
independent  variables  selected  on  a clinical 
basis.  The  following  mathematical  model 
was  used: 


where: 

X(10)  = 

X(1)  = 

X(2)  = 

X(3)  = 

X(4)  = 

X(5)  = 

X(6)  = 

X(7)  = 

X(8)  = 

X(9)  = 


X (10)  = 


i = 9 


E ai  X (i)  + K 

i = 1 


survival 

blood  pressure  on  admission 
blood  pressure  after  admission 
age  of  patient 

number  of  previous  myocardial 
infarctions 
highest  cardiac  rate 
highest  temperature  (in  degrees 
Fahrenheit) 

duration  of  hyperpyrexia 
left  heart  failure 
right  heart  failure 


These  variables  were  transformed  non- 
linearly  into  a new  set  of  variables,  as- 
suming values  of  from  0.000  to  1.000.  The 
following  equation  was  generated  by  using 
a stepwise  regression  program  for  the  IBM 
7090  system: 

X(10)  = — 0.4587(X)2  - 0.1899X(4)  - 
0.1524(X)3  + 0.1154(X)7  - 0.1141X(8) 

- 0.0787  X(5)  + 0.0622(X)1  + 0.0440 
X(9)  + 0.0277  X(6)  + 1.1339 


these  procedures  were  used  as  a basis  for 
decisions  as  to  further  processing.  In  the 
area  of  parametric  statistics,  we  decided 
to  use  regression  analysis  and  factor 
analysis.  For  nonparametric  methods,  we 
selected  cluster  analysis  for  processing  of 
these  data.  The  operational  flow  sheet 
represents  the  over-all  design  of  the  study 
and  illustrates  the  various  steps  in  se- 
quence (Fig.  3).  We  may  note  that  at 
several  points  in  this  sequence,  choices 
as  to  further  processing  can  be  made.  This 


This  equation  and  other  initial  results  with 
regression  analysis  indicate  that  of  the 
nine  independent  variables  used,  the  pres- 
ence of  clinical  shock  had  the  highest 
negative  correlation  with  survival,  the 
regression  coefficient  being  —0.4587.  There 
was  a considerable  decrease  in  significance 
between  clinical  shock  and  the  next  most 
important  factor,  previous  myocardial  in- 
farctions, which  had  a regression  coefficient 
of  —0.1899.  The  factors  after  that  in 
descending  order  were  age,  duration  of 
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TABLE  Ml.  Frequency  of  occurrence  of  selected  clinical  and  laboratory  characteristics 


Clinical  or  Laboratory 
C haract eristic  * 


Percentage  of 
Total  Cases 
or  of 

Cases  With 
Condition 


Clinical  or  Laboratory 
Characteristic* 


Percentage  of 
Total  Cases 
or  of 

Cases  With 
Condition 


Previous  myocardial  infarctions 
None 
One 
Two 
Diabetes 

Hypertension,  total 
Mild 

Moderate 

Severe 

Arterial  vascular  disease 
Angina 
Incidence 

Duration  less  than  one  year 
Pain 

Incidence 

Mild 

Moderate 

Severe 

Shock 

Hypotension  without  shock 
Temperature 
Over  102  F. 

Under  99  F. 

Heart  failure,  moderate  to  severe 


6.4 
18.1 

4.5 


76.0 
16.6 

7.4 

10.5 

29.0 


11.2 

44.2 
52.8 

80.0 

7.8 

36.7 

54.2 

17.2 

10.6 

8.5 

18.6 


No  electrocardiogram  (early 

death)  3 . 7 

Chronic  electrocardiographic 
changes 

Abnormal  53 . 1 

Nonspecific  changes  38.2 

Specific  changes  suggesting 

previous  infarctions  14.9 


rrhythmias,  total 

23.4 

Premature  contractions,  fre- 

quent 

Atrial 

1.6 

Ventricular 

4.9 

Atrial  and  ventricular 

1.1 

Sinus  bradycardia 

9.5 

Sinus  tachycardia 

19.0 

Nodal  rhythm 

3.2 

Supraventricular  tachycardia 

0.8 

Atrial  flutter 

5.4 

Ventricular  tachycardia 

0.8 

Ventricular  fibrillation 

0.3 

induction  defects,  total 

21.2 

Left  side 

31.4 

Atrioventricular  block 

Right  side 

17.6 

First  degree 

4.1 

Gallop  rhythm 

8.9 

Second  degree 

2.4 

Extension  of  infarct 

8.0 

Third  degree 

2.2 

Erythrocyte  sedimentation  rate 

All  degrees 

8.7 

over  20  mm.  per  hour 

78.7 

Bundle  branch  block 

Serum  glutamic  oxaloacetic 

Complete  left 

1.6 

transaminase  elevated 

70.0 

Incomplete  left 

1.1 

Acute  electrocardiographic 

Complete  right 

5.2 

changes 

0.3 

Incomplete  right 

0.8 

No  changes 

Intraventricular  block 

3.8 

Nonspecific  changes 

5.4 

Anterior  myocardial  infarction  53 . 0 

Posterior  myocardial  infarction  24 . 3 

Apical  and  diaphragmatic 

myocardial  infarction  13.3 


Anticoagulation 
Embolism 
Over-all  mortality 
Autopsy  rate 


68.0 

4.1 

18.5 

33.9 


* The  mean  age  of  males  was  60.4  years  and  of  females,  67.0  years.  The  sex  ratio  was  2.9  males  to  1 female. 


temperature,  left  heart  failure,  tachy- 
cardia, blood  pressure  on  admission,  high- 
est temperature,  and  right  heart  failure. 
Further  work  in  this  area  included  use  of 
different  sets  of  dependent  and  inde- 
pendent variables,  higher  order  regressions, 
and  nonlinear  regression  equations,  as 
well  as  nonlinear  transformations  on  the 
independent  variables.  Thus,  interde- 
pendence of  the  various  subsets  of  factors 
can  be  studied  in  depth.  Peel  et  al.4 
utilized  a different  mathematical  approach 
to  study  this  problem. 

Factor  analysis,  using  various  subsets 
of  variables  and  several  modifications,  was 


used  to  search  for  basic  underlying  physio- 
logic factors  that  may  account  for  the 
clinical  variables  recorded.  The  mathe- 
matical model  used  was 

p = N 

Zi=  £ Ajp  Fp 

P = i 

where  Zj  is  the  jth  variable,  Fp  is  the  pth 
common  factor,  and  AjP  is  the  factor 
coefficient. 

Five  factors  were  used  in  the  initial 
effort.  Considering  the  same  10  variables 
as  in  regression  analysis,  these  five  factors 
accounted  for  99.9  per  cent  of  the  variance. 
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FIGURE  3.  Operational  flow  sheet. 


This  phase  of  the  work,  as  well  as  the 
regression  analysis,  is  still  in  progress, 
since  various  modifications  are  being  at- 
tempted to  describe  the  clinical  situation 
most  accurately. 


Cluster  analysis  and  results 

Cluster  analysis  is  another  approach  to 
the  study  of  clinical  problems.  It  is 


basically  a method  for  sorting  individuals 
into  groups  according  to  a set  of  char- 
acteristics. Groups  assembled  by  this 
procedure  consist  of  individuals  who  are 
mutually  similar  and  dissimilar  to  in- 
dividuals placed  in  other  groups.  The 
advantage  of  this  technic  is  that  no  as- 
sumptions need  be  made  about  the  basic 
distribution,  such  as  the  normality  of  the 
sample.  While  this  work  is  still  in  its 
initial  phases,  we  expect  that  the  successful 
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TABLE  IV.  Sex  versus  age  versus  survival 


Age 

Number  of 
Males 

Per  Cent  of 
Males 

Number  of 
F emales 

Per  Cent  of 
F emales 

Male-Female 

Survival 

Ratio 

Less  than  50 

38/40 

95.0 

4/4 

100.0 

0.95 

50  to  59 

83/99 

83.1 

22/22 

100.0 

0.83 

60  to  69 

68/86 

79.0 

21/30 

70.0 

1.13 

70  to  79 

30/40 

75.0 

20/26 

77.0 

0.97 

80  or  more 

5/9 

56.0 

7/12 

58.0 

0.97 

Totals 

224/274 

81.7 

74/94 

78.5 

1.04 

adoption  of  this  technic  will  open  new 
areas  of  investigation  in  the  statistical 
analysis  of  clinical  diagnosis. 

General  Results 

Because  of  the  large  amount  of  data 
studied  and  the  detailed  analysis  per- 
formed, it  will  not  be  possible  to  discuss 
all  the  results  in  this  report.  However,  a 
sampling  of  the  total  results  obtained  from 
this  study  follows: 

1.  Our  group  of  patients  approximates 
a simple  random  sample  of  the  population 
of  all  patients  admitted  to  the  hospital 
with  myocardial  infarction  in  our  locale. 

2.  The  tabulated  results  in  this  study 
fall  within  the  ranges  given  in  other  studies 
of  this  disease.5-10 

3.  Use  of  cross  tabulations  shows  that 
age  distribution  in  both  male  and  female 
can  be  represented  by  a skewed  normal 
distribution  curve,  with  the  mean  age  for 
females  being  6.6  years  more  than  for 
males  (67  years  for  females  and  60.4  years 
for  males). 

4.  Regression  analysis  and  cross  tabula- 
tion bear  out  the  grave  prognosis  repre- 
sented by  clinical  shock  in  a patient  with 
myocardial  infarction.  Of  those  without 
shock,  91.5  per  cent  survived,  while  only 
31.8  per  cent  of  patients  with  clinical 
shock  survived. 

5.  Three-way  cross  tabulation  of  age 
versus  sex  versus  survival  indicates  that 
there  is  no  great  difference  in  survival 
between  males  and  females  at  any  age 
level  (Table  IV). 

6.  History  of  previous  myocardial  in- 
farctions, advanced  age,  duration  of  tem- 
perature elevation,  failure  of  the  left  side 
of  the  heart,  and  tachycardia  are  clinical 
factors  that  carry  a grave  prognosis. 


Summary 

A computer-supported  clinical  study 
concerning  the  natural  history  and  prog- 
nosis of  myocardial  infarction  was  carried 
out.  The  use  of  an  automated  data- 
processing  system  facilitated  the  collection 
of  clinical  data  and  permitted  the  use  of 
advanced  statistical  procedures  in  the 
evaluation  of  these  data.  Clinical  shock 
was  found  to  be  the  most  important  factor 
in  the  prognosis  of  this  disease.  Other 
important  clinical  and  laboratory  features 
of  this  disease  were  investigated  sta- 
tistically. 

Further  studies  concerning  the  applica- 
tion of  computer  systems  and  technics  to 
clinical  heart  disease  are  in  progress  and  will 
be  reported  on  in  the  future. 

535  West  110th  Street 
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An  important  and  relatively  recent  ad- 
vance in  dermatologic  therapy  has  been  the 
systemic  administration  of  broad-spectrum 
antibiotics  and  of  sulfonamides  in  the 
management  of  acne.  It  is  generally 
agreed  that  these  agents  are  effective  in  the 
treatment  of  this  common  disease,1-4  al- 
though there  has  been  one  recent  article 
disagreeing  with  this  conclusion.5  The 
exact  mechanism  by  which  they  exert  their 
benefits  remains  uncertain.  The  simplest 
and  most  usually  accepted  hypothesis  is 
that  they  act  through  their  local  anti- 
bacterial effect  on  the  causative  or  con- 
tributing microorganism  (aerobic  and  /or 
anaerobic)  in  the  pilosebaceous  apparatus. 

With  the  widespread  and  increasing  use 
of  antibiotics  in  medical  therapy,  numerous 

* Department  of  Medicine,  Division  of  Dermatology  and 
Syphilology,  State  University  of  New  York  Downstate 
Medical  Center,  Brooklyn,  New  York. 

t Department  of  Dermatology,  University  of  Miami 
School  of  Medicine,  Miami,  Florida. 

**  U.S.  Army  Medical  Research  and  Development  Com- 
mand, Office  of  the  Surgeon  General,  Washington,  D.C. 


side-effects  have  been  encountered,  some 
undesirable  and  a few  even  fatal.  These 
encounters  have  naturally  prompted  fears 
in  some  physicians  as  well  as  patients. 
Our  own  studies  reported  in  1960  by  two  of 
us  (V.H.W.  and  M.B.S.)6  revealed  no 
permanent  changes  in  the  blood  counts  of 
patients  receiving  long-term  systemic  anti- 
biotic therapy.  In  a subsequent  study  of 
208  patients  similarly  treated  for  acne, 
neither  serious  side-effects  nor  instances  of 
intercurrent  infectious  diseases  were  en- 
encountered. 4 

The  purpose  of  the  investigation  reported 
here  was  to  supplement  former  clinical  ob- 
servations with  bacteriologic  studies  to 
ascertain  whether  or  not  any  undesirable 
changes  occur  in  the  aerobic  bacterial  flora 
of  acne  lesions  and  the  nasal  mucosa  follow- 
ing the  long-term  systemic  administration 
of  antibiotics.  Particular  attention  was 
paid  to  the  detection  of  SCP  (staphylococ- 
cus coagulase  positive),  phage  type  80-81 
strains.  Further,  we  wished  to  ascertain 
whether  or  not  there  was  any  correlation 
between  the  results  of  the  in  vitro  anti- 
biotic sensitivity  pattern  of  microorganisms 
cultured  from  acne  lesions  and  the  clinical 
response  of  the  patient’s  acne  to  systemic 
antibiotics. 

Method  and  materials 

Sterile  cotton  swabs  were  used  for  collect- 
ing material  for  culture  from  acne  lesions 
and  nasal  mucosa  of  the  same  patient. 
These  swabs  were  streaked  directly  on 
blood  agar.  The  same  swab  was  kept  in 
soy  broth  media  at  37  C.  for  twenty-four 
hours,  after  which  it  again  was  streaked  on 
blood  agar.  Identification  of  the  bacterial 
growth  on  the  blood  agar  was  done  by  both 
of  these  methods. 

Coagulase  tests  were  performed  on 
staphylococci,  using  0.5  cc.  of  human 
plasma.  Readings  were  performed  after 
two  hours  of  incubation  at  37  C. 

The  antibiograms  were  obtained  by  em- 
ploying a conventional  paper-disk  BBL 
(Baltimore  Biological  Laboratory)  method. 
The  following  antibiotic  disks  were  used: 
penicillin,  10  units;  dihydrostreptomycin, 
50  micro  grams;  tetracycline,  30  micro- 
grams; erythromycin,  15  micro  grams; 
chloramphenicol,  30  micrograms;  novobio- 
cin sodium,  30  micrograms;  kanamycin  sul- 
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fate,  30  micrograms;  oleandomycin,  15 
micrograms;  and  dimethoxyphenyl  peni- 
cillin,* 5 micrograms.  A distinction  was 
made  only  between  microorganisms  that 
were  sensitive  (peripheral  zone  of  clearing 
noted)  and  those  that  were  resistant  (com- 
plete lack  of  peripheral  clearing  zone).  It 
is  recognized  that  this  method  serves  for 
rough  qualitative  comparison  only. 

All  SCP  and  the  majority  of  SCN 
(coagulase-negative  staphylococci)  were 
subjected  to  phage  typing.  For  phage 
typing  the  method  of  Williams  and  Ander- 
son as  modified  by  Goldberg  (Bureau  of 
Laboratories,  The  City  of  New  York  De- 
partment of  Health)  was  used. 

Two  groups  of  patients  with  acne  were 
studied.  Group  1 consisted  of  17  patients 
who  had  not  received  any  antibiotics  for  at 
least  six  months  prior  to  the  beginning  of 
the  study.  Group  2 consisted  of  30  pa- 
tients who  were  receiving  antibiotics  at 
the  time  the  study  was  started. 

Initial  specimens  for  cultures  were  taken 
from  two  to  five  acne  lesions  and  from  the 
nasal  mucosa  of  each  patient.  Material 
was  collected  principally  from  pustules, 
cysts,  and  occasionally  from  selected  come- 
dones and  papules.  The  surface  of  each 
lesion  was  cleansed  carefully  with  70  per 
cent  alcohol.  To  get  material  from  pus- 
tules, the  top  was  removed  and  a sample  of 
the  contents  obtained  with  a minute  sterile 
swab,  avoiding  any  contact  with  the  skin. 
In  the  case  of  acne  papules  and  cysts,  a 
sterile  needle  was  introduced  into  the  over- 
lying  poral  opening  and  the  purulent  mate- 
rial expressed  onto  the  swab.  With  in- 
flamed comedones,  the  comedo  was  ex- 
pressed and  the  underlying  purulent  mate- 
rial expressed  onto  the  sterile  swab. 

All  patients  in  both  groups  received  sys- 
temic antibiotics  on  schedules  varying  from 
250  to  1,000  mg.  daily  in  divided  doses. 
The  following  agents  were  used:  (1)  peni- 
cillin (postassium  penicillin  G and  potas- 
sium salt  of  phenoxy methyl  penicillin), 
(2)  tetracycline  hydrochloride,  (3)  eryth- 
thromycin  and  erythromycin  propionate, 
(4)  chloramphenicol,  (5)  novobiocin  sodium, 
and  (6)  the  triacetyl  salt  of  oleandomycin. 

Repeat  cultures  were  studied  within  two 
to  four  weeks,  whenever  possible.  This, 
however,  could  not  always  be  accomplished, 

* Added  after  the  study  was  begun.  Prepared  by  Bristol 
Laboratories,  Syracuse,  New  York. 


a study  was  made  of  aerobic  bacterial  flora 
of  acne  lesions  and  nasal  mucosa  in  17 
patients  with  acne  vulgaris  who  had  not 
received  any  antibiotics  in  six  months  and  in 
30  patients  who  were  receiving  antibiotics. 
The  most  common  aerobic  microorganism 
recovered  was  staphylococcus  coagulase  nega- 
tive; there  was  no  incidence  of  staphylococcal 
infection  or  of  development  of  a carrier  state 
due  to  staphylococcus  coagulase  positive  80-81 
or  phage  type  group  three.  The  in  vitro 
sensitivity  of  the  staphylococci  recovered  and 
the  clinical  response  to  the  antibiotics  were 
generally  in  accord;  however,  most  strains 
were  sensitive  to  several  antibiotics  commonly 
used  in  acne. 


either  because  there  were  no  suitable  lesions 
for  culture  or  the  patient  did  not  keep  his 
return  appointment.  In  Groups  1 and  2 
combined,  15  patients  had  at  least  two 
follow-up  cultures,  and  5 patients  within 
this  group  had  as  many  as  five  to  eight  re- 
peat cultures.  Many  of  the  initial  and 
subsequent  cultures  were  sterile,  and  only 
in  some  cases  was  it  possible  to  culture  five 
lesions  as  planned.  For  these  reasons 
there  are  varying  figures  in  the  follow-up 
study  of  the  changes  in  the  bacterial  flora. 
The  patients  were  carefully  observed  at 
each  visit  so  that  the  clinical  state  of  their 
acne  could  be  evaluated  and  recorded. 

Results 

Most  common  aerobic  microorgan- 
isms. Acne  lesions.  The  data  appear  in 
Table  I.  There  were  no  significant  dif- 
ferences in  the  cultures  obtained  from  the 
patients  who  had  not  received  antibiotics 
(Group  1)  and  those  who  were  receiving 
antibiotics  at  the  time  of  the  first  culture 
(Group  2).  The  most  common  micro- 
organisms recovered  from  the  various 
acne  lesions  were  SCN,  representing  ap- 
proximately 63  per  cent  of  all  cultures  in 
Group  1 and  about  45  per  cent  in  Group 
2.  The  incidence  of  no  growth  on  culture 
was  approximately  28  per  cent  in  Group 
1 and  38  per  cent  in  Group  2.  SCP  were 
recovered  in  only  5 per  cent  of  all  the 
cultures  obtained  from  acne  lesions.  Only 
one  of  the  eight  strains  isolated  was  type- 
able;  it  was  phage  type  52A79.  One 
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TABLE  I.  Results  of  cultures 


Group  and  Site 

Number  of 
Specimens 

No 

Growth 

SCN 

SCP 

Other* 

Group  1 

Acne  lesions 

48 

13 

30 

3 

2 

Nasal  mucosa 

23 

0 

19 

3 

1 

Group  2 

Acne  lesions 

112 

42 

50 

5 

15 

Nasal  mucosa 

55 

5 

43 

6 

1 

— 

— 

■ 

— 

— 

All  cases 

238 

60 

142 

17 

19 

* Other  organisms  found  in  acne  lesions  were  as  follows:  Escherichia  coli,  in  11;  Proteus  vulgaris,  in  2;  Neisseria,  in  2; 
and  unidentified  organism,  in  2.  In  addition,  Neisseria  were  found  in  2 nasal  mucosa  cultures. 


strain  was  not  typed,  one  could  not  be 
classified,  and  five  were  nontypeable. 
In  1 patient  E.  coli  was  recovered  from 
facial  pustules  on  eight  different  occasions. 

Nasal  mucosa.  SCN  were  isolated  from 
the  nasal  mucosa  in  82  per  cent  of  all  the 
patients  in  Group  1 and  in  75  per  cent  of 
the  patients  in  Group  2 (Table  I).  SOP 
represented  11  to  13  per  cent  of  all  cultures. 
Again,  five  of  these  strains  were  not  type- 
able;  two  strains,  however,  showed  a mixed 
phage  type  pattern.  Finally,  there  were 
two  strains  which  were  lysed  by  typing 
sera  52,  52 A,  and  79  (phage  type  group  1). 

Change  of  flora  during  antibiotics 
administration.  Acne  lesions.  The  most 
common  change  observed  in  the  bacterial 
flora  of  acne  lesions  and  the  nasal  mucosa 
was  noted  in  the  antibiogram  of  the  staph- 
ylococci isolated.  After  the  beginning 
of  the  oral  administration  of  antibiotics, 
17  of  20  repeat  cultures  in  Groups  1 and 
2 showed  a change  from  the  original  anti- 
biogram. In  two  instances  the  organisms 
isolated  on  subsequent  cultures  showed 
resistance  to  the  antibiotics.  There  were 
three  instances  in  which  staphylococci  of 
different  coagulase  activity  and  two  of 
different  phage  type  were  recovered. 

Nasal  mucosa.  Of  19  cultures  obtained 
from  the  nasal  mucosa,  16  showed  change 
in  the  antibiotic  sensitivity  pattern  sub- 
sequent to  beginning  antibiotic  therapy, 
and  2 possessed  a different  coagulase 
activity.  There  were  no  changes  in  phage 
type. 

In  neither  the  cultures  of  acne  lesions 
nor  nasal  mucosa  did  we  observe  SCP, 
phage  type  80-81  or  strains  lysed  by  typing 
sera  6,  7,  42E,  47,  53,  54,  73, 75,  or  77  (phage 
type  group  3).* 

* Staphylococci  lysed  by  this  group  are  commonly  re- 
covered in  hospital  epidemics. 


Correlation  between  in  vitro  anti- 
biograms AND  IN  VIVO  RESPONSE  TO 
antibiotics.  Comparison  of  the  in  vitro 
antibiotic  sensitivity  tests  performed  on 
culture  material  obtained  from  acne  lesions 
and  the  in  vivo  clinical  response  of  the 
donor  patient  was  made  on  34  occasions. 
A positive  correlation  between  the  in  vitro 
findings  and  the  in  vivo  clinical  response 
was  found  in  28  out  of  34  instances.  Closer 
examination  of  these  data,  however,  re- 
veals that  in  22  of  these  28  antibio  grams, 
the  strains  recovered  from  the  acne  lesions 
were  sensitive  to  several  antibiotics  com- 
monly used  in  acne  by  us  as  well  as  by 
others.  In  these  instances,  reference  to 
the  antibio  gram  was  of  little  help  in 
selecting  the  single  most  effective  anti- 
biotic. For  example,  in  1 patient,  cultures 
from  two  acne  lesions  showed  that  the 
SCN  were  sensitive  to  all  nine  antibiotics 
tested.  Obviously,  all  that  one  could 
conclude  from  this  result  was  that  any  of 
the  nine  antibiotics  could  be  tried  with 
equal  chance  of  success.  In  3 patients, 
the  antibiograms  were  again  of  little 
specific  value,  as  in  each  instance  only 
one  of  the  two  (or  three)  strains  recovered 
gave  the  correct  lead  as  to  the  antibiotic 
of  choice  for  treatment.  Only  in  3 cases 
could  the  results  of  the  antibio  gram  be 
definitely  correlated  with  the  clinical  re- 
sults, that  is,  both  the  cultured  micro- 
organism and  the  clinical  lesions  were 
resistant  to  the  particular  antibiotic  ad- 
ministered to  the  patient.  In  these  in- 
stances both  the  laboratory  and  clinical 
findings  indicated  the  need  to  change  the 
antibiotic. 

On  the  other  hand,  in  34  antibiograms 
there  were  6 with  a clear-cut  contradiction 
between  the  in  vitro  antibiotic  sensitivity 
and  the  in  vivo  clinical  response  to  anti- 
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biotic  therapy.  Judging  from  the  results 
of  these  34  in  vitro  and  in  vivo  comparisons, 
it  appears  that  the  antibiogram  of  the 
aerobic  staphylococcal  flora  of  acne  lesions 
is  a poor  therapeutic  guide  for  managing 
acne  vulgaris.  Thus,  acne  vulgaris  ap- 
pears in  this  respect  to  differ  from  certain 
bacterial  skin  infections  such  as  fu- 
runculosis. However,  it  must  be  emphasized 
that  this  comment  refers  only  to  the  aerobic 
staphylococci.  Before  drawing  any  general 
conclusions  as  to  the  potential  value  of 
antibiograms  in  acne  vulgaris,  the  possible 
role  of  the  implicated  anaerobic  micro- 
organisms and  their  antibiotic  sensitivities 
must  be  considered. 

Because  of  the  many  fears  expressed  by 
patients  and  physicians  alike  about  pos- 
sible serious  side-effects  or  late  effects  of 
long-term  use  of  systemic  antibiotics,  we 
were  careful  to  follow  our  patients  bacte- 
riologically  as  well  as  clinically  for  the 
development  of  either  a carrier  state  or 
disease  due  to  antibiotic-resistant  staphy- 
lococci. Our  clinical  and  bacteriologic  find- 
ings in  the  47  cases  studied  were  most 
reassuring,  as  they  were  in  agreement  with 
those  of  investigators  who  were  unable  to 
demonstrate  the  development  either  of 
carrier  states  or  of  superimposed  staphy- 
lococcal infection  even  in  patients  who  had 
received  antibiotics  for  as  long  as  two 
years.2*4  Here,  it  should  be  stressed  that 
our  patients  were  generally  young  and 
healthy  persons  who  were  not  likely  to  be 
exposed  to  antibiotic-resistant  staphylo- 
cocci as  patients  in  the  hospital  would  be. 
Furthermore,  our  acne  patients  were  gen- 
erally maintained  on  what  are  regarded  as 
relatively  low  daily  doses  of  antibiotics. 

Summary 

1.  The  most  common  aerobic  micro- 
organism recovered  from  various  types  of 


acne  vulgaris  lesions  was  SCN  (staphylo- 
coccus coagulase  negative).  A very  high 
percentage  of  the  lesions  were  sterile  by 
the  aerobic  technics. 

2.  In  the  47  cases  of  acne  vulgaris 
studied  in  this  series,  no  incidence  was 
observed  of  staphylococcal  infection  or  of 
development  of  a carrier  state  due  to  SCP 
(staphylococcus  coagulase  positive)  80-81 
or  phage  type  group  three. 

3.  The  in  vitro  sensitivity  of  the  staphy- 
lococci recovered  and  the  clinical  response 
to  the  antibiotics  were  generally  in  accord. 
Nevertheless,  so  great  was  the  number  of 
cases  responding  to  all  the  antibiotics  in 
common  use,  that  it  seems  unnecessary 
for  all  practical  purposes  to  advocate  in 
vitro  antibiotic  sensitivity  testing  of 
staphylococci  during  the  antibiotic  treat- 
ment of  acne. 

4.  It  has  been  emphasized  that  these 
studies  dealt  only  with  the  aerobic  staphy- 
lococci and  that  no  inferences  can  be  drawn 
regarding  anaerobic  flora  and  other  potential 
etiologic  agents  in  acne  vulgaris. 
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FIGURE  1.  Soles  of  patient  with  pachydermo-  jj 
periostosis,  showing  rippling  of  plantar  surface.  I 
(Courtesy  of  Evelyn  Linn,  M.D.) 


Clinical  Instructor  in  Dermatology 
New  York  University  School  of  Medicine 


There  are  innumerable  affections  of  the 
palms  and  soles  that  suggest  the  presence  of 
internal  disease.  In  this  report  I will 
attempt  to  describe  some  that  are  particu- 
larly meaningful  because  of  the  importance 
of  the  internal  disease. 


Keratoses 

Keratoses  of  the  palms  and  soles  may  be 
associated  with  internal  alterations.  A 
diffuse,  dominantly  inherited  keratosis  of 
the  palms  and  soles  has  been  reported 
associated  with  carcinoma  of  the  esophagus. 
The  keratotic  lesions  are  quite  outstanding 
but  are  indistinguishable  clinically  from  the 
classic,  hereditary,  and  idiopathic  form  of 
diffuse  palmar  and  plantar  keratosis  known 
as  keratosis  palmaris  et  plantaris  heredi- 
taria (Unna-Thost).  The  association  with 
esophageal  carcinoma  has  been  referred  to 
as  the  Howel-Evans  syndrome,1  although  it 
was  first  reported  in  1954  in  two  families  by 
Clarke  and  McConnell. 2 To  date,  no  other 
similar  families  have  been  described,  al- 
though Clarke3  has  observed  2 other 
patients,  unrelated  to  each  other  or  to  the 
aforementioned  families,  in  whom  bronchial 
carcinoma  has  been  found  concomitantly 
with  diffuse  palmar  and  plantar  keratosis. 

Pachydermoperiostosis  is  a disease  of  the 

Presented  at  the  159th  Annual  Meeting,  Medical  Society 
of  the  State  of  New  York,  New  York  City,  Section  on  Derma- 
tology and  Syphilology,  February  18,  1965. 


skin,  bones,  and  lungs,  first  described  in 
1949  by  Castex,  Mazzei,  and  Schaposnik,4 
although  a similar  condition  had  been  re- 
ported about  ten  years  earlier  by  Touraine, 
Solente,  and  Gole.5  A diffuse  palmar  and 
plantar  keratosis  is  one  of  the  outstanding 
cutaneous  changes  in  this  condition.  The 
hyperkeratotic  surface  may  appear  rippled, 
the  surface  resembling  sand  of  the  wind- 
blown desert  (Fig.  1).  Other  features  of 
the  syndrome  are  cutis  verticus  gyrata, 
thickening  of  the  cheeks  and  chin,  macro- 
glossia,  and  bony  and  periosteal  changes 
resulting  in  clubbing  of  the  digits.  Car- 
cinoma of  the  lung  is  the  pulmonary  change. 
A chest  roentgenogram  should  be  taken 
when  diffuse  keratosis  of  the  palms  and  soles 
appears  in  otherwise  apparently  healthy 
persons. 

Malignant  acanthosis  nigricans  and  the 
Sezary  syndrome  are  additional  diseases  in 
which  hyperkeratosis  of  the  palms  and  soles 
appears  in  association  with  internal  malig- 
nant tumors. 

Some  families  with  a clinical  picture  of 
pachydermoperiostosis  do  not  exhibit  the 
pulmonary  alteration  that  is  a common 
denominator  in  most  of  the  reported  cases. 
When  such  alteration  is  absent,  the  condi- 
tion is  sometimes  referred  to  as  the  Thomas- 
Bureau  or  Bureau,  Barriere,  and  Thomas6 
syndrome,  a disease  which  appears  in  pa- 
tients who  are  particularly  tall  because  of 
bony  and  periosteal  changes.  The  kera- 
tosis of  the  palms  and  soles  is  of  diffuse 
nature. 

Another  uncommon  condition  affecting 
the  palms,  soles,  and  bones  is  the  Papillon- 
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Alterations  of  the  palms  and  soles  which 
may  indicate  a variety  of  internal  disease 
include:  keratoses,  associated  particularly 

with  internal  malignant  tumors;  color  altera- 
tions, especially  erythema,  associated  with 
pregnancy,  rheumatoid  arthritis,  arsenical 
intoxication,  hepatic  cirrhosis,  mitral  in- 
sufficiency, hemochromatosis,  various  vitamin 
deficiencies,  diabetes  mellitus,  and  chronic 
pulmonary  tuberculosis;  basal  cell  nevus 
syndrome;  urticaria  pigmentosa;  and  altera- 
tions in  fingerprints  and  palmprints,  as- 
sociated with  mongolism,  Recklinghausen's 
disease,  pseudohypoparathyroidism  and  gon- 
adal dysgenesis,  congenital  heart  disease, 
Wilson's  disease,  18-trisomy,  and  schizo- 
phrenia. 


Lefevre  syndrome.  It  consists  of  keratosis 
of  the  palms  and  soles  and  damaged  peri- 
osteum and  alveolar  bone,  resulting  in  loss  of 
all  permanent  teeth  except,  perhaps,  wisdom 
teeth.  In  addition  to  the  striking  cuta- 
neous and  dental  changes,  lingual  hyper- 
keratosis may  be  present.7  Keratotic, 
psoriasiform  plaques  on  the  elbows  and 
knees  also  may  accompany  this  recessively 
inherited  syndrome. 

In  addition  to  diffuse  keratosis  of  the 
palms  and  soles,  punctate  keratoses  of  the 
palms  and  soles  may  be  associated  with 
internal  disease.  For  instance,  Aigner  in 
19538  reported  a family  with  osteopoikilosis 
of  Albers-Schonberg  type  concomitant  with 
dominantly  inherited  punctate  keratosis. 
Although  this  association  may  be  coinci- 
dental, roentgenologic  examination  of  the 
pelvis  should  be  routine  in  cases  of  punctate 
keratotic  lesions  of  the  palms  and  soles. 

A recessively  inherited  syndrome  of 
mental  retardation,  short  phalanges,  and 
peculiar  herpetoid  corneal  infiltrates  has 
been  described  in  patients  with  painful, 
nummular  keratoses  of  the  palms  and  soles 
(Richner-Hanhart  syndrome).1  This  syn- 
drome is  still  another  example  of  osseous 
changes  associated  with  keratosis  of  the 
palms  and  soles.  The  additional  feature, 
dystrophy  of  the  cornea,  has  been  reported 
in  combination  with  palmar  and  plantar 
keratosis  only  when  the  latter  condition  is 
recessively  inherited.  Waardenburg, 
Franceschetti,  and  Klein9  state  that  Brun- 
auer,  Spanlang  and  Fuhs,  Tappeiner, 
Forgacs  and  Franceschetti,  Cremona,  and 
Hanhart  have  reported  such  changes. 

In  the  Hanhart10  syndrome,  first  de- 
scribed in  1947,  multiple  subcutaneous 
lipomas  were  associated  with  dominantly 
inherited  diffuse  keratosis  of  the  palms 
and  soles,  although  keratotic  lesions  even- 
tually appeared  elsewhere.  Scrotal  tongue 
was  a concomitant  finding.  In  a case 
described  subsequently,  punctate  keratoses 
appeared  on  the  palms  and  soles.  It  is 
likely,  that  the  components  of  the  syndrome 
are  fortuitous.1 

Color  alterations 

Erythema.  It  is  well  known  that 
erythema  of  the  palms  may  be  associated 
with  systemic  disease,  although  the  color 
change  is  found  in  about  3 to  5 per  cent  of 


the  normal  population.11  Bean,12  among 
others,  has  noted  that  palmar  erythema  is 
present  in  a wide  variety  of  conditions. 
First  of  all,  the  erythema  is  related  to 
pregnancy,  being  present  in  almost  two 
thirds  of  all  pregnant  women.  Palmar 
erythema  also  has  been  reported  associated 
with  rheumatoid  arthritis,  arsenical  in- 
toxication, hepatic  cirrhosis,  mitral  in- 
sufficiency, hemochromatosis,  various  vita- 
min deficiencies,  diabetes  mellitus,  and 
chronic  pulmonary  tuberculosis. 1 3 • 1 4 I have 
encountered  it  in  a patient  with  psoriatic 
arthritis  and  psoriatic  nail  changes  but 
without  cutaneous  disease.  A painful  type 
of  palmar  erythema  has  been  described  in 
dry  beriberi,  acrodynia,  and  erythro- 
melalgia.11 

Erythema  of  the  acral  portions  of  the 
hands  and  feet  may  accompany  Rendu- 
Osler- Weber  disease,  as  well  as  systemic 
lupus  erythematosus  and  other  collagen 
diseases.  Erythema  of  the  palms  and  soles 
overlying  joints  in  dermatomyositis  may  be 
quite  as  striking  and  diagnostic  as  the  more 
notorious  erythema  of  the  dorsum  of  the 
hands  and  feet  in  that  disease.  The 
violaceous  erythema  is  accompanied  by 
flat-topped  papules,  the  clinical  appearance 
being  somewhat  reminiscent  of  lichen 
planus  (Fig.  2).  Whenever  the  diagnosis 
of  dermatomyositis  is  made,  a thorough 
search  for  internal  malignant  tumors  should 
be  undertaken. 

Miscellaneous  color  alterations. 


May  15,  1965  / New  York  State  Journal  of  Medicine  1221 


FIGURE2.  Flat-topped  papules ot  palms  in  patient 
with  dermatomyositis  who  had  similar  lesions  on 
dorsum  of  hand.  Cutaneous  lesions  of  hands  and 
feet  in  dermatomyositis  usually  overlie  joints. 

Other  color  changes  may  be  encountered  on 
the  palms  and  soles  as  indicators  of 
systemic  disease.  Examples  of  such  cuta- 
neous alterations  are  the  pigmented  de- 
posits on  the  digits  in  Peutz-  Jeghers  disease, 
the  diffuse  hyperpigmentation  with  accen- 
tuation at  the  creases  in  Addison’s  disease, 
the  black  deposits  of  polymerized  homo- 
gentisic  acid  in  ochronosis,  and  the  yellow- 
ish discoloration  seen  in  carotenemia. 

Basal  cell  nevus  syndrome 

An  unusual  combination  of  widespread 
tissue  malformations  and  striking  palmar 
and  plantar  lesions  is  found  in  the  basal  cell 
nevus  syndrome.  In  this  probable  geno- 
dermatosis,  in  addition  to  basal  cell 
epitheliomas  and  other  cutaneous  changes 
such  as  milia  and  epithelial  cysts,  there  are 
a multitude  of  congenital  abnormalities, 
including  mandibular  cysts,  bifid  ribs, 
hypertelorism,  scoliosis,  agenesis  of  the 
corpus  callosum,  and  parathyroid  hormone 
hyporesponsiveness.15  Shortening  of  the 
metacarpal  bones,  especially  the  fourth, 
may  result  in  a conspicuous  cutaneous 
dimple,  producing  the  so-called  Albright’s 
sign.  Another  alteration  of  the  hands  is 
arachnodactyly,  because  the  basal  cell 
nevus  syndrome  sometimes  is  associated 
with  Marfan’s  syndrome.16 

The  unusual  palmar  and  plantar  change 
consists  of  asymptomatic,  depressed,  ham- 
colored  pits  (Fig.  3).  Histologically,  these 
depressions  show  dilated  dermal  vessels 
lying  directly  beneath  a hyperkeratotic  but 
centrally  depressed  stratum  corneum,  with- 
out significant  intervening  epidermis. 


FIGURE  3.  Pitlike  defects  of  sole,  a stigma  of  basal  j 
cell  nevus  syndrome.  (Reprinted  by  permission 
from  Howell,  J.  B.:  The  basal  cell  nevus  syndrome, 
J.A.M.A.  190:  274  (Oct.  26)  1964.) 

These  histologic  findings  were  first  pointed 
out  to  me  by  Alfred  Kopf,  M.D.,  Depart- 
ment of  Dermatology , New  York  University 
School  of  Medicine.  Ward17  has  described 
two  additional  types  of  alterations  on  the 
palms  and  soles:  (1)  tiny  lesions  giving  the 
appearance  of  skin  that  had  been  pricked 
with  a pin,  “lifting  out  a complete  portion  | 
of  the  epidermis,  leaving  a loss  of  tissue 
of  about  0.1  cm.  in  depth.  There  is  no 
erythema  except  in  the  depth  of  the  punc- 
ture, which  shows  a smooth  red  appear- 
ance.” Debris  may  fill  these  depressions. 
He  also  described  (2)  pinhead-sized,  ery- 
thematous macules  that  blanch  on  pres- 
sure. 17 

Urticaria  pigmentosa 

Urticaria  pigmentosa  is  a condition  that 
usually  does  not  affect  the  palms  and  soles, 
but  when  it  does,  it  may  produce  such  strik- 
ing changes  that  the  diagnosis  of  the  condi- 
tion may  be  suggested.  Ordinarily,  pig- 
mented, yellowish,  or  erythematous  papules 
are  encountered  that  begin  to  become 
urticate  when  stroked  (Darier’s  sign). 
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FIGURE  4.  Cobblestone  appearance  of  sole,  sug- 
gestive of  diagnosis  of  urticaria  pigmentosa. 
Biopsy  of  one  of  nodular  lesions  can  help  prove 
diagnosis.  (Reprinted  by  permission  from  Sutton, 
R.  L.,  Jr.:  Diseases  of  the  Skin,  11th  ed.,  St.  Louis, 
Missouri,  The  C.  V.  Mosby  Company,  1956,  p.  665.) 

However,  on  the  palms  and  soles,  a cobble- 
stone appearance  may  be  noted  (Fig.  4). 
Presumably,  massive  infiltrates  of  mast  cells 
invading  the  dermis  produce  this  striking 
picture.  Although  the  palms  and  soles 
are  usually  involved,  plantar  lesions  may 
appear  without  palmar  lesions  and  vice 
versa.18  The  internal  manifestations  of 
urticaria  pigmentosa  are  produced  by  in- 
filtrates with  mast  cells  into  bones,  liver, 
spleen,  and  so  on. 

Fingerprints  and  palmprints 

Certain  alterations  of  the  fingerprints  and 
palmprints  have  been  reported  to  be  asso- 
ciated with  specific  internal  abnormalities. 
To  understand  these  abnormalities,  one 
must  be  familiar  with  the  normal  finger  and 
palmprint.  Footprints  are  more  difficult 
to  take  and  interpret  and  therefore  are 
studied  less. 

Types  of  fingerprint  patterns. 
Essentially,  there  are  three  types  of  pat- 
terns formed  by  epidermal  ridges:  loops, 
arches,  and  whorls  (Fig.  5).  There  are 


FIGURE  5.  Three  basic  types  of  fingerprints. 
(Reprinted  by  permission  from  Cummins,  H., 
and  Midlo,  C.:  Finger  Prints,  Palms  and  Soles, 
New  York,  Dover  Publications,  Inc.,  1961,  p.  56) 

many  variations  of  these  basic  patterns, 
although,  as  a general  rule,  in  man  ulnar 
loops  are  the  most  common  fingerprint 
pattern  encountered.  Whether  loops  are 
ulnar  or  radial  depends  on  the  side  of  the 
hand  that  the  loop  faces.  Roughly  65  to 
70  per  cent  of  fingerprints  are  loops; 
about  5 per  cent  are  arches,  which  may  be 
tented  or  plain;  and  approximately  25  per 
cent  are  whorls.  Whorl  patterns  are  less 
common  in  females  than  in  males;  arches 
are  more  common.  Whorls  are  usually 
found  on  the  thumb  or  ring  finger.  They 
may  be  subclassified  as  plain,  double  loop, 
accidental  or  central  pocket  loop  whorls, 
depending  on  minor  alterations  in  the  ridges 
comprising  the  whorl  pattern. 

Beside  the  type  of  pattern  created  by 
epidermal  ridges,  the  dactyloscopist  studies 
the  density  of  epidermal  ridges,  because 
high  ridge  counts  have  been  associated  with 
greater  intelligence. 

On  the  body  of  the  palm,  the  triradii  and 
hypothenar  patterns  are  important.  The 
triradii,  or  deltas,  are  Y-shaped  epidermal 
ridges  that  are  found  at  the  base  of  each 
finger  and  on  the  proximal  part  of  the  palm 
at  the  base  of  the  fourth  metacarpal  bone. 
Distal  displacement  of  this  latter  triradius, 
the  axial  triradius,  occurs  in  some  congenital 
and  hereditary  conditions  (Fig.  6).  More 
than  one  axial  triradius  may  be  present  on 
the  palm.  Triradii  are  also  found  on  the 
soles  and  accompany  all  loop  and  whorl 
fingerprint  patterns  no  matter  where  they 
are  encountered.  Whorls  are  accom- 
panied by  two  triradii  and  loops  by  one. 
Arch  patterns  do  not  have  associated 
triradii.  The  presence  or  absence  of  tri- 
radii may  help  in  the  classification  of  other- 
wise bizarre  fingerprint  configurations. 

The  hypothenar  area  is  patternless,  ex- 
cept for  arches,  in  about  two  thirds  of  the 
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FIGURE  6.  Diagrammatic  representation  of  tri- 
radii on  palm. 


population.  When  patterns  occur,  about 
80  per  cent  are  loops.  Patterns  in  the 
hypothenar  area  appear  in  mongolism  and 
in  certain  endocrinopathies. 

Abnormalities  associated  with 

ALTERATIONS  IN  FINGERPRINTS  AND  PALM- 
PRINTS.  The  following  is  a partial  list  of 
internal  abnormalities  that  have  been  re- 
ported to  have  associated  alterations  of  the 
fingerprints  and  palmprints: 

Mongolism.  In  mongolism,  an  increase  in 
simian  creases  has  been  noted.  Ulnar  loops 
usually  appear  on  all  digits;  hypothenar 
patterns  are  present  twice  as  frequently  as 
in  normal  population;  and  ridge  counts  are 
decreased.19 

Recklinghausen's  disease.  In  Reckling- 
hausen’s disease,  a central  pocket  loop  on 
the  fourth  and  fifth  left  fingers  has  been 
noted  in  two  thirds  of  all  males  and  one 
third  of  all  females  studied,  although  it  is 
found  normally  in  only  3 per  cent  of  the 
population.19  The  central  pocket  is  actu- 
ally a miniature  whorl  within  a loop  and  is 
classified  as  a whorl. 

Pseudohypoparathyroidism  and  gonadal 
dysgenesis.  Similar  changes  occur  in  both 
pseudohypoparathyroidism  and  gonadal 


FIGURE  7.  Left  handprint  of  patient  with  gonadal 
dysgenesis  (XO  karyotype)  showing  hypothenar 
pattern,  two  axial  triradii,  and  vertically  oriented 
fingertip  patterns  with  fine  lines  and  high  ridge 
counts.  (Courtesy  of  Anne  Forbes,  M.D.) 


FIGURE  8.  One  of  many  palmar  and  plantar 
changes  in  Down’s  syndrome.  Presence  of  this 
flexural  crease  may  be  simply  a reflection  of  pre- 
maturity. 

dysgenesis.  These  are  as  follows:  increases 
in  ridge  counts,  fingertip  whorls,  simian 
creases,  distal  axial  triradii,  and  hypo- 
thenar patterns;  a decrease  in  radial  loops 
on  the  index  finger;  and  a vertical  orienta- 
tion of  fingerprint  patterns19  (Fig.  7). 
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Congenital  heart  disease.  Twice  as  many 
distal  axial  triradii  are  found  in  congenital 
heart  disease  when  compared  with  acquired 
heart  disease.20 

Wilson's  disease.  In  Wilson’s  disease 
there  are  increased  whorls  on  the  thumb, 
index  finger,  and  ring  finger.21 

18-Trisomy.  In  18-trisomy,  there  are 
increases  in  distal  axial  triradii,  simian 
creases,  and  fingertip  arches. 

Schizophrenia.  In  schizophrenia,  finger- 
tip patterns  show  ridge  dissociation.22 

Other  alterations.  Although  dactylog- 
raphy is  a well-established  science,  not 
easily  mastered  by  the  practicing  derma- 
tologist, other  alterations  of  the  palms  and 
soles  not  involving  the  epidermal  ridges  can 
be  recognized  more  readily.  For  instance, 
changes  in  the  flexural  creases,  gently  curv- 
ing, depressed  interruptions  in  the  normal 
smooth  surface  of  the  palms  and  soles,  may 
be  encountered  in  several  diseases. 

A well-known  flexural  crease  is  the  simian 
line,  a single,  transverse  furrow  spanning 
the  distal  portion  of  the  body  of  the  palm 
(Fig.  8).  This  crease  is  normally  en- 
countered in  many  Asian  peoples,  in  about 
5 per  cent  of  nonmongoloid  mental  defec- 
tives, in  about  one  third  of  patients  with 
Down’s  syndrome,  and  in  20  per  cent  of 
spontaneously  aborted  fetuses.19 

The  high  incidence  of  the  simian  line  in 
prematurity  has  been  emphasized  recently 
by  Davies  and  Smallpeice.23  These  au- 
thors noted  its  increased  association  with 
congenital  abnormalities  and  stillbirths. 
They  suggested  that  the  common  appear- 
ance of  the  simian  crease  in  people  of  the 
Mongolian  race  may  be  simply  a reflection 
of  their  increased  susceptibility  to  pre- 
maturity when  compared  with  Caucasians. 

The  reported  presence  of  the  simian 
crease  in  28  per  cent  of  patients  with 
psoriasis  is  difficult  to  accept.24  From 
personal  experience  I have  yet  to  encounter 
the  line  in  33  patients  with  ordinary  psoria- 
sis, although  2 have  observed  it  in  1 patient 
with  psoriatic  arthritis. 

Conclusion 

The  detailed  topography  of  supposedly 
normal  palms  and  soles  in  dermatology 
warrants  study.  The  accessibility  and 


ease  of  investigation  of  their  topographic 
characteristics  make  these  areas  suitable  for 
such  study. 

15  Park  Avenue,  New  York  10016 
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During  the  past  twenty- five  years 
there  have  been  several  outstanding  ad- 
vances in  the  management  of  the  disease, 
erythroblastosis  fetalis.  In  1940  Lan- 
steiner  and  Wiener1  pioneered  a new  ap- 
proach to  this  disease  with  the  recognition 
of  the  Rh  factor.  It  was  established  that 
erythroblastosis  fetalis  is  a disease  of  the 
fetus  and  of  the  newborn  caused  by  a 
maternal  immune  reaction  against  its  red 
cells.  Sensitization  is  caused  either  by  a 
blood  group  antigen  possessed  by  the  fetal 
red  blood  cells  which  crosses  the  placenta 
into  the  maternal  circulation,  or  by  prior 
maternal  incompatible  blood  transfusion. 
The  fetus  inherits  a blood  group  antigen 
from  the  father,  most  commonly  an  Rh 
factor,  which  is  not  possessed  by  the 
mother.  The  maternal  antibodies  traverse 
the  placenta  causing  hemolytic  disease  in 
the  fetus.  In  1945  Coombs,  Mourant,  and 
Race2  developed  a sensitive  test  for  the 
detection  of  sensitized  human  red  blood 
cells.  This  second  milestone  enabled  more 
accurate  diagnosis  of  the  disease. 

A third  landmark  was  the  introduction 
by  Wallerstein  in  1946 3 and  Diamond  in 


1947 4 of  exchange  transfusion  as  a method 
for  the  treatment  of  affected  newborn 
infants.  This  procedure  is  now  universally 
recognized  as  being  effective  in  the  treat- 
ment of  erythroblastosis  fetalis.  Recently, 
another  major  advance  in  the  diagnosis  and 
treatment  of  hemolytic  disease  has  oc- 
curred, namely,  the  study  of  amniotic  fluid 
obtained  by  amniocentesis.  The  amniotic 
fluid  has  been  studied  by  many  in  an 
attempt  to  find  an  accurate  diagnostic  aid 
for  predicting  the  degree  of  fetal  involve- 
ment in  utero.  The  purpose  of  this  report 
is  to  review  the  technic  of  amniocentesis 
and  its  current  application  in  erythro- 
blastosis fetalis. 

History 

Prior  to  the  introduction  of  amniocen- 
tesis there  were  three  parameters  useful  in 
the  clinical  management  of  the  disease. 
The  first  parameter  was  the  past  obstetric 
history.  It  could  be  generally  stated  that 
with  the  establishment  of  the  isoimmunized 
state  all  succeeding  Rh-positive  infants 
would  be  more  severely  affected.  Suc- 
ceeding infants  that  might  be  Rh  negative 
would  be  unaffected.  It  is  in  this  connec- 
tion that  our  second  parameter,  the  geno- 
type of  the  Rh  husband,  became  important. 
Husbands  homozygous  for  the  Rh-positive 
genes  will  all  subsequently  father  affected 
babies.  If  the  husband  is  heterozygous, 
there  will  be  a 50  per  cent  chance  of  having 
an  Rh-negative  baby.  However,  it  may 
be  impossible  to  prove  that  a husband  is 
homozygous,  and  the  odds  offered  by  the 
frequency  charts  have  to  be  relied  on. 

The  third  parameter  utilized  was  ma- 
ternal antibody  titer.  This  titer  is  of  most 
value  in  an  initial  pregnancy  for  alerting 
the  obstetrician  to  the  isoimmunized  state. 
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The  presence  of  a definite  two-fold  titer  rise 
in  a pregnancy  suggests  an  increase  in 
severity  of  the  disease.  However,  it  is 
generally  appreciated  that  only  one  third 
of  all  Rh  incompatible  pregnancies  will 
cause  a rise  in  maternal  titer  during  the 
antepartum  course.5  In  the  severe  cases 
where  the  titer  is  most  needed  they  are  often 
fixed.  In  addition,  with  fixed  titers  one 
cannot  determine  whether  or  not  the  fetus 
is  Rh  positive  and  thus  affected  when  the 
husband  is  heterozygous.  Therefore,  mul- 
tiple instances  arise  where  assessing  the 
degree  of  fetal  involvement  in  utero  is 
impossible  or  inaccurate. 

The  importance  of  determining  the 
severity  of  the  hemolytic  process  in  utero 
is  obvious.  The  induction  of  labor  pre- 
maturely still  offers  the  best  means  of  pre- 
venting death  of  the  fetus  in  utero.  Over 
95  per  cent  of  infants  born  alive  should 
survive  if  the  treatment  they  receive  is 
adequate.  Therefore,  the  technic  of  am- 
niocentesis was  investigated  as  a means  of 
predicting  the  degree  of  affliction  of  the 
infant  in  utero  prior  to  delivery. 

Be  vis  in  1953 6 was  the  first  to  describe 
the  technic  of  examining  specimens  of 
amniotic  fluid  for  bilirubin  pigment  by 
chemical  methods.  In  1956  he  examined 
the  fluid  by  spectroscopic  means  for  blood 
pigments,  methemalbumin,  oxyhemo- 
globin, and  iron.7  According  to  the  rela- 
tive amounts  of  pigments,  oxyhemoglobin, 
and  bilirubin,  he  was  able  to  predict  the 
outcome  for  the  fetus.  He  measured  the 
“bilirubin  peak”  at  450  millimicrons.  In 
1957,  Walker8  utilized  amniocentesis  in  74 
patients  and  claimed  that  it  was  of  prog- 
nostic value  in  91  per  cent  of  cases  prior  to 
the  thirty-fifth  week  of  gestation. 
MacKay9  published  his  results  in  1961: 
He  performed  amniocentesis  at  the  thirty- 
second  to  thirty-third  week.  Spectropho- 
tometric  analysis  of  the  fluid  was  carried 
out,  grading  the  intensity  of  staining  from 
0 to  5.  He  compared  these  results  with 
those  of  the  indirect  Coombs  titer  prior  to 
delivery.  He  concluded  that  both  meth- 
ods are  satisfactory  in  mildly  affected 
infants,  but  when  the  disease  is  more 
marked,  amniocentesis  is  probably  of 
greater  value. 

Liley  in  1961 10  and  in  1963 11  reported  his 
results  utilizing  the  technic  of  amniocen- 
tesis in  all  patients  in  whom  antibodies  are 
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found.  In  a large  series  of  patients  he 
performed  initial  amniocentesis  at  twenty- 
nine  to  thirty-two  weeks  and  a subsequent 
amniocentesis  at  thirty-three  to  thirty-five 
weeks.  He  followed  the  height  and  pro- 
gression of  the  450-millimicron  peak  by 
spectroscopy.  He  attempted  to  quantitate 
this  parameter  and  thereby  predict  the 
severity  of  involvement  on  this  basis.  His 
initial  test  was  used  to  detect  the  very 
severely  affected  babies  for  whom  delivery 
at  an  early  stage  might  offer  a small  but 
definite  chance  for  survival.  This  initial 
test  also  provided  a reference  point  against 
which  subsequent  tests  could  be  assessed; 
in  subsequent  tests  he  followed  the  size  and 
progress  of  the  450-millimicron  peak. 
Pending  the  results  of  these  tests  together 
with  the  patient’s  serologic  findings,  past 
obstetric  history,  and  husband’s  genotype, 
the  best  time  of  delivery  was  decided.  He 
felt  the  extension  of  amniocentesis  to  all 
patients  with  antibodies  irrespective  of 
past  history  has  provided  many  more 
opportunities  to  influence  the  babies’  sur- 
vival favorably.  It  also  enabled  him  to 
eliminate  early  induction  of  unaffected  or 
mildly  affected  babies.  By  utilizing  this 
method  he  reduced  his  over-all  perinatal 
mortality  by  50  per  cent. 

Cary  in  I960,12  McBride  in  1961, 13  and 
Robertson  in  1961 14  were  impressed  by  the 
value  of  amniocentesis.  Macbeth  and 
Robertson  in  1961, 15  as  did  Liley,  found 
that  the  height  of  the  optical  density  at 
450  millimicrons  indicated  the  optimum 
time  for  induction  of  labor  by  indicating 
the  severity  of  the  hemolytic  disease  proc- 
ess. In  1962,  Walker  and  Jennison16  re- 
ported an  additional  series  of  156  patients 
with  a 91  per  cent  correct  prediction  rate. 
They  found  a chemical  estimation  of  bil- 
irubin content  was  unsatisfactory  as  had 
other  authors,  including  Beecham  et  al ,17 
Freda18  has  reported  on  a large  series  of 
Rh  patients  studied  by  amniocentesis  and 
has  achieved  an  over-all  9 per  cent  peri- 
natal mortality  by  utilizing  this  technic 
and  claims  not  one  unnecessary  induction 
or  cesarean  section  has  been  done  for  un- 
affected infants  since  utilization  of  amnio- 
centesis. Walker,  Fairweather,  and  Jones 
in  1964 19  reported  on  a series  of  277  patients 
on  whom  amniocentesis  was  performed  at 
thirty-four  to  thirty-six  weeks.  They 
claim  that  the  examination  of  amniotic 
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fluid  provided  a means  of  forecasting  still- 
birth or  very  severe  disease  in  at  best  50 
per  cent  of  cases.  They  stress  selection  of 
individual  cases  for  this  technic,  in  par- 
ticular patients  in  whom  premature  induc- 
tion is  being  considered  because  of  previous 
history  of  stillbirth  or  very  severe  disease. 
They  did  not  utilize  the  bilirubin  trend 
toward  term  or  two  successive  taps,  as  had 
Liley.  In  1964,  Robertson20  also  published 
a series  of  252  infants  delivered  after  amnio- 
centesis. The  total  fetal  mortality  in  this 
series  was  9 per  cent,  and  the  mortality 
rate  for  hemolytic  disease  was  7 per  cent. 
He  used  the  optical  density  at  450  millimi- 
crons to  predict  the  severity  of  hemolytic 
disease  and  concluded  that  it  was  of  definite 
value  in  the  prediction  of  severity  of  dis- 
ease. Bowman  and  Friesen  in  1964 21  also 
attested  to  the  accuracy  of  Liley’s  method 
for  predicting  involvement  in  utero. 

Methods 

Amniocentesis  has  been  utilized  at  the 
Rh  clinics  of  The  Mount  Sinai  Hospital 
and  the  City  Hospital  at  Elmhurst,  Mount 
Sinai  Hospital  Division.  Amniocentesis  is 
performed  initially  in  selected  sensitized 
pregnancies  between  the  twenty-eighth  and 
thirty-fourth  week.  All  Rh-negative  sen- 
sitized women  or  women  who  have  pro- 
duced a jaundiced  child  are  referred  to  this 
clinic.  An  individual  evaluation  of  each 
patient  with  regard  to  the  disease  is  made: 
past  history,  blood  grouping  and  genotype 
of  husband,  antibody  titer  determinations, 
and  estimated  stage  of  gestation.  Serologic 
studies  are  repeated  at  regular  intervals 
during  the  pregnancy.  Amniocentesis  is 
performed  as  a diagnostic  aid  in  the  follow- 
ing cases:  Group  I:  patients  with  a past 

history  of  stillbirth  or  hydropic  birth; 
Group  II:  patients  with  a past  history  of 

an  infant  requiring  exchange  transfusion; 
Group  III:  all  other  cases  with  a titer 

equal  to  or  greater  than  1:32  indirect 
Coombs. 

The  nature  and  purpose  of  the  technic  is 
explained  to  the  patient.  After  the  bladder 
is  emptied,  the  fetal  position  and  heart 
sounds  are  checked.  Aseptic  technic  with 
gloves  is  utilized.  A number  22  lumbar 
puncture  needle  is  inserted  into  the  uterus 
transabdominally  approximately  3 to  4 cm. 
below  the  umbilicus,  either  to  the  right  or 


FIGURE  1.  Absorption  curve  of  amniotic  fluid  in 
hemolytic  disease.  This  specimen,  from  a severe 
case,  illustrates  method  of  measurement  of  450- 
millimicron  pigment  peak. 

left  of  the  midline,  according  to  the  side 
where  the  fetal  small  parts  are  palpated. 
Sedation  is  not  necessary,  but  1 per  cent 
lidocaine  (Xylocaine)  hydrochloride  is  in- 
filtrated at  the  site  of  puncture.  Five  to 
20  cc.  of  fluid  are  withdrawn,  and  the  pa- 
tient is  observed  for  two  to  four  hours  prior 
to  discharge.  The  amniotic  fluid  is  then 
centrifuged  rapidly  at  13,000  rpm  for 
twenty  minutes  at  3 to  4 C.  in  a Serval 
centrifuge,  thereby  eliminating  the  need  for 
filtration.  If  the  usual  centrifuge  rate  of 
3,000  to  4,000  rpm  is  utilized,  filtration  with 
Whatman  number  4 filter  paper  is  some- 
times required  to  clear  the  specimen.  The 
specimen  should  be  protected  from  day- 
light due  to  bilirubin  degradation.  The 
absorption  spectra  of  the  fluid  over  the 
range  350  to  700  millimicrons  are  deter- 
mined utilizing  a Beckman  spectropho- 
tometer with  distilled  water  as  the  blank. 
The  optical  densities  are  plotted  on  a semi- 
logarithmic  scale  as  per  the  method  of 
Liley.10  The  absolute  optical  density  at 
450  millimicrons  is  determined  by  measure- 
ment from  the  intersection  at  450  millimi- 
crons of  a tangent  connecting  550  millimi- 
crons with  365  millimicrons  to  the  actual 
optical  absorption  at  450  millimicrons 
(Fig.  1).  This  optical  density  at  450  milli- 
microns is  then  plotted  according  to  gesta- 
tional age  and  is  directly  proportional  to 
the  degree  of  severity  of  hemolytic  disease 
(Fig.  2).  Liley’s10-11  observations  in  over 
400  pregnancies,  Bowman’s  in  over  200 


1228  New  York  State  Journal  of  Medicine  / May  15,  1965 


Weeks  Gestation 

FIGURE  2.  Significance  of  size  of  450-millimicron 
pigment  peaks  in  relation  to  gestation.  Trend 
toward  maturity  as  per  Liley  is  illustrated.  Cases 
1,  2,  and  3 from  text  are  illustrated. 

pregnancies,  and  our  own  in  almost  75 
specimens  indicate  that  fluids  approaching 
or  falling  into  the  third  zone  denote  im- 
pending fetal  death.  Optical  densities  in 
the  second  zone  usually  indicate  mild  to 
moderate  involvement.  Optical  densities 
falling  into  the  first  zone  usually  denote 
unaffected  pregnancies.  A second  tap  is 
performed  approximately  two  to  four  weeks 
following  the  primary  tap  in  selected  cases 
to  determine  progress  of  disease.  This 
second  tap  is  especially  useful  when  the 
initial  tap  falls  into  the  mid -zone  or  sec- 
ondary zone  indicating  mild  to  moderate 
involvement.  Early  induction  of  labor  is 
carried  out  in  severely  involved  babies  falling 
into  the  third  zone  at  thirty-two  to  thirty- 
five  weeks  gestation.  Mildly  affected  cases 
or  unaffected  cases  are  allowed  to  go  to 
term.  The  following  representative  cases 
illustrate  the  use  and  value  of  amniocen- 
tesis. 

Case  reports 

Case  1.  A twenty-nine-year-old,  gravida  6, 
para  3 had  a history  of  two  normal  pregnancies, 
followed  by  two  stillborn  pregnancies,  followed 
by  a fifth  pregnancy  in  which  the  child  was  de- 
livered four  weeks  early,  received  three  exchange 
transfusions,  and  succumbed.  The  current 
pregnancy  was  marked  by  a fixed  low  titer  1:16 
indirect  Coombs  test.  Amniocentesis  at  thirty- 
four  weeks  showed  an  optical  density  at  450 
millimicrons  of  0.091,  which  falls  into  the  mid- 
zone, and  at  thirty-six  weeks  of  0.062,  which  also 


falls  into  the  mid-zone  (Fig.  2).  A prediction 
of  only  moderate  involvement  was  made,  and 
delivery  was  delayed  until  thirty-eight  weeks, 
when  an  easy  induction  was  performed.  A 6- 
pound,  2-ounce  female  was  delivered  with  a 
cord  hemoglobin  of  9.5  Gm.  per  100  ml.,  bili- 
rubin of  6.9,  and  4 plus  Coombs  test  result. 
One  exchange  transfusion  at  birth  and  another 
at  twenty-four  hours  were  required,  and  the 
baby  subsequently  did  well. 

This  case  shows  the  value  of  predicting  an 
only  moderately  involved  infant  so  that  induc- 
tion could  be  delayed  to  an  opportune  or  more 
mature  stage.  This  avoided  premature  de- 
livery despite  the  previous  poor  history. 

Case  2.  The  patient  was  a thirty-seven- 
year-old  gravida  5,  para  2 with  a heterozygous 
husband,  a past  history  of  two  stillbirths  due  to 
Rh  disease,  and  fixed  titers  of  1:128  indirect 
Coombs.  An  initial  amniocentesis  at  twenty- 
nine  weeks  showed  an  optical  density  of  0.485 
millimicrons  and  at  thirty-one  weeks  an  optical 
density  of  0.620  at  450  millimicrons  (Fig.  2). 
These  third  zone  peaks  show  severe  involve- 
ment with  impending  fetal  demise.  Therefore, 
a cesarean  section  was  performed  at  thirty- two 
weeks  in  hopes  of  possible  salvage.  An  hydropic 
infant  weighing  1,920  Gm.  with  a hemoglobin 
of  3.7  Gm.  per  100  ml.,  a 3.5  bilirubin,  and  4 
plus  Coombs  test  result  was  delivered.  The 
infant  expired  at  the  end  of  the  initial  exchange. 

This  case  illustrates  the  ability  to  diagnose 
severely  involved  cases,  but  emphasizes  our 
inability  to  salvage  them.  Intraperitoneal 
transfusion  may  be  of  eventual  value  in  these 
cases. 

Case  3.  A twenty-nine-year-old  gravida  4, 
para  2 with  a heterozygous  husband  had  a past 
history  of  two  normal  pregnancies  followed  by  a 
third  pregnancy  which  was  induced  four  weeks 
early.  This  infant  required  a double  exchange 
at  forty-eight  hours  and  expired  at  three 
months  from  unknown  causes.  Titers  during 
the  current  pregnancy  were  fixed  with  a 1:64 
indirect  Coombs.  Amniocentesis  at  thirty- 
three  and  thirty-seven  weeks  revealed  an  optical 
density  at  450  millimicrons  of  0.020  and  0.014 
respectively.  These  were  in  the  normal  range. 
A normal  infant  with  a cord  hemoglobin  of  15 
Gm.  per  100  ml.  and  bilirubin  of  2.2,  and  a 
barely  positive  Coombs  test  result  was  delivered 
requiring  no  subsequent  treatment  at  term. 

This  case  illustrates  the  value  of  predicting 
uninvolved  infants  despite  past  history  and 
thereby  avoiding  potentially  dangerous  induc- 
tions and  associated  prematurity. 

Comment 

The  source  of  bilirubin  in  amniotic  fluid 
is  not  as  yet  established.  It  could  theo- 
retically be  derived  from  either  mother  or 
fetus,  but  since  the  pigment  is  mainly  un- 
conjugated, the  fetal  source  is  most  likely. 
We  have  observed  in  initial  studies  that 
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there  is  a rise  in  amniotic  fluid  protein 
proportional  to  a rise  in  the  bilirubin  con- 
tent in  affected  cases.  This  has  been  pre- 
viously reported  by  Wild,22  MacKay,9  and 
Walker,  Fairweather,  and  Jones.19  It  has 
been  realized  for  some  time  that  bilirubin 
in  serum  is  bound  to  albumin.23  Arnhold 
and  Zetterstrom  in  195  8 2 4 investigated 
the  relationship  between  bilirubin  and 
proteins  in  the  cerebrospinal  fluid  of  infants 
with  hemolytic  disease.  A significant  cor- 
relation was  found.  They  suggested  that 
the  pigment  entered  the  spinal  fluid  with 
proteins  from  the  serum  probably  as  an 
albumin-bilirubin  complex.  It  is  postu- 
lated that  the  bilirubin  probably  enters 
into  the  amniotic  fluid  bound  to  albumin 
by  some  process  from  the  fetus  as  yet  not 
clear.  Perhaps  incipient  cardiac  failure 
with  progressive  anemia  enhances  an  in- 
creased diffusion  of  infant  serum  proteins 
into  the  amniotic  fluid,  thereby  transport- 
ing the  increased  bilirubin  content.  Cord 
bilirubin  content  does  not,  however,  cor- 
relate with  amniotic  fluid  bilirubin.  How- 
ever, there  is  a linear  relationship  between 
cord  hemoglobin  at  birth  and  amniotic 
fluid  bilirubin  peaks.  Much  investigative 
work  remains  to  be  done. 

As  concerns  the  practical  management  of 
the  isoimmunized  pregnancies,  amniocen- 
tesis can  be  of  assistance  in  two  ways. 
First,  it  can  indicate  whether  or  not  induc- 
tion is  necessary  at  all,  that  is,  whether 
there  is  an  involved  pregnancy  present, 
especially  in  the  case  of  a heterozygous 
husband.  Second,  it  can  indicate  the 
optimum  period  if  induction  seems  neces- 
sary to  prevent  severe  involvement  or  still- 
birth. 

Our  current  plan  of  management  is  as 
follows.  In  the  uninvolved  or  mildly  in- 
volved group,  pregnancy  may  proceed  to 
term.  Obstetric  interference  and  prema- 
turity may  be  avoided. 

The  moderately  affected  group  offers  us 
our  largest  area  for  improvement  in  sur- 
vival. Stillbirth  or  hydropic  birth  may  be 
avoided  in  this  group  by  balancing  the 
amniocentesis  findings  and  the  degree  of 
prematurity.  Delivery  between  thirty- 
four  and  thirty-eight  weeks  is  usually 
indicated  here.  Amniocentesis  offers  us 
evidence  for  confident  management  and 
resolute  induction  of  labor  in  this  group. 

In  the  severely  affected  group  delivery  is 


accomplished  at  once  if  the  gestational  age  is 
thirty -four  weeks  or  over.  However,  there 
is  currently  an  irreducible  stillbirth  rate  of 
approximately  9 per  cent  resulting  from 
severely  involved  infants  who  are  not 
deliverable  due  to  prematurity.  It  is  in 
this  group  that  intrauterine  fetal  trans- 
fusion has  been  introduced  and  developed 
as  a possible  therapeutic  procedure. 21-25- 26 
This  experimental  technic  is  currently  being 
evaluated  in  our  clinic.  However,  it  is 
only  due  to  the  success  of  amniocentesis 
and  its  ability  to  diagnose  the  degree  of 
affliction  in  utero  that  we  are  now  able  to 
expand  our  horizons  and  attempt  more 
aggressive  forms  of  therapy. 

Complications  of  amniocentesis 

Among  the  complications  reported  after 
amniocentesis  have  been  occasional  cases  , 
of  uterine  infection,  the  onset  of  premature  j 
labor,  penetration  or  separation  of  the  j 
placenta,  and  an  occasional  fetal  death  due 
to  bleeding.  These  complications  are  ex- 
tremely rare,  perhaps  1 in  200  to  300  { 
cases.  On  a number  of  occasions  the 
placenta  is  traversed  which  causes  blood 
staining  of  the  amniotic  fluid,  but  the 
incidence  of  fetal  death  or  injury  is  ex- 
tremely low;  however,  it  must  be  stressed 
that  the  procedure  should  be  carried  out  by 
an  experienced  individual,  and  care  should  , 
be  taken  to  avoid  injury  to  the  placental 
site  and  to  the  fetus.  An  increase  in 
maternal  sensitization  has  been  postulated 
as  possibly  following  amniocentesis. 27 
Most  studies  negate  this  theory.28 

Summary 

A method  of  obtaining  and  testing 
amniotic  fluid  by  amniocentesis  in  patients  j 
with  Rh  isoimmunization  is  reviewed  and  | 
described.  The  optical  density  at  450  ( 
millimicrons  above  a base  line  is  used  to 
predict  and  follow  the  severity  of  hemolytic 
disease  of  the  fetus  in  utero  in  the  Rh 
clinics  of  The  Mount  Sinai  Hospital  and 
the  City  Hospital  at  Elmhurst,  Mount 
Sinai  Hospital  Division.  Representative 
cases  are  presented  illustrating  the  use  of 
this  technic.  It  is  concluded  that  am- 
niocentesis is  of  definite  value  in  the  predic- 
tion of  severity  of  hemolytic  disease  in  i 
utero  and  in  determining  the  subsequent 
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management  of  these  patients.  Amniocen- 
tesis is  a major  advance  in  the  therapy  of 
erythroblastosis  fetalis. 
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Dysphagia  and  Weight  Loss 


Case  history 

A seventy-eight-year-old  white  male  had 
a chief  complaint  of  hoarseness  of  six  weeks 
duration  associated  with  some  difficulty  in 
swallowing  solid  foods.  He  stated  that 
food  temporarily  became  lodged  midway  in 
his  chest  after  swallowing.  He  denied  any 
nausea,  vomiting,  hematemesis,  or  cough. 
He  had  had  a questionable  weight  loss  of 
10  to  20  pounds  during  the  previous  three 
months. 

His  past  history  revealed  that  he  had 
been  treated  for  arteriosclerotic  heart  dis- 
ease for  many  years.  The  physical  exami- 
nation revealed  a blood  pressure  of  160/80, 
a pulse  of  78.  His  thyroid  was  not  pal- 
pated. There  was  no  tracheal  deviation  on 
physical  examination.  Indirect  laryngos- 
copy revealed  paralysis  of  the  left  vocal 
cord.  There  were  no  masses  palpated. 

Radiologic  discussion 

E.  Robert  Heitzman,  M.D.*:  This  case 
concerns  an  elderly  man  with  dysphagia 
and  weight  loss.  He  has  a sticking  sensa- 
tion in  the  upper  thorax  when  he  attempts 
to  swallow.  The  examination  of  his  chest 
shows  a heart  within  normal  limits  in  size. 
He  has  a very  tortuous  aorta. 

The  lungs  are  clear,  and  he  has  considera- 
ble osteoarthritic  change  in  his  midthoracic 
spine.  He  has  a slight  scoliosis  with 
convexity  to  the  left  in  the  upper  thoracic 

* Associate  Professor  of  Radiology,  State  University  of 
New  York  Upstate  Medical  Center  at  Syracuse. 


region.  The  trachea  appears  to  be  rather 
sharply  bowed  to  the  right  at  the  thoracic 
inlet  which  does  not  fit  very  well  with  the 
clinical  finding  of  a trachea  which  is  mid- 
line. It  may  be  that  the  trachea  was  pal- 
pated a little  higher,  but  it  is  a little  hard  to 
see  how  the  trachea  would  have  been  mid- 
line at  clinical  examination.  There  is  a 
small  quantity  of  barium  in  the  esophagus, 
and  the  esophagus  and  the  trachea  seem  to 
bear  a normal  relationship  to  each  other  on 
the  lateral  film.  There  is  no  barium  in  the 
esophagus  on  the  frontal  film. 

There  is  a mass  in  the  left  superior 
mediastinum.  I say  this  primarily  because 
the  trachea  appears  to  be  deviated  to  the 
right.  Perhaps  if  the  trachea  were  not 
deviated  you  might  be  content  to  say  that 
the  shadow  was  produced  by  buckled  or 
ectatic  great  vessels. 

The  films  made  with  Bucky  technic  and 
barium  in  the  esophagus  show  a hiatus 
hernia  which  is  of  moderate  size  (Fig.  1). 
There  is  no  calcification  at  the  root  of  the 
neck,  and  there  are  no  bony  abnormalities. 

One  must  consider  the  differential  diag- 
nosis of  a mass  in  the  superior  mediastinum. 
I think  the  first  thing  that  one  should  con- 
sider is  substernal  thyroid  which  crosses 
the  thoracic  inlet,  deviates  the  trachea,  and 
I would  presume — if  we  had  a direct  frontal 
film  with  the  esophagus  visible — deviates 
the  esophagus  to  the  right.  There  is  no 
apparent  density  in  the  mass  to  suggest 
thyroid  calcification,  and  there  is  nothing 
which  would  indicate  that  this  density 
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FIGURE  1.  (A)  Posteroanterior  chest  film  shows  rather  marked  deviation  of  trachea  to  right  at  thoracic 

inlet.  (B)  Detail  view  of  Bucky  oblique  film  demonstrates  posterior  displacement  of  trachea  and  esophagus 
at  same  level. 


insinuates  itself  between  the  trachea  and 
the  esophagus  to  suggest  thyroid. 

We  also  have  clinical  information  that  no 
mass  was  palpable  in  the  root  of  the  neck, 
which  is  extremely  bothersome  if  you  are 
going  seriously  to  consider  substernal 
thyroid.  This  certainly  could  be  aberrant 
thyroid  within  the  thorax,  but  even  then 
one  might  expect  that  deep  palpation  at  the 
root  of  the  neck  on  the  left  would  detect 
this  if  it  were  the  ordinary  thyroid  mass. 
The  fact  that  the  mass  was  not  palpated 
suggests  that  the  mass  might  be  cystic  or  of 
lymphatic  origin.  It  does  seem  to  be  fairly 
far  forward.  I think  it  would  be  interest- 
ing to  know  whether  or  not  the  mass 
moved  with  swallowing. 

Clayton  H.  Hale,  M.D.:  The  fluoros- 
copist  reports  that  it  did  move  with 
swallowing. 

Dr.  Heitzman:  While  we  might  have 
some  reservation  in  that  a mass  cannot  be 
felt,  I think  I would  consider  this  a sub- 
sternal  thyroid. 

Other  superior  mediastinal  masses  should 
be  considered,  among  them  teratoid  tumors 
or  tumors  of  the  thymus.  It  is  too  far 
forward,  I think,  to  be  neurogenic  in 
origin.  I think  another  thing  that  one 
ought  to  consider  is  the  possibility  that  this 
patient  has  an  aneurysm  of  the  great  vessels 
such  as  the  subclavian  artery  or  the  left 
common  carotid  artery.  We  know  that 


the  patient  has  arteriosclerotic  heart  dis- 
ease, and  certainly  the  aorta  is  very  ectatic. 
Possibly  this  might  be  a more  intriguing 
possibility  since  nothing  is  felt  in  the  root  of 
the  neck.  The  fact  that  it  moves  with 
swallowing  is  hard  to  fit  with  an  aneurysm, 
but  I suppose  this  observation  might  not  be 
too  reliable.  Such  a diagnosis  might  be  a 
little  bit  more  entertaining  than  thyroid 
since  the  patient  has  a left  vocal  cord 
paralysis.  It  might  help  to  know  whether 
or  not  there  are  abnormalities  of  pulses  in 
the  left  arm  or  in  the  left  carotid. 

Thomas  Berrigan,  M.D.:  They  are 

not  described. 

Dr.  Heitzman:  One  might  do  a thyroid 
scan  and  one  could  consider  angiography. 
I think  I would  be  a little  bit  concerned 
about  the  possibility  that  this  could  be 
vascular  and  would  want  it  to  be  known 
that  this  was  a possibility. 

Joseph  P.  Whalen,  M.D.:  What  were 

the  calcium  and  phosphorus  findings? 

Dr.  Berrigan:  They  were  not  done. 

Dr.  Heitzman’s  diagnosis 

Substernal  thyroid 

Pathologic  discussion 

The  patient’s  neck  was  explored.  He 
was  found  to  have  a normally  situated 
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FIGURE  2.  Wall  of  cyst.  Cuboidal  lining  with 
dense  fibrous  wall.  Parathyroid  tissue  in  outer 
wall  (hematoxylin  and  eosin  stain  X 85). 


thyroid,  and  just  inferior  to  the  lower  pole 
of  the  left  hemithyroid  was  a 6-cm.  cystic 
mass  which  was  deviating  the  trachea  to 
the  right.  A large  amount  of  clear  fluid 
was  evacuated  from  the  cystic  mass,  and  it 
was  removed. 

J.  Howard  Ferguson,  M.D.:  Figure  2 
shows  a section  of  the  cystic  wall  which  in 
most  areas  is  made  up  of  a rather  dense 
fibrous  connective  tissue  with  a small 
amount  of  supporting  tissue  outside.  The 
lining  is  of  a very  low  cuboidal  to  endo- 
thelial-like type,  definitely  of  epithelial 
character.  Outside  the  wall  of  this  cystic 
mass  are  fragments  of  thin,  somewhat 
compressed  parathyroid  tissue. 

This  has  been  described  as  a cyst  of  the 
parathyroid.  I have  a few  reservations  in 
my  mind  concerning  it.  A report  by 
McGinty  and  Lischer1  describes  3 cases, 
and  they  collected  from  the  entire  literature 
23  other  cases  which  they  say  satisfy  their 
criteria.  Ours  is  the  type  of  cyst  they  de- 
scribe. There  are  also  reported  a number 
of  other  cysts  in  the  same  location,  that  is, 


in  the  neighborhood  of  the  lower  pole  of  the 
thyroid  and  extending  frequently  into  the 
upper  mediastinum,  which  had  no  para- 
thyroid tissue  in  the  wall  at  all.  The  more 
common  parathyroid  cysts  that  we  see  are 
usually  cystic  parathyroid  adenomas.2  The 
cysts  are  not  large,  a centimeter  to  a 
centimeter  and  a half  in  diameter  is  usually 
the  maximum,  and  are  usually  due  to  cystic 
degeneration  within  a tumor  rather  than 
true  cyst  formation.  From  the  character 
of  the  lining  in  Figure  2 and  the  fact  that, 
at  least  in  this  instance,  the  parathyroid 
tissue  is  completely  outside  the  dense 
fibrous  wall,  I would  raise  the  question  as  to 
whether  or  not  these  might  not  be  con- 
sidered vestigial  remnant  cysts  which  in  the 
descent  of  the  branchial  clefts  are  simply 
carrying  the  parathyroid  along  with  them, 
rather  than  being  true  cysts  of  the  para- 
thyroid itself.  All  of  the  26  cases  that  are 
now  reported  have  been  nonfunctional  as 
far  as  parathyroid  activity  is  concerned. 
This  is  purely  an  academic  point,  but  we  do 
see  similar  cystic  change  in  the  thymus 
occasionally,  and  I think  that  three  or  four 
years  ago  in  this  conference  we  had  such  a 
case  of  marked  cystic  development  within 
the  thymus  where  it  was  thought  that  this 
was  part  of  abnormal  thymus  structure. 
At  the  present  time,  we  will  have  to  classify 
this  as  a parathyroid  cyst  until  we  can 
prove  otherwise. 

Histologic  diagnosis 

Parathyroid  cyst 
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n wealth  of  information  has  been 
amassed  on  the  occurrence  of  ascorbic 
acid  in  foods  and  on  human  requirements 
for  the  vitamin.  The  chemistry  of  as- 
corbic acid,  its  biosynthesis,  and  the  de- 
ficiency state  resulting  from  its  lack  have 
been  clearly  described. 

The  effects  of  ascorbic  acid  deficiency 
in  the  intact  animal  are  precise  and  distinc- 
tive. Histologic  descriptions  of  scurvy  are 
unanimous  in  localizing  the  primary  defect 
in  connective  tissue.  The  mechanism  by 
which  the  ascorbic  acid  molecule  prevents 
connective  tissue  derangements  is  still  un- 
known. These  derangements  should  ul- 
timately be  referable  to  the  biochemical 
and  physiologic  function  of  ascorbic  acid 
at  the  molecular  level. 

Results  of  recent  studies  provide  a basis 
for  discussing  the  role  of  ascorbic  acid  in 
connective  tissue  metabolism.  In  this 
brief  review  collagen  and  mucopolysac- 
charides are  described,  and  studies  related 
to  their  biosynthesis  in  ascorbic  acid  de- 
ficiency are  summarized.  The  discussion 
by  Knox  and  Goswami1  and  the  contribu- 


tion by  several  workers  in  a recent  sym- 
posium2 give  a more  comprehensive  cover- 
age of  the  literature  on  ascorbic  acid. 

Collagen 

Approximately  one  third  of  the  protein 
in  the  human  body  is  collagen.  Ab- 
normalities in  this  protein  are  basic  to  the 
crippling  deformities  associated  with  rheu- 
matic diseases  and  with  a number  of  con- 
genital connective  tissue  defects.  Diseases 
involving  both  collagen  and  the  mucopoly- 
saccharides of  the  ground  substance  are 
currently  under  intense  investigation. 

The  amino  acid  composition  of  collagen 
is  now  known  and  some  information  on  its 
biosynthesis  is  available.  The  imino  acids, 
proline  and  hydroxyproline,  represent 
about  25  per  cent  of  the  amino  acid  res- 
idues. Hydroxylysine  is  also  found  in 
collagen  but  in  a much  smaller  concentra- 
tion than  hydroxyproline.  Few  other  pro- 
teins of  the  animal  body  contain  hydroxy- 
proline and  hydroxylysine.  The  presence 
of  these  hydroxyamino  acids  in  collagen 
presents  a problem  in  its  biosynthesis 
which  is  not  shared  with  other  proteins. 

The  general  assumption  is  that  collagen 
is  synthesized  on  ribosomes  within  the  cells 
of  connective  tissue.  After  synthesis  the 
molecules  are  secreted  into  the  extracellular 
space  where  they  orient  to  form  fibrils. 
Proline,  rather  than  free  hydroxyproline, 
appears  to  be  the  major  precursor  of  colla- 
gen hydroxyproline.3  The  work  of  Robert- 
son4 suggests  that  hydroxylation  of  proline 
occurs  after  the  proline  is  bound  but  before 
the  collagen  peptide  chains  are  formed. 
The  recent  isolation  of  soluble  ribonucleic 
acid  hydroxyproline  from  an  in  vitro  col- 
lagen synthesizing  system  lends  support 
to  this  suggestion.5  The  over-all  mech- 
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anism  of  proline  hydroxylation  has  re- 
cently been  elucidated  and  is  depicted  in 
Figure  l.6-8 

Collagen  synthesis  is  significantly  de- 
pressed in  ascorbic  acid  deficiency.  This 
was  shown  in  a study  by  Robertson4  using 
carrageenin  injected  subcutaneously  into 
guinea  pigs  to  induce  massive  granuloma 
formation.  The  granuloma  obtained  from 
guinea  pigs  deprived  of  ascorbic  acid  for 
the  fourteen  days  following  carrageenin 
injection  contained  2 to  3 per  cent  collagen 
in  contrast  to  14  to  16  per  cent  found  in  the 
control  animals.  Evidence  is  available 
to  support  the  conclusion  that  collagen  is 
the  only  protein  whose  synthesis  is  ab- 
normal in  ascorbic  acid  deficiency.4’9-10 

Several  workers  have  presented  evidence 
to  suggest  that  ascorbic  acid  is  involved  in 
the  hydroxylation  of  proline  and  pre- 
sumably lysine.11-13  Stone  and  Meister13 
studied  the  utilization  of  proline  by  measur- 
ing the  transfer  of  tritium  from  proline  to 
water  in  minces  of  granuloma  from  scor- 
butic and  normal  animals  (Fig.  1).  The 
much  lower  transfer  of  tritium  in  the  scor- 
butic granuloma  found  in  this  study  pro- 
vides rather  direct  evidence  for  a function 
of  ascorbic  acid  in  the  hydroxylation  of 
proline.  The  addition  of  ascorbic  acid  in 
vitro  to  suspensions  of  scorbutic  granuloma 
cells  has  been  shown  to  increase  the  con- 
version of  proline  to  collagen  hydroxypro- 
line.14  This  suggests  that  ascorbic  acid 
has  a direct  effect  on  the  reaction. 

Mucopolysaccharides 

Connective  tissue  cells  secrete  the  macro- 
molecules that  form  the  extracellular 
ground  substance.  These  secretions  are 
mucilaginous  in  nature  and  contain  carbo- 
hydrate in  the  form  of  polysaccharide. 
The  major  mucopolysaccharides  of  the 


ground  substance  are  hyaluronic  acid  and 
chondroitin  sulfates.  The  synthesis  of 
chondroitin  sulfates  appears  to  be  im- 
paired in  ascorbic  acid  deficiency. 

Considerable  information  is  now  avail- 
able on  the  biosynthesis  of  these  muco- 
polysaccharides. Hyaluronic  acid  is  non- 
sulfa ted  and  contains  glucosamine.  The 
chondroitin  sulfates  contain  instead  ga- 
lactosamine  and  are  sulfated.  Figure  2 
illustrates  the  differences  in  the  synthesis 
of  hyaluronic  acid  and  chondroitin  sul- 
fates. The  synthetic  pathways  are  given 
in  a highly  abbreviated  form,  and  therefore 
errors  of  omission  are  inherent. 

The  synthesis  of  chondroitin  sulfates 
differs  from  hyaluronic  acid  in  that  two 
additional  reactions,  labeled  1 and  2 in 
Figure  2,  are  required.  Reaction  1 is 
necessary  for  the  formation  of  galacto- 
samine.  Reaction  2 represents  the  addi- 
tion of  the  sulfate  group. 

In  ascorbic  acid-deficient  animals  a de- 
creased uptake  of  S35- labeled  sulfate  has 
been  noted  in  healing  tendons15  and  carti- 
lage. 16  A study  by  Friberg, 17  using  pair-fed 
guinea  pigs,  failed  to  show  any  decreased 
incorporation  of  sulfate  into  costal  cartilage 
of  scorbutic  animals  beyond  that  due  to  in- 
anition. 

The  total  polysaccharide  material  ex- 
tracted from  scorbutic  granuloma  tissue 
has  been  shown  to  be  increased  2 to  5 
times.1819  Slack18  found  the  amount  of 
sulfate  per  unit  weight  of  total  polysac- 
charide in  the  scorbutic  tissue  to  be  only 
25  per  cent  of  that  in  normal  animals.  This 
evidence  confirmed  the  suggestion  of  Rob- 
ertson and  Hinds19  that  the  increase  in 
polysaccharides  of  scorbutic  granuloma 
was  accounted  for  by  increased  production 
of  a nonsulfated  mucopolysaccharide,  pre- 
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sumably  hyaluronic  acid.  Hughes  and 
Kodicek20  analyzed  costal  cartilage  and 
tissue  formed  after  tendonectomy  for 
glucosamine  and  galactosamine.  Granula- 
tion tissue  from  scorbutic  animals  con- 
tained little  or  no  galactosamine,  whereas 
that  from  normal  and  pair-fed  animals 
contained  about  0.27  per  cent.  The  con- 
centration of  galactosamine  was  the  same  in 
scorbutic  and  normal  costal  cartilage. 
These  authors  suggest  the  possibility  that 
the  turnover  of  mucopolysaccharides  is 
slower  in  costal  cartilage  than  in  granula- 
tion tissue.  This  might  also  explain  why 
Friberg17  did  not  detect  decreased  incorpora- 
tion of  Sulfur  = 35  into  scorbutic  costal 
cartilage. 

The  research  reports  cited  suggest  that 
in  ascorbic  acid  deficiency  hyaluronic 
acid  increases  concomitantly  with  a de- 
crease in  chondroitin  sulfates.  Whether 
the  site  of  action  of  ascorbic  acid  is  at  the 
sulfation  step  or  at  the  polysaccharide 
precursor  stage  must  still  be  resolved 
(Fig.  2). 


Biochemical  role  of  ascorbic  acid 

Ascorbic  acid  is  a strong  reducing  agent- 
Its  oxidation-reduction  potential  is  higher 
than  that  of  most  biologic  compounds. 
In  the  oxidation  of  ascorbic  acid  to  dehy- 
droascorbic  acid,  an  intermediate  com- 
pound is  formed  which  has  the  properties 
of  a free  radical.  The  free  radical,  com- 
monly referred  to  as  monodehydroascorbic 
acid,  has  been  identified  by  electron 
resonance  spectroscopy.21  Staudinger, 
Krisch,  and  Leonhaeuser22  have  been  the 
main  contributors  on  the  role  of  the  “rad- 
ical-like,,  monodehydroascorbic  acid  in 
animal  tissues.  They  have  demonstrated 
an  ascorbic  acid-dependent  oxidation  of 
NADH  (nicotinamide  adenine  dinucleo- 
tide) in  liver,  kidney,  and  adrenal  micro- 
somes.  A condensed  version  of  the  mech- 
anism proposed  by  Staudinger  for  the 
ascorbic  acid-dependent  electron  trans- 
fer in  microsomes  is  shown  in  Figure  3. 

The  biologic  significance  of  this  electron 


transfer  system  in  microsomes  is  not  yet 
clear.  Staudinger’s  opinion,  which  is 
shared  by  Robertson,4  is  that  this  system 
is  coupled  with  hydroxylation  reactions. 
As  yet,  an  ascorbic  acid-dependent  NADH 
oxidation  has  not  been  demonstrated  in 
connective  tissue  microsomes. 


Summary 

A biochemical  role  for  ascorbic  acid  in 
animal  tissues  has  now  been  clearly  de- 
fined. Abnormalities  in  the  synthesis  of 
collagen  and  mucopolysaccharides  in  scurvy 
are  at  least  partially  resolved.  These 
abnormalities  may  ultimately  be  referable 
to  the  molecular  function  of  ascorbic  acid 
in  the  microsomal  electron  transfer  system. 
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Samuel  Johnson— victim  of 
emphysema? 

Did  Samuel  Johnson  have  emphysema?  If 
so,  the  description  of  his  lungs  at  death  may  be 
the  first  of  an  emphysematous  lung  in  medical 
literature. 

This  possibility  prompted  a guest  editorial  in 
the  February  issue  of  The  American  Review  of 
Respiratory  Diseases,  journal  of  the  American 
Thoracic  Society,  medical  section  of  the  Na- 
tional Tuberculosis  Association.  The  writer  is 
Roger  K.  Larson,  M.D.,  of  Fresno  County 
General  Hospital,  Fresno,  California. 

Although  Rene  Laennec,  the  inventor  of  the 
stethoscope,  is  usually  credited  with  first  de- 
scribing emphysema,  Dr.  Larson  points  out  that 
at  an  earlier  date  (1803)  Mathew  Baillie  had 
written  of  the  pathology  of  emphysema  in  his 
“The  Morbid  Anatomy  of  the  Most  Important 
Parts  of  the  Human  Body.” 

“The  lung  which  served  as  the  model  for  the 
illustration  in  Baillie’s  book,”  writes  Dr.  Lar- 
son, “was  obtained  from  an  autopsy  performed 
on  the  lexicographer,  Samuel  Johnson.  Since 
the  life  of  this  prominent  eighteenth  century 
man  of  letters  was  prepared  for  us  in  great  detail 
by  his  indefatigable  biographer,  James  Boswell, 
it  is  possible  to  trace  the  typical  course  of  his 
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disease  from  its  inception,  with  a distressing 
cough  at  age  sixty-four  to  death  from  cor 
pulmonale  eleven  years  later.” 

Dr.  Larson  quotes  excerpts  from  Johnson’s 
letters  as  recorded  by  Boswell  which  trace  the 
development  of  his  complaint  from  “a  vexatious 
catarrh  in  1773  when  Johnson  was  sixty-four 
years  old  to  October,  1784,  when  Johnson  calls 
his  disease  asthma  and  dropsy.  An  addendum 
is  Boswell’s  description  of  Johnson’s  last  night 
when  his  difficulty  in  breathing  increased,  he 
went  to  bed,  and  was  found  dead. 

“In  this  record,”  continues  Dr.  Larson,  “we 
find  most  of  the  salient  features  of  chronic 
pulmonary  emphysema:  first,  a chronic,  or 

intermittent  cough  for  many  years;  second, 
chronic  dyspnea  with  intermittent  exacerbations 
described  as  ‘asthma,’  and,  finally,  chronic 
right  heart  failure  or  cor  pulmonale.  The 
course  of  his  illness  extended  over  a period  of 
eleven  years  in  an  era  prior  to  bronchodilators, 
expectorants,  antimicrobials,  oxygen,  inter- 
mittent positive  pressure  breathing  devices,  and 
effective  diuretics.  This  should  serve  as  a note 
of  caution  about  attributing  lengthy  survival  in 
present-day  emphysema  patients  entirely  to 
the  effect  of  modem  therapy.” 

Dr.  Larson  notes  that  Johnson  apparently 
did  not  use  tobacco,  which,  he  says,  reempha- 
sizes that  emphysema  cannot  be  explained  on 
the  basis  of  a single  etiologic  factor. 
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Certain  virus  diseases  such  as  smallpox 
and  influenza  cause  a high  incidence  of 
abortions,  stillbirths,  and  neonatal  deaths. 
This  has  been  known  for  a long  time. 
Most  of  the  early  investigators  felt  that  the 
fetal  loss  was  due  to  the  generally  poor 
condition  of  the  mother,  although  it  was 
recognized  that  some  infants  were  born  with 
the  typical  rash  of  smallpox  indicating 
intrauterine  infection.  It  was  not  before 
Gregg’s1  discovery  of  the  causal  relation- 
ship between  maternal  rubella  and  certain 
fetal  malformations  that  the  possible  direct 
effect  of  the  virus  on  fetal  development  and 
survival  was  studied  more  extensively.  It 
becomes  more  and  more  evident  that  most 
viruses  are  capable  of  crossing  the  placenta 
and  cause  more  or  less  specific  infections  of 
the  embryo.  A high  susceptibility  of 
embryonic  tissue  to  virus  infection  is  known 
to  exist  in  laboratory  animals,  and  it  would 
not  be  surprising  if  the  same  were  true  in 
the  human  being.  Indeed,  recent  studies 
have  shown  that  the  rubella  virus  may  sur- 
vive in  the  fetus  during  intrauterine  life  and 
even  after  birth  for  a considerable  period  of 
time.2 

Presented  in  part  at  the  Teaching  Day  in  Medicine,  Albany 
Medical  College,  October  31,  1963. 


Pregnancy  itself  may  alter  the  resistance 
to  certain  virus  infections  as  demonstrated 
by  a high  susceptibility  of  pregnant  women 
to  poliomyelitis  and  an  increased  maternal 
mortality  rate  in  influenza.  Hormonal 
changes  associated  with  pregnancy  have 
been  implicated  as  being  responsible  for 
these  observations,  but  no  definite  state- 
ment concerning  their  influence  on  suscepti- 
bility to  infection  can  be  made  at  the  pres- 
ent time. 

This  report  is  a review  of  our  present 
knowledge  of  virus  disease  in  pregnancy. 
By  necessity,  it  is  brief  and  therefore  not 
complete.  Practical  aspects,  such  as  coun- 
seling patients  exposed  to  viral  disease, 
value  of  prophylactic  administration  of 
gamma  globulin,  and  possible  risks  of 
vaccination,  are  stressed. 

Rubella 

Maternal  infection  with  rubella  (German 
measles)  causes  a high  incidence  of  abor- 
tions, stillbirths,  and  congenital  malforma- 
tions. The  most  commonly  observed  de- 
fects are  cataracts,  microphthalmia,  chorio- 
retinitis, deafness,  mutism,  and  cardiac 
abnormalities  (“rubella  syndrome”).  Less 
frequently,  microcephalia,  meningocele, 
dacryostenosis,  cryptorchism,  intestinal 
atresia,  syndactylia,  hypospadias,  hydro- 
cele, or  neonatal  purpura  is  found.  Many 
of  the  newborn  infants  are  below  the  aver- 
age weight  and  length,  indicating  a retarda- 
tion in  intrauterine  growth  rate.  After 
birth,  feeding  problems  are  frequent;  there 
is  often  a delayed  eruption  of  deciduous 
teeth;  some  of  the  infants  are  late  in  sitting 
and  walking;  general  nervous  instability, 
mental  retardation,  or  deficiency  are  not 
uncommon. 
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TABLE  I.  Incidence  of  malformations  of  surviving  children  with  adequate  follow-up  examination 


Authors 

Total 

Patients 

- — Per  Cent  Maternal  Rubella  (Month) — . 
12  3 4 

Michaels  and  Mellin  (I960)5 

117 

47 

22 

7 

6 

Pitt  (1961)6 

87 

60 

42 

15 

2.6 

Lock,  Gatling,  and  Wells  (1961)7 

84 

50 

14.3 

10.5 

Lundstrom  (1962) 4* 

425 

17 

17 

9 

* Relatively  high  number  of  therapeutic  abortions. 


When  the  practicing  physician  is  con- 
sulted by  a pregnant  patient  who  claims 
that  she  has  or  has  had  German  measles 
during  her  current  pregnancy,  he  will  in- 
evitably be  asked:  “What  are  my  chances 

of  having  an  abnormal  child?”  Before 
answering  this  question,  he  should  prove 
beyond  reasonable  doubt  that  this  patient 
actually  has  or  has  had  rubella.  One  must 
realize  that  the  diagnosis  of  rubella  is  some- 
times difficult,  especially  in  sporadic  cases. 

A rash  caused  by  drugs  or  the  enteroviral 
(Coxsackie,  ECHO)  infections  may  be 
indistinguishable  from  the  rubella  rash.  A 
white  blood  cell  count  is  of  some  practical, 
although  limited,  value.  There  is  a charac- 
teristic leukopenia  at  the  onset  of  rubella 
with  a considerable  number  of  Turk  cells. 
Virologic  assistance  may  help  to  make  the 
diagnosis.  Using  new  technics,  the  rubella 
virus  can  be  isolated  from  the  throat  as  late 
as  one  or  two  weeks  after  the  onset  of  the 
rash.3  A rising  titer  of  neutralizing  anti- 
bodies in  acute  and  convalescent  serums 
seems  to  be  helpful  when  the  first  serum 
sample  has  been  obtained  about  two  weeks 
after  the  rash.3  Presently,  laboratories 
providing  virologic  assistance  are  scarce, 
but  it  is  hoped  that  the  development  of 
rapid,  simple,  and  reliable  technics  for  the 
determinations  of  rubella  antibodies  will 
remedy  this  situation. 

It  is  of  great  importance  to  estimate  as 
correctly  as  possible  the  time  of  rubella 
infection  as  related  to  the  length  of  gesta- 
tion because  of  the  high  risk  of  fetal  loss 
associated  with  rubella  infection  early  in 
pregnancy.  A thorough  elicitation  of  the 
menstrual  history  and  a careful  assessment 
of  the  size  of  the  uterus  as  related  to  the 
last  menstrual  period  are  necessary.  If  the 
uterine  size  is  smaller  than  expected  accord- 
ing to  the  menstrual  dates,  the  fetus  may 
not  be  viable  or  already  may  be  dead. 
Repeated  pelvic  examinations  aided  by 
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repeated  pregnancy  tests  often  help  to 
make  an  early  diagnosis  of  missed  abortion. 
The  spontaneous  abortion  rates  associated 
with  maternal  rubella  reported  in  the  litera- 
ture vary  from  15  to  36  per  cent  depending 
on  the  definition  of  abortion. 

It  there  is  no  suspicion  of  early  intra- 
uterine death  and  the  pregnancy  progresses 
normally,  the  question  concerning  the  risk 
of  delivering  a malformed  child  becomes 
more  urgent.  The  physician  then  turns  to 
the  literature  and  finds  a bewildering  varia- 
tion in  the  frequency  of  malformation 
reported  by  the  various  authors.  There 
are  several  reasons  for  these  discrepancies. 
(1)  Retrospective  studies  are  prone  to 
result  in  figures  which  are  too  high.  Pro- 
spective studies  will  provide  more  accurate 
figures.  (2)  Inadequate  follow-up  ex- 
aminations are  responsible  for  incorrect 
figures,  since  some  infants  may  show  abnor- 
malities later  in  life  which  were  only  sus- 
pected or  entirely  missed  at  the  time  of  the 
initial  examination.  (3)  A high  rate  of 
therapeutic  abortions  should  decrease  the 
number  of  malformed  newborn  infants, 
since  it  can  be  properly  assumed  that  a 
significant  number  of  these  fetuses  have 
congenital  abnormalities. 

Table  I fists  the  frequency  of  malforma- 
tions in  surviving  infants  born  of  women 
who  had  rubella  during  the  first  four 
months  of  pregnancy.  Notably,  the  inci- 
dence of  malformations  is  lowest  in  the 
series  reported  by  Lundstrom4  from 
Sweden,  where  a large  number  of  thera- 
peutic abortions  were  carried  out  because  of 
rubella  infection  of  the  mother. 

The  risk  of  congenital  defects  caused  by 
maternal  rubella  is  small  when  the  infection 
occurs  after  the  third  month  of  pregnancy, 
and  it  becomes  practically  zero  after  the 
fourth  month.  Interestingly,  there  is  a 
significant  decrease  in  the  mean  birth 
weight  of  infants  born  of  women  with 
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rubella  during  the  fourth  month  of  preg- 
nancy as  compared  with  that  of  controls.4 

Preconceptional  infection  with  rubella 
can  result  in  the  typical  rubella  syndrome 
of  the  newborn.4  This  is  not  surprising 
since  live  virus  has  been  found  in  throat 
swabs  as  late  as  one  or  two  weeks  after  the 
onset  of  the  rash.3 

Subclinical  rubella  (exposure  of  the 
mother  without  clinical  manifestations) 
may  cause  fetal  abnormalities  similar  to 
those  caused  by  clinically  manifest  infec- 
tions. The  hypothesis  that  the  rubella 
virus  may  circulate  in  the  mother  without 
overt  disease8  has  been  substantiated  by  the 
findings  of  Plotkin.3  He  isolated  the 
virus  from  a school  teacher,  who  was  con- 
tinuously exposed  to  numerous  infected 
pupils  but  was  free  of  clinical  infection. 
The  risk  of  fetal  losses  or  abnormalities, 
however,  seems  to  be  rather  small  in  non- 
immune  or  immune  exposed  mothers. 
Lundstrom,9  who  reported  an  unusually 
high  incidence  of  neonatal  abnormalities  in 
immune  mothers  in  1952,  subsequently 
failed  to  support  his  original  statement  after 
follow-up  examinations  of  these  children.4 

The  value  of  prophylactic  administration 
of  gamma  globulin  to  women  exposed  to 
rubella  during  pregnancy  is  a point  of 
controversy.  Prevention  of  illness  in  the 
mother  may  not  be  synonymous  with  pro- 
tection of  the  fetus.  Live  rubella  virus  has 
been  isolated  from  nasopharyngeal  swabs  of 
mothers  and  from  the  placenta  of  an  aborted 
fetus  four  days  to  six  weeks  after  the  admin- 
istration of  gamma  globulin  because  of  ma- 
ternal exposure  to  rubella,  indicating  that 
the  gamma  globulin  administered  did  not  of- 
fer full  protection  either  to  mother  or 
fetus.2  Varying  concentrations  of  rubella- 
neutralizing antibodies  in  ordinary  gamma 
globulin  explain  partly  the  varying  success 
of  partial  immunization  of  the  mother. 

In  a large  series  (almost  13,000  prophy- 
lactic injections)  gamma  globulin  reduced 
the  incidence  of  subsequent  clinical  rubella 
to  1.27  per  cent  among  treated  pregnant 
women,  as  compared  with  3.7  per  cent 
among  untreated  women.10  It  is  conceiv- 
able that  this  reduction  in  clinical  infection 
caused  a decrease  in  the  incidence  of  con- 
genital abnormalities  and  fetal  death,  al- 
though in  relation  to  the  size  of  the  prob- 
lems, the  contribution  of  gamma  globulin 
to  the  prevention  of  congenital  malforma- 


tions was  small.  Nevertheless,  on  the 
basis  of  the  result  of  these  studies,  gamma 
globulin  should  be  given  to  pregnant  women 
exposed  to  rubella,  since  even  the  preven- 
tion of  a small  number  of  malformations 
justifies  its  administration.  A history  of 
German  measles  prior  to  pregnancy  does 
not  justify  withholding  gamma  globulin 
since  the  occurrence  of  rubella  as  reported 
by  the  patient  cannot  be  taken  as  a reliable 
index  of  previous  exposure.11 

Convalescent  gamma  globulin  also  has 
an  appreciable  protective  effect,  with  an 
infection  rate  of  2.4  per  cent  in  the  exposed 
mother,  a figure  which  is  lower  than  could 
have  been  expected  without  treatment.12 
The  incidence  of  typical  rubella  syndrome 
in  the  newborn  of  treated  mothers  was 
relatively  low  (1.2  per  cent),  but  it  indi- 
cated that  the  prophylactic  administration 
of  convalescent  gamma  globulin  does  not 
prevent  fetal  malformations  in  all  cases  in 
spite  of  the  absence  of  the  clinical  infection 
of  the  mother. 

Treatment  of  pregnant  women  with 
manifest  rubella,  however,  proved  in- 
efficacious in  the  prevention  of  congenital 
abnormalities. 1 3 

It  has  been  suggested  that  girls  should  be 
deliberately  exposed  to  rubella  for  active 
immunization  during  childhood  in  an  at- 
tempt to  prevent  the  birth  of  malformed 
children  following  maternal  rubella.  Un- 
fortunately, the  infectivity  of  rubella  is 
relatively  low,  and  even  repeated  exposure 
is  often  unsuccessful.  In  view  of  the 
successful  isolation  of  the  rubella  virus,14-15 
active  immunization  of  girls  as  a preventive 
measure  against  congenital  malformation 
should  be  seriously  considered. 

The  question  of  whether  or  not  to  per- 
form a therapeutic  abortion  in  a woman 
who  had  rubella  during  the  first  trimester 
of  pregnancy  depends  on  several  factors. 
Both  patient  and  husband  should  be  in- 
formed about  the  risk  of  congenital  abnor- 
malities. 

The  emotional  impact  of  this  infor- 
mation is  often  considerable.  In  some 
states  fetal  indications  for  therapeutic 
abortion  are  not  permissible.  Before  a 
definite  recommendation  can  be  made  in 
the  individual  patient,  a thorough  evalua- 
tion of  the  case  should  be  made  by  a com- 
mittee consisting  of  an  obstetrician,  a 
pediatrician,  and  a psychiatrist. 
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Varicella 

Varicella  (chickenpox),  which  rarely  in- 
fects adults,  is  a potentially  fatal  disease  in 
pregnant  women.  In  1960  Fish16  reported 
4 maternal  deaths  due  to  varicella  pneu- 
monitis. The  claim  that  pregnant  adults 
have  an  increased  susceptibility  to  fatal 
attack  by  the  varicella  virus  as  compared 
with  nonpregnant  adults  cannot  be  sub- 
stantiated at  the  present  time  because  of  a 
lack  of  data.  For  all  practical  purposes, 
varicella  infection  in  a pregnant  woman 
must  be  taken  seriously,  and  hospitalization 
is  mandatory. 

Intrauterine  transmission  of  the  virus, 
resulting  in  fetal  and  neonatal  death,  can 
occur.17  Visceral  lesions  typical  of  gen- 
eralized varicella  will  then  be  found  in  the 
fetus,  appearing  as  focal,  irregularly  sized 
areas  of  necrosis,  with  calcium  deposits  in 
the  central  part,  sharply  demarcated  from 
the  surrounding  normal  parenchyma  and 
often  accompanied  by  a slight  peripheral 
inflammatory  reaction.  The  placenta  con- 
tains tuberculoid  type  granulomatous  le- 
sions in  the  villi  and  extensive  areas  of  ne- 
crosis. Characteristic  inclusion  bodies 
(Guarnieri’s  bodies)  are  found  in  the 
decidua17  and  in  the  fetus.18  However, 
transmission  of  the  virus  from  the  mother 
to  the  fetus  does  not  always  occur,  as  was 
demonstrated  in  a case  of  fatal  maternal 
varicella  pneumonitis  during  the  eighth 
month  of  pregnancy.18  At  autopsy,  lesions 
typical  for  varicella  pneumonitis  were 
found  in  the  mother,  but  fetus  and  placenta 
did  not  show  any  evidence  of  infection. 

The  exact  incidence  of  neonatal  deaths 
due  to  intrauterine  infection  shortly  before 
delivery  is  not  known  because  of  the  pau- 
city of  data.  In  a total  of  32  antepartum 
varicella  infections  of  the  mother,  11  new- 
born infants  had  varicella  (33  per  cent),  but 
only  1 succumbed  to  the  infection.1819 
Treatment  of  the  mother  or  newborn  with 
gamma  globulin  shortly  after  the  delivery 
did  not  seem  to  influence  the  infection  rate 
in  the  newborn,  although  it  ameliorated  the 
clinical  severity  of  the  disease  in  the  neo- 
nate. 

The  possibility  that  varicella  infection 
early  in  pregnancy  can  cause  congenital 
malformation  has  been  suggested  in  some 
reports. 

In  a series  of  52  cases  culled  from  the 


literature,  only  3 abnormalities  (5.7  per 
cent)  were  noted  in  the  newborn.20 

Herpes  zoster 

The  similarity  and  close  serologic  relation 
of  the  virus  of  herpes  zoster  to  the  virus  of 
varicella  is  well  recognized.  Only  a very 
few  cases  of  pregnancies  complicated  by 
herpes  zoster  are  reported.  Pregnancy 
apparently  does  not  alter  the  course  of  the 
infection.  Transmission  of  the  virus  to 
the  fetus  can  occur,  and  several  cases  of 
neonatal  herpes  zoster  have  been  re- 
ported.1821 

The  rarity  of  the  infection  in  pregnancy 
does  not  permit  the  conclusion  that  the 
virus  is  teratogenic,  although  2 cases  of 
malformations  (cataracts)  have  been  de- 
scribed.22 

Herpes  simplex 

The  rarity  of  newborn  infections  with  the 
herpes  simplex  virus  is  best  explained  by 
the  fact  that  passive  immunity,  prevailing 
for  about  six  months  after  birth,  is  trans- 
ferred from  the  mother  to  the  fetus  (about 
90  per  cent  of  the  adult  population  has 
circulating  herpes  simplex  antibodies). 
The  greatest  danger  is  the  exposure  of  the 
newborn  during  delivery  to  vesicles 
containing  herpes  vaginalis  virus.  Less 
dangerous  but  serious  enough  for  isolation 
of  the  child  is  an  acute  herpes  labialis 
(“cold  sores,”  “fever  blisters”)  of  the  post- 
partum mother.  Exposure  to  the  virus 
during  and  after  birth  is  the  most  frequent 
mode  of  infection,  but  intrauterine  trans- 
mission seems  to  be  possible.23  The  clini- 
cal picture  is  characterized  by  vesicular 
eruptions  on  the  skin,  oral  mucosa,  and/or 
conjunctiva;  fever;  cyanosis;  icterus; 
enlarged  liver;  respiratory  distress;  hem- 
orrhagic diathesis;  and  circulatory  col- 
lapse. At  autopsy,  there  is  evidence  of 
disseminated  visceral  lesions  consisting  of 
massive  nodular  coagulation  necrosis  with 
inclusion  bodies  at  the  margins  of  the  ne- 
crotic areas.23  The  virus  can  be  isolated 
from  lesions  using  suitable  technics.23*24 
Malformations  due  to  herpes  simplex  in- 
fections have  not  been  reported. 

Because  of  the  severity  of  herpes  simplex 
infections  in  the  newborn,  infants  born  of 
mothers  with  evidence  of  infection  should 
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I be  isolated  for  at  least  fourteen  days  or 
preferably  until  the  lesions  have  disap- 
peared. The  prophylactic  administration 
of  gamma  globulin  rich  in  antibodies  to  the 
newborn  immediately  after  birth  is  recom- 
mended in  spite  of  the  unfavorable  results 
of  this  treatment  reported  by  Zuelzer  and 
Stulberg,23  who  administered  only  small 
doses  of  gamma  globulin  to  the  newborn. 

Variola 

Maternal  variola  (smallpox)  frequently 
causes  abortion,  stillbirth,  and  neonatal 
death.  The  exact  incidence  of  these  com- 
plications is  not  known,  but  it  can  be  safely 
assumed  that  the  rates  are  high  in  view  of 
reports  found  in  the  older  literature.  If 
the  mother  becomes  infected  shortly  before 
delivery,  transplacental  transmission  of  the 
virus  to  the  fetus  is  possible  during  the 
“viremic”  stage.  Then  the  fetus  is  born 
with  the  rash  typical  of  smallpox,  or  it  will 
develop  the  clinical  features  of  the  disease 
within  a few  days  after  delivery  (congenital 
smallpox) . 25  Sometimes,  however,  the  fetus 
escapes  intrauterine  infection  for  no  obvious 
reasons  (placental  factor?).  Also,  the  new- 
born may  acquire  the  disease  at  the  time  of 
parturition  by  way  of  the  respiratory  tract. 
The  focal  rash  then  appears  at  about  four- 
teen days  of  life.25 

There  is  good  evidence  that  healthy, 
immune  women,  exposed  to  smallpox  dur- 
ing pregnancy,  can  transmit  the  virus  to 
the  fetus,  thus  causing  congenital  smallpox 
which  can  be  fatal.8-26  A hypothesis  which 
helps  to  explain  this  interesting  phe- 
nomenon is  as  follows.  At  the  time  of 
exposure,  the  mother,  having  cellular  im- 
munity, lacks  circulating  free  antibodies. 
Thus,  the  virus  continues  to  multiply  in 
the  bloodstream  until  circulatory  anti- 
bodies are  produced,  which  then  kill  the 
virus.  During  the  transient  period  of 
maternal  viremia,  the  virus  crosses  the 
placenta.  The  fetus,  which  lacks  both 
cellular  and  humoral  immunity,  then  be- 
comes infected.8 

To  my  knowledge,  there  are  no  adequate 
autopsy  reports  describing  a characteristic 
lesion  in  the  fetus  caused  by  intrauterine 
transmission  of  maternal  smallpox  (variola 
major).  However,  a few  well-documented 
cases  of  infection  in  the  mother  with  variola 
minor  (alastrim)  have  been  reported,  caus- 


ing death  in  utero  at  the  time  of  acute 
illness.17  Focal,  irregularly  sized  areas  of 
necrosis,  with  calcium  deposits  in  the  cen- 
tral part,  were  found  disseminated  in  al- 
most all  the  viscera,  including  the  nervous 
tissue  and  the  placenta.  Characteristic 
inclusions  were  present  in  the  decidua. 
Interestingly,  the  lesions  described  were 
quite  similar  to  those  found  in  fetal  chicken- 
pox. 

In  spite  of  a few  scattered  reports  de- 
scribing congenital  malformations  in  babies 
born  of  mothers  who  had  smallpox  during 
early  pregnancy,27  it  appears  safe  to  state 
that  maternal  smallpox  does  not  cause 
congenital  malformations  to  an  appreciable 
extent. 

It  is  of  practical  importance  to  answer 
the  question  of  whether  or  not  vaccination 
of  pregnant  women  for  smallpox  using  the 
vaccinia  virus  (cowpox)  causes  fetal  com- 
plications. At  least  8 cases  of  fatal  con- 
genital vaccinia  have  been  reported  in 
fetuses  whose  mothers  reacted  severely 
following  inoculation  with  vaccinia 
virus.28-31  Histologically,  the  skin  lesions 
are  characterized  by  focal  necrosis  with 
some  fibrosis  in  the  corium  and  re-epithe- 
lialization  at  the  center  of  the  lesions. 
Similar  necrotic  lesions  were  found  in  the 
lungs  with  calcium  deposits  in  the  center.29 
Highly  retractile  eosinophilic  inclusion 
bodies  suggestive  of  aggregations  of  virus 
particles  were  also  demonstrated.  Fortu- 
nately, fetal  vaccinia  is  rare,  and  there  is  no 
evidence  that  women  vaccinated  during 
pregnancy  are  more  susceptible  to  vaccinia 
than  nonpregnant  women. 

Table  II  summarizes  the  results  of  three 
of  the  more  recent  studies  of  the  effects  of 
smallpox  vaccination  of  pregnant  women  on 
the  outcome  of  pregnancy.  Apparently, 
there  is  no  increase  in  the  incidence  of  mal- 
formations. There  is,  however,  some  dis- 
agreement concerning  the  incidence  of 
abortions  and  stillbirths.  In  contrast  to 
the  favorable  reports  from  New  York 
City,32-33  where  about  80  per  cent  of  the 
population  was  vaccinated  because  of  a 
local  outbreak  of  smallpox,  the  report  from 
West  Scotland30  shows  a high  incidence  of 
abortions  and  stillbirths.  In  the  latter 
series,  47  per  cent  of  women  vaccinated 
during  the  fourth  to  twelfth  week  of  gesta- 
tion failed  to  give  birth  to  a healthy  child. 
The  possible  causes  for  these  discrepancies 
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TABLE  II.  Incidence  of  pregnancy  complications  associated  with  smallpox  vaccination  during  pregnancy 


Authors 

Vaccinated 

Controls  Not 
Vaccinated 

Abortions  Stillbirths 

(Per  Cent)  (Per  Cent) 

Neonatal 
Deaths 
(Per  Cent) 

Congenital 

Malformations 

Bellows,  Hyman, 

893  (First  tri- 

173  (First  tri- 

2.8  (Controls:  3.3  (Controls:  1.6  (Controls: 

3.3  (Controls: 

and  Merritt 
(1949) 32 

mester:  313) 

mester:  66) 

4.9)  2.4) 

0.6%) 

2.3) 

Greenberg  et  al. 

4,172  (All  first 

2,186  (All  first 

...  No  increase  in  1947  as 

Not  reported 

1.63  (Controls: 

(1949)33 

trimester) 

trimester) 

compared  with  cor- 
responding period 
in  1946 

1.37) 

Mac  Arthur  (1952)  3« 

67  (All  first 
trimester) 

No  controls 

16.4  (29.3)*  7.4  (14.6)* 

None 

1.5  (2.9) 

* In  parentheses:  incidence  when  vaccinated  during  the  fourth  to  twelfth  weeks  of  pregnancy. 


are  not  entirely  clear,  but  I wish  to  stress 
the  fact  that  the  New  York  studies  were 
carried  out  retrospectively  by  question- 
naire after  the  pregnancies  were  terminated, 
while  the  study  in  West  Scotland  was 
prospective,  beginning  with  a number  of 
vaccinations  during  pregnancy  and  later 
studying  the  results. 

In  view  of  the  alarming  report  from  West 
Scotland,  it  is  recommended  that  vaccina- 
tion of  women  early  in  pregnancy  be 
avoided  whenever  possible.  Vaccination 
is  certainly  not  contraindicated  when  a 
local  outbreak  of  smallpox  necessitates 
mass  vaccination;  its  beneficial  effect  on 
the  mother  will  always  outweigh  its  possible 
harmful  effect  on  the  fetus.  Pregnant 
women,  however,  who  intend  to  travel  to 
foreign  countries,  should  be  advised  to 
arrange  their  travel  plans  in  such  a manner 
that  the  smallpox  vaccination  required  by 
law  for  re-entry  to  the  United  States  will  be 
carried  out  after  delivery. 

Measles  (rubeola) 

Measles,  a rare  and  usually  benign  dis- 
ease in  adults,  does  not  constitute  a major 
problem  in  pregnant  women.  There  is  no 
evidence  that  pregnancy  aggravates  the 
clinical  manifestations  of  the  disease.  A 
few,  well-documented  cases  of  congenital 
measles  following  transplacental  trans- 
mission have  been  reported.34  All  babies 
survived.  The  1949  survey  of  the  Ameri- 
can Academy  of  Pediatrics  Special  Com- 
mittee for  the  Study  of  Congenital  Mal- 
formations included  13  cases  of  rubeola 
during  pregnancy,  all  in  the  first  trimester; 
4 infants  had  congenital  defects  ranging 
from  partial  deafness  to  mental  retarda- 
tion.35 

Live  attenuated  measles  virus  vaccine 


should  not  be  used  to  immunize  pregnant 
women.  When  a nonimmunized  pregnant 
woman  has  been  exposed  to  measles,  the 
administration  of  killed  vaccine  or  of  hu- 
man gamma  globulin  should  be  considered. 
Immunity  is  transferred  from  an  immu- 
nized mother  to  the  fetus,  who  carries  this 
immunity  up  to  six  months  after  birth. 

Parotitis 

There  is  a strong  index  of  suspicion  that 
parotitis  (mumps)  in  early  pregnancy  may 
cause  abortion  and  congenital  abnormali- 
ties.3637 The  incidence  of  malformations 
reported  by  different  investigators  varies 
from  6 to  30  per  cent.38  Unfortunately, 
definite  conclusions  concerning  a causal 
relationship  between  maternal  disease  and 
fetal  complications  cannot  be  drawn  at  the 
present  time  because  of  the  lack  of  pro- 
spective studies  comprising  sufficient  num- 
bers of  cases  for  statistical  analysis.  Re- 
cently, an  abnormally  high  incidence  of 
positive  mumps  skin  test  results  have  been 
found  in  children  with  primary  endocardial 
fibroelastosis,  suggesting  that  the  endocar- 
dial thickening  is  a manifestation  of  an 
intrauterine  infection.39-41  The  adminis- 
tration of  pooled  gamma  globulin  to  ex- 
posed pregnant  women  with  negative  intra- 
dermal  mumps  test  results  is  recommended, 
although  its  efficacy  has  yet  to  be  proved. 

Salivary  gland  virus  disease 

It  has  been  known  for  some  time  that 
certain  laboratory  animals  harbor  inclusion 
bodies  in  salivary  glands  because  of  a 
species-specific  virus.  In  1956  Smith42 
isolated  a salivary  gland  virus  specific  for 
the  human  being.  Infection  with  this 
virus  rarely  causes  overt  disease  in  adults. 
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Occasionally,  infection  may  spread  to  the 
lungs  or  intestines  of  children  suffering  from 
debilitating  disease  from  other  causes. 
Embryonic  tissue,  however,  is  highly  sus- 
ceptible to  the  infection  with  the  salivary 
gland  virus. 

Transplacental  transmission  from  an  ap- 
parently healthy  mother  to  the  fetus  may 
cause  generalized,  usually  fatal  disease 
(cytomegalic  inclusion  body  disease). 
Findings  at  autopsy  are  characteristic.43 
Cytomegalic  inclusion  bodies  are  found  in 
kidneys,  lungs,  liver,  and  thyroid,  the  typi- 
cal cells  being  large,  showing  prominent 
inclusion  bodies  in  the  enlarged  nuclei  and 
less  frequently  small  inclusions  in  the 
cytoplasm.  Surprisingly,  these  cells  can 
be  demonstrated  even  in  autolyzed  tissue, 
which  offers  a good  opportunity  to  make  the 
diagnosis  in  macerated  fetuses.  For  this 
reason,  it  is  strongly  recommended  that  at 
least  the  kidneys  or  lungs  be  examined 
histologically  in  all  cases  of  intrauterine 
death.  It  has  been  stated  that  the 
placenta  is  free  of  inclusion  bodies.43  Ac- 
cording to  a recent  report,  however,  in- 
clusion bodies  have  been  found  in  a small 
number  (less  than  1 per  cent)  of  individual 
villi.44 

Fatal  cytomegalic  inclusion  disease  of  the 
newborn  is  rare,  probably  because  of  a high 
incidence  of  immunized  adults  (81  per 
cent).  Mild  infection  of  the  newborn,  how- 
ever, seems  to  occur  not  infrequently.  In 
severely  affected  infants,  the  clinical  pic- 
ture closely  resembles  that  of  erythroblas- 
tosis. The  typical  findings  are  marked  en- 
largement of  the  spleen  and  liver,  icterus, 
erythroblastemia,  anemia,  and  purpura. 
Serum  bilirubin  rises  rapidly  after  birth, 
necessitating  exchange  transfusions  because 
of  the  threat  of  kernicterus.  A high  index 
of  suspicion  helps  to  make  the  diagnosis. 
Cells  containing  intranuclear  inclusion 
bodies  are  found  in  the  urine,  since  the 
kidneys  are  invariably  involved  in  the 
disease.  X-ray  examination  of  the  skull 
may  reveal  calcification  of  the  brain  in  the 
periventricular  region,  a finding  which  has 
never  been  reported  in  erythroblastosis  and 
which  is  not  typical  for  toxoplasmosis. 
The  mortality  rate  among  babies  bom  alive 
is  high,  and  those  who  survive  often  fail  to 
show  normal  brain  development  and  will  be 
mentally  retarded.  Congenital  malforma- 
tions among  fetuses  with  cytomegalic  in- 


clusion body  disease  have  been  estimated  to 
be  as  high  as  16  per  cent.45 

Coxsackie  virus  disease 

The  clinical  picture  of  Coxsackie  virus 
disease  in  adults  includes  pleurodynia, 
aseptic  meningitis,  and  acute  benign  peri- 
carditis. The  diagnosis  is  often  missed 
because  of  the  variant  features  of  the  dis- 
ease. Among  16  adult  patients  who  were 
hospitalized  during  an  outbreak  of  the 
disease  in  the  Albany  area  in  1961,  4 pa- 
tients were  pregnant.46  The  series,  how- 
ever, is  too  small  to  permit  the  conclusion 
that  pregnant  women  are  more  susceptible 
to  the  disease  than  other  individuals. 

In  the  newborn,  Coxsackie  virus  infection 
often  follows  a rapid  downhill  course,  and 
the  baby  dies  in  circulatory  collapse.  At 
autopsy,  the  outstanding  findings  are 
marked  myocarditis  and  encephalomenin- 
gitis.  Nursery  infections  at  the  time  of  a 
local  outbreak  of  the  disease  suggest  a high 
susceptibility  of  the  newborn  to  the  viral 
attack.  Transplacental  transmissions  of 
the  virus  to  the  fetus  can  occur,  even  when 
the  mother  shows  only  minor  clinical  mani- 
festations of  the  disease.47-48  However, 
some  fetuses  may  escape  intrauterine  infec- 
tion in  the  presence  of  severe  maternal 
disease,46  a feature  which  is  not  uncommon 
in  other  viral  diseases  complicating  preg- 
nancy. 

There  is  circumstantial  evidence  that 
subclinical  maternal  infections  with 
Coxsackie  viruses  A-9,  B-2,  and  B-4  cause 
congenital  malformations.  In  a prospec- 
tive study  subclinical  maternal  infections 
with  Coxsackie  virus  were  diagnosed  on  the 
basis  of  repeated  determinations  of  anti- 
body titers  in  the  blood  of  pregnant  pa- 
tients.49 Infections  diagnosed  in  this  way 
were  2.5  to  6 times  more  frequent  during 
the  pregnancies  of  patients  with  abnormal 
fetuses  as  compared  with  women  without 
evidence  of  infection. 

Influenza 

Severe,  often  fatal  influenza  pneumonia 
was  observed  in  pregnant  women  during 
the  pandemics  of  1918  to  1919.  A rela- 
tively high  mortality  rate  of  pregnant 
women  stricken  with  influenza  was  also 
found  during  the  1957  epidemics  of  Asian 
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influenza,  which  were  caused  by  a variant 
of  the  influenza  A virus.  Almost  50  per 
cent  of  women  of  childbearing  age  who 
died  from  influenza  in  New  York  City  in 
1957  were  pregnant.50  An  almost  identical 
observation  was  made  during  the  Minnesota 
epidemic  in  the  same  year.  The  cause  of 
death  is  usually  a characteristic  fulminat- 
ing, edematous,  often  hemorrhagic  in- 
fluenza pneumonia.51  In  contrast,  the 
most  common  cause  of  death  in  nonpreg- 
nant individuals  is  secondary  bacterial 
invasion. 

For  this  reason,  the  Surgeon  General’s 
Advisory  Committee  on  Influenza  has  rec- 
ommended that  pregnant  women  be  im- 
munized as  a routine  practice.52  A report 
on  the  effectiveness  of  polyvalent  influenza 
vaccine  indicates  that  pregnant  women  re- 
sponded both  serologically  and  clinically  in 
the  same  manner  as  nonpregnant  patients.53 
There  was  no  increase  in  fetal  losses  or 
congenital  anomalies  in  the  vaccinated 
group. 

The  analysis  of  the  World  War  I pan- 
demics also  reveals  that  maternal  infection 
with  influenza  virus  caused  a higher  than 
normal  rate  of  abortions  and  intrauterine 
deaths.  There  is  no  agreement  among 
those  who  studied  this  aspect  during  the 
most  recent  epidemics.  A slight  increase 
in  fetal  losses  reported  by  some  investiga- 
tors was  ascribed  to  other  general  factors 
(high  fever,  malaise,  hypoxia)  rather  than 
an  infection  of  the  fetus  by  the  virus. 
Tondury54  described  a fetal  vascular  lesion 
due  to  endothelial  necrosis  as  characteristic 
for  abortuses  and  stillborn  fetuses  delivered 
of  patients  with  influenza.  The  endothelial 
necrosis  apparently  causes  more  or  less 
distinct  disseminated  hemorrhages  with 
deposition  of  blood  pigments  in  the  reticulo- 
endothelial cell  system.  Necrotic  lesions 
with  giant  cells  in  the  kidneys,  liver,  and 
adrenal  were  also  present  in  these  fetuses. 
The  transplacental  transmission  of  the  virus 
from  the  infected  mother  of  the  fetus  has 
been  demonstrated  by  Maksimovich  and 
Korniushenko55  who  isolated  influenza  A2 
virus  in  the  lungs  of  babies  who  had  died 
either  before  or  shortly  after  birth. 

There  is  no  agreement  as  to  whether  or 
not  influenza  in  pregnancy  causes  con- 
genital malformations.  In  a prospective, 
well-controlled  study  which  included 
follow-up  examinations  of  the  infants,  there 


was  only  a slight,  but  significant,  increase  of 
congenital  abnormalities  in  children  of 
mothers  in  the  influenza  group  as  compared 
with  the  controls  (ratio  15: 10). 56  Factors 
other  than  the  maternal  influenza  infec- 
tion— for  instance,  medications  used  during 
the  mother’s  illness — cannot  be  ruled  out  as 
causes  for  this  increase.  On  the  basis  of 
serologic  studies,  others  have  found  no 
significant  increase  of  abnormalities  of  the 
newborn  following  influenza  of  the  mother 
during  pregnancy.49’57’58 

Poliomyelitis 

Pregnant  women  are  thought  to  be  more 
susceptible  to  the  attack  of  the  poliomye- 
litis virus  than  nonpregnant  women  of  the 
same  age  group,59  especially  when  the  in- 
fection occurs  at  the  end  of  the  first  tri- 
mester or  the  beginning  of  the  second.60 
The  percentage  increase  in  the  attack  rate 
has  been  estimated  as  59  per  cent  with  no 
difference  in  paralytic  and  nonparalytic 
cases.  Interestingly,  the  attack  rate  of 
clinical  infection  was  higher  in  pregnant 
women  with  previous  live  births  than  in 
those  without  previous  live  births  (related 
to  number  of  children  in  the  household).60 

A higher  than  usual  mortality  rate  has 
been  reported  in  pregnant  women.  It  is 
doubtful,  however,  that  pregnancy  per  se 
is  responsible  for  this  increase.  Horn 
(1955), 61  who  was  impressed  by  a relatively 
high  mortality  rate  in  pregnant  women  be- 
fore 1948,  noticed  a steady  decline  in  the 
rate  thereafter  (from  10.9  per  cent  to  3.7 
per  cent).  Better  obstetric  and  medical 
management  is  probably  responsible  for 
this  decline. 

Therefore,  the  obstetrician  should  be 
fully  aware  of  his  decisive  role  in  the  over- 
all management  of  poliomyelitis  com- 
plicated by  pregnancy.  His  decisions 
should  be  individualized  depending  on  the 
obstetric  situation,  the  severity,  and  the 
course  of  the  disease. 

Poliomyelitis  infection  does  not  cause  an 
impairment  of  uterine  contractility.  Dur- 
ing the  first  stage  of  labor,  the  respirator 
patient  may  stay  in  the  respirator.  Posi- 
tive-pressure breathing  devices  should  then 
be  instantly  available  and  should  be  used 
at  the  time  of  rectal  and  vaginal  examina- 
tions and  during  the  delivery.  If  anes- 
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thesia  is  necessary,  cyclopropane-oxygen 
with  endotracheal  intubation  should  be 
administered.61  Postoperative  tracheot- 
omy, endotracheal  suction,  and  positive- 
pressure  administration  of  oxygen  are  of 
great  benefit. 

Poliomyelitis  per  se  is  rarely  an  indica- 
tion for  termination  of  pregnancy  with  the 
possible  exception  of  progressive  bulbar 
spinal  poliomyelitis  in  a critically  ill  pa- 
i tient.61  Cesarean  section  is  then  the 
method  of  choice  for  delivery.  In  all 
other  instances,  cesarean  section  should  be 
carried  out  only  for  the  usual  obstetric 
indications. 

About  one  third  of  pregnancies  com- 
plicated by  poliomyelitis  results  in  abortion, 
stillbirths,  or  neonatal  death.62  -64  Some 
authors  believe  that  most  fetal  losses  are 
not  due  to  intrauterine  infection  of  the 
fetus  but  to  factors  like  high  fever,  hypoxia 
of  the  mother,  and  “toxic  metabolites.” 
The  validity  of  such  a statement  is  ques- 
tionable, since  systematic  and  thorough 
pathologic  examination  of  the  products  of 
conception  rarely  have  been  carried  out. 

In  a small  but  well-documented  series  of 
abortions  in  poliomyelitis,  Tondury54  found 
enlargement  of  the  anterior  horn  cells  of  the 
spinal  cord  of  embryos  containing  occa- 
sional eosinophilic  intranuclear  inclusion 
bodies;  also  degenerated  nerve  cells  in  the 
brain,  multiple  hemorrhages,  and  perivas- 
cular nodular  lesions  with  cyst  formation 
in  the  brain  substance.  On  the  basis  of 
histologic  findings  and  medical  history,  he 
concluded  that  other  fetuses  apparently 
had  survived  the  initial  intrauterine  attack 
of  the  virus  during  early  pregnancy  but 
died  during  the  third  trimester.  The  con- 
clusion that  the  poliomyelitis  virus  actually 
is  capable  of  causing  intrauterine  infection 
and  fetal  death  is  supported  by  the  success- 
ful isolation  of  poliomyelitis  virus  type  1 
from  the  fetus  and  placenta  expelled  about 
twelve  days  after  the  onset  of  the  disease  in 
the  mother  during  early  pregnancy.65 

Other  observations  support  the  concept 
that  transplacental  transmission  of  the 
virus  is  possible.  In  a patient  stricken  with 
poliomyelitis  three  weeks  before  delivery, 
fetal  movements  ceased  two  weeks  later, 
but  the  fetal  heart  tones  remained  strong 
and  at  a normal  rate.  The  newborn  infant, 
who  showed  the  typical  “rag  doll”  flaccid  - 
ity,  died  thirty-two  minutes  after  birth. 


At  autopsy,  the  typical  local  and  geo- 
graphic distribution  of  poliomyelitis  was 
demonstrated  in  the  fetal  central  nervous 
system.66  Furthermore,  the  virus  has  been 
isolated  from  the  meconium  but  not  from 
the  blood  of  stillborn  and  liveborn  infants,67 
from  placental  villi  and  rectal  washings  of  a 
newborn  infant,68  from  the  blood  of  a new- 
born three  days  after  birth,69  and  from  the 
central  nervous  system  and  heart  blood  of  a 
stillborn  fetus  but  not  from  the  intestinal 
contents.70 

Some  fetuses,  however,  may  escape  intra- 
uterine infection  for  no  apparent  reason.71 
Indeed,  it  has  been  claimed  that  immunity 
of  the  fetus  to  poliomyelitis  is  the  rule  and 
that  this  immunity  appears  to  continue 
well  into  infancy.  Among  4,884  cases  of 
poliomyelitis  reported  in  New  York  City 
from  1949  to  1952,  the  incidence  of  polio- 
myelitis during  the  neonatal  period  was 
about  0.5  per  cent  (5  babies).  On  the 
other  hand,  among  72  patients  stricken 
with  poliomyelitis  prior  to  or  shortly  after 
delivery,  3 patients  gave  birth  to  babies 
who  subsequently  developed  the  disease.72 
Therefore,  intrapartum  and  postpartum 
infections  of  the  newborn  are  apparently 
not  as  rare  as  usually  stated.  Indeed, 
Shekelov  and  Habel68  have  advanced  the 
hypothesis  that  some  of  the  “normal” 
babies  may  have  unrecognized  subclinical 
poliomyelitis.  They  demonstrated  the 
presence  of  the  virus  in  placental  villi  and  in 
the  rectal  ampulla  of  an  apparently  healthy 
infant  at  birth,  whose  mother  became  ill 
thirteen  days  prior  to  delivery.  After 
birth,  the  baby  did  not  develop  any  sign  of 
clinical  infection. 

There  is  a consensus  that  poliomyelitis  in 
pregnancy  is  not  associated  with  an  in- 
creased incidence  of  congenital  malforma- 
tions. Retarded  intrauterine  growth  and 
weight  gain,  however,  have  been  observed 
in  a significant  number  of  fetuses,60  espe- 
cially when  infection  occurred  early  in 
pregnancy.61 

To  clarify  some  of  the  controversial 
problems  mentioned  in  the  preceding  dis- 
cussion, it  would  be  highly  desirable  (1) 
that  virologic  studies  be  performed  in  all 
infants  born  of  mothers  with  poliomyelitis, 

(2)  that  careful  pathologic  studies  be 
carried  out  in  all  cases  of  intrauterine  and 
neonatal  deaths  as  well  as  in  abortuses,  and 

(3)  that  a thorough  follow-up  of  all,  in- 
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eluding  apparently  healthy,  infants  be 
carried  out:  rate  of  growth,  evidence  of 

neurologic  defects,  mental  retardation,  late 
eruption  of  teeth,  and  late  sitting  and  walk- 
ing. 

When  inactivated  poliomyelitis  vaccine 
(Salk)  was  introduced  for  mass  inoculation, 
it  was  only  logical  to  give  preference  to 
pregnant  women  because  of  the  high  attack 
rate  of  the  disease  in  pregnancy.  As  a 
consequence  of  the  immunization  of  the 
mother,  immunity  is  also  transmitted  to 
the  fetus  as  demonstrated  by  several  inves- 
tigators. In  one  study  infants  of  vacci- 
nated mothers  showed  passively  acquired 
antibodies  at  a level  equal  to  or  slightly 
below  that  of  their  mothers.73  The  half- 
life  of  neutralizing  antibodies  in  the  infant’s 
blood  has  been  estimated  as  approximately 
fifty  to  fifty-five  days.74 

The  use  of  OPV  (oral  live  poliomyelitis 
vaccine)  raises  an  important  question: 
Since  it  is  known  that  viremia  may  occa- 
sionally occur  in  nonimmune  subjects  after 
ingestion  of  vaccine,75  Katz76  called  atten- 
tion to  the  possibility  that  the  fetus  would 
probably  be  exposed  to  such  circulatory 
virus  when  the  susceptible  pregnant  woman 
was  vaccinated.  If  this  is  true,  the  expo- 
sure of  the  fetus  to  the  virus  may  cause 
abortion,  stillbirth,  or  other  complications 
in  the  fetus  in  view  of  our  early  discussion. 
There  is  one  report  which  suggests  such  a 
possibility.77  Among  29  women  vaccinated 
during  the  first  trimester  of  pregnancy,  3 
patients  aborted  and  3 delivered  stillborn 
infants.  In  its  1964  report  the  Special 
Advisory  Committee  on  Oral  Poliomyelitis 
Vaccines  to  the  Surgeon  General  of  the 
Public  Health  Service  did  not  consider 
pregnancy  as  a contraindication  to  the 
administration  of  oral  poliomyelitis  vac- 
cines, but  recommended  the  vaccination  of 
individuals  over  school  age  (about  eighteen 
years)  only  “in  those  situations  in  which 
unusual  exposure  to  poliomyelitis  might  be 
anticipated,  such  as  epidemics,  entry  into 
military  service,  and  travel  to  other  coun- 
tries.”78 Pregnancy  is  not  mentioned  as  a 
specific  indication  for  vaccination.  The 
Committee  on  Child  Health  of  the  Chicago 
Medical  Society  stated,  however,  that  “it 
is  felt  undesirable  to  use  OPV  for  a woman 
during  the  first  three  months  of  preg- 
nancy.”79 For  all  practical  purposes,  the 
immunization  programs  in  the  United 


States  have  reduced  the  risk  of  poliomye- 
litis in  adults  to  such  an  extremely  low  level 
that  continued  immunization  of  this  age 
group  is  no  longer  necessary  except  under 
special  circumstances.80 

Viral  hepatitis 

A high  mortality  rate  in  pregnant  women 
stricken  with  either  infectious  or  serum 
hepatitis  has  been  reported  by  several 
authors,81-83  especially  in  the  presence  of 
malnutrition.84-86  Reports  to  the  contrary 
pertain  mostly  to  results  from  retrospective 
studies  of  sporadic  cases  culled  from  hos- 
pital records.87  The  difficulties  in  estab- 
lishing a definite  diagnosis  in  sporadic  cases 
are  obvious  in  view  of  the  lack  of  virologic 
assistance.  Most  of  the  fatalities  occurred 
in  women  infected  during  the  third  tri- 
mester of  pregnancy.  In  some  patients 
severe  uterine  hemorrhage  occurred  when 
hepatic  coma  set  in. 

A high  incidence  of  premature  births  was 
observed  by  some  authors.84-88 - 89  There  is 
no  convincing  evidence  that  infection  with 
viral  hepatitis  in  early  pregnancy  causes 
abortions  or  malformations,  although  scat- 
tered reports  implicate  viral  hepatitis  dur- 
ing early  pregnancy  as  a cause  of  congenital 
anomalies  (hydrocephalus).90 

Neonatal  hepatitis  and  its  relation  to 
viral  hepatitis  of  the  mother  is  a controver- 
sial subject.  It  is  not  clear  if  it  is  a specific 
disease  entity  caused  by  transplacental 
transmission  of  the  hepatitis  virus.  In- 
deed, only  a relatively  small  percentage  of 
infants  born  of  infected  mothers  develop 
hepatitis  after  birth,  but  the  possibility  of 
subclinical  infection  will  remain  an  un- 
solved problem  until  virologic  laboratory 
assistance  for  clinical  diagnosis  becomes 
available.  The  most  convincing  support 
for  the  view  that  neonatal  hepatitis  may  be 
of  viral  origin  was  supplied  by  Stokes 
et  aZ.,91  by  injecting  serum  of  an  affected 
infant  and  of  its  mother  into  human  volun- 
teers, who  subsequently  developed  clinical 
and  laboratory  evidence  of  viral  hepatitis. 
It  is  also  not  clear  if  the  so-called  “giant 
cell  hepatitis  of  the  newborn”  found  at 
autopsy  is  exclusively  the  result  of  viral 
infection  or  a nonspecific  response  of  the 
infantile  liver  to  a number  of  stimuli.  The 
reader  is  referred  to  excellent  reviews  of 
this  subject.92-94 
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Summary 

1.  Pregnancy  may  alter  resistance  to 
viral  infection.  A higher  susceptibility  to 
poliomyelitis  has  been  observed  in  pregnant 
women.  A relatively  high  maternal  mor- 
tality has  been  found  in  influenza.  This  is 
probably  also  true  when  pregnancy  is  com- 
plicated by  varicella  and  infectious  hep- 
atitis. 

2.  Viruses  can  be  transmitted  from  the 
mother  to  the  fetus,  even  if  the  mother  has 
no  clinical  manifestation  of  the  disease. 
This  is  typical  for  cytomegalic  inclusion 
body  disease.  Disseminated  visceral  le- 
sions in  the  fetus  are  characteristic  for  in- 
fection with  the  virus  of  varicella,  herpes 
simplex,  variola  minor  (and  probably 
major),  vaccinia,  cytomegalic  inclusion 
body  disease,  and  Coxsackie  virus  disease. 
Congenital  disease  of  the  newborn  has  been 
described  in  smallpox,  herpes  zoster, 
measles,  and  poliomyelitis.  Some  fetuses, 
however,  escape  intrauterine  infection  for 
no  apparent  reason,  even  in  the  presence  of 
fatal  maternal  infection. 

3.  Congenital  malformation  can  be 
caused  by  virus  infection  of  the  mother 
early  in  pregnancy.  Rubella  infection  is 
the  classic  example.  There  is  a high  index 
of  suspicion  that  maternal  mumps  can  also 
cause  congenital  malformation.  Attention 
is  called  to  the  possible  relationship  between 
maternal  mumps  and  primary  endocardial 
fibroelastosis  of  the  offspring.  Infections 
of  the  mothers  with  the  viruses  of  varicella, 
measles,  cytomegalic  inclusion  body  dis- 
ease, Coxsackie  virus  disease,  and  influenza 
have  been  implicated  as  causes  of  anomalies 
of  the  newborn.  Definite  conclusions  con- 
cerning a true  cause-effect  relationship,  how- 
ever, cannot  be  drawn  at  the  present  time. 

4.  The  administration  of  gamma  globu- 
lin following  exposure  to  rubella  is  recom- 
mended, although  varying  concentrations 
of  rubella-neutralizing  antibodies  in  ordi- 
nary gamma  globulin  may  partly  explain 
the  varying  success. 

5.  It  is  the  author’s  opinion  that  the 
administration  of  live  vaccines  to  pregnant 
women  should  be  postponed  until  after 
delivery  unless  unusual  situations  necessi- 
tate the  vaccination. 

6.  To  clarify  some  of  the  controversial 
problems  mentioned  in  this  review,  it  would 
be  highly  desirable  that  virologic  studies  be 


performed  more  frequently  in  infected 
mothers  and  their  offspring.  Of  course, 
this  is  only  possible  when  adequate  virologic 
assistance  is  available.  New  developments 
in  the  field  of  virology  will  be  of  great  value. 
Careful  pathologic  studies  should  be  per- 
formed in  all  cases  of  abortion  and  intra- 
uterine and  neonatal  deaths.  Thorough 
follow-up  examinations  of  all,  including 
apparently  healthy,  infants  born  of  infected 
mothers  should  help  to  establish  possible 
late  manifestations  of  abnormalities  of  the 
infants,  which  were  not  diagnosed  during 
the  newborn  period. 
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Medicine’s  mercifully 
brief  history 

On  a less-than-serious  note,  a recent  article 
in  the  Journal  of  the  American  Medical  Associa- 
tion summarizes  “The  Mercifully  Brief  History 
of  Medicine.” 

“Medicine  began  with  the  dawn  of  history,” 
writes  author  Richard  Armour.  “In  fact,  it 
began  shortly  before  dawn,  at  about  3 a.m., 
when  the  first  Stone  Age  doctor  was  routed 
from  his  bed  by  a patient  who  thought  he  was 
dying.  Transportation  being  none  too  good 
(this  being  before  the  invention  of  the  wheel), 
by  the  time  the  doctor  arrived,  the  patient  was 
well.” 

Continuing  his  chronologic  rendition  of 
medicine’s  history,  Armour  notes: 

“During  the  Stone  Age  the  most  common 
complaints  were  gallstones,  kidney  stones,  and 
stumbling  over  stones.  Surgery  was  in  its 
infancy,  largely  because  of  the  difficulty  of 
making  an  incision  with  a sharpened  stone  and 
of  performing  a suture  with  a stone  needle. 

“When  a surgeon  decided  not  to  operate, 
everyone  breathed  a sigh  of  relief,  especially 
the  surgeon  and,  if  he  was  still  alive,  the  patient. 

“Roman  medicine  made  a great  contribution 
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in  the  field  of  sanitary  engineering  and  public 
health.  The  Romans  drained  swamps,  built 
aqueducts,  constructed  sewers,  and  killed  off 
enough  people  in  surrounding  countries  to  keep 
cities  from  becoming  overcrowded.” 

Medicine  took  an  unexpected  turn  in  the 
Middle  Ages  when  it  became  affiliated  with 
astrology.  Armour  wryly  remarks: 

“No  one  would  swallow  a pill  without  first 
checking  to  see  whether  the  stars  were  in  a 
favorable  position,  and  on  a cloudy  night  this 
could  be  difficult.” 

During  the  modern  era  the  progress  of  medi- 
cine has  been  rapid:  “In  England,  Joseph 

Lister  made  operations  safer  by  getting  sur- 
geons to  wash  their  hands.  The  practice 
spread  to  the  U.S.,  where  it  was  hailed  by  the 
manufacturers  of  soap. 

“In  France,  Louis  Pasteur  discovered  how 
to  keep  food  from  spoiling  and  thereby  made  it 
necessary  to  eat  leftovers.” 

In  recent  years,  there  have  been  marvelous 
developments  in  medicine:  “Salk  and  Sabin 

have  practically  eliminated  poliomyelitis,  at 
least  in  those  who  are  not  too  busy  to  drop  in  for 
the  vaccine.” 

With  “x-rays,  wonder  drugs,  gray  ladies,  and 
self-sealing  return  envelopes  for  the  paying  of 
overdue  accounts,”  medicine  has  come  a long 
way  since  the  Stone  Age. 
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Pulmonary  Carbon  Dioxide 
Embolism  During 
Fallopian  Tube  Insufflation 


T HE  EPOCH-MAKING  DISCOVERY  that  the 
use  of  carbon  dioxide  instead  of  air  or 
radiopaque  dyes  rendered  uterotubal  in- 
sufflation relatively  safe  has  led  to  a casual 
attitude  toward  the  performance  of  the  so- 
called  Rubin’s  test. 1 While  the  insufflation 
of  air  has  resulted  in  death  from  air  embo- 
lism, this  has  not  been  observed  following 
the  use  of  carbon  dioxide.2  The  present 
case  report  illustrates  that  the  procedure  is 
not  invariably  innocuous,  even  with  carbon 
dioxide. 

Case  report 

A twenty-nine-year-old  nulliparous  female 
was  admitted  to  the  hospital  for  a Rubin’s  test 
and  diagnostic  dilatation  of  the  cervix  and  curet- 
tage of  the  uterus  to  help  determine  the  cause 
of  her  sterility.  Two  years  previously  a dilata- 
tion and  curettage  had  revealed  a diagnosis  of 
cervical  stenosis.  No  abnormal  findings  were 
encountered  on  physical  or  laboratory  examina- 
tion. 

Preanesthetic  medication  consisted  of  pento- 
barbital 100  mg.  and  atropine  0.5  mg.  adminis- 
tered intramuscularly.  One  and  a quarter 
hours  later  anesthesia  was  induced  with  thio- 

Presented  and  discussed  at  a conference  held  at  Columbia- 
Presbyterian  Medical  Center,  New  York  City,  February  1, 
1965.  Clinical  Anesthesia  Conferences  are  held  on  the  first 
Monday  of  each  month. 


pental  sodium  200  mg.  intravenously,  followed 
by  a nitrous  oxide-oxygen-halothane  sequence 
using  a semiclosed  circle  technic.  With  the 
patient  in  lithotomy  position,  the  uterus  was 
sounded  atraumatically.  Carbon  dioxide  was 
introduced  into  the  uterine  cavity  under  pres- 
sures which  were  slowly  raised  to  a maximum  of 
220  mm.  Hg  as  indicated  on  the  manometer. 
This  was  repeated  three  times,  and  the  tubes 
were  shown  to  be  nonpatent. 

Immediately  after  the  last  insufflation  of  car- 
bon dioxide  the  patient  became  abruptly  apneic 
and  cyanotic.  Peripheral  pulses  were  unob- 
tainable, and  no  heart  sounds  were  heard  on 
auscultation  of  the  chest.  The  anesthetic  mix- 
ture was  immediately  emptied  from  the  system 
and  ventilation  with  oxygen  begun.  Within  a 
minute  of  the  initial  episode  the  cyanosis  had 
become  quite  marked,  the  pupils  had  become 
widely  dilated,  and  the  patient  was  making 
gasping  respiratory  efforts.  Closed-chest  car- 
diac compression  was  performed  for  about  ten 
seconds  while  preparing  to  turn  her  onto  her 
side.  Within  seconds  after  achieving  a left 
lateral,  somewhat  head-down  position,  there 
was  reappearance  of  easily  palpable  peripheral 
pulses  of  good  quality.  The  cyanosis  rapidly 
cleared,  the  pupils  became  small  and  reactive  to 
light,  and  a normal  respiratory  pattern  returned. 
An  irregularity  of  the  pulse,  presumed  to  repre- 
sent ventricular  extrasystoles,  was  observed  for 
about  a minute;  then  regular  cardiac  activity 
was  resumed.  No  murmurs  were  heard  at  this 
time,  but  breath  sounds  over  the  right  side  of  the 
chest  were  soft  and  distant,  suggestive  of  the 
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auscultatory  pattern  of  a small  degree  of 
pneumothorax.  A few  minutes  later  the  patient 
was  returned  to  the  lithotomy  position  for  com- 
pletion of  dilatation  and  curettage.  She  awoke 
promptly  at  the  end  of  the  procedure  with  no 
detectable  sequelae.  In  the  recovery  room  a 
portable  x-ray  examination  of  the  chest  showed 
no  abnormalities.  The  patient  was  subse- 
quently discharged  from  the  hospital  in  good 
condition. 

Comment 

An  air  or  gas  embolus  introduced  into  a 
peripheral  vein  quickly  reaches  the  right 
side  of  the  heart  and  enters  the  pulmonary 
circulation.  The  ready  solubility  of  carbon 
dioxide  in  blood  and  tissues  would  ordinar- 
ily result  in  complete  absorption  of  small 
bubbles  of  this  gas  without  disruption  of 
the  pulmonary  circulation.  Many  such 
instances  must  pass  completely  unnoticed. 
With  sufficiently  massive  embolization  gas 
may  be  trapped  in  the  pulmonary  conus, 
producing  severe  obstruction  to  the  right 
ventricular  outflow.3  The  gas  also  may 
occupy  a major  portion  of  the  pulmonary 
artery  and  the  vascular  bed  of  the  lungs: 
sudden  death  from  acute  asphyxia  may 
occur.  In  addition,  the  obstruction  to  the 
right-sided  heart  outflow  can  result  in  acute 
cor  pulmonale  with  cardiovascular  collapse 
and  cerebral  anoxia.  In  either  case,  respir- 
atory failure  precedes  total  cessation  of 
heart  action.  Auscultation  of  the  chest 
during  the  episode  may  reveal  a loud  mur- 
mur as  the  blood  and  gas  are  beaten  to- 
gether by  cardiac  action.  Displacement 
of  the  air  trap  in  the  pulmonary  conus  by 
turning  the  body  into  the  left  lateral  head- 
down  position  may  be  lifesaving  even  after 


the  right  ventricular  contractions  have 
become  feeble  and  death  seems  imminent.4 

In  the  present  case,  although  the  clinical 
picture  was  pathognomonic  of  gas  embo- 
lism, two  objective  findings  were  missing. 
No  heart  murmur  was  heard,  and  no  gas 
was  visible  in  the  right  side  of  the  heart  or 
pulmonary  arterial  system  on  x-ray  ex- 
amination. It  is  probable  that  initially 
the  murmur  was  present  but  not  detected, 
since  continuous  monitoring  with  a pre- 
cordial stethoscope  was  not  done.  By  the 
time  auscultation  was  performed,  effective 
heart  action  was  absent,  and  no  sounds 
could  be  heard.  Again,  the  delay  in  ob- 
taining an  x-ray  film  of  the  chest  allowed 
sufficient  time  for  absorption  of  the  carbon 
dioxide  and  its  excretion  into  the  alveoli 
before  the  picture  was  taken.  This  was 
facilitated  by  the  change  of  position,  which 
displaced  the  gas  trap  in  the  right  ventricle, 
thus  permitting  unimpeded  forward  flow 
into  the  pulmonary  artery. 

In  summary,  it  should  be  noted  that 
although  rare,  pulmonary  (venous)  carbon 
dioxide  embolism  of  major  proportions  can 
occur  during  the  performance  of  a Rubin’s 
test.  Turning  the  patient  into  the  left 
lateral  head-down  position  may  then  be  a 
lifesaving  maneuver. 
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Sarcoma  of  the  esophagus  is  an  unusual 
lesion  comprising  less  than  1 per  cent  of  all 
malignant  neoplasms  in  this  location.1 
Of  the  sarcomas,  fibrosarcoma  is  the  most 
common  and  leiomyosarcoma  the  least 
common.2  Only  21  cases  of  leiomyosar- 
coma of  the  esophagus  have  been  reported 
in  the  literature.  The  concomitant  occur- 
rence of  this  tumor  with  a squamous  cell 
carcinoma  has  been  observed  in  2 previous 
cases.  Ovens  and  Russell,  in  1951, 3 re- 
ported the  first  case  in  which  a squamous 
cell  carcinoma  of  the  middle  one  third  of  the 
esophagus  and  leiomyosarcoma  at  the 
cardioesophageal  junction  were  associated. 
Camishion,  Gibbon,  and  Templeton  in 
1961 4 reported  a second  case,  but  the 
relative  position  of  the  two  lesions  was 
reversed. 

Because  of  the  rare  simultaneous  occur- 
rence of  cancers  of  epithelial  and  mesen- 
chymal origin  in  the  esophagus,  we  feel  it  is 
of  interest  to  add  another  case  to  the  litera- 
ture. 


Case  report 

The  patient,  a seventy-one-year-old 
white  woman,  was  referred  by  her  family 
physician  to  St.  Vincent’s  Hospital.  Five 
weeks  prior  to  admission  she  had  noted  the 
onset  of  dysphagia.  This  was  progressive 
and  associated  with  a 15-pound  weight 
loss.  Her  past  history  and  systemic  re- 
view revealed  nothing  contributory.  Ex- 
cept for  evidence  of  recent  weight  loss,  the 
results  of  a physical  examination  were  un- 
remarkable. An  esophagram  was  reported 
as  revealing  an  intraluminal  defect  in  the 
middle  one  third  of  the  esophagus  (Fig.  1). 
Esophagoscopy  revealed  a bulky  nodular 
tumor  mass  23  cm.  from  the  upper  incisors. 
The  scope  could  not  be  passed  beyond  this 
point.  A biopsy  specimen  was  reported  as 
indicating  leiomyosarcoma.  An  esophago- 
gastrectomy  and  pyloroplasty  were  per- 
formed through  a combined  abdominal  and 
right  thoracic  approach.  The  esophago- 
gastrostomy  was  placed  at  the  level  of  the 
aortic  arch.  There  was  no  evidence  of 
metastatic  disease. 

The  resected  portion  of  the  esophagus 
was  20  cm.  in  length.  A large  nodular 
sessile  tumor  was  noted  5 cm.  from  the 
proximal  line  of  resection.  A second  ulcer- 
ated mass  was  found  2 cm.  distal  to  the 
first  tumor  (Fig.  2).  Histologically,  the 
proximal  tumor  was  composed  of  ovoid  and 
fusiform  cells  arranged  in  ramifying,  fas- 
ciculated aggregations  consistent  with  lei- 
omyosarcoma (Fig.  3).  The  lower  lesion 
was  composed  of  aggregations  of  atypical 
ephithelial  cells  typical  of  squamous  cell 
carcinoma. 

The  patient’s  postoperative  course  was 
marked  by  progressive  azotemia  and 
tracheobronchitis,  resulting  in  her  death 
on  the  fifth  day  after  the  operation. 
Autopsy  revealed  an  intact  anastomosis, 
with  no  evidence  of  metastatic  disease. 
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FIGURE  1.  Posteroanterior  barium  esophagram 
demonstrating  large  intraluminal  defect  at  middle 
one  third  of  esophagus. 


Comment 

Carcinoma  and  sarcoma  of  the  esophagus 
may  produce  the  same  clinical  and  radio- 


FIGURE  2.  Photograph  of  resected  specimen. 


FIGURE  3.  Photomicrograph  showing  typical 
histologic  picture  of  leiomyosarcoma. 
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logic  picture.  The  most  common  symp- 
tom associated  with  either  lesion  is  dys- 
phagia. Differentiation  by  esophagram 
is  seldom  possible,  and  therefore  esoph- 
agoscopy  with  biopsy  should  be  per- 
formed. It  is  of  more  importance  to  dis- 
tinguish this  lesion  from  leiomyoma,  which 
is  the  most  common  benign  tumor  in  this 
location  and  which  can  be  treated  by 
simple  enucleation  rather  than  by  esoph- 
agectomy. In  our  case  the  leiomyo- 
sarcoma completely  occluded  the  eso- 
phageal lumen,  and  the  squamous  cell  car- 
cinoma was  not  noted  until  the  specimen 
was  examined. 

The  sarcomas  in  general  have  a some- 
what better  prognosis  than  the  malignant 
tumors  of  epithelial  origin,  as  they  tend  to 
be  more  locally  invasive  than  metastatic. 
The  lethal  nature  of  squamous  cell  carci- 
noma needs  no  emphasis,  and  the  com- 
bination of  these  two  malignant  conditions 
speaks  for  a poor  prognosis. 


Iron  deficiency  confirmed  in 
feeding  habits  of  infants 

A nationwide  survey  of  the  intake  of  selected 
nutrients  of  six-month-old  infants,  reported  in 
Clinical  Pediatrics,  corroborated  earlier  evidence 
that  with  the  notable  exception  of  iron  the 
median  young-infant  diet  provides  nutrients 
well  in  excess  of  recommended  intakes. 

The  study  analyzed  4,146  questionnaires,  69 
per  cent  of  the  total  solicited.  The  average 
infant  was  twenty-seven- weeks-old,  weighed 
18  pounds  6 ounces,  and  had  a daily  intake  of 
822  calories.  About  70  per  cent  of  calories 
came  from  milk  formula,  over  10  per  cent  from 
fruit,  and  5 per  cent  each  from  cereal,  meat, 
egg,  and  juice.  The  mean  caloric  distribution 
was  18  per  cent  protein,  41  per  cent  fat,  and 
41  per  cent  carbohydrate. 

Milk  formula  appeared  to  be  the  single  factor 
controlling  the  mean  daily  intakes  of  protein, 


Summary 

Sarcoma  of  the  esophagus  is  an  unusual 
tumor  comprising  less  than  1 per  cent  of  all 
malignant  lesions  in  this  location. 

Leiomyosarcoma  is  the  least  common  of 
the  sarcomas.  Twenty-one  cases  have 
been  reported. 

The  concomitant  occurrence  of  leiomyo- 
sarcoma and  squamous  cell  carcinoma  in 
the  esophagus  is  extremely  rare,  having 
been  noted  only  twice  previously  in  the 
literature. 
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fat,  and  carbohydrate.  Milk  formula  supplied 
70  per  cent  of  38  Gm.  of  protein,  80  per  cent  of 
37  Gm.  of  fat,  50  per  cent  of  86  Gm.  of  carbo- 
hydrate, as  well  as  90  per  cent  of  1,134  mg.  of 
calcium,  and  80  per  cent  of  982  mg.  of  phos- 
phorus. 

But  milk  formula  did  not  contribute  to  the 
mean  daily  intake  of  9.1  mg.  of  iron,  of  which 
cereal  provided  50  per  cent,  meat  27  per  cent, 
vegetable  11  per  cent,  fruit  and  egg  6 per  cent 
each.  More  than  half  of  the  infants  were  not 
getting  the  lowest  recommended  provision  of 
iron. 

The  average  daily  iron  requirement  for  six- 
month-old  infants  is  12.5  mg.  Because  solid 
foods  are  not  taken  in  amounts  adequate  for 
good  iron  nutrition  at  this  age,  it  was  recom- 
mended that  milk  formula  be  supplemented 
with  iron.  This  applies  particularly  to  infants 
in  lower  socioeconomic  groups  who  consume 
relatively  larger  quantities  of  milk  formula  and 
have  a more  widespread  nutritional  deficiency 
of  iron. 
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James  Grainger  was  born  at  Dunse  in 
Berwickshire  at  a date  given  variously  be- 
tween 1721  and  1724.  His  father  died 
when  the  future  physician-poet  was  quite 
young,  and  his  education  was  supervised  by 
his  elder  half  brother  who  sent  him  first  to 
school  at  North  Berwick,  then  to  study 
medicine  at  the  University  of  Edinburgh. 
After  three  years  of  medical  study  he  was 
apprenticed  to  George  Lauder,  a surgeon  in 
Edinburgh.  Lacking  capital  to  set  up  a 
medical  practice,  in  1745  he  entered  the 
army  as  a surgeon  in  Lieutenant  General 
Pultney’s  infantry  regiment  which  helped 
suppress  the  threatened  invasion  by 
“Bonnie  Prince  Charlie.”  From  1746  to 
1748  he  served  in  Holland  during  the  War 
of  the  Austrian  Succession.  When  the 
Peace  of  Aix-la-Chapelle  was  concluded,  he 
sold  his  commission,  made  a tour  of  the 
continent,  and  returned  to  Britain,  securing 
an  M.D.  degree  from  the  University  of 
Edinburgh  in  1753  with  a thesis  titled 
Be  modo  excitandi  ptyalismum,  et  morbis 
independentibus.  In  the  same  year  he 
published  an  account  of  his  military  medical 
experiences  with  an  epidemic  among  the 
troops  in  Holland,  Historia  febris  anomalae 
Batavae , . . . but  this  was  overshadowed  by 
Sir  John  Pringle’s  more  detailed  account  of 
the  same  subject  which  had  appeared  a 
year  earlier.  Later  that  year  Grainger 


moved  to  London  and  set  up  practice  in 
Bond  Court,  Walbrook. 

In  London,  Grainger’s  literary  talents 
gained  him  acquaintance  with  such  notable 
literary  figures  as  Samuel  Johnson,  William 
Shenstone,  John  Armstrong,  Thomas 
Percy,  later  Bishop  of  Dromore,  and  Tobias 
Smollett.  His  “Ode  on  Solitude”  appeared 
in  1755  and  won  warm  praise  from  Johnson. 
It  contains  such  aphoristic  heroic  couplets 
as: 

God  never  made  an  independent  man, 

’Twould  jar  the  concord  of  his  general  plan. 

and  later, 

But  Know,  Adversity’s  the  child  of  God; 

Whom  heaven  approves  of  most,  most  feel  her 
rod. 

Soon  he  became  a contributor  to  the 
Monthly  Review , writing  on  poetry  and 
drama.  His  only  medical  writing  during 
his  London  years  was  the  report  of  “An 
Obstinate  Case  of  Dysentery  cured  by 
Lime  Water”  in  1756.  With  Percy  and 
others  he  became  active  in  a short-lived 
journal,  the  Grand  Magazine  of  Universal 
Intelligence , and  he  translated  “Leander  to 
Hero”  and  “Hero  to  Leander”  for  Percy’s 
projected  version  of  Ovid’s  Epistles.  Even 
though  his  medical  practice  failed  to 
flourish,  he  became  a licentiate  of  the 
Royal  College  of  Physicians  on  March  20, 
1758. 

In  November,  1758,  he  published  his 
translations  of  the  elegies  of  Tibullus  and 
the  poems  of  Sulpicia.  These  were  harshly 
reviewed  by  Smollett,  his  erstwhile  friend, 
who  had  by  this  time  started  on  his  own 
literary  journal,  the  Critical  Review,  and 
was  not  disposed  to  look  kindly  on  works 
from  the  staff  and  colleagues  of  its  older 
rival,  the  Monthly  Review.  A minor  lit- 
erary feud,  complete  with  angry  letters  and 
the  taking  of  sides,  ensued.  However,  the 
storm  abated,  since  in  April,  1759,  having 
failed  to  achieve  notable  success  in  either 
medicine  or  letters,  Grainger  left  England. 
He  embarked  on  a proposed  four-year  tour 
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of  the  West  Indies  with  John  Bourryau,  a 
former  pupil  and  friend,  who  had  become 
heir  to  large  properties  in  those  islands  and 
who  had  settled  a life  annuity  of  £200 
on  Grainger.  On  shipboard  he  treated  the 
widow  of  the  former  governor  of  the  island 
of  St.  Christopher  for  smallpox  and  became 
engaged  to  her  daughter,  Miss  Daniel 
Matthew  Burt,  whom  he  married  shortly 
after  their  arrival. 

Medical  blank  verse 

After  settling  on  St.  Christopher  with  his 
well-connected  bride,  Grainger  continued 
to  practice  medicine  and  was  also  given 
charge  of  the  management  of  some  sugar 
plantations  by  his  wife’s  uncle,  Daniel 
Matthew.  He  also  dabbled  a bit  in  the 
speculative  purchase  of  Negro  slaves.  He 
studied  closely  the  flora  and  fauna  of  the 
island,  its  climate,  and  as  befits  a physician, 
the  endemic  diseases.  Between  1759  and 
1762  he  composed  his  magnum  opus,  The 
Sugar  Cane,  a poem  in  four  books.  No 
longer  addicted  to  couplets,  he  wrote  in 
blank  verse.  Book  I deals  with  the  flora 
and  fauna  of  the  West  Indian  Islands,  their 
climate,  natural  beauty,  and  how  sugar 
cane  ripens  and  grows.  He  mentions  an 
antidiarrheal  medicine  derived  from  log- 
wood (hematoxylin  was  not  known  until 
the  next  century)  and  notes  the  toxic  effect 
of  ricinus  beans  from  which  castor  oil  is 
derived: 

Nor  less  delightful  blooms  the  logwood-hedge 
Whose  wood  to  coction  yields  a precious  balm, 
Specific  in  the  flux:  endemical  ail, 

Much  cause  have  I to  weep  thy  fatal  sway.  — 
But  God  is  just  and  man  must  not  repine. 
Nor  shall  the  ricinus  unnoted  pass; 

Yet  if  the  colic’s  deathful  pangs  thou  dreads’ t, 
Taste  not  its  luscious  nut.  . . . 

The  line  about  God’s  justice  and  man’s 
nonrepining  suggests  the  mottoes  em- 
broidered on  schoolgirls’  samplers  of  the 
period. 

In  Book  II,  following  an  elaborate  ad- 
dress to  Shenstone,  he  describes  the  diverse 
plagues  which  attack  sugar  cane,  namely 
monkeys,  rats  and  other  vermin,  weeds,  the 
yellow  fly,  the  greasy  fly,  to  say  nothing  of 
hurricanes  and  earthquakes.  There  are 
frequent  invocations  to  his  muse,  in  at  least 
one  of  which  his  tin  ear  played  him  false 
and  furnished  the  basis  for  a literary 


anecdote.  For  example,  in  1762,  when 
Grainger  returned  to  England  for  a visit 
occasioned  by  his  half  brother  William’s 
death,  he  read  The  Sugar  Cane  aloud  at  a 
soiree  at  the  salon  of  Sir  Joshua  Reynolds. 
The  line,  “Now,  Muse,  let’s  sing  of  rats” 
struck  the  audience’s  risibilities,  and  their 
merriment  was  increased  when  one  of  the 
company  slyly  observed  that  the  word  had 
originally  been  mice  but  had  been  altered 
to  rats  as  more  dignified.  The  passage 
does  not  appear  in  the  printed  version; 
Grainger  resorts  to  the  periphrastic  lines, 

Nor  with  less  waste  the  whisk er’d  vermin  race, 
A countless  clan  despoil  the  lowland  cane. 

Percy,  to  whom  the  manuscript  had  been 
sent  for  review  before  Grainger’s  return  to 
England,  defended  the  passage,  explaining 
it  as  mock-heroic,  similar  to  Homer’s 
“Batrachomyomachia,”  the  battle  of  the 
frogs  and  mice. 

Book  III  of  the  poem  deals  with  cutting 
the  cane,  extracting  sugar  at  the  mill,  the 
boiling  of  vessels  for  use  in  the  process,  the 
importance  of  cleanliness,  how  to  skim  the 
liquor,  and  inter  aha  a passage  in  praise  of 
rum: 

But  say,  ye  boon  companions,  in  what  strains 
What  grateful  strains,  shall  I record  the  praise 
Of  their  best  product,  heart-recruiting  rum? 
Thrice  wholesome  spirit!  well-matured  with 
age, 

Thrice  grateful  to  the  palate!  when,  with 
thirst, 

With  heat,  with  labour,  and  worn  care  op- 
pressed, 

I quaff  thy  bowl,  where  fruit  my  hands  have 
culled, 

Round  golden  fruit;  when  water  from  the 
spring, 

Which  dripping  coolness  spreads  her  umbrage 
round; 

With  hardest,  whitest  sugar,  thrice  refined, 
Dilates  my  soul  with  genuine  joy.  . . . 

not  Vigormian  hills, 

Pomona’s  loved  abode,  afford  to  man 
Goblets  more  prized  or  laudable  of  taste. 

To  slake  parched  thirst,  and  mitigate  the 
clime. 

The  recipe  for  a cooling  rum  and  fruit 
punch  has  not  changed  since  Grainger’s 
day,  and  there  is  a premonition  of  adver- 
tising copy  in  his  style.  However,  one 
must  remember  his  financial  interest  in  the 
market  for  sugar  cane’s  allied  product. 

In  Book  IV  Grainger’s  medical  back- 
ground serves  him  in  good  stead.  His 
verse  descriptions  of  tropical  diseases  merit 
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recollection.  He  describes  helminthic  in- 
festation among  the  Negro  slaves  with  a 
line  notable  for  its  lack  of  melody: 

Worms  lurk  in  all:  yet,  pronest  they  to 

worms, 

Who  from  Mundingo  sail.  . . 

A bit  after  this  introduction  we  learn  that: 

Yet,  of  all  the  ills  which  torture  Libya’s  sons, 
Worms  tyrranize  the  worst.  They,  Proteus- 
like, 

Each  symptom  of  each  malady  assume; 

And,  under  every  mark,  th’  assassins  kill. 

Now  in  the  guise  of  horrid  spasms,  they 
writhe 

The  tortured  body  and  all  sense  o’erpower.  . . 
What  remedies  shall  puzzl’d  Art  oppose? 
Thanks  to  th’  Almighty,  in  each  path- way 
hedge, 

Rank  cow-itch  grows,  whose  sharp  unnum- 
bered stings, 

Sheathed  in  molasses,  from  their  dens  expell, 
Full  dens  of  death,  the  reptile  lurking  foe. 

A powerful  vermifuge  in  skillful  hands, 

The  worm-grass  proves;  yet,  even  in  the 
hands  of  skill, 

Sudden,  I’ve  known  it  dim  the  visual  ray 
For  a whole  day  and  night.  There  are  those 
who  use 

(And  sage  Experience  justifies  the  use) 

The  mineral  product  of  the  Cornish  mine. 

The  emphasis  on  parasitism  as  a Protean 
disease  is  well  in  keeping  with  the  cliches 
of  twentieth  century  descriptions  of  many 
diseases.  The  use  of  herbal  remedies  as 
vermifuges  is  still  not  uncommon;  Grainger 
astutely  notes  transient  visual  disturbances 
as  an  iatrogenic  complication  of  therapy. 
He  also  recognizes  the  value  of  antimony 
compounds,  originally  mined  in  Cornwall 
and  exploited  commercially  by  the  Phoeni- 
cians. 

The  height  of  medical  blank  verse  is 
reached  in  Grainger  on  yaws;  he  invokes 
his  muse: 

Or,  shall  she  sing,  and  not  debase  her  lay, 

The  pest  peculiar  to  the  Aethiop  kind, 

The  yaw’s  infectious  bane?— Th’  infected  far 
In  huts,  to  leeward,  lodge;  or  near  the  main. 
With  heartening  food,  with  turtle,  and  with 
conchs, 

The  flowers  of  sulphur  and  hard  niccars  burnt, 
The  lurking  evil  from  the  blood  expel, 

And  throw  it  on  the  surface:  there  in  spots 
Which  cause  no  pain  and  scanty  ichor  yield, 
It  chiefly  breaks  about  the  arms  and  hips, 

A virulent  contagion!  — When  no  more 
Round  knobby  spots  deform,  but  the  disease 
Seems  at  a pause:  then  let  the  learned  leach 
Give,  in  due  dose,  live-silver  from  the  mine; 
Till  copious  spitting  the  whole  taint  exhaust. — 


Nor  thou  repine,  though  half-way  round  the 
Sun 

This  globe  her  annual  progress  shall  absolve, 
Ere,  cleared,  thy  slave  from  all  infection 
shine. 

Nor  then  be  confident;  successive  crops 
Of  defoetidations  oft  will  spot  the  skin: 

These  thou,  with  turpentine  and  guaiac  pods, 
Reduced  by  coction  to  a wholesome  draught, 
Total  remove,  and  give  the  blood  its  balm. 

Even  before  a spirochete  was  discovered  to 
be  its  cause,  Grainger  intuitively  recog- 
nized yaws  as  a hematogenous  infection 
with  secondary  skin  lesions.  He  recog- 
nized the  principle  of  isolating  infected 
patients,  described  the  lesions,  and  recom- 
mended treatment  by  mercury  for  as  long 
as  six  months.  He  also  pointed  out  that 
even  after  adequate  heavy  metal  therapy, 
new  skin  lesions  may  appear  which  may 
respond  to  another  therapeutic  regimen. 

Later  in  Book  IV  Grainger  describes 
pharmacologically  active  preparations  from 
the  indigenous  flora.  His  apostrophe  to 
cassia  has  some  charm: 

See,  what  yellow  flowers 
Dance  in  the  gale  and  scent  the  ambient  air; 
While  thy  long  pods,  full  fraught  with  nectar’ d 
sweets, 

Relieve  the  bowels  from  their  lagging  load. 

Comment 

The  Sugar  Cane  was  published  in  1764. 
Percy  gave  it  a good  notice  in  the  London 
Chronicle , and  Johnson  wrote  a generally 
favorable  article  for  the  Critical  Review , 
Smollett  being  abroad.  However,  Johnson 
took  issue  with  Grainger  for  not  con- 
demning outright  the  slave  trade,  although 
he  had  recommended  treating  slaves  with 
kindness  and  humanity.  This  seems  an 
unreasonable  demand  for  a critic  of  poetry 
to  put  on  an  author  of  that  epoch,  all  the 
more  as  Johnson  had  never  professed  to  ally 
himself  with  any  school  of  social  criticism. 
The  Sugar  Cane  received  sufficient  recogni- 
tion in  its  day  to  warrant  a pirated  edition 
in  1766.  Grainger  expanded  the  explana- 
tory notes  to  The  Sugar  Cane  into  an 
“Essay  upon  the  more  common  West 
India  Diseases;  and  the  Remedies  which 
that  Country  itself  produces.  To  which 
are  added  some  Hints  on  the  Management, 
&c.,  of  Negroes.  By  a Physician  in  the 
West  Indies.”  A second  edition  of  it  with 
notes  and  a Linnaean  index  by  William 
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Wright,  M.D.,  was  published  in  1802. 
Grainger  returned  to  St.  Christopher  before 
either  his  poem  or  the  essay  was  published. 
Before  sailing,  he  contributed  a ballad  of 
West  Indian  life  title  “Bryan  and  Pareene” 
to  the  first  volume  of  Percy’s  Reliques.  He 
passed  the  last  two  years  of  his  life  on  St. 
Christopher,  dying  in  December,  1766,  of 
the  West  Indian  fever.  Percy  served  as 
his  literary  executor. 

In  his  preface  to  Grainger’s  poems 
Chalmers*  writes: 

The  images  in  this  poem  are  in  general  low, 
and  the  allusions,  where  the  poet  would  be 
minutely  descriptive,  descend  to  things  little 
and  familiar.  Yet  so  new  and  uncouth  to  her, 
that  it  is  impossible  “her  heavenly  plumes” 

* Chalmers,  A.,  Ed.:  The  poems  of  James  Grainger,  in 
The  Works  of  the  English  Poets  from  Chaucer  to  Cowper, 
London,  J.  Johnson,  1810,  vol.  14,  p.  467. 


should  escape  being  “soiled.”  What  muse, 
indeed,  could  give  a receipt  for  a compost  of 
“weeds,  mould,  dung,  and  stale,”  or  a lively 
description  of  the  symptoms  and  cure  of  yaws, 
yet  preserve  her  elegance  or  purity. 

To  the  twentieth  century  ear  much  of 
Grainger’s  rhetoric  seems  fustian,  and  his 
powers  of  ratiocination  and  imagination  do 
not  rise  conspicuously  above  those  of  the 
average  litterateur  of  his  period.  His 
special  virtue  lies  in  the  accurate  observa- 
tion of  nature,  the  product  in  part  of  his 
medical  training.  At  least  it  reflects  the 
empiricism  of  his  day,  an  integral  thread  in 
the  fabric  of  the  scientific  thought  of  our 
own  day.  If  indeed  we  cannot  crown  him 
with  a wreath  of  laurel,  possibly  some 
cassia  blossoms  might  do,  hinting  at  his 
lack  of  literary  constipation:  The  Sugar 

Cane  runs  for  2,560  lines ! 


Share 

Your 

Medical 

Journals 

With 

Colleagues 

Overseas 


The  doctors  of  the  U.S.A.  are  being  asked  to  send  their  medical  journals — 
after  they  have  read  them — to  colleagues  overseas  (Asia,  Latin  America, 
and  Africa)  who  wish  to  have  access  to  current  medical  literature  but, 
either  because  of  currency  regulations  or  actual  cost  involved,  cannot 
themselves  subscribe  to  medical  periodicals.  We  can  supply  you  with 
the  name,  address,  and  medical  specialty  of  doctors  in  these  areas  who 
would  be  happy  to  receive  these  much  wanted  journals,  particularly 
specialty  journals. 

This  is  a direct  “Doctor-to-Doctor”  program  which  is  being  promoted  by 
the  United  States  Committee  of  The  World  Medical  Association  to  help 
alleviate  the  lack  of  current  medical  publications  and  to  further  inter- 
national good  will.  Your  cooperation  in  this  program  will  be  greatly 
appreciated  and  your  contact  with  these  colleagues  in  other  countries,  we 
can  assure  you,  will  prove  very  gratifying.  If  you  wish  to  participate  in 
this  program,  send  your  name,  address,  and  titles  of  journals  you  will 
contribute  to  United  States  Committee,  The  World  Medical  Association. 
10  Columbus  Circle,  New  York  19,  New  York. 
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Official  Medicolegal 
Investigation  in 
the  United  States* 


MILTON  HELPERN,  M.D. 

New  York  City 

Chief  Medical  Examiner,  City  of  New  York; 
Professor  and  Chairman,  Department  of  Forensic  Medicine, 
New  York  University  School  of  Medicine 


|n  every  civilized  community,  someone 
in  authority  must  inquire  officially  into 
the  circumstances  of  death  whenever  the 
following  conditions  obtain:  A person  is 

found  dead  or  dies  without  medical  atten- 
tion; suddenly  and  unexpectedly;  under 
suspicious  or  unusual  circumstances;  from 
criminal,  accidental,  or  suicidal  violence, 
including  poisoning;  from  illegal  abortion; 
or  while  in  legal  custody.  The  designated 
authority  must  also  carry  out  a post- 
mortem examination,  possibly  including  an 
autopsy,  to  determine  the  cause  and  manner 
of  death  and  whether  it  was  due  to  natural 
causes,  suicide,  accident,  or  homicide. 

At  present,  as  in  England,  from  which 
the  system  has  been  derived,  in  most 
jurisdictions  in  the  United  States  the 
official  responsible  for  such  investigations 
is  the  coroner.  In  England  he  is  appointed 
by  a higher  authority  and  required  to  be 
both  a physician  and  a lawyer  in  recogni- 
tion of  his  quasi -judicial  and  medical 
responsibility  to  conduct  inquests  into  the 
circumstances,  cause,  and  manner  of  death. 
In  the  United  States  the  coroner  is  elected 
by  popular  vote  and  in  many  jurisdictions 

* Inaugural  address  delivered  as  incoming  president  of  the 
Society  of  Medical  Jurisprudence,  New  York  City,  January 
11  1965. 


is  not  required  to  have  any  special  qualifica- 
tions other  than  eligibility  to  run  for  public 
office.  In  most  places  he  need  not  be  a 
physician  or  lawyer.  In  some  states  he 
must  be  a physician  but  not  necessarily 
one  qualified  for  the  specialized  work 
entailed:  examining  a dead  body;  deciding 
whether  or  not  the  postmortem  examina- 
tion should  include  an  autopsy;  performing 
the  autopsy  when  it  is  indicated;  or  under- 
standing the  need  for  various  laboratory 
examinations  in  connection  with  it.  In 
recent  years  the  inadequacies  of  most 
coroners’  investigations  in  this  country 
have  become  increasingly  evident  and  in 
some  instances  have  led  to  the  replace- 
ment of  coroners  by  medical  officials  known 
as  medical  examiners. 

New  York  State  medical 
examiner's  law 

When  the  medical  examiner  system  was 
first  established  in  Massachusetts  in  1877, 
the  specialty  of  pathology  and  the  need  for 
a disciplined  pathologist  in  official  in- 
vestigations of  deaths  were  not  yet  recog- 
nized. Following  a scathing  report**  on  an 
investigation  of  the  coroner’s  office  in 
New  York  City,  the  New  York  State 
Legislature  in  1915  enacted  a statute  that 
abolished  those  offices  then  existent  in  the 
five  counties  comprising  the  city.  In  their 
place  a single  municipal  medical  examiner’s 
office  was  established,  with  a chief  medical 
examiner  as  its  head.  The  law  provided 
that  the  chief  medical  examiner  and  all 
deputy  and  assistant  medical  examiners,  to 
investigate  the  wide  variety  of  deaths 
needing  official  inquiry,  had  to  be  doctors 
of  medicine  and  skilled  pathologists  and 
microscopists.  This  was  the  first  legal 
recognition  in  the  United  States  that 
pathology  is  the  basic  discipline  for  this 
important  responsibility. 

**  Wallstein,  L.  M. : Report  on  Special  Examination  of  the 
Accounts  and  Methods  of  the  Office  of  Coroner  in  The  City 
of  New  York,  January  2,  1915. 
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The  medical  examiner’s  law  for  New 
York  City  requires  that  on  receiving 
notification  of  a death  within  the  jurisdic- 
tion of  his  office,  a medical  examiner  must 
immediately  go  to  and  examine  the  dead 
body  at  the  scene  where  it  was  found  and 
there  make  a proper  investigation  of  the 
circumstances  and  a postmortem  examina- 
tion. It  is  his  responsibility  to  decide 
from  the  circumstances  and  examination 
of  the  body  whether  a certificate  of  death 
can  be  issued  at  the  scene  or  whether  the 
body  should  be  examined  at  autopsy  and 
the  death  investigated  further.  Because 
of  the  present  scarcity  of  pathologists, 
the  medical  examiner’s  law  in  New  York 
City  has  been  amended  to  permit  qualified 
physicians  to  conduct  the  initial  phases  of 
the  investigation  and  to  certify  deaths  that 
investigation  reveals  require  no  autopsy  for 
any  official  purpose.  In  addition  to  the 
original  provision  in  the  law  that  the 
autopsy  in  a medical  examiner’s  case 
must  be  performed  by  a medical  examiner 
(forensic  pathologist),  the  amended  law 
now  specifically  requires  that  the  autopsy 
shall  include  necessary  histologic,  toxico- 
logic, serologic,  and  microbiologic  examina- 
tions and  that  in  a death  by  homicide  the 
autopsy  must  be  witnessed  by  at  least  one 
other  medical  examiner. 

The  law  has  always  required  that  deaths 
in  which  the  findings  are  suspicious  or 
indicative  of  criminal  violence  be  reported 
to  the  police  and  to  the  appropriate  district 
attorney’s  office  for  action.  Except  for 
such  cases,  records  of  investigations  and 
autopsies  of  all  others  are  available 
for  public  inspection  by  interested  parties. 
Although  the  law  does  not  specifically 
provide  for  it,  information  derived  from 
medical  examiners’  investigations  indicat- 
ing possible  hazards  to  the  public  health, 
whether  in  the  home,  in  public  places,  or  in 
industry,  is  promptly  reported  to  ap- 
propriate agencies  for  remedial  action. 
The  findings  in  medical  examiners’  cases 
are  of  immediate  concern  to  the  public 
and  the  authorities. 

The  medical  examiner’s  law  that  es- 
tablished the  system  in  New  York  City  has 
served  as  a prototype  for  legislation  setting 
up  somewhat  similar  agencies  in  other 
jurisdictions.  These  now  include:  West- 

chester, Nassau,  Suffolk,  Erie,  and  Monroe 
counties  in  New  York  State;  the  State  of 


Maryland;  the  Commonwealth  of  Vir- 
ginia; the  county  of  Philadelphia  in  Penn- 
sylvania; Dade  County,  Florida;  Wayne 
County,  Michigan;  Harris  and  Bexar 
counties,  Texas;  and  other  jurisdictions  in 
increasing  number. 

Defects  of  coroner  system 

The  improvement  in  the  quality  of 
official  investigation  of  deaths  under  the 
medical  examiner’s  system  has  indirectly 
resulted  in  some  improvement  in  the 
quality  of  coroners’  investigations  and 
some  appreciation  of  the  need  for  improve- 
ment. In  many  jurisdictions  the  desire 
to  replace  the  coroner’s  system  with  the 
medical  examiner’s  system  has  met  with 
considerable  opposition  on  the  part  of 
state  and  county  governments.  Most  cor- 
oners have  limited  jurisdiction  and  can 
order  an  autopsy  only  in  deaths  in  which 
suicide  or  homicide  is  obviously  indicated 
or  suspected.  In  seemingly  accidental  or 
natural  deaths,  autopsy  examinations  can- 
not be  made  without  the  consent  of  the 
next  of  kin.  This  legal  restriction  violates 
a cardinal  principle  in  forensic  medicine 
and  pathology,  namely,  that  a violent 
death,  regardless  of  its  category,  may  only 
be  revealed  as  such  after  a consideration 
of  all  the  circumstances  and  the  most 
searching  type  of  autopsy,  including  chemi- 
cal, histologic,  and  other  laboratory  ex- 
aminations. Deaths  from  poisoning,  crimi- 
nal abortion,  or  traumatic  injury  not 
evident  on  external  examination  may  go 
unrecognized  and  be  certified  as  deaths 
from  natural  causes.  On  the  other  hand, 
misinterpretation  of  external  injuries  in 
connection  with  misleading  circumstances 
may  result  in  an  erroneous  conclusion  that 
the  death  was  by  violence. 

The  inherent  defects  in  the  coroner’s 
system  are  apt  to  result  in  inadequate 
postmortem  investigations  and  unwar- 
ranted conclusions  in  cases  of  sudden,  un- 
expected, suspicious,  and  violent  death. 
The  statutes  governing  the  coroners  not 
only  fail  to  provide  clear  or  sufficient 
authority  for  the  initiation  of  a proper 
investigation  but  also  do  not  recognize 
that  a competent  investigation  can  only 
be  carried  out  by  a pathologist  trained  and 
experienced  in  this  particular  type  of  work. 
Knowledge  and  medical  understanding  of 
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the  circumstances  as  well  as  discipline 
in  pathology  are  required  if  a correct 
conclusion  is  to  be  reached. 

The  coroner,  who  need  not  be  a physician, 
may  decline  to  investigate  a death  brought 
to  his  attention  because  there  are  not 
apparent  or  evident  suspicious  circum- 
stances or  findings  on  the  body.  In  such  a 
case,  a private  physician  or  health  officer 
is  requested  or  directed  to  certify  the 
death,  often  against  his  better  judgment. 
If  the  case  is  one  in  which  the  death  is  not 
clearly  the  result  of  criminal  violence  or 
suicide,  or  there  are  no  obvious  reasons 
to  suspect  it,  the  coroner  may  neglect  to 
have  the  cause  of  death  determined  easily 
and  accurately  by  autopsy  even  when  the 
services  of  a pathologist  are  available  to 
him.  It  is  important  to  suspect  the 
possibility  and  recognize  deaths  by  violence 
in  which  the  anatomic  indications  are 
minimal  and  the  traumatic  injury  is 
subtly  concealed  and  easily  overlooked. 
Similarly,  it  is  important  not  to  misinter- 
pret disease  processes  as  traumatic  injury. 
In  this  connection  one  of  the  most  common 
mistakes  is  failure  to  recognize  the  es- 
sentially natural  character  of  intracranial 
hemorrhage  from  the  rupture  of  saccular 
aneurysms  of  the  cerebral  arteries. 

Need  for  autopsies 

Statutes  must  provide  legal  authority  for 
the  medical  examiner  or  coroner  to  in- 
vestigate broad  categories  of  deaths,  so 
that  all  traumatic  causes  will  be  discovered. 
This  does  not  imply  that  in  every  death 
that  should  be  reported  to  and  investigated 
by  a coroner  or  medical  examiner  an 
autopsy  must  be  included  as  part  of  the 
postmortem  investigation.  However, 
when  there  is  reasonable  indication  of  the 
need  for  an  autopsy  from  the  circumstances, 
history,  and  external  appearance  of  the 
body,  the  authority  for  its  performance 
and  the  requirement  that  it  be  carried  out 
by  a qualified  pathologist  should  be 
provided  in  the  law.  The  coroner  or  the 
medical  examiner  is  expected  to  use  discre- 
tion and  to  base  his  decision  on  the  need 
for  an  autopsy  as  much  on  the  circum- 
stances as  on  the  external  appearance  of 
the  body. 

Both  physical  and  chemical  violence 
are  often  concealed  completely.  External 


violence  does  not  necessarily  establish 
a traumatic  cause  of  death. 

The  medical  examiner  must  exercise 
reasonable  authority  with  regard  to  the 
inclusion  of  the  autopsy.  He  can  no 
more  perform  an  autopsy  arbitrarily  in 
every  case  referred  to  him  than  the  police 
officer  can  arbitrarily  arrest  anyone  he  sees 
while  patrolling  his  beat.  But  even  when  a 
medical  examiner  or  coroner  exercises  the 
most  reasonable  caution  in  carrying  out  his 
official  duties,  he  possesses  ample  authority 
to  order  and  perform  autopsies  in  numerous 
deaths  that  are  not  now  receiving  a proper 
official  investigation,  either  because  they 
are  not  being  reported  or  are  not  being 
accepted  and  examined  properly  at  au- 
topsy. The  result  is  that  many  deaths 
from  obvious  or  concealed  violence  are 
going  unrecognized  or  are  being  inade- 
quately investigated.  This  is  against  the 
public  interest  and  the  proper  administra- 
tion of  justice. 

For  the  effective  operation  of  a medical 
examiner’s  or  coroner’s  office,  it  is  im- 
portant to  provide  a safeguard  in  the  form 
of  a screening  of  all  certifications  of  death 
in  the  community  to  determine  whether 
the  case  should  be  referred  to  the  medical 
examiner  or  coroner  for  investigation 
before  the  body  is  removed  from  the  scene 
of  death  and  embalmed  for  burial.  Such 
preliminary  screening  of  every  death  cer- 
tificate should  be  carried  out  in  all  deaths. 
This  procedure  has  been  followed  for  many 
years  in  New  York  City  but  nowhere  else. 
The  body  of  a deceased  person  in  New 
York  City  cannot  be  removed  from  the 
place  of  death,  whether  home  or  hospital, 
before  the  undertaker  has  reported  the 
cause  of  death  over  the  telephone  to  the 
burial  permit  bureau  of  the  health  depart- 
ment. Here,  the  report  is  screened  by  a 
trained  medical  clerk  familiar  with  death 
certifications. 

Reporting  of  medical  examiner’s  cases 

Most  physicians  have  relatively  few 
deaths  among  patients  in  their  clinical 
practice  and  may  forget  or  are  unaware  of 
the  legal  requirement  to  report  to  the  medi- 
cal examiner’s  office  deaths  that  are  not 
entirely  the  result  of  disease.  Such  ini- 
tially unreported  deaths  are  referred  to  the 
medical  examiner’s  office  by  the  health 
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department.  In  New  York  City  any 
death  in  which  a traumatic  injury  plays 
any  part  must  be  reported  to  the  medical 
examiner’s  office  for  investigation  and 
certification. 

It  is  the  medical  examiner’s  responsibility 
to  decide  whether  or  not  an  autopsy  is  to  be 
performed  as  part  of  the  postmortem 
examination,  to  perform  the  autopsy  if 
needed,  and  to  certify  the  cause  of  death. 
Considerable  numbers  of  medical  exam- 
iner’s cases  are  reported  to  the  medical 
examiner  in  this  way — deaths  that  in  other 
communities  bypass  the  coroner  and  medi- 
cal examiner.  It  is  important  that  physi- 
cians be  educated  to  report  appropriate 
deaths  to  the  medical  examiner  or  coroner. 
A screening  procedure  that  assures  that 
such  deaths  are  reported  is  also  important. 
Otherwise,  the  talent  and  facilities  of 
even  the  best-staffed  and  best-equipped 
medical  examiner’s  or  coroner’s  office  will 
not  be  put  to  the  most  effective  use. 

In  this  connection  it  is  surprising  how 
many  physicians  are  unaware  of  what 
sorts  of  deaths  occurring  in  private  or 
hospital  practice  are  reportable  to  the 
medical  examiner  or  coroner.  Hospitals 
are  apt  to  forget  their  responsibility  to 
report  deaths  to  these  agencies  for  official 
investigation,  especially  when  a permit 
for  an  autopsy  is  obtained  from  the  next 
of  kin.  Such  oversights  may  occur  in 
good  faith  because  there  is  no  reasonable 
suspicion  of  violence  surrounding  the 
death.  The  traumatic  nature  of  the  case 
may  be  revealed  first  during  the  performance 
of  a routine  consent  autopsy  by  a pa- 
thologist who  knows  enough  forensic 
pathology  to  recognize  the  situation.  In 
other  instances,  in  obvious  medical  ex- 
aminer’s or  coroner’s  cases,  hospitals  have 
taken  matters  into  their  own  hands,  have 
obtained  permission  for  autopsy  from  the 
next  of  kin,  and  then  have  performed  it. 
Sometimes  this  improper  action  has  been 
rationalized  on  the  basis  of  an  experience 
with  another  such  case  that  had  been 
properly  reported  to  the  medical  examiner 
or  coroner,  who,  to  the  consternation  of  the 
hospital  medical  staff,  either  declined  to 
accept  it  or  certified  it  without  autopsy. 
However,  it  has  been  my  experience  that 
medical  examiners  are  more  sinned  against 
than  sinning  in  their  relations  with  hospitals 
in  the  matter  of  the  reporting  and  accept- 


ance of  medical  examiner’s  cases.  The 
situation  is  not  improved  and  often  is 
strained  when  the  medical  examiner  de- 
cides to  certify  a cause  of  death  without 
autopsy  in  a case  in  which  the  family 
would  not  object  and  in  which  the  autopsy, 
even  though  legally  not  essential,  would 
be  of  great  medical  value.  This  is  es- 
pecially true  in  cases  of  obvious  but  not 
criminal  traumatic  injury  in  which  the 
patient  has  survived  a long  time  in  the 
hospital  and  on  whom  considerable  medical 
attention  and  care  has  been  expended. 

Hospitals  should  report  medical  ex- 
aminer’s or  coroner’s  cases  promptly  and 
should  not  attempt  to  obtain  permission 
for  autopsy  unless  the  cases  are  first 
discussed  with  the  medical  examiner  or 
coroner.  Many  such  cases  must  be  rou- 
tinely examined  at  autopsy  as  part  of  the 
official  investigation.  In  such  cases  an 
unauthorized  request  of  the  hospital  staff 
for  permission  for  an  autopsy  from  the 
next  of  kin  that  may  be  refused  may 
produce  in  the  family  a feeling  of  distrust  of 
the  hospital  as  well  as  of  the  medical 
examiner  or  coroner.  The  relatives  are 
not  able  to  understand  why  the  hospital 
asked  permission  if  an  autopsy  had  to  be 
performed  by  the  medical  examiner. 

A hospital  staff  also  may  perform  an 
autopsy  with  consent  of  the  family  in  a 
medical  examiner’s  case  without  reporting 
the  death  to  the  medical  examiner.  Some 
hospitals  are  under  the  impression  that  a 
medical  examiner’s  or  coroner’s  office 
can  be  used  as  a device  to  obtain  autopsies 
in  interesting  medical  or  surgical  cases 
when  permission  for  autopsy  has  been 
refused  by  the  family.  Threats  to  report  a 
death  to  the  medical  examiner’s  office 
because  the  family  will  not  sign  permission 
for  autopsy  result  in  delays  in  reporting 
of  medical  examiner’s  cases  and  in  death 
certification.  This  results  in  inconven- 
ience and  dissatisfaction  for  the  family  at  a 
trying  time  and  in  complaints  by  the 
family  and  the  funeral  director  to  the  hospi- 
tal and  medical  examiner’s  office. 

There  are  cases  that  properly  fall  under 
the  jurisdiction  of  the  medical  examiner’s 
office,  yet  do  not  require  an  autopsy  as 
part  of  the  postmortem  examination  for 
any  legal  reason.  In  such  cases  an  au- 
topsy against  the  family’s  wishes  some- 
times has  been  construed  as  an  arbitrary, 
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unwarranted  act  on  the  part  of  the  medical 
examiner.  The  medical  examiner’s  law 
does  not  require  an  autopsy  in  every  case. 
Many  physicians  are  under  the  erroneous 
impression  that  a medical  examiner  can 
perform  an  autopsy  in  any  case  referred 
to  his  office.  Medical  examiners  and 
coroners  have  been  sued  for  the  arbitrary 
performance  of  autopsies  against  the  strong 
objection  of  the  next  of  kin,  usually  in 
hospital  deaths  in  which  the  procedure  was 
not  considered  justifiable  or  necessary  for 
any  official  purpose.  Nevertheless,  the 
law  in  New  York  City  does  provide  broad 
authority  to  the  medical  examiners  for 
the  performance  of  autopsies  in  the  dis- 
charge of  their  official  responsibilities  to 
their  office  and  to  the  public. 

Role  of  forensic  pathology 

The  discussion  thus  far  has  concerned 
itself  with  the  responsibility  of  medical 
examiners  and  coroners  in  the  investigation 
and  determination  of  the  cause  of  sudden, 
suspicious,  and  violent  death.  How  does 
the  subject  of  forensic  pathology  fit  into 
this  picture,  and  what  is  a forensic  pa- 
thologist? It  is  evident  that  if  the  cause 
of  death  in  a case  studied  by  a medical  ex- 
aminer or  coroner  is  to  be  accurately  deter- 
mined in  the  fullest  sense,  the  person  in 
charge  of  the  investigation  must  under- 
stand the  necessity  for  an  autopsy  and  for 
a thorough  investigation  of  the  circum- 
stances at  the  scene  where  the  dead  body 
is  found.  This  may  even  require  an  in- 
vestigation in  a hospital  in  cases  in  which  a 
death  has  occurred  in  the  operating  room, 
during  a diagnostic  or  therapeutic  pro- 
cedure, or  from  some  traumatic  injury 
sustained  while  the  now-deceased  person 
was  receiving  hospital  care. 

In  all  cases  studied  by  a medical  ex- 
aminer or  coroner,  a knowledge  of  the 
circumstances  preceding  and  sometimes  fol- 
lowing the  death  is  of  paramount  impor- 
tance in  the  subsequent  evaluation  of  the 
postmortem  findings.  The  forensic  pa- 
thologist cannot  separate  himself  from  such 
an  investigation.  He  must  do  more  than 
examine  the  dead  body  and  must  not  re- 
fuse to  consider  pertinent  information 
about  the  circumstances  because  it  was 
obtained  from  nonmedical  sources.  In- 
formation may  be  derived  from  police 


investigations,  friends  and  relatives  of  the 
deceased  person,  and  hospital  records. 
One  never  knows  from  what  source  the 
significant  information  will  come  that  will 
lead  to  the  correct  interpretation  of  the 
sometimes  confusing  findings  of  a medical 
examiner’s  or  coroner’s  autopsy.  There 
have  been  numerous  instances  of  erro- 
neous conclusions  because  a pathologist 
did  not  take  the  trouble  to  learn  or  refused 
to  heed  information  available  to  him. 

The  forensic  pathologist  is  in  need  of 
broad  training  and  experience  in  general 
pathology,  especially  in  the  performance  of 
complete  autopsies.  The  autopsy  in  a 
medica1  examiner’s  or  coroner’s  case  can- 
not be  delegated  to  any  pathologist,  with 
the  idea  that  it  is  a self-revealing  procedure 
merely  requiring  the  opening  of  the  body, 
conventional  inspection  of  the  organs  and 
body  regions,  and  an  inventory  of  the 
findings.  In  every  case  the  forensic  pa- 
thologist must  always  be  aware  of  the  his- 
tory and  circumstances  and  anticipate 
the  issues  that  may  arise.  Each  forensic 
autopsy  represents  an  individual  problem 
and  requires  a detailed  external  and  inter- 
nal examination.  It  cannot  be  performed 
satisfactorily  by  anyone  simply  removing 
organs  routinely  and  en  masse  for  later 
review  and  interpretation  by  a pathologist 
who  has  not  seen  the  autopsy  or  the  body. 
There  are  many  findings  that  are  only 
evident  at  the  time  the  organs  and  tissues 
are  systematically  investigated  during  the 
autopsy  itself.  The  common  practice  in 
the  conventional  autopsy  of  removing  the 
brain  without  scrutiny  and  placing  it  in  a 
container  of  fixative  without  careful  dis- 
section and  correlated  study  of  the  scalp, 
skull,  and  meninges  often  has  resulted  in 
failure  to  recognize  a fracture  of  the  skull 
and  other  traumatic  injuries.  Such  find- 
ings may  not  be  suggested  until  the  fixed 
brain  is  examined  weeks  after  the  autopsy 
and  burial  of  the  body. 

In  some  jurisdictions  in  which  the  coroner 
arranges  with  the  department  of  pathology 
of  a hospital  to  perform  the  forensic  au- 
topsies, there  is  a tendency  to  assign  such 
duties  to  the  youngest  pathologist  on  the 
staff,  working  without  immediate  and 
direct  supervision  by  the  most  experienced 
pathologist  in  the  department.  Fre- 
quently, the  pathologist  who  should  be 
responsible  is  too  busy  with  other  pressing 
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work  in  a large  laboratory  and  does  not 
take  or  have  the  time  to  learn  the  back- 
ground and  circumstances  of  the  case,  with 
the  result  that  the  autopsy  is  performed 
perfunctorily,  without  awareness  of  what 
is  at  issue. 

Thus,  air  or  thrombotic  embolisms, 
chokings  on  boluses  of  food,  fractures  of 
the  cervical  spine  or  skull,  manual  stran- 
gulations, poisonings,  and  injuries  of  the 
extremities  and  pelvis  have  gone  unrecog- 
nized. Natural  hemorrhages  within  the 
cranial  cavity  have  been  misinterpreted  as 
traumatic,  and  vice  versa,  or  the  character 
of  the  hemorrhage  has  not  been  considered. 
Subarachnoid  and  cerebral  hemorrhages 
from  ruptured  aneurysms  have  not  been 
evaluated  properly.  Whether  a process 
is  fresh,  recent,  or  old  is  often  not  con- 
sidered, and  observations  that  might  pro- 
vide the  basis  for  a conclusion  are  not  made 
or  noted  in  the  record.  Deaths  from  elec- 
trocution, acute  and  chronic  poisoning, 
especially  alcoholism,  narcotics  addiction, 
and  criminal  abortion  have  gone  unrecog- 
nized. 

Because  of  lack  of  interest,  experience, 
or  training,  the  pathologist  who  is  called 
on  to  do  a forensic  autopsy  may  carry  out 
a hasty,  incomplete,  and  inadequate  in- 
vestigation and  fail  to  prepare  a detailed 
record  of  his  findings.  He  may  then  ar- 
rive at  an  unwarranted  conclusion,  which 
cannot  be  supported  by  his  observations. 
He  may  neglect  to  remove  tissues  and 
organs  for  toxicologic,  histologic,  and  other 
studies.  Then  there  is  the  conventional 
autopsy,  with  a seemingly  complete,  de- 
tailed report  and  verbose  descriptions  of 
portions  of  the  body  followed  by  a long 
discussion  of  microscopic  findings.  Such 
reports  do  not  indicate  any  real  understand- 
ing of  the  case  and  what  the  autopsy  was 
expected  to  establish  or  disprove.  The 
subtle  findings  that  would  have  pointed  up 
the  true  cause  of  death  are  overlooked. 

If  the  circumstances  of  the  death  are 
not  considered,  an  autopsy  may  reveal 
several  apparent  causes  of  death  but  fail 
to  disclose  the  actual  cause  of  death. 
A man  may  have  occlusive  coronary  arte- 
riosclerosis of  a severe  grade,  but  this  does 
not  necessarily  establish  that  he  died  of  the 
disease.  An  autopsy  may  reveal  several 
evident  causes  of  death,  but  the  meaning 
and  relationship  of  the  findings — whether 


death  was  natural  or  traumatic — may 
depend  on  information  obtained  from  the 
humblest  of  sources. 

In  one  recent  case  autopsy  disclosed  a 
large  hemorrhage  in  the  left  temporal  lobe 
and  an  acute  suppurative  meningitis, 
with  no  evident  traumatic  injury  of  the 
scalp  or  skull.  The  pathologist  was  at  a 
loss  to  relate  these  findings,  either  of  which 
could  have  caused  death.  It  was  only 
when  a young  relative  came  to  identify  the 
body  and  related  that  the  deceased  person 
had  been  stabbed  through  the  eyelid 
ten  days  before  that  this  was  accomplished. 
There  was  no  evident  disability  at  the 
time  of  the  injury,  and  the  patient  had 
received  treatment  in  the  emergency  clinic 
of  the  hospital.  When  he  was  admitted 
to  the  hospital  in  coma  two  days  later,  no 
one  in  the  hospital  was  aware  of  the  in- 
jury to  the  eyelid,  which  had  healed  to  an 
inconspicuous  size  in  the  interim.  He 
survived  eight  days  in  coma.  It  was  only 
when  the  relative  volunteered  information 
about  the  wound  of  the  eyelid  that  the 
case  became  clear.  On  examination  of  the 
eyeball,  which  was  not  externally  in- 
jured, it  was  then  possible  to  trace  the 
stab  track  above  the  eyeball  through  the 
superior  orbital  fissure  of  the  skull  to  the 
fissure  of  Sylvius  of  the  brain.  The  left 
middle  cerebral  artery  had  been  trau- 
matized, but  the  injury  was  not  imme- 
diately productive  of  the  hemorrhage  that 
subsequently  developed  in  the  left  tem- 
poral lobe.  The  weapon  had  been  a small 
screw  driver  2 inches  long.  The  flat  end 
had  cleared  the  edges  of  the  narrow  superior 
orbital  fissure  without  chipping  them  on 
entry. 

This  is  only  one  of  many  examples  in 
which  the  cause  of  death  cannot  be  estab- 
lished by  postmortem  and  autopsy  exami- 
nation alone. 

In  contrast  to  the  hospital  pathologist, 
who  is  not  pressed  to  find  the  cause  of  death 
or  the  legally  significant  findings  and  who 
can  postpone  the  announcement  of  his 
findings  and  conclusions,  the  forensic 
pathologist  cannot  delay  his  investigation 
and  impression  until  every  phase  of  his  work 
has  been  completed.  There  is  an  urgency 
in  this  work,  necessitating  an  active 
attitude  and  the  reporting  of  significant 
findings  to  appropriate  agencies  for  in- 
vestigation and  action.  Such  advice  might 
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be  too  late  if  the  forensic  pathologist  were 
to  withhold  all  information  until  every 
aspect  of  the  case  had  been  completed. 
If  the  needs  of  the  community  and  the 
ends  of  justice  are  to  be  properly  served, 
he  must  be  trained  for  his  job  and  under- 
stand his  responsibilities  and  the  purpose 
of  his  investigations. 


Coroner  versus  medical 
examiner  system 

It  has  been  conceded  generally  that  the 
medical  examiner’s  system  of  official  in- 
vestigation of  sudden,  suspicious,  and 
violent  death,  which  recognizes  its  es- 
sentially medical  character  from  the  very 
outset,  is  more  effective  in  our  present- 
day  complex  existence  than  the  old  quasi- 
judicial coroner’s  system.  The  latter  oper- 
ates in  most  jurisdictions  in  this  country, 
greatly  outnumbering  those  with  the 
medical  examiner’s  system.  With  some 
exceptions,  notably  in  some  counties  in 
Ohio  and  California,  the  great  majority 
of  coroner’s  offices  are  entirely  inadequate 
to  provide  a community  with  the  type  of 
official  investigation  to  which  it  is  en- 
titled. There  has  been  considerable  re- 
luctance for  and  opposition  to  any  change 
in  most  jurisdictions  in  which  the  coroner’s 
system  prevails — opposition  that  arises 
out  of  a lack  of  insight  and  understanding 
of  its  inadequacy.  This  does  not  imply 
that  the  medical  examiner’s  system  has 
reached  a stage  of  perfection  in  all  areas 
where  it  now  operates,  but  on  the  whole 
it  is  tremendously  superior  to  and  more 
effective  than  the  ancient  coroner  sys- 
tem. At  least,  those  who  operate  under 
a medical  examiner  system  appreciate 
that  any  of  its  shortcomings  arise  out  of  a 
current  scarcity  of  physicians  qualified 
by  training  in  the  disciplines  of  forensic 
pathology  and  medicine,  which  are  basic 
for  this  important  work. 

I would  like  to  describe  an  existing  in- 
stance to  illustrate  the  contrast  between 
the  two  systems — a coroner  system  operat- 
ing in  a large  county  comprising  a big 
industrial  city  of  another  state  and  a 
medical  examiner  system  that  has  oper- 
ated efficiently  and  economically  as  a 
municipal  agency,  replacing  and  merging 
five  formerly  separate  county  coroner’s 


offices  in  the  five  boroughs  of  New  York 
City.  Again,  I wish  to  point  out  that  the 
medical  examiner  system  in  New  York 
City  can  be  improved  even  more  by  a larger 
budget  to  provide  for  more  full-time  medical 
examiners  at  better  salaries  and  other 
scientific  and  administrative  personnel  to 
investigate  properly  the  enormous  num- 
ber of  cases  reported  to  it  each  year.  The 
medical  examiner’s  law  in  New  York 
clearly  delineates  the  authority  and  re- 
sponsibilities of  the  office. 

Information  on  the  large  county — which 
I shall  not  name  because  its  situation  is 
not  unique — was  obtained  at  first  hand 
only  recently  from  a physician  in  that 
county  who  is  now  employed  as  a med- 
ical advisor  to  the  district  attorney.  There 
is  no  medical  position  in  that  coroner’s 
office  providing  for  the  adequate  investiga- 
tion and  screening  of  all  reported  cases. 
This  physician  has  been  able  to  exercise 
his  interest  in  effective  medicolegal  in- 
vestigation only  through  appointment  in 
the  district  attorney’s  office,  an  arrange- 
ment which,  to  say  the  least,  is  ineffective 
and  which  in  court  might  be  misinter- 
preted as  representing  an  interested  point 
of  view  on  the  part  of  the  prosecution. 

In  that  large  county  the  total  popula- 
tion is  1.6  million,  as  compared  with  New 
York  City’s  8 million.  The  annual  bud- 
get for  its  coroner’s  office,  I am  reliably 
informed,  is  $360,000  per  annum,  of  which 
$200,000  is  allocated  for  salaries,  distrib- 
uted as  follows:  The  elected  coroner, 

who  is  a layman  and  by  training  an  ap- 
prentice carpenter,  receives  $15,500.  He 
appoints  18  deputy  coroners  also  laymen, 
whose  salaries  vary  between  $5,000  and 
$10,000  per  annum.  In  addition,  the 
county  officially  employs  13  embalmers 
who  receive  salaries  varying  from  $4,000 
to  $8,000  a year.  The  coroner’s  office 
employs  only  one  pathologist  on  a fee- 
for-service  basis.  He  receives  $50  for 
each  autopsy  and  has  no  say  in  deciding 
which  cases  should  come  to  autopsy.  He 
merely  performs  autopsies  in  cases  the 
coroner  selects.  The  lay  coroner  and  his 
deputies  certify  or  refer  back  to  reporting 
phsyicians  all  other  cases,  without  autopsy. 
The  remaining  money  in  the  budget, 
$160,000,  is  used  to  pay  for  the  cost  of 
coroner’s  inquests,  mainly,  the  fees  paid 
to  witnesses  and  coroners’  jurors. 
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There  was  a total  of  16,855  deaths  in 
that  county  in  1964.  Among  these  cases 
approximately  15  per  cent  were  initially 
referred  to  the  coroner.  This  is  below  the 
20  per  cent  considered  minimal  for  re- 
porting. The  number  of  autopsies  was 
about  200,  less  than  10  per  cent  of  the  total 
number  of  cases  referred.  Only  cases  of 
obviously  suspicious  or  \iolent  deaths  and 
poisonings  are  subjected  to  autopsy.  Some 
laboratory  examinations  are  performed  in 
the  county’s  crime  laboratory.  The  total 
number  of  homicides  was  approximately 
60. 

It  should  be  pointed  out  that  90  per  cent 
of  the  deaths  in  the  county  occur  in  the 
large  city  in  this  county  and  10  per  cent 
elsewhere.  The  district  attorney’s  med- 
ical adviser  is  only  permitted  to  participate 
in  the  investigation  of  the  10  per  cent  of 
deaths  outside  the  city. 

In  contrast  to  the  $360,000  that  this 
county  of  1.6  million  people  expends  each 
year,  employing  a single  pathologist  as  the 
only  physician  and  only  for  the  cases  selected 
for  autopsy  by  the  coroner,  the  City  of 
New  York,  with  a population  of  8 million, 
expends  1 million  dollars  on  the  office  of 
chief  medical  examiner — less  than  three 
times  the  amount  expended  in  the  county 
under  discussion.  In  other  words,  the 
per  capita  cost  of  the  medical  examiner 
system  in  New  York  City  is  12  cents  as 
compared  to  22  cents  in  that  county.  For 
this  small  per  capita  cost  the  medical 
examiner’s  office  in  New  York  City  in- 
vestigates 30,000  as  compared  to  2,500 
cases,  which  is  12  times  the  number  of  cases 
for  less  than  three  times  the  budget,  and 
performs  about  7,000  as  compared  with 
200  autopsies;  thus,  it  performs  35  times 
the  number  of  autopsies,  along  with  all  other 
laboratory  examinations. 

There  are  other  jurisdictions  in  which 
the  coroner’s  office  is  provided  with  a very 
small  budget  and  does  not  even  under- 


take the  complete  investigation  of  cases 
unless  the  deaths  were  obviously  violent. 
Autopsies,  such  as  they  are,  can  only  be 
performed  without  consent  of  next  of  kin 
in  those  cases  in  which  death  obviously 
was  due  to  homicide  or  suicide.  There 
is  no  consistency  about  the  selection  of 
cases  for  autopsy,  nor  are  qualified  pa- 
thologists called  on  to  investigate  the 
circumstances  and  perform  the  autopsies. 

It  is  indeed  an  understatement  to  say 
that  in  most  parts  of  this  country  the 
official  medical  investigation  of  sudden, 
suspicious,  and  violent  death  is  deplorably 
inadequate,  except  in  those  still  relatively 
few  places  where  an  effective  medical 
examiner’s  system  has  been  established 
and  in  the  counties  where  the  coroner’s 
office  is  well  organized  and  sufficiently 
budgeted.  Because  of  inadequate  budgets 
and  lack  of  effective  statutes  to  provide  the 
authority,  jurisdictions  under  the  coroner’s 
system  that  require  and  are  entitled  to  an 
adequate  system  of  official  investigation 
of  deaths  are  denied  it. 

The  situation  is  not  improving  very 
rapidly,  and  qualified  phsyicians  do  not 
find  much  incentive  to  enter  this  difficult 
field  of  applied  pathology,  the  more  so 
since  the  general  shortage  of  medical  spe- 
cialists in  pathology  makes  a career  in 
academic,  hospital,  and  private  pathology 
more  attractive  and  less  burdensome. 
The  medical  and  legal  professions  and 
those  concerned  with  good  government, 
the  welfare  of  the  community,  and  the 
administration  of  justice  must  have  a con- 
tinued interest  in  improving  official  in- 
vestigations of  deaths  in  this  country. 
There  is  much  to  be  accomplished.  Stand- 
ards and  quality  of  performance  must  be 
raised.  The  responsibility  for  good  serv- 
ice of  this  type  is  an  official  one. 

520  First  Avenue, 

New  York  10016 
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Richard  Baer,  M.D.,  of  New  York  City,  died 
on  April  11  at  Madison  Avenue  Hospital  at  the 
age  of  sixty-eight.  Dr.  Baer  received  his 
medical  degree  from  the  University  of  Frank- 
furt in  1922.  He  was  an  adjunct  otolaryngolo- 
gist at  Jewish  Memorial  Hospital  and  chief 
otolaryngologist  at  Jewish  Memorial  Hospital 
Outpatient  Department.  He  received  the  Dis- 
tinguished Service  Medal  of  the  Portugese  Red 
Cross  for  curbing  a typhus  outbreak  in  a con- 
centration camp  in  southwestern  France  in 
1940.  Dr.  Baer  was  a member  of  the  New 
York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Helena  Bertel,  M.D.,  of  New  York  City,  died 
on  March  28  on  a train  en  route  to  Washington 
at  the  age  of  fifty-nine.  Dr.  Bertel  received  her 
medical  degree  from  the  University  of  Vienna  in 
1929.  She  was  director  of  anesthesiology  at 
Fordham  Hospital  and  an  assistant  attending 
anesthesiologist  at  Knickerbocker  Hospital. 
Dr.  Bertel  was  a Diplomate  of  the  American 
Board  of  Anesthesiology,  a Fellow  of  the  Ameri- 
can College  of  Anesthesiologists,  and  a member 
of  the  American  Society  of  Anesthesiologists, 
Inc.,  the  New  York  State  Society  of  Anesthesiol- 
ogists, the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Lester  J.  Blatt,  M.D.,  of  New  Rochelle,  was 
killed  in  an  automobile  accident  there  on  March 
29  at  the  age  of  forty-six.  Dr.  Blatt  graduated 
in  1943  from  New  York  University  College  of 
Medicine.  He  was  an  associate  attending 
proctologic  surgeon  at  Grasslands  Hospital,  a 
clinical  assistant  proctologist  at  New  Rochelle 
Hospital,  and  an  adjunct  proctologic  surgeon  at 
Montefiore  and  St.  Agnes  (White  Plains) 
Hospitals.  Dr.  Blatt  was  a Diplomate  of  the 
American  Board  of  Surgery,  a Fellow  of  the 
American  College  of  Surgeons,  and  a member  of 
the  American  Proctologic  Society,  the  New 
York  Society  of  Colon  and  Rectal  Surgeons,  the 
Westchester  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Max  Eisenstat,  M.D.,  of  The  Bronx,  died  on 
April  5 at  the  age  of  sixty-three.  Dr.  Eisenstat 
graduated  in  1925  from  Vanderbilt  University 
School  of  Medicine.  He  was  a consulting  sur- 
geon at  Morrisania  City  Hospital  and  director  of 
surgery  at  Mount  Eden  General  Hospital.  Dr. 
Eisenstat  was  a Fellow  of  the  International 
College  of  Surgeons  and  a member  of  the 
Bronx  County  Medical  Society,  the  Medical 


Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

William  Lawrence  Gould,  M.D.,  of  Albany, 
died  on  February  11  at  the  age  of  sixty-eight. 
Dr.  Gould  graduated  in  1920  from  Albany  Medi- 
cal College.  He  was  editor  of  the  New  York 
State  General  Practice  News.  Dr.  Gould  was  a 
member  of  the  American  Academy  of  General 
Practice,  the  American  Geriatrics  Society,  the 
Albany  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Elizabeth  W.  Gruenberg,  M.D.,  of  The 

Bronx,  died  on  March  31  at  Memorial  Hospital 
at  the  age  of  sixty-five.  Dr.  Gruenberg  re- 
ceived her  medical  degree  from  the  University 
of  Klausenburg  in  1926.  She  was  a member  of 
the  Bronx  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Otto  Lowenstein,  M.D.,  of  New  York  City, 
died  on  March  25  at  his  home  at  the  age  of 
seventy-five.  Dr.  Lowenstein  received  his 
medical  degree  from  the  University  of  Bonn 
in  1914.  He  was  the  developer  of  pupillog- 
raphy  and  was  head  of  the  pupillography 
laboratory  at  the  Columbia-Presbyterian  Med- 
ical Center  and  professor  emeritus  of  neurology 
and  psychiatry  at  the  University  of  Bonn. 
In  1926  Dr.  Lowenstein  founded  the  Rhinish 
Clinic  for  Child  Psychiatry  in  Bonn;  last 
November  the  University  conferred  an  honorary 
degree  for  his  contribution  to  medicine  and  a 
bronze  bust  was  unveiled  at  the  Clinic.  Dr. 
Lowenstein  was  a Diplomate  of  the  American 
Board  of  Psychiatry  and  Neurology  and  a mem- 
ber of  the  American  Academy  of  Neurology,  the 
Association  for  Research  in  Nervous  and  Mental 
Disease,  the  New  York  Neurological  Society, 
the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Maxwell  Mitchell,  M.D.,  of  Baldwin,  died  on 
March  27  at  his  home  at  the  age  of  seventy. 
Dr.  Mitchell  graduated  in  1920  from  Cornell 
University  Medical  College.  He  was  a mem- 
ber of  the  Nassau  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Jacob  Barnett  Pinkus,  M.D.,  of  The  Bronx, 
died  on  January  24  at  the  age  of  sixty-five. 
Dr.  Pinkus  graduated  in  1924  from  New  York 
Homeopathic  Medical  College  and  Flower 
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Hospital.  He  was  an  adjunct  pediatrician  at 
The  Bronx-Lebanon  Hospital  Center.  Dr. 
Pinkus  was  a member  of  the  Bronx  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 


George  Louis  Trefousse,  M.D.,  of  St.  George, 
Staten  Island  and  New  York  City,  died  on 
April  1 at  the  age  of  seventy.  Dr.  Trefousse 
received  his  medical  degree  from  the  University 
of  Frankfurt  in  1920.  He  was  an  attending 
neuropsychiatrist  at  Richmond  Memorial  Hos- 
pital and  an  associate  attending  neuropsychia- 
trist at  Sea  View  Hospital  and  Home.  Dr. 
Trefousse  was  a member  of  the  Richmond 


Plan  for  combating  food  shortage 


Mankind,  by  intelligent  use  of  available 
resources,  can  feed  the  world  for  a long  time  to 
come,  reported  William  H.  Sebrell,  Jr.,  M.D., 
director  of  Columbia’s  Institute  of  Nutrition 
Sciences. 

In  a speech  recently  at  Portland,  Oregon, 
Dr.  Sebrell  discussed  the  question,  “Can  We 
Feed  the  World?”  He  noted  that,  “although 
many  parts  of  the  world  produce  more  food 
than  their  people  can  use,  in  most  of  the  world 
serious  malnutrition  is  widely  prevalent.  In- 
creases in  crop  production  in  some  areas  are 
not  keeping  pace  with  the  increase  in  popula- 
tion, and  the  situation  is  deteriorating  rather 
than  improving.” 

“However,”  Dr.  Sebrell  said,  “if  we  can  make 
the  best  use  of  even  our  present  knowledge  and 
resources,  conditions  can  be  greatly  improved 
and  we  can  feed  the  world  for  a long  time  to 
come,  even  though  we  fail  to  make  progress  in 
limiting  the  growth  of  population.” 

Basically,  food  production  must  not  only  be 
increased,  but  the  types  of  crops  must  be 
changed  to  produce  more  high  protein  foods. 


County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medi- 
cal Association. 

Daisy  Hoffnagle  Van  Dyke,  M.D.,  of  Bryn 
Mawr,  Pennsylvania,  formerly  of  Malone, 
died  on  February  19  at  the  age  of  seventy-nine. 
Dr.  Van  Dyke  graduated  in  1907  from  Woman’s 
Medical  College  of  Baltimore.  She  was  an 
attending  physician  at  the  Alice  Hyde  Memorial 
Hospital.  From  1915  to  1961  she  served  as 
health  officer  of  the  Town  of  Malone  and  from 
1920  to  1961  she  was  health  officer  of  the  Village 
of  Malone.  Dr.  Van  Dyke  was  a member  of 
the  Franklin  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 


Social  customs  must  be  changed,  ignorance  and 
superstition  combated,  health  programs  im- 
proved, and  suitable  economic  programs  in- 
troduced. He  pointed  out  that  there  is  a 
serious  lack  of  trained  personnel  to  carry  out 
these  programs. 

“The  situation  is  serious  and  requires  a 
crash  program  and  a long-range  program. 
The  immediate  need  requires  the  widespread 
distribution  and  availability  of  foods  of  value  in 
combating  malnutrition  from  whatever  sources 
they  can  be  obtained.  A program  for  distribu- 
tion of  surplus  foods  requires  that  it  be  done 
in  a manner  that  supports  economic  develop- 
ment and  improves  local  food  production.” 

This  crash  program  should  make  use  of  un- 
conventional foods,  such  as  oil  seed  press  cakes 
from  cotton  seed,  soy  beans,  peanuts,  sesame, 
and  other  oil  seeds  which  can  be  combined  with 
cereals  and  flours  to  make  protein-rich  foods. 
These  can  meet  protein  needs  almost  as  well  as 
milk,  meat,  fish,  and  eggs,  explained  Dr.  Se- 
brell. 

His  long-range  program  includes  education 
of  the  lower  economic  groups  to  eradicate 
superstition,  change  social  habits,  and  create 
the  recognition  of  the  importance  of  good  food 
to  health,  especially  in  children. 
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Commission  on  Medical  Services 

Committee  on  Economics 
Committee  on  Ethics 

Committee  on  Hospital  and  Professional 
Relations 

Committee  on  Industrial  Health 
Committee  on  Medical  Care  Insurance 
Committee  on  Workmen’s  Compensation 

George  Himler,  M.D.,  New  York,  Chairman 
Solomon  Schussheim,  M.D.,  Brooklyn,  Vice- 
Chairman 

Economics 

George  Rehmi  Denton,  M.D.,  Albany,  Chair- 
man 

Herbert  E.  Joyce,  M.D.,  Buffalo 
Adelaide  Romaine,  M.D.,  New  York  City 
Gerald  L.  Glaser,  M.D.,  Rochester 
Carl  R.  Ackerman,  M.D.,  Glen  Cove 
Wallace  M.  Sheridan,  M.D.,  White  Plains 
Robert  Elmer  Westlake,  M.D.,  Syracuse 

Public  Medical  Care  Subcommittee 

Marcelle  Bernard,  M.D.,  Bronx,  Chairman 
Albert  F.  R.  Andresen,  Jr.,  M.D.,  New 
Rochelle 

Jason  K.  Moyer,  M.D.,  Binghamton 
Arthur  H.  Mulligan,  M.D.,  Herkimer 
Philip  R.  Roen,  M.D.,  New  York  City 
Peter  Birkel,  M.D.,  Albany,  Adviser 
Alonzo  S.  Yerby,  M.D.,  New  York  City, 
Adviser 

I.  Jay  Brightman,  M.D.,  Albany,  Adviser 

U.S.  Veterans  Administration,  Liaison 
Subcommittee  with 

Herbert  H.  Bauckus,  M.D.,  Buffalo, 
Chairman 

James  L.  Palmer,  M.D.,  Binghamton 

Ethics 

Joseph  G.  Zimring,  M.D.,  Long  Beach, 
Chairman 

Walter  J.  Clarkson,  M.D.,  Bay  Shore 
Warren  A.  Lapp,  M.D.,  Brooklyn 


Hospital  and  Professional  Relations 

Harold  T.  Golden,  M.D.,  Herkimer,  Chairman 
John  H.  Carter,  M.D.,  Albany 
Irving  L.  Ershler,  M.D.,  Syracuse 
August  H.  Groeschel,  M.D.,  New  York  City 
George  Himler,  M.D.,  New  York  City 
Charles  R.  Mathews,  M.D.,  Rochester 
Kenneth  H.  Eckhert,  M.D.,  Buffalo 
Martin  Cherkasky,  M.D.,  Bronx,  Adviser 
Herman  E.  Hilleboe,  M.D.,  New  York  City, 
Adviser 

Jerome  Pollack,  M.D.,  New  York  City, 
Adviser 


Industrial  Health 

Harry  E.  Tebrock,  M.D.,  Douglaston,  Chair- 
man 

Seymour  Fiske,  M.D.,  New  York  City 
Nicholas  I.  Klimow,  M.D.,  Johnson  City 
John  L.  Norris,  M.D.,  Rochester 
Dallas  E.  Billman,  M.D.,  Corning 
Robert  Katz,  M.D.,  New  York  City,  Adviser 
Norvin  C.  Kiefer,  M.D.,  New  York  City, 
Adviser 

Medical  Care  Insurance 

Melvin  S.  Martin,  M.D.,  Warsaw,  Chairman 
Robert  W.  Hurd,  M.D.,  Utica 
Charles  C.  Mangi,  M.D.,  Woodhaven 
Francis  J.  Loperfido,  M.D.,  Bronx 
Theodore  L.  Lytle,  M.D.,  Rochester 
John  D.  Naples,  M.D.,  Buffalo 
Philip  M.  Standish,  M.D.,  Canandaigua 
Harry  John  Mellen,  M.D.,  Albany 

Workmen’s  Compensation 

Carl  F.  Freese,  M.D.,  Hempstead,  Chairman 
John  E.  Hammett,  M.D.,  New  York  City 
Frederic  W.  Holcomb,  Jr.,  M.D.,  Kingston 
Louis  Cohen,  M.D.,  Schenectady 
Robert  F.  McMahon,  M.D.,  Syracuse 
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Robert  Katz,  M.D.,  New  York  City,  Adviser 
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Commission  on  Public  and  Professional 
Affairs 

Committee  on  Federal  Legislation 
Committee  on  Public  Relations 
Committee  on  State  Legislation 

James  M.  Blake,  M.D.,  Schenectady,  Chair- 
man 

Federal  Legislation 

George  J.  Lawrence,  Jr.,  M.D.,  Flushing, 
Chairman 

William  B.  Ayers,  M.D.,  Manhasset 
John  A.  Kalb,  M.D.,  Endicott 
Charles  R.  Mathews,  M.D.,  Rochester 
William  J.  Ryan,  M.D.,  Syracuse 
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Public  Relations 

C.  Stewart  Wallace,  M.D.,  Ithaca,  Chairman 
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man 
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John  D.  Stewart,  M.D.,  Buffalo 
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man 

Thomas  S.  Bumbalo,  M.D.,  Buffalo 
Royal  S.  Davis,  M.D.,  New  Rochelle 
Frederick  A.  Groff,  Jr.,  M.D.,  Schenectady 
Arthur  Howard,  M.D.,  Johnstown 
Herbert  A.  Laughlin,  M.D.,  Westfield 
George  Lim,  M.D.,  Rome 
Leo  V.  Feichtner,  M.D.,  Albany,  Adviser 
Dale  Harro,  M.D.,  Albany,  Adviser 
Harold  Jacob ziner,  M.D.,  New  York  City, 
Adviser 

Robert  P.  Whalen,  M.D.,  Albany,  Adviser 
Film  Review  Subcommittee 

Kenneth  B.  Olson,  M.D.,  Albany,  Chair- 
man 

James  J.  Quinlivan,  M.D.,  Albany 
Forensic  Medicine  Subcommittee 

Milton  Helpern,  M.D.,  New  York  City, 
Chairman 

Richard  Ament,  M.D.,  Buffalo 
Alfred  A.  Angi'ist,  M.D.,  Bronx 
John  F.  Devlin,  M.D.,  New  York  City 
Valentino  D.  B.  Mazzia,  M.D.,  New  York 
City 

Hard  of  Hearing  and  the  Deaf  Subcom- 
mittee 

Karl  W.  Gruppe,  M.D.,  Utica,  Chairman 
Arthur  J.  Cracovaner,  M.D.,  New  York 
City 

Marshall  Y.  Soldineer,  M.D.,  Buffalo 
Anne  M.  Bahlke,  M.D.,  Albany,  Adviser 
Clarence  D.  O’Connor,  Ph.D.,  New  York 
City,  Adviser 

Mrs.  Eleanor  C.  Ronnei,  New  York  City, 
Adviser 

Health  Aspects  of  Ionizing  Radiation 
Subcommittee 

Norman  Simon,  M.D.,  New  York  City, 
Chairman 

Walter  T.  Murphy,  M.D.,  Buffalo 


Arvin  S.  Glicksman,  M.D.,  New  York  City 
Hanson  Blatz,  New  York  City,  Adviser 
John  Harley,  New  York  City,  Adviser 
James  H.  Lade,  M.D.,  Albany,  Adviser 

Heart  Disease  Subcommittee 

Marjorie  Greene,  M.B.,  Hicksville,  Chair 
man 

Charles  A.  Bertrand,  M.D.,  White  Plains 
Irving  L.  Ershler,  M.D.,  Syracuse 
David  G.  Greene,  M.D.,  Buffalo 

I.  Jay  Brightman,  M.D.,  Albany,  Adviser 

J.  G.  Fred  Hiss,  M.D.,  Albany,  Adviser 

Maternal  and  Child  Welfare  Subcom- 
mittee 

Edward  C.  Hughes,  M.D.,  Syracuse,  Chair- 
man 

Alfred  E.  Fischer,  M.D.,  New  York  City 
E.  Jurgen  Plotz,  M.D.,  Albany 
Clyde  L.  Randall,  M.D.,  Buffalo 
Ferdinand  J.  Schoeneck,  M.D.,  Syracuse 
Dale  Harro,  M.D.,  Albany,  Adviser 

Regional  Representatives  in  Obstetrics 
and  Pediatrics 

Region  One:  New  York,  Richmond,  Bronx 
Obstetrics — R.  Gordon  Douglas,  M.D., 
New  York  City 

Pediatrics — Alfred  E.  Fischer,  M.D.,  New 
York  City 

Region  Two:  Kings,  Queens,  Nassau,  Suffolk 
Obstetrics — Paul  Verco  Brinley,  M.D., 
Patchogue 

Pediatrics — Samuel  Karelitz,  M.D.,  New 
Hyde  Park 

Region  Three:  Westchester,  Rockland,  Dutch- 

ess, Putnam,  Orange,  Ulster 
Obstetrics  — John  R.  Gregory,  M.D., 
Bronxville 

Pediatrics — Edward  A.  Hardy,  M.D.,  Pel- 
ham 

Region  Four:  Schenectady,  Fulton,  Mont- 

gomery, Schoharie 

Obstetrics  — Fred  H.  Pulver,  M.D., 
Schenectady 

Pediatrics — Stewart  C.  Wagoner,  M.D., 
Schenectady 

Region  Five:  Albany,  Washington,  Saratoga, 
Columbia,  Warren,  Rensselaer,  Greene 
Obstetrics — 

Pediatrics — Hugh  F.  Leahy,  M.D.,  Albany 
Region  Six:  Clinton,  Essex,  Franklin 

Obstetrics— Elmer  Wessell,  M.D.,  Platts- 
burgh 

Pediatrics — Harold  Singer,  M.D.,  Platts- 
burgh 

Region  Seven:  Jefferson,  Lewis,  St.  Lawrence, 
Oswego 

Obstetrics — Wendell  D.  George,  M.D., 
Watertown 
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Pediatrics — H.  Louis  George,  Jr.,  M.D., 
Watertown 

Region  Eight : Onondaga,  Oneida,  Madison, 
Cortland,  Cayuga,  Herkimer,  Hamilton 
Obstetrics — Keith  B.  Preston,  M.D.,  Utica 
Pediatrics  — William  O.  Kopel,  M.D., 
Syracuse 

Region  Nine:  Broome,  Tioga,  Chenango, 

Otsego,  Delaware,  Sullivan 
Obstetrics — Robert  E.  Ahearn,  M.D.,  Bing- 
hamton 

Pediatrics — John  B.  Burns,  M.D.,  Bing- 
hamton 

Region  Ten:  Monroe,  Orleans,  Wayne,  Living- 
ston, Ontario,  Seneca,  Yates 
Obstetrics — Ward  L.  Ekas,  M.D.,  Roches- 
ter 

Pediatrics — William  L.  Bradford,  M.D., 
Rochester 

Region  Eleven:  Chemung,  Schuyler,  Steuben, 
Tompkins,  Allegany 

Obstetrics  — R.  Scott  Howland,  M.D., 
Elmira 

Pediatrics — George  R.  Murphy,  M.D., 
Elmira 

Region  Twelve:  Erie,  Niagara,  Chautauqua, 
Cattaraugus,  Genesee,  Wyoming 
Obstetrics — John  H.  Peterson,  M.D.,  East 
Aurora 

Pediatrics — William  J.  Orr,  M.D.,  Buffalo 

Mental  Hygiene  Subcommittee 

Matthew  Brody,  M.D.,  Brooklyn,  Chair- 
man 

Frederick  H.  Hesser,  M.D.,  Albany 
Allison  B.  Landolt,  M.D.,  New  York  City 
Herman  B.  Snow,  M.D.,  Poughkeepsie 
Reginald  R.  Steen,  M.D.,  Hempstead 
Christopher  F.  Terrence,  M.D.,  Albany, 
Adviser 

Edward  R.  Schlesinger,  M.D.,  Albany, 
Adviser 

Leonard  C.  Lang,  M.D.,  Albany,  Adviser 
Duncan  Whitehead,  M.D.,  Buffalo,  Ad- 
viser 

Marvin  E.  Perkins,  M.D.,  New  York  City, 
Adviser 

Physical  Medicine  and  Rehabilitation 
Subcommittee 

Edward  J.  Lorenze,  M.D.,  White  Plains, 
Chairman 

Alexander  F.  Carson,  M.D.,  Oneonta 
George  G.  Deaver,  M.D.,  New  York  City 
William  H.  Georgi,  M.D.,  Buffalo 
George  M.  Raus,  M.D.,  Fayetteville, 
Adviser 

Edward  R.  Schlesinger,  M.D.,  Albany, 
Adviser 


Quackery  Subcommittee 

James  M.  Blake,  M.D.,  Schenectady, 
Chairman 

George  J.  Lawrence,  Jr.,  M.D.,  Flushing 
C.  Stewart  Wallace,  M.D.,  Ithaca 

Rural  Medical  Service  Subcommittee 

Edward  C.  Hughes,  M.D.,  Syracuse, 
Chairman 

La  Verne  E.  Campbell,  M.D.,  Auburn 
Thurston  L.  Keese,  M.D.,  Fayetteville 
Hugh  McChesney,  M.D.,  Pulaski 
Bert  Ellenbogen,  Ph.D.,  Ithaca,  Adviser 
James  J.  Quinlivan,  M.D.,  Albany,  Adviser 

Water  and  Air  Pollution  Subcommittee 

Norman  J.  Ashenburg,  M.D.,  Rochester, 
Chairman 

Eric  J.  Cassell,  M.D.,  New  York  City 
Carl  U.  Dernehl,  M.D.,  New  York  City 
David  W.  Fassett,  M.D.,  Rochester 
Morton  L.  Levin,  M.D.,  Buffalo 

Archives  and  History 

Norman  S.  Moore,  M.D.,  Ithaca,  Chairman 
Leo  E.  Gibson,  M.D.,  Syracuse 
Thurman  B.  Givan,  M.D.,  Brooklyn 

Bar  Association,  Joint  Committee  with 

Medical  Society  of  the  State  of  New 
York 

Milton  Helpem,  M.D.,  New  York  City, 
Chairman 

Samuel  Sanes,  M.D.,  Buffalo 
John  F.  Kelley,  M.D.,  Utica 

New  York  State  Bar  Association 
William  F.  Martin,  Esq.,  New  York  City, 
Chairman 

Franklin  R.  Brown,  Esq.,  Buffalo 
James  S.  Carter,  Esq.,  Albany 

Budget  and  Finance 

William  L.  Wheeler,  Jr.,  M.D.,  New  York 
City,  Chairman 
Renato  J.  Azzari,  M.D.,  Bronx 
John  N.  Dill,  M.D.,  Yonkers 
Samuel  Z.  Freedman,  M.D.,  New  York  City 
Thomas  F.  McCarthy,  M.D.,  Bronx 

Constitution  and  Bylaws 

Solomon  Schussheim,  M.D.,  Brooklyn,  Chair- 
man 

Marvin  Brown,  M.D.,  Cleveland 
William  P.  Reed,  M.D.,  Larchmont 
William  F.  Martin,  Esq.,  New  York  City, 
ex  officio 

Frederick  A.  Wurzbach,  Jr.,  M.D.,  Bronx, 
ex  officio 

E.  Dean  Babbage,  M.D.,  Buffalo,  ex  officio 

Convention 

Bernard  J.  Pisani,  M.D.,  New  York  City, 
Chairman 

Frank  LaGattuta,  M.D.,  Bronx 
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Joseph  G.  Zimring,  M.D.,  Long  Beach 
Frederick  A.  Wurzbach,  Jr.,  M.D.,  Bronx, 
ex  officio 

E.  Dean  Babbage,  M.D.,  Buffalo,  ex  officio 
Dinner  Subcommittee 

Arthur  H.  Diedrick,  M.D.,  Port  Chester, 
Chairman 

Harold  T.  Golden,  M.D.,  Herkimer 
Carl  Goldmark,  M.D.,  New  York  City 
Charles  M.  Smith,  M.D.,  Waterloo 
Milton  B.  Spiegel,  M.D.,  Brooklyn 

Guest  Reception  Subcommittee 

Reid  R.  Heffner,  M.D.,  New  Rochelle, 
Chairman 

Marcelle  Bernard,  M.D.,  Bronx 
Anthony  G.  Jaroszewicz,  M.D.,  Utica 
John  E.  Lowry,  M.D.,  Flushing 
Frederic  D.  Regan,  M.D.,  Staten  Island 
Adelaide  Romaine,  M.D.,  New  York  City 
Charles  W.  Shlimbaum,  M.D.,  Bay  Shore 
Milton  B.  Spiegel,  M.D.,  Brooklyn 
Robert  E.  Wolkwitz,  M.D.,  Staten  Island 

Scientific  Awards  Subcommittee 

Thurman  B.  Givan,  M.D.,  Brooklyn, 
Chairman 

C.  Joseph  Delaney,  M.D.,  New  York  City 
James  Q.  Haralambie,  M.D.,  Larchmont 
Abraham  W.  Freireich,  M.D.,  Malverne 
Robert  F.  McMahon,  M.D.,  Syracuse 

Scientific  Exhibits  Subcommittee 

Albert  H.  Douglas,  M.D.,  Jamaica,  Chair- 
man 

Francis  P.  Bilello,  M.D.,  Glen  Cove 
Fred  W.  Bush,  M.D.,  Rochester 
Frederick  Lee  Liebolt,  M.D.,  New  York 
City 

Beverly  C.  Smith,  M.D.,  New  York  City 
Frank  Raymond  Smith,  M.D.,  New  York 
City 

Scientific  Motion  Picture  Subcommittee 
Kenneth  B.  Olson,  M.D.,  Albany,  Chair- 
man 

Lester  Coleman,  M.D.,  New  York  City 
James  J.  Quinlivan,  M.D.,  Albany 

Scientific  Program  Subcommittee 

Bernard  J.  Pisani,  M.D.,  New  York  City, 
Chairman 

William  J.  Grace,  M.D.,  New  York  City 
P.  Frederic  Metildi,  M.D.,  Rochester 
William  B.  Rawls,  M.D.,  New  York  City 
(Committee  personnel  includes  also  chair- 
men of  scientific  sections  and  sessions.) 

Technical  Exhibits  Subcommittee 

William  B.  Rawls,  M.D.,  New  York  City, 
Chairman 

Arthur  L.  Knight,  M.D.,  Rochester 


National  Aeronautics  and  Space  Adminis- 
tration, Liaison  with 

C.  D.  J.  Generales,  M.D.,  New  York  City, 
Chairman 

William  Antopol,  M.D.,  New  York  City 
Harry  Dan  Vickers,  M.D.,  Little  Falls 

Medicine  and  Religion 

Solomon  Schussheim,  M.D.,  Brooklyn,  Chair- 
man 

Charles  M.  Smith,  M.D.,  Waterloo 
James  M.  Stewart,  M.D.,  Rochester 

Nursing  Education 

Vincent  J.  Tesoriero,  M.D.,  Brooklyn,  Chair- 
man 

Frank  C.  Nichols,  M.D.,  Sea  Cliff 
Charles  M.  Smith,  M.D.,  Waterloo 

Publication 

George  Himler,  M.D.,  New  York  City,  Chair- 
man 

Philip  J.  Cantor,  M.D.,  Brooklyn 
Clarke  T.  Case,  M.D.,  Utica 
Reid  R.  Heffner,  M.D.,  New  Rochelle 
Granville  W.  Larimore,  M.D.,  Albany 
William  Hammond,  M.D.,  Scarsdale,  Editor 
Henry  I.  Fineberg,  M.D.,  New  York  City, 
Adviser 


Ad  Hoc  Committees 

For  Our  Own  Building 

Renato  J.  Azzari,  M.D.,  Bronx,  Chairman 
Samuel  Z.  Freedman,  M.D.,  New  York  City 
Frederic  W.  Holcomb,  Sr.,  M.D.,  Kingston 
Reid  R.  Heffner,  M.D.,  New  Rochelle 
Henry  I.  Fineberg,  M.D.,  New  York  City, 
ex  officio 

To  Study  the  Revision  of  the  Education 
Law 

James  Greenough,  M.D.,  Cooperstown,  Chair- 
man 

Renato  J.  Azzari,  M.D.,  Bronx 
James  M.  Blake,  M.D.,  Schenectady 
George  A.  Burgin,  M.D.,  Little  Falls 
Gerald  D.  Dorman,  M.D.,  New  York  City 
Samuel  Z.  Freedman,  M.D.,  New  York  City 
John  M.  Galbraith,  M.D.,  Glen  Cove 
Leo  E.  Gibson,  M.D.,  Syracuse 
Thurman  B.  Givan,  M.D.,  Brooklyn 
William  L.  Wheeler,  Jr.,  M.D.,  New  York 
City 

To  Study  the  Journal 

Norman  S.  Moore,  M.D.,  Ithaca,  Chairman 
Samuel  Z.  Freedman,  M.D.,  New  York  City 
Leo  E.  Gibson,  M.D.,  Syracuse 
George  Himler,  M.D.,  New  York  City 
Granville  W.  Larimore,  M.D.,  Albany 
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To  Prepare  a Lien  Law 

Charles  M.  Brane,  M.D.,  Yonkers,  Chairman 
Samuel  Z.  Freedman,  M.D.,  New  York  City 
Milton  Helpem,  M.D.,  New  York  City 

On  Osteopathy 

James  M.  Blake,  M.D.,  Schenectady,  Chair- 
man 

John  H.  Carter,  M.D.,  Albany 
George  J.  Lawrence,  Jr.,  M.D.,  Flushing 
C.  Stewart  Wallace,  M.D.,  Ithaca 

Special  Committees 

House  Committee  on  Constitution  and 
Bylaws 

Irving  L.  Ershler,  M.D.,  Syracuse,  Chairman 
Philip  D.  Allen,  M.D.,  New  York  City 
Judson  S.  Griffin,  M.D.,  Binghamton 
Ezra  A.  Wolff,  M.D.,  Forest  Hills 
Joseph  G.  Zimring,  M.D.,  Long  Beach 

Disaster  Medical  Care 

Edward  A.  Burkhardt,  M.D.,  New  York 
City,  Chairman 

Irving  G.  Frohman,  M.D.,  Rockaway  Beach 
Harold  T.  Golden,  M.D.,  Herkimer 
Vincent  C.  Webb,  M.D.,  Glen  Cove 
James  H.  Lade,  M.D.,  Albany,  Adviser 

Executive  Committee  of  the  Council 

Waring  Willis,  M.D.,  Bronxville,  Chairman 
George  A.  Burgin,  M.D.,  Little  Falls 
James  M.  Blake,  M.D.,  Schenectady 
Walter  T.  Heldmann,  M.D.,  Staten  Island 
Samuel  Z.  Freedman,  M.D.,  New  York  City 
Walter  Scott  Walls,  M.D.,  Buffalo 
Charles  M.  Brane,  M.D.,  Yonkers 

Judicial  Council 

John  F.  Kelley,  M.D.,  Utica,  Chairman 
Edward  T.  Wentworth,  M.D.,  Pittsford 
Gerald  D.  Dorman,  M.D.,  New  York  City 
A.  W.  Martin  Marino,  Sr.,  M.D.,  Brooklyn 
William  P.  Reed,  M.D.,  Larchmont 


Labor  Health  Facilities 

William  H.  Foege,  M.D.,  New  York  City, 
Chairman 

Theodore  Rosenthal,  M.D.,  New  York  City 
Louis  Venet,  M.D.,  New  York  City 
Robert  Katz,  M.D.,  New  York  City,  Adviser 

Malpractice  Insurance  and  Defense  Board 

Raymond  S.  McKeeby,  M.D.,  Binghamton, 
Chairman 

John  J.  Della  Porta,  M.D.,  Rochester 
Frank  Hart  Peters,  M.D.,  New  York  City 
Thomas  M.  d’Angelo,  M.D.,  Jackson  Heights 
David  Kershner,  M.D.,  Brooklyn 
Alfred  L.  L.  Bell,  M.D.,  Brooklyn 
William  F.  Martin,  Esq.,  New  York  City, 
ex  officio 

James  M.  Arnold,  New  York  City,  executive 
secretary 

Nominating  Committee 

(to  be  appointed) 

Prize  Essays 

Alfred  A.  Angrist,  M.D.,  Bronx,  Chairman 
Benjamin  G.  Dinen,  M.D.,  Valhalla 
David  Kimball  Miller,  M.D.,  Buffalo 

New  York  State  Association  of  Professions 
Henry  I.  Fineberg,  M.D.,  New  York  City 
Leo  E.  Gibson,  M.D.,  Syracuse 
Solomon  Schussheim,  M.D.,  Brooklyn 

Board  of  T rustees  Committees 

Investment 

Gerald  D.  Dorman,  M.D.,  New  York  City, 
Chairman 

Norman  S.  Moore,  M.D.,  Ithaca 
Leo  E.  Gibson,  M.D.,  Syracuse 

War  Memorial 

John  M.  Galbraith,  M.D.,  Glen  Cove,  Chair- 
man 

Thurman  B.  Givan,  M.D.,  Brooklyn 
Joseph  A.  Lane,  M.D.,  Rochester 
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Breast  cancer  can  be  highly  curable  if 
it  is  detected  early,  through  regular 
examinations.  Yet,  despite  all  efforts  in 
cancer  education  and  improvements  in 
treatment  techniques  in  the  last  30  years, 

THE  NUMBER  OF 
BREAST  CANCER  DEATHS 
PER  100,000  WOMEN 
IN  THIS  COUNTRY 
HAS  NOT  DECLINED. 

While  research  continues  to  seek  new 
answers,  it  is  imperative  that  greater 
efforts  be  made  to  detect  breast  cancer 
early  and  to  get  women  to  their  doctors 
when  chances  of  cure  are  best.  That’s 
why  the  American  Cancer  Society  is 
encouraging  its  Divisions  across 
the  country  to  carry  out  special  breast 
cancer  educational  programs.  Newest  of 
these  are  demonstration  projects  in 
which  physicians  in  a community 
volunteer  one  day  to  giving  breast 
examinations  and  to  teaching  hundreds 
of  women  breast  self-examination. 
Breast  cancer  is  one  of  the  major  cancer 
problems  which  we  face  and  which 
together,  doctor,  we  must  try 
to  resolve  through  intensified 
research  and  educational  efforts. 

AMERICAN  CANCER  SOCIETY 
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Index  to  Advertised  Products 


in 

i)our  mail 


Include 

Z>/»C0/>£  NUMBERS 
IN  ALL  ADDRESSES 


POSTMASTER 


2—3 


Anabolic  agents 

Winstrol  (Winthrop  Laboratories) 1173 


Antacids 

Romach  (ROR  Chemical  Company) 1194 


Antibiotics 


Chloromycetin  (Parke,  Davis  & Company) 1185 

Declomycin 
(Lederle  Labs., 

Div.  Amer.  Cyanamid  Co.) 4th  cover 

Penbritin 

(Beecham  Research  Laboratories,  Inc.) 1187 


NEED  QUICK  RESPONSE? 
Want  Good  Results? 

Experience  proves  that  you  get  both  in 
the  classified  ad  section  of  the  New  York 
State  Journal  of  Medicine. 


Antidepressants 

Deprol  (Wallace  Laboratories) 1180-1181 

Norpramin  (Lakeside  Laboratories) 1192-1193 

Antiseptics 

Alkalol  (Alkalol  Company) 1281 

Antitrichomonads 

Flagyl  (G.  D.  Searle  & Company) 1207 

Bronchopulmonary 

Elixophyllin  (Sherman  Laboratories) 1201 

Dermatologic  preparations 

Sardo  (Sardeau,  Inc.) 1190 

Diagnostic  instruments 

Electrocardiograph  (Sanborn  Company) 1208 


“/  want  you  to  skip  your  vacation  this  year.  Stay 
on  the  job  and  get  a good  rest.” 


Digestive  relaxants 

Decholin-BB  (Ames  Company,  Inc.) 3rd  cover 

Foods 

Fleischmann’s  Corn  Oil  Margarine 

(Standard  Brands,  Inc.) 1177 


Liquors 

Hennessy  Cognac  (Schieffelin  & Company) 1194 


Nasal  decongestants 

Ornade  (Smith  Kline  & French  Laboratories) 1284 


Steroids  & hormones 

Aristocort 

(Lederle  Labs., 

Div.  Amer.  Cyanamid  Co.) 


1170-1171 


Surface  antibacterials 

Safeguard  Soap 
(Procter  & Gamble  Company) 


1195,1196 


Tranquilizers 

Atarax  (J.  B.  Roerig  & Company) 
Miltown  (Wallace  Laboratories). . 

Valium  (Roche  Laboratories) 

Vistaril  (Pfizer  Laboratories) 


1188-1189 

1198-1199 

2nd  cover-1169 
.1182-1183, 1184 


Vaginal  hygiene 

StomAseptine  (Harcliffe  Laboratories) 1179 
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AMA 

NYC 

1965 

June  20-24,  1965 
114th  Annual  Convention 

Come  to  New  York  City  June  20-24. 
Be  part  of  tomorrow's  medicine  and 
participate  in  the  year’s  most  exten- 
sive scientific  meeting. 

The  excitement  of  America’s  largest 
city  is  available  to  you  at  the  best 
time  of  the  year,  as  you  relax  and 
review— in  air  conditioned  comfort— 
the  most  recent  developments  in  gen- 
eral practice  and  all  the  specialties. 

■ Six  general  scientific  meetings 

■ 23  medical  specialty  programs 

■ 700  scientific  and  industrial  ex- 
hibits 

■ Lectures,  panel  discussions,  mo- 
tion pictures  and  color  television 

Plan  to  attend— continue  your  post- 
graduate education. 

See  JAMA  May  10  for  complete  scien- 
tific program— forms  for  advance  reg- 
istration and  hotel  accommodations. 
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Five  Acres  of  Pinewo^ded  Grounds 

SENILE— AGED 


Non-sectarian,  dietary  laws  observed 
Medical  Director,  O.  L.  Friedman,  M.D.,  Q.P.,  M.A.P.A. 
HOLBROOK,  L.  I.  N.  Y.  Office;  TRafalgar  7-2666 


PINEWOOD  Walter  A MED" PSD?RECTORf'  A P A‘ 

EST  1930 

J.  Epstein,  M.D.,  L.F.A.PA. — L.  Wender,  M.D.,  L.F.A.P.A. 
Katonah,  N.Y.  Tel:  CEntral  2-3155  NYC,  Direct,  Tel:  CY  5-0264 

A psychiatric  hospital  offering  individual  treatment  for  all 
nervous  and  mental  disorders,  alcoholism  and  drug  addiction. 
Psychoanalytically  oriented.  Pharmacological  and  electro- 
therapeutic  methods.  Rates — moderate. 


ALKALOL 

For 

Irritated 
Tissue 

Send  for  clinical  sample 

THE  ALKALOL  COMPANY 

Taunton  30,  Mass. 


Change  of  Address 

Notices  should  be  sent  to  the  circulation  office,  750  Third  Avenue,  New  York  17, 
New  York.  Old  and  new  address  should  be  included  as  well  as  a statement 
whether  or  not  change  is  permanent.  Six  weeks  is  required  to  effect  a change  of 
address. 


TRAINED  MEDICAL  ASSISTANTS 

to  save  your  valuable  time,  assume  responsibility  for  appoint- 
ments, patients,  records,  assist  you  with  lab.  X-ray,  E.K.G., 
B.M.R.,  etc.  The  Mandl  School  for  Medical  Assistants  has 
been  training  in  these  fields  for  41  years,  our  graduates  have 
sound  professional  skills.  Free  Placement  Service. 

Mandl  School  19 

175  Fulton  Ave.,  Hempstead,  L.l.  (516)  IV  1-2774 
EST.  1924  • Licensed  by  the  State  of  New  York  


“/’ye  read  about  my  condition  in  Reader’s  Digest 
and  Life.  I wonder  if  you  could  fill  me  in  on  the 
foreign  literature .” 


POSITIONS  WANTED 


ANESTHESIOLOGIST,  CERTIFIED,  AGE  35,  FAMILY. 
Extensive  experience.  Desires  fee  for  service  or  group  in 
metropolitan  or  suburban  area.  Details  in  first  letter. 
Box  969,  % NYSJM. 


MEDICAL  ASSISTANTS  AND  SECRETARIES.  LAB- 
oratory  and  X-Ray  Techs.  Well  trained  and  highly  quali- 
fied personnel  (male  & female)  also  available  at  other 
times.  Phone  CH  2-2330  Ext.  6,  Placement  Dept.,  or 
write  Eastern  School  for  Physicians’  Aides,  Dept.  69,  85 
Fifth  Ave.,  New  York  3,  N.  Y.  (Founded  1936  by  two 
member  physicians.)  Visit  our  booth.  No.  G-24,  at  the 
AMA  Convention — N.  Y.  Coliseum. 


EUROPEAN  PHYSICIAN,  SPECIALIST  IN  PED- 
iatrics  with  15  years  experience,  desires  position  in  a hos- 
pital; live  in.  Willing  to  relocate.  Box  200,  % NYSJM. 


ANESTHESIOLOGIST,  BOARD  ELIGIBLE.  EXPER- 
ienced.  Licensed  desires  full  or  part  time  position.  Fee 
for  services  or  salary.  Box  201,  % NYSJM. 
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PHYSICIANS  WANTED 


INTERNSHIPS-AMA  APPROVED  ROTATING.  ST. 
Joseph’s  Hospital.  Yonkers,  New  York.  Accredited  165 
bed  hospital.  Integrated  educational  program  organized 
by  Director  of  Medical  Education;  abundant  in-patient 
and  out-patient  material  for  clinical  training.  Salary 
$350.  ECFMG  certificate  required.  Apply  Administra- 
tor, St.  Jospeh’s  Hospital,  Yonkers,  N.Y. 


SURGICAL  RESIDENCY;  4 YEAR  APPROVED  PRO- 
gram  in  major,  voluntary  hospital  in  New  York  City. 
Service  includes  experience  in  general  surgery,  thoracic, 
pediatric,  urological,  vascular  and  orthopedic  surgery.  Ap- 
plications still  being  accepted.  Box  148,  % NYSJM. 


SURGEON  WANTED  TO  JOIN  GROUP  IN  NEW  YORK 
State.  Please  contact  with  information  to  Box  153,  % 
NYSJM. 


GENERAL  PRACTITIONER  WANTED  FOR  BUSY 
medical  group.  Please  contact  Ellenville  Medical  Group, 
60  Center  St.,  Ellenville,  New  York. 


ESTABLISHED  SUBURBAN  UPSTATE  NEW  YORK 
Medical  Center  looking  for  young  General  Practitioners, 
Pediatricians,  and  Internists.  Also  Ophthalmologists  and 
Otorhinologists.  Write  Resume  % Box  181,  NYSJM. 


ORTHOPEDIC  SURGEON,  BOARD  CERTIFIED  OR 
eligible  to  associate  with  busy  Boarded  orthopedic  surgeon. 
New  York  City  Suburbs,  leading  to  full  partnership. 
Steadily  increasing  practice.  Now  enlarging  offices. 
Box  187,  % NYSJM. 


WANTED.  INTERNIST  FOR  GROUP  IN  SOUTHERN 
New  York  State.  Must  be  board  certified  or  board 
qualified.  Box  192,  % NYSJM. 


PART-TIME  POSITIONS  FOR  BOARD  ELIGIBLE 
Internists  and  Proctoscopists  by  the  hour,  session  or  on 
retainer  at  a diagnostic  facility.  Reply  to  Box  190,  % 
NYSJM. 


WANTED:  GENERAL  PRACTITIONER  IN  LYONS 

Falls,  New  York.  Area  population  2,500;  fully  accredited 
hospital  with  108  beds,  modern  facilities,  15  miles  away; 
4-bedroom  home  with  office,  waiting  room,  2 treatment 
rooms,  2 car  garage,  offered  rent  free;  school,  village  & 
town  health  officer  positions  available;  excellent  schools 
and  recreational  facilities.  Box  194,  % NYSJM. 


GIVE  TO  CONQUER  CANCER 


PHYSICIANS  WANTED— CONT’D 


WANTED:  EMERGENCY  ROOM  PHYSIANS.  FEE 

for  service.  $1,000  monthy  guarantee.  Greater  earned 
income  possible.  State  license  or  E.C.F.M.G.  certificate. 
Contact  A.  J.  Graziani,  M.D.,  Chairman  E.  R.  Committee, 
St.  Mary’s  Hospital,  Rochester,  N.Y. 


OBSTETRICIAN-GYNECOLOGIST— BOARD  CERTI- 
fied  or  eligible.  Opportunity  in  well  established  twelve 
man  specialty  group,  near  New  York  City  in  expanding 
suburban  north  shore  Long  Island  town  serving  area  of 
140,000  early  partnership.  Please  furnish  resume  in- 
dicating training,  experience,  military  and  marital  status 
Box  195,  % NYSJM. 


INTERNIST— EXCELLENT  OPPORTUNITY  FOR 
association  in  busy  suburban  medical  practice.  New 
medical  building,  20  minutes  from  New  York  City. 
Good  open-staff  hospitals.  Lovely  area  for  family;  good 
schools.  Also  seeking  fulltime  coverage  July  15-August 
15.  Call  914  EL  9-0277. 


HOSPITAL,  HOUSE  OFFICER,  FOR  PHYSICAL  MEDI- 
cine  & Rehabilitation  Dept.  Hospital  service  admitting  & 
ward  duties,  schedule  night  & weekend  coverage,  ECFMG 
required.  $10,000  per  annum  plus  excellent  fringe  bene- 
fits. Forward  resume  to  Lawrence  Kaplan,  M.D.,  Chief 
P.M.  & R.  Dept.,  Mount  Sinai  Hospital  Services,  City 
Hospital  Center  at  Elmhurst,  79-01  Bway,  Elmhurst, 
L.I.,  N.Y.,  Room  D 2-27. 


WANTED:  ANESTHESIOLOGIST  MD,  N.Y.S.  LIC. 

No  nights,  no  weekends,  Mon.  thru  Fri.,  Midtown  Man- 
hattan; $18,000  to  start.  Call  Cl  6-4456  (Code  212)  or 
write:  J.  Adelson,  D.D.S.,  200  Central  Park  South,  New 

York,  N.Y.  10019. 


GENERAL  PRACTITIONER  WANTED  FOR  SUBUR- 
ban  Rochester  Community.  New,  excellent  schools,  proxi- 
mity to  Finger  Lakes  Race  Track  and  recreational  areas 
affording  boating,  fishing,  skiing,  etc.  Financial  arrange- 
ments and  assistance  available  through  efforts  of  Chamber 
of  Commerce,  Doctor  for  Victor  Committee.  Send  per- 
sonal resume.  Box  122,  Victor,  N.Y. 


WANTED:  YOUNG  G.P.  WITH  EXPERIENCE  IN 

obstetrics  to  join  small  group  in  New  York  City.  No 
investment  required.  $15,000  to  start.  Box  196,  % 
NYSJM. 


PHYSICIANS— UNUSUALLY  ATTRACTIVE  Op- 

portunity available  for  physicians  in  New  York  City 
area.  Box  197,  % NYSJM. 


WANTED:  YOUNG,  EXPERIENCED  GENERAL 

surgeon  for  vacation  and  other  coverage  in  a private 
group  surgical  practice  in  New  York  City.  Must  be 
licensed  in  New  York  State  with  surgical  Board  training 
or  its  equivalent,  and  qualified  to  practice  surgery.  Box 
203,  % NYSJM. 
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PRACTICES  FOR  SALE  OR  RENT 


DECEASED  PHYSICIAN’S  BEAUTIFUL  SUBURBAN 
office  near  New  York  City;  for  otolaryngologist,  internal 
medicine,  pediatrics,  etc.;  hospitals,  referrals,  available. 
Arrangements.  Contact  Mrs.  Ruth  Lindenberg,  5 Ivy 
Lane,  New  City,  New  York. 


GENERAL  PRACTICE  WITH  FULLY  EQUIPPED 
office,  x-ray,  diathermy,  ECG,  etc.  in  Centred  New  York 
for  sale  for  price  of  real  estate.  Completely  modernized 
house  with  4 room  office  with  separate  entrance.  3 car 
garage.  Practice  at  the  same  place  over  40  years.  Good 
schools  and  churches.  Moving  South  because  of  illness 
in  family.  Box  178,  % NYSJM. 


NICE  FUNCTIONAL  OFFICE  FOR  RENT.  DUE  TO 
death  of  a G.P.  Large  practice.  Industrial  community. 
Physician  needed.  Central  New  York  State.  Box  184, 
% NYSJM. 


FULLY  EQUIPPED  OFFICE  AND  PRACTICE  FOR 
sale.  Excell,  opportunity.  Extremely  reasonable.  Hos- 
pital appointments  easily  obtained.  Spanish  helpful  but 
not  necessary.  Call  212  LU  9-5400  or  write  Wm.  Rosen- 
thal, M.D.,  1337  Wilkins  Ave.,  New  York,  N.Y.  10459. 


GENERAL  PRACTICE  AND  FULLY  EQUIPPED  OF- 
fice  on  Long  Island.  Equipment  optional.  Moving  out 
of  state.  Box  122,  % NYSJM. 


FOR  RENT:  25  YEAR  OLD  PHYSICIAN’S  PRACTICE 
in  8 year  old,  modern,  luxurious  seven  room  office. 
Paneled  waiting  room,  consultation  & laboratory  room 
plus  3 examining  rooms.  No  monies  for  good  will,  rent 
only.  Approximately  7 hospitals  in  20  mile  radius. 
Excellent  location  for  any  type  of  specialist.  Contact 
Charles  Goldstein,  140  Maple  PI.,  Keyport,  N.J.  Tel: 
(201)  264-2775. 


FOR  SALE:  ESTABLISHED  GENERAL  PRACTICE 

grossing  over  $55,000;  modern  medical  office,  Syracuse, 
N.Y.  Complete  equipment,  trained  personnel;  only 
by  appointments  30  hours  weekly;  no  obstetrics.  Leaving 
to  specialize.  Terms  can  be  arranged.  Box  199,  % 

NYSJM. 


MISCELLANEOUS 


ADMINISTRATOR!  REDUCE  HOSPITAL  PRINTING 
costs.  10,000  printed  sheets;  8V2  X 11,  16  lb.  white  bond; 
$36.50  post  paid  in  NYS.  Lab,  pharmacy,  nurses  re- 
ports, etc.  General  line  of  commercial  printing.  Top 
quality  work.  Free  estimates.  Fox  Printing  Service; 
East  State  Road — 2,  Olean,  New  York  14760. 


FOR  SALE 

Large  11  room  house  and  store,  plus  2 story  garage 
situated  in  center  of  resort  town,  Wurtsboro,  N.Y.  Fine 
location  for  small  Medical  Center.  All  improvements; 
5 living  units;  6 bathrooms.  On  lot  56'  x 225  . 

Mrs.  George  Cooper,  P.O.  Box  327,  Wurtsboro,  N.Y. 


REAL  ESTATE  FOR  SALE  OR  RENT 


FOR  SALE.  LARGE  ATTRACTIVE  HOME  WITH  3 
room  professional  office  attached  (air-conditioned),  in 
excellent  location,  Hempstead,  L.I.  Center  hallway, 
fully  equipped  kitchen  with  dinette,  2 car  garage,  full 
basement,  corner  lot  100  X 100.  Ideal  for  physician. 
Telephone  IV.  3-6558  between  8-10  a.m.  or  7-8  p.m. 


INTERNIST,  AGE  33,  MONTEFIORE  TRAINED, 
desires  to  subrent  space  in  doctor’s  office  in  Bronx  or  lower 
Westchester.  Box  202,  % NYSJM. 


LINDENHURST,  LONG  ISLAND:  BEAUTIFUL 

homes  for  professional  occupancy,  ideal  locations.  Large 
10  room  house,  2 baths,  2 lavatories,  suitable  for  home- 
office  combination,  $39,500  & 6 room  house,  1 bath,  1 lava- 
tory, can  be  converted  to  home-office  combination 
$27,500.  L.  Puccio,  70  Easton  Street,  Lindenhurst,  N.Y. 
516  TU  8-0906  or  516  LI  1-0140. 


NEW  CITY,  ROCKLAND  COUNTY,  N.Y.,  BEAUTIFUL 
new  professional  office  building,  ideal  location;  ready  for 
occupancy  summer  1965.  Already  2/3  rented;  4 suites 
available.  914  NF  4-4429  or  Box  198,  % NYSJM. 


NEW  ROCHELLE.  COMPLETE  OFFICE  ERECTED 
to  your  order;  air  conditioned,  cleaning;  outstanding 
building  and  location  from  400  sq.  ft.  Mauser,  140  Lock- 
wood  Avenue,  New  Rochelle.  914  NE  6-8218. 


FOR  SALE.  HOUSE  AND  WELL  EQUIPPED  OFFICE. 
Excellent  for  pediatricin  or  general.  New  housing  de- 
velopment nearby.  East  New  York,  Brooklyn.  Clover- 
dale  7-4085. 


MISCELLANEOUS 


BILLING  SERVICE-COLLECTIONS-LABOR  SAVING 
office  techniques.  A statewide  service-35  years  experience 
specializing  in  medical  accounts  assures  satisfactory  results. 
Mail  your  bill-head  for  full  details.  Crane  Discount  Corp., 
221  W.  41st  St.,  New  York,  N.  Y.  10036. 


May  15, 1965  / New  York  State  Journal  of  Medicine  1283 


one  place  your  hay-fever  patient  doesn’t  need 
ORNADE®  (unless  he  has  a cold) 

Trademark 
Each  capsule  contains 

8 mg.  of  Teidrin®  (brand  ...but  if  your  patient  can’t  get  away  from  hay  fever,  relieve 

of  chlorpheniramine  J a j j 

maieate),50mg.of  phenyl-  sneezing,  weeping  and  nasal  congestion  for  24  hours  with 

propanolamine  hydrochlo-  0 

ride,  and  2.5  mg.  of  isopro-  one  'Omade'  SpanSUle®  brand  sustained  release  Capsule  q12h 
pamide,  as  the  iodide. 


Summary  of  contraindications,  cautions  and  side  effects:  Do  not  use  in  patients  with  glaucoma,  prostatic 
hypertrophy,  stenosing  peptic  ulcer,  pyloroduodenal  obstruction,  or  bladder  neck  obstruction.  Use 
with  caution  in  the  presence  of  hypertension,  hyperthyroidism,  or  coronary  artery  disease.  Drowsiness; 
excessive  dryness  of  nose,  throat  or  mouth;  nervousness  or  insomnia  may  occur  on  rare  occasions 
but  are  usually  mild  and  transitory. 

Before  prescribing,  see  SK&F  product  Prescribing  Information. 

Smith  Kline  & French  Laboratories  PP 


Road  racing,  Venturi  tubes  and  Tar  Gard 


iat  does  the  carburetor  of  a competition  racer 
ve  in  common  with  TAR  GARD?  They  both  bene- 
from  the  Venturi  principle: 
convergent-divergent  duct  in  which  the  pressure 
ergy  of  an  air  stream  is  converted  into  kinetic 
ergy  by  the  acceleration  through  the  narrow  part 
the  wasp-waisted  passage.” 
n TAR  GARD  the  accelerated  (approx.  200 
p.h.),  tar-filled  smoke  is  stopped  abruptly  by  an 
pingement  barrier.  The  tars  you  see  in  the  above 
retouched  photograph  were  captured  from  a 
igle  pack  of  filter  cigarettes  with  a TAR  GARD. 
^nd  if  this  picture  is  worth  a thousand  words,  a 
3 demonstration  in  your  office  may  well  be  worth 
i thousand  words.  That’s  why  we’d  like  to  send 
u a complimentary  TAR  GARD  which  normally 
Us  for  $2.95. 

We’d  like  you  and  your  patients  to  see  for  your- 
Ives  that  TAR  GARD  is  every  bit  as  effective  as 


the  claims  made  for  it  in  our  national  advertising. 

Simply  fill  in  the  coupon  and  mail  it  to  the  TAR 
GARD  COMPANY,  2 Pine  Street,  San  Francisco. 
We’ll  be  delighted  to  send  you  a free  TAR  GARD 
with  no  obligation  whatsoever. 

After  you’ve  seen  it  used,  we  think  you’ll  agree 
that  TAR  GARD  can  be  important  to  your  patients 
who  continue  to  smoke. 

Tar  Gard  Company,  2 Pine  St.,  San  Francisco,  California  94111 

□ Please  send  me  a complimentary  Tar  Gard 
(retails  at  $2.95) 

□ Please  send  me dozen  Tar  Gards  at  special 

professional  price,  $20.00  per  dozen  ($1.67  each). 

□ Check  enclosed.  □ Please  bill  me. 

Name — 

Type  of  Practice 

Address — 

City - State Zip 


...against  anemia  (amenable  to  oral  therapy)  due  to 
iron  deficiency  or  loss  of  blood 


During  the  warm  months  diets  tend  to  become  erratic  and  are  selected  more 
for  refreshing  qualities  than  nutritional  value.  And,  of  course,  anemia  caused 
by  blood  loss  is  a year-round  problem,  since  organic  conditions  which  produce 
this  clinical  complication  know  no  season.  But  whether  anemia  is  the  result  of 
dietary  lapses  or  diseases  conducive  to  occult  blood  loss,  you  will  find  Heptuna 
Plus  a line  of  defense. 

Heptuna  Plus  provides  ingredients  that  include  the  important  hematopoietic 
factors:  ferrous  sulfate  and  liver,  with  ascorbic  acid  for  enhanced  iron  absorp- 
tion, and  helps  convert  coexistent  vitamin  and  mineral  deficiencies.  Its  formula 
has  been  improved  6 times  in  12  years  to  reflect  findings  of  proven  nutritional 
importance  in  oral  therapy  of  hypochromic  microcytic  anemias. 

Precautions  and  side  effects:  Because  some  patients  with  pernicious  anemia 
do  not  respond  to  oral  Vitamin  B12,  they  should  be  followed  with  periodic  labo- 
ratory studies.  Anemia  is  a manifestation  of  an  underlying  disease  and  it  is 
necessary  to  make  an  etiological  diagnosis.  In  a small  percentage  of  patients, 
iron  therapy  causes  gastrointestinal  irritation.  In  these  patients,  administering 
Heptuna  Plus  with  meals  or  reducing  the  dosage  usually  will  alleviate  the 
symptoms.  Supplied  in  bottles  of  100  capsules.  Rx  only. 
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teamed  & timed 

for  potent  performance 
in  G.l.  disorders 


oxyphencyclimine  HCI  + 

Atarax®  (hydroxyzine  HCI) 

Teamed  for  more  effective  performance  Thera- 
peutic teamwork  is  of  recognized  importance  in 
managing  G.l.  disorders  because  of  interrelated 
physical  and  psychic  factors.  In  ENARAX,  there- 
fore, the  anticholinergic  benefits  of  oxyphencycli- 
mine HCI  are  augmented  by  the  tranquilizer 
Atarax  for  concerted  action  against  pain,  spasm 
and  anxiety. 

Timed  for  more  predictable  performance  While 
artificial  timing  devices  prolong  action,  the  dura- 
tion is  often  variable.  With  oxyphencyclimine  HCI, 
therapeutic  benefits  are  more  predictable  because 
its  long-lasting  action  is  chemically  “built  in.” 
Since  toxicity  and  side  reactions  are  minimal,  dos- 
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Age  12 -13 -not  too  soon  to  pay  attention  to  her  acne 


At  the  first  sign  of  acne... the  first  comedone  or 
seborrhea . . . “this  is  the  time  to  institute  preventive 
measures  — the  time  to  try  to  prevent  progression 
to  pustulation  and  scarring.”'  Regular,  frequent 
washing  with  pHisoHex,  antibacterial  detergent, 
can  enhance  any  acne  management  program,  help 
to  clear  acne  skin  faster  and  better. 
pHisoHex  is  more  than  a superior  cleanser.  It  con- 
tains 3 per  cent  hexachlorophene,  an  optimal 
amount.  This  powerful  antibacterial  agent  is  de- 
posited on  the  skin  where,  as  an  invisible,  tena- 
cious film,  it  degerms  between  washings.  Among 
67  acne  patients  who  used  pHisoHex,  “...results 
were  eminently  satisfactory.”2  When  pHisoHex 
was  used  as  the  wash  in  another  series  of  42  acne 
patients,  “no  patient  failed  to  improve.”3 
Why  not  recommend  three  or  four  pHisoHex  wash- 
ings daily  and  exclusively  to  all  your  acne  patients? 
pHisoHex  provides  superior  cleansing  action  and 
is  nonalkaline,  hypoallergenic  and  "kind”  to  skin. 
And  for  “...a  very  effective  topical  treatment  for 
acne  vulgaris”4  prescribe  keratolytic  pHisoAc® 
Cream  along  with  pHisoHex.  pHisoAc  Cream  con- 
tains colloidal  sulfur  6 per  cent,  resorcinol  1.5  per 


cent  and  hexachlorophene  0.3  per  cent.  It  dries, 
peels  and  masks  lesions.  Of  100  patients  treated 
with  pHisoHex  and  pHisoAc  (and  a low-fat  diet), 
79  showed  good-to-excellent  improvement.4 
pHisoHex  is  available  in  unbreakable  plastic 
squeeze  bottles  of  5 oz.  and  1 pint,  in  plastic  bot- 
tles of  1 gallon.  pHisoAc  is  supplied  in  tubes  of  IV2 
oz.  For  complete  acne  therapy,  prescribe  or  rec- 
ommend the  special  Combination  Package  con- 
taining both  pHisoHex  and  pHisoAc  Cream. 

References:  1.  Handelman,  Cathryn  C.:  Early  management 
of  acne,  Pediat.  Clin.  North  America  8:265,  Feb.,  1961. 
2.  McLean,  I.  E.  D.;  Graham,  K.  T.,  and  East,  M.  O.:  The 
treatment  of  acne;  a trial  of  “pHisoHex,”  Practitioner  189: 
82,  July,  1962.  3.  Hodges,  F.  T.:  Therapeutic  applications  of 
an  antiseptic  detergent,  GP  14:86,  Nov.,  1956.  4.  Wexler, 
Louis:  Treatment  of  acne  vulgaris,  Clin.  Med.  70:404,  Feb., 
1963. 
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Depend  on  low-cost, 
low-dosage  Prolixin 
— once-a-day 


Prolixin  is  a dependable  tranquilizer  that  provides  your  pa- 
tient with  low  cost  therapy.  No  other  tranquilizer  costs  less. 
Safe  and  convenient  for  office  use— Prolixin  in  a single  daily 
dose  provides  prolonged  and  sustained  action.  Markedly 
low  in  toxicity  and  virtually  free  from  usual  sedative  effects 
—Prolixin  is  indicated  for  patients  who  must  be  alert.  Clin- 
ical experience  indicates  fluphenazine  hydrochloride  is 
especially  effective  in  controlling  the  symptoms  of  anxiety 
and  tension  complicating  somatic  disorders  such  as  pre- 
menstrual tension,  menopause,  or  hypertension— also  useful 
for  anxiety  and  tension  due  to  environmental  or  emotional 
stress.  When  you  prescribe  Prolixin  you  offer  your  patient 
effective  tranquilization  that  is  low  in  cost,  low  in  dosage 
and  low  in  sedative  activity. 


SIDE  EFFECTS,  PRECAUTIONS,  CONTRAINDICATIONS:  As  used  for 
anxiety  and  tension,  side  effects  are  unlikely.  Reversible  extrapyra- 
midal  reactions  may  develop  occasionally.  In  higher  doses  for  psy- 
chotic disorders,  patients  may  experience  excessive  drowsiness, 
visual  blurring,  dizziness,  insomnia  (rare),  allergic  skin  reactions, 
nausea,  anorexia,  salivation,  edema,  perspiration,  dry  mouth,  polyuria, 
hypotension.  Jaundice  has  been  exceedingly  rare.  Photo-sensitivity 
has  not  been  reported.  Blood  dyscrasias  occur  with  phenothiazines; 
routine  blood  counts  are  recommended.  If  symptoms  of  upper  res- 
piratory infection  occur,  discontinue  the  drug  and  institute  appro- 
priate treatment.  Do  not  use  epinephrine  for  hypotension  which  may 
appear  in  patients  on  large  doses  undergoing  surgery.  Effects  of  atro- 
pine may  be  potentiated.  Do  not  use  with  high  doses  of  hypnotics  or 
in  patients  with  subcortical  brain  damage.  Use  cautiously  in  convul- 
sive disorders. 

AVAILABLE:  1 mg.  tablets.  Bottles  of  50  and  500. 

For  full  information,  see  your  Squibb  Product  Reference  or  Product 
Brief. 
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When  you  put  patients  on  “special”  fat  diets.. 


you  can  assure  them  that  no 
corn  oil  margarine  is  higher 
in  polyunsaturatesor  lower  in 
saturates  than  Mrs.  Filbert’s 
Corn  Oil  Margarine. 

Andoncethey’vetriedit.they 
can  tell  you  that  no  margarine 
can  match  Mrs.  Filbert’s  flavor. 

Mrs.  Filbert’s  Corn  Oil  Mar- 
garine is  a special  margarine* 
made  from  100%  corn  oil,  over 
50%  of  which  retains  its  liquid 
characteristics. 

Ofthetotal  fatty  acid  content 
28%  is  cis-cis  linoleic  acid. 
Ratio  of  polyunsaturates  to 
saturates  is  about  1.7  to  1. 

For  additional  information, 
including  detailed  listings  of 
component  characteristics, 
please  write  to  us:  J.H.  Filbert, 
Inc.,  Baltimore  29,  Maryland. 


* AM  A Council  on  Foods  and  Nutrition:  The  Reg- 
ulation of  Dietary  Fat.  JAMA  181:41 1-423  (Aug- 
ust 4,  1962). 

AMA  Council  on  Foods  and  Nutrition:  Compo- 
sition of  Certain  Margarines,  JAMA  179:719 
(March  3,  1962). 
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IF  SHE'S  JOLTED 
BY  AMPHETAMINE, 
SWITCH  HER  TO 
DESBUTAL  GRADUMET 


Overweight  patients  frequently  overreact  to  plain  amphet- 
amine, yet  fail  to  respond  at  all  to  less  potent  drugs. 

A practical  solution  is  Desbutal  Gradumet.  Your  patient 
still  gets  an  effective  dose  of  methamphetamine,  but  over- 
stimulation  is  prevented  by  a controlled-release  of 
Nembutal®  (pentobarbital).  Moreover,  the  drugs  are  made 
available  in  an  effective  dosage  ratio,  minute  by  minute 
throughout  the  day. 

Desbutal  combines  Desoxyn®  (methamphetamine)  and 
Nembutal— each  in  its  own  matrix,  each  with  its  own 
release  rate  synchronized  to  that  of  the  other.  The  patient 
isn’t  upset  by  quantities  of  drugs  being  released  at  irregu- 
lar intervals  because  release  is  continuous  and  controlled. 
There  is  no  reliance  on  enteric  coatings,  enzymes,  motility 
or  an  “ideal”  ion  concentration.  The  only  thing  the 
Gradumet  needs  is  contact  with  fluid. 

Dosage  is  just  once  a day. 

Precautions:  Desbutal  is  contraindicated  in  patients  tak- 
ing a monoamine  oxidase  inhibitor.  Use  with  caution  in 
patients  with  hypertension,  cardiovascular  disease, 
hyperthyroidism  or  those  who  are  sensitive  to  ephedrine 
and  its  derivatives.  Careful  supervision  is  advisable  with 
maladjusted  individuals. 

DESBUTAIZ  GRADUMET® 

Desbutal  10—10  mg.  Methamphetamine,  60  mg.  Pentobarbital. 

Desbutal  15—15  mg.  Methamphetamine,  90  mg.  Pentobarbital. 

Gradumet— Long-release  dose  form,  Abbott. 


CALMS  HER  ANXIETIES  EVEN  AS  IT 
CONTROLS  HER  COMPULSIVE  URGE  TO  EAT 
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Medical  Meetings 


Hyperbaric  medicine  subject 
of  graduate  program 

Hyperbaric  medicine  will  be  the  subject  of  a 
graduate  program  offered  by  the  State  Univer- 
sity of  New  York  School  of  Medicine,  Buffalo, 
New  York.  The  program,  scheduled  for  June 
7 through  11,  is  designed  particularly  for  physi- 
cians concerned  with  hyperbaric  oxygenation 
and  will  emphasize  physiologic  principles.  In 
addition  to  general  sessions,  smaller  group  work- 
shops will  be  held  to  discuss  special  problems. 
Opportunity  will  be  available  to  examine  a 
variety  of  installations,  compressor-operated 
and  cryogenic. 

For  further  information  contact  Marvin  L. 
Bloom,  M.D.,  associate  dean,  State  University 
of  New  York,  School  of  Medicine,  Capen  Hall, 
Buffalo,  New  York  14214. 

Drug  evaluation  symposium 

The  first  symposium  on  drug  evaluation 
technics  will  meet  June  16  at  the  Jewish  Chronic 
Disease  Hospital,  Brooklyn,  New  York.  The 
one-day  seminar  on  “Methodology  in  Applied 
Pharmacology  and  Experimental  Therapeutics” 
will  study  the  methods  of  evaluation  and  ef- 
ficacy of  drugs  now  in  research  and  those  cur- 
rently being  marketed  in  the  United  States. 
Fourteen  papers  requiring  twenty  to  thirty 
minutes  each  will  be  read.  In  addition,  there 
will  be  a panel  discussion  on  “The  Need  for 
Clinical  Pharmacologists.” 

The  symposium  is  being  sponsored  by  the 
division  of  applied  pharmacology  and  experi- 
mental therapeutics,  Department  of  Medicine 
of  the  Jewish  Chronic  Disease  Hospital. 

Attendance  at  the  symposium  is  by  invitation 
only.  Those  interested  in  attending  should 
contact  Irving  Hirshleifer,  M.D.,  Jewish 
Chronic  Disease  Hospital,  East  49th  Street  and 
Rutland  Road,  Brooklyn  3,  New  York. 

Physician  and  clergyman  to  discuss 
related  roles  at  A.M.A.  Convention 

A physician  who  is  one  of  the  nation’s  more 
widely  read  newspaper  writers,  and  a clergyman 
who  presides  over  3.5  million  Episcopalians,  will 
address  an  opening  day  Medicine  and  Religion 
program  at  the  American  Medical  Association 
Convention  in  New  York  City,  June  20. 

The  physician  is  Howard  A.  Rusk,  M.D., 
associate  editor  of  The  New  York  Times,  pro- 
fessor and  chairman  of  the  Department  of 
Physical  Medicine  and  Rehabilitation  at  New 
York  University  Medical  Center,  director  of  the 

Material  for  inclusion  in  the  medical  meetings  section 
must  be  received  six  weeks  prior  to  publication  date. 


Center’s  Institute  of  Physical  Medicine  and 
Rehabilitation,  and  chief  of  the  physical  medi- 
cine and  rehabilitation  service  at  Bellevue 
Hospital.  The  clergyman  is  The  Rt.  Rev. 
John  E.  Hines,  D.D.,  twenty-second  presiding 
bishop  of  the  Episcopal  Church  in  the  United 
States.  Bishop  Hines’  official  seat  is  Seabury 
House,  Greenwich,  Connecticut,  but  his  office  is 
in  New  York  City. 

Both  Dr.  Rusk  and  Bishop  Hines  will  speak 
at  a Sunday  evening  program  beginning  at 
8 : 15  p.m.  in  the  Imperial  Ballroom  of  New  York 
City’s  Americana  Hotel.  Each  will  discuss 
“The  Related  Practice  of  the  Physician  and  the 
Clergyman.”  The  program  is  open  to  physi- 
cians, clergy,  their  wives,  and  the  public. 

Soviets  invite  physicians 
to  symposium  on  spa  therapy 

Spa  treatment  and  physiotherapy  will  be  the 
subject  of  a symposium  sponsored  by  the  Soviet 
government  to  take  place  in  Moscow  September 
1 through  8.  The  International  Symposium  of 
Organization  of  Medical  Treatment  in  Spas  is 
designed  to  acquaint  foreign  physicians  with  the 
principles  of  organization  and  methods  of  medi- 
cal treatment  at  the  leading  health  resorts  in  the 
Soviet  Union.  The  program  includes  visits  to 
three  of  their  spa  resorts.  Discussions  will  be 
concerned  primarily  with  the  indications  and 
contraindications  to  medical  treatment  at 
Soviet  health  resorts  for  patients  suffering  from 
metabolic  disorders  and  diseases  of  the  cardio- 
vascular, musculoskeletal,  enteric,  and  nervous 
systems. 

The  U.S.S.R.  has  expressed  hope  that  the 
symposium  will  provide  information  helpful  for 
the  establishment  of  these  spa  facilities  in  other 
countries.  They  also  hope  it  will  promote 
future  exchanges  of  information  and  experience 
among  physicians  dealing  with  spa  therapy  in 
various  countries. 

The  symposium  will  be  conducted  by  the 
Ministry  of  Health  and  Central  Trade  Union 
Organization  of  the  U.S.S.R.  in  conjunction  with 
the  U.S.S.R.  Company  for  Foreign  Travel. 

Requests  for  information  should  be  directed 
to:  Congress  Department,  U.S.S.R.  Company 
for  Foreign  Travel  “Intourist,”  355  Lexington 
Avenue,  New  York,  New  York  10017. 

Anesthesiology  conference 

The  annual  fall  conference  of  the  New 
England  Society  of  Anesthesiologists  will  be 
held  September  16,  17,  and  18  at  Wentworth- 
By-The-Sea,  Portsmouth,  New  Hampshire. 
Guest  faculty  include  Solomon  Hershey,  M.D., 

continued,  on  page  1298 


1296  New  York  State  Journal  of  Medicine  / June  1,  1965 


FOR  YOUR 
ELDERLY 
ARTHRITIC 
PATIENTS.. 


Effectiveness,  dependability  /and  reassuring  Safety  Factors  make  Side  Effects:  Occasionally,  mild  saiicylism 


Pabalate-SF  a logical  choice  for  antiarthritic  therapy  in  elderly  pa- 
tients—even  when  osteoporosis,  hypertension,  edema,  peptic  ulcer, 
cardiac  damage,  latent  chronic  infection  and  other  common  geriat- 
ric conditions  are  present.  The  potassium  salts  of  Pabalate-SF  can- 


may  occur,  but  it  responds  readily  to  ad- 
justment of  dosage.  Precaution:  In  the 
presence  of  severe  renal  impairment,  care 
should  be  taken  to  avoid  accumulation  of 
salicylate  and  PABA.  Contraindicated:  An 


[not  contribute  to  sodium  retention ..  .the  enteric  coating  assures  hypersensitivity  to  any  component. 


gastric  tolerance.  ..and  clinical  experience  shows  that  this  prepara-  ' A/so  ava//ab/e:  Pabalate— when  sodium 


tion  does  not  precipitate  the  serious  reactions  often  associated  with  salts  are  permissible.  Pabalate-hc— 


corticosteroids  or  pyrazolone  derivatives. 


Pabalate-SF  with  hydrocortisone. 


A.  H.  ROBINS  CO.,  INC.,  RICHMOND  20,  VIRGINIA 


In  each  persian-rose  enteric-coated  tablet:  potas- 
sium salicylate  0.3  Gm.,  potassium  aminobenzoate 
0.3  Gm.,  ascorbic  acid  50.0  mg. 

— the  new,  convenient  way  to  prescribe 


PABALATE-SODIUM  FREE 
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director  of  anesthesiology,  Beth  Israel  Hospital, 
New  York  City. 

Course  offered  in  Electromyography 
and  Electrodiagnosis 

The  Department  of  Physical  Medicine  and 
Rehabilitation  of  the  New  York  Medical  Col- 
lege-Center for  Chronic  Disease  announces  a 
one-week  course  in  “Electromyography  and 
Electrodiagnosis’  ’ to  be  given  October  18 
through  22. 

The  course,  for  physicians  only,  is  planned  to 
provide  detailed  instruction  in  the  principles, 
technics,  and  instrumentation  involved  in  elec- 
tromyography and  electrodiagnosis.  It  will 
consist  of  lectures,  seminars,  clinical  demonstra- 
tions, and  laboratory  sessions.  The  teaching 
staff  includes  members  of  the  faculty  of  the 
medical  college  and  noted  guest  lecturers. 

Applications  should  be  made  before  Septem- 
ber 5 to  Osvaldo  Miglietta,  M.D.,  Department 
of  Physical  Medicine  and  Rehabilitation,  New 
York  Medical  College,  1 East  105th  Street, 
New  York,  New  York  10029. 

Annual  meeting  of 
Poison  Control  Centers 

The  eighth  annual  meeting  of  The  American 
Association  of  Poison  Control  Centers  will  be 
held  on  Monday,  October  25  at  the  Palmer 
House  in  Chicago,  Illinois.  An  all-day  meeting 
is  scheduled.  Morning  session  will  be  devoted  to 
business  activities  including  the  presentation  of 
committee  reports.  During  the  afternoon, 
papers  on  research,  clinical,  and  public  health 
aspects  of  acute  poisoning  will  be  presented  and 
discussed.  Those  interested  in  presenting 

papers  at  the  afternoon  session  must  submit 
abstracts  or  complete  papers  by  August  1 to 
Alan  K.  Done,  M.D.,  Department  of  Pediatrics, 
University  of  Utah  College  of  Medicine,  Salt 
Lake  City,  Utah. 

For  further  information  write  Matilda  S. 
Mclntire,  M.D.,  secretary,  The  American  As- 
sociation of  Poison  Control  Centers,  Childrens 
Memorial  Hospital,  44th  and  Dewey  Avenue, 
Omaha,  Nebraska  68105. 

Sloan-Kettering  announces 
course  in  Cancer  Chemotherapy 

Sloan-Kettering  Institute  for  Cancer  Research 
in  conjunction  with  three  allied  hospitals  an- 
nounces a one-week  course  in  “Cancer  Chemo- 
therapy” to  be  given  October  25  through  30. 

The  course  will  review  the  clinical  problems 
and  recent  advances  in  the  chemotherapeutic 
management  of  the  leukemias,  lymphomas,  and 
major  forms  of  carcinoma.  Included  will  be  a 
review  of  the  chemistry  and  pharmacology  as 
well  as  clinical  applications  of  the  various 
alkylating  agents,  antimetabolites,  steroid  hor- 
mones, and  other  agents  employed  in  cancer 
chemotherapy.  Methods  for  the  pharmacologic 
and  clinical  evaluation  of  potential  chemo- 
therapeutic agents  will  also  be  presented. 


Applications,  including  a brief  summary  of 
the  applicant’s  clinical  training  and  current 
appointments,  should  be  made  to  David  A. 
Karnofsky,  M.D.,  Sloan-Kettering  Institute  for 
Cancer  Research,  410  East  68th  Street,  New 
York,  New  York  10021.  Registration  is  limited 
to  seventy-five  persons. 

First  International  Symposium 
on  Pediatric  Allergy 

The  First  International  Symposium  on 
Pediatric  Allergy  will  take  place  in  Tokyo, 
Japan  on  November  5 and  6.  The  symposium 
is  sponsored  by  Gunma  University,  Maebashi, 
Gunma-Ken,  Japan.  Participating  physicians 
from  New  York  include  Paul  F.  deGara,  M.D., 
Joseph  H.  Fries,  M.D.,  Jerome  Glaser,  M.D., 
Douglas  E.  Johnstone,  M.D.,  Samuel  Karelitz, 
M.D.,  M.  Murray  Peshkin,  M.D.,  Howard 
G.  Rapaport,  M.D.,  Daniel  M.  Rolett,  M.D., 
Frederick  A.  Stenbuck,  M.D.,  and  Irving  Wolf, 
M.D.  Dr.  Peshkin  and  Dr.  Rapaport  will  serve 
as  co-chairmen  of  the  symposium. 

World  Congress  on  Diabetes  in  Tropics 

The  Diabetic  Association  of  India  will  hold  a 
World  Congress  on  Diabetes  in  the  Tropics 
from  January  20  through  22,  1966,  in  Bombay. 
Deliberations  of  the  congress  will  be  in  English. 

Those  interested  in  attending  are  requested  to 
send  a paper,  which  will  be  judged  by  the  or- 
ganizing committee.  Title  of  the  paper  along 
with  an  abstract  should  reach  the  organizing 
secretary  by  October  15  and  the  full  text  by 
January  1.  Arrangements  can  be  made  to 
project  35-millimeter  slides  and  16-millimeter 
films  if  prior  notice  is  given.  Time  allotted  to 
each  paper,  including  that  for  films  and  slides, 
will  be  ten  minutes. 

For  further  information,  write  to:  Diabetic 
Association  of  India,  organizing  secretary, 
World  Congress  on  Diabetes  in  the  Tropics, 
Maneckji  Wadia  Building,  Mahatma  Gandhi 
Road,  Bombay  1,  India. 

Congress  on  chest  diseases 
planned  for  next  year 

Copenhagen,  Denmark  will  host  the  ninth 
International  Congress  on  Diseases  of  the  Chest 
next  year.  The  Congress  will  be  sponsored  by 
the  Council  on  International  Affairs  of  the 
American  College  of  Chest  Physicians  in  co- 
operation with  the  medical  societies  of  Denmark. 
It  will  be  held  August  20  through  25,  1966,  in 
the  H.  C.  Orsted  Institute  of  the  University  of 
Copenhagen. 

The  scientific  program  will  include  formal 
papers,  symposia,  and  motion  pictures  on  recent 
developments,  both  medical  and  surgical,  in 
cardiovascular  and  pulmonary  diseases.  In 
addition,  there  will  be  fireside  conferences  for 
informal  exchange  of  scientific  information. 

Additional  information  may  be  obtained  by 
writing  Murray  Kornfeld,  executive  director, 
American  College  of  Chest  Physicians,  112 
East  Chestnut  Street,  Chicago,  Illinois  60611. 
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In  Chronic  Illness:  B and  C vitamins  are  therapy 

An  imbalance  of  water-soluble  vitamins  and  chronic  illness  often  go 
hand  in  hand.  STRESSCAPS,  containing  therapeutic  quantities  of 
vitamins  B and  C,  is  formulated  to  meet  the  increased  metabolic 
demands  of  patients  with  physiologic  stress.  In  chronic  illness,  as 
with  many  stress  conditions,  STRESSCAPS  vitamins  are  therapy. 

STRESSCAPS m 

Stress  Formula  Vitamins  Lederle  Wiv  . M 1 


Each  capsule  contains: 

Vitamin  B]  (ThiamineMononitrate)  10  mg. 

Vitamin  B2  (Riboflavin) 

10  mg. 

Niacinamide 

100  mg. 

Vitamin  C (Ascorbic  Acid) 

300  mg. 

Vitamin  B6  (Pyridoxine  HCI) 

2 mg. 

Vitamin  B12  Crystalline 

4 mcgm. 

Calcium  Pantothenate 

20  mg. 

Recommended  intake:  Adults, 

1 capsule 

daily,  for  the  treatment  of  vitamin  de- 
ficiencies. Supplied  in  decorative  “re- 
minder” jars  of  30  and  100;  bottles  of  500. 

LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.  Y. 
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Tissue  registry  to  augment 
present  drug  reporting  programs 

The  United  States  medical  profession,  the 
pharmaceutical  industry,  and  the  Food  and 
Drug  Administration  (F.D.A.),  are  cooperating 
to  establish  a major  addition  to  existing  adverse 
drug  reaction  reporting  programs. 

A Registry  of  Tissue  Reaction  to  Drugs  will 
be  established  within  the  Armed  Forces  Institute 
of  Pathology  (A.F.I.P.)  in  Washington.  Joint 
sponsors  are  the  American  Medical  Association, 
the  F.D.A.,  and  the  Pharmaceutical  Manu- 
facturers Association.  The  A.F.I.P.  has  the 
world’s  largest  repository  of  pathologic  material 
for  research  and  education.  “This  unique  co- 
operative effort  for  the  benefit  of  the  American 
public  is  the  first  between  major  drug  manu- 
facturing, drug  prescribing,  and  drug  regulating 
bodies,”  said  a joint  statement  issued  by  Jean 
Weston,  M.D.,  director  of  the  A.M.A.’s  De- 
partment of  Drugs;  Joseph  Sadusk,  M.D., 
F.D.A.  medical  director;  and  Austin  Smith, 
M.D.,  president  of  the  Pharmaceutical  Manu- 
facturers Association. 

The  purpose  of  the  Registry  will  be  to  obtain 
autopsy  or  biopsy  tissue  specimens  from  sus- 
pected adverse  drug  reaction  cases.  The 
material  will  be  thoroughly  studied  by  all 
methods  available  to  a full-time  pathologist, 
including  consultation  with  other  authorities 
in  pathology  and  toxicology.  Results  of  the 
studies  will  be  reported  to  local  pathologists  who 
furnished  the  study  material,  and  monthly 
summary  reports  will  be  made  to  each  of  the 
three  sponsoring  organizations.  The  pathologic 
material  will  remain  on  file  at  the  Registry  for 
future  reference  and  study. 

The  tissue  registry  will  augment  the  existing 
drug  reaction  reporting  programs  maintained  by 
the  A.M.A.  and  the  F.D.A.  The  F.D.A.  at  pres- 
ent receives  reports  of  suspected  adverse  drug  re- 
actions from  about  500  cooperating  Federal  and 
military  hospitals  and  from  110  civilian  hospi- 
tals under  contract.  The  A.M.A.  receives  such 
reports  from  physicians  in  private  practice, 
hospitals  not  reporting  to  the  F.D.A.,  and  other 
sources.  Information  is  exchanged  by  the 
F.D.A.  and  the  A.M.A.,  catalogued  by  data- 
processing  technics,  and  filed  by  data-processing 
machines.  The  data  are  then  available  for  use 
in  identifying  drugs  possibly  associated  with 
adverse  reactions,  in  assisting  physicians  to 
diagnose  possible  adverse  drug  reactions,  and 
in  aiding  scientific  investigations. 

The  cost  of  the  tissue  registry  is  to  be  borne 
equally  by  each  of  the  three  sponsors.  In  its 

Material  for  inclusion  in  the  medical  news  section  must  be 
received  six  weeks  prior  to  publication  date. 


first  full  calendar  year  of  operation,  which  will 
be  1966,  the  cost  of  operation  and  administra- 
tion is  expected  to  be  about  $100,000.  The 
fund  will  be  administered  by  the  Universities 
Associated  for  Research  and  Education  in 
Pathology,  Inc. 

Physicians  urged  to  give  measles 
vaccine  to  all  susceptible  persons 

In  an  executive  memorandum  sent  recently 
to  health  officers  throughout  the  State,  Hollis 
S.  Ingraham,  M.D.,  State  Health  Commissioner, 
issued  the  following  warning: 

“With  the  months  of  peak  measles  incidence 
upon  us,  may  I urge  that  you  give  your  im- 
mediate consideration  to  immunizing  all  sus- 
ceptible persons  in  your  jurisdiction.  A safe, 
effective  measles  vaccine  is  available  for  wide- 
spread use. 

“As  you  know,  measles  is  a disease  of  serious 
consequence.  In  the  last  fifteen  years  in  New 
York  State  the  annual  average  of  deaths  at- 
tributable to  measles  was  25.  Post-measles 
encephalitis  cases  Upstate  totalled  16  last  year. 
As  you  know,  this  condition  is  fatal  in  10  to  15 
per  cent  of  the  cases. 

“May  I once  again  call  to  your  attention  that 
the  State  Health  Department  financially  as- 
sists any  local  health  department  carrying  out 
a measles  vaccination  program  by  paying  a 
minimum  of  50  per  cent  of  the  cost. 

“Local  health  departments  are  urged  to  make 
measles  vaccination  available  through  well-child 
conferences,  at  immunization  clinics,  or  both. 

“A  critical  target  group  for  measles  vaccina- 
tion should  be  the  disadvantaged  socioeconomic 
groups  where  vaccination  might  be  impeded  by 
economic  and  educational  barriers.  The  setting 
up  of  special  measles  vaccination  clinics  in 
areas  populated  by  these  groups  will  do  much 
to  raise  immunity  levels. 

“Live  measles  vaccines  produce  longer  and 
more  solid  immunity  than  the  killed  measles 
vaccines  and  can  be  given  as  early  as  nine  to 
twelve  months  of  age. 

“Your  early  attention  to  these  measures  is 
recommended.  With  your  unrelenting  efforts 
to  vaccinate  persons  in  your  area  against 
measles,  we  can  look  forward  to  controlling 
needless  deaths  from  this  disease.” 

Two  hospitals  specified 
rehabilitation  centers 

Meadowbrook  Hospital  in  Hempstead,  Long 
Island,  and  House  of  the  Good  Samaritan 

continued  on  page  1304 
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I INDICATIONS:  Grand  mal  epilepsy 
and  certain  other  convulsive  states. 
PRECAUTIONS:  Periodic  examina- 
tion of  the  blood  is  advisable.  Nys- 
tagmus in  combination  with  diplopia 
• and  ataxia  indicates  dosage  should 

(be  reduced. 

SIDE  EFFECTS:  Allergic  phenom- 
ena such  as  polyarthropathy,  fever, 

, skin  eruptions,  and  acute  general- 
ized morbilliform  eruptions  with  or 
f without  fever.  Upon  discontinuation 
of  therapy  eruptions  usually  sub- 
side. Rarely,  dermatitis  goes  on  to 
exfoliation  with  hepatitis,  and  fur- 


ther dosage  is  contraindicated. 
Though  mild  and  rarely  an  indica- 
tion for  stopping  dosage,  gingival 
hypertrophy,  hirsutism,  and  exces- 
sive motor  activity  are  occasionally 
encountered,  especially  in  chil- 
dren, adolescents,  and  young 
adults.  During  initial  treatment, 
minor  side  effects  may  include 
gastric  distress,  nausea,  weight 
loss,  transient  nervousness,  sleep- 
lessness, and  a feeling  of  unsteadi- 
ness. All  usually  subside  with 
continued  use.  Hematologic  dis- 
orders, including  megaloblastic 


anemia,  leukopenia,  granulocyto- 
penia, pancytopenia,  and  aplastic 
anemia  have  been  reported.  Nys- 
tagmus may  develop. 

DILANTIN  is  supplied  in  several 
forms  including  Kapseals  contain- 
ing 0.1  Gm.  and  0.03  Gm.  diphenyl- 
hydan- 
toin  so- 
dium. PARKS.  DAVIS  t COMPANY.  Delml.  MiMgtn  41232 

fl 

The  color  combinations  of  the 
banded  capsules  are  Parke-Davis 
trademarks.  75955 


PARKE-DAVIS 


the  epileptic... talent  in  eclipse 
or  fulfillment  of  potential? 

the  difference  is  often 

Kapseals9 

Dilantin 

(diphenylhydantoin 

sodium) 

PARKE-DAVIS 


a rapid-acting  antidepressant 


for  a lift  from  the 


hell  of  depression 


Action  and  Uses:  Norpramin  (desipramine  hydrochloride) 
is  the  primary  active  metabolite  of  imipramine.  It  differs 
from  earlier  antidepressants  in  its  rapid  onset  of  action. 
Approximately  60  to  70%  of  patients  with  neurotic  or 
psychotic  depressions  will  respond  satisfactorily.  More 
than  half  will  begin  to  improve  in  2-5  days,  others  within  a 
week.  Usually,  patients  not  responding  within  one  week 
are  less  likely  to  improve. 

Indications:  Norpramin  is  useful  in  the  treatment  of: 
neurotic  and  psychotic  depressive  reactions,  and  in  manic 
depressive  or  involutional  psychotic  reactions.  It  may  be 
used  as  co-therapy  with  tranquilizers  in  the  treatment  of 
markedly  agitated  forms  of  depressions. 


Contraindications:  (1)  Norpramin  should  not  be  given 
within  two  weeks  of  treatment  with  a monoamine  oxidase 
inhibitor.  (2)  Because  of  its  autonomic  effects,  it  is  con- 
traindicated in  patients  with  glaucoma,  urethral  or 
ureteral  spasm  and  recent  myocardial  infarction.  (3) 
Severe  coronary  heart  disease  because  of  possible  tachy- 
cardia. (4)  Active  epilepsy  as  it  lowers  the  threshold  for 
epileptiform  seizures. 

Precautions:  (1)  Norpramin  treatment  should  not  be  sub- 
stituted for  hospitalization  or  restraint  if  the  risk  of  homi- 
cide or  suicide  is  considered  grave.  (2)  In  patients  with 
manic  depressive  illness,  Norpramin  may  induce  a hypo- 
manic  state  after  the  depressive  phase  terminates.  (3) 
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NORPRAMIN 


rapid  acting  specific  for  depression 


not  an  MAO  inhibitor 
not  a tranquilizer 

Norpramin  is  an  original  product 
of  Lakeside  research.  It  has  been 
established  to  be  the  primary  active 
metabolite  of  imipramine  and  in 
many  patients  has  been  reported  to 
be  more  rapid  in  onset  of  action— 
2 to  5 days. 

Norpramin  is  specific  for  depression 
and  is  not  recommended  for  anxiety. 
Sid.e  effects  are  usually  mild. 


“.  . . [Norpramin]  appears  to  have  an  im- 
mediate onset  of  action,  which  is  readily 
demonstrable  in  both  humans  and 
animals.” 

Meduna,  L.  J.;  Abood,  L.  G.,  and  Biel,  J.  H.:  Journal  of 
Neuropsychiatry  2: 232-237  (June)  1961. 


“.  . . laboratory  and  clinical  studies  have 
shown  that  imipramine  is  converted  endo- 
genously to  desipramine  [Norpramin] 
which  may  be  administered  instead  with 
more  prompt  onset  of  clinical  effect.” 

Nodine,  J.  A.,  and  Slap,  S.  W.:  Current  Therapeutic 
Research  5:40  (January)  1963. 


”...  responses  can  be  seen  as  soon  as  one 
to  three  days  after  administration.” 

Siegler,  P.  E.:  Medical  Clinics  of  North  America.  48:497 
(March)  1964. 


See  your  Lakeside  representative  or  please  write  for  clinical  data  and  complete  prescribing  information. 


LAKESIDE  LABORATORIES,  INC. 


MILWAUKEE,  WISCONSIN  53201 


Although  animal  teratology  studies  proved  negative,  fur- 
ther clinical  experience  is  necessary  to  establish  safety 
in  human  pregnancy.  (4)  Discontinue  therapy  prior  to 
elective  surgery. 

Adverse  Effects:  Mild  side  effects  may  occur  in  about  1 
of  4 patients.  These  are  usually  well  tolerated.  Side 
effects  include:  dry  mouth,  constipation,  dizziness,  palpi- 
tation, delayed  urination,  “bad  taste”,  sensory  illusion, 
tinnitus,  agitation  and  stimulation,  sweating,  drowsiness, 
headache,  orthostatic  hypotension,  flushing,  nausea, 
cramps,  weakness,  blurred  vision  and  mydriasis,  rash, 
allergy,  altered  liver  function,  ataxia  and  extrapyramidal 
signs. 


Dosage  and  Administration:  Optimal  resultsare  obtained 
at  about  150  mg./day.  Dosage  over  200-225  mg./day 
increases  incidence  of  side  effects.  Norpramin  may  be 
administered  as  follows:  two  tablets  (50  mg.)  t.i.d.  (150 
mg./day).  Partial  response  may  be  expected  within  2-5 
days;  optimal  response  within  2-3  weeks.  After  optimal 
results  are  achieved  a maintenance  dose  . . . 50-100 
mg./day  . . . should  be  sought. 

Supplied:  Norpramin  (desipramine  hydrochloride)  tab- 
lets of  25  mg.,  in  bottles  of  50  and  500. 
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Hospital  in  Watertown,  New  York,  have  been 
designated  as  comprehensive  rehabilitation 
centers,  it  was  announced  recently  by  Hollis  S. 
Ingraham,  M.D.,  State  Health  Commissioner. 
The  centers  will  begin  to  receive  up  to  $35,000 
a year  in  State  funds  for  any  operating  deficits. 

Designation  of  the  new  centers  brings  the 
number  of  centers  in  the  State  to  16  with  11 
more  to  be  named.  The  program  began  in  1961 
at  Governor  Rockefeller’s  request  with  the  help 
of  the  Governor’s  Council  on  Rehabilitation  and 
the  Interdepartmental  Health  and  Hospital 
Council. 

“Development  of  these  centers  is  bringing 
comprehensive  rehabilitation  services  within 
reach  of  every  New  York  resident,”  Dr.  Ingra- 
ham said.  “This  makes  possible  prompt  and 
thorough  treatment,  resulting  in  less  severe 
handicaps  and  shorter  hospitalization  periods.” 

New  directory  of  poison  control  centers 

A newly  revised  directory  of  the  545  poison 
control  centers  now  operating  in  the  United 
States  and  possessions  was  issued  recently  by 
the  Public  Health  Service’s  Division  of  Accident 
Prevention,  U.S.  Department  of  Health,  Educa- 
tion, and  Welfare.  The  revised  directory  re- 
places the  directory  published  in  August,  1962. 

The  new  “Directory  of  Poison  Control  Cen- 
ters” lists  the  address,  telephone  number,  and 
directing  personnel  of  poison  control  centers 
in  469  cities  in  48  states,  and  in  the  Canal  Zone, 
District  of  Columbia,  Guam,  Puerto  Rico,  and 
Virgin  Islands.  Centers  listed  in  the  directory 
function  independently  within  state  poison 
control  programs.  They  are  supported  with  in- 
formation and  technical  data  services  by  the 
National  Clearinghouse  for  Poison  Control 
Centers.  The  Clearinghouse  is  operated  by  the 
Poison  Control  Branch  of  the  Division  of  Ac- 
cident Prevention. 

Included  in  the  directory  are  centers  which 
provide  round-the-clock  information  services  for 
the  medical  profession  concerning  the  prevention 
and  treatment  of  accidents  involving  ingestion 
of  poisonous  and  potentially  poisonous  sub- 
stances. It  is  available  for  20  cents  from  the 
Superintendent  of  Documents,  Government 
Printing  Office,  Washington,  D.C.  20402. 

A.M.A.  publishes  occupational 
health  guide 

A new  guide,  “Personal  Protective  Equipment 
for  Employees  in  Industry,”  has  been  published 
recently  in  the  American  Medical  Association’s 
Archives  of  Environmental  Health,  according  to 
Henry  F.  Howe,  M.D.,  director  of  the  A.M.A.’s 
Department  of  Occupational  Health.  Produced 
and  approved  by  the  A.M.A.  Council  on  Oc- 
cupational Health,  the  guide  provides  a more 
complete  coverage  of  this  area  for  the  physician. 

Dr.  Howe  explained  that  the  guide  is  intended 
primarily  for  physicians  who  serve  industry  part 
time  or  on  call,  and  to  whom  industrial  employes 


come  for  preplacement,  periodic  examinations, 
diagnosis,  or  treatment.  Its  purpose  is  to  ac- 
quaint the  physician  with  the  need,  selection, 
and  use  of  clothing  and  devices  to  protect 
workers  from  hazards  which  may  result  in 
occupational  illness  or  injury.  Through  study 
of  the  material  presented  in  the  guide,  reference 
sources,  and  checklist,  the  physician  should  gain 
an  understanding  of  the  capacities  and  limita- 
tions of  protective  equipment  for  a specific 
hazard,  as  well  as  information  on  its  use,  care 
and  maintenance. 

Individual  copies  of  the  guide  may  be  ob- 
tained without  charge  from  the  A.M.A.  De- 
partment of  Occupational  Health,  535  North 
Dearborn  Street,  Chicago,  Illinois  60610. 

Columbia  dedicates  new  Alumni  Auditorium 

The  alumni  and  faculty  of  the  Columbia  Uni- 
versity College  of  Physicians  and  Surgeons  re- 
cently dedicated  their  new  $1,100,000  Alumni 
Auditorium  at  the  Columbia-Presbyterian 
Medical  Center.  All  of  the  funds  for  the 
erection  of  the  building  were  donated  by  the 
College’s  alumni  and  their  friends.  More  than 
74  per  cent  of  the  medical  school’s  5,400  alumni 
have  contributed  thus  far.  Rudolph  N.  Schul- 
linger,  M.D.,  chairman  of  the  drive,  said  he 
believed  “this  is  the  largest  response  by  the 
greatest  percentage  of  alumni  for  any  one 
project  in  the  School’s  198-year  history.”  Funds 
for  the  auditorium  were  raised  during  Columbia 
University’s  bicentennial  observance  in  1954. 
The  rest  has  been  contributed  during  the  Medi- 
cal Center’s  current  $50  million  development 
program. 

The  new,  700-seat  auditorium  is  west  of 
Broadway  on  168th  Street  in  Manhattan.  It 
adjoins,  and  was  built  in  conjunction  with,  the 
new  William  Black  Medical  Research  Building 
which  is  scheduled  to  open  later  this  year.  The 
auditorium  will  serve  the  medical  school  for 
general  lectures,  meetings,  seminars,  and  public 
functions.  It  contains  the  most  advanced 
seating  arrangement,  acoustics,  lighting,  and  pro- 
jection and  sound  equipment. 

Dr.  Grayson  Kirk,  president  of  Columbia, 
spoke  at  the  dedication  ceremonies.  The  main 
address  was  delivered  by  Senator  Lister  Hill  of 
Alabama  who  has  led  important  medical  legis- 
lation in  Congress.  His  topic  was  “Medicine- A 
Lifetime  of  Education  and  Dedication.” 

Health  guide  for  travelers 

A booklet  entitled  “Travel  in  Health”  has 
been  issued  by  the  State  Department  of  Health, 
Hollis  S.  Ingraham,  M.D.,  State  Health  Com- 
missioner, announced  recently.  This  pamphlet 
for  persons  planning  a trip  explains  that  travel 
can  “flatten  you  as  well  as  broaden  you.”  To 
avoid  this,  it  lists  health  rules  to  follow  before 
leaving  on  a trip  and  while  away.  It  explains 
immunizations  required  and  recommended  for 
travelers,  the  official  vaccination  form,  and  other 
sources  of  travel  health  information. 

continued  on  page  1307 
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Time  after  time,  in  patient  after  patient, 
Percodan’s  pain-killing  action  is  fast,  potent  and 
predictable.  Enthusiasm  for  Percodan  by  physi- 
cians is  almost  directly  proportional  to  their  expe- 
rience with  this  analgesic  formula.  Just  one 
Percodan  tablet  usually  brings  relief  within  5 to 
15  minutes  and  maintains  it  for  6 hours  or  more. 
It  rarely  causes  constipation. 

Average  Adult  Dose  — 1 tablet  every  6 hours. 
Precautions,  Side  Effects  and  Contraindications 
— The  habit-forming  potentialities  of  Percodan 
are  somewhat  less  than  those  of  morphine  and 
somewhat  greater  than  those  of  codeine.  The  usual 
precautions  should  be  observed  as  with  other  opi- 


ate analgesics.  Although  generally  well  tolerated, 
Percodan  may  cause  nausea,  emesis,  or  constipa- 
tion in  some  patients.  Percodan  should  be  used 
with  caution  in  patients  with  known  idiosyn- 
crasies to  aspirin  or  phenacetin,  and  in  those  with 
blood  dyscrasias. 


Also  available:  Percodan®-Demi,  each  scored 
pink  tablet  containing  2.25  mg.  oxycodone  HC1 
(Warning:  May  be  habit-forming),  0.19  mg.  oxy- 
codone terephthalate  (Warning:  May  be  habit- 
forming), 0.19  mg.  homatropine  terephthalate, 
224  mg.  aspirin,  160  mg.  phenacetin,  and  32  mg. 
caffeine. 


hroughout  the  wide  middle  range  of  PAIN... 


4.50  mg.  oxycodone  HC1  (Warning : May  be  habit- 
forming), 0.38  mg.  oxycodone  terephthalate 
Literature  on  request  (Warning:  May  be  habit-forming),  0.38  mg.  hom- 

atropine terephthalate,  224  mg.  aspirin,  160  mg. 

END0  LABORATORIES  INC.  Garden  City,  New  York  phenacetin,  and  32  mg.  caffeine 

•U.s.  Pats.  2.628.185  and  2.907.768 


in  treating  topical  infections,  no  need  to  sensitize  the  patient 


USE  ‘P0LYSP0RIN!1< 

POLYMYXIN  B-BACITRACIN 

ANTIBIOTIC  OINTMENT 

broad-spectrum  antibiotic 
therapy  with  minimum  risk 
of  sensitization 

Caution:  As  with  other  antibiotic  products,  prolonged  use  may  result  in  overgrowth 
of  nonsusceptible  organisms,  including  fungi.  Appropriate  measures  should  be 
taken  if  this  occurs.  Contraindication:  This  product  is  contraindicated  in  those 
individuals  who  have  shown  hypersensitivity  to  any  of  its  components. 

Supplied:  In  V2  oz.  and  1 oz.  tubes 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


.LQ  BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,Tuckahoe,  N.Y. 
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Free  copies  are  available  to  New  York  State 
residents  from  local  health  departments,  or 
address  “Travel,”  State  Health  Department, 
Office  of  Public  Health  Education,  84  Holland 
Avenue,  Albany,  New  York  12208. 

Elected.  As  officers  of  the  New  York  Rheu- 
matism Association  at  their  annual  meeting: 
Charles  L.  Christian,  M.D.,  president;  David 
J.  Hamerman,  M.D.,  president-elect;  Jerome 
Simson,  M.D.,  vice-president;  and  Arthur  I. 
Snyder,  M.D.,  secretary-treasurer  . . . Willis  E. 
Travis,  M.D.,  Poughkeepsie,  to  the  board  of 
directors  of  the  New  York  State  Ophthalmo- 
logical  Society  at  the  group’s  state  meeting  at 
the  Americana  Hotel,  New  York  City. 

Appointed.  Milton  J.  Matzner,  M.D., 
Brooklyn,  as  editor-in-chief  of  the  American 
Journal  of  Gastroenterology  . . . Doris  L.  Wethers, 
M.D.,  as  director  of  pediatrics  at  Knicker- 
bocker Hospital,  New  York  City. 

Awarded.  Frederick  Reiss,  M.D.,  chief  of  the 
dermatology  service  at  Montefiore  Hospital, 
The  Bronx,  one  of  the  George  Washington 
Awards  given  by  the  American  Hungarian 
Studies  Foundation  for  appreciation  of  Hun- 
garian culture. 

Speakers.  Louis  M.  Heilman,  M.D.,  professor 
and  chairman  of  the  Department  of  Obstetrics 
and  Gynecology  at  the  State  University  of  New 
York  Downstate  Medical  Center,  and  George 
James,  M.D.,  New  York  City  Commissioner  of 
Health,  at  the  seventy-fifth  anniversary  dinner 
of  the  Brooklyn  Gynecological  Society  in  the 
St.  Regis  Hotel,  New  York  City  . . . Dr.  Jacob 
Bronowski,  director  of  the  Salk  Institute  for 
Biological  Studies,  San  Diego,  California,  at  a 
series  of  lectures  and  seminars  while  serving 
April  26  through  May  1 as  the  first  Eastman 
Visiting  Professor  of  the  Sciences  and  Humani- 
ties at  the  University  of  Rochester  School  of 
Medicine  and  Dentistry  ...  I.  Snapper,  M.D., 
medical  director,  Beth-El  Hospital,  Brooklyn, 
at  the  third  annual  Education  Day  Seminar  at 
The  Menorah  Medical  Center,  Kansas  City, 
Missouri. 


a watering  place  where  people  go  to  enjoy 
themselves  and  to  improve  their  physical 
health .” 
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Abstracts 


Roe,  D.  A.:  Nutrient  requirements  in  psoria- 

sis, New  York  State  J.  Med.  65:  1319  (June 
1)  1965. 

Metabolic  balance  experiments  were  con- 
ducted with  respect  to  nutrient  requirements 
and  nutrient  losses  in  psoriatic  patients  and 
control  subjects.  The  amino  acid,  taurine, 
found  in  foods  of  animal  origin,  was  shown  to 
have  an  adverse  effect  on  the  skin  condition. 
Nutritionally  adequate  and  acceptable  diets 
of  low  taurine  content  are  being  used  in  a thera- 
peutic trial.  In  9 patients  on  such  a diet, 
clearing  of  the  cutaneous  lesions  was  complete 
within  two  months  of  initiation  of  therapy; 
6 other  patients  showed  paling  of  the  lesions,, 
diminution  in  scaling,  and  decrease  in  extent  of 
the  lesions.  Clinical  improvement  was  main- 
tained in  a three-month  follow-up. 

Young,  L.  E.:  Common  pitfalls  in  manage- 

ment of  anemia,  New  York  State  J.  Med. 
65:  1327  (June  1)  1965. 

The  management  of  anemia  requires:  de- 

termining the  cause  of  anemia;  finding  the 


Chlordane  tolerance  in 
food  to  remain  fixed 

The  tolerance  for  residues  of  the  pesticide 
chlordane  will  continue  unchanged  at  0.3  part 
per  million  in  the  food  tested,  the  Food  and 
Drug  Administration,  United  States  Depart- 
ment of  Health,  Education,  and  Welfare,  an- 
nounced recently. 

Continuation  of  the  tolerance  at  the  present 
level  was  recommended  by  a scientific  advisory 
committee  appointed  in  early  November,  1964, 
to  study  a proposal  that  the  tolerance  be  re- 
duced to  zero.  The  question  was  referred  to 
the  committee  upon  petition  of  the  Velsicol 
Chemical  Corporation,  as  provided  for  by  the 
Federal  Food,  Drug,  and  Cosmetic  Act. 

The  advisory  committee  found,  on  the  basis 


source  of  blood  loss,  if  any;  proper  use  of 
laboratory  tests;  recognition  of  hemolytic 
disorders;  diagnosis  of  thalassemia  minor; 
thorough  investigation  of  the  patient’s  family, 
including  certain  laboratory  studies;  proper 
treatment  of  anemia  due  to  impaired  erythro- 
poiesis;  avoidance  of  “shotgun”  hematinic 
preparations;  and  avoidance  of  excessive  use 
of  blood  transfusions. 

Craig,  A.  B.,  Jr.,  and  Dvorak,  M.:  Con- 

strictive forces  of  panty  girdle  on  thigh,  New 
York  State  J.  Med.  65:  1337  (June  1)  1965. 

The  constrictive  force  of  the  panty  girdle 
on  the  thigh  was  measured  in  10  subjects  chosen 
at  random;  it  ranged  between  8.5  and  31  cm. 
H>0  in  the  sitting  position  and  somewhat  less 
when  the  subjects  were  standing.  None  of  the 
subjects  had  experienced  edema.  The  con- 
strictive force  of  the  garment  on  the  leg  does 
not  imply  that  this  same  force  is  transmitted 
to  the  venous  end  of  the  capillary.  The  panty 
girdle  would  cause  edema  much  more  often 
in  patients  whose  venous  valves  were  func- 
tionally incompetent  than  in  normal  subjects. 


of  newly  available  results  of  animal  feeding 
studies,  completed  and  in  progress,  that  the 
chlordane  presently  in  use  is  less  toxic  than  the 
product  available  in  1950  when  the  0.3  part  per 
million  tolerance  was  established.  The  com- 
mittee concluded  that  use  in  accordance  wdth 
current  practices  is  not  hazardous.  According 
to  data  presented  to  the  committee,  the  lower 
toxicity  of  present  day  chlordane  results  from 
limitation  to  1 per  cent  of  the  amount  of  the 
intermediate  chemical  hexachlorocyclopenta- 
diene  that  is  present  in  the  pesticide. 

The  F.D.A.’s  action  takes  into  account  the 
fact  that  certain  animal  feeding  studies  are 
continuing  and  that  therefore  there  should  be  a 
reconsideration  of  the  tolerance  on  or  before 
December  31,  1966,  when  these  studies  have 
been  completed.  Chlordane  is  one  of  the  most 
widely  used  pesticides  and  is  used  on  many 
fruit  and  vegetable  crops. 
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. . . of  date  unless  you  support 
the  free-enterprise  system  of 
medicine  implicit  in  privately- 
run,  nonprofit  health  in- 
surance. To  do  your  part  in 
preserving  independently- 


sponsored  health  insurance, 
become  a participating  GHI 
doctor.  Just  ask  for  your  copy 
of  GHI’s  “Invitation  to  Par- 
ticipate.” 


GHI  Group  Health  Insurance,  inc. 

221  Park  Avenue  South  / New  York,  N.Y.  10003  / SPring  7-6000 


Abstracts  in  Interlingua 


Roe,  D.  A.:  Le  requirimentos  de  nutrimento 

in  psoriasis  ( anglese ),  New  York  State  J. 
Med.  65:  1319  (1  de  junio)  1965. 

Esseva  effectuate  experimentos  de  balancia 
metabolic,  visante  a clarificar  le  requirimentos 
e perditas  de  nutrimentos  in  patientes  psoriatic 
e subjectos  de  controlo.  Esseva  constatate 
que  le  amino-acido  taurina,  que  es  trovate  in 
alimentos  de  origine  animal,  exerce  un  effecto 
adverse  super  le  condition  cutanee.  Currente- 
mente,  dietas  nutritionalmente  adequate  e 
subjectivemente  acceptabile  sed  distinguite  per 
lor  basse  contento  de  taurina  es  usate  in  un 
essayo  therapeutic.  In  9 del  patientes  man- 
tenite  con  un  tal  dieta,  le  acclaration  del 
lesiones  cutanee  esseva  complete  intra  duo 
menses  post  le  initiation  del  therapia.  In  6 
alteres  le  lesiones  se  pallidificava,  le  squami- 
formation  declinava,  e le  extension  del  lesiones 
deveniva  reducite.  Le  melioration  clinic  se 
manteneva  durante  tres  menses  de  observa- 
tions catamnestic. 

Young,  L.  E.:  Causas  commun  de  nonsuc- 

cesso  in  le  tractamento  de  anemia  (anglese). 
New  York  State  J.  Med.  65:  1327  (1  de 
junio)  1965. 

Le  tractamento  de  anemia  require:  (1)  le 

determination  del  causa  del  condition,  (2) 


Steroids  prove  ineffective 
on  emphysematous  patients 


Results  of  a controlled  study  are  interpreted 
as  indicating  that  steroids  are  best  avoided  in 
treating  emphysema.  The  double-blind  study 
made  by  W.  K.  C.  Morgan,  M.D.,  and  E. 
Rusche,  M.D.,  was  reported  in  the  Annals  of 
Internal  Medicine.  It  involved  12  subjects,  7 
with  emphysema.  The  effects  of  steroids  on 
pulmonary  function  were  assessed  both  sub- 


le detection  del  loco  del  perdita  de  sanguine, 
si  un  tal  es  presente,  (3)  le  correcte  uso  de  tests 
laboratorial,  (4)  le  recognition  de  disordines 
hemolytic,  (5)  le  diagnose  de  thalassemia  minor, 

(6)  un  meticulose  investigation  del  familia 
del  patiente,  incluse  certe  studios  laboratorial, 

(7)  le  correcte  tractamento  de  anemia  causate 
per  un  defective  erythropoiese,  (8)  le  evitation 
de  preparatos  hematinic  a effecto  “heroic”, 
e (9)  le  evitation  de  excesso  in  le  uso  de  trans- 
fusiones  sanguinee. 

Craig,  A.  B.,  Jr.,  e Dvorak,  M.:  Fortias 

constrictive  de  calceones-garrettiera  super  le 
femore  (anglese).  New  York  State  J.  Med. 
65:  1337  (1  de  junio)  1965. 

Le  fortia  constrictive  de  elastic  calceones- 
garrettiera  super  le  femore  esseva  mesurate  in 
10  subjectos  seligite  aleatorimente.  Illo  vari- 
ava  inter  8,5  e 31  cm  de  aqua  in  position  sedente, 
e valores  alique  plus  basse  quando  le  subjectos 
esseva  in  position  erecte.  Nulle  del  subjectos 
habeva  experientiate  edema.  Le  fortia  con- 
strictive del  mentionate  calceones  super  le 
gamba  non  es  necessarimente  transmittite 
al  terminos  venose  del  capillares.  II  pare 
plausibile  supponer  que  calceones-garrettiera 
causa  edema  plus  frequentemente  in  patientes 
in  qui  le  valvulas  venose  es  functionalmente 
incompetente. 


jectively  and  objectively  by  tests  of  the  me- 
chanics of  breathing.  In  the  emphysema  group, 
no  improvement  was  found  in  any  of  the  pa- 
tients. On  the  other  hand,  a small  group  of 
asthmatics  showed  statistically  significant  im- 
provement in  pulmonary  function  while  on 
steroid  therapy.  Improvement  in  this  group 
reached  a peak  in  the  first  two  weeks,  but  in 
some  cases  tended  to  decline  by  the  fourth 
week.  Considering  the  hazards  of  steroid 
therapy  and  the  lack  of  visible  improvement 
in  the  mechanics  of  breathing  in  emphysematous 
patients,  it  was  concluded  that  steroids  are  not 
indicated  in  this  condition. 
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Doctors... 

here’s  how  to 
cure  your 
biggest  headache 

while 

saving  money 


First  National  City  can  relieve 
most  of  the  aches  and  pains  of  billing, 
collections  and  record-keeping! 

The  busier  your  office,  the  more  time  and 
work  you  can  save  with  First  National  City’s 
Automated  Customers’  Services  (ACS).  That 
means  you’ll  save  money,  too. 

Combining  Citibank  skill  and  experience 
with  an  advanced  computer-data  processing 
system,  ACS  means  your  staff  can  handle  all 
bookkeeping  in  minutes  instead  of  hours.  No 
more  irksome  ledgers.  ACS  mails  bills  auto- 
matically, accurately  . . . keeps  track  of  col- 
lections, reminds  slow  payers  . . . even  tells 
you  how  many  house  calls  you  made  last 
month.  And  each  day’s  mail  will  bring  you  a 
complete  record  of  yesterday’s  activity  ...  L 


all  in  the  utmost  confidence. 

For  full  information,  contact  the  manager 
of  your  nearest  First  National  City  branch,  or 
phone  (212)  559-5678.  If  you  prefer,  mail 
the  coupon  below  today. 


ACS  Department  jom 

First  National  City  Bank 

399  Park  Avenue,  New  York,  N.  Y.  10022 

Yes,  I’d  like  the  complete  story  on  ACS  Medical  Bill- 
ing Service. 

Name 

A ddress 

City 


_Z/p_ 


— — — — — J 

FIRST  NATIONAL  CITY  BANK 


Member  Federal  Deposit  Insurance  Corporation 
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Even  raw  materials  of  the  highest  quality- 
are  not  above  suspicion.  That’s  why  we 
screen  them  through  this  ''security  sieve.” 
It  separates  foreign  elements  from  all  in- 
coming material  intended  for  granulation. 
Here’s  how  it  works:  The  screen  vibrates 
over  a tub  at  the  rate  of  1,000  to  3,000 
times  a minute  and  sifts  the  material. 
Anything  larger  than  the  specified  par- 

Eli  Lilly  and  Company  • 


tides  is  left  behind.  The  sieve  is  engi- 
neered by  an  action  called  "annular  rota- 
tion” so  that  all  particles  will  ultimately 
come  in  contact  with  the  screen  surface. 
Security  screening  is  just  one  aspect  of 
an  elaborate  program  at  Eli  Lilly  and 
Company  to  insure  the  highest  quality  in 
our  finished  products. 


Indianapolis  6,  Indiana , U.S.A. 
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Editorials 


Annual  report  to  the  stockholders 


The  kalends  of  June  arrive  on  time  each 
year  and  bring  to  the  fore  an  accounting  of 
the  year’s  accomplishment  of  your  State 
Medical  Society. 

At  the  Annual  Meeting  in  February,  66 
resolutions  were  acted  on.  This  is  not  a 
record  number — there  have  been  as  many 
as  77.  We  seem  to  go  by  elevenses  rather 
than  nones. 

One  noteworthy  action  was  the  rescind- 
ing of  resolution  62-5,  which  removed  the 
economic  liability  from  the  stand  on 
osteopathy  and  placed  emphasis  where  it 
should  be — on  professional  qualification. 

This  issue  of  the  Journal  contains  a 
complete  report,  which  includes  annual 
and  supplementary  reports  of  officers, 
trustees,  Council  commissions,  and  com- 


mittees, the  reference  committee  reports 
thereon,  and  the  final  action  of  the  House 
of  Delegates. 

Whatever  your  particular  interest  in  the 
workings  of  the  Society  may  be,  you  will 
find  it  reported  here.  The  information  is 
complete,  and  although  there  are  no  graphs 
in  technicolor  or  box  lunches,  your  man- 
agement is  on  display  and  answerable  to  all. 

Also  sharing  this  issue  is  the  regular 
scientific  content,  and  the  editors  point  with 
pride  to  a new  conception  of  an  old  incur- 
able, psoriasis. 

The  situation  is  fluid,  not  in  the  diplo- 
matic sense  but  in  the  reportorial  sense  that 
your  medical  society  and  its  Journal  are 
in  the  mainstream  of  medicine,  breasting 
the  current  and  moving  forward. 


The  hard  case  for  safety  glasses 


We  surround  ourselves  with  safety  glass 
in  our  automobiles,  our  offices,  and  our 
homes  but  neglect  this  safeguard  in  some- 
thing much  closer  to  us — our  eyeglasses. 

Technology  now  provides  eyeglass  lenses 
that  are  tough,  shatter-resistant,  and  opti- 
cally perfect.  They  can  be  made  of  case- 
hardened  glass,  laminated  glass,  or  optical- 
grade  plastic. 

To  qualify  as  a safety  lens  the  hardened 
lens  must  withstand  the  impact  of  a steel 
ball  one-half  inch  in  diameter  dropped  from 
50  inches  above  onto  its  front  surface.  An 
ordinary  glass  lens  would  break  into  needle- 
sharp  fragments  under  such  a test. 

Sunglasses  as  well  as  prescription  lenses 
can  be  made  of  safety  material,  which  is 
only  a few  grams  heavier  than  ordinary 


material.  In  the  case  of  sun  glasses  alone 
the  extra  cost  is  $2.00  for  plastic  and  $5.00 
for  case-hardened  glass.  Surely  this  is  a 
small  premium  to  pay  for  such  insurance. 

Those  who  particularly  need  this  protec- 
tion are  children;  those  with  sight  in  one 
eye  only  and  who  require  corrective  glass 
for  that  eye;  those  who  work  in  labora- 
tories with  corrosive  and  explosive  mate- 
rials; those  who  operate  power  lawn 
mowers,  particularly  of  the  rotary  type; 
those  who  operate  power  tools;  and  those 
who  garden,  particularly  in  brush  and 
shrubs,  or  use  insecticide  sprays. 

Safety  lenses  have  been  mandatory  for 
industrial  use  for  many  years.  The  law  is 
quite  specific  about  it.  The  law  of  survival 
is  expected  to  operate  outside  of  industry. 
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It  is  too  often  honored  in  the  breach. 

The  eye  is  well  protected  by  the  over- 
hanging brow  and  the  up-thrusting  malar 
eminence;  but  when  the  globus  is  covered 
with  fragile  glass,  it  is  exposed  to  a new 
danger  that  may  strike  at  any  time — frag- 
mentation, penetration,  infection,  scarring, 


Anniversary  of  a blessed  release 

This  year  marks  the  tenth  anniversary 
of  the  completion  of  the  field  trials  of  the 
Salk  vaccine,  at  which  time  this  material 
was  declared  to  be  “safe,  effective  and 
potent.  ” 

With  the  start  of  mass  vaccinations  in 
1955,  the  incidence  of  poliomyelitis  for  the 
first  time  turned  downward,  slowly  at 
first  but  with  increasing  momentum  as 
more  children  received  the  vaccine.  A 
dramatic  drop  of  97  per  cent  has  marked 
the  incidence  of  poliomyelitis  since  1955. 
During  1964  only  121  cases  of  poliomyelitis 
were  reported  for  the  whole  country,  a rate 
of  less  than  1 per  million  of  population. 

Many  of  us  who  came  to  medical  ma- 
turity before  the  development  of  this 
immunization  remember  with  horror  the 
polio  wards  in  our  hospitals — the  drone  of 
the  respirators,  the  frantic  early  morning 
call  for  emergency  tracheostomy  to  stave 
off  death  from  asphyxiation,  and  in  talking 
with  relatives,  the  hope  abandoned. 


and  the  whole  dreary  train  that  may  lead  to 
loss  of  vision. 

Poets  have  said  that  the  eye  is  the  win- 
dow of  the  soul.  It  is  also  our  principal 
contact  with  the  world  in  which  we  live — a 
priceless  sense,  and  no  contingency  should 
be  overlooked  toward  its  conservation. 


This  is  a milestone  we  have  passed. 
The  desolation  and  frustration  of  the 
polio  ward  no  longer  exist.  Thanks  to  the 
long  and  painstaking  work  of  Enders, 
Salk,  and  Sabin,  this  tiger  has  been  caged. 
It  will  be  caged  only  so  long  as  everyone  of 
polio -susceptible  age  is  immunized.  This 
is  something  that  concerns  not  only  public 
health  authorities  but  also  every  single 
practicing  physician.  He  and  he  alone 
must  constitute  himself  as  a public  health 
authority  and  personally  see  to  it  that 
everyone  within  his  practice  who  should  be 
immunized  against  poliomyelitis  is  so 
protected. 

The  art  of  medicine  is  long — the  science 
is  short  but  lengthening.  Already  we 
have  turned  to  other  fields  to  conquer. 
This  exciting  medical  age,  in  which  acute 
infection,  poliomyelitis,  diabetes,  and  re- 
placement of  tissue  have  one  by  one  fallen 
to  science,  leads  us  on  to  greater  efforts 
and,  hopefully,  greater  accomplishments. 
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Scientific  Articles 


Nutrient  Requirements 
in  Psoriasis’ 


metabolic  balance  experiments  were  con- 
ducted with  respect  to  nutrient  requirements 
and  nutrient  losses  in  psoriatic  patients  and 
control  subjects.  The  amino  acid,  taurine, 
found  in  foods  of  animal  origin,  was  shown 
to  have  an  adverse  effect  on  the  skin  condition. 
Nutritionally  adequate  and  acceptable  diets 
of  low  taurine  content  are  being  used  in  a 
therapeutic  trial.  In  9 patients  on  such  a 
diet,  clearing  of  the  cutaneous  lesions  was 
complete  within  two  months  of  initiation  of 
therapy;  6 other  patients  showed  paling  of 
the  lesions,  diminution  in  scaling,  and  de- 
crease in  extent  of  the  lesions.  Clinical 
improvement  was  maintained  in  a three- 
month  follow-up. 


DAPHNE  A.  ROE,  M.D. 
Ithaca,  New  York 

From  the  Cornell  University 
Graduate  School  of  Nutrition 


P soriasis  is  one  of  the  commonest  of  the 
chronic  skin  diseases,  with  an  incidence  of 
approximately  1.4  per  cent  in  the  total 
population.1  In  the  United  States  it  has 
been  estimated  that  it  accounts  for  6 per 
cent  of  all  new  cases  of  skin  diseases  seen  in 
hospitals  and  clinics.2  Although  statistics 
determining  its  racial  incidence  are  probably 
inaccurate,  it  has  been  reported  in  practi- 
cally all  ethnic  groups  with  the  exceptions  of 
certain  South  American  Indians  and  New 
Guinea  aborigines.3-4  While  it  is  geneti- 
cally determined,  it  is  rarely  seen  in  infancy 
and  usually  only  becomes  manifest  following 
the  occurrence  of  certain  stress  factors, 
which  may  include  changes  in  dietary  pat- 
tern. When  active,  it  is  not  only  the  cause 
of  constant  embarrassment  and  discom- 
fort, but  it  may  also  impair  the  general 
health  and  be  associated  with  serious  com- 
plications such  as  arthritis  and  generalized 
exfoliation. 

Justification  for  a nutritional  approach  to 
this  dermatosis  rests  both  on  the  previously 
observed  response  of  patients  to  particular 
dietary  regimens  and  also  on  the  assumption 
that  prolonged  scaling  might  affect  total 

Presented  at  the  159th  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Section  on 
Dermatology  and  Syphilology,  February  18,  1965. 

* Report  prepared  with  the  support  of  Grants  AM-05690- 
05  and  AM-07451-02  from  the  National  Institutes  of  Health, 
Bethesda,  Maryland. 


nutrient  losses  from  the  body.  It  has 
long  been  noted  that  under  conditions  of 
famine  or  food  deprivation  from  other 
causes,  psoriasis  undergoes  remission. 
Simons,5  in  his  classical  study  of  psoriasis  in 
the  tropics  and  particularly  in  Indonesia, 
showed  that  during  the  years  of  the  Japa- 
nese occupation,  interned  Europeans  lost 
their  psoriasis  and  that  it  returned  when 
these  people  once  again  had  access  to  an 
abundant  diet.  It  is  noteworthy  that  one 
of  Simon’s  patients,  whose  disease  followed 
this  pattern,  ascribed  the  return  of  his 
dermatosis  to  . . my  old  worries  and 
proteins.”  Indeed,  it  has  been  suspected 
for  many  years  that  when  psoriatic  pa- 
tients increase  their  consumption  of  animal 
protein,  their  skin  condition  worsens,  and 
in  certain  cases  exfoliation  supervenes. 
More  than  thirty  years  ago  Schamberg6 
utilized  this  finding  and  successfully  treated 
his  patients  with  low-protein  diets.  His 
therapeutic  methods  did  not  gain  general 
acceptance  owing  to  unattractive  dietary 
formulation  and  lack  of  attention  to  proper 
nutritional  principles.  The  diets  lacked 
sufficient  total  protein  and  other  nutrients 
necessary  for  the  maintenance  of  normal 
health. 

More  recently,  Lerner  and  Lerner’s7  ex- 
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tensive  dietary  study  of  a patient  with 
generalized  psoriasis  has  shown  that, 
whereas  a high  animal  protein  intake  in  the 
form  of  beef  can  produce  exacerbation  of 
the  dermatosis,  improvement  can  be 
achieved  on  a high  nitrogen  intake  when 
this  is  obtained  in  the  form  of  a synthetic 
amino  acid  mixture.  A more  dramatic  im- 
provement was  achieved  with  a synthetic 
amino  acid  diet  of  low  nitrogen  content.  In 
this  particular  investigation,  there  was  no 
record  of  the  effect  of  varying  the  amounts 
of  individual  amino  acids  in  prepared  food. 

Metabolic  study  procedures 

During  the  past  two  years,  metabolic 
balance  experiments  have  been  conducted 
in  the  Clinical  Nutrition  Unit  at  Cornell 
University  in  Ithaca,  New  York,  with  re- 
spect to  nutrient  requirements  and  nutrient 
losses  in  psoriatic  patients  and  control  sub- 
jects. Both  patients  and  controls  have 
been  rigorously  selected  to  avoid  the  risk  of 
admitting  subjects  who  have  had  clinical 
or  laboratory  evidence  of  systemic  or  local 
disease  that  would  interfere  with  the  evalu- 
ation of  data.  The  chosen  subjects  have 
been  admitted  to  a metabolic  ward  where 
the  accepted  criteria  for  balance  studies  are 
followed.  Not  only  has  it  been  possible  to 
control  dietary  intake  and  to  measure 
urinary  and  fecal  losses  of  certain  nutrients 
but  also  the  cutaneous  losses  in  sweat  and 
scale  have  been  measured.  These  latter 
studies  have  been  made  possible  through 
adaptation  and  modification  of  collection 
methods  for  cutaneous  excreta  described 
by  Freedberg  and  Baden.8  Particular 
attention  has  been  paid  to  sulfur  balance, 
but  nitrogen  and  mineral  balance  also  is 
being  investigated  currently.  The  gar- 
ments used  in  the  collection  of  sweat  and 
scale  are  shown  in  Figure  1. 

Taurine  intolerance 

In  the  first  series  of  patients  we  studied, 
it  became  apparent  that  although  the 
course  of  psoriasis  was  influenced  by  protein 
intake,  this  was  true  only  of  animal  protein 
foods.  Moreover,  these  patients  recounted 
their  past  experience  to  support  this  finding 
and  asserted  that  sea  foods  were  particu- 
larly liable  to  cause  itching  and  temporary 
exacerbation  of  their  dermatosis.  A toxic 


FIGURE  1.  Collection  garment  used  in  scale  and 
sweat  studies. 


factor  common  to  these  foods  therefore 
was  postulated. 

During  this  preliminary  phase  of  the 
investigation,  another  study  was  in  progress 
in  which  the  urinary  and  fecal  excretion  of 
the  amino  acid,  taurine,  was  being  meas- 
ured before  and  during  the  administration 
of  therapeutic  agents,  including  corticos- 
teroids. 9 Increased  urinary  excretion  of  tau- 
rine occurred  in  psoriatic  patients  who  were 
given  drugs  of  differing  pharmacologic 
activity  but  with  the  common  property  of 
inducing  temporary  remission  of  their 
disease.  Interest  therefore  was  centered 
on  taurine  and  on  its  particular  biochemical 
role  in  psoriasis.  It  has  been  shown  that 
the  amino  acid,  taurine,  is  an  end  product 
of  sulfur  metabolism,  but  no  active  func- 
tion in  man  has  been  demonstrated  pre- 
viously other  than  that  of  conjugation 
with  bile  acids.10  Schmidt,  Von  Adelung, 
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TABLE  I.  The  free  taurine  content  of  foods 


Taurine  Content  (Mg.  per  100  Gm.  and  Standard  Deviation) 
Dietary  Item  Raw  Baked  Boiled 


Chicken 

32 

.4 

d= 

5.3 

21 

.1 

zb 

8.5 

10.6 

zb 

5.4 

Pork 

51 

.4 

zb 

16.5 

22 

.3 

zb 

13.2 

11.8 

zb 

0.7 

Lamb 

48 

.2 

± 

3.2 

23 

.8 

zb 

3.7 

12.6 

zb 

4.6 

Veal 

19 

.5 

zb 

8.0 

12 

.9 

zb 

1.3 

5.5 

zb 

2.8 

Beef 

30. 

2 

zb 

17.5 

12. 

,1 

zb 

2.7 

6.37 

zb 

0.8 

Cod 

38 

.0 

zb 

4.3 

32 

.8 

zb 

6.8 

16.1 

± 

3.6 

Haddock 

28 

.9 

zb 

9.1 

27 

.9 

zb 

15.2 

9.8 

zb 

3.3 

Clams 

252 

.5 

zb 

112.2 

127 

.0 

zb 

55.7 

44.5 

zb 

25.5 

Oysters 

73 

.8 

zb 

34.3 

25 

.9 

zb 

4.1 

10.2 

zb 

4.0 

Shrimp 

63 

.3 

=b 

25.3 

29 

.5 

zb 

10.4 

20.2 

zb 

2.9 

Scallops 

238. 

3 

zb 

33.5 

187. 

.0 

zb 

44.0 

150.0 

zb 

10.5 

Liquid  milk* 

13. 

2 

zb 

6.0* 

Evaporated  milk* 

3. 

2 

zb 

0.3* 

* Values  are  in  milligrams  per  100  ml. 


and  Watson11  found  that  in  normal  sub- 
jects, ingested  taurine  is  rapidly  excreted 
unchanged  in  the  urine.  Very  little  in- 
formation has  existed  concerning  the  dis- 
tribution of  taurine  in  foods. 

Analysis  of  dietary  items  for  their  taurine 
content  was  undertaken,  and  it  was  found 
that  significant  amounts  were  present  in 
all  protein  foods  of  animal  origin;  the 
highest  values  were  obtained  in  sea  foods 
from  invertebrate  phyla12  (Table  I).  The 
taurine  could  be  leached  out  of  these 
nutrients  by  soaking  them  in  cold  water  or, 
more  effectively,  by  boiling.  The  leached 
taurine  was  recovered  from  the  cooking 
fluid.  Patients  and  control  subjects  were 
given  diets  estimated  to  be  of  low  taurine 
content  (Table  II),  and  the  effect  of  taurine 
supplementation  was  followed  with  respect 
to  the  clinical  effects  and  also  to  the  pattern 
of  taurine  and  sulfur  excretion  in  the  urine, 
feces,  scale,  and  sweat.  Objective  methods 
were  used  as  far  as  possible  to  determine 
whether  or  not  taurine  caused  adverse  re- 
actions with  respect  to  the  psoriatic  process. 
These  methods  included  measurement  of 
scale  loss  and  planimetric  estimation  of 
psoriatic  lesions. 

An  early  and  constant  finding  was  the 
induction  of  pruritus  following  single  large 
doses  of  taurine.  Later,  it  was  found  that 
this  symptom  could  be  triggered  by  taurine 
supplementation  to  a level  found  in  normal 
diets.  Unfortunately,  this  response  can- 
not be  measured  objectively.  In  addition 
to  the  pruritus,  taurine  administration  was 
followed  by  increased  scaling  and  extension 
of  the  skin  lesions.  These  effects  can  be 
seen  in  Figures  2 and  3.  In  control  sub- 


TABLE  II.  Composition  of  basic  low  taurine, 
2,187-calorie  diet  and  283-calorie  food  supplement 


Item 

Quantity 

(Gm.) 

Diet  (Taurine  content. 

15  to  18  mg.) 

Protein 

38.18 

Fat 

70.10 

Carbohydrates 

387.97 

Calcium 

0.311 

Phosphorus 

0.512 

Food  Supplement  (Taurine 

content,  6 to  8 mg.*) 

Protein 

14.4 

Fat 

16.2 

Carbohydrate 

20.3 

Calcium 

499.5 

Phosphorus 

400.0 

* Consisted  of  one-half  can  of  evaporated  milk  diluted  1 : 1 
with  water. 


jects,  taurine  administration  did  not  induce 
toxic  effects,  nor  was  pruritus  elicited.  It 
was  further  demonstrated  that  supplemen- 
tary taurine  was  completely  eliminated  in 
the  urine,  and  to  a lesser  extent  in  the  feces, 
of  control  subjects.  Psoriatic  patients  re- 
tained ingested  taurine,  and  this  was  re- 
flected not  only  in  the  taurine  excretion 
studies  but  also  in  the  sulfur  balance  deter- 
minations. During  periods  of  high  taurine 
intake,  the  scale  losses  of  taurine  were  in- 
creased, but  the  magnitude  of  this  loss  was 
dependent  on  the  weight  of  exfoliated  scale. 
It  was  found  that  in  the  psoriatic  patients, 
continued  taurine  supplementation  caused 
specific  changes  in  the  urinary  partition  of 
sulfur,  with  reduction  in  the  excretion  of 
inorganic  sulfate  but  no  significant  altera- 
tion in  the  total  urinary  sulfur  excretion 
(Fig.  4). 
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excretion  of  taurine  and  sulfur. 

FIGURE2.  Effect  of  taurine  intake  on  scale  losses. 


FIGURE  3.  Effect  of  taurine  intake  on  extent  and 
activity  of  psoriasis. 


These  observations  support  the  concept 
of  taurine  intolerance  as  an  etiologic  factor 
in  psoriasis.  This  would  appear  to  be  an 


error  of  metabolism,  but  at  present  the 
abnormal  biochemical  role  of  taurine  is 
undetermined. 

The  effect  of  taurine  administration  on 
the  urinary  partition  of  sulfur  suggests  that 
the  amino  acid  may  exert  a sparing  action 
on  the  catabolism  of  other  sulfur-containing 
amino  acids  such  as  methionine  and  cystine. 
This  might  explain  the  increased  epidermal 
turnover  through  greater  availability  of 
the  building  blocks  for  epidermal  tissue 
synthesis.  On  the  other  hand,  it  has  been 
postulated  that  taurine  may  act  as  a sul- 
fur donor  in  the  biosynthesis  of  sulfated 
mucopolysaccharides  that  exist  in  protein 
and  lipid  combination  in  the  psoriatic 
epidermis.11 

Significance  of  dermal  nutrient 
losses  in  psoriasis 

Whereas  it  has  been  shown  that  under 
nonsweating  conditions,  dermal  nutrient 
losses  play  a very  minor  part  in  the  over-all 
metabolic  balance  of  the  body,13  there  is 


1322  New  York  State  Journal  of  Medicine  / June  1,  1965 


TABLE  III.  Significance  of  dermal  losses  in  relation  to  pattern  of  sulfur  excretion 


Extent 

of 


Psoriasis 

Scale 

Sulfur  Losses 

as 

Loss 

Sulfur 

. (Mg.  per  Day) 

Per  Cent 

(Gm. 

Intake 

Skin, 

Total 

Per  Cent 

of 

per 

(Mg. 

Scale, 

Sulfur 

Absorption  Retention 

Body 

24 

per 

and 

Losses 

of 

of  Sulfur 

Case 

Surface 

Hours) 

Day) 

Urine 

Feces 

Sweat 

(Mg.) 

Sulfur 

(Mg.) 

1 

85 

32.8 

793.5 

577.0 

4.9 

213.5 

795.4 

99 

- 1.9 

2 

54 

6.1 

664.9 

418.7 

134.8 

47.2 

600.7 

79 

+ 64.2 

3 

45 

1.9 

836.8 

610.1 

228.3 

23.3 

861.7 

72 

-24.9 

* This  table  represents  mean  values  for  two  six-day  metabolic  periods.  A statistical  analysis  of  the  data  will  be  published 
subsequently. 


past  and  present  evidence  that  this  is  not 
true  for  chronic  scaling  dermatoses,  par- 
ticularly when  these  are  widespread  or 
generalized.  In  the  present  program  of 
metabolic  studies,  it  has  been  shown  that 
although  compensatory  mechanisms  exist 
whereby  increased  skin  losses  of  sulfur 
result  in  decreased  fecal  and  urinary  losses, 
these  mechanisms  may  be  inadequate  to 
prevent  negative  balance  in  cases  of  chronic 
exfoliative  psoriasis  (Table  III).  These 
patients  exist  in  a precarious  nutritional 
status  that  may  be  upset  by  the  superven- 
tion of  infection  or  secondary  exudative 
dermatosis  in  which  serum  is  lost.  General- 
ized erythrodermic  psoriasis  is  fortunately 
uncommon,  and  it  is  important  to  estimate 
the  nutritional  effects  of  chronic  scaling  not 
only  in  this  group  but  also  in  those  who 
have  more  limited  forms  of  the  disease. 
Our  present  studies  have  shown  that  the 
parakeratotic  scale  is  rather  constant  in 
composition  with  respect  to  such  elements 
as  nitrogen,8  sulfur,  and  calcium  (Fig.  5). 
The  mean  and  standard  deviations  for  the 
sulfur  and  calcium  content  of  psoriatic 
scales  (expressed  as  milligrams  per  gram) 
were  7.86  ± 0.15  for  sulfur  and  1.64  ± 0.36 
for  calcium.  A rough  estimate  of  dermal 
nutrient  losses  can  be  made  by  multiplying 
the  weight  of  exfoliated  scale  by  the  calcu- 
lated composition  of  the  scale  in  terms  of 
any  particular  element. 

When  such  data  are  used  in  the  deter- 
mination of  nutrient  requirements,  it  is 
important  not  only  to  assess  the  day-to-day 
losses  but  also  the  long-term  nutrient  drain 
caused  by  exfoliation.  The  difficulties  of 
providing  a diet  of  low  taurine  content 
that  contains  adequate  amounts  of  proteins 
and  minerals  to  compensate  for  estimated 


FIGURE  5.  Relationship  between  scale  loss  and 
sulfur  loss  in  psoriasis. 


dermal  losses  should  not  be  underestimated. 
This  problem  has  not  been  entirely  over- 
come, and  its  solution  may  have  to  await 
the  development  of  protein  foods  of  low 
taurine  content.  Some  of  the  soybean 
products  seem  promising  in  this  respect 
but  have  the  disadvantage  that  patients 
may  find  them  unpalatable.  In  mild 
psoriasis,  the  necessity  for  such  foods  may 
be  questioned,  but  patients  who  have 
histories  of  chronic  exfoliative  psoriasis  or 
psoriasis  arthropathica  with  bone  deminer- 
alization will  need  calcium  and  protein 
supplements  to  prevent  or  check  negative 
nutrient  balance.  This  necessity  is  of 
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TABLE  IV.  Low  taurine  diet  2 


Food  Category 

Type  and  Amount  Included 

Type  Excluded 

Eggs 

None 

All  eggs  and  egg  dishes 

Fruits  and  fruit  juices 

As  desired,  fresh  or  canned 

Potatoes 

As  desired 

Vegetables 

As  desired,  raw  or  cooked 

Milk 

Evaporated  milk,  V2  to  1 can  daily, 
diluted  with  an  equal  amount  of  water 
(may  be  flavored  with  chocolate, 
strawberry,  and  so  on) 

Pasteurized  and  ho- 
mogenized milk 

Meat,*  fish,  poultry 

Chicken,  turkey,  beef,  or  veal,  not  to 
exceed  3 ounces  daily 

Additional  meat,  pork, 
lamb;  all  fish,  including 
tuna  fish;  cold  cuts 
such  as  bologna;  liver, 
heart,  kidney;  and  meat 
gravies 

Fats  and  oils 

Butter,  margarine,  salad  dressings, 
peanut  butter 

Cheese 

1/2  cup  cottage  cheese,  or  1 slice  of 
American  or  Swiss  cheese,  or  1 table- 
spoon of  cream  cheese 

Other  additional  cheeses 

Bread 

As  desired 

Cereal  and  cereal  products 

Hot  or  cold  breakfast  cereals  (using  the 
evaporated  milk),  macaroni,  rice, 
spaghetti 

Desserts 

Cake,  pie,  cookies,  sherbert,  or  fruit  ice 

Puddings  (unless  made 
with  evaporated  milk), 
ice  cream 

Soups 

Vegetable  soup 

Cream  soups,  meat  soups 

Condiments 

Salt,  pepper,  herbs,  spices,  mustard, 
catsup,  Worcestershire  sauce 

Sugars 

Jellies,  jams,  honey,  sugar,  syrups, 
candy 

Beverages 

Tea,  coffee,  soft  drinks 

* Meats  preferably  should  be  boiled  before  subsequent  cooking,  such  as  baking,  broiling,  or  frying.  The  liquid  from 
the  boiling  should  then  be  discarded. 


foremost  importance  in  those  who  have 
received  corticosteroids  for  the  treatment 
of  cutaneous  or  joint  disease. 

Therapeutic  application  of  taurine 
restriction 

Low  taurine  diets  have  been  formulated 
and  prescribed  as  the  sole  therapeutic 
modality  in  a group  of  15  psoriatic  patients. 
Daily  taurine  ingestion  has  been  kept  at  a 
low  level  through  limitation  of  animal 
protein  foods  and  by  education  of  the 
patients  in  cooking  technics  designed  to 
leach  out  taurine  from  the  food  items. 
Since  it  is  intended  that  these  diets  should 
be  maintained  indefinitely,  special  attention 
has  been  paid  to  palatability  and  to  the  in- 
clusion of  adequate  protein  and  other 
nutrients  to  fulfill  the  recommended  dietary 
allowance14  (Table  IV).  In  determining 
nutrient  requirements,  allowance  has  been 
made  for  dermal  losses  incurred  prior  to  the 


commencement  of  diet  therapy.  Although 
patients  receiving  these  diets  were  asked 
to  keep  records  of  food  intake,  the  validity 
of  such  data  may  be  questioned.  Except 
during  periods  of  metabolic  study,  ad- 
herence to  the  prescribed  regimen  was  and 
is  based  solely  on  patient  motivation. 

The  short-term  results  of  employing  low 
taurine  diets  have  supported  the  findings  of 
the  hospital  study  in  which  it  was  shown 
that  taurine  restriction  is  a significant  factor 
in  the  control  of  psoriasis.  In  9 patients  in 
this  group,  clearing  of  the  cutaneous  lesions 
was  complete  within  two  months  of  the 
initiation  of  therapy.  The  remaining  6 
showed  paling  of  the  lesions,  diminution 
in  scaling,  and  decrease  in  the  extent  of  the 
lesions  as  recorded  by  planimetric  measure- 
ments and  photographic  records  over  the 
same  time  interval.  Results  of  the  three- 
month  follow-up  show  that  the  clinical  im- 
provement was  maintained  (Table  V). 
Since  six-month  follow-up  reports  are  not 
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TABLE  V.  Results  of  preliminary  trials  of  low  taurine  diet  in  15  patients  with  psoriasis 


Number  of 
Patients* 

Initial  Extent 
of  Psoriasis 
As  Per  Cent  of 
Body  Surface 

Degree  of 
Severity 

Three- 

Clear 

Results  at 
-Month  Follow-Up 

Little  or 

Improved!  No  Change 

8 

Less  than  5 

Mild 

4 

4 

0 

2 

5 to  25 

Moderate 

2 

0 

0 

5 

More  than  25 

Severe 

3 

2 

0 

* Includes  only  those  patients  whose  dietary  records  showed  conformity  with  the  diet  prescription, 
t Denotes  25  per  cent  or  greater  reduction  in  the  area  of  cutaneous  involvement. 

available  for  the  whole  group,  this  and 
further  long-term  studies  must  await  a 
subsequent  report.  It  is  pertinent  to  men- 
tion that  patients  on  a low  taurine  diet 
become  sensitive  to  dietary  deviation  and 
notice  temporary  recrudescence  of  lesions 
with  pruritus  when  foods  high  in  taurine 
are  ingested. 

Investigations  are  in  progress  to  develop 
a rapid  analytical  method  for  serum  taurine 
levels,  so  that  it  will  be  possible  to  judge 
whether  or  not  the  dietary  regimen  has  been 
maintained.  Correlation  of  such  labora- 
tory studies  with  clinical  data  should  enable 
us  to  make  a proper  evaluation  of  the 
practical  value  of  low  taurine  diets.  Until 
such  information  is  available,  and  until 
this  nutritional  approach  has  been  com- 
pared with  existing  methods  for  the  treat- 
ment  of  psoriasis,  the  importance  of  low 
taurine  diets  cannot  be  assessed  adequately. 
However,  these  studies  have  demonstrated 
that  a biochemical  error  exists  in  psoriatic 
subjects,  whereby  they  are  unable  to  handle 
ingested  taurine  in  the  normal  manner. 
The  logical  outcome  of  this  finding  is  the 
use  of  the  recommended  diet.  Such  a 
regimen  does  not  offer  any  hope  of  cure,  but 
it  has  the  advantage  that  it  can  be  used 
without  the  danger  of  impairing  the  general 
health  of  the  patient.  Successful  applica- 
tion of  the  diets  would  mean  an  end  to  the 
use  of  cytotoxic  drugs  and  tedious  local 
treatment  in  psoriasis. 

The  study  has  only  just  begun,  because, 
as  yet,  there  is  no  information  concerning 
the  endogeneous  metabolism  of  taurine  in 
psoriasis,  nor  do  we  even  know  whether  or 
not  this  is  the  only  nutrient  intolerance 
existing  in  these  persons.  These  problems 
are  currently  being  investigated  as  is  also 
the  concept  that  potentiation  of  taurine 
excretion  may,  under  special  circumstances, 
be  a necessary  adjunct  of  restricted  taurine 
intake. 


It  has  been  said  that  “psoriasis  is  a 
practically  incurable  disease  when  the 
conditional  stimulation  recurs  in  the  usual 
circumstances  of  life.15  Although  it  is 
unlikely  that  we  will  prove  the  statement 
false,  insight  into  the  “conditional  stimula- 
tion” will  surely  add  to  our  understand- 
ing of  this  puzzling  disease. 

Summary 

Nutrient  requirements  in  psoriasis  must 
be  determined  through  attention  to  the 
existing  metabolic  defect  and  also  by  esti- 
mation of  the  usual  nutrient  losses  caused 
by  chronic  scaling.  On  the  one  hand,  it  has 
been  shown  that  the  amino  acid,  taurine, 
found  in  foods  of  animal  origin,  has  an 
adverse  effect  on  the  skin  condition  and  that 
limitation  of  the  intake  of  such  foods  has  a 
beneficial  influence  on  the  course  of  the 
dermatosis.  In  contrast  to  this,  severe 
limitation  in  the  consumption  of  protein 
and  minerals  is  contraindicated  because 
of  the  increased  dermal  nutrient  losses 
caused  by  rapid  epidermal  turnover.  Al- 
though there  is  physiologic  compensation 
for  the  skin  losses,  this  may  be  insufficient 
to  prevent  negative  balance.  In  diets 
formulated  for  the  control  of  psoriasis, 
these  problems  have  been  taken  into  con- 
sideration, and  it  has  been  possible  to 
provide  nutritionally  adequate  and  accept- 
able diets  of  low  taurine  content,  which 
are  being  used  in  a therapeutic  trial. 
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Experiment  underway  to  record 
brain  waves  before  birth 

The  start  of  a unique  project  to  record 
“brain  waves”  from  infants  prior  to  birth  was 
reported  recently  by  a research  team  from  the 
University  of  Rochester  School  of  Medicine  and 
Dentistry. 

At  the  annual  meeting  of  the  American  Col- 
lege of  Obstetricians  and  Gynecologists,  Morti- 
mer G.  Rosen,  M.D.,  and  Richard  Satran, 
M.D.,  reported  on  a series  of  electroencephalo- 
grams taken  from  unborn  infants  while  the 
mothers  were  in  labor.  Although  they  are 
now  working  on  perfection  of  the  technic,  the 
researchers  hope  recording  of  brain  electrical 
patterns  will  provide  information  about  such 
problems  as  mental  retardation  and  cerebral 
palsy. 

If  a normal  electrical  pattern  for  the  brain 
before  birth  can  be  established,  it  might  be 
possible  to  diagnose  and  treat  brain  damage 
earlier.  Also,  deviations  from  the  normal 
pattern  might  be  clues  to  causes  of  brain  injury 
during  delivery. 

For  some  time  the  Rochester  researchers  and 
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others  have  been  recording  brain  electrical 
activity  in  infants  immediately  after  delivery, 
but  they  hope  that  earlier  recording  will  yield 
still  more  information  about  the  condition  of 
the  brain.  Attempts  to  pick  up  these  signals 
through  the  mother’s  abdomen  before  birth 
have  not  given  useful  results. 

The  Rochester  doctors  believe  they  are  the 
first  to  record  brain  electricity  directly  in  the 
birth  canal  and  continuing  through  the  normal 
process  of  delivery.  This  is  done  by  placing 
two  tiny  wires  from  the  electroencephalograph 
on  the  top  of  the  infant’s  head  after  the  cervix 
is  dilated  and  before  birth. 

They  have  learned  already  to  recognize 
changes  in  the  electrical  patterns  associated 
with  the  contractions  of  labor.  The  procedure 
presents  no  danger  and  little  discomfort  to  the 
infant  or  mother. 

There  are  still  serious  disadvantages  to  re- 
cording brain  wave  patterns  this  way.  Only 
the  top  of  the  head  of  the  unborn  infant  can  be 
reached,  and  this  is  not  the  area  of  the  brain 
in  which  the  most  distinctive  electrical  im- 
pulses are  produced.  Dr.  Rosen  and  Dr. 
Satran  hope  to  continue  efforts  to  improve  the 
technic,  while  collecting  more  information 
about  brain  wave  patterns  before  birth. 
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Anemia  is  a common  problem  in  medical 
practice.  Fortunately,  the  study  and 
treatment  of  anemia  can  be  reduced  to 
relatively  simple  terms  in  most  cases. 
Unfortunately,  however,  anemia  is  often 
mismanaged.  The  faults  stem  chiefly  from 
failure  to  apply  elementary  principles  of 
medical  practice  rather  than  from  failure 
to  employ  some  of  the  newer  diagnostic  and 
therapeutic  methods.  I have  chosen  to 
speak  of  these  faults  as  pitfalls.  One  of 
the  definitions  of  a pitfall  given  by  the 
Oxford  Universal  Dictionary  is  “a  hidden 
danger  or  error  into  which  a person  may 
fall  unawares.” 

Determining  cause  of  anemia 

The  first  pitfall  to  be  cited  is  inadequate 
investigation  of  the  cause  of  anemia. 
This  is  a general  fault  to  which  some  of 
the  others  are  closely  related.  Treatment 
of  anemia  without  seeking  its  cause  may 
have  disastrous  consequences.  It  is  fool- 
hardy to  continue  administration  of  hema- 
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the  management  of  anemia  requires: 
determining  the  cause;  finding  the  source  of 
blood  loss,  if  any;  proper  use  of  laboratory 
tests;  recognition  of  hemolytic  disorders; 
diagnosis  of  thalassemia  minor;  thorough 
investigation  of  the  patient's  family , in- 
cluding certain  laboratory  studies;  proper 
treatment  of  anemia  due  to  impaired  eryth- 
ropoiesis;  avoidance  of  “ shotgun ” hematinic 
preparations;  and  avoidance  of  excessive 
use  of  blood  transfusions. 


tinics  month  after  month  and  year  after 
year  while  both  the  response  to  treatment 
and  the  cause  of  anemia  remain  uncertain. 
If  a patient’s  anemia  does  not  respond 
significantly  to  hematinic  therapy  within 
one  or  two  months,  the  need  is  nearly  always 
for  a better  diagnosis  rather  than  more  of 
the  same  therapy. 

Finding  source  of  blood  loss 

We  should  be  especially  concerned  about 
inadequate  search  for  bleeding  from  the 
digestive  tract.  If  such  bleeding  is  sus- 
pected because  of  positive  results  from 
tests  for  blood  in  the  stools,  evidence  of 
iron  deficiency,  or  for  any  other  reason,  no 
stone  should  be  left  unturned  in  an  effort 
to  find  the  cause.  It  is  distressing  to  en- 
counter advanced  carcinoma  of  the  bowel 
in  patients  who  have  been  treated  with 
hematinics  for  many  months  prior  to  study 
of  the  digestive  tract. 

Among  the  causes  of  bleeding  into  the 
digestive  tract  that  are  apt  to  be  over- 
looked are  esophageal  hiatus  hernia,  tumors 
of  the  small  intestine  and  cecum,  and 
diverticula  of  the  colon.  Tumors  of  the 
right  side  of  the  colon  may  cause  bleeding 
long  before  other  symptoms  are  apparent. 
Such  tumors  may  not  be  detected  unless 
radiologic  study  with  barium  enema  is 
performed  with  great  care  and  with  ade- 
quate preparation  of  the  patient.  Clini- 
cians should  appreciate  the  fact  that  bleed- 
ing may  indeed  occur  from  diverticula, 
although  probably  less  often  than  from 
polyps. 

The  Peutz-Jeghers  syndrome,  hereditary 
hemorrhagic  telangiectasia,  and  pseudo- 
xanthoma elasticum  are  relatively  un- 
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common  causes  of  gastrointestinal  bleed- 
ing, but  they  deserve  mention  because  they 
may  be  overlooked  easily  and  because  they 
represent  types  of  lesions  that  the  clinician 
should  have  in  mind  as  he  proceeds  with 
his  search.  It  is  noteworthy  that  clues 
to  diagnosis  of  these  conditions  may  often 
be  found  in  examination  of  the  head  and 
neck.  In  the  Peutz-Jeghers  syndrome,  an 
hereditary  condition  of  great  interest, 
polyposis  of  the  gastrointestinal  tract  is 
associated  with  patchy  melanin  pigmenta- 
tion that  is  most  evident  about  the  lips 
and  inside  the  oral  cavity.  Melanin  spots 
also  may  be  noted  on  the  hands  and  feet 
and  in  the  umbilical  area.  In  hereditary 
hemorrhagic  telangiectasia,  telangiectases 
similar  to  those  in  the  gut  may  be  seen 
frequently  on  the  lips,  face,  nasal  septum, 
and  in  many  other  areas  of  the  skin.  In 
female  patients  the  lesions  are  often  ob- 
scured by  the  application  of  cosmetics. 

The  characteristic  “plucked-chicken”  ap- 
pearance of  the  skin  of  the  neck  and  axillae 
in  pseudoxanthoma  elasticum  is  unlikely  to 
be  forgotten  by  any  physician  who  has 
seen  it.  This  inherited  disorder  of  con- 
nective tissue  is  usually  associated  with 
retinal  angioid  streaks  and  early  develop- 
ment of  arteriosclerosis,  and  it  may  cause 
serious  bleeding  into  the  gastrointestinal 
tract. 

Use  of  laboratory 

Let  us  now  turn  from  the  search  for 
sources  of  blood  loss  to  the  laboratory. 
In  determining  the  presence  of  anemia  and 
its  cause,  proper  use  of  the  laboratory  is 
essential.  Too  little  attention  is  paid  to 
the  range  of  normal  figures  for  hemoglobin 
and  hematocrit  for  each  sex  at  various  ages. 
There  is  also  too  little  appreciation  of  the 
inaccuracies  of  laboratory  methods,  es- 
pecially those  used  in  hemoglobinometry 
and  red  cell  counting.  There  is  consider- 
able increase  in  the  hemoglobin  concentra- 
tion and  hematocrit  of  males  at  puberty. 
Females,  on  the  other  hand,  show  little 
change  in  these  figures  in  the  absence  of 
disease.  Fortunately,  the  results  of  hemo- 
globinometry in  most  laboratories  are  now 
expressed  in  grams  of  hemoglobin  per 
100  ml.  of  blood  rather  than  in  per  cent 
of  normal.  The  latter  method,  which 
prevailed  in  the  past,  often  conveyed  the 


erroneous  impression  that  many  female  L 
patients  were  suffering  from  anemia. 

In  the  hands  of  most  technicians,  the  3 
hematocrit  estimate  is  the  most  accurate 
method  available  for  determining  whether 
or  not  a patient  is  anemic.  The  familiar 
Wintrobe  tubes  provide  not  only  an  ac- 
curate estimate  of  packed  red  blood  cell  ! 
volume  but  also  permit  helpful  macro-  I 
scopic  examination  of  the  plasma  and 
buffy  coat,  which  may  give  valuable  clues 
in  the  diagnosis  of  hematologic  disorders. 
The  increasingly  popular  microhematocrit 
apparatus  permits  use  of  capillary  blood 
samples  and  requires  only  four  minutes  of  | 
centrifugation  for  packing  of  the  red  cells. 
This  type  of  equipment  and  the  newer 
photoelectric  colorimeters  for  hemoglo- 
binometry are  valuable  aids  in  the  clinical 
laboratory.  Red  blood  cell  counts  need 
be  done  only  in  exceptional  cases.  Too 
much  time  and  money  are  still  being  wasted 
on  unnecessary  red  cell  counts,  which  are 
relatively  inaccurate  unless  performed  with 
the  aid  of  an  electronic  cell  counter. 

The  clinician  has  as  much  obligation  to 
review  his  patients’  blood  smears  as  he  has 
to  review  roentgenographic  films  or  electro- 
cardiograms. Too  frequently  the  evalua- 
tion of  blood  smears  is  left  entirely  to  a 
technician  who  is  unfamiliar  with  the 
patient  and  incapable  of  correlating  certain 
details  on  the  smears  with  the  clinical 
findings.  It  is  my  impression  that  the 
value  of  estimating  red  cell  indexes,  such 
as  MCV  (mean  corpuscular  volume),  has 
been  overrated  and  that  many  patients 
with  macrocytosis  have  been  given  hema- 
tinic  therapy  simply  on  the  basis  of  high 
figures  for  MCV.  Examinations  of  the 
blood  smear  and  of  the  patient  behind  the 
smear  are  necessary  if  we  are  to  arrive  at 
precise  formulation.  I often  tell  my  as- 
sociates that  they  can  have  the  red  cell 
indexes  if  they  wish;  I prefer  to  consider 
the  smear  and  the  patient  behind  the 
smear  as  a start  in  differential  diagnosis. 

Recognition  of  hemolytic  disorders 

A major  pitfall  is  the  failure  to  recognize 
hemolysis  as  a relatively  common  cause  of 
anemia.  Until  about  twenty  years  ago, 
hemolytic  disorders  were  considered  rari- 
ties, but  we  now  realize  that  some  types  are 
by  no  means  rare.  With  the  aid  of  im- 
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proved  laboratory  methods,  intracorpuscu- 
lar  abnormalities  are  being  detected  with 
increasing  frequency.  In  recent  years  we 
have  studied  about  80  cases  of  hereditary 
spherocytosis  in  the  Strong  Memorial 
Hospital.  Sickle  cell  anemia  associated 
with  the  homozygous  form  of  the  hemoglo- 
binopathy is  estimated  to  be  present  in 
from  0.3  to  1.3  per  cent  of  American 
Negroes.  Inherited  deficiencies  of  certain 
red  cell  enzymes  deserve  emphasis  because 
of  their  recent  demonstration  and  their 
frequent  association  with  hemolysis. 

The  Coombs’  test  for  detecting  red  cell 
antibodies  has  revealed  a surprisingly  high 
incidence  of  autoimmune  hemolytic  dis- 
ease, just  as  the  L.E.  (lupus  erythematosus) 
test  has  helped  to  reveal  a much  higher 
incidence  of  lupus  erythematosus  than 
had  been  suspected  prior  to  the  description 
of  L.E.  cells  in  1948.  In  other  words, 
these  laboratory  procedures  have  helped 
to  broaden  clinical  concepts  and  to  raise 
indexes  of  suspicion. 

The  frequency  of  hemolysis  associated 
with  leukemia,  lymphoma,  carcinomatosis, 
uremia,  infection,  and  liver  disease  also 
has  become  increasingly  appreciated. 
These  are  examples  of  “symptomatic” 
hemolytic  anemia. 

One  of  the  milestones  of  medical  research 
in  the  twentieth  century  was  the  demon- 
stration of  inherited  deficiency  of  the 
enzyme,  glucose-6-phosphate  dehydrogen- 
ase, in  the  red  cells  of  individuals  who  de- 
velop brisk  hemolysis  after  taking  certain 
drugs.  In  most  persons  the  enzyme  de- 
ficiency by  itself  is  of  relatively  little 
consequence,  but  when  combined  with 
provocative  stresses,  hemolysis  ensues. 
Such  cases  are  fine  examples  of  the  inter- 
action of  heredity  and  environment  in 
producing  disease. 

Additional  comment  on  dehydrogenase 
deficiency  in  red  cells  is  in  order  because 
of  the  frequency  of  this  condition.  It  is 
found  in  7 to  12  per  cent  of  American 
Negroes  and  may  be  even  more  common 
in  certain  Caucasian  stocks,  for  example, 
among  Sardinians.  This  defect  is  es- 
timated to  be  present  in  more  than  100 
million  persons  throughout  the  world. 
It  is  determined  by  a sex-linked  gene,  and, 
in  general,  females  are  less  affected  than 
males.  The  older  red  cells  in  the  circula- 
tion are  most  deficient  in  the  enzyme  and 


hence  are  most  susceptible  to  hemolysis 
after  drug  ingestion.  Much  of  the  early 
work  on  this  form  of  drug-induced  hemo- 
lytic anemia  was  done  with  primaquine 
phosphate  and  other  antimalarial  agents. 
Certain  of  the  sulfonamides  and  other 
antibacterial  drugs,  phenacetin,  and  vita- 
min K derivatives  may  also  provoke 
hemolysis.  Naphthalene  in  the  form  of 
moth  balls  is  often  ingested  by  children 
and  causes  severe  hemolysis  if  their  red 
cells  are  deficient  in  this  enzyme. 

Hemolysis  from  many  different  causes 
is  often  subtle.  Patients  may  lack  most 
of  the  findings  that  clinicians  associate 
with  hemolytic  disorders,  but  transfusion 
requirements  may  be  heavy,  and  if  the 
patient’s  red  cells  or  normal  donor  cells  are 
tagged,  their  rapid  disappearance  from  the 
patient’s  circulation  can  be  demonstrated. 
Recognition  of  hemolysis,  even  when  it  is 
relatively  subtle,  may  have  major  implica- 
tions for  the  patient’s  health  because  of  the 
efficacy  of  preventive  and  therapeutic 
measures  now  available. 

Recognition  of  thalassemia  minor 

The  next  pitfall  to  be  stressed  is  the 
failure  to  recognize  thalassemia  minor,  the 
mild  form  of  Mediterranean  anemia.  Per- 
sons with  thalassemia  minor  are  heter- 
ozygous with  regard  to  this  condition; 
that  is,  they  have  one  gene,  not  a pair. 
If  2 such  persons  marry,  one  quarter  of 
their  offspring  may  have  thalassemia  major, 
the  severe  form  of  Mediterranean  anemia, 
while  one  half  can  be  expected  to  have 
thalassemia  minor. 

In  Rochester,  Neel  and  Valentine  have 
estimated  the  frequency  of  the  mild  form 
at  about  4 per  cent  of  the  Italian  popula- 
tion whose  ancestors  came  chiefly  from 
southern  Italy  and  Sicily.  In  the  Po 
valley  in  Italy  an  incidence  as  high  as  20 
per  cent  has  been  reported.  Thalassemia 
may  occur  in  both  Mediterranean  and  non- 
Mediterranean  stocks  and  may  be  as- 
sociated with  hemoglobinopathies.  Its 
various  forms  and  its  wide  geographic 
distribution  have  been  fully  appreciated 
only  in  recent  years.  For  the  purposes  of 
this  discussion,  we  shall  consider  only 
thalassemia  minor  of  the  type  most  preva- 
lent among  persons  of  Mediterranean  ex- 
traction, especially  Italians  and  Greeks. 
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The  red  blood  cell  counts  in  these  persons 
are  high  in  relation  to  the  hemoglobin  and 
hematocrit  and  are  actually  higher  than 
normal  in  many  cases,  counts  of  6 million 
or  more  being  frequently  encountered. 
The  hemoglobin  and  hematocrit  are  usually 
below  normal,  and  the  hemoglobin  is 
commonly  in  the  range  of  10  to  12  Gm. 
Widely  varying  degrees  of  hypochromia, 
ovalocytosis,  and  target  cell  formation 
are  evident  in  the  red  cells  on  blood  smears. 
The  resistance  of  the  red  cells  to  lysis  in 
hypotonic  solutions  of  sodium  chloride 
is  nearly  always  increased;  that  is,  the  cells 
have  decreased  osmotic  fragility.  Thalas- 
semia minor  is  often  confused  with  iron- 
deficiency  anemia  because  of  the  similari- 
ties in  the  blood  smear.  Thalassemia  also 
has  been  confused  with  lead  poisoning 
because  of  the  basophilic  stippling  in  the 
red  cells.  Demonstration  of  decreased 
osmotic  fragility  of  the  red  cells  helps  to 
support  the  diagnosis  in  cases  in  which 
abnormalities  in  the  smear  are  not  striking. 

Since  there  are  nearly  100,000  Italians  in 
the  Rochester  area,  the  estimated  total 
number  of  cases  of  thalassemia  minor  is 
about  4,000.  Recognition  of  this  condition 
should  spare  the  patients  unnecessary 
anxiety  and  the  expense  of  hematinics, 
which  are  so  often  given  to  no  avail.  These 
patients  can  be  assured  that  life  expectancy 
is  not  shortened  by  the  minor  hematologic 
disorder  and  that  no  available  form  of 
treatment  will  be  of  any  benefit. 

Investigation  of  patient’s  relatives 

Still  another  common  shortcoming  in 
medical  practice  is  the  failure  to  study 
the  patient’s  family.  Adequate  study  of 
the  patient’s  relatives  often  will  help  to 
clarify  or  substantiate  the  diagnosis  in  the 
patient.  In  examining  the  relatives,  the 
physician  may  render  them  a valuable 
service,  provided  he  acts  with  diplomacy 
so  as  not  to  create  anxiety  or  resentment. 
A mere  history  of  the  patient’s  family  is 
not  enough.  It  is  desirable  actually  to 
examine  the  patient’s  relatives  and  to 
carry  out  certain  laboratory  studies.  The 
hereditary  patterns  may  become  evident 
only  when  the  most  sensitive  tests  known 
are  performed  on  all  available  relatives. 
Otherwise,  mildly  affected  carriers  are 
overlooked,  just  as  the  mildly  affected 


relatives  of  diabetic  patients  may  be  over- 
looked unless  glucose  tolerance  tests  are 
performed. 

Treatment  of  anemia  due  to 
impaired  erythropoiesis 

One  of  the  most  common  errors  in  medi- 
cal practice  is  the  indiscriminate  use  of 
hematinics  in  treatment  of  anemia  due  to 
impaired  red  cell  production.  This  group 
requires  careful  differentiation  on  the  basis 
of  history,  physical  findings,  and  labora- 
tory determinations.  Examination  of  the 
bone  marrow  is  especially  helpful. 

Megaloblastic  marrow  is  most  often 
related  to  deficiency  of  vitamin  Bi2  or 
folic  acid.  The  most  common  cause  of 
vitamin  B12  deficiency  in  this  part  of  the 
world  is  pernicious  anemia,  which  re- 
sponds dramatically  to  small  doses  of  this 
vitamin  injected  parenterally.  In  most 
cases  there  is  no  need  for  administration 
of  iron  or  other  hematinic  substances. 
Treatment  of  this  condition  has  become 
remarkably  simple  and  inexpensive.  Vita- 
min Bi2  deficiency  also  may  be  encountered 
after  total  gastrectomy  or  with  infestation 
of  the  intestine  with  the  fish  tapeworm. 

Patients  with  sprue  may  have  deficiencies 
of  both  folic  acid  and  vitamin  Bi2.  Folic 
acid  deficiency  also  may  develop  during 
pregnancy  and  occasionally  in  infancy. 
In  infants  with  megaloblastic  anemia, 
deficiency  of  ascorbic  acid  also  may  be 
demonstrated.  Megaloblastic  anemia  as- 
sociated with  malnutrition  in  adults,  es- 
pecially in  the  presence  of  severe  alcohol- 
ism, may  respond  dramatically  to  doses  of 
folic  acid  as  small  as  250  to  400  micro- 
grams per  day. 

Drugs  used  in  the  treatment  of  epilepsy 
are  known  to  induce  folic  acid  deficiency 
in  certain  individuals.  The  requirement 
for  folic  acid  is  probably  increased  in 
persons  with  chronic  hemolytic  anemia 
such  as  sickle  cell  anemia.  Megaloblastic 
bone  marrow  therefore  may  be  associated 
with  hyporegenerative  crises  in  patients 
with  chronic  hemolysis  who  have  de- 
veloped folic  acid  deficiency.  This  com- 
plication seems  most  apt  to  occur  in  the 
presence  of  infection.  The  combination 
of  impaired  erythropoiesis  with  markedly 
shortened  life  span  of  the  red  cells  results 


1330  New  York  State  Journal  of  Medicine  / June  1,  1965 


in  the  rapid  development  of  severe  anemia. 
Prompt  recognition  of  the  problem  and 
treatment  with  folic  acid  may  be  life- 
saving. 

In  patients  with  deficient  erythropoiesis 
related  to  inflammatory  processes,  to 
uremia,  and  to  Addison’s  disease,  the  bone 
marrow  shows  no  characteristic  abnor- 
mality. Therapy  of  these  conditions  is 
best  directed  at  the  underlying  disease. 
Anemia  in  patients  with  myxedema  is 
usually  associated  with  slight  to  moderate 
hypoplasia  of  the  bone  marrow.  Response 
to  administration  of  thyroid  extract  is 
quite  slow.  This  is  one  type  of  anemia 
that  usually  requires  treatment  for  several 
months  before  correction  is  evident. 

Patients  with  hypoplastic  or  aplastic 
marrow  of  unknown  cause  may  respond 
significantly  to  prolonged  administration 
of  corticosteroid  and  androgens.  Pharma- 
cologic doses  of  androgens  have  been  found 
to  promote  erythropoiesis  in  some  cases  of 
myeloid  metaplasia. 

Use  of  “shotgun"  hematinic 
preparations 

Reference  already  has  been  made  to  the 
pitfall  of  hematinic  preparations  but 
deserves  further  emphasis.  I have  asked 
a few  representatives  of  pharmaceutical 
companies  why  their  firms  continue  to 
distribute  hematinic  concoctions  con- 
taining 10,  20,  or  even  30  or  more  in- 
gredients. The  usual  response  is  that 
physicians  request  them.  It  is  senseless 
for  the  patient  to  spend  large  sums  of 
money  on  relatively  expensive  “shotgun” 
preparations  containing  many  ingredients 
that  are  not  needed,  that  may  have  certain 
toxic  effects,  and  may  tend  to  obscure  the 
correct  diagnosis.  In  the  vast  majority 
of  cases,  anemia  will  respond  to  one  or  two 
hematinic  substances  selected  after  a pre- 
cise diagnosis  has  been  made.  This  is  an 
“old  chestnut”  but  one  that  seems  still  to 
be  worthy  of  discussion. 


Excessive  use  of  blood  transfusions 

The  last  pitfall  to  be  emphasized  is  the 
attempt  to  maintain  a normal  or  nearly 
normal  hemoglobin  concentration  in  chroni- 
cally anemic  patients  by  using  intensive 
transfusion  therapy.  In  patients  whose 
anemia  is  refractory  to  all  available 
hematinics,  the  responsible  physician  or- 
dinarily should  be  satisfied  to  maintain  the 
hemoglobin  and  hematocrit  at  relatively 
modest  figures.  Most  patients  with  aplas- 
tic anemia,  lymphoma,  chronic  leukemia, 
or  chronic  hemolytic  disorders,  for  ex- 
ample, adjust  remarkably  well  to  moderate 
degrees  of  anemia,  with  the  hematocrit 
in  the  range  of  25  per  cent.  The  inevitable 
risks,  as  well  as  the  annoyance  and  expense 
of  transfusion  therapy,  should  be  kept  to 
a minimum.  The  price  to  the  patient  of 
maintaining  a normal  hemoglobin  con- 
centration is  much  too  high. 


Conclusions 

These  general  recommendations  seem 
in  order:  When  anemia  is  suspected,  the 
physician  should  first  determine  whether 
or  not  the  patient  really  has  anemia,  and 
in  so  doing  he  must  take  care  to  employ 
reliable  methods.  If  the  patient  is  anemic, 
all  possible  steps  should  be  taken  to  de- 
termine the  cause.  Once  the  cause  is 
found,  the  anemia  should  be  treated  as 
specifically  as  possible,  usually  with  a 
single  substance  and  in  some  instances  by 
operative  procedures  such  as  splenectomy 
or  removal  of  an  ovarian  tumor.  “Shot- 
gun” hematinic  preparations  should  be 
avoided  like  the  plague.  By  adhering  to 
these  general  policies  the  physician  can 
protect  the  patient’s  health  as  well  as  his 
financial  resources. 
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There  has  been  much  enthusiasm  in  re- 
cent years  for  the  establishment  of  the  psy- 
chiatric unit  in  the  general  hospital.  Most 
frequently,  this  unit  is  conceived  as  one  or 
more  specialized  wards  devoted  to  the  in- 
patient treatment  of  acute  psychiatric 
problems.  The  advantages  of  treating 
such  psychiatric  illness  in  community  hos- 
pitals in  a local  medical  setting  are  ap- 
parent. However,  in  the  flush  of  enthu- 
siasm for  this  type  of  psychiatric  facility, 
the  distinction  between  a psychiatric  unit 
and  a psychiatric  service  can  be  overlooked. 
The  psychiatric  unit  provides  a specialized 
area  for  patients  exhibiting  disturbances  of 
behavior  that  require  their  isolation  from 
other  hospital  divisions.  The  complete 
psychiatric  service  should  provide,  in  addi- 
tion, psychiatric  consultation  and  manage- 
ment for  any  patient  in  the  general  hos- 
pital as  well  as  outpatient  psychiatric  clinic 
care. 

Lidz  and  Fleck1  have  summarized  the 
aims  of  the  general  hospital  psychiatric 
service  as  threefold:  to  complement  the 

education  of  house  staff,  to  improve  medical 
care,  and  to  study  the  role  of  emotions  in 
the  causation  of  disease.  The  psychiatric 
unit  is  an  additional  facility  that  can  com- 
plement these  functions  but  cannot  perform 
them  and  certainly  should  not  substitute 
for  them. 

This  report  reviews  the  past  eight  years 
experience  of  the  psychiatric  consultation 


service  within  the  various  inpatient  units  of 
the  Columbia-Presbyterian  Medical  Center 
and  discusses  in  detail  the  year  1961  to 
1962.  Similar  studies  have  been  reported 
by  Bernstein  and  Kaufman,2  Bibring,3  and 
Kenyon  and  Rutter. 4 A psychosomatic 
service  had  been  functioning  actively  at  the 
Columbia-Presbyterian  Medical  Center 
prior  to  World  War  II.  This  service 
offered  some  diagnostic  consultations  and 
limited  treatment  for  patients  selected  for 
specific  clinical  investigations.  In  1955  the 
psychiatric  consultation  service  replaced 
the  psychosomatic  service  and  offered  psy- 
chiatric consultation,  on  request,  to  any  pa- 
tient in  the  hospital,  not  merely  to  patients 
with  particular  diseases.  Under  this  new 
organization,  psychiatric  consultation  is 
performed  by  a junior  resident  under  super- 
vision of  the  senior  staff.  In  the  past  eight 
years  the  number  of  consultations  requested 
yearly  were  as  follows:  1955,  236;  1956, 

493;  1957,  360;  1958,  637;  1959,  569; 

I960,  466;  1961,  593;  and  1962,  622. 

To  understand  better  the  exact  function 
which  the  consultation  service  was  playing, 
a more  detailed  survey  was  made  of  our 
experience  for  the  year  June,  1961,  to  July, 
1962.  In  this  period,  622  consultation  re- 
quests were  made.  When  analyzed  by 
service  requesting  the  consultation,  the 
data  that  appear  in  Table  I emerged. 

The  study  was  then  directed  to  a detailed 
analysis  of  the  requests  for  psychiatric  con- 
sultation coming  from  the  ward  medical 
service.  The  following  questions  were 
posed: 

1.  What  is  the  nature  of  the  patient 
population  referred  for  psychiatric  consul- 
tation as  compared  to  the  over-all  ward 
population  in  terms  of  age,  sex,  ethnic 
group,  and  medical  disease? 

2.  What  are  the  reasons  for  psychiatric 
consultation? 

3.  How  do  interns  compare  in  their  con- 
sultation request  behavior? 

Nature  of  patient  population 
referred  for  consultation 

The  medical  service  is  so  organized  that 
requests  for  consultations  of  any  type  are 
the  prerogative  of  the  medical  intern. 
Although  interns  are  advised  by  assistant 
residents  and  attending  physicians,  a major 
emphasis  of  the  internship  is  the  assump- 
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TABLE  I.  Number  and  percentage  of  patients 
on  various  services  who  were  referred  for  psychi- 
atric consultation 


Patients  Seen  in  Consultation 
Per  Cent  of 
Patients  on 

Service  Number  Given  Service 

Neurology 

175 

15.0 

Medicine 

175 

10.2 

Obstetrics  and 

gynecology 

92 

1.6 

Surgery 

75 

3.9 

Orthopedics 

33 

2.7 

Cancer* 

27 

1.5 

Genitourinary 

17 

2.7 

Dermatology 

12 

9.0 

Eye 

10 

1.0 

Ear,  nose,  and 

throat 

6 

1.1 

* Service  was  in  a special  city  hospital  affiliated  with  the 
Columbia-Presbyterian  Medical  Center. 


tion  of  responsibility  by  the  intern,  who 
orders  all  tests,  consultations,  and  therapy 
for  his  patients. 

Table  II  shows  the  number  of  psychiatric 
consultations  from  1955  to  1962  requested 
annually  by  the  medical  service;  the  total 
number  of  medical  admissions  each  year; 
and  the  percentage  of  these  patients  seen  in 
consultation  by  the  service  of  psychiatry 
each  year. 

Within  two  years  after  psychiatric  con- 
sultations were  made  available,  9 to  13  per 
cent  of  all  medical  patients  were  referred 
for  such  study. 

The  population  of  patients  admitted  to 
the  department  of  medicine  during  the 
academic  year  1961  to  1962  was  surveyed. 
A comparison  was  made  between  the  psy- 
chiatric consult  population  and  the  total 
population  of  the  medical  wards  in  respect 
to  sex,  age,  ethnic  group,  and  medical 
diagnosis.  The  consultation  requests  also 
were  sorted  on  the  basis  of  the  month  of  the 
year,  patient’s  ward,  requesting  intern,  and 
psychiatric  diagnosis. 

Sex.  Of  the  175  patients  seen  in  con- 
sultation in  the  year  1961  to  1962,  120  were 
female  and  55  male,  a ratio  of  approxi- 
mately 2 to  1.  The  sex  ratio  of  the  over-all 
population  of  the  medical  service  approxi- 
mates 1 to  1.  Our  findings  contrast  with 
those  at  Johns  Hopkins,  where  there  was 
only  a slight  female  preponderance  in  the 
consult  population.5  There  was  no  men- 
tion of  the  sex  ratio  in  Bernstein’s  Mount 
Sinai  Hospital  study.2 


TABLE  II.  Psychiatric  consultations  in  relation  to 
total  medical  admissions,  1955  to  1962 


Years 

Total 

Medical 

Admissions 

Number  of 
Psychiatric 
Consults 
from 
Medical 
Wards 

Per- 

centage 

of 

Patients 
Seen  in 
Psychi- 
atric 
Consul- 
tation 

1955 

1,746 

69 

3 

1956 

1,560 

143 

9 

1957 

1,522 

191 

13 

1958 

1,543 

180 

12 

1959 

1,625 

184 

11 

1960 

1,560 

189 

12 

1961 

1,528 

200 

13 

1962 

1,754 

175 

10 

TABLE  III.  Age  distributions  of  consult  and  ward 
populations 


Percentage  of  Patients 
Consult  Ward 

Age  (Years)  Population  Population 


20  or  under 

12 

9 

20  to  40 

37 

24 

40  to  60 

25 

36 

60  or  more 

26 

31 

Age.  The  age  distributions  of  these  175 
patients  and  of  335  randomly  selected 
females  and  165  males  admitted  to  the 
medical  service  appear  in  Table  III. 

Race.  The  total  medical  population 
was  69  per  cent  white  and  31  per  cent 
Negro.  The  consult  population  was  70 
per  cent  white  and  30  per  cent  Negro. 

Medical  diagnosis.  Each  of  the  three 
units  of  the  medical  service  requested  ap- 
proximately the  same  ratio  of  psychiatric 
consultations  per  unit  of  population.  How- 
ever, the  metabolism  ward,  with  147  ad- 
missions for  the  year,  had  29  consultation 
requests  (19  per  cent).  This  was  twice  the 
ratio  found  on  the  general  ward  service. 
There  are  a number  of  possible  explanations 
for  this  finding.  The  10-bed  metabolism 
service  is  particularly  well  staffed.  As  a 
result,  patients  admitted  there  are  well 
observed,  so  that  psychiatric  symptomatol- 
ogy may  be  noted  more  readily  than  in  the 
usual  ward  situation.  A high  proportion 
of  patients  admitted  to  that  unit  are  dia- 
betic patients  whose  diabetes  is  out  of 
control.  Therefore,  the  psychiatrist  is 
often  called  to  evaluate  the  role  emotional 
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TABLE  IV.  Percentage  of  ward  patients  with 
various  medical  diagnoses  referred  for  psychiatric 
consultation 


Medical  Diagnosis 

Ward 

Patients 

with 

Diagnosis 

Consult 

Patients 

with 

Diagnosis 

Consult 

Patients 

as 

percentage 

of 

Disease 

Popula- 

tion 

in  Wards 

Cardiovascular 

474 

36 

8 

Myocardial 

infarction 

186 

7 

4 

Metabolism 

307 

36 

11 

Diabetes 

149 

18 

8 

Gastrointestinal 

disease,  total 

257 

44 

17 

Ulcer 

(Not  determined)  8 

Ulcerative  colitis 

17 

8 

47 

Infectious  disease, 
(including 

pneumonia) 

174 

18 

10 

Pulmonary 

95 

3 

3 

Asthma 

21 

3 

14 

Hematologic  disease 

115 

10 

9 

Neoplastic  disease 

105 

6 

6 

Renal  disease 

68 

3 

4 

Connective  tissue 

disease 

56 

6 

11 

Intoxication- 

alcoholism 

21 

11 

52 

Unclassified 

82 

2 

2 

Totals 

1,754 

175 

factors  play  in  the  patient’s  inability  to 
maintain  dietary  and  insulin  therapy  as 
instructed.  Another  factor  may  be  that 
these  diabetic  patients  have  a chronic  dis- 
ease that  is  treatable  but  not  curable.  The 
management  problems  of  the  chronically 
ill  often  induce  a sense  of  frustration  in  the 
attending  house  officer,  which  tends  to  in- 
crease calls  for  outside  help.  Finally,  one 
may  only  speculate  on  the  role  disturbances 
in  metabolism  play  in  producing  psycho- 
pathologic  symptoms. 

Table  IV  gives  a breakdown  of  the  medi- 
cal service  patient  population  by  diagnostic 
categories  and  the  number  and  percentage 
of  each  group  seen  by  a psychiatric  con- 
sultant. It  also  demonstrates  the  per- 
centage of  patients  for  whom  consultations 
were  requested  in  each  disease  category. 
A significantly  higher  than  average  per- 
centage of  patients  were  seen  in  two  disease 
categories:  ulcerative  colitis  (47  per  cent) 

and  intoxications  (52  per  cent).  The  latter 
category  included  patients  who  had  at- 
tempted suicide  with  drugs.  The  largest 
number  of  consultation  requests  in  both 
this  and  the  Mount  Sinai  study2  was  from 
the  group  of  patients  with  cardiovascular 
diseases.  However,  in  the  Columbia-Pres- 


TABLE  V.  Psychiatric  diagnosis  in  patients  for 
whom  psychiatric  consultation  was  requested 


Diagnosis 

Number 

of 

Patients 

Per- 

centage 

of 

Patients 

Depression 

37 

21 

Personality  disorders 

37 

21 

Organic  brain 
syndrome 

33 

18 

Schizophrenia 

34 

18 

Psychoneuroses 

14 

11 

Other 

12 

6 

Psychophysiologic 

reaction 

8 

5 

byterian  Medical  Center  study  it  was  found 
that  this  represented  only  8 per  cent  of  all 
patients  with  cardiovascular  disease. 

Psychiatric  diagnosis.  The  psy- 
chiatric resident  completed  a questionnaire 
for  each  patient.  This  included  his  deter- 
mination of  the  psychiatric  diagnosis,  the 
reason  for  the  consultation,  and  other 
relevant  data.  Table  V shows  the  psy- 
chiatric diagnostic  categories  into  which 
the  consult  population  fell. 

Reasons  for  referral 

Each  consultation  was  classified  accord- 
ing to  the  following  categories  of  reason  for 
referral:  diagnosis,  management,  disposi- 

tion, past  psychiatric  history,  psychoso- 
matic disease,  and  patient  requesting  help. 

The  category,  “diagnosis,”  was  used  to 
include  requests  made  specifically  for  as- 
sistance in  establishing  a diagnosis  or 
securing  an  opinion  regarding  the  con- 
tributions of  emotional  factors  to  the  cause 
of  a patient’s  complaints.  The  category, 
“management,”  included  requests  for  assist- 
ance with  such  problems  as:  (1)  immediate 
treatment  for  acutely  disturbed  patients 
(for  example,  delirious  states,  disturbed 
schizophrenic  patients,  and  senile  de- 
mentia); (2)  treatment  of  depressed  or 
anxious  patients;  and  (3)  the  problem 
patient  (for  example,  the  patient  who  re- 
fused procedures).  The  category,  “dis- 
position,” included  requests  for  opinions 
regarding  an  appropriate  discharge  plan  or 
for  mental  status  evaluations  to  allow  a 
nursing  home  application.  The  category, 
“psychosomatic,”  included  requests 
prompted  by  the  patient’s  having  a “classi- 
cal” psychosomatic  disease  (for  exam- 
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pie,  peptic  ulcer  and  ulcerative  colitis). 
The  category,  “past  psychiatric  history,”  in- 
cluded requests  for  evaluation  of  patients 
who  had  a past  history  of  psychiatric  disor- 
der. In  some  instances  requests  were  entered 
only  with  the  statement  that  the  “patient 
requested  psychiatric  help.” 

The  reasons  for  requesting  consultation 
can  be  summarized  as  follows:  manage- 

ment, 49  per  cent;  disposition,  14  per 
cent;  diagnosis,  12  per  cent;  past  his- 
tory, 12  per  cent;  psychosomatic  symp- 
toms, 7 per  cent;  and  patients  desiring 
help,  6 per  cent.  Ten  per  cent  of  the  re- 
quests were  prompted  by  other  staff  mem- 
bers such  as  social  workers,  attending 
physicians,  or  psychiatrists  who  inter- 
viewed ward  patients  as  part  of  the  third 
year  medical  student  teaching  program. 

Approximately  half  of  the  patients  seen 
by  the  psychiatric  service  were  problems  in 
management.  The  psychiatrist’s  role  here 
was  to  advise  in  the  use  of  drugs,  in  the 
manipulation  of  the  ward  environment,  or 
in  communication  difficulties  between  pa- 
tient and  staff.  Meyer  and  Mendelson6 
have  discussed  the  latter  aspect  in  detail. 

Consultations  based  purely  on  the  in- 
tern’s observation  that  the  patient  had  one 
of  the  so-called  psychosomatic  diseases  rep- 
resented only  7 per  cent  of  all  the  consulta- 
tion requests.  It  is  apparent  that  in  this 
medical  center,  ulcerative  colitis  is  the  only 
psychosomatic  disease  in  which  the  psy- 
chiatrist frequently  is  asked  to  play  a role. 
While  the  psychologic  factors  operative  in 
this  very  serious  illness  are  probably  more 
apparent  than  in  other  diseases,  another 
factor  in  the  high  percentage  of  requests 
may  be  the  presence  of  a psychiatric  con- 
sultant in  the  ulcerative  colitis  clinic.  This 
has  been  a policy  at  the  Columbia-Presby- 
terian  Medical  Center  for  thirty  years,  and 
so  psychiatric-medical  liaison  is  a well- 
established  tradition. 

The  disposition  problem  represented  only 
14  per  cent  of  the  total  patients  seen.  In 
many  cases  the  motivation  was  not  just  the 
use  of  psychiatry  as  an  agent  of  expeditious 
discharge  but  rather  represented  a sophis- 
ticated awareness  of  the  complexity  of  the 
hospital  discharge  for  some  patients. 

Interns’  requests  for  consultations 

Although  all  interns  were  exposed  to 


essentially  similar  clinical  material,  there 
was  a wide  spread  in  the  number  of 
consultations  requested  by  each  intern. 
All  12  interns  were  interviewed  by 
one  of  us  (D.S.K.)  at  the  end  of 
the  year.  The  number  of  consultations  re- 
quested by  each  individual  per  month  did 
not  vary  significantly  as  the  year  pro- 
gressed. However,  the  later  requests  did  in- 
dicate a more  sophisticated  use  of  the 
psychiatric  consultant. 

Of  the  12  interns,  3 asked  for  less  than 
10  consultations  for  the  year,  6 asked  for 
10  to  15,  and  3 asked  for  more  than  15. 
The  mean  was  13,  and  the  range  was  6 to 
23.  A study  from  Johns  Hopkins  reports 
a very  similar  spread  among  their  medical 
house  officers.5  No  specific  common  factor 
seems  to  account  for  the  low  number  of 
psychiatric  consultations  requested  by  some 
interns.  In  individual  cases  the  following 
factors  seem  to  play  a role:  (1)  a high 

degree  of  self-reliance,  with  reluctance  to 
call  consultations  of  any  type;  (2)  an  overt 
antipsychiatry  bias;  and  (3)  a more  subtle 
reservation  about  the  practical  value  of 
psychiatric  consultation  or  treatment.  It 
is  more  difficult  to  account  for  the  higher 
number  of  consultations  (16,  17,  and  23) 
requested  by  3 interns,  who  were  men  of 
different  training,  personality,  and  career 
plans. 

Although  the  total  number  of  interns 
studied  here  is  quite  small,  the  interviews 
did  suggest  that  medical  school  courses  in 
the  psychiatric  aspects  of  physical  illness 
were  particularly  important  in  shaping  an 
intern’s  attitudes  toward  the  role  of 
psychiatry  in  a medical  setting.  They 
often  neutralized  a negative  reaction  to  the 
formal  psychiatric  experience. 

The  high  percentage  (49  per  cent)  of 
requests  for  assistance  in  management 
problems  often  reflected  the  general  lack  of 
preparation  of  interns  for  handling  simple 
emotional  problems  in  their  medical  pa- 
tients. Many  of  these  house  officers,  while 
highly  self-reliant  and  conversant  with  a 
wide  variety  of  drugs,  showed  a striking 
lack  of  sophistication  regarding  the  indica- 
tions and  contraindications  for  modern 
psychopharmacologic  agents  such  as  the 
phenothazines  and  antidepressant  drugs. 
The  distinction  between  tranquilizers  and 
energizers  often  was  not  understood,  and 
inappropriate  drugs  were  prescribed. 
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Oftentimes,  the  toxicity  of  these  drugs  was 
overrated.  As  a consequence,  the  drugs 
were  often  used  in  ineffective  doses  or  not 
at  all.  In  some  cases  it  was  also  clear  that 
the  intern’s  personal  anxiety  and  subse- 
quent avoidance  of  a discussion  of  feelings 
with  a patient  made  the  intercession  of 
a psychiatrist  necessary.  This  is  to  be 
expected  in  a setting  in  which  an  inexperi- 
enced physician,  the  intern,  is  given  such 
great  responsibility. 

Comment 

If  psychiatrists  are  truly  eager  to  have 
their  medical  colleagues  manage  the  un- 
complicated emotional  problems  of  medical 
practice,  this  type  of  general  hospital  situ- 
ation certainly  provides  a golden  oppor- 
tunity to  train  such  future  practitioners. 
Silbert7  has  demonstrated  that  medical 
interns  have  great  difficulty  detecting  de- 
pression in  patients  who  present  with  phys- 
ical complaints.  Where  better  to  provide 
this  training  than  in  the  medical  setting 
itself?  On  the  general  hospital  wards  the 
house  officer  and  medical  student  actually 
can  participate  with  the  psychiatric  resident 
in  the  management  of  a psychiatric  prob- 
lem in  their  “nonpsychiatric’ ’ patient. 
This  arrangement  seems  ideally  suited  for 
the  psychiatric  education  of  medical  prac- 
titioners. 

When  the  wide  variety  of  problems  con- 
sulted on  are  reviewed,  it  is  apparent  that 
an  active  psychiatric  consultation  service 
provides  a major  asset  in  the  over-all  man- 
agement of  patients  in  the  general  hospital. 
These  consultations  go  beyond  the  routine 
medicolegal  matters  that  are  often  the 
major  function  of  the  hospital  psychiatrist 
when  only  token  consultation  service  is 
available.  In  this  setting,  where  the  psy- 
chiatric consultation  service  is  a major  rota- 
tion in  a residency  program,  this  type  of 
“rubber-stamp”  function  represents  less 
than  14  per  cent  of  the  total  work  load. 
In  recent  years,  individual  services,  for 
example,  plastic  surgery,  urology,  and 
general  surgery  staffs,  have  requested  that 
the  psychiatric  liaison  with  them  be  ex- 
panded. This  clearly  represents  the  grow- 
ing awareness  in  medical  circles  of  the  in- 
tertwining of  psyche  and  soma.  This 
growing  receptivity  represents  a fine  op- 


portunity for  psychiatrists  to  return  to 
medicine,  which  they  have  been  accused  of 
deserting.  The  psychiatric  consultation 
service  in  a general  hospital  is  an  ideal 
place  in  which  to  demonstrate  the  value  of 
psychiatry  in  medical  practice. 

Summary 

1.  The  distinction  is  made  between  the 
psychiatric  service  and  psychiatric  unit 
in  a general  hospital. 

2.  The  requests  for  psychiatric  consulta- 
tion from  the  medical  service  of  the  Co- 
lumbia-Presbyterian  Medical  Center  during 
the  academic  year  1961  to  1962  were  stud- 
ied. The  nature  of  the  psychiatric  con- 
sult population  and  the  reasons  for  the  con- 
sultation request  were  examined. 

3.  The  psychiatry  consultation  service 
was  asked  to  see  175  (10  per  cent)  of  the 
1,754  patients  admitted  to  the  medical 
service. 

4.  The  ratio  of  females  to  males  in  the 
consult  population  was  about  2 to  1,  while 
the  over-all  ward  population  sex  ratio  was 
about  1 to  1. 

5.  The  percentage  of  psychiatric  consul- 
tations for  each  medical  diagnosis  category 
and  the  distribution  of  psychiatric  diagnoses 
in  the  consult  population  are  presented. 

6.  Half  of  the  patients  were  seen  to 
provide  assistance  in  management.  The 
other  reasons  for  consultation  also  are  pre- 
sented. 

7.  It  is  stressed  that  the  service  and 
educational  value  of  an  active  psychiatric 
consultation  service  in  the  general  hospital 
should  not  be  overlooked  in  the  establish- 
ment of  psychiatric  units  in  these  hospitals. 
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A recent  report  by  Ribaudo  and  For- 
mato1  implicates  a type  of  women’s  under- 
garment, the  panty  girdle,  as  a causative 
factor  in  the  development  of  edema  of  the 
lower  extremities.  They  argue  that  the 
legs  of  this  garment  act  as  a tourniquet  and 
increase  the  venous  pressure  distal  to  the 
area  of  constriction.  The  magnitude  of 
the  pressure  can  be  simply  measured. 

Methods 

A latex  rubber  balloon  3.5  cm.  in  diameter 
and  11  cm.  long  was  connected  by  a poly- 
ethylene tube  to  a pressure  transducer. 
The  balloon  was  evacuated  and  placed  on 
the  anterior  surface  of  the  subject’s  thigh 
under  the  girdle  so  that  it  lay  vertically, 
with  the  proximal  end  at  the  lower  edge 
of  the  girdle.  The  balloon,  which  had  the 
capacity  to  hold  95  ml.  without  stretching 
the  walls,  was  filled  with  2.4  to  3.5  ml.  of  air. 

* This  investigation  was  completed  during  the  tenure  of  an 
Established  Investigatorship  of  the  American  Heart  Associa- 
tion. 


the  constrictive  force  of  the  panty 
girdle  on  the  thigh  was  measured  in  10 
subjects  chosen  at  random ; it  ranged  be- 
tween 8.5  and  31  cm.  H?0  in  the  sitting 
position  and  somewhat  less  when  the  subjects 
were  standing.  None  of  the  subjects  had 
experienced  edema.  The  constrictive  force 
of  the  garment  on  the  leg  does  not  imply  that 
this  same  force  is  transmitted  to  the  venous 
end  of  the  capillary.  The  panty  girdle 
would  cause  edema  much  more  often  in 
patients  whose  venous  valves  were  functionally 
incompetent  than  in  normal  subjects. 


TABLE  I.  Constrictive  pressure  of  the  panty 
girdle  on  the  thigh 


Pressure  (cm,  H20)* — * 

Sitting  Standing  Difference  Walking 


8.5 

4.0 

-4.5 

5.0 

8.5 

5.0 

-3.5 

5.5 

9.5 

7.0 

-2.5 

6.5 

14.0 

15.5 

+ 1.5 

14.5 

15.5 

12.0 

-3.5 

11.0 

15.5 

10.0 

-5.5 

16.5 

14.0 

-2.5 

20.0 

16.5 

-3.5 

23.5 

16.0 

+ 2.5 

31.0 

22.0 

-9.0 

* Average  sitting  pressure  was  16.5  and  standing  pressure 
13  cm.  H2O.  Average  difference  between  these  two  measures 
was  —3.5. 


This  small  volume  filled  the  system  enough 
to  permit  the  accurate  observation  of  the 
pressure,  which  was  recorded  with  a Grass 
polygraph. 

The  10  women  volunteering  for  this 
study  worked  as  students,  secretaries,  and 
technicians  in  the  medical  school.  No  at- 
tempt was  made  to  select  the  subjects,  ex- 
cept that  each  was  wearing  her  own  panty 
girdle  at  the  time. 

Results 

The  pressures  measured  are  listed  in 
Table  I in  ascending  order.  In  most  cases 
the  pressures  were  greater  when  the  subjects 
were  seated  than  when  standing.  A few 
subjects  were  asked  to  walk  in  place. 
Muscle  contractions  caused  pressure  fluctu- 
ations of  1 to  3 cm.  H20,  but  the  mean  pres- 
sure was  not  different  from  that  observed 
during  quiet  standing. 
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Comment 

The  fourfold  range  in  pressures  measured 
in  this  small  series  of  subjects  probably  re- 
flects several  factors.  The  range  of  leg 
size  in  the  girdles  commercially  available  is 
usually  less  than  that  of  the  human  thigh. 
Women  with  large  thighs  generally  expe- 
rience more  constriction  than  those  with 
small  thighs.  Also,  it  is  known  that  the 
age  of  the  girdle  influences  the  pressure, 
since  the  garment  tends  to  lose  some  of  its 
elasticity  with  wear. 

Interpretation  of  the  measured  pressure 
in  terms  of  its  influence  on  the  venous  sys- 
tem is  quite  complicated.  Certainly,  if 
the  average  pressure  of  16  cm.  H20  had 
been  transmitted  to  the  venous  end  of  the 
capillaries,  edema  would  have  resulted  in 
many  instances.  None  of  these  subjects 
had  noted  edema. 

Actually,  the  pressure  measured  was  the 
net  force  of  the  garment  pressing  in  and  the 
retractive  tendency  of  the  leg  to  push  out. 
Although  the  superficial  veins  of  the  thigh 
would  be  affected  by  this  force,  there  is  no 
direct  evidence  that  the  deeper  veins  would 
be  subject  to  the  same  pressure.  Distal  to 
the  area  of  constriction,  the  venous  return 
is  probably  channeled  by  the  communicat- 
ing veins  to  the  deeper  vascular  network. 

The  valves  of  the  veins  below  the  area  of 
obstruction  would  also  tend  to  protect  the 
remaining  section  of  the  vein  from  the  pres- 
sure. It  has  been  noted  that  the  pressures 
measured  in  the  leg  veins  in  the  upright  po- 
sition are  not  as  great  as  might  be  predicted 
from  the  simple  model  of  an  interrupted  hy- 


drostatic column. 2 The  valves  functionally 
separate  the  veins  into  sections,  and  pres- 
sures in  proximal  segments  are  not  directly 
transmitted  distally.  The  panty  girdle 
would  cause  edema  much  more  often  in 
patients  whose  venous  valves  were  func- 
tionally incompetent  than  in  normal  sub- 
jects. 

These  interpretations  do  not  imply  that 
the  forces  exerted  by  the  girdles  worn  by 
some  women  could  not  be  great  enough  to 
cause  edema  of  the  leg.  The  force  would 
probably  have  to  be  greater  than  30  cm. 
H20  for  a subject  with  a normal  venous 
system  to  experience  edema. 


Summary 


The  constrictive  force  of  the  panty  girdle 
on  the  thigh  was  measured  in  10  subjects 
chosen  at  random  and  ranged  between  8.5 
and  31  cm.  H20  in  the  sitting  position  and 
somewhat  less  when  the  subjects  were 
standing.  None  of  the  subjects  had  ex- 
perienced edema.  As  indicated  in  the  dis- 
cussion, the  constrictive  force  of  the  gar- 
ment on  the  leg  does  not  imply  that  this 
same  force  is  transmitted  to  the  venous  end 
of  the  capillary. 

260  Crittenden  Boulevard, 
Rochester  14620 
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Cancer  of  the  stomach,  by  virtue  of  its 
high  incidence  and  frequency  of  treatment 
failure,  is  certainly  one  of  the  most  chal- 
lenging forms  of  neoplastic  disease  with 
which  the  physician  is  faced.  The  thera- 
peutic gains  made  have  been  slow  and  hard- 
earned.  Sufficient  progress  has  been  made, 
however,  in  terms  of  long-term  salvage  as 
well  as  palliative  results,  to  dispel  the  com- 
plete futility  so  often  expressed  a few 
decades  ago.  The  growing  philosophy  that 
something  can  be  done  to  benefit  the  pa- 
tient with  gastric  cancer  is  probably  our 
greatest  single  gain  in  the  continuing 
struggle  to  control  this  frequently  fatal 
disease. 

Incidence 

Carcinoma  of  the  stomach  is  responsible 
for  approximately  10  per  cent  of  all  deaths 
due  to  cancer  in  the  United  States  annually, 
although  there  has  been  a steady  decline  in 
incidence  in  this  country  over  the  last 
twenty-five  years.  Men  are  affected  more 
frequently  than  women  in  a ratio  of  ap- 
proximately 2:1,  and  the  disease  is  most 
frequent  in  middle  and  later  life.  Under 
forty  years  of  age  there  is  a very  low  inci- 
dence of  carcinoma  of  the  stomach,  but 
there  are  occasional  reports  of  even  children 


harboring  this  disease.  In  most  studies, 
less  than  1 per  cent  of  the  total  number  of 
patients  with  gastric  cancer  are  less  than 
thirty  years  of  age,  a fact  which  usually 
tempers  the  decision  regarding  choice  of 
therapy  for  gastric  ulcer  in  the  younger-age 
groups.  From  the  standpoint  of  geo- 
graphic incidence,  there  is  an  inordinately 
high  incidence  in  Japan,  Finland,  and  Chile, 
and  the  decline  in  incidence  noted  in  the 
United  States  is  not  evidenced  in  these 
areas.  Differences  in  type  and  quantity  of 
diet  frequently  have  been  suggested  as  a 
cause  of  the  marked  difference  in  incidence 
noted  among  various  groups,  but  sociologic 
factors  also  appear  to  play  a role  as  evi- 
denced by  higher  incidence  in  urban  areas 
and  among  the  lower  social  strata.  Cur- 
rent studies  of  the  epidemiology  of  gastric 
cancer  will  undoubtedly  yield  extremely 
valuable  information  from  the  standpoint 
of  prevention  and  control  of  this  disease. 

Etiology 

Although  dietary  or  racial  differences 
may  well  play  some  role  in  gastric  cancer, 
there  is  little  concrete  information  on  the 
cause  of  this  disease.  There  is  no  question 
that  an  atrophic  gastric  membrane  and 
anacidity  are  both  related  to  the  appear- 
ance of  gastric  cancer  in  some  way.  This 
relationship  is  further  supported  by  the  in- 
creased incidence  of  gastric  cancer  in  pa- 
tients with  pernicious  anemia.1  The  pre- 
cancerous  nature  of  gastric  polyps  has  been 
established,  but  only  a small  proportion  of 
patients  with  gastric  cancer  have  evidence 
of  origin  from  benign  polypoidal  lesions,  in 
contrast  to  carcinoma  of  the  colon.2,3 
There  is  no  real  evidence  that  carcinoma 
develops  on  the  basis  of  benign  gastric  ulcer, 
but  this  lesion  is  still  one  of  the  major  prob- 
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lems  in  terms  of  differential  diagnosis  of 
gastric  cancer.  The  role  of  heredity  as  a 
primary  factor  in  etiology  is  not  striking, 
but  there  are  occasional  families,  such  as 
that  of  Napoleon  Bonaparte,  in  which  there 
is  evidence  of  inherited  predisposition. 4 
The  increase  in  incidence  described  in 
persons  with  blood  group  A is  suggestive 
evidence  for  this  factor  also.5  At  present, 
it  must  be  concluded  that  the  major  factors 
in  the  cause  of  carcinoma  of  the  stomach  are 
still  unknown. 

Diagnosis 

The  clinical  diagnosis  of  gastric  cancer  in 
the  curable  stage  requires  radiologic  and/or 
cytologic  means,  since  the  history  and 
physical  examination  usually  reveal  quite 
nonspecific  findings.  In  our  own  series  at 
Memorial-Sloan-Kettering  Cancer  Center 
there  were  vague  symptoms  of  “indiges- 
tion,” often  of  a minor  nature,  in  over  80 
per  cent  of  the  patients.6  Typical  “ulcer 
syndrome”  of  periodic  pain  relieved  by 
food  intake  was  the  presenting  history  in  a 
much  smaller  proportion  of  these  patients 
(10  to  12  per  cent).  Other  common  symp- 
toms of  gastric  cancer  are  nausea  and 
vomiting,  fullness  after  meals,  weight  loss, 
hematemesis,  melena,  or  even  free  perfora- 
tion on  occasion.  In  patients  with  lesions 
of  the  cardia,  dysphagia  is  often  the  pre- 
senting complaint.  Only  5 to  6 per  cent  of 
patients  in  our  series  had  no  gastrointes- 
tinal symptoms,  and  in  this  group  unex- 
plainable weight  loss  or  severe  anemia  from 
blood  loss  prompted  a gastrointestinal 
work-up.  Some  gastric  cancer  patients 
have  a mass  in  the  upper  portion  of  the 
abdomen,  a finding  that  does  imply  a lower 
chance  of  resectability,  but  a number  of 
these  patients  are  in  a curable  stage  of  this 
disease  despite  this  finding. 

From  the  standpoint  of  clinical  diagnosis, 
there  are  rather  characteristic  findings  in 
the  patient  with  metastatic  disease.  The 
most  frequent  sites  of  metastasis  are  the 
cervical  lymph  nodes  (Virchow’s  nodes), 
peritoneum  (as  manifested  by  ascites 
and/or  Blumer’s  shelf),  and  the  liver. 
Unequivocal  evidence  of  such  metastases 
prior  to  laparotomy  is  usually  sufficient 
reason  to  consider  the  patient  “inoperable.” 
Ovarian  metastases  (Krukenberg  tumors) 
can  be  large,  and  occasionally  the  pelvic 


mass  is  the  initial  finding.  Metastases  can 
occur  to  the  lungs,  brain,  skin,  bone,  or 
bone  marrow,  but  the  clinical  evidence  of  I 
metastatic  disease  in  these  sites  should 
generally  lead  to  some  suspicion  regarding 
the  validity  of  the  diagnosis  of  gastric 
cancer.  Despite  infrequency  of  lung  me- 
tastases clinically,  autopsy  studies  by 
Willis7  revealed  an  unexpectedly  high  in- 
cidence of  lung  metastases  (25  per  cent)  at 
the  time  of  death. 

With  the  advent  of  diagnostic  radiology, 
around  1910,  came  the  first  real  oppor- 
tunity to  make  a proper  diagnosis  of  gastric 
cancer  before  the  lesion  became  advanced. 
This  is  still  our  most  dependable  tool  in 
diagnosis,  although  cytologic  studies  are 
often  helpful  when  the  radiologic  findings 
are  doubtful.  Gastroscopy  has  occasionally 
been  useful  in  the  differential  diagnosis  of 
gastric  lesions,  but  the  limitations  of  this 
procedure,  as  well  as  the  relative  infre- 
quency of  securing  additional  information, 
has  generally  led  to  its  disuse.  From  a 
survey  standpoint,  both  radiologic  and 
cytologic  technics  are  probably  too  time- 
consuming  for  general  use,  but  the  deter- 
mination of  gastric  acidity  by  a simple 
urine  test  (azure  A carbacrylic  resin)  can  be 
useful.  There  seems  to  be  no  question  that 
prompt  radiologic  study  of  all  patients 
with  gastric  symptoms  is  still  our  most 
potent  weapon,  and  diagnostic  accuracy 
with  this  method  is  well  over  90  per  cent. 
This  figure  for  diagnostic  success  can  be 
increased  by  combining  x-ray  studies  with 
cytologic  studies  of  the  gastric  aspirate.8-11 

The  presence  of  an  ulcerating  lesion 
in  the  stomach  is  one  of  our  most  trouble- 
some diagnostic  problems.  Much  con- 
troversy has  been  generated  over  the 
diagnostic  and  therapeutic  management 
of  the  patient  who  is  found  to  have  a 
gastric  “ulcer”  on  radiologic  examination. 
Cancer  of  the  stomach  can  masquerade 
as  a benign-appearing  lesion  radiologically, 
and  although  cytologic  examination  or 
gastroscopy  may  reveal  the  true  diagnosis, 
negative  findings  on  such  supplementary 
examinations  are  not  absolute  insurance 
that  the  lesion  is  benign.  In  a survey  of 
our  own  diagnostic  accuracy  of  the  ulcerat- 
ing lesion  prior  to  addition  of  cytologic 
technics  the  frequency  of  incorrect  pre- 
operative diagnosis  was  disturbing.  Gen- 
erally, an  intense  therapeutic  trial  with 
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careful  follow-up  examination  while  the 
patient  is  under  hospital  observation  is 
utilized  as  a further  diagnostic  method  by 
many  physicians.  Neither  the  relief  of 
symptoms  nor  radiologic  improvement  is 
a true  guarantee  that  the  underlying  lesion 
is  not  an  ulcerocancer,  but  significant  im- 
provement on  radiologic  examination  is 
usually  fairly  reliable  in  this  respect. 
Persistently  negative  cytologic  studies  give 
additional  confidence  to  the  wisdom  of 
medical  programs  in  this  setting.  In 
certain  clinical  situations,  such  as  the 
young  patient  with  free  acid  on  gastric 
analysis  or  the  patient  with  medical  contra- 
indications for  surgery,  the  advantages  of  a 
nonoperative  approach  of  this  sort  def- 
initely outweigh  the  danger  of  overlooking 
a gastric  cancer.  However,  the  significant 
incidence  of  cancer  in  these  benign-appear- 
ing lesions  (usually  reported  as  10  to  20 
per  cent)  and  the  high  incidence  of  later 
complications  from  benign  gastric  ulcers 
that  will  eventually  require  operative 
therapy,  have  led  many  surgeons  to  advise 
prompt  surgery  for  gastric  ulcers.  Utiliza- 
tion of  surgery  for  definitive  diagnosis  in 
this  setting  is  often  considered  “radical,” 
but  in  many  instances  it  may  well  be  a 
more  conservative  approach  than  pro- 
crastination. 

In  addition  to  gastric  ulcer,  other  gastric 
abnormalities  may  be  difficult  to  dif- 
ferentiate from  carcinoma  on  radiologic 
study.  Benign  neoplasms,  syphilis  or 
tuberculosis  of  the  stomach,  bezoar, 
congenital  hypertrophic  stenosis  in  adults, 
and  functional  prepyloric  abnormalities 
are  all  considerations.  Other  diagnostic 
measures  may  give  additional  information, 
but  surgical  exploration  is  often  required 
for  definitive  diagnosis  in  many  of  these 
situations. 

Pathology 

Of  1,762  patients  with  gastric  tumors 
seen  on  the  gastric  service  at  Memorial- 
Sloan-Kettering  Cancer  Center  prior  to 
1956,  1,623,  or  92.1  per  cent,  patients 
had  adenocarcinoma.  Sarcoma,  including 
leiomyosarcoma  and  primary  malignant 
lymphoma,  comprised  only  3.5  per  cent 
of  the  total  cases,  and  benign  tumors  were 
present  in  4.4  per  cent.6,12  The  patients 
with  benign  neoplasms  play  a minor  role 


in  this  over-all  clinical  problem,  in  con- 
trast to  the  situation  with  colon  carcinoma. 
Benign  gastric  lesions  may  be  adenomatous 
polyps,  but  there  were  very  similar  radio- 
graphic  findings  on  preoperative  examina- 
tion of  less  common  lesions,  such  as 
leiomyoma,  lipoma,  angioma,  carcinoid, 
ectopic  pancreatic  tissue,  and  eosinophilic 
granuloma.  It  was  of  interest  that  6 of 
50  lesions  appearing  to  be  benign  poly- 
poid tumors  on  preoperative  examination 
proved  to  be  malignant  tumors  on  post- 
operative pathologic  examination. 2 

The  Borrmann  classification  of  the 
adenocarcinoma  of  the  stomach  is  the  most 
frequently  used  gross  classification.  He 
described  a polypoid  type  (I),  ulcerocancer 
with  minimal  infiltration  (II),  ulcerating 
and  infiltrating  (III),  and  the  extensively 
infiltrating  lesion  (IV).  The  most  frequent 
gross  type  is  the  Borrmann  III  which 
comprised  44.5  per  cent  of  the  lesions  in 
our  series.6  The  aggressive  infiltrating 
variety  (IV)  is  less  common  but  may  in- 
volve the  major  portion  of  the  stomach 
and  produce  the  classic  shrunken  linitis 
plastica,  or  “leather  bottle”  stomach. 
Many  microscopic  descriptions  of  clas- 
sifications have  been  utilized,  such  as 
papillary,  colloid,  gelatinous,  medullary, 
or  scirrhous.  Broder’s  grading  (I-IV)  has 
been  generally  more  useful. 

Regional  lymphatic  metastases  are  a 
frequent  finding  on  pathologic  examination 
of  the  resected  stomach  containing  car- 
cinoma (58.2  per  cent  in  our  series). 
Lymph  node  metastases  are  quite  un- 
common in  patients  with  leiomyosarcoma, 
but  primary  malignant  lymphomas,  par- 
ticularly reticulum  cell  sarcoma,  frequently 
have  metastases  in  the  regional  lymph 
nodes.12  From  the  clinical  standpoint 
this  pathologic  feature  of  gastric  carcinoma 
plays  a major  role  in  design  of  the  surgical 
procedures  as  well  as  the  results  of  our 
therapeutic  efforts. 

Surgical  resection  of  gastric  cancer 

It  has  been  eighty-four  years  since 
Billroth  performed  the  first  technically 
successful  resection  of  a gastric  cancer. 
This  feat  was  accomplished  without  the 
support  of  radiologic  or  other  diagnostic 
facilities,  safe  anesthetic  technics,  blood 
banks,  or  our  current  knowledge  of  pre- 
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and  postoperative  care.  The  story  of 
gastric  resection  for  carcinoma  was  then 
marred,  however,  by  a large  number  of 
technical  failures  in  Billroth’s  clinic,  as 
well  as  in  the  hands  of  other  surgeons  ventur- 
ing into  this  then  hazardous  field.  Of 
those  patients  who  survived  resection  in 
the  early  years,  the  number  who  did  not 
develop  recurrent  gastric  cancer  was  ex- 
tremely small. 

The  past  twenty-five  to  thirty  years 
have  produced  great  progress  not  only  in 
end  results,  but  also  in  the  postoperative 
management  of  patients  subjected  to 
resection  for  gastric  cancer.  During  this 
period  the  role  of  surgery  for  this  disease 
has  been  carefully  explored,  both  for 
curative  and  palliative  purposes,  and  this 
has  produced  a rational  basis  for  the  pro- 
cedures now  generally  employed.  Although 
progress  has  been  slow  and  often  coupled 
with  disappointment,  surgery  remains  the 
only  satisfactory  method  of  curative  treat- 
ment now  and  for  the  foreseeable  future. 

Choice  of  operation 

Although  Billroth’s  patient  in  1881  was 
the  first  to  survive  a limited  resection  of 
the  distal  portion  of  the  stomach,  it  was 
only  a short  time  before  total  gastrectomy 
for  cancer  was  successfully  accomplished 
in  1897  by  Schlatter.13  Mortality  after 
total  gastrectomy  was  sufficiently  high  to 
discourage  generally  the  use  of  this  opera- 
tion until  the  last  twenty  to  twenty-five 
years.  As  might  be  expected,  the  patients 
with  most  advanced  cancers  were  usually 
subjects  for  this  procedure,  and  frequently 
prompt  recurrence,  cachexia,  and  death 
were  the  result.  More  frequent  utilization 
of  total  gastrectomy  as  a treatment  for 
gastric  cancer  was  then  proposed  by  Lahey 
and  Marshall14  and  by  Scott  and  Long- 
mire,15  and  much  enthusiasm  for  this  con- 
cept was  generated  on  theoretic  grounds. 
In  view  of  accumulated  knowledge  demon- 
strating the  importance  of  thorough  excision 
of  the  lymphatic  drainage  of  the  stomach, 16 
the  procedure  of  total  gastrectomy  was 
also  extended  to  include  the  distal  portions 
of  the  pancreas,  spleen,  and  contiguous 
ligaments  and  fascia  so  as  to  remove 
tissues  harboring  occult  metastases. 17 
Much  valuable  information  was  gained  as 
the  result  of  this  trend,  and  there  was  also 


some  increase  in  patient  salvage.  Resec- 
tion was  even  extended  to  include  excision 
of  the  head  of  the  pancreas,  but  the  opera- 
tive mortality  after  this  extension  of  the 
procedure  seemed  excessive.18  In  the  last 
few  years,  the  pendulum  has  now  returned 
to  a somewhat  less  aggressive  and  probably 
more  rational  position  in  most  surgical 
clinics.  Each  of  the  standard  resection 
technics  to  be  described  has  been  proved 
useful,  but  the  choice  between  subtotal 
and  more  extensive  resections  must  be 
made  on  the  basis  of  the  gross  operative 
findings.  The  concept  of  uniform  applica- 
tion of  extended  resection  or  total  gastrec- 
tomy for  all  patients  with  gastric  cancer 
has  not  been  supported  by  our  own  results. 19 
Nevertheless,  the  accomplishments  of  the 
more  radical  procedures,  and  the  findings 
from  pathologic  study  of  these  resected 
specimens,  have  also  established  a role 
for  extended  surgery  in  selected  patients 
with  this  disease. 

Curative  operations— Subtotal 
gastrectomy 

Subtotal  gastrectomy  is  currently  em- 
ployed at  Memorial-Sloan- Kettering  Can- 
cer Center  for  all  gastric  cancers  of  the 
distal  one  third  of  the  stomach.  Both 
omenta  as  well  as  the  nodes  in  the  region 
of  the  porta  hepatis  and  pancreatic  head 
are  dissected  to  facilitate  a thorough  ex- 
cision of  regional  lymphatics,  as  well  as 
removing  a generous  margin  of  uninvolved 
stomach  (at  least  three  fourths  of  the 
stomach).  In  an  elderly  or  debilitated 
patient,  one  with  concurrent  medical  prob- 
lems, or  a patient  with  a small  ulcero- 
cancer,  this  operation  is  performed  for 
lesions  of  the  pars  media  as  well.  Under 
more  favorable  clinical  circumstances,  we 
often  prefer  a total  gastrectomy  with  a more 
thorough  dissection  of  the  lymphatic  bed 
(extended  total  gastrectomy)  for  the  patient 
with  gastric  cancer  in  the  pars  media,  since 
the  sites  of  lymphatic  metastases  are  so 
unpredictable  with  lesions  in  this  location. 

Curative  resection— total  and 
extended  total  gastrectomy 

A few  patients  are  found  on  exploration 
to  have  no  distant  metastases,  but  the 
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local  extent  of  the  lesion  requires  total 
gastrectomy  if  resection  is  to  be  accom- 
plished. Such  lesions  usually  result  in 
treatment  failure  from  the  standpoint 
of  long-term  survival.  However,  the  relief 
of  symptoms  and  the  occasional  long-term 
salvage  with  this  clinical  setting  would  still 
seem  to  justify  the  operation.  For  lesions 
of  the  proximal  one  third  of  the  stomach, 
we  find  total  gastrectomy  is  usually  pref- 
erable to  proximal  subtotal  gastrectomy 
or  cardiectomy,  since  later  problems,  such 
as  esophagitis,  frequently  follow  the  limited 
procedure.  Cardiectomy  may  easily  pro- 
duce more  undesirable  sequelae  than  are 
observed  after  total  gastrectomy  itself. 
If  the  various  factors  previously  discussed 
do  not  favor  a more  limited  operation,  we 
often  perform  extended  total  gastrectomy, 
including  distal  portions  of  the  pancreas 
and  spleen,  for  carcinoma  in  the  mid-por- 
tion of  the  stomach.  Our  interest  in  this 
modification  of  total  gastrectomy  for  se- 
lected patients  has  been  maintained  by  the 
long-term  survival  of  several  patients  who 
had  proved  metastasis  to  lymph  nodes  in  the 
pancreatolienal  group. 

There  is  no  question  that  operative 
mortality  is  usually  greater  after  total 
gastrectomy  than  after  subtotal  gas- 
trectomy. Marshall20  has  reported  an 
operative  mortality  after  total  gastrectomy 
of  only  8 per  cent,  a figure  not  much  greater 
than  has  been  generally  experienced  with 
subtotal  gastrectomy,  when  performed  for 
carcinoma.  In  most  series,  however,  total 
gastrectomy  is  accomplished  with  con- 
siderably greater  risk  than  the  more  con- 
servative operations,  and  this  is  a major 
reason  for  careful  selection  in  choice  of 
resection  technic. 

Resection  for  recurrent  gastric  cancer 

Resection  of  recurrent  gastric  cancer  is 
possible  in  some  patients  and  results  in 
long-term  survival  in  the  occasional  patient 
with  recurrence  in  the  gastric  remnant.21 
If  the  recurrence  manifests  itself  in  the 
abdominal  wound  itself,  the  prognosis  after 
secondary  resection  is  virtually  hopeless.22 
It  is  probably  fair  to  state  that  an  effort 
to  apply  adequate  surgical  excision  at  the 
initial  procedure  will  reap  more  benefits  than 
aggressive  attempts  at  this  stage  of  the 
disease. 


Palliative  treatment  for  the  incurable 
patient 

Approximately  40  per  cent  of  all  pa- 
tients with  gastric  cancer  observed  by  us  in 
recent  years  have  clinical  or  operative 
findings  compatible  with  curative  resec- 
tion.6 Ten  per  cent  of  patients  have  dis- 
tant metastatic  disease  that  can  be  de- 
tected on  the  initial  examination  and  are 
therefore  considered  inoperable.  Of  the 
remaining  50  per  cent  of  patients  who  are 
found  at  time  of  exploration  to  be  incur- 
able, approximately  half  can  be  helped  by 
some  type  of  palliative  surgery.  It  was 
found  that  in  our  own  group  of  patients, 
gastrostomy,  jejunostomy,  gastrojejunos- 
tomy, or  diverting  (exclusion)  operations 
did  not  actually  prolong  life  and  generally 
did  not  provide  satisfactory  relief  of 
symptoms.23  The  average  duration  of 
life  after  simple  laparotomy  and  biopsy  was 
four  to  five  months  in  this  group  of  patients 
on  our  service,  and  the  average  survival 
after  the  various  “bypass’’  operations  was 
approximately  the  same.  When  limited 
subtotal  gastrectomy  was  feasible,  despite 
the  presence  of  residual  cancer  in  the 
gastric  “bed,”  the  symptoms  experienced 
by  the  patients  were  relieved  in  the  majority 
of  cases,  and  the  average  duration  of  life 
postoperatively  was  increased  to  nine 
months. 

The  average  survival  after  total  gas- 
trectomy, performed  as  a palliative  opera- 
tion, was  approximately  eight  months  in 
this  series,  but  the  postgastrectomy  symp- 
toms usually  outweighed  the  advantages 
of  physical  removal  of  the  symptomatic 
tumor.  We  have  come  to  believe  that, 
unless  necessary  to  relieve  obstruction, 
the  operation  of  “palliative”  total  gas- 
trectomy is  rarely  worth  while. 

Radiation  therapy  is  frequently  utilized 
for  palliation  in  many  forms  of  cancer. 
Because  most  gastric  carcinomas  are  usually 
radioresistant,  the  results  of  irradiation 
therapy  for  the  nonresectable  lesion  are 
far  from  ideal.  This  method  of  treatment 
has  been  useful  occasionally  for  palliation 
when  partial  resection  cannot  be  accom- 
plished, but  such  irradiation  does  not  often 
appear  to  be  worth  while  unless  some 
specific  symptom,  such  as  continued 
troublesome  bleeding,  is  present.  After 
“curative”  resection  for  lymphosarcoma  or 
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FIGURE  1.  Duration  of  life  after  diagnosis  of  gas- 
tric cancer  in  relation  to  suitability  for  surgical 
therapy,  1931  to  1955. 


reticulum  cell  sarcoma  of  the  stomach, 
postoperative  irradiation  has  apparently 
produced  additional  benefit  and  is  therefore 
recommended.12  In  the  patient  who  has 
had  an  adenocarcinoma  treated  by  cura- 
tive resection,  however,  there  is  no  real 
place  for  supplementary  irradiation  therapy 
since  it  does  not  appear  to  improve  the 
chance  for  a long-term  survival. 

In  general,  gastrointestinal  neoplasms 
have  been  discour  a gin  gly  resistant  to  most 
forms  of  anticancer  chemotherapy.  Many 
agents  have  been  subjected  to  trial,  but 
the  fluorinated  pyrimidines  have  thus  far 
been  the  most  effective  of  these  agents  in 
the  palliative  management  of  the  incur- 
able patient.  With  all  presently  available 
agents  this  type  of  treatment  must  still  be 
considered  of  limited  value.  As  an  adjunct 
to  surgical  resection,  chemotherapy  has 
been  utilized  at  the  time  of  surgery  in  the 
hope  that  it  would  discourage  the  ap- 
pearance of  metastases  from  the  shower 
of  free-floating  cancer  cells  in  the  blood 
stream  that  appears  to  accompany  opera- 
tive manipulations.  This  approach  has 
been  subjected  to  study,  but  results  thus 
far  have  not  established  the  value  of 
this  approach.  Regional  chemotherapeutic 
technics  have  also  been  subjected  to  limited 
trial,  but  the  anatomic  problems  associated 
with  the  location  of  gastric  cancer  and  the 
limited  value  of  available  agents  have  led 
to  minimal  gain  from  this  approach. 
Nevertheless,  chemotherapy  will  probably 
be  the  most  fruitful  field  for  further  advance 
in  treatment  of  carcinoma  of  the  stomach. 


Most  large  series  of  patients  subjected  to 
surgery  for  adenocarcinoma  of  the  stomach 
have  been  quite  similar  in  regard  to  end 
results.  Only  7.1  per  cent  of  a series  of 
1,286  patients  seen  in  the  years  1931 
through  1950  on  the  gastric  service  at 
Memorial  Center  survived  without  cancer 
for  five  or  more  years.6  This  period  is  a 
reliable  yardstick  with  gastric  cancer  since, 
if  it  does  occur,  recurrence  is  usually 
clinically  apparent  within  three  years  of 
surgery  (Fig.  1).  In  the  first  ten  years  of 
this  period  only  3.6  per  cent  of  the  patients 
seen  survived  for  five  years,  while  9.1  per 
cent  of  the  patients  seen  from  1941  through 
1950  survived  over  five  years  without  recur- 
rence. In  the  four-year  period  immediately 
after  this  study  (1951  to  1954)  there  was 
an  intense  effort  made  to  extend  our  sur- 
gical effort,  as  shown  in  Figure  2.  Inter- 
estingly enough,  the  over-all  survival 
rate  during  this  four-year  period  was 
identical  (9.1  per  cent)  to  that  obtained 
during  the  previous  ten  years  when  ade- 
quate subtotal  gastrectomy  was  the  stand- 
ard operation  unless  a more  extensive 
operation  was  anatomically  necessary.19 
These  findings,  plus  similar  statistics  from 
all  other  large  studies,  seem  to  suggest 
that  any  major  future  improvement  will 
not  be  attained  by  further  extensions  of  the 
operative  procedures  beyond  current 
practice. 

The  figures  just  stated  are  extremely 
discouraging,  but  a major  reason  for  these 
low  survival  rates  is  the  fact  that  only  35 
to  40  per  cent  of  patients  with  this  disease 
can  be  considered  candidates  for  curative 
resection.  It  is  fair  to  state  that  approxi- 
mately one  fourth  of  all  patients  on  whom 
a curative  resection  can  be  carried  out  will 
survive  over  five  years  without  intercurrent 
or  recurrent  cancer.  In  the  years  1931  to 
1950  (Memorial  Center),  27  per  cent  of 
those  patients  surviving  resection  lived 
five  or  more  years  without  the  appearance 
of  recurrent  cancer.6  An  identical  survival 
rate  after  curative  resection  was  observed 
in  the  years  1951  through  1954. 19 

Factors  affecting  five-year  survival 

In  a study  of  the  material  from  the 
gastric  service  at  Memorial  Center  we 
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FIGURE  2.  With  a trend  toward  more  radical  surgery,  there  has  been  little  improvement  in  resectability 
and  five-year  survival  statistics  with  gastric  cancer. 


found  that  the  survival  rate  for  men  (28.3 
per  cent)  was  slightly  better  than  that 
for  women  (24  per  cent).  It  was  also 
apparent  that  curability  was  affected 
adversely  by  youth  and  that  there  was  a 
definite  trend  in  favor  of  the  elderly  patient. 
In  this  same  series  those  patients- who  had 
a short  history  of  gastrointestinal  symp- 
toms prior  to  surgery  did  not  have  as  good 
a cure  rate  as  those  patients  who  had  a 
longer  period  of  symptoms.  Apparently  a 
far  more  fulminant  variety  of  gastric  cancer 
was  encountered  in  the  patient  who  sought 
medical  help  after  a short  period  of  symp- 
toms. Although  most  patients  with  gas- 
tric cancer  have  nonspecific  symptoms  of 
“indigestion,”  approximately  10  per  cent 
of  patients  had  typical  “ulcer  syndrome.” 
It  was  quite  interesting  that  the  cure  rate 
after  resection  in  this  group  of  patients  was 
significantly  better  than  in  the  over-all 
group. 

Five-year  survival  after  curative  resec- 
tion for  gastric  cancer  appeared  to  be 
significantly  affected  by  the  pathologic 
features  of  the  lesion  itself.  The  most 
significant  factor  in  this  regard  was  the 
presence  or  absence  of  metastases  to 
lymph  nodes.  Prognosis  also  decreased  as 
the  gross  and  microscopic  type  of  tumor 
increased  toward  the  higher  grade  or  more 


aggressive  types,  but  these  features  were 
usually  masked  by  the  importance  of 
lymphatic  metastases.  Almost  half  of  the 
patients  who  were  subjected  to  resection 
for  cancer  and  who  were  found  to  have  no 
lymphatic  metastases  were  clinically  cured, 
while  only  15  per  cent  remained  clinically 
free  of  recurrent  cancer  for  five  years  if 
one  or  more  nodal  metastases  were  found 
in  the  surgical  specimen. 

Postgastrectomy  problems 

Much  consideration  has  been  given  to 
the  undesirable  sequelae  of  gastric  resection. 
In  general,  the  likelihood  of  significant 
difficulty  from  postprandial  symptoms  in- 
creases in  direct  proportion  to  the  amount 
of  stomach  resected.  The  majority  of 
gastric  cancer  patients  subjected  to  75 
per  cent  resection  of  the  stomach  seem  to 
have  minimal  symptoms  in  contrast  to  the 
more  frequent  occurrence  of  symptoms  after 
similar  resections  for  duodenal  ulcer.  The 
individual  differences  in  patient  response  to 
rapid  emptying  of  the  gastric  remnant  are 
probably  related  to  inherent  differences  in 
intestinal  function  and  emotional  make- 
up of  the  patient.  Our  own  metabolic 
studies  in  patients  subjected  to  subtotal 
gastric  resection  reveal  minimal,  if 


June  1,  1965  / New  York  State  Journal  of  Medicine  1345 


any,  malabsorption  after  this  operation.24 
Weight  maintenance  is  usually  satisfactory, 
although  generally  body  weight  is  at  a 
level  slightly  below  preoperative  status. 
“Dumping”  symptoms  that  are  frequently 
described  can  be  controlled  satisfactorily 
after  this  operation  in  most  instances  by  a 
high-protein,  low-carbohydrate  diet. 

Total  gastrectomy  has  been  a more 
frequent  offender  from  the  standpoint  of 
postoperative  nutritional  problems.  Al- 
though there  is  some  degree  of  malabsorp- 
tion in  these  patients,  particularly  in 
regard  to  fat,  the  extent  of  this  absorption 
defect  in  our  metabolic  studies,  as  well  as 
those  of  others,  is  not  really  great.24.25 
There  is  also  very  poor  correlation  between 
the  degree  of  laboratory  steatorrhea  and 
the  patient’s  ability  to  maintain  adequate 
nutrition.  Although  these  absorption  de- 
fects following  total  gastrectomy  are  of 
great  interest  from  the  physiologic  stand- 
point, the  presence  or  absence  of  post- 
prandial symptoms  is  probably  the  de- 
ciding factor  in  the  nutritional  state  of 
these  patients.  The  most  useful  dietary 
program  for  supporting  nutrition  after 
total  gastrectomy  has  been  the  high-protein, 
low-carbohydrate,  frequent-feeding  diet. 
Other  measures  of  importance  include 
maintenance  of  a normal  blood  volume  and 
reclining  after  meals,  since  exaggerated 
vascular  changes  and  intralumenal  fluid 
shifts  have  been  shown  by  objective 
measurements  to  occur  after  hypertonic 
feedings  in  some  of  these  patients.  Ap- 
parently, carbohydrate  is  the  worst  of- 
fender since  rapid  hydrolysis  tends  to 
produce  a hyperosmolar  solution  in  the 
lumen  of  the  small  bowel  soon  after  inges- 
tion. 

If  recurrent  cancer  does  not  develop, 
the  majority  of  these  patients  after  total 
gastrectomy  can  be  maintained  in  an 
adequate  state  of  nutrition  if  care  and 
attention  is  given  to  dietary  management. 
Despite  rigid  adherence  to  a dietary  pro- 
gram, however,  some  patients  will  still 
have  disabling  symptoms  with  resulting 
malnutrition.  There  is  good  clinical  evi- 
dence that  secondary  creation  of  a sub- 
stitute gastric  reservoir  of  some  sort  is 
useful  in  control  of  these  symptoms  in 
patients  completely  disabled  by  gastrec- 
tomy. On  the  basis  of  such  secondary 
operations,  it  seems  logical  to  utilize  res- 


FIGURE  3.  A useful  method  of  reconstruction 
after  total  gastrectomy  (minor  modification  of  that 
described  by  Hunt27  and  Limo-Basto28). 


ervoir  technics  in  the  initial  reconstruction 
of  the  gastrointestinal  tract  after  total 
gastrectomy.  In  contrast  to  patients  with 
ulcer  disease,  there  is  little  indication  for 
pouch  reconstruction  in  the  cancer  patient 
subjected  to  subtotal  gastrectomy.  My 
own  limited  experience  with  jejunal  pouch 
formation  combined  with  Roux-Y  anas- 
tomosis as  initial  reconstruction  after 
total  gastrectomy  has  been  most  reward- 
ing, however  (Fig.  3). 26-28  Objective  evi- 
dence supporting  the  superiority  of  any 
particular  gastric  replacement  procedure 
after  total  gastrectomy  is  still  lacking,  be- 
cause of  inadequate  numbers  as  well  as 
difficulty  in  assessment. 
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Heredity  possible 
factor  in  glaucoma 


A Michigan  physician  has  reported  findings 
which  offer  new  evidence  that  glaucoma,  re- 
sponsible for  40,000  cases  of  blindness  in  Amer- 
ica, tends  to  run  in  families. 

The  report  by  John  A.  Cowan,  M.D.,  was 
published  recently  in  the  Journal  of  the  American 
Medical  Association. 

Of  136  blood  relatives  of  glaucoma  victims, 
the  author  said,  6.6  per  cent  of  his  study  group 
had  glaucoma  or  borderline  glaucoma.  This 
was  about  three  times  the  expected  incidence 
for  glaucoma  among  the  general  population. 

As  a result  of  the  study,  it  was  recommended 
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that  those  patients  with  a family  history  of 
glaucoma  should  be  warned  to  have  regular 
eye  examinations,  including  tonometry. 

“If  all  complete  physical  examinations  on 
persons  over  forty  years  of  age  included  tonome- 
try, there  is  little  doubt  that  a much  larger 
proportion  of  glaucoma  and  potential  glaucoma 
cases  would  be  diagnosed  early  enough  so  that 
medical  management  could  prevent  any  further 
vision  loss.”  The  disease  is  estimated  to 
occur  in  2 per  cent  of  the  population  over 
forty. 

“Hereditary  factors  in  relation  to  glaucoma 
have  been  suspected  for  a long  time.  How- 
ever, relatively  few  field  and  clinical  studies 
have  been  made  to  determine  the  nature  and 
prevalence  of  hereditary  glaucoma.  Those 
studies  which  have  been  made  show  relatively 
great  variations  in  their  findings.” 
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MICHAEL  S.  BRUNO,  M.D.,  and 
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Knickerbocker  Hospital 
New  York  City 

October  28,  1964 
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Discussed  by  THOMAS  SILVERBERG,  M.D. 


Progressive  Heart  Failure, 
Aortic  Regurgitation, 
and  Positive  Lupus 
Erythematosus  Results 


Case  history 

Panayotis  Christopoulos,  M.D.:  A 

thirty-nine-year-old  Negro  housewife 
entered  Knickerbocker  Hospital  on  July 
17,  1964,  complaining  of  dyspnea  and  chest 
pain.  Approximately  one  and  a half  years 
previously  she  had  developed  mild  dyspnea 
on  exertion.  In  November,  1963,  she 
visited  the  outpatient  clinic  complaining 
of  left  anterior  chest  pain  during  exercise 
with  radiation  to  the  left  shoulder.  She 
was  again  seen  at  the  clinic  in  April,  1964, 
with  persistence  of  the  same  symptoms. 

Physical  examination  revealed  a blood 
pressure  of  130/70  and  an  irregular  pulse 
with  a rate  of  100.  No  other  abnormal 
signs  were  described.  The  electrocardio- 
gram revealed  frequent  auricular  extra- 
systoles, and  a chest  x-ray  film  was  unreveal- 
ing. The  sedimentation  rate  was  105  mm. 
per  hour  and  the  hemoglobin  11.2  Gm.  per 
100  ml.  At  the  clinic  nitrates  were  pre- 
scribed for  symptomatic  relief. 

Two  months  prior  to  admission  the 
exertional  dyspnea  began  to  increase 
rapidly,  and  peripheral  edema  gradually 
developed.  She  complained  of  nocturnal 
dyspnea  as  well  as  of  nocturia.  There 
was  no  history  of  hemoptysis,  fever,  pain 
in  the  legs  and  joints,  skin  eruption,  or 
allergy.  She  also  denied  a past  history  of 


rheumatic  fever,  heart  murmur,  hyper- 
tension, or  syphilis. 

About  four  years  previously  she  had  been 
treated  at  a hospital  for  “dysentery”; 
she  was  then  found  to  be  anemic.  A few 
years  before  her  admission  she  was  treated 
at  a psychiatric  hospital  for  mental  de- 
pression. Her  menses  had  always  been 
heavy,  and  blood  flow  had  increased  for 
several  months  preceding  admission. 

Physical  examination  on  admission  re- 
vealed a well-developed,  chronically  ill- 
looking  woman  in  mild  respiratory  distress. 
The  temperature  was  99.2  F.,  pulse  88, 
respirations  24,  and  blood  pressure  150/50. 

The  skin  and  mucous  membranes  ap- 
peared pale.  Funduscopic  examination  was 
unremarkable.  The  jugular  veins  were 
engorged  and  pulsating.  The  cervical 
lymph  nodes  were  not  palpable.  Bilateral 
moist  basal  rales  were  present.  The  left 
border  of  cardiac  dullness  extended  to  the 
anterior  axillary  line.  There  was  no 
parasternal  heave  or  palpable  thrill.  The 
second  pulmonic  sound  was  louder  than 
the  second  aortic  sound.  A grade  2/4  blow- 
ing, holosystolic  murmur  was  heard  at  the 
apex  radiating  toward  the  axilla.  A grade 
2 /6  early  diastolic  murmur  was  heard  at  the 
second  left  intercostal  space  radiating  down- 
ward along  the  left  sternal  border.  No 
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gallop  rhythm  or  friction  rub  was  heard. 
The  pulse  was  of  the  water-hammer 
type,  and  a pistol  shotlike  sound  was  heard 
over  both  femoral  arteries.  The  lower 
border  of  the  liver  was  barely  palpable. 
The  spleen  was  not  palpable.  There  was  2 
plus  pitting  pretibial  edema,  but  cyanosis, 
clubbing  of  the  fingers,  or  splinter  hemor- 
rhages were  absent.  The  skin  was  free  of 
eruptions,  and  no  neurologic  deficit  was 
elicited. 

The  urine  had  a specific  gravity  of  1.003 
and  contained  a trace  of  albumin;  the 
sediment  showed  3 red  cells  and  15  white 
cells  per  high-power  field.  The  hemoglobin 
was  10.6  Gm.  per  100  ml.  The  white  blood 
cell  count  was  8,100  with  69  per  cent 
neutrophils,  30  per  cent  lymphocytes,  and 
1 per  cent  monocytes.  The  sedimentation 
rate  was  96  mm.  per  hour.  A serologic  test 
for  syphilis  gave  negative  results.  The  fast- 
ing blood  sugar  was  103  mg.  and  the  blood 
urea  nitrogen  22  mg.  per  100  ml.  Total 
serum  cholesterol  was  126  mg.  with  an  esteri- 
fied  fraction  of  52  mg.  per  100  ml. ; alkaline 
phosphatase  was  2.6  units,  thymol  tur- 
bidity 7.2  units,  cephalin  flocculation  2 plus, 
and  the  serum  glutamic  oxaloacetic  trans- 
aminase 140  units.  The  plasma  proteins 
were  6.8  Gm.  per  100  ml.  with  3.4  Gm. 
albumin.  Serum  electrophoresis  demon- 
strated increased  gamma  globulins.  The 
prothrombin  time  was  15.4  seconds  (con- 
trol 12  seconds).  Bleeding  and  clotting 
times  and  clot  retraction  were  within 
normal  limits.  The  bone  marrow  aspirate 
was  interpreted  as  consistent  with  iron- 
deficiency  anemia. 

Two  lupus  erythematosus  preparation 
results  were  positive.  An  electrocardiogram 
showed  normal  sinus  rhythm  and  shift  of 
the  transitional  zone  to  V5.  A portable 
chest  x-ray  film  revealed  generalized  car- 
diac enlargement.  On  fluoroscopic  exam- 
ination the  cardiac  pulsations  were  noted  to 
be  vigorous;  there  was  a suggestion  of  left 
auricular  enlargement  as  well  as  left  and 
right  ventricular  enlargement. 

The  patient  was  treated  with  a low- 
sodium  diet  and  was  given  chlorothiazide. 
She  lost  8 pounds  and  the  signs  of  conges- 
tive heart  failure  decreased.  Oral  iron 
therapy  was  also  given.  During  her 
hospital  course  low-grade  fever,  up  to 
100.4  F.,  was  recorded.  Five  consecutive 
blood  cultures  were  sterile  as  well  as  one 


urine  culture.  On  the  tenth  hospital  day 
treatment  with  40  mg.  of  prednisone  daily 
was  begun  and  followed  by  initial  subjective 
improvement. 

On  the  fifteenth  hospital  day  the  patient 
suddenly  developed  right  hemiparesis  and 
dysarthria,  which  improved  partially  on  the 
following  day.  A lumbar  puncture  yielded 
clear  spinal  fluid  under  normal  pressure 
containing  23  red  cells  and  3 white  cells  per 
cubic  milliliter  and  25  mg.  of  protein  per 
100  ml.  A repeat  urinalysis  showed  4 plus 
albuminuria,  and  the  sediment  contained 
rare  red  cells  and  25  white  cells  per  high- 
power  field.  The  blood  urea  nitrogen  was 
17  mg.  per  100  ml.,  and  serum  electrolyte 
determinations  showed  sodium  130  mEq., 
potassium  4.1  mEq.,  chlorides  103.5  mEq., 
and  carbon  dioxide  21.5  millimols  per  liter. 

Anticoagulation  therapy  was  initiated 
but  shortly  thereafter  discontinued  because 
of  mild  hematemesis,  the  prothrombin 
time  having  been  prolonged  to  43  seconds. 
She  subsequently  complained  of  paroxys- 
mal chest  pain.  Repeat  electrocardiograms 
showed  no  interval  change  except  for 
frequent  premature  ventricular  beats  and 
sinus  tachycardia. 

On  the  seventeenth  hospital  day 
penicillin  therapy,  20  million  units  daily, 
and  streptomycin  1 Gm.  daily  were  in- 
stituted. She  then  developed  episodes  of 
pain  in  the  left  leg.  There  was  no  calf 
tenderness  or  warmth  and  no  change  in 
the  peripheral  pulses.  She  continued  to 
run  low-grade  fever  and  developed  pro- 
gressive difficulty  in  swallowing.  Her 
sensorium  became  gradually  obtunded,  and 
left  hemiparesis  appeared  to  increase. 

She  expired  suddenly  on  the  twenty-sixth 
hospital  day. 

Discussion 

Thomas  Silverberg,  M.D.:*  We  are 
concerned  this  morning  with  the  illness  of  a 
Negro  female  who  began  to  experience 
dyspnea  at  the  age  of  thirty-seven,  a little 
more  than  a year  before  she  came  to  the 
attention  of  this  hospital.  The  symptom 
was  evidently  mild  enough  so  that  she  did 
not  seek  the  advice  of  a physician.  How- 
ever, about  eight  months  before  admission 

* Associate  Attending  Physician,  Knickerbocker  Hospital; 
Instructor  in  Clinical  Medicine,  New  York  University 
School  of  Medicine. 
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she  appeared  as  an  outpatient  complaining 
of  chest  pain  on  exertion.  Again  in  April, 
only  three  months  before  hospitalization, 
she  returned  to  the  clinic  with  the  same 
complaints.  By  now  the  pain  radiated 
down  the  left  arm. 

Very  significantly,  physical  examination 
at  that  time  was  scarcely  abnormal.  Her 
blood  pressure  was  recorded  as  130/70,  and 
apparently  an  irregular  tachycardia,  shown 
by  electrocardiogram  to  be  due  to  frequent 
premature  auricular  contractions,  was  the 
sole  abnormality.  The  chest  x-ray  film 
showed  normal  findings.  Let  us  note, 
however,  that  the  sedimentation  rate  was 
reported  as  105  mm.  per  hour. 

What  we  get  from  the  clinic  record  is 
highly  informative.  What  is  more,  it 
provides  a neat  fix  in  time,  setting  a definite 
limit  before  which  there  was  no  evidence  of 
congestive  heart  failure,  no  murmurs,  and 
no  cardiac  enlargement.  Only  three 
months  later  the  changes  in  her  condition 
were  striking  indeed. 

On  admission  the  patient  was  in  severe 
congestive  heart  failure  with  engorged  neck 
veins,  basal  rales,  and  edema  of  the  legs. 
There  was  gross  cardiac  enlargement,  a 
wide  pulse  pressure  (150/50),  and  a blow- 
ing aortic  diastolic  murmur  accompanied 
by  unmistakable  peripheral  signs  of  aortic 
regurgitation. 

Mild  anemia  was  present  along  with 
proteinuria  and  formed  elements  in  the 
urinary  sediment.  The  sedimentation  rate 
was  96  mm.  per  hour,  not  significantly 
changed  from  before.  Chemical  evidence 
of  liver  disease  was  demonstrated  by  a low 
serum  cholesterol  and  poor  esterification, 
elevated  thymol  turbidity,  and  an  elevated 
serum  glutamic  oxalopyruvic  transaminase 
level.  The  serum  proteins  were  altered; 
electrophoresis  demonstrated  increased 
gamma  globulins. 

With  all  these  indications  of  diffuse 
disease  and  involvement  of  many  organ 
systems  it  comes  as  no  particular  surprise 
that  two  lupus  erythematosus  preparation 
results  were  positive. 

The  patient  showed  an  encouraging 
response  to  a conservative  cardiac  regimen. 
However,  her  persistent  low-grade  fever 
indicated  a continuing  active  process. 
Five  negative  blood  cultures  were  obtained, 
and  treatment  with  prednisone  was  begun. 
I assume  this  was  decided  on  to  suppress 


active  systemic  lupus. 

Then,  in  spite  of  this  therapy,  serious 
and  dangerous  events  occurred.  The 
patient  had  a sudden  stroke,  developing 
right-sided  weakness  and  speech  impair- 
ment. An  abortive  effort  was  made  to 
treat  this  with  anticoagulants,  an  effort 
evidently  intended  to  cope  with  thrombo- 
embolic phenomena.  Unfortunately,  a 
bleeding  episode  occurred  and  anti- 
coagulant medication  had  to  be  stopped. 
Two  days  later  intensive  antibiotic  therapy 
was  begun  with  20  million  units  of  peni- 
cillin and  a gram  of  streptomycin  daily. 
It  would  appear  that  afterthoughts  of 
subacute  bacterial  endocarditis  took  pre- 
cedence, and  treatment  for  it  was  being 
launched. 

The  regimen  accomplished  less  than  was 
hoped  for  it.  She  continued  to  have  low- 
grade  fever,  developed  progressive  dyspha- 
gia, became  stuporous,  and  showed  signs  of 
left-sided  weakness,  then  went  on  to  die. 

I do  not  mean  to  sound  critical  of  the 
treatment  given.  Quite  the  contrary,  it 
seems  to  me  that  much  thought  was  given 
the  problem.  Those  who  were  responsible 
for  managing  the  case  were  very  much 
aware  of  its  subtleties  and  complicated 
possibilities.  The  shift  and  seeming  vacilla- 
tion in  therapy  reflect  the  essential  diagnos- 
tic dilemma  which  the  case  presents.  We 
have  already  recognized  that  this  patient 
had  a diffuse  underlying  disease  with  many 
and  variable  manifestations.  Systemic 
lupus  and  subacute  bacterial  endocarditis 
have  already  been  mentioned.  Before  going 
further  with  a discussion  of  other  di- 
agnoses, it  might  be  profitable  to  focus 
attention  on  one  of  the  patient’s  lesions  in 
particular,  for  it  may  well  be  the  crucial 
point  in  getting  to  understand  the  per- 
plexing clinical  problem. 

From  the  protocol  there  is  no  question 
that  the  patient  had  aortic  insufficiency. 
What  demands  attention  is  the  extraor- 
dinary speed  with  which  she  developed 
not  only  valvular  insufficiency  but  also 
generalized  cardiac  enlargement  and  severe 
congestive  failure.  When  one  thinks  of 
the  usual  causes  for  aortic  insufficiency, 
excluding  of  course  trauma  and  dissecting 
aneurysm,  one  must  include  rheumatic 
heart  disease,  syphilitic  heart  disease, 
hypertensive  and  arteriosclerotic  heart 
disease,  congenitally  malformed  or  bicuspid 
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FIGURE  1.  Chest  roentgenograms.  (A)  Three  months  before  admisssion.  Heart  is  of  normal  size  and 
lungs  clear.  (B)  Five  days  after  admission.  Heart  is  greatly  enlarged  and  basal  lung  fields  congested. 


aortic  valves,  and,  although  unusual,  an 
occasional  lesion  in  systemic  lupus  erythem- 
atosus. 

Two  features  characterize  the  course 
of  aortic  insufficiency  in  all  these  diseases. 
So  long  as  the  lesion  remains  uncomplicated, 
the  course  is  first  a prolonged  one,  and, 
second,  a good  state  of  cardiac  compensa- 
tion is  maintained  for  years.  Our  patient 
certainly  did  not  exhibit  the  usual  course 
of  uncomplicated  aortic  insufficiency.  I 
would  infer  that  something  relatively 
castastrophic  may  well  have  happened  to 
the  aortic  valve.  Nothing  could  dem- 
onstrate more  vividly  or  objectively  the 
changes  that  took  place  over  three  months 
than  the  x-ray  films,  and  this  is  as  good  a 
time  as  any  to  look  at  them. 

Joseph  M.  Moynahan,  M.D.:  Probably 
the  clearest  way  in  which  to  demonstrate 
this  patient’s  roentgenographic  problems  is 
to  examine  first  the  posteroanterior  chest 
x-ray  film  taken  in  the  clinic  during  April 
(Fig.  1A).  The  heart  seems  normal  in 
size  and  configuration;  the  lung  fields  are 
clear.  Three  months  later,  shortly  after 
the  patient  was  hospitalized,  there  are 
striking  changes  in  a similar  projection 
(Fig  IB).  The  heart  is  significantly  en- 
larged with  straightening  of  the  left  cardiac 
border.  Both  left  and  right  ventricles  seem 


enlarged,  and  a slight  bulge  of  the  pul- 
monary artery  is  seen  in  the  right  anterior 
oblique  projection.  There  is  a slight 
impression  on  the  esophagus  suggesting  a 
degree  of  left  auricular  dilatation  as  well. 
Although  I cannot  make  a definite  diagnosis 
on  the  chest  x-ray  films  alone,  they  are 
consistent  with  rheumatic  heart  disease. 
On  fluoroscopy  the  cardiac  pulsations  were 
normal,  and  there  was  no  suggestion  of 
pericardial  fluid.  Despite  the  fact  that  the 
patient  was  admitted  in  congestive  heart 
failure  a couple  of  days  previously,  there  are 
no  striking  pulmonary  congestive  changes. 
I would  surmise  that  treatment  had  been 
partly  effective  by  the  time  the  x-ray 
examination  was  done. 

Dr.  Silverberg:  Do  you  see  anything 
that  would  explain  the  aortic  insufficiency? 

Dr.  Moynahan:  The  aorta  is  not 

especially  prominent,  and  I see  no  evidence 
of  calcification.  I don’t  think  that  the 
x-ray  films  will  help  you  there. 

Dr.  Silverberg:  The  x-ray  evidence 

alone  ought  to  be  enough  to  make  us 
consider  the  possibility  of  rheumatic  heart 
disease  and  rheumatic  fever.  This  is 
certainly  a disease  of  diverse  and  deceptive 
systemic  manifestations.  In  this  patient  it 
could  account  for  the  fever,  anemia, 
elevated  sedimentation  rate,  hypergam- 
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maglobulinemia,  cardiac  symptoms,  mur- 
murs, enlarged  heart,  and  signs  of  conges- 
tive heart  failure.  But  there  are  too  many 
objections  to  the  diagnosis  of  rheumatic 
fever  and  rheumatic  heart  disease  alone. 
Aortic  insufficiency  and  congestive  failure 
developed  too  soon  and  progressed  too 
rapidly.  The  presence  of  embolic  phe- 
nomena requires  some  additional  factor. 
The  presence  of  renal  involvement  and  ab- 
normal liver  function  test  results  without 
long-standing  congestive  failure  do  not  fit. 
We  have  to  explain  the  two  positive  lupus 
erythematosus  preparation  reactions.  Last, 
there  was  no  history  of  antecedent  upper 
respiratory  infection.  Was  an  antistrep- 
tolysin titer  done? 

Dr.  Christopoulos:  Yes.  It  gave 

negative  results. 

Dr.  Silverberg:  A much  stronger 

possibility  is  that  of  underlying  rheumatic 
heart  disease  with  mitral  and  aortic 
valvular  damage  and  a complicating  suba- 
cute bacterial  endocarditis.  This  would 
explain  the  renal  lesions  as  focal  embolic 
glomerulitis  and  the  central  nervous  system 
symptoms  as  secondary  to  emboli.  The 
disturbed  liver  function  test  results  might 
conceivably  be  due  to  emboli  to  the  liver 
or  to  what  I can  only  call  vaguely  by  the 
wastebasket  term  of  “toxicity.”  The 
sudden  appearance  of  aortic  insufficiency 
could  indicate  perforation  of  an  aortic 
valve  cusp,  a recognized  complication  of 
subacute  bacterial  endocarditis.  Much 
weight  was  undoubtedly  given  to  a con- 
sideration of  this  possibility,  and  it  is  a very 
real  one.  Clinically,  rupture  of  a cusp 
produces  chest  pain,  the  abrupt  onset  or 
increase  of  congestive  heart  failure,  the 
appearance  of  a diastolic  murmur,  and 
peripheral  signs  of  aortic  regurgitation. 
Reluctantly,  I put  this  diagnosis  aside  as 
not  my  first  choice.  We  have  the  stubborn 
fact  of  the  two  positive  lupus  erythem- 
atosus preparation  results  and  the  history 
which  is  much  more  compatible  with  dis- 
seminated lupus. 

A diagnosis  of  underlying  systemic 
lupus  erythematosus  would  explain  satis- 
factorily the  early  mental  symptoms,  fever, 
anemia,  such  laboratory  reports  as  on  the 
L.E.  preparations,  the  sedimentation  rate, 
the  increased  gamma  globulins,  the  liver 
involvement,  the  renal  involvement,  the 
cardiac  symptoms,  and  the  probable  val- 
\ 
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vular  lesions  of  the  Libman-Sacks  verrucous 
type.  The  only  feature  which  this  diagnosis 
would  not  explain  is  the  sudden  appearance 
of  aortic  insufficiency  with  severe  con- 
gestive heart  failure.  Aortic  insufficiency 
is  not  common  in  systemic  lupus;  in  one 
series  it  was  diagnosed  clinically  in  6 of  60 
patients  and  confirmed  at  autopsy  in  4 of 
27.*  However,  I have  searched  the  litera- 
ture with  some  care  and  can  find  no 
reported  instances  of  fulminating  aortic 
regurgitation  on  the  basis  of  atypical  ver- 
rucous endocarditis. 

Largely  because  of  this  and  because  the 
terminal  episodes,  although  possibly  due  to 
lupus  vasculitis,  so  strongly  suggest  a 
thromboembolic  process,  bacterial  endo- 
carditis must  again  be  mentioned.  This 
lesion  does  occur  in  association  with  lupus 
and  verrucous  endocarditis.  Two  of  the 
27  patients  in  the  series  referred  to  had 
engrafted  bacterial  infection. 

The  difficulty  which  must  have  plagued 
the  clinicians  who  had  to  make  therapeutic 
decisions  is  obviously  that  of  accepting  the 
diagnosis  of  subacute  bacterial  endocarditis 
in  the  face  of  5 negative  blood  cultures  and 
in  the  absence  of  splenomegaly  or  cutaneous 
manifestations. 

It  is  interesting  that  there  should  be  such 
confusion  between  lupus  erythematosus 
and  subacute  bacterial  endocarditis. 
Notoriously  they  can  mimic  each  other 
and,  at  times,  be  indistinguishable.  I am 
not  certain  that  the  diagnostic  and  thera- 
peutic problem  can  be  wholly  resolved  in 
such  instances.  I think  that  the  diagnosis 
of  systemic  lupus  rests  in  fairly  firm  ground, 
but  it  does  not  completely  explain  the 
terminal  illness  and  the  valvular  in- 
competence. The  only  alternative  would 
be  to  postulate  nonbacterial  endocarditis 
which  for  some  obscure  reason  gave  rise  to 
embolic  phenomena. 

Raymond  M.  Simon,  M.D.:  Could  the 
L.E.  preparations  have  given  false-positive 
results? 

Michael  S.  Bruno,  M.D.:  I happen  to 

have  seen  the  preparations  myself.  There 
was  nothing  equivocal  about  the  cellular 
reaction.  The  patient  was  not  taking  any 
of  the  drugs  known  to  give  false-positive 
test  results.  If  the  test  results  were  false, 

* Brigden,  W.,  Bywaters,  E.  G.,  Lessof,  M.  H.,  and  Ross. 
I.  P.:  The  heart  in  systemic  lupus  erythematosus,  Brit, 

Heart  J.  22:  1 (1960). 
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FIGURE  2.  Pericarditis.  (A)  Section  of  heart  and  pericardium  showing  organizing  adhesive  pericarditis. 
(B)  Section  of  pericardium  showing  acute  fibrinous  exudate. 


it  must  be  an  effect  which  is  part  of  the 
underlying  disease. 

Richard  L.  Tartow,  M.D.:  The  chest 
pain  is  described  as  anginal  during  her 
clinic  visits  in  November,  1963,  and  April, 
1964.  Did  this  type  of  pain  persist  and 
was  it  present  when  she  was  admitted  to  the 
hospital  in  failure  in  July? 

Dr.  Christopoulos:  Yes.  She  was 

never  free  of  anginal  pain  on  exercise  or 
exertion. 

Dr.  Tartow:  Then  she  surely  had 

myocardial  ischemia.  Regardless  of  what- 
ever other  disease  she  may  have  had,  I 
think  the  autopsy  will  show  coronary 
arteriosclerosis  and  lesions  in  the  myo- 
cardium. 

Dr.  Bruno:  This  patient  was  presented 
at  grand  rounds  on  two  occasions  and  was 
a very  real  problem  in  diagnosis  and 
management.  We  tried  to  account  for  all 
her  symptomatology  on  a single  basis. 
At  first  we  were  strongly  impressed  by  the 
history  of  systemic  lupus,  but  the  develop- 
ment of  severe  congestive  heart  failure  and 
the  signs  of  aortic  insufficiency  led  us  to  sus- 
pect bacterial  endocarditis.  This  hypothe- 
sis was  strengthened  by  the  appearance  of 


what  we  construed  as  embolic  phenomena. 
We  were  disappointed  when  the  blood 
cultures  were  negative,  but  sometimes  it  is 
difficult  to  secure  a positive  culture, 
especially  if  the  organism  is  one  of  the 
unusual  ones.  We  elected  to  treat  her 
with  antibiotics,  somewhat  optimistically 
I will  agree,  but  it  seemed  worth  while  at 
the  time.  Certainly  we  had  no  other 
positive  steps  to  take. 

Walter  J.  Leibling,  M.D.:  The  protocol 
states  first  that  the  patient  developed 
right-sided  hemiparesis  and  dysarthria  on 
the  fifteenth  day  and  then  shortly  before 
she  died  a hemiparesis  on  the  left  side. 
Is  this  a misprint,  confusing  the  laterality, 
or  was  there  really  a bilateral  neurologic 
deficit? 

Dr.  Christopoulos:  The  patient  had 
no  neurologic  signs  on  admission.  As 
you  say,  on  the  fifteenth  day  she  developed 
right-sided  signs  and  about  a day  and  a 
half  later  developed  weakness  on  the 
left  side.  It  was  really  bilateral. 

Dr.  Leibling:  Although  either  a vascu- 
litis or  an  embolic  phenomenon  can 
produce  bilateral  cerebral  lesions,  I favor 
an  embolic  phenomenon,  since  the  two 
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episodes  were  so  closely  related  in  time. 
However,  one  cannot  accurately  discrimi- 
nate between  the  two  on  this  basis. 

Clinical  diagnoses 

1.  ? Systemic  lupus  erythematosus 

2.  ? Bacterial  endocarditis  with  multiple 
emboli 

Dr.  Silverberg's  diagnosis 

1.  Systemic  lupus  erythematosus  with 
diffuse  vasculitis , endocarditis , myocarditis, 
and  nephritis 

Pathologic  report 

William  B.  Ober,  M.D.:  The  autopsy 
answered  some  of  the  questions  posed  by 
this  case,  failed  to  answer  others,  and 
raised  some  new  ones.  As  befits  a patient 
who  enters  with  dyspnea  and  chest  pain, 
there  was  considerable  disease  of  the  heart. 
It  weighed  480  Gm.,  was  dilated  and 
hypertrophied,  had  fibrous  adhesion  of 
the  pericardium  over  broad  areas,  and  on 
section  showed  a few  patches  of  grossly 
visible  scarring.  The  cusps  of  the  aortic 
valve  were  not  significantly  thickened,  and 
the  valve  circumference  was  about  8 cm. 
which  is  within  normal  limits.  The  right 
coronary  artery  and  left  descending  coro- 
nary artery  were  almost  occluded  by 
stenosing  atherosclerosis.  Microscopic  ex- 
amination confirmed  the  presence  of 
old  fibrous  pericarditis  (Fig.  2A),  but  there 
was  also  fresh,  active  fibrinous  peri- 
carditis somewhat  focal  in  distribution 
(Fig.  2B).  Sections  through  the  myo- 
cardium showed  a gamut  of  ischemic 
changes,  ranging  from  foci  of  healed 
infarction  scattered  in  the  left  ventricular 
wall  from  epicardium  to  endocardium  (Fig. 
3A),  occasional  foci  of  more  recent  healing 
infarction  (Fig.  3B),  and  foci  of  acute 
myocytolysis  (Fig.  3C).  Section  through 
different  levels  of  the  left  descending 
coronary  artery  showed  atheromatous 
thickening  of  the  intima  leaving  a slitlike 
lumen  (Fig.  3D),  and  the  right  coronary 
artery  showed  similar  stenosis  of  its  lumen. 
There  was  no  evidence  of  arteritis.  The 
cardiac  changes  represent  continuing,  re- 
lentless myocardial  ischemia  rather  than  a 


sudden  occlusion  with  acute  infarction  of 
the  subtended  muscle. 

Although  the  aortic  valve  was  grossly 
and  microscopically  normal,  the  ascending 
aorta  was  dilated,  its  intima  wrinkled, 
and  its  wall  slightly  thickened.  Micro- 
scopic examination  showed  the  intima 
to  be  thickened  by  hyalinized  collagen 
in  the  form  of  banal  aortic  atherosclerosis 
(Fig.  4A).  However,  destructive  lesions 
were  present  in  the  media,  best  seen  in 
section  treated  with  a Verhoeff-Van  Gieson 
technic  which  outlined  these  foci  of  destruc- 
tion quite  sharply  (Figs.  4 A and  B). 
Elastic  fibers  and  medial  smooth  muscle 
were  replaced  by  an  exudate  composed 
of  lymphocytes,  a few  plasma  cells,  and 
many  histiocytes;  these  accumulations 
were  often  in  close  propinquity  to  and  oc- 
casionally surrounded  vasa  vasorum  (Figs. 
4C  and  5).  This  pattern  of  destructive  aorti- 
tis resembles  that  produced  by  syphilis,  but 
in  the  absence  of  anamnestic  evidence, 
a positive  serologic  test  or  a positive 
stain  for  spirochetes,  I cannot  confidently 
label  the  lesion  as  luetic  aortitis.  I think 
that  the  aortitis  is  sufficient  to  explain 
aortic  insufficiency  and  its  associated 
signs,  but  I cannot  assign  it  a specific 
cause.  I am  not  aware  of  such  a lesion 
being  described  in  systemic  lupus  and 
cannot  affirm  that  diagnosis.  The  aortitis 
was  confined  to  the  ascending  aorta; 
sections  from  the  arch,  descending  aorta, 
and  abdominal  aorta  showed  only  a great 
degree  of  intimal  atherosclerosis  with 
only  minimal  calcification. 

In  fact,  the  striking  feature  of  the 
autopsy  in  this  thirty-nine-year-old  woman 
was  the  severe  degree  of  intimal  arterio- 
sclerosis involving  not  only  the  coronary 
arteries  and  aorta  but  the  cerebral,  mesen- 
teric, and  renal  vessels  as  well.  The 
basilar  artery  was  narrowed  to  a pinpoint 
lumen  by  intimal  atheromatous  deposition 
(Fig.  6A),  and  the  bilateral  neurologic 
signs,  first  on  the  right,  then  on  the  left, 
can  be  attributed  to  two  segmental  fresh 
infarcts  of  the  cerebral  cortex,  one  in  the 
left  parietal  area,  the  other  in  the  right 
pre-Rolandic  cortex  (Fig.  6B).  Both  in- 
farcts were  confined  to  the  cortex,  and 
each  involved  a segment  about  2 to  3 cm. 
in  length. 

The  superior  mesenteric  artery  showed 
eccentric  deposition  of  atheromatous  ma- 
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FIGURE  3.  Sections.  (A)  Myocardium  showing  focus  of  healed  infarction  beneath  epicardial  fat.  (B) 
Myocardium  showing  focus  of  healing  recent  infarction.  (C)  Myocardium  showing  focal  ischemic  myo- 
cytolysis.  (D)  Three  levels  of  left  descending  coronary  artery  about  1 cm.  apart  show  intimal  thickening  by 
atheromatous  material  and  a slitlike  lumen. 


terial  (Fig.  7A),  and  an  unexpected 
finding  was  an  acute  segmental  infarct 
of  the  transverse  colon  near  the  hepatic 


flexure  (Fig.  7B).  Microscopic  examina- 
tion showed  a large  circumferential  ulcera- 
tion of  the  mucosa  and  diffuse  productive 
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FIGURE  4.  Scanning  view  of  aortic  valve  and  proximal  aorta.  (A)  Valve  cusp  is  normally  thin.  Aortic 
intima  is  thick  and  hyalinized.  Aortic  media  shows  foci  of  destruction.  (B)  Detail  of  (A)  showing  loss  of 
elastic  fibers  in  aortic  media  abutting  thickened  intima.  (C)  Higher  magnification  of  (B)  showing  cellular 
infiltrate  in  area  of  aortic  medial  destruction.  (Verhoeff-Van  Gieson  Stain) 


FIGURE  5.  (A)  Aorta  showing  lymphocytes  and  plasma  cells  at  junction  of  media  with  intima.  (B)  Aortic 
media  showing  exudate  of  lymphocytes,  plasma  cells,  and  histiocytes  surrounding  a vas  vasorum. 


inflammation  in  the  submucosa  along 
with  foci  of  hemorrhagic  infarction  of  the 
bowel  wall  (Fig.  7C).  There  was  also 
some  degree  of  productive  inflammation  in 
the  adjacent  mesentery,  but  there  was 
no  arteritis.  Examination  of  the  small 
intestine  revealed  three  small  ulcers,  each 
about  2 cm.  in  size,  in  the  ileum  (Fig.  8A), 
but  the  muscularis  was  intact.  The  sub- 


mucosa beneath  these  superficial  ulcers 
contained  vessels  occluded  by  organizing 
thrombotic  material  (Fig.  8B),  but  there 
was  no  arteritis  of  an  allergic  or  a lupus- 
like type. 

The  kidneys  showed  irregular,  patchy 
cortical  scarring;  many  of  the  scars  were 
characteristically  wedge-shaped  (Fig.  9A). 
Microscopic  examination  revealed  non- 
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FIGURE  6.  (A)  Low-power  view  of  basilar  artery  showing  advanced  intimal  thickening  by  collagenized 
atheromatous  deposition.  (B)  View  of  right  cerebrum  showing  fresh  infarction  of  cortex. 


FIGURE  7.  (A)  Section  of  superior  mesenteric  artery  at  its  origin  showing  intimal  atheroma  and  luminal 
narrowing.  (B)  View  of  transverse  colon  near  hepatic  flexure  showing  circumferential  ulcer  with  indurated 
margins.  (C)  Scanning  view  of  lesion  in  colon  showing  productive  inflammatory  tissue  filling  ulcer  bed 
with  hemorrhage  and  infarction  of  subjacent  bowel  wall. 


specific  chronic  pyelonephritis  with  wedge- 
shaped  zones  of  lymphocytic  infiltration 
(Fig.  9B),  glomerular  and  periglomerular 
fibrosis,  tubular  atrophy,  and  colloid  casts 
(Fig.  9C).  Sections  stained  to  demon- 
strate the  glomerular  basement  membrane 


showed  no  evidence  of  a membranous 
lesion,  nor  was  there  any  arteritis.  The 
major  intrarenal  arteries  showed  intimal 
fibrosis  and  reduplication  of  the  internal 
elastic  lamella  as  in  conventional  nephro- 
sclerosis. 
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FIGURE  8.  (A)  Section  of  ileum  showing  superficial  indolent  ulcer.  (B)  Detail  of  (A)  showing  organizing 
thrombosis  of  small  artery  in  submucosa  of  ileum. 


FIGURE  9.  (A)  Left  kidney  showing  irregular  cortical  scarring.  (B)  Renal  cortex  with  wedge-shaped  area  of 
lymphocytic  infiltration.  (C)  Higher  magnification  of  renal  cortex  showing  lymphocytic  infiltrate,  colloid 
casts  in  atrophic  tubules,  and  an  obsolescent  glomerulus. 


The  lungs  showed  chronic  passive  con- 
gestion with  alveolar  thickening  and  many 
pigment-laden  macrophages.  The  liver 
was  normal  in  size  and  on  section  showed 
the  “nutmeg”  pattern  of  passive  congestion. 
Microscopically,  it  showed  centrilobular 
and  paracentral  congestion  and  ischemic 


necrosis,  sufficient  to  account  for  the 
mild  disturbance  shown  in  liver  function 
tests.  The  adrenal  glands  were  small 
and  showed  cortical  atrophy  and  lipid 
depletion  as  the  result  of  exogenous 
prednisone  administration  for  one  week 
before  death. 
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The  objective  findings  at  autopsy  enable 
us  to  assign  anatomic  correlatives,  item 
by  item,  to  the  patient’s  major  signs  and 
symptoms:  chest  pain,  dyspnea,  aortic 

regurgitation,  bilateral  neurologic  deficits, 
urinary  findings,  liver  function  test  results, 
and  so  on.  However,  it  is  quite  difficult 
to  synthesize  this  body  of  documented 
evidence  into  a convincing  gestalt.  It  is 
easy  enough  for  the  morbid  anatomist 
to  exclude  rheumatic  disease,  subacute 
bacterial  endocarditis,  and  systemic  lupus, 
all  of  which  dominated  the  clinical  thinking 
before  death  and  in  Dr.  Silverberg’s 
excellent  discussion. 

One  might  consider  syphilis,  explaining 
the  aortitis  on  that  basis,  and  arguing 
that  penicillin  had  reversed  the  patient’s 
serologic  reaction  and  wiped  out  the 
spirochetes  so  that  they  could  not  be 
demonstrated.  However,  this  is  specious 
and  unsatisfactory;  I can  neither  affirm 
nor  deny  syphilis.  In  any  event,  I do  not 
think  that  syphilis  would  explain  anything 
but  the  aortitis  and  aortic  insufficiency; 
it  certainly  would  not  account  for  the  rest 
of  the  picture. 

The  striking  feature  of  the  case  is  the 
severe  degree  of  diffuse  atherosclerosis. 
Surely  it  is  enough  to  account  for  the 
myocardial  and  pericardial  lesions,  the 
cerebral  infarcts,  and  the  clinically  silent 
intestinal  lesions.  One  wonders  to  what 


Study  points  up  problem 
of  football  knee  injury 

A questionnaire  sent  to  former  or  present  foot- 
ball players  revealed  that  knee  injury  is  a com- 
mon and  serious  problem  in  football.  In 
Missouri  Medicine,  Kenneth  L.  Rail,  M.D., 
Glenn  L.  McElry,  M.D.,  and  Theodore  E.  Keats, 
M.D.,  said  that  of  the  205  players  answering  the 
questionnaire  105  (51.2  per  cent)  reported  a 
previous  injury  to  the  knee;  49  (46.6  per  cent) 
reported  more  than  one  knee  injury;  37  (35 
per  cent)  had  had  surgery  to  the  knee  varying 
in  time  from  immediate  past  injury  up  to 
twenty  years  later;  83  (79  per  cent)  reported 
persistent  knee  symptoms  after  injury.  Of  the 
group,  51  (61  per  cent)  had  more  than  one  com- 
plaint, and  symptoms  were  more  pronounced 
in  those  with  more  than  one  injury. 


extent  corticoid  therapy  masked  their 
presence.  We  must  remember  that  this 
patient  was  only  thirty-nine  years  old 
and  that  the  degree  and  extent  of  the 
conventional  atherosclerosis  is  of  the  order 
found  in  some  patients  in  their  seventh  and 
eighth  decades,  and  indeed,  in  a minority 
of  these.  While  we  do  not  usually  think 
women  in  their  thirties  can  die  of  hardening 
of  the  arteries,  nonetheless  such  cases  do 
occur,  and  I think  that  this  was  one  of 
them. 

Anatomic  diagnoses 

1.  Generalized  arteriosclerosis,  severe, 
involving  aorta,  coronary,  cerebral,  mesen- 
teric, and  renal  arteries 

2.  Myocardial  infarcts,  healed  and  heal- 
ing, with  focal  myocytolysis 

3.  Pericarditis,  fibrous  and  fibrinous 

4.  Cerebral  infarcts,  recent,  left  parietal 
cortex  and  right  pre-Rolandic  cortex 

5.  Segmental  infarction,  transverse  colon 

6.  Superficial  ulceration , ileum 

7.  Nonspecific  aortitis,  ascending  aorta, 
destructive 

8.  Chronic  pyelonephritis 

9.  Cardiac  dilatation  and  hypertrophy 

10.  Chronic  passive  congestion  of  lungs 
and  liver 

11.  Adrenocortical  atrophy,  secondary  to 
corticoid  therapy 


The  authors  believe  this  follow-up  study 
indicates  that  knee  injury  in  football  should  be 
given  serious  attention  by  physicians  and  all 
those  concerned  with  the  design  and  production 
of  athletic  equipment.  They  cite  the  un- 
favorable report  of  the  American  Medical  As- 
sociation’s committee  on  the  medical  aspects 
of  sports,  which  found  that  medical  super- 
vision of  college  athletes  leaves  much  to  be 
desired,  and  observe  that  the  situation  is 
probably  worse  in  secondary  schools.  In  this 
latter  group,  the  problem  is  of  even  greater 
significance,  since  the  problem  of  epiphyseal 
fracture  must  be  considered,  adding  possible 
growth  disturbance  to  the  other  hazards.  The 
authors  suggest  a physician  familiar  with  the 
problem  should  evaluate  carefully  the  condition 
of  the  professional  player  before  he  resumes 
competition  after  an  injury,  and  the  injured 
player  should  get  closer  supervision. 
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So  far  as  one  may  learn  from  a study  of 
genealogic  records  of  the  Emmet  family, 
the  branch  that  settled  in  the  United  States 
descended  from  Christopher  Emmet,  born 
in  1700  in  Tipperary,  Ireland,  where  he  was 
a physician  of  considerable  note.  Robert, 
his  son,  born  in  1729,  carried  on  the  family 
tradition,  receiving  his  degree  of  doctor  of 
medicine  from  the  University  of  Montpelier, 
Ireland,  at  the  age  of  twenty-two.  He 
began  the  practice  of  medicine  in  Cork, 
Ireland,  and  subsequently  moved  to  Dublin, 
where  he  became  a successful  surgeon. 
From  early  manhood  he  was  active  in 
politics. 

Of  Robert  Emmet’s  16  children  only  4 
lived  beyond  childhood.  His  second  son, 
Thomas,  became  a physician  and  later  a 
lawyer.  Thomas  devoted  most  of  his 
professional  activities  to  the  field  of  law. 
In  1794  he  became  an  ardent,  active  mem- 
ber of  the  Society  of  United  Irishmen,  an 
anti-British  revolutionary  party.  For  his 
activities  in  this  organization  he  was 
arrested  in  Dublin  in  1798.  With  18  other 
ringleaders  in  the  cause  of  Irish  freedom  he 
was  sent  to  St.  George  Prison,  Scotland,  in 
1799. 

Presented  at  the  159th  Annual  Meeting,  Medical  Society 
of  the  State  of  New  York,  New  York  City,  Session  on  History 
of  Medicine,  February  15,  1965. 


The  British  government  finally  agreed  to 
release  these  prisoners  on  the  condition 
that  they  emigrate  immediately  from  Great 
Britain.  With  his  wife  and  three  children 
Thomas  Emmet  left  for  the  United  States 
and  began  life  anew  in  the  city  of  New  York 
in  1804. 

Through  the  influence  of  Pres.  Thomas 
Jefferson,  the  learned  lawyer  Thomas 
Emmet  was  admitted  to  practice  before  the 
United  States  Supreme  Court,  and  in  1812 
he  became  attorney- general  of  the  State  of 
New  York. 

John  Patten  Emmet,  second  son  of 
Thomas,  had  been  only  ten  years  old  when 
the  family  emigrated  to  the  United  States. 
He  was  privately  educated  by  special  tutors 
and  in  1814  was  accepted  as  a cadet  in  the 
United  States  Military  Academy  at  West 
Point.  While  a student  at  the  academy, 
he  contracted  pneumonia,  followed  by  a 
severe  case  of  tuberculosis  of  the  right  lung, 
and  left  West  Point  without  being  grad- 
uated. Although  plagued  by  poor  health 
because  of  tuberculosis,  in  1819  he  enrolled 
at  the  College  of  Physicians  and  Surgeons, 
now  part  of  Columbia  University,  and  re- 
ceived his  degree  of  doctor  of  medicine  in 
1822. 

Because  of  his  poor  health  John  Patten 
Emmet,  M.D.,  left  New  York  City  for 
Charleston,  South  Carolina,  where  he  began 
the  practice  of  medicine  in  1824.  In  1825 
Thomas  Jefferson  appointed  him  to  the 
Chair  of  chemistry  and  materia  medica  at 
the  newly  founded  University  of  Virginia, 
located  near  the  city  of  Charlottesville. 
The  same  year  he  married  the  niece  of  one 
of  the  university  professors. 

Dr.  Emmet  was  an  excellent  teacher  of 
chemistry  and  the  fundamentals  of  materia 
medica;  a man  of  great  attainments  and 
knowledge  in  the  fields  of  Latin,  Greek, 
and  Italian;  and  a mathematician  with  a 
general  knowledge  of  sciences.  Few  men 
of  his  day  were  better  read  than  he  in  the 
field  of  English  literature.1 
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Youth  and  early  education 

Thomas  Addis  Emmet  was  born  May 
29,  1828,  in  Charlottesville,  the  seat  of  the 
University  of  Virginia.  He  was  a healthy, 
robust  lad  who  spent  much  of  his  time 
hunting  and  fishing  on  the  family  farm. 
As  a young  boy  he  was  not  interested  in 
attending  school.  He  finally  completed 
the  secondary  school  course  at  a Charlottes- 
ville school.  In  addition,  he  was  privately 
tutored  in  the  classics,  physics,  and  chem- 
istry. In  1841  his  father  died  of  a pul- 
monary hemorrhage,  and  a guardian  was 
appointed  to  administer  the  father’s  finan- 
cial affairs.  Through  neglect  or  misman- 
agement, nothing  was  left  to  provide  for 
the  boy’s  future  education. 

Two  years  after  his  father’s  death  rela- 
tives urged  young  Emmet  to  return  to 
New  York  City,  where  he  was  employed 
as  a bookkeeper  by  one  of  his  uncles.  He 
remained  at  this  job  for  only  a short  time 
and  returned  home  to  enroll  at  the  Univer- 
sity of  Virginia,  Charlottesville.  Mis- 
fortune still  plagued  him.  His  infirm 
grandmother  insisted  that  he  wait  on  her 
constantly.  As  a result  he  fell  behind  in 
his  class  work  and  did  not  attend  lectures 
regularly  at  the  university.  His  mother 
was  shocked  when  the  chairman  of  the 
faculty  and  the  professors  dismissed  her 
son  from  the  university  because  he  was  not 
a good  student  and  failed  to  pass  his  major 
subjects. 1 

In  desperation,  in  1846  young  Emmet 
wrote  to  Robley  Dunglison,  M.D.,  in 
Philadelphia,  a friend  of  his  father’s  who 
was  a professor  at  the  Jefferson  Medical 
College.  He  explained  his  present  family 
circumstances  and  his  reasons  for  leaving 
the  University  of  Virginia. 

Medical  education 

Emmet  was  accepted  at  Jefferson  Medi- 
cal College  in  October,  1846,  and  received  a 
generous  offer  from  Dr.  and  Mrs.  Dunglison 
to  stay  at  their  home  while  he  attended 
lectures.  Although  very  appreciative  of 
the  generosity  of  his  benefactors,  he  bor- 
rowed $400  from  one  of  his  uncles  and  de- 
cided to  live  in  the  student  quarters  of  the 
medical  college. 

The  first  lectures  Emmet  attended  at  the 
medical  school  were  delivered  by  J.  K. 


Mitchell,  M.D.,  a leading  young  American 
neurologist.  During  his  years  as  a student, 
Emmet  became  a very  close  friend  of  Dr. 
Mitchell’s  son,  Silas  Weir  Mitchell.  Like 
many  medical  students  of  his  day,  Emmet 
was  evicted  from  his  quarters  from  time  to 
time  for  being  in  arrears  in  the  payment  of 
his  room  rent.  He  spent  nearly  four  years 
at  Jefferson  Medical  College  and  firmly 
believed  his  future  was  in  the  practice  of 
medicine.  After  all,  four  consecutive  gen- 
erations of  his  family  had  distinguished 
careers  as  successful  physicians. 

Thomas  Addis  Emmet  received  his 
degree  in  medicine  from  Jefferson  Medical 
College  in  1850.  Up  to  the  time  he  was 
graduated,  Emmet  had  never  dissected  a 
human  body,  had  never  written  a prescrip- 
tion, or  attended  a maternity  patient.  He 
had  a thorough  knowledge  of  the  theory  of 
medicine  but  little  practical  information 
about  human  anatomy  or  the  general  prac- 
tice of  medicine.2,3 

Early  years  of  practice 

Following  graduation  Dr.  Emmet  was 
appointed  resident  physician  at  the  newly 
opened  Emigrant  Refugee  Hospital  on 
Ward’s  Island,  City  of  New  York,  in  the 
year  1850.  Most  of  the  immigrant  pa- 
tients were  poor  Irish  people  who  came  to 
America  at  the  time  of  the  great  potato 
famine  in  Ireland.  These  poor  patients 
suffered  from  all  kinds  of  diseases  because 
of  the  long  journey  at  sea,  the  overcrowd- 
ing, and  lack  of  proper  food.  Many  of  them 
died  because  of  dysentery  or  typhus  fever. 
The  mortality  rate  of  these  immigrant  pa- 
tients was  appalling.  In  many  instances, 
half  of  the  passengers  died  and  were  buried 
at  sea.  There  were  no  physicians  on  these 
ships.  Most  of  the  patients  tried  to  help 
each  other,  and  the  nursing  care  provided 
was  very  meager. 

All  the  patients  from  these  immigrant 
ships  were  sent  to  Ward’s  Island,  and  it 
was  there  that  Dr.  Emmet  received  his 
introduction  to  the  practice  of  medicine. 
During  his  three  years  as  resident  physician 
he  saw  hundreds  of  cases  of  typhus  fever, 
dysentery,  cholera,  and  smallpox.  He  saw 
over  1,000  cases  of  typhus  fever  among 
male  and  female  patients  admitted  to  the 
hospital  during  the  three  years  he  was  resi- 
dent physician.  Emmet  performed  over 
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600  postmortem  examinations  and  delivered 
an  average  of  four  babies  a day  during  his 
assignment  at  Ward’s  Island. 

In  the  early  summer  of  1854  Dr.  Emmet 
finished  his  residency  and  was  appointed  a 
visiting  physician  at  the  Emigrant  Refugee 
Hospital  at  a salary  of  $4  a day.  He 
married  Catherine  Duncan  of  Alabama  in 
the  fall  of  1854  and  rented  a three-story 
brick  house  at  the  corner  of  Twelfth  Street 
and  Fourth  Avenue,  New  York  City,  for 
the  practice  of  general  medicine. 1,4-6  In- 
cidentally, his  fee  of  25  cents  a day  was  for 
patients  in  the  tenement  houses  along  the 
East  River  below  Fourteenth  Street.  His 
total  income  in  the  first  year  of  his  practice 
was  $50. 

In  the  middle  of  November,  1854,  the 
Whig  Party  came  into  power,  and  the  hos- 
pital on  Ward’s  Island  became  a State 
institution,  with  a complete  change  of 
administration.  All  appointed  physicians, 
including  Emmet,  were  dismissed  and  re- 
placed by  party  hacks — for  the  most  part, 
irresponsible  people  who  were  not  inter- 
ested in  the  proper  care  of  patients  in  the 
hospital. 

Appointment  to  Woman’s  Hospital 

On  the  evening  of  March  5,  1855,  young 
Dr.  Emmet  was  at  the  Emigrant  Refugee 
Hospital  recording  each  case  of  typhus  fever 
he  had  treated  there  when  he  re- 
ceived a visit  from  Marion  Sims,  M.D.,  an 
eminent  gynecologic  surgeon.  Dr.  Sims 
was  very  much  interested  in  Emmet’s 
tabulation  of  case  histories,  physical  ex- 
aminations, and  treatment  of  the  patients 
with  typhus  fever  who  had  been  on  the 
wards  at  the  Emigrant  Refugee  Hospital 
during  his  term  as  resident  physician.  Dr. 
Sims  explained  to  him  that  although  he  was 
interested  in  the  system  of  case  records,  he 
could  not  appoint  him  to  the  staff  of  the 
Woman’s  Hospital  until  the  bylaws  were 
changed  to  allow  a male  assistant  at  the 
hospital.  The  Woman’s  Hospital,  a four- 
story  brick  structure  with  a 30-bed  capacity, 
was  located  at  83  Madison  Avenue. 

Finally,  the  bylaws  were  amended  in  the 
early  part  of  1855,  and  young  Emmet  was 
appointed  assistant  staff  surgeon  at  a 
salary  of  $500  per  year.  Because  of  the 
precarious  financial  condition  of  the  hos- 
pital young  Emmet  refused  the  salary, 


stating  that  the  institution  needed  it  more 
than  he  did.5,6 

Dr.  Emmet  assisted  Dr.  Sims  daily  until 
he  became  well  acquainted  with  Dr.  Sims’s 
technic  of  repair  of  vesicovaginal  fistulas. 
It  was  not  long  before  he  was  doing  about 
two  thirds  of  the  operations  at  the  hos- 
pital, keeping  complete  case  histories  and 
records  of  each  operation  with  special 
colored  hand  drawings  showing  the  ana- 
tomic position  of  each  vesicovaginal  fistula. 
These  early  rough  drawings  and  illustra- 
tions and  the  case  histories  and  operative 
records  have  been  preserved  and  are  now 
on  display  in  the  main  foyer  of  the  Woman’s 
Hospital  in  New  York  City. 

During  the  five  and  one-half  years 
Emmet  and  Sims  were  associated,  they 
became  very  close  friends.  Sims  gave  him 
free  rein  in  developing  his  own  technics  in 
the  various  fields  of  gynecologic  surgery. 
Sims  left  the  Woman’s  Hospital  for  Europe 
in  the  year  1861.  Because  he  was  an 
ardent  advocate  and  friend  of  the  cause  of 
the  Confederacy,  he  remained  abroad  until 
the  Civil  War  was  over. 

Appointment  as  chief  surgeon  of 
Woman's  Hospital 

Thomas  Addis  Emmet,  M.D.,  was  ap- 
pointed successor  to  Marion  Sims,  be- 
coming chief  surgeon  at  the  Woman’s  Hos- 
pital at  the  age  of  thirty-five.  The  heavy 
responsibilities  of  his  new  post  kept  him 
completely  occupied  except  for  one  brief 
absence.  It  was  wartime,  and  Emmet,  a 
Democrat  and  staunch  advocate  of  states 
rights,  left  for  Montgomery,  Alabama,  in 
the  early  part  of  1861  to  offer  his  profes- 
sional services  to  Jefferson  Davis,  president 
of  the  Confederacy.1  His  offer  of  serv- 
ices was  politely  refused. 

On  his  way  back  north,  Dr.  Emmet  was 
arrested  by  the  Confederate  authorities  of 
Lynchburg,  Virginia.  He  was  able  to 
prove  by  his  credentials  that  it  was  a rela- 
tive of  his  bearing  the  same  name  who  had 
donated  money  to  the  Seventh  Regiment 
of  New  York  State  Volunteers  for  the 
Union  Army.  He  was  released  and  pro- 
ceeded on  his  way  to  New  York  City.  Al- 
though his  sympathy,  like  Sims’s,  was  with 
the  cause  of  the  Confederacy,  Emmet  re- 
mained aloof  from  all  political  activities  for 
the  duration  of  the  Civil  War.  He  de- 
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voted  himself  to  his  profession,  to  his 
family,  and  to  the  duties  of  chief  surgeon. 

About  1861,  Emmet  became  a convert  to 
Catholicism.  His  family  had  always  been 
Episcopalians,  although  his  wife  was  a 
devout  Catholic.  They  were  blessed  with 
six  children — three  daughters  and  three 
sons,  two  of  whom  became  physicians. 
The  children  received  a sound  religious 
training. 

Emmet  was  a man  of  medium  height  and 
slender  build,  with  a slight  stoop  that  be- 
came more  pronounced  with  age.  His 
quiet,  professional  manner  and  even  tem- 
perament were  helpful  in  dealing  with  the 
board  of  lady  supervisors  of  the  Woman’s 
Hospital.  When  Sims  had  suddenly  de- 
cided to  resign  from  the  hospital  staff  in 
1861  and  left  for  Europe,  Emmet  proved 
his  ability  to  meet  the  many  crises  of  the 
Woman’s  Hospital. 

In  an  effort  to  allay  the  signs  of  panic  at 
the  hospital  following  the  departure  of 
Sims,  Emmet  transferred  many  of  his  pa- 
tients from  his  own  private  hospital  to  the 
Woman’s  Hospital.  In  this  manner  he  did 
more  than  his  share  to  keep  the  hospital 
open  for  the  reception  of  patients  until 
confidence  and  unity  were  finally  re- 
stored.2-3’5 

Development  of  operative  technics 

Emmet  developed  many  new  technics  in 
reconstructive  gynecologic  surgery  in  op- 
eration on  the  urethra,  bladder,  perineum, 
and  uterus.  In  1866  his  book,  Vesico- 
Vaginal  Fistula , was  published.  He  dedi- 
cated it  to  his  teacher,  Marion  Sims.  In 
his  summary  at  the  end  of  the  book  he 
stated  that  58  per  cent  of  all  his  vesico- 
vaginal fistula  cases  were  among  the  poor 
immigrants  from  Ireland,  England,  and 
Scotland,  who  were  eventually  operated  on 
at  the  Woman’s  Hospital. 

Emmet  advised  obstetricians  to  prevent 
vesicovaginal  fistulas  by  proper  care  of  the 
perineum  during  delivery.  He  advocated 
catheterization  of  the  bladder  during  labor 
to  prevent  overdistention  and  uterine  atony. 
He  was  loud  in  his  protest  against  the  use 
of  ergot  to  expedite  delivery,  a common- 
place practice  among  the  obstetricians  dur- 
ing the  late  eighteen  sixties. 

Many  of  the  leading  obstetricians  re- 
sented these  intrusions  into  their  field. 


They  looked  on  Emmet  as  a gynecologic 
surgeon  with  very  little  practice  in  the  field 
of  obstetrics.  This  was  erroneous,  because 
he  delivered  over  1,000  infants,  including 
the  great  Theodore  Roosevelt,  before  he 
gave  up  obstetrics. 

Wetmore  Pavilion 

In  1866,  under  Emmet’s  direction,  the 
Woman’s  Hospital  raised  funds  for  a new 
unit  to  be  built  on  Park  Avenue  at  Fiftieth 
Street,  New  York  City.  Hon.  Appolos  R. 
Wetmore,  vice  president  of  the  board  of 
governors  of  the  Woman’s  Hospital,  gave 
$200,000  to  the  building  fund.  The  new 
pavilion  in  the  hospital  was  named  Wet- 
more in  honor  of  its  generous  benefactor. 
It  was  completed  and  ready  for  use  on 
October  15,  1867,  and  Emmet  was  again 
designated  chief  surgeon.  Sims,  the 
founder  of  Woman’s  Hospital,  was  still  in 
Europe,  although  the  Civil  War  was  over, 
and  its  great  tensions  had  practically  van- 
ished. 

Advocacy  of  repair  of  cervical  tears 

Emmet,  in  his  position  as  chief  surgeon 
of  the  Woman’s  Hospital,  cautioned  obste- 
tricians about  the  great  dangers  of  forcibly 
stretching  the  cervix  (known  as  accouche- 
ment force)  to  hasten  the  delivery  of  the 
fetus.  He  condemned  in  no  uncertain 
terms  the  indiscriminate  early  application 
of  forceps  to  expedite  delivery.  This  prac- 
tice produced  deep  tears  of  the  perineal 
structure,  which  led  many  times  to  vesico- 
vaginal fistula. 

Emmet  perfected  several  new  technics 
in  the  field  of  plastic  surgical  repair  of 
lacerated  cervices.  After  careful  investi- 
gation, he  concluded  that  lacerated,  eroded, 
and  infected  cervices  were  to  a great  extent 
responsible  for  malignant  tumors  of  the 
uterus  and  cervix.  He  was  a staunch 
advocate  of  his  operation  to  repair  old 
infected  lacerations  of  the  cervix  to  prevent 
cancer.  Although  plastic  cervical  surgery 
did  not  originate  with  Emmet,  he  per- 
formed many  plastic  cervical  repairs  at  the 
Woman’s  Hospital. 

Changes  at  Woman's  Hospital 

End  of  one-man  rule.  Emmet  served 
as  surgeon  in  chief  at  the  Woman’s  Hos- 
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pital  from  1861  to  1872,  when  the  board  of 
governors,  after  a meeting  in  December, 
1871,  put  an  end  to  the  one-man  rule  at  the 
Woman’s  Hospital.  One  of  the  reasons 
for  the  board’s  action  was  the  great  influx 
of  patients  to  the  hospital,  requiring  a 
larger  staff  to  take  care  of  them.  Dr. 
Marion  Sims  had  now  returned  from 
Europe  and  was  reappointed  as  a consultant 
surgeon.  The  governing  board  appointed 
E.  Randolph  Peaslee,  M.D.,  and  T.  Gail- 
lard,  M.D.,  full  gynecologists  with  rank 
equal  to  Emmet’s.1 

Application  of  Lister  germ  theory. 
In  1877  the  Lister  germ  theory  was  ap- 
plied to  operative  procedures  at  the 
Woman’s  Hospital:  The  surgeons  op- 

erated under  carbolic  spray,  and  the  in- 
struments, sheets,  and  towels  were  dipped 
into  a 5 per  cent  carbolic  solution. 

Change  in  hospital  location.  By  the 
year  1900  the  Woman’s  Hospital  had  again 
outgrown  its  accommodations.  The 
smoke,  noise,  and  traffic  of  the  busy  streets 
and  railroad  terminals  made  it  necessary 
for  the  hospital  to  seek  a more  desirable 
location.  After  much  discussion  the  board 
of  governors  of  the  hospital  selected  a site 
on  110th  Street  near  Amsterdam  Avenue. 
This  move  was  made  against  the  advice  of 
Dr.  Emmet.  Several  years  after  the  new 
hospital  was  opened  the  railroads  decided  to 
go  underground,  and  the  site  of  the  old 
hospital  at  Park  Avenue  and  Fiftieth 
Street  became  one  of  the  most  desirable 
pieces  of  real  estate  in  the  city  of  New  York. 

Advocacy  of  conservative  surgery 

In  his  effort  to  reduce  the  maternal  mor- 
tality following  major  gynecologic  opera- 
tions Emmet  used  intra-uterine  packing  to 
control  bleeding  from  the  uterus  following 
removal  of  uterine  fibroids.  During  the 
last  decades  of  the  nineteenth  century  the 
mortality  rate  from  major  gynecologic 
procedures  was  about  50  per  cent.  He  was 
criticized  for  his  firm  stand  against  removal 
of  ovarian  tissue  indiscriminately  during 
laparotomy,  but  he  firmly  held  his  ground, 
and  his  conservative  treatment  finally  was 
accepted. 

Emmet  was  one  of  the  founders  and, 
later,  a president  of  the  New  York  Obstet- 
rical Society;  a founder  and  president  of 


the  American  Gynecological  Society;  and 
a president  of  the  Irish  Federation  of 
America.  In  1882,  Jefferson  Medical  Col- 
lege, Philadelphia,  awarded  him  an  LL.D 
degree  for  his  contributions  to  gynecology. 
The  University  of  Notre  Dame  conferred 
on  him  the  famous  Laetare  Medal  in  1899. 
In  1900  Pope  Pius  X knighted  him  with  the 
order  of  St.  Gregory  the  Great  for  his  role 
as  an  eminent  surgeon,  teacher,  Catholic 
layman,  and  benefactor  to  mankind. 

In  November,  1900,  Thomas  Addis 
Emmet  resigned  from  the  staff  of  the 
Woman’s  Hospital  after  forty-five  years  of 
dedicated  service.  The  following  year  he 
disposed  of  his  valuable  property  on  Madi- 
son Avenue  near  Fifty-First  Street.  A 
skyscraper  was  built  on  the  site,  with  the 
stipulation  that  a suite  be  reserved  for  him 
on  the  top  or  penthouse  floor.  Here  he 
spent  most  of  his  time  watching  the  growth 
of  the  great  city  of  New  York,  apparently 
cut  off  from  the  rest  of  the  world  by  his 
deafness  and  other  infirmities  of  age.  His 
mind  was  still  very  active  until  the  time  of 
his  death  on  March  1,  1919,  at  the  age  of 
ninety  years. 

Thus,  the  career  of  a devoted,  dedicated 
surgeon,  a southern  gentleman,  a prolific 
writer  in  the  field  of  gynecology,  an  excel- 
lent teacher,  and  a very  successful  hospital 
administrator  terminated.  One  might 
have  called  him  by  a title  that  he  would 
have  cherished  in  his  lifetime,  namely  the 
“Patron  Saint  of  the  Woman’s  Hospital”.7 
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SI 


BILLSBORD 


An  Aesculapian  Abroad  in  the  Land  of  Boo 


Whether  we  are  in  the  catabolic  phase  of  a 
cyclothymic  swing  or  suffer  from  a chronic 
progressive  social  disease,  I do  not  profess  to 
know,  but  this  is  crystal  clear:  It  is  the  hey- 
day of  the  Boo  Bird.  We  live  in  a destructive 
era,  when  critic  is  more  important  than  artist, 
when  a Willie  Mays  or  Mickey  Mantle  or  even 
a Casey  Stengel  is  booed  in  his  home  ball  park, 
when  elections  are  decided  by  an  antiminded 
electorate  voting  against  rather  than  for  a 
candidate,  and  when  the  only  reference  to  posi- 
tive is  in  an  electrician’s  manual  or  an  amateur 
psychotherapist’s  study.  Observe  as  you  look 
about  the  defensive  apologetic  attitude  of  the 
moralist  under  attack  from  the  cynical,  materi- 
alistic nonbeliever.  Note  the  glorification  of 
the  legalistic  atheist  and  the  respect  accorded 
any  detractor  of  a well-established  institution. 

In  such  an  age,  any  individual  attaining  a 
position  of  prominence  becomes  fair  game  for 
the  professional  character  assassin  and  tradi- 
tional belief  the  target  of  social  anarchists,  and 
so  it  would  be  foolish  to  expect  medicine  to  es- 
cape the  barrage  of  derogatory  brickbats. 

The  professional  liberal  (and  sometimes  I 
think  his  is  the  world’s  oldest  profession),  now 
recovered  from  his  craven  panic  of  the  days  of 
McCarthy,  when  he  lacked  the  moral  courage 
to  declare  publicly  what  he  believed  or  dis- 
believed and  continually  whined  about  “guilt 
by  association,”  has  emerged  from  his  hole, 
somewhere  behind  the  Fifth,  to  return  with 
old-time  fervor,  using  familiar  unprincipled 
tactics,  to  attack  both  individuals  and  institu- 
tions considered  conservative.  As  the  defile- 
ment of  medicine  is  one  of  his  chief  objectives, 
no  opportunity  is  lost  to  besmirch  the  doctor 
image;  he  seeks  to  destroy  our  profession  by 
unsubstantiated  accusations  of  conflict  of  in- 
terest, unfounded  allegations  of  profiteering, 
and  sneering  deprecating  allusions  to  medical 
ethics.  He  spawns  devious  schemes  calculated 
to  hamper  the  independence  of  the  individual 
doctor  by  interposing  effective  stultifying  bar- 
riers between  physician  and  patient,  obstruc- 
tions which  undermine  and  would  eventually 
ruin  the  doctor-patient  relationship  by  making 
the  medical  man  a servant  of  the  bureaucrat 
instead  of  his  patient.  Should  this  campaign 
ever  succeed  it  would  increase  medical  care 
cost  astronomically;  it  would  result  in  the 
medical  record  of  every  citizen  being  filed  in 
some  central  depository,  where  despite  pledges 
of  confidential  status  they  would  become  tools 
of  political  machination  through  such  well- 
worn  processes  as  the  controlled  press  leak  or 


expedient  declassification.  As  for  the  doctor, 
once  his  income  and  professional  well-being  be- 
come dependent  on  some  central  authority 
then  it  would  be  only  a question  of  time  until 
he  became  a pawn  of  the  social  planner  and  of 
the  political  hack. 

Concomitant  with  attacks  on  the  individual, 
the  professional  liberals,  aided  by  political 
henchmen  and  varied  front  groups,  mount  a 
relentless  assault  on  medical  organizations. 
This  they  do  by  repetitiously  designating  such 
societies  as  massive  strongholds  of  conserva- 
tism dedicated  to  self  interest  to  the  detriment 
of  public  interest;  by  indicting  the  organiza- 
tions as  monopolies  which  deserve  government 
investigation  and  control.  Far-reaching  legisla- 
tion is  sponsored  which  by  its  very  nature  forces 
opposition  by  the  medical  groups;  when  this 
opposition  is  forthcoming,  then  both  the  doctor 
and  his  society  are  castigated  as  habitually 
against  every  proposal  promulgated  for  the 
general  welfare. 

Actually  their  strident  protestation  that  these 
proposals  are  initiated  and  inspired  by  humane 
concern  for  the  sick,  the  needy,  and  the  aged 
is  just  spurious  humbuggery.  If  this  declara- 
tion seems  arbitrary  and  far-fetched,  then  con- 
sider these  same  people  who  appeared  before  a 
legislative  committee  to  oppose  income  tax 
relief  for  medical  expenses  of  the  aged,  claiming 
this  group  had  less  family  responsibility  than 
the  young  adult  and  was  better  able  to  handle 
such  expenses;  their  attempts  to  torpedo 
the  Kerr-Mills  program;  their  willingness  to 
accept  any  compromise  limiting  benefits  under 
the  so-called  Medicare  proposal  as  long  as  the 
compulsory  universal  social  security  financing 
remained  untouched;  and  finally  their  callous 
rejection  in  the  House-Senate  Conference  Com- 
mittee of  the  legislation  passed  by  both  bodies 
providing  an  increase  in  payments  to  pensioners, 
so  vital  in  these  days  of  inflation,  rather  than 
give  way  on  the  compulsory  feature  providing 
hospital  benefits  for  all  whether  needed  or  not. 
Here  at  the  moment  of  truth  they  stood  revealed 
in  their  true  purpose,  the  needs  of  the  under- 
privileged and  the  needy  aged  cast  contemp- 
tuously aside,  as  they  scuttled  the  whole  bill 
with  its  needed  pension  increase  when  the 
House  refused  to  accept  the  compulsory  uni- 
versal feature.  Don’t  delude  yourself,  then* 
concern  is  not  for  the  aged  or  the  needy,  it  is  the 
subjugation  of  medicine. 

Nor  are  these  characters,  to  their  everlasting 
shame,  above  using  “guilt  by  association”; 
they  do  so  by  a sort  of  specious  logic,  which 
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goes  this  way:  “The  AM  A is  conservative. 

The  John  Birch  Society  is  conservative.  It 
therefore  follows  that  the  AMA  and  the  John 
Birch  Society  are  one  and  the  same.” 

Today,  the  doctor  has  replaced  the  long- 
abused  mother-in-law  in  modem  comedy  rou- 
tines, finding  a ready  response  from  audiences 
anxious  to  laugh  at  any  buffoon  who  pokes  fun 
at  the  doctor,  his  income,  professional  compe- 
tence, office  furnishings,  medical  service,  his 
golf  game,  and  reluctance  to  make  house  calls. 
Envious  criticism  of  physicians  who  drive  ex- 
pensive cars  or  display  outward  evidence  of 
prosperity  is  rampant. 

Once  a patient  came  to  his  doctor’s  office  ac- 
companied by  a member  of  his  family  or  clergy- 
man; today  he  brings  his  lawyer. 

Illness  has  always  been  unexpected  and  re- 
sented, but  today  it  is  considered  a despicable 
plot  designed  to  destroy  comfort  and  deplete 
resources;  and  frequently  it  seems  the  physician 
is  considered  the  perpetrator  of  this  destructive 
cabal.  If  recovery  ensues  it  is  despite  the 
doctor,  but  if  not  then  it  is  his  fault  and  re- 
sponsibility. 

Even  the  professed  allies  of  medicine  are  not 
amiss  to  add  by  indirection  and  omission  to  the 
load  of  critical  abuse.  For  instance,  medical 
care  costs  have  markedly  increased  over  the 
last  twenty-five  years;  for  this  the  public,  the 
politician,  and  the  editorial  writer  castigate 
the  doctor,  while  the  real  offender  and  almost 
the  sole  cause  of  the  increased  cost,  the  hos- 
pital, wraps  its  cloak  of  charity  and  nonprofit 
operation  complacently  about  itself  and  leaves 
the  doctor  to  bear  the  brunt  of  the  undeserved 
shafts  charging  him  with  extravagance  and  in- 
efficiency and  threatening  him  with  enslave- 
ment. 

Insurance  companies  not  only  write  and  sell 
policies  that  encourage  unnecessary  hospitaliza- 
tion but  also  employ  agents  who  tout  for  over- 
utilization. Where  is  the  doctor  who  has  not 
suffered  embarrassment,  after  refusing  to  ap- 
prove hospitalization  for  some  diagnostic  proce- 
dure and  explaining  to  the  patient  that  the 
policy  limitations  are  not  technicalities  to 
evade  but  built-in  protection  to  provide  service 
when  actually  needed  at  a reasonable  premium, 
when  the  patient  tells  him  he  has  contacted  the 
insurance  agent  who  advised  him  to  enter  the 
hospital  to  take  advantage  of  his  policy  cover- 
age. Yet  when  the  problem  of  overutilization 
is  broached,  the  insurance  company  blandly 
places  full  responsibility  on  the  shoulders  of  the 
physician. 

Nor  are  the  hospitals  or  the  insurance  com- 
panies above  attempting  to  control  the  doctor’s 
professional  and  economic  patient  relationship. 
They  use  the  bugaboo  of  “socialized  medicine” 
to  dragoon  acceptance  and  do  not  appear  to 
realize  our  opposition  to  such  programs  is  not 
based  on  political  philosophy  but  on  the  con- 
viction that  it  would  result  in  deterioration  and 
decay  of  good  medical  care.  Accordingly, 
control  is  just  as  (if  not  more)  obnoxious  and 
reprehensible  coming  from  them  as  from  govern- 
ment. 


The  sight  of  medicine  standing  mute  at  the 
bar  of  public  opinion  accused  of  personal  in- 
competence and  professional  cupidity  causes 
some  observers  to  assume  silence  indicates 
guilt;  if  it  does  not,  they  ask,  then  why  not  de- 
fend yourselves?  “Fight  back,”  they  demand, 
but  what  would  they  have  us  do? 

Would  they  have  us  subvert  patient  con- 
fidence in  the  over-all  fine  hospital  system  of 
this  country  or  attempt  to  destroy  an  isolated 
hospital  by  boycott,  perhaps  to  the  disadvan- 
tage of  our  own  patients? 

Would  they  have  us  counteract  insurance 
company  pressure  tactics  by  professional  black- 
mail, through  suppression  of  individual  patient 
interest  to  the  good  of  our  profession? 

Would  they  have  us  strip  an  individual  of 
his  protective  dignity  and  self  respect?  Notice 
that  while  carping  of  the  “get-rich-quick”  and 
prosperous  exhibitionism  of  some  doctors,  they 
nevertheless  shy  away  from  the  practitioner 
who  still  drives  an  old  vintage  car  and  has  his 
office  in  the  old  neighborhood,  presumably  be- 
lieving a lack  of  luxury  is  evidence  of  profession- 
al incompetence.  While  demanding  that  a 
doctor  reside  in  the  town  or  neighborhood  and 
decrying  the  trend  to  specialization,  they  will 
blithely  ride  past  the  local  man’s  office  to  visit 
specialist  or  clinic  but  expect  the  neighborhood 
doctor  to  be  at  their  beck  and  call.  While 
yearning  for  the  “old  family  doctor”  and  prais- 
ing his  interest,  loyalty,  and  integrity,  they 
persistently  ask  us  to  perjure  ourselves  by  at- 
testing to  nonexistent  disability  or  to  exaggerate 
minor  injuries  for  their  financial  gain;  they  de- 
mand we  pad  and  falsify  bills  if  their  insurance 
has  a deductible  clause.  Would  they  have  us 
publicize  how  they  unblushingly  expect  us  to 
swear  to  health  they  do  not  have  so  they  can 
get  a job  or  renew  a license.  Should  we  reveal 
the  childish  temper  tantrums  when  ill,  the  ter- 
ror of  death,  the  abject  pleas  for  help  and  ex- 
travagant promises  of  reward  when  ill,  which 
mysteriously  fade  away  when  the  temperature 
drops.  Show  that  while  they  find  some  comic’s 
routine  of  the  use  of  telephone  to  give  medical 
advice  hilarious,  yet  they  will  use  the  phone  con- 
tinually for  advice  and  reassurance  to  escape 
the  expense  of  an  office  call. 

Would  they  have  us  abandon  professional 
integrity,  forget  thousands  of  years  of  adherence 
to  Hippocratic  principle,  and  use  information 
learned  in  the  confidential  relationship  of 
doctor- patient  to  destroy,  ridicule,  and  lam- 
poon our  persecutors? 

Would  they  have  the  doctor,  victimized  by 
subsurface  rumors  of  neglect,  incompetence, 
and  butchery,  defend  himself  by  placing  the 
blame  for  disability  or  death  where  it  rightfully 
belongs,  on  the  person  of  the  patient  himself 
or  some  loving  relative? 

No,  never.  Medicine  must  realize  and  ac- 
cept that  those  who  live  by  a self-imposed  moral 
rule  are  vulnerable  when  attacked  by  the  un- 
scrupulous. The  injunction  to  “turn  the  other 
cheek”  came  not  from  a masochistic  glorifica- 
tion of  pain,  but  it  is  the  only  recourse  of  those 
who  live  by  an  ethical  code  WRC 
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Ignatius  P.  A.  Byrne,  M.D.,  of  Fort  Lauder- 
dale, Florida,  formerly  of  Brooklyn,  died  on 
December  17,  1964,  at  the  age  of  eighty-five. 
Dr.  Byrne  graduated  in  1916  from  the  College 
of  Physicians  and  Surgeons  of  Baltimore.  He 
was  a member  of  the  Medical  Society  of  the 
County  of  Kings,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Gaston  Arthur  Carlucci,  M.D.,  of  East 
Norwalk,  Connecticut,  formerly  of  New  York 
City,  died  on  April  15  at  Norwalk  Hospital  at 
the  age  of  seventy-eight.  Dr.  Carlucci  grad- 
uated in  1908  from  Columbia  University  College 
of  Physicians  and  Surgeons.  He  was  a consult- 
ing surgeon  at  Bellevue  and  Misericordia  Hos- 
pitals and  a retired  professor  of  surgery  at 
Columbia  University  College  of  Physicians  and 
Surgeons.  Dr.  Carlucci  was  a Diplomate  of  the 
American  Board  of  Surgery,  a Fellow  of  the 
American  College  of  Surgeons,  and  a member  of 
the  New  York  Academy  of  Medicine,  the  New 
York  Surgical  Society,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Alfred  Henry  Ciccarone,  M.D.,  of  The 

Bronx,  died  on  December  8,  1964,  at  the  age  of 
fifty-seven.  Dr.  Ciccarone  graduated  in  1934 
from  Georgetown  University  School  of  Medi- 
cine. He  was  an  attending  obstetrician  and 
gynecologist  at  St.  Joseph’s  Hospital  (Yonkers) 
and  an  assistant  attending  obstetrician  at  Har- 
lem Hospital.  Dr.  Ciccarone  was  a Fellow  of 
the  American  College  of  Obstetricians  and  Gyne- 
cologists. 

Lewis  Furbeck  Cole,  M.D.,  of  Wells,  died  on 
December  13,  1964,  at  the  age  of  seventy-one. 
Dr.  Cole  graduated  in  1916  from  the  University 
of  Maryland  School  of  Medicine  and  College  of 
Physicians  and  Surgeons.  He  was  a member  of 
the  Fulton  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

John  Steele  Dorian,  M.D.,  of  Brooklyn,  died 
on  December  2,  1964,  at  the  age  of  eighty- 
seven.  Dr.  Dorian  graduated  in  1899 
from  Vanderbilt  University  School  of  Medicine. 

Abraham  Fischer,  M.D.,  of  Rochester,  died 
on  November  19,  1964,  at  the  age  of  seventy- 
nine.  Dr.  Fischer  graduated  in  1909  from  New 
York  University  and  Bellevue  Hospital  Medical 
College.  He  was  an  honorary  consulting  oph- 


thalmologist and  otolaryngologist  at  Park  Ave- 
nue Hospital.  Dr.  Fischer  was  a Diplomate  of 
the  American  Board  of  Ophthalmology  and  a 
member  of  the  American  Academy  of  Oph- 
thalmology and  Otolaryngology,  the  Rochester 
Academy  of  Medicine,  the  Rochester  Patho- 
logical Society,  the  Monroe  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

John  McLaughlin  Forney,  M.D.,  of  New 

York  City,  died  on  December  22,  1964,  at  the 
age  of  sixty-three.  Dr.  Forney  graduated  in 
1926  from  Rush  Medical  College.  He  was  a 
F ellow  of  the  American  College  of  Surgeons  and 
a member  of  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Nicholas  Aloysius  Gnazzo,  M.D.,  of  The 
Bronx,  died  on  December  8,  1964,  at  the  age  of 
sixty-seven.  Dr.  Gnazzo  graduated  in  1919 
from  Fordham  University  School  of  Medicine. 
He  was  director  of  otolaryngologic  surgery  at 
Bronx  Eye  and  Ear  Infirmary.  Dr.  Gnazzo 
was  a Diplomate  of  the  American  Board  of 
Otolaryngology  and  a member  of  the  Bronx 
County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Milton  E.  Goldstone,  M.D.,  of  The  Bronx, 
died  on  January  4 at  the  age  of  fifty-two.  Dr. 
Goldstone  received  his  medical  degree  from  the 
University  of  Lausanne  in  1942.  He  was  deputy 
medical  superintendent  of  Bronx  Municipal  Hos- 
pital Center.  Dr.  Goldstone  was  a member  of 
the  American  Public  Health  Association,  the 
American  Thoracic  Society,  the  Bronx  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Arthur  Chester  Holzman,  M.D.,  of  Brook- 
lyn, died  on  January  1 at  the  age  of  eighty-one. 
Dr.  Holzman  graduated  in  1906  from  Columbia 
University  College  of  Physicians  and  Surgeons. 
He  was  an  honorary  senior  surgeon  at  Wyckoff 
Heights  Hospital.  Dr.  Holzman  was  a Fellow 
of  the  American  College  of  Surgeons  and  a mem- 
ber of  the  Medical  Society  of  the  County  of 
Kings,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Gennaro  Ippolito,  M.D.,  of  New  York  City, 
died  on  February  3 at  the  age  of  ninety-three. 
Dr.  Ippolito  received  his  medical  degree  from 
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the  University  of  Naples  in  1898.  He  was  a 
consulting  obstetrician  at  Columbus  Hospital. 
Dr.  Ippolito  was  a member  of  the  New  York 
Academy  of  Medicine,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Kenneth  Kelley,  M.D.,  of  New  York  City, 
died  on  January  6 at  the  age  of  fifty-nine.  Dr. 
Kelley  graduated  in  1937  from  Northwestern 
University  Medical  School.  He  was  an  attend- 
ing psychiatrist  at  Presbyterian  Hospital.  Dr. 
Kelley  was  a Diplomate  of  the  American  Board 
of  Psychiatry  and  Neurology  (Psychiatry),  a 
Fellow  of  the  American  Psychiatric  Association, 
and  a member  of  the  American  Psychoanalytic 
Association,  the  New  York  Society  for  Clinical 
Psychiatry,  the  New  York  Psychoanalytic  So- 
ciety, the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Charles  Francis  Kenna,  M.D.,  of  Syracuse, 
died  on  December  14,  1964,  at  the  age  of  sixty- 
five.  Dr.  Kenna  graduated  in  1928  from 
Georgetown  University  School  of  Medicine.  He 
was  a member  of  the  Syracuse  Academy  of 
Medicine,  the  Onondaga  County  Medical  So- 
ciety, the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Martin  J.  Kronish,  M.D.,  of  New  York  City, 
died  on  December  13,  1964,  at  the  age  of  fifty- 
seven.  Dr.  Kronish  graduated  in  1932  from 
New  York  Homeopathic  Medical  College  and 
Flower  Hospital.  He  was  an  associate  attend- 
ing dermatologist  at  Fordham  Hospital  and  a 
clinical  assistant  attending  dermatologist  at 
Jewish  Memorial  Hospital.  Dr.  Kronish  was  a 
member  of  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

H.  B.  Lang,  M.D.,  of  Delmar,  died  on  April  21 
at  the  Albany  Medical  Center  at  the  age  of 
sixty-nine.  Dr.  Lang  graduated  in  1924  from 
the  University  of  Toronto  Faculty  of  Medicine. 
He  was  an  attending  psychiatrist  at  Albany 
Medical  Center,  Veterans  Administration, 
Child’s,  and  Ellis  (Schenectady)  Hospitals. 
From  1941  to  1952  he  was  an  assistant  commis- 
sioner of  the  New  York  State  Mental  Hygiene 
Department.  Dr.  Lang  was  a Diplomate  of  the 
American  Board  of  Psychiatry  and  Neurology 
(Psychiatry),  a Fellow  of  the  American  College 
of  Physicians,  and  a member  of  the  American 
Psychiatric  Association,  the  American  Geriatrics 
Society,  the  Association  for  Research  in  Nervous 
and  Mental  Disease,  the  Albany  County  Med- 
ical Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  Asso- 
ciation. 


forty-eight.  Dr.  McGrath  graduated  in  1939 
from  Long  Island  College  of  Medicine.  He  was 
a member  of  the  Medical  Society  of  the  County 
of  Kings,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

S.  Joseph  Morabito,  M.D.,  of  Geneva,  died 
on  December  7,  1964,  at  the  age  of  sixty-six. 
Dr.  Morabito  graduated  from  the  University  of 
Buffalo  School  of  Medicine  in  1923.  He  was  an 
attending  anesthesiologist  at  Geneva  General 
Hospital.  Dr.  Morabito  was  a Fellow  of  the 
American  College  of  Anesthesiologists  and  a 
member  of  the  New  York  State  Society  of 
Anesthesiologists,  the  Ontario  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Rose  S.  Muller,  M.D.,  of  New  York  City,  died 
on  January  3 at  the  age  of  sixty-eight.  Dr. 
Muller  received  her  medical  degree  from  the 
University  of  Frankfurt  in  1921. 

Charles  Carroll  Ransom,  M.D.,  of  Brockport, 
died  on  November  25,  1964,  at  the  age  of  ninety- 
four.  Dr.  Ransom  graduated  in  1911  from  the 
University  of  Buffalo  School  of  Medicine. 

Earl  Moulton  Smith,  M.D.,  of  Woodhaven, 
died  on  November  27,  1964,  at  the  age  of 
seventy-nine.  Dr.  Smith  graduated  in  1910 
from  Tufts  College  Medical  School. 

Lawrence  John  McTague,  M.D.,  of  The 
Bronx,  died  on  April  9 aboard  the  Holland- 
America  liner  Nieuw  Amsterdam  at  the  age  of 
sixty-four.  Dr.  McTague  graduated  from  Co- 
lumbia University  College  of  Physicians  and 
Surgeons  in  1926.  He  was  an  attending  surgeon 
at  Morrisania  and  Union  Hospitals.  Dr.  Mc- 
Tague was  a Fellow  of  the  American  College  of 
Surgeons,  a Fellow  of  the  International  College 
of  Surgeons,  and  a member  of  the  Bronx  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Walter  Carl  August  Steffen,  M.D.,  of  Shelter 
Island  Heights,  died  on  April  16  at  Fort  Lauder- 
dale at  the  age  of  seventy-five.  Dr.  Steffen 
graduated  in  1913  from  Columbia  University 
College  of  Physicians  and  Surgeons.  He  was 
an  emeritus  consulting  pediatrician  at  Flushing 
Hospital  and  Dispensary  and  an  honorary  con- 
sulting pediatrician  at  Queens  Hospital  Cen- 
ter. Dr.  Steffen  was  a Diplomate  of  the  Amer- 
ican Board  of  Pediatrics  and  a member  of  the 
American  Academy  of  Pediatrics,  the  New  York 
Academy  of  Medicine,  the  Queens  Pediatric 
Society,  the  Medical  Society  of  the  County  of 
Queens,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 


Francis  Edmund  McGrath,  M.D.,  of  Brook-  Paul  Ignatius  Tarantola,  M.D.,  of  Brooklyn, 

lyn,  died  on  December  10,  1964,  at  the  age  of  died  on  December  14,  1964,  at  the  age  of  fifty- 
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five.  Dr.  Tarantola  received  his  medical  degree 
from  the  University  of  Bologna  in  1937.  He 
was  a supervising  psychiatrist  at  Brooklyn 
State  Hospital.  Dr.  Tarantola  was  a member 
of  the  American  Psychiatric  Association,  the 
Medical  Society  of  the  County  of  Kings,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Boris  Vitenson,  M.D.,  of  Forest  Hills,  died 
on  December  8,  1964,  at  the  age  of  fifty-six. 


Medical  evidence  from 
a historic  night 

Medical  details  of  the  stabbing  of  Secretary 
of  State  William  H.  Seward  on  the  night  Presi- 
dent Abraham  Lincoln  was  shot  one  hundred 
years  ago  are  analyzed  in  a recent  issue  of  the 
Journal  of  the  American  Medical  Association. 
The  attempted  assassination  of  Seward  was 
part  of  a larger  plot  to  kill  President  Lincoln, 
Vice-President  Andrew  Johnson,  Seward,  and 
perhaps  others. 

On  the  night  of  April  14,  1865,  Lewis  Payne,  a 
Confederate  deserter,  talked  his  way  into 
Seward’s  house  and  wounded  the  Secretary, 
his  two  sons,  an  Army  private,  and  a State 
Department  courier.  All  five  of  the  wounded 
men  survived,  but  Mrs.  Seward  suffered  a series 
of  heart  attacks  after  the  turmoil  and  died  two 
months  later.  The  Sewards’  daughter,  Fanny, 
never  recovered  after  witnessing  the  attack  on 
her  father.  She  went  into  a slow  decline  and 
died  eighteen  months  later. 

After  examining  medical  evidence,  John  K. 
Lattimer,  M.D.,  College  of  Physicians  and 
Surgeons,  Columbia  University,  concludes  that 
“it  is  amazing  that  the  powerful  Confederate 
soldier  (Payne)  armed  with  a revolver  and  a 
knife  failed  to  kill  any  of  the  five  people  whom 
he  attacked  by  frontal  assault,  whereas  Booth, 
acting  with  stealth  and  cunning,  succeeded 
with  a single-shot  Derringer.”  At  the  time  of 
the  attack.  Secretary  Seward  was  immobilized 
in  bed,  recovering  from  a broken  arm,  broken 
jaw,  and  concussion  suffered  in  a carriage  ac- 
cident nine  days  earlier.  To  force  his  way  into 
Seward’s  bedroom,  Payne  first  attacked  Sew- 
ard’s son,  Frederick,  the  Assistant  Secretary  of 
State.  He  fractured  young  Seward’s  skull  in 
two  places  by  striking  him  with  a pistol.  De- 
spite these  serious  wounds,  young  Seward  con- 
tinued to  grapple  with  Payne,  past  his  sister’s 
room,  past  his  own  room,  and  into  the  door  of 
his  father’s  room  which  was  being  opened  by 
Seward’s  daughter  and  the  male  nurse.  The 


Dr.  Vitenson  received  his  medical  degree  from 
the  University  of  Paris  in  1932.  He  was  a 
clinical  assistant  roentgenologist  at  Bellevue 
Hospital  and  an  assistant  attending  radiologist 
at  University  Hospital.  Dr.  Vitenson  was  a 
Diplomate  of  the  American  Board  of  Radiology, 
a Fellow  of  the  American  College  of  Radiology, 
and  a member  of  the  New  York  Roentgen  So- 
ciety, the  Medical  Society  of  the  County  of 
Queens,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 


nurse,  convalescing  from  war  wounds,  was 
struck  in  the  forehead  by  Payne’s  knife.  He 
wrestled  with  Payne  who  struck  several  knife 
blows  at  the  prostrate  Secretary  of  State. 
Meanwhile,  Major  Augustus  Seward,  the  oldest 
son,  entered  the  room  and  wrestled  with  Payne. 
He  was  cut  on  the  head  and  hand.  Payne  fled 
down  the  stairs,  pursuing  State  Department 
messenger  Hansell,  whom  he  stabbed  in  the 
back.  Payne  escaped,  but  was  captured  later 
in  Washington,  D.C. 

“Fanny  Seward’s  admitted  inability  to  re- 
member exactly  what  she  did  during  the 
butchery  of  her  father  and  brother  provides  a 
striking  parallel  for  the  acute  amnesia  of  Mrs. 
Kennedy  for  her  actions  immediately  after  the 
late  President  Kennedy  was  shot,”  noted  Dr. 
Lattimer.  He  said  Secretary  Seward’s  major 
stab  wound  was  a zigzag  slash  below  the  right 
cheek  bone  which  exposed  the  jaw  fracture 
suffered  nine  days  earlier.  There  were  super- 
ficial cuts  around  the  neck,  and  a moderate  cut 
on  the  left  side  of  the  neck  into  the  parotid 
gland.  Whether  these  cuts  were  all  one  long 
slash  or  the  effect  of  several  stabs  cannot  be 
determined  from  the  available  evidence.  Dr. 
Lattimer  said  the  attending  physician’s  report 
that  he  thrust  his  unsterile  fingers  into  Hansell ’s 
wound  to  see  if  the  lung  had  been  penetrated, 
gives  the  modern  reader  the  same  startled 
sensation  as  when  he  reads  of  the  doctor’s 
probing  into  Lincoln’s  brain  with  unsterile 
fingers  in  a vain  effort  to  reach  the  pistol  ball. 
“It  is  hard  to  realize  that  these  men  did  not 
know  that  bacterial  contamination  causes  dis- 
astrous infection,”  he  commented. 

Secretary  Seward  was  wearing  a heavy  collar 
which  is  credited  with  deflecting  some  of  the 
knife  blows.  However,  “the  often  quoted 
legend  that  the  collar  . . . was  used  to  hold  his 
broken  jaw  in  place  is  not  borne  out.  It  seems 
likely  that  such  a collar  would  have  been  used  to 
keep  his  neck,  which  must  have  been  severely 
twisted,  from  wobbling  or  flexing.  It  seems 
entirely  possible  that  this  collar  stopped  the 
point  of  the  knife  from  plunging  down  into  the 
thorax  where  it  might  have  killed  (Seward).” 
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Month  i'h  Washington 


The  establishment  in  Washington  of  the 
Registry  of  Tissue  Reactions  to  Drugs  (see 
Medical  News)  was  originally  proposed  by  the 
Drug  Research  Board  of  the  National  Academy 
of  Sciences-National  Research  Council. 
Twenty-eight  such  registries  already  exist  as 
joint  activities  of  the  Armed  Forces  Institute 
of  Pathology  and  sponsoring  professional  socie- 
ties. Collectively,  the  registries  are  known  as 
the  American  Registry  of  Pathology. 

The  parent  Armed  Forces  Institute  of 
Pathology,  which  is  more  than  one  hundred 
years  old,  serves  as  a central  laboratory  of 
pathology  for  the  Department  of  Defense  and 
has  become  a center  of  research,  teaching,  and 
consultation  not  only  for  the  military  but  for 
civilian  groups.  A.F.I.P.  offices  and  labora- 
tories are  in  an  eight-story  building  at  Walter 
Reed  Army  Medical  Center. 

Another  development  in  this  field  is  a proposal 
by  the  United  States  delegation  to  the  World 
Health  Organization  Assembly  in  Geneva, 
Switzerland,  that  there  be  a world-wide  warn- 
ing system  against  drugs  with  adverse  effects. 
In  commending  the  proposal,  which  was  recom- 
mended by  the  U.S.  Department  of  Health, 
Education,  and  Welfare,  President  Johnson 
said: 

“The  expansion  of  this  into  an  international 
system  would  be  of  direct  benefit  to  the  Ameri- 
can people  since  it  would  include  the  monitoring 
of  adverse  reactions  throughout  the  world. 
This  is  one  of  the  many  instances  in  international 
technologic  cooperation  where  everybody  gains 
and  no  one  loses.” 

*** 

Congress  has  approved  legislation  authorizing 
more  than  $100  million  to  finance  a three-year 
extension  of  a program  of  Federal  aid  to  com- 
munity health  services,  including  immunization 

Prepared  by  the  Washington,  D.C.,  Office  of  the  American 
Medical  Association. 


programs  against  polio  and  measles.  The 
American  Medical  Association  supported  the 
provisions  for  immunization  programs  and  most 
other  features  of  the  legislation. 

Included  in  $11  million  a year  earmarked  for 
immunization  is  a new  program  to  inoculate 
20  million  preschool  children  against  measles. 
Aid  to  states  and  local  communities  for  im- 
munization programs  against  polio,  diphtheria, 
tetanus,  and  pertussis  also  will  continue. 

Other  features  of  the  legislation  are: 

— $3  million  a year  for  a program  of  health 
services  for  domestic  migrant  workers  and 
their  families. 

— $50  million  to  continue  for  one  more 
year  a program  of  general  Federal  aid  to 
communities  to  enable  them  to  establish  and 
maintain  adequate  public  health  services. 

— $10  million  to  continue  for  one  more  year 
a program  of  Federal  grants  designed  to  en- 
courage the  development  of  new  or  improved 
methods  of  providing  health  services  outside 
the  hospital. 

The  House  Commerce  Committee  extended 
the  last  two  features  for  only  one  year  because 
they  are  both  under  review  by  the  public  health 
services  with  a view  toward  possible  changes. 

*** 

Wilbur  J.  Cohen,  a long-time  advocate  of 
health  care  for  the  aged  under  Social  Security, 
has  been  promoted  to  under  secretary  of  the 
U.S.  Department  of  Health,  Education,  and 
Welfare.  Since  1961  he  has  been  assistant 
secretary  for  legislation  of  the  Department. 
This  post  made  him  the  Administration’s  chief 
lobbyist  for  medicare.  Playing  mainly  a 
behind-the-scenes  role,  Cohen  long  has  worked 
for  Social  Security  financing  of  health  care  for 
the  aged.  At  one  time,  he  was  director  of  the 
Social  Security  research  and  statistics  division. 
He  succeeds  Ivan  A.  Nestingen  who  resigned  as 
Under  Secretary. 
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“All  Registered  Nurses  are  Alike” 


It  stands  to  reason.  They  all  go  through 
the  same  training;  they  all  have  to  pass 
the  same  tests;  they  all  have  to  measure 
up  to  the  same  standards.  Therefore,  all 
registered  nurses  are  alike. 

That’s  nonsense,  of  course.  But  it’s  no 
more  nonsensical  than  what  some  people 
say  about  aspirin.  Namely:  since  all  aspi- 
rin is  at  least  supposed  to  come  up  to  cer- 
tain required  standards,  then  all  aspirin 
tablets  must  be  alike. 

Bayer’s  standards  are  far  more  demand- 
ing. In  fact,  there  are  at  least  nine  specific 
differences  involving  purity,  potency  and 


speed  of  tablet  disintegration.  These 
Bayer®  standards  result  in  significant 
product  benefits  including  gentleness  to 
the  stomach,  and  product  stability  that  en- 
ables Bayer  tablets  to  stay  strong  and 
gentle  until  they  are  taken. 

So  next  time  you  hear  someone  say  that 
all  aspirin  tablets  are  alike,  you  can  say, 
with  confidence,  that  it  just  isn’t  so. 

You  might  also  say  that  all  registered 
nurses  aren’t  alike,  either. 
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Index  to  Advertised  Products 


Analgesics 

Aspirin  (Bayer  Company) 1285 

Percodan  (Endo  Laboratories) 1305 

Antibiotics 

Polysporin 

(Burroughs  Wellcome  & Company,  Inc.) 1306 

Anticonvulsants 

Dilantin  (Parke,  Davis  & Company) 1301 

Antidepressants 

Norpramin  (Lakeside  Laboratories) 1302-1303 

Antirheumatics 

Pabalate-SF  (A.  H.  Robins  Company,  Inc.) 1297 

Appetite  suppressants 

Desbutal  (Abbott  Laboratories) 1294-1295 

Beverages 

Coca-Cola  (Coca-Cola  Company) 1318 

Bronchopulmonary 

Bronkotabs  (Breon  Laboratories) 2nd  cover 

Coagulants 

Koagamin  (Chatham  Pharmaceuticals,  Inc.) 1376 

Dermatologic  preparations 

pHisoHex  (Winthrop  Laboratories) 1289 

Diagnostic  aids 

Dextrostix  (Ames  Company,  Inc.) 3rd  cover 

Tine  Test 
(Lederle  Labs., 

Div.  Amer.  Cyanamid  Co.) 4th  cover 

Dietary  supplements 

Pertropin  (Lannett  Company) 1307 

Foods 

Corn  Oil  Margarine  (J.  H.  Filbert,  Inc.) 1293 

Hematinics 

Heptuna  Plus  (J.  B.  Roerig  & Company) 1286-1287 

Hormones 

Enovid-E  (G.  D.  Searle  & Company) 1317 

Tranquilizers 

Prolixin  (E.  R.  Squibb  & Sons) 1291 

Tranquilizers — anticholinergic 

Enarax  (J.  B.  Roerig  & Company) 1286-1287 

Vitamins 

Stresscaps 
(Lederle  Labs., 

Div.  Amer.  Cyanamid  Co.) 1299 


HOLBROOK  MANOR  "home3 

Five  Acres  of  Pinewo^  ded  Grounds 

SENILE— AGED 

Non-sectarian,  dietary  laws  observed 
Medical  Director,  O.  L.  Friedman,  M.D..  Q.P.,  M.A.P.A. 
HOLBROOK,  L.  I.  N.  Y.  Office;  TRafalgar  7-2666 


PINEWOOD 


Walter  A.  Thompson,  M.D.,  F.A.P.A. 
MED.  DIRECTOR 

EST  1930 

J.  Epstein,  M.D.,  L.F.A.PA. — L.  Wender,  M.D.,  L.F.A.P.A. 
Katonah,  N.Y.  Tel:  CEntral  2-3155  NYC,  Direct,  Tel:  CY  5-0264 

A psychiatric  hospital  offering  individual  treatment  for  all 
nervous  and  mental  disorders,  alcoholism  and  drug  addiction. 
Psychoanalytically  oriented.  Pharmacological  and  electro- 
therapeutic  methods.  Rates — moderate. 


HALL-BROOKE  HOSPITAL 

WESTPORT,  CONNECTICUT  TEL.  227-1251 

A Dynamically  Oriented  Hospital  for  the 
Care  and  Treatment  of  Psychiatric  Disorders. 

Selected  cases  of  addiction  and  alcoholism 
accepted 

Accredited  by : The  Central  Inspection  Board 
of  the  American  Psychiatric  Ass’n. 

The  Joint  Commission  on  Accreditation  of 
Hospitals 


Albert  M.  Moss,  M.D. 
Medical  Director 


Leo  H.  Berman,  M.D. 
Clinical  Director 


“You  give  your  patients  streptomycin,  chlor- 
mezanone,  thioridazine,  and  meprobamate — but  to 
me  you  say,  ‘ Take  an  aspirin .’  ” 
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PHYSICIANS  WANTED 

PHYSICIANS  WANTED— CONT’D 

INTERN SHIPS- AM  A APPROVED  ROTATING.  ST. 
Joseph’s  Hospital.  Yonkers,  New  York.  Accredited  165 
hed  hospital.  Integrated  educational  program  organized 
by  Director  of  Medical  Education;  abundant  in-patient 
and  out-patient  material  for  clinical  training.  Salary 
$350.  ECFMG  certificate  required.  Apply  Administra- 
tor. St.  Jospeh’s  Hospital,  Yonkers,  N.Y. 

WANTED:  ANESTHESIOLOGIST  MD,  N.Y.S.  LIC. 

No  nights,  no  weekends,  Mon.  thru  Fri.,  Midtown  Man- 
hattan; $18,000  to  start.  Call  Cl  6-4456  (Code  212)  or 
write:  J.  Adelson,  D.D.S.,  200  Central  Park  South,  New 

York,  N.Y.  10019. 

SURGICAL  RESIDENCY;  4 YEAR  APPROVED  PRO- 
gram  in  major,  voluntary  hospital  in  New  York  City. 
Service  includes  experience  in  general  surgery,  thoracic, 
pediatric,  urological,  vascular  and  orthopedic  surgery.  Ap- 
plications still  being  accepted.  Box  148,  % NYSJM. 

GENERAL  PRACTITIONER  WANTED  FOR  SUBUR- 
ban  Rochester  Community.  New,  excellent  schools,  proxi- 
mity to  Finger  Lakes  Race  Track  and  recreational  areas 
affording  boating,  fishing,  skiing,  etc.  Financial  arrange- 
ments and  assistance  available  through  efforts  of  Chamber 
of  Commerce,  Doctor  for  Victor  Committee.  Send  per- 
sonal resume,  Box  122,  Victor,  N.Y. 

GENERAL  PRACTITIONER  WANTED  FOR  BUSY 
medical  group.  Please  contact  Ellenville  Medical  Group, 
60  Center  St.,  Ellenville,  New  York. 

WANTED:  YOUNG  G.P.  WITH  EXPERIENCE  IN 

obstetrics  to  join  small  group  in  New  York  City.  No 
investment  required.  $15,000  to  start.  Box  196,  % 
NYSJM. 

ESTABLISHED  SUBURBAN  UPSTATE  NEW  YORK 
Medical  Center  looking  for  young  General  Practitioners, 
Pediatricians,  and  Internists.  Also  Ophthalmologists  and 
Otorhinologists.  Write  Resume  % Box  181,  NYSJM. 

PHYSICIANS  WANTED— MALE  & FEMALE,  Li- 
censed, for  children’s  camps,  July- August.  Good  salary, 
free  placement.  350  member  camps.  Write  Dept.  P, 
Association  Private  Camps,  55  West  42  St.,  New  York  36. 

ORTHOPEDIC  SURGEON,  BOARD  CERTIFIED  OR 
eligible  to  associate  with  busy  Boarded  orthopedic  surgeon. 
New  York  City  Suburbs,  leading  to  full  partnership. 
Steadily  increasing  practice.  Now  enlarging  offices. 
Box  187,  % NYSJM. 

GENERAL  PRACTITIONERS  WANTED:  FIVE  IN 

WANTED.  INTERNIST  FOR  GROUP  IN  SOUTHERN 
New  York  State.  Must  be  board  certified  or  board 
qualified.  Box  192,  % NYSJM. 

suburban  area  60,000  pop.;  grossing  $50,000,  net  $30,000. 
Southeastern  seaport,  metropolitan  area  300,000.  Medi- 
cal center  and  college,  open  staff  four  hospitals.  I am 
aged  42,  solo  practice.  Association  not  desired;  wish  to 
help  locate,  establish,  and  cover.  Box  204,  % NYSJM. 

PART-TIME  POSITIONS  FOR  BOARD  ELIGIBLE 
Internists  and  Proctoscopists  by  the  hour,  session  or  on 
retainer  at  a diagnostic  facility.  Reply  to  Box  190,  % 
NYSJM. 

ANESTHESIOLOGIST:  FEE  FOR  SERVICE  BASIS. 

95  bed  general  hospital,  approved  JCAH.  Write:  Ad- 

ministrator, Memorial  Hospital  of  Greene  County, 
Catskill,  N.Y. 

WANTED:  GENERAL  PRACTITIONER  IN  LYONS 

Falls,  New  York.  Area  population  2,500;  fully  accredited 
hospital  with  108  beds,  modern  facilities,  15  miles  away; 
4-bedroom  home  with  office,  waiting  room,  2 treatment 
rooms,  2 car  garage,  offered  rent  free;  school,  village  & 
town  health  officer  positions  available;  excellent  schools 
and  recreational  facilities.  Box  194,  % NYSJM. 

NEW  YORK  STATE  IS  SEEKING  PHYSICIANS  TO 
serve  with  the  State  Workmen’s  Compensation  Board  as 
Compensation  Examining  Physicians.  Salary:  $14,620  to 
$17,255.  Two  vacancies  in  Buffalo;  Two  vacancies  in 
Albany.  Physicians  with  a minimum  of  four  years  of 
medical  experience  who  have  had  at  least  one  year  of 
experience  with  occupational  or  industrial  illnesses  are 
invited  to  apply.  For  information,  write  NYS  Dept,  of 
Civil  Service,  R-129B,  State  Campus,  Albany,  N.  Y. 
12226. 

WANTED:  EMERGENCY  ROOM  PHYSICIANS.  FEE 
for  service.  $1,000  monthly  guarantee.  Greater  earned 
income  possible.  State  license  or  E.C.F.M.G.  certificate. 
Contact  A.  J.  Graziani,  M.D.,  Chairman  E.  R.  Committee, 
St.  Mary’s  Hospital,  Rochester,  N.Y. 

EQUIPMENT 

INTERNIST— EXCELLENT  OPPORTUNITY  FOR 
association  in  busy  suburban  medical  practice.  New 
medical  building,  20  minutes  from  New  York  City. 
Good  open-staff  hospitals.  Lovely  area  for  family;  good 
schools.  Also  seeking  fulltime  coverage  July  15-August 
15.  Call  914  EL  9-0277. 

AM  RETIRING  FROM  PRACTICE  AND  WILL  GIVE 
free  to  young  doctor  or  group,  my  Keleket,  X-ray  unit, 
sparkproof  CYS  tube,  extra  coolidge  tube  table,  bucky, 
fluoroscope,  cassettes,  holders,  cables,  fuseboxes,  for  com- 
plete installation;  unit  in  perfect  condition.  Receiver  to 
pay  transportation.  P.  D.  Bailey,  M.D.,  43  W.  Main  St., 
Norwich,  N.Y. 
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PRACTICES  FOR  SALE  OR  RENT 


DECEASED  PHYSICIAN’S  BEAUTIFUL  SUBURBAN 
office  near  New  York  City;  for  otolaryngologist,  internal 
medicine,  pediatrics,  etc.;  hospitals,  referrals,  available. 
Arrangements.  Contact  Mrs.  Ruth  Lindenberg,  5 Ivy 
Lane,  New  City,  New  York. 


FOR  SALE:  ESTABLISHED  GENERAL  PRACTICE 

grossing  over  $55,000;  modern  medical  office,  Syracuse, 
N.Y.  Complete  equipment,  trained  personnel;  only 
by  appointments  30  hours  weekly;  no  obstetrics.  Leaving 
to  specialize.  Terms  can  be  arranged.  Box  199,  % 

NYSJM. 


WANTED:  QUALIFIED  EENT  OR  OPHTHALMOL- 

ogist.  Extensive  practice  for  forty  years,  by  doctor  re- 
cently deceased,  in  Watervliet,  New  York,  the  Tri  City 
area.  Will  rent  office  with  or  without  equipment.  Avail- 
able at  once.  Mrs.  David  H.  Faulknor,  825  19th  St., 
Watervliet,  N.  Y.  12189, 


POSITIONS  WANTED 


ANESTHESIOLOGIST,  CERTIFIED,  AGE  35,  FAMILY. 
Extensive  experience.  Desiree  fee  for  service  or  group  in 
metropolitan  or  suburban  area.  Details  in  first  letter. 
Box  969,  % NYSJM. 


MEDICAL  ASSISTANTS  AND  SECRETARIES.  LAB- 
oratory  and  X-Ray  Techs.  Well  trained  and  highly  quali- 
fied personnel  (male  & female)  also  available  at  other 
times.  Phone  CH  2-2330  Ext.  6,  Placement  Dept.,  or 
write  Eastern  School  for  Physicians’  Aides,  Dept.  69,  85 
Fifth  Ave.,  New  York  3,  N.  Y.  (Founded  1936  by  two 
member  physicians.)  Visit  our  booth,  No.  G-24,  at  the 
AMA  Convention — N.  Y.  Coliseum. 


REAL  ESTATE  FOR  SALE  OR  RENT 


NEW  CITY,  ROCKLAND  COUNTY,  N.Y.,  BEAUTIFUL 
new  professional  office  building,  ideal  location;  ready  for 
occupancy  summer  1965.  Already  */»  rented;  4 suites 
available.  914  NE  4-4429  or  Box  198,  % NYSJM. 


DESIRABLE  SUITE  FOR  PHYSICIAN  FOR  RENT. 
East  Northport,  New  York.  AN  1-1068. 


PROFESSIONAL  OFFICE,  FREEPORT,  L.I.,  20  RAN- 
dall  Ave.,  in  attractive  88  family  apartment  building  in  ex- 
cellent residential  neighborhood.  Private  entrance;  along- 
side other  medical  suites;  ideal  for  single  or  group  practice; 
modest  rental;  air  conditioned.  Building  superintendent 
on  premises  or  phone  212  TR  5-8141. 


PRESTIGE  LOCATION 

For  Medical — Dental  Group 
and  Individual  Practitioners. 

“EXECUTIVE  TOWERS” 

1020  GRAND  CONCOURSE,  BRONX 
23-Story  Air  Conditioned  Apt  Bids,  (corner  165th  St) 


Exclusively  Reserved  for  Professional  use. 
PRIVATE  ENTRANCES 
2 FLOORS  • PRIVATE  ELEVATORS 
CENTRAL  AIR-CONDITIONING 

IMMEDIATE  OCCUPANCY 

Apply  Renting  Office  on  property  • CY  3-5545 
Carol  Management  Corp. 

Owner — Builder 


REAL  ESTATE  FOR  SALE  OR  RENT—  CONT’D 


WANTED:  PHYSICIAN  TO  SHARE  WITH  UROLO- 

GIST, spacious,  air-conditioned  modern  office,  full  days 
or  limited  hours;  reasonable.  Call  OX  7-4140,  between 
10-3. 


FOR  RENT:  NEW  MEDICAL  ARTS  BUILDING, 

Hillsdale,  New  Jersey,  Bergen  County.  Located  on  main 
thoroughfare  of  community.  To  be  completed  in  Fall  of 
1965.  Will  design  suites  to  your  specifications.  One 
suite  already  leased  to  established  dentist.  Write  P.O. 
Box  112,  Hillsdale,  New  Jersey  or  call  201  666-0770. 


PROFESSIONAL  SPACE  AVAILABLE  IN  ONE  OF 
New  York’s  architectural  wonders . . . occupying  the  air- 
rights  at  the  Manhattan  terminus  of  the  George  Wash- 
ington Bridge,  only  a half  mile  from  the  Columbia - 
Presbyterian  Medical  Center.  With  a built-in  patient 
potential  of  3,000  people  in  4-thirty-two  story  buildings, 
in  the  middle  of  Washington  Heights,  this  is  a once-in-a- 
lifetime  opportunity  for  doctors,  dentists  and  technicians. 
Up  to  3500  square  feet  available  in  each  of  two  buildings 
with  private  street  level  entrances.  Call  for  an  appoint- 
ment at  your  convenience.  If  you  cannot  make  this  move, 
we  suggest  you  call  this  opportunity  to  the  attention  ot 
your  professional  friends.  They’ll  never  stop  thanking 
you.  Bridge  Apartments,  1365  St.  Nicholas  Avenue, 
SW  5-9300.  Ask  for  Mr.  Girard  Lanzetta,  Resident 
Manager. 


JAMAICA  ESTATES,  FLUSHING  AREA.  SMALL 
professional  building  to  share  with  dentist.  Suitable  for 
any  speciality.  Waiting  room  and  consultation  room  fully 
equipped;  two  examining  rooms.  Central  air  conditioning; 
parking  available.  Reasonable  rent.  S.  Rabinowitz, 
M.D.,  phone  886-0086. 


FOR  SALE 

Large  11  room  house  and  store,  plus  2 story  garage, 
situated  in  center  of  resort  town,  Wurtsboro,  N.Y.  Fine 
location  for  small  Medical  Center.  All  improvements; 
5 living  units;  6 bathrooms.  On  lot  56 ' x 225  . 

Mrs.  George  Cooper,  P.O.  Box  327,  Wurtsboro,  N.Y. 
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the  need  for 

transfusions 
and  their 
attendant 
dangers 


KOAGAMIN  is  indicated  whenever 
capillary  or  venous  bleeding 
presents  a problem. 
KOAGAMIN  has  an  outstanding 
safety  record  --  in  25  years  of  use 
no  report  of  an  untoward  reaction 
has  been  received ; however, 
it  should  be  used 
care  on  patients 
with  a predisposition 


emostat 

contains:' 5 mg.  oxalic  acid , 2.5  mg.  malonic 
acid,  phenal  0.25%;  sodium  carbonate  as  buffer. 

Complete  data  wit!)  each  1 Occ  vial. 


CHATHAM  PHARMACEUTICALS,  INC. 

Newark  2,  New  Jersey 
Distributed  in  Canada  by  Austin  Laboratories,  Ltd.  • Paris,  Ontario 


Medical  Society  of  the  State  of  New  York 


Minutes  of  the  1965 


Minutes  of  the  Annual  Meeting 
of  the  House  of  Delegates 
February  15  to  18,  1965 


Accident  Prevention 

Joint  Legislative  Committee  on  Traffic 
Accidents  and  Highway  Safety:  Support; 
sections  134,  219;  pages  1536,  1558 
Subcommittee:  Reports;  sections  61,  194; 
pages  1473,  1554 

Addiction  to  Alcohol  and  Narcotics 

Policy  Statement  on  Narcotics  Addiction; 
sections  119,  135,  215;  pages  1528,  1537, 
1557 

Subcommittee:  Reports;  sections  25,  195; 

pages  1422, 1554 
Addresses 

Adams,  Mrs.  Elsie;  section  87;  page  1509 
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staid,  M.D.;  sections  37,  84,  251;  pages 
1430, 1508, 1568 

Reference  Committee  Reports:  Referral  to 

Council;  sections  97,  182;  pages  1522,  1551 
Reference  Committees 

Meeting  Times;  section  79;  page  1500 
Personnel;  section  5;  page  1383 
Reference  of  Reports  and  Supplementary  Re- 
ports; section  6;  page  1384 
Relative  Value  Scale:  Use;  sections  15,  116, 
232, 240;  pages  1407, 1527, 1563, 1566 
Representatives  of  Other  State  Medical  Societies 
Connecticut:  Ralph  Gilman,  M.D.;  section 
91;  page  1509 

Maine:  Ernest  M.  Stein,  M.D.;  section  91, 
page  1509 

Massachusetts:  Urban  H.  Eversole,  M.D.; 

section  91;  page  1509 
New  Jersey 

Present:  Charles  H.  Calvin,  M.D.; 

section  192;  page  1553 
Telegram  from  William  F.  Costello,  M.D.; 
section  160;  page  1545 


Pennsylvania:  Richard  A.  Kern,  M.D.; 

section  174;  page  1550 
Rhode  Island:  Arthur  E.  Hardy,  M.D.; 

section  160;  page  1545 
Texas:  A.  Fletcher  Clark,  Jr.,  M.D.;  section 
264;  page  1574 

Vermont:  Clifford  B.  Harwood,  M.D.; 

section  160;  page  1545 

Resolutions  of  Thanks;  section  268;  page  1576 
Retirement:  State  Society  Program  Under 

H.R.  10;  sections  15,  234;  pages  1407,  1564 
Rural  Medical  Service:  Reports;  sections  23, 
282;  pages  1418,  1585 

Scientific  Exhibit  Awards:  Report;  section 

159;  page  1544 

Secretary:  Reports;  sections  8,  75,  172;  pages 
1386,  1497,  1549 

Smoking  “On  Stage”  by  Popular  Personalities; 

sections  69,  193;  pages  1478,  1553 
Stroke  Programs;  sections  29,  33,  65,  204,  208; 

pages  1426,  1429,  1475,  1555,  1556 
Student  American  Medical  Association  Ad- 
visers: Reports;  sections  56,  66,  179;  pages 
1470,  1476,  1551 

Surgical  Technicians:  Standards;  sections  99, 
284;  pages  1522,  1587 

Teletype  System:  Installation  Reported;  sec- 
tion 70;  page  1479 

Treasurer:  Reports;  sections  10,  166;  pages 

1404,  1547 

Trustees:  Reports;  sections  11,  72,  164;  pages 

1405,  1489,  1546 

Veterans  Administration,  Liaison  with:  Re- 

ports; sections  67,  237;  pages  1477,  1565 

War  Memorial 

Committee:  Reports;  sections  68,  167;  pages 
1477,  1547 

Extension  of  Benefits,  section  167;  page  1547 
What  Goes  On:  Reports;  sections  39,  253; 

pages  1434,  1570 
Woman’s  Auxiliary 

President:  Address;  section  86;  page  1509 
President  (Incoming):  Address;  section  161; 
page  1545 

Workmen’s  Compensation 

Committee:  Reports;  sections  18,  277; 

pages  1412,  1580 

Fees:  Limits  of  Authorization;  sections  104, 
285;  pages  1523,  1587 

Youth  Health  and  Physical  Fitness:  Reports; 
sections  34,  209;  pages  1429,  1556 
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160th  ANNUAL  CONVENTION 


Medical  Society  of  the  State  of  New  York 

■ FEBRUARY  14  through  17,  1966 

The  Americana,  New  York  City 


SCIENTIFIC  PROGRAM 
SCIENTIFIC  EXHIBITS 
TECHNICAL  EXHIBITS 
HOUSE  OF  DELEGATES 
PRESIDENT’S  DINNER 


1382 


MEDICAL  SOCIETY  OF  THE 
STATE  OF  NEW  YORK 

House  of  Delegates 


Minutes  of  the 
Annual  Meeting 

February  15  through  18,  1965 


The  159th  Annual  Meeting  of  the  House  of  Delegates  of  the  Medical 
Society  of  the  State  of  New  York  convened  at  the  Americana  Hotel , 
Seventh  Avenue  and  52nd  Street , New  York  City,  on  Monday, 
February  15,  1965 , at  10:10  A.M.,  Frederick  A.  Wurzbach , Jr.,  M.D., 
Speaker;  E.  Dean  Babbage,  M.D.,  Vice-Speaker;  Walter  T.  Held- 
mann,  M.D.,  Secretary;  Philip  D.  Allen,  M.D.,  Assistant  Secretary. 


Section  1 

Invocation  and  National  Anthem 

. . . Speaker  Wurzbach  introduced  the  Right 
Reverend  Monsignor  Patrick  J.  Frawley,  direc- 
tor, Division  of  Health  and  Hospitals,  Catholic 
Charities,  who  gave  the  invocation.  This  was 
followed  by  the  Pledge  of  Allegiance  and  the 
singing  of  the  National  Anthem . . . 

Section  2 

Report  of  Reference  Committee  on  Credentials 

. . . C.  Joseph  Delaney,  M.D.,  chairman  of  the 
Committee  on  Credentials,  reported  that  205 
delegates  were  registered.  Secretary  Heldmann 
stated  that  a quorum  was  present.  Speaker 
Wurzbach  then  declared  the  159th  session  of  the 
House  of  Delegates  open  for  the  transaction  of 
business.  . . 

Section  3 

Memorial  Tribute 

. . .The  delegates  arose  and  stood  for  one 
minute  in  silence  in  memory  of  their  departed 
confreres,  after  Speaker  Wurzbach  had  read  the 
following  list: 

Joseph  P.  Alvich,  Bronx  County,  county  dele- 
gate 1953  to  1960,  1963  and  1964;  Maurice  G. 
Sheldon,  Cattaraugus  County,  county  delegate 
1960,  1963,  and  1964;  William  T.  Boland, 
Chemung  County,  county  delegate  1947  to 
1952,  1954,  1955,  and  1959  to  1962,  district 
delegate  1957  and  1958,  councillor  1963  and 
1964;  Benjamin  M.  Bernstein,  Kings  County, 
county  delegate  1940  and  1942  to  1957;  Charles 
F.  McCarty,  Kings  County,  county  delegate 
1940  to  1964;  T.  Douglas  Kendrick,  Oneida 
County,  county  delegate  1952  and  1953;  Robert 
S.  Cleaver,  Putnam  County,  county  delegate 
1953  to  1961;  Webster  M.  Moriarta,  Saratoga 
County,  county  delegate  1955  to  1963;  Albert 


M.  Biglan,  Suffolk  County,  district  delegate 
1962,  county  delegate  1963  and  1964. 


. . .The  minutes  of  the  1964  session  were 
approved  as  published  in  June  1,  1964,  issue  of 
the  New  York  State  Journal  of  Medicine 


. . .The  reference  committees  for  the  1965 
House  of  Delegates  were  announced  to  be  as 
follows: 


C.  Joseph  Delaney,  New  York,  Chairman 
Richard  D.  Eberle,  Onondaga 
Daniel  Freedman,  Suffolk 

Joseph  F.  Shanaphy,  Richmond,  First  District 
Branch 

Edward  F.  Shea,  Ulster 


Reports  of  Officers  A 

Presipent 

President-Elect 

Secretary 

Executive  Vice-President 
Robert  J.  Collins,  Onondaga,  Chairman 
Raymond  F.  Smith,  Nassau 
Warren  A.  Lapp,  Kings 
Stanley  H.  Green wald,  New  York 
Edward  Siegel,  Clinton 

Reports  of  Officers  B 

Treasurer 
Board  of  Trustees 
War  Memorial 
Budget 
Building 

John  L.  Clowe,  Schenectady,  Chairman 
Harold  R.  Brodman,  Bronx 
John  E.  Hammett,  New  York 
Lester  R.  Tuchman,  Queens 
James  A.  Moore,  Albany 


Credentials 


Section  4 

Approval  of  Minutes  of  1964  Meeting 


Section  5 

Reference  Committees 
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Commission  on  Medical  Services  A 

Economics 

Liaison  with  Veterans  Administration 
Public  Medical  Care 
Medical  Care  Insurance 
Medicare  (Armed  Services  Dependents) 
Resolution  63-53 

Albert  M.  Schwartz,  New  York,  Chairman 

Frederic  D.  Regan,  Richmond 

Vincent  J.  Tesoriero,  Kings 

Philip  M.  Standish,  Ontario 

Alfred  L.  George,  Genesee 

Commission  on  Medical  Services  B 

Workmen’s  Compensation 
Industrial  Health 

Hospital  and  Professional  Relations 
Questions  of  Ethics 
Rural  Medical  Service 
Labor  Health  Facilities 
Kenneth  H.  Eckhert,  Erie,  Chairman 
Bernard  J.  Hartnett,  Cayuga 
Irving  G.  Frohman,  Queens 
Melville  A.  Hare,  Livingston 
David  Kershner,  Kings 

Scientific  Activities  and  Publications  A 

Public  Health  and  Education 

Accident  Prevention 

Addiction  to  Alcohol  and  Narcotics 

Aging  and  Nursing  Homes 

Cancer 

Chronic  Pulmonary  Diseases 

Continuing  (Postgraduate)  Education 

Diabetes 

Film  Review 

General  Practice 

Glaucoma  and  Other  Diseases  of  the  Eye 
Hard  of  Hearing  and  the  Deaf 
Health  Aspects  of  Ionizing  Radiation 
Heart  Disease 

Maternal  and  Child  Welfare 
Mental  Hygiene 
Operating  Room  Mortality 
Physical  Medicine  and  Rehabilitation 
Quackery 

Youth  Health  and  Fitness 
James  Q.  Haralambie,  Westchester,  Chairman 
Ira  A.  McCown,  New  York 
Lawrence  Ames,  Kings 
John  W.  Latcher,  Otsego 
Willard  J.  Chapin,  Wyoming 

Scientific  Activities  and  Publications  B 

What  Goes  On 
District  Branches 
Convention 
Publication 
To  Study  the  Journal 
Prize  Essays 
To  Study  the  Directory 
Archives  and  History 
George  T.  C.  Way,  Dutchess,  Chairman 
Samuel  Lieberman,  Bronx 

Victor  J.  Tofany,  Monroe,  Section  on  Anesthesiology 
Robert  E.  Healy,  Westchester 
James  H.  Ewing,  New  York 

Commission  on  Public  and  Professional  Affairs 

Federal  Legislation 
State  Legislation 
Public  Relations 

To  Study  Revision  of  the  Education  Law 
Isidore  Sternlieb,  Bronx,  Chairman 
Reginald  R.  Steen,  Nassau 


Irving  Cramer,  Oneida 

Charles  M.  Smith,  Seneca,  Seventh  District  Branch 
George  M.  Saypol,  New  York 

Legal  Matters 

Malpractice  Insurance  and  Defense 
Legal  Counsel 

Autopsy  and  the  Dead  Human  Body 
Bar  Association,  Joint  Committee  with 
Judicial  Council 

Michael  C.  Armao,  New  York,  Chairman 
John  J.  Noonan,  Rensselaer 
John  T.  Donovan,  Jr.,  Niagara 
Herbert  A.  Laughlin,  Chautauqua 
John  Edward  Lowry,  Queens 

Organization  and  Policies 

Planning 

Osteopathic  Society,  Joint  Committee  with 
Ad  Hoc  Committee  on  Osteopathy 
Constitution  and  Bylaws 
American  Medical  Association 
New  York  State  Association  of  Professions 
Advisers  to  Student  American  Medical 
Association  Chapters 
Harry  S.  Lichtman,  Kings,  Chairman 
John  A.  Hatch,  Yates 
John  D.  Naples,  Erie 
Jason  K.  Moyer,  Broome 
Carl  Goldmark,  Jr.,  New  York 

Miscellaneous  Business 

Disaster  Medical  Care 
Nursing  Education 
Medicine  and  Religion 

Liaison  with  National  Aeronautics  and  Space 
Administration 
Ezra  A.  Wolff,  Queens,  Chairman 
May  E.  Chinn,  New  York 
Francis  J.  Loperfido,  Bronx 

Robert  Blum,  Erie,  Section  on  Internal  Medicine 
Reid  R.  Heffner,  Westchester 

Sergeant-at-Arms 

Armand  J.  D’Errico,  Fulton,  Chairman 
Francis  A.  Stephens,  Albany 
Martin  Markowitz,  Kings 
Walter  Einhorn,  Bronx 
Thomas  S.  Cotton,  Steuben 

Section  6 

Reference  of  Reports  and  Supplementary  Reports 

. . .On  motion  of  Secretary  Heldmann,  the 
reports  of  officers,  committees,  trustees,  legal 
counsel,  special  committees,  and  district 
branches,  both  published  and  distributed,  were 
referred  to  the  appropriate  reference  committees 
without  reading.  . . 

Published  Annual  Reports* 

Section  7 ( see  81,  170) 

Annual  Report  of  President 

To  the  House  of  Delegates,  Gentlemen: 

In  preparing  this  report  in  early  November, 
it  seems  hardly  possible  that  my  term  of  office 
has  only  three  and  a half  months  to  go. 

This  has  been  a busy  and,  I hope,  a productive 

* Reports  in  Sections  7 through  60  are  published  reports 
which  appeared  originally  in  the  January  1 and  January  15, 
1965,  issues  of  the  New  York  State  Journal  of  Medicine. 
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year.  The  change  of  date  of  our  annual  meet- 
ing from  May  to  February  has  given  me  con- 
siderable opportunity  to  attend  State  Society 
functions  before  the  summer  months  of  July 
and  August.  Since  September,  however,  the 
tempo  of  meetings  has  increased  considerably, 
and  it  has  sometimes  been  difficult  to  be  present 
at  all  committee  meetings.  In  this  connec- 
tion, because  of  the  continued  press  of  State 
Society  business,  it  may  be  necessary  next  year 
to  hold  executive  committee  meetings  during 
the  summer  months. 

Looking  back  over  the  year,  I am  particularly 
impressed  by  the  advances  we  have  made  in  the 
matter  of  communications  between  the  main 
office  in  New  York  City,  the  county  societies, 
and,  particularly,  the  individual  members  of 
our  Society.  This  has  been  realized  through 
the  regional  meetings. 

Regional  Meetings.  A pilot  meeting  of 
this  type  was  held  last  year  in  the  Buffalo  area 
and  was  so  successful  that  five  were  scheduled 
for  this  year.  Regional  meetings  have  already 
been  held  in  Syracuse,  Saranac  Lake,  Albany, 
and  Batavia.  The  final  one  will  be  held  in 
Westchester  County  before  this  report  goes  to 
press. 

The  purpose  of  these  conferences  is  to  bring 
together,  face  to  face,  representatives  of  the 
county  medical  societies  and  the  officers  of  your 
State  Medical  Society.  During  these  meetings 
we  discuss  problems  of  mutual  concern  and  try 
to  arrive  at  some  practical  solutions.  These 
proceedings  are  kept  on  a most  informal  basis, 
and  it  has  been  a great  source  of  satisfaction 
to  me  to  have  so  many  individuals  take  part. 
The  great  success  of  these  meetings  is  largely 
due  to  the  dedicated  work  of  our  Communica- 
tions Division,  its  regional  representatives, 
and  C.  Stewart  Wallace,  M.D.,  chairman  of  our 
Public  Relations  Committee. 

Newsletter.  Another  notable  contribution  to 
better  communications  has  been  the  monthly 
newsletter,  News  of  New  York.  This  is  without 
question  one  of  the  most  remarkable  information 
pieces  produced  by  our  Society.  Now  enlarged 
to  eight  pages,  it  provides  solid,  comprehensive, 
coverage  of  State,  county,  legislation,  and  re- 
lated news  in  crisp,  readable  style.  We  have 
reason  to  believe  it  is  being  read  by  most  of  our 
physicians. 

District  Branches.  It  has  been  my  privilege 
to  attend  most  of  the  district  branch  meetings. 
It  is  a far  cry  from  the  poorly  attended  meetings 
of  only  a few  years  ago  to  the  enthusiastic  gath- 
erings of  today.  In  the  not  too  distant  past  the 
question  of  discontinuing  the  district  branches 
was  seriously  discussed.  At  present,  I am  con- 
vinced the  district  branches  are  here  to  stay  and 
will  become  again  a valuable  asset  to  the  Medi- 
cal Society  of  the  State  of  New  York.  I want  to 
thank  the  officers  of  the  district  branches  for  the 
courtesy  and  hospitality  shown  Mrs.  Burgin 
and  myself  while  attending  these  meetings. 

Legislation.  In  the  matter  of  legislation,  I 
believe  our  State  and  Federal  committees  are 


better  prepared  this  year  to  function  to  the  satis- 
faction of  all  our  physicians.  Several  meetings 
have  been  held  and  the  chairmen  of  both  com- 
mittees have  been  present  at  all  the  regional 
conferences.  Free  and  critical  discussion  has 
prevailed  and  has  been  most  helpful.  Members 
of  the  A.M.A.  Washington  staff  have  been 
present  to  give  us  detailed  information  as  to 
Federal  legislation  and  have  urged  us  to  con- 
tinue the  Spring  pilgrimage  to  Washington  to 
meet  our  senators  and  representatives  from  New 
York  State. 

Quackery.  As  you  may  remember  in  my  ad- 
dress to  the  House  of  Delegates  last  February,  I 
pointed  to  the  menace  presented  by  the  racket- 
eers of  medical  quackery,  and  called  for  an  all-out, 
unprecedented  efFort  on  the  part  of  organized 
medicine  to  eradicate  this  major  malady  in  our 
State  by  exposing  the  quacks  and  their  worthless 
gadgets.  Plans  for  a State  Congress  on  Quack- 
ery, I am  happy  to  report,  are  now  firm  and 
details  will  be  forthcoming  soon  from  the  State 
Society’s  offices.  The  congress  will  serve  to 
dramatize  our  message  on  this  key  problem 
and  is  scheduled  for  April,  1965. 

Building.  Very  serious  consideration  has 
been  given  during  the  last  few  months  to  provid- 
ing the  State  Society  with  its  own  building. 
While  we  are  a voluntary,  nonprofit  organiza- 
tion, we  are  nevertheless  big  business  as  well. 
The  cost  of  maintaining  our  headquarters  in  the 
most  expensive  rent  area  in  the  world — Man- 
hattan-— has  been  a matter  of  concern  to  the 
Society  administration.  The  experience  of  other 
state  and  county  societies  has  shown  that  medi- 
cal society  headquarters  need  not  be  located  in 
the  center  of  a city. 

An  important  consideration  here  is  the 
tendency  of  the  Internal  Revenue  Service  today 
to  look  with  distrust  at  reserve  funds  and  un- 
related income  of  nonprofit  organizations. 
In  view  of  this,  those  concerned  with  State 
Society  administration  would  prefer  to  utilize 
our  reserves  by  investing  in  our  own  building. 
The  largest  state  medical  society  in  the  country 
would  thus  be  provided  with  the  adequate 
facilities  and  space  it  needs  and  deserves,  in- 
cluding meeting  rooms,  an  auditorium,  a ref- 
erence library,  ample  grounds,  and  parking 
facilities. 

Auxiliary.  One  of  the  most  rewarding  experi- 
ences as  your  president  has  been  the  close  as- 
sociation with  the  Woman’s  Auxiliary.  Under 
the  leadership  of  Mrs.  Dominic  Pitaro,  the 
able  and  enthusiastic  president,  we  have  had  the 
able  assistance  of  a large  group  of  women  who, 
I feel,  often  expend  more  capable  understand- 
ing and  support  to  our  problems  than  we  phy- 
sicians do  ourselves.  I want  to  extend  my 
sincere  thanks  for  their  cooperation. 

State  Health  Department.  I want  to  ex- 
press my  deep  appreciation  to  Hollis  S.  Ingra- 
ham, M.D.,  Commissioner  of  Health  of  New 
York  State,  for  the  cordial  cooperation  we  have 
received  from  his  department.  Consistently  he 
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has  attended  our  Council  meetings  and  given  us 
sound  advice  on  many  issues.  This  close  liaison 
has  been  exemplified  by  the  several  releases  to 
the  members  of  our  Society  signed  by  both 
the  Health  Commissioner  and  the  president  of 
the  State  Medical  Society  on  matters  of  health 
closely  related  to  all  of  us.  It  is  noteworthy 
that  in  July  a meeting  was  held  at  the  New  York 
State  Health  Department  in  Albany  comprising 
officials  of  the  Health  Department  and  the 
chairmen  of  all  the  subcommittees  under  the 
Committee  on  Public  Health  and  Education 
of  which  James  Greenough,  M.D.,  is  general 
chairman.  It  was  a revelation  to  me  to  hear 
the  sound  and  studied  reports  of  these  subcom- 
mittees and  to  realize  the  work  that  had  been 
accomplished  by  them. 

Physicians*  Home.  The  Physicians’  Home 
has  been  doing  its  usual  excellent  job,  but,  if  you 
have  read  their  recent  report,  you  will  realize 
that  more  contributions  are  essential  to  carry 
out  its  expanding  duties.  This  is  a function  of 
our  State  Society  that  every  member  should  sup- 
port to  the  limit. 

Budgets.  A matter  of  major  importance 
must  be  included  in  this  report.  Due  largely  to 
the  dedicated  effort  of  Henry  I.  Fineberg,  M.D., 
and  the  understanding  of  the  Budget  and 
Finance  Committee  we  are  operating  our  fi- 
nances in  the  black.  The  cooperation  of  all 
heads  of  divisions,  our  comptroller,  and  the 
Board  of  Trustees  has  made  this  possible,  and  I 
am  indebted  to  them  for  having  attained  this 
goal  during  my  administration. 

Conclusion.  In  conclusion,  I want  to  ex- 
press my  gratitude  to  the  many  physicians  I 
have  met  during  my  visits  around  the  State. 
Their  courtesy  and  constructive  remarks,  I am 
sure,  reflect  their  interest  and  support  for  the 
Medical  Society  of  the  State  of  New  York. 
The  Society  is  dedicated  to  the  interests  of 
medicine,  to  its  physician  members,  and  to  the 
health  of  the  citizens  of  the  State  of  New  York. 

I should  like  to  thank  the  Council,  the  Trus- 
tees, and  the  chairmen  and  members  of  all 
committees  for  their  help  and  support  during 
my  administration.  The  members  of  the  staff 
at  headquarters  at  750  Third  Avenue  have  been 
cooperative  and  helpful  far  beyond  my  anticipa- 
tion. To  try  to  name  particular  personnel 
would  necessarily  omit  others  just  as  worthy  of 
mention. 

During  this  past  year,  perhaps  my  greatest 
asset  has  been  the  encouragement  and  advice 
so  graciously  given  by  Henry  I.  Fineberg, 
M.D.  He  always  has  been  available  to  assist 
in  decisions  and  to  raise  my  ambitions. 

My  appreciation  must  be  acknowledged  to 
Waring  Willis,  M.D.,  president-elect.  Many 
times  he  has  substituted  for  me  at  State  Society 
functions  and  performed  brilliantly.  I am 
sure  his  administration  next  year  will  be  most 
productive. 

Respectfully  submitted, 

George  A.  Burgin,  M.D.,  President 


Section  8 {see  75,  172 ) 

Annual  Report  of  the  Secretary 

To  the  House  of  Delegates,  Gentlemen: 

The  Secretary  submits  the  following  report. 

House  of  Delegates.  Instructions  of  the 
House  of  Delegates  have  been  acted  on  by  the 
Secretary  or  referred  by  him  to  other  officers, 
committee  chairmen,  and  the  Council.  A de- 
tailed report  of  such  actions  is  given  in  the 
“Resume  of  Instructions  of  the  1964  House  of 
Delegates  and  Actions  Thereon  by  the  Council, 
Board  of  Trustees,  and  Officers.”  As  required 
by  the  Constitution  and  Bylaws,  the  Secretary 
has  kept  minutes  of  the  meeting  of  the  House  of 
Delegates.  Edited  copies  of  these  minutes  have 
been  transmitted  to  the  New  York  State 
Journal  of  Medicine’s  Editorial  Department 
for  publication  in  the  Journal. 

Council,  Executive  Committee,  and 
Board  of  Trustees.  Minutes  of  the  proceed- 
ings of  the  Council,  the  Executive  Committee, 
the  Board  of  Trustees,  and  the  Judicial  Council 
have  been  prepared  and  have  been  accepted  by 
them.  Actions  of  the  Executive  Committee 
have  been  reported  to  the  Council  as  required 
by  the  Bylaws,  Chapter  IV,  Section  1 (b) . 

Membership.  The  Secretary  has  kept  mem- 
bership records  and  has  notified  life  members  of 
their  election.  Membership  figures  are  omitted 
here;  they  will  be  the  subject  of  a supplemen- 
tary report  of  the  Secretary  so  that  the  House 
may  be  provided  with  information  for  the  entire 
year  1964. 

Physicians’  Placement  Bureau.  The 
Physicians’  Placement  Bureau  continues  in  its 
efforts  to  place  physicians  throughout  the  State 
of  New  York  and  thereby  fill  the  needs  of 
the  communities  and  individuals  seeking  doc- 
tors. As  usual  the  demand  is  for  general  practi- 
tioners, particularly  in  the  rural  areas  through- 
out the  State.  Unfortunately  the  demand  far 
outweighs  the  supply,  since  most  of  the  appli- 
cants are  interested  in  specialty  practice. 

Lists  of  opportunities  continue  to  be  sent  out 
to  all  interested  physicians  throughout  the 
United  States;  a few  also  reach  doctors  in 
foreign  countries.  Lists  of  applicants’  names 
and  addresses  are  also  sent  out  on  request  to 
communities  and  individuals.  Most  of  the 
applicants  seek  an  association  with  another 
physician. 

While  we  do  not  always  hear  from  the  actual 
localities  that  have  found  physicians,  follow-up 
letters  and  the  various  newspaper  clippings  that 
reach  this  office  enable  us  to  keep  informed. 

The  Sears-Roebuck  Foundation  continues  to 
supply  us  with  its  informative  “Newsletter.” 

Listed  below  by  type  of  practice  are  the 
number  of  physicians  we  heard  from  either 
through  the  A.M.A.,  mail  and  telephone  in- 
quiries, or  personal  office  visits: 


Anesthesiology 11 

Dermatology 4 

E.N.T 4 
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General  practice 44 

Industrial  medicine 7 

Internal  medicine 53 

Neurosurgery 3 

Obstetrics  and  gynecology 53 

Ophthalmology 21 

Orthopedics 21 

Pathology 8 

Pediatrics 32 

Psychiatry 9 

Radiology 7 

Surgery 51 

Urology 10 

Miscellaneous 30 

Total  368 


As  far  as  we  can  ascertain  16  areas  have  found 
physicians.  Six  localities  have  been  added  to 
our  lists. 

Meetings.  As  required  by  the  Bylaws,  the 
Secretary  has  attended  meetings  of  the  Council, 
the  Board  of  Trustees,  the  Executive  Commit- 
tee, the  Judicial  Council,  and  the  Malpractice 
Insurance  and  Defense  Board.  In  accordance 
with  instructions  of  the  House  of  Delegates,  he 
has  attended  meetings  of  the  Planning  Commit- 
tee and  the  Nominating  Committee.  As  re- 
quired by  the  Constitution,  he  has  been  present 
at  the  sessions  of  the  New  York  delegation  and 
the  A.M.A.  House  of  Delegates.  In  addition  he 
has  attended  a number  of  committee  meetings, 
including  all  the  meetings  of  the  Ad  Hoc  Com- 
mittee to  Study  the  Revision  of  the  Education 
Law. 

Routine  Matters.  The  Secretary  has 
caused  the  seal  of  the  Society  to  be  affixed  to  all 
papers  and  documents  requiring  it.  With  the 
cooperation  of  the  Executive  Vice-President  he 
has  notified  officers,  councillors,  trustees,  and 
delegates  of  their  election,  has  notified  com- 
mittee members  of  their  appointment,  and  has 
conducted  other  official  correspondence  of  this 
Society.  He  has  kept  records  other  than  those 
kept  in  the  offices  of  legal  counsel  and  those 
belonging  to  the  office  of  the  treasurer. 

Acknowledgments.  Particular  acknowl- 
edgment is  made  of  the  assistance  of  our  efficient 
and  energetic  executive  vice-president,  Henry  I. 
Fineberg,  M.D.,  who  has  undertaken  the  duties 
of  obtaining  and  listing  the  names  of  members 
of  the  1965  House  of  Delegates  and  of  carrying 
out  instructions  of  the  Council  and  the  Execu- 
tive Committee.  The  friendly  cooperation  and 
help  of  the  other  officers  and  the  members  of  the 
Council  and  the  Board  of  Trustees  has  been 
greatly  appreciated,  particularly  the  advice  and 
guidance  given  me  by  the  president,  George  A. 
Burgin,  M.D.,  and  by  two  former  secretaries, 
William  L.  Wheeler,  Jr.,  M.D.,  and  Waring 
Willis,  M.D. 

To  Doris  K.  Dougherty,  the  indispensable, 
efficient  right  arm  of  the  elected  Secretary,  go 
my  sincere  thanks  and  appreciation  for  her 
constant  help  and  assistance.  Many  members 
of  the  headquarters  staff,  including  J.  Richard 
Burns,  Esq.,  assistant  executive  vice-president; 
Mr.  Eugene  Dombrowski,  comptroller;  Mr. 


George  W.  Forrest,  Jr.,  Robert  Katz,  M.D.,  and 
Mr.  George  P.  Farrell,  have  been  most  helpful 
and  cooperative.  The  courteous  help,  under- 
standing, and  guidance  of  all  these  people  in  my 
first  year  as  Secretary  of  this  Society  are  most 
deeply  appreciated. 

Respectfully  submitted, 

Walter  T.  Heldmann,  M.D.,  Secretary 

Section  9 (see  70,  173,  181) 

Annual  Report  of  the  Executive  Vice-President 

To  the  House  of  Delegates,  Gentlemen: 

This  report  is  being  compiled  during  the 
month  of  November  and  therefore  covers  only 
the  period  of  nine  months  since  the  last  meeting 
of  our  House  of  Delegates  in  February  of  1964. 
Actually,  it  is  a “progress”  presentment.  A 
supplementary  account  of  future  activities  will 
be  submitted  at  a later  date. 

As  has  been  our  custom  in  relating  our  story, 
we  will  attempt,  as  much  as  possible,  to  stay 
clear  of  the  realms  of  the  officers  and  various 
committees.  We  will  avoid  the  urge  to  dupli- 
cate the  observations  of  these  gentlemen, 
although  we  should  point  out  that  our  duties 
are  so  varied  that  they  lead  us  into  many  areas, 
and  consequently  some  repetition  will  be  evi- 
dent. 

Essentially,  we  will  confine  ourselves  to  a 
discussion  of  the  administrative  and  related 
fields.  However,  having  been  an  officer  of  this 
Society  for  a number  of  years,  we  reserve  the 
right  to  “speak  our  piece”  and  bring  certain 
matters  to  the  foreground — which  we  believe 
to  be  equitable  and  proper. 

Each  year  appears  to  be  as  busy  as,  if  not 
busier  than,  the  previous  twelve  months. 
Challenges  arise  continually,  and,  although  we 
encounter  frustrations,  our  contentment  comes 
from  solving  the  problems  that  beset  us — of 
course,  with  the  valuable  assistance  and  counsel 
of  our  officers,  committee  men,  members,  and 
staff.  Needless  to  say,  we  come  away  with  a 
fair  share  of  “victories.” 

The  year  1964  has  been  no  exception.  There 
has  been  considerable  activity.  The  summer 
months  revealed  no  letup.  During  this  “in- 
terim period”  many  situations  arose  which  re- 
quired more  or  less  immediate  attention.  In 
other  words,  our  business  is  no  longer  seasonal— 
despite  the  fact  that,  in  the  life  about  us,  the 
days  from  Memorial  Day  through  Labor  Day 
still  constitute  vacation  time. 

Some  time  ago — we  do  not  know  the  exact 
date — the  rule  of  not  holding  meetings  of  the 
Council  or  executive  committee  in  July  and 
August  was  established.  Today,  we  feel  that 
the  executive  committee  should  convene  at 
least  once,  or  perhaps  twice,  during  these 
months — to  discuss  and  adjudicate  important 
matters  which  come  up  during  the  latter  part 
of  June,  July,  and  the  first  weeks  in  August. 
On  occasion,  emergent  situations  do  present 
themselves. 

Chapter  IV,  Section  1(b)  of  the  Bylaws, 
states:  “The  executive  committee  shall  have 
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the  authority  to  take  action  in  case  of  emergency 
arising  in  the  interim  between  the  meetings  of 
the  Council  in  order  to  protect  the  interests  and 
purposes  of  the  Medical  Society  of  the  State  of 
New  York  as  set  forth  in  this  Constitution  and 
Bylaws.  In  times  of  such  emergency,  the  execu- 
tive committee  shall  have  all  the  powers  and  du- 
ties which  are  conferred  upon  the  Council,  and  it 
shall  at  all  times  assist  the  Council.  Any  ac- 
tion taken  by  the  executive  committee  shall  be 
reported  in  full  to  the  Council  at  its  next  meet- 
ing.’’ 

In  addition  to  solving  emergent  problems, 
the  committee  might  also  consider  routine 
business  and  thus  ease  its  load  at  the  first  meet- 
ing in  the  fall. 

Headquarters  Activities  (administration, 
personnel  management,  staff  functions, 
and  so  on).  The  routine  business  of  the  Society 
has  been  progressing  at  a finer  pace  than  ever 
before.  However,  we  are  far  from  being  com- 
placent. We  question  whether  we  will  ever  be 
satisfied,  and  we  believe  that  this  is  a healthy 
sign.  There  is  still  much  to  be  done  in  the 
field  of  administration  before  we  can  sit  back 
and  relax.  We  continue  to  break  precedents  as 
we  go  along,  and  we  are  ever  instituting  new 
procedures,  which,  we  hope,  will  be  improve- 
ments over  the  old  ones. 

Table  of  Organization.  We  have  revised  our 
table  of  organization  (T.O.) . Although  we  have 
retained  the  seven  divisions  (Administration, 
Scientific  Activities,  Scientific  Publications, 
Communications,  Industrial  Health  and  Work- 
men’s Compensation,  Business,  and  Medical 
Care  Insurance) — each  with  its  own  director  or 
supervisor — we  have  rearranged  the  subde- 
partments and  reassigned  functions.  Actually, 
we  have  accomplished  some  streamlining,  with 
the  hope  of  effecting  a better  liaison  between  the 
various  departments  and  thus  creating  in- 
creased efficiency.  The  new  chart  will  be 
available  for  distribution  at  the  convention  in 
February. 

The  Field  Service.  Our  high  hopes  for  a well- 
organized,  effective  field  service  appear  to  have 
been  realized.  A healthy  rapport  between 
our  office  and  the  local  areas  has  developed  ac- 
cording to  schedule. 

It  should  be  remembered  that  the  complement 
of  this  department  calls  for  three  people,  each 
one  covering  three  district  branch  areas. 
During  most  of  this  year,  we  have  been  working 
along  with  only  two  men,  because  of  the  illness 
of  one.  We  hope  that  this  deficiency  will  be 
remedied  soon. 

In  July  we  changed  the  territorial  assign- 
ments of  the  regional  representatives,  breaking 
down  some  of  the  district  branch  boundaries 
for  more  effective  and  economic  operation. 
We  took  into  consideration  the  availability  of 
highways  and  the  bases  of  operations  of  the 
men. 

We  have  received  a considerable  number  of 
communications  concerning  the  “field  men.” 
Here  is  a typical  one:  “Since  he  has  been  in  this 
area,  I feel  for  the  first  time  since  I have  been 


a member  of  this  State  Society  that  I am  more 
than  just  a dues  contributor,  and  that  the  State 
Society  is  doing  something  for  me.  Many 

other  members  who  have  worked  with feel  the 

same  way.  We  all  hope  that  this  new  avenue 
of  communication  between  the  small  county 
societies  and  the  State  Society  will  be  broadened 
and  that  other  members  of  the  ‘New  York 
Office’  will  make  themselves  available  to  us  for 
consultation  and  opinion.” 

Budgeting.  A number  of  years  ago  we  an- 
nounced that  we  were  opposed  to  deficit  budget- 
ing and  that  every  attempt  would  be  made  to 
live  within  the  funds  allotted  to  us.  The  report 
of  the  Committee  on  Budget  and  Finance  will 
show  that  we  are  now  completely  in  the  “black.” 
Our  debts  have  been  “written  off.” 

The  preparation  of  our  budget  estimates  is  a 
serious  undertaking;  our  recommendations  are 
considered  carefully  by  the  Committee  on 
Budget  and  Finance.  Also,  in  accordance  with 
the  plan  established  a few  years  ago,  these 
gentlemen  meet  every  three  months  to  study 
and  reappraise  the  budget  in  the  light  of  new 
conditions  as  they  arise. 

The  Directory.  The  staff  of  the  Directory 
Department  has  gone  ahead  with  the  stream- 
lining of  the  “Blue  Book.”  We  marvel  at  the 
grand  work  these  folks  are  doing. 

Some  time  ago  we  adopted  the  principle  that 
the  Directory  should  contain  that  information 
which  will  give  us  an  accurate  picture  of  each 
individual  and  will  tell  us,  in  no  uncertain  terms, 
the  type  of  practice  in  which  he  is  engaged  and 
his  qualifications. 

An  Ad  Hoc  Committee  to  Study  the  Directory 
was  established  under  the  chairmanship  of 
Thurman  B.  Givan,  M.D.,  to  advise  and  assist 
the  executive  vice-president — the  editor  of  the 
Directory — and  the  staff  in  evaluation  and 
decision-making  on  matters  of  the  content  of 
the  Directory.  The  continuing  expansion  of  the 
volume  of  the  Directory  had  reached  a point 
where  content  became  an  economic  as  well  as 
editorial  factor.  With  the  assistance  of  the  com- 
mittee, several  important  determinations  were 
reached  governing  the  further  streamlining 
of  the  next  edition  of  the  Directory.  These 
are  summarized  in  Dr.  Givan’s  report  to  the 
House  of  Delegates. 

We  believe  that  this  important  innovation 
should  be  stressed:  Almost  2,000  of  the  listings 
in  the  1963-64  Directory  are  duplications  due  to 
multiple  office  locations.  In  the  next  and  future 
editions  of  the  Directory , in  compliance  with 
the  action  of  the  Council  in  adopting  the  rec- 
ommendations of  the  Ad  Hoc  Committee  to 
Study  the  Directory , the  physician’s  full  bio- 
graphic listing  will  appear  once  in  a principal 
location  of  his  choice.  Secondary  listing  will 
include  name,  address,  office  hours  and  tele- 
phone number,  plus  a referral  (that  is,  see 
Manhattan,  and  so  forth)  to  the  principal  list- 
ing. Thus  we  will  eliminate  a considerable 
amount  of  copywriting  and  media  verification, 
save  a good  deal  of  published  page  space,  and 
avoid  the  loss  of  valuable  time  in  checking 
multiple  listings  for  error — all  with  resulting 
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economies  in  operation  and  production  costs. 

As  of  November  18,  we  have  sold  2,661  copies 
at  an  average  price  of  $20  per  copy  (a  number 
were  sold  at  a discount  to  libraries  and  book- 
sellers). In  our  judgment,  this  more  than 
justifies  the  modest  amounts  spent  for  sales 
promotion. 

After  a satisfactory  conference  with  an  offi- 
cial of  the  Rumford  Press,  it  has  been  decided 
that  we  will  use  this  organization  for  the  next 
issue.  This  is  in  accord  with  an  agreement 
reached  two  years  ago.  The  inadequacies  of 
the  1963-64  volume  were  reviewed  in  detail, 
and  we  were  assured  that  future  editions  will 
show  a marked  improvement  and  will  come  up 
to  our  expectations. 

Advertising-Sales  Department.  In  accordance 
with  the  decision  reached  by  the  Ad  Hoc  Com- 
mittee to  Study  the  Journal — and  approved 
by  the  Council  and  Board  of  Trustees — the 
services  of  Mr.  Charles  L.  Baldwin,  director  of 
advertising-sales,  were  terminated  as  of  July 
31,  1964.  Although  the  working-out  of  the 
details  of  this  matter  was  placed  in  our  hands, 
we  consulted  officers  and  trustees  and  asked  for 
recommendations  as  to  what  would  constitute  an 
equitable  terminal  monetary  arrangement.  The 
suggestions  varied  considerably. 

After  much  thought,  we  determined  that  we 
would  pay  Mr.  Baldwin  through  January  15, 
1965.  Also,  we  consulted  our  legal  counsel, 
and  it  was  his  opinion  that  this  was  a very 
generous  gesture. 

At  first,  Mr.  Baldwin  balked  at  our  decision, 
and  even  “cleared”  it  with  his  own  attorney. 
Finally,  he  agreed  to  accept  our  terms.  In  a 
letter  dated  August  14 — among  other  things — 
he  had  this  to  say:  “I  further  understand  that, 
according  to  agreement  between  me  and  the 
Medical  Society  of  the  State  of  New  York,  I 
will  receive,  as  severance  consideration,  full 
salary  from  the  Society  beginning  with  August 
1,  1964,  and  continuing  through  January  15, 
1965,  the  latter  to  include  payment  for  vaca- 
tion time  of  the  15  working  days  still  due  me  in 
1964.  Upon  payment  of  these  items  the  Society 
will  have  no  further  financial  obligations  toward 
me  nor  I to  them.” 

At  this  time  we  will  not  replace  Mr.  Baldwin. 
The  staff  of  the  Department  of  Advertising 
Sales  will  consist  of:  Camille  M.  Marra, 

manager  of  technical  exhibits;  Joseph  A. 
Mullaney,  sales  representative;  Robert  W. 
Miller,  production  manager. 

Incidentally,  Mr.  Baldwin  already  has  a new 
position  with  Clinical  Systems,  Inc.  This 
organization  “serves  as  a clearing  house  for 
information  and  materials  related  to  the  medical 
and  paramedical  fields.” 

Journal  Advertising.  Tentative  gross  bill- 
ings for  the  year  1964  are  $248,263.84.  This 
figure  does  not  include  the  December  15  issue 
classified  advertising  figures.  We  see  here  a 
tentative  increase  of  $12,783.82  over  the  1963 
advertising  billing. 

A revised  advertising  rate  schedule  was 
printed  as  of  October  15.  An  initial  mailing 


was  made  to  approximately  600  advertisers, 
agencies,  and  prospective  advertisers. 

For  the  year  1965,  the  printing  costs  of  the 
Journal  will  reflect  a 2.5  per  cent  increase  over 
1964.  During  the  past  year  the  Journal 
printed  a number  of  four-color  advertisements 
and  we  found  that  the  rate  we  charged  to  the 
advertisers,  in  order  to  be  competitive  with  other 
publications,  barely  covered  the  printing  cost. 
Since  our  four-color  rates  were  already  high, 
we  felt  that  it  would  not  be  feasible  to  increase 
them,  and  therefore  our  production  department, 
with  the  cooperation  of  our  printer,  worked 
out  a new  color  imposition  process  for  the  press 
forms  which  considerably  reduced  our  four- 
color  printing  costs. 

Technical  Exhibits.  1964  Annual  Conven- 
tion: actual  sale  of  booth  space  for  the  1964 
meeting  held  at  the  Americana  amounted  to 
$55,072.50. 

A good  report  was  received  from  the  Medical 
Exhibitors’  Association.  Exhibits  were  at- 
tractive and  well  laid  out.  However,  having 
the  scientific  exhibits  and  meeting  rooms  on 
upper  floors  of  the  hotel  drew  the  physicians 
away  from  the  technical  exhibit  area  through- 
out the  day. 

1965  Annual  Convention:  we  have  already 
sold  $49,690  worth  of  booth  space  for  the  coming 
meeting.  The  exhibits  will  open  at  9:00 
a.m.  on  Monday  and  close  at  5:00  p.m.  on 
Thursday,  making  it  a four-day  meeting. 

Headquarters  Facilities.  In  April,  the  Budget 
Committee,  the  Council,  and  the  Board  of 
Trustees  approved  an  expenditure  for  the  pur- 
pose of  having  professional  consultants  study 
and  make  recommendations  for  improving  the 
physical  layout  of  the  Society’s  headquarters. 

Our  lease  expires  in  1973,  and  it  was  apparent 
that  the  present  office  is  not  conducive  to  the 
most  economic  and  efficient  use. 

A survey  was  conducted  by  Beeston  and  Pat- 
terson of  New  York  City.  What  this  firm  had 
to  suggest  was  in  keeping  with  our  needs. 
However,  the  estimate  of  the  cost  for  the  changes 
was  beyond  our  expectations — $63,000.  Even 
after  eliminating  a number  of  “niceties,”  the 
renovation  still  would  require  over  $40,000. 
Therefore,  we  abandoned  the  idea.  We  con- 
fined ourselves  to  installing  a few  partitions 
and  rearranging  the  space  we  had.  The  ex- 
penditure needed  for  this  work  was  available  in 
our  budget  allotments. 

This  program  has  resulted  in  solving  a num- 
ber of  long-awaited  needs — better  allocation  of 
activity  areas  for  certain  divisions  and  de- 
partments and  a room  reserved  for  the  use  of  the 
president  and  other  officers — also  an  improve- 
ment in  interdepartmental  coordination. 

In  keeping  with  our  rent  contract,  we  asked 
the  building  owners  to  paint  the  entire  head- 
quarters. Of  course,  this  work  was  paid  for 
by  them.  This  project  was  completed  on 
November  12. 

In  discussing  the  offices,  we  must  point  out 
that  a short  time  ago  there  was  again  a slight 
raise  in  rent.  This  is  in  accordance  with  the 
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“escalator”  clause  in  our  lease,  and  was  brought 
about  by  increased  electrical  rates,  approved 
by  the  Public  Service  Commission.  We  alerted 
the  Council  and  Board  of  Trustees  to  this 
probability  some  time  ago,  and  the  budget  was 
adjusted  to  take  care  of  the  increase. 

At  this  time,  the  following  data  relative  to 
the  rental  of  our  premises  are  indicated: 

1.  Effective  date  of  lease — April  22,  1958; 
termination  date  of  lease — June  30,  1973. 

2.  Rent  and  Electricity — 

April  22,  September  1, 

1958  1964  Increase 

Rent  18th 

Floor 

(13,500 

sq.  ft.)  $71 , 137 . 00  $73 , 169 .48  $2 , 032 . 48 

Rent  Base- 
ment 
(1,015 

sq.ft.)  2,500.00  2,500.00 

Electricity  3,365.04  3,962.20  597.16 

Total  $77,002.04  $79,631.68  $2,629.64 

It  can  be  seen  readily  that,  since  1958,  the 
rent  and  electricity  have  increased  $2,032.48 
and  $597.16,  respectively.  As  we  have  stated 
previously,  these  increases  are  in  keeping  with 
the  escalator  clause.  In  addition,  there  have 
been  assessments  made  against  the  State  So- 
ciety due  to  increases  in  real  estate  taxes. 
These  increments  do  not  appear  as  part  of  our 
basic  rent  structure,  but  rather  are  a once-per- 
year  charge.  Most  recently,  in  1963,  the  State 
Society  was  assessed  $700  in  real  estate  taxes 
for  the  period  July  1,  1962,  to  June  30,  1963. 

Simple  arithmetic  reveals  that,  during  the 
next  nine  years,  we  will  transmit  to  the  Uris 
Brothers  over  $700,000  in  rent;  and  at  the  end 
of  that  period  we  will  have  nothing  to  show  for 
this  enormous  expenditure. 

Once  again  we  have  recommended  that  the 
special  ad  hoc  committee  consider  very  seriously 
plans  for  the  building  of  our  own  place.  This 
group  has  been  studying  the  entire  problem,  and 
surveys  are  being  conducted. 

Pension  System.  One  of  our  primary  ob- 
jectives has  been  the  establishment  of  an  ef- 
fective “contributory”  pension  system  for 
the  staff.  If  we  are  to  compete  for  “top 
people,”  we  must  provide  certain  fringe  bene- 
fits— and  an  equitable  pension  arrangement  is 
one  of  them. 

We  appointed  a staff  committee  to  study 
pension  plans,  consisting  of  J.  Richard  Burns, 
chairman;  Robert  Katz,  M.D.,  George  W. 
Forrest,  Jr.,  Alice  Wheeler,  and  Eugene  Dom- 
browski. 

These  people  have  been  meeting  with  experts 
in  the  field  of  pension  systems.  The  results 
of  their  deliberations  will  be  transmitted  to  us 
in  the  not-too-distant  future.  Without  a 
doubt,  their  assignment  has  been  an  arduous, 
complex  undertaking. 

At  the  appropriate  time,  we  will  confer  with 
the  pension  committee  of  the  Board  of  Trus- 


tees— Renato  J.  Azzari,  M.D.,  chairman, 
Gerald  D.  Dorman,  M.D.,  and  John  M.  Gal- 
braith, M.D. 

Business  Division.  1.  Comptroller. — A 

procedure  has  been  developed  whereby  the  head 
of  each  division  is  provided  with  periodic  state- 
ments of  division  expenditures  as  compared 
with  divisional  budget  estimates.  This  innova- 
tion has  strengthened  our  control  of  expendi- 
tures, by  making  division  heads  aware  of  their 
financial  status  and  by  helping  them  to  plan 
their  activities  more  effectively  so  as  to  remain 
in  the  “black.” 

2.  Purchasing. — A system  has  been  in- 
stituted requiring  the  purchase  of  all  supplies 
and  equipment  through  the  use  of  a standard 
“purchase  requisition.”  This  form  contains 
not  only  a description  of  the  item  to  be  pur- 
chased and  the  unit  cost,  but  also  a cross-ref- 
erence to  the  budget  estimate  line  item  to  be 
charged.  The  form  must  be  signed  by  both  the 
division  head  and  the  comptroller  and  reviewed 
by  the  assistant  executive  vice-president, 
to  insure  that  the  limitations  of  the  budget 
estimate  for  the  division  are  being  observed. 

A firm  policy  of  competitive  bidding  and 
comparison  buying  of  all  supplies,  equipment, 
and  services  has  been  implemented.  Controls 
and  economies  have  evolved  whereby  the  lowest 
price  is  obtained  on  purchases  without  sacrifice 
of  quality. 

A perpetual  inventory  has  been  established  in 
the  supply  stockroom,  together  with  a weekly 
supply  requisition  system,  thus  bringing  about 
closer  control  over  supply  distribution  and  ac- 
quisition. 

3.  Mail,  Reproduction,  and  Circula- 
tion.— In  addition  to  its  normal  duties,  this 
department  has  performed  the  following  addi- 
tional services: 

(a)  At  the  request  of  the  F.B.I.,  addressed 
to  all  members  a “wanted”  poster  describing 
a criminal  on  the  “ten  most  wanted”  list  be- 
lieved to  be  seeking  medical  aid  in  New  York 
State; 

( b ) Reproduced  over  25,000  pages  of  scripts 
for  the  TV  series,  “Doctor  at  Work,”  sponsored 
by  the  Society; 

(c)  Reproduced  “Operation  Hometown” 
emergency  notices  for  distribution  to  members; 

(i d ) Reproduced  program  notices  for  the 
annual  meetings  of  the  Second,  Third,  Fourth, 
Fifth,  Sixth,  Seventh,  and  Eighth  District 
Branches  at  a substantial  saving  over  the  cost 
of  the  former  practice  of  having  these  notices 
printed  commercially.  The  department  also 
addressed  and  mailed  these  notices. 

Miscellaneous. — (1)  We  reestablished  the 
program  of  meeting,  more  or  less  regularly, 
with  division  heads.  In  the  past  these  forums 
have  been  of  value.  It  is  at  conferences  such 
as  these  that  everyone  is  permitted  to  “speak 
his  piece.”  We  can  always  learn  something, 
and  institute  improvements. 

(2)  The  Staff  Handbook  has  been  in  existence 
for  over  a year.  During  this  period,  there  have 
been  a number  of  revisions  and  amendments. 
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We  believe  that  a review  of  the  provisions  con- 
tained in  the  brochure  is  in  order,  and  we  have 
requested  our  heads  of  divisions  to  study  the 
manual  and  submit  to  us  any  changes  which 
they  consider  appropriate.  We  hope  that  the 
second  edition  of  the  Staff  Handbook  will  be 
ready  soon. 

(3)  A short  time  ago  it  came  to  our  atten- 

tion that  the  form  used  by  our  Physicians’ 
Placement  Bureau  might  expose  our  Society  to 
the  charge  of  discrimination,  as  defined  in  the 
statutes  of  this  State.  There  were  two  items 
on  the  questionnaire — “religious  affiliation” 
and  “race” — which  were  contrary  to  the  com- 
mon practice  of  today.  It  was  pointed  out  to 
us  that  the  prohibition  against  such  practices 
is  found  in  the  Executive  Law  of  New  York 
State,  Section  296,  sub-division  1-C,  “Unlawful 
Discrimination  Practices.”  It  was  our  feeling 
that  the  Physicians’  Placement  Bureau  falls 
within  the  definition  of  an  employment  agency, 
which  is  defined  in  the  law  as  follows:  “The 

term  ‘employment  agency’  includes  any  person 
undertaking  to  procure  employes  or  oppor- 
tunities to  work.”  We  have  issued  orders  to 
discontinue  this  routine. 

(4)  The  New  York  Telephone  Company 
has  replaced  our  old,  obsolete  telephone  system 
with  a modem,  up-to-date  dial  arrangement. 
This  change  has  resulted  in  much  improved 
service  and  better  utilization  of  staff  time. 

(5)  We  have  adopted  better  security  pre- 
cautions around  the  office;  and  we  have  cleared 
up  most  of  the  confusion  about  overtime. 

(6)  We  developed  a new  travel  expense 
voucher  which,  we  believe,  provides  a more 
realistic  picture  of  expenditures  and  will  effect 
a better  control  of  traveling  expenses. 

(7)  Job  specifications  were  brought  up  to 
date  as  of  October,  1964. 

(8)  The  outlook  for  1965  in  the  Member- 
ship Department  presents  a brighter  picture 
than  this  department  has  experienced  since 
1960.  With  the  employment  of  five  temporary 
employes  and  the  Membership  Department  staff, 
the  long,  tedious  struggle  of  converting  member- 
ship records  from  IBM  to  McBee  cards  is 
nearly  completed.  A beneficial  change  was 
the  establishment  of  the  Circulation  Depart- 
ment to  speed  up  processing  of  all  address 
changes  received  by  the  Membership  and 
Directory  Departments  from  the  doctors  and 
from  the  county  medical  societies.  This  pro- 
cedure limits  complaints  from  our  members  and 
avoids  bulk  mailing  of  back  issues  of  the  New 
York  State  Journal  of  Medicine. 

(9)  For  some  time  it  has  been  our  feeling 
that  the  division  heads  of  our  administrative 
organization — and  through  them,  department 
supervisors — must  maintain  an  active  interest 
in  the  work  of  the  committees.  There  must  be 
definite  participation  of  our  staff  in  committee 
activities. 

In  keeping  with  this  concept,  we  assigned 
the  divisions  to  committees.  We  announced 
that,  should  a committee  chairman  decide 
that  he  requires  secretarial  help  or  any  other 
type  of  assistance,  he  can  consult  the  division 


director  concerned.  A list  of  these  assignments 
was  transmitted  to  committee  chairmen  and 
heads  of  divisions. 

Annual  Convention.  On  February  24, 
1964,  we  transmitted  a “convention  question- 
naire” to  all  concerned.  Of  about  250  copies 
that  were  mailed,  over  200  were  returned — a 
most  gratifying  response. 

We  analyzed  the  results  of  the  “poll”  on 
April  9.  In  general,  an  overwhelming  majority 
of  those  contacted  were  satisfied  with  the 
Americana.  One  criticism  did  stand  out — a 
number  of  the  section  and  session  meeting  rooms 
did  not  measure  up  to  standard.  There  were  a 
few  complaints  about  the  reference  committee 
areas. 

On  April  10,  we  conferred  with  an  officer  of 
the  hotel,  and  we  were  told  that  a sincere  effort 
would  be  made  to  eliminate  all  sources  of  trouble. 
In  view  of  this  statement — and  with  the  ap- 
proval of  the  chairman  of  the  Convention  Com- 
mittee— and  following  the  provisions  of  the 
contract  signed  by  the  chairman  of  the  Board 
of  Trustees — it  was  determined  that,  in  1965, 
we  will  return  to  the  Americana  (February 
15-18). 

The  staff  and  key  members  of  the  Convention 
Committee  met  on  two  occasions,  March  16 
and  October  23,  to  review  and  analyze  past 
performances  and  to  prepare  for  the  next  con- 
vention. 

As  in  previous  years,  the  speaker  of  the  House 
of  Delegates  and  the  executive  vice-president 
soon  will  transmit  communications  to  the  dele- 
gates and  others,  outlining  the  procedures, 
rules,  and  regulations  to  be  followed. 

At  this  time,  we  present  the  following  in- 
formation: 

. . . On  Monday,  there  will  be  a trans-Atlantic 
program  between  physicians  in  Scotland  and 
our  doctors  on  the  subject  of  hyperbaric  medi- 
cine. Smith  Kline  and  French  will  sponsor 
this  project. 

. . . Plans  are  being  developed  to  set  up 
proper  guest  reception  facilities  for  scientific 
program  participants.  The  latter  will  be  pre- 
registered. 

...  In  general,  guest  reception  will  be  di- 
vided as  follows: 

(1)  Reception  of  scientific  section  speakers, 
to  be  handled  by  representatives  from  each 
section; 

(2)  Reception  of  general  session  speakers, 
to  be  handled  by  the  cochairmen  of  the  sci- 
entific program; 

(3)  Reception  of  House  of  Delegates  guests, 
to  be  handled  by  persons  designated  by  the 
Speaker. 

. . . Plans  for  general  registration  will  be 
similar  to  those  of  last  year.  Buttons  will  be 
used  for  guests  and  allied  professions. 

. . . There  will  be  a “message  center.” 

. . . There  will  be  an  information  desk. 

. . . The  delegates  will  be  seated  by  district 
branches,  with  the  exception  of  the  First  Dis- 
trict Branch,  which  will  be  seated  also  by  county 
designations. 
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. . . The  delegates’  “black  books”  will  be 
distributed  beginning  with  the  Sunday  after- 
noon registration,  so  that  the  delegates  may 
have  an  opportunity  to  review  the  material  in 
advance. 

. . . The  personal  paging  system  will  be 
eliminated.  A “magnetic”  message  board  will 
be  set  up  alongside  the  dais. 

. . . The  annual  dinner  dance  will  be  held  in 
Imperial  Ballroom  A at  the  Americana,  on 
Wednesday,  February  17. 

For  some  time,  we  have  been  considering  the 
idea  of  preparing  a “Handbook  for  Delegates.” 
The  American  Medical  Association  and  other 
state  medical  societies  (including  Ohio)  have 
published  brochures  of  this  type. 

With  this  in  mind,  we  have  appointed  the 
following  committee  to  study  the  problem  and 
to  come  up  with  a booklet,  the  title  of  which 
might  be,  “Your  Role  As  A Delegate  to  the 
Medical  Society  of  the  State  of  New  York:” 
Alvina  Rich  Lewis,  chairman,  George  W. 
Forrest,  Jr.,  Doris  K.  Dougherty,  Robert  Katz, 
M.D.,  Jean  MacDonald,  and  J.  Richard  Bums, 
adviser. 

Regional  Conferences.  In  1963  the  idea  of 
regional  conferences  of  officers  of  county  medical 
societies  and  district  branches  was  approved. 
The  first  one — actually  a pilot  study  of  pro- 
gramming of  this  type — was  held  in  Buffalo 
on  September  12  of  last  year.  The  general 
opinion  was  that  this  was  a very  successful 
meeting,  and  therefore  it  was  agreed  that  we 
should  schedule  five  meetings  this  year.  We 
attended  all  of  them:  Syracuse,  May  7;  Saranac 
Lake,  June  4;  Albany,  September  10;  Batavia, 
October  29;  Purchase,  November  12.  We 
will  not  discuss  these  meetings  in  detail,  be- 
cause the  report  of  the  Committee  on  Public 
Relations  will  contain  a complete  evaluation  of 
the  programs. 

Suffice  it  to  say  that  the  conferences  grew 
in  stature  and  attendance  as  time  went  on. 
They  proved  to  be  of  great  interest  and  value 
to  those  in  each  area  covered.  The  formats  of 
the  meetings  were  changed  to  meet  the  wishes 
of  the  physicians  involved. 

This  project  will  be  continued  in  the  years 
that  lie  ahead.  Our  members  would  like  to 
have  more  of  these  get-togethers. 

Internal  Revenue  Service.  On  several 
occasions  we  reported  to  the  Council  the  prob- 
lems which  are  coming  to  the  foreground  in  the 
field  of  unrelated  business  income. 

A number  of  state  medical  societies  already 
have  been  surveyed  by  the  Internal  Revenue 
Service  (IRS).  (We  have  learned  that  the 
intensity  of  the  investigation  depends  on  the 
local  authorities,  although  the  general  orders 
come  from  Washington.)  The  staff  members 
of  other  state  societies  have  spoken  to  us  about 
the  situation — and  are  concerned  greatly. 

A short  time  ago,  the  IRS  sent  out  a question- 
naire to  “exempt  organizations.”  The  reason 
given  for  this  was  that  the  records  of  the  IRS 
are  being  converted  to  automatic  data  processing 
equipment.  This  may  be  so,  but  there  are 


many  who  feel  that  this  is  not  the  entire  story 
and  that  it  may  represent  the  beginning  of  new 
and  more  stringent  tax  regulations. 

Be  all  that  as  it  may,  we  bring  the  following 
to  your  attention. 

From  the  WALL  STREET  JOURNAL , July  24, 
1964 

IRS  SEEKS  LEVY  ON  ADS  SOLD  BY  PUBLI- 
CATION OF  NONPROFIT  GROUPS 

CHANGE  MIGHT  FORCE  CUTBACK  IN  ACTIVITIES; 
A.M.A.  STANDS  TO  LOSE  HALF  OF  ITS  INCOME 

By  A.  Kent  MacDougall,  Staff  Reporter  of  the 
Wall  Street  Journal 

The  Internal  Revenue  Service,  which  in  recent 
years  has  cast  an  increasingly  critical  eye  on  busi- 
nesses operated  by  nonprofit  organizations,  is  about 
to  alter  the  tax-free  status  of  one  type  of  business 
engaged  in  by  many  of  the  groups — the  publication 
of  magazines  and  other  periodicals. 

Before  the  year  is  out,  perhaps  even  this  summer, 
the  IRS  says  it  will  propose  new  regulations  which 
will  subject  to  income  taxes  the  advertising  revenues 
of  publications  of  charitable,  religious,  educational, 
trade,  and  labor  organizations.  The  new  ruling  will 
reflect  a conviction  by  IRS  officials  that  the  sale  in 
periodicals  is  not  related  to  the  purposes  for  which  the 
nonprofit  groups  are  chartered.  All  income  from  such 
publications  currently  is  tax  free.  The  new  ruling 
could  well  force  many  of  these  groups  to  cut  back  on 
their  activities  or  increase  membership  dues. 

The  number  of  tax-exempt  groups  which  sell  ad- 
vertising in  their  publications  has  been  climbing 
rapidly  in  recent  years.  According  to  one  study,  695 
such  periodicals  carried  ads  in  1962,  up  from  416  a 
decade  earlier.  Though  no  later  figures  are  avail- 
able there’s  every  indication  this  growth  is  continu- 
ing. Ad  revenues  of  these  publications  had  been 
rising  even  faster,  rocketing  to  $73  million  in  1962 
from  $30  million  ten  years  earlier  ...  . 

But  just  the  taxing  of  ad  revenues  and  nonmember 
subscriptions  will  have  a sizable  effect  on  many  tax- 
exempt  organizations.  The  American  Medical 
Association  is  a case  in  point.  Of  its  total  income  of 
$22.5  million  last  year,  $10.1  million — or  45  per  cent — 
came  from  ads  in  its  publications  and  $2.7  million — or 
12  per  cent — came  from  nonmember  subscriptions. 

The  13  A.M.A.  publications  that  accept  advertising 
range  from  the  Archives  of  Otolaryngology,  read  by 
8,400  ear  and  throat  specialists,  to  Today's  Health,  an 
800,000  circulation  monthly  written  for  the  layman 
and  often  found  in  doctors’  waiting  rooms. 

Included  in  the  list  is  the  Journal  of  the  American 
Medical  Association,  which  last  year  carried  5,262 
pages  of  ads,  more  than  any  other  national  weekly 
magazine  except  the  New  Yorker  and  the  Oil  and  Gas 
Journal.  Though  most  of  the  Journal's  ads  are  for 
pharmaceuticals,  others  plug  soft  drinks,  breakfast 
cereals,  margarine,  and  hand  soap  ...  . 

From  Non-Profit  Organization  Tax  Letter,  August 
25,  1964 

ADMINISTRATIVE  DEVELOPMENTS 

Advertising — It  is  anticipated  that  the  IRS  will 
publish  proposed  regulations  in  respect  to  the  adver- 
tising of  nonprofit  organizations.  It  is  possible  that 
these  proposed  regulations  will  not  be  issued  until 
after  the  election,  even  though  they  are  presently  in 
draft  form.  The  Wall  Street  Journal  story  of  July  24, 
1964,  has  caused  much  concern  and  backlash  about 
nonprofit  organizations.  Medical  World  News  of 
August  14,  1964,  reports  that  the  American  Hospital 
Association  believes  that  more  than  $2  million  of  its 
annual  income  would  be  taxed  if  the  IRS  proposals  are 
adopted.  It  is  further  reported  that  the  IRS  con- 
cedes that  the  medical  journals  are  related,  but  be- 
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lieve  that  advertising  which  is  intended  to  produce 
revenue  or  reduce  dues  is  an  unrelated  business  activ- 
ity. Some  of  the  statements  in  the  Medical  World 
News  story  are  as  follows  (p.  43) : 

“The  medical  organizations  and  other  groups  are 
expected  to  wage  a full-scale  fight  against  the 
action  ...  . And  finally,  medical  groups  can  be 

expected  to  take  this  on  to  Federal  courts,  which 
could  overturn  the  IRS  regulations. 

“The  outcome  of  the  controversy  is  difficult  to 
predict.  Many  of  the  tax-exempt  organizations 
being  threatened  are  waiting  to  see  exactly  what 
IRS  recommends  before  launching  a full-scale 
counterdrive.  They  have  some  hope  they  may  be 
able  to  persuade  Treasury  Secretary  Douglas  Dillon 
to  veto  the  IRS  proposal. 

“The  tax-exempt  organizations  are  numerous  and 
powerful.  They  stand  to  lose  millions  in  income — 
and  even  more  in  terms  of  programs  and  personnel — - 
if  the  IRS  move  prevails.  No  one  underrates  their 
chances  of  winning  out  in  the  end.” 

On  June  26,  1964,  former  Commissioner  Caplin 
wrote  a member  of  the  Committee  on  Ways  and 
Means  in  part,  as  follows: 

“The  Internal  Revenue  Service  is  presently  en- 
gaged in  drafting  proposed  regulations  with  respect 
to  the  extent  to  which  an  organization,  otherwise  ex- 
empt, is  subject  to  tax  on  its  income  from  advertising 
in  periodicals  and  other  publications.  I assure  you 
that  these  proposed  regulations  will  be  acted  upon  as 
promptly  as  possible.” 

From  a talk  given  by  Bernard  D.  Hirsh,  di- 
rector, Law  Department,  American  Medical 
Association,  at  the  Legal  Conference  for 
Medical  Society  Representatives,  Chicago,  April 
18,  1964: 

“The  IRS  argument  is  that  you  have  two 
activities:  first,  the  sale  of  advertising,  an 

unrelated  business;  and  second,  the  editorial 
content  of  the  medical  journal.  The  profits  of  a 
taxable  activity,  says  IRS,  cannot  be  used  to 
offset  losses  from  a nontaxable  activity  in 
computing  the  tax.” 

On  October  9,  1964,  we  received  a telephone 
call  from  Mr.  A.  R.  Goldner  of  the  office  of 
the  Internal  Revenue  Service,  New  York  Dis- 
trict. 

Mr.  Goldner  informed  us  that  it  was  the 
opinion  of  the  New  York  office  that  the  income 
derived  from  the  “technical”  exhibits  at  our 
annual  meeting  was  subject  to  tax  as  unrelated 
business  income.  We  would  have  to  file  990T 
tax  returns  on  this  income  for  the  years  1958- 
1963.  This  decision  was  based  on  Section  511  of 
the  Internal  Revenue  Code  which  is  entitled 
“Taxation  of  Business  Income  of  Certain 
Exempt  Organizations.” 

We  requested  that  the  Internal  Revenue 
Service  notify  the  State  Society  officially  by 
rendering  its  opinion  in  writing.  Mr.  Goldner 
balked  at  this  request  and  stated  that  it  was 
not  the  normal  procedure.  We  pressed  the 
matter  and  pointed  out  that  an  important  de- 
cision such  as  this  would  certainly  be  worthy 
of  an  official  notification  in  writing.  Mr. 
Goldner  then  informed  us  that  he  would  see 
what  he  could  do  about  forwarding  such  a 
communication . 

Later,  Mr.  Goldner  said  that  it  was  his  deci- 
sion, as  auditor  for  the  New  York  District  office. 
Finally,  he  admitted  that  the  decision  was  not 


reached  in  Washington  and  that  the  New  York 
District  office  opinion  had  no  bearing  on  the 
hearings  and  research  now  being  conducted  in 
Washington.  Mr.  Goldner  also  stated  that 
he  was  going  to  communicate  with  the  Wash- 
ington office  to  request  “technical  advice.” 

We  informed  Mr.  Goldner  that  the  State 
Society  has  always  considered  the  “technical 
exhibits”  as  a medical  and  educational  matter 
directly  related  to  the  purposes  of  our  organiza- 
tion. As  yet,  we  have  no  further  word  con- 
cerning this  matter. 

Now  in  view  of  more  recent  developments  we 
feel  that  “all  is  not  lost.” 

Here  are  a few  excerpts  from  a talk  delivered 
by  Bernard  D.  Hirsh,  director,  Law  Department, 
A.M.A.,  at  the  American  University  “Confer- 
ence on  Federal  Tax  Aspects  of  Nonprofit 
Organizations,”  Statler  Hilton  Hotel,  in  Wash- 
ington, October  27,  1964. 

Advertising  Income.  Recently  there  has  been  a 
great  deal  of  excitement  and  speculation  about  the 
possibility  that  the  Service  may  issue  a regulation 
taxing  advertising  income  as  an  unrelated  business. 

Considering  that  fourteen  years  have  elapsed  since 
Congress  passed  the  law  taxing  unrelated  business, 
this  is  a rather  interesting  development. 

Let  us  not  be  naive.  If  the  Revenue  Act  of  1950 
was  intended  to  tax  the  advertising  income  of  trade, 
professional,  and  scientific  organizations,  do  you 
think  that  this  legislation  would  have  been  enacted 
without  their  opposition? 

Representatives  of  the  Chamber  of  Commerce  of 
the  United  States  took  an  active  part  in  the  Con- 
gressional committee  hearings.  They  are  not  novices 
in  legislative  matters.  If  there  had  been  any  hint 
that  the  Revenue  Act  of  1950  might  be  construed  by 
the  Service  as  authority  to  tax  their  advertising  in- 
come and  that  of  their  members,  they  would  have  ex- 
pressed themselves  appropriately  at  the  committee 
hearings. 

Charitable  and  scientific  organizations  are  not 
supposed  to  engage  in  lobbying,  but  I am  sure  they, 
too,  would  have  found  some  way  through  their 
friends  and  patrons  to  express  their  views  on  the 
matter  to  Congress. 

I do  not  believe  that  a valid  regulation  taxing  ad- 
vertising income  per  se  can  be  drafted  under  existing 
law. 

The  Internal  Revenue  Service  acknowledges  that 
an  official  journal  used  to  communicate  with  members 
is  a substantially  related  activity.  It  is  difficult  to 
comprehend  how  the  advertising  contained  in  the 
same  publication  can  be  characterized  as  a separate 
and  unrelated  business.  . . 

Obviously,  the  advertising  activities  of  a journal 
“are  not  themselves  independently  producing  in- 
come” since  such  income  can  exist  only  if  the  journal 
exists.  Furthermore,  circulation  and  the  quality  of 
the  editorial  content  will  affect  the  price  and  sal- 
ability of  advertising  space. 

In  view  of  these  considerations,  I do  not  believe 
that  the  Service  will  be  able  to  produce  a valid  regula- 
tion which  would  segregate  the  advertising  of  a 
journal  as  an  independent  and  unrelated  business .... 

In  September  of  this  year,  Congressman  Tom  Cur- 
tis, a Republican,  and  Congressman  John  Watts,  a 
Democrat,  both  members  of  the  House  Committee 
on  Ways  and  Means,  introduced  identical  bills  (H.R. 
12505  and  H.R.  12579)  to  make  it  clear  that  the  ad- 
vertising and  other  income  derived  from  any  publica- 
tion shall  not  be  deemed  to  be  unrelated  business  in- 
come if  the  publication  is  substantially  related  to  the 
organixation’s  purpose. 
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I assume  that  Mr.  Curtis  and  Mr.  Watts  will  re- 
introduce their  bills  at  the  next  session  of  Congress 
and  that  the  organizations  affected  and  the  Service 
will  have  an  opportunity  to  express  their  views  before 
the  Committee  on  Ways  and  Means.  . . 

Exhibit  Income.  Although  it  appears  that  the 
Service  is  considering  a position  that  advertising  in- 
come from  publications  is  taxable  per  se,  the  Service 
recognizes  at  least  in  some  cases  that  trade  show  in- 
come may  be  substantially  related. 

I am  at  a loss  to  understand  the  difference  in  prin- 
ciple for  tax  purposes  between  display  advertising  at 
a trade  convention  and  the  advertising  that  appears 
in  a trade  journal.  Both  may  be  used  as  media  to 
communicate  the  same  information  regarding  the 
same  products. 

A few  promoters  have  tried  to  palm  off  purely  com- 
mercial sales  promotions  as  legitimate  trade  shows. 
However,  it  seems  clear  that  the  trade  show  of  a 
bona  fide  trade  association  should  be  able  to  qualify 
as  a related  part  of  trade  association  activity. 

The  exhibits  at  medical  and  dental  conventions 
should  not  be  confused  with  trade  shows,  although 
there  is  some  similarity.  Most  of  the  objections 
which  the  Service  has  relied  on  in  holding  some  trade 
shows  taxable  simply  do  not  apply  to  medical  society 
exhibits.  For  example,  trade  shows  have  been  chal- 
lenged where  their  apparent  purpose  is  to  provide  a 
market  for  direct  selling  by  individual  members.  In 
contrast,  the  exhibits  at  medical  conventions  serve 
as  a means  of  educating  members,  promoting  the 
practice  of  medicine,  and  thereby  improving  public 
health. 

The  Service  has  considered  as  objectionable  the  ad- 
mission of  the  general  public  together  with  substantial 
sales  activity.  This  objection  cannot  be  applied  to 
exhibits  at  medical  conventions  since  attendance  is 
restricted  to  members  of  the  health  professions. 

A trade  association  whose  principal  source  of  in- 
come is  from  a trade  show  is  vulnerable  to  attack  by 
the  Service.  With  respect  to  medical  societies,  ex- 
hibits are  usually  only  an  incidental  source  of  income 
and  generally  they  are  fortunate  if  they  can  break 
even  on  their  exhibit  hall  activities. 

The  exhibits  at  medical  conventions  are  customar- 
ily divided  between  the  scientific  exhibits  of  research- 
ers, who  occupy  space  gratis,  and  the  exhibits  of  drug 
and  equipment  firms  and  medical  publishers  who 
lease  space  for  a fee.  At  the  booths  of  pharmaceutical 
firms,  literature  and  research  reports  are  distributed 
to  physicians  concerning  the  use  and  contraindica- 
tions for  the  use  of  the  firm's  products,  particularly 
new  drugs. 

One  of  the  ways  in  which  doctors  become  ac- 
quainted with  the  new  drugs  they  prescribe  is  at 
medical  conventions.  The  exhibiting  of  drugs  by 
selected  reputable  manufacturers  has  been  associated 
with  the  annual  conventions  of  medical  societies  for 
more  than  half  a century. 

In  the  exhibit  hall  you  will  also  find  scheduled 
lectures  by  prominent  doctors,  scientists,  and  re- 
searchers. The  program  usually  includes  the  showing 
of  numerous  films  demonstrating  new  surgical  and 
diagnostic  technics  and  methods  of  treatment.  The 
cost  of  these  films  may  be  underwritten  by  nonprofit 
organizations,  but  they  are  also  paid  for  by  commer- 
cial firms  just  for  the  prestige  of  having  their  firm 
name  associated  with  the  film.  You  may  also  find 
“live”  telecasts  of  surgical  operations  which  one 
pharmaceutical  firm  has  been  sponsoring  as  a means 
of  institutional  advertising. 

The  leasing  of  exhibit  space  at  professional  meet- 
ings is  not  a “regular  business  of  a kind  ordinarily 
carried  on  for  profit”  by  taxable  organizations.  . . 

Conclusion.  You  have  heard  a great  deal  of  dis- 
cussion at  this  conference  about  unrelated  business 


income  and  from  all  indications  it  is  likely  to  be  a 
lively  topic  among  tax  lawyers  for  some  time  to 
come.  . . 

We  have  devoted  much  space  to  the  problem 
of  unrelated  business  income.  However,  we 
believe  this  to  be  justifiable — our  physicians 
must  be  made  aware  of  the  tax  situations  which 
confront  us  today. 

Chiropractic  and  Quackery.  Time  after 
time  we  have  resolved  that  we  will  refrain  from 
discussing  our  favorite  topic — chiropractic. 
However,  this  subject  continues  to  rear  its  ugly 
head. 

We  have  been  receiving  an  unusual  number  of 
letters  of  complaint  concerning  chiropractors, 
pseudo-physicians,  and  quackery  in  general. 
Copies  of  all  of  this  material  have  been  transmit- 
ted to  the  State  Education  Department  (Mr. 
Brind,  and  others)  and  the  Attorney  General’s 
office,  and  we  have  requested  that  each  case  be  in- 
vestigated thoroughly.  To  our  knowledge, 
there  have  been  no  startling  exposes. 

Now,  we  see  another  apparent  inequity — an 
impropriety — coming  to  the  surface — one  which 
we  cannot  ignore. 

On  October  13  the  following  article  appeared 
in  the  New  York  Journal  American: 

Some  1,079  chiropractors,  many  of  whom  have 
been  practicing  fifteen  years  or  more,  have  flunked 
the  State’s  first  licensing  examination. 

In  a shattering  blow  to  the  profession,  some  62  per 
cent  of  all  chiropractors  who  took  the  new  test  failed 
to  reach  the  passing  score  of  75,  including  218  who 
had  been  in  practice  fifteen  years  or  more. 

Until  the  test  was  given  last  April,  no  State  exam- 
ination— and  no  State  license — was  needed.  The 
Chiropractic  Association  of  New  York  led  a court 
fight  against  the  law  which  set  up  licensing  exams, 
but  lost  in  the  Court  of  Appeals  last  July. 

The  test  results  showed  that  only  675  out  of  1,754 
chiropractors  passed  and  are  entitled  to  licenses 
according  to  the  State  Education  Department.  The 
rest  must  try  again  when  new  tests  are  offered  De- 
cember 7-11.  Applicants  need  only  take  those  por- 
tions of  the  tests  which  they  flunked  the  first  time. 

New  chiropractors — those  who  have  been  practic- 
ing two  years  or  less — fared  much  worse  than  their 
experienced  colleagues.  In  this  group,  only  16  of 
200  passed. 

Nevertheless,  Association  President  Charles  Kras- 
ner  insisted  it  was  not  as  bad  as  it  looks.  “Many 
[chiropractors]  have  been  out  of  school  for  many 
years,”  he  pointed  out.  And  anyway  just  as  many, 
or  more,  lawyers  and  certified  public  accountants 
flunk  on  their  first  tries  for  licenses. 

The  chiropractors  who  flunked  and  didn’t  get 
licenses  can  go  right  on  practicing  while  they  take 
two  more  examinations  within  a year  of  the  first  one. 

Indeed,  this  is  a sad  situation.  We  have  been 
informed  that  again  this  is  an  edict  of  the  coun- 
sel to  the  State  Education  Department. 

We  brought  the  matter  to  the  attention  of  the 
executive  committee  of  the  Council  at  its 
meeting  on  October  28,  and  we  were  directed 
to  write  to  the  Board  of  Regents  and  the  Gover- 
nor. 

In  accordance  with  these  instructions,  we 
sent  a letter  to  the  Hon.  Edgar  W.  Couper, 
Chancellor  of  the  Board  of  Regents,  on  Novem- 
ber 17  (copies  to  the  Governor,  the  Attorney 
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General,  and  other  members  of  the  Board  of 
Regents,  with  accompanying  notes). 

Among  a few  other  things,  we  had  this  to  say: 

I am  writing  to  you  on  behalf  of  the  Medical  Soci- 
ety of  the  State  of  New  York — to  respectfully  call  to 
your  notice  an  article  which  appeared  in  the  New 
York  Journal  American  of  October  13,  1964,  concern- 
ing the  number  of  applicants  who  failed  the  chi- 
ropractic licensing  examination  administered  by 
the  Education  Department  in  April,  1964  ( copy  is 
herewith  attached).  Actually,  it  speaks  for  itself. 

However,  your  particular  attention  is  invited  to 
the  last  paragraph  of  said  report  which  states  the 
following : 

“The  chiropractors  who  flunked  and  didn’t  get 
licenses  can  go  right  on  practicing  while  they  take 
two  more  examinations  within  a year  of  the  first 
one.” 

I have  been  asked  to  ascertain  if  this  statement  is 
concurred  in  by  the  Education  Department,  and  if 
it  represents  an  official  policy  of  the  Board  of  Regents. 
It  would  appear  that  such  a course  of  action,  if  indeed 
promulgated  by  the  Education  Department,  is  in 
direct  violation  and  contradiction  of  Section  6561, 
Subdivision  Id  (i)  and  (n)  of  the  Education  Law 
which  states: 

“1.  It  shall  be  a misdemeanor  for:  d.  On  and 

after  October  first,  nineteen  hundred  sixty-four,  any 
person  not  licensed  as  provided  in  this  article  to : 

“(i)  practice  or  offer  to  practice  or  hold  himself  out 
as  entitled  to  practice  or  advertise  to  practice  chiro- 
practic; or 

“(ii)  use  in  connection  with  his  name  any  designa^- 
tion  tending  to  imply  or  designate  him  as  a prac- 
titioner or  (sic  ‘of)  chiropractic,  ... 

May  I state  that  we  do  not  know  of  any  other  prac- 
titioner or  groups  of  practitioners  of  any  of  the  pro- 
fessions or  callings  within  the  jurisdiction  of  the 
Education  Department  being  permitted  to  “go  right 
on  practicing”  after  they  have  failed  their  respective 
licensing  examinations  and  have  not  been  licensed 
properly  to  practice  their  vocation.  Surely,  the 
physician  has  not  been  given  this  advantage — despite 
the  fact  that  his  education  and  training  are  so  supe- 
rior to  those  of  the  chiropractor  that  to  even  mention 
it  is  ludicrous. 

The  Medical  Society  of  the  State  of  New  York 
urgently  requests  that,  at  your  earliest  convenience, 
it  be  advised  of  the  official  position  of  the  Board  of 
Regents,  and  its  subordinate  Department  of  Educa- 
tion, on  the  practice  of  chiropractic  in  New  York 
State  by  unlicensed  practitioners — in  view  of  the 
passage  by  the  Legislature  of  Chapter  780  of  the 
Laws  of  1963. 

Also,  this  turn  of  events  makes  us  wonder  how 
many  “bootleg”  chiropractors  neglected  to  take  the 
state  licensing  examinations — but  still  are  practicing 
(please  see  Friday,  November  13,  issue  of  the  New 
York  World  Telegram — “Heard  Around  City  Hall”). 
Definitely,  this  would  constitute  a perpetration  of 
deceit  and  fraud  on  the  public. 

Quackery.  On  March  25  your  executive  vice- 
president  attended  a Conference  on  Medical 
Quackery,  sponsored  by  the  Louisiana  State 
Medical  Society.  The  meeting  was  held  in 
Baton  Rouge  and  was  very  well  attended. 

We  delivered  a talk  on  “Should  Chiropractors 
be  Licensed?”  The  Louisiana  hospitality  was 
superb  and  the  audience  was  very  appreciative 
of  what  we  had  to  offer.  Of  course,  Louisiana, 
as  well  as  Mississippi  and  Massachusetts,  does 
not  recognize  chiropractic. 

On  April  1,  George  H.  Hauser,  M.D.,  presi- 


dent of  the  Louisiana  State  Medical  Society, 
wrote  to  us: 

“On  behalf  of  the  Louisiana  State  Medical 
Society,  I wish  to  express  appreciation  for  the 
outstanding  talk  you  gave  at  our  recent  Con- 
ference on  Medical  Quackery  ...  . We  have 

already  had  many  favorable  comments  on  the 
meeting  and  are  most  encouraged  by  them. 

“Again,  our  thanks  to  you  and  the  Medical 
Society  of  the  State  of  New  York  for  helping 
us  make  the  Louisiana  State  Medical  Society’s 
first  Conference  on  Medical  Quackery  a success.” 

The  A.M.A.  and  the  Food  and  Drug  Ad- 
ministration have  conducted  two  National 
Congresses  on  Medical  Quackery  in  Washington, 
in  1961  and  1963.  They  have  suggested 
strongly  that  this  be  done  on  a state  level.  A 
number  of  states  have  followed  this  wise  recom- 
mendation. There  is  much  to  be  done  in  this 
direction  throughout  the  country.  It  is  fright- 
ening to  learn  that  approximately  one  billion 
dollars  is  spent  annually  in  the  United  States — 
for  quack  drugs  and  devices — useless  “cures,” 
mechanical  gadgets,  food  fads,  and  so  forth. 

In  his  inaugural  address,  our  president  ad- 
vised us  to  organize  a New  York  State  Congress 
on  Medical  Quackery.  This  idea  was  endorsed 
by  the  House  of  Delegates  in  February. 

The  Division  of  Communications  has  taken 
over  this  important  task.  A number  of  meet- 
ings with  interested  parties  already  have 
been  held.  Its  report  will  describe  more  fully 
this  activity.  The  Congress  on  Quackery  is 
scheduled  for  April  7,  1965. 

Osteopathy  and  Medicine.  In  our  last  re- 
port and  supplementary  report  to  the  House  of 
Delegates,  we  reviewed  the  D.O.-M.D.  situation. 
You  will  remember  that  we  stressed  the  fact  that 
we  had  submitted  a brief  to  the  Chancellor  of 
the  Board  of  Regents,  protesting  the  decision 
of  the  counsel  to  the  State  Education  Depart- 
ment that  an  unearned  degree  of  M.D.,  ob- 
tained simply  by  paying  a fee  to  the  newly 
organized  California  College  of  Medicine  (form- 
erly a school  of  osteopathy) , would  be  recognized 
as  bona  fide  in  our  State. 

Mr.  Couper’s  reply  was  unsatisfactory — 
“the  Regents  concurred  in  this  view”  (Mr 
Brind’s  opinion) . 

At  this  time  all  is  not  quiet  on  this  “front.” 
The  recognition  of  the  “purchased”  degree  is 
still  the  subject  of  much  discussion.  We  have 
been  informed  that  a number  of  the  members  of 
the  Board  of  Regents  are  not  satisfied  with  the 
present  situation.  It  appears  that  some  “con- 
trary action”  may  still  be  considered,  in  order 
to  eliminate  what  we  believe  to  be  an  injustice. 
We  hope  that  the  “powers-that-be”  will  see 
the  true  light. 

The  Council  has  ruled  that  the  D.O.-M.D.’s 
will  not  be  admitted  to  membership  in  the 
State  Society — “It  is  the  sense  of  this  Council 
that  active  membership  in  this  Society  shall  be 
limited  to  graduates  of  recognized  medical 
schools  who  have  completed  not  less  than  four 
satisfactory  courses  of  at  least  eight  months  each 
in  a medical  school  in  this  country  or  Canada 
registered  as  maintaining  at  the  time  a stand- 
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ard  satisfactory  to  the  Department  of  Educa- 
tion, or  in  a medical  school  in  a foreign  country 
maintaining  a standard  not  lower  than  that 
prescribed  for  medical  schools  in  this  State; 
and  that  the  county  societies  amend  their  con- 
stitutions and  bylaws  accordingly/’ 

There  is  an  A.M.A.  Committee  on  Osteopathy 
and  Medicine.  The  Board  of  Trustees  of  the 
American  Medical  Association  has  approved 
“the  requests  of  this  committee  and  has  author- 
ized it  to: 

“(1)  continue  to  be  available  to  (a)  state 
medical  societies  which  wish  to  explore  methods 
by  which  to  give  M.D.  status  to  osteopaths, 
and  ( b ) osteopaths  who  wish  to  discuss  mutual 
problems; 

“(2)  continue  to  keep  abreast  of  M.D.-D.O. 
relations  and  to  keep  the  states  informed; 

“(3)  prepare  articles  and  editorials  on  this 
subject  for  publication  in  the  AM  A 

News,  and  other  publications; 

“(4)  encourage  the  state  medical  societies 
to  establish  committees  on  osteopathy;  and 

“(5)  meet  with  representatives  of  the  Federa- 
tion of  State  Boards  of  Medical  Examiners  or 
with  the  editorial  writers  of  the  Federation 
Bulletin .” 

We  do  not  agree  with  the  aims  of  this  com- 
mittee. 

On  April  30  the  members  of  our  Joint  Com- 
mittee with  the  Osteopathic  Society  and  our 
Ad  Hoc  Committee  on  Osteopathy  met  with 
the  A.M.A.  Committee  on  Osteopathy  and 
Medicine  at  our  headquarters.  Members  of 
our  staff  also  were  present,  and  the  Medical 
Society  of  the  State  of  New  Jersey  was  rep- 
resented. 

(Evidently  the  committee  of  the  American 
Medical  Association  is  committed  to  the  philos- 
ophy of  merging  osteopathy  into  medicine 
at  any  cost  and  advocates  that  (a)  states  be  en- 
couraged to  grant  M.D.  licenses  to  D.O.’s  who 
meet  acceptable  standards  of  knowledge  and 
ethics;  (b)  the  surgeon  general  be  encouraged  to 
grant  commissions  to  D.O.-M.D.’s.) 

The  chairman  of  the  A.M.A.  committee 
stated:  “There  should  not  be  two  different 

types  of  physicians  in  this  country  practicing 
medicine  with  two  different  sets  of  rules  in  two 
different  ‘ball  fields.’  ” 

Your  executive  vice-president  and  others 
pointed  out  what  we  have  declared  repeatedly — 
that,  at  present,  our  disagreement  is  not  with 
the  osteopaths  who  are  licensed  to  “practice 
medicine  and  surgery”  in  New  York  State; 
but  we  question  strongly  the  granting  of  the 
degree  of  M.D.  to  persons  who  have  never 
attended  a medical  school — by  simply  paying 
a fee  of  about  $65 — and  we  deplore  the  recogni- 
tion of  that  degree  in  New  York.  The  State 
of  New  Jersey,  which  does  not  approve  the 
D.O.-M.D.,  echoed  this  stand. 

We  were  distressed  especially  by  the  fact 
that  a member  of  the  A.M.A.  committee  is  one 
of  the  D.O.-M.D.’s  who  obtained  his  M.D. 
degree  from  the  new  California  College  of  Medi- 
cine— without  having  spent  even  one  day  in  a 
school  of  medicine.  On  being  questioned, 


this  gentleman — who  received  his  D.O.  in  1962 
and  his  M.D.  in  California  soon  thereafter, 
and  who  now  sits  with  the  A.M.A.  committee 
at  all  its  deliberations — admitted  that  he  de- 
sires to  practice  medicine  and  surgery  as  a 
doctor  of  medicine,  because  the  arrangement 
affords  him  greater  stature,  a status  which  he 
could  not  attain  by  being  only  an  osteopath. 

The  D.O.-M.D.’s  in  California  were  not 
admitted  to  the  county  medical  societies.  A 
“41st  county  society”  was  organized.  Now 
it  is  contemplated  that  the  regular  county  so- 
cieties will  take  them  in — by  transfer. 

The  discussion  was  long  and,  at  times,  acri- 
monious. 

Incidentally,  on  May  12  four  osteopaths 
visited  the  office  of  your  executive  vice-presi- 
dent. These  gentlemen  also  desire  to  be 
M.D.’s — in  opposition  to  the  precepts  of  the 
official  state  society  of  osteopathy — the  degrees 
to  be  granted  by  the  Medical  Society  of  the 
State  of  New  York  or  the  University  of  the 
State  of  New  York.  They  were  informed  that 
we  do  not  have  this  power. 

These  men  would  be  willing  to  attend  “post- 
graduate” courses,  providing  there  was  no 
interference  with  their  practices.  In  other 
words,  the  “medical  education”  and  practice 
of  osteopathy  would  run  concurrently.  This  is 
another  angle  previously  unexplored. 

Another  meeting  with  the  A.M.A.  Committee 
on  Osteopathy  and  Medicine  was  held  on  Sep- 
tember 19.  Again,  the  physicians  from  New 
Jersey  were  present.  In  addition,  representa- 
tives of  the  Pennsylvania  Medical  Society 
attended. 

Very  little  new  was  added.  The  A.M.A. 
committee  adhered  to  its  philosophy  that  we 
must  unite  and  “become  one,”  even  at  the 
expense  of  eventually  awarding  the  degree  of 
doctor  of  medicine  to  all  doctors  of  osteopathy. 
This  opinion  was  advanced  despite  declara- 
tions by  the  Pennsylvania  people  (one  of  them 
dean  of  a great  medical  college)  that  the  schools 
of  osteopathy  are  markedly  inferior  to  our 
schools  of  medicine  and  fail  to  meet  basic  mini- 
mum standards.  In  other  words,  the  A.M.A. 
committee  would  confer  M.D.  degrees  on  poorly 
educated  and  inadequately  trained  individuals 
and  would  thus  give  them  a “cloak  of  respecta- 
bility”; the  M.D.  degree  would  conceal  their 
shortcomings. 

We  might  add  that,  despite  all  such  dis- 
closures, Pennsylvania  supports  the  A.M.A. 
stand.  New  Jersey  will  have  no  part  of  it. 

We  believe  that  you  will  be  interested  in  the 
following  two  articles  which  have  appeared  in 
the  Federation  Bulletin,  published  monthly 
by  the  Federation  of  State  Medical  Boards  of 
the  United  States. 

July  1964-  Issue 

To  answer  the  many  questions  about  the  proposed 
granting  of  M.D.  degrees  to  osteopaths  in  Washington 
we  wrote  to  President  John  Fiorino  of  the  Board  of 
Medical  Examiners  who  kindly  supplied  us  with  the 
essential  details  which  follow. 

On  February  28,  1964,  a new  medical  school,  the 
Washington  College  of  Physicians  and  Surgeons,  was 
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created  after  it  had  been  duly  chartered.  It  was 
approved  by  the  executive  committee  of  the  Wash- 
ington State  Medical  Association.  The  curriculum 
consisted  of  twelve  consecutive  Saturday  afternoon 
classes  of  four  hours  each.  The  student  body  was 
composed  of  54  osteopaths  who  aspired  to  the  degree 
of  doctor  of  medicine  which  would  be  granted  to  each 
at  the  completion  of  the  classes.  After  this  sole  purpose 
had  been  accomplished  the  school  would  have  been 
disbanded  leaving  no  memorial  but  54  unearned 
M.D.  degrees. 

But  the  sponsors  of  the  Washington  College  of 
Physicians  and  Surgeons  reckoned  without  the  Board 
of  Medical  Examiners  of  Washington.  On  March  20, 
1964,  at  an  open  hearing  the  board  decided  that  the 
school  could  not  be  approved  or  accredited  because  it 
failed  to  meet  several  legal  requirements;  for  ex- 
ample, the  medical  diploma  must  be  procured  in  the 
regular  course  of  instruction  and  examination,  the 
college  must  show  that  it  provides  adequate  instruc- 
tion in  specified  subjects  and  that  it  provides  clinical 
instruction  in  hospital  wards  and  outpatient  clinics 
under  guidance. 

Dr.  Fiorino  further  pointed  out  that  the  Washing- 
ton legislature  has  imposed  the  duty  of  determining 
the  adequacy  of  a medical  school  on  the  board  and 
not  on  any  other  agency;  accreditation  was  denied 
because  the  instruction  was  considered  inadequate 
to  protect  the  health  of  the  citizens  of  Washington. 
Incidentally,  the  Washington  Osteopathic  Associa- 
tion was  also  opposed  to  the  college.  The  school 
promptly  discontinued  its  classes  when  it  was  denied 
accreditation. 

Thus,  the  Washington  Board  of  Medical  Exam- 
iners, by  standing  firm  and  upholding  the  law  of  the 
land,  probably  against  severe  pressure,  has  made  a 
distinct  contribution  to  the  welfare  of  the  citizens 
of  the  entire  United  States.  Moreover  it  has  refused 
to  compound  the  confusion  caused  by  the  creation 
of  the  new  M.D.’s  by  the  State  of  California.  Al- 
though the  standards  of  the  Washington  College  of 
Physicians  and  Surgeons  were  actually  post-Flexner 
compared  with  those  of  the  California  school  which 
merely  invited  osteopaths  to  apply  for  M.D.  degrees, 
it  is  incomprehensible  that  it  had  the  blessings  of 
reputable  organizations.  These  seemed  to  be  dom- 
inated by  the  group  which  believes  in  amalgamation 
at  any  price  regardless  of  the  wishes  of  the  osteopaths 
and  certainly  with  little  or  no  attention  to  the 
maintenance  of  medical  standards.  They  claim  that 
their  intention  is  to  elevate  standards  by  eliminating 
the  osteopaths  entirely  and  point  to  the  good  effects 
of  the  absorption  of  the  homeopaths  many  years  ago. 
The  more  blatant  cynics  among  this  group,  when 
confronted  with  the  argument  that  patients  will  be- 
come progressively  more  bewildered  when  seeking  the 
best  medical  care,  reply  that  this  will  only  be  a tem- 
porary situation  and  will  last  for  twenty-five  years  at 
the  most.  Which  reminds  us  of  the  heads  of  certain 
foreign  governments  who  have  just  as  ruthlessly  if 
less  subtly  proclaimed  that  it  is  often  necessary  to 
sacrifice  a number  of  people  for  the  success  of  the 
regime  and  the  good  of  the  people  as  a whole. 

The  Washington  board  is  to  be  congratulated  on 
its  courage  in  so  firmly  upholding  the  law  and  it  is 
fortunate  that  it  was  in  a position  to  do  so.  In  many 
other  states  such  a stand  by  their  boards  would  be 
impossible  as  they  have  delegated  the  approval  of 
medical  schools  to  outside  agencies.  The  Washington 
stand  is  an  example  of  the  most  conscientious  applica.- 
tion  of  states’  rights. 

October  1964  Issue:  “ Missouri's  Reply  to  the 

‘M.D.’s’  ” 

In  October,  1963,  two  osteopaths  holding  “M.D.” 
degrees  from  the  California  College  of  Medicine  ap- 
plied for  licenses  to  practice  as  doctors  of  medicine 


in  Missouri.  Their  applications  were  rejected  by  the 
State  Board  of  Registration  for  the  Healing  Arts  for 
the  State  of  Missouri.  The  “M.D.’s”  appealed  to  the 
Circuit  Court  of  Cole  County  which  upheld  the  ruling 
of  the  Board. 

The  appeal  of  the  osteopaths  was  rejected  for  the 
following  reasons:  (1)  The  Missouri  Medical  Prac- 

tice Act  requires  that  an  applicant  for  licensure 
“present  the  Board  with  not  only  a diploma  from  a 
medical  school  but  also  with  evidence  that  such 
diploma  was  earned  by  attendance  through  four  aca- 
demic years,  as  in  a school  of  medicine.”  (2)  “.  . . It 
was  stipulated  by  all  parties  that  the  plaintiffs  had 
never  studied  or  taken  any  course  in  any  medical 
school.  . . .”  (3)  “That,  due  to  the  judicial  admis- 

sions of  the  parties,  the  so-called  ‘diplomas  of  gradua- 
tion’ mentioned  in  the  stipulation  of  facts,  are  not  in 
truth  diplomas  of  graduation  in  the  sense  intended  by 
section  334.031  and  334.047 . . . and  they  do  not  entitle 
plaintiffs  to  recognition  by  that  agency  (The  State 
Board  of  Registration)  of  the  academic  degrees  pur- 
portedly conferred  by  the  diplomas,  which  are 
merely  ceremonial  and  memorial  and  in  no  sense 
representative  of  attendance  at  a reputable  medical 
college  or  completion  of  the  course  of  study  of  such 
institution.  . . .” 

Many  people  concerned  with  medical  licensure 
have  been  watching  this  case  with  much  interest. 
This  is  the  first  known  attempt  of  the  California 
“M.D.’s”  to  force  recognition  of  their  “degrees”  on 
a Board  of  Medical  Examiners.  We  do  not  know 
whether  an  appeal  is  pending.  But  this  case  could 
prove  to  be  an  important  precedent  and  may  offer 
solace  to  many  state  boards  who  have  been  concerned 
about  the  problem. 

Originally  it  was  stated  that  the  California 
“M.D.’s”  would  not  constitute  a national  problem 
because  they  only  intended  to  be  licensed  in  Cali- 
fornia and  they  would  consider  it  unthinkable  to 
move  from  that  great  state.  But  at  least  two  of  them 
were  lured  by  the  charms  of  Missouri  to  the  extent 
that  they  were  willing  to  spend  much  time  and 
trouble  to  make  their  “M.D.”  degrees  hold  up  in 
that  state. 

It  is  possible  that  some  states  whose  laws  do  not 
stipulate  that  the  owner  of  an  M.D.  degree  must 
prove  that  it  was  earned  may  encounter  trouble  but 
we  doubt  it.  The  unequivocal  language  of  another 
portion  of  the  Missouri  decision  is  worth  quoting. 
“That  under  the  facts  of  this  case,  the  State  Board  of 
Registration  for  the  Healing  Arts  had  no  authority 
to  enter  after  the  names  of  the  licensees  the  degree  of 
doctor  of  medicine  upon  their  respective  licenses. 
However,  even  if  the  Board  should  be  held  to  possess 
the  discretion  to  grant  recognition  of  such  degree,  its 
denial  of  the  plaintiffs’  applications  herein  was  not 
unreasonable,  arbitrary  or  capricious.” 

The  decision  of  the  Missouri  Court  may  have  far 
reaching  influence  in  deciding  the  future  status  of  the 
California  “M.D.’s,”  in  other  states;  in  fact  their 
status  may  already  be  clarified  by  this  precedent. 

Miscellaneous. 

Planning  Committee  for  Medical  Policies. 
We  have  read  Norman  Moore’s  report  of  the 
Planning  Committee  for  Medical  Policies. 
For  years,  Dr.  Moore  has  been  in  a position  to 
evaluate  the  work  of  this  group.  We  agree 
wholeheartedly  with  his  recommendation  “that 
the  House  of  Delegates  dissolve  the  Planning 
Committee  at  the  1965  meeting.” 

Two  years  ago,  in  our  report  to  the  House  of 
Delegates,  we  stated: 

When  we  were  out  in  Los  Angeles  for  the  clinical 
meeting  of  the  American  Medical  Association  during 
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the  latter  part  of  last  November,  we  visited  and  re- 
viewed some  of  the  activities  of  the  California  Medi- 
cal Society.  We  were  impressed  greatly  by  its  Bu- 
reau of  Research  and  Planning,  organized  in  1959. 

Their  council  appointed  an  ad  hoc  committee  to 
study  the  problem.  It  arrived  at  these  conclusions: 
that  the  basic  economic  objective  was  the  preservar- 
tion  of  the  private  practice  of  medicine;  that  a 
library  adequate  to  research  needs  be  established 
under  the  direction  of  a competent  librarian;  and 
that  a full-time  research  director  of  adequate  back- 
ground and  orientation  be  found  to  assist  in  organiz- 
ing an  over-all  research  program  for  the  Association 
and  to  implement  this  program  as  directed. 

The  ad  hoc  committee  further  recommended  to 
the  council  of  the  California  Medical  Society  that 

“1.  The  primary  function  would  be  to  determine 
types  in  order  of  priority  of  research  projects  in  rela- 
tion to  its  contribution  to  public  welfare,  importance 
to  C'M.A.,  benefit  to  the  C.M.A.  members,  length 
of  time  required,  and  cost. 

“2.  To  recommend  to  the  appropriate  commission 
or  the  council  when  a specific  research  or  planning 
project  should  be  discontinued. 

“3.  To  develop  an  annual  research  and  planning 
budget  in  cooperation  with  the  director  of  research 
and  director  of  commissions  and  committees. 

“4.  To  review  and  recommend  to  the  council  for- 
approval  or  disapproval  all  research  reports  before 
release  to  any  source. 

“5.  Develop  and  initiate  long-range  plans  and 
programs. 

“6.  Research  findings  could  be  forwarded  to  the 
originating  commission  and  the  council. 

“7.  In  case  of  conflicting  research  requests,  in 
terms  of  time,  cost,  personnel,  and  other  facts,  the 
priority  determination  should  be  referred  to  the 
Council.” 

The  California  bureau  has  discussed  the  following 
areas  in  order  to  determine  specific  research  projects 
and  priorities:  the  insurance  mechanism,  education, 
organization  and  distribution  of  medical  services, 
communication,  historical,  philosophic,  and  socio- 
logic concepts,  membership  relations,  labor  rehabili- 
tation, quality  of  medical  care,  political  implications, 
and  preventive  medicine. 

We  believe  that  this  is  a step  in  the  right  direction. 
Statistics  and  conclusions  of  various  intensive  studies 
are  available,  at  a moment’s  notice,  for  media  of 
communication  interviews,  writing  of  speeches,  and 
many  other  purposes.  Thought  should  be  given  to 
this  type  of  project  in  our  State. 

We  have  not  concentrated  on  this  idea — be- 
cause we  felt  that  our  financial  affairs  should 
be  in  order  before  we  broached  the  subject 
again.  We  hope  that  in  the  not-too-distant 
future  we  will  be  able  to  sponsor  a project  of 
this  type. 

Annual  Meeting  of  Connecticut  State  Medical 
Society.  Your  executive  vice-president,  rep- 
resenting the  Medical  Society  of  the  State  of 
New  York,  attended  the  172nd  annual  meeting 
of  the  Connecticut  State  Medical  Society,  in 
Hartford,  April  28  and  29. 

The  House  of  Delegates  met  on  the  first  day. 
The  second  day  was  devoted  to  scientific  ses- 
sions and  the  annual  dinner,  which  we  enjoyed 
greatly.  We  were  received  in  the  usual  Con- 
necticut hospitable  manner. 

At  the  House  of  Delegates  meeting,  Morris  P. 
Pitock,  M.D.,  the  outgoing  president,  reported 
on  his  visit  to  our  February  convention.  He 
stated:  “The  regal  manner  in  which  the  dele- 


gates are  entertained  by  the  Medical  Society  of 
the  State  of  New  York  has  no  duplicate  else- 
where to  my  knowledge.” 

Two  actions  of  the  Connecticut  House  should 
be  of  tremendous  interest  to  us,  as  follows: 

Whereas,  On  January  23,  1964,  Con- 
necticut Medical  Service,  Inc.  did,  in  fact,  disa- 
vow the  sponsorship  of  CMS  by  the  Connecticut 
State  Medical  Society,  Inc.  by  amending  the 
CMS  Bylaws  so  as  to  deprive  the  Society  of 
its  right  to  name  the  physician  members  and 
directors  of  CMS,  Inc. ; therefore  be  it 

Resolved,  That  the  House  of  Delegates  of 
the  Connecticut  State  Medical  Society  rec- 
ognize as  a fact  that,  on  January  23,  1964, 
Connecticut  Medical  Service,  Inc.  did  disa- 
vow the  sponsorship  of  the  Connecticut  State 
Medical  Society,  Inc.,  by  amending  the  CMS 
Bylaws  so  as  to  deprive  the  Society  of  its 
right  to  name  the  physician  members  and 
directors  of  CMS,  Inc.,  and  confirm  that, 
because  of  this  disavowal,  sponsorship  of 
Connecticut  Medical  Service,  Inc.  by  the 
Connecticut  State  Medical  Society,  Inc.  no 
longer  exists. 

Whereas,  Past  experience  has  shown  that 
no  satisfactory  relationship  can  endure  be- 
tween the  Connecticut  State  Medical  Society, 
Inc.  and  third  party  agencies,  such  as  Connec- 
ticut Medical  Service,  Inc.,  in  the  absence  of 
formal  legal  agreements  which  stipulate  the 
rights,  powers,  duties,  and  obligations  of  each 
toward  the  other;  therefore  be  it 

Resolved,  That  the  House  of  Delegates  of  the 
Connecticut  State  Medical  Society,  Inc.  es- 
tablish the  policy  that  the  Society  shall  engage 
in  no  further  sponsorship  of  any  third  party 
agency  unless  and  until  there  shall  exist  for- 
mal, written,  legal  agreements  between  the 
Society  and  the  third  party  agency  seeking 
sponsorship,  said  agreements  to  specify  the 
rights,  powers,  duties,  and  obligations  of  the 
Society  and  the  third  party  concerned. 

Ralph  L.  Gilman,  M.D.,  of  Storrs,  Connec- 
ticut, took  over  the  presidency.  James  R. 
Cullen,  M.D.,  who  has  been  a delegate  to  the 
American  Medical  Association  for  a number  of 
years,  was  elected  president-elect. 

A.M.A.-E.R.F.  Grants  to  Medical  Schools. 
During  the  early  part  of  March,  “Bing” 
Blasingame  transmitted  to  your  executive  vice- 
president  a number  of  checks  which  represented 
the  allocation  of  1963  A.M.A.-E.R.F.  contribu- 
tions to  the  medical  schools  of  our  State,  as 
follows: 

Albany  Medical  College,  $7,344.07;  Albert 
Einstein  College  of  Medicine  of  Yeshiva  Uni- 
versity, $4,937.91;  Columbia  University  College 
of  Physicians  and  Surgeons,  $7,895.41;  Cornell 
University  Medical  College,  $8,837.91;  New 
York  Medical  College,  Flower  and  Fifth  Avenue 
Hospitals,  $6,800.41;  New  York  University 
School  of  Medicine,  $7,658.41;  State  Uni- 
versity of  New  York  at  Buffalo,  School  of 
Medicine,  $8,005.76;  State  University  of  New 
York  Downstate  Medical  Center  College  of 
Medicine,  $5,382,91;  State  University  of  New 
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York  Upstate  Medical  Center  in  Syracuse 
College  of  Medicine,  $5,900.91;  University  of 
Rochester  School  of  Medicine  and  Dentistry, 
$7,662.91. 

The  checks  were  forwarded  by  your  executive 
vice-president,  acting  on  behalf  of  A.M.A.- 
E.R.F.  and  the  thousands  of  physicians  and 
their  families  who  contributed  a nation-wide 
total  of  $1,208,463  to  the  Foundation  in  1963  for 
medical  school  distribution. 

The  grants  were  accepted  by  the  following: 

Harold  C.  Wiggers,  Ph.D.,  Dean,  Albany 
Medical  College;  Marcus  D.  Kogel,  M.D.,  Dean, 
Albert  Einstein  College  of  Medicine,  Yeshiva 
University;  H.  Houston  Merritt,  M.D.,  Dean, 
Columbia  University  College  of  Physicians 
and  Surgeons;  John  E.  Deitrick,  M.D.,  Dean, 
Cornell  University  Medical  College;  Ralph 
E.  Snyder,  M.D.,  Dean,  New  York  Medical 
College,  Flower  and  Fifth  Avenue  Hospitals; 
Saul  J.  Farber,  M.D.,  Acting  Dean,  New  York 
University  School  of  Medicine;  Douglas  M. 
Surgenor,  Ph.D.,  Dean,  State  University  of 
New  York  at  Buffalo,  School  of  Medicine; 
Joseph  K.  Hill,  Ph.D.,  Acting  Dean,  State 
University  of  New  York  Downstate  Medical 
Center  College  of  Medicine;  Carlyle  F.  Jacob- 
sen, Ph.D.,  Dean,  State  University  of  New  York 
Upstate  Medical  Center  in  Syracuse  College  of 
Medicine;  Donald  G.  Anderson,  M.D.,  Dean, 
University  of  Rochester  School  of  Medicine 
and  Dentistry. 

Through  its  “Funds  for  Medical  Schools” 
program,  the  A.M.A.  has  distributed  more  than 
$14  million  since  1951.  Medical  schools  can 
use  these  grants  for  whatever  purposes  they 
wish. 

The  TV  Show — i(The  Doctors .”  For  some 
time,  a program  called  “The  Doctors”  has 
been  on  television.  It  has  been  shown  in  many 
areas. 

We  have  not  been  able  to  determine  exactly 
how  or  when  we  got  into  the  “act”;  but  the 
programs  have  been  screened  for  “scientific 
accuracy”  by  a member  of  our  Public  Relations 
Committee.  A credit  line,  referring  to  the 
Medical  Society  of  the  State  of  New  York,  has 
appeared  after  the  showing  of  each  film. 

After  viewing  a number  of  these  shows,  the 
widow  of  a physician  reported  to  us  that  they 
were  placing  the  medical  profession  in  a bad 
light  by  depicting  “immoral”  episodes.  The 
member  of  the  Public  Relations  Committee 
concerned  with  monitoring  the  scripts — after 
his  own  review  of  the  films — felt  that  the 
scenarios  “do  not  contain  any  direct  statements 
or  situations  which  are  immoral,  but  the  actual 
production  may  and  allegedly  does  contain 
immoral  implications.”  It  was  his  recom- 
mendation that  we  get  out  of  this  TV  business, 
and  that  we  disapprove  any  further  coopera- 
tion with  “The  Doctors.” 

The  chairman  of  the  Commission  on  Public 
and  Professional  Affairs  and  the  chairman  of  the 
Public  Relations  Committee  endorsed  this 
opinion.  Therefore,  we  notified  NBC  that 
they  discontinue  any  reference  to  the  Medical 


Society  of  the  State  of  New  York  on  their 
programs  and  that  they  no  longer  submit  their 
scripts  to  us.  They  agreed  to  this  demand. 

Welcome  to  New  Members.  During  the  year, 
we  initiated  the  procedure  of  “welcoming” 
all  new  members. 

Following  is  a copy  of  a letter  that  is  being 
sent  to  all  “newcomers”: 

It  is  a pleasure  to  welcome  you  as  an  Active  Mem- 
ber of  the  Medical  Society  of  the  State  of  New  York 
and  the  American  Medical  Association  through  your 
membership  in  the  county  medical  society  of  - — — — — -. 

As  an  Active  Member  of  the  Medical  Society  of  the 
State  of  New  York  you  will  receive  twice  a month  the 
New  York  State  Journal  of  Medicine  and  once  a 
month  the  News  of  New  York,  both  published  by  the 
Society.  Please  allow  six  weeks  for  the  first  issues 
of  these  publications  to  reach  you. 

Active  Members  will  receive  the  1963-64  Medical 
Directory  of  New  York  State,  published  by  the  Society, 
and  your  attention  is  invited  to  pages  139  to  147, 
wherein  the  Principles  of  Professional  Conduct  of  the 
Medical  Society  of  the  State  of  New  York  are  printed 
in  full.  The  enclosed  copy  of  the  Constitution  and 
Bylaws  of  the  State  Society  contains  changes  effective 
since  February,  1964. 

As  an  Active  Member  of  the  American  Medical 
Association  you  will  receive  the  A.M.A.  Journal, 
Today’s  Health,  the  AMA  News,  and  an  A.M.A. 
specialty  journal  selected  by  you. 

All  members  are  cordially  invited  to  attend  the 
annual  meeting  of  the  State  Society,  held  in  New 
York  City  in  February  of  each  year,  to  observe  your 
House  of  Delegates  at  work  and  to  enjoy  our  scientific 
sections  and  exhibits,  as  well  as  our  technical  ex- 
hibits. 

If  you  are  not  already  aware  of  the  State  Society’s 
malpractice  insurance  program,  may  we  suggest  that 
you  contact  the  Society’s  authorized  indemnity 
representative,  James  M.  Arnold,  2 Park  Avenue, 
New  York,  New  York  10016,  for  full  details. 

If  at  any  time  you  have  a question  relating  to  the 
State  Society,  we  would  appreciate  hearing  from  you. 

Joint  Legislative  Committee  to  Revise  and 
Simplify  the  Education  Law.  In  May  we  were 
notified  that  the  Joint  Legislative  Committee 
to  Revise  and  Simplify  the  Education  Law 
(Senator  Earl  Brydges,  chairman)  had  appointed 
a subcommittee  “to  investigate  the  operation 
of  the  existing  Education  Law  as  it  pertains  to 
the  professions.” 

We  were  asked  to  submit  the  following  in- 
formation: 

I.  Criticisms  of  the  existing  law  (“how  is  it 
working?”) ; 

II.  Specific  recommendations  as  to  how  the 
law  should  be  changed  (“How  should  it  be 
run?”). 

We  were  told  that  our  analysis  should  take 
in  three  areas,  as  follows: 

1.  Discipline — Simplifying  and  codifying 
disciplinary  procedures,  in  general,  but  keep- 
ing in  mind  that  each  profession  be  permitted 
to  make  recommendations  about  controls  in  its 
own  field. 

2.  Statutory  licensing  provisions. 

3.  Definitions.  Scope  of  practice  in  each 
profession. 

Our  president  appointed  a ten-man  committee 
to  work  with  the  counsel  to  the  Joint  Committee. 
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Memoranda  requesting  suggestions  and  rec- 
ommendations were  transmitted  to  presidents, 
secretaries,  and  executive  secretaries  of  the 
county  medical  societies;  chairmen,  secre- 
taries, and  delegates  of  sections;  officers  of 
specialty  societies.  The  response  was  poor. 

The  committee  has  convened  on  several  oc- 
casions. The  chairman  will  summarize  the 
deliberations  of  these  meetings  in  his  report. 

The  progress  of  this  project  may  be  delayed 
because  of  the  results  of  the  recent  election. 
With  the  Democrats  now  in  control,  there  will 
be  new  chairmen  and  counsels  of  all  committees. 

The  Woman’s  Auxiliary.  We  have  cooperated 
with  the  Woman’s  Auxiliary  in  every  way 
possible.  The  relationship  between  our  two 
groups  has  been  a healthy  one. 

The  slogan  of  Mrs.  Dominic  R.  Pitaro,  the 
president,  of  Troy,  has  been  “Projecting  a Truer 
Image”- — a very  fine  and  significant  one. 

We  have  renewed  our  efforts  to  assist  the 
Woman’s  Auxiliary  in  two  directions: 

1.  The  incorporation  as  a membership 
corporation  of  the  Woman’s  Auxiliary.  Mr. 
Martin’s  office  has  taken  over  this  project. 

2.  A request  that  the  Internal  Revenue  Serv- 
ice grant  exemption  from  income  tax  to  the 
Auxiliary.  This  program  will  be  delayed  some- 
what pending  incorporation. 

Some  time  ago,  we  brought  these  two  items 
to  the  attention  of  the  president  of  the  Auxiliary. 
She  agreed  wholeheartedly  that  these  matters 
were  important. 

The  request  that  we  approve  a raffle  to  be 
conducted  by  the  Woman’s  Auxiliary,  for  rais- 
ing funds  for  the  A.M.A.-E.R.F.,  was  referred 
to  our  counsel;  and  the  following  was  his  opinion: 

“Quite  clearly  Section  1370  of  the  Penal  Law 
defines  a lottery  as:  ‘a  scheme  for  the  distribu- 
tion of  property  by  chance,  among  persons 
who  have  paid  or  agreed  to  pay  a valuable 
consideration  for  the  chance,  whether  called  a 
lottery,  raffle,  or  gift  enterprise  or  by  some  other 
name.’  Section  1371  reads:  ‘A  lottery  is 

unlawful  and  a public  nuisance.’  Section  1373 
entitled  ‘Selling  Lottery  Tickets’  reads  in 
part:  ‘A  person  who  sells  tickets  ...  is  guilty 

of  a misdemeanor.’  Section  1379,  entitled 
‘Advertising  to  insure  lottery  tickets’  reads  as 
follows:  ‘A  person  who,  by  writing  or  printing, 
or  by  circular  or  letter,  or  in  any  other  way, 
advertises  or  publishes  an  offer,  notice  or  propo- 
sition, in  violation  of  the  last  section,  is  guilty 
of  a misdemeanor.’  Finally,  Section  1384 
entitled  ‘Prizes  in  Lotteries,  Forfeited,’  reads  in 
part:  ‘Any  prize  that  shall  be  drawn  in  any 

lottery  shall  be  forfeited  ...  to  the  use  of  the 
poor  ... 

“It  occurs  to  me,  as  it  has  to  many  of  us, 
that  many  of  these  lotteries  are  in  operation 
principally  on  behalf  of  churches  and  charitable 
organizations,  and  I would  say  further,  that 
you  never  hear  of  anyone  getting  into  trouble 
for  running  one,  but  they  are  strictly  in  viola- 
tion of  the  law. 

“My  thought  is  that  an  organization  with  the 
prominence  of  the  Woman’s  Auxiliary  to  the 
Medical  Society  of  the  State  of  New  York 


might  demean  itself  by  operating  a lottery 
which  is  in  violation  of  the  law.” 

The  women  were  so  notified. 

The  New  York  State  Association  of  Profes- 
sions ( NYSAP ).  A new  profession  was  added 
to  NYSAP — the  certified  public  accountants. 

The  campaign  to  enlist  new  members  is  still  | 
in  progress.  The  organization  is  growing,  but 
slowly. 

Leo  E.  Gibson,  M.D.,  and  your  executive 
vice-president  remain  on  the  board  of  directors. 

The  annual  convention  was  held  at  the 
Americana,  in  New  York  City,  on  November  19. 

We  still  insist  that  NYSAP  has  a great  po- 
tential for  good,  and  should  be  supported  by 
members  of  the  seven  “learned  professions” 
concerned. 

Albany.  In  accordance  with  plans  approved  ; 
by  the  Council,  your  executive  vice-president  1 
visited  Albany  on  several  occasions — to  meet  : 
with  our  legislative  counsel,  the  chairman  of 
the  Commission  on  Public  and  Professional 
Affairs,  the  chairman  of  the  Committee  on  State 
Legislation,  assemblymen,  senators,  and  others. 
What  took  place  in  the  Legislature  will  be 
reported  to  you  by  the  chairman  of  the  Com- 
mission. The  New  York  Times  called  the  1964 
legislative  session  the  greatest  “do-nothing” 
meeting  in  many  years. 

Quackery — A.M.A.  The  Board  of  Trustees  I 
of  the  American  Medical  Association  appointed  \ 
your  executive  vice-president  a member  of 
its  Ad  Hoc  Committee  on  Quackery. 

The  Community  Blood  Council  of  Greater  New  | 
York.  The  Medical  Society  of  the  State  of 
New  York  was  admitted  to  membership  in 
the  Community  Blood  Council.  John  M. 
Galbraith,  M.D.,  was  appointed  our  official 
representative. 

Meetings.  Since  the  last  meeting  of  the 
House  of  Delegates,  your  executive  vice-presi- 
dent has  attended  most  of  the  scheduled  routine 
meetings  and  conferences.  Also,  he  has  been 
present  at  these  “extraordinary”  events: 

1.  The  winter  meeting  of  the  board  of  di- 
rectors of  the  National  Tuberculosis  Associa- 
tion, in  Williamsburg,  Virginia,  February  14 
and  15  (at  no  expense  to  the  State  Society). 

2.  Open  house  reception  and  buffet  for 
members  of  the  State  Legislature,  tendered  by 
the  New  York  State  Association  of  Professions, 
in  Albany,  February  17. 

3.  Meeting  of  the  Woman’s  Auxiliary  to  the 
Medical  Society  of  the  County  of  Queens,  in 
Forest  Hills,  February  25.  Your  executive 
vice-president  discussed  “The  Doctor’s  Image — 
and  What  the  Women  Can  Do  to  Help  Us.” 

4.  Graduate  symposium  on  geriatric  medi- 
cine, conducted  by  the  American  Geriatrics 
Society,  in  New  York  City,  February  28. 

5.  A meeting  of  the  Society  of  Alumni  of 
Bellevue  Hospital,  of  which  Milton  Helpern  is 
president,  in  New  York  City,  March  4.  The 
chief  paper  was  “Medical  Quackery  and  the 
Law,”  delivered  by  the  Honorable  John  W. 
Miner,  Deputy  District  Attorney  and  Chief 
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j of  Medicolegal  Section  of  the  County  of  Los 
; Angeles. 

6.  Reception  and  dinner  of  the  Bankers 
! Trust  Company,  at  the  Canadian  Club  at  the 

Waldorf-Astoria,  March  11.  All  types  of 
businesses  and  professions  were  represented. 

7.  National  Congress  on  Medicine  and 
Pharmacy,  sponsored  by  the  A.M.A.,  the  Amer- 
ican Pharmaceutical  Association,  and  the 
National  Association  of  Retail  Druggists,  in 
Chicago,  March  12  and  13.  We  learned  quickly 
that  all  is  not  harmonious  as  far  as  the  two 
professions  are  concerned.  There  is  much 
pioneering  work  to  be  done  in  the  area. 

8.  The  sixty-fourth  annual  banquet  of  the 
New  York  State  Legislative  Correspondents’ 
Association,  in  Albany,  March  14.  The  show 
“lampooned”  every  politician  of  note.  There 
were  only  two  speakers,  the  district  attorney  of 
Queens  County  and  the  Governor. 

9.  Meeting  of  the  board  of  directors  of  the 
Empire  State  Medical,  Scientific  and  Educa- 
tional Foundation,  in  New  York  City,  March  19. 

10.  Meeting  of  the  A.M.A.  Committee  to 
Review  the  Organization  of  the  House  of  Del- 
egates, in  Chicago,  March  21  and  22.  The 
agenda  was  a long  one.  The  work  of  the  com- 
mittee is  progressing  satisfactorily. 

11.  Meeting  of  the  judging  panel  for  the 
Empire  State  Awards  for  Excellence  in  Med- 
ical Reporting,  in  New  York  City,  March  30. 
The  other  members  were:  Mr.  Norman  Baker, 
editor  of  the  Rockland- Journal  News;  Mr. 
Donald  Cooley,  medical  and  science  writer; 
Andrew  C.  Fleck,  M.D.,  deputy  commissioner 
of  health;  James  J.  Quinlivan,  M.D.,  director  of 
public  health  education,  New  York  State  De- 
partment of  Health. 

12.  Meeting  of  officers  and  directors  of  the 
New  York  State  Association  of  Professions,  in 
New  York  City,  March  31. 

13.  The  first  joint  meeting  of  the  Erie  County 
Medical  Society  and  the  Buffalo  Academy  of 
Medicine,  in  Buffalo,  April  1.  The  dinner  was 
delightful,  and  the  scientific  session  was  very 
instructive.  The  turnout  was  exceptional. 

A friend  of  ours,  Roger  S.  Mitchell,  Jr.,  M.D., 
director  of  the  Webb- Waring  Institute  for 
Medical  Research  in  Denver,  discussed  “Chronic 
Bronchitis  and  Emphysema  Syndrome.” 
Dr.  Mitchell  stressed  three  points:  (a)  Chronic 
bronchitis  and  emphysema  are  two  completely 
distinct  diseases,  which  can  be  distinguished 
by  total  lung  capacity;  (6)  emphysema  is  not 
just  accelerated  aging,  but  is  a disease  with  a 
separate  cause  or  causes;  (c)  chronic  bronchitis, 
emphysema,  black  pigmentation  of  the  lung, 
and  smoking  are  associated. 

14.  Annual  meeting  and  eastern  seaboard 
regional  meeting  of  the  Health  Insurance 
Council,  in  Philadelphia,  April  2.  The  agenda 
included:  (a)  Medical  society  review  committee 
in  action,  a panel  discussion;  ( b ) Medical 
society  review  committee  consultants  panel. 

15.  Regional  workshop  of  AMPAC,  in  New 
York  City,  April  4.  Congressman  Steven  B. 
Derounian,  of  the  Third  District,  New  York, 
delivered  a very  fine,  stirring  address. 


16.  A luncheon  for  Dr.  Stuart  Came,  of 
London,  England,  tendered  by  James  E.  Per- 
kins, M.D.,  managing  director  of  the  National 
Tuberculosis  Association,  in  New  York  City, 
April  8.  Dr.  Came  is  the  assistant  secretary 
of  the  British  College  of  General  Practitioners. 
He  described  the  results  of  his  study  on  air 
pollution  in  Great  Britain.  Hon.  Arthur  J. 
Benline,  Commissioner  of  Air  Pollution  Control 
of  the  City  of  New  York,  also  attended. 

Later,  Dr.  Came  took  us  aside  and  discussed 
the  politics  of  medicine.  The  English  also 
have  their  troubles. 

17.  A dinner  dance  in  honor  of  our  president, 
in  Herkimer,  April  11.  The  county  society 
presented  Dr.  Burgin  with  a lovely  set  of  cuff 
links  and  tie  clasp,  with  the  seal  of  the  Medical 
Society  of  the  State  of  New  York  inscribed  on 
each. 

18.  The  eighteenth  annual  conference  of  the 
Woman’s  Auxiliary,  in  Albany,  April  12  and 
13.  Your  executive  vice-president  was  the 
guest  speaker  at  the  luncheon.  The  subjects 
covered  in  his  talk  were:  reorganization  of  the 
Medical  Society  of  the  State  of  New  York 
headquarters,  legislation,  the  field  service,  the 
War  Memorial  Fund,  the  regional  conferences, 
quackery,  and  the  Empire  State  Medical, 
Scientific  and  Education  Foundation. 

19.  The  annual  trip  to  Washington,  April 
14  and  15.  Undoubtedly,  the  report  of  this 
visit  will  be  presented  by  others. 

20.  A.M.A.  Legal  Conference  for  Medical 
Society  Representatives,  in  Chicago,  April 
16  to  18.  The  program  was  an  ambitious  one: 
“the  struggle  for  tax  equality;  the  mission  of 
medicine  in  keeping  its  house  in  order;  state 
legislation;  what’s  new  with  hospitals — with 
corporate  practice — with  Blue  Shield  and  in- 
surance; selected  problems  of  medical  societies 
(professional  liability  survey,  tax  status  and 
unrelated  business  income,  political  activities, 
membership).” 

Your  executive  vice-president  was  the  mod- 
erator of  one  part  of  the  program,  “Combating 
Quackery.” 

21.  Meeting  of  the  A.M.A.  Committee  on 
Quackery,  in  Chicago,  April  17. 

22.  A meeting  of  the  A.M.A.  delegation,  in 
New  York  City,  on  April  23.  The  A.M.A. 
convention  in  San  Francisco  was  discussed. 

23.  A meeting  with  representatives  of  Bees- 
ton  and  Patterson,  to  discuss  the  replanning 
and  redesigning  of  our  present  headquarters, 
in  New  York  City,  on  April  24.  This  was  in 
accord  with  the  decision  reached  by  the  Bud- 
get and  Finance  Committee  and  confirmed  by 
the  Council  and  Board  of  Trustees. 

24.  A conference  with  Mrs.  Dominic  Pitaro, 
president  of  the  Woman’s  Auxiliary,  in  our 
office,  on  May  1. 

25.  For  some  time,  certain  members  of  our 
staff  have  belonged  to  a bowling  league.  Their 
annual  banquet  was  held  at  the  Forest  Hills 
Inn,  in  Queens,  on  May  5,  at  no  expense  to  the 
Medical  Society  (this  is  not  a fringe  benefit). 

26.  The  annual  meeting  of  the  Woman’s 
Auxiliary  to  the  Onondaga  County  Medical 
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Society,  in  Syracuse,  on  May  6,  the  day  before 
the  regional  conference.  We  discussed  the 
various  programs  of  the  State  Society. 

27.  The  “swearing-in”  of  the  chief  inspector 
of  the  Police  Department  of  the  City  of  New 
York,  at  police  headquarters,  on  May  11.  This 
is  the  highest  position  held  by  a uniformed 
officer. 

28.  At  the  invitation  of  Herman  Hilleboe, 
M.D.,  your  executive  vice-president  spoke 
to  his  class  on  public  health  practice  at  the 
Columbia  University  School  of  Public  Health 
and  Administrative  Medicine,  on  May  13. 
The  subject  was  “Medical  Societies  and  Post- 
graduate Education.” 

29.  A conference  on  “Alcoholism — A Com- 
munity Problem,”  at  the  Hotel  Biltmore,  on 
May  21. 

30.  A meeting  of  the  executive  committee 
of  the  Empire  State  Health  Council,  in  New 
York  City,  on  May  22.  Senator  Metcalf 
presided.  The  Medical  Society  of  the  State 
of  New  York  is  a member  of  this  Council. 
Programs  for  the  future  were  presented  and 
evaluated. 

31.  A meeting  of  the  officers  and  directors  of 
the  New  York  State  Association  of  Profes- 
sions, in  New  York  City,  on  May  26. 

32.  The  annual  meeting  of  the  board  of 
directors  of  the  National  Tuberculosis  Associa- 
tion, in  New  York  City,  on  May  29.  Your 
executive  vice-president  is  a member  of  this 
group. 

Cigaret  smoking  and  health  was  one  of  the 
main  topics  discussed.  A strenuous  effort  will 
be  made  to  bring  this  subject  to  the  attention  of 
our  people,  especially  the  teenagers.  This  is 
in  keeping  with  the  thinking  of  the  Medical 
Society  of  the  State  of  New  York. 

33.  A luncheon  meeting  with  Thomas  H. 
Alphin,  M.D.,  director  of  medical  services  of 
the  Equitable  Life  Assurance  Society  of  the 
United  States,  at  the  Equitable  Building  in 
New  York  City,  on  June  1.  Dr.  Alphin  also 
is  the  chairman  of  the  New  York  State  com- 
mittee of  the  Health  Insurance  Council. 

The  operations  of  the  medical  service  were 
explained  to  us.  Also,  we  talked  about  “re- 
view committees”  and  “mediation  boards,” 
a subject  which  is  being  studied  by  our  Com- 
mittee on  Medical  Care  Insurance.  The 
Medical  Society  of  the  County  of  New  York  is 
doing  an  extraordinarily  fine  job  in  this  area. 

34.  A testimonial  dinner  for  the  Hon.  Steven 
B.  Derounian,  a member  of  the  House  of  Rep- 
resentatives from  the  Third  Congressional 
District  of  Long  Island,  in  Garden  City,  June 
4.  Mr.  Derounian  is  a member  of  the  impor- 
tant Ways  and  Means  Committee;  and — as  we 
have  said  so  often — one  of  the  best  friends  med- 
icine has  in  government. 

We  flew  back  from  Saranac  Lake  to  pay  the 
respects  of  the  Medical  Society  of  the  State  of 
New  York  to  this  fine  man. 

35.  A meeting  of  the  Ontario  County  Medical 
Society,  Geneva,  June  16.  We  talked  about 
the  “Responsibilities,  Hopes,  and  Plans  of  the 
Medical  Society  of  the  State  of  New  York,” 


with  particular  reference  to  the  upstate  county 
medical  societies. 

36.  The  annual  staff  picnic  at  Anthony 
Wayne  State  Park,  Orange  County,  June  17. 

37.  A meeting  of  the  A.M.A.  Committee 
to  Review  the  Organization  of  the  House  of 
Delegates,  in  San  Francisco,  June  20.  We  are 
making  progress.  A conference  with  repre- 
sentatives of  the  scientific  sections  was  held. 

38.  The  113th  annual  convention  of  the 
American  Medical  Association,  in  San  Francisco, 
June  21-25.  On  the  political  front,  our  results 
were  better  than  they  have  been  in  some  time. 
We  elected  a vice-president — Carlton  E.  Wertz. 
All  the  candidates  whom  we  supported — 
except  one — were  successful.  In  some  in- 
stances, we  cast  the  deciding  votes — for  which 
we  have  received  expressions  of  gratitude. 
The  role  that  we  played  in  these  cases  is  known. 
The  one  gentleman  who  “missed  the  boat” 
lost  by  two  votes. 

39.  A meeting  of  the  Subcommittee  on  Med- 
ical Care  (Committee  on  Public  Health),  New 
York  Academy  of  Medicine,  in  New  York 
City,  June  29. 

40.  A meeting  of  the  State  Hospital  Review 
and  Planning  Council,  in  Albany,  June  30. 
Norman  S.  Moore,  M.D.,  presided. 

41.  The  four-county  outing  meeting  (Oneida, 
Herkimer,  Madison,  Chenango),  in  Utica, 
July  9.  Our  president  was  the  guest  speaker. 
We  were  asked  to  say  a few  words. 

42.  A meeting  of  the  Committee  on  Public 
Health  and  Education  and  the  chairmen  of  its 
subcommittees,  in  Albany,  July  16.  Again, 
this  was  an  outstanding  conference.  Truly, 
it  represents  a “meeting  of  the  minds”  of  those 
concerned  with  the  problems  of  health  in 
many  areas. 

This  joint  get-together,  established  some  time 
ago  by  our  very  able  chairman,  is  improving 
each  year.  The  spirit  of  understanding  and 
cooperation  that  has  developed  is  outstanding. 

43.  A meeting  of  the  convention  committee 
of  the  New  York  State  Association  of  Profes- 
sions, in  New  York  City,  July  22. 

44.  A meeting  with  representatives  of  Blue 
Shield  of  Western  New  York,  in  New  York 
City,  on  July  25.  We  talked  about  the  prob- 
lem of  the  podiatrists  and  Blue  Shield. 

The  Blue  Shield  of  Western  New  York  will 
take  “legal  action”  against  the  State  Attorney 
General  to  review  the  September  8,  1959, 
opinion  of  the  Solicitor  General  of  the  State 
Attorney  General’s  office  concerning  the  “Keller 
procedure.”  The  Medical  Society  of  the  State 
of  New  York  is  being  asked  to  act  as  amicus 
curiae  in  this  case.  Of  course,  the  matter  was 
referred  to  the  Committee  on  Medical  Care 
Insurance. 

45.  We  were  supposed  to  attend  the  staff 
meeting  of  the  Amot-Ogden  Hospital,  in  Elmira, 
on  August  5.  The  night  before  was  spent  in 
the  company  of  Bill  Boland,  who  for  a number 
of  years  has  invited  us  to  this  affair. 

However,  Bill  passed  away  suddenly  at  our 
side — in  Coming — during  the  late  morning  of 
August  5.  After  taking  us  through  the  new 
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building  at  St.  Joseph’s  Hospital,  of  which  he 
was  extremely  proud,  he  had  driven  us  to  view 
the  Coming  Glass  Works.  This  was  a sad  experi- 
ence. 

46.  Funeral  services  for  Bill  Boland,  at  the 
Congregational  Church,  in  Elmira,  on  August 

7. 

Bill  was  beloved  in  his  community,  not  only 
because  he  was  a well- trained,  competent  and 
dedicated  doctor  of  medicine  who  served  the 
people — rich  and  poor  alike — -with  an  extraor- 
dinary, intense  fervor;  but,  what  is  more  im- 
portant, he  was  a very  kind,  understanding, 
warm,  devoted  friend  to  everyone  whose  great 
fortune  it  was  to  be  a part  of  his  life.  The 
charitable  work  which  he  performed  became  a 
legend  in  his  area. 

47.  A meeting  of  the  A.M.A.  Committee  on 
Quackery,  in  Chicago,  August  21.  This  was 
an  all-day  conference,  which  touched  on  every 
phase  of  chiropractic  throughout  the  country. 
We  were  assigned  the  task  of  speaking  about 
“Education  of  the  Profession  and  Public.” 

48.  A meeting  with  representative  of  Eastern 
Airlines,  in  New  York  City,  August  28.  We 
talked  about  the  trip  of  the  Medical  Society  of 
the  State  of  New  York  delegation  to  the  A.M.A. 
clinical  convention  in  Miami  Beach. 

49.  A meeting  with  John  Sargeant,  executive 
secretary  of  the  Medical  and  Chirurgical  Faculty 
of  Maryland  (state  medical  society),  in  New 
York  City,  September  1.  At  one  time,  Jack 
was  executive  secretary  of  the  Broome  County 
Medical  Society.  He  described  Maryland’s 
“own  building” — the  problems  and  advantages. 
What  he  had  to  say  will  be  transmitted  at  the 
proper  time  to  the  Ad  Hoc  Committee  for  Our 
Own  Building. 

50.  Meeting  of  the  Ad  Hoc  Committee  to 
Study  the  Revision  of  the  Education  Law,  in 
New  York  City,  September  1.  Undoubtedly 
the  chairman  will  submit  a report  of  this  ac- 
tivity. 

51.  A meeting  of  the  steering  committee  for 
the  Congress  on  Medical  Quackery,  New  York 
City,  September  2.  Representatives  of  various 
agencies,  including  a number  in  government 
service,  were  present.  The  chairman’s  report 
will  describe  what  took  place. 

52.  A meeting  of  a subcommittee  of  doctors 
of  medicine  and  the  Governor’s  Committee  on 
Hospital  Costs,  in  New  York  City,  September 
3.  Waring  Willis,  M.D.,  was  chairman. 

53.  A meeting  of  the  board  of  directors  of  the 
New  York  State  Association  of  Professions,  in 
New  York  City,  September  9. 

54.  The  third  annual  joint  meeting  of  the 
Fifth  and  Sixth  District  Branches,  in  Saratoga, 
September  12.  Milton  Helpem,  M.D.,  was 
the  guest  speaker. 

55.  The  President’s  Dinner  Dance  of  the 
Richmond  County  Medical  Society,  New  Dorp, 
Staten  Island,  on  September  26. 

56.  Luncheon  meeting  with  Mrs.  Leif  Jensen, 
in  New  York  City,  October  7.  We  discussed 
the  role  of  the  Woman’s  Auxiliary  at  the  A.M.A. 
convention  in  New  York  City  in  June,  1965. 

57.  A meeting  of  the  A.M.A.  Committee  to 


Review  the  Organization  of  the  House  of  Del- 
egates, in  Chicago,  October  14  and  15.  The 
Council  on  Medical  Education  was  reviewed 
thoroughly. 

58.  Dinner  meeting  at  Manhattan  College, 
New  York  City,  on  October  19.  Brother 
Amandus  Leo  was  the  host.  This  was  a con- 
ference of  the  education  committee  of  the  New 
York  State  Association  of  Professions. 

59.  Meeting  of  the  first  district  of  the 
Woman’s  Auxiliary  to  the  Medical  Society  of  the 
State  of  New  York,  in  Staten  Island,  on  October 
20.  We  talked  about  legislation,  quackery, 
MAA,  and  so  forth. 

60.  A meeting  of  the  Nominating  Committee, 
in  New  York  City,  October  22. 

61.  Donovan  Ward,  M.D.,  president  of  the 
American  Medical  Association,  visited  our 
headquarters  on  October  23.  We  were  his 
hosts  at  lunch. 

62.  The  Golden  Jubilee  Dinner  Dance  of  the 
Bronx  County  Medical  Society,  in  New  York 
City,  on  October  24. 

63.  A luncheon  meeting  of  the  Woman’s 
Auxiliary  to  the  Nassau  County  Medical 
Society,  in  Rockville  Centre,  on  October  27. 
Again,  your  executive  vice-president  delivered 
a talk  on  legislation  and  other  related  matters. 

64.  The  twentieth  annual  dinner  dance  of  the 
Medical  Society  of  the  County  of  Kings,  in 
Brooklyn,  on  November  7. 

65.  A dinner  meeting  of  the  Chautauqua 
County  Medical  Society,  in  Mayville,  on  No- 
vember 11.  Seven  physicians  who  have  been  in 
practice  over  fifty  years  were  honored,  including 
the  father  of  the  county  society’s  president, 
Van  Sanford  Laughlin,  M.D. 

We  spoke  about  the  “State  of  the  Medical 
Society.” 

66.  A dinner  of  the  delegates  and  members 
of  the  board  of  directors  of  the  Westchester 
County  Medical  Society,  in  Purchase,  on  No- 
vember 12.  This  was  an  informal  gathering  to 
discuss  problems  common  to  the  “downstate” 
area. 

67.  The  annual  dinner  for  the  New  York 
State  Journal  of  Medicine’s  associate 
editorial  board  and  section  editors,  in  New 
York  City,  on  November  18.  The  guest  speaker 
was  Joseph  Garland,  M.D.,  editor  of  the  New 
England  Journal  of  Medicine. 

68.  Meeting  of  the  Medical  Society  of  the 
State  of  New  York  delegation  to  the  A.M.A., 
in  New  York  City,  on  November  19.  Matters 
concerning  the  A.M.A.  convention  in  Miami 
Beach  were  considered. 

69.  The  second  annual  convention  of  the 
New  York  State  Association  of  Professions,  in 
New  York  City,  on  November  19. 

70.  Dinner  of  the  president  of  the  Medical 
Society  of  the  County  of  New  York,  in  New 
York  City,  on  November  20. 

71.  The  annual  dinner  dance  of  the  Medical 
Society  of  the  County  of  Queens,  November  21. 

Acknowledgments.  Over  the  years,  we 
have  learned  that  the  chief  administrator  of  any 
organization  can  only  be  as  strong  and  as  effec- 
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tive  as  the  dedication  and  devotion  of  those  who 
work  by  his  side  permit  him  to  be. 

We  have  been  blessed  with  people  of  this 
type  in  all  comers  of  our  installation. 

We  will  not  mention  names;  we  will  not  single 
out  any  particular  person.  May  we  merely 
say  that  the  group  includes  the  staff,  the  officers, 
the  councillors,  the  tmstees,  the  chairmen  and 
members  of  committees,  and  many  physicians 
who  have  been  very  kind  to  us  in  our  journeys 
throughout  this  magnificent  State. 

To  all  of  these  folks,  we  express  our  heart- 
felt gratitude. 

Respectfully  submitted, 
Henry  I.  Fineberg,  M.D. 

Executive  Vice-President 

Section  10  ( see  161 ) 

Annual  Report  of  the  Treasurer 

To  the  House  of  Delegates , Gentlemen: 

The  annual  report  of  the  Treasurer,  because 
of  the  requirements  of  our  Bylaws  and  publica- 
tion deadlines,  must  be  prepared  in  mid-Novem- 
ber, and  therefore  the  figures  appearing  in  this 
report  have  been  finalized  to  reflect  our  financial 
operations  for  the  nine  months  ended  September 
30,  1964.  The  figures  are  presented  in  Table 


I and  can  be  compared  readily  with  the  present 
budget  estimates  for  the  year  1964. 

A supplementary  report  detailing  the  financial 
status  of  the  Society  for  the  year  ending  De- 
cember 31,  1964,  will  be  presented  to  the  House 
at  its  meeting  in  February,  1965. 

As  you  can  see  from  Table  I,  as  of  the  nine 
months  ended  September  30,  1964,  all  segments 
of  the  budget  are  operating  within  estimated 
allocations.  The  controls  established  to  safe- 
guard economic  utilization  of  budgetary  allot- 
ments have  proved  to  be  successful. 

Your  Treasurer  has  been  aware  that  the  State 
Society  can  be  fiscally  sound  only  when  we  live 
within  our  means  and  guide  our  finances  to 
those  programs  that  are  worth  while  and  neces- 
sary towards  achieving  our  goals.  As  I re- 
ported to  the  1964  House  of  Delegates,  the 
State  Society  ended  operations  at  December 
31,  1963,  with  an  accumulated  deficit  of  $40,556. 
The  anticipated  net  operating  income  for  the 
year  ended  December  31,  1964,  is  approximately 
$127,000.  If  the  expectations  are  realized, 
and  from  all  indications  they  will  be,  the  State 
Society  will  “go  into  the  black”  for  the  first 
time  in  many  years  and  the  deficit  will  be  elim- 
inated. Now  that  we  have  attained  this  ob- 
jective, we  expect  to  maintain  it.  We  intend 
to  do  this  by  applying  the  same  policies  that 


TABLE  I.  Summary  of  gross  income  and  expenditures  as  of  third  quarter  ended  September  30,  1964 


Income 

Dues  income 
Journal  advertising 
Journal  circulation 
Journal  reprints 
What  Goes  On  advertising 
News  of  New  York  advertising 
Medical  Directory  sales 
Annual  meeting  exhibit  rentals 
Interest  income 
Medicare  income 

Dues  collection  income  from  A.M.A. 
Miscellaneous  income 

TOTAL  INCOME 


Expenditures 

Administration 
Business  Division 
Communications  Division 
Legal  and  Malpractice  Insurance 
Industrial  Health  Division 
Medical  Care  Division 
Scientific  Activities  Division 
Scientific  Publications  Division 
Annual  Meeting 

Officers,  Board,  A.M.A.  Delegation 
Council  committees 
Nondi  visional 

TOTAL  EXPENDITURES 

Excess  of  Income  over  Expenditures 


Revised  Estimated 

Received  to 

Budget  1964 

September  30,  1964 

$1,057,500 

$793,125 

235,000 

180,282 

6,000 

3,658 

20,000 

15,339 

86,400 

64,800 

40,000 

30,000 

20,000 

14,384 

55,072 

55,072 

5,000 

4,622 

30,000 

23,532 

11,000 

8,250 

398 

398 

$1,566,370 

$1,193,462 

Estimated 

Expended  to 

Budget  1964 

September  30,  1964 

$104,425 

$74,620 

308,258 

226,463 

160,592 

110,577 

49 , 500 

37,242 

30,063 

21,932 

58,867 

42,700 

136,673 

94,718 

296,086 

217,174 

32,532 

31,463 

61,500 

39,800 

55,350 

33,422 

144,975 

104,092 

$1,438,821 

$1,034,203 

$127,549 

$159,259 
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we  have  followed  in  the  last  two  years.  Ex- 
penditures will  be  kept  within  our  income  so 
that  we  shall  continue  to  have  balanced  budgets 
and  eliminate  deficit  spending. 

Because  of  the  sound  management  of  our 
funds  over  the  past  two  years,  we  do  not  antici- 
pate any  necessity  for  borrowing  money  from 
commercial  institutions  to  continue  our  opera- 
tions in  late  1964  and  early  1965.  In  the  latter 
part  of  1962  and  1963,  it  was  necessary  for  us 
to  borrow  up  to  $300,000  for  operational  pur- 
poses until  member  dues  were  received  from 
the  county  societies. 

In  conclusion,  your  Treasurer  wishes  to  com- 
mend the  conscientious  and  dedicated  work  of 
Henry  I.  Fineberg,  M.D.,  executive  vice-presi- 
dent; J.  Richard  Burns,  Esq.,  assistant  execu- 
tive vice-president  and  director,  Business  Divi- 
sion, and  Eugene  S.  Dombrowski,  comptroller. 
Their  tireless  and  vigilant  efforts  contributed 
immensely  in  achieving  the  favorable  fiscal 
condition  of  the  State  Society  today  and  have 
aided  me  immeasurably  in  carrying  out  my 
duties. 

Respectfully  submitted, 

Samuel  Z.  Freedman,  M.D.,  Treasurer 

Section  11  ( see  72,  164) 

Annual  Report  of  Board  of  Trustees 

To  the  House  of  Delegates,  Gentlemen : 

The  Board  of  Trustees  consists  of  the  follow- 
ing members: 

Norman  S.  Moore,  M.D.,  Chairman 

Tompkins 

Renato  J.  Azzari,  M.D Bronx 

Thurman  B.  Givan,  M.D.  Kings 

Gerald  D.  Dorman,  M.D. New  York 

Joseph  A.  Lane,  M.D Monroe 

John  M.  Galbraith,  M.D Nassau 

Leo  E.  Gibson,  M.D Onondaga 

The  Board  of  Trustees  had  an  organizational 
meeting  on  February  13,  1964,  at  the  Americana 
Hotel  following  adjournment  of  the  House  of 
Delegates.  Norman  S.  Moore,  M.D.,  senior 
trustee,  was  nominated  and  elected  chairman. 

It  met  again  in  March,  April,  June,  and  Sep- 
tember, 1964,  and  will  meet  in  November,  1964, 
and  January,  1965. 

I am  happy  to  report  that  the  Trustees’  goal  of 
reducing  and  then  eliminating  the  recurring  defi- 
cit of  past  years  has  finally  been  achieved. 

You  will  recall  that  the  Board  of  Trustees,  in 
April  of  1963,  authorized  the  transfer  of  interest 
and  dividends  from  the  Investment  and  Building 
Funds  to  the  General  Fund  in  order  to  eliminate 
the  deficit  as  soon  as  possible.  As  reported  to 
you  at  the  last  meeting  of  the  House,  the 
amounts  of  $31,897  and  $18,525  were  transferred 
to  the  General  Fund  in  1963  from  the  Invest- 
ment and  Building  Funds,  respectively.  This 
transfer,  combined  with  the  net  operating  in- 
come, effectively  and  substantially  aided  in  the 
reduction  of  the  deficit  from  $228,653  in  January 
of  1963  to  $40,555  in  December  of  1963. 

We  had  anticipated  the  necessity  of  borrowing 
$200,000  in  late  1963  and  early  1964  for  operat- 


ing expenses  prior  to  receipt  of  1964  dues,  but 
only  $100,000  had  to  be  borrowed  because  of  effi- 
cient management  of  our  existing  funds  and  the 
cooperation  of  the  county  societies  in  transmit- 
ting the  dues  at  a rapid  pace.  This  loan  was  re- 
paid in  its  entirety  early  in  1964. 

Based  on  financial  operations  as  of  the  time  of 
preparation  of  this  report  in  mid-November, 
your  chairman,  on  behalf  of  the  Trustees,  is 
pleased  to  advise  you  that  as  of  the  close  of  the 
fiscal  year  1964,  the  deficit  will  be  completely 
eliminated.  Hence,  if  our  financial  operations 
continue  at  their  present  healthy  level,  we  do  not 
anticipate  any  necessity  that  money  be  bor- 
rowed in  early  1965  for  operating  expenses  prior 
to  receipt  of  members’  dues. 

The  goal  of  the  Board  of  Trustees  in  carrying 
out  its  prescribed  duties  of  supervising  the  fiscal 
affairs  of  the  Society  has  been  to  follow  a pru- 
dent and  responsible  policy  of  safeguarding  its 
funds  without  unnecessarily  limiting  or  curtail- 
ing the  essential  and  desirable  programs  of  the 
State  Society.  The  Trustees  have  been  im- 
measurably aided  in  their  endeavors  by  the  un- 
tiring efforts  of  Henry  I.  Fineberg,  M.D.,  our 
executive  vice-president,  and  his  dedicated  as- 
sistants. 

As  in  the  past,  the  Trustees  have  continued  to 
attend  the  meetings  of  the  Council;  their  pres- 
ence during  its  deliberations  has  greatly  aided 
the  Board  in  carrying  out  its  responsibilities. 

Respectfully  submitted, 

Norman  S.  Moore,  M.D.,  Chairman 

Section  12  {see  165) 

Annual  Report  of  Budget  and  Finance  Committee 

To  the  House  of  Delegates,  Gentlemen: 

The  Budget  and  Finance  Committee  consists 
of  the  following  members: 

Frederic  W.  Holcomb,  Sr.,  M.D.,  Chairman 


Ulster 

Renato  J.  Azzari,  M.D Bronx 

Leo  S.  Drexler,  M.D Kings 

Samuel  Z.  Freedman,  M.D New  York 

Thomas  F.  McCarthy,  M.D Bronx 


The  primary  objective  of  the  Budget  and 
Finance  Committee  for  the  past  three  years  has 
been  conservatism  and  economy  without  hin- 
drance to  necessary  and  worthwhile  projects  and 
activities  on  behalf  of  our  members.  Because 
of  this  goal,  the  State  Society  has  been  able  to 
reverse  the  dismal  financial  picture  of  past 
years.  After  experiencing  some  difficult  years, 
our  organization  has  eliminated  a deficit  of 
over  $228,000  and  will  commence  operations 
in  1965  “out  of  the  red”  and  with  a balanced 
budget. 

The  budget  estimates  for  the  fiscal  year  1964, 
as  reported  to  the  last  House  of  Delegates, 
anticipated  a net  operating  income  of  $74,771. 
Since  it  was  first  created,  the  Budget  and  Finance 
Committee,  as  planned,  has  met  quarterly  to 
revise  and  adjust  the  budget  estimates  where 
necessary.  As  of  the  third  quarter  ended 
September  30,  1964,  the  budget  estimate  has 
been  revised  to  reflect  a net  operating  income  of 
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TABLE  1.  Estimated  Budget  for 
December  31,  1965 

Year  Ending 

Income 

Dues  income 

$1,057,500 

Journal  advertising 

235,000 

Journal  circulation 

6,000 

Journal  reprints 

20,000 

What  Goes  On  advertising 

86,400 

News  of  New  York  advertising 

40,000 

Medical  Directory  advertising 

15,000 

Medical  Directory  sales 

25,000 

Annual  meeting  exhibit  rentals 

53,000 

Interest  income 

5,500 

Medicare  income 

Dues  collection  income  from 

30,000 

A.M.A. 

11,000 

TOTAL  INCOME 

$1,584,400 

Expenditures 

Administration 

110,684 

Business  Division 

357,802 

Communications  Division 
Legal  and  Malpractice 

198,220 

Insurance 

49,500 

Industrial  Health  Division 

31,806 

Medical  Care  Division 

60,184 

Scientific  Activities  Division 

144,631 

Scientific  Publications  Division 

290,524 

Legislative  Counsel 

15,000 

Annual  Meeting 
Officers,  Board,  A.M.A. 

33,600 

Delegation 

46,250 

Council  committees 

22,450 

Nondi  visional 

148,287 

TOTAL  EXPENDITURES 

$1,508,938 

Excess  of  Income  over 

Expenditures 

$ 75,462 

$127,549  after  the  close  of  operations  on  De- 
cember 31,  1964. 

Several  factors  have  caused  our  position  to 
improve.  Actual  income  has  kept  pace  with 
anticipated  income,  and  in  addition  Journal 
advertising  income  has  shown  a marked  im- 
provement in  1964.  We  had  expected  to  re- 
ceive approximately  $232,000  in  Journal 
advertising  sales.  Our  projection  is  that  we 
can  anticipate  advertising  income  of  approxi- 
mately $245,000  and  upward  for  the  entire 
year.  We  have  continued  our  policy  of  economy 
in  operation  through  the  constant  efforts  of 
Henry  I.  Fineberg,  M.D.,  our  executive  vice- 
president,  and  his  division  heads. 

Substantial  savings  have  been  realized  by 
better  control  of  our  purchases  through  the 
policy  of  competitive  bidding;  by  centralized 
purchasing,  with  a system  of  necessary  approvals 
prior  to  commitments,  and  by  better  control  of 
stock  room  requisitioning.  In  addition,  costs 
have  been  reduced  by  scheduling  certain  meet- 
ings in  conjunction  with  other  meetings. 

All  of  these  businesslike  procedures  have  con- 
tributed heavily  in  putting  the  State  Society 


in  a much  improved  financial  position  at  the 
close  of  fiscal  activities  December  31,  1964, 
as  compared  with  prior  years.  Your  Budget 
and  Finance  Committee  expects  to  keep  our 
organization  financially  sound.  It  intends  to 
prepare  future  budget  estimates  with  a realistic 
attitude,  thereby  permitting  adequate  programs 
and  activities  with  due  consideration  for 
economic  operation. 

The  Budget  and  Finance  Committee  met 
on  November  5,  1964,  to  consider  the  proposed 
budget  estimate  for  the  year  1965.  Every 
line  item  received  individual  attention.  There 
were  thorough  discussions  involved  where  nec- 
essary until  the  committee  was  able  to  mold  a 
sound  and  satisfactory  budget.  The  recom- 
mendations of  the  committee  were  submitted 
for  action  to  the  Council  and  Board  of  Trustees 
on  November  19,  1964.  The  Board  of  Trustees 
approved  an  estimated  budget  for  the  year 
1965  which  shows  a net  operating  income  of 
$75,462.  (See  Table  I for  a summary  of  in- 
come and  expenditures  for  the  year  1965.) 
The  budget,  as  approved,  will  provide  for  nec- 
essary and  worthwhile  activities  and  yet  at  the 
same  time  will  maintain  fiscal  soundness. 

Your  chairman  wishes  to  express  his  gratitude 
to  the  members  of  the  committee  for  their  ex- 
cellent cooperation  and  conscientious  contribu- 
tions. He  is  indebted  to  Henry  I.  Fineberg, 
M.D.,  executive  vice-president;  J.  Richard 
Burns,  Esq.,  assistant  executive  vice-president 
and  director,  Business  Division,  and  Eugene 
S.  Dombrowski,  comptroller,  for  their  prudence, 
tireless  endeavors,  and  vigilant  efforts  in  a most 
difficult  job. 

Respectfully  submitted, 

Frederic  W.  Holcomb,  Sr.,  M.D.,  Chair- 
man 

Section  13  {see  168 ) 

Annual  Report  of  Ad  Hoc  Committee  for  Our  Own 
Building 

To  the  House  of  Delegates,  Gentlemen: 

The  Ad  Hoc  Committee  for  Our  Own  Building 
consists  of  the  following  members: 

Renato  J.  Azzari,  M.D.,  Chairman.  . . Bronx 


Samuel  Z.  Freedman,  M.D New  York 

Frederic  W.  Holcomb,  Sr.,  M.D Ulster 

Reid  R.  Heffner,  M.D Westchester 


Henry  I.  Fineberg,  M.D.,  ex  officio . . .Queens 

It  has  become  increasingly  apparent  that  our 
present  quarters  are  rapidly  becoming  inade- 
quate for  the  transaction  of  the  ever-expanding 
functions  of  our  Society.  We  are  also  aware 
that,  as  the  years  go  by,  our  rental  obligations 
are  increasing  without  providing  adequate 
space  to  transact  our  business.  At  the  end  of 
our  present  commitment  we  will  have  expended 
a very  substantial  amount  without  having  any- 
thing to  show  for  this  expenditure. 

It  is  with  this  thought  in  mind  that  your  Com- 
mittee for  Our  Own  Building  feels  that  we 
seriously  consider  envisioning  a home  of  our 
own.  We  have  therefore  directed  an  archi- 
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tectural  firm  to  survey  our  needs  and  prepare 
sketches  and  tentative  plans  which  we  can 
study  in  detail.  This  survey  has  been  effected, 
and  we  expect  that  the  plans  and  sketches  will 
be  available  in  a very  short  time,  after  which  they 
will  be  submitted  to  the  Council  for  their  study. 
At  this  point  I would  like  to  say  that  it  will,  of 
necessity,  be  a project  which  will  take  time  to 
consider  seriously  and  which  will  require  con- 
sultation and  advice. 

After  this  has  been  accomplished,  the  task  will 
be  to  find  a suitable  location,  and,  while  we  have 
tentative  areas  under  consideration,  we  have 
definite  plans  that  it  will  be  located  in  metro- 
politan New  York. 

Your  committee  will  of  course  keep  the  Coun- 
cil informed  as  the  project  progresses  and  hopes 
that  we  eventually  will  have  a home  of  which  we 
can  truly  be  proud. 

Respectfully  submitted, 

Renato  J.  Azzari,  M.D.,  Chairman 

Section  14  ( see  232) 

Annual  Report  of  Commission  on  Medical  Services 

To  the  House  of  Delegates,  Gentlemen: 

The  Commission  on  Medical  Services  con- 
sists of  the  chairman,  the  vice-chairman,  and 
the  following  committees  and  committee  chair- 
men: 

Economics,  under  George  Rehmi  Denton, 
M.D.,  with  subcommittees  on  Public  Medical 
Care,  under  Marcelle  T.  Bernard,  M.D.,  and 
on  Liaison  with  the  U.S.  Veterans  Administra- 
tion, under  Herbert  H.  Bauckus,  M.D.; 

Questions  of  Ethics,  under  Joseph  G.  Zim- 
ring,  M.D.; 

Hospital  and  Professional  Relations,  under 
Harold  T.  Golden,  M.D.; 

Industrial  Health,  under  Harry  E.  Tebrock, 
M.D.; 

Medical  Care  Insurance,  under  Melvin  S. 
Martin,  M.D.; 

Rural  Medical  Service,  under  Edward  C. 
Hughes,  M.D.; 

Workmen’s  Compensation,  under  Carl  F. 
Freese,  M.D. 

A meeting  of  the  Commission  was  held  on 
March  17,  1964,  to  discuss  questions  and  prob- 
lems common  to  the  component  committees 
and  the  procedure  by  which  they  would  main- 
tain liaison  with  each  other  and  avoid  over- 
lapping activities.  The  chairman  of  each  com- 
ponent committee  described  its  current  and 
projected  activities.  The  chairman  transmitted 
instructions  of  the  House  of  Delegates  and 
promised  to  present  committee  recommenda- 
tions to  the  Council. 

A second  meeting  of  the  Commission  was 
planned  for  November  18,  1964,  but  was  can- 
celled because  of  the  illness  of  the  chairman. 

Respectfully  submitted, 

John  C.  McClintock,  M.D.,  Chairman 
George  Himler,  M.D.,  Vice-Chairman 


Section  15  ( see  232,  233,  234,  235) 

Annual  Report  of  Economics  Committee 

To  the  House  of  Delegates,  Gentlemen : 

The  Economics  Committee  is  composed  of 
the  following: 

G.  Rehmi  Denton,  M.D.,  Chairman.  .Albany 


Merle  D.  Evans,  M.D Monroe 

Frank  W.  Farrell,  M.D Queens 

Adelaide  Romaine,  M.D New  York 

Milton  B.  Spiegel,  M.D Kings 

Francis  J.  Loperfido,  M.D Bronx 

Robert  Elmer  Westlake,  M.D Onondaga 


The  committee  has  held  two  meetings,  on 
April  15,  1964,  and  October  21,  1964,  and  met 
as  required  for  review  and  adjudication  of 
Medicare  claims.  The  following  matters  were 
considered  and  acted  on. 

Relative  Value  Study.  The  committee 
recommended  that  February  1,  1964,  be 

established  as  the  deadline  for  returns  from 
county  medical  societies  on  their  proposed  unit 
values  for  a relative  value  scale.  Twelve 
counties  responded,  six  accepting  the  California 
Relative  Value  Study  originally  sent  to  them 
with  work  sheets  including  surgery,  medicine, 
radiology,  and  pathology.  A composite  study 
of  the  information  received  was  reviewed  by  the 
committee,  and  it  was  noted  there  was  prac- 
tically no  difference  between  the  composite 
units  and  the  California  Study. 

The  committee  recommended  that  the  Cal- 
ifornia Relative  Value  Study  be  sent  to  each 
county  medical  society  for  its  consideration  and 
report  of  its  action.  The  committee  pointed 
out  the  similarity  of  the  composite  units 
to  those  of  the  California  Study  and  emphasized 
that  no  conversion  factor  was  being  suggested 
or  recommended,  and  that  the  conversion  factor 
used  in  the  determination  of  a fee  schedule  was 
entirely  a matter  for  county  medical  societies 
and  individual  doctors,  based  on  customary  and 
usual  fees  in  the  local  area.  This  letter  and 
brochure  were  mailed  on  July  15, 1964. 

The  committee  at  its  October  21,  1964, 
meeting  passed  a motion  to  recommend  to  the 
Council  that  the  California  Study  be  adopted 
for  New  York  State  subject  to  adjustments 
as  needed. 

Resolutions.  Resolution  63-53,  introduced 
by  the  Medical  Society  of  the  County  of  New 
York  and  dealing  with  the  protection  of  the 
individual  physician  employed  by  a purveyor 
of  medical  services,  was  referred  back  to  your 
committee  by  the  Council  at  its  March  19, 
1964,  meeting,  with  the  recommendation  that  a 
special  subcommittee  of  the  Economics  Com- 
mittee be  appointed  to  study  further  the 
contractual  relationships  of  physicians  with 
their  employers  since  the  problem  described  in 
the  resolution  was  becoming  increasingly  more 
serious. 

Your  committee  was  still  of  the  opinion,  as 
reported  to  the  House  of  Delegates  in  1964, 
that  this  would  be  an  unwise  step  to  take  and 
would  involve  the  State  Society  in  acting  as  a 
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bargaining  agent  for  the  individual  physician. 
The  resolution  again  was  referred  back  to  the 
Council. 

Medicare.  The  Medicare  contract  was 
renewed  as  of  August  1,  1964,  for  a period  of 
one  year.  The  fee  for  complete  ventilation 
studies  in  the  Medicare  Schedule  of  Allowances 
was  increased  from  $15  to  $30. 

Your  chairman  and  members  of  the  com- 
mittee reviewed  approximately  100  Medicare 
claims  which  required  special  consideration  and 
recommendation  to  the  Office  for  Dependents’ 
Medical  Care  for  authorization.  The  recom- 
mendations of  your  committee  were  approved 
by  the  Office  for  Dependents’  Medical  Care 
without  exception.  Your  committee  and 
George  P.  Farrell,  administrative  officer,  have 
experienced  fine  cooperation  from  Colonel 
William  H.  Hayes,  contracting  officer,  and  his 
staff. 

Self-Employment  Individuals  Tax  Re- 
tirement Act  (H.R.  10).  Your  committee 
again  considered  the  feasibility  of  this  program 
for  members  of  the  State  Society.  A supple- 
mentary report  was  made  to  the  House  in  1964 
outlining  the  committee  action  on  the  adoption 
of  a retirement  program;  also,  that  the  Council 
did  not  authorize  your  committee  to  pursue  the 
matter  further. 

Subsequently  inquiries  were  received  regard- 
ing retirement  programs,  and  it  was  deemed 
advisable  for  your  committee  to  circularize  each 
county  medical  society  to  learn  whether  or  not 
at  the  local  level  there  was  in  effect  or  con- 
templated a retirement  program  which  con- 
formed to  or  could  be  conformed  to  the  H.R. 
10  Act.  The  letter  clearly  defined  the  com- 
mittee’s purpose  in  requesting  this  information, 
to  the  effect  that,  with  the  information  in  hand 
regarding  programs  of  this  type,  the  committee 
could  be  in  a position  to  offer  an  opinion  on 
proposed  programs  if  requested  to  do  so. 

Miscellaneous.  The  committee  reviewed 
a letter  from  Bry  Benjamin,  M.D.,  of  New 
York  City,  regarding  the  information  published 
in  the  State  Society’s  Newsletter  about  the 
New  York  65  insurance  program,  stating  in 
his  letter  that  more  information  on  costs, 
coverage,  exclusions,  and  how  to  file  claims 
should  be  made  available  to  the  doctors. 
Your  committee  was  informed  that  a letter 
prepared  by  Paul  I.  Robinson,  M.D.,  chairman 
of  the  Professional  Relations  Committee  of  the 
New  York  65  Health  Insurance  Association, 
was  mailed  to  all  doctors  in  the  State,  sub- 
sequent to  the  receipt  of  Dr.  Benjamin’s  com- 
munication, calling  their  attention  to  a more 
informative  article  appearing  in  the  April, 
1964,  issue  of  the  News  of  New  York  published 
by  the  State  Society. 

Dr.  Benjamin’s  letter  was  acknowledged, 
thanking  him  for  his  constructive  suggestion 
and  calling  his  attention  to  the  article  in  the 
April  issue  of  the  News  of  New  York. 

As  outlined  in  our  report  of  last  year,  your 
committee  has  pursued  the  increase  of  a fee  to 


$10.00  for  the  initial  examination  of  an  applicant 
under  the  Department  of  Rehabilitation  of  the 
State  Education  Department’s  rehabilitation 
program.  Your  chairman  contacted  E.  B. 
Wilson,  M.D.,  medical  administrative  consult- 
ant, Division  of  Vocational  Rehabilitation, 
and  Dr.  Wilson  has  agreed  to  an  increase  from 
$3.00  to  $10.00  for  this  examination  for  all 
authorizations  issued  on  or  after  August  1, 
1964. 

Your  committee  reviewed  information  sub- 
mitted to  Mr.  Farrell  regarding  proposed 
changes  by  the  State  of  New  York  Insurance 
Department  in  connection  with  the  writing  of 
wholesale  life  insurance  and  franchise  accident, 
health  or  accident,  and  life  insurance  which 
was  formally  to  become  effective  on  November 
1,  1964.  The  new  standards  no  doubt  would 
affect  county  medical  societies  qualifying  for 
new  group  health  and  accident  and  life  in- 
surance policies.  The  Bureau  of  Medical 
Care  Insurance  is  following  this  matter  with 
the  assistance  of  the  Health  Insurance  Council. 

Your  committee  reviewed  a letter  from  Clyde 
L.  Wilson,  M.D.,  secretary  of  the  Medical 
Society  of  the  County  of  Chautauqua,  regarding 
information  stamped  on  claim  forms  by  the 
New  York  Teamsters  Council  Welfare  Trust 
Fund,  and  it  was  the  opinion  of  the  committee 
that  this  be  referred  to  a committee  on  legal 
problems. 

Acknowledgments.  The  members  of  the 
committee  wish  to  recognize  the  conscientious 
and  efficient  assistance  provided  by  Mr. 
George  P.  Farrell  and  the  members  of  his 
staff. 

Respectfully  submitted, 

G.  Rehmi  Denton,  M.D.,  Chairman 

Section  16  (see  236) 

Annual  Report  of  Public  Medical  Care 
Subcommittee 

To  the  House  of  Delegates,  Gentlemen: 

The  Public  Medical  Care  Subcommittee  is 
composed  of  the  following: 

Marcelle  Bernard,  M.D.,  Chairman.  . Bronx 


Lyman  C.  Boynton,  M.D. Monroe 

Robert  J.  Collins,  M.D Onondaga 

Philip  R.  Roen,  M.D New  York 

Arthur  Harold  Mulligan,  M.D Herkimer 

Peter  Birkel,  M.D.,  Adviser Albany 


I.  Jay  Brightman,  M.D.,  Adviser . . . .Albany 

Alonzo  S.  Yerby,  M.D.,  Adviser.  . .New  York 

During  the  past  year  the  subcommittee  has 
considered  and  acted  on  the  following  matters. 

Resolutions.  Resolution  64-68,  adopted 
by  the  1964  House  of  Delegates  and  dealing 
with  an  increase  in  income  ceilings  for  MAA 
recipients,  was  implemented  by  the  Curran- 
Johnson  Bill  amending  Section  252  of  the  Social 
Welfare  Law  and  increasing  ceilings  from 
$1,800  to  $1,900  for  an  individual,  and  from 
$2,600  to  $2,750  for  a couple.  The  bill  was 
signed  by  the  Governor  on  April  3,  1964.  Your 
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subcommittee  felt  that  although  the  increase 
was  not  large  it  was  a start  in  line  with  the 
subcommittee’s  recommendations  for  liberaliza- 
tion of  the  law  governing  M AA  recipients. 

Resolution  64-62,  introduced  by  the  Medical 
Society  of  the  County  of  Westchester,  requested 
the  State  Society  through  the  appropriate 
committee  to  make  every  effort  to  obtain  an 
extension  from  five  to  ten  days  for  reporting 
requests  for  authorization  to  treat  welfare 
patients. 

Peter  Birkel,  M.D.,  of  the  State  Department 
of  Social  Welfare,  advised  your  subcommittee 
that  a prior  authorization  project,  effective 
May  1,  1964,  had  been  initiated  in  Madison 
and  Niagara  Counties  which  would  eliminate 
the  five-day  ruling.  Under  this  project  the 
welfare  recipient  is  issued  an  identification 
card  monthly,  and,  on  being  presented  this 
card,  the  doctor  may  treat  the  patient,  submit 
his  bill  at  the  end  of  the  month,  and  be  paid, 
subject  to  post  audit.  The  doctor  is  cautioned 
to  make  sure  the  welfare  recipient’s  card  is  a 
current  one,  to  protect  himself  and  to  be 
assured  of  payment  for  his  services.  It  was 
further  stated  that  this  project  would  be  in 
effect  for  one  year  and,  if  costs  increased  ap- 
preciably, it  would  have  to  be  abandoned. 
For  the  project  to  be  successful  the  local  county 
medical  society  will  have  to  cooperate  and 
possibly  establish  utilization  committees.  Dr. 
Birkel  stated  that  if  this  project  works  out 
satisfactorily  it  may  be  used  throughout  the 
State  with  the  exception  of  the  New  York  City 
area. 

Dr.  Birkel  stated  further  that  Westchester 
County  was  being  considered  for  this  project, 
and  although  he  could  not  promise  any  redress 
in  regard  to  the  request  in  the  resolution  for  an 
extension  to  ten  days,  he  felt  that  if  Westchester 
County  adopted  the  prior  authorization  project 
it  would  eliminate  the  five-day  ruling.  Your 
subcommittee  recommended  that  a letter  be 
sent  to  the  Medical  Society  of  the  County  of 
Westchester  apprising  them  of  this  fact. 

Revision  of  Book  V — State  Department  of 
Social  Welfare.  Your  subcommittee  has  been 
exerting  every  effort  to  effect  revision  of 
Book  V,  including  the  fee  schedule.  C.  Carlyle 
Nuckols,  Jr.,  M.D.,  has  been  appointed  by  the 
Department  as  deputy  commissioner  of  a new 
division  known  as  the  Division  of  Medical 
Affairs.  Your  chairman  and  Mr.  Farrell 
attended  a meeting  in  Albany  on  August  28, 
1964,  called  by  Dr.  Nuckols,  for  consideration 
of  the  plans  to  be  set  up  for  the  revision  of 
Book  V. 

The  procedure  for  the  revision  will  be  the 
establishment  of  the  Medical  Care  Planning 
Committee,  the  committee  of  the  whole. 
Two  subgroups  have  been  appointed  which 
will  report  to  an  executive  committee,  a fee 
schedule  committee  and  a drafting  committee. 
John  C.  McClintock,  M.D.,  and  George  Himler, 
M.D.,  are  members  of  the  Medical  Care  Plan- 
ning Committee. 

Dr.  Bernard  was  appointed  chairman  of  the 
Fee  Schedule  Committee  with  the  following 


members:  G.  Rehmi  Denton,  M.D.,  Albany; 
Albert  F.  R.  Andresen,  Jr.,  M.D.,  director, 
Welfare  Medical  Care  Program,  Westchester 
County;  Irwin  Alper,  M.D.,  director,  Welfare 
Medical  Care  Program,  Oneida  County;  Carl 
A.  Cecilia,  M.D.,  medical  consultant,  New 
York  State  Department  of  Social  Welfare, 
Area  1;  Mr.  Roger  Butts,  Welfare  Commis- 
sioner, Wayne  County;  and  Mr.  George  P. 
Farrell,  director,  Bureau  of  Medical  Care 
Insurance,  Medical  Society  of  the  State  of 
New  York. 

At  this  meeting  Mr.  Philip  A.  Rooss,  Bureau 
of  Medical  Care  of  the  central  office,  reported 
the  following  counties  have  adopted  the  prior 
authorization  project  to  become  effective  as 
follows:  May  1,  1964,  Niagara  and  Madison; 
August  1,  1964,  Westchester;  September  1, 
1964,  Montgomery  and  Warren;  and  October 
1, 1964,  Chemung. 

Dr.  Bernard  has  called  a meeting  of  the 
Fee  Schedule  Committee  for  November  23, 
1964,  to  outline  a format  to  be  established  for 
the  revision  of  the  schedule.  A standard 
nomenclature  and  coding  will  be  suggested, 
using  the  relative  value  index  as  recommended 
by  the  State  Society’s  Economics  Committee. 
It  is  hoped  that  this  index  will  be  acceptable. 

Your  subcommittee  has  gone  on  record  in 
favor  of  continuing  its  efforts  toward  liberaliza- 
tion of  relative  financial  responsibility  under 
the  MAA  program. 

Acknowledgments.  Your  chairman  wishes 
to  express  her  appreciation  to  the  members  of 
her  subcommittee  for  their  attendance  at 
meetings  and  to  Dr.  Birkel,  Dr.  Brightman, 
and  Dr.  Yerby  as  advisers. 

Respectfully  submitted, 

Marcelle  Bernard,  M.D.,  Chairman 

Section  1 7 {see  238 ) 

Annual  Report  of  Medical  Care  Insurance 
Committee 

To  the  House  of  Delegates,  Gentlemen: 

The  Committee  on  Medical  Care  Insurance 
is  composed  of  the  following: 

Melvin  S.  Martin,  M.D.,  Chairman  . Wyoming 


Robert  W.  Hurd,  M.D Oneida 

Charles  C.  Mangi,  M.D Queens 

Theodore  L.  Lytle,  M.D Monroe 

John  D.  Naples,  M.D Erie 

Dwight  V.  Needham,  M.D Onondaga 

Philip  M.  Standish,  M.D Ontario 

Thomas  S.  Walsh,  Jr.,  M.D Albany 

George  P.  Farrell,  Adviser New  York 


The  committee  has  held  two  meetings,  on 
May  21,  1964,  and  September  11,  1964. 

Podiatry.  A resolution  adopted  by  the  Medi- 
cal Society  of  the  County  of  Schenectady  on 
April  7, 1964,  was  referred  to  your  committee  by 
Henry  I.  Fineberg,  M.D.,  executive  vice- 
president  of  the  Medical  Society  of  the  State 
of  New  York.  The  resolution  resolved  that  the 
representatives  of  the  Medical  Society  of  the 
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County  of  Schenectady  on  the  Blue  Shield 
board  of  directors  of  Northeastern  New  York 
Medical  Service,  Inc.,  Albany,  vote  to  refuse 
payment  by  the  Plan  for  services  performed  by 
nonphysician  personnel  unless  so  directed  by 
the  court. 

After  reviewing  the  subject  the  committee 
disapproved  the  resolution  since  the  Western 
New  York  Medical  Plan  refused  to  pay  podi- 
atrists for  their  services  and  were  directed  in 
July  of  1959  by  the  Appellate  Division,  Fourth 
Department,  to  reimburse  through  their  con- 
tracts where  such  contracts  cover  services 
recognized  as  common  to  both  the  medical  and 
podiatric  professions. 

Two  resolutions  were  introduced  at  the  1960 
House  of  Delegates  of  the  State  Society  regard- 
ing the  ruling  of  the  State  Education  Depart- 
ment on  the  scope  of  the  practice  of  podiatry. 
The  resolutions  stated  that  the  so-called  “Keller 
procedure”  did  not  fall  within  the  practice  of 
podiatry  as  defined  by  the  University  of  the 
State  of  New  York,  State  Education  Depart- 
ment, Section  7001. 

At  that  time  it  was  recommended  by  the 
Council  that  a letter  be  written  by  the  president 
of  the  State  Society,  Norman  S.  Moore,  M.D., 
to  the  deans  of  the  medical  schools  in  the  State 
of  New  York,  getting  their  opinions  regarding 
whether  or  not  this  procedure  was  within  the 
scope  of  the  practice  of  podiatry.  Responses 
from  eight  medical  schools  agreed  unanimously 
that  this  procedure  did  not  fall  within  the  scope 
of  the  practice  of  podiatry. 

On  January  13,  1961,  at  a joint  meeting  with 
representatives  of  the  Western  New  York 
Medical  Plan  and  the  Podiatry  Association  of 
New  York  State,  with  the  Superintendent  of 
Insurance,  it  was  recommended  by  the  Super- 
intendent of  Insurance  that  the  Western  New 
York  Medical  Plan  place  in  escrow  a reserve  to 
pay  claims  received  for  the  above  procedure 
by  podiatrists  until  the  problem  of  the  scope  of 
podiatry  is  resolved  by  the  Plan  itself,  or 
by  the  Board  of  Regents. 

A letter  was  addressed  by  William  L.  Wheeler, 
Jr.,  M.D.,  secretary  of  the  Medical  Society  of 
the  State  of  New  York,  on  March  30,  1961,  to 
Mr.  Charles  A.  Brind  of  the  Department  of 
Education,  requesting  the  Attorney  General 
of  the  State  of  New  York  to  review  his  opinion 
of  September  8,  1959,  and  render  a formal  opin- 
ion on  the  practice  of  podiatry. 

This  matter  was  again  called  to  the  attention 
of  the  Attorney  General  by  Henry  I.  Fineberg, 
M.D.,  executive  vice-president,  and  by  J. 
Richard  Burns,  Esq.,  assistant  executive  vice- 
president,  in  December,  1963,  and  again  on 
June  1,  1964.  Attorney  General  Lefkowitz 
replied  to  Mr.  Burns’  communication  stating  he 
was  awaiting  a reply  from  Mr.  Brind  regarding 
specific  questions  he  addressed  to  him. 

A meeting  was  held  on  July  25,  1964,  with 
representatives  of  the  Western  New  York 
Medical  Plan,  John  C.  Kinzly,  M.D.,  president; 
Joseph  M.  Kerrigan,  executive  vice-president, 
and  Kent  Christy,  legal  counsel,  with  Dr. 
Fineberg  and  Mr.  Bums  and  George  P. 


Farrell,  director  of  the  Bureau  of  Medical  Care 
Insurance  of  the  State  Society.  The  Western 
New  York  Medical  Plan  requested  the  Med- 
ical Society  of  the  State  of  New  York  to  co- 
operate and  lend  its  support  in  a legal  action 
contemplated  by  them,  to  have  the  Attorney 
General  review  his  opinion  of  September  8, 1959, 
if  the  above-mentioned  procedure  is  within  the 
scope  of  podiatry. 

At  the  September  11,  1964,  meeting  of  your 
committee,  Kent  Christy,  attorney  for  Blue 
Shield  of  Western  New  York,  presented  the 
following  resolution: 

“ Resolved , That  the  Medical  Care  In- 
surance Committee  recommend  to  the  Council 
that  the  State  Society  support  and  participate 
in  the  legal  proceedings  about  to  be  brought 
by  Blue  Shield  of  Western  New  York,  for 
review  of  the  opinion  of  the  Attorney  Gen- 
eral, September  8,  1959,  to  the  effect  that 
podiatrists  are  authorized  by  law  to  per- 
form the  ‘Keller  operation,’  and  in  addition, 
the  president  of  the  State  Society  be  re- 
quested to  again  write  the  deans  of  the  medical 
schools  in  the  State  of  New  York,  requesting 
their  opinions  whether  the  ‘Keller  operation’ 
should  properly  be  done  by  surgeons,  or 
whether  this  procedure  can  properly  be  per- 
formed by  podiatrists.” 

The  resolution  was  adopted  unanimously  by 
your  committee  and  recommended  to  the 
Council  of  the  State  Society  that  the  Society 
intervene  as  a “friend  of  the  court”  and  lend 
its  support  in  the  legal  action  contemplated 
by  Blue  Shield  of  Western  New  York,  to  have 
the  Attorney  General  review  his  opinion  of 
September  8,  1959.  The  committee  felt  that 
this  matter  was  of  more  importance  to  the 
doctors  than  to  Blue  Shield  Plans.  The  Council 
of  the  Medical  Society  of  the  State  of  New  York 
approved  the  committee’s  recommendations 
at  its  September  24,  1964,  meeting. 

Review  Committees.  Your  committee 
made  an  extensive  report  to  the  House  of  Dele- 
gates in  1964  regarding  the  establishment  of 
review  committees  within  local  county  medical 
societies.  We  are  pleased  to  report  that,  with 
follow-up  letters,  38  counties  desire  to  handle 
their  own,  14  counties  have  requested  the  State 
Society  committee  to  act  on  their  behalf,  and  9 
counties  have  not  responded.  Action  by  the 
committee  might  require  considerable  time  and 
work  of  committee  members  and  expense  to  the 
State  Society.  These  cases  must  be  reviewed 
promptly  or  the  efficiency  of  the  committee  is 
greatly  reduced. 

Insurance  companies  desire  to  have  review 
committees  at  the  local  county  society  level. 
Therefore,  in  the  counties  which  have  requested 
the  State  Society  review  committee  to  act  on 
their  behalf,  your  committee  is  considering  the 
feasibility  of  asking  a neighboring  county  society 
which  has  an  appropriate  established  committee 
to  act  on  their  behalf. 

Your  committee  is  considering  other  ap- 
proaches to  the  problem  and,  with  the  co- 
operation of  the  Health  Insurance  Council, 
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your  chairman  feels  that  considerable  progress 
has  been  made  in  this  effort. 

Cases  which  have  been  called  to  our  atten- 
tion by  the  Health  Insurance  Council  for  review 
have  been  forwarded  to  the  proper  committee 
within  the  local  county  societies  where  a com- 
mittee has  been  established,  and  it  is  interesting 
to  note  that  the  State  Society  committee  has 
not  had  any  requests  from  the  counties  which 
indicated  they  wished  to  use  the  State  com- 
mittee for  reviewing  claims. 

Blue  Shield.  At  the  invitation  of  Francis  A. 
Stephens,  M.D.,  president  of  the  Medical  So- 
ciety of  the  County  of  Albany,  your  chairman 
and  Mr.  Farrell  attended  a meeting  of  the 
county  society  on  April  28,  1964,  at  which  time 
Ralph  Hammersley,  executive  director  of  the 
Blue  Cross  and  Blue  Shield  Plans,  Albany, 
outlined  the  relationship  of  Blue  Cross  and  Blue 
Shield  administration.  A list  of  questions  was 
proposed  by  the  comitia  minora  of  the  Albany 
County  Medical  Society,  particularly  in  regard 
to  the  allocation  of  costs  between  each  plan, 
the  determination  of  policy  regarding  changes  in 
contracts,  releases  of  statements  regarding 
Blue  Shield,  and  so  forth. 

Mr.  Hammersley  explained  the  organization 
chart  of  both  corporations  and  went  into  con- 
siderable detail  regarding  the  allocation  of  ad- 
ministrative expenses  between  the  two  corpora- 
tions. Considerable  dissatisfaction  was  voiced 
on  the  part  of  the  doctors  that  there  had  not 
been  enough  information  given  to  them  regard- 
ing the  administration  of  the  Plan  and  that 
the  doctors  were  not  consulted  in  advance  of 
changes  of  policy  within  the  Plan,  such  as  in- 
creases in  the  schedule  of  allowances,  changes  in 
contract  benefits,  raising  of  income  ceilings,  and 
so  forth. 

It  was  the  feeling  of  your  chairman  that  there 
was  a better  understanding  after  Mr.  Ham- 
mersley’s  presentation  of  the  operation  of  the 
Plan  and  that  there  was  a definite  need  for 
closer  communication  on  any  changes  within 
the  Plan,  with  the  county  societies  and  individual 
doctors.  Your  chairman  assured  the  officials 
of  the  Albany  County  Medical  Society  that  the 
State  Medical  Society  stands  ready  to  assist 
in  whatever  way  it  can  be  of  help  in  differences 
of  opinion  between  the  doctors  and  the  local 
plan. 

In  the  committee’s  report  to  the  1964  House  of 
Delegates,  your  chairman  outlined  in  detail  the 
differences  of  opinion  between  the  Broome 
County  Medical  Society  and  the  Central  New 
York  Medical  Plan,  Syracuse. 

On  invitation  of  Paul  M.  De  Luca,  M.D., 
president  of  the  Broome  County  Medical 
Society,  your  chairman  and  Mr.  Farrell  at- 
tended a meeting  of  the  comitia  minora  of  the 
Broome  County  Medical  Society  on  May  26, 
1964,  at  which  time  these  differences  were  dis- 
cussed in  great  detail. 

At  the  September  11,  1964,  meeting  of  your 
committee,  this  matter  and  copies  of  the  minutes 
of  the  comitia  minora  meeting  of  May  26  were 
considered.  After  discussion  the  following 


broad  principles  between  Blue  Shield  Plans  and 
doctors  were  adopted  unanimously  to  serve  as 
a guide  for  future  relations  between  Blue 
Shield  Plans  and  participating  physicians,  and 
were  approved  by  the  Council  at  its  September 
24,  1964,  meeting: 

1.  Blue  Shield  Plans  should  strive  for  ever- 
improving  professional  relations  with  participat- 
ing physicians. 

2.  Blue  Shield  Plans  in  considering  a change 
in  policy,  contracts,  or  fee  schedules,  should 
consult  with  their  participating  physicians 
through  local  county  medical  societies. 

3.  Basing  the  fee  schedule  on  a professional 
service  index,  known  as  P.S.I.,  is  approved 
practice. 

4.  Blue  Shield  Plans  should  aid  in  the  matter 
of  determining  salary  level  of  the  subscriber 
when  requested  by  the  physician. 

5.  In  disputes  between  Blue  Shield  Plans  and 
participating  physicians  every  effort  should  be 
made  by  both  sides  to  avoid  publicity. 

6.  Doctors  should  participate  and  lend  their 
support  to  Blue  Shield  Plans  because  they  are  a 
definite  deterrent  against  socialized  medicine. 

7.  When  differences  of  opinion  occur  between 
the  Blue  Shield  Plan  and  its  participating 
physicians,  we  recommend  that  the  Medical 
Care  Insurance  Committee  be  consulted  to  help 
resolve  these  differences. 

Your  chairman,  under  date  of  October  7, 
1964,  wrote  the  president  of  the  Broome  County 
Medical  Society  regarding  the  action  taken  by 
the  committee  at  its  September  11,  1964,  meet- 
ing. 

The  invitations  from  Dr.  Stephens  and  Dr. 
De  Luca  were  the  result  of  the  recommendation 
in  last  year’s  report  that  county  medical 
societies  bring  to  the  attention  of  our  committee 
any  differences  of  a serious  nature  with  Blue 
Shield  Plans.  Your  committee  appreciates 
the  opportunity  of  being  asked  to  assist  the 
county  medical  societies  with  their  problems, 
and  sincerely  hopes  our  efforts  have  been  help- 
ful to  them. 

Miscellaneous.  The  committee  considered 
two  complaints  from  physicians,  as  follows: 

1.  The  refusal  on  the  part  of  an  insurance 
company  to  pay  a fee  for  information  requested 
to  evaluate  a claim  for  a policyholder.  It  was 
necessary  to  go  back  some  years  in  the  doctor’s 
records,  which  required  a considerable  amount  of 
time,  and  on  presentation  of  a statement  for  his 
services  in  the  amount  of  $5.00,  the  company 
refused  to  honor  it.  The  doctor  pointed  out 
that  the  completion  of  these  forms  is  a proper 
and  necessary  expense  to  the  insurance  company 
since  the  information  is  necessary  to  evaluate 
policyholders’  claims  and  the  insurance  carrier 
should  be  willing  to  pay  for  the  cost  of  obtaining 
this  information  and  not  expect  the  policyholder 
to  be  billed  for  information  they  requested. 

2.  This  complaint  was  submitted  by  a doctor 
who  x-rayed  a finger  of  a policyholder  of  an 
insurance  company  for  which  his  charges  were 
in  the  amount  of  $10.00.  The  company  allowed 
the  policyholder  $5.00  for  the  doctor’s  serv- 
ices and  addressed  a letter  to  her  that  it  was 
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their  policy  to  pay  only  what  is  considered  a 
reasonable  and  proper  fee  for  the  services  in  the 
area  concerned.  The  doctor  felt  that  the  letter 
carried  a strong  implication  and  insinuation 
that  he  overcharged  for  his  services  and  wrote 
the  president  of  the  insurance  company  to  that 
effect  and  requested  that  the  company  desist 
from  continuing  these  inferences  regarding 
these  charges  which  tend  to  downgrade  the 
doctor. 

Your  committee  agreed  that  both  complaints 
were  legitimate  and  recommended  that  they  be 
presented  to  the  Health  Insurance  Council  for 
their  information  and  assistance  in  correcting 
these  practices.  This  recommendation  was 
approved  by  the  Council  of  the  State  Society  at 
its  September  24  meeting. 

Approval  of  Plans.  We  have  voted  approval 
of  the  following  Blue  Shield  Plans:  United 

Medical  Service,  Inc.,  New  York  City;  Blue 
Shield  of  Western  New  York,  Inc.,  Buffalo; 
Genesee  Valley  Medical  Care,  Inc.,  Rochester; 
Central  New  York  Medical  Plan,  Inc.,  Syra- 
cuse; Medical  and  Surgical  Care,  Inc.,  Utica; 
Northeastern  New  York  Medical  Service,  Inc., 
Albany;  and  Chautauqua  Region  Medical 
Service,  Inc.,  Jamestown. 

Acknowledgments.  We  wish  to  thank  the 
officers  of  the  Medical  Society  of  the  State  of 
New  York,  particularly  Henry  I.  Fineberg, 
M.D.,  who  has  worked  with  us,  and  Mr.  Farrell, 
who,  as  in  previous  years,  has  exerted  a mighty 
influence  over  our  activities. 

Respectfully  submitted, 

Melvin  S.  Martin,  M.D.,  Chairman 

Section  18  {see  277) 

Annual  Report  of  Committee  on  Workmen’s 
Compensation 

To  the  House  of  Delegates,  Gentlemen: 

The  following  is  the  report  of  the  Council 
Committee  on  Workmen’s  Compensation  and 
of  the  Division  of  Workmen’s  Compensation. 

The  committee  consists  of  the  following 
members: 

Carl  F.  Freese,  M.D.,  Chairman.  . . .Nassau 


Peter  A.  Casagrande,  M.D Erie 

Louis  Cohen,  M.D Schenectady 

George  E.  Froehlich,  M.D Westchester 

John  E.  Hammett,  M.D New  York 

Joseph  P.  Henry,  M.D Monroe 

John  W.  Hirshfeld,  M.D Tompkins 

Robert  F.  McMahon,  M.D Onondaga 

Lee  R.  Tompkins,  M.D Sullivan 

Robert  Katz,  M.D.,  Adviser Kings 


The  committee  held  six  meetings  during  the 
past  year  to  deal  with  the  many  problems  which 
have  come  to  its  attention  and  to  review  the 
effects  on  medical  practice  of  the  various  rules 
and  provisions  of  the  Workmen’s  Compensation 
Law  and  the  Fee  Schedule  promulgated  by  the 
Chairman  of  the  Workmen’s  Compensation 
Board  in  1960. 


In  its  deliberations  the  committee  dealt  with 
topics  such  as:  the  practice  of  physical  medicine 
and  rehabilitation  as  applied  to  compensation 
claimants;  revision  of  existing  forms  in  use 
by  the  Workmen’s  Compensation  Board  and 
attending  physicians  for  reporting  of  claims; 
application  for  initial  or  reratings;  interim 
rating  between  “X”  specialists  and  “S”  special- 
ists; elimination,  redefinition,  or  addition  of 
code  letters  in  the  ratings  of  physicians;  com- 
ments on  new  forms  devised  (C-48);  fees  for 
x-rays  used  by  carriers  to  win  a controverted 
compensation  claim;  possible  penalty  against 
employer  or  carrier  for  filing  objections  to 
medical  bills  proved  to  be  baseless;  the  pay- 
ment of  a fee  for  initial  examination  in  cases 
transferred  to  the  care  of  another  physician; 
arbitrary  actions  by  carriers  in  the  handling  of 
bills,  claims,  requests  for  consultations,  and 
referrals  to  carriers’  medical  inspectors;  and 
initiation  of  arbitration  for  disputed  medical 
bills  by  physicians. 

The  interest  of  the  committee  was  focused 
on  the  fee  schedule  and  its  relationship  to 
changes  in  our  economy  since  its  promulgation. 

The  committee  has  devoted  much  time  and 
effort  to  this  review  and  was  helped  in  its  task 
by  the  cooperation  of  the  many  county  medical 
society  compensation  committees  who  responded 
to  its  request.  After  a study  of  the  trend  of 
consumer  price  index,  average  weekly  earnings 
in  New  York  State,  total  medical  cost,  hospital 
rates,  and  physicians’  fees  under  workmen’s 
compensation  in  our  State,  the  committee  is 
reviewing  and  evaluating  each  item  in  the  fee 
schedule  in  order  to  establish  a fair  value  for 
professional  services  rendered  to  compensation 
claimants.  This  work  is  still  in  progress  and  is 
scheduled  for  early  completion. 

The  committee  reviewed  also  issues  to  be 
considered  by  the  Workmen’s  Compensation 
Board’s  Advisory  Committee  for  the  Medical 
Fee  Schedule  and  Allied  Problems  at  the 
suggestion  of  the  chairman  of  the  committee 
and  the  director  of  the  Bureau  who  are  members 
of  this  Advisory  Committee.  This  afforded 
our  representatives  the  advantage  of  counsel 
and  guidance  by  our  members  in  the  preparation 
for  the  ten  meetings  of  the  Advisory  Com- 
mittee held  during  the  past  year.  The  Advisory 
Committee  considered  a variety  of  recom- 
mendations submitted  to  it  by  our  representa- 
tives and  has  succeeded  in  gaining  the  co- 
operation of  employers  and  carriers  on  several 
controverted  issues  involving  fees  or  procedures 
under  the  Workmen’s  Compensation  Law. 
While  some  issues  may  require  legislation  or 
administrative  action  by  the  Board  or  its 
Chairman,  questions  of  interpretation  and 
enforcement  of  existing  provisions  have  fre- 
quently been  resolved  by  mutual  agreement 
between  the  parties  involved. 

The  Advisory  Committee  has  submitted 
several  unanimous  recommendations  to  the 
Chairman  of  the  Workmen’s  Compensation 
Board  and  the  Workmen’s  Compensation 
Board’s  subcommittee  on  rehabilitation. 

Legislation.  The  committee  did  not  pro- 
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pose  any  legislative  amendments  for  the  1964 
session  of  the  Legislature,  but  continued  its 
close  scrutiny  of  legislation  affecting  the 
practice  of  medicine  under  the  Workmen’s 
Compensation  Law.  Opposition  was  urged  to 
proposals  which  infringed  on  the  patient’s 
right  of  free  choice  of  physician  or  which  did  not 
provide  any  benefits  to  claimants.  Recom- 
mendations were  submitted  regarding  amend- 
ments dealing  with  the  ownership  of  x-ray 
plates;  the  use  of  professional  services  of  certain 
physicians  and  dentists  under  the  Workmen’s 
Compensation  Law;  authorization  of  phy- 
sicians who  were  public  officials  or  employes 
to  collect  fees  as  physicians  in  workmen’s 
compensation  cases  where  they  render  profes- 
sional care  to  injured  employes;  the  care  and 
treatment  of  employes  by  chiropractors;  the 
creation  of  panels  of  physicians  by  employers; 
and  written  medical  standards  for  workmen’s 
compensation. 

Education.  Efforts  to  disseminate  infor- 
mation on  compensation  matters  to  all  our 
members  and  other  interested  parties  as  quickly 
as  possible  were  continued.  The  News  of 
New  York  has  placed  at  our  disposal  ample 
space  to  publish  items  of  interest.  This  medium 
was  utilized  during  the  past  year  to  apprise 
members  of  the  importance  of  being  authorized 
under  the  Workmen’s  Compensation  Law  to 
certify  patients’  claims  under  the  Disability 
Benefits  Law  for  nonoccupational  disorders; 
the  proper  procedure  for  referral  of  patients  for 
medical  or  physical  therapy;  and  the  matter 
of  revised  forms  issued  by  the  Workmen’s 
Compensation  Board.  Clarifications  were  also 
published  on  the  so-called  “x-medical  policies” 
and  regulations  affecting  workers  not  covered 
under  the  New  York  State  Workmen’s  Com- 
pensation Law,  such  as  Federal  employes, 
longshoremen  and  harbor  workers,  and  railroad 
employes. 

The  director  was  invited  to  speak  at  a meeting 
of  the  New  York  State  Society  of  Physical 
Therapy  Inc.  and  to  address  their  fifth  annual 
conference.  He  also  delivered  a lecture  to  a 
class  of  medical  assistants  at  the  Rockland 
County  Community  College  and  spoke  to  the 
medical  staffs  of  several  hospitals  in  the  Erie, 
Niagara,  and  Chautauqua  areas.  He  spoke 
on  important  issues  involving  workmen’s  com- 
pensation before  a meeting  of  the  five  county 
medical  societies  Coordinating  Council  and  the 
executive  committee  of  the  Medical  Board  of 
the  Coney  Island  Hospital. 

Liaison.  The  valuable  assistance  to  the 
Council  committee  from  numerous  county 
compensation  committees  previously  referred 
to  in  connection  with  the  review  of  the  work- 
men’s compensation  fee  schedule  is  hereby 
gratefully  acknowledged.  The  committee  re- 
ferred a resolution  dealing  with  workmen’s 
compensation  from  a county  medical  society 
to  the  Council  with  a favorable  recommendation 
urging  action  which  is  currently  under  imple- 
mentation. Constant  contact  was  maintained 


with  employers’  and  carriers’  associations  and 
with  the  Workmen’s  Compensation  Board. 

The  chairman  and  the  director  were  ap- 
pointed to  committees  preparing  the  fiftieth 
anniversary  celebration  of  the  Workmen’s 
Compensation  Law  which  took  place  in  April, 
1964,  and  arranged  for  the  participation  of 
prominent  and  knowledgeable  physicians  from 
our  State  Society  in  the  scientific  portion  of  the 
program. 

An  editorial  on  the  fiftieth  anniversary  of  the 
Workmen’s  Compensation  Law  appeared  in  the 
May  15,  1964,  issue  of  the  New  York  State 
Journal  of  Medicine,  and  a tribute  to  David 
J.  Kaliski,  M.D.,  first  director  of  the  Bureau  of 
Workmen’s  Compensation  of  our  Society,  was 
published  in  the  August  15, 1964,  edition. 

Arbitration.  During  the  twelve  months 
preceding  this  report,  the  director  of  the 
Division  of  Workmen’s  Compensation  par- 
ticipated in  109  arbitration  sessions  throughout 
the  State.  Of  those,  76  were  in  the  New  York 
City  area.  Assistance  was  rendered  to  phy- 
sicians appearing  on  behalf  of  their  own  dis- 
puted medical  bills  or  as  arbitrators  appointed 
by  the  president  of  their  county  medical  society. 
A total  of  2,481  cases  were  submitted  for 
arbitration,  adding  up  to  $293,059.65;  1,752 

were  decided  by  arbitration,  414  were  settled 
without  hearing,  315  were  postponed,  and  65 
cases  were  settled  by  direct  negotiation  between 
the  director  and  the  parties  in  interest. 

Acknowledgments.  The  committee  wishes 
to  express  its  appreciation  to  the  director  of  the 
Division  of  Workmen’s  Compensation,  Robert 
Katz,  M.D.,  and  to  his  administrative  assistant, 
Miss  Alice  E.  Wheeler,  for  their  expert  and 
efficient  handling  of  the  larger  than  usual 
volume  of  business  carried  on  by  our  committee 
during  the  past  year. 

Respectfully  submitted, 

Carl  F.  Freese,  M.D.,  Chairman 

Section  19  ( see  278 ) 

Annual  Report  of  Committee  on  Industrial  Health 

To  the  House  of  Delegates,  Gentlemen: 

The  following  is  the  report  of  the  Council 
Committee  on  Industrial  Health  and  the  Divi- 
sion of  Industrial  Health. 

The  committee  members  are  as  follows: 

Harry  E.  Tebrock,  M.D.,  Chairman.  .Queens 


Seymour  Fiske,  M.D New  York 

Fred  W.  Holcomb,  Jr.,  M.D Ulster 

James  H.  McDonough,  M.D. Oneida 

John  L.  Norris,  M.D Monroe 

Norvin  C.  Kiefer,  M.D.,  Adviser.  . New  York 
Robert  Katz,  M.D.,  Adviser Kings 


The  committee  held  three  meetings  during 
the  twelve-month  period  covered  by  this  report. 

In  its  efforts  to  keep  up  with  developments  in 
occupational  medicine  and  to  develop  guide 
lines  for  the  establishment  of  ethical  industrial 
health  programs  of  high  quality  to  serve  small 
industry,  the  committee  met  with  authorities  in 
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the  field  of  union  health  care  and  private  fee- 
for-service  occupational  medical  care.  Various 
methods  of  providing  such  services  were  explored 
with  great  care  and  in  detail.  On-the-spot  in- 
formation was  diligently  gathered  by  the  chair- 
man of  the  committee  and  the  director  of  the 
Bureau  of  Industrial  Health  during  a visit  in 
Hartford,  Connecticut,  with  the  medical  direc- 
tor of  the  Hartford  Small  Plant  Medical  Serv- 
ices. 

Efforts  are  under  way  to  apply  the  knowledge 
gained  to  industrial  medicine  in  this  State. 

A program  was  outlined  aimed  at  educating 
industry,  labor,  and  the  medical  profession  in 
the  various  phases  of  occupational  medicine  and 
its  preventive  aspects  and  the  benefits  derived 
therefrom. 

A series  of  articles  to  be  published  in  the  N e w 
York  State  Journal  of  Medicine  on  the 
subject  of  occupational  medicine  and  industrial 
health  was  begun  in  the  June  15,  1964,  issue 
with  an  introductory  article  entitled  “In-Plant 
Medical  Services  and  Safety.” 

The  director  met  with  the  medical  officers 
and  administrators  of  a planned  industrial  med- 
ical facility  to  be  set  up  in  the  near  future  at  a 
community  hospital  in  the  New  York  City  area. 
The  committee  reviewed  the  organizational 
program  and  the  plan  of  operation  for  this 
facility  and  will  follow  its  progress  with  great 
interest  after  it  begins  to  function. 

Legislation.  The  committee  reviewed  legis- 
lative action  which  will  affect  the  practice  of 
occupational  medicine.  During  the  1964  ses- 
sion of  the  State  Legislature  two  bills  of  sig- 
nificance were  enacted  regulating  clinical  lab- 
oratories and  x-ray  technology.  Clinical  lab- 
oratories and  blood  banks  have  become  subject 
to  licensing.  Laboratory  permits  must  be 
obtained  and  laboratory  directors  require  a 
certificate  of  qualification  for  any  procedure  to 
be  performed  by  their  laboratories  (New  Article 
5,  Title  V,  Public  Health  Law,  Laws  of  1964, 
Chapter  217).  X-ray  technicians  will  be 
licensed  by  the  State  Health  Department  after 
showing  evidence  of  having  taken  a prescribed 
course  of  study  or  its  equivalent  and  passed  an 
examination.  Biennial  registration  is  also  re- 
quired (Laws  of  1964,  Chapter  295). 

Article  13  of  the  Health  Code  of  the  City  of 
New  York  went  into  effect  applicable  to  clinical 
laboratories  and  interpreted  as  applying  to  lab- 
oratories maintained  for  in-plant  medical  serv- 
ices, union  health  centers,  and  insurance  com- 
panies. Under  the  code  laboratories  must  apply 
for  a permit  to  operate  and  be  directed  by  a 
clinical  pathologist  and  holder  of  a certificate  of 
qualification. 

Liaison.  The  members  received  reports  of 
proceedings  of  several  scientific  meetings  at- 
tended by  the  director  of  the  Division  of  Indus- 
trial Health  for  information  and  review.  In- 
cluded were  the  joint  meetings  of  the  Section  on 
Occupational  Medicine  of  the  New  York  Acad- 
emy of  Medicine  and  the  New  York  State 
Society  of  Industrial  Medicine,  Inc.,  which 
during  the  past  year  were  devoted  to  the  sub- 


jects of  chronic  diseases  and  disability,  study  of 
death  occurring  in  a population  having  periodic 
health  examinations,  the  early  detection  of 
aging,  and  the  social  and  mental  adjustment  to 
retirement. 

Your  director  reported  also  on  his  attendance 
at  the  Annual  Industrial  Health  Conference  in 
Pittsburgh,  Pennsylvania,  which  offered  a good 
clinical  review  of  occupational  health  problems 
such  as  “low  back”  and  covered  also  problems 
in  industrial  hygiene  and  toxicology.  Diagnos- 
tic and  therapeutic  technics  were  discussed  and 
demonstrated  with  emphasis  on  cardiology,  the 
treatment  of  bums,  and  the  prophylaxis  of 
tetanus. 

The  director  attended  also  the  annual  meeting 
of  the  New  York  Heart  Association,  which 
devoted  a portion  of  its  program  to  the  con- 
sideration of  the  cardiac  in  industry,  and  the 
annual  meeting  of  the  American  Public  Health 
Association,  where  the  program  of  the  section  on 
occunational  medicine  presented  an  excellent 
review  of  asbestosis  and  malignancies  of  interest 
to  industrial  physicians. 

Contact  has  been  maintained  with  the  City 
University  of  New  York  where  renewed  interest 
in  industrial  medical  services  was  manifested 
during  the  past  year. 

Questions  relating  to  industrial  practice  of 
medicine  were  discussed  also  with  a group  of 
officials  of  the  West  German  Medical  Associa- 
tion on  their  visit  to  New  York  City. 

The  director  attended  the  meetings  of  the 
Special  Committee  on  Labor  Health  Facilities 
which  has  conducted  a recent  survey  of  union 
health  centers  and  currently  is  evaluating  its 
results. 

A report  of  this  committee’s  activities  was 
submitted  in  reply  to  a request  of  the  American 
Medical  Association’s  Council  on  Occupational 
Health  for  the  benefit  of  the  meeting  of  state 
chairmen  of  occupational  health  committees 
which  preceded  the  American  Medical  Associa- 
tion Congress  on  Occupational  Health. 

General.  The  director  visited  the  new  quar- 
ters of  a facility  devoted  to  executive  health 
examinations  and  delivered  an  address  of  wel- 
come to  the  annual  convocation  of  the  American 
College  of  Gastroenterology.  He  attended  also 
a regional  conference  of  the  Medical  Society  in 
Syracuse  and  took  a postgraduate  course  in 
environmental  chest  diseases  given  by  the 
American  College  of  Chest  Physicians. 

The  committee  wishes  to  extend  its  gratitude 
to  its  former  chairman,  Peter  J.  DiNatale,  M.D., 
whose  tireless  efforts  have  guided  its  activities 
for  many  years. 

Respectfully  submitted, 

Harry  E.  Tebrock,  M.D.,  Chairman 

Section  20  ( see  279) 

Annual  Report  of  Committee  on  Questions  of 
Ethics 

To  the  House  of  Delegates,  Gentlemen: 

The  Committee  on  Questions  of  Ethics  is 
composed  of  the  following  members: 
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Joseph  G.  Zimring,  M.D Chairman . .Nassau 


Frank  LaGattuta,  M.D Bronx 

Ezra  A.  Wolff,  M.D Queens 


The  committee  has  had  a number  of  problems 
presented  to  it  this  past  year.  The  following 
are  several  problems  and  answers  which  were 
reported  to  the  Council  and  approved  by  them: 

1.  A question  on  whether  or  not  there  is 
indeed  a rule  against  physicians  owning  or 
having  an  interest  in  a drug  store. 

The  answer  is  no.  The  House  of  Delegates 
of  the  American  Medical  Association,  at  its 
annual  meeting  in  1963,  decided  that  it  is 
sometimes  proper  for  a physician  to  own  a 
pharmacy  provided  that  there  is  no  exploitation 
of  the  patient. 

Exploitation  of  the  patient  might  exist  if  a 
physician  (a)  overprescribes,  (6)  steers  patients 
to  physician-owned  pharmacies,  (c)  refuses  to 
give  a patient  a copy  of  his  prescription,  ( d ) 
prescribes  in  a code  known  only  by  certain 
pharmacies,  or  (e)  maintains  a direct  telephone 
line  to  certain  pharmacies. 

2.  A question  from  an  obstetrician,  “Could 
you  tell  me  whether  or  not  it  is  illegal  or  un- 
ethical to  use  rubber  stamped  routine  post- 
partum orders  if  these  are  countersigned  by  a 
licensed  physician?” 

Even  though  the  first  order  is  one  on  narcotics, 
it  is  not  unethical  or  illegal  to  use  a rubber 
stamp  on  postpartum  orders.  However,  the 
Federal  Bureau  of  Narcotics  strongly  recom- 
mends that  all  narcotic  orders  be  written  by 
physicians  in  order  to  avoid  discrepancies  or 
diversions  which  may  occur.  The  Bureau 
also  requests,  if  possible,  that  the  Society  put  a 
statement  in  the  News  of  New  York  that  they 
strongly  recommend  that  all  narcotic  orders  be 
written  and  not  stamped  as  routine. 

3.  A question  from  a surgeon  concerning  the 
ethics  on  answering  questionnaires  submitted 
by  pharmaceutical  companies  regarding  their 
products. 

The  action  of  the  physician  in  answering  the 
questionnaire  is  within  the  rules  and  regulations 
of  our  professional  ethics. 

4.  Two  questions  from  the  Rochester  Re- 
gional Hospital  Council:  (a)  Should  emergency 
rooms  be  staffed  with  full-time  paid  physicians? 
(6)  Billing  of  patients  treated  in  emergency 
rooms. 

The  official  policy  of  the  American  Medical 
Association,  as  adopted  by  the  House  of 
Delegates  in  1951  and  reaffirmed  in  June,  1960, 
states  “that  a physician  should  not  dispose  of 
his  professional  services  to  any  hospital, 
corporation  or  lay  board  by  whatever  name 
called  under  terms  or  conditions  which  permit 
the  sale  of  the  services  of  that  physician  by 
such  agency  for  a fee.” 

The  committee  offered  two  solutions  to  this 
problem:  (a)  The  use  of  any  one  or  more 

of  the  physicians  of  the  medical  staff  on  a 
rotating  basis  to  cover  the  emergency  room; 
(6)  The  medical  staff  of  the  hospital  may  form  a 
partnership  and  hire  a physician  whose  duties 
may  include  the  coverage  of  the  emergency 
room.  In  this  case  the  physician  is  an  employe 


of  or  agent  of  the  staff,  rather  than  of  the 
hospital. 

In  answer  to  the  question  of  billing  the 
patient  in  the  emergency  room,  the  committee 
feels  that  the  physician  should  bill  the  patient 
on  his  own  billhead  for  his  services. 

5.  A question  from  the  Suffolk  County 
Medical  Society  on  the  association  between 
physicians  and  optometrists  and  physicians 
and  podiatrists  was  answered  as  follows: 

“The  Judicial  Council  of  the  American 
Medical  Association  in  1960  expressed  the 
opinion  that,  while  a doctor  of  medicine  may 
utilize  the  services  of  one  trained  or  licensed  in 
optometry,  he  may  not  by  his  association  with 
the  optometrist  raise  the  practice  of  optometry 
to  the  same  high  plane  as  medical  practice. 
The  Judicial  Council,  in  1939,  gave  the  opinion 
that  the  practice  of  chiropody  is  not  a cult 
practice,  but  rather  a practice  ancillary  to 
medical  practice  in  a limited  field,  considered 
not  important  enough  for  a doctor  of  medicine 
to  attend,  and  therefore  too  often  neglected. 
The  Council  could  see  no  reason  to  declare 
the  teaching  of  chiropodists  by  members  of  the 
American  Medical  Association  to  be  unethical, 
provided  the  schools  in  which  they  teach  are 
connected  with  approved  schools  of  medicine 
and  recognized  standards  of  premedical  educa- 
tion are  required.” 

6.  A question  from  a physician  who  wished 
to  know  whether  or  not  it  is  ethical  to  notify 
the  Bureau  of  Motor  Vehicles  as  to  the  true 
condition  of  a patient  requesting  clearance  on  a 
driver’s  license  application. 

The  committee  believes  that  a physician’s 
obligation  is  to  both  his  patient’s  confidence  and 
to  public  safety  The  physician  was  advised 
to  discuss  the  entire  matter  with  his  patient 
and  to  ask  permission  to  divulge  the  information 
to  the  Bureau  of  Motor  Vehicles.  If  permission 
was  refused,  the  physician  was  advised  to  tell 
the  patient  that  he,  in  all  fairness  and  honesty, 
could  not  sign  his  application  and  ask  him  to 
see  another  physician. 

7.  The  Committee  on  Ethics  asked  the 
Council’s  permission  to  answer  letters  con- 
taining noncontroversial  questions  without 
referring  them  to  the  Council  and  waiting  until 
the  Council  acted  before  sending  a reply.  The 
Council  answered  by  pointing  out  that,  ac- 
cording to  the  Bylaws,  the  chairman  of  a com- 
mittee such  as  this,  after  a meeting  of  his  com- 
mittee, can  answer  such  a letter,  making  it 
clear  that  his  decision  is  subject  to  approval  by 
the  Executive  Committee  or  the  Council. 

8.  An  inquiry  from  the  chairman  of  the 
Ethics  Committee  of  Morris  County  Medical 
Society  of  New  Jersey  for  details  in  preparing  a 
booklet  dealing  with  medical  ethics.  The 
Principles  of  Professional  Conduct  of  the 
Medical  Society  of  the  State  of  New  York  and 
the  American  Medical  Association’s  Judicial 
Council’s  Opinions  and  Reports  1964  were  sent 
to  him. 

Respectfully  submitted, 

Joseph  G.  Zimring,  M.D.,  Chairman 
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Section  21  (see  280 ) 

Annual  Report  of  Special  Committee  on  Labor 
Health  Facilities 

To  the  House  of  Delegates , Gentlemen: 

The  following  is  the  report  of  the  Special 
Committee  on  Labor  Health  Facilities. 

The  committee  members  are  as  follows: 

William  H.  Foege,  M.D.,  Chairman 


New  York 

S.  Charles  Franco,  M.D Kings 

Louis  Venet,  M.D New  York 


Pursuant  to  the  intention  stated  in  the  report 
of  this  committee  for  1963,  a questionnaire  was 
formulated  to  gather  information  on  labor  health 
facilities  and  was  circulated  to  those  labor 
health  centers  which  were  known  to  exist.  A 
total  of  19  questionnaires  were  circulated  and 
14  replies  were  received. 

In  brief  summary  the  following  information 


was  obtained: 

Number  of  individuals  eligible  for 
medical  care  through  labor 

medical  centers 650 , 520 

Number  of  patient  visits  annually.  . .621,854 

Total  number  of  medical  services 

annually 1 , 215 , 551 

Total  physician  hours  utilized 209 ,315 


The  above  figures  represent  the  minimum  in 
each  category  since  some  questionnaires  were 
not  returned.  The  replies  demonstrated  conclu- 
sively that  the  labor  health  facility  has  become 
an  important  source  of  medical  care  to  a large 
segment  of  the  population. 

The  type  and  quality  of  this  medical  care  and 
by  whom  it  is  rendered  is  certainly  of  interest 
to  the  Medical  Society  of  the  State  of  New 
York  and  to  the  individual  members. 

In  the  matter  of  resolution  63-5  (that  hospital 
trustees  be  urged  to  consult  with  the  medical 
staffs  of  their  institutions  before  making  ar- 
rangements with  labor  or  management  groups 
for  medical  care  programs),  with  the  approval 
of  the  Council  letters  were  sent  to  the  president 
of  the  Hospital  Association  of  New  York  City, 
the  New  York  State  AFL-CIO,  and  the  New 
York  City  Central  Labor  Council.  The  reply 
from  the  AFL-CIO  was  of  particular  interest 
because  it  indicated  a willingness  to  cooperate, 
at  the  same  time  reflecting  an  attitude  of  dis- 
tinct reserve  based  on  previous  experiences  in 
attempting  to  come  to  terms  with  organized 
medicine. 

This  attitude  is  one  that  organized  medicine 
must  make  a sincere  effort  to  overcome  if  it  is 
to  have  any  voice  in  the  type  and  amount  of 
medical  care  provided  through  labor  organiza- 
tions. It  must  be  remembered  that  in  a State 
with  a heavy  medical  population  and  intense 
medical  competition,  the  labor  organizations 
will  be  able  to  obtain  some  sort  of  medical  serv- 
ice without  any  assistance  from  the  medical 
societies.  At  the  same  time,  in  this  period  in 
medical  history,  organized  labor,  the  practicing 
physician,  and  organized  medicine  have  far 
more  in  common  than  is  apparent  on  the  surface, 


and  the  result  of  their  close  cooperation  can  be 
nothing  but  beneficial. 

A first  step  in  healing  any  gap  that  may  exist 
between  labor  and  medicine  is  the  recognition 
that  labor  has  a legitimate  interest  in  obtaining 
medical  care  for  its  members  and  recognition 
of  the  facilities  that  now  exist  to  provide  medical 
care  under  labor  or  labor  management  auspices. 
This  could  be  accomplished  very  readily  by 
listing  the  labor  medical  centers  in  the  Direc- 
tory. Any  medical  facility  that  serves  so  many 
people  and  renders  so  many  services  would  have 
a proper  place  in  a medical  directory  so  that 
the  medical  public  might  know  where  so  much 
service  is  given  and  by  whom  it  is  rendered. 
At  the  same  time,  no  medical  facility  would 
permit  the  use  of  poorly  qualified  or  unqualified 
doctors  if  it  were  aware  that  a list  of  its  staff 
would  appear  in  the  Directory. 

It  is  therefore  most  urgently  recommended 
that  the  labor  health  centers  be  listed  in  the 
Medical  Directory  of  New  York  State  in  the  same 
manner  as  the  voluntary,  government,  and 
private  hospitals. 

Any  argument  that  these  centers  do  not  con- 
form to  any  standards  is  invalid  since  most  are 
under  the  control  of  the  New  York  State  De- 
partment of  Social  Welfare  and  are  inspected 
regularly.  Listing  these  clinics  in  the  Directory 
would  be  of  great  assistance  in  obtaining  the 
future  cooperation  of  the  labor  organizations. 

The  committee  is  grateful  for  the  cooperation 
it  has  received  thus  far  and  for  the  small  progress 
it  has  been  able  to  make  and  will  continue  in  its 
efforts  to  establish  a rapport  between  the  Medi- 
cal Society  of  the  State  of  New  York  and  or- 
ganized labor  and  to  achieve  a close  working 
cooperation  for  mutual  benefit  and  the  benefit 
of  the  public. 

Respectfully  submitted, 

William  H.  Foege,  M.D.,  Chairman 

Section  22  (see  281 ) 

Annual  Report  of  Committee  on  Hospital  and 
Professional  Relations 

To  the  House  of  Delegates,  Gentlemen: 

The  following  is  the  report  of  the  Council 
Committee  on  Hospital  and  Professional  Rela- 
tions. 

The  committee  consists  of  the  following  mem- 
bers: 

Harold  T.  Golden,  M.D.,  Chairman 


Herkimer 

E.  Dean  Babbage,  M.D Erie 

James  Bordley,  III,  M.D Otsego 

R.  Scott  Howland,  M.D Chemung 

Jack  R.  Harnes,  M.D New  York 

Joseph  H.  Kinnaman,  M.D. Nassau 

Murray  L.  Nusbaum,  M.D Oneida 

Lester  R.  Tuchman,  M.D Queens 


This  year  the  committee  carried  out  its 
promises  to  the  Hospital  Association  of  New 
York  State  by  inviting  its  matching  committee 
to  all  meetings.  Similarly,  when  the  agenda 
involved  them,  either  matching  committees  or 
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interested  parties  were  invited  to  participate  in 
the  meetings  (that  is,  matching  committee  of 
the  New  York  State  Radiological  Society,  repre- 
sentatives of  the  New  York  State  Department 
of  Health  and  Department  of  Social  Welfare, 
Southern  New  York  Regional  Hospital  Council, 
Hospital  Council  of  the  State  of  New  York, 
chairmen  of  other  Council  committees,  and 
staff  members  of  the  Medical  Society  of  the 
State  of  New  York).  This  proved  to  be  a 
superior  method  of  securing  on-the-spot  deci- 
sions. Our  rapport  with  the  Hospital  Associa- 
tion members  has  been  particularly  useful  to  us 
and  they  have  similarly  appreciated  the  liaison 
with  our  Society. 

Your  committee  has  had  three  formal  meet- 
ings since  February,  1964,  and  a fourth  is 
planned  prior  to  the  meeting  of  the  House  of 
Delegates  in  February,  1965.  We  have  had 
referred  to  us  many  minor  and  a few  major 
problems.  We  feel  that  we  have  had  a success- 
ful year  of  accomplishments,  as  shall  be  un- 
folded in  this  report. 

Rising  Costs  of  Hospital  Care.  The  major 
problem  confronting  our  committee  was  re- 
ferred to  it  by  the  Council  in  October,  1964:  a 
review  of,  and,  if  possible,  solution  to  the  rising 
costs  of  hospital  care.  Coincidentally  most  of 
our  deliberations  prior  to  being  so  charged  were 
directed  along  these  lines.  At  present  this  is 
our  major  problem  and  we  are  attempting  to  find 
practical  answers  to  the  problem  before  the 
Governor’s  Commission  on  Hospital  Costs.  If 
we  can  be  first  with  a solution,  we  hope  to  pre- 
vent the  governmental  mandates  that  hasten  us 
toward  socialized  medicine. 

One  of  the  facets  of  the  rising  cost  of  hospital 
care  is  found  in  the  fact  that,  as  an  average, 
most  hospitals  of  over  50  beds  in  the  State  are 
running  close  to  or  over  100  per  cent  occupancy 
in  nonmaternity  beds  and  about  40  per  cent 
occupancy  in  maternity  beds.  In  addition 
to  this  fact  there  is  a backlog  of  patients  with 
nonemergency  diseases  awaiting  beds,  generally. 

Use  of  Maternity  Beds.  It  was  brought  to 
the  attention  of  your  committee  that  if  clean 
gynecologic  cases  could  be  housed  in  the  empty 
maternity  beds,  using  maternity  personnel  for 
nursing  care  and  fulfilling  the  criteria  for  “clean” 
under  dedicated  medical  supervision,  the  saving 
in  hospital  costs  (figuring  unnecessary  con- 
struction, maternity  nursing  personnel,  fre- 
quently with  little  to  do,  better  public  relations 
through  lessening  of  the  backlog  of  patients, 
and  better  equalization  of  the  duties  of  nursing 
personnel)  to  the  public  would  be  tremendous. 
A survey  of  one  upstate  county  with  700  general 
nonprofit  hospital  beds  showed  300  patient  days 
of  empty  maternity  beds  in  one  representative 
month.  If  these  could  be  filled,  it  should 
represent  a saving  to  the  hospitals  of  that  county 
and  hence  to  the  public  of  over  $10,000  monthly. 
However,  the  Sanitary  Code  regulations  of  the 
State  of  New  York  prohibit  the  use  of  maternity 
beds  and  maternity  nursing  personnel  by  other 
than  maternity  patients. 


Our  committee  studied  this  problem  in  light 
of  similar  projects  in  Illinois,  New  Jersey,  and 
other  states  and  drew  up  a set  of  criteria  that 
should  make  this  feasible  from  the  standpoint  of 
good  medical  care  particularly  as  it  might  result 
in  maternal  morbidity. 

We  had  as  our  aim  the  changing  of  the 
Sanitary  Code  regulations  by  the  New  York 
State  Department  of  Health  to  allow  this  or, 
failing  their  compliance  with  our  wishes,  the 
granting  of  a limited  pilot  study  to  supply  the 
Health  Department  with  the  statistics  to 
justify  a change  in  the  regulations.  We  met 
with  the  New  York  State  Health  Department, 
presented  our  problem  and  solution,  and  in 
November  were  promised  that  a limited  pilot 
study  under  criteria  little  changed  from  those 
promulgated  by  the  committee  would  be  in- 
stituted in  the  near  future  and  conducted  by 
the  Health  Department. 

Our  committee  felt  that  this  was  a real  and 
important  achievement  and  we  intend  to  follow 
through  after  the  pilot  study  in  our  effort  to 
effect  a change  in  the  Sanitary  Code  regulations 
to  allow  this  important  economic  factor  in 
medicine  to  become  a reality  in  those  hospitals 
able  properly  to  supervise  such  a procedure. 
We  are  cognizant  of  the  infection  hazards  of  this 
undertaking  and  have  consulted  with  the  chair- 
man of  the  Council  Committee  on  Public 
Health  and  Education. 

Miscellaneous.  A projected  endeavor  to 
prepare  a handbook  detailing  nurses’  duties  was 
eliminated  from  our  agenda  when  it  was  dis- 
covered that  the  Council  Committee  on  Nursing 
Education  already  had  begun  this  project. 

Discussions  on  the  effects  on  hospitals  of  the 
Laboratory  Service  Act  of  1964  when  it  is  im- 
plemented have  been  held. 

Utilization  Committees.  The  role  of  the 
hospital  utilization  review  committee  by  each 
hospital  staff  was  thoroughly  reviewed  with  the 
able  assistance  of  Charles  M.  Brane,  M.D., 
councillor,  and  the  large  amount  of  supportive 
material  he  assembled  for  us.  Your  committee 
is  convinced  that  active  utilization  committees 
in  each  hospital  would  lower  the  costs  of  hospital 
care  by  about  8 per  cent. 

Your  committee  has  recommended  to  the 
Council  that  the  Medical  Society  of  the  State  of 
New  York  should  make  efforts  to  promote  the 
establishment  of  hospital  review  committees 
throughout  the  State  and  that  this  should  be 
done  as  expeditiously  as  possible.  Furthermore 
it  was  recommended  that  the  Society  develop 
guides  for  the  establishment  and  functioning  of 
these  utilization  committees.  It  was  also 
recommended  to  the  Council  that  the  Society 
advocate  the  establishment  in  each  hospital 
medical  staff  of  a “hospital  cost  committee”  to 
look  into  ways  and  means  to  reduce  all  hospital 
costs  by  studying  drug,  equipment,  supplies, 
and  other  purchases.  The  Hospital  Association 
representatives  were  highly  in  favor  of  this 
move. 

Regional  Councils.  The  subject  of  uni- 
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lateral  decisions  affecting  the  practice  of  medi- 
cine by  the  regional  hospital  councils  was  dis- 
cussed. The  councils  insist  that  such  decisions 
are  never  made  without  detailed  consultation 
with  medical  experts  in  the  field  concerned. 
However,  it  was  discovered  that  these  experts 
are  rarely  practicing  physicians. 

Your  committee  feels  that  the  regulating  of 
any  form  of  medical  practice  should  best  be 
done  with  the  aid  of  practicing  physicians  who 
are  cognizant  not  only  of  the  physical  diseases 
affecting  patients  but  also  their  mental,  so- 
ciologic, and  economic  problems.  This  will 
have  to  be  accomplished  by  the  county  so- 
cieties in  judicious  selection  of  their  representa- 
tives to  these  regional  councils. 

Future  Studies.  Your  committee’s  plans 
for  the  immediate  future  are  topics  concerned 
with  rising  hospital  costs  and  efforts  to  control 
them.  The  following  questions  will  be  studied: 

1.  A seven-day  hospital  week,  including 
laboratories,  x-ray  facilities,  operating  rooms, 
and  all  ancillary  services. 

2.  Unnecessary  tests — x-ray,  laboratory,  and 
so  on — “routine”  tests. 

3.  A reassessment  of  hospital  accounting  so 
as  to  make  hospital  costs  really  hospital  patient 
costs  and  not  those  of  education,  research,  and 
others. 

If  any  conclusions  are  reached  at  our  next 
meeting,  a supplementary  report  will  be  filed  by 
your  committee. 

Acknowledgments.  Your  chairman  wishes 
to  thank  the  members  of  his  committee  and  the 
consultants  who  have  worked  so  hard  to  help  to 
reduce  our  problems  to  solutions,  and  also  to 
thank  Miss  Alice  E.  Wheeler  of  the  Medical 
Society  of  the  State  of  New  York  staff  for  her 
frequent  favors  and  secretarial  assistance. 

Respectfully  submitted, 

Harold  T.  Golden,  M.D.,  Chairman 

Section  23  ( see  282 ) 

Annual  Report  of  Committee  on  Rural  Medical 
Service 

To  the  House  of  Delegates,  Gentlemen : 

The  Committee  on  Rural  Medical  Service  is  as 


follows: 

Edward  C.  Hughes,  M.D., 

Chairman Onondaga 

Thurston  L.  Keese,  M.D Onondaga 

Hugh  McChesney,  M.D Oswego 

La  Verne  E.  Campbell,  M.D Cayuga 

Donald  C.  Walker,  M.D Schenectady 

Bert  Ellenbogen,  Adviser Tompkins 

James  J.  Quinlivan,  M.D.,  New  York 
State  Department  of  Health, 

Adviser Albany 


The  Rural  Medical  Service  Committee  has 
been  studying  the  problem  of  the  shortage  of 
physicians  in  rural  areas  of  New  York  State  for 
several  years.  During  this  time  many  at- 
tempts have  been  made  by  the  committee  to 
establish  criteria  and  bases  of  future  programs 
which  would  solve  the  problem.  A survey 


concerning  the  distribution  of  medical  personnel 
to  meet  the  changing  population  of  the  rural 
areas  was  completed  in  spot  counties  of  the 
State.  * 

During  these  years,  the  chairman  has  dis- 
cussed the  problem  by  telephone  and  in  person 
with  interested  individuals  in  many  areas  of  the 
State,  editors  of  various  newspapers  throughout 
the  State  who  have  written  rather  extensively 
about  the  shortage,  officials  of  various  farm 
organizations,  and  other  groups  of  citizens  who 
are  incorporating  in  their  area  to  obtain  a 
physician.  He  also  has  met  with  the  members 
of  the  Associated  Industries  of  New  York  State, 
Inc.,  and  the  New  York  State  Farm  Bureau  in 
hopes  that  financial  support  from  these  groups 
could  be  obtained  to  start  a definitive  program. 
The  problems  have  been  discussed  with  several 
deans  of  upstate  medical  centers  for  their  sug- 
gestions. 

The  chairman  of  the  committee  has  also 
served  on  the  medical  advisory  board  of  the 
Sears-Roebuck  Foundation  which  has  been  at- 
tempting to  solve  the  problem  by  establishment 
of  clinics  for  general  practitioners  in  areas 
throughout  the  State  where  the  need  has  been 
great.  They  have  provided  facilities  and/or 
doctors  for  88  communities  in  the  United  States 
and  are  in  the  process  of  surveying  many  others. 
The  chairman  of  the  committee  has  been  in- 
strumental in  arranging  various  surveys  which 
resulted  in  the  establishment  of  5 such  clinics 
in  New  York  State.  He  was  also  privileged  to 
represent  the  medical  advisory  board  of  the 
Sears-Roebuck  Foundation  and  the  American 
Medical  Association  at  the  dedication  cere- 
monies of  these  clinics.  There  are  4 or  5 other 
areas  in  upstate  New  York  which  are  being 
studied  at  the  present  time  and  are  completing 
surveys  of  their  areas. 

Criteria.  Information  received  and  ana- 
lyzed from  these  various  sources  has  helped  the 
committee  to  establish  certain  criteria  and 
opinions  which  must  be  considered  if  the  prob- 
lem of  the  physician  shortage  is  to  be  solved  in 
this  State. 

1.  The  committee  has  found  that  there  is  a 
lack  of  understanding  in  the  lay  mind  of  the 
relationship  between  the  Medical  Society  of  the 
State  of  New  York  and  the  medical  colleges  of 
the  State.  Citizens  of  these  areas  cannot  under- 
stand why  the  problem  cannot  be  remedied  by 
the  combined  efforts  of  the  Society  together  with 
the  medical  colleges. 

2.  The  committee  has  observed  that  the 
medical  colleges,  although  not  emphasizing 
general  practice  in  their  curriculum,  do  not  out- 
rightly  discourage  such  practice.  The  courses 
in  the  medical  colleges  all  are  taught  by  teachers 
who  are  interested  in  special  fields  of  medicine, 
each  attempting  to  make  his  course  the  best  of 
the  curriculum.  This  cannot  be  condemned. 
However,  there  are  no  courses  where  general 
practice  can  influence  a student  to  go  in  this 
direction.  Medical  colleges  should  be  made 

* Ellenbogen,  B.,  Hay,  D.,  and  Larson,  O.:  “Changes  in 
the  Availability  and  Use  of  Health  Resources  in  Two  Central 
New  York  Counties,  1949  and  1957.” 
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aware  of  the  shortage  of  physicians  in  this  field 
of  medicine  and  be  encouraged  to  provide  train- 
ing courses  in  general  practice.  It  should  be 
the  responsibility  of  the  colleges  to  provide 
enough  such  trained  physicians  to  cover  these 
areas  of  New  York  State. 

3.  It  is  the  considered  opinion  of  the  com- 
mittee that  the  most  important  reasons  for  the 
shortage  of  physicians  in  rural  areas  arises  in  the 
rural  areas  themselves,  and  they  can  be  listed  as 
follows:  (a)  Lack  of  clinical  facilities;  (6) 

long  working  hours  doing  the  minor  problems 
of  the  practice  of  medicine;  (c)  inability  to  keep 
up  with  the  fast  pace  of  medical  education  and 
new  advances  of  medicine — having  no  time  to 
read,  attend  meetings,  and  so  forth;  (d)  lack  of 
appointments  in  hospitals  in  nearby  cities; 
(e)  dissatisfaction  of  the  doctors’  wives  with  life 
in  a smaller  community;  (/)  lack  of  educational 
stimuli  generally  found  around  hospitals,  medi- 
cal centers,  and  clinics;  (g)  the  many  miles  of 
travel  making  calls  in  their  area.  This  factor, 
however,  is  becoming  a minor  problem  because 
many  patients  now  will  come  to  the  physician’s 
office;  ( h ) inability  to  complete  a diagnosis  and 
fulfill  the  satisfaction  of  complete  treatment. 

It  is  apparent  that  income  has  nothing  to  do 
with  the  dissatisfaction  of  practice  in  rural  areas. 

New  Approach.  From  the  material  which 
has  been  accumulated,  it  is  apparent  that  a new, 
dynamic  approach  to  the  problem  of  solving 
the  physician  shortage  must  be  established. 
The  committee  proposes  that  the  following 
definite  steps  be  taken: 

1.  The  Medical  Society  of  the  State  of  New 
York  must  take  the  leadership  in  planning  this 
program.  Providing  medical  care  for  the  people 
of  the  State  of  New  York  should  be  the  most 
important  function  of  the  Society. 

2.  A new,  modem  type  of  medical  practice 
should  be  carefully  planned  and  adopted.  Such 
practice  should  be  worked  out  in  cooperation 
with  the  medical  colleges  of  the  State. 

3.  An  economic  and  geographic  survey 
should  be  made  of  the  areas  where  physicians  are 
reported  to  be  needed.  This  evaluation  would 
indicate  whether  or  not  such  areas  properly 
could  support  a physician.  Although  such 
economic  surveys  are  available  in  large  cities, 
they  cannot  be  found  in  areas  where  the  physi- 
cian shortage  is  demonstrated. 

4.  That  the  communities  themselves  should 
participate  in  procedures  necessary  to  obtain 
physicians  for  their  areas. 

Medical  Society  Responsibility. 

The  committee  believes  that  it  is  impractical 
and  unwise  medically  to  try  to  locate  lone 
practitioners  in  rural  and  urban  areas  of  New 
York  State.  Experience  has  shown  that  over- 
worked physicians  do  not  remain  long  in  general 
practice.  Also,  they  cannot  keep  up  with  the 
changes  in  medicine  and  related  sciences. 
Provision  must  be  made  for  these  physicians  to 
get  a reasonable  amount  of  rest  and  leisure  to 
allow  them  to  conserve  their  health  and  keep 
abreast  of  medical  advances. 

The  committee  recommends,  therefore,  that 


the  Medical  Society  efforts  to  place  physicians  in 
practice  should  be  reserved  for  communities 
which  can  support  the  services  of  at  least  two 
physicians.  Smaller  communities,  not  able  to 
support  two  physicians,  should  be  encouraged 
to  work  out  local  arrangements  for  quick  trans- 
fer of  their  ill  and  injured  by  ambulance  to  the 
nearest  hospital,  and  for  training  the  ambulance 
staff  in  first  aid  and  in  the  competent  handling 
of  acute  medical  emergencies.  Such  problems 
could  be  worked  out  by  the  Rural  Medical 
Service  Committee. 

1.  The  Medical  Society  of  the  State  of  New 
York  should  hire  a full-time  experienced  survey 
director  to  make  an  economic,  trade,  and  social 
type  survey  of  areas  of  the  State  where  a 
physician  is  desired.  It  will  likely  be  found  that 
many  of  these  areas  could  not  support  two 
physicians.  However,  several  areas  might  be 
combined  to  assure  giving  a wider  area  for 
service  and  more  comprehensive  medical  care. 

The  Council,  during  the  past  year,  has  ap- 
proved the  appointment  of  an  individual  to 
serve  in  this  capacity  but  has  not  allowed  funds 
for  salary  or  expenses.  The  committee  recom- 
mends that  the  Council  approve  the  necessary 
funds. 

If  it  is  not  possible  to  get  a direct  appropria- 
tion of  Medical  Society  funds,  the  committee 
recommends  that  the  Medical  Society  seek  the 
necessary  funds  through  a grant  from  the 
Empire  State  Medical,  Scientific  and  Educa- 
tional Foundation  or  other  appropriate  source. 
It  is  believed  that  this  type  of  program  might 
also  be  eligible  for  Federal  grant  funds  for 
health  purposes  or  for  Federal  funds  appro- 
priated under  the  Economic  Development  Act. 

2.  The  Rural  Medical  Service  Committee 
would  serve  as  the  consulting  committee  for  the 
surveys  and  assist  the  communities  in  evaluating 
the  reports. 

3.  It  may  be  necessary  for  a separate  sub- 
committee to  be  appointed  to  assist  the  Rural 
Medical  Service  Committee  to  obtain  physicians 
for  the  areas  after  the  survey  has  been  completed 
and  the  community  has  been  found  to  be  able  to 
support  two  or  more  physicians. 

A continuing  function  of  the  Rural  Medical 
Service  Committee  would  be:  (a)  To  study 

periodically  the  status  of  general  practice  in  New 
York  State;  (6)  to  propose  different  patterns  of 
general  practice;  (c)  to  discuss  such  plans  with 
the  deans  of  medical  colleges  of  our  State. 

Consideration  should  be  given  to  office 
grouping  of  physicians  depending  on  the  areas 
and  geographic  location  to  medical  centers  and 
hospitals.  The  committee  should  encourage 
and  arrange  for  the  physicians  it  locates  in 
practice  to  receive  postgraduate  education  in  the 
nearby  medical  centers,  medical  colleges,  and 
hospitals  and  for  them  to  share  their  experience 
with  medical  students,  interns,  and  residents. 
The  committee  would  also  assist  in  obtaining 
hospital  privileges  for  the  physicians  it  helps  to 
locate. 

Success  in  finding  suitable  physicians  for 
locating  in  practice  under  this  proposal  would 
depend  largely  on  the  assistance  given  by 
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physician  members  of  the  Medical  Society  of  the 
State  of  New  York,  deans  of  the  medical  col- 
leges, and  heads  of  hospitals,  as  well  as  from  the 
American  Medical  Association  and  the  Sears- 
Roebuck  Foundation.  Advertising  in  medical 
journals  and  bulletins  would  also  be  necessary. 

Community  Responsibility. 

1.  The  survey  director  would  assemble  lead- 
ing citizens  of  the  area  to  discuss  with  them  the 
procedures  which  are  necessary  for  the  com- 
munity to  follow  in  order  to:  (a)  get  a survey 
made,  and  (6)  obtain  physicians. 

2.  Under  the  guidance  of  the  survey  director 
and  the  Rural  Medical  Service  Committee,  each 
community  would  form  a board  of  directors 
having  the  following  functions: 

(a)  Discuss  the  problem  and  seek  advice  and 
approval  from  physicians  of  the  immediate  and 
surrounding  areas  and  obtain  their  support. 

(b)  Actively  direct  the  survey  of  the  com- 
munity. This  includes  evaluating  the  economic 
condition  of  the  area,  social  development  of  the 
community,  trade  and  travel  routes,  potential 
for  community  expansion,  accessibility  by 
travel,  and  likely  income  for  the  physicians. 

(c)  Assess  facilities  already  present  in  the 
area  for  desirable  office,  relationship  to  hospitals, 
hospital  appointments,  and  so  forth. 

(< d ) Instigate,  promote,  and  complete  a fund- 
raising campaign  to  raise  money  for  the  con- 
struction of  adequate  office  space  and  clinic 
facilities  for  two  or  more  physicians.  Money 
subscribed  to  this  fund  would  generally  be  on  a 
loan  basis,  the  subsidies  being  reimbursed  within 
a period  of  a few  years  without  interest. 

( e ) Investigate  and  consult  with  the  Sears- 
Roebuck  F oundation  with  respect  to  plans, 
building  costs,  and  construction  of  units.  The 
Sears-Roebuck  Foundation  does  not  recommend 
the  bringing  in  of  outside  workmen.  Most  of 
the  contracts  should  be  let  to  local  merchants, 
builders,  and  laborers,  thereby  keeping  the 
project  within  the  community  limits  whenever 
possible. 

(/)  Seek,  with  the  advice  of  the  Rural  Medical 
Service  Committee,  physicians  for  the  area. 
This  should  be  done  in  cooperation  with  the 
county  medical  society,  physicians  in  the  im- 
mediate and  surrounding  areas,  and  the  Ameri- 
can Medical  Association. 

It  is  believed  that  this  proposal,  which  in- 
volves the  Medical  Society  of  the  State  of  New 
York,  local  communities,  and  medical  colleges, 
would  be  a step  forward  in  helping  solve  the 
shortage  of  physicians  in  some  areas  of  our 
State.  The  involvement  of  the  citizens  of  the 
community  in  the  survey  gets  them  interested  in 
medicine  in  general  and  in  all  aspects  of  obtain- 
ing medical  services  for  their  area.  This  helps 
them  gain  understanding  for  supporting  the 
decisions  reached  and  is  in  keeping  with  the 
American  tradition  of  solving  community  needs. 

Respectfully  submitted, 

Edward  C.  Hughes,  M.D.,  Chairman 


Section  24  ( see  69,  193 ) 

Annual  Report  of  Committee  on  Public  Health  and 
Education 

To  the  House  of  Delegates,  Gentlemen : 

The  Council  Committee  on  Public  Health 
and  Education  has  the  following  membership: 

James  Greenough,  M.D.,  Chairman.  . .Otsego 

Wendell  R.  Ames,  M.D Monroe 

Irving  L.  Ershler,  M.D Onondaga 

Harry  S.  Lichtman,  M.D Kings 

John  D.  Stewart,  M.D Erie 

Hollis  S.  Ingraham,  M.D.,  Commissioner, 
New  York  State  Department  of  Health, 

Adviser Albany 

George  James,  M.D.,  Commissioner,  New 
York  City  Department  of  Health,  Adviser . . 

New  York 

James  E.  Perkins,  M.D.,  Adviser.  New  York 
Ray  E.  Trussed,  M.D.,  Adviser . . .New  York 

This  year’s  annual  meeting  of  the  committee 
with  chairmen  of  its  18  subcommittees  and  rep- 
resentatives of  the  New  York  State  and  New 
York  City  Health  Departments  was  held  on 
July  16,  1964,  in  Albany  at  the  offices  of  the 
State  Health  Department.  Thirty-nine  persons 
participated  in  the  six-hour  meeting  and  once 
again  the  way  was  smoothed  for  the  working 
together  of  subcommittees  with  similar  in- 
terests. George  A.  Burgin,  M.D.,  president, 
and  Henry  I.  Fineberg,  M.D.,  executive  vice- 
president,  of  the  State  Medical  Society,  at- 
tended as  well  as  Mr.  Guy  Beaumont,  director 
of  the  Division  of  Communications  and  Mrs. 
Dominic  Pitaro,  president  of  the  Woman’s 
Auxiliary. 

Next  year  it  is  planned  to  hold  this  meeting 
in  April. 

Among  the  many  activities  of  this  committee 
during  the  past  year  was  the  participation  of 
Charles  D.  Sherman,  Jr.,  M.D.,  chairman  of 
the  Cancer  Subcommittee;  Marvin  A.  Block, 
M.D.,  chairman  of  the  Addiction  to  Alcohol 
and  Narcotics  Subcommittee;  and  J.  G.  Fred 
Hiss,  M.D.,  consultant  to  the  Heart  Disease 
Subcommittee,  in  the  Regional  Health  In- 
stitute for  College  Health  Educators  at  Cort- 
land in  April,  1964. 

This  is  a start  toward  improving  the  teach- 
ing of  health  subjects  in  the  school  system  in 
New  York  State,  a subject  which  will  receive 
serious  attention  during  the  coming  year. 

The  committee  reports  with  pleasure  the 
continued  excellent  liaison  with  the  New  York 
State  and  New  York  City  Health  Departments. 
Among  joint  projects  now  being  carried  on  or 
planned  are: 

1.  The  Heart-Lung  Resuscitation  program, 
now  in  its  second  phase  of  refresher  courses 
leading  into  a program  on  treatment  before  and 
after  defibrillation.  The  first  phase  of  this 
program  trained  a core  of  6,000  physicians  in 
closed  chest  massage  and  also  reached  2,000 
ancillary  personnel. 

2.  Plans  for  a pilot  project  to  train  phy- 
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sicians  in  upstate  New  York  in  the  use  of  the 
proctosigmoidoscope,  which  would  be  carried  on 
under  a grant  to  the  Empire  State  Medical, 
Scientific  and  Educational  Foundation. 

3.  The  progress  being  made  by  the  project 
to  develop  a methodology  in  medical  audits, 
now  being  carried  on  in  the  Rochester  area 
under  the  direction  of  Malcolm  L.  Crump, 
M.D. 

4.  The  Stroke  Program  in  cooperation  with 
the  State  and  City  Health  Departments,  the 
New  York  Heart  Association,  the  New  York 
State  Heart  Assembly,  and  the  Division  of 
Vocational  Rehabilitation  of  the  Department 
of  Education.  Plans  are  being  completed  for  a 
general  session  on  “Stroke”  at  the  annual 
meeting  of  the  State  Society  in  February 
as  well  as  an  exhibit.  Also  planned  is  a program 
for  paramedical  groups  to  be  held  at  the  same 
time  as  the  annual  meeting.  The  chairmen  ot 
the  Society’s  Heart  Disease  Subcommittee, 
the  Section  on  Physical  Medicine  and  Rehabili- 
tation, and  the  Subcommittee  on  Physical 
Medicine  and  Rehabilitation  have  all  cooper- 
ated in  the  planning  of  the  scientific  part  of  the 
stroke  program. 

Your  committee  is  working  toward  the  es- 
tablishment of  specific  committees  on  the  district 
branch  level  where  they  will  be  of  most  use  to 
the  smaller  county  societies.  The  Cancer  and 
Diabetes  Subcommittees  are  particularly 
anxious  to  have  such  committees.  The  Sub- 
committee on  Diabetes  is  very  much  interested 
in  having  a postprandial  urine  test  included  in 
all  school  health  examinations  for  the  detection 
of  children  with  diabetes. 

A very  successful  second  Symposium  on 
Forensic  Medicine  under  the  direction  of  Milton 
Helpern,  M.D.,  Chief  Medical  Examiner  of 
New  York  City,  was  held  July  30  and  31,  1964. 
This  was  attended  by  30  medical  examiners 
and  coroners  from  New  York  State. 

Your  Subcommittee  on  Mental  Hygiene  has 
acted  as  the  steering  committee  on  mental 
health  for  the  State  in  cooperation  with  the 
A.M.A.’s  program  on  mental  health. 

Now  that  the  Good  Samaritan  Bill  is  law, 
your  Accident  Prevention  Subcommittee  is 
turning  its  attention  to  a proposal  by  the  State 
Health  Department  to  train  ambulance  drivers 
in  the  emergency  care  of  patients,  particularly 
accident  victims. 

Your  attention  is  called  to  the  reports  of  the 
subcommittees  which  show  their  many  accom- 
plishments during  the  past  year.  I express 
my  thanks  to  the  members  of  the  subcommittees, 
as  well  as  to  the  members  of  the  parent  Public 
Health  and  Education  Committee,  for  their 
able  assistance  in  carrying  on  the  work  of  this 
committee. 

The  committee  wishes  to  extend  its  apprecia- 
tion to  Hollis  S.  Ingraham,  M.D.,  and  his  staff 
at  the  New  York  State  Department  of  Health 
and  to  George  James,  M.D.,  and  his  staff  at  the 
New  York  City  Health  Department  for  their 
excellent  cooperation  and  assistance  in  pro- 
gramming and  implementing  many  of  the  im- 
portant accomplishments  of  this  committee. 


We  also  express  our  sincere  appreciation  to 
George  A.  Burgin,  M.D.,  president;  Henry 
I.  Fineberg,  M.D.,  executive  vice-president; 
and  Miss  Doris  K.  Dougherty,  administrative 
assistant,  for  their  continued  cooperation. 
Also,  the  committee  is  indebted  to  Miss  Gretchen 
Wunsch,  executive  assistant  to  the  com- 
mittee; Mrs.  Evelyn  G.  Clark,  editor  of  What 
Goes  On;  and  to  Miss  Mollie  Pesikoff  for  their 
assistance  in  carrying  out  many  tasks  and  assign- 
ments. 


Meetings.  During  the  past  year  the  com- 
mittee has  arranged  for  24  groups  coverage  of 
programs  under  the  joint  postgraduate  educa- 
tion program  of  the  Medical  Society  of  the  State 
of  New  York  and  the  New  York  State  Depart- 
ment of  Health.  Speakers  were  obtained  for 
many  of  these  programs  for  county  medical 
societies  and  other  medical  groups,  presented  as 
lecture  series,  symposia,  single  lectures,  or  teach- 
ing days.  A total  of  89  speakers  have  partici- 
pated in  these  meetings.  We  express  our  thanks 
to  the  New  York  State  Department  of  Health 
for  the  continued  assistance  they  provide  in 
the  $25  honorarium  for  these  speakers. 

A tabulation  of  programs  arranged  follows: 


County 

Organization 

Number 

of 

Speak- 

ers 

Broome 

Medical  Society 

11 

Cayuga 

Medical  Society 

1 

Chemung 

Medical  Society 

1 

Chenango 

Medical  Society 

6 

Clinton 

Medical  Society 

3 

Cortland 

Medical  Society 

5 

Franklin 

Saranac  Lake 

Medical  Society 

7 

Fulton 

Medical  Society 

4 

Herkimer 

Medical  Society 

1 

Jefferson 

Medical  Society 

4 

Livingston 

Medical  Society 

2 

Madison 

Medical  Society 

3 

Montgomery 

Medical  Society 

1 

Oneida 

Medical  Society 

2 

Central  New  York 
Academy  of 
Medicine 

3 

Ontario 

Medical  Society 

1 

Geneva  Academy  of 
Medicine 

7 

Orange 

Medical  Society 

3 

St.  Lawrence 

Medical  Society 

3 

Schenectady 

Medical  Society 

2 

Steuben 

Medical  Society 

3 

Suffolk 

South  Side  Clinical 

Society 

9 

Sullivan 

Medical  Society 

6 

Tompkins 

Medical  Society 

1 

The  following  teaching  day  programs  were 
supported  by  the  committee  by  the  addressing 
of  the  envelopes,  the  payment  of  the  cost  of 
printing  the  programs  and  postage  for  mailing, 
or  in  the  paying  of  travel  expenses: 
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Num- 
ber of 
Speak- 


County 

Region 

Subject 

ers 

Oneida 

Oneida, 

Cardiorenal 

Central 

Herkimer, 

Diseases 

9 

New 

Madison, 

York 

Chenango, 

Academy 

Otsego, 

Trauma 

8 

of  Med- 

Delaware, 

icine 

Schoharie, 

Fulton, 

Lewis, 

Hamilton 

Broome 

Broome, 

Delaware, 

Otsego, 

Chenango, 

Cortland, 

Chemung, 

Schuyler, 

Tioga, 

Tompkins 

Cardiac 

3 

St.  Law- 

Clinton, 

Psychiatry 

5 

rence 

Essex, 

and  the 

Franklin, 

General 

Jefferson, 

Practi- 

St. Law- 

tioner 

rence 

Respectfully  submitted, 

James  Greenough,  M.D.,  Chairman 

Section  25  ( see  195 ) 

Annual  Report  of  Subcommittee  on  Addiction  to 
Alcohol  and  Narcotics 

Members  of  the  Subcommittee  on  Addiction 
to  Alcohol  and  Narcotics  are  as  follows: 

Marvin  A.  Block,  M.D.,  Chairman Erie 


Robert  N.  Baird,  M.D New  York 

Francis  X.  Haines,  M.D Broome 

Leonard  L.  Heimoff,  M.D Bronx 


Christopher  F.  Terrence,  M.D.,  State  Com- 
missioner of  Mental  Hygiene,  Adviser 

Albany 

Granville  W.  Larimore,  M.D.,  First  Deputy 
Commissioner  of  Health,  Adviser. . .Albany 
The  subcommittee  met  on  July  10  and  made 
plans  to  start  a program  in  New  York  City, 
under  the  direction  of  two  of  its  members,  to 
teach  a group  of  physicians  how  to  take  care  of 
narcotic  addicts  without  the  use  of  narcotic 
drugs. 

During  the  past  year  a letter  was  sent  to  all 
physicians  in  the  State  outlining  the  physician’s 
duty  in  reporting  habitual  users  of  narcotics. 
This  letter  was  prepared  and  mailed  by  the 
State  Health  Department  and  bore  the  signatures 
of  Dr.  Ingraham  and  Dr.  Burgin.  The  Medical 
Society  is  very  appreciative  of  this  action  of  the 
Health  Department. 

During  the  coming  year  the  subcommittee  will 
join  with  other  subcommittees  in  working  to 
improve  the  health  teaching  in  the  schools  in 
New  York  State.  It  is  interested  particularly  in 
the  teaching  of  the  dangers  of  addiction  to  alco- 


hol and  narcotics.  As  reported  elsewhere,  your 
chairman  participated  in  the  Institute  for 
Health  Teachers  at  Cortland  in  April. 

The  subcommittee  plans  to  meet  with  the 
members  of  the  Subcommittee  on  Mental  Hy- 
giene to  discuss  in  detail  treatment  of  narcotic 
addicts  in  State  hospitals. 

The  subcommittee  suggests  that  physicians 
signing  statements  that  a patient  who  has  been 
in  a hospital  for  alcoholism  is  capable  of  driving 
an  automobile  should  protect  themselves  by 
stating,  “Patient  was  able  to  drive  an  auto- 
mobile as  of p.m., , 1964.” 

The  subcommittee  has  discussed  and  proposes 
to  study  further  the  possibility  of  establishing  a 
facility  under  State  auspices  for  long-term  treat- 
ment of  narcotic  addicts  in  a self-contained,  self- 
supporting  community,  similar  to  a leper  colony, 
with  all  necessary  facilities. 

Section  26  {see  197) 

Annual  Report  of  Subcommittee  on  Cancer 

The  Subcommittee  on  Cancer  is  composed  of 
the  following  members: 

Charles  D.  Sherman,  Jr.,  M.D.,  Chairman.  . . 

Monroe 


Kenneth  B.  Olson,  M.D Albany 

George  H.  Shields,  M.D Oneida 

Walter  S.  Walls,  M.D Erie 


Roald  N.  Grant,  M.D.,  Adviser.  . New  York 

Vincent  H.  Handy,  M.D.,  New  York  State 
Department  of  Health,  Adviser.  . . .Albany 

During  the  past  year  we  have  been  working 
increasingly  in  the  direction  of  coordinating 
the  efforts  of  the  Subcommittee  on  Cancer 
with  those  of  the  American  Cancer  Society,  the 
American  College  of  Surgeons,  and  the  Bureau 
of  Cancer  Control  of  the  State  Health  Depart- 
ment. By  coordinating  with  these  groups  and 
helping  to  bring  the  cancer  control  program  into 
effective  activity  at  the  local  level,  we  believe 
we  will  make  real  progress.  Among  the  various 
activities  in  which  we  are  engaged,  the  following 
are  worthy  of  note: 

1.  We  have  been  working  with  the  Sub- 
committee on  Continuing  Education  of  the 
Medical  Society  of  the  State  of  New  York 
and  with  the  State  Bureau  of  Cancer  Control 
to  activate  a project  of  instruction  in  sig- 
moidoscopy under  a Federal  grant. 

2.  We  have  further  increased  our  liaison 
with  other  agencies  by  having  Guy  Robbins, 
M.D.,  the  regional  representative  of  the  Amer- 
ican College  of  Surgeons,  meet  with  us  to  dis- 
cuss their  program  and  the  possibilities  for 
cooperation  with  the  American  College  of 
Surgeons. 

3.  We  are  beginning  to  establish  district 
cancer  committees  in  the  various  districts  of 
New  York  State  for  the  following  reasons:  (a) 
We  believe  that  such  committees  can  translate 
State  level  policy  into  effective  local  action 
better  than  any  other  method  devised;  (6) 
We  hope  to  discover  local  “grass  roots”  prob- 
lems in  the  field  of  cancer  control  and  aid  the 
local  team  in  handling  them. 

4.  Our  subcommittee  urged  our  State  rep- 
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resentatives  to  the  A.M.A.  to  sponsor  a strong 
antismoking  resolution  in  San  Francisco.  The 
final  result  was  a stronger  resolution  than  had 
originally  been  envisaged. 

5.  We  put  on  an  exhibit  on  colon  cancer  at 
the  State  Society  meeting  with  the  help  of  the 
Professional  Education  Section  of  the  American 
Cancer  Society.  A number  of  New  York 
physicians  interested  in  the  problem  helped  us 
by  manning  the  exhibit. 

6.  We  have  continued  to  encourage  and 
support  the  State  Health  Department’s  Bureau 
of  Cancer  Control  in  its  cervical  cytology  proj- 
ect and  have  continued  to  urge  that  cytology 
be  done  on  a free  basis  wherever  possible. 

7.  Through  our  liaison  with  the  State 
Bureau  of  Cancer  Control,  we  are  urging  the 
reactivation  of  an  association  of  tumor  clinic 
directors  in  the  State  with  an  annual  meeting 
for  the  purpose  of  translating  State  policy  into 
local  action. 

Section  27  ( see  198 ) 

Annual  Report  of  Subcommittee  on  Chronic 
Pulmonary  Disease 

The  Subcommittee  on  Chronic  Pulmonary 
Disease  consists  of  the  following  membership: 


Frederick  Beck,  M.D.,  Chairman Otsego 

Harry  Golembe,  M.D Sullivan 

John  H.  McClement,  M.D New  York 

Carl  Muschenheim,  M.D New  York 


William  Warriner  Woodruff,  M.D. . .Franklin 

Following  activation  of  this  subcommittee 
three  years  ago,  it  was  the  desire  of  the  members 
to  explore  the  possibilities  of  treatment  facilities 
for  chronic  pulmonary  disease  being  furnished 
by  the  State.  The  need  seemed  particularly 
directed  to  certain  areas  where  there  was  a high 
proportion  of  welfare  patients  with  respiratory 
difficulties,  and  it  was  not  deemed  practical  to 
have  these  patients  hospitalized  in  general 
hospitals  and  the  average  nursing  home  was 
insufficiently  equipped  for  this  purpose.  In 
exploring  this  situation  with  the  State  Depart- 
ment of  Health,  we  find  that  this  idea  of  State- 
sponsored  care  of  chronic  pulmonary  disease 
is  not  new  and  had  been  broached  in  the  1930’s. 
It  was  the  consensus  that  this  is  a local  re- 
sponsibility at  county  level,  rather  than  a 
responsibility  of  the  State  Departments  of 
Health  or  Social  Welfare. 

Several  counties  have  provided  adequate 
facilities  for  this  type  of  patient;  namely, 
Schenectady  County,  Niagara  County,  and 
Rockland  County.  We  had  an  opportunity 
to  review  the  program  in  Schenectady  County, 
and  it  is  an  excellent  one  meeting  the  needs  of 
that  county  and  some  of  the  surrounding  areas. 
In  the  past  year  the  Legislature  has  given  ap- 
proval to  the  establishment  of  a Bureau  of 
Chronic  Respiratory  Disease  in  the  State 
Health  Department,  and  our  subcommittee 
has  had  the  opportunity  of  being  represented 
at  a meeting  of  the  State  Commissioner  of 
Health’s  Advisory  Committee  on  Respiratory 
Disease  where  the  projected  program  of  this 
bureau  has  been  reviewed.  We  have  also  had 


the  opportunity  to  review  projected  research 
projects  to  be  started  in  upstate  New  York  and 
financed  by  Federal  funds.  One  such  project 
has  been  approved  for  Erie  County. 

We  have  had  the  opportunity  to  meet  with 
the  technical  advisory  committee  of  the  New 
York  State  Tuberculosis  and  Respiratory 
Disease  Association  and  have  been  aware  of  the 
developments  in  the  program  for  chronic  re- 
spiratory disease  as  sponsored  by  that  organiza- 
tion. 

Our  subcommittee  is  exploring  the  possibilities 
of  improving  the  teaching  of  pulmonary  diseases 
in  the  medical  schools,  and  there  are  other 
organizations  such  as  the  American  Thoracic 
Society  and  the  New  York  Trudeau  Society 
who  are  working  also  in  this  field.  It  is  ap- 
parent that  the  problem  is  not  one  of  avail- 
ability of  funds  but  rather  the  lack  of  applicants 
for  fellowships  in  this  specialty.  A recent 
development  in  chronic  pulmonary  disease  has 
been  the  growing  interest  of  rehabilitation  units 
in  respiratory  disease,  and  many  physical 
therapists  have  become  trained  and  more  pro- 
ficient in  the  technics  used  in  this  field.  As  a 
result,  some  of  the  larger  hospitals  have  trained 
inhalation  therapists.  It  is  apparent  that 
there  may  be  a need  to  define  accurately  the 
educational  and  training  requirements  for  such 
a position  and  eventually  it  is  possible  that 
the  State  Education  Department  may  take 
cognizance  of  this  situation. 

The  subcommittee  continues  to  be  interested 
in  the  most  difficult  problem  of  the  hospitaliza- 
tion of  the  recalcitrant,  contagious  tuberculosis 
patient  and  the  many  practical  legal  problems 
presented  by  this  situation. 

Section  28  ( see  199 ) 

Annual  Report  of  Subcommittee  on  Continuing 
(Postgraduate)  Education 

The  Subcommittee  on  Continuing  (Post- 
graduate) Education  is  composed  of  the  follow- 
ing members: 

Franklyn  B.  Amos,  M.D.,  Chairman . .Albany 


Marvin  L.  Bloom,  M.D Erie 

Matthew  Brody,  M.D Kings 

Ralph  C.  Parker,  Jr.,  M.D Monroe 


During  the  past  year  there  have  been  two 
meetings  of  this  subcommittee  and  your  chair- 
man has  attended  three  other  meetings  on  this 
subject.  Results  of  these  and  other  activities 
of  members  of  the  committee  follow. 

Joint  Program  of  Continuing  Education 
Supported  by  Medical  Society  of  the  State 
of  New  York  and  New  York  State  Depart- 
ment of  Health.  In  accordance  with  the 
approved  revision  of  this  program  to  emphasize 
the  learning  situation  the  following  notice  was 
approved  by  the  subcommittee  at  its  November 
13,  1964,  meeting  with  recommendation  that  the 
Society  bring  it  to  the  attention  of  all  concerned. 
STATE  MEDICAL  SOCIETY  ESTABLISHES  NEW 
PROGRAM  FOR  CONTINUING  EDUCATION 

The  Continuing  Medical  Education  pro- 
gram conducted  jointly  by  the  State  Medical 
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Society  and  the  State  Health  Department  will 
be  drastically  revised  effective  February  19, 
1965.  The  present  program  of  payment  of 
travel  expenses  and  a $25  honorarium  for 
lecturers  at  medical  meetings  will  be  dis- 
continued. 

The  revised  program  will  emphasize  teach-  f 
ing  and  learning  and  the  necessity  for  student 
involvement.  When  effective  the  following 
criteria  must  be  met: 

1.  The  purpose  of  the  session  for  which 
support  is  given  shall  be  educational  and  is 
intended  to  supplement  the  educational  activi- 
ties of  regular  meetings  of  the  medical  socie- 
ties and  hospital  staffs. 

2.  Each  individual  teaching  session  shall 
be  a part  of  an  over-all  planned  program 
which  shall  have  been  approved  by  the  Com- 
mittee on  Public  Health  and  Education  prior 
to  the  beginning  of  the  first  session  of  instruc- 
tion. The  approval  shall  be  for  a period  of 
not  more  than  two  years. 

3.  Each  teaching  session  must  include 
student  participation  such  as  demonstration 
and  practice  of  technics,  report  on  reading 
assignment,  preparation  and/or  presentation 
of  cases  for  discussion,  laboratory  work,  or 
similar  activity. 

4.  Instruction  must  be  in  groups  suffi- 
ciently small  to  permit  participation  by  all 
those  attending. 

5.  Instructors  must  be  on  the  faculty  of  a 
medical  school  or  of  similar  recognized  teach- 
ing ability. 

6.  There  must  be  prior  enrollment  and 
limitation  of  enrollment  to  the  number  ac- 
ceptable for  the  teaching  to  be  done. 

7.  One  person  (who  may  be  a member  of 
the  group)  must  be  in  authority  and  desig- 
nated as  responsible  for  the  sessions  of  in- 
struction. It  shall  be  his  responsibility  to 
submit  all  information  concerning  the  over-all 
plan,  each  teaching  session,  the  required 
reports,  and  other  information  to  the  Com- 
mittee on  Public  Health  and  Education. 

8.  Financial  support  is  available  for  those 
programs  and  sessions  approved  by  the  Com- 
mittee on  Public  Health  and  Education  as 
follows: 

(а)  Honoraria  (paid  by  State  Health  De- 
partment): (1)  For  a teaching  session  of  not 
less  than  two  horns  and  not  more  than  three 
hours,  $50;  (2)  for  a teaching  session  of  more 
than  three  hours  but  within  one  day,  $70. 

(б)  Travel  expenses  (paid  by  State  Med- 
ical Society):  (1)  For  instructors  from  within 
the  State — actual  and  reasonable  cost  of 
transportation,  meals,  room,  and  other  travel 
expenses;  (2)  for  instructors  from  outside  the 
State — actual  and  reasonable  cost  of  trans- 
portation, meals,  room,  and  other  travel  ex- 
penses with  a maximum  of  $50  for  any  one 
teaching  session. 

The  revised  program  will  be  effective  follow- 
ing the  1965  meeting  of  the  House  of  Dele- 
gates. Applications  for  support  in  accordance 
with  the  above  should  be  submitted  to  the 


Director  of  Scientific  Activities  of  the  Medical 
Society  of  the  State  of  New  York. 

Payment  of  the  $25  honorarium  and  travel 
expenses  for  lectures  at  medical  meetings  will 
be  discontinued  the  same  date  (February  19, 
1965),  provided  that  approvals  given  before 
February  19, 1965,  will  continue  to  be  effective 
for  lectures  to  be  given  after  that  date. 

Study  of  Continuing  Medical  Education 
in  New  York  State  Being  Conducted  with 
Support  by  Public  Health  Service.  This 
study  was  the  subject  of  our  report  last  year. 
It  was  stated  that  this  study  would  require  two 
or  more  years  of  time,  and  assurance  had  been 
received  of  support  for  the  full  study.  The  first 
phase  of  the  study,  that  is,  the  development  of 
the  questionnaires  and  the  method  of  using 
them,  has  been  completed.  The  Public  Health 
Service  has  withdrawn  further  support  and 
decision  was  reached  to  abandon  further  at- 
tempts to  continue  the  study. 

Accreditation  of  Continuing  Medical 
Education  Programs  by  American  Medical 
Association.  The  American  Medical  Asso- 
ciation has  developed  a plan  for  accreditation  of 
continuing  medical  education  programs  which 
became  effective  in  June,  1964.  Your  chairman 
attended  an  advisory  committee  meeting  called 
by  the  Council  on  Medical  Education  of  the 
American  Medical  Association  in  February. 
The  purpose,  objectives,  and  method  of  proce- 
dure of  accreditation  is  briefly  as  follows: 

1.  The  purpose  of  continuing  medical  educa- 
tion is  to  keep  physicians  up  to  date  in  “modern 
medical  knowledge.” 

2.  The  purpose  of  accreditation  is  to  set  some 
floor  of  adequacy  of  continuing  education 
courses. 

3.  The  multiplicity  of  courses  offered  makes 
it  desirable  to  provide  a system  of  accreditation 
to  guide  physicians  who  wish  to  attend  continu- 
ing education  courses. 

4.  A “Guide  Regarding  Objectives  and  Basic 
Principles  of  Continuing  Medical  Education 
Programs”  was  developed  by  an  ad  hoc  com- 
mittee of  the  Council  and  approved  by  the 
Council  and  the  American  Medical  Association 
House  of  Delegates  in  1957. 

5.  A pilot  appraisal  program  carried  out  in 
five  midwestern  states,  on  the  West  Coast  and 
in  New  York  City,  indicates  that  a nation-wide 
accreditation  program  is  “feasible  and  practi- 
cable.” 

6.  The  Council  on  Medical  Education  of  the 
American  Medical  Association  can  provide  the 
mechanism  for  review  and  appraisal. 

7.  At  present,  accreditation  will  be  limited 
to  formal  course  offerings. 

8.  Accreditation  will  be  on  the  basis  of  the 
institution  or  program  rather  than  the  individual 
course. 

9.  The  proposed  procedure  is  as  follows: 

(а)  A request  must  be  received  from  the 
institution  to  be  considered  for  accreditation; 

(б)  A site  visit  and  survey  following  a 
detailed  outline  will  be  made; 
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(c)  The  survey  team  will  submit  a detailed 
written  report  (in  prescribed  form)  to  the 
Council  review  committee; 

(i d ) Final  action  on  accreditation  will  be 
taken  by  the  Council; 

(e)  The  institution  will  be  informed  of  the 
action  taken; 

( f)  Only  “accredited”  courses  will  be  listed 
by  the  A.M.A. 

10.  The  A.M.A.  will  bear  the  cost  of  ac- 
creditation. 

Discussion  and  comment  at  the  advisory 
committee  meeting  included  the  following: 

1.  General  agreement  that  some  type  of 
accreditation  of  continuing  education  programs 
is  desirable  to  (a)  separate  good  from  not  so 
good;  ( b ) upgrade  or  eliminate  the  not  so  good. 

2.  Formal  courses  are  only  a part  (and  per- 
haps a small  part)  of  continuing  education. 

3.  The  procedure  for  accreditation  for  con- 
tinuing education  might  be  combined  with  other 
accreditation  procedures  in  some  instances,  for 
example,  included  with  medical  college  “ap- 
proval” or  hospital  internship  and  residency 
approval. 

4.  The  accreditation  will  do  little  to  improve 
the  continuing  education  of  the  large  percentage 
of  physicians  (The  dean  of  the  University  of 
Minnesota  Medical  School  put  this  figure  at  75 
per  cent)  who  do  not  take  courses. 

5.  The  Committee  on  Continuing  Education 
of  the  American  Medical  Association  had  con- 
sidered the  question  of  recognition  or  require- 
ment of  continuing  education  but  felt  it  was  too 
hot  to  handle  at  the  present  time.  It  was 
brought  out  that  failure  to  consider  such  recogni- 
tion could  lead  to  (a)  a “fear”  that  the  next  step 
is  a requirement  (legally  or  professionally  im- 
posed) of  either  re-examination  for  licensure  or 
assurance  of  a minimum  amount  of  continuing 
education;  (6)  recognition  and  credit  for  con- 
tinuing medical  education  being  defaulted  to 
other  than  the  A.M.A. 

Subsequent  to  the  meeting  and  after  approval 
by  your  subcommittee,  a letter  was  sent  to  the 
Council  on  Medical  Education  of  the  American 
Medical  Association  recommending  that  some 
incentive  and  goal  be  provided  for  the  physician 
to  continue  his  education  throughout  his  profes- 
sional career,  recommending  as  follows: 

“What  additional  incentive  and  goal  is  both 
practical  and  feasible  for  continuing  medical 
education. 

“First,  let  us  dispose  of,  once  and  for  all,  the 
fear  and  fallacy  of  re-examination  at  periodic 
intervals  for  continuation  of  licensure.  It  is 
neither  practical  nor  feasible. 

“How  many  of  us  could  pass  the  examina- 
tion we  took  years  ago  immediately  after 
graduation  from  medical  school?  The  ques- 
tion is  rhetorical.  If  we  were  re-examined  and 
all  failures  refused  licensure,  our  population/ 
physician  ratio  would  double,  triple,  quad- 
ruple, or  more.  Is  this  a remote  possibility 
at  a time  when  everyone  is  pleading  for  more 
physicians? 

“Would  state  or  national  medical  board 
examiners  be  equipped  to  give  ten  to  thirty 


times  as  many  examinations  as  today? 
Hardly. 

“So  let  us  remove  the  panic  button  of  re- 
examination which  seems  to  be  pushed  every 
time  there  is  reference  to  need  for  continuing 
medical  education  as  being  something  other 
than  voluntary. 

“Second,  the  opposite  extreme  from  require- 
ment is  to  be  strictly  optimistic  that  every 
physician  will  want  to  and  will  continue  his 
lifetime  of  learning.  We  know  this  utopia  will 
not  occur. 

“Third  is  some  place  between  dictatorial 
requirement  and  laissez  faire — something 
which  will  provide  the  lacking  incentive  and 
goal  for  some  or  all  of  the  75  per  cent  who  do 
not  keep  up  to  date. 

“Some  possibilities  that  might  be  considered 
are: 

1.  Recognition  by  registration  of  such 
completion  in  files  in  A.M.A. 

2.  Recognition  by  preferred  status  of 
membership. 

3.  Recognition  by  preferred  compensation 
rating. 

4.  Recognition  by  preferred  hospital  ap- 
pointment status. 

5.  Recognition  by  continued  membership 
in  A.M.A.  (a  la  A.A.G.P.). 

6.  Recognition  by  partial  A.M.A.  mem- 
bership dues  credit. 

7.  Other  form  of  recognition.” 

This  letter  was  acknowledged  with  thanks  by 
the  associate  secretary  of  the  Council  on  Medical 
Education  and  submitted  to  the  Council. 

Use  of  Programmed  Instruction  in  Con- 
tinuing Medical  Education.  Your  chairman 
attended  a three-day  conference  at  the  Univer- 
sity of  Rochester  Medical  School  on  “Pro- 
grammed Instruction  in  Medical  Education.” 
As  a result  of  this,  he  is  led  to  the  conclusion  that 
programmed  instruction  has  a place  in  continu- 
ing medical  education  as  a means  of  self-study. 
Presently  there  are  an  extremely  limited  number 
of  programs  available  for  this  purpose  although 
reports  were  submitted  on  programs  that  are 
now  being  developed. 

It  is  both  time-consuming  and  costly  to  de- 
velop such  programs.  It  is  necessary  to  use 
them  with  large  groups  in  order  to  make  them 
economically  feasible.  Your  subcommittee  will 
continue  to  keep  informed  of  the  development  of 
this  method  of  instruction. 

Development  of  Program  of  Continuing 
Education  in  Early  Diagnosis  of  Cancer  of 
Lower  Bowel.  Your  subcommittee  has  worked 
with  the  Subcommittee  on  Cancer,  developing 
an  educational  project  directed  toward  early 
diagnosis  of  cancer  of  the  lower  bowel  and  the 
use  of  proctosigmoidoscopy  in  connection  with 
it.  A draft  of  a project  to  be  submitted  to  the 
Public  Health  Service  has  been  prepared  and 
reviewed  with  the  director  of  the  Cancer  Divi- 
sion of  the  Public  Health  Service.  Support  will 
be  requested  to  put  on  a demonstration  contin- 
uation education  project  in  one  area  of  the  State. 
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Physicians  will  be  given  instruction  in  small 
groups  (three  or  four  at  a time)  in  the  proper 
use  of  the  sigmoidoscope.  This  will  include 
indications  for  its  use  as  well  as  the  technic  of 
use. 


Updating  of  Medical  Education  for  All 
Doctors — Resolution  64-44.  This  resolution 
was  passed  at  the  1964  House  of  Delegates  and 
in  March,  1964,  the  Council  referred  it  to  the 
Committee  on  Public  Health  and  Education  and 
to  the  several  section  chairmen.  The  chairman 
of  the  Committee  on  Public  Health  and  Educa- 
tion in  turn  referred  it  to  the  Subcommittee  on 
Continuing  (Postgraduate)  Education,  and  it 
was  considered  at  the  November  13  meeting. 

The  subcommittee  felt  that  this  resolution 
needed  additional  study  and  tabled  it  pending 
obtaining  information  from  the  chairmen  of  the 
several  sections  concerning  action  taken  by  the 
sections.  It  is  expected  that  reports  will  be 
available  from  the  several  sections  after  the  next 
annual  meeting,  after  which  the  matter  will  be 
taken  from  the  table  at  the  next  meeting  of  the 
subcommittee. 


Section  29  ( see  65,  204 ) 

Annual  Report  on  Subcommittee  on  Heart  Disease 

The  Subcommittee  on  Heart  Disease  is  com- 
posed of  the  following: 

Marjorie  Greene,  M.D.,  Chairman.  . .Nassau 


A.  Wilbur  Duryee,  M.D New  York 

Irving  L.  Ershler,  M.D Onondaga 

John  J.  Finigan,  M.D.  ( deceased ) ....  Monroe 
Edwin  P.  Maynard,  M.D Kings 

I.  J.  Brightman,  M.D.,  New  York  State 
Department  of  Health,  Adviser ....  Albany 

J.  G.  Fred  Hiss,  M.D.,  New  York  State 
Department  of  Health,  Adviser ....  Albany 


The  Subcommittee  on  Heart  Disease  notes 
with  regret  the  death  of  John  J.  Finigan,  M.D., 
a member  of  this  subcommittee,  on  October  1, 
1964. 

The  subcommittee  has  been  helping  to  form 
the  program  on  stroke  for  New  York  State, 
which  is  being  participated  in  jointly  by  the 
New  York  State  Heart  Assembly,  the  New 
York  Heart  Association,  the  New  York  State 
Department  of  Health,  the  New  York  City 
Department  of  Health,  the  Medical  Society  of 
the  State  of  New  York,  and  the  New  York  State 
Division  of  Vocational  Rehabilitation.  The 
steering  committee  has  met  on  several  occasions, 
and  a program  for  the  annual  convention  of  the 
Medical  Society  of  the  State  of  New  York  has 
been  planned,  as  well  as  a program  for  lay  para- 
medical personnel  to  be  held  during  convention 
week. 

The  chairman  of  the  subcommittee  attended 
the  National  Stroke  Conference  in  Chicago  on 
October  29,  30,  and  31,  1964,  and  suggestions 
for  over-all  dissemination  of  knowledge  to  each 
physician  in  New  York  State  will  be  discussed 
at  a meeting  of  the  subcommittee  to  be  held  the 
first  part  of  December. 


Section  30  {see  202) 

Annual  Report  of  Subcommittee  on  Glaucoma  and 
Other  Diseases  of  the  Eye 

The  Subcommittee  on  Glaucoma  and  Other 
Diseases  of  the  Eye  is  composed  of  the  following 
members: 

John  F.  Gipner,  M.D.,  Chairman.  . . . Monroe 

Walter  C.  Mott,  M.D Albany 

Edward  R.  Schlesinger,  M.D.,  New  York 

State  Department  of  Health,  Adviser 

Albany 

On  March  26,  1964,  the  chairman  met  with 
Edward  R.  Schlesinger,  M.D.,  Assistant  Com- 
missioner for  Special  Health  Services,  and  Dr. 
Greenough  in  Albany  to  make  recommendations 
to  the  Department  of  Motor  Vehicles. 

We  recommended  the  following: 

1.  If  the  applicant  fails  the  visual  acuity  test 
administered  by  the  Motor  Vehicle  license  ex- 
aminer, he  should  not  be  rejected  outright  at 
that  point.  On  the  contrary,  it  is  urged  strongly 
that  the  applicant  be  told  that  he  may  submit 
reports  of  examination  by  two  vision  specialists, 
preferably  from  an  ophthalmologist  and  an 
optometrist,  before  a final  decision  is  made  on 
his  eligibility  to  drive. 

This  is  of  the  utmost  importance  to  the  appli- 
cant because  he  may  actually  meet  the  require- 
ment for  licensure  after  correction.  The  appli- 
cant may  have  neglected  to  visit  a vision  special- 
ist for  some  time  and,  as  a result,  may  have  out- 
dated prescriptions  for  eyeglasses.  Further- 
more, the  speed  with  which  the  Motor  Vehicle 
examiner  may  have  to  perform  vision  testing 
during  peak  periods,  as  has  been  indicated, 
leaves  too  great  a possibility  of  error  for  final 
reliance  to  be  placed  on  this  vision  test. 

2.  The  requirement  of  20/40  vision  in  either 
or  both  eyes  after  correction  is  satisfactory  for 
initial  licensure.  However,  this  is  considered 
too  stringent  a requirement  for  the  repeat  nine- 
year  examination,  and  it  is  strongly  recom- 
mended that  20/50  vision  in  either  or  both  eyes 
after  correction  be  used  for  the  repeat  examina- 
tions. Maintaining  the  20/40  requirement  for 
the  repeat  examinations  automatically  would 
rule  off  the  road  the  many  individuals  whose 
extensive  driving  experience  should  more  than 
compensate  for  the  slightly  reduced  visual  re- 
quirement. 

3.  No  specific  type  of  testing  equipment  is 
recommended  over  any  other.  However,  any 
applicant  who  fails  to  meet  the  minimum  re- 
quirements in  visual  acuity  when  tested  on  a 
machine  should  be  retested  with  a Snellen  chart 
before  he  is  refused  a license.  Some  persons 
suffer  a psychologic  block  when  looking  into  a 
machine.  The  Snellen  test  is  much  closer  to 
the  natural  conditions  the  applicant  would  en- 
counter in  driving.  In  using  the  Snellen  chart, 
light  should  be  focused  on  the  chart  from  the 
rear  of  the  person  being  examined  to  avoid  glare. 

4.  The  acceptance  of  a vision  test  during  the 
period  of  six  months  prior  to  the  end  of  the  nine- 
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year  period  is  considered  sound  policy,  since  the 
relatively  slow  progress  of  eye  conditions  affect- 
ing visual  acuity  would  not  render  such  examina- 
tions obsolete. 

5.  There  is  no  objection  to  having  a nurse 
perform  the  vision  tests  in  a setting  in  which  she 
would  be  under  the  close  supervision  of  a physi- 
cian, provided  the  report  is  signed  by  a physi- 
cian. It  is  recommended  that  the  report  of  the 
eye  examination  be  submitted  on  the  regular 
form  used  in  the  clinic,  to  reduce  the  possibility 
of  forgery  by  the  applicant. 

6.  The  matter  of  “free  examinations”  per- 
formed by  the  Motor  Vehicle  examiner  is  not 
considered  a problem  from  the  Medical  Society 
viewpoint.  As  indicated,  such  examinations 
would  rarely  occur  apart  from  the  actual  licens- 
ing procedure. 

7.  The  possible  impact  of  the  new  testing 
program  on  ophthalmologists  and  optometrists 
is  not  considered  to  be  a serious  problem.  Per- 
sons who  clearly  failed  the  vision  test  would,  in 
most  instances,  not  wish  to  go  to  the  expense  of 
having  two  private  examinations.  For  persons 
with  borderline  acuity,  it  would  certainly  be 
desirable  to  have  such  persons  examined,  and 
they  could  probably  be  fitted  fairly  readily  into 
the  schedules  of  ophthalmologists  and  optome- 
trists. 

Mr.  Ellis  Riker,  administrative  director  of  the 
Department  of  Motor  Vehicles,  assured  us  in  a 
letter  dated  April  15,  1964,  that  all  over-sixty- 
five  drivers  would  have  a professional  examina- 
tion before  their  licenses  were  revoked.  He  did 
not  approve  of  item  2 and  stated  that  the  20/40 
standard  would  be  strictly  adhered  to.  He  felt 
that  the  machine  testing  of  vision  was  more 
feasible  because  of  the  faulty  lighting  conditions 
in  the  testing  offices  where  the  Snellen  chart 
would  be  used. 

The  other  recommendations,  he  said,  would  be 
implemented  in  the  new  program. 

At  a meeting  of  the  Committee  on  Public 
Health  and  Education  with  representatives  of 
the  New  York  State  Department  of  Health  and 
the  New  York  City  Department  of  Health  in 
Albany,  July  16,  1964,  Dr.  Mott  reported  that 
our  subcommittee  was  ready  to  help  with  such 
projects  as  glaucoma  clinics.  He  said  that  the 
subcommittee  encourages  the  examination  of 
preschool  children  and  that  the  subcommittee 
continues  to  offer  its  services  to  the  Motor 
Vehicle  Department  in  its  study  of  driver’s 
vision,  which  apparently  has  not  materialized. 

It  was  reported  that  the  bill  to  amend  the 
Education  Law  to  provide  that  ophthalmic  dis- 
pensers with  certificate  may  fit  contact  lenses 
on  written  prescription  of  the  physician  and 
under  his  supervision,  which  would  include  ex- 
amination by  the  physician  of  the  patient’s  eyes 
before  and  after  fitting,  instead  of  fitting  contact 
lenses  under  personal  supervision  of  the  physi- 
cian, died  in  committee. 

It  was  suggested  that  physicians  reporting  the 
driver’s  visual  acuity  for  the  nine-year  examina- 
tion required  by  the  Motor  Vehicle  Department 
protect  themselves  by  saying  that  on  this  date 
the  patient’s  acuity  was . 


Section  31  {see  205) 

Annual  Report  of  Subcommittee  on  Maternal  and 
Child  Welfare 

The  Subcommittee  on  Maternal  and  Child 
Welfare  is  composed  of  the  following  members: 

Ferdinand  J.  Schoeneck,  M.D.,  Chairman. . . . 


Onondaga 

Alfred  E.  Fischer,  M.D New  York 

Harold  Jacobziner,  M.D New  York 

Bernard  J.  Pisani,  M.D New  York 

Dale  Harro,  M.D.,  New  York  State  Depart- 
ment of  Health,  Adviser Albany 


Edward  C.  Hughes,  M.D.,  Adviser . Onondaga 

All  obstetric  and  pediatric  consultants  were 
sent  a summary  of  the  obstetric  diagnostic 
consultant  service  available  for  medically  in- 
digent pregnant  patients  through  the  New  York 
State  Department  of  Health.  The  summary 
contained  the  fee  schedule  for  obstetric  and  other 
indicated  consultations,  laboratory  and  x-ray 
examinations.  Provisions  are  also  made  for 
some  types  of  postgraduate  education.  The 
service  provides  for  qualified  specialists  to  par- 
ticipate at  regular  hospital  or  community  ma- 
ternal mortality  conferences,  conducting  special 
clinics  for  the  postgraduate  education  of  prac- 
ticing physicians  and  public  health  nurses,  and 
having  specialist  physician-nurse  teams  from 
approved  premature  infant  care  units  visit  hos- 
pitals for  clinical  visitations  to  the  premature 
unit  or  staff  conferences.  A similar  service  is 
available  for  pediatric  consultations.  The  re- 
gional consultants  were  requested  to  inform  all 
hospital  administrators,  chiefs  of  obstetric  and 
pediatric  services,  and  chairmen  of  county 
society  maternal  and  infant  welfare  committees 
in  their  regions. 

Several  papers  were  published  in  the  Maternal 
and  Child  Welfare  section  of  the  New  York 
State  Journal  of  Medicine,  as  follows: 

“Current  Problems  of  Maternity  Care”  (con- 
densation of  an  address  delivered  by  Arthur  J. 
Lesser,  M.D.,  director,  Division  of  Health 
Services,  Children’s  Bureau,  U.S.  Department 
of  Health,  Education,  and  Welfare);  “Prenatal 
Care  in  New  York  City”  (condensation  of  a 
conference  on  prenatal  care  held  in  New  York 
City  May  9,  1963,  which  was  prepared  with  the 
assistance  of  Bernard  J.  Pisani,  M.D.) ; “Fatali- 
ties Associated  with  Abortions”;  “Perinatal 
Mortalities  Involving  Trauma”;  “Etiologic  Fac- 
tors in  Congenital  Anomalies.” 

Some  of  the  activities  in  which  the  obstetric 
and  regional  consultants  are  participating  are 
listed: 

The  obstetric  consultant  (region  1)  is  chair- 
man of  the  advisory  board  of  Maternity  Center. 
He  was  instrumental  in  forming  the  Maternity 
Council  for  New  York  to  assist  in  improving 
prenatal  care.  He  also  serves  on  the  advisory 
council  of  the  Division  of  Southern  Hospitals 
with  the  objective  of  ascertaining  the  adequacy 
of  maternity  service  in  the  smaller  hospitals. 
(Several  members  of  the  subcommittee  are  also 
participating  in  these  programs.) 

The  obstetric  consultant  (region  9)  has  been 
president  of  the  Broome  County  Maternal  and 
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Infant  Welfare  Committee  which  meets  regu- 
larly to  discuss  maternal  and  perinatal  mortali- 
ties. (Many  other  regional  consultants  engage 
in  similar  activities.) 

The  consultants  (region  2)  are  cooperating 
with  the  chairman  of  the  Suffolk  County  Sub- 
committee on  Maternal  Mortalities  and  Child 
Health  and  the  county  health  officer  in  a con- 
structive reorganization  of  their  programs. 

The  regional  consultants  of  region  7 partic- 
ipated in  a meeting  to  discuss  perinatal  mortality 
programs.  The  Central  New  York  Maternal 
and  Perinatal  Mortality  Study,  which  formerly 
was  being  conducted  in  region  8,  has  now  been 
extended  to  include  Jefferson,  Lewis,  St.  Law- 
rence, and  Oswego  Counties. 

A total  of  87  case  reports  of  official  maternal 
mortalities  and  other  deaths  associated  with 
pregnancy  have  been  processed  during  the  year 
with  the  cooperation  of  the  regional  consultants. 

An  analysis  of  all  the  maternal  mortalities  and 
other  deaths  associated  with  pregnancy  in  1963 
was  made  on  the  basis  of  case  reports  and  death 
certificate  diagnoses.  The  latter  were  provided 
by  the  New  York  State  Department  of  Health 
and  the  Department  of  Health  of  the  City  of 
New  York. 

Based  on  tentative  vital  statistics  reports 
there  were  356,659  live  births  and  7,075  still- 
births during  1963.  The  maternal  mortality 
rate  was  4.3  per  10,000  live  and  stillbirths. 

One  of  the  reasons  for  this  analysis  was  to 
check  on  the  coding  of  the  deaths.  We  felt  a 
few  of  the  deaths  were  improperly  coded. 

The  analysis  is  being  distributed  to  members 
of  the  subcommittee.  Examples  of  the  ques- 
tionable coding  are  included. 

The  case  reports  the  subcommittee  has  ac- 
cumulated (663)  have  been  sorted  and  the  cases 
involving  cardiac  disease  were  separated.  The 
latter  mortality  reports  are  being  used  for  a 
study  by  a cardiac  consultant  from  New  York 
City. 

A conference  was  held  with  the  newly  ap- 
pointed Assistant  Director  for  Maternal  and 
N ewborn  Service  in  the  Bureau  of  Maternal  and 
Child  Health  of  the  New  York  State  Depart- 
ment of  Health,  at  which  time  maternity  care 
and  perinatal  mortality  problems  were  discussed. 

The  chairman  wishes  to  thank  all  the  mem- 
bers of  the  subcommittee  and  the  regional  con- 
sultants for  their  cooperation. 

Section  32  ( see  206 ) 

Annual  Report  of  Subcommittee  on 
Mental  Hygiene 

The  membership  of  the  Subcommittee  on 
Mental  Hygiene  is  as  follows: 

C.  Douglas  Darling,  M.D.,  Chairman 

Tompkins 


Matthew  Brody,  M.D Kings 

Frederick  H.  Hesser,  M.D Albany 

Herman  B.  Snow,  M.D Dutchess 

Reginald  R.  Steen,  M.D Nassau 


William  Haddon,  Jr.,  M.D.,  New  York  State 
Department  of  Health,  Adviser ....  Albany 


Leonard  C.  Lang,  M.D.,  New  York  State 
Department  of  Mental  Hygiene,  Adviser.  . . 
Albany 

Christopher  F.  Terrence,  M.D.,  Deputy  Com- 
missioner of  Mental  Hygiene,  Adviser 

Albany 

Duncan  Whitehead,  M.D.,  Adviser 

Erie 

Although  there  has  been  actually  no  formal 
meeting  of  the  subcommittee  as  a whole  during 
the  past  ten  months,  there  has  been  correspond- 
ence between  members  of  the  subcommittee  and 
with  the  central  office  of  the  State  Medical 
Society.  The  actual  activities  of  the  subcom- 
mittee have  been  carried  out  by  the  chairman 
and  by  other  individual  members. 

On  July  1,  1965,  Dr.  Darling  as  the  chairman 
of  this  subcommittee  will  finish  a two-year  term 
on  the  New  York  State  Mental  Health  Plans 
for  Planning  Committee.  He  has  been  the 
official  representative  of  the  Medical  Society  to 
this  body  and  to  its  executive  committee.  Each 
member  of  the  executive  committee  was  re- 
quested to  be  the  chairman  of  a task  force  and 
Dr.  Darling  was  appointed  to  chair  the  task 
force  on  the  “Mentally  111  Aged.”  The  report 
on  the  task  force  on  aging  is  to  be  submitted 
February  1,  1965,  and  the  final  report  of  the 
entire  committee  is  to  be  ready  for  the  Surgeon 
General  on  July  1,  1965. 

So  far  the  entire  Plans  for  Planning  Com- 
mittee has  met  once;  the  executive  committee 
has  met  twice.  These  meetings  were  in  Albany, 
New  York.  The  Task  Force  on  Aging  has  met 
twice  in  New  York  City  and  will  have  several 
more  meetings  before  the  report  is  completed. 

Both  the  chairman  of  this  subcommittee  and 
Dr.  Brody  represent  the  Medical  Society  on  the 
Mental  Retardation  Plans  for  Planning  Com- 
mittee. This  second  State  committee  will  also 
render  its  final  report  on  July  1,  1965. 

Both  these  committees  are  important  ones. 
It  has  been  a privilege  to  represent  the  Medical 
Society  in  these  areas. 

On  July  16,  1964,  Dr.  Darling  met  with  the 
parent  Committee  on  Public  Health  and  Educa- 
tion in  Albany.  A report  of  present  activities 
was  made.  The  new  mental  hygiene  law  will 
go  into  effect  in  the  Fall  of  1965.  The  major 
changes  were  reported  by  Dr.  Lang,  our  official 
adviser  from  the  New  York  State  Department 
of  Mental  Hygiene.  The  role  of  the  clinical 
psychologist  relative  to  the  practice  of  medicine 
is  a matter  of  continuing  interest  and  study. 

The  article  sponsored  by  the  Mental  Health 
Subcommittee  on  “Admission  Procedures  to 
Mental  Hospitals,”  written  by  Paul  Hoch, 
M.D.,  and  published  in  the  New  York  State 
Journal  of  Medicine,  describes  the  new  pro- 
cedures which  will  soon  be  in  force.  There  are 
many  changes  and  many  improvements  in  the 
new  mental  hygiene  law. 

The  Ad  Hoc  Committee  on  Seminars  for  the 
teaching  of  psychiatry  to  nonpsychiatric  physi- 
cians has  not  met  this  year.  However,  the 
work  that  it  started  in  the  previous  three  years 
has  gone  forward  in  many  hospitals  and  many 
counties  all  over  the  State.  It  appears  there  is 
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no  further  need  for  this  committee  to  meet 
regularly  now  that  a framework  of  operation 
has  been  formulated  and  promoted. 

Your  chairman  would  like  to  point  out  that 
many  members  of  the  Medical  Society  of  the 
State  of  New  York  are  working  in  various  capac- 
ities with  the  Plans  for  Planning  for  Mental 
Health  central  committee.  These  members 
include  many  psychiatrists  as  well  as  other 
doctors  of  medicine.  They  are  working  in  the 
mental  health  divisions  at  the  regional  level 
as  well  as  at  the  State  level. 

The  Second  National  Congress  on  Mental 
Health  sponsored  by  the  American  Medical 
Association  and  the  American  Psychiatric 
Association  was  held  in  Chicago,  November 
5 to  7,  1964.  The  Medical  Society  was  rep- 
resented by  Dr.  Darling  and  by  Dr.  Brody. 
The  conference  was  attended  by  delegates  from 
all  50  states  and  was  eminently  worth  while. 
The  theme  of  the  conference  was  “Community 
Mental  Health  Services  and  Resources — Mo- 
bilization and  Orientation.”  Your  chairman 
attended  primarily  those  sections  on  planning 
for  mental  health  at  the  State  level  to  bring 
these  ideas  back  to  the  State  Plans  for  Planning 
Committee  mentioned  above.  It  was  a privi- 
lege to  attend  this  meeting. 

This  will  be  my  final  report  as  chairman  and, 
in  finishing  my  term  of  office,  I wish  to  state 
my  deep  and  sincere  appreciation  to  Henry  I. 
Fineberg,  M.D.,  Dr.  Greenough,  and  Norman 
S.  Moore,  M.D.,  who  have  been  so  helpful  in 
the  work  of  this  subcommittee.  I am  indebted 
as  well  to  all  members  of  the  subcommittee 
over  these  past  several  years — the  members 
have  worked  hard  and  long  and  have  been  faith- 
ful in  their  attendance  at  meetings.  Also,  I 
wish  to  express  the  appreciation  of  the  sub- 
committee and  of  the  Medical  Society  for  the 
expert  consultation  of  our  advisers  from  the 
New  York  State  Department  of  Mental 
Hygiene.  Henry  Brill,  M.D.,  and  Dr.  Lang 
have  (either  one  or  the  other,  and  sometimes 
both)  attended  all  meetings  of  the  subcom- 
mittee. This  close  relationship  which  Com- 
missioner Paul  Hoch  makes  possible  is  most 
important  and  is  deeply  appreciated. 

Section  33  ( see  208 ) 

Annual  Report  of  the  Subcommittee  on  Physical 
Medicine  and  Rehabilitation 

The  Subcommittee  on  Physical  Medicine  and 
Rehabilitation  is  composed  of  the  following 
members: 

George  M.  Raus,  M.D.,  Chairman.  .Onondaga 


Alexander  F.  Carson,  M.D Otsego 

George  G.  Deaver,  M.D New  York 

William  H.  George,  M.D Erie 

Edward  J.  Lorenze,  M.D Westchester 


Edward  R.  Schlesinger,  M.D.,  New  York 

State  Department  of  Health,  Adviser 

Albany 

There  has  been  no  meeting  of  the  subcom- 
mittee since  the  last  annual  report,  but  one  is 
to  be  held  early  in  December  in  New  York  City. 
Your  chairman  attended  and  participated  in  a 


program  committee  meeting  in  New  York  City, 
September  9,  for  arranging  the  program  for 
the  general  session  on  “Stroke”  scheduled  for 
the  annual  convention  of  the  State  Medical 
Society  on  the  afternoon  of  Tuesday,  February 
16, 1965. 

Section  34  {see  209) 

Annual  Report  of  Subcommittee  on  Youth  Health 
and  Physical  Fitness 

The  Subcommittee  on  Youth  Health  and 
Physical  Fitness  has  the  following  membership: 


Frederick  A.  Groff,  Jr.,  M.D.,  Chairman.  . . . 

Schenectady 

George  Lim,  M.D Oneida 

Thomas  S.  Bumbalo,  M.D Erie 

Royal  S.  Davis,  M.D. Westchester 

Harold  Jacobziner,  M.D New  York 

Leo  V.  Feichtner,  M.D.,  State  Education  De- 
partment, Adviser Albany 

Dale  Harro,  M.D.,  New  York  State  Depart- 
ment of  Health,  Adviser Albany 


The  Subcommittee  on  Youth  Health  and 
Physical  Fitness  met  in  Buffalo  on  June  9, 
1964.  At  this  meeting  your  chairman  reported 
on  a meeting  of  the  Health  and  Education  Com- 
mittee of  the  New  York  State  Physical  Educa- 
tion and  Recreation  Association  in  Albany  on 
April  30,  1964,  at  which  the  subcommittee 
approved  the  recommendation  that  the  New 
York  State  Department  of  Education  rescind 
the  equivalency  rule  for  health  education  in 
secondary  schools  and  replace  it  with  adequate 
unit  of  credit  for  health.  In  addition  this 
group  asked  for  the  cooperation  of  the  Medical 
Society  in  working  for  improved  health  educa- 
tion in  New  York  State  and  requested  that  they 
be  allowed  to  submit  articles  on  health  educa- 
tion to  the  New  York  State  Journal  of 
Medicine. 

A letter  was  written  to  Robert  Hillman,  M.D., 
chairman  of  the  Subcommittee  on  Physical 
Fitness  of  the  Kings  County  Medical  Society, 
giving  the  State  Medical  Society’s  stand  on 
physical  fitness. 

Dr.  Merril  L.  Cotton,  superintendent  of  the 
Ramapo  Central  School  District  No.  2,  Spring 
Valley,  was  informed  at  his  request  of  the  State 
Society’s  approval  of  a modified  program  of 
football,  basketball,  wrestling,  volleyball,  base- 
ball, and  track  at  grades  7,  8,  and  9. 

The  subcommittee  discussed  the  problem  of 
health  education  throughout  the  State  and 
agreed  that  the  program  as  it  exists  today  is 
inadequate  and  should  be  improved.  However, 
we  decided  not  to  do  anything  until  the  Com- 
mittee on  Health  Education,  formed  by  the 
New  York  State  Education  Department,  of 
which  Dr.  Greenough  is  a member,  comes  up 
with  some  conclusions  or  recommendations. 

Insurance  coverage  for  athletics  in  secondary 
school  was  discussed.  It  was  felt  that  in  most 
instances  coverage  for  payment  of  the  physi- 
cian and  hospital  was  inadequate.  However, 
we  felt  that  we  should  have  more  information 
concerning  the  various  insurance  programs 
before  coming  to  any  conclusions. 
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Excuses  for  physical  education  were  dis- 
cussed and  it  was  felt  that  there  should  be  more 
uniformity  among  the  schools  throughout  the 
State.  Some  of  the  excuse  forms  are  too  de- 
tailed and  others  are  too  limited  in  describing 
the  physical  activities  required  in  various  sports 
and  games.  It  was  decided  to  write  the  State 
Education  Department  concerning  its  policy 
in  this  matter. 

The  matter  of  teen-age  nutrition  was  dis- 
cussed and  it  was  felt  that  this  problem  could 
be  dealt  with  in  an  adequate  health  education 
program.  Such  subjects  as  tobacco,  alcohol, 
narcotics,  illegitimacy,  and  so  forth  should  be 
covered  in  an  all-encompassing  health  education 
program. 

Excerpts  from  a symposium  on  “Exercise  Fit- 
ness Tests;  Their  Physiologic  Basis  and  Clinical 
Application  to  Pediatrics,”  held  December  1 
and  2,  1962,  at  U.C.L.A.  Medical  Center,  Los 
Angeles,  California,  have  been  studied  by  the 
subcommittee. 

Section  35  ( see  203) 

Annual  Report  of  Subcommittee  on  Health  Aspects 
of  Ionizing  Radiation 

The  members  of  the  Subcommittee  on  Health 
Aspects  of  Ionizing  Radiation  are: 

Norman  Simon,  M.D.,  Chairman.  .New  York 

Walter  T.  Murphy,  M.D Erie 

John  H.  Wentworth,  M.D Nassau 

Hanson  Blatz,  E.E.,  New  York  City  Depart- 
ment of  Health,  Adviser New  York 

John  Harley,  Ph.D.,  Atomic  Energy  Com- 
mission, Adviser New  York 

James  H.  Lade,  M.D.,  New  York  State 
Department  of  Health,  Adviser ....  Albany 
As  part  of  its  educational  program,  the  sub- 
committee has  arranged  a session  on  “Radiation 
and  the  Dentist”  for  the  Greater  New  York 
Dental  Meeting,  December  8,  at  the  Statler 
Hilton  in  New  York  City.  This  program  is 
expected  to  draw  a sizable  number  of  dentists 
since  the  registration  at  this  convention  has  been 
17,000  in  past  years.  The  members  of  the  sub- 
committee are  available  as  a teaching  team  to 
present  programs  to  bring  hospital  staffs  up  to 
date  on  radiation.  A letter  announcing  this  was 
sent  to  six  proprietary  hospitals  in  the  Greater 
New  York  area  with  no  reply  as  of  this  date. 

The  subcommittee  has  continued  its  coopera- 
tion with  the  Health  Department  of  the  City  of 
New  York  and  the  New  York  State  Department 
of  Health  in  the  transfer  of  licensure  and  regula- 
tion of  radioactive  materials  to  the  State  of 
New  York  by  the  United  States  Atomic  Energy 
Commission.  The  changeover  of  control  has 
gone  smoothly. 

The  subcommittee  plans  to  look  into  the 
various  laws  regarding  the  use  of  radiation  mate- 
rials and  will  invite  to  its  next  meeting  repre- 
sentatives of  the  Division  of  Licensing  and  sev- 
eral doctor  of  medicine  members  of  the  advisory 
committee  of  the  Atomic  Energy  Commission. 

In  discussing  the  growing  field  of  radiation 
therapy  and  the  need  for  encouraging  medical 
schools  to  stress  teaching  in  this  field,  the  sub- 


committee became  aware  of  the  fact  that  both 
the  Subcommittee  on  Cancer  of  the  Public 
Health  and  Education  Committee  and  the  ad- 
visory committee  to  the  Bureau  of  Cancer  Con- 
trol of  the  New  York  State  Department  of 
Health  are  made  up  mainly  of  surgeons.  The 
subcommittee,  therefore,  has  recommended  to 
the  Public  Health  and  Education  Committee 
that  the  Subcommittee  on  Cancer  be  made  much 
broader  and  have  as  members  representatives  of 
the  various  fields  concerned  with  the  care  of  the 
cancer  patient — the  surgeon,  the  oncologist,  the 
radiation  therapist,  the  chemotherapist  and 
hematologist;  the  subcommittee  also  plans  to 
make  the  same  recommendation  to  the  director 
of  the  New  York  State  Health  Department’s 
Bureau  of  Cancer  Control. 

Your  subcommittee  considered  the  “Principles 
for  the  Establishment  of  Radiation  Therapy 
Services  in  Hospitals”  suggested  by  the  Hospital 
Review  and  Planning  Council  of  Southern  New 
York  and  reported  its  opposition  to  such  regula- 
tions at  a meeting  of  the  State  Society’s  Com- 
mittee on  Hospital  and  Professional  Relations. 

At  the  suggestion  of  a publisher,  the  sub- 
committee during  the  coming  year  will  consider 
writing  a book  on  “The  Side-Effects  of  Radia- 
tion.” 

Section  36  (see  207) 

Annual  Report  of  Subcommittee  on  Operating 
Room  Mortality 

The  members  of  the  Subcommittee  on  Operat- 
ing Room  Mortality  are  as  follows: 

Richard  Ament,  M.D.,  Chairman Erie 

Milton  Helpern,  M.D New  York 

Valentino  D.  B.  Mazzia,  M.D New  York 

Frederick  Beck,  M.D.,  Adviser Otsego 

During  this  past  year  your  chairman  has  come 
to  the  conclusion  that  without  some  legislation 
in  New  York  State  to  provide  compulsory  re- 
porting of  cases  nothing  much  can  be  accom- 
plished in  the  study  of  operating  room  mortality 
in  upstate  New  York.  Since  such  legislation 
may  not  be  enacted  for  several  years,  your 
chairman  believes  that  for  the  present  the  con- 
templated project  should  be  deferred  and  the 
subcommittee  as  it  is  now  constituted  dissolved. 

Section  37  ( see  77,  251) 

Annual  Report  of  Publication  Committee 

To  the  House  of  Delegates,  Gentlemen: 

The  Publication  Committee  consists  of  the 
following  members: 

George  Himler,  M.D.,  Chairman.  .New  York 

Clarke  T.  Case,  M.D Oneida 

Albert  H.  Douglas,  M.D Queens 

Reid  R.  Heffner,  M.D Westchester 

Granville  W.  Lai'imore,  M.D Albany 

William  Hammond,  M.D.,  Editor 

Westchester 

Henry  I.  Fineberg,  M.D.,  Adviser.  . . .Queens 
Your  Publication  Committee  met  five  times 
during  1964,  on  January  22,  April  22,  May  20, 
September  23,  and  November  18.  The  com- 
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mittee  is  responsible  for  the  publication  of  the 
New  York  State  Journal  of  Medicine, 
the  semimonthly  scientific  journal  published 
by  the  Medical  Society  of  the  State  of  New  York 
for  its  membership. 

Two  members  of  the  committee,  Dr.  Himler 
and  Dr.  Larimore,  are  members  also  of  the  Ad 
Hoc  Committee  to  Study  the  Journal,  which 
presented  a progress  report  at  the  1964  House 
of  Delegates.  During  the  year  your  Publica- 
tion Committee  has  cooperated  in  carrying  out 
the  recommendation  of  the  ad  hoc  committee 
which  was  approved  by  the  1964  House  of 
Delegates,  “that  the  present  high  standard  of 
scientific  excellence  of  the  New  York  State 
Journal  of  Medicine  be  continued.” 

According  to  the  table  of  organization  at  the 
Medical  Society  of  the  State  of  New  York  head- 
quarters, the  Journal  Editorial  Department 
is  under  the  Division  of  Scientific  Publications, 
of  which  William  Hammond,  M.D.,  editor, 
is  director;  the  advertising  department  is  under 
the  Business  Division,  of  which  J.  Richard 
Burns,  Esq.,  assistant  executive  vice-president, 
is  director. 

At  each  meeting,  reports  received  from  these 
departments  through  these  division  directors 
are  considered  carefully  by  your  committee. 

We  are  pleased  to  report  that  complete  co- 
operation has  been  received  from  all  staff  mem- 
bers in  an  attempt  to  maintain  the  Journal 
on  a sound  financial  basis.  Because  of  the  de- 
crease in  advertising  pages,  the  number  of  text 
pages  has  been  cut  drastically;  the  Publica- 
tion Committee  voted,  however,  to  maintain 
each  issue  at  a minimum  of  112  pages  until 
further  recommendations  are  received  from  the 
ad  hoc  committee.  In  addition,  during  the 
past  two  years  the  Editorial  Department  has 
eliminated  two  staff  positions,  resulting  in  addi- 
tional savings. 

In  spite  of  these  “austerity”  measures,  we 
are  pleased  to  report  that  the  Journal  has 
maintained  its  high  standing  as  a scientific 
publication,  that  circulation  has  increased,  that 
requests  to  quote  and  to  reprint  are  constantly 
received,  and  that  continued  honors  come  to  the 
Journal  staff  members  in  the  field  of  medical 
communications. 

American  Medical  Writers*  Association. 

The  Journal  and  many  members  of  the  staff 
are  active  in  the  American  Medical  Writers’ 
Association,  the  only  national  professional  as- 
sociation devoted  exclusively  to  improvement 
of  communication  in  medicine  and  allied 
sciences.  At  the  annual  meeting  in  Phila- 
delphia in  September,  William  Hammond,  M.D., 
editor,  was  chosen  as  president-elect  for  1965; 
Miss  Alvina  Rich  Lewis,  managing  editor,  was 
reelected  to  her  third  term  as  secretary-treas- 
urer. Miss  Elizabeth  C.  Smith,  manuscript 
editor,  also  attended  the  convention.  In 
addition,  Dr.  Hammond  served  this  past  year 
as  president  of  the  Metropolitan  New  York 
Chapter  of  A.M.W.A.  and  Miss  Smith  served 
as  chapter  parliamentarian. 

State  Journal  Editors  Conference.  In 


October,  at  the  annual  State  Medical  Journal 
Editors  conference  in  Baltimore,  Maryland, 
your  chairman  appeared  as  a member  of  the 
panel  on  “Intangible  Benefits  of  State  Journal 
Publication,”  for  which  the  managing  editor 
acted  as  moderator.  These  conferences,  spon- 
sored by  the  State  Medical  Journal  Advertis- 
ing Bureau,  are  open  to  all  state  journals, 
and  the  New  York  State  Journal  of  Medi- 
cine has  accepted  invitations  to  send  repre- 
sentatives for  several  years,  even  though  we 
are  not  members  of  the  Bureau. 

Miscellaneous.  This  year  the  program 
book  for  the  1964  annual  convention  was  pre- 
pared by  the  editorial  staff,  using  type  from  the 
January  1 Convention  Issue,  augmented  by 
additional  material.  This  procedure  resulted 
in  a savings  in  the  annual  meeting  budget  of  over 
$4,500  in  costs  for  the  book,  and  the  Publica- 
tion Committee  commended  Miss  Lewis  for 
her  work  in  accomplishing  this  saving.  In 
addition,  Miss  Lewis  is  assigned  as  House  of 
Delegates  coordinator,  in  charge  of  prepara- 
tion of  material  for  the  delegates,  supervising 
the  reference  committee  secretaries  and  the 
work  room,  and  planning  and  handling  the 
physical  requirements  for  the  meeting  rooms. 

With  the  renovation  of  the  Medical  Society 
of  the  State  of  New  York  headquarters  last 
fall,  for  the  first  time  the  editor  and  managing 
editor  have  been  assigned  a separate  office, 
adjacent  to  the  editorial  office.  Conferences 
and  interviews  can  now  be  held  without  dis- 
turbing the  editorial  staff,  and  we  are  grateful 
that  the  rearrangement  as  organized  by  our 
executive  vice-president  made  this  new  office 
possible. 

Our  report  will  include  detailed  reports  from 
the  editor,  the  advertising  department,  and  the 
Medical  Society  of  the  State  of  New  York 
library. 

New  York  State  Journal  of  Medicine 

Editor’s  Report  (William  Hammond, 
M.D.).  During  1964  the  New  York  State 
Journal  of  Medicine  was  published  twice  a 
month,  on  the  1st  and  15th,  for  a total  of  24 
issues;  special  issues  included  January  1, 
Convention  Issue;  June  1,  Minutes  of  the  1964 
House  of  Delegates;  June  15,  Semiannual 
Index;  December  15,  Semiannual  Index. 

Although  faced  with  late  submission  of  ma- 
terial for  the  Convention  Issue,  the  staff  was 
able  to  produce  this  issue  on  schedule  and  are 
to  be  commended  for  then'  efforts.  To  effect 
further  savings,  the  Minutes  of  the  1964  House 
of  Delegates  were  included  in  the  June  1 issue 
rather  than  published  as  a separate  part.  This 
made  it  possible  to  mail  the  issue  with  the  reg- 
ular mailing  sticker  instead  of  in  special  en- 
velopes as  formerly. 

For  the  year  1964  the  total  number  of  pages 
including  covers  was  3,154,  of  which  738  were 
advertising  pages,  including  covers,  and  2,416 
were  text  pages.  As  of  the  date  of  preparation 
of  this  report,  603  manuscripts  have  been  sub- 
mitted, of  which  251  were  accepted,  179  re- 
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jected,  226  referred,  39  returned  for  revision, 
and  the  remainder  still  under  consideration. 

A total  of  315  manuscripts  were  published, 
representing  522  authors.  These  include  sub- 
mitted manuscripts,  annual  meeting  papers, 
and  solicited  departmental  material,  as  follows: 
scientific  articles  136,  case  reports  67,  clinico- 
pathologic  conferences  7,  Proceedings  of  New 
York  Allergy  Society  2,  Recent  Advances  in 
Medicine  and  Surgery  9,  Cardiac  Rehabilita- 
tion 8,  Correlation  Conferences  in  Radiology 
and  Pathology  11,  Nutrition  Excerpts  7, 
Brief  Preliminary  Reports  13,  Clinical  Anes- 
thesia Conferences  9,  Cardiovascular  Spot- 
light 1,  Accidental  Chemical  Poisonings  6, 
Disaster  Medical  Care  3,  Tropical  Medicine  in 
Temperate  Climates  5,  History  of  Medicine  4, 
Industrial  Health  1,  Maternal  and  Child  Wel- 
fare 8,  Billsbord  12,  and  special  articles  14. 

Evidence  of  widespread  readership  and  in- 
terest in  the  Journal  arrives  at  our  desk  al- 
most daily,  through  requests  to  quote,  to  re- 
print, to  use  illustrations,  and  to  cite  references; 
many  of  our  authors  have  called  or  written  to 
express  their  pleasure  with  the  appearance  of 
their  articles  and  their  amazement  at  the  reprint 
requests  received  from  all  over  the  world. 

A front-page  science  news  story  based  on 
the  article  by  Sutetoshi  Iwakata,  M.D.,  and 
James  T.  Grace,  Jr.,  M.D.,  of  Roswell  Park 
Memorial  Institute,  entitled  “Cultivation  in 
Vitro  of  Myeloblasts  from  Human  Leukemia,” 
which  appeared  in  the  September  15,  1964, 
issue,  was  featured  in  the  New  York  Herald 
Tribune  for  August  21,  1964;  a special  article 
by  the  noted  British  author,  C.  P.  Snow,  ap- 
peared in  the  November  15  issue,  shortly  after 
he  had  become  Lord  Snow  and  been  made  a 
member  of  the  British  Labor  cabinet;  a book, 
Tropical  Diseases  in  Temperate  Climates , by 
Kevin  Cahill,  M.D.,  based  on  the  series  of 
articles  which  appeared  in  the  Journal,  was 
published  by  J.  B.  Lippincott  and  Company 
in  November. 

These  and  many  more  equally  gratifying 
results  make  the  careful,  painstaking  detailed 
work  of  the  editor  and  the  editorial  staff  more 
than  worth  while. 

For  each  issue  17  advance  copies  are  given  to 
the  Communications  Division  for  distribution 
to  science  writers  in  the  metropolitan  area; 
many  of  these  writers  refer  to  Journal  articles 
in  their  science  columns  and  news  stories. 

The  cooperation  of  the  Communications  Divi- 
sion in  publishing  in  each  issue  of  the  news- 
letter, News  of  New  York,  a short  paragraph 
describing  material  to  appear  in  the  coming  issue 
of  the  Journal  is  appreciated. 

Red  way  Medal.  At  the  1964  House  of 
Delegates,  the  third  annual  Laurance  D.  Red- 
way Award  for  Medical  Writing,  in  memory  of 
the  late  editor  of  the  Journal,  was  presented 
to  Alvan  L.  Barach,  M.D.,  of  New  York  City, 
for  his  article  on  “Hyperbaric  Oxygen  and  Cur- 
rent Medical  Uses  of  Oxygen”  which  appeared 
in  the  October  1,  1963,  issue.  The  fourth 
award  will  be  presented  at  the  1965  House  of 
Delegates. 


Editorial  Council.  Inaugurated  last  year, 
the  Editorial  Council,  made  up  of  representa- 
tives from  each  of  the  medical  schools  in  New 
York  State,  met  twice;  the  upstate  council 
on  May  8 in  Syracuse  and  the  entire  council 
on  November  18,  in  New  York  City.  Sub- 
jects discussed  included  liaison  with  medical 
schools,  solicitation  of  manuscripts,  editorials, 
evaluation  of  departmental  material,  revision  of 
guide  for  authors,  and  medical  school  spon- 
sorship of  special  issues.  This  group  has  proved 
invaluable  to  the  editor  in  his  planning  and 
decisions,  and  it  is  hoped  to  have  several  pro- 
ductive meetings  during  the  coming  year. 

Associate  Editorial  Board.  The  Associate 
Editorial  Board,  which  includes  the  members 
of  the  Editorial  Council  and  physicians  rep- 
resenting the  various  specialties  in  medicine, 
has  cooperated  in  evaluation  of  submitted 
manuscripts  and  in  securing  outstanding  articles 
for  the  Journal.  We  are  most  appreciative 
of  their  efforts  during  the  year. 

We  regret  to  report  the  passing  of  a member 
of  the  board,  William  T.  Boland,  M.D.,  of 
Elmira;  a memorial  resolution  was  adopted  by 
the  Publication  Committee  at  its  September  23 
meeting. 

The  annual  dinner  for  the  board  and  for  sec- 
tion editors  was  held  in  New  York  City  on 
November  18  at  the  Canadian  Club  in  the 
Waldorf- Astoria  Hotel.  This  dinner  is  our 
small  “thank  you”  to  these  loyal  and  devoted 
volunteers  who  contribute  so  much  to  the  qual- 
ity of  the  Journal.  Guest  speaker  was 
Joseph  Garland,  M.D.,  editor  of  the  New 
England  Journal  of  Medicine,  whose  remarks 
were  enjoyed  by  all  present. 

Medical  Communications  Day.  Con- 
tinuing a cooperative  endeavor  started  several 
years  ago,  the  fourth  annual  Medical  Communi- 
cations Day,  cosponsored  by  the  Journal  and 
the  Metropolitan  New  York  Chapter  of  the 
American  Medical  Writers’  Association,  was 
held  on  the  day  following  the  annual  State 
Society  meeting,  Saturday,  February  15,  1964. 

The  program  featured  a morning  panel  dis- 
cussion on  “Case  History  of  a New  Drug,” 
a luncheon,  with  W.  D.  Snively,  Jr.,  M.D., 
president  of  the  American  Medical  Writers’ 
Association  and  executive  vice-president  of 
Mead  Johnson,  Evansville,  Indiana,  as  guest 
speaker,  and  an  afternoon  panel  discussion  on 
“Case  History  of  a Medical  News  Story.” 
The  fifth  annual  program  is  planned  for  Friday, 
February  19,  again  as  a cooperative  endeavor 
with  the  local  chapter  of  A.M.W.A. 

MSSNY  Staffoscope.  At  the  request  of 
the  executive  vice-president,  the  Journal 
editorial  staff  assumed  responsibility  for  editing 
and  producing  the  staff  publication,  The  MSSNY 
Staffoscope,  a monthly  offset  house  organ  that 
includes  news  of  the  staff  and  the  Society’s 
activities.  Miss  Lewis  is  supervising  editor 
and  Mrs.  Joan  Hughes  is  managing  editor; 
production  is  done  by  Charles  Struzinski, 
Mail,  Reproduction,  and  Circulation  Depart- 
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ment.  Copies  are  distributed  to  each  member 
of  the  staff,  to  retired  employes,  to  officers,  coun- 
cillors, and  trustees,  and  to  county  medical 
society  executive  secretaries. 

Acknowledgments.  The  editor  wishes  to 
express  his  appreciation  to  the  members  of  the 
editorial  staff  for  their  efficiency,  their  coopera- 
tion, their  sense  of  concern  and  responsibility 
for  the  Journal,  and  their  maintenance  of 
high  levels  of  accomplishment.  The  staff  in- 
cludes Miss  Alvina  Rich  Lewis,  managing 
editor;  Miss  Elizabeth  C.  Smith,  manuscript 
editor;  Mrs.  Joan  Hughes  and  Mrs.  Jane 
Jackson,  copyeditors;  Miss  Frances  E.  Casey, 
proofreader;  Mrs.  Sully  Bogardus,  abstracter 
and  indexer,  and  Mrs.  Olga  Mielke,  secretary. 

The  Publication  Committee,  under  Dr.  Himler, 
has  been  more  than  cooperative  in  working 
towards  our  mutual  goals  of  improving  the 
quality  of  the  Journal,  of  maintaining  its 
scientific  standards,  and  of  working  together 
to  create  a positive  economic  picture. 

Last  our  deep  appreciation  to  our  printer, 
the  Mack  Printing  Company  of  Easton,  Pennsyl- 
vania, for  their  handling  of  each  problem  calmly 
and  efficiently  and  for  their  concern  that  the 
New  York  State  Journal  of  Medicine  be 
presented  as  attractively  and  as  accurately  as 
possible. 

Advertising  Sales.  The  total  gross  ad- 
vertising revenue  of  the  Journal  for  the  fiscal 
year  was  approximately  $248,802.54.  This  is 
an  increase  of  approximately  $13,000  over  the 
previous  year’s  gross  of  $235,480.02.  The 
outlook  for  1965  appears  to  be  favorable  and  it 
is  felt  that  our  advertising  revenue  will  equal 
that  of  1964. 

A revised  advertising  rate  schedule  was  pre- 
pared and  designed  by  the  writer  and  Robert 
W.  Miller,  advertising  production  manager. 
It  replaces  the  outdated  and  poor-appearing 
old  schedule  and  has  received  favorable  comment 
from  many  of  our  advertisers.  An  initial  mailing 
of  approximately  600  copies  of  the  new  schedule 
was  made  in  early  November  to  advertisers, 
agencies,  and  prospective  advertisers. 

In  connection  with  the  revision,  we  had  an 
extensive  review  of  our  current  advertising 
page  rates,  and  have,  at  least  for  the  present, 
decided  not  to  increase  our  “black  and  white” 
page  rates.  The  total  circulation  of  a publica- 
tion, such  as  the  Journal,  is  an  important  fac- 
tor in  determining  the  page  rate,  and  we  find 
that  our  rates  are  comparable  to  or  somewhat 
higher  than  other  state  journals  with  similar 
circulation.  As  you  were  advised  in  the  last 
annual  advertising  sales  report,  our  rates  for 
“color”  advertising  were  increased  as  of  Jan- 
uary 1,  1964,  because  of  higher  production  costs. 
In  this  over-all  connection,  we  have  been  ad- 
vised by  our  printer  that  production  costs  of 
the  Journal  will  increase  in  1965  by  2.5  per 
cent  over  those  of  1964  because  of  increased 
labor  costs.  The  impact  of  this  increase  will  be 
somewhat  softened,  however,  by  our  tighter 
controls  over  the  ratio  between  the  total  number 


of  advertising  pages  as  contrasted  with  editorial 
and  miscellaneous  pages. 

For  some  time  we  have  felt  that  the  rates  for 
classified  advertising  were  out  of  date  and  too 
low  considering  the  increased  detail  work  re- 
quired by  the  increased  volume  of  this  advertis- 
ing. It  was  therefore  decided  to  increase  the 
classified  rates  beginning  with  the  January  1, 
1965,  issue. 

The  services  of  Mr.  Charles  L.  Baldwin,  di- 
rector of  advertising  sales,  were  terminated  as 
of  July  31,  1964.  Further  details  concerning 
his  termination  will  be  found  in  the  report  of 
the  executive  vice-president.  Mr.  Joseph  A. 
Mullaney  is  now  servicing  all  the  advertising 
accounts  in  the  East  as  well  as  the  mid- West. 
Mr.  Melvin  B.  Tyler  continues  as  our  West 
Coast  advertising  representative. 

Miss  Camille  M.  Marra,  with  the  Journal 
since  1948,  in  addition  to  her  many  duties  as 
administrative  secretary  for  the  department, 
has  been  appointed  manager  of  technical  ex- 
hibits at  our  annual  meeting,  replacing  Mr. 
Baldwin.  She  has  been  doing  the  detail  work 
for  years  and  the  transition  has  been  most 
satisfactory  because  of  her  energy  and  dedica- 
tion. Mr.  Robert  W.  Miller,  who  has  been 
with  the  Society  since  1954,  continues  his  ex- 
cellent work  as  advertising  production  manager. 
It  is  apparent  to  both  Dr.  Fineberg  and  the 
writer  that  there  is  a new  spirit  of  cooperation 
evident  in  advertising  sales,  and  we  have  re- 
ceived complete  and  enthusiastic  help  from  these 
people,  as  well  as  from  those  in  Journal 
editorial,  in  our  endeavors  to  put  the  Journal 
on  a sound  fiscal  basis 

{Prepared  by  J.  Richard  Burns,  Esq.,  assistant 
executive  vice-president  and  director.  Business 
Division.) 


Medical  Society  Library 

The  Library  is  in  process  of  being  moved  to 
the  Downstate  Medical  Center.  Although  a 
large  part  of  the  year’s  activities  centered 
around  the  preparation  and  arranging  of  ma- 
terial so  that  it  can  be  moved  quickly  and  easily 
as  space  at  the  Center  becomes  available,  the 
Library  remained  open  and  provided  the  usual 
services  most  of  the  year.  For  a time  during 
the  summer,  it  was  necessary  to  restrict  a few 
activities,  and  beginning  October  1,  1964, 

evening  hours  were  discontinued  so  that  the 
Library  is  now  open  9:00  to  5:00  Mondays 
through  Fridays. 

The  Library  operates  on  an  annual  budget 
of  about  $34,000  for  the  purchase  of  books, 
periodicals,  and  their  binding.  In  addition  to 
membership  dues,  this  money  is  provided  by 
gifts  from  individuals,  societies,  and  commercial 
firms  who  use  Library  facilities.  The  Library 
also  receives  publications  through  gifts,  book 
reviews,  and  exchanges. 

During  the  year  246  review  books  were  re- 
ceived from  the  Journal  which  if  purchased 
would  have  cost  the  Library  $2,253.15.  Ninety- 
eight  exchanges  are  received  currently,  sub- 
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scriptions  to  which  would  probably  have  cost 
about  $700. 

At  present  the  Library  adds  three  to  four 
thousand  books  per  year,  most  of  which  are 
periodical  publications.  With  the  ones  re- 
ceived during  1964  the  collection  now  totals 
approximately  215,000  volumes. 

As  medical  research  increases  it  becomes  more 
difficult  to  acquire  and  have  available  at  the 
Library  all  publications  researchers  may  re- 
quire. With  approximately  three  thousand 
periodicals  on  medicine  and  related  fields 
being  indexed  currently,  there  is  a possibility 
that  any  of  them  might  be  requested  and  a 
large  percentage  are  needed  constantly.  An 
ideal  library  would  have  on  file  and  available 
at  all  times  everything  required  by  users,  a 
goal  to  reach  for  but  impossible  to  attain.  At 
present  the  Library  receives  over  2,000  current 
periodicals,  some  of  which  are  not  indexed. 
By  combining  Library  resources  with  those  at 
the  Downstate  Medical  Center  it  may  be  pos- 
sible, in  the  not  too  distant  future,  to  have  on 
file  all  medical  literature  being  currently  in- 
dexed. 

A definite  date  for  the  final  move  to  the 
Medical  Center  has  not  yet  been  set.  In  the 
meantime  the  Library  will  provide  the  usual 
services  at  its  present  location. 

(. Prepared  by  Wesley  Draper,  Librarian .) 

Conclusion 

In  concluding  this  report,  your  chairman  would 
like  to  draw  attention  to  the  improved  financial 
status  of  the  Journal.  On  the  advice  of  the 
Ad  Hoc  Committee,  some  changes  were  in- 
stituted in  our  sales  organization  and  procedures 
which  have  improved  our  advertising  income. 
This,  coupled  with  the  limitation  of  editorial 
material  and  savings  effected  by  the  staff,  has 
begun  to  offset  previous  operational  losses. 
It  is  much  too  early  to  be  complacent  about  our 
progress  in  this  direction  but  the  trend  is 
heartening  and  will  be  carefully  nurtured. 

The  Ad  Hoc  Committee,  under  the  chair- 
manship of  Norman  S.  Moore,  M.D.,  showed 
great  sympathy  and  insight  in  its  investigation 
of  the  Journal’s  operations,  and,  more  im- 
portantly, considerable  restraint  in  its  recom- 
mendations. As  a result,  the  Journal  con- 
tinues to  be  published  semimonthly  and  its 
scientific  content  has  not  suffered  except  for  a 
slight  diminution  in  volume. 

It  is  almost  superfluous,  but  still  a pleasure, 
for  the  chairman  to  call  attention  to  the  great 
strides  the  New  York  State  Journal  of 
Medicine  has  made  under  the  editorial  direc- 
tion of  William  Hammond,  M.D.  In  a few 
short  years  it  has  become  a highly  respected 
scientific  publication,  a status  that  few  state 
journals  have  ever  attained.  This  achieve- 
ment resulted  from  his  carefully  thought-out 
editorial  policies  and  his  relentless  pursuit  of 
material  suitable  for  publication.  His  as- 
sociation with  the  Journal  has  been  a most 
fortunate  one  for  us. 

Our  managing  editor,  Miss  Alvina  Rich  Lewis, 
who  has  been  the  recipient  of  several  honors  in 


the  field  of  medical  publication  during  the  past 
year,  continues  to  be  an  indispensible  element 
in  the  publication  of  the  Journal.  She  has 
had  the  loyal  support  of  an  efficient  but  re- 
duced editorial  staff,  and  together  they  have 
maintained  the  quality  of  the  publication  under 
what  can  only  be  described  as  trying  cir- 
cumstances. 

Finally,  an  acknowledgment  is  due  from  the 
neophyte  chairman  to  Henry  I.  Fineberg,  M.D., 
executive  vice-president,  and  to  J.  Richard 
Bums,  Esq.,  assistant  executive  vice-president 
and  director,  Business  Division,  for  their  help 
and  support  during  the  past  year.  Their 
understanding  of  the  Journal’s  problems 
and  their  sound  advice  was  most  gratefully 
received. 

The  Journal  has  reason  to  be  grateful  for 
the  mature  advice  and  sound  judgment  of  the 
members  of  the  Publication  Committee  who 
have  been  unfailing  in  their  interest  and  atten- 
tion to  the  welfare  of  the  Journal. 

The  chairman  is  certain  that  there  are  many 
other  persons  who  deserve  our  appreciation. 
If,  in  his  fallibility,  he  has  overlooked  them,  he 
offers  his  apologies  and  his  thanks. 

Respectfully  submitted, 

George  Himler,  M.D.,  Chairman 

Section  38  ( see  252) 

Annual  Report  of  Committee  on  Prize  Essays 

To  the  House  of  Delegates,  Gentlemen : 

The  Special  Committee  on  Prize  Essays  is 
composed  of  the  following  members: 

Alfred  A.  Angrist,  M.D.,  Chairman..  .Queens 


Benjamin  G.  Dinen,  M.D Westchester 

David  Kimball  Miller,  M.D Erie 


No  manuscripts  were  received  for  evaluation 
this  year.  It  was  the  consensus  of  the  commit- 
tee that  no  announcement  of  prize  essays  with 
adequate  publicity  be  undertaken  this  year.  It 
was  the  consensus  that  the  awards  in  each 
instance  be  increased  to  enhance  the  appeal  to 
competitors,  even  though  the  awards  are  made 
less  frequently. 

It  was  agreed  also  that  in  future  publicity  an 
attempt  be  made  to  reach  more  appropriate 
candidates  than  heretofore.  These  should  in- 
clude particularly  medical  students,  interns, 
residents,  and  fellows. 

It  is  noted  that  this  would  be  an  appropriate 
time  to  begin  planning  appropriate  distribution 
of  publicity  to  medical  schools  and  larger  vol- 
untary and  municipal  hospitals  for  essays  to  be 
submitted  and  considered  for  the  year  1966. 

Respectfully  submitted, 

Alfred  A.  Angrist,  M.D.,  Chairman 

Section  39  ( see  253) 

Annual  Report  of  What  Goes  On 

To  the  House  of  Delegates,  Gentlemen: 

What  Goes  On  continues  to  grow.  During 
the  year  1964  we  published  twelve  booklets 
containing  a total  of  550  pages  and  listing  ap- 
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proximately  2,700  meetings  and  postgraduate 
courses.  Many  new  contributors  have  been 
added.  The  distribution  to  physicians,  staff, 
residents,  and  interns  has  increased  from  41,621 
in  December,  1963,  to  44,479  in  October,  1964. 
In  addition  to  the  physicians  in  New  York  State 
and  the  State  of  New  Jersey  who  receive  What 
Goes  On,  there  are  about  2,500  persons  on  special 
lists  who  have  requested  it.  These  include 
hospitals,  schools,  libraries,  newspapers,  physi- 
cians in  other  states,  and  academies  of  science 
and  medicine.  This  brings  the  total  circula- 
tion of  What  Goes  On  to  approximately  47,000 
each  month. 

During  the  summer  requests  were  received 
from  physicians  all  over  the  United  States  and 
some  foreign  countries  for  copies  of  the  booklet. 
Many  asked  to  be  put  on  the  mailing  list  to  re- 
ceive the  publication  regularly.  Most  visitors 
telephoned  the  office  when  they  arrived  in  New 
York  City  to  thank  the  State  Medical  Society 
for  the  service  and  to  inquire  about  meetings 
and  speakers.  Many  letters  have  been  received 
praising  the  Medical  Society  of  the  State  of  New 
York  for  the  service  rendered  by  this  monthly 
bulletin. 

Quotes  from  some  of  the  “fan  mail”  we  have 
received  follow:  from  Schering  Corporation: 

“The  sponsoring  societies  meet  a real  need  with 
this  publication”;  from  the  American  Society 
of  Psychoanalytic  Physicians:  “ What  Goes  On 
has  become  a vital  force  in  the  medical  pro- 
fession— it  is  always  on  my  desk”;  from  the 
Institute  for  Advancement  of  Medical  Commu- 
nication, Bethesda,  Maryland:  “I  have  shown 

What  Goes  On  to  a number  of  people  who  did  not 
know  of  its  existence  and  they  have  invariably 
remarked  on  the  useful  service  such  a publica- 
tion performs.  I hope  the  medical  community 
in  other  areas  will  be  served  by  similar  publica- 
tions in  the  future”;  from  St.  Francis  Hospital, 
Trenton,  New  Jersey:  “The  residents  and  in- 
terns at  St.  Francis  Hospital  have  profited  from 
the  information  in  your  publication.  . . .” 

Another  letter,  from  Cape  Canaveral  (now 
Cape  Kennedy)  reads,  in  part:  “I’m  searching 
for  a course  in  New  York  City  . . . my  back- 
ground is  that  of  general  practitioner,  now  with 
the  occupational  health  center  of  the  Merritt 
Island  Launch  Area  (moon  shot).  I am  to  be 
made  the  unit  expert  on  the  above  subject 
(proctology)  preparatory  to  a program  of  man- 
agement periodic  physical  exams.”  (We  found 
a course  for  him.) 

Other  letters  come  in  from  interesting  people 
and  places,  such  as:  the  president  of  postgradu- 
ate education  committee,  Ashford  Medical 
Center,  Hato  Rey,  Puerto  Rico:  “We  would 

like  to  improve  in  our  local  medical  society  the 
means  of  communication  amongst  members.  . . . 
I recall  during  my  training  in  New  York  City 
the  wonderful  little  pamphlet  put  out  by  your 
Society  . . . how  have  you  been  so  successful 
in  getting  a constant  channeling  of  events  in 
for  early  publication?  Who  in  the  Medical 
Society  handles  this  and  how?  We  would  very 
much  appreciate  your  help  in  this  matter.” 
(We  helped  them). 


We  recently  had  a request  from  a St.  Thomas, 
Virgin  Islands,  physician  to  be  placed  on  the 
permanent  mailing  list  for  What  Goes  On.  A 
letter  from  the  chief  clinical  medicine  division 
of  Arabian  American  Oil  Company  states,  in 
part:  “Brochures  and  literature  concerning 

courses  offered  by  your  Foundation  are  very 
welcome  indeed  . . . would  it  be  possible  to 
have  them  sent  via  international  air  mail? 
This  would  allow  us  time  to  make  the  necessary 
arrangements  for  attendance.”  This  was  post- 
marked Dhahran,  Saudi  Arabia.  The  senior 
research  associate,  Laboratory  of  Cardiovascular 
Surgery,  1st  Moscow  Medical  Institute  and 
U.S.S.R.  Academy  of  Medical  Sciences,  ad- 
visor of  the  U.S.S.R.  Mission  to  the  United 
Nations,  writes:  “I  have  found  your  bulletin 

most  interesting  and  important  for  keeping  up 
with  the  medical  life  in  this  city.”  And,  along 
this  line,  a physician  from  India  wrote:  “I  am 
very  much  interested  in  taking  advantage  of 
being  present  in  the  most  advanced  country  of 
the  world  by  enriching  my  knowledge  in  my 
own  line.  I am  a postgraduate  medical  prac- 
titioner.” 

And  last,  but  not  least,  our  own  Medical  So- 
ciety of  the  County  of  Erie  says:  “We  find  the 
booklet  What  Goes  On  very  helpful  and  refer  to 
it  frequently.  . . .”;  the  J.A.M.A.  special  proj- 
ects editor  writes:  “Because  the  present  ob- 

jective of  the  J.A.M.A.  meetings  list  is  to  in- 
clude as  much  information  as  possible,  we  be- 
lieve it  would  be  well  to  receive  a copy  of  the 
New  York-New  Jersey  edition  of  What  Goes  On 
regularly.” 

On  September  29,  1964,  J.  Richard  Burns, 
Esq.,  director,  Business  Division  of  the  Medical 
Society  of  the  State  of  New  York,  received  the 
purchase  order  covering  renewal  of  the  agree- 
ment between  Lederle  Laboratories  and  the 
Medical  Society  for  advertising  space  in  the 
New  York-New  Jersey  edition  of  What  Goes  On 
for  the  calendar  year  1965. 

Respectfu’ly  submitted, 

James  Greenough,  M.D.,  Director 
Division  of  Scientific  Activities 

Section  40  (see  254) 

Annual  Report  of  Ad  Hoc  Committee  to  Study  the 
Directory 

To  the  House  of  Delegates,  Gentlemen: 

The  Ad  Hoc  Committee  to  Study  the  Directory 
consists  of  the  following  members: 

Thurman  B.  Givan,  M.D.,  Chairman.  . .Kings 


Samuel  Z.  Freedman,  M.D New  York 

John  M.  Galbraith  M.D Nassau 

Leo  E.  Gibson  M.D Onondaga 


In  April,  1964,  George  A.  Burgin,  M.D., 
president,  appointed  this  ad  hoc  committee 
to  make  a thorough  study  of  the  content  of  the 
Medical  Directory  of  New  York  State  in  order 
to  aid  our  executive  vice-president  in  planning 
future  editions. 

The  committee  met  with  Henry  I.  Fineberg, 
M.D.,  executive  vice-president;  J.  Richard 
Burns,  Esq.,  assistant  executive  vice-president, 
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and  Miss  Janet  Loy  and  Mr.  Jack  O’Brien 
of  the  Directory  Department  on  May  20,  1964. 
It  was  agreed  that  the  “Blue  Book”  was  of 
great  value  in  providing  immediate  intelligible 
information  concerning  over  32,000  medical 
doctors  practicing  in  New  York  State. 

A review  of  the  history  of  the  Directory  as 
well  as  an  analysis  of  its  contents,  however, 
reveals  that  over  the  years  a plethora  of  non- 
essential  and  redundant  material  has  gotten 
into  the  book.  There  was  a time  when  produc- 
tion costs  and  the  size  of  the  physician  popula- 
tion involved  permitted  a certain  uncritical 
policy  regarding  Directory  listings  to  be  followed. 
At  the  present  time,  however,  the  costs  of  pro- 
duction and  the  size  of  the  book  itself  have 
reached  such  proportions  that  the  content  of 
the  Directory  has  become  an  economic  factor  of 
great  importance. 

After  thorough  discussion  the  committee  made 
the  following  recommendations  to  the  executive 
vice-president  concerning  particular  types  and 
areas  of  listings. 

1.  Hospital  Appointments.  The  Directory 
should  continue  its  present  policy  of  listing 
official  staff  appointments  in  governmental, 
voluntary,  and  proprietary  hospitals  (the  latter 
two  when  accredited  by  the  Joint  Commission 
on  Accreditation  of  Hospitals).  In  the  case  of 
discrepancies  between  the  hospital  appoint- 
ment listed  by  the  physician  and  the  appoint- 
ment as  it  appears  on  the  official  hospital  staff 
list,  the  latter  will  govern.  The  classification 
of  the  hospital  (that  is,  governmental,  voluntary, 
or  proprietary)  should  be  clearly  indicated  in  the 
heading  of  the  institution  in  the  Hospitals  sec- 
tion of  the  Directory. 

2.  Past  (Emeritus)  Listings.  Numerous 
requests  have  been  made  that  past  hospital  ap- 
pointments in  addition  to  current  staff  affilia- 
tions be  published.  The  committee  sym- 
pathizes with  the  physician  who  has  given  many 
years  of  valuable  service  but  who  is  no  longer 
carried  on  the  active  roster  of  a hospital.  How- 
ever, as  stated  above,  all  appointments  listed 
in  the  Directory  for  accuracy’s  sake  must  be 
corroborated  by  the  hospital’s  official  staff 
list.  An  exception  will  continue  to  exist  in  the 
case  of  the  many  hospitals  which  include 
“emeritus”  or  “consulting”  classifications  within 
their  current  staff  structure  or  those  which  list 
physicians  with  the  notation  “inactive”  or 
“off  service.” 

3.  Academic  Appointments.  There  have 
been  numerous  requests  in  recent  years  that 
teaching  affiliations  be  listed  in  the  Directory. 
The  committee  carefully  considered  this  matter 
and  discussed  it  with  many  of  their  colleagues. 
The  committee,  in  general,  felt  that  a 
goal  was  to  “keep  the  listings  simple,”  and  to 
refrain  from  inserting  new  material  whenever 
possible.  On  the  other  hand,  the  committee 
recognized  the  reference  value  of  academic 
affiliations  and  therefore  recommended  a com- 
promise solution.  It  suggested  that  the  full 
staffs — listing  specific  appointments  in  all  de- 


partments^— of  all  medical  schools  within  the 
State  be  printed  in  the  back  of  future  editions. 
Such  appointments  will  not,  however,  be  carried 
in  the  individual  biographic  listings  of  the  phy- 
sicians involved. 

4.  Multiple  Listings.  The  committee 

clearly  recognizes  the  amount  of  page  space 
that  has  been  devoted  unnecessarily  to  repeti- 
tive data  in  past  editions  of  the  Directory  by  the 
practice  of  reprinting  a physician’s  entire  bio- 
graphic listing  in  each  of  two  or  more  separate 
office  locations  in  different  geographic  sections 
of  the  book.  This  presents  a large  cost  factor, 
since  approximately  one  third  of  the  physicians 
listed  have  more  than  one  office  location.  The 
committee  recognizes  that  it  is  important  to  the 
physician  to  have  a local  reference  in  the  par- 
ticular area  involved,  but  as  an  economy 
measure  recommended  the  following  compromise 
solution:  The  full  biographic  listing  of  the 

physician  will  appear  once  in  the  Directory  at 
the  principal  office  location  designated  by  the 
physician.  At  other  locations,  the  physician 
will  be  identified  by  name,  address,  telephone 
number,  office  hours,  and  the  notation — “see 
Manhattan”  or  “see  Syracuse”  (as  the  case  may 
be)  as  a referral  to  the  complete  biography. 

5.  Population  Figures.  In  past  editions 
of  the  Directory  we  noted  the  population  of 
various  communities.  The  committee  feels  that 
this  information  is  of  little  real  value  to  the 
physician  and  is  usually  outdated  by  the  time  it 
appears.  It,  therefore,  recommended  that  this 
information  be  deleted  in  future  editions  and  in 
its  place  that  telephone  area  codes  and  post 
office  ZIP  codes  be  substituted  where  practi- 
cable. 

6.  Local  Medical  Societies.  At  the  pres- 
ent time,  a total  of  80  local  medical  societies 
and  groups  are  still  listed  in  the  Directory  even 
though  a number  had  been  deleted  in  the  past. 
After  studying  the  list  of  local  societies,  the 
committee  felt  that  the  volume  of  such  groups 
exceeds  their  reference  value  and  recommended 
that  medical  groups  designated  by  geographic 
locations  and  in  which  membership  is  limited 
strictly  on  a local  basis  and  restricted  to  a 
geographic  area  be  eliminated  from  future  edi- 
tions of  the  Directory. 

7.  National  Medical  Societies.  The  com- 
mittee reviewed  also  the  91  national  societies 
listed  in  the  Directory.  Determination  of  which 
should  be  listed  is  indeed  a formidable  task,  and 
the  committee  suggested  that  responsible  na- 
tional authorities  in  the  field  involved  be  con- 
tacted for  recommendations. 

Essential  Data  to  Be  Included.  Finally, 
the  committee  reviewed  the  essential  data 
to  be  included  in  the  individual  physician’s 
biographic  listing  and  recommended  that  it 
include  the  following:  the  physician’s  name, 

office  address  including  postal  ZIP  code,  tele- 
phone number,  office  hours,  medical  school  and 
date  of  graduation,  and,  where  applicable,  Amer- 
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ican  board  memberships,  American  specialty  col- 
leges or  academies  fellowships,  workmen’s  com- 
pensation code  number,  and  current  official 
hospital  affiliation  with  governmental  and  ac- 
credited voluntary  and  proprietary  hospitals. 

The  committee  was  impressed  with  the 
thorough  and  conscientious  job  that  the  Direc- 
tory staff  members  have  done  in  preparing  the 
book  for  publication  and  their  initiative  and 
energy  in  seeking  new  ways  of  producing  it  in 
the  future  in  a more  expeditious  and  economic 
manner. 

The  committee  is  of  the  opinion  that  the 
Medical  Directory  of  New  York  State  is  of  unique 
value  as  a reference  volume  both  to  the  Society’s 
members  and  to  an  increasing  number  of  persons 
and  organizations  outside  the  medical  profession. 

On  behalf  of  the  committee,  I would  like  to 
express  our  sincere  thanks  to  Henry  I.  Fineberg, 
M.D.,  and  J.  Richard  Burns,  Esq.,  our  executive 
vice-president  and  assistant  executive  vice- 
president,  for  the  great  assistance  they  rendered 
to  this  committee  in  its  efforts. 

Respectfully  submitted, 

Thurman  B.  Givan,  M.D.,  Chairman 

Section  41  ( see  255 ) 

Annual  Reports  of  District  Branches 

First  District  Branch 

To  the  House  of  Delegates,  Gentlemen: 

The  annual  meeting  of  the  First  District 
Branch  was  held  at  the  Americana  Hotel,  New 
York  City,  on  February  9, 1964,  at  4 : 00  p.m. 

The  minutes  of  the  1963  annual  meeting, 
which  appear  on  page  133  of  the  January  1, 
1964,  issue  of  the  New  York  State  Journal  of 
Medicine,  were  approved  as  published. 

The  following  officers  were  elected  for  a term 
of  two  years: 

President — Leonard  L.  Heimoff,  M.D.,  Bronx 
Vice-President — David  Kershner,  M.D.,  Kings 
Secretary — Jerome  L.  Leon,  M.D.,  Queens 
Treasurer — Joseph  Alvich,  M.D.,  Bronx 
Delegate — Joseph  P.  Shanaphy,  M.D.,  Rich- 
mond 

Dr.  Kershner,  treasurer,  presented  his  report 
covering  the  period  of  May  13,  1963,  to  Feb- 
ruary 9, 1964.  The  report  was  accepted. 

The  following  amendments  to  the  constitution 
and  bylaws  of  the  First  District  Branch  were 
adopted. 

Chapter  III , Article  1:  The  officers  of  the  district 
branch  shall  be  a president,  vice-president,  secretary 
and  treasurer.  These  officers  shall  each  be  a member 
of  one  of  the  constituent  societies,  and  the  president 
and  vice-president  shall  each  have  served  as  president 
of  a constituent  society.  The  officers  shall  be 
nominated  at  the  meeting  of  the  Coordinating  Coun- 
cil immediately  preceding  the  annual  meeting  of  the 
First  District  Branch  by  a nominating  committee 
consisting  of  the  president  of  each  of  the  five  county 
medical  societies  comprising  the  district  branch. 
Officers  shall  be  elected  for  two  years  by  the  delegates 
from  the  constituent  societies  to  the  House  of  Dele- 
gates of  the  Medical  Society  of  the  State  of  New 
York,  at  the  time  and  place  of  the  annual  meeting  of 


the  House.  The  aforementioned  officers  shall  attend 
the  business  meetings  of  the  district  branch. 

Chapter  V , Article  1 (6):  The  officers  of  the  Co- 
ordinating Council  shall  be  the  chairman  and  vice- 
chairman  who  shall  be  nominated  by  the  nominating 
committee  consisting  of  the  president  of  each  of  the 
five  county  medical  societies.  This  committee  shall 
report  to  the  Coordinating  Council  at  the  meeting 
immediately  preceding  the  annual  meeting  of  the 
First  District  Branch  and  the  chairman  and  vice- 
chairman  shall  be  elected  biennially  by  the  Co- 
ordinating Council  at  its  annual  meeting.  They  shall 
be  members  of  the  district  branch,  but  need  not  be 
constituent  society  representatives.  Each  shall  be 
or  have  been  president  of  a constituent  society. 

Coordinating  Council.  The  Coordinating 
Council  also  met  on  February  9 at  the  Ameri- 
cana Hotel,  New  York  City. 

There  was  a brief  discussion  on  the  situation 
at  City  Hospital  at  Elmhurst  which  the  Com- 
missioner of  Hospitals  plans  to  affiliate  with 
The  Mount  Sinai  Hospital  in  Manhattan. 

Dr.  Angrist  presented  the  following  resolu- 
tion: 

Title:  Creation  of  a Control  Utilizing  City  Hospi- 
tal at  Elmhurst  for  Comparison  with  Present  Ex- 
perimental Affiliations  of  Municipal  Hospitals  with 
Voluntary  Institutions  and  Medical  Colleges. 

Whereas,  The  implementation  of  the  Rappleye 
plan  by  the  Commissioner  of  Hospitals  has  proceeded 
rapidly  with  new  contractual  arrangements  with 
many  voluntary  hospitals  and  several  medical  schools 
for  the  care  of  indigent  sick  in  our  municipal  hospitals; 
and 

Whereas,  A request  for  3 million  dollars  is  presently 
being  made  by  the  Commissioner  of  Hospitals  for  an 
affiliation  of  the  City  Hospital  at  Elmhurst  with  one 
or  more  voluntary  institutions;  and 

Whereas,  All  scientific  experiments  and  the  com- 
plex problem  of  medical  care  in  particular  should 
have  a comparative  control ; and 

Whereas,  The  approval  of  such  a 3 million  dollar 
item  in  the  budget  by  City  Council  and  Board  of 
Estimate  will  eliminate  the  sole  remaining  possible 
control  for  the  comparative  evaluation  of  the  benefits 
of  the  Rappleye  plan  and  such  a policy  of  affiliation; 
now  therefore  be  it  hereby 

Resolved,  That  the  Medical  Society  of  the  State  of 
New  York  petition  the  Commissioner  of  Hospi- 
tals, His  Honor  the  Mayor  of  New  York,  and  mem- 
bers of  the  Council  of  the  City  of  New  York  to  hold  in 
abeyance  and  not  approve  the  3 million  dollar  item 
in  the  budget  calling  for  such  affiliation  of  the  City 
Hospital  at  Elmhurst;  and  be  it  further 

Resolved,  That  due  consideration  be  given  to  the 
approval  of  one  half  the  above  amount  (1,500,000 
dollars),  without  any  overhead  cost,  being  made 
available  to  the  Commissioner  and  administrative 
officers  of  the  Department  of  Hospitals  and  the 
Medical  Board  of  the  City  Hospital  at  Elmhurst 
immediately,  through  the  routine  budgetary  changes, 
with  provision  for  part  of  the  monies  with  adequate 
safeguards  to  be  available  for  flexible  immediate 
expenditures  by  the  administration,  Medical  Board 
at  City  Hospital  at  Elmhurst,  and  Commissioner  of 
the  Department  of  Hospitals  for  all  necessary  equip- 
ment, supplies,  and  personnel  required  to  modernize 
and  revitalize  the  City  Hospital  at  Elmhurst,  so  that 
thereby  an  adequately  supported  municipal  hospital, 
without  affiliation,  can  become  a proper  scientific 
control  for  comparable  evaluation  of  the  benefits  of 
affiliation  on  patient  care,  the  agreed  upon  ultimate 
aim ; and  be  it  further 

Resolved,  That  after  a reasonable  period,  a med- 
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ical  audit  be  undertaken  to  evaluate  the  standards, 
quality,  and  cost  of  medical  care  in  the  group  of 
affiliated  institutions,  to  be  compared  with  medical 
care  in  City  Hospital  at  Elmhurst  when  it  also  will 
become  a comparably  financially  supported  municipal 
hospital,  so  that  the  present  costly  experiment  in 
medical  care  being  undertaken  by  the  implementation 
of  the  Rappleye  plan  in  our  municipal  hospitals  may 
have  an  appropriate  yardstick  basis  for  comparison 
and  adequate  control;  and  be  it  further 

Resolved,  That  copies  of  this  resolution  be  sent 
to  all  interested  parties. 

It  was  felt  no  action  by  the  Coordinating 
Council  was  necessary  on  this  resolution  at  the 
present  time  inasmuch  as  it  will  be  studied  by 
the  reference  committee  and  presented  to  the 
House  for  action. 

The  following  resolution  was  approved: 

Whereas,  Skilled,  adequate,  and  timely  medical 
and  nursing  care  is  available  to  private  and  public 
cases  in  the  various  voluntary  hospitals  of  New  York 
City ; and 

Whereas,  Such  care  is  supervised  by  highly  quali- 
fied medical  practitioners  and  is  not  dependent  solely 
on  the  presence  or  absence  of  an  approved  residency 
program ; and 

Whereas,  Commissioner  of  Hospitals,  Ray  E. - 
Trussell,  M.D.,  in  a recent  letter  to  the  Greater  New 
York  Hospital  Association  has  indicated  that  hos- 
pitals without  approved  residencies  in  pediatrics 
and/or  surgery  should  not  be  taking  care  of  sick 
children  at  public  expense ; now  therefore  be  it  hereby 

Resolved,  That  the  Coordinating  Council  of  New 
York  oppose  any  attempts  to  remove  from  their  local 
community  voluntary  hospitals,  public  charges  that 
can  be  adequately  cared  for  at  those  hospitals;  and 
be  it  further 

Resolved,  That  this  Council  indicates  positively 
that  an  approved  residency  training  program  is  not, 
as  projected  in  the  letter  of  Dr.  Trussed,  the  sole 
indication  of  skillful,  adequate,  timely  medical  care, 
and  further  that  the  implementation  of  such  a concept 
is  not  in  the  public  interest,  and  may  indeed,  be  a 
threat  to  the  welfare  of  public  charges. 

At  the  February  4 meeting  of  the  Coordi- 
nating Council,  the  nominating  committee  sub- 
mitted the  following  report:  for  president  of  the 
First  District  Branch,  Samuel  Wagreich,  M.D., 
Bronx;  for  vice-president,  David  Kershner, 
M.D.,  Kings;  for  secretary,  Jerome  L.  Leon, 
M.D.,  Queens;  for  treasurer,  Joseph  Alvich, 
M.D.,  Bronx. 

A letter  was  read  from  the  Commissioner  of 
Water  Supply,  Gas,  and  Electricity,  requesting 
cooperation  in  the  campaign  to  reduce  the  con- 
sumption of  water  by  25  per  cent  through  the 
elimination  of  waste.  It  was  voted  to  publicize 
this  letter  and  to  cooperate  with  the  commis- 
sioner in  this  campaign. 

John  M.  Cotton,  M.D.,  of  the  New  York 
County  Medical  Society,  reviewed  the  third 
draft  of  the  proposed  revision  of  the  proprietary 
hospital  code  and  reported  his  suggestions  to  the 
Coordinating  Council.  He  agreed  with  the 
recommendations  that  have  already  been  sub- 
mitted to  the  Commissioner  of  Hospitals  and 
suggested  that  every  effort  should  be  made  to 
include  an  appeal  from  the  decisions  of  the  Com- 
missioner of  Hospitals  in  the  proprietary  code. 
This  suggestion  will  be  forwarded  to  the  com- 
missioner. 


Most  of  the  recommendations  in  this  resolu- 
tion have  already  been  transmitted  to  the  Com- 
missioner of  Hospitals,  and  he  has  taken  action. 

It  was  voted  to  authorize  the  secretary  to 
transmit  to  the  commissioner  and  to  the  repre- 
sentatives from  organized  medicine  those  recom- 
mendations which  have  not  been  transmitted 
and  which  are  feasible,  realistic,  and  not  pre- 
viously covered.  Special  attention  is  to  be 
given  to  the  inclusion  in  the  new  proprietary 
hospital  code  of  a mechanism  for  appeal  from 
the  decisions  of  the  commissioner. 

The  following  communication  dated  Decem- 
ber 11,  1963,  was  received  from  George  James, 
M.D.,  New  York  City  Commissioner  of  Health: 


The  Health  Department  is  planning  a major 
campaign  to  assure  the  most  complete  immunization 
possible  for  the  people  of  New  York,  especially  young 
children,  against  diphtheria,  pertussis,  tetanus,  and 
poliomyelitis.  We  are  asking  the  encouragement 
and  help  of  all  physicians  in  this  endeavor  and  we  in 
turn  want  to  be  of  help  to  them  in  reaching  our 
common  goal.  The  expanded  immunization  program 
has  become  feasible  as  a result  of  the  Vaccination 
Assistance  Act,  enacted  by  Congress  in  1962.  The 
United  States  Public  Health  Service  is  empowered 
to  make  grants  to  states  or  their  subdivisions  to 
achieve  the  immunization  over  the  period  of  the  pro- 
gram of  all,  or  practically  all,  susceptible  persons  in  a 
community,  particularly  children  who  are  under  the 
age  of  five  years.  The  act  is  effective  for  three  years. 
For  the  first  year  New  York  City  has  received  a grant 
of  $545,222. 

Among  the  first  year  projects  planned  are  (1) 
surveys  of  the  immunization  status  of  the  population, 
city- wide  and  special  groups;  (2)  laboratory  surveil- 
lance of  immunologic  status  by  sampling  of  repre- 
sentative sera  in  the  laboratories  of  the  Department; 
(3)  demonstration  projects  in  small  areas  of  under- 
privileged groups  to  determine  optimal  methods  of 
reaching  the  “hard-to-immunize;”  and  (4)  expansion 
and  acceleration  of  existing  immunization  programs 
by  private  physicians  and  health  agencies. 

We  are  anxious  to  assist  private  physicians  in  their 
immunization  activities  to  the  greatest  extent  pos- 
sible. The  Vaccination  Assistance  Act  empowers  us 
to  furnish  materials  for  diphtheria,  tetanus,  pertussis, 
and  polio  immunization  to  physicians  free  of  charge 
for  their  patients  under  five  years  of  age.  The 
Department  can  also  provide  assistance  to  physicians 
who  may  wish  to  set  up  a temporary,  large-scale 
vaccination  program,  such  as  tetanus  toxoid  immuni- 
zation in  an  industrial  plant  or  smallpox  vaccination 
of  a high  risk  occupational  group.  I am  also  instruct- 
ing our  health  education  and  promotional  units  to 
emphasize  the  joint  nature  of  this  campaign  and  to 
encourage  patients  to  consult  their  own  physicians 
for  counselling  and  immunization. 

We  expect  to  inform  all  physicians  in  the  city  of 
program  developments  as  they  arise  with  specific 
directions  for  obtaining  vaccines  as  well  as  other 
aspects  of  participation.  Copies  of  this  letter  are 
being  sent  to  the  chairman  of  the  public  health  com- 
mittee of  the  Coordinating  Council,  the  presidents  of 
the  county  medical  societies,  and  the  chairmen  of 
their  respective  public  health  committees.  No  doubt 
many  of  you  are  already  aware  that  the  national 
vaccination  assistance  program  has  been  endorsed  by 
such  professional  bodies  as  the  American  Medical 
Association  and  the  American  Academy  of  Pediatrics. 

I hope  that  we  can  count  on  the  support  of  leaders  of 
the  medical  profession  in  New  York  City  and  that  we 
shall  confer  on  pertinent  phases  of  the  program. 
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It  was  voted  to  approve  the  recommendations 
made  by  Dr.  James  and  urge  compliance  on  the 
part  of  the  Society  members. 

The  City  Council  passed  Local  Law  394-414 
to  amend  Subdivision  2 of  Section  583-A  of  the 
City  Charter.  The  bill  would  give  the  Com- 
missioner of  Hospitals  unlimited  authority  to 
license  proprietary  hospitals  for  periods  of  less 
than  one  year  on  such  terms  and  conditions  as  he 
may  determine  without  any  provisions  for 
notice,  hearing,  or  review. 

Following  the  hearings,  the  Mayor  did  not 
sign  the  bill  and  the  Commissioner  of  Hospitals 
subsequently  requested  the  council  to  recall  the 
bill  from  the  Mayor’s  consideration. 

The  council  was  informed  by  Henry  I. 
Fineberg,  M.D.,  that  on  January  18,  1964, 
the  Mayor  would  hold  an  open  hearing  on  the 
King-Anderson  Bill  and  it  was  agreed  a repre- 
sentative would  not  be  sent  to  this  hearing. 
Instead,  a telegram  was  sent  in  the  name  of 
Solomon  Schussheim,  M.D.,  chairman  of  the 
Coordinating  Council,  opposing  the  bill  and 
favoring  strong  implementation  of  Kerr-Mills 
and  its  liberalization. 

Matthew  Brody,  M.D.,  of  Kings,  was  des- 
ignated the  council’s  representative  to  the  New 
York  City  Regional  Mental  Health  Planning 
Committee. 

The  council  approved  a resolution  from  New 
York  County  Medical  Society  concerning  the 
harmful  effects  of  cigaret  smoking.  It  was 
voted  to  transmit  this  resolution  to  the  Com- 
missioner of  Health. 

Dr.  Matthew  Brody,  chairman  of  the  Mental 
Health  Committee,  reported  on  actions  of  his 
committee,  as  follows: 

“There  were  allegations  that  certain  psy- 
chiatrists lend  their  names  and  degrees  to  act  as 
titular  heads  of  certain  clinics  without  assuming 
actual  control  and  supervision  of  such  clinics. 
It  was  voted  that  should  confirming  evidence 
be  presented,  that  would  indicate  that  there  is 
some  validity  to  such  accusations,  that  the 
offending  physician  be  asked  to  appear  before 
the  appropriate  board  of  censors  of  the  county 
medical  society. 

“We  have  been  informed  that  there  will  be  a 
new  attempt  to  introduce  a bill  the  alleged 
purpose  of  which  is  to  prohibit  stage  hypnosis. 
Your  committee  felt  that  if  there  is  evidence  that 
such  is  harmful,  the  present  Medical  Practice 
Act  provides  adequate  control  over  the  illegal 
practice  of  medicine  if  it  were  properly  enforced. 
It  was  further  felt  that  the  true  intent  of  this 
proposed  bill  seems  to  be  to  license  psychologists 
to  practice  hypnosis.  It  was  voted  to  oppose 
this  bill  again.” 

It  was  reported  that  the  resolution  presented 
by  Dr.  Angrist  at  the  February  9 meeting  of  the 
council  concerning  the  creation  of  a control 
utilizing  the  City  Hospital  at  Elmhurst  for 
comparison  with  present  experimental  affilia- 
tions of  municipal  hospitals  and  with  voluntary 
institutions  and  medical  colleges,  was  adopted 
by  the  House  of  Delegates  of  the  State  Medical 
Society  at  their  Annual  Meeting  in  February, 
1964. 


The  following  resolution  to  investigate  the 
Department  of  Hospitals’  plans  and  policy  of 
affiliating  city  hospitals  with  voluntary  hospitals 
was  introduced  in  the  Council  of  the  City  of  New 
York  and  referred  to  the  Committee  on  Rules, 
Privileges  and  Elections: 

Whereas,  It  has  been  the  policy  of  the  City  ad- 
ministration for  several  years  to  affiliate  under  con- 
tract the  City’s  hospitals  with  voluntary  hospitals; 
and 

Whereas,  The  development  of  this  policy  has 
resulted  in  the  expenditure  of  millions  of  dollars  of 
City’s  funds;  and 

Whereas,  The  Department  of  Hospitals  is  request- 
ing in  the  1964-1965  budget  additional  funds  in 
pursuance  of  this  policy,  to  contract  services  for  the 
City  Hospital  of  Elmhurst;  and 

Whereas,  The  City  Hospital’s  medical  board  is 
unanimously  and  vigorously  opposed  to  such  merger 
as  being  unnecessary  and  a complete  waste  of  city’s 
funds;  and 

Whereas,  This  vigorous  opposition  seems  to  cast 
serious  doubts  as  to  the  wisdom  of  the  City’s  policy 
on  all  such  mergers  and  affiliations;  and 

Whereas,  As  the  result  of  such  vigorous  opposition 
the  entire  medical  board  of  the  Elmhurst  Hospital 
has  been  summarily  “placed  on  a temporary  leave 
of  absence”  by  the  Commissioner  of  Hospitals;  now 
therefore  be  it  hereby 

Resolved,  That  a committee  of  the  City  Council  be 
appointed  under  the  provisions  of  Chapter  2,  Section 
41  of  the  City  Charter  to  investigate  the  affiliations  of 
city  hospitals  with  voluntary  hospitals. 

The  chairman  of  the  Coordinating  Council 
was  authorized  to  appoint  a committee  which 
shall  implement  the  resolutions  presented  by 
Dr.  Angrist  at  the  February  9 meeting,  by  such 
means  as  are  necessary  and  feasible,  and  to  meet 
with  the  City  Council,  the  Board  of  Estimate, 
and  the  Board  of  Hospitals. 

The  committee  appointed  by  Dr.  Schussheim 
is  as  follows:  Drs.  Lawrence,  Farrell,  Heimoff, 
Himler,  Shanaphy,  Schussheim  and  such  other 
members  as  the  chairman  of  the  Coordinating 
Council  feels  will  be  useful  in  implementing  the 
resolutions. 

It  was  voted  to  write  to  the  Mayor  of  the 
City  of  New  York,  sending  him  a copy  of  the 
resolution  “City  Hospital  at  Elmhurst;  Medical 
Board,”  as  adopted  by  the  House  of  Delegates  in 
February,  requesting  an  appointment  for  an  op- 
portunity to  negotiate  the  impending  plan  to 
affiliate  the  City  Hospital  at  Elmhurst  with  a 
voluntary  hospital,  and  apprising  him  of  the 
situation  in  the  Department  of  Hospitals. 

At  the  meeting  held  on  October  13,  Frank  W. 
Farrell,  M.D.,  of  Queens  read  the  following  com- 
munication from  Dr.  Trussell,  commissioner  of 
hospitals: 

After  more  than  a year  of  work  with  the  assistance 
of  a broadly  representative  advisory  committee,  a 
revised  code  has  been  developed  governing  the  per- 
formance standards  in  proprietary  hospitals  in  New 
York  City.  This  code  has  been  adopted  by  the 
Board  of  Hospitals,  published  in  the  City  Record,  and 
is  in  the  process  of  being  implemented.  (Structural 
standards  have  not  yet  been  acted  on  by  the  Board  of 
Hospitals.) 

The  sections  of  the  code  of  interest  in  connection 
with  your  letter  of  September  24  are  those  referring 
to  “qualified  specialists.”  For  example,  qualified 
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specialists  must  comprise  the  majority  of  the  medical 
board  membership  and  must  be  appointed  as  directors 
of  services.  Further,  only  qualified  specialists  are 
to  perform  major  surgery  or  handle  other  than  normal 
obstetrics. 

Under  the  new  code  which  largely  becomes  effective 
October  1,  1964,  a qualified  specialist  is  defined  in 
detail  in  Article  XI  of  the  code.  A physician  who 
possesses  any  one  of  the  following  is  a qualified 
specialist  for  the  purposes  of  the  code  as  adopted: 
(1)  board  certification,  (2)  fellow  of  an  appropriate 
college,  (3)  completion  of  an  approved  residency,  (4) 
holds  or  has  held  within  the  past  five  years  the  rank 
of  associate  attending  or  attending  in  an  accredited 
voluntaiy  or  municipal  hospital,  (5)  holds  an  “S” 
rating  awarded  since  May  of  1960. 

Your  compensation  committee  is  requested  to  re- 
evaluate the  “S”  ratings  granted  before  May  of  1960 
if  so  requested  by  the  physician  concerned.  If  upon 
reevaluation,  your  committee  recommends  the  grant- 
ing of  an  “S”  rating  to  a physician  whose  only  evi- 
dence of  qualification  as  a specialist  is  an  “S”  rating 
granted  prior  to  May  of  1960,  then  such  determina- 
tion should  be  reported  in  writing  to  my  office. 
Physicians  who  wish  to  be  reevaluated  have  until 
January  1,  1965,  to  have  their  ratings  reaffirmed. 
After  January  1,  1965,  physicians  who  do  not  have 
an  “S”  rating  as  required  by  the  code  shall  not  be 
permitted  to  practice  as  qualified  specialists  in  pro- 
prietary hospitals  in  New  York  City. 

In  addition,  your  compensation  committee  is  asked 
to  consider  applications  from  a group  of  physicians, 
unknown  in  number,  who  have  ‘ ‘ X A’  ’ ratings.  These 
will  fall  into  two  groups: 

1.  Those  who  wish  to  drop  general  practice  and 
receive  an  “ S”  rating.  You  need  no  advice  on  how  to 
proceed  with  this  group. 

2.  Those  physicians  with  “XA”  ratings  who  after 
committee  review  would  qualify  for  “S”  ratings  but 
wish  to  continue  general  practice  and  therefore 
cannot  obtain  “S”  ratings.  I am  willing  to  recom- 
mend to  the  Board  of  Hospitals,  since  only  the  board 
can  grant  variances  from  the  code,  that  these  physi- 
cians be  deemed  qualified  specialists  on  the  certifica- 
tion of  their  county  medical  society  that  they  would 
be  given  “S”  ratings  if  they  were  to  limit  their  prac- 
tice. 

I cannot  assure  you  that  the  board  will  adopt  this 
policy,  but  I will  make  the  recommendation.  Licen- 
sees have  been  notified  that  such  “XA”  physicians 
have  until  November  1,  1964,  to  file  their  application 
with  the  appropriate  county  committee. 

In  closing,  I want  to  make  the  following  observa- 
tions. The  new  code  is  intended  to  improve  the 
medical  care  of  patients  in  proprietary  hospitals. 
Medical  societies  claim  to  be  the  guardians  of  the 
public  health.  A conscientious  reevaluation  of  appli- 
cation for  specialist  rating  now  offers  an  excellent 
opportunity  to  give  evidence  of  their  concern  in 
bringing  better  medical  care  to  their  communities. 
Your  committees  have  a great  opportunity  to  build 
public  and  governmental  confidence.  Naturally  the 
Department  of  Health  and  the  Department  of  Hos- 
pitals will  be  evaluating  your  efforts. 

I trust  this  is  the  information  you  want.  Please 
feel  free  to  call  me  if  I can  be  of  further  assistance. 

Robert  Katz,  M.D.,  director  of  the  Division  of 
Industrial  Health  and  Workmen’s  Compensation 
of  the  Medical  Society  of  the  State  of  New  York, 
and  Dr.  Trussed,  commissioner  of  hospitals, 
were  present  to  discuss  this  matter.  Dr.  Katz 
discussed  Section  13(b)  of  the  Workmen’s 
Compensation  Law,  added  by  the  Laws  of  1935, 
Chapter  258,  in  addition  to  the  provisions  added 
by  the  Laws  of  1944,  Chapter  459,  and  by  the 


Laws  of  1960,  Chapter  1068.  He  pointed  out 
that  almost  throughout  its  entire  existence,  the 
Medical  Practice  Committee  was  assisted  by  the 
workmen’s  compensation  committees  of  the 
county  medical  societies  in  the  areas  served  by 
the  Medical  Practice  Committee.  Appropriate 
sections  of  the  law  clearly  indicate  that  the 
final  decisions  as  to  authorization  and  type  and 
scope  of  practice  has  always  been  the  preroga- 
tive of  the  Chairman  of  the  Workmen’s  Compen- 
sation Board. 

The  rights  of  physicians  to  render  medical 
care  under  the  Workmen’s  Compensation  Law 
cannot  be  revoked  or  modified,  except  for  cause 
specified  in  Section  13(d)  of  the  Workmen’s 
Compensation  Law,  warranting  removal  from 
the  list  of  authorized  physicians. 

Dr.  Trussell  pointed  out  that  this  regulation 
applies  only  to  proprietary  hospitals  which  are 
licensed  at  the  discretion  of  the  commissioner 
under  the  City  Charter  and  are  regulated  by  the 
code  adopted  by  the  Board  of  Hospitals.  He 
stressed  that  the  ethical  and  moral  burden  is  on 
the  medical  profession  to  protect  the  patient 
and  to  give  the  highest  quality  of  medical  care 
to  the  people  of  New  York  City.  He  also  stated 
that  if  time  becomes  a problem,  he  will  make 
exceptions  for  individual  county  societies,  as  in 
the  case  of  Queens  County,  where  he  has  ex- 
tended the  time  to  December  1,  1964,  for  “XA” 
ratings.  The  important  thing  is  that  these 
physicians  who  are  affected  place  themselves  on 
record  for  qualification.  He  stated,  although  a 
physician  cannot  have  his  workmen’s  compensa- 
tion rating  taken  away  as  far  as  the  Workmen’s 
Compensation  Board  is  concerned,  a local 
governmental  unit  can  impose  stricter  regula- 
tions than  the  State,  if  they  so  choose.  The 
City  Charter  states  that  notwithstanding  any 
provision  of  the  law,  the  Board  of  Hospitals  has 
the  authority  to  promulgate  the  hospital  code. 
The  Board  of  Hospitals  has  the  right  to  establish 
the  standards  of  care  to  be  promulgated.  It  was 
the  general  consensus  that  the  workmen’s  com- 
pensation committees  of  the  county  medical 
societies  would  cooperate  to  the  fullest  in  re- 
evaluation  of  members  with  “S”  or  “XA” 
ratings. 

The  chairman  read  a letter  from  a member  of 
the  Kings  County  Medical  Society  concerning 
the  fact  that  although  under  the  Kerr-Mills  Act 
(Metcalf-McClosky,  New  York  State)  there  is 
provision  that  fees  be  paid  to  physicians  who 
treat  persons  under  the  MAA,  in  New  York 
City,  where  the  act  is  administered  under  the 
Welfare  Department,  no  payment  is  provided 
for  services  rendered  by  physicians  in  hospitals 
which  have  closed  paid  staffs. 

This  matter  was  discussed  at  length,  and  it 
was  felt  the  present  status  of  MAA  in  New  York 
City  should  be  clarified.  Alonzo  Yerby,  M.D., 
present  by  invitation,  pointed  out  the  program 
is  administered  by  the  Department  of  Welfare 
as  public  welfare,  and  that  his  department  is 
governed  entirely  by  the  provisions  of  the  Met- 
calf-McClosky Act: 

1.  Payment  is  not  made  for  patients  for 
inhospital  medical  care  and  until  the  regulations 
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of  the  Department  of  Social  Welfare  are 
changed,  he  cannot  do  otherwise.  He  pointed 
out  that  even  if  these  regulations  were  to  be 
changed,  the  Legislature  must  still  permit  the 
Department  of  Social  Welfare  to  provide  semi- 
private care.  This  body  would  have  to  be 
convinced  that  additional  funds  are  needed  for 
this  purpose. 

2.  If  a patient  becomes  eligible  for  MAA,  he 
may  go  to  any  hospital  he  wishes.  There  is  no 
system  in  New  York  City  which  will  pay  for 
private  care  in  a physician’s  office.  An  am- 
bulatory patient  under  MAA  is  expected  to  go  to 
a clinic.  If  he  cannot,  then  provision  is  made 
for  a private  physician  to  visit  an  acutely  ill 
patient  at  home.  When  MAA  was  set  up,  it 
was  done  so  as  an  extension  of  public  assistance 
and  the  same  type  of  services  are  provided  as  for 
public  assistance. 

During  the  discussion,  it  was  pointed  out  by 
members  of  the  council  that  as  of  January  1, 
1965,  Broome  County  physicians  will  be  paid  for 
inhospital  services  to  MAA  patients.  This  is 
not  looked  on  as  old  age  assistance  upstate. 
In  the  revision  of  Book  No.  5 of  the  State  De- 
partment of  Social  Welfare,  which  is  now  in 
process,  it  is  hoped  this  problem  can  be  elimi- 
nated in  New  York  City. 

The  chairman  read  a letter  from  the  New 
York  County  Medical  Society,  stating  that  at  a 
meeting  of  their  comitia  minora  on  October  12, 
1964,  it  was  voted  that  physician  members  of 
the  Society  be  requested  to  report  voluntarily 
to  the  Department  of  Hospitals  any  and  all 
congenital  malformations  occurring  in  babies 
bom  to  mothers  who  have  had  German  measles 
during  the  first  trimester  of  their  pregnancies; 
and  that  physicians  throughout  the  City  of 
New  York  be  requested  to  participate  in  this 
effort.  It  was  decided  each  county  medical 
society  be  requested  to  publish  this  action  in  its 
bulletin. 

It  was  unanimously  approved  that  the  follow- 
ing recommendations  be  sent  to  William  L. 
Wheeler,  Jr.,  M.D.,  chairman  of  the  Nominating 
Committee  of  the  Medical  Society  of  the  State 
of  New  York: 

Renomination  of  Frederick  A.  Wurzbach, 
Jr.,  M.D.,  Bronx,  as  speaker  of  the  House; 
renomination  of  Walter  T.  Heldmann,  M.D., 
Richmond,  as  secretary. 

Respectfully  submitted, 

Leonard  L.  Heimoff,  M.D.,  President 

Second  District  Branch 

To  the  House  of  Delegates,  Gentlemen: 

The  annual  meeting  of  the  Second  District 
Branch  was  held  Thursday  and  Friday,  Septem- 
ber 10  and  11,  1964,  at  Montauk  Manor, 
Montauk.  Ross  Sayers,  M.D.,  medical  director 
of  Endo  Laboratories,  Garden  City,  was  the 
guest  speaker  for  the  scientific  program.  Dr. 
Sayers  spoke  on  “Anabolic  Steroids”  on  Thurs- 
day morning  and  on  “Anticoagulant  Therapy” 
on  Friday  afternoon. 


A very  interesting  and  informative  meeting 
and  discussion  was  held. 

We  regret  to  report  the  death  of  Albert  A. 
Biglan,  M.D.,  who  was  secretary  and  delegate 
of  the  Second  District  Branch. 

At  the  meeting  the  following  officers  were 
elected: 

President — John  R.  Ruppe,  Jr.,  M.D.,  Suffolk 

First  Vice-President — Reginald  R.  Steen, 
M D.,  Nassau 

Second  Vice-President — Melville  G.  Rosen, 
M.D.,  Suffolk 

Secretary — DeWitt  C.  Brown,  M.D.,  Suffolk 

Treasurer — Raymond  F.  Smith,  M.D.,  Nas- 
sau 

Respectfully  submitted, 

Paul  H.  Sullivan,  M.D.,  President 

Fourth  District  Branch 

To  the  House  of  Delegates,  Gentlemen: 

The  annual  combined  meeting  of  the  Third 
and  Fourth  District  Branches  was  held  at  the 
Edison  Club,  Schenectady,  on  October  17,  1964. 

The  meeting,  which  was  one  of  the  best  at- 
tended sessions  in  the  history  of  the  Fourth 
District,  featured  as  its  main  speaker,  Owen  H. 
Wangensteen,  M.D.,  professor  and  chairman  of 
the  Department  of  Surgery  at  the  University  of 
Minnesota  Medical  School.  Dr.  Wangensteen’s 
subject  was  “Hypothermia  in  the  Treatment  of 
Gastric  Ulcers  and  the  Control  of  Active  Upper 
Gastrointestinal  Hemorrhage.”  The  paper  was 
discussed  by  Ray  S.  Crampton,  M.D.,  assistant 
director  of  the  Department  of  Surgery,  Meadow- 
brook  Hospital. 

At  the  annual  dinner  of  the  combined  dis- 
tricts, George  A.  Burgin,  M.D.,  president  of  the 
State  Medical  Society,  discussed  events  con- 
nected with  the  work  of  the  organization  and 
outlined  plans  for  the  future.  Mrs.  Dominic 
R.  Pitaro,  president  of  the  Woman’s  Auxiliary 
to  the  State  Medical  Society,  brought  greetings 
from  that  organization  and  described  its  ac- 
tivities. 

Dr.  Preston  Reynolds  presented  a travelogue 
and  archeologic  description  of  “The  Land  of  the 
Mayas,”  and  ancient,  historic  ruins.  A colored 
moving  picture  of  the  “Land  of  the  Mayas,” 
was  presented  by  Arthur  Q.  Penta,  M.D., 
president  of  the  Fourth  District  Branch.  Over 
180  physicians  and  guests  were  present  for  the 
dinner. 

During  the  business  meeting  which  followed 
the  scientific  session,  the  following  officers  were 
elected  for  the  Fourth  District  Branch: 

President — Arthur  Howard,  M.D.,  Fulton 

First  Vice-President — August  B.  Korkosz, 
M.D.,  Schenectady 

Second  Vice-President — George  D.  Anderson, 
M.D.,  Saratoga 

Secretary — Walter  F.  Harrison,  Jr.,  M.D., 
Warren 

Treasurer — Ralph  E.  Isabella,  M.D.,  Schenec- 
tady 

Delegate — Arthur  Howard,  M.D.,  Fulton 
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These  officers  were  elected  for  a two-year 
term.  The  current  officers,  elected  in  1962,  will 
continue  in  their  posts  until  after  the  State 
Society  annual  meeting  in  February,  1965. 

The  Fourth  District  Branch  voted  unan- 
imously to  accept  the  invitation  of  the  Third 
District  Branch  to  meet  with  them  in  1965. 

Respectfully  submitted, 

Arthur  Q.  Penta,  M.D.,  President 

Fifth  District  Branch 

To  the  House  of  Delegates,  Gentlemen: 

The  third  annual  joint  meeting  of  the  Fifth 
and  Sixth  District  Branches  of  the  Medical 
Society  of  the  State  of  New  York  was  held  at  the 
Gideon  Putnam  Hotel,  Saratoga  Springs,  Fri- 
day, Saturday,  and  Sunday,  September  11,  12, 
and  13,  1964.  The  Sixth  District  was  the 
official  host  for  the  combined  meeting  and  its 
president,  George  G.  McCauley,  M.D.,  of 
Tompkins  County,  I feel  sure,  will  report  on 
this  extremely  successful  meeting. 

The  Fifth  District  Branch  held  its  annual  . 
business  meeting  at  11:30  a.m.  on  Saturday, 
September  12,  1964,  chaired  by  William  L. 
Dorr,  M.D.,  of  Cayuga  County,  during  which 
the  branch  unanimously  adopted  revised  and  up- 
dated bylaws.  Plans  were  outlined  for  the 
executive  committee  to  meet  in  the  early  part  of 
March,  1965,  to  arrange  the  program  for  the 
fourth  annual  joint  meeting  to  be  hosted  by  the 
Fifth  District  Branch  at  the  Sagamore  Hotel, 
Lake  George,  the  weekend  following  Labor  Day, 
September  10, 11,  and  12, 1965. 

The  following  slate  of  officers  was  unani- 
mously elected  to  serve  a two-year  term: 

President — Felix  Ottaviano,  M.D.,  Madison 

First  Vice-President — Marcus  S.  Richards, 
M.D.,  Onondaga 

Second  Vice-President — Theodore  J.  Prowda, 
M.D.,  Madison 

Secretary — William  R.  Carson,  M.D.,  St. 
Lawrence 

Treasurer  — Bernard  J.  Hartnett,  M.D., 
Cayuga 

Delegate — Arthur  F.  Gaffney,  M.D.,  Oneida 
Respectfully  submitted, 

Felix  Ottaviano,  M.D.,  President 

Sixth  District  Branch 

To  the  House  of  Delegates,  Gentlemen: 

Official  business  of  the  Sixth  District  Branch 
for  1964  began  with  the  joint  meeting  of  the 
Fifth  and  Sixth  District  Branches  executive 
committees  at  the  Hotel  Syracuse  Country 
House  on  Thursday,  April  23.  The  program 
for  our  third  joint  annual  meeting  at  the  Gideon 
Putnam  Hotel,  Saratoga,  was  high  on  the 
agenda.  Proposals  for  scientific  speakers  and 
forms  of  entertainment  were  reviewed  and  as- 
signments for  contacting  proposed  speakers  and 
guests  were  made.  The  ensuing  months  be- 


tween that  meeting  and  the  annual  meeting  in 
September  were  spent  in  carrying  out  the  recom- 
mendations made  in  Syracuse  including  a visit  to 
Saratoga  and  New  York  City  to  crystallize  our 
plans. 

The  third  combined  annual  meeting  of  the 
Fifth  and  Sixth  District  Branches  began  its 
three-day  stretch  at  the  Gideon  Putnam  on 
September  11.  A caucus  meeting  of  the  dele- 
gates from  our  two  districts  met  that  afternoon 
and  a lively  discussion  of  actions  taken  at  the 
February  meeting  of  the  House  of  Delegates 
followed  as  each  delegate  gave  his  report  pre- 
viously assigned  of  the  work  done  at  that  meet- 
ing of  the  Medical  Society  of  the  State  of  New 
York. 

The  cocktail  party  that  followed  gave  op- 
portunity to  meet  with  our  guests  and  friends 
before  we  met  for  the  buffet  supper.  There 
were  over  200  members  of  our  districts  with 
their  wives  and  guests.  The  group  then  parted 
for  the  early  evening,  some  braving  the  tempta- 
tions of  the  nearby  race  track,  the  others  at- 
tending a movie  in  the  hotel  theatre  building, 
“The  Yum  Yum  Tree.”  The  evening  closed 
with  dancing  and  renewing  old  friendships. 

While  the  golfers  were  up  bright  and  early  the 
next  morning,  the  scientific  meeting  got  under 
way  at  10:00  a.m.  with  a very  interesting  and 
learned  talk  by  Milton  Helpern,  M.D.,  chief 
medical  examiner  of  the  City  of  New  York, 
whose  topic  was  “Official  Investigation  of 
Sudden,  Suspicious,  and  Violent  Death.” 
Dr.  Helpern  heightened  his  talk  with  numerous 
personal  cases  in  which  he  was  involved  and  held 
us  all  attentive  as  he  unravelled  case  after  case 
with  the  thoroughness  and  logic  of  a modern 
Sherlock  Holmes.  In  view  of  the  fact  that  he 
was  flying  to  Paris,  France,  the  next  day,  we 
were  very  grateful  to  him  for  spending  this 
time  with  us  and  increasing  our  respect  for  the 
pathologist  and  his  efforts.  It  is  to  be  noted 
that  108  persons  crammed  the  auditorium  to 
hear  Dr.  Helpern  early  that  morning. 

The  scientific  session  was  then  followed  by 
annual  meetings  of  the  Fifth  and  Sixth  District 
Branches.  Minutes  of  the  last  annual  meeting 
at  Whiteface  Inn,  Lake  Placid,  and  the  joint 
executive  meetings  were  read.  Election  of 
officers  was  not  held  this  year  since  the  present 
incumbents  have  another  year  to  serve. 

Sadly  the  recent  unexpected  and  sudden 
death  of  William  T.  Boland,  M.D.,  was  an- 
nounced and  the  names  of  Drs.  C.  Stewart 
Wallace  of  Ithaca,  Swen  L.  Larson  of  Elmira, 
and  Thomas  M.  Flanagan  of  Norwich  were 
chosen  to  be  submitted  to  the  Council  for  their 
consideration  in  appointing  a successor  to  Dr. 
Boland’s  unexpired  term  on  the  Council  until 
the  next  annual  meeting  of  the  State  Society. 

John  Kalb,  M.D.,  was  appointed  as  the  official 
sixth  district  branch  representative  to  EMPAC. 
An  assessment  to  meet  our  financial  obligations 
for  the  coming  year  was  voted. 

Announcement  was  then  made  that  our  next 
annual  meeting  with  the  Fifth  District  Branch 
would  be  September  10,  11,  and  12,  1965,  at  the 
Sagamore  Hotel,  Lake  George.  A committee 
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consisting  of  Drs.  Hugo  Black,  Henry  Marshall, 
and  Jason  Moyer  was  appointed  by  the  presi- 
dent to  revise  the  bylaws  of  the  branch  during 
the  coming  months.  The  president  then  dis- 
cussed the  plans  for  the  coming  year  which 
included  the  implementation  of  our  district 
branch  mediation  committee  and  the  further 
subdivision  of  this  committee  into  areas  to 
minimize  travel  by  the  members  of  this  com- 
mittee unless  the  services  of  the  entire  com- 
mittee were  required  for  a special  case.  Efforts 
for  recruitment  of  physicians  for  rural  areas  that 
might  be  done  in  the  coming  year  were  dis- 
cussed, and  the  president  served  notice  on  the 
respective  county  members  that  he  wished  to 
visit  all  counties  during  his  tenure  of  office. 

The  meeting  adjourned  in  time  for  a buffet 
luncheon  which  was  followed  by  an  afternoon  of 
relaxation  at  golf,  visiting,  shopping  in  town, 
and  touring  nearby  historic  sites. 

The  annual  banquet  got  under  way  after  a 
cocktail  party  held  in  the  hotel  lobby.  Brief 
messages  were  given  by  our  State  Society 
president,  George  A.  Burgin,  M.D.,  and  Mrs. 
Dominic  R.  Pitaro,  president  of  the  Woman’s 
Auxiliary.  Then  followed  the  talk  of  our  guest 
speaker,  Dr.  George  H.  Healey,  professor  of 
English  and  curator  of  rare  books  at  Cornell 
University,  who  traced  with  amusing  levity 
where  we  obtained  our  names.  This  was  fol- 
lowed by  a unique  presentation  of  the  “Psycho- 
dynamics of  Folk  Singing.”  Drs.  R.  Green  and 
W.  Spradlin,  two  psychiatrists  at  the  Veterans 
Administration  Hospital  in  Durham,  North 
Carolina,  with  Dr.  James  Mallory,  one  of  their 
residents,  and  his  wife  gave  a demonstration  of 
the  evolution  of  the  folk  song  which  certainly 
put  a “hill  billy”  color  on  the  meeting.  This 
was  concluded  by  a rendition  of  their  own 
making  about  a mountain  lass  who  was  weaned 
on  mountain  dew  and  the  subsequent  physio- 
logic and  pathologic  conditions  that  preceded 
her  most  positive  morbidity. 

On  Sunday  morning  films  previously  obtained 
from  the  A.M.A.  dealing  with  relationships  of 
the  county  medical  societies,  district  branches, 
and  state  societies  to  each  other  were  shown. 
After  our  noontime  meal  with  many  promises  to 
meet  again  our  very  happy  and  successful  meet- 
ing came  to  an  end,  and  we  are  already  looking 
forward  to  our  meeting  next  year. 

On  September  15  your  president  started  his 
first  official  visit  throughout  the  district  branch 
by  being  the  guest  of  the  Chenango  County 
Medical  Society  at  the  meeting  at  the  Canasa- 
wacta  Country  Club  in  Norwich.  On  September 
21  an  official  visit  was  made  to  your  president’s 
“home”  county  medical  society  at  Ithaca  at  a 
meeting  held  at  Mallott  Hall,  Cornell  Univer- 
sity. Discussion  of  programs  under  way  and 
contemplated  were  had  with  the  respective 
county  society  officers  and  were  endorsed  and 
applauded  by  your  president. 

Again  on  October  7 the  delegates  of  the 
Fifth  and  Sixth  District  Branches  met  at  the 
Twin  Pond  Country  Club,  Utica,  for  another 
caucus  meeting,  and  the  reports  and  business 
that  had  to  be  tabled  because  of  time  in  Septem- 


ber were  finished  and  acted  on.  Arrangements 
for  our  meeting  in  February  at  the  Annual 
Convention  of  the  Medical  Society  of  the  State 
of  New  York  were  completed. 

Respectfully  submitted, 

George  G.  McCauley,  M.D.,  President 

Seventh  District  Branch 

To  the  House  of  Delegates,  Gentlemen : 

The  joint  meeting  of  the  Seventh  and  Eighth 
District  Branches  at  the  Concord  Hotel  October 
1 to  4,  1964,  culminated  a year  of  considerable 
activity  for  the  Seventh  District  Branch. 
Clearly  the  highlight  of  the  year,  this  meeting 
brought  record  attendance  with  a total  registra- 
tion of  374,  148  of  whom  represented  our  own 
district.  This  undoubtedly  was  made  possible 
by  the  very  excellent  scientific  sessions  on 
“Psychiatry  in  Everyday  Practice”  and  “Chest 
Diseases,”  and  the  excellent  facilities  available 
at  the  Concord. 

General  items  of  interest  at  the  meeting 
featured  a caucus  with  the  Eighth  District 
Branch  to  discuss  problems  of  mutual  concern. 
A review  of  the  State  Society’s  legislation 
program,  and  concern  over  the  encroachment  of 
government  into  the  private  practice  of  medi- 
cine, with  the  need  to  communicate  such  prob- 
lems to  higher  headquarters  at  the  earliest  pos- 
sible moment,  were  among  items  debated.  A 
joint  caucus  room  with  the  Eighth  District 
Branch  at  the  Annual  Convention  of  the  State 
Medical  Society  next  February  was  approved. 
Announcement  was  made  that  improved  com- 
munications exist  between  the  State  Society  and 
its  component  societies. 

Those  present  favored  another  combined 
meeting  with  the  Eighth  District  Branch  next 
year  and  consideration  of  a location  already  has 
begun. 

At  the  annual  dinner,  greetings  were  expressed 
by  Mrs.  Wayne  Templer,  Seventh  District 
Branch  councillor  to  the  Woman’s  Auxiliary, 
and  by  George  A.  Burgin,  M.D.,  our  State 
Society  president.  Many  thanks  were  ex- 
pressed to  the  program  committee  for  the  success 
of  this  first  joint  meeting.  The  committee  in- 
cluded Drs.  Vincent  I.  Bonafede,  Milton  Tully, 
Ralph  C.  Parker,  Jr.,  Joseph  Asin,  and  M. 
Edgerton  Deuel,  all  of  whom  represented  the 
Seventh  District  Branch. 

Turning  to  other  events — a special  meeting  of 
your  advisory  council  in  November,  1963, 
initiated  the  busy  year  recently  drawn  to  a 
close.  The  council  met  to  discuss  the  im- 
minence of  physician  exemption  for  1963  on  a 
Keogh  plan  proposal.  A plan  for  accidental 
death  and  dismemberment  insurance  was  ap- 
proved for  individual  presentation  to  the 
membership,  as  was  a second  proposal  for  a 
group  annuity  contract  especially  designed  for 
Keogh  retirement  plans. 

The  branch  presently  is  studying  and  in- 
vestigating the  value  of  handling  grievances  on 
the  district  branch  rather  than  county  society 
level.  The  intent  is  to  create  an  advisory  com- 
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mittee  or  board  at  this  level,  to  lend  weight  and 
assistance  to  each  county  society  in  order  to 
create  an  impersonal  perspective  and  obviate 
personal  involvement,  at  least  during  the  in- 
vestigative phase.  The  branch  would  not  as- 
sume authority  or  disrupt  existing  procedures, 
but  play  an  adjunctive  role,  if  a need  for  this  can 
be  established. 

The  public  relations  project  proposed  by  the 
State  Medical  Society,  involving  material  to  be 
supplied  for  a weekly  newspaper  column  and  a 
series  of  advertisements  to  run  under  the  spon- 
sorship of  the  branch,  has  evoked  mixed  re- 
sponse and  further  study  was  urged,  to  be  re- 
ported at  a later  date.  Under  new  business,  the 
forthcoming  State  Society  Annual  Convention 
was  discussed  and  a resolution  on  the  endorse- 
ment of  the  EMPAC  was  forwarded. 

We  heard  Charles  R.  Harris,  M.D.,  report  on 
hospital  planning,  which  he  felt  could  be  sub- 
stantially improved  by  greater  participation  on 
the  part  of  the  practicing  physicians.  Included 
in  his  report  were  the  factors  contributing  to  the 
need  for  planning  growth,  of  demands  on 
medical  facilities  and  the  emanation  of  such 
organizations  as  the  Regional  Review  and  Plan- 
ning Council,  Rochester  Regional  Hospital 
Council,  and  Patient  Care  Planning  Council. 
The  progress  of  hospital  planning  in  Monroe 
County  was  outlined,  which  indicates  a wide- 
awake attitude  by  physicians  affected.  At  this 
meeting  Robert  F.  Korns,  M.D.,  currently  em- 
ployed by  the  State  Health  Department  in  the 
field  of  research  and  methodology  in  the  evalua- 
tion of  medical  care,  noted  legislation  passed 
last  year  changing  the  public  health  law.  This 
gives  the  health  commissioner  authority  to 
engage  in  medical  audits  aimed  at  reducing 
morbidity  and  mortality,  and  in  upgrading  the 
quality  of  medical  care.  This  was  actually  seen 
as  an  assessment  of  the  quality  of  medical  care 
and  as  an  education  process.  Hope  was  ex- 
pressed for  voluntary  participation  by  the 
hospitals  in  this  region  in  order  that  a meaning- 
ful study  can  be  done. 

Support  of  “Operation  Hometown”  was  urged 
with  the  belief  that  labor  cannot  be  expected  to 
reduce  its  efforts  to  obtain  Social  Security- 
financed  medical  care  for  the  aged.  Mr. 
Donald  R.  Robertson,  executive  director  of  Blue 
Shield,  indicated  that  Genesee  Valley  Medical 
Care  would  shortly  consider  a request  to  in- 
crease family  income  levels.  The  6 per  cent  in- 
crease was  put  into  effect,  but  the  family  income 
level  was  not  raised. 

The  length  and  breadth  of  this  report  has  in- 
dicated a most  interesting  and  challenging  year 
for  the  Seventh  District  Branch.  It  portends 
another  busy  year  ahead.  As  your  president,  I 
am  appreciative  of  the  assistance  offered  me  by 
our  executive  secretary,  Mr.  Donald  M.  Irish, 
the  efforts  of  our  advisory  council  and  woman’s 
auxiliary,  the  attention  given  our  problems  by 
the  State  Medical  Society’s  field  representative, 
Mr.  Harry  Dexter,  and  to  the  support  offered 
by  the  membership  at  large. 

Respectfully  submitted, 

Joseph  J.  Kaufman,  M.D.,  President 


Eighth  District  Branch 

To  the  House  of  Delegates,  Gentlemen: 

The  annual  meeting  of  the  Eighth  District 
Branch  of  the  Medical  Society  of  the  State  of 
New  York  was  held  October  1 to  4,  1964,  at 
Kiamesha  Lake,  in  conjunction  with  the  annual 
meeting  of  the  Seventh  District  Branch. 

The  annual  session  served  as  an  exchange  of 
information  on  a number  of  issues  of  importance 
to  the  practice  of  medicine,  including  a full 
discussion  of  regional  hospital  planning;  a 
review  of  legislative  activity,  State  and  Federal; 
in  addition  to  two  scientific  sessions.  The 
first  session,  entitled  “Psychiatry  in  Everyday 
Practice”  was  presented  by  the  following: 
Otto  F.  Thaler,  M.D.,  Rochester,  who  spoke  on 
“The  Recognition  of  the  Depressed  Patient”; 
S.  Mouchly  Small,  M.D.,  Buffalo,  on  “Emo- 
tional Interrelationships  Between  Doctor  and 
Patient”;  and  M.  Ralph  Kaufman,  M.D.,  New 
York  City,  on  “Incidence  of  Psychiatric  Condi- 
tions of  Nonpsychiatric  Departments  in  General 
Hospitals.” 

The  second  session  on  chest  diseases  was 
conducted  by  Theodore  H.  Noehren,  M.D., 
Buffalo,  who  spoke  on  “Hyperventilation  in 
Patients  with  Pulmonary  Emphysema”;  Harold 
A.  Lyons,  M.D.,  Brooklyn,  “Present  Concepts 
and  Management  of  Pulmonary  Emphysema”; 
Ben  V.  Branscomb,  M.D.,  Birmingham,  Ala- 
bama, “The  Prevention  and  Management  of 
Postoperative  Pulmonary  Complications.” 
The  three  joined  in  a panel  discussion  on  “The 
Management  of  Acute  Respiratory  Failure.” 

The  annual  dinner  meeting  on  Saturday, 
October  4,  was  attended  by  356  physicians, 
wives,  and  guests,  including  the  president  of  the 
Medical  Society  of  the  State  of  New  York  and 
his  wife,  Dr.  and  Mrs.  George  A.  Burgin. 

Earlier  in  the  year,  a dinner  meeting  with  area 
legislators  was  held  at  the  Charterhouse  Motel, 
in  Buffalo,  where  legislation  activity  was  re- 
viewed and  considerable  exchange  of  informa- 
tion ensued.  The  advisory  council  met  on 
another  occasion  and  adopted  a proposal  for 
the  establishment  of  a group  retirement  plan 
under  the  Keogh  law.  The  advisory  council 
endorsed  this  plan  to  the  Eighth  District  Branch 
members  for  their  individual  consideration. 

During  the  1964  Annual  Convention  of  the 
Medical  Society  of  the  State  of  New  York, 
delegates  and  officers  in  the  Eighth  District 
Branch  together  with  delegates  and  officers  in 
the  Seventh  District  Branch  met  several  times 
daily  in  caucus,  and  it  is  anticipated  that  these 
hospitality  and  caucus  arrangements  will  be 
repeated  on  the  occasion  of  each  annual  meeting 
of  the  Medical  Society  of  the  State  of  New  York. 

Officers  and  key  representatives  of  county 
medical  societies  in  the  Seventh  and  Eighth 
District  Branches  were  invited  to  the  second 
regional  conference  sponsored  by  the  Public 
Relations  Committee  and  the  Commission  on 
Public  and  Professional  Affairs  of  the  State 
Society  held  on  October  29,  1964,  in  Batavia. 
Much  information  was  presented  on  State  and 
Federal  legislation,  hospital  regional  planning, 
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Medical  Assistance  to  the  Aging  programs,  and 
medical  society  community  service  projects. 

We  are  indeed  indebted  to  the  staff  and  of- 
ficers of  the  State  Society  for  this  intensive 
effort,  and  to  the  House  of  Delegates  for  its 
continued  support  of  district  branch  activity. 

Respectfully  submitted, 

John  D.  Naples,  M.D.,  President 

Ninth  District  Branch 

To  the  House  of  Delegates,  Gentlemen: 

The  Ninth  District  Branch  held  its  annual 
meeting  on  February  10,  1964,  at  the  Americana 
in  New  York  City,  with  Frank  E.  Ciancimino, 
M.D.,  president,  presiding. 

Acknowledgment  was  made  to  Florian  Yan- 
dell,  M.D.,  Rockland,  chairman  of  public  rela- 
tions, for  the  arrangements  for  the  excellent 
program  held  at  the  Hilton  Inn,  Tarrytown,  on 
January  10,  1964,  at  which  Edward  R.  Annis, 
M.D.,  president  of  the  American  Medical  As- 
sociation, spoke  on  some  of  the  current  problems 
confronting  the  medical  profession  of  the 
United  States.  We  were  honored  also  by  the 
presence  of  William  L.  Wheeler,  Jr.,  M.D., 
State  Society  president,  who  gave  an  interesting 
presentation  in  his  usual  genial  manner.  The 
luncheon  meeting  was  well  attended;  the 
speeches  and  discussion  that  followed  were  in- 
formative and  spirited. 

At  the  annual  meeting  of  the  branch  on 
February  10,  the  question  of  delegate  to  the 
A.M.A.  was  discussed.  It  was  pointed  out  that 
the  majority  of  candidates  for  A.M.A.  delegate 
who  were  successful  in  the  election  had  pre- 
viously held  offices  in  the  State  Society. 

The  resignation  for  medical  reasons  of 
Nathaniel  T.  Keyes,  M.D.,  as  first  vice-presi- 
dent of  the  branch,  was  accepted  with  regret 
and  appropriate  acknowledgment  made  to  Dr. 
Keyes.  The  Medical  Society  of  the  County  of 
Orange  nominated  Irving  Weiner,  M.D.,  to 
represent  Orange  County;  according  to  our 
bylaws,  the  latest  appointee  will  assume  the 
office  of  treasurer. 

Officers  for  the  year  1964-1965  are  as  follows: 

President — Frank  E.  Ciancimino,  M.D., 
Rockland 

First  Vice-President — E.  J.  Lusardi,  M.D., 
Putnam 

Second  Vice-President — A.  H.  Diedrick,  M.D., 
Westchester 

Secretary — S.  N.  Miller,  M.D.,  Dutchess 

Treasurer — Irving  Weiner,  M.D.,  Orange 

A communication  was  read  from  Group 
Health  Insurance,  Inc.,  in  which  its  board  of 
directors  invited  the  Ninth  District  Branch  to 
sit  in  to  observe  its  meetings,  continuing  the 
practice  in  effect  the  year  before.  Your  presi- 
dent attended  the  earlier  meetings  as  unofficial 
observer  and  has  continued  to  do  so  since  the 
renewal  of  the  invitation.  These  meetings 
have  been  well  attended;  it  is  obvious  that  GHI 
is  progressing  and  continuing  to  expand  its 
services  and  to  cooperate  fully  with  the  medical 


profession  in  the  State  of  New  York,  and  at 
present  in  New  Jersey. 

According  to  the  State  Society  Bylaws,  a 
grievance  committee  was  appointed  by  the 
branch  president,  but  did  not  have  occasion  to 
function  this  year.  Grievance  committees  are 
recommended  by  the  State  Society,  either  at  the 
county  society  or  district  branch  level,  as  a 
means  of  improving  relationships  between 
doctors  of  medicine  and  their  patients.  The 
committee  consisting  of  Dr.  Diedrick,  chairman, 
and  Dr.  Miller  was  appointed  but  did  not  have 
reason  to  meet. 

The  president  has  visited  his  home  county 
society  of  Rockland  and  observed  its  excellent 
program  for  1964.  Rockland  has  projected  an 
oral  immunization  program  in  cooperation  with 
its  public  health  committee,  its  excellent  chair- 
man, Fred  Graziano,  M.D.,  of  Nanuet,  and 
Lederle  Laboratories,  Pearl  River.  At  the 
first  session,  a very  successful  one,  over  50,000 
patients  received  oral  immunization  vaccine. 
This  was  done  throughout  the  county  in  various 
schools  on  a Sunday  afternoon,  and  many 
physicians  and  members  of  the  county  society, 
and  nurses,  as  well  as  members  of  allied  profes- 
sions, including  banking,  participated  and  con- 
tributed gratuitously  of  their  time  and  skills. 

A neighboring  county  medical  society  will  be 
visited  in  November,  and  in  December  and 
January,  it  is  proposed  to  visit,  according  to  the 
recommendation  of  the  Society  secretary, 
Orange,  Dutchess,  and  Westchester.  The 
secretaries  of  these  county  medical  societies 
have  been  kind  enough  to  invite  the  president  to 
their  meetings. 

At  this  time  your  president  wishes  to  extend 
his  thanks  and  appreciation  to  Henry  I.  Fine- 
berg,  M.D.,  State  Society  executive  vice- 
president,  for  his  cooperation,  and  to  Guy  D. 
Beaumont,  director  of  the  Communications 
Division,  for  his  fine  assistance  in  matters  of 
publication  and  communication  with  the  mem- 
bers of  the  component  societies.  Appreciation 
is  also  extended  to  Dr.  Diedrich  for  his  excellent 
minutes  and  work  as  secretary  of  the  Ninth 
District  Branch  during  the  past  year. 

Respectfully  submitted, 

Frank  E.  Ciancimino,  M.D.,  President 

Section  42  {see  257) 

Annual  Report  of  Commission  on  Public  and 
Professional  Affairs 

To  the  House  of  Delegates,  Gentlemen: 

The  Commission  on  Public  and  Professional 
Affairs  is  composed  of  the  following  members: 

James  M.  Blake,  M.D.,  Chairman 

Schenectady 


George  J.  Lawrence,  Jr.,  M.D Queens 

John  H.  Carter,  M.D Albany 

C.  Stewart  Wallace,  M.D Tompkins 


The  function  of  the  Commission  is  to  evaluate 
and  coordinate  the  activities  of  the  Council 
committees  as  assigned  to  the  Commission,  and, 
further,  to  utilize  the  services  of  the  Division  of 
Communications,  as  it  relates  to  these  re- 
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spective  committees  and  to  the  Commission 
as  a whole. 

During  the  past  year  there  was  a change  in 
the  committees  assigned  to  the  Commission 
from  the  previous  year.  The  new  committees 
were  three  in  number:  the  Council  Committee 

on  State  Legislation,  the  Council  Committee 
on  Federal  Legislation,  and  the  Council  Com- 
mittee on  Public  Relations.  The  change 
consisted  of  making  the  former  Council  Com- 
mittee on  Legislation  into  two  committees  as 
indicated. 

These  committees  have  prepared  individual 
reports  which  are  submitted  as  a portion  of  this 
report. 

Your  chairman  is  pleased  to  report  that  there 
was  better  coordination  of  the  plans  and 
activities  of  the  Commission  in  1964  than  in  the 
previous  year  of  1963.  As  a result  of  a year’s 
experience  and  other  factors,  there  was  more 
frequent  and  better  interchange  of  ideas  and 
activities  among  the  committees.  This  im- 
proved spirit  of  unified  effort  resulted  in  better 
implementation  and  continuity  of  plans  and 
projects. 

The  increased  number  of  meetings  held  by 
the  Commission  was,  in  part,  responsible  for 
the  better  working  arrangements.  Four  meet- 
ings were  held,  three  in  Albany  and  one  in 
New  York  City.  These  meetings  were  called 
to  discuss  problems  which  arose  from  time  to 
time  and  to  plan  for  future  programs. 

It  is  a pleasure  to  report  that  five  very 
productive  regional  conferences  were  held 
during  1964.  Covering  the  entire  State,  these 
meetings  were  held  in  Albany,  Batavia,  Saranac 
Lake,  Syracuse,  and  Purchase  in  Westchester 
County. 

These  conferences  are  conducted  as  “open- 
forum”  discussions  and  are,  we  believe,  one  of 
our  best  means  of  communication  with  the 
constituent  county  medical  societies.  During 
the  past  year  each  successive  meeting  seemed 
to  be  an  improvement  over  the  previous  con- 
ference. Provided  as  an  opportunity  for 
representatives  of  the  county  societies  to 
meet  together  for  discussion  of  local  plans  and 
problems,  they  also  give  your  Commission  a 
helpful  insight  into  the  areas  in  which  the 
State  Society  can  better  serve  its  membership. 
Attendance  at  these  meetings  has  averaged  65 
society  officers  and  key  committee  chairmen. 
Since  the  reaction  of  those  who  have  partici- 
pated has  been  consistently  favorable,  this 
program  will  be  continued  in  1965,  and  efforts 
will  be  made  to  offer  an  opportunity  for  at- 
tendance to  a broadened  segment  of  the  total 
membership. 

In  the  area  of  legislation,  a plan  for  coordina- 
tion of  legislation  activities  of  the  State  Medical 
Society  was  developed  by  the  Commission. 
In  brief,  the  plan  of  coordination  includes  a 
central  legislation  information  center  and  new 
expanded  legislation  contact  committees  at  the 
local  level.  The  function  of  the  legislation 
information  center,  which  is  maintained  at 
State  Society  headquarters,  is  to  provide  a 
mechanism  through  which  accurate  and  com- 


plete information  concerning  proposed  legisla- 
tion can  be  channelled  quickly  to  key  physicians 
responsible  for  legislation  activity. 

Through  the  cooperation  of  the  county  medical 
societies,  the  Commission  hopes  to  set  up  a 
strong,  compact,  State-wide  organization  of 
qualified,  interested  physicians,  who,  at  the 
county  medical  society  level,  are  willing  to 
contact  in  person  their  local  State  and  Federal 
legislators. 

At  the  time  this  report  is  being  written, 
your  chairman  has  received  many  replies  to 
his  invitation  to  county  medical  societies  to 
submit  the  names  of  physicians  who  would  be 
willing  to  participate  in  this  contact  com- 
mittee program.  At  the  same  time,  the  plans 
for  the  information  center  are  well  under  way  at 
State  Society  headquarters.  This  entire  pro- 
gram will  be  conducted  by  the  State  Society’s 
Division  of  Communications,  and  Martin 
J.  Tracey,  of  the  division,  will  act  as  the  co- 
ordinator of  legislation  activities. 

In  the  field  of  public  relations,  the  major 
objective  has  been  to  provide  services  for  the 
county  medical  societies  at  the  local  level. 
Although  many  activities  were  continued  as 
public  relations  projects  at  the  State  Medical 
Society  level,  emphasis  during  the  past  year 
was  placed  on  public  relations  at  the  so-called 
“grass  roots”  level.  A major  project  in  this 
effort  was  the  series  of  television  programs 
entitled  “Doctors  at  Work,”  in  which  county 
medical  society  representatives  participated 
live  in  conjunction  with  film  supplied  by  the 
State  Medical  Society.  In  these  programs, 
which  were  shown  in  various  parts  of  the  State, 
the  county  medical  society  was  given  due 
credit  for  participation  in  this  public  relations 
effort. 

Respectfully  submitted, 

James  M.  Blake,  M.D.,  Chairman 

Section  43  {see  76,  257) 

Annual  Report  of  Committee  on  State  Legislation 

To  the  House  of  Delegates,  Gentlemen: 

The  Council  Committee  on  State  Legisla- 
tion consists  of  the  following  members: 

John  H.  Carter,  M.D.,  Chairman.  . . .Albany 


John  C.  Brady,  M.D Erie 

Matthew  Brody,  M.D Kings 

William  L.  Dorr,  M.D Cayuga 

Ralph  E.  Isabella,  M.D Schenectady 

Henry  W.  Kaessler,  M.D Westchester 

Robert  Park,  Jr.,  M.D Nassau 


Since  the  last  meeting  of  this  House  in  Feb- 
ruary, 1964,  the  Council  Committee  on  State 
Legislation  has  been  active  in  carrying  out  the 
directives  of  that  House  and  the  Council  con- 
cerning State  legislation.  Detailed  reports 
on  the  results  of  the  committee’s  work  with 
State  legislators  and  the  committee’s  plans  for 
the  future  have  been  submitted  from  time  to 
time  to  the  Council.  On  September  24,  1964, 
the  committee  met  in  Albany  to  evaluate  the 
results  of  the  1964  session  of  the  State  Legisla- 
ture and  to  make  plans  for  the  1965  session. 
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The  following  report  is  a brief  summary  of 
the  committee’s  activities  and  will  be  divided 
into  two  principal  parts:  (1)  Final  legislative 

action  on  bills  of  interest  to  the  State  Medical 
Society  by  the  1964  State  Legislature;  and 
(2)  Proposed  legislation  to  be  sponsored  by  the 
State  Medical  Society  in  the  1965  State  Legisla- 
ture. 

Since  this  report  is  being  compiled  in  late 
November,  a supplementary  report  concern- 
ing activities  in  the  1965  session  of  the  State 
Legislature  will  be  submitted  to  the  House  in 
February. 

Final  Legislative  Action 

SPONSORED  AND  ENACTED 

Good  Samaritan  Bill  (SI  747,  Pr.  4142 — 
Speno) . After  several  years  of  sponsoring 
and  fighting  for  this  bill,  the  Legislature  finally 
passed  it  and  the  Governor  signed  the  law, 
which  exempts  physicians  from  liability  for 
gratuitous  services  rendered  at  the  scene  of  an 
accident  but  does  not  exempt  them  in  cases  of 
gross  negligence.  This  law  is  now  known  as 
Chapter  937,  Laws  of  1964. 

The  following  bills,  although  not  directly 
sponsored  by  but  supported  by  the  State 
Medical  Society,  were  enacted  into  law: 

X-ray  Technicians  Bill  (SI  1313,  Pr.  3744 — 
Metcalf ).  It  requires  that  only  practitioners 
of  the  healing  arts  or  licensed  x-ray  technicians 
under  the  supervision  of  practitioners  of  the 
healing  arts  may  operate  x-ray  machines.  This 
law  is  now  Chapter  295  of  the  Laws  of  1964. 

Regulation  of  Clinical  Laboratories  (AI  4141, 
Pr.  5869 — Pomeroy ).  It  provides  minimum 
qualifications  for  laboratory  directors,  requires 
laboratories  to  process  and  identify  test  sam- 
ples submitted,  and  authorizes  inspection  of 
laboratories  to  insure  compliance  with  stand- 
ards. The  new  law  is  known  as  Chapter  217 
of  the  Laws  of  1964. 

State  Hospital  Review  and  Planning  Council 
(AI  5019,  Pr.  4584  (S) — McCloskey) . This  law 
essentially  provides  a parent  organization  for 
the  seven  regional  councils  already  in  existence. 
Six  of  the  31-member  Council  are  required 
by  law  to  be  physicians.  The  law  provides 
also  that  when  “matching  funds”  are  involved 
not  only  the  regional,  but  the  State  Hospital 
Review  and  Planning  Council  must  approve  of 
the  construction  involved.  Religious  or  pri- 
vate organizations  raising  their  own  funds  would 
not  be  affected.  This  law  is  known  as  Chapter 
730,  Laws  of  1964. 

Child  Abuse  Bill  (SI  3805,  Pr.  4439— Rules). 
The  new  law  requires  physicians  and/or  re- 
sponsible organizations  to  report  cases  of  child 
abuse  to  the  Social  Welfare  Department. 
Under  the  bill  the  reporting  physician  or  or- 
ganization is  exempt  from  legal  action  which 
might  be  taken  against  him  for  reporting  the 
suspected  abuse.  This  new  law  is  known  as 
Chapter  811,  Laws  of  1964. 

Phenylketonuria  Bill  (SI  881,  Pr.  1641 — 
Conklin ).  This  law  provides  that  all  infants 
must  undergo  a phenylketonuria  test  before 


discharge  from  a medical  facility.  It  is  now 
known  as  Chapter  785,  Laws  of  1964. 

Body  Disposition  Bill  (AI  3312,  Pr.  550 — 
Brook).  The  new  law  provides  that  a person 
eighteen  years  or  older  may  direct  the  disposal 
of  his  body  after  death.  It  is  known  as  Chap- 
ter 702,  Laws  of  1964. 

M.A.A.  Ceilings  (AI  4153,  Pr.  5434 — J. 
Johnson).  This  law  increased  income  ceilings 
to  $1,900  and  $2,750,  and  asset  limits  to  $950 
and  $1,375,  for  single  and  married  persons, 
respectively.  This  law  is  known  as  Chapter 
334,  Laws  of  1964. 

Physical  Therapy  Bill  (AI  4778,  Pr.  5076 — 
Abrams).  It  provides  that  care  rendered  to 
subscribers  of  medical  expense  indemnity  con- 
tracts shall  be  under  prescription  by  a physi- 
cian. It  is  now  known  as  Chapter  408,  Laws 
of  1964. 

SUPPORTED  BUT  VETOED 

The  following  bills,  supported  by  the  State 
Medical  Society,  were  passed  by  the  Legislature 
but  vetoed  by  the  Governor: 

Hallucinogenic  Drug  Bill  (SI  4874 , Pr. 
5858 — Pomeroy) . This  proposed  law  would 
have  limited  the  use  of  hallucinogenic  drugs 
to  qualified  physicians,  essentially  to  psy- 
chiatrists. 

Body  Donation  Bill  (AI  115,  Pr.  4381(S) — 
Goddard) . This  bill  would  have  made  it 

possible  for  deceased,  or  members  of  the  family 
responsible  for  the  body,  to  donate  all  or  parts 
of  the  body  for  therapeutic  (transplantation) 
or  research  purposes. 

OPPOSED  AND  VETOED 

The  following  bills,  opposed  by  the  State 
Medical  Society,  were  passed  by  the  State 
Legislature  but  vetoed  by  the  Governor: 

Payments  of  Clinical  Laboratory  Services 
Bill  (SI  2891,  Pr.  3103  and  SI  2892,  Pr.  4543— 
both  Ohrenstein).  The  first  bill,  SI  2891, 
provided  for  revocation,  suspension,  or  an- 
nulment of  a license  to  practice  medicine 
on  the  ground  that  the  holder  of  such  license 
either  receives  payment  from  his  patient  for 
clinical  laboratory  services  performed  outside 
his  office  or  made  a payment  to  a clinical 
laboratory  for  such  services. 

The  second  bill,  SI  2892,  made  it  a mis- 
demeanor for  a clinical  laboratory  to  bill  or 
receive  payment  for  clinical  laboratory  services 
from  any  person  other  than  the  recipient  of 
services. 

Ownership  of  Pharmacies  (SI  2208,  Pr. 
2300 — Brydges) . This  bill  would  limit  the 
granting  of  a certificate  of  registration  to 
operate  a pharmacy  to  licensed  pharmacists. 
It  limited  also  the  ownership  of  pharmacies  to 
corporations  controlled  by  pharmacists  and 
provided  further,  in  a grandfather  clause,  that 
the  widow  of  a pharmacist  would  be  required  to 
dispose  of  the  pharmacy  within  three  years 
after  the  date  of  death.  The  Society  opposed 
the  bill  on  the  ground  that  it  was  unconstitu- 
tional and  that,  if  enacted  into  law,  would 
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result,  through  the  granting  of  a monopoly 
to  pharmacists,  in  an  increase  in  the  price  of 
pharmaceuticals. 

SUPPORTED  BUT  LOST 

Oral  Prescription  of  Narcotics  (A  I 558, 
Pr.  558-Egan ) . This  bill  would  authorize 
the  dispensing  of  class  B narcotic  drugs, 
largely  cough  medicines,  on  the  oral  or  tele- 
phone prescription  of  a physician.  As  a 
safeguard,  it  requires  a physician  to  forward 
a written  prescription  to  the  pharmacist  within 
seventy-two  hours  of  the  oral  prescription. 
This  bill  was  lost  in  the  Assembly,  and  on  the 
last  day  was  recommitted  to  the  Senate 
committee. 

Bills  on  the  following  subjects  died  in  com- 
mitee:  Income  tax  deductions  for  medical 

college  expenses,  exemption  from  taxation  of 
real  property  owned  by  a nonprofit  medical 
society,  transfer  ownership  of  x-ray  plates  to 
patient,  and  restricting  the  practice  and  teach- 
ing of  hypnosis. 

Proposed  Legislation  for  1965.  Bills  on  the 
following  subjects  will  be  sponsored  by  the  State 
Medical  Society  in  the  1965  State  Legislature: 

Physicians’  Fees  Paid  by  State  Agencies. 
This  bill  would  require  State  agencies  to  pay 
physicians’  fees  for  services  equal  to  those  paid 
under  the  Workmen’s  Compensation  Fee 
Schedule. 

Medical  Assistance  for  the  Aged.  This  bill 
would  confine  the  means  test  to  the  recipient 
and/or  spouse;  raise  income  ceilings  to  about 
double  the  present  amounts;  and  increase  the 
amount  of  allowable  deductible  cash  for  savings 
and  life  insurance. 

Oral  Prescription  of  Narcotics.  This  bill 
would  be  similar  to  the  Egan  Bill  which  died 
in  the  1964  session  of  the  State  Legislature  and 
would  allow  physicians  to  prescribe  class  B 
narcotics  over  the  telephone. 

State  Income  Tax  Deductions  for  Medical 
College  Expenses.  This  bill  would  be  similar 
to  the  one  which  died  in  the  Legislature  in 
1964.  It  would  allow  parents  of  medical 
students,  or  self-supporting  medical  students, 
to  deduct  up  to  $2,000  for  medical  education 
expenses. 

Exemption  from  Taxation  of  Real  Property 
Owned  by  a Nonprofit  Medical  Society.  This 
bill  would  be  similar  to  the  proposed  law  which 
died  in  the  1964  session.  It  would  allow 
real  property  tax  exemptions  for  medical 
society  buildings  used  exclusively  for  medical 
society  purposes.  Legislation  already  exists 
exempting  bible  groups,  bar  associations, 
veterinarian  groups,  and  the  like,  from  real 
property  taxes,  but  not  medical  societies. 

Donation  of  Body  for  Scientific  Purposes. 
This  type  of  bill  was  vetoed  by  the  Governor 
in  1964  because  he  did  not  think  that  the  bill 
made  clear  who  had  the  authority  to  donate  the 
deceased’s  body.  This  objection  will  be  over- 
come in  the  bill  to  be  introduced  in  the  1965 
session. 

The  committee  also  is  investigating  the 


possibility  of  again  sponsoring  a lien  law  for 
physicians. 

On  the  subject  of  hypnosis,  the  committee 
will  take  the  position  that  its  practice  should 
be  restricted  to  physicians  and  dentists.  This 
committee  also  will  continue  opposition  in 
1965  to  bills  concerning:  (1)  Ownership  of 

x-ray  plates  by  patients  and/or  their  representa- 
tives; (2)  payment  by  the  Workmen’s  Com- 
pensation Board  for  services  rendered  by  chiro- 
practors; (3)  restriction  of  the  ownership  of 
pharmacies  to  licensed  pharmacists;  and  (4) 
restriction  of  payments  for  clinical  laboratory 
services  along  the  lines  of  the  bills  introduced  in 
1964. 

During  the  1965  session  of  the  State  Legisla- 
ture, the  committee  will  introduce  a new  and 
improved  Medical  Legislation  Letter.  It  is 
hoped  that  the  changed  format  will  make  this 
publication  more  informative  and  useful  to 
county  medical  society  legislation  committee 
chairmen,  in  particular,  and  to  members  of 
their  committees  as  well  as  to  other  interested 
State  Society  members. 

As  reported  by  the  chairman  of  the  Com- 
mission on  Public  and  Professional  Affairs, 
a new  Legislation  Information  Center  has  been 
set  up  at  State  Society  headquarters  under  the 
direction  of  Martin  J.  Tracey,  coordinator, 
legislative  activities. 

The  day-by-day  progress  of  important  bills 
affecting  the  health  of  the  people,  as  well  as 
proposed  laws  concerning  the  medical  profes- 
sion, will  be  followed  and  recorded.  Copies  of 
bills  of  major  interest  will  be  kept  on  file. 
Up-to-the-minute  information  will  be  available 
to  all  members  of  the  State  Society. 

Acknowledgments.  Your  chairman  would 
be  remiss  if  he  did  not  extend  the  thanks  of  the 
committee  to  all  who  assisted  us.  We  are  par- 
ticularly grateful  to  James  M.  Blake,  M.D., 
Commission  chairman;  George  J.  Lawrence,  Jr., 
M.D.,  Federal  legislation  chairman,  and  C. 
Stewart  Wallace,  M.D.,  public  relations  chair- 
man, as  well  as  to  Henry  I.  Fineberg,  M.D., 
executive  vice-president,  and  the  staff  of  the 
Division  of  Communications.  A special  vote 
of  thanks  is  also  due  to  our  legislative  counsel, 
George  E.  Foy,  Esq.,  and  Harry  W.  Albright, 
Jr.,  for  their  help  during  the  past  year. 

Respectfully  submitted, 

John  H.  Carter,  M.D.,  Chairman 

Section  44  ( see  78,  257) 

Annual  Report  of  Committee  on  Federal 
Legislation 

To  the  House  of  Delegates,  Gentlemen: 

The  committee  consists  of  the  following  mem- 
bers: 

George  J.  Lawrence,  Jr.,  M.D.,  Chairman. . . . 


Queens 

Michael  C.  Armao,  M.D New  York 

William  B.  Ayers,  M.D Nassau 

John  A.  Kalb,  M.D Broome 

Charles  R.  Mathews,  M.D Monroe 

William  J.  Ryan,  M.D Onondaga 
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Your  committee  has  been  very  active  in  the 
area  of  Federal  legislation  since  the  last  meeting 
of  the  House  and  has  devoted  its  efforts  towards 
building  better  rapport  with  New  York’s  con- 
gressmen and  senators  and  in  combating  the 
endeavors  of  the  Administration  to  enact  leg- 
islation providing  hospital  care  for  the  aged 
under  the  Social  Security  system.  Since  this 
report  is  being  compiled  shortly  after  Election 
Day,  a supplementary  report  will  be  made  to 
the  House  in  February  concerning  the  latest 
developments  at  that  time. 

Washington  Trip.  For  the  fourth  consecu- 
tive year  a delegation  of  physicians  representing 
our  State  Medical  Society  visited  Washington, 
D.C.,  April  14  to  16,  1964.  The  purpose  of 
this  annual  trip  is  to  give  the  representatives 
of  our  organization  an  opportunity  to  visit 
New  York’s  congressmen  and  senators  in  their 
offices  and  to  discuss  with  them  our  views  on 
current  medical  legislation  proposals.  Among 
the  issues  discussed  was  Medical  Care  for  the 
Aged,  particularly  the  King- Anderson  Bill. 
The  delegates  also  answered  questions  con- 
cerning the  MAA  program  in  New  York  and 
advised  the  congressmen  of  our  proposals  made 
to  the  New  York  State  Joint  Legislative  Com- 
mittee on  Health  Insurance  Plans  for  the  im- 
provement of  the  structure  and  administration 
of  the  Metcalf-McCloskey  Law. 

Our  delegation  this  year  was  the  largest  State 
Medical  Society  group  to  visit  Washington  and 
was  officially  made  up  of  32  members.  The 
reason  for  this  increased  number  was  the  fact 
that  for  the  first  time  county  medical  societies 
were  invited  to  send  representatives  as  part  of 
the  delegation  at  their  own  expense.  Twelve 
county  medical  societies  accepted  the  invitation 
and  named  15  physicians  to  represent  them. 
The  remaining  17  delegates  were  invited  by  the 
State  Society  at  its  expense. 

On  the  evening  of  April  14,  an  organizational 
meeting  for  the  delegation  was  held  at  the 
Congressional  Hotel,  Washington,  D.C.,  which 
served  as  a headquarters  for  the  delegation. 
This  organizational  meeting  was  led  by  George 
A.  Burgin,  M.D.,  president,  and  your  chairman, 
on  behalf  of  the  State  Medical  Society,  and 
Roy  Lester,  M.D.,  head  of  the  A.M.A.  Washing- 
ton office,  directed  a briefing  session  conducted 
by  members  of  his  staff. 

On  April  15  the  entire  day  was  spent  visiting 
the  offices  of  the  various  congressmen  from  New 
York  State.  Based  on  previous  experiences, 
it  was  decided  that  the  1964  delegation  would 
confine  their  visits  to  the  offices  of  congressmen 
where  our  efforts  would  be  most  effective.  The 
goal  of  the  delegation,  therefore,  was  to  visit  the 
offices  of  27  congressmen  out  of  the  41  represent- 
ing the  State  of  New  York.  All  of  these  con- 
gressmen were  seen  personally  in  their  offices, 
with  the  exception  of  one  who  was  not  in  Wash- 
ington. The  delegation  also  had  the  opportunity 
to  talk  with  other  congressmen  who  attended 
the  reception  held  by  the  delegation.  On  the 
same  day,  there  was  a conference  with  Senator 
Jacob  K.  Javits  and  Senator  Kenneth  B. 
Keating.  The  entire  delegation  participated 


in  this  conference,  during  which  the  two  senators 
reaffirmed  their  endorsement  of  the  Social 
Security  approach,  which  was  incorporated  in 
the  Javits  Bill. 

On  the  evening  of  April  15,  a congressional 
reception  was  held  for  the  New  York  members  of 
Congress.  This  reception  was  very  well  at- 
tended by  members  of  Congress. 

On  April  16,  some  of  the  delegates  continued 
their  visits  to  congressmen  who  had  not  been 
seen  previously.  The  work  of  the  delegation 
came  to  an  official  close  at  noon  on  April  16. 

The  reaction  of  the  delegation  was  that  the 
trip  was  well  worth  while.  The  new  members 
were  impressed  by  the  high  calibre  of  the  men 
representing  New  York  in  Congress  and  were 
pleased  with  the  reception  accorded  them  in 
the  offices  of  the  congressmen.  The  veteran 
members  detected  a favorable  change  in  atmos- 
phere during  their  visits.  Congressmen,  who 
in  previous  years  were  steadfast  and  outspoken 
in  their  espousal  of  the  Social  Security  ap- 
proach for  medical  care  for  the  aged,  appeared 
to  be  in  a conciliatory  mood.  While  none  of 
them  radically  had  altered  their  endorsement 
of  the  Social  Security  mechanism,  some  of 
them  discussed  alternate  possibilities  such  as 
governmental  subsidization  of  voluntary  health 
insurance  plans.  It  is  interesting  to  note  that 
one  well-known  congressman  from  the  metro- 
politan New  York  City  area  assured  us  that 
our  visits  to  Washington  were  making  a defi- 
nite impact  on  our  congressmen. 

The  attention  of  the  House  is  called  to  the 
fact  that  the  expenses  of  the  1964  State  Medical 
Society’s  Washington  delegation  totalled  $2,684. 
This  amount  included  all  expenses  for  the  17 
physicians  sponsored  by  the  State  Medical 
Society,  as  well  as  the  three  staff  members  who 
accompanied  the  delegation.  The  total  in- 
cluded also  part  of  the  expenses  of  the  15 
physicians  sponsored  by  12  county  medical 
societies. 

Considering  the  number  of  individuals  in- 
volved, who  voluntarily  worked  hard  and  long 
in  furthering  the  interest  of  the  people  of  our 
State  and  of  the  State  Medical  Society,  the 
money  spent  was  a good  investment  in  a worthy 
cause.  Your  committee  recommended  to  the 
Council  at  its  September,  1964,  meeting  that  a 
similar  delegation  should  be  sent  to  Washing- 
ton in  1965  and  that  the  delegation  should  be 
enlarged  to  include  more  representatives  of 
more  county  medical  societies  along  the  lines 
of  the  successful  plan  inaugurated  in  1964, 
through  which  the  county  medical  societies 
voluntarily  assumed  the  expenses  of  their  rep- 
resentatives. The  Council  approved  this  rec- 
ommendation. Your  committee  makes  the 
same  recommendation  to  this  House  and  asks  for 
its  approval. 

Medical  Care  for  the  Aged.  Your  com- 
mittee kept  a continuous,  watchful  eye  on  the 
King-Anderson  Bill  (H.R.  3920)  providing 

hospitalization  for  the  aged  under  Social 
Security  and  its  substitute  H.R.  11865  pro- 
viding only  cash  benefits  for  the  aged,  and  took 
appropriate  action  whenever  necessary. 
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What  took  place  in  the  United  States  House 
of  Representatives  and  the  United  States 
Senate  in  September  of  1964  when  a bill  ex- 
tolled by  its  sponsors  as  a great  piece  of  hu- 
manitarian legislation  was  subjected  to  the  ul- 
timate in  parliamentary  maneuvering,  purely 
for  political  purposes,  was  an  object  lesson 
none  of  us  should  forget.  Your  chairman  has 
previously  stated  that  the  whole  question  of 
“medical  care  for  the  aged”  has  been  used 
as  a political  football  by  legislators  looking  more 
toward  reelection  than  toward  improving  the 
lot  of  the  needy  aged. 

What  happened  to  the  so-called  “Medicare 
Tax”  bill  in  the  88th  Congress  is  now  history. 
Suffice  it  to  say  that  medicine  at  least  gained  a 
little  more  time  in  our  fight  against  those  who 
believe  that  “government  medicine”  is  pref- 
erable to  “private  enterprise  medicine.” 

During  the  period  when  the  Administration 
was  resorting  to  these  various  tactical  ma- 
neuvers, your  committee  was  very  active  and 
took  many  steps  toward  the  prevention  of  the 
passage  of  H.R.  11865  as  amended.  The  first 
step  was  a wire  to  both  Senators  Keating  and 
Javits  prior  to  the  vote  in  the  Senate,  urging 
them  not  to  vote  for  the  combined  package  of 
medical  care  services  for  the  aged,  plus  a $7.00 
a month  increase  in  cash  benefits. 

The  second  step  was  a special  emergency 
message  sent  to  all  county  medical  societies. 
It  was  addressed  to  the  county  medical  society 
presidents,  secretaries,  legislation  chairmen, 
public  relations  chairmen,  and  “Operation 
Hometown”  chairmen,  as  well  as  executive 
secretaries.  The  message  spelled  out  a five- 
point  program  suggesting  what  each  county 
medical  society  should  do  to  prevent  enactment 
of  H.R.  11865  as  amended.  A similar  message 
was  sent  to  all  county  woman’s  auxiliaries,  ask- 
ing for  their  immediate  cooperation.  Finally, 
a letter  was  sent  to  every  member  of  the  House 
of  Representatives,  reminding  them  of  our 
staunch  opposition  to  any  proposal  along  the 
King-Anderson  line  and  requesting  them  to  vote 
against  H.R.  11865  as  amended  by  the  Senate, 
or  any  similar  proposition  that  might  come  out 
of  the  House-Senate  conference  committee. 
Many  congressmen  replied  and  several  in- 
dicated unusual  interest. 

In  evaluating  the  efforts  of  our  State  Society 
in  the  past  and  in  attempting  to  envision  what 
lies  ahead,  your  chairman  should  like  to  make 
a few  observations.  We  should  not  forget 
that  in  spite  of  an  intensive  campaign  on  the 
part  of  the  Administration  through  technical 
legislative  procedures  and  strong  infighting  with 
leaders  of  the  Congress,  the  deliberations  of  the 
joint  conference  of  the  Senate  and  the  House  on 
H.R.  11865,  as  amended,  ended  in  a deadlock 
with  the  result  that  the  bill  was  killed.  This 
deadlock  can  be  considered  a well-earned  victory 
for  the  medical  profession,  since  we  led  the 
fight  against  medical  care  for  the  aged  through 
the  Social  Security  system.  Our  success  in 
this  most  difficult  encounter  during  the  past 
year  should  encourage  us  to  renewed  efforts  in 
the  future. 


Our  good  fortune  in  killing  the  proposal 
known  as  H.R.  11865  as  amended,  however, 
was  short-lived.  For,  as  you  know,  the  Demo- 
cratic ticket  was  swept  into  office  in  a land- 
slide vote,  and  medical  care  for  the  aged  un- 
doubtedly will  be  a primary  objective  of  the 
Administration  during  the  89th  Congress. 

In  spite  of  all  the  rumors  that  “Medicare 
Tax”  legislation  is  bound  to  be  enacted,  we 
must  not,  however,  take  a pessimistic,  de- 
featist attitude.  We  have  faced  many  almost 
insurmountable  obstacles  in  our  long  fight,  and, 
through  determination,  hard  work,  and  an 
optimistic  attitude,  we  have  come  through  with 
almost  unbelievable  success. 

Outlook.  Although  the  immediate  outlook 
may  be  dark,  the  long-range  evaluation  of  the 
problem  is  encouraging.  Undoubtedly  the 
Administration  will  press  for  passage  for  a 
“Medicare  Tax”  law  since  it  has  an  overwhelm- 
ing majority  in  both  the  Senate  and  the  House. 
In  spite  of  these  odds,  it  is  by  no  means  a 
foregone  conclusion  that  the  Administration 
will  pass  a “Medicare  Tax”  law  during  the 
next  session  of  the  Congress.  This  observation 
is  based  on  several  factors  which  we  must  not 
overlook. 

In  the  first  place,  the  Administration  must 
strike  fast  and  hard  if  it  is  to  win.  History 
shows  that  after  a landslide  victory,  such  as 
took  place  a few  weeks  ago,  there  is  a definite 
trend  for  the  voters  to  send  to  Congress,  in  a 
congressional  election  immediately  following  a 
presidential  election,  members  of  the  minority 
party.  We,  therefore,  can  expect  that  many 
Republicans  will  be  returned  to  the  House  of 
Representatives  and  to  the  Senate  in  1966. 
You  will  recall  that  this  type  of  reaction  took 
place  during  the  Franklin  D.  Roosevelt  ad- 
ministration. 

Since  the  President  has  already  proved 
himself  to  be  a very  astute  legislative  tactician, 
we  can  be  sure  that  he  will  bear  this  historical 
fact  in  mind  and  will  do  his  utmost  to  enact 
his  version  of  a “Medicare  Tax”  proposal  at  the 
earliest  possible  moment  during  the  89th  Con- 
gress. 

We  must,  therefore,  exert  every  effort  at  our 
command  to  prevent  the  enactment  of  a “Medi- 
care Tax”  bill  during  the  next  few  months. 
We  must  fight  harder  than  ever,  realizing  that, 
if  we  do  our  utmost,  we  may  have  an  ultimate 
final  victory  in  1966,  when  we  hope  more  Re- 
publicans will  be  sent  back  to  Congress. 

Another  factor  is  that  history  also  shows  that 
a president  who  wins  in  a landslide  election 
does  not  always  get  his  way  with  Congress. 
During  the  Roosevelt  administration,  on  many 
occasions,  notably  the  Supreme  Court  issue, 
the  members  of  Congress  fought  against  the 
President  even  though  they  were  members  of 
his  own  party.  We  can  be  hopeful,  therefore, 
that  many  members  of  the  Democratic  party 
will  not  necessarily  vote  for  a “Medicare  Tax” 
program  but,  through  the  efforts  of  the  medical 
profession  and  of  our  allies,  they  may  see  fit  to 
fight  for  our  side  of  the  issue. 

Another  important  item  is  the  fact  that  there 
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probably  will  be  a different  type  of  “Medicare 
Tax”  bill  before  the  Congress  during  the  next 
session.  Rumors  already  are  being  circulated 
that  a bill  will  be  introduced  which  will  be 
entirely  outside  the  Social  Security  system  and 
will  provide  hospitalization  for  the  aged  through 
some  other  tax  system.  This  new  type  of  bill, 
in  addition  to  many  others  that  may  be  in- 
troduced, could  lead  to  a great  deal  of  con- 
fusion in  the  Congress  and,  therefore,  might  be 
of  great  assistance  to  us  in  our  efforts  to  fight  a 
delaying  action  until  another  Congress  more 
favorably  disposed  is  elected  by  the  people. 

In  view  of  all  of  these  reasons,  we  should 
determine  to  continue  and  enlarge  on  our  efforts 
to  prevent  passage  of  any  type  of  legislation 
which  would  provide  medical  assistance  for  the 
aged  through  the  Social  Security  system.  We 
must  also  be  wary  of  any  proposals  that  might 
be  introduced  in  the  Congress  that  may  ap- 
pear on  the  surface  to  provide  an  acceptable 
compromise  but  which  basically  may  be  detri- 
mental to  the  preservation  of  the  free  enter- 
prise system  of  medical  practice.  In  any  event, 
we  must  do  everything  in  our  power  to  make  cer- 
tain that  apathy  does  not  creep  into  the  think- 
ing of  our  members  and  that  an  attitude  of  hope 
and  optimism  prevails  in  our  continuing  all-out 
efforts  to  prevent  the  enactment  of  any  Federal 
legislation  that  would  lead  to  a national  program 
of  government-controlled  hospital  care  for  the 
aged. 
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greatly  appreciate  the  assistance  rendered  by 
the  regional  representatives  and  secretaries  of 
the  Division  of  Communications,  headed  by 
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Section  45  {see  258 ) 

Annual  Report  of  Committee  on  Public  Relations 

To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Council  Committee  on 
Public  Relations  are  as  follows: 

C.  Stewart  Wallace,  M.D.,  Chairman 


Tompkins 

Erwin  J.  Boerschlein,  M.D Monroe 

John  Lee  Clowe,  M.D Schenectady 

Felix  Ottaviano,  M.D Madison 

Irving  M.  Pallin,  M.D Kings 

Samuel  Wagreich,  M.D Bronx 


General.  During  1964  the  committee  has 
been  striving  to  keep  the  membership  and  the 
public  well  informed  on  the  activities  of  the 
State  Society  and  county  societies  by  working 
closely  with  the  Division  of  Communications. 

Communications  within  our  State  Society  are 
maintained  through  the  regional  representatives, 
the  newsletter,  The  News  of  New  York,  letters, 
memoranda,  bulletins,  and  the  important 
regional  conferences.  Information  intended  to 
enlighten  and  direct  public  opinion  in  regard  to 
the  problems  of  medicine  and  health  is  dis- 
seminated through  regularly  distributed  news 
releases  to  the  press  and  to  the  electronic  news 
media,  radio  and  television.  In  addition,  in- 
formation is  directed  to  the  public  through 
public  appearances  of  members  of  our  Society 
and  their  participation  on  radio  and  television 
broadcasts. 

Meetings.  During  1964  your  Public  Rela- 
tions Committee  held  two  regular  meetings, 
and  three  meetings  for  the  planning  of  the  Con- 
gress on  Quackery.  In  addition,  your  chairman 
met  three  times  with  the  staff  of  the  Communi- 
cations Division  and  attended  an  informative 
A.M.A.  Public  Relations  Institute  in  Chicago  on 
August  20  and  21.  At  our  April  8 meeting, 
John  Sullivan  and  Walter  Zackrison,  new 
regional  representatives,  were  introduced  to 
the  committee.  (Mr.  Sullivan  resigned  as  re- 
gional representative  in  District  Branches  1, 
2 and  9 in  October  after  an  extended  leave  of 
absence  for  reasons  of  health.  His  replacement 
is  expected  about  the  first  of  the  new  year.) 

Louis  Savastano,  news  media  coordinator  and 
editor  of  the  newsletter,  was  also  introduced. 
Under  Mr.  Savastano’s  direction  are  activities 
involved  with  radio,  television,  and  the  press. 
In  addition  he  writes  speeches  for  various  of- 
ficers of  the  Society,  maintains  the  services  of 
our  speakers  bureau  and  produces  all  news 
releases  which  emanate  from  the  New  York 
office.  Also  on  April  8 the  committee  con- 
sidered and  approved  the  plans  for  public 
relations  activity  as  presented  by  Guy  Beau- 
mont, director.  James  Hickox,  director  of  pro- 
gram services  of  the  A.M.A.,  attended  our 
meeting  and  described  in  detail  the  operations 
and  services  provided  to  state  societies  by 
the  Communications  Division  of  the  A.M.A. 
It  was  announced  at  this  meeting  that  Mr. 
Beaumont  had  received  the  honor  of  being 
appointed  to  the  National  Advisory  Committee 
to  the  A.M.A.  Communications  Division. 

At  the  July  29  meeting  the  committee  ap- 
proved a program  for  the  distribution  of  a 
P.R.  kit  to  all  new  county  society  public  rela- 
tions chairmen.  This  kit,  developed  by  the 
Communications  Division,  consists  of  a public 
relations  manual,  a guide  to  services  available 
to  county  societies,  and  the  A.M.A.  publica- 
tion, “PR  Doctor.”  This  material  is  being 
systematically  presented  and  explained  to  each 
newly-appointed  public  relations  chairman  by 
the  regional  representative.  County  public  re- 
lations chairmen  are  urged  to  implement  the 
program  material  in  these  manuals  to  the  bene- 
fit of  their  societies. 
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Irving  M.  Pallin,  M.D.,  adviser  to  the  New 
York  Medical  Assistants  Association,  described 
the  progress  of  this  organization  and  their  assist- 
ance to  the  State  Society.  The  year  1964  will 
see  six  new  M.A.A.  chapters  formed  with  the 
assistance  of  the  regional  representatives. 

It  was  agreed  at  this  meeting  that  a central 
information  center  within  the  Communications 
Division  would  be  an  asset  and  a plan  is  being 
formulated  for  the  consideration  of  the  com- 
mittee. The  printing  of  a guide  for  physicians 
and  pharmacists  was  approved  subject  to  the 
agreement  of  the  Pharmaceutical  Society  to 
share  the  cost.  The  out-of-print  handbook 
for  State  Society  members,  “You  and  Your 
Medical  Society,”  was  recommended  for  re- 
writing and  printing  in  1965.  The  TV  project, 
“Doctors  at  Work,”  was  discussed  in  detail. 

Field  Service.  The  field  service  to  the 
county  medical  societies,  although  hampered 
by  the  loss  of  a regional  representative  in  the 
metropolitan  New  York  area,  has  been  consist- 
ently increasing  its  effectiveness  during  1964. 
The  service  rendered  the  county  societies  by  our 
regional  representatives  has  been  productive  of 
many  letters  of  thanks  and  commendation  from 
the  field.  Assistance  with  the  planning  of 
county  society,  district  branch,  and  medical 
assistants  meetings  and  projects  has  been  pro- 
vided. In  addition,  the  field  service  provides 
one  of  the  most  vital  avenues  of  communica- 
tions between  the  constituent  societies  and  the 
State  Society.  Literally  hundreds  of  individual 
services  to  individual  members,  officers,  and 
societies  were  performed  by  each  regional  rep- 
resentative during  1964.  Month  by  month,  as 
the  purpose  and  scope  of  this  service  is  better 
understood  by  more  members,  their  services  are 
sought  more  frequently  and  their  value  to  our 
Society  is  more  appreciated. 

Regional  Conferences.  Five  very  success- 
ful regional  conferences  were  conducted  by  the 
Public  Relations  Committee  in  1964.  These 
were  held  in  Albany,  Batavia,  Saranac  Lake, 
Syracuse,  and,  for  the  metropolitan  New  York 
area,  at  the  Medical  Society  of  the  County  of 
Westchester  in  Purchase.  These  conferences 
bring  together  representatives  of  all  county 
medical  societies  for  open-forum  discussion  of 
mutual  plans  and  problems.  They  have  been 
constantly  increasing  in  effectiveness.  They 
have  been  well  received  by  the  county  societies 
and  have  received  the  compliments  of  some  of 
our  officers  and  delegates  who  have  attended. 

Newsletter.  Our  newsletter,  The  News  of 
New  York,  continues  to  improve  in  content  and 
format.  The  revamping  of  this  monthly  publi- 
cation in  1964  has  brought  many  favorable 
comments.  The  broadened  scope  of  State 
Society  news  coverage,  the  new  departments 
regularly  supporting  several  departments  of  the 
State  Society,  the  Woman’s  Auxiliary,  and  the 
Medical  Assistants  Association,  assure  that 
this  important  means  of  communication  re- 
ceives the  greatest  possible  physician  attention. 
Present  circulation  is  38,000  including  every 


licensed  physician  of  New  York  State.  The  one 
and  a half  pages  of  space  sold  in  1963  to  a 
pharmaceutical  manufacturer  provided  $40,000 
in  1964  to  support  this  publication.  The  agree- 
ment has  been  renewed  at  the  same  rate  for 
1965. 

TV  Program  Project.  The  television  pro- 
gram project,  “Doctors  at  Work,”  made  possible 
through  a grant  of  $16,000,  commenced  in 
September  and  has  been  enthusiastically  ac- 
cepted and  implemented  by  the  county  societies. 
This  series  of  52  weekly  television  programs  is 
scheduled  in  eight  television  markets  blanket- 
ing New  York  State  and  large  parts  of  Canada, 
Massachusetts,  Connecticut,  Vermont,  Penn- 
sylvania, and  New  Jersey.  It  offers  over  1,200 
New  York  physicians  from  all  county  societies 
an  opportunity  to  present  useful  medical  and 
public  health  information  and  advice  to  the 
viewing  public.  The  project  has  been  credited 
with  bringing  before  the  public  more  individual 
physicians  representing  modem,  organized  med- 
icine than  any  other  single  project  produced 
by  any  single  state  medical  society. 

Newspaper  Series.  The  popular  “Dr. 
Quiddity”  newspaper  series  has  been  used 
regularly  by  approximately  289  New  York 
State  newspapers.  While  this  project  carried 
important  public  health  information  to  the 
people  of  our  State,  it  is  in  addition  designed 
to  establish  a closer  rapport  between  our  State 
Society  and  our  county  society  representatives 
and  the  editors  of  the  newspapers  of  New  York 
State. 

A.M.A.  National  Educational  Program. 

On  September  19,  the  State  Society  approved 
our  cooperation  with  the  A.M.A.  in  a national 
education  program  on  the  health  care  for  the 
aged  issue.  Realizing  that  many  of  our  county 
societies  are  not  staffed  or  organized  to  the  ex- 
tent that  they  could  quickly  or  effectively  im- 
plement this  program,  and  because  the  sub- 
ject has  divisive  tendencies  in  New  York  State, 
it  was  decided  that  this  program  would  be  im- 
plemented at  the  State  Society  level. 

To  avoid  confusion  on  the  part  of  New  York 
physicians  and  county  societies  we  sent  a letter 
to  each  member  advising  him  of  the  deviation 
by  the  Medical  Society  of  the  State  of  New  York 
from  the  national  A.M.A.  program  about  which 
they  had  received  information.  Our  physicians 
also  received  from  us  a pamphlet  providing 
them  with  the  answers  to  the  questions  which 
they  would  be  asked  most  frequently  by  their 
patients  regarding  the  Kerr-Mills  program  in 
New  York,  the  M.A.A.  medical  care  program, 
and  the  principal  reasons  for  medicine’s  opposi- 
tion to  the  so-called  “Medicare  Tax”  program. 

The  A.M.A.  placed  full-page  advertisements 
in  Time,  Newsweek,  U.S.  News  and  World 
Report.  In  addition,  A.M.A.  placed  national 
advertising  in  the  Wall  Street  Journal,  Christian 
Science  Monitor,  Today's  Health,  and  in  TV 
Guide  to  promote  a thirty-minute  network 
TV  program.  Thirty-second  radio  spots  were 
placed  on  25  clear  channel  radio  stations  and 
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TV  spots  were  placed  on  TV  stations  across 
the  nation.  All  of  the  above  was  a national 
program  signed  by  the  A.M.A. 

We  received  an  allocation  of  approximately 
$53,000  from  the  A.M.A.  to  support  the  pro- 
gram in  New  York  State.  Advertisements 
were  placed  in  245  weekly  and  daily  newspapers 
stating,  in  effect,  that  health  care  is  available 
in  New  York  to  people  over  sixty-five  years  of 
age  who  cannot  afford  to  pay  for  their  medical 
care.  The  advertisement  suggested,  “For  in- 
formation on  the  health  assistance  programs  in 
New  York  State  write  the  Medical  Society  of 
the  State  of  New  York.” 

The  Communications  Division  received  in 
response  to  these  advertisements  approximately 
20,000  letters  requesting  a pamphlet  which  was 
produced  by  the  Communications  Division  for 
this  purpose.  There  were,  in  addition,  hun- 
dreds of  telephone  calls  and  many  visitors  to 
the  State  Society  office  requesting  assistance 
and  information.  While  our  program  to  in- 
form the  people  of  New  York  State  of  the 
benefits  available  under  the  Metcalf-McCloskey 
Act  received  some  criticism  from  the  New  York 
City  Department  of  Social  Welfare,  it  was  very 
successful  in  its  basic  purpose  of  advising  the 
people  of  New  York  of  this  program  of  medical 
assistance  for  the  medically  indigent  aged. 

Slide  Film  Presentations.  Although  fre- 
quently delayed,  good  progress  is  now  being 
made  on  the  production  of  a slide-film  presenta- 
tion for  use  at  county  society  meetings  and  hos- 
pital staff  meetings  to  explain  the  benefits  of 
Society  membership  and  the  organization  and 
function  of  our  State  Society.  This  program 
material  will  be  made  available  through  the 
regional  representatives  during  1965. 

State  Speakers  Bureau.  The  revitalization 
of  our  Speakers  Bureau  to  provide  qualified 
speakers  for  Society  meetings  and  public  ap- 
pearances continues.  At  present  a file  of  over 
500  speakers  qualified  to  speak  on  many  tech- 
nical and  nontechnical  subjects  is  maintained. 
During  1965  there  will  be  renewed  effort  to 
secure  speaking  engagements  for  the  physicians 
who  participate  in  this  program. 

New  Pamphlet.  In  December  a new  pam- 
phlet, a “code  of  understanding”  for  pharmacists 
and  doctors  of  medicine,  was  printed.  This 
pamphlet,  produced  in  cooperation  with  the 
Pharmaceutical  Society  of  the  State  of  New 
York,  will  be  made  available  in  1965  to  all 
pharmacists  and  physicians  in  New  York 
State.  It  is  hoped  that  this  pamphlet,  out- 
lining the  obligations  of  the  pharmacist  and  the 
obligations  of  the  doctor  of  medicine,  will  bring 
about  mutual  understanding  and  sincere  effort 
on  the  part  of  both  professions  to  cooperate  in 
bringing  the  finest  of  health  care  to  the  people 
of  the  State  of  New  York. 

Miscellaneous.  Services  to  the  media,  in- 
cluding physician  interviews  and  assistance  in 
the  writings  of  medical  articles,  radio  and  tele- 
vision scripts  and  manuals,  were  offered  as 
usual.  Physicians  were  placed  on  over  136  indi- 


vidual radio  and  television  programs,  exclusive 
of  the  “Doctors  at  Work”  program.  “Safe- 
guard Your  Health”  news  releases  continue 
to  be  distributed  to  140  radio  stations,  15 
television  stations,  and  394  newspapers  in  the 
State.  Special  releases  as  needed  were  sent  to 
the  press  regarding  district  branch  meetings, 
officers  elected,  Society  functions,  and  so  forth. 
Advance  publicity  for  the  1964  annual  meeting 
included  releases  to  the  newspapers  and  radio 
and  television  stations  throughout  the  State. 
Scrolls,  president’s  citations,  and  fifty-year 
doctor  certificates  were  processed  for  presenta- 
tion at  the  convention. 

The  press  room  in  the  convention  hotel  was 
maintained  during  the  meeting.  It  was  used 
to  capacity  by  members  of  the  press,  radio,  and 
television.  Daily  news  coverage  was  given  to 
the  annual  meeting  by  the  New  York  Times, 
Herald  Tribune,  Associated  Press,  Post,  Daily 
News,  World  Telegram  and  Sun,  Journal  Amer- 
ican, Wall  Street  Journal , Long  Island  Press, 
Newsday,  as  well  as  11  radio  and  television 
stations.  Science  writers  from  many  local 
and  national  publications  covered  the  sci- 
entific meeting,  and  interviews  with  many 
individual  participants  and  eight  scientific 
groups  were  arranged.  Photo  coverage  was 
arranged  for  all  events  and  for  certificate  and 
scroll  presentations.  In  all,  486  news  items 
appeared  in  the  New  York  press  before  and 
during  the  convention.  Community  Health 
Week  in  August  of  1964,  sponsored  jointly  with 
the  State  Department  of  Health,  was  announced 
by  a proclamation  issued  by  the  Governor. 

1965  Public  Relations  Program.  In  1965 
the  Public  Relations  Committee  will  produce  a 
series  of  public  health  messages  which  will  ap- 
pear on  approximately  200  30-sheet  outdoor  bill- 
boards throughout  New  York  State.  Outdoor 
advertising  firms  will  donate  the  space.  Various 
voluntary  health  organizations  will  cooperate  to 
defray  the  cost  of  this  program  which  will  bring 
credit  to  the  county  medical  society  of  each 
county  in  which  the  billboards  appear. 

During  1964  your  chairman  served  as  a mem- 
ber of  the  Commission  on  Public  and  Profes- 
sional Affairs.  The  purpose  and  function  of  the 
Commission  is  to  coordinate  matters  of  public 
affairs,  legislation,  public  relations,  and  com- 
munications. In  1964  the  Communications  Di- 
vision was  able  to  render  timely  and  effective 
service  in  State  Society  matters  because  of  this 
close  relationship. 

Acknowledgments.  Your  chairman  would 
like  to  commend  Guy  D.  Beaumont,  director  of 
the  Division  of  Communications,  for  organizing 
and  directing  the  activities  of  a most  effective 
team  of  associates.  On  many  occasions  they 
have  all  given  service  “above  and  beyond  the 
call  of  duty”  in  order  to  achieve  the  committee’s 
goal.  I would  like  to  commend  the  efforts  of 
Martin  J.  Tracey  in  setting  up  a program  for 
legislation  activities  and  the  legislation  informa- 
tion bureau  which  should  improve  legislation 
activities  for  1965.  I should  like  also  to  com- 
mend the  efforts  of  Harry  Dexter  and  Walter 
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Zackrison,  field  representatives,  who  gave  much 
time  and  traveled  many  miles  in  order  to  re- 
establish communication  between  the  State 
Society  and  the  local  county  societies,  and  also 
in  arranging  the  many  details  in  connection 
with  the  television  program,  “Doctors  at  Work.” 
Louis  Savastano,  editor  of  The  News  of  New 
York,  is  to  be  commended  for  a splendid  job  of 
revamping  the  newsletter  into  an  effective  organ 
of  communication.  Miss  Dorothy  Smith,  Miss 
Elizabeth  Hirsch,  and  Miss  Victoria  Quinones 
have  served  as  a most  efficient  secretarial  and 
clerical  unit  and  have,  on  many  occasions,  been 
willing  to  come  up  with  an  extra  effort  in  order 
to  meet  unplanned-for  communications  dead- 
lin  es. 

I should  like  also  to  thank  the  members  of 
the  Public  Relations  Committee  for  their  will- 
ing cooperation  and  counsel.  They  have  served 
many  hours  and  have  traveled  many  miles  on 
behalf  of  the  Society. 

Conclusion.  Throughout  the  year  your 
committee  will  continue  to  try  to  assist  the 
county  medical  societies  with  their  own  public 
relations  programs  and  will  make  every  effort  to 
improve  communication  between  State  Society 
headquarters,  the  county  societies,  and  indi- 
vidual members.  We  invite  suggestions  for 
opportunities  for  service  and  additional  good 
public  relations  programs. 

Respectfully  submitted, 

C.  Stewart  Wallace,  M.D.,  Chairman 

Section  46  {see  259) 

Annual  Report  of  Ad  Hoc  Committee  to  Study 
Revision  of  Education  Law 

To  the  House  of  Delegates , Gentlemen : 

The  membership  of  the  Ad  Hoc  Committee 
to  Study  the  Revision  of  the  Education  Law  is 
as  follows: 

James  Greenough,  M.D.,  Chairman.  . .Otsego 


Renato  J.  Azzari,  M.D Bronx 

James  M.  Blake,  M.D Schenectady 

Gerald  D.  Dorman,  M.D New  York 

Samuel  Z.  Freedman,  M.D New  York 

John  M.  Galbraith,  M.D Nassau 

Leo  E.  Gibson,  M.D Onondaga 

Thurman  B.  Givan,  M.D Kings 

Hollis  S.  Ingraham,  M.D Albany 

William  L.  Wheeler,  Jr.,  M.D New  York 

Waring  Willis,  M.D Westchester 


George  A.  Burgin,  M.D.,  ex  officio 

Herkimer 

Walter  T.  Heldmann,  M.D.,  ex  officio 

Richmond 

Henry  I.  Fineberg,  M.D.,  ex  officio. . . . Queens 

J.  Richard  Burns,  Esq.,  ex  officio 

Westchester 

The  ad  hoc  committee,  which  was  appointed 
at  the  request  of  the  New  York  Joint  Legislative 
Committee  to  Revise  and  Simplify  the  Educa- 
tion Law,  met  three  times  during  the  year. 

At  a conference  with  John  G.  Dowd,  Esq., 
the  counsel  to  the  Joint  Legislative  Committee, 
he  suggested  that  the  State  Society  put  its  ideas 


and  recommendations  in  writing.  He  also  sug- 
gested that  this  be  presented  in  two  ways,  from 
the  angle  (1)  of  doing  a better  job  within  the 
framework  of  the  present  regulations  and  (2)  of 
making  a completely  new  proposal  if  it  is  felt 
that  this  is  desirable. 

The  medical  practice  acts  of  46  states  and 
territories  have  been  studied  with  regard  to  (1) 
the  licensing  authority  and  (2)  who  is  responsible 
for  (a)  examination,  ( b ) licensure,  (c)  discipline. 

These  functions  are  under  boards  or  depart- 
ments appointed  as  indicated  in  Table  I. 

Since  there  have  been  many  changes  in  the 
State  Legislature,  further  action  must  be  post- 
poned until  the  new  chairman  (Democratic)  of 
the  Joint  Legislative  Committee  to  Revise  and 
Simplify  the  Education  Law  is  appointed. 

Respectfully  submitted, 

James  Greenough,  M.D.,  Chairman 

Section  47  {see  224 ) 

Annual  Report  of  Malpractice  Insurance  and 
Defense  Board 

To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Malpractice  Insurance 
and  Defense  Board  are  as  follows: 

Raymond  S.  McKeeby,  M.D.,  Chairman.  . . . 

Broome 

Thomas  M.  d’Angelo,  M.D.,  Vice-Chairman. 


Queens 

John  J.  Della  Porta,  M.D Monroe 

David  Kershner,  M.D Kings 

A.  L.  Loomis  Bell,  M.D Kings 

George  H.  Shields,  M.D Oneida 

Norton  S.  Brown,  M.D New  York 


Samuel  Z.  Freedman,  M.D.,  ex  officio 

New  York 

Walter  T.  Heldmann,  M.D.,  ex  officio 

Richmond 

William  F.  Martin,  counsel,  ex  officio 

New  York 

James  M.  Arnold,  indemnity  representative, 

ex  officio New  York 

During  the  period  covered  by  this  report 
(November,  1963,  through  October,  1964),  the 
Board  held  nine  regular  meetings.  Routine 
activities  included  the  examination  of  new  and 
closed  malpractice  cases,  action  on  applications 
for  special  coverage,  and  decisions  related  to  the 
appropriate  classification  of  individual  practices. 

The  Board  interviewed  24  members  concern- 
ing their  loss  records  and  acted  on  50  applica- 
tions for  insurance. 

Rates  and  Classification.  As  a result  of 
improvements  shown  in  the  actuarial  survey  of 
our  loss  experience  as  of  December  31,  1963,  an 
over-all  rate  decrease  was  indicated  for  the  year 
commencing  September  1,  1964.  This  made  it 
possible  for  the  Board  to  allocate  rate  reductions 
to  most  of  the  specialties  and  types  of  practice  in 
proportion  to  their  varying  loss  records  and  to 
increase  basic  rates  for  a few  surgical  specialties 
without  substantially  raising  the  premiums  of 
individual  insureds. 

On  recommendation  of  the  Board,  the 
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TABLE  I.  Responsible  agents  for  medical  licensure  according  to  various  states 


Health 

Depart- 

ments 

(5) 

Education 

Depart- 

ments 

(3) 

Govern- 

ment 

Officials 

(2) 

Medical 

Societies 

(2) 

None 

(1) 

Appointed  by 
Governor 
from  Candidates 
Recommended 
by 

Medical 

Society 

(15) 

Appointed  by 
Governor 
(18) 

Iowa 

Illinois 

Alabama 

Maryland 

Canal  Zone  Arizona 

California 

Kentucky 

Mississippi 

Rhode 

Island 

Utah  (?) 

New  York 
Pennsylvania 

District  of 
Columbia 

North 

Carolina 

Arkansas 

Colorado 

Connecticut 

Idaho 

Florida 

Georgia 

Hawaii 

Indiana 

Louisiana 

Maine 

Michigan 

Missouri 

Minnesota 

Montana 

New  Jersey 

Nevada 

New  Mexico 

New 

Hampshire 

Oregon 

Vermont 

North 

Dakota 

Ohio 

Virginia  (?) 

Oklahoma 

West 

Virginia  (?) 
Wisconsin  (?) 

South  Dakota 

Tennessee 

Texas 

Washington 

Wyoming 

Council  approved  revisions  in  rates  and  clas- 
sification as  follows: 

1.  An  increase  of  7 per  cent  in  the  basic 
rate  for  orthopedists,  neurosurgeons,  and  oto- 
laryngologists doing  cosmetic  plastic  surgery; 

2.  A reduction  of  from  2.5  to  10  per  cent  in 
the  basic  rates  for  other  specialists  and  general 
practitioners; 

3.  A revision  of  the  basis  for  classifying 
dermatologists; 

4.  A decrease  from  $60  to  $50  in  the  basic 
rate  for  electroshock  therapy; 

5.  A reduction  in  premiums  for  the  higher 
($100,000/$300,000  and  up)  limits  of  coverage. 

Because  of  the  publicity  given  to  an  increasing 
number  of  high  verdicts  and  settlements  in 
personal  injury  cases  and  because  of  the  in- 
flated demands  made  in  malpractice  suits,  more 
and  more  physicians  have  been  asking  for 
limits  of  up  to  one  million  dollars.  Several 


companies  have  been  offering  “catastrophe” 
liability  policies  giving  insurance  of  one  million 
over  and  above  required  primary  limits  of 
$100,000/$300,000.  To  satisfy  this  demand, 
our  insurance  carrier  has  made  available  limits 
of  up  to  $1,000, 000/$l, 500, 000  of  professional 
liability  coverage. 

Rates  for  these  high  limits  are  at  present 
very  low  in  relation  to  the  risk  involved.  To 
date,  they  have  been  largely  theoretical,  since 
no  loss  of  more  than  $100,000  has  as  yet  been 
assessed  against  any  one  physician  insured  in 
the  State  Society  program.  Whether  this 
situation  will  continue  and  whether  the  present 
rate  schedule  for  these  higher  limits  can  be 
maintained  will  depend  entirely  on  our  future 
loss  experience. 

Program  Participation.  It  is  estimated 
that  by  the  end  of  this  year  some  17,000  mem- 
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bers  will  be  insured  in  the  State  Society  pro- 
gram. This  represents  a small  but  satisfactory 
increase  as  we  approach  the  maximum  number 
of  members  who  require  this  protection  and 
desire  to  participate  in  the  program.  Marked 
fluctuations  in  total  numbers  or  within  the 
different  specialties  and  types  of  practice  are 
undesirable,  not  only  because  of  their  effect  on 
the  stability  of  the  program  but  also  because  of 
the  delayed  effect  on  the  program’s  experience. 

N.A.R.I.  Program.  Recently  the  National 
Association  of  Residents  and  Interns  arranged 
with  Employers  Mutuals  to  insure  their 
members  on  a national  basis,  with  conversion 
privileges  when  they  enter  private  practice. 
This  is  of  interest  to  our  insured  members 
who  work  with  resident  physicians  in  New  York 
State  hospitals  or  who  sometimes  employ 
licensed  residents  to  assist  them  or  to  cover 
their  practices  during  a vacation  period. 

Insurance  with  Employers  Mutuals  will  help 
avoid  conflicts  of  interest  should  residents  be 
named  as  codefendants  in  a malpractice  action 
against  physicians  insured  in  the  State  Society 
program  and  will  constitute  compliance  with  the 
policy  provision  requiring  that  employed  phy- 
sicians be  insured  by  our  insurance  carrier  if  the 
employing  physician  is  to  be  protected  for  their 
acts. 

Full-Time  Federal  Government  Em- 
ployes. The  National  Bureau  of  Casualty 
Underwriters  has  revised  its  rate  schedule  for 
physicians  who  are  employed  full  time  by 
the  Federal  government,  giving  them  a 25 
per  cent  reduction  on  the  premium  they  would 
otherwise  be  charged.  Although  only  a small 
percentage  of  such  physicians  are  members  of 
the  State  Society  and  thus  eligible  for  insurance 
under  the  Society’s  program,  the  Board  believes 
that  a similar  reduction  in  our  rates  would  be 
in  order.  It  is  recommended,  therefore,  that 
our  insurance  carrier  be  requested  to  file  reduced 
rates,  effective  September  1,  1965,  for  insured 
members  who  are  full-time  employes  of  the 
Federal  government. 

County  Advisory  Committees.  The  Board 
again  wishes  to  express  its  appreciation  of  the 
fine  work  done  by  many  malpractice  advisory 
committees  throughout  the  State.  To  assist 
these  committees,  the  office  of  the  Indemnity 
Representative  has  prepared  a handbook  for  the 
use  of  committee  chairmen  and  members. 

Conclusion.  The  success  of  a program  of 
insurance  that  so  intimately  affects  the  pro- 
fessional and  financial  interests  of  the  insured 
depends  largely  on  the  services  afforded  by 
claim  and  legal  personnel.  The  thanks  of  the 
Society  are  due  to  William  F.  Martin,  Esq.,  and 
his  staff,  to  the  claim  representatives  of  Employ- 
ers Mutuals,  and  to  the  officials  of  the  Company, 
who  have  continued  to  be  receptive  to  the 
needs  of  the  Society  for  adequate  and  liberal 
coverage. 

Respectfully  submitted, 

Raymond  S.  McKeeby,  M.D.,  Chairman 


Section  48  ( see  225 ) 

Annual  Report  of  Judicial  Council 

To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Judicial  Council  are  as 
follows: 

Gerald  D.  Dorman,  M.D.,  Chairman 

New  York 


James  Greenough,  M.D Otsego 

John  F.  Kelley,  M.D Oneida 

Edward  T.  Wentworth,  M.D Monroe 

A.  W.  Martin  Marino,  M.D Kings 


In  accordance  with  the  requirements  of  Sec- 
tion 1,  Chapter  VI  of  the  Bylaws,  the  Judicial 
Council  held  an  organizational  meeting  on  Febru- 
ary 13,  1964,  immediately  at  the  close  of  the 
Annual  Meeting  of  the  Society  in  New  York 
City.  Gerald  D.  Dorman,  M.D.,  was  elected 
chairman. 

Walter  T.  Heldmann,  M.D.,  secretary;  Wil- 
liam F.  Martin,  Esq.,  legal  counsel,  and  J. 
Richard  Bums,  Esq.,  assistant  executive  vice- 
president,  also  attended  the  meeting. 

Your  chairman,  on  behalf  of  the  Judicial 
Council,  is  pleased  to  report  that  no  appeals 
have  been  received  by  it  up  to  the  time  of  the 
preparation  of  this  report  in  mid-November,  and 
that,  therefore,  no  additional  meetings  have 
been  called  or  held. 

Respectfully  submitted, 

Gerald  D.  Dorman,  M.D.,  Chairman 

Section  49  ( see  226 ) 

Annual  Report  of  Joint  Committee  with  New  York 
State  Bar  Association 

To  the  House  of  Delegates,  Gentlemen: 

The  Joint  Committee  of  the  Medical  Society 
of  the  State  of  New  York  and  the  New  York 
State  Bar  Association  consists  of  the  following: 

Medical  Society  of  the  State  of 
New  York 

Milton  Helpem,  M.D.,  Chairman . New  York 

Samuel  Sanes,  M.D Erie 

John  F.  Kelley,  M.D Oneida 

New  York  State  Bar  Association 

William  F.  Martin,  Esq.,  Chairman 

New  York 

R.  Newell  Lusby,  Esq New  York 

Franklin  R.  Brown,  Esq Erie 

No  business  has  been  referred  to  the  joint 

committee  this  year  (to  November,  1964),  and 
consequently  it  has  seemed  unnecessary  to  go 
to  the  expense  of  holding  a meeting.  The  two 
cochairmen  have  been  in  touch  with  each  other, 
and  each  has  kept  in  touch  with  the  members  of 
his  subgroup. 

Should  any  matters  come  up  before  F ebruary 
15,  1965,  which  this  committee  ought  to  con- 
sider, they  will  be  made  the  subject  of  a supple- 
mentaro  report. 

Respectfully  submitted, 

Milton  Helpern,  M.D.,  Chairman 
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Section  50  ( see  228 ) 

Annual  Report  of  Legal  Counsel 

To  the  House  of  Delegates,  Gentlemen: 

This  is  my  twenty-second  annual  report  as 
counsel  to  the  Medical  Society  of  the  State  of 
New  York.  As  you  know,  I was  associated  with 
my  predecessors,  Lloyd  Paul  Stryker  and  Lorenz 
J.  Brosnan,  since  the  spring  of  1928. 

Robert  J.  Bell,  the  attorney  for  the  Society, 
has  been,  except  for  his  service  as  a Naval  officer 
during  World  War  II,  with  me  for  thirty-four 
years. 

Harold  Shapero  had  been  employed  by  Mr. 
Stryker  for  a year  when  I first  came  to  the  office, 
and  then  when  Mr.  Stryker  resigned  as  counsel, 
he  went  with  him  for  over  twenty  years  and  ten 
years  ago  came  back  to  this  office. 

John  J.  DeLuca  has  been  with  us  for  twenty- 
three  years. 

William  C.  Richardson,  after  long  experience 
in  the  management  of  claims  for  an  insurance 
company,  has  now  been  with  us  for  fifteen  years. 

Donald  J.  Fager  is  in  his  ninth  year  of  service. 

Anthony  L.  Schiavetti,  Miles  F.  McDonald, 
Jr.,  and  Benjamin  Ira  Gertz  continue  as  mem- 
bers of  our  staff.  A recent  addition  is  Daniel 
Boone,  Jr.,  a graduate  of  Columbia  College  and 
Fordham  Law  School.  While  attending  law 
school  he  was  on  the  staff  of  United  States 
District  Court  Judge  Edward  C.  McLean.  He 
has  passed  the  bar  examination  and  is  awaiting 
admission. 

I cannot  think  of  any  year  in  which  we  have 
tried  more  cases,  and  many  of  them  were  long. 
Mr.  Bell  tried  to  a successful  conclusion  a case 
in  the  Supreme  Court  of  Oneida  County  and 
another  one  in  the  United  States  District  Court 
for  the  Southern  District,  each  of  which  lasted 
nearly  a month.  I defended  one  in  the  United 
States  District  Court  for  the  Western  District  of 
New  York  that  took  over  three  weeks,  and  I had 
several  lengthy  ones  in  Nassau,  New  York, 
Erie,  and  Schenectady  Counties,  among  others. 
Mr.  Shapero  tried  a case  for  the  best  part  of  a 
month  in  the  Supreme  Court,  New  York 
County,  and  has  tried  at  least  five  others  that 
took  in  the  neighborhood  of  two  weeks  each. 

Mr.  Richardson  has  had  several  lengthy 
trials  in  Queens,  Nassau,  and  Suffolk  Counties. 
The  last  three  trials  that  Mr.  Fager  participated 
in  were  in  Essex  County,  Ulster  County,  and 
Onondaga  County.  Mr.  McDonald  and  Mr. 
Schiavetti  have  each  tried  a number  of  cases. 

Mr.  DeLuca  as  well  as  all  the  other  lawyers  in 
the  office  have  handled  appeals  and  the  scores 
of  examinations  before  trial  and  pretrial  hear- 
ings that  are  constantly  going  on. 

The  volume  of  our  work  has  increased  greatly. 
Some  idea  of  the  number  of  cases  can  be  ob- 
tained from  the  report  of  the  Malpractice 
Insurance  and  Defense  Board. 

Early  this  fall  we  opened  a new  office  at  847 
James  Street,  Syracuse,  New  York.  Mr. 
Donald  J.  Fager  is  the  resident  associate  at  that 
office,  and  has  moved  his  family  to  DeWitt,  New 
York.  This  has  been  a considerable  under- 
taking, but  it  is  working  out  very  satisfactorily. 


The  office  has  been  a great  convenience  and 
allows  us  to  arrange  conferences  with  upstate 
doctors  on  a more  flexible  schedule.  Mr.  Bell 
and  myself  continue  to  participate  in  the  prep- 
aration and  trial  of  the  upstate  cases. 

Since  my  last  report  I have  addressed  the 
following  groups  and  organizations:  the  Medi- 
cal Society  of  the  County  of  Erie;  New  York 
University,  Division  of  General  Education  and 
Extension  Services;  Greater  New  York  As- 
sociation of  Industrial  Nurses;  Central  New 
York  Regional  Hospital  Council,  Inc.;  the 
incoming  interns  at  New  Rochelle  Hospital; 
the  Section  of  Anesthesiology  of  the  Nassau 
Academy  of  Medicine;  the  Four  County  Mal- 
practice Committee;  the  Westchester  County 
Medical  Society;  the  Association  of  Operating 
Room  Nurses  of  Westchester  County;  the 
Plastic  Surgery  Service  at  Montefiore  Hospital; 
the  Obstetrical  Nurses  Symposium  sponsored 
by  the  American  College  of  Obstetricians  and 
Gynecologists;  a panel  meeting  of  the  Adelphi 
Hospital  Medical  Staff,  “Iatrogenic  Diseases 
with  Special  Reference  to  Medicolegal  Aspects,” 
and  the  American  Academy  of  Plastic  Surgeons. 

Malpractice.  I was  reading  a rather  alarm- 
ing statistic  in  Medical  Economics  which  prog- 
nosticated, based  on  a study  of  jury  verdicts  in 
malpractice  cases,  that  in  another  few  years  the 
average  recovery  will  be  in  the  neighborhood  of 
$50,000.  This  does  not  agree  with  our  ex- 
perience, but  there  are  forebodings  in  this 
period  of  inflated  values  which  are  not  too 
comfortable  to  contemplate.  Perhaps  this 
figure  was  weighted  a little  by  two  recent 
verdicts.  One  verdict  was  against  the  United 
States  Government  for  $725,000,  based  on  an 
injection  of  a foreign  substance  into  the  maxil- 
lary sinuses  which  allegedly  produced  terrific 
damage  and  necessitated  much  mutilating 
surgery.  The  other  verdict  was  in  San  Diego, 
California,  for  $700,000,  which  was  recently  set 
aside  by  the  trial  judge,  but  has  been  appealed. 
(See  Medical  World  News,  November  6,  1964, 
issue.) 

Recently,  in  a case  in  a suburban  community, 
where  there  was  proof  that  the  recovery  room 
was  understaffed  in  the  early  afternoon  hours, 
at  a time  when  a young  child  was  brought  in 
following  a tonsillectomy  and  adenoidectomy, 
only  to  go  into  cardiac  arrest  that  was  not 
promptly  observed,  a settlement  resulted  in  the 
sum  of  $300,000  for  the  severely  brain-damaged 
child.  This  was  the  very  least  amount  that  the 
judge  would  approve  after  the  trial  had  been  in 
progress  for  more  than  a week.  Most  of  this 
settlement  was  paid  by  the  hospital’s  insurance 
carrier,  but  something  was  paid  on  behalf  of  the 
surgeon  and  the  anesthesiologist  by  two  other 
companies.  The  attorney  for  the  hospital,  in  an 
effort  to  secure  company  for  its  misery,  was 
centering  his  fire  on  the  anesthesiologist  and  to 
some  extent  the  surgeon.  This  was  a most  un- 
fortunate situation  involving  a really  fine  hospi- 
tal and  two  excellent  doctors.  They  were  ex- 
posed to  a lot  of  unfortunate  publicity  which 
contained  a number  of  unjust  comments  about 
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the  case.  As  an  example,  a leading  pediatrician 
had  been  named  as  a defendant,  and  the  case 
was  dismissed  as  to  him,  but  one  of  the  local 
papers  characterized  this  as  showing  that  the 
doctors  who  settled  were  negligent  and  the 
pediatrician  was  not.  The  very  purpose  of  a 
settlement  is  to  avoid  a finding  on  the  issue  of 
liability.  In  the  articles  written  about  the  case, 
there  was  mentioned  a record  verdict  of  $1,100,- 
000  in  a negligence  case  which  eventually  was 
settled  for  $625,000. 

Certainly,  all  I have  said  is  a warning  that 
doctors  should  be  adequately  insured  to  protect 
their  temporal  assets.  The  mention  of  adequate 
insurance  brings  to  mind  the  plight  of  an  elderly 
widowed  friend  of  mine  who,  after  her  husband’s 
death,  cut  the  amount  of  her  automobile  in- 
surance policy  to  a total  of  $40,000  coverage. 
She  was  then  faced  with  settlements  and 
verdicts  for  nearly  $200,000,  and  she,  herself, 
had  sustained  serious  personal  injuries.  Even- 
tually, with  the  aid  of  counsel,  she  was  able  to 
settle  on  a basis  which  sacrificed  her  home,  but 
she  preserved  what  other  assets  she  had. 

One  of  the  most  interesting  cases  that  we  have 
ever  had  involved  a situation  where  a doctor  in 
another  state  was  sued  for  doing  a curettage 
without  performing  a pregnancy  test  on  a mul- 
tiparous married  woman.  The  pathology  report 
showed  placental  tissue.  She  showed  up  at  a 
large  hospital  in  New  York  City,  and  when  the 
doctor  who  took  charge  of  her  case  called  the 
first  doctor  and  learned  of  the  dilation  and 
curettage  and  the  finding  of  placental  tissue,  he 
did  another  dilation  and  curettage  only  to  find 
that  the  woman  was  in  the  second  trimester  of 
pregnancy.  The  fetus  was  pushed  into  the 
abdomen,  and  a loop  of  bowel  was  brought  down 
by  the  curette.  An  anastomosis  was  done  by  a 
general  surgeon  immediately  and  there  was  a 
long  convalescence.  The  charge  in  the  litiga- 
tion in  each  state  was  that  the  woman  was 
operated  on  without  an  adequate  preliminary 
examination.  The  first  case  was  settled  for 
$7,500,  and  the  New  York  case  was  settled  for 
$60,000. 

When  I mention  that  some  of  the  cases  are 
settled,  and  indeed  a considerable  number  of 
them  are,  I want  it  to  be  known  that  there  must 
be  a meeting  of  the  minds  of  all  concerned.  The 
doctor  may  wish  us  to  consult  experts  of  his  own 
selection,  and  we  may  seek  a consultation  of  our 
own,  doing  all  we  can  to  respect  the  privacy  of 
our  client.  The  insurance  company  puts  a lot  of 
thought  and  investigation  into  these  cases.  It 
must  be  the  mutual  decision  of  the  doctor,  the 
company,  and  ourselves  as  to  whether  we  settle 
or  go  through  to  verdict.  It  ill  behooves  a doc- 
tor to  say  afterwards  that  he  was  coerced  into  a 
settlement.  The  point  I wish  to  make  is  that 
some  cases  should  be  settled  for  the  best  in- 
terests of  all  concerned. 

A few  recent  situations  illustrate  the  above. 
In  the  first  case  a large  gauze  and  ring  was  left 
in  a patient  during  a cesarean  section.  It  de- 
veloped that  the  nurse  making  the  count  became 
ill,  and  no  adequate  method  was  arranged  to  re- 
place her  at  the  table  although  other  nurses  were 


available.  Both  the  surgeon  and  the  hospital 
contributed  to  the  settlement.  In  another  hos- 
pital a doctor  meant  to  remove  an  ovarian 
tumor  but  mistakenly  removed  the  bladder. 
Last,  a doctor  in  a rural  community  who  does 
considerable  surgery  had  a patient  brought  to 
him  by  a relative  and  a taxicab  driver.  The 
patient  collapsed  on  the  floor  of  his  office,  and 
the  nurse  commented  that  the  patient  seemed  to 
be  in  shock.  The  doctor  then  discussed  the 
patient’s  condition  with  her,  and  the  patient 
said  that  she  had  postponed  a gallbladder  opera- 
tion until  she  obtained  Blue  Shield  coverage. 
The  doctor  told  her  she  could  probably  have  it 
done  free  of  charge  at  an  institution  where  she 
worked.  She  went  home  with  a number  of 
Demerol  pills  which  the  doctor  had  given  her  to 
control  pain.  They  did  not,  and  when  the 
doctor  was  reached  by  phone,  he  ordered  an 
ambulance.  Shortly  thereafter,  she  died  on  the 
way  to  the  hospital  from  a ruptured  spleen. 
Actually  she  had  been  in  an  automobile  accident 
two  days  before  and  made  light  of  the  fact  that 
she  was  hit  on  the  side,  but  she  had  a big  bruise 
which  the  doctor  could  have  seen  on  careful 
examination. 

The  widespread  interest  in  the  whole  subject 
of  professional  malpractice  cases  was  demon- 
strated by  the  fact  that  one  of  the  first  courses 
given  at  the  new  college  for  trial  judges  held  in 
Colorado  related  to  the  trial  of  medical  mal- 
practice cases.  The  American  Medical  As- 
sociation cooperated,  and  the  lecturers  were  the 
late  Norman  A.  Welch,  M.D.,  president  of  the 
American  Medical  Association;  Robert  B. 
Throckmorton,  general  counsel  of  the  American 
Medical  Association;  Judge  Eugene  A.  Wright 
of  the  Superior  Court  of  the  State  of  Washing- 
ton, and  Louis  G.  Davidson,  chairman  of  the 
special  committee  on  medical-legal  cooperation 
of  the  Illinois  State  Bar  Association. 

Their  lectures,  which  made  very  interesting 
reading,  have  been  featured  in  the  New  York 
Law  Journal.  They  echo  many  of  my  personal 
feelings  about  this  whole  subject.  Much  has 
been  made  recently  of  the  doctrine  of  res  ipsa 
loquitur,  which  literally  translated  means  “the 
thing  speaks  for  itself.”  Mr.  Davidson  said  in 
part: 

The  courts  have  not  applied  the  doctrine  indis- 
criminately to  all  malpractice  actions,  but  generally 
only  to  those  where  the  medical  or  surgical  errors  are 
of  such  nature  that  mankind  knows  that  some  serious 
error  or  mistake  was  made  that  would  not  ordinarily 
occur  in  common  experience  if  proper  care  and  skill 
had  been  used  by  a person  qualified  to  do  the  job.  A 
survey  covering  the  period  from  1951  to  1961  of  the 
application  of  the  doctrine  of  res  ipsa  loquitur  in 
medical  malpractice  cases  shows  that  ninety-two 
cases  were  examined  from  thirty-one  different  states, 
and  that  in  56.5  per  cent  of  the  cases  studied  the 
court  rejected  res  ipsa  loquitur;  that  in  36.9  per  cent 
of  the  cases  the  court  accepted  and  that  in  6.5  per 
cent  of  the  cases  the  court  discussed  the  doctrine  but 
neither  applied  nor  rejected  it. 

A very  recent  case  involving  the  doctrine  of 
res  ipsa  loquitur  was  reported  in  the  New  York 
Lawyer's  Letter  dated  November  12, 1964: 
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Decedent  died  after  administration  of  a barium 
enema  in  a city  hospital  and  an  operation  necessitated 
by  the  discharge  of  the  barium  into  his  bowels.  A 
judgment  in  a wrongful  death  action  against  the  city 
could  not  stand  on  the  theory  of  res  ipsa  loquitur. 
And  there  was  no  showing  of  negligence  or  mal- 
practice. Res  ipsa  loquiter  can  rarely  be  applied  to 
accidents  involving  the  human  body,  its  capacities, 
and  tolerance.  (George  v.  City  of  New  York  [App 
Div  1;  PC  J 11/5/64). 

I agree  with  the  statement  of  Bob  Throck- 
morton made  after  a study  of  professional 
liability  conducted  for  the  past  several  years  by 
the  American  Medical  Association,  wherein  he 
states  in  part: 

Many,  possibly  the  majority,  of  all  professional 
liability  claims  and  suits  are  not  justly  founded  . . . 
But  the  blunt  truth  is  that  the  majority  of  all  pro- 
fessional liability  claims  and  suits  filed  involve  phy- 
sicians who  are  above  the  average  in  their  respective 
groups  in  skill,  experience  and  professional  stand- 
ing. . . Ironically,  the  very  skill  of  modern  doctors 
is  one  of  the  principal  producing  causes  of  mal- 
practice claims.  Doctors  have  achieved  such  good 
results  so  often  that  many  patients  expect  a perfect 
solution  to  most  medical  problems. 

He  makes  a very  good  point  when  he  draws 
the  following  analogy: 

A trial  court  who  is  reversed  by  an  appellate  court 
may  be  wrong  in  his  judgment — -and  sometimes  this 
is  questionable — but  certainly  such  error  is  not  the 
equivalent  of  negligence.  It  is  obvious  that  losing 
a lawsuit  does  not  mean  that  the  lawyer  was  negli- 
gent; and  it  should  be  just  as  obvious  that  unsuccess- 
ful medical  treatment  does  not  necessarily  result  from 
negligence. 

We  have  tried  cases  recently  where  hor- 
rendous sequelae  of  surgery  did  not  in  any  way 
indicate  negligence  in  the  performance  of  the 
surgery  and/or  where  there  were  incorrect 
diagnoses  after  careful  studies  were  made.  We 
have  contended  successfully,  as  Mr.  Throck- 
morton does,  that  a mere  error  of  judgment  is 
not  the  basis  for  a verdict  against  a doctor. 

There  is  one  thing  to  remember  about  every 
malpractice  case,  and  it  is  that  somewhere  along 
the  line  the  relationship  between  the  patient 
and  the  doctor  became  so  strained  that  litigation 
resulted.  Impetus  is  usually  supplied  by  heavy 
expenses  incurred.  While  a doctor  should  not 
be  maudlin  in  his  sympathy  for  the  patient, 
compassion  and  consideration  must  be  dis- 
played, and  where  consultation  is  requested,  it 
should  be  agreed  to  graciously.  Even  when  a 
case  is  won  it  is  an  expensive  proposition.  For 
instance,  in  a case  Mr.  Bell  of  this  office  recently 
tried  in  the  United  States  District  Court  for  the 
Southern  District  of  New  York,  it  was  neces- 
sary to  bring  doctors  in  from  Oklahoma,  and 
several  lengthy  trips  were  made  by  people  from 
this  office  to  interview  witnesses.  Because  of 
the  complicated  nature  of  the  proof,  the  judge, 
who  was  trying  the  case  without  a jury,  ordered 
daily  testimony,  and  there  were  over  1,700 
pages  of  testimony  at  $1.25  a page.  The  bills 
paid  by  the  insurance  company  for  out-of- 
pocket  expenses  were  in  excess  of  $10,000,  and 
added  to  this  was  a considerable  bill  for  lawyers’ 
services. 


In  a whole  professional  life,  the  premiums 
paid  by  the  doctor  who  eventually  succeeded  in 
winning  this  case  would  not  meet  the  expenses 
incurred  by  the  defense. 

It  seems  almost  axiomatic  that  when  we  de- 
fend a doctor  and/or  a hospital  for  acts  that 
occurred  four  or  five  years  ago  we  will  find  that 
the  residents  and  nurses  have  dispersed  through- 
out the  country,  and  bringing  them  in  for  the 
trial  costs  heavily. 

I have  been  asked  by  a number  of  doctors  to 
comment  in  my  report  on  the  responsibility  of  a 
doctor  for  the  acts  of  people  who  assist  him.  It 
is  of  course  evident  that  for  the  acts  of  the 
doctor’s  paid  office  staff  he  bears  the  respon- 
sibility. Only  last  night,  I was  talking  with  a 
doctor  who  was  on  call  in  the  emergency  room 
in  the  early  hours  of  the  morning  and  found  out 
later  that  a resident  without  trying  to  get  him 
on  the  phone  discharged  a patient  from  the 
emergency  room  who  was  readmitted  four  hours 
later  with  a fractured  skull  incurred  before  the 
first  admission.  This  doctor  thought  he  bore 
full  responsibility  when  he  was  in  charge  of  the 
emergency  room  even  though  he  is  an  attending 
at  the  hospital  and  not  salaried.  I told  him  that 
it  was  my  view  that  only  if  he  failed  to  come 
over  when  requested  by  the  resident  would  he 
surely  be  in  trouble,  and  he  could  possibly  be  in 
trouble  if  it  turned  out  that  he  had  advised  over 
the  telephone  without  ascertaining  that  all  steps 
had  been  taken  to  make  a correct  diagnosis. 

In  accordance  with  proper  practice  in  hospi- 
tals today,  an  attending  must  rely  on  a great 
variety  of  special  skills  possessed  by  a number  of 
different  members  of  the  staff  who  play  a part 
in  the  treatment  of  his  patient.  There  is  no 
such  law  in  the  State  of  New  York  as  that  loosely 
referred  to  as  “The  Captain  of  the  Ship  Rule,” 
which  holds  the  attending  doctor  responsible  for 
everything  that  happens  to  his  patient  regard- 
less of  whether  or  not  he  was  present  and  regard- 
less of  whether  or  not  he  could  reasonably  have 
done  anything  about  it  if  present. 

In  the  State  of  Pennsylvania  there  is  a 
tendency  to  apply  the  “Captain  of  the  Ship 
Rule”  because  Pennsylvania  is  one  of  the  states 
where  the  charitable  immunity  rule  long  per- 
sisted. As  a result  of  this  rule,  there  seems  to  be 
an  announced  public  policy  that  the  attending 
doctor  must  bear  the  responsibility.  In  my 
opinion  there  have  been  several  unjust  verdicts 
rendered  against  doctors  in  that  state  on  this 
basis.  However,  the  cases  in  New  York  hold 
differently,  and  this  has  been  true  for  many 
years.  I have  called  attention  in  the  past  to  a 
case  where  a doctor  decided  to  allow  a resident 
to  put  in  the  skin  sutures  on  a surgery  case,  and 
then  the  resident  in  trying  to  clean  off  the  iodine 
used  phenol  instead  of  alcohol,  causing  an 
ulceration.  The  Appellate  Court  held  that 
there  was  no  departure  from  proper  and  ap- 
proved practice  on  the  part  of  the  attending. 

It  is  very  hard  to  generalize  too  much  be- 
cause each  particular  case  is  different.  But  if, 
for  instance,  a doctor  relied  on  an  anesthesiolo- 
gist to  select  the  agent  and  administer  it,  I 
would  think  he  would  usually  be  free  of  respon- 
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sibility  for  a mistake  made  by  the  anesthesiol- 
ogist. But  if  the  anesthesiologist  had  con- 
sulted with  him  beforehand,  and  it  was  quite 
obvious  that  what  he  had  decided  to  do  was 
questionable,  the  surgeon,  who  is  supposed  to  be 
well  informed  in  everything  that  pertains  to  his 
specialty,  might  be  held. 

I would  think  if  a family  physician  referred 
a fracture  case  to  a surgeon  for  management,  he 
would  be  free  of  responsibility  even  though  he 
attended  the  reduction  and  perhaps  even  as- 
sisted, provided  nothing  obviously  wrong  was 
done  at  the  time.  The  situation  varies  here 
however.  In  a recent  case,  Grady  v.  New  York 
Medical  College , etal.,  the  Court  said: 

In  the  absence  of  some  recognized  traditional  legal 
relationship  such  as  partnership,  master  and  servant, 
or  agency,  between  physicians  in  the  treatment  of 
patients,  the  imposition  of  liability  on  one  for  the 
negligence  of  the  other  has  been  largely  limited  to 
situations  of  joint  action  in  diagnosis  or  treatment  of 
some  control  of  the  course  of  treatment  of  one  by 
the  other.  In  Bing  v.  Thunig,  for  example,  liability 
was  imposed  on  a hospital  for  the  negligence  of 
nurses  employed  by  the  hospital;  in  Mrachek  v. 
Sunshine  Biscuit,  liability  was  similarly  imposed  on  a 
business  corporation,  under  very  limited  circum- 
stances, for  the  negligence  of  a physician  in  its  em- 
ploy. 

Where  physicians  actually  participate  together  in 
diagnosis  and  treatment,  they  may  each  incur  a 
liability  for  the  negligence  of  the  other  even  though 
a more  active  part  in  the  treatment  may  have  been 
taken  by  one  of  them,  ( Rodgers  v.  Danfield)  but  the 
Supreme  Court  of  Michigan  noted  that  any  act  of 
negligence  “by  one  in  the  absence  of  the  other,  unless 
concerted,  could  not  be  attributed  to  the  nonpar- 
ticipant.” 

A family  physician  who  participated  in  the  diag- 
nosis of  a fracture  for  which  a cast  was  negligently 
applied  by  a specialist  and  continued  in  active  charge 
of  the  case  after  the  case  was  applied  was  held  jointly 
negligent  ( Morrill  v.  Komasinski) . This  is  the  general 
rule:  “Physicians  employed  together  by  the  patient, 
and  diagnosing  or  treating  the  case  together,  without 
withdrawal  by,  or  discharge  of,  either — -owe  the  same 
duty  and  are  jointly  liable  for  any  negligence.”  (70 
Physicians  and  Surgeons  54,  subd.  c,  p.  977)  For 
a discussion  of  the  rule  applicable  to  medical  partner- 
ship and  agency  in  rendering  medical  care,  see  Simons 
v.  Northern  Pacific  Ry.  Co.  As  to  liability  where  one 
physician  is  the  employe  of  another,  see  Moulton  v. 
Huckleberry. 

But  a referral  of  a patient  by  one  physician  to 
another  competent  physician,  absent  partnership, 
employment,  or  agency,  upon  abundant  authority 
does  not  impose  a liability  on  the  referring  physician 
( Nelson  v.  Sandell).  An  exhaustive  discussion  of  the 
problem  appears  in  Smith  v.  Beard  which,  although 
not  quite  in  point,  has  some  parallel  to  the  case  now 
before  us. 

The  general  rule,  synthesized,  from  the  authorities 
in  many  states  on  this  subject,  is  that  “A  physician 
who  is  unable  or  unwilling  to  assume  or  continue  the 
treatment  of  a case,  and  recommends  or  sends  an- 
other physician  who  is  not  his  employe,  agent,  or 
partner,  is  not  liable  for  injuries  resulting  from  the 
latter’s  want  of  skill  or  care  unless  he  did  not  exercise 
due  care  in  making  the  recommendation  or  sub- 
stitution.” (70  C.  J.  S.,  Physicians  and  Surgeons,  54 
subd.  d,  p 978) 

Although  the  movement  of  the  law  has  been  in  the 
direction  of  broadening  the  base  of  derived  liability  to 
others  from  the  professional  acts  of  physicians,  this 


has  been  largely  achieved  by  looking  differently  than 
we  formerly  did  at  the  highly  individualized  in- 
dependence of  judgment  of  a physician  in  the  area  of 
professional  diagnosis  and  treatment.  Even  in 
situations  when  he  would  normally  be  regarded  as 
under  control  of  another,  a physician  had  been  treated 
as  an  “independent  contractor”  and  liability  for  his 
negligence  was  not  passed  on  ( Schloendorff  v.  Society 
of  N.Y.). 

But  this  limitation  of  liability  has  been  broken 
through  in  situations  of  control  to  which  the  phy- 
sician has  submitted  himself.  Although  the  rule  of 
liability  is  broadening  out  in  this  area,  we  think  it 
ought  not  be  extended  to  rest  on  a situation  where 
there  is  neither  a legal  nor  an  actual  control  of  the 
treating  physician  by  the  other  physician  and  the 
relationship  between  them  upon  which  responsibility 
is  sought  to  be  imputed  turns  upon  a shared  office 
and  an  agreement  to  service  each  other’s  patients  for 
a shared  fee. 

This  is  something  less,  and  quite  different  from,  a 
relationship  of  master  and  servant  or  agency  upon 
which  vicarious  liability  has  thus  far  rested.  The 
implications  of  such  an  enlarged  liability  would  tend 
to  discourage  a physician  from  arranging  to  have  an- 
other care  for  his  patients  on  his  illness  or  absence  and 
thus  curtail  the  availability  of  medical  service. 

The  degree  of  participation  determines  to  an 
extent  the  liability.  A doctor,  for  example,  who 
looks  at  the  postoperative  x-rays  of  a reduction 
where  quite  obviously  the  bones  are  not  in 
alignment  and  does  not  call  this  to  the  attention 
of  the  specialist  might  find  himself  more  in- 
volved than  one  who  took  the  position  that  he 
turned  the  case  over  to  a specialist  and  relied 
on  him  to  manage  it  properly.  If,  therefore,  a 
general  practitioner  simply  asks  a specialist  to 
do  the  surgery  and  then  takes  over  the  manage- 
ment from  there,  his  responsibility  is  greater 
then  the  one  who  relies  on  the  specialist  to 
manage  the  whole  problem. 

There  was  the  classic  case  several  years  ago 
where  a large  verdict  was  returned  against  a 
surgeon,  an  anesthesiologist,  and  a hospital. 
Actually  the  anesthesiologist  was  not  present  at 
the  time  of  the  operation  but  had  a male  nurse 
who  worked  for  him  giving  ether.  The  patient 
was  given  500  cc.  of  incompatible  blood.  In  a 
pretrial  conference,  the  surgeon’s  attorney  took 
the  position  that  the  surgeon  had  no  respon- 
sibility for  typing  and  crossmatching  the  blood, 
and  since  he  was  busy  with  the  surgery,  the 
actual  administration  of  the  blood  was  by  the 
nurse  anesthetist. 

The  surgeon  was  implicated  during  the  trial 
when  it  developed  that  a nurse  had  gone  out  into 
the  hall  where  she  read  a note  on  the  desk  which 
said:  “The  patient’s  blood  is  in  the  refrigera- 
tor.” She  obtained  the  blood  and  brought  it  to 
the  anesthetist  who  then  said  to  the  surgeon: 
“The  patient’s  blood  is  here.”  At  this  point  it 
was  alleged  that  the  surgeon  said,  and  this  he 
denied,  “What  blood?”  The  anesthetist  said  it 
was  the  blood  for  his  patient,  and  he  allegedly 
said:  “Well  give  it  to  her,  it  will  help.”  All  of 
this  conversation  the  surgeon  denied.  But  the 
fact  was  that  he  had  ordered  no  blood  before  the 
operation  for  this  patient,  and  it  was  a com- 
paratively minor  operation. 

The  highest  court  in  the  state  said  he  was 
responsible  because  since  he  had  not  ordered 
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blood,  he  should  have  been  alert  to  the  fact  that 
the  blood  could  not  have  been  for  his  patient. 
The  court  added  that  in  view  of  the  fact  that  for 
years  he  had  supervised  the  blood  bank  in  the 
hospital  he  should  have  been  even  more  aware. 
So  another  factor  that  may  or  may  not  involve  a 
doctor  when  catastrophe  hits  is  his  background, 
what  he  can  by  his  sense  of  sight,  sound,  smell, 
and  so  forth,  detect,  and  to  a degree  the  other 
personnel  present  and  their  training.  One 
certainly  can  rely  more  implicitly  on  the  pro- 
fessional judgment  of  a trained  anesthesiologist 
than  on  that  of  one  who  is  merely  filling  in  as  an 
anesthetist. 

An  interesting  series  of  cases  recently  involv- 
ing cardiac  arrest  have  placed  responsibility  on 
surgeons  no  matter  what  their  specialty  is  either 
to  be  capable  of  handling  the  problem  of  resus- 
citation or  to  make  sure  that  competent  people 
are  nearby.  It  will  not  do,  for  instance,  to  say: 
“Well,  in  my  limited  specialty  I was  never  faced 
with  the  problem  of  cardiac  massage,  and  there- 
fore I had  to  send  for  help  and  it  took  some  time 
before  that  help  arrived.”  A court  in  Florida 
went  so  far  as  to  characterize  the  period  of  four 
minutes  as  the  crucial  time. 

There  is  also  a great  risk  in  advising  by  tele- 
phone particularly  if  such  advice  relates  to  pa- 
tients who  have  never  been  seen  before.  Cer- 
tainly the  least  that  should  be  done  is  to  get  an 
adequate  history  over  the  telephone.  If,  for 
instance,  a person  has  come  to  the  emergency 
room  at  night  where  there  is  only  a nurse 
present,  it  is  well  for  the  doctor  to  talk  over  the 
patient’s  complaints  not  only  with  the  nurse  but 
also  with  the  patient  so  that  the  doctor  can  form 
a more  enlightened  impression. 

One  of  the  cases  we  lost  this  year  resulted 
from  the  failure  of  an  x-ray  specialist  adequately 
to  keep  his  records  straight  on  a busy  day  in  an 
office  where  he  saw  a large  number  of  compensa- 
tion patients.  He  had  two  patients  whom  we 
shall  call  Mr.  Smith  and  Mr.  Schmit.  He  re- 
ported that  Mr.  Smith  had  no  fracture  on  the 
basis  of  Mr.  Schmit’s  x-ray  plate.  When  we 
started  to  select  the  jury,  several  of  the  jurors 
were  so  shocked  that  they  asked  the  plaintiff  to 
repeat  the  charge  as  they  could  not  believe  it. 
Although  the  mistake  was  corrected  in  a subse- 
quent letter  by  the  doctor,  we  could  not  over- 
come the  anger  of  the  jury  at  our  doctor. 
Incidentally,  he  was  so  busy  that  it  was  all  he 
could  do  to  attend  part  of  the  trial.  We  feel 
that  a doctor-defendant  should  be  present 
throughout  his  trial  except  where  a judge  can 
graciously  suggest  that  he  take  part  of  the  time 
off  to  take  care  of  his  practice.  We  can  often 
work  this  out,  but  sometimes  we  cannot. 
There  is  no  use  in  getting  mad  at  the  court,  your 
opponent,  or  us  during  the  trial.  It  is  just  a 
common  sense  thing  that  the  jury  should  see 
that  you  are  vitally  interested. 

There  is  one  further  point  I have  made  many 
times  about  the  keeping  of  good  records.  To 
illustrate,  we  recently  had  a case  where  we  pre- 
vailed despite  the  fact  that  during  eight  days 
of  treatment  in  the  hospital  there  was  only  one 
note  by  the  defendant  relating  to  the  treatment 


of  his  private  patient  and  that  was  a characteri- 
zation of  the  condition  from  which  the  patient 
was  suffering.  All  the  other  notes  were  by 
residents  and  interns,  and  there  was  not  a single 
entry  on  the  progress  sheet  by  the  defendant 
although  the  situation  certainly  called  for  it.  He 
was  only  saved  by  the  fact  that  he  had  a fine 
resident  who  made  an  excellent  witness. 

I would  like  to  add  one  final  note  about  a 
doctor  who  is  called  to  see  an  injured  person  and 
the  need  for  considering  carefully  what  has  hap- 
pened. We  just  finished  a case  where  a doctor 
was  called  to  the  scene  of  an  accident.  A farm 
worker  had  fallen  off  a truck  and  was  uncon- 
scious for  a brief  period  of  time,  and  when  the 
doctor  arrived,  he  could  not  move  his  legs.  He 
did  seem  able  to  move  his  arms.  The  doctor 
could  not  get  an  accurate  history  as  to  just  what 
happened  because  of  a language  difficulty. 

He  then  ordered  fellow  workers  to  take  the 
man  by  the  shoulders  and  carry  him  to  a car 
where  they  sat  him  upright  and  drove  him  to  a 
hospital  fifteen  miles  away.  The  doctor  called 
up  the  hospital  and  ordered  the  technician  to 
take  neck  pictures.  The  plates  had  to  be  taken 
twenty  miles  further  to  a radiologist  and  they 
showed  two  dislocated  cervical  vertebrae. 
When  the  doctor  saw  his  patient  the  following 
morning,  the  patient  was  quadriplegic,  and  then 
he  was  sent  by  ambulance  to  a large  hospital 
which  was  in  an  entirely  different  direction 
from  the  farm  where  he  had  fallen  the  afternoon 
before. 

Fortunately,  the  nature  of  the  bone  and  cord 
damage  was  such  that  it  was  impossible  to  say 
that  the  injury  had  not  existed  to  its  full  extent 
before  the  doctor  arrived  at  the  scene  of  the 
accident.  However,  we  had  some  real  heart- 
aches before  we  disposed  of  this  case  without 
any  payment  being  made  on  behalf  of  the  doc- 
tor; that  happened  only  because  the  compensa- 
tion carrier  substantially  reduced  its  lien  and 
the  owner  of  the  truck  contributed  the  full 
policy.  The  opening  statement  by  the  plain- 
tiff’s counsel  was  to  the  effect  that  even  a first 
aid  manual  would  contraindicate  moving  so 
seriously  an  injured  man  in  such  a fashion. 

Very  often  in  a malpractice  case  the  named 
parties  will  include  the  attending  doctor  or 
surgeon  and  a number  of  residents,  interns,  and 
nurses  whose  names  may  appear  on  the  chart. 
Of  course,  for  the  acts  of  the  residents,  interns, 
and  nurses,  the  hospital  is  responsible  as  the 
charitable  immunity  rule  has  long  since  been 
abrogated  in  New  York  State,  but  one  of  the 
reasons  for  naming  a nurse  could  be  that  she  is 
no  longer  on  the  staff  of  the  hospital  and  that 
is  one  way  to  get  her  testimony.  Of  course,  she, 
herself,  can  be  sued  for  her  acts  regardless  of 
whether  or  not  anyone  else  is  sued,  and  she 
must  answer  for  them.  As  a practical  matter, 
however,  there  would  not  be  a very  large  finan- 
cial reward  in  trying  to  recover  a verdict  against 
a nurse.  However,  some  of  the  nurses  tell  me 
that  they  have  taken  out  insurance  to  avoid  any 
chance  of  being  hurt.  I know  of  at  least  one 
situation  where  a hospital  went  out  of  business 
and  had  no  insurance  and  a nurse  who  was 
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named  in  an  action  was  quite  concerned  that  her 
assets  might  be  reached. 

An  interesting  recent  case  pointed  up  the 
problem  of  who  bears  responsibility  for  the  care 
of  a patient.  At  one  of  the  health  centers  in 
New  York  City,  which  was  a named  defendant, 
both  the  doctor  and  the  nurse  involved  were  em- 
ployed by  the  hospital.  A patient  was  given  a 
scratch  test  prior  to  the  injection  of  tetanus 
antitoxin.  The  nurse  who  gave  the  test  then 
called  the  attention  of  the  other  nurse  to  the 
fact  that  the  test  looked  positive.  The  second 
nurse  agreed,  but  the  doctor  in  charge  of  the 
clinic  overruled  the  nurses  and  said  that  the 
preventive  shot  should  be  given.  The  patient 
developed  an  injury  which  persisted  for  some 
time.  The  doctor  was  insured  by  one  company 
and  the  clinic  by  another,  and  the  company 
insuring  the  clinic  cross-claimed  against  the 
doctor  on  the  grounds  that  he  made  the  even- 
tual decision.  The  case  was  settled  with  the 
doctor’s  company  paying  most  of  the  settlement, 
but  a contribution  was  made  by  the  health 
center’s  carrier. 

The  plaintiff’s  argument  was  that  the  nurse 
who  gave  the  test  had  been  an  instructor  of 
nurses  in  a large  metropolitan  hospital,  that  she 
had  had  more  experience  with  tetanus  antitoxin 
than  anybody  else  in  the  case,  and  that  she  should 
have  persisted  in  her  original  thought  that  the 
test  was  positive.  The  other  carrier  maintained 
that  it  was  the  doctor’s  responsibility  because 
the  nurse  called  his  attention  to  the  situation, 
and  he  on  a differential  diagnosis  disagreed  and 
recommended  the  injection.  There  was  some 
sound  reason  for  his  doing  it  because  he  said  all 
of  the  contraindications  were  not  present.  I 
only  mention  this  case  to  show  that  every  situa- 
tion is  a little  different  depending,  as  I said  be- 
fore, on  the  experience  and  position  of  the  in- 
dividuals involved. 

I have  not  in  the  few  comments  I have  made 
about  our  problems  sought  to  give  an  ex- 
haustive discussion  of  the  various  types  of  cases 
that  we  encounter.  Space  does  not  permit  of 
the  same. 

We  still,  as  counsel  for  the  Medical  Society, 
defend  a number  of  uninsured  cases.  Ironi- 
cally, as  I am  writing  this  report  we  have  re- 
ceived four  new  uninsured  cases  this  week,  and 
Mr.  Fager  is  currently  trying  an  uninsured  case 
upstate  that  could  take  several  weeks. 

Acknowledgments.  Again,  I wish  to  pay 
tribute  to  James  Arnold  and  Frank  Appleton  of 
H.  F.  Wanvig  & Company  who  so  successfully 
manage  the  Group  Plan  and  who  are  so  helpful 
to  us  in  organizing  the  original  receipt  of  the  legal 
papers  and  tabulating  the  statistics  of  the  Plan. 

I wish  to  express  my  admiration  of  the  fine 
work  that  is  done  by  the  Malpractice  Insurance 
and  Defense  Board  headed  by  Raymond  S. 
McKeeby,  M.D.  They  spend  scores  of  hours 
away  from  their  busy  practices  pondering  the 
problems  presented  by  the  Group  Plan.  I 
would  also  like  to  express  my  good  wishes  to 
the  many  members  of  the  county  malpractice 
societies  who  so  patiently  advise  and  assist  us 
with  our  work. 


I again  wish  to  acknowledge  my  appreciation  |i 
for  the  cooperation  extended  to  us  by  the  Group  j 
Plan  carrier,  Employers  Mutuals  of  Wausau.  I 
Mr.  John  Linster,  vice-president  of  the  Claim  i 
Department,  and  his  associates  have  acquired 
much  experience  and  their  sage  advice  is  ever 
helpful.  The  New  York  City  staff  including  Mr  I 
Wilson,  Mr.  Gordon,  Mr.  Marx,  and  Mr.  Rogge 
and  their  legal  staff,  particularly  Mr.  Hanner.  \ 
consult  with  us  day  by  day.  The  fine  upstate 
staff  is  headed  by  Mr.  E.  C.  Lester  in  Buffalo. 
Mr.  James  Soderborg  in  Rochester,  and  Mr. 
Charles  Bollman  in  Syracuse.  I earnestly  I 
solicit  for  their  investigators  the  cooperation  of 
the  medical  profession  so  that  the  time  of  the 
investigators  may  be  put  to  the  best  possible 
use.  From  many  doctors  throughout  the  State 
I have  received  expressions  of  gratitude  for  the  ' 
kind  and  considerate  service  rendered  by  the 
company’s  representatives. 

Respectfully  submitted, 

William  F.  Martin,  Legal  Counsel 

Section  51  {see  227) 

Annual  Report  of  Committee  on  Autopsy  and  the 
Dead  Human  Body 

To  the  House  of  Delegates,  Gentlemen: 

The  Special  Committee  on  Autopsy  and  the 
Dead  Human  Body  consists  of  the  following: 
Alfred  A.  Angrist,  M.D.,  Chairman.  . Queens 


Herbert  Derman,  M.D Ulster 

Jacob  Taub,  M.D Bronx 

John  V.  Connorton,  Ph.D., 

Adviser New  York 


There  has  been  no  meeting  of  the  committee 
this  year,  and  no  matters  of  any  import  have 
been  referred  to  the  committee  for  consideration. 
No  letters  of  inquiry  were  addressed  to  the 
committee  this  year. 

Your  chairman  would  note  that  previous 
recommendations  of  the  committee  with  favor- 
able action  on  the  part  of  the  House  of  Delegates 
on  matters  still  pending  should  still  be  continued 
in  the  form  of  equivalent  resolutions. 

We  have  endorsed  the  efforts  of  a Law  Revi- 
sion Commission  in  the  matter  of  defining  next 
of  kin  in  legal  autopsy  consent  and  the  trans- 
formation of  the  coroner  system  to  the  medical 
examiner  system  throughout  the  State. 

Respectfully  submitted, 

Alfred  A.  Angrist,  M.D.,  Chairman 

Section  52  {see  175 ) 

Annual  Report  of  Planning  Committee  for 
Medical  Policies 

To  the  House  of  Delegates,  Gentlemen: 

The  Planning  Committee  for  Medical  Poli- 
cies consists  of  the  following: 

Norman  S.  Moore,  M.D.,  Chairman 

Tompkins 


Henry  I.  Fineberg,  M.D Queens 

John  M.  Galbraith,  M.D Nassau 

Joseph  A.  Lane,  M.D Monroe 
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William  L.  Wheeler,  Jr.,  M.D New  York 


Rena  to  J.  Azzari,  M.D Bronx 

Irving  L.  Ershler,  M.D Onondaga 


George  A.  Burgin,  M.D.,  ex  officio.  .Herkimer 

Waring  Willis,  M.D.,  ex  officio.  . .Westchester 

Walter  T.  Heldmann,  M.D.,  ex  officio 

Richmond 

Samuel  Z.  Freedman,  M.D.,  ex  officio 

New  York 

Frederick  A.  Wurzbach,  Jr.,  M.D.,  ex  officio. . 
Bronx 

Since  its  inception  in  1943  the  Planning  Com- 
mittee for  Medical  Policies  has  undergone  a 
series  of  organizational  revisions,  the  last  one 
in  1961  by  a resolution  introduced  by  Louis 

H.  Bauer,  M.D.,  the  originator  of  the  idea  of 
the  Planning  Committee  as  a committee  of  the 
House  of  Delegates.  If  one  reviews  the  re- 
ports of  the  Planning  Committee  for  the  past 
twenty  years  and  the  resolutions  offered  in  the 
House  of  Delegates  to  change  the  organizational 
structure  of  the  committee,  one  is  impressed 
with  the  thread  of  reasoning  running  through 
discussions.  This  reasoning  seems  to  be: 
“The  idea  is  good,  but  implementation  has  been 
unsatisfactory . ’ ’ 

First  it  was  thought  that  inefficiency  was  re- 
lated to  representation  not  being  widespread 
enough  geographically.  This  was  corrected  so 
that  each  district  branch  would  have  representa- 
tion. For  over  ten  years  the  committee  had 
State-wide  representation.  The  observation 
was  made,  however,  that  geographic  representa- 
tion does  not  ipso  facto  imbue  with  wisdom 
regional  members  who  are  unfamiliar  with  medi- 
cal problems  at  the  State  level.  During  this 
time  a prolonged  debate  in  a reference  com- 
mittee focused  need  for  adequate  staff  and  finan- 
cial support  if  the  committee  were  to  have  a 
chance  of  success.* 

In  1961  it  was  concluded  that  men  of  experi- 
ence in  State  Society  affairs  might  provide  the 
knowledge  to  envision  the  future  better  and  set 
the  Planning  Committee  back  on  its  original 
course.  Such  was  the  thinking  of  the  founder 
of  the  committee  when  in  1961  he  presented  the 
resolution  to  the  House  of  Delegates  to  change 
membership  on  the  committee  to  the  five  im- 
mediate past-presidents  plus  two  members  at 
large,  with  the  president,  the  president-elect, 
the  secretary,  the  treasurer,  and  the  speaker  of 
the  House  as  ex  officio  members  without  vote. 
Also,  the  resolution  provided  for  the  senior 
past-president  to  be  the  chairman  during  his 
last  year  on  the  committee. 

Great  hopes  were  held  out  that  this  new 
membership  formula  would  furnish  the  creative 
impetus  which  the  committee  seemed  to  lack. 
Staff  for  the  committee  and  increased  financial 
support  unfortunately  were  not  included  in  the 
resolution.  Since  the  reorganization  of  the 
membership  on  the  committee  there  have  been 
many  ad  hoc  committees  appointed  to  deal  with 
long-range  projects;  for  example,  the  ad  hoc 
committee  for  a new  building,  the  ad  hoc  com- 

*  Minutes  of  the  House  of  Delegates,  New  York  State 
J.  Med.  55:  68  (Sept.  1,  Part  II)  1955. 


mittee  to  deal  with  the  osteopathic  problem. 
Also  various  long-term  problems  were  assigned 
to  existing  standing  committees  which  make  up 
the  organizational  pattern  of  the  Medical  So- 
ciety of  the  State  of  New  York. 

A serious  review  of  why  the  Planning  Com- 
mittee has  not  been  more  successful  over  the 
years  brings  to  light  the  fact  that  the  com- 
mittee’s role  has  changed  and  that  no  amount 
of  tinkering  with  its  membership  is  likely  to 
improve  the  committee’s  efficiency.  The  chang- 
ing pattern  of  thinking  at  State  Society  head- 
quarters now  includes  plans  for  an  administra- 
tive division  on  planning  and  development  with 
staff  and  financial  support  commensurate  with 
the  undertaking  involved.  This  division  could 
be  of  great  service  to  the  Society  and  could 
entirely  supplant  the  work  of  the  Planning 
Committee  and  avoid  the  cost  and  ineffective- 
ness of  many  of  the  ad  hoc  committees  appointed 
each  year  to  study  various  ideas  and  suggestions. 

This  year  the  Planning  Committee  has  had 
no  meetings.  Many  long-range  projects  have 
been  referred  to  other  committees.  The  case 
seems  well  established  that  the  Planning  Com- 
mittee is  no  longer  useful  enough  to  the  Society 
to  continue  it  another  year.  One  of  this  year’s 
members  has  been  on  the  committee  contin- 
uously since  its  inception.  That  member  con- 
curs in  the  recommendation  that  the  House  of 
Delegates  dissolve  the  Planning  Committee 
at  its  1965  meeting. 

Respectfully  submitted, 

Norman  S.  Moore,  M.D.,  Chairman 

Section  53  ( see  71,  176) 

Annual  Report  of  New  York  State  Delegation  to  the 
American  Medical  Association 

To  the  House  of  Delegates , Gentlemen: 

The  members  of  the  delegation  met  in 
New  York  City  on  the  afternoon  of  April  23, 
1964. 

They  attended  the  113th  annual  convention 
of  the  American  Medical  Association  in  San 
Francisco,  June  21  to  25,  1964,  where  they  rep- 
resented the  Medical  Society  of  the  State  of 
New  York  at  the  meetings  of  the  A.M.A. 
House  of  Delegates. 

Meeting  of  the  Delegation 

A conference  was  held  at  the  office  of  the 
Society  on  April  23  for  the  purpose  of  discussing 
the  meeting  of  the  A.M.A.  House  of  Delegates 
in  San  Francisco  and  to  organize  our  “think- 
ing” and  policies. 

Present  were  the  following: 

Delegates — Philip  D.  Allen,  M.D.,  Renato  J. 
Azzari,  M.D.,  George  A.  Burgin,  M.D.,  Henry 

I.  Fineberg,  M.D.,  John  M.  Galbraith,  M.D., 
Leo  E.  Gibson,  M.D.,  Thurman  B.  Givan,  M.D., 
Carl  Goldmark,  Jr.,  M.D.,  James  Greenough, 
M.D.,  Milton  Helpern,  M.D.,  Edward  C. 
Hughes,  M.D.,  John  F.  Kelley,  M.D.,  Joseph 
A.  Lane,  M.D.,  Warren  A.  Lapp,  M.D.,  George 

J.  Lawrence,  Jr.,  M.D.,  John  C.  McClintock, 
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M.D.,  Norman  S.  Moore,  M.D.,  Bernard  J. 
Pisani,  M.D.,  William  B.  Rawls,  M.D.,  Carlton 
E.  Wertz,  M.D.,  William  L.  Wheeler,  Jr., 
M.D.,  Waring  Willis,  M.D.,  and  Frederick  A. 
Wurzbach,  Jr.,  M.D. 

Alternate  Delegates — Solomon  Schussheim, 
M.D.,  and  Ezra  A.  Wolff,  M.D. 

By  Invitation — Gerald  D.  Dorman,  M.D., 
J.  Richard  Burns,  Doris  K.  Dougherty,  Guy 
D.  Beaumont,  and  George  W.  Forrest,  Jr. 

James  M.  Blake,  M.D.,  delegate,  was 
excused. 

The  chairman  read  (1)  a letter  from  F.  J.  L. 
Blasingame,  M.D.,  concerning  sites  of  future 
annual  meetings;  (2)  a communication  from 
Mr.  Robert  Enloe,  director  of  the  A.M.A. 
Circulation  and  Records  Department,  calling 
to  our  attention  the  fact  that  we  are  entitled 
to  24  delegates  and  explaining  credentials 
regulations;  (3)  a memorandum  from  Dr. 
Blasingame  to  alternate  delegates  and  officers 
of  state  medical  societies  regarding  hotel 
reservations;  (4)  a letter  from  Dr.  Blasingame 
to  Mr.  Robert  Potter,  executive  secretary  of 
the  Medical  Society  of  the  County  of  New 
York,  concerning  a general  chairman  for  the 
local  committee  on  arrangements  for  the  1965 
annual  meeting  in  New  York  City. 

The  chairman  announced  that  Dr.  Wheeler’s 
name  had  been  submitted  for  this  assignment. 

Hospitality  Committee.  Dr.  McClintock, 
chairman  of  the  Hospitality  Suite  Committee, 
reported  that  the  committee  had  approved  the 
purchase  of  souvenirs,  400  small  glass  beakers 
bearing  (in  gold  or  blue  type)  the  Medical 
Society  of  the  State  of  New  York  emblem  and 
ounce  gradations. 

Mr.  Royal  Ryan  of  the  New  York  Conven- 
tion and  Visitors  Bureau  would  supply  the 
Medical  Society  of  the  State  of  New  York 
with  four  hundred  World’s  Fair  buttons  for 
distribution;  roses  would  be  provided  by  Mr. 
Ryan  and  his  staff  would  assist  with  the  pinning 
of  the  roses. 

It  was  agreed  that  the  hospitality  suite  at 
the  Fairmont  Hotel  (22nd  floor  Tower  Suite) 
would  open  on  Monday,  12:00  noon  to  2:00 
p.m.;  Tuesday,  12:00  noon  to  2:00  p.m.; 
Tuesday  evening,  5:00  p.m.  to  7:00  p.m.; 
Wednesday,  12:00  noon  to  2:00  p.m.;  Wednes- 
day evening,  5:00  p.m.  to  7:00  p.m.;  Thursday, 
12:00  noon  (for  our  delegates  only) . 

There  would  be  three  breakfast  meetings — 
Tuesday,  Wednesday,  and  Thursday  mornings. 

The  June,  1965,  meeting  in  New  York  City 
was  discussed  briefly.  The  theme  of  our 
hospitality  suite  will  be  the  World’s  Fair. 
It  was  agreed  that  this  should  be  an  impressive 
affair  and  that  the  banquet  would  be  similar 
to  that  held  at  the  last  New  York  meeting. 

It  was  agreed  that  we  would  provide  no 
gifts  or  souvenirs  at  the  Miami  meeting. 

Reference  Committee  Appointments. 

These  reference  committee  appointments  (by 
the  speaker  of  the  A.M.A.  House  of  Delegates) 
were  reported: 


Amendments  to  Constitution  and  Bylaws — • 
Dr.  Wheeler;  Insurance  and  Medical  Service — 
Dr.  Blake;  Legislation  and  Public  Relations — 
Dr.  Lawrence,  chairman;  Medical  Military 
Affairs — Dr.  Goldmark;  Reports  of  Officers — » 
Dr.  Galbraith;  Rules  and  Order  of  Business — - 
Dr.  McClintock;  Sergeant  at  Arms — Dr.  Rawls; 
Tellers — Dr.  Azzari. 

Assignments  to  Reference  Committee 
Meetings.  It  was  decided  that  members  would  j 
represent  the  delegation  at  reference  committee  I 
meetings,  as  follows: 

Amendments  to  Constitution  and  Bylaws — I 
Dr.  Burgin;  Insurance  and  Medical  Service — j 
Dr.  Wertz  and  Dr.  Willis;  Legislation  and  Public 
Relations — Dr.  Blake  and  Dr.  Allen;  Medical 
Education — Dr.  Hughes  and  Dr.  Rawls;  Med-  ! 
ical  Military  Affairs — Dr.  Goldmark;  Miscel- 
laneous Business — Dr.  Kelley;  Public  Health 
and  Occupational  Health — Dr.  Greenough; 
Reports  of  the  Board  of  Trustees — Dr.  | 
Wurzbach;  Reports  of  Officers — Dr.  Pisani; 
Sections  and  Section  Work — Dr.  Marino  and 
Dr.  Lapp. 

Resolutions.  It  was  stated  that  copies  of  six  | 
resolutions  had  been  sent  to  Mr.  Leo  E.  Brown 
at  A.M.A.  headquarters,  as  follows: 

1.  “Opposition  to  Discrimination  in  Med- 
icine”; 

2.  “Expanding  Charge  of  American  Medical 
Association  Citizens’  Commission  on  Graduate 
Medical  Education”; 

3.  “Updating  of  Medical  Education  for  All 
Physicians”; 

4.  “Two-Year  Internships  for  American  Med- 
ical Students”; 

5.  “Creation  of  Section  on  Space  Medicine”; 

6.  “Poll  of  All  A.M.A.  Members  Concerning 
Compulsory  Social  Security  for  Self-Employed 
Physicians.” 

The  “Political  Picture.” — A committee  was 
appointed  to  assist  the  chairman  in  “political 
affairs”- — Drs.  Azzari,  Burgin,  Givan,  and  Willis. 

The  chairman  reported  that  the  following 
names  had  been  presented  as  candidates  for 
office: 

President-Elect — Raymond  M.  McKeown, 
M.D.,  of  Oregon;  Donovan  F.  Ward,  M.D.,  of 
Iowa;  Durward  Hall,  M.D.,  of  Missouri. 

Vice-President — Carlton  E.  Wertz,  M.D.,  of 
New  York;  W.  Andrew  Bunten,  M.D.,  of 
Wyoming. 

The  chairman  stated  that  a preliminary 
notice  of  Dr.  Wertz’  candidacy  had  been  sent 
to  all  A.M.A.  delegates  on  October  23,  1963, 
and  that  another  communication  would  be 
transmitted  to  all  concerned  soon. 

Trustee — James  P.  Hammond,  M.D.,  of 
Vermont;  Rufus  B.  Robins,  M.D.,  of  Arkansas 
(for  reelection) . 

Judicial  Council — Renato  J.  Azzari,  M.D., 
of  New  York. 

It  was  stated  that  Dr.  Azzari’s  name  had 
been  submitted  several  times  to  President- 
Elect  Welch  as  a candidate  for  appointment  to 
the  Judicial  Council.  There  has  been  no 
reply. 
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Council  on  Medical  Education — William  B. 
Rawls,  M.D.,  of  New  York. 

Council  on  Medical  Service — Joseph  A.  Lane, 
M.D..  of  New  York. 

A.M.A.  Annual  Meeting 

The  113th  annual  convention  of  the  American 
Medical  Association  was  held  in  San  Francisco, 
California,  June  21  to  25,  1964.  The  House  of 
Delegates  and/or  the  reference  committees 
met  on  each  of  these  days  at  the  Fairmont 
Hotel. 

The  following  members  of  our  Society  and 
staff  attended  the  conferences: 

Delegates — Philip  D.  Allen,  M.D.,  Renato  J. 
Azzari,  M.D.,  James  M.  Blake,  M.D.,  George 
A.  Burgin,  M.D.,  Henry  I.  Fineberg,  M.D., 
John  M.  Galbraith,  M.D.,  Leo  E.  Gibson, 
M.D.,  Thurman  B.  Givan,  M.D.,  Carl  Gold- 
mark,  Jr.,  M.D.,  James  Greenough,  M.D., 
Milton  Helpern,  M.D.,  Edward  C.  Hughes, 
M.D.,  John  F.  Kelley,  M.D.,  Joseph  A.  Lane, 
M.D.,  Warren  A.  Lapp,  M.D.,  George  J. 
Lawrence,  Jr.,  M.D.,  John  C.  McClintock, 
M.D.,  Norman  S.  Moore,  M.D.,  Bernard  J. 
Pisani,  M.D.,  William  B.  Rawls,  M.D.,  Carlton 
E.  Wertz,  M.D.,  William  L.  Wheeler,  Jr.,  M.D., 
Waring  Willis,  M.D.,  Frederick  A.  Wurzbach, 
Jr.,  M.D. 

Alternate  Delegates — Solomon  Schussheim, 
M.D.,  and  Ezra  A.  Wolff,  M.D. 

Other  Physicians — Gerald  D.  Dorman,  M.D., 
A.  W.  Martin  Marino,  M.D.,  William  T. 
Boland,  M.D.,  Walter  T.  Heldmann,  M.D., 
and  William  Hammond,  M.D. 

By  Invitation — -J.  Richard  Burns;  Guy  D. 
Beaumont;  Stephen  K.  Leech,  executive  sec- 
retary, Onondaga  County;  Donald  M.  Irish, 
executive  secretary,  Monroe  County;  Richard 
Treccase,  executive  secretary,  Erie  County; 
Hazel  Spadafora,  executive  director,  Kings 
County;  Robert  D.  Potter,  executive  secretary. 
New  York  County. 

Due  to  illness,  Miss  Doris  K.  Dougherty  was 
unable  to  be  in  San  Francisco.  Miss  Hazel 
Spadafora  agreed  to  act  as  secretary,  and  we 
are  very  grateful  to  her  for  the  very  excellent 
services  she  rendered. 

The  delegation  convened  on  the  evening  of 
Sunday,  June  21.  Breakfast  meetings  were 
held  on  June  24  and  June  25. 

Reference  Committee  Appointments. 

The  speaker  of  the  House  of  Delegates  of  the 
American  Medical  Association  appointed  the 
following  New  York  members  to  reference  com- 
mittees: 

William  L.  Wheeler — Amendments  to  Con- 
stitution and  Bylaws;  James  M.  Blake — In- 
surance and  Medical  Service;  George  J. 
Lawrence — Chairman,  Legislation  and  Public 
Relations;  Carl  Goldmark — Medical  Military 
Affairs;  John  M.  Galbraith — Reports  of  Of- 
ficers; John  C.  McClintock — Rules  and  Order 
of  Business;  William  B.  Rawls — Sergeant  at 
Arms;  Renato  J.  Azzari — Tellers. 


Reference  Committee  Assignments. 

These  final  assignments  to  cover  the  meetings  of 
reference  committees  were  announced: 

Amendments  to  Constitution  and  Bylaws — 
William  L.  Wheeler  and  Thurman  B.  Givan; 
Insurance  and  Medical  Service — Carlton  E. 
Wertz  and  Waring  Willis;  Legislation  and 
Public  Relations — Philip  D.  Allen  and  William 
T.  Boland;  Medical  Education — Edward  C. 
Hughes  and  William  B.  Rawls;  Medical  Mili- 
tary Affairs — Carl  Goldmark;  Miscellaneous 
Business — John  F.  Kelley;  Public  Health  and 
Occupational  Health — Milton  Helpern  and 
James  Greenough;  Reports  of  the  Board  of 
Trustees — Frederick  A.  Wurzbach,  Jr.;  Re- 
ports of  Officers — Bernard  J.  Pisani;  Sections 
and  Section  Work — A.  W.  Martin  Marino  and 
Warren  A.  Lapp. 

Hospitality  Committee.  The  Hospitality 
Committee  consisted  of  John  C.  McClintock, 
chairman,  James  M.  Blake,  John  M.  Galbraith, 
John  F.  Kelley,  and  William  B.  Rawls. 

The  hospitality  suite  in  the  Fairmont  Hotel 
was  open  officially  during  these  hours:  Mon- 

day, 12:00  noon  to  2:00  p.m.;  Tuesday,  12:00 
noon  to  2:00  p.m.  and  5:00  p.m.  to  7:00  p.m.; 
Wednesday,  12:00  noon  to  2:00  p.m.  and 
5:00  p.m.  to  7:00  p.m. 

Again,  the  wives  of  delegates  assisted  us  in 
greeting  our  guests.  The  New  York  souvenir 
was  a hand-blown  beaker  with  the  seal  of  the 
Medical  Society  of  the  State  of  New  York 
inscribed  on  it. 

It  was  announced  that  William  L.  Wheeler, 
Jr.,  has  been  appointed  chairman  of  the  local 
committeee  on  arrangements  for  the  A.M.A. 
convention  in  New  York  City,  in  June,  1965. 

Resolutions.  At  the  first  meeting  of  the 
delegation  on  June  21,  72  resolutions  were  read 
and  evaluated.  Preliminary  decisions  were 
reached;  later  in  the  week  two  additional  resolu- 
tions were  presented  on  the  floor  of  the  House. 

Before  the  House  met,  it  was  the  feeling  of 
many  delegates  that  two  of  the  more  important 
subjects  to  be  discussed  would  be  tobacco  and 
health  and  human  rights.  This  turned  out  to 
be  the  case. 

New  York  Resolutions.  The  Medical  Soci- 
ety introduced  six  resolutions,  as  follows: 

A.M.A.  Resolution  1 — “Opposition  to  Dis- 
crimination in  Medicine,”  introduced  by  Carl 
Goldmark,  Jr.,  M.D. 

Resolved,  That  the  American  Medical 
Association  go  on  record  as  being  opposed 
unalterably  to  any  discrimination  in  the 
field  of  medicine  because  of  race,  creed, 
color,  or  national  origin,  whether  in  patient 
care,  physician  opportunity,  or  professional 
organization;  and  be  it  further 

Resolved,  That  the  American  Medical 
Association  use  its  influence  to  end  dis- 
criminatory racial  exclusion  policies  by  some 
county  medical  societies  as  contrary  to  the 
law  of  the  land  and  the  ethics  of  our  pro- 
fession. 

A.M.A.  Resolution  2 — -“Expanding  Charge  of 
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American  Medical  Association  Citizens  Com- 
mission on  Graduate  Medical  Education,” 
introduced  by  Frederick  A.  Wurzbach,  Jr., 
M.D. 

Resolved,  That  the  new  Citizens  Commission 
on  Graduate  Medical  Education  of  the 
American  Medical  Association  be  empowered 
to  expand  its  studies  into  related  problems, 
and  to  enlist  cooperation,  support,  and 
participation  of  any  and  all  groups  whose 
activities  and  interests  the  Commission 
finds  in  its  own  judgment  may  have  a bear- 
ing on  its  studies  and  recommendations, 
and  that  the  Commission  suggest  specific 
immediate  steps  and  formulate  an  ultimate 
program  to  meet  its  charge  with  due  and  full 
consideration  and  proper  evaluation  of  each 
recommendation  in  relation  to  the  whole 
picture  of  patient  care,  medical  practice, 
hospital  service  and  medical  education;  and 
be  it  further 

Resolved,  That  said  Commission  be  em- 
powered to  obtain  financial  support  for 
analytical  studies  of  specific  and  related 
subjects  bearing  on  their  charge,  from  one 
or  more  foundations  interested  in  medical 
care  and  public  health,  and  from  other 
sources  as  they  see  fit,  to  permit  as  broad 
an  over-all  study  as  seems  desirable  to  as- 
sure success  by  making  possible  adequacy 
of  approach  so  that  no  new  problems  or 
conflicts  will  follow  from  their  specific  new 
recommendations  for  lack  of  consideration 
of  all  issues  in  relation  to  the  whole  picture 
of  medical  practice,  medical  care,  hospital 
service,  and  medical  education,  and  to  avoid 
an  inordinate  expense  to  the  American  Med- 
ical Association. 

A.M.A.  Resolution  3 — “Updating  of  Medical 
Education  for  All  Physicians,”  introduced  by 
Joseph  A.  Lane,  M.D. 

Resolved,  That  the  American  Medical 

Association  establish  minimum  standards 
for  continuous  postgraduate  education  to  be 
met  by  all  members. 

A.M.A.  Resolution  4 — “Two-Year  Intern- 
ships for  American  Medical  Students,”  in- 

troduced by  William  B.  Rawls,  M.D. 

Resolved,  That  the  American  Medical 

Association  encourage  medical  schools  to 
advise  their  graduates  to  take  two-year 
internships  and  thus  insure  better  prepara- 
tion of  practicing  physicians;  and  be  it 
further 

Resolved,  That  the  American  Medical 

Association,  following  the  procedure  of  the 
Boards  of  Internal  Medicine,  use  its  influence 
on  all  the  specialty  boards  to  grant  one  year 
of  residence  credit  to  interns  who  serve  a 
“straight”  second  year  of  internship  follow- 
ing a first-year  mixed  internship. 

A.M.A.  Resolution  5 — “Creation  of  a Sec- 
tion on  Space  Medicine,”  introduced  by  William 
L.  Wheeler,  Jr.,  M.D. 

Resolved,  That  this  House  of  Delegates 


approve  the  creation  of  a Section  on  Space 
Medicine  as  a part  of  the  Scientific  Assembly 
of  the  American  Medical  Association. 

A.M.A.  Resolution  6 — “Poll  of  All  American 
Medical  Association  Members  Concerning  Com- 
pulsory Social  Security  for  Self-Employed 
Physicians,”  introduced  by  Philip  D.  Allen, 
M.D. 

Resolved,  That  this  American  Medical 
Association  House  of  Delegates,  meeting  in 
June,  1964,  hereby  direct  that  all  members 
of  the  American  Medical  Association  be 
polled  at  once  to  ascertain  their  opinion 
concerning  compulsory  Social  Security  for 
self-employed  physicians. 

Actions  on  New  York  Resolutions.  The 

following  action  on  New  York  resolutions  (all  of 
which  were  supported  at  the  meetings  of  the 
reference  committees)  were  taken: 

Resolution  1 — “Opposition  to  Discrimination 
in  Medicine.”  There  were  three  other  resolu- 
tions in  addition  to  New  York’s. 

The  following  substitute  resolution  was 
adopted: 

Resolved,  That  this  House  of  Delegates 
of  the  American  Medical  Association  is  un- 
alterably opposed  to  the  denial  of  member- 
ship, privileges,  and  responsibilities  in  county 
medical  societies  and  state  medical  associa- 
tions to  any  duly  licensed  physician  because 
of  race,  color,  religion,  ethnic  affiliation,  or 
national  origin;  and  be  it  further 

Resolved,  That  this  House  of  Delegates  of 
the  American  Medical  Association  calls  upon 
all  state  medical  associations,  all  component 
societies,  and  all  individual  members  of 
the  American  Medical  Association  to  exert 
every  effort  to  end  every  instance  in  which 
such  equal  rights,  privileges,  or  responsibili- 
ties are  denied. 

Resolution  2 — “Expanding  Charge  of  Ameri- 
can Medical  Association  Citizens  Commission 
on  Graduate  Medical  Education.” 

The  House  adopted  the  reference  committee’s 
motion  to  disapprove  the  resolution.  The 
committee  reported:  “During  the  discussion 

of  this  resolution,  the  reference  committee  was 
assured  that  the  chairman  of  the  Commission 
feels  certain  that  the  general  nature  of  the 
charge  to  his  Commission  ‘to  design  and  conduct 
a study’  on  graduate  medical  education  is 
sufficiently  broad  to  encompass  all  the  recom- 
mendations of  the  resolution,  and  that  the 
Commission  on  Medical  Practice  could  and 
would  fill  any  possible  gaps. 

“The  committee  feels  that  there  is  nothing 
objectionable  in  the  intent  of  this  resolution 
excepting  financial  support  from  outside  sources. 
We  were  assured  that  the  chairman  of  the 
Commission  considers  the  present  financial 
support  adequate  and  he  has  been  assured  of 
continuing  and  adequate  financial  support  by 
the  Board  of  Trustees.  The  chairman  and  the 
Board  of  Trustees  both  feel  that  financial 
support  of  the  Commission  is  most  properly  the 
responsibility  of  the  American  Medical  As- 
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sociation.  Your  reference  committee  concurs 
in  this  assumption  of  responsibility.” 

Resolution  3 — “Updating  of  Medical  Educa- 
tion for  All  Physicians.” 

The  reference  committee  reported:  “The 

general  objectives  of  this  resolution,  which 
are  to  encourage  individual  physicians  to  be 
lifetime  scholars  and  to  establish  criteria  for 
continuous  postgraduate  education,  are  laud- 
able. Encouragement  of  lifetime  scholarship  is 
inherent  in  the  National  Plan  for  Continuing 
Medical  Education. 

“Your  Reference  Committee  cannot  support 
the  compulsion  implied  in  resolution  3.  Fur- 
thermore, it  has  not  yet  been  demonstrably 
possible  to  establish  minimal  standards  ap- 
plicable to  all  members  of  the  profession  re- 
gardless of  their  individual  fields  of  interest.” 

The  House  adopted  the  reference  committee’s 
motion  that  no  action  be  taken  on  the  resolution. 

Resolution  4 — “Two-Year  Internships  for 
American  Medical  Students.” 

The  reference  committee  reported:  “This 

resolution  concerns  a problem  in  graduate 
medical  education  that  is  presently  under 
intensive  study  by  a task  force  on  internships 
of  the  Council  on  Medical  Education.  Dis- 
cussion of  this  resolution  brought  forth  no 
cogent  reason  why  action  on  this  resolution 
should  precede  the  report  from  the  Council 
on  the  study  of  the  task  force  on  internships, 
a report  that  will  be  available  at  the  1964 
clinical  session.” 

The  House  adopted  the  reference  committee’s 
recommendation  that  no  action  be  taken  on  the 
resolution. 

Resolution  5 — “Creation  of  a Section  on  Space 
Medicine.” 

The  reference  committee  reported:  “Your 

reference  committee  considered  resolution  5 
which  proposes  the  creation  of  a Section  on 
Space  Medicine.  This  was  freely  discussed  by 
those  in  attendance.  It  develops  from  the 
discussion  that  this  field  is  well  covered  in  at 
least  two  existing  sections,  the  Section  on 
Military  Medicine  and  the  Section  on  Preven- 
tive Medicine.  At  the  present  time,  only  a 
relatively  few  physicians  in  the  United  States 
are  primarily  interested  in  this  limited  field. 

“The  Bylaws,  Chapter  7,  Section  2,  state 
that  an  application  for  a new  section  must  be 
referred  to  the  Board  of  Trustees  for  study  and 
subsequent  action  by  the  House  of  Delegates. 
Therefore,  Mr.  Speaker,  your  reference  com- 
mittee moves  that  resolution  5 be  referred  to 
the  Board  of  Trustees  with  the  recommendation 
that  a Section  on  Space  Medicine  not  be 
created.” 

The  House  of  Delegates  approved  the  ref- 
erence committee’s  motion. 

Resolution  6 — “Poll  of  All  American  Medical 
Association  Members  Concerning  Compulsory 
Social  Security  for  Self-Employed  Physicians.” 

The  reference  committee  reported:  “Your 

reference  committee  considered  resolution  6 
which  calls  for  a poll  of  all  A.M.A.  members 
to  ascertain  their  opinion  concerning  compulsory 


Social  Security  for  self-employed  physicians. 
After  due  consideration  of  the  testimony  on 
both  sides  of  this  question,  your  reference 
committee  concluded  that  members  of  the 
House  of  Delegates  express  the  majority  senti- 
ments of  their  constituents  on  all  questions 
that  come  before  this  House.  Your  reference 
committee  further  believes  that  the  sub- 
stitution of  any  other  method  of  determining 
national  policies  would  be  subject  to  great 
error  in  that  it  presupposes  equal  knowledge 
on  the  part  of  all  polled;  that  a slight  majority 
of  a limited  response  might  be  improperly 
interpreted  as  the  weight  of  Association  opin- 
ion; that  it  would  create  inflexible  policy  state- 
ments; and  that  it  would  endanger  the  use- 
fulness of  the  House  of  Delegates. 

“For  these  reasons,  your  reference  com- 
mittee recommends  that  a poll  on  Social 
Security  coverage  of  physicians  not  be  under- 
taken.” 

The  House  adopted  the  reference  committee’s 
motion  to  disapprove  resolution  6. 

Other  actions  taken  are  noted  in  Dr.  Blasin- 
game’s  summary,  which  follows  this  report. 

“Political  Front.”  All  of  the  candidates 
whom  we  supported  were  successful,  except  one. 
Naturally,  in  accordance  with  our  previous  deci- 
sion, we  nominated  Carlton  E.  Wertz  for  the 
vice-presidency.  He  won! 

A.M.A.  Report.  Following  is  Dr.  Blasin- 
game’s  summary  of  the  A.M.A.  meeting  in  San 
Francisco: 

June  25 — Tobacco  and  health,  human  rights,  physi- 
cian-hospital relations,  continuing  medical  education, 
the  cost  of  medical  care,  and  Federal  subsidization  of 
prepayment  plans  and  health  insurance  companies  were 
among  the  major  subjects  acted  on  by  the  House  of 
Delegates  at  the  American  Medical  Association’s  113th 
annual  convention  held  June  21  to  25  in  San  Francisco. 

Donovan  F.  Ward,  M.D.,  of  Dubuque,  Iowa,  vice- 
president  of  the  Association,  was  named  president-elect 
of  the  Association.  He  will  become  president  at  the 
June,  1965,  annual  convention  in  New  York  City,  suc- 
ceeding Norman  A.  Welch,  M.D.,  of  Boston,  who  was 
installed  at  the  inaugural  ceremony  in  San  Francisco. 

The  A.M.A.  1964  Distinguished  Service  Award  was 
won  by  Irvine  H.  Page,  M.D.,  director  of  research  of 
the  Cleveland  Clinic,  for  his  investigation  of  cardiac, 
vascular,  and  renal  disease. 

Final  registration  figures  reached  a grand  total  of 
49,437,  including  14,229  physicians. 

Tobacco  and  Health.  The  House  approved  a strong 
stand  on  tobacco  and  health  by  calling  cigaret  smoking 
“a  serious  health  hazard.”  This  action  was  taken  after 
the  Reference  Committee  on  Public  Health  and  Occu- 
pational Health  considered  10  resolutions  and  a Board 
of  Trustees  report  on  the  subject  and  heard  considerable 
testimony. 

In  adopting  a four-point  reference  committee  report, 
the  House  said,  ‘‘The  American  Medical  Association 
is  on  record  and  does  recognize  a significant  relationship 
between  cigaret  smoking  and  the  incidence  of  lung 
cancer  and  certain  other  diseases.” 

It  urged  that  programs  be  developed  to  disseminate 
vital  health  education  material  on  the  hazards  of  smok- 
ing to  all  age  groups  through  all  means  of  communica- 
tion. The  House  also  recognized  the  contribution  of 
the  Surgeon  General’s  committee  in  its  comprehensive 
report.  And  it  emphasized  that  a joint  committee  of 
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the  A.M.A.  and  the  National  Education  Association 
already  has  adopted  a resolution  urging  elementary  and 
secondary  schools  to  include  programs  on  smoking  and 
health  in  their  health  education  curricula. 

The  House  further  recommended  that  the  A.M.A. 
pamphlet,  “Smoking:  Facts  You  Should  Know,” 

should  be  modified  “in  light  of  accumulating  knowl- 
edge.” 

Finally,  the  House  said  that  the  delegates  and  the 
Board  of  Trustees  “should  take  great  pride  in  the  estab- 
lishment of  the  research  program  on  tobacco  and  health 
that  is  being  carried  out  by  the  A.M.A.  Education  and 
Research  Foundation.” 

In  adopting  the  report  of  the  A.M.A.-E.R.F.  the 
House  called  attention  to  the  following  statement: 

“The  Board  of  Directors  of  A.M.A.-E.R.F.  and  the 
Board  of  Trustees  of  the  A.M.A.  were  clearly  aware  of 
the  possibility  of  criticism  in  accepting  this  grant  (10 
million  dollars  from  several  tobacco  companies).  But 
against  that  possibility  they  weighed  the  potential 
benefit  to  the  public  who  will  continue  to  smoke  and 
concluded  that  the  risk  was  insignificant  by  comparison. 
The  only  hope  of  minimizing  the  hazards  of  smoking 
lies  in  research  which  points  to  the  course  that  the 
A.M.A.  as  well  as  others  must  take.” 

Human  Rights.  On  the  major  issue  of  human  rights 
the  House  declared  itself  “unalterably  opposed  to  the 
denial  of  membership,  privileges,  and  responsibilities  in 
county  medical  societies  and  state  medical  associations 
to  any  duly  licensed  physician  because  of  race,  color, 
religion,  ethnic  affiliation,  or  national  origin.” 

This  action  was  taken  after  the  reference  committee 
had  heard  a detailed  discussion  and  had  considered  four 
resolutions  on  the  subject. 

In  addition,  the  House  called  “on  all  state  medical 
associations,  all  component  societies,  and  all  individual 
members  of  the  A.M.A.  to  exert  every  effort  to  end  every 
instance  in  which  such  equal  rights,  privileges  and  re- 
sponsibilities are  denied.” 

The  House  also  accepted  a report  from  the  Board  on 
the  liaison  committees  of  the  A.M.A.  and  the  National 
Medical  Association.  This  report  reviewed  the  history 
of  the  committees  and  noted  that  “great  progress  has 
been  made  voluntarily.  More  progress  can  reasonably 
be  expected  in  the  immediate  future,  especially  if  the 
committees  are  permitted  to  continue  on  a constructive, 
cooperative  basis.  This  requires  effort,  but  more  im- 
portantly, good  will  and  the  desire  to  eliminate  prob- 
lems.” 

Physician- Hospital  Relations.  Conclusions  and 
recommendations  in  a significant  and  extensive  report 
on  physician-hospital  relations  were  adopted  by  the 
House.  Prepared  by  the  Council  on  Medical  Service’s 
Committee  on  Medical  Facilities,  the  report  stresses 
“the  imperative  need  for  the  medical  profession  to  as- 
sume responsibility  for  the  quality,  continuity,  and 
availability  of  professional  services  and  for  the  coordina- 
tion of  these  services  with  the  other  essential  supportive 
aspects  of  health  care.” 

The  report’s  recommendations  are  designed  to  serve 
as  guidelines  for  physicians  in  meeting  the  problems  in- 
volved in  the  changing  patterns  of  care  such  as:  ap- 

pointment of  salaried  chiefs  of  staff,  appointment  of 
salaried  heads  of  clinical  departments,  appointment  of 
salaried  directors  of  medical  education,  employment  of 
salaried  physicians  for  outpatient  and  emergency  de- 
partments, use  of  salaried  physicians  to  provide  care 
ordinarily  provided  by  interns  and  residents,  and 
utilization  of  closed-panel  prepayment  medical  care 
programs  by  hospitals. 

The  report  also  includes  a review  of  the  development 
of  A.M.A.’s  policy  on  physician-hospital  relations,  a 
study  of  the  relation  of  policy  to  actual  practice,  and  an 
investigation  of  the  factors  influencing  change — in- 
cluding graduate  education,  medical  finance,  expansion 
of  hospital  functions,  and  regulation  of  medical  care. 


Continuing  Medical  Education.  Authorization  was 
made  by  the  House  to  establish  an  A.M.A.-sponsored 
survey  and  accreditation  program  in  continuing  medical 
education.  In  the  program  attention  will  be  concen- 
trated on  institutions  and  organizations  offering  courses 
rather  than  on  individual  courses,  and  appraisal  of  an 
institution’s  or  organization’s  program  will  be  carried 
out  only  at  its  request. 

Eventually,  approved  institutions  or  organizations 
will  be  so  designated  in  the  Council’s  annual  lists  of 
“Continuing  Education  Courses  for  Physicians,”  and 
when  all  institutions  which  wish  to  list  their  courses 
have  had  the  opportunity  to  be  considered  for  approval, 
only  courses  of  approved  institutions  and  organizations 
will  be  included  in  the  annual  list.  Programs  will  be 
surveyed  by  a Review  Committee  on  Continuing 
Medical  Education. 

Cost  of  Medical  Care.  A four- volume  report  of  the 
A.M.A.  Commission  on  the  Cost  of  Medical  Care  was 
received  by  the  delegates,  and  the  House  concurred 
with  the  Board  of  Trustees  that  the  conclusions  and 
recommendations  of  the  Commission  will  be  studied 
and  a report  will  be  made  to  the  House  for  its  considera- 
tion at  the  1964  Clinical  Convention. 

The  four  volumes  include  a general  report  on  factors 
involved  in  medical  care  costs,  a full  report  on  “Pro- 
fessional Review  Mechanisms,”  another  on  “Significant 
Medical  Advances,”  and  one  on  “Changing  Patterns 
of  Hospital  Care.” 

In  its  report  the  Board  said  that  the  Commission  “is 
aware  that  its  efforts  will  not  result  in  a magic  reduction 
in  the  price  of  medical  and  hospital  services.  It  does 
believe,  however,  that  its  study  has  produced  a consid- 
erable amount  of  new  and  relevant  information  which 
will  serve  as  a basis  for  better  understanding  by  the 
public  and  the  medical  profession  of  this  complex  sub- 
ject.” 

Reaffirmed  the  A.M.A.  policy  favoring  Federal 
grants  for  “bricks  and  mortar” — -funds  for  construction 
and  renovation  of  medical  schools,  hospitals,  related 
institutions,  and  mental  health  centers — but  urged  that 
the  “advantages  and  desirability  of  multiple  source 
financing  be  kept  clearly  in  mind.”  The  House  also 
was  informed  by  the  Board  that  it  is  appointing  a com- 
mission to  conduct  a broad  study  of  the  role  of  Federal 
support  of  medical  research. 

Other  Actions.  The  House  went  on  record  as  oppos- 
ing Federal  subsidization  of  prepayment  plans  and 
health  insurance  companies,  and  it  asked  for  an  A.M.A. 
study  of  the  development  of  state  programs  which 
utilize  prepayment  plans  or  health  insurance  companies 
in  the  implementation  of  state  programs  of  medical  aid 
to  the  aging  under  the  Kerr-Mills  law. 

A proposal  to  poll  all  A.M.A.  members  concerning 
compulsory  Social  Security  for  self-employed  physi- 
cians was  rejected  by  the  House.  In  addition,  the 
House  concurred  with  the  reference  committee  in  oppos- 
ing polls  of  the  membership  on  issues  of  “great  or  even 
moderate  importance”  because  the  House  members  ex- 
press the  majority  sentiments  of  their  constituents  on 
all  questions  coming  before  the  House. 

An  expanded  program  on  medical  ethics  was  en- 
dorsed by  the  House.  The  program  will  be  designed  to 
educate  physicians  and  the  public  on  what  medical 
ethics  means  to  them  and  how  medical  ethics  affects 
them.  The  Judicial  Council,  working  with  the  Board 
of  Trustees,  will  determine  the  means  by  which  this  ex- 
panded program  is  to  be  implemented. 

Approval  was  given  to  a change  in  the  Bylaws  to  al- 
low the  House  to  set  the  hour  and  day  of  election  of 
A.M.A.  officers  at  the  annual  convention.  This  was 
adopted  early  in  the  House  session  and  made  it  possible 
to  have  the  nominations  on  Wednesday  afternoon  and 
the  elections  on  Thursday  morning. 

A three-point  communications  program  designed  to 
improve  the  public  relations  position  of  the  medical 
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profession  was  endorsed  by  the  House  on  recommenda^- 
tion  of  the  A.M.A.  Committee  on  Communications. 
The  program  includes  a redoubling  of  efforts  by  county 
and  state  societies,  closer  liaison  with  media  personnel, 
and  prompt  information  to  state  societies  on  A.M.A. 
news  releases  and  testimony. 

Miscellaneous  Actions.  In  considering  a wide  variety 
of  resolutions  and  reports,  the  House  also: 

Approved  the  creation  of  the  Section  on  Allergy  on 
recommendation  of  the  Board  of  Trustees. 

Approved  a comprehensive  inquiry  of  the  causative 
factors  for  the  sharp  increase  in  syphilis  and  gonorrhea 
and  urged  the  A.M.A.  to  “take  leadership  in  educational 
and  research  measures  designed  to  control  and  elim- 
inate syphilis.” 

Okayed  a national  conference  on  area-wide  planning 
of  hospitals  and  related  health  facilities,  to  be  sponsored 
under  the  auspices  of  the  A.M.A. 

Agreed  to  continue  and  broaden  studies  on  the  prob- 
lems of  unwed  mothers,  illegitimacy,  and  other  related 
matters  and  to  develop  positive  preventive  programs. 

Supported  a position  statement  on  protecting  children 
against  physical  abuse  and  called  for  legislative  guide- 
lines to  the  states  relative  to  legislation  on  this  matter. 

Asked  the  Board  of  Trustees  to  investigate  establish- 
ment of  a wire  communications  system  between  A.M.A. 
headquarters  in  Chicago  and  offices  of  state  medical 
associations. 

Referred  to  the  Council  on  Medical  Service  a resolu- 
tion condemning  the  practice  by  some  hospitals  of 
adopting  constitutions  which  deny  staff  privileges  to 
physicians  not  eligible  or  certified  by  specialty  bodies  or 
societies. 

Agreed  with  the  Board  that  a forum  for  representa- 
tives of  national  medical  specialty  societies  and  the 
American  Academy  of  General  Practice  be  held  on 
November  1,  1964,  in  Chicago. 

Approved  a resolution  calling  for  the  publication  of 
the  proposed  nominees  for  standing  committees  (coun- 
cils) of  the  House  be  submitted  in  advance  of  annual 
convention,  preferably  in  the  House  of  Delegates  hand- 
book. 

Recommended  that  the  Board  of  Trustees  use  the 
talents  of  Edward  R.  Annis,  M.D.,  immediate  past- 
president,  and  other  qualified  spokesmen  for  medicine 
with  appropriate  remuneration. 

Asked  the  Committee  on  Insurance  and  Prepayment 
Plans  of  the  Council  on  Medical  Service  to  consider  a 
revision  of  simplified  health  insurance  claims  forms. 

Recommended  that  the  Board  of  Trustees  approve 
the  establishment  of  an  ad  hoc  study  on  family  practice 
as  proposed  by  the  Council  on  Medical  Education. 

Agreed  with  the  change  of  name  of  the  Council  on 
Medical  Education  and  Hospitals  to  the  Council  on 
Medical  Education. 

Requested  clarification  of  the  ethical  and  legal  limita- 
tions of  physicians  participating  in  court-ordered  pre- 
trial psychiatric  examinations. 

Urged  the  A.M.A.  to  continue  its  vigorous  opposition 
to  tax  regulations  discriminating  against  “professional 
associations”  and  “professional  corporations,”  and  its 
support  of  legislation  which  seeks  to  provide  tax 
equality  with  business  corporations  for  “professional 
associations”  and  “professional  corporations.” 

Opening  Session.  Edward  R.  Annis,  M.D.,  of  Miami, 
outgoing  A.M.A.  president,  told  the  special  Sunday 
afternoon  opening  session  that  a greater  effort  is  needed 
in  the  areas  of  continuing  medical  education  and  health 
education  programs.  He  also  urged  state  and  county 
medical  associations  to  bolster  their  paid  executive 
personnel  to  help  carry  out  local,  state,  and  national 
projects.  Dr.  Annis  called  for  an  increase  in  A.M.A. 
dues  and  later  the  House  referred  the  question  of  a dues 
increase  to  the  Board  of  Trustees  for  study  and  for  a 
report  at  1964  Clinical  Meeting  in  Miami.  Honored 
at  the  opening  session  were  the  presidents  of  state  and 


territorial  medical  associations  and  a number  of  special 
A.M.A.  guests  from  national  organizations. 

At  the  Monday  session  awards  announced  were  the 
A.M.A.  Scientific  Achievement  Award  to  Rene  Jules 
Dubos,  Ph.D.,  of  the  Rockefeller  Institute,  New  York 
City,  and  the  Joseph  Goldberger  Award  in  Clinical 
Nutrition  to  William  J.  Darby,  M.D.,  of  Vanderbilt 
University  School  of  Medicine,  Nashville. 

Inaugural  Ceremony.  Dr.  Welch,  in  his  inaugural 
address  Tuesday  night,  said  that  medicine  must  be 
united  if  it  is  “to  serve  the  public  in  the  future  to  the 
high  degree  that  it  has  in  the  past.”  He  stressed  that 
American  physicians  must  be  “standing  strong  and  firm 
with  a heart  and  a conscience  tuned  to  public  need,  with 
a respect  for  the  rights  and  privileges  of  the  individual, 
and  with  an  abiding  faith  in  our  free  competitive  system 
of  medical  practices.” 

In  keeping  with  Dr.  Welch’s  address,  “Unity  in 
Medicine,”  presidents  or  their  representatives  from  29 
medical  specialty  organizations  were  honored  guests  at 
the  ceremony. 

The  Distinguished  Service  Award  was  presented  to 
Dr.  Page  and  the  Scientific  Achievement  Award  was 
given  to  Dr.  Darby. 

Wednesday  Session.  Speaking  at  the  Wednesday 
session,  Dr.  Welch  pointed  up  the  growing  alliance  be- 
tween medicine  and  research — an  alliance  rooted  in 
truth,  knowledge,  and  the  freedom  to  search  them  out. 
He  called  these  “the  greatest  assets  available  for  human 
development  and  human  well-being.”  Dr.  Welch  also 
enumerated  the  important  projects  of  the  A.M.A.  in  the 
past  year  such  as  mental  health,  continuing  medical 
education,  tobacco  and  health,  and  A.M.A.-E.R.F.,  the 
institute  of  Biomedical  Research. 

Election  of  Officers.  In  addition  to  Dr.  Ward,  the 
new  president-elect,  the  following  officers  were  named: 

Carlton  E.  Wertz,  M.D.,  of  Buffalo,  vice-president; 
Milford  O.  Rouse,  M.D.,  of  Dallas,  speaker  of  the  House, 
and  Walter  C.  Bornemeier,  M.D.,  of  Chicago,  vice- 
speaker. 

Robert  C.  Long,  M.D.,  of  Louisville,  was  re-elected 
to  the  Board  of  Trustees  for  a three-year  term,  and 
Alvin  J.  Ingram,  M.D.,  of  Memphis,  was  elected  to  a 
three-year  term.  Dr.  Ingram  replaces  R.  B.  Robins, 
M.D.,  of  Camden,  Arkansas. 

Nominated  and  elected  to  the  Judicial  Council  was 
Charles  C.  Smeltzer,  M.D.,  of  Knoxville,  Tennessee. 

Named  to  the  Council  on  Medical  Education  were 
William  P.  Longmire,  M.D.,  of  Los  Angeles,  and 
William  A.  Sodeman,  M.D.,  of  Philadelphia. 

Elected  to  the  Council  on  Medical  Service  was  John 
Rumsey,  M.D.,  of  San  Diego,  and  re-elected  was  Wil- 
lard A.  Wright,  M.D.,  of  Williston,  North  Dakota. 

William  A.  Hyland,  M.D.,  of  Grand  Rapids,  Michi- 
gan, was  re-elected  to  the  Council  on  Constitution  and 
Bylaws. 

Dr.  Blasingame’s  report  contains  some  of  the 
major  actions  taken  by  the  House  of  Delegates. 
Further  details  were  reported  in  the  July  6 issue 
of  AM  A News. 

Again,  we  are  grateful  to  all  who  contributed 
so  much  to  the  success  of  our  stay  in  San  Fran- 
cisco— the  members  of  the  delegation,  the 
wives,  the  staff,  and  others. 

Respectfully  submitted, 

Henry  I.  Fineberg,  M.D.,  Chairman 


June  1,  1965  / New  York  State  Journal  of  Medicine  1469 


Section  54  { see  177 ) 

Annual  Report  of  Ad  Hoc  Committee  on 
Osteopathy 

To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Ad  Hoc  Committee  on 
Osteopathy  are  as  follows: 

James  M.  Blake,  M.D.,  Chairman 

Schenectady 


John  H.  Carter,  M.D Albany 

George  J.  Lawrence,  Jr.,  M.D Queens 

C.  Stewart  Wallace,  M.D Tompkins 


This  ad  hoc  committee  was  appointed  by  the 
president  and  approved  by  the  Council  in 
February,  1964,  with  a request  to  consider  the 
“Doctor  of  Osteopathy-Doctor  of  Medicine” 
situation  in  New  York. 

Your  committee  met  three  times  during  1964 
to  review  information  available  on  this  subject. 

At  the  March  meeting  of  the  Council  it  was 
decided  that,  because  there  is  a good  deal  of 
doubt  of  recognizing  an  “unearned”  degree,  and 
in  view  of  the  fact  that  we  have  been  informed 
that  the  matter  of  licensing  osteopaths  as  M.D. ’s 
is  to  be  considered  again  by  the  Board  of  Re- 
gents, no  person  in  this  category,  having  re- 
ceived an  “unearned”  degree,  be  accepted  by  the 
Medical  Society  of  the  State  of  New  York. 
Further,  it  was  decided  that  the  dues  of  any 
such  person  received  be  returned  to  the  re- 
spective county  society. 

The  committee  submitted  the  following 
recommendation  to  the  Council  in  June: 

“That  the  Constitution  and  Bylaws  of  the 
Medical  Society  of  the  State  of  New  York 
be  amended  to  the  effect  that  an  applicant  for 
active  membership  in  the  Medical  Society 
shall  have  completed  not  less  than  four 
satisfactory  courses  of  at  least  eight  months 
each  in  a medical  school  in  this  country  or 
Canada  registered  as  maintaining  at  the  time 
a standard  satisfactory  to  the  Department  of 
Education  of  the  State  of  New  York  or  in  a 
medical  school  in  a foreign  country  main- 
taining a standard  not  lower  than  that  pro- 
vided for  medical  schools  in  the  State  of  New 
York. 

“It  was  further  the  opinion  of  the  commit- 
tee that  the  component  medical  societies  of 
the  State  of  New  York  be  advised  of  this 
recommendation,  and  it  be  suggested  to  them 
that  they  consider  changing  their  constitu- 
tions and  bylaws.” 

In  September,  after  further  consideration, 
your  committee  reconfirmed  to  the  Council  its 
recommendation  of  June,  1964. 

Respectfully  submitted, 

James  M.  Blake.  M.D.,  Chairman 

Section  55  {see  180) 

Annual  Report  of  Committee  on  Constitution  and 
Bylaws 

To  the  House  of  Delegates,  Gentlemen: 

The  members  of  the  Council  Committee  on 
Constitution  and  Bylaws  are  as  follows: 


Ezra  A.  Wolff,  M.D.,  Chairman Queens 

Marvin  Brown,  M.D Oswego 

Norman  C.  Lyster,  M.D Chenango 

William  F.  Martin,  Esq., 

ex  officio New  York 


The  committee  has  reviewed  all  suggested 
changes  in  constitutions  and  bylaws  submitted 
to  it  from  county  societies  and  district  branches, 
and  has  made  recommendations  thereon  to  the 
Council. 

The  chairman  extends  his  sincere  thanks  to 
his  fellow  committee  members  and  to  the  mem- 
bers of  the  Society’s  staff,  especially  Miss  Doris 
K.  Dougherty,  who  have  had  a part  in  the  prep- 
aration and  transmission  of  the  frequently 
voluminous  material  involved. 

Respectfully  submitted, 

Ezra  A.  Wolff,  M.D.,  Chairman 

Section  56  {see  66,  179 ) 

Annual  Reports  of  Student  American  Medical 
Association  Chapters 

Albert  Einstein  College  of  Medicine 

To  the  House  of  Delegates,  Gentlemen: 

The  Student  American  Medical  Association 
chapter  at  the  Albert  Einstein  College  of 
Medicine  has  223  active  members  to  date. 

Its  important  activity  has  been  the  invitation 
to  members  of  the  faculty  and  invited  guest 
speakers,  including  local  county  medical  society 
officials,  in  an  informal  atmosphere,  to  discuss 
organized  medicine,  insurance,  research,  and 
other  paramedical  subjects.  Not  all  of  these 
subjects  have  been  received  enthusiastically, 
but  the  attendance  does  seem  to  be  increasing. 

A questionnaire  has  been  distributed  for  the 
evaluation  of  the  New  Physician,  in  compliance 
with  the  request  of  the  national  office  of 
S.A.M.A.  The  group  has  undertaken  several 
enterprises  for  good  and  welfare,  including  a 
group  microscope  insurance  policy  for  its  mem- 
bers, a survey  of  narcotic  addiction  in  the  United 
States  with  a discussion  of  proposals  for  meeting 
this  threat,  a book  sale  and  microscope  ex- 
change service,  a record  library  for  the  loan  of 
classical  and  jazz  music,  and  the  presentation  of 
classical  movies  at  a nominal  fee,  at  which  pro- 
grams a social  hour  is  held  for  the  group. 

It  is  the  opinion  of  the  adviser  that  the  group 
is  an  alert,  active,  interested  one,  and  that 
promotion  of  its  activities  is  most  desirable. 

Respectfully  submitted, 

Alfred  A.  Angrist,  M.D.,  Adviser 

State  University  of  New  York  at 
Buffalo  School  of  Medicine 

To  the  House  of  Delegates,  Gentlemen: 

The  following  is  a list  of  activities  for  1964  of 
the  Student  American  Medical  Association 
chapter  at  the  State  University  of  New  York  at 
Buffalo  School  of  Medicine: 
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1.  Held  business  meetings  on  the  call  of  the 
president. 

2.  Presented  four  film  showings  for  students 
with  faculty  members  to  discuss  films  on: 
“The  Autonomic  Nervous  System,”  “Mechanics 
of  Respiration,”  “Electrocardiography,”  and 
“Cytology.” 

3.  Had  one  session  with  premedical  students 
with  the  approval  of  the  chairman  of  the 
admissions  committee. 

4.  Planned  a meeting  on  “Religion  in 
Medicine,”  with  local  speakers,  which  had  to  be 
cancelled  because  of  bad  weather. 

5.  Sent  three  representatives  (with  financial 
assistance  from  the  Medical  Society  of  the 
County  of  Erie)  to  the  national  S.A.M.A.  meet- 
ing in  Chicago. 

6.  Sent  one  representative  to  the  chapter 
presidents  conference. 

7.  Plan  a meeting  on  “Investment  Planning” 
for  December  17,  1964. 

8.  Provide  a copy  of  the  New  Physician  for 
each  freshman  student. 

The  chapter  at  present  has  an  active  member- 
ship of  about  35. 

Respectfully  submitted, 
Samuel  Sanes,  M.D.,  Adviser 

Section  57  ( see  184) 

Annual  Report  of  Committee  on  Nursing  Education 

To  the  House  of  Delegates,  Gentlemen: 

The  membership  of  the  Council  Committee 
on  Nursing  Education  is  as  follows: 

Vincent  J.  Tesoriero,  M.D., 


Chairman Kings 

Frank  C.  Nichols,  M.D Nassau 

Charles  M.  Smith,  M.D Seneca 


The  committee  has  held  three  meetings  this 
past  year  with  representatives  of  the  New  York 
State  Nurses  Association.  These  meetings  were 
called  at  the  request  of  the  Association  for  the 
purpose  of  discussing  the  areas  of  existing  and 
emerging  problems,  affecting  the  nurse  and  the 
medical  practitioner,  which  are  the  result  of 
changes  rapidly  taking  place  in  previously  con- 
sidered traditional  areas  of  medical  and  nursing 
practice.  These  changes  are  due  to  the  tre- 
mendous scientific,  technologic,  and  medical  ad- 
vances over  the  past  few  years  with  resulting 
increase  in  the  number  and  type  of  health  care 
facilities  and  the  demand  for  new  and  improved 
health  services. 

The  committee  and  the  representatives  of  the 
Association  agreed  that  control  and  standards  of 
practice  are  the  prerogatives  of  the  individual 
profession  and  further  agreed  that  problems 
arising  from  within  the  area  of  joint  functioning 
could  best  be  solved  through  joint  study  and 
collaborative  effort. 

After  consideration  of  the  problems  related  to 
medical  and  nursing  practice  presented  by  doc- 
tors, nurses,  and  hospital  administrators  and  in 
response  to  requests  by  these  groups  for  inter- 
pretation of  the  role  and  responsibility  of  the 
doctor  and  nurse  in  certain  procedures,  it  was 


agreed  that  a joint  statement  should  be  made  by 
both  State  organizations  setting  forth  general 
guidelines  for  local  hospitals  or  agencies.  It  was 
agreed  further  that  the  decision  as  to  the  role 
and  responsibility  of  the  doctor  and  the  nurse  in 
carrying  out  certain  procedures  in  a hospital  or 
agency  rests  with  the  decision-making  group  of 
the  individual  hospital  or  agency. 

Liaison.  The  following  resolution  was  ap- 
proved at  the  joint  meeting  on  October  6,  1964: 
This  Committee  recommends  that  hospitals 
in  New  York  State  set  up  joint  patient  care 
liaison  committees  of  physicians,  nurses,  and 
hospital  administrators  to  act  as  advisory 
groups  in  outlining  the  role  and  responsibility 
of  the  doctor,  the  nurse,  and  the  employing 
agency  in  the  performance  of  certain  proce- 
dures, and  suggests  that  after  this  statement  is 
approved  by  the  State  Medical  Society  and 
the  State  Nurses  Association,  it  be  presented 
to  the  Hospital  Association  for  consideration 
and  approval. 

The  committee  approved  also  the  following  to 
be  included  in  the  proposed  statement: 

“In  order  to  safeguard  proper  practice  and 
sound  procedure,  the  committee  believes  that 
decisions  to  have  nurses  assume  particular  tasks 
or  therapies  should  be  mutually  agreed  on  by 
the  employing  agency’s  administrative,  medical, 
and  nursing  personnel,  and  alternate  responsi- 
bility for  such  functions  should  be  clearly  under- 
stood by  all. 

“The  following  criteria  are  suggested  as  a 
basis  for  making  these  decisions:  (a)  Condition 
of  patient — diagnosis;  (6)  physical  setting;  (c) 
equipment  available  to  meet  emergency  situa- 
tions; (d)  availability  of  emergency  medical 
team;  (e)  knowledge,  skills,  and  expertness  of 
nurse — updating  of  nurse’s  knowledge;  (/) 
availability  of  medical  and  nursing  personnel  to 
give  care;  ( g ) analysis  and  testing  of  new  pro- 
cedure before  individual  responsibilities  are 
determined.” 

Procedures.  The  following  specific  proce- 
dures were  discussed: 

1.  Closed  Chest  Cardiac  Massage  for  Resusci- 

tation— Discussion  brought  out  the  fact  that 
many  nurses  are  trained  in  closed  chest  cardiac 
massage  but  are  instructed  not  to  take  the 
responsibility  of  using  it;  the  committee  went 
on  record  as  follows:  “This  committee  feels 

that,  subject  to  the  decision  of  any  hospital,  in 
the  absence  of  and  until  a physician  can  take 
over,  a registered  professional  nurse  properly 
trained  in  this  procedure  should  institute  and 
carry  out  closed  chest  cardiac  massage  which  is 
primarily  a medical  procedure.” 

2.  Administration  of  Investigational  Drugs — 
It  was  reported  that  not  all  hospitals  have  com- 
mittees on  experimental  research  and  that  many 
times  nurses  are  not  briefed  as  to  expected  reac- 
tions, side  effects,  and  so  forth  in  the  administra- 
tion of  investigational  drugs. 

It  was  agreed  by  both  groups  that  written 
guidelines  covering  such  areas  as  expected  reac- 
tions, side  effects,  and  so  forth,  should  be  avail- 
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able  to  the  nurse  regarding  administration  of 
investigational  drugs  and  should  these  directions 
not  be  available  the  nurse  should  not  administer 
such  drugs. 

3.  Administration  of  Anesthesia  During  Labor 
— The  committee  expressed  itself  as  feeling  that 
either  an  anesthesiologist  or  a nurse  anesthetist 
should  be  available  night  and  day  and  recom- 
mended that  nurses  not  trained  in  anesthesia  not 
be  allowed  to  administer  it. 

4.  Insertion  of  Catheter  in  Veins — Inserting  a 
catheter  in  veins  is  considered  illegal  for  nurses 
to  perform,  and  this  raises  a problem  in  hos- 
pitals which  do  not  have  house  physicians  avail- 
able to  do  these  procedures.  This  matter  is  to 
be  discussed  at  the  next  meeting  of  the  com- 
mittee. 

Miscellaneous.  John  M.  Galbraith,  M.D., 
has  suggested  that  married  members  of  the 
nursing  profession  who  return  to  practice  be 
allowed  an  additional  income  tax  exemption  for 
baby  sitters.  Investigation  of  this  matter  re- 
veals that  there  is  no  such  bill  proposed  in  the 
Ways  and  Means  Committee.  However,  Sec- 
tion 212  of  the  Revenue  Act  of  1964  does  provide 
an  additional  reduction  for  working  mothers 
into  which  category  such  registered  nurses  would 
fall. 

Resolution  64-61,  “Amelioration  of  Nursing 
Shortage,”  submitted  by  the  Westchester 
County  Medical  Society,  was  forwarded  to  the 
Nurse  Advisory  Council  of  the  State  Education 
Department  for  action.  The  citizenship  re- 
quirement for  a license  in  nursing  was  eliminated 
by  State  law  in  April,  1964. 

Further  action  to  alleviate  the  nursing  short- 
age is  contained  in  the  Federal  Nurse  Training 
Act  of  1964.  The  provisions  of  the  act  include 
construction  grants,  project  grants,  partial  re- 
imbursement for  costs  to  diploma  schools, 
traineeships  for  advanced  training,  and  loan 
funds  available  to  nursing  students. 

The  New  York  State  Nurses  Association  plans 
to  have  an  exhibit  on  nursing  care  at  the  State 
Society’s  annual  meeting  in  February.  The 
booth  space  will  be  given  to  the  Association 
without  charge. 

The  1963  report  of  the  Council  Committee  on 
Nursing  Education  was  sent  to  the  National 
League  for  Nursing.  This  was  favorably  re- 
ceived and  was  distributed  by  the  League  to  its 
various  departments. 

Respectfully  submitted, 

Vincent  J.  Tesoriero,  M.D.,  Chairman 

Section  58  ( see  185 ) 

Annual  Report  of  Committee  on  Medicine  and 
Religion 

To  the  House  of  Delegates,  Gentlemen: 

The  Council  Committee  on  Medicine  and 
Religion  is  composed  of  the  following  members: 

Solomon  Schussheim,  M.D.,  Chairman. . Kings 

Charles  M.  Smith,  M.D Seneca 

Your  committee  notes  with  regret  the  death 


of  William  T.  Boland,  M.D.,  who  had  served  as 
chairman  of  this  committee  since  its  formation. 

The  committee  met  in  April  with  Rev.  Paul  B. 
McCleave,  director  of  the  Department  of  Medi- 
cine and  Religion  of  the  American  Medical 
Association,  and  his  assistant,  Mr.  Arne  E. 
Larson,  to  discuss  ways  of  implementing  the 
program  designed  to  create  a climate  in  which 
the  physician  and  the  clergyman  may  commu- 
nicate relative  to  the  total  care  and  treatment  of 
the  patient,  as  approved  by  the  House  of  Dele- 
gates at  its  1964  meeting. 

The  committee  approved  the  following  outline 
of  procedure: 

1.  Pilot  programs  to  gain  experience; 

2.  Presentations  on  a district  or  regional 
basis  by  Mr.  Larson  and  members  of  this  com- 
mittee to  interest  county  medical  societies; 

3.  Approval  by  county  societies; 

4.  Appointment  of  local  committees  by 
county  society  presidents. 

Areas  chosen  for  pilot  programs  are  Nassau 
County,  Monroe  County,  and  Chemung  County. 
Nassau  County  has  held  an  organization  meet- 
ing. These  counties  were  chosen  to  gain  experi- 
ence in  New  York  State  in  urban,  suburban,  and 
rural  areas. 

The  committee  has  suggested  that  the  field 
staff  of  the  State  Society  be  used  to  implement 
this  program  and  that  the  interest  of  the  execu- 
tive secretaries  of  the  various  county  medical 
societies  be  aroused  and  their  aid  enlisted  in 
promoting  this  program. 

Respectfully  submitted, 

Solomon  Schussheim,  M.D.,  Chairman 

Section  59  ( see  186 ) 

Annual  Report  of  Committee  on  Disaster  Medical 
Care 

To  the  House  of  Delegates,  Gentlemen: 

The  Special  Committee  on  Disaster  Medical 
Care  consists  of  the  following: 


Edward  A.  Burkhardt,  M.D., 

Chairman New  York 

Vincent  C.  Webb,  M.D Nassau 

Irving  G.  Frohman,  M.D Queens 

James  H.  Lade,  M.D.,  Adviser Albany 


During  the  past  year  the  committee  has 
worked  to  improve  the  disaster  medical  care 
program.  The  legally  constituted  civil  defense 
organizations  have  not  fully  utilized  voluntary 
medical  specialty  groups.  This  relationship 
must  be  fostered  at  the  local  level.  Hospital 
planning  and  training  has  been  encouraged. 

The  yearly  activities  of  the  Genesee  County 
Medical  Society  must  again  be  commended  for 
their  excellent  exercise.  This  program  has  been 
sponsored  by  Joseph  S.  Diasio,  M.D.  Demon- 
strations of  the  emergency  hospital  have  been 
continued  by  the  New  York  State  Department 
of  Health. 

The  chairman  attended  the  15th  National 
Conference  on  Disaster  Medical  Care,  sponsored 
by  the  American  Medical  Association. 
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We  plan  to  evaluate  the  activities  of  disaster 
medical  care  at  the  county  level  during  1965. 

Respectfully  submitted, 

Edward  A.  Burkhardt,  M.D.,  Chairman 

Section  60  {see  187) 

Annual  Report  of  Committee  on  Liaison  with 
National  Aeronautics  and  Space  Administration 

To  the  House  of  Delegates,  Gentlemen: 

The  Liaison  Committee  with  the  National 
Aeronautics  and  Space  Administration  consists 
of  the  following: 

Constantine  D.  J.  Generales,  Jr.,  M.D., 


Chairman New  York 

William  Antopol,  M.D New  York 

Harry  Dan  Vickers,  M.D Herkimer 


On  June  26  I was  informed  of  the  official 
establishment  of  the  committee;  thereupon 
contact  was  made  with  the  administrator  of 
NASA,  James  E.  Webb,  announcing  our 
purpose.  George  Kanuf,  M.D.,  deputy  director 
of  space  medicine  of  NASA,  replied  on  August 
12  in  very  congratulatory  terms,  stating  also 
that  he  would  be  delighted  to  come  to  New 
York  City  to  meet  with  our  committee.  I 
answered  immediately  that  we  would  be  most 
happy  to  exchange  views  with  him  at  some  time 
in  the  very  near  future.  In  July  I met  person- 
ally with  Dr.  Antopol;  in  August  and  again 
in  October  I met  with  Dr.  Vickers.  Our  discus- 
sions covered  procedural  matters  as  well  as 
other  areas  related  to  our  Section  on  Space 
Medicine. 

Due  to  the  fact  that  the  structure  of  NASA — - 
from  the  administrative  viewpoint — is  subject 
to  political  discussions  which  affect,  to  a certain 
degree,  scientific  progress,  and,  bearing  in  mind 
the  present  pending  elections,  which  may  result 
in  the  appointment  of  a new  administrator 
as  head  of  NASA,  we  shall  have  to  wait  until 
decisions  from  higher  up  are  made  before  we  can 
achieve  something  more  tangible. 

I would  like  to  add  that  since  this  is  a new 
committee  in  a rather  new  field,  we  must 
naturally  endure  this  difficult  period  of  “growing 
pains.” 

However,  the  future  relationship  between  the 
Medical  Society  of  the  State  of  New  York,  the 
National  Aeronautics  and  Space  Administration, 
and  the  International  Astronautical  Federation 
looks  bright. 

Respectfully  submitted, 

Constantine  D.  J.  Generales,  Jr.,  M.D., 
Chairman 


Annual  and  Supplementary  Reports* 

Section  61  {see  194)  Report  65- A 

Annual  Report  of  the  Subcommittee  on 
Accident  Prevention 

To  the  House  of  Delegates,  Gentlemen: 

The  Subcommittee  on  Accident  Prevention 
consists  of  the  following: 

James  R.  McCarroll,  M.D.,  Chairman 


New  York 

Harold  Brandaleone,  M.D New  York 

Irving  Cramer,  M.D Oneida 

Milton  Helpern,  M.D New  York 

Robert  H.  Kennedy,  M.D New  York 


Arthur  S.  Abramson,  M.D.,  Adviser.  . .Bronx 

Goodwin  M.  Breinin,  M.D .,  Adviser 

New  York 

Richard  H.  Freyberg,  M.D.,  Adviser 

New  York 

Norman  Plummer,  M.D.,  Adviser  New  York 
Abraham  M.  Rabiner,  M.D.,  Adviser.  Kings 
Edward  R.  Schlesinger,  M.D.,  New  York  State 
Department  of  Health,  Adviser.  . . Albany 
Reginald  R.  Steen,  M.D.,  Adviser.  . Nassau 

The  principal  activity  for  1964  of  the  Sub- 
committee on  Accident  Prevention  was  to  review 
the  various  measures  submitted  to  the  State 
Legislature  concerning  medical  aspects  of  traffic 
safety.  Comment  and  opinion  on  the  feasibility 
of  various  measures  was  solicited  from  the 
appropriate  consultants  of  the  subcommittee. 
These  measures  have  been  discussed,  and  recom- 
mendations have  been  forwarded  to  the  parent 
Committee  on  Public  Health  and  Education 
for  action. 

The  most  important  of  these  bills,  from  the 
standpoint  of  the  medical  profession,  was  the 
successful  passage  and  signing  by  the  Governor 
of  the  “Good  Samaritan  Bill”  exempting  from 
unjustified  law  suits  physicians  who  stop  to 
render  emergency  care  at  roadside  accidents. 
Let  us  hope  that  the  passage  of  this  law  will 
encourage  physicians  to  stop  and  render  emer- 
gency medical  care  at  accident  sites. 

A national  conference  on  medical  aspects  of 
driver  safety  was  held  under  the  auspices  of  the 
American  Medical  Association  in  Chicago  in 
November,  1964,  and  the  Medical  Society  of 
the  State  of  New  York  was  represented  by  Dr. 
McCarroll  as  chairman  of  the  Subcommittee  on 
Accident  Prevention.  All  phases  of  the  many 
problems  involved  in  driver  licensure  were  dis- 
cussed at  this  meeting,  and  it  is  hoped  that  a 
series  of  recommendations  may  eventually  be 
developed  which  can  serve  as  guidelines  to  the 
various  state  legislatures  and  state  medical 
societies  in  preparing  recommendations  on 
medical  limitations  on  driver  licensure. 

Respectfully  submitted, 

James  R.  McCarroll,  M.D.,  Chairman 

* Reports  in  the  following  sections  are  annual  reports  which 
were  received  too  late  for  publication  in  the  Convention  Issue 
of  the  New  York  State  Journal  of  Medicine  or  supple- 
mentary reports  which  therefore  were  distributed  to  the 
House  at  the  opening  session. 
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Section  62  ( see  196 ) Report  65-B 

Annual  Report  of  the  Subcommittee  on 
Aging  and  Nursing  Homes 

To  the  House  of  Delegates,  Gentlemen: 

The  membership  of  the  Subcommittee  on 
Aging  and  Nursing  Homes  is  as  follows: 

Samuel  R.  Powers,  Jr.,  M.D.,  Chairman 
Albany 


Marcelle  T.  Bernard,  M.D Bronx 

Ben  Albert  Borkow,  M.D Kings 

Stephen  A.  Graczyk,  M.D. Erie 

Lawrence  S.  Kryle,  M.D Nassau 


Sidney  M.  Samis,  M.D.,  New  York  City  De- 
partment of  Hospitals,  Adviser  New  York 

George  M.  Warner,  M.D.,  New  York  State 
Department  of  Health,  Adviser  ....  Albany 

During  the  past  year  the  Subcommittee  on 
Aging  and  Nursing  Homes  has  continued  its 
interest  in  the  improvement  of  medical  care  in 
nursing  homes  in  New  York  State  and  has 
studied  two  plans  for  accreditation.  These  are: 

I.  The  plan  of  the  American  Medical  Asso- 
ciation and  the  American  Nursing  Home  Associ- 
ation, to  be  administered  on  a national  level, 
through  the  National  Council  for  Accreditation 
of  Nursing  Homes  and  Related  Facilities,  Inc. 
This  program,  which  is  voluntary,  is  being  ad- 
ministered from  the  Chicago  office  through  a 
small  staff  of  surveyors,  not  necessarily  limited 
to  a specific  geographic  area.  The  National 
Council  has  adopted  a policy  of  assuming  full 
responsibility  for  accreditation  and  will  not 
request  state  review  boards  to  process  individ- 
ual applications.  The  subcommittee  has  agreed 
that  this  program  has  high  accreditation  stand- 
ards. 

II.  The  plan  of  the  New  York  State  De- 
partment of  Social  Welfare,  a proposed  new  in- 
terpretation of  existing  laws,  which  would 
result  in  new  rules  and  regulations  for  nursing 
homes  and  which,  in  effect,  would  become  the 
law  of  New  York  State.  This  program  has 
been  developed  through  recommendations  from 
the  various  recognized  agencies  involved,  in- 
cluding the  Medical  Society  of  the  State  of 
New  York,  the  New  York  State  Department  of 
Health,  the  New  York  State  Hospital  Associa- 
tion, and  the  New  York  State  Nursing  Home 
Association,  as  well  as  other  agencies. 

The  subcommittee  believes  that  this  program 
is  excellent  with  maybe  even  higher  standards 
than  those  of  the  American  Medical  Association 
and  American  Nursing  Homes  Association 
program.  The  Department  of  Social  Welfare 
has  an  existing  staff  of  surveyors  to  implement 
the  program. 

The  subcommittee  recommended  to  the  Coun- 
cil that  the  Medical  Society  of  the  State  of  New 
York  go  on  record  as  feeling  that  the  suggested 
regulations  of  the  New  York  State  Department 
of  Social  Welfare  for  the  accreditation  of 
nursing  homes  adequately  meet  the  needs  of  this 
State  and  that  since  these  regulations  once  in 
effect  will  become  law,  other  accreditation 
programs  are  deemed  superfluous  in  New  York 
State.  The  Council  tabled  the  recommendation. 


In  making  the  above  recommendation,  the 
subcommittee  considered  the  following  points: 

1.  The  wisdom  of  organized  medicine  work- 
ing with  a nonprofessional  organization  in 
setting  up  standards. 

2.  The  problems  which  might  arise  when  a 
nursing  home  is  turned  down  by  the  stricter 
Welfare  Department  code,  but  is  accredited  by 
the  National  Council. 

3.  The  fact  that  all  the  professional  agencies 
involved  were  represented  on  committees  study- 
ing the  Social  Welfare  Department’s  proposed 
regulations,  including  the  Medical  Society  of 
the  State  of  New  York. 

4.  Consideration  of  the  fact  that  since 
problems  vary  in  different  localities,  there 
should  be  some  local  representation  on  accredi- 
tation committees. 

At  a meeting  of  the  Joint  Council  on  Health 
Care  for  the  Aged,  your  chairman  pointed  out 
that  one  of  the  principal  reasons  why  the  Kerr- 
Mills  Law  is  not  working  as  well  as  it  should  is 
that  physicians,  nursing  home  operators,  and 
others  have  no  idea  how  to  use  it.  As  a result 
a meeting  was  held  for  a four-county  area  in 
June  at  which  authoritative  information  on  how 
the  Metcalf-McCloskey  Law  works  in  New 
York  State  was  presented. 

Projects  being  conducted  in  this  field  by  the 
State  Health  Department  are:  a study  of  the 

historical  development  of  nursing  homes  in 
New  York  State;  the  training  of  nursing  home 
nurses,  through  television  and  films  (a  joint 
program  with  the  New  York  City  Health  De- 
partment; these  films  will  be  made  available  for 
use  throughout  the  State);  the  three-year  pro- 
gram to  improve  care  of  patients  in  nursing 
homes  in  Niagara  by  using  all  facilities  in  a 
community;  and  the  study  of  staffing  needs  for 
the  new  county  home  infirmary  being  conducted 
in  Nassau  County. 

Respectfully  submitted, 

Samuel  R.  Powers,  Jr.,  M.D.,  Chairman 

Section  63  ( see  200 ) Report  65-C 

Annual  Report  of  the  Subcommittee  on  Diabetes 

To  the  House  of  Delegates,  Gentlemen: 

The  Subcommittee  on  Diabetes  consists  of 
the  following: 

Henry  E.  Marks,  M.D.,  Chairman.  New  York 

Arthur  H.  Dube,  M.D Onondaga 

Milton  H.  Handelsman,  M.D Kings 

George  M.  Warner,  M.D.,  New  York  State 
Department  of  Health,  Adviser.  . Albany 

Frederick  Miebach,  American  Diabetes  Associ- 
ation, Adviser New  York 

The  activities  of  the  subcommittee  during  1964 
have  been  directed  chiefly  toward  interesting 
the  county  medical  societies  in  setting  up  active 
diabetes  subcommittees  and  informing  them  of 
the  activities  in  which  these  subcommittees 
should  engage. 

In  the  areas  of  professional  and  public  edu- 
cation and  diabetes  casefinding,  the  county 
medical  society  committees  should  maintain 
contact  with  the  American  Diabetes  Association, 
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through  its  affiliates  in  those  counties  having 
them  or  through  its  headquarters  in  New  York 
City.  Assistance  is  available,  both  as  to 
materials  and  as  to  guidance,  through  the 
American  Diabetes  Association,  through  local 
and  state  health  departments,  and  through  the 
State  subcommittee. 

Reports  have  not  yet  come  in  as  to  the  number 
of  county  medical  societies  which  took  part  in 
the  November  diabetes  detection  drive,  but  it  is 
believed  that  a good  number  of  counties  had  ac- 
tive programs,  either  initiated  by  themselves 
or  in  cooperation  with  local  American  Diabetes 
Association  affiliates. 

It  is  especially  important  that  the  county 
medical  society  subcommittees  be  responsible 
for  programs  of  professional  education  on  cur- 
rent developments  in  the  understanding  and  the 
treatment  of  diabetes.  The  diabetes  subcomit- 
tees  should  bring  to  the  attention  of  prac- 
titioners the  new  publication  of  the  American 
Diabetes  Association  entitled  “Diabetes  Melli- 
tus,  Its  Diagnosis  and  Treatment,”  available 
from  the  American  Diabetes  Association,  18 
East  48th  Street,  New  York,  New  York  10017. 

This  subcommittee  is  continuing  to  pursue  the 
proposed  project  for  including  in  the  school 
health  examination  a postprandial  urine  test  on 
all  children  and  a question  as  to  the  family 
history  of  diabetes,  with  informative  literature 
for  the  parents  of  those  children  having  a positive 
family  history. 

Respectfully  submitted, 

Henry  E.  Marks,  M.D.,  Chairman 

Section  64  (see  201 ) Report  65-D 

Annual  Report  of  the  Subcommittee 
on  Film  Review 

To  the  House  of  Delegates,  Gentlemen: 

The  Subcommittee  on  Film  Review  is  com- 
posed of  the  following  members: 

Kenneth  B.  Olson,  M.D.,  Chairman.  .Albany 

James  J.  Quinlivan,  M.D.,  New  York  State 
Department  of  Health,  Adviser . . . Albany 

This  past  year,  the  Subcommittee  on  Film 
Review  has  functioned  chiefly  through  the  New 
York  State  Department  of  Health.  Two  hun- 
dred and  nineteen  new  films  were  reviewed  and 
114  were  approved  and  added  to  the  Depart- 


1963 

Individual 


Category 

Shipments 

Private  physicians 

147 

Medical  staffs  of  hospitals 

714 

Medical  schools 

150 

Pharmacy  schools 

0 

Nursing  schools 

2,724 

Public  health  staffs 

627 

Voluntary  health  agencies 

366 

C olleges — Biosciences 

333 

Totals 

5,061 

ment’s  Film  Library.  Fifty  of  the  114  films 
added  were  medical  and  nursing  films.  Mr. 
John  J.  Tiley,  the  supervisor  of  the  Film  Library, 
was  able  to  send  reviews  of  these  films  to  the 
New  York  State  Journal  of  Medicine  for 
publication. 

The  subcommittee  is  happy  to  report  that 
there  has  been  a continuous  upward  trend  in 
film  shipments,  attendance,  and  the  number  of 
times  each  film  was  shown.  The  following 
totals  for  the  past  four  years  show  the  steady 
growth  of  the  combined  libraries: 


Year 

Films 

Shipped 

Number 
of  Times 
Films 
Shown 

Attendance 

1961 

22,134 

41,475 

1,656,304 

1962 

23,834 

45,503 

2,117,090 

1963 

24,207 

48,252 

2,366,334 

1964 

25,983 

48,603 

2,836,001 

There  has  been  an  increase  also  in  the  use  by 
medical  staffs  of  hospitals  and  medical  schools  as 
shown  by  the  two-year  comparison  of  the  film 
activities  of  medical  and  nursing  films  listed  in 
the  professional  film  catalog  and  supplement 
outlined  below. 

Respectfully  submitted, 

Kenneth  B.  Olson,  M.D.,  Chairman 

Section  65  (see  29,  204)  Report  65-E 

Supplementary  Report  of  the  Subcommittee 
on  Heart  Disease 

To  the  House  of  Delegates,  Gentlemen: 

At  its  meeting  in  December  the  Subcommittee 
on  Heart  Disease  heard  reports  from  its  chair- 
man on  the  National  Stroke  Conference  in 
Chicago,  October,  1964,  and  from  Dr.  Ershler 
on  the  Second  National  Conference  on  Cardio- 
vascular Diseases  in  Washington  the  end  of 
November,  1964.  Your  chairman  found  the 
conference  extremely  well  organized  and  al- 
though nothing  new  or  startling  was  developed, 
the  conference  dealt  with  the  implications  of  the 
entire  stroke  program,  financial  problems  as 
well  as  medical  problems,  and  the  total  needs  of 
the  stroke  patient  and  his  family. 

Dr.  Ershler  reported  that  among  the  topics 
discussed  at  the  National  Conference  on  Cardio- 


1964 


Films  Used 

Individual 

Shipments 

Films  Used 

201 

303 

477 

1,251 

1,700 

3,054 

237 

321 

503 

0 

3 

3 

5,229 

4,781 

7,398 

1,050 

793 

1,377 

537 

503 

771 

575 

755 

1,182 

9,080 

9,159 

14 , 765 
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vascular  Diseases  were  education,  community 
service,  and  research  and  that  the  conference 
was  most  interesting  and  inspiring.  He  also 
reported  that  $500  is  available  for  each  Heart 
Association  affiliate  to  plan  the  implementation 
of  a program  of  community  service  and  educa- 
tion in  each  state. 

During  the  coming  year  the  subcommittee 
plans  to  stimulate  the  setting  up  of  programs  in 
local  areas  through  county  medical  societies. 
Suggestions  for  the  implementation  of  such 
programs  are  (1)  a check  list  of  all  existing 
facilities  in  the  local  areas,  (2)  the  education  of 
physicians  in  the  management  of  the  stroke 
patient,  (3)  dissemination  of  material  available 
to  the  physician  and  the  public  on  stroke,  and 
the  education  of  the  public.  Suggested  methods 
for  reaching  the  county  societies  were  the  New 
York  State  Journal  of  Medicine  and  the 
Society’s  News  of  New  York;  the  establishment 
of  heart  committees  in  the  various  counties  not 
having  them;  and  the  possibility  of  forming 
committees  on  a district  branch  basis  to  take 
care  of  the  smaller  counties. 

The  subcommittee  approved  a stroke  infor- 
mation questionnaire  now  in  use  in  Nassau 
County  where  it  is  attached  to  the  chart  of 
cardiovascular  patients  and  a carbon  copy  is 
sent  to  the  Nassau  Heart  Association’s  stroke 
committee. 

The  subcommittee  recommended  to  the 
executive  committee  of  the  Council  that  this 
questionnaire  be  approved  and  that  the  cooper- 
ation of  the  Heart  Associations,  the  State  Health 
Department,  and  the  New  York  State  Hospital 
Association  be  sought  in  suggesting  that  it  be 
used  in  all  hospitals  in  New  York  State.  The 
executive  committee  approved  the  use  of  the 
questionnaire  providing  it  does  not  violate 
paragraph  (J)  Section  206,  Title  I of  the  Public 
Health  Law  of  New  York  State. 

As  of  July,  1964,  6,000  physicians  and  ap- 
proximately 2,000  other  personnel  have  been 
trained  in  cardiopulmonary  resuscitation  under 
the  joint  program  of  the  New  York  State  De- 
partment of  Health  and  the  State  Medical 
Society.  Advanced  courses  in  this  field  have 
been  set  up  in  six  regions  and  one  physician  from 
each  hospital  in  the  area  has  been  invited  to 
review  phase  one  of  the  program  and  to  continue 
with  a course  in  treatment  before  and  after 
defribrillation.  These  physicians  are  then  asked 
to  go  back  to  their  own  hospitals  and  to  see  to 
it  that  the  instruction  of  physicians  in  the  area  is 
continued  and  also  to  participate  in  any  educa- 
tional program  the  community  feels  it  should 
have. 

Respectfully  submitted, 

Marjorie  Greene,  M.D.,  Chairman 

Section  66  ( see  56,  1 79)  Report  65-F 

Annual  Report  of  the  Student  American  Medical 
Association  Chapter,  State  University  of  New 
York  Upstate  Medical  Center  at  Syracuse 

To  the  House  of  Delegates,  Gentlemen: 

During  the  past  year  the  Syracuse  chapter  of 


the  Student  American  Medical  Association  has 
kept  this  adviser  busy  on  many  projects.  At 
my  request  the  student  leaders  prepared  the 
following  summary  of  its  past  and  current  ac- 
tivities. All  of  this  work  has  been  done  with 
the  advice  and  guidance  of  the  chapter’s  ad- 
visory committee  of  which  I am  a member. 

1964  S.A.M.A.  ACTIVITIES 

The  Student  American  Medical  Association 
chapter  at  Syracuse  has  endeavored  to  advance 
technical,  educational,  ethical,  and  social  aspects 
of  medicine  on  a local  and  national  level  during 
the  past  year.  The  members  of  the  chapter 
participate  in  activities  through  volunteer  com- 
mittee appointments  in  areas  of  individual 
interest. 

On  a local  level,  committees  have  been  es- 
tablished dealing  with  social  events,  careers  in 
medicine,  guest  lecturers,  and  intern  and  resi- 
dency stipends.  This  year,  for  the  first  time, 
members  of  S.A.M.A.  will  meet  with  about 
2,000  local  high  school  students  interested  in 
higher  education  to  discuss  careers  in  medicine. 
This  program  is  based  on  voluntary  participa- 
tion and  is  being  undertaken  to  bring  more 
qualified  people  into  medicine  and  its  allied 
fields. 

An  effort  to  help  all  men  and  women  yet  to 
enter  internship  and  residency  training  was  the 
committee  report  on  internship  and  residency 
stipends.  The  report  was  the  result  of  a year’s 
study  of  the  problem  of  inadequate  stipends  and 
had  the  objective  of  setting  a “minimum  wage” 
in  this  locality.  The  study  set  the  minimum 
wage  in  this  area  at  $5,700  per  year  based  on  the 
cost  of  living  in  the  Syracuse  area  as  defined  by 
physicians,  house  officers,  and  average  wages 
in  Syracuse  area  industries.  The  report  was 
submitted  to  the  hospitals  in  Syracuse  who  have 
or  expect  to  have  house  officers  in  the  future. 

The  S.A.M.A.  semiformal  dance  is  one  of  the 
social  highlights  of  the  season.  This  year  the 
dance  was  held  in  October  with  a Halloween 
theme  and  was  a great  success  with  more  than 
300  students  and  faculty  in  attendance.  Also 
for  the  first  time  this  year  physicians  in  the  area 
were  asked  to  become  patrons  of  the  dance^by 
making  a contribution  to  the  S.A.M.A.  scholar- 
ship fund.  It  is  hoped  that  eventually  this 
fund  will  provide  a full  tuition  scholarship  to 
one  medical  student  each  year. 

In  the  fall  of  1964  S.A.M.A.  brought  to  the 
medical  center  a new  program  to  add  to  the 
social  schedule.  This  is  called  the  S.A.M.A. 
Film  Festival  and,  with  the  aid  of  the  medical 
school  facilities,  on  selected  Friday  evenings 
throughout  the  school  year  classical  movies 
are  shown  to  an  audience  of  students,  faculty, 
and  physicians.  The  program  has  been  a very 
successful  venture  with  the  sale  of  over  350 
season  tickets. 

Each  year  S.A.M.A.  sponsors  guest  lecturers 
on  a wide  variety  of  topics  to  speak  to  the  stu- 
dent body  and  faculty.  This  year  Guy  F. 
Robbins,  M.D.,  from  Memorial  Hospital  for 
Cancer  and  Allied  Diseases,  New  York  City, 
spoke  on  “Cancer  of  the  Breast.”  The  second 
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speaker  was  Milton  Helpern,  M.D.,  chief  medi- 
cal examiner  for  the  City  of  New  York,  who 
spoke  on  “The  Official  Investigation  of  Sudden, 
Violent,  and  Suspicious  Death.”  Topics  in  the 
past  have  been  on  a technical  medical  subject; 
however,  future  talks  will  revolve  around  para- 
medical topics  which  are  not  discussed  in  the 
regular  medical  curriculum  in  a concentrated 
fashion. 

We  of  the  Upstate  Medical  Center  S.A.M.A. 
chapter  owe  a great  deal  of  appreciation  to  the 
members  of  the  county  medical  societies  of  the 
Fifth  and  Sixth  District  Branches  for  their 
participation  in  the  S.A.M.A.  fund  which  was 
established  in  1963  at  a joint  meeting  of  the  two 
district  branches.  Money  donated  by  local 
medical  societies  is  used  to  bring  speakers  to 
the  medical  center,  to  send  delegates  to  regional 
and  national  conventions,  and  to  carry  on  the 
work  at  the  chapter  level. 

We  hope  to  continue  all  the  programs  in  the 
coming  years  and  to  add  new  ones  as  time 
advances.  We  feel  that  by  working  together 
every  graduate  physician  will  benefit  by  our 
activities  in  the  many  years  of  medical  practice 
ahead. 

The  report  was  prepared  by  P.  William 
Haake,  past-president  of  the  chapter. 

Respectfully  submitted, 

Irving  L.  Ershler,  M.D.,  Adviser 

Section  67  {see  237)  Report  65-G 

Annual  Report  of  the  Subcommittee 
on  Liaison  with  Veterans  Administration 

To  the  House  of  Delegates , Gentlemen: 

The  Subcommittee  on  Liaison  with  Veterans 
Administration,  of  the  Economics  Committee, 
consists  of  the  following: 

Herbert  H.  Bauckus,  M.D.,  Chairman.  .Erie 

James  L.  Palmer,  M.D Broome 

A request  was  received  from  S.  A.  Franken- 
thaler,  M.D.,  clinic  director  of  the  U.S.  Veter- 
ans Administration  Regional  Office,  on  October 
15,  1964,  for  a meeting  with  your  subcommittee 
because  the  central  office  of  the  Veterans 
Administration  requested  that  the  California 
plan  of  relative  values  be  introduced  into  the 
fee  schedule  instead  of  the  present  schedule  now 
being  used  under  the  veterans  program. 

Your  subcommittee  met  on  November  21, 
1964,  with  Dr.  Frankenthaler  and  his  representa- 
tives. 

It  was  agreed  that  the  following  conversion 
factors  should  apply  to  the  unit  values  in  the 
schedule,  effective  July  1,  1965,  through  June 


30,  1966: 

(1)  Medicine  section 5.0 

(2)  Surgery  section 4.25 

(3)  Radiology  section 5.0 

(4)  Laboratory  section 5.0 

The  following  exceptions  are  made  during 

this  period: 

Item  9014 3.0 

Item  9051 3.0 

Item  9052 3.75 


For  the  period  July  1,  1966,  through  June  30, 
1967,  the  conversion  factors  will  be  as  above  in 
all  instances  as  outlined  in  items  (1),  (2),  (3), 
and  (4). 

For  the  fiscal  years  1966  and  1967,  under 
Code  9415,  Desensitization,  all  allergens,  will 
be  15  units  in  lieu  of  “By  Report”  and  under 
Code  9466,  physical  therapy,  home  visits,  will 
be  1.5  units  in  lieu  of  “By  Report.” 

These  recommendations  were  referred  to  the 
executive  committee  of  the  Medical  Society  of 
the  State  of  New  York  at  its  December  16, 
1964,  meeting  and  were  approved.  A letter 
was  addressed  to  Dr.  Frankenthaler  under  date 
of  December  18,  1964,  by  Henry  I.  Fineberg, 
M.D.,  executive  vice-president,  outlining  the 
subcommittee’s  recommendations  which  were 
accepted  by  the  Veterans  Administration. 

No  other  matters  have  been  received  for  the 
attention  of  your  subcommittee.  Your  sub- 
committee wishes  to  recommend  the  Letter  of 
Agreement  be  negotiated  with  the  Veterans 
Administration  for  the  period  June  30,  1965, 
through  June  30,  1967. 

We  are  indebted  to  the  chairman  of  the  Com- 
mission on  Medical  Services,  John  C.  McClin- 
tock,  M.D.,  and  G.  Rehmi  Denton,  M.D., 
chairman  of  the  Economics  Committee,  for 
their  support. 

The  subcommittee  expresses  its  appreciation 
to  Mr.  George  P.  Farrell  and  his  secretary, 
Mrs.  Alice  Arana,  for  their  assistance. 

Respectfully  submitted, 

Herbert  H.  Bauckus,  M.D.,  Chairman 

Section  68  {see  167 ) Report  65-J 

Annual  Report  of  War  Memorial  Committee 

To  the  House  of  Delegates,  Gentlemen: 

The  War  Memorial  Committee  consists  of 
the  following  members  of  the  Board  of  Trustees: 

John  M.  Galbraith,  M.D.,  Chairman . Nassau 


Thurman  B.  Givan,  M.D Kings 

Joseph  A.  Lane,  M.D Monroe 


In  this  present  age,  when  the  citizens  of  the 
United  States,  as  well  as  government  agencies 
on  both  local  and  Federal  levels,  are  earnestly 
concerned  with  the  education  of  our  young 
people,  your  War  Memorial  Committee  takes 
deep  pride  in  the  accomplishments  of  the  War 
Memorial  Fund  which  it  administers. 

In  1948  the  House  of  Delegates  set  up  the 
War  Memorial  Fund.  The  membership,  by  a 
voluntary  assessment,  contributed  $240,000 
which  was  wisely  invested.  This  fund  is  a 
splendid  memorial  to  the  physicians  who  lost 
their  lives  in  the  service  of  our  country  in 
World  War  II  and  in  the  Korean  War.  The 
money  in  the  fund,  with  accrued  interest  on 
investments,  is  used  toward  the  college  educa- 
tion of  the  children  of  these  deceased  members, 
in  accredited  colleges  throughout  the  United 
States.  Their  educational  interests  are  diversi- 
fied: there  are  graduate  physicians,  medical 

students,  dentists,  nurses,  teachers,  social 
workers,  diplomatic  personnel,  and  business 
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administration  graduates  among  our  War 
Memorial  Fund  beneficiaries. 

A total  of  $1,200  per  year,  in  three  install- 
ments, is  paid  to  the  mother  for  each  student. 
As  of  this  report,  65  students  have  received 
benefits,  for  periods  ranging  from  one  to  eight 
years  of  college;  12  for  the  1964-1965  school 
year.  With  the  continuous  rise  in  the  cost  of 
tuition,  many  of  our  students  might  not  have 
had  the  opportunity  to  attend  college  and  gradu- 
ate in  their  chosen  fields  without  our  help. 
This  contribution  made  by  doctors  to  the  chil- 
dren of  their  deceased  colleagues  is  impressive. 
The  gratitude  of  the  mothers  and  their  children 
should  be  a source  of  satisfaction  to  the  entire 
State  Society  membership  in  this  concrete 
evidence  of  their  foresightedness  and  generosity. 

Many  letters  in  our  files,  in  which  the  mothers 
write  their  thanks  to  us  and  report  on  the 
progress  of  their  children,  indicate  their  sincere 
appreciation.  A few  excerpts  from  these  letters 
follow: 

Mother  of  five  children  whom  we  have  helped 
over  the  years:  “.  . . My  oldest  son,  C.,  is  now 
practicing  medicine.  May  I thank  you  again 
for  the  wonderful  help  you  have  been  to  me 
throughout  these  years,  in  the  task  of  educating 
my  children.  I am  so  deeply  grateful.” 

Mrs.  S.:  “.  . . My  son  is  in  the  last  semester 

of  his  senior  year  at  Loyola  University  Law 
School  and  will  graduate  in  June.  He  is  a 
student  bar  president  and  was  recently  enrolled 
as  a member  of  Alpha  Sigma  Nu,  the  national 
Jesuit  honor  society.  He  ranks  high  scholasti- 
cally in  his  class.  Once  more,  may  I express  my 
gratitude  to  you  and  all  the  members  of  the  New 
York  State  Medical  Society  for  the  wonderful 
financial  assistance  you  have  given  me  through 
the  years.” 

Mrs.  T.,  daughter  is  a social  worker:  “.  . . the 
generous  action  of  the  War  Memorial  Commit- 
tee has  made  S.’s  education  possible  and  we 
only  wish  we  could  express  more  fully  our  sin- 
cere gratitude.” 

In  administering  the  fund,  each  student  is 
requested  to  send  us  a certificate  signed  by  the 
dean  or  registrar  of  his  college,  three  times  a 
year,  after  which  the  benefit  installments  are 
sent.  Thus  a continuous  liaison  is  kept  up 
between  the  students  and  the  committee. 
Occasionally  the  mothers  call  or  write  regarding 
problems,  and  a real  interest  is  sustained  by  the 
committee  in  their  beneficiaries. 

The  following  is  the  financial  report  as  of 
December  31,  1964: 


Amount 

Total  assessments  received* 

$248,630 

Total  interest  earned* 

78,991 

Total  paid  out  in  benefits 

229,100 

Surplus  of  Fund, 

December  31,  1964 

92 , 083 

Interest  earned,  1964 

4,276 

Payments  to  beneficiaries,  1964 

18,000 

* Since  inception  of  Fund 


The  chairman  thanks  the  committee  for 


their  help  in  administering  the  fund,  and  Miss 
Mollie  Pesikoff  for  her  invaluable  help. 

Respectfully  submitted, 

John  M.  Galbraith,  M.D.,  Chairman 

Section  69  ( see  24,  193 ) Report  65-K 

Supplementary  Report  of  the  Committee 
on  Public  Health  and  Education 

To  the  House  of  Delegates,  Gentlemen: 

The  Committee  on  Public  Health  and  Edu- 
cation considered  the  resolutions  referred  to  it 
by  the  Council  and  has  the  following  to  report: 

Resolution  64-39,  Establishment  of  Multi- 
county Districts  for  State  Health  Planning. — This 
resolution  called  on  this  Society  to  urge  the 
Governor  to  establish  common,  multicounty 
districts  for  planning  in  the  areas  of  health, 
mental  health,  welfare,  and  education.  The 
committee  has  gathered  a great  deal  of  material 
in  this  regard  and  feels  that  further  study  should 
be  made  on  this  proposal. 

In  the  meantime,  two  district  branches  are 
considering  organizing  a branch-wide  grievance 
committee,  and  the  Public  Health  and  Educa- 
tion Committee  is  working  with  the  Subcom- 
mittee on  Cancer  to  form  cancer  committees  on 
a district  basis.  Also  under  discussion  is  the 
possibility  of  district  diabetes  committees. 

Resolution  64-28,  Mental  Hygiene  Fee  Sched- 
ule.— This  resolution  instructs  the  appropriate 
committee  to  call  the  attention  of  the  Com- 
missioner of  Mental  Hygiene  to  the  fact  that 
the  fees  paid  consultants  to  mental  hygiene  insti- 
tutions are  lower  than  fees  paid  by  the  Welfare 
Department  so  that  fees  may  be  adjusted  to 
modern  contemporary  levels,  that  is,  to  the 
level  of  workmen’s  compensation  fees.  The 
Legislation  Committee  of  the  State  Medical 
Society  is  working  on  trying  to  get  all  fees  up 
to  the  level  of  workmen’s  compensation  fees. 

Resolution  64-26,  Specialists  Roster  of  New 
York  State  Department  of  Health — petitioning 
the  New  York  State  Department  of  Health  to 
include  in  its  roster  of  specialists  for  the  re- 
habilitation program  all  those  doctors  in  the 
county  who  are  qualified  by  the  New  York 
State  Workmen’s  Compensation  Board  to  do 
such  rehabilitative  surgery.  We  have  dis- 
cussed this  with  the  State  Health  Department 
and  we  are  not  able  to  change  their  standards 
for  authorization  of  physicians  to  work  on  cases 
under  the  direction  of  the  Health  Department. 

Resolution  64-60,  Smoking  and  the  Adolescent. 
— This  resolution  commends  the  television 
industry  for  going  on  record  as  recommending 
against  the  acceptance  of  advertising  which 
would  be  directed  to  smoking  among  adolescents 
and  registers  hearty  disapproval  of  “on  stage” 
smoking  by  popular  idols  of  the  adolescents, 
such  as  stage  personalities,  athletes,  and  political 
figures.  Copies  of  the  resolution  were  sent  to 
the  New  York  office  of  the  National  Association 
of  Radio  and  Television  Broadcasters. 

Respectfully  submitted, 

James  Greenough,  M.D.,  Chairman 
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Section  70  ( see  9,  173,  181)  Report  65-L 

Supplementary  Report  of  the 
Executive  Vice-President 

To  the  House  of  Delegates,  Gentlemen : 

This  communication  is  an  addendum  to  the 
annual  report  which  was  published  in  the  Jan- 
uary 1 issue  of  the  Journal. 

Chiropractic.  Undoubtedly,  many  of  you 
will  remember  that,  on  November  17,  we  trans- 
mitted a letter  to  the  Hon.  Edgar  W.  Couper, 
Chancellor  of  the  Board  of  Regents,  protesting 
against  Mr.  Charles  Brind’s  edict  that  a 
majority  of  the  chiropractors — those  who  failed 
the  State’s  first  chiropractic  licensing  examina- 
tions—could  “go  right  on  practicing”  without  a 
license  while  they  take  two  or  more  examinations 
within  a year  of  the  first.  Our  “brief”  is  con- 
tained in  our  report  to  the  House  of  Delegates 
[see  Section  9,  page  1387]. 

Following  is  Mr.  Couper’s  reply,  dated 
December  14,  1964: 

This  refers  to  your  letter  of  November  17.  I have 
delayed  my  reply  in  order  that  I might  recheck  and 
be  clear  as  to  the  exact  situation,  because  in  the 
administration  of  the  new  law  respecting  the  licens- 
ing of  chiropractors  many  problems  have  arisen. 

This  statute  was  an  unusual  one.  Heretofore  in 
the  initiation  of  all  new  professions  a grandfather 
clause  has  been  included  enabling  those  in  practice 
at  the  time  the  law  was  enacted,  to  be  licensed.  I 
believe  this  was  true  in  medicine  as  well  as  in  the 
other  professions.  However,  the  Legislature  deter- 
mined that  before  any  chiropractor  could  receive  his 
license  he  would  be  required  to  take  and  pass  an 
examination,  the  content  of  the  examination  to  be 
dependent  upon  the  length  of  service  of  the  chiro- 
practor. 

Immediately  upon  the  passage  of  the  law,  the  State 
Education  Department  started  to  implement  it. 
The  first  thing  that  was  necessary  was  the  appoint- 
ment of  a board  of  chiropractic  examiners.  We  were 
considerably  delayed  in  this  process  because  we 
awaited  recommendation  from  the  State  Medical 
Society  for  a physician  member  on  this  board,  which 
never  was  forthcoming.  Then  a court  proceeding 
was  initiated  to  test  the  constitutionality  of  the  act, 
in  the  course  of  which  a stay  of  order  was  issued 
which  prevented  the  Department  from  proceeding 
with  the  grading  of  the  results  of  the  first  examina- 
tion. 

It  is  true  that  the  act  was  to  take  effect  on  October 
1,  1964,  as  far  as  requiring  licensure  was  concerned, 
but  the  stay  granted  in  the  court  action  was  not 
lifted  until  shortly  before  that  date.  The  original 
plan  embodied  in  the  statute  was  that  there  be  three 
examinations,  thus  giving  the  applicants  who  failed 
the  first  one  two  further  opportunities  to  qualify  be- 
fore October  1,  1964. 

Under  the  circumstances,  the  Counsel  for  the  State 
Education  Department  concluded  that  the  October  1 
date  had  to  be  regarded  as  directory  rather  than 
mandatory,  because  otherwise  the  delays  would  have 
thwarted  the  legislative  intent.  We  therefore  have 
no  intention  of  enforcing  this  statute  until  those  per- 
sons who  failed  the  first  examination,  who  would 
have  had  an  opportunity  to  have  passed  the  second 
or  third  examination  if  it  had  not  been  for  these  de- 
lays, are  given  an  opportunity  to  pass  one  or  the 
other.  We  are  proceeding  as  rapidly  as  we  can  in 
this  respect. 

I appreciate  your  writing  about  this  because  it 


gives  us  an  opportunity  to  explain  fully  the  situation 

to  you. 

In  our  opinion,  this  is  a very  feeble  attempt 
to  justify  an  inequitable  situation.  Here, 
once  again,  we  see  the  crafty  machinations  of 
the  counsel  to  the  State  Education  Department. 

Administration.  1.  A teletypewriter,  part 
of  the  “teletypewriter  exchange  service,”  which 
will  establish  a wire  liaison  between  A.M.A. 
headquarters  and  our  office,  has  been  installed 
in  the  Mailroom.  It  is  in  operation. 

The  system  has  these  characteristics:  (a) 

Participation  by  any  state  society  within  the 
continental  limits  of  the  United  States  will  be 
optional  to  that  society;  (6)  It  will  provide 
automatic  and  uninterrupted  service  between 
A.M.A.  headquarters  and  all  participating 
state  societies  and  between  any  two  or  more 
stations  in  the  system.  Communications  be- 
tween state  societies  will  not  involve  the  facili- 
ties at  the  A.M.A.  headquarters  location.  The 
system  will  also  enable  any  state  society  to 
communicate  with  all  other  TWX  subscribers 
in  the  United  States  and  Canada;  (c)  The 
equipment  will  utilize  high-speed  transmission 
to  minimize  “time  charges,”  will  be  capable  of 
automatic,  repetitive  transmission  to  multiple 
points,  and  can  be  set  to  receive  messages  on  a 
continuous  basis  with  no  operator  on  duty. 

The  total  installation  cost  of  the  equipment 
was  taken  over  by  the  American  Medical  Asso- 
ciation and  also  the  total  yearly  rental  will  be 
paid  by  the  A.M.A.  Only  the  cost  of  messages 
originating  with  our  Society  will  be  borne  by 
us.  Messages  are  received  automatically  during 
the  day  or  night. 

The  American  Medical  Association  notifies 
us  that  40  states  are  participating  actively  in  the 
TWX  communications  system. 

2.  Mrs.  Lillian  Stekas,  formerly  in  the 
Comptroller’s  office,  has  been  appointed  pur- 
chasing and  travel  agent. 

3.  The  renovations  in  the  office  have  been 
completed.  We  now  have  a room  reserved  for 
the  president  and  other  officers. 

4.  It  is  gratifying  to  bring  to  your  attention 

these  statistics  concerning  the  sales  of  the  last 
two  issues  of  the  Directory:  1961-62  edition, 

$24,620;  1963-64  edition,  $53,560. 

In  large  part,  this  upward  trend  is  probably 
due  to  a promotional  campaign  conducted  by 
our  Business  Division. 

5.  The  new  Table  of  Organization  is  at- 
tached to  this  report  (Fig.  1). 

Miscellaneous.  1.  Copies  of  a memorial 
statement  concerning  William  T.  Boland,  M.D., 
have  been  sent  to  the  medical  boards  of  the 
Arnot-Ogden  Memorial  and  St.  Joseph’s  Hos- 
pitals in  Elmira,  and  to  “Les”  Clute,  president 
of  the  Board  of  Directors  of  the  former  institu- 
tion. 

Mr.  Clute’s  reply  to  our  communication  is  in- 
teresting: 

Thank  you  very'  much  for  your  letter  of  December 

29  with  a copy  of  the  resolution  passed  by  your 

Council  on  the  death  of  Bill  Boland. 
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Figure  I.  Headquarters  table  of  organization. 


You  can  well  imagine  that  Bill  is  sorely  missed  in 
the  community.  We  haven’t  yet  selected  his  suc- 
cessor as  president  of  the  Board  of  Health.  He  was 
the  catalyst  that  held  the  Chemung  County  Medical 
Society  together  and  kept  it  on  a unified  constructive 
program,  conscious  of  its  responsibilities  to  the  com- 
munity. He  sponsored,  led,  and  conducted  a 
county-wide  free  glaucoma  clinic.  I see  none  who 
will  continue  it.  His  contributions  were  manifold. 

We  have  been  struggling  to  bring  in  an  ophthal- 
mologist. I think  one  is  on  the  way  and  will  occupy 
Bill’s  old  quarters.  You  know,  he  owned  the  build- 
ing which  houses  four  excellent  and  roomy  offices. 
It  should  be  a good  income  producer  for  the  children. 

A scroll  is  being  prepared.  When  completed, 
it  will  be  presented  to  Bill  Boland’s  daughter 
and  son. 

2.  We  know  that  you  will  be  interested  in  a re- 
cent communication  which  J.  Richard  Burns,  as- 
sistant executive  vice-president,  has  transmitted 
to  the  secretaries,  executive  secretaries,  chair- 
men of  grievance  committees,  and  boards  of 
censors  of  component  county  medical  societies: 

Many  county  medical  societies,  particularly  those 
without  executive  secretaries  and  legal  counsel, 
have  expressed  a desire  for  an  outline  of  procedures 
to  be  followed  in  disciplinary  proceedings  to  insure 
that  both  the  physician  and  the  county  medical 
society  involved  receive  all  appropriate  safeguards  in 
this  difficult  area. 

At  our  request,  the  office  of  Martin,  Clearwater 
and  Bell,  the  State  Society’s  legal  counsel,  reviewed 
the  entire  problem.  Their  studies  revealed  that  the 
Bylaws  of  the  Medical  Society  of  the  County  of  New 
York  governing  the  institution  of  charges  and  the 
procedures  to  be  followed  were  ideally  suited  to  this 
problem. 


We  have  therefore  reproduced  in  its  entirety  the 
language  of  these  bylaws,  with  the  addition  of  one 
new  section  adopted  from  language  found  in  Section 
6515  of  the  State  Education  Law  relating  to  the 
operation  of  the  Medical  Grievance  Committee. 
This  addition,  at  the  suggestion  of  Martin,  Clear- 
water and  Bell,  is  intended  to  allow  the  receipt  in 
evidence  of  hearsay  and  other  evidence  which  would 
be  inadmissable  in  court,  but  which  insures  that  the 
findings  or  determinations  are  based  on  sufficient 
legal  evidence  which  a court  would  recognize  as 
admissable  evidence  upon  which  a finding  or  deter- 
mination could  be  made. 

The  procedures  suggested  can,  of  course,  be 
adapted  to  fit  the  particular  requirements  of  the 
county  society  involved. 

We  trust  that  the  enclosed  outline  will  be  of  assist- 
ance to  the  component  county  societies  and  their 
members. 

Chapter  VIII.  Discipline — Censors 

Article  1 . The  Censors  shall  hold  regular  meetings 
not  more  than  fourteen  days  nor  less  than  three  days 
prior  to  each  regular  meeting  of  the  Comitia  Minora. 
Special  meetings  may  be  held  on  two  days’  notice 
upon  call  of  the  Chairman  of  the  Censors  or  of  any 
two  Censors.  The  presence  of  four  Censors  at  any 
meeting  shall  constitute  a quorum  for  the  transaction 
of  business.  The  Censors,  at  their  regular  meeting 
next  preceding  the  regular  meeting  of  the  Comitia 
Minora  in  October  of  each  year,  shall  elect  a Chair- 
man and  a Secretary  and  shall  fix,  within  the  limits 
aforesaid,  the  time  and  place  of  their  regular  meet- 
ings for  the  ensuing  year.  The  Censors  shall  keep 
proper  minutes  of  their  proceedings  and  shall  report 
thereon  to  the  Comitia  Minora  monthly  or  when  di- 
rected. The  Censors  shall  prepare  and  submit  to 
the  Comitia  Minora  annually  a report  to  be  presented 
to  the  Society  at  the  ensuing  annual  meeting. 
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Article  2.  Any  breach  or  infraction  of  any  of  the 
terms  or  provisions  of  the  Principles  of  Professional 
Conduct  of  the  Medical  Society  of  the  State  of  New 
York  as  the  same  shall  be  constituted  for  the  time 
being,  or  of  any  other  rule,  regulation  or  resolution  of 
the  Medical  Society  of  the  State  of  New  York  re- 
specting the  membership  of  this  Society  and  binding 
upon  such  membership,  and  any  breach  or  infraction 
of  any  of  the  terms  or  provisions  of  the  Bylaws  of 
this  Society,  including  the  Regulations  Respecting 
Professional  Conduct  annexed  hereto  as  Appendix 
One  and  hereby  made  a part  of  these  Bylaws,  shall  be 
cause  for  discipline.  Rulings  of  the  Censors  and  of 
the  Comitia  Minora  in  any  matter  properly  before 
them  shall  be  binding  upon  the  members  involved 
therein  unless  and  until  such  rulings  shall  be  modi- 
fied, revised  or  reversed  upon  appeal  or  by  a court  of 
competent  jurisdiction,  and  interpretations  of  the 
Principles  of  Professional  Conduct  of  the  Medical 
Society  of  the  State  of  New  York  and  of  the  Bylaws 
of  this  Society  (including  appendices)  made  by  the 
Censors  or  by  the  Comitia  Minora  otherwise  than  in 
the  course  of  a matter  before  them,  shall  be  binding 
generally  upon  the  members  upon  approval  thereof 
by  a majority  vote  of  the  members  present  at  any 
annual  or  business  meeting  of  the  Society  noticed  for 
that  purpose. 

Article  3.  The  Censors  shall  have  original  jurisdic- 
tion over  all  disciplinary  matters  and  procedures. 
Members  shall  be  subject  to  discipline  only  as  in  this 
Chapter  VIII  provided  and  not  otherwise  upon 
charges  preferred  as  herein  provided.  Charges 
against  a member  may  be  made  by  any  individual, 
society,  association  or  other  body.  They  shall  be  in 
writing  and  shall  be  signed  by  the  individual  making 
such  charges  or  by  a duly  constituted  official  of  the 
organization  making  such  charges.  Charges  need 
not  be  made  in  any  prescribed  form,  but  they  shall 
specify  with  reasonable  particularity  the  conduct  of 
the  accused  upon  which  such  charges  shall  be  based, 
to  the  end  that  the  accused  may  be  fully  apprised 
of  the  nature  of  the  charges  made.  Charges  may  be 
presented  to  the  President  or  the  Secretary  of  the 
Society  or  to  the  Censors  or  to  their  Chairman  or 
Secretary. 

Article  4-  The  Censors  shall  have  the  power  to 
take  cognizance  of  and  inquire  into  the  commission 
or  alleged  or  apparent  commission  of  any  act  which 
might  unfavorably  affect  the  character,  dignity  or 
interests  of  the  medical  profession  or  subject  any 
member  of  this  Society  to  discipline.  The  Censors, 
upon  information  received  or  obtained  from  sources 
other  than  written  charges,  may  direct  their  Secre- 
tary to  prefer  written  charges  against  any  member  if, 
in  the  opinion  of  a majority  of  the  Censors,  such 
information  shall  justify  such  action.  A copy  of 
charges  so  preferred  shall  be  delivered  without  delay 
to  the  President  or  the  Secretary. 

Article  5.  The  Censors  shall  examine  all  charges 
preferred  against  a member  otherwise  than  pursuant 
to  Article  4 of  this  Chapter  VIII  and  if,  in  the 
opinion  of  a majority  of  the  Censors,  the  charges  do 
not  set  forth  any  conduct  or  action  on  the  part  of 
the  accused  which  if  true,  would  constitute  cause  for 
discipline  under  the  provisions  of  this  Chapter  VIII, 
the  Censors  shall  dismiss  such  charges  on  their  own 
motion;  otherwise  the  Censors  shall  cause  a copy  of 
the  charges  so  preferred  and  of  all  charges  preferred 
pursuant  to  Article  4 of  this  Chapter  VIII  to  be 
served  upon  the  accused  together  with  a summons 
directing  the  accused  to  appear  before  the  Censors, 
or,  if  such  charges  shall  have  been  preferred  pursuant 
to  Article  4 of  this  Chapter  VIII,  before  the  Trial 
Committee  of  the  Comitia  Minora,  for  hearing  at 
such  time  and  place  as  shall  be  stated  in  such  sum- 
mons. Service  of  such  copy  of  charges  and  summons 


shall  be  made  personally  upon  the  accused  at  least 
ten  days  (exclusive  of  the  day  of  service)  before  the 
day  upon  which  the  accused  shall  be  directed  to 
appear.  Upon  satisfactory  proof  that  it  has  been  or 
will  be  impossible,  with  due  diligence,  to  make  per- 
sonal service  of  the  charges  and  summons  upon  the 
accused,  the  Comitia  Minora  in  lieu  thereof  may 
direct  that  service  of  such  charges  and  summons  be 
made  (1)  by  leaving  copies  thereof  at  the  place  of 
business  or  the  place  of  residence  of  the  accused,  with 
a person  of  proper  age,  if  upon  reasonable  applica- 
tion admittance  can  be  obtained  and  such  person 
found  who  will  receive  them;  or  (2)  if  admittance 
cannot  be  so  obtained  nor  such  person  found,  by 
leaving  the  same,  enclosed  in  a wrapper  and  addressed 
to  the  accused  at  his  said  place  of  business  or  place  of 
residence,  as  the  case  may  be,  and  by  depositing  in  a 
Post  Office  copies  thereof,  properly  enclosed  in  a post- 
paid wrapper  addressed  to  the  accused  at  his  said 
place  of  business  or  place  of  residence;  or  (3)  upon 
satisfactory  proof  that  no  such  place  of  business  or 
place  of  residence  can  be  found,  service  of  such  charges 
and  summons  or  such  summons  may  be  made  in  such 
manner  as  the  Comitia  Minora  shall  direct.  Such 
substituted  service  shall  be  completed  at  least  forty- 
five  days  (exclusive  of  the  day  of  such  completion)  be- 
fore the  day  upon  which  the  accused  shall  be  directed 
to  appear. 

Article  6.  The  Trial  Committee  of  the  Comitia 
Minora,  which  shall  conduct  all  hearings  on  charges 
preferred  pursuant  to  Article  4 of  this  Chapter  VIII, 
shall  consist  of  any  five  members  of  the  Comitia 
Minora,  eligible  therefor,  designated  for  the  purpose 
by  the  President  together  with  the  President-elect 
who  shall  preside  at  each  such  hearing  with  full  vote, 
or,  in  the  event  of  the  inability  of  the  President-elect 
to  be  present  at  any  such  hearing,  the  President  shall 
appoint  any  other  eligible  member  of  the  Comitia 
Minora  in  place  of  the  President-elect.  No  Censor 
or  member  of  the  Comitia  Minora  who  was  a Censor 
at  the  time  charges  were  preferred  pursuant  to 
Article  4 of  this  Chapter  VIII  shall  be  eligible  to  act 
as  a member  of  such  Trial  Committee. 

Article  7.  When  charges  are  preferred  against  a 
Censor  or  against  a member  of  the  Comitia  Minora, 
the  accused  shall  not  act  as  a Censor  or  as  a member 
of  the  Comitia  Minora  or  as  a member  of  the  Trial 
Committee  of  the  Comitia  Minora,  as  the  case  may 
be,  unless  and  until  such  charges  shall  have  been  dis- 
missed or  he  shall  have  been  acquitted  of  the  charges 
preferred  against  him. 

Article  8.  At  the  time  and  place  appointed  in  such 
summons  for  hearing  the  accused  shall  be  required  to 
make  answer  to  the  charges,  either  in  writing  or 
verbally  and  if  no  answer  shall  be  interposed  by  the 
accused,  the  Censors  or  the  Trial  Committee  of  the 
Comitia  Minora,  as  the  case  may  be,  shall  interpose 
on  his  behalf  a general  denial  and  shall  proceed  to  a 
hearing  of  the  case  upon  the  charges  and  the  answer 
thereto.  The  accused  shall  be  entitled,  upon  ap- 
plication and  for  good  cause  shown,  to  reasonable 
adjournment  or  adjournments  of  such  hearing.  The 
proceedings  at  each  such  hearing  or  adjournment 
thereof  shall  be  stenographically  reported  and  the 
accused,  upon  application  and  payment  of  reason- 
able cost  therefor,  shall  be  entitled  to  a copy  of  such 
report.  At  such  hearing  and  at  any  adjournment 
thereof,  the  accused  may  call  such  witnesses  and  pro- 
duce such  evidence  as  he  or  she  may  wish  and  may  be 
represented  thereat  by  legal  counsel,  and  the  com- 
plainant and  the  Censors  or  the  Trial  Committee  of 
the  Comitia  Minora,  as  the  case  may  be,  shall  have 
the  same  privileges.  The  Censors  by  citation  issued 
pursuant  to  resolution  and  signed  by  their  chairman, 
their  Secretary  or  any  two  Censors,  may  direct  any 
member  of  the  Society,  upon  not  less  than  ten  days 
notice,  to  appear  before  the  Censors  or  before  the 
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Trial  Committee  of  the  Comitia  Minora,  as  the  case 
may  be,  to  give  evidence  with  respect  to  charges  pre- 
ferred against  a member,  or  to  appear  before  the 
Censors  to  give  information  with  respect  to  any  mat- 
ter properly  before  the  Censors  or  properly  subject  to 
inquiry  by  the  Censors.  All  witnesses,  before  giving 
evidence  at  any  such  hearing  on  charges,  including 
the  accused  if  he  or  she  shall  elect  to  give  evidence  in 
his  or  her  own  behalf,  shall  be  duly  sworn  before  a 
Notary  Public  or  other  officer  authorized  to  adminis- 
ter oaths  in  the  County  of  New  York.  The  accused 
and  the  Censors  or  the  Trial  Committee  of  the 
Comitia  Minora,  as  the  case  may  be,  shall  have  the 
right  to  cross  examination,  either  personally  or 
through  counsel.  All  evidence  and  information  so 
given  to  or  before  the  Censors  or  before  the  Trial 
Committee  of  the  Comitia  Minora  shall  be  privileged. 
The  failure  of  any  member  to  obey  any  citation  or 
summons  issued  by  the  Censors,  pursuant  to  this 
Chapter  VIII,  without  satisfactory  excuse,  shall 
constitute  cause  for  discipline. 

Article  9.  Upon  the  conclusion  of  each  such  hear- 
ing and  adjournments  thereof,  the  Censors  or  the 
Trial  Committee  of  the  Comitia  Minora,  as  the  case 
may  be,  shall  prepare  and  submit  to  the  Comitia 
Minora  written  findings  of  fact  on  each  issue  of  fact 
raised  by  the  charges  and  the  answer  thereto  with  the 
vote  had  on  each  such  finding,  together  with  a copy  of 
such  charges,  the  written  answer  thereto,  if  any,  a 
stenographic  report  of  the  proceedings  and  evidence 
had  and  taken  at  such  hearing  and  any  comment  or 
recommendations  which  the  Censors  or  Trial  Commit- 
tee of  the  Comitia  Minora,  as  the  case  may  be,  may 
wish  to  submit  to  the  Comitia  Minora  respecting  the 
case  generally  or  the  degree  of  discipline  which,  in 
their  opinion,  should  be  imposed  if  the  Comitia 
Minora  shall  find  the  accused  liable  to  discipline. 
The  affirmative  vote  of  at  least  four  members  of  the 
Censors  or  of  the  Trial  Committee  of  the  Comitia 
Minora,  as  the  case  may  be,  shall  be  required  for  the 
adoption  of  each  such  finding  of  fact. 

Article  10.  The  Comitia  Minora,  in  each  case, 
shall  determine  upon  the  charges,  the  answer  and  the 
findings  of  fact  made  by  the  Censors  or  by  the  Trial 
Committee  of  the  Comitia  Minora,  as  the  case  may 
be,  whether  or  not  the  accused,  by  his  conduct  and 
actions  as  established  by  the  findings  of  fact,  has 
rendered  himself  liable  to  discipline  under  this 
Chapter  VIII;  but  the  Comitia  Minora,  if  it  shall 
consider  such  action  advisable,  may  remand  the  case 
to  the  Censors  or  to  the  Trial  Committee  of  the  Co- 
mitia Minora,  as  the  case  may  be,  for  such  further 
proceedings  as  the  Comitia  Minora  may  direct.  The 
affirmative  vote  of  at  least  three-fourths,  but  of  not 
less  than  eight  in  any  event,  of  the  members  of  the 
Comitia  Minora  present  at  the  meeting  at  which 
action  shall  be  taken  and  entitled  to  vote  with 
respect  thereto  shall  be  necessary  to  find  the  accused 
liable  to  discipline.  No  member  of  the  Comitia 
Minora  shall  be  entitled  either  to  voice  or  to  vote 
upon  the  liability  of  the  accused  to  discipline  in  any 
case  wherein  the  charges  were  preferred  pursuant  to 
Article  4 of  this  Chapter  VIII,  if  he  shall  have  been  a 
Censor  at  the  time  such  charges  were  preferred. 

Article  1 1 . The  Censors  shall  not  be  bound  by  the 
laws  of  evidence  in  the  conduct  of  its  proceedings, 
but  the  determination  shall  be  founded  upon  suffi- 
cient legal  evidence  to  sustain  the  same. 

Article  12.  There  shall  be  three  degrees  of  dis- 
cipline: (1)  censure,  (2)  suspension  from  the  rights 

and  privileges  of  membership,  and  (3)  expulsion  from 
membership.  The  Comitia  Minora  by  the  affirma- 
tive vote  of  not  less  than  a majority  of  the  total  num- 
ber of  its  members  at  the  meeting  at  which  action  is 
taken,  may  direct  that  any  member  found  liable  to 
discipline  by  it  as  in  this  Chapter  VIII  provided, 


shall  suffer  the  discipline  of  censure  or  of  suspension 
from  the  rights  and  privileges  of  membership  and 
may  prescribe  the  duration,  terms  and  conditions  of 
such  discipline,  as  in  its  judgment  the  offense  de- 
mands. The  Society  alone,  however,  upon  the 
recommendation  of  the  Comitia  Minora,  acting  at  a 
special  meeting  called  by  the  President,  and  upon 
affirmative  vote  of  at  least  three-fourths  of  the  mem- 
bers present  and  voting  at  such  special  meeting,  may 
direct  that  any  member  so  found  liable  to  discipline 
shall  suffer  the  discipline  of  expulsion.  In  the  event 
that  the  Society  in  any  such  case  shall  fail  to  direct 
that  the  accused  shall  suffer  the  discipline  of  expul- 
sion, the  matter  shall  be  remanded  to  the  Comitia 
Minora  for  such  further  action,  not  inconsistent  with 
such  action  by  the  Society,  as  the  Comitia  Minora 
may  deem  proper.  The  imposition  of  discipline, 
however,  whether  of  censure,  suspension  from 
rights  and  privileges  of  membership  or  expulsion 
from  membership  shall  be  stayed  until  the  accused 
either  (1)  shall  have  exhausted  each  and  every  of  his 
remedies  upon  appeal  to  this  Society  or  to  the 
Medical  Society  of  the  State  of  New  York  or  to  both, 
as  the  case  may  be,  or  (2)  shall  have  failed  to  give 
due  and  timely  notice  of  and  to  perfect  any  such 
appeal  which  at  the  time  shall  be  available  to  him. 
The  Comitia  Minora,  upon  such  terms  and  condi- 
tions as  it  may  prescribe,  may  suspend  the  imposi- 
tion of  the  discipline  of  censure  or  of  suspension  from 
the  rights  and  privileges  of  membership. 

Article  13.  At  any  time  within  twenty  days  after 
the  Secretary  of  the  Society  shall  have  posted  by 
registered  mail,  addressed  to  any  member  at  his  last 
recorded  address  or  at  such  other  address  as  such 
member  may  have  directed,  notice  of  any  decision  of 
the  Comitia  Minora  directing  that  such  member 
shall  suffer  the  discipline  of  censure  or  suspension 
from  the  rights  and  privileges  of  membership,  such 
member  may  appeal  from  such  decision  to  the 
Society  by  filing  a written  notice  of  appeal  with  the 
Secretary  of  the  Society  accompanied  by  a penal 
bond  in  the  sum  of  Two  Hundred  Fifty  Dollars.  If, 
upon  such  appeal,  the  decision  of  the  Comitia  Minora 
appealed  from  shall  not  be  reversed  or  modified  as 
herein  provided,  the  appellant  shall  forfeit  to  the 
Society  all  or  such  share  of  said  bond  as  shall  repre- 
sent the  necessary  expenditures  on  the  part  of  the 
Society  incident  to  such  appeal.  Within  thirty  days 
after  the  receipt  of  such  notice  of  appeal  and  bond  or 
in  the  event  that  such  notice  of  appeal  and  bond 
shall  be  received  after  the  twentieth  day  of  April 
and  before  the  twentieth  day  of  October  in  any 
year,  then  within  thirty  days  after  the  twentieth  day 
of  October  next  following  the  receipt  of  such  notice  of 
appeal  and  bond,  the  President  shall  call  a special 
meeting  of  the  Society  to  hear  and  determine  such 
appeal.  Upon  the  affirmative  vote  of  two-thirds  of 
the  members  present  and  voting  at  such  special 
meeting  either  (a)  the  determination  of  liability  to 
discipline  made  by  the  Comitia  Minora  pursuant  to 
Article  9 of  this  Chapter  VIII  may  be  reversed  or  (b) 
the  degree,  duration,  terms  or  conditions  of  the 
discipline  imposed  by  the  Comitia  Minora  pursuant 
to  Article  10  of  this  Chapter  VIII  may  be  modified; 
otherwise  the  decision  of  the  Comitia  Minora  ap- 
pealed from  shall  stand  confirmed. 

Article  14-  Any  member  who  shall  have  been 
directed  to  suffer  discipline  in  any  degree  by  any  final 
decision  of  this  Society  and  who  shall  have  exhausted 
his  right  of  appeal,  if  any,  within  this  Society,  feeling 
aggrieved  at  such  action,  shall  have  the  right  to  ap- 
peal from  such  final  decision  to  the  Medical  Society 
of  the  State  of  New  York,  as  provided  in  the  Con- 
stitution, Bylaws  and  Resolutions  of  such  Society 
with  respect  to  such  appeal. 
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Meetings.  Since  our  annual  report  was  sub- 
mitted, we  have  attended  these  “extraordinary” 
meetings: 

1.  The  18th  clinical  convention  of  the  Ameri- 
can Medical  Association,  at  the  Americana  Hotel 
in  Miami  Beach,  Florida,  November  29- 
December  2,  1964.  The  proceedings  of  this 
meeting  will  be  described  in  a separate  report. 

2.  The  midyear  meeting  of  the  Pharmaceu- 
tical Manufacturers  Association,  in  New  York 
City,  December  7 and  8. 

3.  A meeting  of  the  Warren  County  Medical 
Society,  in  Glens  Falls,  December  10.  Your 
executive  vice-president  was  given  the  honor  of 
presenting  a certificate  to  Morris  Maslon,  M.D., 
who  has  been  affiliated  with  the  Medical 
Society  of  the  State  of  New  York  for  over  fifty 
years,  and  was  one  of  the  oldest  members  of 
our  House  of  Delegates.  Also,  we  discussed 
problems  concerned  with  the  physicians  of  our 
State. 

4.  The  dedication  of  the  John  N.  Shell  Li- 
brary of  the  Nassau  Academy  of  Medicine,  in 
Garden  City,  December  12.  This  Academy  is 
one  of  the  finest  medical  buildings  that  we  have 
seen,  and  the  library  is  a most  welcome  addition 
to  it.  Important  lay  members  of  the  com- 
munity participated  in  the  ceremony. 

5.  The  President’s  Dinner  of  the  Medical 
Society  of  the  County  of  Kings,  in  Brooklyn, 
on  December  15.  Drs.  Hollis  Ingraham,  George 
James,  and  Waring  Willis  discussed  “Public 
Health  and  Private  Practice.” 

6.  A meeting  of  representatives  of  the  state 
medical  societies,  arranged  by  the  American 
Medical  Association,  in  Chicago,  on  December 
13.  The  purpose  of  this  conference  was  to 
review  plans  for  an  educational  program  relative 
to  legislation.  The  subjects  covered  included: 
the  legislative  situation,  the  issues,  public 
attitudes,  the  over-all  campaign,  and  campaign 
technics. 

The  representatives  were  divided  into  five  dis- 
cussion groups,  and  the  deliberations  were  quite 
interesting.  The  general  consensus  was  that 
we  must  continue  to  educate  the  general  public 
and  our  own  physicians  in  matters  concerned 
with  Federal  legislation.  There  should  be  no 
retreat  from  our  principles,  but  there  should  be 
less  rigidity,  and  the  program  should  be  more 
flexible. 

7.  The  annual  staff  Christmas  supper  party, 
at  our  headquarters,  December  22.  This  is  a 
fringe  benefit  which  our  people  enjoy  thor- 
oughly. 

8.  The  office  Christmas  party  of  the  Medical 
Society  of  the  County  of  New  York,  in  New 
York  City,  December  23. 

9.  A very  important  meeting  was  held  on 
January  7.  The  staff  committee  to  study 
employe  benefits  and  the  Board  of  Trustees 
employe  pension  committee  met  to  review  a 
proposed  employe  benefit  program — including 
pensions,  disability  coverage,  life  insurance,  etc. 
It  was  the  consensus  of  the  entire  group  that 
the  proposal,  which  embodies  a contributory 
pension  system,  was  a good  one.  A few  changes 
were  indicated.  Undoubtedly,  Renato  J.  Az- 


zari,  M.D.,  chairman  of  the  Trustees’  committee, 
will  have  more  to  say  about  this  matter  when 
it  is  presented  to  the  entire  Board  of  Trustees. 
In  our  estimation,  this  is  a great  step  in  the 
right  direction  and  should  be  of  advantage  to 
all  concerned. 

10.  A national  conference  on  Kerr-Mills, 

conducted  by  the  American  Medical  Associa- 
tion, in  Chicago,  January  9 and  10.  This 
meeting  was  sponsored  by  the  Council  on  Legis- 
lative Activities  and  the  Council  on  Medical 
Service.  Following  general  discussions,  the 
representatives  were  again  divided  into  various 
groups.  The  one  to  which  we  were  assigned 
included  Arizona,  Delaware,  Florida,  Hawaii, 
Louisiana,  Maine,  Mississippi,  Oklahoma,  South 
Carolina,  South  Dakota,  Washington,  and  Wyo- 
ming. The  deliberations  were  concerned  with 
the  following  topics:  eligibility,  services,  and 

administration.  Our  Society  was  well  repre- 
sented by  James  Blake  and  Sam  Freedman. 

11.  A dinner  given  by  the  medical  staff  of  the 
Knickerbocker  Hospital  in  honor  of  Philip  D. 
Allen,  M.D.,  our  assistant  secretary,  who  has 
devoted  more  than  forty  years  of  service  to  that 
institution.  This  affair  was  held  in  New  York 
City  on  January  14. 

12.  A meeting  of  the  Seneca  County  Medi- 
cal Society,  in  Seneca  Falls,  on  January  19. 
Here  we  listened  to  a discussion  of  a controversy 
between  the  medical  staffs  of  two  hospitals — - 
the  Seneca  Falls  Hospital  in  Seneca  Falls  and 
the  Taylor  Brown  Memorial  Hospital  in 
Waterloo.  In  the  very  near  future,  we  will  ask 
William  F.  Martin,  Esq.,  our  counsel,  to  visit  this 
area. 

13.  A meeting  of  the  State  Society  delega- 
tion to  the  American  Medical  Association,  in 
New  York  City,  on  January  21.  We  discussed 
the  special  convention  of  the  A.M.A.  House  of 
Delegates,  scheduled  for  February  6 and  7 in 
Chicago. 

14.  A conference  with  our  legislative  repre- 
sentatives, in  Albany,  January  25.  Again,  we 
reviewed  our  State  legislative  program. 

15.  A meeting  with  David  R.  Harrington, 
M.D.,  president  of  the  Genesee  County  Medical 
Society,  at  our  headquarters  in  New  York 
City,  on  January  26.  Dr.  Harrington  very 
vividly  brought  to  our  attention  a number  of 
medical  problems  which  exist  in  rural  areas. 
He  suggested  that  we  publish  a “procedure 
manual”  which  could  be  used  by  the  county 
medical  societies,  especially  the  smaller  ones. 
We  will  consider  seriously  this  recommendation. 

16.  A meeting  of  the  Empire  State  Medical 
Reporting  Awards  Committee,  in  New  York 
City,  on  January  27.  These  awards  are  spon- 
sored jointly  by  the  Department  of  Health  of 
the  State  of  New  York  and  the  Medical  Society 
of  the  State  of  New  York.  The  winners  will  be 
honored  at  a special  luncheon  to  be  held  on 
Monday,  February  15. 

17.  A dinner  tendered  to  members  of  Con- 
gress and  the  senators  and  assemblymen  of  the 
State  of  New  York,  in  Queens  County,  New 
York  City,  on  January  28. 

18.  The  special  convention  of  the  House  of 
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Delegates  of  the  American  Medical  Association, 
in  Chicago,  February  6 and  7. 

This  meeting  was  called  for  the  following 
purposes:  (a)  “to  consider  pertinent  items 

relating  to  current  national  health  legislation, 
including  but  not  limited  to  policy  concerning 
health  care  for  the  needy,  and  (6)  to  consider 
adequate  support  for  the  educational,  scientific 
and  other  programs  of  the  American  Medical 
Association.”  What  took  place  will  be  de- 
scribed in  a special  report  to  the  House. 

19.  A meeting  of  the  A.M.A.  Committee  on 
Quackery,  in  Chicago,  on  February  7.  The 
problem  of  chiropractic  throughout  the  country 
was  discussed  thoroughly.  The  deliberations 
which  will  be  published  at  a later  date,  were  very 
interesting. 

20.  A special  meeting  with  the  Federation  of 

State  Boards  of  Medical  Examiners,  sponsored 
by  the  A.M.A.  Office  of  the  Counsel,  in  Chicago, 
on  February  8.  The  agenda  of  this  conference 
included:  “Basic  Science  Boards  and  Chiro- 

practic”; “What’s  New  With  Other  Practition- 
ers?”; “Medicine  and  Osteopathy”;  “The 
A.M.A.  Program  on  Ethics,  Discipline  and 
Professionalism”;  “The  Authority  and  Re- 
sponsibility of  Examining  Boards”;  “The 
Importance  of  Legal  Advice  in  Board  Hearings.” 

Acknowledgments.  Once  again  your  execu- 
tive vice-president  wishes  to  thank  all  of  those 
who  have  helped  him,  in  no  small  measure, 
during  the  past  year. 

Respectfully  submitted, 

Henry  I.  Fineberg,  M.D. 

Executive  Vice-President 

Section  71  ( see  53,  1 76)  Report  65-M 

Supplementary  Report  of  the  New  York  State 
Delegation  to  the  American  Medical  Association 

To  the  House  of  Delegates,  Gentlemen: 

Since  our  annual  report  to  the  House  of  Dele- 
gates, which  appeared  in  the  January  1 issue  of 
the  Journal,  our  delegates  to  the  American 
Medical  Association  have  participated  in  the 
following  events: 

1.  A meeting  of  the  delegation,  in  New  York 
City,  November  19; 

2.  The  clinical  convention  of  the  American 
Medical  Association,  November  29-December 
2; 

3.  A meeting  of  the  delegation,  in  New  York 
City,  January  21,  1965,  and 

4.  The  special  convention  of  the  House  of 
Delegates  of  the  American  Medical  Association, 
in  Chicago,  February  6 and  7,  1965. 

November  19  Meeting  of  Delegation. 

This  conference  was  held  at  the  office  of  the 
Society.  All  of  the  delegates  were  present,  with 
the  exception  of  John  C.  McClintock,  M.D.,  and 
Carlton  E.  Wertz,  M.D.,  who  were  excused. 
Solomon  Schussheim,  M.D.,  and  Irving  M. 
Pallin,  M.D.,  alternates,  also  attended.  Gerald 
D.  Dorman,  M.D.,  Walter  T.  Heldmann, 
M.D.,  A.  W.  Martin  Marino,  M.D.,  and  mem- 
bers of  the  staff  were  there  by  invitation. 


As  the  first  order  of  business,  Henry  I. 
Fineberg,  M.D.,  was  reelected  chairman  of  the 
delegation. 

Communications  concerning  the  annual  meet- 
ing held  in  San  Francisco,  during  the  months  of 
June,  were  presented. 

Memoranda  from  the  American  Medical 
Association  regarding  anticipated  registrations 
in  New  York  City  in  June  of  1965  and  in  Phila- 
delphia during  the  latter  part  of  the  same  year, 
and  an  analysis  of  medical  specialties  reported 
by  voting  members  of  the  A.M.A.  House  of 
Delegates,  were  read. 

The  hospitality  committee  reported  that  the 
suite  would  be  open  three  days  during  the  meet- 
ing in  Miami  Beach.  No  favors  would  be 
distributed,  and  the  keynote  for  the  suite  would 
be  one  of  economy. 

Appointments  of  New  York  delegates  to 
reference  committees,  as  announced  by  the 
speaker  of  the  House  of  Delegates,  were  re- 
viewed. Members  of  the  delegation  were 
assigned  to  visit  the  various  reference  committee 
meetings. 

The  “political  picture”  was  discussed.  Re- 
nato  J.  Azzari,  M.D.,  and  Thurman  B.  Givan, 
M.D.,  were  appointed  to  assist  the  chairman  in 
“political  affairs.” 

A.M.A.  Clinical  Convention.  The  18th 
clinical  convention  of  the  American  Medical 
Association  was  held  in  Miami  Beach,  Florida, 
November  29-December  2,  1964. 

The  entire  delegation  attended  the  various 
meetings,  with  the  exception  of  John  C.  Mc- 
Clintock, M.D.,  who  was  excused  because  of 
illness.  Ezra  A.  Wolff,  M.D.,  was  assigned  to 
take  his  place.  Also  present  were:  the  alter- 

nate delegates,  Irving  M.  Pallin,  M.D.,  Solo- 
mon Schussheim,  M.D.,  and  John  L.  Sengstack, 
M.D.;  Walter  T.  Heldmann,  M.D.,  secretary; 
Gerald  D.  Dorman,  M.D.,  A.M.A.  trustee; 
and  members  of  the  staff,  Guy  D.  Beaumont, 
J.  Richard  Burns,  and  Doris  K.  Dougherty. 

The  delegation  met  on  Sunday  evening, 
November  29;  breakfast  meetings  were  held  on 
November  30  and  December  2. 

The  candidates  for  the  office  of  president- 
elect of  the  American  Medical  Association — 
Donald  E.  Wood  of  Indiana  and  James  Z.  Appel 
of  Pennsylvania — appeared  before  the  delega- 
tion and  “pleaded  their  cases.” 

Reference  Committee  Appointments.  The 
speaker  of  the  House  of  Delegates  appointed 
the  following  members  to  reference  committees: 
Credentials,  Dr.  Hughes;  Executive  Session, 
Dr.  Greenough;  Medical  Education,  Dr.  Pisani, 
chairman;  Medical  Military  Affairs,  Dr.  Lapp; 
Public  Health  and  Occupational  Health,  Dr. 
Gibson;  Rules  and  Order  of  Business,  Dr. 
Fineberg;  Sections  and  Section  Work,  Dr.  Hel- 
pern;  Sergeants  at  Arms,  Dr.  Givan. 

Reference  Committee  Assignments.  These  fi- 
nal assignments  to  cover  the  meetings  of  refer- 
ence committees  were  announced:  Amend- 

ments to  Constitution  and  Bylaws,  Drs.  Lane 
and  Givan;  Insurance  and  Medical  Service, 
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Dr.  Goldmark;  Legislation  and  Public  Relations, 
Drs.  Blake,  Lawrence,  Pallin,  and  Mathews; 
Medical  Education,  Drs.  Allen,  Hughes,  and 
Rawls;  Medical  Military  Affairs,  Dr.  Kelley; 
Miscellaneous  Business,  Dr.  Heldmann;  Public 
Health  and  Occupational  Health,  Drs.  Green- 
ough  and  Moore;  Reports  of  the  Board  of 
Trustees,  Drs.  Galbraith  and  Wurzbach;  Re- 
ports of  Officers,  Dr.  Wheeler;  Sections  and 
Section  Work,  Dr.  Marino. 

Resolutions.  Thirty-five  resolutions  were  read 
and  discussed.  Most  of  them  required  little  or 
no  deep  study  or  analysis. 

A part  of  one  of  our  meetings  was  devoted  to 
a discussion  of  an  increase  in  A.M.A.  dues  or  an 
assessment  for  the  purpose  of  subsidizing  a 
stepped-up  program  of  education  in  the  field  of 
Federal  legislation.  In  accordance  with  our 
wishes,  Dr.  Dorman,  trustee  of  the  A.M.A., 
reported  that  he  would  oppose  any  such  action. 

New  York  State  did  not  introduce  any  resolu- 
tions at  this  clinical  convention. 

“ The  Political  Front.”  After  considerable 
deliberation,  it  was  agreed  that  New  York 
would  support  James  Z.  Appel  of  Pennsylvania 
for  the  position  of  president-elect  and  Joseph  B. 
Copeland  of  Texas  for  the  position  of  trustee. 

A.M.A.  Report.  Following  is  Dr.  Blasin- 
game’s  summary  of  the  A.M.A.  meeting  in 
Miami  Beach: 

Health  care  for  the  aging,  a new  teletype  com- 
munications system  for  the  medical  profession,  a 
statement  on  human  reproduction  and  recommenda- 
tions from  the  Commission  on  the  Cost  of  Medical 
Care  were  among  the  major  subjects  acted  on  by  the 
House  of  Delegates  at  the  American  Medical  As- 
sociation’s 18th  clinical  convention  held  November 
29-December  2 in  Miami  Beach,  Florida. 

Tribute  was  paid  to  the  late  Norman  A.  Welch, 
M.D.,  A.M.A.  president,  who  died  on  September  3, 
in  a memorial  statement  from  the  Massachusetts 
Medical  Society  and  in  a resolution  adopted  by  the 
House. 

James  Z.  Appel,  M.D.,  of  Lancaster,  Pennsylvania, 
vice-chairman  of  the  A.M.A.  Board  of  Trustees  and 
a member  of  the  board  since  1957,  was  named  presi- 
dent-elect of  the  Association.  He  will  become  presi- 
dent in  June,  1965,  succeeding  Donovan  F.  Ward, 
M.D.,  of  Dubuque,  Iowa,  who  took  office  after  the 
death  of  Dr.  Welch. 

To  take  Dr.  Appel’s  place  on  the  A.M.A.  Board  of 
Trustees,  the  House  elected  Joseph  B.  Copeland, 
M.D.,  of  Austin,  Texas,  who  for  the  past  year  has 
been  serving  as  Deputy  Commissioner  of  Health  in 
the  State  of  Texas. 

Final  registration  at  the  convention  reached  a total 
of  9,356,  including  4,118  physicians. 

Health  Care  for  the  Aging.  Definitive  action  on 
the  issue  of  health  care  for  the  aging  came  with  the 
House  of  Delegate’s  strong  endorsement  of  Dr. 
Ward’s  Monday  address,  in  which  he  declared  that 
“we  have  no  choice  except  to  stand  firm  in  our 
efforts  to  prevent  the  standards  of  health  care  in  this 
country  from  being  undermined  by  a radical  depar- 
ture from  the  unique  American  way  which  has 
accomplished  so  much  for  mankind.” 

Reaffirming  the  Association’s  opposition  to  the 
King- Anderson  type  of  legislation,  Dr.  Ward  said: 
“If  we  have  been  right  in  the  past — and  that  is  our 
unshakeable  belief — -then  we  are  right  today.  And 
we  shall  be  right  tomorrow.” 


Calling  for  renewed,  intensive  effort  to  prevent  the 
passage  of  such  legislation,  he  pointed  out  that  “we 
do  not,  by  profession,  compromise  in  matters  of  life 
and  death.  Nor  can  we  compromise  with  honor  and 
duty.” 

Dr.  Ward,  expressing  pride  in  the  medical  profes- 
sion, concluded  his  address  with  these  statements: 
T pray  that  we  all  gain  strength  for  renewed  effort 
by  the  simple  reflection  that  what  we  are  doing  is 
worthwhile— that,  if  the  effort  is  great,  the  results  of 
not  making  the  effort  would  be  unthinkable— and, 
finally,  what  we  are  doing  is  vastly  more  important 
than  ourselves. 

“No  more  can  be  asked  of  us  as  citizens.  No  less 
should  be  offered  by  us  in  guarding  our  heritage  of 
freedom.” 

To  implement  the  ideas  in  Dr.  Ward’s  address,  the 
House  gave  unequivocal  approval  of  a Board  of 
Trustees  suggestion  that  an  expanded  educational 
program  be  conducted  in  the  next  few  months.  In 
asking  for  this  approval,  the  Board  pointed  out  that 
“a  variety  of  technics  and  media  must  be  utilized  if 
the  public,  the  Congress,  and  special  audiences  are  to 
be  reached  effectively.” 

The  House  took  no  action  on  three  resolutions 
which  would  have  altered  the  A.M.A.  position  on 
health  care  legislation.  Instead,  the  House  adopted 
a resolution  which  urged  “component  associations  to 
stimulate  the  state  and  local  governments  to  seek  the 
fullest  possible  implementation  of  existing  mech- 
anisms, including  the  voluntary  health  insurance 
principle,  to  the  end  that  everyone  in  need,  regardless 
of  age,  is  assured  that  necessary  health  care  will  be 
available.” 

The  state  medical  societies  also  were  urged  to  send 
representatives  to  two  forthcoming  conferences  re- 
lated to  the  issue  of  health  for  the  aging — one  on 
December  13  to  help  plan  the  new  educational  pro- 
gram and  the  other  on  January  9 and  10,  1965,  to 
consider  further  implementation  and  expansion  of 
the  Kerr-mills  programs. 

Teletype  Communications  System.  The  House  ap- 
proved a recommendation  from  the  Board  of  Trus- 
tees for  establishment  of  a teletypewriter  communica- 
tions service  between  the  A.M.A.  and  the  state  med- 
ical societies.  The  system  will  provide  automatic 
and  uninterrupted  communications  between  A.M.A. 
headquarters  and  all  participating  state  societies, 
and  between  state  societies  without  involving  the 
facilities  at  the  A.M.A.  headquarters.  The  system 
also  will  enable  any  state  society  to  communicate 
with  all  other  TWX  subscribers  in  the  United  States 
and  Canada. 

In  approving  the  recommendation,  the  Rouse 
emphasized  that  participation  is  optional  with  the 
state  medical  societies,  but  it  also  urged  each  society 
to  “seriously  consider  taking  advantage  of  this  rapid 
communications  system.”  Installation  and  rental 
costs  for  the  teletype  equipment,  both  at  A.M.A. 
headquarters  and  at  the  headquarters  of  each  par- 
ticipating medical  society,  will  be  paid  by  the  A.M.A. 
The  cost  of  transmitting  messages  will  be  paid  by 
whichever  organization  originates  each  message.  It 
is  hoped  that  the  new  communications  system  will 
become  operative  no  later  than  July,  1965. 

Human  Reproduction.  Updating  its  policies  on 
population  control,  “to  conform  to  changes  in  society 
and  medicine”  and  to  “take  a more  positive  position 
on  this  very  important  medical-socioeconomic  prob- 
lem,” the  House  adopted  the  following  four-point 
statement : 

‘ T . An  intelligent  recognition  of  the  problems  that 
relate  to  human  reproduction,  including  the  need  for 
population  control,  is  more  than  a matter  of  respon- 
sible parenthood ; it  is  a matter  of  responsible  medical 
practice. 
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“2.  The  medical  profession  should  accept  a major 
responsibility  in  matters  related  to  human  reproduc- 
tion as  they  affect  the  total  population  and  the 
individual  family. 

“3.  In  discharging  this  responsibility,  physicians 
must  be  prepared  to  provide  counsel  and  guidance 
when  the  needs  of  their  patients  require  it  or  refer  the 
patients  to  appropriate  persons. 

“4.  The  A. M. A.  shall  take  the  responsibility  for 
disseminating  information  to  physicians  on  all 
phases  of  human  reproduction,  including  sexual  be- 
havior, by  whatever  means  are  appropriate.” 

In  taking  the  action,  the  House  also  recommended 
that  the  A.M.A.  cooperate  with  the  appropriate 
voluntary  organizations  in  the  field  of  human  re- 
production which  have  adequate  medical  direction. 

Commission  on  the  Cost  of  Medical  Care.  With 
modifications  suggested  by  the  Board  of  Trustees, 
the  House  approved  33  recommendations  from  the 
Commission  on  the  Cost  of  Medical  Care.  The 
suggestions  had  been  rearranged  by  the  Board  into 
four  sections — Research,  Hospitals,  Physicians,  and 
Miscellaneous.  In  accepting  the  Board  report,  the 
House  also  rejected  a floor  amendment  which  recom- 
mended that  a medical  advisory  committee  com- 
posed of  practicing  physicians  be  appointed  to  super- 
vise the  several  studies  which  were  suggested. 

In  presenting  its  conclusions  and  recommenda- 
tions to  the  Board  of  Trustees,  the  Commission  on 
the  Cost  of  Medical  Care  expressed  the  hope  ‘‘that 
the  recommendations  which  are  approved  will  help 
promote  the  wisest  possible  use  of  the  medical  care 
dollar  and  aid  in  the  development  of  more  meaningful 
data  on  the  cost  of  medical  care.” 

The  House  learned  that  a substantial  number  of 
the  studies  recommended  by  the  Commission  are 
already  under  way  and  that  others  are  in  the  process 
of  being  implemented.  The  House  also  emphasized 
its  appreciation  of  the  importance  of  these  continu- 
ing studies  and  urged  that  adequate  funds  be  pro- 
vided for  maximum  implementation  of  the  recom- 
mendations. 

Miscellaneous  Actions.  In  considering  a wide 
variety  of  annual  reports,  special  and  supplementary 
reports,  and  resolutions,  the  House  also: 

Amended  the  Bylaws  to  permit  the  presidential 
inauguration  to  take  place  at  a time  other  than 
Tuesday  evening  and  approved  a suggestion  that  the 
inaugural  ceremony  at  the  1965  Annual  Convention 
be  held  on  Sunday,  June  20; 

Amended  the  Bylaws  to  permit  presentation  of  the 
A.M.A.  Distinguished  Service  Award  at  a time  to  be 
determined  by  the  Board  of  Trustees  and  learned  that 
the  Board  wishes  to  present  this  award  at  the 
Scientific  Awards  Dinner; 

Agreed  that  the  A.M.A.  should  cooperate  with  the 
U.S.  Public  Health  Service  in  eradicating  the  Aedes 
aegypti  mosquito  from  the  American  hemisphere; 

Urged  strong  support  of  the  Woman’s  Auxiliary 
and  asked  the  state  and  county  medical  societies  to 
give  serious  consideration  to  the  idea  of  joint  hus- 
band-wife membership; 

Agreed  that  a section  on  space  medicine  should  not 
be  created  at  this  time; 

Emphasized  its  continuing  awareness  of  the  de- 
mand for  action  on  satisfying  the  need  for  increasing 
numbers  of  family  physicians ; 

Urged  all  state  and  component  medical  associa- 
tions to  approve,  where  feasible,  the  inclusion  of  a 
voluntary,  nondeductible  contribution  to  inde- 
pendent political  action  committees  on  the  society’s 
annual  dues  billing  statement; 

Approved  a Board  recommendation  that  the  1967 
clinical  convention  be  held  in  Houston,  Texas; 

Agreed  with  the  Board  that  there  should  not  be  an 
increase  in  A.M.A.  dues  at  this  time; 


Reaffirmed  its  approval  and  support  of  the  National 
Council  for  Accreditation  of  Nursing  Homes,  and 
Instructed  the  Board  to  reevaluate  the  mission  of 
the  Commission  on  Medical  Practice  and  take  ap- 
propriate action. 

The  American  Medical  Association  Education  and 
Research  Foundation  reported  to  the  House  that  one 
out  of  every  six  medical  students,  interns,  and  resi- 
dents in  the  U.S.  is  now  receiving  financial  assistance 
from  the  Foundation’s  loan  fund.  The  AMA-ERF 
also  announced  that  Merck  Sharp  & Dohme  pharma- 
ceutical company  has  made  its  fourth  S 100,000  con- 
tribution to  the  loan  fund  and  has  pledged  an  addi- 
tional $100,000  in  1966. 


January  21  Meeting  of  Delegation.  This 
meeting  of  the  delegation  was  held  in  New  York 
City.  The  purpose  of  the  conference  was  to 
discuss  the  special  convention  of  the  House  of 
Delegates  called  by  the  speaker  for  February  6 
and  7. 

The  purposes  of  this  meeting  were  described 
by  the  speaker,  as  follows:  (1)  “to  consider 

pertinent  items  relating  to  current  national 
health  legislation,  including  but  not  limited  to 
policy  concerning  health  care  for  the  needy, 
and  (2)  to  consider  adequate  support  for  the 
educational,  scientific  and  other  programs  of 
the  American  Medical  Association.” 

Dr.  Dorman  reported  that  the  convention 
definitely  would  be  limited  to  these  items. 

It  was  revealed  that  we  had  received  official 
notification  from  the  A.M.A.  that,  since  our 
membership  is  over  25,000,  we  are  now  entitled 
to  26  delegates  to  the  American  Medical  Asso- 
ciation. 

The  following  resolution,  presented  to  the 
Council  earlier  that  day  by  Carl  Goldmark,  Jr., 
M.D.,  was  ratified  by  the  delegates: 

Whereas,  The  prime  concern  of  the  Ameri- 
can doctor  is  to  provide  all  people  regardless 
of  age,  race,  color,  or  economic  status  access 
to  the  highest  quality  of  health  care  which 
advances  in  medicine  have  made  possible; 
and 

Whereas,  The  proposed  Medicare  Bill 
(H.R.l-S.l)  now  before  the  Congress  is  inade- 
quate in  that  it  provides  only  limited  hospital 
care,  and  that  limited  care  only  for  those 
over  sixty-five  years  of  age;  and 

Whereas,  Many  people  not  included  in 
this  group,  namely  the  retired,  the  infirm,  the 
disabled,  the  chronically  ill,  the  mentally  ill, 
and  others,  are  financially  unable,  in  varying 
degrees,  to  afford  proper  medical  care;  and 

Whereas,  The  cost  of  providing  this 
high  quality  medical  care  has  increased 
markedly  and  will  continue  to  increase  be- 
cause of  spectacular  advances  in  medicine 
and  surgery  causing  rising  costs  in  hospital- 
ization, nursing  care,  drugs,  equipment,  and 
ancillary  personnel;  and 

Whereas,  These  medical  advances  are 
continually  increasing  the  life  span,  thus 
increasing  the  number  of  people  requiring 
this  care;  and 
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Whereas,  Many  people  are  unable  to 
meet  the  cost  of  these  services  in  whole  or  in 
part;  and 

Whereas,  These  deficits  would  become  the 
responsibility  of  government,  Federal,  state, 
or  local;  and 

Whereas,  The  financing  of  medical  care 
has  been  carried  out  by  voluntary  means  indi- 
vidually or  by  prepaid  insurance  and  by 
government;  and 

Whereas,  This  joint  financing  to  date  has 
not  proved  completely  adequate;  and 

Whereas,  The  point  at  which  government 
assistance  should  be  provided,  to  what  extent 
and  how  the  funds  are  to  be  provided,  re- 
quires further  study;  now  therefore  be  it 
hereby 

Resolved,  That  the  American  Medical 
Association  go  on  record  as  approving  medi- 
cal care  for  all  who  need  it  regardless  of  age, 
race,  color,  or  because  of  economic  status; 
and  be  it  further 

Resolved,  That  such  medical  care  include 
ambulatory  and  diagnostic  care  in  doctors’ 
offices  and  at  outpatient  departments,  in- 
hospital  care,  nursing  home  care,  home  care, 
and  rehabilitation;  and  be  it  further 

Resolved,  That  in  order  to  implement  this 
program  of  high  quality  medical  care  for  all 
who  need  it,  government  and  American 
Medical  Association  representatives,  as  well 
as  all  other  interested  parties,  i.e.,  hospital, 
labor,  insurance,  and  other  interested  pro- 
fessional and  lay  groups,  under  the  direction 
of  the  President  of  the  United  States,  meet  to 
promulgate  a plan  best  fitted  to  meet  the 
total  needs  of  our  population;  and  be  it 
further 

Resolved,  That  such  plan  insure  the  principle 
of  free  choice  of  physician;  and  be  it  further 

Resolved,  That  the  plan  so  promulgated 
shall  utilize  individual  funds,  prepayment 
insurance  funds,  and  government  funds 
(Federal,  state,  and  local);  and  be  it  further 

Resolved,  That  a copy  of  this  resolution  be 
sent  to  the  President  of  the  United  States 
and  all  members  of  both  Houses  of  Congress 
of  the  United  States  and  to  all  component 
state  medical  societies. 

It  was  reported  that  Gerald  D.  Dorman, 
M.D.,  will  be  up  for  reelection  as  trustee  at 
the  June  meeting  of  the  A.M.A.,  and  the  chair- 
man stated  that  he  would  send  out  preliminary 
notices  to  all  the  delegates  of  the  American 
Medical  Association  to  the  effect  that  we  will 
submit  the  name  of  Dr.  Dorman  for  reelection. 
(This  has  been  done.) 

Special  Convention  of  the  American 
Medical  Association.  A special  convention 
of  the  House  of  Delegates  of  the  American 
Medical  Association  was  held  in  Chicago, 
February  6 and  7,  1965.  All  members  of  the 
delegation  attended,  with  the  exception  of 
James  M.  Blake,  M.D.,  who  was  replaced  by 
Solomon  Schussheim,  M.D.  Also  present  were 


Gerald  D.  Dorman,  M.D.,  Guy  D.  Beaumont, 
J.  Richard  Burns,  Donald  M.  Irish,  executive 
secretary  of  the  Medical  Society  of  the  County 
of  Monroe,  and  Stephen  K.  Leech,  executive 
secretary  of  the  Medical  Society  of  the  County 
of  Onondaga. 

The  delegation  met  during  the  evening  of 
February  5;  there  was  a breakfast  meeting  on 
February  6. 

The  House  of  Delegates  was  in  session  during 
the  entire  day  of  Saturday,  February  6,  and 
most  of  the  morning  of  Sunday,  February  7. 
There  were  only  five  reference  committees: 
Rules  and  Order  of  Business,  Credentials, 
Tellers  (Ezra  A.  Wolff,  M.D.,  chairman), 
Sergeants  at  Arms,  and  Legislation  and  Public 
Relations  (Joseph  A.  Lane,  M.D.,  chairman). 

Representatives  of  the  Board  of  Trustees, 
the  Council  on  Legislative  Activities,  and  the 
Council  on  Medical  Service  submitted  reports. 
Donovan  F.  Ward,  M.D.,  president,  delivered 
an  eloquent  address. 

Six  resolutions,  concerned  with  the  doctors’ 
eldercare  program  and  standards  for  health  care 
programs  and  health  care  legislation,  were  intro- 
duced. It  was  decided  that  we  would  not 
present  Dr.  Goldmark’s  resolution. 

In  its  report  to  the  House,  the  Reference 
Committee  on  Legislation  and  Public  Relations 
approved  the  resolution  introduced  by  California 
(number  7);  and  stated  that  it  “may  appropri- 
ately sum  up  this  report.” 

The  California  resolution,  the  title  of  which 
is  “Health  Care  Legislation,”  reads  as  follows: 
Whereas,  The  Board  of  Trustees  of  the 
American  Medical  Association,  and  its  task 
force  on  current  legislation,  is  moving  with 
courage,  wisdom,  and  dispatch  in  develop- 
ing a positive  and  aggressive  public  position 
on  legislative  proposals  presented  to  the  89th 
Session  of  the  United  States  Congress;  and 
Whereas,  The  very  favorable  public  and 
legislative  response  to  implementing  leg- 
islation proposed  in  California  clearly  in- 
dicates the  possibility  and  desirability  of 
similar  action  in  all  the  states;  and 

Whereas,  The  initial  public  response  to 
the  A.M.A.  position  has  been  very  favorable, 
but  the  multiplicity  of  proposals  on  medical 
care  and  the  consensus  of  opinion  in  the  89th 
Congress  cannot  yet  be  clearly  defined  or 
evaluated;  and 

Whereas,  It  is  essential  that  the  position 
of  the  A.M.A.  be  made  clearly  apparent  while 
at  the  same  time  remaining  responsive,  and 
flexible  in  legislative  developments;  now 
therefore  be  it 

Resolved,  That  this  House  of  Delegates 
reaffirm  earlier  positions  established  by  the 
A.M.A.  House  of  Delegates  on  Federal 
medical  care  programs,  including  resolution 
20  of  the  1964  Miami  Beach  meeting,  which 
urged  component  associations  to  stimulate 
state  and  local  government  to  seek  the 
fullest  possible  implementation  of  existing 
mechanisms,  including  the  voluntary  health 
insurance  principle,  to  the  end  that  every- 
one in  need,  regardless  of  age,  is  assured 
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that  necessary  health  care  is  available; 
and  be  it  further 

Resolved,  That  this  House  of  Delegates 
enthusiastically  support  the  program  of  the 
A.M.A.  as  announced  by  President  Donovan 
Ward  on  January  9 and  as  implemented  in 
H.R.  3727  (introduced  by  Representatives 
Herlong  and  Curtis  in  the  89th  Congress); 
and  be  it  further 

Resolved,  That  this  House  of  Delegates 
reaffirm  its  opposition  to  the  principles 
embodied  in  S.  1 (Anderson)  and  H.R.  1 
(King)  which  require  a direct  earmarked 
payroll  tax  to  support  a direct  Federal 
medical  service  program  for  all  persons  over 
sixty-five  years  of  age,  regardless  of  their 
need  for  help;  and  be  it  further 

Resolved,  That  this  House  of  Delegates 
reaffirm  its  confidence  in  the  A.M.A.  Board 
of  Trustees,  and  in  its  task  force  on  current 
legislative  problems,  and  does  hereby  em- 
power the  Board  of  Trustees  (a)  to  support 
any  legislative  position  the  Board  finds 
desirable  and  in  consonance  with  existing 
A.M.A.  policy  and  ( b ) to  develop  a vigorous 
campaign  of  public  education  in  support 
and  implementation  of  this  positive  legislative 
position;  and  be  it  further 

Resolved,  That  the  A.M.A.  Board  of 
Trustees,  the  Council  on  Medical  Service, 
and  the  Council  on  Legislative  Activities 
(a)  study  the  desirability  and  feasibility  of 
extending  the  principle  of  Federal  and  state 
aid  under  the  Kerr-Mills  principle  to  persons 
below  the  age  of  sixty-five  who  need  help 
and  ( b ) report  their  recommendations  as 
early  as  possible  to  the  A.M.A.  Board  of 
Trustees  and  House  of  Delegates  as  a basis 
for  formulation  of  future  A.M.A.  policy  in 
this  regard. 

The  following  is  Dr.  Blasingame’s  summary 
of  the  special  convention: 

Meeting  in  a two-day  session  in  Chicago  to  review 
current  health  care  legislation,  the  House  of  Delegates 
of  the  American  Medical  Association  gave  unanimous 
approval  and  support  to  the  A.M.A.  eldercare  pro- 
gram and  to  the  Herlong-Curtis  eldercare  bill  (H.R. 
3727),  which  embodies  the  basic  principles  of  the 
A.M.A.  program. 

In  acting  on  six  resolutions  and  reports  from  the 
A.M.A.  Board  of  Trustees,  Council  on  Legislative 
Activities,  and  Council  on  Medical  Service,  the 
House  of  Delegates  also: 

1.  Reaffirmed  its  opposition  to  the  King- Ander- 
son bill  (H.R.  1 and  S.  1)  and  all  similar  measures; 

2.  Commended  the  Board  of  Trustees  and  its 
task  force  for  implementing  and  funding  a program 
of  public  education  on  the  A.M.A.  eldercare  program 
and  gave  them  a standing  vote  of  confidence; 

3.  Called  for  study  of  the  “desirability  and 
feasibility  of  extending  the  principle  of  Federal  and 
state  aid  under  the  Kerr-Mills  principle  to  persons 
below  the  age  of  sixty-five  who  need  help”; 

4.  Adopted  a statement  on  standards  for  health 
care  programs,  and 

5.  Urged  that  the  professional  services  of  pa- 
thologists, radiologists,  physiatrists,  and  anesthesi- 
ologists should  be  excluded  from  the  provisions  of 
any  bill  which  excludes  other  physicians’  services. 

A.M.A.  Eldercare  Program.  First  announced  on 


January  9 by  A.M.A.  President  Donovan  F.  Ward, 
at  the  Association’s  Kerr-Mills  Conference  in 
Chicago,  the  A.M.A.  Eldercare  Program  would 
encourage  the  use  of  voluntary  health  insurance  or 
prepayment  plans  in  the  implementation  of  Kerr- 
Mills  programs,  permit  the  state  to  have  a health- 
oriented  agency  supervise  or  administer  the  program, 
provide  for  use  of  an  income  information  statement 
as  the  sole  eligibility  test  of  need,  and  provide  for  a 
wide  spectrum  of  medical,  surgical,  and  hospital 
benefits  with  sliding-scale  eligibility  so  that  a citizen 
sixty-five  and  over  would  pay  all,  part,  or  none  of  the 
cost  of  the  insurance  or  prepayment  policy,  depend- 
ing on  his  income. 

The  Eldercare  Bill.  These  principles  are  incor- 
porated in  the  Eldercare  Act  of  1965,  introduced  on 
January  27  by  Representatives  A.  Sydney  Herlong. 
Jr.,  (D.  Fla.)  and  Thomas  B.  Curtis  (R.  Mo.), 
amending  the  Kerr-Mills  law  to  authorize  broad 
health  insurance  coverage  for  elderly  persons. 

The  Herlong-Curtis  bill  would  authorize  Federal 
grants  to  the  states  on  a matching  basis  to  help  per- 
sons sixty-five  years  of  age  and  older  pay  the  costs  of 
the  health  insurance  or  prepayment  policy  if  they 
could  not  afford  it  otherwise.  The  bill  would  pro- 
vide for  utilization  of  Blue  Shield  and  Blue  Cross 
plans  and  private  health  insurance  companies. 

The  cost  of  such  coverage  would  be  borne  entirely 
by  government  for  those  elderly  individuals  whose 
income  falls  below  limits  set  by  each  state.  For 
individuals  with  incomes  between  the  minimum  and 
a maximum,  government  would  pay  a part  of  the 
cost  on  a sliding  scale  according  to  income,  indi- 
viduals with  income  above  the  maximum  would 
pay  the  entire  cost,  but  they  would  have  the  benefits 
of  an  income  tax  deduction  for  such  payment. 

Persons  under  sixty-five  years  of  age  also  would  be 
given  an  income  tax  deduction  for  the  amount  of  pre- 
miums paid  on  health  insurance  policies  for  elderly 
relatives. 

Dr.  Ward's  Address.  Condemning  the  King- 
Anderson  bill  and  urging  support  of  the  Eldercare 
program,  Dr.  Ward  told  the  House  on  the  first  day 
of  the  special  session:  “Are  200,000  doctors  wrong  in 
urging  the  Congress  to  give  serious  consideration  to 
the  one  measure  now  before  it  that  offers  genuine 
medical  and  hospital  benefits  to  the  needy  aged? 
This  is  a bill  authorized  neither  by  the  Republican 
party  nor  the  Democratic  party.  It  is  a bill  with 
bipartisan  parentage — the  Herlong-Curtis  Eldercare 
bill,  numbered  H.R.  3727.  We  urge  Congress  to 
compare,  and  the  people  to  compare,  this  bill  with 
its  genuine  benefits  and  realistic  financing — and  with 
its  provision  allowing  for  administering  a health 
program  through  health  agencies  of  the  states — to 
compare  it  feature-by-feature  with  Medicare. 

“If  the  drums  can  be  stilled  long  enough  to  make 
this  comparison,  it  will  be  found  that  the  Herlong- 
Curtis  Eldercare  bill  can  cover  not  only  the  cost  of 
hospital  care  and  nursing  homes  for  the  aged,  but  also 
payment  of  physicians  and  surgical  and  drug  costs — 
which  Medicare  would  not  do.” 

Dr.  Ward  declared  that  “it  is  never  too  late  to  pass 
good  legislation  and  defeat  bad  legislation.  The  one 
thing  in  this  historic  decision — the  only  thing — that 
may  truly  come  too  late,  is  regret.” 

Education  Program.  Percy  E.  Hopkins.  M.D., 
chairman  of  the  Board  of  Trustees,  reported  to  the 
House  that  the  A.M.A.’s  current  effort  to  tell  its 
story  to  the  people  and  to  the  Congress  is  being 
financed  through  the  allocation  of  a portion  of  the 
Association’s  reserve  fund.  In  response  to  a number 
of  questions  raised  during  the  open  discussions,  the 
delegates  also  were  told  that  the  education  program 
will  not  require  a dues  increase  or  a special  assessment  . 
The  program  will  be  national  in  scope — involving 
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magazines,  radio,  and  television — but  maximum 
grass  roots  effort  was  urged  upon  the  entire  A.M.A. 
membership  and  the  woman’s  auxiliaries. 

Health  Care  Legislation.  Declaring  that  “it  is 
essential  that  the  position  of  the  A.M.A.  be  made 
clearly  apparent  while  at  the  same  time  remaining 
responsive  and  flexible  in  legislative  developments,” 
the  House  passed  a resolution  reaffirming  earlier 
positions  established  on  Federal  medical  care  pro- 
grams. 

Specifically  included  was  the  reaffirmation  of  the 
policy  established  by  the  House  of  Delegates  at  the 
1964  clinical  convention,  which  urged  component 
associations  to  stimulate  state  and  local  govern- 
ments to  seek  the  fullest  possible  implementation  of 
existing  mechanisms,  including  the  voluntary  health 
insurance  principle,  to  the  end  that  everyone  in  need, 
regardless  of  age,  is  assured  that  necessary  health 
care  is  available. 

The  House  defeated  a motion  that  “a  medical  and 
hospital  service  plan  with  minimum  benefits  speci- 
fied, one  and  the  same  across  the  nation  from  the 
point  of  dew  of  the  benefits  offered,  be  prepared  to 
accompany  H.R.  3727”  (the  Herlong-Curtis  Elder- 
care  bill). 

The  House  tabled  that  portion  of  the  Reference 
Committee  on  Legislation  and  Public  Relations  re- 
port dealing  with  resolutions  3 and  No.  5,  both  of 
which  called  for  the  A.M.A.  to  propose  legislation 
which  would  extend  health  insurance  coverage  to  all 
needy  persons  regardless  of  age. 

In  considering  this  proposal,  the  House  adopted 
resolution  7,  introduced  by  California,  one  portion  of 
which  asked  that  “the  A.M.A.  Board  of  Trustees,  the 
Council  on  Medical  Service,  and  the  Council  on 
Legislative  Activities  (a)  study  the  desirability  and 
feasibility  of  extending  the  principle  of  Federal  and 
state  aid  under  the  Kerr-Mills  principle  to  persons 
belo-w  the  age  of  sixty-five  who  need  help  and  (b) 
report  their  recommendations  as  early  as  possible  to 
the  A.M.A.  Board  of  Trustees  and  House  of  Dele- 
gates as  a basis  for  formulation  of  future  A.M.A. 
policy  in  this  regard.” 

After  adopting  the  California  resolution,  the  House 
voted  not  to  “lift  from  the  table”  the  portion  of  the 
reference  committee  report  dealing  with  resolutions 
3 (Indiana)  and  5 (Michigan). 

Standards  for  Health  Care  Programs.  The  Flouse 
adopted  the  following  principles  as  essential  to  sound 
health  care  programs: 

1.  No  person  needing  health  care  shall  be  denied 
such  care  because  of  inability  to  pay  for  it. 

2.  It  is  appropriate  that  government  revenues  be 
used  to  finance  health  care  when  other  resources  have 
been  found  to  be  inadequate. 

3.  Every  level  of  government  (municipal,  county, 
state,  and  Federal)  should  assume  a responsible  share 
in  the  financing  of  such  programs. 

4.  The  health  care  provided  by  such  programs 
should  be  adequate  and  should  be  equal  in  quality  to 
that  available  to  those  who  can  afford  to  pay. 

5.  Maximum  use  should  be  made  of  voluntary 
prepayment  and  insurance  mechanisms. 

6.  Administration  of  such  a program  should  be 
the  responsibility  of  the  state  government.  Par- 
ticipating states  should  be  required  to  meet  adequate 
standards  of  administration  in  order  to  qualify  for 
Federal  funds. 

7.  Eligibility  requirements  for  benefits  should  be 
fair,  realistic,  uncomplicated,  and  practical. 

8.  Any  such  health  care  program  should  provide 
funds  only,  and  not  direct  services. 

9.  Funds  for  such  programs  should  come  from 
general  tax  revenues  and  not  from  Social  Security 
taxes. 


Medical  Service  Report.  In  approving  the  report 
of  the  Council  on  Medical  Service,  the  House  adopted 
the  following  statement:  “The  Council  believes  it  is 
important  for  the  profession  to  note  that,  while  sug- 
gested mechanisms  for  providing  health  care  to  the 
needy  have  changed  as  the  nation’s  social  and 
economic  structure  has  changed,  the  basic  underlying 
concepts  of  the  American  Medical  Association,  upon 
which  our  policy  statements  have  been  made,  have 
not  changed. 

“While  the  Council  is  concerned  with  the  avail- 
ability and  accessibility  of  health  care  for  all  citizens, 
it  has  long  recognized  that  certain  groups  have  health 
problems  disproportionate  to  those  of  the  general 
population.  Included  are  the  impoverished  of  all 
ages — the  mother  and  newborn,  the  crippled  child, 
the  blind,  the  mentally  ill,  the  mentally  retarded,  the 
long-term  chronically  ill,  the  physically  disabled,  and 
the  aged.” 

Respectfully  submitted, 

Henry  I.  Fineberg,  M.D.,  Chairman 

Section  72  {see  11,  164 ) Report  65-N 

Supplementary  Report  of  the  Board  of  Trustees 

To  the  House  of  Delegates,  Gentlemen: 

Attached  is  the  Certified  Public  Accountants 
audited  financial  report  for  the  year  ended 
December  31,  1964.  The  statements  represent 
our  financial  position  at  December  31,  1964,  as 
well  as  the  results  of  our  operations  for  the  year 
then  ended. 

Respectfully  submitted, 

Norman  S.  Moore,  M.D.,  Chairman 

Accountants  Report 

To  the  Board  of  Trustees,  Medical  Society  of  the 
State  of  New  York: 

We  have  examined  the  balance  sheet  of  the 
Medical  Society  of  the  State  of  New  York  as  of 
December  31,  1964,  and  the  related  statements 
of  operating  income  and  expenses  and  general 
and  other  funds  for  the  year  then  ended.  Our 
examination  was  made  in  accordance  with 
generally  accepted  auditing  standards,  and  ac- 
cordingly included  such  tests  of  the  accounting 
records  and  such  other  auditing  procedures  as 
we  considered  necessary  in  the  circumstances. 

The  income  of  the  Investment  and  Building 
Funds  was  added  to  principal  instead  of  being 
transferred  to  the  General  Fund  as  in  1963. 
We  did  not  confirm  the  amounts  due  from  the 
U.S.  Government  under  the  “Medicare”  pro- 
gram, but  with  respect  to  the  latter  we  satisfied 
ourselves  by  other  auditing  procedures. 

In  our  opinion,  the  accompanying  balance 
sheet  and  statements  of  operating  income  and 
expenses  and  general  and  other  funds  present 
fairly  the  financial  position  of  the  Medical 
Society  of  the  State  of  New  York  as  of  December 
31,  1964,  and  the  results  of  its  operations  for  the 
year  then  ended,  in  conformity  with  generally 
accepted  accounting  principles  applied  on  a 
basis  consistent  with  that  of  the  preceding  year, 
except  as  stated  in  the  above  paragraph. 

Patterson  & Ridgway 

Certified  Public  Accountants 


June  1,  1965  / New  York  State  Journal  of  Medicine  1489 


MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 

Balance  Sheet 


December  31,  1964 


General  Fund 

CURRENT  ASSETS 

Cash  in  banks  and  on  hand 

Less:  Due  American  Medical  Association 


ASSETS 


Accounts  receivable  (after  reserves) 

Due  from  other  funds  (net) 

Inventories 

TOTAL  CURRENT  ASSETS 

PREPAID  EXPENSES 

Sundry  expenses  and  deposits 

FURNITURE  AND  FIXTURES 

At  nominal  value 

ADVANCES 

Empire  State  Medical,  Scientific  and  Educational  Foundation 
Employees  cash  funds 


$171,982.20 

2,905.60 


169,076.60 

20,511.09 

62.346.84 

36.429.84 


10,000.00 

3,903.65 


Total  General  Fund 

Investment  Fund 

Cash  in  banks 

Investments  at  cost  (market  value  $794,208.00,  of  which  $30,000.00  is 

placed  in  escrow  as  a pledge  under  the  “Medicare”  Contract) 

Accrued  interest  receivable 

Total  Investment  Fund 

Special  Funds  Under  Control  of  the  Board  of  Trustees 

BUILDING  FUND 

Cash  in  bank 

Investments  at  cost  (market  value  $577,072.00  of  which  $30,000  is 
placed  in  escrow  as  a pledge  under  the“  Medicare”  Contract) . 

Accrued  interest  receivable 

Due  from  other  funds 


EMPLOYEES  BENEFICIARY  FUND 

Investments,  U.S.  and  other  obligations,  at  cost  (market  value 
$70,140.00  of  which  $30,000.00  is  placed  in  escrow  as  a 

pledge  under  the  “Medicare”  Contract) 

Accrued  interest  receivable 


115,083.19 

570,452.92 

4,307.55 


$ 19,529.54 

381,592.56 

2,218.39 

19,000.00 


422,340.49 


76,399.25 

573.95 


Less:  Due  to  other  funds 


76,973.20 

37,822.86 

39,150.34 


288,364.37 

11,803.32 

2.00 


13,903.05 

314.072.74 


689,843.66 


REPAIR  AND  REPLACEMENT  FUND 

Investments,  at  cost  (market  value  $39,860.00) 38,001.23 

Accrued  interest  receivable 462.21 

Due  from  other  funds 1 , 635 . 62 


40,099.06 


Total  Special  Funds 

Endowment  Funds 

Cash  in  banks 18,148.35 

Less:  Due  to  General  Fund 700.00 


Total  Endowment  Funds 

Pension  Fund 

Cash  in  bank 355 . 65 

Cash  in  banks,  savings  accounts 11,959.89 

Investments,  at  cost  (market  value  $358,780.00) 322,022.26 

Accrued  interest  receivable 2 , 893 . 94 

Due  from  General  Fund 10,978.79 


Total  Pension  Fund 

War  Memorial  Fund 

Cash  in  bank 1 , 253 . 51 

Investments — U.S.  Treasury  Bonds  and  Notes  (market  value 

$120,300.00) 123,153.16 

Accrued  interest  receivable 703.55 


501,589.89 


17,448.35 


348,210.53 


Less:  Due  to  General  Fund 


125,110.22 

33,026.64 


Total  War  Memorial  Fund 92,083.58 

TOTAL  ASSETS $1,963,248.75 
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MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 

Balance  Sheet 

December  31,  1964 


LIABILITIES  AND  FUNDS 

General  Fund 

CURRENT  LIABILITIES 

Taxes  payable  (including  withholding) 

Accounts  payable  and  accruals 

Contingency  reserve  (Note  A) 

$ 10,089.11 
62,158.67 
5,000.00 

TOTAL  CURRENT  LIABILITIES 

77,247.78 

DEFERRED  CREDITS 

Membership  dues  1965 

Annual  Meeting  1965 

Sundry 

20,178.34 

36,829.50 

8,030.00 

TOTAL  DEFERRED  CREDITS 

GENERAL  FUND 

65,037.84 

171,787.12 

Total  General  Fund 

314,072.74 

Investment  Fund 

Due  to  other  funds 

Balance 

22,411.75 

667,431.91 

Total  Investment  Fund 

689,843.66 

Special  Funds  Under  Control  of  the  Board  of  Trustees 

BUILDING  FUND 

EMPLOYEES  BENEFICIARY  FUND 

REPAIR  AND  REPLACEMENT  FUND 

422,340.49 

39,150.34 

40,099.06 

Total  Special  Funds 

501,589.89 

Endowment  Funds 

Lucien  Howe  Prize  Fund 

Merit  H.  Cash  Prize  Fund 

A.  Walter  Suiter  Lectureship  Fund 

7,417.71 

2,287.58 

7,743.06 

Total  Endowment  Funds 

17,448.35 

Pension  Fund 

348,210.53 

War  Memorial  Fund 

92,083.58 

TOTAL  LIABILITIES  AND  FUNDS 

$1,963,248.75 

NOTE  A:  The  Society  is  a codefendant  in  an  action  for  damages  from  libel  in  the  amount  of  $200,000.00  because  of  an  article 
that  appeared  in  the  Journal  of  Medicine  in  which  misrepresentation  of  a process  is  alleged.  The  Society’s  attorney  is  of  the 
opinion  that  there  is  a good  chance  that  the  complaint  will  be  dismissed,  and  if  there  is  any  liability  the  primary  tort-feasor  will 
be  another  corporation.  In  the  meantime,  a reserve  of  $5,000.00  has  been  provided  at  the  attorney’s  suggestion. 

NOTE  B:  The  Society  has  a Revolving  Fund  of  $130,000.00  from  the  U.S.  Army  (“Medicare”  program)  not  included  in  this 
exhibit.  It  has  claims  from  physicians,  either  paid  or  approved  for  payment,  amounting  to  $64,343.80  that  have  not  yet  been 
reimbursed  by  the  Government.  The  Society  has  placed  $90,000.00  par  value  U.S.  Treasury  Bonds  in  escrow  with  a depositary 
agent  of  the  U.S.  Government,  as  a pledge  under  the  “Medicare”  contract. 
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MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 


Cash  in  Banks  and  On  Hand 

December  31,  1964 


General  Fund.  . 
Investment  Fund 
Building  Fund 
Pension  Fund.  . . 


$171,982.20* 

115,083.19 

19.529.54 

12.315.54 


Total 318,910.47 

* Includes  $2,905.60  due  American  Medical  Association. 


Endowment  Funds 

Lucien  Howe  Prize  Fund 7,617.71 

Merit  H.  Cash  Prize  Fund 2 , 487 . 58 

A.  Walter  Suiter  Lectureship  Fund 8 ,043 . 06 


Total  (Union  Dime  Savings  Bank) 18,148.35 


War  Memorial  Fund 

On  deposit 


1,253.51 


Investments 


The  investments  of  the  Society  are  summarized  as  follows: 


COST 


MARKET 


Investment  Fund 

U.S.  Treasury  Bonds 

Industrial  and  Finance  Bonds 

Utilities  Bonds 

Preferred  Stocks 

Common  Stocks 


$126,482.71 
39,620.64 
211,041.43 
29 , 501 . 47 
163,806.67 


125.800.00 

40.600.00 

208.290.00 

30.349.00 

389.169.00 


Total 


570,452.92 


794,208.00 


Building  Fund 

U.S.  Treasury  Bonds 

Finance  and  Utilities  Bonds 
Common  Stocks 


115,622.17 

207,080.03 

58,890.36 


113.650.00 

199.630.00 

263.792.00 


Total 


381,592.56 


577,072.00 


Pension  Fund 

U.S.  Government  Obligations 

Utilities  Bonds 

Bank  and  Finance  Bonds 

Common  Stocks 


14,845.82 

196,420.40 

50,925.00 

59,831.04 


14.950.00 
198,550.00 

52.390.00 

92.890.00 


Total 


322,022.26 


358,780.00 


Employees  Beneficiary  Fund 


U.S.  Treasury  Bonds 31,000.00  29,140.00 

Utilities  Bonds 35,213.27  32,000.00 

Industrial  Bonds 10,185.98  9,000.00 


Total 


76,399.25 


70,140.00 


Repair  and  Replacement  Fund 


Utilities  Bonds 32,270.91  32,030.00 

Common  Stocks 5,730.32  7,830.00 

Total 38,001.23  39 , 860 . 00 


War  Memorial  Fund 

U.S.  Treasury  Bonds 


$123,153.16 


120,300.00 
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Statement  of  General  and  Other  Funds 

For  the  Year  Ended  December  31,  1964 
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* Italics  denote  figures  in  red. 


MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 

Operating  Income  and  Expenses— General  Fund 

For  the  Year  Ended  December  31,  1964 


Operating  Income 

Dues  income $1 , 069 , 980 . 00 

Less:  Allocated  to  Journal  circulation  and  to  News  of  New  York 

(Note  A) 144,000.00 


925,980.00 

Journal  circulation 126 , 907 . 51 

Newsletter,  allocated  from  dues  income 24,000.00 

Advertising  income 373 , 710 . 14 

Reprint  income,  Journal 20 , 354 . 62 

Directory  circulation 16 , 929 . 46 

Annual  Meeting  booth  rentals 55,072.50 

“Medicare”  reimbursements  for  overhead  expenses 35,776.98 

Dues  collection  income  from  A.M.A 10,727.59 

Interest 8,329.64 

Miscellaneous 402 . 79 


Total  Operating  Income 

Operating  Expenses 

Administration 

Business  Division 

Communications  Division 

Legal  Division 

Industrial  Health  Division 

Medical  Care  Division 

Scientific  Activities  Division 

Scientific  Publications  Division 

Annual  Meeting 

Officers,  Board  of  Trustees,  and  A.M.A.  Delegation 

Council  Committees 

Nondivisional 


1,598,191.23 


99,624.13 

296,892.36 

150,053.82 

48,935.10 

29,015.71 

57,417.37 

129,002.32 

287,385.03 

32,214.16 

62,711.90 

47,840.52 

144,755.85 


Total  Operating  Expenses 1 , 385 , 848 . 27 

NET  INCOME $ 212,342.96 


NOTE  A:  In  prior  years  an  allocation  of  dues  to  News  of  New  York  was  not  made.  Such  an  allocation  amounting  to  $24,000.00 
was  made  in  1964  to  comply  with  postal  regulations. 


Section  73  (see  256)  Report  65-0 

Annual  Report  of  the  Convention  Committee 

To  the  House  of  Delegates,  Gentlemen: 

1964  CONVENTION.  The  Convention 
Committee  consisted  of  the  following: 

Bernard  J.  Pisani,  M.D.,  Chairman 
New  York 


Philip  M.  Standish,  M.D Ontario 

Joseph  G.  Zimring,  M.D Nassau 


Frederick  A.  Wurzbach,  Jr.,  M.D.,  ex  officio. 

Bronx 

E.  Dean  Babbage,  M.D.,  ex  officio.  . . . 

Erie 

The  1964  Convention  was  held  at  the  Ameri- 
cana, 52nd  Street  and  Seventh  Avenue,  New 
York  City,  from  February  10  through  14.  This 
is  one  of  the  newer  hotels  in  the  City  of  New 
York,  and  it  was  thought  it  might  add  interest  to 
our  convention. 

Registration  figures  are  as  follows:  physicians 
3,170;  allied  professions,  including  nurses, 
medical  students,  technicians,  and  so  forth,  550; 
guests  742;  technical  exhibitors  1,760;  for  a 
total  of  6,222  in  attendance. 

These  figures  show  a slight  increase  over  1963 
in  the  number  of  physicians  who  attended  the 


meeting,  in  spite  of  the  fact  that  the  scientific 
meetings  ran  for  four  days  instead  of  five,  as  in 
the  previous  year. 

House  of  Delegates,  Frederick  A.  Wurzbach, 
Jr.,  M.D.,  Speaker.  The  House  of  Delegates 
met  in  the  Georgian  Ballroom,  had  excellent 
facilities,  and  ran  extremely  smoothly. 

Scientific  Program,  Bernard  J.  Pisani,  M.D., 
Chairman.  The  scientific  programs  were  pre- 
pared by  all  sections  and  sessions  officers.  The 
Section  on  Pathology  held  a joint  meeting  with 
the  Section  on  Radiology.  A Session  on  Plastic 
and  Reconstructive  Surgery  was  held  and  a pro- 
gram presented  for  the  first  time,  which  was 
well  attended.  The  name  of  the  Section  on 
Medicine  was  changed  to  the  Section  on  Inter- 
nal Medicine.  The  American  Therapeutic 
Society  sponsored  two  of  the  State  Society’s 
General  Sessions.  William  B.  Rawls,  M.D., 
was  responsible  for  these  arrangements. 

We  are  sorry  to  report  that  the  facilities  for 
those  meetings  held  in  Albert  Hall  were  not  the 
best,  and  this  may  account,  in  some  part,  for  the 
smaller  attendance  at  these  programs. 

For  the  1965  meetings  in  this  area,  arrange- 
ments have  been  made  for  better  soundproofing 
and  lighting  and  improvements  in  setting  up  of 
all  the  rooms.  The  hotel  management  is  adding 
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heavier  walls  for  the  partitions  used  in  erecting 
the  rooms  and  eliminating  the  causes  of  outside 
noise. 

Attendance  figures  are  as  follows:  General 

Sessions — Tuesday  75,  Wednesday  75,  Thurs- 
day 75;  Sections  on  Allergy  117,  Anesthesiology 
146,  Chest  Diseases  125,  Dermatology  and 
Sy philology  150,  Gastroenterology  and  Proc- 
tology 60,  General  Practice  150,  Industrial 
Medicine  and  Surgery  83,  Medical-Legal  and 
Workmen’s  Compensation  Matters  35,  Medicine 
240,  Neurology  and  Psychiatry  240,  Obstetrics 
and  Gynecology  80,  Ophthalmology  67,  Or- 
thopedic Surgery  125,  Otolaryngology  50, 
Pathology,  Clinical  Pathology  and  Blood  Bank- 
ing (joint  meeting)  75,  Pediatrics  60,  Physical 
Medicine  and  Rehabilitation  160,  Preventive 
Medicine  and  Public  Health  56,  Radiology 
(joint  meeting)  75,  Space  Medicine  60,  Surgery 
125,  Urology  50;  Sessions  on  History  of  Medi- 
cine 40,  and  Plastic  and  Reconstructive  Surgery 
89. 

Scientific  Exhibits,  William  L.  Watson,  M.D., 
Chairman.  Fifty  scientific  exhibits  were  set  up 
in  the  Royal  Ballroom,  on  the  second  floor  of 
the  Americana.  The  area  was  excellent  and  all 
exhibits  well  displayed.  The  caliber  of  the  ex- 
hibits was  good  and  they  were  well  attended. 
A Colles’  fracture  exhibit,  sponsored  by  the 
New  York  and  Brooklyn  Regional  Committee 
on  Trauma  of  the  American  College  of  Surgeons, 
was  set  up  in  Albert  Hall.  This  was  a live 
demonstration  at  scheduled  times  and  attracted 
attendance.  This  exhibit  was  one  of  the  award 
winners  in  the  clinical  research  category.  Six 
awards  were  given,  three  in  scientific  research, 
and  three  in  clinical  research.  Temporary 
awards  were  affixed  to  the  award-winning  ex- 
hibits, and  certificates  were  sent  to  each  of  the 
participants  after  the  convention. 

Scientific  Motion  Pictures,  William  J.  Sulli- 
van, M.D.,  Chairman.  A wide  variety  of  films 
on  interesting  subjects,  several  films  that  had 
their  premiere  at  the  convention,  and  several 
films  narrated  by  their  authors  contributed  to  a 
good  motion  picture  program. 

Technical  Exhibits,  William  B.  Rawls,  M.D., 
Chairman.  One  hundred  forty-one  exhibit 
booths  were  sold.  A good  report  on  the  meet- 
ing was  received  from  the  Medical  Exhibitors’ 
Association.  The  technical  exhibitors  were  well 
pleased  by  the  physician  attendance.  How- 
ever, presenting  the  scientific  exhibits  and 
meetings  on  upper  floors  of  the  hotel  draws  the 
physicians  away  from  the  technical  exhibit  area. 
To  remedy  this  situation  steps  have  been  taken 
to  schedule,  at  the  1965  meeting,  more  of  the 
scientific  general  sessions  and  section  meetings 
in  the  technical  exhibit  area. 

Dinner  Dance,  Leonard  L.  Heimoff,  M.D., 
Chairman.  A reception  was  held  prior  to  the 
dinner  dance,  which  was  in  honor  of  our  retiring 
president,  William  L.  Wheeler,  Jr.,  M.D.,  and 
attended  by  425  guests.  An  excellent  dinner 
was  enjoyed.  Ben  Cutler’s  music  and  enter- 
tainment contributed  to  the  gaiety  of  the 
occasion.  The  Imperial  Ballroom,  a beautiful 


room,  was  most  adequate  for  the  reception, 
dining,  and  dancing. 

Miscellaneous.  Acknowledgement  cards  ex- 
pressing appreciation  were  sent  to  all  partici- 
pants in  the  scientific  activities,  to  all  committee 
members,  and  to  members  of  the  Woman’s 
Auxiliary  who  helped  at  the  convention. 

1965  CONVENTION.  At  this  time,  all 
plans  have  been  formulated  for  the  1965  Con- 
vention at  the  Americana,  from  February  15 
through  18.  The  scientific  activities,  which 
include  the  four  general  sessions,  section  and 
session  meetings,  and  scientific  exhibits  and 
motion  pictures  are  scheduled  to  run  for  four 
days,  Monday  through  Thursday,  as  will  the 
technical  exhibits. 

Attention  is  again  drawn  to  the  conflicts  when 
total  participation  in  the  deliberations  of  the 
House  of  Delegates  make  it  difficult  for  members 
of  subcommittees  of  the  Convention  Committee 
to  serve  in  dual  capacities. 

Your  chairman  wishes  to  thank  all  members  of 
the  Convention  Committee,  the  Subcommittees 
on  Program,  Scientific  Exhibits,  Scientific 
Motion  Pictures,  Scientific  Exhibit  Awards, 
Guest  Reception,  Technical  Exhibits,  and  all 
who  worked  in  the  House  of  Delegates.  He  ex- 
presses his  gratitude  and  appreciation  to  the 
members  of  the  State  Society  staff  who  worked 
in  whatever  area  was  requested  to  make  the 
1964  convention  run  efficiently  and  smoothly. 

Respectfully  submitted, 

Bernard  J.  Pisani,  M.D.,  Chairman 

Section  74  ( see  235)  Report  65-P 

Annual  Report  of  the  Bureau  of 
Medical  Care  Insurance 

To  the  House  of  Delegates,  Gentlemen: 

The  Bureau  of  Medical  Care  Insurance,  Mr. 
George  P.  Farrell,  director  and  also  administra- 
tive officer  of  Medicare,  reports  through  your 
Economics  Committee.  The  Bureau  operates 
under  the  direction  of  the  Economics  Commit- 
tee and  the  Medical  Care  Insurance  Commit- 
tee. Your  director  serves  as  adviser  to  these 
committees  and  to  the  Public  Medical  Care 
Subcommittee,  and  to  the  Subcommittee  on 
Liaison  with  Veterans  Administration.  The 
Bureau  also  carries  out  the  recommendations  of 
committees  in  connection  with  the  administra- 
tive work. 

Your  director  has  attended  meetings  of  these 
committees,  meetings  of  district  branches  where 
possible,  and  such  other  meetings  as  necessary 
incidental  to  the  Bureau  activities.  Reports  on 
these  meetings  are  contained  in  the  reports  of 
the  above  committees. 

On  June  4,  1964,  your  director  participated  in 
the  second  regional  conference  of  the  Medical 
Society  of  the  State  of  New  York  at  Saranac 
Lake. 

On  January  13,  1965,  your  director  spoke  be- 
fore the  Medical  Society  of  the  County  of 
Chautauqua  on  the  relative  value  index. 
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TABLE  I.  Membership  in  Blue  Shield  and  Blue  Cross  Plans 


T 

Location 

Blue  Shield  Blue  Cross 

Blue  Shield  Blue  Cross 

New  York 

5,178,889 

7,482,667 

-28,849 

2,908 

Buffalo 

788,417 

837,928 

32,575 

26,629 

Rochester 

605,870 

633,787 

25,037 

20,836 

Syracuse 

317 , 146 

420,686 

13,177 

6,554 

Utica 

268,901 

254,954 

16,907 

11,009 

Albany 

339,375 

369,545 

14,751 

7,542 

Jamestown 

34,162 

49,521 

898 

-564 

Watertown* 

30,250 

-90 

Totals 

7,532,760 

10,079,338 

74,496 

74,824 

*Utica  Plan  serves  Watertown  area  for  Blue  Shield  members. 

TABLE  II.  Payments  for  Medicare  services  rendered  for  1957-1964. 

Total 

Per  Cent 
of  Total 

Total 

Average 
Cost  Per 

Per  Cent 
of  Total 

Types  of  Care 

Claims 

Claims 

Cost 

Claim 

Cost 

Deliveries 

36,863 

32.5  $4,981,127 

$135.13 

59.5 

Other  maternities 

2,699 

2.4 

197,614 

73.22 

2.4 

Surgical 

Tonsils  and  adenoids 

3,836 

3.4  $ 

220,478 

$ 57.47 

2.6 

Digestive  system 

2,243 

2.0 

335,804 

149.71 

4.0 

Genitourinary  system 

3,854 

3.4 

304,107 

78.90 

3.6 

Benign  tumor 

1,145 

1.0 

133,820 

116.87 

1.6 

Injuries  and  poisonings 

1,148 

1.0 

117,563 

102.40 

1.4 

All  others 

1,945 

1.7 

268,570 

138.08 

3.2 

Medical,  In-Hospital 

Newborn  care 

21,942 

19.3  $ 

811,753 

$ 37.00 

9.7 

Respiratory  system 

686 

0.6 

32,375 

47.19 

0.4 

Other  Services 

Anesthesia 

20,893 

18.4  $ 

509,131 

$ 24.37 

6.2 

Consultations 

3,037 

2.7 

98,090 

32.30 

1.2 

Assistants 

2,095 

1.9 

53,771 

25.67 

0.6 

Radiology 

688 

0.6 

18,007 

26.17 

0.2 

Pathology 

1,049 

0.9 

23,631 

22.53 

0.3 

Not  hospitalized 

9,078 

8.0 

250,070 

27.55 

2.9 

Supplemental  skills 

235 

0.2 

15,046 

64.03 

0.2 

Physiatrists 

31 

4,874 

157.23 

Totals 

113,467 

$8,375,831 

$ 73.82 

Progress  Reports.  Because  of  the  change 
in  the  annual  meeting  date  from  May  to  Feb- 
ruary, the  eighteenth  annual  progress  report  on 
the  New  York  State  Blue  Shield  Plans  will  not 
be  available  for  distribution  at  the  Bureau’s 
exhibit  booth.  This  report  on  the  New  York 
State  Blue  Shield  Plans  for  the  year  ending 
December  31,  1964,  showing  detailed  analysis 
of  each  plan  in  regard  to  membership,  incurred 
and  paid  claim  data,  operating  expenses,  pre- 
mium income,  and  surplus,  will  be  prepared  and 
mailed  to  county  medical  societies  and  others 
in  the  near  future.  Quarterly  progress  reports 
on  the  plans  have  been  prepared  and  mailed  to 
county  medical  societies  and  a selected  list  of 
interested  groups. 

Figures  have  been  made  available  by  the  Blue 
Plans  for  the  year  ending  December  31,  1964,  as 
follows: 


Membership  as  of  December  31,  1964,  in  the 
New  York  State  Blue  Plans,  (subscribers  and 
dependents)  was  7,532,760,  an  increase  during 
the  year  of  74,496. 

Claims  paid  as  of  December  31,  1964, 

amounted  to  $127,571,660  covering  3,394,782 
claims,  an  increase  of  $11,454,720  in  claims  paid 
and  an  increase  of  194,195  claims. 

Table  I shows  membership  in  Blue  Shield  and 
Blue  Cross  Plans  in  New  York  State  and  the 
increases.  The  percentage  of  Blue  Shield  mem- 
bers to  Blue  Cross  members  is  74.73  as  com- 
pared to  74.54  in  1963. 

Medicare 

The  Medicare  contract  was  renewed  August  1, 
1964,  with  the  Office  for  Dependents’  Medical 
Care,  Denver,  Colorado,  for  one  year  with  the 
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following  change:  Code  8999,  Ventilation 

Studies,  complete  (respirometer),  including 
spirogram,  timed  vital  capacity,  maximal 
breathing  capacity,  with  interpretation  and  re- 
port, from  the  maximum  allowance  of  $15  to 
$30. 

The  total  amount  paid  physicians  for  the  year 
ending  December  31,  1964,  was  $1,001,708, 
representing  14,291  claims  for  an  average  of 
$70.09  per  claim.  During  the  year  588  new 
physicians  participated  in  the  program. 

During  the  period  from  December  7,  1956, 
the  effective  date  of  the  Program  (Public  Law 
569),  through  December  31,  1964,  113,467 
claims  have  been  paid  to  10,949  physicians  in 
the  amount  of  $8,375,831,  for  an  average  of 
$73.82  per  claim. 

A "‘Manual  for  Physicians  and  Dentists 
Providing  Civilian  Care  to  Dependents  of  the 
U.S.  Uniformed  Services”  was  sent  to  all  phy- 
sicians in  the  State  during  the  past  year. 

During  the  year  Colonel  Frank  E.  Stillman, 
Jr.,  MSC,  executive  officer  of  the  Office  for  De- 
pendents’ Medical  Care,  visited  our  office  and 
was  favorably  impressed  with  the  administra- 
tion of  the  program. 

During  the  year  the  department  was  audited 
by  U.S.  Army  Audit  Agency,  New  York  City. 

The  Physicians’  Review  Committee  met  on  a 
number  of  occasions  to  review  special  reports 
where  exceptional  services  were  rendered  by  a 
physician.  Necessary  claims  were  referred  to 
the  Office  for  Dependents’  Medical  Care,  Den- 
ver, Colorado,  for  approval.  All  recommenda- 
tions made  by  the  Physicians’  Review  Com- 
mittee were  confirmed  by  that  office. 

The  following  payments  (Table  II)  have  been 
made  for  services  rendered  for  the  years  1957- 
1964  by  principal  diagnosis. 

Your  administrative  officer  wishes  to  com- 
mend Mrs.  Nan  Boynton  and  the  members  of 
her  staff  for  their  sincere  and  conscientious  ef- 
forts during  the  past  year. 

Section  75  {see  8,  1 72)  Report  65-Q 

Supplementary  Report  of  the  Secretary 

To  the  House  of  Delegates,  Gentlemen: 

Your  secretary  presents  the  following  supple- 
mentary report  giving  membership  figures  for 
the  Medical  Society  of  the  State  of  New  York 


for  1964: 

1963  Membership 25 , 528 

1964  New  members 942 

1964  Reinstated  members.  . 41  26,511 

1964  Deaths 452 

1964  Resignations 236  688 

25,823 

1964  Delinquent  members 193 

1964  Total  membership 25,630 


Honor  counties,  those  having  no  1964  de- 
linquents, are  Allegany,  Broome,  Chemung, 


Chenango,  Essex,  Fulton,  Genesee,  Greene. 
Herkimer,  Jefferson,  Lewis,  Livingston,  Madi- 
son, Oneida,  Orange,  Orleans,  Oswego,  Otsego, 
Putnam,  Richmond,  Saratoga,  Schoharie, 
Schuyler,  Seneca,  Tioga,  Washington,  Wyom- 
ing, and  Yates. 

Comparative  totals  of  membership  since 
1953  follow: 


1953 

23,145 

1959 

24,689 

1954 

23,545 

1960 

25,250 

1955 

23,838 

1961 

25,351 

1956 

24,031 

1962 

25,401 

1957 

24,182 

1963 

25,528 

1958 

24,370 

1964 

25,630 

Remission 

of  1964  dues 

were  voted 

for  128 

members  as  follows: 

Illness . . 83 

Temporary  Service  in  the  Armed  Forces 
or  U.S.  Public  Health  Service 25 

Financial  hardship 20 

128 

Respectfully  submitted, 

Walter  T.  Heldmann,  M.D.,  Secretary 

Section  76  (see  43,  257 ) Report  65-R 

Supplementary  Report  of  the  Committee 
on  State  Legislation 

To  the  House  of  Delegates,  Gentlemen : 

Since  the  New  York  State  Legislature  was 
not  organized  until  a few  days  ago,  there  have 
been  no  significant  legislative  actions  affecting 
the  medical  profession  as  of  the  date  of  this 
supplementary  report,  February  12,  1965. 

Your  committee,  however,  has  been  active 
and  has  kept  the  Council  advised  of  its  activities. 
On  December  17,  1964,  a meeting  of  the  com- 
mittee was  held  at  the  Savarin  Restaurant  Air- 
port, Albany.  On  January  21,  1965,  your 
chairman  appeared  at  the  Council  meeting. 
He  discussed  legislation  in  general  and  in  par- 
ticular the  so-called  “Ohrenstein  Bills”  which 
would  prohibit  physicians  from  making  con- 
tracts for  services  with  laboratories  and  would 
require  laboratories  to  bill  patients  directly  for 
services  rendered.  At  this  meeting  the  Council 
rescinded  its  previous  stand  of  opposition  to 
these  laboratory  bills  and  directed  that  no  posi- 
tion be  taken  on  bills  of  this  type,  if  such  should 
be  introduced  this  year.  Resolutions  on  this 
subject  have  been  submitted  to  this  House 
and  the  State  Society’s  position  should  be  clari- 
fied after  full  discussion. 

On  February  2,  1965,  a successful  conference 
of  county  medical  society  legislation  chairmen 
was  held  at  the  Fort  Orange  Club,  Albany. 
Guest  speakers  included  Commissioner  George 
K.  Wyman,  M.D.,  New  York  State  Social 
Welfare  Department,  and  Commissioner  Hollis 
S.  Ingraham,  M.D.,  New  York  State  Health 
Department. 

The  Legislation  Information  Center  is  now  in 
operation.  The  legislation  newsletter  has  been 
improved  and  renamed  “Capitol  News”  and  is 
mailed  every  week.  Six  issues  have  already 
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been  published  with  reports  on  whatever  bills 
have  been  filed  in  Albany  and  on  developments 
in  Washington  of  interest  to  the  medical  pro- 
fession. 

Respectfully  submitted, 

John  H.  Carter,  M.D.,  Chairman 

Section  77  ( see  37,  251)  Report  65-S 

Annual  Report  of  the  Ad  Hoc  Committee 
to  Study  the  Journal 

To  the  House  of  Delegates,  Gentlemen: 

The  Ad  Hoc  Committee  to  Study  the 
Journal  consists  of  the  following  members: 

Norman  S.  Moore,  M.D.,  Chairman 


. Tompkins 

Samuel  Z.  Freedman,  M.D New  York 

Leo  E.  Gibson,  M.D Onondaga 

George  Himler,  M.D New  York 

Granville  W.  Larimore,  M.D Albany 


The  1964  House  of  Delegates,  in  adopting  the 
recommendation  of  the  Reference  Committee 
on  Scientific  Activities  and  Publications  B, 
directed  this  committee  to  continue  its  studies 
in  three  main  areas.  It  recommended  contin- 
uance of  investigations  of  the  possibility  of  com- 
bining the  New  York  State  Journal  of 
Medicine  with  others  to  form  a mid- Atlantic 
medical  journal. 

Informal  investigations  by  the  executive 
vice-president  as  well  as  various  staff  members 
have  indicated  that  neighboring  state  medical 
societies  have  little  or  no  interest  in  combining 
their  respective  journals  with  the  New  York 
State  Journal  of  Medicine  so  as  to  create  a 
regional  mid-Atlantic  journal.  Apparently  each 
desires  to  retain  its  own  autonomous  publica- 
tion even  though  it  operates  at  a loss. 

The  House  also  recommended  that  a reader- 
ship  survey  of  the  Journal  be  conducted  by  an 
outside  professional  firm. 

A detailed  study  of  the  cost  and  implications 
of  a readership  survey  is  still  underway.  It  is 
the  opinion  of  the  committee  that  unless  the 
survey  is  conducted  in  a professional  and 
thorough  manner  it  will  hurt  rather  than  help 
the  Journal.  The  committee  will  continue  to 
explore  all  facets  of  this  undertaking. 

The  House  adopted  a statement  by  the  Ref- 
erence Committee  on  Reports  of  Officers  B ex- 
pressing the  feeling  “that  prompt  action  should 
be  taken  in  view  of  the  continuing  loss  of  ap- 
proximately $40,000  a year.” 

Your  Ad  Hoc  Committee  has  spent  consider- 
able time  on  this  particular  problem  with  the 
cooperation  of  the  executive  vice-president  and 
other  key  staff  members,  and  immediate 
economy  was  effected  by  eliminating  one  posi- 
tion in  the  Journal  editorial  staff. 

A detailed  study  by  the  committee  indicated 
that  the  past  ratio  between  advertising  pages 
and  editorial  pages  was  not  in  proper  propor- 
tion. With  the  assistance  of  the  editor,  the 
managing  editor,  and  the  assistant  executive 
vice-president  it  was  determined  that  a more 
equitable  ratio  of  70  per  cent  editorial  pages  to 
30  per  cent  advertising  pages  would  be  estab- 


lished as  a goal.  The  effect  of  this  decision  be- 
came immediately  apparent  in  the  decreased 
costs  of  production  of  the  Journal. 

As  a further  step  in  achieving  the  objective 
of  reducing  the  Journal  deficit,  a thorough 
study  of  the  advertising  sales  department  was 
made.  As  is  explained  in  detail  in  the  executive 
vice-president’s  report,  the  committee  unan- 
imously recommended  to  the  Council  that  the  | 
services  of  the  former  advertising  sales  manager  i 
be  terminated. 

Your  committee  is  also  pleased  to  report  that  I 
there  has  been  an  encouraging  increase  in  ad- 
vertising sales  since  the  reorganization  of  the  j 
advertising  sales  department. 

The  committee  feels  that  there  are  still  , 
areas  to  be  explored,  including  frequency  of 
issue  and  physical  appearance,  the  readership  . 
survey  mentioned  above,  and  continuing  ef- 
forts to  cut  the  costs  of  production  without  in- 
terfering with  the  Journal’s  present  high 
scientific  standing. 

At  the  last  meeting  of  the  committee,  the  S 
representatives  from  the  Publication  Commit-  I 
tee  requested  that  the  Ad  Hoc  Committee  for 
the  Study  of  the  Journal  be  continued  on  a 
standby  basis.  The  committee  voted  to  rec- 
ommend this  request  to  the  House  of  Delegates. 

Respectfully  submitted, 

Norman  S.  Moore,  M.D.,  Chairman  j. 

Section  78  {see  44,  257)  Report  65-T 

Supplementary  Report  of  the  Committee 
on  Federal  Legislation 

To  the  House  of  Delegates,  Gentlemen: 

Following  the  special  session  of  the  American 
Medical  Association  House  of  Delegates  on 
medical  care  for  the  aged  held  in  Chicago, 
February  6 and  7,  1965,  your  chairman  called  a 
meeting  of  the  committee  to  discuss  possible 
implementation  of  the  recommendations  made 
to  state  medical  societies.  This  meeting  was  [ 
held  Sunday  evening,  February  14,  1965,  at  the 
Americana  Hotel.  The  recommendations  made 
by  the  committee  are  set  forth  in  this  supple- 
mentary report  to  the  House. 

In  order  to  give  the  House  a chronologically 
complete  picture  of  events,  the  following  is  a 
summary  of  actions  taken  concerning  medical 
care  for  the  aged  in  which  the  committee  has 
been  interested.  Complete  reports  on  the 
special  session  of  the  A.M.A.  and  other  events 
are  being  submitted  to  the  House. 

Timetable  of  Developments.  In  early 
January  the  first  bill  introduced  in  each  branch 
of  Congress  was  the  King- Anderson  Bill  of  1965 
(H.R.  1,  S.l).  The  bill  contains  these  key 
provisions: 

1.  Up  to  sixty  days  hospital  care  with  one 
day  deductible; 

2.  Up  to  sixty  days  posthospital  care  in 
approved  facilities; 

3.  Up  to  two  hundred  and  forty  days  of 
home-health  visits  per  year; 

4.  Outpatient  hospital  diagnostic  service; 

5.  A separate  0.3  per  cent  tax  on  the  first 
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$5,600  of  earnings  paid  by  both  employer  and 
employe,  to  finance  hospital  benefits — rate  to 
reach  0.45  per  cent  by  1969; 

6.  Benefits  for  aged  persons  not  covered  by 
Social  Security  financed  out  of  general  revenues; 

7.  Benefits  begin  July  1966,  tax  starts 
January  1965; 

8.  Total  Social  Security  tax  increases  going 
to  a 10.4  per  cent  total  on  a $5,600  wage  base; 
7.8  per  cent  self-employed  tax; 

9.  Social  Security  benefits  increased  7 per 
cent; 

10.  Self-employed  physicians  would  be 
brought  under  Social  Security  by  the  bill. 

On  January  9 and  10,  1965,  the  A.M.A.  held 
a national  conference  on  Kerr-Mills  in  Chicago. 
James  M.  Blake,  M.D.,  chairman,  Council 
Commission  on  Public  and  Professional  Affairs, 
and  Samuel  Z.  Freedman,  M.D.,  State  Society 
treasurer,  represented  our  State  Society  at  the 
meeting  while  your  chairman  participated  in  the 
conference,  at  the  invitation  of  the  A.M.A. 

At  this  conference,  A.M.A.  President  Dono- 
van F.  Ward,  M.D.,  outlined  medicine’s  pro- 
posed program  of  health  care  for  the  medically 
needy  aged. 

Using  voluntary  health  insurance  plans,  as 
well  as  intermediaries,  state  governments,  as- 
sisted by  Federal  funds,  would,  through  then- 
health  departments,  offer  health  insurance 
coverage  to  best  fit  a variety  of  the  aged’s  in- 
dividual needs.  The  cost  of  such  coverage 
would  be  borne  completely  by  government  for 
those  individuals  whose  incomes  fall  below 
minimum  limits  set  by  each  state.  For  those 
individuals  with  incomes  exceeding  the  mini- 
mum but  less  than  the  maximum,  the  state 
would  pay  a part  of  the  costs.  And,  finally,  for 
those  individuals  whose  incomes  exceed  maxi- 
mum limits,  the  state  would  pay  nothing. 
The  Kerr-Mills  law,  at  Federal  and  state  levels, 
under  this  plan  would  require  amendment  to 
eliminate  present  welfare  department  deter- 
mination of  eligibility  and  instead  to  provide 
that  aged  individuals  periodically  make  a simple 
statement  of  annual  income  to  the  state.  On 
the  basis  of  this  statement  alone  would  eligi- 
bility be  determined. 

Dr.  Ward  also  stated  that  we  are  maintaining 
our  basic  positions  that:  (1)  All  those  over 

sixty-five  who  need  help  in  paying  for  health 
care  should  receive  it;  (2)  in  providing  this 
help  the  relations  between  the  states  and  the 
Federal  government  should  be  preserved  with 
maximum  responsibility  and  authority  dele- 
gated to  the  state  rather  than  to  a centralized 
Washington  authority;  and  (3)  voluntary 
health  insurance  and  prepayment  principles 
should  be  utilized  whenever  possible. 

In  late  January,  the  “Eldercare  Act  of  1965” 
(H.R.  3727),  which  incorporated  A.M.A.  sug- 
gestions, was  introduced  by  two  high-ranking 
members  of  the  House  Ways  and  Means  Com- 
mittee— Representatives  A.  Sydney  Herlong, 
Jr.  (D.  Fla.)  and  Thomas  B.  Curtis  (R.  Mo.). 

The  main  points  of  the  Eldercare  bill  are: 

1.  State  with  M.A.A.  could  provide  care  for 
indigent  aged  through  health  insurance  plans 


entered  into  with  nonprofit  or  commercial 
carriers; 

2.  The  Kerr-Mills  would  be  amended  to 
make  income  the  sole  test  for  M.A.A.  eligi- 
bility; 

3.  O.A.A.  and  M.A.A.  would  provide  care 
or  payments  for  needy  individuals  in  mental  or 
tuberculosis  hospitals; 

4.  Individuals  paying  for  medical  care  or 
health  insurance  of  dependents  over  sixty-five 
would  get  full  income  tax  deductions  for  such 
payments;  and 

5.  Taxpayers  would  receive  full  deductions 
for  health  insurance  premiums  on  policies  taking 
effect  at  sixty-five. 

On  February  6 and  7,  1965,  the  A.M.A.  held 
a special  session  of  its  House  of  Delegates  in 
Chicago.  At  this  meeting,  the  delegates  en- 
dorsed the  Herlong-Curtis  Eldercare  Act  bill 
and  reiterated  their  opposition  to  the  King- 
Anderson  type  bills,  particularly  H.R.  1,  S.  1. 
At  the  same  time  the  A.M.A.  announced  a na- 
tion-wide educational  campaign  to  promote 
greater  public  understanding  of  the  issue  of 
health  care  for  the  aged. 

Committee  Meeting.  At  the  committee 
meeting  on  Sunday,  February  14,  1965,  at  the 
Americana  Hotel,  the  members  discussed  the 
role  of  our  State  Medical  Society  in  the  national 
educational  campaign. 

The  purpose  of  the  national  educational  cam- 
paign will  be  to  acquaint  the  people  with  the 
advantages  of  the  A.M.A.  health  proposal  as 
embodied  in  the  Eldercare  Act  of  1965  (H.R. 
3727)  and  its  superiority  to  King-Anderson  leg- 
islation, and  to  help  stimulate  public  reaction 
against  Medicare  and  in  favor  of  the  A.M.A. 
proposal. 

It  is  anticipated  that  the  state  programs 
should  point  toward  three  basic  objectives:  (1) 

Implementation  of  or  further  improvements  in 
state  Kerr-Mills  programs;  (2)  promotion  of 
the  A.M.A.  plan  (H.R.  3727);  (3)  generation  of 
public  disapproval  of  King-Anderson  legisla- 
tion and  public  endorsement  of  Kerr-Mills 
laws  and  public  acceptance  of  the  A.M.A.  ap- 
proach to  the  problem. 

After  discussion,  the  committee  voted  to 
recommend  to  this  House  that  the  State  Medi- 
cal Society  should  take  an  active,  leading  part 
in  the  campaign  and  should  utilize  funds  made 
available  to  our  State  Society  for  the  purpose. 
Whatever  funds  are  allocated  for  this  cam- 
paign, the  A.M.A.  will  match  with  their  funds. 
In  other  words,  one  half  of  total  expenses  will  be 
borne  by  the  A.M.A. 

Your  committee,  therefore,  recommends  to 
this  House  for  its  approval  the  following: 

1.  Eldercare  Plan  of  Action  for  the  Medical 
Society  of  the  State  of  New  York; 

2.  Resolution  65-53,  endorsing  the  “Elder- 
care Act  of  1965”  and  the  A.M.A.  national 
educational  campaign. 

Eldercare  Plan  of  Action.  This  plan  has 
been  designed  to  achieve  the  maximum  results  at 
minimum  expense  within  a very  short  period  of 
time,  as  follows: 
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1.  General  Membership  Mailing.  A letter 
should  be  sent,  over  the  signature  of  the  State 
Medical  Society  president,  informing  our  mem- 
bers of  the  Society’s  endorsement  of  “Elder- 
care,”  and  urging  them  to  support  the  Society’s 
position  and  spelling  out  how  this  can  be  done. 
Included  with  the  letter  will  be  copies  of  all 
pamphlets  available  for  general  distribution. 

Estimated  Cost 
State 

Total  Society  Funds  A.M.A.  Funds 

$3,000  $1,500  $1,500 

2.  Newspaper  Advertisements.  These  ads 
would  be  placed  discriminate^  in  strategic  areas 
throughout  the  State  where  it  is  felt  they  would 
achieve  the  most  beneficial  results.  Copy  is 
available  from  A.M.A.  and  easily  adapted  to 
local  conditions. 

Estimated  Cost 
State 

Total  Society  Funds  A.M.A.  Funds 

$13,000  $6,500  $6,500 

3 TV  Spot  Announcements.  These  one- 
minute  announcements  would  be  used  along  the 
lines  of  the  policy  for  advertisements  but  not 
necessarily  in  the  same  areas  of  the  State  nor  at 
the  same  time. 

Estimated  Cost 
State 

Total  Society  Funds  A.M.A.  Funds 

$7,000  $3,500  $3,500 

4.  Radio  Spot  Announcements.  These  one- 

minute  announcements  would  be  used  to  sup- 
plement TV  and  newspaper  messages. 

State 

Total  Society  Funds  A.M.A.  Funds 

$2,000  $1,000  $1,000 

5.  Woman's  Auxiliary  Mailing.  A letter 

similar  to  that  sent  to  members  would  be  mailed 
to  every  member  of  the  Woman’s  Auxiliary  and 
materials  and  duplicating  assistance  would  be 
provided  to  assist  the  Woman’s  Auxiliary  with 
a letter- writing  campaign. 

Estimated  Cost 
State 

Total  Society  Funds  A.M.A.  Funds 

$1,200  $600  $600 

6.  Medical  Assistants  Mailing.  Support 
from  this  group  would  be  sought  for  a program 
similar  to,  and  complementing,  the  efforts  of  the 
Woman’s  Auxiliary. 

Estimated  Cost 
State 

Total  Society  Funds  A.M.A.  Funds 

$600  $300  $300 

Summary  of  Costs 
State 

Grand  Total  Society  Funds  A.M.A.  Funds 
$26,800  $13,400  $13,400 

In  connection  with  the  above  plan  of  action, 
the  committee  strongly  recommends  that  the 
visits  of  the  State  Society’s  delegation  to  the 
Washington  offices  of  our  New  York  congress- 
men be  made  as  soon  as  possible.  Those  visits, 
the  funds  for  which  have  already  been  allocated 
in  the  State  Society’s  1965  budget,  should  be 
timed  to  obtain  the  best  results  in  our  efforts  to 


promote  the  “Eldercare  Act  of  1965.”  The 
committee  also  recommends  that  the  size  of  the 
delegation  be  enlarged  to  insure  that  every 
congressman  sympathetic  to  our  views  is  visited 
by  a physician  who  is  a constituent. 

The  committee  endorses  resolution  65-53  en- 
titled “Eldercare  Act  of  1965  and  National 
Education  Program”  which  it  requested  its 
chairman  to  introduce  to  the  House. 

Respectfully  submitted, 

George  J.  Lawrence,  Jr.,  M.D.,  Chairman 

Section  79 

Remarks  of  Speaker 

. . .Speaker  Wurzbach  addressed  the  House, 
outlining  procedures  to  be  followed  concerning 
reference  committee  hearings,  a message  board 
for  members  of  the  House,  the  press  room,  press 
photographers,  the  report  of  the  Special  Com- 
mittee on  Constitution  and  Bylaws,  and  rules 
for  discussion  in  the  House  sessions . . . 

Section  80 

Introduction  of  New  Delegates 

. . .Speaker  Wurzbach  introduced  the  follow- 
ing new  delegates  to  the  House: 

County  Delegates 

Marcelle  Bernard,  Bronx 
Harold  R.  Brodman,  Bronx 
Francis  J.  Loperfido,  Bronx 
Saul  Zucker,  Bronx 
James  F.  Durkin,  Cattaraugus 
Alexander  Gersen,  Essex 
Thomas  P.  Hamilton,  Jefferson 
Martin  Markowitz,  Kings 
Stanley  Stark,  Kings 
Leo  J.  Swirsky,  Kings 
William  B.  Forsyth,  Monroe 
John  D.  States,  Monroe 
Raymond  F.  Smith,  Nassau 
John  A.  Lawler,  New  York 
Joseph  A.  Pincus,  New  York 
William  R.  Lewis,  Niagara 
Louis  G.  Fournier,  Onondaga 
Lester  R.  Tuchman,  Queens 
Warren  M.  Levin,  Richmond 
Orlando  L.  Manfredi,  Richmond 
Sheldon  B.  Adler,  Rockland 
Wayne  C.  Templer,  Steuben 
Bruce  Alexander  Harris,  Jr.,  Suffolk 
Andrew  W.  Lawrence,  Suffolk 
George  G.  McCauley,  Tompkins 
Walter  F.  Harrison,  Jr.,  Warren 
James  G.  Cotanche,  Wayne 
Section  Delegates 

David  Merksamer,  Kings,  Allergy 
Rudolf  H.  Steinharter,  Nassau,  General 
Practice 

Kenneth  L.  Stratton,  New  York,  Industrial 
Medicine  and  Surgery 
Robert  Blum,  Erie,  Internal  Medicine 
Milton  Tarlau,  Queens,  Neurology  and 
Psychiatry 

Frank  A.  Disney,  Monroe,  Pediatrics 
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William  B.  Seaman,  New  York,  Radiology 

Seymour  I.  Schwartz,  Monroe,  Surgery 
District  Delegate 

Second  District,  John  Paul  Ruppe,  Nassau 

Section  81  {see  7,  1 70)  Report  65-H 

Supplementary  Report  of  the  President 

. . .Speaker  Wurzbach  introduced  President 
Burgin  who  delivered  the  following  supplemen- 
tary report  to  the  House: 

To  the  House  of  Delegates,  Gentlemen: 

I was  reading  the  other  day  that,  for  the 
most  effective  communications,  experts  stress 
the  need  to  get  right  to  the  point  and  avoid 
wasting  time.  I gladly  subscribe  to  this 
precept  and  I know  all  of  you  welcome  my 
doing  so.  My  remarks  today  will  be  brief  and 
will  supplement  my  formal  report  published 
in  the  January  1 issue  of  the  State  Society’s 
Journal. 

Though  tempted,  I will  refrain  from  char- 
acterizing the  past  year  as  momentous.  It 
has  been  a busy  one,  an  exciting  one — but  when 
we  think  about  it,  every  year  is  important  and 
every  year  represents  a challenge  in  the  all- 
important  pursuit  of  sustaining  and  enriching 
our  democratic  heritage.  Every  year  seems 
to  present  us  with  a few  new  challenges  to  the 
preservation  of  voluntary  and  unregimented 
medical  practice. 

During  the  past  year,  as  your  president,  I did 
my  best  to  keep  the  attention  and  strength  of 
our  Society  focused  on  what  I believe  to  be  key 
issues  and,  on  various  speaking  occasions,  I 
offered  suggestions  for  our  role  in  shaping  solu- 
tions. 

Have  you  noticed  how  none  of  what  we 
consider  to  be  the  key  problems  facing  us  today 
emerged  last  month — or  even  last  year?  The 
shortage  of  doctors  in  rural  areas,  the  vicious 
forces  of  health  quackery — these  have  been 
there  for  us  to  face  (or  close  our  eyes  to)  since 
the  start  of  American  medicine. 

The  effort  to  use  the  mechanism  of  Social 
Security  for  funding  and  providing  health  care 
actually  began,  and  was  recognized  by  a few, 
some  thirty  years  ago  when  Social  Security  was 
in  its  formative  planning  stages.  More  re- 
cently— as  the  trend  became  more  apparent — we 
deplored  it,  we  made  a show  of  resistance. 
Finally,  in  1964,  panic  button  depressed,  we 
made  an  aggressive  effort  to  arouse  the  physi- 
cians of  New  York  State  to  this  challenge  facing 
us  as  M.D.’s  and  citizens. 

On  the  national  scene  we  clearly  observed 
partisan  complexions  and  gross  political  cyni- 
cism in  the  use  of  the  needy  aged  as  election 
political  pawns.  For  the  fourth  consecutive 
time  a delegation  of  our  physicians  visited  with 
New  York’s  congressmen  in  Washington.  We 
made  known  our  views  not  only  on  the  King- 
Anderson  type  legislation  but  also  on  the  M.A.A. 
program  in  New  York. 

Perhaps  our  bit  contributed  in  some  small 
degree  to  the  failure  of  the  King-Anderson  Bill 
in  the  88th  Congress.  The  defeat  of  that  bill 


was  a victory  for  free  medicine,  since  it  was  the 
medical  profession  that  led  the  fight  against 
that  phony  plan  which  misled  many  into  be- 
lieving that  it  would  provide  comprehensive 
health  care  for  the  aged  under  the  Social  Security 
system. 

There  was  little  time  to  savor  our  success, 
however.  The  subsequent  election  of  a new 
Congress,  with  a great  preponderance  of  Demo- 
crats, and  the  packing  of  the  Ways  and  Means 
Committee  with  Medicare  proponents,  quickly 
presented  us  with  new  hurdles  in  our  race  to 
avoid  the  administration’s  compulsory,  Social 
Security-financed  plan.  Our  hope  to  secure 
for  the  people  a sound,  voluntary  program 
based  on  an  expanded  and  improved  Kerr- 
Mills  law  is  once  again  in  extreme  jeopardy. 

Nevertheless,  today  I find  reason  for  hope 
and  optimism:  I see  no  place  for  apathy  or 

defeatism. 

It  would  be  well,  I believe,  to  review  here 
our  activity  of  the  last  four  months. 

The  national  campaign  to  inform  the  people 
about  assistance  available  to  the  elderly  who 
need  help  in  paying  for  medical  care  started  this 
past  October.  The  American  Medical  Associ- 
ation made  use  of  all  media  of  communications, 
including  paid  advertisements  in  daily  and 
weekly  newspapers,  national  magazines,  radio, 
and  television. 

Our  State  Society  elected  to  cooperate  with 
the  A.M.A.  with  a strong  program  to  counteract 
the  widespread  lack  of  knowledge  about  the 
Kerr-Mills  Law  and  the  Metcalf-McCloskey 
Act.  We  placed  advertisements  in  newspapers 
throughout  New  York  State  which  were 
especially  designed  to  highlight  the  local  situa- 
tion and  to  deal  specifically  with  the  provisions 
and  the  administration  of  our  Metcalf- 
McCloskey  Act.  In  all,  we  ran  advertisements 
in  245  weekly  and  daily  newspapers  with  a total 
circulation  of  about  seven  million.  Advertise- 
ments were  placed  also  with  11  foreign  language 
newspapers. 

Not  everyone  was  pleased  with  our  advertise- 
ments. Couldn’t  they  have  been  written  so 
that  they  offended  no  one?  Yes,  and  they 
might  have  been  written  so  innocuously  that 
nobody  would  have  read  them  at  all.  But  we 
had  a job  to  do. 

Our  advertisements  in  effect  stated  that 
health  care  is  available  to  New  York  people 
over  sixty-five  years  of  age  who  need  assistance — 
people  who  need  assistance  with  the  payment 
for  their  medical  care.  And  that  is  a fact. 

Readers  were  invited  to  write  to  the  State 
Society  for  information  on  the  health  care 
assistance  program  in  our  State.  The  response 
was  immediate  and  it  showed  clearly  that  our 
people  are  but  superficially  informed  regarding 
the  assistance  programs  of  New  York  State. 
Some  twenty  thousand  letters  poured  into 
State  Society  headquarters  requesting  the 
pamphlet  produced  by  our  Communications 
Division  for  this  purpose.  Hundreds  used  the 
telephone  and  many  made  personal  visits  to 
the  State  Society  offices  requesting  advice  and 
assistance.  We  did  our  best  to  assist  an  un- 
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expectedly  large  and  almost  overwhelming 
appeal  for  help. 

Time  for  the  development  of  our  program  was 
limited.  Its  execution  was  admittedly  not 
perfect,  but  the  results  certainly  justify  the 
effort.  Through  our  campaign  a start  was 
made  toward  advising  the  people  of  New  York 
of  the  assistance  program  provided  them  under 
the  Metcalf-McCloskey  Act.  Our  action 
sparked  reactions,  and  the  press  and  then  several 
State  legislators  picked  up  the  thread.  The 
results  are  still  being  felt: 

. . .Thousands  upon  thousands  of  New  York 
people  are  now  aware  of  their  right  to  assistance 
under  the  law. 

. . The  weakness  of  the  law  and  its  admin- 
istration have  been  clearly  accentuated  by  the 
press. 

. . .Several  bills  calling  for  the  improvement 
of  the  Metcalf-McCloskey  Act  are  today  in 
the  State  hoppers  with  some  hope  of  acceptance 
by  the  Legislature. 

. . And,  there  is  no  doubt,  the  physicians  of 
New  York  State  are  now  better  informed  than 
ever  before  on  the  fundamentals  of  the  Kerr- 
Mills  Law  and  the  Metcalf-McCloskey  Act. 
This,  in  my  book,  is  a successful  start — just  a 
successful  beginning  for  us — in  our  fight  to 
provide  the  finest  type  of  medical  care  for  all 
of  the  people  of  New  York  State  regardless  of 
their  age  or  inability  to  pay. 

Before  we  leave  this  subject  of  legislation  we 
should  note  the  plan  developed  this  past  year 
by  our  Commission  on  Public  and  Professional 
Affairs  for  the  coordination  of  the  State  Society’s 
legislation  activities.  This  new  plan  provides  a 
central  information  center  at  State  Society 
headquarters  and  a new,  expanded,  legislation- 
contact  network  throughout  the  State.  The 
function  of  the  legislation  information  center 
is  to  accumulate  accurate  and  complete  in- 
formation concerning  State  and  Federal  legisla- 
tion and  then  to  channel  it  quickly  to  the  key 
physicians  responsible  for  our  ultimate  legisla- 
tion activity.  This  new  coordination  effort  is 
designed  to  increase  greatly  the  effectiveness  of 
our  State  Society’s  legislative  program.  Our 
understanding,  cooperation,  and  utilization  of 
the  plan  will  contribute  to  its  success. 

In  my  address  of  a year  ago  I stressed  the 
two  problems  of  rural  health  and  quackery. 
I wish  I had  decidedly  encouraging  news  to 
offer  today,  but  the  shortage  of  physicians 
remains  a problem  of  considerable  magnitude 
in  our  rural  communities,  and  quackery  in  a 
myriad  of  forms  abounds  about  us. 

The  critical  shortage  of  physicians  in  rural 
areas  remains  the  concern  of  our  Council  Com- 
mittee on  Rural  Medical  Service  and  all  of  us, 
for  it  endangers  the  health  of  the  people  in 
more  ways  than  one.  In  the  absence  of  enough 
qualified  physicians  adequately  to  protect  the 
health  of  our  people,  there  emerges  the  sinister 
figure  of  the  quack. 

Despite  more  than  fifty  years  of  opposition 
from  medical,  education,  and  enforcement 
agencies,  the  merciless  racketeers  of  health 
quackery  are  today  as  strong  and  as  dangerous 


as  ever!  Nobody  knows  how  many  people 
in  our  State  and  in  our  nation  died  since  I 
spoke  to  you  simply  because  in  ignorance  they 
returned  to  quack  nostrums,  quack  gadgets, 
or  quack  practitioners  when  they  first  suffered 
the  symptoms  of  diseases  which  medical 
doctors  can  correct,  control,  and  cure. 

It  is  frightening  to  realize  that  about  one 
billion  dollars  is  ignorantly  spent  annually  in 
the  United  States  on  quackery.  I have  urged 
an  all-out  effort  on  the  part  of  my  colleagues 
to  help  reduce  this  major  ill  in  our  State  by 
educating  the  people  to  recognize  this  menace, 
and  by  exposing  the  quacks  and  their  dangerous 
gadgets. 

To  dramatize  our  message  on  this  key  prob- 
lem, I suggested  a New  York  State  Congress 
on  Health  Quackery.  I am  happy  to  report 
today  that  such  a congress  will  convene  on 
April  7 of  this  year,  thanks  to  the  support  of 
this  House.  Our  Society,  with  the  cooperation 
of  the  State  Department  of  Health,  the  Food 
and  Drug  Administration,  the  Bar  Association, 
several  voluntary  health  associations,  and  others, 
will  do  our  best  to  pass  along,  to  an  audience  of 
3,000  educators  and  lay  people,  lessons  and 
materials  which  will  help  alert  the  public  to 
these  charlatans  and  thieves. 

An  important  facet  of  any  program  to  halt 
quackery  must  be  the  strengthening  of  the 
public’s  confidence  in  medicine  and  in  medical 
doctors.  This  we  are  trying  to  do  through  the 
current  State-wide  television  program  series, 
“Doctors  at  Work.”  Let  me  say  a word  about 
this  effort  on  the  part  of  our  Communications 
Division  to  provide  our  county  medical  societies 
with  a substantial  public  information  program 
of  their  own. 

Through  the  “Doctors  at  Work”  TV  pro- 
grams, our  State  and  local  societies  are  co- 
operating in  providing  over  1,200  physicians 
from  county  societies  with  an  opportunity  to 
present  useful  public  health  information  and 
advice  to  the  viewing  public. 

The  fifty-two-week  project,  launched  during 
September  and  October  over  a ten-station  net- 
work, was  enthusiastically  accepted  by  the 
county  societies,  the  public,  and  the  broad- 
casters. It  is  viewed  throughout  New  York 
State  as  well  as  in  parts  of  Canada,  Mas- 
sachusetts, Connecticut,  Vermont,  Pennsylvania, 
and  New  Jersey.  It  has  been  credited  with 
bringing  before  the  public  more  individual 
physicians  representing  modern  medicine  than 
any  other  single  project  produced  by  any  other 
state  medical  society. 

The  television  project  is  a fine  example  of 
proper  and  effective  cooperation  between  the 
State  and  local  county  societies.  It  is  this 
better  cooperation  and  the  unmistakable  com- 
munications improvements  we  have  made 
through  our  newsletter,  our  regional  representa- 
tives, and  our  regional  conferences,  that  have 
made  1964  for  me  an  enjoyable  and  rewarding 
year. 

In  humility  I must  allow — serving  as  your 
president  has  provided  me  with  an  immeasurable 
satisfaction  and  great  pride. 
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I should  like  to  take  this  opportunity  to 
thank  you  for  your  confidence  in  my  capacity 
to  serve  in  this  high  position.  I should  like 
also  to  thank  the  Council,  the  Trustees,  the 
chairmen  and  their  committees,  and  especially 
Henry  I.  Fineberg,  M.D.,  and  his  staff,  for 
their  help  and  support  throughout  my  term  of 
office. 

Members  of  the  House,  I am  now  turning  this 
chair  over  to  an  exceptional  man,  a man  who 
has  performed  brilliantly  as  president-elect  and 
who  surely  will  provide  our  Society  with  a 
distinguished  and  highly  productive  administra- 
tion. I ask  that  you  join  me  in  pledging  com- 
plete support  to  our  next  president — Waring 
Willis,  M.D. 

Respectfully  submitted, 

George  A.  Burgin,  M.D.,  President 

Section  82  {see  171)  Report  65-1 

Report  of  President-Elect 

. . .Speaker  Wurzbach  introduced  President- 
Elect  Willis  who  delivered  the  following  report  to 
the  House: 

To  the  House  of  Delegates , Gentlemen: 

In  this  year  1965,  to  be  privileged  to  address 
this  159th  annual  convention  of  the  Medical 
Society  of  the  State  of  New  York  is  an  honor,  a 
challenge,  and  a grave  responsibility.  We  are 
in  an  era  of  social  readjustment,  and  health 
and  welfare  stand  high  on  the  public’s  priority 
list.  Now  is  a time  for  all  physicians  to  be 
realistic  and  to  anticipate  change  as  an  op- 
portunity to  bring  higher  standards  of  health 
and  living  to  all  people.  We  have  a great 
responsibility  to  draw  on  our  most  altruistic 
judgment  in  health  matters  to  advise  the  public 
on  their  health  services  for  the  future. 

The  results  of  spending  one  billion  dollars 
per  year  on  medical  research  are  everywhere 
apparent.  Translation  of  these  discoveries  to 
clinical  medicine  is  continually  affecting  the 
quality  of  medical  care  and,  consequently,  the 
cost,  by  requiring  new  services,  new  equipment, 
and  especially  trained  personnel.  Large  ex- 
penditures for  capital  construction  and  for 
expensive  equipment,  coupled  with  increased 
utilization,  have  raised  the  per  diem  cost  of 
hospital  care  to  hitherto  unheard  of  heights. 
The  public  has  become  more  knowledgeable  in 
health  matters.  More  people  are  able  to  afford 
and  demand  the  highest  quality  of  health  care; 
more  health  facilities  are  available  and  more 
people  can  use  them. 

Prepayment  by  insurance  has  been  the 
mechanism  chosen  by  the  American  people  as 
the  means  of  meeting  the  costs  of  medical  and 
hospital  care.  The  insurance  concept,  how- 
ever, has  undergone  considerable  modification 
and  is  today  thought  of  as  a method  of  budget- 
ing against  the  future  cost  of  care  rather  than 
strict  insurance.  This  change  has  added  to  the 
tendency  to  overutilize  the  facilities  of  the 
expensive  general  hospital,  with  the  result  that 
the  national  economy  has  begun  to  register 
protest. 


To  help  control  utilization  and  costs,  hospital 
review  and  planning  councils  have  been  created 
in  many  states.  In  the  State  of  New  York  the 
Joint  Hospital  Review  and  Planning  Commis- 
sion was  established  in  the  Department  of 
Social  Welfare  in  1947  and  transferred  to  the 
Department  of  Health  in  1960.  Since  then 
planning  has  increased  at  an  accelerated  pace. 
The  difficulties  in  securing  compliance  by 
hospitals  and  communities  with  the  suggestions 
of  the  councils  resulted  on  October  1,  1964,  in 
the  enactment  of  the  Metcalf-McCloskey  Law. 
The  law’s  element  of  compulsion  was  designed 
to  enforce  and  supplement  the  decisions  ar- 
rived at,  by  voluntary  means,  in  the  seven 
hospital  planning  councils  operating  throughout 
the  State. 

Studies  in  the  area  of  hospital  costs,  however, 
have  been  responsible  for  turning  the  emphasis 
from  hospital  planning  to  the  broader  and  more 
realistic  concept  of  area-wide  planning  for  health 
care.  The  ultimate  and  correct  evaluation  of 
health  care  on  a total  community  basis  seems 
more  realistic  and  takes  into  account  expendi- 
tures for  physical,  emotional,  curative,  sustain- 
ing, and  rehabilitative  needs  of  the  community. 
The  horizons  of  such  health  care  extend  from 
preventive  medicine  and  public  health  to  long- 
term care  and  emphasize  the  axiom  that  “a 
good  medical  decision  is  necessarily  a good 
social  decision.” 

Physicians  welcome  changing  the  emphasis 
on  cost  from  the  area  of  acute  illness  to  the 
broad  spectrum  of  community  health  care. 
Such  change  spreads  the  responsibility  among 
the  medical  profession,  those  responsible  for 
other  areas  of  care,  and  the  public.  We,  in 
medicine,  recognize  the  rewards  to  the  patient 
in  sharing  the  health-care  field  with  the  many 
other  disciplines.  We  recognize  their  right 
and  competence  to  share  the  over-all  planning 
concept  and  we  support  the  right  of  the  con- 
sumer to  an  accounting.  The  health-care 
field  has  become  a team  effort  involving  the 
physician,  the  nurse,  the  administrator,  the 
sociologist,  the  architect,  the  engineer,  and  the 
statistician.  Over  the  past  several  years  each 
member  of  the  team  has  gained  increased  com- 
petence. 

The  physician’s  judgment  and  responsibili- 
ties— the  well-being  of  the  patient — extend 
through  all  these  areas.  He  is  the  only  one  in 
this  unique  position.  Thus  the  physician  must 
assume  a place  and  importance  in  community 
health-care  planning  commensurate  with  his 
responsibilities  if  the  consumer  is  to  benefit 
from  his  skills  and  competence  and  if  a high 
quality  of  medical  care  is  to  be  maintained. 
The  physician  must,  in  turn,  assume  his  full 
responsibility  for  area-wide  planning,  or  his 
place  and  counsel  will  go  by  default. 

Many  of  the  problems  of  the  cost  of  health 
care  can  be  solved  only  by  the  public’s  com- 
plete understanding  of  the  factors  involved. 
Improved  communications  and  public  educa- 
tion must  be  effected  so  that  the  consumer  can 
understand  that  the  quality  of  health-care 
services  he  receives  is  dependent  on  his  con- 
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formity  with  standards  of  utilization  and  de- 
mand. The  public  will  be  better  convinced 
that  economies  are  being  practiced  when  they 
see  adequate  numbers  of  practicing  physicians 
concerning  themselves  with  community-wide 
health-care  planning. 

To  this  end,  organized  medicine  should  make 
an  unequivocal  statement  that  it  joins  whole- 
heartedly with  other  community-minded  groups 
in  the  concept  of  area-wide  planning  for  health 
care. 

During  the  past  year,  your  Hospital  and 
Professional  Relations  Committee,  under  the 
chairmanship  of  Harold  T.  Golden,  M.D.,  has 
moved  solidly  in  this  direction.  It  has  en- 
dorsed utilization  committees  and  has  pro- 
jected plans  for  their  implementation  under 
county  medical  society  and  district  branch 
direction. 

In  association  with  the  Health  Department 
of  the  State  of  New  York  and  implemented 
through  the  Empire  State  Medical,  Scientific 
and  Educational  Foundation,  the  Medical 
Society  of  the  State  of  New  York  is  well  ad- 
vanced in  a research  project  in  Monroe  County 
to  develop  the  modus  operandi,  the  method- 
ology, and  the  scope  of  hospital  utilization  and 
audit  committees.  Our  efforts  in  this  regard 
must  be  redoubled.  Our  Hospital  and  Pro- 
fessional Relations  Committee  must  be  further 
developed  and  must  consist  of  our  most  knowl- 
edgeable members,  supplemented  by  repre- 
sentatives of  all  the  health  professions  as 
consultants.  We  must  gain  appointment  for 
our  hospital-oriented  members  on  the  Regional 
Hospital  Review  and  Planning  Councils,  and 
our  Department  of  Communications  must 
interpret  our  decisions  and  policy  in  these 
matters  to  all  those  concerned — and  especially 
to  the  consumer.  Hospital  cost  committees 
must  be  established  in  hospital  medical  staffs  so 
that  there  can  be  no  doubt  concerning  the 
interest  of  physicians  in  this  field. 

The  participation  of  hospital  medical  staffs 
in  the  supervision  of  medical-care  activities 
must  be  strengthened.  This  responsibility 
assumes  a more  and  more  important  role  as  the 
means  of  insuring  for  the  public  not  only  the 
benefits  of  the  advances  gained  in  research, 
but  also  a high  quality  of  personal  medicine 
and  an  economy  of  distribution.  The  attention 
of  all  physicians  is  directed  at  this  time  to  the 
“General  Principles  of  Medical  Staff  Organiza- 
tion” adopted  by  the  House  of  Delegates  of  the 
American  Medical  Association  at  their  meeting 
in  Miami  in  December,  1964. 

It  is  my  intention  to  support  these  activities 
and  to  encourage  the  formation  of  actively 
functioning  committees  at  the  county  medical 
society  level. 

Over  the  past  several  years,  we  have  witnessed 
the  increasing  tendency  for  physicians  to  seek 
full-time  employment.  One  out  of  every  16 
practicing  physicians  in  the  United  States 
receives  all  or  part  of  his  income  by  way  of 
a hospital  salary.  An  estimated  equal  number 
work  in  hospitals  under  other  forms  of  contractual 
reimbursement,  and  physicians  generally  are 


centering  more  and  more  of  their  activities  in 
the  hospital.  Coupled  with  this  has  been  the 
phenomenal  growth  of  group  practice  plans, 
both  on  a fee-for-service  and  capitation  basis. 
This  development  has  paralleled  the  increasing 
interest  in  the  concept  of  comprehensive  med- 
ical care.  Since  we,  as  physicians,  have  long 
been  dedicated  to  the  principle  of  free  and  open 
experimentation,  it  is  advisable  that  organized 
medicine  not  condemn  any  particular  “term 
or  condition”  by  which  a physician  disposes  of 
his  attainments  or  services.  However,  we 
should  oppose  every  act  which  permits  the 
physician’s  professional  attainments  and  services 
to  be  exploited  for  financial  profit  of  an  agency, 
while,  at  the  same  time,  recognizing  that  physi- 
cians are  dependent  on  local  conditions  and  on 
the  ultimate  effect  for  good  or  evil  on  the  public 
as  a whole. 

We  recognize  that  there  has  been  a change  in 
the  concept  of  public  health.  The  emphasis 
has  shifted  from  what  previously  was  considered 
solely  to  be  “prevention  of  disease”  to  include 
community  facilities  for  providing  adequate 
medical  care,  through  community  effort,  to 
people  who  need  medical  services  and  who 
otherwise  would  be  denied  these  services.  We 
realize  that  there  should  be  no  difference  be- 
tween the  philosophies  of  the  private  practitioner 
of  medicine  and  of  the  public  health  physician. 
There  appears  to  be  a great  necessity  for  med- 
ical societies  and  boards  of  health,  private 
practitioners  and  public  health  physicians,  to 
analyze  and  evaluate  programs  to  meet  the 
objectives  of  community  health  needs;  to  give 
guidance  and  direction  so  that,  together  we 
meet  the  needs  without  reducing  our  freedoms. 

Public  health  had  its  origin  in  the  concern  of 
physicians  and  medical  societies  for  the  health 
welfare  of  the  population.  The  future  of  the 
physician  in  community  life  will  depend  on  the 
long-range  deliberative  action  by  organized 
medicine  in  continuing  that  tradition.  The 
medical  profession’s  most  disturbing  problems 
arise  from  the  fact  that  we  are  not  always 
playing  the  role  of  statesmen  and  discharging 
our  responsibilities  in  relation  to  leadership  in 
initiating  and  guiding  community  health  pro- 
grams. The  result  has  been  that  many  health 
programs  have  been  officially  created,  organized, 
and  administered  by  nonmedical  agencies  with- 
out the  benefit  of  medical  direction  or  the  ex- 
pressed good  will  and  leadership  of  organized 
medicine. 

Medical  leadership  in  community  health 
programs  can  best  be  attained  by  standing 
shoulder  to  shoulder  with  public  health  agencies. 
We  both  share  the  same  heritage  and  we  both 
are  steeped  in  the  same  ethical  philosophy.  By 
jointly  studying  the  community  health  problems 
and  by  instituting  and  implementing  community 
health  programs  we  can  interpret  the  com- 
munity’s changing  health  needs.  Both  the 
private  practitioner  and  the  public  health 
physician  should  be  prepared,  at  all  times,  to 
discuss  community  health  problems,  to  recog- 
nize the  merits  and  demerits  of  proposed  legis- 
lative programs,  and  to  see  that  no  one  who 
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needs  it  is  denied  medical  care.  By  cooperation 
and  partnership  the  health  needs  of  the  State 
can  be  identified  as  they  appear.  And  by  in- 
sisting that  community  health  programs,  con- 
ducted by  government,  be  planned,  organized, 
and  administered  by  such  medically-directed 
agencies  as  health  departments,  the  people’s 
interest  and  the  physician’s  place  in  the  com- 
munity will  be  protected. 

It  is  my  firm  intention  to  endorse  and  support 
the  splendid  record  of  our  Committee  on  Public 
Health  and  Education  established  under  the 
chairmanships  of  Norman  S.  Moore,  M.D.,  and 
James  Greenough,  M.D.,  and  to  continue  to 
welcome  to  our  Council’s  deliberations  the 
Commissioner  of  Health  of  the  State  of  New 
York,  Hollis  S.  Ingraham,  M.D.,  and  the  Com- 
missioner of  Health  of  the  City  of  New  York, 
George  James,  M.D. 

It  is  essential  that  the  Medical  Society  of  the 
State  of  New  York  form  a close  liaison  with  the 
New  York  State  Hospital  Association.  Our 
aims  are  similar  and  our  interests  in  the  further- 
ance of  improved  medical  care  at  the  lowest 
possible  cost  are  inseparable.  We  must  note 
the  emergence  of  a relatively  new  group  of 
health  professionals  from  the  faculties  of  public 
health  and  administrative  medicine  of  our 
universities.  Classes  of  bright,  dedicated, 
young  people,  thoroughly  trained  in  the  broad 
aspects  of  health  care,  are  being  graduated 
and  finding  their  places  in  hospitals  and  other 
health  areas.  While  these  students  are  not  of 
the  medical  profession,  to  disparage  their 
knowledge  of  the  nonprofessional  side  of  med- 
icine and  health  is  to  fail  to  recognize  their 
influence  in  helping  to  direct  the  public  in 
formulating  opinions  on  the  dispensing  of 
medical  care.  We  must  meet  regularly  with 
the  hospital  people  so  that  our  communications 
will  be  such  that  we  stand  united  for  the  prin- 
ciple of  high  quality  medical  care  provided  in 
an  atmosphere  of  freedom. 

It  is  essential  that  the  medical  society  be- 
come indelibly  identified  with  the  voluntary 
hospital.  This  institution  with  its  community 
support  evidenced  by  financial  donations  and 
volunteer  services  is  uniquely  American.  It  is 
the  strongest  bulwark  to  the  control  of  quality 
and  free  enterprise  in  medicine.  We  must 
guard  against  any  attempt  to  separate  us  from 
it. 

I endorse  and  plan  to  stress  the  present  efforts 
of  the  Society  in  this  regard.  We  will  thereby 
be  lending  support  to  the  example  set  by  the 
American  Medical  Association  and  the  American 
Hospital  Association  in  encouraging  close  liaison 
between  their  committees  on  hospital  and  pro- 
fessional relations. 

No  one  appreciates  more  than  the  physician 
the  relationship  between  the  high  quality  of 
medical  care  and  the  conscientious  service  of  a 
competent  nursing  staff.  We  in  medicine 
have  been  greatly  concerned  by  the  difficulties 
encountered  in  the  recruitment  of  qualified 
young  women  for  training  in  the  nursing  pro- 
fession. We  have  supported  the  passage  of 
legislation  to  help  correct  these  shortages.  The 


improvement  in  nursing  education  which  will  be 
effected  by  the  application  of  recent  legislation 
should  assist  materially  in  the  adequate  staffing 
of  hospitals  by  well-trained  nurses.  The  past 
year  has  seen  a strengthening  of  our  relation- 
ships with  the  New  York  State  Nursing  As- 
sociation. Advancements  in  the  science  of 
medicine  have  made  more  difficult  the  care  of 
the  patient  and  have  enlarged  the  nurses’ 
duties  and  responsibilities.  Our  joint  meetings 
have  served  to  redefine  these  responsibilities  and 
to  improve  the  care  of  the  patient.  They  have 
been  of  great  value  to  both  professions  and  it 
is  my  intention  to  see  that  there  is  no  change  in 
our  policy. 

The  nation’s  needs  for  teaching  and  research 
facilities  in  the  health  field  are  intimately  as- 
sociated with  our  shortage  of  professional  per- 
sonnel. The  ratio  of  physicians  to  population 
has  remained  constant  over  the  past  decade — 
about  132  per  hundred  thousand  of  population. 
We  need  to  expand  our  existing  schools  and  we 
need  to  build  new  ones.  It  is  essential  that 
we  enlist  our  most  talented  and  suitable  young 
men  and  women  for  careers  in  the  health 
professions.  The  categories  of  specialists  and 
technicians  employed  in  comprehensive  health 
services  have  already  greatly  increased.  Today 
there  are  four  professional  health  workers  for 
every  physician.  These  additional  workers 
provide  the  nursing  care,  the  laboratory  and 
pharmacy  services,  and  many  of  the  special 
treatments,  such  as  physical  therapy,  which  the 
physician  requests  in  the  management  of  his 
patients.  He  is  responsible  for  making  the 
diagnosis  and  prescribing  the  treatment,  but  an 
army  of  professionals  and  laboratory  personnel 
carry  out  his  instructions. 

The  above  programs  are  only  a few  of  the 
changing  health  needs  of  the  people  of  the 
State  of  New  Y ork . W ithou t public  and  private 
resources  working  together,  we  would  not  be 
able  to  meet  the  needs  nor  would  we  have  our 
universities,  hospitals,  health  departments,  and 
voluntary  agencies.  Joint  planning  by  public 
and  private  organizations  has  brought  about 
sustained  progress  over  the  past  ten  years. 

The  President  has  called  for  a war  on  poverty 
on  the  basis  that  by  additional  effort  poverty 
can  actually  be  eradicated  in  this  country. 
One  of  the  fundamental  causes  of  poverty  is 
poor  health,  for,  in  the  absence  of  health, 
individuals  can  not  achieve  the  goals  that  would 
otherwise  be  possible  through  the  economic 
opportunity  act  of  1964.  We  in  medicine 
applaud  this  effort  of  the  Federal  government. 
Poor  health  among  the  underprivileged  is  due 
as  much  to  failure  to  deliver  adequate  health 
and  medical  services  as  to  other  factors.  Public 
medical  care  falls  far  short  of  the  goals  con- 
ceived for  it  by  its  most  ardent  designers.  It 
has  disillusioned  many  of  us  who  have  contrib- 
uted to  it.  It  has  been  aptly  described  as 
“segregated,  fragmented  and  discontinuous, 
inaccessible,  degrading,  inefficient  and  too 
often  unrelated  to  actual  need.”  The  patient 
feels  lost  and  a mere  pawn  as  he  travels  through 
the  services  fragmented  by  agency,  by  place, 
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by  physician,  by  age,  by  eligibility,  and  by 
disease.  The  disassociation  of  health  services 
provided  for  the  poor,  even  though  of  good 
quality,  deprives  the  needy  of  the  security 
gained  by  those  of  us  who  have  a personal 
physician  to  consult,  and  deprives  the  poor  of 
undergoing  a meaningful  treatment  experience. 
The  guidelines  to  improved  service  to  the  needy 
must  follow  certain  basic  principles  which  all 
free  people  know  and  have  learned  to  prize  and 
defend. 

The  poor  must  be  removed  from  the  depress- 
ing atmosphere  of  the  large  hospital  clinic. 
They  must  be  returned  to  the  mainstream  of 
medical  practice.  The  principle  of  one-door 
entry  into  service,  which  coordinates  all  health 
resources,  must  be  accomplished.  The  re- 
sponsibility must  reside  with  one  physician,  at 
one  place  of  entry,  and  to  service  in  one  agency. 
The  service  should  be  for  the  family  as  a unit. 

The  implementation  of  the  poverty  act  of 
1964  is  a splendid  opportunity  to  achieve  these 
goals  and  to  return  medical  dignity  to  our 
unfortunate  neighbors.  To  this  end  physicians 
of  this  State  are  urged  to  cooperate  and  support 
the  implementation  of  this  poverty  act. 

Physicians  should  not  be  asked  to  participate 
without  adequate  compensation;  inferior  care 
could  result  from  a schedule  of  reduced  fees. 
Relative  value  schedules  in  use  by  medical 
societies  are  excellent  tools  for  this  purpose  and 
allow  welfare  departments  to  assess  cost  in 
advance.  From  past  experiences  it  is  reasonable 
to  predict  that  the  three  billion  dollars  which 
it  is  planning  to  spend  in  retraining,  education, 
and  rehabilitation,  will  return  many  now  idle  to 
gainful  employment  so  that  the  increase  in  the 
gross  national  product  may  exceed  the  monies 
expended. 

The  forces  of  change,  which  we  have  just 
discussed,  have  likewise  focused  the  necessity 
for  physicians  to  look  to  their  official  organiza- 
tions if  they  are  to  exert  their  full  influence  in 
the  changing  health  field.  Just  as  the  individual 
hospital  is  unable  fully  to  accomplish  true 
planning  without  area-wide  support,  so  the 
individual  physician  and  hospital  medical 
board  are  unable  to  make  their  full  contribution 
without  the  support  of  the  county  and  state 
medical  societies. 

To  function  as  the  true  representatives  of  the 
medical  community,  these  organizations  must 
include  all  physicians  who  are  graduates  of 
qualified  medical  schools  and  who  are  practicing 
one  of  the  many  facets  of  this  profession.  Every 
physician  involved  in  health  care  should  be  a 
member.  The  medical  society  does  not  recog- 
nize or  differentiate  race,  color,  creed,  na- 
tional origin,  specialty,  or  method  of  remunera- 
tion. Petty  differences  must  be  submerged  in 
our  recognition  of  the  public  need.  We  must, 
through  our  county  medical  societies,  activate 
our  membership  committees  to  encourage  all 
physicians  to  become  active  members.  By 
encouragement  I mean  welcome.  It  may  be 
necessary  to  institute  modification  of  the  bylaws 
of  some  societies  so  that  these  members  may 
have  the  right  to  vote.  To  be  effective  organ- 


ized medicine  must  include  all  physicians  and 
speak  with  one  voice. 

We  must  join  with  other  health  and  welfare 
groups  and  with  county  councils  of  social  and 
health  agencies  in  our  efforts  to  meet  the  needs 
of  the  people.  Physicians  serving  on  the  boards 
of  these  agencies  should  be  considered  as  per- 
forming medical  society  duties  and  should  be 
recognized  for  such.  Organized  medicine  has 
a plethora  of  talent  with  experiences  in  all 
phases  of  health  care.  However,  we  often  allow 
initiative  and  leadership  in  community  health 
planning  to  go  to  other  less  qualified  agencies 
and  these  in  turn  recruit  our  medical  talent. 
The  time  has  arrived  when  our  subcommittees 
should  consist  of  no  less  competence  than  those 
among  us  with  the  most  outstanding  ability, 
accomplishment,  and  special  training. 

From  time  to  time  discussion  arises  which 
would  lead  one  to  assume  that  there  are  deep 
irreconcilable  differences  between  researchers 
and  teachers  and  those  associated  with  the 
practice  of  clinical  medicine.  The  phrase 
“town  versus  gown”  has  been  used.  Mark  my 
words  carefully — any  controversy  in  medicine 
eventually  will  affect  the  quality  of  medical 
care  and  will  be  resolved  either  in  the  halls  of 
free  discussion,  or  by  government  compulsion. 
There  is  inherent  danger  to  those  disciplines 
which  warrants  efforts  to  increase  the  participa- 
tion of  each  in  their  medical  society.  A tri- 
partite medical  community — researcher,  teacher, 
and  practitioner — would  seem  to  be  in  order, 
each  indispensible  to  quality  medicine,  each 
insufficient  unto  himself.  I commend  the 
University  of  Rochester  School  of  Medicine  and 
Dentistry  and  the  Medical  Society  of  the 
County  of  Monroe  for  their  exemplary  efforts 
to  solve  this  misunderstanding  and  recommend 
to  you  the  perusal  of  the  proceedings  of  then- 
conference  held  in  Batavia  on  May  9,  1963. 

I intend  to  favor  a climate  in  the  State  Med- 
ical Society  conducive  to  interesting  all  medical 
school  staff  members  in  this  organization. 

A presidential  address  would  indeed  be 
unusual  if  it  omitted  a comment  on  communica- 
tions. This  is  a basic  function  of  any  body  of 
citizens,  and  in  medicine  begins  in  the  physi- 
cian’s office,  in  every  telephone  call,  and  at  the 
bedside  of  the  patient.  To  improve  liaison 
between  the  officers  of  the  county  medical 
societies  and  the  State  Medical  Society,  regional 
conferences  have  been  held  experimentally 
this  year.  The  chairman  of  your  communica- 
tions division,  C.  Stewart  Wallace,  M.D.,  will 
welcome  direction  and  comment  to  guide  our 
activities  in  the  coming  year. 

The  significance  and  position  of  the  head- 
quarters establishment  of  the  Medical  Society 
of  the  State  of  New  York  as  one  of  the  health 
agencies  in  the  State  of  New  York  and  the  City 
of  New  Y ork  are  worthy  of  examination.  Many 
of  us  have  felt  for  some  time  that  there  are 
needs  that  are  not  being  met  and  that  possibly 
the  funds  expended  for  rent  and  upkeep  could  be 
invested  more  profitably  for  the  benefit  of 
health  services  to  the  public  of  this  State. 

The  formulation  of  plans  for  a health  agency 
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center  is  long  overdue  and  seems  as  appropriate 
and  as  useful  in  the  public  interest  as  other 
centers  which  have  arisen  in  this  city  in  recent 
years.  This  city  has  many  agencies  making 
great  contributions  to  the  science  of  medicine 
which  could  function  more  effectively  and 
economically  in  one  central  location  where  each 
may  have  access  to  the  facilities  of  the  others. 
The  center  should  house  a museum  of  medicine 
and  health,  the  lack  of  which  has  long  been  a 
deficiency  in  this  great  cultural  city. 

Through  a health  center  greater  cooperation 
between  the  various  State  and  city  agencies 
could  be  accomplished,  and  secondary  educa- 
tion could  be  advanced  to  the  end  that  young 
people  interested  in  careers  in  the  health 
sciences  could  be  further  stimulated  and  en- 
couraged. Public  and  private  assistance  could 
be  canvassed  for  such  a concept  and  this  aid, 
coupled  with  the  funds  presently  expended  by 
these  organizations,  would  supplement  building 
and  maintenance  costs.  The  Ad  Hoc  Com- 
mittee for  Our  Own  Building,  under  the  chair- 
manship of  Rena  to  J.  Azzari,  M.D.,  has  been 
working  diligently  and  will  soon  have  prelimi- 
nary plans  for  your  consideration. 

The  vision  of  our  forefathers  in  founding  the 
American  Medical  Association  in  1847  has 
been  one  of  the  greatest  accomplishments  in  a 
nation  of  great  accomplishments.  The  strength 
of  its  organization,  its  marshalling  of  the  special 
talents  of  the  nation  for  assault  on  disease,  the 
depth  of  its  information  on  health  matters, 
and  its  acceptance  by  the  public  in  any  area 
involving  health  are  of  such  outstanding 
proportion  that  they  are  worthy  of  mention 
in  any  annual  address  to  a state  medical  society. 
Without  its  resources  and  guidance  it  would  be 
difficult  for  the  medical  profession  to  fulfill  its 
role  of  adviser  to  the  American  people  on  matters 
of  health  or  to  deliver  quality  medicine.  Our 
familiarity  with  its  committee  reports  and  its 
publications  is  essential  if  we  are  to  be  con- 
sidered knowledgeable  and  informed  on  con- 
temporary medical  affairs. 

The  efforts  of  the  American  Medical  Associa- 
tion in  attempting  to  advise  on  Federal  legisla- 
tion have  caused  some  controversy  within  its 
membership.  To  further  its  efforts  in  this 
regard  a separate  organization — the  American 
Medical  Political  Action  Committee — was  sup- 
ported as  an  organization  to  help  activate  the 
medical  profession  on  health  legislation  by 
reaching  the  individual  members  of  the  Congress 
and  the  voters.  The  closeness  of  the  relation- 
ships between  state  medical  societies  and  state 
political  action  committees  varies  ac- 
cording to  the  interpretation  of  the  individual 
state  laws.  For  this  reason  in  the  State  of 
New  York  the  relationship  is  limited.  However, 
your  support  of  the  Empire  Medical  Political 
Action  Committee  (EMPAC)  by  individual 
donation  and  by  group  activities  should  receive 
your  earnest  consideration. 

Early  in  this  talk  with  you  I referred  to  the 
grave  responsibilities  assumed  by  a president 
of  this  Society.  May  I at  this  time  ask  for 
your  earnest  support  and  help  in  this  coming 


year.  Membership  societies,  such  as  the  Med- 
ical Society  of  the  State  of  New  York,  offer 
nothing  but  self-sacrifice  to  their  committee 
members  and  officers  for  the  time  and  effort 
spent  on  their  behalf.  However,  there  are 
many  inducements  and  rewards.  Among  the 
greatest  is  the  privilege  of  forming  friendships 
with  our  colleagues  from  other  areas.  The 
profession  of  medicine  is  indebted  to  its  mem- 
bers who  serve  with  so  much  distinction  and 
ability  on  its  many  committees  and  who  are 
responsible  for  whatever  public  service  this 
Society  attains. 

May  I express  to  you  my  appreciation  of  the 
confidence  you  have  placed  in  me  and  pledge 
that  I will  place  my  energy  and  ability  at  the 
service  of  this  Society  for  the  continued  advance- 
ment of  quality  medicine  for  the  people  of  the 
State  of  New  York. 

Respectfully  submitted, 

Waring  Willis,  M.D.,  President-Elect 

Section  83 

Report  of  Physicians’  Home 

. . .Speaker  Wurzbach  introduced  the  presi- 
dent of  the  Physicians’  Home,  Philip  D.  Allen, 
M.D.,  New  York,  who  reported  to  the  House  as 
follows: 

Dr.  Allen:  Whenever  I arise  on  this  sub- 
ject, I always  feel  that  I have  to  explain  first 
that  we  do  not  have  a home  in  the  physical 
sense,  but  that  the  Physicians’  Home  is  an 
organization  of  long  standing  that  attempts  to 
keep  needy  doctors  and  their  dependents  in 
their  home  surroundings  where  they  have  been 
accustomed  to  live. 

Last  year  the  number  of  beneficiaries  reached 
an  all-time  high  of  92.  Now  that  we  have 
prosperous  times,  people  say,  “Well,  why  is  it 
so  high?”  but  the  facts  are  that  each  year  our 
beneficial  aid  group  increases. 

Where  does  the  money  come  from  to  provide 
these  services?  Last  year  we  spent  $116,000 
on  these  92  beneficiaries,  so  you  can  realize 
that  no  one  beneficiary  gets  a whole  lot  of 
money.  Each  year  when  you  get  your  dues  for 
the  State  Society  there  is  a voluntary  assess- 
ment of  $2.00.  Approximately  one  third  of  the 
members  pay  that  $2.00;  the  other  two  thirds 
eliminate  it.  We  also  have  a membership  drive 
where,  on  the  payment  of  a minimum  of 
$10.00  you  become  a participating  member,  a 
voting  member  of  the  Physicians’  Home.  Of 
that  amount  about  one  quarter  of  the  members 
of  the  State  Society  contribute.  Last  year  we 
got  $67,000.  The  Woman’s  Auxiliary  has 
been  good  to  us;  they  last  year  provided  over 
$3,000  for  our  needs. 

One  county  society,  Richmond,  the  smallest 
group  in  our  borough,  sent  us  a check  recently 
for  $1,000,  which  had  no  relation  to  the  as- 
sessment. One  county  in  the  northern  part 
of  the  State  has  recently  made  it  mandatory 
on  their  members — the  $10.00  assessment.  It 
is  questionable  whether  that  sort  of  thing  is 
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practical  or  not,  but  we  certainly  like  to  hear 
about  it. 

I am  convinced  that  many  of  these  bene- 
ficiaries are  going  to  need  more  aid  because  as 
time  goes  by  expenses  increase,  and  not  only 
that  but  doctors,  like  everybody  else,  are 
living  longer,  their  wives  are  living  longer, 
and  it  is  surprising  that  a lot  of  them,  when 
they  reach  the  autumn  of  their  lives,  do  not  have 
money  enough  to  carry  on.  I don’t  know  of 
any  way  that  any  man  can  satisfy  his  desire  to 
give  to  charity  better  than  to  take  care  of  some 
of  his  own,  so  I hope  you  will  carry  this  message 
back  to  your  counties. 

For  many  years  Chas.  Gordon  Heyd,  M.D., 
has  appeared  before  you.  Dr.  Heyd  has  re- 
cently resigned  from  the  board  of  trustees  of 
this  organization,  but  he  has  promised  that  his 
wise  counsel  will  be  available  to  us  at  any  time 
we  need  him.  He  has  been  a tower  of  strength 
to  this  organization  over  the  years.  His  keen 
sense  of  investment  ability  ranks  right  along 
with  the  bank  which  services  our  account,  and 
I would  like  to  pay  tribute  to  him. 

Section  84 

Presentation  of  Redway  Award 

. . .Speaker  Wurzbach  introduced  President 
Burgin  to  make  the  annual  Redway  Award . . . 

President  Burgin:  The  fourth  annual 

Laurance  D.  Red  way  Medal  and  Award  for 
medical  writing  in  the  New  York  State 
Journal  of  Medicine  during  the  year  1964 
goes  this  year  to  Harry  Grabstald,  M.D., 
associate  attending  urologist,  Memorial  Hos- 
pital, New  York  City,  for  his  three-part  re- 
view of  “Renal-Cell  Cancer”  which  was  pub- 
lished in  the  issues  of  October  15,  November  1, 
and  November  15,  1964. 

This  comprehensive  critical  review  in  depth 
of  much  that  is  known  to  date  of  neoplastic  dis- 
ease of  the  kidneys  was  three  years  in  prepara- 
tion. This  work  contributes  a solid  platform 
from  which  others  in  clinical  and  investigative 
fields  may  take  off.  Thus  the  Journal  was 
privileged  through  Dr.  Grabstald’s  efforts  to 
provide  organization  and  enlightenment  on  a 
subject  of  over-riding  importance  to  the  medical 
profession. 

The  presentation,  writing,  and  illustrative 
material  was  of  such  high  order  that  only  a bare 
minimum  of  editing,  and  that  purely  routine, 
was  required  on  the  part  of  the  Journal.  The 
Journal  and  the  Medical  Society  for  which  it 
stands  are  highly  honored  in  making  this  pres- 
entation. 

Section  85 

Presentation  of  Journal  Citations 

. . . President  Burgin  presented  scrolls  for 
distinguished  service  to  the  New  York  State 
Journal  of  Medicine  to  the  following: 

Robert  Turell,  M.D.,  “for  his  dedicated 
work  over  the  past  nine  years  in  editing  the 
section,  ‘Recent  Advances  in  Medicine  and  Sur- 
gery’ 

Harold  Jacobziner,  M.D.,  “for  providing 


the  noteworthy  reports  from  the  Poison  Control 
Center  of  the  New  York  City  Department  of 
Health  which  the  Journal  has  featured  for  the 
past  seven  years”; 

William  R.  Carson,  M.D.,  “for  the  wise  and 
witty  column  ‘Billsbord’  which  he  has  written 
exclusively  for  the  Journal  over  the  past  three 
years.” 

Section  86 

Address  of  President  of  Woman’s  Auxiliary 

. . . Speaker  Wurzbach  introduced  the  presi- 
dent of  the  Woman’s  Auxiliary,  Mrs.  Dominic 
R.  Pitaro,  who  addressed  the  House  as  follows: 

Mrs.  Pitaro:  It  is  indeed  a privilege  to  be 
here  today  to  report  to  this  House  of  Delegates 
on  the  activities  of  your  Auxiliary  for  the  year 
1964-65,  the  twenty-ninth  year  of  our  existence. 

As  you  all  know,  the  basic  purpose  of  the 
Woman’s  Auxiliary  is  to  assist  the  Medical 
Society  in  its  program  for  the  advancement  of 
medicine  and  public  health.  Each  year  a theme 
is  chosen  in  order  to  emphasize  a certain  aspect 
of  our  activity.  The  theme  for  this  year,  “Pro- 
jecting a Truer  Image”  was  chosen  in  an  attempt 
to  create  a keener  awareness  of  the  need  for  bet- 
ter public  relations  and  to  help  counteract  some 
of  the  trends  that  have  tended  to  distort  the 
image  of  the  good  physician.  We  have  tried 
to  perform  our  functions  in  that  spirit. 

Members  of  the  various  county  auxiliaries 
throughout  the  State  have  participated  in 
practically  all  phases  of  community  health  ac- 
tivities as  well  as  educational  and  cultural  pro- 
grams; for  example,  polio  clinics,  diabetes  de- 
tection centers,  tuberculosis  associations,  heart 
clinics,  crippled  and  retarded  children,  mental 
health,  cancer,  blood  banks,  senior  citizen 
groups,  homemaker  service,  work  with  the  blind, 
future  nurse  clubs,  career  days,  social  welfare 
agencies,  boards  of  education,  arts  councils, 
and  many  other  activities  too  numerous  to  men- 
tion. 

In  addition  to  participating  in  this  wide  range 
of  community  service,  county  auxiliaries  spon- 
sored benefits  of  various  kinds  of  our  own  proj- 
ects on  the  State  level.  Contributions  to 
AMA-ERF  this  year  amounted  to  $17,262.48. 
Contributions  to  Physicians’  Home  rose  to 
$4,326.57.  Some  counties  contributed  to  Proj- 
ect HOPE  in  amounts  surpassing  past  contri- 
butions. 

Twenty-six  counties  participated  in  para- 
medical health  careers  and  gave  93  loans  and 
scholarships  amounting  to  over  $25,000,  a sub- 
stantial increase  over  previous  years.  Over 
15,000  pounds  of  drugs,  together  with  medical 
books  and  periodicals,  have  been  shipped  to  re- 
ceiving centers  from  25  counties  for  interna- 
tional health  activities. 

Since  the  State  Medical  Society  urged  us  to 
stress  legislation  as  a priority  project  last  year, 

I am  delighted  to  report  to  you  that  almost  all 
of  our  organized  counties  responded  vigorously 
to  the  call  for  political  action.  Auxiliary  mem- 
bers maintained  an  almost  constant  flow  of 
letters  and  telegrams  to  Albany  and  to  Washing- 
ton. At  this  same  time  they  were  very  busy 
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encouraging  friends,  relatives,  and  members 
of  other  community  organizations  to  write  to 
their  legislators. 

Last  April  action  was  initiated  legally  to  in- 
corporate the  Woman’s  Auxiliary.  We  are  con- 
cluding a very  active  year  which  has  been 
characterized  by  harmony  and  cohesion.  The 
presidential  policy  of  placing  emphasis  on  full 
delegation  of  duty  and  encouraging  chairmen  to 
exercise  their  individual  talents  has  been  a most 
rewarding  one. 

I wish  to  take  this  opportunity  to  express 
my  sincere  appreciation  to  our  adviser,  Henry 
I.  Fineberg,  M.D.,  and  to  his  office  staff  for  then- 
wonderful  support  and  cooperation.  It  has 
been  a distinct  pleasure  to  have  served  in  as- 
sociation with  George  A.  Burgin,  M.D.,  your 
capable  and  very  brilliant  president,  who  has 
been  a source  of  inspiration  and  encourage- 
ment. 

Section  87 

Report  of  President  of  New  York  Medical 
Assistants  Association 

. . . Speaker  Wurzbach  introduced  Mrs.  Elsie 
Adams,  president  of  the  New  York  Medical 
Assistants  Association,  who  addressed  the 
House  and  was  applauded  . . . 

Section  88 

Presentation  of  President’s  Citations 

. . . Speaker  Wurzbach  introduced  President 
Burgin,  who  announced  his  President’s  Cita- 
tions for  Distinguished  Community  Service 
to  the  following: 

William  B.  Dickson,  Utica 
John  C.  Dingman,  Spring  Valley 
John  L.  Edwards,  Hudson 
Anthony  L.  Jordan,  Rochester 
Adam  S.  Krakowski,  Plattsburgh 
Sidney  M.  Miller,  Poughkeepsie 
George  S.  Pixley,  Canastota 
John  J.  Pulvino,  Clyde 
Spencer  Zeno  Selleck,  Bath 
. . . All  except  Drs.  Krakowski,  Pulvino,  and 
Selleck  were  present  to  receive  their  awards  in 
person  . . . 

Section  89 

Tribute  to  Morris  Maslon,  M.D. 

. . . Speaker  Wurzbach  introduced  President 
Burgin,  who  presented  a plaque  to  Morris  Mas- 
lon, M.D.,  Glens  Falls,  reading  “The  Medical 
Society  of  the  State  of  New  York — in  deep  ap- 
preciation and  gratitude — extended  to  Morris 
Maslon,  M.D.,  for  forty  years  of  devoted  and 
distinguished  service  as  a member  of  the  House 
of  Delegates.”  Dr.  Maslon  then  addressed  the 
House  and  was  applauded  . . . 

Section  90 

Presentation  of  Empire  State  Awards 

. . . Speaker  Wurzbach  introduced  Hollis  S. 
Ingraham,  M.D.,  New  York  State  commis- 
sioner of  health,  who  presented  the  annual  Em- 


pire State  Awards  for  Excellence  in  Medical 
Reporting,  given  by  the  Medical  Society  of  the 
State  of  New  York  and  the  Annual  Health  Con- 
ference, Inc.,  on  behalf  of  the  State  Health  De- 
partment, to  the  following: 

— to  a reporter  on  a newspaper  with  over 
50,000  daily  circulation  {tie) : 

Richard  Lyons,  New  York  Daily  News , for 
a series  of  articles  on  problems  attending  the 
administration  of  the  Federal  Medical  Assist- 
ance for  the  Aged  program; 

Ed  Weiland,  Long  Island  Press,  for  a series  of 
articles  on  the  reasons  for  increasing  hospital 
costs. 

— to  a reporter  on  a newspaper  with  under 
50,000  circulation: 

Mrs.  Lynn  Swan,  Cortland  Journal,  for  a 
news  story  on  an  outbreak  of  venereal  disease. 

Section  91  {See  160,  174 , 192,  264 ) 

Introduction  of  Guests 

. . . Speaker  Wurzbach  introduced  the  fol- 
lowing guests  from  neighboring  state  medical 
societies,  who  addressed  the  House  and  were 
applauded: 

Ralph  Gilman,  M.D.,  president,  Connecticut 
State  Medical  Society; 

Ernest  W.  Stein,  M.D.,  immediate  past 
president,  Maine  Medical  Association; 

Urban  H.  Eversole,  M.D.,  past  president, 
Massachusetts  Medical  Society  . . . 

Section  92 

Report  of  Special  Committee  on  Constitution  and 
Bylaws 

. . . Vice-Speaker  Babbage  introduced  Irving 

L.  Ershler,  M.D.,  Onondaga,  chairman  of  the 
Special  Committee  on  Constitution  and  By- 
laws, who  presented  the  following  report: 

Dr.  Ershler:  At  the  February,  1964, 

meeting  of  the  House  of  Delegates,  two  resolu- 
tions were  referred  by  the  Speaker  to  the  Special 
Committee  on  Constitution  and  Bylaws — 
resolutions  64-40  and  64-41.  Resolution  64-40 
is  identical  with  resolution  62-7,  which  was  dis- 
approved in  1963. 

Following  the  1963  meeting  of  the  House  of 
Delegates,  the  Special  Committee  on  Constitu- 
tion and  Bylaws  was  charged  with  a general 
review  of  the  Constitution  and  Bylaws  “in 
order  to  correct  mistakes  in  grammar,  am- 
biguous language,  occasional  inconsistencies, 
and  a lack  of  precision  in  some  of  the  provisions.” 
At  the  request  of  this  committee,  Ezra  A.  Wolff, 

M. D.,  prepared  the  committee’s  supplementary 
report  64-CC,  which  was  submitted  at  the  1964 
meeting  of  the  House  of  Delegates.  It  is  em- 
phasized that  the  sole  purpose  of  this  special 
report  is  the  correction  of  grammar  and  the 
elimination  of  ambiguities  in  language.  There 
is  no  attempt  made  to  alter  the  meaning  of  any 
portion  of  either  the  Constitution  or  Bylaws. 

During  the  1964  meeting  of  the  House  of 
Delegates,  this  committee  met  as  a reference 
committee  and  considered  the  two  resolutions 
submitted  that  year.  Although  the  meeting 
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was  well  publicized,  no  person  appeared  to 
support  or  oppose  either  of  the  resolutions. 

The  committee  met  again  on  May  28,  1964, 
in  the  Society’s  office.  J.  Richard  Burns, 
assistant  executive  vice-president,  and  Mr. 
John  J.  DeLuca,  representing  legal  counsel, 
attended  by  invitation.  In  addition,  Miss 
Mary  Singer,  director  of  the  Society’s  Member- 
ship Department,  gave  valuable  advice  on 
membership  matters.  The  committee  mem- 
bers were  thoroughly  familiar  with  the  proposed 
changes  in  the  Constitution  and  Bylaws,  es- 
pecially those  contained  in  the  supplementary 
report  64-CC,  and  actively  discussed  each 
point.  The  recommendations  in  this  report 
stem  from  these  discussions. 

Resolution  64-40 — Amendment  to  Bylaws 
Concerning  Selection  of  District  Branch 
Members  on  Nominating  Committee;  In- 
troduced by  Medical  Society  of  the  County  of 
Erie. 

Resolved,  That  Chapter  XI,  Section  4,  of 
the  Bylaws  be  amended  to  provide  that  the 
choice  of  the  member  of  the  Nominating 
Committee  from  each  district  branch  shall 
be  from  a list  of  at  least  two  candidates 
furnished  the  president  of  the  Society  by 
the  president  of  the  district  branch,  as  follows: 
Amend  Chapter  XI,  Section  4,  of  the  By- 
laws by  the  addition  after  the  words  “each 
district  branch”  of  the  following  language: 
“from  a list  of  at  least  two  candidates  desig- 
nated by  the  president  of  each  district  branch, 
such  list  to  be  furnished  within  thirty  days 
after  request  is  made  by  the  president  of  the 
Society.  In  the  event  such  list  of  candidates 
is  not  furnished  within  the  specified  time,  the 
choice  of  the  member  from  the  district  branch 
failing  to  name  candidates  shall  be  made  by 
the  president  of  the  Society”;  so  that  Chapter 
XI,  Section  4,  will  then  read:  “The  Nominat- 
ing Committee  shall  comprise  eleven  mem- 
bers, one  member  to  be  chosen  from  each 
district  branch  from  a list  of  at  least  two 
candidates  designated  by  the  president  of 
each  district  branch,  such  list  to  be  furnished 
within  thirty  days  after  request  is  made  by 
the  president  of  the  Society.  In  the  event 
such  list  of  candidates  is  not  furnished  within 
the  specified  time,  the  choice  of  the  member 
from  the  district  branch  failing  to  name  can- 
didates shall  be  made  by  the  president  of  the 
Society,  and  two  additional  members  at 
large  to  be  nominated  to  this  committee  by 
the  president,  in  conformity  with  Chapter  VII, 
Section  1,  of  these  Bylaws.  It  will  be  the 
duty  of  this  committee  to  propose  and  nom- 
inate members  of  the  Society  for  all  vacancies 
to  be  filled  at  the  annual  meeting  of  the  House 
of  Delegates  succeeding  their  appointment. 
These  recommendations  shall  be  made  to  the 
House  of  Delegates  in  the  same  manner  as 
prescribed  in  Chapter  XI,  Section  2,  of  the 
Bylaws.” 

In  discussing  this  resolution,  it  was  pointed 
out  that  selection  of  persons  by  the  president 
of  a district  branch  is  probably  much  less 


democratic  and  representative  than  by  the 
present  method.  It  is  well  known  that  most  of 
the  district  branch  members  are  not  sufficiently 
active  and  at  business  meetings  do  not  attend 
in  adequate  numbers  to  undertake  this  re- 
sponsibility. It  was  noted  that  each  county 
society  and  each  district  branch  is  requested 
annually  to  submit  to  the  Nominating  Com- 
mittee the  names  of  possible  nominees  for  office. 
Seldom  do  the  district  branches  take  advantage 
of  this  opportunity. 

Also  of  note  is  the  fact  that  in  1963  this  House 
of  Delegates  disapproved  an  identical  resolution. 
Nothing  has  changed  in  the  intervening  two 
years  to  warrant  approval  at  this  time. 

The  committee  recommends  disapproval  of 
this  resolution.  Mr.  Chairman,  I move  the 
adoption  of  this  portion  of  the  report. 

. . . The  motion  was  seconded,  and  after 
discussion,  including  a quorum  count,  it  was 
carried  . . . 

Dr.  Ershler:  Continuing: 

Resolution  64-41 — Amendment  to  Consti- 
tution to  Provide  District  Branch  Repre- 
sentation on  Council;  Introduced  by  Medi- 
cal Society  of  the  County  of  Erie. 

Resolved,  That  Article  IV  of  the  Constitu- 
tion entitled  “Council”  be  amended  by  strik- 
ing out  the  words  “and  twelve  other  members 
elected  by  the  House  of  Delegates”  and  in 
place  thereof  substituting  the  words:  “Six 

members  elected  by  the  House  of  Delegates, 
and  the  presidents  of  the  district  branches”; 
so  that  as  amended  Article  IV  will  read: 
“There  shall  be  a Council  composed  of  the 
president,  the  president-elect,  the  vice-presi- 
dent, the  immediate  past-president,  the  secre- 
tary, the  assistant  secretary,  the  treasurer,  the 
assistant  treasurer,  the  speaker,  the  vice- 
speaker, the  chairman  of  the  Board  of  Trus- 
tees, six  members  elected  by  the  House  of 
Delegates,  and  the  presidents  of  the  district 
branches.” 

Most  of  the  objections  to  this  resolution  are 
identical  with  objections  to  resolution  64-40. 
The  committee  is  of  the  opinion  that  election 
of  the  presidents  of  district  branches  is  in  most 
instances  achieved  by  too  few,  and  perhaps  not 
entirely  representative  members  of  the  district 
branches.  On  the  other  hand,  election  to  the 
Council  by  the  House  of  Delegates  is  always 
representative  of  all  the  district  branches  and  of 
all  the  members  of  the  Society.  The  committee 
feels  strongly  that  the  present  manner  of 
electing  councillors  is  the  more  democratic 
and  desirable  method. 

Disapproval  of  this  resolution  is  recommended, 
and  I move  the  adoption  of  this  portion  of  the 
report. 

. . . The  motion  was  seconded,  and  after  dis- 
cussion, including  a quorum  count,  it  was 
carried.  . . 

Dr.  Ershler:  Continuing:  The  changes  in 
the  Constitution  and  Bylaws,  contained  in  the 
supplementary  report  64-CC,  were  the  subject 
of  detailed  consideration.  In  your  handbook 
you  will  find  on  the  right  hand  column  the 
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changes  in  italics.  For  purposes  of  comparison, 
the  present  wording  of  the  appropriate  section 
is  listed  in  the  left  hand  column,  with  the  mate- 
rial to  be  changed  or  deleted  appearing  in 
brackets.  It  is  again  emphasized  that  there  is 
no  intent  in  these  recommendations  to  change 
the  sense  or  purpose  of  the  Constitution  and 
Bylaws.  The  only  objective  is  to  upgrade  the 
phrasing  of  each  subject. 

I might  also  state  that  in  some  of  the  present 
wording  there  are  two  or  three  areas  of  the  pres- 
ent Constitution  in  which  the  language  is  obso- 
lete; it  is  ambiguous  and  anachronistic.  Those 
areas  were  referred,  without  our  committee 
taking  any  action,  to  the  Planning  Committee. 

Because  of  the  lengthy  report,  Mr.  Speaker, 
and  because  of  the  fact  that  the  material  is 
published  in  the  Journal,  in  the  issue  of 
January  15,  1965,  I move  that  this  portion 


of  the  report  be  approved  in  toto  as  listed. 

. . . The  motion  was  seconded,  and  after  discus- 
sion, was  put  to  a vote,  and  was  carried . . . 

Dr.  Ershler:  I would  like  to  say  that  the 
other  members  of  the  committee  are  particularly 
grateful  to  Dr.  Wolff  for  his  painstaking  work 
on  this  enormous  task,  and  the  chairman  would 
like  to  take  this  opportunity  to  express  his 
gratitude  to  J.  Richard  Burns,  Esq.,  Miss 
Doris  K.  Dougherty,  and  Mrs.  Roslyn  Schmet- 
terling  for  their  assistance  in  the  preparation  of 
this  report,  and  again  to  thank  the  members  of 
the  committee,  Drs.  Allen,  Hartmann,  Wolff, 
and  Zimring. 

I move  the  adoption  of  the  report  as  a whole. 

. . . There  being  no  discussion,  the  motion 
was  put  to  a vote,  and  was  unanimously  adopted, 
the  portion  referred  to  without  being  specifically 
read  being  as  follows: 


CONSTITUTION 

ARTICLE  IV— COUNCIL 


( present )* 

There  shall  be  a Council  composed  of  the 
president,  [the  ] president-elect,  [the  ] vice- 
president,  [the  ] immediate  past- president,  [the  ] 
secretary,  [the]  assistant  secretary,  [the]  treas- 
urer; [the]  assistant  treasurer,  [the]  speaker, 
[the]  vice-speaker,  chairman  of  the  Board  of 
Trustees  and  twelve  [other  members]  elected 
by  the  House  of  Delegates. 

The  executive  vice-president  and  the  editor 
of  the  New  York  State  Journal  of  Medicine 
shall  attend  all  meetings  of  the  Council  with 
voice  but  without  vote. 


{proposed)* 

There  shall  be  a Council  composed  of  the 
president,  president-elect,  vice-president,  im- 
mediate past-president,  secretary,  assistant  sec- 
retary, treasurer,  assistant  treasurer,  speaker, 
vice-speaker,  chairman  of  the  Board  of  Trustees, 
and  twelve  councillors  elected  by  the  House  of 
Delegates. 

The  executive  vice-president,  the  assistant 
executive  vice-president , and  the  editor  of  the 
New  York  State  Journal  of  Medicine 
shall  attend  all  meetings  of  the  Council  with 
voice  but  without  vote. 


ARTICLE  IX— FUNDS 


Funds  shall  be  raised  by  annual  [per  capita] 
dues  [or  assessment  ] on  each  [component  county 
society]  at  a uniform  per  capita  rate  through- 
out the  State,  [but  the  dues  or  assessments  of 
each  junior  member  shall  be  one  third  the 
amount  levied  on  each  active  member.]  Funds 
may  also  be  raised  in  any  other  manner  approved 
by  the  House  of  Delegates  or  by  the  Council 
when  the  said  House  of  Delegates  shall  not  be 
in  session. 


Funds  shall  be  raised  by  annual  dues  levied 
on  each  active  member  at  a uniform  per 
capita  rate  throughout  the  State.  Funds  may 
also  be  raised  in  any  other  manner  approved 
by  the  House  of  Delegates  or  by  the  Council 
when  the  said  House  of  Delegates  shall  not  be 
in  session.  The  dues  or  assessments  of  each 
junior  member  shall  be  one  third  the  amount 
levied  on  each  active  member. 


ARTICLE  X— REFERENDUM 


At  any  meeting  of  the  House  of  Delegates 
a majority  of  the  members  present  may  order  a 
referendum  vote  of  the  Society  on  any  question 
consistent  with  the  Constitution  and  Bylaws  and 
in  accordance  with  such  regulations  respecting 
the  submission  of  the  question  as  the  House  of 
Delegates  may  prescribe.  The  members  shall 
vote  thereon  by  mail.  The  polls  shall  be  closed 

* Brackets  [ ] in  left-hand  column  indicate  material  to  be 
changed  or  deleted.  Italics  in  right-hand  column  indicate 
new  wording. 


At  any  meeting  of  the  House  of  Delegates  a 
majority  of  the  members  present  and  voting 
may  order  a referendum  vote  of  the  Society 
on  any  question  consistent  with  the  Constitu- 
tion and  Bylaws  and  in  accordance  with  such 
regulations  respecting  the  submission  of  the 
question  as  the  House  of  Delegates  may  pre- 
scribe. The  members  shall  vote  thereon  by 
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at  the  expiration  of  fifteen  days  after  the  mail- 
ing of  the  question;  and  if  the  members 
voting  shall  comprise  a majority  of  all  the 
active  members  of  the  Society,  a majority 
of  such  vote  shall  determine  the  question 
and  be  binding  on  the  Society  and  the  House  of 
Delegates.  [The  Council  may,  in  a similar 
manner,  order  a referendum  to  the  House  of 
Delegates.] 


mail.  The  polls  shall  be  closed  at  the  expira- 
tion of  fifteen  days  after  the  mailing  of  the 
question;  and  if  the  members  voting  shall 
comprise  a majority  of  all  the  active  members 
of  the  Society,  a majority  of  such  vote  shall 
determine  the  question  and  be  binding  on  the 
Society  and  the  House  of  Delegates.  When 
the  House  of  Delegates  is  not  in  session  the 
Council  may  in  a similar  manner  order  such  a 
referendum. 


BYLAWS 

CHAPTER  I— MEMBERSHIP 


Section  1.  The  active  and  junior  members 
shall  be  all  active  and  junior  members  in 
good  standing  of  the  component  county  medical 
societies  and  the  American  Medical  Association. 
A copy  of  the  roster  of  such  members,  certified 
to  be  correct  by  the  secretary  of  [such]  county 
society,  shall  be  evidence  of  the  right  of  the  mem- 
bers whose  names  appear  therein  to  member- 
ship in  this  Society.  [No]  member  who  has 
been  dropped  from  the  roll  of  a component 
county  society  by  reason  of  failure  to  pay  dues 
shall  be  accepted  by  another  county  society 
except  by  regular  transfer  after  reinstatement 
in  the  original  county  society. 

Section  3.  [Any]  member  expelled  from 
his  component  county  society  or  the  American 
Medical  Association  or  . . . 

Section  4.  A member  of  one  county  society 
shall  not  be  permitted  to  transfer  to  membership 
in  another  county  society  until  he  has  established 
a legal  residence  or  principal  office  in  the  county 
to  which  he  desires  transfer,  except  as  provided 
in  Chapter  XIV,  Section  1,  of  the  Bylaws. 
The  question  of  legal  residence  or  principal 
office  shall  be  verified  by  the  [board  of  censors 
of  the]  county  medical  society  to  which  the 
member  desires  transfer. 


Section  5.  [Any]  member  convicted  in  a 
court  of  law  of  a crime  evincing  . . . 

Section  6.  [Any  doctor  of  medicine  reach- 
ing the  age  of  seventy  years  who  is  a member 
in  good  standing  of  the  Medical  Society  of  the 
State  of  New  York  or  any  member  who  is 
permanently  disabled  may  ipso  facto  have  the 
privilege  of  applying]  for  life  membership. 
[All]  such  applications  shall  be  signed  by  the 
president  and  the  secretary  of  the  county  so- 
ciety of  which  the  applicant  is  a member  and 
sent  to  the  secretary  of  this  Society  for  presenta- 
tion to  the  House  of  Delegates.  An  active 
member  desiring  to  become  a life  member  shall 
apply  for  such  membership  to  the  component 
county  society  of  which  he  is  a member.  Such 
[applications]  shall  be  governed  by  the  con- 
stitution and  bylaws  of  the  component  county 
society  relative  to  active  membership.  Life 
members  shall  not  be  subject  to  dues  or  assess- 
ments but  shall  be  accorded  all  the  rights  and 
privileges  of  active  membership. 


Section  1.  The  active  and  junior  members 
shall  be  all  active  and  junior  members  in  good 
standing  of  the  component  county  medical 
societies  and  the  American  Medical  Associa- 
tion. A copy  of  the  roster  of  such  members, 
certified  to  be  correct  by  the  respective  sec- 
retary of  each  county  society,  shall  be  evidence 
of  the  right  of  the  members  whose  names 
appear  therein  to  membership  in  this  Society. 
A member  who  has  been  dropped  from  the 
roll  of  a component  county  society  by  reason  of 
failure  to  pay  dues  shall  not  be  accepted  by 
another  county  society  except  by  regular 
transfer  after  reinstatement  in  the  original 
county  society. 

Section  3.  A member  expelled  from  his 
component  county  society  or  the  American 
Medical  Association  or  . . . 

Section  4.  A member  of  one  county 
society  shall  not  be  permitted  to  transfer  to 
membership  in  another  county  society  until  he 
has  paid  the  current  annual  dues  and  assess- 
ments to  the  former  county  society  and  he  has 
established  a legal  residence  or  principal  office 
in  the  county  to  which  he  desires  transfer, 
except  as  provided  in  Chapter  XIV,  Section  1, 
of  the  Bylaws.  The  question  of  legal  residence 
or  principal  office  shall  be  verified  by  the  county 
medical  society  to  which  the  member  desires 
transfer. 

Section  5.  A member  convicted  in  a court 
of  law  of  a crime  evincing  . . . 

Section  6.  An  active  member  in  good  standing, 
on  reaching  the  age  of  seventy  years,  or  who  is  per- 
manently disabled,  may  apply  for  life  member- 
ship. Such  applications  shall  be  signed  by  the 
president  and  the  secretary  of  the  county 
society  of  which  the  applicant  is  a member  and 
sent  to  the  secretary  of  this  Society  for  presen- 
tation to  the  House  of  Delegates.  An  active 
member  desiring  to  become  a life  member  shall 
apply  for  such  membership  to  the  component 
county  society  of  which  he  is  a member.  Such 
application  shall  be  governed  by  the  constitu- 
tion and  bylaws  of  the  component  county 
society  relative  to  active  membership.  Life 
members  shall  not  be  subject  to  dues  or  assess- 
ments but  shall  be  accorded  all  the  rights  and 
privileges  of  active  membership. 
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Section  7.  ( third  paragraph)  A junior 

member  [will]  automatically  become  an  active 
member  . . . 

Section  8.  The  honorary  members  of  this 
Society  shall  be  all  persons  now  on  the  roster  as 
such  and  in  addition  such  distinguished  phy- 
sicians residing  outside  of  the  State  of  New  York 
as  may  hereafter  be  elected.  [All]  nominations 
for  honorary  membership  [must]  be  endorsed 
by  three  members  of  the  Society  and  forwarded 
to  the  secretary  for  presentation  to  the  House 
of  Delegates,  [which  by  ] a two-thirds  vote  of  the 
House  of  Delegates  present  and  voting  shall 
be  [declared  elected  honorary  members  of  this 
Society.]  Honorary  members  shall  be  entitled 
[only  ] to  the  privilege  of  attending  and  address- 
ing the  meetings  of  the  Society. 


Section  7.  ( third  paragraph ) A junior 

member  shall  automatically  become  an  active 
member.  . . 

Section  8.  The  honorary  members  of  this 
Society  shall  be  all  persons  now  on  the 
roster  as  such  and  in  addition  such  distin- 
guished physicians  residing  outside  of  the  State 
of  New  York  as  may  hereafter  be  elected. 
Nominations  for  honorary  membership  shall  be 
endorsed  by  three  members  of  the  Society  and 
forwarded  to  the  secretary  for  presentation  to 
the  House  of  Delegates.  A two- thirds  vote  of 
the  House  of  Delegates  present  and  voting  shall 
be  necessary  for  election  to  honorary  membership. 
Honorary  members  shall  be  entitled  to  the 
privilege  of  attending  and  addressing  the  meet- 
ings of  the  Society. 


CHAPTER  II— HOUSE  OF  DELEGATES 


Section  1.  The  House  of  Delegates  shall 
be  composed  of:  [(a)]  delegates  elected  by  the 

component  county  medical  societies;  [(b)  ] 
officers  of  the  Society,  councillors,  and  trustees; 
[ (c)  ] an  elected  delegate  from  each  district 
branch;  [(d)  ] a delegate  from  each  of  the  sci- 
entific sections  to  be  elected  by  each  such  sec- 
tion; [(e)  ] the  Commissioner  of  Health  of  the 
State  of  New  York  or  a deputy  designated  by 
him,  provided  that  any  representative  shall  be  a 
member  of  the  Medical  Society  of  the  State 
of  New  York.  Past- presidents  of  the  Society 
shall  be  members  for  life  of  the  House  of  Dele- 
gates [with  all  the  privileges  of  elected  dele- 
gates. ] Should  the  delegate  of  a district  branch 
be  unable  to  serve  as  a district  delegate,  its 
vice-president  [shall]  so  serve;  and  in  case  the 
vice-president  is  unable  to  serve,  the  president 
of  the  district  branch  [shall]  designate  a dele- 
gate. Should  the  [elected]  delegate  of  a sci- 
entific section  be  unable  to  serve,  the  chairman 
of  the  section  [shall]  designate  a substitute. 
In  case  either  the  delegate  of  a district  branch 
or  the  delegate  of  a scientific  section  is  to  be  re- 
placed, the  president  of  the  district  branch  or 
the  chairman  of  the  section,  as  the  case  may 
be,  shall  notify  the  secretary  of  the  State 
Medical  Society,  in  writing.  Each  component 
county  society  shall  be  entitled  to  [elect  ] 
delegates  by  one  of  the  two  following  optional 
methods: 

(a)  Each  component  county  society  shall  be 
entitled  to  [elect]  as  many  delegates  as  there 
shall  be  State  assembly  districts  in  such  county 
at  the  time  of  election,  but  each  county  medical 
society  shall  be  entitled  to  elect  at  least  [one] 
delegate; 

(b)  Any  component  county  medical  society, 
which  according  to  the  rolls  of  the  State  Society 
on  April  1 of  the  previous  calendar  year  shall 
have  had  up  to  99  members,  shall  be  entitled 
to  [elect  one  ] delegate.  Any  component  county 
medical  society  having  100  to  199  members 
shall  be  entitled  to  [elect  two]  delegates.  Any 
component  county  medical  society  [with  ] 
200  to  349  members  shall  be  entitled  to  [elect 
three  ] delegates.  Any  component  county  medi- 
cal society  [with]  350  to  499  members  shall  be 


Section  1.  The  House  of  Delegates  shall 
be  composed  of:  ( A ) duly  designated  delegates 
from  the  component  county  medical  societies; 
( B ) officers  of  the  Society,  councillors,  and 
trustees;  (C)  a duly  designated  delegate  from 
each  district  branch;  ( D ) a delegate  from  each 
of  the  scientific  sections  to  be  elected  by  each 
such  section;  ( E ) the  Commissioner  of  Health 
of  the  State  of  the  New  York  or  a deputy  desig- 
nated by  him,  provided  that  any  representative 
shall  be  a member  of  the  Medical  Society  of  the 
State  of  New  York.  Past- presidents  of  the 
Society  shall  be  members  for  life  of  the  House  of 
Delegates.  Should  the  delegate  of  a district 
branch  be  unable  to  serve  as  a district  delegate, 
its  vice-president  may  so  serve;  and  in  case  the 
vice-president  is  unable  to  serve,  the  president  of 
the  district  branch  may  designate  a substitute 
delegate.  Should  the  delegate  of  a scientific 
section  be  unable  to  serve,  the  chairman  of  the 
section  may  designate  a substitute  delegate. 
In  case  either  the  delegate  of  a district  branch 
or  the  delegate  of  a scientific  section  is  to  be  re- 
placed, the  president  of  the  district  branch  or 
the  chairman  of  the  section,  as  the  case  may  be, 
shall  notify  the  secretary  of  the  State  Medical 
Society,  in  writing.  Each  component  county 
society  shall  be  entitled  to  select  delegates  by 
one  of  the  two  following  optional  methods: 


(a)  Each  component  county  society  shall  be 
entitled  to  as  many  delegates  as  there  shall  be 
State  assembly  districts  in  such  county  at  the 
time  of  election,  but  each  county  medical  society 
shall  be  entitled  to  elect  at  least  1 delegate; 

(b)  Any  component  county  medical  society, 
which  according  to  the  rolls  of  the  State  Society 
on  April  1 of  the  previous  calendar  year  shall 
have  had  up  to  99  members,  shall  be  entitled  to 
1 delegate.  Any  component  county  medical 
society  having  100  to  199  members  shall  be  en- 
titled to  2 delegates.  Any  component  county 
medical  society  having  200  to  349  members  shall 
be  entitled  to  3 delegates.  Any  component 
county  medical  society  having  350  to  499  mem- 
bers shall  be  entitled  to  4 delegates.  Any 
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entitled  to  [elect  four]  delegates.  Any  com- 
ponent county  medical  society  [with  ] 500  to  749 
members  shall  be  entitled  to  [elect  five]  dele- 
gates. Any  component  county  medical  society 
[with]  750  to  999  members  shall  be  entitled  to 
[elect  six]  delegates.  Any  component  county 
medical  society  [with]  1,000  or  more  members 
shall  be  entitled  to  [elect]  at  least  [seven] 
delegates  and  [one  ] additional  delegate  for  each 
additional  300  members;  but  no  component 
county  medical  society  shall  [elect]  more  than 
25  delegates. 

Section  2.  A delegate  to  this  Society  shall 
not  be  considered  in  good  standing  or  entitled 
to  vote  in  the  House  of  Delegates  if  the  com- 
ponent county  medical  society  by  which  he  was 
elected  is  in  default  of  the  payment  of  any  dues 
or  assessments  imposed  by  the  House  of  Dele- 
gates, and  said  county  society  has  been  duly 
notified  of  such  default,  or  if  such  component 
county  medical  society  shall  at  the  time  be  under 
sentence  of  suspension  imposed  by  the  House 
of  Delegates,  or  if  such  delegate  is  not  in  good 
standing  in  this  Society,  or  in  the  component 
county  medical  society  to  which  he  belongs. 
The  term  of  a delegate  [elected]  by  a county 
medical  society  shall  begin  at  the  first  annual 
meeting  of  the  House  of  Delegates  subsequent  to 
his  [election]. 

Section  4.  A quorum  shall  consist  of  one 
hundred  [duly  elected  or  constituted]  members 
of  the  House  of  Delegates. 

Section  7.  The  following  shall  be  the  order 
of  business  at  the  sessions  of  the  House  of 
Delegates: 


component  county  medical  society  having  500 
to  749  members  shall  be  entitled  to  5 delegates. 
Any  component  county  medical  society  having 
750  to  999  members  shall  be  entitled  to  6 
delegates.  Any  component  county  medical 
society  having  1,000  or  more  members  shall  be 
entitled  to  at  least  7 delegates  and  1 additional 
delegate  for  each  additional  300  members; 
but  no  component  county  medical  society  shall 
be  entitled  to  designate  more  than  25  delegates. 

Section  2.  A delegate  to  this  Society  shall 
not  be  considered  in  good  standing  or  entitled  to 
vote  in  the  House  of  Delegates  if  the  component 
county  medical  society  by  wdiich  he  was  elected 
is  in  default  of  the  payment  of  any  dues  or  assess- 
ments imposed  by  the  House  of  Delegates,  and 
said  county  society  has  been  duly  notified  of 
such  default,  or  if  such  component  county 
medical  society  shall  at  the  time  be  under 
sentence  of  suspension  imposed  by  the  House  of 
Delegates,  or  if  such  delegate  is  not  in  good 
standing  in  this  Society,  or  in  the  component 
county  medical  society  to  which  he  belongs. 
The  term  of  a delegate  duly  designated  by  a 
county  medical  society  shall  begin  at  the  first 
annual  meeting  of  the  House  of  Delegates  sub- 
sequent to  his  designation. 

Section  4.  A quorum  shall  consist  of  one 
hundred  members  of  the  House  of  Delegates. 

Section  7.  The  following  shall  be  the  order 
of  business  at  the  sessions  of  the  House  of 
Delegates,  which  may  be  altered  by  the  speaker 
with  the  approval  of  the  House. 


CHAPTER  III — ELECTION  OF  OFFICERS,  COUNCILLORS,  TRUSTEES  AND 

DELEGATES 


Section  1.  The  officers,  councillors,  and 
trustees,  and  one  member-at-large  of  the  Plan- 
ning Committee  of  the  Society,  and  the  dele- 
gates to  the  American  Medical  Association  shall 
be  nominated  and  elected  as  the  first  business 
of  the  last  scheduled  session  of  the  annual  meet- 
ing of  the  House  of  Delegates.  [No  ] member  of 
the  Society  who  is  in  arrears  for  county  dues  or 
State  Society  [per  capita]  assessment  shall  be 
eligible  for  any  office  or  entitled  to  vote  for  any 
officer,  councillor,  trustee,  or  delegate. 

Section  2.  ( third  paragraph)  Four  coun- 

cillors shall  be  elected  annually  for  a term  of 
three  years.  In  the  event  of  a vacancy  a coun- 
cillor shall  be  elected  for  the  unexpired  term. 

(sixth  paragraph)  No  salaried  employe  of 
the  Medical  Society  of  the  State  of  New  York, 
shall  be  [eligible  for  election  as]  an  officer  of 
the  Society.  For  the  purposes  of  this  article 
honorarium  shall  not  be  considered  [as  ] a 
salary. 

Section  5.  All  elections  for  such  offices 
shall  be  by  ballot,  each  member  depositing  his 
ballot  on  roll  call  individually.  [In  the  event 
of  a single  nominee  only  for  any]  office,  a ma- 
jority vote  without  ballot  shall  elect. 


Section  1.  The  officers,  councillors,  and 
trustees,  and  one  member-at-large  of  the 
Planning  Committee  of  the  Society,  and  the 
delegates  to  the  American  Medical  Association 
shall  be  nominated  and  elected  as  the  first 
business  of  the  last  scheduled  session  of  the 
annual  meeting  of  the  House  of  Delegates.  A 
member  of  the  Society  who  is  in  arrears  for 
county  dues  or  State  Society  dues  or  assessment 
shall  not  be  eligible  for  any  office  or  entitled  to 
vote  for  any  officer,  councillor,  trustee,  or  dele- 
gate. 

Section  2.  ( third  paragraph)  Four  coun- 

cillors shall  be  elected  annually,  each  for  a term 
of  three  years.  In  the  event  of  a vacancy,  a 
councillor  shall  be  elected  for  the  unexpired 
term. 

(sixth  paragraph)  No  salaried  employe  of 
the  Medical  Society  of  the  State  of  New  York 
shall  be  an  officer  of  the  Society.  For  the 
purposes  of  this  article  an  honorarium  shall  not 
be  considered  a salary. 

Section  5.  All  elections  for  such  offices 
shall  be  by  ballot,  each  member  depositing  his 
ballot  on  roll  call  individually.  Where  there 
is  only  one  candidate  for  an  office,  a majority 
vote  without  ballot  shall  elect. 
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CHAPTER  IV— COUNCIL 


Section  7.  The  Council  shall  have  re- 
sponsibility for  all  publications  of  the  Society 
and  their  distribution.  [Any  special  com- 
mittee ] of  the  Society  shall  report  to  the  Council 
and  shall  be  subject  [in  all  ways]  to  the  Council 
unless  otherwise  instructed  by  the  House  of 
Delegates.  . . . 

Section  9.  The  duties  of  the  Council  shall 
also  include  the  study  and  supervision  of  the 
following  activities: 

(a)  [All]  scientific  work  presented  at  each 
annual  meeting.  . . . 

Section  11.  The  following  shall  be  the 
order  of  business  at  meetings  of  the  Council: 


CHAPTER  V— BO 

'Section  1.  [At  the  first  meeting  of]  the 
Board  of  Trustees  immediately  upon  the  close  of 
the  annual  meeting  of  the  House  of  Delegates, 
[it]  shall  organize  under  the  chairmanship  of  a 
senior  member  and  fix  the  time  and  place  of  its 
regular  meetings.  . . . 

Section  5.  The  following  shall  be  the  order 
of  business  at  the  meeting  of  the  Board  of 
Trustees: 


Section  7.  The  Council  shall  have  re- 
sponsibility for  all  publications  of  the  Society 
and  their  distribution.  Special  committees  of 
the  Society  shall  report  to  the  Council  and  shall 
be  subject  to  the  Council  unless  otherwise  in- 
structed by  the  House  of  Delegates. 

Section  9.  The  duties  of  the  Council  shall 
also  include  the  study  and  supervision  of  the 
following  activities: 

(a)  Scientific  work  presented  at  each  annual 
meeting. 

Section  11.  The  following  shall  be  the  order 
of  business  at  meetings  of  the  Council,  which 
may  be  altered  by  the  chairman  with  the  consent  of 
the  Council: 

D OF  TRUSTEES 

Section  1.  The  Board  of  Trustees  shall  meet 
immediately  upon  the  close  of  the  annual  meet- 
ing of  the  House  of  Delegates  and  shall  organize 
under  the  chairmanship  of  a senior  member  and 
fix  the  time  and  place  of  its  regular  meetings.  . . . 

Section  5.  The  following  shall  be  the  order 
of  business  at  the  meeting  of  the  Board  of 
Trustees,  which  may  be  altered  by  the  chairman 
with  the  approval  of  the  Board: 


CHAPTER  VI— JUDICIAL  COUNCIL 


Section  1.  {second  paragraph ) Immedi- 
ately at  the  close  of  the  annual  meeting  of  the 
Medical  Society  of  the  State  of  New  York,  the 
Judicial  Council  shall  organize  and  elect  [their] 
own  chairman. 

[In  the  year  1954,  the  president  shall  appoint 
one  member  of  the  Judicial  Council  for  a five- 
year  term,  subject  to  the  approval  of  the 
Council.  ] 

[In  the  year  1954,  the  House  of  Delegates 
shall  elect  four  members  to  the  Judicial  Council: 
one  for  a period  of  four  years;  one  for  a period 
of  three  years;  one  for  a period  of  two  years; 
and  one  for  a period  of  one  year.  Thereafter, 
the  president  shall  appoint  one  member  as 
provided  for.] 

Section  2.  The  Judicial  Council  shall  have 
jurisidiction  to  hear  and  determine  all  appeals 
from  decisions  on  discipline  of  component 
county  medicial  societies  or  decisions  of  such 
societies  which  may  involve  the  privileges, 
rights,  or  standing  of  members,  whether  in 
relation  to  one  another  or  to  county  medical 
societies  or  to  this  Society.  [Any  ] member  of 
[any  ] component  medical  society  who  shall 
have  been  disciplined  or  directed  to  suffer  dis- 
cipline in  any  degree  by  any  final  decision  of 
his  county  medical  society  and  who  shall  have 
exhausted  his  right  of  appeal,  if  any,  with  [any 
such]  county  medical  society,  feeling  aggrieved 
by  the  decision  of  such  society,  may  appeal  to 
the  Judicial  Council  of  this  Society  from  the 
decision  of  such  component  medical  society  by 
filing  a notice  of  appeal  with  the  secretary  of 
this  Society  and  with  the  secretary  of  such  com- 


Section  1.  {second  paragraph)  Immediately 
at  the  close  of  the  annual  meeting  of  the  Medical 
Society  of  the  State  of  New  York,  the  Judicial 
Council  shall  organize  and  elect  its  own  chair- 
man. 

{delete  last  two  paragraphs) 


Section  2.  The  Judicial  Council  shall  have 
jurisdiction  to  hear  and  determine  all  appeals 
from  decisions  on  discipline  of  component  county 
medical  societies  or  decisions  of  such  socie- 
ties which  may  involve  the  privileges,  rights,  or 
standing  of  members,  whether  in  relation  to  one 
another  or  to  county  medical  societies  or  to  this 
Society.  A member  of  a component  medical 
society  who  shall  have  been  disciplined  or  di- 
rected to  suffer  discipline  in  any  degree  by  any 
final  decision  of  his  county  medical  society  and 
who  shall  have  exhausted  his  right  of  appeal,  if 
any,  with  a county  medical  society,  feeling 
aggrieved  by  the  decision  of  such  society,  may 
appeal  to  the  Judicial  Council  of  this  Society 
from  the  decision  of  such  component  medical 
society  by  filing  a notice  of  appeal  with  the 
secretary  of  this  Society  and  with  the  secretary 
of  such  component  medical  society  within  three 
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ponent  medical  society  within  three  months 
after  such  final  decision  by  such  component 
medical  society. 

Section  3.  [Any]  applicant  for  membership 
in  a component  county  medical  society  who 
[may  have]  been  excluded  from  membership 
in  such  society,  may  likewise  appeal  from  the 
action  of  said  society  [excluding  him.  ] 

Section  4.  [Any]  notice  of  appeal  shall  set 
forth  in  writing  the  name  of  the  appellant,  the 
name  of  such  component  county  medical  society 
and  the  date  and  substance  of  the  decision 
appealed  from  and  shall  indicate  the  ground  or 
grounds  upon  which  [each  ] appeal  is  taken. 

Section  5.  Upon  filing  a notice  of  appeal, 
the  appellant  and  the  component  county  medical 
society  shall  submit  to  the  secretary  of  the 
Judicial  Council  all  records,  minutes,  letters, 
papers,  and  all  written  evidence,  including  a 
digest  of  all  testimony  not  stenographically 
reported  relating  to  the  matter.  All  data  so 
submitted  shall  be  available  only  to  the  [judicial 
councillors]. 

Section  6.  The  Judicial  Council  shall  con-  . 
sider  the  appeal  on  the  data  so  submitted  to 
it  and  may  affirm,  modify  or  reverse  the  deci- 
sions so  appealed  from,  by  a majority  vote  of 
the  members  present  and  voting.  If,  in  its 
opinion,  the  taking  of  further  evidence  is 
advisable,  the  Judicial  Council  may  summon 
witnesses  and  proceed  to  take  such  evidence 
in  such  manner  as  it  may  deem  proper  and 
render  its  decision  by  a majority  vote  of  those 
present  and  voting,  which  decision  shall  be 
final  and  binding,  [except  that]  a member  [of 
the  American  Medical  Association]  shall  have 
the  right  of  appeal  to  the  Judicial  Council  of 
the  American  Medical  Association. 

Section  7.  The  Judicial  Council  shall  in- 
vestigate all  charges  preferred  (a)  by  a member 
of  a component  county  society  against  [any] 
component  county  medical  society  of  which 
he  is  not  a member; 


months  after  such  final  decision  by  such  com- 
ponent medical  society. 

Section  3.  An  applicant  for  membership 
in  a component  county  medical  society  who  has 
been  excluded  from  membership  in  such  society 
may  likewise  appeal  from  the  action  of  said 
society. 

Section  4.  A notice  of  appeal  shall  set 
forth  in  writing  the  name  of  the  appellant,  the 
name  of  such  component  county  medical  society 
and  the  date  and  substance  of  the  decision  ap- 
pealed from  and  shall  indicate  the  ground  or 
grounds  upon  which  such  appeal  is  taken. 

Section  5.  Upon  filing  a notice  of  appeal,  the 
appellant  and  the  component  county  medical 
society  shall  submit  to  the  secretary  of  the 
Judicial  Council  all  records,  minutes,  letters, 
papers,  and  all  written  evidence,  including  a 
digest  of  all  testimony  not  stenographically  re- 
ported relating  to  the  matter.  All  data  so 
submitted  shall  be  available  only  to  the  Judicial 
Council. 

Section  6.  The  Judicial  Council  shall  con- 
sider the  appeal  on  the  data  so  submitted  to  it 
and  may  affirm,  modify  or  reverse  the  decisions 
so  appealed  from,  by  a majority  vote  of  the 
members  present  and  voting.  If,  in  its  opinion, 
the  taking  of  further  evidence  is  advisable,  the 
Judicial  Council  may  summon  witnesses  and 
proceed  to  take  such  evidence  in  such  manner 
as  it  may  deem  proper  and  render  its  decision 
by  a majority  vote  of  those  present  and  voting, 
which  decision  shall  be  final  and  binding.  A 
member  shall  have  the  right  of  appeal  to  the 
Judicial  Council  of  the  American  Medical 
Association. 

Section  7.  The  Judicial  Council  shall  in- 
vestigate all  charges  preferred  (a)  by  a member 
of  a component  county  society  against  a com- 
ponent county  medical  society  of  which  he  is 
not  a member;  . . . 


CHAPTER  VII— DUTIES  OF  OFFICERS 


Section  1.  The  president  shall  preside  at 
all  meetings  of  the  Society  and  [of]  the  Council. 
He  shall  be  ex  officio  member  of  all  committees. 
He  shall  appoint  all  committees  not  otherwise 
provided  for,  [subject  to]  the  approval  of 
the  Council.  Within  three  months  after 
assuming  the  office  of  president,  he  shall 
appoint  a nominating  committee,  [and  it 
shall]  be  published.  He  shall  assign  the 
special  branches  of  work  for  which  the  members 
of  the  Council  shall  be  responsible,  [subject  to] 
the  approval  of  the  Council.  [He  shall  also 
appoint  all  members  of  committees  of  this 
Council,  subject  to  the  approval  of  the  Coun- 
cil. ] [The  president]  shall  deliver  an  address 
at  the  annual  meeting  of  the  Society.  He  shall 
perform  such  other  duties  as  the  House  of 
Delegates  or  the  Council  shall  require.  He 
shall  attend  all  meetings  of  the  House  of  Dele- 
gates of  the  American  Medical  Association. 

Section  2.  The  president-elect  shall  [be- 
come president]  at  the  [termination]  of  his 


Section  1.  The  president  shall  preside  at  all 
meetings  of  the  Society  and  the  Council.  He 
shall  be  an  ex  officio  member  of  all  committees. 
He  shall  appoint  all  committees  of  the  Council  with 
the  approval  of  the  Council.  He  shall  appoint  all 
committees  not  otherwise  provided  for,  with 
the  approval  of  the  Council.  Within  three 
months  after  assuming  the  office  of  president, 
he  shall  appoint  a nominating  committee, 
whose  names  he  shall  cause  to  be  published.  He 
shall  assign  the  special  branches  of  work  for 
which  the  members  of  the  Council  shall  be  re- 
sponsible, with  the  approval  of  the  Council. 
He  shall  deliver  an  address  at  the  annual  meet- 
ing of  the  Society.  He  shall  perform  such  other 
duties  as  the  House  of  Delegates  or  the  Council 
shall  require.  He  shall  attend  all  meetings  of 
the  House  of  Delegates  of  the  American  Medical 
Association. 

Section  2.  The  president-elect  shall  succeed 
to  the  presidency  at  the  end  of  his  term  as  presi- 
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[office]  as  president-elect.  [The  president- 
elect] shall  perform  the  duties  of  the  president 
in  the  absence  [of  the  president].  He  shall 
perform  such  other  duties  as  may  be  requested 
by  the  president.  In  the  event  of  the  presi- 
dent’s death,  resignation,  removal,  incapacity, 
or  refusal  to  act,  the  president-elect  shall  suc- 
ceed him  and  shall  serve  for  the  remainder  of 
the  [term  of  his  immediate  predecessor].  If 
the  time  so  served  is  less  than  six  months,  he 
shall  [also  serve  as  president]  until  the  second 
annual  [session]  following  his  original  election 
as  president-elect.  If  the  president-elect  suc- 
ceeds to  the  presidency  six  months  or  more  before 
the  following  [normal  session],  the  House  of 
Delegates  [at  that  following  annual  session] 
shall  [select  ] another  eligible  [person  to  serve  as  ] 
president  until  the  next  annual  [session].  If 
the  [president-elect  dies,  resigns,  is  removed, 
or  is  unable  or  refuses  to  act,  or  if  he  succeeds 
to  the  presidency,  the]  office  of  president- 
elect [shall  remain  vacant,  and  at  the  next 
annual  session  the  House  of  Delegates  shall 
elect  an  eligible  person  to  serve  as  president 
until  the  next  annual  session.  ] The  president- 
elect shall  attend  all  meetings  of  the  House  of 
Delegates  of  the  American  Medical  Association. 

Section  4.  The  speaker  shall  preside  at 
all  meetings  of  the  House  of  Delegates.  He 
shall  appoint  all  [parliamentary]  committees 
to  serve  during  the  meeting  of  the  House  of 
Delegates  at  least  thirty  days  in  advance  of 
the  meeting.  . . . 

Section  5.  The  vice-speaker  shall  perform 
the  duties  of  the  speaker  when  requested  by 
the  speaker  [to  do  so,  or]  in  case  of  the  absence, 
death,  resignation  or  refusal  [of  the  speaker  ] to 
act. 

Section  7.  ( page  28,  line  4)  ...  He  shall 

conduct  the  official  correspondence,  notifying 
members  of  meetings  [;]  officers,  councillors, 
trustees,  and  board  members  of  their  election, 
and  committees  of  their  appointments  and 
duties. 

(next  to  last  sentence ) He  shall  be  ex  officio 
[a  ] member  of  all  boards  and  committees  with- 
out vote. 

Section  8.  The  assistant  secretary  may 
countersign  checks  drawn  by  the  treasurer 
on  funds  of  the  Society [,  he]  shall  aid  the 
secretary  in  the  work  of  his  office,  and,  in 
the  absence  or  disability  of  the  latter,  [he] 
shall  perform  the  duties  of  the  office  [until 
the  secretary  resumes  the  work,  or  in  case  of 
a vacancy,  ] until  a successor  [shall  be  ] elected. 

Section  10.  The  assistant  treasurer  shall 
aid  the  treasurer  in  the  work  of  his  office,  and 
in  the  absence  or  disability  of  the  latter,  [he] 
shall  perform  the  duties  of  the  office,  [until  the 
treasurer  resumes  the  work,  or  in  case  of  a 
vacancy]  until  a successor  [shall  be]  elected. 
He  shall,  at  the  expense  of  the  Society,  give  a 
bond  for  the  faithful  performance  of  his  duties, 
which  shall  be  approved  by  the  Board  of 
Trustees  as  to  the  amount,  form,  and  surety. 
[He  shall  be  entitled  to  all  the  rights  and 
privileges  of  the  office  while  acting  as  treasurer.  ] 


dent-elect.  He  shall  perform  the  duties  of  the 
president  in  the  latter's  absence.  He  shall  per- 
form such  other  duties  as  may  be  requested 
by  the  president.  In  the  event  of  the  president’s 
death,  resignation,  removal,  incapacity,  or  re- 
fusal to  act,  the  president-elect  shall  succeed 
him  and  shall  serve  for  the  remainder  of  the 
unexpired  term.  If  the  time  so  served  is  less 
than  six  months,  he  shall  continue  in  office  until 
the  second  annual  meeting  following  his  original 
election  as  president-elect.  If  the  president- 
elect succeeds  to  the  presidency  six  months  or 
more  before  the  following  annual  meeting,  the 
House  of  Delegates  shall  at  that  meeting  elect 
another  eligible  member  to  be  president  until  the 
next  annual  meeting.  If  the  office  of  president- 
elect becomes  vacant,  it  shall  remain  so  until  the 
next  annual  meeting  of  the  House  of  Delegates,  at 
which  an  eligible  member  shall  be  elected  to  become 
president  until  the  following  annual  meeting.  The 
president-elect  shall  attend  all  meetings  of  the 
House  of  Delegates  of  the  American  Medical 
Association. 


Section  4.  The  speaker  shall  preside  at  all 
meetings  of  the  House  of  Delegates.  He  shall 
appoint  all  committees  to  serve  during  the  meet- 
ing of  the  House  of  Delegates  at  least  thirty  days 
in  advance  of  the  meeting.  . . . 

Section  5.  The  vice-speaker  shall  perform 
the  duties  of  the  speaker  when  so  requested  by 
the  speaker.  In  case  of  the  speaker's  death, 
resignation,  or  refusal  to  act,  the  vice-speaker  shall 
become  speaker. 

Section  7.  (page  28,  line  4).  . . He  shall 
conduct  the  official  correspondence,  notifying 
members  of  meetings,  officers,  councillors, 
trustees,  and  board  members  of  their  election, 
and  committees  of  their  appointments  and  du- 
ties. 

(next  to  last  sentence ) He  shall  be  an  ex 
officio  member  of  all  boards  and  committees 
with  voice  but  without  vote. 

Section  8.  The  assistant  secretary  may 
countersign  checks  drawn  by  the  treasurer  on 
funds  of  the  Society.  He  shall  aid  the  secretary 
in  the  work  of  his  office,  and,  in  the  absence  or 
disability  of  the  latter,  shall  perform  the  duties 
of  the  office.  If  the  office  of  secretary  shall  be- 
come vacant,  he  shall  become  secretary  until  a suc- 
cessor is  elected. 

Section  10.  The  assistant  treasurer  shall 
aid  the  treasurer  in  the  work  of  his  office,  and  in 
the  absence  or  disability  of  the  latter,  shall 
perform  the  duties  of  the  office.  If  the  office  of 
treasurer  shall  become  vacant,  he  shall  become 
treasurer  until  a successor  is  elected.  He  shall, 
at  the  expense  of  the  Society,  give  a bond  for  the 
faithful  performance  of  his  duties,  which  shall 
be  approved  by  the  Board  of  Trustees  as  to  the 
amount,  form,  and  surety. 
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CHAPTER  IX— EXPENSES 


Section  1.  ( page  33,  next  to  last  sentence) 
This  time  may  be  extended  for  any  cause  by 
the  Board  of  Trustees  [and  such  extension 
shall  not  exceed  ninety  days]. 


Section  1.  ( page  33,  next  to  last  sentence) 

This  time  may  be  extended  for  any  cause  by  the 
Board  of  Trustees. 


CHAPTER  X— REFERENCE  COMMITTEES 


Section  1.  ( last  sentence)  Such  committees 
shall  consist  of  five  members,  three  members 
constituting  a quorum,  and  shall  serve  during 
the  meeting  for  which  they  are  appointed. 


Section  1.  ( last  sentence)  Such  committees 

shall  each  consist  of  five  members,  three  mem- 
bers constituting  a quorum,  and  shall  serve 
during  the  meeting  for  which  they  are  appointed. 


CHAPTER  XI— SPECIAL  COMMITTEES 


Section  2.  A special  committee,  to  be 
known  as  the  Malpractice  Insurance  and 
Defense  Board,  [consisting  of  seven  members, 
including  a chairman,  ] shall  be  appointed  by 
the  president  with  the  approval  of  the  Council  [, 
each  for  a term  of  five  years,  annually  at  ex- 
piration of  term  of  office  of  a member.  Vacan- 
cies for  any  other  cause  shall  be  filled  for  the 
unexpired  term  by  appointment  by  the  pres- 
ident with  the  approval  of  the  Council.  ] The 
secretary,  treasurer,  legal  counsel,  and  in- 
demnity representative  shall  be  ex  officio 
members  of  the  committee  with  voice  but 
without  vote.  It  shall  be  the  duty  of  the 
committee  to  study  and  supervise,  on  behalf 
of  the  Society,  all  matters  having  to  do  with 
malpractice  insurance  and  defense. 

Section  4.  The  Nominating  Committee 
shall  [comprise  eleven  members,  one  member 
to  be  chosen  from  each  district  branch  and 
two  additional  members  at  large  to  be  nomi- 
nated to  this  committee]  by  the  president,  in 
conformity  with  Chapter  VII,  Section  1,  of 
these  Bylaws.  It  will  be  the  duty  of  this  com- 
mittee to  propose  and  nominate  members  of  the 
Society  for  all  vacancies  to  be  filled  at  the  annual 
meeting  of  the  House  of  Delegates  [succeeding 
their  appointment].  These  recommendations 
shall  be  made  to  the  House  of  Delegates  in  the 
same  manner  as  prescribed  in  Chapter  X,  Sec- 
tion 2,  of  the  Bylaws. 


Section  2.  A special  committee,  to  be  known 
as  the  Malpractice  Insurance  and  Defense 
Board,  shall  be  appointed  by  the  president  with 
the  approval  of  the  Council.  It  shall  consist  of 
seven  members  including  a chairman,  each  ap- 
pointed for  a five-year  term.  A vacancy  created 
by  expiration  of  a term  shall  be  filled  by  the  presi- 
dent, with  the  approval  of  the  Council,  by  appoint- 
ment of  a member  for  five  years.  Other  vacancies 
shall  be  filled  for  the  unexpired  term  in  similar 
manner.  The  secretary,  treasurer,  legal  counsel, 
and  indemnity  representative  shall  be  ex 
officio  members  of  the  committee  with  voice  but 
without  vote.  It  shall  be  the  duty  of  the  com- 
mittee to  study  and  supervise,  on  behalf  of  the 
Society,  all  matters  having  to  do  with  malprac- 
tice insurance  and  defense. 

Section  4.  The  Nominating  Committee 
shall  be  appointed  by  the  president  in  confor- 
mity with  Chapter  VII,  Section  1.  It  shall  con- 
sist of  eleven  members,  one  from  each  district  branch 
and  two  members  at  large.  It  will  be  the  duty  of 
this  committee  to  propose  and  nominate  mem- 
bers of  the  Society  for  all  vacancies  to  be  filled 
at  the  ensuing  annual  meeting  of  the  House  of 
Delegates.  These  recommendations  shall  be 
made  to  the  House  of  Delegates  in  the  same  man- 
ner as  prescribed  in  Chapter  X,  Section  2,  of  the 
Bylaws. 


CHAPTER  XIII— DISTRICT  BRANCHES 


Section  2.  Each  district  branch  shall  elect 
such  officers  as  are  provided  for  in  its  bylaws 
[who  ] shall  attend  the  business  meetings  of  the 
branch. 


Section  2.  Each  district  branch  shall  elect 
such  other  officers  as  are  provided  for  in  its 
bylaws.  They  shall  attend  the  business  meet- 
ings of  the  branch. 


CHAPTER  XIV— COMPONENT  COUNTY  MEDICAL  SOCIETIES 


Section  1.  Eligibility  for  membership  in 
county  medical  [societies]  shall  be  determined 
by  [the  boards  of  censors  or  comitiae  minorae 
of  the  county  medical  societies].  Except  by 
approval  of  the  Council  of  the  Medical  Society 
of  the  State  of  New  York,  no  physician  shall 
be  an  active  or  junior  member  in  a county 
medical  society  other  than  that  of  the  county 
in  which  he  maintains  legal  residence  or  has 
his  principal  office. 

Section  2.  ( first  paragraph,  last  sentence) 
No  member,  however,  shall  be  an  active  or 
junior  member  of  more  than  one  component 
county  society,  nor  shall  any  component 
county  society  accept  [a  physician  residing  in 


Section  1.  Eligibility  for  membership  in  a 
county  medical  society  shall  be  determined  by 
that  society.  Except  by  approval  of  the  Council 
of  the  Medical  Society  of  the  State  of  New 
York,  no  physician  shall  be  an  active  or  junior 
member  in  a county  medical  society  other  than 
that  of  the  county  in  which  he  maintains  legal 
residence  or  has  his  principal  office. 


Section  2.  {first  paragraph,  last  sentence) 
No  member,  however,  shall  be  an  active  or  jun- 
ior member  of  more  than  one  component  county 
society,  nor  shall  any  component  county  society 
accept  as  a member  a physician  who  does  not  have 
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another  county  ] in  any  other  way  than  in 
accordance  with  the  law  governing  transfers. 

( third  paragraph,  first  sentence ) When  [any] 
member  in  good  standing,  other  than  a life  or 
honorary  member.  . . 

( fifth  paragraph ) The  dues  of  [any]  active 
or  junior  member  of  the  Medical  Society  of  the 
State  of  New  York  may  be  remitted  for  the 
current  year  on  account  of  illness,  financial 
hardship,  or  temporary  service  in  the  armed 
forces  or  in  the  United  States  Public  Health 
Service,  when  the  request  is  made  by  the  mem- 
ber’s component  county  medical  society. 

Section  4.  ( second  paragraph)  He  shall 

forward  said  roster  and  information  together 
with  the  names  and  places  of  residence  of  each 
of  the  officers  of  said  society  and  the  names 
and  residence  of  each  delegate  to  the  House  of 
Delegates  of  said  society  to  the  secretary  of 
this  Society  ninety  days  before  the  date  of 
its  annual  meeting. 

Section  6.  Each  component  county  medi- 
cal society  shall  adopt  a constitution  and  by- 
laws for  the  regulation  of  its  alfairs  and  may 
amend  the  same  provided  they  shall  be  first 
approved  by  the  Council  before  becoming 
effective.  The  constitution  and  bylaws  of  com- 
ponent county  societies  [must  ] not  be  in 
conflict  with  the  Constitution  and  Bylaws  of 
this  Society. 


a residence  or  principal  office  in  that  county  in  any 
other  way  than  in  accordance  with  the  law 
governing  transfers. 

0 third  paragraph,  first  sentence ) When  a 
member  in  good  standing,  other  than  a life  or 
honorary  member.  . . 

( fifth  paragraph)  The  dues  of  an  active  or 
junior  member  of  the  Medical  Society  of  the 
State  of  New  York  may  be  remitted  for  the 
current  year  by  action  of  the  Council  on  account 
of  illness,  financial  hardship,  or  temporary 
service  in  the  armed  forces  or  in  the  United 
States  Public  Health  Service,  when  the  re- 
quest is  made  by  the  member’s  component 
county  medical  society. 

Section  4.  {second  paragraph)  He  shall 
forward  said  roster  and  information  together 
with  the  names  and  places  of  residence  of  each 
of  the  officers  of  said  society  and  the  names  and 
residence  of  each  delegate  to  the  House  of  Dele- 
gates of  said  society  to  the  secretary  of  this  So- 
ciety at  least  ninety  days  before  the  date  of  its 
annual  meeting. 

Section  6.  Each  component  county  medi- 
cal society  shall  adopt  a constitution  and  by- 
laws for  the  regulation  of  its  affairs  and  may 
amend  the  same  provided  they  shall  be  first  ap- 
proved by  the  Council  before  becoming  effec- 
tive. The  constitution  and  bylaws  of  compo- 
nent county  societies  shall  not  be  in  conflict  with 
the  Constitution  and  Bylaws  of  this  Society. 


CHAPTER  XV— MISCELLANEOUS 


Section  3.  [Any]  distinguished  physician  of 
a foreign  country  or  a physician  not  a resident 
of  this  State, 

Section  5.  [Written  charges  may  be  pre- 
ferred against  any  officers,  councillors,  trustees, 
and  members  of  boards  and  special  committees 
of  the  Society,  for  malfeasance  or  nonfeasance 
in  office,  by  any  member  and]  transmitted  to 
the  president.  The  president  shall  order 
a trial  [upon]  said  charges  by  the  Council,  or  a 
committee  thereof  [,  and  in  the  event  of  such 
trial  the]  accused  shall  be  given  at  least  ten 
days’  notice  of  such  [charges  and]  have  full 
opportunity  to  defend  [the  same],  but  no  such 
officer  or  member  of  a committee  shall  be 
removed  or  otherwise  disciplined  except  by  a 
two-thirds  vote  of  the  Council.  In  case  any 
such  officer,  or  trustee  or  member  of  a 
board  or  committee  shall  be  removed,  he 
may  appeal  from  the  decision  of  the  said 
Council  to  the  House  of  Delegates;  but,  pend- 
ing the  determination  of  such  appeal,  he  shall 
not  exercise  the  functions  of  his  office. 


Section  3.  A distinguished  physician  of  a 
foreign  country  or  a physician  not  a resident  of 
this  State, 

Section  5.  Charges  by  a member  of  malfea- 
sance or  nonfeasance  preferred  against  an  officer, 
councillor,  trustee,  or  member  of  a board  or  special 
committee  of  the  Society  shall  be  transmitted  to  the 
president  in  writing.  The  president  shall  order  a 
trial  on  said  charges  by  the  Council,  or  a com- 
mittee thereof.  The  accused  shall  be  given  at 
least  ten  days  notice  of  such  trial  and  of  the 
charges  against  him  and  shall  have  full  op- 
portunity to  defend  himself,  but  no  such  officer 
or  member  of  a committee  shall  be  removed  or 
otherwise  disciplined  except  by  a two-thirds 
vote  of  the  Council.  In  case  any  such  officer, 
or  trustee,  or  member  of  a board  or  committee 
shall  be  removed,  he  may  appeal  from  the  de- 
cision of  the  said  Council  to  the  House  of  Dele- 
gates; but,  pending  the  determination  of  such 
appeal,  he  shall  not  exercise  the  functions  of  his 
office. 


CHAPTER  XVII— AMENDMENTS 


Section  1.  Amendments  to  these  Bylaws 
or  to  the  Principles  of  Professional  Conduct, 
except  such  as  are  obligatory  by  law,  shall  be 
made  at  an  annual  meeting  of  the  House  of 
Delegates.  . . 


Section  1.  Amendments  to  these  Bylaws  or 
to  the  Principles  of  Professional  Conduct,  ex- 
cept such  as  are  obligatory  by  law,  shall  be  made 
only  at  an  annual  meeting  of  the  House  of  Dele- 
gates. . . 


The  following  chapters,  as  contained  in  Dr.  Wolff’s  report,  were  referred  to  the  Planning 
Committee  for  Medical  Policies. 
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CHAPTER  I— MEMBERSHIP 


Section  2 (b).  [Any]  member,  except  a 
member  who  is  eligible  and  has  applied  for  life 
membership,  whose  dues  and  assessments  are 
unpaid  after  March  1st  of  any  current  year  is 
not  in  good  standing  and  shall  be  deemed  to  be 
in  arrears.  He  has  lost  his  right  to  malpractice 
defense  by  counsel  of  the  Medical  Society  of  the 
State  of  New  York  for  any  acts  upon  which  suit 
may  be  predicated  during  the  period  of  his 
arrearage.  This  last  is  not  recoverable,  even 
when  he  becomes  reinstated.  Immediately 
upon  payment  of  dues  during  the  current  year, 
his  right  to  malpractice  defense  by  counsel  of 
the  Medical  Society  of  the  State  of  New  York 
shall  be  restored  from  that  date. 


Section  2 (b).  A member,  except  a member 
who  is  eligible  and  has  applied  for  life  member- 
ship, whose  dues  and  assessments  are  unpaid 
after  March  1st  of  any  current  year  is  not  in 
good  standing  and  shall  be  deemed  to  be  in 
arrears.  He  has  lost  his  right  to  malpractice 
defense  by  counsel  of  the  Medical  Society  of  the 
State  of  New  York  for  any  acts  upon  which  suit 
may  be  predicated  during  the  period  of  his  ar- 
rearage. This  last  is  not  recoverable,  even 
when  he  becomes  reinstated.  Immediately 
upon  payment  of  dues  during  the  current  year, 
his  right  to  malpractice  defense  by  counsel  of  the 
Medical  Society  of  the  State  of  New  York  shall 
be  restored  from  that  date. 


The  committee  felt  that  the  present  language  in  this  section  is  too  ambiguous , and  referred  it  to  the  Plan- 
ning Committee  for  clarification. 


CHAPTER  VII— DUTIES  OF  OFFICERS 


Section  7.  The  secretary  or  assistant  sec- 
retary shall  countersign  all  checks  issued  by 
the  treasurer  on  funds  of  the  Society.  The 
secretary  shall  be  the  custodian  of  the  seal 
of  the  Society,  and  of  all  books  of  records 
and  papers  belonging  to  the  Society,  except  such 
as  properly  belong  to  the  treasurer,  and  shall 
keep  an  account  of  and  promptly  turn  over  to 
the  treasurer  all  funds  of  the  Society  which 
come  into  his  hands.  He  shall  provide  for  the 
registration  of  the  members  at  all  sessions  of  the 
Society.  With  the  aid  and  cooperation  of  the 
secretaries  of  the  county  societies,  he  shall  keep 
a proper  register  of  all  the  registered  physicians 
of  the  State  by  counties.  He  shall  aid  the 
officers  of  the  district  branches  in  the  organiza- 
tion and  improvement  of  the  county  societies  and 
the  extension  of  the  power  and  influence  of  the 
Society.  He  shall  conduct  the  official  corre- 
spondence, notifying  members  of  meetings[;] 
officers,  councillors,  trustees  and  board  mem- 
bers of  their  election,  and  committees  of  their 
appointments  and  duties.  He  shall  affix  the 
seal  of  the  Society  to  all  credentials  issued  to 
members  of  the  Society  elected  by  the  House  of 
Delegates  and  to  such  other  papers  and  docu- 
ments as  may  require  the  same.  He  shall  make 
an  annual  report  to  the  House  of  Delegates. 
Acting  in  cooperation  with  the  Council,  he  shall 
prepare  and  issue  all  programs.  He  shall  be  a 
member  of  the  Council.  He  shall  be  ex  officio 
[a  ] member  of  all  boards  and  committees  with- 
out vote.  He  shall  record  the  name  and  date 
of  admission  of  each  member  of  the  Society. 


Section  7.  The  secretary  or  assistant  secre- 
tary shall  countersign  all  checks  issued  by  the 
treasurer  on  funds  of  the  Society.  The  secre- 
tary shall  be  the  custodian  of  the  seal  of  the 
Society,  and  of  all  books  of  records  and  papers 
belonging  to  the  Society,  except  such  as  prop- 
erly belong  to  the  treasurer,  and  shall  keep  an 
account  of  and  promptly  turn  over  to  the 
treasurer  all  funds  of  the  Society  which  come 
into  his  hands.  He  shall  provide  for  the  regis- 
tration of  the  members  at  all  sessions  of  the 
Society.  With  the  aid  and  cooperation  of  the 
secretaries  of  the  county  societies,  he  shall  keep 
a proper  register  of  all  the  registered  physicians 
of  the  State  by  counties.  He  shall  aid  the  offi- 
cers of  the  district  branches  in  the  organization 
and  improvement  of  the  county  societies  and  the 
extension  of  the  power  and  influence  of  the 
Society.  He  shall  conduct  the  official  corre- 
spondence, notifying  members  of  meetings,  offi- 
cers, councillors,  trustees  and  board  members  of 
their  election,  and  committees  of  their  appoint- 
ments and  duties.  He  shall  affix  the  seal  of  the 
Society  to  all  credentials  issued  to  members  of 
the  Society  elected  by  the  House  of  Delegates 
and  to  such  other  papers  and  documents  as  may 
require  the  same.  He  shall  make  an  annual 
report  to  the  House  of  Delegates.  Acting  in  co- 
operation with  the  Council,  he  shall  prepare  and 
issue  all  programs.  He  shall  be  a member  of 
the  Council.  He  shall  be  an  ex  officio  member 
of  all  boards  and  committees  without  vote.  He 
shall  record  the  name  and  date  of  admission  of 
each  member  of  the  Society. 


In  discussing  this  section,  the  committee  gave  particular  consideration  to  the  first  sentence.  Since  the 
Council  authorized  the  executive  vice-president  and  the  assistant  executive  vice-president  to  sign  checks  on 
behalf  of  the  Society,  it  was  felt  that  the  language  therein  is  obsolete  and  should  be  eliminated,  as  should 
similar  language  in  Section  9 of  Chapter  VII. 


CHAPTER  XII— SECTIONS 


Section  1.  [The  scientific  sections]  desig- 
nated by  the  House  of  Delegates  shall  each  or- 
ganize [by  the  election  of]  a chairman,  vice- 
chairman,  and  [secretary.  The  chairman  and 
vice-chairman  shall  be  elected  annually,  the] 


Section  1.  Each  scientific  section  designated 
by  the  House  of  Delegates  shall  each  organize 
under  a pro-tem  chairman,  designated  by  the 
speaker,  and  elect  a chairman,  vice-chairman  and 
a delegate  to  the  House  of  Delegates  each  for  one 
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secretary  for  such  term  as  the  section  may 
deem  fit. 

Section  2.  The  officers  of  the  various  sec- 
tions shall  prepare  programs  for  their  sections 
under  the  direction  and  subject  to  the  approval 
of  the  Council. 

Section  3.  To  participate  in  the  election  of 
any  section,  a member  must  be  registered  with 
such  section. 

Section  4.  Each  section  shall  hold  its  meet- 
ings at  such  times  as  designated  by  the  Council. 

Section  5.  A session  is  a single  meeting  of  a 
group  to  discuss  scientific,  cultural,  historical,  or 
economic  subjects.  It  shall  have  a chairman 
and  a secretary  appointed  by  the  president  with 
the  approval  of  the  Council. 

Section  6.  No  new  section  shall  be  created 
unless  a session  devoted  to  its  subject  matter  or 
specialty  shall  have  been  held  at  at  least  two 
successive  annual  meetings. 


year  and  a secretary  for  such  term  as  the  section 
may  deem  fit.  A chairman,  vice-chairman  and 
delegate  shall  be  elected  annually  thereafter  for 
terms  of  one  year. 

(No  changes  were  made  in  Sections  2,  3,  4,  5 
and  6.) 


The  entire  subject  of  this  chapter  was  referred  to  the  Planning  Committee  for  study,  because  it  was  felt 
that  it  is  necessary  and  desirable  to  have  a complete  review  of  the  entire  question  of  scientific  sections  and 
sessions. 


Resolutions* 

Section  93  (see  260)  Resolution  65-1 

Adequate  Legislative  Representation  in  Albany 

Introduced  by  Bronx  County  Medical  Society 

Whereas,  The  present  system  of  legislative 
representation  in  Albany  by  the  Medical 
Society  of  the  State  of  New  York  in  recent 
years  has  been  inadequate  to  the  medical 
profession;  now  therefore  be  it  hereby 

Resolved,  That  the  House  of  Delegates  of 
the  Medical  Society  of  the  State  of  New  York 
authorize  full  and  adequate  professional  repre- 
sentation in  Albany  prior  to,  during,  and 
following  the  sessions  of  the  New  York  State 
Legislature. 

Referred  to  Reference  Committee  on  Com- 
mission on  Public  and  Professional  Affairs. 

Section  94  (see  261)  Resolution  65-2 

Support  of  Law  Revision  Commission  Bill  on  Cor- 
oners and  Medical  Examiners 

Introduced  by  Ontario  County  Medical  Society 

Whereas,  There  are  many  antiquated  and 
undesirable  provisions  in  the  current  laws 
dealing  with  coroners  and  medical  examiners; 
and 

Whereas,  This  subject  matter  has  been 
reviewed  by  the  Law  Revision  Commission 
of  the  Legislature  and  three  of  the  four  bills 
proposed  have  become  law;  and 

Whereas,  There  still  exists  a severe  handi- 
cap in  the  performance  of  duties  by  coroners  as 
depicted  in  Brown  vs.  Broome  County,  8,  N.Y. 
2d  330,  170  N.E.  2d  666  (1960);  now  there- 
fore be  it  hereby 

♦Resolutions  65-1  through  65-55  were  introduced  at  the 
Monday  session  of  the  House;  65-56  through  65-59  at  the 
Tuesday  session;  65-60  through  65-65  at  the  Wednesday 
morning  session;  65-66  at  the  Wednesday  afternoon  session. 


Resolved,  That  the  House  of  Delegates  of 
the  Medical  Society  of  the  State  of  New  York 
go  on  record  as  supporting  the  proposed  bill  of 
the  Law  Revision  Commission  relative  to 
coroners  and  medical  examiners. 

Referred  to  Reference  Committee  on  Comis- 
sion on  Public  and  Professional  Affairs. 

Section  95  (see  1 78)  Resolution  65-3 

Criteria  for  D.O.  Membership  in  State  Society 

Introduced  by  Tioga  County  Medical  Society 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  establish  criteria  for  ac- 
cepting or  rejecting  doctor  of  osteopathy 
candidates  for  Society  membership. 

Referred  to  Reference  Committee  on  Organi- 
zation and  Policies. 

Section  96  (see  261)  Resolution  65-4 

Support  of  Law  Revision  Commission  Bill  on 

Coroners  and  Medical  Examiners 

Introduced  by  Seventh  District  Branch 

Whereas,  There  are  many  antiquated  and 
undesirable  provisions  in  the  current  laws 
dealing  with  coroners  and  medical  examiners; 
and 

Whereas,  This  subject  matter  has  been 
reviewed  by  the  Law  Revision  Commission 
of  the  Legislature  and  three  of  the  four  bills 
proposed  have  become  law;  and 

Whereas,  There  still  exists  a severe  handi- 
cap in  the  performance  of  duties  by  coroners 
as  depicted  in  Brown  vs.  Broome  County,  8 
N.Y.  2d  330,  170  N.E.  2d  666  (1960);  now 
therefore  be  it  hereby 

Resolved,  That  the  House  of  Delegates  of 
the  Medical  Society  of  the  State  of  New  York 
go  on  record  as  supporting  the  proposed  bill 
of  the  Law  Revision  Commission  relative  to 
coroners  and  medical  examiners. 
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Referred  to  Reference  Committee  on  Com- 
mission on  Public  and  Professional  Affairs. 

Section  97  ( see  182)  Resolution  65-5 

Rule  Concerning  Referral  to  Council  of  Reference 
Committee  Reports 

Introduced  by  Medical  Society  of  the  County 
of  Erie 

Whereas,  Of  the  two  legislative  bodies  of 
the  Medical  Society  of  the  State  of  New  York, 
the  House  of  Delegates  and  the  Council,  the 
former  is  most  representative  of  the  compo- 
nent county  medical  societies;  and 

Whereas,  For  this  reason  county  medical 
societies  in  many  instances,  and  especially  on 
questions  of  broad  policy,  prefer  to  present 
resolutions  to  the  House  instead  of  to  the 
Council;  and 

Whereas,  At  the  last  meeting  of  the  House 
in  February  of  1964  the  Medical  Society  of 
the  County  of  Erie  introduced  a resolution 
(64-42)  opposing  legislation  then  pending  in 
the  State  Legislature  providing  for  govern- 
ment hospital  planning  and  doing  away  with 
voluntary  hospital  planning;  and 

Whereas,  The  reference  committee  to  which 
this  resolution  was  referred  recommended  its 
adoption;  and 

Whereas,  With  little  or  no  discussion  of  the 
merits  of  the  resolution  a motion  was  made  and 
adopted  by  a narrow  margin  to  refer  the  report 
of  the  reference  committee  to  the  Council; 
and 

Whereas,  In  this  way  it  developed  that 
the  desire  of  the  Medical  Society  of  the 
County  of  Erie  to  obtain  the  views  of  the 
House  of  Delegates  on  a matter  of  broad 
policy  was  thwarted;  and 

Whereas,  The  legislation  in  question  was 
actively  supported  by  the  State  Medical 
Society,  thereafter  passed  the  Legislature, 
and  was  signed  into  law  by  the  Governor;  and 
Whereas,  This  House  of  Delegates  has  the 
power  under  Article  III  of  the  Constitution  of 
the  Medical  Society  of  the  State  of  New  York 
to  provide  “for  rules  and  regulations  for  its 
own  government”;  now  therefore  be  it  hereby 
Resolved,  That  this  House  of  Delegates 
adopt  the  rule  that  no  reference  committee 
report  concerning  a county  medical  society- 
sponsored  resolution  be  referred  to  the  Council 
unless  the  consent  of  the  delegation  of  the 
county  medical  society  presenting  the  resolu- 
tion is  obtained  or  three-fourths  of  the  mem- 
bers of  the  House  of  Delegates  present  and 
voting  approve  such  referral  to  the  Council. 

Referred  to  Reference  Committee  on  Organi- 
zation and  Policies. 

Section  98  { see  283)  Resolution  65-6 

Termination  of  Hospital  Staff  Appointments 

Introduced  by  Medical  Society  of  the  County  of 
Erie 

Whereas,  The  Joint  Commission  on  Accred- 
itation of  Hospitals  requires  that  hospital  staff 


appointments  be  made  on  the  basis  of  pro- 
fessional and  ethical  qualifications;  and 
Whereas,  The  Joint  Commission  has  not 
adopted  any  requirement  that  would  protect 
the  physician  so  qualified  and  appointed 
from  summary  termination  of  his  staff  ap- 
pointment; now  therefore  be  it  hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  go  on  record  as  approving 
a policy  on  termination  of  hospital  staff  ap- 
pointments to  provide  that  before  terminating 
or  failing  to  renew  an  appointment,  the  gov- 
erning body  shall  offer  to  hear  the  physician 
concerned  and  shall  obtain  a recommenda- 
tion of  the  medical  staff;  and  be  it  further 
Resolved,  That  the  delegates  from  the  Medi- 
cal Society  of  the  State  of  New  York  to  the 
American  Medical  Association  be  requested  to 
introduce  a resolution  to  this  effect,  as  follows: 
“ Resolved , That  the  House  of  Delegates 
of  the  American  Medical  Association  direct 
its  Board  of  Trustees  to  petition  the  Joint 
Commission  on  Accreditation  of  Hospitals 
to  adopt  a policy  on  termination  of  staff 
appointments  to  provide  that  before  ter- 
minating or  failing  to  renew  an  appoint- 
ment, the  governing  body  shall  offer  to 
hear  the  physician  concerned  and  shall 
obtain  a recommendation  of  the  medical 
staff.” 

Referred  to  Reference  Committee  on  Commis- 
sion on  Medical  Services  B. 

Section  99  {see  284)  Resolution  65-7 

Establishment  of  Standards  for  Surgical 
Technicians 

Introduced  by  Medical  Society  of  the  County  of 
Erie 

Whereas,  The  operating  room  duties 
formerly  performed  by  registered  professional 
nurses  now  are  generally  carried  out  by  surgi- 
cal technicians  who  in  many  instances  lack 
formal  training;  and 

Whereas,  It  is  highly  desirable  that  a level 
of  technical  competence  be  established  for 
such  surgical  technicians;  now  therefore  be  it 
hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  take  such  steps  as  may 
be  necessary  toward  the  establishment  of  a 
standard  minimum  curriculum  for  the  train- 
ing of  surgical  technicians  and  for  the  establish- 
ment of  a grade  of  State  certified  or  licensed 
surgical  technician. 

Referred  to  Reference  Committee  on  Com- 
mission on  Medical  Services  B. 

Section  100  {see  243)  Resolution  65-8 

Free  Choice  of  Physician  for  MAA  Recipients  in 
Teaching  Hospitals 

Introduced  by  Fourth  District  Branch 

Whereas,  The  Kerr-Mills  legislation  clearly 
states  that  any  enabling  act  by  any  state 
must  contain  the  provision  that  physicians’ 
services  will  be  paid  for;  and 
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Whereas,  The  enabling  act  in  New  York 
State,  known  as  the  Metcalf-McCloskey  Law, 
clearly  states  that  physicians’  services  will  be 
paid  for;  and 

Whereas,  It  is  clearly  the  intent  of  both 
Federal  and  State  legislation  that  physicians’ 
services  to  Medical  Assistance  for  the  Aged 
(MAA)  recipients  be  paid  for,  thus  enabling 
MAA  recipients  to  choose  their  own  physi- 
cians; and 

Whereas,  The  Department  of  Social  Welfare 
of  the  State  of  New  York  places  MAA  recipi- 
ents in  teaching  hospitals  on  ward  service, 
thus  denying  them  then'  free  choice  of  physi- 
cian; and 

Whereas,  This  policy  has  the  effect  of  a dis- 
criminatory practice  by  the  Department  of 
Social  Welfare  against  some  MAA  recipients; 
now  therefore  be  it  hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  support  the  policy  that  all 
physicians  be  paid  for  all  services  rendered  to 
MAA  recipients,  whether  inpatient  or  out- 
patient, in  all  hospitals,  whether  teaching  or 
nonteaching;  thus  returning  to  all  MAA  re- 
cipients the  right  of  free  choice  of  physician. 

Referred  to  Reference  Committee  on  Com- 
mission on  Medical  Services  A. 

Section  101  ( see  107,  210)  Resolution  65-9 

Formation  of  American  Board  of  Family  Practice 

Introduced  by  Section  on  General  Practice 

Whereas,  Family  physicians  are  in  great 
demand  by  the  public,  and  the  need  for  them 
is  becoming  urgent;  and 

Whereas,  The  number  of  family  physicians 
is  rapidly  dwindling;  and 

Whereas,  The  family  practice  of  medicine 
is  a definable  specialty  requiring  special  skills 
and  training  separate  and  distinct  from  other 
forms  of  medical  practice;  and 

Whereas,  Special  graduate  training  in 
family  practice  deserves  the  recognition  and 
certification  accorded  other  specialties;  and 
Whereas,  Such  special  training  rewarded 
by  certification  is  necessary  to  attract  young 
medical  graduates  to  the  family  practice  of 
medicine;  now  therefore  be  it  hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  approve  the  formation  of 
an  American  Board  of  Family  Practice;  and 
be  it  further 

Resolved,  That  the  delegates  from  the 
Medical  Society  of  the  State  of  New  York  to 
the  American  Medical  Association  introduce  a 
resolution  to  this  effect  at  the  next  session  of 
the  A.M.A.  House  of  Delegates  in  June,  1965. 

Referred  to  Reference  Committee  on  Scien- 
tific Activities  and  Publications  A. 

Section  102  ( see  262 ) Resolution  65-10 

Proposed  Legislation  to  Reduce  Air  Pollution 

Introduced  by  Section  on  General  Practice 

Whereas,  Leading  medical  authorities 
have  established  air  pollution  to  be  a leading 


cause  of  lung  cancer  and  other  serious  res- 
piratory diseases;  and 

Whereas,  Exhaust  fumes  produced  by 
automobiles,  buses,  trucks,  and  other  motor 
vehicles  operated  within  New  York  State  are 
a major  source  of  this  air  pollution  in  this 
State;  now  therefore  be  it  hereby 

Resolved,  That  this  House  of  Delegates  of 
the  Medical  Society  of  the  State  of  New  York 
urge  the  Legislature  of  the  State  of  New  York 
to  enact  laws  making  mandatory  the  instal- 
lation of  antiexhaust  devices  on  all  motor 
vehicles  operating  in  this  State;  and  be  it 
further 

Resolved,  That  copies  of  this  resolution  be 
sent  to  the  Governor  and  all  members  of  the 
State  Legislature. 

Referred  to  Reference  Committee  on  Com- 
mission on  Public  and  Professional  Affairs. 

Section  103  ( see  229 ) Resolution  65-11 

Counteraction  for  Unjustified  Malpractice  Actions 

Introduced  by  Medical  Society  of  the  County 
of  Warren 

Whereas,  The  members  of  the  Medical 
Society  of  the  County  of  Warren  have  become 
increasingly  concerned  over  the  diminished 
esteem  and  regard  traditionally  held  by  the 
public  for  its  doctors;  and 

Whereas,  There  is  also  concern  over  what 
appears  to  be  an  increasing  number  of  unjust 
malpractice  actions  against  members  of  the 
medical  profession  nationally,  with  resulting 
further  diminished  esteem  by  the  public  for 
the  medical  profession;  and 

Whereas,  There  appears  to  be  at  present 
no  deterrent  to  the  pursuing  of  the  unjust 
malpractice  suit;  and 

Whereas,  A successful  countersuit 
against  an  unjust  liability  action  would 
establish  a precedent  for  future  actions  against 
unjust  liability  cases;  now  therefore  be  it 
hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  direct  its  legal  counsel  to 
review  all  malpractice  actions  against  mem- 
bers of  its  Society  over  the  past  seven  years 
with  a view  to  bringing  legal  action  against 
these  plaintiffs  and  their  attorneys  for 
barratry  in  instances  where  it  appears  that 
such  malpractice  actions  were  unjustly  pur- 
sued. 

Referred  to  Reference  Committee  on  Legal 
Matters. 

Section  104  (see  285 ) Resolution  65-12 

Proposed  Change  in  Workmen’s  Compensation 
Fees 

Introduced  by  Montgomery  County  Medical 
Society 

Whereas,  Under  Section  13  a (5)  of  the 
Workmen’s  Compensation  Law,  authoriza- 
tions for  operation  or  physiotherapeutic  pro- 
cedures are  limiting  the  services  to  twenty- 
five  dollars  ($25)  without  previous  authoriza- 
tion; and 
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Whereas,  This  section  is  outdated  by  many 
years  and  the  value  of  the  dollar  has  been 
greatly  reduced;  and 

Whereas,  A doctor  with  an  SA  rating 
would  have  to  request  further  authorization 
after  three  calls  to  continue  treatment  such  as 
physiotherapy;  and 

Whereas,  This  greatly  increases  the  burden 
of  paper  work  which  is  at  present  very  high; 
and 

Whereas,  Over  90  per  cent  of  the  carriers, 
including  the  State  Insurance  Fund,  do  not 
object  to  bills  over  the  twenty-five  dollar 
limit  without  previous  authorization;  now 
therefore  be  it  hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  request  the  Workmen’s 
Compensation  Board  to  change  the  limit 
from  twenty-five  dollars  to  one  hundred  dol- 
lars before  further  authorization  would  be 
requested  by  the  attending  doctor. 

Referred  to  Reference  Committee  on  Com- 
mission on  Medical  Services  B. 

Section  105  ( see  263)  Resolution  65-13 

Support  for  Legislation  on  Clinical  Laboratories 

Introduced  by  Montgomery  County  Medical 
Society 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  support  the  reintroduction 
in  the  1965  session  of  the  New  York  State 
Legislature  of  the  Ohrenstein  Bills  (1964 
Intro.  2891,  Print  3103  and  Intro.  2892, 
Print  3104),  or  equivalent  legislation  designed 
to  maintain  ethical  standards  and  eliminate 
the  apparent  conflict  of  interests  between 
physicians  and  clinical  laboratories. 

Referred  to  Reference  Committee  on  Com- 
mission on  Public  and  Professional  Affairs. 

Section  106  ( see  124,  211)  Resolution  65-14 

Change  in  Policy  Governing  New  York  State  Health 
Department’s  Medical  Rehabilitation  Program 

Introduced  by  Herbert  Laughlin,  M.D.,  Medical 
Society  of  the  County  of  Chautauqua 

Whereas,  The  policy  of  State  aid  as 
promulgated  in  August,  1963,  by  the  New 
York  State  Health  Department,  under  the 
title  “Standards  for  Care  of  Certain  Condi- 
tions Under  Expanded  State  Medical  Re- 
habilitation Program,”  restricts  State  aid 
under  the  expanded  program  to  those  patients 
who  are  evaluated  at  certain  approved 
centers;  which  centers,  to  be  approved,  must 
have  certain  specified  personnel,  including 
social  workers,  house  residents,  and  so  forth; 
and 

Whereas,  This  obviously  makes  manda- 
tory the  transfer  of  the  patient  from  his 
private  physician  to  the  hospital  center  even 
though  the  private  physician  judges  this  not 
to  be  necessary  or  not  to  be  in  the  best  in- 
terests of  his  patient;  and 

Whereas,  The  policy  of  State  aid  as  promul- 
gated in  August,  1963,  by  the  New  York 


State  Health  Department  under  title  “Stand- 
ards for  Care  of  Certain  Conditions  Under 
Expanded  State  Medical  Rehabilitation  Pro- 
gram” further  provides  treatment  outside  the 
center  shall  be  provided  only  by  pediatricians 
or  internists  listed  in  the  file  maintained  by 
the  New  York  State  Department  of  Health; 
and 

Whereas,  This  makes  it  mandatory  for  the 
patient,  to  be  eligible  for  State  aid,  to  return 
to  a physician  other  than  his  private  physician 
for  follow-up  care;  now  therefore  be  it 
hereby 

Resolved,  That  the  House  of  Delegates  of 
the  Medical  Society  of  the  State  of  New  York 
protest  the  policy  of  the  New  York  State 
Health  Department,  as  set  forth  in  “Stand- 
ards for  Care  of  Certain  Conditions  Under  Ex- 
panded State  Medical  Rehabilitation  Pro- 
gram,” which  destroys  the  freedom  of  the 
private  physician  to  decide  on  the  manage- 
ment of  his  patient  and  the  freedom  of  the 
patient  to  retain  the  physician  of  his  choice; 
and  be  it  further 

Resolved,  That  this  House  of  Delegates 
urge  the  Council  through  its  duly  constituted 
committee  to  undertake  consultation  with  the 
New  York  State  Health  Department  to  cor- 
rect this  matter. 

Referred  to  Reference  Committee  on  Scientific 
Activities  and  Publications  A. 


Section  107  ( see  101,210)  Resolution  65-15 

Formation  of  American  Board  of  Family  Practice 

Introduced  by  Nassau  County  Medical  Society 

Whereas,  Family  physicians  are  in  great 
demand  by  the  public,  and  the  need  for  them 
is  becoming  urgent;  and 

Whereas,  The  number  of  family  physicians 
is  rapidly  dwindling;  and 

Whereas,  The  family  practice  of  medicine 
is  a definable  specialty  requiring  special  skills 
and  training  separate  and  distinct  from  other 
forms  of  medical  practice;  and 

Whereas,  Special  graduate  training  in 
family  practice  deserves  the  recognition  and 
certification  accorded  other  specialties;  and 
Whereas,  Such  special  training  rewarded 
by  certification  is  necessary  to  attract  young 
medical  graduates  to  the  family  practice  of 
medicine;  now  therefore  be  it  hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  approve  the  formation  of 
an  American  Board  of  Family  Practice;  and 
be  it  further 

Resolved,  That  the  delegates  from  the 
Medical  Society  of  the  State  of  New  York  to 
the  American  Medical  Association  introduce 
a resolution  to  this  effect  at  the  next  session 
of  the  A.M.A.  House  of  Delegates  in  June, 
1965. 

Referred  to  Reference  Committee  on  Scientific 

Activities  and  Publications  A. 
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Section  108  ( see  239 ) Resolution  65-16 

Revision  of  the  Fee  Schedule  for  Welfare  Patients 

Introduced  by  Nassau  County  Medical  Society 

Whereas,  The  New  York  State  Depart- 
ment of  Social  Welfare  establishes  fees  on 
which  it  will  reimburse  local  welfare  districts 
throughout  the  State  for  physician  services 
rendered  to  welfare  patients;  and 

Whereas,  The  Nassau  County  Medical 
Society  and  numerous  other  component 
county  medical  societies  of  the  Medical 
Society  of  the  State  of  New  York  have  sought 
repeatedly  an  increase  in  the  fee  schedule  for 
treating  welfare  patients  in  their  respective 
counties  to  bring  the  reimbursable  schedule 
more  in  harmony  with  the  sharp  rise  in  the 
cost  of  living;  and 

Whereas,  District  welfare  commissioners 
have  advised  physicians  that  they  should 
work  through  the  Medical  Society  of  the 
State  of  New  York  to  get  the  State  reim- 
bursable rate  increased;  now  therefore  be  it 
hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York,  through  its  appropriate 
officers  and  committees,  and  in  cooperation 
with  the  New  York  State  Department  of 
Social  Welfare,  use  every  ways  and  means  to 
work  to  revise  and  raise  the  State’s  reim- 
bursable formula  for  welfare  patients;  and  be 
it  further 

Resolved,  That  the  State  and  local  depart- 
ments of  welfare  be  requested  to  streamline 
the  processing  of  claims  and  authorizations  for 
welfare  patients  and  delete  the  cumbersome, 
time-consuming,  voluminous,  wasteful  paper- 
work. 

Referred  to  Reference  Committee  on  Com- 
mission on  Medical  Services  A. 

Section  109  ( see  271 ) Resolution  65-17 

Revision  of  the  Medical  Practice  Act 

(Psychotherapy) 

Introduced  by  Nassau  County  Medical  Society 

Whereas,  The  Medical  Society  of  the 
State  of  New  York  has  stated  that  the  diagno- 
sis and  treatment  of  mental  and  emotional 
illness  is  part  of  the  regular  practice  of  medi- 
cine, and  that  the  physician  has  ultimate  re- 
sponsibility in  the  treatment  of  the  mentally 
and  emotionally  ill;  and 

Whereas,  Psychotherapy  is  a medical 
discipline  and  medical  modality;  and 

Whereas,  The  practice  of  psychotherapy 
by  persons  other  than  physicians  constitutes 
a health  hazard  to  the  unsuspecting  public; 
and 

Whereas,  The  practice  of  medicine  should 
be  engaged  in  only  by  persons  specifically 
prepared  by  having  received  a medical  educa- 
tion and  additional  training  in  the  modalities 
of  psychotherapy;  and 

Whereas,  There  is  urgent  need  to  clarify 
and  update  the  Medical  Practice  Act  with 
regard  to  the  definition  of  psychotherapy, 


suggestive  therapeutics  and  psychoanalysis; 
now  therefore  be  it  hereby 

Resolved,  That  proposed  legislative  changes 
be  submitted  by  the  Medical  Society  of  the 
State  of  New  York  to  the  Joint  Legislative 
Committee  to  Revise  and  Simplify  the  Educa- 
tion Law,  as  follows: 

(1)  An  addition  to  paragraph  4 of 
Section  6501  of  the  Education  Law,  as  fol- 
lows: 

“The  practice  of  suggestive  therapeutics, 
psychiatry,  psychotherapy  and  psycho- 
analysis is  included  within  the  definition  of 
the  practice  of  medicine.” 

(2)  An  addition  to  Section  7610  of  the 
Education  Law,  as  follows: 

“(as  defined  in  the  laws  of  this  State), 
including  suggestive  therapeutics,  psy- 
chiatry, psychotherapy  and  psychoanaly- 
sis.” 

(3)  An  additional  Subdivision  D to 
paragraph  7 of  Section  750  of  the  Judiciary 
Law,  as  follows: 

“In  addition  to  the  power  to  punish  for  a 
criminal  contempt  as  set  forth  in  Subdivi- 
sion A,  the  Supreme  Court  has  power  under 
this  Section  to  punish  for  a criminal  con- 
tempt any  person  who  unlawfully  practices 
or  assumes  to  practice  medicine;  and  a 
proceeding  under  this  Subdivision  may  be 
instituted  on  the  Court’s  own  motion  or  by 
any  medical  society  incorporated  under  the 
laws  of  this  State.” 

(4)  New  paragraphs  3 and  4 to  be  added 
to  Section  476-a  of  the  Judiciary  Law,  as 
follows: 

“3.  The  Attorney-General  may  main- 
tain an  action  upon  his  own  information  or 
upon  a complaint  of  a private  person  or  of 
a medical  society  organized  and  existing 
under  the  laws  of  this  State  against  any 
person,  partnership,  corporation,  or  associa- 
tion, and  any  employee,  agent,  director,  or 
officer  thereof  who  makes  it  a practice  or 
business  to  render  medical  services  which 
are  prohibited  by  law  as  constituting  the 
unlawful  practice  of  medicine.” 

“4.  Such  an  action  may  also  be  main- 
tained by  a medical  society  organized  and 
existing  under  the  laws  of  the  State  of  New 
York,  upon  an  application  of  the  Supreme 
Court  of  the  State  of  New  York  or  a 
Justice  thereof,  for  leave  to  bring  the  same 
by  such  medical  society  on  good  cause 
shown  therefore  and  proof  that  a written 
request  was  made  upon  the  Attorney- 
General  to  bring  such  an  action  and  that 
more  than  twenty  days  have  elapsed  since 
the  making  of  such  request  and  he  has 
failed  or  refused  to  bring  such  an  action.” 

(5)  An  addition  to  Subdivision  1 of 
Section  476-c  of  the  Judiciary  Law  (the 
matter  in  brackets  is  to  be  added) : 

“1.  The  Attorney-General  is  em- 
powered to  conduct  an  investigation  of  any 
complaint  of  unlawful  practice  of  the  law 
[or  of  medicine],  and  in  connection  there- 
with***.”; 
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and  be  it  further 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  propose  that  the  Educa- 
tion Law  be  amended  regarding  the  acts 
certifying  psychologists  by  adding  the  follow- 
ing: 

“The  treatment  of  mentally,  emotionally  or 
psychosomatically  ill  persons  by  means  of 
psychotherapy,  or  by  any  means  whatsoever, 
is  not  included  in  the  practice  of  psychology 
as  defined  under  this  act.”; 
and  be  it  further 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  support  the  legislative 
changes  proposed  to  the  Joint  Legislative 
Committee  to  Revise  and  Simplify  the  Educa- 
tion Law. 

Referred  to  Reference  Committee  on  Com- 
mission on  Public  and  Professional  Affairs. 

Section  110  (see  263)  Resolution  65-18 

Support  of  Legislation  on  Clinical  Laboratories 

Introduced  By  Dutchess  County  Medical 
Society 

Whereas,  The  New  York  State  Legis- 
lature passed  two  bills  in  the  1964  session 
introduced  by  Senator  Ohrenstein,  Intro.  2891 
and  Intro.  2892,  to  amend  the  General  Busi- 
ness Law  by  prohibiting  commercial  clinical 
laboratories  from  receiving  payment  from  a 
person  other  than  the  recipient  of  the  service; 
and 

Whereas,  Governor  Rockefeller  vetoed 
these  bills;  and 

Whereas,  They  are  now  being  reintroduced 
into  the  1965  Legislature;  now  therefore  be  it 
hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  actively  support  the  bills 
introduced  by  Senator  Ohrenstein  in  the  1965 
Legislature  which  prohibit  commercial  clinical 
laboratories  from  receiving  payment  from  a 
person  other  than  the  recipient  of  the  service. 

Referred  to  Reference  Committee  on  Com- 
mission on  Public  and  Professional  Affairs. 

Section  111  (see  245 ) Resolution  65-19 

Approval  for  United  Medical  Service  Inc.  Policy 
Changes 

Introduced  by  Nassau  County  Medical  Society 

Whereas,  It  has  been  the  policy  of  United 
Medical  Service  Inc.  to  obtain  the  approval  of 
the  component  medical  societies  before  in- 
stituting basic  changes  in  its  insurance  con- 
tracts; and 

Whereas,  United  Medical  Service  Inc. 
has  instituted  changes  in  its  contract  with  the 
New  York  State  Employees  and  Long  Island 
Lighting  Company  regarding  the  time  of 
notification  and  double  coverage  provisions 
for  service  benefit  eligibility;  and 

Whereas,  These  changes  were  consum- 
mated without  the  approval  of  the  component 
medical  societies  and  are  causing  considerable 
discontent  among  the  participating  physi- 


cians; now  therefore  be  it  hereby 

Resolved,  That  United  Medical  Service  Inc. 
be  advised  by  the  Medical  Society  of  the 
State  of  New  York  to  cease  and  desist  making 
any  basic  policy  changes  without  the  approval 
of  the  component  medical  societies. 

Referred  to  Reference  Committee  on  Com- 
mission on  Medical  Services  A. 

Section  112  (see  260 ) Resolution  65-20 

Full-time  Legislative  Representation  in  Albany 

Introduced  by  Broome  County  Medical  Society 

Whereas,  Past  experience  has  shown  the 
medical  profession  in  New  York  State  to  be 
ineffectual  with  regard  to  State  legislation; 
and 

Whereas,  We  have  been  lacking  adequate 
full-time  representation  in  Albany  to  act  in 
our  behalf;  and 

Whereas,  Many  individual  physicians 
think  that  an  experienced  full-time  legislative 
representative,  exclusively  representing  the 
interests  of  our  26,000  members,  would  do 
much  to  improve  our  legislative  efforts;  and 

Whereas,  Although  the  Broome  County 
Medical  Society  realizes  that  such  an  opera- 
tion would  be  expensive,  we  feel  that  it  would 
be  well  worth  the  financial  investment;  now 
therefore  be  it  hereby 

Resolved,  That  the  House  of  Delegates  go 
on  record  as  recommending  that  the  Medical 
Society  of  the  State  of  New  York  employ  a 
full-time  legislative  representative  in  Albany. 

Referred  to  Reference  Committee  on  Com- 
mission on  Public  and  Professional  Affairs. 

Section  113  (see  272 ) Resolution  65-21 

Proposed  Legislative  Study  of  Wisconsin  Sex 

Crimes  Law 

Introduced  by  Broome  County  Medical  Society 

Whereas,  Reports  of  the  crimes  of  sex 
offenders  usually  reveal  multiple  convictions, 
institutionalizations,  and  repeated  releases 
from  custody;  and 

Whereas,  Punitive  measures  in  the  past 
have  apparently  been  nonproductive  in  cor- 
recting this  problem;  and 

Whereas,  The  Wisconsin  Sex  Crimes  Law 
of  1951  provides  treatment  for  those  who  can 
benefit  from  it,  but  maximum  custody,  for 
life  if  necessary,  for  those  who  cannot  benefit 
from  treatment  and  who  will  remain  a danger 
to  society;  and 

Whereas,  This  law  has  proved  to  be  a 
step  forward  in  protecting  the  public;  now 
therefore  be  it  hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  recommend  that  the  prob- 
lem of  crimes  committed  by  repeatedly- 
convicted  sex  offenders  in  New  York  State 
and  the  effectiveness  of  the  Wisconsin  Sex 
Crimes  Law  of  1951  toward  solving  this  prob- 
lem in  Wisconsin  be  studied  by  an  appropriate 
committee  of  the  New  York  State  Legislature; 
and  be  it  further 
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Resolved , That  the  Medical  Society  of  the 
State  of  New  York  support  legislation  similar 
to  the  Wisconsin  Law  should  it  be  introduced 
in  the  New  York  State  Legislature. 

Referred  to  Reference  Committee  on  Com- 
mission on  Public  and  Professional  Affairs. 

Section  114  ( see  212 ) Resolution  65-22 

Use  of  Death  Certificate  Information  for  Statistical 

Purposes 

Introduced  by  Broome  County  Medical  Society 

Whereas,  “Cause  of  death”  information  is 
often  written  on  a death  certificate  and  the 
certificate  signed  without  benefit  of  an  autopsy 
to  confirm  such  information;  and 

Whereas,  This  procedure  is  necessary  in 
order  that  the  body  of  the  deceased  may  be 
released  to  the  care  of  a mortician;  and 

Whereas,  An  autopsy,  had  it  been  per- 
formed, might  be  at  variance  with  the  clinical 
impression  of  the  cause  of  death;  and 

Whereas,  The  information  on  death  cer- 
tificates is  often  used  by  public  health  au- 
thorities and  others  for  statistical  data;  now 
therefore  be  it  hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  encourage  the  New  York 
State  Health  Department  to  study  this  situa- 
tion and  recommend  that  no  death  certificates 
be  used  for  statistical  purposes  unless  the 
listed  cause  of  death  has  been  corroborated  by 
an  autopsy  report. 

Referred  to  Reference  Committee  on  Scientific 

Activities  and  Publications  A. 

Section  115  ( see  213)  Resolution  65-23 

Revision  of  Format  of  Death  Certificate 

Introduced  by  Broome  County  Medical  Society 

Whereas,  The  official  death  certificate 
form  used  at  present  in  New  York  State  is 
confusing,  inadequate  diagnostically,  and,  in 
general,  poorly  organized;  now  therefore  be 
it  hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  request  the  New  York 
State  Health  Department  to  study  and  revise 
the  present  death  certificate. 

Referred  to  Reference  Committee  on  Scientific 

Activities  and  Publications  A. 

Section  116  ( see  240 ) Resolution  65-24 

Adoption  of  Relative  Value  Scale  Index 

Introduced  by  Medical  Society  of  the  County  of 

Monroe 

Whereas,  A study  of  the  established  fees 
covering  procedures  for  Workmen’s  Com- 
pensation purposes,  and  for  fee  purposes  under 
other  agencies  in  the  State  of  New  York, 
frequently  reveals  poor  correlation  of  the  fees 
with  the  relative  responsibility  and  requisite 
skills  necessary  for  each  procedure;  and 

Whereas,  The  revision  of  the  fee  schedule 


at  present  requires  prolonged  study  with  con- 
sideration of  each  item  individually,  thus 
delaying  timely  revision  of  the  fee  schedule; 
and 

Whereas,  The  usual  fees  for  service  vary 
throughout  the  State,  making  it  difficult  to 
arrive  at  fair  fees  for  the  same  procedure  in 
different  areas  of  the  State;  and 

Whereas,  The  relationship  of  one  pro- 
cedure to  another  in  regard  to  their  relative 
responsibility  remains  essentially  the  same  in 
all  areas;  now  therefore  be  it  hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  recommend  the  adoption 
of  the  Relative  Value  Scale  Index,  prepared 
by  the  Council  Committee  on  Economics  of 
the  State  Society,  for  application  to  all  fee 
schedules  including  the  Workmen’s  Com- 
pensation fee  schedule. 

Referred  to  Reference  Committee  on  Com- 
mission on  Medical  Services  A. 

Section  117  {see  214)  Resolution  65-25 

Appointment  of  Advisory  Groups  to  Federal  Medi- 
cal Care  Treatment  Programs 

Introduced  by  Medical  Society  of  the  County  of 
Monroe 

Whereas,  The  Federal  government,  out 
of  concern  for  the  unmet  needs  of  the  health 
of  its  citizens,  as  it  has  interpreted  these 
needs,  has  seen  fit  to  devote  large  sums  of 
money  for  the  development  of  chronic  care 
treatment  facilities  based  on  the  concept  of  a 
large  central  medical  installation  with  smaller 
satellite  units;  and 

Whereas,  The  development  of  these 
centers  usually  focuses  on  one  disease  or  on 
one  disability  at  all  levels  from  basic  research 
through  patient  care;  and 

Whereas,  The  care  offered  is  usually 
mediated  through  a team  of  several  physicians 
and  ancillary  medical  personnel  working  to- 
gether and  represents  an  expensive  compre- 
hensive type  of  medical  care  oriented  at 
disease;  and 

Whereas,  Most  of  the  ongoing  care  of  the 
patient  has  been  rendered  by  physicians  in 
communities,  in  their  offices,  and  in  the  pa- 
tient’s home,  and  this  care  is  directed  at  the 
needs  of  the  patient;  and 

Whereas,  There  has  been  no  demonstra- 
tion of  inadequacy  of  this  care  when  rendered 
by  qualified  physicians  using  community 
resources;  and 

Whereas,  It  has  been  demonstrated  that 
the  quality  of  care  from  the  large  medical 
center  varies  according  to  the  interest  in  the 
disease  approached  and  the  orientation  of  the 
head  of  the  program  toward  community 
services;  and 

Whereas,  It  is  the  responsibility  of  the 
health  department  to  administer  to  the  pro- 
gram and  to  seek  to  fit  the  program  to  the 
community  needs;  and 

Whereas,  When  there  is  a disagreement  in 
the  aims  and  scope  of  the  program,  the  health 
officer  must  either  permit  the  medical  center 
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to  proceed  or  be  placed  in  the  position  of 
denying  services;  action  in  the  middle  can 
be  difficult;  now  therefore  be  it  hereby 

Resolved,  That,  in  order  to  be  sure  that  the 
Federal  medical  care  treatment  programs 
evolved  and  the  line  of  study  of  basic  diseases 
fit  the  needs  of  the  community  closely,  the 
Medical  Society  of  the  State  of  New  York 
recommend  (1)  that  the  health  officers  be  re- 
quired to  seek  advice  and  guidance  of  a 
committee  of  physicians  representing  the 
medical  practice  in  the  community;  (2)  that 
such  committees  of  physicians  be  made  up  of 
the  types  and  numbers  of  medical  prac- 
titioners whom  the  health  officer  deems  de- 
sirable to  advise  him  about  the  problems 
under  consideration;  (3)  that  once  the  make- 
up of  the  committee  is  determined,  the 
medical  society  be  requested  to  select,  from 
among  the  designated  specialties,  physicians 
of  good  standing  and  known  clinical  ability 
in  the  community  to  help  the  health  officer 
seek  standards  of  care  which  would  coordinate 
the  clinical  aspects  of  the  disease  with  the 
patterns  in  the  community.  We  believe  that 
this  would  prevent  the  improper  utiliza- 
tion of  such  programs  and  promote  then- 
widest  usefulness  to  the  citizens  to  be  served 
by  such  technical,  scientific  programs;  and 
be  it  further 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  recommend  that  such 
advisory  groups  be  written  into  any  law  seek- 
ing to  use  Federal  funds  to  set  up  medical 
center  treatment  programs  for  specific  diseases 
in  community  settings;  and  be  it  further 

Resolved,  That  the  delegates  from  the 
Medical  Society  of  the  State  of  New  York  to 
the  American  Medical  Association  present  a 
similar  resolution,  for  the  Federal  govern- 
ment, to  the  American  Medical  Association 
House  of  Delegates;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  inform  the  congressmen 
from  New  York  State  of  this  action  and  re- 
quest their  cooperation  in  the  implementation 
of  the  intent  of  this  resolution. 

Referred  to  Reference  Committee  on  Scientific 
Activities  and  Publications  A. 


Section  118  (see  286)  Resolution  65-26 

Request  for  Review  of  Hospital  Accreditation 

Introduced  by  Medical  Society  of  the  County  of 
Rockland 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  request  the  Joint  Com- 
mission on  Accreditation  of  Hospitals  to  re- 
view the  accreditation  of  any  voluntary 
hospital  which,  without  due  cause,  denies 
staff  appointment  to  a qualified  doctor  of 
medicine  who  is  a member  in  good  standing  of 
his  local  medical  society  and  practices  in  the 
community  which  the  hospital  serves. 

Referred  to  Reference  Committee  on  Com- 
mission on  Medical  Services  B. 


Section  119  (see  135,215 ) Resolution  65-27 

Policy  Statement  on  Narcotics  Addiction 

Introduced  by  Medical  Society  of  the  County  of 

New  York 

Whereas,  The  problems  of  narcotics 
addiction  are  of  concern  to  the  nation,  the 
State  of  New  York,  and  especially  to  the  City 
of  New  York;  and 

Whereas,  The  current  approaches  to  the 
problems  of  narcotics  addiction  have  proved 
unsuccessful  over  a period  of  many  years; 
and 

Whereas,  The  role  of  the  physician  in  the 
treatment  of  narcotics  addiction  is  hampered 
by  existing  laws;  and 

Whereas,  Many  physicians  are  thus  de- 
terred from  efforts  to  withdraw  the  alleged 
addict  from  narcotic  drugs;  and 

Whereas,  The  Medical  Society  of  the 
County  of  New  York,  on  January  25,  1965, 
adopted  an  official  policy  on  the  role  of  medi- 
cine and  practicing  physicians  in  the  treat- 
ment and  withdrawal  of  narcotics  addicts, 
prepared  by  its  Subcommittee  on  Narcotics 
Addiction,  Donald  B.  Louria,  M.D.,  chair- 
man; Eric  Gordon,  M.D.,  Sidney  S.  Green- 
berg, M.D.,  and  James  R.  McCarroll,  M.D.; 
now  therefore  be  it  hereby 

Resolved,  That  the  House  of  Delegates  of 
the  Medical  Society  of  the  State  of  New 
York  adopt  as  the  official  policy  position  of 
the  Medical  Society  of  the  State  of  New  York 
on  the  subject  of  narcotics  addiction  the  policy 
statement  adopted  by  the  Medical  Society  of 
the  County  of  New  York  as  follows: 
NARCOTICS  ADDICTION 

Basic  Information  on  the  Problem 

Addiction  to  narcotics  has  been  a sub- 
stantial problem  in  the  United  States  since 
the  turn  of  the  century.  Although  no  re- 
view of  the  history  and  current  nature  of 
the  problem  will  be  attempted  here,  several 
observations  appear  pertinent. 

I.  In  1900,  1 in  400  persons  in  the 
United  States  was  addicted,  the  total 
number  of  addicts  exceeding  1 million  by 
1915.  At  present  the  number  of  addicts  is 
estimated  at  1:2,000  persons,  the  number 
of  addicts  and  frequent  users  of  opiates  and 
cocaine  being  between  100,000  and  200,000 
according  to  reasonable  estimates. 

II.  The  penal  approach  to  narcotics 
varies  markedly  from  state  to  state. 
Frequently  the  sentence  for  possession  is 
severe.  In  29  of  50  states  (58  per  cent) 
conviction  for  first  offense  possession  incurs 
a sentence  of  not  less  than  two  years. 

Maximum  sentence  in  20  of  50  states  (40 
per  cent)  is  more  than  five  years,  ranging 
up  to  a possible  life  sentence.  A second 
possession  conviction  in  36  states  carries  a 
minimum  sentence  of  at  least  five  years. 
Interestingly,  a five-year  minimum  for  sale 
is  mandated  in  only  18  states.  Thus  a 
second  possession  conviction  carries  a 
minimum  of  five  years  in  72  per  cent  of 
states  whereas  first  offence  sale,  a more 
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serious  offence,  is  punishable  by  a five-year 
minimum  sentence  in  only  36  per  cent  of 
states. 

It  is  somewhat  disheartening  to  realize 
that  in  the  1962  yearly  FBN  summary,  of 
35  cases  of  conviction  on  narcotics  charges 
made  by  the  Federal  Bureau  of  Narcotics, 
30  (86  per  cent)  received  five-  to  ten-year 
sentences,  whereas  only  five  received  sen- 
tences of  twelve  years  or  more.  Of  16 
cases  summarized  in  1963,  11  (69  per  cent) 
received  five-  to  ten-year  sentences.  (These 
represent  only  the  most  important  cases 
handled  by  the  Federal  Bureau  of  Narcot- 
ics). 

III.  The  addict  cannot  predict  what  is 
in  the  packet  he  buys  as  heroin.  In  one 
careful  study,  the  heroin  strength  of  sup- 
posed heroin  packets  ranged  from  0 to 
77.2  per  cent;  10  per  cent  of  the  packets 
had  no  heroin  at  all. 

IV.  Because  of  the  variation  in  actual 
heroin  injected,  marked  physical  depend- 
ence on  opiates  is  not  frequent.  The  vast 
majority  of  so-called  addicts  can  be  readily 
withdrawn,  often  with  no  withdrawal 
syndrome  at  all,  even  if  the  addict  has 
been  spending  $10  to  $30  daily  for  heroin. 

V.  The  roles  of  the  general  practitioner, 
internist,  and  psychiatrist  in  the  treatment 
of  addiction  have  never  been  clearly  de- 
fined. The  practitioner  and  internist  are 
involved  in  their  role  as  physicians  only 

(а)  during  withdrawal  if  a physical  sickness 
may  appear  or  actually  does  supervene,  or 

(б)  if  there  is  a medical  complication. 
Such  complications  which  occur  frequently 
have  been  underemphasized;  the  3 most 
important  are  overdose,  hepatitis,  and 
endocarditis.  Using  figures  from  the  office 
of  the  Medical  Examiner,  it  is  estimated 
that  1 per  cent  of  the  addict  population 
dies  each  year  of  overdose.  A recent  study 
indicated  that  110-120  of  approximately 
200  cases  of  hepatitis  seen  at  a large  munic- 
ipal hospital  in  New  York  City  are  due  to 
narcotic  usage  in  a given  year.  Approxi- 
mately half  of  the  patients  were  addicts; 
the  others  were  nonaddicted  users.  Nine 
per  cent  of  those  incurring  hepatitis  have 
evidence  of  permanent  liver  damage. 

Approximately  50  cases  of  narcotic- 
induced  endocarditis  have  been  described, 
most  of  which  have  been  fatal.  A variety 
of  microorganisms  have  been  implicated, 
the  majority  being  due  to  streptococci, 
staphylococci,  or  Candida. 

The  addict  is  described  as  immature, 
rebellious,  angry  against  society,  weak, 
hedonistic,  unable  to  meet  the  demands  of 
his  environment,  inordinately  sensitive  to 
body  discomfort,  inadequate,  unable  to 
establish  long-range  goals,  etc.  At  the 
present  time  we  do  not  have  adequate 
psychiatric  knowledge  to  treat  these  char- 
acter disorders,  at  least  in  the  majority  of 
cases.  There  is  also  no  evidence  that  the 
addict  differs  from  members  of  his  com- 


munity who  face  the  same,  often  hostile 
environment  without  turning  to  drugs. 

Based  on  present  statistics  the  addict  is 
for  the  most  part  from  lower  economic 
groups,  is  usually  from  an  oppressed  ethnic 
minority,  and  starts  using  drugs  as  a thrill, 
as  a status  symbol,  or  as  a part  of  gang 
activity.  Recently  there  has  been  great 
emphasis  on  drug  use  in  middle-  and  upper- 
class  communities  and  in  colleges.  Only  a 
small  percentage  of  these  cases  involve 
opiates.  The  majority  use  marihuana, 
barbiturates,  or  amphetamines. 

There  is,  then,  no  well-defined  addict 
personality  which  would  fit  into  established 
psychiatric  categories.  The  majority  fall 
into  the  diagnostic  categories  of  inadequate 
personality  or  psychopathic  personality, 
neither  of  which  is  ordinarily  responsive  to 
psychotherapy  available  in  the  majority  of 
correctional  institutions.  Those  falling 
into  psychoneurotic  or  frankly  psychotic 
categories  constitute  considerably  less  than 
25  per  cent  of  addicts. 

VI.  The  relapse  rate  is  high  in  patients 
under  age  thirty,  ranging  from  85  to  95  per 
cent  in  most  studies.  However,  a recent 
evaluation  of  1,912  patients  over  a five-year 
follow-up  period  recorded  a 25  per  cent 
voluntary  abstinence  rate.  In  individual 
groups,  the  abstinence  rate  was  even 
higher;  thus,  among  white  males  hos- 
pitalized for  the  first  time  after  age  thirty, 
the  voluntary  abstinence  five  years  after 
discharge  was  52.9  per  cent.  These  careful 
epidemiologic  studies  are  encouraging. 

VII.  The  most  frequent  complications 
of  habitual  drug  usage  are  sociologic.  The 
majority  of  arrested  prostitutes  are  drug 
users,  and  drug  users  account  for  up  to  22.4 
per  cent  of  various  crime  categories  in- 
volving property.  It  is  of  interest  that  in 
1963,  according  to  Police  Department 
statistics,  drug  users  were  implicated  in 
only  1.2  per  cent  of  crimes  against  persons. 
Statements  that  addicts  account  for  over 
half  the  crime  in  New  York  City  are 
evidently  gross  exaggerations. 

VIII.  It  is  clear  that  the  majority  of 
physicians  do  not  understand  what  kind  of 
therapy  they  can  undertake  and  are  often 
deterred  by  the  possibility  that  administra- 
tion of  drugs  to  an  addict,  even  for  a short 
period  of  time,  might  result  in  legal  and 
licensing  complications.  The  current  regu- 
lations are  often  interpreted  by  physicians 
as  threatening,  and  this  interpretation  is 
often  reinforced  when  information  is  re- 
quested from  the  authorities.  We  were 
unable  to  find  evidence  in  New  York  State, 
however,  that  physicians  who  treat  addicts 
are  being  persecuted  by  the  Federal,  State, 
or  local  governments.  This  may  be  due  in 
part  to  the  fact  that  these  regulations 
deterred  many  physicians  from  accepting 
addicts  as  patients. 

IX.  The  New  York  State  civil  commit- 
ment program,  although  worthy  in  intent, 


June  1,  1965  / New  York  State  Journal  of  Medicine  1529 


has  not  been  adequately  implemented. 
Follow-up  clinic  facilities  are  inadequate, 
inpatient  psychotherapy  is  at  best  super- 
ficial, and  the  percentage  of  patients  lost 
either  by  escape  or  loss  from  follow-up  is 
inordinately  high.  Furthermore,  the  prac- 
tice in  New  York  State  of  civil  commitment 
without  a trial  makes  long-term  follow-up 
almost  impossible  if  the  offense  is  a mis- 
demeanor, since  the  criminal  charge  is 
dropped  after  a year  in  the  civil  commit- 
ment program. 

On  the  other  hand,  if  the  charge  is  a 
felony,  the  addict  supposedly  must  have  to 
remain  in  the  program  for  three  years.  If 
he  were  hospitalized  for  three  months,  then 
discharged  to  aftercare  and  relapsed  after 
two  years  and  nine  months,  he  could  be 
returned  to  the  courts  for  trial  and  get 
credit  on  his  sentence  only  for  the  three 
months  of  hospitalization,  and  not  for  the 
two  and  a half  years  of  additional  clinic 
surveillance. 

In  California,  civil  commitment  may  last 
seven  to  ten  years,  an  inordinately  long 
period  of  supervision  for  an  adult  merely 
because  he  used  drugs.  Thus,  the  New 
York  and  California  civil  commitment  laws 
appear  to  have  major  defects. 

X.  Despite  the  great  public  emphasis  on 
“The  British  System,”  the  British  say  they 
have  no  system.  England  has  never  had  a 
major  narcotic  problem;  most  of  then’ 
addicts,  unlike  those  in  the  United  States, 
are  medically  addicted.  Although  some 
studies  are  enthusiastic  concerning  main- 
tenance therapy  in  England,  others  show 
that  50  per  cent  of  such  patients  are  un- 
employed, thus  negating  one  of  the  basic 
arguments,  that  maintenance  therapy  per- 
mits the  addict  to  obtain  and  hold  a job. 
There  is  no  evidence  that  the  permissive 
approach  in  England  is  responsible  for  their 
low  addiction  rate.  Other  countries  such  as 
Norway,  with  a similar  approach,  have  very 
high  addiction  rates. 

RECOMMENDATIONS 

With  this  brief  summary  of  some  per- 
tinent data,  the  following  recommendations 
are  proposed  as  a balanced  approach  to 
the  problem. 

1.  Civil  commitment  laws  should  be 
changed  to  permit  civil  commitment  as  an 
alternative  to  jail  after  trial  in  cases  of 
possession,  first  offense  sale  by  a drug  user, 
and  property  felonies  or  misdemeanors 
related  to  drug  use.  Compulsory  follow-up 
would  then  be  limited  to  the  period  of 
sentence  with  appropriate  reduction  in 
follow-up  in  accordance  with  usual  parole 
and  time  off  for  good  behavior  regulations. 
Thus  a person  convicted  of  a felony  with  a 
five-  to  ten-year  sentence  could,  if  civilly 
committed,  apply  for  discharge  from  after- 
care after  about  three  and  a half  years.  If 
the  sentence  was  one  year,  compulsory 
clinic  attendance  would  be  limited  to  one 
year. 


2.  Rehabilitation  centers  are  likely  to 
be  more  effective  if  established  away  from 
the  environment  in  which  addiction  oc- 
curred, preferably  in  a rural  or  suburban 
area  as  long  as  appropriate  staffing  can  be 
assured. 

We  believe  such  centers  are  necessary  to 
provide  a drug-free  environment  in  which 
the  addict  can  be  restored  to  physical, 
psychologic,  and  sociologic  health. 

In  contrast  to  most  current  centers  which 
emphasize  prolonged  withdrawal  of  the 
individual  from  society  in  an  environment 
which  stresses  individual  and  group  psycho- 
therapy, we  believe  the  centers  should  con- 
centrate on  physical  and  sociologic  re- 
habilitation. During  the  day  the  addict 
would  work  for  moderate  pay  either  in  the 
camp  or  in  the  community.  Both  during 
the  day  and  at  night  ample  time  would  be 
devoted  to  vocational  retraining.  Each 
addict  would  have  psychiatric  evaluation; 
those  needing  psychiatric  guidance  would 
receive  it  in  the  center  as  an  adjunct  to  the 
work  for  pay  and  vocational  retraining 
programs.  In  a few  cases,  the  psychiatric 
problem  might  be  severe  enough  to  require 
transfer  to  a State  hospital  under  the  De- 
partment of  Mental  Hygiene. 

Guidance  for  families  of  the  addicts 
would  be  available  both  at  the  center  and 
in  the  follow-up  clinics  (see  4 below) . 
After  a minimum  period  of  three  months, 
the  individual  could  be  returned  to  his 
environment  at  any  suitable  time.  A 
prerequisite  for  return  to  his  former  en- 
vironment should  be  adequate  living 
quarters  and  guarantee  of  a job.  Only 
under  unusual  circumstances  would  an 
individual  stay  over  one  year.  An  ap- 
propriate number  of  camps  should  be 
established  in  the  State,  and  staffed  by 
social  workers,  teachers,  and  psychiatrists 
as  well  as  by  a small  number  of  guards  from 
the  correctional  departments.  Voluntary 
admission  should  be  permitted  on  more 
than  one  occasion  only  if  the  individual 
stays  a minimum  of  ninety  days.  The 
number  of  such  centers  may  well  be  limited 
by  the  availability  of  adequate  professional 
personnel. 

3.  The  small  percentage  of  individuals 
who  have  severe  psychiatric  problems 
should  spend  an  appropriate  amount  of 
time  in  State  hospitals  under  the  aegis  of 
the  Department  of  Mental  Hygiene.  New 
York  State  currently  has  555  beds  devoted  to 
addicts  for  withdrawal  and  therapy  and  New 
York  City  has  approximately  300.  Once 
rehabilitation  centers  are  established  this 
would  appear  to  be  an  adequate  number 
although  a small  number  of  additional  beds 
might  be  needed  for  female  patients. 

4.  Currently  New  York  State  has  two 
follow-up  clinics  in  New  York  City  and  the 
city  administrates  four  others.  A small 
number  of  additional  clinics  are  needed  to 
provide  long-term  medical,  psychiatric, 
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sociologic,  and  employment  follow-up  for 
those  discharged  from  rehabilitation  cen- 
ters, hospitals,  jails,  or  those  voluntarily 
seeking  outpatient  help.  In  certain  cases 
it  might  be  necessary  to  recommend  re- 
location for  the  individual  or  some  sort  of 
foster  home  environment. 

The  clinics  should  serve  as  centers  to 
help  coordinate  other  community  resources, 
such  as  religious  or  civic  groups. 

In  addition,  the  clinics,  as  well  as  other 
existing  city  and  State  facilities,  should  act 
as  maintenance  clinics,  providing  narcotics 
for  a modest  period  of  time  to  those  waiting 
for  hospital  or  rehabilitation  center  admis- 
sion. 

5.  The  clinics  mentioned  above  may 
also  serve  as  withdrawal  centers  for  the 
small  number  of  addicts  who  can  be  success- 
fully withdrawn  on  an  outpatient  basis. 
This  could  be  done  at  the  discretion  of  the 
doctor  over  a period  of  one  to  twelve  weeks 
but  should  not  ordinarily  take  longer.  If 
it  is  to  take  longer  the  patient  should  be 
reported  to  the  medical  society  (see  6c 
below).  If  withdrawal  is  unsuccessful  on 
an  outpatient  basis  or  if  repeated  relapse 
occurs,  the  patient  should  be  admitted  to  a 
rehabilitation  center  or  hospital  for  with- 
drawal in  a controlled  environment.  Most 
patients  can  be  withdrawn  successfully 
only  in  such  a controlled  environment. 

6.  Regulations  for  physicians  should  be 
revised.  For  this  purpose  a meeting  of  ap- 
propriate representatives  of  the  medical 
profession  and  the  Federal  government 
should  take  place  to  clarify  and  fully  estab- 
lish the  doctor’s  role  in  this  program. 

We  would  recommend  that: 

(a)  Physicians  should  be  required  to 
report  addicts  to  a central  registry  (this  is 
now  the  case  in  New  York  State) . 

(b)  The  individual  physician  should  be 
permitted  to  refer  the  patient  to  a narcotic 
clinic  or  hospital  or  should  have  the  pre- 
rogative to  withdraw  the  patient  over  a 
one-  to  twelve- week  period  with  appropriate 
safeguards  to  insure  that  addicts  do  not 
utilize  ambulatory  withdrawal  to  obtain 
drugs  concurrently  or  sequentially  from 
more  than  one  doctor.  If  this  fails  the  pa- 
tient must  be  referred  to  a hospital  or  clinic 
but  cannot  ordinarily  be  maintained  on 
drugs  by  the  physician. 

(c)  If  a patient  cannot  be  withdrawn 
because  of  age,  sickness,  or  unusual  with- 
drawal manifestations  or  if  clinic  with- 
drawal (see  5 above)  must  be  prolonged 
beyond  twelve  weeks,  he  can  be  given  main- 
tenance drugs  on  an  outpatient  basis  after 
approval  by  a medical  board  appointed  by 
the  local  medical  society.  Such  main- 
tenance procedure  would  apply  to  only  a 
very  small  number  of  closely  supervised 
patients. 

( d ) All  charges  against  physicians  in 
regard  to  supplying  addicts  brought  by  law 
enforcement  agencies  shall  be  brought  first 


to  a board  of  the  State  Medical  Society  for 
initial  determination  of  whether  the  physi- 
cian acted  ethically.  If  the  board  rules 
that  the  physician  acted  ethically,  the 
charges  shall  be  dropped.  This  of  course 
would  not  apply  to  a physician  guilty  of 
illicit  sale  of  narcotics  or  selling  prescrip- 
tions. 

7.  The  addict  should  be,  in  general, 
treated  less  stringently  by  the  law.  It 
seems  unfair  to  imprison  a person  for  a 
long  period  merely  for  possession  of  drugs 
to  satisfy  his  own  physical  craving  and 
emotional  inadequacy.  Consequently,  a 
careful  review  of  present  sentencing  prac- 
tices should  be  made.  The  sentences 
throughout  the  country  should  be  more 
uniform  and  should  be  directed  toward 
mandating  treatment  rather  than  punish- 
ment. Longer  sentences  for  repeated  of- 
fences would  be  necessary  primarily  to 
compel  longer  civil  commitment  periods. 
A suggested  approach  would  be  a maximum 
sentence  of  one  year  on  first  conviction, 
two  years  on  second  conviction,  and  three 
years  on  third  conviction  with  civil  com- 
mitment offered  as  an  alternative  at  least 
on  the  first  two  convictions. 

8.  To  attempt  to  achieve  a more 
humane  and  uniform  approach  to  the  ad- 
dict, a high  level  conference  with  repre- 
sentatives of  the  Federal  government  and 
legal  and  medical  authorities  from  every 
state  should  be  convened  to  attempt  to 
achieve  national  uniformity  of  both  legal 
and  medical  practices. 

9.  For  those  who  push  narcotics,  there 
should  be  little  sympathy.  Most,  even  if 
drug  users,  do  so  because  the  profit  is  great. 
Once  free  withdrawal  clinics  and  rehabilita- 
tion centers  are  established  the  user- 
pusher  can  no  longer  claim  he  must  push  to 
satisfy  his  habit.  If  convicted  of  pushing 
narcotics  a reasonable  penalty  for  first 
offense  for  an  addict  should  be  similar  to 
current  laws,  the  sentence  being  perhaps 
three  to  ten  years  in  jail,  or  alternatively, 
commitment  to  a rehabilitation  center  with 
a mandatory  follow-up  period  of  at  least 
three  years. 

Subsequent  offenses  for  selling  should, 
as  now,  incur  a severe  penalty  (such  as 
seven  and  a half  to  thirty  years  with  no 
civil  commitment  possible) . 

10.  Realizing  this  committee  is  not 
expert  in  law  enforcement,  it  nevertheless 
seems  to  us  that  penalties  for  nonaddicted 
pushers,  importers,  and  distributors  should 
be  severe. 

11.  The  use  of  marihuana  should  not 
be  considered  equivalent  to  use  of  opiates  or 
cocaine,  since  it  is  nonaddicting.  However, 
its  use  is  dangerous  since  a significant  num- 
ber of  marihuana  users  turn  to  addicting 
drugs.  There  is  no  reason  for  marihuana 
users  to  be  sent  to  rehabilitation  centers  but 
the  clinics  should  be  open  to  marihuana 
habitues  who  seek  aid. 
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12.  Precise  research  studies  should  re- 
ceive increasing  support,  including  studies 
on  epidemiology,  personality,  cellular  ef- 
fects of  opiates,  and  rehabilitation. 

It  is  of  particular  importance  to  allot 
funds  (whether  from  Federal,  state,  or  local 
government  sources)  for  a carefully  con- 
trolled study  of  the  addict  personality  in 
comparison  with  nonaddicted  individuals  of 
comparable  age  in  the  same  environment. 

13.  An  increased  public  education  pro- 
gram is  urgently  needed.  Funds  should 
be  provided  to  government  or  voluntary 
organizations  for  up-to-date  educational 
programs,  including  motion  pictures  and 
pamphlets,  to  be  shown  and  distributed  in 
schools  throughout  the  country.  The 
materials  should  also  be  made  available  to 
private  or  civic  groups  requesting  them. 

14.  Finally,  it  is  always  well  to  em- 
phasize that  narcotic  addiction  is  in  its 
inception  predominantly  a sociologic  prob- 
lem. The  prejudice,  slums,  unemployment, 
substandard  housing,  and  inadequate 
education  which  plague  our  cities  provide 
the  undesirable  milieu  in  which  frustration, 
anger,  and  consequent  antisocial  behavior 
flourish,  one  manifestation  of  which  is  the 
illicit  use  of  narcotics  and  other  drugs.  No 
program  is  either  balanced  or  potentially 
successful  unless  a vigorous  attack  is  made 
on  not  only  the  symptom,  in  this  case  abuse 
of  drugs,  but  simultaneously  on  the  under- 
lying malady,  in  this  case  the  sociologic 
and  economic  problems  plaguing  our  urban 
centers; 

and  be  it  further 

Resolved,  That  a similar  resolution  be  in- 
troduced by  the  delegates  from  the  Medical 
Society  of  the  State  of  New  York  to  the 
House  of  Delegates  of  the  American  Medical 
Association  at  its  annual  meeting  in  New 
York  City  in  June,  1965  ; and  be  it  further 
Resolved,  That  copies  of  the  policy  state- 
ment on  the  subject  of  narcotics  addiction  be 
transmitted  to  other  state  medical  associa- 
tions, to  law  enforcement  agencies,  and  to  the 
proper  public  officials  at  local,  State,  and 
Federal  level  for  their  information. 

Referred  to  Reference  Committee  on  Scientific 

Activities  and  Publications  A. 

Section  120  ( see  246 ) Resolution  65-28 

U.M.S.  Fee  Schedule  for  General  Practitioners 

Introduced  by  Bronx  County  Medical  Society 

Whereas,  In  the  twenty  years  since  the 
origins  of  United  Medical  Service  Inc.,  the 
cost  of  living  and  the  cost  of  conducting  a 
medical  practice  have  increased  tremen- 
dously; and 

Whereas,  The  unrealistic  fee  schedules 
which  have  not  kept  abreast  of  spiraling 
costs  and  salary  increases  have  continued  to 
be  the  policy  of  United  Medical  Service  Inc. 
toward  the  physician;  he  has  been  imposed  on 
and  has  actually  subsidized  U.M.S.  and  its 
growth;  and 


Whereas,  It  is  accepted  by  the  medical 
profession  that  due  consideration  must  be 
given  to  patients  of  low  income,  but  that  this 
should  not  be  accomplished  solely  at  the  ex- 
pense of  the  physician;  now  therefore  be  it 
hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  call  on  United  Medical 
Service  Inc.  to  adjust  the  inequity  in  fee 
schedules  immediately  so  that  the  physician 
will  be  paid  a fee  more  appropriate  to  the 
service  he  renders  and  the  times  in  which  we 
live,  such  services  to  include  a general  prac- 
titioner to  receive  a minimum  of  $5.00  for  an 
office  visit  and  $7.00  for  a home  call;  and  be 
it  further 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  recommend  that  the 
county  medical  societies  through  their  repre- 
sentatives be  consulted  in  the  setting  of  a fair 
fee  schedule. 

Referred  to  Reference  Committee  on  Com- 
mission on  Medical  Services  A. 

Section  121  ( see  287)  Resolution  65-29 

Two-Year  Internships  for  American  Medical 
Students 

Introduced  by  Bronx  County  Medical  Society 

Whereas,  The  American  Medical  Associa- 
tion and  the  accredited  hospitals  of  the  United 
States  of  America  are  rightfully  concerned 
with  the  shortage  of  American  graduates  as 
interns  and  residents  in  our  hospitals;  and 

Whereas,  7,265  graduates  cannot  con- 
ceivably fill  12,074  positions  on  a one- year 
internship;  and 

Whereas,  No  excellence  of  teaching  pro- 
gram or  any  other  device — monetary  or 
psychologic- — or  medical  school  affiliations  can 
fill  12,074  approved  positions  with  7,265 
American  graduates;  and 

Whereas,  The  enlarging  of  existing  medical 
schools  and  the  building  of  new  ones  may 
take  many  years,  while  the  need  for  practicing 
physicians  is  great  right  now;  now  therefore 
be  it  hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  request  the  American 
Medical  Association  to  encourage  medical 
schools  to  advise  their  graduates  to  take  two- 
year  internships  and  thus  insure  better 
preparation  of  practicing  physicians;  and  be 
it  further 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  request  the  American 
Medical  Association  to  use  its  influence  on 
the  surgical  boards  to  join  the  medical  boards 
in  granting  one  year  of  residency  credit  to 
interns  who  serve  a “straight”  second  year  of 
internship  following  a first-year  rotating 
internship. 

Referred  to  Reference  Committee  on  Com- 
mission on  Medical  Services  B. 
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Section  122  { see  216)  Resolution  65-30 

Education  and  Training  of  More  Practicing 
Physicians 

Introduced  by  Bronx  County  Medical  Society 

Whereas,  Medical  school  programs — 
intentionally  or  unintentionally — slant  stu- 
dents toward  investigative  rather  than  clinical 
medicine;  and 

Whereas,  There  is  prediction  of  an  in- 
creasing shortage  of  physicians  necessary  to 
treat  the  people  of  the  United  States  of 
America;  and 

Whereas,  There  is  no  prospect  of  a 
marked  increase  of  medical  school  graduates 
in  the  immediate  future;  and 

Whereas,  Numerical  increase  in  graduates 
will  not,  of  itself,  solve  the  problem  of  caring 
for  our  needy  sick  unless  students  are  taught 
the  value  and  personal  gratification  of  prac- 
ticing clinical  medicine;  now  therefore  be  it 
hereby 

Resolved , That  the  Medical  Society  of  the 
State  of  New  York  request  the  American 
Medical  Association  to  encourage  medical 
schools  to  consider  the  advisability  of  having 
their  courses  arranged  so  that  those  students 
desiring  a future  in  investigative  medicine  and 
the  teaching  of  medicine  be  separated,  at  the 
proper  stage,  from  those  desiring  a future  in 
clinical  medicine;  and  be  it  further 

Resolved,  That  an  all-out  effort  be  made  to 
encourage  more  graduates  to  enter  the  clinical 
practice  of  medicine. 

Referred  to  Reference  Committee  on  Scientific 
Activities  and  Publications  A. 

Section  123  { see  247 ) Resolution  65-31 

Suggested  Improvements  in  Blue  Shield  Plans  and 
Procedures 

Introduced  by  Bronx  County  Medical  Society 

Whereas,  A referendum  of  the  membership 
of  the  Bronx  County  Medical  Society  has 
elicited  the  information  that  its  membership 
considers  the  fees  in  the  two  lower  option 
($2,500-$4,000  and  $4,000-$6,000)  service 
benefit  contracts  to  be  inadequate;  and 

Whereas,  The  inability  to  determine  the 
subscriber’s  income  results  in  unnecessary 
confusion  to  physicians  as  well  as  Blue  Shield; 
now  therefore  be  it  hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  request  United  Medical 
Service  Inc.  to  consider  the  raising  of  fees  in 
the  Schedule  of  Allowances  to  the  level  of  the 
$7,000-$8,500  contract;  and  be  it  further 
Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  request  United  Medical 
Service  Inc.  to  be  responsible  for  the  deter- 
mination of  each  subscriber’s  annual  income 
and  to  indicate  on  the  subscriber’s  identifica- 
tion card  the  specific  benefits  he  is  entitled  to 
under  his  contract. 

Referred  to  Reference  Committee  on  Com- 
mission on  Medical  Services  A. 


Section  124  {see  106,211)  Resolution  65-32 

Change  in  Policy  Governing  New  York  State  Health 
Department’s  Program  for  Physically  Handi- 
capped Children 

Introduced  by  Medical  Society  of  the  County  of 
Erie 

Whereas,  Until  recently  the  physically 
handicapped  children’s  program  of  the  New 
York  State  Department  of  Health,  “Ex- 
panded State  Medical  Rehabilitation  Pro- 
gram,” was  limited  to  children  suffering  from 
static  conditions;  and 

Whereas,  Participation  in  this  type  of 
program  quite  properly  was  restricted  to 
highly  qualified  specialists;  and 

Whereas,  The  program  has  now  been  ex- 
panded to  provide  treatment  to  children  suf- 
fering from  long-term  disease  who,  in  the 
absence  of  continued  treatment,  may  suffer 
permanent  disability;  and 

Whereas,  General  practitioners  tradi- 
tionally have  carried  out  follow-up  treatment 
of  children  suffering  from  long-term  disease; 
now  therefore  be  it  hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York,  through  its  appropriate 
committee  or  commission,  consult  with  the 
New  York  State  Health  Department  with  the 
view  of  making  it  possible  for  general  prac- 
titioners to  provide  follow-up  care  to  their 
children-patients  suffering  from  long-term 
disease,  who  have  been  treated  under  the 
“Expanded  State  Medical  Rehabilitation 
Program,”  when  such  follow-up  care  is 
authorized  by  this  program  to  be  provided  in 
the  home  or  the  doctor’s  office. 

Referred  to  Reference  Committee  on  Scientific 
Activities  and  Publications  A. 

Section  125  {see  242)  Resolution  65-33 

Development  of  Senior  Citizen  Health  Care  Pro- 
gram by  A.M.A. 

Introduced  by  Onondaga  County  Medical 
Society 

Whereas,  The  policy  of  the  American 
Medical  Association  has  always  been  to 
support  good  medical  care  for  all  citizens; 
and 

Whereas,  The  American  Medical  Associa- 
tion has  always  held  that  freedom  of  choice 
by  patient  and  physician  is  vital  to  good 
medical  care;  and 

Whereas,  The  medical  care  of  the  senior 
citizens  of  our  country  constitutes  one  of  the 
most  serious  challenges  confronting  organized 
medicine  today;  and 

Whereas,  Existent  legislation  to  provide 
assistance  for  the  medical  care  of  our  senior 
citizens  has  been  shown  to  be  woefully  in- 
adequate and  poorly  administered  in  many  of 
our  states;  and 

Whereas,  Proposed  Federal  legislation  for 
medical  care  assistance  for  the  aged  may  soon 
be  adopted  without  the  participation  of 
organized  medicine  in  the  formulation  of  such 
legislation;  now  therefore  be  it  hereby 
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Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  request  the  American 
Medical  Association  to  signify  its  sincere 
intent  and  concern  for  the  medical  care  of  the 
aged  by  taking  whatever  urgent  steps  are 
necessary  to  study  this  entire  problem  so  as 
to  develop  forthwith  a realistic  senior  citizens’ 
health  care  program  of  its  own  for  those 
persons  sixty-five  years  of  age  and  over,  and, 
in  so  doing,  to  exert  the  leadership  and  re- 
sponsibility which  is  properly  that  of  the 
American  Medical  Association,  to  guarantee 
the  preservation  of  freedom  of  choice  by  pa- 
tient and  physician  so  vital  to  good  medical 
care;  and  be  it  further 

Resolved,  That  this  request  be  transmitted 
immediately  to  the  Board  of  Trustees  of  the 
American  Medical  Association  for  speedy 
implementation. 

Referred  to  Reference  Committee  on  Com- 
mission on  Medical  Services  A. 

Section  126  {see  217)  Resolution  65-34 

Withdrawal  of  Blood  Samples  for  Alcohol  Deter- 
mination 

Introduced  by  Medical  Society  of  the  County  of 
Genesee 

Whereas,  The  present  New  York  State 
law  requires  that,  when  requested  by  a law 
enforcement  officer,  only  a physician  may 
withdraw  a sample  of  blood  on  which  a 
chemical  determination  of  the  blood  alcohol 
level  is  to  be  made;  and 

Whereas,  This  requirement  is  an  undue 
hardship  on  physicians  practicing  in  com- 
munities where  there  is  a shortage  of  physi- 
cians, and  in  communities  in  which  the  hos- 
pitals are  without  house  staff  physicians;  and 
Whereas,  This  same  requirement  can  re- 
sult in  a delay  in  obtaining  the  blood  sample 
which,  in  turn,  increases  the  difficulty  of 
relating  the  blood  alcohol  determination  to  the 
time  of  the  incident  of  interest  to  the  law 
enforcement  officer;  now  therefore  be  it 
hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  seek  enactment  of  legisla- 
tion which  will  make  it  legal  for  a laboratory 
technician  to  draw  the  sample  of  blood  for  the 
determination  of  the  level  of  blood  alcohol 
when  this  is  the  only  request  of  the  law  en- 
forcement officer. 

Referred  to  Reference  Committee  on  Scientific 
Activities  and  Publications  A. 

Section  127  { see  288)  Resolution  65-35 

Opposition  to  Inspection  of  Accredited  Hospitals 
by  Department  of  Social  Welfare 

Introduced  by  Medical  Society  of  the  County  of 
Genesee 

Whereas,  The  New  York  State  Depart- 
ment of  Social  Welfare  is  authorized  by  law 
to  make  inspections  of  hospitals  and  nursing 
homes  which  provide  care  for  welfare  patients; 
and 


Whereas,  This  is  a duplication  of  the  in- 
spection of  hospitals  that  voluntarily  submit 
to  inspection  by  the  Joint  Commission  on  Ac- 
creditation of  Hospitals;  and 

Whereas,  This  inspection  by  the  Depart- 
ment of  Social  Welfare  causes  unnecessary 
expense  and  unnecessary  utilization  of  person- 
nel; now  therefore  be  it  hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  seek  enactment  of  legisla- 
tion which  will  excuse  from  inspection  by  the 
New  York  State  Department  of  Social  Wel- 
fare all  those  hospitals  which  have  been  in- 
spected and  approved  by  the  Joint  Commis- 
sion on  Accreditation  of  Hospitals;  and  be  it 
further 

Resolved,  That  this  excuse  from  inspection 
remain  in  effect  as  long  as  approved  ac- 
creditation is  maintained. 

Referred  to  Reference  Committee  on  Com- 
mission on  Medical  Services  B. 

Section  128  {see  144, 191)  Resolution  65-36 

Passing  of  Charles  F.  McCarty,  M.D. 

Introduced  by  Nassau  County  Medical  Society 

Whereas,  Divine  Providence,  in  His 
Infinite  Wisdom,  has  called  our  friend, 
Charles  F.  McCarty,  M.D.,  for  many  years 
executive  director  of  the  Medical  Society  of 
County  of  Kings  and  the  Academy  of  Medi- 
cine of  Brooklyn;  and 

Whereas,  It  is  both  fitting  and  proper  that 
we  as  colleagues  and  the  Medical  Society  of 
the  State  of  New  York  pause  in  the  business 
pertaining  to  the  House  of  Delegates  to 
render  due  homage  to  his  memory;  now  there- 
fore be  it  hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York,  assembled  in  regular 
meeting  at  this  House  of  Delegates,  February, 
1965,  express  its  deep  regret  at  the  death  of 
Charles  F.  McCarty,  M.D.,  former  executive 
secretary  of  the  Medical  Society  of  the  County 
of  Kings  and  the  Academy  of  Medicine  of 
Brooklyn,  and  extend  its  sincerest  sympathy 
to  his  family;  and  be  it  further 

Resolved,  That  this  resolution  be  spread 
upon  the  minutes  of  this  meeting  and  a copy 
of  it  be  sent  to  his  family. 

Referred  to  Reference  Committee  on  Mis- 
cellaneous Business. 

Section  129  {see  241)  Resolution  65-37 

Free  Choice  of  Physicians  for  Welfare  Patients 

Introduced  by  Suffolk  County  Medical  Society 

Whereas,  The  regulations  as  outlined  on 
page  36  of  the  Welfare  Manual  under  the  title 
“Physicians’  Services”  limit  the  welfare  pa- 
tient to  the  choice  of  a general  practitioner, 
ophthalmologist,  or  otolaryngologist;  and 
Whereas,  This  practice  precludes  the  use 
of  specialists  unless  referred  by  one  of  the 
presently  authorized  group;  and 

Whereas,  The  policy  defined  places  an 
undue  burden  on  a small  segment  of  medicine; 
and 
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Whereas,  This  procedure  denies  the  wel- 
fare recipient  the  right  of  freedom  of  choice; 
now  therefore  be  it  hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  strongly  recommend  to 
the  Department  of  Social  Welfare  that  the 
Department’s  policy  now  in  effect  under 
. “Physicians’  Services”  be  modified  to  allow 
the  welfare  patient  free  choice  of  doctor, 
specialist  or  otherwise. 

Referred  to  Reference  Committee  on  Com- 
mission on  Medical  Services  A. 

Section  130  ( see  218 ) Resolution  65-38 

Grants  for  Part-time  Courses  for  Clinical 
Physicians 

Introduced  by  Medical  Society  of  the  County  of 
Kings 

Whereas,  While  research  is  essential  to  the 
advancement  of  medicine,  the  result  of  this 
research  is  of  no  benefit  to  mankind  until  it 
is  applied  clinically  to  the  ill;  and 

Whereas,  At  present  the  funds  appro- 
priated to  the  National  Institutes  of  Health  for 
training  purposes  are  specifically  limited  in 
their  use  for  the  support  of  training  for  re- 
search activity;  and 

Whereas,  Funds  available  under  the 
Public  Health  Service  traineeship  program 
are  not  available  for  courses  designed  for 
part-time  attendance;  and 

Whereas,  Courses  available  through  part- 
time  attendance  have  been  proved  to  be  the 
best  means  of  postgraduate  education  for  the 
busy  clinician;  and 

Whereas,  Funds  are  now  available  for 
part-time  psychiatric  training  for  non- 
psychiatric physicians  and  this  program  has 
been  very  effective  in  training  physicians; 
now  therefore  be  it  hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  recommend  that  the 
existing  laws  be  modified  so  that  both  the 
National  Institutes  of  Health  and  the  Public 
Health  Service  be  authorized  to  give  grants 
for  short-term  part-time  attendance  courses 
through  which  recently  acquired  knowledge 
can  be  disseminated  to  practicing  clinical 
physicians,  and  thereby  the  products  of  re- 
search can  be  used  for  the  benefit  of  the  ill; 
and  be  it  further 

Resolved,  That  a similar  resolution  be  in- 
troduced in  the  House  of  Delegates  of  the 
A.M.A.  by  the  delegates  from  the  Medical 
Society  of  the  State  of  New  York. 

Referred  to  Reference  Committee  on  Scien- 
tific Activities  and  Publications  A. 

Section  131  ( see  183)  Resolution  65-39 

Establishment  of  State  Society  Section  on  Plastic 
and  Reconstructive  Surgery 

Introduced  by  Bernard  J.  Pisani,  M.D.,  Medical 
Society  of  the  County  of  New  York 

Whereas,  There  have  been  two  meetings  of 
the  Session  on  Plastic  and  Reconstructive 


Surgery  as  part  of  the  annual  program  of  the 
Medical  Society  of  the  State  of  New  York, 
hereinafter  referred  to  as  the  Society;  and 

Whereas,  The  attendance  at  those  meet- 
ings was  excellent;  and 

Whereas,  The  interest  of  physicians  and 
the  nonmedical  public  in  plastic  and  recon- 
structive surgery  and  tissue  transplantation  is 
increasing  rapidly;  and 

Whereas,  The  New  York  Regional  Society 
of  Plastic  and  Reconstructive  Surgery  and  the 
Society  of  Plastic  Surgeons  of  Upstate  New 
York  are  two  New  York  State  organizations 
of  physicians  interested  in  increasing  and  ex- 
tending the  knowledge  of  plastic  and  recon- 
structive surgery  and  tissue  transplantation; 
and 

Whereas,  The  members  of  the  New  York 
Regional  Society  of  Plastic  and  Reconstruc- 
tive Surgery  and  the  Society  of  Plastic 
Surgeons  of  Upstate  New  York  are  physicians 
who  have  been  certified  by  the  American 
Board  of  Plastic  Surgery,  Inc.  or  founder 
members  who  have  had  many  years  of  active 
practice  in  plastic  and  reconstructive  surgery; 
and 

Whereas,  Many  members  of  the  New  York 
Regional  Society  of  Plastic  and  Reconstruc- 
tive Surgery  and  the  Society  of  Plastic  Sur- 
geons of  Upstate  New  York  are  also  members 
of  the  Society;  and 

Whereas,  The  New  York  Regional  Society 
of  Plastic  and  Reconstructive  Surgery  and  the 
Society  of  Plastic  Surgery  of  Upstate  New 
York  are  most  desirous  of  seeing  a Section  on 
Plastic  and  Reconstructive  Surgery  estab- 
lished as  part  of  the  permanent  organization 
of  the  Society;  and 

Whereas,  The  New  York  Regional  So- 
ciety and  the  Society  of  Plastic  and  Recon- 
structive Surgery  of  Upstate  New  York  stand 
ready  to  cooperate  with  the  Society  in  every 
way  possible  furnishing  speakers,  panels,  and 
discussants  for  the  plastic  and  reconstructive 
surgery  meetings  and  further  by  working 
with  the  Society  in  every  way  it  can;  now 
therefore  be  it  hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  establish  at  once  a Section 
on  Plastic  and  Reconstructive  Surgery  as  a 
part  of  its  permanent  organizational  set  up. 

Referred  to  Reference  Committee  on  Or- 
ganization and  Policies. 

Section  132  {see  273)  Resolution  65-40 

To  Amend  the  Public  Health  Law  in  Relation  to 
Autopsies 

Introduced  by  Medical  Society  of  the  County  of 
Queens 

Whereas,  An  act  to  amend  the  Public 
Health  Law  in  relation  to  autopsies  was 
passed  by  the  Legislature  and  vetoed  by  the 
Governor  in  April,  1964;  and 

Whereas,  It  is  important  to  have  the  law 
in  relation  to  autopsy  clarified  so  that  all 
responsible  for  performing  autopsies  will  have 
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a full  awareness  of  the  legal  implications; 
now  therefore  be  it  hereby 

Resolved,  That  every  effort  be  made  to  have 
reintroduced  into  the  Legislature  the  Act  to 
Amend  the  Public  Health  Law  in  relation  to 
autopsies  equivalent  to  that  introduced  on 
January  8,  1964,  by  Mr.  Savarese,  adopted  by 
the  Legislature  of  both  Houses  and  vetoed  by 
the  Governor  of  the  State  of  New  York  with 
specific  corrections  for  the  expressed  objec- 
tions in  the  memorandum  filed  with  the  As- 
sembly Bill  Introductory  No.  672,  5863,  by 
the  Governor  in  his  memorandum  of  April 
16,  1964,  to  wit: 

1.  The  effective  date  of  the  Act  to  be  one 
year  following  passage; 

2.  A diener  to  be  defined  as  a mortuary 
caretaker,  assistant,  who  shall  have  worked  in 
a hospital  of  a minimum  size  of  200  beds 
under  the  direct  supervision  of  a qualified 
pathologist  for  a minimum  period  of  at  least 
two  full  years; 

3.  That  such  a diener  be  authorized  to 
help,  assist,  and  participate  in  the  autopsy 
procedure  only  under  the  direct  supervision  of 
a qualified  certified  pathologist  or  a licensed 
physician  with  equivalent  qualification  or  a 
physician  who  routinely  performs  autopsy 
dissections  in  the  community;  and  be  it 
further 

Resolved,  That  copies  of  this  resolution  be 
forwarded  to  the  Law  Revision  Commission, 
the  Legislation  Committee  of  the  Medical 
Society  of  the  State  of  New  York,  and  the 
Council  of  this  Society  for  implementation 
and  to  other  interested  parties,  as  determined 
by  the  president  of  the  Medical  Society  of  the 
State  of  New  York,  in  order  to  obtain  support 
for  such  legislation. 

Referred  to  Reference  Committee  on  Com- 
mission on  Public  and  Professional  Affairs. 

Section  133  ( see  169 ) Resolution  65-41 

Commendation  for  State  Society’s  Fiscal  Integrity 

Introduced  by  Medical  Society  of  the  County  of 
Monroe  and  Seventh  District  Branch 

Whereas,  The  Medical  Society  of  the  State 
of  New  York  has  demonstrated  keen  business 
acumen  in  meeting  its  financial  problems; 
and 

Whereas,  The  Board  of  Trustees,  the 
Budget  and  Finance  Committee,  and  the 
staff,  under  the  able  leadership  of  Henry  I. 
Fineberg,  M.D.,  and  all  others  connected  with 
fiscal  administration  of  the  Society,  have 
brought  the  State  Society’s  finances  out  of 
the  red  and  into  the  black  with  a keen  display 
of  teamwork  and  administrative  know-how 
while  increasing  the  Society’s  usefulness  and 
services  to  its  membership;  now  therefore  be 
it  hereby 

Resolved,  That  a standing  vote  of  confidence 
and  sincere  appreciation  be  accorded  by  this 
House  of  Delegates  of  the  Medical  Society  of 
the  State  of  New  York  to  the  Board  of 
Trustees,  the  Budget  and  Finance  Commit- 
tee, and  the  staff,  under  the  able  leadership  of 


Henry  I.  Fineberg,  M.D.,  executive  vice- 
president,  for  their  dedication  and  efforts  in 
bringing  the  State  Society’s  finances  out  of 
the  red  and  into  the  black  while  increasing 
the  Society’s  usefulness  and  services  to  the 
membership. 

Referred  to  Reference  Committee  on  Reports 
of  Officers  B. 

Section  134  ( see  219 ) Resolution  65-42 

Occupant  Protection  Devices  for  Automobiles 

Introduced  by  Medical  Society  of  the  County  of 
Monroe  and  Seventh  District  Branch 

Whereas,  The  number  of  people  killed  in 
traffic  accidents  has  increased  18  per  cent  in 
the  past  two  years;  and 

Whereas,  This  unprecedented  traffic  toll 
has  occurred  in  spite  of  the  vigorous  and 
faithful  efforts  of  the  National  Safety  Council, 
its  local  chapters,  the  multitude  of  state  and 
local  police  authorities,  and  many  other 
public  and  private  agencies  that  have  worked 
for  improved  highway  safety;  and 

Whereas,  The  development  and  use  of 
occupant  protection  devices  and  design 
features  has  received  little  attention  or  use 
by  the  motoring  public;  and 

Whereas,  New  York  State  has  pioneered 
in  legislation  mandating  the  installation  of 
safety  belts  in  new  automobiles,  and  similar 
legislation  has  been  adopted  by  23  other  states 
making  safety  belts  widely  available  in  new 
cars;  now  therefore  be  it  hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  encourage  and  support 
the  work  of  the  Joint  Legislative  Committee 
on  Traffic  Accidents  and  Highway  Safety  of 
the  New  York  State  Legislature,  particularly 
in  its  efforts  to  design,  test,  and  build  a safety- 
car;  to  establish  reasonable  safety  and  per- 
formance standards  for  tires  and  brakes; 
to  redefine  the  blood  alcohol  level  which  im- 
pairs driving  ability;  and  to  support  the  other 
efforts  of  this  committee  to  improve  the 
safety  of  our  streets  and  highways. 

Memorandum  to  Accompany  Resolution  65-42 
The  accident  toll  has  risen  abruptly  in  the 
past  two  years.  Occupant  protection  devices 
and  design  features  have  received  little  atten- 
tion and  use  except  for  seat  belts.  The  follow- 
ing is  a list  of  devices  and  design  features  which 
will  decrease  the  frequency  and  severity  of  in- 
juries which  occur  in  automobile  accidents: 

Shoulder  harnesses  for  front  seat  occupants 
Seat  belts  for  all  occupants 

Impact  absorbing  padded  dashboards  and 
windshield  frames  with  smooth  rounded 
contours 

Recessed  instrument  panel  instruments  and 
controls 

Headrests  of  sufficient  strength  to  prevent 
hyperextension  (whiplash)  injuries  of  the 
neck 

Improved  windshield  safety  glass 
Collapsible  steering  wheels  and  columns 
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Improved  body  structure  to  prevent  collapse 
in  rollover  accidents 

Stronger  door  frames,  doors,  hinges,  and 
latches  to  present  opening  and  occupant 
ejection 

Glare-reducing  surface  treatment  of  all  parts 
of  the  car  within  the  visual  field  of  the 
driver 

Standardization  of  controls  and  instruments 
Distinctive  control  knob  shapes  to  enable 
tactile  identification 
Dual  brake  cylinders 

Four-way  flashing  devices  for  tail-lights  and 
directional  signals 

Tire-size  and  weight-carrying  capacity  stand- 
ards 

Outside  rear-view  mirrors 

Energy-absorbing  front  and  rear  bumper  and 
body  construction 
Exhaust  emission  control  systems 
Standard  bumper  heights 

The  manufacturers  have  repeatedly  intro- 
duced safety  items  but  the  public  has  not 
accepted  these  as  optional  extra  cost  items. 
The  manufacturers  are  convinced  that  safety 
items  create  a psychologic  block  for  the  potential 
car  buyer  by  reminding  him  that  he  might  have 
an  accident. 

New  York  State,  through  the  efforts  of 
Senator  Edward  Speno  (R.  Nassau)  pioneered 
in  mandating  the  installation  of  safety  belts  on 
all  new  cars.  This  has  proved  that  safety 
devices  can  be  made  available  through  legisla- 
tion. 

The  medical  profession  is  in  the  unpleasant 
position  of  seeing  the  terrible  toll  exacted  from 
the  motoring  public  by  traffic  accidents.  The 
occupant  protection  devices  suggested  above 
are  known  to  the  manufacturers  and  in  some 
cases  were  developed  by  them.  Some  of  these 
devices  are  in  use  in  Europe  and  in  police 
patrol  cars  and  race  cars  in  this  country. 
Their  value  is  proved.  All  that  remains  is  for 
the  manufacturers  to  make  these  devices 
and  design  features  available  to  the  public. 
Doctors,  through  the  Medical  Society  of  the 
State  of  New  York,  can  aid  in  this  service  to 
their  patients  and  the  public  by  supporting 
the  automobile  safety  legislation  sponsored  by 
the  New  York  State  Joint  Legislative  Com- 
mittee on  Motor  Vehicle  and  Traffic  Safety. 

Referred  to  Reference  Committee  on  Sci- 
entific Activities  and  Publications  A. 

Section  135  ( see  119,215)  Resolution  65-43 

Prevention  of  Narcotic  Addiction 

Introduced  by  Bronx  County  Medical  Society 

Whereas,  The  present  system  of  treat- 
ment of  narcotics  addicts  in  New  York  City 
and  New  York  State  is  a total  failure  in 
its  attempt  to  cure  addiction;  and 

Whereas,  Removal  of  the  profit  motive  in 
the  illegal  sale  of  narcotics  will  help  to  end 
the  flow  of  money  to  nations  providing 
narcotics,  such  as  Communist  China;  and 


Whereas,  [Free  [distribution  by  physicians 
of  narcotics  to  addicts,  under  the  supervision 
of  the  City  and  State  Departments  of  Health, 
will  eliminate  those  crimes  committed  by 
addicts  in  their  attempt  to  secure  narcotics 
illegally;  now  therefore  be  it  hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  recommend  to  the  New 
York  City  and  New  York  State  Departments 
of  Health  that  free  clinics  be  established  for 
the  treatment  of  narcotics  addicts;  and  be  it 
further 

Resolved,  That  a copy  of  this  resolution  be 
sent  to  key  representatives  of  all  religious 
faiths  in  New  York  State. 

Referred  to  Reference  Committee  on  Sci- 
entific Activities  and  Publications  A. 

Section  136  ( see  230)  Resolution  65-44 

Proposed  Legislation  to  Hold  Alleged  Malpractice 
Trials  in  Judges’  Chambers 

Introduced  by  Richmond  County  Medical 
Society 

Whereas,  The  physician’s  reputation  is  his 
most  precious  professional  asset;  and 

Whereas,  Irreparable  harm  may  be  done 
to  the  physician’s  reputation  when  he  be- 
comes the  defendant  in  a malpractice  action 
even  if  he  is  exonerated;  now  therefore  be  it 
hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  request  the  Legislature  of 
the  State  of  New  York  to  introduce  and 
enact  appropriate  legislation  to  hold  all 
trials  for  alleged  malpractice  in  the  privacy 
of  judges’  chambers. 

Referred  to  Reference  Committee  on  Legal 
Matters. 

Section  137  ( see  220)  Resolution  65-45 

Qualifications  for  Physicians  Holding  Positions  of 
Major  Medical  Responsibility 

Introduced  by  Medical  Society  of  the  County 
of  Queens 

Whereas,  Posts  of  responsibility  and 
importance  in  the  medical  administration  of 
welfare  programs  are  on  the  increase;  and 

Whereas,  Experience  in  and  knowledge  of 
actual  medical  care  relationships  with  the 
public  are  of  prime  importance;  now  there- 
fore be  it  hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  recommend  to  those 
concerned  that  qualifications  be  established 
for  those  positions  of  major  medical  re- 
sponsibility in  communities  of  100,000  pop- 
ulation and  over;  and  be  it  further 

Resolved,  That  two  of  the  qualifications  for 
the  positions  of  major  medical  responsibility 
be  (1)  the  candidate  should  have  a specified 
minimum  term  of  clinical  practice;  (2)  the 
candidate  should  have  a specified  minimum 
term  of  service  on  the  staff  of  an  accredited 
hospital. 
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Referred  to  Reference  Committee  on  Sci- 
entific Activities  and  Publications  A. 

Section  138  {see  188)  Resolution  65-46 

Study  of  Nursing  Shortage 

Introduced  by  Medical  Society  of  the  County 
of  Queens 

Whereas,  Good  nursing  care  is  essential 
to  good  patient  care;  and 

Whereas,  A shortage  of  nurses  exists, 
particularly  R.N.’s;  and 

Whereas,  The  Vermont  State  Medical 
Society  has  succeeded,  in  collaboration  with 
appropriate  organizations  that  represent  the 
nursing  profession,  in  having  the  legislature 
establish  an  interim  commission  on  nursing, 
which  has  taken  positive  steps  to  correct  the 
situation  in  Vermont;  now  therefore  be  it 
hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  refer  to  its  Committee  on 
Nursing  Education  this  important  matter  of 
the  nursing  shortage,  with  a view  to  study  and 
action  similar  to  that  taken  recently  in 
Vermont  in  establishing  an  interim  com- 
mission on  nursing. 

Referred  to  Reference  Committee  on  Mis- 
cellaneous Business. 

Section  139  {see  189)  Resolution  65-47 

Need  for  College  Training  of  Medical  Technologists 
or  Doctor’s  Aides 

Introduced  by  Medical  Society  of  the  County  of 
Queens 

Whereas,  Medical  technology  has  become 
increasingly  complex;  and 

Whereas,  There  is  a shortage  of  medical 
and  nursing  personnel  required  to  supervise 
adequately  the  use  of  technical  equipment 
such  as  cardiac  monitors  and  resuscitation 
equipment;  and 

Whereas,  Good  patient  care  requires 
personnel  with  special  training  in  these 
modalities,  particularly  for  the  intensive  care 
unit,  the  recovery  room,  and  the  emergency 
room;  and 

Whereas,  Training  in  these  important 
aspects  of  medical  care  is  not  adequately 
provided  by  the  undergraduate  colleges  or 
nursing  training  schools  in  New  York  State; 
and 

Whereas,  The  medical  profession  and  the 
hospitals  of  the  State  have  a vital  interest 
in  the  matter;  now  therefore  be  it  hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  appoint  a committee  to 
explore  the  problem  of  the  shortage  of 
qualified  medical  technologists  in  depth,  to 
consult  with  an  appropriate  committee  of 
the  New  York  State  Hospital  Association, 
and  to  discuss  with  the  Regents  of  the 
State  of  New  York  the  feasibility  of  es- 
tablishing degrees  of  bachelor  and  master  of 
science  in  hospital  technology  in  suitable 


colleges  throughout  the  State  and  to  sponsor 
educational  programs  leading  to  such  degrees. 

Referred  to  Reference  Committee  on  Mis- 
cellaneous Business. 

Section  140  {see  289)  Resolution  65-48 

Interference  by  Municipalities  with  Conferred 
Rights  of  Physicians 

Introduced  by  Medical  Society  of  the  County 
of  Queens 

Whereas,  The  State  of  New  York  is  the 
only  body  empowered  to  examine  and  license 
physicians  to  practice  medicine  and  surgery 
in  New  York  State;  and 

Whereas,  The  Joint  Commission  on 
Accreditation  of  Hospitals  requires  the 
credentials  committees  of  hospitals  to  pass 
on  the  qualifications  of  staff  members  ac- 
cording to  their  training,  experience,  and 
capabilities;  now  therefore  be  it  hereby 
Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  condemn  the  practice  of 
interference  by  municipalities  with  the  rights 
of  physicians  duly  licensed  by  the  State  and 
deemed  qualified  in  accordance  with  the 
regulations  of  the  Joint  Commission  on 
Accreditation  of  Hospitals;  and  be  it  further 
Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  foster  appropriate  leg- 
islation to  carry  out  this  resolution. 

Referred  to  Reference  Committee  on  Com- 
mission on  Medical  Services  B. 

Section  141  {see  248)  Resolution  65-49 

Inclusion  of  Fees  for  Physiatrists  in  Blue  Cross  and 
Blue  Shield  Fee  Schedules 

Introduced  by  Section  on  Physical  Medicine 
and  Rehabilitation 

Whereas,  In  the  State  of  New  York  Blue 
Cross  and  Blue  Shield  do  not  pay  for  services 
rendered  in  and  outside  of  the  hospital  by 
specialists  in  physical  medicine  and  re- 
habilitation (physiatrists) ; and 

Whereas,  The  specialty  of  physical  med- 
icine and  rehabilitation  is  an  integral  part  of 
medical  practice  and  is  represented  as  a 
section  in  this  House  of  Delegates  and  in  the 
New  York  Academy  of  Medicine;  and 
Whereas,  In  several  other  states  Blue 
Cross  and  Blue  Shield  do  pay  for  such 
services;  now  therefore  be  it  hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  endorse  the  request  of  its 
Section  on  Physical  Medicine  and  Re- 
habilitation by  recommending  to  Blue  Cross 
and  Blue  Shield  that  they  include  in  their  fee 
schedules  fees  for  services  rendered  by 
physiatrists  and  that  these  fees  be  on  a par 
with  those  listed  for  all  other  specialties; 
and  be  it  further 

Resolved,  that  the  Medical  Society  of  the 
State  of  New  York  take  all  necessary  steps 
to  implement  this  recommendation. 

Referred  to  Reference  Committee  on  Com- 
mission on  Medical  Services  A. 
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Section  142  {see  263 ) Resolution  65-50 

Opposition  to  Proposed  Legislation  Regarding 

Payment  to  Clinical  Laboratories 

Introduced  by  Section  on  General  Practice 

Whereas,  In  the  past  the  Medical  Society 
of  the  State  of  New  York  has  opposed  exces- 
sive government  interference  in  the  practice 
of  medicine,  particularly  in  those  areas  where 
good  and  effective  disciplinary  machinery 
exists  within  the  county  and  State  societies; 
and 

Whereas,  The  Medical  Society  of  the 
State  of  New  York  last  year  opposed  the 
Ohrenstein  bills  regarding  payment  for 
bioanalytic  laboratory  services;  and 

Whereas,  No  new  evidence  has  appeared 
justifying  a change  in  the  stand  of  the 
Medical  Society  of  the  State  of  New  York; 
now  therefore  be  it  hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  reaffirm  its  opposition  to 
legislation,  such  as  the  Ohrenstein  bills, 
regarding  payment  for  bioanalytic  laboratory 
services,  if  and  when  proposed  or  introduced 
in  the  Legislature,  or  any  political  sub- 
division of  New  York  State;  and  be  it 
further 

Resolved,  That  this  opposition  be  made 
known  to  the  legislators  and  the  Governor  of 
the  State  of  New  York. 

Referred  to  Reference  Committee  on  Com- 
mission on  Public  and  Professional  Affairs. 

Section  143  { see  263 ) Resolution  65-51 

Opposition  to  Proposed  Legislation  Regarding 

Payment  to  Clinical  Laboratories 

Introduced  by  Section  on  General  Practice 

Whereas,  The  matter  of  payments  for 
clinical  laboratory  services  has  been  the 
subject  of  much  discussion  and  of  proposed 
legislation;  and 

Whereas,  A great  deal  of  confusion, 
misinformation,  and  misconception  prevails 
in  this  area,  particularly  equating  payment 
by  the  physician  to  the  laboratory  and  by  the 
patient  to  the  physician  with  unethical 
practices;  and 

Whereas,  The  experience  of  many  hun- 
dreds of  physicians  over  the  past  several 
years  has  been  that  they  are  able  to  provide 
better  services  to  their  patients  at  a con- 
siderably lower  cost  to  the  patients,  and  that 
consequently,  they  are  practicing  better 
medicine;  and 

Whereas,  They  also  have  found  to  be 
able  better  to  observe  and  control  the 
quality  of  the  laboratory  work;  and 

Whereas,  The  vast  majority  of  physicians 
using  the  services  of  so-called  “contract 
laboratories’  ’ charge  their  patients  only 
a nominal  amount  for  collecting,  handling, 
and  interpreting  the  specimens;  and 

Whereas,  The  enactment  of  the  new 
Article  5 Title  V of  the  Public  Health  Law 


(Metcalf-Pomeroy  Law)  provides  for  licens- 
ing of  laboratory  owners  and  laboratory 
directors  including  inspection,  enforcement, 
and  disciplinary  procedures;  and 

Whereas,  Organized  medicine  has  tra- 
ditionally abhorred  and  feared  more  govern- 
ment interference  in  the  practice  of  medicine; 
now  therefore  be  it  hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  strongly  and  vigorously 
oppose  now  and  in  the  future  any  proposed 
legislation  in  the  State  or  in  any  municipality 
regulating  the  relationship  between  physicians 
and  clinical  laboratories  and  the  payment  for 
laboratory  services. 

Referred  to  Reference  Committee  on  Com- 
mission on  Public  and  Professional  Affairs. 

Section  144  {see  128 , 191 ) Resolution  65-52 

Passing  of  Charles  F.  McCarty,  M.D. 

Introduced  by  Medical  Society  of  the  County 
of  Kings 

Whereas,  Charles  F.  McCarty,  M.D., 
served  as  delegate  to  the  Medical  Society  of 
the  State  of  New  York  from  1939  to  1962,  at 
which  time  he  retired  as  executive  director  of 
the  Medical  Society  of  the  County  of  Kings; 
and 

Whereas,  During  those  years  he  not  only 
served  the  House  of  Delegates  of  the  Medical 
Society  of  the  State  of  New  York  conscien- 
tiously and  with  great  dedication,  but  also 
held  the  position  of  chairman  of  the  Cre- 
dentials Committee  for  twenty  years;  and 
Whereas,  Dr.  McCarty  was  secretary  of 
the  Coordinating  Council  of  the  five  county 
medical  societies  from  1939  to  1950,  and 
following  that,  of  the  First  District  Branch 
of  the  Medical  Society  of  the  State  of  New 
York  until  1962;  and 

Whereas,  During  his  lifetime,  he  devoted 
himself  to  the  advancement  of  medicine  for 
the  public  good  and  the  medical  profession; 
now  therefore  be  it  hereby 

Resolved,  That  the  House  of  Delegates 
records  with  profound  sorrow  the  passing  of 
Charles  F.  McCarty,  M.D.,  on  January  29, 
1965;  and  be  it  further 

Resolved,  That  this  resolution  be  spread 
upon  the  minutes  of  this  meeting  and  a copy 
be  sent  to  Mrs.  McCarty,  and  his  son  and 
daughters,  expressing  the  sincere  sympathy 
and  deep  condolence  of  all  the  delegates  to 
the  House  of  Delegates  of  the  Medical  Society 
of  the  State  of  New  York. 

Referred  to  Reference  Committee  on  Mis- 
cellaneous Business. 

Section  145  {see  274)  Resolution  65-53 

Eldercare  Act  of  1965  and  National  Education 
Program 

Introduced  by  George  J.  Lawrence,  Jr.,  M.D., 
Councillor 

Whereas,  For  many  years  the  Medical 
Society  of  the  State  of  New  York  has  ad- 
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vocated  the  development  of  a sound,  com- 
prehensive program  of  medical  care  for  the 
aged;  and 

Whereas,  The  House  of  Delegates  of  the 
American  Medical  Association,  having  care- 
fully considered  all  health  legislation  pro- 
posals presented  to  the  89th  session  of  the 
United  States  Congress,  did  at  its  special 
session  in  Chicago,  February  6 and  7,  1965, 
act  with  courage,  wisdom,  and  dispatch  in 
endorsing,  positively  and  aggressively,  the 
“Eldercare  Act  of  1965”  (H.R.  3727)  which 
would  implement  such  a comprehensive, 
positive  program  of  medical  care  for  the 
aged;  and 

Whereas,  The  Medical  Society  of  the 
State  of  New  York  has  a definite  obligation 
to  inform  the  people  of  the  State  concerning 
the  availability  of  a positive  program  far 
superior  to  that  provided  by  the  King- 
Anderson  type  bills;  and 

Whereas,  A great  number  of  state  and 
county  medical  societies  have  already  in- 
stituted vigorous  and  extensive  educational 
programs  in  support  of  the  “Eldercare  Act  of 
1965”  (H.R.  3727)  as  part  of  a national 
education  program  coordinated  by  the 
A.M.A.;  and 

Whereas,  The  Medical  Society  of  the 
State  of  New  York,  the  largest  component 
state  medical  society  within  the  A.M.A., 
should  not  only  give  substantial  assistance  to, 
but  should  assume  its  rightful  place  in  the 
lead  of  this  nation-wide  cooperative  effort  by 
the  medical  profession  to  preserve  the  freedom 
of  medical  practice  and  to  provide  the  elderly 
with  the  best  comprehensive  medical  care; 
now  therefore  be  it  hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  vigorously  endorse  and 
wholeheartedly  support  the  “Eldercare  Act 
of  1965”  (H.R.  3727),  unanimously  approved 
by  the  A.M.A.  House  of  Delegates,  February 
6 and  7,  1965;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  reiterate  its  steadfast 
opposition  to  all  King-Anderson-type  bills 
providing  assistance  for  people  through 
the  Social  Security  system  and  that  the 
Society  specifically  voice  its  strong  opposition 
to  H.R.  1 and  S.  1 now  before  Congress; 
and  be  it  further 

Resolved,  That,  utilizing  available  funds 
including  a specific  allocation  from  State 
Society  general  funds  of  $13,400,  the  Medical 
Society  of  the  State  of  New  York  initiate 
immediately  an  educational  program  to 
inform  the  Society’s  members,  the  public, 
the  New  York  State  members  of  Congress 
and  United  States  senators,  as  well  as  other 
interested  parties,  concerning  the  superior 
provisions  of  the  “Eldercare  Act  of  1965” 
(H.R.  3727)  and  its  numerous  advantages 
over  Social  Security  tax  proposals  now  before 
the  Congress. 

Referred  to  Reference  Committee  on  Com- 
mission on  Public  and  Professional  Affairs. 


Section  146  ( see  244 ) Resolution  65-54 

Development  of  Medical  Care  Plan  for  Total  Needs 
of  People 

Introduced  by  Medical  Society  of  the  County 
of  New  York 

Whereas,  The  prime  concern  of  American 
medicine  is  to  provide  all  people,  regardless 
of  age,  race,  color,  or  economic  status,  access 
to  the  highest  quality  of  health  care  which 
advances  to  medicine  have  made  possible; 
and 

Whereas,  Many  people,  namely  the 
retired,  the  infirm,  the  disabled,  the  chroni- 
cally ill,  the  mentally  ill,  and  others,  are 
financially  unable,  in  varying  degrees,  to 
afford  proper  medical  care;  and 

Whereas,  The  financing  of  medical  care 
has  been  carried  out  by  voluntary  means 
individually  or  by  prepaid  insurance  and 
by  government;  and 

Whereas,  The  point  at  which  government 
assistance  should  be  provided,  to  what 
extent,  and  how  the  funds  are  to  be  provided, 
requires  further  study;  now  therefore  be 
it  hereby 

Resolved,  That  in  order  to  implement  a 
program  of  high  quality  medical  care  for  all 
people,  government  and  American  Medical 
Association  representatives,  as  well  as  all 
other  interested  parties,  that  is,  hospital, 
labor,  insurance,  and  other  professional  lay 
groups,  meet  to  promulgate  a plan  best 
fitted  to  meet  the  total  needs  of  our  popula- 
tion; and  be  it  further 

Resolved,  That  the  plan  so  promulgated 
shall  utilize  individual  funds,  prepayment 
insurance  funds,  and  government  funds 
(Federal,  State,  and  local);  and  be  it  further 

Resolved,  That  a copy  of  this  resolution  be 
sent  to  the  President  of  the  United  States 
and  all  members  of  both  Houses  of  Congress 
of  the  United  States  and  to  all  component 
state  medical  societies. 

Referred  to  Reference  Committee  on  Com- 
mission on  Medical  Services  A. 

Section  147  ( see  290)  Resolution  65-55 

Disapproval  of  Recurrent  Fiscal  Harassment  of 
Some  Voluntary  Hospitals 

Introduced  by  Medical  Society  of  the  County 
of  Queens 

Whereas,  The  Department  of  Social 
Welfare  of  the  State  of  New  York  licenses  and 
supervises  the  voluntary  hospitals  of  New 
York  State;  and 

Whereas,  The  Department  of  Hospitals 
of  the  City  of  New  York  attempts  to  control 
policies  of  voluntary  hospitals,  not  under  its 
jurisdiction,  by  threat  of  removal  from  the 
Charitable  Institutions  Budget;  now  there- 
fore be  it  hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  denounce  and  disapprove 
the  denial  of  public  funds  for  medical  care  of 
public  charges  in  voluntary  hospitals  threat- 
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ened  by  the  Department  of  Hospitals  of  the 
City  of  New  York  as  a fiscal  sanction  against 
New  York  City  voluntary  hospitals. 

Referred  to  Reference  Committee  on  Com- 
mission on  Medical  Services  B. 

Section  148  ( see  249 ) Resolution  65-56 

Full  Physician  Participation  in  Blue  Shield  Plans 

Introduced  by  Westchester  County  Medical 
Society 

Whereas,  Physicians  and  medical  societies 
played  significant  roles  in  the  development  of 
voluntary  health  insurance  by  their  sponsor- 
ship of  local  Blue  Shield  plans;  and 

Whereas,  Physicians  and  medical  societies 
continue  to  serve  their  communities  and  the 
public  by  their  participation  and  sponsorship 
of  these  medical  care  plans  that  provide  paid- 
in-full  service  benefits  for  those  of  low  and 
moderate  income;  and 

Whereas,  Participating  physicians  serve 
the  profession,  as  well  as  the  public,  because 
they  preserve  the  influence  of  the  medical 
profession  in  helping  to  solve  medical- 
economic  problems  through  voluntary  health 
insurance;  and 

Whereas,  The  public  looks  to  physicians 
and  medical  societies  for  continued  leader- 
ship in  the  growth  and  expansion  of  voluntary 
health  insurance;  and 

Whereas,  The  future  well-being  and, 
indeed,  the  very  survival  of  these  voluntary 
health  insurance  plans  depend  on  the  whole- 
hearted support  of  all  physicians;  now  there- 
fore be  it  hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  commend  those  physicians 
who  are  serving  the  present  and  future 
interests  of  the  public  and  the  medical 
profession  by  their  participation  in  their  local 
Blue  Shield  plans;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  devise  some  effective 
means  to  promote  full  participation  of  all 
members  in  their  local  Blue  Shield  plans, 
thus  avoiding  the  economic  advantage  of  a 
small  segment  of  physicians  over  their 
colleagues  and  thereby  hurting  the  entire 
doctor  image.  This  would  also  avoid  the 
weakening  influence  of  nonparticipation  with 
its  lack  of  fulfillment  of  responsibility  to  the 
public  and  its  lack  of  unity  on  the  part  of 
the  profession  in  facing  its  challenge  of 
preserving  the  private  practice  of  medicine. 

Referred  to  Reference  Committee  on  Com- 
mission on  Medical  Services  A. 

Section  149  ( see  231 ) Resolution  65-57 

Consent  for  Autopsy 

Introduced  by  Westchester  County  Medical 
Society 

Whereas,  In  a letter  of  May  7,  1963, 
the  Attorney  General,  Louis  J.  Lefkowitz, 
and  the  Assistant  Attorney  General,  Malvin 
A.  Cohen  stated: 


“Section  4210  of  the  Public  Health  Law 
of  the  State  of  New  York  requires  the 
approval  of  the  next  of  kin  of  the  deceased 
for  an  autopsy  to  determine  the  cause 
of  death.  This  statute  does  not  specify 
that  all  of  the  next  of  kin  must  approve  or 
that  such  approval  be  in  writing.  I am 
informed  by  the  State  Department  of 
Health  that,  in  many  cases,  they  have 
authorized  an  autopsy  upon  the  approval 
of  those  next  of  kin  readily  available  or 
consenting  by  telephone  or  telegraph.”; 
and 

Whereas,  Emanuel  Hayt,  Counsel  for 
Greater  New  York  Hospital  Association,  in 
his  letter  of  December  17,  1964,  gives  the 
following  interpretation  of  the  New  York 
City  Health  Code,  Section  205.01,  sub- 
division (d): 

“Since  the  section  referred  to  states  that 
the  consent  is  to  be  given  ‘the  children 
who  are  twenty-one  years  of  age  or  over’ 
it  is  my  opinion  that  the  consent  would 
have  to  be  that  of  all  the  adult  children. 
The  court  decisions  interpreting  the  Public 
Health  Law  which  is  applicable  to  the 
entire  State  would  indicate  that  the 
consent  of  all  adult  children  is  necessary.”; 
now  therefore  be  it  hereby 
Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  promote  action  to  revise 
and  clarify  the  Public  Health  Law  to  the 
effect  that  one  responsible  adult  next  of 
kin  may  give  consent  for  autopsy  where  there 
is  no  living  spouse. 

Referred  to  Reference  Committee  on  Legal 
Matters. 

Section  150  ( see  275)  Resolution  65-58 

Inclusion  of  Realistic  Salary  and  Fee  Schedules  in 
Legislation  Authorizing  New  State  Mental  Health 
Facilities 

Introduced  by  Irving  Cramer,  M.D.,  Oneida 
County  Medical  Society 

Whereas,  The  proposed  legislative  pro- 
gram submitted  by  Governor  Nelson  Rocke- 
feller includes  a construction  program  costing 
between  500  and  600  million  dollars  for 
mental  health  facilities;  and 

Whereas,  These  health  facilities  must  be 
staffed  by  members  of  the  medical  profession; 
and 

Whereas,  Many  existing  mental  health 
facilities  are  understaffed  and  hampered  in 
their  patient  care  by  low  fee  schedules  for 
consultants,  as  well  as  low  salaries  for  full- 
time staff  psychiatrists;  now  therefore  be  it 
hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  endorse  the  inclusion  of 
realistic  salary  and  fee  schedules  for  con- 
sultants and  full-time  psychiatrists  in  New 
York  State  mental  health  facilities  in  pending 
legislation  authorizing  the  construction  of 
such  facilities;  and  be  it  further 

Resolved,  That  the  Council  Committee  on 
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State  Legislation  be  requested  to  urge  the 
members  of  the  New  York  State  Legislature 
to  include  provisions  for  same  in  pending 
legislation  providing  for  the  construction  of 
mental  health  facilities. 

Referred  to  Reference  Committee  on  Com- 
mission on  Public  and  Professional  Affairs. 

Section  151  ( see  276 ) Resolution  65-59 

Continuing  Increase  in  Registration  Fee  for  Physi- 
cians 

Introduced  by  Orange  County  Medical  Society 

Whereas,  The  biannual  registration  fees 
for  physicians  have  been  increased  recently 
from  $6.00  to  $15;  and 

Whereas,  There  are  indications  that 
additional  increases  may  be  sought;  now 
therefore  be  it  hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  use  its  good  offices  to 
persuade  the  proper  authorities  not  to  in- 
crease these  fees  further;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  recommend  that  these 
fees  be  devoted  to  the  advancement  of  the 
practice  of  medicine  in  New  York  State. 

Referred  to  Reference  Committee  on  Commis- 
sion on  Public  and  Professional  Affairs. 

Section  152  (see  291)  Resolution  65-60 

Ratio  of  Physician  Availability  to  Hospital 
Planning 

Introduced  by  Bronx  County  Medical  Society 

Whereas,  Regional  Planning  Councils 
now  have  the  power  to  determine  the  future 
construction  and  enlargement  of  hospitals, 
thus  controlling  the  availability  of  patient 
beds;  and 

Whereas,  The  patient’s  ability  to  receive 
adequate  medical  attention  is  conditional  on 
the  patient’s  physician  having  an  appoint- 
ment in  a hospital;  now  therefore  be  it 
hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  request  the  Regional 
Planning  Councils  to  give  consideration  to 
availability  of  physicians  with  hospital 
affiliation  in  determining  the  future  supply  of 
hospital  beds. 

Referred  to  Reference  Committee  on  Com- 
mission on  Medical  Services  B. 

Section  153  (see  221)  Resolution  65-61 

Intern-Training  Policies  of  State-Supported 
Medical  Schools 

Introduced  by  Medical  Society  of  the  County  of 
Queens 

Whereas,  The  County  of  Queens  has  a 
population  of  nearly  2,000,000  people;  and 

Whereas,  These  taxpayers  contribute 
significantly  to  the  support  of  the  State 
medical  schools;  and 

Whereas,  A very  small  number  of  the 


graduates  of  these  medical  schools  serve  as 
interns  in  the  hospitals  of  the  county;  and 

Whereas,  The  health  of  the  population  of 
Queens  is  vitally  involved;  and 

Whereas,  A similar  situation  exists  in  the 
other  counties  of  the  State;  now  therefore 
be  it  hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  investigate  through  an 
appropriate  committee  the  policies  of  the 
State  medical  colleges  with  regard  to  intern 
training  in  the  hospitals  of  the  State;  and  be 
it  further 

Resolved,  That  representatives  of  the  State 
Society  discuss  with  the  deans  of  these 
colleges  their  responsibilities  to  the  people 
and  the  medical  profession  of  the  State  of 
New  York. 

Referred  to  Reference  Committee  on  Sci- 
entific Activities  and  Publications  A. 

Section  154  Resolution  65-62 

Passing  of  Joseph  P.  Alvich,  M.D, 

Introduced  by  Bronx  County  Medical  Society 

Whereas,  The  Creator  of  all  good  has 
deemed  in  His  wisdom  to  call  our  friend  and 
colleague,  Joseph  P.  Alvich,  M.D.,  to  his 
eternal  reward;  and 

Whereas,  His  devotion  and  dedication  to 
the  medical  needs  of  those  entrusted  in  his 
care  and  his  unstinting  service  to  organized 
medicine  in  the  Medical  Society  of  the  State 
of  New  York  and  the  Bronx  County  Medical 
Society  were  recognized  by  all;  now  therefore 
be  it  hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York,  assembled  in  regular 
meeting  at  this  House  of  Delegates,  February, 
1965,  express  its  profound  sorrow  at  the  death 
of  Joseph  P.  Alvich,  M.D.,  and  extend  its 
sincerest  sympathy  to  his  family;  and  be  it 
further 

Resolved,  That  this  resolution  be  recorded 
in  the  minutes  of  this  meeting  and  a copy  of  it 
be  sent  to  his  family. 

. . . Adopted  by  acclamation.  . . 

Section  155  (see  250)  Resolution  65-63 

Modification  of  Proposed  Medicare  Legislation 

Introduced  by  Dutchess  County  Medical 

Society 

Whereas,  The  Medical  Society  of  the 
State  of  New  York  is  sympathetic  to  the 
medical  expenses  of  those  over  sixty-five; 
and 

Whereas,  The  Medical  Society  of  the 
State  of  New  York  does  not  accept  the 
concept  that  Medicare,  as  it  is  proposed, 
represents  the  most  satisfactory  method  of 
meeting  the  health  cost  needs  of  those  over 
sixty-five;  now  therefore  be  it  hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  go  on  record  as  recom- 
mending that  the  Medicare  program  be  so 
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modified  and  amended  to  include  care  for  the 
mentally  ill  and  those  with  tuberculosis  who 
wish  to  be  treated  in  specialized  accredited 
institutions  of  their  choice;  and  be  it  further 
Resolved,  That  the  services  of  physiatry, 
anesthesiology,  pathology,  and  radiology 
not  be  considered  as  hospital  services  but 
rather  be  included  in  the  category  of  the 
private  practice  of  medicine. 

Referred  to  Reference  Committee  on  Com- 
mission on  Medical  Services  A. 

Section  156  ( see  190)  Resolution  65-64 

Project  Hope 

Introduced  by  Fritz  Landsberg,  M.D.,  Schuyler 
County  Medical  Society 

Whereas,  American  doctors  for  several 
years  have  given  their  time  and  efforts  to 
bring  United  States  medicine  to  countries 
around  the  world  on  board  the  S.S.  Hope  as 
teachers  and  practitioners;  and 

Whereas,  This  successful  undertaking  has 
spread  good  will  toward  and  belief  in  United 
States  medicine  to  areas  of  the  world  not  so 
fortunate  as  our  country;  and 

Whereas,  There  are  now  committees 
being  formed  under  the  aegis  of  Project 
Hope  in  different  regions  of  our  country  to 
recruit  doctors  to  give  their  talents  as  well 
as  their  money  to  support  the  equipping  and 
sailing  of  a sister  ship  to  S.S.  Hope;  and 
Whereas,  The  goal  of  these  organizations 
is  to  get  the  support  of  100  per  cent  of 
United  States  physicians;  now  therefore  be 
it  hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  wholeheartedly  support 
these  efforts;  and  be  it  further 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  urge  New  York  State 
doctors  to  consider  seriously  donations  for 
S.S.  Hope  according  to  their  will  and  ability. 

Referred  to  Reference  Committee  on  Mis- 
cellaneous Business. 

Section  157  ( see  222 ) Resolution  65-65 

Support  of  Program  to  Rescue  New  York’s  Waters 
from  Pollution 

Introduced  by  C.  Stewart  Wallace,  M.D., 
Councillor 

Whereas,  Water  pollution  is  a serious 
nation-wide  problem  affecting  the  health  of 
the  people  of  New  York  State;  and 

Whereas,  Nearly  two  thirds  of  all  New 
York’s  people  live  in  areas  seriously  affected 
by  pollution  coming  from  nearly  1,200 
communities  and  760  industrial  sources;  and 
Whereas,  Local  governments,  unaided, 
have  frequently  been  unable  to  meet  the 
heavy  expenses  of  building  needed  sewage 
treatment  systems;  now  therefore  be  it 
hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  recognizes  water  pollution 
as  a health  problem  requiring  immediate 


solution  and  therefore  endorses  the  following 
proposals  advanced  by  the  Governor  of  New 
York  State  for  cleaning  up  the  waters  of  our 
State: 

1.  State  and  Federal  sharing  of  the  cost 
of  needed  construction  of  sewage  treatment 
facilities  and  interceptor  systems; 

2.  Tax  incentives  to  facilitate  the 
financing  of  industrial  treatment  facilities 
where  hardship  situations  exist; 

3.  Funding  of  an  existing  law  that  pro- 
vides one-third  State  aid  for  the  operation 
and  maintenance  of  community  sewage 
treatment  plants; 

4.  Development  of  a system  for  con- 
tinuously monitoring  the  quality  of  water 
throughout  the  State; 

5.  Increased  research  to  develop  im- 
proved and  more  economical  methods  for 
treating  community  sewage  and  industrial 
wastes; 

6.  Intensified  enforcement  of  the  State’s 
Water  Pollution  Control  Law; 

7.  Elimination  of  pollution  from  Federal 
and  State  installations;  and  be  it  further 

Resolved,  That  a copy  of  this  resolution  be 
forwarded  to  the  Governor  of  the  State  of 
New  York  and  to  the  members  of  the  Legis- 
lature. 

Referred  to  Reference  Committee  on  Scientific 
Activities  and  Publications  A. 

Section  158  Resolution  65-66 

Amendment  to  Bylaws  to  Require  Graduation  from 
a Recognized  Medical  School  as  a Prerequisite  to 
Membership 

Introduced  by  James  M.  Blake,  M.D.,  Council- 
lor 

Whereas,  The  Council  of  the  Medical 
Society  of  the  State  of  New  York,  on  the 
recommendation  of  the  Ad  Hoc  Committee 
on  Osteopathy,  at  its  June  11,  1964,  meeting 
adopted  the  following  statement: 

“It  is  the  sense  of  this  Council  that 
active  membership  in  this  Society  shall  be 
limited  to  graduates  of  recognized  medical 
schools  who  have  completed  not  less  than 
four  satisfactory  courses  of  at  least  eight 
months  each  in  a medical  school  in  this 
country  or  Canada  registered  as  main- 
taining at  the  time  a standard  satisfactory 
to  the  Department  of  Education,  or  in  a 
medical  school  in  a foreign  country  main- 
taining a standard  not  lower  than  that 
prescribed  for  medical  schools  in  this  State, 
and  that  the  county  societies  amend  their 
constitutions  and  bylaws  accordingly”; 
and 

Whereas,  At  the  present  time  there  is  no 
requirement  in  the  Constitution  and  Bylaws 
of  the  Medical  Society  of  the  State  of  New 
York  that  membership  in  the  Society  be 
limited  to  doctors  of  medicine  who  received 
their  degree  after  meeting  the  criteria  stated 
above;  now  therefore  be  it  hereby 

Resolved,  That  the  Bylaws  of  the  Medical 
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Society  of  the  State  of  New  York  be  amended 
as  follows: 

Amend  Section  1 of  Chapter  I to  add  the 
following  new  opening  sentence: 

“Active  and  junior  membership  shall  be 
limited  to  graduates  of  recognized  medical 
schools  who  have  completed  not  less  than 
four  satisfactory  courses  of  at  least  eight 
months  each  in  a medical  school  in  the 
United  States  of  America  or  Canada  regis- 
tered as  maintaining  at  the  time  a standard 
satisfactory  to  the  medical  licensing  au- 
thorities of  the  State  of  New  York,  or  in  a 
medical  school  in  a foreign  country  main- 
taining a standard  not  lower  than  that  pre- 
scribed for  medical  schools  in  this  State.” 

Chapter  I,  Section  1,  will  then  read  as  fol- 
lows: 

“Active  and  junior  membership  shall  be 
limited  to  graduates  of  recognized  medical 
schools  who  have  completed  not  less  than 
four  satisfactory  courses  of  at  least  eight 
months  each  in  a medical  school  in  the 


United  States  of  America  or  Canada 
registered  as  maintaining  at  the  time  a 
standard  satisfactory  to  the  medical  li- 
censing authorities  of  the  State  of  New 
York,  or  in  a medical  school  in  a foreign 
country  maintaining  a standard  not  lower 
than  that  prescribed  for  medical  schools  in 
this  State.  The  active  and  junior  members 
shall  be  all  active  and  junior  members  in 
good  standing  of  the  component  county 
medical  societies  and  the  American  Medical 
Association.  A copy  of  the  roster  of  such 
members,  certified  to  be  correct  by  the 
secretary  of  such  county  society,  shall  be 
evidence  of  the  right  of  the  members  whose 
names  appear  therein  to  membership  in  this 
Society.  No  member  who  has  been  dropped 
from  the  roll  of  a component  county 
society  by  reason  of  failure  to  pay  dues 
shall  be  accepted  by  another  county  society 
except  by  regular  transfer  after  reinstate- 
ment in  the  original  county  society.” 

Referred  to  Special  Committee  on  Con- 
. stitution  and  Bylaws. 


FEBRUARY  16,  1965 


Tuesday  Morning  Session 


. . . The  session  convened  at  9:45  a.m.  with  a 
quorum  present.  . . 

Section  159 

Report  on  Scientific  Exhibit  Awards 

. . . Speaker  Wurzbach  introduced  Thurman 
B.  Givan,  M.D.,  chairman  of  the  Subcommittee 
on  Scientific  Exhibit  Awards,  who  announced  the 
following: 

Scientific  Research 

First:  “The  Cryosurgical  Treatment  of 

Retinal  Detachment,”  Harvey  A.  Lincoff, 
M.D.,  John  M.  McLean,  M.D.,  and  Raymundo 
Figueroa,  M.D.,  New  York  Hospital- Cornell 
Medical  Center,  New  York  City. 

Second:  “Hormonal  Management  of  the 

Female  Reproductive  Tract,”  F.  P.  Rhoades, 
M.D.,  Grace  Hospitals,  Detroit,  Michigan. 

Third:  “Evaluation  of  Azetepa  in  the  Treat- 
ment of  Cancer,”  Jeanne  C.  Bateman,  M.D., 
and  Harry  N.  Carlton,  M.D.,  The  Washington 
Hospital  Center,  Washington,  D.C. 


Honorable  Mention:  “Acute  Myocardial  In- 
farction: New  Mathematical  Approaches,” 

Arthur  Lemlich,  M.D.,  and  Herman  Ziffer, 
M.D.,  Roosevelt  Hospital,  New  York  City. 

Clinical  Research 

First:  “Have  You  a Problem  Patient?,” 

Wilfred  Dorfman,  M.D.,  Brooklyn,  and  Edwin 
Dunlop,  M.D.,  Attleboro,  Massachusetts. 

Second:  “New  York  State  Stroke  Program,” 
New  York  State  Stroke  Program  Committee, 
New  York  City. 

Third:  “Perineal  Urethroplasty:  A New 

Technic  for  Correction  of  Urinary  Inconti- 
nence,” Amir  S.  Girgis,  M.D.,  and  Ralph  J. 
Veenema,  M.D.,  Columbia  University  College 
of  Physicians  and  Surgeons,  New  York  City. 

Honorable  Mention:  “Medical  Treatment  of 
Hypertension,”  Marvin  Moser,  M.D.,  and 
Arthur  Goldman,  M.D.,  Montefiore  Hospital, 
New  York  City. 

...  At  10:00  a.m.,  following  the  introduction 
of  resolutions,  the  meeting  recessed  . . . 


1544  New  York  State  Journal  of  Medicine  / June  1,  1965 


FEBRUARY  17,  1965 


Wednesday  Morning  Session 


. . . The  session  convened  at  9:15  a.m.  with  a 
quorum  present . . . 

Section  160  (see  91,  174,  192,  264) 

Introduction  of  Guests 

. . . Speaker  Wurzbach  read  a telegram  of 
greetings  from  William  F.  Costello,  M.D., 
Medical  Society  of  New  Jersey,  who  was  unable 
to  attend  . . . 

. . . Speaker  Wurzbach  then  introduced  the 
following  guests  from  neighboring  state  medical 
societies  who  addressed  the  House  and  were 
applauded: 

Clifford  B.  Harwood,  M.D.,  president, 
Vermont  State  Medical  Society; 

Arthur  E.  Hardy,  M.D.,  past  president, 
Rhode  Island  Medical  Society.  . . 

Section  161 

Address  of  Incoming  President  of 
Woman’s  Auxiliary 

. . . Speaker  Wurzbach  introduded  Mrs.  Dan 
Vickers,  incoming  president  of  the  Woman’s 
Auxiliary,  who  addressed  the  House  as  follows: 

Mrs.  Vickers:  Mr.  Speaker,  Mr.  President, 
members  of  the  House  of  Delegates  and  guests, 
this  extraordinary  privilege  of  speaking  to  you 
today  at  the  beginning  of  my  term  of  office 
has  been  granted  to  me  because  I need  your  help. 
The  program  which  I have  proposed  to  the  Aux- 
iliary will  never  get  off  the  ground  without  your 
active  support. 

First,  I have  suggested  to  the  ladies  that  we 
set  up  a speakers’  bureau  of  our  own — a group 
not  comprised  of  busy  doctors,  nor  of  experts 
from  the  paramedical  fields,  but  made  up  of 
our  own  State  officers,  county  presidents,  and 
other  members  who  are  good  speakers. 

What  group  is  so  uniquely  suited  to  get  the 
truth  about  medicine  across  to  the  lay  public 
as  the  leaders  of  your  Auxiliary?  Who  in  your 
home  towns  and  cities  are  more  intimately  in- 
formed about  the  problems  and  the  achieve- 
ments of  the  medical  profession  than  your  own 
wives? 

We  should  be  taking  our  message  to  other 
women’s  organizations — those  which  are  either 
uninformed  or  misinformed  about  the  medical 
profession.  Imagine  the  impact  on  the  public 
mind  of  roughly  200  dedicated  women  speaking 
to  three  or  four  lay  groups  a year  in  every  one 
of  the  cities  and  towns  that  are  represented 
here  today.  What  a tremendous  public  rela- 
tions campaign  we  could  put  on  for  you  all 
over  the  State  of  New  York! 

At  the  national  fall  conference  of  the  A.M. A. 
Auxiliary  in  Chicago,  the  Smith  Kline  & French 
Company  gave  a fine  speech  training  seminar 
for  all  the  State  auxiliary  presidents  and 
presidents-elect.  In  the  future,  we  could  put 
on  such  a speech  seminar  at  our  annual  mid- 


year conference  for  all  the  county  presidents  and 
presidents-elect. 

Next  I would  like  to  consider  medical  legisla- 
tion. The  lack  of  knowledge  among  the  ladies 
about  this  critical  phase  of  our  existence  is  really 
appalling.  If  we  are  to  convince  others  that 
our  way  of  medicine  is  the  best  way,  we  must 
first  understand  it  ourselves.  We  must  fa- 
miliarize ourselves  with  every  detail  of  the  Her- 
long-Curtis  Eldercare  bill,  as  well  as  with  the 
provisions  of  the  Medicare  program,  so  that  we 
really  know  both  faces  of  the  coin. 

I have  proposed  to  the  Auxiliary  that  they 
meet  in  their  counties  several  times  this  year 
with  their  county  medical  societies  to  hear 
speakers  on  this  vital  subject  to  inform  and 
educate  themselves  thoroughly.  Since  this 
bill  calls  for  utilization  of  the  Blue  Cross  and 
Blue  Shield  Plans,  it  is  imperative  that  the 
public  know  the  full  truth  about  the  plans. 
With  this  objective  in  mind,  I have  suggested 
that  we  set  apart  a day  and  time  when  the  entire 
State  Auxiliary  will  act  as  hostesses  to  a State- 
wide broadcast,  giving  the  people  of  the  State 
of  New  York  a true  public  service  message 
about  voluntary  medical  care.  If  all  the  county 
medical  societies  would  join  the  ladies  for  dinner 
on  this  date,  and,  together  with  invited  guests 
from  the  lay  public,  hear  the  truth  about  the 
seven  Blue  Shield  Plans  of  our  State  being  ex- 
plained to  the  listening  public,  what  a magnifi- 
cent gesture  of  public  service  and  good  will  this 
could  be.  The  seven  Blue  Shield  Plans  have 
unanimously  endorsed  this  idea  in  principle, 
and  have  offered  us  money  and  manpower  to 
implement  it. 

My  goal  for  1965  is  “Each  an  Auxiliary  Am- 
bassador.” I appeal  to  all  of  you  to  help  me 
carry  out  the  suggestions  I have  outlined  today 
so  that  each  of  our  members  may  become  truly 
an  Auxiliary  ambassador. 

Section  162 

Fifty-Year  Service  Awards 

. . . Speaker  Wurzbach  moved  that  the  fifty- 
year  service  awards  be  presented  as  of  fifty 
years  of  service  from  the  date  of  graduation 
from  medical  school  based  on  the  date  of  the 
diploma.  The  motion  was  unanimously  car- 
ried . . . 

. . . Speaker  Wurzbach  announced  that  173 
awards  for  fifty  years  of  service  were  being 
presented  this  year.  Rena  to  J.  Azzari,  M.D., 
Trustee,  was  called  to  the  dais  to  receive  in 
person  his  award,  as  follows: 

“The  Medical  Society  of  the  State  of  New 
York  presents  this  citation  to  Renato  Joseph 
Azzari,  M.D.,  in  recognition  of  fifty  years 
devoted  to  the  service  of  the  public  in  the 
practice  of  medicine.” 

. . . Dr.  Azzari  then  addressed  the  House 
briefly  and  was  applauded  . . . 
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Section  163 

Memorial  Tribute  to  William  T.  Boland,  M.D. 

. . . Speaker  Wurzbach  introduced  William 
T.  Boland,  Jr.,  who  accepted  from  President 
Burgin  a memorial  tribute  to  his  father,  William 
T.  Boland,  M.D.,  as  follows: 

It  is  with  profound  sorrow  that  we  record 
the  death  on  August  5,  1964,  of  a member  of 
the  Council  of  the  Medical  Society  of  the 
State  of  New  York,  William  Tilden  Boland. 

William  Tilden  Boland,  doctor  of  medi- 
cine, citizen  of  Elmira,  New  York,  humani- 
tarian, benefactor  to  untold  numbers  of 
people  through  devotion  to  his  medical  spe- 
cialty, his  church,  his  public  service,  and 
medical  society  affairs  at  both  county  and 
state  levels,  a kind  father  and  a devoted 
husband,  died  suddenly  on  August  5,  1964. 

Born  in  Calhoun  County,  Mississippi, 
December  3,  1893,  Dr.  Boland  graduated 
from  Webb  School,  Bell  Buckle,  Tennessee. 
He  received  the  A.B.  degree  from  the  Uni- 
versity of  Mississippi  in  1916  and  the  M.D. 
degree  from  the  University  of  Virginia  in 
1920.  He  served  his  residency  in  ophthal- 
mology at  the  New  York  Eye  and  Ear 
Infirmary. 

In  1921  Dr.  Boland  married  Florence 
Hughes  of  Elmira.  There  are  two  children  — 
Elizabeth,  who  graduated  from  Vassar, 
and  William  T.,  Jr.,  a lawyer  and  a graduate 
of  the  University  of  Virginia.  On  Mrs. 
Boland’s  death  in  1956,  Betsy  left  her  re- 
search duties  at  the  Sloan-Kettering  In- 
stitute and  returned  home  to  be  a companion 
to  her  father.  She  continued  her  interest 
in  research  at  the  Arnot-Ogden  Hospital  in 
Elmira. 

William  Boland,  a soft-spoken,  impeccable 
gentleman,  reflected  the  best  image  of  a phy- 
sician in  his  day-to-day  practice  and  in 
positions  of  responsibility  on  hospital  staffs 
and  in  public  trust.  Dr.  Boland  was  presi- 
dent of  Chemung  County  Medical  Society 
in  1945^-1946  and  continued  in  that  society’s 
service  as  chairman  of  its  public  relations 
committee.  He  was  a delegate  from  his 
county  to  the  Medical  Society  of  the  State 
of  New  York  from  1947  until  his  death  in 
August,  1964.  He  was  president  of  the  Sixth 
District  Branch  in  1956-1957,  and  he  served 
on  the  Planning  Committee  of  the  State 
Society  for  five  years.  Later  he  served  as  an 
alternate  delegate  to  the  American  Medical 
Association  and  was  a member  of  this  Council 
at  the  time  of  his  death.  He  served  as  presi- 
dent of  the  staff  of  St.  Joseph’s  Hospital, 
head  of  the  Department  of  Ophthalmology 
of  that  hospital,  and  president  of  the  Chemung 
County  Board  of  Health.  Dr.  Boland  was  a 
member  of  the  Grievance  Committee  of 
the  Board  of  Regents  for  many  years. 

It  can  be  said  truthfully  that  Dr.  Boland 
brightened  the  lives  of  countless  people: 
family,  patients,  parishioners  of  his  church, 
physicians,  friends  in  all  walks  of  life.  The 
community  where  he  resided,  the  state,  and 


nation  are  better  off  because  he  lived.  Dr. 
Boland  was  a living  example  of  what  all  good 
men  would  like  to  be. 

His  death  is  mourned  by  his  colleagues  who 
are  responsible  for  this  memorial  statement 
and  they  hereby 

Resolve , that  this  statement  shall  be  soread 
upon  the  minutes  of  the  Council  of  the  Medical 
Society  of  the  State  of  New  York  and  that  copies 
be  sent  to  Elizabeth  Boland  and  to  William 
Boland,  Jr.,  daughter  and  son,  respectively, 
of  our  late  member  and  colleague. 

Report  of  Reference  Committee 
On  Reports  of  Officers  B 

. . . Speaker  Wurzbach  introduced  John  L. 
Clowe,  M.D.,  Schenectady,  chairman,  to  give 
the  report  of  the  Reference  Committee  on 
Reports  of  Officers  B . . . 

Section  164  ( see  11,  72) 

Board  of  Trustees 

Dr.  Clowe:  The  Board  of  Trustees,  under 
the  able  leadership  of  Norman  S.  Moore,  M.D., 
met  many  times  during  the  year  1964.  Their 
main  purpose  was  to  solve  the  problem  of  deficit 
spending  of  the  Medical  Society  of  the  State 
of  New  York. 

In  April,  1963,  the  Board  of  Trustees  author- 
ized the  transfer  of  interest  and  dividends  from 
the  Investment  and  Building  Funds  to  the 
General  Fund.  It  was  necessary  to  eliminate 
the  deficit  as  soon  as  possible;  therefore,  in  1963 
the  amounts  of  $31,897  and  $18,525  were  trans- 
ferred to  the  General  Fund  from  the  Invest- 
ment and  Building  Funds,  respectively.  This 
transfer  along  with  the  net  operating  income 
substantially  aided  in  the  reduction  of  the  deficit 
from  over  $200,000  in  January,  1963,  to  approxi- 
mately $40,000  in  December,  1963. 

Although  for  the  first  time  in  many  years  the 
State  Society  is  now  operating  without  deficit 
your  reference  committee  advises  caution  and 
conservatism  in  the  use  of  any  surplus  funds  for 
the  following  reasons: 

1.  There  is  a possibility  that  the  Internal 
Revenue  Service  will  tax  the  Medical  Society 
of  the  State  of  New  York  for  unrelated  income 
such  as  exhibitors’  booths,  Journal  advertising, 
and  income  on  investments.  In  this  event, 
available  income  from  these  sources  would  drop 
sharply. 

2.  The  over-all  approximate  net  worth  of 
the  Medical  Society  of  the  State  of  New  York 
will  be  reduced  by  $348,210.23  in  the  near 
future  because  of  the  need  to  transfer  this 
amount  to  the  Pension  Fund  as  a separate 
fiscal  entity.  In  future  years,  it  is  projected 
that  $40,000  or  more  will  be  contributed  an- 
nually by  the  Medical  Society  of  the  State  of 
New  York  to  the  proposed  new  Pension  Fund. 
A new  improved  Pension  Fund  is  necessary  to 
insure  the  continued  recruiting  of  new  personnel 
and  to  enhance  the  loyalty  of  our  present  staff. 

3.  It  is  also  noted  by  the  experience  of  our 
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Board  of  Trustees  that  there  is  an  approximate 
5 per  cent  increase  in  the  cost  of  administrative 
expenses  per  year. 

With  the  advice  of  our  fiscal  experts,  your 
reference  committee  feels  that  we  should  care- 
fully scrutinize  all  requests  for  funds  from  allied 
organizations. 

It  is  for  the  above  reasons  that  your  reference 
committee  strongly  feels  that  we  should  exercise 
judicious  conservatism  in  spending  our  excess 
funds. 

We  should  like  to  thank  the  Board  of  Trustees 
for  their  “watchdog  attitude”  of  the  finances  of 
the  Society. 

. . . Dr.  Clowe’s  motion  to  adopt  this  portion 
of  the  report  was  unanimously  carried  . . . 

Section  165  ( see  12) 

Budget  and  Finance 

Dr.  Clowe:  The  Budget  and  Finance  Com- 
mittee, under  the  able  leadership  of  Frederic 
W.  Holcomb,  Sr.,  M.D.,  has  worked  closely  with 
the  treasurer  and  the  Board  of  Trustees  in  sub- 
mitting a sound  budget  estimate  for  the  year 
1965.  Each  item  of  expenditure  was  carefully 
evaluated  by  this  committee  and  received  in- 
dividual attention,  and  we  are  happy  to  inform 
the  House  of  Delegates  that  the  proposed  income 
over  expenditures  for  the  year  1965  is  estimated 
to  be  $75,462.  This  budget  was  approved  by 
the  Board  of  Trustees. 

It  is  the  recommendation  of  the  budget  chair- 
man with  concurrence  of  your  reference  com- 
mittee that  the  budget  be  submitted  in  Novem- 
ber so  that  it  may  be  adequately  reviewed  by 
the  Council. 

. . . Dr.  Clowe’s  motion  to  adopt  this  portion 
of  the  report  was  unanimously  carried  . . . 

Section  166  {see  10) 

Treasurer 

Dr.  Clowe:  The  Treasurer’s  report,  cer- 
tified by  Patterson  and  Ridgway  and  approved 
by  the  Board  of  Trustees,  shows  a surplus  as  of 
December  31,  1964,  in  the  general  operating 
fund  of  $171,787,12.  This  surplus  will  be  used 
to  pay  the  Society’s  expenditures  for  early 
1965  prior  to  receipt  of  dues  from  the  member- 
ship. This  will  eliminate  borrowing  from  banks, 
as  in  previous  years,  and  will  save  attendant 
interest  costs,  thereby  eliminating  deficit  spend- 
ing. 

This  committee  wishes  to  express  great  ap- 
preciation to  Samuel  Z.  Freedman,  M.D.,  for 
his  untiring  services  in  his  capacity  as  treasurer. 

. . . Dr.  Clowe’s  motion  to  adopt  this  portion 
of  the  report  was  unanimously  carried  . . . 

Section  167  { see  68) 

War  Memorial 

Dr.  Clowe:  The  War  Memorial  Fund  was 
set  up  for  the  purpose  of  providing  educational 


financial  help  for  children  of  doctors  killed  in 
World  War  II  and  the  Korean  War.  This 
fund,  as  set  up  by  the  Board  of  Trustees  in 
1948,  is  solvent  to  the  point  of  meeting  antic- 
ipated expenses  in  future  years.  From  the 
point  of  view  of  public  relations,  this  fund  has 
done  much  to  enhance  the  image  of  the  State 
Medical  Society. 

It  is  suggested  by  this  reference  committee 
that  some  exploration  and  investigation  be 
made  into  the  possibility  of  a future  fund  to  help 
children  of  members  deceased  not  only  in  time 
of  war  but  in  peace. 

. . . Dr.  Clowe’s  motion  to  adopt  this  portion 
of  the  report  was  unanimously  carried  . . . 

Section  168  ( see  13) 

Building  Fund 

Dr.  Clowe:  The  Ad  Hoc  Committee  for 
Our  Own  Building  under  the  chairmanship  of 
Rena  to  J.  Azzari,  M.D.,  has  made  definite 
progress.  They  directed  an  architectural  firm, 
at  no  cost  to  the  Society,  to  prepare  sketches  and 
plans.  It  is  thought  by  the  committee  that  the 
most  feasible  site  for  this  building  would  be 
in  the  New  York  City  area.  An  estimated  tract 
of  land  of  200  by  200  feet  is  thought  to  be  ade- 
quate for  our  needs.  The  approximate  cost,  as 
suggested  by  the  committee,  is  $1,111,000.  As 
of  December  31,  1964,  the  amount  in  the  Build- 
ing Fund  is  $422,340.49.  However,  the  actual 
site  has  not  been  selected  and  this  committee 
will  willingly  receive  any  suggestions  or  help 
from  interested  parties. 

. . . Dr.  Clowe’s  motion  to  adopt  this  portion 
of  the  report  was  unanimously  carried  . . . 

Section  169  {see  133) 

Commendation  for  State  Society’s 
Fiscal  Integrity 

Dr.  Clowe:  Your  reference  committee  re- 
ceived only  one  resolution,  65-41,  “Commenda- 
tion for  State  Society’s  Fiscal  Integrity,” 
submitted  by  the  Medical  Society  of  the  County 
of  Monroe  and  the  Seventh  District  Branch. 

We,  as  a committee,  wholeheartedly  support 
the  resolution. 

. . . Dr.  Clowe’s  motion  to  adopt  this  portion 
of  the  report  was  carried  by  acclamation  . . . 

Dr.  Clowe:  To  the  above  resolution  your 
reference  committee  would  like  to  add  their 
thanks  to  the  treasurer.  In  addition,  we  would 
like  to  thank  Eugene  S.  Dombrowski,  comp- 
troller, for  his  invaluable  aid  to  the  committee, 
and  Mrs.  Lillian  Stekas  for  her  diligent  work  in 
the  preparation  of  this  report. 

I would  also  wish  to  thank  the  members 
of  my  reference  committee  who  helped  me  so 
ably. 

. . . Dr.  Clowe’s  motion  to  adopt  the  report 
as  a whole  was  unanimously  carried  . . . 
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Report  of  Reference  Committee 
on  Reports  of  Officers  A 

. . . Speaker  Wurzbach  introduced  Robert  J. 
Collins,  M.D.,  Onondaga,  chairman,  to  give  the 
report  of  the  Reference  Committee  on  Reports 
of  Officers  A . . . 

Section  170  {see  7,  81) 

President 

Dr.  Collins:  It  has  been  a happy  task  to 
review  the  reports  of  our  president,  president- 
elect, secretary,  and  executive  vice-president. 
These  zealous,  dedicated  physicians  merit  our 
deep  appreciation  for  their  work  on  behalf  of  the 
Society.  The  year  now  successfully  completed 
is  directly  related  to  the  fine  performance  of  our 
officers. 

As  to  the  President’s  Report,  George  A. 
Burgin,  M.D.,  lists  many  areas  of  activity. 
He  is  rightfully  proud  of  the  enthusiasm  which 
the  regional  meetings  held  throughout  the 
State  have  generated  in  bringing  together  officers 
of  the  State  Society  and  various  county  rep- 
resentatives. He  notes  that  the  Communica- 
tions Division,  its  regional  representatives,  and 
the  Public  and  Professional  Relations  Com- 
mittee have  played  an  important  role  in  the 
success  of  these  meetings. 

The  monthly  newsletter,  News  of  New  York, 
has  been  expanded,  providing  better  communica- 
tion to  our  membership.  The  rebirth  of  the 
district  branches  is  encouraging  news,  and 
merits  further  assistance.  Our  president  notes 
the  continued  zeal  of  our  Committees  on  State 
and  Federal  Legislation.  Plans  are  reported  for 
a State  Congress  on  Quackery  in  April,  1965. 

The  television  series,  “Doctors  at  Work,” 
from  the  Communications  Division,  has  been 
enthusiastically  received  by  the  county  societies, 
the  public,  and  the  broadcasters. 

Dr.  Burgin  comments  wisely  on  the  considera- 
tion of  a building  for  the  headquarters  of  the 
State  Society,  and  notes  the  possible  relation- 
ship of  this  project  to  our  status  as  a tax- 
exempt  organization.  He  expresses  gratitude 
to  the  Woman’s  Auxiliary  for  their  continued 
efforts  in  our  behalf.  Note  is  made  of  the  fine 
cooperation  with  the  State  Department  of 
Health.  The  increased  needs  of  the  Physicians’ 
Home  are  again  brought  to  our  attention. 

All  members  will  join  Dr.  Burgin  in  con- 
gratulating those  responsible  for  our  new  financial 
solvency. 

Dr.  Burgin  details  in  his  supplementary  report 
the  role  of  the  State  Society  in  combating  the 
proposed  Medicare  plan  and  in  supporting  a 
voluntary  program  based  on  expanding  and 
improving  the  Kerr-Mills  and  Metcalf-Mc- 
Closkey  Laws.  The  positive  response  by 
physicians  and  the  public  to  our  information 
program  testifies  to  its  effectiveness. 

In  concluding  his  report,  our  president  thanks 
the  physicians  of  the  State,  the  headquarters 
staff,  and  the  officers  and  committees  of  the 


Society  for  their  efforts  during  his  administra- 
tion. He  mentions  Drs.  Willis  and  Fineberg  in 
particular. 

We  have  been  fortunate  in  having  as  our 
leader  this  year  a courteous,  capable,  devoted 
physician  and  gentleman,  Dr.  George  A.  Burgin. 
He  deserves  our  gratitude  for  a job  well  done. 

. .Dr.  Collins’  motion  to  adopt  this  portion 
of  the  report  was  carried  by  acclamation . . . 

Section  1 71  {see  82) 

President-Elect 

Dr.  Collins:  That  we  are  living  in  an  era  of 

social  readjustment  which  requires  physicians 
to  be  realistic  and  to  anticipate  changes  as  an 
opportunity  to  bring  higher  standards  of  health 
and  living  to  all  people,  is  the  keynote  of  the 
masterful  address  of  the  president-elect.  The 
tremendous  progress  of  research  and  the  result- 
ant increases  in  the  quality  and  cost  of  medical 
care  necessitate  comprehensive  area-wide  plan- 
ning for  health  care  by  many  disciplines.  The 
uniqueness  of  the  physician’s  position,  extend- 
ing across  many  fields,  means  that  he  must 
assume  responsible  leadership  in  community 
health  planning.  This  role  has  already  been 
assumed  in  the  area  of  hospital  utilization  and 
audit. 

Dr.  Willis  next  discusses  new  patterns  of 
reimbursement  of  some  physicians  and  advises 
acceptance  of  those  concepts  which  are  within 
the  policies  of  organized  medicine. 

The  traditional  partnership  of  the  private 
physician  and  his  colleagues  in  public  health  will 
be  continued.  A closer  liaison  with  the  State 
Hospital  Association  will  be  sought.  Qualified 
ancillary  medical  personnel  will  be  encouraged 
to  cooperate  with  the  medical  profession.  The 
close  tie  with  the  New  York  State  Nursing  Asso- 
ciation will  be  further  developed.  Expansion  of 
undergraduate  medical  education  and  the  re- 
cruitment of  talented  young  people  for  careers 
in  the  health  professions  are  cited  as  urgent 
needs. 

Dr.  Willis  believes  that  the  Federal  “Poverty 
Program”  offers  a new  challenge  to  the  pro- 
fession— to  provide  quality  health  care  to  the 
“medically  indigent.”  He  hopes  that  the 
doctor-patient  relationship  and  continuity  of 
care  can  be  re-established  for  these  neighbors. 

The  above  programs  require  vigorous  leader- 
ship by  physicians.  This  year  the  State  Society 
plans  to  promote  increased  membership  on  the 
part  of  medical  school  staff  members,  and  the 
president-elect  urges  county  societies  to  welcome 
all  qualified  doctors  of  medicine  to  full  member- 
ship in  their  organizations. 

Our  president-elect  envisions  a health  agency 
center  under  the  auspices  of  the  State  Society 
and  enumerates  the  advantages  which  could 
result  from  its  establishment. 

Tribute  is  paid  to  the  monumental  role  played 
by  the  American  Medical  Association  in  the 
total  health  complex  of  the  country. 

In  conclusion,  Dr.  Willis  praises  the  self- 
sacrificing  role  of  the  committee  members  of  our 


1548  New  York  State  Journal  of  Medicine  / June  1,  1965 


Society.  He  pledges  his  ability  and  energy  to 
the  advancement  of  quality  medical  care  for  the 
people  of  New  York  State. 

Your  reference  committee,  inspired  by  the 
breadth  and  vision  of  this  address,  foresees  an 
active,  challenging  year  for  the  Society. 

. . . Dr.  Collins’  motion  to  adopt  this  portion 
of  the  report  was  carried  by  acclamation . . . 

Section  1 72  {see  8,  75) 

Secretary 

Dr.  Collins:  The  multitudinous  responsi- 

bilities delegated  to  the  secretary  impress  your 
reference  committee.  In  his  first  year  Walter 
A.  Heldmann,  M.D.,  has  continued  the  tradition 
of  efficiency  which  has  characterized  this  office. 

The  instructions  of  the  previous  House  of 
Delegates  have  been  carried  out,  and  will  be 
reported  on  by  the  appropriate  committees. 
Minutes  of  the  proceedings  of  the  Council,  the 
Executive  Committee,  and  the  Trustees  have 
been  prepared  and  accepted. 

Nine  hundred  and  forty- two  new  members 
were  added  to  the  Society  this  year  although  the 
net  gain  is  only  one  hundred  and  two.  The 
dues  of  twenty  members  were  remitted  because 
of  financial  hardship- — suggesting  again  the 
importance  of  the  Physicians’  Home. 

The  secretary  describes  the  operation  of  the 
Physicians  Placement  Bureau.  The  need  for 
physicians  in  rural  areas  is  not  being  solved  by 
our  present  approach.  Your  reference  com- 
mittee urges  the  Society  to  restudy  this  problem 
and  explore  all  avenues  which  will  induce  young 
medical  graduates  to  locate  in  rural  areas. 

A listing  of  the  meetings  which  our  secretary 
attends  is  extensive,  including  some  new  com- 
mittees such  as  the  Ad  Hoc  Committee  to  Study 
Revision  of  the  Education  Law. 

All  routine  secretarial  duties,  including  notices 
and  correspondence,  were  attended  to  efficiently. 
Dr.  Heldmann  also  testified  to  the  energy  of  our 
executive  vice-president.  He  particularly 
thanks  Drs.  Burgin,  Willis,  and  Wheeler  for 
their  aid,  and  expresses  appreciation  to  Miss 
Dougherty  and  all  of  the  headquarters  staff. 

Our  new  secretary  has  contributed  a consci- 
entious performance.  He  certainly  deserves  our 
congratulations  and  our  appreciation. 

. . . Dr.  Collins’  motion  to  adopt  this  portion 
of  the  report  was  carried  by  acclamation . . . 

Section  173  {see  9,  70,  181 ) 

Executive  Vice-President 

Dr.  Collins:  Dr.  Fineberg  describes  his 

activities  and  those  of  his  staff  in  some  detail. 
He  notes  with  justifiable  pride  the  further 
streamlining  of  the  headquarters  organization, 
the  progress  in  the  field  service,  the  solvent 
financial  situation,  and  the  changes  in  the  Direc- 
tory. He  comments  wisely  on  the  question  of 
renting  versus  ownership,  the  follow-up  on  the 
1964  convention,  and  the  six  regional  confer- 


ences held  in  the  State.  The  list  of  activities 
for  which  he  and  his  staff  are  responsible  is 
truly  impressive. 

A new  problem,  the  details  of  which  should 
be  read  in  the  report,  concerns  the  Internal 
Revenue  Service  and  our  income  from  advertis- 
ing and  from  the  technical  exhibits  at  the  State 
convention.  Dr.  Fineberg’s  work  in  handling 
this  difficult  area  demonstrates  his  alertness  to 
problems  facing  our  Society  and  his  vision  in 
developing  negotiations  along  proper  channels. 

His  report  gives  current  details  on  the  chiro- 
practic situation  in  New  York  State.  Quackery 
is  noted  to  cost  one  billion  dollars  annually  in 
the  United  States.  The  planning  for  the  April 
Congress  on  Quackery  is  described. 

The  continuing  problem  in  regard  to  D.O.- 
M.D.  degrees  is  described.  This  is  currently 
managed  through  a Council  ruling.  Dr.  Fine- 
berg notes  a basic  conflict  between  the  State 
Society  and  the  A.M.A.  on  osteopathy. 

The  Woman’s  Auxiliary  has  completed  an 
active  year.  Their  projects  in  the  fields  of 
public  relations  and  legislation  deserve  grateful 
acknowledgment  by  this  Society. 

No  better  view  of  the  total  activity  of  the 
Society  can  be  gained  than  by  reading  in  its 
entirety  the  report  of  the  executive  vice-presi- 
dent. His  philosophy  of  keeping  the  member- 
ship fully  informed  is  acknowledged  and  appre- 
ciated. He  lists  many  important  developments 
under  “miscellaneous.”  Of  particular  interest 
are  the  A.M.A.-E.R.F.  grants  to  the  medical 
schools  in  our  State,  the  Ad  Hoc  Committee  to 
Review  the  Education  Law,  and  the  further 
development  of  the  New  York  State  Association 
of  the  Professions. 

His  supplementary  report  includes  a follow-up 
on  the  chiropractic  licensure  situation,  statistics 
showing  that  income  from  sales  of  the  Directory 
is  more  than  double  that  of  the  previous  edition, 
and  an  outline  on  disciplinary  procedures  for 
the  guidance  of  county  medical  societies  lacking 
executive  secretaries  or  legal  counsel. 

A new  table  of  organization  is  attached  to  his 
report  and  demonstrates  well  the  increased 
efficiency  at  headquarters. 

It  requires  more  than  six  thousand  words 
simply  to  list  the  meetings  and  other  engage- 
ments of  our  energetic  executive  vice-president. 
Anyone  reading  this  list  will  realize  how  far  and 
how  well  he  carries  our  banner.  His  many 
talents  are  dedicated  to  our  cause.  Our  con- 
gratulations and  our  gratitude  are  deservedly 
his. 

. . . Dr.  Collins’  motion  to  adopt  this  portion  of 
the  report  was  carried  by  acclamation.  . . 

. . .The  report  as  a whole  was  adopted  by 
acclamation.  . . 

Dr.  Collins:  This  reference  committee  was 

greatly  assisted  in  its  deliberations  by  the  dele- 
gates who  took  an  active  part  in  our  sessions. 
Your  chairman  is  grateful  to  the  members  of 
his  reference  committee,  all  of  whom  took  part 
in  preparing  this  report.  Our  final  acknowl- 
edgement is  to  our  gracious  secretary,  Miss 
Vera  Battersby. 
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Section  174  (see  91,  160,  192,  264 ) 

Introduction  of  Guest 

. . . Speaker  Wurzbach  introduced  Richard  A. 
Kern,  M.D.,  president  of  the  Pennsylvania 
Medical  Society,  who  addressed  the  House  and 
was  applauded  . . . 

Report  of  Reference  Committee 
on  Organization  and  Policies 

. . .Vice-Speaker  Babbage  introduced  Harry 
S.  Lichtman,  M.D.,  Kings,  chairman,  to  give 
the  report  of  the  Reference  Committee  on 
Organization  and  Policies . . . 

Section  1 75  (see  52) 

Planning  Committee  for  Medical  Policies 

Dr.  Lichtman:  Your  Reference  Committee 

on  Organization  and  Policies  has  reviewed  the 
annual  reports  and  resolutions  referred  to  it. 

In  his  report  of  the  Planning  Committee  for 
Medical  Policies,  Norman  S.  Moore,  M.D., 
chairman,  recommended  that  the  “House  of 
Delegates  dissolve  the  Planning  Committee  at 
its  1965  meeting.”  He  pointed  out  that  “A 
serious  review  of  why  the  Planning  Committee 
has  not  been  more  successful  over  the  years 
brings  to  light  the  fact  that  the  committee’s  role 
has  changed  and  that  no  amount  of  tinkering 
with  its  membership  is  likely  to  improve  the 
committee’s  efficiency.  The  changing  pattern 
of  thinking  at  State  Society  headquarters  now 
includes  plans  for  an  administrative  division  on 
planning  and  development  with  staff  and  finan- 
cial support  commensurate  with  the  undertaking 
involved.  This  division  could  be  of  great  serv- 
ice to  the  Society  and  could  entirely  supplant 
the  work  of  the  Planning  Committee  and  avoid 
the  cost  and  ineffectiveness  of  many  of  the  ad 
hoc  committees  appointed  each  year  to  study 
various  ideas  and  suggestions.” 

He  stated  further  that  “This  year  the  Plan- 
ning Committee  has  had  no  meetings.  Many 
long-range  projects  have  been  referred  to  other 
committees.  The  case  seems  well  established 
that  the  Planning  Committee  is  no  longer  useful 
enough  to  the  Society  to  continue  it  another 
year.” 

After  considering  these  reasons,  the  reference 
committee  supports  Dr.  Moore’s  proposal  and 
recommends  that  the  Planning  Committee  for 
Medical  Policies  be  abolished. 

. . .After  discussion,  Dr.  Lichtman’s  motion 
to  adopt  this  portion  of  the  report  was  unani- 
mously carried . . . 

Section  176  (see  53,  71) 

New  York  State  Delegation  to  the 
American  Medical  Association 

Dr.  Lichtman:  The  committee  reviewed 

the  carefully  detailed  and  extensive  reports  of 
the  New  York  State  delegation  to  the  American 
Medical  Association,  which  cover  the  meetings 
of  the  A.M.A.  in  San  Francisco  and  Miami 


Beach  and  the  special  convention  in  Chicago. 

Y our  reference  committee  wishes  to  thank  our 
delegation  to  the  American  Medical  Association 
for  “a  job  well  done.” 

. . . Dr.  Lichtman’s  motion  to  adopt  this  por- 
tion of  the  report  was  unanimously  carried . . . 

Section  177  (see  54) 

Ad  Hoc  Committee  on  Osteopathy 

Dr.  Lichtman:  The  Ad  Hoc  Committee 

on  Osteopathy  reported  that  the  following  rec- 
ommendation was  submitted  to  the  Council: 
“That  the  Constitution  and  Bylaws  of  the 
Medical  Society  of  the  State  of  New  York  be 
amended  to  the  effect  that  an  applicant  for 
active  membership  in  the  Medical  Society 
shall  have  completed  not  less  than  four  satis- 
factory courses  of  at  least  eight  months  each 
in  a medical  school  in  this  country  or  Canada 
registered  as  maintaining  at  the  time  a stand- 
ard satisfactory  to  the  Department  of  Educa- 
tion of  the  State  of  New  York  or  in  a medical 
school  in  a foreign  country  maintaining  a 
standard  not  lower  than  that  provided  for 
medical  schools  in  the  State  of  New  York. 

“It  was  further  the  opinion  of  the  com- 
mittee that  the  component  medical  societies 
of  the  State  of  New  York  be  advised  of  this 
recommendation,  and  it  be  suggested  to  them 
that  they  consider  changing  their  constitu- 
tions and  bylaws.” 

Your  reference  committee  concurs  with  this 
portion  of  the  ad  hoc  committee’s  report  and 
recommends  its  approval  by  the  House. 

. . .After  the  announcement  that  resolution 
65-66  would  implement  this  recommendation, 
Dr.  Lichtman’s  motion  to  adopt  this  portion  of 
the  report  was  unanimously  carried . . . 

Dr.  Lichtman:  The  committee  heard  con- 

siderable testimony  regarding  a shortage  of 
physicians,  particularly  in  rural  areas,  where 
osteopathic  physicians  have  helped  to  provide 
medical  care.  In  order  to  permit  ethical  asso- 
ciation between  physicians  and  osteopaths,  the 
reference  committee  is  of  the  opinion  that  resolu- 
tion 62-5  be  rescinded.  It  reads  as  follows: 

“Whereas,  The  Council  of  the  Medical 
Society  of  the  State  of  New  York  has  issued  a 
statement  on  osteopathy  in  which  the  Council 
states  that  osteopathy  in  this  State  is  no 
longer  considered  to  be  a cult  if  they  adhere 
to  the  same  scientific  principles  embraced  by 
doctors  of  medicine  and  that  doctors  of  medi- 
cine may  associate  professionally,  on  a volun- 
tary basis,  with  doctors  of  osteopathy  who 
hold  full  licenses  to  practice  medicine  and 
surgery  granted  by  the  New  York  State 
Board  of  Medical  Examiners;  and 

“Whereas,  The  House  of  Delegates  of  the 
Medical  Society  of  the  State  of  New  York,  in 
May,  1959,  passed  a resolution  protesting  the 
fact  that  the  schedule  of  fees  for  doctors  of 
medicine  in  general  practice  is  lower  than  the 
schedule  of  fees  for  osteopaths  and  requested 
the  Chairman  of  the  Workmen’s  Compensation 
Board  to  adjust  the  fees  paid  to  physicians  and 
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osteopaths  to  remove  this  basic  inequity;  and 
“Whereas,  the  latest  Workmen’s  Com- 
pensation Fee  Schedule,  dated  July  1,  1960, 
still  maintains  this  inequity  with  each  fee  for 
osteopathy  including  osteopathic  manipula- 
tion; and 

“Whereas,  ‘Osteopathic  manipulation’  is 
not  supported  by  the  scientific  principles 
embraced  by  doctors  of  medicine;  now 
therefore  be  it  hereby 

“Resolved,  That  the  House  of  Delegates  of 
the  Medical  Society  of  the  State  of  New  York 
request  that  all  inequities  in  fee  schedules 
between  osteopaths  and  doctors  of  medicine 
in  general  practice  based  on  osteopathic 
manipulation  be  abolished  immediately  before 
doctors  of  medicine  are  allowed  to  associate 
professionally  with  doctors  of  osteopathy.” 

. . .After  discussion,  Dr.  Lichtman’s  motion 
to  adopt  this  portion  of  the  report  was  carried 
by  more  than  a two-thirds  vote . . . 

Dr.  Lichtman:  We  further  suggest  to  the 

physicians  practicing  in  areas  where  there  are 
osteopaths  requesting  admission  to  hospital 
staffs  that  these  hospitals  may  change  their  by- 
laws to  admit  such  osteopaths,  providing  they 
practice  scientific  medicine  and  are  otherwise 
qualified. 

. . .After  considerable  discussion,  a substitute 
motion  for  Dr.  Lichtman’s  motion  to  adopt  this 
portion  of  the  report  was  presented  by  George 
Himler,  M.D.,  Councillor,  as  follows: 

“We  further  suggest  to  the  physicians  prac- 
ticing in  areas  where  there  are  osteopaths 
requesting  admission  to  hospital  staffs  that  if 
these  hospitals  change  their  bylaws  to  admit 
such  osteopaths,  and  if  in  the  opinion  of  the 
medical  board  they  practice  scientific  medi- 
cine and  are  otherwise  qualified,  association 
with  such  osteopaths  is  not  unethical.” 

. . . Dr.  Lichtman’s  motion  as  substituted  was 
carried.  . . 

Section  1 78  ( see  95) 

Criteria  for  D.O.  Membership  in  State  Society 

Dr.  Lichtman:  Since  resolution  65-3,  “Cri- 

teria for  D.O.  Membership  in  State  Society,” 
was  considered  together  with  the  report  of  the 
Ad  Hoc  Committee  on  Osteopathy,  your  refer- 
ence committee  recommends  that  no  action 
need  be  taken  on  this  resolution. 

. . . Dr.  Lichtman’s  motion  to  adopt  this  por- 
tion of  the  report  was  unanimously  carried . . . 

Section  1 79  ( see  56,  66) 

Student  American  Medical  Association  Chapters 

Dr.  Lichtman:  Three  reports  from  Student 

A.M.A.  Chapters  were  submitted — Albert  Ein- 
stein College  of  Medicine,  State  University  of 
New  York  at  Buffalo  School  of  Medicine,  and 
State  University  of  New  York  Upstate  Medical 
Center  at  Syracuse.  It  is  encouraging  to  note 
the  interest  these  young  people  have  shown  in 
the  activities  of  organized  medicine.  The 
advisers  to  these  S. A.M.A.  chapters  are  to  be 


commended  for  taking  time  out  of  their  busy 
schedules  to  assist  these  students  in  their  affairs. 

. . . Dr.  Lichtman’s  motion  to  adopt  this  por- 
tion of  the  report  was  carried . . . 

Section  180  {see  55) 

Constitution  and  Bylaws 

Dr.  Lichtman:  The  report  of  the  Council 

Committee  on  Constitution  and  Bylaws,  which 
reviews  changes  in  bylaws  of  county  medical 
societies,  was  accepted  as  submitted. 

Your  reference  committee  wishes  to  commend 
the  members  of  this  committee  for  its  excellent 
work  and  expedient  handling  of  these  matters. 

. . . Dr.  Lichtman’s  motion  to  adopt  this  por- 
tion of  the  report  was  unanimously  carried . . . 

Section  181  {see  9) 

New  York  State  Association  of  Professions 

Dr.  Lichtman:  Henry  I.  Fineberg,  M.D., 

delegate  to  the  New  York  State  Association  of 
Professions,  in  the  Report  of  the  Executive 
Vice-President,  summarized  the  progress  being 
made  by  this  new  organization. 

We  note  that  the  certified  public  accountants 
have  joined  the  association,  and  that  the  cam- 
paign to  enlist  new  members  is  still  being  con- 
ducted. 

We  concur  wholeheartedly  with  Dr.  Fineberg 
that  NYSAP  has  a great  potential  and  should  be 
supported  by  members  of  the  seven  “learned 
professions”  involved. 

. . .After  discussion,  Dr.  Lichtman’s  motion 
to  adopt  this  portion  of  the  report  was  carried . . . 

Section  182  {see  97) 

Rule  Concerning  Referral  to  Council  of 
Reference  Committee  Reports 

Dr.  Lichtman:  Resolution  65-5,  “Rule 

Concerning  Referral  to  Council  of  Reference 
Committee  Reports”:  It  was  the  feeling  of  the 

reference  committee  that  this  resolution  is  not 
practical  and,  furthermore,  is  not  in  accordance 
with  parliamentary  procedure,  as  outlined  in 
Robert’s  Rules  of  Order.  Therefore,  we  recom- 
mend its  disapproval. 

. . .After  discussion,  Dr.  Lichtman’s  motion 
to  adopt  this  portion  of  the  report  was  carried . . . 

Section  183  {see  131) 

Establishment  of  State  Society  Section  on 
Plastic  and  Reconstructive  Surgery 

Dr.  Lichtman:  Resolution  65-39:  “Estab- 

lishment of  State  Society  Section  on  Plastic  and 
Reconstructive  Surgery”:  It  was  the  opinion 

of  the  reference  committee  that  establishment 
of  such  a section  would  be  a worthy  addition  to 
the  State  Society  and  that  the  Society  would 
benefit  by  this  increase  in  its  ranks. 

Your  reference  committee  recommends  that 
this  resolution  be  approved. 

. . . After  discussion,  Dr.  Lichtman’s  motion  to 
adopt  this  portion  of  the  report  was  carried 
Dr.  Lichtman:  Acknowledgments:  Your 

reference  committee  wishes  to  thank  all  the 
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delegates  who  appeared  at  its  deliberations, 
participated  in  the  discussions,  and  helped 
crystallize  its  thinking,  particularly  Drs. 
Frederick  Wurzbach,  Jr.,  Norman  S.  Moore, 
Henry  I.  Fineberg,  Marcus  Weiner,  and  Charles 
Mangi. 

The  chairman  of  your  reference  committee 
wishes  to  express  his  appreciation  for  the  aid 
received  from  the  members  of  our  committee. 
He  is  especially  grateful  to  Mrs.  Roslyn 
Schmetterling  for  her  able  assistance  this  year, 
as  has  been  her  custom  in  previous  years. 

. . . Dr.  Lichtman’s  motion  to  adopt  the  report 
as  a whole  as  amended  was  unanimously 
carried.  . . 

Report  of  Reference  Committee 
on  Miscellaneous  Business 

. . .Vice-Speaker  Babbage  introduced  Ezra 
A.  Wolff,  M.D.,  Queens,  chairman,  to  give  the 
report  of  the  Reference  Committee  on  Miscel- 
laneous Business . . . 

Section  184  ( see  57) 

Nursing  Education 

Dr.  Wolff:  This  reference  committee  con- 

sidered the  reports  and  resolutions  referred  to  it 
and  presents,  with  respect  to  them,  the  following 
comments  and  recommendations. 

Report  of  the  Council  Committee  on  Nursing 
Education:  There  was  agreement  between  the 

Council  committee  and  the  Nursing  Association 
representatives  that  continuing  joint  study  and 
collaborative  effort  would  best  serve  the  inter- 
ests of  the  public  and  both  professional  groups. 
While  it  was  felt  that  a joint  statement  of  guide- 
lines for  interprofessional  relationship  might 
well  be  promulgated  by  both  State  organiza- 
tions, it  was  agreed  that  the  ultimate  decision  as 
to  the  specific  respective  responsibility  of  doctor 
and  nurse  in  certain  hospital  procedures  should 
reside  with  the  hospital  or  agency  concerned. 
The  reference  committee  is  in  agreement  with 
this  philosophy. 

. . . Dr.  Wolff’s  motion  to  adopt  this  portion 
of  the  report  was  unanimously  carried . . . 

Dr.  Wolff:  The  Council  committee  voted 

“ . . . until  a physician  can  take  over,  a registered 
professional  nurse,  properly  trained  in  this 
procedure,  should  institute  and  carry  out  closed 
chest  cardiac  massage,  which  is  primarily  a 
medical  procedure.” 

The  reference  committee  feels  that,  since 
external  cardiac  massage  is  an  emergency  and 
potentially  lifesaving  procedure,  every  effort 
should  be  made  to  extend  education  in  its  use  to 
the  lay  public,  so  that  its  benefits  may  be 
realized  in  the  absence  or  unavailability  of 
trained  professional  personnel. 

It  was  also  suggested  by  the  committee,  with 
concurrence  of  the  nursing  representatives,  that 
strictly  specified  rules  be  set  forth  with  respect 
to  administration  of  experimental  drugs  by 
nurses.  The  reference  committee  agrees. 

Other  items  of  informational  nature  included 


in  the  report  suggest  that  the  work  of  the  c o 
mittee  is  achieving  desirable  results  and  de- 
serves the  commendation  of  this  House. 

. . .Dr.  Wolff’s  motion  to  adopt  this  portion 
of  the  report  was  unanimously  carried . . . 

Section  185  (see  58) 

Medicine  and  Religion 

Dr.  Wolff:  Report  of  the  Council  Com- 
mittee on  Medicine  and  Religion:  This  is  a 

progress  report  on  the  activities  of  this  group, 
which,  as  yet,  are  somewhat  limited  but  promise 
to  be  expanded  in  what  may  become  a most 
useful  adjunctive  approach  to  the  total  care  of 
the  patient. 

The  death  during  the  year  of  William  T. 
Boland,  M.D.,  chairman  of  the  committee  since 
its  inception,  has  deprived  the  movement  of  a 
major  inspirational  leader,  who  was  vitally  and 
enthusiastically  interested  in  its  potential.  He 
will  be  sorely  missed. 

. . . Dr.  Wolff’s  motion  to  adopt  this  portion  of 
the  report  was  unanimously  carried.  . . 

Section  186  (see  59) 

Disaster  Medical  Care 

Dr.  Wolff:  Report  of  the  Special  Com- 
mittee on  Disaster  Medical  Care:  This  com- 

mittee has  continued  to  develop  a program  for 
use  in  the  event  of  major  disaster  and  outlines 
plans  for  evaluation,  during  1965,  of  activity  at 
the  county  level.  The  report  is  essentially 
informational. 

It  was  brought  to  the  notice  of  the  reference 
committee  that  a full-page  feature  article  on 
civil  defense,  replete  with  factual  and  practical 
information,  appeared  in  the  New  York  Herald 
Tribune  for  Sunday,  February  14,  1965.  We 
recommend  that  it  be  read  by  all. 

. . . Dr.  Wolff’s  motion  to  adopt  this  portion  of 
the  report  was  unanimously  carried . . . 

Section  187  (see  60) 

Liaison  with  N.A.S.A. 

Dr.  Wolff:  Liaison  Committee  with 

N.A.S.A.:  This  is  a short  exposition  of  the 

present  scope  and  future  projection  of  the  activ- 
ities of  this  committee,  which  should  expand  as 
this  fascinating  field  of  future  knowledge  un- 
folds. 

. . . Dr.  Wolff’s  motion  to  adopt  this  portion  of 
the  report  was  unanimously  carried . . . 

Section  188  (see  138) 

Study  of  Nursing  Shortage 

Dr.  Wolff:  Resolution  65-46,  “Study  of 

Nursing  Shortage”:  This  resolution  would 

direct  that  the  Council  Committee  on  Nursing 
Education  study  and  evaluate  the  program  for 
relieving  the  nurse  shortage  which  has  been 
undertaken  by  the  Vermont  State  Medical 
Society  with  some  degree  of  success. 

The  reference  committee  agrees  with  the 
objectives  of  the  resolution  and  recommends 
approval. 
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. . . Dr.  Wolff’s  motion  to  adopt  this  portion  of 
the  report  was  unanimously  carried . . . 

Section  189  ( see  139) 

Need  for  College  Training  of  Medical 
Technologists  or  Doctors’  Aides 

Dr.  Wolff:  Resolution  65-139,  “Need  for 

College  Training  of  Medical  Technologists  or 
Doctors’  Aides”:  This  resolution  points  up  a 

lack  of  training  facilities  for  technical  personnel 
in  the  operation  of  some  of  the  complex  equip- 
ment now  in  use  in  emergency  and  recovery 
rooms  and  intensive  care  units,  and  suggests  a 
study  in  conjunction  with  the  Hospital  Asso- 
ciation and  State  Regents  in  an  effort  to  remedy 
the  situation. 

The  reference  committee  feels  that  this  is  an 
important  field  and  is  worthy  of  the  study  rec- 
ommended. 

. . .After  discussion,  Dr.  Wolff’s  motion  to 
adopt  this  portion  of  the  report  was  unani- 
mously carried . . . 

Section  190  ( see  156) 

Project  Hope 

Dr.  Wolff:  Resolution  65-64  concerns 

Project  Hope.  This  resolution  is  in  furtherance 
of  previously  expressed  approval  of  this  House 
of  Delegates.  Project  Hope  is  high  on  the  list 
of  activities  supported  by  the  Woman’s  Auxil- 
iary and  the  New  York  Medical  Assistants 
Association.  The  reference  committee  is  in 
favor  of  the  resolution  and  recommends  its 
adoption. 

. . . Dr.  Wolff’s  motion  to  adopt  this  portion  of 
the  report  was  unanimously  carried . . . 

Section  191  ( see  128 , 144) 

Passing  of  Charles  F.  McCarty,  M.D. 

Dr.  Wolff:  Resolutions  65-36  and  65-52: 

These  are  memorial  resolutions  concerning  the 
passing  of  Charles  F.  McCarty,  M.D.  The 
reference  committee,  and  particularly  its  chair- 
man, felt  that  resolutions,  being  somewhat 
formal  and  cold,  would  be  out  of  character  in  the 
case  of  such  a vibrant,  informal,  and  lovable 
individual,  and  asks  that  the  House  adopt  the 
following.  It  is  titled : 

Charles  F.  McCarty,  M.D. 

1890-1965 

Charlie  McCarty  was  a long-time  member 
of  this  House  of  Delegates,  who  carried  out 
his  functions  diligently,  unobtrusively,  and 
well.  His  passing,  even  though  he  had  sur- 
passed the  allotted  Biblical  span  of  three  score 
and  ten,  still  comes  as  a distinct  shock,  and 
will  leave  a gaping  void  in  our  annual  delib- 
erations. He  had  come  to  be  an  integral  part 
of  this  body,  even  as  he  had  long  been  the 
essential  soul  and  spirit  of  his  county  society 
and  of  the  Coordinating  Council  of  the  First 
District  Branch. 

Unassuming,  gentlemanly,  forthright,  with- 
out guile,  he  was,  almost  literally,  a close 


friend  of  everyone  he  knew,  and  his  ac- 
quaintances were  numberless. 

A warm  human  being,  a dedicated  husband 
and  father,  a doctor  in  the  broadest  connota- 
tions of  the  word,  a man  devoted  to  his  religion 
and  fully  understanding  and  respectful  of  that 
of  others,  we  commend  him  to  his  Maker  with 
the  thanks  of  those  of  us  who  were  privileged 
to  know  him. 

. . . Dr.  Wolff’s  motion  that  this  portion  of  the 
report  be  adopted,  and  that  a copy  of  it  be 
transmitted  to  Dr.  McCarty’s  family,  was 
carried.  . . 

Dr.  Wolff:  Your  chairman  would  like  to 

thank  the  members  of  his  reference  committee, 
as  well  as  Miss  Jean  MacDonald,  secretary,  for 
their  excellent  cooperation. 

. . . Dr.  Wolff’s  motion  to  adopt  the  report  as 
a whole  as  amended  was  unanimously  carried . . . 

Section  192  (see  91,  160,  174,  264) 

Introduction  of  Guest 

. . .Speaker  Wurzbach  introduced  Charles 
H.  Calvin,  M.D.,  president  of  the  Medical 
Society  of  New  Jersey,  who  addressed  the  House 
and  was  applauded . . . 

Report  of  Reference  Committee 
on  Scientific  Activities  and 
Publications  A 

. . .Speaker  Wurzbach  introduced  James  Q. 
Haralambie,  M.D.,  Westchester,  chairman,  to 
give  the  report  of  the  Reference  Committee  on 
Scientific  Activities  and  Publications  A.  . . 

Section  193  (see  24,  69) 

Public  Health  and  Education 

Dr.  Haralambie:  As  to  the  Public  Health 

and  Education  Committee  report,  this  reference 
committee  takes  note  of  the  excellent  coordina- 
tion achieved  by  the  Committee  on  Public 
Health  and  Education  under  the  able  chairman- 
ship of  James  Greenough,  M.D.  It  approves  of 
the  plans  for  a joint  project  of  the  Medical 
Society  of  the  State  of  New  York  and  the  New 
York  State  Department  of  Health  for  continued 
refresher  courses  and  the  more  advanced  pro- 
grams in  heart-lung  resuscitation,  the  training 
of  physicians  of  upstate  New  York  in  proctos- 
copy, the  development  of  a methodology  in 
medical  audits,  and  the  plan  for  a general  session 
on  “Stroke”  at  this  annual  meeting  of  our  State 
Society. 

We  are  pleased  to  note  the  success  of  the 
second  Symposium  on  Forensic  Medicine  under 
the  able  direction  of  Milton  Helpern,  M.D., 
chief  medical  examiner  of  New  York  City.  We 
wish  also  to  commend  this  committee  for  its 
efforts  in  arranging  training  programs  for  some 
24  groups  under  the  joint  postgraduate  educa- 
tion project. 

We  also  note  the  efforts  of  the  Public  Health 
and  Education  Committee  in  organizing  district- 
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wide  committees  to  carry  on  programs  on  cancer 
and  diabetes  detection.  It  has  been  reported 
that  the  Fifth  and  Sixth  District  Branches 
are  in  the  process  of  forming  district-wide 
grievance  committees. 

The  supplementary  report  by  the  Council 
Committee  on  Public  Health  and  Education 
pertaining  to  resolution  64-39,  “Establishment 
of  Multicounty  Districts  for  State  Health  Plan- 
ning”; resolution  64-28,  “Mental  Hygiene 
Fee  Schedule”;  resolution  64-26,  “Specialist 
Roster  of  New  York  State  Department  of 
Health”;  and  resolution  64-60,  “Smoking  and 
the  Adolescent,”  have  been  studied,  discussed, 
and  approved. 

. . . Dr.  Haralambie’s  motion  to  adopt  this 
portion  of  the  report  was  unanimously 
carried  . . . 

Section  194  {see  61) 

Accident  Prevention 

Dr.  Haralambie:  The  reference  committee 

notes  the  efforts  of  the  Subcommittee  on  Acci- 
dent Prevention  in  reviewing  the  various  meas- 
ures submitted  to  the  State  Legislature  con- 
cerning medical  aspects  of  traffic  safety.  The 
comments  and  opinions  on  the  feasibility  of  the 
various  measures  were  solicited  from  the  appro- 
priate consultants  of  the  subcommittee  and  will 
be  helpful  in  our  understanding  of  the  signifi- 
cance of  these  measures. 

Further  recommendations  on  the  medical 
limitations  in  driver  licensure  will  be  aided  by 
the  work  of  this  subcommittee. 

. . . Dr.  Haralambie’s  motion  to  adopt  this 
portion  of  the  report  was  unanimously  car- 
ried. . . 

Section  195  {see  25) 

Addiction  to  Alcohol  and  Narcotics 

Dr.  Haralambie:  Your  reference  com- 

mittee supports  the  efforts  of  the  Subcommittee 
on  Addiction  to  Alcohol  and  Narcotics  in  start- 
ing a program  in  New  York  City  under  the  direc- 
tion of  two  of  its  members  to  teach  physicians 
methods  of  caring  for  narcotic  addicts  without 
the  use  of  narcotic  drugs.  The  continued  rise 
of  narcotics  addiction  in  New  York  City  makes 
such  a program  of  cardinal  importance  to  every 
physician  who  must  treat  these  unfortunate 
victims.  We  also  approve  of  their  plans  for 
improving  the  health  teaching  in  the  schools  of 
New  York  State  concerning  the  dangers  of 
addiction  to  alcohol  and  narcotics. 

. . . Dr.  Haralambie’s  motion  to  adopt  this 
portion  of  the  report  was  unanimously  car- 
ried. . . 

Section  196  {see  62) 

Aging  and  Nursing  Homes 

Dr.  Haralambie:  This  reference  committee 
notes  that  the  recommendations  of  the  Sub- 
committee on  Aging  and  Nursing  Homes  favored 
Plan  II  for  accreditation  of  nursing  homes  by  the 
New  York  State  Department  of  Social  Welfare. 


In  this  plan  the  Medical  Society  of  the  State 
of  New  York,  the  New  York  State  Department 
of  Health,  the  New  York  State  Hospital  As- 
sociation, and  the  New  York  Nursing  Home 
Association  would  participate  in  determining 
the  standards  of  such  nursing  homes. 

. . . Dr.  Haralambie’s  motion  to  adopt  this 
portion  of  the  report  was  unanimously  car- 
ried . . . 

Section  197  {see  26) 

Cancer 

Dr.  Haralambie:  We  support  the  efforts 

of  this  Subcommittee  on  Cancer  in  coordinating 
the  work  of  the  several  organizations  which  are 
closely  related  to  the  cancer  programs  and  es- 
pecially their  efforts  to  bring  the  cancer  control 
program  down  to  a local  level  of  action.  The 
establishment  of  district  cancer  control  com- 
mittees in  the  various  districts  of  New  York 
State  should  aid  in  achieving  a closer  under- 
standing of  the  problems  at  the  grass  roots  level. 

With  reference  to  item  6.  of  this  report,  there 
was  much  discussion  on  the  question  whether 
or  not  cytology  studies  should  be  done  on  a free 
basis.  There  was  considerable  opposition  to 
the  unrestricted  use  of  free  cytologic  examina- 
tions and  it  was  agreed  that  it  should  be  limited 
to  cases  of  financial  need. 

. . . Dr.  Haralambie’s  motion  to  adopt  this 
portion  of  the  report  was  unanimously  car- 
ried . . . 

Section  198  {see  27) 

Chronic  Pulmonary  Disease 

Dr.  Haralambie:  The  reference  committee 
notes  with  appreciation  the  considerable  amount 
of  time  which  this  Subcommittee  on  Chronic 
Pulmonary  Disease  has  spent  in  meeting  with 
other  interested  organizations.  This  close  liai- 
son will  serve  not  only  to  keep  us  well  informed, 
but  it  will  also  help  to  achieve  a solution  to  the 
difficult  problem  of  the  hospitalization  of  the 
recalcitrant,  contagious,  tuberculosis  patient 
and  its  many  legal  problems. 

This  committee  feels  that  the  provisions  for 
the  care  of  the  chronic,  nontuberculous,  pul- 
monary patient  should  be  equal  to  that  given  to 
the  patient  suffering  from  tuberculosis. 

. . . Dr.  Haralambie’s  motion  to  adopt  this 
portion  of  the  report  was  unanimously  car- 
ried . . . 

Section  199  {see  28) 

Continuing  (Postgraduate)  Education 

Dr.  Haralambie:  The  excellent  report  of 

this  very  important  Subcommittee  on  Contin- 
uing (Postgraduate)  Education  has  been  noted 
with  great  interest.  We  heartily  approve 
the  long-awaited  change  in  the  method  of  teach- 
ing which  is  now  directed  away  from  the  didactic 
approach  toward  one  in  which  there  is  a greater 
student  participation.  The  increasing  com- 
plexities in  medicine  make  it  imperative  that  the 
postgraduate  teaching  session  provide  a closer 
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relation  between  the  student  and  teacher  than 
has  been  the  case  in  the  past.  The  subcom- 
mittee’s efforts  to  improve  the  quality  of  post- 
graduate education  have  our  full  support  and 
blessing. 

The  report  pertaining  to  the  accreditation  of 
continuing  medical  education  programs  by  the 
American  Medical  Association  outlines  suc- 
cinctly the  many  problems  inherent  in  any 
attempt  to  extend  its  authority  into  the  area 
of  accreditation  of  the  physician  student.  One 
of  the  great  challenges  lies  in  the  area  of  making 
postgraduate  courses  sufficiently  attractive  and 
worth  while  so  that  the  considerable  segment 
of  physicians  who  as  a rule  do  not  take  post- 
graduate courses  will  do  so  voluntarily.  This 
reference  committee  has  taken  note  of  the  fact 
that  resolution  64-44,  pertaining  to  the  up- 
dating of  medical  education  for  all  doctors, 
which  was  passed  by  the  House  of  Delegates 
in  1964,  has  been  tabled  by  the  Subcommittee 
on  Continuing  (Postgraduate)  Education  for 
further  study.  It  is  hoped  that  this  resolution 
will  be  considered  at  an  early  date  for  implemen- 
tation. 

. . .Dr.  Haralambie’s  motion  to  adopt  this 
portion  of  the  report  was  unanimously  car- 
ried . . . 

Section  200  (63) 

Diabetes 

Dr.  Haralambie:  This  reference  committee 
heartily  approves  the  fostering  of  interest 
in  the  various  county  medical  societies  in 
diabetes  detection  and  control,  and  approves  the 
program  of  the  Subcommittee  on  Diabetes  of  pro- 
fessional education  in  the  current  understanding 
and  treatment  of  diabetes. 

. . Dr.  Haralambie’s  motion  to  adopt  this 
portion  of  the  report  was  unanimously  car- 
ried . . . 

Section  201  (see  64) 

Film  Review 

Dr.  Haralambie:  This  Subcommittee  on 

Film  Review  has  helped  to  review  some  219  new 
films  and  has  approved  114  of  these,  which  were 
added  to  the  Department’s  film  library.  We 
note  with  pleasure  the  continued  increase  in  the 
use  of  these  films  by  the  medical  staffs  of  hos- 
pitals and  medical  schools  as  well  as  by  private 
physicians,  nursing  schools,  and  others. 

. . .Dr.  Haralambie’s  motion  to  adopt  this 
portion  of  the  report  was  unanimously  car- 
ried . . . 

Section  202  (see  30) 

Glaucoma  and  Other  Diseases  of  the  Eye 

Dr.  Haralambie:  We  have  read  with  inter- 

est the  report  of  the  Subcommittee  on  Glaucoma 
and  Other  Diseases  of  the  Eye  and  we  are  in 
agreement  with  the  recommendations  made  by 
this  committee.  We  trust  that  these  recom- 
mendations will  be  accepted  by  the  Department 
of  Motor  Vehicles. 

. . . Dr.  Haralambie’s  motion  to  adopt  this 


portion  of  the  report  was  unanimously  car- 
ried . . . 

Section  203  (see  35) 

Health  Aspects  of  Ionizing  Radiation 

Dr.  Haralambie:  In  reviewing  the  work  of 

this  Subcommittee  on  Health  Aspects  of  Ioniz- 
ing Radiation  we  wish  to  commend  its  members 
for  their  readiness  as  a teaching  team  to  present 
programs  which  would  bring  hospital  staffs  up 
to  date  on  the  problems  of  radiation.  We 
regret  that  some  of  the  proprietary  hospitals  in 
the  Greater  New  York  area  have  not  availed 
themselves  of  this  offer.  We  note  the  recom- 
mendation of  this  subcommittee  that  in  the 
future  the  Subcommittee  on  Cancer  be  made 
much  broader  in  its  representation  of  other 
specialties  concerned  with  the  care  of  the  cancer 
patient  and  that  it  include  the  surgeon,  the 
oncologist,  the  radiation  therapist,  the  chemo- 
therapist,  and  the  hematologist.  It  is  suggested 
that  this  same  recommendation  be  made  to  the 
director  of  the  New  York  State  Health  Depart- 
ment’s Bureau  of  Cancer  Control.  This  sub- 
committee considered  the  “Principles  for  the 
Establishment  of  Radiation  Therapy  Services 
in  Hospitals”  suggested  by  the  Hospital  Review 
and  Planning  Council  of  Southern  New  York 
and  reported  its  opposition  to  such  regulations 
at  a meeting  of  the  State  Society’s  Committee 
on  Hospital  and  Professional  Relations. 

. . . Dr.  Haralambie’s  motion  to  adopt  this 
portion  of  the  report  was  unanimously  car- 
ried. . . 

Section  204  (see  29,  65) 

Heart  Disease 

Dr.  Haralambie:  It  is  with  deep  regret 

that  we  have  learned  of  the  death,  on  October  1, 
1964,  of  John  J.  Finigan,  M.D.,  a member  of  the 
Subcommittee  on  Heart  Disease. 

We  note  this  subcommittee’s  work  in  arrang- 
ing the  program  on  stroke  for  the  State  Society’s 
annual  meeting.  We  are  pleased  that  as  of 
July,  1964,  6,000  physicians  and  approximately 
2,000  other  personnel  have  been  trained  in 
cardiopulmonary  resuscitation  under  the  joint 
program  of  the  New  York  State  Department  of 
Health  and  the  State  Medical  Society. 

Your  reference  committee  looks  with  in- 
terest on  the  proposed  questionnaire  now  in  use 
by  Nassau  County  in  connection  with  the  study 
of  the  cardiovascular  patient.  The  discussion 
indicated  that  this  project  has  many  valuable 
attributes  which  could  be  applied  in  the  study 
of  such  patients. 

. . .Dr.  Haralambie’s  motion  to  adopt  this 
portion  of  the  report  was  unanimously  car- 
ried . . . 

Section  205  (see  31) 

Maternal  and  Child  Welfare 

Dr.  Haralambie:  The  work  of  this  Sub- 

committee on  Maternal  and  Child  Welfare  in 
processing  the  case  reports  of  official  maternal 
mortalities  and  other  deaths  associated  with 


June  1,  1965  / New  York  State  Journal  of  Medicine  1555 


pregnancies  has  been  accomplished  with  the 
cooperation  of  the  regional  consultants.  This 
and  other  studies  pertaining  to  maternal  and 
infant  mortality  have  served  as  a check  on  the 
accuracy  of  the  coding  of  such  deaths. 

. . . Dr.  Haralambie’s  motion  to  adopt  this 
portion  of  the  report  was  unanimously  car- 
ried . . . 

Section  206  { see  32) 

Mental  Hygiene 

Dr.  Haralambie:  This  reference  committee 
notes  with  regret  that  C.  Douglas  Darling,  M.- 
D.,  is  planning  to  retire  from  the  chairmanship 
of  this  Subcommittee  on  Mental  Hygiene  due 
to  the  pressure  of  other  duties.  We  commend 
him  for  the  outstanding  contributions  he  has 
made.  We  await  the  report  of  his  subcommittee 
on  the  “Mentally  111  Aged”  as  well  as  the  final 
report  of  the  entire  subcommittee  which  will 
be  ready  for  the  Surgeon  General  in  July,  1965. 

Dr.  Darling  and  Dr.  Matthew  Brody  rep- 
resented the  Medical  Society  of  the  State  of 
New  York  at  the  Second  National  Congress  on 
Mental  Health,  which  was  sponsored  by  the 
A.M.A.  and  the  American  Psychiatric  Associa- 
tion. We  are  sure  that  these  men  have  brought 
back  many  ideas  which  will  be  of  value  to  the 
State  Plans  for  Planning  Committee. 

. . . Dr.  Haralambie’s  motion  to  adopt  this 
portion  of  the  report  was  unanimously  car- 
ried . . . 

Section  207  ( see  36) 

Operating  Room  Mortality 

Dr.  Haralambie:  Subcommittee  on  Operat- 
ing Room  Mortality:  Unless  legislation  is 

passed  in  New  York  State  to  provide  compulsory 
reporting  of  all  cases  of  operating  room  mortality 
in  upstate  New  York,  very  little  can  be  accom- 
plished in  the  study  of  this  problem.  We  should 
direct  our  efforts  toward  the  enactment  of  such 
legislation. 

. . . Dr.  Haralambie’s  motion  to  adopt  this 
portion  of  the  report  was  unanimously  car- 
ried . . . 

Section  208  ( see  33) 

Physical  Medicine  and  Rehabilitation 

Dr.  Haralambie:  This  reference  committee 
notes  the  assistance  of  this  Subcommittee  on 
Physical  Medicine  and  Rehabilitation  in  arrang- 
ing the  stroke  program  at  the  State  Society’s 
annual  meeting. 

. . . Dr.  Haralambie’s  motion  to  adopt  this 
portion  of  the  report  was  unanimously  car- 
ried . . . 

Section  209  { see  34) 

Youth  Health  and  Physical  Fitness 

Dr.  Haralambie:  We  note  the  concern  of  the 
Subcommittee  on  Youth  Health  and  Physical 
Fitness  over  an  adequate  health  education 
program  in  which  such  subjects  as  tobacco, 
alcohol,  narcotics,  illegitimacy  could  be  covered, 


and  support  their  efforts  in  this  direction. 

We  heartily  approve  of  the  recommendation 
of  this  subcommittee  made  to  the  Department 
of  Education  of  New  York  State  that  the 
equivalency  rule  with  regard  to  courses  in  health 
be  abrogated,  and  that  all  students  be  required 
to  take  such  a course  with  an  examination  in 
order  to  qualify  for  a Regents’  certificate. 

. . . Dr.  Haralambie’s  motion  to  adopt  this 
portion  of  the  report  was  unanimously  car- 
ried . . . 

Section  210  {see  101, 107) 

Formation  of  American  Board  of  Family  Practice 

Dr.  Haralambie:  Resolutions  65-9  and 

65-15,  “Formation  of  American  Board  of  Family 
Practice,”  are  identical  resolutions. 

This  resolution  has  been  accepted  by  the 
New  York  State  Academy  of  General  Practice 
and  your  reference  committee  recommends  ap- 
proval. 

. . . Dr.  Haralambie’s  motion  to  adopt  this 
portion  of  the  report  was  unanimously  car- 
ried . . . 

Section  211  {see  106, 124) 

Change  in  Policy  Governing  New  York  State 
Health  Department’s  Medical  Rehabilitation 
Program 

Dr.  Haralambie:  Resolution 65-14,  “Change 
in  Policy  Governing  New  York  State  Health 
Department’s  Medical  Rehabilitation  Program,” 
and  resolution  65-32,  “Change  in  Policy  Govern- 
ing New  York  State  Health  Department’s 
Program  for  Physically  Handicapped  Children,” 
are  concerned  with  the  same  basic  problem 
relating  to  the  New  York  State  Medical  Reha- 
bilitation Program  and  the  limitations  imposed 
on  participating  physicians  concerned  with  the 
care  of  chronically  ill  patients.  After  hearing 
a great  deal  of  discussion,  your  reference  com- 
mittee voted  to  recommend  approval  of  both 
of  these  resolutions. 

. . . Dr.  Haralambie’s  motion  to  adopt  this 
portion  of  the  report  was  unanimously  car- 
ried . . . 

Section  212  {see  114) 

Use  of  Death  Certificate  Information 
for  Statistical  Purposes 

Dr.  Haralambie:  Resolution  65-22,  “Use  of 
Death  Certificate  Information  for  Statistical 
Purposes”:  Your  reference  committee  recom- 

mends approval  in  principle  of  this  resolution 
and  suggests  that  it  be  referred  to  the  Council 
for  implementation. 

. . . Dr.  Haralambie’s  motion  to  adopt  this 
portion  of  the  report  was  unanimously  car- 
ried . . . 

Section  213  {see  115) 

Revision  of  Format  of  Death  Certificate 

Dr.  Haralambie:  Resolution  65-23,  “Revi- 
sion of  Format  of  Death  Certificate”:  Your 
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reference  committee  recommends  approval  in 
principle  and  refers  this  resolution  to  the  Council 
for  implementation. 

. Dr.  Haralambie’s  motion  to  adopt  this 
portion  of  this  report  was  unanimously  car- 
ried . . . 

Section  214  {see  117) 

Appointment  of  Advisory  Groups  to  Federal 
Medical  Care  Treatment  Programs 

Dr.  Haralambie:  Resolution  65-25,  “Ap- 
pointment of  Advisory  Groups  to  Federal 
Medical  Care  Treatment  Programs”:  After 

consultation  with  the  sponsor  of  this  resolution 
this  reference  committee  recommends  that  this 
resolution  be  approved  with  the  following 
amendment:  Where  the  original  resolution  reads 
“Federal”  it  now  reads  “Federal  or  State,” 
so  that  it  will  read  as  follows: 

Resolved,  That,  in  order  to  be  sure  that  the 
Federal  or  State  medical  care  treatment  pro- 
grams evolved  and  the  line  of  study  of  basic 
diseases  fit  the  needs  of  the  community  closely, 
the  Medical  Society  of  the  State  of  New  York 
recommend  (1)  that  the  health  officers  be 
required  to  seek  advice  and  guidance  of  a 
committee  of  physicians  representing  the 
medical  practice  in  the  community;  (2)  that 
such  committees  of  physicians  be  made  up  of 
the  types  and  numbers  of  medical  practition- 
ers whom  the  health  officer  deems  desirable 
to  advise  him  about  the  problems  under 
consideration;  (3)  that  once  the  makeup  of 
the  committee  is  determined,  the  medical 
society  be  requested  to  select,  from  among 
the  designated  specialties,  physicians  of  good 
standing  and  known  clinical  ability  in  the 
community  to  help  the  health  officer  seek 
standards  of  care  which  would  coordinate  the 
clinical  aspects  of  the  disease  with  the  patterns 
in  the  community.  We  believe  that  this 
would  prevent  the  improper  utilization  of 
such  programs  and  promote  their  widest 
usefulness  to  the  citizens  to  be  served  by  such 
technical,  scientific  programs;  and  be  it 
further 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  recommend  that  such 
advisory  groups  be  written  into  any  law  seek- 
ing to  use  Federal  or  State  funds  to  set  up 
medical  center  programs  for  specific  diseases 
in  community  settings;  and  be  it  further 

Resolved,  That  the  delegates  from  the 
Medical  Society  of  the  State  of  New  York  to 
the  American  Medical  Association  present  a 
similar  resolution,  for  the  Federal  or  State 
governments,  to  the  American  Medical 
Association  House  of  Delegates;  and  be  it 
further 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  inform  the  Federal  and 
State  legislators  of  this  action  and  request 
their  cooperation  in  the  implementation  of 
the  intent  of  this  resolution. 

. . . Dr.  Haralambie’s  motion  to  adopt  this 
portion  of  the  report  was  unanimously  car- 
ried . . . 


Section  215  {see  119, 135 ) 

Policy  Statement  on  Narcotics  Addiction 

Dr.  Haralambie:  Resolution  65-27,  “Policy 
Statement  on  Narcotics  Addiction”:  Consider- 
able time  was  alloted  to  the  consideration  of 
this  comprehensive  and  excellent  report  on  the 
policy  position  of  the  Medical  Society  of  the 
County  of  New  York  pertaining  to  narcotics 
addiction.  There  was  unanimous  agreement 
that  the  problems  of  narcotics  addiction  are  of 
concern  to  the  entire  nation,  the  State  of  New 
York,  and  especially  to  the  City  of  New  York; 
that  current  approaches  to  the  problems  of 
narcotics  addiction  have  proved  unsuccessful 
over  a period  of  many  years;  that  the  role  of 
the  physician  in  the  treatment  of  narcotics  ad- 
diction is  hampered  by  the  existing  laws;  that 
many  physicians  are  thus  deterred  from  the 
efforts  to  withdraw  the  alleged  addict  from 
narcotic  drugs. 

This  reference  committee  has  found  the  state- 
ments contained  in  this  report  to  be  factual  and 
disturbing.  Its  reaction  to  this  serious  situation 
was  emphatic  that  reforms  in  the  treatment  of 
the  narcotic  addict  are  long  overdue,  and  that 
the  medical  profession  must  assume  prompt 
leadership  in  effecting  such  reforms. 

The  recommendations  made  in  this  report  are 
numerous  and  lengthy.  It  was  not  the  intent  of 
its  sponsors  that  these  be  accepted  as  resolutions 
mandating  full  and  rigid  implementation,  but 
rather  that  they  be  accepted  as  a working  outline 
identifying  those  areas  in  our  narcotics  laws 
which  are  in  desperate  need  of  change,  and  that 
our  Council  and  our  Subcommittee  on  Addiction 
to  Alcohol  and  Narcotics  work  together  with  our 
legislation  committees  in  initiating  the  steps 
indicated. 

Your  reference  committee  is  fully  aware  of  the 
complexity  of  the  problems  involved  in  any 
reform  of  the  present  laws  as  they  pertain  to 
narcotics  addiction,  but  it  is  also  cognizant  of 
the  extreme  urgency  for  such  reforms.  The 
policy  statement  on  narcotics  addiction  adopted 
by  the  Medical  Society  of  the  County  of  New 
Y ork  can  serve  as  a useful  guide  in  our  prepara- 
tion for  the  battle  which  lies  ahead. 

Your  reference  committee  is  in  agreement  with 
the  resolutions  of  this  report  with  the  following 
amendments: 

Item  11,  substitute:  “It  should  not  be  con- 

strued that  we  favor  abolition  of  a penalty  for  the 
use  of  marihuana.  The  use  of  marihuana  should 
remain  illegal,  but  in  terms  of  the  user  it  should 
be  classified  more  closely  with  the  use  of  the 
amphetamines  and  barbiturates.” 

Item  13,  amendment  to  final  sentence  so  that 
it  reads:  “The  materials  should  also  be  made 
available  to  private  groups  requesting  them, 
and  this  report  should  be  sent  to  key  representa- 
tives of  all  religious  faiths  in  New  York  State.” 

Resolution  65-43,  “Prevention  of  Narcotic 
Addiction”:  Representatives  of  the  Bronx 

County  Medical  Society,  the  sponsors  of  this  res- 
olution, expressed  their  agreement  with  resolu- 
tion 65-27  and  at  their  request  the  change  in 
item  13  was  made,  thus  incorporating  these  two 
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resolutions  into  one. 

. . . Dr.  Haralambie’s  motion  to  adopt  this 
portion  of  the  report  was  unanimously  car- 
ried . . . 

Section  216  { see  122 ) 

Education  and  Training  of  More 
Practicing  Physicians 

Dr.  Haralambie:  Resolution  65-30,  “Educa- 
tion and  Training  of  More  Practicing  Physi- 
cians’ ’ : This  resolution  was  discussed , and  it  was 
agreed  to  amend  it  by  deleting  the  first 
“Whereas”  and  the  first  “Resolved,”  leaving 
the  following: 

Resolved,  That  an  all-out  effort  be  made  to 
encourage  more  graduates  to  enter  the  clinical 
practice  of  medicine. 

This  reference  committee  is  fully  aware  of 
the  complexity  of  the  problems  which  have 
produced  the  disparity  in  the  number  of  young 
graduates  who  go  into  practice,  and  it  is  of  the 
opinion  that  considerable  investigation  and 
study  must  be  made  if  the  objective  of  this 
resolution  is  to  be  achieved.  It  is  our  recom- 
mendation, therefore,  that  this  be  referred  to 
the  Council  for  future  consideration  of  the  basic 
causes  which  at  the  medical  school  level  induce 
the  young  graduate  to  choose  research  instead 
of  the  practice  of  medicine. 

. . . Dr.  Haralambie’s  motion  to  adopt  this 
portion  of  the  report  was  unanimously  car- 
ried . . . 

Section  21 7 {see  126 ) 

Withdrawal  of  Blood  Samples  for 
Alcohol  Determination 

Dr.  Haralambie:  Resolution  65-34,  “With- 
drawal of  Blood  Samples  for  Alcohol  Determina- 
tion”: The  reference  committee  recommends 

approval  of  this  resolution. 

. . . Dr.  Haralambie’s  motion  to  adopt  this 
portion  of  the  report  was  unanimously  car- 
ried . . . 

Section  218  {see  130) 

Grants  for  Part-Time  Courses  for 
Clinical  Physicians 

Dr.  Haralambie:  Resolution  65-38,  “Grants 
for  Part-Time  Courses  for  Clinical  Physicians”: 
This  reference  committee  recommends  approval 
of  this  resolution. 

. . . Dr.  Haralambie’s  motion  to  adopt  this  por- 
tion of  the  report  was  unanimously  carried  . . . 

Section  219  {see  134) 

Occupant  Protection  Devices  for  Automobiles 

Dr.  Haralambie:  Resolution  65-42,  “Occu- 
pant Protection  Devices  for  Automobiles”: 
Your  reference  committee  recommends  ap- 
proval of  this  resolution. 


. . . Dr.  Haralambie’s  motion  to  adopt  this 
portion  of  the  report  was  unanimously  car- 
ried . . . 

Section  220  {see  137) 

Qualifications  for  Physicians  Holding  Positions 
of  Major  Medical  Responsibility 

Dr.  Haralambie:  Resolution  65-45,  “Qual- 
ifications for  Physicians  Holding  Positions  of 
Major  Medical  Responsibility”:  The  vagueness 
in  the  wording  of  this  resolution  was  such  that 
the  reference  committee  did  not  feel  it  was  ap- 
propriate material  for  approval. 

. . . Dr.  Haralambie  moved  adoption  of  this 
portion  of  the  report  and,  after  discussion,  a 
substitute  motion  that  this  be  referred  to  the 
Council  for  further  study  was  unanimously 
carried  . . . 

Section  221  {see  153) 

Intern  Training  Policies  of  State- 
Supported  Medical  Schools 

Dr.  Haralambie:  Resolution  65-61,  “In- 

tern Training  Policies  of  State-Supported 
Medical  Schools”:  While  this  reference  com- 
mittee is  sympathetic  with  the  problems  stated 
in  this  resolution,  it  is  also  aware  that  this  situa- 
tion is  nation-wide.  The  committee  is  also 
strongly  aware  of  the  fact  that  a graduate  of  any 
medical  school  must  have  freedom  of  choice  in 
his  internship  selection  and  that  this  decision 
should  not  be  influenced  by  any  compulsory 
or  obligatory  requirements  imposed  by  the 
taxpayer  or  by  any  other  group. 

The  reference  committee  recommends  dis- 
approval of  this  resolution. 

. . . After  discussion,  Dr.  Haralambie’s  motion 
to  adopt  this  portion  of  the  report  was  car- 
ried . . . 

Section  222  {see  157) 

Support  of  Program  to  Rescue  New  York’s 
Waters  from  Pollution 

Dr.  Haralambie:  Resolution  65-65,  “Sup- 
port of  Program  to  Rescue  New  York’s  Waters 
from  Pollution”:  Your  reference  committee 

recommends  approval  of  this  resolution. 

. . . After  discussion,  Dr.  Haralambie’s  motion 
to  adopt  this  portion  of  the  report  was  unani- 
mously carried  . . . 

Dr.  Haralambie:  Your  chairman  of  this  ref- 
erence committee  wishes  to  thank  the  members 
of  his  committee  for  their  cooperation  and  help, 
and  he  wishes  also  to  express  his  special  thanks 
to  Miss  Gretchen  Wunsch  for  her  untiring  sec- 
retarial assistance. 

. . . Dr.  Haralambie’s  motion  to  approve  the 
report  as  a whole  as  amended  was  unanimously 
carried  . . . 

...  At  12 : 30  p.m.,  Speaker  Wurzbach  recessed 
the  meeting  . . . 
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FEBRUARY  17,  1965 


Wednesday  Afternoon  Session 


. . . The  session  convened  at  2:17  p.m.  with 
a quorum  present.  . . 

Section  223 

Address  of  Donovan  F.  Ward,  M.D.,  President 
of  the  American  Medical  Association 

. . . Speaker  Wurzbach  introduced  Donovan 
F.  Ward,  M.D.,  president  of  the  American 
Medical  Association,  who  addressed  the  House 
as  follows: 

It  is  indeed  a great  privilege  and  pleasure  for 
me  to  be  here  today  to  bring  you  the  greetings 
of  the  American  Medical  Association — your, 
shall  we  say,  parent  organization,  although  I 
think  that  might  be  antedating  it  a little  bit. 

I am  extremely  pleased  to  see  such  a full 
House  and  to  note  the  apparent  dedication 
that  you  have  for  your  profession  and  the  wel- 
fare of  the  190,000,000  Americans  whom  you 
treat  from  time  to  time. 

When  the  American  Medical  Association  was 
born  in  the  middle  of  the  last  century,  it  had 
a mission  “to  promote  the  art  and  science  of 
medicine  and  the  betterment  of  public  health.” 
And  it  must  be  a matter  of  the  most  solemn 
pride  to  all  of  us  that  we  can  say  here  today: 
We  have  carried  out  that  mission  and  carried 
it  out  beyond  the  fondest  aspirations  of  our 
forebears.  American  medicine  is  recognized 
as  the  finest  in  the  world.  The  American  sys- 
tem of  health  care  is  the  wonder  and  the  envy 
of  peoples  everywhere. 

We  know  this  progress  is  no  mere  accident  of 
history,  no  automatic  product  of  this  or  any 
other  age,  no  casual  blending  of  chance  and  the 
passage  of  the  years.  Rather,  it  is  a living, 
enduring  tribute  to  the  genius  and  determina- 
tion of  thousands  of  men  and  women  who  have 
succeeded,  shall  we  say,  where  the  medieval 
alchemists  failed. 

In  an  atmosphere  of  freedom,  these  dedicated 
members  of  the  health  team  have  grasped  the 
opportunity  to  transmute  hopes  and  dreams 
and  ideas  into  reality — a reality  more  precious 
to  mankind  than  the  earth’s  entire  storehouse 
of  gold.  They  have  prolonged  life,  overcome 
sickness  and  pain,  and  strengthened  the  nation 
by  adding  years  to  the  productive  life  span 
of  our  people.  They  have  been  free  to  work, 
to  think,  to  match  their  talents  against  the 
best  found  anywhere  else  on  earth,  unhampered 
by  outside  interference,  unfettered  by  govern- 
ment controls. 

Indeed,  progress  and  freedom  are  rooted 
together.  But  ours,  we  have  learned,  is  an 
unending  crusade.  Today  the  free  institution 
of  medicine  is  challenged  as  never  before.  Our 
mission  remains  the  same  as  it  has  been  for 
one  hundred  forty-seven  years:  “to  promote 

the  art  and  science  of  medicine  and  the  better- 
ment of  public  health.”  We  intend  to  go  on 


fulfilling  that  responsibility  and  carrying  out 
that  mission. 

When  I addressed  the  A.M.A.  House  of 
Delegates  last  November,  I said,  and  I say 
again:  “Now  we  are  the  trustees  of  our  pro- 

fession’s noble  heritage.  We  have  no  choice 
except  to  stand  firm  in  our  efforts  to  prevent 
these  standards  of  health  care  in  this  country 
from  being  undermined  by  a radical  departure 
from  the  unique  American  way  which  has  ac- 
complished so  much  for  mankind.” 

This  is  the  task  for  which  we  have  been  tapped 
by  destiny’s  fingertip  and  the  combination  of 
circumstances  as  we  find  them  at  this  midpoint 
in  the  twentieth  century.  It  has  fallen  to  us 
to  stand  in  the  vanguard  of  an  historic  struggle 
for  principle.  There,  keeping  faith  with  yes- 
terday, today,  and  tomorrow,  we  have  been 
holding  fast  for  years,  turning  back  succes- 
sive assaults  on  the  institution  which  we 
represent. 

The  long-fought  engagement  now  has  en- 
tered its  climactic  stage.  The  next  few  weeks 
will  undoubtedly  determine  the  outcome. 
Far  from  being  filled  with  consternation  over 
the  prospect,  we  have  every  reason  to  move 
forward  into  the  renewed  fray  with  our  heads 
erect  and  our  spirits  high.  It  has  taken  courage 
and  heart  and  a jaunty  nerve  to  face  down  the 
tremendous  power  that  has  been  turned  on 
us — by  the  government,  by  the  leaders  of 
organized  labor,  and  by  the  restless  propaganda 
arms  which  have  been  organized  and  subsidized 
to  promote  Federal  intervention  in  the  field 
of  medicine — yet  we  have  never  wavered  in 
our  trust  that  right  and  justice  would  triumph 
in  the  end. 

I salute  you  and  every  member  of  the  Society 
which  you  represent  for  the  strength  of  purpose 
and  the  fortitude  which  has  marked  your 
conduct  over  this  long  period  of  stress.  If  now  I 
must  call  on  you  again  for  even  greater  efforts, 
it  is  only  because  I know  you  are  aware  of  the 
crucial  nature  of  the  weeks  that  lie  ahead. 
I am  confident  that  you  and  your  colleagues  are 
prepared,  each  of  you,  to  contribute  something 
of  yourselves  to  this  cause  which  is  so  important 
to  the  future  well-being  of  all  Americans. 

We  have,  as  individuals  and  as  a profession, 
drunk  deeply  from  the  cup  of  liberty.  Its 
blessings  have  had  a clear  and  lasting  meaning 
for  us,  permitting  us  to  know  as  few  others  do 
the  inner  satisfaction  of  helping  and  serving  our 
fellow  humans.  Now  we  are  called  on  to  march 
forth  to  fight  the  good  fight  for  basic  moral 
principles  on  which  the  institution  of  freedom 
rests.  Now  it  is  our  turn  to  join  those  in  other 
generations  on  whom  this  charge  has  fallen. 

Make  no  mistake  about  it,  this  is  not  simply  a 
conflict  over  whether  government  should  tax 
one  group  of  citizens  to  provide  health  benefits 
indiscriminately,  regardless  of  need,  to  another 
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group.  This  is  not  solely  a disagreement  over 
the  best  means  of  providing  health  care  for  our 
elderly  citizens.  If  that  were  the  only  issue 
there  would  be  no  question  about  the  adoption 
of  the  Herlong- Curtis  Eldercare  bill,  which 
closely  follows  the  recommendations  of  the 
medical  profession.  This  legislation  would 
assure  every  American  the  medical  care  he 
needs — complete  care — in  his  retirement  years. 
It  would  be  soundly  administered  and  financed. 
It  would  bring  into  the  program  the  knowledge 
and  years  of  experience  of  the  established  in- 
surance system.  It  would  preserve  medical 
freedom  while  avoiding  the  necessity  for  the 
creation  of  a costly,  new  Federal  bureaucracy 
to  take  over  the  spending  of  the  people’s 
money  from  the  people  to  themselves. 

There  is  simply  no  comparison  between  the 
virtues  of  this  measure — the  greater  benefits 
for  those  who  truly  need  help,  the  less  over-all 
cost  to  taxpayers,  the  freedom  from  govern- 
ment regulation  and  control — and  the  narrow 
terms  of  the  compulsory  tax  program  which 
has  been  sold  to  millions  of  Americans  under 
the  false  name  of  Medicare. 

No,  this  is  not  the  entire  issue.  Rather, 
this  controversy  touches  on  questions  far  more 
grave,  more  important  to  the  American  people 
than  health  care  for  the  aged,  which  everybody 
agrees  they  shall  have  regardless  of  ability  to 
pay  for  it.  There  never  has  been  any  difference 
of  opinion  on  that  point. 

It  is  true,  this  battle  is  being  fought  to  safe- 
guard a progressive  and  dynamic  system  of 
medicine  from  being  dragged  under  the  yoke 
of  centralized  Federal  domination,  eroding  the 
patients’  freedom  of  choice  and  physicians’ 
freedom  of  practice.  But  even  more,  it  is 
being  waged  in  realization  that  if  the  freedom 
of  medicine  fails,  other  freedoms  will  follow. 

History  has  shown  repeatedly  and  continually 
that  individual  freedom  is  the  essence  of  liberty; 
that  as  an  individual  loses  his  identity,  sur- 
renders his  dignity  and  his  authority  over  his 
own  concerns,  liberty  dies. 

The  foundations  of  our  republic  were  built 
on  an  escape  from  tyranny.  Let  me  remind 
my  fellow  Americans  that  we  as  a people  must 
be  careful  we  do  not  lose  the  foundation  as  we 
pursue  the  mirages  of  escape  from  risk,  relief 
from  toil,  release  from  responsibility  under  an 
all-encompassing  government  benevolence. 

Often,  as  I have  reflected  on  the  present 
course  of  events  in  this  land  of  ours,  I have 
wondered  how  the  historians  of  some  future 
era  will  view  the  strange  paradoxes  of  our  time. 
As  they  turn  the  pages  of  the  record  which  this 
generation  is  writing,  they  will  note  that  this 
was  a period  when  virtually  all  of  mankind  was 
caught  up  in  a surge  toward  freedom  without 
parallel  in  human  history. 

At  the  same  time,  it  cannot  escape  their 
attention  that  here  in  the  United  States  there 
has  been  a growing  acceptance  of — and  sub- 
mission to — the  influence  of  central  government 
power  over  the  lives  and  activities  of  our  citizens. 
We  have  every  reason,  I believe,  to  be  concerned 
that  we  are  fast  reaching  a point  where,  in  our 


complacency  and  our  calm  acceptance  of  our 
heritage  as  some  kind  of  an  indestructible, 
inalienable  right,  we  are  in  danger  of  letting 
American  freedom  slip  away  lightly  between  our 
fingers. 

A glance  across  the  Atlantic  to  Western 
Europe  should  be  sufficient  to  show  even  the 
most  doubting  how  government  can  devour  the 
substance  of  a self-supporting  people  to  make 
them  self-supporting  no  longer  and  to  establish 
a condition  of  universal  reliance  on  the  pater- 
nalism of  a bureaucratic  elite. 

We  know  we  have  developed  the  finest  system 
of  health  care  in  the  world.  But  the  nation  is 
considering  drastically  altering  that  system 
and  starting  it  down  the  same  road  that  has 
been  traveled  by  other  countries  whose  health 
care  today  is  marked  by  turmoil,  bureaucratic 
controls,  overburdened  facilities  and  harassed, 
frustrated  doctors. 

Why?  Because  powerful  forces  in  and  out 
of  the  government  see  the  proposal  to  federalize 
hospital  and  related  health  care  for  the  nation’s 
aged  as  a logical  extension  of  social  welfare  in 
this  country.  They  are  determined  to  get 
this  law  on  the  books.  Then  it  can  be  expanded 
without  limit  to  bring  everyone  under  a system 
of  government  medicine  in  the  United  States. 
It  is  merely  part  of  the  grand  design  which  is  to 
change  or  overturn  our  free  society. 

This  is  the  historic  issue  that  lies  at  the 
heart  of  the  violent  controversy  into  which  we 
have  been  plunged.  We  are  fighting  for  our 
profession,  but  we  are  serving  a higher  purpose. 
We  are  fighting  for  liberty. 

It  is  no  mean  commission  we  have  been 
handed.  All  Americans,  whether  they  realize  it 
or  not,  have  a vital  interest  in  the  success  or 
failure  of  our  efforts.  Future  generations  will 
be  affected  by  the  outcome  for  a great  many 
years — in  the  quality  of  their  health  care,  in 
their  basic  freedoms,  in  their  tax  burdens  to 
support  their  government.  The  hour  is  late. 
The  stakes  are  high. 

This  sure  knowledge  should  spur  us  to 
launch  and  to  drive  forward  with  the  most  in- 
tensive educational  program  humanly  possible. 
Every  physician  in  the  United  States  must  tell, 
and  retell,  to  his  patients,  his  friends,  and  every- 
one within  the  sound  of  his  voice  the  story  of 
the  new,  expanded  health  care  program  for  the 
elderly  which  has  found  expression  in  the 
Herlong-Curtis  Eldercare  bill.  And  he  must 
tell  it  by  way  of  every  conceivable  communica- 
tions medium. 

As  the  elected  representatives  of  your  State 
Medical  Society,  it  is  incumbent  on  each  of 
you  to  accept  the  responsibilities  of  leader- 
ship in  this  campaign,  not  as  a burdensome  duty 
but  as  an  obligation  of  mature  men  devoted  to 
their  country  and  the  integrity  of  their  pro- 
fession. 

It  is  imperative  that  we  act  at  once  and  on  a 
scale  never  before  approached.  If  we  do, 
a floodtide  of  protest  over  the  proposed  Federal 
program  will  reach  Washington  that  simply 
cannot  be  ignored.  But  I must  emphasize 
this  is  our  last  chance. 
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I must  confess  that  our  chances  of  winning 
looked  pretty  grim  to  me  on  November  4 last 
year  and  for  some  time  later.  Frankly,  how- 
ever, I have  become  increasingly  heartened  in 
recent  weeks  although  I hasten  to  add  that  I 
am  not  so  naive  or  unrealistic  as  to  predict 
victory  at  this  moment.  Nevertheless  I can 
report  to  you  that  there  is  an  abundance  of 
evidence  from  all  corners  of  the  nation  that  the 
Eldercare  program  has  captured  the  interest 
of  many,  many  thousands  of  Americans. 
This  program  has  also  won  the  support  of 
literally  hundreds  of  newspapers,  both  daily 
and  weekly,  throughout  the  nation.  Editorials 
endorsing  Eldercare  and  suggesting  that  Con- 
gress give  careful  consideration  to  the  Herlong- 
Curtis  Eldercare  bill  have  poured  into  our 
Chicago  headquarters  by  the  hundreds.  One 
state  society  executive  alone  sent  in  73  from 
various  papers  in  his  state. 

Furthermore,  we  have  never  had  so  much 
enthusiastic  support  for  our  cause  from  in- 
dividuals, many  of  whom  are  elderly  citizens, 
and  from  business  firms,  large  and  small,  from 
civic  clubs,  church  organizations,  women’s 
groups,  and  other  associations.  For  example, 
in  Omaha,  Nebraska,  a group  of  women  are 
writing  letters  to  everyone  on  their  Christmas 
mailing  list  urging  them  to  write  to  their 
Congressmen  in  support  of  Eldercare  and  to 
write  to  everyone  on  their  mailing  list. 

In  Hudsonville,  Michigan,  the  Junior  Chamber 
of  Commerce  is  spearheading  a nation-wide 
campaign  in  support  of  Eldercare.  They  have 
mailed  packets  of  materials  to  more  than  5,000 
other  chapters  around  the  nation. 

In  North  Carolina,  one  of  the  state’s  largest 
industries  is  mailing  out  hundreds  of  thousands 
of  informational  pamphlets  on  Eldercare  to 
its  customers,  and  this  firm  is  printing  these 
pamphlets  at  its  own  expense. 

Yesterday  a Chicago  business  man  asked 
the  A.M.A.  headquarters  for  75,000  Eldercare 
pamphlets  which  he  will  mail  to  other  business 
men.  Yesterday  the  presidents  of  three  large 
insurance  companies  requested  materials  from 
A.M.A.,  which  they  will  distribute. 

In  Haborhood,  Illinois,  a neighborhood  of 
Chicago,  the  Business  and  Professional  Women’s 
Club  chapter  there  is  planning  to  mail  pamphlets 
to  other  chapters  in  the  state  urging  them  to 
get  behind  Eldercare  and  to  write  their  con- 
gressmen. 

The  National  Association  of  Retail  Druggists 
also  is  offering  to  furnish  materials  on  Eldercare 
to  40,000  druggists  for  distribution  to  their 
customers. 

I could  go  on  and  on  with  similar  examples  of 
the  enthusiastic  reception  this  program  has 
generated  everywhere.  And  let  me  remind 
you  that  all  of  this  has  come  within  the  last 
two  weeks,  and  more  important  it  is  a voluntary 
expression  of  support  for  this  program.  Our 
Chicago  headquarters  is  receiving  between  300 
and  400  letters,  telegrams,  and  telephone  calls 
every  day  on  Eldercare  asking  for  information 
or  materials  on  Eldercare.  You  will  be  in- 
terested to  know  that  a number  of  these  re- 


quests are  coming  from  members  of  Congress. 

You  probably  know  that  while  representatives 
and  five  senators  already  have  introduced  the 
Eldercare  program  in  Congress,  in  the  past 
ten  days  we  have  filled  requests  for  more  than 
ten  million  pamphlets.  Never  in  the  history  of 
the  A.M.A.  has  there  been  such  a demand  for 
materials  of  any  kind  on  any  subject.  I want 
to  emphasize  that  hundreds  of  thousands  of 
these  pamphlets  have  been  requested  by  in- 
dividuals and  organizations  outside  the  medical 
profession.  I can  say  to  you  that  the  medical 
profession  in  this  country  is  responding  magnif- 
icently to  this  program  and  to  this  challenge. 

Let  me  cite  examples  of  how  two  or  three 
states  have  responded.  The  Pennsylvania 
Medical  Society  has  already  distributed  more 
than  a half  million  pamphlets.  The  society 
is  running  Eldercare  advertisements  in  30 
major  newspapers.  It  is  placing  spot  an- 
nouncements on  30  radio  stations  and  has  30 
speakers  touring  the  state.  In  addition  a 
number  of  other  professional  associations  have 
joined  the  Pennsylvania  Society  in  this 
campaign. 

The  California  Medical  Association  kicked 
off  its  Eldercare  campaign  with  a closed  circuit 
television  press  conference  with  newspaper 
men  in  the  major  cities  of  that  state.  The 
California  program  is  aimed  mainly  at  incor- 
porating the  principles  of  Eldercare  into  its 
own  state  program,  and  it  has  won  wide  support 
from  the  California  press  and  state  officials. 
It  is  one  of  the  largest  educational  programs 
ever  launched  in  California. 

The  ambitious  program  of  the  Illinois  State 
Medical  Society  is  backed  by  a $250,000  fund 
raised  by  a special  assessment  voted  by  the 
society’s  house  of  delegates  about  ten  days  ago. 
The  Illinois  program  will  include  newspaper 
ads,  radio  and  television  programs,  pamphlet 
distributions,  speeches,  and  other  activities. 

I wish  I had  time  to  review  some  of  the  other 
state  programs.  Yes,  how  physicians  have 
responded  across  the  country  to  the  great  chal- 
lenge facing  us  today  makes  me  proud  indeed 
that  I am  a member  of  the  American  Medical 
Association,  and  I want  to  pay  special  tribute 
to  the  press  of  this  country  for  its  performance 
in  bringing  the  facts  about  Eldercare  and 
Medicare  to  the  American  people  both  in  news 
stories  and  in  editorials.  We  have  always 
believed  that  when  people  know  all  of  the  facts 
that  they  will  make  the  right  decision,  and 
more  and  more  of  these  facts  are  getting  to  the 
people  through  the  press  of  this  country. 
You  may  have  noticed,  for  example,  an  article 
in  yesterday’s  New  York  Times  by  Austin 
Wehrwein,  from  one  of  the  Times’s  Chicago 
offices.  This  article  pointed  out  what  the 
medical  profession  has  been  saying  all  along  to 
Congress  and  to  the  public:  Medicare  means 

higher  and  higher  taxes  on  the  working  people 
year  by  year. 

I want  you  to  remember  that  if  Medicare 
passes,  there  is  no  turning  back.  It  cannot  be 
tried  and  then  be  put  aside  for  something  else. 
It  will  be  a permanent  departure  from  our 
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fundamental  American  way. 

This,  as  I have  tried  to  show,  is  everyone’s 
fight,  but  it  has  become  ours.  We  did  not 
ask  for  it.  We  do  not  like  it,  but  let  us  fight  it. 
Let  us  fight  with  all  that  is  within  us,  and  may 
reason  and  justice  prevail  across  the  land. 

Report  of  Reference  Committee 
on  Legal  Matters 

. . . Speaker  Wurzbach  introduced  Michael 
C.  Armao,  M.D.,  New  York,  chairman,  to  give 
the  report  of  the  Reference  Committee  on 
Legal  Matters.  . . 

Section  224  {see  47) 

Malpractice  Insurance  and  Defense 

Dr.  Armao:  The  Malpractice  Insurance 

and  Defense  Board  held  nine  meetings  through 
November,  1963,  to  October,  1964.  They 
interviewed  24  members  concerning  their  loss 
records  and  acted  on  50  applications. 

The  committee  wishes  to  call  attention  to  a 
decrease  in  the  over-all  rates  for  malpractice 
insurance  as  a result  of  improvements  shown  in 
the  actuarial  survey  of  our  loss  experience  as  of 
December  31,  1963. 

On  recommendation  of  the  Board,  the  Council 
approved  revision  in  rates  and  classification  as 
follows: 

1.  Increase  of  7 per  cent  in  the  basic  rate  for 
orthopedists,  neurosurgeons,  and  otolaryngol- 
ogists doing  cosmetic  plastic  surgery. 

2.  Reduction  of  from  2.5  to  10  per  cent  in 
basic  rates  for  other  specialists  and  general 
practitioners. 

3.  Revision  of  the  basis  for  classifying 
dermatologists. 

4.  A decrease  from  $60  to  $50  in  the  rate  for 
electroshock  therapy. 

5.  A reduction  in  premium  for  the  higher 
($100,000/$300,000  and  up)  limits  of  coverage. 

Unfortunately,  a preliminary  analysis  of 
experience  as  of  December  31,  1964,  indicates 
that  an  increase,  effective  next  September 
(that  is  September,  1965),  may  be  necessary. 
A final  determination  will  be  made  only  after 
full  examination  and  discussion  by  company 
actuaries  and  the  Society’s  actuarial  consultants. 
Although  the  number  of  malpractice  suits  has 
not  increased  relative  to  the  number  of  insured 
members,  the  average  cost  of  closed  cases  has 
risen  appreciably  during  the  past  year. 

There  have  been  made  available  limits  of  up 
to  $1,000,000/$1,500,000  of  professional  liability 
coverage. 

. . . Dr.  Armao’s  motion  to  adopt  this  portion 
of  the  report  was  unanimously  carried.  . . 

Dr.  Armao:  Your  reference  committee 

notes  that  by  the  end  of  the  year  1964  the 
number  of  members  insured  in  the  State  Society 
program  was  17,084,  which  is  an  all-time  high. 

The  report  also  points  out  a recent  arrange- 
ment of  the  National  Association  of  Residents 
and  Interns  with  Employers  Mutuals  to  insure 
their  members  on  a national  basis  with  con- 


version privileges  when  they  enter  private 
practice.  This  is  of  interest  to  our  insured 
members  who  work  with  resident  physicians 
in  New  York  State  hospitals  and  will  help 
avoid  conflicts  of  interest  in  cases  where  res- 
idents are  named  as  codefendants  in  mal- 
practice actions  against  physicians  insured  in  the 
State  Society  program. 

. . . Dr.  Armao’s  motion  to  adopt  this  portion 
of  the  report  was  unanimously  carried.  . . 

Dr.  Armao:  The  Board  recommended  in 

its  report  that  full-time  Federal  government 
employes  be  granted  reduced  rates,  effective 
September  1,  1965.  The  National  Bureau  of 
Casualty  Underwriters  has  revised  its  rate 
schedule  for  physicians  who  are  employed  full 
time  by  the  Federal  government,  giving  them 
a 25  per  cent  reduction  on  the  premium  they 
would  otherwise  be  charged.  The  Board  has 
recommended  a similar  reduction  and  your 
reference  committee  concurs  in  this  rec- 
ommendation. 

. . . Dr.  Armao’s  motion  to  adopt  this  portion 
of  the  report  was  unanimously  carried.  . . 

Section  225  ( see  48) 

Judicial  Council 

Dr.  Armao:  Your  reference  committee  re- 

viewed the  preliminary  report  of  the  Judicial 
Council,  and  it  is  pleased  to  report  that  no 
appeals  were  received. 

Section  226  {see  49) 

Joint  Committee  with  Bar  Association 

Dr.  Armao:  Your  reference  committee  re- 
viewed the  preliminary  report  of  the  Joint 
Committee  with  the  Bar  Association  and  it  is 
pleased  to  report  that  no  business  had  been 
referred  to  it  this  year. 

Section  227  {see  51) 

Autopsy  and  the  Dead  Human  Body 

Dr.  Armao:  Your  reference  committee  notes 

that  there  had  been  no  meetings  of  this  com- 
mittee during  the  past  year.  However,  Alfred 
A.  Angrist,  M.D.,  appeared  before  your  ref- 
erence committee,  and  he  thinks  that  it 
might  be  wise  to  continue  efforts  in  an  attempt 
to  clear  the  interpretation  of  the  next-of-kin 
in  legal  autopsy  consents.  This  is  also  stated 
in  resolution  65-57,  which  we  have  also  later 
in  this  report.  Dr.  Angrist  also  wishes  efforts 
continued  to  transform  the  coroners’  system 
and  the  medical  examiners’  system  throughout 
the  State  as  presented  in  resolution  65-2, 
“Support  of  Law  Revision  Commission  Bill  on 
Coroners  and  Medical  Examiners,”  which  was 
referred  to  the  Reference  Committee  on  Com- 
mission on  Public  and  Professional  Affairs. 

. . . Dr.  Armao’s  motion  to  adopt  this  portion 
of  the  report  was  unanimously  carried.  . . 

Section  228  {see  50) 

Legal  Counsel 

Dr.  Armao:  Your  reference  committee  re- 

viewed the  report  of  the  legal  counsel  which 
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contains  a complete  presentation  of  the  legal 
talent  available  to  our  Society  and  summaries 
and  commentaries  on  many  legal  actions  and 
decisions.  Our  legal  counsel  selects  some  very 
interesting  cases  each  year,  and  your  reference 
committee  advises  all  members  of  the  State 
Society  to  read  and  study  these  cases  because 
of  the  instructive  benefits  which  can  be  derived. 

Your  reference  committee  also  notes  the 
untimely  passing  of  Mr.  William  C.  Richardson, 
in  his  fifty-fourth  year,  an  associate  in  the 
office  of  Martin,  Clearwater  and  Bell.  He 
collapsed  while  trying  a case  in  Riverhead. 
He  was  a graduate  of  Iowa  University  where  he 
was  a member  of  Phi  Beta  Kappa.  He  was  a 
reserve  major  in  the  Judge  Advocate’s  Depart- 
ment of  the  Air  Force. 

Your  reference  committee  wishes  to  express 
its  thanks  to  Mr.  William  F.  Martin  and  his 
associates  for  their  excellent  report  and  also  for 
their  assistance  in  the  preparation  of  this 
report. 

. . . Dr.  Armao’s  motion  to  adopt  this  portion 
of  the  report  was  unanimously  carried.  . . 

Section  229  { see  103 ) 

Counteraction  for  Unjustified 
Malpractice  Actions 

Dr.  Armao:  Resolution  65-11,  “Counter- 

action for  Unjustified  Malpractice  Actions”: 
We  were  assured  by  our  legal  counsel  that  there 
were  not  enough  instances  to  warrant  such 
intensive  study  and  that  they  would,  as  they 
have  in  the  past,  look  into  cases  where  there 
was  evidence  of  malpractice  actions  that  were 
unjustly  pursued. 

. . . Dr.  Armao’s  motion  to  adopt  this  portion 
of  the  report  was  unanimously  carried.  . . 

Section  230  { see  136 ) 

Proposed  Legislation  to  Hold  Alleged 
Malpractice  Trials  in  Judges’  Chambers 

Dr.  Armao:  Resolution  65-44,  “Proposed 

Legislation  to  Hold  Alleged  Malpractice  Trials 
in  Judges’  Chambers”:  It  was  decided,  after 

some  discussion,  that  this  resolution  should  be 
referred  to  the  Joint  Committee  with  the  Bar 
Association. 

. . . Dr.  Armao’s  motion  to  adopt  this  portion 
of  the  report  was  unanimously  carried.  . . 

Section  231  {see  149) 

Consent  for  Autopsy 

Dr.  Armao:  Resolution  65-57,  “Consent 

for  Autopsy”:  The  second  “whereas”  states 

that  “Emanuel  Hayt,  counsel  for  Greater 
New  York  Hospital  Association,  in  his  letter 
of  December  17,  1964,  gives  the  following  in- 
terpretation of  the  New  York  City  Health 
Code,  Section  205.01,  subdivision  (d):  ‘Since 

the  section  referred  to  states  that  the  consent 
is  to  be  given  “the  children  who  are  twenty-one 
years  of  age  or  over”  it  is  my  opinion  that  the 
consent  would  have  to  be  that  of  all  the  adult 
children.  The  court  decisions  interpreting  the 
Public  Health  Law  which  is  applicable  to  the 


entire  state  would  indicate  that  the  consent  of 
all  adult  children  is  necessary.’  ” 

As  you  know  the  Attorney  General’s  office 
in  his  clearance  of  this  consent  for  autopsy  a 
year  or  two  ago  made  it  plain  that  if  just  one 
of  the  children  gave  consent  this  would  suffice. 
However,  it  was  brought  to  the  attention  of  the 
committee  that  a pathologist  had  the  consent 
of  one  of  the  older  brothers  of  a family  but  the 
younger  son  finally  came  up  with  the  opposition 
that  he  would  not  give  consent  and  threatened 
to  sue  the  pathologist  if  he  went  on  with  the 
autopsy.  I think  part  of  the  resolution  arises 
from  something  like  that. 

Your  reference  committee  recommends  that 
the  resolution  be  referred  to  the  Joint  Committee 
with  the  Bar  Association  for  further  study  and 
clarification. 

. . . Dr.  Armao’s  motion  to  adopt  this  portion 
of  the  report  was  unanimously  carried.  . . 

Dr.  Armao:  I wish  to  thank  the  other 

members  of  the  committee  whose  assistance, 
counsel,  and  advice  were  invaluable  in  the  prep- 
aration of  this  report.  Also  we  would  like  to 
thank  the  members  of  the  House  of  Delegates 
who  appeared  before  our  committee,  and  to 
our  very  able  secretary,  Miss  Ann  Brugnone, 
we  are  very  grateful. 

. . . Dr.  Armao’s  motion  to  adopt  the  report 
as  a whole  was  unanimously  carried.  . . 

Report  of  Reference  Committee 
on  Commission  on  Medical 
Services  A 

. . . Vice-Speaker  Babbage  introduced  Albert 
M.  Schwartz,  M.D.,  New  York,  chairman,  to 
give  the  report  of  the  Reference  Committee 
on  Commission  on  Medical  Services  A . . . 

Section  232  {see  15) 

Economics 

Dr.  Schwartz:  The  Economics  Committee 

again  reviewed  the  matter  of  the  relative  value 
study  and  reported  that  12  counties  responded 
to  the  request  for  a relative  value  scale.  Six 
accepted  the  California  study  and  the  remaining 
six  outlined  plans  very  similar  to  it.  This 
study  had  been  sent  out  to  all  counties  to  be 
used  as  a guide.  The  committee,  therefore, 
recommended  to  the  Council  that  it  be  adopted 
for  New  York  State  subject  to  adjustments  as 
needed. 

Y our  reference  committee  recommends  that  a 
relative  value  scale  be  adopted  for  New  York 
State,  similar  to  that  of  the  California  study. 

. . . Dr.  Schwartz’s  motion  to  adopt  this 
portion  of  the  report  was  unanimously  carried.  . . 

Dr.  Schwartz:  The  Economics  Committee 

studied  resolution  63-53  introduced  by  the 
Medical  Society  of  the  County  of  New  York 
and  dealing  with  the  protection  of  the  individual 
physician  employed  by  a purveyor  of  medical 
services.  This  resolution  was  referred  to  the 
Council  by  this  committee  last  year.  The 
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Council,  at  its  meeting  on  March  19,  1964, 
referred  the  matter  back  to  the  Economics 
Committee  for  further  study.  The  committee 
maintains  its  position  that  it  would  be  an  un- 
wise step  and  would  involve  the  State  Society 
in  acting  as  a bargaining  agent  for  the  individual 
physician.  Therefore,  the  resolution  was  re- 
ferred again  to  the  Council. 

Your  reference  committee  concurs  in  the 
opinion  of  the  Economics  Committee  and  rec- 
ommends that  this  resolution  be  defeated. 
Your  reference  committee  believes  that  matters 
of  contractual  arrangements  between  physicians 
and  employers  should  be  handled  at  the  local 
level  and,  therefore,  suggests  that  county 
medical  societies  might  consider  acting  for 
individual  physicians  in  these  situations. 

. . . Dr.  Schwartz’s  motion  to  adopt  this 
portion  of  the  report  was  unanimously  carried.  . . 

Section  233  ( see  15) 

Medicare 

Dr.  Schwartz:  The  Medicare  contract 

was  renewed  as  of  August  1,  1964,  for  a period 
of  one  year  and  contained  an  increase  in  al- 
lowances for  complete  ventilation  studies  as 
recommended  by  the  Economics  Committee. 

The  Economics  Committee  reviewed  100 
Medicare  claims  which  required  special  con- 
sideration and  its  recommendations  to  the 
Office  for  Dependents’  Medical  Care  were 
approved  without  exception. 

Your  reference  committee  hereby  notes  its 
approval  of  the  above-mentioned  actions,  and 
reiterates  the  Economics  Committee’s  ap- 
preciation of  the  fine  cooperation  received  from 
Colonel  William  H.  Hayes,  contracting  officer, 
and  his  staff. 

. . . Dr.  Schwartz’s  motion  to  adopt  this 
portion  of  the  report  was  unanimously  carried.  . . 

Section  234  {see  15) 

Self-Employment  Individuals  Tax 
Retirement  Act  (H.R.  10) 

Dr.  Schwartz:  The  committee  again  re- 

viewed the  feasibility  of  a retirement  program 
for  members  of  the  Medical  Society  of  the 
State  of  New  York  which  had  been  discussed  at 
the  House  of  Delegates  meeting  in  1964,  and 
resolved  that  there  would  be  no  advantage  to  a 
State-sponsored  program. 

Your  reference  committee  notes,  however,  that 
because  inquiries  were  received  regarding  such 
programs,  it  was  deemed  advisable  to  cir- 
cularize each  county  medical  society  to  learn 
whether  retirement  programs  were  in  effect  and, 
if  so,  the  nature  of  such  programs,  so  that  the 
committee  would  be  in  position  to  offer  opinions 
on  the  establishment  of  such  plans  if  requested 
to  do  so. 

Your  reference  committee  received  informa- 
tion on  this  survey  and  learned  that  in  county 
societies  where  such  plans  have  been  established, 
they  are  working  satisfactorily.  It  was  realized 
that  some  of  the  smaller  county  medical  socie- 
ties would  not  be  in  a position  to  set  up  their 
own  retirement  programs,  and  your  reference 


committee,  therefore,  recommends  that  con- 
sideration be  given  to  the  possibility  of  es- 
tablishing retirement  programs  in  these  in- 
stances through  the  mechanism  of  the  district 
branches,  where  feasible. 

, . . Dr.  Schwartz’s  motion  to  adopt  this 
portion  of  the  report  was  unanimously  carried.  . . 

Section  235  {see  15,  74) 

Miscellaneous 

Dr.  Schwartz:  Your  reference  committee 

notes  with  approval  that  the  chairman  of  the 
Economics  Committee,  G.  Rehmi  Denton,  M.D., 
contacted  the  medical  administrative  consultant 
for  the  Division  of  Vocational  Rehabilitation, 
New  York  State  Education  Department,  re- 
garding an  increase  in  the  fee  for  the  initial 
examination  of  an  applicant  under  the  program, 
from  $8.00  to  $10.00.  This  was  recommended 
last  year.  The  increase  was  approved  for  all 
authorized  examinations  after  August  1, 1964. 

Your  reference  committee  notes  that  the 
Bureau  of  Medical  Care  Insurance  of  the 
Medical  Society  of  the  State  of  New  York,  in 
conjunction  with  the  Health  Insurance  Council, 
is  at  present  studying  the  new  standards  pro- 
mulgated by  the  State  of  New  York  Insurance 
Department  affecting  new  group  health,  ac- 
cident, and  life  insurance  policies.  These  new 
standards  could  apply  to  any  new  programs 
established  by  county  medical  societies. 

This  study  is  endorsed  by  your  reference 
committee. 

. . . Dr.  Schwartz’s  motion  to  adopt  this 
portion  of  the  report  was  unanimously  carried.  . . 

Dr.  Schwartz:  Your  reference  committee 

wishes  to  commend  Mr.  George  P.  Farrell  and 
the  members  of  his  staff  for  their  diligence  in 
carrying  forth  these  projects  undertaken  by  the 
Committee  on  Medical  Economics. 

. . . Dr.  Schwartz’s  motion  to  adopt  this 
portion  of  the  report  was  unanimously  carried.  . 

Section  236  {see  16) 

Public  Medical  Care 

Dr.  Schwartz:  The  Subcommittee  on  Public 
Medical  Care  under  the  chairmanship  of 
Marcelle  Bernard,  M.D.,  considered  the 
following: 

Resolution  64-68,  adopted  by  the  1964 
House  of  Delegates,  recommending  increased 
income  ceilings  for  MAA  recipients.  This 
was  implemented  by  the  Curran- Johnson  Bill, 
amending  the  Social  Welfare  Law  to  increase 
the  ceiling  for  an  individual  from  $1,800  to 
$1,900  and  for  a couple  from  $2,600  to  $2,750. 
The  committee  felt  that  although  the  increase 
was  not  as  large  as  was  recommended,  it  was  a 
move  in  the  right  direction. 

Your  reference  committee  approves  the  efforts 
of  the  Subcommittee  on  Public  Medical  Care. 

Resolution  64-62  was  also  considered.  It 
requested  the  Medical  Society  of  the  State  of 
New  York  to  make  every  effort  to  obtain  an 
extension  from  five  to  ten  days  for  reporting 
requests  for  authorization  to  treat  welfare 
patients.  The  State  Department  of  Social 
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Welfare  advised  the  subcommittee  that  a 
project  was  being  initiated  which  would  eliminate 
this  ruling.  The  welfare  recipient  was  to  be 
issued  an  identification  card  monthly,  and  on 
presentation  of  this  card  the  physician  was 
authorized  to  treat  the  patient  and  submit  his 
bill  at  the  end  of  the  month.  The  project  was  a 
provisional  one  for  one  year  only  and  would  be 
discontinued  if  costs  rose  appreciably. 

This  project  is  now  in  effect  in  the  following 
counties:  Westchester,  Niagara,  Madison, 

Montgomery,  Warren,  and  Chemung,  and, 
therefore,  your  reference  committee  recommends 
no  action  on  resolution  64-62  at  this  time. 

. . . Dr.  Schwartz’s  motion  to  adopt  this 
portion  of  the  report  was  unanimously  carried.  . . 

Dr.  Schwartz:  Revision  of  Book  V,  State 

Department  of  Social  Welfare:  The  subcom- 

mittee has  exerted  every  effort  to  effect  re- 
vision of  Book  V including  the  fee  schedule. 
C.  Carlyle  Nuckols,  Jr.,  M.D.,  has  been  ap- 
pointed by  the  Department  of  Social  Welfare 
as  deputy  commissioner  of  the  Division  of 
Medical  Affairs.  The  chairman  and  Mr. 
Farrell  attended  a meeting  with  Dr.  Nuckols 
and  set  up  a plan  for  the  revision  by  establish- 
ing the  Medical  Care  Planning  Committee 
with  two  subcommittees,  namely,  fee  schedule 
and  drafting.  Dr.  Bernard  was  appointed 
chairman  of  the  fee  schedule  subcommittee. 
Two  meetings  of  this  subcommittee  have  al- 
ready been  held. 

The  Subcommittee  on  Public  Medical  Care 
went  on  record  as  favoring  continuing  efforts 
toward  liberalization  of  the  financial  respon- 
sibilities of  relatives  under  the  MAA  program. 

Your  reference  committee  approves  the  sub- 
committee’s decisions  above  noted. 

Your  reference  committee  wishes  to  com- 
mend Marcelle  Bernard,  M.D.,  and  her  sub- 
committee for  their  excellent  work  in  obtaining 
action  on  matters  relating  to  public  medical 
care,  and  expresses  its  appreciation  to  Drs. 
Birkel,  Brighton,  and  Yerby  who  acted  as 
advisers  to  the  subcommittee. 

. . . Dr.  Schwartz’s  motion  to  adopt  this 
portion  of  the  report  was  unanimously  carried.  . . 

Section  237  {see  67) 

Liaison  with  Veterans  Administration 

Dr.  Schwartz:  The  annual  report  of 

the  Subcommittee  on  Liaison  with  Veterans 
Administration  was  read  by  your  reference 
committee  and  it  was  learned  that  the  central 
office  of  the  Veterans  Administration  requested 
that  the  California  plan  of  relative  values  be 
introduced  into  the  fee  schedule  instead  of  the 
schedule  now  being  used.  Conversion  factors 
have  been  established  to  be  applicable  to  the 
period  July  1,  1965,  through  June  30,  1966,  for 
medicine,  surgery,  radiology,  and  laboratory 
sections,  with  noted  exceptions. 

Your  reference  committee  extends  its  ap- 
preciation to  Herbert  H.  Bauckus,  M.D., 
chairman,  and  the  members  of  his  committee. 

. . . After  discussion,  Dr.  Schwartz’s  motion 
to  adopt  this  portion  of  the  report  was  unan- 
imously carried.  . . 


Dr.  Schwartz:  Your  reference  committee 

acknowledges,  with  deep  appreciation,  the 
productive  efforts  of  G.  Rehmi  Denton,  M.D., 
chairman,  the  members  of  his  committee,  Mr. 
George  P.  Farrell  and  his  staff  in  carrying  forth 
the  arduous  work  of  the  Economics  Committee 
and  its  subcommittees. 

. . . Dr.  Schwartz’s  motion  to  adopt  this 
portion  of  the  report  was  unanimously  carried.  . . 

Section  238  ( see  1 7) 

Medical  Care  Insurance 

Dr.  Schwartz:  Under  discussion  of  po- 

diatry, your  reference  committee  notes  that 
the  Committee  on  Medical  Care  Insurance 
disapproved  a resolution  adopted  by  the  Medical 
Society  of  the  County  of  Schenectady  on  April 
7,  1964.  This  resolution  dealt  with  the  pay- 
ment of  fees  by  Blue  Shield  to  nonphysician 
personnel.  This  action  was  taken  because  the 
Appellate  Division,  Fourth  Department,  in 
July,  1959,  directed  the  Western  New  York 
Medical  Plan  to  reimburse  through  its  con- 
tracts, such  services  recognized  as  common  to 
both  the  medical  and  podiatric  professions. 

Your  reference  committee  notes  that  on 
three  different  occasions  the  Medical  Society  of 
the  State  of  New  York  has  made  representation 
to  the  Attorney  General  of  the  State  of  New 
York  to  review  his  opinion  of  September  8, 
1959,  regarding  authorization  to  podiatrists 
to  perform  the  “Keller  Operation.”  In  view 
of  the  fact  that  no  further  ruling  has  been  ob- 
tained, the  Committee  on  Medical  Care  In- 
surance and  the  Council  of  the  Medical  Society 
of  the  State  of  New  York  approved  a resolution 
requesting  the  Council  of  the  State  Society  to 
support  and  participate  in  legal  proceedings  to 
be  brought  by  Blue  Shield  of  Western  New  York 
for  review  of  the  opinion  of  the  Attorney 
General. 

Your  reference  committee  wholeheartedly 
approves  this  action  by  the  Committee  on 
Medical  Care  Insurance. 

. . . Dr.  Schwartz’s  motion  to  adopt  this 
portion  of  the  report  was  unanimously  carried.  . . 

Dr.  Schwartz:  Your  reference  committee 

notes  that  the  Committee  on  Medical  Care 
Insurance  canvassed  the  county  medical  societies 
in  reference  to  the  establishment  of  review 
committees.  It  was  learned  that  38  counties 
have  set  up  such  committees;  14  have  requested 
the  State  Society  committee  to  act  on  their 
behalf,  and  nine  counties  did  not  respond  to 
the  survey.  Because  it  was  felt  that  it  was 
desirable  to  have  review  committees  operating 
at  the  local  level,  the  committee  recommended 
that  neighboring  county  societies  which  main- 
tain their  own  review  committees  act  on  be- 
half of  societies  in  their  areas  which  have  no  such 
committees  rather  than  having  the  State 
Society  perform  this  function.  This  practice 
has  been  followed  in  a great  number  of  cases 
and  is  reported  to  be  satisfactory  to  all  parties 
concerned. 

Your  reference  committee  concurs  with  this 
solution. 
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Your  reference  committee  notes  with  approval 
the  recommendations  of  the  chairman  of  the 
Committee  on  Medical  Care  Insurance  that 
everything  possible  be  done  to  extend  coopera- 
tion between  physicians  and  local  Blue  Shield 
Plans  regarding  matters  of  fee  schedules,  con- 
tract benefits,  income  ceilings,  and  so  forth, 
and  that  the  State  Society  stands  ready  to 
assist  in  whatever  way  it  can  to  promote  such 
cooperation. 

In  discussing  the  differences  between  the 
Broome  County  Medical  Society  and  the 
Central  New  York  Medical  Plan  which  were 
reported  to  the  House  of  Delegates  in  1964, 
the  committee  considered  and  unanimously 
approved  seven  broad  principles  to  be  used  as  a 
guide  for  future  relations  between  Blue  Shield 
Plans  and  participating  physicians. 

Your  reference  committee  recommends  ap- 
proval of  these  principles  with  the  exception  of 
item  3 which  we  have  amended  to  read  as 
follows: 

The  original  states:  “3.  Basing  the  fee 

schedule  on  a professional  service  index,  known 
as  P.S.I.,  is  approved  practice.” 

The  amended  version  is:  “3.  Basing  the 

fee  schedule  on  a relative  value  index  such  as 
P.S.I.,  is  approved  practice.” 

. . . Dr.  Schwartz’s  motion  to  adopt  this 
portion  of  the  report  was  unanimously  carried.  . . 

Dr.  Schwartz:  Your  reference  committee 

notes  with  approval  that  the  Committee  on 
Medical  Care  Insurance  requests  that  county 
medical  societies  bring  to  its  attention  any 
future  differences  of  a serious  nature  with 
Blue  Shield  Plans,  and  urges  that  county 
medical  societies  take  advantage  of  this  ex- 
cellent means  of  maintaining  good  public 
relations  with  their  local  plans. 

A pproval  of  Plans : Y our  reference  committee 

concurs  with  the  approval  voted  by  the  Commit- 
tee on  Medical  Care  Insurance  of  the  following 
Blue  Shield  Plans:  United  Medical  Service, 

Inc.,  New  York  City;  Blue  Shield  of  Western 
New  York,  Inc.,  Buffalo;  Genesee  Valley 
Medical  Care,  Inc.,  Rochester;  Central  New 
York  Medical  Plan,  Inc.,  Syracuse;  Medical 
and  Surgical  Care,  Inc.,  Utica;  Northeastern 
New  York  Medical  Service,  Inc.,  Albany;  and 
Chautauqua  Region  Medical  Service,  Inc., 
Jamestown. 

. . . Dr.  Schwartz’s  motion  to  adopt  this 
portion  of  the  report  was  unanimously  carried.  . . 

Dr.  Schwartz:  Your  reference  committee 

notes  with  a great  deal  of  interest  the  annual 
report  of  the  Bureau  of  Medical  Care  Insurance 
with  details  as  to  the  increase  in  membership 
in  New  York  State  Blue  Cross  and  Blue  Shield 
Plans  and  the  classification  of  claims  under  the 
Medicare  program. 

Your  reference  committee  wishes  to  ac- 
knowledge the  excellent  work  done  by  Melvin 
S.  Martin,  M.D.,  chairman,  his  committee, 
and  by  Mr.  George  P.  Farrell  and  Mrs.  Alice 
H.  Arana  and  Mrs.  Nan  Boynton  of  his  staff 
in  handling  the  thorny  problems  referred  to 
the  Committee  on  Medical  Care  Insurance. 


Section  239  ( see  108 ) 

Revision  of  the  Fee  Schedule  for 
Welfare  Patients 

Dr.  Schwartz:  Resolution  65-16,  “Re- 

vision of  the  Fee  Schedule  for  Welfare  Patients”: 
Your  committee  recommends  that  no  action 
be  taken  on  this  resolution  as  the  Subcommittee 
on  Public  Medical  Care,  as  was  mentioned 
earlier,  is  now  in  the  process  of  revising  Book  V 
of  the  State  Department  of  Social  Welfare. 

. . . Dr.  Schwartz’s  motion  to  adopt  this 
portion  of  the  report  was  unanimously  carried.  . . 

Section  240  ( see  116 ) 

Adoption  of  Relative  Value  Scale  Index 

Dr.  Schwartz:  Resolution  65-24,  “Adop- 
tion of  Relative  Value  Scale  Index”:  Your 

reference  committee  recommends  that  this 
resolution  be  amended  to  read  as  follows  and 
then  approved: 

The  first  “whereas”  to  read: 

Whereas,  A study  of  the  established  fees 
covering  medical  and  surgical  procedures  for 
all  agencies  in  the  State  of  New  York  fre- 
quently reveals  poor  correlation  of  the  fees 
with  the  relative  responsibility  and  req- 
uisite skills  necessary  for  each  procedure; 
and.  . . 

Resolved,  That  the  Medical  Society  of 
the  State  of  New  York  recommend  the 
adoption  of  the  relative  value  scale  index, 
prepared  by  the  Council  Committee  on 
Economics  of  the  State  Society  for  appli- 
cation to  all  fee  schedules. 

. . . Dr.  Schwartz’s  motion  to  adopt  this 
portion  of  the  report  was  unanimously  carried.  . . 

Section  241  ( see  129) 

Free  Choice  of  Physicians  for  Welfare  Patients 

Dr.  Schwartz:  Resolution  65-37,  “Free 

Choice  of  Physicians  for  Welfare  Patients”: 
Your  reference  committee  recommends  dis- 
approval of  this  resolution  for  reasons  that  the 
first  “whereas”  refers  to  a welfare  manual 
covering  a specific  locality,  and  in  addition 
places  the  choice  of  a specialist  in  the  hands  of 
the  patient. 

...  A substitute  resolution  for  65-37  was 
presented  by  Dr.  Mathews,  as  follows: 

Whereas,  Regulations  of  county  depart- 
ments of  social  welfare  do  in  many  instances 
limit  the  choice  of  physician;  and 

Whereas,  This  procedure  denies  the  right 
of  freedom  of  choice;  now  therefore  be  it 
hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  reaffirm  its  support  of 
the  right  to  freedom  of  choice  of  physician 
for  all,  including  welfare  patients. 

. . . After  discussion,  Dr.  Mathews’  motion  to 
adopt  the  substitute  resolution  was  carried.  . . 
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Section  242  {see  125) 

Development  of  Senior  Citizen  Health 
Care  Program  by  A.M.A. 

Dr.  Schwartz:  Resolution  65-33,  “De- 

velopment of  Senior  Citizen  Health  Care  Pro- 
gram by  A.M.A.”:  Your  reference  com- 

mittee recommends  no  action. 

. . . Dr.  Schwartz’s  motion  to  adopt  this 
portion  of  the  report  was  unanimously  carried.  . . 

Section  243  {see  100 ) 

Free  Choice  of  Physician  for  MAA 
Recipients  in  Teaching  Hospitals 

Dr.  Schwartz:  Resolution  65-8,  “Free 

Choice  of  Physician  for  MAA  Recipients  in 
Teaching  Hospitals”:  This  resolution  was 

amended  to  read  as  follows  and  then  recom- 
mended for  approval: 

Whereas,  It  is  clearly  the  intent  of  both 
Federal  and  State  legislation  that  MAA 
recipients  choose  their  own  physicians;  and 
Whereas,  The  Kerr-Mills  legislation  clearly 
states  that  any  enabling  act  by  any  state 
must  contain  the  provision  that  physicians’ 
services  will  be  paid  for;  and 

Whereas,  It  is  the  intent  of  the  Metcalf- 
McCloskey  Act  that  MAA  patients  through- 
out the  State  of  New  York  be  considered 
medically,  rather  than  totally,  indigent;  and 
Whereas,  The  Department  of  Social 
Welfare  of  the  State  of  New  York  and  local 
welfare  departments  place  MAA  recipients 
in  teaching  hospitals  on  ward  services,  thus 
denying  them  their  free  choice  of  physician; 
and 

Whereas,  This  policy  has  the  effect  of  a 
discriminatory  practice  by  the  Department 
of  Social  Welfare  and  by  local  welfare  de- 
partments in  some  areas,  against  MAA 
recipients;  now  therefore  be  it  hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  support  the  policy  that 
all  MAA  recipients  have  the  right  of  free 
choice  of  physician;  and  be  it  further 

Resolved,  That  all  physicians,  other  than 
those  whose  services  are  paid  for  by  hospitals, 
be  paid  for  all  services  rendered  to  MAA 
recipients  whether  inpatient  or  outpatient 
in  all  hospitals,  whether  they  be  teaching  or 
nonteaching  institutions. 

. . . Dr.  Schwartz’s  motion  to  adopt  this 
portion  of  the  report  was  unanimously  carried.  . . 

Section  244  {see  146 ) 

Development  of  Medical  Care  Plan 
for  Total  Needs  of  People 

Dr.  Schwartz:  Resolution  65-54,  “De- 

velopment of  Medical  Care  Plan  for  Total 
Needs  of  People”:  Your  reference  committee 

recommends  that  this  resolution  be  amended 
as  follows,  and  then  approved: 

The  third  “whereas”  to  read: 

Whereas,  The  financing  of  such  medical 
care  has  been  carried  out  by  voluntary 
means  individually  or  by  prepaid  insurance 


and  by  government;  and 

The  “resolved’s”  are  to  be  amended  to  read  as 
follows: 

Resolved,  That  representatives  of  the  Ameri- 
can Medical  Association  continue  to  meet 
with  interested  parties  such  as  government, 
hospital,  labor,  insurance,  and  other  pro- 
fessional and  lay  groups  in  order  to  continue 
to  maintain  and  expand  the  provision  of 
high  quality  medical  care  for  all  people; 
and  be  it  further 

Resolved,  That  the  program  so  promulgated 
shall  utilize  individual  funds,  prepayment 
insurance  funds,  and  government  funds 
(Federal,  State,  and  local) ; and  be  it  further 
Resolved,  That  a copy  of  this  resolution  be 
sent  to  the  President  of  the  United  States 
and  all  members  of  both  Houses  of  Congress 
of  the  United  States  and  to  all  component 
state  medical  societies. 

. . . After  considerable  discussion,  during 
which  Dr.  Mathews’  motion  to  amend  the 
resolution  by  substituting  a “resolved”  was 
lost,  Dr.  Wertz’s  motion  to  table  was  carried.  . . 

Section  245  {see  111) 

Approval  for  United  Medical  Service 
Policy  Changes 

Dr.  Schwartz:  Resolution  65-19,  “Ap- 

proval for  United  Medical  Service  Policy 
Changes”:  No  action  was  taken  on  this 

resolution  as  Nassau  County  Medical  Society 
withdrew  it. 

Section  246  {see  120) 

U.M.S.  Fee  Schedule  for  General  Practitioners 

Dr.  Schwartz:  Resolution  65-28,  “U.M.S. 

Fee  Schedule  for  General  Practitioners”:  Your 

reference  committee  recommends  that  no  action 
be  taken  on  this  resolution  at  this  time  as  it 
was  reported  that  the  matter  to  which  it  re- 
fers is  under  negotiation  with  United  Medical 
Service  at  present. 

. . . Dr.  Schwartz’s  motion  to  adopt  this 
portion  of  the  report  was  unanimously  carried.  . . 

Section  247  {see  123) 

Suggested  Improvements  in  Blue  Shield 
Plans  and  Procedures 

Dr.  Schwartz:  Resolution  65-31,  “Sug- 

gested Improvements  in  Blue  Shield  Plans  and 
Procedures”:  Your  reference  committee  rec- 

ommends that  no  action  be  taken  on  this 
resolution  as  the  subject  of  determination  of 
subscribers’  incomes  is  under  advisement  by 
United  Medical  Service  at  present. 

. . . Dr.  Schwartz’s  motion  to  adopt  this 
portion  of  the  report  was  unanimously  carried.  . . 

Section  248  {see  141) 

Inclusion  of  Fees  for  Physiatrists  in 
Blue  Cross  and  Blue  Shield  Fee  Schedules 

Dr.  Schwartz:  Resolution  65-49,  “In- 

clusion of  Fees  for  Physiatrists  in  Blue  Cross 
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and  Blue  Shield  Fee  Schedules”:  While  your 

reference  committee  is  in  sympathy  with  the 
intent  of  the  above  resolution,  it  feels  that  no 
action  can  be  taken  on  the  matter  at  present. 
Your  reference  committee  recommends  that 
representatives  of  the  Blue  Shield  Plans  meet 
with  specialty  societies  on  physical  medicine  and 
rehabilitation  to  study  the  possibility  of  in- 
cluding physiatrists’  services  in  future  contracts. 

It  was  obvious  to  the  committee  that  to 
include  this  additional  service  in  the  basic 
contracts  would  require  a raise  in  the  premiums, 
and  that  any  additional  service  would  so  re- 
quire. Therefore,  it  was  felt  that  the  two 
groups,  Blue  Shield  and  the  physiatrists,  should 
confer  on  this  matter. 

. . . After  considerable  discussion,  during 
which  Dr.  Tofany’s  motion  to  delete  the  words 
‘‘Blue  Cross”  from  the  resolution  was  carried, 
Dr.  Schwartz’s  motion  to  .adopt  this  portion  of 
the  report  as  amended  was  carried.  . . 

Section  249  {see  148 ) 

Full  Participation  in  Blue  Shield  Plans 

Dr.  Schwartz:  Resolution  65-56,  “Full 

Physician  Participation  in  Blue  Shield  Plans”: 
Your  reference  committee  recommends  that 
the  second  “resolved”  in  this  resolution  be 
amended  to  read  as  follows  and  it  then  be 
approved: 

Resolved,  That  the  Medical  Society  of 
the  State  of  New  York  devise  some  effective 
means  to  promote  full  participation  of  all 
members  in  their  local  Blue  Shield  plans. 

. . . Dr.  Schwartz’s  motion  to  adopt  this 
portion  of  the  report  was  unanimously  carried.  . . 

Section  250  {see  155 ) 

Modification  of  the  Proposed  Medicare 
Legislation 

Dr.  Schwartz:  Resolution  65-63,  “Mod- 

ification of  the  Proposed  Medicare  Legislation”: 
Your  reference  committee  recommends  dis- 
approval of  this  resolution,  since  organized 
medicine  is  opposed  to  the  proposed  Medicare 
legislation  in  any  form  and,  therefore,  to  any 
modification  of  it. 

. . . After  discussion.  Dr.  Schwartz’s  motion 
to  adopt  this  portion  of  the  report  was  tabled.  . . 

Dr.  Schwartz:  Your  committee  wishes 

to  express  its  appreciation  to  officers  of  the 
Medical  Society  of  the  State  of  New  York,  the 
speaker  of  the  House,  and  all  other  delegates 
and  members  of  the  State  Medical  Society  who 
appeared  before  the  reference  committee, 
thereby  considerably  aiding  in  the  deliberations 
of  the  committee. 

Your  chairman  wishes  to  thank  the  members 
of  his  reference  committee  for  their  conscientious 
attendance  and  contributions  to  the  functioning 
of  the  committee,  and  Miss  Sheila  B.  Treacy 
for  her  invaluable  service  as  secretary  to  the 
committee. 

. . . Dr.  Schwartz’s  motion  to  adopt  the 
report  as  a whole  as  amended  was  unanimously 
carried.  . . 


Report  of  Reference  Committee 
on  Scientific  Activities  and 
Publications  B 

. . . Vice-Speaker  Babbage  introduced  George 
T.  C.  Way,  M.D.,  Dutchess,  chairman,  to 
give  the  report  of  the  Reference  Committee 
on  Scientific  Activities  and  Publications  B.  . . 

Section  251  {see  37,  77) 

Publication 

Dr.  Way:  We  have  received  the  annual  re- 

port of  the  Publication  Committee  with  George 
Himler,  M.D.,  of  New  York  as  chairman  and 
wish  to  report  on  the  following: 

New  York  State  Journal  of  Medicine : In 

1964,  this  House  of  Delegates,  deeply  concerned 
about  the  status  of  our  State  Journal  of 
Medicine,  made  the  following  recommenda- 
tions: 

1.  The  House  adopted  a statement  by  the 
Reference  Committee  on  Reports  of  Officers  B 
expressing  the  feeling  “that  prompt  action 
should  be  taken  in  view  of  the  continuing  loss  of 
approximately  $40,000  a year.” 

2.  The  House  recommended  continuance  of 
investigations  of  the  possibility  of  combining 
the  New  York  State  Journal  of  Medicine 
with  others  to  form  a mid-Atlantic  medical 
journal. 

3.  The  House  recommended  that  a reader- 
ship  survey  of  the  New  York  State  Journal 
of  Medicine  be  conducted  by  an  outside 
professional  firm. 

4.  The  House  insisted  that  whatever  efforts 
were  to  be  made  to  improve  the  financial  status 
of  the  Journal  should  not  lower  the  quality  of 
its  scientific  value  to  any  degree. 

It  is  with  much  admiration  that  your  ref- 
erence committee  observes  the  results  of  the 
efforts  of  those  dedicated  individuals  who  during 
the  past  year  have  remarkably  altered  the  busi- 
ness status  of  the  Journal. 

The  Publication  Committee  with  Dr.  Himler 
as  chairman,  and  with  the  counsel  of  the  Ad 
Hoc  Committee  under  Norman  S.  Moore, 
M.D.,  have  worked  many  hours  to  fulfill  the 
wishes  of  this  House.  The  results  are  most 
pleasing. 

The  major  problem  in  our  advertising  de- 
partment has  to  a great  extent  been  eliminated 
with  the  assistance  of  the  administrative 
ability  and  tactical  wisdom  of  our  executive 
vice-president,  Dr.  Fineberg.  Even  though 
this  problem  was  not  solved  until  the  latter 
half  of  the  year,  our  advertising  income  for 
1964  exceeded  that  for  the  previous  year  by  over 
$12,000.  Since  this  represents  a distinct 
reversal  of  the  current  trend  in  medical  ad- 
vertising, your  reference  committee  invokes  the 
compliments  of  this  House  to  those  responsible 
and  to  the  Advertising  Department  under  the 
direction  of  J.  Richard  Burns,  Esq.,  in  par- 
ticular. 

Conversely,  there  has  been  a distinct  and 
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successful  effort  to  reduce  expenses.  The 
number  of  pages  has  been  reduced  to  a minimum 
of  112.  There  has  been  streamlining  and  con- 
solidation in  staff  positions  with  considerable 
savings. 

In  spite  of  these  “austerity”  measures,  we 
are  pleased  to  report  that  the  Journal  has 
maintained  its  high  standing  as  a scientific 
publication,  that  its  circulation  has  increased, 
that  requests  to  quote  and  to  reprint  are 
constantly  received,  and  that  continued 
honors  come  to  the  Journal  staff  members 
in  the  field  of  medical  communications. 

William  Hammond,  M.D.,  has  continued  to 
execute  the  responsibility  of  editor  in  his  usual 
exemplary  fashion.  Under  his  capable  aegis 
the  Journal  continues  to  be  very  attractive 
to  medical  writers.  Last  year,  315  manuscripts 
were  published;  603  were  submitted.  It  is 
hoped  that  as  the  financial  status  of  the  Journal 
improves,  the  number  of  scientific  pages  will 
progressively  increase. 

The  reference  committee  wishes  to  call 
attention  to  the  remarks  of  Dr.  Himler  who 
points  out  the  great  strides  which  the  Journal 
has  made  under  the  editorial  direction  of  Dr. 
Hammond.  In  a few  short  years  it  has  become 
a highly  respected  scientific  publication,  a 
status  that  few  state  journals  have  ever  at- 
tained. This  achievement  resulted  from  his 
carefully  thought-out  editorial  policies  and  his 
relentless  pursuit  of  material  suitable  for 
publication.  His  association  with  the  Journal 
has  been  a most  fortunate  one  for  us. 

The  reference  committee  agrees  with  the 
remarks  of  Dr.  Himler  when  he  refers  to  our 
managing  editor,  Miss  Alvina  Rich  Lewis,  who 
continues  to  be  an  indispensable  element  in 
the  publication  of  the  Journal.  She  has  the 
loyal  support  of  an  efficient  but  reduced  editorial 
staff  and  together  they  have  maintained  the 
quality  of  the  publication  under  what  can  only 
be  described  as  trying  circumstances. 

Both  the  Ad  Hoc  Committee  and  the  Pub- 
lication Committee  have  investigated  the 
possibility  of  combining  with  the  other  state 
journals.  Upon  thorough  investigation  it  is 
their  feeling  that  such  a merger  would  be 
undesirable.  Your  reference  committee  agrees 
with  them. 

The  question  of  a readership  survey  has  been 
under  consideration  during  the  past  year.  In 
light  of  the  many  more  pressing  problems  and 
the  high  cost  of  what  would  have  constituted  an 
adequate  survey,  it  was  decided  to  defer  this 
project.  Because  of  the  marked  change  in  the 
financial  status  and  advertising  trend  of  the 
Journal,  your  reference  committee  agrees  with 
the  feelings  of  the  Ad  Hoc  and  Publication 
Committees  in  deferring  this  at  the  present 
time. 

The  final  result  of  all  this  tremendous  effort  is 
best  represented  in  the  financial  picture:  In 

1963,  after  dues  allocation,  the  net  loss  was 
$31,814.  In  1964,  after  dues  allocation,  the 
net  gain  was  $8,358.  Gentlemen,  this  repre- 
sents a net  change  for  the  better  in  an  amount 
in  excess  of  $40,000. 


Your  reference  committee  is  of  the  opinion 
that  the  wishes  of  this  House  of  Delegates  as 
they  pertained  to  the  New  York  State 
Journal  of  Medicine  have  been  followed  and 
that  all  those  concerned  with  their  execution 
are  to  be  commended. 

. Dr.  Way’s  motion  to  adopt  this  portion 
of  the  report  was  unanimously  carried  . . . 

Dr.  Way:  American  Medical  Writers'  As- 

sociation: It  is  with  considerable  pride  that  your 
committee  recognizes  the  fact  that  many 
members  of  our  staff  are  active  in  the  American 
Medical  Writers’  Association  which  is  the  only 
national  professional  association  devoted  ex- 
clusively to  the  program  of  communications 
in  medicine  and  the  allied  sciences.  Our  editor, 
Dr.  Hammond,  after  serving  during  this  past 
year  as  president  of  the  local  metropolitan 
chapter  of  this  organization,  has  been  chosen  as 
national  president-elect  for  1965.  Our  man- 
aging editor,  Miss  Lewis,  has  been  re-elected 
to  her  third  term  as  secretary-treasurer.  Miss 
Elizabeth  C.  Smith,  our  manuscript  editor,  has 
served  as  parliamentarian  for  the  local  chapter. 

We  commend  our  publication  staff  for  this 
excellent  participation  in  this  worthy  or- 
ganization. 

. . . Dr.  Way’s  motion  to  adopt  this  portion 
of  the  report  was  unanimously  carried  . . . 

Dr.  Way:  State  Journal  Editors'  Conference: 
At  the  Annual  Conference  of  the  State  Journal 
Editors,  the  chairman  of  the  Publication  Com- 
mittee, Dr.  Himler,  appeared  as  a member 
of  a panel  of  which  the  moderator  was  our  own 
managing  editor,  Miss  Lewis. 

Even  though  we  are  not  members  of  the 
sponsoring  body  of  this  annual  event,  namely 
the  State  Medical  Journal  Advertising  Bureau, 
nevertheless  each  year  we  are  invited  to,  and 
participate  in,  this  conference. 

Redway  Medal:  A note  is  made  that  the  third 
annual  Laurance  D.  Red  way  Award  for  Medical 
Writing  was  presented  to  Alvan  L.  Barach, 
M.D.,  for  his  article,  “Hyperbaric  Oxygen  and 
Current  Medical  Uses  of  Oxygen.”  We  com- 
mend this  decision  and  urge  that  in  the  future 
this  award  be  granted  to  equally  excellent 
efforts. 

Editorial  Council:  Your  committee  recognizes 
that  last  year  the  editorial  council,  made  up  of 
representatives  of  each  of  the  medical  schools  in 
New  York  State,  met  two  times  and  that 
discussion  included  liaison  with  medical  schools, 
solicitation  of  manuscripts,  editorials,  evaluation 
of  departmental  material,  revisions,  and  medical 
school  sponsorship  of  special  issues.  This 
group  has  proved  invaluable  to  the  editor  in 
his  planning  and  decisions  and  it  is  hoped  to 
have  several  productive  meetings  during  the 
coming  year. 

Associate  Editorial  Board:  This  board,  we 
note,  includes  the  members  of  the  editorial 
council  and  physicians  representing  the  various 
specialties  in  medicine  who  have  cooperated  in 
the  evaluation  of  submitted  manuscripts  in 
securing  outstanding  articles  for  the  Journal. 
We  note  with  regret  the  passing  of  one  of  the 
members  of  the  board,  William  T.  Boland, 
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M.D.,  of  Elmira.  At  the  annual  dinner  held 
in  honor  of  this  board  the  speaker  was  Joseph 
Garland,  M.D.,  editor  of  the  New  England 
Journal  of  Medicine. 

We  commend  the  work  of  the  associate 
editorial  board  and  urge  continued  effort  in 
this  direction. 

Medical  Library:  Your  reference  committee 
has  reviewed  the  report  concerning  the  Medical 
Society  Library  as  prepared  by  the  librarian, 
Wesley  Draper,  and  included  in  the  report  of  the 
Publication  Committee.  While  we  approve  the 
fine  performance  of  the  medical  library,  we 
question  the  propriety  of  including  this  in  the 
activities  of  both  the  Publication  Committee 
and,  indeed,  of  the  Medical  Society  of  the  State 
of  New  York.  . . . Therefore,  your  reference 
committee  commends  the  Medical  Society  Li- 
brary as  such  but  suggests  in  future  years  it  not 
be  included  in  the  report  of  the  Publication  Com- 
mittee. 

. . .After  considerable  discussion,  during 
which  Dr.  Himler’s  motion  to  delete  a sentence 
from  the  reference  committee  report  was 
carried,  Dr.  Way’s  motion  to  adopt  this  portion 
of  the  report  was  carried  . . . 

Section  252  {see  38) 

Prize  Essays 

Dr.  Way:  Regarding  prize  essays,  last  year 
this  House  of  Delegates  voted  (section  258) 
that  the  award  of  the  Merit  H.  Cash  Prize  and 
the  Lucien  Howe  Prize  should  be  limited  to 
medical  students,  interns,  residents,  and  grad- 
uate fellows  in  institutions  located  within  New 
York  State.  The  House  also  voted  to  publicize 
the  prize  essay  competition  by  alerting  the 
directors  of  medical  education  in  hospitals 
where  available  and  otherwise  other  physicians 
to  inform  young  physicians  fully  about  the 
awards  and  to  take  responsibility  for  the  proj- 
ect. 

No  manuscripts  have  been  received  for 
consideration  during  the  past  year. 

In  reviewing  this  problem,  it  is  obvious  that 
the  monetary  award  furnished  by  these  prizes 
is  not  large  enough  to  attract  eager  competition. 
We  see  two  possible  solutions  to  this  problem: 
Either  make  the  award  with  adequate  publicity 
every  three  years  allowing  the  annual  income  to 
accumulate  to  a substantial  size,  or  supplement 
these  monies  on  an  annual  basis.  Your  ref- 
erence committee  recommends  that  we  leave 
this  decision  to  the  discretion  of  the  Special 
Committee  on  Prize  Essays. 

. . .After  discussion,  Dr.  Way’s  motion  to 
adopt  this  portion  of  the  report  was  carried  . . . 

Section  253  {see  39) 

What  Goes  On 

Dr.  Way:  It  is  always  a pleasure  to  review 
the  activities  of  What  Goes  On.  Its  need  and 
value  are  so  obvious  that  we  often  wonder  why 
it  was  not  conceived  many  years  earlier.  That 
it  meets  the  need  is  well  attested  to  by  its 
ever-increasing  circulation  and  by  the  continu- 
ing financial  support  of  Lederle  Laboratories. 


Your  reference  committee  therefore  extends 
its  compliments  to  James  Greenough,  M.D., 
the  able  director  of  What  Goes  On,  and  asks  the 
blessing  of  this  House  on  this  excellent  pub- 
lication. 

Section  254  {see  40) 

Directory 

Dr.  Way:  Your  reference  committee  has 

reviewed  the  report  of  the  Ad  Hoc  Committee 
to  Study  the  Directory  under  the  chairmanship 
of  Thurman  B.  Givan,  M.D. 

A review  of  the  history  of  the  Directory  as 
well  as  an  analysis  of  its  contents  reveals  that 
over  the  years  a plethora  of  nonessential  and 
redundant  material  has  gotten  into  the  book. 
There  was  a time  when  production  costs  and 
the  size  of  the  physician  population  involved 
permitted  a certain  uncritical  policy  regarding 
Directory  listings  to  be  followed.  At  the  present 
time,  however,  the  costs  of  production  and  the 
size  of  the  book  itself  have  reached  such  pro- 
portions that  the  content  of  the  Directory  has 
become  an  economic  factor  of  great  importance. 

After  a thorough  discussion,  the  committee 
recommended  that  the  following  essential 
data  be  included:  The  physician’s  name,  office 
address  including  postal  zip  code,  telephone 
number,  office  hours,  medical  school  and  date  of 
graduation,  and  where  applicable,  American 
board  memberships,  American  specialty  colleges 
or  academic  fellowships,  Workmen’s  Com- 
pensation rating,  and  current  official  hospital 
affiliations  with  governmental  and  accredited 
voluntary  and  proprietary  hospitals. 

Perhaps  the  greatest  point  of  discussion  about 
the  decision  of  the  committee  pertains  to  the 
question  of  listing  the  academic  appointments. 
The  committee,  well  aware  of  the  reference 
value  of  academic  affiliations  and  yet  wishing  to 
abide  by  the  principle  of  simplicity,  has  offered 
a compromise  solution  of  listing  the  full  staffs 
with  specific  appointments  of  all  medical  schools 
within  the  State  in  a separate  section.  Your 
reference  committee  finds  this  compromise 
decision  acceptable. 

During  the  past  year,  a distinct  effort  has 
been  made  to  increase  the  sales  of  the  Directory 
to  interested  nonmembers.  The  results  of  the 
effort  have  been  as  follows:  In  1961-1962  our 
income  from  this  source  was  $24,620;  for  1963- 
1964  our  income  was  $53,560.  This  added 
income  has  been  of  tremendous  help  in  carry- 
ing a part  of  the  cost  of  producing  this  volume. 

Our  reference  committee  has  only  minor 
recommendations;  namely,  consideration  of  a 
return  to  the  hard  cover  for  we  find  the  soft 
cover  a definite  liability.  And  second,  we  get 
the  impression  that  the  quality  of  the  paper,  or 
perhaps  the  printing,  does  not  measure  up  to 
the  previous  standards. 

The  reference  committee  extends  its  compli- 
ments to  Dr.  Givan  and  his  hard  working 
committee  who,  together  with  Dr.  Fineberg 
and  Mr.  Burns,  have  performed  an  excellent 
job. 

. . .After  discussion,  Dr.  Way’s  motion  to 
adopt  this  portion  of  the  report  was  carried  . . . 
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Section  255  { see  41) 

District  Branches 

Dr.  Way:  The  reports  of  the  various  district 
branches  have  been  read  in  detail  and  the 
branch  presidents  were  invited  to  meet  with 
the  reference  committee  during  this  convention. 
It  is  obvious  that  there  is  tremendous  variation 
in  the  amount  of  activity  at  the  district  branch 
level.  We  note  that  several  of  the  district 
branches  are  prone  to  have  annual  joint  meet- 
ings, that  is,  the  Third  and  Fourth,  the  Fifth 
and  Sixth,  and  the  Seventh  and  Eighth.  Such 
combined  ventures,  no  doubt,  add  substance 
and  vitality  to  these  meetings  and  make  it 
more  satisfying  to  those  concerned  with,  and 
participating  in,  the  program. 

Last  year  this  reference  committee  explored 
rather  superficially  the  lack  of  definition  and 
the  changing  role  of  the  district  branches.  At 
that  time  we  tried  to  relate  the  district  branches 
to  the  individual  county  society  whose  stature 
has  changed  radically  in  the  past  decade.  In 
our  meeting  on  Monday  we  heard  that  in  certain 
district  branches  considerable  stimulating  ac- 
tivity is  in  existence.  Activities  which  cannot 
be  performed  at  the  county  level  are  being 
executed  at  the  district  level.  We  find  this 
very  encouraging.  In  contrast  to  this,  we 
have  also  learned  that  in  certain  district 
branches  which  encompass  a membership  of 
several  thousand  physicians,  difficulty  is  en- 
countered in  even  filling  the  slate  of  officers. 

Your  reference  committee  has  several 
thoughts  pertaining  to  the  district  branches: 

1.  The  full  potential  of  this  level  of  medical 
organization  has  not  been  realized. 

2.  In  the  light  of  the  continuing  combined 
meetings  perhaps  a re-evaluation  of  the  geo- 
graphic distribution  of  the  district  branches  is 
very  much  in  order. 

3.  There  should  be  an  increasing  amount  of 
State  Society  participation  mediated  through 
the  district  branches  such  as  the  regional 
conferences  and  training  workshops  for  those 
active  in  the  lower  echelons  of  organized 
medicine  within  the  State. 

Last  year  this  reference  committee  submitted 
a recommendation  that  the  function  of  the 
district  branches  be  broadened.  This  was 
approved  by  this  House  of  Delegates  (section 
260)  and  at  the  March  meeting  of  the  Council  was 
referred  to  the  Planning  Committee  for  Medical 
Policies.  In  reviewing  their  annual  report,  we 
note  that  the  committee  did  not  meet  during 
1964  and  has  recommended  its  own  dissolution. 

Therefore,  your  reference  committee  re- 
spectfully recommends  to  the  House  of  Del- 
egates that  an  ad  hoc  committee  be  appointed 
to  explore  thoroughly  these  and  all  other  aspects 
of  the  district  branches. 

. . . Dr.  Way’s  motion  to  adopt  this  portion  of 
the  report  was  unanimously  carried  . . . 

Section  256  {see  73) 

Convention 

Dr.  Way:  Your  reference  committee  has 

reviewed  that  portion  of  the  report  of  the 


executive  vice-president  which  pertains  to  the 
1964  Convention  at  this  Americana  Hotel. 
We  consider  the  questionnaire  method  of 
postconvention  evaluation  to  be  an  excellent 
method  of  immediately  sounding  the  reaction 
of  the  delegates  while  it  is  still  fresh  in  their 
memories. 

We  like  the  idea  of  the  preparation  of  a small 
guide  book  for  each  delegate  so  that  he  may 
more  quickly  orientate  himself  to  procedure  and 
be  more  aware  of  what  his  rightful  role  should 
be. 

We  quite  agree  that  the  section  meeting 
rooms  of  last  year  were  woefully  inadequate  and 
take  pleasure  in  noting  much  improvement 
this  year. 

We  are  informed  that  the  total  revenue  from 
the  technical  exhibitors  slightly  exceeds  that 
received  for  last  year.  It  appears  that  at- 
tendance at  these  exhibits,  while  not  ideal, 
continues  to  be  sufficient  to  attract  the  return 
of  the  various  exhibitors. 

The  eternal  problem  of  the  proper  timing  of 
the  scientific  meetings  continues.  To  some 
extent  this  has  been  alleviated  by  the  use  of 
the  combined  meetings.  Every  effort  has  been 
made  to  please  the  various  sections  and  to 
avoid  conflicts. 

Your  reference  committee  wishes  to  compli- 
ment Dr.  Fineberg,  the  Convention  Committee 
under  the  chairmanship  of  Bernard  J.  Pisani, 
M.D.,  and  the  entire  staff  of  the  State  Society 
for  the  fine  job  of  preliminary  organization 
which  they  have  performed  in  making  the 
workings  of  this  convention  and  of  this  House 
proceed  so  smoothly. 

. . . Dr.  Way’s  motion  to  adopt  this  portion  of 
the  report  was  unanimously  carried  . . . 

Dr.  Way:  The  chairman  is  deeply  apprecia- 
tive of  the  sincere  cooperation  and  interest 
shown  by  the  members  of  his  committee.  Both 
the  chairman  and  the  entire  committee  were 
most  fortunate  in  having  the  able  and  charming 
assistance  of  Miss  Mary  Politano  as  secretary. 

. . . Dr.  Way’s  motion  to  adopt  the  report  as  a 
whole  as  amended  was  unanimously  carried  . . . 

Report  of  Reference  Committee 
on  Commission  on  Public  and 
Professional  Affairs 

. . .Speaker  Wurzbach  introduced  Isidore 
Sternlieb,  M.D.,  Bronx,  chairman,  to  give  the 
report  of  the  Reference  Committee  on  Com- 
mission on  Public  and  Professional  Affairs  . . . 

Section  257  {see  42,  43,  44,  76,  78) 

Legislation 

Dr.  Sternlieb:  Your  reference  committee 

reviewed  the  report  of  the  Commission  on 
Public  and  Professional  Affairs  and  notes  that 
the  change  in  composition  of  this  commission 
to  include  the  Council  Committee  on  State 
Legislation,  the  Council  Committee  on  Federal 
Legislation,  and  the  Council  Committee  on 
Public  Relations  has  resulted  in  better  co- 
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ordination  of  the  activities  of  these  committees. 
The  frequent  and  better  interchange  of  ideas 
and  activities  among  these  committees  has 
improved  the  spirit  of  unified  effort  and  resulted 
in  better  implementation  and  continuity  of 
plans  and  projects.  The  regional  meetings 
held  by  this  commission  during  1964  were 
highly  successful  and  your  reference  committee 
urges  the  continuation  of  these  efforts  in  1965. 

. . . Dr.  Sternlieb’s  motion  to  adopt  this 
portion  of  the  report  was  unanimously  car- 
ried . . . 

Dr.  Sternlieb:  The  establishment  of  a 

central  legislation  information  center  at  the 
Medical  Society  of  the  State  of  New  York 
headquarters  should  provide  a suitable 
mechanism  through  which  accurate,  prompt,  and 
complete  information  concerning  proposed  leg- 
islation will  be  channeled  to  all  county  medical 
societies.  During  the  session  of  the  State 
Legislature,  a filing  system  of  bills  of  interest 
to  medicine  will  be  maintained.  Information 
concerning  major  medical  bills,  their  contents 
and  status,  will  be  readily  available.  Latest 
data  on  Federal  legislation,  particularly  con- 
cerning medical  care  for  the  aged,  also  will  be 
on  file. 

This  center  will  be  under  the  supervision  of 
Martin  J.  Tracey,  coordinator,  legislative 
activities.  The  tabulation  of  these  bills  will 
be  made  by  Ralph  D.  Semerad,  Esq.,  of  the 
Albany  Law  School.  The  reference  committee 
commends  the  Commission  on  Public  and 
Professional  Affairs  for  the  establishment  of 
this  legislation  information  center  and  urges  the 
county  medical  societies  to  make  adequate  use 
of  this  facility. 

. . .Dr.  Sternlieb’s  motion  to  adopt  this 

portion  of  the  report  was  unanimously  carried  . . . 

Dr.  Sternlieb:  The  reference  committee 

takes  note  of  the  fact  that  an  inquiry  regarding 
public  relations  directed  to  the  61  county 
medical  societies,  in  which  “grass  roots”  co- 
operation was  requested,  received  only  31 
replies.  It  is  respectfully  recommended  that 
all  county  medical  societies  cooperate  with  the 
Commission  on  Public  and  Professional  Affairs. 

. . .Dr.  Sternlieb’s  motion  to  adopt  this 

portion  of  the  report  was  unanimously  car- 
ried . . . 

Dr.  Sternlieb:  Your  reference  committee 
reviewed  the  report  of  the  Council  Committee 
on  State  Legislation  and  notes  the  passage  of 
nine  pieces  of  legislation  sponsored  and  sup- 
ported by  the  Medical  Society  of  the  State  of 
New  York  and  regrets  the  failure  of  passage  of 
three  other  bills. 

The  bills  passed  are  as  follows: 

Good  Samaritan  Bill  (S.I.  747,  Pr.  4142 — - 
Speno);  X-ray  Technicians  Bill  (S.I.  1313,  Pr. 
3744 — Metcalf);  Regulation  of  Clinical  Lab- 
oratories (A. I.  4141,  Pr.  5869 — Pomeroy); 
State  Hospital  Review  and  Planning  Council 
(A.I.  5019,  Pr.  4584 (S) — McCloskey) ; Child 
Abuse  Bill  (S.I.  3805,  Pr.  4439— Rules) ; Phenyl- 
ketonuria Bill  (S.I.  881,  Pr.  1641 — Conklin); 
Body  Disposition  Bill  (A.I.  3312,  Pr.  550 — 
Brook);  M.A.A.  Ceilings  (A.I.  4153,  Pr. 


5434 — J.  Johnson);  Physical  Therapy  Bill 
(A.I.  4778,  Pr.  5076— Abrams) . 

Your  reference  committee  approves  the 
sponsorship  of  the  legislative  program  for  1965 
as  outlined. 

. . After  discussion,  Dr.  Sternlieb’s  motion 
to  adopt  this  portion  of  the  report  was  car- 
ried . . . 

Dr.  Sternlieb:  Your  reference  committee 

calls  attention  of  the  House  of  Delegates  to  the 
change  in  the  title  of  our  legislation  letter  to 
“Capitol  News”  and  the  inclusion  therein  of 
both  Federal  and  State  legislation  news. 

Your  reference  committee  considered  the 
report  of  the  Council  Committee  on  Federal 
Legislation  and  takes  note  with  pride  the  success 
of  the  “Washington  Trip”  of  the  delegation 
representing  the  Medical  Society  of  the  State 
of  New  York,  April  14,  15,  and  16,  1964. 
Your  committee  recommends  the  continuation 
of  such  legislative  journeys  and  urges  contin- 
uous support  be  given  this  endeavor  by  the 
Council  of  the  Medical  Society  of  the  State  of 
New  York  and  by  the  county  medical  societies. 

. . .After  discussion,  Dr.  Sternlieb’s  motion 
to  adopt  this  portion  of  the  report  was  unan- 
imously carried  . . . 

Dr.  Sternlieb:  The  efforts  of  this  com- 

mittee in  fighting  the  proposed  King-Anderson 
(Medicare)  type  legislation,  and  the  support  of 
the  new  Eldercare  legislation  outlined  in  the 
supplementary  report  of  this  committee  are  to 
be  approved  and  commended. 

. . .After  discussion,  Dr.  Sternlieb’s  motion 
to  adopt  this  portion  of  the  report  was  car- 
ried . . . 

Section  258  ( see  45) 

Public  Relations 

Dr.  Sternlieb:  Your  reference  committee 

reviewed  the  report  of  the  Council  Committee 
on  Public  Relations  and  wishes  to  commend  this 
committee  on  a very  successful  program  with 
special  commendation  for  the  T.V.  program 
entitled  “Doctors  at  Work”  and  for  the  news- 
paper advertisements  regarding  the  availability 
of  the  Kerr-Mills  program.  Your  committee 
gratefully  acknowledges  support  of  the  Ameri- 
can Medical  Association  in  the  amount  of 
$53,000  which  made  this  newspaper  campaign 
possible. 

Your  committee  recommends  the  redis- 
tribution of  the  handbook  entitled  “You  and 
Your  Medical  Society.” 

. . . Dr.  Sternlieb’s  motion  to  adopt  this 
portion  of  the  report  was  unanimously  car- 
ried . . . 

Dr.  Sternlieb:  At  this  point  your  chairman 
wishes  to  thank  James  M.  Blake,  M.D.;  George 
J.  Lawrence,  Jr.,  M.D.;  John  H.  Carter, 
M.D.;  C.  Stewart  Wallace,  M.D.;  Matthew 
Brody,  M.D.;  Charles  R.  Mathews,  M.D.; 
William  J.  Ryan,  M.D.;  Samuel  Wagreich, 
M.D.;  Harry  W.  Albright,  Jr.,  Esq.,  repre- 
senting the  law  firm  of  DeGrafF,  Foy,  Conway 
and  Holt-Harris;  and  Guy  D.  Beaumont  and 
Martin  J.  Tracey  of  the  Communications 
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Division  of  the  Medical  Society  of  the  State  of 
New  York  for  the  invaluable  assistance  given 
this  committee  during  the  deliberations. 

Section  259  { see  46) 

Ad  Hoc  Committee  to  Study  the  Revision 
of  the  Education  Law 

Dr.  Sternlieb:  Your  reference  committee 

considered  the  report  of  the  Ad  Hoc  Committee 
to  Study  the  Revision  of  the  Education  Law. 
This  is  a factual  analysis  which  was  con- 
siderably helpful  to  your  committee  in  the 
study  of  this  problem,  and  your  reference  com- 
mittee respectfully  urges  the  Ad  Hoc  Committee 
to  prepare  a list  of  proposals  for  submission  to 
the  New  York  Joint  Legislative  Committee  to 
Revise  and  Simplify  the  Education  Law  as 
soon  as  possible.  Your  reference  committee 
wants  to  thank  James  Greenough,  M.D.,  for 
his  appearance  before  our  committee  and  the 
invaluable  assistance  given  our  deliberations. 

. . . Dr.  Sternlieb’s  motion  to  adopt  this 
portion  of  the  report  was  unanimously  car- 
ried . . . 

Section  260  {see  93,  112) 

Adequate  Legislative  Representation  in  Albany 

Dr.  Sternlieb:  Resolutions  65-1  and  65-20, 
“Adequate  Legislative  Representation  in  Al- 
bany”: Your  reference  committee  considered 

resolutions  65-1  and  65-20  simultaneously 
since  they  dealt  with  the  same  subject.  The 
delegates  of  the  Bronx  County  Medical  Society 
who  appeared  before  your  reference  committee, 
having  ascertained  the  functioning  of  our 
legislation  representation  in  Albany  as  reported 
by  the  Council  Committee  on  State  Legislation, 
and  having  noted  the  improvement  in  com- 
munication regarding  legislative  matters  which 
has  developed  with  the  establishment  of  the 
legislation  information  center  at  the  head- 
quarters of  the  Medical  Society  of  the  State  of 
New  York,  and  with  the  improvement  of  the 
“Capitol  News,”  felt  that  there  was  no  further 
need  for  resolution  65-1  and  thus  withdrew 
this  resolution  from  the  committee’s  con- 
sideration. Therefore  your  reference  com- 
mittee took  no  action  on  this  resolution. 

After  consideration  of  the  aforementioned 
reasons,  your  reference  committee  recommends 
the  disapproval  of  resolution  65-20. 

. . . Dr.  Sternlieb’s  motion  to  adopt  this 
portion  of  the  report  was  unanimously  car- 
ried . . . 

Section  261  {see  94,  96) 

Support  of  Law  Revision  Commission  Bill 
on  Coroners  and  Medical  Examiners 

Dr.  Sternlieb:  Resolutions  65-2  and  65-4, 
“Support  of  Law  Revision  Commission  Bill  on 
Coroners  and  Medical  Examiners”:  Your 

reference  committee  considered  resolutions  65-2 
and  65-4  simultaneously  and  after  adequate 
research  and  discussion  with  Harry  W.  Al- 
bright, Jr.,  Esq.,  of  DeGraff,  Foy,  Conway  and 
Holt-Harris,  our  legal  representatives  in  Al- 


bany, approved  the  following  resolution  as  a 
substitute  resolution  for  resolutions  65.-2  and 
65-4: 

Whereas,  There  are  antiquated  and 
undesirable  provisions  in  the  current  laws 
dealing  with  coroners  and  medical  examiners; 
and 

Whereas,  This  subject  matter  has  been 
reviewed  by  the  Law  Revision  Commission 
of  the  Legislature;  and 

Whereas,  There  still  exists  a severe 
limitation  of  the  legal  discretion  of  coroners 
in  the  performance  of  their  duties  with 
adequate  legal  protection;  and 

Whereas,  The  New  York  State  Law 
Revision  Commission  will  sponsor  legislation 
designed  to  remedy  this  situation;  now 
therefore  be  it  hereby 

Resolved,  That  the  House  of  Delegates  of 
the  Medical  Society  of  the  State  of  New  York 
go  on  record  as  endorsing  and  supporting 
the  proposed  bill  of  the  Law  Revision  Com- 
mission relative  to  coroners  and  medical 
examiners. 

. . . Dr.  Sternlieb’s  motion  to  adopt  this 
portion  of  the  report  was  unanimously  car- 
ried . . . 

Section  262  {see  102) 

Proposed  Legislation  to  Reduce  Air  Pollution 

Dr.  Sternlieb:  Resolution  65-10,  “Proposed 
Legislation  to  Reduce  Ah'  Pollution”:  Your 

reference  committee  recommends  the  adoption 
of  resolution  65-10  with  the  substitution  of  the 
word  “antipollution”  for  the  word  “anti- 
exhaust” in  the  first  “resolved.” 

. . . Dr.  Sternlieb’s  motion  to  adopt  this 
portion  of  the  report  was  unanimously  car- 
ried . . . 

Section  263  {see  105,  110,  142,  143) 

Support  for  Legislation  on  Clinical  Laboratories 

Dr.  Sternlieb:  Resolution  65-13,  “Support 
for  Legislation  on  Clinical  Laboratories”; 
resolution  65-18,  “Support  of  Legislation  on 
Clinical  Laboratories”;  resolution  65-50,  “Op- 
position to  Proposed  Legislation  Regarding 
Payment  to  Clinical  Laboratories”;  and  res- 
olution 65-51,  “Opposition  to  Proposed  Leg- 
islation Regarding  Payment  to  Clinical  Lab- 
oratories”: Your  reference  committee  con- 

sidered resolutions  65-13,  65-18,  65-50,  and 
65-51  simultaneously.  After  adequate  and 
prolonged  discussion  representing  various  facets 
of  the  practice  of  medicine  and  the  different 
regions  of  the  State  of  New  York,  your  reference 
committee  unanimously  agreed  to  submit 
and  approve  a substitute  resolution  in  place  of 
the  aforementioned  four  resolutions.  This 
substitute  resolution  reads  as  follows: 

Whereas,  The  experience  of  many  hun- 
dreds of  physicians  over  the  past  several 
years  has  demonstrated  that  they  are  able  to 
provide  better  services  to  their  patients  at  a 
considerably  lower  cost  because  of  contract 
clinical  laboratories,  and  that  consequently 
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these  physicians  are  practicing  better  med- 
icine; and 

Whereas,  The  vast  majority  of  physicians 
using  the  services  of  these  laboratories  charge 
their  patients  only  a nominal  amount  for 
collecting  and  handling  of  the  specimens  and 
for  interpreting  the  results;  and 

Whereas,  Legal  safeguards  exist  for  the 
licensing  of  clinical  laboratories  and  for  their 
inspection.  Disciplinary  procedures  and  en- 
forcement mechanisms  are  likewise  ade- 
quately provided;  now  therefore  be  it  hereby 
Resolved,  That  the  Medical  Society  of  the 


State  of  New  York  oppose  additional  leg- 
islation regulating  the  relationship  between 
physicians  and  clinical  laboratories. 

Your  reference  committee  unanimously  rec- 
ommends the  adoption  of  this  substitute 
resolution. 

. . .After  considerable  discussion,  during 
which  Dr.  Clemmer’s  motion  to  refer  to  the 
Council  for  further  study  was  defeated,  Dr. 
Sternlieb’s  motion  to  adopt  this  portion  of  the 
report  was  carried  . . . 

. . .The  meeting  recessed  at  5:55  p.m.  ... 


FEBRUARY  18,  1965 


Thursday 


Morning  (Closing)  Session 


. . .The  session  convened  at  9:10  a.m.  with  a 
quorum  present  . . . 

Section  264  ( see  91,  160,  174,  192 ) 

Introduction  of  Guest 

. . .Speaker  Wurzbach  introduced  A. 
Fletcher  Clark,  Jr.,  M.D.,  Texas  Medical 
Association,  who  addressed  the  House  and  was 
applauded  . . . 

Section  265 

Appointment  of  Tellers 

. . .Speaker  Wurzbach  introduced  C.  Joseph 
Delaney,  M.D.,  New  York,  chairman,  Com- 
mittee on  Credentials,  who  announced  the 
following  list  of  tellers: 

H.  John  Mellen,  Albany 
Herbert  Cohen,  Bronx 
Francis  Loperfido,  Bronx 
Jason  Moyer,  Broome 
Garra  Lester,  Chautauqua 
Swen  Larson,  Chemung 
George  Nevin,  Cortland 
Kenneth  Eckhert,  Erie 
John  Naples,  Erie 
Harold  Golden,  Herkimer 
Thomas  Hamilton,  Jr.,  Jefferson 
Lawrence  Ames,  Kings 
Leo  Drexler,  Kings 
Leslie  Tisdalh,  Kings 
Felix  Ottaviano,  Madison 
Charles  Harris,  Monroe 
John  D.  States,  Monroe 
Jeff  Coletti,  Nassau 
Ralph  Emerson,  Nassau 
Paul  Sullivan,  Nassau 
May  Chinn,  New  York 
James  Ewing,  New  York 
Thomas  Lammert,  New  York 
Ira  McCown,  New  York 
John  Donovan,  Niagara 
Robert  Collins,  Onondaga 


John  Van  Zandt,  Orange 
Kent  Jarvis,  Oswego 
Garrett  Vink,  Putnam 
Alfred  Angrist,  Queens 
Albert  Douglas,  Queens 
Herbert  Sperling,  Rockland 
John  Clowe,  Schenectady 
L.  Barrett  Davis,  Suffolk 
Robert  Healey,  Westchester 

Section  266 

Nominating  Committee 

. . .Speaker  Wurzbach  introduced  William  L. 
Wheeler,  Jr.,  M.D.,  New  York,  chairman,  who 
presented  the  following  nominations  from  the 
Nominating  Committee: 

President 

Waring  Willis,  Westchester 
President-Elect 

James  M.  Blake,  Schenectady 
Vice-President 

Sol  Axelrad,  Queens 
Secretary 

Walter  T.  Heldmann,  Richmond 
Assistant  Secretary 

Philip  D.  Allen,  New  York 
Treasurer 

Samuel  Z.  Freedman,  New  York 
Assistant  Treasurer 

Thomas  F.  McCarthy,  Bronx 
Speaker 

Frederick  A.  Wurzbach,  Jr.,  Bronx 
V ice- Speaker 

E.  Dean  Babbage,  Erie 
Councillors  ( four  for  three  years) 

Charles  M.  Brane,  Westchester 
John  Edward  Lowry,  Queens 
Edward  Siegel,  Clinton 
C.  Stewart  Wallace,  Tompkins 
Trustees  ( one  for  five  years ) 

Norman  S.  Moore,  Tompkins 
Delegates  to  the  A.M. A. 

Renato  J.  Azzari,  Bronx 
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E.  Dean  Babbage,  Erie 
James  M.  Blake,  Schenectady 
George  A.  Burgin,  Herkimer 
John  J.  Clemmer,  Albany 
Ralph  S.  Emerson,  Nassau 
Irving  L.  Ershler,  Onondaga 
Leo  E.  Gibson,  Onondaga 
Harry  Golembe,  Sullivan 
James  Greenough,  Otsego 
Walter  T.  Heldmann,  Richmond 
Milton  Helpern,  New  York 
George  Himler,  New  York 
R.  Scott  Howland,  Chemung 
Edward  C.  Hughes,  Onondaga 
Warren  A.  Lapp,  Kings 
George  J.  Lawrence,  Jr.,  Queens 
Charles  R.  Mathews,  Monroe 
Norman  S.  Moore,  Tompkins 
Irving  M.  Pallin,  Kings 
Arthur  Q.  Penta,  Schenectady 
Bernard  J.  Pisani,  New  York 
William  B.  Rawls,  New  York 
Solomon  Schussheim,  Kings 
Edward  F.  Shea,  Ulster 
Philip  M.  Standish,  Ontario 

Section  267 

Balloting 

. . .The  nominees  for  president-elect,  vice- 
president,  secretary,  assistant  secretary,  treas- 
urer, assistant  treasurer,  speaker,  vice-speaker, 
four  councillors  for  three  years,  and  one  trustee 
for  five  years  were  unopposed  and  were  elected 
by  a single  ballot  cast  by  the  secretary  (see  list 
in  Section  266)  . . . 

. . .After  nominations  from  the  floor  and 
after  the  withdrawal  of  three  candidates,  the 
nominees  for  election  of  13  delegates  and  13 
alternate  delegates  to  the  A.M.A.  were  as 
follows: 

Renato  J.  Azzari,  Bronx 
E.  Dean  Babbage,  Erie 
James  M.  Blake,  Schenectady 
George  A.  Burgin,  Herkimer 
John  J.  Clemmer,  Albany 
Ralph  S.  Emerson,  Nassau 
Harry  Golembe,  Sullivan 
James  Greenough,  Otsego 
Walter  T.  Heldmann,  Richmond 
Milton  Helpern,  New  York 
George  Hinder,  New  York 
R.  Scott  Howland,  Chemung 
Edward  C.  Hughes,  Onondaga 
Warren  A.  Lapp,  Kings 
George  J.  Lawrence,  Jr.,  Queens 
Charles  H.  Mathews,  Monroe 
Norman  S.  Moore,  Tompkins 
Irving  M.  Pallin,  Kings 
Arthur  Q.  Penta,  Schenectady 
Bernard  J.  Pisani,  New  York 
William  B.  Rawls,  New  York 
Edward  F.  Shea,  Ulster 
Philip  M.  Standish,  Ontario 
Ezra  A.  Wolff,  Queens 

. . .The  following  members  of  the  House 
were  called  on  to  cast  their  ballots: 


Officers,  Councillors,  Trustees 


George  A.  Burgin 
Waring  Willis 
John  C.  Brady 
Walter  T.  Heldmann 
Philip  D.  Allen 
Samuel  Z.  Freedman 
Thomas  F.  McCarthy 
Frederick  A.  Wurzbach, 
Jr. 

E.  Dean  Babbage 
James  M.  Blake 
Charles  M.  Brane 
George  J.  Lawrence,  Jr. 
C.  Stewart  Wallace 


George  Himler 
Edward  C.  Hughes 
Joseph  J.  Kaufman 
Solomon  Schussheim 
John  F.  Kelley 
John  C.  McClintock 
Walter  Scott  Walls 
Joseph  G.  Zimring 
Norman  S.  Moore 
Renato  J.  Azzari 
Thurman  B.  Givan 
Gerald  D.  Dorman 
Joseph  A.  Lane 
John  M.  Galbraith 


Leo  E.  Gibson 


Past-Presidents 

Orrin  Sage  Wightman 
Chas.  Gordon  Heyd 
Arthur  J.  Bedell 
Herbert  H.  Bauckus 
Carlton  E.  Wertz 

Commissioner,  New  York 
of  Health 

Hollis  S.  Ingraham 


Edward  T.  Wentworth 
Andrew  A.  Eggston 
James  Greenough 
. Henry  I.  Fineberg 
William  L.  Wheeler,  Jr. 

State  Department 


District  Delegates 

Frank  E.  Ciancimino 
Irwin  Felsen 
Arthur  F.  Gaffney 
Julius  Gelber 


Norman  C.  Lyster 
John  Paul  Ruppe 
Joseph  F.  Shanaphv 
Charles  M.  Smith 


Lee  R.  Tompkins 


Section  Delegates 

Robert  Blum 
John  J.  Clemmer 
E.  Craig  Coats 
John  F.  Daly 
Donald  G.  Dickson 
Frank  A.  Disney 
James  I.  Farrell 
Henry  Fleck 
Merton  C.  Hatch 
Herbert  Lansky 


Frederick  Lee  Liebolt 
David  Merksamer 
Royal  M.  Montgomery 
Arthur  Q.  Penta 
Seymour  I.  Schwartz 
William  B.  Seaman 
Maus  W.  Stearns,  Jr. 
Rudolf  H.  Steinharter 
Kenneth  L.  Stratton 
Milton  Tarlau 


Victor  J.  Tofany 


Delegates  from  Component  County  Societies 


Atbany  (J) 

H.  John  Mellen 
James  A.  Moore 
Joseph  J.  Russo 
Francis  A.  Stephens 

Allegany  (1) 

Edward  W.  Briggs,  Jr. 

Bronx  (12) 

Carl  R.  Ackerman 
Marcelle  Bernard 
Harold  R.  Brodman 
Herbert  G.  Cohen 
Walter  Einhorn 
Frank  LaGattuta 
Samuel  Leo 
Samuel  Lieberman 
Francis  J.  Loperfido 
Isidore  Sternlieb 
Samuel  Wagreich 
Saul  Zucker 


Broome  (3) 

Paul  M.  DeLuca 
John  A.  Kalb 
Jason  K.  Moyer 

Cattaraugus  ( 1 ) 

James  F.  Durkin 

Cayuga  ( 1 ) 

Bernard  J.  Hartnett 

Chautauqua  (2) 

Herbert  A.  Laughlin 
Garra  L.  Lester 

Chemung  (2) 

R.  Scott  Howland 
Swen  L.  Larson 

Chenango  ( 1 ) 

Thomas  M.  Flanagan 
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Clinton  ( 1 ) 

Edward  Siegel 

Columbia  ( 1 ) 

Edward  P.  Ginouves 

Cortland  ( 1 ) 

George  F.  Nevin 
Delaware  ( 1 ) 

Philip  Hust 

Dutchess  (3) 

John  F.  Rogers 
George  T.  C.  Way 

Erie  ( 8 ) 

Antonio  F.  Bellanca 
Thomas  S.  Bumbalo 
Kenneth  H.  Eckhert 
Eugene  J.  Hanavan,  Jr. 
Albert  D.  Menno 
John  D.  Naples 
Louis  M.  Privitera 
Clarence  A. 

Straubinger 

Essex  (1) 

Alexander  Gersen 
Franklin  ( 1 ) 

Alfred  A.  Hartmann 
Fulton  ( 1 ) 

Armand  J.  D’Errico 
Genesee  ( 1 ) 

Alfred  L.  George 
Greene  ( 1 ) 

Edwin  G.  Mulbury 
Herkimer  ( 1 ) 

Harold  T.  Golden 
Jefferson  (J) 

Thomas  P.  Hamilton, 
Jr. 

Kings  (22) 

Lawrence  Ames 
Louis  Berger 
Matthew  Brody 
Leo  S.  Drexler 
Alfred  P.  Ingegno 
David  Kershner 
Adrian  C.  Lamos 
Warren  A.  Lapp 
George  Liberman 
Harry  S.  Lichtman 
Charles  H.  Loughran 
Martin  Markowitz 
Irving  M.  Pallin 
Louis  Pellman 
Benjamin  J.  Rosenthal 
Philip  Scoppa 
Milton  B.  Spiegel 
Stanley  Stark 
Julius  Stolfi 
Leo  J.  Swirsky 
Vincent  J.  Tesoriero 
Leslie  H.  Tisdall 

Lewis  ( 1 ) 

Lewis  A.  Steinhilber 
Livingston  ( 1 ) 

Melville  A.  Hare 


Madison  ( 1 ) 

Felix  Ottaviano 

Monroe  (6) 

Hobart  L.  Boyd 
Lynn  R.  Callin 
William  B.  Forsyth 
Charles  R.  Harris 
Charles  R.  Mathews 
John  D.  States 

Montgomery  ( 1 ) 

Roman  R.  Violyn 

Nassau  ( 8 ) 

Jeff  J.  Coletti 
Ralph  S.  Emerson 
Leo  T.  Flood 
Abraham  W.  Freireich 
E.  Kenneth  Horton 
Raymond  F.  Smith 
Reginald  R.  Steen 
Paul  H.  Sullivan 

New  York  (25) 

Walter  P.  Anderton 
Michael  C.  Armao 
Edward  A.  Burkhardt 
May  E.  Chinn 
John  M.  Cotton 
C.  Joseph  Delaney 
James  H.  Ewing 
William  W.  Field 
Carl  Goldmark,  Jr. 
Stanley  H.  Greenwald 
Keith  O.  Guthrie,  Jr. 
John  E.  Hammett 
Milton  Helpern 
Thomas  K.  Lammert 
John  A.  Lawler 
Julia  V.  Lichtenstein 
Vaughn  C.  Mason 
Ira  A.  McCown 
George  W.  Melcher,  Jr. 
Bernard  J.  Pisani 
William  B.  Rawls 
George  M.  Saypol 
Jerome  A.  Schack 
Albert  M.  Schwartz 

Niagara  (2) 

John  T.  Donovan,  Jr. 
William  R.  Lewis 

Oneida  (3) 

Clarke  T.  Case 
Irving  Cramer 
Anthony  G.  Jarosewicz 

Onondaga  (5) 

Robert  J.  Collins 
Richard  D.  Eberle 
Irving  L.  Ershler 
Louis  G.  Fournier 
Charles  A.  Gwynn 

Ontario  (2) 

Robert  M.  Price 
Philip  M.  Standish 

Orange  (2) 

William  S. 

Montgomery 
John  D.  VanZandt 

Orleans  (1) 

Angelo  F.  Leone 


Oswego  (1) 

Kent  W.  Jarvis 

Otsego  (1) 

John  W.  Latcher 

Putnam  (1) 

Garrett  W.  Vink 

Queens  (13) 

Alfred  A.  Angrist 
Angelo  Robert  Bologna 
Albert  H.  Douglas 
Harry  H.  Epstein 
Frank  W.  Farrell 
Irving  G.  Frohman 
Jerome  L.  Leon 
John  Edward  Lowry 
Charles  C.  Mangi 
Kurt  Rosenberg 
Lester  R.  Tuchman 
Tobias  M.  Watson 
Ezra  A.  Wolff 

Rensselaer  (2) 

John  J.  Noonan 
Allen  G.  Gifford 

Richmond  (3) 

Warren  M.  Levin 
Orlando  L.  Manfredi 
Frederic  D.  Regan 

Rockland  (3) 

Sheldon  B.  Adler 
Herbert  L.  Sperling 
Louis  J.  Wagner 

St.  Lawrence  (1) 

William  R.  Carson 

Saratoga  (1) 

Max  Vinicor 

Schenectady  (3) 

Raymond  J.  Byron 
John  L.  Clowe 
Philip  Parillo 

Schoharie  (1) 

John  H.  Wadsworth 


Section  268 

Resolutions  of  Thanks 


Schuyler  (1) 

Fritz  Landsberg 
Seneca  (1) 

David  L.  Koch 
Steuben  (2) 

Thomas  S.  Cotton 
Wayne  C.  Templer 

Suffolk  (5) 

L.  Barrett  Davis 
Daniel  Friedman 
Bruce  A.  Harris,  Jr. 
Andrew  W.  Lawrence 
John  L.  Sengstack 

Sullivan  (1) 

Sirkka  E.  Vuornos 
Tioga  (1) 

John  H.  Jakes 
Tompkins  (1) 

George  G.  McCauley 
Ulster  (2) 

Eugene  F.  Galvin 
Edward  F.  Shea 

Warren  (1) 

W.  F.  Harrison,  Jr. 
Washington  (1) 

Milton  J.  Greenberg 
Wayne  (1) 

James  G.  Cotanche 
Westchester  (8) 

Arthur  H.  Diedrick 
John  N.  Dill 
James  Q.  Haralambie 
Robert  E.  Healy 
Reid  R.  Heffner 
James  M.  Jones 
Francis  T.  Rogliano 
Wallace  M.  Sheridan 

Wyoming  (1) 

Willard  J.  Chapin 
Yates  (1) 

John  A.  Hatch 


. . .Resolutions  of  thanks  for  their  work  at 
the  convention  were  unanimously  adopted  for 
the  following:  the  speaker  and  vice-speaker 

of  the  House;  Henry  I.  Fineberg,  M.D., 
executive  vice-president,  and  the  staff  of  the 
State  Society;  the  banquet  department  of  the 
Americana;  the  Communications  Division  un- 
der C.  Stewart  Wallace,  M.D.,  Guy  D.  Beau- 
mont, and  the  staff;  J.  Richard  Burns,  Esq., 
assistant  executive  vice-president;  the  manage- 
ment of  the  Americana;  Miss  Doris  K.  Dou- 
gherty, executive  assistant;  the  workroom 
staff;  Mrs.  Augusta  Grimm,  stenotypist; 
Miss  Alvina  Rich  Lewis,  House  of  Delegates 
coordinator. 
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Section  269 

Election  of  Life  Members 

. . .A  motion  to  elect  the  applicants  to  life 
membership  in  the  Medical  Society  of  the 
State  of  New  York  was  unanimously  carried, 
the  list  referred  to  being  as  follows: 

Abend,  Raymond  Andrew,  East  Syracuse 
Ackermann,  Wolfgang,  New  York  City 
Aisenstat,  Jacob,  Bronx 
Allen,  Thomas  G.,  Jr.,  Buffalo 

* Allexsaht,  William  John,  Helmuth 
Andrews,  George  Bouton,  Syracuse 
Ansalone,  John  B.,  New  York  City 
Appelbaum,  Emanuel,  New  York  City 
Avata,  Anthony,  Manhasset 

Avery,  Elroy  James,  Rochester 

Beck,  Robert  J.,  Malone 

Becker,  Curtis  John,  Staten  Island 

Belenky,  Jacob,  Bronx 

Bender,  Morris  Samuel,  Jamaica 

Bender,  William,  New  York  City 

Bennett,  Walter  Schneider,  Granville 

Bergamini,  Herbert  Muhlenberg,  Lake  Placid 

Bergmann,  Milton  Blaine,  Babylon 

Berkman,  Jacob,  Bronx 

Best,  Edward  E.,  New  York  City 

Blake,  Henry  Kingsley,  New  York  City 

Bloch,  Robert  Gustav,  Bronx 

t Bly,  Loren  Paul,  Cuba 

Boley,  Henry  Benjamin,  Brooklyn 

Bonham,  Dwight  Turney,  Rockville  Centre 

Bonnefond,  George  H.,  Utica 

Bowman,  Morris  Lester,  Lakewood 

Bozer,  Herrmann  Eugene,  Buffalo 

Brady,  John  Cunning,  Buffalo 

Brancati,  Joseph,  Brooklyn 

Brandeis,  Martin,  Mount  Vernon 

Braun,  Max,  New  York  City 

Braverman,  Abraham,  Bronx 

Breitbarth,  Frederic  Mark,  Tarrytown 

Breitman,  Charles,  Brooklyn 

Brieant,  Charles  LaMonte,  Ossining 

Bullard,  Frank  Marcus,  Central  Valley 

Burk,  Samuel  B.,  New  York  City 

Calhoun,  Douglas  Anderson,  Troy 

Carroll,  Hubert  Francis,  Indian  Lake 

Caselnova,  V.  Edward,  Brooklyn 

* Chapman,  Byron  Edwin,  Broadalbin 
Christ,  George  Peter,  Huntington 
Connolly,  Paul  Tehan,  New  York  City 
Cooper,  Norman  Scott,  Athens 
Craig,  Howard  Reid,  New  York  City 
Davidson,  Alexander  George,  Brooklyn 
Davidson,  Chester  Logan,  Jamaica 
Davidson,  Louis  Reis,  New  York  City 
Dean,  Archibald  Sweetland,  Buffalo 
DeBellis,  Hannibal,  New  York  City 
Dessauer,  Morris,  New  York  City 
Dimitroff,  Thomas,  Corning 

DuBois,  Robert  Ogden,  Redding,  Connecticut 

Dutton,  Vaughn  Webster,  Utica 

Edelman,  Leo,  New  York  City 

Elias,  Miguel  Grausman,  New  York  City 

Engler,  William,  Brooklyn 

Fabian,  Helen  Joan,  New  York  City 

Faivre,  Percival  Henri,  Middletown 

Falk,  Henry  Charles,  New  York  City 

Feiler,  Harry  B.,  Bronx 

Firestone,  Henry  Allen,  North  Miami  Beach,  Florida 
Flowers,  Hiland  Lee,  Bronx 
Friedman,  Clarence  Falk,  Brooklyn 

* Retroactive  to  May  16,  1963. 

t Retroactive  to  February  13,  1964. 


Frosch,  Herman  Louis,  Bronx 
Garrick,  Thomas  Joseph,  Brookville 
Gelber,  Louis  Jack,  Rockville  Centre 
Gelormini,  Otto,  Syracuse 
Geoffrey,  George,  Syracuse 
Gersen,  Alexander,  Elizabethtown 
Gerstein,  Berta,  New  York  City 
Gibson,  Leo  Eaton,  Syracuse 
Goebel,  Martin  L.,  Brooklyn 
Goldstein,  Henry  Nathaniel,  Buffalo 
Goodwin,  Albert  Fillis,  Gloversville 

* Goundry,  Fred  William,  Binghamton 
Goundry,  Thomas  John,  Rochester 
Green,  George  Augustine,  Mechanicville 
Greenfield,  Joseph,  Yonkers 
Greenwald,  Murray,  Brooklyn 
Guerinot,  George  Washington,  Rochester 
Guggenheim,  Richard  Manfred,  Islip 
Hackett,  Lawrence  Monroe,  Bolivar 
Haines,  Charles  Everett,  New  Rochelle 
Harris,  Laura  Cornelia,  Syracuse 
Harvey,  Andrew,  New  York  City 
Helminiak,  Mesco  Joseph,  Buffalo 
Henry,  Charles  Blanchard,  Binghamton 
Herszkorn,  Joseph,  Bronx 

* Higgs,  William  Edward,  Cuba 
Holmes,  Maynard  Edward,  Syracuse 
Hoople,  Gordon  D.,  Syracuse 
Horovitz,  Isaak,  Basel,  Switzerland 
Hugel,  Louis,  Kingston 

Iason,  Alfred  Herbert,  New  York  City 
Isenstead,  Joseph  Herman,  Canajoharie 
Jackson,  William  J.,  New  York  City 
Jacobsen,  Victor  Clarence,  Troy 
Jellinek,  Gustav,  New  York  City 
Johnston,  Frederick  Herbert,  New  Rochelle 
Josell,  Morris  Nathaniel,  Brooklyn 
Juelich,  Walter  K.,  Forest  Hills 
Kahaner,  Jack  Richard,  Hollis 
Kalkin,  Murray,  Forest  Hills 
Kallen,  Leo  A.,  New  York  City 
Katz,  George  P.  F.,  Great  Neck 
Kauffman,  Arnold  Burnet,  Syracuse 
Kaufman,  Julius,  Hewlett  Harbor 
Kautsky,  Karl,  New  York  City 
King,  George  S.,  Bay  Shore 
Klaften,  Emanuel  Manes,  Larchmont 
Klein,  Paul,  New  York  City 
Kohn,  Lawrence  Albert,  Rochester 
Kojilack,  Isidore,  Bronx 
Koven,  Morris  T.,  Brooklyn 

Landau,  Bruno,  Franklin  Square 
Landsberger,  Max,  Buffalo 
Lasky,  Solomon  Sabesan,  Brooklyn 
Lattarulo,  Fortunato,  Bronx 
Laughlin,  Van  Sanford,  Westfield 
Laus,  Clark  John,  Syracuse 
Lawton,  Shailer  Upton,  New  York  City 
Lebowitz,  Harry  M.,  Brooklyn 
LePaige,  Paul  Hellmuth,  Woodstock 
Levenson,  Joseph,  Bronx 
Levin,  Hudythe  M.,  Brooklyn 
Levy,  Samuel  K.,  Brooklyn 
Lewin,  Hans,  Venice,  Florida 
Lewis,  Price,  Holland  Patent 
Linden,  Arthur  Chester,  Peekskill 
Lindsay,  Robert  Nelson,  Old  Forge 

* Lipschitz,  Jacob,  Brooklyn 
Loder,  Margaret  M.,  Rye 

Loewe,  Walter  Ralph,  New  York  City 

Loewy,  Helene,  Brooklyn 

Lusskin,  Lillian  Sarason,  New  York  City 

* McCreary,  Homer  Wilson,  New  Concord,  Ohio 
McCulla,  Francis  John,  Jamestown 

Mclnnis,  Joseph  J.,  New  York  City 
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Sigler,  Louis  H.,  Brooklyn 
Silverstein,  William  Henry,  Bronx 
Simon,  Meyer  J.,  Brooklyn 
Siris,  Irwin  Edward,  New  York  City 
Sisskind,  Samuel  George,  Lynbrook 
Solomon,  Stanley  E.,  New  Rochelle 
Sorgues,  Clifford  William,  Syracuse 
Soule,  Herbert  Clare,  Rochester 
Stamatiades,  Philip  Emanuel,  Brushton 
Steele,  Porter  A.,  Buffalo 
Stephens,  Homer  L.,  Walden 
Stone,  Paul,  Long  Island  City 
Stovin,  Joseph  Samuel,  New  York  City 
Street,  William  Walter,  Syracuse 
Streicher,  Egon,  Buffalo 
Stronczer,  Julius,  Bronx 
Sutton,  Leon  Ernest,  Syracuse 
Szasz,  Emil  Lewis,  Tupper  Lake 
Taintor,  Charles,  Port  Jefferson  Station 
Timpone,  Peter  Joseph,  Sr.,  Staten  Island 

* Tracy,  Edward  Murray,  Sr.,  Lackawanna 
Travis,  Wilbur  Carlton,  Northport 
Tripler,  Samuel,  Bronx 

Waitzfelder,  Walter,  New  York  City 
Walder,  Samuel,  Brooklyn 
Walker,  Alexander  Smith,  Jamaica 
Wallace,  James,  Bronx 
Wallace,  James  John,  Brooklyn 
Walsh,  Anna  Patricia,  Buffalo 

* Walsh,  William  Irving,  Troy 
Waters,  Charles  Wesley,  Queens  Village 
Watters,  Win  Henry,  Bronxville 
Webster,  Franklin  Raymond,  Syracuse 
Wells,  Joseph  Julius,  Bronx 
Werfelmann,  Walter  John,  Jr.,  Syracuse 
Wilmot,  Walter  M.,  Wantagh 
Wright,  Arthur  William,  Albany 
Wright,  Lewis  H.,  Great  Neck 

Zaren,  Mark  Michael,  Surfside,  Florida 

* Zeiger,  Samuel,  Bal  Harbour,  Florida 
Zeiger-Prozan,  Rebecca,  Brooklyn 
Zwerling,  Samuel,  Massapequa 


McKinney,  John  McDowell,  Bridgehampton 
McNally,  John  Joseph,  New  York  City 
Madsen,  Niels  Gerhard,  Honeoye  Falls 

* Maggio,  Benjamin  F.,  Brooklyn 
Manchester,  Loren  Berton,  Batavia 
Mandel,  David,  Bronx 

* Mandelberg,  Abraham,  Brooklyn 
Marcuse,  Peter  Adolf,  Flushing 
Margolies,  Abraham  Louis,  East  Meadow 
Marton,  Louis,  New  York  City 
Maslon,  Morris,  Glens  Falls 

Merrill,  E.  Forrest,  Rochester 

Metzger,  Emy  Anna,  New  York  City 

Miller,  Charles  Stern,  Flushing 

Miller,  Howard  Bryson,  Fort  Lauderdale,  Florida 

Miller,  Louis,  New  York  City 

Miseo,  Anthony,  Bronx 

Moser,  Ernest  Milton,  Akron 

Neubauer,  Walther  Bernhard,  Mount  Vernon 
Neubert,  John  Louis,  Roslyn  Heights 
Neuschatz,  Gerald,  New  York  City 

* Newlove,  Frank  Elwood,  Manlius 
Newman,  Benjamin,  Brooklyn 
Nishman,  Daniel,  Rockawaj' 

Novakovsky,  Rose,  New  York  City 

Ollendorff,  Conrad  Moritz,  New  York  City 

Pagel,  Fritz  Hans,  Richmond  Hill 
Palmieri,  Italo  A.,  Brooklyn 
Parno,  Sima  Schwartz,  Brooklyn 
Paulen,  Paul  Frederick,  Scarsdale 
Peightal,  Thomas  C.,  New  York  City 
Pennock,  J.  Winthrop,  Syracuse 
Perez,  Willy  M.,  New  York  City 
Petz,  Gustav  R.,  Richmond  Hill 
Pizer,  Harry  S.,  Bronx 
Plotkin,  Jacob  Benjamin,  Brooklyn 
Poliak,  Karl,  New  York  City 
Porter,  Fred  S.,  Elmhurst 
Powers,  John  Howard,  Cooperstown 
Pratt,  Robert  S.,  Williamsville 
Prentice,  Donald  Dean,  Castleton 
Press,  Benjamin,  Brooklyn 
Prudhon,  Charles  A.,  Cape  Vincent 

Raffl,  Arthur  Benedict,  Syracuse 

Ravin,  Nathan,  Bronx 

Reiff,  Henry,  New  York  City 

Renie,  Robert  Oswald,  New  York  City 

Rhoden,  Beulah  Richard  Harold,  New  York  City 

Richardson,  Willoughby  Park,  Del  Mar,  California 

Rinkoff,  Solomon,  Bronx 

Roane,  William  R.,  Irvington 

Robinson,  Milton,  Scarsdale 

Rogers,  Charles  Spencer,  New  Rochelle 

Rosenberg,  Adolf  F.,  New  York  City 

Rosenblum,  Joseph,  New  York  City 

Rosenfeld,  Samuel  Solomon,  Bronx 

Russell,  Ethel  Clarissa,  New  Paltz 

Ryder,  Morton,  Rye 

Sammis,  Florence  Eastty,  Hempstead 
Schatner,  Marcus,  New  York  City 
Schick,  Nelly,  Jackson  Heights 
Schmitt,  Roswell  Laurence,  Middletown 
Schneider,  Jacob  Jordis,  Brooklyn 
Schneider,  Solomon,  New  York  City 
Schneikraut,  Irving  S.,  Forest  Hills 
Schumacher,  Frederick  C.,  Phoenicia 
Schusdek,  Elmer,  Long  Island  City 
Schwadron,  Samuel,  Brooklyn 
Scott,  W.  J.  Merle,  Rochester 
Shack,  I.  Edwin,  Babylon 
Shammon,  Peter  J.,  Brooklyn 
Shaw,  John  A.,  Brooklyn 
Shilkret,  Harry  Hershal,  New  York  City 
Sicular,  Adele,  New  York  City 
Sielman,  Hans  Richard,  New  York  City 


Section  270 

Report  of  Tellers  and  Introduction  of  New 
Officers 

Dr.  Delaney:  There  were  219  ballots  cast. 
For  delegates  to  the  A.M.A.,  the  results  of 
voting  are  as  follows: 


1.  George  A.  Burgin 211 

2.  Bernard  J.  Pisani 211 

3.  Rena  to  J.  Azzari 208 

4.  James  A.  Blake 207 

5.  Milton  Helpern 207 

6.  George  J.  Lawrence,  Jr 203 

7.  Warren  A.  Lapp 196 

8.  George  Himler 195 

9.  Edward  C.  Hughes 195 

10.  E.  Dean  Babbage 182 

11.  Norman  S.  Moore 163 

12.  James  Greenough 158 

13.  William  B.  Rawls 96 


. . .Speaker  Wurzbach  declared  these  13 
elected  as  delegates  to  the  A.M.A.,  to  start 
their  term  of  office  January  1,  1966  . . . 

Dr.  Delaney:  Continuing: 


14.  Ralph  S.  Emerson 62 

15.  Charles  R.  Mathews 55 

16.  Irving  M.  Pallin  53 

17.  Ezra  A.  Wolff 45 
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18.  Walter  T.  Heldmann 44 

19.  Philip  M.  Standish 35 

20.  Arthur  Q.  Penta 27 

21.  John  J.  Clemmer 12 

22.  Harry  Golembe 6 

23.  R.  Scott  Howland 3 

24.  Edward  F.  Shea 3 


. . .Speaker  Wurzbach  declared  these  11 
elected  as  alternate  delegates  to  the  A.M.A.. 
to  start  their  term  of  office  January  1,  1966  . . . 

. . .Speaker  Wurzbach  then  introduced  to 
the  House  the  newly  elected  officers  of  the 
Society  amid  applause;  Dr.  Willis  and  Dr. 
Blake  addressed  the  House  briefly  . . . 

Report  of  Reference  Committee 
on  Commission  on  Public  and 
Professional  Affairs  (continued) 

. . .Vice-Speaker  Babbage  introduced  Isidore 
Sternlieb,  M.D.,  Bronx,  chairman,  to  continue 
the  report  of  the  Reference  Committee  on 
Commission  on  Public  and  Professional  Af- 
fairs . . . 

Section  271  ( see  109 ) 

Revision  of  the  Medical  Practice  Act 

Dr.  Sternlieb:  Regarding  resolution  65-17, 
“Revision  of  the  Medical  Practice  Act”: 
Your  reference  committee  considered  resolution 
65-17  and  a substitute  resolution  is  herewith 
submitted: 

Whereas,  Present  legislation,  regulation, 
and  practices  with  respect  to  medical  licensure 
and  discipline  of  the  medical  and  paramedical 
professions  are  wholly  inadequate;  and 

Whereas,  Certain  persons  and  paramedical 
professionals  are  allegedly  practicing  medi- 
cine; now  therefore  be  it  hereby 

Resolved,  That  the  Ad  Hoc  Committee  to 
Study  the  Revision  of  the  Education  Law 
now  reviewing  the  Medical  Practice  Act  be 
instructed  to  study  provisions  that  would 
give  the  medical  profession  similar  control 
of  licensure,  discipline,  and  enforcement  of 
alleged  illegal  practices  of  medicine  which 
bar  associations  now  have  with  respect  to 
the  practice  of  law,  and  which  medical  pro- 
fessions now  have  in  35  states  other  than 
New  York. 

Your  reference  committee  recommends  adop- 
tion of  this  resolution. 

. . . Dr.  Sternlieb’s  motion  to  adopt  this 
portion  of  the  report  was  unanimously  car- 
ried . . . 

Section  272  ( see  113 ) 

Proposed  Legislative  Study  of  Wisconsin  Sex 
Crimes  Law 

Dr.  Sternlieb:  Resolution  65-21,  “Pro- 

posed Legislative  Study  of  Wisconsin  Sex 
Crimes  Law”:  Your  reference  committee 

approves  resolution  65-21  in  principle. 


. . . Dr.  Sternlieb’s  motion  to  adopt  this 
portion  of  the  report  was  unanimously  car- 
ried . . . 

Section  273  ( see  132) 

Proposed  Amendment  of  Public  Health  Law  in 
Relation  to  Autopsies 

Dr.  Sternlieb:  Resolution  65-40,  “Proposed 
Amendment  of  Public  Health  Law  in  Relation 
to  Autopsies”:  Your  reference  committee 

recommends  approval  of  resolution  65-40. 

. . . Dr.  Helpern  suggested  changes  in  the 
wording  of  items  2 and  3 in  the  first  “resolved” 
as  follows: 

2.  A diener  to  be  defined  as  a mortuary 
caretaker  or  attendant  who  has  been  trained 
in  a hospital,  medical  examiner’s  or  coroner’s 
autopsy  room  to  physically  assist  a patholo- 
gist during  the  performance  of  an  autopsy. 

3.  The  pathologist  or  other  physician 
who  is  performing  the  autopsy  be  authorized 
to  utilize  the  services  of  a diener  to  assist 
him  during  its  progress. 

The  changes  were  accepted  by  the  reference 
committee  and  Dr.  Sternlieb’s  motion  to  adopt 
this  portion  of  the  report  as  amended  was 
unanimously  carried  . . . 

Section  274  ( see  145 ) 

Eldercare  Bill  of  1965  and  National  Education 
Program 

Dr.  Sternlieb:  Resolution  65-53,  “Elder- 
care  Bill  of  1965  and  National  Education 
Program”:  Your  reference  committee  con- 

sidered resolution  65-53,  and  submits  the  follow- 
ing substitute  resolution  to  read  as  follows: 

Whereas,  For  many  years  the  Medical 
Society  of  the  State  of  New  York  has  ad- 
vocated the  development  of  a sound,  com- 
prehensive program  of  medical  care  for  the 
aged;  and 

Whereas,  The  House  of  Delegates  of  the 
American  Medical  Association,  having  care- 
fully considered  all  health  legislation  pro- 
posals presented  to  the  89th  session  of  the 
United  States  Congress,  at  its  special  session 
in  Chicago,  February  6 and  7,  1965,  acted 
with  courage,  wisdom,  and  dispatch  in 
endorsing,  positively  and  aggressively,  the 
“Eldercare  Bill  of  1965”  (H.  R.  3727)  which 
would  implement  such  a comprehensive, 
positive  program  of  medical  care  for  the  aged; 
and 

Whereas,  The  Medical  Society  of  the 
State  of  New  York  has  a definite  obligation 
to  inform  the  people  of  the  State  concerning 
the  availability  of  a positive  program  far 
superior  to  that  provided  by  the  King- 
Anderson  (Medicare)  type  bills;  and 

Whereas,  A great  number  of  state  and 
county  medical  societies  have  already  in- 
stituted vigorous  and  extensive  educational 
programs  in  support  of  the  “Eldercare  Bill 
of  1965”  (H.  R.  3727)  as  part  of  a national 
education  program  coordinated  by  the  A.M.A.; 
and 
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Whereas,  The  Medical  Society  of  the  State 
of  New  York,  the  largest  component  state 
medical  society  within  the  A.M.A.,  should 
not  only  give  substantial  assistance  to,  but 
should  assume  its  rightful  place  in  the  lead  of 
this  nation-wide  cooperative  effort  by  the 
medical  profession  to  preserve  the  freedom  of 
medical  practice  and  to  provide  the  elderly 
with  the  best  comprehensive  medical  care; 
now  therefore  be  it  hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  continue  to  oppose  the 
King-Anderson  (Medicare)  type  legislation 
and  instead  endorse  vigorously  and  support 
wholeheartedly  the  “Eldercare  Bill  of  1965” 
(H.R.  3727)  unanimously  approved  by  the 
A.M.A.  House  of  Delegates,  February  6 and 
7,  1965. 

Your  reference  committee  recommends  the 
approval  of  this  substituted  resolution. 

. . . After  discussion  during  which  Dr.  Stark’s 
motion  to  delete  certain  words  from  the  res- 
olution was  defeated,  Dr.  Sternlieb’s  motion  to 
adopt  this  portion  of  the  report  was  carried  . . . 

Dr.  Sternlieb:  Your  reference  committee 
makes  a motion  that  the  House  of  Delegates,  in 
support  of  resolution  65-53  as  substituted  and 
now  adopted,  recommend  to  the  Board  of 
Trustees  of  the  Medical  Society  of  the  State 
of  New  York  that  they  allocate  from  the  general 
funds  of  the  Society  the  sum  of  $13,400  to 
match  similar  funds  being  provided  by  the 
A.M.A.  to  aid  in  an  immediate  educational 
program  to  inform  the  Society’s  members,  the 
public,  as  well  as  other  interested  parties, 
concerning  the  superior  provisions  of  the 
“Eldercare  Bill  of  1965”  (H.R.  3727)  and  its 
numerous  advantages  over  other  proposals 
now  before  the  Congress. 

. . . After  discussion,  Dr.  Sternlieb’s  motion  to 
adopt  this  portion  of  the  report  was  carried  . . . 


Section  275  ( see  150 ) 

Inclusion  of  Salary  and  Fee  Schedules  in  Proposed 
Legislation  Authorizing  New  State  Mental 
Facilities 

Dr.  Sternlieb:  Resolution  65-58,  “In- 

clusion of  Salary  and  F ee  Schedules  in  Proposed 
Legislation  Authorizing  New  State  Mental 
Facilities”:  Your  reference  committee  con- 

sidered resolution  65-58  and  recommends  the 
approval  of  this  resolution  with  changes  as 
follows: 

Whereas,  The  proposed  legislative  pro- 
gram submitted  by  Governor  Nelson  Rocke- 
feller includes  a construction  program  costing 
between  500  million  and  600  million  dollars 
for  mental  health  facilities;  and 

Whereas,  These  health  facilities  must  be 
staffed  by  members  of  the  medical  profession; 
and 

Whereas,  Many  existing  mental  health 
facilities  are  understaffed  and  hampered  in 
their  patient  care  by  low  fee  schedules  for 
consultants,  as  well  as  relatively  low  salaries 


for  other  medical  personnel;  now  therefore 
be  it  hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  request  the  inclusion  of 
realistic  salary  and  fee  schedules  for  present 
and  future  New  York  State  mental  health 
facilities  in  pending  legislation  authorizing 
the  construction  of  such  facilities;  and  be  it 
further 

Resolved,  That  the  Council  Committee  on 
State  Legislation  be  requested  to  urge  the 
members  of  the  New  York  State  Legislature 
to  include  such  provisions  in  pending  leg- 
islation. 

. . . After  discussion,  during  which  Dr.  Brody’s 
suggestion  to  add  three  words  was  accepted  by 
the  reference  committee,  Dr.  Sternlieb’s  motion 
to  adopt  this  portion  of  the  report  was 
unanimously  carried  . . . 

Section  276  ( see  151) 

Continuing  Increase  in  Registration  Fee  for 
Physicians 

Dr.  Sternlieb:  Resolution  65-59,  “Continu- 
ing Increase  in  Registration  Fee  for  Physicians”: 
Your  reference  committee,  taking  cognizance 
of  the  financial  situation  of  New  York  State  as 
outlined  in  our  Governor’s  recent  message 
recommends  disapproval  of  this  resolution. 

. . .After  discussion,  Dr.  Saypol’s  motion  to 
take  no  action  was  carried  . . . 

Dr.  Sternlieb:  Your  chairman  of  the 

reference  committee  wishes  to  thank  the 
members  of  his  committee  and  our  extremely 
capable  recording  secretary,  Elizabeth  L. 
Hirsch,  for  the  consistently  cooperative  efforts 
expended  in  preparing  this  report. 

. . . Dr.  Sternlieb’s  motion  to  adopt  the  report 
as  a whole  as  amended  was  unanimously  car- 
ried . . . 

Report  of  Reference  Committee 
on  Commission  on  Medical 
Services  B 

. . .Speaker  Wurzbach  introduced  Kenneth 
H.  Eckhert,  M.D.,  Erie,  chairman,  to  give  the 
report  of  the  Reference  Committee  on  Com- 
mission on  Medical  Services  B . . . 

Section  277  (. see  18) 

Workmen’s  Compensation 

Dr.  Eckhert:  The  Committee  on  Work- 

men’s Compensation  met  six  times  during  the 
year  to  deal  with  the  many  problems  which 
have  come  to  its  attention  and  to  review  the 
effects  on  medical  practice  of  the  various  rules 
and  provisions  of  the  Workmen’s  Compen- 
sation Law  and  the  fee  schedule  promulgated 
by  the  Chairman  of  the  Workmen’s  Compensa- 
tion Board  in  1960. 

The  committee  dealt  with  areas  of  physical 
medicine  and  rehabilitation,  revision  of  existing 
forms  in  use  by  the  Workmen’s  Compensation 
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Board,  applications  for  initial  or  reratings, 
interim  ratings,  fees  for  x-rays  used  by  carriers 
in  defending  controverted  compensation  claims, 
possible  penalty  against  employer  or  carrier 
for  filing  objections  to  medical  bills  proved  to 
be  baseless,  payment  of  initial  fees,  arbitrary 
actions  by  carriers  in  the  handling  of  bills, 
claims  and  requests  for  consultations,  and 
initiation  of  arbitration  for  disputed  medical 
bills  by  physicians. 

The  committee  was  especially  interested  in 
the  fee  schedule  and  is  studying  all  aspects  of 
this  problem  and  an  early  report  is  scheduled. 

The  committee  reviewed  issues  considered  by 
the  Workmen’s  Compensation  Board’s  Advisory 
Committee  for  the  Medical  Fee  Schedule  and 
Allied  Problems.  Many  issues  have  been 
resolved  by  mutual  agreement  between  the 
parties  involved.  Other  areas  may  require 
legislation  or  administrative  action  by  the 
Workmen’s  Compensation  Board  or  its  Chair- 
man. 

Legislation.  No  new  legislation  was  pro- 
posed by  the  Workmen’s  Compensation  Com- 
mittee for  the  1964  session  of  the  Legislature 
but  continued  opposition  was  urged  for  proposals 
which  infringed  on  the  patient’s  right  of  free 
choice  and  which  do  not  provide  any  benefits  to 
claimants.  Other  recommendations  regarding 
ownership  of  x-ray  plates,  the  use  of  profes- 
sional services  of  certain  physicians  and  dentists, 
authorization  of  physicians  who  are  public 
officials  or  employes  to  collect  fees  as  physicians 
in  workmen’s  compensation  cases,  care  and 
treatment  of  employees  by  chiropractors,  and 
the  creation  of  panels  of  physicians  by  em- 
ployers, and  written  medical  standards  for 
workmen’s  compensation  were  studied  and 
appropriate  recommendations  made. 

Education.  Efforts  were  made  to  disseminate 
information  on  compensation  matters  as  quickly 
as  possible.  News  of  New  York  was  used  to 
apprise  the  members  of  the  importance  of  being 
authorized  under  the  Workmen’s  Compensation 
Law  to  certify  patients’  claims  under  the 
Disability  Benefits  Law  for  nonoccupational 
disorders,  the  proper  procedure  for  referral  of 
patients  for  medical  or  physical  therapy,  and 
the  matter  of  revised  forms  issued  by  the 
Workmen’s  Compensation  Board.  Clarifica- 
tions were  also  published  on  the  so-called  “ex- 
medical policies”  and  regulations  affecting 
workers  not  covered  under  the  New  York  State 
Workmen’s  Compensation  Law,  such  as  Federal 
employes,  longshoremen  and  harbor  workers, 
and  railroad  employes. 

The  director,  Robert  Katz,  M.D.,  spoke  at 
the  fifth  annual  conference  of  the  New  York 
State  Society  of  Physical  Therapy,  Inc.,  de- 
livered lectures  at  the  Rockland  County 
Community  College,  and  spoke  to  the  medical 
staffs  of  several  hospitals  in  the  Erie,  Niagara, 
and  Chautauqua  areas.  He  also  spoke  before 
a meeting  of  the  Coordinating  Council  of  the 
First  District  Branch  and  the  executive  com- 
mittee of  the  Medical  Board  of  Coney  Island 
Hospital. 

Liaison.  The  committee  acknowledged  the 


valuable  assistance  from  the  numerous  county 
compensation  committees  in  the  review  of  the 
workmen’s  compensation  fee  schedule.  Con- 
stant contact  was  maintained  with  employers’ 
and  carriers’  associations  and  with  the  Work- 
men’s Compensation  Board. 

The  chairman  and  director  were  appointed  to 
committees  preparing  the  fiftieth  anniversary 
celebration  of  the  Workmen’s  Compensation 
Law,  which  took  place  in  April,  1964,  and 
arranged  for  the  participation  of  prominent  and 
knowledgeable  physicians  from  our  State  So- 
ciety in  the  scientific  portion  of  the  program. 

An  editorial  on  the  fiftieth  anniversary  of  the 
Workmen’s  Compensation  Law  appeared  in 
the  May  15,  1964,  issue  of  the  New  York 
State  Journal  of  Medicine,  and  a tribute  to 
David  J.  Kaliski,  M.D.,  first  director  of  the 
Bureau  of  Workmen’s  Compensation  of  our 
Society,  was  published  in  the  August  15,  1964, 
issue. 

Arbitration.  During  the  preceding  twelve 
months,  the  director  of  the  Division  of  Work- 
men’s Compensation  participated  in  109  arbitra- 
tion sessions  throughout  the  State.  Of  these, 
76  were  in  the  New  York  City  area.  Assistance 
was  rendered  to  physicians  on  behalf  of  their 
own  disputed  medical  bills  or  as  arbitrators 
appointed  by  the  president  of  their  county 
medical  society. 

A total  of  2,481  cases  were  submitted  for 
arbitration,  adding  up  to  $293,059.65.  Of 
these  1,752  were  decided  by  arbitration,  414 
were  settled  without  hearing,  315  were  post- 
poned, and  65  cases  were  settled  by  direct 
negotiation  betweeen  the  director  and  the 
parties  involved. 

Your  reference  committee  commends  the 
work  of  this  committee  under  the  chairmanship 
of  Carl  F.  Freese,  M.D.,  and  particularly  the 
excellent  work  of  Robert  Katz,  M.D.,  director 
of  the  Division  of  Workmen’s  Compensation 
and  Industrial  Health. 

. . . Dr.  Eckhert’s  motion  to  adopt  this 
portion  of  the  report  was  unanimously  car- 
ried . . . 

Section  278  ( see  19) 

Industrial  Health 

Dr.  Eckhert:  The  Committee  on  Industrial 
Health  held  three  meetings  during  the  past  year. 
The  committee  kept  abreast  of  developments  in 
occupational  medicine  and  established  guide- 
lines of  ethical  industrial  health  programs 
relative  to  small  industry.  The  committee 
met  with  authorities  in  the  field  of  union  health 
care  and  private  fee-for-service  occupational 
medical  care.  Various  methods  of  providing 
such  services  were  explored  with  great  care. 
The  chairman  and  director  visited  the  medical 
director  of  the  Hartford,  Connecticut,  small 
plant  medical  services  and  efforts  are  under 
way  to  apply  the  knowledge  gained  to  industrial 
medicine  in  New  York  State. 

A program  was  outlined  aimed  at  educating 
industry,  labor,  and  the  medical  profession  in 
the  various  phases  of  occupational  medicine, 
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its  preventive  aspects,  and  the  benefits  derived 
therefrom. 

A series  of  articles  was  started  in  the  June 
15, 1964,  issue  of  the  New  York  State  Journal 
of  Medicine  on  the  topic  “In-Plant  Medical 
Services  and  Safety.” 

The  director  met  with  the  members  of  a 
community  hospital  in  the  New  York  City 
area  that  is  planning  an  industrial  medical 
facility  to  be  set  up  in  the  near  future. 

Legislation.  The  committee  reviewed  leg- 
islative action  affecting  the  practice  of  occupa- 
tional medicine.  During  the  1964  session 
of  the  State  Legislature  two  bills  were  enacted 
regulating  clinical  laboratories  and  x-ray  tech- 
nology. Clinical  laboratories  and  blood  banks 
have  become  subject  to  licensing.  Laboratory 
permits  must  be  obtained  and  laboratory 
directors  require  certificate  of  qualifications  for 
procedures  to  be  performed  by  their  laboratories 
(New  Article  5,  Title  V,  Public  Health  Law, 
Laws  of  1964,  Chapter  217.)  X-ray  technicians 
will  be  licensed  by  the  State  Health  Department 
after  showing  evidence  of  having  taken  a 
prescribed  course  of  study  or  its  equivalent  and 
passed  an  examination.  Biennial  registration 
is  also  required  (Laws  of  1964,  Chapter  295.) 

Article  13  of  the  Health  Code  of  the  City  of 
New  York  is  in  effect  applicable  to  clinical 
laboratories  and  applies  to  laboratories  main- 
taining in-plant  medical  services,  union  health 
centers,  and  insurance  companies.  Under  the 
code  laboratories  must  apply  for  a permit  to 
operate  and  be  directed  by  a clinical  pathologist 
and  holder  of  a certificate  of  qualification. 

Liaison.  Reports  of  several  scientific  meet- 
ings attended  by  the  director  of  the  Division 
were  received  by  the  committee.  These  in- 
cluded joint  meetings  of  the  Section  on  Oc- 
cupational Medicine  of  the  New  York  Academy 
of  Medicine  and  the  New  York  State  Society  of 
Industrial  Medicine,  Inc.  The  subject  of 
chronic  diseases  and  disability,  study  of  death 
occurring  in  a population  having  periodic  health 
examinations,  the  early  detection  of  aging,  and 
the  social  and  mental  adjustment  to  retirement 
were  reported. 

The  director  attended  the  annual  Industrial 
Health  Conference  in  Pittsburgh,  Pennsylvania, 
as  well  as  the  annual  meeting  of  the  New  York 
Heart  Association,  and  the  annual  meeting  of 
the  American  Public  Health  Association. 

Contact  has  been  maintained  with  the  City 
University  of  New  York.  Questions  relating 
to  industrial  practice  of  medicine  were  discussed 
with  a group  of  officials  of  the  West  German 
Medical  Association  on  their  visit  to  New  York 
City.  The  director  also  attended  the  meetings 
of  the  Special  Committee  on  Labor  Health 
Facilities  which  has  conducted  a recent  survey 
of  union  health  centers. 

A report  of  the  Industrial  Health  Com- 
mittee’s activities  was  submitted  in  reply  to  a 
request  of  the  American  Medical  Association’s 
Council  on  Occupational  Health  for  the  benefit 
of  the  meeting  of  state  chairmen  of  occupational 
health  committees  which  preceded  the  A.M.A. 
Congress  on  Occupational  Health. 


The  director  also  visited  the  new  quarters  of 
a facility  devoted  to  executive  health  exam- 
inations. He  addressed  the  American  College 
of  Gastroenterology  and  attended  a regional 
conference  of  the  Medical  Society  in  Syracuse. 
The  director  took  a postgraduate  course  in 
environmental  chest  diseases  given  by  the  Amer- 
ican College  of  Chest  Physicians. 

The  committee  extends  its  gratitude  to  its 
former  chairman,  Peter  J.  DiNatale,  M.D., 
whose  tireless  efforts  have  guided  its  activities 
for  many  years. 

Your  reference  committee  commends  the 
work  of  this  committee  under  the  chairmanship 
of  Harry  E.  Tebrock,  M.D. 

. . . Dr.  Eckhert’s  motion  to  adopt  this  portion 
of  the  report  was  unanimously  carried  . . . 

Section  279  ( see  20) 

Questions  of  Ethics 

Dr.  Eckhert:  The  Committee  on  Questions 
of  Ethics  discussed  several  problems,  as  follows: 

1.  Question — Is  there  indeed  a rule  against 
physicians  owning  or  having  an  interest  in  a 
drug  store? 

The  answer  is  no.  The  question  is  not  one 
of  ownership,  but  the  question  of  exploitation 
of  the  patient,  which  may  exist  if  a physician 
does  have  an  interest  in  the  drug  store. 

2.  Question — Is  it  ethical  to  use  a rubber 
stamp  for  routine  postpartum  orders  counter- 
signed by  a physician? 

It  is  not  unethical  nor  illegal  to  use  a rubber 
stamp  on  postpartum  orders;  however,  the 
Bureau  of  Federal  Narcotics  strongly  recom- 
mends that  all  narcotic  orders  be  written  by 
physicians  in  order  to  avoid  discrepancies  or 
diversions  which  may  occur. 

3.  Question — Is  it  ethical  to  answer  ques- 
tionnaires submitted  by  pharmaceutical  com- 
panies regarding  their  products? 

Yes,  the  action  of  the  physician  in  answering 
the  questionnaire  is  deemed  to  be  ethical. 

4.  Question — Should  emergency  rooms  be 
staffed  with  full-time  paid  physicians?  What 
are  the  mechanics  of  billing  patients  treated  in 
emergency  rooms? 

The  official  policy  of  the  American  Medical 
Association  as  adopted  by  the  House  of  Delegates 
in  1951  and  reaffirmed  in  June,  1960,  states 
“that  a physician  should  not  dispose  of  his 
professional  services  to  any  hospital,  corporation 
or  lay  board  by  whatever  name  called  under 
terms  or  conditions  which  permit  the  sale  of  the 
services  of  that  physician  by  such  agency  for  a 
fee.” 

The  committee  offered  two  solutions  to  this 
problem:  (a)  The  use  of  any  one  or  more  of  the 
physicians  of  the  medical  staff  on  a rotating 
basis  to  cover  the  emergency  room;  (6)  the 
medical  staff  of  the  hospital  may  form  a partner- 
ship and  hire  physicians  whose  duties  may 
include  the  coverage  of  the  emergency  room. 
In  tips  case  the  physicians  are  employees  or 
agents  of  the  staff,  rather  than  of  the  hospital. 

The  committee  also  feels  that  the  physician 
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should  bill  the  patient  directly  for  his  services 
on  his  own  bill  head. 

5.  Question — What  is  the  relationship  be- 
tween physicians  and  optometrists,  and  phy- 
sicians and  podiatrists? 

The  Judicial  Council  of  the  American  Medical 
Association  in  1960  expressed  the  opinion  that, 
while  a doctor  of  medicine  may  utilize  the 
services  of  one  trained  or  licensed  in  optometry, 
he  may  not  by  his  association  with  the  optom- 
etrist raise  the  practice  of  optometry  to  the 
same  high  plane  as  medical  practice.  The 
Judicial  Council,  in  1939,  gave  the  opinion 
that  the  practice  of  chiropody  is  not  a cult 
practice,  but  rather  a practice  ancillary  to 
medical  practice  in  a limited  field,  considered 
not  important  enough  for  a doctor  of  medicine 
to  attend,  and  therefore  too  often  neglected. 
The  Council  could  see  no  reason  to  declare  the 
teaching  of  chiropodists  by  members  of  the 
American  Medical  Association  to  be  unethical, 
provided  the  schools  in  which  they  teach  are 
connected  with  approved  schools  of  medicine 
and  recognized  standards  of  premedical  educa- 
tion are  required. 

6.  Question — -Is  it  ethical  to  notify  the 
Bureau  of  Motor  Vehicles  as  to  the  true  condi- 
tion of  a patient  requesting  clearance  on  a 
driver’s  license  application? 

The  committee  believes  that  a physician’s 
obligation  is  to  both  his  patient’s  confidence 
and  to  public  safety.  The  physician  was 
advised  to  discuss  the  entire  matter  with  his 
patient  and  to  ask  permission  to  divulge  the 
information  to  the  Bureau  of  Motor  Vehicles. 
If  permission  was  refused,  the  physician  was 
advised  to  tell  the  patient  that  he,  in  all  fair- 
ness and  honesty,  could  not  sign  his  applica- 
tion. 

7.  The  Committee  on  Questions  of  Ethics 
asked  the  Council’s  permission  to  answer  letters 
containing  noncontroversial  questions  without 
reference  to  the  Council  and  the  necessary  wait 
for  Council  action  prior  to  making  a reply. 
The  Council  pointed  out  that,  according  to  the 
Bylaws,  the  committee  chairman,  after  meeting 
with  his  committee,  can  reply  subject  to  ap- 
proval by  the  Executive  Committee  or  the 
Council. 

8.  The  committee  answered  an  inquiry  from 
the  Morris  County  Medical  Society  of  New 
Jersey  for  details  in  preparing  a booklet  dealing 
with  medical  ethics.  Pertinent  literature  was 
forwarded  to  the  Society. 

Your  reference  committee  commends  the 
chairman,  Joseph  G.  Zimring,  M.D.,  for  the 
work  of  the  committee  carried  on  during  the 
past  year. 

. . . Dr.  Eckhert’s  motion  to  adopt  this 
portion  of  the  report  was  unanimously  carried  . . . 

Section  280  {see  21) 

Labor  Health  Facilities 

Dr.  Eckhert:  The  Committee  on  Labor 

Health  Facilities  formulated  and  circulated  a 
questionnaire  to  gather  information  on  labor 
health  facilities  to  those  labor  health  centers 


which  were  known  to  exist.  A total  of  19 
questionnaires  were  circulated  and  14  replies 
were  received.  The  following  is  a brief  summary 
of  the  replies:  Number  of  individuals  eligible  for 
medical  care  through  labor  medical  centers, 
650,520;  number  of  patient  visits  annually, 
621,854;  total  number  of  medical  services 
annually,  1,215,551;  total  physician  hours 
utilized,  209,315. 

The  above  figures  represent  the  minimum  in 
each  category  since  some  questionnaires  were 
not  returned.  The  study  indicates  conclusively 
that  labor  health  facilities  have  become  an 
important  source  of  medical  care  to  a large 
segment  of  the  population.  The  type  and 
quality  of  this  medical  care  and  by  whom  it  is 
rendered  is  certainly  of  interest  to  the  Medical 
Society  of  the  State  of  New  York  and  to  the 
individual  members. 

In  the  matter  of  resolution  63-5  (that  hospital 
trustees  be  urged  to  consult  with  the  medical 
staffs  of  their  institutions  before  making  ar- 
rangements with  labor  or  management  groups 
for  medical  care  programs),  with  the  approval 
of  the  Council,  letters  were  sent  to  the  president 
of  the  Hospital  Association  of  New  York  State, 
AFL-CIO,  and  the  New  York  City  Central 
Labor  Council.  They  were  informed  of  the 
resolution  and  offered  the  help  of  the  Com- 
mittee on  Labor  Health  Facilities  in  any 
future  planning  activities  and  asked  that  the 
existence  of  this  committee  be  made  known  to 
the  members  of  both  organizations. 

Favorable  replies  were  received  from  the 
Hospital  Association  and  the  State  AFL-CIO. 
No  reply  was  received  from  the  New  York  City 
Central  Labor  Council.  The  reply  from  the 
AFL-CIO  was  of  particular  interest  because  it 
indicated  a willingness  to  cooperate,  at  the  same 
time  requesting  an  attitude  of  distinct  reserve 
based  on  previous  experience  in  attempting  to 
come  to  terms  with  organized  medicine.  This 
attitude  is  one  that  organized  medicine  must 
make  a sincere  effort  to  overcome  if  it  is  to 
have  any  voice  in  the  type  and  amount  of 
medical  care  provided  through  labor  organiza- 
tions. In  a State  with  a heavy  medical  pop- 
ulation and  intense  medical  competition,  the 
labor  organizations  will  be  able  to  obtain  some 
sort  of  medical  services  without  assistance  from 
the  medical  societies.  At  the  same  time,  in 
this  period  in  medical  history,  organized  labor, 
the  practicing  physician,  and  organized  med- 
icine have  far  more  in  common  than  is  apparent 
on  the  surface,  and  the  result  of  then'  close 
cooperation  can  be  nothing  but  beneficial. 

A first  step  in  healing  any  gap  that  may  exist 
between  labor  and  medicine  is  the  recognition 
that  labor  has  a legitimate  interest  in  obtaining 
medical  care  for  its  members  and  recognition 
of  the  existence  of  facilities  that  now  provide 
medical  care  under  labor  or  labor  management 
auspices.  This  could  be  accomplished  very 
readily  by  listing  the  labor  medical  centers  in 
the  Directory.  Any  medical  facility  that  serves 
so  many  people  and  renders  so  many  services 
should  have  a proper  place  in  a medical  directory 
so  that  the  medical  public  might  know  where 


June  1,  1965  / New  York  State  Journal  of  Medicine  1583 


service  is  given.  Publication  of  staff  would 
point  out  the  status  of  those  involved  in  the 
facility. 

It  is  therefore  most  urgently  recommended 
that  the  labor  health  centers  be  listed  in  the 
Medical  Directory  of  New  York  State  in  the  same 
manner  as  the  voluntary,  government,  and 
accredited  proprietary  hospitals.  Listing  of 
these  clinics  in  the  Directory  could  be  of  assist- 
ance in  effecting  liaison  with  labor  organiza- 
tions. 

Your  reference  committee  commends  the 
chairman,  William  H.  Foege,  M.D.,  for  the 
work  of  the  committee  carried  on  during  the 
past  year. 

. . . Dr.  Eckhert’s  motion  to  adopt  this 
portion  of  the  report  was  unanimously  car- 
ried . . . 

Section  281  ( see  22) 

Hospital  and  Professional  Relations 

Dr.  Eckhert:  The  Committee  on  Hospital 
and  Professional  Relations  carried  out  its 
promises  to  the  Hospital  Association  of  New 
York  State  by  inviting  its  matching  committee 
to  all  meetings.  Similarly,  when  the  agenda 
involved  them,  either  matching  committees  or 
interested  parties  were  invited  to  participate  in 
the  meetings  (that  is,  matching  committee  of 
the  New  York  State  Radiological  Society, 
representatives  of  the  New  York  State  Depart- 
ment of  Health  and  Department  of  Social 
Welfare,  Southern  New  York  Regional  Hospital 
Council,  Hospital  Council  of  the  State  of  New 
York,  chairmen  of  other  Council  committees, 
and  staff  members  of  the  Medical  Society  of  the 
State  of  New  York).  This  proved  to  be  a 
superior  method  of  securing  on-the-spot  de- 
cisions. The  rapport  with  the  Association 
has  been  particularly  useful  to  us  and  they  have 
similarly  appreciated  the  liaison  with  our  So- 
ciety. The  committee  had  three  formal  meet- 
ings since  February,  1964. 

Rising  Costs  of  Hospital  Care.  The  com- 
mittee is  looking  for  a solution  to  the  rising 
cost  of  hospital  care  and  is  attempting  to  find 
practical  answers  to  the  problem  before  the 
Governor’s  Commission  on  Hospital  Costs. 
The  committee  notes  that  most  hospitals  of 
over  50  beds  run  close  to  or  over  100  per  cent 
occupancy  in  nonmaternity  cases  awaiting  beds. 

The  committee  notes  that  if  clean  gynecologic 
cases  could  be  housed  in  the  empty  maternity 
beds,  using  maternity  personnel  for  nursing  and 
fulfilling  the  criteria  for  “clean”  cases  under 
medical  supervision,  the  saving  in  hospital 
costs  and  personnel  would  be  significant. 

They  note  that  one  upstate  county  with  700 
general  nonprofit  hospital  beds  showed  300 
patient  days  in  one  representative  month.  If 
these  beds  could  be  utilized  it  could  represent  a 
saving  to  the  hospitals  of  that  county  of  over 
$10,000  monthly.  At  the  present  time  the 
Sanitary  Code  regulations  of  the  State  of  New 
York  prohibit  the  use  of  maternity  beds  and 
maternity  nursing  personnel  for  other  than 
maternity  patients.  The  committee  studied  the 
problem  and  drew  up  a set  of  criteria  that  would 


make  feasible  the  use  of  these  beds. 

The  committee  desired  to  change  the  Sanitary 
Code  regulations  by  the  New  York  State  Depart- 
ment of  Health,  and  while  this  was  not  granted 
the  New  York  State  Department  of  Health  did 
review  the  problem  and  promised  that  a limited 
pilot  study  under  criteria  little  changed  from 
those  promulgated  by  the  committee  would  be 
instituted  in  the  near  future  and  conducted  by 
the  New  York  State  Department  of  Health. 

Miscellaneous.  The  possible  effects  on  hospi- 
tals of  the  Laboratory  Service  Act  of  1964  were 
discussed  by  the  committee. 

Utilization  Committees.  The  role  of  the 
hospital  utilization  review  committee  by  each 
hospital  staff  was  reviewed  with  the  able 
assistance  of  Charles  M.  Brane,  M.D.,  coun- 
cillor. The  committee  is  convinced  that  active 
utilization  committees  in  each  hospital  would 
lower  the  costs  of  hospital  care  by  about  8 per 
cent.  It  recommends  to  all  county  medical 
societies  that  they  alert  all  hospitals  of  the  need 
for  these  utilization  committees.  Furthermore, 
it  was  recommended  that  the  Society  develop 
guides  for  the  establishment  and  functioning  of 
these  utilization  committees.  It  also  recom- 
mends to  the  Council  that  the  Society  advocate 
the  establishment  in  each  hospital  medical  staff 
of  a “hospital  cost  committee”  to  look  into  ways 
and  means  to  reduce  all  hospital  costs  by  study- 
ing drug,  equipment,  supplies,  and  other  pur- 
chases. The  Hospital  Association  representa- 
tives were  highly  in  favor  of  this  move. 

Regional  Councils.  The  subject  of  unilateral 
decisions  affecting  the  practice  of  medicine  by 
the  regional  hospital  councils  was  discussed. 
The  councils  insist  that  such  decisions  are  never 
made  without  detailed  consultation  with  medical 
experts  in  the  field  concerned.  However,  these 
“experts”  are  rarely  practicing  physicians. 

The  committee  feels  that  the  regulating  of  any 
form  of  medical  practice  should  best  be  done 
with  the  aid  of  practicing  physicians  who  are 
cognizant  not  only  of  the  physical  diseases  af- 
fecting patients  but  also  their  mental,  sociologic, 
and  economic  problems.  This  will  have  to  be 
accomplished  by  the  county  societies  in  judicious 
selection  of  their  representatives  to  these 
regional  councils. 

Future  Studies.  Apropos  to  rising  hospital 
costs  and  efforts  to  control  them,  the  following 
problems  will  be  studied: 

1.  A seven-day  hospital  week,  including 
laboratories,  x-ray  facilities,  operating  rooms, 
and  all  ancillary  services. 

2.  Unnecessary  tests — x-ray,  laboratory,  and 
“routine”  tests. 

3.  A reassessment  of  hospital  accounting  so 
as  to  make  hospital  costs  really  hospital  patient 
costs  and  not  those  of  education,  research. 

4.  Recognizing  that  the  major  portion  of 
hospital  patient  cost  is  represented  by  labor 
services,  a study  of  better  utilization  of  labor  is 
warranted  to  prevent  further  increases  in 
hospital  costs. 

Apropos  to  resolutions  64-71  and  64-78, 
your  reference  committee  notes  the  Board  of 
Hospitals  of  the  City  of  New  York  and  the 
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Commissioner  of  Hospitals  are  expending  large 
sums  of  money,  reportedly  in  excess  of  fifty 
million  dollars  annually,  for  the  payment  to 
affiliated  voluntary  hospitals  for  administration 
and  salaries  of  full-  and  part-time  physicians. 
These  large  sums  of  money  are  over  and  above 
the  usual  costs  of  nursing  care,  food,  house- 
keeping, and  so  forth.  The  justification  for 
these  actions  was  the  claim  that  improved  pa- 
tient care  would  be  provided  in  these  municipal 
hospitals.  Therefore,  we  feel  it  is  desirable  at 
this  time  to  determine  if  improvement  of  pa- 
tient care  has  in  fact  resulted,  commensurate 
with  the  huge  amounts  of  monies  expended. 

Accordingly,  your  reference  committee  recom- 
mends that  the  Council  of  the  Medical  Society 
of  the  State  of  New  York  be  instructed  to  study 
whether  the  expenditure  of  these  funds  is  in 
fact  fostering  the  best  patient  care  for  the  largest 
number  of  patients  in  the  municipal  hospitals 
of  New  York  City. 

Your  reference  committee  commends  the 
work  of  this  committee  under  the  chairmanship 
of  Harold  T.  Golden,  M.D. 

. . . After  discussion,  Dr.  Eckhert’s  motion  to 
adopt  this  portion  of  the  report  was  carried.  . . 

Section  282  {see  23) 

Rural  Medical  Service 

Dr.  Eckhert:  The  Rural  Medical  Service 
Committee  has  been  studying  the  problem  of  the 
shortage  of  physicians  in  rural  areas  of  New 
York  State  for  several  years.  Many  attempts 
have  been  made  to  establish  criteria  and  bases 
of  future  programs  which  would  solve  the  prob- 
lem. A survey  concerning  the  distribution  of 
medical  personnel  to  meet  the  changing  popula- 
tion of  the  rural  areas  was  completed  in  spot 
counties  of  the  State. 

The  chairman  discussed  the  problem  in  many 
areas  of  the  State  with  editors  of  various  news- 
papers who  have  written  extensively  on  the 
shortage,  officials  of  various  farm  organizations, 
and  other  citizen  groups.  The  chairman  also 
met  with  the  members  of  the  Associated  In- 
dustries of  New  York  State,  Inc.,  and  the  New 
York  State  Farm  Bureau  in  hopes  that  financial 
support  from  these  groups  could  be  obtained  to 
start  a definitive  program.  The  problems  have 
also  been  discussed  with  several  deans  of  upstate 
medical  centers. 

The  chairman  has  also  served  on  the  medical 
advisory  board  of  the  Sears-Roebuck  Founda- 
tion which  has  been  attempting  to  solve  the 
problem  by  establishment  of  clinics  for  general 
practitioners  in  areas  throughout  the  State 
where  the  need  has  been  great.  This  Founda- 
tion has  provided  facilities  and/or  doctors  for 
88  communities  in  the  United  States  and  is  in 
the  process  of  surveying  many  others.  The 
chairman  was  instrumental  in  arranging  various 
surveys  which  resulted  in  the  establishment  of 
five  such  clinics  in  New  York  State.  He  repre- 
sented the  Sears-Roebuck  Foundation  and  the 
American  Medical  Association  at  the  dedication 
of  these  clinics.  There  are  4 or  5 other  areas 
in  upstate  New  York  which  are  being  studied  at 


the  present  time  and  are  completing  surveys  of 
their  areas. 

Criteria.  The  committee  has  been  able  to 
establish  certain  criteria  and  opinions  which 
must  be  considered  if  the  problem  of  the  physi- 
cian shortage  is  to  be  solved  in  this  State. 

1.  The  committee  has  found  that  there  is  a 
lack  of  understanding  in  the  lay  mind  of  the 
relationship  between  the  Medical  Society  of  the 
State  of  New  York  and  the  medical  colleges  of 
the  State.  Citizens  of  these  areas  cannot  under- 
stand why  the  problem  cannot  be  remedied  by 
the  combined  efforts  of  the  Society  together  with 
the  medical  colleges. 

2.  The  committee  has  observed  that  the 
medical  colleges,  although  not  emphasizing  gen- 
eral practice,  do  not  outrightly  discourage  such 
practice.  The  courses  in  the  medical  colleges 
are  all  taught  by  teachers  who  are  interested  in 
special  fields  of  medicine,  each  attempting  to 
make  his  course  the  best  of  the  curriculum. 
This  cannot  be  condemned.  However,  there 
are  no  courses  where  general  practice  can  in- 
fluence a student  to  go  in  this  direction.  Medi- 
cal colleges  should  be  made  aware  of  the  short- 
age of  physicians  in  this  field  of  medicine  and  be 
encouraged  to  provide  training  courses  in 
general  practice.  It  should  be  the  responsibility 
of  the  colleges  to  provide  enough  such  trained 
physicians  to  cover  these  areas  of  New  York 
State. 

3.  It  was  the  considered  opinion  of  the 
committee  that  the  most  important  reasons  for 
the  shortage  of  physicians  in  rural  areas  arises  in 
the  rural  areas  themselves,  and  are  as  follows: 
(a)  Lack  of  clinical  facilities;  ( b ) long  working 
hours  doing  the  minor  problems  of  the  practice 
of  medicine;  (c)  inability  to  keep  up  with  the 
fast  pace  of  medical  education  and  new  ad- 
vances of  medicine;  (d)  lack  of  appointments  in 
hospitals  in  nearby  cities;  (e)  dissatisfaction  of 
the  doctors’  wives  with  life  in  a smaller  com- 
munity; (f)  lack  of  educational  stimuli  gen- 
erally found  around  hospitals,  medical  centers, 
and  clinics;  (g)  the  many  miles  of  travel  making 
calls  in  their  area.  This  factor,  however,  is 
becoming  a minor  problem  because  many  pa- 
tients now  will  come  to  the  physician’s  office; 
(h)  inability  to  complete  a diagnosis  and  fulfill 
the  satisfaction  of  complete  treatment. 

It  is  apparent  that  income  has  nothing  to  do 
with  the  dissatisfaction  of  practice  in  rural  areas. 

New  Approach.  The  facts  indicate  that  a new 
dynamic  approach  to  the  problem  of  solving  the 
physician  shortage  must  be  established,  and  the 
committee  proposes  that  the  following  definite 
steps  be  taken: 

1.  The  Medical  Society  of  the  State  of  New 
York  must  take  the  leadership  in  planning  this 
program.  Providing  medical  care  for  the  people 
of  the  State  of  New  York  should  be  the  most 
important  function  of  the  Society. 

2.  A new  approach  to  medical  practice  in  the 
rural  areas  should  be  carefully  planned  and 
adopted  with  the  medical  colleges  in  the  State. 

3.  An  economic  and  geographic  survey 
should  be  made  of  the  areas  where  physicians 
are  reported  to  be  needed.  This  evaluation 
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would  indicate  whether  or  not  such  areas 
properly  could  support  a physician. 

4.  The  communities  themselves  should  par- 
ticipate in  procedures  necessary  to  obtain 
physicians  for  their  areas. 

Medical  Society  Responsibilities.  The  com- 
mittee believes  that  it  is  impractical  and  unwise 
medically  to  try  to  locate  lone  practitioners  in 
rural  and  urban  areas  of  New  York  State. 
Experience  has  shown  that  overworked  physi- 
cians do  not  remain  long  in  general  practice. 

The  committee  recommends,  therefore,  that 
Medical  Society  efforts  to  place  physicians  in 
practice  should  be  reserved  for  communities 
which  can  support  the  services  of  at  least  two 
physicians.  Smaller  communities,  not  able  to 
support  two  physicians,  should  be  encouraged 
to  work  out  local  arrangements  for  quick  trans- 
fer of  their  seriously  ill  and  injured  by  am- 
bulance to  the  nearest  hospital,  and  for  training 
the  ambulance  staff  in  first  aid  and  in  the  com- 
petent handling  of  acute  medical  emergencies. 
Such  problems  could  be  worked  out  by  the 
Rural  Medical  Service  Committee.  The  Medi- 
cal Society  of  the  State  of  New  York  should 
appoint  a full-time  experienced  survey  director 
to  make  an  economic,  trade,  and  social  type 
survey  of  areas  of  the  State  where  a physician  is 
desired.  The  combination  of  several  areas  to 
provide  more  comprehensive  care  by  more  than 
one  physician  should  be  encouraged. 

The  Council,  during  the  past  year,  has  ap- 
proved the  appointment  of  such  an  individual 
but  has  not  allowed  funds  for  salary  or  ex- 
penses. If  funds  are  not  available  from  the 
Society,  the  committee  recommends  that  the 
Society  seek  the  necessary  funds  from  a grant. 

2.  The  Rural  Medical  Service  Committee 
would  serve  as  the  consulting  committee  for  the 
surveys  and  assist  the  communities  in  evaluating 
the  reports. 

3.  A separate  subcommittee  may  need  to  be 
appointed  to  assist  the  Rural  Medical  Service 
Committee  to  obtain  physicians  for  the  areas 
after  the  survey  has  been  completed  and  the 
community  has  been  found  to  be  able  to  support 
two  or  more  physicians.  The  Rural  Medical 
Service  Committee  feels  that  a continuing  func- 
tion for  it  should  be:  (a)  to  study  periodically 
the  status  of  general  practice  in  New  York 
State;  (6)  to  propose  different  patterns  of  gen- 
eral practice;  (c)  to  discuss  such  plans  with  the 
deans  of  medical  colleges  in  the  State.  The 
committee  feels  that  physicians  so  located 
should  be  encouraged  by  arranging  for  them  to 
receive  postgraduate  education  in  nearby  medi- 
cal centers.  The  committee  would  also  assist 
in  obtaining  hospital  privileges  for  these  physi- 
cians it  helps  to  locate. 

Community  Responsibility.  1.  The  survey 
director  would  assemble  leading  citizens  of  the 
area  to  discuss  with  them  the  procedures  which 
are  necessary  for  the  community  to  follow  in 
order  to  (a)  get  a survey  made,  and  (6)  obtain 
physicians. 

2.  Under  the  guidance  of  the  survey  director 
and  the  Rural  Medical  Service  Committee,  each 
community  would  form  a board  of  directors 


having  the  following  functions: 

(a)  Discuss  the  problem  and  seek  advice  and 
approval  from  physicians  in  the  immediate  and 
surrounding  areas  and  obtain  their  support. 

( b ) Actively  direct  the  survey  of  the  com- 
munity. This  includes  evaluating  the  economic 
condition  of  the  area,  social  development  of  the 
community,  trade  and  travel  routes,  potential 
for  community  expansion,  accessibility  by 
travel,  and  income  for  the  physician. 

(c)  Assess  facilities  already  present  in  the 
area  for  desirable  office,  relationship  to  hospitals, 
hospital  appointments,  and  so  forth. 

(d)  Instigate,  promote,  and  complete  a fund- 
raising campaign  to  raise  money  for  the  con- 
struction of  adequate  office  space  and  clinic 
facilities  for  two  or  more  physicians.  Money 
subscribed  to  this  fund  would  generally  be  on  a 
loan  basis  without  interest. 

( e ) Investigate  and  consult  with  the  Sears- 
Roebuck  Foundation  with  respect  to  plans, 
building  costs,  and  construction  of  units. 

(/)  Seek,  with  the  advice  of  the  Rural  Medi- 
cal Service  Committee,  physicians  for  the  area. 
This  should  be  done  in  cooperation  with  the 
county  medical  society,  physicians  in  the  im- 
mediate and  surrounding  areas,  and  the  Ameri- 
can Medical  Association. 

The  committee  believes  that  this  proposal, 
which  involves  the  Medical  Society  of  the 
State  of  New  York,  local  communities,  and 
medical  colleges,  would  be  a step  forward  in 
helping  solve  the  shortage  of  physicians  in  some 
areas  of  our  State.  The  involvement  of  the 
citizens  of  the  community  in  the  survey  gets 
them  interested  in  medicine  in  general  and  in  all 
aspects  of  obtaining  medical  services  for  their 
area.  This  helps  them  gain  understanding  for 
supporting  the  decisions  reached  and  is  in  keep- 
ing with  the  American  tradition  of  solving  com- 
munity needs. 

Your  reference  committee  commends  the 
chairman,  Edward  C.  Hughes,  M.D.,  and  the 
members  of  his  committee  for  the  work  carried 
on  during  the  past  year. 

. . .After  discussion,  Dr.  Eckhert’s  motion  to 
adopt  this  portion  of  the  report  was  carried.  . . 

Section  283  ( see  98) 

Termination  of  Hospital  Staff  Appointments 

Dr.  Eckhert:  Resolution  65-6,  “Termina- 
tion of  Hospital  Staff  Appointments”;  The 
second  “whereas”  of  this  resolution  has  been 
amended  to  read  as  follows: 

Whereas,  The  Joint  Commission  has  not 
adopted  any  recommendation  that  would 
protect  the  physician  so  qualified  and  ap- 
pointed from  summary  termination  of  his 
staff  appointment; 

and  the  “resolved”  portions  of  this  resolution 
have  been  amended  to  read  as  follows: 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  approve  the  following 
resolution  and  direct  its  delegates  from  the 
Medical  Society  of  the  State  of  New  York  to 
the  American  Medical  Association  to  intro- 
duce this  resolution  as  follows: 
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“ Resolved , That  the  House  of  Delegates  of 
the  American  Medical  Association  direct  its 
Board  of  Trustees  to  petition  the  Joint 
Commission  on  Accreditation  of  Hospitals 
to  adopt  a policy  on  staff  appointments  to 
provide  that  before  terminating  or  failing 
to  renew  an  appointment,  that  the  physi- 
cian concerned  shall  have  a hearing  before 
the  agency  recommending  the  termination 
or  nonrenewal  of  such  appointment.” 

. . .After  discussion,  Dr.  Saypol’s  motion  to 
refer  this  resolution  to  the  Council  was  car- 
ried. . . 

Section  284  ( see  99) 

Establishment  of  Standards  for  Surgical 
Technicians 

Dr.  Eckhert:  Resolution  65-7,  “Establish- 
ment of  Standards  for  Surgical  Technicians”: 
This  resolution  has  been  amended  as  follows: 

Whereas,  Certain  of  the  operating  room 
duties  formerly  performed  by  registered  pro- 
fessional nurses  are  now  carried  out  by  in- 
dividuals who  in  many  instances  lack  formal 
training;  and 

Whereas,  It  is  highly  desirable  that  a 
level  of  technical  competence  be  established 
so  that  they  may  be  considered  surgical  tech- 
nicians; now  therefore  be  it  hereby 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  take  such  steps  as  may  be 
necessary  toward  the  establishment  of  a 
standard  minimum  curriculum  for  the  train- 
ing of  these  surgical  technicians  and  for  the 
establishment  of  a grade  of  certification. 

Your  reference  committee  recommends  ap- 
proval of  this  amended  resolution. 

. . .After  discussion,  Dr.  Eckhert’s  motion  to 
adopt  this  portion  of  the  report  was  carried.  . . 

Section  285  ( see  104) 

Proposed  Change  in  Workmen’s  Compensation 
Fees 

Dr.  Eckhert:  Resolution  65-12,  “Proposed 
Change  in  Workmen’s  Compensation  Fees”; 
The  third  “whereas”  of  this  resolution  has  been 
deleted,  and  the  fourth  and  fifth  “whereases” 
have  been  amended  to  read  as  follows: 

Whereas,  This  greatly  increases  the  heavy 
burden  of  paper  work;  and 

Whereas,  A majority  of  the  carriers 
usually  do  not  object  to  bills  over  the  twenty- 
five  dollar  limit  without  previous  authoriza- 
tion; 

The  “resolved”  portion  of  this  resolution  has 
been  amended  to  read  as  follows: 

Resolved,  That  the  House  of  Delegates  of 
the  Medical  Society  of  the  State  of  New 
York  direct  the  Council  Committee  on  Work- 
men’s Compensation  to  recommend  the 
raising  of  the  limit  from  twenty-five  dollars 
to  fifty  dollars  before  further  authorization 
would  be  requested  by  the  attending  physi- 
cian. 


Your  reference  committee  recommends  ap- 
proval of  this  amended  resolution. 

. . Dr.  Eckhert’s  motion  to  adopt  this 
portion  of  the  report  was  unanimously  car- 
ried. . . 

Section  286  {see  118) 

Request  for  Review  of  Hospital  Accreditation 

Dr.  Eckhert:  Resolution  65-26,  “Request 
for  Review  of  Hospital  Accreditation.” 

Your  reference  committee  recommends  that 
no  action  be  taken  on  this  resolution. 

. Dr.  Eckhert’s  motion  to  adopt  this  portion 
of  the  report  was  carried.  . . 

Section  287  ( see  121) 

Two-Year  Internships  for  American  Medical 
Students 

Dr.  Eckhert:  Resolution  65-29,  “Two-Year 
Internships  for  American  Medical  Students.” 
Resolution  64-52  which  was  passed  last  year  is 
in  essence  the  same  resolution  except  that  this 
year’s  resolution  mentions  surgical  boards 
where  last  year’s  resolution  was  more  inclusive 
and  mentioned  all  specialty  boards. 

Your  reference  committee  recommends  there 
is  no  further  action  indicated. 

. . . Dr.  Eckhert’s  motion  to  adopt  this  por- 
tion of  the  report  was  carried.  . . 

Section  288  (see  127) 

Opposition  to  Inspection  of  Accredited  Hospitals 
by  Department  of  Social  Welfare 

Dr.  Eckhert:  Resolution  65-35,  “Opposi- 
tion to  Inspection  of  Accredited  Hospitals  by 
Department  of  Social  Welfare.” 

Your  reference  committee  recommends  dis- 
approval of  this  resolution. 

. . .After  discussion,  Dr.  Blake’s  motion  to 
take  no  action  was  unanimously  carried.  . . 

Section  289  (see  140) 

Interference  by  Municipalities  with  Conferred 
Rights  of  Physicians 

Dr.  Eckhert:  Resolution  65-48,  “Inter- 

ference by  Municipalities  with  Conferred  Rights 
of  Physicians”;  We  are  in  sympathy  with  the 
general  intent  of  the  resolution  as  presented  to 
the  committee  at  the  hearings  but,  because  of 
the  complexity  of  the  situation,  we  recommend 
that  the  problem  be  referred  to  the  Council  of 
the  Medical  Society  for  study  and  action. 

. . .After  discussion,  Dr.  Eckhert’s  motion 
to  adopt  this  portion  of  the  report  was  car- 
ried. . . 

Section  290  (see  147) 

Disapproval  of  Recurrent  Fiscal  Harassment  of 
Some  Voluntary  Hospitals 

Dr.  Eckhert:  Resolution  65-55,  “Dis- 

approval of  Recurrent  Fiscal  Harassment  of 
Some  Voluntary  Hospitals”;  A third  “whereas” 
has  been  added  to  this  resolution  to  read  as 
follows: 
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Whereas,  Many  indigent  patients  will  be 
denied  existing  facilities  in  local  voluntary 
hospitals  if  such  public  financial  support  is 
withheld; 

The  “resolved”  portion  of  this  resolution  has 
been  amended  to  read  as  follows: 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  denounce  and  disapprove 
the  denial  of  public  funds  for  medical  care  of 
public  charges  in  voluntary  hospitals  for 
reasons  other  than  the  lack  of  good  patient 
care; 

and  a second  resolved  added: 

Resolved,  That  the  Medical  Society  of  the 
State  of  New  York  disapprove  the  utilization 
of  fiscal  sanction  as  a threat  against  New  York 
City  voluntary  hospitals. 

Your  reference  committee  recommends  ap- 
proval of  this  resolution  as  amended. 

. . . Dr.  Eckhert’s  motion  to  adopt  this  portion 
of  the  report  was  unanimously  carried.  . . 

Section  291  {see  152) 

Practicing  Physicians  and  Hospital  Planning 

Dr.  Eckhert:  Resolution  65-60,  “Practicing 
Physicians  and  Hospital  Planning”;  This 
resolution  has  been  amended  to  read  as  follows: 

Whereas,  Regional  hospital  planning  coun- 
cils now  have  the  power  to  determine  the 
future  construction,  enlargement,  and  altera- 
tion of  hospitals,  thus  controlling  the  avail- 
ability of  patient  beds;  and 

Whereas,  The  patient’s  ability  to  receive 
in-hospital  care  is  conditional  on  the  patient’s 
physician  having  an  appointment  in  a hospi- 
tal; and 

Whereas,  Most  regional  hospital  planning 
councils  as  presently  constituted  do  not  have 
an  adequate  number  of  physicians  in  active 
practice  on  their  councils;  now  therefore  be  it 
hereby 

Resolved,  That  the  Council  of  the  Medical 


Society  of  the  State  of  New  York  request  the 
appointing  authorities  to  increase  the  num- 
ber of  physicians  engaged  in  the  active  private 
practice  of  medicine  on  the  regional  hospital 
planning  councils  so  that  one  third  of  the 
members  of  these  councils  are  physicians  in 
active  private  practice;  and  be  it  further 

Resolved,  That  the  Council  of  the  Medical 
Society  of  the  State  of  New  York  emphasize 
the  following  to  the  regional  hospital  planning 
councils:  Before  making  a final  determination 
to  deny  further  construction,  enlargement,  or 
remodeling  of  hospital  facilities  (which  in  ef- 
fect could  amount  to  closing) , that  they  deter- 
mine availability  of  a like  hospital  facility  in 
an  adjacent  area  for  the  patients  and  the 
physicians  of  their  choice. 

Your  reference  committee  recommends 
adoption  of  this  amended  resolution. 

. . . Dr.  Hana van’s  motion  to  add  to  the  first 
“resolved”  the  words  “who  have  been  recom- 
mended for  this  appointment  by  their  respective 
county  medical  societies”  was  carried.  . . 

. . . Dr.  Eckhert’s  motion  to  adopt  this  portion 
of  the  report  as  amended  was  carried.  . . 

Dr.  Eckhert:  Your  reference  committee 

wishes  to  thank  all  guests  who  attended  the 
reference  committee  hearings  for  their  advice 
and  assistance  in  its  deliberations. 

Your  chairman  expresses  his  appreciation  to 
the  members  of  his  reference  committee  for  their 
invaluable  aid  and  generous  spirit  of  cooperation, 
and  also  for  the  most  devoted  efforts  of  Miss 
Alice  Wheeler,  our  secretary. 

. . . Dr.  Eckhert’s  motion  to  adopt  the  report 
as  a whole  as  amended  was  unanimously  car- 
ried . . . 

. . .Speaker  Wurzbach  thanked  the  chairmen 
of  the  reference  committees,  the  members  of  the 
committees,  the  staff,  the  steno typist,  and  the 
members  of  the  House  for  their  cooperation.  . . 

. . .The  House  of  Delegates  adjourned  at 
12:40  p.m.,  sine  die.  . . 
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The  Somatic  Mask: 
menstrual  irregularities 

menopause  or 


psychic  tension? 


VallUm  (diazepam) 


Menstrual  irregularities,  along  with  hot  flashes,  fatigue, 
discomfort,  arthralgia  and  other  complaints,  are  classic 
signs  and  symptoms  of  the  menopause.  In  many  cases, 
however,  the  symptoms  may  represent  a “somatic  mask” 
— a psychophysiological  equivalent  of  psychic  tension. 


When  symptoms  stem  from  emotional  problems  or 
stressful  situations,  Valium  (diazepam)  usually  helps  the 
patient  feel  calmer  as  it  alleviates  troubling  symptoms. 
Its  action  is  normally  prompt,  even  in  patients  who 
failed  to  benefit  from  other  tranquilizers.  And  positive 
results  generally  are  achieved  without  impairing  aware- 
ness or  interfering  with  usual  activities.  While  ataxia 
and  drowsiness  may  occur,  such  side  effects  are  avoid- 
able in  most  instances  with  dosage  adjustment. 


In  prescribing : Dosage  — Adults:  Mild  to  moderate  psychoneu- 
rotic reactions,  2 to  5 mg  b.i.d.  or  t.i.d.;  severe  psychoneurotic 
reactions,  5 to  10  mg  t.i.d.  or  q.i.d.;  alcoholism,  10  mg  t.i.d.  or 
q.i.d.  in  first  24  hrs,  then  5 mg  t.i.d.  or  q.i.d.  as  needed;  muscle 
spasm  with  cerebral  palsy  or  athetosis,  2 to  10  mg  t.i.d.  or  q.i.d. 
Geriatric  patients:  1 or  2 mg/ day  initially,  increase  gradually 
as  needed. 

Contraindications : Infants,  patients  with  history  of  convulsive- 
disorders  or  glaucoma. 

Warning:  Not  of  value  in  the  treatment  of  psychotic  patients, 
and  should  not  be  employed  in  lieu  of  appropriate  treatment. 
Precautions:  Limit  dosage  to  smallest  effective  amount  in  el- 
derly patients  (not  more  than  1 mg,  one  or  two  times  daily)  to 
preclude  ataxia  or  oversedation.  Advise  patients  against  pos- 
sibly hazardous  procedures  until  correct  maintenance  dosage 
is  established;  driving  during  therapy  not  recommended.  In 
general,  concurrent  use  with  other  psychotropic  agents  is  not 
recommended.  Warn  patients  of  possible  combined  effects  with 
alcohol.  Safe  use  in  pregnancy  not  established.  Observe  usual 
precautions  in  impaired  renal  or  hepatic  function  and  in  pa- 
tients who  may  be  suicidal;  periodic  blood  counts  and  liver 
function  tests  advisable  in  long-term  use.  Cease  therapy  grad- 
ually. 

Side  Effects:  Side  effects  (usually  dose-related)  are  fatigue, 
drowsiness  and  ataxia.  Also  reported:  mild  nausea,  dizziness, 
blurred  vision,  diplopia,  headache,  incontinence,  slurred  speech, 
tremor  and  skin  rash;  paradoxical  reactions  (excitement,  de- 
pression, stimulation,  sleep  disturbances  and  hallucinations) 
and  changes  in  EEG  patterns.  Abrupt  cessation  after  prolonged 
overdosage  may  produce  withdrawal  symptoms  similar  to 
those  seen  with  barbiturates,  meprobamate  and  chlordiazepox- 
ide  HC1. 

Supplied:  Tablets,  2 mg  and  5 mg;  bottles  of  50  and  500. 


Roche  Laboratories 

Division  of  Hoffmann -La  Roche  Inc. 

Nutley,N.J.  07110 


& 

“I  can’t  cope  any  more. . . 

I worry  about  everything. 

I don’t  sleep  well... 
wake  up  tired  and  irritable.” 


Indications:  ‘Deprol’  is  useful  in  the  manage- 
ment of  depression,  both  acute  (reactive)  and 
chronic.  It  is  particularly  useful  in  the  less  se- 
vere depressions  and  where  the  depression  is 
accompanied  by  anxiety,  insomnia,  agitation, 
or  rumination.  It  is  also  useful  for  management 
of  depression  and  associated  anxiety  accom- 
panying or  related  to  organic  illnesses. 
Contraindications:  Benactyzine  hydrochloride 
is  contraindicated  in  glaucoma.  Previous  aller- 
gic or  idiosyncratic  reactions  to  meprobamate 
contraindicate  subsequent  use. 

Precautions:  Meprobamate  — Careful  supervi- 
sion of  dose  and  amounts  prescribed  is  advised. 
Consider  possibility  of  dependence,  particularly 
in  patients  with  history  of  drug  or  alcohol  ad- 
diction; withdraw  gradually  after  use  for  weeks 
or  months  at  excessive  dosage.  Abrupt  with- 
drawal may  precipitate  recurrence  of  pre- 
existing symptoms,  or  withdrawal  reactions 
including,  rarely,  epileptiform  seizures.  Should 
meprobamate  cause  drowsiness  or  visual  dis- 
turbances, the  dose  should  be  reduced  and  op- 
eration of  motor  vehicles  or  machinery  or  other 
activity  requiring  alertness  should  be  avoided  if 
these  symptoms  are  present.  Effects  of  exces- 
sive alcohol  may  possibly  be  increased  by  me- 
probamate. Grand  mal  seizures  may  be  precipi- 
tated in  persons  suffering  from  both  grand  and 
petit  mal.  Prescribe  cautiously  and  in  small 
quantities  to  patients  with  suicidal  tendencies. 
Side  effects:  Side  effects  associated  with  recom- 
mended doses  of  ‘Deprol’  have  been  infrequent 
and  usually  easily  controlled.  These  have  in- 
cluded drowsiness  and  occasional  dizziness, 
headache,  infrequent  skin  rash,  dryness  of 
mouth,  gastrointestinal  symptoms,  paresthesias, 
rare  instances  of  syncope,  and  one  case  each  of 
severe  nervousness,  loss  of  power  of  concentra- 
tion, and  withdrawal  reaction  (status  epilepti- 
cus)  after  sudden  discontinuation  of  excessive 
dosage. 

Benactyzine  hydrochloride—  Benactyzine  hydro- 
chloride, particularly  in  high  dosage,  may  pro- 
duce dizziness,  thought-blocking,  a sense  of 
depersonalization,  aggravation  of  anxiety  or 
disturbance  of  sleep  patterns,  and  a subjective 
feeling  of  muscle  relaxation,  as  well  as  anti- 
cholinergic effects  such  as  blurred  vision,  dry- 
ness of  mouth,  or  failure  of  visual  accommo- 
dation. Other  reported  side  effects  have  in- 
cluded gastric  distress,  allergic  response,  ataxia, 
and  euphoria. 

Meprobamate— Drowsiness  may  occur  and, 
rarely,  ataxia,  usually  controlled  by  decreasing 
the  dose.  Allergic  or  idiosyncratic  reactions  are 
rare,  generally  developing  after  one  to  four 
doses.  Mild  reactions  are  characterized  by  an 
urticarial  or  erythematous,  maculopapular 
rash.  Acute  nonthrombocytopenic  purpura  with 
peripheral  edema  and  fever,  transient  leuko- 
penia, and  a single  case  of  fatal  bullous  derma- 
titis after  administration  of  meprobamate  and 
prednisolone  have  been  reported.  More  severe 
and  very  rare  cases  of  hypersensitivity  may  pro- 
duce fever,  chills,  fainting  spells,  angioneu- 
rotic edema,  bronchial  spasms,  hypotensive 
crises  (1  fatal  case),  anuria,  anaphylaxis,  stoma- 
titis and  proctitis.  Treatment  should  be  sympto- 
matic in  such  cases,  and  the  drug  should  not  be 
reinstituted.  Isolated  cases  of  agranulocytosis, 
thrombocytopenic  purpura,  and  a single  fatal 
instance  of  aplastic  anemia  have  been  reported, 
but  only  when  other  drugs  known  to  elicit  these 
conditions  were  given  concomitantly.  Fast  EEG 
activity  has  been  reported,  usually  after  exces- 
sive meprobamate  dosage.  Suicidal  attempts 
may  produce  lethargy,  stupor,  ataxia,  coma, 
shock,  vasomotor  and  respiratory  collapse. 
Dosage:  Usual  starting  dose,  one  tablet  three  or 
four  times  daily.  May  be  increased  gradually 
to  six  tablets  daily  and  gradually  reduced  to 
maintenance  levels  upon  establishment  of  re- 
lief. Doses  above  six  tablets  daily  are  not  rec- 
ommended even  though  higher  doses  have  been 
used  by  some  clinicians  to  control  depression 
and  in  chronic  psychotic  patients. 

Supplied:  Light-pink,  scored  tablets,  each  con- 
taining meprobamate  400  mg.  and  benactyzine 
hydrochloride  1 mg. 

Before  prescribing,  consult  package  circular. 


When  you  recognize  depression 
and  associated  anxiety... 

consider  starting  the  patient 
on  ‘Deprol’ 

1.  ‘Deprol’  can  help  lift  the  mood  of  the  depressed 
patient. 

2.  ‘Deprol’  usually  restores  normal  sleep  by  re- 
lieving the  associated  anxiety  and  tension  which 
often  cause  insomnia. 

3.  Patients  often  report  and  show  noticeable 
improvement  within  a short  period  of  time. 

4.  In  seven  years  of  clinical  use,  side  effects  with 
‘Deprol’  at  recommended  dosage  have  been  infre- 
quent and  usually  easily  controlled. 

5.  No  incompatibility  with  other  medications  has 
been  reported  to  date.  However,  the  possibility 
of  additive  effects  should  be  considered. 

Deprol 

meprobamate  400  mg. + benactyzine  hydrochloride  1 mg. 
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lessen  the  debilitation  of  disability... 

Disabling  illness  or  injury  at  any  time  of  life  can  invite  a slowdown  in  the  natural  anabolic  processes  or  ac- 
celeration of  catabolic  processes,  resulting  in  a "wasting"  of  protein  and  minerals  needed  for  tissue  repair. 
Loss  of  weight  and  appetite,  strength  and  vitality,  may  be  the  evident  signs  of  this  "wasting",  frequently  ac- 
companied by  a lowering  of  mood,  interest  and  activity.  The  older  the  patient,  the  more  pronounced  may 
be  the  signs  of  debilitation. 

Supportive  anabolic  therapy  promotes  better  utilization  of  dietary  protein  for  tissue  building  and  other  vital 
functions.  In  prolonged  corticosteroid  therapy,  demineralization  of  bone  with  loss  of  calcium  is  reduced 
without  inhibiting  symptomatic  improvement  of  the  condition. 

A potent,  well-tolerated  anabolic  agent  plus  a diet  high  in  protein  can  make  a remarkable  difference. 


WINSTROLI  STAN0Z0L0L 

WINSTROL  combines  potent  oral  anabolic  activity  with  outstanding 
tolerance,  and  is  remarkably  free  of  side  effects.  Although  its  andro- 
genic effect  is  very  low*,  women  and  children  should  be  observed  for 
signs  of  slight  virilization  (hirsutism,  acne,  voice  change,  and  enlarge- 
ment of  phallus  or  clitoris),  and  young  women  may  experience  milder 
or  shorter  menstrual  periods.  These  effects  are  reversible  when  dosage 
is  decreased  or  therapy  discontinued,  with  the  exception  of  voice 
change  and  hirsutism  which  may  progress  to  an  irreversible  stage  on 
continuation  of  therapy.  Patients  with  impaired  cardiac  or  renal  func- 
tion should  be  closely  observed  because  of  the  possibility  of  sodium 
and  water  retention.  Liver  function  tests  may  reveal  an  increase  in 
BSP  retention,  particularly  in  elderly  patients,  in  which  case  therapy 
should  be  discontinued.  Because  anabolic  steroids  accelerate  growth 
and  maturation  of  bone,  precautions  should  be  taken  when  adminis- 
tered to  infants  or  children  in  whom  full  growth  and  epiphysial 
closure  have  not  yet  occurred.  If  the  bone  age  and  growth  of  the 
child  are  essentially  normal  the  anabolic  agent  should  not  be  given 
for  more  than  three  months,  and  then  only  if  there  is  a clear  indica- 
tion. If  growth  and  bone  age  are  well  below  normal  because  of 


chronic  or  prolonged  disease,  continuous  therapy  may  be  given  for  a 
year  or  more,  provided  bone  maturation  is  carefully  checked  by  x-ray 
studies  every  three  to  six  months.  Since  skeletal  stimulation  may  con- 
tinue for  six  months  after  therapy  has  been  stopped,  it  is  recom- 
mended that  the  drug  be  discontinued  well  before  bone  maturation 
reaches  the  norm  for  chronologic  age.  Contraindications:  Although  it 
has  been  used  in  patients  with  cancer  of  the  prostate,  its  mild  andro- 
genic activity  is  considered  by  some  investigators  to  be  a contraindica- 
tion. Should  not  be  used  during  pregnancy. 

Dosage  in  adults,  usually  1 tablet  t.i.d.;  young  women,  1 tablet  b.i.d.; 
children  (school  age),  up  to  1 tablet  t.i.d.;  children  (pre-school  age), 
V 2 tablet  b.i.d. 

Shows  best  results  when  administered  with  a high  protein  diet.  Avail- 
able as  scored  tablets  of  2 mg.  in  bottles  of  100. 

*The  therapeutic  value  of  anabolic  agents  depends  on  the  ratio  of 
anabolic  potency  to  androgenic  effect.  This  anabolic-androgenic  activ- 
ity ratio  of  Winstrol  is  greater  than  that  of  all  the  oral  anabolic  agents 
currently  in  use. 


Winthrop  Laooratories,  New  York,  N.Y.  10016 
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supportive  oral  anabolic  therapy  • potent  • well-tolerated 


NEW  YORK  STATE  JOURNAL  OF  MEDICINE 


Contents 


CONTINUED 


1676  Appendicitis,  Mortality  and  Accuracy  of  Diagnosis 
Paul  de  R.  Kolisch,  M.D. 


Correlation  Conferences  in  Radiology  and  Pathology 

1679  Parenchymal  Lung  Disease  of  Sixteen  Years  Duration 
St.  Luke's  Hospital 


Editorials 

1621 

Masthead 

1598 

Medical  News 

1622 

Information  for  Authors 

1606 

Medical  Meetings 

1623 

Medical  interest  in  genetics 

1612 

Abstracts 

1623 

Medication  for  astroflight 

1613 

Medical  Schools 

1624 

Report  on  the  American  Medical 
Association  Education  and  Re- 
search Foundation 

1617 

1683 

Abstracts  in  Interlingua 
Necrology 

1624 

The  big  drought 

Index  to  Advertising 

General 

1607 

1687 

Index  to  Advertisers 
Index  to  Products 

1596 

State  Society  Officers 

1689 

Classified  Advertising 

1594  New  York  State  Journal  of  Medicine  / June  15,  1965 


Protects  longer  (and  against  a wider 
spectrum  of  harmful  rays)  than  any  other 
sun-screening  agent  under  the  sun 


newi^ 


ViA/AL 

ULTRA-VIOLET  ABSORBING  LOTION* 


Clinical  studies  show  that  many  drug-induced  photosensitivities  are 
initiated  by  solar  rays  longer  than  3200  A.  Most  commercial  lotions 
absorb  only  short,  burning  rays  up  to  about  3100  A.  New  UVAL  pro- 
vides excellent  screening  of  short,  erythema-causing  waves  and 
sustains  high  effectiveness  throughout  the  photosensitizing  spec- 
trum (up  to  6500  A).  Moreover,  laboratory  studies  in  humans  dem- 
onstrate that  UVAL  protects  hours  longer t than  any  other  sun-screen- 
ing agent  available.  Such  protection  is  unprecedented. 

UVAL  has  no  known  contraindications  and  is  cosmetically  acceptable. 

Literature  (including  a list  of  photosensitizing  agents)  and  samples 
available  on  request.  t As  long  as  UVAL  remains  on  the  skin 

Distributed  by 

eTHE  STUART  COMPANY,  Pasadena,  California 
Division  of  Atlas  Chemical  Industries,  Inc. 

*10%  2-hydroxy-4-methoxybenzophenone-5-sulfonic  acid 
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New  broad-spectrum  penicillin 
but  without 

broad-spectrum  toxicity 


no  blood  dyscrasias 
no  photosensitivity 
no  severe  gastric  disturbances 
no  pigmentation  of  teeth 
no  kidney  damage 
no  accumulation  in  long  bones 


PENBRITIN  (ampicillin)  brings  the  tradi- 
tional penicillin  advantages  to  areas  of  treat- 
ment formerly  dominated  by  the  tetracyclines 
and  chloramphenicol  — urinary  and  gastroin- 
testinal infections,  as  well  as  respiratory 
infections.  But  PENBRITIN  (ampicillin) 
does  not  cause  the  toxic  disorders  associated 
with  other  broad-spectrum  antibiotics.1*10 
And  highly  important : PENBRITIN  (ampi- 
cillin) kills  bacteria  instead  of  merely  sup- 
pressing them. 

Usual  dosage : Adults  — 250  mg.  every  six  hours 
in  respiratory  infections;  500  mg.  every  six 
hours  in  urinary  and  gastrointestinal  infections 
(higher  doses  may  be  needed  in  severe  infec- 
tions). Children  — (under  13  years,  whose  weight 
will  not  result  in  a dosage  higher  than  that 
recommended  for  adults)  100  mg./Kg./day  in 
divided  doses  every  six  or  eight  hours  for  moder- 
ately severe  infections;  200  mg./Kg./day  in  di- 
vided doses  every  six  hours  for  severe  infections. 


Contraindications:  (1)  Hypersensitivity  to  pen- 
icillin. (2)  Infections  by  penicillinase-producing 
staphylococci  and  other  penicillinase-producing 
organisms. 

Side  Effects:  Mild  effects,  such  as  skin  rashes, 
diarrhea,  nausea  and  vomiting  have  occasionally 
appeared. 

Precautions : As  with  other  antibiotics,  precau- 
tions should  be  taken  against  gastrointestinal 
superinfection.  To  date,  safety  for  use  in  preg- 
nancy has  not  been  established. 

Supplied:  No.  606— Each  capsule  contains  250 
mg.  of  ampicillin.  Bottles  of  16  and  100. 

References:  1.  Editorial.  Brit.  M.  J.  ii: 223  (July  22)  1961. 
2.  Rolinson,  G.  N.,  and  Stevens,  S.:  Brit.  M.  J.  ii:191  (July 
22)  1961.  3.  Stewart,  G.  T,  et  al.:  Brit.  M.  J.  u:200  (July  22) 
1961.  4.  Brown,  D.  M.,  and  Acred,  E:  Brit.  M.  J.  ii : 1 97 
(July  22)  1961.  5.  Batchelor,  E R.,  et  al.:  Nature  183: 257, 
1959.  6.  Knudsen,  E.  T.,  et  al.:  Brit.  M.  J.  ii : 198  (July  22) 
1961.  7.  Doyle,  E E,  et  al.:  Nature  191:1091  (Sept.  9)  1961. 
8.  Acred,  E,  et  al.:  Brit.  J.  Pharmacol.  IS: 356,  1962.  9.  Har- 
rison, E M.,  and  Stewart,  G.  T:  Brit.  J.  Pharmacol.  17:420, 
1961.  10.  Editorial.  Lancet  it: 72 3 (Oct.  5)  1963. 
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Medical  News 


Two  grants  announced  by 
New  York  Academy  of  Medicine 

Applications  are  now  being  accepted  for  the 
Glorney-Raisbeck  Fellowship  in  the  Medical 
Sciences  and  for  the  Bowen-Brooks  Scholar- 
ship for  Advanced  Study  Abroad.  The  two 
grants  will  be  awarded  by  The  New  York 
Academy  of  Medicine’s  Committee  on  Medical 
Education  for  the  academic  year  1966-1967. 

The  Glorney-Raisbeck  Fellowship  entitles 
the  receiver  to  one  year  of  research  and/or 
study  in  any  field  of  medicine  or  its  allied 
sciences.  Under  circumstances  deemed  ap- 
propriate by  the  committee,  the  Fellowship  is 
renewable  on  a year-to-year  basis  for  two  ad- 
ditional years. 

The  Fellowship,  which  carries  a stipend  of 
$7,500,  is  open  to  holders  of  an  M.D.  degree 
who  have  demonstrated  potential  for  produc- 
tivity in  research  and  teaching.  Under  con- 
sideration will  be  only  those  physicians  from 
the  New  York  area  and  adjacent  states  who 
can  make  themselves  available  for  interview  by 
the  committee  on  awards. 

A candidate  should  be  prepared  to  give 
assurance  that  he  will  have  an  institutional 
appointment  which  will  enable  him  to  carry 
out  the  objectives  of  his  program  of  research 
and/or  study.  Such  institutions  will  be  en- 
couraged to  supplement  the  Fellowship  stipend. 

The  Bowen-Brooks  Scholarship  for  Advanced 
Study  Abroad  was  established  by  a donor  and 
provides  $5,200  for  advanced  study  abroad 
in  a clinical  subject  in  preparation  for  future 
practice  in  any  branch  of  medicine  or  surgery. 
As  stipulated  by  the  donor  of  the  fund,  can- 
didates must  be  male  interns  or  residents  in 
voluntary,  municipal,  or  Veterans  Administra- 
tion hospitals  in  New  York  City. 

The  course  of  study,  the  auspices  under  which 
it  is  to  be  taken,  and  the  place  or  places  where 
the  study  is  to  be  pursued  must  receive  the 
approval  of  the  awarding  committee.  Ap- 
plicants are  favored  who,  from  their  records, 
show  themselves  capable  of  advanced  work  in 
clinical  medicine.  The  committee  stipulates 
that  the  study  be  pursued  abroad,  preferably 
in  Great  Britain  or  in  Continental  Europe. 

Those  interested  in  becoming  candidates 
may  secure  application  forms  from:  Aims  C. 
McGuinness,  M.D.,  Committee  on  Medical 
Education,  executive  secretary,  The  New  York 
Academy  of  Medicine,  2 East  103rd  Street, 
New  York,  New  York  10029. 

The  deadline  for  submitting  applications  is 
November  1,  1965. 

Material  for  inclusion  in  the  medical  news  section  must  be 
received  six  weeks  prior  to  publication  date. 


Grant  for  research  projects 
in  respiratory  diseases 

A $50,000  State  Health  Department  grant  I 
will  support  four  research  projects  in  chronic 
respiratory  disease  at  Grasslands  Hospital 
in  Valhalla,  it  was  announced  recently  by 
Hollis  S.  Ingraham,  M.D.,  State  Health  Com- 
missioner. 

The  grant  will  be  administered  by  West- 
chester County.  Principal  investigator  is  Bruce 
J.  Sobol,  M.D.,  director  of  the  cardiopulmonary 
laboratory  at  Grasslands  Hospital. 

Dr.  Sobol  and  his  assistant,  Dr.  Cemil 
Emirgil,  will  assess  the  accuracy  and  sensitiv- 
ity of  breathing  tests  used  to  diagnose  chronic 
respiratory  disease;  appraise  a newly-developed 
test  for  measuring  abnormal  pulmonary  func- 
tion; evaluate  two  forms  of  therapy  in  the 
treatment  of  respiratory  disease;  and  deter- 
mine blood  circulation  abnormalities  in  patients 
with  obstructive  pulmonary  disease.  The  latter 
two  projects  will  operate  with  two-year  grants; 
the  former  two  will  be  one-year  projects. 

“This  research  reflects  the  Department’s 
response  to  the  increasing  prominence  of  chronic 
respiratory  diseases  in  our  roster  of  public 
health  menaces,”  Dr.  Ingraham  stated.  “As 
we  control  the  communicable  diseases,  chronic 
illnesses  loom  larger  on  the  health  horizon.” 

The  Department’s  Bureau  of  Chronic  Re- 
spiratory Disease,  established  in  1963,  concerns 
itself  mainly  with  research  on  the  origin,  growth, 
prevalence,  and  treatment  of  chronic  respiratory 
disease.  A study  recently  launched  by  the 
Bureau  will  screen  State  employes  for  pul- 
monary abnormality  and  will  enable  long-term 
investigation  of  a relatively  stable  population. 
Plans  are  underway  for  a similar  study  in 
Columbia  County. 

“All  these  programs,  launched  under  the 
aegis  of  the  Bureau  of  Chronic  Respiratory 
Disease,  should  give  us  better  insight  into  the 
specific  nature  of  the  problem,”  noted  Dr. 
Ingraham.  “Constant  and  well-aimed  re- 
search is  our  most  potent  weapon  against 
disease.” 


Televised  clinical  science  seminars 

The  New  York  Academy  of  Medicine  is 
televising  clinical  science  seminars  throughout 
June  on  Tuesday  evenings  from  9:00  to  10:00 
p.m.  over  WNYC-TV,  UHF  Channel  31. 

Speakers  and  subjects  for  the  programs  are  as 
follows:  June  15,  B.  H.  Kean,  M.D.,  clinical 
associate  professor  of  medicine,  and  Donald 

continued  on  page  1600 
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—colloidal  solution  of  denatured 


proteolytic  enzyme— 

Relief  of  pain  is  prompt  in  non-traumatic  neuritis,  including 
herpes  zoster,  when  Protamide  is  administered  early  in  the 
course  of  the  disease.1-4  Equally  important,  complete 
recovery  usually  follows  in  three  to  five  days— even  in 
ophthalmic  herpes  zoster.5-6 


Responds  Promptly  to 

PROTAMIDE 


Dosage:  1 ampul  I.  M.  daily  for  2 to  5 days; 
longer  if  pain  persists. 

Caution:  Avoid  I.  V.  administration. 

Boxes  of  10  ampuls,  1.3  cc.  each, 
for  intramuscular  injection. 

DETROIT  11,  MICHIGAN 


References:  1.  Baker,  A.  G.:  Penn.  Med.  J.  63: 697  (May)  1960.  2.  Smith,  R.  T.:  New  York  Med.  (Aug.  20)  1952,  pp.  16-19. 

3.  Smith,  R.  T.:  Med.  Clin.  N.  Amer.  (Mar.)  1957.  4.  Lehrer,  H.  W.;  Lehrer,  H.  G.,  and  Lehrer,  D.  R.:  Northw. 
Med.  (Nov.)  1955.  5.  Sforzolini,  G.  S.:  Arch.  Ophthal.  62:381  (Sept.)  1959.  6.  Gile,  J.  H.:  W.  Virginia  Med.  J. 
59:120-122  (May)  1963. 
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W.  Hoskins,  M.D.,  clinical  instructor  in  med- 
icine, both  of  Cornell  University  Medical 
College,  on  “Tropical  Diseases  in  American 
Travelers”;  June  22,  Edward  W.  Hook,  Jr., 
M.D.,  professor  of  medicine,  Cornell  University 
Medical  College,  and  Theodore  E.  Woodward, 
M.D.,  professor  and  head  of  Department  of 
Medicine,  and  Richard  B.  Hornick,  M.D., 
assistant  professor  of  medicine,  both  of  Uni- 
versity of  Maryland  School  of  Medicine,  on 
“Salmonellosis”;  June  29,  David  A.  Karnofsky, 
M.D.,  associate  professor  of  medicine,  and 
James  J.  Nickson,  M.D.,  professor  of  radiology, 
both  of  Cornell  University  Medical  College, 
and  Henry  Rappaport,  M.D.,  professor  of 
oncology,  Chicago  Medical  School,  on  “Manage- 
ment of  the  Lymphomas.” 

Registration  required  for 
handlers  of  narcotics 

All  physicians  and  other  practitioners  law- 
fully entitled  to  distribute  or  administer  nar- 
cotic drugs  must  file  their  “Application  for 
Registry  and  Special-Tax  Stamp-Opium-etc,” 
form  678,  on  or  before  July  1.  This  require- 
ment also  applies  to  all  persons  engaged  in 
research,  instruction,  or  analysis  of  narcotic 
drugs. 

Persons  filing  for  the  first  time,  and  others 
who  may  have  questions  on  this  registration 
and  tax,  may  obtain  additional  information  by 
calling  or  visiting  the  nearest  U.S.  Internal 
Revenue  Service  District  Office.  Numbers  are 
listed  in  telephone  directories  under  “U.S. 
Government-Treasury  Department.” 

College  of  Chest  Physicians  offers  loans 

The  American  College  of  Chest  Physicians 
offers  loans  to  resident  physicians  in  the  United 
States  and  Canada  to  assist  them  in  completing 
their  residencies  in  cardiovascular  and  pul- 
monary diseases.  The  resident  loan  fund  was 
established  by  the  Board  of  Regents  of  the 
College.  Acceptable  residents  may  borrow  up 
to  $3,000  at  3 per  cent  interest.  These  loans 
are  available  to  both  medical  and  surgical 
residents  in  approved  hospitals. 

Application  forms  may  be  secured  by  writing 
to  the  Committee  on  Resident  Loan  Fund, 
American  College  of  Chest  Physicians,  112 
East  Chestnut  Street,  Chicago,  Illinois  60611. 

New  wing  makes  Albany  Medical  Center 
largest  private  hospital  upstate 

The  new  wing  of  Albany  Medical  Center 
Hospital  will  be  devoted  almost  entirely  to 
facilities  for  patient  care,  housing  136  rooms 
and  264  beds.  The  hospital  is  closing  several 
older  wings  containing  134  beds.  The  net 
gain  of  130  beds  will  give  the  hospital  an  800-bed 
capacity,  making  it  the  largest  private  hospital 
in  upstate  New  York. 

Included  in  the  new  wing  will  be  a “closed” 


psychiatric  unit  of  35  beds.  This  unit  re- 
places the  Mosher  Memorial  Pavilion,  which 
was  the  first  psychiatric  pavilion  in  a general 
hospital  in  the  United  States.  It  has  been  in 
continuous  use  since  1902. 

Officials  of  the  hospital  believe  the  increased 
capacity  provided  by  the  new  wing  will  elimi- 
nate the  overcrowding  and  waiting  lists  which 
have  been  the  hospital’s  constant  burden  in 
recent  years. 

Suggestions  to  help  cope 
with  drought  problem 

Hollis  S.  Ingraham,  M.D.,  State  Health 
Commissioner,  recently  listed  measures  that 
can  be  taken  by  owners  of  wells  and  springs 
to  ensure  that  they  have  water  during  peak 
drought  months. 

The  State  Department  of  Health  has  de- 
veloped the  following  recommendations  as  part 
of  Operation  WET  (Water  Emergency  Team): 

1.  Do  not  use  water  for  car  washing,  lawn 
sprinkling,  backyard  swimming  pools,  or  water- 
cooled  air  conditioners. 

2.  Consider  deepening  your  well  or  provid- 
ing for  increased  storage  capacity;  seek  the 
advice  of  a competent  well  driller. 

3.  Store  50  gallons  of  water  in  sanitary 

containers  for  emergency  use.  This  amount 
should  last  four  persons  three  days,  provided 
use  is  confined  to  drinking,  cooking,  and  per- 
sonal hygiene.  Tip:  a hot  water  tank  is  a 

good  emergency  source  of  water. 

4.  Questionable  water  can  be  disinfected 
by  boiling  for  five  minutes  or  by  disinfecting 
with  common  household  bleach.  If  bleach  is 
used,  allow  the  water  to  settle  at  least  thirty 
minutes,  pour  cleared  water  into  another  con- 
tainer, then  add  6 to  8 drops  of  bleach  per  gal- 
lon of  water. 

5.  Find  out  if  water  can  be  trucked  in  com- 
mercially, but  be  sure  this  is  done  in  disin- 
fected tanks.  The  operator  should  be  able  to 
cite  the  source  of  water  and  to  demonstrate 
with  a test  kit  that  the  water  you  buy  has  been 
disinfected.  Store  the  water  in  a sanitary 
tank  that  has  been  cleaned  with  a disinfectant. 

6.  Finally,  if  all  other  sources  fail,  contact 
local  health  officals  to  learn  the  nearest  water 
point.  Limited  quantities  of  safe  water  will  be 
available  at  these  locations. 

Personalities 

Appointed.  As  members  of  the  New  York 
City  Council  Against  Poverty:  Cecil  C.  Gloster, 
M.D.,  president,  Central  Brooklyn  Coordinat- 
ing Council;  George  James,  M.D.,  commissioner 
of  health;  Arthur  C.  Logan,  M.D.,  chairman, 
board  of  directors,  Haryou-Act;  Marvin  E. 
Perkins,  M.D.,  commissioner  of  mental  health; 
Ray  E.  Trussell,  M.D.,  commissioner  of  hos- 
pitals; and  Francisco  Trilla,  M.D.,  president, 
Puerto  Rican  Forum.  . . Ladislav  P.  Hinter- 
buchner,  M.D.,  director  of  neurology,  Jewish 
Chronic  Disease  Hospital,  as  director  of  neurol- 

continued  on  page  1604 
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Your  first  source  for  professional 
information 


The  more  than  32,000  registered  physicians  in  New  York 
State  are  individually  listed  with  pertinent  professional 
data  in  your  Medical  Directory.  You  can  quickly  and 
easily  obtain  the  following  information  on  any  one  of  these 
physicians  so  listed. 


• Location  by  town. 

• Full  name  and  address. 

• Office  hours  and  telephone  number. 

• Medical  school  and  year  of  graduation 

• Certification  by  American  Boards  in 
Medical  Specialties. 

• Qualified  Psychiatrists  certified  by  New 
York  State  Department  of  Mental 
Hygiene. 

• Qualifications  for  general  and  special 
work  under  the  Workmen’s  Compensa- 
tion Act  of  New  York  State. 

• Membership  in  Medical  Societies  inter- 
national, national,  state  and  local. 

• Fellowship  in  the  American  College  of 
Allergists,  Anesthesiologists,  Angiology, 
Cardiology,  Chest  Physicians,  Gastro- 
enterology, Obstetricians  and  Gyne- 
cologists. Pathologists,  Physicians,  Pre- 
ventive Medicine,  Radiology,  and  Sur- 
geons, and  the  International  College  of 
Surgeons. 

• Medical  staff  and  research  appoint- 
ments in  voluntary,  government,  and 
accredited  proprietary  hospitals  in  New 
York  State  (official  titles). 


Copies  of  the  1963-1964 
edition  are  still  avail- 
able. Write:  Directory 

Department , Medical  So- 
ciety of  the  State  of  New 
York , 750  Third  Ave ., 
New  York , N.Y. , 10017 
$20.00  a copy  plus  4%, 
sales  tax  for  N.Y.C.  de- 
livery. ( Effective  August 
7,  1965 , sales  tax  for 

N.Y.C.  delivery  will  in- 
crease to  5%.) 


Many  physicians  save  time  by  regularly  consulting  their  Directory  for 
telephone  listings,  a colleague’s  address  or  office  hours,  as  well  as  other 
pertinent  data.  You,  too,  will  find  your  Directory  a valuable  source  of 
information  when  you  use  it  often. 
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Vistarif 

a predominantly  subcortical 
tranquilizer 


for  calming  action  where  it  means  most 

Where  the  tranquilizing 
action  of  Vistaril 
has  no  significant  effect 

The  excessive  action 
sometimes  seen  on  these 
areas  with  certain  drugs  may 
adversely  affect  mental  acuity 
and  certain  motor  and 
sensory  activity. 


Where  the  tranquilizing  action 
of  Vistaril  is  predominantly 
exerted 


Within  the  blue  area  shown  above  is  the  limbic 
system— the  primitive  “animal  brain,”  presumed 
center  for  the  functions  of  feeling  and  emotion. 
In  vertebrate  evolution,  a pattern  of  accretion 
may  be  observed  in  which  early  nerve  structures 
were  retained  and  elaborated  in  the  brain  of 
lower  mammals.1  This  lower  mammalian  brain 
survives  in  man  as  the  seat  of  emotional 
behavior.  It  is  on  this  subcortical  center  that 
the  calming  action  of  Vistaril  appears  to  be 
primarily  exerted.2*? 


spinal-cord  area 


cerebral  cortex 


area 


1.  MacLean,  P.  D.:  J.  Nerv.  Ment.  Dis.  135:289,  Oct.,  1962.  2.  Bozza,  M.  L.  and  Nicola,  G.  C.,  in  Garattini,  S.  and 

Ghetti,  V.:  Psychotropic  Drugs,  Elsevier  Publishing  Co.,  Amsterdam,  1957,  p.  569.  3.  Payne,  A.  B.,  Claassen, 
L.  G.  and  Hamelberg,  W.:  Ohio  Med.  J.  58:915,  Aug.,  1962.  4.  Savona,  B.  and  Perricone,  G.:  Minerva  Ginec. 
10:317,  Apr.  30,  1958.  5.  Settel,  E.:  Amer.  Pract.  8:1584,  Oct.,  1957.  6.  Steinberg,  N.  and  Holz,  W.  G.:  New 
York  J.  Med.  60:691,  Mar.  1,  1960.  7.  Weyne,  F.  and  Roussel,  J.  L.:  BruxeUes  Med.  37:1959,  Dec.  22,  1957. 


Relieves  anxiety  with 
negligible  spillover  into  cerebral, 
thalamic,  spinal-cord  areas 


The  calming  action  of  Vistaril  appears  to  be 
exerted  primarily  on  the  primitive  “animal 
brain”  or  limbic  system,  and  is  mediated  prin- 
cipally through  the  hypothalamus.  There  is 
negligible  clinical  effect  upon  the  cerebral, 
thalamic  or  spinal-cord  areas.  Minimal  effect 
on  the  cortex  may  be  inferred  from  the  fact 
that  Vistaril  has  no  primary  anticonvulsant, 
skeletal  muscle-relaxant  or  sedative  action  in 
clinical  use.  Thus, 

1.  Undesirable  effects  characteristic  of  cer- 
tain other  agents  whose  action  may  involve 
spinal  pathways  and  conscious  or  neuromotor 
centers  are  rarely  encountered  with  Vistaril. 

2.  Minimal  effect  by  Vistaril  on  the  “think- 
ing” cortex  spares  the  patient’s  ability  to  com- 
prehend, to  exercise  judgment,  to  cooperate 
or  to  communicate. 


Over  500  published  papers,  14,493 
cases  attest  to  the  effectiveness  of 
Vistaril 


1,579  nonpsychiatric  patients 
seen  in  daily  practice 

responded: 

1,286 

(81.4%) 

3,095  psychiatric  patients  in 

responded: 

whom  Vistaril  was  used  as 

2,383 

an  adjunct  to  definitive  treatment 

(77%) 

9,819  preoperative  patients  in 

responded: 

whom  Vistaril  was  used  adjunctively 

9,000 

in  major  and  minor  surgery 

(91.7%) 

In  its  eight  years  of  use,  during  which  more 
than  one  billion  parenteral  and  oral  doses  have 
been  dispensed,  pharmacologic  incompatibilities, 
drug-induced  depression,  euphoria,  habituation, 
addiction,  withdrawal  reactions,  blood  dyscrasias, 
hemopoietic  or  hepatic  toxicity  does  not  appear 
to  be  related  to  the  administration  of  hydroxyzine. 


Vistaril 

hydroxyzine 

calms  the  frightened  “animal  brain”  inside  your 


anxious  patient 


Science  for  the  world’s  well-being® 


Since  1849 
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calms  the  frightened 
“animal  brain” 
inside  your  anxious  patient 

Vistaril 

hydroxyzine 

Dosage  recommendations:  Oral 
Vistaril  (hydroxyzine  pamoate) 

For  Adults— 200  to  400  mg.  daily  in  divided  doses,  then  ad- 
just to  individual  patient  requirements. 

For  Children  under  6 years  of  age  — 50  mg.  daily  in  divided 
doses,  then  adjust  to  individual  patient  requirements. 

For  Children  over  6 years  of  age  — 50  to  100  mg.  daily  in 
divided  doses,  then  adjust  to  individual  patient  requirements. 

Dosage  recommendations:  Parenteral 
Vistaril  (hydroxyzine  HC1) 

For  Adults  — IM.,  50  to  100  mg.  Stat.  and  q.  4-6  h.,  p.r.n. 

For  Children  — I.M.,  0.5  mg.  per  pound  of  body  weight. 

Formulas: 

Vistaril  (hydroxyzine  pamoate) 

Capsules:  25  mg.,  50  mg.,  100  mg. 

Vistaril  (hydroxyzine  pamoate) 

Oral  Suspension:  25  mg.  per  5 cc. 

Vistaril  (hydroxyzine  HC1) 

Parenteral  Solution: 

25  mg.  and  50  mg.  per  cc. 

Contraindications:  Hydroxyzine  pamoate  is  contraindicated 
for  patients  who  have  shown  a previous  hypersensitivity  to 
it.  Hydroxyzine  parenteral  solution  is  intended  only  for  intra- 
muscular or  intravenous  administration  and  should  not, 
under  any  circumstances,  be  injected  subcutaneously  or  intra- 
arterially. 

Precautions:  Hydroxyzine  may  potentiate  the  action  of  cen- 
tral nervous  system  depressants,  narcotics  such  as  meperi- 
dine, and  barbiturates.  In  conjunctive  use,  dosage  for  these 
drugs  should  be  decreased.  Because  drowsiness  may  occur, 
patients  should  be  cautioned  against  driving  a car  or  operat- 
ing dangerous  machinery.  The  usual  precautions  for  intra- 
muscular injection  should  be  followed;  soft-tissue  reactions 
have  rarely  been  reported  when  proper  technique  has  been 
used.  On  intravenous  injection  a few  instances  of  digital 
gangrene  have  occurred  distal  to  the  injection  site  consid- 
ered to  be  due  to  inadvertent  intra-arterial  injection  or  peri- 
arterial extravasation.  Therefore,  particular  caution  should 
be  observed  when  hydroxyzine  parenteral  solution  is  admin- 
istered intravenously  to  insure  injection  only  into  intact 
veins;  avoid  either  intra-arterial  injection  or  extravasation. 
Intravenous  administration  should  be  accomplished  slowly, 
no  faster  than  25  mg.  per  minute,  and  not  to  exceed  100 
mg.  in  any  single  dose. 

Adverse  Reactions:  Drowsiness  may  occur  which  is  usually 
transitory,  disappearing  spontaneously  in  a few  days  with 
continued  therapy  or  correctable  by  dosage  reduction.  Dry- 
ness of  the  mouth  may  be  seen  with  higher  doses.  Involun- 
tary motor  activity  has  been  reported  in  some  hospitalized 
patients  on  higher  than  recommended  dosage. 

More  detailed  professional  information  available  on  request. 

Science  for  the  world's  well-being® 


Since  1849 

PFIZER  LABORATORIES 

Division,  Chas.  Pfizer  & Co.,  Inc.  New  York,  New  York  10017 
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ogy  of  the  Brooklyn  Cumberland  Medical 
Center.  . E.  Hugh  Luckey,  M.D.,  professor 
of  medicine  and  chairman  of  the  Department  of 
Medicine,  Cornell  University  Medical  College, 
and  physician-in-chief  at  The  New  York  Hos- 
pital, to  the  newly-created  posts  of  president 
of  The  New  York  Hospital-Cornell  Medical 
Center,  vice-president  of  The  New  York  Hos- 
pital, and  vice-president  for  medical  affairs  of 
Cornell  University. 

Awarded.  Howard  A.  Rusk,  M.D.,  the  World 
Veterans  Federation  prize  of  $3,000  to  be  used 
to  further  international  cooperation  to  help 
the  disabled.  Morteza  Salsali,  M.D.,  senior 
resident  in  surgery  at  Memorial  Hospital, 
the  New  York  Cancer  Society’s  Arthur  Purdy 
Stout  Award  for  the  best  paper  presented  by  a 
resident ...  I.  Herbert  Scheinberg,  M.D.,  the 
1965  meritorious  service  award  from  the  Gotham 
Chapter  of  the  National  Foundation  for  Neuro- 
muscular Diseases ...  Carl  H.  Smith,  M.D., 
Department  of  Pediatrics,  The  New  York 
Hospital-Cornell  Medical  Center,  the  Order  of 
Merit  of  the  Republic  of  Italy  for  his  work  in 
children’s  blood  diseases. 

Speakers.  Fred  C.  Boch,  M.D.,  Roswell  Park 
Memorial  Institute,  at  an  all-day  meeting 
of  the  New  York  State  Inter-Agency  Com- 
mittee on  Smoking  and  Health  held  May 
10  in  Buffalo.  . Ruth  Fox,  M.D.,  medical  di- 
rector of  the  National  Council  on  Alco- 
holism in  New  York,  at  the  second  inter- 
national conference  on  the  use  of  LSD  psycho- 
therapy held  in  South  Oaks  Hospital,  Amity- 
ville,  Long  Island ...  Frank  L.  Horsfall,  Jr., 
M.D.,  president  and  director  of  Sloan-Kettering 
Institute,  at  a meeting  of  the  Danish  Society  of 
Pathology  on  April  21  in  Copenhagen,  Den- 
mark. E.  Hugh  Luckey,  M.D.,  physician- 
in-chief  at  The  New  York  Hospital-Cornell 
Medical  Center,  at  a luncheon  given  by  John 
Hay  Whitney  to  announce  the  Center’s  gifts 
and  pledges  to  date.  William  G.  Niederland, 
M.D.,  State  University  of  New  York,  Down- 
state  Medical  Center,  at  the  American  Psychiat- 
ric Association’s  meeting  in  New  York  City 
Jefferson  J.  Vorzimer,  M.D.,  chief  of  Beth 
Israel  Hospital,  at  the  29th  annual  Public 
Health  Association  conference  at  The  New  York 
Academy  of  Medicine  . George  E.  Moore, 
M.D.,  director  and  chief  of  surgery  at  Roswell 
Park  Memorial  Institute,  and  Hollon  W.  Farr, 
M.D.,  assistant  attending  surgeon,  head  and 
neck  service,  Memorial  Hospital  for  Cancer  and 
Allied  Diseases,  New  York  Hospital,  and  Belle- 
vue Hospital,  at  the  third  annual  Symposium 
on  Oral  Cancer  held  April  21  at  St.  Francis 
Hospital,  Poughkeepsie. 

Retired.  Gilbert  Dalldorf,  M.D.,  member  of 
Sloan-Kettering  Institute  and  chief  of  its  di- 
vision of  experimental  pathology,  on  March  15, 
and  subsequently  named  a member  emeritus 
Isle  L.  Markham,  M.D.,  as  deputy  medical 
superintendent  of  Queens  Hospital  Center, 
Jamaica. 
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one  of  the  important  drugs  of  our  time 


(CHLORAMPHENICOL) 


Complete  information  for  usage  available  to  physicians  upon  request. 


Medical  Meetings 


American  Geriatrics  Society 

The  twenty-second  annual  meeting  of  the 
American  Geriatrics  Society  will  be  held  Monday 
and  Tuesday,  June  14  and  15,  at  the  Roosevelt 
Hotel,  New  York  City.  All  interested  physi- 
cians are  invited  to  attend. 

Panel  discussions  will  be  presented  on  surgery, 
medicine,  arthritis,  cancer,  cardiac  disease,  and 
insurance  and  pension  plans  for  the  elderly. 
The  Henderson  Lecture  will  be  given  on  June 
14  by  Harry  T.  A.  Seneca,  M.D.,  Department 
of  Urology,  Presbyterian  Hospital. 

American  Cancer  Society  holds  meeting 

The  American  Cancer  Society  is  holding  a 
scientific  session  June  16  at  the  Drake  Hotel  in 
Philadelphia,  Pennsylvania.  The  meeting  will 
be  concerned  with  the  critical  appraisal  of 
hormones  and  chemotherapy  for  cancer.  David 
A.  Karnofsky,  M.D.,  Memorial  Hospital  for 
Cancer  and  Allied  Diseases,  New  York  City, 
will  be  one  of  the  speakers.  His  topic  will  be 
“Problems  and  Pitfalls  in  the  Evaluation  of 
Chemotherapy.” 

Sessions  are  open  to  all  members  of  the  medi- 
cal profession  and  students.  No  advance 
registration  is  required.  For  additional  infor- 
mation contact:  Director,  Professional  Educa- 
tion, American  Cancer  Society,  Inc.,  219  East 
42nd  Street,  New  York,  New  York  10017. 

Annual  meeting  on  study  of  headache 

The  seventh  annual  meeting  of  the  American 
Association  for  the  Study  of  Headache  will  be 
held  June  19  at  the  Hilton  Hotel  in  New  York 
City. 

Speakers  include  Robert  Jampel,  M.D., 
Ph.D.,  Institute  of  Ophthalmology,  Presby- 
terian Hospital,  New  York  City,  and  Daniel  C. 
Baker,  M.D.,  professor  and  chairman,  Depart- 
ment of  Otolaryngology,  College  of  Physicians 
and  Surgeons,  Columbia  University.  Dr.  Jam- 
pel  will  speak  on  “Ocular  Factors  in  Head- 
ache,” and  Dr.  Baker’s  topic  will  be  “Intranasal 
Procedures  of  Value  in  the  Management  of 
Patients  with  Headache.” 

Third  Annual  Forensic  Medicine 
Symposium 

The  third  annual  Forensic  Medicine  Sym- 
posium will  be  held  on  Friday  and  Saturday, 
July  30  and  31,  at  the  Office  of  the  Chief  Medi- 
cal Examiner  of  New  York  City,  320  First 

Material  for  inclusion  in  the  medical  meetings  section  must 
be  received  six  weeks  prior  to  publication  date. 


Avenue,  New  York  City.  Additional  sponsors 
are  the  Department  of  Forensic  Medicine,  New 
York  University  Post-Graduate  Medical  School, 
the  New  York  State  Department  of  Health,  and 
the  Medical  Society  of  the  State  of  New  York. 

Milton  Helpern,  M.D.,  chief  medical  exami- 
ner, who  will  be  moderator  of  the  symposium, 
has  announced  that  the  new  format  for  the 
course  for  coroners,  medical  examiners,  and 
forensic  pathologists  will  include  more  work  in 
the  mortuary. 

For  further  information  contact  the  Division 
of  Scientific  Activities,  Medical  Society  of  the 
State  of  New  York,  750  Third  Avenue,  New 
York,  New  York  10017;  telephone  YUkon 
6-5757. 

Course  in  pediatric  pharmacology 

A postgraduate  course  in  pediatric  pharma- 
cology will  be  given  at  the  State  University  of 
New  York  at  Buffalo,  September  30  and  October 
1. 

The  course,  sponsored  by  the  American  Acad- 
emy of  Pediatrics,  will  be  a basic  review  of  the 
principles  of  drug  administration,  with  particu- 
lar emphasis  on  the  absorption,  metabolism,  and 
placental  transport  excretion  of  various  thera- 
peutic agents. 

Requests  for  registration  forms  should  be 
made  to:  Robert  G.  Frazier,  M.D.,  secretary, 
American  Academy  of  Pediatrics,  P.O.  Box 
1034,  Evanston,  Illinois  60204. 

Postgraduate  education  program 
announced 

Rochester  General  Hospital,  Westside  Di- 
vision, is  offering  the  following  postgraduate 
programs  for  the  1965  and  1966  academic  year: 
September  30 — “Laboratory  Procedures  in  the 
Office”;  October  7 — “Gastroenterology”;  No- 
vember 11 — “Office  Pediatrics  and  Gynecol- 
ogy”; and  April  7 and  14 — “Clinical  Cardiol- 
ogy.” 

Fee  for  attendance  at  each  of  the  first  three 
programs  is  $15.  Fee  for  the  “Clinical  Cardiol- 
ogy” program  is  $25.  Further  information  can 
be  obtained  from  Charles  L.  Steinberg,  M.D., 
chairman,  Postgraduate  Education  Committee, 
Rochester  General  Hospital,  Westside  Division, 
501  Main  Street  West,  Rochester,  New  York 
14608. 

Course  in  dermatology 

A postgraduate  course  in  dermatology  will  be 
held  November  3 and  November  10  by  the 
Downstate  Medical  Center  at  Brooklyn. 
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Topics  and  speakers  for  the  two  sessions  in- 
clude: November  3 — “Diagnosis  of  Common 

Skin  Diseases,”  by  Benjamin  Bender,  M.D.; 
“General  Principles  of  Therapy,”  by  Yehoshua 
Rapp,  M.D.;  “Recent  Advances  in  Derma- 
tology,” by  Lawrence  Frank,  M.D.;  “Cutane- 
ous Allergy,”  by  Franklin  S.  Glickman,  M.D.; 
and  November  10 — “Tumors  of  the  Skin- 
Diagnosis  and  Treatment,”  by  Stanley  Katz, 
M.D.;  “Pediatric  Dermatology,”  by  Yelva 
Lynfield,  M.D.;  ‘ Mycology  and  Bacteriology 
of  the  Skin,”  by  Stanley  I.  Bernstein,  M.D.;  | 

“Cutaneous  Manifestations  of  Systemic  Dis-  i 
eases,”  by  Laszlo  Biro,  M.D. 

A.M.A.  accepting  applications  for 
attendence  at  nutrition  congress 

Applications  are  presently  being  accepted  by 
the  American  Medical  Association  from  persons 
wishing  to  attend  a Western  Hemisphere  Con- 
gress on  Nutrition,  to  be  held  in  Chicago, 
November  8 through  11. 

The  meeting,  organized  by  the  A.M.A’s  I 
Council  on  Foods  and  Nutrition,  will  be 
concerned  with  nutrition  problems  and  prac- 
tices of  the  Western  hemisphere.  A cross- 
section  of  nutrition-related  disciplines  will  be  i 
represented  by  the  more  than  60  speakers  drawn  ] 
from  15  nations. 

Council  chairman  Robert  E.  Shank,  M.D., 
Danforth  Professor  of  Preventive  Medicine  at  j 
Washington  University  School  of  Medicine,  St. 
Louis,  Missouri,  said  the  purpose  of  the  Con- 
gress is  “to  bring  together  physicians  and  other 
informed  persons  from  all  nations  of  the  hemi- 
sphere to  share  their  experiences  with  nutrition 
problems.  Out  of  the  Congress  may  come  some 
common  acceptance  of  needs  for  the  future  and  1 
cooperative  planning  to  avoid  the  health  com- 
promises that  are  occurring  and  will  occur  more 
frequently  in  the  future  if  better  planning  for 
meeting  food  needs  cannot  be  achieved.” 

General  topics  for  the  Congress  will  include: 
characteristics  of  malnutrition  in  the  infant 
and  preschool  child,  food  control  and  regula- 
tions, nutritional  ecology  of  the  infant  and  pre- 
school child,  problems  in  food  protection  and 
toxicology,  nutrition  in  medical  and  para- 
medical education,  development  of  food  prod- 
ucts, nutrition  in  the  practice  of  medicine,  nu- 
trition in  public  health,  and  meeting  the  chal- 
lenges of  the  coming  decades. 

Attendance  is  limited  to  one  thousand,  with 
proportionate  representation  from  the  disciplines 
of  medicine,  food  technology,  veterinary  science 
and  medicine,  agriculture,  dentistry,  dietetics, 
and  social  anthropology. 

Applications  should  be  sent  before  July  1 to: 
Department  of  Foods  and  Nutrition,  American 
Medical  Association,  535  North  Dearborn, 
Chicago,  Illinois  60610.  The  applicant’s  title 
and  area  of  interest  should  be  included.  Notice 
of  acceptance  will  be  given  by  July  30. 

Registration  fee  for  the  four-day  meeting  is 
$25.  This  includes  the  printed  proceedings  of 
the  Congress  and  a banquet.  The  fee  should 
not  be  sent  until  requested. 
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■ Clinicians  throughout 
the  world  consider 
meprobamate  a therapeutic 
standard  in  the 
management  of  anxiety 
and  tension. 

* The  high  safety-efficacy 
ratio  of  ‘Mil town’  has 
been  demonstrated  by 
more  than  a decade 
of  clinical  use. 


Indications:  ‘Miitown’  (meprobamate)  is  effective  in  re- 
lief of  anxiety  and  tension  states.  Also  as  adjunctive 
therapy  when  anxiety  may  be  a causative  or  otherwise 
disturbing  factor.  Although  not  a hypnotic,  ‘Miitown’ 
fosters  normal  sleep  through  both  its  anti-anxiety  and 
muscle-relaxant  properties. 

Contraindications:  Previous  allergic  or  idiosyncratic 
reactions  to  meprobamate  or  meprobamate-containing 
drugs. 

Precautions:  Careful  supervision  of  dose  and  amounts 
prescribed  is  advised.  Consider  possibility  of  depend- 
ence, particularly  in  patients  with  history  of  drug  or 
alcohol  addiction;  withdraw  gradually  after  use  for 
weeks  or  mouths  at  excessive  dosage.  Abrupt  withdrawal 
may  precipitate  recurrence  of  pre-existing  symptoms, 
or  withdrawal  reactions  including,  rarely,  epileptiform 
seizures.  Should  meprobamate  cause  drowsiness  or 
visual  disturbances,  the  dose  should  be  reduced  and 
operation  of  motor  vehicles  or  machinery  or  other 
activity  requiring  alertness  should  be  avoided  if  these 
symptoms  are  present.  Effects  of  excessive  alcohol  may 
possibly  be  increased  by  meprobamate.  Grand  mal  sei- 
zures may  be  precipitated  in  persons  suffering  from  both 
grand  and  petit  mal.  Prescribe  cautiously  and  in  small 
quantities  to  patients  with  suicidal  tendencies. 

Side  effects:  Drowsiness  may  occur  and,  rarely,  ataxia, 
usually  controlled  by  decreasing  the  dose.  Allergic  or 
idiosyncratic  reactions  are  rare,  generally  developing 
after  one  to  four  doses.  Mild  reactions  are  character- 
ized by  an  urticarial  or  erythematous,  raaculopapular 
rash.  Acute  nonthrombocytopenic  purpura  with  pe-. 
ripheral  edema  and  fever,  transient  leukopenia,  and  a 
single  case  of  fatal  bullous  dermatitis  after  administra- 
tion of  meprobamate  and  "prednisolone  have  been  re- 
ported. More  severe  and  very  rare  cases  of  hypersensi- 
tivity may  produce  fever,  chills,  fainting  spells,  angio- 
neurotic edema,  bronchia!  spasms,  hypotensive  crises 
(1  fatal  case),  anuria,  anaphylaxis,  stomatitis  and  proc- 
titis. Treatment  should  be  symptomatic  in  such  cases, 
and  the  drug  should  not  be  reinstituted.  Isolated  cases 
of  agranulocytosis,  thrombocytopenic  purpura,  and  a 
single  fatal  instance  of  aplastic  anemia  have  been  re- 
ported, but  only  when  other  drugs  known  to  elicit  these 
conditions  were  given  concomitantly.  Fast  EEG  activ- 
ity has  been  reported,  usually  after  excessive  meproba- 
mate dosage.  Suicidal  attempts  may  produce  lethargy, 
stupor,  ataxia,  coma,  shock,  vasomotor  and  respira- 
tory collapse. 

Usual  adult  dosage:  One  or  two  400  mg.  tablets  three, 
times  daily.  Doses  above  2400  mg.  daily  are  not 
recommended. 

Supplied:  In  two  strengths:  400  mg.  scored  tablets  and 
200  mg.  coated  tablets. 

Before  prescribing , consult  package  circular . 
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directing  traffic  is  enough  of  a problem... 

without  suffering'  the  excruciating'  discomfort  of 
'pruritus  ani.  ARISTOCORT  Triamcinolone  Acetonide 
Cream  is  highly  active  against  the  embarrassing  and 
intolerable  irritation  of  pruritus  ani  and  vulvae.  Sparing 
application  to  the  affected  area— 3 to  4 times  daily— 
usually  provides  rapid  relief  when  other  measures  prove 
inadequate.  And  when  excoriation  of  the  area  raises  the 
threat  of  infection,  NEO-ARISTOCORT  Neomycin 
Sulfate-Triamcinolone  Acetonide  will  also  provide 
prophylaxis  against  a wide  range  of  skin  pathogens.  A 
possible  side  effect  may  be  local  skin  sensitization  due  to 
neomycin.  Steroid-related  systemic  effects  (including 
subcapsular  cataract)  are  possible.  Contraindications  (both 
forms) : tuberculosis  of  the  skin,  herpes  simplex,  chickenpox, 
vaccinia,  and  fungal  disease.  Prescribe  tubes  of  5 or  15  Gm. 
Also  available  in  % lb.  jars. 


TOPICAL  CREAM  0.1%,. 
AND  OINTMENT  0.1% 


Triamcinolone  Acetonide 


Aristoeort 


Neomycin  Base  (0.35%)  — Triamcinolone  Acetonide  (0.1%) 


CREAM  0.1%  AND 
OINTMENT  0.1% 


LEDERLE  LABORATORIES  • A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.Y. 
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McHardy,  G.:  Trends  in  gastroenterology 

today.  New  York  State  J.  Med.  65:  1665 
(June  15)  1965. 

Recent  trends  in  gastroenterology  include  the 
importance  of  basal  secretion  and  maximum 
histamine  response  in  selection  of  the  most 
suitable  surgical  procedure  for  patients  with 
duodenal  ulcers.  The  greatest  immediate 
promises  in  gastroenterology  seem  to  be  ma- 
terializing in  cytology  and  the  possibility  that 
the  isolation  of  the  causal  viruses  in  hepatitis 
may  lead  to  successful  immunization.  However, 
investigative  and  therapeutic  advances  in  the 
field  have  not  been  without  complications, 
particularly  in  drug  therapy  and  radical  sur- 
gical procedures.  Research  opportunities  for 
clinical  gastroenterologists  include  studies  of 
antidiarrheal  drugs,  animal  studies,  and  treat- 
ment of  diuresis. 

Van  Dyne,  J.  R.:  Pargyline  hydrochloride 

in  treatment  of  resistant  hypertension,  New 
York  State  J.  Med.  65:  1672  (June  15)  1965. 

Forty-five  severely  hypertensive  patients 
who  had  failed  to  respond  to  various  antihyper- 
tensive agents  received  low-salt  diets  and  1 
Gm.  of  chlorothiazide  each  morning  for  a month. 
Blood  pressure  reading  were  taken  twice  weekly 
and  the  eyegrounds  checked  regularly  during 
this  control  period.  Following  routine  tests 
22  patients  were  given  pargyline  hydrochloride 
as  the  sole  antihypertensive  agent  and  23  pa- 
tients pargyline  hydrochloride  plus  1 Gm.  of 
chlorothiazide  daily.  Initial  doses  of  12.5  mg. 
pargyline  hydrochloride  daily  were  adjusted  to 
a maximum  dose  of  50  mg.  twice  daily.  All 
patients  were  seen  twice  weekly  until  the  blood 
pressure  was  stabilized  and  twice  monthly 
thereafter.  During  the  study  7 patients  on 
pargyline  and  15  on  combined  therapy  became 
normotensive,  with  an  average  blood  pressure 
reduction  of  21  mm.  Hg  in  both  groups.  Side- 
effects  did  not  necessitate  the  discontinuance  of 
therapy. 

Kolisch,  P.  de  R.:  Appendicitis;  mortality 

and  accuracy  of  diagnosis,  New  York  State 
J.  Med.  65:  1676  (June  15)  1965. 

In  866  patients  with  appendicitis  admitted  to 
a community  hospital  over  a seven-year  period, 
there  were  7 deaths,  a crude  mortality  rate  of 
0.8  per  cent.  Common  factors  in  the  fatal 
cases  were  history  of  abdominal  pain,  unrelieved, 
for  a minimum  of  twelve  hours,  age  (2  in  the 
eighth  decade,  3 in  the  seventh,  1 in  the  sixth,  and 
1 in  the  fifth),  and  the  presence  of  diabetes 
mellitus  in  2 patients.  It  is  suggested  that  an 
older  person  who  still  has  his  appendix  and  who 
has  persistent  abdominal  pain  should  not  be 
exposed  to  a delay  in  operation,  particularly  if 
he  is  a diabetic  patient,  as  older  people  are  less 
I able  to  cope  with  infection. 
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Medical  Schools 


College  of  Physicians  and  Surgeons 

Promoted.  Effective  July  1 Lester  C.  Mark, 
M.D.,  and  Shih-Hsun  Ngai,  M.D.,  will  be 
promoted  from  associate  professor  to  professor 
in  the  Department  of  Anesthesiology,  and 
Robert  M.  Epstein,  M.D.,  and  Herbert  Rackow, 
M.D.,  from  assistant  professor  to  associate 
professor. 

Cornell  University  Medical  College 

Fourth-year  curriculum  changes.  Two 

changes  in  the  fourth-year  curriculum  became 
effective  with  the  new  semester  in  June.  The 
ambulatory  care  portion,  in  pediatrics,  psy- 
chiatry, and  medicine,  has  been  reduced  from  a 
twenty-two-week  to  a fifteen-week  period.  The 
present  elective  period  of  seven  and  one-half 
weeks  will  be  increased  to  fifteen  weeks. 

Markle  winners.  Among  the  25  Markle 
Scholars  in  Academic  Medicine  whose  appoint- 
ments will  begin  July  1 are  Dr.  Sidney  E. 
Grossberg,  professor,  Department  of  Micro- 
biology, and  Ann  S.  Peterson,  M.D.,  who  gradu- 
ated from  the  College  in  1954.  The  Markle 
appointments  provide  grants  of  $30,000  to  the 
medical  school  where  the  scholar  teaches  and 
conducts.  Dr.  Grossberg  is  currently  spending 
a year  as  a visiting  investigator  at  the  Pastern' 
Institute,  Paris,  and  will  return  to  New  York 
in  August.  Dr.  Peterson  is  an  instructor  at 
Georgetown  University  School  of  Medicine. 

Postgraduate  course.  Thomas  P.  Almy, 
M.D.,  Graham,  H.  Jeffries,  M.D.,and  Marvin  H. 
Sleisenger,  M.D.,  served  on  the  faculty  for  a 
postgraduate  course  which  was  sponsored  by 
the  American  College  of  Physicians  in  Montreal, 
Canada,  in  May.  Drs.  Almy,  Jeffries,  and 
Sleisenger  participated  in  the  teaching  of  the 
course  on  gastroenterology. 

Speakers.  Carl  H.  Smith,  M.D.,  Department 
of  Pediatrics,  spoke  at  two  sessions  of  the  ninth 
annual  Pediatric  Conference  in  Des  Moines, 
Iowa,  in  April.  He  discussed  the  hemolytic 
anemias  and  purpuric  disorders.  The  conference 
was  sponsored  by  the  Raymond  Blank  Hospital, 
the  Iowa  State  Department  of  Health,  and  the 
Iowa  branch  of  the  American  Academy  of 
Pediatrics.  Frederick  Lee  Liebolt,  M.D.,  de- 
livered the  Sherwood  Lecture  at  the  University 
of  Kansas  Medical  Center  on  April  30.  Dr. 
Liebolt  also  addressed  the  Pediatric  Section  of 
the  Pan-American  Medical  Association  in 
Miami,  Florida,  earlier  in  April.  Dr.  J.  M.  A. 
Lenihan,  University  of  Glasgow,  delivered  a 
lecture  on  activation  analysis  at  a special 


meeting  sponsored  by  the  Departments  of 
Biochemistry  and  Pediatrics  on  April  7.  Marvin 
H.  Sleisenger,  M.D.,  gave  the  Berger  Memorial 
Lecture  at  the  Mount  Sinai  Hospital,  Cleveland, 
on  April  1.  During  the  week  of  April  5 to  10 
he  served  as  visiting  professor  of  medicine,  Uni- 
versity of  Indiana.  Robert  Freiberger,  M.D., 
director.  Department  of  Roentgenology,  Hos- 
pital for  Special  Surgery,  addressed  a meeting 
of  the  New  England  Roentgen  Society  in  March 
in  Boston. 

Named  president-elect.  Irving  S.  Wright, 
M.D.,  clinical  professor  of  medicine,  was  chosen 
president-elect  of  the  American  College  of 
Physicians  at  the  College’s  Golden  Anniversary 
session  in  Chicago  on  March  25. 

Awarded  medal.  Vincent  du  Vigneaud,  M.D., 
was  awarded  The  American  College  of  Physi- 
cians Medal  at  the  meeting  in  March  which  was 
held  in  Chicago.  The  award  is  presented  an- 
nually to  recognize  “distinguished  contributions 
in  science  as  related  to  medicine.” 

Downstate  Medical  Center 

Special  lectures.  Franz  J.  Ingelfinger,  M.D., 
Conrad  Wesselhoeft  Professor  of  Medicine, 
Boston  University  School  of  Medicine,  delivered 
the  Annual  Student  Council  Lecture  on  April 
12.  He  spoke  on  “Sweet  Absorption.”  Profes- 
sor J.  Frimann-Dahl,  roentgenologist,  delivered 
the  annual  Richard  A.  Rendich  Memorial 
Lecture  on  April  1.  Dr.  Frimann-Dahl, 
professor  of  roentgenology,  University  of  Oslo, 
and  chief  of  roentgenology,  Ulleval  Hospital 
(which  is  the  City  Hospital),  Oslo,  discussed 
“Evaulation  of  Opaque  Media  in  the  Radiologic 
Diagnosis  of  Perforated  Ulcer.”  Frances  O. 
Kelsey,  M.D.,  chief  of  the  Investigational  Drug 
Branch  of  the  Food  and  Drug  Administration, 
Department  of  Health,  Education,  and  Welfare, 
delivered  the  Annual  Lecture  of  the  Downstate 
Junior  Branch  of  the  American  Medical 
Women’s  Association  on  May  3.  On  May  26, 
Dr.  Hans  A.  Krebs,  Nobel  Laureate  and  pro- 
fessor and  chairman,  Department  of  Biochem- 
istry, Oxford  University,  Oxford,  England, 
delivered  the  Annual  Research  Society  Lecture. 

Faculty  notes.  Janet  S.  F.  Niven,  M.D., 
head.  Laboratory  of  Cytopathology,  National 
Institute  for  Medical  Research,  Mill  Hill, 
London,  was  appointed  visiting  professorial 
lecturer,  Department  of  Microbiology  and 
Immunology,  for  a month.  Nathaniel  E. 
Reich,  M.D.,  clinical  associate  professor  of 
medicine,  has  been  appointed  secretary  of  the 

continued  on  page  1614 


June  15, 1965  / New  York  State  Journal  of  Medicine  1613 


a watering  place  where  people  go  to  enfoy 
themselves  and  to  improve  their  physical 
health ” 


Modern  Medicine 


One  of  America's  finest,  most  complete  Spas 
is  only  hours  away! 


continued  from  page  1613 

Committee  on  Coronary  Disease  of  the  Ameri- 
can College  of  Chest  Physicians.  Patrick  J. 
Fitzgerald,  M.D.,  professor  and  chairman. 
Department  of  Pathology,  has  been  appointed 
a member  of  the  International  Fellowship 
Review  Panel  of  the  U.S.  Public  Health 
Service  through  1968  and  has  been  elected  vice- 
president,  of  the  American  Association  of 
Pathologists  and  Bacteriologists. 

Grants.  A total  of  $364,158  was  received 
during  March  and  April,  1965,  from  the  Na- 
tional Institutes  of  Health  and  other  agencies  for 
17  research  grants.  This  provides  for  renewals 
of  ten  research  projects  already  in  progress, 
six  new  ones,  and  one  supplement.  Twelve 
grants  were  from  the  National  Institutes  of 
Health  and  the  others  were  from  the  U.S. 
Atomic  Energy  Commission,  the  Samuel  Na- 
houm  Fund,  the  Life  Insurance  Medical  Re- 
search Fund,  Geigy  Chemical  Corporation,  and 
Warner  Lambert. 
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Appointments  to  clinical  faculty.  Eight 
Rochester  area  doctors  in  general  practice  have 
been  appointed  to  the  clinical  faculty  as  part  of 
the  School’s  program  to  give  medical  students 
a better  understanding  of  general  medicine. 
These  appointments  are  a response  to  increasing 
national  concern  over  the  decline  in  the  number 
of  medical  graduates  who  choose  to  become 
“family  doctors.”  Robert  J.  Haggerty,  M.D., 
chairman,  Department  of  Pediatrics,  is  responsi- 
ble for  the  family  care  program. 

The  doctors  who  are  joining  the  faculty  are: 
Jason  O.  Cook,  M.D.,  Webster;  John  F. 
Keegan,  M.D.,  Joseph  A.  Sergent,  M.D., 
Sydney  R.  Cable,  M.D.,  and  Oliver  K.  Church, 
M.D.,  Rochester;  Norman  R.  Loomis,  M.D., 
and  Terry  H.  Goff,  M.D.,  Ontario,  and  Paul  E. 
Reeves,  M.D.,  Scottsville. 

New  Director.  Robert  H.  Jones,  M.D.,  has 
been  appointed  director  of  the  Rehabilitation 
Unit.  A 1954  graduate  of  the  Harvard  Medical 
School,  Dr.  Jones  has  been  coordinator  of 
rehabilitation  at  Massachusetts  General  Hos- 
pital, instructor  in  medicine  at  Harvard,  and 
instructor  in  physical  medicine  at  the  University 
of  Washington,  Seattle.  He  also  will  be  an 
associate  professor  in  the  Department  of 
Preventive  Medicine  and  Community  Health. 
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the  leading 
hexachlorophene 
bar  soap 

containing  0.75%  hexachlorophene 
and  0.75%  3,4,4'-trichlorocarbanilide 


See  the  superior  degerming  action 
Safeguard  adds  to  daily  skin  care 


Results  after  4 days' 
exclusive  use  of  each  soap’ 


than  hexachlorophene  bar  soap 


To  learn  how  Safeguard  can  help  wherever  there  is  particular 
need  to  suppressgram-positivebacterial  skin  flora,  turn  page 

sing  Rising  a modified  Price  multiple-washbasin  procedure 


For  furuncles,  folliculitis. ..the  new  adjuvant  is  Safeguard 


skin  cleansing  with 
greater  antibacterial  protection 
new  Safeguard^?'*' 


Safeguard  offers  more  than  the  gentle  but  thorough  skin  cleansing 
so  important  in  treating  bacterial  skin  infections.  Used  daily,  Safe- 
guard also  keeps  the  skin  consistentlyUeer  of  bacteriathan  unmed- 
icated soap  or  the  leading  hexachlorophene  bar  soap.  Because 
it  excels  in  reducing  bacterial  skin  flora,  Safeguard  is  recommended 
for  the  prophylaxis  of,  and  as  an  adjunct  to,  treatment  of  such  bac- 
terial skin  infections  as  furuncles,  folliculitis  and  sycosis  barbae. 

Unsurpassed  in  mildness . . . Safeguard  has  the  elegance  expected 
of  soap  designed  for  everyday  use  on  delicate  skin. 

Available  at  present  only  in  limited  areas  wherever  quality  toilet  soaps  are  sold. 
Write  for  technical  brochure  to  Director  of  Medical  Programs,  P.  O.  Box  599, 

PROCTER  & GAMBLE,  CINCINNATI,  OHIO  45201 


Safeguard  contains  a unique  combination  of 
antibacterial  agents  — 3,5-di-  and  3, 4', 5- 
tribromosalicylanilides,  4,4'-dichloro-3- 
(trifluoromethyl)  carbanilide,  and  3,4,4'- 
trichlorocarbanilide  — in  a high-quality  toilet- 
soap  base. 


Abstracts  in  Interlingua 


McHardy,  G.:  Trends  currente  in  gastroente- 

rologia  ( anglese ),  New  York  State  J.  Med.  65: 
1665  (15  de  junio)  1965. 

Recente  trends  in  le  gastroenterologia  include 
le  recognition  del  importantia  del  secretion 
basal  e le  attention  prestate  al  desiderato  de  un 
maximal  responsa  histaminic  in  le  selection  del 
plus  appropriate  procedimento  chirurgic  pro 
patientes  con  ulceres  duodenal.  Le  plus  im- 
pressionante  promissas  immediate  in  le  campo 
del  gastroenterologia  pare  inherer  in  lo  que  oc- 
curre  in  le  cytologia.  Es  etiam  a mentionar  le 
possibilitate  que  le  isolation  del  virus  causal  in 
hepatitis  va  ducer  al  disveloppamento  de  un 
successose  methodo  de  immunisation.  Tamen, 
le  progressos  recercatori  e therapeutic  in  iste 
campo  ha  non  essite  sin  complicationes,  particu- 
larmente  con  respecto  al  chimotherapia  e al 
methodologia  de  chirurgia  radical.  Promittente 
problemas  recercatori  pro  le  gastroenterologo 
clinic  es  a trovar  in  studios  de  pharmacos  anti 
diarrhea,  in  studios  experimental  con  animales, 
e in  studios  concernite  con  le  tractamento  de 
diurese. 

Van  Dyne,  J.  R.:  Hydrochloruro  de  pargylina 

in  le  tractamento  de  hypertension  resistente 
(anglese),  New  York  State  J.  Med.  65:  1672 
(15  de  junio)  1965. 

Quaranta-cinque  patientes  con  sever  hyper- 
tension, qui  non  habeva  respondite  a varie  agen- 
tes  antihypertensive,  esseva  tractate  durante 
un  mense  con  dietas  a basse  contento  de  sal 
e le  administration  cata  matino  de  un  g 
de  chlorothiazida.  Le  tension  del  sanguine 
esseva  determinate  duo  vices  per  septimana 
e le  fundos  ocular  esseva  examinate  regu- 
larmente  durante  iste  periodo  de  observa- 
tion preliminary  Post  tests  routinari,  22  del 
patientes  esseva  alora  tractate  con  hydrochlo- 


ruro de  pargylina  como  medication  exclusive 
anti  hypertension,  durante  que  le  altere  23 
recipeva  hydrochloruro  de  pargylina  in  com- 
bination con  un  g de  chlorothiazida  per  die. 
Le  dosage  initial  de  hydrochloruro  de  pargylina 
esseva  12,5  mg  per  die.  Isto  esseva  modificate, 
secundo  le  requirimentos,  con  maximos  de  non 
plus  que  duo  vices  50  mg  per  die.  Omne  le 
patientes  esseva  examinate  duo  vices  per  septi- 
mana usque  al  tempore  del  stabilisation  del 
tension  de  sanguine  e subsequentemente  duo 
vices  per  mense.  In  le  curso  del  studio  7 del 
patientes  tractate  con  pargylina  e 15  tractate 
con  le  therapia  combinate  deveniva  normoten- 
sive.  In  ambe  gruppos  le  reduction  medie  del 
tension  de  sanguine  esseva  21  mm  de  Hg.  Le 
adverse  effectos  lateral  non  esseva  de  natura  a 
necessitar  le  suspension  del  therapia  in  ulle  del 
casos. 

Kolisch,  P.  de  R.:  Appendicitis;  mortalitate 

e accuratia  del  diagnose  (anglese),  New  York 
State  J.  Med.  65:  1676  (15  de  junio)  1965. 

Ex  un  serie  de  866  patientes  con  appendicitis 
admittite  in  le  curso  de  un  periodo  de  septe 
annos  a un  hospital  communal,  7 moriva.  Isto 
representa  un  mortalitate  crude  de  0,8  pro  cento. 
Factores  commun  in  le  casos  mortal  esseva  le 
antecedente  de  non-alleviate  dolores  abdominal 
durante  al  minimo  24  horas,  etate  avantiate  (2 
subjectos  in  le  octave  decennio,  3 in  le  septime, 
1 in  le  sexte,  e 1 in  le  quinte),  e le  presentia  de 
diabete  mellite  (in  2 patientes).  Es  recom- 
mendate  que  un  subjecto  de  etate  plus  tosto 
avantiate,  qui  possede  ancora  su  appendice  e qui 
suffre  de  persistente  dolores  abdominal  non  de- 
berea  exponite  al  risco  de  un  retardo  del  inter- 
vention chirurgic,  particularmente  si  il  tracta 
de  un  patiente  con  diabete,  viste  que  subjectos 
de  etate  avantiate  ha  un  reducite  capacitate  de 
defensa  contra  infectiones. 
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a rapid-acting  antidepressant 

for  a lift  from  the 
hell  of  depression 


Action  and  Uses:  Norpramin  (desipramine  hydrochloride) 
is  the  primary  active  metabolite  of  imipramine.  It  differs 
from  earlier  antidepressants  in  its  rapid  onset  of  action. 
Approximately  60  to  70%  of  patients  with  neurotic  or 
psychotic  depressions  will  respond  satisfactorily.  More 
than  half  will  begin  to  improve  in  2-5  days,  others  within  a 
week.  Usually,  patients  not  responding  within  one  week 
are  less  likely  to  improve. 

Indications:  Norpramin  is  useful  in  the  treatment  of: 
neurotic  and  psychotic  depressive  reactions,  and  in  manic 
depressive  or  involutional  psychotic  reactions.  It  may  be 
used  as  co-therapy  with  tranquilizers  in  the  treatment  of 
markedly  agitated  forms  of  depressions. 


Contraindications:  (1)  Norpramin  should  not  be  given 
within  two  weeks  of  treatment  with  a monoamine  oxidase 
inhibitor.  (2)  Because  of  its  autonomic  effects,  it  is  con- 
traindicated in  patients  with  glaucoma,  urethral  or 
ureteral  spasm  and  recent  myocardial  infarction.  (3) 
Severe  coronary  heart  disease  because  of  possible  tachy- 
cardia. (4)  Active  epilepsy  as  it  lowers  the  threshold  for 
epileptiform  seizures. 

Precautions:  (1)  Norpramin  treatment  should  not  be  sub- 
stituted for  hospitalization  or  restraint  if  the  risk  of  homi- 
cide or  suicide  is  considered  grave.  (2)  In  patients  with 
manic  depressive  illness,  Norpramin  may  induce  a hypo- 
manic  state  after  the  depressive  phase  terminates.  (3) 
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NORPRAMIN 


rapid  acting  specific  for  depression 


not  an  MAO  inhibitor 
not  a tranquilizer 

Norpramin  is  an  original  product 
of  Lakeside  research.  It  has  been 
established  to  be  the  primary  active 
metabolite  of  imipramine  and  in 
many  patients  has  been  reported  to 
be  more  rapid  in  onset  of  action— 
2 to  5 days. 

Norpramin  is  specific  for  depression 
and  is  not  recommended  for  anxiety. 
Side  effects  are  usually  mild. 


“.  . . [Norpramin]  appears  to  have  an  im- 
mediate onset  of  action,  which  is  readily 
demonstrable  in  both  humans  and 
animals.” 

Meduna,  L.  J.;  Abood,  L.  G.,  and  Biel,  J.  H.:  Journal  of 
Neuropsychiatry  2: 232-237  (June)  1961. 


“.  . . laboratory  and  clinical  studies  have 
shown  that  imipramine  is  converted  endo- 
genously to  desipramine  [Norpramin] 
which  may  be  administered  instead  with 
more  prompt  onset  of  clinical  effect.” 

Nodine,  J.  A.,  and  Slap,  S.  W.:  Current  Therapeutic 
Research  5:40  (January)  1963. 


“. . . responses  can  be  seen  as  soon  as  one 
to  three  days  after  administration.” 

Siegler,  P.  E.:  Medical  Clinics  of  North  America.  48:497 
(March)  1964. 


See  your  Lakeside  representative  or  please  write  for  clinical  data  and  complete  prescribing  information. 


LAKESIDE  LABORATORIES,  INC. 


MILWAUKEE,  WISCONSIN  53201 


Although  animal  teratology  studies  proved  negative,  fur- 
ther clinical  experience  is  necessary  to  establish  safety 
in  human  pregnancy.  (4)  Discontinue  therapy  prior  to 
elective  surgery. 

Adverse  Effects:  Mild  side  effects  may  occur  in  about  1 
of  4 patients.  These  are  usually  well  tolerated.  Side 
effects  include:  dry  mouth,  constipation,  dizziness,  palpi- 
tation, delayed  urination,  “bad  taste”,  sensory  illusion, 
tinnitus,  agitation  and  stimulation,  sweating,  drowsiness, 
headache,  orthostatic  hypotension,  flushing,  nausea, 
cramps,  weakness,  blurred  vision  and  mydriasis,  rash, 
allergy,  altered  liver  function,  ataxia  and  extrapyramidal 
signs. 


Dosage  and  Administration:  Optimal  results  are  obtained 
at  about  150  mg./day.  Dosage  over  200-225  mg./day 
increases  incidence  of  side  effects.  Norpramin  may  be 
administered  as  follows:  two  tablets  (50  mg.)  t.i.d.  (150 
mg./day).  Partial  response  may  be  expected  within  2-5 
days;  optimal  response  within  2-3  weeks.  After  optimal 
results  are  achieved  a maintenance  dose  . . . 50-100 
mg./day  . . . should  be  sought. 

Supplied:  Norpramin  (desipramine  hydrochloride)  tab- 
lets of  25  mg.,  in  bottles  of  50  and  500. 
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Even  raw  materials  of  the  highest  quality 
are  not  above  suspicion.  That’s  why  we 
screen  them  through  this  "security  sieve.” 
It  separates  foreign  elements  from  all  in- 
coming material  intended  for  granulation. 
Here’s  how  it  works:  The  screen  vibrates 
over  a tub  at  the  rate  of  1,000  to  3,000 
times  a minute  and  sifts  the  material. 
Anything  larger  than  the  specified  par- 


ticles is  left  behind.  The  sieve  is  engi- 
neered by  an  action  called  "annular  rota- 
tion” so  that  all  particles  will  ultimately 
come  in  contact  with  the  screen  surface. 
Security  screening  is  just  one  aspect  of 
an  elaborate  program  at  Eli  Lilly  and 
Company  to  insure  the  highest  quality  in 
our  finished  products. 


Eli  Lilly  and  Company  • Indianapolis  6,  Indiana,  U.S.A. 


i 
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Editorials 


Medical  interest  in  genetics 

Not  since  Morgan’s  experiments  with  the 
fruit  fly  has  there  been  so  much  excitement 
in  the  field  of  genetics  as  exists  today. 
Within  recent  years  at  least  10  Nobel  prizes 
have  been  awarded  for  work  in  this  field. 

The  most  important  development  has 
been  the  encoding  of  the  two  important 
nucleic  acids,  desoxynucleic  acid  and  ribo- 
nucleic acid,  which  direct  the  orderly 
processes  of  cell  division  and  growth. 
These  long-chained  molecules  wound  in 
double-helix  fashion  are  known  to  set  the 
patterns  for  cell  growth. 

These  new  biophysical  and  chemical  dis- 


Medication for  astroflight 

The  Pharmaceutical  Manufacturers  As- 
sociation has  disclosed  the  drugs  selected 
by  NASA  (National  Aeronautics  and  Space 
Administration)  for  use  if  necessary  in  the 
two-man  Gemini  flight.  Six  types  of  drugs 
have  been  chosen  and  exhaustively  tested 
for  their  ability  to  withstand  space  flight 
and  for  their  efficacy  and  safety  for  use  by 
the  astronauts.  The  drugs  can  be  adminis- 
tered by  mouth  or  by  automatic  injection 
through  the  space  suit  into  the  leg  and  will 
be  used  only  on  orders  of  a ground-based 
flight  surgeon. 

The  types  of  drugs  to  be  carried  are  an 
anodyne,  an  analgesic,  an  antiemetic,  an 
analeptic,  an  antibiotic,  and  an  anti- 
malarial.  These  drugs  will  control  motion 
sickness,  pain,  fatigue,  depression,  appetite, 
and  infection.  The  spacecraft  will  also 
carry  water  purification  tablets. 


coveries  are  providing  entering  wedges  for 
a better  understanding  of  protoplasmic 
defects  and  aberrant  growth.  We  stand  on 
the  threshold  of  great  events.  It  is  well  for 
us  as  physicians  to  know  what  is  going  on  in 
genetics. 

We  are  greatly  privileged  to  publish  in 
this  issue  of  the  Journal  a comprehensive 
symposium  on  the  subject.  Here  in  one 
place  is  the  basic  information  necessary  for 
an  understanding  of  oncoming  develop- 
ments, which  may  have  as  far-reaching  an 
effect  on  the  science  of  medicine  as  the 
microbial  theory. 


The  drugs  chosen  are  all  brand-named 
and  their  manufacturers  have  conducted 
rigid  tests  for  quality  control,  safety,  and 
effectiveness. 

Injectables  have  been  sterilized  both 
before  and  after  loading  into  the  auto- 
matic cartridges.  The  drugs  also  had  to 
pass  severe  physical  environmental  tests 
by  NASA  to  prove  their  ability  to  with- 
stand temperature,  pressure,  vibration,  and 
other  factors. 

A drug  had  been  used  on  one  occasion  by 
Astronaut  Cooper.  He  administered  a 
stimulant  to  himself  seventy-eight  minutes 
before  a relatively  difficult  manual  reentry 
into  the  atmosphere. 

All  of  science  and  much  of  industry  is 
involved  in  astroflight.  We  are  proud  of 
the  part  that  medicine  and  the  pharma- 
ceutical industry  take  in  this  endeavor. 
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Report  on  the  American  Medical  Association 
Education  and  Research  Foundation 


In  1964  contributors  to  the  A.M.A. 
Education  and  Research  Foundation  des- 
ignated the  apportionment  of  $73,191.63 
to  the  10  medical  schools  in  New  York 
State  in  the  following  amounts: 

State  University 
of  New  York 
at  Buffalo, 


School  of  Medicine 

$ 8,201.83 

New  York  University 
School  of  Medicine 

$ 8,193.58 

Cornell  University, 
Medical  College 

$10,186.49 

Albert  Einstein 

College  of  Medicine 

$ 4,642.58 

New  York 

Medical  College 

$ 7,357.08 

State  University 
of  New  York 
Upstate  Medical 
Center  College 
of  Medicine 

$ 5,445.58 

Albany  Medical  College 

Columbia  University 
College  of  Physicians 
and  Surgeons 

University  of  Rochester 
School  of  Medicine  and 
Dentistry 


$ 8,130.35 
$ 9,015.61 
$ 7,046.08 


State  University 
of  New  York 

Downstate  Medical  Center  $ 4,972.58 


The  total  amount  contributed  through- 
out the  country  was  $1,313,559.31.  Since 
the  inception  of  the  foundation  in  1951, 
more  than  $15  million  have  been  distributed 
for  the  unrestricted  use  of  the  nation’s 
medical  schools. 

For  physicians,  this  annual  giving  is  as 
important  as  their  local  community  fund 
drives.  It  helps  to  turn  out  new  physi- 
cians— and  everyone  admits  the  product 
gets  better  and  better  each  year. 


The  big  drought 


This  is  the  fourth  consecutive  year  of 
under-normal  precipitation.  Its  effects  are 
already  reaching  21  communities  in  the 
State  and  more  are  bound  to  be  added. 
Deficiencies  in  the  Hudson  River  Valley 
alone  amount  to  a full  year  of  precipitation, 
about  35  inches.  Snowfall  last  winter  was 
50  per  cent  of  average  and  has  had  a lower 
water  content  than  average.  One  stream 
that  enters  the  Upper  Hudson  River  Basin 
had  its  lowest  March  flow  in  43  years. 

Health  departments  are  aware  of  the 
water  stringency  and  are  mobilized  to  deal 


with  it.  State  Health  Commissioner 
Ingraham  describes  their  function  as  fol- 
lows: “to  alert  the  public  to  water  shortage 
problems,  advise  on  solutions,  supervise 
emergency  methods,  and  encourage  perma- 
nent improvements  to  water  supplies — the 
objective  being  to  make  sure  that  all  public 
water  supplies  can  be  used  without  fear  of 
discomfort  or  illness  by  the  consumer.” 

It  is  urged  that  local  restrictions  on  water 
use  imposed  by  water  supply  officials  be 
carefully  observed  so  that  communities  will 
be  tided  over  until  the  rains  come. 
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“son 

pouvoir 

antieinetifpie 

est 


Vomiting: 

In  Geneva  they  have  a word  for  it 


In  Geneva,  too,  Dramamine  is  a familiar  word. 
Like  physicians  the  world  over,  they  know  that 
“its  antiemetic  potency  " is  high”  (“son  pouvoir 
antiemetique  est  eleve”). 

Nausea  and  vomiting  caused  by  infection 
or  simple  functional  gastrointestinal  disturb- 
ances are  quickly  controlled  by  this  classic 
antinauseant.  In  the  easy-to-take  liquid  form 
Dramamine  is  ideal  for  children  or  older  pa- 
tients who  find  tablets  hard  to  swallow. 

Precautions:  Dimenhydrinate,  notably  non- 
toxic itself,  may  mask  the  symptoms  of  strep- 
tomycin toxicity.  Patients  should  be  cautioned 
against  operating  automobiles  or  dangerous 
machinery  because  of  possible  drowsiness. 


Neyroud,  M.:  Praxis  44:648-650  (July  14)  1955. 
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Introduction 

IAN  H.  PORTER,  M.B.,  B.S. 

Albany,  New  York 


T he  interest  in  genetics  among  physi- 
cians is  a reflection  of  the  excitement  caused 
by  the  revolutionary  advances  that  have 
recently  been  made  in  this  field. 

This  Teaching  Day  was  designed  to 
present  some  important  principles  of 
human  genetics,  illustrated  by  disease  and 
discussed  in  relation  to  their  practical 
and  theoretical  implications  in  clinical 
medicine. 

Genetics  is  a peculiar  subject:  historically 
eclectic,  but  intrinsically  fundamental. 
Ideas  and  technics  in  genetics  have  been 
appropriated  from  all  the  disciplines  in  the 
natural  sciences,  but  in  retrospect  it  can 
be  seen  as  a discipline  underlying  all 
the  natural  sciences,  the  central  theme  of 
which  is  a unifying  concept  in  biology 
equivalent  perhaps  to  the  atomic  theory 
in  the  physical  sciences. 

Presented  at  the  Teaching  Day  in  Medical  Genetics, 
The  Albany  Medical  College  of  Union  University,  October 
8,  1964. 


We  tend  to  emphasize  the  debt  that 
clinical  medicine  owes  the  basic  sciences. 
But  much  of  the  excitement  in  medical 
genetics  has  been  caused  by  the  contribu- 
tion it  has  made  to  the  larger  field  of 
biology.  Clinical  investigation  of  pathologic 
conditions  has  again  been  shown  to  be  an 
important  method  for  studying  biology. 

In  gathering  this  material  we  naturally 
hope  that  our  colleagues  will  find  some- 
thing of  interest  and  appreciate  that  some 
of  the  ideas  which  at  the  moment  seem 
somewhat  theoretical  are  expected  to  have 
important  practical  implications  in  the 
future.  We  hope  to  stimulate  but  not  to 
satiate.  And  we  have  one  last  aim.  We 
believe  it  is  important  to  tell  our  colleagues 
in  what  it  is  we  are  engaged. 

Editor’s  Note:  Presentations  from  the  par- 
ticipants in  the  Teaching  Day  in  Medical  Gene- 
tics follow: 

“A  Clinician’s  View  of  Genetics  in  Medicine,” 
E.  Jurgen  Plotz,  M.D.; 

“Hemoglobinopathies  as  Examples  of  Molec- 
ular Disease,”  Robin  M.  Bannerman,  D.M.; 

“Indications  for  Chromosome  Studies,”  Mary 

L.  Voorhess,  M.D.; 

“The  Genetic  Code,”  Isaac  Asimov,  Ph.D.; 

“Genetics  in  Psychiatry,”  John  D.  Rainer, 

M. D.; 

“Hereditary  Variation,”  Ian  H.  Porter,  M.B. 


June  15,  1965  / New  York  State  Journal  of  Medicine  1627 


A Clinician's  View  of 
Genetics  in  Medicine 

E.  JURGEN  PLOTZ,  M.D. 

Albany,  New  York 

Professor  and  Chairman,  Department  of 
Obstetrics  and  Gynecology,  The  Albany 
Medical  College  of  Union  University 

Human  genetics  deals  with  the  study 
of  individual  differences,  which  are  based 
on  differences  in  the  chromosomes  of  the 
cell  nucleus  and  their  constituents,  the 
genes.  In  our  day-by-day  practice  we  are 
primarily  concerned  with  differences  of  a 
pathologic  nature,  that  is,  differences 
manifested  as  disease.  We  are  so  intensely 
involved  in  making  a diagnosis  and  in 
treating  our  patients  that  we  are  always 
taken  back  by  the  patient’s  question: 
“Why  did  it  happen  to  me?”  or  “What  is 
the  cause  of  my  illness?” 

Sometimes  the  answer  is  very  simple. 
For  instance,  in  the  case  of  an  injury: 
This  is  an  example  of  a disease,  the  course 
of  which  depends  almost  exclusively  on 
exogenous  factors  and  which  can  occur  in 
every  genetic  constitution.  I say  almost 
exclusively,  since  the  severity  and  course 
of  the  disease  following  injury  may  be 
influenced  partly  by  the  genetic  setup  of 
an  individual,  for  instance,  keloid  forma- 
tion in  wound  healing.  In  another  ex- 
ample, the  etiologic  relationship  can  be 
explained  by  a certain  genetic  constitution 
alone,  for  instance,  in  polycystic  kidneys, 
hemophilia,  and  chondrodystrophy.  Here 
the  disease  is  determined  by  a certain 
hereditary  trait,  only  by  it  and  always  by 
it.  Therefore  the  etiology  is  known. 

Usually  we  do  not  have  such  ready 
answers  for  our  patients.  In  our  replies 
to  the  patient  we  often  explain  the  patho- 
genesis of  the  disease  but  give  no  truly 
etiologic  answers.  Ideally,  it  would  be 
necessary  to  know  the  genetic  code  of  each 
patient  who  asks  this  question  and,  in 
addition,  we  should  know  all  the  external 
and  internal  environmental  factors  which 
contributed  to  the  clinical  manifestation 
of  the  disease.  Then  we  would  have  an 
answer. 

When  dealing  with  a known  hereditary 


disease,  we  as  clinicians  are  more  interested 
in  finding  out  how  the  genotype  produces 
the  corresponding  phenotype.  This  field 
of  investigation  is  called  “phenogenetics.” 
By  definition,  phenogeneticists  explore  the 
causal  relationship  between  trait  and 
characteristic. 

It  is  important  for  us  to  know  the  pheno- 
genetics of  the  disease,  since  we  are  pri- 
marily concerned  in  finding  a way  to  treat  a 
patient  with  overt  disease,  or  to  treat  a 
patient  prophylactically,  when  we  are 
reasonably  sure  that  the  patient  will  be- 
come ill  if  not  treated.  Therefore,  it  is 
only  logical  that  I focus  your  attention  on 
the  problem  of  external  and  internal  en- 
vironmental factors  which  may  influence  a 
genetically  determined  disease. 

For  my  presentation,  I have  selected 
several  hereditary  diseases  that  are  of 
particular  interest  to  me  as  an  obstetrician 
and  which,  I think,  illustrate  the  influence 
of  external  and  internal  factors  on  the 
clinical  manifestation  of  the  genotype 
characteristic  for  the  disease.  By  neces- 
sity, I have  often  oversimplified  the  prob- 
lems, taking  into  account  the  fact  that  this 
might  arouse  the  criticism  of  my  expert 
colleagues.  Nevertheless,  I trust  that  this 
oversimplification  will  help  me  to  make  my 
point. 

Wilson's  disease 

As  the  first  disease  to  be  discussed  I 
have  selected  Wilson’s  disease.  You  may 
wonder  why  I,  as  an  obstetrician,  have 
chosen  a condition  which  is  characterized 
by  an  abnormal  metal  metabolism.  I will 
answer  this  question  in  the  course  of  my 
discussion. 

Wilson’s  disease  is  characterized  by  an 
abnormal  deposition  of  copper  in  the  liver, 
brain,  kidneys,  and  the  cornea.  The 
clinical  picture  consists  of  cirrhosis  of  the 
liver,  spasticity,  mental  changes,  and  the 
characteristic  Kay ser- Fleischer  ring  of  the 
cornea.  Its  mode  of  inheritance  is  auto- 
somal recessive,  with  a high  rate  of  con- 
sanguinity in  isolated  communities. 

The  genotype  of  patients  with  Wilson’s 
disease  contains  a gene  which  controls  the 
synthesis  of  ceruloplasmin,  which  is  part 
of  the  alpha-2  globulin  fraction  in  the 
plasma.  These  patients  are  unable  to 
synthesize  ceruloplasmin  adequately.  In 
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other  words,  the  biochemical  expression 
of  the  genetic  disorder  is  a low  plasma 
level  of  ceruloplasmin.  Recently  two  dif- 
ferent ceruloplasmins  were  identified:  frac- 
tions C-C  and  C-D.  Only  fraction  C-C  is 
missing  in  Wilson’s  disease.  Therefore, 
it  is  entirely  possible  that  the  primary  bio- 
chemical defect  in  Wilson’s  disease  is  not 
the  inability  to  synthesize  ceruloplasmin 
but  a lack  of  activity  of  an  enzyme  con- 
tained in  the  liver  which  changes  the  C-D 
fraction  into  C-C. 

More  important  for  this  discussion  is  the 
fact  that  this  alpha-2  globulin  cerulo- 
plasmin binds  serum  copper  very  tightly. 
If  the  concentration  of  ceruloplasmin  is 
diminished  in  the  blood,  excessive  amounts 
of  copper  are  deposited  in  the  body  tissues, 
thus  causing  the  clinical  manifestation  of 
the  disease. 

In  pregnancy,  there  is  a tremendous 
change  in  plasma  proteins,  quantitatively 
and  qualitatively.  Ceruloplasmin,  which 
is  contained  in  the  alpha-2  globulin  frac- 
tion, increases  significantly  with  advancing 
gestation. 

Knowing  that  pregnancy  is  associated 
with  a higher  concentration  of  cerulo- 
plasmin, it  would  be  interesting  to  find 
out  how  pregnancy  affects  patients 
with  Wilson’s  disease.  Unfortunately — or 
should  I say  fortunately — there  are  only  a 
few  well-documented  cases  in  the  litera- 
ture. A detailed  description  of  the  course 
of  pregnancy  in  a patient  with  Wilson’s 
disease  was  given  by  Bihl.  This  patient 
conceived  during  a phase  of  exacerbation 
of  the  disease.  At  the  end  of  the  first 
trimester,  the  patient’s  condition  showed 
an  improvement  which  continued  shortly 
after  parturition.  The  liver  impairment 
receded  to  subclinical  manifestations,  the 
secondary  blood  dyscrasia  returned  to  an 
almost  normal  pattern,  and  the  neurologic 
symptoms  diminished  greatly.  The  kid- 
ney impairment  reversed  only  slightly, 
but  the  daily  urinary  excretion  of  copper 
decreased  to  normal.  Mental  symptoms 
and  the  Kayser-Fleischer  ring  of  the  cornea 
remained  unchanged. 

It  is  quite  conceivable  that  changes  in 
the  hormonal  environment  due  to  preg- 
nancy were  responsible  for  an  increase  in 
the  ceruloplasmin  concentration,  which  in 
turn  prevented  further  depositions  of 
copper  in  the  affected  tissues.  With  this 


clue,  Bearn  administered  estrogens  to 
patients  with  low  ceruloplasmin  levels 
and  found  in  many  instances  a considerable 
increase  in  the  circulating  ceruloplasmin. 
In  some  patients  the  ceruloplasmin  levels 
approximated  those  found  in  normal  preg- 
nancy. 

It  is  well  known  that  estrogens  have  a 
definite  effect  on  plasma  protein  concentra- 
tion. I wish  to  mention  transcortin. 
Transcortin,  a globulin,  binds  cortisol 
tightly  and  is  found  in  increasing  concentra- 
tions during  normal  pregnancy.  Its  con- 
centration also  increases  following  the 
administration  of  estrogens  to  nonpregnant 
patients. 

One  is  permitted  to  draw  the  conclusion 
from  the  foregoing  presentation  that  physio- 
logic changes  in  the  internal  environment 
can  benefit  a patient  with  a genetically 
determined  disease.  Such  observations 
also  might  give  us  the  clue  to  treat  such 
patients  by  administering  agents  that 
will  produce  such  a change  in  the  internal 
environment. 

Galactosemia 

Some  of  you  may  know  that  I am  in- 
tensely interested  in  progesterone  and  its 
physiologic  significance  in  human  re- 
production. Our  group  has  studied  its 
synthesis  and  metabolism  in  pregnant 
and  nonpregnant  individuals,  using  C14 
(radioactive  carbon) -labeled  precursors  and 
steroids.  In  the  course  of  our  studies  we 
also  determined  the  concentration  of  C14- 
labeled  carbon  dioxide  in  the  expired  air 
following  the  administration  of  C14-21- 
progesterone.  When  I studied  the  litera- 
ture on  galactosemia,  I found  a report  of 
an  elegant  clinical  experiment,  in  which  the 
concentration  of  C14  dioxide  was  determined 
following  the  administration  of  C14-labeled 
galactose  to  an  eleven-year-old  galactosemic 
boy  before  and  after  the  administration  of 
progesterone.  Before  I discuss  the  re- 
sults in  detail,  I wish  to  review  the  genetics, 
the  biochemical  defect,  and  the  clinical 
manifestation  of  the  disease. 

The  mode  of  inheritance  of  the  disease  is 
autosomal  recessive.  The  biochemical  ab- 
normality is  characterized  by  an  accumula- 
tion of  galactose- 1 -phosphate  due  to  a 
deficiency  of  the  enzyme  which  converts 
galactose  to  glucose.  Although  the  pri- 
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mary  biochemical  defect  in  galactosemia  is 
known,  we  still  have  to  learn  more  about 
the  actual  pathogenesis  which  leads  to 
the  clinical  symptomatology  of  neonatal 
jaundice,  enlargement  of  the  liver,  anemia, 
bleeding,  cataracts,  and  aminoaciduria. 

Now  I am  coming  back  to  progesterone. 
It  has  been  shown  by  some  investigators 
that  certain  steroid  hormones  accelerate 
the  oxidation  of  galactose  in  liver  slices 
in  vitro.  Apparently,  they  stimulate  a 
new  pathway,  not  yet  fully  defined,  which 
is  dependent  on  uridine  diphosphate  glu- 
cose-4-epimerase. 

The  following  experiment  was  performed 
to  demonstrate  the  oxidation  of  galactose 
in  vivo  under  the  influence  of  progesterone. 
To  an  eleven-year-old  boy  with  galacto- 
semia, C14-labeled  galactose  was  adminis- 
tered, and  the  presence  of  C14  was  deter- 
mined in  the  carbon  dioxide  of  the  expired 
air.  As  one  should  expect  in  a patient  who 
is  unable  to  convert  galactose  to  glucose 
that  is  finally  being  oxidized  to  carbon  di- 
oxide and  water,  there  was  radioactivity  in 
the  expired  air.  When  progesterone  was 
administered  for  five  days  preceding  the 
C14-galactose  administration,  carbon  di- 
oxide in  the  expired  air  contained  carbon 
14,  demonstrating  that  the  oxidation  of 
galactose  was  facilitated  by  the  steroid 
hormone.  The  practical  potential  of  this 
finding  is  obvious. 

Again,  a general  conclusion  can  be  drawn 
from  this  observation:  A genetically  deter- 
mined defect  in  the  metabolism  can  be 
remedied  by  an  exogenous  agent.  Also, 
when  the  diet  is  altered  by  removal  of 
galactose,  the  disease  regresses. 

Phenylketonuria 

Another  genetic  disease  which  is  in- 
fluenced by  diet  is  phenylketonuria  which 
occurs  in  about  1 out  of  every  10,000  births. 
The  clinical  course  is  characterized  by 
mental  retardation  and  hypertonicity,  with 
epilepsy  appearing  frequently  later  in  life. 
Many  of  the  patients  die  during  childhood 
from  pneumonia.  The  mode  of  inherit- 
ance is  by  a single,  autosomal  recessive 
gene;  in  support  of  this,  consanguinity  is 
high.  Heterozygotes  can  often  be  de- 
tected by  the  phenylalanine  tolerance 
test. 

The  disease  is  understood  on  the  basis  of 


a deficiency  of  phenylalanine  hydroxylase 
in  the  liver.  Thus,  phenylalanine  ac- 
cumulates in  the  organism.  The  exces- 
sive amounts  of  phenylalanine  are  trans- 
aminated  to  phenylacetate  and  phenylpyru- 
vate  and  further  oxidized  to  phenylacetate, 
which  are  excreted  into  the  urine  (phenyl- 
ketonuria). The  presence  of  these  uri- 
nary metabolites  can  be  detected  easily  in 
the  urine  of  newborn  infants  by  the  third 
month  of  fife. 

With  the  better  understanding  of  the 
biochemical  defect  in  phenylketonuria,  a 
method  of  treatment  suggests  itself:  in- 

gestion of  a diet  free  of  phenylalanine. 
Such  a diet  apparently  prevents  the  clinical 
manifestation  of  the  disease,  truly  a meas- 
ure to  prevent  mental  retardation.  How- 
ever, a prolonged  clinical  follow-up  is  still 
necessary  to  determine  the  long-term 
effect  of  such  a diet.  Nevertheless,  phenyl- 
ketonuria is  another  example  of  a geneti- 
cally determined  disease,  the  course  of 
which  can  be  altered  by  therapeutic  pro- 
cedures, in  this  case  a proper  diet. 

It  is  of  interest  to  study  the  outcome  of 
pregnancies  in  phenylketonuric  mothers. 
To  my  knowledge,  31  pregnancies  in  10 
phenylketonuric  patients  have  been  re- 
ported. Of  these,  only  4 phenylketonuric 
children  were  borne  by  2 of  the  mothers, 
but  the  serum  phenylalanine  levels  in  these 
4 children  were  relatively  low.  The  off- 
spring were  normal  in  13,  but  14  children 
were  mentally  retarded  with  neurologic 
deficits;  however,  these  14  children  did 
not  have  phenylketonuria.  These  findings 
suggest  that  high  serum  phenylalanine 
levels  in  a pregnant  woman  may  cause 
irreparable  damage  to  the  otherwise  normal 
brain  of  an  unborn  child.  For  this  reason, 
it  is  imperative  to  treat  phenylketonuric 
mothers  with  a rigid  diet  low  on  phenyl- 
alanine so  that  mental  retardation  in  their 
children  may  be  prevented. 

Adrenogenital  syndrome 

Admittedly,  the  diseases  just  discussed 
are  rare  and  may  be  of  little  clinical  sig- 
nificance because  of  their  rarity.  Never- 
theless, discussing  them  shows  that  certain 
internal  and  external  factors  have  pro- 
found effects  on  genetically  determined 
errors  of  metabolism.  I will  turn  now  to 
another  disease  which  is  more  frequent  and 
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can  be  treated  successfully:  congenital 

adrenocortical  hyperplasia  causing  female 
pseudohermaphroditism  in  newborn  in- 
fants. 

Individuals  born  with  this  disease  show 
various  degrees  of  masculinization  of  the 
external  genitalia  caused  by  exposure  to 
excessive  amounts  of  androgens  during 
intrauterine  life.  Sometimes  at  birth  fe- 
males are  mistaken  for  males  with  un- 
descended testicles  and  hypospadia.  Fol- 
lowing birth  they  show  progressive  viriliza- 
tion. The  mode  of  inheritance  is  autoso- 
mal recessive,  but  there  is  a great  pre- 
dominance of  females  (80  per  cent). 

The  biochemical  defect  in  adrenogenital 
syndrome  is  a faulty  biosynthesis  of  cortisol 
due  to  enzymatic  blocks.  As  a conse- 
quence of  this  deficiency,  an  increased 
amount  of  ACTH  is  released  by  the 
pituitary  gland,  which  stimulates  the 
adrenals  to  synthesize  large  amounts  of 
androgens  but  only  incompletely  hy- 
droxy lated  carbon-21  intermediates  of 
cortisol.  There  are  various  types  of  enzy- 
matic blocks  resulting  in  different  types  of 
adrenogenital  syndromes.  I wonder  if 
each  type  is  a different  biochemical  ex- 
pression of  the  same  genetic  defect. 

The  point  I wish  to  make  is  the  fact  that 
these  patients,  who  formerly  lived  an 
unhappy  life  and  who  were  not  able  to 
reproduce,  can  be  treated  very  adequately 
now  that  the  mechanism  of  the  biochemical 
defect  has  become  clear.  In  1950,  Lawson 
Wilkins  began  treating  these  patients  with 
cortisone,  later  with  cortisol.  The  exog- 
enous administration  of  this  compound 
depresses  the  increased  output  of  ACTH  in 
these  patients,  which  in  turn  makes  normal 
the  rate  of  production  of  androgens  in  the 
adrenal  cortex. 

We  obstetricians  are  beginning  to  see 
the  first  pregnant  women  who  have  been 
treated  since  childhood  for  adrenogenital 
syndrome.  Considering  the  profound  hor- 
monal changes  taking  place  in  normal 
pregnancy,  these  patients  are  quite  a chal- 
lenge concerning  proper  care  and  manage- 
ment. 

Primaquine  sensitivity 

I wish  to  mention  briefly  an  example  of 
how  exogenous  factors  may  be  solely 
responsible  for  the  clinical  expression  of  an 


abnormal  genotype.  In  this  instance,  the 
exogenous  factor  is  a drug:  primaquine. 

Primaquine  and  pamaquine  produce 
acute  hemolysis  in  a certain  percentage  of 
patients  treated  for  the  infection  with 
Plasmodium  vivax.  In  the  beginning,  this 
effect  was  defined  as  a drug  intolerance. 
At  that  time,  physicians  had  no  problems 
in  telling  their  patients  about  the  etiology 
of  the  disease.  Today  we  know  that  acute 
hemolysis  following  primaquine  administra- 
tion is  due  to  a definite  inherited  bio- 
chemical defect.  The  mode  of  inheritance 
is  sex-linked,  with  variable  dominance. 

The  biochemical  defect  is  intrinsic  in  the 
red  blood  cells  of  the  patients.  This  was 
demonstrated  by  a group  of  investigators 
at  the  University  of  Chicago  in  a classic 
experiment.  Chromium-51 -labeled  eryth- 
rocytes from  sensitive  individuals  were 
transfused  to  normal  subjects.  Then  the 
recipient  received  the  drug.  Only  the 
transfused  chromium-51-labeled  erythro- 
cytes were  hemolysed. 

The  biochemical  defect  consists  of  a 
deficiency  in  glucose-6-phosphate  dehy- 
drogenase within  the  erythrocytes,  which 
makes  the  blood  cells  susceptible  to  the 
attack  of  the  drug.  Under  normal  cir- 
cumstances this  deficiency  does  not  shorten 
the  life  of  the  red  cell  unless  challenged  by 
the  drug  administered  to  the  patient.  In 
other  words,  only  a deliberate  modification 
of  the  environment  by  use  of  a drug  results 
in  an  unanticipated  disclosure  of  a genetic 
trait.  This  observation,  along  with  many 
others,  has  opened  the  door  to  a new  field 
in  pharmacology,  pharmacogenetics. 

Malformations 

According  to  Lenz,  less  than  10  per  cent 
of  all  malformations  are  presently  known 
to  have  a genetic  etiology.  Much  less  than 
1 per  cent  of  all  malformations  can  be 
classified  as  of  exogenous  origin.  By 
far  the  greater  proportion  of  these  condi- 
tions have  a presently  unknown  etiology. 

As  an  example,  I have  chosen  cleft  palate 
as  a malformation  in  which  genetic  factors 
and  environmental  factors  seem  to  be 
involved.  In  the  human  being,  girls  are 
affected  predominantly  when  only  a cleft 
palate  is  present.  In  contrast,  there  is  a 
predominance  of  boys  born  with  harelips, 
with  or  without  cleft  palates. 
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I have  selected  this  malformation  for 
discussion  because  it  can  be  produced 
experimentally  by  a variety  of  conditions, 
among  these  vitamin-deficient  diets,  hy- 
poxia, and  the  administration  of  cortisone 
during  pregnancy.  If  one  assumes  that  it 
is  an  agent  or  condition  alone  that  pro- 
duces the  malformation,  one  might  call 
these  experimentally  produced  malforma- 
tions that  are  nonhereditary  copies  of  the 
hereditary  type  of  abnormality  “pheno- 
copies.” 

However,  there  is  a species  specificity 
to  the  production  of  cleft  palates  by 
cortisone.  The  malformation  can  be  pro- 
duced readily  in  mice  and  rabbits  but  not  in 
rats.  Even  among  the  mice,  different 
strains  vary  widely  in  their  response. 
This  fact  speaks  for  the  belief  that  in 
experimentally  produced  cleft  palate  the 
genotype  of  the  individual  animal  is  of 
importance. 

On  the  other  hand,  changes  in  uterine 
environment  may  also  affect  the  frequency 
of  the  malformation  produced  by  cortisone; 
for  instance,  there  is  a higher  incidence  of 
cleft  palates  in  embryos  implanted  in  the 
distal  uterine  ends  near  the  ovaries. 
Maternal  weight,  season,  and  diets  also 
affect  the  incidence  For  instance,  a 
mouse  strain  which  is  responsive  to  corti- 
sone on  one  diet  may  be  resistant  to  the 
teratogenic  effect  of  cortisone  on  another 
diet.  From  these  observations  it  is  evident 
that  both  environmental  factors  and  genetic 
factors  are  important  even  in  so-called 
“drug-induced”  malformations. 

Cytogenetics 

In  1949,  Barr  and  Bertram  showed  that 
in  the  majority  of  nerve  cells  of  female  cats, 
a characteristic  chromatin  mass  could  be 
demonstrated  in  the  cell  nucleus.  This 
chromatin  mass  was  either  smaller  or 
absent  in  the  cells  of  male  cats.  Similar 
observations  later  were  made  on  skin 
biopsies  and  on  smears  of  cells  of  the  buccal 
mucosa  in  the  human  being.  It  is  believed 
that  the  chromatin  mass  relates  to  the 
heavier  staining  of  one  of  the  two  X 
chromosomes.  Consequently,  the  terms 
“genetic  female”  and  “genetic  male”  were 
introduced,  depending  on  the  prevalence  or 
absence  of  these  chromatin  bodies. 

When  these  technics  were  applied  to  the 


study  of  women  with  Turner’s  syndrome, 
or  gonadal  dysgenesis,  the  great  majority 
of  them  were  shown  not  to  have  the 
chromatin  mass  and  were  therefore  con- 
sidered “genetic  males.”  However,  when 
technics  for  counting  and  identifying 
chromosomes  were  developed,  it  was  shown 
that  these  patients  are  neither  “genetic 
males”  nor  “genetic  females.”  Patients 
with  gonadal  dysgenesis  usually  have  only 
45  chromosomes  instead  of  the  normal 
count  of  46.  The  missing  chromosome  is 
the  Y chromosome.  Other  variations  of 
chromosomal  idiograms  or  karyotypes  have 
been  described  in  Turner’s  syndromes,  for 
instance,  mosaics  like  XX/XO,  XXX/XO, 
or  deletion  of  part  of  one  X chromosome. 
Thus  by  use  of  modern  cytogenetic  tech- 
nics, it  could  be  demonstrated  that  cases 
of  Turner’s  syndrome  are  associated  with  a 
different  chromosome  abnormality  present- 
ing the  same  clinical  picture. 

Mongolism 

A frequent  question  asked  by  a distressed 
mother  who  has  borne  a child  with  mon- 
golism is  “What  are  my  chances  of  having 
another  child  with  this  disease?” 

The  first  step  to  take  before  answering 
this  question  is  to  determine  the  chromo- 
some count  and  the  karyotype  of  the 
affected  infant.  In  most  mongols  47 
chromosomes  are  found,  the  idiogram 
showing  an  extra  21st  chromosome.  Tri- 
somy 21  is  the  most  frequent  genome  muta- 
tion that  causes  mongolism.  The  mecha- 
nism by  which  trisomy  (a  single  chromo- 
some type  represented  three  times  instead 
of  twice)  is  caused  is  a failure  of  chromo- 
some pairs  to  separate  properly  (non- 
disjunction). 

If  trisomy  21  is  the  cause  of  monogolism 
in  the  child  under  study,  it  is  not  necessary 
to  examine  the  genotype  of  the  parents, 
since  the  chances  that  this  mother  would 
have  another  affected  child  are  not  greater 
than  those  of  any  other  woman  of  the  same 
age.  Fortunately,  this  is  true  for  the 
majority  of  cases  of  mongolism. 

However,  the  risk  for  the  birth  of  an 
affected  child  increases  considerably  when 
the  genetic  defect  in  the  mongol  is  not 
trisomy  but  is  caused  by  translocation, 
that  is,  the  attachment  of  a chromosome 
fragment  to  another  chromosome.  These 
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mongols  have  a normal  count  of  46  chromo- 
somes, but  in  one  pair  of  chromosomes  one 
of  the  chromosomes  is  larger  than  the 
other.  In  this  situation  one  of  the  parents, 
usually  the  mother,  may  have  a chromo- 
some count  of  only  45,  showing  a transloca- 
tion of  one  chromosome  to  another  with 
the  result  that  one  chromosome  in  the  pair 
21  is  missing  This  mother  appears  clini- 
cally normal  but  can  transmit  the  trans- 
located 21st  chromosome  together  with  the 
free  21st  chromosome  to  her  child,  who 
receives  a third  21st  chromosome  from  the 
father.  Therefore,  the  chances  of  such  a 
mother  (or  father)  having  another  living 
mongoloid  child  are  33  per  cent ! It  is 
obvious  from  this  discussion  that  cyto- 
genetics has  assumed  an  important  role  in 
counseling  patients  with  problems  of  this 
nature. 

Etiologic  prophylaxis 

I think  all  of  us  agree  that  once  an  ab- 
normal infant  is  born  it  should  be  treated 
effectively  whenever  possible.  Early  diag- 
nosis, even  before  the  disease  becomes 
clinically  manifest,  is  of  paramount  im- 
portance. With  the  advances  in  the  field 
of  human  genetics,  it  should  be  possible  in 
many  instances  successfully  to  assure  a 
decent  or  even  a normal  life  for  these 
individuals. 

There  is  no  “cure”  in  a genetic  disease 
because  the  faulty  specifications  of  DNA 
(deoxyribonucleic  acid)  in  the  chromosomes 
cannot  be  corrected.  When  we  treat  these 
patients  successfully  we  actually  circumvent 
the  manifestation  of  the  disease.  Cir- 
cumvention of  genetic  disease  confronts 
medicine  and  society  with  a dilemma.  It 
will  result  in  a higher  reproduction  rate; 
therefore,  the  incidence  of  genetic  disease 
will  increase  in  future  generations.  For- 
tunately, such  an  increase  would  be  at  a 
low  rate,  requiring  thousands  of  years  to 
reach  an  appreciable  incidence  in  a particu- 
lar disease. 

The  answer  to  this  problem  is  expert 
genetic  counseling  for  prospective  parents 
with  genetic  disease  or  in  whose  families 
genetic  disease  has  been  observed.  The 
physician  should  discuss  very  frankly  and 
clearly  the  risk  involved  in  producing 
diseased  children.  Detailed  knowledge  is 
required  from  the  physician  who  gives  ad- 


vice. Today  human  genetics  is  so  far 
advanced  that  even  an  expert  often  has 
difficulties  in  making  a proper  assessment. 
Before  he  can  give  his  final  advice,  he 
must  examine  the  parents  and  sometimes 
other  members  of  the  family,  often  with 
additional  biochemical  and  cytogenetic 
studies.  When  he  has  reached  a conclu- 
sion, he  should  offer  his  advice  and  state 
clearly  the  risks  involved.  Although  it  is 
finally  up  to  the  prospective  parents  to 
make  a decision,  the  physician’s  role  in  the 
prevention  of  a build-up  of  genetic  disease 
in  future  generations  is  of  decisive  im- 
portance. 

Department  of  human  genetics 

Finally  I wish  to  say  a few  words  about 
the  evolution  of  human  genetics  as  a 
discipline,  in  medicine.  During  the  past 
two  decades,  genetics  has  been  under  the 
stimulus  of  tremendous  advances.  Funda- 
mental problems  like  the  nature  of  the  gene 
have  been  studied  in  plants,  animals, 
neurospora,  bacteria,  and  viruses.  The 
principles  discovered  in  these  studies  are 
being  applied  to  the  human  being.  Bio- 
chemical genetics  has  evolved  as  a new  field. 
I mentioned  pharmacogenetics  in  my 
presentation.  The  genetic  basis  of  many 
diseases  has  been  clearly  established,  and 
you  will  hear  more  about  it.  Cytogenetics 
has  proved  to  be  a great  stimulus,  and  it 
pleases  us  physicians  since  we  like  “to  see 
things”;  we  are  “the  visual  type.”  Ge- 
netic counseling  has  evolved  as  an  im- 
portant part  of  human  genetics  which  re- 
quires a thorough  knowledge  and  cannot 
be  done  haphazardly. 

It  is  therefore  not  surprising  that  depart- 
ments of  human  genetics  have  been  created 
in  several  forward-looking  medical  schools 
in  this  country  and  abroad.  Since  there  is 
so  much  overlapping  into  all  the  other 
clinical  specialties  and  the  basic  sciences, 
such  a departmental  setup  seems  to  be 
ideal  for  the  multidisciplinary  approach. 
I am  very  happy  that  The  Albany  Medical 
College,  in  close  cooperation  with  the 
State  Department  of  Health,  has  taken 
steps  in  this  direction. 
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T HE  PHRASE  “MOLECULAR  DISEASE”  first 

appeared  in  1949  in  the  article  by  Pauling 
and  his  collaborators1  in  which  they  de- 
scribed, for  the  first  time,  the  difference  in 
electrophoretic  mobility  between  hemo- 
globins A and  S.  The  concept  of  molecular 
disease  is  touched  on,  and  although  not  fully 
discussed  in  this  classic  report,  it  is  stated 
that  “This  investigation  reveals,  therefore, 
a clear  case  of  a change  produced  in  a pro- 
tein molecule  by  an  allelic  change  in  a single 
gene  involved  in  synthesis.”  Thus  it  was 
implied  that  the  change  was  a specific  one 
in  a single  protein  molecule  (and  in  all  the 
molecules  of  that  kind  in  the  body),  that  it 
was  determined  genetically,  and  that  it 
produced  disease.  Something  of  the  con- 
cept was  already  present  in  the  work  of 
Garrod.  He  had  pointed  out  the  essential 
idea  that  a unit  loss  of  function  accounts 
for  a variety  of  clinical  effects;  not  yet  the 
idea  of  a unitary  abnormality  of  a molecule, 
but,  as  we  shall  see,  these  may  be  but  two 
different  views  of  the  same  kind  of  event. 

The  present  story  really  begins  in  Gar- 
rod’s  time  with  the  first  description  of 
sickle  cell  anemia  by  Herrick  of  Chicago  in 
1910. 2 Herrick  wrote  on  “Peculiar  Elon- 
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gated  and  Sickle-Shaped  Red  Blood  Cor- 
puscles in  a Case  of  Severe  Anemia,”  and 
sickle  cell  anemia  provides  our  best  example. 
For  this  reason  it  may  be  felt  it  is  already 
a somewhat  overworked  example.  It  was 
at  first  a very  puzzling  disease  but  became 
rapidly  clearer  with  the  almost  simultaneous 
elucidation  of  its  genetic  pattern3  4 and  of 
the  electrophoretic  difference  in  behavior 
between  hemoglobins  A and  S.1  The 
relatively  low  proportion  of  S present  in 
heterozygotes  could  be  correlated  with  little 
sickling  and  rare  symptoms  and  the  high 
proportion  in  homozygotes  with  ready  sick- 
ling and  severe  symptoms.  As  those  who 
regularly  see  patients  with  sickle  cell 
anemia  and  its  variants  will  readily  agree, 
there  is  much  individual  variability,  but 
the  reasons  for  this  have  tended  to  become 
clearer  as  new  information  is  accumulated. 

Human  hemoglobins 

Before  going  further  into  detail,  a brief 
reminder  of  the  structure  of  human  hemo- 
globin may  be  in  order.  The  molecule 
consists  of  tetramer  of  four  polypeptide 
chains,  each  with  its  heme  group  in  a cleft 
near  the  surface.  Each  molecule  has  only 
two  types  of  polypeptide  chains,  a pair  of 
each.  It  appears  that  the  chains  travel 
and  combine  only  in  pairs.  A convenient 
shorthand  is  used  for  description.  Since 
normal  A hemoglobin  has  two  alpha  and 
two  beta  chains  it  is  called  The 

other  “normal”  hemoglobins  are  expressed 
as  follows: 

A = 

Ao  = CX2  82 

F = «2at2f 

Although  we  regard  hemoglobin  as  a 
single  protein,  it  is  genetically  speaking  a 
complex  one.  The  hypothesis  of  one  gene- 
one  protein  needs  to  be  extended,  since  the 
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structure  and  synthesis  of  each  chain  must 
be  determined  by  a separate  gene  and  there 
must  be  other  genes  controlling  heme  syn- 
thesis and  perhaps  the  coordination  of 
heme  and  globin  synthesis  also.  A model 
of  the  genetic  control  of  human  hemo- 
globins must  also  include  consideration  of 
fetal  hemoglobin  formation,  involving 
another  structural  gene  for  the  gamma 
chains  of  fetal  hemoglobin  and  at  least  one 
more  locus  for  the  delta  chains  of  A2  hemo- 
globin. Hypothetical  models  for  such  a 
control  system  have  been  proposed,  based 
on  the  work  of  Jacob  and  Monod5  on  the 
control  of  enzyme  biosynthesis  in  Escher- 
ichia coli.  The  basic  Jacob  and  Monod 
model  has  now  become  a familiar  one,  so  it 
will  not  be  repeated  here;  but  it  has  provided 
a tremendous  stimulus  to  the  study  of  genetic 
control  mechanisms  in  higher  organisms, 
man  included.  It  would  seem  that  the 
generalizations  inferred  are  likely  to  be 
widely  applicable.  The  application  of  the 
model  to  human  hemoglobins  will  be  further 
discussed  in  referring  to  the  thalassemias. 
From  genetic  evidence  it  is  very  likely  that 
the  loci  for  beta  and  gamma  chain  forma- 
tion are  closely  linked;  that  is,  that  they 
are  very  close  together  on  the  same  chro- 
mosome. The  other  loci  may  or  may  not 
be  nearby.  Which  chromosomes  of  the 
set  are  concerned  is  still  unknown.  It  is 
well  worth  considering  such  complexities 
because  they  certainly  obtain  in  the  genetic 
control  of  other  proteins.  Haptoglobin, 
for  example,  is  composed  of  alpha  and  beta 
chains,  and  variations  in  the  former  account 
for  the  different  haptoglobin  types.  In- 
sulin too  is  made  up  of  alpha  and  beta 
chains,  although  variants  of  these  have  not 
yet  been  described. 

It  was  demonstrated  by  Ingram  in  1957, 6 
that  the  chemical  difference  between  hemo- 
globins S and  A resided  in  a single  amino 
acid  substitution,  of  valine  for  glutamic  acid, 
in  the  beta  chain  of  globin.  A large  series 
of  “different”  or  “abnormal”  human  hemo- 
globins are  now  known,  at  least  40,  in  15  of 
which  the  site  and  nature  of  substitution 
had  been  demonstrated  by  1963. 7 Some 
of  the  sites  are  shown  in  Figure  1.  The 
reasons  for  their  clustering  at  certain  regions 
and  for  the  relative  commonness  of  beta 
chain  variants  are  not  known  but  provide 
an  interesting  source  of  speculation. 

What  is  immediately  suggested  by  such  a 


FIGURE  1.  Alpha  and  beta  chains  of  human 
hemoglobin,  schematically  represented,  showing 
numbered  sites  of  substitution  in  15  hemoglobin 
variants.7 


figure  is  the  corresponding  chain  structure 
which  determines  the  specific  sequence  of 
amino  acids,  namely  the  DNA  (deoxyri- 
bonucleic acid)  segments  making  up  the 
appropriate  locus  on  the  chromosome. 
Each  amino  acid  site  on  the  polypeptide 
chain  must  be  determined  by  an  active  site 
on  the  DNA  chain.  The  fascinating  com- 
plexities of  coding  and  of  the  pathway 
through  RNA  (ribonucleic  acid)  by  which 
the  specific  gene  actually  produces  the 
specific  end-product  protein  will  be  dis- 
cussed in  a later  report.8 

Sickle  cell  anemia 

We  must  go  back  to  consider  the  effect  of 
hemoglobin  variants  in  the  individual  pos- 
sessor. It  is  difficult  to  draw  the  line  be- 
tween disease  and  mere  variation.  The 
homozygous  state  for  S hemoglobin  is  a 
near-lethal  one,  yet  to  be  homozygous  for 
hemoglobin  C,  D,  or  E is  an  almost  trivial 
state  often  discovered  only  by  chance. 
Yet  are  all  of  these  to  be  called  “molecular 
disease”? 

Of  the  clinical  picture  of  sickle  cell 
anemia,  Herrick2  wrote: 

We  were  at  a loss  to  account  for  this 
peculiar  complexus  of  symptoms.  A con- 
dition evidently  chronic.  . .yet  with  acute 
exacerbations,  a condition  not  clearly  ex- 
plained on  the  basis  of  an  organic  lesion  in 
any  one  organ,  yet  showing  cardiac  enlarge- 
ment, albuminuria  and  cylindruria,  general 
adenopathy,  icterus,  with  a secondary  anemia 
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FIGURE3.  Mechanisms  of  disease  in  homozygous 
sickle-cell  anemia. 


FIGURE  2.  Mechanisms  of  disease  in  cartilage 
anomaly  of  rats.9 


not  remarkable  for  the  great  reduction  in 
red  corpuscles  or  hemoglobin,  but  strikingly 
atypical  in  the  large  number  of  nucleated 
red  corpuscles  on  the  normoblastic  type  and 
in  the  tendency  of  the  erythrocytes  to  assume 
a slender  sickle-like  shape. 

Studies,  some  already  mentioned,  made  in 
the  years  since  he  wrote  this  now  allow  us 
to  use  sickle  cell  anemia  as  a model  scheme 
for  the  way  in  which  a structural  gene  muta- 
tion can  produce  widespread  effects  in 
many  different  tissues.  Such  schemes  fol- 
low on  from  those  provided  by  Gruneberg9 
for  hereditary  defects  in  animals,  an  excel- 
lent example  being  the  cartilage  anomaly 
of  rats,  shown  in  Figure  2.  This  is  due  to  a 
recessive  trait,  which  in  the  homozygous, 
state  is  lethal.  The  primary  defect  is  one  of 
cartilage  histogenesis;  in  the  homozygote 
cartilage  overgrows,  interfering  with  the 
proper  development  of  most  tissues  and  or- 
gans associated  with  it.  The  main  burden 
falls  on  the  respiratory  system,  but  there 
are  secondary  and  subsequent  complica- 
tions, including  polycythemia  and  cardiac 
failure.  This  is  like  the  old  nursery  rhyme 


in  which  “for  the  want  of  a nail  the  shoe 
was  lost,  for  the  want  of  the  shoe  the  horse 
was  lost,  for  the  want  of  the  horse  the  ri- 
der was  lost,  for  the  want  of  the  rider  the 
battle  was  lost,  for  the  want  of  the  battle 
the  kingdom  was  lost,  and  all  for  the  want 
of  a horseshoe  nail.” 

A similar  scheme  for  sickle  cell  anemia 
deserves  more  detailed  consideration  and  is 
shown  here  (Fig.  3).  Knowledge  of  this 
outline  scheme  might  be  thought  to  provide 
us  with  means  of  interrupting  these  suc- 
cessive and  sometimes  viciously  spiralling 
events.  It  might  be  thought  that  since 
relatively  minor  shifts  in  the  equilibrium 
produce  these  drastic  changes,  minor  ma- 
nipulation of  the  environment  might  prevent 
them.  However,  in  contrast  to  the  logical 
sequence  of  the  chain  of  events  shown  here, 
the  day-to-day  therapy  of  sickle  cell  anemia 
and  its  variants  is,  sadly,  a series  of  sympto- 
matic shifts  and  devices.  This  is  despite 
the  ardent  efforts  of  many  physicians.  Con- 
tinuous oxygen  therapy,  which  would  be 
thought  effective  if  generally  impracticable, 
has  given  surprisingly  poor  results. 10  Many 
kinds  of  drug  treatment  have  been  tried  in 
an  effort  to  inhibit  sickling  or  halt  it  and 
prevent  thrombosis  and  infarction,  and 
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they  have  been  generally  ineffective.11 
The  latest  to  be  advocated  in  this  long  series 
is  the  intravenous  infusion  of  magnesium 
sulfate,  which  Hugh-Jones,  Lehmann, 
and  McAlister12  have  found  beneficial  for 
control  of  painful  crisis,  combined  with 
alkali  therapy  on  a long-term  basis. 

Before  proceeding  to  a somewhat  wider 
view  of  molecular  disease,  it  is  worth  point- 
ing out  that  the  homozygous  states  for 
hemoglobins  C,  D,  and  E produce  minor 
red  cell  abnormalities  and  mild  hemolytic 
disease,  but  the  mechanism  by  which  they 
do  so  is  unknown.  They  also  produce 
some  degree  of  red  cell  hypochromia,  as  if 
they  also  interfered  with  the  rate  of  hemo- 
globin synthesis,  which  the  S hemoglobin 
mutation  does  not  appear  to  do.  This 
reminds  us  that  it  had  been  proposed  by 
Itano13  that  each  substitution  might  be 
associated  with  a particular  rate  of  syn- 
thesis, some  slower  than  others  and  perhaps 
leading  to  red  cell  hypochromia.  This  will 
come  up  again  in  considering  thalassemia. 
References  to  these  disorders  will  be  found 
in  the  reviews  by  Ingram7  and  by  Ruck- 
nagel  and  Neel.14 

Molecular  disease 

A wider  view  of  molecular  disease  is 
proposed  by  Zuckerkandl  and  Pauling15 
in  a recent  review.  They  write  that  the 
term  molecular  disease  relates  “to  altered 
relationships  between  molecules  traceable 
to  altered  genes.”  Clearly,  this  could  ex- 
tend the  field  to  most  of  the  inherited  dis- 
eases, and  I am  somewhat  relieved  that  the 
limitations  of  time  and  my  terms  of  refer- 
ence restrict  me  to  the  hemoglobinopathies. 
This  view  does,  however,  perhaps  allow  me 
to  include  some  discussion  of  the  thalas- 
semias and  hence  of  genetic  control  mech- 
anism. Three  types  of  molecular  disease 
are  considered:  (1)  the  mutation  interferes 
with  the  adaptation  of  the  molecule  to  the 
intracellular  environment  (nemoglobin  S); 
(2)  the  mutation  interferes  with  molecular 
function  (hemoglobin  M);  and  (3)  the  mu- 
tation interferes  with  the  rate  of  synthesis 
of  a molecule  that  is  functionally  fit  (thalas- 
semias).15 

The  first  type  is  the  one  already  dis- 
cussed; the  molecular  abnormality  of 
hemoglobin  S does  not  interfere  with  its 
primary  function  in  transporting  oxygen; 


it  does  interfere,  drastically,  with  its  rela- 
tionship to  other  molecules. 

The  second  type  is  exemplified  by  the  M 
or  methemoglobin-forming  hemoglobins, 
in  which  the  molecular  abnormality  does 
interfere  with  the  primary  function  of 
oxygen  transport.  Although  rare,  several 
types  due  to  different  substitutions  have 
now  been  described.  However,  in  all  of 
these  the  substitution  is  at  a site  on  the 
chain  near  the  heme-globin  attachment  so 
that  interference  with  the  reactivity  of  the 
heme  group  can  be  understood.  Apart 
from  the  hemoglobinopathies,  many  or  all 
of  the  inborn  errors  of  metabolism,  due  to 
unitary  losses  of  function,  may  represent 
molecular  diseases  of  this  type.  The 
enzyme  or  a cofactor  concerned  with  the 
metabolic  step  may  be  synthesized  but  in 
an  aberrant  form  with  diminished  or  absent 
activity.  The  alternative  view  might  be 
that  the  disease  is  of  the  third  type  and  the 
molecule  is  functionally  fit  but  produced 
in  very  small  amounts  or  not  at  all.  Thus 
we  see  how  the  widened  concept  brings  us 
back  to  Garrod  and  the  inborn  errors. 

The  third  type  allows  the  introduction  of 
the  thalassemias,  since  many  authors  have 
come  to  regard  them  as  defects  of  hemo- 
globin-control mechanisms. 

Thalassemias 

Thalassemias  should  certainly  be  re- 
garded as  a heterogeneous  group  of  dis- 
orders, but  the  common  or  classical  type  is 
the  one  which  has  come  to  be  called  beta 
thalassemia  and  is  associated,  in  the  hetero- 
zygous state,  with  an  elevated  level  of  the 
minor  A2  hemoglobin  component.  In  this, 
as  in  rarer  forms  of  thalassemia,  it  must  be 
emphasized  that  no  structural  or  known 
chemical  abnormality  of  the  hemoglobin  has 
yet  been  demonstrated  despite  considerable 
effort.  The  molecule  is  functionally  fit  but 
is  produced  in  insufficient  amounts. 

Earlier  theories  of  the  causation  of  thalas- 
semia have  been  discussed  elsewhere.16 
Primary  defects  in  both  heme  and  globin 
production  were  considered.  At  present 
attention  is  centered  on  globin,  and  the 
abnormalities  which  have  been  noted  in  the 
heme  synthesis  pathway  and  the  excess 
production  of  bile  pigment  from  “ineffective 
erythropoiesis”  are  usually  regarded  as 
secondary  effects.17 
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FIGURE  4.  Scheme  for  control  of  beta,  delta,  and  gamma  chains  of  hemoglobin.20  “High  fetal”  mutation 
would  be  regarded  as  occurring  at  operator  1 site  and  beta  thalassemias  at  site  marked  X. 


The  “substitution”  hypothesis  relating  to 
globin  suggested  that  there  might  be  a 
cryptic  substitution  in  a polypeptide  chain 
which  would  be  associated  with  a character- 
istically slower  rate  of  synthesis  but  which 
would  not  be  detectable  electrophoretically 
because  it  did  not  produce  an  alteration  in 
net  charge.13’18  Present  evidence  is  against 
such  a hypothesis,  since  search  for  substi- 
tutions, including  complete  amino  acid 
analyses  of  the  beta  chain,  has  failed  to 
reveal  any.19 

A second  hypothesis  discussed  by  Ingram 
and  Stretton18  as  the  “tap”  hypothesis,  has 
recently  been  elaborated  by  Zuckerkandl.20 
This  type  of  hypothesis  proposes  that  the 
thalassemia  mutations  determine  a slow 
rate  of  synthesis  by  the  structural  gene  for 
either  the  alpha  chains,  alpha  thalassemia, 
or  the  beta  chains,  beta  thalassemia.18  20-24 
Thus,  in  the  common  type  of  beta  thalas- 
semia, beta  chain  production  is  slow,  there 
are  proportionately  more  delta  and  gamma 
chains  available,  and  thus  the  proportions 
of  A>  and  F hemoglobins  are  increased. 
All  of  such  schemes  are  subject  to  the  prob- 
lems raised  by  F hemoglobin7-14:  (1)  that  at 
about  the  time  of  birth  F hemoglobin 
(gamma  chain)  production  is  switched  off 
and  A hemoglobin  (beta  chain)  production  is 
substituted;  (2)  that  there  exists  a mutation, 
called  the  “high  fetal”  gene,  determining 
continued  F hemoglobin  production  in  adult 
life  in  the  heterozygous  state,  and  in  the 
homozygous  state  causing  the  individual 
to  produce  F hemoglobin  only.  This  is  not 
associated  with  any  disease  or  any  other 
hematologic  anomaly  either  in  the  heter- 
ozygous or  homozygous  state. 

The  F hemoglobin  problems  at  the  same 
time  contribute  considerable  help  in  the 
elaboration  of  the  scheme,  such  as  that 


shown  in  Figure  4,  which  represents  the 
simplest  discussed  by  Zuckerkandl.20  In 
fetal  life  Regulator  1 is  repressing  Operon  1 
so  that  Operon  2 is  active  in  producing 
gamma  chains  and  fetal  hemoglobin  is  the 
only  product.  It  is  assumed  that  heme 
and  alpha  chain  production  are  coordinately 
regulated  elsewhere.  At  or  near  birth  an 
Inducer  1 combines  with  and  blocks  the 
activity  of  repressor  1 so  that  Operon  1 can 
come  into  action.  In  turn,  this  leads  to  the 
production  of  repressor  2 which  can  shut  off 
Operon  2.  However,  Operon  2 can  be 
activated  while  1 is  still  working  if  an 
Inducer  2 is  postulated  to  release  it.  The 
high  fetal  gene  may  be  regarded  as  a muta- 
tion of  Operator  1 so  that  Operon  1 cannot  be 
activated,  or  what  would  produce  the  same 
end  result,  a deletion  of  the  whole  Operon. 
Beta  thalassemia  is  postulated  by  Zucker- 
kandl in  this  scheme  to  be  a mutation  down- 
stream of  the  delta  locus  but  causing  im- 
paired production  of  beta  chains.  Deletion 
of  the  beta  locus  cannot  be  postulated  be- 
cause variable  amounts  of  beta  chain  are 
produced. 

It  must  be  emphasized  that  at  the  present 
time  although  the  structural  genes  must 
have  a true  physiologic  existence,  in  man  the 
regulators,  operators,  repressors,  and  in- 
ducers have  as  yet  only  a hypothetical 
existence.  An  important  piece  of  direct  evi- 
dence does  come  from  a point  further  down 
the  chain  of  events,  at  the  ribosome  level. 
Marks  and  his  collaborators  have  studied 
the  in  vitro  activity  of  isolated  ribosomes 
from  reticulocytes  in  incorporating  tagged 
amino  acids  into  globin.24-25  When  tagged 
leucine  was  the  amino  acid,  the  amount 
incorporated  into  protein  by  thalassemic 
ribosomes  was  considerably  less  than  that 
incorporated  by  control  samples.  How- 


1638  New  York  State  Journal  of  Medicine  / June  15,  1965 


ever,  when  isoleucine  was  used,  which  is 
present  in  fetal  but  not  in  adult  hemo- 
globin, its  incorporation  was  greater  in 
thalassemic  samples  than  in  the  controls. 
These  findings  appear  to  confirm  the  general 
concept  of  a specific  defect  of  hemoglobin 
A production  and  suggest  that  it  is  indeed 
in  the  globin  moiety. 

While  such  a concept  goes  a very  long 
way  to  explain  the  manifestations  of  the 
thalassemias  and  is  particularly  satisfying 
from  a genetic  viewpoint,  there  remain  a 
number  of  unexplained  features.  The  de- 
tails of  the  pathogenesis  of  hypochromia, 
shortened  red  cell  survival,  and  ineffective 
erythropoiesis  remain  to  be  worked  out. 
As  in  sickle  cell  disease,  therapy  remains 
symptomatic  and  relatively  ineffective. 

Consideration  of  these  problems  reminds 
us  that  the  attempt  to  understand  the 
mechanisms  of  disease  has  led  us  unavoid- 
ably into  some  of  the  most  difficult  but 
exciting  problems  of  human  biology.  In 
this  borderland  clinical  medicine  and  basic 
studies  come  quite  closely  together.  Ad- 
vances in  one,  whether  clinical  or  basic,  are 
likely  to  influence  the  other  quite  quickly. 
Thus  it  is  that  while  the  current  therapy  of 
these  disorders  is  symptomatic  and  con- 
servative it  is  not  at  all  unlikely  that  much 
more  drastic  and  effective  methods  may  lie 
just  around  the  corner.  Would  it  be  pos- 
sible, for  instance,  to  influence  the  switch- 
over mechanism  so  that  F hemoglobin 
production  might  be  continued  in  post- 
natal life  in  a case  of  severe  sickle  cell 
disease?  Would  it  be  possible  to  alter  the 
operation  of  a faulty  regulator  or  operator 
in  thalassemia?  Those  who  have  been 
considering  the  problems  of  molecular  dis- 
ease from  the  general  and  biologic  stand- 
point are  the  most  optimistic  that  solutions 
of  this  kind  are  both  possible  and  not  too 
distant  in  the  future.15’26  27 
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During  the  past  five  years  the  number 
of  articles  which  have  appeared  in  the 
medical  literature  concerning  chromosomal 
abnormalities  in  man  has  been  over- 
whelming. Perhaps  some  of  you  share  my 
frustration  in  trying  to  “keep  up”  with  the 
exciting  work  of  cytogeneticists.  I feel 
like  Alice  in  Through  the  Looking  Glass 
who  said  to  the  Red  Queen,  “Well,  in  our 
country  you’d  generally  get  to  somewhere 
else — if  you  ran  very  fast  for  a long  time 
as  we’ve  been  doing.”  “A  slow  sort  of 
country!,”  said  the  Queen.  “Now,  here, 
you  see,  it  takes  all  the  running  you  can 
do  to  keep  in  the  same  place.  If  you 
want  to  get  somewhere  else  you  must  run 
at  least  twice  as  fast  as  that!” 

Indeed,  we  would  have  to  run  very  fast 
to  begin  to  comprehend  all  the  knowledge 
that  has  been  compiled  regarding  human 
chromosomal  abnormalities.  However,  it  is 
important  for  us  as  clinicians  to  acquire 
basic  information  about  cytogenetics  and 
to  recognize  the  value  of  chromosomal 
analyses  in  diagnosis  and  in  genetic  counsel- 
ing.1-10 

Basic  facts  in  human  cytogenetics 

The  rapid  acquisition  of  knowledge  in 
human  cytogenetics  was  made  possible 
by  the  development  of  practical  methods 
of  tissue  culture  for  the  study  of  human 
chromosomes.  At  present  three  types  of 
specimens  are  used  to  obtain  dividing 
cells  in  vitro,  namely,  peripheral  leuko- 
cytes, bone  marrow,  and  other  tissue  such 
as  skin,  fascia,  and  gonad.  Peripheral 
leukocytes  are  used  most  commonly  be- 

These  studies  were  supported  by  Research  Grants  CA- 
06312,  AM-02504,  and  Training  Grant  Tl-AM-5277, 

National  Institutes  of  Health,  Bethesda,  Maryland. 

* Recipient  of  Research  Career  Development  Award 
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cause  they  are  readily  available  and  are 
not  difficult  to  process. 

In  1956  the  normal  diploid  number  in 
the  human  being  was  firmly  established 
as  46,  males  having  22  pairs  of  autosomes 
(nonsex  chromosomes)  and  an  XY  sex  chro- 
mosome pattern,  females  having  22  pairs 
of  autosomes  and  an  XX  sex  chromosome 
pattern.  One  of  each  pair  of  chromosomes 
is  maternal  in  origin  and  the  other  is 
paternal.  Figure  1 shows  the  paired  chro- 
mosomes from  a single  diploid  cell.  This 
is  a karyotype,  arranged  in  groups  according 
to  length  and  centromere  position.  The 
differences  between  groups  are  clear,  while 
the  chromosomes  within  each  group  are 
difficult  to  distinguish  from  one  another. 
Thus  we  may  designate  an  abnormality  as 
being  a trisomy  13-15  when  there  is  an 
extra  chromosome  present  which  most 
closely  resembles  those  in  that  particular 
group.  This  numbering  system  was  adopted 
in  1960  by  an  international  study  group 
meeting  in  Denver,  Colorado,  and  is  used 
throughout  the  world. 

With  current  technics  the  cytogeneticist 
is  able  to  detect  abnormalities  in  total 
number  of  chromosomes,  to  define  which 
group  of  chromosomes  is  involved  in  the 
abnormality,  and  to  recognize  gross  struc- 
tural changes  in  chromosomes. 

The  most  commonly  described  structural 
alterations  are  the  result  of  breakage  of 
chromosomes  and  rejoining  of  the  ends  in 
new  ways.  If  such  a rearrangement  takes 
place  between  two  chromosomes  of  dif- 
ferent pairs  without  loss  of  any  chromatin 
material,  we  refer  to  it  as  a balanced 
change  or  reciprocal  translocation,  and 
there  usually  is  no  phenotypic  effect. 
However,  if  duplication  or  loss  of  chromatin 
material  occurs,  there  is  usually  a severe 
or  even  lethal  phenotypic  effect  because  of 
genetic  imbalance. 

Numerical  abnormalities  may  involve 
either  the  autosomes  or  the  sex  chromo- 
somes. Few  autosomal  disorders  have 
been  described,  apparently  because  most 
abnormalities  are  either  too  great  for 
survival  of  the  zygote  or  too  small  for 
detection  by  the  cytogeneticist.  Trisomy 
(a  single  chromosome  type  is  represented 
three  times  instead  of  twice)  is  the  primary 
numerical  abnormality  of  autosomes  which 
is  compatible  with  life,  and  it  is  associated 
with  severe  phenotypic  defects.  Loss  or 
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FIGURE  1.  Female  karyotype.  Chromosomes  are  numbered  in  order  of  decreasing  size  and  according  to 
the  position  of  the  centromere.  Chromosomes  within  a particular  group  (A,  B,  C,  and  so  on)  are  difficult  to 
distinguish  from  one  another.  The  X chromosomes  resemble  group  6-12.  If  a Y chromosome  was  present 
it  would  besimilarto  numbers 21and22. 


Female  Male 

Mongol  Mongol 


FIGURE  2.  Schematic  representation  of  non- 
disjunction during  oogenesis  showing  formation  of 
a female  or  male  mongol  due  to  trisomy  of  chromo- 
some 21  in  the  zygote. 

gain  of  the  sex  chromosomes,  however, 
seems  to  be  well  tolerated,  and  many 
numerical  abnormalities  have  been  de- 
scribed. 

The  most  common  cause  of  a numerical 
chromosomal  abnormality  where  all  cells 


of  the  body  are  similarly  affected  is  the 
process  of  nondisjunction  during  meiosis 
in  one  or  the  other  or  both  of  the  parents. 
In  nondisjunction  both  members  of  a 
chromosome  pair  are  incorporated  in  one 
daughter  nucleus  because  of  failure  of 
separation.  It  is  also  possible  for  one 
chromosome  to  lag  behind  when  daughter 
nuclei  are  separating  (anaphase  lag)  and 
become  lost  or  incorporated  in  the  wrong 
cell.  Figure  2 demonstrates  the  manner 
by  which  nondisjunction  in  the  female  may 
lead  to  trisomy  21  or  mongolism.  Since 
there  is  a striking  increase  in  the  incidence 
of  mongolism  with  rising  maternal  age, 
it  is  presumed  that  maternal  age,  maternal 
nondisjunction,  and  mongolism  are  inter- 
related. Other  autosomal  trisomy  syn- 
dromes may  arise  in  a similar  fashion. 
More  frequently  nondisjunction  involves 
the  sex  chromosomes.  Figure  3 depicts 
the  way  in  which  monosomy  X or  an 
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FIGURE  3.  Gonadal  dysgenesis.  Schematic  representation  depicting  the  formation  of  an  XO  zygote  due 
to  nondisjunction  during  oogenesis  or  spermatogenesis.  Gonadal  dysgenesis  is  associated  with  XO  sex 
chromosome  pattern. 


Non-disjunction  During  Oogenesis  Non-disjunction  During  Spermatogenesis 


FIGURE  4.  Klinefelter’s  syndrome.  Diagrammatic  representation  showing  formation  of  an  XXY  zygote 
and  Klinefelter's  syndrome  due  to  nondisjunction. 


XO  pattern  may  arise.  Figure  4 is  a 
schematic  representation  showing  the  oc- 
currence of  trisomy  of  the  sex  chromosomes 
with  an  XXY  pattern. 

Nondisjunction  may  also  take  place 
during  the  first  or  subsequent  mitotic 
divisions  of  the  fertilized  ovum  (Fig.  5). 
When  this  occurs  two  or  more  cell  lines, 
each  containing  a distinct  chromosomal 
pattern,  develop,  and  the  individual  is 
said  to  have  mosaicism.  Sometimes,  all 
tissues  in  the  body  do  not  show  mosaicism 
because  of  variations  in  the  time  of  origin 
in  relation  to  development  and  because  of 
different  growth  rates  among  cell  types. 
Therefore,  a mosaic  may  not  be  detected 
by  examination  of  a single  tissue  or  a 
single  biopsy  specimen.  It  is  suggested 
when  two  or  more  discrete  and  consistent 
chromosome  patterns  are  found  in  culture 
of  the  same  tissue  on  more  than  one  occasion 
or  when  there  are  consistent  differences  in 
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FIGURE  5.  Mitosis.  Formation  of  a mosaic  chro- 
mosome pattern  due  to  anaphase  lag  (XX/XO) 
or  nondisjunction  (XO/XXX)  during  early  mitotic 
divisions  of  the  zygote. 


the  chromosome  pattern  between  two  or 
more  tissues. 
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FIGURE  6.  Transmission  of  translocated  mongol- 
ism. The  mother  has  45  total  chromosomes  and 
is  a carrier  of  15/21  translocation  (A).  At  meiosis 
theoretically  four  different  gametes  can  be  formed 
(B).  Fertilization  with  a normal  sperm  results  in 
normal  zygote  (1),  lethal  monosomy  21  (2),  mon- 
golism (3),  and  carrier  of  15/21  translocation  (4). 


Clinical  considerations 

Autosomal  disorders.  The  most  fre- 
quent autosomal  trisomy  compatible  with 
life  involves  chromosome  21  and  causes 
mongolism  (Down’s  syndrome).  The  clin- 
ical features  of  this  disorder  are  well 
known  and,  in  most  cases,  the  physician 
does  not  need  a chromosomal  analysis  to 
make  an  accurate  diagnosis. 

Chromosome  studies  of  large  numbers  of 
persons  with  mongolism  have  disclosed  a 
small  group  of  patients  who  have  46 
chromosomes  (instead  of  the  usual  47), 
with  a structural  abnormality  of  one  of 
them  due  to  a reciprocal  translocation  be- 
tween chromosome  21  and  another 
autosome,  most  often  number  15.  This 
translocation  mongolism  is  most  often 
found  among  affected  offspring  of  young 
mothers  and  in  families  with  a history  of 
mongolism.  The  clinical  manifestations 
are  not  different  from  those  due  to  “reg- 
ular” trisomy  21.  Often  one  of  the  parents 
of  an  individual  with  translocation  mon- 
golism is  a carrier  of  the  translocated 
chromosome  and  has  a total  chromosome 
count  of  45  because  one  chromosome  21  is 
fused  with  another  autosome.  This  parent 
is  phenotypically  normal  because  no  sig- 
nificant loss  or  addition  of  chromatin 
material  has  occurred  (balanced  trans- 
location). However,  the  translocated  chro- 
mosome can  be  transmitted  as  shown  in 


TABLE  I.  Characteristic  abnormalities  in  trisomy 
13-15  and  trisomy  16-18  syndromes 


Trisomy  13-15  syndrome 
Mental  retardation 
Apneic  spells 
Deafness 
Microphthalmus 
Coloboma 

Low-set  and  abnormal  ears 
Cleft  palate,  harelip 
Polydactyly  fingers  and  toes 
Congenital  heart  defect 
Hemangiomata 


Trisomy  16-18  syndrome 
Failure  to  thrive 
Mental  retardation 
Hypertonicity 
Abnormal  and  low-set  ears 
Micrognathia 

Flexion  deformity  index 
finger 

Congenital  heart  defect 
Short  large  toes 
Rocker  bottom  feet 
Prominent  occiput 


FIGURE  7.  Photograph  of  infant  with  trisomy 
16-18  syndrome.  Note  low-set  ears,  hypoplastic 
mandible,  flexion  deformity  of  fingers,  and  hy- 
pertonicity with  scissoring  of  legs. 


Figure  6,  and  the  theoretical  incidence  of 
mongolism  in  the  offspring  of  the  carrier  is 
1 in  every  4 infants.  Thus,  the  occurrence 
of  mongolism  is  much  greater  in  offspring 
of  translocation  carriers  than  in  the  off- 
spring of  genetically  normal  parents.  It  is 
important  to  determine  the  chromosome 
pattern  in  young  mothers  who  have  off- 
spring with  mongolism  or  who  have  a 
family  history  of  affected  members. 

Autosomal  mosaicism  may  be  found  in 
mongolism.  Such  individuals  have  a nor- 
mal complement  of  chromosomes  in  some 
of  their  cells  and  trisomy  21  in  others. 
They  do  not  have  the  usual  severe  stigmata 
of  the  disorder  but  look  like  “mild” 
mongols.  It  is  important  to  identify 
these  individuals  because  a high  incidence 
of  mongolism  is  to  be  expected  in  their 
progeny. 

Patients  with  trisomy  13-15  and  trisomy 
16-18  are  seen  much  less  frequently  than 
those  with  mongolism.  The  physical 
features  are  so  characteristic  that  an 
accurate  diagnosis  can  usually  be  made  by 
the  physician  before  chromosomal  analysis 
is  done  (Table  I,  Fig.  7).  Unfortunately, 
the  anomalies  in  both  of  these  trisomies 
are  so  severe  that  death  usually  occurs 
within  the  first  year  of  life.  Translocated 
chromosomes  and  mosaic  patterns  appear 
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to  be  very  rare.  If  there  is  a family 
history  of  multiple  congenital  anomalies  or 
similarly  affected  members,  chromosomal 
analysis  should  be  performed  on  the 
parents. 

Sex  chromosome  abnormalities.  Most 
chromosomal  abnormalities  involving  the 
sex  chromosomes  are  compatible  with  life 
and  are  not  associated  with  severe  pheno- 
typic defects.  Therefore,  many  persons 
with  these  disorders  are  present  in  the 
population,  and  the  number  of  chro- 
mosomal disorders  that  has  been  described 
is  legion.  To  establish  a practical  method 
for  screening  these  patients  for  diagnosis 
it  is  advantageous  to  divide  them  into  two 
groups,  phenotypic  males  and  phenotypic 
females. 

Phenotypic  males  should  be  suspected 
of  having  a sex  chromosome  abnormality 
when  the  following  clinical  features  are 
present  alone  or  in  combination:  cryptor- 
chidism, atrophic  testes,  mental  retarda- 
tion, gynecomastia,  eunuchoid  proportions, 
poorly  developed  secondary  sexual  char- 
acteristics, gross  malformations  of  the 
external  genitalia,  and  infertility.  Deter- 
mination of  the  sex  chromatin  pattern 
by  use  of  the  buccal  smear  is  a very 
satisfactory  screening  test  because  most 
sex  chromosome  abnormalities  in  the  phe- 
notypic male  are  associated  with  the  presence 
of  more  than  one  X chromosome.  There- 
fore, these  individuals  will  have  at  least 
one  chromatin  body  present  in  the  majority 
of  cells  on  nuclear  sexing  (chromatin 
positive)  in  contrast  to  XY  males  who  lack 
a chromatin  body  in  their  cells  (chromatin 
negative).  These  males  can  be  classified 
as  having  variations  of  Klinefelter’s  syn- 
drome, typical  sex  chromosome  counts 
being  XXY,  XXYY,  XXXY,  and  X- 
XXXY.  In  general,  the  greater  the  num- 
ber of  X chromosomes  the  greater  the 
degree  of  mental  retardation. 

Phenotypic  females  should  be  suspected 
of  having  a sex  chromosomal  disorder 
when  the  following  clinical  features  are 
present  alone  or  in  combination:  un- 

explained short  stature,  mental  retardation, 
webbed  neck  and  malformed  ears,  con- 
genital lymphedema,  absence  of  secondary 
sexual  development,  and  primary  amenor- 
rhea. Nuclear  sexing  is  a useful  screening 
test  in  many  cases  because  either  a chro- 
matin negative  pattern  or  an  unusual 


FIGURE  8.  Phenotypic  female  with  classical 
Turner’s  syndrome  (gonadal  dysgenesis).  Sex 
chromatin  pattern  is  negative,  and  sex  chromo- 
some pattern  is  XO. 

chromatin  positive  pattern  will  be  found, 
the  unusual  positive  pattern  consisting  of 
an  intermediate  percentage  of  positive 
cells  or  more  than  one  chromatin  body  per 
cell. 

The  phenotypic  female  with  the  classic 
findings  of  Turner’s  syndrome  or  gonadal 
dysgenesis  is  readily  recognized  by  all 
physicians  because  of  her  short  stature, 
webbed  neck,  small  mandible,  shield  chest, 
cubitus  valgus,  and  sexual  infantilism 
(Fig.  8).  These  patients  have  a negative 
sex  chromatin  pattern  and  an  XO  sex 
chromosome  pattern.  However,  the  clin- 
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FIGURE  10.  Three  girls,  ages  five,  eight  and  three- 
quarters,  and  thirteen  years  respectively,  who  have 
XX/XO  mosaicism.  All  sought  medical  attention 
because  of  short  stature. 

more  evident  during  later  childhood  and 
the  adolescent  years.  There  is  little  or  no 
associated  retardation  in  osseous  matura- 
tion. Height  seldom  exceeds  53  to  54 
inches.  Patients  whose  sex  chromatin 
pattern  is  negative  usually  have  an  XO  sex 
chromosome  pattern,  while  those  whose 
sex  chromatin  pattern  is  intermediate  be- 
tween negative  and  positive  will  have  a 
mosaic  pattern  such  as  XX/XO. 

Females  with  XXX  and  XXXX  sex 
chromosome  patterns  have  also  been  de- 
scribed. These  patients  often  show  no 
phenotypic  expression  of  their  chromosomal 
abnormality  except  mental  retardation. 
Some  of  them  are  fertile.  The  diagnosis  is 
suspected  during  nuclear  sexing  when  more 
than  one  chromatin  body  is  found  in  the 
cells. 

Phenotypic  females  who  have  the  syn- 
drome of  testicular  feminization  have  a 
negative  sex  chromatin  pattern  and  XY 
sex  chromosomes.  Many  patients  with 
ovotestes  have  been  reported  to  possess  an 
XX  sex  chromosome  constitution,  while 
others  have  a mosaic  pattern  such  as 
XX/XY. 

Chromosomal  analyses  are  important  in 
all  patients  who  are  suspected  of  having 
sex  chromosome  abnormalities  by  phe- 
notypic appearance  or  sex  chromatin  pat- 
tern. Not  only  do  such  studies  permit 
diagnosis  of  these  disorders  in  early  child- 
hood but  they  also  help  the  physician  to 
prepare  the  patient  and  his  family  for 
later  years  when  short  stature,  lack  of 


FIGURE  9.  A two  and  a half-year-old  girl  with 
congenital  lymphedema  and  congenital  glaucoma 
who  has  a negative  sex  chromatin  pattern  and  an 
XO  sex  chromosome  count.  Note  the  mild  pheno- 
typic effect  of  XO  abnormality. 

. 

ical  picture  is  often  not  so  striking  in  girls 
with  gonadal  dysgenesis,  particularly  when 
there  is  a mosaic  sex  chromosome  pattern 
present.  The  most  common  physical  char- 
acteristics are  short  stature  of  obscure 
causation  at  any  age  and  lack  of  secondary 
sexual  development  in  later  life.  Mental 
retardation,  low  hairline,  small  mandible, 
prominent  ears,  and  broad  chest  are  also 
frequently  observed  (Figs.  9 and  10). 
The  retardation  in  linear  growth  becomes 
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secondary  sexual  development,  or  in- 
fertility assume  increasing  importance. 
Likewise,  epidemiological  studies  of  family 
members  may  yield  information  regarding 
the  production  of  these  chromosome  errors. 

Summary 

Autosomal  abnormalities  (trisomy  13-15, 
16-18  and  21)  are  accompanied  by  severe 
phenotypic  defects  and  occur  much  less 
frequently  than  sex  chromosome  abnor- 
malities. 

Chromosome  analysis  should  be  per- 
formed on  young  mothers  who  have  off- 
spring with  mongolism  (Down’s  syndrome) 
or  who  have  a family  history  of  mongolism 
because  they  may  be  carriers  of  a trans- 
located chromosome  21.  These  individuals 
have  a greater  chance  of  having  progeny 
with  mongolism  than  mothers  who  are 
genetically  normal. 

Sex  chromosome  disorders,  especially 
mosaicism,  are  very  common  and  usually 
are  associated  with  only  mild  physical 
abnormalities.  (1)  Phenotypic  males 
should  be  suspected  of  having  a sex 
chromosome  abnormality  when  these  clin- 
ical features  are  present  alone  or  in  com- 
bination: bilateral  cryptorchidism,  a- 

trophic  testes,  mental  retardation,  gyne- 
comastia, poorly  developed  secondary  sexual 
characteristics,  and  infertility.  (2)  Phe- 
notypic females  should  be  suspected  of 
having  a sex  chromosome  abnormality 
when  the  following  features  are  present 
alone  or  in  combination:  unexplained  short 
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Living  creatures  normally  give  birth  to 
young  like  themselves.  This  means  not 
only  that  cats  beget  cats  and  human  beings 
more  human  beings;  it  also  means  that 


stature,  webbed  neck  and  low-set  ears, 
congenital  lymphedema,  mental  retarda- 
tion, lack  of  secondary  sexual  develop- 
ment, and  primary  amenorrhea. 

Most  phenotypic  males  with  a sex 
chromosome  abnormality  have  a positive 
chromatin  pattern.  Most  phenotypic  fe- 
males with  a sex  chromosome  abnormality 
have  a negative  or  an  intermediate  chro- 
matin pattern. 

Chromosomal  analyses  are  indicated  in 
sex  chromosome  disorders  not  only  for 
diagnostic  purposes  but  also  for  genetic 
counseling. 

Acknowledgment.  Cytogenetic  studies  on  the  patients 
described  in  this  review  were  carried  out  in  the  laboratory 
of  Lytt  I.  Gardner,  M.D. 


References 

1.  De  La  Chapelle,  A.:  Cytogenetical  and  clinica. 

observations  in  female  gonadal  dysgenesis,  Acta  endocrinoll 
supp.,  65,  1962. 

2.  Ford,  C.  E.:  Human  cytogenetics,  British  M.  Bull. 
17:  179  (1961). 

3.  Jones,  H.  W.,  Jr.,  Ferguson-Smith,  M.  A.,  and  Heller, 

R.  H.:  The  pathology  and  cytogenetics  of  gonadal  agenesis, 

Am.  J.  Obst.  & Gynec.  87:  578  (Nov.  1)  1963. 

4.  Lemli,  L.,  and  Smith,  D.  W.:  The  XO  syndrome. 

A study  of  the  differentiated  phenotype  in  25  patients,  J. 
Pediat.  63:  577  (Oct.)  1963. 

5.  Lennox,  B.:  Chromosomes  for  beginners.  Lancet 

1:  1046  (1961). 

6.  McKay,  R.  J.,  Jr.:  Practical  application  of  current 
knowledge  concerning  human  chromosomes,  Pediat.  Clin. 
North  America  11:  171  (Feb.)  1964. 

7.  Moore,  K.  L.:  The  genetics  of  sex  determination 

and  sex  differentiation  in  man,  Manitoba  Med.  Rev.  42:  497 
(1962). 

8.  Polani,  P.  E.:  Cytogenetics  of  Down’s  syndrome 

(mongolism),  Pediat.  Clin.  North  America  10:  423  (May) 
1963. 

9.  Smith,  D.  W.:  The  number  18  trisomy  and  Di 

trisomy  syndromes,  ibid.  10:  389  (May)  1963. 

10.  Voorhess,  M.  L.,  Vaharu,  T.,  and  Gardner,  L.  I.: 
Trisomy  16-18  syndrome,  Lancet  2:  992  (1962). 


even  minor  characteristics,  such  as  red 
hair,  or  blue  eyes,  or  impacted  wisdom 
teeth,  can  be  passed  on  from  parents  to 
offspring.  This  is  so  because  there  are 
genes  in  the  fertilized  egg  out  of  which  the 
young  develop,  and  these  genes  specify 
and  control  the  physical  characteristics  of 
parents  and  young  alike.  The  parents 
obtained  these  genes  from  their  parents, 
and  the  young  will,  in  turn,  pass  them  on 
to  their  young. 

Knowledge  concerning  the  genes  dates 
back  to  the  1860’s  when  the  Austrian 
botanist  Gregor  Mendel  studied  and  for- 
mulated a set  of  laws  for  the  manner  in 
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which  physical  characteristics  in  garden 
peas  were  inherited,  and  so  founded  the 
science  of  genetics.  For  half  a century 
afterward,  however,  his  work  was  ignored. 
He  had  applied  ordinary  arithmetic  to 
biology,  and  the  science  was  not  ready  for 
so  drastic  an  innovation. 

Early  in  this  century  it  was  established 
that  the  genes,  whatever  they  might  be, 
were  to  be  found  within  the  chromosomes, 
bodies  inside  the  cell  nuclei  which,  during 
the  key  stages  of  cell  division,  took  on 
threadlike  shapes  and  formed  replicas  of 
themselves  (“replication”).  Some  key 
points  about  these  chromosomes  are: 

1.  In  any  given  species,  each  cell  con- 
tains a fixed  number  of  chromosomes,  in 
pairs.  A human  cell  normally  contains  23 
pairs. 

2.  The  process  of  chromosome  replica- 
tion during  cell  division  insures  that  each 
of  the  two  daughter  cells  receives  a full 
and  equivalent  set  of  chromosomes. 

3.  The  sex  cells,  egg  or  sperm,  contain 
half  sets  of  chromosomes,  one  of  each  pair. 
When  the  sperm  fertilizes  the  egg,  a full 
set  is  once  more  formed,  with  one  chro- 
mosome of  each  pair  from  the  father  and 
one  each  from  the  mother.  Hence,  young 
can  inherit  characteristics  equally  from 
either  parent. 

4.  Occasionally,  chromosomes  do  not 
form  exact  replicas  of  themselves.  If  an 
egg  or  sperm  cell  contains  one  of  these 
inexactly  formed  chromosomes,  a new 
characteristic,  or  mutation,  may  appear 
in  the  offspring,  one  that  did  not  belong  to 
either  parent.  It  is  these  mutations  which 
make  evolution  possible. 

While  biologists  during  the  first  half  of 
the  twentieth  century  have  made  enormous 
strides  in  studying  genetics  through  its 
consequences,  that  is,  the  characteristics 
that  appear  and  disappear  across  the 
generations,  it  has  been  the  task  of  the 
physical  scientists  to  account  for  replication 
and  mutation  in  terms  of  molecular 
structure.  In  doing  so,  they  have  de- 
veloped the  new  science  of  molecular 
biology. 

Nucleic  acids 

In  the  1930’s  it  was  found  that  the 
chromosomes  were  made  up,  at  least  in 
part,  of  complex  molecules  of  nucleic  acids. 


A nucleic  acid  includes  as  part  of  its 
structure  a long  backbone  made  up  of 
sugar-phosphate  units  linked  together  in 
specific  fashion.  From  each  sugar-phos- 
phate unit  juts  a lesser  unit  which  may  be 
referred  to  as  a nitrogenous  base.  Each 
such  combination  of  sugar-phosphate  unit 
plus  attached  base  is  referred  to  as  a 
nucleotide,  and  the  whole  giant  nucleic 
acid  molecule  is  made  up  of  a chain  of 
thousands  of  such  nucleotides. 

In  any  given  nucleic  acid  molecule,  all 
the  sugar-phosphate  units  are  identical. 
There  are,  however,  two  types  of  nucleic 
acids,  which  differ  in  the  sugar  component 
of  those  units.  In  some  molecules  the 
sugar  is  of  a type  called  ribose;  in  others, 
of  a type  called  deoxy ribose.  The  dif- 
ference, small  but  important,  is  that  in 
deoxyribose,  a single  oxygen  atom  is 
missing  that  is  present  in  ribose.  There 
are  thus  ribonucleic  acid  and  deoxyribo- 
nucleic acid.  These  two  compounds  are 
commonly  known  by  their  initials,  RNA 
and  DNA  respectively. 

Of  the  two,  RNA  is  found  in  small 
amounts  in  the  nucleus,  but  most  of  the 
cell’s  supply  of  RNA  is  contained  in  the 
cytoplasm  surrounding  the  nucleus.  The 
DNA,  however,  is  found  virtually  exclu- 
sively in  the  chromosomes,  although  there 
have  been  recent  reports  of  DNA  present 
in  cytoplasmic  structures  in  some  primitive 
cells  such  as  those  of  certain  algae.  It  is 
DNA  that,  from  the  stronghold  of  the 
nucleus,  governs  all  cells  and  all  life. 
The  hereditary  factors  attributed  to  genes 
are,  in  fact,  due  to  coded  information 
carried  by  the  molecules  of  DNA. 

Deoxyribonucleic  acid 

Structure.  The  encoding  of  genetic 
information  in  DNA  is  made  possible  by 
the  fact  that  the  nitrogenous  bases  jutting 
out  from  each  of  the  sugar-phosphate  units 
in  the  long  DNA  chain  are  not  all  identical. 
They  occur  in  four  varieties.  Two  of 
these,  adenine  and  guanine,  belong  to  a 
group  of  molecules  called  purines  which 
contain  a double  ring  of  atoms.  The  other 
two,  cytosine  and  thymine,  belong  to  a 
group  of  molecules  called  pyrimidines, 
which  contain  a single  ring  of  atoms.  It 
is  customary  to  symbolize  these  four  bases 
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by  their  initial  letters  A,  G,  C,  and  T 
respectively. 

Within  an  individual  DNA  molecule, 
these  four  different  bases  occur  in  a specific 
sequence.  Different  DNA  molecules  dif- 
fer in  the  sequence,  and  each  different 
arrangement  of  the  four  nitrogenous  bases 
produces  a DNA  molecule  with  properties 
unique  to  itself. 

The  number  of  different  DNA  mol- 
ecules made  possible  in  this  fashion  is 
beyond  comprehension.  Imagine  a DNA 
molecule  built  up  of  a mere  40  nucleotides, 
including  10  of  each  of  the  four  kinds 
of  bases.  The  number  of  different  ways  in 
which  these  bases  can  be  arranged  to  form 
a 40-unit  nucleic  acid  molecule  is  just 
under  5,000,000,000,000,000,000,000  (that 
is,  5 billion  trillion).  It  is  useless  even  to 
try  writing  a number  that  would  represent 
the  sum  total  of  different  DNA  molecules 
made  up  of  40,000  units  rather  than  40. 

The  DNA  molecule,  then,  is  quite  in- 
tricate enough  in  structure  to  account  for 
the  number  of  genes  present  in  the  cell. 
Each  man  possesses,  according  to  one 
estimate,  as  many  as  150,000  genes  (each 
one  of  which  can  be  viewed  as  a different 
DNA  molecule)  in  his  23  pairs  of  chromo- 
somes, and  there  is  plenty  of  room  for  each 
one  of  these  to  be  different.  Each  in- 
dividual gene,  as  for  instance  one  that 
controls  eye  color,  may  exist  in  dozens  of 
slightly  differing  varieties,  and  there  is 
room  for  that,  too. 

In  fact,  of  the  more  than  a million  and  a 
half  different  species  of  living  things,  each 
one  contains  thousands  of  genes,  many  of 
which  are  unique  to  itself  and  not  like  the 
genes  of  any  other  species  of  creatures; 
and  there  is  room  in  the  DNA  molecule 
for  it  all.  The  DNA  molecule  may  be 
small — the  entire  supply  that  could  con- 
trol the  heredity  of  the  next  generation  of 
the  human  species  (3  billion  individuals) 
could  be  put  in  a Vs-inch  cube — but  it 
contains  within  its  narrow  bounds  enough 
complexity  to  encompass  all  the  vast 
variety  of  life. 

Mechanism.  Merely  pointing  out  that 
DNA  is  complex  is  not  enough.  How  does 
it  retain  its  complexity?  How  does  it 
replicate  itself?  How  does  the  body  form 
an  indefinite  number  of  such  molecules, 
all  alike? 

A key  clue  to  the  answer  came  in  the 


1940’s  when  it  was  learned  that  in  all 
molecules  of  DNA  the  total  number  of 
purine  units  equaled  that  of  pyrimidine 
units.  In  total  number,  A (a  purine) 
matched  T (a  pyrimidine),  and  G (a  purine) 
matched  C (a  pyrimidine). 

Then,  in  1953,  Maurice  H.  F.  Wilkins 
at  the  University  of  London,  applied  the 
x-ray  diffraction  technic  to  the  study  of 
DNA  molecules.  This  method  provided, 
after  a fashion,  indications  of  a regular 
scattering  of  x-rays  from  which  could 
be  deduced  certain  regularities  in  DNA 
structure.  At  Cambridge  University,  an 
English  physicist,  Francis  H.  C.  Crick, 
and  an  American  biochemist,  James  D. 
Watson,  together  made  such  deductions 
and  advanced  a picture  of  the  structural 
detail  within  the  DNA  molecule  (the 
Watson- Crick  model)  that  was  consistent 
with  the  x-ray  diffraction  pattern. 

The  DNA  molecule,  they  suggested, 
consists  of  two  chains  of  nucleotides, 
forming  a double  spiral  or  helix,  winding 
around  a common  central  axis,  like  a 
twisted  ladder.  The  sides  of  the  ladder 
consist  of  the  sugar-phosphate  back- 
bone, and  the  rungs  are  formed  by  the 
nitrogenous  bases  jutting  toward  each 
other  and  linking  up  by  comparatively 
weak  chemical  unions  called  “hydrogen 
bonds.” 

To  explain  the  regularities  discovered  to 
exist  among  the  bases  of  the  DNA  ladder, 
it  is  necessary  to  assume  that  when  these 
bases  meet  at  midrung,  an  A group  al- 
ways links  up  with  a T group  and  a G 
group  with  a C group. 

If  so,  one  strand  of  the  twisted  ladder, 
or  double  helix,  must  be  the  complement  of 
the  other,  and  each  will  carry  all  the 
information  of  the  other.  Thus,  for  in- 
stance, if  it  could  be  determined  that  a 
portion  of  one  strand  contains  the  nucleo- 
tide sequence  AGGTCGCAT  then  it  would 
follow  that  the  second  strand  would 
contain,  at  the  corresponding  site,  the 
sequence  TCCAGCGTA.  The  relation- 
ship between  the  two  would  be  that  be- 
tween a photographic  negative  and  the 
corresponding  positive. 

Replication  thus  becomes  a matter  of 
matching  complementary  segments.  Sup- 
pose the  hydrogen  bonds  binding  the  two 
strands  break  so  that  the  two  sides  of  the 
ladder  separate.  Each  can  then  serve  as  a 
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mold  or  template  or  photographic  negative 
for  the  other,  so  that  a new  opposite  side 
of  the  ladder  can  be  formed  out  of  the  pool 
of  individual  free  nucleotides  in  which  a 
cell  always  abounds. 

Investigations  since  1953  have  uniformly 
supported  the  double  ladder  Watson-Crick 
model,  and  Wilkins,  Crick,  and  Watson 
shared  the  1962  Nobel  Prize  in  medicine 
and  physiology  in  recognition  of  the 
importance  of  their  work. 

Winding  and  unwinding  in  this  way,  the 
DNA  helix  makes  very  accurate  replicas. 
As  individual  nucleotides  strike  blindly 
against  the  strand  acting  as  a mold,  it 
might  seem  that  many  false  connections 
would  form.  But  the  most  stable  linkages 
are  set  up  when  an  A happens  to  strike  a 
T,  or  a T an  A,  or  a G a C,  or  a C a G. 
These  will  knock  loose  any  false  connections 
that  may  be  momentarily  set  up  and  will 
themselves  interlock  too  tightly  to  be 
dislodged  in  turn.  Out  of  random  col- 
lisions, then,  a regular  pattern  quickly 
emerges.  The  process  is  not  more  mysteri- 
ous than  that  by  which  punched  cards 
can  be  sent  through  a highly  complex 
sorter  in  random  order  and  yet  be  pulled  out 
in  a definite  pattern. 

Still,  the  process  of  replication  is  not 
perfect.  A false  connection  may  be  made 
and  very  occasionally  hang  on  just  an 
instant  longer  than  it  usually  does  before 
being  broken.  It  may  then  be  caught  and 
fixed  as  neighboring  nucleotides  snap  into 
place.  The  altered  strand  will  then,  at 
the  next  replication,  produce  its  own 
imperfect  complement,  and  a new  DNA 
molecule  will  exist,  not  quite  like  the  ones 
ancestral  to  it.  This  is  a mutation,  and 
while  it  need  not  happen  more  than  a tiny 
per  cent  of  the  time,  the  fact  remains  that 
there  are  some  5 billion  nucleotide  pairs  in 
each  cell  nucleus,  and  even  tiny  fractions 
show  up  in  so  large  a number. 

With  replication  and  mutation  explain- 
able in  molecular  terms,  there  remains 
another  large  question.  How  is  it  possible 
to  begin  with  a specific  DNA  molecule  and 
end  with  a particular  physical  charac- 
teristic? 

Resulting  physical  characteristics. 
We  may  begin  by  accepting  the  view  that 
all  physical  characteristics  arise,  however 
indirectly,  through  the  interplay  of  the 
chemical  reactions  that  go  on  within  and 


among  the  tens  of  trillions  of  cells  in  an 
organism  such  as  the  human  being.  There 
are  many  thousands  of  these  reactions,  all 
proceeding  simultaneously  in  complex  inter- 
relation. Although  biochemists  are  far 
from  having  worked  out  all  the  details  of 
this  intricacy,  enough  is  known  for  this  to 
be  said:  The  rate  of  each  reaction  is 

governed  by  the  influence  of  one  or  more 
of  the  organic  catalysts  known  as  enzymes. 

Therefore,  if  physical  characteristics 
depend  in  part  on  the  relative  rates  of  the 
various  chemical  reactions  in  the  body, 
they  would  in  turn  depend  on  the  exact 
nature  and  relative  quantities  of  the 
thousands  of  different  enzymes  present 
in  the  body.  Genetic  experiments  on 
microorganisms  during  and  since  the  1940’s 
by  George  W.  Beadle  and  others  have  made 
it  reasonable  to  suppose  that  it  is  the  task 
of  an  individual  gene  (or  DNA  molecule)  to 
supervise  the  precise  formation  of  a specific 
enzyme. 

We  may  therefore  put  the  central  ques- 
tion of  genetics  thus:  How  does  a particular 
DNA  molecule  bring  about  the  synthesis 
of  a particular  enzyme? 

Ribonucleic  acid 

The  influence  of  DNA  on  enzyme  cannot 
be  a direct  one,  for  whereas  the  DNA 
is  found  only  in  the  nucleus,  enzyme  mol- 
ecules are  synthesized  in  the  cytoplasm. 
However,  there  is  the  second  form  of 
nucleic  acid,  RNA,  which  exists  in  both 
the  nucleus  and  the  cytoplasm.  It  is  the 
natural  candidate  for  the  role  of  inter- 
mediary between  gene  and  enzyme.  It 
had  been  noted  that  the  rate  at  which  cells 
produce  enzymes  or  similar  molecules  is 
proportional  to  the  amount  of  RNA  they 
contain,  and  this  made  RNA  all  the  more 
logical  a candidate. 

Structure.  In  structure,  the  RNA 
molecule  is  much  like  the  DNA  molecule. 
Its  sugar-phosphate  backbone  is  different 
by  one  oxygen  atom  per  unit,  and  one  of 
its  nitrogenous  bases  is  slightly  different. 
In  place  of  DNA’s  thymine  (T),  the  RNA 
molecule  has  uracil  (U)  which  is  minus  a 
carbon  atom  and  three  hydrogen  atoms. 

The  differences  between  DNA  and  RNA 
are  so  slight  that  the  RNA  molecule  is 
capable  of  possessing  the  same  double- 
stranded  structure  and  the  same  ability  at 
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replication  as  DNA.  RNA  replication 
has  not  been  definitely  demonstrated,  but 
tobacco  mosaic  virus  (and  others,  too) 
possess  only  RNA  and  no  DNA  at  all  and 
yet  can  reproduce  themselves.  The  im- 
plication seems  inevitable. 

It  is  possible  for  the  DNA  pattern  to  be 
transferred  to  an  RNA  molecule.  Some- 
times (what  decides  the  change  is  not 
known)  one  of  the  two  strands  of  a DNA 
molecule  (always  the  same  strand  appar- 
ently) forms  its  complement  not  on  a second 
DNA  molecule  but  on  a RNA  molecule. 
In  doing  so  A joins  U rather  that  T. 

The  DNA  acts,  to  use  an  industrial 
analogy,  like  a “primary  standard,”  closely 
guarded  and  preserved  in  the  quiet  of  the 
nucleus.  The  RNA,  which  is  more  perish- 
able and  expendable,  matches  its  pattern 
to  that  of  the  DNA  and  then,  as  a “second- 
ary standard,”  goes  out  into  the  hurly- 
burly  of  the  cytoplasm  carrying  the  mes- 
sage of  the  DNA  directives  in  its  own  com- 
plementary structure.  It  is  therefore 
called  messenger  RNA. 

Out  in  the  cytoplasm  the  messenger 
RNA  makes  its  way  to  the  sites  of  protein 
manufacture.  These  sites  are  tiny  particles 
called  ribosomes. 

The  long  strand  of  messenger  RNA  will 
coat  itself  on  a ribosome,  supervise  the 
formation  of  a particular  enzyme,  and  peel 
off  or  disintegrate.  A second  messenger 
RNA  molecule,  carrying  perhaps  the  pat- 
tern of  quite  another  gene,  will  then  make 
use  of  the  ribosome  to  manufacture  a mole- 
cule of  a second  enzyme,  and  so  on. 

The  physical  distance  between  chromo- 
some and  ribosome  is  overcome  by  mes- 
senger RNA,  but  there  still  remains  the 
details  of  the  supervision  of  a specific 
enzyme  to  explain. 

An  enzyme  is  a protein  molecule  which, 
like  DNA,  is  large  and  complicated.  But 
where  DNA  is  built  up  of  a long  chain  of 
four  different  nucleotides,  the  protein  mole- 
cule is  built  up  of  a long  chain  of  20  dif- 
ferent amino  acids.  The  potentiality  of 
variety  among  proteins  is  as  great  as  that 
among  nucleic  acids. 

In  fact,  in  one  respect,  proteins  are  more 
complicated  than  DNA  since  proteins  are 
formed  of  20  different  building  blocks  and 
DNA  of  only  4.  Therefore,  in  bringing 
about  the  formation  of  a particular  enzyme, 
the  messenger  RNA  cannot  translate  its 


own  pattern  of  nitrogenous  bases  into  an 
equivalent  pattern  of  amino  acids  by  any 
straightforward  one-to-one  code.  Research 
has  shown  that  the  messenger  RNA’s 
message  is  encoded  in  groups  of  three.  If 
the  four  different  bases  are  taken  in  groups 
of  three,  then  64  different  combinations  are 
possible:  one  for  each  amino  acid,  with  a 
goodly  number  of  combinations  left  over. 

Mechanism.  Let’s  see  how  this  works. 
The  long  messenger  RNA  molecule  drapes 
itself  over  a ribosome  (or  possibly  over  a 
number  of  them,  a polyribosome  complex) 
with  its  nitrogenous  bases  jutting  outward. 
Around  it,  present  everywhere  in  the  cyto- 
plasm, are  a number  of  different  varieties  of 
small  RNA  molecules,  each  made  up  of  70 
to  80  nucleotides,  folded  in  half  like  a hair 
pin,  and  twisted  into  a double  helix.  These 
small  RNA  molecules  are  called  transfer 
RNA  for  the  reason  that  each  combines 
with  a particular  amino  acid  and  transfers 
it  to  the  messenger  RNA  on  the  ribosome. 
Each  variety  of  transfer  RNA  ends  with  a 
different  triplet  or  set  of  three  nucleotides 
which  enables  it  to  combine  with  one  par- 
ticular amino  acid  and  no  other.  At  the 
fold  of  the  hairpin  is  another  triplet  which 
can  just  fit  onto  some  section  of  the  mes- 
senger RNA  which  contains  the  com- 
plimentary triplet. 

Once  the  transfer  RNA  molecules  have 
attached  their  particular  amino  acids,  they 
attach  themselves  at  the  other  end  to  the 
messenger  RNA,  a triplet  at  a time,  start- 
ing at  one  end,  each  messenger  RNA  triplet 
attaching  the  particular  transfer  RNA  with 
the  complementary  triplet.  In  the  end, 
the  messenger  RNA  molecule  is  doubled, 
the  second  strand  consisting  not  of  a chain 
of  nucleotides,  but  of  a chain  of  transfer 
RNA  molecules,  at  the  opposite  end  of 
which  is  a chain  of  amino  acids.  The  amino 
acids  are  bound  together  and  become  a 
specific  molecule,  and  the  whole  process 
can  then  begin  again. 

Genetic  code.  But  which  particular 
three-nucleotide  combination  stands  for 
which  particular  amino  acid?  Knowledge 
of  this  would  solve  what  is  now  called  the 
genetic  code.  In  1961,  Marshall  Nirenberg 
and  J.  H.  Matthaei  took  the  first  step  in 
cracking  this  code.  They  made  a synthetic 
RNA  molecule  made  up  solely  of  U nucleo- 
tides. It  might  be  represented  as 
UUUUUUUUU.  The  only  possible  trip- 
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let  contained  in  such  a molecule  is  UUU. 

They  added  his  molecule  to  a system 
containing  ribosomes,  amino  acids,  and 
other  cellular  components  needed  for  pro- 
tein manufacture.  The  result  was  to 
produce  a protein  chain  made  up  of  a single 
variety  of  amino  acid,  namely  phenyl- 
alanine. It  followed  then  that  the  trip- 
let UUU  stands  for  phenylalanine. 

Bit  by  bit,  the  rest  of  the  genetic  code 
is  being  worked  out,  and  the  dictionary  con- 
verting triplets  into  amino  acids  is  growing 
more  detailed  by  the  month. 

It  seems  quite  certain  now  that  the  code 
is  “degenerate.”  That  is,  more  than  one 
triplet  can  stand  for  a particular  amino  acid. 
Since  there  are  64  different  triplets  and  only 
20  different  amino  acids,  this  is  not  sur- 
prising. 

It  seems  also  that  the  genetic  code  is 
universal,  that  is,  that  a particular  triplet 
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Increased  attention  to  genetics  in 
recent  times  has  been  reflected  in  no  other 
branch  of  medicine  more  clearly  than  in 
psychiatry.  Caught  in  the  age-old  di- 
chotomies of  mind  versus  matter  and 
nurture  versus  nature,  many  psychiatrists 
had  for  a long  time  tended  to  separate  the 
physiodynamic  from  the  psychodynamic 
areas.  The  advances  made  in  the  knowl- 
edge of  human  psychologic  development 
and  social  interaction  had  appeared  to 
relegate  genetics  to  the  unrewarding  study 
of  unusual  genealogies,  if  not  to  discredit 
it  as  a blind  alley  in  behavioral  research. 

In  recent  years,  however,  with  profound 


stands  for  the  same  amino  acid  in  all  or- 
ganisms from  viruses  to  man,  an  interesting 
indication  of  the  basic  unit  of  life. 

Biochemists  have  already  used  frag- 
ments of  cells  to  manufacture  specific 
enzymes.  Their  understanding  of  molec- 
ular biology,  as  it  grows,  will  enable  them, 
more  and  more,  to  understand  the  de- 
tailed workings  of  living  tissue,  to  duplicate 
that  working,  and  to  correct  or  prevent 
flaws  in  that  working. 

Perhaps  most  important  of  all  is  the  fact 
that  biology  will  be  made  part  of  the  main- 
stream of  the  physical  sciences.  Biology 
is  no  longer  a “soft  science”  but  rather  is 
becoming  the  all-inclusive  peak  toward 
which  physics  and  chemistry  are  now  seen 
to  have  been  working  all  along;  the  climax 
of  knowledge  at  last,  where  man’s  proper 
study  becomes  man  in  literal  truth. 


discoveries  in  genetics  itself — molecular, 
biochemical,  statistical — and  with  an  in- 
creasing ability  on  the  part  of  psychiatrists 
to  view  the  organism  as  a total  biologic 
entity  interacting  with  the  environment, 
these  prejudices  have  largely,  although 
not  entirely,  disappeared,  and  psychiatry, 
along  with  other  medical  specialties,  is 
benefiting  from  the  application  of  genetics 
at  all  levels. 

There  had  indeed  been  accumulating  for 
about  thirty  years  a large  body  of  well- 
collected  family  data  and  good  theory 
based  on  these  data,  which  clearly  pointed 
to  a genetically  based  predisposition  for 
various  of  the  major  well-defined  disorders 
treated  by  psychiatrists.  The  conceptual 
basis  for  this  development  was  provided 
by  Gregor  Mendel  in  the  1860’s  and  those 
who  brought  his  work  to  the  world’s  atten- 
tion at  the  turn  of  the  century.  Even 
earlier  there  had  been  pre-Mendelian, 
hence  pre-Kraepelinian,  case  reports  seek- 
ing to  confirm  the  popular  notion  that 
insanity  ran  in  families.  These  were  of 
little  value  since  they  were  limited  to  in- 
dividual pedigrees,  heavily  loaded  with 
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mentally  ill  persons,  which  by  themselves 
could  do  little  to  distinguish  genetic  from 
other  familial  influences. 

Schizophrenia 

The  earliest  attempts  to  study  the  genetic 
contribution  to  schizophrenia  by  sound 
statistical  procedures  were  made  by  1916. 
A group  of  psychiatrists  at  Munich, 
headed  by  Riidin,  developed  the  contin- 
gency method  of  statistical  prediction,  the 
aim  of  which  was  to  compare  the  expectancy 
of  the  condition  developing  among  rela- 
tives of  affected  individuals  with  that  in 
the  general  population.1  A prime  req- 
uisite in  this  method  is  that  the  original 
group  of  patients  whose  relatives  are  to  be 
investigated  be  a consecutively  reported 
series,  representing  either  a complete  ascer- 
tainment or  a random  sample  thereof. 
Only  then  can  the  members  of  this  group 
be  called  index  cases  or  probands.  They 
will  generally  represent  all  admissions  to  a 
given  hospital  or  hospital  system  over  a 
given  period  of  time  or  a properly  selected 
sample  of  such  a list.  In  studying  the 
relatives  of  these  patients,  it  is  then  neces- 
sary to  consider  that  not  all  of  them  who 
are  found  to  be  free  of  schizophrenic  symp- 
toms will  necessarily  remain  so  if  they  live 
to  an  older  age.  Specifically,  those  under 
age  fifteen  have  not  yet  entered  the  period 
of  risk,  those  in  the  fifteen  to  forty-five 
age  group  still  have  a risk,  more  so  for  the 
younger  ones,  and  only  after  the  age  of 
forty-five  years  can  the  risk  period  clinically 
be  deemed  finished.  For  the  relatives, 
therefore,  one  cannot  simply  consider  the 
prevalence  of  the  condition  but  must  obtain 
a corrected  figure  known  as  the  expectancy 
rate. 

Of  a number  of  methods  used  for  making 
this  correction  the  simplest  accurate  one  is 
Weinberg’s  abridged  method.  The  num- 
ber of  observed  cases  is  related  not  to  the 
total  number  of  relatives  but  to  the  number 
who  have  survived  the  period  of  mani- 
festation (that  is,  are  over  forty-five  years 
old)  plus  one-half  the  number  who  are  still 
within  the  age  limits  (that  is,  between 
fifteen  and  forty-five).  Persons  who  died 
before  fifteen  or  who  are  still  under  fifteen 
are  not  counted  as  part  of  the  base.  The 
morbidity  risks  yielded  by  this  method 
denote  the  average  expectancy  of  de- 


veloping the  condition  by  persons  who 
remain  alive  through  its  manifestation 
period. 

The  earliest  studies  of  Riidin,  Luxen- 
burger,  and  Schultz  considered  siblings 
as  well  as  half  siblings2;  others  studied 
children;  still  others,  nephews,  nieces,  and 
first  cousins.  Kallmann’s  first  survey,3 
conducted  in  the  late  1920’s  and  reported 
in  1936  and  1938,  reported  the  expectancy 
of  schizophrenia  in  a large  group  of  de- 
scendants and  siblings  of  schizophrenic 
patients. 

In  this  scheme  of  investigation,  it  is  of 
course  necessary  to  compare  the  expectancy 
figures  for  various  groups  of  relatives  not 
only  with  one  another  but  with  the  ex- 
pectancy rates  for  the  general  population. 
Such  rates  are  available  through  careful 
demographic  studies  of  the  total  popula- 
tions of  small  areas  or  of  unbiased  samples 
of  the  populations  of  larger  districts.  The 
expectancy  rates  throughout  the  world 
vary  from  just  below  1 per  cent  to  about  2 
per  cent. 

In  contrast,  all  age-corrected  risks  for 
properly  grouped  relatives  remain  many 
times  higher  than  for  their  contemporaries 
in  the  general  population,  the  more  so  as 
they  approach  the  schizophrenic  index 
case  in  degree  of  genetic  similarity.  For 
half  siblings  rates  have  fallen  into  the 
7 to  8 per  cent  range,  for  full  siblings  about 
10  to  15  per  cent,  parents  5 to  10  per  cent, 
children  of  one  index  case  8 to  16  per  cent, 
and  children  of  two  index  cases  53  to  68 
per  cent.  In  a large  statistical  and  genetic 
study  in  Geneva,  for  example,  a random 
sample  taken  from  3,810  cases  showed  an 
increased  expectancy  rate  in  the  various 
relatives  of  index  patients  which  the 
investigator  said  could  be  explained  with 
any  degree  of  reasonable  statement  only 
by  genetic  causes,  environmental  factors 
playing  an  inhibiting  or  aggravating  role 
according  to  whether  they  hampered  or 
promoted  emotional  development.  Pro- 
phylactic measures  were  to  be  sought  but 
only  until  genetic  biochemistry  succeeded 
in  providing  verifiable  data  on  the  nature 
and  treatment  of  the  metabolic  disturb- 
ance. 4 

In  another  recent  investigation  of  the 
effect  of  early  total  deafness  on  the  vul- 
nerability to  schizophrenia,  the  families  of 
patients  with  both  schizophrenia  and 
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deafness  were  studied.5  While  the  schizo- 
phrenia rate  among  the  deaf  was  no  more 
than  2 per  cent,  that  among  the  siblings  of 
deaf  schizophrenic  persons  was  from  12  to 
14  per  cent,  significantly  higher  than  that 
for  the  general  population  and  similar  to 
the  one  observed  for  the  siblings  of  hearing 
schizophrenic  patients.  Moreover,  the 
schizophrenia  rates  did  not  differ  signifi- 
cantly whether  the  given  siblings  were 
themselves  deaf  or  hearing.  It  would 
seem  therefore  that  the  many  stresses 
connected  with  early  total  deafness  do 
only  little  to  increase  the  chance  of  de- 
veloping clinical  symptoms  of  schizo- 
phrenia. 

The  multitude  of  data  of  this  kind 
obtained  in  family  studies  over  the  past 
four  decades  have  been  confirmed  by  a 
refined  extension  of  the  contingency  method 
to  families  containing  twins.  Developed 
in  the  United  States  by  Kallmann  at  the 
New  York  State  Psychiatric  Institute  and 
abroad  by  Essen-Moller,  Slater,  and  others, 
it  has  been  applied  not  only  to  schizo- 
phrenia but  also  to  manic-depressive, 
involutional,  and  senile  psychoses  as  well. 
In  this  method,  the  index  cases  consist 
of  all  the  twins  found  in  a consecutive  series 
of  affected  individuals.  Risk  figures  may 
then  be  determined  not  only  for  their 
single-born  siblings  but  for  the  cotwins 
as  well.  The  latter  can  be  divided  in- 
dependently into  identical  or  one-egg 
twins  and  fraternal  or  two-egg  twins,  with 
separate  risk  figures  to  be  obtained  for  each 
group. 

The  most  extensive  twin  series  in  schizo- 
phrenia was  reported  by  Kallmann2  in 
New  York  State  in  1946.  Of  almost  1,000 
twin  index  cases,  the  expectancy  rate  for 
two-egg  twins  was  14.5  per  cent  and  for 
one-egg  twins  86.2  per  cent.  Although 
two-egg  twins  usually  shared  the  same 
environment  at  the  same  age,  the  con- 
cordance rate  was  approximately  the  same 
as  that  for  other  siblings.  By  comparison, 
the  schizophrenia  risk  for  one-egg  twins 
represented  by  far  the  highest  expectancy 
rate  in  any  group  studied.  Since  schizo- 
phrenia is  no  more  frequent  in  twins  than 
in  nontwins,  the  most  plausible  explanation 
of  this  increase  was  considered  to  be  the 
action  of  a necessary  genetic  factor. 

Debates  over  the  mode  of  inheritance 
of  this  factor  are  no  longer  crucial  since 


modern  genetic  theory  has  added  to  the 
simple  Mendelian  concept  of  dominance 
and  recessivity  the  concepts  of  penetrance, 
expressivity,  and  modifying  genes.  It 
has  also  become  clear  that  until  the  bio- 
chemical substrate  of  the  inherited  vul- 
nerability factor  is  identified,  all  theories 
as  to  the  exact  mode  of  its  inheritance  will 
remain  inconclusive.  Nevertheless,  the 
data  collected  appear  to  many  to  be  most 
consistent  with  a single-factor  recessive 
mode  of  inheritance  modified  by  constitu- 
tional defensive  mechanisms  which  are 
probably  polygenically  determined. 

While  no  definitive  findings  have  been 
made  in  localizing  the  hypothesized  enzy- 
matic dysfunction,  a few  provocative  hints 
from  biochemical  research  are  currently 
under  careful  investigation.  Among  these 
are  a psychoactive  serum  protein,  or  a 
dysfunction  of  cellular  elements  derived 
from  the  reticuloendothelial  system. 

As  laboratories  and  clinical  research 
units  continue  to  search  for  decisive  bio- 
chemical mechanisms,  the  convincing  evi- 
dence for  preponderant  genetic  factors  in 
schizophrenia  has  given  impetus  to  many 
other  significant  studies  in  psychiatry  and 
has  directed  attention  to  new  approaches 
of  great  clinical  and  social  importance. 

The  twin-family  method  (determination 
of  expectancy  rates  of  illness  in  twins  and 
their  relatives)  has  been  applied  to  preado- 
lescent forms  of  schizophrenia,  manic- 
depressive  psychosis,  and  involutional  psy- 
chosis. Each  of  these  studies  revealed 
definite  increases  in  expectancy  with  closer 
genetic  similarity  to  the  index  cases. 

Psychiatric  genetics 

In  the  descriptive  area  of  psychiatry,  the 
likelihood  of  a gene-borne  lesion  has  stim- 
ulated the  search  for  primary  psychologic 
characteristics  in  certain  forms  of  mental 
disorder.  For  example,  in  schizophrenia 
the  concept  of  the  schizophrenic  genotype 
or  “schizotype”  has  been  propounded  by 
Rado.6  Marked  by  a defect  in  the  percep- 
tion and  use  of  pleasure  for  motivating  and 
integrating  thought  and  activity,  as  well 
as  a specific  derangement  in  propriocep- 
tion, such  individuals  develop  secondary 
symptoms  when  their  course  is  marked  by 
decompensated  stages. 

Twin  studies  particularly  have  lent 
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themselves  to  the  comparative  study  of 
individual  development,  including  be- 
havioral and  psychodynamic  components. 
The  modern  trend  in  twin  research  recog- 
nizes the  value  of  detailed  individual 
analysis,  in  addition  to  mass  statistics. 
For  example,  fruitful  suggestions  may  de- 
velop by  extending  twin  research  to  those 
comparatively  rare  cases  in  which  a mono- 
zygotic pair  is  dissimilar  with  respect  to  a 
major  motor,  sensory,  or  behavioral  char- 
acteristic. Divergent  patterns  of  develop- 
ment in  such  cases  lead  one  to  look  for 
control  mechanisms  affecting  the  thresholds 
for  penetrance  or  expressivity  of  gene  ac- 
tion. These  mechanisms  may  operate  at 
any  stage  of  development,  prenatal  or 
postnatal,  and  range  from  biochemical 
regulation  at  the  cellular  level  and  the 
influences  of  intrauterine  surroundings  to 
nutrition,  trauma,  infection,  and  other 
factors  in  the  physical,  social,  and  familial 
environment.  Intensive  interdisciplinary 
study  of  both  members  of  selected  pairs  of 
discordant  twins  may  provide  illuminating 
hypotheses  regarding  the  continuous  in- 
teraction of  all  the  factors  affecting  human 
development,  whether  they  be  genic,  chro- 
mosomal, cytoplasmic,  biochemical,  embry- 
ologic,  metabolic,  experiential,  or  societal. 

The  goals  of  psychiatric  genetics  as  a 
science  may  indeed  be  viewed  as  the  elucida- 
tion of  cause,  effect,  and  interaction  in  the 
major  forms  of  psychopathology,  as  well 
as  in  the  comprehensive  study  of  normal 
behavioral  growth.  To  this  end,  current 
studies  on  identifying  categories  of  infant 
behavior  in  earliest  life  call  attention  to 
intrinsic  differences  among  children  as 
being  as  important  as  parental  attitudes  in 
determining  final  behavior  patterns.  In- 
deed the  complex  interaction  between 
gene  and  cytoplasm  in  the  cell  may  be 
thought  of  as  formally  analogous  to  the 
child-parent  interaction  on  the  family 
level  or  for  that  matter  the  individual-group 
interaction  on  the  social. 

Genes  powerfully  determine  a norm  of 
reaction,  the  exact  expression  of  which 
depends  on  a series  of  such  interactions 
between  what  are  loosely  called  innate 
and  experiential  factors.  By  documenting 
this  point  of  view,  genetics  is  taking  its 
place  as  a unifying  theme  in  psychiatry, 
resolving  the  naive  and  mechanical  nature- 
nurture  controversy  of  yore. 


Population  trends  and  counseling 

Before  concluding  this  survey  of  genetics 
in  psychiatry,  there  are  two  allied  topics 
of  importance  to  all  members  of  the  med- 
ical profession:  the  implications  of  the 

changing  patterns  of  marriage  and  fertility 
in  certain  psychiatric  patients  and  the 
growing  demand  for  competent  genetic 
counseling  by  physicians. 

Before  the  introduction  of  currently 
used  active  treatment  methods,  the  mar- 
riage rates  of  schizophrenic  patients  were 
found  to  be  considerably  reduced,  and 
their  total  reproductivity  was  thus  below 
that  of  the  general  population.  The  hazards 
(genetic  or  environmental)  of  being  born 
into  a family  with  one  or  two  schizophrenic 
parents  had  therefore  not  been  empha- 
sized. 

However,  a study  being  conducted  in 
New  York  State  comparing  trends  in  the 
mid-1930’s  with  those  in  the  1950’s  has 
already  revealed  some  very  significant 
shifts.7  The  reproductive  rate  for  schizo- 
phrenic women,  for  example,  only  58  per 
cent  of  that  of  the  general  population  in 
the  earlier  period,  increased  to  87  per  cent 
of  that  of  the  general  population  during  the 
twenty-year  interval  under  consideration. 
Similar  upward  trends  were  found  in  the 
reproductive  rates  for  the  siblings  of 
schizophrenic  patients,  whether  themselves 
schizophrenic  or  not,  and  in  the  number 
of  marriages  between  2 schizophrenic 
patients. 

These  findings  have  serious  implica- 
tions for  the  health  of  the  children  and  of 
future  generations.  There  is  no  gainsay- 
ing the  established  fact,  referred  to  earlier 
in  this  presentation,  that  the  risk  of  schizo- 
phrenia in  the  offspring  of  one  schizo- 
phrenic parent  is  over  10  per  cent  and  of 
two  schizophrenic  parents  over  50  per  cent, 
compared  with  about  1 per  cent  in  the 
general  population.  At  this  point  whether 
one  chooses  to  consider  this  difference  in 
the  etiologic  framework  of  a genetic  theory 
or  as  a purely  environmental  hypothesis 
is  not  even  pertinent;  the  fertility  of 
schizophrenic  patients  is  clearly  correlated 
with  the  future  incidence  of  schizophrenic 
illness  and,  on  the  individual  level,  with 
grave  psychiatric  family  problems.  There 
is  a calculable  health  risk  for  children  born 
and  reared  in  such  predictably  unstable 
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homes  or  displaced  for  various  lengths  of 
time  to  foster  homes  or  other  substitute 
shelters.  Until  the  basic  problem  of  pre- 
venting a vulnerable  child  from  develop- 
ing schizophrenic  symptoms  is  solved  and 
a reliable  method  for  prevention  or  treat- 
ment discovered,  more  attention  has  to  be 
given  to  marriage  and  parenthood  counsel- 
ing for  the  many  families  who  indeed  crave 
such  guidance. 

In  the  broader  sense,  the  provision  of 
genetic  counseling  represents  the  direct 
link  between  medical  knowledge  in  this 
field  and  the  patient  and  his  family.  There 
are  no  decisions  in  a patient’s  life  more 
important  and  more  surrounded  by  emotion 
than  the  one  to  marry  and  the  one  to  assume 
parenthood,  and  none  more  consequential 
with  respect  to  family  welfare.  If  any 
doubts  exist  regarding  questions  of  heredity, 
any  person  or  couple  needs  to  have  access 
to  a trained  professional  person  who  is 
able  not  only  to  elicit  the  pertinent  facts 
and  evaluate  them  scientifically,  but  also 
to  communicate  them  with  understanding 
and  the  proper  amount  of  guidance  so  that 
the  persons  will  achieve  happiness  in  their 
ultimate  choices.  The  counselor  must  be 
aware  of  the  medical,  legal,  and  psycho- 
logic implications  of  such  considerations 
as  birth  control,  voluntary  sterilization, 
therapeutic  abortion,  artificial  insemina- 
tion, and  legal  adoption  procedures.  Bare 
statistics,  given  by  mail  or  on  the  phone, 
will  invariably  do  more  harm  than  good. 
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In  many  cases  proper  laboratory  tests 
must  be  carried  out. 

Although  I have  omitted  a discussion 
of  human  chromosomal  genetics  in  this 
presentation  because  it  is  being  discussed 
by  another  contributor  to  this  symposium, 
the  topic  is  very  pertinent  to  recent  de- 
velopments in  psychiatric  genetics,  par- 
ticularly in  mental  deficiency  and  sexual 
maldevelopment  syndromes.  It  is  in- 
creasingly incumbent  on  all  physicians 
to  be  aware  of  the  genetic  and  psychiatric 
aspects  of  heredity  counseling  and  at 
least  to  become  familiar  enough  with  the 
field  to  refer  families  to  regional  centers  for 
proper  guidance.  Psychiatric  and  genetic 
competence  contribute  equally  and  in- 
dispensably in  carrying  out  this  very  basic 
professional  function. 
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namely  proteins,  which  are  produced  by 
specific  changes  in  the  genetic  material. 
Variation  may  be  clinically  apparent;  it 
may  be  a difference  in  response  to  climate, 
food,  drugs,  or  disease;  or  it  may  be  a 
difference  detectable  only  by  special  tests 
such  as  agglutination,  electrophoresis,  or 
enzyme  assay. 

Variation  may  involve  numerous  genes, 
as  in  height  or  intelligence,  where  the  mani- 
festations are  continuously  distributed  in 
a population,  or  it  may  involve  just  one 
pair  of  genes,  where  the  manifestations  are 
distributed  discontinuously  so  that  one  can 
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UNITS  OF  MEASUREMENT 


FIGURE  1.  Continuous  distribution  exemplified 
by  height  or  intelligence;  discontinuous  distribu- 
tion exemplified  by,  for  example,  the  rate  of  iso- 
niazid  inactivation  or  erythrocytic  glucose-6-phos- 
phate  dehydrogenase  activity. 

divide  a population  into  two  or  more  dis- 
crete groups  (Fig.  1). 

An  essential  characteristic  of  genes  is  that 
they  replicate  indentically.  For  this  to 
occur  they  must  be  stable.  Their  stability 
however  is  not  absolute,  and  changes  in 
genes  do  occur  on  rare  occasions.  These 
are  mutations.  They  may  be  a large  altera- 
tion of  DNA  (deoxyribonucleic  acid)  lead- 
ing to  chromosomal  abnormalities,  or  point 
mutations  which  consist  of  changes  in  DNA 
nucleotide  sequence. 

The  sources  of  hereditary  variation  are 
mutation,  recombination,  and  a diploid  set 
of  chromosomes.  Homologous  chromo- 
somes contain  homologous  loci  which  may 
consist  of  genetic  material  which  is 
identical  or  which,  as  a result  of  mutation, 
is  different.  The  diploid,  therefore,  has  an 
advantage  over  the  haploid  state  since  it 
allows  genotypic  diversity  to  be  reflected 
in  greater  phenotypic  variation.  Muta- 
tion may  produce  a number  of  genetic 
variants  capable  of  occupying  the  same 
locus,  but  one  person  can  possess  only  two 
of  these. 

Mutations 

Mutation  is  not  ordinarily  produced  by 
a change  of  environment;  it  is  a rare  but 


TABLE  I.  Estimates  of  some  spontaneous 
mutation  rates 


Traits 

Mutation  Rate 
per  Million  Loci 
per  Generation 

Dominant 

Retinoblastoma 

15 

Achondroplasia 

13 

Epiloia 

8 

Huntington’s  chorea 

5 

Recessive 

Amaurotic  idiocy 

38 

Albinism 

28 

Phenylketonuria 

25 

X -linked 

Pseudohypertrophic 

muscular  dystrophy 

60 

Hemophilia  A 

27 

constantly  recurring  phenomenon  of  which 
only  a small  fraction  can  be  attributed  to 
background  radiation  which  is  estimated  to 
be  about  0.1  rad  per  year.  Best  estimates 
of  spontaneous  mutation  rates  in  man  are 
in  the  order  of  1 mutation  per  100,000 
gametes  per  generation,  or  10  ~5  per  gene 
per  generation  (Table  I). 

The  fate  of  mutant  genes  is,  however, 
profoundly  influenced  by  the  environment. 
Since  the  gene  complex  of  any  organism  is 
fairly  accurately  adjusted  to  its  environ- 
ment, most  mutant  genes  are  harmful  and 
tend  to  be  eliminated  by  lowering  genetic 
fitness:  the  ability  to  transmit  genes  to 
succeeding  generations.  A mutation  may 
cause  elimination  of  a gene  in  a single 
generation  by  causing  early  death  or  steril- 
ity or  gradual  elimination  of  genes  over 
several  generations  by  a reduction  in  the 
number  of  offspring. 

Patients  with  the  dominant  condition, 
epiloia,  in  which  abnormal  growth  of  the 
skin  is  accompanied  by  mental  deficiency, 
epilepsy,  and  tumours  in  the  heart,  kid- 
neys, and  other  parts  of  the  body,  nearly 
always  die  young.  Since  they  die  with- 
out leaving  offspring,  the  appearance 
of  such  patients  must  be  the  result  of  new 
mutations.  One  of  the  normal  parents 
must  have  formed  a gamete  in  which  a 
gene  with  a dominant,  lethal  effect  replaced 
the  normal  one,  resulting  in  the  formation 
of  an  abnormal  child.  The  rate  of  addition 
of  such  patients  to  the  population  is,  there- 
fore, a measure  of  the  mutation  rate. 

Now  consider  a certain  type  of  achondro- 
plastic dwarfism  which  is  also  inherited  as 
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a dominant  condition.  As  adults  these 
persons  may  enjoy  good  health  and  have 
children.  Nevertheless  they  produce  on 
the  average  only  20  surviving  children  for 
every  100  children  produced  by  their 
normal  brothers  and  sisters.  The  fitness 
of  achondroplastic  persons  is  20 : 100  or  0.2. 
From  an  evolutionary  point  of  view,  they 
are  less  efficient  in  transmitting  their  genes 
to  the  following  generation  than  are  normal 
people.  The  prevalence  of  this  condition 
then  is  a result  of  the  addition  to  the  gene 
pool  of  new  mutations  and  the  loss  of 
mutant  genes  from  the  pool  by  negative 
selection. 

The  mutation  rates  of  recessive  traits 
have  characteristic  frequencies  (Table  I), 
but  there  are  no  means  of  discovering  when 
such  mutations  arise.  The  first  bearer  of 
a recessive  mutant  gene  will  be  apparently 
normal,  and  the  gene  may  be  transmitted 
through  many  generations  before  it  meets 
its  like  and  gives  rise  to  an  affected  in- 
dividual. 

With  a change  in  environment,  mutations 
which  were  previously  harmful  may  ac- 
quire a beneficial  effect.  In  these  cir- 
cumstances the  mutant  gene  will  eventually 
supplant  its  allele  in  the  population.  It 
may,  however,  only  be  beneficial  up  to  a 
point,  and  then  its  frequency  and  that  of 
the  normal  allele  will  be  in  a state  of  equi- 
librium. Such  a balance  will  occur  when  the 
loss  of  an  abnormal  gene  due  to  a selective 
disadvantage  of  homozygous  individuals 
is  balanced  by  a relative  superiority  in  fit- 
ness of  the  heterozygote  over  the  homozy- 
gote for  the  normal  allele.  The  point  is 
that  the  heterozygote  must  have  some 
advantage  compared  with  either  the  normal 
or  abnormal  homozygote.  When  this  hap- 
pens we  have  a balanced  polymorphic  sys- 
tem, which  is  defined  as  the  concurrence 
in  the  same  habitat  of  two  or  more  forms 
in  such  proportions  that  the  rarest  of  them 
cannot  be  maintained  by  recurrent  muta- 
tion.1 

Balanced  systems 

Many  polymorphisms  are  probably 
balanced  systems  (Table  II)  which 
play  an  important  part  in  maintaining 
genetic,  and  hence  biochemical,  diversity. 
This  may  be  of  adaptive  significance  be- 
cause a population  may  respond  more 


flexibly  to  fluctuations  in  environmental 
conditions. 

In  a balanced  polymorphism  the  selec- 
tive advantage  of  a heterozygote  is  likely 
to  vary  from  one  environment  to  another  so 
that  the  gene  frequency  in  populations 
living  in  different  environments  may  vary. 
Conversely,  changes  in  environmental  con- 
ditions in  a locality  will  lead  to  a change 
in  gene  frequencies.  The  genetic  structure 
of  different  populations  thus,  in  part,  re- 
flects the  characteristics  of  the  environ- 
ment. 

Infectious  diseases  are  thought  to  have 
been  one  of  the  most  important  evolution- 
ary agents  in  man  during  the  past  5,000 
years.2  Before  this,  he  roamed  in  small 
bands  so  that  there  was  little  opportunity 
to  establish  genetic  systems  of  resistance 
by  selective  action.  As  agriculture  and 
urbanization  developed,  man  lived  together 
in  larger  groups;  epidemics  became  a part 
of  his  life  and  exerted  sufficient  effect  on 
the  genetic  structure  of  populations  to 
create  polymorphic  systems.  Infectious 
diseases  are  thought  to  be  a potent  selec- 
tive force  because  they  are  widespread  and 
cause  a high  mortality  rate  before  or  during 
the  reproductive  period. 

Sickle  cell  trait 

The  sickle  cell  trait  is  the  first  example 
in  which  the  prevalence  of  the  heterozygote 
was  explained.3  The  evidence  may  be 
summarized  as  follows45: 

The  distribution  of  the  sickle  cell  trait 
more  or  less  overlaps  the  distribution  of 
Plasmodium  falciparum  malaria  (Fig.  2). 
Populations  which  have  been  exposed  to 
malaria  have  a high  incidence  of  the  trait, 
and  those  which  have  not  have  a low  in- 
cidence.6 

Parasite  counts  in  boys  below  the  age  of 
five  years  with  the  sickle  trait  is  signifi- 
cantly lower  than  in  boys  with  normal  hemo- 
globin. For  example,  the  incidence  of 
sickling  trait  in  Congolese  children  with- 
out malaria  is  24  per  cent;  in  children  with 
parasite  counts  higher  than  1,000  the  in- 
cidence of  the  trait  is  only  13  per  cent.7 
Similarly  the  incidence  of  sicklers  among 
those  children  admitted  to  hospitals  with 
P.  falciparum  malaria  is  significantly  lower 
than  in  the  general  population,  and  even 
more  striking  is  the  deficiency  of  patients 
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TABLE  II.  Examples  of  genetic  polymorphisms 


Systems 

Variants 

Method  of  Detection 

Color  vision 

Normal,  deutan,  pro  tan 

Clinical 

PTC  tasting 

Tasters,  nontasters 

Clinical 

Blood  types 

ABO,  Rh,  P,  MNS,  Kell,  Lutheran, 
Duffy,  Lewis,  Deigo,  Kidd,  Xg, 

Gamma  globulins 

Secretor  status. 

Agglutination 

Gm 

a,  b,  r,  x,  Gm-like 

Agglutination 

Inv 

a,  b 

Agglutination 

Hemoglobins 

A,  S,  C,  D,  E 

Electrophoresis 

Thalassemia 

Electrophoresis 

Haptoglobins 

IF,  IS,  2 

Electrophoresis 

Transferrins 

Bo  Bo— i Bi  B?  B3 

Electrophoresis 

C 

Electrophoresis 

Do  Di  D»  D3  D4 

Electrophoresis 

Glucose-6-phosphate 

Normal,  deficient 

Rate  of  TNP  reduction 

dehydrogenases 
Beta-amino-isobutyric  acid 

A,  B 

Electrophoresis 

excretion 

High,  low 

Electrophoresis 

Alkaline  phosphatases 

Electrophoresis 

Red  cell  esterases 

Electrophoresis 

Lactic  dehydrogenases 

Electrophoresis 

Group-specific  components 

Gel,  Gc2 

Immunoelectrophoresis 

Ag  /3-lipoprotein 

Ag,  AgA 

Immunoelectrophoresis 

Pseudocholinesterases 

U(sual),  A (typical) 

Dibucaine  inhibition 

INH  inactivation 

Slow,  rapid 

Chemical  or  microbio- 
logical 

with  the  sickle  cell  trait  among  children 
who  die  of  P.  falciparum  malaria.  Again, 
out  of  20  Negroes  with  the  sickle  cell  trait 
only  2 were  infected  when  exposed  to  P. 
falciparum  malaria,  while  among  a similar 
number  of  volunteers  without  the  trait,  all 
were  infected.2 

If  the  mortality  rate  in  children  without 
the  trait  is  greater  than  in  those  with  nor- 
mal hemoglobin,  one  would  expect  the  in- 
cidence of  the  trait  in  adults  to  be  greater 
than  in  children,  as  indeed  is  the  case.4 

In  malarial  areas  then  the  heterozygote 
is  at  an  advantage  compared  with  either 
the  normal  or  abnormal  homozygote.  The 
former  will  be  more  liable  to  die  from  P. 
falciparum  malaria  and  the  latter  more 
likely  to  die  from  sickle  cell  anemia. 

The  hemoglobins  S,  and  C,8  the  thalas- 
semia gene,  and  less  certainly  g-6-pd 
(glucose-6-phosphate  dehydrogenase)  de- 
ficiency,9 confer  some  selective  advantage 
in  malarial  areas.  If  a single  ecologic  agent 
has  affected  the  frequencies  of  these  traits, 
all  of  them  should  have  undergone  the  same 
evolution,  and  there  is  indeed  good  cor- 
relation between  the  incidence  of  the  sick- 
ling trait  and  thalassemia  and  the  incidence 
of  g-6-pd  deficiency.  Where  the  incidence 
of  the  sickling  trait  is  low,  the  incidence 
of  g-6-pd  deficiency  is  low,  and  vice  versa.10 


With  the  control  of  infectious  diseases, 
traits  with  deleterious  effects  will  decrease, 
since  their  selective  advantage  is  removed. 
The  result  will  be  the  decline  of  certain 
hereditary  diseases.  This  is  an  important 
demonstration  of  how  environmental  ma- 
nipulation by  improved  hygenic  conditions 
may  lead  to  eugenic  improvement.  The 
incidence  of  sickle  cell  trait  in  Negroes  in 
the  United  States  demonstrates  this  point.11 
The  incidence  in  the  slave  population  was 
probably  about  22  per  cent.  American 
Negroes  have  approximately  31  per  cent 
white  ancestry  according  to  blood  group 
and  other  data.1213  In  a given  population 
with  22  per  cent  carriers  of  the  sickle  cell 
trait  and  one  third  admixture  having  no 
sickle  cell  genes,  a frequency  of  15.4  per 
cent  would  be  expected.  The  incidence, 
however,  of  the  sickle  cell  trait  in  American 
Negroes  is  only  about  10  per  cent.  Hence, 
a significant  fall  in  the  frequency  of  the 
trait  has  occurred  among  West  Africans 
living  in  the  United  States.  Such  a fall 
would  have  taken  place  in  about  12  genera- 
tions, or  300  to  350  years  from  the  time 
slaves  were  imported  into  America.  The 
sickle  cell  polymorphism  in  the  United 
States  is,  therefore,  a transient  one  with 
the  level  of  the  sickle  gene  falling  in  each 
successive  generation.  The  gene  is  ex- 
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FALCIPARUM  MALARIA 


FIGURE  2.  Distribution  of  P.  falciparum  malaria  and  of  some  traits  thought  to  confer  selective  advantage 
in  malarial  areas. 


FIGURE  3.  Rate  of  change  of  the  proportion  of 
subjects  carrying  sickle  cells  in  a population  with 
no  heterozygote  advantage. 11 


pected  to  persist  in  the  population  in  low 
frequency  almost  indefinitely,  eventually 
to  be  present  only  as  a result  of  recurrent 
mutations  (Fig.  3). 


The  protective  mechanism  common  to 
those  traits  is  perhaps  the  shortened  red 
cell  survival  time  which  is  intensified  by 
malarial  infection  leading  to  an  earlier 
death  of  the  cell  and  so  mechanically  inter- 
fering with  the  life  cycle  of  the  malarial 
parasite.14 

Little  is  known  about  the  mechanism  of 
protection  in  g-6-pd  deficiency.  There  is 
some  evidence  that  the  malarial  parasite 
needs  the  pentose  phosphate  shunt,  the 
first  step  of  which  is  controlled  by  g-6-pd. 
It  has  also  been  shown  in  monkeys  with 
malaria  that  about  half  of  the  cystine  re- 
quirements of  the  malarial  parasite  is 
furnished  by  glutathione.  Glutathione  is 
diminished  in  g-6-pd-deficient  cells  and 
becomes  severely  diminished  in  a variety 
of  conditions.  This,  too,  then  might  reduce 
malarial  proliferation. 15 

Blood  group  genes 

The  incidence  of  the  ABO  blood  group 
genes  may  also  have  been  partially  deter- 
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TABLE  III.  Isoniazid  inactivation  in  different 
populations 


Population 

Slow 

Inactivators 
(Per  Cent) 

Hindu  Indians 

60 

Jews 

55  to  75 

American  Caucasians 

45  to  60 

American  Negroes 

45 

Thais 

28 

Chinese 

15 

Japanese 

10 

Eskimos 

5 

mined  by  infectious  disease. 16  It  is  an 
interesting  suggestion  that  individuals  of 
differing  ABO  blood  groups  show  varying 
responses  to  plague  and  smallpox.17  Vac- 
cinia virus,  which  is  similar  to  smallpox, 
contains  A-like  antigenic  properties.  Both 
0 and  B individuals  have  anti- A;  they 
could,  therefore,  inhibit  the  proliferation  of 
an  organism  that  contains  A and  be  rel- 
atively protected.  A and  AB  individuals 
have  no  anti-A  and  therefore  might  be  more 
severely  affected.  One  would,  therefore, 
expect  more  O and  B in  areas  where  small- 
pox has  been  common  because  the  A and 
AB  individuals  would  have  been  selectively 
killed  off.  The  A gene  is  indeed  rare  in 
some  smallpox  areas  such  as  Arabia  and 
certain  parts  of  tropical  Africa,  and  small- 
pox scars  are  more  severe  and  vaccination- 
induced  encephalitis  is  twice  as  common  in 
group  A individuals. 

An  H-like  antigen  has  been  found  in 
Pasteurella  pestis.  Individuals  with  blood 
group  O who  have  little  anti-H  are  there- 
fore unprotected.  The  O gene  is  rare  in 
centers  of  plague  such  as  outer  Mongolia, 
Turkey,  Egypt,  and  India.  Further,  B 
is  at  a maximum  where  both  smallpox  and 
plague  have  exerted  their  selective  effect 
such  as  in  certain  parts  of  Russia  and  India. 

Although  vaccinia  virus  grown  in  chicken 
egg  membrane  induces  anti-A  antibody 
formation  in  rabbits,  so  also  do  unin- 
fected egg  membranes:  that  is,  A-like  sub- 
stance appears  to  be  in  the  egg.  In  addi- 
tion vaccinia  virus  grown  on  rabbit 
dermis  and  uncontaminated  with  chick 
egg  material  does  not  induce  anti-A  anti- 
body formation.  These  results  appear  to 
remove  the  experimental  basis  for  testing 
for  blood  group  A substance  in  vaccinia 
virus  and  probably  variola  as  well.18 


It  is  also  interesting  that  the  titer  of  an 
antibacterial  antibody  universally  present 
in  man  produced  in  response  to  a particular 
strain  of  Escherichia  coli  (086B7)  is  not 
distributed  at  random  with  respect  to  the 
ABO  groups,  being  lowest  in  O individuals 
and  highest  in  those  of  group  AB.19  If 
there  were  cross  antigenicity,  individuals 
of  a particular  ABO  blood  group  might  be 
at  a selective  advantage  in  combating  an 
infection  due  to  an  organism  carrying  a 
cross-reacting  antigen.  It  might,  there- 
fore, be  profitable  to  examine  the  relation- 
ship between  this  and  susceptibility  to  E. 
coli  infection. 20 

Peptic  ulcers  are  commoner  in  individuals 
of  group  O,  whereas  patients  with  cancer 
of  the  stomach  and  pernicious  anemia  are 
more  often  group  A than  are  their  controls. 
Furthermore,  nonsecretors  of  ABH  blood 
substance  are  considerably  more  prone  to 
duodenal  ulcer  than  are  secretors.21  The 
effect  of  these  diseases  on  the  frequencies 
of  A,  B,  and  O genes  must,  however,  be 
small  since  the  mortality  from  them  chiefly 
occurs  after  the  reproductive  period. 

In  Western  Europe  Rh  positive  people 
are  gradually  replacing  Rh  negative 
ones.22'23  Although  Rh  incompatibility 
demonstrates  that  there  is  selection  against 
these  blood  types,  this  is  not  alone  of  suffi- 
cient magnitude  to  account  for  the  poly- 
morphism. But  it  is  argued  that  Rh  nega- 
tive subjects  are  at  a selective  disadvantage 
in  malarial  areas.24  This  is  based  on  the 
geographic  correlation  between  the  fre- 
quencies of  the  Rh  negative  gene  and  the 
distribution  of  malaria  even  in  local  regions 
where  malarial  endemicity  differs  consider- 
ably within  relatively  short  distances.  The 
suggested  connection  between  erythro- 
blastosis and  selection  against  Rh  negative 
people  in  malarial  areas  is  that  people  in  a 
malarial  environment  are  superior  anti- 
body formers  and  therefore  more  likely  to 
produce  higher  levels  of  antibody;  hence, 
erythroblastosis  would  be  more  intense  in 
such  a group.25 

Drug  reactions 

Certain  drug  reactions  are  caused  by 
variations  in  metabolic  pathways  which  are 
genetically  determined.26  For  example, 
approximately  half  of  Americans  are  slow 
inactivators  and  half  are  rapid  inactivators 
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of  INH  (isoniazid).  This  difference  is 
genetically  controlled,  and  the  slow  in- 
activator character  is  recessive.27  In  con- 
trast more  than  90  per  cent  of  Japanese28 
and  Eskimos29  are  rapid  inactivators  (Table 
III). 

There  are  three  aspects  of  the  treatment 
of  tuberculosis  with  INH  in  which  the  rate 
of  inactivation  of  the  drug  by  the  patient 
might  be  important:  the  development  of 
polyneuritis  with  prolonged  therapy,  the 
response  of  tuberculosis  to  INH,  and  the 
development  of  drug  resistance.  A large 
proportion  of  patients  who  develop  pe- 
ripheral neuritis  are  slow  inactivators  of 
INH,  and  there  is  a trend  for  patients  with 
higher  serum  INH  concentration  to  have 
quicker  reversal  of  infection  than  those  with 
lower  serum  concentrations.  There  does 
not,  however,  appear  to  be  an  association 
between  the  INH  inactivator  phenotype 
and  the  development  of  drug  resistance. 

The  rate  of  sulfonamide  excretion  is  also 
genetically  controlled  and  is  significantly 
correlated  with  the  rate  of  INH  metab- 
olism, suggesting  that  they  are  both  under 
the  same  genetic  control.30 

It  is  not  known  why  genetically  con- 
trolled enzyme  systems  exist  to  metabolize 
synthetic  compounds  to  which  man  is  not 
normally  exposed.  It  may  be  that  they 
participate  in  normal  metabolic  functions 
and  that  drug  metabolism  is  a secondary 
function;  or  it  may  be  that  there  are  natu- 
rally occurring  compounds  which  are  metab- 
olized in  the  same  way  as  these  drugs  and 
that  these  possess  advantageous  properties. 
For  example,  the  pathway  by  which  INH 
is  metabolized  may  serve  some  other  natu- 
rally occurring  compound  which  possesses 
antituberculous  properties,  making  the 
slow  inactivator  phenotypes  more  resistant 
to  tuberculosis. 

PTC  (phenylthiourea)  tastes  bitter  to 
some  people,  but  it  is  tasteless  to  others.31 
Tasting  is  an  autosomal  dominant  trait. 
Among  Caucasians  about  two-thirds  are 
tasters  and  one- third  are  nontasters. 
Similar  frequency  distributions  have  been 
found  in  Japan  and  in  India,  whereas 
African  and  American  Indian  populations 
contain  few  nontasters.32 

The  meaning  of  this  polymorphism  of 
taste  thresholds  is  obscure,  but  a few  clues 
have  been  discovered.  Because  of  the 
chemical  similarity  between  phenylthiourea 


and  thiouracil,  the  taster  status  in  patients 
with  various  thyroid  disorders  has  been 
investigated.  There  is  a significant  associ- 
ation between  nontasting  and  nodular 
goiter33;  there  is  a deficiency  of  nontasters 
among  patients  with  diffuse  parenchyma- 
tous goiter34;  and  there  is  a high  proportion 
of  nontasters  in  children  suffering  from 
athyreotic  cretinism.  The  proportion  of 
nontasters  among  the  parents  of  these 
children  is  also  higher  than  expected.35 
In  other  words,  the  taster  status  of  an  in- 
dividual may  influence  the  type  of  thyroid 
disorder  to  which  he  is  prone. 

Suxamethonium  is  a potent,  short-acting 
muscle  relaxant  which  is  rapidly  hydrolyzed 
by  pseudocholinesterase.  On  occasions, 
patients  suffer  prolonged  apnea  after  ad- 
ministration of  this  drug.  These  patients 
have  an  abnormal  plasma  pseudocholin- 
esterase which  is  genetically  controlled.36 
The  inheritance  of  pseudocholinesterases 
is  determined  by  codominant  allelic  genes. 
The  frequency  of  heterozygotes  is  3 to  4 
per  cent  and  that  of  abnormal  homozygotes 
is  about  1 in  2,000. 

Environmental  factors 

The  environmental  factors  determining 
the  maintenance  of  this  polymorphism  are 
not  known.  The  good  health  of  individuals 
with  complete  absence  of  serum  pseudo- 
cholinesterase activity  indicates  that  the 
advantages  that  the  enzyme  confers  are 
marginal.  Moreover,  the  close  similarity 
in  gene  frequencies  found  in  different  popu- 
lations suggests  that  either  the  different 
genotypes  confer  little  selective  advantage 
or  disadvantage  under  modern  conditions 
or  that  the  relevant  environmental  factors 
are  the  same  in  such  different  places  as 
England  and  Indonesia.  One  factor  has 
been  suggested  as  contributing  to  the  main- 
tenance of  this  polymorphism. 37  The  outer 
part  of  a potato  contains  fairly  large 
amounts  of  the  gly coalkaloid,  solanine, 
which  is  a differential  inhibitor  of  the 
pseudocholinesterase  variants.  Since  the 
enzyme  found  in  abnormal  homozygotes  is 
less  sensitive  to  this  naturally  occurring 
inhibitor,  it  may  be  that  this  phenotype  is 
at  a selective  advantage  when  exposed  to 
excessive  amounts  of  solanidine.  Solani- 
dine  poisoning  is  characterized  by  vomiting, 
diarrhea,  and  abdominal  pain.  It  occurs 
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FIGURE  4.  Clinically  we  see  homozygotes  in 
recessive  conditions  such  as  cystic  fibrosis  (arrow). 
Incidence  of  this  disease  is  about  1 in  1,600  births, 
and  incidence  of  heterozygotes,  therefore,  is  5 
per  cent  (Table  IV). 

occasionally  after  eating  baked  potatos  and 
rarely  results  in  death.38,39 

There  is  a strong  genetic  component  in 
diabetes  mellitus,  but  the  mode  of  inherit- 
ance is  not  yet  known.40  It  has  been  sug- 
gested that  the  genetically  controlled  com- 
ponent is  an  insulin-inhibiting  factor  and 
that  childhood  diabetic  patients  are  homo- 
zygous and  adult  diabetic  patients  are 
heterozygous  for  this  trait.41,42  The  gene 
frequency  must,  however,  be  sufficiently 
frequent  to  raise  questions  about  the  mech- 
anism of  this  polymorphism.  It  is  a plau- 
sible and  interesting  idea  that  at  an  earlier 
state  of  evolution  the  diabetic  genotype 
was  an  important  energy-conserving  mech- 
anism when  food  was  scarce — a so-called 
“thrifty”  genotype — but,  of  course,  with 
the  inherent  disadvantage,  eventually,  of 
overproduction  of  an  insulin  antagonist.43 

Similar  questions  are  raised  in  relation  to 
cystic  fibrosis  where  we  know  from  the 
disease  incidence  that  the  frequency  of 
heterozygotes  must  be  about  5 per  cent 
(Fig.  4,  Table  IV).  Nothing  is  known 
about  the  factors  which  operate  in  this 
polymorphism,  but  it  is  rare  in  Negroes  and 
has  not  been  reported  in  Mongolians.44 

The  incidence  of  phenylketonuria  in 
Massachusetts  is  one  in  10,000  which  can- 
not be  accounted  for  only  by  mutations.45 
The  same  is  possibly  true  of  familial  Med- 
iterranean fever,  also  a recessively  in- 
herited condition,  which  is  prevalent  in 
Jews  and  Armenians. 46 

Sex  polymorphism 

Sex  is  the  best-recognized  but  perhaps  the 
least-understood  polymorphism.  There 


TABLE  IV.  The  frequency  of  heterozygotes  (2pq) 
for  given  frequencies  of  homozygotes  (q2) 


Frequency  of 
Affected  People  (q2) 

Frequency  of 
Carriers  (2pq) 

1 in  10 

1 in  2.3 

1 in  100 

1 in  5 . 6 

1 in  1,000 

1 in  16 

1 in  10,000 

1 in  51 

1 in  100,000 

1 in  159 

1 in  1,000,000 

1 in  501 

are  about  106  males  per  100  females  at 
birth  and  not  equal  numbers  as  one  would 
expect  on  the  chromosome  basis  of  sex 
determination.  It  is  probable  that  at  the 
time  of  conception  the  primary  sex  ratio  is 
130  or  more  to  100.  The  differential  sex 
mortality  is  compensated  for  by  the  sex 
ratio,  but  the  mechanism  whereby  it  is 
effected  and  the  evolutionary  significance 
are  unknown.47  But  it  is  of  interest  that 
the  sex  ratio  has  been  declining  for  the  last 
twenty  years  and  that  it  is  lower  in  Negroes 
than  in  Caucasians. 48 

One  hundred  years  ago  the  excess  of 
males  at  birth  disappeared  by  the  age  of 
five  years,  because  of  the  differential 
mortality  rate  of  boys  largely  due  to  infec- 
tion, and  thereafter  females  were  in  excess. 
The  excess  of  men  is  now  preserved  up  to 
the  age  thirty  years;  from  forty  onwards 
the  number  of  women  exceeds  the  number 
of  men,  and  the  excess  becomes  marked 
after  the  age  of  fifty-five.  This  raises  the 
possibility  that  in  spite  of  the  chromosomal 
mechanism  the  ratio  of  X-bearing  sperm  to 
Y-bearing  sperm  is  not  1:1  or  that  the 
Y-bearing  sperm  have  some  advantage  over 
the  X-bearing  sperm,  so  that  the  larger 
number  reach  the  site  of  fertilization. 


Conclusion 

Many  common  diseases  probably  depend 
on  genetic  susceptibility.  An  important 
part  of  biochemical  genetics  is  the  study  of 
inherited  variation  in  metabolic  pathways 
which  leads  to  inherited  variation  in  suscep- 
tibility to  disease.  With  the  control  of 
infectious  diseases,  however,  the  main  force 
of  selection  may  be  prezygotic  or  zygotic, 
resulting  in  infertility,  abortions,  and  con- 
genital malformations. 

For  example,  among  the  children  of 
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parents  one  or  both  of  whom  are  heterozy- 
gotes for  the  MN  blood  type,  the  expected 
genetic  ratios  do  not  occur;  there  is  an 
excess  of  MN  heterozygotes.49  AB  to  AB 
matings  also  lead  to  an  unexpected,  signif- 
icant increase  in  heterozygous,  AB,  chil- 
dren.50 Further  there  is  a significant  elimi- 
nation of  zygotes  connected  with  ABO  in- 
compatibility. About  10  per  cent  of  such 
zygotes  were  found  to  be  lost  in  European 
and  American  samples.51 

Probably  over  half  of  all  zygotes  formed 
do  not  contribute  to  the  next  generation. 
Early  prenatal  loss  accounts  for  at  least 
15  per  cent  of  zygotes,  3 per  cent  are  still- 
born, 2 per  cent  are  counted  as  neonatal 
deaths,  and  3 per  cent  die  before  reaching 
maturity.  Ten  per  cent,  although  they 
survive,  remain  childless,  and  20  per  cent 
do  not  marry.51 

The  genetic  variations  which  have  been 
considered  produce  discrete  effects.  A 
beginning  has  been  made  in  demonstrating 
the  selective  agents,  their  magnitude,  and 
the  rate  of  change  in  the  genetic  constitu- 
tion of  various  populations.  But  these 
discontinuous  characters  may  represent  a 
special  class  of  genetic  variants,  and  most 
human  characteristics  are  probably  poly- 
genic. This  is  true,  for  example,  of  the 
genes  affecting  stature,  skin  and  hair  color, 
intelligence,  and  probably  resistance  to 
most  diseases.  Perhaps  the  direction  of 
evolution  is  toward  characters  under  the 
control  of  more  than  one  pair  of  genes. 

If  a character  is  determined  by  genes  at 
a single  locus,  only  one  intermediate  stage 
between  the  extremes  is  possible,  and  the 
average  level  can  be  maintained  at  this 
intermediate  value  only  by  heavy  selection 
against  the  two  homozygous  states.  For 
example,  in  a population  where  the  fre- 
quency of  the  sickle  cell  trait  is  40  per  cent, 
4 infants  out  of  every  100  will  die  of  sickle 
cell  anemia.  With  multiple  gene  control, 
on  the  other  hand,  more  intermediate 
values  are  possible.  Should  the  environ- 
ment change,  no  gene  need  be  lost  and  all 
the  genetic  tools  are  at  hand  for  rapid 
adaptation. 52  It  is  an  interesting  suggestion 
that  some  chronic  diseases  are  the  result 
of  a time  lag  between  environmental  change 
and  adaptation  of  the  genetic  process.53 
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Albert  Frederick  Ruger  Andresen, 
in  whose  memory  this  lectureship  was  estab- 
lished, received  the  Julius  Friedenwald 
Award  in  1954  for  his  contributions  and 
dedication  to  gastroenterology  throughout 
his  distinguished  career.  This  medal, 
which  represents  the  highest  achievement 
in  American  gastroenterology,  bears  the 
profile  of  America’s  great  physiologist  and 
first  gastroenterologist,  William  Beaumont. 

Andresen  enjoyed  the  distinction  of  in- 
itiating many  activities  in  the  field  of 
gastroenterology.  Closest  to  his  heart  was 
the  creation  of  the  American  Board  of 
Gastroenterology,  of  which  he  was  to  be 
president.  In  the  best  interests  of  the 
organization,  he  not  only  conceded  the 
desirability  of  having  this  agency  function 
under  the  aegis  of  the  American  Board  of 
Internal  Medicine  but  also  encouraged 
affiliation  over  the  protests  of  many  who 
desired  autonomy  for  gastroenterology. 
He  believed — and  time  has  confirmed  his 
belief — that  this  board  represented  the 

* Albert  F.  R.  Andresen  Memorial  Lecture. 

Presented  at  the  159th  Annual  Meeting  of  the  Medica 
Society  of  the  State  of  New  York,  New  York  City,  Section 
on  Gastroenterology  and  Proctology,  February  16,  1965. 


recent  trends  in  gastroenterology  include 
the  importance  of  basal  secretion  and  maxi- 
mum histamine  response  in  selection  of  the 
most  suitable  surgical  procedure  for  patients 
with  duodenal  ulcers . The  greatest  immediate 
promises  in  gastroenterology  seem  to  be 
materializing  in  cytology  and  the  possibility 
that  the  isolation  of  the  causal  viruses  in 
hepatitis  may  lead  to  successful  immuniza- 
tion. However,  investigative  and  therapeutic 
advances  in  the  field  have  not  been  without 
complications,  particularly  in  drug  theraoy 
and  radical  surgical  procedures.  Research 
opportunities  for  clinical  gastroenterologists 
include  studies  of  antidiarrheal  drugs,  animal 
studies,  and  treatment  of  diuresis. 


greatest  advance  in  the  standardization  of 
training  in  gastroenterology;  that  only  the 
physician  should  be  accredited  in  gastroen- 
terology who  could  first  qualify  for  certi- 
fication in  internal  medicine  and  who  then, 
by  furthering  his  training,  could  demon- 
strate proficiency  in  the  field  of  digestive 
diseases,  metabolism,  and  nutrition. 

In  clinical  gastroenterology,  as  early  as 
1927,  he  advocated  immediate  feeding  of  a 
patient  bleeding  from  a peptic  ulcer  and 
supported  the  concept  of  allergic  reactions 
in  the  gastrointestinal  tract.  He  sponsored 
gastric  resection  when  gastroenterostomy 
was  the  accepted  surgical  procedure  in  the 
management  of  complicated  duodenal  ulcer 
disease. 

Andresen  lived  through  the  early  develop- 
ment of  peptic  ulcer  surgery.  He  was  an 
early  critic  of  gastroenterostomy,  an  advo- 
cate of  gastrectomy,  and  a censor  of  vagot- 
omy. He  debated  the  many  issues  of  ulcer 
surgery  while  apparently  having  favored  an 
aggressive  surgical  approach. 

Andresen’s  numerous  publications  on 
gastroenterologic  subjects  followed  a 
publication  on  gastric  ulcer  in  1910,  three 
years  after  his  graduation  from  Long  Island 
College  Hospital,  and  culminated  in  his 
textbook,  Office  Gastroenterology ,l  published 
in  1958  and  aptly  described  in  the  following 
words:  “In  it  a lively,  inquiring,  and  orig- 
inal mind  challenges  with  lucid  argument 
many  hallowed  gastroenterologic  con- 
cepts.”2 

His  academic  achievements  included  a 
professorship  at  the  State  University  of 
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New  York  Downstate  Medical  Center,  after 
earlier  years  in  anatomy  and  in  European 
clinics,  and  culminated  in  an  emeritus 
status.  He  served  in  numerous  consultant- 
ships  in  postgraduate  education  and  was 
one  of  the  first  postgraduate  lecturers  of 
the  Medical  Society  of  the  State  of  New 
York. 

Among  his  activities  in  organized  medi- 
cine were  his  founding  of  the  New  York 
Gastroenterological  Association  and  his 
organization  of  the  Section  of  Gastroen- 
terology and  Proctology  of  the  Medical 
Society  of  the  State  of  New  York.  He  was 
speaker  for  the  Society’s  House  of  Dele- 
gates and  its  delegate  to  the  American 
Medical  Association  for  twelve  years. 

His  antipathy  toward  many  casually 
accepted  concepts  was  obvious  when  he 
commented  on  the  desirability  of  clinician, 
physiologist,  pathologist,  radiologist,  and 
surgeon  acting  as  partners  in  the  continued 
development  of  gastroenterology.  He  was 
very  concerned,  however,  about  the 
“vanishing  viscera  syndrome.  ’ ’ The  extent 
of  his  concern  over  the  growing  computer- 
physician  relation  is  evident  from  his  con- 
viction that:  “No  questionnaire  filled  in  or 
merely  checked  by  the  patient  will  take 
the  place  of  a careful  history  taken  not  by 
a nurse  or  junior  assistant  but  by  the  ex- 
perienced clinician  himself.”3 

Selection  of  procedures  in 
gastric  ulcer  operations 

Whereas  the  indications  for  elective 
surgery  in  ulcer  disease  are  no  longer  con- 
troversial, selection  of  the  procedure  most 
applicable  to  the  individual  patient  is  not 
readily  resolved.  The  endocrinopathies, 
vascular  changes,  mechanical  factors  of 
location,  multiple  lesions,  concomitant  dis- 
ease, and  the  emotional  and  physical  status 
of  the  patient  are  problems  often  deliber- 
ated. Also  considered  is  the  operation 
that  is  least  destructive  and  safest,  that 
has  the  fewest  side-effects,  and  that  pre- 
serves gastroduodenal  continuity  and  hep- 
atopancreatic vagal  innervation.  The 
desirability  of  tailoring  the  operation  to 
correction  of  the  specific  secretory  abnor- 
mality of  the  patient  has  come  to  the  fore 
only  recently. 

Unfortunately,  our  knowledge  of  the 
complex  mechanism  of  gastric  secretory 


stimulation  is  incomplete  with  respect  to 
all  the  stimuli  and  pathways  by  which  the 
parietal  cell  mass  is  activated.  Recog- 
nized stimuli  operate  through  neural  path- 
ways by  way  of  the  pituitary  and  adrenal 
cortex  as  well  as  through  the  anterior  hypo- 
thalamus and  the  vagal  tract.  The  duo- 
denojejunal secretin  component  of  hor- 
monal influence  has  not  been  defined 
clearly;  the  role  of  gastrone  cannot  yet  be 
evaluated  satisfactorily. 

With  our  present  knowledge,  it  is  tempt- 
ing to  accept  an  acid  secretory  alterative 
procedure  as  the  major  objective  in  opera- 
tion. However,  we  are  thereby  forced  to 
adopt  a rather  tolerant  attitude  toward  the 
defense  mechanisms,  mucus,  mucopolysac- 
charide secretion,  cellular  replacement,  and 
vascular  and  other  factors  that  are  less 
measurable  and  less  definitively  implicated 
in  ulcer  pathogenesis. 

In  1962  Orr4  projected  an  attractive 
hypothesis  on  the  basis  of  gastric  secretory 
pattern.  This  work  reflected  the  ideas  of 
Dragstedt,5  Gillespie  et  al .,6  Card  and 
Marks,7  Shay,8  and  others  who  looked 
forward  to  some  method  of  satisfactory 
parietal  cell  control  that  would  remove 
ulcer  therapy  from  an  empirical  status. 
Simplified,  the  entire  premise  centered  in 
the  facts  that  patients  with  duodenal  ulcer 
do  not  fall  into  a single  secretory  pattern; 
that  current  methods  of  assessment  could 
accurately  and  consistently  confirm  the 
basal  and  secretory  pattern  of  the  individual 
patient;  and  that  therefore  an  operation 
theoretically  capable  of  suppression  of 
vagal,  or  hormone-stimulated  secretion,  or 
both  should  be  anticipated  with  or  with- 
out gastric  resection  of  measured  extent. 
The  parietal  cell  mass  occupying  the  fundus 
and  body  of  the  stomach  deprived  of  nerv- 
ous stimulation  through  the  vagal  mech- 
anism and  hormonal  stimulation  through 
the  gastrin  mechanism  therefore  need  be 
resected  only  in  those  infrequent  patients 
in  whom  the  parietal  cell  mass  is  activated 
through  other  sources  of  stimuli.  The  facts 
that  in  human  beings  antrectomy9  or 
vagotomy10  alone  significantly  reduces 
maximal  acid  output  and  that  the  com- 
bined operations  produce  an  even  greater 
reduction  imply  an  interdependence,11 
neither  area  being  able  to  act  normally  in 
the  absence  of  the  other,  although  either 
may  predominate  in  some  persons. 
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On  the  assumption  that  the  basal  hour 
may  be  accepted  as  an  estimate  of  vagal 
activity  and  the  maximum  histamine  re- 
sponse as  a measure  of  parietal  cell  mass, 
duodenal  ulcer  patients  may  be  divided 
into  four  categories: 

1.  When  the  basal  secretion  is  normal 
or  low  and  the  maximum  histamine  re- 
sponse is  high,  parietal  cell  mass  is  con- 
sidered to  be  greater  than  normal,  and 
hormonal  (gastrin)  stimulation  is  assumed 
to  be  responsible.  Hemigastrectomy,  with 
removal  of  the  antrum  and  some  parietal 
cell  mass,  may  be  considered  adequate. 

2.  When  both  the  basal  secretion  and 
the  maximum  histamine  response  are  ele- 
vated, there  is  both  vagal  and  hormonal 
hyperactivity.  Vagotomy  and  hemigas- 
trectomy are  required. 

3.  When  the  basal  secretion  is  excessive 
but  the  maximum  histamine  response  is 
relatively  less  pronounced,  the  implication 
is  that  a vagal  factor  is  predominant.  Va- 
gotomy combined  with  drainage  should  be 
adequate. 

4.  When  both  basal  and  maximum  hista- 
mine response  are  excessive,  both  mecha- 
nisms are  implicated,  with  evidence  of  a 
greatly  increased  parietal  cell  mass.  Va- 
gotomy and  subtotal  (75  per  cent)  gastric 
resection  must  be  considered. 

Orr4  accepts  a fifth  category,  in  which 
both  basal  and  maximum  histamine  re- 
sponses are  low.  This  is  exemplified  by 
the  patient  with  a break  in  the  defense 
mechanism;  the  indication  is  to  bypass  or 
to  excise  the  ulcer.  I would  reserve  such 
conservatism,  as  does  Kay,12  for  the  excep- 
tional instances  of  “the  aged  patient  and 
for  the  very  bad  surgical  risk.” 

These  concepts  have  changed  the  outlook 
in  the  surgical  treatment  of  duodenal  ulcer; 
these  and  other  factors  should  provide 
guidelines  for  planned  operations.  Apart 
from  the  practical  value  in  selection  of 
patients  and  anticipated  efficacy,  such 
studies  have  led  us  to  a better  understand- 
ing of  human  gastric  secretory  function  and 
may  give  us  further  leads  to  the  solution 
of  the  ulcer  problem. 

Effects  of  technologic  advances 

In  his  presidential  address  before  the 
American  Gastroenterological  Association 
in  1949,  entitled  “Trends  in  Gastroenter- 


ology,” Andresen  said,  “.  . . we  are  today 
suffering  from  an  overproduction  of  papers 
. . much  writing  that  is  ...  a duplication 
or  rearrangement  of  previous  material.”3 
As  I have  developed  my  theme,  “Trends 
in  Gastroenterology  Today,”  I am  cha- 
grined to  find  myself  guilty  of  Andresen’s 
accusations.  Many  of  the  trends  and 
developments  to  which  I have  referred  are 
resurrections  from  the  past,  refined  by  the 
investigative  and  therapeutic  achieve- 
ments of  recent  years.  Developments  of 
previous  years  in  the  basic  sciences  have 
emerged  from  the  laboratory  into  clinical 
practice  and  have  disclosed  a great  deal 
about  the  relatively  hidden  regions  of  the 
digestive  tract,  the  liver,  the  pancreas,  and 
the  small  intestine.  With  the  technologic 
and  scientific  revolution,  electronic  mech- 
anisms have  made  possible  the  measure- 
ment of  potential  differences  in  motor 
activity,  pH  determinations,  and  cineradi- 
ography of  the  esophagus,  stomach,  duo- 
denum, and  even  the  biliary  tract.  The 
rectal  segment,  although  more  accessible, 
is  less  susceptible  to  interpretation,  whereas 
the  small  and  large  intestine  are  becoming 
amenable  to  such  appraisal.  Mechanical 
devices  that  permit  visualization  and  ac- 
curate photographic  recording  of  the  eso- 
phageal, gastric,  and  duodenal  lumen 
represent  startling  visual  teaching  aids.  An 
attempt  to  revive  peritoneoscopy,  even 
when  aided  by  excellent  photography,  has 
resulted  in  only  a few  enthusiasts.  The 
entire  small  intestine  of  the  intact  man  has 
become  subject  to  study  by  isotope  tech- 
nics, biopsies  at  multiple  levels,  and  in- 
tricate methods  of  evaluating  insorption 
and  exsorption. 

Disaccharidase  efficiency  can  be  deter- 
mined by  biopsy.  Advances  in  enzy- 
mology,  cell  fractionation,  and  electron 
microscopy  have  elucidated  cellular  be- 
havior in  disease.  Biochemical  studies  on 
bile  formation  now  permit  a better  under- 
standing of  unusual  instances  of  defective 
elimination  of  bile  from  the  liver  cells.  The 
stomach  is  now  recognized  as  an  endocrine 
organ.  Gregory  et  a/.13  have  synthesized 
and  isolated  two  gastrins.  Gastrone  is  now 
more  than  a hypothesis.  The  receptor 
mechanism  that  influences  gastric  empty- 
ing has  been  established,  and  the  hor- 
monal aspects  of  peptic  ulcer  disease  have 
been  elucidated. 
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Selective  visceral  angiography  has  estab- 
lished abdominal  angina  as  a true  syndrome, 
diagnosable  and  correctible.  The  pan- 
creas soon  may  be  susceptible  to  success- 
ful scanning.  Demonstration  of  its  blood 
supply  by  celiac-artery  catheterization  opens 
another  field  of  pancreatic  exploration  to 
add  to  the  satisfactory  surgical  pancrea- 
tography. Manometric  studies  of  the  bili- 
ary tract  and  accurate  delineation  of  the  bili- 
ary tree  by  transhepatic  cholangiograms 
have  permitted  a more  rational  approach  in 
surgical  intervention.  With  splenoportog- 
raphy and  accurate  methods  of  pressure 
determinations  in  intrahepatic  and  extra- 
hepatic  portal  hypertension,  surgical 
methods  of  portal  decompression  have  im- 
proved, and  perhaps  one  day  the  liver  may 
receive  improved  vascular  perfusion  by 
properly  selected  shunting  procedures. 

The  flora  of  the  digestive  tract  has  re- 
gained importance.  Antimicrobial  modi- 
fication of  diarrhea  and  absorptive  defects 
is  opening  new  horizons  in  bacteriology. 
Such  incurable  conditions  as  Whipple’s 
disease  have  proved  responsive  to  therapy. 
Parasitology,  on  the  wane  in  this  country 
despite  increased  exposure  to  parasitologic 
disease  by  travel,  sponsors  the  hope  that 
the  enteric  parasites  may  be  brought  under 
control  by  proper  application  of  our  pres- 
ent knowledge  through  the  World  Health 
Organization  and  allied  agencies.  The 
greatest  immediate  promises  seem  to  be 
materializing  in  cytology  and  in  the  pos- 
sibility that  the  isolation  of  the  causal 
viruses  in  hepatitis  may  be  the  prelude  to 
successful  immunization. 

Iatrogenic  gastrointestinal  disease 

Certain  accusations  have  paralleled  the 
advances  in  gastroenterology.  Gastro- 
enterology has  shared  the  embarrassment 
of  other  specialties  in  the  recognition  of 
iatrogenic  gastrointestinal  entities.  Dis- 
crediting observations  of  recent  years  have 
resulted  from  studies  of  the  ulcerogenic 
drugs  and  the  ulcerogenic  mechanism; 
gastric  hypothermia;  the  choleostatic  com- 
plications; ulceration  of  the  small  intestine, 
presumably  from  the  enteric-coated  com- 
bination of  chlorothiazides  and  potassium; 
the  enteritis  of  antimicrobial  therapy;  and 
pancreatitis,  possibly  as  a complication  of 
corticosteroid  therapy.  As  improved  sur- 


gical technics  and  facilities  have  led  to  more 
extensive  esophageal  and  gastric  proce- 
dures, as  the  risk  of  portacaval  shunts  has 
dropped  below  5 per  cent,  and  as  radical 
resections  have  become  more  frequent,  the 
complications  of  these  procedures  have 
acquired  alarming  significance.  From 
these  we  have  learned  of  secondary  mal- 
absorption, hepatic  encephalopathy,  the 
blind  loop  syndrome,  the  need  for  inter- 
position operations,  reverse  and  circular 
segment  operations,  the  toxicity  of  proteins 
in  hepatic  insufficiency,  and  the  electrolyte 
problems  of  jejunocolostomy.  Cancer 
chemotherapy,  plagued  with  side-effects, 
has  used  extreme  experimental  technics 
with  few  encouraging  results.  Those  of  us 
who  are  primarily  clinicians  are  unhappy 
over  the  threat  of  automation,  fearing  that 
nourishment  of  the  computer  may  result 
in  an  ischemic  process. 

Research  in  gastroenterology 

I am  distressed  along  with  my  associates 
in  clinical  gastroenterology  who  contend 
that  they  have  no  opportunities  to  partici- 
pate in  research  because  research  today 
originates  in  the  basic  science  laboratory. 
I see  three  distinct  avenues  of  research  in 
gastroenterology,  and  all  three  should 
originate  with  the  clinician.  The  practicing 
gastroenterologist  recognizes  his  deficien- 
cies and  should  stimulate  laboratory 
research  into  improved  diagnostic  and 
therapeutic  procedures,  which  eventually 
can  be  tested  by  the  practicing  gastroen- 
terologist. Each  of  us  can  and  should  be 
intellectually  inquisitive,  receptive  to  our 
patient’s  needs,  conscious  of  our  ability  to 
contribute,  willing  to  listen,  eager  to  en- 
courage, and  ready  to  lend  the  fruits  of  our 
experience  to  our  academic  associates  for 
the  ultimate  benefit  of  our  patients. 

Some  of  our  recent  gastroenterologic 
research  activities  at  Louisiana  State  Uni- 
versity illustrate  the  types  of  research  a 
gastroenterologist  can  do. 

Studies  of  diarrheal  drugs.  In  Costa 
Rica,  supported  by  the  International  Center 
for  Medical  Research  and  Training,  we  are 
cooperating  with  the  San  Juan  de  Dios  Hos- 
pital group  in  epidemiologic  studies  of  di- 
arrheal diseases.  Diarrhea  severe  enough 
to  necessitate  hospital  admission  is  respon- 
sible for  the  greatest  number  of  deaths  from 
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TABLE  I.  Results  of  treatment  with  malethamer  in  236  patients  with  diarrhea 


Number 

of 

Patients 

Duration 
of  illness 

Days 

Treated 

R noi  ll  to  rvf 

Diagnosis 

Excellent 

Good 

Fair 

None 

Acute  diarrhea 
Acute  gastro- 
enteritis 

68 

12  hours 

7 

52 

12 

4 

0 

Turista  (Mexico) 

31 

2 days 

7 

28 

1 

1 

1 

Turista  (Bogota) 

22 

2 days 

7 

12 

7 

3 

0 

Chronic  diarrhea 
Hemicolectomy 

20* 

>90 

7f 

2** 

4f 

2** 

It 

4** 

0 

0 

Irritable  colon 

39 

>3  months 

>90 

*8 

2 

10 

9 

Ulcerative  colitis 

13 

>3  months 

>90 

4 

5 

1 

3 

Postileostomy 

diarrhea 

7 

>2  years 

>90 

1 

5 

1 

0 

Regional  enteritis 

5 

>6  months 

>90 

1 

3 

1 

0 

Postgastrectomy 

diarrhea 

12 

>6  months 

>90 

1 

7 

3 

1 

Diverticulosis 

19 

>3  months 

>90 

10 

4 

2 

3 

Totals 

236 

136 

52 

31 

17 

* Of  these  20  patients,  12  had  a left  and  8 had  a right  hemicolectomy, 
t Left  hemicolectomy. 

**  Right  hemicolectomy. 


gastrointestinal  diseases.  We  are  conduct- 
ing a double-blind  chemotherapy  program 
to  determine  the  influence  of  furazolidone 
(Furoxone)  on  the  parasitic,  bacterial,  and 
histologic  findings  in  the  small  intestine  of 
hospital  patients  with  diarrhea.  * 

After  the  necessary  data  for  application 
of  a new  drug  have  been  acquired,  after  its 
potential  efficacy,  acute  and  chronic  toxic- 
ity, and  pharmacologic  effects  have  been 
studied,  and  after  the  product  is  available 
in  satisfactory  form  and  dosage  for  human 
use,  the  role  of  the  gastroenterologist  is  to 
evaluate  its  efficacy  and  side-effects  in  his 
patients  and  thus  to  help  accumulate  the 
data  required  for  release  by  the  Federal 
Drug  Administration. 

In  the  clinical  investigator  area  an  in- 
teresting study  of  an  antidiarrheal  agent 
has  been  completed.  Maleic  anhydride 
ethylene  polymer  is  a newly  synthesized 
resin  with  the  generic  name  malethamer.  f 
In  addition  to  extraordinary  water-binding 
capacity  (200  times  its  weight),  it  has  ad- 
sorptive influence  on  viruses  (polio  I)  and 
enterotoxins  (Staphylococcus  aureus,  Clos- 
tridium botulinum,  and  Salmonella  typhosa) 
of  pathogenic  ' bacteria  and  antibacterial 
activity  (enterococcus  strain  9913  and  238, 

* Supported  by  a grant  from  Eaton  Laboratories,  Norwich, 
New  York. 

+ A product  of  Eli  Lilly  and  Company,  Indianapolis, 
Indiana. 


S.  typhimurium  strain  S4,  Staphylococcus 
strain  H232,  Escherichia  coli  1 and  2, 
and  others).  This  antidiarrheal  agent  is 
slated  for  efficacy  evaluation  in  human 
beings  with  acute  and  chronic  diarrheal 
states.  Our  study  revealed  no  evidence  of 
side-effects  (clinical,  renal,  hematologic, 
and  hepatic)  and  no  untoward  absorptive 
influence  on  electrolytes,  cholesterol,  and 
general  nutrition  during  prolonged  use. 

Two  hundred  and  thirty-six  adults  were 
treated  with  malethamer  alone  in  a dosage 
of  4 Gm.  daily,  for  seven  days  in  cases  of 
acute  illness  and  for  more  than  ninety  days 
in  cases  of  chronic  disease.  No  side-effects 
were  observed.  In  single  instances  of  dia- 
betic diarrhea,  ileoproctotomy,  carcinoido- 
sis,  diverticulitis,  and  radiation  proctitis, 
the  response  was  fair  after  thirty  days  of 
treatment  but  did  not  improve  thereafter. 
Adjunctive  measures  that  impaired  the 
accuracy  of  evaluation  were  then  necessary. 

The  results  were  graded  according  to  the 
following  criteria: 

Excellent:  not  more  than  two  semi- 

formed-to-formed  dark  stools  daily,  no 
pain,  and  minimal  flatulence. 

Good:  two  to  four  semiformed-to-formed 
dark  stools  daily,  no  treatment  for  pain 
required,  and  minimal  flatulence. 

Fair:  more  than  four  stools  a day  but 
fewer  and  firmer  stools  than  before  treat- 
ment; diphenoxylate  hydrochloride  with 
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atropine  sulfate  (Lomotil)  or  anticholin- 
ergic drugs  needed  for  relief  of  pain;  and 
offensive  flatulence. 

The  results  of  treatment  are  shown  in 
Table  I.  Efficacy  was  evaluated  as  good  or 
excellent  in  112  of  121  acutely  ill  patients 
and  76  of  115  chronically  ill  patients  with 
diarrhea  for  more  than  three  months  before 
treatment  was  begun. 

Animal  studies.  The  clinical  gastroen- 
terologist is  also  capable  of  doing  animal  re- 
search. Our  unit  has  contributed  to  eval- 
uation of  gastric  freezing.  As  have  others, 
we  have  observed  gastric  necrosis  and  subse- 
quent ulceration  whenever  a part  of  the 
stomach  wall  has  actually  been  frozen,  that 
is,  when  the  gastric  mucosa  has  been  sub- 
jected to  a temperature  of  —10  C.  or  below 
for  more  than  forty  minutes.  We  are  not 
convinced  that  this  is  caused  by  a “jet” 
stream  but,  rather,  attribute  it  to  impaired 
gastric  circulation  by  pressure  hemostasis  on 
the  posterior  wall  of  the  greater  curvature 
when  the  weight  of  the  balloon  compresses 
the  gastric  wall  against  immobile  structures. 
With  modified  localizing  balloons,  mucosal 
temperature  has  been  lowered  to  produce  ex- 
perimental gastric  fundal,  antral,  and  duo- 
denal ulcerations  for  observations  of  sub- 
sequent healing. 

Gastric  hypothermia  and  intravenous 
PLV-2*  for  control  of  variceal  bleeding 
have  been  investigated  in  the  experimental 
animal  and  have  been  found  to  reduce 
gastric  blood  flow  and  to  produce  mucosal 
ischemia. 

A permanent  gastrostomy,  modeled  after 
that  devised  by  physicians  at  the  Sunland 
Hospital  (M.  Arzaga,  M.D.,  and  G.  Sanchez, 
M.D.)  for  the  feeding  of  permanently  in- 
capacitated patients,  has  provided  an  ob- 
servation port  in  the  laboratory  animal  for 
the  culdoscopic  determination  of  gastric 
motor,  secretory,  vascular,  thermal,  and 
mucosal  responses  to  local  trauma,  stimula- 
tion, and  experimental  ulceration  and  to 
parenteral  use  of  various  secretagogues  and 
inhibitors. 

DMSO  (dimethyl  sulfoxide),!  a useful 
solvent  in  biochemical  procedures,  has  a 
place  in  experimental  medicine  as  an  agent 
for  protection  of  animal  cells  and  tissues 

* Produced  by  Sandoz  Pharmaceuticals,  Hanover,  New 
Jersey. 

t The  dimethyl  sulfoxide  used  was  of  special  medical 
grade  and  was  produced  by  the  Crown  Zellerbach  Corporation, 
Camas.  Washington. 


against  freeze  injury.  Its  ability  to  alter 
the  natural  biologic  selectivity  of  the  mem- 
brane in  plant  studies  by  penetration  of 
nondialyzable  compounds  and  by  enhanced 
penetration  of  normally  dialyzable  ions  and 
compounds  was  confirmed  in  animal  studies 
that  demonstrate  transport  capacity. 

The  topical  use  of  this  compound  in  the 
treatment  of  rheumatoid  disease  (bursitis 
and  rheumatoid,  degenerative,  and  gouty 
arthritis)  is  now  being  investigated.  Its 
dermal  application  causes  cutaneous  de- 
hydration, desquamation,  and  histamine 
exhaustion.  The  possible  penetration  of 
gastric  mucosal  cells  alone  or  by  a carried 
agent  to  alter  acid  and  pepsin  production 
and  possibly  cellular  regeneration  and  hor- 
mone ( gastrin- gastrone)  elaboration  is  also 
being  investigated  in  animals  in  which 
gastrostomy  has  been  carried  out.  If 
DMSO  exhausts  the  gastric  parietal  and 
chief  cell  in  the  dog  and  impairs  its  com- 
plete restoration  to  pretreatment  status  or 
possibly  inhibits  gastric  elaboration  from 
the  antral  segment  to  alter  secretory  behav- 
ior without  significant  side-effects,  this 
compound  may  lead  us  to  a new  approach 
in  ulcer  management  by  yet  another 
method  of  cellular  destruction.  We  must, 
however,  be  mindful  that  all  previous  at- 
tempts in  this  direction  have  failed. 

Treatment  of  diuresis.  Reinfusion  of 
ascitic  fluid  in  the  treatment  of  ascites  has 
been  favorably  revived,  with  the  advantages 
of  simultaneous  paracentesis  and  concentra- 
tion dialysis.  Improved  protein  level,  re- 
hydration, diuresis,  and  naturesis  have  been 
added  for  improved  diuresis  by  proper  salt 
restriction  and  use  of  mercurial  diuretics, 
thiazides,  aldactone  antagonists,  triamter- 
ene, and  corticosteroids.  We  have  been 
able  to  reverse  the  usual  worsening  of  this 
complication  of  cirrhosis  at  less  cost  to  the 
patient.  In  our  experience,  the  average 
urinary  output  has  doubled  within  twenty- 
four  hours,  naturesis  has  increased  from  25 
to  130  mEq.,  and  the  subsequent  use  of  al- 
dactone A and  hydrochlorothiazide  has  pro- 
duced even  greater  diuresis  and  naturesis, 
with  an  average  weight  loss  of  32  pounds 
within  twenty-four  days. 

Conclusion 

Those  I have  described  are  not  all  the 
recent  trends  in  gastroenterology  that  have 
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been  recorded,  but  they  are  among  those 
that  would  have  intrigued  Andresen  most. 
It  is  difficult,  perhaps  impossible,  to  decide 
which  is  the  most  important  and  which  has 
the  greatest  potentiality  for  salvation  of 
patients.  During  the  past  few  years  these 
advances  have  emerged  from  the  basic 
science  laboratory,  from  the  gastrointestinal 
forum,  and  from  clinical  discussions  and 
applications.  Gastroenterology  has  be- 
come a field  of  distinct  research,  with 
academic  and  clinical  advancement  that 
complements  the  early  efforts  of  Andresen. 
3636  St.  Charles  Avenue,  New  Orleans 
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than  the  national  average  at  each  age  level. 

Comparisons  of  standing  heights  and  sitting 
heights  of  Japanese  and  American  children 
show  that  Japanese  children  are  shorter  than 
the  American  children  because  they  have 
shorter  legs.  Body  trunk  lengths  are  about  the 
same  for  both  groups.  Two  studies  of  Japanese 
children  under  controlled  conditions  indicate 
that  improving  amino  acid  balance  improves 
growth.  Amino  acid  supplementation  increases 
stature  more  in  the  legs  than  in  the  trunks.  In 
contrast  to  countries  where  severe  protein 
deficiencies  exist,  resulting  in  acute  protein 
deficiency  diseases  and  stunted  growth,  in 
Japan  the  problem  may  be  one  of  “protein 
limitation”  where  the  supply  of  animal  protein 
is  limited,  particularly  among  the  lower  eco- 
nomic groups. 
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This  report  presents  data  from  a con- 
tinuing study  of  the  use  of  monoamine 
oxidase  inhibitors  in  the  treatment  of 
resistant  hypertension.1  The  antihyper- 
tensive properties  of  pargyline  hydrochlo- 
ride were  first  described  by  Horwitz  and 
Sjoerdsma.2  A number  of  clinical  re- 
ports concerning  pargyline  have  subse- 
quently appeared.3-8  Bryant  et  al.9  re- 
cently reported  their  experience  using 
pargyline  in  combination  with  methyclo- 
thiazide.  Their  results  indicate  that  the 
addition  of  a benzothiadiazine  diuretic  to 
established  pargyline  therapy  reduces  the 
dosage  requirements  of  pargyline,  enhances 
the  antihypertensive  response,  and  reduces 
the  incidence  of  side -effects.  A number  of 
published  reports  also  have  appeared  con- 
cerning the  antidepressant  properties  of 
pargyline.10-13 

Chemically,  pargyline  hydrochloride  is 
identified  as  N-benzyl-N-methyl-2-pro- 
pynylamine  hydrochloride.  It  is  a non- 
hydrazine compound  that  has  been  shown 
to  be  a potent  inhibitor  of  the  enzyme, 
monoamine  oxidase.1415  The  relationship 
between  enzyme  inhibition  and  the  anti- 
hypertensive effect  of  pargyline  hydro- 
chloride also  has  been  studied.16-17 

Recent  studies  indicate  that  pargyline 
is  active  at  a postganglionic  site,  probably 
in  the  postganglionic  sympathetic  nerve 
fiber.18  The  hemodynamic  response  to  the 
drug  indicates  that  it  does  not  always  alter 


TABLE  I.  Hypotensive  agents  previously  used  in 
the  treatment  of  45  patients  with  resistant 
hypertension 


Hypotensive  Drug 

Daily  Oral 
Dose  (Single 
or  Divided) 
(Mg.) 

Rauwolfia 

Rauwolfia  serpentina  (whole 
root) 

100  to  400 

Alseroxylon  fraction  (Rau- 
wiloid) 

1 to  8 

Single  alkaloid  (reserpine) 

0.1  to  0.8 

Veratrum* 

Ester  alkaloids  of  V.  viride 
(alkavervir)  (Veriloid) 

2 to  5 

Purified  alkaloids  of  V.  viride 

2 to  5 

Protoveratrines  A and  B 
(single  ester  alkaloids  of  V. 
alba:  Veralba  and  Pro  veil 
maleate) 

0 . 2 to  0 . 5 

Ganglionic  blocking  agents 
Hexamethonium  (Methium, 
Hexameton)  chloride 

125  to  1 , 500 

Pentolinium  (Ansolysen) 
tartrate 

20  to  500 

Chlorisondamine  (Ecolid) 
chloride 

12 . 5 to  200 

Mecamylamine  (Inversine) 
hydrochloride 

2 . 5 to  30 

Hydralazine  (Apresoline)  hydro- 
chloride 

50  to  800 

Chlorothiazide  (Diuril) 

500  to  1,500 

* Given  in  divided  doses,  four  times  a day. 


cardiac  output  but  reduces  peripheral 
arterial  resistance.19 

Patients  studied 

The  present  study  included  45  hyper- 
tensive patients  who  had  been  carefully 
selected  over  a period  of  eight  years  be- 
cause of  their  failure  to  respond  to  treat- 
ment with  a variety  of  antihypertensive 
agents  used  alone  and  in  combination 
(Table  I).  Based  on  the  modalities  of 
blood  pressure,  optic  fundi,  and  abnor- 
malities of  the  cardiac  renal  and  central 
nervous  systems,  all  patients  were  con- 
sidered to  be  severely  hypertensive. 

Methods 

All  patients  were  informed  of  their 
inclusion  in  this  study  and  of  the  necessity 
to  discontinue  all  antihypertensive  medica- 
tions to  establish  a “base  line.”  They 
were  then  placed  on  a regimen  consisting 
of  low-salt  diets  (less  than  1 Gm.)  and 
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1 Gm.  of  chlorothiazide  (Diuril)  each 
morning  for  one  month.  Blood  pressure 
readings  were  taken  twice  weekly  during 
this  control  period,  and  the  eyegrounds 
were  checked  regularly.  When  indicated, 
excretory  urograms  were  taken,  the  Regi- 
tine  test  was  performed,  and  urinary 
catecholamines  were  determined.  Routine 
tests  of  the  blood  and  urine,  chest  roent- 
genograms, electrocardiograms,  and,  where 
feasible,  Master  two-step  tests  were  done 
at  the  conclusion  of  the  control  period. 

Following  the  control  period  the  pa- 
tients were  divided  into  two  groups.  One 
group  was  given  pargyline  hydrochloride 
(Eutonyl)*  as  the  sole  antihypertensive 
agent  following  discontinuation  of  the 
chlorothiazide  used  during  the  control 
period.  The  second  group  was  given 
pargyline  hydrochloride  in  addition  to 
chlorothiazide. 

The  initial  dose  of  pargyline  hydro- 
chloride was  12.5  mg.  daily.  Adjustments 
of  the  daily  dose  were  not  made  more  often 
than  once  weekly,  and  the  maximum  dose 

* Supplied  by  Mr.  Lothar  Brun  and  G.  H.  Berryman, 
M.D.,  Abbott  Laboratories,  North  Chicago,  Illinois. 


forty-five  severely  hypertensive  patients 
who  had  failed  to  respond  to  various  anti- 
hypertensive agents  received  low-salt  diets  and 
1 Gm.  of  chlorothiazide  each  morning  for  a 
month.  Blood  pressure  readings  were  taken 
twice  weekly  and  the  eyegrounds  checked 
regularly  during  this  control  period.  Follow- 
ing routine  tests  22  patients  were  given 
pargyline  hydrochloride  as  the  sole  anti- 
hypertensive agent  and  23  patients  pargyline 
hydrochloride  plus  1 Gm.  of  chlorothiazide 
daily.  Initial  doses  of  12.5  mg.  pargyline 
hydrochloride  daily  were  adjusted  to  a maxi- 
mum dose  of  50  mg.  twice  daily.  All  pa- 
tients were  seen  twice  weekly  until  the  blood 
pressure  was  stabilized  and  twice  monthly 
thereafter.  During  the  study  7 patients  on 
pargyline  and  15  on  combined  therapy  be- 
came normotensive,  with  an  average  blood 
pressure  reduction  of  21  mm.  Hg  in  both 
groups.  Side-effects  did  not  necessitate  the 
discontinuance  of  therapy. 


of  pargyline  hydrochloride  was  50  mg. 
twice  daily.  Chlorothiazide  was  con- 
tinued at  a daily  dose  of  1 Gm. 

All  patients  were  seen  twice  weekly  until 


TABLE  II.  Effects  of  pargyline  alone  on  blood  pressure 


Age 

and 

Sex 

Control 

Two 

Weeks 

Blood 
Pressure 
Reduction 
at  Two 
Weeks 

Three 

Months 

Six 

Months 

Nine 

Months 

Twelve 

Months 

Fifteen 

Months 

61,  F 

224/108 

196/100 

28/8 

180/96 

176/94 

182/92 

180/90 

176/90 

57,  F 

212/106 

200/96 

12/10 

196/94 

190/92 

176/92 

170/90 

172/92 

68,  F 

234/118 

206/108 

28/8 

200/102 

194/96 

192/96 

200/96 

208/96 

71,  F 

208/108 

190/100 

18/8 

182/90 

156/84 

146/82 

148/84 

150/82 

67,  M 

218/106 

186/98 

32/8 

176/88 

164/80 

150/80 

154/82 

150/82 

56,  F 

270/118 

210/106 

60/12 

198/100 

176/96 

170/96 

176/98 

170/94 

59,  F 

248/114 

204/102 

44/12 

198/96 

194/92 

188/92 

190/94 

198/96* 

61,  F 

238/112 

196/102 

42/10 

166/90 

154/86 

150/84 

138/84 

148/86 

66,  F 

232/114 

190/100 

42/14 

176/92 

164/90 

150/88 

154/84 

154/84 

71,  F 

240/112 

202/108 

38/4 

200/102 

206/100 

194/96 

202/98 

196/98* 

67,  F 

224/106 

192/100 

32/6 

182/90 

160/90 

152/86 

150/88 

148/88 

65,  F 

236/118 

194/106 

42/12 

172/94 

162/90 

156/94 

154/90 

152/90 

71,  F 

274/142 

226/120 

48/22 

202/102 

196/96 

202/96 

198/96 

204/98* 

61,  F 

264/130 

242/118 

22  '12 

226/106 

230/112 

216/110 

208/110 

212/114* 

56,  M 

242/116 

202/100 

40/16 

190/92 

176/92 

164/90 

156/92 

158/94 

59,  M 

226/104 

170/90 

56/14 

156/82 

146/80 

144/82 

148/80 

144/84 

63,  F 

258/112 

208/94 

50/18 

160/86 

164/82 

160/86 

168/84 

160/84 

67,  F 

294/140 

244/130 

54/10 

212/118 

230/124 

236/118 

210/108 

226/114 

63,  M 

276/136 

250/132 

26/4 

218/116 

202/104 

196/102 

198/104 

196/106 

68,  F 

254/118 

220/108 

34/10 

192/98 

196/98 

190/96 

194/98 

194/96 

73,  M 

246/124 

206/106 

40/18 

190/90 

194/94 

192/92 

194/94 

198/90 

60,  M| 

264/144 

226/120 

38/24 

212/118 

198/112 

186/104 

78/102 

184/98 

Average 

245/119 

207/107 

38/12 

190/97 

183/95 

177/93 

176/93 

177/94 

* Orthostatic  hypotension  occurred. 

t This  patient  suffered  renal  artery  thrombosis  and  died  following  a stroke. 


June  15,  1965  / New  York  State  Journal  of  Medicine  1673 


TABLE  III.  Effects  of  pargyline  plus  chlorothiazide  on  blood  pressure 


Age 

and 

Sex 

Control 

Two 

Weeks 

Blood 
Pressure 
Reduction 
at  Two 
Weeks 

Three 

Months 

Six 

Months 

Nine 

Months 

Twelve 

Months 

Fifteen 

Months 

53,  F 

216/112 

170/96 

46/16 

154/90 

162/88 

146/86 

150/90 

150/86 

47,  F 

206/108 

190/102 

16/6 

178/98 

172/94 

180/96 

170/90 

160/88 

60,  F 

234/116 

206/108 

28/8 

194/100 

188/102 

196/106 

200/98 

202/100 

68,  F 

228/118 

192/102 

36/16 

170/96 

164/92 

146/88 

144/86 

146/86 

55,  F 

242/136 

182/112 

60/24 

194/106 

196/100 

190/108 

192/98 

206/100* 

66,  F 

208/108 

182/92 

26/16 

172/90 

156/88 

140/82 

146/84 

140/82 

61,  F 

242/114 

202/108 

40/6 

184/96 

184/92 

196/86 

204/94 

200/96 

42,  M 

264/146 

232/130 

32/16 

208/110 

182/102 

190/104 

182/102 

176/100* 

71,  F 

208/108 

176/96 

32/12 

150/82 

140/80 

146/86 

150/90 

152/88 

72,  F 

238/132 

202/108 

36/24 

198/88 

204/92 

186/96 

202/90 

184/92* 

56,  F 

204/106 

170/94 

34/12 

152/90 

140/82 

136/76 

140/80 

144/78 

66,  F 

216/110 

174/100 

42/10 

146/82 

142/80 

140/80 

146/80 

150/82 

58,  F 

236/112 

170/102 

66/10 

158/92 

150/90 

154/94 

150/90 

146/88 

56,  M 

212/102 

172/90 

40/12 

146/80 

150/78 

144/80 

146/78 

152/80 

60,  F 

258/128 

230/116 

28/12 

206/104 

198/98 

192/94 

188/96 

192/92* 

52,  M 

224/108 

190/106 

34/2 

158/90 

150/92 

154/84 

148/86 

150/82 

48,  M 

208/106 

166/90 

42/16 

136/80 

146/84 

156/90 

164/94 

154/90 

52,  M 

218/106 

170/92 

48/14 

154/86 

146/80 

152/82 

154/80 

152/84 

56,  M 

206/104 

166/88 

42/16 

146/88 

170/96 

152/90 

146/84 

150/84 

64,  M 

256/124 

230/116 

26/8 

208/106 

192/100 

202/104 

202/106 

204/104* 

52,  M 

212/104 

172/96 

40/8 

164/90 

156/92 

158/90 

148/88 

146/90 

53,  F 

224/108 

170/90 

54/18 

170/82 

152/84 

146/88 

156/92 

150/88 

63,  F 

218/106 

176/92 

42/14 

150/80 

142/76 

156/80 

148/82 

146/90 

Average 

225/114 

187/101 

39/13 

169/92 

164/89 

163/90 

165/90 

163/89 

* Orthostatic  hypotension  occurred. 


stabilization  of  blood  pressure  occurred 
and  twice  monthly  thereafter.  The  blood 
pressure  was  taken  in  both  arms  with  the 
patient  sitting  and  standing.  The  average 
of  these  values  was  recorded.  Blood 
studies  and  bilirubin  determinations  were 
repeated  monthly.  Other  laboratory  or 
clinical  examinations  were  performed  as 
indicated. 

Results 

The  results  of  pargyline  therapy  alone 
in  22  patients  are  shown  in  Table  II.  The 
response  to  pargyline  hydrochloride  plus 
chlorothiazide  in  23  patients  is  shown 
in  Table  III. 

It  should  be  noted  that  all  patients  had 
control  blood  pressure  readings  greater 
than  200/100  mm.  Hg  and  that  all  had 
demonstrated  resistance  to  other  anti- 
hypertensive drugs.  At  the  conclusion  of 
this  study,  7 of  the  patients  on  pargyline 
alone  could  be  considered  normotensive 
and  15  of  the  patients  on  pargyline  plus 
chlorothiazide  reached  similar  blood  pres- 
sure levels. 

Normotension,  of  course,  is  the  ideal 


therapeutic  goal,  and  our  results  indicate 
that  it  was  achieved  with  pargyline  alone 
in  32  per  cent  and  by  combination  therapy 
in  65  per  cent  of  patients.  Mean  blood 
pressure  (diastolic  pressure  plus  one  third 
of  the  pulse  pressure)  was  reduced  an 
average  of  21  mm.  Hg  during  the  first  two 
weeks  of  therapy  in  both  groups.  A 
reduction  of  this  order  is  considered  to  be 
clinically  significant.  The  response  to 
pargyline  alone  and  to  the  combination  is 
compared  in  graphic  form  in  Figure  1, 
which  presents  the  averages  shown  in 
Tables  II  and  III. 

Both  regimens  produced  significant  re- 
ductions below  control  values,  and  the 
parallel  nature  of  the  response  is  striking. 
It  is  also  of  interest  to  note  that  low-salt 
diets  and  chlorothiazide  had  been  used  for 
one  month  when  pargyline  was  added  to 
this  regimen.  The  maximum  antihyper- 
tensive effect  of  the  control  regimen  is 
seen  in  the  blood  pressure  levels  at  the 
start  of  therapy.  The  additive  effect  of 
pargyline  is  thus  clearly  evident. 

Generally,  the  response  to  combined 
therapy  was  more  rapid,  there  was  less 
likelihood  of  significant  side-effects,  and 
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FIGURE  1.  Blood  pressure  response  to  pargyline 
alone  (A)  and  pargyline  with  chlorothiazide  (B). 


trol  period.  Chlorothiazide  was  employed 
at  a daily  dose  of  1 Gm.,  and  the  dosage  of 
pargyline,  alone  or  in  combination,  was 
adjusted  to  the  response  of  the  patient, 
using  12.5-mg.  increments.  During  the 
study,  normotension  was  produced  in 
7 patients  on  pargyline  and  in  15  patients 
on  combined  therapy.  At  the  conclusion 
of  the  study,  mean  blood  pressure  reduc- 
tions averaged  21  mm.  Hg  for  both  groups. 
Side-effects  attributable  to  each  drug  are 
listed,  but  in  no  case  was  it  necessary  to 
discontinue  therapy.  This  is  particularly 
significant  since  this  was  a selected  group 
of  patients  with  resistant  hypertension. 


smaller  doses  of  pargyline  could  be  em- 
ployed. The  use  of  very  large  doses  of 
pargyline  alone  (above  200  mg.)  was  un- 
necessary, producing  only  slight  addi- 
tional reductions  in  blood  pressure  but 
markedly  increasing  the  incidence  of  side- 
effects.  Incidentally,  these  side-effects 
were  minimal  to  absent  (except  for  ortho- 
static hypotension)  with  pargyline. 

Each  patient  was  interviewed  from  a 
check  list  of  standard  questions  probing  for 
the  side-effects  commonly  encountered 
with  these  drugs.  Side -effects  attributable 
to  chlorothiazide  included  nausea,  diarrhea, 
dizziness,  paresthesia,  rash,  dryness  of  the 
mouth,  and  aggravation  of  gout.  Side- 
effects  attributable  to  pargyline  included 
constipation,  insomnia,  urinary  frequency 
or  difficulty  in  urination,  edema,  weight 
gain,  and  impotence, — or,  more  frequently, 
increased  sexual  ability.  Symptoms  of 
orthostatic  hypotension  occurred  with 
about  equal  frequency  in  both  groups  of 
patients.  Side-effects  were  generally  mild, 
and  therapy  could  be  continued  in  all  cases. 
A future  report  on  a current  study  will 
indicate  marked  modification  of  ortho- 
static hypotension  with  the  addition  of 
prednisone  and  its  derivatives. 

There  was  no  clinical  or  laboratory 
evidence  of  any  toxicity  during  the  course 
of  this  investigation.  Follow-up  studies 
were  summarized  every  three  months. 

Summary 

Forty-five  patients  with  severe  resistant 
hypertension  were  treated  with  pargyline 
hydrochloride  alone  or  combined  with 
chlorothiazide  following  a one-month  con- 


References 

1.  Van  Dyne,  J.  R.:  Iproniazid  in  the  treatment  of 

resistant  hypertension.  A preliminary  report  on  twenty 
intractable  cases,  J.  Am.  Geriatrics  Soc.  8:  454  (1960). 

2.  Horwitz,  D.,  and  Sjoerdsma,  A.:  A non-hydrazine 

monoamine  oxidase  inhibitor  with  antihypertensive  proper- 
ties, Proc.  Soc.  Exper.  Biol.  & Med.  106:  118  (1961). 

3.  Ford,  R.  V.:  Clinical  and  pharmacologic  observa- 

tions on  a monoamine  oxidase  inhibitor  (pargyline  hydro- 
chloride) in  hypertension,  Current  Therap.  Res.  3:  378  (1961). 

4.  Maronde,  R.  F.,  Haywood,  L.  J.,  Feinstein,  D.,  and 
Sobel,  C.:  The  monoamine  oxidase  inhibitor,  pargyline  hy- 
drochloride, and  reserpine.  Their  evaluation  as  antihyper- 
tensive drugs,  J.A.M.A.  184:  7 (Apr.  6)  1963. 

5.  Bryant,  J.  M.,  et  al Antihypertensive  properties  of 
pargyline  hydrochloride.  New  non-hydrazine  monoamine 
oxidase  inhibitor  compared  with  sulphonamide  diuretics,  ibid. 
178:  406  (1961). 

6.  Pollack,  P.  J.:  The  use  of  pargyline  hydrochloride  in 
the  treatment  of  hypertension,  Current  Therap.  Res.  5:  264 
(May)  1963. 

7.  Maronde,  R.  F.,  and  Haywood,  L.  J.:  Evaluation  of 
the  monoamine  oxidase  inhibitor,  pargyline,  as  an  anti- 
hypertensive agent.  A.  Clinical  results,  Ann.  New  York 
Acad.  Sc.  107:  975  (July  8)  1963. 

8.  Wolf,  R.  L.,  Mendlowitz,  M.,  Mizgala,  H.,  and  Korn- 

feld,  P.:  Clinical  evaluation  of  pargyline  hydrochloride  (a 

new  monoamine  oxidase  inhibitor)  in  primary  hypertension, 
J.  Mt.  Sinai  Hosp.  30:  151  (Mar.-Apr.)  1963. 

9.  Bryant,  J.  M.,  et  al.:  Long-term  antihypertensive 

effect  of  pargyline  HC1  with  and  without  diuretic  sulfon- 
amides, Ann.  New  York  Acad.  Sc.  107:  1023  (July  8)  1963. 

10.  Bucci,  L.,  Henderson,  C.  T.,  and  Saunders,  J.  C.: 
Pargyline,  a paragon  of  effective  therapy,  Psychosomatics  3: 
308  (1962). 

11.  Bucci,  L.,  and  Saunders,  J.  C.:  A unique  mono- 

amine oxidase  inhibitor  for  depression,  Am.  J.  Psychiat.  118: 
255  (1961). 

12.  Kline,  N.  S.:  Use  of  pargyline  (Eutonyl)  in  private 
practice,  Ann.  New  York  Acad.  Sc.  107:  1090  (July  8)  1963. 

13.  Dunlop,  E.:  Antidepressant  effects  of  MAO  inhibi- 
tors, ibid.  107:  1107  (July  8)  1963. 

14.  Taylor,  J.  D.,  Wykes,  A.  A.,  Gladish,  Y.  C.,  and 
Martin,  W.  B.:  New  inhibitor  of  monoamine  oxidase.  Nature 
187:  941  (1960). 

15.  Taylor,  J.  D.,  etal.:  A new  non-hydrazide  monoamine 
oxidase  inhibitor,  Fed.  Proc.  19:  278c  (1960). 

16.  Orvis,  H.  H.,  et  al.:  Long-term  hypotensive  and 

enzymatic  effects  of  monoamine  oxidase  (MAO)  inhibition, 
Clin.  Res.  10:  178  (1962). 

17.  Orvis,  H.  H.,  Tamagna,  I.  G.,  Horwitz,  D.,  and 
Thomas,  R.:  Correlation  of  hypotensive  effects  and  urinary 
tryptamine  levels  during  pargyline  therapy,  Ann.  New  York 
Acad.  Sc.  107:  958  (July  8)  1963. 

18.  Gessa,  G.  L.,  Cuenca,  E.,  and  Costa,  E.:  A bretylium- 
like  action  of  monoamine  oxidase  inhibitors.  Pharmacologist 
4:  179a  (1962). 

19.  Brest,  A.  N.,  Onesti,  G.,  Heider,  C.,  and  Moyer, 
J.  H. : Cardiac  and  renal  hemodynamic  response  to  pargyline, 
Ann.  New  York  Acad.  Sc.  107:  1016  (July  8)  1963. 


June  15,  1965  / New  York  State  Journal  of  Medicine  1675 


Appendicitis 

Mortality  and 
Accuracy  of  Diagnosis 

PAUL  DE  R.  KOLISCH,  M.D.* 
North  Tonawanda,  New  York 

Pathologists,  DeGraff  Memorial  Hospital 


Seven  deaths  occurred  among  866  pa- 
tients with  appendicitis  admitted  to  the 
DeGraff  Memorial  Hospital  (a  community 
hospital  with  122  beds)  over  a seven-year 
period  (1956  to  1962).  This  is  a crude 
mortality  rate  of  0.8  per  cent.  Barnes 
and  his  coworkers,1  in  a study  of  5,800 
cases  of  appendicitis  treated  at  the  Massa- 
chusetts General  Hospital  (from  1937  to 
1959),  found  that  the  mortality  ranged 
from  0.1  per  cent  to  13.1  per  cent,  depend- 
ing on  the  severity  of  the  disease.  Their 
crude  mortality  rate,  including  1,978  “nor- 
mal” appendices  removed  during  the  same 
period  is  just  under  1 per  cent  (0.96  per 
cent).  Sparling2  studied  1,002  primary 
appendectomies  performed  in  Baltimore 
and  found  4 deaths,  a crude  mortality  rate 
of  just  under  0.4  per  cent.  Hildebrand3 
found  no  deaths  among  4,824  appendec- 
tomies performed  over  a ten-year  period  in 
Germany. 

The  diagnostic  accuracy  in  these  series  is 
inversely  proportional  to  the  mortality. 
The  Massachusetts  General  Hospital  and 
the  DeGraff  Memorial  Hospital  were  very 

* At  present:  Pathologist  and  Director  of  Laboratories, 
Bradford  Hospital,  Bradford,  Pennsylvania. 


close  to  each  other  in  the  percentage  of 
normal  appendices  removed  following  a 
preoperative  diagnosis  of  acute  appendicitis 
(about  18  per  cent)  as  they  were  in  the  case 
of  mortality. 

While  Sparling2  makes  no  analysis  of 
severity  of  disease,  the  teaching  hospitals 
in  Baltimore  had  a record  of  33  per  cent 
normal  appendices,  and  the  community 
hospitals  showed  a 51  per  cent  diagnostic 
“error.”  Hildebrand  reports  no  deaths, 
but  only  one  third  of  the  appendices  re- 
moved are  classified  as  acute  appendicitis. 3 

In  the  case  of  the  German  series  one 
should  not  jump  to  the  conclusion  that  two 
thirds  of  the  operations  performed  were 
unnecessary.  For  example,  oxyuriasis  was 
found  in  8.6  per  cent  of  the  appendices  and 
not  classified  as  acute  appendicitis.  This 
suggests  a pattern  of  disease  quite  different 
from  that  reported  in  the  United  States. 
In  addition,  it  must  be  regarded  as  fortu- 
nate that  no  deaths  occurred  by  pure  chance 
among  more  than  4,000  people  in  the 
course  of  the  study.  Sparling2  suggests 
the  rectal,  or  pelvic,  examination  as  an 
arbitrary  criterion  of  the  quality  of  pre- 
operative study.  Without  unduly  dis- 
regarding the  value  of  physical  examina- 
tion, it  should  be  kept  in  proper  perspec- 
tive. One  of  the  first  points  emphasized 
in  teaching  gastroenterology  is  that  the 
history  is  more  important  than  the  phys- 
ical examination.  (At  least  it  was  strongly 
emphasized  when  I was  in  medical  school.) 
Fortunately  5 of  the  7 deaths  at  DeGraff 
came  to  postmortem  and  serve  to  re- 
emphasize this  point. 

Case  reports 

Case  1.  A seventy-seven-year-old  woman 
had  had  abdominal  pain  for  two  days  before 
admission.  The  patient  died  without  operation. 
At  autopsy  a periappendiceal  abscess  and  a 
myocardial  infarct  were  found. 

Case  2.  A sixty-six-year-old  woman  was  an 
invalid  with  rheumatoid  arthritis.  She  was 
stricken  with  acute  abdominal  pain  twelve 
hours  before  admission.  She  died  shortly  after 
admission,  and  a ruptured  appendix  with  acute 
peritonitis  was  found  at  auotpsy. 

Case  3.  A sixty-one-year-old  man  died  with 
generalized  arteriosclerosis  and  encephalomala- 
cia  following  operation.  The  appendiceal  stump 
was  well  healed,  and  there  was  no  evidence  of 
disease  in  the  peritoneal  cavity. 
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Case  4.  A seventy-two-year-old  man  was 
said  to  have  had  a “viral  infection”  several 
months  before  admission.  He  had  not  made  a 
complete  recovery.  He  was  admitted  in  a 
semicoma tose  condition  one  day  before  he  died. 
At  autopsy  a massive  pulmonary  embolus  was 
found.  The  right  common  iliac  vein  was  throm- 
bosed, and  this  was  considered  the  source  of  the 
embolus.  The  thrombosis  of  the  common  iliac 
vein  was  associated  with  a pelvic  abscess,  pre- 
sumed to  be  the  result  of  rupture  of  the  ap- 
pendix sometime  before  death.  The  appendix 
could  not  be  identified  owing  to  extensive 
destruction  of  tissue. 

Case  5.  A sixty-six-year-old  woman  had 
severe  abdominal  pain  several  days  before  ad- 
mission. She  was  known  to  have  diabetes. 
Arteriosclerotic  heart  disease  and  diabetic 
acidosis  were  diagnosed  on  admission.  Fol- 
lowing consultation  it  was  decided  not  to 
operate  owing  to  the  patient’s  cardiac  status. 
Acute  appendicitis  with  rupture  and  generalized 
peritonitis  were  found  at  autopsy. 

Two  patients:  died  on  whom  no  autopsy 
was  performed: 

Case  6.  A fifty-five-year-old  man  had  dia- 
betes mellitus.  He  had  had  abdominal  pain 
four  days  prior  to  admission.  An  appendec- 
tomy was  performed  on  December  3,  1959,  and 
acute  appendicitis  with  perforation  and  gan- 
grene was  found.  The  patient  died  on  January 
25,  1960,  with  bacteremia  (Escherichia  coli). 

Case  7.  A forty-six-year-old  man  had  had 
abdominal  pain  two  days  before  admission. 
Acute  appendicitis  with  perforation  and  gan- 
grene was  found  at  operation.  The  postopera- 
tive course  was  stormy,  and  the  patient  was  re- 
operated on  twice  for  obstruction  resulting  from 
adhesions.  The  third,  and  last,  operation  was 
for  adhesions  to  the  ileostomy  loop  with  which 
he  had  been  left  at  the  first  reoperation.  He 
died  three  weeks  postopera tively. 


Comment 

In  none  of  these  fatal  cases  can  one 
find  a compelling  reason  for  a rectal  exam- 
ination. The  history  of  abdominal  pain, 
unrelieved,  for  a minimum  of  twelve 
hours  (usually  much  longer)  is  the  most 
striking  characteristic  that  they  have  in 
common.  The  second  factor  is  age:  Two 
were  in  the  eighth  decade,  3 in  the  seventh, 
1 in  the  sixth,  and  1 in  the  fifth  decade. 
The  third  is  the  presence  of  diabetes 
mellitus  in  2 of  the  7 fatal  cases.  In  Case 
3 we  have  an  apparently  incidental  death, 
so  that  one  can  reasonably  say  that  diabetes 
mellitus  was  present  in  one  third  of  the 
fatal  cases. 


in  866  patients  with  appendicitis  admitted 
to  a community  hospital  over  a seven-year 
period,  there  were  7 deaths,  a crude  mortality 
rate  of  0.8  per  cent.  Common  factors  in  the 
fatal  cases  were  history  of  abdominal  pain, 
unrelieved,  for  a minimum  of  twelve  hours, 
age  (2  in  the  eighth  decade,  3 in  the  seventh, 
1 in  the  sixth,  and  1 in  the  fifth),  and  the 
presence  of  diabetes  mellitus  in  2 patients. 
It  is  suggested  that  an  older  person  who  still 
has  his  appendix  and  who  has  persistent 
abdominal  pain  should  not  be  exposed  to  a 
delay  in  operation,  particularly  if  he  is  a 
diabetic  patient,  as  older  people  are  less  able 
to  cope  with  infection. 


It  is  evident  that  old  people,  partic- 
ularly those  who  have  diabetes  mellitus, 
cannot  cope  with  infection  with  the  degree 
of  success  that  we  have  become  accustomed 
to  expect  with  the  widespread  use  of  anti- 
biotic drugs  and  of  chemotherapeutic 
agents.  There  is  no  reason  to  exclude 
appendicitis  from  the  category  of  infec- 
tions. An  older  person  who  still  has  his 
appendix  and  who  has  persistent  ab- 
dominal pain  should  not  be  exposed  to  a 
delay  in  operation,  particularly  if  he  is  a 
diabetic  patient.  (One  is  almost  tempted 
to  say  “regardless  of  the  finding  on  rectal 
examination;”  however,  a rectal  examina- 
tion is  too  informative  a procedure  to  be 
cast  aside  so  lightly.) 

The  hesitancy  on  the  part  of  surgeons 
to  operate  and  on  the  part  of  the  general 
practitioner  to  call  in  the  surgeon  is  under- 
standable in  the  light  of  statistical  studies 
which  consider  only  the  incidence  of  “nor- 
mal” appendices  found  at  operation  for 
acute  appendicitis.  The  pathologist  can- 
not dissociate  himself  from  responsibility 
on  this  score.  Even  if  he  is  merely  a pas- 
sive onlooker  (which  by  a process  of  intro- 
spection, he  knows  he  has  not  been),  it  is 
his  duty  to  warn  against  practices  which 
may  endanger  life,  and  I submit  that  anal- 
ysis of  the  incidence  of  “normal”  appen- 
dices found  in  a series  of  primary  appen- 
dectomies without  regard  for  mortality  or 
for  severity  of  disease  is  such  a practice. 
When  enough  criticism  of  surgeons  for  re- 
moving “normal”  appendices  is  heard, 
some  will,  perforce,  become  overcautious, 
and  their  striving  for  a low  incidence  of 
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“normal”  appendices  may  result  in  a rise 
in  mortality  from  appendicitis. 

This  is  no  plea  for  a wholesale  removal 
of  appendices  for  every  complaint  of  ab- 
dominal discomfort.  We  should  com- 
pare our  attitude,  however,  toward  the 
surgeon  who  removes  a mass  from  the 
breast  that  proves  benign  with  that  we 
have  toward  the  surgeon  who  removes  a 
“normal”  appendix  after  careful  study  and 
evaluation  of  the  patient.  Is  one  to  be 
lauded  for  foresight  when  he  alerts  the 
operating  room  for  a possible  radical  mas- 
tectomy, directs  the  blood  bank  to  have 
blood  ready  for  transfusion,  and  requests 
the  presence  of  the  pathologist  for  frozen 
section  diagnosis,  while  the  other  is  called 
a money-hungry,  knife-happy  butcher? 
As  a matter  of  fact,  the  former  quite  often 
can  find  nothing  at  operation  in  the  area 
where  he  was  quite  sure  he  felt  a mass  a 
few  days  prior  to  operation.  It  is  also 
evident  that  the  costs  for  the  care  of  the 
former’s  patient  are  far  greater  than  are 
those  for  the  care  of  the  latter’s.  It  does 
not  follow  that  the  former  is  guilty  of 
reckless  work,  nor  should  he  be  criticized. 


Blue  Cross  membership 
reaches  record  high 

American  Blue  Cross  membership  has  passed 
the  60  million  mark,  it  was  reported  at  the 
annual  meeting  of  the  Blue  Cross  Association 
in  San  Francisco.  Canadian  Blue  Cross  en- 
rollment brings  the  total  of  both  countries  to 
nearly  64,000,000. 

There  are  77  Blue  Cross  Plans  in  the  United 
States,  and  4 in  Canada,  all  nonprofit  and 
independently  operated,  providing  hospital 


I do  suggest,  however,  that  the  same 
motivation  be  attributed  to  the  latter, 
unless  there  is  compelling  evidence  to  the 
contrary.  Despite  progress  in  the  area 
of  bacterial  disease,  death  can  and  does 
still  ensue  from  it.  While  neoplastic 
disease  is  still  more  dangerous,  it  would  be 
most  unwise  to  ignore  the  value  of  sound 
surgical  judgment  and  bold  interference 
when  indicated  in  the  treatment  of  infec- 
tion. We  have  had  a taste  of  the  effect 
of  neglecting  the  ever-present  threat  of 
bacteria  in  our  excessive  dependence  on 
wonder  drugs  at  the  expense  of  sound 
hygienic  and  surgical  principles.  Let  us 
not  repeat  that  by  developing  a completely 
one-sided  view  with  respect  to  appendec- 
tomy. 
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coverage  for  about  one  third  and  one  fourth  of 
the  populations,  respectively. 

The  report  showed  60,129,154  Blue  Cross 
members  in  the  United  States,  and  3,800,689 
in  the  Canadian  provinces  of  Alberta,  New 
Brunswick,  Ontario,  and  Quebec.  These  total 
63,929,843.  The  United  States’  figure  in- 
cludes Puerto  Rico  where  135,293  persons  are 
covered  by  Blue  Cross. 

Eighteen  Blue  Cross  Plans  have  over  a 
million  members,  and  more  than  half  of  the 
states  have  20  per  cent  or  more  of  their  popula- 
tion enrolled  in  the  plan. 
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Parenchymal  Lung  Disease 
of  Sixteen  Years  Duration 

Case  history 

In  1940,  at  age  forty-three,  a woman 
first  came  to  St.  Luke’s  Hospital  for 
gynecologic  surgery.  About  one  year  pre- 
viously she  had  been  seen  in  the  chest 
clinic  because  of  a small  left  upper  lobe 
infiltrate.  She  had  no  pulmonary  symp- 
toms, but  one  acid-fast  organism  was 
found  in  her  sputum  on  one  occasion.  No 
mycobacteria  were  ever  recovered  from  her 
sputum  on  any  of  her  other  hospital  ad- 
missions, and  we  now  doubt  the  validity 
of  the  original  observation. 

Her  chest  x-ray  film  during  this  admis- 
sion again  demonstrated  an  infiltrate  in  the 
left  upper  lobe,  but  no  specific  treatment 
was  given.  In  1946,  1950,  and  1956,  the 
patient  was  admitted  to  St.  Luke’s  Hospi- 
tal for  a variety  of  nonpulmonary  com- 
plaints. No  abnormal  pulmonary  physi- 
cal findings  or  symptoms  were  ever  present. 
Each  time,  however,  the  left  upper  lobe 
infiltrate  was  seen  in  her  chest  x-ray  film, 
and  in  1950  and  1956  there  were  state- 
ments that  the  infiltrate  had  increased  in 
size.  Because  of  this,  in  1956,  fourteen 
years  after  her  first  admission,  a left  upper 
lobectomy  was  carried  out,  and  a diagnosis 
of  bronchiolar  carcinoma  was  established. 
For  sixteen  months  thereafter  she  did  well, 
but  then  evidence  of  widespread  metastases 
appeared,  and  she  died  four  months  later, 
or  twenty  months  after  removal  of  the 
pulmonary  lesion. 

Radiologic  discussion 

Nathaniel  Finby,  M.D.:  The  earliest 
chest  roentgenograms  on  April  23,  1940, 


FIGURE  1.  Frontal  chest  roentgenogram  on  June 
6,  1941,  showed  irregular  soft  tissue  density  in  left 
first  anterior  interspace. 

and  June  6,  1941,  showed  an  irregular, 
poorly  demarcated  area  of  soft  tissue 
density  in  the  left  first  anterior  inter- 
space (Fig.  1)  which  was  considered  en- 
tirely compatible  with  a focus  of  inflam- 
matory disease,  probably  tuberculosis. 
This  area  of  infiltration  did  not  appear 
changed  in  appearance  on  a subsequent 
examination  on  February  16,  1942  (Fig.  2). 

There  was  a definite  change  in  appear- 
ance on  July  22,  1950,  chiefly  manifested 
by  an  increase  in  size  (Fig.  3).  The 
change  in  size  associated  with  irregular 
margins  and  streaky  densities  radiating 
toward  the  left  hilar  area  was  interpreted 
as  indicative  of  activity  and  extension  of  a 
left  upper  lobe  tuberculous  infiltrate. 

The  continued  increase  in  size  and  the 
appearance  of  bullae  in  1956  were  still 
strongly  suggestive  of  an  active  tubercu- 
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FIGURE  2.  Re-examination  on  February  16,  1942, 
showed  no  remarkable  change  in  left  upper  lobe 
infiltrate. 


FIGURE  3.  Chest  roentgenogram  dated  July  22, 
1950,  shows  definite  enlargement  of  infiltration 
which  continues  to  demonstrate  irregular  margina- 
tion. 

lous  lesion  (Figs.  4 and  5).  No  calcifica- 
tion or  pleural  change  was  seen,  and  the 
remainder  of  both  lungs  appeared  normal. 

The  tomographic  study  does  show  a 
rounded  mass-like  lesion  (Fig.  5),  but  the 
change  during  this  fifteen-year  period  of 
observation,  in  addition  to  the  clinical 
history,  would  make  the  possibility  of 
tuberculosis  much  more  likely  than  neo- 
plastic disease,  even  in  retrospect. 

It  is  of  interest  that  she  developed  a 
pneumothorax  on  the  left  side  with  com- 
plete collapse  of  her  left  lung  five  days  be- 
fore surgery.  This  was  probably  related 


FIGURE  4.  Examination  on  July  3,  1956,  shows 
growth  of  lesion  with  extension  toward  left  hilar 
area  accentuated  by  streaky,  linear  strands  of 
density.  There  are  rounded  lucent  shadows  at 
periphery  with  suggestion  of  fluid  level  in  largest 
lucent  area. 


FIGURE  5.  Tomographic  study  shows  more 
rounded  density  with  irregular  extension  toward 
left  hilar  area.  Lucent  zones  are  rounded  but  have 
faceted  appearance  of  localized  bullae  despite 
apparent  fluid  level. 

to  rupture  of  one  of  the  bullae  demon- 
strated in  Figure  5. 

Pathologic  discussion 

Charles  F.  Begg,  M.D.:  In  the  lateral 
superior  aspect  of  the  left  upper  lobe  there 
was  an  ill-defined  mass,  5 by  4 by  3 cm.  in 
size.  The  pleura  overlying  it  was  puck- 
ered and  fixed.  The  mass  was  7 cm.  caudal 
to  the  apex.  The  tissue  composing  the 
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FIGURE6.  Tumor.  (A)  Cross  section  through  tumor  in  left  upper  lobe.  Tan,  bulging  tumor  tissue  appears 
white  in  this  photograph.  (B)  External  surface  of  tumor.  There  is  large,  dense  scar  and  beneath  it  spaces 
lined  by  tumor  cells.  (C)  All  spaces  are  filled  with  mucin.  Some  are  lined  by  single  row  of  cells,  others  by 
cells  which  form  low  papillae.  (D)  Poorly  differentiated  area.  Cells  are  forming  small  cords,  some  with 
lumens. 


mass  was  tan,  slightly  bulging,  and  its 
margins  were  poorly  defined  (Fig.  6A). 

Microscopic  examination  reveals  the 
following:  The  pleura  overlying  the  neo- 
plasm is  thickened  by  dense  collagenous 
scar  tissue.  The  neoplasm  abuts  against 
this  tissue  and  interdigitates  with  it 
(Fig.  6B).  The  other  borders  of  the 
neoplasm  are  composed  of  compressed  but 
otherwise  normal  lung  tissue  with  little 
fibrous  reaction.  The  histology  of  the 
tumor  varies.  In  places  there  are  alveolar 
spaces  filled  with  mucin  and  lined  by  a 
single  layer  of  fairly  well-differentiated 
columnar  cells  (Fig.  6C).  These  areas 
merge  with  others  where  the  lining  cells 
are  heaped  up,  less  columnar,  form  low 
papillae,  and  have  hyperchromatic  nuclei 
(Fig.  6C).  In  still  other  areas  the  tumor 
cells  are  poorly  developed  and  form  cords 
and  small  masses  (Fig.  6D). 

Comment 

Dr.  Finby:  The  roentgen  appearance  of 
bronchiolar  carcinoma  may  vary  from 


single  nodular  lesions,  as  exemplified  by 
our  present  patient,  to  diffuse  widespread 
disease  throughout  both  lungs.  It  has 
been  my  experience  that  radiologists  tend 
to  associate  this  diagnosis  with  diffuse 
infiltrative  or  nodular  disease  and  do  not 
appreciate  the  increasing  frequency  of  this 
type  of  peripheral  lung  cancer  in  the  group 
of  single  lung  nodules  so  often  encountered 
in  survey  chest  roentgenograms. 

Kittredge  and  Sherman1  reviewed  36 
histologically  proved  terminal  bronchiolar 
carcinomas  and  found  half  to  be  of  the 
localized  nodular  type.  One  quarter  of 
their  patients  had  the  infiltrative  type 
exemplified  by  our  present  patient,  and 
only  a portion  of  the  remainder  showed 
diffuse  involvement  of  both  lungs. 

The  slow  growth  and  paucity  of  symp- 
toms may  make  diagnosis  difficult  but 
emphasize  our  inability  to  be  certain  of  the 
histologic  nature  of  any  lung  nodule  or 
infiltrate. 

The  diffuse  form  of  bronchiolar  car- 
cinoma is  certainly  more  dramatic.  Dur- 
ing the  past  few  years  I have  seen  2 women 
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with  diffuse  interstitial  pulmonary  disease 
associated  with  mediastinal  lymphade- 
nopathy.  The  roentgen  picture  was 
strongly  suggestive  of  sarcoidosis,  and  they 
were  so  considered  until  histologic  diagnosis 
was  obtained. 

My  clinical  experience  that  this  is 
primarily  a disease  of  middle-aged  women 
is  not  borne  out  by  the  facts  which  show 
an  equal  sex  incidence.  Most  patients  are 
over  fifty  years  of  age,  and  distant  me- 
tastases  are  uncommon,  although  there 
may  be  extensive  disease  throughout  both 
lungs. 

In  our  present  patient  the  extremely  long 
interval  of  observation  and  the  appearance 
of  the  early  roentgen  studies  would  support 
the  thesis  that  the  primary  lesion  was 
inflammatory.  The  bronchiolar  carci- 
noma probably  developed  in  this  focus  of 
infection  or  scarring  sometime  later,  during 
the  period  of  observation. 

Dr.  Begg:  This  case  emphasizes  the 

insidious  nature  of  peripheral  lung  carci- 
noma and  raises  the  question  of  how 
solitary  pulmonary  infiltrates  should  be 
managed.  It  has  been  our  experience  and 
that  of  others,  that  many,  probably  the 
majority  of  peripheral  lung  carcinomas  are 
well  established  long  before  they  produce 
signs  and  symptoms.2  The  only  hope  of 
increasing  survival  rates  in  these  patients 
is  earlier  diagnosis  which  can  be  accom- 
plished only  through  periodic  x-ray  ex- 
aminations. Such  examinations  will  re- 
veal these  lesions  in  their  early  stages,  and 
prompt  surgical  treatment  will  increase  the 
survival  rate.  The  difficulty  in  accom- 
plishing this  is  that  mass  x-ray  screening 
will  reveal  many  individuals  with  pul- 
monary infiltrates  and  according  to  one 
large  survey  only  3 per  cent  will  represent 
cancer.3  However,  the  proportion  repre- 
senting cancer  is  greatly  increased  when  one 
considers  only  noncalcified,  poorly  cir- 
cumscribed lesions  in  patients  over  the  age 
of  forty.  When  such  lesions  are  found  in 
this  age  group,  thoracotomy  is  indicated 
without  delay.  Other  diagnostic  aids  such 
as  bronchoscopy  and  cytology  should  not 
be  neglected,  but  experience  shows  that 
they  will  not  appreciably  aid  in  defining  the 
lesion  if  it  is  bronchiolar  carcinoma. 

Another  interesting  relationship  must  be 


considered  in  this  case.  There  are  reports 
which  suggest  that  this  type  of  tumor  may 
begin  in  areas  of  the  lung  which  have  been 
previously  injured  as  the  result  of  tubercu- 
losis, infarction,  or  pneumonia.4  Scars 
resulting  from  these  lesions  are  said  to  be 
associated  with  the  development  of  carci- 
noma. If  such  scars  are  found  at  thor- 
acotomy, wedge  resection  is  worth  while. 
The  practice  of  following  patients  who 
have  such  scars  appearing  as  pulmonary 
infiltrates  by  frequent  x-ray  examination  is 
undesirable  because  by  the  time  enlarge- 
ment of  the  lesion  occurs  it  may  be  too  late 
to  effect  a surgical  cure. 

The  pathologist  frequently  finds  hyper- 
plasia of  bronchial  epithelium  at  the 
periphery  of  pulmonary  scars.  These  hy- 
perplastic areas  are  so  strikingly  similar  to 
the  type  of  growth  seen  in  the  best-dif- 
ferentiated areas  of  bronchiolar  carcinoma 
that  it  is  tempting  to  assume  that  neoplasia 
arises  in  such  hyperplastic  areas.  It  has 
been  suggested  that  this  is  indeed  the  case 
because  in  many  cases  of  bronchiolar  carci- 
noma tumor  does  surround  an  area  of  old 
fibrosis. 

In  the  case  discussed  here  fibrosis  must 
have  preceded  the  development  of  carci- 
noma. It  is  unlikely  that  carcinoma  was 
present  in  1940  when  radiologic  changes 
were  first  seen.  It  is  quite  possible  that 
neoplasia  had  begun  in  1950  when  the  size 
of  the  x-ray  shadow  was  found  to  be 
greater.  In  1956  when  lobectomy  was 
finally  performed,  carcinoma  had  already 
extended  far  beyond  the  area  of  the  scar. 

There  can  be  little  doubt  that  surgery  in 
1946  or  even  in  1950  would  have  had  a 
more  satisfactory  result.  This  leads  us  to 
believe  that  careful  study  and  evaluation  of 
pulmonary  infiltrates  will  result  in  a greater 
cure  rate  in  bronchiolar  carcinoma. 
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Necrology 


Benjamin  Clark  Andrews,  M.D.,  of  South 
Kortright,  died  on  February  5 at  the  age  of 
seventy -seven.  Dr.  Andrews  graduated  in  1911 
from  Eclectic  Medical  College  of  the  City  of 
New  York. 

George  W.  Batt,  M.D.,  of  Angelica,  died  on 
February  4 at  Veterans  Administration  Hospi- 
tal, Buffalo,  at  the  age  of  seventy-seven.  Dr. 
Batt  graduated  in  1911  from  Northwestern 
University  Medical  School,  Chicago.  For 
twenty-five  years  he  had  served  as  coroner  for 
Allegany  County  and  also  was  head  physician 
at  the  Allegany  County  Infirmary.  Dr.  Batt 
was  a member  of  the  Allegany  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Louis  Roy  Biagi,  M.D.,  of  Schenectady,  died 
on  April  19  at  his  home  at  the  age  of  fifty.  Dr. 
Biagi  graduated  in  1943  from  Albany  Medical 
College.  He  was  chief  of  ophthalmology  at 
Ellis  Hospital  and  consulting  ophthalmologist  at 
Eastern  New  York  Orthopedic  Hospital-School. 
Dr.  Biagi  was  a Diplomate  of  the  American 
Board  of  Ophthalmology  and  a member  of  the 
American  Academy  of  Ophthalmology  and 
Otolaryngology,  the  Schenectady  County  Medi- 
cal Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Robert  R.  Bloom,  M.D.,  of  Ossining,  died  on 
March  3 at  Phelps  Memorial  Hospital  Associa- 
tion at  the  age  of  seventy-six.  Dr.  Bloom 
graduated  in  1923  from  Boston  University 
School  of  Medicine.  He  was  an  attending 
anesthesiologist  at  Phelps  Memorial  Hospital 
Association.  Dr.  Bloom  was  a member  of  the 
Westchester  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Byron  Edwin  Chapman,  M.D.,  of  Broad- 
albin,  died  on  April  18  at  Nathan  Littauer 
Hospital,  Gloversville,  at  the  age  of  seventy- 
two.  Dr.  Chapman  graduated  in  1917  from 
Albany  Medical  College.  He  was  a member  of 
the  Fulton  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Gene  Hofmeister  Clarke,  M.D.,  of  Kenmore, 
died  on  February  24  at  Buffalo  General  Hospital 
at  the  age  of  forty-five.  Dr.  Clarke  graduated 
in  1943  from  the  University  of  Buffalo  School 
of  Medicine.  She  was  a clinical  assistant 
pediatrician  in  child  guidance  at  Children’s 
Hospital.  Dr.  Clarke  was  a Diplomate  of  the 


American  Board  of  Pediatrics  and  a member  of 
the  American  Academy  of  Pediatrics,  the  Buf- 
falo Academy  of  Medicine,  the  Erie  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Mario  Joseph  Cuoco,  M.D.,  of  Troy,  died  on 
February  16  at  Leonard  Hospital  at  the  age  of 
seventy-two.  Dr.  Cuoco  graduated  in  1925 
from  Long  Island  College  Hospital  Medical 
School.  He  was  chief  physician  at  Leonard 
Hospital. 

John  Joseph  Curley,  M.D.,  of  Troy,  died  on 
April  8 at  his  home  at  the  age  of  sixty- three. 
Dr.  Curley  graduated  in  1926  from  Albany 
Medical  College.  He  was  an  honorary  member 
of  the  medical  staff  at  St.  Mary’s  Hospital  of 
Troy.  Dr.  Curley  was  a member  of  the  Rens- 
selaer County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Cornelius  P.  Danehy,  M.D.,  of  Rochester, 
died  on  February  21  at  St.  Mary’s  Hospital  at 
the  age  of  sixty-nine.  Dr.  Danehy  graduated  in 
1923  from  Syracuse  University  School  of  Medi- 
cine. He  was  an  emeritus  physician  in  general 
practice  at  St.  Mary’s  Hospital.  From  1949  to 
1961  he  had  served  as  Monroe  County  coroner. 
Dr.  Danehy  was  a member  of  the  Rochester 
Academy  of  Medicine,  the  Rochester  Patho- 
logical Society,  the  Monroe  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Thomas  Gregory  Dougherty,  M.D.,  of  New 
York  City  and  Englewood,  New  Jersey,  died  on 
January  22  at  St.  Elizabeth’s  Hospital  at  the  age 
of  fifty-eight.  Dr.  Dougherty  graduated  in 
1932  from  Georgetown  University  School  of 
Medicine.  He  was  an  attending  surgeon  at  St. 
Elizabeth’s  Hospital.  Dr.  Dougherty  was  a 
member  of  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Edward  T.  Eggert,  M.D.,  of  Medina,  died  on 
March  24  at  the  age  of  fifty-eight.  Dr.  Eggert 
graduated  in  1930  from  the  University  of  Buf- 
falo School  of  Medicine.  He  was  a member  of 
the  Buffalo  Ophthalmologic  Club,  the  Orleans 
County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medi- 
cal Association. 

David  Henry  Faulknor,  M.D.,  of  Watervliet, 
died  on  April  20  at  Samaritan  Hospital,  Troy, 
at  the  age  of  sixty-eight.  Dr.  Faulknor  gradu- 
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ated  in  1923  from  Albany  Medical  College. 
He  was  an  attending  otolaryngologist  and  oph- 
thalmologist at  Samaritan  Hospital,  Troy,  and  a 
member  of  the  Watervliet  Board  of  Education. 
Dr.  Faulknor  was  a Diplomate  of  the  American 
Board  of  Otolaryngology,  a Diplomate  of  the 
American  Board  of  Ophthalmology,  and  a mem- 
ber of  the  Rensselaer  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Frank  Floyd  Finney,  M.D.,  of  Malone,  died 
on  March  16  at  his  home  at  the  age  of  eighty  - 
nine.  Dr.  Finney  graduated  in  1902  from  the 
University  of  Vermont  College  of  Medicine. 
He  was  an  attending  obstetrician  at  Alice  Hyde 
Memorial  Hospital  and  a former  chief  of  staff 
there,  a member  of  the  Salvation  Army  advisory 
board  for  which  he  had  received  a plaque  for 
over  twenty-five  years  service,  and  since  1952 
had  been  the  Federal  aviation  examiner.  Dr. 
Finney  was  a member  of  the  Franklin  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Worth  T.  Gatchell,  M.D.,  of  Holley,  died  on 
February  7 at  the  Veterans  Administration 
Hospital,  Batavia,  at  the  age  of  ninety-six. 
Dr.  Gatchell  graduated  in  1897  from  the  Uni- 
versity of  Vermont  College  of  Medicine.  He 
retired  from  practice  in  1934. 

Joseph  Walter  Geraci,  M.D.,  of  Rochester 
died  on  March  8 in  Boston  at  the  age  of  fifty- 
one.  Dr.  Geraci  graduated  in  1938  from  the 
University  of  Buffalo  School  of  Medicine.  He 
was  an  assistant  attending  physician  in  general 
practice  at  St.  Mary’s  Hospital  and  former 
surgeon  for  the  Rochester  Fire  Bureau.  He  was 
a member  of  the  American  Academy  of  General 
Practice,  the  Rochester  Academy  of  Medicine, 
the  Monroe  County  Medical  Society,  the  Medi- 
cal Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Eugene  Joseph  Hanratta,  Jr.,  M.D.,  of 

Watervliet,  died  on  April  2 at  St.  Mary’s 
Hospital,  Troy,  at  the  age  of  fifty-five.  Dr. 
Hanratta  graduated  in  1940  from  McGill  Uni- 
versity Faculty  of  Medicine.  He  was  chief  of 
medicine  and  chief  attending  physician  at  St. 
Mary’s  Hospital,  Troy  and  a director  of  the 
Albany  County  Cancer  Society.  Dr.  Hanratta 
was  a member  of  the  American  Geriatrics 
Society,  the  Association  of  Military  Surgeons 
of  the  United  States,  the  New  York  State  So- 
ciety of  Internal  Medicine,  the  Rensselaer 
County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medi- 
cal Association. 

Louis  Hochman,  M.D.,  of  New  York  City  and 
Jamaica  Estates,  died  on  April  22  at  University 
Hospital  at  the  age  of  sixty-nine.  Dr.  Hochman 
graduated  in  1919  from  New  York  University 


and  Bellevue  Hospital  Medical  College.  He 
was  an  associate  attending  otolaryngologist  at 
Manhattan  General  Hospital.  Dr.  Hochman 
was  a Diplomate  of  the  American  Board  of 
Otolaryngology,  a Fellow  of  the  International 
College  of  Surgeons,  and  a member  of  the 
American  Otorhinologic  Society  for  Plastic 
Surgery,  the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

John  Webster  Jameson,  M.D.,  of  Rochester, 
died  on  February  13  at  his  home  at  the  age  of 
sixty-two.  Dr.  Jameson  graduated  in  1929 
from  the  University  of  Rochester  School  of 
Medicine  and  Dentistry.  He  was  an  associate 
attending  surgeon  at  Highland  Hospital  of 
Rochester  and  an  assistant  attending  surgeon  at 
Strong  Memorial  Hospital.  He  was  also 
physician  for  Itek  Business  Products  and 
Schlegel  Manufacturing  Co.,  and  had  been 
physician  for  Delco  Appliance  Division  of 
General  Motors  for  eighteen  years.  Dr.  Jame- 
son was  a member  of  the  Rochester  Academy  of 
Medicine,  the  Monroe  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Margaret  Mathilde  Klumpp,  M.D.,  of  New 

York  City,  died  on  May  2 at  St.  Francis  Hospi- 
tal, Roslyn,  at  the  age  of  fifty-nine.  Dr. 
Klumpp  graduated  in  1932  from  Cornell  Uni- 
versity Medical  College.  She  had  been  an 
assistant  professor  of  clinical  medicine  at  Cornell 
University  Medical  College.  Dr.  Klumpp  was 
a Diplomate  of  the  American  Board  of  Derma- 
tology, Inc.,  and  a member  of  the  American 
Academy  of  Dermatology,  the  Society  for  In- 
vestigative Dermatology,  the  New  York 
Academy  of  Medicine,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

John  W.  Kohl,  M.D.,  of  Buffalo,  died  on 
March  31  at  Roswell  Park  Memorial  Institute 
at  the  age  of  sixty-six.  Dr.  Kohl  graduated  in 
1924  from  the  University  of  Buffalo  School  of 
Medicine.  He  was  an  emeritus  chief  of  ortho- 
pedic surgery  at  Sisters  of  Charity  Hospital  of 
Buffalo,  an  associate  attending  orthopedist  at 
Edward  J.  Meyer  Memorial  Hospital,  and  a 
consulting  orthopedic  surgeon  at  DeGraff 
Memorial  Hospital,  North  Tonawanda.  Dr. 
Kohl  was  a Fellow  of  the  American  College  of 
Surgeons  and  a member  of  the  Buffalo  Academy 
of  Medicine,  the  Erie  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Jacob  Lewis  Lochner,  Jr.,  M.D.,  of  Albany, 
died  on  March  13  at  St.  Peter’s  Hospital  at  the 
age  of  sixty-six.  Dr.  Lochner  graduated  in 
1924  from  Tufts  College  Medical  School.  He 
was  an  assistant  professor  of  obstetrics  at 
Albany  Medical  College,  former  secretary  to  the 
State  Board  of  Medical  Examiners,  and  former 
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assistant  medical  director  for  the  Workmen’s 
Compensation  Board.  Dr.  Lochner  was  a 
Diplomate  of  the  American  Board  of  Obstetrics 
and  Gynecology,  a Fellow  of  the  American  Col- 
lege of  Surgeons,  and  a member  of  the  Albany 
County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medi- 
cal Association. 

G.  Creighton  Lusk,  M.D.,  of  Newark  Valley, 
died  on  February  15  at  Wilson  Memorial 
Hospital  at  the  age  of  sixty.  Dr.  Lusk  gradu- 
ated in  1932  from  Albany  Medical  College.  He 
was  an  associate  member  of  the  medical  staff  of 
Tioga  County  General  Hospital.  Dr.  Lusk 
was  a member  of  the  Tioga  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Joseph  Jerald  McConnell,  M.D.,  of  Elmira, 
died  on  March  9 at  Arnot-Ogden  Memorial 
Hospital  at  the  age  of  fifty-six.  Dr.  McConnell 
graduated  in  1934  from  Syracuse  University 
College  of  Medicine.  He  was  an  honorary 
surgeon  at  Arnot-Ogden  Memorial  Hospital. 
Dr.  McConnell  was  a Fellow  of  the  American 
College  of  Surgeons  and  a member  of  the 
Chemung  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

John  Scott  McFarland,  M.D.,  of  Buffalo, 
died  on  March  15  at  Buffalo  General  Hospital 
at  the  age  of  eighty-nine.  Dr.  McFarland 
graduated  in  1902  from  Johns  Hopkins  Uni- 
versity School  of  Medicine.  He  was  chief 
medical  adviser  for  the  Judges  and  Police 
Executives  Conference. 

Frederick  Francis  McGauley,  M.D.,  of 

Schenectady,  died  on  April  22  at  his  home  at  the 
age  of  seventy-six.  Dr.  McGauley  graduated  in 
1917  from  Johns  Hopkins  University  School  of 
Medicine.  He  was  an  honorary  member  of  the 
surgical  staff  at  Ellis  Hospital  and  Ellis  Hospital 
Outpatient  Department  and  an  honorary  con- 
sulting surgeon  at  St.  Clare’s  Hospital.  Re- 
tired, Dr.  McGauley  was  a Diplomate  of  the 
American  Board  of  Surgery,  a Fellow  of  the 
American  College  of  Surgeons,  and  a member  of 
the  Schenectady  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Milton  Munzer,  M.D.,  of  Brooklyn,  died  on 
March  3 at  the  age  of  sixty-nine.  Dr.  Munzer 
graduated  in  1919  from  New  York  University 
and  Bellevue  Hospital  Medical  College.  He 
was  an  assistant  attending  physician  at 
Lutheran  Medical  Center.  Dr.  Munzer  was  a 
member  of  the  Medical  Society  of  the  County  of 
Kings,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Benjamin  Anthony  Perrino,  M.D.,  of 

Poughkeepsie,  died  on  November  30,  1964,  at 


the  age  of  fifty-five.  Dr.  Perrino  graduated  in 
1934  from  Syracuse  University  College  of 
Medicine.  He  was  an  associate  attending 
obstetrician  and  an  assistant  attending  gyne- 
cologist at  St.  Francis  Hospital.  Dr.  Perrino 
was  a Fellow  of  the  International  College  of 
Surgeons  and  a member  of  the  Dutchess  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Thomas  William  Phelan,  M.D.,  of  Rens- 
selaer, died  on  April  12  at  his  home  at  the  age  of 
sixty-nine.  Dr.  Phelan  graduated  in  1920  from 
Albany  Medical  College.  He  was  an  assistant 
attending  surgeon  in  general  practice  at  St. 
Peter’s  Hospital,  Albany.  Dr.  Phelan  was  a 
member  of  the  New  York  Society  of  Industrial 
Medicine,  the  Albany  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Lois  Jennette  Plummer,  M.D.,  of  Buffalo, 
died  on  February  13  at  Edward  J.  Meyer 
Memorial  Hospital  at  the  age  of  fifty-one.  Dr. 
Plummer  graduated  in  1939  from  the  University 
of  Buffalo  School  of  Medicine.  She  was  an  at- 
tending pediatrician  at  Edward  J.  Meyer  Memo- 
rial Hospital,  a clinical  assistant  attending  pedia- 
trician at  Children’s  Hospital,  and  an  assistant 
clinical  professor  of  pediatrics  at  the  State 
University  of  Buffalo  Medical  School.  Dr. 
Plummer  was  a Diplomate  of  the  American 
Board  of  Pediatrics  and  a member  of  the  Ameri- 
can Academy  of  Pediatrics,  the  Erie  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

George  Harold  Ramsey,  M.D.,  of  Rochester, 
died  on  April  30  at  Strong  Memorial  Hospital  at 
the  age  of  seventy-one.  Dr.  Ramsey  graduated 
in  1930  from  McGill  University  Faculty  of 
Medicine.  He  was  an  attending  radiologist  at 
Strong  Memorial  Hospital,  a consulting  radi- 
ologist at  Genesee  Hospital,  and  professor 
emeritus  of  radiology  at  the  University  of 
Rochester  School  of  Medicine  and  Dentistry. 
A former  chairman  of  the  Department  of 
Radiology  at  the  University  of  Rochester  School 
of  Medicine  and  Dentistry,  he  initiated  the 
Rochester  Symposium  on  cinefluorography,  an 
international  conference  held  biannually  at  the 
University.  Dr.  Ramsey  was  a Diplomate  of 
the  American  Board  of  Radiology,  a Fellow  of 
the  American  College  of  Radiology,  and  a mem- 
ber of  the  Radiological  Society  of  North 
America,  Inc.,  the  Rochester  Academy  of 
Medicine,  the  Radiological  Society  of  New  York 
State,  the  Rochester  Pathological  Society,  the 
Monroe  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Joseph  Jerome  Sher,  M.D.,  of  Brooklyn, 
died  on  March  4 at  his  home  at  the  age  of  sixty- 
two.  Dr.  Sher  graduated  in  1929  from  Long 
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Island  College  Hospital  School  of  Medicine. 
He  was  an  associate  attending  radiologist  at 
Brooklyn  Women’s  Hospital.  Dr.  Sher  was  a 
Diplomate  of  the  American  Board  of  Radiology, 
a Fellow  of  the  American  College  of  Radiology, 
and  a member  of  the  Radiological  Society  of 
North  America,  Inc.,  the  Medical  Society  of  the 
County  of  Kings,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Maximillian  Henry  Slayton,  M.D.,  of  New 

York  City,  died  on  March  31  at  the  age  of 
seventy-three.  Dr.  Slayton  graduated  in  1920 
from  New  York  University  and  Bellevue  Hospi- 
tal Medical  College. 

Harry  Nathan  Tuchman,  M.D.,  of  Buffalo, 
died  on  April  5 at  Millard  Fillmore  Hospital  at 
the  age  of  fifty-five.  Dr.  Tuchman  graduated 
in  1936  from  the  University  of  Buffalo  School  of 
Medicine.  He  was  an  assistant  attending  gen- 
eral practitioner  at  Millard  Fillmore  Hospital. 
Dr.  Tuchman  was  a member  of  the  American 
Academy  of  General  Practice,  the  Buffalo 
Academy  of  Medicine,  the  Erie  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

George  John  Veith,  M.D.,  of  Suffern,  died  on 
March  19  at  Tuxedo  Memorial  Hospital  at  the 
age  of  seventy-nine.  Dr.  Veith  graduated  in 
1909  from  Long  Island  College  Hospital  Medical 
School.  He  was  an  honorary  physician  at 
Tuxedo  Memorial  Hospital  and  a former  health 
officer  of  the  Town  of  Ramapo  and  of  the  Vil- 
lages of  Suffern,  Hillburn,  and  Sloatsburg. 
Dr.  Veith  was  a member  of  the  Rockland 
County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American 
Medical  Association. 

Paul  V.  W.  Waldo,  M.D.,  of  Westhampton 
Beach,  died  on  April  30  at  his  home  at  the  age 
of  fifty-nine.  Dr.  Waldo  graduated  in  1931 


from  Harvard  University  Medical  School.  He 
was  an  attending  physician  at  Central  Suffolk 
Hospital  Association,  Riverhead,  and  had 
served  two  terms  as  Mayor  of  Westhampton 
Beach.  Dr.  Waldo  was  a Diplomate  of  the 
American  Board  of  Internal  Medicine  and  a 
member  of  the  Suffolk  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Lawrence  Michael  Waterhouse,  M.D.,  of 

Jamaica,  died  on  March  29  at  Mary  Immaculate 
Hospital  at  the  age  of  sixty-three.  Dr.  Water- 
house  graduated  in  1928  from  St.  Louis  Uni- 
versity School  of  Medicine.  He  was  an  at- 
tending dermatologist  at  Mary  Immaculate 
Hospital,  Lutheran  Medical  Center,  and  St. 
Mary’s  Hospital.  Dr.  Waterhouse  was  a 
Diplomate  of  the  American  Board  of  Derma- 
tology, Inc.,  and  a member  of  the  Medical 
Society  of  the  County  of  Queens,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

John  Francis  Wolfram,  M.D.,  of  Ridgewood, 
died  on  March  25  at  Evangelical  Deaconess 
Hospital  at  the  age  of  seventy-one.  Dr. 
Wolfram  graduated  in  1918  from  Long  Island 
College  Hospital  Medical  School.  He  was  an 
honorary  surgeon  at  Evangelical  Deaconess 
Hospital.  Dr.  Wolfram  was  a Fellow  of  the 
International  College  of  Surgeons  and  a member 
of  the  Medical  Society  of  the  County  of  Queens, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Mark  M.  Youmans,  M.D.,  of  The  Bronx, 
died  on  February  16  at  the  age  of  fifty-eight. 
Dr.  Youmans  graduated  in  1927  from  Long 
Island  College  Hospital  Medical  School.  He 
was  a Diplomate  of  the  American  Board  of 
Orthopedic  Surgery  and  a member  of  the 
American  Academy  of  Orthopaedic  Surgeons, 
the  Bronx  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 


FOR  GASTRO  INTESTINAL  DYSFUNCTION  AND 
ANTI-FLATULENT  EFFECTS  IN  FERMENTATION 


EUCARBQN® 

r — n 

Each  tablet  contains:  Extract  of  Rhubarb. 
Senna,  Precipitated  Sulfur,  Peppermint  Oil 
and  Fennel  Oil,  in  a highly  activated  char- 
coal base. 

Action  and  Uses:  Mild  laxative  adsorbent 
and  carminative.  For  use  in  indigestion, 
hyperacidity,  bloating  and  flatulence.  An 
excellent  detoxifying  substance  with  a wide 
range  of  uses  in  dermatology. 

Doses:  1 or  2 tablets  daily  V2  hr.  after 
meals  — Supply:  Tins  of  100. 


“Sedation  & Euphoria  for  Nervous. 
Irritable  Patients” 


\ 

Each  Chocolate  Coated  Tab.  Contains  ext. 
of  Valerian  (highly  concentrated)  0.05  gm. 
dispergentized.  Tasteless,  Odorless,  Non- 
Depressant,  Non-Habit  forming,  indicated  in 
cases  of  nervous  excitement,  depressive 
states,  menopausal  molimena,  insomnia. 

V 


‘‘A  modernized  method  of  preparing  Burow  s 
Solution  U.S.P.  XIV" 




POWDER  IN  ENVELOPES  OR  TABLETS 

(Alum.  Sulfate  and  Calc.  Acetate).  For  use 
as  an  astringent  and  topical  wet  dressing, 
treatment  of  swellings,  inflammations, 
sprains. 

V / 


AVAILABLE  AT  ALL  PHARMACIES 


VALERIANETS-DISPERT » PRESTO-BORO* 


© STANDARD  PHARMACEUTICAL  CO.,  INC.  • LEXINGTON  AVE.,  BETHPAGE,  L.I.,  NEW  YORK  11714 
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Index  to  Advertised  Products 


Anabolic  agents 

Winstrol  (Winthrop  Laboratories) 1593 

Analgesics 

Protamide  (Sherman  Laboratories) 1599 

Antibiotics 

Chloromycetin  (Parke  Davis  & Company) 1605 

Declomycin 
(Lederle  Labs., 

Div.  Amer.  Cyanamid  Co.) 4th  cover 

Penbritin 

(Beecham  Research  Laboratories,  Inc.) 1597 

Antidepressants 

Deprol  (Wallace  Laboratories) 1590-1591 

Norpramin  (Lakeside  Laboratories) 1618-1619 

Antivertigo 

Dramamine  (G.  D.  Searle  & Co.) 1625 

Beverages 

No-Cal  (Kirsch  Beverages) 1612 

Dermatological  preparations 

Sardo  (Sardeau,  Inc.) 1614 

Diagnostic  instruments 

Electrocardiograph  (Sanborn  Co.) .' 1626 

Digestive  relaxants 

Decholin-BB  (Ames  Company,  Inc.) 3rd  cover 

Laxatives 

Eucarbon  (Standard  Pharmaceutical  Co.) 1685 

Sedatives 

Valeria  nets-Dispert 

(Standard  Pharmaceutical  Co.) 1685 


Steroids  & hormones 

Aristocort 
(Lederle  Labs., 

Div.  Amer.  Cyanamid  Co.) 1610-161 

Sun-screening  agent 

Uval  (Stuart  Company) 1595 


Surface  antibacterials 

Safeguard  Soap  (Procter  & Gamble  Company) 

1615-1616 

T ranquilizers 

Miltown  (Wallace  Laboratories) 1608-1609 

Stelazine  (Smith,  Kline  & French  Labs.) 1685 

Valium  (Roche  Laboratories) 2nd  cover,  1589 

Vaginal  douches 

Irrigol  (Alkalol  Company) 1689 


THE  MOUNT  SINAI  HOSPITAL 
NEW  YORK  29,  NEW  YORK 

POSTGRADUATE  COURSES 
IN  CLINICAL  MEDICINE 

given  in  affiliation  with 


COLUMBIA  UNIVERSITY 
JULY  THROUGH  DECEMBER  1965 


COURSES  FOR  GENERAL  PRACTITIONERS 

Differential  diagnosis  in  gastro-intestinal  radiology 
Oct.  5 to  Dec.  7:  Tues.,  5 to  6 P.M. 

Basic  psychiatry  for  general  practitioners,  internists  and 
medical  specialists 

Oct.  13  to  June  29:  Wed.  & Sat.,  9 to  1 P.M. 

Differential  diagnosis  in  radiology  of  the  chest 
Oct.  25  to  Jan.  24:  Mon.,  4:45  to  6:15  P.M. 

Clinical  Hematology 

Nov.  1 to  Nov.  3:  Mon.  to  Wed.,  9 to  5 P.M. 

Spatial  vectorcardiography  and  vector  interpretation  of  the 
electrocardiogram 

Nov.  29  to  Dec.  3:  Mon.  to  Fri.,  9 to  3 P.M. 


COURSES  FOR  SPECIALISTS 


Trans-meatal  (Endaural)  Surgery 

Sept.  7 to  Sept.  17:  1st  week— Tues.  through  Sat. 

9 to  6:00  P.M. 

2nd  week— Mon.  through  Fri., 
9 to  6:00  P.M. 

Clinical  use  of  radioactive  isotopes 

Sept.  20  to  May  2:  Mon..  3 to  6:00  P.M. 

Introduction  to  Clinical  Electroencephalography 
Oct.  14  to  Dec.  23:  Thur.,  9 to  12  Noon 


For  application  forms  and  information,  address  the 
Registrar  for  Postgraduate  Medical  Instruction. 


THE  MOUNT  SINAI  HOSPITAL 

Fifth  Avenue  at  One-Hundredth  Street 
New  York,  New  York  10029 


Wet-dressing  antiinflammatory 

Presto-Boro  (Standard  Pharmaceutical  Co.) 1685 
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Classified  Advertising  Rates 

Effective  January  1 , 1965 


New  York  State  Journal  of  Medicine 

Issue  Dates:  1st  and  15  th  of  each  month. 

Closing  Date:  25  days  preceding  issue  date. 

ALL  ADVERTISEMENTS  ARE  PAYABLE  IN  ADVANCE 

Rates:  50  words  or  less,  $10.00  per  insertion;  additional  words  are 
1 Off  each.  Box  numbers,  50*f  extra,  per  insertion. 

Counting  Words:  Two  initials,  each  abbreviation,  figures  con- 

sisting of  5 numerals  or  less  are  counted  as  separate  words. 
For  replies,  your  name  and  address,  or  telephone  number 
should  appear  at  the  end  of  your  copy,  and  be  included  in  the 
total  number  of  words. 


Classified  Advertising 

New  York  State  Journal  of  Medicine 

750  Third  Ave.,  New  York,  N.  Y.  10017  Date 

Name 

Please  Print 

Address 

I enclose  $ to  include  $10.00  for  the  first  50  words  or  less,  plus  10^  for  each 

additional  word. 

Number  of  insertions 

Assign  a box  number  (50^f  per  insertion) 
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POSITIONS  WANTED 


ANESTHESIOLOGIST,  CERTIFIED,  AGE  35,  FAMILY. 
Extensive  experience.  Desires  fee  for  service  or  group  in 
metropolitan  or  suburban  area.  Details  in  first  letter. 
Box  969,  % NYSJM. 


MEDICAL  ASSISTANTS  AND  SECRETARIES.  LAB- 
oratory  and  X-Ray  Techs.  Well  trained  and  highly  quali- 
fied personnel  (male  & female)  also  available  at  other 
times.  Phone  CH  2-2330  Ext.  6,  Placement  Dept.,  or 
write  Eastern  School  for  Physicians’  Aides,  Dept.  69,  85 
Fifth  Ave.,  New  York  3,  N.  Y.  (Founded  1936  by  two 
member  physicians.)  Visit  our  booth,  No.  G-24,  at  the 
AMA  Convention — N.  Y.  Coliseum. 


IRRIGOL 

for  quantity  irrigations 
—Soothing,  aseptic 

Send  for  clinical  sample 

THE  ALKALOL  COMPANY 

Taunton  30,  Mass. 


GENERAL  PRACTITIONER  TO  ASSOCIATE  WITH 
other  general  practitioner  as  of  August  1965.  Age  37, 
married,  family;  military  service  completed.  Well 
founded  in  basic  sciences.  Interested  in  all  aspects.  Box 
206,  % NYSJM. 


ANESTHESIOLOGIST,  EXTENSIVE  EXPERIENCE, 
licensed.  Board  eligible,  desires  full  or  part  time  position. 
Fee  for  service  or  salary.  Box  205,  % NYSJM. 


Eighth  Annual  Teaching  Seminar 

MEDICAL  WRITERS’  INSTITUTE 


At  the  Princeton  Chib, 
15  W.  43rd  St.  N.Y.C. 


104 


September  20th,  1965 
Membership  Limited 

J.  F.  Montague,  M.D., 

E.  40th  St.  N.Y.  16,  N.Y. 


ALLERGIST,  BOARD  ELIGIBLE  INTERNIST,  UNI- 
versity  trained,  desires  association  leading  to  partnership 
or  purchase  of  allergy  practice  in  metropolitan  or  subur- 
ban New  York  City  area.  Box  209,  % NYSJM. 


ALLERGIST,  BOARD  QUALIFIED  IN  INTERNAL 
medicine,  age  35,  extensive  experience  in  both.  Interested 
in  solo  opportunity,  association  or  acquisition  of  allergy 
practice  in  metropolitan  or  suburban  New  York  City  area. 
Details  in  first  letter.  Box  210,  % NYSJM. 


PHYSICIANS  WANTED 


HOLBROOK  MANOR  NlSG 

Five  Acres  of  Pinewo  ded  Grounds 


SENILE— AGED 


Non-sectarian,  dietary  laws  observed 
Medical  Director,  O.  L.  Friedman,  M.D.,  Q.P.,  M.A.P.A. 
HOLBROOK,  L.  I.  N.  Y.  Office;  TRafalgar  7-2666 


INTERNSHIPS-AMA  APPROVED  ROTATING.  ST. 
Joseph’s  Hospital.  Yonkers,  New  York.  Accredited  165 
bed  hospital.  Integrated  educational  program  organized 
by  Director  of  Medical  Education;  abundant  in-patient 
and  out-patient  material  for  clinical  training.  Salary 
$350.  ECFMG  certificate  required.  Apply  Administra- 
tor, St.  Jospeh’s  Hospital,  Yonkers,  N.Y. 


ORTHOPEDIC  SURGEON,  BOARD  CERTIFIED  OR 
eligible  to  associate  with  busy  Boarded  orthopedic  surgeon. 
New  York  City  Suburbs,  leading  to  full  partnership. 
Steadily  increasing  practice.  Now  enlarging  offices. 
Box  187,  % NYSJM. 


WANTED.  INTERNIST  FOR  GROUP  IN  SOUTHERN 
New  York  State.  Must  be  board  certified  or  board 
qualified.  Box  192,  % NYSJM. 


GENERAL  PRACTITIONER  WANTED  FOR  BUSY 
medical  group.  Please  contact  Ellenville  Medical  Group, 
60  Center  St.,  Ellenville,  New  York. 


PINEWOOD  Walter  A.^ompsonMAX^.A.P.A. 

EST  1930 

J.  Epstein,  M.D.,  L.F.A.PA. — L.  Wender,  M.D.,  L.F.A.P.A. 
Katonah,  N.Y.  Tel:  CEntral  2-3155  NYC,  Direct,  Tel:  CY  5-0264 

A psychiatric  hospital  offering  individual  treatment  for  all 
nervous  and  mental  disorders,  alcoholism  and  drug  addiction. 
Psychoanalytically  oriented.  Pharmacological  and  electro- 
therapeutic  methods.  Rates — moderate. 


TRAINED  MEDICAL  ASSISTANTS 

to  save  your  valuable  time,  assume  responsibility  for  appoint- 
ments, patients,  records,  assist  you  with  lab.  X-ray,  E.K.G., 
B.M.R.,  etc.  The  Mandl  School  for  Medical  Assistants  has 
been  training  in  these  fields  for  41  years,  our  graduates  have 
sound  professional  skills.  Free  Placement  Service. 

Mandl  School  19 

175  Fulton  Ave.,  Hempstead,  L.l.  (516)  IV  1-2774 
_ EST.  1924  • Licensed  by  the  State  of  New  York  _ _ 


June  15,  1965  / New  York  State  Journal  of  Medicine  1689 


r=physician=r 

MEDICAL  SERVICE 
DIVISION  OF  AN 
INTERNATIONAL 
PHARMACEUTICAL 
COMPANY 

The  MD  we  seek  will  primarily  handle  corre- 
spondence and  do  general  liaison  work  with  pro- 
fessionals. He  will  also  assist  in  the  medical 
training  of  detail  men  and  attend  medical  con- 
ventions. He  will  conduct  preintroductory  new 
product  campaigns  and  disseminate  specialized 
medical  information  through  correspondence 
with  interns,  resident  physicians,  senior  medical 
students,  industrial  clinicians  and  others. 

Please  direct  your  curriculum  vitae  in  complete 
professional  confidence  with  current  and  ex- 
pected earnings  to:  R.  C.  Raven,  Personnel 
Dept.  NYSJ. 

CIBA  Corporation 

Summit,  N.J. 

, An  equal  opportunity  employer 

V—  


PHYSICIANS  WANTED— CONT’D 


WANTED:  GENERAL  PRACTITIONER  IN  LYONS 

Falls,  New  York.  Area  population  2,500;  fully  accredited 
hospital  with  108  beds,  modern  facilities,  15  miles  away; 
4-bedroom  home  with  office,  waiting  room,  2 treatment 
rooms,  2 car  garage,  offered  rent  free;  school,  village  & 
town  health  officer  positions  available;  excellent  schools 
and  recreational  facilities.  Box  194,  % NYSJM. 


WANTED:  EMERGENCY  ROOM  PHYSICIANS.  FEE 
for  service.  $1,000  monthly  guarantee.  Greater  earned 
income  possible.  State  license  or  E.C.F.M.G.  certificate. 
Contact  A.  J.  Graziani,  M.D.,  Chairman  E.  R.  Committee, 
St.  Mary’s  Hospital,  Rochester,  N.Y. 


INTERNIST— EXCELLENT  OPPORTUNITY  FOR 
association  in  busy  suburban  medical  practice.  New 
medical  building,  20  minutes  from  New  York  City. 
Good  open-staff  hospitals.  Lovely  area  for  family;  good 
schools.  Also  seeking  fulltime  coverage  July  15-August 
15.  Call  914  EL  9-0277. 


ESTABLISHED  SUBURBAN  UPSTATE  NEW  YORK 
Medical  Center  looking  for  young  General  Practitioners, 
Pediatricians,  and  Internists.  Also  Ophthalmologists  and 
Otorhinologists.  Write  Resume  % Box  181,  NYSJM. 


PHYSICIANS  WANTED — CONT’D 


PHYSICIAN  WANTED  FOR  JULY  AND  AUGUST  1965 
to  assist  me  in  my  practice  at  Chautauqua,  New  York, 
which  is  a summer  educational  and  recreational  colony  on 
Chautauqua  Lake.  New  York  State  License  is  required. 
One  or  more  years  of  hospital  training  is  necessary,  and 
applicant  should  have  some  training  in  internal  medicine. 
Anyone  interested  may  write  or  phone  me,  and  other 
details  will  be  discussed  at  that  time.  G.  L.  Lester,  M.D., 
1 Morris  Avenue,  Chautauqua,  N.  Y. 


WANTED:  OPHTHALMOLOGIST  TO  ASSOCIATE  IN 
rapidly  growing  New  York  City  suburb,  leading  to  full 
partnership.  Excellent  hospital  facilities.  Box  208, 
% NYSJM. 


WANTED:  GENERAL  PRACTITIONER  TO  JOIN 

busy  practitioner  on  Long  Island,  South  Shore,  one  hour 
from  New  York  City.  Opportunity  for  rapid  financial 
advancement.  Box  212,  % NYSJM. 


OPPORTUNITY  FOR  INTERNIST  OR  PHYSICIAN 
with  some  training  in  internal  medicine,  interested  in  a 
busy  practice  in  general  medicine,  plus  necessary  medical 
consultations  for  four  other  busy  G.P.’s  in  small  com- 
munity and  adjacent  rural  area  in  upstate  New  York. 
Adequate  O.B,  coverage  available.  New  fully  accredited 
42  bed  general  hospital  with  Board  surgeon.  Board  radiol- 
ogist and  Board  pathologist.  Excellent  recreational  facil- 
ities in  immediate  area  including  skiing,  golf,  tennis,  etc. 
Income  arrangements  available.  Send  resume  to  Box 
207,  % NYSJM. 


EXCELLENT  OPPORTUNITY  FOR  GENERAL  SUR- 
geon  to  associate  as  partner  in  small  new  clinic  with  drug 
dispensary.  New  Hill  Burton  Hospital  available.  For 
personal  interview,  contact  Paul  Austin,  M.D.  at  the 
Americana  of  New  York  during  A.M.A.  convention. 


INTERNIST,  PEDIATRICIAN,  AND  GENERAL  PRAC- 
titioner  wanted  to  join  group  in  Eastern  Long  Island. 
Please  contact  with  information  to  Box  216,  % NJSJM. 


LUCRATIVE  AREA  FOR  SOLO  GENERAL  PRAC- 
tice  in  Westchester  County.  Can  arrange  for  good  cover- 
age to  have  time  off.  Will  assist  in  getting  you  started. 
Excellent  opportunity  for  physician  with  initiative  and 
interest  in  general  practice.  Box  213,  % NYSJM. 


SURGICAL  RESIDENCY:  INSTITUTING  3 YEAR 

program.  Two  surgical  residents.  Must  be  ECFMG 
certified.  Salary  $700.  per  month.  Reply  to:  Director 
of  Surgery,  St.  Mary  Hospital,  Hoboken,  New  Jersey. 


MISCELLANEOUS 


BILLING  SERVICE-COLLECTIONS-LABOR  SAVING 
office  techniques.  A statewide  service-35  years  experience 
specializing  in  medical  accounts  assures  satisfactory  results. 
Mail  your  bill-head  for  full  details.  Crane  Discount  Corp., 
221  W.  41st  St.,  New  York,  N.  Y.  10036. 


ADDITIONAL  ADS 
ON  PAGE  1691 
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PRACTICES  FOR  SALE  OR  RENT 


GENERAL  PRACTICE  FOR  SALE:  VERY  ACTIVE 
practice,  gross  $40,000.  Home-office  combination  located 
in  residential  northern  N.J.,  30  min.  to  NYC.  Available 
now.  Will  introduce.  Leaving  for  residency  July  1. 
Excellent  opportunity  for  GP  or  pediatrician.  Call  (201) 
664-1235. 


AVAILABLE,  THRIVING  GENERAL  PRACTICE; 
owner  specializing.  Would  like  to  sell  or  rent  7 room, 
fully  equipped  office,  9 room  house  and  barn  on  three 
acres.  Beautiful  Finger  Lake  country,  near  Cornell 
University,  seven  miles  from  hospital.  Call  collect  (607) 
387-7921,  or  write  E.  S.  Farley,  Jr.,  M.D.,  Trumansburg, 


FOR  SALE.  WELL  ESTABLISHED  DERMATOLOGY 
and  General  practice  in  upper  east  Bronx.  Fully  equipped. 
Excellent  transportation.  Liberal  terms.  Will  introduce 
to  large  cash  paying  clientele.  Telephone  DAyton  9-3432 
or  914  Pe.  8-0551. 


GENERAL  PRACTICE  ESTABLISHED  30  YEARS. 
Fully  equipped  office  available  on  rental  basis.  Down- 
town in  large  private  dwelling  with  furnished  apartment 
available  in  same  building.  Fishing,  sailing,  skiing,  golf 
within  minutes  from  office.  Mrs.  E.  Rath,  311  Wash- 
ing St.,  Watertown,  N.Y. 


LONG  ISLAND,  SOUTH  SHORE,  ACTIVE  GENERAL 
practice,  on  main  Highway,  center  of  town.  Modern, 
2 doctors,  7 room  office  attached  to  2 story  attractive 
home  with  2 car  garage  and  own  parking  area.  Also  suit- 
able for  specialists.  Box  215,  % NYSJM. 


REAL  ESTATE  FOR  SALE  OR  RENT 


FOR  RENT:  NEW  MEDICAL?  ARTS  BUILDING, 

Hillsdale,  New  Jersey,  Bergen  County.  Located  on  main 
thoroughfare  of  community.  To  be  completed  in  Fall  of 
1965.  Will  design  suites  to  your  specifications.  One 
suite  already  leased  to  established  dentist.  Write  P.O. 
Box  112,  Hillsdale,  New  Jersey  or  call  201  666-0770. 


PROFESSIONAL  SPACE  AVAILABLE  IN  ONE  OF 
New  York’s  architectural  wonders  . . . occupying  the  air- 
rights  at  the  Manhattan  terminus  of  the  George  Wash- 
ington Bridge,  only  a half  mile  from  the  Columbia- 
Presbyterian  Medical  Center.  With  a built-in  patient 
potential  of  3,000  people  in  4-thirty-two  story  buildings, 
in  the  middle  of  Washington  Heights,  this  is  a once-in-a- 
lifetime  opportunity  for  doctors,  dentists  and  technicians. 
Up  to  3500  square  feet  available  in  each  of  two  buildings 
with  private  street  level  entrances.  Call  for  an  appoint- 
ment at  your  convenience.  If  you  cannot  make  this  move, 
we  suggest  you  call  this  opportunity  to  the  attention  ot 
your  p ofessional  friends.  They’ll  never  stop  thanking 
you.  Bridge  Apartments,  1365  St.  Nicholas  Avenue, 
SW  5-9300.  Ask  for  Mr.  Girard  Lanzetta,  Resident 
Manager. 


NEW  CITY,  ROCKLAND  COUNTY,  N.Y.,  BEAUTIFUL 
new  professional  office  building,  ideal  location;  ready  for 
occupancy  summer  1965.  Already  */»  rented;  4 suites 
available.  914  NE  4-4429  or  Box  198,  % NYSJM. 


FOR  SALE 

Large  11  room  house  and  store,  plus  2 story  garage, 
situated  in  center  of  resort  town,  Wurtsboro,  N.Y.  Fine 
location  for  small  Medical  Center.  All  improvements; 
5 living  units;  6 bathrooms.  On  lot  56'  x 225  . 

Mrs.  George  Cooper,  P.O.  Box  327,  Wurtsboro,  N.Y. 


REAL  ESTATE  FOR  SALE  OR  RENT—  CONT’D 


OFFICE  FOR  RENT:  CAMBRIA  HEIGHTS,  LAUREL- 
ton  area.  Pediatrician  or  general  practitioner.  No 
pediatrician  in  area.  Excellent  opportunity  for  initial 
practice.  Air  conditioned  five  rooms,  walk-in  apartment. 
Rent  $150.  Call  516  LI  1-7979. 


APPROXIMATELY  300  SQUARE  FEET  SUITE  AVAIL- 
able  in  new  professional  building.  Ideal  for  medical 
specialty.  Lake  Ronkonkoma,  Suffolk  County.  Call  516 
JU  8-5100  or  JU  8-9041. 


FOR  SALE:  BROOKLYN,  FLATBUSH,  OCEAN  AVE. 
near  Kings  Highway,  spacious,  luxurious,  fully  equipped 
office;  5 working  rooms,  large  waiting  room,  X-ray,  2 
diathermies,  3 air  conditioners,  etc.,  used  by  active  ortho- 
pedist. Modest  rental.  Call  CL  8-2078. 


SALE:  ELEGANT  COLONIAL  BRICK  AND  STEEL 

building,  14  rooms,  4 baths,  with  an  active  general  prac- 
tice. Near  transportation  lines  in  prosperous  neighbor- 
hood. Suitable  for  group  practice.  Equipment  included 
in  office.  Write:  Tzanavaras,  10  Terrace  Circle,  Great 
Neck,  L.I.,  N.Y. 


DOCTOR  RETIRING.  MURRAY  HILL  SECTION. 
Sublease  fully  equipped  air  conditioned  office,  full  or  part 
time.  Ideal  for  general  practitioner  or  specialist.  Ex- 
ceptional opportunity.  Reasonable.  Box  214,  % NYSJM. 


31/2  ROOM  APARTMENT  FOR  PROFESSIONAL  USE 
in  Flushing,  Queens.  New  2 family  house.  Rent  open. 
142-10  Horace  Harding  Blvd.  Call  FL  9-8317. 


PLAINVIEW.  PROFESSIONAL  LOCATION.  3 BED- 
room  brick  and  fieldstone  split  plus  2 room  office,  wood 
paneled  basement  and  laboratory.  2 car  garage,  2 Vs 
baths,  2 zones,  walk-in  storage  attic,  2 patios,  one  covered 
oversize  professionally  landscaped  plot,  dishwasher,  wall 
to  wall  carpet,  etc.  Price:  $29,500.  516  We.  1-7687. 
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On  Stelazine®  brand  of  trifluoperazine 


she’s  calm  and  alert 


When  a tranquilizer  is  needed, 
‘Stelazine’  can  regulate  the 
level  of  anxiety  so  that  the 
patient  is  unlikely  to  overreact 
to  stress  but  is  not  tranquilized 
into  psychic  inertia.  Patients 
on  ‘Stelazine’  often  experience 
a sense  of  mental  alertness  and, 
because  they  feel  so  much  better, 
are  more  interested  in  their 
normal  activities. 

Contraindicated  in  comatose  or 
greatly  depressed  states  due  to  CNS 
depressants  and  in  cases  of  existing 
blood  dyscrasias,  bone  marrow 
depression  and  pre-existing  liver 
damage.  Principal  side  effects, 
usually  dose-related,  may  include 


mild  skin  reaction,  dry  mouth, 
insomnia,  fatigue,  drowsiness, 
dizziness  and  neuromuscular 
(extrapyramidal)  reactions. 
Muscular  weakness,  anorexia,  rash, 
lactation  and  blurred  vision  may 
also  be  observed.  Blood  dyscrasias 
and  jaundice  have  been  extremely 
rare.  Use  with  caution  in  patients 
with  impaired  cardiovascular 
systems. 

Before  prescribing,  see  SK&F 
product  Prescribing  Information. 
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abscess:  pulmonary  infiltration,  meningitis,  and  death 
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arteriovenous  malformation  of  [Correlation  Conferences  in 
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Circumcision:  genital  cancer  in  Jews  [Recent  Advances  in 
Medicine  and  Surgery],  266 

Cirrhosis  of  liver,  primary  kidney  disease  in  patients  with,  535 
Clinical  Anesthesia  Conference  (Series),  287,  562,  793,  1024, 
1252 

Clinician’s  View  of  Genetics  in  Medicine  [Genetics  for  Physi- 
cians] (Symposium)  (Plotz),  1628 
Clinicopathologic  Conference  (Series),  425,  548,  653,  1012, 
1142 

Coagulable,  hyper-,  state,  1091 

Code  Letter  Rating  in  Compensation  Medicine  [Workmen’s 
Compensation]  (Watters),  300 

(Colitis,  granulomatous)  constricting  lesion  of  rectosigmoid 
[Correlation  Conferences  in  Radiology  and  Pathology], 
1020 

Colitis,  segmental,  without  roentgenographic  changes,  571 
Colon,  generalized  peritonitis  complicating  acute  diverticu- 
litis of,  437 

Colon,  hematuria  following  adrenocarcinoma  of  [Correlation 
Conferences  in  Radiology  and  Pathology],  281 
Common  Pitfalls  in  Management  of  Anemia  (Young),  1327 
Community  Mental  Health  Facilities  and  Services  (Perkins) , 
313 

Complications  of  Massive  Blood  Replacement  (Kliman),  239 


Concurrent  Leiomyosarcoma  and  Squamous  Cell  Carcinoma 
of  Esophagus  (Rella,  Farrell,  and  Comer),  1254 

Congenital  Anomalies  Reported  on  Birth  Certificates  in  New 
York  City;  1952  to  1962,  Inclusive  (Conway  and  Wagner), 
1087  8 ’ 

Constricting  Lesion  of  Rectosigmoid  (Granulomatous  Coli- 
ti^MCorrelation  Conferences  in  Radiology  and  Pathology], 

Constrictive  Forces  of  Panty  Girdle  on  Thigh  (Craig  and 
Dvorak),  1337 

Cord  complications,  perinatal  mortality  caused  by;  pathology 
and  management  [Maternal  and  Child  Welfare],  433 

Correlation  Conferences  in  Radiology  and  Pathology  (Series), 
281, 554, 902 , 1020, 1232 

Corticosteroid  therapy,  high-dosage,  aseptic  necrosis  of  fem- 
oral heads  after,  800 

Coxsackie:  virus  disease  in  pregnancy  [Maternal  and  Child 
Welfare],  1239 

Cybernetic  Applications  in  Medicine  (Harvey) ; I.  Medical 
Model-Making,  765;  II.  Clarification  of  Current  Con- 
cepts, 871;  The  Physician  as  Regulator  of  a Large  System, 

Cyst,  parathyroid:  dysphagia  and  weight  loss  [Correlation 
Conferences  in  Radiology  and  Pathology],  1232 

Cyst  of  rib,  aneurysmal  bone,  298 

Cystathionine  synthetase,  enzyme,  inborn  error  of  metabo- 
lism associated  with  deficiency  of,  leading  to  hemocystinuria 
[Nutrition  Excerpts],  559 

Cytogenetics:  clinician’s  view  of  genetics  in  medicine 

[Genetics  for  Physicians]  (Symposium),  1628 


Dermabrasion:  acne;  from  pimple  to  pit  [Recent  Advances 
in  Medicine  and  Surgery],  417 

Desoxyribonucleic  acid:  genetic  code  [Genetics  for  Physi- 
cians] (Symposium),  1646 
Diabetes 

adult  Fanconi  syndrome,  295 
juvenile,  399 

juvenile,  certain  other  aspects  of,  631 

serum  lipids  in  Americans  and  Israelis  of  Yemenite  origin, 
1095 

Diarrheal  drugs:  trends  in  gastroenterology  today,  1665 
Diet 

juvenile  diabetes,  399 

nutrient  requirements  in  psoriasis,  1319 

see  also  Nutrition  Excerpts  (Series) 

Dietary  Fats  and  Blood  Cholesterol  Levels  in  Elderly  Per- 
sons; A Ten-Year  Study  (Albanese,  Woodhull,  Lorenze, 
and  Orto),  517 

Dilantin:  use  of  sodium  diphenylhydantoin  in  treatment  of 
leg  ulcers,  886 

Disaster  Medical  Care  (Series),  1041 
Disaster,  medical  care  in;  long-term  problem,  530 
Disulfiram:  rehabilitation  program  for  alcoholic  inmates  at 
Westchester  County  Penitentiary,  1003 
Diuresis:  trends  in  gastroenterology  today,  1665 
Diverticulitis  of  colon,  acute,  generalized  peritonitis  compli- 
cating, 437 

DNA:  genetic  code  [Genetics  for  Physicians]  (Symposium), 
1646 
Drug(s) 

anabolic  effects  of  methenolone  enanthate  and  methenolone 
acetate  in  underweight  premature  infants  and  children, 
645 

antimicrobial  susceptibility  of  pathogenic  organisms  iso- 
lated from  urinary  tract  in  1963  [Recent  Advances  in 
Medicine  and  Surgery  ],  649 

bacteriologic  studies  in  acne;  effects  of  administration  of 
systemic  antibiotics,  1216 

pargyline  hydrochloride  in  treatment  of  resistant  hyperten- 
sion, 1672 

relaxant,  hazard  of  mixing  [Clinical  Anesthesia  Con- 
ference], 1024 

sulfonylurea,  cholestatic  jaundice  following  use  of,  907 
use  of  sodium  diphenylhydantoin  in  treatment  of  leg  ulcers, 
886 

Dysphagia  and  Weight  Loss  [Correlation  Conferences  in 
Radiology  and  Pathology],  1232 


Edema:  constrictive  forces  of  panty  girdle  on  thigh,  1337 
Edema  of  pregnancy,  chlorthalidone  in,  762 
Elderly  persons,  dietary  fats  and  blood  cholesterol  levels  in; 
ten-year  study,  517 

Elective  Induction  of  Labor  (Glynn,  Murray,  Esposito, 
Rubino,  and  Zarou),  991 

Embolism,  pulmonary  carbon  dioxide,  during  fallopian  tube 
insufflation  [Clinical  Anesthesia  Conference],  1252 
Embolism,  pulmonary,  and  pulmonary  embolectomv,  677 
Emergency  Care  of  Burns  (Cramer,  Hinshaw,  and  McCor- 
mack), 636 

Emmet,  Thomas  Addis,  M.D.,  LL.D.,  [History  of  Medicine], 
1360 

Encephalopathy:  primary  kidney  disease  in  patients  with 
cirrhosis  of  liver,  535 

Endocarditis  Due  to  Escherichia  Freundii  and  Staphylococcus 
Aureus  (Albites  and  Amsterdam),  451 
Endocrinology:  recent  advances  in  gynecology  [Recent 
Advances  in  Medicine  and  Surgery],  1110 
Endometriosis:  recent  advances  in  gynecology  [Recent 
Advances  in  Medicine  and  Surgery],  1110 
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Epithelioma:  uncommon  nonkeratinizing  cancers  of  anal 

canal  and  perianal  region  [Recent  Advances  in  Medicine 
and  Surgery],  894 

Erythema:  alterations  of  palms  and  soles;  indicators  of 

internal  disease,  1220 

Erythroblastosis  fetalis:  amniotic  fluid  analysis  in  antepar- 
tum management  of  Rh  hemolytic  disease  [Recent  Ad- 
vances in  Medicine  and  Surgery],  1226 
Erythropoietic  Response  to  Anabolic  Therapy  in  Nu- 
tritionally Deficient  Children  (Litchfield),  757 
Escherichia  freundii  and  Staphylococcus  aureus,  endocarditis 
due  to,  451 

Esophagus,  squamous  cell  carcinoma  of,  and  leiomyosarcoma, 
concurrent,  1254 

Estrogens:  recent  advances  in  gynecology  [Recent  Advances 
in  Medicine  and  Surgery],  1110 

Fallopian  tube  insufflation,  pulmonary  carbon  dioxide  embo- 
lism during  [Clinical  Anesthesia  Conference],  1252 
Fallopian  tubes:  recent  advances  in  gynecology  [Recent 

Advances  in  Medicine  and  Surgery],  1110 
Fanconi  syndrome,  adult,  295 

Fats,  dietary,  and  blood  cholesterol  levels  in  elderly  persons; 
ten-year  study,  517 

Femoral  heads,  aseptic  necrosis  of,  after  high-dosage  corticos- 
teroid therapy,  800 

Fibroadenoma,  carcinoma  of  breast  arising  in,  918 
Fistula,  urinary-bronchocutaneous,  with  secondary  amyloido- 
sis; complication  of  attempted  nephrectomy,  1031 
Francis,  John  Wakefield,  M.D.  [History  of  Medicine],  458 
Function  of  Mercury-203  Brain  Scanning  in  a General  Hos- 
pital (Holzwasser  and  Clarke),  446 

Galactosemia:  clinician’s  view  of  genetics  in  medicine  [Ge- 
netics for  Physicians]  (Symposium),  1628 
Gallbladder:  cholecystokinin  in  oral  cholecystography  and 
cholangiography,  253 

Ganglion,  gasserian,  treatment  of  trigeminal  neuralgia  by 
hot-water  block  of,  258 

Gastrectomy:  carcinoma  of  stomach  [Recent  Advances  in 
Medicine  and  Surgery],  1337 
Gastroenterology  today,  trends  in,  1665 

Generalized  Peritonitis  Complicating  Acute  Diverticulitis  of 
Colon  (Aronson,  Miller,  Honig,  and  Altman),  437 
Genetic  Code  [Genetics  for  Physicians]  (Symposium) 
(Asimov),  1646 

Genetics  for  Physicians  (Symposium) , 1627 
Genetics  in  Psychiatry  [Genetics  for  Physicians]  (Sym- 
posium) (Rainer) , 1651 

Genital  Cancer  in  Jews  [Recent  Advances  in  Medicine  and 
Surgery]  (Auster),  266 

Girdle,  panty , constrictive  forces  of,  on  thigh,  1337 
Girdle  syndrome,  panty,  456 

Glaucoma,  neglect  of,  by  physicians  in  hospitals  and  in  prac- 
tice, 1101 

Glomerulonephritis:  primary  kidney  disease  in  patients  with 
cirrhosis  of  liver,  535 

Grainger,  James,  M.D.,  1721  (?)  to  1766;  poetry  and  tropical 
medicine  [Medical  Arts  and  Letters],  1257 
Granulomatosis,  acute  necrotizing  (Wegener’s  granulomato- 
sis) ; with  histologic  changes  to  normal,  921 
Gynecologv,  recent  advances  in  [Recent  Advances  in  Medi- 
cine and  Surgery],  1110 

Hazard  of  Mixing  Relaxant  Drugs  [Clinical  Anesthesia  Con- 
ference], 1024 

Headache  and  Hypertension  Complicating  Parturition 
[Clinical  Anesthesia  Conference] , 287 
Heart 

carotid  sinus  reflex  as  aid  in  diagnosis , 983 
disease:  pulmonary  failure  in  sixty-six-year-old  man 

[Clinico pathologic  Conference],  548 
disease:  p dmonary  infiltrate,  hemoptysis,  and  severe 

anemia  [Clinicopathologic  Conference],  653 
disease:  serum  lipids  in  Americans  and  Israelis  of  Yemenite 
origin,  1095 

failure,  progressive,  aortic  regurgitation,  and  positive  lupus 
erythematosus  results  [Clinicopathologic  Conference], 
1348 

hemorrhagic  pleural  effusion  following  acute  myocardial 
infarction,  1153 

multivariant  analysis  of  clinical  and  prognostic  factors  in 
myocardial  infarction,  1209 

pulmonary  infiltration,  meningitis,  and  death  [Clinico- 
pathologic Conference],  1142 
see  also  Cardiac 

Hemangiomas,  capillary,  of  face,  permanent  camouflage  of, 
by  intradermal  injection  of  insoluble  pigments  (tattoo- 
ing) ; indications  for  surgery,  876 
Hematuria  Following  Adenocarcinoma  of  Colon  [Correlation 
Conferences  in  Radiology  and  Pathology],  281 
Hematuria,  recurrent  [Correlation  Conferences  in  Radiology 
and  Pathology],  902 

Hemoglobinopathies  as  Examples  of  Molecular  Disease 
[Genetics  for  Physicians]  (Symposium)  (Bannerman),  1634 
Hemolytic  disease,  Rh,  amniotic  fluid  analysis  in  antepartum 
management  of  [Recent  Advances  in  Medicine  and  Sur- 
gery], 1226 

Hemolytic  disorders:  common  pitfalls  in  management  of 

anemia,  1327 


Hemoptysis,  pulmonary  infiltrate,  and  severe  anemia  [Clin- 
icopathologic Conference],  653 

Hemorrhage,  traumatic  intracranial,  pathologic  aspects  of 
889 

Hemorrhagic  Pleural  Effusion  Following  Acute  Myocardial 
Infarction  (Gelfand  and  Efifros),  1153 
Hemosiderosis:  complications  of  massive  blood  replacement 
239 

Hepatic:  see  Liver 

Hepatitis:  complications  of  massive  blood  replacement,  239 
Hepatitis:  virus  disease  in  pregnancy  [Maternal  and  Child 
Welfare],  1239 

Hereditary  Variation  [Genetics  for  Physicians]  (Symposium 
(Porter),  1655 

Herpes:  virus  disease  in  pregnancy  [Maternal  and  Child 

Welfare],  1239 

Herpes  zoster,  motor  involvement  in;  identical  lower  ex- 
tremity paresis,  913 

Hirsutism:  recent  advances  in  gynecology  [Recent  Advances 
in  Medicine  and  Surgery],  1110 
Hodgkin’s  disease:  progressive  multifocal  leukoencepha- 

lopathy, 795 

Homocystinuria,  inborn  error  of  metabolism  associated  with 
deficiency  of  enzyme  cvstathionine  synthetase  leading  to 
[Nutrition  Excerpts],  559 

Hormones:  erythropoietic  response  to  anabolic  therapy  in 
nutritionally  deficient  children,  757 
Hospital  Medical  Library  (Keys),  303 
Hygroton:  chlorthalidone  in  edema  of  pregnancy,  762 
Hypercoagulable  State  (Erichson),  1091 

Hypernephroma  with  Solitary  Cerebral  Metastasis;  Six- 
Year  Survival  Following  Nephrectomy  (Lapin,  Hermann, 
and  Pinto-),  1037 

Hypertension  and  headache  complicating  parturition  [Clini- 
cal Anesthesia  Conference],  287 
Hypertension,  resistant,  pargyline  hydrochloride  in  treatment 
of,  1672 

Hypoparathyroidism,  idiopathic,  684 


Idiopathic  Hypoparathyroidism  (Musacchio),  684 
Idiopathic  Multiple  Hemorrhagic  Sarcoma  of  Lung  (Kaposi’s 
Sarcoma)  (Loring  and  Wolman),  668 
Ileitis,  acute  regional;  clinical  aspects  and  follow-up  studies, 
641 

Improper  Filling  of  Kettle-Type  Vaporizers  [Clinical  Anes- 
thesia Conference],  1151 

Inborn  Error  of  Metabolism  Associated  with  Deficiency  of 
Enzyme  Cystathionine  Synthetase  Leading  to  Homocys- 
tinuria [Nutrition  Excerpts]  (Wright),  559 
Incidence  of  Parasitic  Diseases  in  a New  York  City  Hospital 
Population  (Hiller),  1108 
In  the  Course  of  Professional  Practice  (Dole),  927 
Indications  for  Chromosome  Studies  [Genetics  for  Physicians] 
(Symposium\  1640 
Induction  of  labor,  elective,  991 

Infant  with  upper  respiratory  infection,  recovery  of  strain  of 
rhinovirus  from,  409 
Infarction 

acute  myocardial,  hemorrhagic  pleural  effusion  following, 
1153 

intestinal,  following  closed-chest  cardiac  massage,  905 
myocardial,  multivariant  analysis  of  clinical  and  prognostic 
factors  in,  1209 
Infection 

pinworm,  single-dose  regimen  in  treatment  of,  248 
recent  advances  in  gynecology  [Recent  Advances  in  Medi- 
cine and  Surgery  ],  1110 

upppr  respiratory,  recovery  of  strain  of  rhinovirus  from 
infant  with,  409 

Infertilitv:  recent  advances  in  gynecology  [Recent  Advances 
in  Medicine  and  Surgery],  1110 
Infertility,  Salpingitis,  and  Uterine  Anomaly  (Paggioli),  569 
Influenza:  virus  disease  in  pregnancy  [Maternal  and  Child 
Welfare],  1239 

Insulin:  juvenile  diabetes,  399 

Intestinal  Infarction  Following  Closed-Chest  Cardiac  Mas- 
sage (Tulgan  and  Budnitz) , 905 
Introduction  [Genetics  for  Physicians]  (Symposium) 
(Porter),  1627 

Israelis  and  Americans  of  Yemenite  origin,  serum  lipids  in 
1095 


James  Grainger,  M.D.,  1721  (?)  to  1766;  Poetry  and  Tropica 
Medicine  [Medical  Arts  and  Letters]  (Ober),1257 
Jaundice,  cholestatic,  following  use  of  sulfonylurea  drugs,  907 
Jews,  genital  cancer  in  [Recent  Advances  in  Medicine  and 
Surgery],  266 

John  Byrne,  M.D.,  M.R.C.S.E.,  LL.D.;  First  President  of 
the  Brooklvn  Gynecological  Society  [History  of  Medicine  ] 
(Daily),  579 

John  Wakefield  Francis,  M.D.  [History  of  Medicine]  (Lon- 
don-) , 458 

Juvenile  Diabetes  (Appelman),  399 
Juvenile  diabetes,  certain  other  aspects  of,  631 


(Kaposi’s  sarcoma)  idiopathic  multiple  hemorrhagic  sar- 
coma of  lung,  668 

Keratoses:  alterations  of  palms  and  soles;  indicators  of  in- 
ternal disease,  1220 
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Kidney 

disease,  primary,  in  patients  with  cirrhosis  of  liver,  535 
disease,  unilateral  multicystic,  681 

recurrent  hematuria  [Correlation  Conferences  in  Radi- 
ology and  Pathology],  902 

urinary-bronchocutaneous  fistula  with  secondary  amyloi- 
dosis; complication  of  attempted  nephrectomy,  1031 
see  also  Renal 

Kimmelstiel- Wilson  disease:  primary  kidney  disease  in  pa- 
tients with  cirrhosis  of  liver,  535 

Labor,  elective  induction  of,  991 

Leg  ulcers,  use  of  sodium  diphenylhydantoin  in  treatment  of, 
886 

Leiomyosarcoma  and  squamous  cell  carcinoma  of  esophagus, 
concurrent,  1254 

Leukoencephalopathy,  progressive  multifocal,  795 
Library,  hospital  medical,  303 

Lipids,  serum,  in  Americans  and  Israelis  of  Yemenite  origin, 
1095 
Liver 

maternal  death  due  to  fatty  metamorphosis  of,  following 
tetracycline  therapy  [Maternal  and  Child  Welfare],  662 
primary  kidney  disease  in  patients  with  cirrhosis  of,  535 
see  also  Hepatic 
Lung 

abnormal  chest  film  with  minimal  symptoms  [Clinico- 
pathologic  Conference],  1012 

disease,  parenchymal,  of  sixteen  years  duration  [Correla- 
tion Conferences  in  Radiology  and  Pathology],  1679 
idiopathic  multiple  hemorrhagic  sarcoma  of  (Kaposi’s 
sarcoma),  668 
see  also  Pulmonary 

Lupus  erythematosus  results,  positive,  progressive  heart 
failure,  and  aortic  regurgitation  [Clinicopathologic  Con- 
ference], 1348 

Malformations:  clinician’s  view  of  genetics  in  medicine 

[Genetics for  Physicians]  (Symposium),  1628 
Massage,  closed-chest  cardiac,  intestinal  infarction  following. 
905 

Maternal  and  Child  Welfare  (Series),  433,  662, 1239 
Maternal  Death  Due  to  Fatty  Metamorphosis  of  Liver  Fol- 
lowing Tetracycline  Therapy  [Maternal  and  Child  Wel- 
fare] (Finn  and  Horwitz),  662 

Measles:  virus  disease  in  pregnancy  [Maternal  and  Child 
Welfare],  1239 

Medical  Care  in  a Disaster;  A Long-Term  Problem  (Morton, 
Cramer,  Schwartz,  and  McDonald),  530 
Medicine:  see  Recent  Advances  in  Medicine  and  Surgery 
(Series) 

Melanoma:  uncommon  nonkeratinizing  cancers  of  anal  canal 
and  perianal  region  [Recent  Advances  in  Medicine  and 
Surgery],  894 

Meningitis,  pulmonary  infiltration,  and  death  [Clinicopatho- 
logic Conference],  1142 

Menopause:  recent  advances  in  gynecology  [Recent  Ad- 

vances in  Medicine  and  Surgery],  1110 
Menorrhagia:  recent  advances  in  gynecology  [Recent  Ad- 
vances in  Medicine  and  Surgery],  1110 
Mental  health  facilities  and  services,  community,  313 
Mental  retardation:  inborn  error  of  metabolism  associated 
with  deficiency  of  enzyme  cystathionine  synthetase  leading 
to  homocystinuria  [Nutrition  Excerpts],  559 
Mercury-203  brain  scanning  in  general  hospital,  function  of, 
446 

Metastasis,  solitary  cerebral,  hypernephroma  with;  six-year 
survived  following  nephrectomy,  1037 
Metastatic  tumors,  results  of  surgical  intervention  for  spinal 
cord  compression  due  to,  409 

Methenolone  enanthate  and  methenolone  acetate,  anabolic 
efFects  of,  in  under weight  premature  infants  and  children, 
645 

Microorganisms,  pathogenic,  isolated  in  1963,  antibiotic 
susceptibility  of,  542 

Miotics:  neglect  of  glaucoma  by  physicians  in  hospitals  and 
in  practice,  1101 

Misdiagnosis  of  Bronchospasm  During  Anesthesia  [Clinical 
Anesthesia  Conference],  562 

Misuse  of  Relaxants  in  Iatrogenic  Respiratory  Obstruction 
[Clinical  Anesthesia  Conference],  793 
Modern  Nursing  and  Education  For  It  (Mullane),  690 
Molecular  disease,  hemoglobinopathies  as  examples  of 
Genetics  for  Physicians]  (Symposium),  1634 
Mongolism : clinician’s  view  of  genetics  in  medicine  [Genetics 
for  Physicians]  (Symposium),  1628 
Mononucleosis,  infectious,  neurologic  complications  of,  564 
Motor  Involvement  in  Herpes  Zoster;  Identical  Lower 
Extremity  Paresis  (Weseley  and  Barenfeld) , 913 
Multivariant  Analysis  on  Clinical  and  Prognostic  Factors  in 
Myocardial  Infarction  (Lemlich),  1209 
Mumps:  virus  disease  in  pregnancy  [Maternal  and  Child 
Welfare],  1239 
Myocardial  infarction 

acute,  hemorrhagic  pleural  effusion  following,  1153 
chest  pain  and  shock  [Clinicopathologic  Conference],  425 
multivariant  analysis  of  clinical  and  prognostic  factors  in, 
1209 

Nandrolone  phenpropionate:  erythropoietic  response  to 

anabolic  therapy  in  nutritionally  deficient  children,  757 


Narcotics:  in  course  of  professional  practice,  927 
Neglect  of  Glaucoma  by  Physicians  in  Hospitals  and  in 
Practice  (Breakeyi,  1101 

Nephrectomy,  attempted,  complication  of;  urinary-bron- 
chocutaneous fistula  with  secondary  amyloidosis,  1031 
Nephrectomy,  six-year  survival  following;  hypernephroma 
with  solitary  cerebral  metastasis,  1037 
Nephrosclerosis:  primary  kidney  disease  in  patients  with 
cirrhosis  of  liver,  535 

Neuralgia,  trigeminal,  treatment  of,  by  hot-water  block  of 
gasserian  ganglion,  258 

Neurologic  Complications  of  Infectious  Mononucleosis  (Cape, 
Taormina,  and  Green),  564 

Neurologic  and  Sensory  Disease  Problems  in  New  York 
State;  Health  Resources  and  Needs  for  Prevention,  Treat- 
ment, and  Rehabilitation  [Brightman  and  Burns) , 805 
Nevi:  permanent  camouflage  of  capillary  hemangiomas  of 
face  by  intradermal  injection  of  insoluble  pigments  (tat- 
tooing) ; indications  for  surgery,  876 
Nevus  syndrome,  basal  cell:  alterations  of  palms  and  soles; 

indicators  of  internal  disease,  1220 
Nonkeratinizing  cancers  of  anal  canal  and  perianal  region, 
uncommon  [Recent  Advances  in  Medicine  and  Surgery], 
894 

Nursing,  modern,  and  education  for  it,  690 
Nutrient  Requirements  in  Psoriasis  (Roe),  1319 
Nutrition  Excerpts  (Series),  284,  559,  1026,  1235 
Nutritionally  deficient  children,  erythropoietic  response  to 
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THE  POWER 
OF  NEGATIVE 
THINKING 


No  doubt  you  have  attached  diagnostic  importance  to  negative  findings  for 
years.  When  you  apply  your  stethoscope,  all  is  usually  normal.  When  you  test 
for  reflexes  you  generally  find  them  normal,  too.  In  your  routine  urine  checks 
with  dip-and-read  HEMA-COMBISTIX  Reagent  Strips,  you  generally  discover 
that  urinary  blood,  protein,  and  glucose  are  absent,  and  pH  normal. 

But  when  you  discover  an  abnormal  finding  you  may,  within  60  sec- 
onds, have  detected  pathology  well  in  advance  of  the  appearance  of 
related  symptoms.  □ Ames  Company,  Inc.,  Elkhart,  Indiana.  .....  ames 
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(Rosenthal)  Lederle 


ideally  suited  for  routineTB  screening 


accurate— comparable  to  the  older  standard  intradermal  tests 
practical  — can  be  administered  by  nurses  or  other  personnel 
convenient  — no  refrigeration  or  other  storage  precautions 
economical —stable  for  2 years,  self-contained  disposable  unit 


Side  effects  are  possible  but  very  rare:  vesiculation,  ulceration  or  necrosis  at  test 
site.  Contraindications,  none;  but  use  with  caution  in  active  tuberculosis.  Available 
as  the  new  individually-capped  unit,  boxes  of  5,  or  in  cartons  of  25. 
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Age  12 -13 -not  too  soon  to  pay  attention  to  her  acne 


At  the  first  sign  of  acne... the  first  comedone  or 
seborrhea...  “this  is  the  time  to  institute  preventive 
measures  — the  time  to  try  to  prevent  progression 
to  pustulation  and  scarring.”1  Regular,  frequent 
washing  with  pHisoHex,  antibacterial  detergent, 
can  enhance  any  acne  management  program,  help 
to  clear  acne  skin  faster  and  better. 
pHisoHex  is  more  than  a superior  cleanser.  It  con- 
tains 3 per  cent  hexachlorophene,  an  optimal 
amount.  This  powerful  antibacterial  agent  is  de- 
posited on  the  skin  where,  as  an  invisible,  tena- 
cious film,  it  degerms  between  washings.  Among 
67  acne  patients  who  used  pHisoHex,  “...results 
were  eminently  satisfactory.”2  When  pHisoHex 
was  used  as  the  wash  in  another  series  of  42  acne 
patients,  “no  patient  failed  to  improve.”3 
Why  not  recommend  three  or  four  pHisoHex  wash- 
ings daily  and  exclusively  to  all  your  acne  patients? 
pHisoHex  provides  superior  cleansing  action  and 
is  nonalkaline,  hypoallergenic  and  “kind”  to  skin. 
And  for  “...a  very  effective  topical  treatment  for 
acne  vulgaris”4  prescribe  keratolytic  pHisoAc® 
Cream  along  with  pHisoHex.  pHisoAc  Cream  con- 
tains colloidal  sulfur  6 per  cent,  resorcinol  1.5  per 


cent  and  hexachlorophene  0.3  per  cent.  It  dries, 
peels  and  masks  lesions.  Of  100  patients  treated 
with  pHisoHex  and  pHisoAc  (and  a low-fat  diet), 
79  showed  good-to-excellent  improvement.4 
pHisoHex  is  available  in  unbreakable  plastic 
squeeze  bottles  of  5 oz.  and  1 pint,  in  plastic  bot- 
tles of  1 gallon.  pHisoAc  is  supplied  in  tubes  of  IV2 
oz.  For  complete  acne  therapy,  prescribe  or  rec- 
ommend the  special  Combination  Package  con- 
taining both  pHisoHex  and  pHisoAc  Cream. 

References:  1.  Handelman,  Cathryn  C.:  Early  management 
of  acne,  Pediat.  Clin.  North  America  8:265,  Feb.,  1961. 
2.  McLean,  I.  E.  D.;  Graham,  K.  T.,  and  East,  M.  O.:  The 
treatment  of  acne;  a trial  of  “pHisoHex,”  Practitioner  189: 
82,  July,  1962.  3.  Hodges,  F.  T.:  Therapeutic  applications  of 
an  antiseptic  detergent,  GP  14:86,  Nov.,  1956.  4.  Wexler, 
Louis:  Treatment  of  acne  vulgaris,  Clin.  Med.  70:404,  Feb., 
1963. 
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FOR  YOUR 
ELDERLY 
ARTHRITIC 
PATIENTS... 


iffectiveness,  dependability  and  reassuring  Safety  Factors  make 
3abalate-SF  a logical  choice  for  antiarthritic  therapy  in  elderly  pa- 
ients— even  when  osteoporosis,  hypertension,  edema,  peptic  ulcer, 
cardiac  damage,  latent  chronic  infection  and  other  common  geriat- 
ic  conditions  are  present.  The  potassium  salts  of  Pabalate-SF  can- 
lot  contribute  to  sodium  retention ..  .the  enteric  coating  assures 
gastric  tolerance. . .and  clinical  experience  shows  that  this  prepara- 
ion  does  not  precipitate  the  serious  reactions  often  associated  with 
:orticosteroids  or  pyrazolone  derivatives. 


H.  ROBINS  CO.,  INC.,  RICHMOND  20,  VIRGINIA 


In  each  persian-rose  enteric-coated  tablet:  potas- 
sium salicylate  0.3  Gm.,  potassium  aminobenzoate 
0.3  Gm.,  ascorbic  acid  50.0  mg. 

— the  new,  convenient  way  to  prescribe 
PABALATE-SODIUM  FREE 


Side  Effects:  Occasionally,  mild  salicylism 
may  occur,  but  it  responds  readily  to  ad- 
justment of  dosage.  Precaution:  In  the 
presence  of  severe  renal  impairment,  care 
should  be  taken  to  avoid  accumulation  of 
salicylate  and  PABA.  Contraindicated:  An 
hypersensitivity  to  any  component. 


Also  available:  Pabalate— when  sodium 
salts  are  permissible..  Pabalate-HC  — 
Pabalate-SF  with  hydrocortisone. 


If 

amphetamine 
gives  her 
the  jitters, 
put  her  on 
Desbutal 
Gradumet 


She’s  tense,  high-strung,  a compulsive  eater 
—the  type  of  patient  who  may  overreact  to 
plain  amphetamine— yet  fails  to  respond  at 
all  to  less  potent  drugs. 

What’s  the  answer?  Desbutal  Gradumet. 

Why  ? Because  the  product  calms  her  anx- 
ieties even  as  it  controls  her  compulsive  urge 
to  eat.  This  dual  therapy  is  a result  of  two  tab- 
let sections,  combined  back  to  back,  each  with 
its  own  release  rate.  One  section  contains 
Desoxyn®  (methamphetamine)  to  curb  the 
appetite  and  lift  the  mood ; the  other  contains 
Nembutal5  (pentobarbital)  to  calm  the 
patient  and  counteract  any  excessive  stimula- 
tion. 

Thanks  to  the  unique  Gradumet,  both 
drugs  are  released  in  an  effective  dosage  ratio, 
minute  by  minute  throughout  the  day. 
The  release  action  is  purely  physical  and  re- 
lies on  only  one  factor  common  to  every 
patient : gastrointestinal  fluid.  There  is 
no  dependence  on  enteric  coatings,  enzymes, 
motility,  or  an  “ideal”  ion  concentration  in 
the  gastrointestinal  tract.  The  release  is  con- 
tinuous and  controlled. 

It’s  this  predictable  release  that  makes  the 
difference  for  your  patients.  Dosage  is  just 
once  a day. 

Precautions:  Desbutal  is  contraindicated  in 
patients  taking  a monoamine  Oxidase  inhibitor. 
Use  with  caution  in  patients  with  hypertension, 
cardiovascular  disease,  hyperthyroidism  or  those 
sensitive  to  ephedrine  and  its  derivatives.  Careful 
supervision  is  advisable  with  maladjusted  indi- 
viduals. 

DESBUTAL  Gradumet 

Desbutal  10—10  mg.  Methamphetamine,  60  mg.  Pentobarbital. 

Desbutal  15—15  mg.  Methamphetamine,  90  mg.  Pentobarbital. 
Gradumet— Long-release  dose  form,  Abbott.  50722s 

Calms  her  anxieties  even  as  it 
controls  her  compulsive  urge  to  eat 


Medical  News 


Cancer  research  scientists  honored 

The  Alfred  P.  Sloan  awards  in  cancer  research 
were  recently  conferred  on  Irwin  H.  Krakoff, 
M.D.,  Sloan- Kettering  Institute,  Henry  T. 
Randall,  M.D.,  Memorial  Hospital  for  Cancer 
and  Allied  Diseases,  and  C.  Chester  Stock, 
Ph.D.,  Sloan-Kettering  Institute. 

The  awards,  sponsored  by  the  Alfred  P.  Sloan 
Foundation,  are  given  in  recognition  of  past 
achievement,  and  they  provide  recipients  with 
the  opportunity  to  do  special  work  in  their  par- 
ticular field  of  interest.  Each  recipient  under- 
takes a one-year  affiliation  with  a research 
institute  or  similar  organization  dedicated  to 
research,  either  in  this  country  or  abroad. 

Dr.  Krakoff ’s  award  was  made  in  recognition 
of  his  distinguished  contributions  to  the  care  of 
patients  with  advanced  cancer  and  to  the  under- 
standing of  biochemical  mechanisms  involved  in 
response  to  chemotherapy.  Dr.  Randall’s 
award  was  given  in  recognition  of  his  work  in  the 
cancer  field  as  surgeon,  laboratory  scientist,  and 
medical  administrator.  He  contributed  out- 
standing information  on  the  effects  of  surgical 
procedures  on  metabolic  processes  and  played 
a major  role  in  training  young  clinicians.  Dr. 
Stock’s  award  was  made  in  recognition  of  his 
role  as  one  of  the  principal  architects  and  leaders 
of  the  cancer  chemotherapy  program  in  the 
United  States. 

Doctor  contributes  to  Swiss  journal 

David  Lehr,  M.D.,  professor  and  chairman 
of  the  Department  of  Pharmacology  of  New 
York  Medical  College,  upon  invitation  of  the 
editor  of  the  Swiss  journal  Medecine  et  Hygiene, 
has  contributed  an  article  entitled  “Thoughts 
About  the  Pharmacology  and  Toxicity  of  the 
Sulfonamides”  for  a special  anniversary  issue. 

The  special  publication  is  in  honor  of  Prof. 
Gerhard  Domagk,  winner  of  the  Nobel  Prize 
for  his  discovery  of  the  in  vivo  antibacterial  ac- 
tion of  the  sulfonamide  Prontosil. 

Dr.  Lehr’s  contribution  in  the  field  of  sul- 
fonamide therapy  entailed  the  development  of 
the  sulfonamide  mixture  principle  which  consists 
of  using  a combination  of  partial  dosages  of 
several  sulfonamides  (triple  sulfa  mixtures). 
Sulfonamide  mixtures  are  distinguished  by  high 
renal  safety  without  loss  in  antibacterial  activity 
or  increase  in  sensitization  potential. 

In  the  editorial  column  of  this  special  issue, 
Dr.  Lehr  is  cited  as  one  of  the  world’s  leading 
experts  on  sulfonamide  therapy. 

Material  for  inclusion  in  the  medical  news  section  must  be 
received  six  weeks  prior  to  publication  date. 


Personalities 

Elected.  As  officers  and  directors  of  the  New 
York  Heart  Association:  Alfred  P.  Fishman, 
M.D.,  associate  professor  of  medicine,  Colum- 
bia University  College  of  Physicians  and  Sur- 
geons, president;  William  J.  Welch,  M.D., 
associate  professor  of  clinical  medicine,  New 
York  University  Medical  School,  first  vice- 
president;  Charles  A.  R.  Connor,  M.D.,  as- 
sociate chief  of  cardiology,  Lenox  Hill  Hospital, 
renamed  secretary;  and  Harry  W.  Fritts,  Jr., 
M.D.,  associate  professor  of  medicine,  Columbia 
University  College  of  Physicians  and  Surgeons; 
Maclyn  McCarty,  M.D.,  vice-president  for 
medical  affairs  of  Rockefeller  Institute;  and 
Abraham  M.  Rudolph,  M.D.,  professor  of 
pediatrics,  Albert  Einstein  College  of  Medicine, 
as  new  members  of  the  board  of  directors  . . . 
Harold  N.  Schwinger,  M.D.,  attending  in 
radiology,  Adelphi  Hospital,  re-elected  presi- 
dent; Walter  T.  Murphy,  M.D.,  director  of 
radiation  therapy,  Roswell  Park  Memorial 
Institute,  re-elected  vice-president;  and  John 
W.  Colgan,  M.D.,  attending  in  radiology, 
Highland  Hospital  of  Rochester,  re-elected  secre- 
tary-treasurer of  The  Radiological  Society  of 
the  State  of  New  York. 

Awarded.  Andre  Frederic  Command,  M.D., 
professor  emeritus  of  medicine,  Columbia  Col- 
lege of  Physicians  and  Surgeons,  an  honorary 
Doctor  of  Science  at  Columbia’s  commence- 
ment exercises  . . . Wallace  O.  Fenn,  director 
of  the  University  of  Rochester’s  Space  Science 
Center  and  in  1961  named  Distinguished  Uni- 
versity Professor  of  Physiology,  an  honorary 
Doctor  of  Science  at  the  University’s  commence- 
ment exercises  . . . Harry  J.  Johnson,  M.D., 
New  York  City,  one  of  the  Silver  Buffalo  awards 
for  outstanding  service  to  the  Boy  Scouts  . . . 
Victor  H.  Rosen,  M.D.,  president  of  the  Ameri- 
can Psychoanalytic  Association,  the  Walden 
School  award  ...  I.  Herbert  Scheinberg,  M.D., 
head  of  Department  of  Medicine,  Albert  Ein- 
stein Medical  School,  an  award  by  the  Gotham 
Chapter  of  the  National  Foundation  for  Neuro- 
muscular Diseases  for  his  work  in  Wilson’s 
disease  and  research  in  neuromuscular  diseases 
. . . S.  Bernard  Wortis,  M.D.,  chairman,  Depart- 
ment of  Psychiatry  and  Neurology  at  the  New 
York  University  School  of  Medicine,  the  Dis- 
tinguished Alumnus  Award  of  the  Cornell 
University  Medical  College  Alumni  Association. 

Appointed.  Louis  Dozoretz,  M.D.,  associate 
director  of  the  Central  Islip  State  Hospital,  as 
director  of  the  Binghamton  State  Hospital, 

continued  on  page  1 720 
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INDICATIONS:  Grand  mal  epilepsy 
and  certain  other  convulsive  states. 
PRECAUTIONS:  Periodic  examina- 
tion of  the  blood  is  advisable.  Nys- 
tagmus in  combination  with  diplopia 
and  ataxia  indicates  dosage  should 
be  reduced. 

SIDE  EFFECTS:  Allergic  phenom- 
ena such  as  polyarthropathy,  fever, 
skin  eruptions,  and  acute  general- 
ized morbilliform  eruptions  with  or 
without  fever.  Upon  discontinuation 
of  therapy  eruptions  usually  sub- 
side. Rarely,  dermatitis  goes  on  to 
exfoliation  with  hepatitis,  and  fur- 


ther dosage  is  contraindicated. 
Though  mild  and  rarely  an  indica- 
tion for  stopping  dosage,  gingival 
hypertrophy,  hirsutism,  and  exces- 
sive motor  activity  are  occasionally 
encountered,  especially  in  chil- 
dren, adolescents,  and  young 
adults.  During  initial  treatment, 
minor  side  effects  may  include 
gastric  distress,  nausea,  weight 
loss,  transient  nervousness,  sleep- 
lessness, and  a feeling  of  unsteadi- 
ness. All  usually  subside  with 
continued  use.  Hematologic  dis- 
orders, including  megaloblastfc 


anemia,  leukopenia,  granulocyto- 
penia, pancytopenia,  and  aplastic 
anemia  have  been  reported.  Nys- 
tagmus may  develop. 

DILANTIN  is  supplied  in  several 
forms  including  Kapseals  contain- 
ing 0.1  Gm.  and  0.03  Gm.  diphenyl- 
hydan- 
toin  so- 
dium. PARKE.  DAVIS  i COMPANY.  Detroit.  Mrchigen  0)13} 

1 

The  color  combinations  of  the 
banded  capsules  are  Parke-Davis 
trademarks.  75965 


PARKE-DAVIS 


the  epileptic... talent  in  eclipse 
or  fulfillment  of  potential? 

the  difference  is  often 

Kapseals* 

Dilantin 

(diphenylhydantoin 

sodium) 


PARKE-DAVIS 


Antivert© 

(meclizine  HCI,  nicotinic  acid) 

Tablets:  (meclizine  HCI  1 2.5  mg.  and 
nicotinic  acid  50  mg.) 

Syrup:  (each  5 cc.  teaspoonful  contains 
meclizine  HCI  6.25  mg.  and  nicotinic 
acid  25  mg.) 

stops  vertigo 

complete  to  moderate  relief 
in  9 out  of  10  patients1 

Antivert,  the  leading  anti-vertigo  prod- 
uct,2 combines  meclizine  HCI,  an  out- 
standing drug  for  treatment  of  vestibular 
dysfunction,  with  nicotinic  acid,  a drug 
of  choice  for  prompt  vasodilation.  Out  of 
50  patients  with  Meniere's  syndrome,  re- 
mission of  symptoms  followed  Antivert 
therapy  in  41  (82%);  another  10%  (5 
patients)  experienced  moderate  relief.1 
Prescribe  Antivert  for  your  patients  with 
vertigo,  Meniere’s  syndrome  and  allied 
disorders. 

Dosage:  One  tablet  or  one  to  two  teaspoonfuls 
(5-10  cc.)  t.i.d.  just  before  meals.  Specific 
requirements  for  individual  patients  should  be 
determined  by  the  physician. 

Supplied:  Tablets  in  bottles  of  100  and  500. 
Syrup  in  pint  bottles.  Rx  only. 

Antiverf  555?* 

(meclizine  HCI,  nicotinic  acid) 

most  widely  prescribed 
anti-vertigo  agent2 

Precautions  and  side  reactions:  Frequent, 
short-lived  reactions  include:  cutaneous  flush- 
ing, sensations  of  warmth,  tingling  and  itch- 
ing, burning  of  skin,  increased  gastrointestinal 
motility,  and  sebaceous  gland  activity.  In  ex- 
plaining these  reactions  to  the  patient,  it  is 
suggested  that  they  be  regarded  as  a desirable 
physiological  sign  that  the  nicotinic  acid  is 
carrying  out  its  intended  function  of  vasodila- 
tion. Because  of  this  vasodilation,  severe 
hypotension  and  hemorrhage  are  obvious 
contraindications  to  Antivert  therapy. 

References:  1.  Seal,  J.  C.:  Eye  Ear  Nose  & 
Throat  Month.  38:738  (Sept.)  1959.  2.  Based 
oh  1964  data  from  independent  physicians' 
market  survey  organization. 

J.  B.  Roerig  and  Company 
Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World’s  Well-Being® 
New  York,  N.Y.  10017 
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...and  when  your  Antivert® 
patients  are  near  or  past 
retirement  age 


Neobon© 

geriatric  supplement 

helps  keep  them 

‘on  the  go’ 


Neobon  combines  hormones,  essential  hematopoietic  factors,  a digestive 
enzyme,  and  vitamins  and  minerals  with  the  importantamino  acids  L-lysine 
and  glutamic  acid.  When  used  as  adjunctive  therapy,  such  medication  has 
been  shown  to  be  of  value  in  treating  patients  with  the  geriatric  syndrome.1,2 
You,  too,  can  help  your  geriatric  patients  — with  or  without  vertigo  — lead  a 
more  active  life  by  prescribing  Neobon. 


Each  capsule  contains: 


(1)  Vitamins  and  Minerals 

Vitamin  A (acetate)  . . 2000  U.  S.  P.  units 
Vitamin  D (irradiated 

ergosterol) 200  U.  S.  P.  units 

Vitamin  Bt  (thiamine 

mononitrate,  U.  S.  P.) 0.5  mg. 

Vitamin  B2  (riboflavin, 

U.  S.  P.) 0.5  mg. 

Vitamin  B6  (pyridoxine  HCI, 

U.  S.  P.) 0.5  mg. 

Niacinamide,  U.  S.  P 50  mg. 

Calcium  pantothenate, 

U.  S.  P 5 mg. 

Vitamin  E (from  alpha 

tocopherol  acetate) 5 I.U. 

Rutin,  N.F 5 mg. 

Cobalt  (from  cobalt 

sulfate) 0.033  mg. 

Molybdenum  (from  sodium 

molybdate) 0.066  mg. 

Copper  (from 

copper  sulfate) 0.33  mg. 

Manganese  (from 

manganese  sulfate) 0.33  mg. 


Magnesium  (from 

magnesium  sulfate)  2 mg. 

Iodine  (from 

potassium  iodide) 0.05  mg. 

Potassium  (from 

potassium  sulfate) 1.66  mg. 

Zinc  (from 

zinc  sulfate) 0.4  mg. 

(2)  Hematopoietic  Factors 
Iron  (from 

ferrous  sulfate) 3.40  mg. 

Vitamin  B12  (cobalamin 
concentrate,  N.F.,  as 

Stablets®) 1 meg. 

Vitamin  C (ascorbic  acid, 

U.  S.  P.)  50  mg. 

(3)  Digestive  Enzyme 

Pancreatic  substance* 50  mg. 

(4)  Gonadal  Hormones 

Methyltestosterone 1.0  mg. 

Ethinyl  estradiol 0.006  mg. 

(5)  Amino  Acids 

L-lysine  50  mg. 

Glutamic  acid 30  mg. 


*Enzymatically  active  defatted  material  from  250  mg.  of  whole  fresh  pancreas. 

Precautions:  Contraindicated  in  patients  in  whom  estrogen  or  androgen 
therapy  should  not  be  used,  as  in  carcinoma  of  the  breast  or  prostate. 
Dosage:  One  capsule,  t.i.d.  with  meals,  or  as  directed  by  physician. 
Supplied:  Bottles  of  60  capsules.  Rx  only. 

References:  1.  Dufficy,  R.  G.,  Jr.:  J.  Am.  Geriatrics  Soc.  5:936  (Nov.)  1957. 
2.  Ende,  M.:  Southwestern  Med.  38:625  (Oct.)  1957. 


J.  B.  Roerig  and  Company 
Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World’s  Well-Being® 
New  York,  N.Y.  10017 
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continued  from  page  1716 

Binghamton,  New  York  . . . Hagop  S.  Mashi- 
kian,  M.D.,  Department  of  Psychiatry,  Colum- 
bia University  College  of  Physicians  and 
Surgeons,  as  medical  director  of  Wiltwyck 
School  for  Boys  . . . Leonard  S.  Rosenfeld,  M.D., 
of  Metropolitan  Hospital  in  Detroit,  Michigan, 
as  consultant  on  medical  service  activities  by 
the  Hospital  Review  and  Planning  Council  of 
Southern  New  York. 

Speakers.  Arthur  Ancowitz,  M.D.,  assistant 


clinical  professor  of  medicine,  New  York  Medi- 
cal College,  and  Sigmund  A.  Wesolowski,  M.D., 
clinical  professor  of  surgery,  Downstate  Medical 
Center,  at  the  “Symposium  on  Stroke”  held 
recently  in  Gloversville,  New  York  . . . Nicholas 
J.  Galluzzi,  M.D.,  chief  of  medicine,  U.S.  Public 
Health  Service  Hospital,  Staten  Island;  Milton 
Helpern,  M.D.,  chief  medical  examiner,  New 
York  City;  and  Rachmiel  Levine,  M.D.,  pro- 
fessor and  chairman,  Department  of  Medicine, 
New  York  Medical  College,  at  the  nineteenth 
annual  meeting  of  the  U.S.  Public  Health 
Service  Clinical  Society. 


Medical  Meetings 


Conference  to  discuss  mental  health 
for  aging  and  aged 

The  eighteenth  annual  Conference  on  Aging 
will  be  held  on  July  26  through  28  at  the  Uni- 
versity of  Michigan  in  Ann  Arbor.  The  theme 
of  this  year’s  conference  is  Aging  and  Mental 
Health.  Discussion  groups  and  workshops  will 
be  held  throughout  the  three-day  conference 
to  deal  with  particular  aspects  of  mental  health 
and  the  aging  in  relation  to  work,  education, 
community  programs,  and  public  policies. 

All  persons  concerned  with  the  creation  of  a 
socially  healthful  climate  for  middle-aged,  older, 
and  aged  persons  are  invited  to  attend  and 
take  part  in  the  conference  discussions.  For 
further  information  and  registration  cards 
write:  Wilma  Donahue,  chairman,  Division  of 
Gerontology,  1510  Rackham  Building,  Ann 
Arbor,  Michigan. 

Academy  of  Pediatrics  plans  meeting 

District  II  of  the  American  Academy  of 
Pediatrics  is  planning  a meeting  of  all  three  sec- 
tions for  September  10,  11,  and  12  at  the  Con- 
cord Hotel,  Kiamesha  Lake,  New  York.  Ar- 
rangements are  being  made  by  Abraham  Gilner, 
M.D.,  Hugh  F.  Leahy,  M.D.,  and  Albert  A. 
Rosenberg,  M.D. 

Material  for  inclusion  in  the  medical  meetings  section 
must  be  received  six  weeks  prior  to  publication  date. 


National  Conference  on 
Disaster  Medical  Care 

The  sixteenth  National  Conference  on  Disas- 
ter Medical  Care  will  be  held  at  The  Drake 
Hotel  in  Chicago  on  October  30  and  31.  The 
conference  will  be  concerned  with  the  planning 
of  unified  health  resources  for  disasters.  Four 
symposiums  will  be  held  during  the  two-day 
period:  Care  of  the  Traumatized  Patient, 

Disaster  Communications,  Disaster  Planning  in 
Industry,  and  Disaster  Medical  Resources. 

“The  Red  Cross  in  Disaster”  will  be  the  sub- 
ject of  a Saturday  luncheon  address  by  Robert 
F.  Shea,  vice-president  of  the  American  Na- 
tional Red  Cross. 

Three  representatives  of  the  Federal  govern- 
ment will  conclude  the  Saturday  session  with  a 
report  on  the  role  of  “Federal  Agencies  in 
Disaster.” 

James  Z.  Appel,  M.D.,  president  of  the 
American  Medical  Association,  will  address  the 
conference  Sunday  morning.  A second  high- 
light of  Sunday  morning’s  session  will  be  three 
separate  workshops  specifically  designed  for 
physicians,  allied  health  workers,  and  com- 
munity leaders. 

For  additional  information  write:  Council  on 
National  Security,  American  Medical  Associa- 
tion, 535  Dearborn  Street,  Chicago,  Illinois 
60610. 
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Critical  Respiratory  Management,  Venturi  Tubes  and  Tar  Gard 

' 

■ 


pat  does  the  bedside  respirator  used  in  critical 
ppiratory  management  have  in  common  with  TAR 
\RD?  They  both  benefit  from  The  Venturi  Prin- 
>le: 

A convergent-divergent  duct  in  which  the  pres- 
re  energy  of  an  air  stream  is  converted  into  ki- 
tic  energy  by  the  acceleration  through  the  narrow 
rt  of  the  wasp-waisted  passage.” 

In  TAR  GARD  the  accelerated  (approx.  200 
|p.h.),  tar-filled  smoke  is  stopped  abruptly  by  an 
|pingement  barrier.  The  tars  you  see  in  the  above 
retouched  photograph  were  captured  from  a 
igle  pack  of  filter  cigarettes  with  a TAR  GARD. 
^nd  if  this  picture  is  worth  a thousand  words,  a 
e demonstration  in  your  office  may  well  be  worth 
l thousand  words.  That’s  why  we’d  like  to  send 
u a complimentary  TAR  GARD  which  normally 
Ills  for  $2.95. 
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Abstracts 


Lazar,  A.  J.:  Change  in  bowel  habits  as  pre- 

senting complaint  in  gastric  cancer,  New  York 
State  J.  Med.  65:  1745  (July  1)  1965. 

Gastric  carcinoma  may  manifest  itself  in  an 
atypical  way.  When  a patient  presents  him- 
self with  a history  of  recent  change  in  bowel 
habits,  and  sigmoidoscopy  and  barium  enema 
are  nonrevealing,  an  upper  gastrointestinal 
series  should  be  undertaken  promptly.  Thus, 
a lengthy  delay  in  diagnosis,  which  might  in- 
crease the  incidence  of  morbidity  and  mortality 
when  operation  is  finally  undertaken,  may  be 
avoided. 

Young,  Alex  W.,  Jr.:  Dermatogeriatric  prob- 

lems in  the  chronic  disease  hospital,  New  York 
State  J.  Med.  65:  1748  (July  1)  1965. 

A study  of  dermatogeriatric  problems  in  the 
chronic  disease  hospital  showed  that  the  ma- 
jority of  patients  have  a skin  disorder  and  that  a 
third  have  conditions  which  require  special 
treatment.  Women  having  greater  disability 
and  longer  hospitalization  seemed  more  likely 
to  develop  a skin  problem;  in  men,  the  converse 
was  true,  attributable  perhaps  to  the  shorter 
hospital  stay,  lesser  physical  disability,  and,  in 


Experiments  result  in 
new  concept  of  immunity 


A unified  concept  of  immunity  was  presented 
recently  by  Dr.  Robert  S.  Speirs  at  the  Federa- 
tion of  American  Societies  for  Experimental 
Biology. 

It  is  known  that  antibody  production  is  con- 
trolled by  coded  messages  in  deoxyribonucleic 
acid  (DNA)  and  ribonucleic  acid  (RNA). 
However,  the  mechanisms  of  the  messages  has 
not  been  clear.  Dr.  Speirs,  who  is  an  associate 
professor  of  anatomy  at  Downstate  Medical 
Center,  has  performed  experiments  that  suggest 
antigens  combine  with  newly  formed  “mes- 
senger” RNA.  This  combination  prevents  de- 
struction of  the  antigen  by  cellular  digestion. 
The  complex  of  antigen  and  messenger  RNA 
remains  in  certain  scavenger  cells  called  macro- 
phages that  can  circulate  throughout  the  body. 


general,  younger  age  of  the  men.  Other  find- 
ings indicate:  a relationship  between  the  phys- 
ical and  medical  status  of  the  geriatric  patient 
and  his  skin  disorder;  new  and  significant  skin 
conditions  involving  the  pretibial  area;  and  a 
relatively  high  incidence  of  drug  eruption. 

McPeak,  C.  J.:  Diagnosis  and  management 

of  skin  cancer,  New  York  State  J.  Med.  65: 
1753  (July  1)  1965. 

Early  differentiation  of  precancerous  nevi 
and  early  melanomas  from  the  several  varieties 
of  moles  is  important.  In  malignant  melanoma, 
basal  cell  carcinoma,  and  squamous  cell  car- 
cinoma, surgical  excision  is  necessary,  although 
x-ray  therapy  sometimes  is  used.  Complete 
excisional  biopsy  should  be  done  of  any  ques- 
tionable nevus  and  of  any  lesion  that  appeal’s 
to  be  a junctional  or  compound  nevus,  es- 
pecially those  occurring  on  nonpigmented  parts 
of  the  body,  those  subject  to  true  chronic 
irritation,  and  those  occurring  in  the  mucous 
membranes.  Biopsy  specimens  of  pigmented 
lesions  should  be  obtained  by  complete  excision 
of  the  nevus  with  a 4 to  5 mm.  margin  of  normal 
skin. 


When  a new,  similar  antigen  enters  the  body, 
the  scavenger  cells  disintegrate,  after  which  the 
complex  of  antigen  and  messenger  RNA  is 
engulfed  by  other  scavenger  cells.  These  cells 
are  able  to  separate  the  messenger  RNA  from 
the  antigen. 

The  freed  messenger  RNA  is  now  in  cells  that 
become  antibody-producing  cells.  These  anti- 
body-producing  cells  are  called  plasma  cells,  and 
the  newly  engulfed  messenger  RNA  initiates 
antibody  production.  The  messenger  RNA 
imparts  to  the  antibody  its  ability  to  combine 
with  antigens.  The  antibody  that  is  released 
into  the  body  from  the  plasma  cells  represents 
an  excess  production  by  these  cells. 

Dr.  Speirs  supports  his  theory  by  using  anti- 
metabolic  chemicals  that  are  known  to  inhibit 
the  production  of  RNA.  This  permits  pin- 
pointing the  location  of  antibody  production. 
In  addition,  he  has  used  antigens  that  are 
tagged  with  radioactive  material.  This  tagging 
allows  the  antigen’s  activity  in  the  body  to  be 
traced  by  autoradiography. 
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Abstracts  in  Interlingua 


Lazar,  A.  J.:  Alterationes  del  habitudes 

defecatori  como  gravamine  de  presentation  in 
cancere  gastric  ( anglese ),  New  York  State 
J.  Med.  65:  1745  (1  de  julio)  1965. 

Carcinoma  gastric  pote  manifestar  se  de 
maniera  atypic.  Quando  un  patiente  se  pre- 
senta  con  le  recente  antecedente  de  alterationes 
in  su  habitudes  defecatori,  e si  studios  sig- 
moidoscopic  e a clyster  de  barium  produce  nulle 
information,  un  serie  de  roentgenoprojectiones 
supero-gastrointestinal  debe  esser  interprendite 
promptemente.  Assi  on  evita  un  prolongate 
procrastination  del  diagnose  per  le  qual  se 
augmenta  le  riscos  de  morbiditate  e morte 
occurrente  in  association  con  le  operation 
quando  un  tal  es  finalmente  interprendite. 

Young,  Alex  W.,  Jr.:  Problemas  dermato- 

geriatric  in  le  hospital  pro  morbos  chronic 
{anglese),  New  York  State  J.  Med.  65:  1748 
(1  de  julio)  1965. 

Un  studio  del  problemas  dermatogeriatric 
in  le  hospital  pro  morbos  chronic  monstrava 
que  le  majoritate  del  patientes  ha  un  disordine 
cutanee  e que  istos  require  un  tractamento 
special  in  un  tertio  del  casos.  In  feminas  plus 
alte  grados  de  invaliditate  e plus  longe  duratas 
del  hospitalisation  esseva  associate  con  plus 
alte  frequentias  de  problemas  cutanee.  In 
masculos  le  correlation  esseva  revertite.  Isto 
es  forsan  attribuibile  al  facto  que  le  population 


Alert  for  physicians  on 
use  of  circumcision  ring 


Although  the  Plastibell  circumcision  ring  has 
been  used  successfully  for  the  past  eight  years,  a 


de  masculos  esseva,  in  general,  de  etate  minus 
avantiate,  que  le  duratas  del  hospitalisation 
esseva  plus  curte  in  le  caso  del  masculos,  e que 
lor  invaliditate  physic  esseva  minus  marcate 
que  illo  del  femininas.  Altere  constatationes 
indica  que  il  existe  un  relation  inter  le  stato 
physic  e medical  del  patiente  geriatric  e su 
disordine  cutanee.  Esseva  etiam  notate  nove  e 
significative  conditiones  pathologic  del  pelle, 
afficiente  le  area  pretibial.  Le  incidentia  de 
eruptiones  pharmacogene  esseva  relativemente 
alte. 

McPeak,  C.  J.:  Diagnose  e tractamento  de 

cancere  cutanee  {anglese).  New  York  State 
J.  Med.  65:  1753  (1  de  julio)  1965. 

Es  importante  differentiar  nevos  precancerose 
e melanomas  precoce  ab  le  diverse  varietates 
de  mole.  In  melanoma  maligne,  carcinoma  de 
cellulas  basal,  e carcinoma  de  cellulas  squamose, 
excision  chirurgic  es  necessari,  ben  que  roent- 
genotherapia  es  usate  a vices.  Un  complete 
biopsia  excisional  deberea  esser  effectuate  de 
omne  questionabile  nevo,  e de  omne  lesion  que 
pare  esser  un  nevo  o junctional  o composite, 
particularmente  si  illos  occurre  in  non-pig- 
mentate  partes  del  corpore,  es  subjecte  a ver 
irritation  chronic,  e occurre  in  le  membranas 
mucose.  Specimens  bioptic  de  pigmentate 
lesiones  deberea  esser  obtenite  per  le  excision 
complete  del  nevo  con  un  margine  de  4 a 5 mm 
de  pelle  normal. 


recent  article  in  Obstetrics  and  Gynecology  re- 
ports an  instance  where  the  ring  did  not  fall 
off  by  the  eighteenth  day.  Instead,  it  re- 
tracted, causing  the  glands  to  become  edem- 
atous. The  physician  should  be  alerted  to  this 
possible  complication  if  the  ring  does  not  fall 
off  from  five  to  eight  days  after  circumcision, 
and  should  proceed  with  measures  to  remove  it. 
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Books  Received 


The  following  books  were  received  during  the  month  of  April , 1965.* 


Bacterial  and  Mycotic  Infections  of  Man. 

Edited  by  Rene  J.  Dubos,  Ph.D.,  and  James  G. 
Hirsch,  M.D.  Fourth  edition.  Quarto  of  1,025 
pages,  illustrated.  Philadelphia,  J.  B.  Lippin- 
cott  Company,  1965.  Cloth,  $14.50. 

Preventive  Medicine:  Principles  of  Preven- 
tion in  the  Occurrence  and  Progression  of 
Disease.  Edited  by  Herman  E.  Hilleboe,  M.D., 
and  Granville  W.  Larimore,  M.D.  Second 
edition.  Octavo  of  523  pages,  illustrated. 
Philadelphia,  W.  B.  Saunders  Company,  1965. 
Cloth,  $12. 

Lung  Cancer;  Surgery  and  Survival.  By 
John  Borrie.  Octavo  of  202  pages,  illustrated. 
New  York,  Appleton-Century-Crofts,  1965. 
Cloth  $9.95. 

Studies  In  Epidemiology:  Selected  Papers 
of  Morris  Greenberg,  M.D.  Edited  by  Fred 
B.  Rogers,  M.D.  Octavo  of  418  pages,  illus- 
trated. New  York,  G.  P.  Putnam’s  Sons,  1965. 
Cloth,  $8.50. 

Clinical  Testing  of  New  Drugs.  Edited  by 
Arthur  D.  Herrick  and  McKeen  Cattell. 
Octavo  of  362  pages,  illustrated.  New  York, 
Revere  Publishing  Company,  Inc.,  1965.  Cloth, 
$11.75. 

Metabolism  of  Lipids  as  Related  to  Athero- 
sclerosis. A Symposium.  Compiled  by 
Fred  A.  Kummerow.  Octavo  of  300  pages, 
illustrated.  Springfield,  111.,  Charles  C Thomas, 
1965.  Cloth,  $14.50. 

Proteins;  Their  Chemistry  and  Politics. 

By  Aaron  M.  Altschul.  Octavo  of  337  pages, 
illustrated.  New  York,  Basic  Books,  Inc.,  1965. 
Cloth,  $7.50. 

Progress  in  Clinical  Cancer.  Volume  I. 

Edited  by  Irving  M.  Ariel,  M.D.  Octavo  of  789 
pages,  illustrated.  New  York,  Grune  & Strat- 
ton, 1965.  Cloth,  $35. 

* Books  received  for  review  are  acknowledged  promptly  in 
this  column.  No  other  obligation  is  assumed  for  the  courtesy 
of  those  sending  them  for  this  purpose.  Selection  for  review 
is  made  on  the  basis  of  merit  and  reader  interest. 


Ciba  Foundation  Symposium  on  Cellular 
Biology  of  Myxovirus  Infections.  Edited  by 
G.  E.  W.  Wolstenholme,  M.B.,  and  Julie  Knight, 
B.A.  With  85  illustrations.  Octavo  of  368 
pages.  Boston,  Little,  Brown  and  Company, 
1964.  Cloth,  $12. 

New  Perspectives  in  Psychoanalysis.  Con- 
tributions to  Karen  Horney’s  Holistic 
Approach.  Edited  by  Harold  Kelman,  M.D. 
Octavo  of  249  pages.  New  York,  W.  W. 
Norton  & Company,  Inc.,  1965.  Cloth,  $5.00. 

Clinical  Investigation  for  Medical  Practi- 
tioners. By  R.  P.  Gwinn,  M.D.  Duodecimo 
of  107  pages,  illustrated.  Lake  Bluff,  111.,  The 
Lees  Associates,  Inc.,  1965.  Cloth,  $5.25. 

Tissot’s  Gymnastique  Medicinale  et 
Chirurgicale.  Translated  by  Elizabeth  and 
Sidney  Licht.  With  a facsimile  of  the  original 
French,  and  facsimiles  of  eighteenth-century 
translations  into  German,  Italian  and  Swedish. 
Octavo  of  464  pages.  New  Haven,  Elizabeth 
Licht,  Publisher,  1964.  Cloth,  $12. 

With  Every  Breath  You  Take.  By  Howard 
R.  Lewis.  Octavo  of  322  pages,  illustrated. 
New  York,  Crown  Publishers,  Inc.,  1965. 
Cloth,  $5.00. 

Trauma  to  the  Liver.  By  Gordon  F.  Mad- 
ding, M.D.,  and  Paul  A.  Kennedy,  M.D. 
Octavo  of  134  pages,  illustrated.  Philadelphia, 
W.  B.  Saunders  Company,  1965.  Cloth,  $6.00. 

(Major  Problems  in  Clinical  Surgery — 
Volume  III) 

Study  Wheels  in  Human  Anatomy.  By 

Ben  Pansky,  Ph.D.,  & Earl  L.  House,  Ph.D. 
New  York,  Macmillan  Company,  1965.  Price, 
$6.95. 

Modern  Treatment.  Volume  2,  Number  1, 
January,  1965.  Treatment  of  Stroke. 

Guest  Editor  Fletcher  H.  McDowell,  M.D. 
Treatment  of  Menstrual  Disorders.  Guest 
Editor  Jay  J.  Gold,  M.D.  Octavo.  Illustrated. 
New  York,  Hoeber  Medical  Division,  Harper  & 
Row,  Publishers,  1965.  Published  Bi-Monthly 
(six  numbers  a year).  Paper,  $16. 
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Books  Reviewed 


Indications  for  Open -Heart  Surgery.  By 

Dry  den  P.  Morse,  M.D.  Octavo  of  213  pages, 
illustrated.  Springfield,  Illinois,  Charles  C 
Thomas,  1963.  Cloth,  $8.75. 

The  title  of  this  book  does  not  truly  reflect  the 
amount  of  material  covered  since  there  are  sev- 
eral chapters  relating  to  such  nonopen  heart  pro- 
cedures as  cardiac  catheterization,  patent  ductus 
arteriosus,  and  coarctation  of  the  aorta.  Their 
inclusion  in  the  book,  however,  should  be  quite 
welcome  since  along  with  the  material  on  open 
heart  surgery,  covered  more  extensively,  it  pro- 
vides a thorough  up-to-date  analysis  of  what 
can  be  accomplished  in  the  surgical  treatment  of 
cardiovascular  lesions. 

The  author  has  carefully  summarized  the  con- 
tributions of  other  surgeons  as  well  as  his  own 
extensive  experience  in  this  area. 

Valuable  information  of  help  to  internists, 
pediatricians,  general  practitioners,  medical 
students,  and,  perhaps  to  a lesser  extent, 
surgeons  will  be  found  in  this  book  which  is 
written  in  a clear  style  and  which  is  well  illus- 
trated by  a number  of  fine  photographs  and 
drawings. 

Since  this  is  one  of  the  very  few  books  dealing 
with  open  heart  surgery  a need  has  been  well  met 
by  its  publication. — Edgar  P.  Mannix,  Jr., 
M.D. 


Polypoid  Lesions  of  the  Gastrointestinal 
Tract.  By  Claude  E.  Welch,  M.D.  Octavo 
of  148  pages,  illustrated.  Philadelphia,  W.  B. 
Saunders  Company.  1964.  Cloth,  $7.50. 

(Major  Problems  in  Clinical  Surgery — 
Volume  II) 

Spratt,  Ackerman,  and  Moyer  in  1958  ques- 
tioned the  historical  relationship  between  colonic 
polyps  and  colonic  cancer.  Since  then,  debate 
about  what  constitutes  the  proper  treatment  of  a 
colonic  polyp  has  been  profuse  and  confusion 
widespread. 

Dr.  Claude  Welch’s  extensive  personal  experi- 
ence during  the  past  ten  years  at  the  Massa- 
chusetts General  Hospital  qualifies  him  to  ex- 
press the  conclusions  and  opinions  set  forth  in 
this  slim  volume.  Short  case  reports  illustrate 
the  rationale  of  many  of  the  decisions  necessi- 
tated by  the  finding  of  a “polypoid  filling  defect” 
in  the  gastrointestinal  tract.  Dr.  Welch  con- 
siders the  fact  that  a benign  colonic  polyp  on  a 
stalk  rarely  becomes  a metastasizing  cancer. 
Nevertheless,  this  concept  has  not  altered  the 
clinical  management  of  the  patient  with  an 
asymptomatic  “polypoid  filling  defect.” 

The  author  outlines  a logical  regimen  for  the 
management  of  gastrointestinal  polyps.  Sub- 
stantiating evidence  is  supplied  and  the  opinions 


expressed  are  substantiated  by  numerous  micro- 
photographs prepared  by  Benjamin  Castleman, 
M.D.,  and  radiographs  contributed  by  J.  R. 
Dreyfuss,  M.D.  They  are,  respectively,  pro- 
fessor of  pathology  and  associate  radiologist  at 
the  Massachusetts  General  Hospital. 

The  monograph  presents  a tenable  viewpoint 
for  the  surgeon  who  is  responsible  for  the  treat- 
ment of  these  conditions.  In  addition,  the 
radiologist  will  find  a valuable  surgical  and 
pathologic  correlation  of  the  “polypoid  filling 
defect.” 

Dr.  Welch  postulates  that  “future  studies  in 
such  diverse  fields  as  genetics  and  virology  may 
settle  many  controversies  that  now  can  be  ar- 
bitrated imperfectly  on  the  basis  of  experience 
and  observation.” 

The  reviewer  recommends  this  volume  for 
anyone  who  is  responsible  for  the  diagnosis  and 
management  of  polypoid  lesions  of  the  gastro- 
intestinal tract. — A.  W.  Martin  Marino,  Jr., 
M.D. 

Atlas  of  Electroencephalography.  Volume 
Three.  Neurological  and  Psychiatric  Dis- 
orders. By  Frederic  A.  Gibbs,  M.D.,  and 
Erna  L.  Gibbs.  Quarto  of  538  pages,  illus- 
trated. Reading,  Mass.,  Addison- Wesley  Pub- 
lishing Company,  Inc.,  1964.  Cloth,  $75. 

This  volume  is  the  third  in  a series  devoted  to 
electroencephalography  by  two  outstanding 
workers  in  this  field.  It  takes  up  the  electroen- 
cephalograph in  relation  to  a host  of  clinical 
conditions.  Although  this  volume  is  not  con- 
cerned with  epilepsy  per  se,  it  is  true  nevertheless 
that  of  necessity  a good  portion  of  the  book  does 
deal  with  associated  subclinical  or  masked  forms 
of  epilepsy. 

In  the  first  portion  there  is  a description  and 
explanation  of  the  significance  of  specific  findings 
in  the  electroencephalogram,  for  example,  the 
normal  EEG,  extremely  slow  or  fast  activity, 
mitten  patterns,  6 per  second,  and  so  forth. 
Each  of  these  specific  types  is  demonstrated  with 
plates  in  which  EEG  tracings  are  shown. 

In  the  remainder  of  the  atlas,  electroen- 
cephalographic  findings  are  described  in  various 
disease  entities  such  as  mental  retardation, 
cerebral  palsy,  trauma,  vascular  diseases,  neu- 
rologic and  psychiatric  disorders,  and  many  other 
conditions. 

This  volume  is  outstanding.  It  is  written 
clearly  and  concisely.  There  are  innumerable 
tracings  so  that  the  EEG  findings  can  be  readily 
understood.  There  is  an  extensive  bibliography. 

This  atlas  is  recommended  to  all  members  of 
the  profession  as  it  can  be  intelligibly  read  with- 
out previous  training  in  the  understanding  of  the 
EEG. — Stanley  S.  Lamm,  M.D. 
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Keeping  an  eye  on  the  scales  may  be  an 
avocation  with  some  people,  but  it  is  a 
full-time  occupation  for  Lilly  employees 
who  determine  the  weight  of  filled  tubes 
of  medication.  First,  a random  sampling 
of  empty  tubes  is  taken,  and  the  average 
weight  is  calculated.  Then,  the  amount  of 
ingredient  is  added  to  this  figure  to  deter- 
mine the  standard  fill.  As  the  machine  fills 
the  tubes,  a sample — about  one  out  of  every 


four  hundred  — is  weighed  and  checked 
against  the  standard.  The  weights  are 
plotted  on  a graph.  A variation  of  three 
consecutive  points  in  either  direction  in- 
dicates a trend  away  from  the  standard, 
and  the  machine  is  adjusted.  Tolerances 
are  kept  to  less  than  5 percent.  An  extra 
step — but  consistent  with  the  meticulous 
program  at  Eh  Lilly  and  Company  to  as- 
sure highest  quality  in  our  finished  products. 
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Editorials 


Instant  dialysis  shortens  the  time  required  to  measure 
vitamin,  mineral,  and  hormone  levels 


Radically  quicker  diagnosis  in  a wide 
variety  of  human  disease  may  be  possible 
as  a result  of  new  laboratory  methods  de- 
veloped by  a group  of  researchers  at  the 
Department  of  Hematology,  The  Mount 
Sinai  Hospital,  New  York  City.  Finding 
the  serum  level  of  vitamin  Bi2,  for  example 
— a critical  procedure  in  determining 
pernicious  anemia — has  been  cut  from 
about  a week  to  a half  hour.  The  four-day 
procedure  to  determine  serum  insulin  level 
has  been  slashed  to  two  hours. 

Presented  as  a test  of  thyroid  function, 
the  new  method  appears  to  have  application 
to  a broad  spectrum  of  vitamins,  minerals, 
and  hormones.  It  promises  important 
time-saving  in  the  diagnosis  and  treatment 
of  thyroid  malfunctions  and  other  hormone 
disorders  and  vitamin  Bi2  deficiencies  of  all 
types,  including  pernicious  anemia,  diabetes, 
and  iron-deficiency  anemia. 

Bypassing  classical  microbiologic  proce- 
dures, the  new  method,  termed  “instant 
dialysis”  by  its  founders,  uses  radioisotope 
tracers  in  an  adaptation  of  long-known 
principles  of  charcoal  adsorption;  coated 
charcoal  functions  as  a sieve  to  separate 
smaller  molecules  from  larger  ones. 

The  method  was  described  at  a session  of 
the  Federation  of  American  Societies  for 
Experimental  Biology,  meeting  in  Atlantic 
City  April  9 to  14.  Its  discoverers  are: 
Victor  Herbert,  M.D.,  Louis  R.  Wasser- 
man,  M.D.,  and  Solomon  Silver,  M.D.,  of 
The  Mount  Sinai  Hospital,  New  York  City; 
Kam-Seng  Lau,  M.D.,  research  trainee  of 
the  World  Health  Organization;  and 
Chester  Gottlieb,  M.D.,  trainee  of  the 
National  Cancer  Institute. 

The  method  proceeds  from  the  knowledge 
that  uncoated  charcoal  adsorbs  both  free 
vitamin  Bi2  and  B12  that  is  bound  to  pro- 


tein, but  charcoal  precoated  with  albumin 
or  hemoglobin  adsorbs  only  free  B12.  The 
charcoal  particles  can  be  considered  solid 
microsponges  and  the  albumin  or  hemo- 
globin coat,  a molecular  sieve  surrounding 
each  sponge.  The  sieve  thus  passes  the 
smaller  Bi2  molecules  while  sifting  out  the 
larger  protein  molecules.  This  provides  a 
system  akin  to,  but  much  more  rapid  than, 
dialysis  for  the  separation  of  free  B12. 

In  this  method,  a known  quantity  of 
radioactive  B12  is  mixed  with  serum  taken 
from  a patient  from  which  the  free  Bi2  has 
already  been  separated  by  the  application 
of  heat  and  hydrochloric  acid.  A large 
molecule,  in  the  form  of  a solution  of  in- 
trinsic factor,  is  then  added  to  the  mixture 
to  “bind”  the  Bi2.  The  final  mixture  is 
then  combined  in  a test  tube  with  a quan- 
tity of  the  coated  charcoal  and  placed  in  a 
centrifuge.  Comparative  measurement  of 
radioactivity  in  the  settled  charcoal  and  in 
the  supernatant  fluid  provides  a rapid  means 
of  assaying  the  patient’s  Bi2  level. 

The  method  is  versatile.  Just  as  a known 
quantity  of  intrinsic  factor  is  involved  in 
the  measurement  of  an  unknown  quantity 
of  vitamin  B12,  a known  quantity  of  vitamin 
B12  can  be  used  to  measure  an  unknown 
amount  of  intrinsic  factor.  The  principle 
of  radioactive  dilution  and  the  sieve  proper- 
ties of  the  coated  charcoal  have  been  used 
by  the  Mount  Sinai  research  team  to 
measure  a reflection  of  the  thyroxin  level 
and  levels  of  insulin,  growth  hormone,  and 
glucagon,  as  well  as  vitamin  B12  and  iron. 

Other  advantages  of  “instant  dialysis”  are 
its  sensitivity,  accuracy,  and  reproducibil- 
ity. Simple  in  procedure,  using  readily 
available  reagents  and  equipment,  it  can  be 
readily  adopted  in  any  clinical  laboratory 
that  uses  radioisotopes. 
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farction, severe  coronary  heart  disease  and  epilepsy. 
Should  not  be  given  within  two  weeks  of  treatment 
with  a monoamine  oxidase  inhibitor.  Safety  in 
human  pregnancy  has  not  been  established. 

Adverse  Effects:  Side  effects,  usually  mild,  may 


include:  dry  mouth,  constipation,  dizziness,  palpi- 
tation, delayed  urination,  “bad  taste,”  sensory 
illusion,  tinnitus,  agitation  and  stimulation,  sweat- 
ing, drowsiness,  headache,  orthostatic  hypoten- 
sion, flushing,  nausea,  cramps,  weakness,  blurred 
vision  and  mydriasis,  rash,  allergy,  transient 
eosinophilia,  granulopenia,  altered  liver  function, 
ataxia  and  extrapyramidal  signs. 

Supplied:  Norpramin  (desipramine  hydrochloride) 
tablets  of  25  mg.,  in  bottles  of  50,  500  and  1000. 
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T he  coronary  patient  can  work.  This  is 
the  simple  message  of  this  “Critique  of 
Cardiac  Rehabilitation”  and  the  gospel  of 
the  New  York  State  Heart  Assembly  and 
its  affiliates. 

Numerous  studies  and  pilot  work-demon- 
stration projects  reported  by  the  American 
Heart  Association,  New  York  State  Heart 
Assembly,  and  Federal  and  private  agencies 
have  proved  beyond  a doubt  that  patients 
with  coronary  artery  disease  can  and  should 
work.  Over  the  years  these  agencies  have 
compiled  plentiful  evidence  that  the  worker 
with  known  coronary  artery  disease  works 
just  as  well  as  the  one  without  it.  Of 
course,  it  is  necessary  to  evaluate  carefully 
his  heart  condition  and  his  job  and  to 
practice  selective  job  placement  for  the 
cardiac  worker.  These  precautions  are 
reasonable  and  practical.  They  permit  the 
average  cardiac  patient  with  coronary 
artery  disease  to  work  in  industry,  on  the 
farm,  and  elsewhere. 

Socioeconomic  aspects 

It  is  indeed  the  rare  heart  patient  who 
cannot  work  at  a rate  of  the  2 calories  per 
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minute  that  the  average  modern  factory  job 
requires. 1 The  work  of  the  human  operator 
in  industry,  although  important,  is  often 
light.  Increasingly,  machines  do  the  work 
formerly  done  by  manual  labor,  and  much 
“heavy  industry”  now  consists  of  con- 
trolling large  sources  of  mechanical  power 
by  levers  and  switches.  With  increasing 
productiveness,  the  work  week  has  been 
shortened,  allowing  time  and  opportunity 
for  recreation  on  a scale  altogether  different 
from  that  of  fifty  years  ago.  As  a matter  of 
fact,  many  recreations  enjoyed  by  the  aver- 
age worker  demand  more  expenditure  of 
physical  energy  than  a wage  earner  expends 
during  his  earning  hours.  In  agriculture, 
too,  as  the  Purdue  Farm  studies  show,  the 
farmer  without  disease  can  farm  after  his 
heart  attack.  Thus,  there  is  little  question 
from  the  medical  point  of  view  that  many 
patients  with  coronary  artery  disease, 
angina  pectoris,  coronary  thrombosis,  and 
myocardial  infarction  can  live  productive, 
satisfying  lives,  provided  they  are  success- 
fully rehabilitated.  The  successful  careers 
of  President  Eisenhower  and  President 
Johnson  after  theii  well-publicized  heart 
attacks  dramatically  affirm  this  statement. 

For  the  most  part,  physicians  know 
these  facts  but  are  not  always  successful 
in  returning  patients  with  coronary  artery 
disease  to  work.  Despite  clear  evidence 
that  coronary  patients  can  work,  these 
heart  patients  often  are  prematurely  and 
unjustly  separated  from  the  labor  forces. 
Following  a heart  attack,  they  encounter  in- 
visible barriers  to  employment — their  own 
anxieties,  iatrogenic,  or  physician-induced, 
overprotection,  employers’  fears  of  higher 
compensation  costs,  and  so  on.  These 
barriers,  no  less  formidable  than  the  in- 
famous wall  dividing  East  and  West  Berlin, 
arise  from  the  cultural  persistence  of  musty 
legal  concepts,  judicial  precedents,  and 
pure,  unadulterated  inertia  and  from  the 
failure  to  communicate  the  new  knowledge 
and  technics  of  scientific  cardiac  rehabilita- 
tion. They  hamper  the  physician  in  his 
efforts  to  rehabilitate  the  cardiac  patient, 
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keep  the  patient  from  returning  to  a remun- 
erative, independent,  self-supporting  life 
after  a heart  attack,  and  keep  industry 
from  reaping  the  experience  and  benefits 
of  its  skilled  workers. 

Our  country’s  economy  can  no  longer 
afford  this  waste  of  human  resources.  The 
increasing  incidence  of  coronary  heart  dis- 
ease in  the  urban,  industrialized  segment  of 
our  population,  particularly  in  the  middle- 
aged  man,  has  catapulted  this  disease  into 
a major  health  problem.  In  1962  deaths 
from  coronary  artery  disease  alone 
amounted  to  524,550  (54.9  per  cent)  of  the 
total  number  of  cardiovascular  deaths, 
estimated  at  954,870.  Cardiovascular 
diseases  accounted  for  12  per  cent  of  all  time 
lost  by  the  usually  working  population  and 
in  1957  to  1958  cost  the  nation  $4,173  billion 
(5.8  per  cent  of  its  budget).2  The  major 
share  of  this  loss  can  be  attributed  to 
coronary  heart  disease.  In  New  York 
State  alone  about  185,000  chronically  dis- 
abled persons  are  present  in  the  population 
at  any  time.  The  predominance  of  this 
impairment  among  wage-earning  males 
in  their  prime  involves  significant  social  and 
economic  repercussions  to  employe,  em- 
ployer, and  society  in  general.  The  mag- 
nitude of  these  effects  is  the  compelling 
reason  why  the  principles  of  cardiac  re- 
habilitation must  be  more  widely  applied  to 
the  patient  with  heart  disease. 

Medicolegal  aspects 

In  this  presentation  we  shall  consider  how 
best  to  apply  the  principles  of  cardiac  re- 
habilitation to  our  daily  practices.  Cardiac 
rehabilitation  involves  thorny  problems  of 
socioeconomic  and  medical  import.3  The 
physician  cannot  overlook  them  if  he  is  to 
advance  the  cause  of  cardiac  rehabilitation. 

One  major  stumbling  block  to  employ- 
ment of  the  cardiac  patient  is  compensation 
for  heart  disease.  (The  remarks  on  this 
subject  are  my  own  and  do  not  represent 
the  official  viewpoint  of  the  New  York  State 
Heart  Assembly.)  No  one  will  deny  that 
the  principle  making  the  employer  respon- 
sible for  work  injuries  is  fundamental  to 
human  welfare.  However,  the  dilemmas 
that  confront  physicians  concerning  the 
causal  relationship  of  work  and  heart 
attacks  are  disheartening.  Despite  the 


1957  Moreland  Commission  report,  in  which 
93.9  per  cent  of  cardiologists  stated  that 
work  does  not  produce  heart  disease  and 
only  1 per  cent  stated  that  it  does,  the 
controversy  still  rages  in  our  courts  and 
medical  practices.  All  kinds  of  opinions  are 
expressed,  and  court  decisions  often  over- 
ride medical  opinions. 

In  my  own  experience,  these  controversies 
frequently  arise  from  insufficient  informa- 
tion about  the  actual  work  activity  of  the 
claimant,  the  absence  of  a clear-cut 
diagnosis,  and,  in  death  cases,  the  lack  of  a 
postmortem  examination  to  determine  the 
exact  cause  of  death.  Physicians  can 
prevent  much  medicolegal  litigation  by 
recording  fully  their  patients’  work  ac- 
tivities and  the  relationship  of  the  symp- 
toms and  signs  of  heart  disease  to  their 
work  at  the  beginning  of  the  illness.  A 
detailed  history  should  specifically  include 
occupational  and  leisure-time  activities  and 
the  physical  stresses  and  strains  of  work  and 
play.  The  patient’s  general  level  of  ac- 
tivity should  be  classified  in  three  grades: 
light,  moderate,  and  heavy.  Light  ac- 
tivities require  expenditure  up  to  2,400 
calories  per  day;  moderate  activity,  2,400 
to  3,200  calories  per  day;  and  heavy  ac- 
tivities, in  excess  of  3,200  calories  per  day. 

Such  data  will  establish  a firm  basis  for 
any  reasonable  claims  and  prevent  a sense- 
less one  from  clogging  the  channels  of  com- 
pensation courts.  It  enables  the  physician 
and  the  compensation  court  to  establish 
valid  and  reasonable  medical  conclusions 
about  the  relationship  between  work  and 
a patient’s  heart  disease.  If  the  patient’s 
leisure  activities  exceed  his  work  activities, 
no  medical  connection  exists  between  his 
heart  attack  and  his  work.  The  circum- 
stantial fact  that  a man  has  a coronary 
occlusion  while  he  is  working  does  not  in- 
dicate that  the  work  caused  it.  Yet,  law- 
yers and  the  courts  have  seized  on  such 
circumstantial  situations  to  establish  causal 
relationships.  Unfortunately,  in  most 
compensation  claims,  relationships  defined 
by  the  courts  supersede  the  more  circum- 
spect and  objective  scientific  medical  opin- 
ions of  physicians.  In  addition,  some  state 
legislatures  have  removed  questions  of  cau- 
sation of  hypertensive  heart  disease  from 
scientific  consideration.  Legal  authorities 
have  incorporated  coronary  occlusion  into  a 
definition  of  “personal  injury”  by  the  prin- 
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ciple  of  acceleration  and/or  aggravation  of 
pre-existing  disease.4  As  physicians,  we 
must  not  base  our  opinions  on  legal  deci- 
sions but  on  medical  certainty,  derived 
from  facts  obtained  from  a valid  history, 
physical  examination,  and  medical  evidence, 
thus  helping  rather  than  hindering  the 
cardiac  cause  of  the  wage  earner  with 
heart  disease. 

Furthermore,  we  should  establish  precise 
diagnoses  whenever  possible.  The  absence 
of  a correct  diagnosis  produces  controversial 
claims  and  extensive  medicolegal  red  tape. 
In  death  claims,  at  least,  a postmortem 
examination  can  establish  the  correct  cause 
of  death.  Postmortem  examinations  there- 
fore should  be  mandatory  in  all  medico- 
legal matters  involving  compensation 
claims.  Such  an  examination  clarifies  the 
causes  of  death,  reduces  the  amount  of 
litigation,  lowers  costs,  and  eliminates  un- 
deserved death  claims. 

I also  favor  the  establishment  of  a heart 
disability  fund  to  cover  all  workers  in  in- 
dustry, similar  to  the  current  New  York 
State  disabilities  benefit  law.  This  fund 
would  pay  benefits  when  wage  earners  suffer 
a heart  attack,  would  eliminate  problems 
of  the  relationship  of  work  and  heart 
disease,  and  would  permit  workmen’s  com- 
pensation to  apply  to  cases  with  a clear-cut 
relationship.  Such  a fund  would  ease  the 
pressures  exerted  on  physicians  to  in- 
clude degenerative  disease  such  as  coronary 
artery  disease  and  its  complications  among 
compensable  injuries.  Such  pressures  have 
been  applied  more  often  for  humanitarian 
rather  than  medical  reasons.  One  physi- 
cian I know  was  asked  by  a welfare  depart- 
ment to  favor  a causal  relationship  between 
a laborer’s  work  and  his  heart  disease  so 
that  he  would  not  burden  the  local  wel- 
fare budget.  Physicians  should  resist  these 
pressures  unless  the  facts  substantiate 
causal  relationships.  As  Sprague5  has 
written,  “A  physician  also  thinks  of  social 
synthesis  when  he  denies  relationship  in 
hope  that  the  social  pattern  would  be  im- 
proved by  lowering  the  barriers  of  the 
economic  fear  of  employing  cardiac  sub- 
jects . ” Of  course , the  actual  establishment 
of  such  laws  and  insurance  funds  is  the 
task  of  our  legislators  and  insurance 
companies.  Nevertheless,  physicians  and 
medical  societies  can  study,  investigate, 
and  sponsor  such  proposals. 


Medical  aspects 

The  fundamental  principles  of  the  science 
of  cardiac  rehabilitation  have  been  worked 
out  and  firmly  established.  They  need  to 
be  more  widely  applied  to  the  patient  with 
coronary  heart  disease.6  The  steps  toward 
cardiac  rehabilitation  are  many  and  weari- 
some for  physician  and  patient  alike,  but  as 
an  Oriental  proverb  so  aptly  states,  “A 
journey  of  1,000  miles  begins  with  a single 
step.”  Since  the  heart  patient  consults 
the  physician  for  treatment  and  care,  the 
physician  must  take  the  first  step  with  his 
patient  along  the  long  road  of  return  to 
work.  The  physician  bears  the  responsi- 
bility for  beginning  the  way  back  to  re- 
covery and  work.  His  attitude  and  action, 
communicated  orally  or  in  the  unspoken 
language  we  so  often  use,  can  unlock  the 
door  to  successful  cardiac  rehabilitation  or 
forever  slam  it  shut  by  unduly  frightening 
or  overrestricting  the  cardiac  patient  Un- 
less the  physician  offers  a heart  patient 
rehabilitation,  can  he  in  good  conscience 
say  he  is  doing  all  he  can  for  that  patient? 
If  the  physician  helps  the  patient  develop 
a pattern  of  living;  enables  him  to  enjoy  his 
physical  and  mental  capacities  with  due  al- 
lowance for  his  cardiac  impairment;  restores 
his  greatest  physical,  mental,  vocational, 
and  economic  usefulness  and,  if  employable, 
the  opportunities  for  gainful  employment 
in  a competitive  world,  then  he  is  practicing 
cardiac  rehabilitation — a high  art  of  which 
a physician  is  capable.  He  becomes  the 
healer  and  fulfills  the  role  in  society  that 
philosophers  over  the  centuries  have  ac- 
corded the  true  physician. 

Cardiac  rehabilitation  begins  early.  In 
our  heart-conscious  culture,  the  patient 
with  a heart  attack  suffers  detrimental 
psychologic  reactions  ranging  from  a denial 
of  illness  to  abject  fear.  The  fears,  anxie- 
ties, and  emotions  of  the  patient  with  an 
acute  myocardial  infarction  affect  the 
ignorant  layman  and  even  the  most  in- 
formed physician.  A thirty-six-year-old 
physician  near  Albany  took  an  electro- 
cardiogram after  he  developed  chest  pain 
during  hospital  rounds,  looked  at  it,  turned 
pale,  and  cried,  “My  God,  I am  dying!” 
In  a few  minutes  he  was  dead.  Did  he  die 
from  his  coronary  occlusion  or  from  fright? 
Who  can  tell,  and  what’s  the  difference? 
He  was  dead. 
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Thus,  it  is  important  for  the  physician  to 
reassure  his  patient  and  skillfully  handle  the 
psychologic  factors  during  the  acute  phase. 
It  is  during  this  period  that  the  groundwork 
must  be  laid  for  recovery  and  the  return 
to  work.  The  patient  should  be  reas- 
sured about  himself,  his  family,  and  his 
job.  He  should  be  helped  to  resolve  his 
severe  traumatic  stress  situation  and  the 
elements  of  uncertainty  and  concern  that 
face  him  in  the  future.  Statistics  are  a 
frail  straw  for  a patient,  but  they  can  com- 
fort him  in  his  hour  of  distress.  Inform 
him  that  most  patients  with  coronary 
occlusion  recover  and  return  to  work.  Ex- 
plain to  him  optimistically  what  he  can  do 
to  get  well.  Keep  in  mind  that  he  is  also 
worried  about  the  necessity  for  modifying 
his  activities  and  for  returning  to  work. 
Many  cardiac  patients  are  depressed  by  the 
absurd  fantasy  that  exertion  leads  to 
death — a fiction  which  the  heart  associa- 
tions try  to  replace  with  fact.  The  New 
York  State  Heart  Assembly  and  its  chap- 
ters are  trying  to  improve  the  heart  climate 
in  each  community.  Its  public  education 
program  attempts  to  show  that  heart 
disease  is  neither  as  bad  nor  as  inevitably 
fatal  as  people  think  and  that  modern  ad- 
vances in  therapy  have  improved  the 
prognosis  of  the  illness. 

Too  many  physicians  in  this  country 
and  abroad  tend  to  overlook  the  psycho- 
logic and  emotional  factors  in  heart  disease 
because  of  their  preoccupation  with  the 
more  urgent,  life-saving  measures.  Studies 
at  the  Cleveland  Work  Evaluation  Clinic 
have  pointed  up  the  importance  of  reassur- 
ance and  skillful  handling  of  the  psychologic 
factors  of  heart  disease.1  At  this  clinic, 
over  71  per  cent  of  1,700  clients  required 
emotional  reassurance  and  interpretation 
of  their  cardiac  condition  before  they  could 
be  rehabilitated.  Studies  of  232  cardiac 
patients  in  Sweden  revealed  widespread 
psychologic  problems  such  as  anxiety  and 
insecurity,  of  which  their  physicians  were 
unaware.7  Patients  with  myocardial  in- 
farction complained  about  the  lack  of  in- 
formation about  their  condition  and  their 
future.  Their  physicians  had  “too  little 
time”  to  speak  to  them.  Remember  that  the 
patient  is  worried  about  himself,  his  family, 
and  his  job.  Listen  to  him  and  his  fears. 
Much  can  be  learned  by  listening  with  a 
stethoscope  but  even  more  by  listening  to 


the  patient  himself.  Reassure  him  at  all 
times. 


Returning  the  cardiac  patient  to  work 

The  prescription  for  work  constitutes 
an  important  phase  of  cardiac  rehabilita- 
tion. During  the  first  two  or  three  weeks 
after  the  acute  attack,  the  coronary  patient 
should  rest  in  bed  or  in  a comfortable 
easy  chair.  He  can  be  lifted  into  the 
chair  without  effort  on  his  part,  even  in  the 
acute  phase.  Later,  he  can  get  into  the 
chair  himself  and  spend  more  time  out  of 
bed.  In  three  to  four  weeks  he  may  walk 
around  slowly  in  his  room.  In  five  to  seven 
weeks  after  his  heart  attack,  he  may  go  up 
and  down  stairs  once  daily.  The  average 
coronary  patient  does  this  without  harm 
despite  a layman’s  myth  that  climbing 
stairs  is  dangerous  for  the  cardiac  patient. 
Even  some  physicians  still  maintain  this 
attitude.  Actually,  the  energy  require- 
ments for  climbing  the  average  flight  of 
stairs  is  not  excessive,  and  the  average  heart 
patient  can  safely  walk  up  and  down  stairs 
at  a speed  suitable  for  him  and  one  that 
does  not  produce  symptoms. 

In  two  to  four  months  after  his  heart 
attack,  depending  on  the  patient’s  convales- 
cence and  the  presence  or  absence  of 
symptoms,  the  average  coronary  patient  is 
ready  to  go  back  to  work.  At  this  stage  the 
responsibility  for  cardiac  rehabilitation  still 
rests  with  the  physician,  and  his  task  now 
is  to  determine  the  degree  of  cardiac  dis- 
ability and  any  limitations.  In  most  cases 
this  is  not  difficult.  During  the  patient’s 
convalescence  the  physician  observes  his 
response  to  gradually  increasing  activities 
such  as  walking,  stair-climbing,  and  per- 
formance of  fight  household  activities.  If 
these  activities  have  been  carried  out  with- 
out difficulty,  the  patient  should  be  able  to 
return  to  work  without  limitation.  A good 
work  history,  including  the  work  require- 
ments of  the  patient,  should  be  obtained  at 
this  time.  The  following  check  fist  of  job 
energy  costs,  adopted  from  the  one  used  by 
the  Los  Angeles  Work  Classification  Unit,8 
can  be  used  as  a guide: 

What  are  the  physical  tasks  the  patient 

performs? 

At  what  rate  does  the  patient  work  and  for 

what  periods  of  time? 
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What  are  the  peak  or  higher  levels  of  ac- 
tivity? 

What  emergencies  may  arise,  and  what  is 
the  patient  required  to  do  under  these  circum- 
stances? 

What  hazards  exist  on  the  job  for  the  pa- 
tient or  for  others  (temperature,  fumes,  heavy 
equipment,  and  high  altitude)? 

What  recreational  activities,  hobbies,  or- 
ganizational work,  and  so  on,  does  the  patient 
undertake? 

How  well  trained  and  physically  proficient 
is  the  patient  in  the  performance  of  his  work? 

What  is  the  patient’s  emotional  attitude  to 
his  work? 

What  is  the  patient’s  motivation  to  work? 
Are  there  special  financial  considerations  re- 
garding medical  expense,  compensation  claims, 
pensions,  and  so  on? 

What  is  the  employer’s  attitude  to  rehiring 
patient?  How  flexible  are  the  physical  de- 
mands of  the  job? 

Does  reassignment  raise  questions  of  union 
jurisdiction,  seniority  loss,  or  pay  rate  prob- 
lems? 

What  other  job  prospects  does  the  patient 
have?  Does  he  have  other  training  or  work 
experience? 

What  resources  are  available  for  rehabilita- 
tion and  training?  (Your  heart  association  or 
other  health  and  welfare  agencies  may  be  of 
help  in  this  regard.) 

Cardiac  rehabilitation  requires  no  elabo- 
rate facilities.  Once  the  answers  to  this 
check  list  have  been  ascertained,  the  physi- 
cian knows  the  patient’s  job  requirements, 
and  now  his  ability  to  work  and  meet  the 
requirements  of  his  job  must  be  estimated. 
A complete  physical  examination,  electro- 
cardiogram, cardiac  fluoroscopic  examina- 
tion, and  chest  x-ray  film  will  enable  the 
physician  to  evaluate  the  patient’s  general 
health,  his  cardiac  condition,  and  his  ability 
to  work.  Most  experienced  cardiologists 
can  predict  the  patient’s  ability  to  work 
without  an  exercise-tolerance  test,  but  these 
tests  are  valuable  in  confirming  clinical 
impressions.  The  Master  two-step  exercise 
tolerance  test  is  one  such  simple  office  test 
to  determine  the  patient’s  response  to  ex- 
ercise.8,9 The  energy  requirement  of  this 
test  averages  8.5  calories  per  minute.10 
If  your  patient  performs  this  test  without 
difficulty,  he  can  handle  almost  any  job  in 
industry. 

Blood  pressure  responses  before  and  after 
exercise  provide  additional  parameters  of 
cardiac  function.  When  the  resting  elec- 
trocardiogram is  abnormal,  the  Master 
two-step  test  may  still  be  used  to  assess  the 
work  ability  of  the  cardiac  patient.  This 


test  should  not  be  done  until  three  or  more 
months  after  complete  recovery  from  myo- 
cardial infarction  and  should  never  be  per- 
formed on  patients  with  symptoms  at  rest. 
It  should  always  be  supervised  closely  by  a 
physician,  preferably  under  direct  electro- 
cardiographic monitoring,  and  stopped  at 
any  significant  complaint  or  evident  distress 
by  the  patient. 

With  this  information  the  patient  can  be 
classified  according  to  the  New  York  Heart 
Association  functional  and  therapeutic 
classification  of  heart  disease  which 
follows.11 

Functional  classification 

Class  I.  Patients  with  cardiac  disease  but 
without  resulting  limitations  of  physical 
activity.  Ordinary  physical  activity  does 
not  cause  undue  fatigue,  palpitation,  dyspnea, 
or  anginal  pain. 

Class  II.  Patients  with  cardiac  disease  re- 
sulting in  slight  limitation  of  physical  ac- 
tivity. They  are  comfortable  at  rest.  Or- 
dinary physical  activity  results  in  fatigue, 
palpitation,  dyspnea,  or  anginal  pain. 

Class  III.  Patients  with  cardiac  disease  re- 
sulting in  marked  limitation  of  physical  ac- 
tivity. They  are  comfortable  at  rest.  Less 
than  ordinary  physical  activity  causes  fatigue, 
palpitation,  dyspnea,  or  anginal  pain. 

Class  IV.  Patients  with  cardiac  disease  re- 
sulting in  inability  to  carry  on  any  physical 
activity  without  discomfort.  Symptoms  of 
cardiac  insufficiency  or  of  the  anginal  syn- 
drome may  be  present  even  at  rest.  If  any 
physical  activity  is  undertaken,  discomfort  is 
increased. 

Therapeutic  Classification 

Class  A.  Patients  with  cardiac  disease  whose 
physical  activity  need  not  be  restricted  in  any 
way. 

Class  B.  Patients  with  cardiac  disease  whose 
ordinary  physical  activity  need  not  be  re- 
stricted, but  who  should  be  advised  against 
severe  or  competitive  efforts. 

Class  C.  Patients  with  cardiac  disease  whose 
ordinary  physical  activity  should  be  moder- 
ately restricted,  and  whose  more  strenuous 
efforts  should  be  discontinued. 

Class  D.  Patients  with  cardiac  disease  whose 
ordinary  physical  activity  should  be  markedly 
restricted. 

Class  E.  Patients  with  cardiac  disease  who 
should  be  at  complete  rest,  confined  to  bed  or 
chair. 

These  classes  have  been  correlated  with  the 
work  potential  of  cardiac  patients.  For  ex- 
ample, Class  I patients  can  work  at  a level  of 
4 to  6 calories  per  minute;  Class  II  patients 
at  2.7  to  4 calories  per  minute;  and  Class  III 
patients  at  2.7  or  less  calories  per  minute. 
Another  helpful  rule  of  thumb  is  that  if  your 
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FIGURE  1.  Energy  costs  in  calories  per  minute  for  various  activities.  When  so  expressed,  the  basal  ex- 
penditure is  about  one.  Working  cost  includes  basal  expenditure.  Thus,  numbers  on  illustrations  can  be 
taken  as  roughly  equivalentto  number  of  times  basal  level  the  particulartask  requires.  Actual  equivalence 
is  1 basal  = 1.39  calories  per  minute.13  (By  permission  of  the  A.M.A.  Archives  of  Environmental  Health.) 


patient  can  walk  without  pain  or  dyspnea  up 
and  down  a flight  of  stairs,  he  belongs  to 
Class  I or  II.1? 

The  work  prescription  for  cardiac  pa- 
tients is  then  determined  by  correlating  the 
patient’s  functional  and  therapeutic  classi- 
fication with  the  work  equivalents  of  vari- 
ous activities.  The  energy  costs  for  a 


number  of  activities  appear  in  Figure  1. 
Lists  are  also  available  in  the  general  medi- 
cal literature.1415  The  work  prescription 
for  Class  I and  II  cardiac  patients  is  simple. 
Persons  who  can  walk  up  a flight  of  stairs  at 
a comfortable  pace  without  stopping  to 
pause  or  developing  symptoms  are  likely  to 
belong  to  Class  I or  II.  They  can  perform 
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ordinary  factory  work  that  requires  about 
2 calories  per  minute  and  can  fill  the  average 
job  without  diffiulty. 

On  the  other  hand,  the  work  prescrip- 
tion for  Class  III  patients  is  more  difficult. 


These  people  complain  of  dyspnea  or 
fatigue  on  walking  up  stairs  or  other  physi- 
cal activity.  Sometimes,  a qualified  cardi- 
ologist, a work  classification  unit,  or  a 
sheltered  workshop  can  assist  in  returning 
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your  coronary  patient  to  work.  The 
local  heart  chapter  can  be  asked  where 
such  units  are  located.  The  New  York 
State  Heart  Assembly  supervises  and 
supports  them  in  Nassau  County,  Syracuse, 
Cortland,  Rochester,  and  Buffalo.  These 
units  include  a physician,  vocational  coun- 
selor, social  worker,  and,  wherever  neces- 
sary, a psychiatrist.  They  use  a team 
approach  that  permits  careful  evaluation  of 
the  capabilities  of  the  patient  and  of  his 
job  requirements  and  training,  his  eco- 
nomic needs,  and  his  emotional  problems. 
If  no  such  unit  is  nearby,  the  New  York 
State  Division  of  Vocational  Rehabilita- 
tion may  be  called  on  for  help.  The 
cardiac  patient  is  eligible  for  retraining, 
job  placement,  and  other  services,  pro- 
vided he  is  a resident  of  New  York  State, 
over  the  age  of  fourteen,  has  a permanent 
disability  that  is  a substantial  employ- 
ment handicap,  and  can  become  employ- 
able through  rehabilitation  services  in  a 
reasonable  length  of  time.  Services  are 
not  offered  to  those  who  will  not  be  avail- 
able for  employment  or  who  need  custodial 
care  or  medical  care  for  acute  conditions. 

Sheltered  workshops  test  the  cardiac 
patient’s  ability  to  work  and  his  response  to 
increasing  work  tolerance  under  careful 
supervision.  They  also  measure  his  ca- 
pacity to  relate  to  other  workers,  to  im- 
prove work  habits  and  skills,  and  to  return 
to  normal,  competitive  work.  Here  in 
New  York  City  the  Altro  Workshop  is  an 
excellent  example  of  such  a sheltered 
workshop. 

Summary 

In  summary,  this  critique  of  cardiac 
rehabilitation  emphasizes  the  physician’s 
role  in  rehabilitation  of  the  coronary 
artery  patient.  Success  in  this  interesting 
new  branch  of  medicine  requires  the  physi- 
cian to  accept  a responsibility  that  trans- 
cends the  purely  medical  treatment  of  the 
coronary  patient  and  to  believe  in  the  phi- 
losophy that  patients  with  coronary  artery 


disease  can  and  should  work.  It  means 
he  may  have  to  fight  for  his  patient’s 
right  to  work  and  prove  to  industrial  and 
insurance  groups  that  coronary  patients 
can  work  without  raising  compensation 
costs.  He  will  have  to  resist  pressures  to 
relate  work  and  coronary  artery  disease 
unless  the  facts  substantiate  them.  As 
Dr.  Frederick  Whitehouse, 16  director  of 
rehabilitation  of  the  American  Heart  As- 
sociation, has  written,  “The  placing  of  a 
human  being  on  a job  which  will  take  into 
account  his  physical  capacity,  his  personal 
health  and  happiness,  his  productivity 
and  economic  gain  as  well  as  that  of  the 
company  and  society  is  indeed  worthy  of 
anyone  seeking  the  combined  labor  of 
Hercules  and  the  trials  of  Tantulus.”  This 
is  the  challenge  of  cardiac  rehabilitation. 

References 

1.  Hellerstein,  H.  K.:  Intereducation  and  re-education 
in  the  rehabilitation  of  the  cardiac  patient.  Am.  Heart  J.  58: 
425  (1959). 

2.  Felton,  J.  S.,  and  Cole,  R.:  The  high  cost  of  heart 
disease.  Circulation  27:  957  (May)  1963. 

3.  White,  P.  D.,  Rusk,  H.  A.,  Williams,  B.,  and  Lee, 

P.  R.:  Cardiovascular  Rehabilitation,  New  York,  The 

Blakiston  Division,  McGraw-Hill  Book  Company,  Inc.,  1957, 
p.  15. 

4.  Sagall,  E.  L.:  Heart  disease,  workmen’s  compensa- 

tion and  the  practicing  physician.  New  England  J.  Med.  264: 
699  (1961). 

5.  Sprague,  H.  B.:  Legal  aspects  of  coronary  disease, 
Circulation  22:  627  (1960). 

6.  Katz,  L.  N.,  Bruce,  R.  A.,  Plummer,  N.,  and  Heller- 
stein, H.  K.:  Rehabilitation  of  the  cardiac  patient,  ibid.  17: 
114  (1958). 

7.  Biorck,  G.:  Social  and  psychological  problems  in 

patients  with  chronic  cardiac  illness.  Am.  Heart  J.  58:  414 
(1959). 

8.  Frasher,  W.,  Stivelman,  R.,  and  Horovitz,  L.:  Office 
procedure  as  aids  to  work  prescription  for  cardiac  patients. 
I,  Mod.  Concepts  Cardiovas.  Dis.  32:  769  (Jan.)  1963. 

9.  Idem:  Office  procedures  as  aids  to  work  prescription 
for  cardiac  patients  (II),  ibid.  32:  777  (Feb.)  1963. 

10.  Hellerstein,  H.  K.,  and  Ford,  A.  B.:  Comprehensive 
care  of  the  coronary  patient,  Circulation  22:  1166  (1960). 

11.  New  York  Heart  Association:  Diseases  of  the  Heart 
and  Blood  Vessels;  Nomenclature  and  Criteria  for  Diag- 
noses, 6th  ed.,  Boston,  Little,  Brown  and  Company,  1964,  p. 
112. 

12.  Bruce,  R.  A.:  Evaluation  of  functional  capacity  in 
patients  with  cardiovascular  disease.  Geriatrics  12:  317 
(1957). 

13.  Gordon,  E.  E.:  The  use  of  energy  costs  in  regulating 
physical  activity  in  chronic  disease,  A.M.A.  Arch.  Indust. 
Health  16:  437  (1957). 

14.  Idem:  Energy  costs  of  activities  in  health  and  dis- 
ease, A.M.A.  Arch.  Int.  Med.  101:  702  (1958). 

15.  Passmore,  R.,  and  Durnin,  J.:  Human  energy  ex- 

penditure, Physiol.  Rev.  35:  801  (1955). 

16.  Whitehouse,  F.:  Personal  communication. 


1744  New  York  State  Journal  of  Medicine  / July  1,1965 


gastric  carcinoma  may  manifest  itself  in 
an  atypical  way.  When  a patient  presents 
himself  with  a history  of  recent  change  in 
bowel  habits,  and  sigmoidoscopy  and  barium 
enema  are  nonrevealing,  an  upper  gastro- 
intestinal series  should  be  undertaken 
promptly.  Thus,  a lengthy  delay  in  diagno- 
sis, which  might  increase  the  incidence  of 
morbidity  and  mortality  when  operation  is 
finally  undertaken,  may  be  avoided. 
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There  is  still  no  symptom  or  group  of 
symptoms  by  which  early  carcinoma  of  the 
stomach  can  be  recognized.  The  typical 
complaints  of  epigastric  pain,  weight  loss, 
and  anorexia  occur  very  late  in  the  life  of 
this  lesion  and  may  suggest  at  once  steps 
that  lead  to  the  correct  diagnosis.  As  the 
number  of  presenting  symptoms  decreases 
and  as  the  symptoms  depart  from  that 
group  commonly  associated  with  gastric 
cancer,  so  the  time  required  to  make  the 
correct  diagnosis  lengthens  further.  Un- 
common presenting  symptoms  may  sug- 
gest a diagnosis  of  functional  disease  or,  at 
least,  lead  the  physician  away  from  the 
proper  test  (upper  gastrointestinal  series). 
The  patient  is  also  burdened  with  un- 
necessary procedures  and  with  extra  finan- 
cial costs. 

Several  months  delay  in  making  the 
correct  diagnosis  will  not  necessarily  alter 
the  ultimate  prognosis,  but  some  delays 
are  known  to  be  lengthy.  Boyce1  re- 
ported that  25  per  cent  of  the  patients  in 


his  series  had  a delay  of  more  than  twenty- 
four  months  between  the  onset  of  symptoms 
and  the  time  of  surgery;  85  of  200  patients 
were  treated  medically  outside  the  hospital 
for  periods  ranging  from  two  weeks  to 
two  years.  Harvey  and  his  coworkers2 
also  found  that  30  per  cent  of  their  patients 
had  a delay  of  more  than  one  year  from 
the  onset  of  symptoms  to  surgery.  In 
another  30  per  cent  this  figure  was  as  long 
as  six  months.  More  than  50  per  cent  of 
these  cases  consulted  their  doctor  before 
half  the  duration  of  their  symptoms 
elapsed;  that  is,  the  physician  was  respon- 
sible for  a longer  delay  than  was  the  patient 
in  more  than  half  the  cases.  Such  a delay 
certainly  may  increase  the  incidence  of 
morbidity  and  mortality  when  operation  is 
finally  undertaken. 

It  is  with  this  view  in  mind,  to  decrease 
the  delay  for  which  the  physician  may  be 
responsible,  that  we  would  like  to  bring  to 
attention  the  rare  presenting  complaint 
of  a change  in  bowel  habits  as  the  symp- 
tom in  patients  with  gastric  cancer,  which 
may  first  cause  them  to  seek  medical  aid. 

A recent  change  in  bowel  habits  is  the 
hallmark  of  colon  and  rectum  lesions; 
diarrhea  and  constipation  are  unusual 
signs  of  gastric  malignant  conditions. 
Although  Jordan  and  Hill3  actually  called 
diarrhea  a misleading  sign  of  stomach 
lesions,  a patient  was  seen  recently  with 
just  such  a presenting  complaint.  Barclay 
Crawford,4  in  a large  series,  found  diar- 
rhea present  in  only  0.9  per  cent  of  cases. 

Case  reports 

Case  1.  A man  with  otherwise  negative 
results  from  history  and  physical  examination 
underwent  sigmoidoscopy  and  barium  enema 
examination  with  no  findings.  Gastrointestinal 
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examination  of  the  upper  tract  was  not  thought 
to  be  indicated  for  another  three  months,  when 
vague  complaints  of  dysphagia  became  present. 

Since  the  patient  came  with  a four-month 
history  of  diarrhea  (3  to  5 loose  stools  daily, 
never  at  night,  without  blood  or  mucus)  and 
surgery  was  performed  four  months  later,  both 
the  doctor  and  the  patient  were  responsible  for 
lengthy  and  equal  delays.  After  an  upper 
gastrointestinal  series  showed  positive  findings, 
surgery  revealed  an  extensive  carcinoma  which 
almost  completely  blocked  the  cardioesophageal 
junction,  with  metastases  to  the  liver  and  pan- 
creas and  the  posterior  abdominal  wall.  No 
resection  was  performed.  First  weight  loss 
appeared  after  surgery,  and  the  patient  went  on 
to  develop  ascites  and  succumbed  four  months 
postopera  tively. 

Case  2.  The  patient  had  a history  of  consti- 
pation of  one  month  duration.  For  the  first 
time  in  his  life  he  had  had  a bowel  movement 
every  two  to  three  days  instead  of  daily.  He 
had  no  other  complaints  such  as  melena,  heart- 
burn, or  abdominal  pain.  Some  loss  of  appe- 
tite was  noted  with  weight  loss  of  15  pounds 
during  the  past  year.  A colon  lesion  was  sus- 
pected by  two  physicians,  and  a sigmoidoscopy 
and  barium  enema  were  done.  Both  showed 
normal  findings.  Two  weeks  later,  an  upper 
gastrointestinal  series  revealed  a large  gastric 
carcinoma.  Surgery  performed  one  week  later 
revealed  the  tumor  to  be  extensively  dissemi- 
nated, involving  the  distal  half  of  the  stomach. 
A high  gastrojejunostomy  bypass  procedure  was 
done.  Resection  of  the  lesion  was  not  possible. 
The  patient  expired  two  months  later. 

Comment 

Barclay  Crawford4  states  that  constipa- 
tion is  a very  common  complaint  in  gastric 
cancer.  It  occurred  second  in  frequency 
to  pain  as  a concomitant  symptom,  with 
the  triad  of  anorexia,  weakness,  and  weight 
loss.  As  a first  symptom,  it  occurred  in 
2 per  cent  of  cases  as  opposed  to  pain  as 
the  first  symptom  in  47.5  per  cent. 

Bockus5  states  that  diarrhea  due  to  an 
associated  achlorhydria  or  rapid  stomach 
emptying  may  be  an  important  first 
symptom  in  some  cases  of  advanced  gastric 
carcinoma.  In  other  patients,  constipa- 
tion and  lower  abdominal  pain  or  dis- 
comfort may  seem  of  more  significance 
than  the  gastric  complaints.  This  last 
symptom  may  be  due  to  reduced  food 
intake  or  change  in  diet. 

Gastric  cancer  still  presents  a problem 
in  that  there  can  usually  be  no  early  di- 
agnosis. The  nature  of  the  lesion  is  such 
that  there  is  a lengthy  silent  period,  per- 
haps as  long  as  two  years,  between  the 


time  the  lesion  originates  and  the  time  the 
earliest  signs  or  symptoms  begin.  Mass 
x-ray  screening  of  asymptomatic  patients 
during  this  silent  stage  has  proved  un- 
rewarding. Roach,  Sloan,  and  Morgan6 
in  a study  of  10,000  cases  found  an  in- 
cidence of  one  gastric  cancer  in  476  ex- 
aminations, or  0.2  per  cent.  Twenty-two 
patients  had  moderate  to  mild  symptoms, 
4 had  minimal  complaints,  and  1 had  no 
symptoms.  Dailey  and  Miller7  in  a similar 
study  found  no  x-ray  evidence  of  gastric 
cancer  in  500  men  over  forty-five  years  of 
age  and  free  of  any  symptoms. 

A second  phase  of  gastric  cancer  is  the 
time  interval  between  the  onset  of  symp- 
toms and  the  moment  when  the  patient 
decides  to  seek  medical  aid.  This  interval 
likewise  is  lengthy,  estimated  to  be  an 
average  of  twenty  months  by  Wangen- 
steen8 in  1961.  Much  effort  is  being  made 
to  cut  down  on  this  time  period  by  the 
mass  educational  programs  carried  out  by 
the  American  Cancer  Society  and  by 
cancer  detection  clinics.  Most  people  are 
now  aware  of  the  importance  of  such  signs 
as  weight  loss,  anorexia,  easy  fatigue,  blood 
in  the  stool,  and,  of  course,  change  in 
bowel  habits. 

The  third  stage  of  gastric  cancer,  when 
the  patient  presents  himself  to  the  physi- 
cian with  certain  complaints  and  the  di- 
agnosis is  finally  made,  is  still  an  average  of 
six  months  in  the  United  States.8  In 
Saskatchewan  this  is  reported  to  be  de- 
creased to  one  to  two  months.4  It  is  this 
third  stage  that  could  be  shortened  further. 

Gastric  carcinoma  may  manifest  it- 
self in  an  atypical  way.  Brinton9  in 
1864,  speaking  of  gastric  lesions,  cited 
“The  danger  that  threatens  when  con- 
stipation appears  suddenly  in  an  older 
person  whose  bowels  always  moved  well 
before.  ,r  This  should  be  expanded  to 
include  younger  people  in  whom  gastric 
cancer  is  overlooked  more  easily  because 
of  their  age,  especially  if  the  presenting 
symptoms  are  vague. 

It  should  be  emphasized  that  when  any 
patient  presents  himself  with  a history  of 
recent  change  in  bowel  habits  and  sig- 
moidoscopy and  barium  enema  are  non- 
revealing, an  upper  gastrointestinal  series 
should  be  the  next  prompt  step.  In  this 
way,  an  additional  2 or  3 per  cent  of 
patients  will  have  benefited  from  a virtually 
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nonexistent  third  stage,  for  which  only 
the  physician  is  to  blame. 

115  Beaumont  Street,  Brooklyn  35 
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Did  you  know  . . . 


The  average  patient’s  hospital  stay  is  only 
half  as  long  as  it  was  twenty-five  years  ago. 
The  average  stay  in  1935  was  fourteen  days  and 
today  it  is  7.7.  The  decline  is  attributed  to 
better  medicines,  new  equipment,  and  improved 
treatment. 

Three  fourths  of  all  drugs,  antibiotics,  and 
vaccines  in  hospital  use  today  were  unknown 
ten  years  ago. 

On  the  average,  1 in  7 persons  probably  will  be 
hospitalized  sometime  this  year. 

Nearly  one  and  one-half  million  persons  are 
patients  in  hospitals  on  any  given  day.  More 
than  half  of  them  (720,674)  are  in  psychiatric 
hospitals. 

The  number  of  patients  with  psychiatric 
diagnoses  admitted  to  general  hospitals  is 
estimated  to  be  as  great  as  the  number  of 
patients  admitted  to  state  and  county  mental 
hospitals  (342,483  to  state  and  county  psychiat- 
ric hospitals). 

Hospitals  rank  as  one  of  the  nation’s  largest 
employers.  Total  employment  in  the  7,138 
hospitals  registered  by  the  American  Hospital 
Association  in  1963  reached  1,840,287. 

A general  hospital  employs  241  persons  to 
care  for  every  100  patients.  In  1946,  the  ratio 
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was  148  employes  for  every  100  patients. 

Total  payroll  expense  of  hospitals  in  1963 
reached  $7.3  billion,  accounting  for  66.3  per  cent 
of  the  total  $11  billion  expended  by  all  hospitals. 

Some  large  hospitals  have  200  or  more  dif- 
ferent job  classifications. 

Assets  of  United  States  hospitals  in  1963 
amounted  to  $21  billion,  more  than  $17  billion 
of  which  was  in  physical  plants. 

More  than  145  million  persons,  or  77  per 
cent  of  the  population,  had  some  form  of  volun- 
tary health  insurance  in  1963,  nearly  3.9  million 
more  than  in  the  previous  year. 

Health  insurance  benefits  paid  insured  per- 
sons for  hospital-surgical-medical  care  in  1963 
totaled  $6.9  billion,  an  increase  of  $622  million 
over  the  previous  year. 

The  number  of  births  in  hospitals  declined 
from  3,857,626  in  1962  to  3,784,666  in  1963, 
reflecting  a nationwide  lowering  in  the  birth 
rate. 

Hospitals  now  deliver  97  out  of  every  100 
births  in  the  United  States,  compared  to  37 
of  every  100  in  1935. 

The  average  cost  to  the  short-term  general 
hospital  for  each  day  a patient  spends  in  the 
hospital  is  $38.91.  For  that  sum,  the  hospital 
provides  the  complete  treatment,  bed,  food, 
and  nursing  service  around-the-clock. 
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W e undertook  a study  in  October, 
1962,  consisting  of  a dermatologic  examina- 
tion of  the  entire  patient  population  of 
St.  Barnabas  Hospital  and  The  House  of 
the  Holy  Comforter.  Both  institutions 
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are  in  New  York  City  and  are  dedicated  to 
caring  for  chronically  ill  and  aged  persons. 
Our  purpose  was  twofold:  to  enlarge  the 
total  concept  of  dermato geriatrics1  and  to 
find  answers  to  clinical  problems  in  the 
field,  such  as: 

1.  What  proportion  of  patients  in  an 
institution  present  cutaneous  pathologic 
conditions? 

2.  What  number  of  these  have  condi- 
tions requiring  specialized  attention? 

3.  What  skin  problems  predominate? 

4.  Can  a relationship  between  the 
physical,  medical,  and  historical  back- 
ground of  the  geriatric  patient  and  his 
skin  problem  be  established? 

5.  Does  the  pretibial  area  offer  a likely 
site  for  study  of  the  aging  skin? 

This  report  is  based  on  the  observations 
of  the  first  50  patients  examined  at  both 
institutions. 

The  dermatologic  work-up  included  the 
following:  age,  sex,  dermatologic  history, 
significant  dermatologic  conditions  (with 
special  emphasis  on  disorders  requiring 
specialized  attention),  degree  of  cutaneous 
atrophy  and  dryness  (senile  xerosis), 
skin  changes  involving  the  pretibial  area 
and  gluteal  region,  degree  of  ambulation, 
duration  of  hospitalization,  current  therapy 
and  medication,  drug  reactions  and 
allergies,  and  medical  diagnosis.  Consul- 
tation with  the  attending  physician  or 
resident  completed  the  resume. 


TABLE  I.  Dermatogeriatric  study  group  (50  patients) 

Patients  with 

Derma topathology  Patients  with 

Total  Study  Group  -■ Conditions • Acute  Problems 

Observations  M F Totals  M F Totals  M F Totals 


Ambulation 


Ambulatory 

9 

12 

21 

9 

11 

20 

6 

2 

8 

Semiambulatory 

4 

18 

22 

4 

17 

21 

5 

5 

Bedfast 

1 

6 

7 

1 

6 

7 

1 

1 

— 

— 

— 

— 

— 

■ — 

— 

— 

— 

Totals 

Duration  of  hospitalization 

14 

36 

50 

14 

34 

48 

7 

7 

14 

Less  than  one  year 

10 

12 

22 

10 

11 

21 

6 

3 

9 

More  than  one  year 

4 

24 

28 

4 

23 

27 

1 

4 

5 

— 

— 

— 

— 

— 

■ — 

— 

— 

■ — 

Totals 
Age  (Years) 
Over  sixty 
Under  sixty 

Totals 

14 

13 

1 

14* 

36 

35 

1 

36f 

50 

14 

34 

48 

7 

7 

14 

* Average  age,  78.8;  range,  58  to  93  years, 
t Average  age,  82.32;  range,  69  to  99  years. 
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TABLE  II.  Dermatologic  diagnoses  in  50  geriatric 
patients 

General* 

Pretibial  Dermatoses* 

Senile  seborrhea 

Capillaritis  (Favre) 

(seborrheic  der- 

Excoriations 

matitis) 

Pretibial  nodules 

Gluteal  hyperemia/ 

Achrodermatitis 

erosion 

chronica  troph- 

Contact  dermatitis 

icans 

Vitiligo 

Livido  reticularis 

Nummular  leuko- 

Senile tibial 

derma 

sclerosis  with 

Radiodermatitis 

fibrosis 

Miliaria 

Senile  tibial  erosion 

Senile  pruritus 
Basal  cell  epi- 

Ancillary* 

thelioma 

Antioma /ectasia 

Nummular  eczema 

Seborrheic  kera- 

Guttate leuko- 

tosis 

derma 

Senile  keratosis 

Psoriasis 

Fibroma  / cutaneous 

Folliculitis 

tag 

Herpes  simplex 

Milia 

* General:  those  common  in  geriatric  institutional  prac- 
tice; pretibial  dermatoses:  subject  to  special  study;  and 
ancillary:  conditions  of  almost  universal  occurrence  in  the 
older  patient. 

Observations 

Table  I shows  the  age,  sex,  degree  of 
ambulation,  and  duration  of  hospitalization 
of  the  patients  in  the  study,  and  records 
those  found  to  have  cutaneous  pathologic 
conditions,  and  those  with  acute  skin 
problems  requiring  special  treatment. 

Age,  sex,  and  ambulation.  Women 
far  outnumbered  men.  Their  average  age 
was  over  eighty  years  with  a widely  spaced 
range. 

Most  of  the  women  were  semiambula- 
tory or  bedfast;  two  thirds  were  resi- 
dents for  more  than  one  year.  Men,  in 
contrast,  tended  to  be  generally  younger 
with  a broader  age  range  for  the  group; 
they  were  less  likely  to  be  semiambulatory 
or  bedfast  or  to  have  been  residents  as 
long  as  the  women. 

Incidents  of  dermatogeriatric  dis- 
ease. Skin  pathologic  conditions  were 
found  in  96  per  cent  of  the  patients. 
Twenty-nine  per  cent  of  these  presented 
dermatoses  required  immediate  attention. 

The  semiambulatory  and  bedfast  pa- 
tient appeared  more  prone  to  dermato- 


a study  of  dermatogeriatric  problems  in 
the  chronic  disease  hospital  showed  that  the 
majority  of  patients  have  a skin  disorder  and 
that  a third  have  conditions  which  require 
special  treatment . Women  having  greater 
disability  and  longer  hospitalization  seemed 
more  likely  to  develop  a skin  problem;  in  men, 
the  converse  was  true,  attributable  perhaps  to 
the  shorter  hospital  stay,  lesser  physical 
disability,  and,  in  general,  younger  age  of 
the  men.  Other  findings  indicate:  a relation- 
ship between  the  physical  and  medical  status 
of  the  geriatric  patient  and  his  skin  disorder; 
new  and  significant  skin  conditions  involving 
the  pretibial  area;  and  a relatively  high 
incidence  of  drug  eruption. 


pathologic  conditions  than  the  ambulatory, 
particularly  among  women  patients.  Long 
hospitalization  in  this  group  seemed  to  in- 
crease the  likelihood  of  developing  cutane- 
ous symptoms.  * In  men,  a skin  condition 
appeared  more  frequently  in  the  ambula- 
tory patient  of  shorter  hospital  stay. 

Similar  patterns  were  noted  in  those 
patients  having  an  acute  dermatologic 
problem. 

Dermatogeriatric  disorders.  Twen- 
ty-six different  conditions  were  diagnosed. 
Single  and  multiple  diagnoses  were  about 
equally  divided.  Table  II  lists  the  derma- 
toses which  were  uncovered. 

Immediate  dermatologic  problems. 
Twenty-nine  per  cent  of  the  patients  who 
presented  a cutaneous  problem  had  a 
condition  which  was  symptomatic,  un- 
controlled by  current  management,  or 
required  specialized  attention.  These  in- 
cluded: senile  seborrhea,2  nummular  ec- 

zema, senile  tibial  scleroderma  and  erosion, 
senile  and  seborrheic  keratoses,  miliaria, 
contact  dermatitis,  radiodermatitis,  and 
basal  cell  epithelioma. 

Influencing  factors.  Each  derma- 
tologic problem  was  studied  in  relation  to 
age,  sex,  degree  of  ambulation,  duration  of 
hospitalization,  past  dermatologic  history, 
and  medical  diagnosis.  The  following 
seemed  significant: 

Seborrheic  dermatitis  (senile  seborrhea) 
was  most  common  in  men  and  appeared 
more  frequently  in  the  ambulatory  pa- 
tient, hospitalized  for  less  than  a year; 

* An  exception  may  lie  in  the  newly  admitted  patient 
who  presents  a skin  problem  which  developed  under  less 
specialized  care. 
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FIGURE  1.  Pretibial  senile  calcinosis.  Note  three 
nodules  4 to  5 mm.  in  diameter  arranged  in  linear 
fashion  just  medial  to  anterior  tibial  crest. 


senile  pruritus  and  excoriations  (without 
such  underlying  pathologic  conditions  as 
xerosis  or  dermatitis)  occurred  most  often 
in  patients  of  long  institutional  residency 
and  in  those  unable  to  respond  to  ques- 
tioning; and  gluteal  hyperemia  (hypo- 
static dermatitis)  or  erosion  was  most 
common  in  women  who  were  semiambula- 
tory or  bedfast  with  a long  history  of 
hospitalization.  These  patients  too  were 
unable  to  provide  adequate  histories  be- 
cause of  mental  deterioration. 

In  comparing  the  dermatologic  and 
medical  diagnoses,  seborrheic  dermatitis 
(senile  seborrhea),  vitiligo,  and  nummular 
leukoderma  were  associated  with  such 
neurologic  disorders  as  chronic  brain  syn- 
drome, Parkinsonism,  and  hemiplegia  (cere- 
brovascular accident);  psoriasis  with 
rheumatoid  arthritis;  gluteal  erosion  with 
hip  fracture  and  chronic  brain  syndrome, 
generalized  carcinomatosis,  and  hemiplegia 
(cerebrovascular  accident);  and  excoria- 
tions and  pruritus  with  pathologic  senility. 

Dermatologic  history.  A dermato- 
logic history  showed  negative  findings  in 
45  per  cent,  unreliable  findings  in  37  per 
cent,  and  positive  findings  in  18  per  cent. 
The  conditions  described  were  lichen 
planus,  psoriasis,  stasis  dermatitis  and 
ulcer,  nummular  eczema,  impetigo,  sebor- 
rheic dermatitis,  atopic  dermatitis,  gluteal 
erosion,  and  decubitous  ulcer.  Any  re- 
lationship between  the  past  dermatologic 
disease  and  the  condition  uncovered  during 
the  course  of  this  study  was  not  apparent, 
except  when  the  latter  remained  a problem 
at  the  time  of  examination,  namely  pso- 


FIGURE 2.  Pretibial  senile  calcinosis.  Well-de- 
fined nodule  located  in  deep  cutis  and  fat  with 
traces  of  calcium  and  inflammatory  reaction. 


riasis,  stasis  dermatitis,  and  the  neuro- 
dermatoses. 

Pretibial  dermatoses.  Nineteen  pa- 
tients (38  per  cent)  presented  cutaneous 
problems  involving  the  pretibial  area. 
The  average  age  of  these  exceeded  the 
total;  men  seemed  more  prone  to  trouble 
than  women.  The  underlying  medical 
diagnosis  followed  no  special  pattern. 
However,  central  nervous  system  damage 
was  noteworthy  in  a third  (Table  II). 

In  3 patients,  single  and  grouped  (2  or 
3 in  a row),  hard  nodules,  measuring  3 to  4 
mm.  in  diameter  and  running  a short 
distance  on  either  side  of  the  anterior 
tibial  crest,  were  discovered  (Fig.  1). 
These  lesions  were  movable  and  not  at- 
tached to  the  underlying  structures.  They 
were  entirely  asymptomatic,  and  their 
duration  was  unknown  to  the  patient. 
Biopsy  revealed  a well-circumscribed  cal- 
cium pellet  (Fig.  2).  Since  the  nodules 
have  not  been  described  as  a dermato- 
geriatric  problem  and  because  they  may 
represent  an  earlier  inflammatory  pan- 
niculitis, further  study  is  under  way. 

Xerosis  and  atrophy.  Ten  patients 
presented  a markedly  dry  and  scaly  skin 
which  is  commonly  associated  with  aging; 
however,  pruritus  was  missing  in  all. 

Cutaneous  atrophy  was  noteworthy  in 
28  patients  (56  per  cent);  4 showed  a 
remarkable  picture  of  thinned,  parchment- 
like skin  most  prominent  on  the  dorsa  of 
the  hands,  forearms,  and  legs.  Thirty-six 
per  cent  showed  lesser  changes.  Rheuma- 
toid arthritis  of  long  standing  and  pro- 
nounced atrophy  were  frequently  as- 
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sociated;  the  latter  apparently  was  un- 
related to  steroid  therapy. 

Drugs  and  medications.  Oral  medica- 
tion was  prescribed  almost  universally  and 
included  a wide  variety  of  drugs.  Four 
patients  were  suspected  of  having  a drug 
sensitivity:  An  urticarial  reaction  oc- 

curred following  penicillin  in  1 patient; 
the  specific  drug  could  not  be  identified  in 
a second  such  reaction;  trihexyphenidyl 
hydrochloride  (Artane)  was  associated  with 
gastrointestinal  symptoms  and  pruritus 
in  1 patient;  and  a morbilliform  eruption 
was  noted  in  1 patient  while  taking  a va- 
riety of  medicines;  the  specific  drug  could 
not  be  identified  in  this  case. 

Comment 

This  study  illustrates  clinical  problems 
in  dermatogeriatrics  with  emphasis  on  the 
part  dermatology  must  play  in  the  care  of 
aged  persons.  Our  findings  support  the 
concept  of  a widening  responsibility  in  the 
field  and  the  impression  that  cutaneous 
pathologic  conditions  in  aged  persons  may 
be  related  to  total  medical  economy. 

The  following  points  are  emphasized: 

1.  A dermatologic  problem  was  found 
in  the  majority  of  patients  who  were 
examined.  A third  of  these  had  a condi- 
tion which  was  acute,  requiring  immediate 
and  special  care.  These  dermatoses  repre- 
sent the  spectrum  of  dermatogeriatric 
disorders  which  have  been  described  pre- 
viously (obligatory,  constitutional,  in- 
veterate, and  incidental).3  Inflammations, 
precancer,  and  cancer  are  included. 

2.  The  incidence  of  skin  disease  in  these 
hospital  patients  followed  a discernible 
pattern:  Women  having  greater  disability 
and  longer  hospitalization  seemed  more 
likely  to  develop  a skin  problem.  In 
men,  the  converse  was  true.  Perhaps  this 
finding  is  explained  by  the  shorter  hospital 
stay,  lesser  physical  disability,  and,  in 
general,  younger  age  of  the  men. 

3.  A relationship  between  the  physical 
and  medical  status  of  the  geriatric  patient 
and  his  skin  disorder  seems  likely.  Al- 
though this  study  is  too  limited  to  explore 
fully  this  interdependence,  a clinical  picture 
is  emerging  based  on  the  total  view  of  the 
patient. 

For  example,  senile  pruritus  with  or 
without  excoriations  appeared  predom- 


inately in  patients  of  long  hospital  residency 
and  in  those  with  chronic  brain  syndrome 
and  pathologic  senility.  In  these  cases 
the  disorder  was  either  localized,  affecting 
an  extremity  or  limited  area,  or,  occasion- 
ally, generalized.  Treatment  was  entirely 
ineffectual.  No  seasonal  variation  was 
detected  and  none  of  the  patients  showed  a 
remarkable  dryness  or  atrophy  of  the  skin 
which  is  usually  associated  with  the 
syndrome.  Symptoms  lasted  from  one  or 
two  weeks  to  a month  or  more.  Con- 
versely, none  of  the  patients  with  marked 
senile  xerosis  complained  of  pruritus.  Our 
impression  is  that  senile  pruritus  may  be 
linked  primarily  to  supratentorial  changes 
and  to  dry  skin,  although  this  latter  factor 
is  not  invariable  and  may  be  less  important 
than  imagined.  Secondarily,  senile  pru- 
ritus may  depend  on  underlying  neuro- 
dermatitis of  long  standing,  autosensitiza- 
tion (dry  type),  unattended  senile  sebor- 
rhea, and  contact  dermatitis.  Treatment 
based  on  this  view  may  be  less  frustrating 
than  accepting  all  senile  pruritus  as  an 
intractable  and  inevitable  product  of  the 
aging  skin. 

4.  The  pretibial  area  proved  a sur- 
prisingly productive  source  of  dermato- 
geriatric conditions.  The  spectrum  of 
cutaneous  vascular  changes,  from  asympto- 
matic superficial  capillaritis  on  the  one 
hand  to  pigmentation  with  sclerosis  and 
fibrosis  and  the  end  stage  of  stasis  derma- 
titis on  the  other,  was  observed  from  pa- 
tient to  patient.  Between  the  extremes 
were  erosion  and  ulceration  which  may  be 
primarily  vascular  or  secondary  to  trauma. 
The  finding  of  pretibial  calcinosis  in  the 
oldest  patients  in  the  group  and  its  possible 
significance  as  a dermatogeriatric  problem 
points  up  the  rewards  of  continuing  clinical 
study  in  the  aged.4 

5.  A dermatologic  history  in  elderly 
persons  proved  to  be  unreliable  and  im- 
possible to  obtain  in  many  cases.  Except 
for  the  data  which  can  be  collected  by  an 
especially  designed  questionnaire,5-7  this 
facet  of  dermatologic  examination  remains 
to  beimproved. 

6.  The  rational  of  drug  therapy  in 
elderly  persons,  the  choice  of  specific 
agents,  and  the  number  of  medicines  usu- 
ally prescribed  for  elderly  patients  must  be 
studied  more  closely  in  the  light  of  the  drug 
reactions  uncovered  in  our  study  group. 
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Summary 


of  drug  eruption  in  this  series  of  cases. 


A study  of  dermatogeriatric  problems  in 
the  chronic  disease  hospital  showed  that 
the  majority  of  patients  have  a skin  dis- 
order and  that  a third  have  conditions 
which  require  special  treatment.  Other 
findings  indicate:  an  emerging  pattern  of 
relationship  between  medical  status,  in- 
cidence, and  type  of  skin  disorder;  new 
and  significant  skin  pathologic  conditions 
involving  the  pretibial  area;  need  for  a 
new  concept  of  senile  pruritus;  unre- 
liability of  dermatologic  history  in  aged 
persons;  and  a relatively  high  incidence 
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Diagnosis  and 
Management  of 
Skin  Cancer 


CHARLES  J.  McPEAK,  M.D. 

New  York  City 

From  Memorial  Hospital  for  Cancer  and  Allied  Diseases 


Since  the  skin  is  the  organ  in  immediate 
contact  with  the  body’s  surroundings,  it 
is  subject  to  a multiplicity  of  traumas. 
The  reactions  of  the  skin  to  these  insults 
are  many  and  variable.  Moreover,  many 
of  the  systemic  diseases  and  metabolic  and 
hormonal  alterations  may  be  manifested  by 
skin  and  pigment  changes.  The  reactions 
to  thermal  or  chemical  burns  and  the  aller- 
gic and  contact  dermatoses  constitute  less 
of  a diagnostic  problem  than  do  the  acute 
and  chronic  skin  infections  of  bacterial  or 
viral  origin.  The  mycotic  as  well  as  the 
parasitic  infestations  may  constitute  an 
even  more  vexing  dermatologic  diagnostic 
problem. 

The  frequency  of  occurrence  of  skin 
lesions  helps  to  make  them  relatively  ac- 
ceptable to  and  tolerated  by  patients. 
Also,  their  slow-growing  character  coupled 
with  ease  of  observation  obviate  the  drama 
of  “change”  in  skin  lesions.  For  obvious 
reasons  the  differentiation  of  the  benign 
skin  lesion  from  the  early  skin  cancer  de- 
serves particular  attention.  Although  the 
clinical  appearance  of  benign  and  malignant 
lesions  of  the  skin  may  be  deceptively  simi- 
lar, the  prognosis  for  the  patient  is  unin- 
fluenced by  this  obstacle  of  identification. 


EARLY  differentiation  of  precancerous 
nevi  and  early  melanomas  from  the  several 
varieties  of  moles  is  important.  In  malignant 
melanoma,  basal  cell  carcinoma,  and  squamous 
cell  carcinoma,  surgical  excision  is  necessary, 
although  x-ray  therapy  sometimes  is  used. 
Complete  excisional  biopsy  should  be  done  of 
any  questionable  nevus  and  of  any  lesion 
that  appears  to  be  a junctional  or  compound 
nevus,  especially  those  occurring  on  non- 
pig mented  parts  of  the  body,  those  subject  to 
true  chronic  irritation,  and  those  occurring  in 
the  mucous  membranes.  Biopsy  specimens 
of  pigmented  lesions  should  be  obtained  by 
complete  excision  of  the  nevus  with  a 4 to  5 
mm.  margin  of  normal  skin. 


This  is  particularly  so  in  the  case  of  mel- 
anoma, in  which  the  small,  unobtrusive, 
asymptomatic  lesion  may  first  reveal  its 
true  character  by  regional  node  metastases, 
and  because  of  the  very  presence  of  these 
regional  lymph  node  metastases  the  pa- 
tient has  less  than  a 15  per  cent  chance  of 
survival ! 1 

Precancerous  nevi,  as  well  as  the  early 
melanoma,  are  to  be  differentiated  from 
the  several  varieties  of  moles.  Although 
the  vast  majority  of  pigmented  nevi  are 
benign,  those  that  are  potentially  harmful 
can  be  so  devastatingly  malignant  as  to 
demand  our  critical  attention.  Allan,2 
in  his  histo genetic  correlation  of  nevi,  in- 
dicates that  melanoma  of  the  skin  arises 
from  the  junctional  or  compound  nevus. 
The  melanoma  that  is  said  to  arise  at  a 
site  where  no  precursory  skin  lesion  existed 
does  not  disprove  this  statement,  for  one 
has  only  to  examine  skin  beneath  an  ultra- 
violet lamp  to  detect  nevi  that  previously 
were  not  visible  in  ordinary  light.  Further- 
more, the  increased  pigmentation  and  new 
nevi  that  arise  as  a result  of  endocrine  in- 
fluences, as,  for  example,  during  pregnancy, 
add  further  testimony  to  this  observation. 

Pigmented  nevi 

Junctional  nevus.  Microscopically, 
the  junctional  nevus  is  confined  to  the 
epidermal  layer  of  skin  and  is  characterized 
by  “nests”  of  epithelial  cells  at  the  base  of 
the  epidermis.  The  differentiation  of  an 
active  junctional  nevus  and  an  early  or 
superficial  melanoma  may  require  a fine 
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discernment,  and  if  for  no  other  reason, 
this  lesion  warrants  our  suspicion.  The 
junctional  nevus  may  be  found  in  any  area 
of  the  skin  or  visible  mucous  membrane. 
It  is  smooth,  soft,  and  flat  but  may  be 
raised  just  enough  to  give  the  appearance 
of  a dab  of  dark  brown  paint  on  the  skin. 
It  does  not  contain  hair.  The  depth  of  the 
color  is  dependent  on  the  amount  of  pig- 
ment the  nevus  contains.  However,  it  is 
usually  of  a black-brown,  “black-coffee” 
color.  The  junctional  nevus  may  measure 
several  centimeters  in  diameter  but  usu- 
ally less  than  1 cm. 

Intradermal  nevus.  Intradermal  nevi 
may  be  many  shades  of  brown,  depending 
on  the  amount  of  pigment  they  contain. 
They  may  be  smooth  or  wrinkled  and  pap- 
pillary  and  often  contain  hair.  Generally, 
they  are  elevated,  soft,  and  compressible. 
This  type  of  nevus  is  usually  not  found  on 
the  genitalia  or  on  the  nonpigmented  areas 
of  the  hands  or  feet,  that  is,  the  palms  and 
soles. 

Microscopically,  the  epidermis  is  intact, 
but  it  may  be  attenuated.  The  neo- 
plastic cells  are  confined  entirely  to  the 
dermal  layer  of  the  skin.  The  intra- 
dermal nevus  offers  little  likelihood  of 
becoming  a malignant  melanoma. 

Compound  nevus.  Clinically,  these  le- 
sions appear  to  be  intradermal  nevi  with 
perhaps  some  darker  areas  of  pigmenta- 
tion. Microscopically,  they  contain  the 
elements  of  a junctional  nevus  confined  to 
the  epidermis,  superimposed  on  the  fea- 
tures of  the  intradermal  nevus  within  the 
dermal  layer  of  skin.  By  virtue  of  the 
junctional  component  they  may  have  a 
malignant  potentiality. 

Jadassohn  nevus.  The  blue  (Jadas- 
sohn) nevus  acquired  its  name  from  its 
clinical  appearance;  these  nevi  have  a 
blue-black  or  slate-blue  color.  They  are 
usually  less  than  1 cm.  in  diameter  and 
nearly  always  round.  They  are  slightly 
elevated  and  have  a rather  firm  consistency. 
On  examination  they  give  the  sensation 
of  a smooth,  discrete  discoid  nevus.  They 
are  most  commonly  seen  on  the  dorsum  of 
the  hands  and  forearms  as  well  as  on  the 
face  and  scalp. 

Sclerosing  angioma.  Found  almost 
exclusively  on  the  lower  extremity  and 
most  often  below  the  knee,  the  sclerosing 
angioma  is  indeed  characteristic  in  its  ap- 


pearance. The  firm  or  disklike  quality  of 
the  lesion  is  attributable  to  the  fibrous 
tissue  content.  These  disklike  areas  are 
confined  entirely  to  the  skin.  The  periph- 
ery is  light  brown  in  color,  imparting  the 
suggestion  of  a halo  about  the  pink,  more 
vascular  central  raised  portion.  Although 
these  lesions  may  grow  to  several  centi- 
meters in  size,  they  are  usually  less  than  1 
cm.  in  diameter.  Other  than  representing 
another  skin  lesion  in  the  list  of  differential 
considerations,  this  lesion  is  of  no  im- 
portance beyond  its  cosmetic  significance. 

Pyogenic  granuloma.  Although  the 
nonpigmented  form  of  melanoma  is  com- 
paratively rare,  when  it  does  occur  it  may 
be  confused  with  the  harmless  pyogenic 
granuloma.  These  granulomas  are  small, 
measuring  approximately  1 cm.  in  diameter. 
They  may  vary  from  pink  to  a deep  vio- 
laceous color.  Although  they  may  be 
sessile  in  character,  they  are  most  often 
pedunculated.  Because  of  their  vascular 
structure  they  macerate  and  bleed  easily. 
They  can  be  traced  to  trauma  in  most  in- 
stances. 

Subungual  hematoma.  Subungual  he- 
matoma may  simulate  a subungual  mela- 
noma, especially  when  there  is  no  history  of 
trauma.  However,  the  melanoma  or  sub- 
ungual nevus  often  has  some  brown  pig- 
mentation in  the  eponychium,  or  the  soft 
tissues  of  the  nail  bed,  to  aid  in  its  differen- 
tiation from  the  subungual  hematoma. 

Hemangioma.  Hemangiomas  are  more 
common  in  infants  and  always  a shade  of 
red  or  purple  in  color.  They  are  usually 
compressible,  blanch  with  pressure,  and 
rarely  offer  a problem  in  differential  diag- 
nosis. 

Kaposi’s  sarcoma.  When  a solitary 
skin  lesion  is  the  first  manifestation  of 
Kaposi’s  sarcoma,  it  may  indeed  resemble 
the  amelanotic  melanoma.  Although  it 
may  defy  differentiation  by  any  means 
short  of  biopsy,  nevertheless  a Kaposi’s 
sarcoma  is  more  characteristic  of  a blood 
vessel  tumor;  it  is  raised,  moderately 
firm,  usually  circular,  and  may  blanch 
on  compression.  The  most  common  areas 
of  Kaposi’s  disease  are  the  legs  and  feet. 
This  disease  is  usually  seen  in  the  middle- 
aged  or  older  male  whose  ancestors  came 
from  the  Mediterranean  countries. 

Pigmented  basal  cell  carcinoma. 
Pigmented  basal  cell  carcinoma  is  usually 
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found  on  the  upper  half  of  the  body, 
particularly  the  head  and  neck  area.  Al- 
though there  are  exceptions,  it  is  usually 
less  than  1 cm.  in  diameter,  is  somewhat 
raised  and  firm,  and  has  shiny  edges. 
The  surface  may  be  irregular  and  nodular 
or  smooth.  The  pigment,  although  deep 
in  color,  is  irregular  in  distribution.  Be- 
cause of  the  deep  color,  the  differentiation 
from  melanoma  is  often,  of  necessity,  a 
microscopic  one. 

Seborrheic  keratoses.  Arising  from 
the  epidermal  layer  of  the  skin,  the  rough- 
ened seborrheic  keratoses  are  raised,  often 
with  a domelike  configuration.  They  may 
measure  several  centimeters  in  diameter 
but  usually  measure  less  than  2 cm.  Al- 
though smooth  of  surface,  they  appear  to 
be  suggestively  porous  when  viewed  with  a 
lens. 

Malignant  melanoma 

In  less  than  50  per  cent  of  patients,  no 
known  skin  lesion,  mole,  or  area  of  pigmen- 
tation was  visible  prior  to  the  develop- 
ment of  their  melanoma.  According  to 
Pack,  Lenson,  and  Gerber,3  the  average 
white  person  has  14  to  15  moles  over  his 
body;  some  more  than  100;  and  some  as 
few  as  2 or  3.  Table  I,  using  Pack, 
Lenson,  and  Gerber’s3  data,  compares  the 
average  distribution  of  moles  of  an  an- 
atomic area  with  that  of  melanomas  oc- 
curring in  the  same  area. 

Melanomas  occur  in  males  and  females 
in  nearly  equal  distribution  and  are  seen 
most  frequently  in  sandy-haired,  freckled, 
“rusty ’’-complexioned  persons,  certainly  in 
those  with  fair  skin  who  do  not  tan  readily 
on  exposure  to  the  sun.  Although  mel- 
anoma does  occur  in  the  Negro,  it  is  im- 
pressive that  when  it  does,  it  occurs  pre- 
dominantly in  the  nonpigmented  parts  of 
the  body;  on  the  soles  of  the  feet,  palms, 
and  nail  beds.  A typical  melanoma  is 
rarely  seen  in  the  pigmented  portion  of  the 
Negro  skin. 

By  the  time  a melanoma  has  grown  to 
such  a stage  that  it  ulcerates,  bleeds,  has 
large  contiguous  satellite  areas,  or,  even 
more  ominous,  when  regional  lymph  nodes 
are  detectable,  the  clinical  diagnosis  is 
easily  made.  It  is  the  early  or  small 
melanoma  that  affords  the  reward  of  clini- 
cal differentiation.  This  early  melanoma 


TABLE  I.  Distribution  of  nevi  and  melanomas  in 
various  anatomic  areas 


Area 

Percent- 
age of 
Nevi 

Percent- 
age of 
Melanomas 

Head  and  neck, 

total 

Eye 

Oronasal 

5.0 

2.5 

13.2 

28.9 

Lower  extremity, 

total 

Subungual 

1.6 

17.2 

29.6 

Upper  extremity. 

total 

Subungual 

1.3 

30.2 

10.6 

Genitalia 

0.1 

2.8 

Anorectal  mucosa 

0.0 

1.5 

Trunk 

39.3 

23.6 

Undetermined 

origin 

0.0 

2.6 

may  appear  as  nothing  more  than  a very 
dark,  black-brown  lesion  with  some  eleva- 
tion above  the  surrounding  skin  surface. 
The  edge  probably  has  some  irregularity  of 
contour.  There  may  be  peripheral  pig- 
ment stippling  or  satellitosis  in  the  sur- 
rounding skin.  The  surface  may  be  smooth 
or  show  some  nodular  irregularity.  It 
does  not  contain  hair.  On  palpation,  this 
lesion,  although  it  is  not  hard,  nevertheless 
gives  the  sensation  of  having  more  con- 
sistency than  the  surrounding  normal  skin. 
Certainly,  the  mole  that  begins  to  enlarge, 
change  its  contour,  darken  in  color,  or 
cause  any  symptoms  to  the  patient  must  be 
viewed  with  real  concern  and  handled  ac- 
cordingly. Patient  awareness  of  itching, 
burning,  or  sticking  in  any  skin  lesion  is 
usually  indicative  of  activity;  this  is 
particularly  so  in  the  mole. 

Treatment.  Unless  the  disease  has 
spread  beyond  the  regional  lymph  nodes, 
the  curative  treatment  of  malignant  mel- 
anoma is  surgical  excision.  No  other  cur- 
rent means  of  therapy  is  of  any  proved 
value.  Although  systemic  or  localized 
perfusion  chemotherapy  is  attractive  in  its 
concept,  it  cannot  be  considered  curative 
at  this  time.  Radiation  therapy  likewise 
is  of  no  value  in  the  primary  treatment  of 
melanoma. 

The  primary  site  should  be  completely 
removed,  with  a generous  margin  of  skin 
(5  cm.  or  more),  along  with  the  sub- 
cutaneous fat  and  fascia,  down  to  the 
underlying  muscle.  Where  it  is  anatom- 
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ically  feasible,  this  wide  excision  should  ex- 
tend to  and  include  the  regional  node- 
bearing area,  along  with  all  the  lymphatic 
channels  as  contained  in  the  intervening 
fat,  fascia,  and  skin.  Where  the  location 
of  the  primary  tumor  makes  this  in- 
continuity principle  impractical,  the  re- 
gional nodes  may  be  removed  separately, 
as  a discontinuous  dissection. 

In  those  instances  of  melanoma  of  the 
extremity  in  which  regional  nodes  are 
found  simultaneously  with  the  primary 
tumor  and  in  which  an  in-continuity  dissec- 
tion is  not  anatomically  feasible,  major  dis- 
articulation of  the  extremity  with  removal  of 
the  regional  node-bearing  area  should  be 
considered.  With  this  setting  in  the  lower 
extremity,  hip- joint  disarticulation  with 
deep  and  superficial  groin  dissection  is  the 
operation  of  choice.  With  this  setting  in 
the  upper  extremity,  the  operation  recom- 
mended is  interscapulothoracic  amputa- 
tion, including  the  axillary  contents  in  the 
specimen  and,  at  the  same  time,  readily 
permitting  a low-neck  dissection  with  no 
additive  morbidity  or  loss  of  function. 
Naturally,  before  such  major  amputation 
is  performed,  all  methods  of  detecting 
distant  metastasis  must  be  utilized.  These 
should  include  stereoscopic  and  lateral  x-ray 
films  of  the  chest;  a detailed  and  minute 
examination  of  the  skin  and  subcutaneous 
tissue  of  the  body  for  metastatic  deposits; 
examinations  of  the  bone  marrow  for 
metastatic  cells;  and,  where  possible, 
cytologic  studies  of  the  blood  for  circulat- 
ing metastatic  cancer  cells.  Before  am- 
putating the  lower  extremity  for  melanoma 
confined  to  the  leg  and  groin,  the  abdomen 
also  should  be  explored  to  rule  out  intra- 
abdominal,  notably  hepatic,  metastases. 
Should  any  of  these  studies  or  examinations 
reveal  metastases  beyond  the  limits  of  the 
surgical  specimen,  amputation  should  not 
be  performed. 

End  result.  As  indicated  earlier,  clin- 
ically positive  lymph  nodes  have  indicated 
a poor  prognosis;  in  fact,  only  14.1  per 
cent  of  such  patients  have  survived  five 
years  free  of  detectable  disease  after  treat- 
ment.1 However,  current  evaluation  of 
the  results  of  amputation,  for  those  mel- 
anoma patients  whose  primary  disease  is 
located  in  an  extremity  and  who  have 
regional  node  metastases,  shows  a con- 
siderable improvement  in  survival  rates. 


When  the  disease  has  not  spread  beyond 
its  primary  site  the  five-year  survival 
figure,  50  per  cent,  is  reasonably  encourag- 
ing.1 

Basal  cell  carcinomas 

Basal  cell  carcinomas  are  low-grade 
skin  cancers,  sometimes  referred  to  as 
“rodent  ulcers,”  or  “epitheliomas,”  imply- 
ing their  relatively  confined  or  localized, 
nonmetastasizing  character.  However,  if 
allowed  to  grow  untreated,  these  tumors 
can  progress  to  ulceration,  erosion,  and 
deep  infiltration  of  adjacent  structures. 
This  invasive  potentiality  is  most  striking 
when  the  basal  cell  carcinoma  is  allowed  to 
erode  into  bone  or  mucous  membrane  sur- 
faces. Thereafter,  its  invasive  progress  is 
rapid,  and  treatment  is  much  more  diffi- 
cult and  notably  less  successful.  Also, 
there  are  a few  documented  cases  in  which 
basal  cell  carcinomas  have  metastasized  to 
regional  lymph  nodes  and  beyond.4  5 

By  far  the  greatest  number  of  basal  cell 
carcinomas  occur  in  the  skin  of  the  head 
and  neck,  particularly  the  upper  face  and 
ears. 

Here  again  is  another  skin  cancer  that  is 
most  prone  to  develop  in  the  fair,  thin- 
skinned  person.  Exposure  to  sun,  x-ray 
irradiation,  and  the  trauma  of  weather 
are  important  predisposing  factors.  Pre- 
viously administered  x-ray  therapy,  par- 
ticularly that  given  during  the  pubertal 
ages  for  acne,  not  infrequently  is  followed 
by  skin  cancer  in  later  fife.  Occasionally, 
basal  cell  carcinoma  may  be  found  in  the 
young  adult.  However,  it  is  most  often 
seen  in  the  middle-to  older-aged  group  and 
about  twice  as  frequently  in  males  as  in 
females. 

On  examination,  the  basal  cell  carcinoma 
appears  as  a flat  area  of  roughened  surface, 
with  some  redness  of  the  skin.  However, 
the  typical  basal  cell  carcinoma  is  a slightly 
raised  skin  lesion  with  an  umbilicated  cen- 
tral area  and  raised,  shiny,  “pearly”  edges. 
As  the  lesion  spreads,  the  central  portion 
often  ulcerates,  leaving  it  with  either  a raw 
or  crusted  surface. 

Treatment.  The  preferred  methods  of 
treatment  are  surgical  excision  or  x-ray 
therapy.  Except  in  unusual  circumstances 
in  which  x-ray  therapy  is  more  advanta- 
geous, I consider  surgical  excision  to  be  the 
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best  form  of  treatment.  With  the  ordinary 
basal  cell  carcinoma,  excision  permits  com- 
plete removal  of  the  area,  allowing  for  pre- 
cise microscopic  evaluation  of  the  total  le- 
sion and  the  margins  as  well  as  the  depth 
of  invasion  and  thereby  decreasing  the  like- 
lihood of  recurrence.  It  also  diminishes 
the  more  important  likelihood  of  the  possi- 
ble clinical  error  of  mistaking  squamous 
cell  carcinoma  or  melanoma  for  a basal 
cell  carcinoma.  The  line  of  excision  usu- 
ally can  be  directed  to  conform  with  the 
lines  of  skin  cleavage,  leaving  the  patient 
with  a cosmetic  scar,  if  not  a relatively  in- 
visible one. 

End  result.  Over  90  per  cent  of 
basal  cell  carcinomas  can  be  removed  by 
local  excision,  and  in  this  disease,  which 
is  confined  to  the  skin,  we  can  expect  a 
corresponding  cure  rate. 

Squamous  cell  carcinoma 

Again,  squamous  cell  carcinoma  is  a 
skin  lesion  that  occurs  predominantly  in 
fair-skinned  persons  and  particularly  in 
those  persons  who  are  exposed  to  the  sun 
and  wind.  It  occurs  in  late  middle  age 
or  in  the  sixties.  Some  others  may  de- 
velop squamous  cell  carcinoma  of  the  skin 
at  a younger  age,  but  in  such  patients 
there  is  nearly  always  some  irritating  or 
chemical  predisposing  factor,  such  as  sys- 
temic use  of  arsenicals,  particularly  the 
tri valent  arsenical  compounds;  or  there 
may  have  been  prolonged  contact  with  the 
hydrocarbons  of  heavy  oil,  tar,  or  paraffin. 
In  still  another  group,  squamous  cell 
carcinoma  occurs  in  chronically  healing  or 
vulnerable  old  burn  scars  or  in  areas 
where  there  has  been  prolonged  draining  of 
sinus  tracts. 

As  basal  cell  carcinoma  may  result  from 
x-ray  therapy,  so  may  the  more  ominous 
epidermoid  lesion,  squamous  cell  cancer, 
follow  the  administration  of  x-ray  therapy 
by  several  years.  The  areas  of  prolonged 
fractional  exposure  to  radiation  most  com- 
monly encountered  are  the  unprotected 
hands  of  industrial  workers  using  radio- 
active materials  and  the  hands  of  radiolo- 
gists, surgeons,  and  dentists,  who  may  have 
small  cumulative  exposures  over  several 
years.  Although  these  epidermal  carci- 
nomas may  arise  in  relatively  normal-ap- 
pearing skin,  they  usually  are  superimposed 


on  skin  showing  the  characteristic  effects 
of  prolonged  or  excessive  exposure  to  x-ray 
radiation:  The  skin  is  thin  and  dry,  with 

an  atrophy  of  the  sebaceous  and  sweat 
glands.  There  is  an  associated  telangiec- 
tasia as  well  as  an  irregularity  of  pigmenta- 
tion or  possibly  a complete  destruction  of 
the  pigment-forming  property  of  the  skin. 
A frequent  site  of  late  radiation  change  and 
oftentimes  subsequent  epidermal  carcinoma 
is  the  skin  of  the  face  of  those  patients  who 
were  treated  for  acne  in  their  early  or  late 
teens.  These  carcinomas  may  arise  even 
as  late  as  twenty  years  after  the  radiation. 

The  “spontaneously”  occurring  squa- 
mous cell  carcinomas  develop  on  the  part 
of  the  body  exposed  to  the  sun,  but  the 
group  of  squamous  carcinomas  associated 
with  local  irritations  or  predisposing  chem- 
ical compounds,  heavy  oils,  or  tar  develop 
at  the  site  of  contact  with  the  irritant. 

Treatment.  Localized  squamous  cell 
carcinoma  of  the  skin  may  be  managed  by 
adequate  surgical  excision  with  or  without 
skin  graft  replacement,  depending  on  the  size 
of  the  excision  site.  The  excision  should  ex- 
tend through  the  subcutaneous  fat  and  fas- 
cia down  to  the  underlying  muscle.  An  in- 
continuity regional  node  dissection  is  recom- 
mended if  the  primary  site  can  be  removed 
in  continuity  with  the  node-bearing  area, 
that  is,  the  neck,  groin,  or  axilla.  The  node 
dissection  is  mandatory  if  the  nodes  are 
clinically  involved. 

End  result.  The  cure  rate  for  squa- 
mous cell  carcinoma  involving  the  upper 
extremity  is  approximately  45  per  cent.6 
This  figure  is  an  over-all  cure  rate  and  in- 
cludes those  patients  with  localized  disease 
as  well  as  those  with  axillary  nodal  metas- 
tases.  Also  included  in  this  figure  are 
those  patients  who  required  a major 
amputation  (interscapulothoracic  amputa- 
tion) to  control  their  disease. 

Prophylactic  excision  of  moles 

By  the  time  a nevus  becomes  activated 
or  changes  from  its  benign  state  to  one 
containing  activated,  precancerous,  or  ma- 
lignant cells,  the  future  of  the  patient 
may  be  considerably  altered,  and  all  the 
while  the  visible  and  subjective  character- 
istics probably  have  been  insufficient  to 
evoke  the  patient’s  awareness.  The  differ- 
ence in  the  cure  rate  of  a benign  nevus  and 
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FIGURE  1.  Relative  dimension  of  adequate  ex- 
cisional  biopsy.  Note  full  thickness  of  skin  ex- 
cision. 

an  early  melanoma  is  100  per  cent  versus 
60  per  cent,  not  to  mention  the  great 
disparity  in  the  size  of  the  surgical  excisions. 

Naturally,  one  cannot  recommend  the 
prophylactic  excision  of  all  moles  to  pre- 
vent a rare  melanoma.  However,  some 
selectivity  can  be  exercised  in  these  ex- 
cisions. Our  recommendations  for  pro- 
phylactic excision  of  nevi  are  as  follows 
(1)  complete  excisional  biopsy  of  any 
questionable  nevus  and  (2)  complete  ex- 
cisional biopsy  of  any  lesion  that  appears 
to  be  a junctional  or  compound  nevus, 
especially  those  occurring  on  the  nonpig- 
mented  parts  of  the  body,  palms  and  soles, 


Tobacco  in  cardiovascular  disease 

In  the  everyday  practice  of  medicine,  how 
does  the  physician  answer  the  ever-recurring 
question,  “What  about  tobacco?” 

To  set  down  certain  guidelines  for  handling 
the  problem,  Alexander  Schirger,  M.D.,  and 
Richard  M.  Shick,  M.D.,  writing  in  Minnesota 
Medicine,  discuss  the  role  of  nicotine  in  periph- 
eral arterial  disease,  peripheral  venous  disease, 
coronary  heart  disease,  and  other  heart  disease. 


and  in  the  nail  beds;  those  subject  to  true 
chronic  irritation  (collar  line,  belt  line,  and 
so  on);  and  those  occurring  in  the  mucous 
membranes. 

Biopsy  of  skin  lesions 

With  rare  exceptions,  the  biopsy  speci- 
men of  pigmented  lesions  should  be  ob- 
tained by  complete  excision  of  the  nevus 
with  a 4 to  5 mm.  margin  of  normal  skin. 
With  a field  block  of  local  anesthesia,  so 
that  the  anesthetic  solution  will  not  be 
injected  into  the  immediate  margin  of  the 
lesion,  the  nevus  can  be  excised  without 
distortion  of  the  surrounding  skin  and 
excised  in  the  lines  of  skin  cleavage.  The 
biopsy  specimen  should  include  the  full 
thickness  of  the  skin  (Fig.  1). 

The  exceptions  to  this  policy  of  excision 
biopsy  can  be  envisioned  where  the  pig- 
mented nevus  is  large  and  located  in  an 
area  where  complete  excision  may  con- 
stitute a serious  problem  in  closure  or  re- 
pair or  in  the  cosmetic  result.  However, 
if  the  pathologist’s  report  indicates  that 
the  lesion  is  malignant,  these  considera- 
tions are  of  secondary  importance. 
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They  preface  their  recommendations  with  the 
observation  that  nicotine,  the  vasoactive  com- 
ponent of  tobacco  smoke,  is  a potent  peripheral 
vasoconstrictor.  It  decreases  peripheral  blood 
flow  whether  the  person  is  normal  or  is  suffering 
from  occlusive  arterial  disease.  It  increases 
the  blood  pressure,  pulse  rate,  and  cardiac 
output.  In  the  experimental  compromising  of 
coronary  circulation,  administration  of  nicotine 
increases  cardiac  output  without  commensurable 
increase  in  coronary  blood  flow,  resulting  in 
coronary  insufficiency. 
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P ediatricians  engaged  in  full-time  prac- 
tice often  underestimate  their  potential 
contribution  to  the  health  supervision  of 
school-age  children  by  having  meager 
interest  in  school  programs.  This  im- 
portant community  role  then  falls  by 
default  into  less  qualified  hands.  So 
little  does  organized  pediatrics  think  of 
this  occupation  that  the  most  recent  survey 
shows  that  a mere  3 per  cent  of  all  physi- 
cians engaged  in  school  work,  part  or  full 
time,  are  pediatricians. 1 One  may  ac- 
count for  this  small  response  by  the  general 
feeling  that  institutional  work  must  of 
necessity  be  too  limiting  and  unrewarding 
professionally  and  financially.  This  need 
not  be  true  and,  in  fact,  may  be  quite  the 
opposite. 

Newburgh:  some  demographic  data 

Newburgh  is  approximately  60  miles 
north  of  New  York  City,  has  a stable  “core” 
population  of  approximately  30,000  to 


32,000  people,  and  spreads  to  approxi- 
mately 100,000  people  in  the  suburbs. 
Although  some  suburban  children  attend 
the  city  school  system,  the  elementary 
schools,  with  which  we  are  principally 
concerned,  are  composed  largely  of  resident 
pupils.2  The  public  schools  have  approxi- 
mately 6,884  pupils,2  and  the  parochial 
and  private  schools  have  2,314.  Most 
families  are  in  the  lower  and  middle  in- 
come strata3;  the  children  of  the  latter 
generally  attend  parochial  schools.  One 
public  school  population  is  almost  98 
per  cent  Negro;  30  per  cent  of  the  total 
school  population,  it  is  estimated,  are  of 
Italian  ancestry. 

Administrative  organization 
of  school  services 

There  are  three  major  forms  of  school 
health  service  organization  in  this  country, 
depending  on  local  jurisdiction:  school 

board,  health  department,  and  combined 
school  board  and  health  department. 
Newburgh  city  health  services  are  under 
the  direct  control  of  the  local  school  board. 
New  York  State  has  severed  the  direct 
connection  between  the  physical  education 
and  recreation  division  and  the  health 
service  department  by  the  formation  of  a 
new  division,  “pupil  personnel  services,”4 
which  embraces  all  the  activities  of  health 
services,  services  for  handicapped  children, 
and  psychologic  and  guidance  services,  in 
an  attempt  to  broaden  the  current  school 
policy  of  meeting  the  needs  of  the  “total 
child.” 

Administrative  control  of  school  health 
work,  according  to  Price,5  is  most  often  by 
local  school  board.  A nationwide  survey 
showed  that  the  local  board  is  in  control 
in  60  per  cent  of  the  communities,  the 
local  health  department  in  11  per  cent, 
both  the  board  of  education  and  the 
health  department  in  23  per  cent,  and 
other  agencies  in  6 per  cent.6  Latest 
figures  also  show  that  90  to  95  per  cent 
of  all  school  physicians  are  employed  on  a 
part-time  basis  and  that  on  the  average 
there  is  1 physician  for  every  2,200  pupils 
and  1 nurse  for  every  1,500  pupils.  Total 
school  costs  have  risen  from  $5  billion  in 
1950  to  over  $15  billion  in  1960,  with  a 
national  average  total  expenditure  of 
$250  per  pupil  for  all  elementary  school 
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services.  School  health  services  account 
for  2 per  cent  of  this  total  cost.7 

Objectives  of  school  health  programs 

Most  of  the  surface  controversy  about 
school  health  policy  seems  to  be  concerned 
with  frequency  of  examinations.  As  im- 
portant as  this  question  is,  it  avoids  the 
more  important  problem  of  defining  the 
goals  and  objectives  of  school  health 
programs.  Although  there  are  “few  facts 
or  principles  . . . firmly  established  in  the 
field  of  school  health/’ 5 and  although  wide 
diversity  of  community  structure  and 
resources  make  it  impossible  to  construct  a 
rigid  health  and  education  program  that 
will  meet  all  area  needs,  this  problem  of 
definition  of  purpose  becomes  more  acute 
as  total  educational  services  and  school 
populations  expand  throughout  the  coun- 
try. There  is  “broad  agreement”  that  the 
aim  of  school  health  services  is  the  “protec- 
tion and  improvement  of  children’s 
health,”5  but  there  is  great  diversity  as  to 
ways  and  means  of  achieving  this  goal. 
To  speak  of  school  health  service  objectives 
“in  meaningful  and  measurable  terms” 
becomes,  according  to  Simon,8  an  almost 
impossible  task. 

It  might  be  simpler  to  attempt  to  define 
school  health  service  responsibility,  and, 
in  part,  it  is.  In  the  legal  sense,  “re- 
sponsibility,” as  stated  in  the  Education 
Law  of  New  York  State,  Article  19,  Section 
903,  specifies  that  a health  certificate  must 
be  presented  at  the  beginning  of  each  school 
year  stating  that  the  student  is  in  “fit 
condition  of  bodily  health  to  permit  his  or 
her  attendance  at  the  public  schools.” 
However,  a more  subtle  and  important  part 
of  the  meaning  of  responsibility  is  con- 
cerned with  “responsiveness  to  other  peo- 
ple’s values”8 — in  this  case,  parents’  health 
values. 

The  solution,  then,  to  defining  school 
health  service  goals  and  objectives  is,  in 
reality,  up  to  the  community.  What 
health  values  are  sought  and  desired? 
In  other  words,  what  does  the  community 
want  in  regard  to  health,  as  opposed  to  the 
needs,  as  viewed  by  the  professional  health 
worker?  Do  the  local  school  boards  or 
health  departments  responsible  for  policy 
decisions  respond  to  the  community  de- 
mand? Most  often  the  answer  would  be  a 


negative  one,  since  few  communities  as 
yet  see  the  need  for  a community  or  school 
health  council  to  act  as  a sounding  board 
for  local  group  and  individual  opinion. 
Few  people  would  argue  with  the  State 
education  department’s  school  health  serv- 
ice objectives  of  inspiring  “the  child  with  a 
desire  to  be  well  and  happy”  but  would 
challenge  the  specific  means  the  school 
may  use  to  achieve  this  end.  A particular 
health  problem  may  be  the  school’s  con- 
cern but  the  health  officer’s  or  parents’ 
responsibility.  If  the  aim  of  health  educa- 
tion— and  certainly  all  phases  of  school 
health  services  involve  education — is  to 
help  the  pupil  help  himself,  greater  empha- 
sis must  be  given  this  need  for  feeling  per- 
sonally responsible  for  one’s  health. 

It  seems  regrettable,  therefore,  that  the 
schools,  in  their  desire  to  meet  the  needs 
of  the  “total  child,”  have  somehow  in- 
terpreted this  endeavor  to  mean  the  “total 
needs”  of  the  child  and  have  removed  from 
the  family  the  right  and  responsibility  of 
determining  and  meeting  individual  health 
needs.  Individual  responsibility  is  not 
nurtured  or  encouraged  when  a wide 
variety  of  pupil  personnel  services  are 
offered  on  a mass,  indiscriminate,  ostensibly 
free  basis.  This  is  a problem  that  can  be 
dealt  with  best  on  a local  level,  and  careful 
evaluation  will  determine  whether  or  not 
the  character  and  magnitude  of  the  health 
problem  should  make  it  a public  concern. 

A prime  educational  goal  of  school  health 
programs  must  be  the  appreciation  of 
health  as  a valued  personal  asset.  Chil- 
dren should  be  taught  that  health  is  more 
than  the  absence  of  disease.  Perhaps  too 
much  emphasis  has  been  given  to  the  con- 
cepts of  homeostasis  and  mere  preventive 
medicine.  Homeostasis  implies  a passive, 
almost  static,  self-controlled  state  of  happy 
equilibrium.  We  know  now  that  nature  is 
really  not  that  wise;  that  so-called  natural 
events,  such  as  increasing  obesity  and 
blood  pressure,  diminished  muscle  tonus 
and  cardiac  output,  and  affective  and 
psychologic  changes,  need  not  occur  in  an 
uncontrolled  fashion  with  age.  A positive, 
active  attempt  to  maintain  emotional  and 
physical  health  beyond  school  years  would 
be  a goal  worth  striving  for.  However, 
the  schools  and  all  the  other  community 
agencies  cannot  do  this  for  the  individual — 
this  he  must  do  himself. 
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Frequency  and  purpose  of 
school  health  examinations 

Some  organ  systems  and  functions 
should,  perhaps,  be  screened  every  year 
(vision,  hearing,  genitourinary  tract,  and 
nutrition);  others,  less  often.  There  is 
evidence,  moreover,  that  well-trained 
teachers  and  nurses  can  do  a creditable 
job  of  screening  for  gross  defects.9  Un- 
fortunately, the  political  and  social  issues 
raised  by  this  procedure  have  obscured  the 
medical  ones,  and  this  practice  receives 
little  consideration  today.  More  than 
two  decades,  ago,  Winslow10  reported  on 
the  effects  of  the  New  York  State  annual 
physical  examination  law  and  concluded 
that  it  was  wasteful  and  should  be  replaced 
by  a comprehensive  examination  three 
times  during  school  life.  More  recently, 
Davis11  evaluated  Pennsylvania’s  biennial 
examination  law  as  being  unwarranted  and 
said  that  the  health  level  of  the  school 
population  would  be  improved  materially 
if  the  money  was  spent  in  other  ways; 
Walker  and  Randolph12  said  the  same  of 
Tennessee’s  law.  Jacobziner13-14  came  to 
similar  conclusions  after  years  of  school 
health  work  in  New  York  City.  The 
Academy  of  Pediatrics15  and  the  New  York 
State  Committee  on  the  1960  White  House 
Conference  on  Children  and  Youth  share 
these  views.  The  public — and  here  is 
where  values  assert  themselves — feels  quite 
the  opposite.  The  New  York  State  Youth 
Commission, 16  the  New  York  State  Con- 
gress of  Parents  and  Teachers,  the  Regents 
Advisory  Council  in  School  Health  Services, 
and  1,500  members  of  the  New  York  State 
Association  of  School  Physicians,  who 
negotiate  their  fees  on  a per  capita  basis,  all 
favor  continuance  of  the  annual  examina- 
tion law. 

Neglected  role  of  social  worker 

More  often  than  not,  a child  with  a 
problem  can  be  helped  better  in  an  indirect 
manner,  that  is,  by  not  giving  direct- 
service  but  by  helping  him,  through  his 
parents,  to  help  himself,  by  changing  or 
modifying  his  environment  or  by  seeking 
appropriate  help  outside  of  the  school 
system.  Latest  estimates  show  that  only 
51  per  cent  of  all  the  counties  of  the 
country  have  a full-time  social  worker  in 


child  welfare  work;  49  per  cent  have  no 
full-time  worker;  32  per  cent  have  less 
than  1 worker  per  10,000  children;  and 
only  19  per  cent  have  1 or  more  workers  for 
10,000  children.17  A social  worker  would 
be  employed  for  a school  system  only  in  a 
community  already  endowed  with  extraor- 
dinary resources;  again,  local  community 
values  determine  the  goals.  Prof.  Erich 
Lindemann  of  Harvard  and  others  have  be- 
gun exploratory  studies  in  the  use  of  com- 
munity help  with  emotional  disturbances,  a 
far  more  difficult  problem  than  the  correc- 
tion of  physical  defects  found  in  schools. 
Yet  very  little  recognition  is  accorded  the 
fine  contribution  toward  self-care  that  com- 
munity resources  have  to  offer  if  appro- 
priate, well-trained  social  workers  were 
available  to  more  communities  and  school 
systems. 

Procedural  and  technical  problems 
associated  with  health  examinations 

The  study  by  the  American  Academy  of 
Pediatrics1  revealed  that  the  physician-to- 
pupil  ratio  was  approximately  1:2,200  and 
that  seven  minutes  was  the  average  time 
spent  on  individual  physical  examinations. 
The  reader  is  urged  to  obtain  Price’s5 
excellent  recent  review  on  the  evaluative 
studies  of  school  health  services,  which 
discusses  in  great  detail  the  problems  of 
trying  to  measure  the  effectiveness  of 
school  health  programs  and  the  health 
examination.  The  problems  of  who  should 
perform  the  examinations  (for  example, 
specialists  versus  general  practitioners); 
whether  or  not  the  parent  should  be  pres- 
ent; frequency  of  examinations;  effective- 
ness of  follow-up;  illness  and  absence  rates; 
and  Selective  Service  statistics — are  all 
implicated  when  assessing  results  of  the 
case-finding  part  of  the  school  program. 
Although  substantial  and  spectacular  ad- 
vances in  diagnosis  and  treatment  have 
reduced  mortality  rates,  there  has  been  no 
parallel  change  in  pupil  absence  rates  in  the 
past  two  decades;  in  fact,  the  better  the 
school  health  program,  the  higher  the 
illness  rate. 

Most  school  physicians  would  agree  that 
it  is  unrealistic  to  assume  that  equal  time 
and  attention  are  given  to  all  pupils.  The 
national  average  of  seven  minutes  provides 
no  real  measure  of  medical  attention. 
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More  time  is  usually  allocated  to  those  in 
greatest  need.  Moreover,  physical  facili- 
ties and  auxiliary  assistance  vary  widely 
throughout  the  country,  and  this  fact 
influences  the  type  of  examination  given. 

Physical  facilities.  Because  school 
health  personnel  seldom  are  consulted  by 
architects  or  school  boards  when  new 
schools  are  constructed,  the  physical  ar- 
rangement of  the  health  room  or  suite  may 
vary  from  an  abandoned  storage  room  in  an 
old  school  to  a pleasant,  well-lighted 
dispensary  in  a modern  one.  Equipment 
is  similarly  variable,  so  that  even  funda- 
mental measuring  tools  are  antiquated. 
Rarely  is  a modern,  direct-reading,  “tor- 
sion” balance  or  metal  measuring  scale 
used.  Lighting  is  most  often  subminimal, 
and  special  areas  to  provide  privacy  when 
needed  must  be  achieved  in  a makeshift 
manner. 

Initiating  the  examination.  An  at- 
tempt was  made  to  experiment  with  several 
approaches  to  initiating  the  examination 
in  the  Newburgh  schools.  To  enhance  the 
health  education  aspects  of  the  examina- 
tion, the  school  nurse-teacher  or  classroom 
teacher  would  inform  the  class  one  day 
prior  to  their  examination  about  some  of 
the  things  to  expect,  for  example,  what  the 
physician  looks,  listens,  and  feels  for.  She 
frequently  suggests  bathing  in  preparation 
for  the  examination.  Her  approach  is 
keyed  to  the  level  of  understanding  of  her 
audience.  This  procedure  resulted  in  some 
surprising  responses,  notably,  an  unex- 
pected amount  of  anxiety,  primarily  in 
those  children  who  were  unaccustomed  to 
seek  medical  attention  except  during  illness. 

Disrobing.  Another  problem  was  cre- 
ated when  the  question  of  disrobing  arose. 
Even  if  time  and  space  facilities  were 
suitable  for  individual  examinations,  it  was 
felt  that  group  experience,  especially  at 
the  elementary  age  level,  far  outweighed 
individual  disadvantages  except  for  very 
special  circumstances.  The  attitude  and 
approach  of  the  individual  child  to  this 
procedure  gave  the  health  “team”  (physi- 
cian and  school  nurse-teacher)  a good  deal  of 
information  about  the  child  and  his  family 
that  was  not  revealed  in  the  classroom. 
The  younger-age  groups  needed  help  dress- 
ing and  undressing,  and  here  the  full  scale 
from  dependence  to  self-reliance  was  ob- 
served. The  ethnic  or  socioeconomic 


status  was  no  clue  to  parents’  attitudes 
toward  modesty.18-19-20  Some  children  re- 
fused to  remove  their  shoes  or  shirts,  and 
others  bore  notes  from  parents  requesting 
that  they  not  undress.  The  degree  of 
disrobing  varied  with  the  age  groups. 
Little  children  were  permitted  to  keep  their 
underpants  on,  and  pubescent  girls  were 
permitted  to  wear  slips  also. 

Two  major  health  education  factors 
were  substantiated  by  this  group  ex- 
perience. The  first  was  the  introduction 
to  an  expected  lifelong  experience  which,  in 
this  country,  is  not  encouraged  enough  but 
is  nevertheless  forced  on  all  of  us  at  one 
time  or  another,  at  the  beach,  in  locker 
rooms,  at  work,  or  in  military  service. 
The  second  factor  is  the  overwhelming 
normal  childhood  curiosity  and  interest  in 
the  body  image.  20-22  Not  only  does  this  ex- 
perience provide  a normal  outlet  for  this 
interest,  but  it  also  gives  the  child  an  op- 
portunity to  compare  himself  with  others 
and  often  helps  dispel  the  feeling  of  being 
different.23  Some  students,  when  faced 
with  this  experience,  which  they  somehow 
avoided  until  pubescence,  seized  this  op- 
portunity to  obtain  private  consultation 
for  conditions  such  as  breast  hemihy- 
pertrophy  or  hirsutism  that  they  had 
previously  concealed  from  their  families 
and  family  physicians.24  Children  with 
obvious  disabilities  such  as  severe  psoriasis 
or  chondrodystrophy  were  spared  the  group 
experience  if  they  had  had  no  previous 
exposure  to  it. 

Reporting  of  defects.  Approximately 
10  children  were  examined  each  hour.  A 
special  attempt  was  made  to  obtain  ac- 
curate weight  and  height.  The  gait, 
stance,  spinal  curvature,  male  genitalia, 
heart  and  lungs,  and  skin  were  given  extra 
attention.  Structural  deviations,  even  mi- 
nor ones  such  as  clinodactyly,  were  re- 
corded but  not  reported.  Only  those  de- 
fects thought  correctable  or  in  need  of 
treatment  were  followed  up.  The  findings 
are  recorded  in  Table  I. 

Here,  too,  some  experimentation  was 
attempted.  How  should  defects  be  re- 
ported and  to  whom?25  The  routine  printed 
form  that  stated  vaguely  that  the  child  had 
a “condition”  affecting  his  heart,  lungs,  or 
genitals  was  discarded  for  the  obvious 
reasons  that  it  revealed  nothing  about  the 
severity  of  the  abnormality  or  the  urgency 
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TABLE  I.  Medical  conditions  reported  in  3,447 
elementary  school  children  in  kindergarten  to 
sixth  grade 


Organ  or  System 
Involved 

Number  of 
Children 

Percentage 
of  Group 

Percentage 

of 

Population 

Undescended  testis 
(hernia,  hydrocele) 

45 

16.0 

1.3 

Bones  and  joints 

48 

17.0 

1.4 

Eyes 

7 

2.5 

0.07 

Ear,  nose,  and  throat 

4 

1.4 

0.04 

Skin 

69 

24.0 

2.0 

Lungs 

75 

26.4 

2.2 

Heart 

19 

6.7 

0.6 

Nervous  system 

12 

4.2 

0.4 

Other 

5 

1.8 

0.05 

Totals 

284 

100.0 

8.06 

of  doing  anything  about  it.23  It  was  de- 
cided that  extra  time  should  be  taken  to 
write  individual  letters  and  discuss  the 
problem  with  the  pupil  and  nurse-teacher. 
At  first,  these  notes  were  addressed  to  the 
parents,  but  because  there  were  always 
some  questionable  abnormalities  and  be- 
cause, on  occasion,  defects  easily  explained 
in  medical  terms  might  be  confusing  or 
ambiguous  in  lay  terminology,26  the  notes 
were  eventually  addressed  to  the  family 
physician  through  the  parent,  who  had  the 
opportunity  to  read  the  communication. 

Our  follow-up  experience  was  similar 
to  Phair’s.9  If  the  original  note  produced 
no  results,  home  visits  and  consultation 
with  parents  did  not  materially  improve 
“correction  rates.”  The  one  exception 
worth  noting  was  the  resistance  of  parent 
and  family  physician  to  accepting  our 
standard  of  20  per  cent  overweight  (com- 
pared to  Stuart’s  curves  and  visual  frame 
estimation)  as  a defect  requiring  medical 
dietary  guidance.  In  a special  study  of 
1,735  Newburgh  public  school  children,  108, 
or  6.2  per  cent,  were  found  to  be  20  per 
cent  or  more  overweight.  However, 
among  1,564  parochial  school  children, 
443,  or  28  per  cent,  were  20  per  cent  or 
more  overweight.  Of  the  two  groups 
together  (3,299),  541,  or  16.2  per  cent, 
were  20  per  cent  or  more  overweight. 

It  also  was  noted  that  standard  forms  for 
recording  medical  information  require  fre- 
quent reappraisal.  This  is  a fruitful  field 
for  further  statistical  and  epidemiologic 
research.  Medical  interests  and  fashions 
change  fairly  rapidly  today.  The  im- 
portant problems  of  yesterday — hyper- 
trophied tonsils  and  flat  feet,  for  instance — 
have  insignificant  value  today.  Individual 


medical  emphasis,  too,  changes  in  the 
decade  and  a half  that  a child  attends 
school,  and  these  shifts  in  interest  are 
difficult  to  document  on  one  form  as  such 
forms  are  presently  constructed.  Then, 
too,  demographic  and  sociologic  data  of 
interest  to  the  epidemiologist  are  not 
generally  available.  The  contribution 
these  special  disciplines  might  offer  school 
health  specialists  could  be  significant,  es- 
pecially when  large  school  populations  are 
available.  A great  deal  of  needed  data  is 
unavailable  today  simply  because  no  con- 
venient way  has  been  discovered  to  record 
and  collect  it.27  Accident  rates  are  a 
prime  example.  The  members  of  the 
health  staff  occasionally  must  take  time  to 
sit  back  and  ask  themselves:  “What  are  we 
trying  to  do?  Can  it  be  measured?” 

In  Table  I the  group,  “undescended 
testis,  hernia,  and  hydrocele,”  really  repre- 
sents only  the  male  students,  since  the 
external  genitals  of  the  girls  were  not 
examined.  The  number  of  cases  appears 
high  and  may  represent  false  positives. 
This  will  be  confirmed  on  repeat  examina- 
tion. However,  the  impression  was  gained 
that  many  students  were  never  examined 
for  possible  external  genital  defects.  The 
problem  of  examining  the  female  students 
is  even  more  difficult,  and  some  debate  has 
appeared  in  the  literature  about  the  simple 
fact  of  whether  or  not  it  is  appropriate  to 
examine  pubescent  girls  during  routine 
physical  examinations.25  The  lack  of  sim- 
ple base  line  data  to  determine  the  nature 
of  perineal  and  genital  region  defects  in  the 
school-age  population  would  seem  to  make 
this  an  important  problem  and  worthy  of 
further  exploration. 

Bone  and  joint  defects  were  recorded 
regardless  of  severity  and  ranged  from 
simple  clinodactyly  to  severe  lumbodorsal 
scoliosis  and  chondrodystrophy.  It  soon 
became  obvious  that  some  simple,  ap- 
propriate way  to  evaluate  spinal  contour  is 
needed.  Although  a great  deal  may  be 
accomplished  by  visual  inspection  of  the 
erect,  anteflexed  child,  it  is  a crude  evalua- 
tion at  best.  Full  examination  of  muscle 
strength  and  range  of  motion  would  be 
too  time-consuming  as  a general  screening 
procedure.  However,  some  method 
whereby  physical  education  or  auxiliary 
medical  personnel  would  conduct  simple 
screening  tests  might  be  a valuable  addition 
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to  a health  program  in  detecting  early  or 
missed  neurologic,  skeletal,  and  motor 
disorders.  The  reader  is  referred  to  the 
growing  literature  on  physical  education, 
fitness,  and  school  sports  participation.23-28 

Ear,  nose,  and  throat  disorders  high- 
lighted differences  in  observer  interest  and/ 
or  disease  criteria.  All  children  have  a 
yearly  hearing  test  done  by  the  school  nurse- 
teacher,  who  uses  an  audiometer  of  stand- 
ard make.  Those  children  found  to  have  a 
hearing  defect  were  examined  further  by 
the  school  physician.  The  diagnosis  of 
hypertrophied  or  diseased  tonsils29-31  was 
rarely  made  by  this  observer.  Unfor- 
tunately, the  number  of  children  who  had 
a previous  tonsillectomy  and/or  adenoid  - 
ectomy  was  not  tabulated  and  compared 
with  data  previously  collected.32 

Skin  disorders,  from  impetigo  to  severe 
psoriasis,  were  seen  in  abundance.  Be- 
cause of  the  neglect  of  acne  by  pupil  and 
family  physician,  it  aroused  considerable 
interest  in  the  health  staff.  A preliminary 
inservice  training  program  was  initiated, 
and  a special  health  education  bulletin 
was  written,  checked  by  a local  derma- 
tologist for  accuracy,  approved  by  the 
local  pediatricians  (to  make  certain  that 
self-diagnosis  and  treatment  by  the  patient 
was  not  emphasized),  mimeographed,  and 
distributed  to  all  junior  and  senior  high 
school  teachers.33  It  is  planned  to  make 
minor  revisions  in  this  material  and 
distribute  it  to  appropriate  students. 

Abnormal  lung  findings  were  frequent 
during  the  acute  respiratory  and  measles 
seasons.  They  were  all  reported.  A tu- 
berculin testing  program,  using  a new 
intradermal  technic  (Heaf  test),34  will 
soon  replace  the  mass  x-ray  screening 
program.  A pilot  study  of  618  first-grade 
pupils  was  completed,  and  3 positive  re- 
actors were  detected. 

Most  of  the  organic  cardiac  disease  had 
been  detected  by  the  time  the  children 
entered  school.  Some  potentially  surgi- 
cally correctable  congenital  heart  disease 
was  detected,  and  appropriate  action  was 
taken  by  the  family. 

Nervous  disorders  of  only  obvious 
severity  were  noted,  from  facial  paralysis  to 
bizarre  behavior  patterns.  Children  with 
seizure  disorders  under  good  control  attend 
regular  class.  One  girl  had  a major  seizure 
precipitated  by  the  act  of  performing  the 


Heaf  tuberculin  test.  Exclusion  was 
recommended  for  1 kindergarten  boy  who 
had  obvious  schizophrenia  but  who  was 
permitted  to  enroll  in  regular  class  against 
the  advice  of  a psychiatrist  because  of 
having  a normal  I.Q.  After  her  opinion 
and  advice  were  confirmed  and  reinforced, 
special  arrangements  were  made  for  this 
child. 

Many  emotional  problems  were  noted 
but  rarely  documented  because  of  a lack  of 
diagnostic  program  and  treatment  fa- 
cilities. Some  problems  were  severe  enough 
to  refer  to  the  family  physician,  notably 
problems  of  sexual  ambivalence  in  boys 
who  seemed  to  have  no  overt  awareness  of 
their  problem.  The  classroom  experience 
in  group  relations  is  a natural  social  labora- 
tory that  proves  very  revealing  to  an 
observant  teacher.35-39 

Buried  in  the/  “other’’  category  are  many 
interesting  problems  that  were  difficult  to 
classify.  One  was  a first  grade  pupil  with 
a severe  maxillofacial  deformity  present 
“since  birth”  and  now  thought  to  be  due  to 
a slow-growing  tumor.  Another  girl  with 
osteogenesis  imperfecta  presented  the  mul- 
tiple problems  of  transportation  and  recrea- 
tion planning.  She  also  had  a neglected 
torticollis  and  assorted  facial  deformities. 
Three  boys  were  noted  to  have  absent 
pectoralis  major  muscles.  One  youngster 
had  a tongue  growth  subsequently  re- 
moved by  the  staff  of  the  local  tumor 
clinic.  A child  with  psoriasis  had  been 
prevented  from  entering  public  bathing 
facilities  because  of  blanket  rulings  that 
prohibited  entry  of  children  with  any  skin 
disorder  thought  to  be  communicable. 
Several  pupils  had  obvious  scars  from  harsh 
punishment.  In  view  of  recent  findings  of 
the  adverse  effect  of  this  treatment  in  later 
life,  some  form  of  social  work  follow-up 
would  seem  indicated.40 

A special  attempt  was  made  to  document 
the  number  of  overweight  children  because 
of  great  interest  in  this  problem  of  child- 
hood.41-42 Although  personal  bias  could 
easily  account  for  some  differences  be- 
tween the  low  and  high  economic  groups, 
the  evidence  seems  to  be  overwhelming  that 
there  is  a disadvantage  in  being  overfed. 
The  resistance,  hostility,  guilt,  anger, 
rationalization,  and,  most  often,  refusal  to 
accept  overweight  as  a real  problem  that 
characterized  the  pupils’,  parents’,  and 
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physicians’  reactions  to  our  notes  was 
simply  amazing,  particularly,  in  view  of 
public  education  programs  by  voluntary 
and  public  health  agencies.  The  general 
impression  was  that  most  children  “out- 
grow” the  problem.  Although  no  data 
have  been  presented  to  support  our  im- 
pression, there  seems  to  be  no  correlation 
between  school  performance  and  body 
weight.  An  active  intraining  program  is 
planned  to  acquaint  the  health  personnel 
and  teachers  with  some  of  the  findings  in 
this  field,  and  a health  education  bulletin 
will  be  written  that  covers  current  knowl- 
edge about  obesity.  If  enough  interest  is 
stimulated  by  this  increasing  concern  with 
obesity,  prospective  studies  designed  to 
answer  specific  questions  about  family 
eating  patterns  and  school  stress  situations 
and,  perhaps,  refined  chemical  and  endo- 
crinologic  measurements  would  provide  a 
plan  on  which  a sound  health  education 
program  might  be  based.  Another  ap- 
proach might  use  group  therapy  concepts 
rather  than  special  classes  for  severely 
overweight  children  and  their  parents  in 
cases  in  which  routine  management  is  in- 
effective. An  active  compaign  to  acquaint 
medical  groups  with  this  problem  might  be 
a useful  program  for  the  school  health  com- 
mittee of  the  county  medical  society  to 
initiate.43-44 

Peripheral  duties  of  part-time 
school  physician 

The  school  health  staff  provides  a variety 
of  services  and  presents  the  physician  with 
co-workers  of  diverse  backgrounds  and 
training.  The  nurse-teacher’s  role  in  the 
program  needs  constant  revision  to  meet 
the  demands  of  the  individual  school  pro- 
gram and  to  make  the  best  use  of  her 
services.  The  screening  tests  themselves 
also  must  be  kept  current  with  recent  im- 
provements,45-46 and  some  means  should  be 
available  to  check  both  nurse  and  physician 
for  consistency  and  accuracy  of  findings. 
Some  of  the  special  tasks  the  school  physi- 
cian was  called  on  to  do  in  the  Newburgh 
study  were  as  follows: 

1.  For  inservice  education,  gathered 
“fact  folders,”  consisting  of  reprints  of 
medical  articles  dealing  with  the  ton- 
sillectomy and  adenoidectomy  problem, 
juvenile  obesity,  and  dermatology.  These 


were  read  by  the  nurse-teachers  and  served 
as  a source  of  material  for  conferences. 

2.  Provided  educational  material  not 
available  in  routine  class  health  programs 
for  students  undergoing  menarche. 

3.  Acted  as  a panel  member  of  an 
annual  school  health  institute  for  school 
health  personnel. 

4.  Attended  a regional  school  nurse- 
teacher  orientation  meeting  to  become 
acquainted  with  the  official  nursing  policies 
of  the  State  education  department. 

5.  Attended  a staff  conference  with  a 
State  representative  who  was  evaluating 
the  local  school  program. 

6.  Attended  a community  health  educa- 
tion conference  called  by  the  local  health 
officer. 

7.  Arranged  a lighting  demonstration 
class  given  by  a local  lighting  engineer  as 
part  of  annual  school  plant  inspection. 

8.  Gave  two  “career-day”  talks  to 
students  interested  in  medicine  as  a 
career.  This  is  a meager  contribution  to 
make  toward  a critically  needed  recruit- 
ment program  for  medical  workers.  State 
Medical  Society  action  should  be  sought 
to  broaden  this  program  and  encourage 
and  sponsor  premedical  and  prenursing 
clubs  in  schools. 

Suggestions,  plans,  and 
possible  future  programs 

Appropriate  plans  should  be  made  to 
insure  adequate  equipment  and  facilities 
for  all  aspects  of  the  health  program. 
Translucent  glass  windows  or  portable 
screens  would  permit  use  of  daylight  with- 
out sacrificing  privacy  during  examinations, 
and  partitions  or  booth  arrangements  for 
individual  examination  of  older  students 
would  be  desirable  and  convenient. 
Soundproof  alcoves  would  help  make 
hearing  tests  more  accurate.  Some 
thought  should  be  given  to  improving 
dressing  and  undressing  facilities  and 
storage  areas.  Disposable  or  easily  laun- 
dered examination  gowns  for  older  girls 
not  only  would  facilitate  examinations  but 
also  would  serve  as  an  example  of  good 
health  practice  in  preparing  students  for 
this  experience  in  later  fife. 

If  height  and  weight  measurements  are 
to  serve  a useful  purpose,  they  should  be 
done  quickly  and  accurately,  and  the  time- 
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consuming  beam  balance  should  be  re- 
placed with  the  directly  read  torsion  scale. 
Perhaps  even  more  desirable  would  be 
inexpensive  photographic  equipment  and  a 
background  grid  board  to  obtain  interval 
photographs  of  students;  instead,  a great 
deal  of  money  is  now  spent  on  color  por- 
trait photography  of  pupils.  Accurate 
evaluations  could  then  be  made  of  body 
build,  stature,  posture,  and  possibly  spinal 
curvature.  Tank  suits  could  easily  be 
obtained  for  students  to  wear  for  these 
photographic  records. 

Some  thought  might  be  given  to  expand- 
ing present  screening  programs  to  include 
blood  pressure  measurement,  urinalysis, 
and  hemoglobin  determination.  Appro- 
priate voluntary  agencies  could  assist  with 
this  program  if  family  physicians  did  not 
recognize  this  need.  Mention  was  pre- 
viously made  of  possible  motor  and  neuro- 
logic screening  by  the  physical  education 
department.  Expanded  use  might  be 
made  of  visual-aid  material  if  appropriate 
movie  and  slide  projectors,  charts,  models, 
and  other  teaching  tools  were  part  of  the 
health  program  facility.  Mention  was 
also  made  of  periodic  evaluation  of  the 
health  forms.  What  data  are  currently 
being  collected?  How  accurate  are  they? 
What  other  information  could  or  should 
be  gathered  for  program  evaluation,  teach- 
ing, or  research  purposes? 

The  health  curriculum  also  needs  con- 
stant appraisal.  Some  stated  program 
should  be  available  to  the  health  and  class- 
room staff.  All  school  personnel,  for  that 
matter,  should  have  attended  a first-aid 
and  catastrophic  disaster  program  keyed  to 
their  level  of  interest  and  learning.  Some 
protocol  for  emergencies  should  be  readily 
available  and  understood  by  all,  with  oc- 
casional drills  to  evaluate  the  efficiency  of 
the  program.  An  up-to-date  health  li- 
brary should  be  available  for  reference  and 
reading  purposes.  Results  of  testing  col- 
lege freshmen  indicates  a lack  of  basic 
health  knowledge  in  many  areas.47  This, 
too,  should  be  explored  with  a carefully 
devised  testing  program  at  the  high-school 
level.  Health  habits,  feelings,  and  knowl- 
edge of  social,  cultural,  emotional,  and 
sexual  life  is  ideally  transmitted  by  the 
family,  but  if  the  needs  of  the  student  are 
not  met  adequately  at  home,  some  ac- 
ceptable program  should  be  planned  to 


incorporate  these  ideas  in  the  school 
program. 

If,  then,  the  school  health  program  is  to 
be  responsive  to  the  values  of  the  com- 
munity, the  pediatrician’s  contribution 
should  be  a major  part  of  these  desired 
values,  and  his  services  should  be  sought 
after  and  utilized.  It  is  the  responsibility 
of  groups  interested  in  pediatrics  to  provide 
active  public  education  campaigns  to  high- 
light the  advantage  of  providing  this 
specialized  part-time  service  to  school 
health  services.  The  entire  school-age 
population  and  the  participating  pediatri- 
cian will  find  his  interest  in  community 
pediatrics  broadened  and  enriched  by  this 
experience. 
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Statement  on  intrauterine 
contraceptives 

The  use  of  plastic  intrauterine  contraceptive 
devices  (IUCD)  is  “generally  recognized  as  an 
inexpensive  and  effective  method  of  birth 
control,”  said  a recent  statement  adopted  by 
the  American  Medical  Association’s  Com- 
mittee on  Maternal  and  Child  Care. 

The  committee  commented  that,  “The  in- 
creasing demand  by  the  public  for  a simple, 
inexpensive,  and  effective  method  for  birth 
control  requires  that  medicine  accept  a major 
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responsibility  in  this  area,”  and  that,  “in 
discharging  this  responsibility,  the  physician 
must  be  prepared  to  provide  services  and 
counsel  according  to  the  needs  of  his  patients 
and  at  a reasonable  cost.” 

It  said  it  would  not  recommend  specific 
charges  for  insertion  and  supervision  because 
such  matters  are  best  determined  at  the  local 
level.  However,  it  noted  that,  “Since  the 
initial  cost  of  insertion  instruments  and  IUCD 
coils  is  relatively  small  and  the  medical  pro- 
cedure is  comparatively  simple  . . . the  charges 
should  be  commensurate  with  the  relative 
simplicity  of  this  service.” 
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T he  usefulness  of  a high  concentration  of 
drug  for  the  treatment  of  some  localized 
diseases  is  recognized.  Direct  injection  of 
drugs  into  masses  is  one  way  of  attaining 
this  end,  but  this  results  in  an  unequal  dis- 
tribution of  drug.  The  infusion  of  chemi- 
cals into  a selected  arterial  system  can 
result  in  a predictable,  uniform  distribution 
pattern.  If  the  diseased  cell  mass  is  within 
such  an  arterial  distribution,  it  is  par- 
ticularly vulnerable  if  the  injected  chemical 
had  some  degree  of  selective  toxicity  for 
the  unwanted  cell  mass. 

The  usual  reason  for  raising  the  concen- 
tration of  a drug  to  a high  level  is  to  destroy 
or  disable  an  uneconomical  population  of 
cells.  This  population  is  usually  repre- 
sented by  a bacterial  or  malignant  neo- 
plastic colony  of  cells.  The  stimulus  for 
the  development  of  intra-arterial  technics 
of  administration  was  prompted  by  our 
present  inability  to  design  medications 
with  a high  degree  of  specific  toxicity.  We 
know  it  is  possible  to  design  chemicals  with 
selective  toxicity  as  evidenced  by  agricul- 
tural developments  in  the  field  of  weed 
killers.  The  ultimate  is  a drug  of  such  a 


degree  of  specific  activity  that  it  could  be 
administered  by  mouth  or  intravenously. 

History 

The  first  medication  to  be  introduced 
intra-arterially  was  via  percutaneous  pene- 
tration of  the  vessel.  This  technic  wras 
useful  until  the  limitation  of  multiple  single 
injections  was  reached  and  the  necessity 
for  an  indwelling  conduit  recognized.  The 
earliest  intra-arterial  injections  were  di- 
rected at  the  elimination  of  infection  from 
an  area  where  its  persistence  was  inimical 
to  survival.  The  urgency  of  changing  the 
natural  history  of  disease  of  this  sort, 
located  in  vital  areas,  led  to  the  intra-ar- 
terial injection  of  some  antiseptic  materials 
then  available.  Thus  initially  intra-arte- 
rial injection  was  used  for  the  treatment  of 
cerebral  meningitis. 

Attention  was  next  directed  to  the  treat- 
ment of  obliterative  disease  of  the  lower 
extremities  by  intra-arterial  injection. 
Various  types  of  vasodilators  were  injected 
intermittently  into  the  arterial  system  of 
the  lower  extremities.  There  are  a number 
of  publications  attesting  to  the  effectiveness 
of  this  technic. 

More  recently  the  use  of  the  intra-arte- 
rial route  has  been  used  for  the  treatment 
of  malignant  disease.  Initially  the  technic 
of  single,  or  intermittent  injection  was  used. 
Currently  the  technic  most  frequently  used 
is  that  of  continuous  intra-arterial  injection 
through  an  indwelling  plastic  catheter. 

Although  intra-arterial  infusion  is  cur- 
rently utilized  primarily  for  the  treatment 
of  malignant  neoplasms,  in  its  infancy  it 
was  most  frequently  utilized  for  the  treat- 
ment of  serious  or  hopeless  benign  disease. 
One  of  the  earliest  records  of  intra-arterial 
injection  appeared  in  an  1899  report  by 
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Parlavecchio  who  injected  an  antiseptic 
substance  intra-arterially.  He  discussed 
the  usefulness  of  high  local  concentration 
of  drugs. 1 

Ransohoff  in  19102  induced  anesthesia  in 
the  upper  extremities  by  the  intra-arterial 
infusion  of  cocaine  using  4 to  8 ml.  of  a 0.5 
per  cent  cocaine  solution  in  normal  saline. 
The  usual  systemic  effect  of  cocaine  was  not 
noted.  The  anesthetic  state  was  induced 
rapidly,  and  operations  could  be  performed 
without  pain. 

Hirsch,  Meyerson,  and  Halloran  in  1925 3 
treated  general  paresis  with  the  intracarotid 
infusion  of  arsenical  preparations.  They 
initially  used  an  open  surgical  approach  to 
the  common  carotid  artery,  but  because  of 
the  limitation  of  the  repeated  incision  into 
the  neck,  a technic  of  percutaneous  injec- 
tion was  evolved.  Satisfactory  results 
were  recorded  using  this  method.  Kolmer 
in  1929 4 experimented  with  intra-arterial 
chemo-  and  serum  therapy  in  the  treatment 
of  pneumococcal  and  streptococcal  menin- 
gitis in  dogs.  Crawford  in  1932 5 and 
Ersner  and  Mendell  in  19326  reported  their 
experiences  with  intracarotid  infusion  in 
the  treatment  of  meningitis.  These  au- 
thors used  a colloidal  iodine  solution  and 
attributed  the  recovery  of  patients  to  the 
treatment.  Dos  Santos  in  19397  treated 
infection  of  the  extremities  with  intra- 
arterial infusion  and  added  a venous  oc- 
clusion tourniquet  to  induce  stasis  and 
presumably  a longer  action  of  drug. 

Peripheral  vascular  disease 

Kappert8  discussed  the  indications  for 
the  intra-arterial  infusion  of  drugs  in  the 
treatment  of  peripheral  vascular  disease. 
He  injected  a wide  variety  of  chemicals, 
including  ergot  preparations  and  nicotinic 
acid,  and  suggested  the  use  of  intra-arterial 
medication  for  the  treatment  of  frostbite. 
Intra-arterial  injection  of  calcium  was  used 
in  the  treatment  of  lymphedema . Mufson 9 
introduced  vasodilators  into  the  arterial 
circulation  of  the  lower  extremities  for  the 
treatment  of  peripheral  vascular  disease. 

Mackey10  used  intra-arterial  histamine 
in  the  treatment  of  intermittent  claudica- 
tion and  rest  pain.  Wilson  and  Quash11 
recommended  the  treatment  of  pregangre- 
nous  lesions  of  the  lower  extremity  with 


intra-arterial  and  oral  tolazoline  (Pris- 
coline)  hydrochloride.  This  therapy  was 
suggested  as  a substitute  for  lumbar  sym- 
pathectomy. Rickies12  treated  peripheral 
arteriosclerosis  with  the  intra-arterial  injec- 
tion of  aminophylline  into  the  femoral 
artery.  He  observed  that  patients  who 
had  a previous  excision  of  the  sympathetic 
ganglia  responded  better  than  those  who 
had  not  had  sympathectomy. 

Edwards  et  al.13  obtained  satisfactory 
results  from  the  intermittent  percutaneous 
injection  of  vasodilator  drugs  into  the 
extremities  of  patients  with  peripheral  vas- 
cular disease.  He  developed  this  technic 
so  it  could  be  used  on  an  outpatient  basis. 

Occlusive  vascular  disease  of  the  lower 
extremities  treated  by  intra-arterial  ther- 
apy was  also  described  by  Betts.14  The 
drug  was  administered  intermittently  via 
the  percutaneous  route.  This  treatment 
resulted  in  improvement  of  patients  with 
ischemic  necrosis,  but  no  effect  was  noted 
in  patients  with  intermittent  claudication. 

Blood  transfusion 

Kohlstaedt  and  Page15  reported  their 
observations  using  the  intra-arterial  route 
for  the  resuscitation  of  dogs  in  whom  shock 
was  induced.  The  recovery  rate  in  the 
“shock”  preparation  was  much  higher 
when  the  blood  was  introduced  intra-arte- 
rially. They  found  that  the  reinfusion 
pressure  should  not  be  higher  than  50  mm. 
Hg,  and  that  the  rate  of  infusion  should  be 
monitored  by  the  venous  pressure.  Three 
patients  were  treated  with  intra-arterial 
infusion  of  plasma.  All  of  these  patients 
were  severely  injured  and  in  deep  shock. 
The  immediate  physiologic  response  to 
intra-arterial  plasma  was  gratifying.  Al- 
though the  patient’s  immediate  response  to 
plasma  was  prompt,  whole  blood  probably 
would  have  been  preferable. 

Intra-arterial  blood  transfusion  was  de- 
scribed by  Porter,  Sanders,  and  Lock- 
wood.16  Rapid  restoration  of  blood  vol- 
ume was  accomplished  with  a gas-operated 
infusor  apparatus  which  could  deliver  500 
ml.  in  three  minutes. 

Beattie  et  al. 17  studied  the  effect  of  rapid 
intra-arterial  transfusion  in  normovolemic 
animals.  Blood  infused  at  a rapid  rate 
produced  acute  heart  failure  in  a few  min- 
utes. Infusion  at  a slower  rate  caused 
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death  from  heart  failure  or  central  nervous 
system  damage. 

Hale18  defines  intra-arterial  infusion  as 
the  injection  of  blood  or  other  fluid  into  a 
needle  or  cannula  directed  toward  the 
heart.  He  cites  Langendorf  in  1895  as 
first  applying  this  method.  The  latter 
author  used  this  technic  to  re-establish 
cardiac  activity  in  an  isolated  heart.  The 
author  describes  his  technic  for  the  intra- 
arterial infusion  of  blood  in  the  treatment 
of  shock  in  animals.  He  describes  a method 
for  pressurizing  bottles  with  a bulb-ma- 
nometer arrangement  and  a modified  Mur- 
phy drip  with  a curved  delivery  tube 
which  jets  the  blood  against  the  side  of  the 
bubble  chamber,  thereby  decreasing  bub- 
bles. Also  described  is  a bubble  chamber 
with  a glass  float  which  prevents  bubble 
formation  and  seals  the  effluent  when  the 
chamber  starts  to  empty.  The  author 
outlines  the  technic  for  the  insertion  of  a 
cannula  into  the  radial  artery  under  direct 
vision  and  suggests  reconstitution  of  the 
radial  artery  by  direct  suture  using  number 
7-0  silk  on  completing  the  infusion. 

Jones  et  al .19  also  describe  a technic  for 
infusing  blood  under  pressure.  In  a stand- 
ard shock  animal  preparation  the  response 
to  intra-arterial  infusion  is  prompt.  They 
tested  the  efficacy  of  normal  saline  when 
administered  intra-arterially  and  found 
that  the  immediate  response  to  this  fluid 
was  satisfactory  and  could  be  used  in  the 
emergency  situations  before  blood  could  be 
obtained. 

An  article  by  Hale20  refers  to  intra-arte- 
rial infusion  of  whole  blood.  The  usual 
rigid  infusion  container  is  used,  but  it  is 
pressurized  using  a hand-bulb  system.  An 
aneroid  manometer  monitors  pressure. 
The  technic  was  modified  using  a three-way 
stopcock  and  a 10-  to  20-cc.  syringe.  To 
prevent  clotting  in  the  syringe  using  this 
technic  the  authors  tied  a loose  Penrose 
rubber  drain  around  the  barrel  of  the 
syringe  and  the  plunger  and  inserted  hepa- 
rin or  citrate  solution  into  this  loosely 
fitting  “skirt.”  Infusions  were  given 
through  the  radial,  the  brachial,  or  the 
femoral  artery.  Radiographic  studies  in 
dogs  revealed  immediate  visualization  of 
the  coronary  circulation  and  the  cerebral 
circulation  when  the  retrograde  injection 
of  a contrast  medium  was  made  through 
the  brachial  artery. 


Technic 

Schneierson  and  Blum21  described  a 
piston  pump  with  a variable  speed  motor 
which  could  be  used  for  the  injection  of 
intra-arterial  medication.  Cournand22 
outlined  technics  for  the  catheterization  of 
vascular  channels.  These  technics  were 
found  useful  at  a later  date  for  the  indirect 
approach  to  arterial  branches  of  the  aorta 
for  infusion. 

Zimmerman  and  Rand23  reported  on  the 
design  of  an  infusion  pump  to  maintain 
constant  pressures  within  a catheter  while 
performing  left-sided  heart  catheterization. 
They  used  a reciprocating  pump  which 
activated  a small  air  compressor  which,  in 
turn,  pressurized  an  infusion  bottle.  Di- 
rect pressurization  of  solutions  may  lead  to 
gas  embolus. 

Klopp  et  al.2*  inserted  catheters  into  the 
external  carotid  system  and  intermittently 
injected  nitrogen  mustard  through  them. 
They  reported  on  the  results  of  animal 
experimentation  as  well  as  the  clinical  in- 
vestigation of  10  patients.  The  initial 
results  were  encouraging  as  evidenced  by 
regression  of  tumor  masses  and  pain  relief. 
Autopsy  examination  of  one  of  the  first 
cases  failed  to  reveal  evidence  of  tumor  in 
the  area  of  infusion.  The  intermittent 
infusion  of  nitrogen  mustard  into  the  hypo- 
gastric arteries  to  treat  pelvic  organs  was 
initiated.  Regression  of  two  adenocar- 
cinomas of  the  rectum  was  noted. 

The  indirect  technic  for  catheterization  of 
visceral  branches  of  the  abdominal  aorta 
was  described  by  Bierman  et  al2h  They 
used  an  open  surgical  technic  and  an  ortho- 
grade placement  of  the  catheter.  Most  of 
them  were  placed  in  the  right  brachial  or 
common  carotid  artery.  The  type  of  cath- 
eter used  had  a slight  preformed  bend  at 
the  tip.  Under  fluoroscopic  control  it  was 
possible  to  place  the  catheter  in  the  celiac 
axis,  renal  arteries,  superior  mesenteric, 
and  inferior  mesenteric  arteries.  There 
was  delayed  bleeding  from  one  of  the  cut- 
down  sites,  and  the  remainder  of  the  com- 
plications were  associated  with  complete  or 
partial  obstructions  of  the  common  carotid 
artery.  On  one  occasion  nitrogen  mustard 
was  introduced  into  a transbrachial-aortic 
placement. 

Cromer  et  al .26  describe  the  indirect  place- 
ment of  catheters  via  the  profunda  femoral 
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or  the  deep  epigastric  arteries.  Nitrogen 
mustard  was  injected  every  eight  hours  in 
2-mg.  quantities.  The  total  dose  varied 
from  24  to  82  mg.  Temporary  arrest  of 
the  growth  was  noted,  and  a decrease  in 
vaginal  bleeding  and  discharge  was  re- 
markable. This  is  the  first  report  on  the 
retrograde  placement  of  catheters  for  the 
purpose  of  the  introduction  of  a cytolytic 
agent. 

The  refinement  of  a technic  for  the  place- 
ment of  catheters  into  arteries  was  reported 
by  Seldinger.27  A needle  was  introduced 
into  an  artery  through  which  a solid  plastic 
“leader”  is  threaded.  The  needle  is  with- 
drawn, and  a small  catheter  is  threaded 
over  the  leader  and  advanced  into  the 
artery.  The  catheter  fits  snugly  into  the 
arterial  penetration.  Gueukdjian28  de- 
scribed a means  for  immobilizing  the 
femoral  artery  with  his  fingers  during  an 
injection. 

The  technic  of  percutaneous  injection 
was  described  by  Tunick.29  The  femoral 
artery  was  stabilized  with  the  thumb  and 
index  finger  of  the  free  hand,  the  needle 
introduced,  and  the  drug  injected  in  a 
retrograde  direction.  Boiman,  Holzaepfel, 
and  Barnes30  introduced  catheters  retro- 
grade through  the  femoral  artery. 

Payne31  described  her  experience  at  the 
Bristol  Royal  Infirmary  in  Great  Britain, 
and  this  is  of  interest  because  the  gravity 
type  of  propulsion  was  advocated.  The 
infusion  bottles  were  suspended  from  the 
ceiling  at  a 10-foot  level.  It  is  necessary  to 
monitor  the  drop  rate  at  frequent  intervals. 
The  drug  used  in  the  treatment  of  patients 
was  a methotrexate-citrovorum  factor  com- 
bination. It  is  apparent  that  many  of  the 
ceilings  in  the  hospitals  in  Great  Britain 
are  higher  than  in  the  United  States. 
Even  when  it  is  possible  to  attain  gravity 
flow  with  this  method,  the  constant  moni- 
toring necessary  to  maintain  a predictable 
flow  does  not  recommend  this  technic  to  the 
investigator. 

A technic  for  intra-arterial  infusion  was 
presented  by  Krant  et  al.32  They  main- 
tained a continuous  intra-arterial  infusion 
by  using  an  externally  pressurized  collapsi- 
ble plastic  bag.  This  system  was  de- 
veloped to  prevent  air  embolus.  The  drug 
used  by  these  authors  was  8-azaguanine. 

Clarkson  and  Lawrence33  describe  the 
technics  for  placement  of  catheters  into  the 


external  carotid  and  hypogastric  system. 
They  advocate  ligation  of  arterial  side 
branches  which  do  not  go  to  the  tumor  and 
firmly  fix  the  catheter  to  the  vessel. 

A pressure-bag-bulb-manometer  arrange- 
ment is  described  by  Skinner  et  a/.34  Pres- 
sure was  exerted  on  a plastic  container  and 
the  infusion  passed  through  a one-way 
valve.  The  problem  with  manual  pressure 
units  and  gravity  infusion  is  one  of  con- 
stantly changing  pressure  and  changing 
infusion  rate. 

Richardson  and  Ulf elder 35  treated  far- 
advanced  lesions  of  the  uterine  cervix  by 
intra-arterial  infusion  via  the  translumbar- 
aortic  route.  Some  of  the  catheters  were 
placed  in  the  common  iliacs  via  the  femoral 
arteries  using  open  arteriotomy.  A silicone 
rubber  sleeve  was  placed  over  the  intra- 
arterial catheter  to  mark  the  length  of 
tubing  to  be  inserted  and  also  to  present  a 
nonskid  surface  for  circumferential  sutures. 

An  improvement  in  technic  was  reported 
by  Ramsden  and  Duff.36  The  anatomy  of 
the  superficial  temporal  artery  and  the  ex- 
ternal carotid  system  was  described  and  the 
surgical  approach  to  the  external  system 
via  the  superficial  temporal  artery  detailed. 
This  is  the  most  convenient  approach  to 
the  carotid  system,  but  intubation  is  not 
always  successful. 

A detailed  account  of  the  technic  of 
insertion  of  intra-arterial  catheters,  dosage, 
and  complications  is  reported  by  Duff 
et  alJ7  The  technic  of  introducing  a cath- 
eter through  a needle  with  a bent  tip  and 
its  insertion  through  a purse  string  suture 
in  the  artery  was  described.  A finger 
pump  was  used  to  propel  the  fluid  into  the 
arterial  system  continuously  for  from  five 
to  ten  days.  Seventy-six  patients  were 
treated  by  this  continuous  intra-arterial 
technic. 

There  is  a constant  attempt  by  infusion 
therapists  to  improve  and  simplify  the 
technic.  Galvin38  reported  2 cases  of  intra- 
arterial infusion  using  gravity  feed. 
Oettgen,  Duff,  and  Clifford39  described  four 
technics  for  the  insertion  of  polyethylene 
catheters  into  arterial  systems.  Two  of 
them  are  somewhat  unique.  In  one  in- 
stance a needle,  with  attached  “lugs,”  is 
inserted  into  an  artery,  and  the  opposite 
blunt  end  of  the  needle  is  inserted  into  a 
plastic  catheter.  The  lugs  are  perforated 
so  sutures  can  be  passed  through  them  and 
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tied  to  the  artery  wall.  The  second  technic 
makes  use  of  a hollow  needle  to  gain  initial 
access  to  the  vessel;  a blunt  obturator  is 
passed  through  the  hollow  needle,  the 
needle  is  withdrawn,  and  the  hollow  plastic 
catheter  is  inserted  into  the  vessel  over  the 
solid  guide.  This  latter  technic  is  remi- 
niscent of  the  method  of  catheterization 
introduced  by  Seldinger27  and  applied  by 
Blaisdell,  Hall,  and  Campagna.40 

Seligman41  treated  26  patients  who  had 
head  and  neck  or  abdominal  cancer.  He 
presents  a technic  for  infusion  into  the 
celiac  artery  via  the  femoral  artery  and 
sometimes  used  a preformed  Kifa  * catheter 
on  a wire  stylet.  The  unique  aspect  of  this 
experiment  is  that  he  used  a short-acting 
alkylating  agent,  S-112,  with  a half-life  of 
1.3  minutes. 

Skinner  et  a/.34  recommended  placing  10 
mg.  of  heparin  to  each  1,000  cc.  of  solution. 
These  authors  use  the  technic  described  by 
Sullivan,  utilizing  a purse  string  in  the 
common  carotid  artery.  A positive  pres- 
sure infusor  is  described  which  was  filled 
daily  from  a reservoir. 

Kisken,  Johnson,  and  Curreri42  reported 
their  experience  with  a roller  pump  and  a 
presterilized  needle  technic  of  arterial  in- 
tubation. Methylene  blue,  1 per  cent,  was 
used  to  visualize  the  arterial  distribution. 

Different  types  of  catheters  have  been 
used  for  insertion  into  the  arterial  system. 
Nahum  and  Rochlin43  used  a number  5 
French,  polyvinyl  infant-feeding  tube  for 
this  purpose.  They  seldom  used  the  retro- 
grade superficial  temporal  artery  technic. 

A detailed  report  of  the  technic  of  retro- 
grade catheterization  of  the  superficial 
temporal  artery  was  described  by  Balia 
et  al.iA  The  length  of  catheter  to  be  intro- 
duced into  the  external  system  was  meas- 
ured from  the  lower  part  incision  to  the  tip 
of  the  hyoid  bone,  and  1 cm.  was  subtracted 
from  this  distance.  A “gauntlet”  stitch  of 
3-0  cotton  was  used  to  secure  the  catheter 
to  the  incision.  They  could  successfully 
intubate  over  80  per  cent  of  the  vessels 
using  this  technic. 

A severe  oral  mucositis  may  result  when 
cytolytic  agents  are  introduced  into  the 
external  carotid  system.  Stovner, 
Engeset,  and  Brennhovd45  found  that  when 
the  mucositis  was  induced  by  methotrexate 
the  reaction  could  be  favorably  altered  by 

* Kifa,  Solna  3,  Sweden. 


the  use  of  hyaluronidase  and  citrovorum 
factor. 

Accurate  visualization  of  a cannulated 
artery  is  essential.  A number  of  methods 
have  been  used,  including  radiographic 
visualization,  visualization  with  fluorescein 
and  an  ultra  violet  light,  and  the  use  of  1 
per  cent  methylene  blue.  Engeset, 
Brennhovd,  and  Stovner46  introduced  the 
use  of  a new  dye  called  patent  blue  violet 
(PBV).  This  is  a colloidal  dye  and  when 
used  in  an  11  per  cent  aqueous  solution  is 
isotonic.  At  the  proper  dilution  this  dye 
can  be  used  with  very  little  local  discomfort 
to  the  patient,  whereas  methylene  blue  can 
be  quite  painful.  It  is  recommended  that 
0.5  to  1 ml.  be  injected  in  about  thirty 
seconds.  Using  this  technic  the  color  dis- 
appears rapidly,  and  the  technic  can  be 
repeated. 

Numerous  technics  have  been  described 
for  infusion.  Dykes  and  Anderson47  de- 
scribed a modification  which  is  concerned 
with  the  manner  of  placing  the  catheter. 
These  authors  use  a percutaneous  trans- 
common carotid  approach  to  the  external 
system  if  the  retrograde  superficial  temporal 
artery  approach  is  not  feasible.  The  can- 
nula is  fixed  to  the  skin  edge  where  it 
emerges  from  the  wound.  This  is  accom- 
plished by  placing  a piece  of  adhesive  tape 
around  the  cannula  and  sewing  the  adhesive 
tape  to  the  skin.  The  motive  power  for  the 
infusion  is  gravity. 

Benson,  Kiehn,  and  Holden48  reported  in 
great  detail  their  experiences  with  intra- 
arterial infusion.  They  recommended  liga- 
tion of  collateral  vessels  to  focus  the  in- 
fusate  in  the  tumor-bearing  area  and  noted 
that  the  results  of  infusion  in  patients  pre- 
viously irradiated  were  unpredictable. 
The  use  of  the  swaged-on  needle  catheter 
was  discussed,  as  well  as  the  use  of  a silastic 
collar  on  the  catheter  to  facilitate  fixation. 
The  bedside  infusion  apparatus  is  clearly 
described,  and  when  patient  mobility  is 
essential,  a portable  system  is  used  com- 
posed of  a collapsible  plastic  bag  to  which 
pressure  is  applied  with  the  bag  in  a semi- 
rigid container.  The  approach  to  vessels 
for  pelvic  infusion  is  described.  Desirable 
results  were  seen  in  a group  of  patients 
infused  prior  to  surgical  resection,  and 
regression  and  retardation  of  tumor  growth 
was  apparent  in  approximately  70  per  cent 
of  this  group. 
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A refinement  of  the  infusion  apparatus 
was  described  by  Pegg,  Trotman,  and 
Pierce. 49  They  pointed  out  the  deficiencies 
of  gravity  flow,  especially  in  controlling  the 
flow  rate.  Their  infusion  arrangement  was 
designed  with  a drip-rate  monitor  and  an 
alarm.  A device  that  monitors  drip  rates 
and  trips  a “squawk-box”  if  the  rate  ex- 
ceeds or  falls  below  a predetermined  level, 
has  been  used.  For  motive  power  a peri- 
staltic roller  pump  was  utilized.  A weight- 
and  pressure-sensitive  switch  was  placed  in 
the  circuit  in  addition  to  an  air  trap  and 
alarm.  To  prevent  heat  loss  from  the 
infusion  bottles  Longden50  used  a poly- 
styrene material  to  insulate  the  bottles 
against  the  external  environment.  A tem- 
perature drop  of  only  2 F.  per  hour  was 
noted  using  this  technic. 

Addison  and  Jennings51  describe  a tech- 
nic for  infusion  using  a collapsible  bag 
sandwiched  into  a pressure  chamber.  The 
constricting  pressure  chamber  was  ac- 
tivated by  tank  oxygen.  McDonald52  de- 
scribed an  arrangement  similar  to  that 
described  by  Addison  and  Jennings,  but 
instead  of  using  oxygen  to  activate  the 
pressure  chamber,  a manual  bulb-valve 
system  was  used. 

Herter,  Markowitz,  and  Feind53  de- 
scribed a variety  of  technics  for  entering 
the  vascular  system  with  catheters.  Their 
approach  to  bilateral  catheterization  of  the 
hypogastric  arteries  via  the  aorta  at  its  bi- 
furcation is  unique.  The  catheters  are 
introduced  through  thin  wall  needles  and 
secured  in  place  with  a small  purse-string 
suture  in  the  wall  of  the  vessel.  The  cath- 
eters are  tunneled  out  through  the  abdomi- 
nal wall  via  large-gauge  needles.  This 
tends  to  prevent  dislodgment. 

A different  means  for  insertion  of  the 
cannula  is  described  by  Donaldson  and 
Paletta.54  A number  26-gauge  needle  is 
separated  from  its  hub  and  inserted  into  a 
polyethylene  catheter.  The  sharpened 
point  of  a needle  is  then  inserted  into  the 
artery  to  be  infused  and  tied  in  place  into 
the  arterial  wall.  This  technic  allows  ac- 
curate tip  placement  of  the  catheter. 
These  authors  also  present  the  results  of 
the  treatment  of  10  patients  using  the 
fluoridinated  pyrimidines  and  methotrexate. 

The  technic  of  continuous  intra-arterial 
infusion  has  been  simplified  by  a chrono- 
metric  infusion  pump  described  by 


Watkins.55  This  spring-activated  pump 
can  be  used  to  infuse  small  quantities  of 
fluid  over  a long  period  of  time  and  allows 
the  patient  to  be  ambulatory  and  out  of  the 
hospital  environment. 

Miscellaneous 

Cohen56  reported  on  accidental  intra- 
arterial injections.  The  circumstances 
were  related  to  the  induction  of  anesthesia 
with  thiopental.  Its  intra-arterial  injec- 
tion caused  immediate  severe  pain  in  the 
extremity  distal  to  the  injection.  About 
one  half  of  the  cases  required  some  form  of 
ablative  therapy  on  the  upper  extremity  to 
effect  recovery.  Hazlett57  also  published 
an  article  on  accidental  intra-arterial  in- 
fusion into  the  superficial  ulnar  artery 
during  the  induction  of  anesthesia. 

Blum  and  Schneierson1  measured  the 
bone  marrow  concentration  of  penicillin  in 
dogs  after  intra-arterial  injection.  The 
concentration  of  penicillin  in  the  bone 
marrow  was  not  much  greater  when  ad- 
ministered intra-arterially  versus  intrave- 
nously. The  stimulus  for  this  study  was 
the  possible  use  of  intra-arterial  antibiotics 
in  the  treatment  of  chronic  osteomyelitis. 

Morton  and  Stavraky58  studied  the 
effect  of  intra-arterial  acetylcholine  on  the 
gastric  mucosa  of  dogs.  Infusions  were 
maintained  from  four  to  six  hours  using 
different  arterial  routes  to  the  stomach. 
The  initial  secretory  response  was  of  low 
acidity,  but  after  prolonged  stimulation 
acid  production  ceased.  Donovan59  in- 
serted a small  plastic  catheter  proximal  to 
arterial  anastomoses  and  injected  heparin 
to  prevent  clotting  at  the  anastomoses. 

Trams,  Klopp,  and  Blades60  studied  the 
effects  of  intra-arterial  thorotrast.  The 
drug  would  escape  the  arterial  system  if 
vascular  permeability  had  been  altered  by 
previous  injection  of  nitrogen  mustard  or 
by  anoxia.  It  was  suggested  that  the 
effectiveness  of  cytolytic  agents  might  be 
improved  by  inducing  increased  local 
permeability  through  anoxia. 

A technic  for  injecting  nerve  endings  was 
described  by  Cheng.61  Methylene  blue 
was  injected  intra-arterially  into  animals, 
and  it  was  noted  that  the  staining  effect  on 
nerve  endings  was  superior  to  the  intrave- 
nous technic. 
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Neoplastic  disease 

The  rationale  for  the  intermittent  intra- 
arterial injection  of  cytolytic  agents  per- 
tains to  the  thesis  of  overwhelming  the 
susceptible  neoplastic  tissue.  Some  inter- 
esting results  were  noted,  and  the  first 
comprehensive  report  on  intra-arterial  in- 
fusion for  the  treatment  of  cancer  was  pub- 
lished by  Klopp  et  al.  in  1950. 2 4 The  use  of 
cytolytic  agents  was  again  reported  by 
Barberio  et  al.  in  1951. 62  Cromer  et  a/.26 
treated  16  patients  with  intermittent  intra- 
arterial nitrogen  mustard  for  cervical  and 
vaginal  cancer  in  1952. 

A study  of  the  vulnerability  of  dividing 
cells  led  to  the  formulation  of  the  rationale 
for  continuous  intra-arterial  infusion  for 
the  treatment  of  malignant  disease.  The 
most  vulnerable  cells  are  found  in  the  rep- 
licating stage  of  the  mitotic  cycle.  The 
cells  are  generally  out  of  step  regarding 
their  phase  of  development;  therefore,  it 
is  essential  to  offer  the  toxic  drug  to  them 
continually,  poisoning  them  at  a time  in  the 
cycle  when  they  are  most  vulnerable. 

The  blood  flow  through  a tumor  mass  is 
not  homogeneous  at  all  times  but  may  vary 
from  place  to  place  depending  on  the  degree 
of  local  vasoconstriction.  Continuous  in- 
tra-arterial infusion  will  insure  an  available 
supply  of  cytolytic  agent  when  collateral 
pathways  previously  constricted  are  open 
to  flow. 

Local  adjuvants  to  infusion  have  been 
suggested,  directed  at  increasing  the  blood 
flow  in  the  area  and  increasing  the  metabo- 
lism of  cells.  This  can  be  done  by  the  use 
of  local  heat,  heated  infusion  solutions, 
vasodilators,  and  microwave  warming. 

One  of  the  first  articles  reporting  on 
the  antimetabolite-metabolite  combination 
in  the  continuous  intra-arterial  treatment 
of  cancer  was  by  Sullivan,  Miller,  and 
Sikes.63  They  describe  a technic  for  inser- 
tion of  a polyethylene  catheter  into  the 
superior  thyroid  artery  and  thence  into  the 
external  carotid  system.  The  infusion  sys- 
tem, using  a finger  pump,  was  also  de- 
scribed. This  report  included  18  patients 
who  were  given  intra-arterial  methotrexate. 
A partial  or  complete  response  was  noted  in 
10  patients.  The  quantity  of  methotrexate 
infused  per  day  was  50  mg.,  and  with  a 
proper  adjustment  of  the  metabolite  (cit- 
rovorum  factor)  systemic  toxicity  could  be 


avoided.  The  local  concentration  of  the 
antineoplastic  drug  when  given  intra-arte- 
rially is  estimated  to  be  ten  times  the  con- 
centration when  administered  systemically. 

Bonner,  Thurman,  and  Homburger64 
treated  16  patients  with  inoperable  cancer 
using  the  technic  described  earlier  by 
Klopp  et  al.2i  They  could  not  duplicate 
Klopp’s  work  and  encountered  a number  of 
complications.  It  was  noted  that  a large 
dose  of  nitrogen  mustard  could  be  given 
intra-arterially  without  severe  toxic  effects. 

Reese  et  al.e5  demonstrated  that  the  same 
“cure”  rate  can  be  obtained  in  the  treat- 
ment of  retinoblastomas  by  decreasing  the 
amount  of  radiation  when  combining  it 
withTEM  (triethylene-melamine).  In  one 
instance  the  TEM  was  given  for  six  months 
following  completion  of  x-ray  treatment 
with  remarkable  improvement.  Intra-ar- 
terial TEM  was  usually  administered  on 
two  successive  days  with  a total  of  5 mg. 
This  was  given  into  the  right  internal 
carotid  artery  under  direct  vision.  One  pa- 
tient developed  an  aplastic  anemia,  but  the 
large  recurrent  mass  almost  disappeared. 
There  is  a detailed  account  of  histologic 
findings  in  the  mass.  The  5-mg.  dose  was 
excessive,  and  so  the  authors  proposed  us- 
ing 1.5  to  2 mg.  intra-arterially  in  some 
selected  cases. 

Boiman,  Holzaepfel,  and  Barnes30  treated 
pelvic  cancers  with  intra-arterial  nitrogen 
mustard.  If  the  patients  had  received 
prior  irradiation,  the  results  with  intra- 
arterial nitrogen  mustard  were  not  en- 
couraging. If  previous  irradiation  had  not 
been  accomplished  the  results  were  some- 
what better. 

Byron  et  al.6e  treated  a variety  of  pelvic 
tumors  with  nitrogen  mustard  injected 
into  the  abdominal  aorta  at  the  time  of 
laparotomy.  Circulation  to  the  lower  ex- 
tremities and  from  the  inferior  vena  cava 
was  occluded  with  tourniquets.  The  au- 
thors felt  this  was  a useful  palliative  maneu- 
ver. 

Sullivan  et  a/.67  used  the  methotrexate- 
citrovorum  combination  in  the  treatment 
of  far-advanced  carcinoma  of  the  uterine 
cervix.  The  technic  for  the  insertion  of 
small  catheters  into  the  proximal  part  of 
the  hypogastric  arteries  is  described.  Four 
patients  were  treated  and  their  case  reports 
dealt  with  extensively.  Total  or  partial 
regression  of  the  tumor  was  noted  in  all 
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patients.  At  the  time  of  this  report  one  of 
the  patients  had  been  free  of  disease  for 
eighteen  months. 

Clarkson  and  Lawrence33  demonstrated 
a higher  concentration  of  methotrexate  in 
the  blood,  of  the  area  being  infused,  com- 
pared with  the  concentration  in  the  general 
circulation.  There  was  a three-  or  four- 
fold increase  in  the  concentration  in  this 
area  versus  concentration  in  the  arm. 
Methotrexate  without  citrovorum  at  a 
dosage  of  5 mg.  per  day  and  5-FUDR 
(5-fluorodeoxyuridine)  in  1.5  mg.  per  kilo- 
gram per  twenty-four  hours  can  be  used  for 
five  to  seven  days  before  toxicity  is  noted. 
They  report  an  antral  tumor  which  was 
infused,  disappeared,  recurred,  was  rein- 
fused, again  regressed,  but  recurred  in 
fourteen  months.  Responses  of  tumors  are 
frequent  but  so  are  recurrences.  When 
using  large  doses  of  methotrexate,  objective 
tumor  regression  was  noted  as  early  as  the 
third  day  from  the  start  of  infusion.  The 
most  serious  complications  were  associated 
with  inadvertent  introduction  of  air  into 
the  carotid  system  and  overdosage  of  drug 
leading  to  bone  marrow  depression.  They 
treated  “to  toxicity/’  either  locally  or  sys- 
temically,  and  point  out  that  70  per  cent  of 
the  drug  (methotrexate)  is  excreted  in  the 
urine.  Therefore  patients  with  poor  renal 
function  may  not  be  candidates  for  metho- 
trexate infusions. 

Boy  land,  Staunton,  and  Williams68  used 
chlorambucil  and  melphalan  for  the  treat- 
ment of  malignant  neoplasms.  They  sug- 
gested raising  the  temperature  of  the  part  to 
assure  increased  activity  of  the  drug. 

Sullivan  et  al .69  reviewed  the  technics  and 
the  types  of  drugs  used  in  intra-arterial 
infusion  treatment.  The  rationale  of  con- 
tinuous intra-arterial  infusion  is  described. 
The  method  of  catheter  insertion  and  re- 
finement in  technic  to  prevent  inadvertent 
dislodgement  of  the  catheter  is  outlined. 
A follow-up  report  is  given  on  13  patients 
who  had  complete  apparent  tumor  regres- 
sion following  infusion.  In  patients  who 
had  partial  objective  regression  the  re- 
sponse lasted  from  one  to  three  months. 
Responses  were  noted  as  early  as  the  fourth 
day  of  infusion. 

One  complete  apparent  response  lasted 
for  thirty-three  months. 

Tissue  obtained  from  the  area  of  arterial 
infusion  has  contained  two  to  three  times 


as  much  methotrexate  as  tissues  taken 
from  distant  areas. 

The  authors  warn  that  cancer  chemo- 
therapeutic agents  used  intra-arterially  are 
experimental,  and  a carefully  planned  pro- 
gram should  be  initiated  to  study  this  mode 
of  administration  of  cytolytic  agents. 

Levick  et  al.70  treated  a patient  with  a 
malignant  melanoma  of  the  orbit  with 
intra-arterial  methotrexate.  A marked  re- 
gression of  the  orbital  neoplasm  was  noted. 

The  methotrexate-citrovorum  factor 
combination  was  used  by  Nahum  and 
Rochlin43  in  42  patients.  For  localization 
the  fluorescein-ultraviolet  test  was  used. 
Tumor  regression  was  usually  noted  by  the 
second  or  third  week  of  infusion.  Their 
patients  had  far-advanced  primary  condi- 
tions, and  chemotherapy  was  followed  by 
radiation  or  surgery,  depending  on  the 
degree  of  regression.  Those  with  the  most 
marked  regression  were  treated  with  sur- 
gical removal,  and  it  was  in  this  group  that 
the  results  seemed  to  be  the  best.  Heparin 
was  administered  during  the  infusion  period 
in  80-  to  140-mg.  daily  doses.  The  periph- 
ery of  the  tumor  usually  showed  the  greatest 
response  to  infusion. 

Sullivan  et  al.71  reported  on  their  investi- 
gations using  different  intra-arterial  medi- 
cations. In  addition  to  the  methotrexate- 
citrovorum  factor  duo,  the  authors  tested 
5-fluorouracil  and  5-FUDR.  The  latter 
drug  was  used  in  a dosage  of  0.5  mg.  per 
kilogram  per  twenty-four  hours  for  five 
days.  The  5-fluorouracil  was  used  in 
dosages  varying  between  7.5  to  15  mg.  per 
kilogram  per  twenty-four-hour  period. 
Using  the  fluoridinated  pyrimidines  local 
toxicity  might  develop  within  three  to  five 
days.  Of  the  63  patients  who  received  an 
adequate  course,  38  showed  a partial  re- 
gression of  tumor,  and  15  had  a complete 
and  sustained  regression. 

Investigators  are  constantly  looking  for 
new  drugs  and  drugs  with  unique  qualities. 
Witten  et  al 72  used  an  alkylating  agent 
with  a very  short  half-life  (1.3  minutes). 
When  such  a drug  is  given  intra-arterially 
most  of  the  effects  are  localized  to  the 
infused  region. 

Westbury73  discusses  regional  chemo- 
therapy in  some  detail.  He  emphasizes 
correct  placement  of  the  catheter  tip  and 
suggests  that  the  localizing  medium  be 
injected  slowly  to  simulate  the  infusion. 
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Infusion  is  continued  until  the  lesion  ap- 
pears static  or  complete  clinical  regression 
occurs.  Intermittent  intra-arterial  injec- 
tion is  recommended  where  feasible. 
Where  repeated  injection  is  to  be  made  into 
the  internal  carotid  system,  separate  ar- 
terial punctures  are  preferred.  Most  of 
the  patients  treated  by  infusion  had  pre- 
vious radiation,  surgery,  or  both.  Fifty- 
nine  patients  with  head  and  neck  cancers 
were  treated.  Ten  of  these  showed  com- 
plete clinical  regression  using  methotrexate 
with  folinic  acid,  methotrexate  alone,  or 
vinblastine. 

Tarr74  gave  5-fluorouracil  intra-arterially 
in  a dose  of  1 Gm.  per  twenty-four  hours. 
In  most  instances  the  white  blood  count 
remained  normal.  Several  patients  were 
infused  with  2 Gm.  of  5-fluorouracil  in  a 
single  day.  This  resulted  in  delirium  which 
subsided  when  the  dose  was  reduced  to  1 
Gm.  per  day.  Mucosal  reaction  seemed 
more  severe  in  patients  who  had  been  pre- 
viously irradiated. 

Wilson75  treated  10  patients  who  had 
brain  tumors.  He  infused  vinblastine  sul- 
fate to  a total  dose  of  0.4  mg.  per  kilogram 
over  a seventy-two-hour  period  via  the 
internal  carotid  artery.  Three  of  the  10 
patients  showed  signs  of  improvement. 
Spinal  fluid  composition  was  used  as  a 
criterion  of  improvement.  A needle  was 
inserted  into  the  carotid  artery  and  a fine 
polyethylene  catheter  inserted.  The  posi- 
tion of  the  catheter  was  checked  by  inject- 
ing radiographic  contrast  medium  or  fluo- 
rescein. A roller  pump  delivered  700  ml. 
per  twenty-four  hours.  Maximum  depres- 
sion of  white  blood  cell  count  was  seen  on 
the  fifth  to  seventh  days.  The  neurologic 
status  of  the  patient  was  aggravated  for  the 
first  several  days  of  infusion.  The  over-all 
clinical  response  was  good  with  maximum 
results  obtained  in  one  to  two  weeks  post- 
infusion. 

Using  an  experimental  model  Turner  and 
Couves76  evaluated  the  administration  of 
drugs  by  infusion  and  by  isolation  perfusion 
on  Walker  256  carcinoma  placed  in  the  hind 
limb  muscles  of  rats.  The  drug  tested  was 
triethylenethiophosphoramide  (Thio-Tepa), 
and  the  authors  found  that  treated  animals 
survived  longer  than  untreated,  that  sur- 
vival was  longer  after  perfusion  versus 
intermittent  infusion,  and  that  intermittent 
infusion  was  more  effective  than  systemic 


therapy.  Continuous  infusion  for  four 
hours  reduced  the  pulmonary  metastases 
by  a significant  number. 

Newton77  treated  malignant  tumors  in 
different  anatomic  locations  and  discussed 
the  chemical  binding  of  alkylating  agents 
in  their  passage  through  tissues.  Six  pa- 
tients with  brain  tumors  were  treated  and 
temporary  improvement  noted  in  4,  In= 
fusion  of  methotrexate  into  the  left  pul- 
monary artery  to  treat  a metastatic  fibro- 
sarcoma was  done,  but  no  change  was 
noted  after  345  mg.  were  injected.  The 
author  describes  infusion  of  the  bronchial 
artery,  left  gastric,  and  hypogastric  arteries 
for  pelvic  cancers.  His  most  rewarding 
results  were  in  the  pelvic  tumors  treated 
intermittently  with  nitrogen  mustard. 

Smith,  Klopp,  and  Alford78  summarized 
their  results  in  the  treatment  of  13  patients, 
using  fractionated  doses  of  nitrogen  mus- 
tard. Pain  relief  was  obtained  in  all,  and  1 
had  a complete  regression  for  nine  months. 
Eight  patients  were  treated  with  continuous 
intra-arterial  infusion  of  methotrexate,  and 
a significant  regression  was  noted  in  2 of 
them.  Nitrogen  mustard  was  also  ad- 
ministered continuously  intra-arterially. 
A total  dose  of  110  mg.  was  given  over  a 
ten-day  period.  It  was  necessary  to  main- 
tain the  infusate  at  a pH  of  2. 

Johnson,  Kisken,  and  Curreri79  tried  a 
spectrum  of  dosages  in  the  treatment  of 
squamous  carcinoma  with  5-fluorouracil. 
The  average  duration  of  infusion  was  six 
days,  and  they  reported  a 50  per  cent  reduc- 
tion in  tumor  size  in  most  of  the  treated 
patients.  A dramatic  initial  response  was 
noted  in  those  patients  who  had  not  pre- 
viously been  irradiated.  As  noted  by 
others,  regrowth  of  the  tumor  was  apparent 
in  about  six  weeks. 

Westbury73  summarizes  his  experiences 
with  150  cases  of  infusion.  Twenty-seven 
patients  were  treated  with  the  methotrex- 
ate-folinic  acid  combination.  Complete  re- 
gression was  noted  in  3 and  partial  regression 
in  18.  Sixteen  patients  were  treated  with 
methotrexate  alone.  In  this  group  there 
were  3 complete  regressions  and  10  partial 
regressions.  Vinblastine  was  used  to  treat 
a third  group  of  20  patients,  4 of  whom  had 
a complete  regression  and  8 partial.  The 
author  advocates  intermittent  intra-arte- 
rial chemotherapy  for  the  treatment  of 
pelvic  visceral  cancers.  In  the  treatment 
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of  brain  tumors  the  author  uses  repeated 
separate  carotid  punctures  rather  than 
intermittent  injection  through  a catheter. 
Thirty-two  patients  were  treated  with 
triethylene  glycol  diglycidyl  ether  (Epodyl) 

; administered  intermittently.  Eleven  pa- 
tients with  head  and  neck  cancer  were 
treated  with  this  drug.  No  complete 
regressions  were  noted,  but  8 “partials” 
were  recorded. 

Prossor80  states  that  perfusion  technics 
will  continue  to  advance  with  an  accelera- 
tion which  justifies  constant  revision  of  our 
therapeutic  methods.  In  a series  of  85 
treated  cases  the  efficacy  of  intra-arterial  or 
perfusion  technics  was  demonstrated  by 
noting  regression  of  advanced  epithelial 
tumors  and  melanomas.  He  further  states 
that  the  regression  achieved  in  most  cases 
has  been  incomplete  and  in  a high  propor- 
tion short  lasting.  The  author  thinks 
infusion  should  be  reserved  for  radiation 
and  surgical  failures.  Combined  therapy 
of  irradiation  and  infusion  for  advanced 
disease  of  the  antrum  is  recommended. 

Systemic  toxicity  was  discussed  by  Hum- 
ble.81 He  suggested  that  patients  with 
bone  marrow  depression  should  be  isolated 
from  the  general  hospital  population.  Cor- 
ticosteroids are  not  usually  given  and  anti- 
biotics administered  only  when  indicated. 
He  points  out  that  the  risk  of  systemic 
thrush  is  quite  great  in  patients  whose 
white  cell  counts  are  less  than  1,000. 
Trussell82  treated  20  cases  of  cancer  of  the 
cervix  with  continuous  intra-arterial  in- 
fusion of  methotrexate.  Most  of  the  lesions 
showed  some  signs  of  regression,  and  com- 
plete control  was  evident  in  2 cases.  One 
patient  was  apparently  free  of  disease  nine 
months  following  completion  of  infusion. 

Miller  and  Oliver83  treated  patients 
intra-arterially  with  8-azaguanine.  An  in- 
termittent, prolonged  (eight-hour)  infusion 
was  used.  Although  tumor  regression  was 
noted  in  60  per  cent  of  the  patients,  it  was 
not  of  long  duration.  Many  complications 
consequent  to  intra-arterial  infusion  were 
noted.  Using  a pressure  bag  infusion  unit 
Corgill84  infused  hydrogen  peroxide  into 
tumor-bearing  areas  just  prior  to  external 
irradiation.  The  rationale  of  potentiating 
irradiation  with  oxygenation  has  been  re- 
ferred to  previously  by  Mallams,  Finney, 
and  Balia.85  The  results  in  some  cases 
were  gratifying. 


Westbury86  treated  43  patients  with 
intra-arterial  infusion  using  methotrexate 
4 mg.  per  day  without  citrovorum  coverage. 
Most  of  the  cases  treated  had  head  and 
neck  tumors.  One  fibrosarcoma  of  the 
upper  thigh  showed  a marked  regression  of 
size  and  distinct  palliation  following  in- 
fusion. These  authors  point  out  that  a 
rapid  injection  of  a contrast  medium  may 
give  a fallacious  impression  of  the  dis- 
tribution of  the  infusate.  Three  out  of  4 
patients  infused  via  the  internal  carotid 
artery  had  transient  hemiplegias,  therefore 
a single  injection  rather  than  continuous 
infusion  for  ocular  or  cerebral  lesions  was 
advocated.  The  initial  regression  of  some 
tumors  was  quite  impressive,  but  it  was 
noted  that  a residue  remains.  Chemo- 
therapy plus  irradiation  was  suggested. 
The  latter  technic  was  reported  by 
Latourette  and  Lawton.87 

Although  most  of  the  infusions  have 
been  performed  in  the  head  and  neck  area, 
some  investigators  have  applied  it  to  intra- 
abdominal viscera.  Ecker  et  a/.88  described 
the  technic  of  cannulization  of  the  gastro- 
duodenal artery  for  hepatic  infusion. 
Methotrexate  was  the  drug  used  and  im- 
provement was  noted  in  1 out  of  4 patients. 

Systemic  toxicity  from  the  drugs  cur- 
rently available  is  frequently  a problem. 
An  attempt  to  obviate  this  toxicity  was 
made  by  Mark  and  Calabresi.89  They 
infused  a tumor  lying  within  the  distribu- 
tion of  the  external  carotid  artery,  ligating 
it  proximal  to  the  takeoff  of  the  superior 
thyroid.  This  was  done  on  several  occa- 
sions but  was  thought  to  defeat  the  purpose 
of  infusion  because  the  gradient  of  flow  was 
from  the  contralateral  side.  The  drug 
infused  into  the  carotid  system  was 
5-IUDR  (5-iodo-2'-deoxyuridine).  Simul- 
taneously an  intra-arterial  infusion  was 
established  in  the  left  internal  iliac  artery, 
and  thymidine  was  infused  into  this  system. 
No  particular  sparing  of  the  bone  marrow  in 
the  thymidine-infused  iliac  bone  could  be 
demonstrated.  Local  drug  effect  was  evi- 
denced by  the  regression  of  tumor. 

TEM  has  been  combined  with  irradiation 
in  the  treatment  of  retinoblastoma. 
Krementz,  Schlosser,  and  Rumage90  de- 
scribed a technic  for  the  intermittent  intra- 
arterial administration  of  TEM.  They 
inserted  a small  polyethylene  catheter  into 
the  internal  carotid  system,  ligated  the 
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external  carotid  artery,  and  infused  TEM 
intermittently  into  the  indwelling  catheter 
on  several  successive  days  just  prior  to 
irradiation. 

Perese,  Day,  and  Chardack91  introduced 
a plastic  catheter  through  a number  16- 
gauge  Tuohy  needle  into  the  common 
carotid  artery.  The  same  technic  was 
used  to  place  catheters  into  the  vertebral 
arteries.  After  placing  the  catheter  an 
arteriogram  was  done,  but  infusion  was 
delayed  for  twelve  hours.  Nitrogen  mus- 
tard was  administered  intermittently  in 
5-  to  10-mg.  quantities  over  a thirty-minute 
period.  Sodium  thiosulfate  was  given  in- 
travenously simultaneously.  The  nitrogen 
mustard  and  its  antagonist  were  admin- 
istered for  six  days.  Some  of  the  patients 
were  treated  with  methotrexate  in  doses  of 
from  12  to  14  mg.  daily.  Citrovorum 
factor  was  begun  only  after  mild  toxicity 
was  noted.  Some  degree  of  palliation  and 
perhaps  increased  survival  resulted  from 
this  treatment.  Brain  tumors  as  a group 
are  far-advanced  when  first  treated,  and 
because  of  increased  intracranial  pressure 
the  effective  blood  supply  may  be  dimin- 
ished. 

Increasing  the  oxygen  concentration  in  a 
malignant  neoplasm  seems  to  make  it  more 
vulnerable  to  physical  or  chemical  agents. 
Mallams,  Finney,  and  Balia85  investigated 
the  use  of  hydrogen  peroxide  when  infused 
intra-arterially.  The  patients  so  treated 
were  also  irradiated.  There  is  some  evi- 
dence that  intra-arterial  oxygen  increases 
the  therapeutic  ratio  of  irradiation.  Freck- 
man92  reported  a technic  of  intra-arterial 
catheterization  and  the  results  obtained 
using  a variety  of  cytolytic  agents.  The 
drugs  most  frequently  used  were  5-fluo- 
rouracil,  methotrexate,  and  phenylalanine 
mustard.  The  most  effective  agent  was 
5-fluorouracil. 

Stehlin  and  Clark93  stated  that  palliation 
can  be  achieved  by  intra-arterial  technic 
but  that  there  is  considerable  hazard  asso- 
ciated with  its  use.  Langfitt,  Hedges,  and 
Koff94  treated  a young  patient  with  a 
malignant  orbital  tumor  using  continuous 
infusion  of  methotrexate  into  the  internal 
carotid  artery  for  six  days.  There  was  an 
immediate  decrease  in  the  distortion  about 
the  orbit  and  complete  pain  relief.  A rapid 
regrowth  of  the  tumor  was  noted  in  about 
three  weeks.  Many  investigators  in  in- 


fusion therapy  have  noted  this  prompt 
initial  decrease  or  control  of  the  lesion 
followed  by  a rather  rapid  regrowth. 

Ten  patients  with  malignant  cerebral 
astrocytomas  were  treated  by  Mealey.95 
The  drug  used  in  each  case  was  vinblastine. 
It  was  administered  in  a dose  of  0.5  mg.  per 
kilogram,  divided  equally,  and  given  on 
two  successive  days.  The  catheter  was 
heparinized  between  infusions  to  prevent 
clotting.  The  vinblastine  was  admin- 
istered by  gravity  drip  and  prolonged  infu- 
sion. Two  patients  showed  some  tem- 
porary benefit  from  the  treatment.  The 
author  suggests  that  larger  doses  over 
longer  periods  of  time  might  improve  re- 
sults. 

Hall  et  aZ.96  used  8-azaguanine  as  the 
infusate  in  the  treatment  of  malignant 
tumors.  This  drug  was  usually  given  in 
300-  to  1,000-mg.  amounts  per  day,  and  at 
this  dosage  no  depression  of  leukocytes  or 
platelets  was  noted.  There  was  an  over-all 
objective  response  of  30  per  cent.  Growth 
of  the  tumor  usually  resumed  between  the 
fourth  and  sixteenth  week.  Lawton, 
Anderson,  and  Llewellyn97  discussed  the 
rationale  and  the  technic  of  intra-arterial 
infusion.  In  their  treatment  group  regres- 
sion was  noted  in  about  20  per  cent  of  the 
cases,  and  disappearance  of  the  lesion  for  a 
period  of  six  months  was  recorded  in  2 pa- 
tients. The  methotrexate-citrovorum  fac- 
tor complex  was  used  in  the  treatment  of 
these  cases. 

Methotrexate-citrovorum  factor  regi- 
men, 5-fluorouracil,  and  triethylenethiophos- 
phoramide  were  administered  by  Herter, 
Markowitz,  and  Feind.53  The  latter  drug 
was  given  in  10-mg.  daily  doses  for  six  days. 
Twelve  tumor  responses  were  noted  in  31 
patients  considered  to  have  received  ade- 
quate treatment.  The  responses  were  most 
marked  in  hemangioendotheliomas  as  a 
group. 

Balia  et  al ,98  treated  22  patients  with 
intra-arterial  methotrexate.  They  used  a 
schedule  of  25  mg.  per  twenty-four  hours 
for  twelve  days.  The  infusion  was  usually 
followed  after  a four-week  interval  by 
definitive  surgery  or  radiation.  The  au- 
thors had  a significant  number  of  complica- 
tions associated  with  the  intra-arterial 
therapy,  especially  in  the  postinfusion 
surgical  resections  when  compared  with  the 
surgical  group  without  chemotherapy. 
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i Any  group  treated  purely  by  surgery  is 
likely  to  contain  more  favorable  cases, 

; which  might  explain  a lower  complication 
rate  in  this  group.  The  authors  conclude 
i that  intra-arterial  infusion  has  a place  in 
therapy,  especially  as  a palliative  agent. 

Ryan"  believes  there  are  a number  of 
\ instances  where  fractional  intra-arterial 
chemotherapy  is  indicated,  especially  when 
combined  with  irradiation.  This  author 
discusses  very  lucidly  many  of  the  problems 
involved  in  intra-arterial  infusion.  He 
suggests  the  use  of  a piano  wire  stylus,  50 
per  cent  dextrose,  and  frequent  injections  of 
heparin  saline  to  prevent  clotting  of  cath- 
eters. Some  cases  of  hemiplegia  were  at- 
tributed to  vasospasm  and  responded  to  the 
immediate  injection  of  procaine.  He  de- 
scribes the  retrograde  catheterization  of 
the  external  system  through  the  superficial 
temporal  artery  and  the  direct  intubation 
of  the  external  carotid  via  the  superior 
thyroid  artery  with  ligation  of  the  external 
carotid  at  its  source. 

Reemtsma100  reported  on  the  incidence  of 
complications  occurring  during  infusion. 
The  most  frequent  complications  were 
nausea  and  vomiting.  Those  related  to 
the  drug  were  erythema,  ecchymosis,  or 
necrosis  of  the  skin. 

Hanna,  Gaisford,  and  Gold wyn 101  report 
approximately  100  cases  where  intra-arte- 
rial medication  was  used  to  obtain  pallia- 
tion in  head  and  neck  cancer.  The  patients 
were  chosen  on  the  basis  that  pain  relief 
was  inadequate  using  moderate  doses  of 
narcotics.  The  superficial  temporal  artery 
route  was  used  in  70  per  cent  of  the  cases, 
and  nitrogen  mustard  was  the  infusate  ad- 
ministered in  3-mg.  daily  doses  for  two 
weeks.  Pain  relief  was  obtained  in  a large 
number  of  the  patients  so  treated. 

Watkins  and  Sullivan102  review  much  of 
the  work  begun  by  Sullivan  in  1959. 63 
The  methotrexate-citrovorum  factor  com- 
bination is  the  one  most  frequently  used. 
There  was  an  adequate  course  for  evalua- 
tion in  101  patients,  and  out  of  this  group 
17  patients  have  shown  a complete  regres- 
sion for  as  long  as  thirty-seven  months. 
It  is  suggested  that  if  the  rationale  of  con- 
tinuous intra-arterial  infusion  is  valid,  a 
continuous  infusion  of  more  than  seven 
days  would  frequently  be  necessary. 
Collins,  Loeffler,  and  Tivey103  estimated  the 
growth  rates  in  a variety  of  human  tumors 


by  observing  their  pulmonary  metastases. 
The  doubling  times  varied  from  eleven  to 
one  hundred  sixty-four  days,  and  there  is 
no  evidence  of  uniformity  among  different 
histologic  patterns.  The  growth  rate  in  a 
particular  tumor  seems  to  be  somewhat  the 
same  throughout  its  natural  history. 

Sullivan  et  al ."  used  streptonigrin  as  a 
prolonged  intra-arterial  infusion.  Mod- 
erate hematologic  toxicity  was  noted  follow- 
ing dosage  of  7 mg.  kilogram  per 
twenty -four  hours.  The  infusion  was  per- 
formed with  a portable  miniature  chrono- 
metric  pump.55  The  authors  conclude  that 
the  therapeutic  effects  of  streptonigrin  are 
equivalent  to  those  of  the  fluoridinated 
pyrimidines,  but  the  former  drug  does  not 
have  the  gastrointestinal  side-effects. 

Lawton,  Taylor,  and  Latourette104  re- 
cently reported  the  use  of  a large  dose  of 
intra-arterial  TEM  combined  with  radia- 
tion therapy  for  the  treatment  of  retino- 
blastoma metastatic  to  a long  bone. 

Conclusion 

A careful  search  of  the  English  medical 
literature  has  been  made  in  an  attempt  to 
find  most  of  the  references  to  intra-arterial 
infusion.  It  is  obvious  that  with  time  more 
people  are  interesting  themselves  in  this 
form  of  therapy  either  as  a palliative  treat- 
ment in  far-advanced  primary  or  recurrent 
disease,  or  as  a combined  therapy,  serially 
or  simultaneously  with  irradiation.  In 
some  cases  a triple  combination  of  intra- 
arterial infusion,  radiation,  and  surgery  has 
been  used. 

The  ideal  drug  has  not  been  found  for  this 
form  of  therapy,  but  there  is  an  advantage 
to  the  intra-arterial  administration  of  a 
drug  in  that  high  concentrations  can  be 
administered  through  the  tumor  site  with- 
out necessarily  imposing  systemic  toxicity. 
When  more  effective  drugs  become  avail- 
able this  form  of  therapy  will  become  more 
generally  applicable. 

It  is  the  consensus  among  investigators 
that  partial  and  complete  regressions  can 
be  obtained  with  intra-arterial  therapy. 
The  investigators  are  also  unanimous  that, 
with  the  exception  of  a few  long-term  sur- 
vivals, even  with  a complete  tumor  regres- 
sion initially,  the  lesion  will  reappear  within 
one  or  two  months.  It  is  because  of  this 
reappearance  of  the  lesion  that  some  other 
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form  of  therapy  is  frequently  combined 
with  infusion. 

The  largest  group  of  cancer  patients 
treated  are  those  with  lesions  of  the  head 
and  neck.  This  obtains  because  of  the 
large  numbers  of  patients  available,  the 
relative  difficulty  of  eradicating  these  tu- 
mors, and  the  accessibility  of  arterial  sys- 
tems to  infusion. 

Other  vessels  in  the  body  are  being  in- 
tubated either  with  a direct  surgical  ap- 
proach or  indirectly  using  some  of  the 
technics  borrowed  from  our  cardiovascular 
laboratories.  Visceral  branches  are  being 
catheterized  via  the  femoral,  brachial,  and 
even  common  carotid  artery. 

Almost  every  drug  available  for  systemic 
cancer  chemotherapy  has  been  used  intra- 
arterially. Dosage  schedules  are  still  some- 
what arbitrary,  but  it  is  generally  found 
that  higher  total  dosages  can  generally  be 
used  when  the  drug  is  administered  intra- 
arterially with  some  notable  exceptions, 
such  as  5-FUDR. 

A variety  of  technics  to  effect  infusion 
are  currently  being  used,  but  it  would  ap- 
pear that  some  degree  of  standardization 
will  ultimately  appear.  There  is  a tend- 
ency to  make  the  patient  more  ambulatory 
during  his  therapy  so  the  treatment  can  be 
continued  at  home  or  the  patient  can  be 
transported  to  sources  of  irradiation  for 
simultaneous  treatment.  This  necessitates 
the  development  of  unique  pumping  sys- 
tems and  the  use  of  energy  stored  in  a form 
of  electrical  or  mechanical  energy. 

The  best  results  have  been  obtained  in 
the  palliation  of  tumors  in  the  head  and 
neck  area  and  the  pelvis. 

It  is  conceded  that  this  is  still  an  investi- 
gative tool  and  should  not  necessarily  be 
adopted  for  widespread  use.  The  com- 
plications are  of  a large  variety;  most  of 
them  minor  and  not  life-threatening. 
Some  of  the  more  serious  complications  are 
embolic  phenomena  in  the  central  nervous 
system  when  the  internal  carotid  system  is 
being  infused,  aplastic  bone  marrow  as  a 
consequence  of  drug  toxicity,  and  hemor- 
rhage from  a tumor  site  during  the  destruc- 
tion of  the  mass.  Complications  of  a 
technical  nature  may  not  be  life-threaten- 
ing but  may  necessitate  discontinuation  of 
the  infusion. 

No  doubt,  some  articles  have  been  over- 
looked, but  it  was  the  intent  of  the  reviewer 


to  report  on  significant  articles  that  became 
accessible  to  him  through  a diligent  search 
of  the  literature. 
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Aspiration  of  Gastric 
Contents  During  Anesthesia 


An  episode  of  vomiting  during  anesthesia 
is  extremely  hazardous  because  of  the  possi- 
bility of  aspiration  of  regurgitated  gastroin- 
testinal contents.  Dire  consequences  may 
result.  The  following  case  reports  illus- 
trate currently  approved  methods  of  treat- 
ment after  aspiration  of  gastric  contents  has 
occurred. 


Case  reports 

Case  1.  A sixty-year-old  woman  was  ad- 
mitted to  the  hospital  eight  hours  after  an  epi- 
sode of  vomiting  with  continued  severe  epi- 
gastric pain  which  began  to  diffuse  over  the 
entire  abdomen.  She  had  been  hospitalized 
twice  previously  for  a bleeding  ulcer  on  the 
lesser  curvature  of  the  stomach.  Physical  ex- 
amination revealed  a pale,  obese,  acutely  ill 
patient.  Systolic  blood  pressure  was  120  mm. 
Hg  and  diastolic  80  mm.  Hg;  pulse  rate  was  110 
per  minute  and  respiration  20  per  minute. 
There  was  generalized  rebound  tenderness  of  the 
abdomen,  most  marked  in  the  epigastric  region. 
Bowel  sounds  were  absent,  but  x-ray  of  the 
abdomen  showed  neither  ileus  nor  free  air  in  the 
peritoneal  cavity.  The  hematocrit  was  27  and 
the  white  blood  cell  count  was  10,400  per  cubic 
millimeter.  With  a working  diagnosis  of  pene- 
trating or  perforated  gastric  ulcer  with  perito- 
nitis, emergency  laparotomy  was  scheduled. 

A nasogastric  tube  was  inserted  into  the  stom- 

Presented  and  discussed  at  a conference  held  at  Columbia- 
Presbyterian  Medical  Center,  New  York  City,  January  4, 
1965.  Clinical  Anesthesia  Conferences  are  held  on  the  first 
Monday  of  each  month. 


ach,  and  the  patient  was  brought  to  the  operating 
room  without  medication.  She  then  received 
atropine  0.4  mg.  intravenously.  With  the 
patient  awake  and  in  a high  semisitting  position, 
her  pharynx,  larynx,  and  trachea  were  sprayed 
with  tetracaine  hydrochloride  (Pontocaine) 
1 per  cent.  While  attempting  to  insert  an  endo- 
tracheal tube  under  direct  vision,  liquid  gastric 
contents  were  vomited  and  a portion  aspirated 
into  the  lungs.  The  intubation  was  quickly 
completed  and  the  endotracheal  cuff  inflated. 
The  trachea  was  suctioned  immediately  and 
washed  with  10  ml.  of  normal  saline,  and  the 
lungs  were  inflated  with  oxygen  several  times. 
The  cycle  of  irrigation,  suction,  and  oxygenation 
was  repeated  15  to  20  times.  Anesthesia  was 
then  induced  intravenously  with  thiopental 
sodium  and  maintained  with  nitrous  oxide, 
thiopental  sodium,  meperidine  hydrochloride, 
and  tubocurarine.  Bronchospasm  and  cyanosis 
ensued,  and  auscultation  revealed  wheezing  over 
the  entire  chest.  Isoproterenol  hydrochloride 
(Isuprel)  0.04  mg.  was  injected  intravenously 
followed  by  methylprednisolone  sodium  suc- 
cinate (Solu-Medrol)  40  mg.  intravenously. 
During  the  next  hour  her  color  improved,  the 
bronchospasm  cleared,  and  a decrease  in  the 
coarse  rhonchi  and  slight  wheezing  sounds  was 
noted.  The  surgeon  found  free  fluid  in  the 
peritoneal  cavity  and  a large  perforated  gastric 
ulcer  which  he  repaired  with  a patch  of  omen- 
tum. During  the  procedure  the  patient  received 
500  ml.  of  whole  blood;  her  vital  signs  remained 
stable  throughout.  Postoperatively,  ventilation 
was  controlled  for  about  four  hours  with  an 
Engstrom  respirator.  Further  steroid  therapy 
was  withheld  because  of  the  perforated  ulcer. 
Wheezing  disappeared  in  two  hours,  and  the 
rhonchi  were  gone  in  twenty-four  hours.  Sub- 
sequent recovery  was  uneventful. 
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Case  2.  A thirty-five-year-old  pregnant 
woman  near  term  was  admitted  to  the  hospital  for 
observation  because  of  hypertension  (systolic 
blood  pressure  170  mm.  Hg,  diastolic  100  mm. 
Hg)  which  had  also  occurred  with  each  previous 
pregnancy.  For  the  first  six  months  of  the 
present  pregnancy,  blood  pressure  had  remained 
at  normal  levels,  but  in  the  last  trimester  her 
diastolic  pressure  rose  gradually  to  100  mm.  Hg. 
There  had  been  an  episode  of  moderate  periph- 
eral edema  without  albuminuria,  which  had 
responded  promptly  to  diuretic  therapy.  Ex- 
cept for  mild  headaches  and  dizziness,  symp- 
toms of  toxemia  were  absent.  The  findings  on 
physical  examination,  apart  from  the  hyper- 
tension, were  within  normal  limits.  She  was 
placed  in  bed  and  treated  with  phenobarbital, 
chlorothiazide  (Diuril),  and  acetazolamide  (Di- 
amox).  On  the  third  hospital  day  she  com- 
plained of  visual  disturbances;  at  this  time  a 
1 plus  albuminuria  was  noted.  Labor  began 
twelve  hours  later  with  uterine  contractions 
about  every  ten  minutes.  Because  of  the  history 
and  a persistent  transverse  lie,  it  was  decided  to 
perform  cesarean  section  and  tubal  ligation. 

Meperidine  hydrochloride  50  mg.  and  atropine 
0.4  mg.  were  administered  intramuscularly 
twenty  minutes  prior  to  the  induction  of  anes- 
thesia with  cyclopropane  and  oxygen.  Since 
the  patient  had  eaten  lunch  prior  to  the  onset  of 
labor,  intubation  of  the  trachea  was  planned. 
However,  the  intubation  was  not  successful, 
and  the  operation  commenced  without  delay 
with  the  patient  in  Trendelenburg  position. 
Just  prior  to  delivery  of  a live  healthy  infant, 
another  unsuccessful  attempt  at  intubation 
resulted  in  massive  vomiting  and  subsequent 
aspiration  of  the  contents,  which  caused  ex- 
treme cyanosis  of  blood  and  tissues.  An  attend- 
ing anesthesiologist  promptly  inserted  the  endo- 
tracheal tube,  removed  gross  particles  of  food 
from  the  trachea  with  a suction  catheter,  and 
ventilated  the  lungs  with  pure  oxygen.  A 
thorough  tracheobronchial  toilet  was  performed 
with  intermittent  instillation  and  aspiration  of 
normal  saline  in  increments  of  10  ml.  to  a total 
of  about  200  to  300  ml.  Thirty  minutes  after 
the  incident,  hydrocortisone  succinate  sodium 
(Solu-Cortef)  400  mg.  was  injected  slowly  intra- 
venously, and  another  400  mg.  was  added  to  the 
bottle  of  glucose  in  water  then  being  adminis- 
tered intravenously.  A nasogastric  tube  was 
inserted.  Ventilation  with  oxygen  was  con- 
tinued for  the  remainder  of  the  procedure,  and 
intermittent  injections  of  succinylcholine  were 
given  to  facilitate  closure  of  the  abdomen. 
Tubal  ligation  was  not  performed.  An  x-ray  of 
the  chest  taken  in  the  operating  room  revealed 
that  both  upper  lobes  were  atelectatic. 

The  patient  was  brought  to  the  recovery  room 
awake  and  alert  but  in  poor  condition:  systolic 

blood  pressure  94  mm.  Hg,  diastolic  80  mm.  Hg, 
pulse  rate  126  per  minute  and  respiration  32  per 
minute.  Coarse  expiratory  rales  were  heard 
over  the  entire  chest,  and  there  was  moderate 
cyanosis  of  mucous  membranes  and  fingernail 
beds.  She  was  placed  in  an  oxygen  tent  with  a 
vaporizer.  Hydrocortisone  succinate  sodium 


200  mg.  was  given  by  a single  intravenous  injec- 
tion that  night,  and  a second  200  mg.  was 
placed  in  the  intravenous  infusion  being  ad- 
ministered. The  next  morning  improvement 
was  obvious.  Cyanosis  had  cleared,  the  in- 
spiratory and  expiratory  wheezing  over  both 
lung  fields  was  less  marked  than  before,  and  no 
fine  rales  were  heard.  Blood  pressure  was 
stable  at  98  mm.  Hg  systolic  and  60  mm.  Hg 
diastolic.  Pulse  rate  was  100  per  minute  and 
respiration  20  per  minute;  temperature  was 
98.6  F.  Chest  x-ray  showed  subsiding  reaction 
in  both  lungs.  Steroid  therapy  was  gradually 
reduced  over  the  next  four  days:  hydrocorti- 

sone succinate  sodium  100  mg.  by  infusion 
three  times  on  the  second  day,  50  mg.  by  infu- 
sion four  times  on  the  third  day  and  twice  on  the 
fourth  day,  and  25  mg.  by  infusion  twice  on  the 
fifth  day.  By  the  fourth  day  the  chest  was 
clear  to  percussion  and  auscultation.  Subse- 
quent recovery  was  uneventful. 

Comment 

Vomiting  and  subsequent  aspiration  of 
gastric  contents  account  for  a significant 
percentage  of  anesthetic  deaths  that  can  be 
classified  as  preventable.  Efforts  to  avoid 
pulmonary  aspiration  may  be  directed 
toward  retaining  protective  laryngeal  re- 
flexes intact,  as  in  regional  anesthesia  with 
the  patient  awake,  inhalational  analgesia, 
or  hypnosis. 1 But  these  methods  are  appli- 
cable only  in  restricted  situations.  If  gen- 
eral anesthesia  is  required,  the  trachea  must 
be  sealed  off  with  a cuffed  endotracheal 
tube,  using  either  a rapid  induction-intuba- 
tion technic  or  an  intubation  in  the  awake 
patient  with  the  aid  of  topical  anesthesia.1 
Both  approaches  are  useful;  both  require  a 
high  degree  of  skill.  A third  and  more 
drastic  method  of  intubation,  which  may  be 
required  on  occasion,  utilizes  a tracheos- 
tomy performed  with  the  patient  awake.1 
In  all  instances,  unless  and  until  the  airway 
is  isolated  by  tracheal  intubation,  the  lungs 
remain  vulnerable  to  the  risk  of  aspiration 
of  vomited  or  regurgitated  gastrointestinal 
contents. 

Sudden  death  from  asphyxia  may  result 
from  mechanical  obstruction  of  the  airway 
by  large  particles  of  solid  material.  Aspi- 
ration of  smaller  particles  may  result  in 
atelectasis  of  those  portions  of  the  lungs 
where  particles  lodge  in  the  bronchi.  In 
the  case  of  liquid  material,  aspiration  of 
even  a small  amount  may  produce  intense 
irritation  due  to  the  acidity  of  the  gastric 
juice  present.  Chemical  pneumonitis  and 
pulmonary  edema  may  follow. 
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Treatment  for  this  condition  should  be 
immediate  and  aggressive.  A large-bore 
endotracheal  tube  should  be  inserted  to 
permit  suctioning  of  the  offending  material 
from  the  lungs  and  to  facilitate  vigorous 
expansion  of  the  lungs  with  oxygen.  Large 
particles  of  solid  material  lodged  in  the  air- 
way may  need  to  be  removed  with  forceps 
through  a bronchoscope,  but  unless  urgent 
this  should  be  delayed  until  asphyxia  has 
been  combatted  and  pulmonary  function 
restored.  Bronchial  lavage  with  small 
amounts  (5  to  10  ml.)  of  saline  may  aid  the 
removal  of  particulate  matter  and  will  also 
serve  to  dilute  the  irritating  hydrochloric 
acid.  Larger  volumes  of  saline  or  other 
liquids  should  be  avoided  since  they  only 
serve  to  spread  the  aspirated  material  to  the 
periphery  of  the  lungs.2-3  Unless  aspira- 
tion of  vomitus  has  been  minimal,  the  oper- 
ation should  be  interrupted  or  postponed  if 
possible.  When  the  patient’s  condition  has 
become  stable,  bronchoscopy  may  be  per- 
formed if  indicated  for  thorough  cleansing 
of  the  tracheobronchial  tree. 

Should  reflex  bronchospasm  occur,  as  in 
Case  1,  bronchodilator  drugs  may  be  use- 
ful.4 Isoproterenol  hydrochloride  may  be 
given  intravenously  in  doses  of  0.04  mg.  or 
by  aerosol.  Aminophylline  250  to  500  mg. 
may  be  administered  slowly  intravenously 
to  the  conscious  patient  but  is  deemed  in- 
advisable during  general  anesthesia  because 
of  the  risk  of  severe  cardiovascular  depres- 
sion and  collapse.5 

Intermittent  positive  pressure  breathing 
with  humidified  oxygen  may  be  useful  to 
prevent  or  minimize  subsequent  pulmonary 
edema. 3 Isoproterenol  hydrochloride  aero- 
sol therapy  may  be  instituted  at  this  time. 


Tracheostomy  may  be  useful  if  prolonged 
inhalational  therapy  is  envisaged.  When 
not  contraindicated  by  the  surgical  situa- 
tion, as  happened  in  Case  1,  steroid  therapy 
is  particularly  valuable  in  ameliorating  as- 
piration pneumonitis.6  The  dosage  of  hy- 
drocortisone employed  in  Case  2 was  effec- 
tive although  a less  vigorous  regimen  has 
been  recommended3:  200  mg.  intrave- 

nously at  once,  then  50  mg.  intramuscularly 
every  six  hours  for  two  days,  and  then  25 
mg.  intramuscularly  every  six  hours  for  two 
days. 

Circulatory  support  with  vasopressors 
may  be  indicated;  digitalization  of  the 
elderly  patient  should  be  seriously  con- 
sidered. A broad  spectrum  antibiotic 
should  be  administered  prophylactically 
since  the  corticoid  therapy  also  depresses 
resistance  to  secondary  invasion  by  micro- 
organisms. 

Without  discussing  anesthetic  manage- 
ment prior  to  the  aspiration  of  vomitus  in 
these  cases,  when  it  did  occur,  appropriate 
therapeutic  measures  were  instituted 
promptly  and  serious  sequelae  successfully 
averted. 
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The  coexistence  of  duodenal  ulcer  and 
carcinoma  of  the  stomach  is  a rare  associa- 
tion. The  purpose  of  this  report  is  to 
document  2 cases  of  this  association  oc- 
curring in  the  private  practice  of  internal 
medicine  within  a short  period  of  time. 

Various  authors  and  medical  texts  have 
pointed  out  that  the  coexistence  of  duodenal 
ulcer  and  carcinoma  of  the  stomach  is 
rare.  Indeed,  Portis  and  Jaffe,1  Bockas,2 
and  Eusterman  and  Balfour3  have  felt  that 
having  a duodenal  ulcer  in  some  way  pro- 
tects one  against  the  development  of 
cancer  of  the  stomach.  Van  R.  Potter, 
M.D.,  and  Charles  Heidelberger,  M.D., 
believe  that  there  is  an  enzyme  or  by- 
product of  such  which  forestalls  the  de- 
velopment and  the  growth  of  carcinoma  in 
the  duodenum  proper  and  that  the  produc- 
tion of  this  anticar cino genic  factor  is 
augmented  by  the  stimulating  effect  of  the 
activity  of  the  duodenal  lesion,  that  is,  the 
active  ulcer.  Carney4  reviewed  national 
statistics  from  the  U.S.  Public  Health 
Service  and  the  American  Cancer  Society 
and  found  that  they  did  not  have  a single 
case  of  coexisting  duodenal  ulcer  and 
carcinoma  from  1949  to  1958. 

However,  others  do  not  share  this  view. 
Beatson  in  19265  and  Singer  in  19326  re- 


FIGURE 1.  Case  1.  Gastrointestinal  series  on 
April  27,  1963,  showed  duodenal  deformity  with 
ulcer  crater. 


ported  on  the  development  of  carcinoma 
of  the  stomach  in  patients  with  previous 
gastric  surgery  for  duodenal  ulcer.  Gray 
and  Lofgren7  also  reviewed  the  problem 
of  gastric  cancer  following  surgery  for 
duodenal  ulcer  and  reported  on  80  oc- 
currences in  825  patients  at  the  Mayo 
Clinic.  Helsingen  and  Hilestadt,8  how- 
ever, reported  a 5 per  cent  incidence  of 
carcinoma  of  the  stomach  within  twenty 
years  of  gastroenterostomy.  Eleven  out 
of  222  patients  who  had  had  resections  for 
duodenal  ulcer  developed  a carcinoma  of 
the  stomach. 

Orringer9  reviewed  cases  at  The  Mount 
Sinai  Hospital  in  New  York  from  1933  to 
1949  and  found  that  0.4  per  cent  of  pa- 
tients with  duodenal  ulcer  developed  car- 
cinoma of  the  stomach.  Ryan  and  Beal10 
reviewed  the  literature  and  found  88  cases 
in  which  both  lesions  existed  sometime  in 
the  patient’s  life.  Epstein  and  Mendell11 
reviewed  300  cases  of  duodenal  ulcer  and 
250  of  carcinoma  of  the  stomach  and  found 
only  2 instances  where  both  existed  to- 
gether. Fischer,  Glagett,  and  McDonald12 
found  only  1 patient  with  coexisting  car- 
cinoma of  the  stomach  and  duodenal  ulcer 
out  of  938  cases  at  the  Mayo  Clinic  be- 
tween 1911  and  1945.  Kostelecky  and 
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FIGURE  2.  Case  1.  October  9,  1963:  deformed 
duodenal  cap,  small  active  ulcer,  and  carcinoma  of 
fundus.  At  surgery  polypoid  ulcerating  adeno- 
carcinoma of  cardiac  portion  invading  esophageal 
junction  was  found. 

Nahodil13’14  reviewed  1,334  cases  of  car- 
cinoma of  the  stomach  in  Prague  from 
1945  to  1950  and  found  22  with  associated 
duodenal  disease,  but  11  of  these  had 
previous  gastric  surgery.  They  also  re- 
ported a case  of  active  bleeding  duodenal 
ulcer  associated  with  inoperable  coexisting 
carcinoma  of  the  stomach  in  1961.  Reiner, 
Smith,  and  Cohn15  reported  on  a patient 
with  ruptured  duodenal  ulcer  coexisting 
with  infiltrating  adenocarcinoma  of  the 
stomach.  Magovern,  Friedman,  and 
Freund16  and  McCrea17  and  Sauer18  also 
reported  on  the  coexistence  of  duodenal 
ulcer  and  gastric  carcinoma. 

Case  reports 

Case  1.  A fifty-seven-year  old  white 
male  refrigeration  foreman,  who  had  a 
duodenal  ulcer  diagnosed  twenty  years 
previously  and  gastrointestinal  bleeding 
requiring  transfusion  seven  years  before, 
was  first  seen  on  April  22,  1963,  complain- 
ing of  abdominal  pain  and  weight  loss.  He 
denied  hematemesis  or  melena.  A physical 
examination  showed  negative  findings.  He 
was  hospitalized  at  Brunswick  Hospital 
Center,  and  a gastrointestinal  series  on 
April  27,  1963,  revealed  deformity  of  the 
duodenal  bulb  secondary  to  inflammatory 
scarring  with  probable  active  ulcer  crater 


of  the  bulb  (Fig.  1). 

He  was  treated  with  diet,  antacids,  and 
antispasmodics  and  did  well  until  he  took 
aspirin  for  headache  on  October  6,  1964, 
noted  a black  stool  on  October  7 and  8,  and 
was  readmitted  to  Brunswick  Hospital 
Center.  A physical  examination  showed 
normal  findings,  but  the  hemoglobin  was 
10.4  Gm.  per  100  ml.  and  hematocrit  34. 
The  stool  was  positive  for  occult  blood. 
A gastrointestinal  series  on  October  9, 
1963,  revealed  a deformed  duodenal  cap 
incident  to  chronic  inflammatory  disease 
and  scarring  and  a small  active  ulceration. 
In  addition  a distorted  mucosal  pattern 
about  the  fundus  of  the  stomach  at  the 
cardia  was  noted  (Fig.  2).  Esophagoscopy 
was  performed;  a biopsy  was  taken  of  the 
lesion  which  was  proved  to  be  adenocarci- 
noma of  the  stomach.  Laparotomy  was 
performed,  and  a 50  per  cent  gastrectomy 
with  resection  of  the  anterior  portion  of  the 
stomach  and  a pyloroplasty  were  also  per- 
formed. The  duodenal  tissue  was  thick- 
ened and  scarred,  but  no  active  ulcer  was 
found.  A pathologic  examination  revealed 
a polypoid,  ulcerating  adenocarcinoma  of 
the  cardiac  portion  of  the  stomach,  pene- 
trating the  entire  wall  and  invading  the 
esophageal  junction.  There  were  metas- 
tases  to  the  attached  lymph  nodes. 

The  patient  has  done  well  since  discharge 
without  evidence  of  recurrent  disease.  He 
is  back  at  full-time  work  and  has  slowly 
gained  some  weight.  He  is  now  able  to 
eat  all  foods  without  distress. 

Case  2.  A thirty-four-year-old  white 
male  was  first  seen  in  March,  1961,  com- 
plaining of  abdominal  pain  relieved  by 
food.  He  had  had  a gastrointestinal  series 
in  November,  1960,  for  similar  symptoms, 
but  apparently  no  ulcer  was  demonstrated. 
He  was  placed  on  antispasmodics  and 
antacids  and  improved  initially;  however, 
he  noted  severe  pain  in  the  midepigastrium 
on  April  29,  1961.  He  failed  to  improve 
and  was  admitted  to  Brunswick  Hospital 
Center  for  the  first  time  on  May  1,  1961. 
A physical  examination  showed  normal 
findings  other  than  midepigastric  tender- 
ness. A gastrointestinal  series  on  May  2, 
1961,  revealed  a normal  stomach  without 
evidence  of  inflammatory  or  neoplastic 
change.  The  pyloric  mucosa  was 
coarsened  and  the  duodenal  cap  deformed 
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FIGURE  3.  Case  2.  May  2,  1961:  duodenal  de- 
formity with  small  juxtapyloric  peptic  ulcer. 


with  the  suggestion  of  a small  ulcer  crater. 
The  deformity  was  persistent  and  chronic, 
and  acute  inflammatory  changes  were 
noted.  He  was  treated  with  antispas- 
modics,  diet,  and  rest  and  improved 
(Fig.  3). 

He  had  recurrence  of  severe  midepigas- 
tric  distress  and  was  hospitalized  on 
August  3,  1961.  A gastrointestinal  series 
on  August  4,  1961,  revealed  a normal 
stomach  and  irregularity  of  the  duodenal 
bulb  but  no  definite  evidence  of  inflam- 
matory change.  Gastric  analysis  at  this 
time  revealed  no  free  acid,  and  this  un- 
fortunately was  thought  to  be  a laboratory 
error.  He  did  well  until  January,  1962, 
when  he  complained  of  nocturnal  pain 
relieved  by  almost  any  food.  This  pain 
awakened  him  at  night.  He  had  no  relief 
with  various  medications  and  complained 
of  pain  radiating  to  his  back.  A gastro- 
intestinal series  was  performed  on  January 
31,  1962.  The  mucosal  pattern  through- 
out the  distal  stomach  in  the  antrum  and 
at  the  base  of  the  duodenal  cap  showed 
nodularity  and  coarsening  throughout,  but 
no  ulcer  was  identified.  His  symptoms 
then  subsided  until  December  7,  1962, 
when  he  noted  black  stools;  these  were 
positive  for  occult  blood,  and  he  was  ad- 
mitted to  Brunswick  Hospital  Center  on 
December  9,  1962.  A gastrointestinal 

series  on  December  11  showed  coarsening 
of  the  mucosal  pattern  and  deep  peristaltic 
activity  throughout  the  antrum,  and  a 
persistent  fleck  of  barium  on  several  films 
was  suggestive  of  a small  shallow  ulcer  on 
the  lesser  curvature  in  the  prepyloric  area. 
An  examination  with  an  Edar  gastroscope 


was  performed  three  days  later  revealing 
prominent  spastic  rugal  folds  throughout 
the  stomach  which  relaxed  as  air  was  in- 
sufflated, indicating  that  the  walls  were 
pliant.  There  was  no  evidence  of  infiltra- 
tion. A small  area  of  erythema  was 
evident  on  the  lesser  curvature  in  the 
prepyloric  area,  but  no  ulceration,  erosion, 
infiltration,  or  bleeding  was  noted.  These 
findings  were  judged  by  the  gastroscopist 
to  be  those  of  an  acute  resolving  local 
inflammation.  The  gastrointestinal  series 
was  repeated  on  December  24,  1962,  re- 
vealing coarsening  of  the  mucosal  pattern 
in  the  juxtapyloric  region  with  irritability 
of  the  duodenal  cap.  The  radiologist 
felt  that  juxtapyloric  inflammatory  disease 
still  existed,  although  it  had  improved 
slightly. 

The  patient  refused  surgery  at  this 
point.  He  was  seen  in  March,  1963,  com- 
plaining of  lower  abdominal  pain.  A 
barium  enema  and  sigmoidoscopy  showed 
normal  findings.  He  was  not  seen  until 
June,  1963,  when  he  complained  of  bloat- 
ing, pain,  and  the  necessity  for  a rest  pe- 
riod in  the  midst  of  a meal  before  finishing 
the  food.  He  was  referred  to  a gastro- 
enterologist, and  further  medical  therapy 
was  attempted.  He  failed  to  improve,  and 
a gastrointestinal  series  on  July  30,  1963, 
showed  a malignant  process  involving 
almost  the  entire  stomach  (Fig.  4).  The 
patient  was  later  operated  on,  and  an  in- 
filtrating adenocarcinoma  of  the  stomach 
was  noted. 

This  man  had  duodenal  disease  which 
was  probably  peptic  ulceration,  although 
one  cannot  be  sure  when  the  symptoms  of 
gastric  carcinoma  became  manifest.  He 
was  treated  for  benign  disease  which  was 
later  thought  to  be  gastritis.  Gastroscopy 
failed  to  demonstrate  or  suggest  malignant 
change;  surgery  was  refused,  and  one  can 
only  speculate  as  to  what  would  have  been 
found  in  December,  1962. 

Conclusion 

Active  duodenal  ulcer  may  occur  con- 
currently with  carcinoma  of  the  stomach. 
Cases  have  been  reported  in  which  carci- 
noma of  the  stomach  developed  in  an 
individual  many  years  after  gastric  surgery 
for  duodenal  ulcer.  Only  rarely  has  there 
been  a report  of  bleeding  or  perforation  in 
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FIGURE  4.  Case  2.  July  30,  1963:  carcinoma  of 
stomach.  At  operation  infiltrating  adenocarcinoma 
was  noted. 

an  active  duodenal  ulcer  along  with  an 
unsuspected  carcinoma  of  the  stomach. 
One  of  our  cases  illustrated  this  point. 
The  other  case  shows  the  vigilance  that  is 
necessary  in  dealing  with  changing  symp- 
toms in  the  patient.  One  cannot  conclude 
that  once  a duodenal  ulcer,  always  a 
duodenal  ulcer.  Serial  studies  including  a 
complete  radiographic  survey  must  be 
considered  in  any  patient  with  known 
duodenal  disease  or  peptic  ulcer  who  com- 
plains recurrently  of  abdominal  discomfort, 
rather  than  “blind”  medical  therapy  based 
on  the  assumption  that  there  has  been  a 
reactivation  of  the  ulcer. 

Summary 

A review  of  the  literature  concerning  the 
association  of  duodenal  ulcer  and  gastric 
carcinoma  was  made. 

A sixty-year-old  male  with  known  active 
duodenal  ulcer,  who  had  repeat  x-ray  films 
because  of  active  gastrointestinal  bleeding, 
was  found  to  have,  in  addition  to  an  ulcer 
crater,  early  carcinoma  of  the  fundus.  The 
second  patient  was  a thirty-six-year-old 
male,  with  a past  history  of  duodenal 
deformity  and  gastric  ulcer  demonstrated 
by  x-ray  film,  who  may  have  developed,  in  a 
matter  of  months,  a linitus  plastica.  One 


certainly  cannot  be  sure  in  this  situation 
when  his  malignant  conditions  began  to 
give  him  symptoms. 

Patients  with  duodenal  ulcer  are  not 
immune  to  the  development  of  carcinoma 
of  the  stomach. 

Addendum 

Following  completion  of  this  paper  an- 
other patient,  age  fifty,  with  longstanding 
duodenal  ulcer,  developed  more  and  chang- 
ing symptoms  over  a one-month  period  of 
time.  A gastrointestinal  series  showed 
carcinoma  of  the  stomach,  and  on  explora- 
tion an  acute  duodenal  ulcer  was  found  in 
addition  to  adenocarcinoma  of  the  stomach 
with  hepatic  and  lymph  node  spread. 

Acknowledgment.  We  wish  to  thank  Mr.  Joseph 
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A woman  forty-five  years  of  age  became 
ill  with  an  obscure  condition  characterized 
by  unrelenting  abdominal  pain,  nephrotic 
syndrome,  hypertension,  and  electrolyte 
abnormalities  that  defied  diagnosis  by  all 
customary  means.  An  autopsy  revealed 
polyarteritis  nodosa  with  renal  vein  throm- 
bosis, a combination  reported  only  once  be- 
fore.1 A lengthy  psychiatric  history  and  a 
generalized  drug-sensitivity  reaction  prior 
to  the  final  illness  were  features  of  her 
condition. 

Case  report 

A forty-five-year-old  white  woman  was 
admitted  to  the  Long  Island  Jewish  Hos- 
pital because  of  pain  in  the  abdomen  of  four 
months  duration.  Four  months  prior  to 
admission,  she  had  been  treated  with 
tetracycline  and  erythromycin  for  acute 
sinusitis.  Ten  days  after  the  start  of 
therapy,  her  joints  became  swollen,  red, 
and  tender,  and  a generalized  macular 
erythematous  pruritic  rash  appeared.  The 
joint  symptoms  and  the  rash  subsided 
with  the  use  of  steroids  systemically.  At 
about  this  time  she  was  seen  by  another 


physician  because  of  generalized  abdominal 
pains,  which  were  constant,  dull,  and  un- 
related to  food.  She  had  normal  bowel 
movements  and  no  fever. 

Physical  examination  at  that  time  re- 
vealed nothing  remarkable  except  for 
some  voluntary  guarding  with  normal 
bowel  sounds.  Laboratory  studies  re- 
vealed a high  sedimentation  rate  and  an 
elevated  alkaline  phosphatase.  A chest 
x-ray  film,  electrocardiogram,  upper  gastro- 
intestinal series,  and  gallbladder  series 
showed  normal  results. 

The  pains  persisted,  and  the  patient  be- 
came anorectic  and  lost  weight.  During 
the  month  prior  to  admission,  she  had 
multiple  episodes  of  shortness  of  breath, 
with  no  signs  of  phlebitis.  One  week 
prior  to  admission,  when  seen  during  an 
episode  of  shortness  of  breath,  for  the  first 
time  she  was  noted  to  have  hypertension 
(190/110  mm.  Hg)  and  tachycardia.  Re- 
cent hemorrhages  were  noted  in  the  right 
fundus,  while  the  disks  were  clear.  There 
were  bilateral  basilar  rales,  and  the  liver 
edge  extended  4 cm.  below  the  right  costal 
margin.  The  abdominal  pain  persisted, 
and  the  patient  was  admitted  to  the  hospi- 
tal. 

History 

The  patient  had  had  a thyroidectomy  for 
hyperthyroidism  seventeen  years  prior  to 
admission,  with  a subsequent  return  to  the 
euthyroid  state.  She  had  been  under 
psychiatric  care  intermittently  for  twelve 
years  because  of  varying  degrees  of  depres- 
sion and  vague  mid-epigastric  pain  un- 
related to  food.  She  had  received  electro- 
convulsive therapy  as  well  as  imipramine 
and  prochlorperazine  for  her  depression. 
She  was  studied  at  the  Neurological  In- 
stitute and  The  Mount  Sinai  Hospital  in 
New  York  about  ten  years  prior  to  admis- 
sion, and  no  organic  disease  was  found. 
One  year  prior  to  admission,  she  received 
unspecified  antibiotics  for  a urinary  tract 
infection  manifested  by  fever,  dysuria, 
pyuria,  and  proteinuria.  She  was  normo- 
tensive  at  that  time. 

Physical  examination 

The  patient  was  thin  and  chronically 
ill,  with  moderate  dyspnea  but  no  cyanosis 
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or  clubbing.  Her  blood  pressure  was 
180/110  mm.  Hg,  pulse  96  per  minute  and 
regular,  respirations  26  per  minute,  and 
temperature  101.4  F.  Funduscopic  ex- 
amination revealed  clear  disks,  with  mild 
tortuosity  of  the  blood  vessels  and  a recent 
hemorrhage  in  the  periphery  of  the  right 
fundus.  The  neck  veins  were  flat.  Dull- 
ness and  absent  breath  sounds  were  noted 
at  the  left  base.  The  heart  was  not 
clinically  enlarged,  and  the  heart  tones 
were  good.  The  second  aortic  sound  was 
louder  than  the  second  pulmonic  sound, 
and  a soft  holosystolic  murmur  was 
audible  at  the  base.  The  abdomen  was 
flat  and  diffusely  tender.  The  liver  edge 
was  blunt,  tender,  and  extended  5 cm.  be- 
low the  right  costal  margin.  It  was  firm 
and  nontender.  There  was  minimal  left 
costovertebral  angle  tenderness.  There 
was  an  area  of  hypesthesia  in  the  second 
sacral  nerve  distribution  over  the  right  leg. 

Laboratory  findings 

On  admission,  the  patient’s  hemoglobin 
was  11.5  Gm.  per  100  ml.,  and  the  erythro- 
cyte sedimentation  rate  was  42  mm.  per 
hour  (Wintrobe).  The  white  blood  cell 
count  was  10,250  per  cubic  milliliter,  with 
73  per  cent  polymorphonuclear  leuko- 
cytes, 23  per  cent  lymphocytes,  2 per  cent 
monocytes,  and  2 per  cent  eosinophilic 
leukocytes.  Urinalysis  revealed  a specific 
gravity  of  1.020;  the  pH  was  5,  and  there 
was  4 plus  protein  and  sugar  present.  The 
microscopic  examination  of  the  urine 
showed  an  occasional  red  blood  cell  and 
4 to  8 white  blood  cells  per  high-power 
field.  A clean-catch  midstream  urine  cul- 
ture grew  colonies  of  Escherichia  coli  and 
Enterococcus  too  numerous  to  count. 
The  total  twenty-four-hour  urine  electro- 
lyte excretion  was  sodium  11,  potassium 
66,  and  chloride  13  mEq.  per  liter.  The 
blood  urea  nitrogen  was  10  mg.  per  100  ml. 
The  serum  sodium  was  134,  the  serum 
potassium  2.8,  and  the  serum  chloride 
86  mEq.  per  liter.  The  total  serum  pro- 
tein was  6.8,  albumin  2.9,  and  globulin  3.9 
Gm.  per  100  ml.  The  serum  alkaline 
phosphatase  was  18  Kandinsky  units,  and 
the  total  serum  cholesterol  was  288  mg. 
per  100  ml.,  with  52  per  cent  esters.  The 
serum  glutamic  oxaloacetic  transaminase 


level  was  53  units.  The  serum  calcium, 
phosphorous,  uric  acid,  bilirubin,  amylase, 
and  lipase  were  normal.  An  oral  glucose 
tolerance  test  with  100  Gm.  of  glucose 
showed  a classic  diabetic  curve,  with  a 
two-hour  level  of  222  mg.  per  100  ml. 

Further  hematologic  studies  revealed 
an  elevated  reticulocyte  count  of  7.1  per 
cent.  The  prothrombin  time  was  ele- 
vated to  nineteen  seconds,  with  a control  of 
fourteen  seconds.  The  Lee-White  coagula- 
tion time,  the  bleeding  time,  and  the 
platelet  count  were  normal.  The  direct 
and  indirect  Coombs’  test  results  were 
normal.  Four  lupus  erythematosus  prep- 
arations were  normal.  The  C -reactive 
protein,  the  latex  fixation  test,  and  the 
Sia  test  for  euglobulins  showed  negative 
results.  Aspiration  of  sternal  bone  mar- 
row revealed  moderately  reactive  marrow, 
with  mild  normoblastic  hyperplasia  re- 
flecting the  peripheral  reticulocytosis. 

Urine  examined  under  polarized-light 
microscopy  revealed  many  doubly  re- 
tractile bodies.  Four  blood  cultures 
yielded  no  growth.  The  electrocardiogram 
revealed  a sinus  tachycardia,  and  the  QRS 
voltage  was  borderline  for  left  ventricular 
enlargement. 

After  three  weeks  in  the  hospital,  the 
hemoglobin  level  was  10.4  Gm.  per  100 
ml.,  and  the  white  blood  cell  count  was 
16,600  per  cubic  millimeter.  The  blood 
urea  nitrogen  level  rose  to  28  mg.  per  100 
ml.,  and  the  twenty-four-hour  urine  elec- 
trolyte excretion  was  unchanged.  The 
total  serum  protein  was  6.2,  albumin  2.2, 
and  globulin  4 Gm.  per  100  ml.  The 
serum  alkaline  phosphatase  rose  to  44 
King-Armstrong  units,  the  serum  glutamic 
oxaloacetic  transaminase  rose  to  192  units, 
and  the  total  serum  cholesterol  was  368 
mg.  per  100  ml. 

Hospital  course 

The  patient  had  a low-grade  fever  during 
the  first  few  days  in  the  hospital.  She 
complained  of  weakness,  shortness  of 
breath,  thirst,  and  generalized  abdominal 
pain.  There  was  a persistent  tachycardia. 
A chest  x-ray  film  showed  a pulmonary 
infiltrate  and  effusion  of  the  left  side.  The 
venous  pressure  and  circulation  time  were 
normal.  On  the  patient’s  third  hospital 
day,  the  pulse  was  110  per  minute  and  reg- 
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FIGURE  1.  (A)  Inferior  vena  cava,  including  right  renal  vein  and  portion  of  right  kidney.  Thrombus  com- 
pletely occludes  right  renal  vein  and  projects  toward  inferior  vena  cava.  (B)  External  surfaces  of  kidneys. 
Note  irregular  distribution  of  lesions. 


ular,  and  a protodiastolic  gallop  was  heard 
over  the  apex.  There  were  rales  in  both 
lung  bases  posteriorly.  The  abdomen  was 
especially  tender  in  the  epigastrium.  The 
intravenous  pyelogram  showed  normal 
results.  A liver  biopsy  showed  normal 
hepatic  parenchyma,  and  an  attempted 
renal  biopsy  yielded  normal  spleen.  An 
upper  gastrointestinal  series  at  the  end  of 
the  first  week  revealed  nothing  abnormal. 

A pleural  pericardial  friction  rub  was 
audible  on  the  patient’s  eighth  hospital  day, 
and  the  gallop  persisted.  The  patient 
was  given  digitalis  and  mercurial  diuretics, 
with  no  change  in  her  clinical  state.  A 
left  thoracentesis  yielded  1 L.  of  sero- 
sanguineous  fluid. 

The  patient  was  started  on  100  mg.  of 
prednisone  daily.  The  fever  abated 
rapidly,  but  both  the  systolic  and  diastolic 
blood  pressures  rose,  and  the  patient’s 
condition  appeared  more  toxic,  with  more 
abdominal  pain. 

After  three  days  the  steroids  were  re- 
duced and  discontinued.  The  patient  was 
then  started  on  chloramphenicol.  The 
fever  persisted  and  the  patient  developed 
a monilial  diarrhea  which  was  resistant 
to  therapy  until  the  antibiotic  was  dis- 
continued. The  patient  slowly  continued 
to  deteriorate.  The  prominent  symptoms 
were  recurrent  episodes  of  tachypnea  and 
dyspnea  as  well  as  persistent  abdominal 
pains  and  weakness.  A kidney  biopsy  done 
during  the  third  hospital  week  showed 
mild  generalized  membranous  glomerulitis 
and  focal  atrophy  of  the  convoluted 
tubules.  During  the  fourth  hospital  week, 
she  became  psychotic  and  had  hallucina- 


tions. An  abdominal  exploration  was  per- 
formed through  a small  incision  under  local 
anesthesia  to  exclude  an  intrahepatic  or 
intra-abdominal  abscess.  Biopsies  of  liver, 
skin,  and  muscle  at  that  time  were  not 
revealing.  On  the  thirty-second  hospital 
day,  the  patient  went  into  shock  after 
complaining  of  shortness  of  breath  and 
becoming  cyanotic.  She  went  into  pul- 
monary edema  and  died  the  following  day. 

Necropsy  findings 

At  necropsy,  the  body  was  emaciated, 
and  the  skin  was  covered  with  petechiae. 
The  left  pleural  cavity  contained  700  cc. 
and  the  right  pleural  cavity  500  cc.  of 
dark  amber  fluid.  The  heart  weighed  350 
Gm.  There  was  adherent  thrombus  pres- 
ent in  both  auricular  appendages  as  well  as 
the  apex  of  the  right  ventricle.  The  lungs 
were  congested  and  moderately  edematous. 
The  pulmonary  artery  branch  to  the  left 
lower  lobe  and  its  subdivisions  were  com- 
pletely occluded  by  an  adherent  red- grey 
thrombo-embolus,  and  there  was  massive 
hemorrhagic  infarction  of  this  portion  of  the 
lung.  A thrombus  was  milked  out  of  the 
right  femoral  vein.  The  right  renal  vein 
was  completely  occluded  by  firmly  ad- 
herent red-grey  thrombus  that  protruded 
into  the  inferior  vena  cava  (Fig.  1A). 
Similar  thrombi  were  found  in  small 
intrarenal  venous  channels  in  the  left 
kidney  and  in  a branch  of  the  hepatic 
vein.  Each  kidney  weighed  120  Gm. 
(Fig.  IB).  The  external  surfaces  of  each 
kidney  revealed  an  irregular  pattern  created 
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FIGURE  2.  Photomicrographs.  (A)  Section  of  kidney,  including  vessel  occluded  by  granulation  tissue 
with  only  a few  mononuclear  cells  remaining.  (B)  Submucosa  of  stomach,  showing  classical  acute  lesion  of 
polyarteritis  nodosa  with  fibrinoid  necrosis  of  media  and  acute  exudative  arteritis  and  periarteritis. 


by  alternating  and  interconnected  de- 
pressed, red-grey  geographic  scars  with 
elevated  areas  of  pale  red-brown  cortex. 
An  occasional  opaque  yellow  infarct  was 
noted  as  well.  The  cut  surfaces  revealed 
prominent  thickened  interlobar  and  arcuate 
arteries  that  protruded  from  the  cut  surface. 
The  main  renal  arteries  appeared  normal. 
The  gastric  mucosa  was  peppered  with  pete- 
chiae,  and  the  ascending  colonic  mucosa 
had  numerous  hemorrhages  without  ulcera- 
tion. 

Histologic  examination  revealed  wide- 
spread vascular  lesions  involving  medium- 
sized and  small  muscular  arteries  as  well  as 
arterioles  in  the  kidneys,  heart,  adrenals, 
ovaries,  stomach,  colon,  appendix,  pan- 
creas, voluntary  muscles  of  the  extremities, 
and  peripheral  nerves.  These  were  char- 
acterized by  severe  intimal  fibrosis  with 
extreme  narrowing  of  the  lumen,  focal 
disruption  of  the  internal  elastic  mem- 
branes, and  occasional  segmental  aneurys- 
mal dilatation  of  the  vessel  wall.  There 
were  areas  of  fibrosis  of  the  media  and 
adventitia.  There  were  only  minimal  in- 
flammatory exudates  remaining.  A few 
vessels  were  occluded  by  vascularized 
granulation  tissue,  and  in  the  wall  a few 
mononuclear  inflammatory  cells  remained 
(Fig.  2A).  In  the  gastric  mucosa  there  was 
a classical  acute  lesion  of  polyarteritis 
nodosa  with  fibrinoid  necrosis  of  the  media 
and  an  acute  exudative  arteritis  and 
periarteritis  (Fig.  2B). 

In  the  kidneys,  broad  zones  of  ischemic 
atrophy  alternated  with  zones  of  rela- 
tively normal  parenchyma.  There  were 


several  organizing  infarcts.  Organizing 
thrombi  occluded  many  venous  branches 
of  the  left  kidney  and  the  main  right  renal 
vein.  There  were  minute  infarcts  in  the 
myocardium  extending  to  the  endocardium, 
with  overlying  organizing  thrombus. 

The  final  anatomic  diagnosis  was  acute, 
healing,  and  healed  polyarteritis  nodosa 
involving  kidneys,  heart,  adrenals,  ovaries, 
stomach,  colon,  appendix,  pancreas,  volun- 
tary muscles,  and  peripheral  nerves; 
organizing  thrombi  in  the  right  renal  vein, 
branches  of  the  left  renal  vein,  hepatic 
and  femoral  veins,  right  and  left  auricles, 
and  right  ventricle;  and  massive  pul- 
monary embolus  and  hemorrhagic  infarcts 
of  the  lung. 

Comment 

The  clinical  impression  on  admission  was 
that  the  patient’s  symptoms  and  signs  were 
the  result  of  diffuse  vascular  disease.  At- 
tempts to  establish  this  diagnosis  during 
life  failed  despite  needle  biopsies  of  liver, 
spleen,  and  kidney.  Specimens  of  liver, 
skin,  and  muscle  obtained  by  open  biopsy 
failed  to  show  the  specific  arterial  lesions 
found  at  autopsy.  Systemic  lupus  ery- 
thematosus was  considered  as  a cause  of  the 
nephrotic  syndrome  in  this  patient,  but 
neither  spleen  or  kidney  biopsies  or  re- 
peated lupus  erythematosus  preparations 
supported  this  impression. 

Renal  vein  thrombosis,  presumably  a 
source  of  the  pulmonary  emboli,  was 
probably  the  cause  of  the  nephrotic 
manifestations.  Under  normal  circum- 
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stances  the  high  volume  and  the  speed  of 
renal  vein  flow  prevent  thrombus  forma- 
tion.2 When  renal  blood  flow  is  sharply 
reduced  because  of  parenchymal  disease2,3 
or  severe  congestive  heart  failure,4  a renal 
vein  thrombus  may  form.  This  is  par- 
ticularly true  if  salt  depletion,  shock,  or 
dehydration  is  also  present.  Our  patient, 
with  extensive  renal  parenchymal  disease 
due  to  arteritis,  had  two  additional  burdens 
which  could  have  predisposed  to  progres- 
sion of  renal  vein  thrombosis.  These 
were:  diuretic  therapy  for  congestive 

heart  failure  and  a monilial  diarrhea  that 
complicated  chloramphenicol  therapy. 

Our  patient’s  renal  vein  thrombosis 
probably  began  four  weeks  before  her 
death.  At  that  time,  heavy  albuminuria, 
reversal  of  the  serum  albumin-globulin 
ratio,  and  lipiduria  were  first  observed.  At 
about  the  same  time  the  pulmonary 
emboli  began.  The  kidneys  concentrated 
dye  in  the  intravenous  pyelogram  done  at 
that  stage,  probably  because  the  renal  vein 
obstruction  was  still  incomplete. 

The  recurrent  pulmonary  emboli  raised 
the  question  of  anticoagulation,  but  retinal 
hemorrhages  and  severe  hypertension  were 
considered  contraindications  to  such  treat- 
ment. In  retrospect,  anticoagulation  could 
have  been  used,  as  Poliak5  observed  re- 
covery in  a patient  with  renal  vein  throm- 
bosis so  treated. 

The  patient  complained  of  unrelenting 
epigastric  pain.  This,  plus  a palpable, 
tender  liver  and  an  epigastric  bulge  led  to 
a fruitless  laparotomy  for  suspected  liver 
abscess.  Although  similar  abdominal  dis- 
comfort has  been  described  in  cases  of  renal 
vein  thrombosis,1,5  an  equally  likely  cause 
was  ischemia  secondary  to  the  acute 
arterial  lesions  found  in  the  stomach  wall 
and  elsewhere  in  the  abdominal  viscera. 

In  polyarteritis,  arterial  hypertension 
occurs  as  the  vascular  lesions  heal6  and 
seems  to  follow  rather  than  precede  urinary 
abnormalities.  Our  patient  was  hyper- 
tensive on  admission,  indicating  that  a 
renal  arterial  lesion  may  have  been  present 
for  some  time.  It  is  tempting  to  correlate 
the  electrolyte  abnormalities  as  well  as  the 
hypertension  with  continuing  renal  is- 
chemia. 

Aldosteronism  was  suspected  because  of 
persistent  kaluria  despite  low  serum  potas- 


sium, alkalosis,  and  normal  serum  sodium. 
Inasmuch  as  the  nephrotic  manifestations 
were  chemical  only  and  had  not  resulted  in 
edema,  it  seems  unlikely  that  aldosteronism, 
if  present,  was  secondary  to  nephrosis. 
More  reasonably,  the  hypertension  and  the 
aldosteronism  resulted  from  renal  ischemia 
with  activation  of  the  renin-angiotensin 
mechanism.7  “9  One  consequence  of  angio- 
tensin II  activity  is  the  increased  secretion 
of  aldosterone  from  the  adrenal  cortex. 
Since  renal  arterial  lesions  of  all  ages  were 
found,  fresh  areas  of  renal  ischemia  were 
continually  produced,  presumably  leading 
to  a steady  release  of  angiotensin  and 
aldosterone. 

The  cause  of  polyarteritis  remains  ob- 
scure in  most  cases.  Although  a history 
of  drug  exposure  is  almost  invariably  ob- 
tained,6 a positive  correlation  is  rarely 
possible.  Our  patient  received  a combina- 
tion of  tetracycline  and  erythromycin  four 
months  prior  to  admission,  followed  by  a 
typical  drug-sensitivity  reaction  that 
responded  to  steroids.  It  seems  reasonable 
that  her  subsequent  fatal  polyarteritis  was 
initiated  by  drug  sensitivity. 


Summary 

A forty-five-year-old  woman  died  of 
polyarteritis.  Renal  vein  thrombosis  with 
nephrotic  manifestations  were  unusual  fea- 
tures in  her  case.  Sensitivity  to  anti- 
biotics may  have  initiated  the  disease. 
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We  are  reporting  a patient  with  severe 
hemophilia  who  was  operated  on  for  massive 
bleeding  from  a Meckel’s  diverticulum. 
The  diverticulum  and  appendix  were  re- 
moved successfully.  This  is  a rare  com- 
plication of  hemophilia.  Bleeding  during 
and  after  the  operation  was  controlled  with 
the  use  of  fresh  frozen  plasma. 

Case  report 

A twelve-year-old  white  boy  was  ad- 
mitted to  Albany  Medical  Center  Hospital 
from  another  institution  on  January  8, 
1962,  having  passed  large  amounts  of  blood 
rectally  for  four  days. 

The  patient  had  hemophilia  that  was 
diagnosed  shortly  after  birth.  He  had 
excessive  bleeding  at  the  time  of  circum- 
cision and  was  studied  soon  afterward. 
A maternal  uncle  and  three  cousins  also 
had  hemophilia.  The  patient  had  been 
hospitalized  several  times  a year  because  of 
bleeding  following  trauma.  In  October, 
1961,  he  was  admitted  to  his  local  hospital 
because  of  passing  bright  red  and  black 
blood  rectally.  He  denied  any  abdominal 
pain  or  other  symptoms.  A gastrointesti- 
nal series  performed  at  that  time  was  said 


to  be  normal.  The  patient  was  treated 
with  8 transfusions  of  whole  blood  with 
cessation  of  his  bleeding.  Following  this 
he  was  asymptomatic  except  for  occasional 
diarrhea. 

On  January  4,  1962,  the  patient  suddenly 
developed  massive  rectal  bleeding  and  was 
readmitted  to  the  local  hospital.  He  was 
found  to  have  a hemoglobin  of  8.8  Gm. 
per  100  ml.,  and  a hematocrit  of  26. 
The  white  blood  count  and  differential 
were  normal.  The  Lee -White  clotting  time 
was  one  and  one-half  hours.  The  bleeding 
time  was  nine  minutes.  The  patient  was 
treated  with  multiple  fresh  blood  and  lyo- 
philized  antihemophilic  plasma  transfu- 
sions with  correction  of  his  clotting  time. 
He  continued,  however,  to  have  rectal 
bleeding  with  the  hemoglobin  falling  to  and 
remaining  at  6 Gm.  per  100  ml.  in  spite  of 
frequent  transfusions.  On  January  8,  a 
gastrointestinal  series  and  barium  enema 
were  normal.  The  patient  was  transferred 
to  Albany  Medical  Center  Hospital  on  the 
evening  of  January  8 because  of  continued 
hemorrhage. 

On  admission,  the  patient  was  extremely 
pale.  The  pulse  was  120  per  minute,  and 
blood  pressure  was  105/60  mm.  Hg. 
Abdominal  examination  showed  generalized 
tenderness  to  palpation,  particularly  below 
the  umbilicus,  but  no  rigidity  or  spasm. 
The  bowel  sounds  were  hyperactive.  There 
were  deformities  of  the  left  elbow  and  knee 
with  moderate  swelling  and  some  limita- 
tion in  movement  of  these  joints.  The 
hematocrit  was  20. 

Shortly  after  admission,  the  patient 
passed  1,000  cc.  of  blood  rectally.  A 
therapeutic  program  was  started  which 
consisted  of  500  cc.  of  fresh  frozen  plasma 
to  be  given  immediately  and  to  be  repeated 
every  eight  hours.  Packed  cells,  with  the 
plasma  removed,  were  to  be  administered 
as  needed  to  maintain  the  hematocrit  at 
about  30.  The  patient  was  also  given  30 
cc.  of  milk  every  hour  on  the  assumption 
that  he  was  bleeding  from  a duodenal  ulcer. 
On  this  regimen,  the  patient  improved  and 
his  condition  remained  stable  throughout 
the  day  of  January  9.  At  approximately 
10:00  p.m.,  he  had  a liquid  bloody  bowel 
movement  estimated  at  about  300  cc.  The 
patient  was  then  given  500  cc.  of  fresh  whole 
blood.  At  4:00  a.m.  on  January  10,  1962, 
he  again  passed  1,000  cc.  of  dark  clotted 
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TABLE  I.  Thromboplastin  generation  test  per- 
formed one  hour  after  an  infusion  of  fresh  frozen 
plasma  (seconds) 


Tube 

Number 

Control 

Patient’s  Serum 
and  Plasma, 
Control  Platelets 

1 

60  + 

60  + 

2 

16.1 

16.1 

3 

9.8 

9.3 

4 

8.2 

7.8 

5 

7.7 

9.4 

6 

7.1 

8.1 

blood  rectally.  The  patient  again  became 
extremely  pale,  developed  a tachycardia, 
and  more  fresh  blood  was  administered. 
He  developed  shaking  chills  and  fever,  and 
the  blood  had  to  be  discontinued.  A sur- 
gical cutdown  was  performed  on  January 
10  in  the  left  ankle  because  of  poor  veins. 
No  excessive  bleeding  was  noted  during  this 
procedure.  After  several  hours,  another 
whole  blood  transfusion  was  attempted. 
The  patient  again  developed  a marked  re- 
action and  the  blood  had  to  be  stopped. 
During  this  entire  period  the  patient  con- 
tinued to  receive  fresh  frozen  plasma. 
Clotting  tests  performed  one  hour  after  an 
infusion  of  500  cc.  of  fresh  frozen  plasma 
were  as  follows:  plasma  recalcification 

time,  135  seconds  (normal,  90  to  150 
seconds);  prothrombin  time,  13  seconds 
(control,  16  seconds);  thromboplastin  gen- 
eration test,1  normal  (Table  I). 

Uncontrollable  bleeding  continued  in 
spite  of  normal  hematologic  tests.  It  was 
elected  to  do  an  exploratory  laparotomy  on 
the  afternoon  of  January  10;  the  preopera- 
tive diagnosis  was  a bleeding  Meckel’s 
diverticulum.  Before  operating,  several 
units  of  fresh  blood  were  centrifuged,  the 
plasma  aspirated,  and  the  remaining  red 
blood  cells  were  washed  three  times  with 
saline.  These  red  blood  cells  were  then 
resuspended  to  two-thirds  their  original 
volume  in  normal  saline.  The  patient  was 
taken  to  the  operating  room  at  4:00  p.m. 
Immediately  before  the  operation  a 500-cc. 
infusion  of  fresh  frozen  plasma  was  begun. 
This  was  administered  during  the  one  hour 
required  for  surgery.  A Meckel’s  diver- 
ticulum filled  with  blood  was  found  40  cm. 
from  the  ileocecal  valve  and  was  resected. 
An  appendectomy  was  also  performed. 
The  total  blood  loss  during  the  procedure 
was  estimated  at  50  cc.  Histologic  exami- 


TABLE  II.  Clotting  time  studies  performed  forty- 
eight  hours  after  infusion  of  fresh  frozen  plasma 


Clotting 

Control 

Patient 

Lee- White 

12 

16 

minutes 

minutes 

Silicone 

45 

210 

minutes 

minutes 

Plasma  recalcification 

90  to  150 

300 

seconds 

seconds 

nation  of  the  surgical  specimen  showed 
ectopic  gastric  mucosa  with  peptic  ulcera- 
tion in  the  Meckel’s  diverticulum. 

Shortly  after  the  operation  the  patient  was 
given  a unit  of  fresh  washed  red  blood 
cells  without  any  reaction.  He  was  then 
placed  on  a program  of  250  cc.  of  fresh 
frozen  plasma  every  six  hours.  On  the 
morning  of  January  11  another  unit  of 
washed  red  blood  cells  was  transfused. 
The  fresh  plasma  was  changed  to  500  cc. 
every  twelve  hours  on  January  12.  The 
patient  had  several  tarry  black  stools  on 
January  11  and  12,  but  following  this 
the  stools  became  normal. 

The  abdominal  sutures  were  removed  on 
January  19  without  bleeding.  The  patient 
was  continued  on  500  cc.  of  plasma  every 
twelve  hours  until  the  morning  of  January 
20.  A total  of  3,500  cc.  of  fresh  blood  and 
12,500  cc.  of  fresh  frozen  plasma  was  ad- 
ministered to  this  patient  during  hospi- 
talization. Forty -eight  hours  after  stop- 
ping the  plasma  a coagulation  study  was 
repeated  which  was  diagnostic  of  classical 
hemophilia  (Tables  II  and  III).  He  was 
discharged  on  January  23,  1962. 

On  July  2,  1962,  an  antihemophilic  factor 
assay  performed  by  the  method  of  Bergna2 
was  less  than  1 per  cent. 

Comment 

In  1948,  Craddock,  Fenninger,  and  Sim- 
mons3 reviewed  the  literature  on  surgery  in 
hemophilia.  They  reported  a mortality 
rate  of  26.7  per  cent  for  those  surgical 
cases  in  which  local  pressure  could  not  be 
applied  as  an  aid  to  control  bleeding.  They 
believed  that  if  evaluation  was  limited  to 
those  cases  where  the  diagnosis  of  hemo- 
philia was  unequivocal,  the  mortality  in 
such  cases  would  approach  50  per  cent. 

In  1959,  Pieper,  Perry,  and  Burroughs4 
again  reviewed  the  subject  of  major  sur- 
gery in  hemophilia.  They  found  50  cases 
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TABLE  III.  Thromboplastin  generation  test  stud- 
ies performed  forty-eight  hours  after  infusion  of 
fresh  frozen  plasma  (seconds) 


Components 

1 

Tubes 

3 5 

6 

Control:  plasma, 
serum,  platelet 

60 

14 

9.8 

9.0 

Patient : plasma , 
serum,  platelet 

60 

27.8 

20.6 

19.2 

Patient  platelet,  pa- 
tient serum,  control 
plasma 

46 

11.0 

10.8 

11.5 

Patient  platelet,  pa- 
tient plasma,  control 
serum 

60 

32.2 

16.8 

16.0 

Patient  serum,  patient 
plasma  (*/*),  hemo- 
philic plasma  (1/2) , 
patient  platelet 

60 

30.8 

24.0 

22.5 

Patient  serum,  control 
plasma  (1/2) , hemo- 
philic plasma  (Va), 
control  platelet 

55 

11.8 

10.0 

10.0 

which  met  their  criteria  for  hemophilia. 
These  criteria  were:  laboratory  findings  of 
a prolonged  clotting  time,  positive  family 
history,  personal  history  typical  of  hemo- 
philia, and  occurrence  in  a man.  The 
mortality  rate  for  these  cases  was  20  per 
cent.  When  only  intra-abdominal  surgi- 
cal cases  were  considered,  the  mortality 
rate  was  13.7  per  cent. 

This  patient  was  diagnosed  as  having 
severe  classical  hemophilia  by  history, 
physical  examination,  and  laboratory  data. 
Gastrointestinal  bleeding  in  such  a patient 
is  not  unusual.5  However,  in  this  patient, 
we  were  faced  with  several  perplexing  and 
difficult  clinical  problems.  The  main  con- 
cern was  the  patient’s  continued  and  mas- 
sive bleeding  in  spite  of  adequate  therapy 
for  hemophilia.  The  cause  of  bleeding  was 
therefore  interpreted  as  due  to  a local  lesion 
rather  than  to  a coagulation  defect.  We 
were  also  confronted  with  severe  febrile  re- 
actions whenever  we  attempted  to  trans- 
fuse the  patient  with  either  whole  blood  or 
packed  red  cells.  Because  of  these  prob- 
lems, a laparotomy  was  performed.  Un- 
fortunately, we  did  not  have  an  antihemo- 
philic factor  assay  of  the  patient’s  plasma 
during  this  time.  The  blood  lost  at  sur- 


gery, however,  was  negligible.  This  proved 
that  we  were  able  to  raise  the  patient’s 
plasma  antihemophilic  factor  level  to  a 
point  where  major  surgery  could  be  per- 
formed without  excessive  bleeding.  This 
plasma  level  of  antihemophilic  factor,  as 
estimated  by  various  workers,  should  be 
approximately  30  per  cent.6 

It  is  common  for  a hemophiliac  patient 
to  bleed  following  surgery  if  adequate 
measures  are  not  taken  to  control  the  hemo- 
static defect  during  the  postoperative 
period.  We,  therefore,  maintained  our 
patient  on  large  doses  of  fresh  frozen  plasma 
until  all  sutures  had  been  removed.  A 
source  of  concentrated  human  antihemo- 
philic factor  is  urgently  needed  for  the  care 
of  severe  hemophilia.  This  applies  particu- 
larly to  adults  in  whom  the  plasma  re- 
quirement is  large. 

This  case  demonstrates  that  with  care- 
ful and  diligent  use  of  the  methods  of 
therapy  now  available,  a person  with  severe 
hemophilia,  of  moderate  weight,  may  be 
carried  safely  through  a major  abdominal 
operation. 

Summary 

A patient  with  severe  hemophilia  and  a 
bleeding  Meckel’s  diverticulum  is  reported. 
This  is  a rare  complication  of  hemophilia. 
When  all  attempts  at  controlling  the  bleed- 
ing by  medical  means  failed,  removal  of  the 
Meckel’s  diverticulum  was  successfully 
performed.  The  method  of  management 
of  this  patient  in  the  operative  and  post- 
operative state  is  described. 
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The  manifestations  of  hyperthyroidism 
are  myriad.  Recently  several  articles  have 
described  the  bizarre,1-2  atypical,3-4  and 
apathetic5  varieties. 

In  the  past  three  years  I have  seen  4 pa- 
tients with  hyperthyroidism,  all  of  whom 
came  to  me  with  the  chief  symptom  of 
edema.  In  these  patients  the  diagnosis, 
at  the  outset,  was  not  overly  apparent. 
In  the  first  patient  it  was  overlooked  en- 
tirely. Edema,  in  the  absence  of  heart 
failure,  has  been  rarely  noted  in  hyper- 
thyroidism. It  is,  therefore,  the  purpose 
of  this  paper  to  focus  attention  on  it  as  an 
early  manifestation. 

Case  reports 

Case  1.  A forty-one-year-old  white 
female  had  a history  of  intermittent  swell- 
ing of  the  feet  and  legs  of  eight  weeks  dura- 
tion. The  swelling  would  persist  for  as 
long  as  a week.  It  had  disappeared  on  the 
morning  that  I saw  her.  She  also  noted 
palpitations  and  some  shakiness.  The 
previous  day  she  had  noted  shortness  of 
breath  while  bowling. 

The  patient  had  been  seen  by  me,  initially, 
almost  three  years  earlier  for  shortness  of 
breath,  dizziness,  and  nausea  while  taking 


diet  pills.  Her  past  history  had  been 
uneventful.  She  was  found  to  have  a 
moderate  obesity  and  no  significant  physi- 
cal findings.  She  continued  her  weight 
reduction  under  my  care  and  in  fourteen 
months  reduced  to  149  pounds,  a loss  of 
13  pounds.  During  this  period  her  pulse 
rates  were  uniformly  normal.  Seven 
months  later  the  patient  returned  weigh- 
ing 160  pounds.  She  again  returned  to 
dieting,  but  after  losing  only  2 pounds  in  a 
month  she  ceased  to  diet.  It  was  almost  a 
year  later  that  she  returned  with  the  history 
of  edema.  System  review  failed  to  reveal 
any  significant  symptoms  such  as  heat 
intolerance,  excessive  sweating,  menstrual 
abnormalities,  or  diarrhea. 

Physical  examination  disclosed  a blood 
pressure  of  120/80  mm.  Hg  and  a pulse 
rate  of  100  per  minute.  Her  weight  was 
154  pounds.  The  patient  exhibited  none 
of  the  signs  suggestive  of  thyrotoxicosis. 
A hemoglobin  test,  urinalysis,  electro- 
cardiogram, and  chest  x-ray  were  per- 
formed and  were  all  normal.  No  edema 
being  manifest,  she  was  reassured  that  it 
was  of  little  consequence,  and  she  departed. 

One  month  later  the  patient  was  seen, 
quite  by  accident,  in  a local  hospital  await- 
ing a radioactive  iodine  uptake  test,  which 
proved  to  be  60  per  cent.  At  this  time  she 
was  notably  exophthalmic,  and  the  di- 
agnosis was  embarrassingly  obvious. 

Case  2.  A forty-five-year-old  white 
female  had  ankle  swelling  of  several  days 
duration.  She  also  was  experiencing  shaki- 
ness, insomnia,  and  fatigue.  Minimal 
exertion  caused  her  to  have  pains  in  the 
center  of  her  chest  and  shortness  of  breath. 
Past  history  disclosed  hypertension  of 
nine  years  duration.  Blood  pressure  values 
were  as  high  as  180/116  mm.  Hg  and  as 
low  as  132/86  mm.  Hg.  She  was  main- 
tained on  100  mg.  of  Rauwolfia  daily. 
Her  pulse  rates  were  normal  to  slow.  A 
year  before  the  onset  of  edema  she  was 
noted  to  have  a Grade  II  aortic  systolic 
murmur,  transmitted  to  the  left  and  along 
the  right  sternal  border.  Her  second 
aortic  sound  was  noted  to  be  accentuated. 
Electrocardiograms  and  chest  x-rays  were 
normal.  System  review  revealed  chronic 
constipation  and  a preference  for  warm 
weather. 

On  examination  there  was  little  evidence 
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of  hyperkinesis  or  hypermetabolism.  Her 
blood  pressure  was  160/96  mm.  Hg,  and 
her  pulse  rate  was  100  per  minute.  Her 
weight  was  113  pounds.  The  thyroid  was 
not  palpable.  The  cardiac  findings  were 
as  noted,  and  there  was  no  evidence  of 
neck  vein  distension  or  hepatomegaly. 
One  plus  ankle  edema  was  noted.  Her 
hemoglobin,  urine,  electrocardiogram,  and 
chest  x-ray  findings  were  normal,  although 
a slight  increase  in  the  cardiothoracic  ratio 
was  noted  in  the  chest  x-ray. 

The  patient  was  placed  on  a tranquilizer 
and  returned  in  three  weeks  feeling  moody, 
irritable,  and  depressed.  She  still  had 
ankle  swelling,  her  weight  was  107  pounds, 
and  her  pulse  rate  was  100  per  minute. 
Three  weeks  later  the  patient  again  re- 
turned, this  time  after  a vacation  in  Ber- 
muda. She  stated  that  she  felt  much 
better  and  that  her  ankle  swelling  was  in- 
frequent. Her  weight  was  up  to  116,  her 
pulse  rate  was  88  per  minute,  and  there  was 
no  evident  edema.  However,  her  thyroid 
was  palpable  for  the  first  time.  Shortly 
thereafter,  a slight  prominence  of  the  eyes 
was  noted  as  well  as  a fine  tremor,  and 
radioactive  iodine  uptake  was  recorded  as 
57  per  cent  in  twenty-four  hours.  The 
patient  was  treated  with  5 millicuries  of 
I131  with  significant  improvement  and  dis- 
appearance of  the  edema.  A year  later 
she  relapsed,  and  an  uptake  finding  at  this 
time  was  52  per  cent.  The  patient  re- 
ceived an  additional  4 millicuries  of  I131. 
Eighteen  months  later  the  patient  was  free 
of  her  edema  and  her  exophthalmos  was 
finally  reduced.  However,  her  blood  pres- 
sure was  188/112. 

Case  3.  A forty-seven-year-old  white 
female  was  seen  with  painless  swelling  of 
the  ankles  of  five  days  duration.  There 
were  no  associated  cardiorespiratory  symp- 
toms. The  swelling  was  less  pronounced  in 
the  morning.  Six  years  previously  she  had 
had  swelling  of  the  fingers  and  ankles  which 
responded  to  prednisone.  Past  history 
revealed  chronic  depression,  an  appendec- 
tomy, a mastoidectomy,  and  a tonsillec- 
tomy. System  review  disclosed  recent 
frontal  headaches,  chronic  constipation, 
and  a preference  for  cold.  During  the  ten 
days  prior  to  her  visit,  the  patient  was 
experiencing  irritability  and  crying  spells. 

On  examination  her  blood  pressure  was 


120/70  mm.  Hg  and  pulse  rate  104  per 
minute.  There  was  a questionably  pal- 
pable right  lobe  of  the  thyroid  and  3 plus 
pitting  edema  of  the  pretibial  areas,  ankles, 
and  feet.  There  was  no  evidence  of  weight 
loss,  exophthalmos,  tremor,  excessive  sweat- 
ing, murmurs,  neck  vein  distention,  or 
hepatomegaly.  Laboratory  data  included 
a normal  blood  count,  urinalysis,  and  sedi- 
mentation rate.  Chest  x-ray  findings  were 
normal.  Total  protein  was  5.4  Gm.  per 
100  ml.  with  3.6  Gm.  per  100  ml.  of  albu- 
min. Protein-bound  iodine  was  10.5  gamma 
per  100  ml.,  and  I131  uptake  in  twenty  - 
four  hours  was  67  per  cent. 

The  patient  received  8 millicuries  of  I131, 
and  the  following  day  she  noted  soreness  of 
the  neck  which  radiated  into  her  teeth, 
jaws,  and  ears.  The  thyroid  gland  became 
markedly  enlarged  and  tender.  She  was 
successfully  treated  with  reserpine  and 
ice  packs.  Three  weeks  later  the  patient 
noted  that  she  was  feeling  quite  well. 
Her  thyroid  was  no  longer  enlarged  or 
tender,  her  pulse  rate  was  88  per  minute, 
and  her  edema  was  gone.  Subsequently, 
she  developed  hypothyroidism  which  was 
controlled  with  2 grains  of  thyroid  daily. 

Case  4.  A thirty-seven-year-old  white 
female  was  seen  with  a two-week  history  of 
swelling  of  the  eyes  and  fingers  which  was 
the  most  pronounced  in  the  morning.  She 
also  noted  that  she  tired  easily.  Past  his- 
tory was  negative,  and  system  review  dis- 
closed varicose  veins  with  ankle  swelling 
after  prolonged  standing. 

Physical  examination  revealed  a blood 
pressure  of  132/88  mm.  Hg  and  pulse  rate 
of  100  per  minute.  A mildly  enlarged 
thyroid  with  a nodule  in  the  right  lobe  was 
palpated.  Four  years  previously  the  same 
goiter  was  felt  when  the  patient  had  been 
seen  for  a respiratory  illness.  Mild  peri- 
orbital edema  was  noted  as  well  as  a slight 
puffiness  of  the  fingers. 

Complete  blood  count,  urinalysis,  sedi- 
mentation rate,  and  chest  x-ray  findings 
were  normal.  Since  the  edema  appeared  to 
be  subsiding,  the  patient  was  advised  to 
observe  the  situation  further.  She  re- 
turned thirteen  months  later  because  two 
months  previously  she  had  choked  on  some 
lettuce  and  become  aware  of  her  goiter. 
She  also  stated  that  for  over  a month  she 
had  noted  an  intermittent,  generalized  itch- 
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ing.  She  was  no  longer  as  aware  of  her 
edema  of  the  eyelids,  but  her  fingers  still 
swelled.  System  review  now  disclosed 
palpitations,  night  sweats,  4 to  6 bowel 
movements  daily  for  three  months,  and  a 
decrease  in  menstrual  flow  to  one  day. 

On  physical  examination,  blood  pressure 
was  144/88  mm.  Hg  and  pulse  rate  108  per 
minute.  The  size  of  the  thyroid  was  un- 
changed, but  it  appeared  smooth  and  sym- 
metrical. Her  eyes  were  slightly  prominent, 
but  there  was  no  lid  sag.  A slight  puffiness 
of  the  lids  was  noted.  Her  hands  were 
moist  and  warm  with  a fine  tremor. 
Urinalysis  findings  were  again  negative  as 
were  the  studies  described.  The  protein- 
bound  iodine  was  9.8  gamma  per  100  ml., 
and  a twenty-four-hour  I131  uptake  was 
63  per  cent  with  even  distribution  of  ac- 
tivity. Total  protein  was  7 Gm.  per  100 
ml.  with  5 Gm.  per  100  ml.  of  albumin. 
Venous  pressure  was  84  mm.  of  saline,  and 
circulation  time,  arm-to-tongue,  was  thir- 
teen seconds. 

Comment 

Hamwi,6  in  a lecture  on  recent  advances 
in  thyroid  disease,  noted  that  peripheral 
edema  is  a common  manifestation  of  hyper- 
thyroidism. Recourse  to  the  literature, 
however,  fails  to  support  his  statement. 
Standard  textbooks  of  medicine  completely 
omit  its  mention.7  Linnell,8  in  a discussion 
of  his  thirty  years  experience  with  this 
disease,  in  which  anomalous  presentations 
are  the  rule,  fails  to  mention  edema  as 
an  example  of  atypical  hyperthyroidism. 
Crooks,  Murray,  and  Wayne,9  applying 
statistical  methods  to  the  clinical  diagnosis 
of  thyrotoxicosis,  analyzed  83  cases  and 
failed  to  mention  edema.  Their  study  was 
based,  in  part,  on  an  analysis  of  symptoms 
done  by  Wayne10  in  an  earlier  work.  Ellis11 
and  Bruger,12  in  rather  lengthy  discussions 
on  the  subject  of  edema,  do  not  include  hy- 
perthyroidism as  a cause.  It  would  seem, 
therefore,  that  Hamwi’s  experience  is  not 
generally  shared.  My  own,  however,  is 
similar  to  his.  My  particular  emphasis, 
based  on  the  cases  noted,  is  on  the  presence 
of  edema  as  an  initial  manifestation,  the 
symptom  that  brings  the  patient  to  the 
physician. 

Chapman  and  Maloof1  describe  a fifty- 
year-old  female  with  swelling  of  the  feet 


and  hands  and  marked  pitting  edema  of 
the  ankles,  legs,  and  sacrum.  Her  thyroid 
was  enlarged,  and  she  proved  to  be  hyper- 
thyroid. Wohl  and  Shuman3  describe  a 
thirty -eight-year-old  female  with  transient, 
nonpitting  swelling  of  the  eyelids,  and  with- 
out thyroid  enlargement,  who  was  hyper- 
thyroid. Chapman2  also  notes  a forty- 
nine -year-old  male  with  ankle  edema  of 
six  months  duration  and  two  months  of 
typical  hyperthyroid  symptoms.  He  states 
that  peripheral  edema  as  an  initial  symp- 
tom of  hyperthyroidism  has  been  seen  in 
several  patients.  In  the  patients  described, 
the  edema  disappeared  with  treatment.1-3 
Bielek13  discusses  a study  of  75  patients  in 
4 of  whom  pretibial  edema  was  noted  as  a 
sign,  not  a symptom. 

The  cause  of  the  edema  is  obscure.  Ivy 1 4 
reports  a fifty-year-old  female  with  severe 
edema  of  the  lower  half  of  the  body.  Her 
total  protein  was  3.75  Gm.  per  100  ml. 
Within  two  weeks  of  radioactive  iodine 
treatment  there  was  a diuresis  with  the 
loss  of  34  pounds.  In  the  other  patients 
described,  hypoproteinemia  is  not  men- 
tioned. In  2 of  my  4 patients  on  whom  the 
test  was  performed  the  proteins  were 
normal.  Venous  pressure  and  circulation 
time  in  Case  4 were  normal.  Clinically, 
there  was  no  neck  vein  distention  or 
hepatomegaly  in  the  patients  presented. 
Graettinger  et  a/.,15  note  that  there  is 
frequently  an  increase  in  blood  volume  in 
hyperthyroidism,  and  that  edema  may  oc- 
cur and  indeed  simulate  congestive  heart 
failure  in  the  presence  of  quite  normal 
hemodynamic  responses  to  exercise.  Non- 
cardiac circulatory  congestion  has  been 
described  in  other  conditions  hemodynami- 
cally  akin  to  hyperthyroidism  and  with  the 
same  unresponsiveness  to  digitalis.16 
Whether  or  not  the  edema  is  related  to 
circulatory  changes  remains  a moot  point. 
Renal  changes  have  not  been  described,  in 
fact,  a decreased  antidiuretic  response  to 
beta-hypophamine  has  been  noted  in 
hyperthyroidism. 17 

Whatever  the  cause  of  the  edema,  it  re- 
sponds readily  to  treatment  of  the  hyper- 
thyroidism, as  noted  in  the  literature  and 
as  seen  in  3 of  the  4 patients  presented  in 
this  report. 

An  incidental  note  is  made  of  the  presence 
of  itching  in  Case  4,  an  infrequent  manifes- 
tation of  hyperthyroidism. 
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Summary 

Four  cases  of  hyperthyroidism  are  pre- 
sented, and  in  each  case  the  original  symp- 
tom was  edema.  Attention  is  drawn  to 
the  early  presence  of  edema  before  the  full- 
blown picture  becomes  obvious.  In  3 pa- 
tients, the  edema  was  of  the  ankles  or  feet 
or  was  pretibial.  In  one,  it  involved  the 
eyes  and  fingers.  In  all  of  the  patients 
there  was,  in  retrospect,  other  evidence  of 
hyperthyroidism,  but  at  the  outset  this  was 
not  overt,  and  many  negative  aspects  were 
present.  The  cause  of  the  edema  in  this 
condition  remains  obscure.  No  evidence  of 
hypoproteinemia,  increased  venous  pres- 
sure, or  delayed  circulation  time  was  noted. 
The  edema  responded  readily  to  treatment 
of  the  hyperthyroidism.  In  this  series,  3 
of  the  4 patients  were  treated  with  radio- 
active iodine,  the  fourth  is  presently  being 
treated. 
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had  been  treated  with  streptomycin  for  tubercu- 
losis during  pregnancy.  The  2 cases  were 
found  in  a series  of  100  preschool  children  with 
hearing  loss.  In  a previous  series  of  200  chil- 
dren, no  such  cases  were  found.  The  possibility 
of  fetal  damage  from  long-term  administration 
of  streptomycin  or  dihydrostreptomycin  to 
pregnant  women  has  been  recognized  for  over 
fifteen  years,  but  so  far  only  six  authors  have 
reported  toxic  damage  to  the  labyrinth  in 
infants  born  to  mothers  treated  with  strepto- 
mycin during  pregnancy. 
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P sychiatrists  usually  are  aware  of  the 
possibility  of  toxic-confusion  states  oc- 
curring in  older  patients.1  This  is  some- 
times the  case  with  those  on  phenothiazine 
medication.2  The  presence  of  a toxic- 
confusion  state  probably  indicates  a sensi- 
tivity in  one  of  the  three  accepted  cate- 
gories for  classifying  the  phenothiazines. 
Advice  is  usually  given  to  switch  to  another 
group  to  avoid  that  particular  side-effect. 
Little  attention  is  focused  on  the  pos- 
sibility of  the  occurrence  of  a different 
complication  in  tandem  when  the  second 
category  is  used.  We  wish  to  report  a 
case  where  this  occurred. 

Case  report 

A sixty-seven-year-old  white  male  was  a 
resident  in  the  home  division  of  the  Home 
and  Hospital  of  the  Daughters  of  Jacob. 
Two  years  previously  he  suffered  a cerebro- 
vascular accident  which  produced  a tran- 
sient left  supranuclear  facial  palsy  and  a 
permanent  partial  sensory  dysphasia.  He 
functioned  satisfactorily  until  he  developed 


increased  psychomotor  activity,  confusion, 
increased  anxiety,  a greater  degree  of 
incoherence  and  irrelevance  in  speech,  and 
an  inability  to  recognize  his  physician.  He 
was  considered  as  having  a chronic  brain 
syndrome  associated  with  circulatory  dis- 
turbance and  a neurotic  anxiety  reaction. 
The  precipitating  factors  of  his  anxiety 
state  were  thought  to  be  his  transfer  to 
another  room  and  increased  awareness  of 
his  disability,  especially  in  communicating, 
when  placed  with  a new  roommate.  Since 
he  was  so  agitated  that  restraints  were 
considered,  he  was  placed  on  thioridazine 
hydrochloride  (Mellaril)  25  mg.  twice  a day. 
This  was  increased  after  two  days  to  50 
mg.  twice  a day  for  greater  tranquilization. 
Four  days  later,  he  suddenly  developed 
increased  hyperactivity,  a startle  reaction, 
and  a fitful  somnolent  state  which  lapsed 
into  a comatose  state  with  Cheyne-Stokes 
respiration.  He  was  admitted  to  the 
hospital  division. 

Physical  examination  revealed  no  eleva- 
tion of  temperature,  a normal  pulse  and 
blood  pressure,  no  nuchal  rigidity,  no 
motor  or  sensory  abnormality  in  the  trunk 
or  extremities,  normal  extraocular  move- 
ment and  pupils,  no  pathologic  reflexes, 
and  normal  cranial  nerve  function  except 
for  a Grade  I left  supranuclear  facial 
palsy. 

Since  there  was  no  evidence  of  increased 
intracranial  pressure  or  of  any  new  neuro- 
logic deficit,  the  possibility  of  a piperidine- 
induced  toxic-confusion  state  was  con- 
sidered as  the  most  likely  diagnosis.  The 
thioridazine  hydrochloride  was  diminished 
to  25  mg.  at  bedtime.  The  next  day  he 
became  less  comatose  and  finally  less 
stuporous.  A mild  chill  occurred  without 
fever.  The  thioridazine  hydrochloride  was 
then  stopped.  As  he  became  more  alert 
he  became  agitated  again.  His  neurologic 
status  changed  with  the  disappearance  of 
his  left  partial  facial  paralysis  and  the 
occurrence  of  formicatory  sensations  which 
gradually  changed  to  groping  movements. 
After  one  day  of  stupor  he  cleared  so  that 
he  was  alert  and  his  movements  ceased, 
but  agitation  persisted.  He  developed 
increased  anxiety,  auditory  hallucinations, 
and  paranoid  ideation.  Chloral  hydrate 
0.5  Gm.  was  given  at  bedtime.  He  was 
then  placed  on  chlorpromazine  hydro- 
chloride 25  mg.  twice  a day  with  diminish- 
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ment  of  his  agitation,  restlessness,  and 
psychotic  ideation  in  two  days.  His  sen- 
sory dysphasia  persisted  as  it  initially  was, 
although  as  time  passed  and  his  anxiety 
diminished  he  became  less  incoherent  and 
less  irrelevant. 

On  the  twenty-seventh  day  of  chlor- 
promazine  hydrochloride  he  developed 
clinically  noticeable  jaundice.  The  medi- 
cation was  stopped,  and  laboratory  findings 
confirmed  the  impression  of  the  presence 
of  obstructive  jaundice.  Alkaline  phos- 
phatase was  17.8  Bodansky  units,  and 
thymol  turbidity  was  1 unit.  The  in- 
direct bilirubin  was  3.6  mg.  After  five 
weeks  the  jaundice  was  almost  impercepti- 
ble clinically,  and  the  alkaline  phosphatase 
was  9.3  Bodansky  units.  The  indirect 
bilirubin  was  near  normal.  At  no  time 
was  he  on  antibiotic  medication. 

At  this  point  it  was  felt  that  he  had  had  a 
toxic-confusion  reaction  to  a piperidine 
and  later  an  obstructive  type  jaundice 
due  to  a dimethyl  phenothiazine.  The 
possibility  of  a complicating  vascular  oc- 
clusion or  hemorrhage  was  considered  but 
thought  unlikely  because  of  his  ready  im- 
provement and  the  absence  of  neurologic 
signs.  The  left  facial  palsy  had  been 
present  in  the  stroke  which  caused  the 
dysphasia.  The  formicatory  sensations 
were  considered  release  phenomena  as- 
sociated with  the  stuporous  state. 

With  cessation  of  all  medication  he 
continues  restless  but  cooperative.  He  is 
anxious  in  interviews  and  exhibits  Gold- 
stein’s catastrophic  reaction.3  The  im- 
provement in  his  sensory  dysphasia,  which 
is  now  less  than  it  was  prior  to  the  episode, 
is  probably  a result  of  a greater  opportunity 
to  practice  since  he  is  now  on  the  hospital 
ward  where  this  is  informally  encouraged. 

Comment 

This  case  illustrates  the  occasional  vul- 
nerability of  geriatric  patients  to  a piperidyl 
compound  as  well  as  to  a dimethyl  pheno- 
thiazine. May  et  al.A  write  of  nocturnal 
confusion  and  hallucinatory  states  in  pa- 
tients on  1.6  Gms.  a day  of  thioridazine 


hydrochloride.  Jackson,5  using  doses  from 
300  to  900  mg.  every  day  for  aged  patients, 
found  no  similar  toxic  effect  in  prescribing 
thioridazine  hydrochloride.  Krai,6  using 
doses  from  20  to  200  mg.  every  day  on 
patients  in  an  old-age  home,  also  noticed 
no  such  reaction.  Judah,  Murphree,  and 
Seager,7  using  doses  from  75  to  500  mg. 
every  day  in  similar  patients,  does  not 
report  such  an  effect  with  thioridazine 
hydrochloride.  None  report  using  this 
drug  followed  by  chlorpromazine  hydro- 
chloride. Pollack,8  using  doses  of  from 
100  to  200  mg.  every  day,  reports  ob- 
structive jaundice  occurs  in  0.5  to  5 per 
cent  of  aged  patients  on  chlorpromazine 
hydrochloride.  Wolff,9  using  average  doses 
of  from  150  to  200  mg.  every  day,  reports 
jaundice  as  less  than  1 per  cent  in  aged 
patients.  No  mention  is  made  of  con- 
current reactions  to  a piperidyl. 

Summary 

The  occasional  sensitivity  of  older  pa- 
tients on  a phenothiazine  to  complications 
highlights  the  necessity  of  observation  and 
some  caution  in  prescribing.  This  case 
illustrates  the  possibility  of  further  com- 
plications of  a different  type  occurring 
when  one  changes  from  a piperidyl  pheno- 
thiazine to  a dimethyl  phenothiazine  be- 
cause of  an  initial  side-effect. 
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F ew  of  the  many  users  of  Roget’s 
Thesaurus  realize  that  its  original  deviser 
began  his  career  as  a physician,  and  fewer 
still  are  familiar  with  the  many  contribu- 
tions to  diverse  fields  of  science  made  by  his 
agile  and  systematic  mind.  Born  in  Lon- 
don in  1779,  Peter  Mark  Roget  was  the  son 
of  Rev.  John  Roget,  a native  of  Geneva 
who  served  as  pastor  of  the  French  Hugue- 
not church  in  the  City,  but  who  died  in 
1783  when  his  son  was  only  four  years  old. 
He  was  reared  and  educated  by  his  mother, 
the  former  Catherine  Romilly,  a sister  of 
Sir  Samuel  Romilly,  who  also  supervised 
his  nephew’s  education.  In  1793  Mrs. 
Roget  moved  to  Edinburgh  where  Roget, 
then  fourteen  years  old,  was  entered  at  the 
University;  in  1795  he  entered  its  medical 
school,  receiving  his  M.D.  degree  in  1798. 
His  thesis  was  titled  De  Chemicae  Affinitatis 
Legibus ; even  at  the  age  of  nineteen  he  was 
concerned  with  scientific  laws.  Subse- 
quently, he  rounded  out  his  medical  train- 
ing in  London  attending  lectures  by  such 
notables  as  Baillie,  Cruikshank,  Heberden, 
Abernathy,  and  others. 

Roget’s  uncle,  Sir  Samuel  Romilly, 
moved  in  the  circle  of  Jeremy  Bentham, 
and  young  Roget  was  conversant  with  the 
principles  of  utilitarian  philosophy.  In 
1800  he  had  the  opportunity  to  work  with 
Bentham  on  a scheme  the  latter  was  de- 


vising for  the  use  of  London’s  sewage  as 
fertilizer.  In  1802  to  1803  Roget  traveled 
on  the  continent  as  tutor  to  the  sons  of  a 
wealthy  Manchester  merchant.  After  a 
brief  tour  of  duty  as  personal  physician  to 
the  Marquis  of  Lansdowne  in  1804,  he  was 
appointed  physician  to  the  Manchester 
Infirmary  in  1805.  He  became  one  of  the 
founders  of  the  Manchester  medical  school, 
beginning  his  career  as  a lecturer  on 
scientific  subjects  with  lectures  on  physi- 
ology in  1806  and  1807. 

In  1808  he  moved  to  London  where 
“he  pursued  a career  of  almost  unexampled 
activity  for  nearly  half  a century,  engaging 
with  indomitable  energy  in  scientific  lectur- 
ing, in  work  connected  with  medical  and 
scientific  societies,  or  in  scientific  research.”1 
He  was  licensed  by  the  Royal  College  of 
Physicians  in  1809  and  gave  a series  of 
lectures  on  animal  physiology  at  the  Russell 
Literary  and  Scientific  Institution  in 
Bloomsbury  that  year  and  the  next. 
Late  in  1809  he  projected  the  plan  for  the 
Northern  Dispensary;  with  the  coopera- 
tion of  many  influential  persons  this  in- 
stitution was  opened  in  1810,  and  Roget 
served  without  fee  as  its  physician  until 
1828.  From  1810  to  1815  he  gave  lectures 
on  the  “Theory  and  Practice  of  Physic” 
at  the  Theatre  of  Anatomy  in  Great  Wind- 
mill Street.  In  1811  he  was  elected  secre- 
tary of  the  Medical  and  Chirurgical  So- 
ciety of  London,  an  organization  he  had 
helped  found;  he  continued  in  this  post  to 
1827,  and  was  its  president  in  1829  to 
1830.  In  1820  he  was  appointed  physician 
to  the  Spanish  embassy  and  in  1823  physi- 
cian to  the  Milbank  penitentiary.  In 
1826  he  began  lecturing  at  a new  medical 
school  in  Aldersgate  Street.  In  1827  he 
and  others  were  commissioned  by  the 
government  to  study  London’s  water  sup- 
ply; their  report  was  published  the  fol- 
lowing year.  In  1833  he  was  nominated 
by  John  Fuller,  its  founder,  as  the  first 
incumbent  of  the  Fullerian  professorship 
at  the  Royal  Institution,  where  he  had 
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previously  lectured  frequently  on  animal 
physiology.  He  held  the  Fullerian  pro- 
fessorship through  1836. 2 

Various  activities 

As  a lecturer  he  was  said  to  have  com- 
bined to  an  unusual  degree  exact  knowledge 
with  the  power  of  apt  and  vivid  presenta- 
tion. His  aim  was  to  broadcast  knowledge 
as  widely  as  possible;  to  this  end  he 
founded  the  Society  for  the  Diffusion  of 
Knowledge  and  wrote  for  it  a series  of 
popular  manuals  on  scientific  subjects. 
During  the  first  three  decades  of  his  life 
in  London  as  a practicing  physician  he  also 
wrote  a large  number  of  medical  reports 
which  were  published  in  the  periodicals  of 
the  day.  He  maintained  a continuing 
interest  in  nonmedical  sciences,  as  we  shall 
see;  despite  the  demands  of  a busy  private 
and  institutional  practice  he  kept  abreast  of 
the  “exact  sciences.” 

In  1814  he  devised  a slide  rule  “so  grad- 
uated as  to  be  a measure  of  the  power  of 
numbers,  in  the  same  manner  as  the  scale  of 
Gunter,  then  in  common  use,  was  a measure 
of  their  ratios.  It  was  a logo-logarithmic 
rule,  the  slide  of  which  was  the  common 
logarithmic  scale,  while  the  fixed  line  was 
graduated  on  the  logarithm  of  logarithms. 
The  consequence  was  that  powers  could 
be  read  as  easily  as  products  were  on  the 
common  rule,  and  the  arrangement  was 
such  that  high  powers  of  quantities  little 
exceeding  unity,  so  much  wanted  in  com- 
pound interest,  statistics,  &c.  could  be  read 
off  in  a single  setting.”3  His  article  de- 
scribing the  improved  slide  rule  was  com- 
municated to  the  Royal  Society,  and  Roget 
was  elected  a Fellow  of  the  Royal  Society 
in  the  spring  of  1815.  Shortly  thereafter 
he  was  invited  to  contribute  articles  to  the 
sixth  edition  of  the  Encyclopaedia  Britan- 
nica;  he  contributed  many  articles  to  this  as 
well  as  to  the  seventh  edition  and  also  to 
other  encyclopedias  and  compendia.  In 
addition  to  his  medical  articles  he  began 
to  contribute  to  scientific  and  philosophical 
journals,  writing  such  articles  as  “Obser- 
vations on  Mr.  Perkins’s  Account  of  the 
Compressibility  of  Water,”  and  contribut- 
ing an  appendix  to  Larkin’s  book,  Intro- 
duction to  Solid  Geometry* and  to  the  Study 
of  Crystallography. 

The  chronology  of  his  various  activities, 


details  of  his  publications,  and  accrual  of 
honors  and  duties  need  not  detain  us.  It  is 
evident  from  the  preceding  that  he  was 
busy,  actively  performing  useful  work,  and 
making  practical  contributions  in  a number 
of  scientific  fields.  Above  all,  he  was 
articulate  and  fluent  when  it  came  to  com- 
municating scientific  information  to  his 
professional  colleagues  or  the  laity  either  in 
writing  or  as  a lecturer.  None  of  the 
biographical  material  available  alludes 
either  to  his  gifts  as  a clinician  and  healer, 
nor  to  his  warm,  human  understanding  of 
patients  and  their  problems,  nor  is  any 
tribute  paid  to  his  imagination  or  origi- 
nality. We  may  infer  that  his  gifts  in  these 
attributes  were  not  conspicuously  above 
average.  Such  characteristics  were  often 
lacking  in  the  utilitarians  and  their  disci- 
ples, and  it  might  even  be  said  that  they 
were  not  highly  prized  by  them.  The 
various  accounts  of  Roget’s  life  are  singu- 
larly devoid  of  anecdotal  material  derived 
from  his  professional  career  in  medicine 
and  science.  It  is  a record  of  solid  and 
consistent  achievement  at  a high  level  of 
efficiency  and  devotion  to  duty,  untem- 
pered by  human  interest  touches. 

In  1827  Roget  succeeded  Sir  John 
Herschel  as  secretary  of  the  Royal  Society, 
an  office  he  held  and  filled  with  distinction 
until  his  own  retirement  in  1849  at  the  age 
of  seventy.  For  more  than  two  decades 
he  edited  the  proceedings  of  the  Society 
and  its  council  and  prepared  for  publica- 
tion the  abstracts  of  innumerable  reports. 
Diligent  and  accurate  in  the  prompt  dis- 
charge of  these  duties,  he  saw  to  it  that  the 
Society’s  publications  maintained  a con- 
stant standard  of  excellence.  Further  hon- 
ors came  his  way.  In  1831  he  was  elected  a 
Fellow  of  the  Royal  College  of  Physicians, 
speciali  gratia,  and  in  1832  delivered  the 
Gulstonian  lectures  on  “The  Laws  of 
Sensation  and  Perception.”  He  served 
as  censor  of  the  college  in  1834  and  1835. 
In  1834  he  wrote  one  of  the  Bridgewater 
treatises  on  Animal  and  Vegetable  Physiol- 
ogy considered  with  reference  to  Natural 
Theology ; this  book  was  reissued  in  1839, 
1840,  and  1862.  In  1837  he  took  an  active 
part  in  the  formation  of  the  University  of 
London  and  was  a member  of  its  senate 
until  his  death.  With  the  possible  excep- 
tion of  Manchester,  this  university  was  the 
strongest  seat  of  the  utilitarian  movement 
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for  the  next  half  century  or  more,  and 
latterly  a wellspring  for  Fabianism,  one  of 
the  socioeconomic  schools  derived  in  part 
from  utilitarian  philosophy.  As  Roget’s 
interests  in  education,  science,  and  scien- 
tific publication  increased,  he  became  less 
interested  in  the  practice  of  clinical  medi- 
cine and  retired  from  active  practice  in 
1840  at  the  age  of  sixty-one  to  devote  him- 
self entirely  to  the  work  of  the  Royal 
Society. 

Thesaurus 

Actually,  the  Thesaurus,  the  book  which 
has  perpetuated  Roget’s  name,  was  the 
outcome  of  a collateral  interest,  a pendant 
to  his  scientific  career.  As  a young  man 
he  had  compiled  lists  of  words  for  his  own 
use  in  writing.  What  happened  later  is 
best  told  in  his  own  words  from  the  preface 
to  the  first  edition: 

Conceiving  that  such  a compilation  might 
help  supply  my  own  deficiencies,  I had,  in  the 
year  1805,  completed  a classed  catalog  of 
words  on  a small  scale,  but  on  the  same 
principle  and  nearly  in  the  same  form  as  the 
Thesaurus  now  published . . . Since  my  retire- 
ment from  the  Royal  Society,  however,  find- 
ing myself  possessed  of  more  leisure,  and  be- 
lieving that  a repertory  of  which  I myself  had 
experienced  the  advantage  might,  when 
amplified,  prove  useful  to  others,  I resolved 
to  embark  in  an  undertaking  which,  for  the 
last  three  or  four  years,  has  given  me  inces- 
sant occupation,  and  has,  indeed,  imposed 
upon  me  an  amount  of  labour  very  much 
greater  than  I had  anticipated.4 

In  this  fashion  Roget  prefaced  his 
Thesaurus  of  English  Words  and  Phrases 
Classified  and  Arranged  so  as  to  Facilitate 
the  Expression  of  Ideas  and  Assist  in  Literary 
Composition  in  1852. 4 Its  popularity  and 
practical  value  can  be  attested  by  the  fact 
that  it  went  through  28  printings  before 
Roget’s  death  in  1869  and  has  continued 
to  be  published  with  his  original  schema 
essentially  intact  up  to  the  present.  Roget 
continually  revised  the  vocabulary  up  to 
the  time  of  his  death,  enlarging  and  im- 
proving it.  Subsequent  editions  have  en- 
riched it  still  further.  The  plan  of  the 
Thesaurus  reflects  Roget’s  training  in  the 
taxonomy  of  natural  history: 

The  principle  by  which  I have  been  guided 
in  framing  my  verbal  classification  is  the  same 
as  that  which  is  employed  in  the  various 


departments  of  Natural  History.  Thus  the 
sectional  divisions  I have  formed,  correspond 
to  Natural  Families  in  Botany  and  Zoology, 
and  the  filiation  of  words  presents  a network 
analogous  to  the  natural  filiation  of  plants  or 
animals. 

Finding  its  background  in  the  classifica- 
tions of  Linnaeus  and  in  the  systems  of  the 
French  encyclopedists,  brought  to  light 
in  the  atmosphere  of  the  utilitarianism  of 
Bentham  and  Mill,  the  intellectual  princi- 
ple of  the  Thesaurus  foreshadows  the  dis- 
trust of  metaphysics,  emphasis  on  epis- 
temology, and  attention  to  semantics  which 
became  significant  currents  in  the  stream 
of  twentieth  century  philosophy  (Carnap, 
Korzybski,  Ogden,  and  Richards).  Long 
before  logical  positivism  was  born,  Roget 
stated  the  germ  of  one  of  its  cardinal 
tenets  in  his  introduction: 

The  use  of  language  is  not  confined  to  its 
being  the  medium  through  which  we  com- 
municate our  ideas  to  one  another;  it  fulfills 
no  less  important  function  as  an  instrument  of 
thought . . . Into  every  process  of  reasoning, 
language  enters  as  an  essential  element. 
Words  are  the  instrument  by  which  we  form 
all  our  abstractions,  by  which  we  fashion 
and  embody  our  ideas,  and  by  which  we  are 
enabled  to  glide  along  a series  of  premises  and 
conclusions  with  a rapidity  so  great  as  to 
leave  in  the  memory  no  trace  of  the  successive 
steps  of  this  process;  and  we  remain  un- 
conscious how  much  we  owe  to  this  potent 
auxiliary  of  the  reasoning  faculty.  It  is  on 
this  ground  that  the  present  work  founds  a 
claim  to  utility. 

The  utilitarians  were  intensely  concerned 
with  the  impact  of  their  system  of  thought 
and  their  writings  on  society  and  the  course 
of  human  progress.  In  their  own  prose 
they  did  not  eschew  the  use  of  prolonged, 
complex  sentences,  amplified  by  appro- 
priately placed  subordinate  clauses,  sub- 
sidiary modifying  phrases,  and  parentheti- 
cal locutions.  Indeed,  this  style,  old- 
fashioned  as  it  may  seem  today,  reflected 
their  concern  with  the  orderly  arrangement 
of  ideas  and  the  hierarchy  of  relations  be- 
tween them.  “Le  style  est  1’  homme 
meme”  said  De  Buffon,  and  a fine  example 
of  mid-Victorian  utilitarian  rhetoric  is 
found  in  Roget’s  own  introduction: 

It  is  of  the  utmost  consequence  that  strict 
accuracy  should  regulate  our  use  of  language 
and  that  everyone  should  acquire  the  power 
and  habit  of  expressing  his  thoughts  with  per- 
spicuity and  correctness.  Few,  indeed,  can 
appreciate  the  real  extent  and  importance  of 
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that  influence  which  language  has  always 
exercised  on  human  affairs,  or  can  be  aware 
how  often  these  are  determined  by  causes 
much  slighter  than  are  apparent  to  a superficial 
observer.  F alse  logic,  disguised  under  specious 
phraseology,  too  often  gains  the  assent  of  the 
unthinking  multitude,  disseminating  far  and 
wide  the  seeds  of  prejudice  and  error.  Tru- 
isms pass  current,  and  wear  the  semblance  of 
profound  wisdom,  when  dressed  up  in  the 
tinsel  garb  of  antithetical  phrases,  or  set  off 
by  an  imposing  pomp  of  paradox.  By  a con- 
fused jargon  of  involved  and  mystical  sen- 
tences, the  imagination  is  easily  inveigled  into 
a transcendental  region  of  clouds,  and  the 
understanding  beguiled  into  the  belief  that  it 
is  acquiring  knowledge  and  approaching 
truth.  A misapplied  or  misapprehended 
term  is  sufficient  to  give  rise  to  fierce  and 
interminable  disputes;  a misnomer  has  turned 
the  tide  of  popular  opinion;  a verbal  sophism 
has  decided  a party  question;  an  artful 
watchword,  thrown  among  combustible  ma- 
terials, has  kindled  the  flame  of  deadly  war- 
fare and  changed  the  destiny  of  an  empire. 

The  passage  is  a bit  purple,  but  it  im- 
presses one  as  deeply  felt,  and  it  may  well 
stem  from  Roget’s  experiences  as  an  editor, 
dealing  with  his  fellow  scientists,  many  of 
whom  were  maladroit  as  writers  but  who 
remained  contentious  and  intransigeant  in 
the  face  of  editorial  correction.  Also,  it  is 
easy  enough  to  construe  the  passage  as 
prophetic,  applicable  to  our  own  generation 
as  well  as  to  Roget’s. 

Conclusion 

Roget’s  intellect  did  not  decline  during 
his  retirement.  In  addition  to  the  constant 
revision  of  his  word  hoard,  he  continued  his 
wide  correspondence  and  his  interest  in 
chess  and  chess  problems.  In  1845,  for 
example,  he  had  invented  a pocket  chess 
board  in  which  small  cardboard  chessmen, 
lying  flat  on  the  board,  were  kept  in  place 
by  the  insertion  of  their  bases  into  folds  or 
pockets  of  the  chequered  paper  of  which  it 
was  made.  He  was  also  interested  in 


calculating  machines,  then  a great  novelty, 
and  constructed  several  models. 

At  his  death  in  1869  at  the  age  of  ninety 
he  had  survived  most  of  his  contemporaries. 
The  obituary  in  the  Lancet  was  a meager 
31/2  column  inches5  and  that  in  the  British 
Medical  Journal  only  4 column  inches.6 
The  full-dress  obituary  in  the  proceedings 
of  the  Royal  Society  begins  with  the 
melancholy  note  that  “the  events  of  his  life 
belong  to  a former  page  of  the  world’s 
history,  and  to  a generation  that  has  passed 
away.”2  Admittedly,  Roget’s  life  was  not 
such  as  to  excite  biographers  seeking  to 
command  a popular  subject.  Nonetheless, 
it  is  somewhat  disheartening  to  observe 
that  a life  so  rich  in  solid  achievement,  so 
devoted  to  practical  and  useful  ends,  should 
be  so  little  heeded  by  the  generation  that 
succeeded.  The  rise  and  fall  of  reputation 
in  literary,  scientific,  and  intellectual  his- 
tory has  its  own  tide,  its  own  periodicity. 
Now,  almost  a hundred  years  after  his 
death,  in  a world  concerned  with  the  prob- 
lems of  communication,  there  is  just  cause 
to  review  the  life  and  work  of  Roget,  a man 
who  over  and  above  his  contemporaries 
was  sensitive  to  the  individual  values  of 
words  and  who  achieved  in  large  measure 
their  rational  taxonomy.  Surely,  if  con- 
temporary literary  critics  honor  Flaubert 
for  his  unending  quest  for  le  mot  juste,  con- 
temporary scientists  may  pay  their  respects 
to  Roget. 
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Gleanings  from  the  Bedside  Table  of  an  Insomniac 


Now,  a devil-may-care  matador,  once  the  pride 
of  Old  Spain, 

Who  was  accustomed  to  treat  bulls  with  con- 
temptuous disdain, 

Turned  to  the  crowd,  to  toss  them  a kiss 
Presenting  a target  the  bull  didn’t  miss; 

Does  not  sit  and  sip  champagne  but  stands  and 
sups  in  exquisite  pain. 

* * * 

The  cold  war  and  the  space  race.  It 
seems  to  this  television  viewer  that  perhaps  one 
of  the  reasons  for  Russia’s  superiority  in  the 
world  of  outer  space  is  that  too  many  of  our 
research  scientists  are  in  their  laboratories 
studying  the  effect  of  this  or  that  detergent  on 
the  hands  of  the  American  housewife. 

* * * 

It  seems  doubtful  if  the  individual  who  coined 
the  phrase  “comfort  station”  could  ever  have 
suffered  from  hemorrhoids. 

* * * 

I must  admit  that  until  the  last  political 
campaign  I had  always  thought  the  phrase 
“eastern  establishment”  was  a euphonious 
term  for  an  oriental  house  of  prostitution. 

* * * 

Of  revenge.  Francis  Bacon  in  his  essay 
“Of  Revenge”  wrote:  “Revenge  is  a kind  of 

wild  justice,  which  the  more  man’s  nature  runs 
to,  the  more  ought  law  to  weed  it  out.” 

Considering  the  recent  election  of  R.  F.  K.  as 
Senator  from  the  State  of  New  York  from  the 
viewpoint  of  the  native  Bostonian,  I suspect 
that  every  Red  Sox  rooter,  and  that  includes 
the  entire  population  of  eastern  Massachusetts 
from  Newbury  port  to  Provincetown,  feels  his 
election  is  a wild  kind  of  justice.  It  finally 
evens  the  books  for  that  peculiar  business  be- 
tween Harry  Frazee  and  Jake  Ruppert  when, 
between  1918  and  1923,  Ed  Barrow,  Babe  Ruth, 
Everett  Scott,  Herb  Pennock,  Carl  Mays,  and 
Joe  Dugan  (and  many  others)  were  shipped  from 
the  Red  Sox  to  the  newly  christened  New  York 
Yankees,  thus  giving  the  big  city  club  its  first 
championship  and  crippling  the  Boston  club  to 
the  extent  that  after  winning  three  pennants  in 
the  seven  years  from  1912  to  1918  they  would 
not  win  another  for  twenty-eight  years.  While 
the  pundits  might  pontificate  on  the  significance 
of  Mr.  Kennedy’s  overwhelming  victory  and  the 
alarmists  declare  that  the  rotten  borough  system 


had  now  come  to  “the  colonies,”  to  the  Bos- 
tonian it  meant  that  the  rape  of  Fenway  Park 
was  finally  avenged. 

* * * 

Post  election  dyspepsia.  One  reads  and 
listens  to  all  sorts  of  opinions,  interpretations, 
and  conclusions  as  to  the  whys  and  wherefores 
. of  recent  elections  and  the  landslide  vote  for  the 
status  quo.  Some  say  it  was  an  endorsement  of 
liberalism,  others  a rejection  of  extremism,  a 
vote  for  Fabian  socialism,  a rebuff  of  the  radical 
right,  a vote  for  moderation  due  to  nuclear 
phobia  and  an  anxiety  about  peace,  a rejection  of 
individual  responsibility  and  maturity,  and  an 
embrasure  of  the  “father  knows  best”  philoso- 
phy (only  Papa  will  have  his  finger  on  the  but- 
ton, so  go  ahead  and  have  fun;  Daddy  will 
watch  over  you).  Somehow,  I doubt  that  any 
of  these  were  really  responsible  for  the  huge 
majority;  it  seems  to  me  the  basic  motive  is  as 
old  as  man  and  just  as  true  today  as  ever. 
When  things  are  going  well,  don’t  rock  the  boat; 
when  a player  gets  lucky  and  the  dice  are  “hot” 
only  a few  mavericks  will  bet  “wrong”;  the 
shooter  won’t  hedge,  he  won’t  change  dice,  and 
the  crowd  bets  “right”;  then  as  pass  follows 
pass,  the  timid  percentage  players  and  even  the 
casual  bystanders  join  the  regulars  in  laying 
then-  chips  on  the  line.  Of  course,  they  know 
eventually  luck  will  run  out  and  the  dice  go  cold, 
but  until  it  happens  they  will  stick  to  him,  giving 
him  all  the  room  he  wants  and  the  encourage- 
ment he  demands. 

* * * 

The  eternal  quest.  Man,  en  masse,  has 
never  aroused  my  admiration.  Some  individ- 
uals^— decidedly  yes — but  in  numbers  be  they 
mobs,  tribes,  races,  political  parties,  guilds, 
unions,  or  generations — no.  After  writing  this, 
it  seemed  oddly  and  vaguely  familiar  and  I 
suddenly  realized,  I had  merely  paraphrased  a 
statement  written  by  Jonathan  Swift  in  a letter 
to  Alexander  Pope  dated  September  29,  1725: 
“I  have  ever  hated  all  nations,  professions  and 
communities,  and  all  my  love  is  towards  indi- 
viduals.” Later  in  the  same  letter,  he  wrote: 
“But  principally  I hate  and  detest  that  animal 
called  man;  although  I heartily  love  John, 
Peter,  Thomas,  and  so  forth.” 

One  would  like  to  believe  with  Rousseau  in 
man’s  innate  goodness  and  with  those  optimists 
who  see  man  as  gradually  improving,  envisaging 


1808  New  York  State  Journal  of  Medicine  / July  1,  1965 


the  millenium  when  he  shall  have  conquered 
himself.  They  measure  improvement  by  his 
“good  works”;  but  if  they  would  measure  him 
by  his  foibles  and  “sins,”  they  would  realize  he 
has  not  changed  at  all.  If  you  disbelieve,  then  I 
suggest  you  read  sonnet  LX VI  by  Shakespeare; 
there  in  14  lines  you  will  find  summarized  the 
same  human  vices  found  in  our  contemporary 
newspapers  or  in  an  account  of  the  society  of 
ancient  Athens.  This  may  be  somber  pessi- 
mism, but  I do  not  want  to  be  nihilistic.  I 
would  be  happy  and  I am  sure  optimistic  of 
man’s  eventual  triumph  over  self,  could  I but 
find: 

— One  man  who  considers  morality  as  a per- 
sonal way  of  life,  not  a hair  shirt  designed  for 
self-torture  nor  a scourge  to  chastise  the  evil, 
meaning  those  who  think  differently  from  him 
and  are  impudent  enough  to  adopt  a different 
code  of  ethical  values. 

— Or  a man  who  not  only  mouths  but  actually 
practices  love  of  his  neighbor,  rather  than  per- 
sistently berate  his  neighbor  for  not  loving  him. 

— Or  a man  who  extends  his  hand  to  soothe 
the  unfortunate,  rather  than  raise  his  fist  to  in- 
flame them. 

- — Or  one  who  considers  charity  as  the  cheerful 
giving  of  self  and  substance  to  those  in  need  and 
not  the  sole  prerogative  of  civil  service  workers 
with  arbitrarily  promulgated  educational  qualifi- 
cations. 

— Or  someone  who  considers  sex  his  private 
concern,  to  be  kept  in  his  own  bedroom  or  when 
necessary  in  his  doctor’s  office,  rather  than  a 
necessary  element  of  humor,  a “can’t  miss”  box 
office  gimmick,  or  a formula  for  a best  seller. 

— Or  an  educator  who  conceives  of  teaching  as 
the  process  of  stimulating  and  encouraging 
swine  to  learn  how  to  recognize  and  appreciate 
pearls  and  the  need  to  search  and  root  for  them, 
rather  than  as  a process  of  casting  one’s  pearls 
before  swine  while  cynically  sneering  at  their 
inability  to  appreciate  the  gems. 

— Or  a doctor  who  is  chiefly  interested  in  the 
man  who  is  his  patient  rather  than  the  disease 
from  which  he  suffers,  or  the  physician’s  own 
professional  reputation,  or  the  protection  of  his 
specialty. 

- — Or  an  employer  who  hires  the  most  capable 
applicant  for  the  job  regardless  of  race,  color, 
sex,  religion,  age,  or  physical  status  rather  than 
support  and  fight  for  “Right  to  Work”  legisla- 
tion. 

• — Or  a politician  who  is  more  interested  in  the 
voter  than  in  his  vote. 


■ — Or  a parent  who  is  more  interested  in  the 
person  who  is  his  child  than  in  the  touchdown 
scored  last  Saturday,  the  medal  won  for  excel- 
lence or  courage,  the  report  card,  her  eligible 
suitors,  or  (Heaven  help  us!)  his  I.Q. 

— Or  a liberal  who  is  more  interested  in  the 
poor  man  than  in  the  elimination  of  poverty. 

— Or  a sociologist  and  all  his  associated 
professionals,  as  well  as  the  society  he  molds, 
mature  enough  to  recognize  realistically  and 
accept  as  a criterion  of  adulthood,  and  one  not  to 
be  interfered  with,  the  willingness  of  an  individ- 
ual to  accept  full  responsibility  for  his  acts  and 
to  accept  the  consequences  for  such  acts.  This, 
rather  than  fostering  a society  where  it  is  con- 
sidered progress  to  remove  responsibility  from  an 
individual  and  spare  him,  at  all  costs,  the  con- 
sequences of  these  acts:  a policy  followed  fanati- 
cally until  the  individual  becomes  chronically 
disabled.  Then  suddenly  it  is  realized  that  if 
rehabilitation  is  to  be  successful  the  first  rule  is 
forget  tender  loving  care;  put  responsibility  on 
the  disabled  individual;  never  do  for  him  what 
he  is  capable  of  doing  for  himself,  no  matter  how 
long,  laborious,  awkward,  and  even  painful  the 
task  may  be;  and  never,  never  interfere  to  spare 
him  the  consequences  inherent  on  his  behavior. 

—Or  a man  who  is  humble  enough  to  realize 
his  need  and  will  work  for  the  respect,  apprecia- 
tion, and  love  of  his  fellow  man- — who  senses  his 
need  of  “belonging”;  a man  who  gives  what  he 
wants  for  himself  willingly  to  others,  without 
using  that  obnoxious,  damnable  word  “toler- 
ance.” Every  time  I hear  it,  I think  of  Tom 
Sawyer  walking  the  fence  for  his  girl.  When  it 
is  used,  it  almost  yells  “look  what  a broad- 
minded person,  I am!”  Man,  whatever  his 
color,  nationality,  age,  economic  status,  educa- 
tion, or  religion  does  not  want  to  sit  at  your  table 
and  break  bread  with  you  to  prove  what  a 
broad-minded,  tolerant  member  of  the  superior 
class  you  are;  he  wants  to  be  invited  because  he 
is  liked,  to  come  with  the  feeling  he  belongs;  in 
short,  he  wants  to  walk  as  a man  among  men. 

— Or  the  man  who  respects  the  basic  individ- 
ual rights  and  dignity  of  every  other  man  be  he 
employer  or  employe,  child  or  wife,  sick  or  well, 
rich  or  poor,  judge  on  the  bench  or  prisoner  at 
the  bar,  psychiatrist  or  psychotic;  who  defends 
tenaciously,  whatever  the  price,  his  own  individ- 
ual rights,  with  the  realization  of  history’s  lesson 
that  whenever  such  individual  prerogatives  are 
destroyed  by  force  or  surrendered  through  threat 
or  enticement,  dictatorship,  slavery,  persecu- 
tion, and  decadence  inevitably  result.  WRC 
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Milton  Peter  Adel,  M.D.,  of  New  York  City, 
died  on  May  13  at  his  home  at  the  age  of  fifty- 
five.  Dr.  Adel  graduated  in  1935  from  the 
University  of  London  Faculty  of  Medicine,  St. 
Bartholomew’s  Hospital  Medical  College,  Lon- 
don. He  was  an  attending  physician  in  meta- 
bolic diseases  at  the  former  Grand  Central 
Hospital  and  chief  of  the  diabetic  clinic  there. 
At  the  time  of  his  death  he  was  a lecturer  in 
medicine  at  New  York  Polyclinic  Medical 
School  and  Hospital.  Dr.  Adel  was  a member  of 
the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

William  Brown  Doherty,  M.D.,  of  Bay  Shore, 
died  on  January  13  at  the  age  of  seventy-four. 
Dr.  Doherty  graduated  in  1913  from  the  Uni- 
versity of  Louisville  School  of  Medicine.  He 
was  a Diplomate  of  the  American  Board  of 
Ophthalmology  and  a member  of  the  American 
Ophthalmological  Society,  the  American  Acad- 
emy of  Ophthalmology  and  Otolaryngology, 
the  New  York  Academy  of  Medicine,  the  New 
York  Ophthalmology  Society,  the  New  York 
County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American 
Medical  Association. 

Franz  Josef  Kallmann,  M.D.,  of  New  York 
City,  died  on  May  12  at  Harkness  Pavilion  at 
the  age  of  sixty-seven.  Dr.  Kallmann  received 
his  medical  degree  from  the  University  of 
Breslau  in  1919.  He  was  head  of  the  Depart- 
ment of  Medical  Genetics  at  the  Columbia- 
Presbyterian  Medical  Center  for  a quarter  of  a 
century,  chief  of  psychiatric  research  in  medical 
genetics  at  the  New  York  State  Psychiatric 
Institute,  and  professor  emeritus  of  psychiatry 
(genetics)  at  Columbia  University  College  of 
Physicians  and  Surgeons.  Dr.  Kallmann  was  a 
Diplomata  of  the  American.-  Board  of.  Psy- 
chiatry and  Neurology  (Psychiatry),  a Fellow  of 
the  American  Psychiatric  Association,  and  a 
member  of  the  American  Psychopathological 
Association,  the  New  York  Academy  of  Medi- 
cine, the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Sydney  Milton  Katz,  M.D.,  of  Brooklyn, 
died  on  April  22  at  the  Jewish  Hospital  of 
Brooklyn  at  the  age  of  seventy-four.  Dr.  Katz 
graduated  in  1912  from  Columbia  University 
College  of  Physicians  and  Surgeons.  He  was  an 
associate  attending  cardiologist  at  the  Jewish 
Hospital  of  Brooklyn  and  assistant  medical 


director  of  the  New  York  Hotel  Trades  Council 
and  Hotel  Association  of  New  York  City  Health 
Center,  Inc.  Dr.  Katz  was  a Fellow  of  the 
American  College  of  Chest  Physicians  and  a 
member  of  the  Industrial  Medical  Association, 
the  Medical  Society  of  the  County  of  Kings, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 


Leonard  Lavenberg,  M.D.,  of  Yorktown 
Heights,  died  on  April  29  at  Montefiore  Hospital 
at  the  age  of  forty-seven.  Dr.  Lavenberg 
graduated  in  1945  from  Boston  University 
School  of  Medicine.  He  was  an  associate  at- 
tending physician  at  Northern  Westchester 
Hospital,  Mount  Kisco,  an  assistant  attending 
physician  in  cardiology  at  Grasslands  Hospital, 
Valhalla,  and  medical  supervisor  for  the  York- 
town Heights  School  District.  Dr.  Lavenberg 
was  a member  of  the  American  Academy  of 
General  Practice,  the  Westchester  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 


Walter  Charles  Levy,  M.D.,  of  Albany,  died 
on  May  15  at  his  home  at  the  age  of  fifty-nine. 
Dr.  Levy  graduated  in  1930  from  Syracuse 
University  College  of  Medicine.  He  was  an 
associate  director  of  the  office  of  community 
health  services  in  the  State  Health  Department. 
From  1948  to  1953  he  taught  at  Syracuse  Uni- 
versity College  of  Medicine  and  recently  taught 
at  Albany  Medical  College  and  Rensselaer 
Polytechnic  Institute.  Dr.  Levy  was  a Diplo- 
mate of  the  American  Board  of  Preventive 
Medicine,  Inc.  (Public  Health),  a Fellow  of  the 
American  College  of  Preventive  Medicine,  and 
a member  of  the  American  Public  Health  As- 
sociation, the  New  York  Academy  of  Preventive 
Medicine,  the  Albany  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 


Harry  Markow,  M.D.,  of  Brooklyn,  died  on 
May  11  at  the  age  of  seventy.  Dr.  Markow 
graduated  in  1918  from  New  York  University 
and  Bellevue  Hospital  Medical  College.  He 
was  chief  allergist  at  Brookdale  Hospital  Center 
and  Brookdale  Hospital  Center  Outpatient  De- 
partment. Dr.  Markow  was  a Fellow  of  the 
American  College  of  Allergists  and  a member  of 
the  American  Academy  of  Allergy,  the  Medical 
Society  of  the  County  of  Kings,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 
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Harold  Sherwin  Rubin,  M.D.,  of  Hempstead, 
died  on  May  18  at  Mercy  Hospital  at  the  age  of 
fifty-three.  Dr.  Rubin  graduated  in  1936  from 
New  York  University  Medical  College.  He 
was  an  associate  director  of  pediatrics  at 
Meadowbrook  Hospital,  where  he  was  instru- 
mental in  establishing  the  poison  control  center, 
and  a consulting  pediatrician  at  Mercy  Hospi- 
tal. Dr.  Rubin  was  a Diplomate  of  the  Ameri- 
can Board  of  Pediatrics  and  a member  of  the 
American  Academy  of  Pediatrics,  the  Nassau 
Pediatric  Society,  the  Nassau  County  Medical 


Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Louis  Spiegel,  M.D.,  of  The  Bronx,  died  on 
May  11  at  Montefiore  Hospital  at  the  age  of 
sixty-six.  Dr.  Spiegel  graduated  in  1925  from 
Tulane  University  School  of  Medicine.  Retired 
in  1964,  Dr.  Spiegel  was  a member  of  the 
Bronx  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 
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Pediatricians,  and  Internists.  Also  Ophthalmologists  and 
Otorhinologists.  Write  Resume  % Box  181,  NYSJM. 


WANTED:  GENERAL  PRACTITIONER  TO  JOIN 

busy  practitioner  on  Long  Island,  South  Shore,  one  hour 
from  New  York  City.  Opportunity  for  rapid  financial 
advancement.  Box  212,  % NYSJM. 


OPPORTUNITY  FOR  INTERNIST  OR  PHYSICIAN 
with  some  training  in  internal  medicine,  interested  in  a 
busy  practice  in  general  medicine,  plus  necessary  medical 
consultations  for  four  other  busy  G.P.’s  in  small  com- 
munity and  adjacent  rural  area  in  upstate  New  York. 
Adequate  O.B.  coverage  available.  New  fully  accredited 
42  bed  general  hospital  with  Board  surgeon,  Board  radiol- 
ogist and  Board  pathologist.  Excellent  recreational  facil- 
ities in  immediate  area  including  skiing,  golf,  tennis,  etc. 
Income  arrangements  available.  Send  resume  to  Box 
207,  % NYSJM. 


INTERNIST,  PEDIATRICIAN,  AND  GENERAL  PRAC- 
titioner  wanted  to  join  group  in  Eastern  Long  Island. 
Please  contact  with  information  to  Box  216,  % NJSJM. 


DIRECTOR  OF  COLLEGE  HEALTH  SERVICES  AND 
Community  Physician.  Position  Available.  State  Uni- 
versity College  and  the  community  at  Geneseo,  New  York 
are  interested  in  applications  from  physicians  who  would 
consider  a shared  practice.  The  college  will  enroll  ap- 
proximately 2,300  students  in  September,  1965.  It  is 
now  operating  a Health  Service — Infirmary  around  the 
clock  with  the  full  compliment  of  qualified  nurses  under 
the  direction  of  the  College  Nurse.  A new  17-bed  Health 
Service — Infirmary  is  under  construction.  Opportunity 
with  the  college  has  a stated  salary  with  opportunity  for 
additional  income  through  private  practice  in  the  com- 
munity. Further  information  regarding  salary  arrange- 
ments and  benefits  of  employees  at  the  State  University  is 
available  upon  request  to:  Dr.  Gerald  Saddlemire,  Dean  of 
Students,  State  University  College,  Geneseo,  New  York 
14454.  Further  information  regarding  the  community  is 
available  from  Mr.  Holden  Stickney,  Chamber  of  Com- 
merce, Geneseo,  New  York. 


WANTED:  STAFF  PHYSICIANS  (3).  GENERAL 

practitioner’s,  45  or  under,  to  assist  attending  staff  and 
general  practice  residents  in  260  bed  general  hospital. 
Annual  appointment  preferred.  $15,000-$1 7,500  depend- 
ing on  training  and  experience.  Contact  Medical  Director, 
San  Luis  Obispo  General  Hospital,  San  Luis  Obispo, 
California.  Phone:  (805)  543-1500. 


PHYSICIANS  WANTED — CONT’D 


PHYSICIAN  (LICENSED  N.Y.  STATE)  FULL  TIME, 
(4-5  days  per  week).  Light  work.  Social  Security, 
retn-ement  and  health  benefits.  American  Red  Cross, 
Buffalo  Regional  Blood  Center,  786  Delaware  Avenue, 
Buffalo,  N.Y.  14209.  Phone  TT6-7500. 


INTERNIST  WANTED:  BOARD  CERTIFIED  OR 

eligible,  age  30-40;  to  associate  with  two  internists,  in- 
dependent practice,  shared  office  and  coverage.  City  of 
36,000,  drawing  area  of  100,000  with  excellent  hospitals, 
laboratory,  educational  and  recreational  facilities  avail- 
able. Central  New  York  State.  Box  223,  % NYSJM. 


PRACTICES  FOR  SALE  OR  RENT 


AVAILABLE,  THRIVING  GENERAL  PRACTICE; 
owner  specializing.  Would  like  to  sell  or  rent  7 room, 
fully  equipped  office,  9 room  house  and  barn  on  three 
acres.  Beautiful  Finger  Lake  country,  near  Cornell 
University,  seven  miles  from  hospital.  Call  collect  (607) 
387-7921,  or  write  E.  S.  Farley,  Jr.,  M.D.,  Trumansburg, 
N.Y. 


LONG  ISLAND,  SOUTH  SHORE,  ACTIVE  GENERAL 
practice,  on  main  Highway,  center  of  town.  Modern, 
2 doctors,  7 room  office  attached  to  2 story  attractive 
home  with  2 car  garage  and  own  parking  area.  Also  suit- 
able for  specialists.  Box  215,  % NYSJM. 


OPPORTUNITY.  IMMEDIATELY  AVAILABLE  FOR 
sale.  Large  general  practice,  45  miles  NYC,  fully  equipped 
including  x-ray.  No  obstetrics  required.  Rent  office 
and/or  house.  Mrs.  Leonard  Lavenberg,  P.O.  Box  457, 
Yorktown  Heights,  N.Y.,  Yo.  2-2224. 


GENERAL  PRACTICE  FOR  SALE,  SCHENECTADY 
area,  N.Y.  Gross  over  $25,000.  Retiring  because  of 
health.  Available  immediately.  Open  staff  hospitals 
Secretary-nurse  available.  Modem,  well  equipped  office; 
3 room  apartment  ups  tail’s.  Property  for  sale  or  lease. 
Box  220,  % NYSJM. 


OPPORTUNITY— DECEASED  OPHTHALMOLOGIST’S 
practice  in  growing  suburban  community  within  50  miles 
of  New  York  City.  Box  218,  % NYSJM. 


OFFICE  FOR  SALE:  LARGE  PRACTICE  IN  IN- 

ternal  medicine,  of  eminent  cardiologist,  who  recently 
deceased  unexpectedly.  Over  25-year-old  practice  approx- 
imately 60%  cardiac,  20%  chest,  and  10%  general. 
Spacious,  well-equipped  office  suite  in  Bayonne,  New 
Jersey,  with  electrocardiography,  fluoroscopy,  and  radi- 
ography. Close  to  modern  community  hospital  and  state 
medical  center.  Excellent  lease.  Call  Jerome  J.  Rose. 
Attorney.  611  Broadway,  Bayonne,  New  Jersey,  (201) 
HE  6-7600. 


ADDITIONAL  ADS 
ON  PAGE  1813 


1814  New  York  State  Journal  of  Medicine  / July  1,  1965 


POSITIONS  WANTED 


ANESTHESIOLOGIST,  CERTIFIED,  AGE  35,  FAMILY. 
Extensive  experience.  Desiree  fee  for  service  or  group  in 
metropolitan  or  suburban  area.  Details  in  first  letter. 
Box  969,  % NYSJM. 


MEDICAL  ASSISTANTS  AND  SECRETARIES.  LAB- 
oratory  and  X-Ray  Techs.  Well  trained  and  highly  quali- 
fied personnel  (male  & female).  Phone  CH  2-2330  Ext. 
6,  Placement  Dept.,  or  write  Eastern  School  for  Physicians’ 
Aides,  Dept.  69,  85  Fifth  Ave.,  New  York  3.  N Y. 
(Founded  1936  by  two  member  physicians.) 


ALLERGIST,  BOARD  QUALIFIED  IN  INTERNAL 
medicine,  age  35,  extensive  experience  in  both.  Interested 
in  solo  opportunity,  association  or  acquisition  of  allergy 
practice  in  metropolitan  or  suburban  New  York  City  area. 
Details  in  first  letter.  Box  210,  % NYSJM. 


DERMATOLOGIST,  BOARD  CERTIFIED,  EXPERI- 
ence  in  private  practice,  desires  partnership,  group,  or 
full-time  salaried  position.  Please  send  full  details  in 
first  letter.  Box  221,  % NYSJM. 


BOARD  CERTIFIED  CLINICAL  PATHOLOGIST 
with  training  in  internal  medicine  seeks  affiliation  with 
medical  group  in  western  New  York.  Box  224,  % 
NYSJM. 


REAL  ESTATE  FOR  SALE  OR  RENT 


APPROXIMATELY  300  SQUARE  FEET  SUITE  AVAIL- 
able  in  otherwise  fully  occupied  new  air-conditioned  pro- 
fessional building.  Ideal  for  medical  specialty.  Located 
opposite  bank,  within  one  mile  of  nearly  completed  ex- 
pressway. Lake  Ronkonkoma,  Suffolk  County.  (516)  JU 
8-5100  or  JU  8-9041. 


SALE:  ELEGANT  COLONIAL  BRICK  AND  STEEL 

building,  14  rooms,  4 baths,  with  an  active  general  prac- 
tice. Near  transportation  lines  in  prosperous  neighbor- 
hood. Suitable  for  group  practice.  Equipment  included 
in  office.  Write:  Tzanavaras,  10  Terrace  Circle,  Great 
Neck,  L.I.,  N.Y. 


OUTSTANDING  OPPORTUNITY.  OFFICE,  RESI- 
dence  combination  in  ideal  West  Essex,  New  Jersey  loca- 
tion. Perfect  for  nose  and  throat,  allergist,  or  eye.  Com- 
pletely restored  11  room  authentic  Williamsburg  Colonial. 
One  acre  of  lovely  grounds.  6 bedrooms,  4*/2  baths.  First 
floor  office.  Near  2 medical  centers.  $80,000.  Stanton 
Company,  Realtors,  Montclair,  New  Jersey.  (201) 
746-1313. 


EXCELLENT  OPPORTUNITY  TO  INVEST  AND/OR 
practice  in  proposed  cooperative  professional  building. 
Ideal  location  in  rapidly  developing  N.Y.  Suffolk  com- 
munity on  North  Shore.  Box  217,  % NYSJM. 


FOR  RENT  OR  SALE:  FULLY  EQUIPPED  OFFICE  IN 
Laurelton  Medical  Building,  suitable  for  G.P.  or  specialist; 
well  furnished,  X-ray,  diathermy,  etc.  Exceedingly 
reasonable.  Cadi  CH  9-0966. 


FOR  SALE 

Large  11  room  house  and  store,  plus  2 story  garage, 
situated  in  center  of  resort  town,  Wurtsboro,  N.Y.  Fine 
location  for  small  Medical  Center.  All  improvements; 
5 living  units ; 6 bathrooms.  On  lot  56' x 225  . 

Mrs.  George  Cooper,  P.O.  Box  327,  Wurtsboro,  N.Y. 


REAL  ESTATE  FOR  SALE  OR  RENT  — CONT’D 


j ESTABLISHED  MIDTOWN  GENERALIST,  WITH 
' excellent  hospital  affiliations,  offers  space  to  specialist (s) 
in  air-conditioned,  completely  equipped  office  with  200 
MA  RA  X-ray  unit.  Can  arrange  for  assistance  or  cover- 
age, if  desired.  Please  write  for  personal  meeting.  Box 
219,  % NYSJM. 


OFFICE  AVAILABLE  IN  LUXURY  BUILDING  FOR 
psychiatrist  or  psychotherapist.  Private  entrance,  large 
air-conditioned  room  on  hi  floor  with  2 windows  over- 
looking Hudson  River,  furnished  or  unfurnished.  River- 
side Drive  at  90th  St.  TR  7-2447. 


FOR  SALE:  AIR-CONDITIONED  MEDICAL  OFFICE 

fully  equipped  (including  X-ray)  located  in  professional 
apt.  in  a modern  house.  Office  consisting  of  waiting  rm., 
receptionist’s  rm.,  consultation  rm.,  examination  rm., 
X-ray  rm.,  and  laboratory.  Rent  $125  month.  Excel- 
lent location;  Elmhurst,  Queens.  Physician  leaving  to 
take  over  academic  position.  Asking  very  reasonable 
price.  Box  222,  % NYSJM. 


2 EXCELLENT  LOCATIONS  FOR  DOCTORS  OR  DEN- 
tists  on  Staten  Island.  One  in  New  Dorp,  2375  Rich- 
mond Rd;  one  in  Dongan  Hills,  1723  Richmond  Rd. 
Winrock  Construction  Corp.,  212  EL  1-6655. 


j PROFESSIONAL  OFFICE,  165  EAST  32ND  STREET, 
Manhattan,  corner  3rd  Avenue,  in  new  centrally  air  con- 
ditioned, 20  story  apartment  building.  Approximately 
1000  square  feet.  Private  entrance.  Will  plan  to  suit 
tenant.  May  be  used  as  combined  professional  office  and 
studio  apartment.  Building  superintendent  on  premises 
or  phone  (212)  TR  5-8141. 


EXCELLENT  OPPORTUNITY  FOR  GENERAL  PRAC- 
tice  in  fast  growing  community  90  miles  via  thruway  to 
N.Y.C.  Site  of  new  Ulster  County  Community  College. 
Modern  residence,  swimming  pool,  with  office  wing  22 
X 40.  $38,000.  Theresa  C.  Kerber,  Realtor,  Stone  Ridge, 
N.Y.  Area  Code  914  687-7765. 


PROFESSIONAL  OFFICE,  FREEPORT,  L.I.,  20  RAN- 
dall  Ave.,  in  attractive  88  family  apartment  building, 
excellent  residential  neighborhood,  private  entrance, 
alongside  other  medical  suites.  Ideal  for  single  or  group 
practice;  modest  rental,  air  conditioned.  Building  super- 
intendent on  premises  or  phone  (212)  TR  5-8141. 


BEAUTIFUL  DETACHED  HOME  AND  OFFICE  OF 
recently  deceased  physician  located  in  Woodhaven, 
Queens.  9 rooms,  2 enclosed  porches,  2l/i  bathrooms  and 
2 car  garage.  In  excellent  condition.  Good  location; 
excellent  transportation;  schools  nearby.  Will  sacrifice. 
Phone  VI  9-1720. 
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Your  first  source  for  professional 
information 


The  more  than  32,000  registered  physicians  in  New  York 
State  are  individually  listed  with  pertinent  professional 
data  in  your  Medical  Directory.  You  can  quickly  and 
easily  obtain  the  following  information  on  any  one  of  these 
physicians  so  listed. 


• Location  by  town. 

• Full  name  and  address. 

• Office  hours  and  telephone  number. 

• Medical  school  and  year  of  graduation 

• Certification  by  American  Boards  in 
Medical  Specialties. 

• Qualified  Psychiatrists  certified  by  New 
York  State  Department  of  Mental 
Hygiene. 

• Qualifications  for  general  and  special 
work  under  the  Workmen’s  Compensa- 
tion Act  of  New  York  State. 

• Membership  in  Medical  Societies  inter- 
national, national,  state  and  local. 

• Fellowship  in  the  American  College  of 
Allergists,  Anesthesiologists,  Angiology, 
Cardiology,  Chest  Physicians,  Gastro- 
enterology, Obstetricians  and  Gyne- 
cologists, Pathologists,  Physicians,  Pre- 
ventive Medicine,  Radiology,  and  Sur- 
geons, and  the  International  College  of 
Surgeons. 

• Medical  staff  and  research  appoint- 
ments in  voluntary,  government,  and 
accredited  proprietary  hospitals  in  New 
York  State  (official  titles). 


Copies  of  the  1963-1964 
edition  are  still  avail- 
able. Write:  Directory 

Department , Medical  So- 
ciety of  the  State  of  New 
York,  750  Third  Ave., 
New  York,  N.Y.,  10017 
$20.00  a copy  plus  4%, 
sales  tax  for  N.Y.C.  de- 
livery. ( Effective  August 
1,  1965 , sales  tax  for 
N.Y.C.  delivery  will  in- 
crease to  5%.) 


Many  physicians  save  time  by  regularly  consulting  their  Directory  for 
telephone  listings,  a colleague’s  address  or  office  hours,  as  well  as  other 
pertinent  data.  You,  too,  will  find  your  Directory  a valuable  source  of 
information  when  you  use  it  often. 
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The  Somatic  Mask: 
menstrual  irregularities 


menopause  or 
psychic  tension? 


Menstrual  irregularities,  along  with  hot  flashes,  fatigue, 
discomfort,  arthralgia  and  other  complaints,  are  classic 
signs  and  symptoms  of  the  menopause.  In  many  cases, 
however,  the  symptoms  may  represent  a “somatic  mask” 
— a psychophysiological  equivalent  of  psychic  tension. 


When  symptoms  stem  from  emotional  problems  or 
stressful  situations,  Valium  (diazepam)  usually  helps  the 
patient  feel  calmer  as  it  alleviates  troubling  symptoms. 
Its  action  is  normally  prompt,  even  in  patients  who 
failed  to  benefit  from  other  tranquilizers.  And  positive 
results  generally  are  achieved  without  impairing  aware- 
ness or  interfering  with  usual  activities.  While  ataxia 
and  drowsiness  may  occur,  such  side  effects  are  avoid- 
able in  most  instances  with  dosage  adjustment. 


Valium  (diazepam) 


In  prescribing:  Dosage  — Adults:  Mild  to  moderate  psychoneu- 
rotic reactions,  2 to  5 mg  b.i.d.  or  t.i.d.;  severe  psychoneurotic 
reactions,  5 to  10  mg  t.i.d.  or  q.i.d.;  alcoholism,  10  mg  t.i.d.  or 
q.i.d.  in  first  24  hrs,  then  5 mg  t.i.d.  or  q.i.d.  as  needed;  muscle 
spasm  with  cerebral  palsy  or  athetosis,  2 to  10  mg  t.i.d.  or  q.i.d. 
Geriatric  patients:  1 or  2 mg/ day  initially,  increase  gradually 
as  needed. 

Contraindications : Infants,  patients  with  history  of  convulsive- 
disorders  or  glaucoma. 

Warning:  Not  of  value  in  the  treatment  of  psychotic  patients, 
and  should  not  be  employed  in  lieu  of  appropriate  treatment. 
Precautions:  Limit  dosage  to  smallest  effective  amount  in  el- 
derly patients  (not  more  than  1 mg,  one  or  two  times  daily)  to 
preclude  ataxia  or  oversedation.  Advise  patients  against  pos- 
sibly hazardous  procedures  until  correct  maintenance  dosage 
is  established;  driving  during  therapy  not  recommended.  In 
general,  concurrent  use  with  other  psychotropic  agents  is  not 
recommended.  Warn  patients  of  possible  combined  effects  with 
alcohol.  Safe  use  in  pregnancy  not  established.  Observe  usual 
precautions  in  impaired  renal  or  hepatic  function  and  in  pa- 
tients who  may  be  suicidal;  periodic  blood  counts  and  liver 
function  tests  advisable  in  long-term  use.  Cease  therapy  grad- 
ually. 

Side  Effects:  Side  effects  (usually  dose-related)  are  fatigue, 
drowsiness  and  ataxia.  Also  reported:  mild  nausea,  dizziness, 
blurred  vision,  diplopia,  headache,  incontinence,  slurred  speech, 
tremor  and  skin  rash;  paradoxical  reactions  (excitement,  de- 
pression, stimulation,  sleep  disturbances  and  hallucinations) 
and  changes  in  EEG  patterns.  Abrupt  cessation  after  prolonged 
overdosage  may  produce  withdrawal  symptoms  similar  to 
those  seen  with  barbiturates,  meprobamate  and  chlordiazepox- 
ide  HC1. 

Supplied:  Tablets,  2 mg  and  5 mg;  bottles  of  50  and  500. 


Roche  Laboratories 

Division  of  Hoffmann -La  Roche  Inc. 

Nutley,N.J.  07110 


The  tell-tale  lesion  on  the  back  of  her  neck 


ARISTOCORT  Topicals  are  particularly  effective  in  controllir 
the  inflammatory  symptoms  of  many  dermatoses  including  neu: 
dermatitis.  ARISTOCORT  Cream  or  Ointment,  sparingly  appli<! 
to  affected  areas,  reduces  both  the  itching  and  the  inflammatk 
Three  or  four  applications  daily  bring  early  symptomatic  reli 

+ TOPICAL  CREAM  0.1% 

JTA  A ly  h\J  L?  LI  A l AND  OINTMENT  0.1% 

Triamcinolone  Acetonide 


J\  y* *i  ctnnnrf  topicalcreamoi% 

JT\.  X id  IU  vUi  AND  OINTMENT  0.1% 

Triamcinolone  Acetonide 

INDICATIONS:  In  addition  to  neurodermatitis,  the 
ARISTOCORT  Triamcinolone  topical  preparations 
have  been  found  effective  as  adjuncts  in  treating 
atopic  dermatitis,  eczematous  dermatitis,  nummular 
eczema,  contact  dermatitis,  pruritus  ani  and  vulvae, 
generalized  erythrodermia,  external  otitis,  seborrheic 
dermatitis,  eczematized  psoriasis  and  eczematized 
mycotic  dermatitis.  In  most  cases  responsive  to  topi- 
cal ARISTOCORT,  the  0.1%  concentration  is  suffi- 
ciently potent,  but  the  0.5%  concentration  may  elicit 
a more  satisfactory  response  in  some,  specifically  in 
atopic  dermatitis,  eczematous  dermatitis,  seborrheic 
dermatitis  and  certain  cases  of  psoriasis. 

ADMINISTRATION  and  DOSAGE  : Apply  sparingly 
to  the  affected  area  3 or  4 times  daily.  Some  cases  of 
psoriasis  may  be  more  effectively  treated  if  the  0.1% 
Cream  or  Ointment  is  applied  under  an  occlusive 
dressing. 

PRECAUTIONS  and  SIDE  EFFECTS:  Do  not  use 
in  the  eyes.  While  there  are  no  special  precautions  to 
be  taken  in  administering  ARISTOCORT  Triamcino- 
lone Acetonide  topicals,  some  patients  may  react 
unfavorably,  under  certain  conditions,  to  topical 
steroids  in  general.  Special  care  should  be  taken  in 
administering  topical  steroids  at  infected  sites  and 
the  hazard  of  possible  spread  of  bacterial  infection 
should  be  considered.  If  such  a hazard  is  felt  to  exist, 
antibacterial  therapy  may  be  considered  advisable 
even  if  the  steroid  is  discontinued. 


CONTRAINDICATIONS:  Tuberculosis  of  the  skin, 
herpes  simplex,  chickenpox,  and  vaccinia. 


PACKAGES:  Tubes  of  5 Gm.  and  15  Gm.;  % lb.  jar. 

ARISTOCORT®  Triamcinolone  Acetonide  Topical 
Cream  0.5%  or  0.1%  contains: 

Triamcinolone  Acetonide  5 mg.  or  1 mg. 

Methylparaben  0.16% 

Propylparaben  0.04% 

Potassium  Sorbate  0.2% 


Inactive  ingredients  in  water  base : 

Glyceryl  monostearate 
Squalane 

Polysorbate  80  USP 
Spermaceti  USP 
Stearyl  Alcohol  USP 
Sorbitol  Solution 

Each  gram  of  ARISTOCORT  Triamcinolone  Aceto- 
nide Topical  Ointment  0.1%  contains: 

Triamcinolone  Acetonide  1 mg. 

Methylparaben  0.16% 

Propylparaben  0.04% 

Inactive  ingredients : 

Lanolin 

White  Petrolatum 


LEDERLE  LABORATORIES  • A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 
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1859  Principles  of  Gas  Analysis  of  Interest  to  Anesthesiologists 

Alvin  Wald,  M.E.E.,  and  Valentino  D.  B.  Mazzia,  M.D. 
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lessen  debilitation  of  trauma... 

After  surgery  or  injury,  particularly  in  the  older  patient,  protein  is  mobilized  from  normal  tissue  for  the  repair 
of  damaged  tissue,  frequently  resulting  in  weakness,. loss  in  body  weight,  and  general  debilitation  relative  to 
the  degree  of  stress  or  tissue  damage  inflicted.  Supportive  anabolic  therapy  reverses  tissue-depleting  proc- 
esses, and  increases  the  rate  of  protein  synthesis  by  making  more  dietary  protein  available  for  tissue  building. 
Recovery  and  repairare  furtheraided  by  improvement  in  appetite,  increased  strength  and  sense  of  well-being, 
and  often  gratifying  gains  in  weight. 

Supportive  anabolic  therapy,  with  proper  dietary  protein  intake,  can  make  a remarkable  difference. 


WINSTROL 


brand  of 

STAN0Z0L0L 


\l/\//nfhrop\ 


supportive  oral  anabolic  therapy  • potent  • well-tolerated 


WINSTROL  combines  potent  oral  anabolic  activity  with  outstanding 
tolerance,  and  is  remarkably  free  of  side  effects.  Although  its  andro- 
genic effect  is  very  low*,  women  and  children  should  be  observed  for 
signs  of  slight  virilization  (hirsutism,  acne,  voice  change,  and  enlarge- 
ment of  phallus  or  clitoris),  and  young  women  may  experience  milder 
or  shorter  menstrual  periods.  These  effects  are  reversible  when  dosage 
is  decreased  or  therapy  discontinued,  with  the  exception  of  voice 
change  and  hirsutism  which  may  progress  to  an  irreversible  stage  on 
continuation  of  therapy.  Patients  with  impaired  cardiac  or  renal  func- 
tion should  be  closely  observed  because  of  the  possibility  of  sodium 
and  water  retention.  Liver  function  tests  may  reveal  an  increase  in 
BSP  retention,  particularly  in  elderly  patients,  in  which  case  therapy 
should  be  discontinued.  Because  anabolic  steroids  accelerate  growth 
and  maturation  of  bone,  precautions  should  be  taken  when  adminis- 
tered to  infants  or  children  in  whom  full  growth  and  epiphysial 
closure  have  not  yet  occurred.  If  the  bone  age  and  growth  of  the 
child  are  essentially  normal  the  anabolic  agent  should  not  be  given 
for  more  than  three  months,  and  then  only  if  there  is  a clear  indica- 
tion. If  growth  and  bone  age  are  well  below  normal  because  of 


chronic  or  prolonged  disease,  continuous  therapy  may  be  given  for  a 
year  or  more,  provided  bone  maturation  is  carefully  checked  by  x-ray 
studies  every  three  to  six  months.  Since  skeletal  stimulation  may  con- 
tinue for  six  months  after  therapy  has  been  stopped,  it  is  recom- 
mended that  the  drug  be  discontinued  well  before  bone  maturation 
reaches  the  norm  for  chronologic  age.  Contraindications:  Although  it 
has  been  used  in  patients  with  cancer  of  the  prostate,  its  mild  andro- 
genic activity  is  considered  by  some  investigators  to  be  a contraindica- 
tion. Should  not  be  used  during  pregnancy. 

Dosage  in  adults,  usually  1 tablet  t.i.d.;  young  women,  1 tablet  b.i.d.; 
children  (school  age),  up  to  1 tablet  t.i.d.;  children  (pre-school  age), 
y2  tablet  b.i.d. 

Shows  best  results  when  administered  with  a high  protein  diet.  Avail- 
able as  scored  tablets  of  2 mg.  in  bottles  of  100. 

*The  therapeutic  value  of  anabolic  agents  depends  on  the  ratio  of 
anabolic  potency  to  androgenic  effect.  This  anabolic-androgenic  activ- 
ity ratio  of  Winstrol  is  greater  than  that  of  all  the  oral  anabolic  agents 
currently  in  use.  Winthrop  Laboratories,  New  York,  N.Y.  10016 
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What  benefits  do  you  look  for  in  a douche? 


More  prompt  and  effective  symptomatic  relief 


When  vaginitis  is  a problem,  there  is  increasing 
evidence  that  an  alkaline  douche  such  as 
StomAseptine  provides  superior  benefits. 

In  pruritus  vulvae,  Weese1  reports  that  “I  have 
found  StomAseptine  to  provide  prompt  relief... be- 
cause it  dissolves  and  removes  leukorrheal  secre- 
tions which  probably  cause  and  intensify  the 
vaginal  itching  and  burning.”  Davis2  had  better 
success  “with  alkaline  preparations... patients  re- 
ported them  more  soothing  than  the  previously 
used  acid  solutions.”  MacGuigan3  recently  re- 
ported that  the  alkaline  douche  is  his  method  of 


choice  in  treating  vaginal  moniliasis.  StomAseptine 
was  found  most  satisfactory  in  relieving  symptoms 
of  vaginal  irritation,  soreness,  and  burning. 

StomAseptine  releases  nascent  oxygen  which  in- 
terferes with  the  growth  of  the  essentially  anaero- 
bic Trichomonas  vaginalis,  making  it  more  vulner- 
able to  specific  trichomonicidal  agents. 

Weese1  has  found  StomAseptine  to  be  a highly 
effective  mucolytic  cleansing  agent.  Peel4  has  em- 
phasized the  value  of  alkaline  douches  in  remov- 
ing the  highly  acid  discharge  associated  with 
Trichomonas  and  Monilia  vaginitis. 


an  oxidizing  mucolytic  cleansing  agent  for  adjunctive  therapy 


DOUCHE  POWDER 


sodium  perborate,  sodium  bicarbonate, 

sodium  chloride,  borax,  menthol,  thymol,  eucalyptol, 

methyl  salicylate,  aromatics. 


Literature  and  professional  supply  on  request. 

References:  1.  Weese,  W.  H.:  Personal  communication,  Sept.  25, 
1964;  2.  Davis,  C.  H.:  J.A.M.A.  157:126  (Jan.  8)  1955;  3.  MacGuigan, 

J.  F.:  Personal  communication,  Nov.  1,  1963;  4.  Peel,  J.  H.:  Text- 
book of  Gynecology,  5th  Ed.,  London,  Wm.  Heineman,  1958,  p.  383. 
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Fleischmann’s  is  Lowest  in  Saturated  Fat 
of  the  nation’s  leading  margarines 


Fleischmann’s  is  made  from  100% 
corn  oil.  Over  half  of  this  remains 
in  liquid  form  for  high  linoleic 
content. . . the  balance  is  partially 
hydrogenated  for  flavor  and 
spreadability.  Consequently, 
Fleischmann’s  is  a “special”  mar- 
garine, lowest  in  saturated  fat  of 
the  nation’s  leading  margarines.  A 
“special”  margarine  is  one  of  the 
most  important  sources  of  poly- 
unsaturates in  the  average  diet. 
Only  Fleischmann’s  offers  all  of 
these  extra  benefits: 


(1)  Exceptionally  high  P/S  ratio 
. . . Fleischmann’s  Margarine  has 
a 1.7  to  1 ratio  (27.5%  cis,  cis 
linoleic  acid).  Using  Fleisch- 
mann’s instead  of  butter  or  regu- 
lar margarines  increases  intake  of 
polyunsaturates  while  lowering 
intake  of  saturated  fat. 

(2)  Made  from  100%  corn  oil... 
The  only  oil  used  in  making 
Fleischmann’s  is  100%  corn  oil. 
Some  so-called  corn  oil  marga- 
rines are  mixtures  of  cottonseed 
or  soybean  oil  with  corn  oil. 


(3)  Light  delicate  flavor. .. Deli- 
cious taste  has  made  Fleisch- 
mann’s America’s  largest  selling 
“special”  margarine. 

(4)  Lightly  Salted  and  Unsalted 
...Fleischmann’s  comes  both 
ways.  What’s  more,  Fleisch- 
mann’s Unsalted  Margarine  is 
dietetically  sodium-free.  It’s  lo- 
cated in  the  frozen  food  section. 

(5)  National  availability ...  Un- 
like most  brands,  both  Fleisch- 
mann’s can  be  found  in  virtually 
every  food  store  in  America. 


Lightly  Salted  in  golden  package 


Unsalted  in  green  foil  package 
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Medical  News 


Special  project  to  study 
rubella  birth  defects 

A Rubella  (German  Measles)  Birth  Defect 
Evaluation  Project  to  serve  the  entire  metro- 
politan New  York  area  has  been  established 
at  New  York  University  Medical  Center  with 
the  aid  of  a $15,000  grant  from  the  New  York 
chapter  of  The  National  Foundation — March  of 
Dimes. 

The  award  to  found  the  project  was  made  on 
an  emergency  basis  because  of  the  larger  number 
of  defective  rubella  babies  born  during  the  past 
year.  Operation  of  the  new  project  will  be 
supervised  by  Saul  Krugman,  M.D.,  professor 
and  chairman  of  the  Department  of  Pediatrics, 
New  York  University  School  of  Medicine.  The 
physician-in-charge  will  be  Louis  Z.  Cooper, 
M.D.,  instructor  in  medicine. 

The  New  York  University  School  of  Medicine 
research  group  has  been  active  in  the  study  of 
rubella  birth  defects  problems  and  has  been 
among  the  first  in  the  nation  to  reveal  the  scope 
of  the  damage  caused  by  the  1963-1964  epi- 
demic. They  have  studied  approximately  200 
infants  with  congenital  defects  presumably 
caused  by  maternal  rubella  during  pregnancy. 
These  infants  have  been  seen  in  hospitals 
throughout  greater  New  York  with  the  co- 
operation of  many  physicians  and  referring 
clinics.  The  group  was  first  to  discover  that 
these  infants  may  spread  rubella  to  others,  and 
they  have  confirmed  the  observation  that  in- 
fants may  carry  the  virus  for  months  after  birth. 

According  to  Dr.  Krugman  and  Dr.  Cooper, 
the  evaluation  project  will  use  a multidisci- 
plinary medical  team  approach  and  will  offer 
consultation  services  in  cardiology,  ophthal- 
mology, otolaryngology,  and  neurology  without 
duplication  of  any  services  or  procedures  per- 
formed by  the  referring  physician  or  clinic.  The 
rubella  laboratory  facilities  of  the  medical  center 
will  be  used  to  identify  infants  who  may  still  be 
shedding  German  measles  virus,  and  serial 
observation  will  be  used  to  determine  how  long 
such  infants  may  be  a potential  source  of  con- 
tagion and  what  public  health  measures  may  be 
taken  to  prevent  further  spread  of  the  disease. 
In  addition,  the  project  is  expected  to  ac- 
complish early  and  accurate  detection  of  defects 
so  that  appropriate  therapy  can  be  advised  or 
instituted. 

Figures  are  not  available  on  the  number  of 
pregnant  women  in  metropolitan  New  York  who 
contracted  the  disease  during  the  rubella  epi- 
demic, or  on  the  number  of  defective  babies 
born  in  consequence.  However,  The  National 

Material  for  inclusion  in  the  medical  news  section  must  be 
received  six  weeks  prior  to  publication  date. 


Foundation — March  of  Dimes  has  estimated 
conservatively  that  the  nation-wide  epidemic 
might  have  resulted  in  as  many  as  20,000 
infants  with  defects  and  in  30,000  fetal  deaths. 

Revised  edition  of 
health  directory  published 

The  second  edition  of  Health  Organizations  of 
the  United  States,  Canada  and  Internationally  has 
been  published  recently  by  the  Graduate  School 
of  Business  and  Public  Administration  at  Cor- 
nell University.  Like  the  first  edition  issued 
in  1961,  the  work  is  a complete  and  up-to-date 
directory  of  voluntary  associations,  professional 
societies,  and  other  groups  concerned  with 
health,  medical,  hospital,  pharmaceutical,  and 
related  fields. 

In  addition  to  providing  descriptive  details  of 
national  and  regional  bodies  and  many  hundreds 
of  state-wide  bodies,  a new  feature  has  been 
introduced  in  the  second  edition.  This  is  the 
information  about  the  many  international 
organizations  which  are  active  in  the  health  and 
health-related  fields.  Details  for  each  national, 
regional,  and  international  organization  include 
address,  names  of  principal  officials,  purposes 
and  objectives,  finances,  programs  and  activities, 
publications,  prizes  and  awards,  meeting  dates, 
affiliates,  and  so  on.  A particularly  important 
feature  of  the  new  volume  is  the  complete  and 
detailed  subject  index  of  all  the  national, 
regional,  and  international  organizations. 

Because  of  the  added  scope  of  the  new  volume 
and  the  expansion  of  its  content,  this  work  is 
designed  to  guide  health  and  medical  personnel, 
librarians,  public  officials,  association  officers 
and  executives,  businessmen,  and  others  con- 
cerned with  the  health  field  to  all  of  the  sources 
of  information  and  to  identify  and  describe  these 
organizations.  Listings  contained  within  the 
volume  have  been  prepared  in  almost  every  case 
from  information  received  from  the  organiza- 
tions. 

The  price  of  the  new  directory  is  $13.50,  and 
it  is  available  from  the  Graduate  School  of 
Business  and  Public  Administration,  publica- 
tions section,  Cornell  University,  Ithaca,  New 
York. 

N.Y.U.  innovator  in  new 
field  of  college  study 

A college  degree  not  offered  previously  by  any 
institution  of  higher  learning  in  the  world  was 
awarded  recently  by  New  York  University  at 
its  commencement  exercises. 

continued  on  page  1828 
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at  Merck  Sharp  & Dohme . . . 


The  development  of  chlorothiazide  and  pro- 
benecid were  events  of  major  importance, 
but  perhaps  even  more  important  for  the 
future  was  the  Renal  Research  Program  by 
which  they  were  developed.  When  Merck 
Sharp  & Dohme  organized  this  program  in 
1943,  it  was  expressing  in  action  some  of  its 
basic  beliefs  about  research: 

• Many  problems  connected  with  renal  struc- 
ture and  function  were  still  undefined  or  un- 
solved. The  Renal  Research  Program  would 
begin  its  basic  research  in  some  of  these 
problem  areas. 

• From  knowledge  thus  acquired  might  come 
clues  to  the  development  of  new  therapeutic 
agents  of  significant  value  to  the  physician. 


For  example,  the  Renal  Research  Program 
put  fifteen  years  into  this  search  before 
chlorothiazide  became  available.  But  be- 
cause these  years  had  first  led  to  a greater 
understanding  of  basic  problems,  the  de- 
sired criteria  for  chlorothiazide  existed  be- 
fore the  drug  was  developed. 

Along  with  other  research  teams  at  Merck 
Sharp  & Dohme,  the  Renal  Research  Pro- 
gram continues  to  add  new  understanding 
of  basic  problems  — understanding  which 
will  lead  to  important  new  therapeutic 
agents. 

C$merck  sharps  dohme  Division  of  Merck  & Co..  Inc..  West  Point.  Pa. 

where  today’s  theory  Is  tomorrow’s  therapy 


1827 


continued  from  page  1826 

The  first  two  recipients  of  the  unique  degree 
of  bachelor  of  science  in  prosthetics  and  orthotics 
are  Ivan  A.  Dillee  and  Hugh  Panton.  The  two 
sciences  pertain  to  the  design,  fabrication,  and 
fitting  of  artificial  limbs  (prosthetics)  and 
artificial  braces  (orthotics).  Dillee  has  been  a 
prosthetist  since  World  War  II,  and  Panton  is 
himself  an  amputee. 

New  York  University’s  pioneering  program 
was  initiated  three  years  ago  and  is  still  the  only 
one  in  the  world.  These  first  graduates  are 
expected  to  be  followed  in  the  next  three  years 
by  30  undergraduate  students  now  enrolled  in 
the  curriculum.  An  additional  15  to  20  freshmen 
and  transfer  students  are  to  be  accepted  in 
September. 

All  students  in  the  program  take  a full  sched- 
ule of  liberal  arts  courses,  in  addition  to  rigorous 
professional  training.  Juniors  and  seniors  are 
receiving  traineeships  of  $3,400  and  $3,800, 
respectively,  from  the  U.S.  Vocational  Re- 
habilitation Administration,  which  is  supporting 
N.Y.U.  research  and  training  in  prosthetics  and 
orthotics. 

Before  the  introduction  of  the  degree  program 
by  N.Y.U. , persons  interested  in  entering  the 
field  could  take  only  on-the-job  training  and 
short  courses,  generally  of  five  days  to  three 
weeks  in  length.  Many  of  these  offerings  are 
designed  specifically  for  physicians  and  surgeons, 
therapists,  and  rehabilitation  counselors,  and 
not  for  prosthetists  and  orthotists  themselves. 

The  new  degree  program  is  presented  by 
N.Y.U.’s  School  of  Education,  which  also  has 
curriculums  in  vocational  rehabilitation  and 
occupational  and  physical  therapy.  The  pro- 
gram was  developed  in  conjunction  with  the 
Post-Graduate  Medical  School  and  the  School 
of  Engineering  and  Science,  which  conducts  an 
extensive  research  program  in  the  design  and 
fabrication  of  limbs  and  braces. 

Director  of  the  degree  program  is  Dr.  Sidney 
Fishman,  who  holds  appointments  as  a lecturer 
on  education  at  the  School  of  Education  and 
as  a senior  research  scientist  at  the  School  of 
Engineering  and  Science.  Dr.  Fishman  points 
out  that  the  N.Y.U.  degree  program  offers 
attractive  opportunities  for  intelligent  high 
school  graduates  who  wish  to  go  on  to  college 
and  also  are  talented  at  working  with  their 
hands. 

Warning  issued  on 
fireworks  resembling  candy 

George  P.  Larrick,  commissioner  of  food  and 
drugs,  U.S.  Department  of  Health,  Education, 


and  Welfare,  recently  warned  parents  and  retail 
dealers  across  the  country  to  be  on  the  lookout 
for  a new  kind  of  fireworks  which  can  be 
dangerous  to  children  in  an  unusual  way. 

The  fireworks,  having  the  appearance  of 
small,  colored  candy  balls,  sometimes  marketed 
under  the  name  “Cracker  Balls,”  may  easily  be 
mistaken  for  candy,  and  some  children  in  Ohio 
and  the  District  of  Columbia  were  injured 
recently  when  they  bit  into  them. 

Commissioner  Larrick  said  the  Food  and 
Drug  Administration  inspectors  are  on  the 
lookout  for  these  novelty  items  with  a view 
toward  legal  action  unless  they  are  labeled  to 
meet  all  requirements  of  the  Federal  Hazardous 
Substances  Labeling  Act.  He  questions,  how- 
ever, whether  any  labeling  can  be  devised  which 
would  make  these  products  free  from  the  danger 
of  being  mistaken  for  candy.  He  added  that  any 
stocks  which  can  be  shown  to  be  in  violation  of 
the  Federal  labeling  law  will  be  removed  from 
the  market  under  the  seizure  provisions  of  that 
statute.  Samples  obtained  thus  far  are  imports 
from  Japan. 

Personalities 

Elected.  William  Hammond,  M.D.,  Editor  of 
the  New  York  State  Journal  of  Medicine, 
as  president  of  the  American  Geriatrics  Society 
at  the  22nd  annual  meeting  held  at  the  Hotel 
Roosevelt  in  New  York  City. 

Appointed.  Vincent  P.  Dole,  M.D.,  Rocke- 
feller Institute  Hospital,  to  head  project  to  cure 
drug  addicts  by  using  an  oral  substitute  for 
heroin. 

Honored.  Berwyn  F.  Mattison,  M.D.,  New 
York  City,  invited  to  serve  on  the  National 
Advisory  Community  Health  Committee  of  the 
Public  Health  Service. 

Speakers.  Frank  Glenn,  M.D.,  The  New  York 
Hospital-Cornell  Medical  Center,  chief  of  De- 
partment of  Surgery,  at  the  28th  Allunion 
Surgical  Convention  in  Moscow  . . . Walsh  Mc- 
Dermott, M.D.,  The  New  York  Hospital- 
Cornell  Medical  Center,  Department  of  Medi- 
cine, on  the  biomedical  aspects  of  the  population 
problem  at  a seminar  for  the  National  Associa- 
tion of  Science  Writers. 

Retired.  James  H.  Wall,  M.D.,  as  medical 
director  of  The  New  York  Hospital— Westchester 
Division. 
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with  Soma  Compound 

carisoprodol  200  mg.,  phenacetin  160  mg.,  caifeine  32  mg. 


In  most  patients  with  strains  and 
sprains,  ‘Soma’  Compound  can 
reduce  recovery  time  because  of 
its  ability  both  to  relieve  pain 
and  to  relax  muscle.  In  a con- 
trolled study  of  patients  in  an 
industrial  practice,  R.  6.  Conant 
reported  that  ‘Soma’  Compound 
shortened  recovery  time  an  aver- 
age of  25%  as  compared  with 
aspirin.1  In  addition,  complete  or 
marked  relief  was  noted  in  94% 
of  patients  treated  with  ‘Soma’ 
Compound,  as  compared  to  46% 
of  patients  treated  with  aspirin. 

1.  Conant,  R.  G.:  Reduction  of  industrial  time-loss: 
treatment  with  carisoprodol  compound  in  muscu- 
loskeletal disorders.  Industr.  Med.  Surg.  33: 25, 
Jan.  1964. 


Also  available  with  lA  gr.  codeine  as  ‘Soma’  Compound  with  Codeine:  cariso- 
prodol 200  mg.,  phenacetin  160  mg.,  caffeine  32  mg.,  codeine  phosphate 
16  mg.  (Warning:  may  be  habit-forming.) 

Indications:  ‘Soma’  Compound  and  ‘Soma’  Compound  with  Codeine  are  useful  for  relief 
of  pain  and  stiffness  in  traumatic,  rheumatic  and  other  conditions  affecting  muscles 
and  joints.  Contraindications:  Allergic  or  idJosyncratic  reactions  to  carisoprodol,  phena- 
cetin, or  codeine  phosphate.  Precautions:  Phenacetin-W\th  long-term  use,  give  cautiously 
to  patients  with  anemia  and  cardiac,  pulmonary,  renal  or  hepatic  disease.  May  damage 
the  kidneys  when  used  in  large  amounts  or  for  long  periods.  Caffeine  — Not  recommended 
for  persons  extremely  sensitive  to  its  CNS  stimulating  action.  Codeine  phosphate -Use 
with  caution  in  addiction-prone  individuals.  Carisoprodol-Carisopro6o\,  like  other  central 
nervous  system  depressants,  should  be  used  with  caution  in  patients  with  known  pro- 
pensity for  taking  excessive  quantities  of  drugs  and  in  patients  with  known  sensitivity 
to  compounds  of  similar  chemical  structure,  e.g.  meprobamate.  Side  effects:  Drowsi- 
ness, lightheadedness,  dizziness,  and  gastric  complaints  have  been  reported  infrequently 
for  either  or  both  of  these  preparations.  Phenacetin- Side  effects  are  extremely  rare  with 
short-term  use  of  recommended  doses.  Prolonged  ingestion  of  overdoses  may  produce 
dyspnea,  cyanosis,  hemolytic  anemia,  skin  rash,  anorexia,  subnormal  temperature, 
insomnia,  headache,  mental  disturbances,  and  tolerance.  Caffeine-  Side  effects  are 
almost  always  the  result  of  overdosage.  Average  doses  may  rarely  cause  nausea,  nerv- 
ousness, insomnia,  and  diuresis.  Excessive  dosage  may  produce,  in  addition,  restless- 
ness, nervousness,  tolerance,  tinnitus,  tremors,  scintillating  scotomata,  tachycardia, 
and  cardiac  arrhythmias.  Codeine  phosphate-  Possible  side  effects  are  nausea,  vomiting, 
constipation,  and  miosis.  Carisoprodol -The  only  side  effect  reported  with  any  frequency 
is  sleepiness,  usually  on  higher  than  recommended  doses.  An  occasional  patient  may 
not  tolerate  carisoprodol  because  of  an  individual  reaction,  such  as  a sensation  of 
weakness.  Other  rarely  observed  reactions  have  included  dizziness,  ataxia,  tremor, 
agitation,  irritability,  headache,  increase  in  eosinophil  count,  flushing  of  face,  and 
gastrointestinal  symptoms.  One  instance  each  of  pancytopenia  and  leukopenia,  occur- 
ring when  carisoprodol  was  administered  with  other  drugs,  has  been  reported,  as  has 
an  instance  of  fixed  drug  eruption  with  carisoprodol  and  subsequent  cross-reaction  to 
meprobamate.  Rare  allergic  reactions,  usually  mild,  have  included  one  case  each  of 
anaphylactoid  reaction  with  mild  shock  and  angioneurotic  edema  with  respiratory  diffi- 
culty, both  reversed  with  appropriate  therapy.  In  cases  of  allergic  or  hypersensitivity 
reaction,  carisoprodol  should  be  discontinued  and  appropriate  therapy  initiated.  Suicidal 
attempts  may  produce  coma  and/or  mild  shock  and  respiratory  depression.  Dosage: 
Usual  adult  dosage  of  ‘Soma’  Compound  or  ‘Soma’  Compound  with  Codeine  is  one  or 
two  tablets  three  times  daily  and  at  bedtime.  Supplied:  'Soma’  Compound,  orange  tab- 
lets, each  containing  carisoprodol  200  mg.,  phenacetin  160  mg.,  and  caffeine  32  mg. 
‘Soma’  Compound  with  Codeine,  white  capsule-shaped  tablets,  each  containing  cariso- 
prodol 200  mg.,  phenacetin  160  mg.,  caffeine  32  mg.,  and  codeine  phosphate  16  mg. 
Narcotic  order  form  required.  Before  prescribing,  consult  package  circular. 

WALLACE  LABORATORI ES / Cranbury,  N.  J.  cso-siss 
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Gasping  for  air  can  cause  an  under- 
standable degree  of  apprehension 
in  the  asthmatic.  Improved 
ventilation  together  with  patient 
acceptance  of  medication  provide  an 
atmosphere  of  freedom.  OPTIPHYLLIN 
fills  this  need  in  the  management  of 
bronchial  asthma,  emphysema  and 
other  pulmonary  disorders  associated 
with  bronchospasm. 


With  its  high  absorption  index, 
OPTIPHYLLIN  attains  predictable, 
dependable  therapeutic  blood  levels, 
thereby  relieving  the  feeling  of 
“internal  suffocation.”  Prolonged 
periods  of  remission  and  reduction 
in  the  severity  of  recurrent  attacks 
extend  the  feeling  of  freedom. 


The  refreshing  green  mint  flavor 
of  OPTIPHYLLIN  tends  to  assure 
patient  acceptability  and  prevent  |j 
drug  fatigue.  Thus  for  efficacy  and 
acceptability,  it  is  a drug  of  first 
choice  in  the  treatment  of  asthmatii 
conditions. 


I 


A product  of  NATIVELLE  Inc.  manufacturers  of  Digitaline  Nativeller  Distributed  by  E.  FOUGERA  & Co.,  Inc.  Hicksville,  New  York 


Air  for  the  asthmatic... 
in  an  atmosphere  of  freedom. 


Josage  (Calibrated  dosage  cup  dispensed  with  each  prescription) 
iach  15  ml.  (1  tablespoonful)  contains  theophylline  80  mg.,  20%  alcohol. 
he  adult  dose  in  acute  asthma  attacks  is  75  ml.  of  OPTIPHYLLIN, 

• irovided  theophylline  in  any  form  has  not  been  given  in  the  preceding 
id 1 2 hours.  A maintenance  dose  of  30  ml.  of  OPTIPHYLLIN  can  be  initiated 
to  8 hours  later  and  maintained  t.i.d.  Maintenance  doses  in  chronic 
.pulmonary  conditions  associated  with  bronchospasm  and  in  emphysema 
i ary  from  45  ml.  to  30  ml.  t.i.d. 

he  pediatric  dose  in  acute  asthma  is  0.5  ml.  per  pound  of  body  weight, 
ot  to  be  repeated  in  less  than  6 hours,  and  not  more  than  2 such  dosages 
d be  given  in  24  hours.  Maintenance  dosage  varies  from  0.3  ml.  to  0.2  ml. 
er  pound  of  body  weight  t.i.d.  until  therapeutic  effect  is  obtained. 
>PTIPHYLLIN  is  best  absorbed  on  an  empty  stomach.  (Since  nausea 
nd  vomiting  usually  herald  early  signs  of  excessively  high  theophylline 
: lood  levels,  these  manifestations  should  serve  as  early  warning  signs 
? reduce  or  discontinue  further  administration  of  OPTIPHYLLIN.) 
ide  effects  and  precautions.  As  with  all  theophylline  preparations, 
ccasional  nausea,  epigastric  and  substernal  burning  pain  and  rare 
pisodes  of  vomiting  may  be  encountered.  Other  minor  complaints  are 
alpitations,  dizziness,  nervousness  and  headache.  Overdosage, 
articularly  in  children,  has  led  to  severe  vomiting,  convulsions  and 
Jthargy.  Theophylline  should  be  given  with  caution  in  the  presence  of 
eptic  ulcer  and  gout. 


Opti 

phylliri 

theophylline 

elixir 


See  how  much  more  acceptable  this 
“cordial”  green  mint  flavor  can  be... 


Medical  Meetings 


Flying  Physicians  Association  to  meet 

The  11th  annual  meeting  of  the  Flying 
Physicians  Association  will  be  held  at  the 
Deauville  Hotel  in  Miami  Beach  from  August 
22  through  27,  according  to  Charles  R.  Pyke, 
M.D.,  Oswego,  New  York,  chairman  of  the 
association’s  New  York  chapter. 

In  announcing  the  forthcoming  meeting,  Dr. 
Pyke  noted  that  the  continuing  theme  for  the 
scientific  portion  of  the  program  will  be  the 
importance  of  safety  as  it  relates  to  general 
aviation. 

Speakers  at  the  meeting  include:  Roger  F. 

Reinhardt,  M.D.,  Capt.,  USN,  MC,  head  of  the 
Division  of  Psychiatry  and  Neurology,  U.S. 
Naval  School  of  Aviation  Medicine,  Pensacola, 
on  “Emotional  Factors  in  the  Causation  of  Com- 
mon Aircraft  Accidents”;  Major  General  M. 
Samuel  White,  M.D.,  Federal  ah'  surgeon,  on 
“Our  Responsibilities  in  Air  Safety”;  and 
P.  V.  Siegel,  M.D.,  chief  of  the  Division  of 
Aeromedical  Certification,  Federal  Aviation 
Agency’s  Aeromedical  Center,  Oklahoma  City, 
on  “Exercising  Clinical  Judgement  in  Certifi- 
cation.” 

The  F.A.A.’s  Civil  Aeromedical  Research 
Institute,  Oklahoma  City,  will  be  represented 
by  four  speakers:  Stanley  R.  Mohler,  M.D., 

the  institute’s  director,  on  “The  Cause  of 
Crashes  and  Recommended  Therapy”;  A.  H. 
Hasbrook,  chief  of  the  institute’s  Flight  Re- 
search Operations,  on  “Design  for  Impact 
Survival — New  Aspects”;  and  J.  R.  Dille, 
M.D.,  and  P.  W.  Smith,  on  “New  Aerial  Ap- 
plicator Considerations.” 

These  men  will  be  joined  by  Charles  A.  Berry, 
M.D.,  chief  of  Center  Medical  Programs  at 
NASA’s  Manned  Spacecraft  Center,  Houston, 
on  “Progress  Report  on  Project  Gemini”; 
John  W.  Ord,  M.D.,  Lt.  Col.,  USAF,  MC,  chief 
of  the  cardiovascular  service  at  Wilford  Hall 
USAF  Hospital,  Lackland  Ah'  Force  Base,  on 
“The  Manned  Orbiting  Laboratory”;  and  C.  C. 
Gullett,  M.D.,  director  of  Medical  Services  and 
Safety  Engineering  for  Trans  World  Airlines, 
on  “Supersonic  Flight  and  the  SST.” 

Members  of  the  association  will  present  a 
clinical  symposium  on  trauma.  Among  the 
subjects  to  be  covered  are:  problems  in  anes- 

thesia and  in  traumatic  shock,  abdominal  in- 
juries, and  thoracic  surgery. 

The  association  was  established  in  1954  to 
promote  general  aviation  safety.  Membership 
is  open  to  all  licensed  physicians  who  are  mem- 

Material  for  inclusion  in  the  medical  meetings  section  must 
be  received  six  weeks  prior  to  publication  date. 


bers  of  medical  societies  approved  by  the  board 
of  directors.  Physicians  who  are  not  actually 
pilots  but  who  have  a genuine  interest  in  avia- 
tion may  hold  associate  membership  in  the 
association.  Total  current  membership  now 
exceeds  1,700  persons.  Of  these,  65  are  practic- 
ing physicians  in  New  York  State. 

Course  offered  in  laryngology 
and  bronchoesophagology 

The  Department  of  Otolaryngology  of  the 
University  of  Illinois  College  of  Medicine  at  the 
Medical  Center,  Chicago,  will  conduct  a post- 
graduate course  in  laryngology  and  broncho- 
esophagology from  September  20  through 
October  2.  Lectures  will  be  supplemented  with 
animal  demonstrations  and  actual  practice  in 
bronchoscopy  and  esophagoscopy  in  diagnostic 
and  surgical  clinics. 

The  course  is  limited  to  15  physicians.  For 
further  information  write:  Department  of 

Otolaryngology,  College  of  Medicine  of  the 
University  of  Illinois  at  the  Medical  Center, 
post  office  box  6998,  Chicago,  Illinois  60680. 

Postgraduate  course  in  ophthalmology 

The  Department  of  Ophthalmology  of  the 
State  University  of  New  York  Upstate  Medical 
Center,  Syracuse,  will  present  its  16th  annual 
postgraduate  course  in  ophthalmology  at  the 
Hotel  Syracuse  on  December  3 and  4. 

Participating  lecturers  will  be:  Goodwin  M. 

Breinin,  M.D.,  Robert  M.  Ellsworth,  M.D.,  and 
John  M.  McLean,  M.D.,  all  of  New  York  City. 

Tuition  for  the  course  is  $30,  and  this  includes 
daily  luncheons  and  a dinner.  The  course  is 
limited  to  70  members,  and  applicants  will  be 
accepted  in  the  order  in  which  applications, 
accompanied  by  checks,  are  received.  Ap- 
plications or  inquiries  should  be  directed  to 
James  L.  McGraw,  M.D.,  State  University  of 
New  York  Upstate  Medical  Center,  766  Irving 
Avenue,  Syracuse,  New  York  13210. 

Academy  of  Allergy  holds  annual  meeting 

The  American  Academy  of  Allergy  will  hold  its 
22nd  annual  meeting  from  February  21  through 
23  at  the  Americana  Hotel  in  New  York  City. 
The  Academy  also  announces  a postgraduate 
course  scheduled  for  February  19  and  20. 

For  further  information  write : The  American 
Academy  of  Allergy,  756  North  Milwaukee 
Street,  Milwaukee,  Wisconsin  53202. 
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160th  ANNUAL  CONVENTION 


Medical  Society  of  the  State  of  New  York 

FEBRUARY  14  through  17,  1966 

The  Americana,  New  York  City 


SCIENTIFIC  PROGRAM 
SCIENTIFIC  EXHIBITS 
TECHNICAL  EXHIBITS 
HOUSE  OF  DELEGATES 


PRESIDENT’S  DINNER 


—colloidal  solution  of  denatured 


proteolytic  enzyme— 


Relief  of  pain  is  prompt  in  non-traumatic  neuritis,  including 
herpes  zoster,  when  Protamide  is  administered  early  in  the 
course  of  the  disease.1-4  Equally  important,  complete 
recovery  usually  follows  in  three  to  five  days— even  in 
ophthalmic  herpes  zoster.5-6 


I 

Responds  Promptly  to 

PROTAMIDE 


Dosage:  1 ampul  I.  M.  daily  for  2 to  5 days; 
longer  if  pain  persists. 

Caution:  Avoid  I.  V.  administration. 

Boxes  of  10  ampuls,  1.3  cc.  each, 
for  intramuscular  injection. 

DETROIT  11,  MICHIGAN 


References:  1.  Baker,  A.  G.:  Penn.  Med.  J.  63: 697  (May)  1960.  2.  Smith,  R.  T.:  New  York  Med.  (Aug.  20)  1952,  pp.  16-19. 

3.  Smith,  R.  T.:  Med.  Clin.  N.  Amer.  (Mar.)  1957.  4.  Lehrer,  H.  W.;  Lehrer,  H.  G.,  and  Lehrer,  D.  R.:  Northw. 
Med.  (Nov.)  1955.  5.  Sforzolini,  G.  S.:  Arch.  Ophthal.  62:381  (Sept.)  1959.  6.  Gile,  J.  H.:  W.  Virginia  Med.  J. 
59:120-122  (May)  1963. 
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Month  in  Washington 


The  American  Medical  Association  warned 
Congress  that  passage  of  the  medicare  bill  could 
lead  eventually  to  the  troubles  encountered  in 
nations  that  have  centralized  government 
medical  plans. 

Donovan  F.  Ward,  M.D.,  president  of  the 
A.M.A.,  . told  the  Senate  Finance  Committee, 
“The  American  system  of  medicine  for  genera- 
tions has  been  a system  of  quality  medicine, 
practiced  through  a voluntary  relationship 
between  patients  and  physicians,  with  doctors 
free  to  make  decisions  based  on  the  patient’s 
specific  needs  and  nothing  else. 

“Yet  we  have  seen  the  trying  problems  in 
other  lands  and  the  results  engendered  by 
centralized  government  programs  to  provide 
health  care  for  a large  segment  of  the  popula- 
tion. Long  waits,  poor  equipment  and  facil- 
ities, short,  impersonal  examinations,  and  lots 
of  record-keeping  appear  to  be  the  major  ac- 
complishments of  nationalized  health  systems. 
Can  we  hope  the  American  plan  will  be  so 
different  as  to  negate  all  these  adverse  factors? 

“We  think  not.  Forget  for  a moment  the 
staggering,  though  unpredictable,  cost  of  the 
pending  program.  Ignore  the  administrative 
problems  that  it  would  create  and  the  burden  it 
means  for  wage  earners  at  the  low  end  of  the 
income  scale.  Look  only  at  the  intrusion  of 
government  in  the  field  of  medicine,  which  can- 
not be  avoided  if  this  measure  is  adopted. 
With  the  quantity  of  care  thus  restricted  for  the 
sake  of  controlling  costs,  the  quality  must  dete- 
riorate. The  patient  is  the  ultimate  sufferer. 
But  his  disillusionment  is  shared  by  those  who 
serve  him.  With  the  advent  of  state  medicine, 
professional  discontent  appears  to  be  the  rule 
rather  than  the  exception.  Look  again  at  the 
experience  of  the  foreign  programs. 

“This  may  be  our  last  chance  to  ask  you  to 
write  legislation  which  will  meet  the  nation’s 
needs  and  at  the  same  time  avoid  the  pitfalls 
of  a government-financed,  government-con- 
trolled, and  government-oriented  health  care 
system.  This  may  be  your  last  chance  to 
weigh  the  consequences  of  taking  the  first  step 
toward  establishment  of  socialized  medicine  in 
the  United  States.” 

* * * 

Continuing  emphasis  on  vaccination  against 
smallpox  in  the  United  States  was  urged  by  the 
A.M.A.  Following  the  announcement  that  a 
case  of  the  disease  had  been  discovered  in 
Washington,  D.C.,  the  A.M.A.  declared  there 
was  no  basis  for  panic  or  alarm,  and  they  said 
there  was  no  need  for  emergency,  mass  vaccina- 
tion campaigns. 

Prepared  by  the  Washington,  D.C.,  Office  of  the  American 
Medical  Association. 


The  A.M.A.  stated  that  the  effectiveness  of 
their  own  endeavors,  in  addition  to  those  of 
local  medical  societies,  physicians,  hospital 
administrations,  and  government  health  agen- 
cies, to  raise  the  level  of  immunity  to  smallpox 
through  vaccination  was  challenged  with  the 
first  case  of  smallpox  reported  in  this  country  in 
twenty  years. 

“Because  of  the  hazard  of  such  importations 
of  smallpox,  a disease  which  can  kill  or  maim, 
the  A.M.A.  and  others  have  advocated  con- 
tinuing vaccination  programs  in  this  country,” 
the  A.M.A.  said.  “The  danger  was  particularly 
emphasized  over  two  years  ago  by  Dr.  Raymond 
L.  White,  director  of  the  Division  of  Socio- 
Economic  Activities  of  the  A.M.A.  Dr.  White 
pointed  out  the  need  for  ‘defense  in  depth’ 
through  ongoing  intensive  vaccination  programs 
for  those  who  are  apt  to  contact  international 
travelers,  and  those  who  meet  or  treat  the  sick, 
in  addition  to  the  general  public  programs.” 

* * * 

The  Supreme  Court  held  that  Connecticut’s 
1879  law  forbidding  use  and  prescription  of 
contraceptives  is  unconstitutional. 

The  majority  in  the  7 to  2 opinion  said  that 
“a  governmental  purpose  to  control  or  prevent 
activities  constitutionally  subject  to  state 
regulation  may  not  be  achieved  by  means  which 
sweep  unnecessarily  broadly  and  thereby  invade 
the  area  of  protected  freedom.” 

The  challenge  to  the  Connecticut  law  was 
made  by  the  state’s  Planned  Parenthood 
League.  It  stemmed  from  the  conviction  of  Mrs. 
Estelle  T.  Griswold  and  Lee  Buxton,  M.D.,  on 
charges  of  violating  the  law  by  operating  a birth 
control  clinic. 

An  attempt  to  challenge  the  law  was  made  in 
1961,  but  the  Supreme  Court  refused  to  con- 
sider the  issue  then  because  no  arrests  had  been 
made. 

“Would  we  allow  the  police  to  search  the 
sacred  precincts  of  marital  bedrooms  for 
telltale  signs  of  the  use  of  contraceptives?”  the 
opinion  said.  “The  very  idea  is  repulsive  to 
the  notions  of  privacy  surrounding  the  marriage 
relationship.” 

* * * 

A Senate  subcommittee  on  aging  recom- 
mended that  self-employed  persons  be  given 
special  tax  incentives  to  encourage  them  to  take 
part  in  private  pension  programs.  The  rec- 
ommendation was  included  in  a report  by  a 
subcommittee  on  employment  and  retirement 
incomes  which  held  four  days  of  hearings  on 
the  subject  in  March. 

The  subcommittee  endorsed  two  tax  changes 
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Your  first  source  for  professional 
information 


The  more  than  32,000  registered  physicians  in  New  York 
State  are  individually  listed  with  pertinent  professional 
data  in  your  Medical  Directory.  You  can  quickly  and 
easily  obtain  the  following  information  on  any  one  of  these 
physicians  so  listed. 


• Location  by  town. 

• Full  name  and  address. 

• Office  hours  and  telephone  number. 
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• Certification  by  American  Boards  in 
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Surgeons. 

• Medical  staff  and  research  appoint- 
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accredited  proprietary  hospitals  in  New 
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“I  can ’t  cope  any  more . . . 

I worry  about  everything. 

I don’t  sleep  well... 

wake  up  tired  and  irritable.  ” 


' 


When  you  recognize  depression 
and  associated  anxiety... 

consider  starting  the  patient 
on  ‘Deprol’ 

1.  ‘Deprol’  can  help  lift  the  mood  of  the  depressed 
patient. 

2.  ‘Deprol’  usually  restores  normal  sleep  by  re- 
lieving the  associated  anxiety  and  tension  which 
often  cause  insomnia. 


3.  Patients  often  report  and  show  noticeable 
improvement  within  a short  period  of  time. 

4.  In  seven  years  of  clinical  use,  side  effects  with 
‘Deprol’  at  recommended  dosage  have  been  infre- 
quent and  usually  easily  controlled. 

5.  No  incompatibility  with  other  medications  has 
been  reported  to  date.  However,  the  possibility 
of  additive  effects  should  be  considered. 

Deprol 

meprobamate  400  mg. + benactyzine  hydrochloride  1 mg. 
^ WALLACE  LABORATORIES / Cr anbury,  N.  /.  CD.5i54 


Indications:  ‘Deprol’  is  useful  in  the  manage- 
ment of  depression,  both  acute  (reactive)  and 
chronic.  It  is  particularly  useful  in  the  less  se- 
vere depressions  and  where  the  depression  is 
accompanied  by  anxiety,  insomnia,  agitation, 
or  rumination.  It  is  also  useful  for  management 
of  depression  and  associated  anxiety  accom- 
panying or  related  to  organic  illnesses. 
Contraindications:  Benactyzine  hydrochloride 
is  contraindicated  in  glaucoma.  Previous  aller- 
gic or  idiosyncratic  reactions  to  meprobamate 
contraindicate  subsequent  use. 

Precautions:  Meprobamate  — C areful  supervi- 
sion of  dose  and  amounts  prescribed  is  advised. 
Consider  possibility  of  dependence,  particularly 
in  patients  with  history  of  drug  or  alcohol  ad- 
diction; withdraw  gradually  after  use  for  weeks 
or  months  at  excessive  dosage.  Abrupt  with- 
drawal may  precipitate  recurrence  of  pre- 
existing symptoms,  or  withdrawal  reactions 
including,  rarely,  epileptiform  seizures.  Should 
meprobamate  cause  drowsiness  or  visual  dis- 
turbances, the  dose  should  be  reduced  and  op- 
eration of  motor  vehicles  or  machinery  or  other 
activity  requiring  alertness  should  be  avoided  if 
these  symptoms  are  present.  Effects  of  exces- 
sive alcohol  may  possibly  be  increased  by  me- 
probamate. Grand  mal  seizures  may  be  precipi- 
tated in  persons  suffering  from  both  grand  and 
petit  mal.  Prescribe  cautiously  and  in  small 
quantities  to  patients  with  suicidal  tendencies. 
Side  effects:  Side  effects  associated  with  recom- 
mended doses  of  ‘Deprol’  have  been  infrequent 
and  usually  easily  controlled.  These  have  in- 
cluded drowsiness  and  occasional  dizziness, 
headache,  infrequent  skin  rash,  dryness  of 
mouth,  gastrointestinal  symptoms,  paresthesias, 
rare  instances  of  syncope,  and  one  case  each  of 
severe  nervousness,  loss  of  power  of  concentra- 
tion, and  withdrawal  reaction  (status  epilepti- 
cus)  after  sudden  discontinuation  of  excessive 
dosage. 

Benactyzine  hydrochloride— Benactyzine  hydro- 
chloride, particularly  in  high  dosage,  may  pro- 
duce dizziness,  thought-blocking,  a sense  of 
depersonalization,  aggravation  of  anxiety  or 
disturbance  of  sleep  patterns,  and  a subjective 
feeling  of  muscle  relaxation,  as  well  as  anti- 
cholinergic effects  such  as  blurred  vision,  dry- 
ness of  mouth,  or  failure  of  visual  accommo- 
dation. Other  reported  side  effects  have  in- 
cluded gastric  distress,  allergic  response,  ataxia, 
and  euphoria. 

Meprobamate— Drowsiness  may  occur  and, 
rarely,  ataxia,  usually  controlled  by  decreasing 
the  dose.  Allergic  or  idiosyncratic  reactions  are 
rare,  generally  developing  after  one  to  four 
doses.  Mild  reactions  are  characterized  by  an 
urticarial  or  erythematous,  maculopapular 
rash.  Acute  nonthrombocytopenic  purpura  with 
peripheral  edema  and  fever,  transient  leuko- 
penia, and  a single  case  of  fatal  bullous  derma- 
titis after  administration  of  meprobamate  and 
prednisolone  have  been  reported.  More  severe 
and  very  rare  cases  of  hypersensitivity  may  pro- 
duce fever,  chills,  fainting  spells,  angioneu- 
rotic edema,  bronchial  spasms,  hypotensive 
crises  (1  fatal  case),  anuria,  anaphylaxis,  stoma- 
titis and  proctitis.  Treatment  should  be  sympto- 
matic in  such  cases,  and  the  drug  should  not  be 
reinstituted.  Isolated  cases  of  agranulocytosis, 
thrombocytopenic  purpura,  and  a single  fatal 
instance  of  aplastic  anemia  have  been  reported, 
but  only  when  other  drugs  known  to  elicit  these 
conditions  were  given  concomitantly.  Fast  EEG 
activity  has  been  reported,  usually  after  exces- 
sive meprobamate  dosage.  Suicidal  attempts 
may  produce  lethargy,  stupor,  ataxia,  coma, 
shock,  vasomotor  and  respiratory  collapse. 
Dosage:  Usual  starting  dose,  one  tablet  three  or 
four  times  daily.  May  be  increased  gradually 
to  six  tablets  daily  and  gradually  reduced  to 
maintenance  levels  upon  establishment  of  re- 
lief. Doses  above  six  tablets  daily  are  not  rec- 
ommended even  though  higher  doses  have  been 
used  by  some  clinicians  to  control  depression 
and  in  chronic  psychotic  patients. 

Supplied:  Light-pink,  scored  tablets,  each  con- 
taining meprobamate  400  mg.  and  benactyzine 
hydrochloride  1 mg. 

Before  prescribing,  consult  package  circular. 
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WORRY  FREE! 


SUGAR  FREE!  SALT  FREE! 
CARBOHYDRATE  FREE! 
PROTEIN  FREE!  FAT  FREE! 


IT’S  FUN  TO  KEEP  FIT 
WITH  NO-CAL! 

No-Cal  is  the  soft  drink  you  can  pre- 
scribe with  complete  confidence  — it’s 
America's  first  and  most  famous  sugar- 
free  soft  drink. 

Sweetened  with  calcium  cyclamate, 
No-Cal  is  absolutely  non-fattening  and 
safe  for  diabetics  and  dieters. 

10  delicious  flavors  and  zesty  mixers, 
No-Cal  is  the  only  carbonated  beverage  to 
add  so  much  care-free  sparkle  to  limited 
regimens.  (You'll 
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FOR  GASTROINTESTINAL  DYSFUNCTION  AND 
ANTI-FLATULENT  EFFECTS  IN  FERMENTATION 


Sedation  & Euphoria  for  Nervous, 
Irritable  Patients" 


"A  modernized  method  of  preparing  Burow's 
Solution  U.S.P.  XIV" 


VALERIANETS-DISPERT* 
. 

Each  Chocolate  Coated  Tab.  Contains  ext. 
of  Valerian  (highly  concentrated)  0.05  gm. 
dispergentized.  Tasteless,  Odorless,  Non- 
Depressant,  Non-Habit  forming,  indicated  in 
cases  of  nervous  excitement,  depressive 
states,  menopausal  molimena,  insomnia. 

V y 

AVAILABLE  AT  ALL  PHARMACIES 


© STANDARD  PHARMACEUTICAL  CO.,  INC.  • LEXINGTON  AVE.,  BETHPAGE,  L.I.,  NEW  YORK  11714 


PRESTO-BORO® 

( 

POWDER  IN  ENVELOPES  OR  TABLETS 

(Alum.  Sulfate  and  Calc.  Acetate).  For  use 
as  an  astringent  and  topical  wet  dressing, 
treatment  of  swellings,  inflammations, 
sprains. 


EUCARBON  ® 

Each  tablet  contains-.  Extract  of  Rhubarb, 
Senna,  Precipitated  Sulfur,  Peppermint  Oil 
and  Fennel  Oil,  in  a highly  activated  char- 
coal base. 

Action  and  Uses:  Mild  laxative  adsorbent 
and  carminative.  For  use  in  indigestion, 
hyperacidity,  bloating  and  flatulence.  An 
excellent  detoxifying  substance  with  a wide 
range  of  uses  in  dermatology. 

Doses:  1 or  2 tablets  daily  V2  hr.  after 
meals  — Supply:  Tins  of  100. 


Change  of  Address 

Notices  should  be  sent  to  the  circulation  office,  750  Third  Avenue,  New  York  17, 
New  York.  Old  and  new  address  should  be  included  as  well  as  a statement 
whether  or  not  change  is  permanent.  Six  weeks  is  required  to  effect  a change  of 
address. 
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that  the  A.M.A.  had  urged  in  a statement  to  the 
group  earlier  this  year.  One  would  remove 
present  restrictions  in  the  Smathers-Keogh  law 
that  allow  tax  deferrals  on  money  invested  in 
pension  plans  by  self-employed  persons,  in- 
cluding physicians.  The  other  tax  change  would 
allow  physicians  who  form  professional  groups 
to  have  their  business  income  treated  for 
Federal  tax  purposes  the  same  as  other  business 
corporations. 

* * * 

The  Food  and  Drug  Administration  has  pro- 
posed that  foods  intended  to  regulate  the  intake 
of  fats  be  accurately  labeled  to  show  the  amounts 


and  classes  of  fatty  acids,  including  polyun- 
saturates, contained  in  them. 

* * * 

The  drug  industry  is  establishing  a founda- 
tion to  help  promote  scientific  and  medical 
research.  The  foundation  is  being  established 
by  the  Pharmaceutical  Manufacturers  Associa- 
tion, and  it  will  plan  and  initiate  research  as 
well  as  collect  and  distribute  results  of  the 
research.  The  P.M.A.  announced  that  they 
also  expect  the  foundation  to  help  finance  re- 
search projects.  The  foundation  will  begin 
work  on  a modest  scale,  “first  assembling  data 
on  what  now  is  being  done  in  the  field  by  in- 
dustry, research,  and  educational  groups,” 
P.M.A.  said. 
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Abstracts 


Wald,  A.,  and  Mazzia,  V.  D.  B.:  Principles 

of  gas  analysis  of  interest  to  anesthesiologists, 
New  York  State  J.  Med.  65:  1859  (July  15) 
1965. 

Gases  can  be  analyzed  on  the  basis  of  any 
physical  characteristic  that  delineates  them. 
Methods  include  absorption,  emission,  and 
mass  spectroscopy;  paramagnetism;  thermal 
conductivity;  blood  gas  apparatus;  microm- 
eter gas  analyzer;  oxygen  and  carbon  dioxide 
electrodes;  and  gas  chromatography.  Choice 
of  method  depends  on  accuracy,  response  time, 
convenience,  cost,  and  preference  of  the  user. 

Nash,  W.:  Experience  in  use  of  intrauterine 

devices  for  contraceptive  purposes,  New  York 
State  J.  Med.  65:  1872  (July  15)  1965. 

Four  types  of  intrauterine  devices,  of  which 
only  one,  the  Lippes  loop, is  being  used  currently, 
were  used  in  a continuing  study  involving  260 
cases.  Only  6 unplanned  pregnancies  occurred, 
of  which  4 followed  unnoticed  expulsion  of  a 
type  of  device  which  is  no  longer  being  used. 
The  device  seems  to  be  well  tolerated  by  most 


No  side-effects  found  for  tampons 


The  use  of  tampons  in  menstrual  hygiene  has 
no  undesired  physiologic  or  clinical  side-effects, 
according  to  an  article  in  a recent  Journal  of  the 
American  Medical  Association. 

A study  of  903  women,  about  half  of  whom 
used  tampons,  “failed  to  reveal  any  condition 
which  appears  to  be  adversely  influenced  by 
tampons,”  the  report  said.  This  was  found  to 
be  true  even  when  tampons  were  used  in  the 
presence  of  injury  or  inflammation.  It  was 
pointed  out,  however,  that  there  were  no  cases 
of  genital  tract  cancer  among  the  women  studied 
and  that  no  correlation  could  be  made  between 
this  disease  and  the  type  of  menstrual  hygiene 
chosen.  “Nevertheless,”  said  the  investiga- 
tors, “we  have  no  reason  to  regard  the  type  of 
menstrual  hygiene  as  a factor  in  malignancy  of 
the  genital  tract.” 

The  report  is  by  Robert  E.  Wheatley,  M.D., 
et  al.  of  the  Rock  Reproductive  Clinic,  Inc., 
Brookline,  Massachusetts. 

The  report  continued:  “The  insertion  of 


patients;  in  3.2  per  cent  the  method  was  dis- 
continued for  various  reasons.  There  has  been 
no  evidence  that  protracted  use  of  a polyethyl- 
ene device  adversely  affects  fertility  or  subse- 
quent pregnancy,  and  there  has  been  no  evidence 
of  cancer. 

Soren,  A.:  Snapping  of  knee  joint  caused  by 

malformation  of  the  meniscus,  New  York 
State  J.  Med.  65:  1903  (July  15)  1965. 

Three  cases  of  discoid  meniscus  were  found 
in  336  arthrotonies  of  the  knee  joint.  The 
symptoms  noted  in  the  patients  were  an  in- 
stability on  walking  and  a characteristic  snap- 
ping or  jerking  of  the  knee  joint  both  at  flexion 
and  extension  past  the  angle  of  160  to  155  de- 
grees. Surgical  removal  of  the  affected  meniscus 
was  performed.  Follow-up  examinations  three 
to  five  years  after  operation  showed  that  the 
patients  had  normal  rhythm  of  motion  of  the 
knee  joints  operated  on:  however,  1 patient 

showed  lateral  instability  with  10  degrees  pas- 
sive adduction  of  the  lower  leg  due  to  laxity  of 
the  lateral  collateral  ligament. 


cotton-like  material  in  the  vagina  is  not  an 
innovation.  Fifteen  centuries  before  Christ 
there  was  reference  to  the  use  of  medicated  lint 
tampons  in  the  vagina  for  contraception. 
However,  although  physicians  had  employed 
tampons  therapeutically  for  more  than  a 
century,  it  was  not  until  1936  that  a commercial, 
patented  product  for  the  intravaginal  absorp- 
tion of  menstrual  fluid  became  popular.  The 
public  acceptance  of  [tampons]  seems  to  have 
stimulated  those  who  tend  to  stigmatize  as 
malicious  that  which  is  new.  Thus,  for  some 
years  after  their  introduction,  tampons  were 
implicated  in  a spectrum  of  diseases  and  condi- 
tions ranging  from  endometriosis,  cervicitis,  and 
vaginitis  to  defloration,  immorality,  and  con- 
traception.” Concluded  the  investigators, 
“.  . it  would  appear  that  tampons  have  no 
deleterious  effects,  physiologically,  clinically,  or 
morally.” 

The  study  of  the  903  women  was  based  on 
approximately  2,627  patient-years  of  experience 
with  tampons  and  an  estimated  9,524  patient- 
years  among  those  who  used  external  pads 
alone.  Some  patients  alternated  types  of 
hygienic  protection  during  the  menstrual  period. 
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Indications:  ‘Miltown’  (meprobamate)  is  ef- 
fective in  relief  of  anxiety  and  tension  states. 
Also  as  adjunctive  therapy  when  anxiety 
may  be  a causative  or  otherwise  disturbing 
factor.  Although  not  a hypnotic,  ‘Miltown’ 
fosters  normal  sleep  through  both  its  anti- 
anxiety and  muscle-relaxant  properties. 
Contraindications:  Previous  allergic  or  idio- 
syncratic reactions  to  meprobamate  or 
meprobamate-containing  drugs. 
Precautions:  Careful  supervision  of  dose 
and  amounts  prescribed  is  advised.  Consider 
possibility  of  dependence,  particularly  in  pa- 
tients with  history  of  drug  or  alcohol  addic- 
tion; withdraw  gradually  after  use  for  weeks 
or  months  at  excessive  dosage.  Abrupt  with- 
drawal may  precipitate  recurrence  of  pre- 
existing symptoms,  or  withdrawal  reactions 
including,  rarely,  epileptiform  seizures. 
Should  meprobamate  cause  drowsiness  or 
visual  disturbances,  the  dose  should  be  re- 
duced and  operation  of  motor  vehicles  or 
machinery  or  other  activity  requiring  alert- 
ness should  be  avoided  if  these  symptoms 
are  present.  Effects  of  excessive  alcohol  may 


An  eminent  role  in 
medical  practice 

• Clinicians  throughout  the  world  con- 
sider meprobamate  a therapeutic 
standard  in  the  management  of  anxi- 
ety and  tension. 

• The  high  safety-efficacy  ratio  of 
‘Miltown’  has  been  demonstrated  by 
more  than  a decade  of  clinical  use. 

Miltown 

(meprobamate) 

possibly  be  increased  by  meprobamate. 
Grand  mal  seizures  may  be  precipitated  in 
persons  suffering  from  both  grand  and  petit 
mal.  Prescribe  cautiously  and  in  small  quan- 
tities to  patients  with  suicidal  tendencies. 
Side  effects:  Drowsiness  may  occur  and. 
rarely,  ataxia,  usually  controlled  by  decreas- 
ing the  dose.  Allergic  or  idiosyncratic  re- 
actions are  rare,  generally  developing  after 
one  to  four  doses.  Mild  reactions  are  char- 
acterized by  an  urticarial  or  erythematous, 
maculopapular  rash.  Acute  nonthrombocy- 
topenic purpura  with  peripheral  edema  and 
fever,  transient  leukopenia,  and  a single 
case  of  fatal  bullous  dermatitis  after  admin- 
istration of  meprobamate  and  prednisolone 
have  been  reported.  More  severe  and  very 


rare  cases  of  hypersensitivity  may  produce 
fever,  chills,  fainting  spells,  angioneurotic 
edema,  bronchial  spasms,  hypotensive  crises 
(1  fatal  case),  anuria,  anaphylaxis,  stoma- 
titis and  proctitis.  Treatment  should  be 
symptomatic  in  such  cases,  and  the  drug 
should  not  be  reinstituted.  Isolated  cases  of 
agranulocytosis,  thrombocytopenic  purpura, 
and  a single  fatal  instance  of  .aplastic  ane- 
mia have  been  reported,  but  only  when  other 
drugs  known  to  elicit  these  conditions  were 
given  concomitantly.  Fast  EEG  activity  has 
been  reported,  usually  after  excessive  me- 
probamate dosage.  Suicidal  attempts  may 
produce  lethargy,  stupor,  ataxia,  coma, 
shock,  vasomotor  and  respiratory  collapse. 
Usual  adult  dosage:  One  or  two  400  mg. 
tablets  three  times  daily.  Doses  above  2400 
mg.  daily  are  not  recommended. 

Supplied:  In  two  strengths:  400  mg.  scored 
tablets  and  200  mg.  coated  tablets. 

Before  prescribing,  consult  package  circular. 

JsSl  WALLACE  LABORATORIES 

XA/sCranbury,  N .J.  cm-4513 


Abstracts  in  Interlingua 


Wald,  A.,  e Mazzia,  V.  D.  B.:  Principios 

del  analyse  de  gas  de  interesse  pro  le  anesthesi- 
ologo  ( anglese ),  New  York  State  J.  Med.  65: 
1859  (15  de  julio)  1965. 

Gases  pote  esser  analysate  a base  de  non 
importa  qual  characteristica  physic  que  es 
typic  de  illos.  Le  disponibile  methodos  include 
spectroscopia  absorptionic,  spectroscopia  emis- 
sionic,  e spectroscopia  de  massa;  paramagne- 
tismo;  conductivitate  thermic;  apparato  pro 
gas  del  sanguine;  analysante  micrometric; 
electrodos  de  oxygeno  e dioxydo  de  carbon;  e 
chromatographia  a gas.  Le  selection  del 
methodo  depende  del  accuratia,  del  tempore  de 
responsa,  del  convenibilitate,  del  costo,  e del 
preferentia  subjective  del  usator. 

Nash,  W.:  Experientias  in  le  uso  de  disposi- 

tivos  intrauterin  pro  objectivos  anti-concep- 
tional  {anglese).  New  York  State  J.  Med.  65: 
1872  (15  de  julio)  1965. 

Quatro  typos  de  dispositivo  intrauterin — 
incluse  le  ansa  de  Lippes  que  es  le  sol  tal  dis- 
positivo que  es  currentemente  in  uso — esseva 
utilisate  in  un  continue  studio  de  260  casos. 
Solmente  6 non-planate  pregnantias  occurreva, 
incluse  4 post  le  non-remarcate  expulsion  de 
un  typo  de  dispositivo  non  currentemente  in  uso. 


Safety  tips  for  pool  owners 

Private  pools  are  rapidly  increasing  in  number 
in  the  United  States.  Certain  fundamental 
safety  precautions  should  be  observed  around 
all  pools:  (1)  Keep  the  pool  clean  and  the  water 


Le  dispositivo  pare  esser  ben  tolerate  per  le 
majoritate  del  patientes.  In  3,2  pro  cento  le 
methodo  esseva  discontinuate  pro  varie  rationes. 
Esseva  notate  nulle  signo  que  le  continue  uso  del 
dispositivo  de  polyethyleno  affice  adversemente 
le  fertilitate  o subsequente  pregnantias,  e nulle 
evidentia  de  cancere  esseva  notate. 

Soren,  A.:  Clicamento  del  articulation  geni- 

culari  causate  per  malformation  del  menisco 
{anglese),  New  York  State  J.  Med.  65:  1903 
(15  de  julio)  1965. 

Tres  casos  de  minisco  discoide  esseva  trovate 
in  un  serie  de  336  arthrotomias  del  articulation 
geniculari.  Le  symptomas  notate  in  le  pa- 
tientes esseva  instabilitate  in  ambulation  e un 
characteristic  sensation  de  clicamento  in  le 
articulation  geniculari  quando  le  flexion  o le 
extension  passava  in  ultra  de  un  angulo  de  160 
a 155  grados.  Le  afficite  minisco  esseva  elimi- 
nate chirurgicamente.  Examines  catamnestic 
tres  a cinque  annos  post  le  operation  mon- 
strava  que  le  patientes  habeva  un  normal 
rhythmo  de  motion  in  le  operate  articulationes 
geniculari.  Tamen,  1 patiente  monstra  in- 
stabilitate lateral  in  adduction  passive  de  10 
grados  de  parte  del  gamba  inferior  in  conse- 
quents de  laxitate  del  ligamento  latero- 
collateral. 


chemically  purified.  (2)  Walk,  don’t  run, 
around  the  pool,  and  be  careful  about  “horse- 
play.” (3)  Fence  the  pool  and  keep  the  gate 
locked  to  keep  out  small  children.  (4)  Keep 
rescue  equipment,  such  as  long  poles  and  ring 
buoys,  handy.  (5)  Keep  bottles  and  glasses 
away  from  the  concrete  or  metal  pool  deck. 
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a rapid  lift  from  the  hell  of  depression 


often  relieves 
mental  pain 
in  2-5  days 


NORPRAMIN 

(desipramine  hydrochloride) 


Dore  Illustration 
from 

Dante’s  Inferno 


Norpramin  is  a rapid-acting  specific  drug  for  the  treatment 
of  depression.  Depressive  signs  and  symptoms— sometimes 
described  as  “mental  pain”— typically  begin  to  improve  in 
2-5  days.  Patients  are  more  hopeful,  less  empty  and  less 
weighed  down  by  their  troubles.  Norpramin  has  only  slight 
sedative  qualities,  nevertheless  anxiety  secondary  to  depres- 
sion is  frequently  relieved  as  depression  is  lifted.  If  anxiety 
or  tension  persists  it  can  be  controlled  by  adding  a tran- 
quilizer or  by  reducing  dosage.  Norpramin  is  not  a MAO 
inhibitor.  Side  effects  are  usually  mild. 


DOSAGE  AND  ADMINISTRATION 

Optimal  results  are  obtained  at  a 
dosage  of  about  150  mg. /day- 
two  25  mg.  tablets  t.i.d.  After 
achievingoptimal  results,  a main- 
tenance dose  (50-100  mg./day) 
should  be  sought. 


LAKESIDE  LABORATORIES,  INC. 


Milwaukee,  Wisconsin  53201 


IN  BRIEF: 

include:  dry  mouth,  constipation,  dizziness,  palpi- 
tation, delayed  urination,  “bad  taste,”  sensory 
illusion,  tinnitus,  agitation  and  stimulation,  sweat- 
ing, drowsiness,  headache,  orthostatic  hypoten- 
sion, flushing,  nausea,  cramps,  weakness,  blurred 
vision  and  mydriasis,  rash,  allergy,  transient 
eosinophilia,  granulopenia,  altered  liver  function, 
ataxia  and  extrapyramidal  signs. 

Supplied:  Norpramin  (desipramine  hydrochloride) 
tablets  of  25  mg.,  in  bottles  of  50,  500  and  1000. 


Indications:  In  depression  of  any  kind— neurotic 
and  psychotic  depressive  reactions;  manic-depres- 
sive or  involutional  psychotic  reactions. 

Contraindications  and  Precautions:  Glaucoma, 
urethral  or  ureteral  spasm,  recent  myocardial  in- 
farction, severe  coronary  heart  disease  and  epilepsy. 
Should  not  be  given  within  two  weeks  of  treatment 
with  a monoamine  oxidase  inhibitor.  Safety  in 
human  pregnancy  has  not  been  established. 

Adverse  Effects:  Side  effects,  usually  mild,  may 
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Vistaril 

a predominantly  subcortical 
tranquilizer 

for  calming  action  where  it  means  most 


Where  the  tranquilizing 
action  of  Vistaril 
has  no  significant  effect 

The  excessive  action 
sometimes  seen  on  these 
areas  with  certain  drugs  may 
adversely  affect  mental  acuity 
and  certain  motor  and 
sensory  activity. 


Where  the  tranquilizing  action 
of  Vistaril  is  predominantly 
exerted 


Within  the  blue  area  shown  above  is  the  limbic 
system— the  primitive  “animal  brain,”  presumed 
center  for  the  functions  of  feeling  and  emotion. 
In  vertebrate  evolution,  a pattern  of  accretion 
may  be  observed  in  which  early  nerve  structures 
were  retained  and  elaborated  in  the  brain  of 
lower  mammals.1  This  lower  mammalian  brain 
survives  in  man  as  the  seat  of  emotional 
behavior.  It  is  on  this  subcortical  center  that 
the  calming  action  of  Vistaril  appears  to  be 
primarily  exerted.2 * * *-7 


cerebral  cortex 


spinal-cord  area 


area 


1.  MacLean,  P.  D.:  J.  Nerv.  Ment.  Dis.  135:289,  Oct.,  1962.  2.  Bozza,  M.  L.  and  Nicola,  G.  C.,  in  Garattini,  S.  and 

Ghetti,  V.:  Psychotropic  Drugs,  Elsevier  Publishing  Co.,  Amsterdam,  1957,  p.  569.  3.  Payne,  A.  B.,  Claassen, 

L.  G.  and  Hamelberg,  W.:  Ohio  Med.  J.  58:915,  Aug.,  1962.  4.  Savona,  B.  and  Perricone,  G.:  Minerva  Ginec. 

10:317,  Apr.  30,  1958.  5.  Settel,  E.:  Amer.  Pract.  8:1584,  Oct.,  1957.  6.  Steinberg,  N.  and  Holz,  W.  G.:  New 

York  J.  Med.  60:691,  Mar.  1,  1960.  7.  Weyne,  F.  and  Roussel,  J.  L.:  BruxeUes  Med.  37:1959,  Dec.  22,  1957. 


Relieves  anxiety  with 
negligible  spillover  into  cerebral, 
thalamic,  spinal-cord  areas 


The  calming  action  of  Vistaril  appears  to  be 
exerted  primarily  on  the  primitive  “animal 
brain”  or  limbic  system,  and  is  mediated  prin- 
cipally through  the  hypothalamus.  There  is 
negligible  clinical  effect  upon  the  cerebral, 
thalamic  or  spinal-cord  areas.  Minimal  effect 
on  the  cortex  may  be  inferred  from  the  fact 
that  Vistaril  has  no  primary  anticonvulsant, 
skeletal  muscle-relaxant  or  sedative  action  in 
clinical  use.  Thus, 

1.  Undesirable  effects  characteristic  of  cer- 
tain other  agents  whose  action  may  involve 
spinal  pathways  and  conscious  or  neuromotor 
centers  are  rarely  encountered  with  Vistaril. 

2.  Minimal  effect  by  Vistaril  on  the  “think- 
ing” cortex  spares  the  patient’s  ability  to  com- 
prehend, to  exercise  judgment,  to  cooperate 
or  to  communicate. 


Over  500  published  papers,  14,493 
cases  attest  to  the  effectiveness  of 


Vistaril 

1,579  nonpsychiatric  patients 

responded: 

seen  in  daily  practice 

1,286 

(81.4%) 

3,095  psychiatric  patients  in 

responded: 

whom  Vistaril  was  used  as 

2,383 

an  adjunct  to  definitive  treatment 

(77%) 

9,819  preoperative  patients  in 

responded: 

whom  Vistaril  was  used  adjunctively 

9,000 

in  major  and  minor  surgery 

(91.7%) 

In  its  eight  years  of  use,  during  which  more 
than  one  billion  parenteral  and  oral  doses  have 
been  dispensed,  pharmacologic  incompatibilities, 
drug-induced  depression,  euphoria,  habituation, 
addiction,  withdrawal  reactions,  blood  dyscrasias, 
hemopoietic  or  hepatic  toxicity  does  not  appear 
to  be  related  to  the  administration  of  hydroxyzine. 


Vistaril 

hydroxyzine 


calms  the  frightened  “animal  brain”  inside  your  anxious  patient 


Science  for  the  world’s  well-being® 


Since  1849 


PFIZER  LABORATORIES  Division,  Chas.  Pfizer  & Co.,  Inc.  New  York,  New  York  10017 


Turn  page  for  brief  summary . . . 
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calms  the  frightened 
“animal  brain” 
inside  your  anxious  patient 

Vistaril 

hydroxyzine 

Dosage  recommendations:  Oral 
Vistaril  (hydroxyzine  pamoate) 

For  Adults— 200  to  400  mg.  daily  in  divided  doses,  then  ad- 
just to  individual  patient  requirements. 

For  Children  under  6 years  of  age  — 50  mg.  daily  in  divided 
doses,  then  adjust  to  individual  patient  requirements. 

For  Children  over  6 years  of  age  — 50  to  100  mg.  daily  in 
divided  doses,  then  adjust  to  individual  patient  requirements. 

Dosage  recommendations:  Parenteral 
Vistaril  (hydroxyzine  HC1) 

For  Adults— IM.,  50  to  100  mg.  Stat.  and  q.  4-6  h.,  p.r.n. 

For  Children  — I.M.,  0.5  mg.  per  pound  of  body  weight. 

Formulas: 

Vistaril  (hydroxyzine  pamoate) 

Capsules:  25  mg.,  50  mg.,  100  mg. 

Vistaril  (hydroxyzine  pamoate) 

Oral  Suspension:  25  mg.  per  5 cc. 

Vistaril  (hydroxyzine  HC1) 

Parenteral  Solution: 

25  mg.  and  50  mg.  per  cc. 

Contraindications:  Hydroxyzine  pamoate  is  contraindicated 
for  patients  who  have  shown  a previous  hypersensitivity  to 
it.  Hydroxyzine  parenteral  solution  is  intended  only  for  intra- 
muscular or  intravenous  administration  and  should  not, 
under  any  circumstances,  be  injected  subcutaneously  or  intra- 
arterially. 

Precautions:  Hydroxyzine  may  potentiate  the  action  of  cen- 
tral nervous  system  depressants,  narcotics  such  as  meperi- 
dine, and  barbiturates.  In  conjunctive  use,  dosage  for  these 
drugs  should  be  decreased.  Because  drowsiness  may  occur, 
patients  should  be  cautioned  against  driving  a car  or  operat- 
ing dangerous  machinery.  The  usual  precautions  for  intra- 
muscular injection  should  be  followed;  soft-tissue  reactions 
have  rarely  been  reported  when  proper  technique  has  been 
used.  On  intravenous  injection  a few  instances  of  digital 
gangrene  have  occurred  distal  to  the  injection  site  consid- 
ered to  be  due  to  inadvertent  intra-arterial  injection  or  peri- 
arterial extravasation.  Therefore,  particular  caution  should 
be  observed  when  hydroxyzine  parenteral  solution  is  admin- 
istered intravenously  to  insure  injection  only  into  intact 
veins;  avoid  either  intra-arterial  injection  or  extravasation. 
Intravenous  administration  should  be  accomplished  slowly, 
no  faster  than  25  mg.  per  minute,  and  not  to  exceed  100 
mg.  in  any  single  dose. 

Adverse  Reactions:  Drowsiness  may  occur  which  is  usually 
transitory,  disappearing  spontaneously  in  a few  days  with 
continued  therapy  or  correctable  by  dosage  reduction.  Dry- 
ness of  the  mouth  may  be  seen  with  higher  doses.  Involun- 
tary motor  activity  has  been  reported  in  some  hospitalized 
patients  on  higher  than  recommended  dosage. 

More  detailed  professional  information  available  on  request. 

Science  for  the  world’s  well-being® 


Since  1849 

PFIZER  LABORATORIES 

Division,  Chas.  Pfizer  & Co.,  Inc.  New  York,  New  York  10017 


Books  Reviewed 


Psychosomatic  Neurology.  By  Harry  A. 
Teitelbaum,  M.D.  Octavo  of  414  pages. 
New  York,  Grune  & Stratton,  1964.  Cloth, 
$13.75. 

The  author  is  assistant  professor,  The  Johns 
Hopkins  School  of  Medicine,  assistant  professor 
of  neurology,  University  of  Maryland  Medical 
School,  and  an  attending  physician  in  various 
hospitals.  Obviously  he  is  qualified  to  write  on  a 
subject  which  is  a combination  of  neurology  and 
psychiatry.  The  philosophy  of  the  book  is 
contained  in  a statement  on  the  opening  page. 
‘‘The  book  is  a consideration  of  homeostatic 
and  neurologic  integrative  processes  in  person- 
ality dynamics  and  in  psychosomatic  disorders 
with  clinical  neurologic  manifestations.”  It  is  a 
curious  mixture  of  organic  neurology  and 
dynamic  psychiatry  which  will  satisfy  neither 
the  neurologist  nor  the  psychiatrist. 

After  an  introduction  in  which  the  author  dis- 
cusses basic  concepts  of  his  thesis  of  the  relation 
of  the1! environment  to  the  organic  structure 
of  the  individual,  there  follows  chapters  on 
psychologic  processes,  psychosomatic  aspects  of 
neurologic  disturbances,  and  diseases. 

In  Part  I there  is  a thorough  discussion  of  such 
subjects  as  homeostasis  and  personality  and 
homeostatic  integration  in  learning  and  psy- 
chosomatic processes. 

Part  II  discusses  psychosomatic  aspects  of 
consciousness,  various  neurologic  disturbances, 
and  the  disturbed  functions  of  the  various  cranial 
nerves. 

Sixty-five  case  presentations  are  added  to 
illustrate  the  authors’  point.  One  may  take  ex- 
ception to  the  statement  that  there  are  some 
changes  characteristic  of  diseases  such  as  brain 
abscess,  chorea,  meningitis,  measles,  and  such. 

It  is  good  to  call  attention  to  the  psychologic 
disturbances  in  organic  diseases.  But  one  may 
question  the  validity  of  particular  characteristics 
in  the  above  diseases.  It  is  an  odd  presentation 
of  an  old  subject. — Joseph  L.  Abramson,  M.D. 

The  Hemophilias.  International  Sym- 
posium— Washington.  Edited  by  Kenneth 
M.  Brinkhous,  M.D.  Octavo  of  412  pages,  il- 
lustrated. Chapel  Hill,  The  University  of 
North  Carolina  Press,  1964.  Cloth,  $7.50. 

This  book  represents  the  edited  and  somewhat 
extended  proceedings  of  an  International  Con- 
ference on  Hemophilia,  held  at  the  Sheraton 
Park  Hotel,  Washington,  D.C.,  on  December  7 
and  8,  1963. 

Within  its  covers  is  an  inclusive  review  of  as- 
say methods  of  Factors  VIII  and  IX;  problems 
in  devising  an  assay  method  and  comparison 
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of  assay  technics.  Considered  separately  are  the 
interrelations  of  the  biochemistry  of  Factors 
VIII  and  IX,  and  discussion  of  Factor  VIII 
inhibitors.  Von  Willebrand’s  disease  is  studied, 
its  natural  course  and  relationship  of  bleeding 
manifestation  to  vascular  factor,  and  Factor 
VIII  deficiency  are  discussed  as  is  the  influence 
of  plasma  fractions  on  its  clinical  behavior. 

The  management  of  hemophilia  is  also  con- 
sidered with  regard  to  its  most  frequently  as- 
sociated problems:  medical,  emotional,  and 

social. 

Since  this  book  represents  developments 
through  1963,  there  is  no  discussion  of  the  role 
of  epsilon-amino-caproic  acid  in  the  clinical 
management  of  hemophilia. 

This  book  is  recommended  for  the  library  of 
the  hematologist  and  despite  considerable  dis- 
cussion relating  to  methodology,  the  clinician 
will  find  many  choice  selections  which  will 
clarify  his  present  thoughts  re  “The  Hemo- 
philias.”— Alan  N.  Morrison,  M.D. 

Surgery  of  the  Breast.  By  Louis  H.  Jorstad, 
M.D.  Quarto  of  220  pages,  illustrated.  St. 
Louis,  The  C.  V.  Mosby  Company,  1964. 
Cloth,  $15. 

It  is  obvious  from  reading  the  monograph 
“Surgery  of  the  Breast”  that  the  writer  has  had 
unusually  extensive  experience  in  the  manage- 
ment of  diseases  of  this  structure.  He  ap- 
proaches the  subject  in  an  orderly  pedagogic 
manner,  first  dealing  with  the  anatomy  and  the 
physiology  of  the  breast,  then  its  clinical  ex- 
amination, and  on  to  a discussion  of  the  various 
pathologic  states. 

The  work  is  profusely  illustrated  with  many 
clear,  crisp  line  drawings  and  with  good  color 
and  black  and  white  photographs  but  many  are 
of  such  an  elementary  nature  that  one  questions 
their  value  to  the  practicing  surgeon.  One  is 
left  with  the  impression  that  their  main  function 
is  to  beautify  rather  than  to  illumine  the  text. 

“Surgery  of  the  Breast”  is  a very  personal 
report  of  Jorstad’s  experience  and  includes  such 
esoteric  observations  as  “the  progress  of  the 
disease  (chronic  cystic  mastitis)  to  other  seg- 
ments of  the  breast  is  definitely  delayed,  if  not 
stopped,  by  wearing  a properly  supportive 
brassiere,”  and  “In  a great  majority  of  patients, 
the  condition  (cystic  disease)  will  disappear 
with  the  proper  use  of  a supportive  brassiere.” 

It  is  good  to  note  the  emphasis  placed  upon 
subcutaneous  mastectomy  as  a worthwhile 
procedure  in  extensive,  recurrent  fibrocystic 
disease  and  as  a possible  method  of  treatment 
for  fibrocystic  disease  in  a patient  who  has  al- 
ready survived  radical  mastectomy  of  the  op- 
posite breast.  It  is  also  heartening  to  read  of 
the  interest  the  author  has  in  sundry  mammo- 
plastic  procedures. 

Dr.  Jorstad  believes,  as  do  the  majority  of 
today’s  surgeons,  that  the  best  overall  surgical 
therapy  for  carcinoma  of  the  breast  is  early 
standard  mastectomy  with  the  judicious  use  of 
postoperative  radiation  therapy.  He  has  not 
done  internal  mammary  node  dissections  and 


casts  doubt  upon  their  value  except  in  selected 
cases  in  which  the  lesion  is  located  in  the  medial 
portion  of  the  gland.  He  quotes,  as  one  of  the 
important  objections  to  the  routine  employ- 
ment of  the  extended  radical  mastectomy,  the 
fact  that  internal  mammary  node  involvement 
is  so  frequently  bilateral,  thus  depreciating  the 
value  of  the  usual  unilateral  dissection. 

In  his  discussion  of  the  treatment  for  meta- 
static breast  cancer,  the  author  displays  a 
rather  nonpartisan  attitude.  Although  he  ad- 
vocates oophorectomy  in  the  premenopausal 
patient,  there  is  little  evidence  of  his  own  per- 
sonal thinking  on  hormone  therapy,  ablation 
surgery,  or  chemotherapy.  The  literature  on 
this  topic  is  rather  well  detailed,  however,  so 
that  the  reader  can  learn  of  the  differing  pref- 
erences extant  today. 

It  is  my  impression  that  the  book  constitutes 
a fairly  good  review  of  the  subject  although  it 
does  not  present  forceful  dicta  for  the  handlin  g 
of  the  many  complications  of  initial  treatment. 
The  bibliography  is  most  adequate  and  will  lead 
the  reader  to  many  other  valuable  treatises  on 
the  subject  of  breast  disease. — Robert  E. 
Rothenberg,  M.D. 

Medical  Department,  United  States  Army. 
Blood  Program  in  World  War  II.  Prepared 
and  published  under  the  direction  of  Lieutenant 
General  Leonard  D.  Heaton,  The  Surgeon  Gen- 
eral, United  States  Army.  Editor  in  Chief, 
Colonel  John  Boyd  Coates,  Jr.,  MC,  USA. 
Associate  Editor,  Elizabeth  M.  McFetridge, 
M.A.  Octavo  of  922  pages,  illustrated.  Wash- 
ington, D.C.,  Office  of  the  Surgeon  General, 
Department  of  the  Army,  1964.  Cloth. 

This  volume  presents  a complete  “vade 
mecum”  into  the  trials  and  tribulations  of  the 
blood  program  in  the  last  war  and  Korean  con- 
flict. 

There  is  no  doubt  but  that  it  will  exert  a 
great  impact  on  the  therapeutic  advances  in 
medicine,  both  civilian  and  military. 

Reading  this  volume  is  a sobering  experience. 
Somebody  up  there  must  have  liked  us  when  we 
consider  that  we  came  through  the  ordeal  with 
a modicum  of  luck.  Thus  the  final  fruition — 
success — was  attained.  The  old  adage  that 
man  proposes  and  God  disposes  was  never 
more  applicable. — Maurice  Morrison,  M.D. 

Ciba  Foundation  Colloquia  on  Endocri- 
nology, Volume  15.  Aetiology  of  Diabetes 
Mellitus  and  its  Complications.  Edited 
by  Margaret  P.  Cameron,  M.A.,  and  Maeve 
O’Connor,  B.A.  With  85  illustrations.  Duo- 
decimo of  405  pages.  Boston,  Little,  Brown 
and  Company,  1964.  Cloth,  $12.50. 

The  Ciba  Foundation  again  has  published 
discussions  which  transpired  between  the  top 
authorities  in  a selected  field. 

Epidemiologic  surveys  in  man  and  experi- 
mental animals  were  aired.  Recent  advances  in 
the  physiology  and  chemistry  of  diabetes,  as 

continued  on  page  1851 
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well  as  immunologic  studies  in  animals  were  dis- 
cussed. Vascular  changes  observed  following 
microscopic  examination  of  needle  biopsy  speci- 
mens obtained  from  the  kidneys  made  possible 
a classification  of  the  vascular  lesions  observed 
in  diabetes,  including  the  premellitus  phase. 

This  is  a well  edited  volume  and  is  recom- 
mended as  a reference  for  researcher,  clinician, 
and  student. — Irving  Greenfield,  M.D. 

Introduction  to  Molecular  Pharmacology. 

By  William  C.  Holland,  M.D.,  Richard  L. 
Klein,  Ph.D.,  and  Arthur  H.  Briggs,  M.D. 
Octavo  of  250  pages,  illustrated.  New  York, 
The  Macmillan  Company,  1964.  Cloth,  $7.50. 

The  fascinating  mechanisms  now  known  as 
molecular  biology  are  dealt  with  in  this  book. 
It  describes  in  clear  detail  the  mechanisms  of 
drug  actions  at  cellular  and  subcellular  levels. 
A concise,  crystal-clear  style  makes  reading  the 
book  an  enjoyable  pleasure.  The  exposition  of 
difficult  topics  is  done  admirably  and  it  permits 
an  immediate  grasp  of  a weighty  subject  matter. 

The  authors  are  members  of  a university 
department  of  pharmacology  and  are  thoroughly 
acquainted  with  their  subject.  The  contents 
of  this  monograph  exhibits  their  teaching 
abilities  and  illustrates  their  wide  knowledge 
of  pharmacology  in  modern  concepts  of  mo- 
lecular interactions  and  nuclear  physics.  The 
book  is  based  on  their  lecture  material  for  stu- 
dents at  the  University  of  Mississippi  Medical 
Center. 

The  book  will  hold  the  reader’s  interest, 
without  wavering  of  attention.  It  presents  in 
vivid  description  new  approaches  and  the  recent 
concepts  of  pharmacology.  By  so  doing,  it 
offers  wondrous  new  vistas  of  not  only  phar- 
macologic actions  but  also  of  the  whole  biologic 
field.  Excellent  discussions  of  molecular  struc- 
ture, macromolecular  structure  systems,  and 
cell  ultrastructure  are  presented.  The  section 
dealing  with  free  energy  transformations  in 
living  systems  is  an  exhilarating  stimulus  to  the 
intellect.  Thermodynamic  concepts,  as  ap- 
plied to  living  organisms,  are  presented  in  a way 
to  endow  the  reader  with  conceptual  forms  and 
to  stimulate  the  imagination.  Chemical  events 
take  on  new  meaning  and  a truly  dynamic 
mechanism. 

The  authors  have  demonstrated  splendidly 
that  pharmacology  is  a live  subject  and  can  be 
approached  from  an  exciting  viewpoint.  The 
greatest  criticism  of  the  book,  and  yet  not  a 
formidable  one  because  the  book  does  meet  the 
authors’  objectives,  is  the  arousal  of  the  intel- 
lect, but  for  complete  satisfaction  other  sources 
of  material  must  be  consulted.  However  this 
impetus  is  exactly  what  a good  teacher  wishes  to 
accomplish. 

The  book  certainly  will  appeal  to  medical  and 
graduate  students  and  anyone  interested  in 
gaining  recent  and  exciting  new  views  of  bio- 
logic mechanisms,  besides  pharmacologic  mech- 
anisms, will  do  well  to  read  this  excellent 
work. — Harold  A.  Lyons,  M.D. 
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Editorials 


A short  history  of  printing 


One  of  the  basic  sciences,  concerned  with 
editing  and  publishing  and  too  often  neg- 
lected, is  the  art  and  science  of  printing. 

One  of  the  finest  chronologic  synopses  of 
the  subject  to  come  to  our  attention  was 
compiled  by  the  staff  of  our  own  printer, 


The  Mack  Printing  Company,  of  Easton, 
Pennsylvania.  We  reproduce  it  here  in 
the  important  position  of  an  editorial 
because  we  believe  you  will  be  interested  in 
the  long  and  honorable  heritage  of  the 
printed  word. 


Printing's  Pioneers 


PRINTING  and  its  related  arts  have  had  quite  a history.  We  would 
like  to  tell  some  of  the  first  known  facts  from  105  A.  D.,  to  date,  that 
have  led  to  the  art  we  know  today. . . 


105  A.D. 


765  A.D. 
770  A.D. 

1042 

1043 

1454 

1615 

1690 


1719 


In  the  court  record  of  the  Chinese  Emperor,  Ho  Ti,  was  found 
the  invention  of  paper.  It  was  made  of  mulberry  bark, 
hemp  and  rags.  It  was  many  centuries  later  that  the  Arabs 
developed  a papermaking  process,  and  printed  what  are  believed 
to  be  the  first  books. 

Again  the  Chinese  receive  credit.  They  were  supposedly  the 
first  to  discover  starch  as  a sizing  for  paper. 

Believed  to  be  the  first  use  of  paper  for  mass  printing  was  the  order 
of  the  Empress  of  Japan  for  one  million  charms,  to  be  printed  from 
wood  blocks.  Oriental  paper  was  placed  upon  the  inked  relief 
and  rubbed  with  a fiber  or  cloth  ball  to  make  the  print. 

Europe  is  credited  with  the  first  cast-metal,  movable  type;  how- 
ever, many  years  before  its  use  there  a Chinaman  by  the  name  of 
Pi  Sheng  created  movable  types,  using  China  clay. 

The  Mongols  used  movable  characters  almost  three  hundred  years 
before  Gutenberg’s  invention.  In  1403  the  Koreans  built  the 
first  foundry  to  cast  metal  characters.  These  were  cast  from 
wooden  patterns,  in  tin  and  bronze,  using  sand  molds. 

Book  printing  was  made  possible  through  the  invention  of  movable 
types  by  Johannes  Gutenberg,  German  printer. 

The  Frankfurter  Zeitung  (Frankfurt  Times)  was  the  first  newspaper 
to  be  printed  with  the  use  of  movable  types. 

William  Rittenhouse  and  three  associates:  Robert  Turner,  Thomas 
Tesse  and  William  Bradford  brought  paper-making  to  the  shores  of 
America.  They  built  their  paper  mill  at  Germantown,  Penn- 
sylvania. Their  papers  were  of  the  writing,  printing  and  brown 
wrapping  varieties. 

After  a time  of  observing  wasps  and  the  manufacture  of  their  nests, 
the  French  naturalist  Reaumur  suggested  wood  for  paper-making. 
He  never  carried  out  that  idea  himself,  however,  and  no  practical 
method  of  paper  making  from  wood  was  found  until  the  invention 
of  groundwood  pulp  120  years  later. 
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1799  Two  English  stationers,  Henry  and  Sealy  Fourdrinier  spent  over 
60,000  English  pounds  experimenting  with  and  improving  the 
first  type  of  paper  making  machine.  They  went  bankrupt,  but 
in  1799  Nicholas-Louis  Robert  of  France  patented  the  machine. 

1802  Photography  comes  into  the  picture  as  Sir  Humphrey  Davy  and 
Thomas  Wedgewood  develop  the  first  negative. 

1811  In  the  first  real  effort  to  produce  faster  printed  matter,  Friedrich 
Koenig  built  the  first  rotary  press. 

1826  The  earliest  photograph  was  taken  by  the  French  scientist,  Joseph 
Nicephore  Niepce.  It  took  eight  hours  to  expose  and  was  taken 
on  a sensitized  pewter  platter. 

1827  Joseph  Nicpehore  Niepce  and  Louis  Jacques-Monde  Daguerre 
invented  a way  of  making  the  photographic  negative  permanent. 

1839  Photography  moves  ahead  again  as  Daguerre  makes  the  time 
process  shorter  and  allows  for  the  taking  of  scenic  pictures. 

1840  The  invention  of  groundwood  pulp  for  paper  making. 

Photography  was  further  improved  by  Professor  John  Goddard, 
when  he  was  able  to  cut  exposure  time  from  twenty  minutes  to 
fifteen  or  twenty  seconds. 

1841  As  a result  of  the  work  of  William  Henry  Fox  Talbot,  photographs 
could  now  be  reproduced  from  a single  negative. 

1846  Friedrich  Koenig’s  rotary  press  was  improved  upon  by  a Hoe- 
type  revolving  machine  which  could  print  much  faster.  It  was 
said  to  be  able  to  print  8,000  newspapers  per  hour,  and  was  intro- 
duced by  R.  Hoe  & Company,  an  American  manufacturer. 

1871  Twenty-five  years  later  saw  the  development  of  an  ultra-high 
speed  press;  now  18,000  newspapers  per  hour  could  be  printed. 
This  machine  was  superseded  one  year  later  by  Hoe’s  “Octuple” 
press  which  could  print  and  fold  hundreds  of  newspapers  per 
minute. 

An  English  gentleman,  Richard  Maddox,  invented  the  first  dry- 
plate  process  of  photography. 

1886  The  world  was  given  the  Linotype  machine,  invented  by  Ottmar 
Mergenthaler.  Linotype  eliminated  the  many  disadvantages  of 
hand-set  types.  It  was  easy  to  use  and  pages  could  now  be  set  in 
one-tenth  the  previous  time. 

1893  Halftone  engraving  was  invented  by  Frederick  Eugene  Ives  of 
Connecticut. 

1946  The  first  electronic  digital  computer,  ENIAC,  was  used  by  the 
U.  S.  Army,  mainly  to  carry  out  lengthy  ballistics  calculations. 
This  would  be,  most  probably,  the  forerunner  of  computerized 
printing.  Still  a new  field,  but  ever  expanding  to  greater  import- 
ance. 

1964  Sylvania  shows  a computer-compiler.  The  machine  eliminates 
thousands  of  steps  performed  by  computer-programers. 

Saw  the  coming  of  the  Xograph.  Pioneered  by  Look  magazine, 
Eastman  Chemical  Company  and  Harris-Intertype  Corporation. 
The  work  began  back  in  1950,  and,  after  thirteen  years  an  idea  is 
fruitful.  This  is  a gaint  step  for  the  graphic  arts  industry:  the 
idea  and  possibility  of  third-dimensional  printing  may  well  rev- 
olutionize the  industry. 


Reprinted,  by  permission,  from  eM-Pica,  house  magazine  of  Mack 
Printing  Company,  Easton,  Pennsylvania,  April,  1965,  issue,  pages  10 
and  11. 
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Trichomonal  Vaginitis 


DIAGNOSIS 


TREATMENT 


1.  After  insertion  of  an  unlubricated  specu- 
lum, material  is  collected  from  the  posterior  for- 
nix and  vaginal  walls  on  several  sterile  cotton 
swabs.  The  swabs  are  then  twirled  in  test  tubes 
containing  about  1 cc.  of  physiologic  saline 
solution. 

2'.  The  material  is  dropped  onto  a glass  slide, 
covered  with  a coverglass  and  examined  imme- 
diately, first  using  low  power  to  detect  active 
areas. 

3.  In  fresh  wet  preparations  unstained  tri- 
chomonads  are  actively  motile. They  vary  in  size 
and  shape;  their  average  size  is  about  that  of  a 
polymorphonuclear  cell.  Visualization  of  “whip- 
ping” flagella  under  high-dry  objective  definitely 
identifies  Trichomonas  vaginalis,  the  only  flag- 
ellate protozoan  found  in  the  vagina. 


Thirty  investigators  have  now  published  studies 
on  Flagyl  showing  positive  elimination  of 
trichomonal  vaginitis  in  100  per  cent  of  their 
patients.  The  investigators  followed  these  simple 
precautions: 

They  first  of  all  confirmed  the  diagnosis 
microscopically. 

They  concurrently  treated  sexual  partners 
who  would  act  as  carriers. 

They  treated  the  few  patients  who  failed  to 
respond  immediately  with  a second  or,  rarely, 
a third  course  of  Flagyl  therapy. 


When  the  diagnosis 
is  positive . . . 

Flagyl 

metronidazole 

is  positive 


SEARLE 


Research  in  the  Service  of  Medicine 


DOSAGE  AND  ADMINISTRATION 

In  women:  one  250-mg.  oral  tablet  t.i.d.for  ten  days.  A vagi- 
nal insert  of  500  mg.  is  available  for  local  therapy  when  de- 
sired. When  the  inserts  are  used  one  vaginal  insert  should  be 
placed  high  in  the  vaginal  vault  each  day  for  ten  days,  and 
concurrently  two  oral  tablets  daily  should  be  taken. 

In  men  in  whom  trichomonads  have  been  demonstrated:  one 
250-mg.  oral  tablet  b.i.d.  for  ten  days. 

CONTRAINDICATIONS 

Pregnancy;  disease  of  the  central  nervous  system;  evidence 
or  history  of  blood  dyscrasia. 


PRECAUTIONS  AND  SIDE  EFFECTS 
Complete  blood  cell  counts  should  be  made  before,  during 
and  after  therapy,  especially  if  a second  course  of  therapy 
is  necessary. 

Infrequent  and  minor  side  effects  include  nausea,  unpleas- 
ant taste,  furry  tongue,  headache,  darkened  urine,  diarrhea, 
dizziness,  dryness  of  mouth  or  vagina,  skin  rash,  dysuria, 
depression,  insomnia,  edema.  Elimination  of  trichomonads 
may  aggravate  moniliasis. 

DOSAGE  FORMS  Oral:  250-mg.  tablets 

Vaginal:  500-mg.  inserts 


1857 


newif 


V2A/A1— 

ULTRA-VIOLET  ABSORBING  LOTION* 


Clinical  studies  show  that  many  drug-induced  photosensitivities  are 
initiated  by  solar  rays  longer  than  3200  A.  Most  commercial  lotions 
absorb  only  short,  burning  rays  up  to  about  3100  A.  New  UVAL  pro- 
vides excellent  screening  of  short,  erythema-causing  waves  and 
sustains  high  effectiveness  throughout  the  photosensitizing  spec- 
trum (up  to  6500  A).  Moreover,  laboratory  studies  in  humans  dem- 
onstrate that  UVAL  protects  hours  longer t than  any  other  sun-screen- 
ing agent  available.  Such  protection  is  unprecedented. 

UVAL  has  no  known  contraindications  and  is  cosmetically  acceptable. 

Literature  (including  a list  of  photosensitizing  agents)  and  samples 
available  on  request.  $ As  long  as  UVAL  remains  on  the  skin 

Distributed  by 

eTHE  STUART  COMPANY,  Pasadena,  California 
Division  of  Atlas  Chemical  Industries,  Inc. 

*10%  2-hydroxy-4-methoxybenzophenone-5-sulfonic  acid 
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Principles  of  Gas 
Analysis  of  Interest 
to  Anesthesiologists 

ALVIN  WALD,  M.E.E. 
New  York  City 
VALENTINO  D.  B.  MAZZIA,  M.D. 

New  York  City 

From  the  Department  of  Anesthesiology 
New  York  University  Medical  Center 


T his  report  is  a survey  of  methods  of  gas 
analysis  applicable  to  the  field  of  anes- 
thesiology. It  is  primarily  an  exposition 
of  the  principles  of  commercially  available 
equipment  as  differentiated  from  experi- 
mental or  developmental  devices.  It  is 
intended  to  be  an  extension  of  other  sur- 
veys,1-3 in  that  more  detail  is  provided  and 
an  evaluation  of  actual  utility  is  attempted. 

Gas  analysis  is  defined  as  the  determina- 
tion of  the  relative  concentration  of  a par- 
ticular gas.  The  units  of  measurement  are 
either  volumes  per  cent  or  partial  pressure 
relative  to  atmospheric.  Although  the  gas 
is  usually  called  the  “unknown/’  it  is  its 
relative  quantity,  not  its  identity,  that  is 
unknown.  The  identity  of  the  unknown 
and  the  other  constituents  of  the  gas  mix- 
ture must  be  known.  These  mixing  gases, 
called  the  diluents  or  carriers,  must  be 
known  because  of  their  possible  background 

Presented  at  the  159th  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Section  on 
Anesthesiology,  February  15,  1965. 


gases  can  be  analyzed  on  the  basis  of  any 
physical  characteristic  that  delineates  them. 
Methods  include  absorption,  emission,  and 
mass  spectroscopy ; paramagnetism;  thermal 
conductivity;  blood  gas  apparatus;  mi- 
crometer gas  analyzers;  oxygen  and  carbon 
dioxide  electrodes;  and  gas  chromatography. 
Choice  of  method  depends  on  accuracy,  re- 
sponse time,  convenience,  cost,  and  preference 
of  the  user. 


effect  on  the  measuring  apparatus.  A 
general  scheme  for  gas  analysis  is  shown 
diagrammatically  in  Figure  1. 

The  first  step  is  always  to  identify  the 
gas  to  be  analyzed  and  the  mixture  in  which 
it  is  contained.  The  analysis  can  then  be 
carried  out  by  either  of  two  general  schemes. 
One  method  is  to  extract  the  unknown 
from  its  mixture  or,  if  more  than  one  gas  is 
to  be  measured,  to  separate  them  from  each 
other.  This  separation  can  be  accom- 
plished by  physical  or  chemical  means  and 
displaces  the  mixture  constituents  in  either 
time  or  space.  As  an  example,  the  gas 
chromatograph  separates  gases  on  the 
basis  of  their  relative  adsorptions,  which 
results  in  differing  velocities  of  flow.  An- 
other example  is  the  Van  Slyke  apparatus, 
which  uses  chemicals  to  separate  and  then 
isolate  the  components  of  a particular  gas 
mixture.  The  second  general  method 
measures  the  quantity  of  unknown  gas 
directly  by  making  use  of  some  physical 
property  that  differentiates  the  unknown 
from  the  diluents.  Examples  of  physical 


FIGURE  1.  General  scheme  for  gas  analysis. 
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properties  used  in  existing  instrumentation 
include  mass,  thermal  conductivity,  and 
spectral  absorption. 

Analytic  technics  also  can  be  classified  in 
terms  of  whether  they  sample  continuously 
or  operate  on  a discrete  sample.  Continu- 
ous sampling  has  the  potential  of  instan- 
taneously following  an  ongoing  event.  If 
individual  samples  must  be  taken,  such  as 
in  chromatography  and  certain  forms  of 
spectrographic  and  chemical  analysis,  ac- 
curate measurements  can  be  made  but  at 
the  expense  of  time  resolution. 

In  evaluating  the  performance  of  any 
instrument,  response  time  and  accuracy 
must  be  considered.  Response  time  indi- 
cates how  rapidly  the  instrument  can  follow 
changes  in  gas  concentration.  It  depends 
on  detection  and  display  response  and  on 
the  time  required  for  a pure  sample  of  the 
new  mixture  to  be  in  position  for  analysis. 
Another  type  of  time  response  is  the  delay 
inherent  in  moving  a gas  sample  from  the 
source  to  the  site  of  analysis.  It  depends 
on  the  gas  conduits,  the  pump,  and  the  type 
of  flow  present.  It  is  manifested  as  an 
effective  phase  lag  between  sampled  source 
and  output  of  the  instrument. 

‘ ‘Accuracy”  is  a general  term  that  indi- 
cates the  validity  of  a particular  measure- 
ment, that  is,  how  well  the  display  response 
represents  the  true  value.  Another  term 
sometimes  used  in  describing  an  instrument 
is  “precision,”  which  indicates  how  well  a 
particular  measurement  can  be  reproduced. 
Accuracy  and  precision  describe  the  quality 
of  an  instrument.  They  depend  on  such 
factors  as  stability,  linearity,  and  technic 
of  use.  The  general  theory  and  principles 
of  measurement  can  be  found  in  various 
sources.4-5 

Absorption  spectroscopy 

Analysis  by  spectral  absorption  is  based 
on  the  principle  that  gas  molecules  will 
absorb  electromagnetic  radiation  of  specific 
wave  lengths.6-7  The  method  is  applicable 
to  all  gases  but  may  be  limited  in  practice 
by  the  overlapping  of  absorption  regions  of 
different  gases  and  by  the  widening  of 
absorption  bands  caused  by  molecular 
effects. 

In  general,  the  amount  of  absorption 
cannot  be  expected  to  be  linearly  related  to 
molecule  concentration.  Factors  such  as 
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1 unknow n cell 


K 


difference 
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FIGURE  2.  Block  diagram  of  gas  analysis  by 
absorption  spectroscopy. 


absorption  path  length,  temperature,  and 
pressure  must  be  considered.8-12  A block 
diagram  of  the  generalized  method  of 
absorption  spectroscopy  is  shown  (Fig.  2). 

The  source  emits  electromagnetic  radia- 
tion in  the  region  of  spectral  absorption  of 
the  unknown  gas.  The  radiation  passes 
through  a reference  cell  and  through  a cell 
that  contains  a sample  of  the  unknown  gas 
mixture.  The  radiation  passing  through 
the  absorbing  gas  will  be  diminished  in 
intensity  when  compared  with  that  from 
the  reference  cell.  The  radiation  emerging 
from  each  cell  impinges  on  one  of  a pair  of 
detectors  in  an  electrical  bridge  circuit. 
The  bridge  output  is  proportional  to  the 
difference  in  radiation  falling  on  the  two 
detectors. 

The  unknown  cell  is  first  filled  with  a 
sample  of  the  mixture  to  be  measured  from 
which  the  unknown  gas  has  been  removed. 
Balance,  or  zero  output,  is  obtained.  This 
initial  calibration  allows  different  diluent 
gases  to  be  present  and  also  corrects  for 
overlapping  absorption  bands  in  the  refer- 
ence gas,  diluents,  and  unknown.  When 
the  unknown  gas  is  present,  it  will  absorb 
radiation  proportional  to  its  concentration. 
The  unknown  detector  will  have  a decreased 
output,  and  the  difference  between  this  and 
the  reference  detector  output  will  appear  as 
an  electrical  signal  proportional  to  the 
unknown  concentration. 

The  source-detector  combination  depends 
on  the  spectral  range  of  interest.  Usually, 
a glowing  wire  is  used  as  an  infrared  source 
and  a mercury  lamp  for  ultraviolet.  Other 
considerations  for  choice  of  detector  include 
size,  speed  of  response,  and  physical  sta- 
bility. Selected  photomultiplier  tubes  can 
be  used  as  detectors  from  the  ultraviolet 
through  the  near-infrared  spectral  region. 
Thermal  detectors  and  heat-sensitive  dia- 
phragms are  broad  band  and  useful  over  a 
large  spectral  region.  Special  detectors  of 
lead  and  indium  salts  and  germanium  and 
silicon  are  sensitive  in  various  regions  in  the 
visible  and  near-infrared  spectral  area. 
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Figure  3 shows  one  relative  response  of 
representative  detectors  operating  at  room 
temperature.  This  figure  also  tabulates 
the  response  times.13  As  a source,  the 
incandescent  filament  can  be  approximated 
by  a black  body  with  emissivity  of  0.3. 
Figure  4 shows  perfect  black  body  radiation 
at  various  temperatures  (emissivity  equals 
1).  These  curves  follow  the  Planck  radia- 
tion equation14: 

Ex  = CiX"5  (exp.  C2/XT  —l)-1. 

The  principle  of  spectral  absorption  has 
been  most  successfully  applied  to  carbon 
dioxide  analysis.  Both  Godart  and  Beck- 
man manufacture  such  instruments  with  a 
time  constant  capability  of  0.1  seconds.15  17 
The  source  is  an  incandescent  filament  and 
the  detector  a heat-sensitive  mechanical 
diaphragm.  Other  instruments  based  on 
spectral  absorption  analyze  carbon  mon- 
oxide (Godart)  and  halothane  (Analytic 
Systems  Inc.,  United  States  of  America; 
Hook  and  Tucker,  England;  and  Horiba, 
Japan).  The  halothane  analyzers  have  a 
response  time  in  the  order  of  thirty  seconds. 
They  can  be  used  for  average  measurements 
but  will  not  follow  a respiration  cycle. 
Their  limitation  is  not  in  the  analysis  or 
display  but  rather  in  the  time  required  for  a 
complete  change  of  gas  mixture  in  the 
analysis  cell. 


/V 


1. 

DETECTOR 
Thalium  sulfide 

RESPONSE  TIME  (SECONDS) 
530  X 10-6 

2. 

Lead  sulfide 

250  X 10-6 

3. 

Indium  arsenide 

2 X 10-6 

4. 

Golay  cell 

2 X 10-4 

5. 

Thermocouple 

4 X 10-4 

6. 

Indium  antimonide 

0.2  X 10-6 

7. 

Bolometer 

500  X 10-6 

8. 

Lead  selenide 

4 X 10-6 

FIGURE  3.  Radiation  detectors  at  room  tempera- 
ture. 


E*  = c,  Vs  [exp.  C./XT-l]"'  WATTS  /sq.m-micron 
C,  = 3.74* /0®  WATTS-/W/CRON4/5Q./W. 
<^=1.439-/0*  MICRON- °K 

FIGURE  4.  Black  body  radiation  at  several  tem- 
peratures. 


In  the  carbon  dioxide  analyzer,  the  effect 
of  background  water,  vapor,  and  other 
gases  must  be  considered.  This  is  es- 
pecially true  if  the  sample  in  expiratory 
gases  is  saturated  with  water  vapor  at  37C. 
An  effect  can  be  anticipated  by  observing 
the  overlapping  absorption  spectra  of  car- 
bon dioxide  and  water  vapor,  as  shown  in 
Figure  5. 18  The  amount  of  overlap  depends 
on  the  spectral  response  of  the  detector. 
The  difference  between  wet  and  dry  sam- 
ples may  be  small  but  should  be  determined 
experimentally  for  each  instrument.  For 
monitoring  purposes,  as  opposed  to  quanti- 
tative analysis,  the  effects  of  background 
gases  generally  can  be  neglected.  If  greater 
accuracy  is  desired,  the  instrument  can  be 
initially  calibrated  with  the  expected  back- 
ground. Linde  and  Lurie19  and  Severing- 
haus,  Larson,  and  Eger20  have  described 
the  effects  of  some  anesthetic  agents  on 
this  method  of  carbon  dioxide  analysis. 

Future  improvements  in  spectral  absorp- 
tion instruments  will  be  toward  faster 
response  time  and  more  selective  analysis. 
By  use  of  optical  interference  filters,2122 
the  instrument  response  can  be  limited  to  a 
particular  narrow  spectrum  and  so  greatly 
reduce  the  effects  of  all  background  gases. 

Emission  spectroscopy 

The  classical  Bohr  model  for  the  atom 
consists  of  a nucleus  of  protons  and  neu- 
trons surrounded  by  electrons  in  various 
orbits.  The  outermost  or  valence  electrons 
are  held  only  loosely  by  the  nucleus.  The 
normal  condition  for  the  atom  is  a ground 
or  unexcited  state.  When  energy  is  ab- 
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FIGURE  5.  Relative  transmission  of  carbon  dioxide 
and  water  vapor. 

sorbed  by  the  atom,  either  through  collision 
with  another  particle  or  by  direct  absorp- 
tion of  an  energy  quantum,  the  valence  elec- 
trons will  move  to  a higher  state  of  excita- 
tion. This  higher  state  is  an  unstable  con- 
dition and  the  lifetime  of  an  electron  in  such 
an  excited  state  is  on  the  order  of  10  ~8 
seconds.  When  the  electron  returns  to  its 
ground  state,  it  re-emits  the  absorbed 
energy  in  the  form  of  discrete  quanta. 
The  corresponding  electromagnetic  radia- 
tion is  sharply  defined  and  characteristic 
of  the  particular  element  and  of  the  transi- 
tion between  states.  When  atoms  are 
joined  to  form  a molecule,  the  spectrum 
complexity  increases,  because  there  are 
many  more  allowable  modes  oF  rotational 
and  vibrational  energies  in  the  bonding. 
This  is  explained  by  the  wave  mechanics 
theory  of  DeBroglie  and  Schrodinger. 
Spectral  lines,  grouped  closely  together,  are 
characteristic  of  gases.  These  are  called 
band  spectra  and  are  due  to  the  fine  energy 
states  within  the  molecule. n-12-23- 24 

The  emission  spectrum  of  each  substance 
is  a signature  by  which  it  can  be  identified. 
Spectrographic  technics  and  equipment  are 
available  to  give  a very  powerful  tool  for 
the  analysis  of  unknowns.25-28  There  are 


TABLE  I.  Emission  spectra  of  nitrogen  and  oxy- 
gen, wavelengths  2,000  to  10,000  A29 


N itrogen 

Yellow- 

Oxygen 

Green 

Violet 

Near  Infrared 

5679 . 56 

4109.98 

7775.443 

5676 . 02 

4103.37 

7774.138 

5666 . 64 

4099.94 

7771.928 

4097.31 

published  tables  of  the  characteristic  emis- 
sion spectra  of  the  elements. 2 9 - 30  Measure- 
ment of  the  relative  intensity  of  the  emitted 
radiation  allows  a quantitative  determina- 
tion of  the  element  present.  Table  I gives 
the  spectra  of  nitrogen  and  oxygen  in  the 
region  of  2,000  to  10,000  A. 

A practical  application  of  gas  analysis  by 
emission  spectroscopy  is  the  Lilly31  nitrogen 
analyzer  outlined  in  Figure  6.  Gas  flows 
through  a sample  tube  where  the  atoms  are 
excited  by  means  of  an  electrical  discharge 
tube.  On  returning  to  their  ground  state, 
they  emit  electromagnetic  radiation.  An 
optical  filter  allows  only  visible  radiation, 
corresponding  to  the  nitrogen  spectrum,  to 
be  incident  on  a photomultiplier  tube 
detector.  The  output  from  the  detector 
is  amplified  and  indicates  the  percentage  of 
nitrogen  present  in  the  original  sample. 
This  instrument  is  capable  of  a response 
time  of  0.02  seconds  and  can  perform  an 
almost  instantaneous  analysis  of  expired 
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air.  Medical  Science  Electronics  Corpora- 
tion and  Godart  are  manufacturers  of  nitro- 
gen analyzers  based  on  this  principle. 

Mass  spectrometry 

The  mass  spectrograph  separates  and 
measures  various  substances  on  the  basis  of 
their  mass  differences.  More  specifically, 
a mixture  of  gases  is  analyzed  by  the  char- 
acteristic mass  to  charge  ratio  of  each  con- 
stituent in  an  ionized  sample.  The  princi- 
ple of  operation  for  a typical  instrument  is 
illustrated  in  Figure  7.  The  gas  mixture  is 
first  passed  through  an  ionization  chamber, 
where  the  molecules  are  converted  to  ions. 
This  can  be  accomplished  by  subjecting  the 
molecules  to  bombardment  by  an  intense 
electric  beam  or  by  exposing  them  to  high- 
intensity  gamma  rays  from  a radioactive 
source.  The  ions  are  then  accelerated  by 
an  electric  field  and  pass  into  a velocity 
filter.  The  filter  consists  of  an  electric 
field  E and  magnetic  field  B at  right  angles 
to  each  other  and  to  the  stream  of  charged 
particles.  There  is  an  entrance  slit  and  an 
exit  slit  along  the  axis  of  travel.  The 
forces  produced  by  the  electric  field  and 
magnetic  field  are  such  that  only  those  ions 
with  a velocity  E/B  will  pass  through  the 
exit  slit.  The  charged  particles,  all  at  the 
same  velocity,  now  enter  a second  magnetic 
field,  B',  also  perpendicular  to  their  direc- 
tion of  travel.  This  field  forces  them  to 
assume  a circular  path  of  radius,  R,  such 
that 

^ mass  V mass  E 

charge  B'  charge  BB' 

Thus,  the  radius  of  curvature  is  propor- 
tional to  the  ionic  mass-to-charge  ratio,  and 
different  constituents  of  the  original  gas 


mixture  are  separated  into  different  paths. 
Detectors  are  placed  in  the  path  correspond- 
ing to  each  expected  gas.  The  intensity 
of  ions  incident  on  the  detector  gives  a 
quantitative  measure  of  the  amount  of  each 
gas  present.  The  usual  ionization  technic 
removes  one  electron  from  the  gas  molecule 
and  so  produces  single  charged  positive 
ions.  This  makes  the  different  radii  pro- 
portional to  mass  only. 

For  measurement  of  isotopes  with  similar 
masses,  a single  photographic  plate  can 
be  used  as  a detector.  There  is  also  a 
technic  that  allows  a wide  variation  of  mass 
while  using  a single  detector.  This  is 
accomplished  by  synchronously  varying 
either  the  electric  or  magnetic  field  strength 
while  holding  the  detector  at  a fixed  radius. 
As  the  field  varies,  each  ion  mass,  in  turn, 
will  have  a radius  corresponding  to  that  of 
the  detector.  The  ions  are  identified  by 
their  time  of  arrival  relative  to  the  changing 
field. 

The  mass  spectrograph  potentially  is  a 
most  versatile  instrument  for  gas  analy- 
sis.32-34 It  has  the  potential  of  fast  re- 
sponse time  (less  than  0.1  seconds),  high 
accuracy  (greater  than  1 per  cent),  and  the 
ability  to  detect  a wide  range  of  substances. 
This  type  of  apparatus  is  usually  designed 
for  specific  applications.  Consolidated 
Electrodynamics  has  produced  a 40-pound 
unit  that  can  measure  12  gases  during 
space  flight. 

Pauling's  paramagnetic 
method  for  oxygen 

All  materials  are  affected  by  a magnetic 
field.  Ferromagnetic  materials  such  as 
iron  and  nickel  are  strongly  affected  and 
are  said  to  have  high  magnetic  susceptance. 
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TABLE  II.  Magnetic  susceptance  of  various 
substances  (henries  per  meter)36 


Substance 

Magnetic  Susceptance 

Vacuum 

0 

Oxygen 

167  X 10-11 

Air 

38 

Nitrogen 

-0.548 

Carbon  dioxide 

-0.665 

Argone 

-0.707 

Helium 

-0.74 

Hydrogen 

-3.1 

Annealed  iron 

1 to  8 X 10  ~3 

However,  most  other  solid  substances  have 
relatively  low  susceptance.35 

Oxygen  molecules  will  be  attracted  into  a 
magnetic  field,  displacing  other  molecules 
of  lower  susceptance.  Being  attracted  by 
a magnetic  field  is  called  paramagnetism; 
being  repelled  is  called  diamagnetism. 
Oxygen  is  strongly  paramagnetic  as  com- 
pared with  other  gases.  Table  II  lists  the 
magnetic  susceptance  of  various  sub- 
stances 36  Pauling37  used  this  physical  prop- 
erty to  develop  a simple  oxygen  analyzer 
the  basic  mechanism  of  which  is  shown  in 
Figure  8.38>39 

A glass  dumbbell  filled  with  nitrogen  is 
suspended  by  a quartz  fiber  in  a nonuniform 
magnetic  field.  The  dumbbell  is  able  to 
rotate  about  the  quartz  fiber.  As  it  ro- 
tates, a mirror  mounted  on  the  fiber  also 
rotates.  A beam  of  light  reflected  from 
this  mirror  reflects  on  a scale.  When  oxy- 
gen enters  the  sample  chamber,  it  tries  to 
displace  the  nitrogen  in  the  dumbbell.  As 
the  magnetic  field  is  nonuniform,  a differ- 
ence in  force  on  the  two  ends  of  the  dumb- 
bell is  produced.  This  torque  causes  the 
dumbbell  to  rotate,  and  the  mirror  will 
follow.  The  amount  of  rotation  is  propor- 
tional to  the  oxygen  concentration  and  can 
be  read  by  the  position  of  the  light  beam  on 
the  scale. 

Beckman,  in  this  country,  and  Servomex 
in  England,  manufacture  instruments  based 


FIGURE  8.  Pauling  paramagnetic  oxygen  analyzer. 


TABLE  III.  Thermal  conductivity  of  various  gases 
at  atmospheric  pressure  (cal.  per  cm.  sec.-C.)36 


Substance 

Temperature > 

0 C.  100  C. 

Hydrogen 

39.6  X 10-5 

49.9  X 10-5 

Helium 

33.6 

39.8 

Oxygen 

5.70 

7.43 

Nitrogen 

5.68 

7.18 

Water  vapor 

5.51 

Nitrous  oxide 

3.51 

5.06 

Carbon  dioxide 

3.39 

5.06 

on  this  principle.39  They  are  available 
with  the  additional  feature  of  an  electro- 
static field,  which  is  used  to  rezero  the  mir- 
ror after  it  is  deflected.  The  required 
strength  for  this  field  is  used  to  indicate  the 
oxygen  concentration.  The  advantage  of 
using  a single  scale  position  is  that  it  gives 
higher  accuracies  because  nonlinearities  in 
the  quartz  fiber  and  meter  reading  are 
eliminated.  The  instrument  can  also  be 
zeroed  to  account  for  the  susceptance  of  the 
background  gases,  or  a correction  factor 
may  be  applied.  With  a fast  response  flow 
through  the  cell,  a final  reading  can  be  ob- 
tained in  ten  seconds.  If  oxygen  is  allowed 
to  enter  the  measurement  chamber  by  diffu- 
sion, approximately  sixty  seconds  are  re- 
quired for  an  accurate  determination. 

Thermal  conductivity 

Thermal  conductivity  of  a substance  is 
its  normalized  rate  of  heat  conduction  and  is 
characteristic  of  each  material.  It  may  be 
a function  of  temperature  and  in  fluids,  also 
a function  of  pressure.40  Table  III  gives 
thermal  conductivity  of  various  gases  at 
atmospheric  pressure.36  The  thermal  con- 
ductivity is  a physical  property  character- 
istic of  each  substance  and  as  such  can  be 
used  to  measure  the  concentration  of  a gas. 

In  Figure  9,  two  identical  wire  filaments 
are  shown  connected  in  an  electrical  bridge 
circuit.  It  is  best  to  make  them  of  plati- 
num, to  avoid  chemical  reactions.  They 
are  mounted  in  a brass  block  to  provide 
good  thermal  isolation.  The  filaments  are 
heated  by  an  electrical  current.  When  the 
rate  of  heat  supplied  by  the  current  equals 
their  rate  of  heat  loss,  the  filaments  will 
reach  an  equilibrium  temperature.  A pri- 
mary source  of  heat  loss  from  the  filament 
is  due  to  thermal  conduction  through  its 
surrounding  gas.  When  the  gas  enclosing 
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FIGURE  9.  Gas  concentration  by  thermal  con- 
ductivity. 


the  two  filaments  is  the  same,  their  equilib- 
rium temperatures  will  be  equal. 

The  electrical  resistance  of  each  filament 
is  also  a function  of  its  temperature.  Thus, 
identical  filaments  of  equal  temperature 
will  have  equal  resistance,  and  the  bridge, 
consisting  of  these  two  filaments  driven  by 
the  heating  current,  will  indicate  a balanced 
output.  If  the  filaments  are  exposed  to 
gases  of  different  thermal  conductivities, 
they  will  come  to  different  equilibrium 
temperatures,  different  resistances  will  re- 
sult, and  there  will  be  an  unbalanced  bridge 
output  signal.  The  unbalance  can  be  read 
on  a meter  calibrated  directly  in  per  cent 
concentration  of  the  unknown  gas  or  dis- 
played graphically  on  a recorder.  In 
actual  instruments,  the  simple  two-element 
bridge  may  be  replaced  by  a four-element 
Wheatstone  bridge  to  obtain  better  sensi- 
tivity and  stability.  However,  the  very 
same  principles  of  thermal  balance  apply. 

In  this  system  of  gas  analysis,  the  calibra- 
tion can  be  set  to  read  per  cent  concentra- 
tion for  a particular  gas  with  known  dilu- 
ents. The  meter  is  initially  zeroed  on  the 
gas  mixture  with  the  unknown  removed. 
For  this  setting  the  diluent  gas  must  remain 
constant,  or  if  more  than  one  is  present, 
they  must  remain  in  the  same  relative  pro- 
portions, because  the  filament  final  tem- 
perature depends  on  the  thermal  conduc- 
tivity of  its  surrounding  gas  mixture. 
Only  the  unknown  is  allowed  to  vary;  the 
diluent  must  remain  constant  for  a particu- 
lar meter  calibration.  Other  factors  that 
must  be  controlled  are  temperature  and 
pressure  of  the  gases  and,  most  important, 
the  rate  of  gas  flow  through  the  unknown 
cell.  Temperature  and  pressure  affect  the 
value  of  thermal  conductivity.  Flow  rate 
determines  the  rate  of  heat  removal  from 
the  filament  and  thus  its  equilibrium  tem- 
perature. 

A practical  example  of  an  instrument 
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FIGURE  10.  Van  Slyke  blood-gas  measurement 
technic. 


using  this  principle  is  the  Katharometer 
manufactured  by  both  Godart  and  Mijn- 
hardt  of  the  Netherlands.41-43  It  can  be 
used  to  measure  the  concentrations  of  both 
carbon  dioxide  and  helium  in  air.  The 
analysis  cell  is  under  a reduced  pressure 
that  allows  a response  time  in  the  order  of 
0.15  seconds.  Another  instrument  is  the 
Mine  Safety  Appliances  Company’s  ex- 
plosion gas  analyzer.  This  device  is  cali- 
brated in  terms  of  the  lower  limit  of  flam- 
mability of  various  mixtures  of  explosive 
anesthetic  agents.  Again,  the  relative 
proportions  of  diluent  gases  must  be  known 
and  kept  constant  for  any  particular  cali- 
bration of  the  instrument. 


Van  Slyke  blood  gas  apparatus 

The  partial  pressures  of  gases  contained 
in  the  blood  have  always  been  of  interest  to 
anesthetists.  The  method  of  Van  Slyke 
and  Neill44  is  one  of  the  classic  means  of 
making  this  measurement.  It  is  based  on 
a combination  of  chemical  and  physical 
properties  and  is  shown  diagrammatically 
in  Figure  10.  A blood  sample  is  treated 
chemically  and  releases  its  dissolved  gases 
into  a vacuum  chamber  of  fixed  volume. 
These  gases  are  kept  at  constant  tempera- 
ture and  their  total  pressure  recorded.  By 
Dalton’s  law,  the  total  pressure  of  a gaseous 
mixture  is  equal  to  the  sum  of  the  individual 
partial  pressures  each  gas  would  exert  if  it 
alone  occupied  the  whole  volume.  The 
individual  gases,  oxygen  and  carbon  di- 
oxide, are  absorbed  separately  by  chemical 
reagents.  The  partial  pressure  lost  after 
the  removal  of  each  gas  is  a direct  measure 
of  that  gas  tension  in  the  original  blood 
sample. 

When  using  the  Van  Slyke  apparatus, 
various  corrections  must  be  applied  to  the 
readings  obtained.  These  are  due  to  effects 
of  the  chemical  reagents,  nonperfect  gas 
absorption,  and  characteristics  of  the  par- 
ticular apparatus  used.  Consolazio,  John- 
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FIGURE  11.  Roughton-Scholander  gas  analysis. 


son,  and  March45  give  a complete  descrip- 
tion of  these  correction  factors.  This 
apparatus  also  can  be  used  to  measure  the 
concentration  of  anesthetic  blood  gases,  as 
reported  by  Austin46  and  by  Orcutt  and 
Waters.47  The  primary  disadvantages  of 
this  instrument  are  the  length  of  time  to 
obtain  a measurement  (fifteen  minutes) 
and  the  skill  required  of  the  operator. 

Roughton-Scholander 
microgasometric  analyzer 

Another  means  for  determining  blood 
gases  is  the  Roughton-Scholander  meth- 
Qd . 48-50  a s does  the  Van  Slyke  method, 
it  makes  use  of  chemicals  to  extract  the 
gases  and  the  gas  law  principles  to  measure 
them.  A diagrammatic  representation  of 
this  technic  is  shown  in  Figure  11.  A 
small  bubble  containing  known  concentra- 
tions of  the  gases  to  be  measured  is  intro- 
duced into  a proportionally  larger  blood 
sample.  The  partial  pressures  of  nitrogen, 
oxygen,  carbon  dioxide,  and  water  vapor 
found  in  the  blood  will  equilibrate  with  the 
gases  in  the  bubble.  If  the  contents  of  the 
bubble  is  small  in  comparison  with  the  dis- 
solved blood  gas  volume,  then  at  equilib- 
rium the  gas  tensions  in  the  bubble  will 
equal  those  originally  in  the  blood.  Usu- 
ally, the  air  bubble  is  a sample  of  expiratory 
gas  from  the  operator.  This  makes  the 
blood  and  bubble  gas  tensions  similar  and 
so  minimizes  the  change  in  blood  gas  con- 
centrations caused  by  the  addition  of  the 
bubble. 

After  the  bubble  reaches  equilibrium,  its 
volume  is  measured.  Then  oxygen  and 
carbon  dioxide,  in  turn,  are  extracted  by 
chemical  reagents,  and  the  resulting  bubble 
volumes  are  recorded.  The  sample  is 
exposed  to  the  atmosphere,  and  the  sum  of 
the  partial  pressures  of  the  gases  in  the 
bubble  will  likewise  always  equal  atmos- 
pheric pressure.  Temperature  is  main- 


tained constant,  and  when  initial  and  final 
volumes  are  known,  the  universal  gas  law 
can  be  applied.  The  volume  of  gas  re- 
moved from  the  bubble  is  then  directly 
proportional  to  the  amount  of  that  gas 
originally  present. 

PoVo  a NoTo 

PiVi  « NiTi 

P0  = original  pressure 

Pi  = final  pressure 

No  = original  number  of  gas  molecules 

N i = final  number  of  gas  molecules 

T0  = original  temperature 

Ti  = final  temperature 

V0  = original  volume 

Vi  = final  volume 

P0  = Pi  and  To  — Ti 
_Vo  = No_ 

V i Ni 

The  percentage  of  gas  in  the  original  bloou 
sample  which  corresponds  to  the  new 
volume,  V],  of  the  bubble  is 

Vo  - Vi 

per  cent  gas  = — 

Vo 

This  represents  a partial  pressure  of 

pp  = per  cent  gas  X (P  atmospheric  — 47)  mm. 
Hg 

47  mm.  Hg  = partial  pressure  of  saturated 
water  vapor  37C. 

Scholander  micrometer  gas  analyzer 

The  Scholander  micrometer  gas  analyzer 
is  used  to  measure  the  concentrations  of 
constituents  of  a mixture  of  gases.51  In  its 
operation  chemical  reagents  are  used  to 
extract  individual  gases,  and  the  resultant 
volume  change  is  measured.  This  is  the 
same  principle  as  that  used  in  the  Rough- 
ton-Scholander analyzer  after  the  gases 
have  been  extracted  from  a blood  sample. 
It  will  measure  the  concentration  of  oxygen, 
carbon  dioxide,  and  nitrogen  to  within 
0.015  volumes  per  cent,  with  only  a 0.5-ml. 
sample.  Corrections  have  been  described 
for  the  presence  of  nitrous  oxide.52  As  can 
the  Van  Slyke  or  Roughton-Scholander 
apparatus  it  can  make  measurements  only 
on  discrete  samples  and  so  cannot  be  used 
for  continuous  sampling. 

Clark  oxygen  electrode 

The  most  popular  modern  means  of 
measuring  blood  oxygen  tension  is  with  the 
Clark  type  oxygen  electrode,53  outlined  in 
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FIGURE  12.  Clark  oxygen  electrode. 


Figure  12.  Using  this  device,  a measure- 
ment can  be  made  by  simply  bringing  a 
blood  sample  in  contact  with  the  electrode. 
The  electrode  has  a platinum  disk  cathode 
2 mm.  in  diameter  and  sealed  in  glass  and 
is  covered  by  a polyethylene  membrane 
that  separates  it  from  the  blood  sample. 
Between  the  membrane  and  electrode  is  the 
electrolyte  solution,  saturated  potassium 
chloride,  with  0.01  M.  potassium  hydroxide 
added  for  greater  stability.  The  anode  or 
reference  electrode  is  silver  electroplated 
with  silver  chloride  for  stability.  It  is 
immersed  in  the  electrolyte  solution,  and  a 
polarizing  voltage  of  between  —0.6  and 
— 0.8  volts  is  applied  to  the  cathode. 

When  the  electrode  is  immersed  in  a 
solution  containing  oxygen  molecules,  oxy- 
gen will  diffuse  across  the  polyethylene 
membrane  to  the  platinum  cathode.  At 
the  surface  of  the  cathode,  electroreduction 
occurs.  Each  atom  of  oxygen  acquires  two 
electrons,  becoming  a charged  ion.  An 
oxygen  ion  will  then  combine  with  a hydro- 
gen ion  to  form  a hydroxyl  ion.  The  hy- 
droxyl ion,  in  turn,  interacts  with  the 
potassium  chloride  electrolyte,  producing  a 
negative  chlorine  ion  and  potassium  hy- 
droxide. Reduction  at  the  cathode  is 
balanced  by  oxidation  at  the  anode. 
Silver  at  the  anode  combines  with  chlorine 
from  the  electrolyte  and  forms  silver  chlo- 
ride, which  is  deposited  on  the  anode. 
This  reaction  is  the  source  of  current,  with 
each  chlorine  ion  giving  up  one  electron  on 
becoming  an  atom.  The  current,  which 
flows  between  the  two  electrodes,  is  propor- 
tional to  the  rate  of  oxygen  reduction  at  the 
cathode.  The  original  Clark  electrode  is 


available  from  the  Yellow  Springs  Instru- 
ment Company.  It  has  an  output  of  10  8 
amperes  per  millimeters  mercury  of  oxygen. 

One  shortcoming  of  this  electrode  is  that 
it  uses  oxygen  rapidly,  and  so  the  test  sam- 
ple requires  constant  stirring.  Also,  there 
is  a 5 to  10  per  cent  difference  between 
measurements  of  a dry  gas  sample  and  a 
dissolved  sample.  The  rate  of  oxygen  con- 
sumption is  greatly  reduced  by  using  a 
small  0.0005-inch  platinum  cathode  and  a 
0.001 -inch-thick  polyethylene  membrane. 
This  modification  obviates  the  need  for 
stirring  and  also  reduces  the  gas-dissolved 
sample  discrepancy  to  2 per  cent.  This 
type  of  electrode  is  available  from  Beckman 
in  a standard  model  and  also  as  a micro 
model  that  fits  inside  an  18-gauge  needle. 
The  output  is  proportionally  lower,  3 times 
10  -11  amperes  per  millimeters  Hg  of  oxygen, 
and  it  has  a response  time  of  about  thirty 
seconds.  It  has  the  disadvantage  of  being 
somewhat  responsive  to  carbon  dioxide 
concentrations.  Also,  it  becomes  non- 
linear at  high  oxygen  tensions.54-57 

Membranes  other  than  polyethylene 
have  been  tried  with  this  type  of  electrode. 
Polypropylene  also  makes  an  excellent 
membrane.  Mylar,  which  has  a low  per- 
meability, shows  almost  no  difference  be- 
tween dry  gas  and  dissolved  samples. 
However,  it  has  a longer  response  time 
(about  three  minutes)  and  exhibits  con- 
siderable drift.  Teflon  membranes  have 
been  used  to  give  a very  rapid  response  time 
on  the  order  of  one  second.  The  high 
permeability  of  this  material  results  in  a 5 
to  10  per  cent  difference  between  dry  gas 
and  dissolved  samples.57 

Carbon  dioxide  electrode 

The  partial  pressure  of  carbon  dioxide 
dissolved  in  a blood  sample  can  also  be 
measured  by  an  electrode  immersed  in  the 
sample.  This  is  done  by  having  a test 
solution  contained  in  the  electrode  come 
into  equilibrium  with  the  unknown.  The 
pH  of  the  test  solution  is  indicative  of  the 
carbon  dioxide  concentration  of  the  un- 
known. 

The  first  carbon  dioxide  electrode  used  a 
rubber  membrane  to  cover  a glass  pH  elec- 
trode and  a test  solution  of  distilled  water.58 
Further  development  produced  the  present 
standard,  the  Severinghaus  carbon  dioxide 
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electrode.57  This  electrode,  outlined  in 
Figure  13,  is  the  mate  to  the  Clark  oxygen 
electrode.  It  uses  a Teflon  membrane  and 
an  electrolyte  solution  of  0.01  M.  sodium 
bicarbonate  with  0.1  M.  potassium  chloride. 

The  Teflon  membrane,  permeable  to 
carbon  dioxide,  separates  unknown  and 
electrolyte  solutions.  Carbon  dioxide  dif- 
fuses across  the  membrane,  eventually  re- 
sulting in  a state  of  dynamic  equilibrium. 
Carbonic  acid  is  formed  in  the  electrolyte 
solution,  lowering  its  pH.  This  change  in 
pH  is  reflected  as  a voltage  change  measured 
between  an  inert  glass  electrode  and  a 0.1- 
M.  potassium  chloride  calomel  reference 
electrode.  The  entire  electrode  assembly 
is  available  from  the  National  Welding 
Equipment  Company. 

Since  pH  is  a logarithmic  function  of  hy- 
drogen ion  concentration,  the  output  volt- 
age is  also  a logarithmic  function  of  carbon 
dioxide  pressure.  The  theoretical  maxi- 
mum change  is  61.5  millivolts  for  a tenfold 
change  of  carbon  dioxide  pressure;  prac- 
tically 58  ± 2 millivolts  at  37C.  can  be 
expected.  The  reference  electrode  has  an 
output  of  +91  millivolts  against  a standard 
saturated  calomel  electrode.  The  time 
response  of  this  electrode  is  dependent  on 
the  type  of  membrane  used.  With  a 0.001- 
inch  Teflon  membrane,  the  response  time 
is  three  minutes.  This  can  be  reduced  to 
about  one  minute  with  a 0.00025-inch 
Teflon  membrane.  A 0.001-inch  poly- 
ethylene film  has  a three-minute  response 
time.  This  material  gives  a more  stable 
response,  probably  because,  unlike  Teflon, 
it  is  impermeable  to  water  vapor. 

Gas  chromatography 

The  principles  of  chromatography  were 
first  developed  about  sixty  years  ago  by  the 
Russian,  Michael  Tswitt.  His  need  was  for 
the  separation  of  color  pigments,  and  from 
this  came  the  name  chromatography. 
This  process  separates  materials  on  the 
basis  of  their  structural  physical  properties, 
which  cause  different  rates  of  migration 
through  an  intervening  medium.  Modern 
chromatography  uses  many  different  princi- 
ples to  obtain  this  differential  rate  of  migra- 
tion.59-62 These  include  temperature  gra- 
dients, electric  and  magnetic  fields,  gravita- 
tional and  centrifugal  forces,  and  capillary 
gas  and  liquid  flows.  Mixtures  of  gases, 
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FIGURE  13.  Severinghaus  carbon  dioxide  elec- 
trode. 


liquids,  and  colloids  can  be  separated  by 
chromatographic  methods.  Gas  chroma- 
tography uses  the  principle  that  individual 
gases  have  different  affinities  for  an  adsorb- 
ing medium.  When  the  unknowns  are 
mixed  in  a carrier  gas  and  passed  through  a 
column  containing  the  adsorbing  material, 
they  will  emerge  (elute)  separated  because 
of  their  different  rates  of  migration.  The 
gas  chromatograph  is  outlined  diagram- 
matically  in  Figure  14. 

The  carrier  gas  is  usually  helium,  al- 
though dry  air  or  nitrogen  also  could  be 


UMKNOWN 
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FIGURE  14.  Gas  chromatography. 
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used.  The  unknown  gases  are  injected 
into  one  arm  of  this  apparatus,  while  the 
other  arm  contains  only  the  carrier  gas. 
As  the  mixture  containing  the  unknown 
passes  through  the  adsorbing  column,  selec- 
tive adsorption  and  disorption  take  place. 
The  adsorbing  material  can  be  sand,  fire- 
brick, or  other  inert  substances,  usually 
coated  with  silicone  or  other  high-boiling 
organic  compounds.  The  unknowns  each 
require  a different  time  to  pass  through  the 
column  and  are  thus  separated.  As  the 
gases  elute  from  the  column,  they  impinge 
on  a differential  type  detector  (bridge 
circuit)  that  will  respond  to  the  difference 
between  the  carrier  and  unknown  gas. 
The  most  commonly  used  detector  is  the 
thermal  type,  which  operates  on  differences 
in  thermal  conductivity  of  gases,  as  de- 
scribed in  the  section  on  thermal  conduc- 
tivity. Although  a thermal  detector  is  the 
most  practical  for  routine  gas  analysis, 
other  types  of  detectors  are  also  available. 

The  electron  capture  technic  uses  a radio- 
active source  to  free  electrons  from  the  gas 
molecules.  The  mechanism  of  capture  of 
these  free  electrons  results  in  an  electric 
current  characteristic  of  the  particular 
unknown  gas.  This  method  gives  a very 
sensitive  analytic  measurement,  as  does  the 
flame  detector.  In  the  latter,  the  un- 
knowns contained  in  the  carrier  gas  are 
mixed  with  hydrogen  and  burnt,  with  ion- 
ization taking  place  in  the  hydrogen  flame. 
The  ions  constitute  a current  that  flows  be- 
tween the  flame  and  a collector  above  the 
flame.  The  magnitude  of  the  current  is 
proportional  to  the  number  of  carbon 
atoms  in  the  flame.  This  method  is  thus 
applicable  only  to  unknowns  containing 
carbon  atoms. 

Identification  of  the  unknown  is  on  the 
basis  of  the  time  required  to  pass  through 
the  adsorbing  column.  This  is  indicated 
by  an  output  from  the  detector.  Measure- 
ment of  quantity  is  based  on  the  magnitude 
of  the  output  signal.  The  detector  output 
signal  is  generally  bell-shaped,  correspond- 
ing to  a normal  distribution.  Either  peak 
heights  or  area  under  the  curve  can  be  used 
to  determine  the  quantity  of  the  unknown. 
The  area  method  is  generally  more  accurate, 
as  it  represents  the  total  amount  present. 

Gas  chromatography  is  particularly  valu- 
able in  analyzing  organic  compounds  that 
are  otherwise  difficult  to  separate.  The 


time  required  to  pass  through  the  adsorbing 
column  may  be  considerable,  particularly 
if  similar  gases  are  involved.  Much  work 
has  been  done  in  applying  gas  chromatog- 
raphy to  analyzing  anesthetic  agents63-65 
and  respiratory  gases.66  -68  It  is  also  possi- 
ble to  measure  blood  gases  and  anesthetic 
agents  dissolved  in  blood  by  first  releasing 
them  through  chemical  means.69  -73  Typi- 
cal scientific  gas  chromatographs  are  made 
by  Beckman,  F and  M Scientific  Corpora- 
tion, and  Consolidated  Electrodynamics. 

Summary 

Gases  can  be  analyzed  on  the  basis  of  any 
physical  characteristic  that  delineates  them. 
Several  methods  other  than  those  already 
described  have  been  used  experimentally 
but  not  with  commercial  instruments. 
These  include  the  refraction  of  light  as  it 
passes  through  a gas,74  and  the  sonic  char- 
acteristic of  gases.75-76 

There  is  a wide  variety  of  methods  avail- 
able for  gas  analysis.  As  with  all  fields  of 
science,  the  choice  is  made  to  satisfy  a par- 
ticular situation.  Factors  that  must  be 
considered  in  choosing  a method  are  ac- 
curacy, response  time,  convenience,  cost, 
and,  of  course,  the  proclivities  of  the  user. 
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Discussion 

Herbert  Rackow,  M.D.,  New  York 
City.  The  report  just  presented  by  Mr. 
Wald  is  a review  of  standard  methods  of  gas 
analysis.  The  individual  methods  have 
different  advantages  and  disadvantages: 
Some  are  fast  enough  to  permit  continuous 
analysis  of  expiratory  breath,  and  some 
require  several  minutes  between  each  analy- 
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sis.  All  the  methods  are  complicated  and 
require  considerable  training  before  ac- 
curate data  can  be  obtained.  For  research 
purposes,  each  method  has  been  used  with 
more  or  less  success. 

None  of  these  methods  has  been  used  for 
routine  clinical  purposes,  to  monitor  both 
the  gas  mixtures  we  give  to  patients  in  the 
operating  room  and  to  monitor  the  alveolar 
concentration  expired  by  patients.  The 
requirements  for  this  type  of  analysis  are 
considerably  less  difficult  to  meet  than 
analysis  for  research  purposes.  For  ex- 
ample, a relative  error  of  10  per  cent  for 
clinical  purposes  would  be  quite  acceptable, 
while  for  research  purposes  this  would  be, 
in  general,  much  too  high.  I should  like  to 
see  one  of  these  methods  so  standardized 
that  it  could  be  used  for  routine  clinical 
anesthesia. 

The  problem  of  standard  gases  was  not 
discussed.  Many  of  these  methods  require 


Clinical  results  with 
implanted  cardiac  pacemakers 

It  is  difficult  to  assess  the  long-term  outlook 
for  patients  maintained  by  the  various  types  of 
cardiac  pacemakers,  since  few  have  been  paced 
for  more  than  a year.  A.  H.  M.  Siddons,  writ- 
ing in  Triangle  (England),  cites  121  cases  re- 
ported by  other  investigators  and  adds  50  of 
his  own,  10  of  whom  had  been  using  the  devices 
for  more  than  a year. 

Despite  limited  experience,  certain  informa- 
tion has  been  gathered  on  types  of  pacemakers, 
both  internal  and  external,  and  the  advantages 
and  disadvantages  of  each.  It  appears  that 
cardiac  pacing  is  a practical  possibility  by  any 
of  the  technics  used,  but  all  present  certain 
problems.  Many  of  these  problems  have  been 
solved,  and  efforts  are  being  made  to  solve 
others.  Success  will  increase  with  experience. 


that  standard  gases  be  analyzed  at  frequent 
intervals,  between  unknown  samples.  These 
could  be  supplied  in  tanks  in  concentrations 
in  the  clinical  range  corresponding  to  light 
and  deep  anesthesia.  For  example,  stand- 
ard halothane  tanks  could  be  supplied  con- 
taining 1 and  2 per  cent  halothane. 

The  fact  that  we  are  proposing  an  addi- 
tional monitoring  device  for  clinical  anes- 
thesia does  not  mean  that  we  are  suggesting 
that  we  monitor  the  patient  less.  An 
anesthesiologist  who  spends  his  time  ad- 
miring a complicated  analytic  instrument 
is  doing  his  patient  a disservice.  Further- 
more, if  there  is  any  major  discrepancy  be- 
tween the  analyzed  end-tidal  concentration 
and  the  clinical  judgment  of  patient  depth, 
one  must  give  the  greater  weight  to  the 
clinical  judgment.  This  type  of  monitoring 
must  be  looked  on  as  an  addition  to,  not  a 
subtraction  or  substitution  for,  clinical 
monitoring. 


The  cases  reported  include  only  a few  acute 
myocardial  infarcts.  These  latter  patients  who 
develop  heart  blocks  have  a poor  immediate 
prognosis.  Most  of  the  cases  noted  involve 
patients  who  may  have  had  infarction  in  the 
past  and  had  repeated  attacks  of  unconscious- 
ness sometimes  complicated  by  heart  failure. 
Some  had  lived  for  many  months  with  their 
trouble,  but  others  had  a short  history  and  the 
repeated  attacks  seemed  to  be  life  threatening. 

With  electrical  cardiac  pacing,  there  is  an 
early  death  rate  of  10  per  cent  from  ventricular 
fibrillation  and  operative  complications.  From 
the  survivors  of  this  early  period,  there  will  be  a 
steady  toll  from  underlying  cardiac  disease  and 
from  electrical  failure.  Batteries  now  available 
will  require  replacement  in  about  five  years. 
Many  impending  failures,  including  those  of 
batteries,  can  be  diagnosed  in  advance  with  the 
help  of  electrocardiogram  studies,  and  can  be 
corrected  by  a minor  operation  without  expos- 
ing the  heart. 
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Recent  history  of  intrauterine  contracep- 
tive devices  begins  with  the  use  of  metal 
rings  in  Germany  in  the  1920’s.  Grafen- 
berg1  of  Berlin  pioneered  in  the  field  and  in 
1930  reported  that  of  600  patients  fitted 
with  silver  rings,  only  1.6  per  cent  had 
experienced  failures  of  contraception. 
There  was  no  evidence  to  indicate  that  the 
Grafenberg  ring  or  its  modifications  caused 
permanent  sterility,  nor  were  they  known  to 
have  damaged  any  child  accidentally  con- 
ceived. In  only  a minority  of  cases  were 
they  not  tolerated  by  the  uterus. 

Notwithstanding  a significantly  lower 
failure  rate  in  comparison  with  the  five  most 
popular  contraceptive  methods,  wider  use 
of  the  Grafenberg  ring  was  attended  by 
some  considerable  opposition,  primarily  as  a 
result  of  the  number  of  unfavorable  reports 
on  early  use.  This  led  to  the  general  im- 
pression that  use  of  the  ring  was  dangerous 
and  harmful,  and  this  attitude  persisted  in 
the  United  States  for  a number  of  years. 

However,  following  the  availability  of 
biologically  inert  plastics,  interest  in  the 
Grafenberg  ring  revived  in  1959,  with  the 


publication  of  reports  from  Oppenheimer2 
of  Israel  and  Ishihama3  of  Japan.  Oppen- 
heimer’s  report  covered  an  aggregate  ex- 
posure of  793  woman-years  with  20  preg- 
nancies, corresponding  to  a failure  rate  of 
2.5  per  cent.  Ishihama’s  article  was  based 
on  973  personal  observations  and  a much 
larger  but  less  intensively  studied  series  of 
18,594  cases  in  149  hospitals.  Among  his 
own  patients  the  percentage  of  pregnancies 
was  between  1.3  and  1.7;  in  the  large 
hospital  series  the  percentage  was  2.3. 

Both  Oppenheimer  and  Ishihama  had 
introduced  modifications  of  the  Grafenberg 
ring  during  the  course  of  the  periods 
studied.  Neither  reported  observing  any 
serious  side-effects. 

Consequent  to  the  renewed  interest  stim- 
ulated by  these  reports,  the  Population 
Council  initiated  and  sponsored  a fact- 
finding conference  on  intrauterine  contra- 
ceptive devices  in  New  York  City  in  1962. 4 
Extensive  data,  covering  approximately 
48,000  woman-months  of  exposure  and 
about  3,200  patients,  were  presented.  The 
conclusion  of  the  conference  was  that  much 
more  work  had  to  be  done  before  a definite 
answer  could  be  made  about  the  general 
suitability  of  intrauterine  contraceptive 
devices. 

At  present,  thorough  statistical  research 
covering  the  use  of  five  devices  (a  small  and 
a large  Margulies  spiral,  a small  and  a large 
Lippes  loop,  and  the  Birnberg  bow)  is  being 
coordinated  under  Tietze,5  research  director 
for  the  National  Committee  on  Maternal 
Health,  Inc.  Tietze’s  latest  progress  re- 
port covers  a total  of  nearly  90,000  woman- 
months. 

This  is  an  interim  report  summarizing 
three  years  experience  in  a continuing  study 
on  the  use  of  intrauterine  contraceptive 
devices,  primarily  the  Lippes  loop,  with  a 
series  of  260  patients  seen  at  the  Maternal 
Health  Clinic  of  the  Lenox  Hill  Hospital, 
New  York  City,  and  in  private  practice. 

Materials  and  methods 

During  the  early  part  of  the  study  several 
types  of  polyethylene  devices  and  one  steel 
device  were  tried  (Fig.  1)  to  determine 
which  was  the  most  suitable  and  effective. 

Type  A showed  a comparatively  high  rate 
of  expulsions  (23.43  per  cent),  and  its  use 
was  discontinued.  Difficulties  were  ex- 


1872  New  York  State  Journal  of  Medicine  / July  15, 1965 


perienced  in  obtaining  type  B,  and  the  only 
pregnancy  with  a device  in  situ  occurred 
with  this  type.  Insertion  of  type  C,  of 
stainless  steel,  required  dilatation,  and  this 
type  could  only  be  detected  by  sounding;  it 
also  showed  somewhat  more  bleeding  than 
with  other  types. 

On  the  basis  of  most  favorable  experience, 
exclusive  use  has  been  made  since  mid- 1963 
of  the  Lippes  loop,  type  D.  Twenty  inser- 
tions have  been  made  of  loop  I (small)  and 
110  of  loop  II  (large). 

The  Lippes  loop  is  made  of  radiopaque 
polyethylene  with  barium  powder  intro- 
duced during  the  molding  process  and  is  be- 
lieved to  be  biologically  inert.  Attached  is 
a “tail”  of  fine  nylon  suture  material  which 
is  allowed  to  extend  into  the  vagina.  The 
purpose  of  this  “tail”  is  to  aid  in  detection 
of  the  device  by  the  patient  and  in  its  even- 
tual removal.  Manufacture  of  the  device 
conveys  to  it  a “plastic  memory”  which 
allows  it  to  resume  its  shape  in  the  uterine 
cavity  after  it  has  been  straightened  out  for 
insertion. 

Insertion  of  the  loop  is  a comparatively 


four  types  of  intrauterine  devices,  of  which 
only  one,  the  Lippes  loop,  is  being  used  cur- 
rently, were  used  in  a continuing  study  invol- 
ving 260  cases.  Only  6 unplanned  pregnan- 
cies occurred,  of  which  4 followed  unnoticed 
expulsion  of  a type  of  device  which  is  no  longer 
being  used.  The  device  seems  to  be  well  tole- 
rated by  most  patients;  in  3.2  per  cent  the 
method  was  discontinued  for  various  reasons. 
There  has  been  no  evidence  that  protracted  use 
of  a polyethylene  device  adversely  affects  fer- 
tility or  subsequent  pregnancy,  and  there  has 
been  no  evidence  of  cancer. 


simple  office  procedure  which  does  not  re- 
quire dilatation  of  the  cervix  or  anesthesia. 
The  loop  is  kept  in  1:1000  solution  of 
benzalkonium  (Zephiran)  chloride.  After 
careful  pelvic  examination  to  avoid  all  con- 
traindications and  pathologic  processes,  the 
uterine  cavity  is  sounded,  and  the  cannula 
(Fig.  IE)  with  the  loop  in  it  is  then  intro- 
duced with  aseptic  technic.  Closing  the 
plunger  slowly  permits  the  device  to  resume 


FIGURE  1.  Contraceptive  devices.  (A)  Polyethylene.  (B)  Polyethylene.  (C)  Stainless  steel.  (D)  Poly- 
ethylene Lippes  loop.  (E)  Polyethylene  inserter  with  plunger. 
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its  shape  and  lie  in  a horizontal  plane  within 
the  uterine  cavity. 

Patients  are  given  a written  guide  sheet 
on  the  nature  and  use  of  the  device,  includ- 
ing instructions  to  record  all  bleeding  and 
menses.  They  are  warned  about  the  possi- 
ble loss  of  the  loop  and  are  taught  to  feel  the 
presence  of  the  “tail”  as  a means  of  reas- 
suring themselves  that  the  loop  is  still  in 
position.  In  view  of  this  ability  to  confirm 
the  continued  presence  of  the  device,  no 
other  form  of  contraception  is  required. 

Removal  of  the  loop  by  the  physician  is 
also  a comparatively  simple  procedure,  not 
requiring  the  use  of  anesthesia. 

Re-examinations  are  performed  after  one 
month  and  yearly  thereafter.  On  these 
occasions  a careful  search  for  correct  loca- 
tion of  the  loop  is  undertaken.  Patients 
are  seen  more  frequently  only  in  the  event 
of  untoward  symptoms. 

Contraindications  to  the  use  of  the  device 
are:  infections  or  inflammations  of  the  cer- 
vix or  of  the  tubes,  severe  dysmenorrhea, 
myomata  or  previous  myomectomy,  and  a 
hypoplastic  uterus.  All  patients  who  show 
any  reservation  about  this  particular 
method  of  contraception  on  psychologic 
grounds  are  likewise  excluded. 

In  the  present  series  of  260  patients, 
ranging  in  age  from  eighteen  to  forty-five 
years,  insertions  totaled  278,  and  the  ag- 
gregate number  of  woman-months  of  use 
was  4,240.  Of  260  patients,  38  had  a de- 
vice in  place  for  from  one  to  three  months, 
86  for  from  three  to  twelve  months,  and  136 
for  from  twelve  to  thirty-six  months. 
Forty-eight  patients  had  had  no  previous 
pregnancies,  76  patients  had  1 previous 
pregnancy,  and  136  patients  had  2 or  more 
previous  pregnancies. 

Results 

In  comparing  the  effectiveness  of  various 
methods  of  contraception,  a failure  rate  per 
100  woman-years  of  exposure  to  the  risk  of 
pregnancy  is  customarily  used,  and  the 
following  failure  rates  have  been  quoted4: 
diaphragm,  14.5;  rhythm,  38.5;  and  intra- 
uterine devices,  2.5. 

In  the  present  series,  involving  260 
patients,  unintended  pregnancies  occurred 
in  only  6 patients,  in  4 after  unnoticed  ex- 
pulsion (all  of  type  A).  Of  the  remaining  2, 
1 became  pregnant  with  the  device  (type  B) 


in  situ.  The  device  was  removed,  and  the 
diagnosis  of  pregnancy  was  made  approxi- 
mately two  weeks  later  with  the  help  of  an 
Aschheim- Zondek  test.  Almost  immedi- 
ately thereafter  the  patient  returned  with 
vaginal  bleeding  and  was  found  to  be  abort- 
ing. 

In  the  other  case  (also  involving  type  B), 
loss  or  retention  of  the  device  was  undeter- 
mined at  the  time  of  pregnancy,  which 
proceeded  normally  and  terminated  in  the 
birth  of  a healthy  child.  During  the  post- 
partum period  an  x-ray  film  showed  that 
the  device  had  migrated  through  the  uterus 
into  the  abdominal  cavity,  where  it  has 
caused  no  untoward  symptoms. 

No  pregnancies  have  occurred  with  the 
use  of  either  type  C or  type  D. 

The  over-all  failure  rate  per  100  woman- 
years  in  this  series  (including  the  4 instances 
of  pregnancy  after  unnoticed  expulsion)  was 
2.5  per  cent.  The  failure  rate  with  the  de- 
vice in  situ  (type  B)  or  unknown  was  0.7  per 
cent;  for  types  C and  D the  rate  was  0 per 
cent. 

In  64  insertions  of  type  A,  there  were  15 
expulsions  (23.43  per  cent);  in  34 insertions 
of  type  B and  13  insertions  of  type  C,  there 
were  no  expulsions;  and  in  130  insertions  of 
type  D,  there  was  1 expulsion  (0.14  per 
cent). 

Devices  were  removed  for  the  following 
reasons:  four,  at  the  request  of  patients  who 
wanted  to  become  pregnant  (all  succeeded 
immediately  in  conceiving,  and  all  returned 
following  delivery  to  the  same  method  of 
contraception  which  they  found  most  ac- 
ceptable and  effective);  one,  because  of  ex- 
cessive cramps;  and  seven,  because  of  stain- 
ing or  bleeding.  The  endometrium  of  each 
of  the  latter  7 patients  was  biopsied.  Six 
patients  showed  normal  appearance  of  the 
endometrium,  while  the  remaining  patient 
had  formed  a decidua-like  endometrial  lin- 
ing. (However,  after  removal  the  patient 
became  entirely  normal  without  any  other 
form  of  therapy.)  One  loop  was  removed 
because  of  suspected  but  unproved  in- 
fection. 

Mode  of  action 

The  mode  of  action  of  these  devices  as 
effective  contraceptives  is  still  not  clear. 
However,  a recent  study  in  rats  indicates 
that  an  intrauterine  foreign  body  prevents 
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pregnancy  by  interfering  with  implanta- 
tion, rather  than  by  interfering  with  fertili- 
zation.6 

The  tubal  transport  of  ova  appears  to  be 
speeded  up  to  allow  the  ovum  to  reach  the 
endometrial  cavity  before  the  endometrial 
lining  has  acquired  a thickness  sufficient  for 
implantation  to  occur.7 

Comment 

From  the  present  series,  the  intrauterine 
method  appears  to  be  highly  effective. 
The  method  is  well  liked  by  the  patients  and 
their  spouses. 

The  potential  of  this  method  as  a prac- 
tical contraceptive  technic  is  enhanced  by 
the  minimum  patient  cooperation  required, 
by  its  comparatively  low  cost,  and  by  the 
relatively  simple  procedures  involved  in 
inserting  and  removing  the  device.  Never- 
theless, it  is  recommended  that,  for  the  time 
being,  screening  of  patients  and  application 
of  the  technic  be  limited  to  experienced 
physicians,  preferably  gynecologists. 

A not  insignificant  factor  contributing  to 
the  effectiveness  of  the  method  in  the  pres- 
ent study  has  been,  it  is  felt,  the  careful  en- 
couragement of  a relationship  of  trust  and 
understanding  with  each  patient,  whether 
seen  privately  or  in  the  clinic.  This  is 
believed  to  have  been  of  considerable  help 
in  diminishing  undue  psychologic  concern 
about  use  of  the  method  or  regarding  minor 
temporary  symptoms  accompanying  initial 
reactions  to  its  use. 

Summary 

The  polyethylene  intrauterine  device 
(particularly,  the  Lippes  loop)  appears  to  be 
a highly  effective  and  safe  method  of  con- 
traception. 

Four  types  of  intrauterine  contraceptive 


devices,  three  of  polyethylene  and  one  of 
stainless  steel,  were  used  in  a continuing 
study,  involving  to  date  260  cases  over  an 
aggregate  period  of  exposure  of  4,240 
woman-months.  Currently,  exclusive  use 
is  being  made  of  one  type  of  polyethylene 
device,  the  Lippes  loop  (Fig.  ID). 

Only  6 unplanned  pregnancies  have  oc- 
curred, of  which  4 followed  unnoticed  ex- 
pulsion of  a device  (type  A)  which  is  no 
longer  being  used.  Spontaneous  expulsion 
occurred  in  16  cases,  15  of  which  involved 
use  of  type  A. 

The  device  appears  to  be  well  tolerated 
by  the  great  majority  of  well-selected 
patients,  but  in  3.2  per  cent  of  the  cases  the 
method  was  discontinued  for  various 
reasons. 

There  has  been  no  evidence  that  pro- 
tracted use  of  a polyethylene  device  ad- 
versely affects  fertility  or  subsequent  preg- 
nancy. 

With  all  patients  being  followed  with 
yearly  Papanicolaou  smears,  there  has  been 
no  evidence  of  cancer. 

799  Park  Avenue, 
New  York  City  10021 
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|n  that  it  is  derived  from  the  field  of 
animal  husbandry,  artificial  insemination 
extends  back  many  centuries.  However, 
the  first  scientific  demonstration  in  animals 
was  in  1785, 1 and  John  Hunter’s  brother- 
in-law  reported  in  1799  that  Hunter  had 
successfully  performed  this  procedure  a 
few  years  earlier  for  a human  couple  in 
which  the  husband  suffered  from  hypo- 
spadias.2 There  was  a successful  artificial 
insemination  in  France  in  1838,  reported 
three  years  later,  and  another,  the  first 
in  the  United  States,  in  1866. 3> 4 

These  were,  however,  instances  of  arti- 
ficial insemination  using  the  husband’s 
semen  (A.I.H.),  a technic  resorted  to  in 
cases  of  impotence,  dyspareunia,  vaginal 
spasm,  severe  hypospadias,  failure  to 
ejaculate,  and  so  forth.  Artificial  insemi- 
nation using  a donor’s  semen  (A.I.D.)  was 
first  performed  in  1909  as  far  as  is  known, 
but  its  use  has  increased  considerably 
since  then,  especially  in  the  United  States. 
The  practice  of  A.I.D.  is  enshrouded  in 
secrecy,  and  figures  are  difficult  to  obtain. 
In  1941  a poll  of  30,000  physicians  elicited 
7,642  replies,  reporting  9,489  instances  of 
artificial  insemination  of  which  3,510  were 
reported  as  A.I.D.4  All  authorities  agree 
that  the  practice  is  increasing. 

A.I.D.  is  resorted  to  in  sterility  and  for 
eugenic  and  genetic  reasons.  Its  technic 
is  summarized  by  Guttmacher3  who  notes 


the  need  for  the  anonymity  of  the  donor, 
often  a member  of  the  hospital  house  staff 
whose  background  and  own  children  are 
known  to  the  gynecologist.  A.I.D.  in- 
noculations  are  given  around  the  date  of 
ovulation,  three  to  six  times,  and  repeated 
monthly,  and  conception  is  said  to  occur 
usually  within  the  first  three  months.3 

Despite  the  increasing  frequency  there 
has  been  no  adequate  psychiatric  or  med- 
ical follow-up  of  the  procedure,  and  very 
little  is  recorded  in  the  literature  concern- 
ing it.  Therefore,  it  is  relevant  to  report 
2 cases  in  which  A.I.D.  seemed  to  have 
a most  untoward  result. 

Case  reports 

Case  1.  A twenty-eight-year-old  salesman 
and  junior  executive  in  a building  supply  com- 
pany was  seen  in  a hospital  clinic  for  complaints 
of  excessive  fatigue  and  perspiration,  dull  back- 
aches, and  sexual  difficulties  for  approximately 
four  months.  He  reported  that  he  was  sterile. 
An  organic  examination  showed  negative  find- 
ings except  that  both  testes  were  found  to  be 
small  and  soft  on  physical  examination.  A sperm 
count  was  reported  as  4 cc.  of  occasionally  dead 
sperm,  and  there  was  a history  of  a testicular 
biopsy  which  was  evaluated  as  bilateral  testi- 
cular atrophy  with  Leydig  cell  hyperplasia.  All 
else  was  normal  including  physical  appearance, 
penis,  hair  distribution,  chromosome  count  (re- 
ported as  normal  male),  and  sexual  chemistry. 
The  tentative  diagnosis  was  Kleinfelter’s  syn- 
drome. 

Nevertheless,  the  patient’s  complaints  were 
not  organic,  anxiety  was  noted,  and  he  was 
referred  for  a psychiatric  evaluation.  On  ex- 
amination he  was  tense  and  guarded,  with  a 
smooth  face,  his  hair  slicked  back,  perfectly 
groomed  and  attired — apparently  a rather  vain 
young  man  and  inclined  toward  “cleverness.” 
At  first  he  was  reluctant  but  then  began  to  tell 
his  story  with  a great  deal  of  feeling.  He  related 
that  his  mother  died  when  he  was  young;  he  had 
rheumatic  fever  in  childhood  and  had  missed  a 
great  deal  of  school;  and  his  father  was,  it 
seemed,  a stern,  aloof  man,  inattentive  and  not 
given  to  show  of  affection.  He  cried  as  he  spoke 
of  how  he  had  been  deprived  of  these  things,  and 
especially  of  how  much  he  missed  his  father’s 
love  and  interest.  In  college  he  became  ex- 
tremely anxious,  started  psychotherapy,  and 
left  school.  He  continued  therapy  for  two 
years,  and  he  found  a job  which  he  kept  and  in 
which  he  worked  himself  up.  He  apparently 
earned  about  $10,000,  which  meant  that  he  had 
been  admitted  into  the  hospital’s  low-cost  clinic 
under  somewhat  improper  circumstances. 

He  met  a girl  whose  father  outdid  his  own  for 
brusqueness  and  sterness,  at  least  as  far  as  he 
was  concerned.  A tyrannical,  wealthy,  self-made 
businessman,  he  opposed  the  marriage  and 
accused  the  young  man  of  seeking  his  money. 
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The  patient  denied  this,  said  that  he  loved  the 
girl,  and  continued  pursuing  her.  The  objection 
then  centered  around  the  fact  that  there  had 
been  some  instances  of  mental  illness  in  both 
families,  and  the  girl’s  father  now  opposed  the 
marriage  on  eugenic  grounds.  They  then  agreed 
to  consult  a psychiatrist,  who  approved,  and  the 
marriage  took  place. 

All  went  well  for  four  years,  when,  having 
tried  to  conceive,  the  couple  underwent  tests 
with  the  result  indicated  previously.  The 
young  man  became  quite  upset  at  this  blow,  and 
when  the  gynecologist  began  to  urge  A.I.D.  on 
them,  he  went  along  with  it.  The  physician 
said  that  he  was  combining  the  donor’s  semen 
with  the  husband’s  infertile  semen,  but  the 
patient  was  not  convinced  and  knows  the  child 
they  have  is  not  his.  (Guttmacher  advises 
against  this  practice.3) 

The  procedure  went  on  for  slightly  over  a 
year.  At  first  the  wife  had  trouble  conceiving. 
Several  times  they  thought  she  had  conceived 
and  aborted.  Once  she  had  to  have  a dilatation 
and  curettage.  Month  after  month  she  returned 
to  the  office  for  A.I.D.  injections.  During  this 
time  the  patient  became  increasingly  tense, 
began  to  have  nightmares,  bouts  of  anxiety,  and 
sleeping  disturbances.  The  relationship  be- 
tween him  and  his  wife  deteriorated.  Their 
sexual  relations  decreased  markedly,  and  they 
found  themselves  bickering  and  in  frequent 
arguments. 

After  the  birth  of  the  child  he  became  sexually 
involved  with  a forty-year- old  divorced  woman, 
his  first  extramarital  affair.  He  felt  guilty 
about  it  and  often  brought  her  to  his  home  to 
meet  his  wife  who  then  accused  him  of  infidelity. 
Remorseful,  he  confessed,  and  they  returned  to 
the  psychiatrist  who  told  the  young  man  to  stop 
the  affair.  He  did,  but  within  three  or  four 
months  he  was  involved  with  another  girl,  a 
twenty-year-old  girl,  who  he  said  excited  and 
thrilled  him.  This  he  kept  secret  from  his  wife 
as  the  marriage  further  deteriorated.  He  felt 
guilty  and  frightened  of  being  discovered;  he 
did  not  want  to  give  up  his  marriage  but  felt 
resentment  toward  his  wife  and  did  not  want  to 
have  relations  with  her.  He  had  difficulty  when 
he  tried  and  rarely  did  unless  she  cried,  accused 
him  of  not  loving  her,  and  threatened  to  leave. 
She  herself  had  gone  into  psychotherapy  prior  to 
this. 

With  the  other  woman  he  had  relations  two, 
three,  and  four  times  a night.  (He  said,  “I’m 
like  an  animal  with  her;  we  do  everything, 
every  kind  of  sex.”)  It  was  in  this  context  that 
the  symptoms  developed  which  brought  him  to 
the  clinic. 

It  was  apparent  that  this  markedly  immature, 
oral,  narcissistic  person  had  suffered  a severe 
blow  to  his  narcissism  with  the  discovery  of  his 
infertility.  The  successful  A.I.D.  had  then 
destroyed  his  sense  of  masculinity  completely 
and  set  him  on  the  path  on  which  he  was  torn  be- 
tween his  marriage  on  the  one  hand,  with  now  a 
deep  ambivalence  toward  his  wife,  and  on  the 
other  hand,  the  other  woman  and  his  recon- 
stituted masculinity  with  her.  He  could  give  up 


neither;  therefore  he  could  not  return  to  his 
former  psychiatrist  or  seek  a new  one,  for  treat- 
ment meant  the  loss  of  one  or  the  other 
woman.  He  said  that  despite  all  the  difficulties 
the  wife  wanted  another  child  and  planned  to  go 
back  to  the  same  gynecologist,  and  he  too  was 
agreeable  to  this. 

This  latter  fact  is  often  taken  as  a sign  of  a 
psychologically  successful  A.I.D.  result:  that 

the  couple  was  so  happy  they  wanted  it  repeated 
with  the  same  doctor  and  donor.  It  could  also 
indicate  the  presence  of  a particular  Oedipus 
fantasy  on  the  part  of  the  woman  involving  the 
gynecologist  and  the  unknown  donor  and  the 
presence  of  a basically  passive  husband  with  a 
significant  degree  of  unconscious  bisexuality. 

Case  2.  A thirty-five-year-old  woman  gave 
a history  of  a passive,  moody,  compulsive,  hard- 
working, and  somewhat  withdrawn  father  and  a 
frantic,  fearful,  anxious  mother.  In  the  home 
there  were  frequent  arguments  between  the 
parents,  and  the  mother  on  occasion  was  un- 
faithful, a fact  which  the  children  knew  for  she 
brought  the  men  into  the  home. 

The  patient  had  a clinging,  symbiotic  attach- 
ment to  the  mother,  unable  to  tolerate  being 
away  from  her  and  fearing  she  would  never  re- 
turn when  she  went  out.  The  situation  became 
worse  at  the  age  of  five  when  a younger  sister 
was  bom  to  whom  the  patient  exhibited  much 
hostility.  She  suffered  marked  separation 
anxiety  on  going  to  school.  A shy,  timid,  with- 
drawn child,  she  had  few  friends,  and  although 
she  did  satisfactorily  in  school,  she  avoided 
extracurricular  activities,  preferring  to  remain 
home.  She  never  slept  away  from  home  prior 
to  her  marriage  and  was  very  jealous  of  any 
attention  the  mother  paid  to  others. 

There  were  symptoms  in  childhood:  several 

episodes  of  tremulousness  and  an  episode  of 
numbness  of  one  side  of  the  body  and  spots  be- 
fore the  eyes,  associated  with  great  anxiety.  At 
the  age  of  eleven  when  the  mother  went  to  work, 
the  patient  developed  a compulsive  cleanliness 
and  fear  of  contamination.  After  her  adoles- 
cence she  went  to  work  at  a clerical  job  and 
subsequently  married  an  extremely  passive 
man.  She  continued  to  be  a frightened,  fragile, 
clinging  creature,  dominated  by  her  in-laws  and 
markedly  inhibited.  The  mother  died  of  cancer 
when  the  husband  was  overseas  in  service,  and 
after  his  return  they  lived  with  her  father. 

They  attempted  to  conceive  and,  failing  at 
this,  went  to  a physician  who  suggested  A.I.D., 
to  which  they  both  agreed.  The  procedure  went 
on  for  eleven  months,  and  during  this  time  the 
patient  became  increasingly  tense  and  anxious 
and  had  difficulty  in  sleeping.  She  slowly  de- 
veloped the  idea  that  a man  she  saw  a few  times 
in  the  office  was  the  donor  and  that  the  physician 
wanted  her  to  have  relations  with  him  in  addition 
to  continuing  the  A.I.D.  She  spoke  of  this  to 
her  husband  who  said  nothing,  and  she  subse- 
quently embarked  on  an  affair  with  the  man  in 
the  office  for  two  months,  at  which  time  she 
conceived  and  broke  off  with  him. 

However,  during  this  time  she  began  to  feel 
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extremely  guilty  and  panicky  and  felt  that 
others,  the  neighbors,  knew  and  were  looking  at 
her  strangely  and  calling  her  “riffraff.”  She 
suffered  recurrence  of  her  childhood  symptoms 
of  numbness,  tremors,  and  scotoma  and  feared 
that  she  had  a tumor  and  would  be  paralyzed. 
She  had  difficulty  in  swallowing,  suffered  choking 
sensations,  and  feared  that  she  would  swallow 
her  tongue.  She  began  to  experience  a personal- 
ity change,  fighting  with  and  screaming  at  her 
husband.  The  idea  grew  on  her  that  she  had 
changed  and  was  not  so  inhibited  anymore. 
She  liked  to  think,  in  regard  to  the  child,  that 
she  had  “done  it  herself”  and  was  “something 
special,”  and  she  said  this  to  her  husband  during 
arguments.  These  disturbances  developed 
slowly  and  became  more  marked  after  the  de- 
livery, when  her  fearfulness  increased.  A year 
later  she  entered  into  an  extramarital  affair, 
later  became  pregnant,  and  at  her  husband’s 
urging  had  an  abortion.  Her  anxiety  and 
hypochondriasis  persisted.  She  obtained  a 
legal  separation,  entered  a second  affair  after  the 
first  collapsed,  and  obtained  a divorce;  but 
after  the  second  affair  ended  she  returned  to 
her  husband.  However,  the  ideas  of  reference, 
paranoid  ideation,  anxiety,  and  withdrawal  be- 
came so  severe  that  despite  psychiatric  treat- 
ment she  had  to  be  hospitalized  and  was  given 
electroconvulsive  therapy.  After  a hospitaliza- 
tion of  almost  a year  she  was  discharged  to  out- 
patient psychotherapy,  an  extremely  anxious, 
delusional,  chronic  schizophrenic  woman  with 
the  preceding  symptoms  and  preoccupied  with 
a sense  of  guilt  over  her  extramarital  sexuality. 

Comments 

There  are  three  areas  of  concern  over 
artificial  insemination:  legal,  religious,  and 
psychiatric.  While  A.I.H.  poses  no  legal 
problems,  A.I.D.  has  raised  some  questions 
in  the  areas  of  adultery,  legitimacy,  and 
inheritance.  Legal  decisions  in  Canada 
(1921),  England  (1924),  Illinois  (1954), 
and  Italy  (1959)  have  ruled  A.I.D. , to 
constitute  adultery.  On  the  other  hand, 
courts  in  Scotland  (1958),  New  York 
(1948),  a subcommittee  of  the  Michigan 
Bar  (1956),  and  the  House  of  Lords  (1958) 
gave  a contrary  opinion.  A New  York 
State  court,  moreover,  ruled  (1948)  that  a 
child  so  born  was  legitimate,  and  the  legal 
trend  in  general  seems  to  be  toward  ac- 
ceptance of  A.I.D. 

There  is  no  great  religious  objection  to 
A.I.H.  save  that  the  Roman  Catholic 
Church  through  Pope  Pius  XII  in  1957 
stated  its  opposition  to  immoral  methods 
of  obtaining  the  semen  (masturbation, 
coitus  interruptus,  and  condoms).  How- 
ever, Pope  Pius  XII  (1949  and  1951)  and 


the  Anglican  Archbishop  of  Canterbury 
(1948)  declared  themselves  opposed  to 
A.I.D.  as  being  of  the  same  order  as 
adultery  (“immoral  and  absolutely  il- 
licit”). Other  Protestant  churches,  how- 
ever, permit  it,  as  do  some  Jews;  but 
others,  especially  orthodox  Jews,  oppose  it. 
The  trend  in  religion  seems  to  be  toward 
acceptance,  especially  among  Protestants 
and  Reformed  Jews.4 

There  is  little  in  medical  and  psychiatric 
literature  concerning  the  follow-up  of 
A.I.D.  because  of  all  the  secrecy  surrounding 
the  practice  and  a disinclination  to  add  an 
inquisition  that  might  increase  the  emo- 
tional strain  on  an  A.I.D.  family.  The 
A.I.D.  children  are  still  young,  in  great 
part,  and  few  psychiatrists  have  had  much 
to  do  with  the  procedure,  which  is  in  the 
hands  of  gynecologists  and  general  physi- 
cians. However,  in  an  article  in  the 
British  Medical  Journal  in  1947,  a physi- 
cian reported  that  he  gave  up  A.I.D.  be- 
cause of  difficulties  due  to  “feelings  of 
inferiority  on  the  husband’s  part  after  the 
birth  of  the  child,  anxiety  about  the  status 
of  the  child,  and  the  mental  attitude  of  the 
wife  to  the  donor.”4  The  first  and  last 
points  are  quite  relevant  to  the  2 cases 
herein  reported. 

In  line  with  this,  a debate  in  the  House 
of  Lords  resulted  in  the  establishment  of  a 
Commission  on  Artificial  Insemination  in 
1960  under  Lord  Feversham,  which,  after 
an  investigation,  came  out  opposed  to  the 
practice.  They  reported  a few  cases  in 
which  the  husband,  wife,  or  child  showed 
disturbances,  and  they  noted  difficulties 
in  cases  in  which  the  couples  were  “not 
completely  stable,”  (for  example,  one 
wife  “tried  to  treat  the  physician  as  the 
father”  and  a husband  treated  the  A.I.D. 
child  ‘ ‘ differently . ” ) 4 

Possible  difficulties  noted  by  others 
might  occur  if  the  child,  by  chance  or  design, 
were  informed  of  its  origin;  there  might 
be  problems  of  custody  and  visitation  should 
the  marriage  break  up;  there  might  be 
alteration  in  attitudes  of  one  spouse  toward 
the  other;  and  so  forth.  It  is  interesting  to 
note  that  the  religious  equation  of  A.I.D. 
with  adultery  may  express  a deep  psycho- 
logic truth,  at  least  in  some  cases.  Both  of 
the  patients  reported  herein  reacted  as  if 
it  were  adultery. 

These  reports  bear  out  considerations 
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presented  in  a article  by  Gerstel  in  January, 
1963, 5 and  another  by  Heiman  and  Kleeg- 
man6  who  reviewed  the  reactions  in  a 
husband  under  analysis  while  his  wife  was 
undergoing  A.I.H.  The  former  author 
notes  the  guilt,  hostility,  and  vengeful 
feelings  aroused  in  the  woman  toward  her 
husband,  and  both  articles  describe  the 
man’s  great  anxieties,  castration  anxiety, 
homosexual  panic,  and  narcissistic  injury 
to  the  ego.  These  consequences  were 
related  to  the  reactivation  of  repressed 
infantile  fantasies  and  fears,  from  the 
Oedipus  complex  back  to  separation  anx- 
iety. 

These  anxieties  are  perhaps  not  in  them- 
selves contraindications  to  A.I.D.  All 
movements  of  passage  from  one  state  to 
another  repeat  the  act  of  separation  and 
individuation,  into  marriage  and  into 
parenthood,  and  might  reawaken  such 
conflicts.  This  is  no  barrier  to  action. 
Anxiety  is  a challenge  which  is  not  always 
to  be  avoided.  The  question  is  how  well 
it  is  handled  and  whether  or  not  the  re- 
wards make  the  gamble  worth  trying 
(especially  with  A.I.D.  in  which  the 
question  may  not  be  child  or  no  child, 
but  rather  A.I.D.  or  adoption). 

There  is  not  enough  information  to 
come  to  a definite  conclusion  concerning 
A.I.D.,  but  the  2 cases  and  the  review  of 
the  literature  point  up  the  necessity  of 
reviewing  A.I.D.  instances  and  of  obtaining 
data.  Furthermore,  it  is  suggested  that 
a full  psychiatric  investigation  of  the  couple 
is  in  order  before  A.I.D.  is  embarked  on, 
at  least  the  same  attention  as  is  given  by 
legitimate  adoption  agencies.  In  both 
cases — a deeply  immature  man  with  a 
severe  personality  disorder  and  past  his- 
tory of  psychiatric  disturbance  and  a 
psychotic  woman — any  psychiatrist  would 


have  interdicted  A.I.D.,  absolutely  in  the 
second  case,  and  in  the  first  until  much 
was  worked  out  in  treatment. 

The  question  is,  in  addition,  one  of  A.I.D. 
versus  adoption  rather  than  a question  of 
depriving  a woman  of  a child.  Adoption 
does  require  the  voluntary  renunciation 
on  the  part  of  a woman  of  one  aspect  to  her 
sexuality,  the  bearing  and  delivery  of  a 
child,  while  she  continues  to  be  able  to 
gratify  the  sensual  and  maternal  aspects 
of  her  womanhood.  Yet  it  is  possible  that 
in  some  instances  such  renunciation,  if  it  is 
given  freely,  could  tend  to  tie  a marriage 
more  closely  together,  while  the  little  data 
available  suggest  that  A.I.D.  can  have  a 
divisive  influence,  at  least  in  some  in- 
stances, in  these  2 cases  in  particular. 

Summary 

Two  cases  of  untoward  results  of  arti- 
ficial insemination  by  a donor  are  re- 
ported and  the  literature  on  this  subject 
reviewed.  The  dangers  involved  are 
pointed  out  as  well  as  the  need  for  psy- 
chiatric investigation  before  A.I.D.  and 
for  close  follow-up  studies  after. 
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T he  so-called  “battered  child”  syndrome 
has  aroused  considerable  interest  in  recent 
years,  particularly  among  pediatricians, 
radiologists,  and  pathologists. 16  News- 
papers and  magazines  also  have  devoted 
headlines  and  space  to  this  shocking  and 
baffling  phenomenon.7'8 

Cases  of  gross  abuse  resulting  in  fractures 
and  severe  injuries  usually  come  to  the 
attention  of  hospitals;  hence,  the  interest 
of  the  specialists.  Some  of  these  children 
succumb  to  their  injuries  and  their  tragic 
tale  attracts  attention;  hence,  the  head- 
lines and  the  publicity. 

This  phenomenon  merits  the  most  earn- 
est attention  of  an  informed  public,  and 
much  thought  needs  to  be  given  to  these 
tragedies  by  a variety  of  professions.  In 
fact,  this  problem  is  so  difficult  and  multi- 
faceted that  a society  frequently  called 
“child-centered”  as  yet  has  been  unable  to 
find  a satisfactory  solution  to  it. 

What  is  even  more  disconcerting  is  that 
for  every  grossly  abused  child  there  are 
probably  many,  and  no  one  knows  how 
many,  whose  neglect  and  abuse  goes  un- 
noticed. Manifestations  of  negligence  can 
be  detected  by  observing  adults  and 
practicing  physicians,  yet  very  few  such 


reports  originating  in  child  health  stations 
or  physicians’  offices  have  been  published 
in  the  literature.9  One  may  question 
whether  there  are  really  so  few  cases  of 
abused  children  who  turn  up  in  a preventive 
setting  or  whether  physicians  in  a non- 
emergency type  of  practice  need  not  be 
more  alert  to  this  problem.  It  is  for  this 
reason  that  the  study  described  in  this 
reported  was  undertaken. 

Signs  of  child  neglect  have  indeed  been 
observed  in  child  health  conferences  of 
The  City  of  New  York  Department  of 
Health.  These  conferences  are  designed 
to  give  preventive  care  to  infants  and  pre- 
school children. 

Although  it  seems  odd  that  a mother  or 
guardian  should  take  her  child  for  a medical 
check-up  while  she  is,  in  reality,  neglecting 
him,  these  incongruities  do  exist.  They 
can  be  partly  explained  by  the  ambiguities 
of  the  human  character;  in  part  they  are 
the  result  of  pressures  that  damage  the 
parent  and  injure  the  parent-child  relation- 
ship. 

Method 

At  present  there  are  88  child  health  sta- 
tions in  New  York  City  that  serve  over 
36  per  cent  of  all  newborn  infants  and 
deal  each  year  with  over  200,000  individual 
children  under  six  years  of  age.  Data  for 
this  study  were  collected  with  the  aid  of  a 
simple  questionnaire  that  was  sent  to  the 
200  physicians  rendering  care  in  the  child 
health  stations  of  The  City  of  New  York 
Department  of  Health  (Fig.  1).  This 
simple  reporting  was  instituted  in  the 
spring  of  1963. 

Since  the  words  “neglect”  and  “abuse” 
are  difficult  to  define  and  may  be  in- 
terpreted in  a variety  of  ways,  it  was 
suggested  that  the  lesion  observed  be 
described  and  that  other  visible  manifesta- 
tions of  neglect  such  as  malnutrition,  * 
poor  hygiene,  and  the  number  of  broken 
appointments  to  the  child  health  stations 
be  recorded.  Merely  psychologic  aspects 
of  neglect  such  as  parental  deprivation  were 
not  covered  by  this  questionnaire.  Physi- 
cians also  were  asked  to  give  a very  brief 
assessment  of  the  parents’  response  to 
questions  and  to  indicate  what  disposition 

* The  nutritional  variant  of  the  battered  chUd  al§Q  has  heen 
described  in  the  literature. 10 
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INSTRUCTIONS— SYNDROME  TYPE  X 
SPECIAL  REPORT 


Recent  medical  and  lay  literature  has  pointed 
out  that  there  are  a considerable  number  of 
children  who  are  either  neglected  or  abused  by 
their  parents.  In  many  instances  these  adults 
are  disturbed  people  in  need  of  professional  help. 
The  attached  questionnaire  is  an  attempt  to 
determine  whether  such  children  are  known  to 
our  child  health  conference.  Since  about  x/%  of 
newborn  infants  receive  care  in  our  child  health 
stations,  this  report  might  provide  an  estimate 
of  the  magnitude  of  this  problem  in  the  com- 
munity. 

It  is  realized  that  “neglect”  is  hard  to  define 
and  that  its  assessment  may  be  to  some  extent 
subjective.  In  order  to  be  as  specific  as  we  can, 
we  wish  to  limit  this  report  to  physical  findings 


such  as  bruises,  hematomata,  fractures,  and  to 
forms  of  abandonment. 

It  has  also  come  to  our  attention  that  young 
children  are  sometimes  cared  for  by  total 
strangers.  These  cases  may  represent  a form  of 
parental  abandonment  and  are  worthy  of  in- 
vestigation. We  suggest  that  you  use  item 
number  5 to  indicate  whether  the  child  comes  to 
the  child  health  station  every  time  with  a 
stranger. 

This  questionnaire  should  be  completed  for 
each  child  who  appears  to  represent  any  of  the 
above-mentioned  problems.  If  its  completion 
seems  to  embarrass  you,  do  not  sign.  Please 
communicate  with  Dr.  Nina  Bleiberg  if  you  have 
any  questions  regarding  this  procedure. 


SPECIAL  REPORT 


The  following  observations  seem  to  indicate  that 
this  child  suffers  from  Syndrome  Type  X: 


IDENTIFYING  DATA 

Child’s  name Birth  Date 

Address  of  family 

Name  of  Mother Age 

Name  of  Father Age 

Marital  Status  of  Mother: 

a.  married  & living  with  husband  □ 

b.  separated  □ 

c.  divorced  □ 

d.  not  married  □ 

e.  remarried  □ 

f.  widowed  □ 

Marriage  Date 

OBSERVATIONS 


1.  Type  of  lesion  (describe  in  detail) 


3.  History  of  previous  traumata 


Other  signs  of  neglect: 

a. 

malnutrition 

□ 

b. 

poor  hygiene 

□ 

c. 

more  than  five  broken 

appointments 

in  child  health  station 

□ 

5.  Other  observations  regarding  family 


6.  Mother  answers  questions  readily  □ 

Mother  impresses  me  as  evasive  □ 

Mother  is  outright  hostile  □ 

7.  Referred  to  treatment  agency  □ Specify 


8.  Home  visit  recommended— Yes  □ 

No  □ 


2.  Mother  gives  the  following  case  history  in 
reference  to  these  lesions 


Child  Health  Station 

M.D.  Date 

Forward  this  report  to  Dr.  Nina  Bleiberg,  Chief, 
Infant  & Preschool  Div.,  Room  920,  125  Worth 
Street,  New  York  13,  N.Y. 


FIGURE  1.  Instructions  and  questionnaire  for  special  report  on  child  neglect. 


of  the  cases  was  made.  In  essence,  they 
were  asked  whether  or  not  cases  were  re- 
ferred to  a treatment  or  child -protecting 
agency  and  whether  or  not  they  felt  that  a 
home  visit  by  a public  health  nurse  was 
indicated. 

Findings 

A total  of  18  cases  was  reported  during 


approximately  a one-year  period.*  It  is 
of  interest  that  nine  physicians  completed 
and  signed  the  questionnaire,  and  three 
physicians  submitted  forms  that  were  not 
signed.  Two  physicians  brought  3 cases 
to  our  attention,  while  one  physician  re- 

* In  the  group  of  children  reported  on,  there  was  one  seven - 
year-old  child  who  came  to  the  attention  of  the  Children’s 
Health  Service,  a private  agency  staffed  by  Department  of 
Health  physicians. 
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ported  on  2 neglected  children.  The  cases 
are  summarized  in  Table  I. 

There  were  8 boys  and  10  girls  in  the 
total  group.  The  infants  were  reported  on 
mostly  because  of  malnutrition,  pallor,  and 
failure  to  thrive.  The  preschool  children 
tended  to  have  lesions  that  were  described 
as  “bruises,”  and  one  child  had  a “black 
eye.”  Two  children  were  noted  because 
of  illnesses  that  went  unattended.  One 
child  (Case  15)  had  diarrhea  and  was 
severely  dehydrated,  and  the  other  child 
(Case  5)  had  an  ear  infection  that  was  not 
attended  to  for  over  a month. 

There  were  also  3 abandoned  and  2 
retarded  children  in  the  group;  2 children 
were  deserted  by  both  parents,  and  1 was 
abandoned  by  the  mother.  Quick  assess- 
ment of  the  family  situation  indicated  that 
4 children  were  born  out  of  wedlock;  one 
mother  was  separated  from  her  husband, 
and  one  mother  was  married  but  was 
admitted  to  the  hospital  because  of  a 
mental  breakdown.  In  3 cases,  the  marital 
status  of  the  mother  was  unknown.  Out 
of  the  entire  group,  there  were  nine  mothers 
who  were  married  and  living  with  their 
husbands.  Some  of  these  mothers  were 
described  as  “illiterate,  disturbed  or  men- 
tally retarded.”  In  other  words,  even  in 
those  family  units  which  appeared  intact, 
family  life  was  in  reality  fragmented  and  in 
“crisis.”  One  of  the  cases  described  came 
from  such  a home: 

Case  1.  The  patient,  a girl  born  October 
26, 1962,  came  from  a family  with  10  children. 
The  mother  was  illiterate  and  unable  to  cope 
with  the  situation.  The  father  had  epilepsy 
and  alcoholism.  There  were  two  teen-age 
girls  in  this  family  who  were  called  on  to 
assume  parental  responsibilities.  One  of  these 
girls  rebelled  against  these  pressures  thrust 
upon  her;  she  ran  away  from  home  and  spent 
some  time  at  Youth  House.  The  other  teen- 
ager (fifteen  years  of  age)  was  the  “mother 
substitute”  and  the  central  figure  of  the 
family.  She  managed  the  home  the  best  way 
she  could.  To  compound  the  difficulties, 
there  was  a cardiac  child  two  and  one-half 
years  old  in  this  family,  and  the  other  children 
had  behavior  problems  and  frequent  upper 
respiratory  infections.  The  family  received 
assistance  from  the  Department  of  Welfare 
and  was  known  to  at  least  two  hospitals. 

When  she  was  first  brought  to  the  child 
health  station  on  February  25,  1963,  she  was 
four  months  of  age  and  suffered  from  mal- 
nutrition and  poor  hygiene.  She  weighed  8 
pounds  and  1 1 ounces.  Her  birth  weight  had 
been  6 pounds  and  12.5  ounces.  A home  visit 


was  made,  and  it  was  found  that  the  family 
lived  in  a sparsely  furnished  six-room  railroad 
flat.  Each  of  the  four  bedrooms  contained 
beds  without  bedding,  and  there  was  no 
furniture  in  any  of  the  rooms  except  in  the 
kitchen.  The  children  had  no  clothing. 
Although  the  family  was  known  to  many 
agencies,  appointments  were  frequently 
broken,  and  medical  care  was  fragmented. 
This  family  was  brought  to  the  attention  of 
the  Society  for  Prevention  of  Cruelty  to 
Children.  This  agency  also  attempted  to 
assess  the  situation  and  recommended  that  a 
homemaker  be  sent  to  the  home.  It  was 
clear  that  neither  parent  could  budget  the 
money  nor  care  for  the  children.  The  family 
refused  to  cooperate,  and  the  basic  problems 
of  this  “hard-core”  family  have  yet  to  be  re- 
solved. Nevertheless,  innumerable  visits  by 
the  public  health  nurse  were  made,  and  be- 
cause of  her  insistence  that  the  child  be 
brought  back  to  the  child  health  station,  the 
child  was  at  least  fed  and  gained  weight.  At 
the  time  of  her  last  visit  to  the  child  health 
station  in  December,  1963,  the  child  weighed 
20  pounds  and  1 ounce.  Since  then  there 
have  been  innumerable  broken  appointments. 
Much  work  will  be  needed  to  help  these 
children. 

Although  the  family  in  Case  1 has  not 
been  able  to  approach  a healthy  balance,  it 
is  felt,  nevertheless,  that  the  child  health 
station  staff  has  been  of  some  assistance. 

It  must  be  recognized  that  discretion, 
skill,  and  wisdom  are  needed  to  help  such 
children  without  making  the  parents  feel 
threatened  or  else  the  effort  of  the  health 
team  can  be  lost.  This  is  borne  out  by 
the  following  case: 

Case  2.  The  patient,  a boy  born  February 
10,  1963,  was  seen  in  our  child  health  station 
on  April  9,  1963,  at  which  time  he  appeared  to 
be  suffering  from  malnutrition.  A home  visit 
was  made,  and  a family  of  four  was  found  liv- 
ing in  an  unfurnished,  dirty  basement.  The 
husband  was  earning  $47  per  week,  and  he 
stated  that  he  paid  $20  per  week  for  rent. 
There  simply  was  not  enough  money  for  food 
and  clothing.  He  also  stated  that  he  had 
applied  to  the  Department  of  Welfare  but  had 
found  it  “too  difficult  to  communicate  with 
the  case  worker,  and  so  he  just  gave  up.” 
The  mother  was  apparently  very  limited,  and 
our  public  health  nurse  described  her  as 
“probably  mentally  retarded.”  Since  sub- 
sequent appointments  to  the  child  health 
stations  were  broken,  another  home  visit  was 
made  in  December,  1963.  At  this  time,  the 
child  looked  much  better,  and  the  mother  re- 
ported that  the  family  was  planning  to  move 
to  Brooklyn,  allegedly  to  a better  apartment. 
Although  the  mother  knew  where  she  was 
moving,  she  refused  to  give  her  address.  In 
January,  1964,  a member  of  our  staff  phoned 
the  house  where  the  family  had  lived  in  an 
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TABLE  I.  Summary  of  18  cases  of  child  neglect 


Case 

Num- 

ber 

Age 

(Months) 
and  Sex 

Lesions  or  Other  Reasons 
for  Reporting 

Marital  Status  of  Mother 
and  Special  Problems 

1 

6,  F 

Weight  loss,  malnutrition 

Married  and  living  with  husband 

2 

2,  F 

Malnutrition,  poor  hygiene 

Married  and  living  with  husband 

3 

36,  M 

Contusion  right  side  of  face,  black  eye 

Married  and  living  with  husband 

4 

2,  F 

Extreme  malnutrition:  weight,  6 

pounds  (birth  weight  5 pounds,  4.5 
ounces) 

Married  and  living  with  husband 

5 

28,  M 

Ear  infection  not  attended  to 

Unmarried 

6 

84,  F 

Covered  with  healed  scratches  and 

* 

scars 

Unmarried 

7 

35,  M 

Multiple  bruises 

Separated 

8 

14,  F 

Malnutrition,  poor  hygiene 

Unknown;  child  now  under  care  of 
foster  mother 

9 

13,  M 

Malnutrition,  poor  hygiene,  rat  bites 

Unmarried;  dull  and  unreliable 

10 

18,  F 

Poor  hygiene,  retarded  motor  develop- 
ment 

Married  but  in  hospital  because  of 
mental  breakdown 

11 

31,  M 

Malnutrition,  mental  retardation, 
poor  hygiene 

Married  and  living  with  husband 

12 

20,  M 

Malnutrition,  poor  hygiene 

Married  and  living  with  husband 

13 

31,  F 

Retarded,  neglected,  severe  caries, 
poor  hygiene,  malnutrition 

Married  and  living  with  husband 

14 

24,  F 

Malnutrition;  abandoned  by  both 
parents 

Unmarried;  drug  addict;  child  now 
under  care  of  Department  of  Wel- 
fare foster  home 

15 

2,  F 

Marasmus,  dehydration,  weight  loss 

Married  and  living  with  husband 

16 

4,  M 

Malnutrition,  pallor;  abandoned  by 
both  parents 

Marital  status  unknown;  father  in 
school  for  delinquent  boys;  child 
now  cared  for  by  aunt  or  grand- 
mother 

17 

48?  M 

Pallor;  abandoned  by  mother 

Marital  status  unknown;  father  in 
hospital;  child  cared  for  by  neigh- 
bor 

18 

36,  F 

Multiple  bruises 

Married  and  living  with  husband 

effort  to  locate  this  child,  but  the  whereabouts 
of  the  family  were  unknown. 

Such  cases  are  fortunately  rare,  and  in 
most  instances  parents  maintain  a very 
good  relationship  with  the  child  health 
station  staff  and  tell  the  nurse  whenever 
they  plan  to  change  their  address  so  that 
children  may  be  referred  to  the  child 
health  station  near  their  new  home.  How- 
ever, Case  2 illustrates  how  sensitive  this 
area  is  and  how  much  thought  needs  to  be 
given  to  the  handling  of  such  cases  so  that 
the  parents  will  not  be  alienated  and  will 
maintain  contact  with  the  child  health 
station  throughout  a youngster’s  preschool 
years. 

In  some  instances,  neglect  or  abuse  may 
be  an  expression  of  the  parents’  ignorance 
or  inability  to  cope  with  problems  of  child 
rearing.  In  such  cases  a dedicated  and 
alert  medical  staff  may  be  most  effective 
and  helpful.  This  was  to  some  extent 
borne  out  by  another  case: 


Case  3.  The  patient,  a three-year-old  boy, 
was  found  to  have  a contusion  across  the 
right  side  of  the  face  and  a hematoma  around 
one  eye.  The  mother  stated  that  the  child 
had  injured  himself  in  a fall.  The  physician, 
however,  found  that  the  child  had  a sleeping 
problem,  refused  to  eat  and  was  subject  to 
forced  feeding,  and  also  was  often  heavily 
disciplined.  There  was  no  history  of  previous 
trauma.  The  child  also  had  a nystagmus. 
Because  of  the  hematoma  the  child  was  imme- 
diately referred  to  a hospital  for  treatment. 

Shortly  after  the  child’s  visit  to  the  child 
health  station,  a home  visit  was  made.  The 
physician  and  the  public  health  nurse  dis- 
cussed the  case  and  decided  that  this  mother 
needed  more  help.  The  problems  of  feeding 
and  sleeping  were  discussed  with  the  mother. 
At  a subsequent  visit  to  the  child  health 
station,  it  was  noted  that  the  child  looked 
much  better.  The  bruises  had  subsided,  and 
the  mother  reported  that  the  child’s  sleeping 
pattern  and  his  general  behavior  had  im- 
proved. In  May,  1963,  when  the  child  was 
last  seen  in  the  health  center,  the  mother 
appeared  more  relaxed  and  no  longer  felt 
compelled  to  force  food  on  the  child,  nor  was 
there  any  need  for  severe  discipline.  Al- 
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though  the  prognosis  must  still  be  guarded,  it 
is  felt  that  the  interest  of  the  child  health 
conference  in  this  case  was  beneficial. 

The  last  case  is  probably  the  most 
dramatic  one: 

Case  4.  The  physician  who  saw  this  two- 
month-old  baby  in  the  child  health  station 
called  the  central  office  and  said  “that  he  had 
not  seen  such  severe  malnutrition  in  an  infant 
in  thirty  years  of  private  practice.”  This 
infant  weighed  5 pounds  and  4.5  ounces  at 
birth  and  had  not  gained  any  weight.  Our 
physician  called  an  ambulance  with  the  aid  of 
the  police,  and  the  child  was  immediately 
taken  from  the  child  health  station  to  a volun- 
tary hospital,  where  she  was  admitted.  After 
a few  days  she  developed  what  was  described 
as  “ravenous  appetite.”  She  gained  approxi- 
mately 1 pound  within  two  weeks.  Home 
visiting  by  the  public  health  nurse  and 
further  follow-up  of  these  parents  by  the 
social  worker  of  the  hospital  is  in  process. 

Conclusions 

From  the  few  cases  collected  with  the  aid 
of  this  questionnaire,  from  several  reports 
made  by  the  supervising  staff,  and  from  the 
innumerable  personal  visits  to  child  health 
stations,  the  following  conclusions  are 
drawn: 

1.  The  fact  that  neglected  and  abused 
children  are  seen  in  child  health  stations 
to  which  parents  take  their  children 
voluntarily  suggests  that  there  are  probably 
more  such  children  in  the  community, 
particularly  among  those  groups  that  never 
take  their  children  for  a medical  check-up. 

2.  The  causes  leading  to  such  unfor- 
tunate treatment  of  children  by  their 
parents  are  complex  and  varied.  In  many 
instances  the  parents  are  themselves  de- 
prived people,  intellectually  and  emo- 
tionally unable  to  assume  the  responsibili- 
ties of  parenthood. 

3.  Physicians,  nurses,  and  other  pro- 
fessional workers  need  to  become  even 
more  astute  than  before  in  spotting  cases  of 
neglect.  They  must  insist  on  appropriate 
follow-up  and  home  visiting.  The  fact 
that  only  12  physicians  reported  on  this 
problem  while  there  are  approximately  200 
physicians  on  the  panel  of  the  infant  and 
preschool  division  suggests  that  even  well- 
trained  physicians  need  to  be  made  aware 
of  this  problem. 

The  creation  of  a “central  agency” 
that  would  keep  a register  of  such  cases  and 
the  enactment  of  appropriate  legislation 


were  recommended  after  a prolonged  series 
of  conferences  of  the  special  committee  on 
child  welfare  of  the  New  York  County 
Medical  Society.  Undoubtedly,  these 
steps  are  urgently  needed,  but  it  will  take 
time  before  they  come  to  fruition.  In  the 
meantime,  children  wait  and  need  help. 
By  virtue  of  training  and  ethical  commit- 
ment, physicians,  nurses,  and  other  public 
health  workers  must  assume  a leadership 
role  in  combating  this  age-old  menace. 

The  staff  in  child  health  stations  is 
admittedly  busy,  caseloads  are  heavy,  and 
pressures  taxing.  However,  public  health 
workers  are  used  to  following  the  maxim, 
“establish  priorities  and  do  first  things 
first.”  It  is  clear  that  children  neglected 
by  their  parents  must  receive  top  priority 
whenever  they  are  seen  in  child  health  sta- 
tions. 

Summary 

Recent  literature  has  brought  to  the  fore 
an  entity  referred  to  as  the  “battered  child 
syndrome.”  As  a rule  these  patients  are 
found  in  a hospital  setting,  where  the  child 
has  been  admitted  because  of  serious 
injuries. 

To  explore  the  possibility  of  case-finding 
in  a preventive  health  program  in  which 
children  are  brought  in  for  routine  medical 
check-ups,  the  physicians  working  in  child 
health  stations  were  alerted  to  the  problem 
of  child  neglect  and  were  asked  to  report 
on  such  cases  whenever  they  came  to  their 
attention. 

A total  of  18  cases  were  reported  on  by 
12  physicians  during  a one-year  period. 
The  infants  usually  came  to  the  attention 
of  the  physician  because  of  malnutrition 
and  failure  to  thrive.  Preschool  children 
were  reported  on  because  of  bruises  and 
hematomas  that  suggested  abuse.  There 
were  3 abandoned  children  in  the  total 
group.  As  a result  of  these  reports,  several 
home  visits  were  made  by  public  health 
nurses  in  each  case  to  assess  the  home 
situation.  There  were  also  several  referrals 
to  treatment  agencies  and  to  the  Society 
for  Prevention  of  Cruelty  to  Children. 

Reports  are  given  on  4 children  whose 
cases  were  particularly  noteworthy. 

It  is  reasonable  to  assume  that  there  are 
probably  more  such  children  in  the  com- 
munity, particularly  in  that  segment  of  the 
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population  that  receives  no  preventive  care 
at  all.  Public  health  workers  need  to  be- 
come more  astute  in  spotting  children  who 
are  neglected.  They  must  also  consider 
them  a priority  group  in  the  child  health 
conference. 
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“not  more  than  2 per  cent  of  all  women  cannot 
take  any  authorized  brand,”  noted  Dr.  Rock. 
“Some  of  the  pills  are  of  the  male-sex-hormone 
series,  and  as  such,  at  a daily  dosage  level  of 
about  10  mg.,  could  theoretically  disturb  the 
development  of  the  urogenital  tract  of  a female 
fetus.  However,  this  could  happen  in  serious 
degree  only  if  medication  of  this  type  were  given 
to  a woman  fairly  constantly  during  the  first 
eight,  or  at  most  twelve,  weeks  of  her  preg- 
nancy. The  pills,  or  progestins,  are  sometimes 
so  used  in  an  effort  to  improve  the  endometrial 
support  of  a fetus  thought  to  be  in  danger  of 
aborting.  For  this  purpose,  at  least  10  mg.  per 
day  of  one  of  the  pills  of  the  estrogen  series  is 
advisable,  especially  during  the  first  three 
months  of  pregnancy.” 

Another  unsound  speculation,  the  article 
continued,  is  that  use  of  the  pills  postpones  the 
menopause.  Although  the  pills  don’t  postpone 
menopause,  the  sex  steroids  they  contain  are 
useful  in  relieving  distressful  symptoms  at  this 
time.  It  is  true  that  the  pills  cause  metabolic 
changes  which  simulate  pregnancy,  and  this 
may  disclose  latent  diabetes  or  thrombophlebitis. 
The  pills  don’t  cause  the  symptoms,  however, 
they  only  bring  them  out.  Early  revelation  of 
such  a condition  should  be  considered  a “pro- 
phylactic blessing,”  said  Dr.  Rock. 
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Air  pollution,  within  the  past  few  years, 
has  become  a subject  of  investigation  as 
the  cause  of  chronic  respiratory  disease. 
Knowledge  in  this  area  is  still  fragmentary. 
It  is  our  hope  that  the  speakers  this  evening 
will  be  able  to  clarify  some  of  the  com- 

Technics  in 
Preparation  and  Production 
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The  subject  here  is  “Pollen  Counts.” 
This  interests  us  a great  deal  as  allergists. 
Each  day  during  the  ragweed  season  all  of 
us  are  questioned  by  patients  about  the 
published  pollen  counts  and  the  apparent 
numerical  discrepancies  among  them,  as 
reported  by  different  sources.  Our  pur- 
pose at  present  is  to  review  briefly  what  a 


plexities  of  this  subject.  Pollen  counting 
has  been  an  ancient  art  among  allergists. 
During  the  last  few  years,  the  news- 
gathering media  have  taken  up  the  report- 
ing of  ragweed  pollen  counts  with  a 
vengeance.  Currently,  we  have  reports  on 
the  radio,  TV,  and  in  newspapers  of  daily 
and,  at  times,  hourly  counts. 

We  are  fortunate  in  having  among  our 
panelists  some  of  the  allergists  who  are 
involved  in  the  collection  and  reporting  of 
the  New  York  City  pollen  counts  as  well 
as  mold  counts.  They  will  explain  both 
the  theoretical  and  practical  aspects  of 
this  subject.  Questions  from  the  floor 
will  be  welcome  at  the  completion  of  the 
program. 

pollen  count  is,  how  it  is  obtained,  and 
then  other  factors  in  the  air  which  may 
produce  hay  fever  symptoms  not  explained 
by  the  pollen  count.  My  part  of  the 
discussion  is  to  review  briefly  the  technics 
of  pollen  counting  and  factors  that  affect 
pollen  counts. 

The  most  difficult  part  of  pollen  counting 
is  in  the  collection  of  a uniform  sample. 
A pollen  grain  is  very  difficult  to  get 
quantitatively  out  of  the  atmosphere  onto 
a slide  to  be  counted.  The  basic  principle 
followed  in  pollen  collecting  is  that  of 
rapidly  changing  the  direction  of  air  flow. 
As  a current  of  air  is  deflected,  anything 
in  the  current  having  weight  will  continue 
in  the  original  direction.  Some  of  the 
physical  factors  that  affect  pollen  grains 
in  freely  moving  air  are  its  volume,  its 
density,  and  its  weight.  Additional  factors 
affecting  it  are  gravity,  buoyancy,  and  the 
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density  of  air.  All  of  these  factors  give 
the  pollen  grain  a certain  momentum  in 
moving  air.  In  perfectly  still  air,  they 
influence  the  speed  at  which  the  pollen 
grain  will  fall  to  the  ground,  but  of  course 
there  is  rarely  no  wind  current.  This 
situation  is  analogous  to  a wet  dog  who 
shakes  and  sprays  water  in  all  directions; 
the  water  is  thrown  off  when  the  direction 
of  the  body  changes. 

Figure  1 illustrates  this  principle  with  a 
type  of  pollen-collecting  device.  The 

hatched  area  is  a regular  glass  slide  placed 
in  an  enclosed  chamber  which  has  an  outlet 
and  inlet.  Air  is  sucked  into  this  chamber 
through  the  upper  left  orifice  when  air  is 
sucked  out  of  the  outlet  by  a pump.  As 
air  is  pulled  in,  the  slide  causes  the  direction 
of  air  flow  to  change  at  a right  angle. 
Grains  of  pollen  in  the  air,  having  weight, 
do  not  change  direction  as  rapidly  and 
strike  and  stick  to  the  slide.  By  knowing 
the  volume  of  air  that  passed  through  the 
device  and  the  number  of  pollen  grains  on 
the  slide,  the  concentration  of  pollen  in  the 
air  can  be  calculated. 

Methods 

The  oldest  method,  and  that  most 
frequently  used  in  counting  pollen,  is  the 
Durham  gravity  slide  method.  It  consists 
essentially  of  a slide  whose  upper  surface  is 
greased  and  exposed  to  the  atmosphere. 
As  air  containing  pollen  approaches  the 
slide  it  is  deflected  by  the  slide;  turbulence 
is  created  which  is  in  essence  a rapid 
change  in  air  flow.  Some  of  the  pollen  is 
thrown  out  of  the  air  stream  because  of  the 
turbulence  and  lands  on  the  slide. 

The  pollen  distribution  on  the  slide  is 
irregular,  usually  being  heaviest  some 
distance  from  the  leading  edge  of  the  slide. 
If  wind  direction  changes  during  the  course 
of  the  day,  the  leading  edge  will  also  be 
different,  causing  further  irregularities  in 
pollen  distribution.  In  addition,  variations 
in  wind  velocity  can  affect  the  count  since 
the  count  depends  to  a certain  extent  on 
the  volume  of  air  flowing  over  the  slide. 
On  any  slide  which  is  exposed  for  a period 
of  time,  the  pollen  distribution  may  vary 
because  of  wind  velocity,  because  of  the 
wind  direction,  and  on  the  area  of  the  slide 
selected  for  the  count. 

For  the  Durham  method,  the  slides  are 


usually  left  exposed  for  twelve  to  twenty- 
four  hours.  The  count  is  made  by  count- 
ing the  number  of  grains  on  a specified 
(one  square  centimeter)  area  of  the  slide. 
The  count  is  then  given  as  grains  per 
square  centimeter. 

The  advantages  of  the  Durham  slide 
method  are  that  very  little  personnel  time 
need  be  expended  in  collecting  pollen,  and, 
of  course,  the  expense  for  equipment  is 
minimal — merely  the  cost  of  a protected 
stand  to  retain  the  slide.  The  disadvan- 
tages are  that  wind  velocity  and  direction 
of  the  wind  cannot  be  fully  accounted  for, 
for  any  period  of  time,  and  the  pollen 
distribution  on  the  slide  is  likely  to  be 
irregular.  In  addition  the  count  does  not 
reflect  variations  for  different  time  periods 
of  the  day.  The  Durham  slide  method  is 
excellent  for  qualitative  counts,  where 
the  purpose  of  collection  is  to  determine 
what  particles  may  be  in  the  air.  As  a 
quantitative  method,  it  must  be  considered 
relatively  inaccurate. 

Another  method  of  collecting  is  the 
“rotor  bar”  or  “rotor  slide”  method.  A 
small  metallic  bar  with  a sticky  surface 
or  the  greased  edge  of  a glass  slide  is 
rotated  in  a circle  by  a motor  making  1,700 
to  3,300  revolutions  per  minute.  The 
bar  or  slide  edge  passing  through  the  air 
creates  in  essence  changes  in  air  current. 
As  the  air  is  pushed  aside  by  the  advancing 
obstacle,  pollen  having  weight  tends  to 
remain  in  the  obstacle’s  path  and  is  picked 
up  by  the  sticky  surfaces. 

The  rotor  bar  is  a good  quantitative 
method  of  counting  pollen,  since  the  area 
of  the  obstacle  can  be  measured,  its  speed 
is  known,  and  the  duration  of  collection 
can  be  measured.  Therefore,  the  volume 
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of  air  swept  by  the  obstacle  can  be  cal- 
culated. It  is  also  possible  to  calculate  the 
efficiency  of  this  collecting  method  for 
pollen  grains  of  different  size  and  weight. 

The  disadvantages,  of  course,  are  rather 
obvious.  It  is  a little  more  expensive.  A 
motor  is  required,  and  a power  source  is 
necessary.  The  device  is  so  efficient  in 
picking  up  pollen  or  extraneous  material 
that  the  collection  has  to  be  intermittent; 
otherwise,  collecting  surfaces  would  be  so 
heavily  covered  that  they  would  be 
unreadable.  Thus,  another  disadvantage 
is  the  need  for  an  electrical  system  to 
turn  the  motor  on  and  off  automatically 
for  intermittent  collection. 

There  are  other  methods  of  collecting 
pollen  for  quantitative  determinations, 
some  with  greater  efficiency  than  those 
described.  As  the  efficiency  increases,  the 
complexity  of  the  method  also  increases, 
and  finally,  if  we  go  on,  we  reach  a stage 
when  a full-time  specialist  is  required  for 
the  use  of  such  equipment. 

Collection 

As  if  these  problems  were  not  great 
enough,  one  is  also  confronted  with  the 
problem  of  the  collection  site.  I shall 
touch  on  this  only  briefly  to  illustrate  the 
difficulty.  Physical  obstacles  such  as 
buildings  and  trees  cause  deflections  of  air 
movement  so  that  collections  made  in  the 
same  general  area  may  differ  significantly. 
It  is  recommended  that  a collection  site  be 
placed  a distance  from  an  obstruction, 
at  five  times  the  height  of  the  obstruction. 
In  urban  areas  with  a multitude  of  ob- 
structions, this  requirement  may  be  impos- 
sible to  meet.  One  solution  to  this  prob- 
lem is  to  collect  at  the  top  of  a building  or 
an  obstruction;  but  once  again,  at  the  top 
of  any  obstruction,  we  have  frequently 
many  factors  affecting  wind  currents  such 
as  up  drafts,  down  drafts,  and  chimneys. 
Collections  made  at  the  top  of  a building 
should  be  done  at  least  30  feet  from  the 
edge  of  the  roof,  which  again  places  a 
limitation  on  areas  where  collections  can 
be  made. 

As  we  have  intimated,  pollen  collections 
may  be  done  for  any  time  period,  ranging 
from  a few  minutes  to  twenty-four  hours. 
The  heaviest  pollinating  period,  for  rag- 
weed at  least,  is  from  about  5:00  a.m.  to 


7:00  a.m.,  and  is  practically  completed  by 
11:00  o’clock  in  the  morning.  Counts 
done  in  the  morning  will  usually  be  higher 
than  those  done  later  in  the  day,  if  the 
count  is  made  near  the  source  of  pollina- 
tion. If  pollen  counts  are  given  for  certain 
periods  of  the  day,  one  should  remember 
that  the  pollination  is  different  during  the 
day.  When  pollen  is  carried  long  distances 
and  the  factor  of  recirculation  of  pre- 
viously settled  pollen  is  considered,  the 
time  of  pollination  may  not  have  a pre- 
dictable influence  on  counts. 

Summary 

Pollen  collection  and  counting  when  done 
quantitatively  is  an  extremely  complex 
procedure.  Many  variables  exist  which 
make  the  pollen  count  itself  a highly 
suspect  figure,  and  even  when  all  pre- 
cautions are  taken  with  any  collection,  a 
tremendous  variation  may  exist  from  one 
collecting  site  to  another.  In  assessing  a 
pollen  count,  it  is  well  to  know  the  method 
used  for  collection,  the  time  period  of  the 
collection,  the  site  of  collection,  and  the 
method  of  reporting  such  as  grains  per 
square  centimeter,  grains  per  liter,  and  so 
on. 

Limitations 

ELY  PERLMAN,  M.D. 

New  Hyde  Park,  New  York 

Chief,  Allergy  Clinic, 
Long  Island  Jewish  Hospital 

Dr.  Connell  has  covered  the  salient 
features  of  the  difficulties  in  pollen  count- 
ing. I would  just  like  to  emphasize  a few 
points  and  perhaps  clarify  some  of  the 
problems  which  beset  the  people  who 
read  the  reported  pollen  counts. 

Dr.  Connell  has  just  told  you  of  limita- 
tions of  the  Durham  counting  chamber 
and  the  Rotoslide  counter.  But  even  if 
we  assume  that  our  counting  technics  are 
perfect,  we  are  still  confronted  by  the 
fact  that  they  are  sampling  technics  and 
are  subject  to  the  limitations  of  any 
sampling  method.  The  result  of  any  one 
count  at  any  one  place  represents  the 
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*' ‘average”  count  only  if  the  pollen  grains 
are  uniformly  and  evenly  distributed 
throughout  the  area  in  question. 

Place 

If  the  ragweed  pollen  grains  are  evenly 
distributed  in  the  air  over  the  5 boroughs 
and  are  evenly  distributed  from  ground 
level  up  to  300  feet,  then  the  pollen  count 
taken  anywhere  in  this  volume  of  air  will 
truly  tell  us  what  the  average  count  is 
and  what  all  of  the  patients  in  this  area 
are  being  exposed  to.  Unfortunately,  this 
is  rarely  the  case.  Pollen  may  be  liberated 
from  a clone  of  ragweed  plants  and  wafted 
up  and  along  a lamellar  flow  of  air.  This 
steady,  nonturbulent  flow  of  air  will  dis- 
burse and  distribute  the  pollen  grains 
downwind,  so  that  any  counting  chamber 
downwind  of  this  large  clone  of  weeds  will 
show  a high  count,  while  a chamber  a few 
blocks  upwind  or  to  the  left  or  right  of 
this  bed  of  weeds  will  show  a very  low 
count.  On  the  other  hand,  if  we  have  a 
turbulent  flow  of  air  with  marked  changes 
in  wind  direction,  the  pollen  grains  are 
more  likely  to  be  distributed  uniformly 
over  a wide  area. 

We  tend  to  expect  more  from  pollen 
counts  taken  at  one  or  two  locations  than 
we  ordinarily  expect  from  any  other 
sampling  method.  If  you  were  asked  to 
invest  in  a mine  containing  gold-bearing 
quartz  you  would  hardly  settle  for  an 
assay  consisting  of  one  sample.  You 
would  obviously  like  to  have  several  assays 
taken  at  various  locations  in  the  mine 
because  you  would  know  that  unless 
the  gold  was  evenly  distributed  throughout 
the  quartz  in  the  entire  mine,  you  would 
really  have  no  good  idea  of  its  yield.  The 
larger  the  number  of  samples  assayed,  the 
better  would  your  understanding  of  the 
average  yield  be. 

Time 

This  analogy  is  not  complete  since  our 
pollen  counting  is  further  complicated  by 
the  factor  of  time.  As  you  know,  the 
ragweed  plant  tends  to  liberate  most  of  its 
pollen  in  the  early  morning  hours.  Not 
only  are  the  pollen  grains  usually  dis- 
tributed irregularly  over  a large  area  at 
any  one  moment  of  time  but  also  the 


number  of  grains  and  their  distribution 
vary  considerably  throughout  the  twenty- 
four-hour  day.  Dr.  Connell  has  explained 
that  the  reported  count  is  a twenty-four- 
hour  average.  It  is  not  difficult  for  us  to 
imagine  a windy  day  with  marked  tur- 
bulence which  persists  for  some  twelve  to 
fourteen  hours.  The  pollen  grains  would 
not  only  be  distributed  evenly  over  a 
large  area,  but  also  would  be  kept  aloft  by 
the  turbulent  wind  for  many  hours  and 
result  in  a uniform  time  distribution. 
On  the  other  hand,  if  there  is  an  early 
morning  wind  which  dies  away  by  10:00 
a.m.,  almost  all  of  the  pollen  will  be  dis- 
bursed in  the  morning,  giving  a high  count 
for  several  hours.  The  count  would  then 
drop  to  near  zero  for  the  remainder  of  the 
twenty-four  hours.  This  situation  would 
not  be  apparent  from  the  reported  pollen 
counts  which  gave  us  a twenty-four-hour 
average.  We  could  remedy  this  by  taking 
more  frequent  counts  over  shorter  in- 
tervals of  time.  If  we  took  counts  every 
six  hours  rather  than  every  twenty-four,  we 
would  obtain  a better  idea  of  the  pollen 
count  at  any  one  period  of  time.  Further- 
more, if  we  took  the  count  every  thirty 
minutes  we  would  have  a still  better  idea  of 
what  our  patients  are  being  exposed  to, 
but  still  only  in  the  immediate  area  of  the 
counting  chamber.  Remember,  another 
patient,  two  blocks  away,  may  be  exposed 
to  an  entirely  different  concentration  of 
pollen  grains. 

This  situation  was  strikingly  revealed  by 
the  events  on  one  particular  day  during  the 
1964  ragweed  hay  fever  season.  On  Sep- 
tember 25,  as  most  of  you  remember,  the 
pollen  count  was  very  high.  The  average 
twenty-four-hour  pollen  count  (I  am  giving 
the  figures  approximately)  was  100  pollen 
grains  per  square  centimeter  of  slide.  Let 
us  compare  this  with  the  count  obtained  on 
September  12  which  was  25.  It  would 
appear  from  these  counts  that  on  Septem- 
ber 25  our  patients  were  exposed  to  four 
times  the  number  of  pollen  grains  they  were 
exposed  to  on  September  12.  However,  let 
us  compare  the  six-hour  pollen  counts 
taken  on  these  two  days. 

It  is  apparent  on  slides  that  the  twenty- 
four-hour  counts  did  not  reveal  the  striking 
difference  between  the  events  on  September 
12  and  September  25.  On  September  25, 
practically  all  of  the  pollen  was  liberated 
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within  the  early  morning  six-hour  period. 
During  this  six-hour  period  it  was  calcu- 
lated that  our  patients  inhaled  21,600  pollen 
grains,*  about  10  times  as  many  as  they 
inhaled  during  the  same  period  on  Septem- 
ber 12.  We  must  remember  that  the 
twenty-four-hour  count  does  not  reveal  the 
often  considerable  and  occasionally  striking 
variations  that  occur  at  different  times 
during  any  one  day. 


Count  variations 

Those  of  us  who  have  done  pollen  counts 
also  encounter  another  situation.  Instead 
of  finding  pollen  grains  fairly  evenly  dis- 
tributed across  the  microscope  slide,  there 
are  little  clusters  and  bunches  of  loosely 
adherent  pollen  grains.  If  a patient  inhales 
such  a cluster  he  is  more  likely  to  have 
severe  symptoms  than  the  average  patient 
at  that  same  time.  We  all  have  had 
patients  with  severe  allergic  conjunctivitis 
in  one  eye.  If  we  stop  to  consider  this,  it 
reveals  that  there  is  a variation  not  only  in 
the  number  of  pollen  grains  that  different 
patients  are  exposed  to,  but  also  there  is 
even  a difference  from  one  side  to  the  other 
in  a single  patient! 

Several  years  ago,  we  had  some  patients 
who  volunteered  to  wear  open  chicken  wire 
pins,  which  were  made  to  hold  pollen  count- 
ing slides.  The  subjects  wore  these  pins 
for  twenty-four  hours.  Other  such  pins 
were  placed  next  to  the  Durham  chamber. 
When  these  slides  were  examined  it  was 
found  that  the  counts  varied  from  20  to 
200.  The  pin  next  to  the  Durham  chamber 
gave  a count  of  40  as  against  the  Durham 
pollen  count  which  was  36  on  that  same 
day.  This  group  of  patients  all  lived  in 
New  York  City,  and  obviously  some  of 
them  had  ten  times  as  much  exposure  as 
others  on  the  same  day  with  the  same 
supposedly  average  pollen  count.  A recent 
similar  study  by  Kailin|  reported  a 66-fold 
variation  in  pollen  counts. 

* Pollen  count  per  square  centimeter  X 3.6  = pollen 
grains  per  cubic  yard  of  air.  Since  the  average  person  in- 
hales 60  cubic  yards  of  air  per  twenty-four  hours,  100  (pollen 
per  square  centimeter  of  slide  on  September  25)  X 3.6  X 
60  = 21,600. 

t Kailin,  E.  W.:  Variations  in  ragweed  pollen  exposure  in 

individuals  in  a metropolitan  area,  M.  Ann.  District  of 
Columbia  33:  1 (Jan.)  1964. 


Individual  responses 

Another  factor  leading  to  confusion  is  the 
difference  between  patients  in  their  indi- 
vidual responses  to  exposure  to  pollen. 
Quite  a few  years  ago  Herxheimer  placed 
hay  fever  sufferers  into  an  environmental 
chamber  where  the  pollen  exposure  could 
be  controlled.  Most  of  the  patients  de- 
veloped symptoms  within  a short  period  of 
time  and  cleared  up  within  a few  hours  after 
they  were  removed  from  the  pollen-laden 
environment.  Others,  however,  did  not 
develop  discomfort  until  they  had  been  ex- 
posed to  pollen  for  eight  to  twelve  or  more 
hours.  These  patients  required  many 
hours  to  become  symptom-free  after  they 
were  placed  in  a pollen-free  environment. 
I am  sure  we  have  all  been  confused  by  the 
patient  who  states  that  he  enters  his  air- 
conditioned  house  or  room  in  the  evening 
after  work,  only  to  find  that  it  takes  him 
four  or  five  hours  to  feel  better. 

Comment 

Since  we  have  just  pointed  out  the 
numerous  factors  which  can  lead  to  confu- 
sion in  interpreting  the  pollen  count  and  in 
evaluating  an  individual  patient’s  response 
to  variations  in  pollen  exposure,  we  are 
logically  led  to  the  question  “Why  perform 
the  pollen  counts?”  As  allergists  we 
should  know  what  the  pollen  count  is  so 
that  we  can  judge  in  a general  way  whether 
or  not  our  patients’  symptoms  are  repeat- 
edly out  of  synchronization  with  the  re- 
ported counts.  If  we  are  aware  not  only  of 
the  limitation  of  this  sampling  technic  but 
also  that  the  count  as  reported  is  that  of 
the  previous  twenty-four-hour  period,  we 
would  do  well  to  be  alerted  for  other 
etiologic  factors  and  air-borne  antigens. 
Prevalent  among  these  are  the  mold  spores 
which  are  especially  confusing  during  the 
ragweed  season.  Some  of  these  can  be 
counted  on  our  pollen-counting  slides,  but 
there  are  others  which  cannot.  Their 
presence  can  be  ascertained  only  by  their 
growth  on  suitable  media.  Plate-counting 
technics  are  notoriously  poor  since  they  will 
reveal  only  the  presence  of  viable  spores, 
and  not  all  viable  spores  will  necessarily 
grow  on  any  one  particular  medium.  The 
plates  can  be  exposed  for  only  short  periods 
of  time  or  they  will  be  overgrown  and 


1890  New  York  State  Journal  of  Medicine  / July  15,  1965 


counting  will  be  impossible.  It  is  not 
practical  to  open  plates  every  half  hour  of 
every  twenty-four  hours  and  count  colonies. 
It  is  obvious  that  the  sampling  technics  in 
the  case  of  mold  spores  are  indeed  poor. 

In  addition  to  mold  spores  there  are 
many  other,  at  least  potential,  if  not 
proved,  air-borne  allergens  including  sapro- 
phytic bacteria,  insect  emanations,  algal 
fragments,  protozoan  cysts,  and  other 
particulate  antigens  which  we  must  con- 
sider if  our  patients  consistently  find  their 
symptoms  do  not  parallel  the  ragweed 
pollen  count. 

Frank  Rosen,  M.D.,  will  discuss  air- 
borne irritants,  both  particulate  and  chemi- 
cal, which,  if  not  the  cause  of  the  allergy, 
can  certainly  make  a mild  case  severe. 
Irritants  can  certainly  do  this  on  days  when 
the  pollen  counts  are  not  especially  high. 
There  is  some  recent  evidence  that  chemi- 
cal pollutants  can  become  antigenic  by 
combining  with  lung  tissue. 

I have  two  slides  that  show  what  may 
happen  to  some  patients  during  the  height 
of  the  ragweed  season.  One  slide  shows  a 
nasal  smear.  While  it  may  appear  to  be  a 
pollen-counting  slide,  it  is  not.  Large 
numbers  of  Alternaria  and  other  mold 
spores  are  in  evidence.  The  second  slide 
shows  a fairly  large  cluster  of  some  pollen 
grains  which  are  not  ragweed  and  which  I 
have  been  unable  to  have  identified.  This, 
too,  is  a nasal  smear  taken  toward  the  end 
of  the  ragweed  season  from  a patient  who 
was  having  considerable  discomfort  when 
the  ragweed  count  was  quite  low.  He  was 
obviously  exposed  to  some  unknown  pollen 
in  fairly  high  concentration. 

So,  in  defense  of  the  pollen  counting, 
which  we  now  know  has  many  limitations, 

I still  believe  that  if  there  is  no  correlation 
between  symptoms  and  counts,  one  should 
look  for  other  causes. 

Dr.  Sanger:  Dr.  Perlman  brought  up  a 
very  interesting  point  when  he  stated  that 
in  addition  to  the  ragweed  pollen,  there 
are  other  factors.  I hope  that  all  the 
panelists  will  consider  this,  and  perhaps 
discuss  it  during  the  question  and  answer 
period.  A question  that  occurs  to  me  at 
this  time  is:  If  pollen  counting  is  so  valua- 
ble, why  don’t  we  also  have  reports  on  the 
tree  and  the  grass  pollens,  as  well  as  on 
some  of  the  other  weeds? 


Pollen  and  Mold 
Spore  Surveys 

DAVID  MERKSAMER,  M.D. 
Brooklyn,  New  York 

Attending  Physician,  Allergy, 
Jewish  Hospital  of  Brooklyn 


To  be  a bit  different  from  the  previous 
two  speakers,  I will  take  you  back  a number 
of  years.  Since  1936,  the  Allergy  Division 
of  the  Jewish  Hospital  of  Brooklyn  has  been 
estimating  daily  the  pollen  content  of  the 
air  in  the  Borough  of  Brooklyn  during 
pollinating  seasons.  When,  in  1946,  the 
National  Pollen  Survey  Committee  of  the 
American  Academy  of  Allergy  standardized 
the  technics  for  pollen  counting,  the  sur- 
veys were  promptly  enlarged  to  include  not 
only  all  the  boroughs  of  New  York  City, 
but  also  the  surrounding  metropolitan 
area. 

Since  1948,  in  addition,  we  have  been 
estimating  daily  the  mold  spore  content  of 
the  air.  When  all  this  was  started,  we  did 
it  solely  for  allergists  and  not  for  the  news- 
papers. Throughout  the  ragweed  season, 
daily  counts  were  made  from  greased  slides 
exposed  for  twenty-four  hours  in  Durham 
shelters  at  various  stations  throughout  the 
five  city  boroughs.  Outside  of  the  city 
borders,  in  the  area  within  approximately  a 
50-mile  radius  of  Columbus  Circle,  sta- 
tions in  New  Jersey,  Connecticut,  West- 
chester County,  and  Long  Island  were 
surveyed.  There  was,  in  addition,  a sta- 
tion on  the  Atlantic  Ocean  at  Ambrose 
Lightship. 

The  total  count  for  one  year  at  various 
locations  showed  that  within  the  50-mile 
radius,  New  Brunswick  had  the  highest 
count.  For  the  New  York  City  area,  Rock- 
away  showed  the  highest  count;  Staten 
Island  and  Flushing  had  the  next  highest. 
There  were  two  stations  in  Manhattan  at  the 
time,  one  at  Central  Park  on  the  Belvedere 
tower  and  one  at  the  Battery.  The  count 
of  530,  the  average  New  York  City  count, 
lay  between  the  two  Manhattan  counts. 
The  Bronx  and  Brooklyn  counts  were  very 
low.  There  were  other  cities  listed:  Cleve- 
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land,  Philadelphia,  and  some  of  the  stations 
in  New  Jersey. 

In  surveys  of  Fire  Island  and  Sandy 
Hook,  the  pronounced  influence  of  western 
winds  on  New  York  City’s  ragweed  pollen 
counts  was  demonstrated.  Although  these 
stations  were  located  on  sandy  beaches 
bearing  little  or  no  ragweed  and  almost 
completely  surrounded  by  the  ocean,  they 
yielded  high  counts  on  days  when  brisk 
westerly  winds  prevailed. 

Most  significant  have  been  the  studies 
made  in  1949  and  1950  at  Ambrose  Light- 
ship, which  is  anchored  well  out  in  the 
Atlantic  Ocean  at  the  entrance  to  New 
York  Harbor.  The  lightship  is  at  least 
10  miles  from  the  nearest  land,  and  for 
purposes  of  comparison  might  be  considered 
the  center  of  an  imaginary  ragweed-free 
region,  immediately  adjacent  to  New  York 
City.  The  high  pollen  peak  days  on  the 
lightship  almost  regularly  coincided  with 
those  of  the  city,  and  in  some  instances,  the 
counts  on  the  ocean  exceeded  those  of  the 
city.  On  these  peak  days,  the  wind  almost 
always  proved  to  be  westerly  and  brisk. 
On  the  basis  of  these  latter  studies,  it  was 
conservatively  estimated  that  at  least  one 
half  of  New  York’s  ragweed  pollen  origi- 
nated outside  the  borders  of  the  city,  par- 
ticularly in  areas  to  the  west  and  south- 
west, and  to  a minor  degree,  in  districts  to 
the  northwest  and  north. 

On  most  sides,  New  York  City  is  sur- 
rounded by  large  bodies  of  water.  The 
Atlantic  Ocean  and  Long  Island  Sound 
form  its  southern  and  eastern  boundaries, 
except  where  they  are  interrupted  by  con- 
tact with  Long  Island.  The  broad  Hudson 
River  and  New  York  Bay  make  up  most  of 
its  western  border.  There  are  no  extensive 
heavy  ragweed  concentrations  to  the  east, 
in  neighboring  Connecticut  or  Long  Island, 
so  that  eastern  winds  generally  represent  no 
serious  problem  to  ragweed-sensitive  pa- 
tients in  New  York  City.  Winds  from  the 
south  and  southeast  are  sea  breezes  and  are 
generally  free  of  pollen.  Hence,  winds 
blowing  into  the  city  on  at  least  one  third 
of  its  circumference  do  not  materially  in- 
crease the  city’s  ragweed  pollen  counts. 

Comparative  counts 

A comparison  was  made  of  the  pollen 
counts  and  the  average  velocities  of  winds 


at  Ambrose  Lightship  and  New  York 
City.  The  counts  were  highest  on  the 
days  when  the  wind  was  from  the  west. 
For  example,  the  highest  peak  occurred 
with  a direct  west  wind,  and  that  was  a 
count  on  Ambrose  Lightship. 

Ambrose  Lightship  and  New  York  City 
were  compared  for  averages  for  1949  and 
1950.  This  is  why  we  estimated  that  about 
50  per  cent  of  the  pollen  coming  into  New 
York  City  is  wind-borne,  brought  in  by 
west  or  southwest  winds. 

For  the  past  season,  slides  were  exposed 
on  the  roof  of  a 21 -story  building  at  86th 
Street  and  Fifth  Avenue.  The  slide  was 
placed  in  a position  so  that  the  long  axis 
faced  the  west,  and  counts  were  made  of 
Hormodendrum,  Alternaria,  and  ragweed. 

The  first  appreciable  rise  in  ragweed 
occurred  on  August  24,  when  the  count 
went  to  20.  The  count  was  36  on  August 
25.  Thereafter,  on  September  1,  2,  and  5, 
the  counts  were  23,  28,  and  27,  respectively. 
On  September  6,  which  was  the  day  before 
Labor  Day,  the  count  reached  56,  which 
was  the  peak  of  the  season.  Thereafter, 
the  counts  were  much  lower,  until  the  day 
that  Dr.  Perlman  mentioned,  September 
25,  when  the  count  reached  36.  That  was 
the  day  which  was  the  tail  end  of  hurricane 
“Gladys.” 

Interestingly  enough,  on  that  particular 
day,  the  Alternaria  count  reached  98. 
This  was  one  of  the  highest  Alternaria 
counts  that  I have  ever  obtained  in  New 
York.  On  that  same  day,  the  count  in 
Far  Rockaway  was  190.  The  wind  was 
from  the  southwest  on  that  day,  with  only 
an  average  velocity  of  11  miles  an  hour. 

Effect  of  weather 

I want  to  present  some  weather  data  for 
the  past  season.  This  year,  both  the 
ragweed  and  the  Alternaria  counts  were 
definitely  lower  than  they  were  last  year. 
Maybe  the  weather  data  can  explain  this. 
In  July,  the  average  monthly  temperature 
was  75  F.,  which  was  1.4  degrees  below 
normal.  Precipitation  was  0.47  of  an  inch 
above  normal.  On  July  9,  1.09  inches  of 
rain  fell.  This  was  the  greatest  amount 
for  that  date  through  all  the  years  that  the 
Weather  Bureau  has  kept  its  statistics. 
August  was  the  driest  month  on  record 
since  1869.  The  average  monthly  tem- 
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perature  was  72.9  F.,  which  was  2.2  de- 
grees lower  than  normal.  The  total  pre- 
cipitation was  only  0.24  inches  which  was 

4.2  inches  below  normal. 

In  September  the  average  monthly  tem- 
perature was  67  F.,  which  was  1.3  degrees 
lower  than  normal.  The  total  precipita- 
tion was  1.69  inches,  which  was  2.18  inches 
below  normal.  In  October  the  average 
monthly  temperature  was  55  F.,  which  was 

3.3  degrees  below  normal.  The  total 
precipitation  was  only  1.73  inches,  which 
was  1.4  inches  below  normal.  In  summary, 
we  had  a cool,  dry  summer. 

Interestingly,  in  1964  there  were  no  days 
on  which  the  prevailing  winds  blew  from 
the  west  or  southwest  at  an  average  velocity 
of  12  or  more  miles  per  hour.  This  is  most 
unusual  because  from  1937  to  1954  there 
was  an  average  incidence  of  almost  five 
days  per  season  when  the  prevailing  winds 
blew  from  the  west  or  southwest  at  an 
average  velocity  of  12  or  more  miles  per 
hour. 

The  postpollen  symptoms  that  usually 
occur  each  year  in  October  cannot  be 
attributed  to  mold  sensitivity,  because  this 
year,  in  October,  the  mold  counts  were  very 
low. 


Air  Pollution 

FRANK  ROSEN,  M.D. 
Maplewood,  New  Jersey 

Consultant,  Air  Pollution  Committee, 
Medical  Society  of  New  Jersey 


I have  been  practicing  allergy  for  some 
thirty  years.  In  November,  1953,  I be- 
came suddenly  interested  in  air  pollution  as 
it  affects  allergy.  The  reason  that  I be- 
came suddenly  interested  in  it  was  that  for 
three  days  asthma  patients  and  patients 
with  running  noses  and  itching  eyes  kept 
coming  into  my  office  with  acute  symptoms. 
The  telephone  was  ringing,  patients  were 
complaining  of  trouble.  Other  doctors  in 
the  area  had  people  with  trouble,  and  all 
these  patients  were  coming  from  the  same 
area:  from  the  Newark-Linden-Elizabeth 
section  of  New  Jersey.  For  those  of  you 


who  do  not  know  where  that  is,  let  me  say 
that  that  area  is  near  Newark  Airport  on 
the  turnpike.  We  have  all  kinds  of  beauti- 
ful pollution  factors  there.  We  have  open 
burning  in  the  dumps.  We  have  many 
motor  vehicles  going  by,  and  then  we  have 
jet  airplanes  taking  off.  Engineers  have 
figured  out  that  the  takeoff  of  one  jet  plane 
is  equal  to  the  pollution  caused  by  6,800 
automobiles.  The  engineers  figured  this 
out  by  determining  the  combustion  of 
gasoline  that  is  necessary  to  raise  a jet 
plane.  It  is  beyond  me  as  to  just  how  they 
do  it,  but  I have  been  told  this  by  a number 
of  engineers,  and  the  New  York  Times  has 
published  it.  And  so  in  1953  I became 
intensely  interested  in  what  we  call  the 
acute  effect  of  air  pollution. 

Now,  this  is  called  a “temperature  inver- 
sion air  pollution  incident.”  We  are  very 
fortunate  to  have  an  outstanding  meteorol- 
ogist in  the  audience  tonight  who  will  tell 
us  something  about  temperature  inversion. 
Simply  stated,  temperature  inversion 
means  that  a layer  of  hot  air  sits  on  a layer 
of  cold  air.  The  winds  do  not  blow  the 
pollutants  away,  and  they  keep  increasing 
in  amounts.  Temperature  inversion  oc- 
curred in  December,  1962,  in  London,  when 
some  400  people  died  from  the  effects  of 
acute  air  pollution  at  that  time.  Ten 
years  before  that,  in  London,  4,000  died  in 
a week  or  so  from  air  pollution. 

Who  are  the  patients  that  die?  It  is 
those  who  have  respiratory  and  cardiac 
illnesses  to  begin  with.  We  have  been  very 
fortunate  in  this  country  because,  so  far 
as  has  been  reported,  only  18  have  died,  in 
Donora  in  an  acute  air  pollution  incident. 

What  happened  here  in  New  York  in 
November  of  1953  is  interesting.  Some 
years  after  that,  a study  was  done,  and  it 
was  found  that  the  morbidity  and  mortality 
for  New  York  City  had  a marked  increase 
during  the  same  three-day  period  that  con- 
cerned us  in  New  Jersey. 

I saw  the  figures  again  recently,  when 
Morris  Jacobs,  M.D.,  showed  them  at  the 
Essex  County  Medical  Society.  He  has  a 
chart  for  the  deaths  in  New  York  City  for 
some  ten  years.  During  this  incident  of 
air  pollution,  deaths  rose  to  at  least  twice 
what  could  be  expected  from  the  chart. 
As  allergists,  I think  we  should  be  more 
interested  in  the  air  pollution  problem  than 
others:  Our  patients  are  those  most  affected. 


July  15,  1965  / New  York  State  Journal  of  Medicine  1893 


You  heard  the  talk  about  ragweed 
counts.  There  is  another  factor  that  I 
think  is  just  as  important  as  ragweed,  even 
in  August  and  September.  What  happens 
to  our  patients  with  nasal  symptoms  when 
the  pollutant  content  in  the  air  is  high? 
There  have  been  very  few  studies  on  this  as 
far  as  the  nasal  membrane  is  concerned. 
Much  more  work  has  been  done  on  asthma 
which  occurs  in  periods  of  air  pollution.  I 
will  give  you  my  own  observations  over  the 
last  twelve  years. 

Pollutants 

I have  been  very  fortunate  to  get  the 
pollution  figures  in  the  air  in  Maplewood, 
New  Jersey,  where  my  office  is,  and  from  a 
testing  laboratory  located  in  my  town.  On 
some  days  the  director  of  that  laboratory 
will  call  me  up  in  the  morning  and  say, 
“You’re  going  to  have  a lot  of  trouble  with 
your  patients  today.  Sulfur  dioxide  is 
high.”  Sure  enough,  the  phone  will  start 
ringing  with  complaints. 

We  must  have  information  on  air  pollu- 
tion because  our  patients  are  going  to  ask  us 
about  air  pollution  just  as  they  are  now  ask- 
ing us  about  the  ragweed  pollen  count. 
We  are  going  to  have  to  tell  them  what  the 
sulfur  dioxide  per  cent  is  in  the  air  today 
and  what  the  carbon  monoxide  content  is. 

We  have  to  know  this  because  people  are 
now  getting  this  information  in  the  news- 
papers and  on  television  and  radio.  Not 
long  ago,  Channel  7,  ABC-TV,  started 
broadcasting  daily  sulfur  dioxide,  carbon 
monoxide,  and  smoke  shade  content  of  the 
air  with  their  weather  reports.  Then 
NBC-TV  said  that  they  were  not  going  to 
let  ABC  have  any  jumps  on  them,  and  so 
“we  are  going  to  give  them.”  Now  both 
stations  also  give  the  daily  count.  Your 
patients  will  be  coming  to  you  and  telling 
you  that  the  sulfur  dioxide  count  is  high 
today  and  perhaps  that  has  something  to  do 
with  their  nasal  symptoms.  Next  year  it 
will  not  be  just  pollen  counts.  We  shall 
have  to  inform  ourselves  about  these  factors 
as  well. 

The  New  York  Herald  Tribune  for  Friday, 
November  13,  1964,  reports:  “Deadly  gases 
reach  the  critical  level,  trapped  by  a 
thermal  inversion.”  The  event  took  place 
on  Thursday,  November  12.  The  Herald 
Tribune  said:  “Sulfur  dioxide  rose  to  the 


level  of  1.5  parts  per  million.”  The  normal 
is  0.3  or  0.2  parts  per  million,  so  that  was 
about  eight  times  the  normal  for  that  date. 
The  carbon  monoxide  content  rose  to  20 
parts  per  million.  The  normal  level  is  2 
parts  per  million.  The  smoke  shade,  usu- 
ally at  2.6  parts,  rose  to  7.6  parts. 

Now,  if  you  look  back  on  your  patients’ 
charts  for  Thursday,  November  12,  I am 
sure  you  will  find,  as  I did,  that  a great 
many  more  people  complained  of  symptoms 
of  rhinitis,  of  bronchitis,  of  asthma  than  on 
a usual  day  at  that  time  of  the  year. 

This  will  happen  in  the  pollen  season  as 
well,  because  temperature  inversions,  while 
they  are  most  frequent  at  this  time  of  the 
year  when  we  are  burning  coal  and  oil  for 
heat,  can  occur  at  any  time  of  the  year. 
This  can  occur  at  the  height  of  the  pollen 
season,  and  you  may  be  wondering  why,  on 
certain  days,  with  a low  pollen  count,  all 
your  patients  are  having  trouble.  So  you 
say,  “Well,  maybe  there  is  something  wrong 
with  the  pollen  count.  The  pollen  count 
where  my  patient  lives  is  not  the  pollen 
count  on  top  of  the  municipal  building  in 
town,”  and  you  usually  explain  it  that  way. 
But,  if  you  will  check  these  pollution  fac- 
tors on  days  when  many  patients  come  in 
with  trouble,  I think  you  will  find  some  cor- 
relation. Very,  very  little  of  this  work  has 
been  done. 

Smoke  shade 

I referred  to  smoke  shade  before  as  a 
figure  which  is  going  to  be  given,  and  you 
will  have  to  learn  what  “smoke  shade”  is. 
Smoke  shade  is  simply  this.  Outside  air  is 
drawn  into  a duct  and  goes  into  a machine 
where  the  smoke  is  run  onto  filter  tape. 
These  spots  can  be  run  as  often  as  an  hour 
a day  or  twenty-four  hours  a day.  You 
can  time  the  intervals  to  find  the  density  of 
smoke  and  particulate  matter  that  is  in  the 
air.  Brown  circles  show  on  the  tape. 
This  smoke  shade  will  vary,  according  to 
how  far  you  are  from  pollution  factors. 
If  you  live  near  a factory  that  makes  lead, 
for  example,  as  many  of  my  patients  do, 
and  you  make  one  of  these  tapes,  you  will 
see  black  spots  on  it. 

A filter  tape  shows  a form  of  air  pollution 
that  is  somewhat  interesting.  Spots  are 
caused  by  cigaret  smoke.  This  is  what  we 
call  “self-induced  air  pollution.”  Using 
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filter  cigarets  you  can  get  an  idea  of  what 
happens.  You  put  the  cigaret  in  the 
machine  and  run  the  smoke  through  it. 
This  demonstrates  what  you  would  get,  the 
degree  of  pollution  that  you  are  introducing 
into  your  nasal  membranes  and  into  your 
lungs  when  you  smoke.  These  factors  are 
important,  and  this  is  smoke  shade.  The 
intensity  of  the  darkness  of  the  spot  is  read 
on  the  machine,  and  it  is  then  reported  as 
an  index  of  smoke  shade. 

There  are  new  millipore  filter  tapes, 
which  are  just  beginning  to  be  used  by  ex- 
perts in  this  field.  The  millipore  filter 
tape,  which  is  much  more  expensive  than 
ordinary  tape,  will  not  only  give  you  smoke 
value,  the  colored  spots,  but  it  will  also  let 
you  analyze  these  for  chemical  constituents. 
As  this  tape  comes  into  use,  we  will  learn  a 
lot  more. 

This  meeting  is  devoted  to  pollen  allergy. 
What  happens  to  pollen,  for  example,  when 
you  have  sulfur  dioxide  in  the  air  in  con- 
centrations much  higher  than  usual  and  it 
hits  the  ragweed  pollen?  Does  it  become 
more  damaging?  Is  the  pollen  changed? 
Is  it  more  irritating  to  the  nose?  Nobody 
knows.  This  is  a fine  research  project. 

Weather  factors 

Hay  fever  symptoms  will  depend,  as  was 
brought  out  here  before,  on  weather  factors. 
For  example,  when  a temperature  inversion 
clears  up,  and  the  sun  comes  out,  and  all  of 
a sudden  all  the  particulate  matter,  in- 
cluding pollen,  that  has  been  in  the  air 
comes  down  like  rain,  symptoms  are  bound 
to  increase.  Therefore,  when  the  tempera- 
ture inversion  is  coming  down  fast,  your 
patient  is  being  swamped  with  ragweed, 
which  will  last  in  his  immediate  environ- 
ment for  a few  hours,  until  the  wind  blows 
it  away. 

This  is  a factor  that  has  not  been  con- 
sidered enough.  People  who  are  working 
with  ragweed  as  they  are  doing  at  Brook- 
haven  where  they  are  tagging  pollen  are 
finding  that  when  these  inversions  come 
down,  heavy  ragweed  counts  result.  In- 
version has  an  effect  on  the  ragweed  count. 

Comment 

I just  want  to  leave  you  with  one  last 
remark.  There  is  hope  for  some  tremen- 


dous advances  in  the  field  of  air  pollution. 
I will  not  go  into  what  you  can  do  about  it, 
but  I am  interested  in  the  detection  of  air 
pollution.  What  does  air  pollution  do  to 
the  nose?  What  does  it  do  to  the  respira- 
tory system? 

You  have  to  know  what  your  patient  is 
exposed  to  in  his  own  environment.  The 
sulfur  dioxide  that  is  found  at  one  point  in 
New  York  City  is  not  the  sulfur  dioxide 
that  your  patient  is  getting  at  another 
point.  It  is  very  much  like  ragweed. 
What  is  the  sulfur  dioxide  where  he  is? 

The  New  York  University  College  of 
Engineering  is  working  on  a very  interesting 
gadget,  which  looks  very  much  like  a 
Geiger  counter.  You  wear  it  around  your 
neck.  You  can  press  a button  and  get  the 
sulfur  dioxide  reading  or  the  carbon  monox- 
ide reading  right  where  you  are.  When 
this  comes  along  and  goes  into  mass  produc- 
tion, I think  it  will  be  a tremendous  help  to 
all  of  us.  It  may  help  us  understand  why  a 
patient  suddenly  gets  an  attack  of  asthma. 
We  may  find  that  something  happened  in 
his  immediate  environment  that  made  the 
pollution  factors  shoot  up.  Of  course,  this 
is  probably  a year  or  two  away.  When  we 
are  using  these  little  so-called  Geiger 
counters  for  pollution  factors,  I think  we 
will  make  tremendous  advances  in  the  field 
of  allergy. 

Dr.  Sanger:  Before  I open  the  discus- 

sion, I would  like  to  draw  your  attention  to 
an  editorial  in  the  New  York  State 
Journal  of  Medicine  for  December  1, 
1964,  in  which  these  factors  were  dis- 
cussed. * It  states  that  among  the  gaseous 
pollutants,  carbon  monoxide  and  nitrogen 
dioxide  are  on  the  increase.  Both  of  these 
are  products  of  increased  motor  vehicle 
operation.  This  problem  is  becoming  in- 
creasingly urgent  as  we  have  more  motor 
vehicles  in  operation  in  the  City  of  New 
York  each  year. 

The  sulfur  dioxide,  however,  has  re- 
mained more  or  less  within  a very  narrow 
range.  There  has  been  no  increase  in  the 
last  six  or  eight  years. 

The  other  pollutants,  such  as  suspended 
particulate  matter,  dust,  smoke,  and  soot- 
fall,  seem  to  be  decreasing  at  a slow  rate 
and  currently  are  not  very  important.  As 
far  as  the  aldehydes  ammonia  and  ozone 

* The  air  we  breathe.  New  York  State  J.  Med.  64:2860 
(Dec.  1)  1964. 
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are  concerned,  they  are  not  particularly 
significant  in  the  City  of  New  York.  We 
are  very  fortunate  in  having  as  our  first 
discussant  Leonard  Greenburg,  M.D.,  who 
is  Professor  and  Chairman  of  the  Depart- 
ment of  Preventive  and  Environmental 
Medicine  at  the  Albert  Einstein  College  of 
Medicine. 

Discussions 


Leonard  Greenburg,  M.D.,  New  York 
City.  I am  not  an  allergist  and  know  little 
about  the  field,  but  I have  spent  almost  a 
lifetime  trying  to  sample  dust  in  air,  chiefly 
industrial  dusts.  I have  never  tried  to 
sample  pollens,  but,  of  course,  the  sam- 
pling of  pollen  can  easily  be  established 
from  a knowledge  of  industrial  dusts. 

I think  the  first  two  speakers  outlined 
the  problem  very  clearly.  The  sampling 
of  pollen  is  a very  difficult  problem,  and 
the  number  of  sampling  stations,  the  loca- 
tion of  sampling  stations,  and  the  height 
above  the  ground  are  all  very  important 
factors  in  obtaining  representative  results. 

There  is  need  for  standardization  in  this 
field  because  people  who  use  pollen  counts 
rely  on  them  as  being  significant,  and  fre- 
quently they  are  not  very  significant,  I 
am  sorry  to  say.  Therefore,  it  would 
seem  to  me  that  some  careful,  controlled 
studies  must  be  done  on  the  making  of 
pollen  counts,  the  best  way  to  do  this,  and 
how  frequently  they  should  be  made. 
Many  years  ago,  the  British  set  up  a rather 
simple  sampling  device  for  sampling  dust  in 
air,  called  the  Owens  Jet  Dust  Counter,  in 
which  a spot  was  made  every  hour,  much 
like  the  device  that  Dr.  Rosen  described. 
This  may  be  a desirable  thing  to  do  in  the 
making  of  pollen  counts. 

For  example,  the  device  called  a spore 
trap  is  a very  inefficient  way  of  sampling 
pollen.  From  studies  made  many  years 
ago,  and  also  from  studies  made  in  the 
South  African  gold  mines,  we  know  that 
you  cannot  trap  dust,  unless  the  velocity  of 
impact  is  of  the  order  of  80  meters  a second. 
You  have  to  have  a sampling  device  that 
will  really  propel  the  dust  or  the  pollen 
onto  a slide,  so  that  it  really  will  be 
caught — trapped.  I think  that  it  is  time 
for  somebody  to  inaugurate  some  very 


careful  systematic  study  on  this  subject. 

The  best  studies  that  I know  of,  to  this 
time,  have  been  made  by  the  Brookhaven 
group.  They  made  studies  of  the  Durham 
method  as  compared  with  the  rotor  rod 
method.  They  found  that  wind  direction 
and  velocity  play  an  important  role,  and 
therefore,  there  should  be  an  instrumental 
correction  for  wind  direction.  They  found 
the  rotor  rod  to  be  the  method  of  choice. 

There  are  so  many  factors  that  enter  this 
field  that  one  is  led  to  believe  that  there  is 
a great  need  for  epidemiological  studies  of 
asthma,  hay  fever,  and  pollen  sensitivity. 

You  gentlemen  see  cases  in  your  practice 
and  in  clinics,  but  what  I am  talking  about 
is  a mass  aggregation,  large  numbers  of 
cases  with  data  collected  from  many  differ- 
ent sources,  to  try  to  find  out  what  the 
epidemiological  cycles  of  allergy,  hay  fever, 
and  pollen  are. 

Clinic  visits 

During  the  course  of  studies  that  we  have 
been  making — and  we  have  been  studying 
intensively  the  subject  of  air  pollution  and 
its  effects  on  health  at  the  Einstein  Col- 
lege— we  thought  we  might  obtain  interest- 
ing data  from  clinic  visits.  In  Great 
Britain  it  is  very  easy  to  get  data  on  deaths, 
and  it  is  easy  to  obtain  data  on  new  cases, 
because  new  patients  come  to  panel  physi- 
cians who  report  them,  or  come  to  clinics  at 
hospitals  where  they  are  reported,  or  else 
they  are  admitted  to  hospitals.  The 
British  data  over  the  past  ten  years  present 
many  reports  on  clinic  visits,  hospital 
admissions,  mortality,  and  morbidity. 

But  this  is  more  difficult  to  accomplish  in 
the  United  States.  We,  therefore,  decided 
to  make  a study  of  clinic  visits  in  several  of 
the  large  New  York  hospitals.  This  study 
was  published  recently.  * I would  like  to 
give  you  some  of  the  results  of  this  study. 

Emergency  clinic  visits  to  Bellevue, 
Harlem  Hospital,  and  Metropolitan  Hos- 
pital were  all  reduced  to  the  same  basis, 
that  is,  the  same  percentage  basis.  We 
were  struck  with  what  happened  with  the 
visits  to  the  emergency  clinics  for  asthma 
at  these  three  big  hospitals  in  September, 

* Greenburg,  L.,  et.  al Asthma  and  temperature  change. 
An  epidemiological  study  of  emergency  clinic  visits  for  asthma 
in  three  large  New  York  hospitals,  Arch.  Environ.  Health 
8:  642  (May)  1964. 
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1962.  This  was  the  onset  of  the  cold 
weather.  It  occurred  on  September  5 to  7, 
and  later  on  there  was  another  cold  spell. 
The  clinic  visits  went  up. 

This  was  indeed  very  interesting,  because 
this  was  the  first  time  we  observed  findings 
of  this  type.  We  then  obtained  data  for 
1961.  Investigators  went  to  the  three 
hospitals,  and  they  obtained  the  records  of 
the  clinic  visits,  and  we  compiled  them  in 
the  same  fashion. 

As  concerned  the  visits  for  1961,  on 
September  16  to  19  a cold  spell  took  place, 
and  the  three  hospitals  showed  an  increase 
in  emergency  clinic  visits  for  asthma  at  that 
time.  Then  there  was  another  cold  spell, 
around  September  28,  and  another  rise  in 
the  curve  took  place. 

At  this  point,  we  consulted  the  workers 
at  the  Brooklyn  Jewish  Hospital,  and  ob- 
tained data  on  the  mold  and  pollen  counts 
during  these  periods.  We  found  to  our 
great  surprise  that  the  pollen  and  mold 
counts  were  very  low  in  these  periods, 
practically  zero. 

Effect  of  temperature 

We  decided  on  the  basis  of  the  two-year 
data,  1962  and  1961,  that  the  phenomenon 
was  related  to  the  temperature.  We  sent 
about  200  questionnaires  to  allergists  in 
most  of  the  states  of  the  Union.  A few  of 
them  reported  that  their  cases  of  asthma 
increased  at  the  onset  of  cold  weather. 
Strangely  enough,  a physician  from  Florida 
pointed  out  that  every  time  there  was  a cold 
spell,  an  increasing  number  of  visits  at  his 
office  took  place. 

We  then  went  back  to  the  meteorologic 
records  and  selected  a year  when  there  was 
a sharp  break  in  temperature.  This  oc- 
curred in  1957.  Therefore,  we  collected 
the  data  for  the  year  1957. 

The  data  for  1957  were  picked  out  purely 
on  the  basis  of  a sharp  break  in  tempera- 
ture. During  the  first  cold  spell  the  num- 
ber of  visits  jumped  up.  This  took  place 
on  September  25.  The  second  cold  spell 
did  not  show  such  a marked  rise.  How- 
ever, the  third  cold  spell  did  show  a marked 
rise,  a secondary  rise.  The  number  of 
clinic  visits  increased  in  the  critical  period 
of  the  cold  spell  for  the  three  years  under 
test. 

The  significance  of  these  findings  are  re- 


flected in  the  p values  for  these  observations, 
all  of  which  were  less  than  0.05  and  many 
of  them  less  than  0.01.  In  other  words, 
these  changes  are  statistically  significant 
when  tested  by  statistical  technics. 

At  the  present  time,  we  are  working  on 
1964  data.  So  far  as  we  can  see,  1964 
follows  this  same  general  rule.  In  fact,  in 
our  office,  we  predicted  the  date  on  which 
there  would  be  a rise  in  clinic  visits,  and 
this  was  later  borne  out. 

So  far  as  we  can  tell,  there  was  no  unusual 
amount  of  pollution  in  the  atmosphere  in 
New  York  at  the  time,  employing  any  of 
the  indices  that  are  usually  used,  namely 
smoke  shade,  sulfur  dioxide,  carbon  mon- 
oxide, and  hydrocarbons. 

It  may  very  well  be  that  this  is  a phenom- 
enon which  is  not  due  to  cold,  but  only 
secondarily  due  to  cold.  It  may  be  that 
something  is  discharged  from  the  stacks 
that  we  do  not  measure  today.  It  may  be 
that  there  is  something  that  we  are  not 
familiar  with  or  which  we  do  not  take  into 
consideration  that  is  producing  this  onset 
of  asthma. 

Comment 

We  found  some  other  things  which  are 
very  interesting.  One  thing  which  we  have 
found  which  seems  to  be  very  significant  is 
that  there  is  a very  large  increase  in  the 
number  of  cases  of  asthma  coming  to  the 
New  York  City  clinics.  In  one  hospital 
clinic,  30  per  cent  of  the  total  emergency 
visits,  with  the  exception  of  accidents, 
trauma,  and  obstetrics,  were  due  to  asthma. 
This  particular  hospital  is  one  of  the  biggest 
in  New  York  City. 

It  seems  to  me  that  here  is  a very  fruitful 
field  which  should  be  explored  by  some  kind 
of  a mass  attack  by  epidemiological 
methods,  because  I think,  and  this  is  the 
opinion  at  our  laboratory,  that  there  are 
many  factors  which  require  explanation  and 
that  such  an  approach  probably  would 
clarify  some  of  the  unsolved  problems  in  the 
field  of  allergy  and  asthma. 

Dr.  Sanger:  We  have  with  us  tonight, 

Mr.  Abraham  S.  Kussman,  Regional  Air 
Pollution  Meteorologist  of  the  U.S.  Weather 
Bureau  and  U.S.  Public  Health  Service, 
whose  office  is  in  the  Rockefeller  Center. 

Abraham  S.  Kussman,  New  York  City. 
I did  not  come  to  this  meeting  prepared  to 
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talk  since  I do  not  know  too  much  about 
pollen  or  the  various  allergies.  However, 
as  the  Air  Pollution  Meteorologist  in  this 
area  for  both  the  Weather  Bureau  and  the 
Public  Health  Service,  I can  talk  about  the 
weather,  its  influence  on  air  pollution,  and 
what  is  being  done  by  the  Federal  govern- 
ment to  alert  communities  when  the 
weather  map  shows  that  a potentially 
serious  air  pollution  incident  is  about  to 
occur. 

The  Weather  Bureau  and  the  Public 
Health  Service  cooperate  in  putting  out  an 
air  pollution  forecast  or  advisory  for  the 
whole  country  every  day  on  a routine  basis. 
Since  these  incidents  are  normally  few  and 
far  between,  these  advisories  normally  read 
“none,”  meaning  that  from  a meteorologic 
standpoint,  there  is  no  potentially  serious 
air  pollution  situation  in  the  entire  country 
on  that  day.  On  other  days,  however,  a 
high-potential  air  pollution  advisory  is 
issued  for  certain  parts  of  the  country. 
The  Los  Angeles  area,  of  course,  gets  a fair 
share  of  the  high  air  pollution  potential 
advisories.  We  did  not  have  an  advisory 
issued  for  our  area  during  the  past  fall 
season.  This  is  unusual  since  we  normally 
get  about  5 to  10  cases  during  the  fall 
season. 

Voice:  What  about  the  “Smog  Alert 

Network?” 

Mr.  Kussman:  This  is  something  else 

again.  The  states  of  New  York  and  New 
Jersey,  the  City  of  New  York,  and  the 
Interstate  Sanitation  Commission  have 
agreed  on  an  alert  system  and  are  putting  it 
into  effect  on  an  unofficial  basis.  It  is 
expected  that  the  agreement  will  be  ratified 
within  the  next  few  months. 

If  the  Public  Health  Service  and  the 
Weather  Bureau  in  Cincinnati  or  my  office 
in  New  York  put  out  a high  air  pollution 
potential  advisory  for  this  area,  the  two 
states  and  the  city  will,  under  this  alert 
system,  take  certain  action  depending  on 
the  degree  of  pollution  and  the  length  of 
time  that  this  condition  is  forecast  to  con- 
tinue. 

Now,  what  is  meant  by  “high  air  pollu- 
tion potential?”  This  simply  means  that 
if  there  are  air  pollution  sources  in  an  area 
and  a high  air  pollution  potential  advisory 
is  issued,  then  the  air  pollution  will  con- 
tinue to  build  up  and  a serious  incident  may 
occur.  Of  course,  if  there  are  no  air  pollu- 


tion sources  near  or  in  the  area,  there  is  no 
“potential”  for  an  episode. 

The  air  pollution  problem  from  a meteor- 
ologic standpoint  is  simply  one  of  atmos- 
pheric ventilation.  There  are  two  ways 
that  the  lower  atmosphere  can  be  ventilated. 
One  is  in  a horizontal  direction  through  a 
mechanism  which  we  all  know  as  the  wind. 
The  other  is  in  a vertical  direction.  I shall 
discuss  that  a little  later. 

The  wind  velocity  serves  two  important 
functions.  When  the  wind  increases,  not 
only  is  the  pollutant  transported  out  of  the 
area  more  rapidly,  but  also  it  is  diluted. 
For  instance,  if  a chimney  is  emitting  10 
Gm.  of  a pollutant  each  second,  and  the 
wind  is  1 M.  per  second,  then  a horizontal 
meter  of  air  will  contain  10  Gm.  of  the 
pollutant.  On  the  other  hand,  if  the  wind 
is  10  M.  per  second,  then  each  meter  of  air 
will  contain  only  1 Gm.  of  the  pollutant. 

Vertical  ventilation  is  more  complicated. 
It  depends  mainly  on  the  stability  of  the 
atmosphere  near  the  ground.  On  a hot 
summer  day,  convective  currents  will  mix 
the  air  up  to  7,000  feet  or  higher  so  that 
pollutants  are  not  only  diluted  but  also  are 
carried  away  with  the  higher  winds  which 
are  usually  present  aloft.  This  makes  for 
ideal  vertical  ventilation  and  is  associated 
with  thermal  “instability”  in  the  air  in  the 
first  mile  above  the  ground. 

Stable  conditions  occur  with  the  much- 
publicized  “thermal  inversion.”  Nor- 
mally, the  temperature  in  the  atmosphere 
will  decrease  with  altitude.  In  an  inver- 
sion, however,  the  temperature  of  the  air 
increases  with  height  above  the  ground  so 
that  warmer  air  lies  over  colder  air.  Any 
parcel  of  air  containing  pollutants  would, 
on  rising,  become  surrounded  by  warmer 
air.  From  buoyancy  considerations,  it  is 
obvious  that  this  particular  colder  and 
denser  parcel  of  air  would  be  forced  to  re- 
turn to  its  original  level. 

This  thermal  inversion,  therefore,  places 
an  effective  lid  on  vertical  ventilation. 
When  we  get  low  surface  winds  at  the  same 
time,  there  is  little  atmospheric  ventilation 
and  we  have  a stagnation  situation  in  which 
the  pollutant  levels  in  an  area  continue  to 
build  up. 

These  stagnation  periods  occur  most 
frequently  in  the  fall  in  this  area.  It  is, 
therefore,  possible  to  have  one  of  these 
stagnation  periods  occurring  at  the  height 
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of  the  pollen  season  since  September  is  one 
of  the  months  with  the  highest  pollen 
count.  Some  of  our  bad  episodes,  however, 
have  occurred  in  the  wintertime. 

Dr.  Sanger:  We  have  just  heard,  and 

I have  a newspaper  article  stating,  that 
ABC,  NBC,  and  CBS  television  will  give 
the  air  pollution  index.  As  you  stated, 
there  has  been  little  or  no  air  pollution  from 
the  meteorologic  standpoint  in  recent 
months.  Now  what  would  they  be  dis- 
cussing, or  is  this  a fraud,  when  they  say 
“air  pollution  index?”  What  does  that 
signify? 

Mr.  Kussman:  We  always  put  out  a 

forecast  if  the  stagnation  period  will  last 
for  at  least  thirty-six  hours.  During  the 
normal  day,  pollution  is  high  in  the  morn- 
ing hours.  During  the  afternoon,  the 
earth  heats  up,  the  temperature  rises  pro- 
ducing vertical  currents  and  a vertical  dis- 
tribution  of  the  pollutants.  At  night,  it 
may  cool  off,  causing  a surface  inversion 
with  resultant  higher  values  of  the  pol- 
lutants. No  warning  is  put  out,  however, 
unless  we  expect  the  stagnation  period  to 
last  at  least  thirty-six  hours. 

Dr.  Sanger:  Well,  may  I ask  a basic 

question?  What  do  you  call  “air  pollu- 
tion?” How  do  you  make  a unit,  so  that 
you  have  an  index? 

Mr.  Kussman:  In  meteorology  we  are 

not  concerned  with  the  actual  pollutants 
themselves.  We  are  only  concerned  with 
the  meteorologic  conditions  that  are  favora- 
ble to  keeping  or  adding  to  the  pollution. 
We  have  nothing  to  do  with  the  actual 
figures  themselves.  This  is  in  the  province 
of  the  local  air  pollution  control  agencies. 

Dr.  Sanger:  Would  you  know  what  an 

index  means? 

Mr.  Kussman:  I believe  I do.  If  this 

is  what  you  were  referring  to  in  your 
earlier  question,  I am  afraid  I misunder- 
stood it  and  did  not  answer  it  properly. 
Dr.  Greenburg,  the  previous  speaker,  who 
was  at  one  time  Commissioner  of  Air 
Pollution  in  New  York  City,  could  proba- 
bly answer  the  question  better  than  I can. 

The  New  York  City  Department  of  Air 
Pollution  Control  has  established  an  air 
pollution  index  which  is  computed  in  the 
following  way.  The  average  sulfur  dioxide 
value  for  the  day  is  multiplied  by  20,  the 
smoke  shade  value  by  2,  and  the  carbon 
monoxide  figure  is  taken  as  is.  The  three 


numbers  thus  found  are  added  together  and 
the  sum  is  called  the  air  pollution  index. 
The  average  for  the  year  is  12.  One  day  in 
December,  we  heard  on  the  radio  that  the 
index  was  19.  This  is  high,  but  the  air 
pollution  index  tends  to  run  high  in  the 
winter.  On  a bad  day  indices  run  to 
values  of  30  or  higher.  I am  willing  to 
answer  any  other  questions. 

Dr.  Sanger:  Thank  you  very  much. 

We  appreciate  your  participation. 

Voice:  I would  like  to  ask  Mr.  Kuss- 

man what  is  the  proper  action  to  take  when 
an  air  pollution  increase  is  predicted  by  the 
alert  system. 

Mr.  Kussman:  This  is  really  up  to  the 

proper  local  and  state  air  pollution  authori- 
ties. The  New  York-New  Jersey  Coopera- 
tive Committee  on  Interstate  Air  Pollution 
has  recommended  that  during  these  alerts 
certain  activities  be  curtailed,  such  as  the 
burning  of  leaves,  and  to  substitute  low- 
sulfur  fuel  for  high-sulfur  fuel  during  the 
first  alert.  For  a third  alert,  it  may  be 
necessary  to  curtail  almost  every  fuel- 
burning activity  in  the  city.  These  would 
be  rather  drastic  measures.  The  health 
commissioner  in  New  York  City  probably 
has  the  power  in  this  connection,  but  I 
think  the  states  may  be  reluctant  to  go  that 
far. 

Voice:  Have  you  any  opinion  about 

the  current  practice,  which  is  apparently 
allowed  by  law,  of  having  incinerators  in 
large  apartment  houses  instead  of  having 
the  trash  collected? 

Mr.  Kussman:  This  is  not  really  in 

my  province.  However,  by  taking  trash 
and  disposing  of  it  in  certain  ways,  say  via 
sewerage  plants,  you  may  change  an  air 
pollution  problem  into  a water  pollution 
problem.  I know  that  in  New  York  City 
the  air  pollution  control  people  are  un- 
happy about  many  situations  they  can  do 
nothing  about  at  the  present  time.  They 
are  trying  to  cut  down  on  incinerator  pollu- 
tion by  insisting  on  more  efficient  burning 
of  wastes.  Electric  precipitation,  which 
would  be  most  efficient  for  keeping  dirt  out 
of  the  atmosphere,  is  at  present  probably 
beyond  the  means  of  most  apartment  house 
owners,  and  the  precipitators  do  nothing  to 
keep  the  gases  out  of  the  air.  However, 
an  economical  precipitator  would  be  useful. 
This  is  one  of  the  things  that  can  and  I 
hope  will  be  done. 
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Dr.  Sanger:  I understand  the  first 

step  in  the  motor  vehicle  control  is  the 
“blow-by”  which  is  not  very  efficient,  but 
it  is  at  least  of  some  help  in  reducing  the 
amount  of  nitrogen  dioxide  and  also  carbon 
monoxide.  Another  factor  is  the  use  of 
low-sulfur  fuel,  which  is  where  we  are 
having  our  trouble  with  sulfur  dioxide.  Is 
there  anything  that  you  know  of  that  is 
being  done  in  the  city  for  this  to  help  en- 
force the  reduction? 

Mr.  Kussman:  No,  except  in  the  city 

one  of  the  codes  states  that  by  a certain 
year  no  one  may  use  fuel  with  more  than  a 
certain  percentage  of  sulfur.  I think  the 
figure  is  2 per  cent. 

Voice:  What  do  you  do,  if  you  get  a 

smoglike  air  pollution,  a real  inversion? 


Mr.  Kussman:  I suppose  you  mean  the 

Air  Pollution  Control  Department  in  New 
York  City.  We  had  an  episode  occur  in 
the  New  York  City  area  about  two  years 
ago.  Mayor  Wagner  had  a bill  on  his  desk 
that  the  Department  of  Health  had  sub- 
mitted to  him  forbidding,  starting  the  next 
day,  the  nonemergency  use  of  cars  in  the 
city  and  ordering  all  factories  with  smoke 
stacks  to  shut  down.  The  bill  was  signed 
but,  fortunately,  the  winds  picked  up  that 
night,  and  the  accumulated  air  pollution 
was  blown  out  to  sea.  If  the  situation  had 
persisted,  you  would  have  seen  a strange 
sight  in  New  York  City:  practically  no 
traffic.  It  might  have  been  a good  thing 
because  it  would  have  alerted  the  public  to 
the  problem. 


Question  and  Answer  Period 


Voice:  Since  the  pollen  counts  are 

announced  to  the  public  and  are  made  by 
different  people  using  different  methods, 
confusion  is  produced  both  in  the  minds  of 
the  public  and  the  practicing  physician. 
I wonder  how  much  good  such  counts  do. 
I think  it  might  be  more  useful  merely  to 
announce  that  the  count  for  the  day  is  low, 
moderate,  or  high. 

One  day  in  September,  one  source  re- 
ported the  pollen  count  was  57,  and  another 
source  said  it  was  24.  Now  this  is  con- 
fusing to  the  public  and  does  cast  doubt  on 
the  entire  subject  of  pollen  counts. 

Max  Grolnick,  M.D.:  I think  we 

ought  to  have  a fruitful  outcome  of  this 
meeting.  I believe  it  was  the  purpose  of 
the  committee  appointed  by  the  president 
last  year  to  raise  this  question  and  at  least 
to  suggest  some  recommendations. 

The  work  that  was  reported  by  Dr. 
Merksamer,  of  course,  represents  the  team- 
work by  the  various  attendings  and  resi- 
dents at  the  Jewish  Hospital  in  their  train- 
ing period,  the  work  being  continued  for  the 
purpose  of  recording  for  the  American 
Academy  of  Allergy  and  the  Research 
Council.  The  Research  Council,  in  its 
wisdom,  has  established  a routine  standard 
method  of  reporting  pollen  counts.  The 
question  that  the  doctor  raised  before  about 
the  confusion  on  the  part  not  only  of  the 
doctors,  but  also  certainly  on  the  part  of  the 


public,  because  of  the  variation  during  the 
last  few  years,  should  lead  us  to  some  fruit- 
ful outcome  of  this  meeting  tonight. 

Since  the  purpose  of  public  announce- 
ments is  for  education  and  not  confusion,  I 
think  this  Society  should  make  some  recom- 
mendation before  the  next  pollen  recording 
season,  so  that  this  state  of  confusion  will 
not  exist. 

Joseph  H.  Fries,  M.D.:  I have  often 

wondered  whether  the  heavy  blanket  of 
ragweed  pollen  which  accumulates  at  the 
end  of  the  season  and  lies  on  the  surface  of 
the  earth  does  not  retain  some  antigenicity. 
Is  it  not  conceivable  that  with  the  advent  of 
cold  weather  or  wind  some  of  the  old  pollen, 
in  some  particular  way,  is  carried  into  the 
air  and  causes  a reactivation  of  symptoms 
during  the  postpollen  season?  Has  it  ever 
been  considered? 

Dr.  Sanger:  Before  Dr.  Greenburgand 

Dr.  Fields  published  their  report,  they 
came  to  the  allergy  department  of  the 
Jacobi  Hospital  where  I am  associated. 
They  brought  their  slides  and  other  data, 
which  they  discussed  with  us.  We  brought 
to  the  attention  of  Dr.  Greenberg  and  Dr. 
Fields  at  that  time  that  these  patients  were 
indoors  when  their  asthma  was  increasing, 
not  outdoors,  so  that  the  temperature 
change  was  possibly  related  to  other  factors 
indoors.  For  example,  pollen,  dust,  and 
molds  collect  about  the  radiators  through- 
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out  the  summer  months.  Then,  when  the 
heat  is  turned  on,  the  circulation  of  air 
indoors  may  contain  dust,  pollen,  molds, 
and  perhaps  other  factors.  I do  not  know 
if  this  point  is  reflected  in  the  article  as 
published.  I think  this  would,  in  part,  be 
an  answer  to  the  question  you  raised. 

Dr.  Merksamer:  In  answer  to  Dr. 

Fries’  question,  I just  want  to  remind  you 
that  we  do  not  stop  counting,  we  do  not 
stop  examining  slides  at  the  end  of  Septem- 
ber. In  Manhattan,  I continue  counting 
through  October,  and  at  the  Jewish  Hos- 
pital we  continue  through  the  first  week  in 
December. 

We  do  not  see  ragweed  after  the  ragweed 
season  is  over,  and  the  little  ragweed  that 
we  may  see  on  the  slide  in  October  looks 
like  awfully  sick  ragweed.  It  is  like  finding 
an  Alternaria  spore  in  November.  It  does 
not  look  like  a healthy  Alternaria  spore. 

Dr.  Fries:  I should  not  expect  you  to 

see  the  ragweed  pollen,  but  I should  expect 
it  to  be  circulated  in  the  air  as  some  de- 
composition product  of  the  previously  exist- 
ent ragweed  pollen,  and  I have  a feeling 
that  there  might  be  some  residual  antige- 
nicity in  this  decomposed  material. 

Dr.  Perlman:  The  stroma  of  the  rag- 

weed pollen  is  quite  rugged.  It  is  true  that 
when  a pollen  grain  contacts  any  fluid  such 
as  rain  water  or  the  mucus  covering  the 
nasal  membrane,  antigenetic  material  is 
promptly  extracted.  However,  on  the  side 
of  your  argument  is  the  fact  that  we  have 
tried  exhaustively  to  extract  ragweed  pollen 
grains  and  we  never  reached  a point  where 
they  would  stop  giving  positive  ophthalmic 
tests.  As  Dr.  Merksamer  points  out,  the 
ragweed  pollen  has  a tough  stroma  and 
might  well  continue  to  be  blown  around  and 
be  seen  on  the  pollen-counting  slides.  I 
have  seen  ragweed  pollen  grains  in  nasal 
smears  beyond  the  season.  The  nose  is  an 
excellent  trap  which  can  concentrate  the 
pollen  grains.  I see  these  pollen  grains 
most  often  in  nasal  smears  of  children  after 
they  have  presumably  played  in  an  area 
where  there  were  still  some  old  ragweed 
plants. 

However,  with  the  exception  of  the  point 
that  Dr.  Sanger  brought  up,  I think  it  is 
unlikely  that  ragweed  pollen  is  giving  us 
trouble  at  a time  when  we  cannot  detect  it 
by  our  present  counting  methods. 

Dr.  Connell:  I think  Dr.  Fries  has  a 


very  good  point  here.  Actually,  we  should 
not  expect  you  to  pick  up  the  pollen,  be- 
cause you  are  collecting  outside.  What 
one  is  talking  about  is  pollen  inside.  We 
are  doing  a study  in  which  we  are  collecting 
dust  at  various  times  of  the  year.  We  are 
testing  this  dust  in  the  laboratory  just  to 
see  whether  or  not  what  you  say  is  true. 
If  we  find  that  there  are  ragweed  antigens 
in  the  dust  in  October  inside  the  patient’s 
home,  it  may  well  be  that  even  though  you 
cannot  recognize  this  broken-down  mate- 
rial, it  may  be  clinically  important. 

Voice:  May  we  go  back  a moment  to 

the  air  alert?  Even  though  Dr.  Greenburg 
said  that  the  air  pollution  is  low  at  these 
times,  in  other  parts  of  the  country  there 
seems  to  be  some  correlation  between 
asthma  and  air  pollution,  quite  definitely. 
I wonder  if  knowing  more  about  the  air 
alert  would  not  help  the  allergists.  I was 
told  that  in  California,  at  times  of  high  air 
pollution,  if  emphysema  patients  were  put 
in  a charcoal-filtered  atmosphere,  severe 
respiratory  distress  could  be  prevented. 
Perhaps  we  could  have  some  preventive 
measures  that  we  might  use,  if  we  knew 
more  about  high-pollution  periods. 

Dr.  Sanger:  We  hope  this  discussion 

will  stimulate  someone  to  do  some  work  in 
this  area.  An  article  appeared  in  a recent 
discussing  air  pollution  in  New 
Orleans.  The  primary  point  that  was 
made  was  about  a granary  in  the  southeast 
part  of  New  Orleans.  When  the  wind  came 
from  that  direction,  there  was  an  increase 
in  air  pollution,  and,  as  Dr.  Greenburg 
pointed  out,  during  sudden  cold  snaps  in 
New  York  the  number  of  admissions  and 
emergency  treatments  for  asthma  in  the 
clinics  increased.  Some  mention  was  made 
about  a Yokohama  incident  as  well,  where 
increased  attacks  of  asthma  were  recorded. 

Of  course,  as  I stated  in  my  opening  re- 
marks, our  information  is  fragmentary. 
There  is  much  to  be  learned  and  much  to 
be  investigated  in  this  area,  and  we  hope 
that  this  meeting  may  be  a stimulus  for 
this  organization  and  its  members,  who  are 
the  outstanding  allergy  specialists  in  New 
York  and  some  of  the  most  prominent 
allergists  in  the  country.  I hope  that  with 
continuing  research  we  can  obtain  defini- 
tive data  that  will  help  clarify  this  subject 
for  the  nation. 

Leoni  N.  Claman,  M.D.:  In  the 
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asthma  unit  that  I have  at  the  New  York 
Infirmary,  we  have  not  only  air  condition- 
ing and  constant  temperature  and  humidity, 
but  we  also  have  electrostatic  precipitators. 
At  the  height  of  any  air  pollution  episode  in 
the  city,  or  the  ragweed  season,  we  can  take 
the  children  into  this  protected  atmosphere, 
and  within  a very  short  time,  while  you 
watch,  their  symptoms  subside.  There  is 
also  hypoallergenic  bedding  and  other 
equipment,  and  you  find  that  the  patients 
with  reversible  changes  can  recover  quickly, 
without  symptoms.  If  they  have  irreversi- 
ble changes  they  are  relieved,  but  the  relief 
does  not  come  quickly. 

Dr.  Sanger:  As  of  this  moment,  we 

really  do  not  know  whether  sulfur  dioxide, 
carbon  monoxide,  or  nitrogen  dioxide  is  the 
major  factor  in  air  pollution.  Nobody 
really  knows  which  of  these  factors  is  im- 
portant in  the  production  of  chronic  respira- 
tory symptoms,  particularly  asthma.  We 
hope  the  current  investigators  will  clarify 
for  us  the  factors  involved. 


A healthy  suntan 
may  not  be  healthful 

The  physical  benefits  of  tanning  are  almost 
nil,  and  there  is  strong  evidence  that  continued 
exposure  to  the  sun  weathers  and  ages  the  skin. 
The  only  beneficial  effect  of  sunlight,  other  than 
the  psychologic  lift  of  sporting  a good  tan,  is  the 
formation  of  vitamin  D,  and  the  American  diet 
already  provides  an  ample  supply. 

Despite  adverse  physical  indications,  physi- 
cians are  aware  that  many  of  their  patients  still 
will  continue  to  “work”  on  a suntan  each  sum- 
mer, and  thus  the  American  Medical  Association 
offers  some  pointers  on  how  to  do  it  without 
burning  too  much. 

Gradual  exposure  to  the  sun  is  the  safest 


As  you  have  just  stated,  Dr.  Claman, 
when  you  eliminate  air  pollution  factors  by 
putting  patients  into  a properly  screened 
room,  those  patients  will  respond  immedi- 
ately. But  we  do  not  know  what  they  are 
responding  to  and  what  they  are  being  pro- 
tected against. 

Dr.  Merksamer:  Before  we  close,  I 

want  to  say  one  thing.  I do  not  think  we 
should  be  so  quick  to  discard  the  Durham 
shelter  and  its  method  of  counting.  After 
all,  it  does  not  make  any  difference  whether 
the  count  is  24  or  36  or  49,  that  is  not  a bit 
important.  All  we  want  to  know  is, 
qualitatively,  what  is  around.  For  exam- 
ple, if  a ragweed  patient  comes  in  to  your 
office  in  July  and  says  he  is  having  symp- 
toms, you  cannot  tell  him  that  the  ragweed 
season  started  early  this  year  because 
ragweed  pollen  is  never  found  in  the  at- 
mosphere in  July  in  the  New  York  City 
area.  So  let  us  not  throw  away  what  we 
have.  It  still  gives  us  a very  good  idea  of 
what  is  going  on. 


and  simplest  method  of  acquiring  an  attractive 
tan.  As  a general  rule,  begin  with  fifteen 
minutes  exposure  the  first  day  and  increase  the 
time  by  a few  minutes  each  day.  The  time  of 
day  is  important,  with  the  midday  period,  when 
the  sun  is  directly  overhead,  being  the  hottest 
for  burning  purposes. 

Continued  tanning  brings  gradual  changes  in 
the  blood  vessels  of  the  exposed  surfaces.  The 
connective  tissue  of  the  skin  degenerates,  caus- 
ing wrinkles  and  a coarsening  of  texture.  The 
“V”  of  the  neck  becomes  permanently  reddened 
and  freckle-like  dark  spots  appear  on  the  skin. 
These  spots  can  sometimes  be  the  start  of  skin 
cancer. 

Sun  bleaches  the  hair  too,  and  over  a period 
of  time  the  sunbleached  hair  becomes  brittle 
and  unmanageable.  However,  the  damaged 
hair  will  eventually  grow  out. 
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Congenital  malformations  of  the  semi- 
lunar cartilages,  causing  abnormal  mechan- 
ics of  the  knee  joint,  have  been  observed  in 
3 patients  at  Bellevue  Hospital.  Since 
these  malformations  resembled  normal 
findings  in  some  vertebrates,  the  question 
regarding  the  etiology  of  this  occurrence  in 
man  arose.  Therefore,  studies  of  the  phy- 
logeny  and  ontogeny  of  the  semilunar 
cartilage  were  originally  undertaken  to  aid 
interpreting  clinical  conditions. 11  2 In  the 
present  report,  malformations  of  semilunar 
cartilages  are  analyzed  in  the  light  of  pre- 
vious laboratory  studies. 

Review  of  previous  works 

The  evolution  of  the  knee  joint  was  fol- 
lowed in  a phylogenetic  series. 2 The  semi- 
lunar cartilage  of  the  knee  joint  appears 
phylogenetically  as  early  as  the  salamander. 
In  that  species  it  is  a thick  fibrocartilage 
plate  which  is  fused  with  the  medial  tibial 
condyle,  while  the  lateral  tibial  condyle  is 
covered  with  only  a thin  layer  of  hyaline 
cartilage.  The  medial  femoral  condyle  is 

This  study  has  been  partly  supported  by  grants  from  the 
National  Foundation  and  National  Institutes  of  Health, 
Public  Health  Service,  AM  1431-09. 


three  cases  of  discoid  meniscus  were  found 
in  336  arthrotomies  of  the  knee  joint.  The 
symptoms  noted  in  the  patients  were  an 
instability  on  walking  and  a characteristic 
snapping  or  jerking  of  the  knee  joint  both  at 
flexion  and  extension  past  the  angle  of  160  to 
155  degrees.  Surgical  removal  of  the  affected 
meniscus  was  performed.  Follow-up  ex- 
aminations three  to  five  years  after  operation 
showed  that  the  patients  had  normal  rhythm 
of  motion  of  the  knee  joints  operated  on; 
however,  1 patient  showed  lateral  instability 
with  10  degrees  passive  adduction  of  the  lower 
leg  due  to  laxity  of  the  lateral  collateral 
ligament. 


shorter  than  the  lateral  femoral  condyle, 
and  so  the  intra-articular  fibrocartilage 
levels  off  the  articular  plateau.  The  lizards 
have  intra-articular  fibrocartilages  both 
medially  and  laterally,  and  both  are  at- 
tached to  the  tibial  condyles  only  at  some 
points;  the  medial  fibrocartilage  is  perfo- 
rated like  a doughnut,  while  the  phylo- 
genetically younger  lateral  fibrocartilage 
has  the  form  of  a concave  disk.  In  birds 
the  medial  meniscus  has  the  form  of  a broad 
semicircle  and  the  lateral  meniscus  that  of 
a thick  biconcave  disk.  In  rats,  the  medial 
meniscus  is  shaped  like  a pan  with  a thick 
margin  and  a central  depression,  and  the 
lateral  meniscus  is  shaped  like  a thick  cres- 
cent. In  primates,  both  menisci  are  broad 
crescents  leaving  the  central  and  inner  por- 
tions of  the  articular  surfaces  exposed. 

The  ontogenetic  development  of  the  knee 
joint  was  followed  in  a series  of  human  em- 
bryos.1 In  the  embryo  of  19  to  22  mm., 
greatest  length,  the  menisci  take  origin  from 
a mesenchymal  blastema  situated  between 
the  cartilaginous  condyles  of  the  femur  and 
tibia.  In  the  embryo  of  25  to  29  mm., 
crown-rump  length,  the  menisci  are  broad 
plates  extending  across  the  articular  areas. 
The  former  gradually  become  wedge- 
shaped.  With  the  thinning  of  the  inner 
edge  in  embryos  of  30  to  38  mm.,  crown- 
rump  length,  the  central  area  of  the  menisci 
becomes  absorbed,  but  in  the  lateral  menis- 
cus at  a slower  rate.  In  embryos  of  47  to 
55  mm.,  crown-rump  length,  the  menisci 
frame  the  tibial  condyles  and  gradually  as- 
sume the  mature  configuration  present  in 
embryos  of  165  to  260  mm.,  crown-rump 
length.  Throughout  embryonal  develop- 
ment, the  lateral  meniscus  remains  broader 
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FIGURE  1.  Meniscal  disk  (4  by  5.5  cm.)  has  shal- 
low indentation  and  is  attached  to  thickened  joint 
capsule. 

and  covers  a greater  part  of  the  surface  of  its 
tibial  condyle. 

Clinical  observations 

Three  cases  of  malformed  meniscus  were 
noted  in  336  arthrotomies  of  the  knee  joint 
performed  by  the  Department  of  Ortho- 
pedic Surgery,  Bellevue  Hospital,  during 
the  years  1946  to  1962.  All  of  them  in- 
volved the  lateral  meniscus. 

The  malformed  meniscus  may  appear  as 
(1)  an  ovoid  or  round  plate,  (2)  a disk  with  a 
central  indentation,  or  (3)  a ring  with  a 
central  hole  of  varying  dimension.  The 
menisci  in  our  patients  had  the  shape  of 
plump  roundish  plates  with  a diameter  of  4 
to  5.5  cm.  They  were  8 mm.  thick,  and 
two  of  them  had  a shallow  indentation  (Fig. 
1).  That  portion  of  the  joint  capsule 
attached  to  the  periphery  of  the  menisci  was 
markedly  thickened  and  hyperplastic. 

Although  the  deformity  of  the  meniscus 
must  have  been  present  at  birth,  it  did  not 
cause  symptoms  in  early  childhood.  Dreh- 
mann3  and  Sorrel4  reported  symptoms  from 
malformations  of  the  meniscus  in  children 
of  two  and  three  years  respectively.  With 
progressive  growth  and  ossification  of  the 
epiphyses,  the  incongruity  between  the 
articular  components  of  the  knee  became 
usually  manifest  in  late  childhood  or 
puberty.  Our  patients  were  nine,  twelve, 


and  fifteen  years  old.  Minor  trauma 
played  an  eliciting  role  in  two  of  them. 

The  symptoms  noted  in  the  patients  were 
an  instability  on  walking  and  a characteris- 
tic snapping  or  jerking  of  the  knee  joint. 
This  occurred  both  at  flexion  and  extension 
past  the  critical  angle  of  160  to  155  degrees. 

It  appeared  as  a sudden  arrest  and  then  an 
acceleration  of  motion  of  the  knee  joint 
associated  with  a loud  click  or  “pop”  in  the  1 
knee  joint. 

Comment 

The  explanation  of  this  peculiar  phenom- 
enon derives  from  the  fact  that  flexion  and 
extension  of  the  knee  are  a combination  of 
rocking,  gliding,  and  rotation.  Starting 
from  full  extension,  opposite  points  on  the 
articular  surfaces  of  the  femur  and  tibia  are 
separated  from  each  other  by  the  rocking 
motion  at  the  first  25  degrees  of  flexion. 
Because  of  increasing  tension  of  the  articu- 
lar ligaments,  further  flexion  can  be  con- 
tinued only  by  backward  gliding  of  the 
concavity  of  the  tibial  condyles  along  the 
convexity  of  the  femoral  condyles.  The 
gliding  motion  comprises  the  greater  part  of 
excursion  of  the  knee  joint.  The  return 
from  full  flexion  to  extension  follows  the 
reverse  pattern  in  that  the  central  point  of 
the  tibial  concavity  glides  from  the  poster- 
ior aspect  of  the  femoral  condyles  until  the 
angle  of  about  155  degrees  is  reached. 
Then  opposite  points  on  the  femoral  and 
tibial  condyles  are  apposed  to  each  other  by 
the  rocking  motion.  The  transition  from 
gliding  to  rocking  and  vice  versa  goes  on  un- 
noticed. 

The  normal  menisci  contribute  to  the 
smooth  shift  from  rocking  to  gliding  by 
virtue  of  their  congruity  with  the  femoral 
and  tibial  condyles.  When  they  are  un- 
duly thick  or  misshapen,  then  they  cannot 
align  themselves  with  the  curvatures  of  the 
condyles.  They  constitute  within  the  joint 
space  an  obstacle  which  becomes  manifest 
at  the  angle  of  160  to  155  degrees  where  the 
rocking  changes  to  a gliding  and  the  collat- 
eral ligaments  become  tense  (Fig.  2).  It 
then  requires  vigorous  contraction  of  the 
muscles  to  overcome  the  interposed  block, 
whereupon  the  femoral  condyle  overrides 
the  thickened  disk.  The  block  is  released 
with  a loud  snap,  and  flexion  continues  at 
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degrees  of  motion.  Ligament  is  relaxed  after 
obstacle  has  been  overcome  to  either  side  by 
flexion  or  extension. 

an  accelerated  speed.  On  return  to  exten- 
sion, at  the  transition  from  gliding  to  rock- 
ing, the  tibia  is  arrested  at  the  angle  of 
about  155  degrees  by  the  thickened  menis- 
cus. Vigorous  contraction  of  the  extensor 
muscles  is  necessary  to  overcome  the  ob- 
stacle, whereupon  extension  is  completed  in 
a jerky  fashion.  The  precipitated  move- 
ments at  flexion  and  extension  are  com- 
monly associated  with  an  acoustic  phenom- 
enon which  is  produced  by  the  impact  of  the 
femoral  condyles  onto  the  tibial  condyles 
and  by  the  popping  out  of  the  meniscus 
from  the  grip  of  the  condyles. 


FIGURE  3.  Notable  widening  of  lateral  joint  space 
is  suggestive  of  malformed  lateral  meniscus. 


In  2 of  our  patients  the  final  extension  of 
the  knee  joint  was  associated  with  marked 
external  rotation  of  the  lower  leg.  An 
external  rotation  of  about  5 degrees,  the  so- 
called  “home  screwing’’  of  the  tibia,  occurs 
normally  because  of  tension  of  the  anterior 
cruciate  ligament  at  completion  of  the  ex- 
tension. If  the  meniscus  is  not  wedge- 
shaped,  then  the  control  of  rotation  is  lost, 
and  exaggerated  rotation  of  the  lower  leg 
ensues  with  respect  to  the  thigh. 

A striking  feature  of  this  malformation 
was  that  it  involved  predominantly  the 
lateral  meniscus.  Smillie,5  too,  noted  in  29 
instances  of  discoid  cartilage  that  the  lat- 
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eral  meniscus  was  involved  28  times.  This 
preponderance  might  be  explained  by  the 
increased  distance  between  the  lateral 
femoral  and  tibial  condyle  with  the  habitu- 
ally crossed  legs  in  early  embryonal  life. 
The  lack  of  pressure  in  the  lateral  portion  of 
the  joint  space  as  a stimulus  for  the  shaping 
of  the  meniscus  suggests  that  the  meniscal 
plate  and  disk  are  malformations  secondary 
to  incomplete  development  and  lack  of 
differentiation  rather  than  due  to  persist- 
ence on  an  early  phylogenetic  rank. 


Diagnosis  and  treatment 

A history  of  habitual  snapping  of  the 
knee  joint  is  suggestive  of  a misshapen 
meniscus.  The  diagnosis  is  corroborated 
by  thickening  and  tenderness  of  tissues 
along  the  circumference  of  the  joint  cleft,  by 
jerking  at  a certain  angle  of  motion  asso- 
ciated with  bulging  of  a mass  from  the  joint 
cleft,  and  often  by  a distinct  acoustic 
phenomenon.  Roentgenographic  examina- 
tion is  helpful  when  it  evidences  notable 
widening  of  the  joint  space  on  one  side  (Fig. 
3).  Contrast  roentgenography  shows  a 
broad  filling  defect  throughout  the  joint 
space  of  one  side.  Differential  diagnosis 
must  include  tear  of  the  meniscus,  habitual 
dislocation  of  the  patella,  or  free  intra- 
articular  bodies,  all  of  which  often  cause 
similar  complaints  of  snapping  or  locking. 

Since  conservative  treatment  cannot 
restore  the  normal  configuration  of  the 
articular  components,  surgical  removal  of 
the  affected  meniscus  is  usually  necessary. 
In  involvement  of  the  lateral  meniscus,  an 
anterolateral  oblique  approach  with  long 
horizontal  incision  of  the  synovial  capsule 
offers  satisfactory  survey  of  the  joint  space. 
The  related  anatomic  alterations  and  the 
mechanism  of  snapping  may  be  observed 
then  directly,  especially  when  flexion  and 
extension  of  the  knee  are  carried  out  pas- 
sively with  simultaneous  pressing  of  the 
tibia  against  the  femur  to  substitute  the 
muscular  tonus  of  the  anesthetized  patient. 
The  arrest  of  motion  caused  by  the  mal- 
formed meniscus  as  well  as  the  overriding  of 


the  intra-articular  obstacle  and  the  subse- 
quent acceleration  of  motion  then  are 
visualized  instructively.  When  the  menis- 
cus is  very  large,  it  may  be  excised  in  two 
portions.  The  knee  joint  is  closed  in 
layers.  Prolonged  systematic  strengthen- 
ing of  the  quadriceps  is  necessary  in  the 
aftercare  to  compensate  for  the  laxity  of  the 
collateral  ligament  caused  by  the  lack  of  the 
thick  meniscus. 

Follow-up  examinations  between  three  to 
five  years  after  operation  revealed  that  the 
patients  had  normal  rhythm  of  motion  of 
the  knee  joints  operated  on.  While  2 of 
them  showed  adequate  strength  of  the 
quadriceps  muscle,  the  third  and  youngest 
patient  showed  lateral  instability  with  10 
degrees  passive  adduction  of  the  lower  leg 
due  to  laxity  of  the  lateral  collateral  liga- 
ment. 


Summary 

Three  cases  of  discoid  meniscus  are 
analyzed.  An  attempt  has  been  made  to 
explain  the  etiology  of  this  malformation  by 
considering  the  phylogeny  and  ontogeny  of 
the  knee  joint.  The  malformed  meniscus  is 
thought  to  be  a failure  of  differentiation 
during  an  early  embryonal  stage.  The 
thickened  meniscus  is  responsible  for  the 
snapping  at  a certain  phase  of  flexion- 
extension  of  the  knee  joint  followed  by  a 
sudden  acceleration  of  further  joint  motion. 
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Homogeneous  Mass  in 
Left  Upper  Quadrant 


Case  history 

An  eighty-two-year-old  white  male  was 
in  good  health  until  six  months  before 
admission,  when  he  noticed  occasional  epi- 
gastric fullness.  Four  months  before  ad- 
mission this  was  more  evident  and  was 
associated  with  eructations.  One  month 
before  admission  he  noted  anorexia,  ma- 
laise, a 10-  to  15-pound  weight  loss,  and  a 
sensation  of  pressure  in  the  epigastric  area. 

On  physical  examination  he  was  a fairly 
well-developed,  well-nourished  man  in  no 
distress.  His  vital  signs  and  temperature 
were  normal.  There  was  no  evidence  of 
lymphadenopathy.  His  chest  was  em- 
physematous but  clear.  The  abdomen  was 
slightly  distended  and  nontender,  and  there 
was  an  ill-defined  epigastric  mass  which 
extended  laterally  into  both  the  upper 
quadrants.  The  liver  was  said  to  be  2 
fingerbreadths  below  the  right  costal  mar- 
gin. There  was  no  palpable  spleen.  His 
hematocrit  was  39,  the  white  blood  count 
was  17,500  with  70  per  cent  segmented 
neutrophils,  13  per  cent  bands,  and  17  per 
cent  lymphocytes.  His  urine  was  clear. 

Radiologic  discussion 

Alfred  S.  Berne,  M.D.f:  The  films 

show  that  there  is  a homogeneous  increased 

* Present  address:  Chief  of  Diagnostic  Radiology,  Santa 

Barbara  Cottage  Hospital,  Santa  Barbara,  California. 

t Professor  of  Radiology,  State  University  of  New  York 
Upstate  Medical  Center. 


FIGURE  1.  Posteroanterior  view  of  abdomen 
showing  displacement  of  stomach  to  left,  nodu- 
larity of  gastric  mucosa,  and  downward  displace- 
ment of  jejunum  at  ligament  of  Treitz  (-►).  Para- 
spinal  masses  produced  by  buckled  aorta  are 
shown  (-b). 

density  in  the  left  upper  quadrant,  and  the 
transverse  colon  is  displaced  downward. 
I can’t  visualize  the  left  renal  shadow  on 
any  of  the  films.  Was  a pyelogram  done? 

A physician:  A pyelogram  was  done. 

The  kidney  on  the  left  was  displaced  down- 
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FIGURE  2.  Right  lateral  view  of  stomach  showing 
that  mass  is  behind  body  of  the  stomach  smoothly 
pressing  it  forward  (— ►).  The  descending  duo- 
denum and  duodenal  cap  are  normal. 


FIGURE  3.  Anteroposterior  view  of  abdomen 
after  evacuation  of  a barium  enema.  Large  soft 
tissue  mass  in  left  upper  quadrant  is  visible. 
Distal  transverse  colon  is  depressed  (— ►).  How- 
ever, proximal  portion  of  descending  colon  is  not 
displaced  suggesting  that  spleen  is  not  enlarged. 


ward  with  no  calyceal  abnormalities.  You 
could  see  the  outline  of  the  entire  left  kidney 
fairly  well. 

Dr.  Berne:  We  have  evidence  of  a 

homogeneous  mass  in  the  left  upper  quad- 
rant which  has  displaced  the  transverse 
colon  downward  and  the  distal  portion  of 
the  transverse  colon  to  the  left  (Fig.  1). 
We  have  information  that  the  left  kidney  is 
depressed  as  well.  There  is  a paraspinal 
mass  on  the  right  side,  but  as  you  look  at 
the  film  it  is  evident  that  it  is  the  aorta 
buckling  on  itself  and  going  into  the  right 
chest  and  then  coming  through  the  dia- 
phragm. 

The  esophagus,  I think,  is  normal.  The 
barium-filled  stomach  shows  many  abnor- 
malities. First  of  all,  it  is  displaced  to  the 
left.  The  right  lateral  view  of  the  stomach 
shows  that  the  stomach  lies  around  a mass, 
in  front  of  and  lateral  to  the  mass  (Fig.  2). 
The  fundus,  pars  media,  and  the  antrum 
are  displaced  markedly  forward. 

The  duodenum  lies  in  proper  position 
slightly  to  the  right  of  the  spine  in  the  prone 
film  (Fig.  3).  There  is  a large  diverticulum 
of  the  duodenum.  I don’t  see  any  other 
abnormality. 

The  ligament  of  Treitz  is  depressed  even 
granting  that  there  can  be  a marked  normal 
variation  in  its  position.  The  other  very 


marked  abnormality  is  the  polypoid  nature 
of  the  mucosal  pattern  in  the  stomach.  It 
is  very,  very  nodular  throughout.  It  also 
would  appear  that  the  stomach  is  rather 
stiff.  We  do  not  have  any  films  that  show 
us  any  very  marked  change  in  the  contour 
of  the  stomach.  All  the  mucosal  folds 
appear  large,  and  in  many  places  they  ap- 
pear nodular. 

In  summary,  there  is  a very  large  mass 
that  fills  all  of  the  left  upper  quadrant,  and 
this  mass  probably  originated  slightly  to  the 
right  of  the  stomach  and  has  displaced  the 
stomach  to  the  left,  and  it  lies  primarily 
behind  the  stomach.  This  mass  extends 
all  the  way  into  the  retroperitoneum  be- 
cause it  has  displaced  the  ligament  of 
Treitz  and  the  kidney  down.  It  also  ex- 
tends fairly  far  forward  because  it  has  dis- 
placed the  colon  down.  It  is  associated 
with  a disease  process  that  has  taken  the 
normal  mucosal  folds  of  the  stomach  and 
enlarged  them  rather  markedly  and  stiff- 
ened them.  The  best  bet  for  this  combina- 
tion is  that  this  is  a lymphoma  of  the 
stomach  and  there  is  massive  nodal  involve- 
ment in  the  node-bearing  area  adjacent 
to  the  stomach  producing  all  of  these 
changes.1-2 

I presume  that  carcinoma  of  the  stomach 
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could  do  the  same  thing,  and  I think  that  it 
also  has  to  be  included  in  the  differential 
diagnosis. 

I think  another  possibility  is  that  the 
mass  is  not  nodes,  that  the  mass  represents 
a localized  metastatic  lesion  in  the  left  lobe 
of  the  liver,  and  that  the  rest  of  the  liver 
is  not  enlarged.  That  is  not  a good  idea, 
but  I think  it  is  a conceivable  one.  I don’t 
think  that  it  is  a diffuse  enlargement  of  the 
left  lobe  of  the  liver  because  usually  when 
that  happens  the  liver  pushes  the  stomach 
posteriorly. 

Another  possibility  with  a lesion  in  this 
area  would  be  a mass  in  the  pancreas. 
A mass  in  the  pancreas  could  work  its  way 
up  to  be  medial  to  the  stomach,  could  push 
the  stomach  forward,  and  certainly  could  go 
posteriorly  sufficiently  to  depress  the  liga- 
ment of  Treitz  and  the  kidney.  If  there 
is  a huge  mass  in  the  pancreas  it  is  very 
difficult  to  explain  the  big  folds  in  the 
stomach. 

Because  the  nodules  in  the  stomach  do 
not  seem  to  change  contour,  I think  any- 
thing other  than  a neoplasm  is  unlikely. 

There  is,  however,  another  lesion  that 
would  be  unrelated  to  the  big  mass,  namely, 
giant  folds.  This  patient  could  conceivably 
have  very  large  folds  in  the  stomach  which 
would  have  no  relationship  to  the  mass 
itself. 

I don’t  think  the  spleen  is  enlarged,  be- 
cause I think  that  the  fixed  portion  of  the 
colon  would  be  depressed  if  the  spleen  were 
enlarged,  and  if  the  spleen  were  enlarged  it 
ought  to  push  the  stomach  the  other  way. 

Dr.  Berne's  diagnosis 

Lymphoma  of  the  stomach 

Pathologic  discussion 

An  exploration  and  biopsy  were  per- 
formed and  a very  large,  hard,  smooth  mass 
was  found  in  the  abdomen.  It  was  pri- 
marily posterior  to  the  stomach  and  in- 
volved the  greater  curvature  of  the  stom- 
ach. 

Barbara  Rosenberg,  M.D.*:  The 

specimen  received  was  a biopsy  of  this  mass 

* Formerly  Assistant  Professor  of  Pathology,  State  Uni- 
versity of  New  York  Upstate  Medical  Center. 


FIGURE  4.  Biopsy  of  tumor  (hematoxylin  and  eo- 
sin  stain,  X235). 


(Fig.  4).  It  had  a very  homogeneous 
pinkish-gray  appearance.  Microscopically, 
you  can  see  a monotonous  sheet  of  small 
cells  which  have  left  as  recognizable  struc- 
tures only  the  thick-walled  arteries,  a few 
nerves,  and  a vein  here  and  there.  There 
is  no  other  identifiable  structure  except  at 
the  margins  where  you  can  see  some  areas 
of  fat.  The  normal  architecture  has  been 
wiped  out  by  this  dense  infiltration  which 
on  higher  power  is  seen  to  be  composed  of 
cells  with  very  little  cytoplasm  and  rather 
uniform  dark  nuclei,  slightly  larger  than 
those  of  a mature  lymphocyte.  The  cell 
type  would  put  this  in  the  class  of  malignant 
lymphoma  of  the  lymphoblastic  type. 

This  probably  arose  in  the  wall  of  the 
stomach  and  does  involve  lymph  nodes  to 
form  the  huge  mass.  I think  this  lesion  is 
without  question  lymphoma;  there  is  no 
evidence  here  of  true  follicle  formation  or 
the  mixed  cellular  infiltration  seen  in  hyper- 
plasia. 

Histologic  diagnosis 

Malignant  lymphoma  of  the  stomachy 
lymphoblastic  type 
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| diopathic  hypercalcemia  of  infancy 
may  be  mild  and  reversible12  or  severe  and 
irreversible.3-  4 In  addition  to  the  clinical 
manifestations  of  hypercalcemia  and  other 
abnormal  biochemical  and  roentgenologic 
findings,  systolic  murmurs  have  been  im- 
pressive enough  to  suggest  a diagnosis  of 
congenital  heart  disease  in  some  in- 
stances.5-14 Prior  to  the  recognition  of 
hypercalcemia,  a diagnosis  of  congenital 
heart  disease  was  considered  in  the  2 cases 
described  in  this  report.  In  1 of  the  pa- 
tients (Case  1)  serial  cardiac  catheteriza- 
tion and  angiocardiographic  studies  re- 
vealed reversible  pulmonary  hypertension. 
It  is  hoped  that  this  presentation  will  stim- 
ulate analyses  of  the  cardiac  status  of  in- 
fants with  idiopathic  hypercalcemia  before 
and  after  recognition  of  the  idiopathic  hy- 
percalcemia. 

Case  reports 

Case  1.  This  infant  was  first  seen  at 
Montefiore  Hospital  on  May  29,  1958,  at 
the  age  of  seven  months,  with  a diagnosis  of 
congenital  heart  disease  of  undetermined 
type.  He  was  a normal,  full-term  infant 
and  weighed  3.6  Kg.  (8  pounds)  at  birth. 


Growth  and  development  had  been  normal 
up  to  two  months  of  age,  when  he  weighed 
4.7  Kg.  (10  pounds,  4 ounces).  He  then  be- 
came anorexic,  failed  to  gain  weight,  and 
was  admitted  to  another  hospital  because  of 
irritability,  a low-grade  fever,  and  circum- 
oral  cyanosis.  He  was  treated  for  pneu- 
monia with  penicillin,  but  his  poor  physical 
appearance  prompted  a series  of  diagnostic 
studies.  A sweat  test  showed  normal  re- 
sults, and  adequate  tryptic  activity  was 
present  in  the  stool.  X-ray  and  fluoro- 
scopic examination  revealed  an  “atypical” 
left  cardiac  shadow.  An  angiocardiogram 
was  interpreted  as  showing  a right-to-left 
shunt  between  the  pulmonary  artery  and 
aorta  that  was  compatible  with  a reverse- 
flow  patent  ductus  arteriosus,  but  no  oxy- 
gen saturation  values  were  reported.  He 
was  thought  to  be  in  congestive  heart  fail- 
ure and  was  placed  on  digitalis  and  referred 
to  Montefiore  Hospital  for  further  evalua- 
tion. 

Physical  findings.  Physical  examination 
on  admission  disclosed  a poorly  developed, 
irritable  infant.  He  weighed  5.4  Kg.  (13 
pounds)  and  made  no  effort  to  sit  up. 
There  was  sternal  and  subcostal  rib  retrac- 
tion. The  lips,  tongue,  fingernails,  and  toe- 
nails were  slightly  cyanotic.  A faint  sys- 
tolic murmur  was  heard  all  over  the  pre- 
cordial area.  The  second  heart  sounds  at 
the  base  were  normal.  Blood  pressure  read- 
ings in  millimeters  mercury  were  as  fol- 
lows: right  arm  122/80,  right  leg  110/66, 
left  arm  112/60,  and  left  leg  114/62. 

Laboratory  findings.  Hemoglobin  was 
10.8  Gm.  per  100  ml.,  and  the  white  blood 
cell  count  was  13,000,  with  a normal  dis- 
tribution of  cells.  The  urine  had  a spe- 
cific gravity  of  1.010  and  was  acid  but 
otherwise  showed  nothing  positive.  The 
electrocardiogram  suggested  right  ven- 
tricular enlargement  (Fig.  1).  The  pres- 
ence of  a pectus  excavatum  made  the 
interpretation  of  the  cardiac  silhouette 
difficult.  However,  there  was  rounding 
and  elevation  of  the  apex  of  the  heart. 
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FIGURE  1.  Case  1.  Serial  electrocardiograms  from  October  14, 1958,  to  June  5, 1962.  Initial  tracing  sug- 
gests possible  right  ventricular  hypertrophy  pattern  that  disappears  on  subsequent  tracings.  Negative 
waves  in  leads  1 1 1 and  aVf  indicate  persistence  of  abnormalities. 


findings  usually  associated  with  right 
ventricular  hypertrophy  (“coeur  en 
sabot”)  (Fig.  2).  Pulmonary  vasculature 
was  normal.  No  other  skeletal  abnor- 
malities were  noted. 

Catheterization  of  the  heart  performed 
on  June  12,  1958,  initially  revealed  a nor- 
mal right  ventricular  inflow  pressure. 
However,  sustained  increased  pressures  in 
the  lesser  circuit  were  subsequently  ob- 
tained, presumably  due  to  hypoxia  (Table 
I).  Oxygen  saturations  were  as  follows: 
left  femoral  artery  95  per  cent,  left  radial 
artery  97  per  cent,  and  right  radial  artery 
85  per  cent  (the  patient  was  not  ventilat- 
ing well).  Angiocardiographic  studies 
showed  normal  findings.  The  discharge 
diagnosis  was  idiopathic  pulmonary  hyper- 
tension and  congenital  heart  disease, 
undiagnosed. 

Diagnosis,  treatment,  and  course.  At 
twelve  months  of  age  the  child  weighed  6.2 


Kg.  (13  pounds  10  ounces),  was  undevel- 
oped, and  physically  retarded.  He  could 
not  sit  unsupported  or  stand  up.  The 
head  was  large,  the  anterior  fontanelle 
patent,  the  pinnas  low,  and  sternal  retrac- 
tion prominent  (Fig.  3).  No  murmurs 
were  present,  and  there  was  no  cardiac  de- 
compensation. Because  the  infant  had 
literally  “failed  to  thrive,”  idiopathic 
hypercalcemia  of  infancy  was  considered. 
Serum  calcium  was  11.6  mg.  (upper  limit 
of  normal,  10.8  mg.),  inorganic  phosphorus 
5 mg.,  alkaline  phosphatase  6.8  Bodansky 
units,  and  blood  urea  nitrogen  21  mg.  per 
100  ml.  (Table  II). 

Intake  of  vitamin  D was  curtailed,  and 
the  patient  was  protected  from  the  sun. 
His  appetite  improved  markedly,  and  he 
gained  weight  rapidly.  Values  for  serum 
calcium,  phosphorus,  and  alkaline  phos- 
phatase became  normal.  Alkaline  phos- 
phatase ranged  from  6.8  to  16.8  Bodansky 
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TABLE  I.  Data  obtained  from  cardiac 
catheterizations  performed  in  Case  1 

^ — Mean  Blood  Pressure — . 
(Mm.  Hg) 

June  12,  June  7, 
1958  1962 

Position  of  (8  Months  (54  Months 

Catheter*  Old)  Old) 


Right  ventricle 

Inflow 

23/4t 

Outflow 

57/4** 

30/6 

Pulmonary  artery 

Main 

59/33** 

23/3 

Right 

49/33** 

Left 

59/36** 

29/13 

* No  shunts  demonstrated  by  oxygen  step-up  on  either 
study. 

t Femoral  artery  blood  99  per  cent  saturated  with  oxygen 
at  this  time. 

**  Anoxemia  presumably  responsible  for  pulmonary 
arteriolar  vasoconstriction. 
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FIGURE  2.  Case  1.  Roentgenogram  made  June, 
1958,  demonstrates  apparent  cardiac  enlargement, 
with  “coeur  en  sabot”  configuration. 


FIGURE  3.  Casel.  Photograph  of  patient  in  June, 
1958.  Note  malnutrition  and  low  position  of  pinnas. 
Growth  and  development  were  arrested  until  hy- 
percalcemia wascorrected. 


units.  His  strength  increased  strikingly, 
and  he  was  walking  by  June,  1959.  In 
June,  1962,  cardiac  catheterization  was 
repeated,  with  completely  normal  findings. 
(Table  I). 

The  patient  has  remained  well  since 
June,  1959.  Growth  and  development 


FIGURE  4.  Case  1.  Photographs  of  patient  in 
August,  1963,  demonstrating  alert  appearance,  good 
muscular  development,  and  pectus  excavatum. 


TABLE  II.  Values  of  pertinent  blood  chemistries  for  Case  1 


Values  per  100  Ml. 

, 

Serum 

Alkaline 

Blood 

Serum 

Inorganic 

Phosphatase 

Urea 

Calcium 

Phosphorus 

(Bodansky 

Nitrogen 

Date 

(Mg.)* 

(Mg.) 

Units) 

(Mg). 

October  14,  1958 

11.2 

5.3 

4.5 

20 

November  18,  1958 

11.6 

5.0 

6.8 

21 

February  10,  1959 

10.1 

5.5 

July  28,  1959 

10.4 

4.8 

April  19,  1960 

10.2 

6.1 

16.8 

June  5,  1962 

10.1 

3.7 

4.4 

* For  normal  infants  and  children,  Elkington  and  Danowski15  found  total  plasma  calcium  values  of  9.8  ± 0.7  mg.  per  100  ml. 
Natelson16  considers  a value  greater  than  10.4  mg.  per  100  ml.  abnormal  in  the  early-age  groups.  Koenig,  Scholz,  and  Salassa,17 
at  the  Mayo,  Clinic  consider  levels  of  serum  calcium  above  10.4  mg.  per  100  ml.  distinctly  abnormal  for  all  age  groups.  Ross18 
at  Montefiore  Hospital  considers  values  above  10.8  abnormal. 


FIGURE5.  Casel.  Roentgenograms  of  patienttaken  in  August,  1963.  Heartsize  appears  enlarged  dueto 
pectus  excavatum.  (A)  Posteroanterior  view.  (B)  Lateral  view. 


have  progressed  quite  normally.  In 
August,  1963,  he  was  119  cm.  (47  inches, 
50th  percentile)  tall  and  weighed  19.1 
Kg.  (42  pounds,  25th  percentile)  (Fig.  4). 
A very  faint  systolic  murmur  heard  at  the 
aortic  and  pulmonary  areas  was  thought  to 
be  functional.  Roentgenographically,  the 
pectus  excavatum  still  gave  the  spurious 
impression  of  cardiac  enlargement  (Fig.  5). 
The  electrocardiogram  had  undergone 
evolutionary  changes  with  disappearance  of 
the  possible  right  ventricular  enlargement 
pattern  seen  in  Figure  1 (Fig.  6). 

Comment.  After  an  extensive  work-up  at 
another  institution,  this  patient  was  re- 
ferred to  Montefiore  Hospital  for  elucida- 
tion of  a cardiac  diagnosis.  Catheteriza- 


tion of  the  heart  disclosed  that  pulmonary 
hypertension  was  probably  induced  by 
anoxemia,  and  intermittent  pulmonary 
hypertension  was  present  for  a duration 
sufficient  to  produce  an  additional  load  on 
the  right  side  of  the  heart.  Temporary 
restriction  of  vitamin  D,  even  without 
attempting  to  limit  calcium  content  in  the 
diet  or  to  precipitate  calcium  in  the  bowel, 
may  have  produced  the  dramatic  dis- 
appearance of  all  symptoms,  signs,  and  ab- 
normal laboratory  findings. 

Case  2.  This  child  was  first  seen  at  the 
age  of  twenty  months.  She  weighed  2.9 
Kg.  (6  pounds,  5 ounces)  at  birth,  and  her 
height  was  51  cm.  (20  inches).  Growth  and 
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FIGURE  6.  Case  1.  Electrocardiograms  taken  in  August,  1963,  when  patient  was  five  years  and  ten  months 
old.  The  T waves  in  lead  aVf  and  V5  have  become  positive. 


development  in  Florida  had  been  normal 
during  the  first  year  of  life.  Although  she 
sat  and  stood  up  at  the  appropriate  ages, 
she  did  not  walk  or  talk.  Growth  and 
development  then  ceased,  and  it  was  ap- 
parent that  she  was  not  progressing  well 
mentally.  When  she  was  fourteen  months 
of  age,  congenital  cardiopathy  was  sus- 
pected because  of  a heart  murmur.  The 
results  of  a work-up,  including  x-ray  films 
and  electrocardiograms,  were  inconclusive. 
Vitamin  ingestion  had  not  been  excessive, 
and  no  soya  products  or  excessive  iodides 
had  been  taken. 

Physical  findings.  Physical  examination 
revealed  a markedly  debilitated,  chronic- 
ally ill  infant  who  looked  about  half  her 
chronologic  age,  weighed  8.2  Kg.  (18 
pounds,  2.5  ounces)  and  measured  75  cm. 
(29.5  inches).  The  skin  was  smooth  and 
dry  and  the  hair  soft.  First-year  molars 
were  present.  The  thyroid  was  not  felt. 
Examination  of  the  heart  disclosed  a force- 
ful point  of  maximum  impulse  in  a thin 
chest  in  the  fifth  left  intercostal  space  out- 
side the  mid-clavicular  line.  A loud, 
harsh,  medium-pitched  pansystolic  mur- 
mur was  best  heard  to  the  left  of  the  sternal 
border  from  the  second  to  fourth  inter- 
costal spaces.  The  second  sounds  were 
variably  split.  The  pulmonic  component 
was  louder  than  the  aortic.  The  lungs 
were  clear.  A smooth,  nontender  liver 
edge  was  felt  1 cm.  below  the  right  costal 
margin.  The  femoral  arteries  were  nor- 
mally pulsatile. 

Laboratory  findings.  Radioactive  iodine 


studies  disclosed  a normal  thyroid  uptake 
of  28.4  per  cent  of  the  administered  dose 
at  twenty-four  hours.  An  initial  serum 
calcium  level  was  13.3  mg.  per  100  ml. 
Subsequent  studies  revealed  a calcium  of 
11.6  mg.,  an  alkaline  phosphatase  of  2.4 
Bodansky  units,  and  a blood  urea  nitrogen 
of  37.4  mg.  per  100  ml.  Areas  of  increased 
density  were  present  at  the  proximal  ends 
of  the  humeral  shafts,  which  was  compatible 
with  idiopathic  hypercalcemia  (Fig.  7). 
X-ray  films  of  the  heart  and  lungs  showed 
normal  findings. 

Treatment  and  course.  Vitamin  D and 
calcium  intake  were  restricted,  with  mini- 
mum temporary  improvement  in  appetite. 
The  patient  did  not  return  for  further  ex- 
amination. It  was  learned  that  a low- 
calcium,  low  vitamin  D regimen  was  not 
followed.  In  January,  1961,  she  developed 
a severe  pyelonephritis  with  Escherichia 
coli,  which  responded  to  chloramphenicol. 
Serum  calcium  was  12  mg.,  inorganic  phos- 
phorus 4 mg.,  alkaline  phosphatase  1.2 
Bodansky  units,  and  blood  urea  nitrogen 
47  mg.  per  100  ml.  The  results  of  both 
intravenous  and  retrograde  urographic 
studies  were  unrevealing. 

The  patient’s  physical  development  has 
not  progressed  adequately  despite  a weight 
of  19.6  Kg.  (43  pounds)  at  four  years  and 
five  months  of  age  in  July,  1963.  She  is 
mentally  retarded,  but  no  cardiac  mur- 
murs have  been  noted  during  the  past  two 
years. 

Comment.  Although  congenital  heart 
disease  received  the  most  serious  consider- 
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ation  in  this  case,  hypothyroidism  and 
heavy-metal  poisoning  were  other  di- 
agnostic possibilities.  A significant  heart 
murmur  suggested  an  organic  lesion,  but 
the  absence  of  cardiac  enlargement  or  other 
manifestations  of  heart  disease  did  not 
support  such  a diagnosis.  Hypercalcemia, 
retention  of  urea  nitrogen,  and  an  apparent 
response  (albeit  temporary)  to  elimination 
of  supplementary  vitamin  D and  a low- 
calcium  diet  supported  the  diagnosis  of 
idiopathic  hypercalcemia  of  infancy.  The 
heart  murmur  apparently  disappeared  be- 
cause it  was  functional,  evidently  unrelated 
to  the  persistent  elevation  of  the  serum 
calcium  level.  If  this  patient  is  an  ex- 
ample of  the  “severe”  type  of  the  disease, 
then  the  course  would  be  progressively 
downhill,  regardless  of  therapy.  On  the 
other  hand,  delayed  diagnosis  and  failure 
to  pursue  appropriate  therapeutic  measures 
may  have  been  responsible  for  the  mental 
deficiency  and  suboptimal  physical  develop- 
ment. 

Comment 

In  1932  Lightwood19  reported  the  case  of 
a patient  with  dwarfism,  nephrocalcinosis, 
and  arterial  degeneration.  Re-evaluation 
of  this  case  twenty  years  later  revealed  that 
it  was  compatible  with  idiopathic  hypercal- 
cemia of  infancy  with  failure  to  thrive. 1 In 
1952  both  Lightwood1  and  Payne2  de- 
scribed a mild  reversible  form  of  idiopathic 
hypercalcemia  of  infancy  characterized  by 
anorexia,  nausea,  vomiting,  constipation, 
polyuria,  and  excessive  thirst.  Also  in 
1952,  Fanconi  et  al .3  and  Schlesinger, 
Butler,  and  Black4  reported  a severe  irre- 
versible form  of  idiopathic  hypercalcemia 
with  mental  as  well  as  physical  retardation, 
osteosclerosis,  craniostenosis,  advanced 
bone  age,  weaknesses  of  eye  muscles,  ad- 
vanced renal  failure  with  azotemia  and 
hypertension,  signs  of  hypercalcemic  toxic- 
ity, hypercholesterolemia,  and  a systolic 
murmur.  Schlesinger,  Butler,  and  Black4 
noted  the  “elfin”  facies  with  prominent 
epicanthic  folds,  overhanging  upper  lip,  and 
underdevelopment  of  the  bridge  of  the  nose 
and  mandible.  When  Lightwood  et  al.20 
accumulated  204  cases  of  infants  with 
asymptomatic  hypercalcemia,  the  clinical 
spectrum  could  be  completed. 

Biochemical  abnormalities  consist  of  an 


FIGURE  7.  Case  2.  Roentgenogram  taken  in 
November,  1960,  when  patient  was  twenty  months 
old.  Cardiopulmonary  findings  are  not  abnormal. 
Condensation  of  bone  at  proximal  ends  of  humeral 
shafts  is  compatible  with  increased  absorption  and 
deposition  of  calcium  seen  in  hypothyroidism  or 
idiopathic  hypercalcemia  of  infancy.  Deposition  of 
mercury,  lead,  or  other  heavy  metals  gives  a similar 
appearance. 

elevated  serum  calcium  value,  normal-to- 
high  serum  inorganic  phosphorus,  low 
alkaline  phosphatase  indicative  of  impaired 
growth,  various  degrees  of  nitrogen  reten- 
tion, and  hypercalciuria.21  Nephrocalcino- 
sis has  been  noted  inconstantly  on  x-ray 
studies.  Shiers,  Neuhauser,  and  Bow- 
man22 called  attention  to  increased  bond 
density  of  the  skull  and  epiphyses,  trans- 
verse bands  of  increased  and  decreased 
density  at  the  ends  of  the  long  bones,  and 
faulty  trabeculation. 

Hypercalcemia  may  have  significant 
effects  on  the  heart,  such  as  bradycardia, 
sagging  and  prolongation  of  T waves,  and 
shortening  of  the  Q-T  interval  on  the 
electrocardiogram,  all  of  which  usually 
return  to  normal  with  restoration  of  normal 
serum  calcium  levels.23  24  Persistent  hy- 
percalcemia may  also  damage  renal  tubular 
cells,  impairing  concentrating  ability,  re- 
sulting in  excessive  losses  of  sodium  and 
potassium.25  Hypopotassemia  may  then 
cause  serious  cardiac  arrhythmias  and 
electrocardiographic  changes,  both  of  which 
can  be  aggravated  by  the  administration  of 
digitalis.26  In  the  presence  of  digitalis, 
excessive  levels  of  serum  calcium  may  pre- 
cipitate arrhythmias,  leading  to  systolic 
arrest.27 

Widespread  metastatic  calcification  may 
be  seen  in  hypercalcemia  due  to  any  cause. 
Necrotic  lesions  that  are  seen  occasionally 
prior  to  actual  deposition  of  calcium  sug- 
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gest  that  hypercalcemia  per  se  may  cause 
tissue  damage.23  Disruption  of  the  in- 
ternal elastic  membrane  of  arteries  and 
calcification  of  the  mitral  valve,  myocar- 
dium, and  pulmonary  capillaries  have  been 
described  in  idiopathic  hypercalcemia  of 
infancy.4  No  data  are  available  with 
respect  to  the  effects  of  hypercalcemia  on 
the  vascular  dynamics  of  the  lesser  circuit 
or  specific  effects  on  pulmonary  arterioles. 
In  Case  1 the  electrocardiogram  suggested 
possible  right  ventricular  hypertrophy. 
Subsequent  disappearance  of  both  this  find- 
ing and  the  pulmonary  hypertension  indi- 
cated that  hypoxia  due  to  impaired  venti- 
lation may  have  been  responsible  for  pul- 
monary arteriolar  vasoconstriction. 28 

The  origin  of  systolic  murmurs  so  com- 
monly heard  in  idiopathic  hypercalcemia  is 
unclear.  Calcified  valves  or  a stiff  myo- 
cardium due  to  calcium  deposition  would  be 
an  explanation,  but  a correlation  between 
severity  of  disease  and  heart  murmurs  has 
not  been  established.  In  the  present  report 
the  patient  with  the  mild  form  (Case  1)  still 
has  a residual  heart  murmur,  whereas  the 
patient  with  the  severe  and  irreversible 
form  (Case  2)  no  longer  has  any  murmur. 
In  the  literature,  references  to  the  heart 
usually  become  vague  or  are  omitted  from 
further  discussion  after  the  diagnosis  of 
idiopathic  hypercalcemia  is  established. 
However,  Black  and  Bonham-Carter29  have 
recently  suggested  that  aortic  stenosis  is 
responsible  for  the  cardiac  findings.  In  5 
patients  with  the  facies  of  severe  infantile 
hypercalcemia,  the  pressure  gradient  across 
the  aortic  valve  was  40  mm.  Hg  in  the  1 
patient  in  whom  catheterization  of  the  left 
side  of  the  heart  was  performed.  Electro- 
cardiographic evidence  of  left  ventricular 
enlargement  was  noted  in  a second  patient 
who  was  not  hypertensive.  Presumably 
documented  previously,  serum  calcium 
levels  were  not  elevated  at  the  time  of  the 
report.  Garcia  et  al. 30  have  reported  a syn- 
drome in  an  infant  consisting  of  severe  idio- 
pathic hypercalcemia  with  supravalvular 
aortic  stenosis  and  pulmonary  valvular 
stenosis.  Their  hypothesis  of  a causal  rela- 
tionship between  the  hypercalcemia  and  the 
valvular  or  vascular  abnormalities  requires 
more  evidence.  Systolic  murmurs  in  pa- 
tients with  hypertension  and  hypertensive 
cardiovascular  disease  in  the  course  of  the 
severe  form  of  idiopathic  hypercalcemia 


may  be  manifestations  of  renal  failure  and 
are  not  unique  to  hypercalcemia  or  idio- 
pathic hypercalcemia. 

Normal  infants  on  cow’s  milk  without 
added  vitamin  D will  absorb  up  to  35  per 
cent  of  dietary  calcium.9  Despite  hyper- 
calciuria,  infants  with  idiopathic  hyper- 
calcemia have  positive  calcium  balances 
because  they  may  absorb  as  much  as  84  per 
cent  of  ingested  calcium.9  Fanconi21  and 
Lowe,  Bird,  and  Thomas30  have  pointed  out 
that  patients  with  hypothyroidism  may 
absorb  increased  amounts  of  calcium,  lead- 
ing to  increased  density  of  bone.  Thus, 
there  may  be  a metabolic  basis  for  the 
similar  physical  appearance  of  infants  with 
hypothyroidism  and  idiopathic  hypercal- 
cemia. It  is  interesting  that  a diagnosis  of 
hypothyroidism  had  been  considered  in 
Case  2.  Areas  of  increased  bone  density  at 
the  proximal  parts  of  the  humeri  suggested 
the  possibility  of  heavy-metal  poisoning  in 
this  patient,  but  no  other  additional  evi- 
dence was  obtained. 

A temporary  enzymatic  deficiency  may 
prevent  the  bowel  from  regulating  calcium 
absorption  properly.  Such  a defect  would 
be  analogous  to  the  deficiency  of  glucuronyl 
transferase  in  fetal  liver,  which  manifests 
itself  by  the  production  of  neonatal  jaun- 
dice, especially  evident  in  premature  in- 
fants.31 

Successful  therapeutic  responses  to  ste- 
roids, low-calcium  diet,  precipitation  of  in- 
soluble calcium  salts  in  the  bowel,  chelation, 
and  omission  of  vitamin  D have  been  re- 
ported.9-11*14 The  relative  importance  of 
each  of  these  factors  in  the  pathogenesis  of 
idiopathic  hypercalcemia  has  not  been 
clearly  established. 

A well-defined  “severe”  or  irreversible 
form  of  idiopathic  hypercalcemia  may  exist, 
but  it  would  seem  desirable  to  regard  all 
forms  as  potentially  reversible.  Although 
spontaneous  remissions  and  cures  may 
occur  in  the  “mild”  type,  early  diagnosis 
and  treatment  are  indicated  in  all  patients 
in  an  effort  to  prevent  permanent  mental 
and  physical  damage.  Certainly,  no  harm 
and,  possibly,  considerable  benefit,  may 
come  of  therapeutic  measures  designed  to 
decrease  calcium  absorption  or  promote 
calcium  excretion. 

Summary 

Two  cases  of  idiopathic  hypercalcemia  of 
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infancy  with  failure  to  thrive  starting  at 
two  and  twelve  months  of  age  are  reported. 
Until  the  hypercalcemia  was  noted,  con- 
genital heart  disease  was  the  tentative 
diagnosis  in  both  patients.  Serial  cardiac 
catheterization  studies  in  1 patient  revealed 
the  disappearance  of  labile  pulmonary  hy- 
pertension, and  prompt  resumption  of  nor- 
mal growth  and  development  occurred  when 
normocalcemic  levels  were  restored.  In 
the  other  patient,  failure  to  carry  out 
appropriate  therapeutic  measures  may  have 
been  responsible  for  irreversible  mental  and 
physical  damage. 
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A recent  report1  of  femoral  neuropathy 
following  hysterectomy  encouraged  us  to 
describe  our  own  2 cases  and  to  review  the 
literature  on  similar  communications.  We 
could  find  only  two  other  such  reports  in 
the  past  thirty-five  years.2*3  Following 
the  case  reports  to  be  presented,  we  will 
discuss  what  are  the  most  probable  etiologic 
factors  in  the  genesis  of  this  disorder. 

Case  reports 

Case  1.  A forty-six-y ear-old  white  fe- 
male was  admitted  to  the  Methodist  Hos- 
pital of  Brooklyn  on  February  14,  1955, 
because  of  recurrent,  persistent  vaginal 
bleeding  of  four  years  duration. 

On  admission  the  patient  was  found  to  be 
a tall,  slender  female  with  a thin  abdominal 
wall.  No  physical  abnormalities  were 
noted.  A fasting  blood  sugar  was  normal. 

On  February  16,  1955,  a total  hysterec- 
tomy, bilateral  salpingo-oophorectomy,  and 
appendectomy  were  performed  through  a 
Pfannenstiel  incision  with  splitting  of  the 
fascia  and  reflection  of  the  muscles  and  use 
of  O’Sullivan-O’Connor  self-retaining  re- 
tractors. 


Immediately  after  the  operation  the 
patient  complained  of  a numb,  cold  feeling 
in  the  right  leg  from  the  hip  down.  On 
February  18,  1955,  the  patient  complained 
of  persisting  numbness  in  the  right  leg  in 
addition  to  weakness. 

A neurologic  examination  on  March  1, 
1955,  disclosed  weakness  of  extension  at 
the  right  hip  and  right  knee.  There  was 
absence  of  the  right  knee  jerk.  The  patient 
was  able  to  walk  well  on  heels  and  toes. 
Hypalgesia  to  pin  prick  was  found  over  the 
medial  aspect  of  the  right  thigh  and  internal 
aspect  of  the  right  knee.  Diagnosis  of  a 
peripheral  femoral  neuropathy  was  made. 

The  patient  was  seen  on  follow-up  ex- 
amination on  April  1,  1955,  at  which  time 
there  was  a return  of  the  right  knee  jerk 
and  muscle  power  at  the  hip  and  knee. 
She  still  complained  of  pain  in  the  area  of 
the  right  thigh  and  knee. 


Case  2.  A thirty-six-year-old  white  fe- 
male entered  The  Brooklyn  Hospital  for 
the  first  time  on  June  13,  1960,  with  a 
chief  complaint  of  fever,  shaking  chills, 
dysuria,  and  left  flank  pain  of  two  weeks 
duration. 

Two  years  before  admission  the  patient 
had  had  an  episode  of  cystitis  following  a 
hysterectomy.  The  past  history  showed 
essentially  negative  findings  except  for  an 
infertility  problem,  which  was  attributed 
to  endometriosis,  and  the  following  opera- 
tions: appendectomy  and  right  oophorec- 
tomy in  1943,  cholecystectomy  for  chol- 
elithiasis in  1948,  and  subtotal  hysterec- 
tomy and  left  oophorectomy  for  endo- 
metriosis in  1958.  In  spite  of  the  infertility 
problem  the  patient  had  succeeded  in 
having  several  children. 

A physical  examination  revealed  the 
patient  to  be  a thin,  well-developed  Cau- 
casian female  in  no  distress:  height,  61- 

V*  inches;  weight,  87  pounds;  blood 
pressure,  110/86;  pulse,  88  and  regular; 
respirations,  26;  and  temperature,  98.6. 
The  remainder  of  the  examination  showed 
normal  findings  with  the  exception  that 
moderate  left  costovertebral  angle  tender- 
ness was  present  and  the  abdomen  was 
moderately  tender  to  palpation  in  the  left 
flank  where  a normal-sized  kidney  was 
believed  to  be  felt. 

On  admission  the  hemoglobin  was  13.2 
Gm.  per  100  ml.;  hematocrit,  38;  white 
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blood  count,  9,600  with  59  polymorpho- 
nuclear leukocytes,  30  lymphocytes,  7 
monocytes,  3 eosinophils,  and  1 basophil. 
The  urine  was  clear  and  yellow  with  a 
specific  gravity  of  1.024  and  an  acid  re- 
action. It  was  negative  for  protein,  sugar, 
and  acetone,  and  for  cells,  casts,  bacteria, 
and  crystals.  A two-hour  postprandial 
blood  sugar  was  97  mg.  per  100  ml. 

A Mazzini  test  gave  negative  results. 

An  x-ray  film  of  the  chest  showed  normal 
findings. 

A pelvic  examination  revealed  a 5-  to  6- 
cm.  smooth  mass  in  the  left  adnexa  which 
was  tender.  Cystoscopy  revealed  a ure- 
thral stricture  and  fine  trabeculation  of  the 
bladder.  Pyelograms  showed  normal  find- 
ings except  that  the  right  kidney  showed 
slight  blunting  of  the  calyces  which  could 
have  been  due  to  infection  or  overdisten- 
tion of  the  kidney.  A gynecologic  con- 
sultant believed  that  a likely  cause  of  the 
clinical  course  was  hydro-  or  pyosalpinx. 

A report  of  previous  surgery  revealed  that 
the  right  and  left  fallopian  tubes,  a fibrotic 
remnant  of  the  right  ovary  and  a small 
portion  of  the  left  ovary,  and  the  cervix 
(which  was  left  in  because  of  adhesions  to 
the  sigmoid)  still  remained  in  the  patient. 

A preoperative  ureteral  catheterization 
performed  on  June  27,  1960,  was  completely 
normal.  The  patient  then  underwent  an 
exploratory  laparotomy  with  excision  of  a 
cystic  mass  from  the  left  adnexa,  excision 
of  the  cervical  stump,  lysis  of  the  cervico- 
sigmoid  adhesions,  and  a right  salpingo- 
oophorectomy.  The  estimated  blood  loss 
was  200  to  300  cc.,  and  the  patient  tolerated 
the  procedure  well. 

On  the  first  postoperative  day  the  patient 
complained  of  numbness  of  the  right  leg 
and  severe  low  back  pain;  no  objective 
findings  were  noted.  On  the  third  post- 
operative day  the  patient  still  complained 
of  numbness  of  the  right  leg  with  the  addi- 
tion that  the  limb  was  now  paretic.  An- 
esthesia was  present  from  the  knee  down 
to  the  ankle  with  absent  knee  and  ankle 
jerks  on  the  right.  The  left  leg  was  hyper- 
reflexic.  On  July  1,  1960,  (postoperative 
day  four)  the  numbness  had  abated  and 
some  of  the  power  had  begun  to  return  to 
the  right  leg. 

In  reviewing  the  history  again  it  was 
found  that  she  had  had  a severe  right 
sciatic  neuritis  with  low  back  pain  in  1958 


following  the  subtotal  hysterectomy. 

A neurologic  consultation  (H.R.M.)  one 
week  postoperatively  revealed  paresis  of 
the  right  lower  extremity  with  slight  weak- 
ness in  flexion  at  the  hip  joint.  There  was 
complete  paralysis  of  extension  of  the  right 
knee  joint.  There  was  moderate  weakness 
of  the  extensors  of  the  right  foot.  The 
right  knee  jerk  was  absent.  There  was 
diminished  pain  and  temperature  apprecia- 
tion in  the  right  lower  extremity.  Muscle- 
joint-tendon  sense  was  intact.  Vibratory 
sense  was  diminished  in  the  right  lower 
extremity. 

An  x-ray  film  of  the  lumbosacral  spine 
showed  negative  findings. 

The  patient  ran  an  afebrile  course  in  the 
hospital. 

The  pathologic  diagnosis  on  the  operative 
specimens  were  chronic  cervicitis  and 
chronic  salpingo-oophoritis.  A question- 
able endometrial  implant  was  seen  in  the 
right  ovary.  The  left  adnexal  cystic  mass 
was  felt  to  be  a paraovarian  cyst.  Papani- 
colaou smears  were  negative  for  cancer. 

The  patient  was  discharged  home  on 
July  9,  1960,  with  some  neurologic  deficit 
remaining.  A subsequent  follow-up  ex- 
amination some  months  later  revealed  no 
abnormal  findings.  However,  in  De- 
cember, 1961,  the  patient  developed  ap- 
parently new  and  unrelated  symptoms 
suggesting  a herniated  intervertebral  disk 
in  the  lumbar  spine.  While  working  about 
the  house  she  tried  to  lift  a heavy  object 
and  “felt  something  give.”  An  extremely 
severe  pain  was  felt  in  the  back,  so  sharp 
she  could  hardly  move.  The  pain  radiated 
down  the  back  of  both  legs.  These  symp- 
toms gradually  abated  in  the  ensuing  days. 
The  patient  was  then  lost  to  follow-up 
examination. 

Comment 

In  discussing  the  causes  of  injury  to  the 
femoral  nerve,  Brain4  lists  carcinoma, 
psoas  abscess,  fracture  of  the  pelvis  or 
femur,  dislocation  of  the  hip,  lumbar 
spondylitis,  herniated  disk,  and,  rarely, 
gunshot  wounds.  To  these  Merritt5  adds 
diabetic  mononeuritic  paralysis,  typhoid, 
and  gout.  Thus,  neither  of  these  standard 
texts  mentions  pelvic  surgery  as  a cause. 

In  reviewing  the  literature  it  becomes 
obvious  at  once  that  the  subject  of  post- 
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operative  neuropathy  has  plagued  many 
writers,  and  while  their  concern  has  usually 
been  nerves  other  than  the  femoral,  they 
have  tried  nevertheless  to  discover  etio- 
logic  agents  which  could  be  generally 
applicable.  Thus,  Ewing6  and  Kiloh,7  in 
discussing  postoperative  neuropathy  in  the 
upper  extremity,  suggest  that  pressure  and 
traction  on  the  nerve  (s),  abetted  by  curare, 
may  be  the  culpable  agents.  They  hypoth- 
esized that  the  curare  increases  flaccidity 
and,  therefore,  the  passive  range  of  motion. 
Along  the  lines  of  similar  reasoning,  Lor- 
han8  presents  a case  of  serratus  magnus 
paralysis,  and  Wood-Smith9  discusses  post- 
operative brachial  plexus  paralysis.  Slocum, 
O’Neal,  and  Allen,10  in  reviewing  com- 
plications arising  from  malpositioning 
on  the  operating  table,  conclude  that 
pressure,  even  for  a few  minutes,  may 
cause  impairment  of  nerve  function;  in 
addition,  decreased  muscle  tonus  due  to 
anesthesia  can  enable  the  patient  to  be 
placed  in  unphysiologic  positions.  Dhu- 
ner11  found  that  the  postoperative  pareses 
of  the  leg  which  he  encountered  involved 
only  the  common  peroneal  nerve  and  con- 
cluded that  trauma  to  the  nerve  during 
operation  was  the  cause  of  paresis  in  most 
cases. 

Those  reports  dealing  with  nerves  in- 
volved in  the  lower  extremity  are  few. 
In  addition  to  Dhuner’s  report,11  Simpson12 
and  Barns13  both  describe  cases  of  sciatic 
paresis  following  delivery.  Cary14  reports 
a case  of  complete  paralysis  of  the  femoral 
nerve  following  childbirth  and  thus  pro- 
vides a link  to  the  more  recent  article  of 
Winkelman2  in  which  it  is  concluded  that 
the  nerve  can  be  damaged  by  intrapelvic 
pressure:  in  obstetric  cases  by  the  descend- 
ing fetal  head  and  in  surgical  cases  by  the 
use  of  retractors.  Calverley  and  Mulder15 
alluded  to  surgical  retractors  being  the 
cause  of  femoral  neuropathy  but  did  not 
comment  further.  Johnson  and  Mont- 
gomery3 also  attempted  to  study  the 
relationship  of  pelvic  surgery  to  femoral 
neuropathy,  but  it  was  not  until  the  article 
of  Vosburgh  and  Finn1  that  the  mechanisms 
were  actually  elucidated.  First,  however, 
a brief  review  of  the  femoral  nerve  is  in 
order. 

According  to  Gray16  the  femoral  nerve 
“arises  from  the  dorsal  divisions  of  L2-4, 
descends  through  the  fibers  of  the  psoas 


major,  emerging  from  the  muscle  at  the 
lower  part  of  its  lateral  border,”  and  for 
approximately  5 cm.  proximal  to  its  entry 
into  the  thigh  it  lies  retrofascially  in  a 
trough  formed  by  the  lateral  border  of  the 
psoas  major  and  the  anterior  surface  of 
the  iliacus.  It  enters  the  thigh  lateral  to  the 
femoral  canal  at  the  midpoint  between 
the  anterior  superior  spine  of  the  ilium  and 
the  pubic  tubercle.  In  its  function  it  is 
sensory  to  the  medial  and  internal  as- 
pects of  the  thigh  in  its  lower  two  thirds, 
and  by  the  saphenous  nerve  it  supplies  the 
inner  aspect  of  the  leg  and  foot  as  far 
distally  as  midway  between  the  internal 
malleolus  and  the  base  of  the  great  toe.4 
It  is  motor  to  the  iliacus,  pectineus,  psoas 
major,  sartorius,  and  quadriceps  and  gives 
articular  branches  to  the  hip  and  knee 
joints. 

Vosburgh  and  Finn1  ruled  out  restrain- 
ing straps,  lithotomy  position,  Trendelen- 
burg position,  type  of  anesthesia,  and 
direct  injury  as  causative  factors.  They 
deduced  that  the  three  major  factors  of 
causation  were:  the  use  of  a self-retaining 
retractor,  transverse  muscle-retracting 
suprasymphysial  incision  of  the  Pfannen- 
stiel  type,  and  bodily  constitution  of  the 
patient.  In  all  of  their  12  cases  the  same 
type  of  retractor  had  been  used:  the  so- 
called  O’Sullivan-O’Connor  which  is  roughly 
circular  when  fully  opened  and  has  two 
solid  curved  lateral  blades  which  pivot  on 
their  long  axis,  although  they  are  fixed  to 
the  body  of  the  retractor.  Two  removable 
blades  are  secured  to  the  body  of  the  re- 
tractor superiorly  and  interiorly  by  means 
of  wingnuts.  This  supplies  sustained  pres- 
sure. 

They  found  that  the  transverse  incision 
permitted  a more  lateral  placement  of  the 
blades  than  did  a midline  suprapubic  inci- 
sion. This  increased  the  chance  of  contact 
between  the  tip  of  the  lateral  blades  and  the 
psoas  muscle  and/or  femoral  nerve. 

A thin  abdominal  wall  permitted  a deeper 
and  more  lateral  insertion  of  the  blades,  and 
a small  bony  pelvis  brought  the  femoral 
nerve  closer  to  the  midline. 

On  cadavers  they  then  demonstrated  that 
the  blades  either  depressed  the  psoas  major, 
exerting  pressure  on  the  femoral  nerve  ap- 
proximately 4 cm.  proximal  to  its  point  of 
entry  into  the  thigh,  or  exerted  pressure 
directly  on  the  body  of  the  psoas  muscle, 
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forcing  it  and  the  femoral  nerve  against  the 
lateral  pelvic  wall. 

In  light  of  these  excellently  worked  out 
data  it  will  now  be  of  interest  to  comment 
on  the  circumstances  that  attended  the 
operations  on  our  patients.  They  were,  as 
mentioned  earlier,  of  thin  body  build;  this 
was  exceptionally  striking  in  the  second 
patient.  The  incision  used  was  a Pfan- 
nenstiel  in  the  first  case  and  a paramedian 
one,  from  symphysis  to  umbilicus,  in  the 
second.  During  the  course  of  anesthesia 
the  second  patient  was  given  a total  of  300 
Gm.  of  succinylcholine  over  a period  of  two 
and  a quarter  hours;  this,  by  the  anesthesi- 
ologist’s admission,  is  a large  dose.  Last, 
an  O’Sullivan-O’ Connor  retractor  was  used 
in  both  instances. 

It  is  interesting  to  note  that  the  second 
patient  had  three  episodes  of  lumbosacral 
pain  with  neuritis  associated  twice  with 
operation  and  once  apparently  with 


trauma.  From  these  data  and  personal 
observations  of  other  cases  it  would  seem 
that  once  a lumbosacral  neuritis  has  oc- 
curred, the  patient  is  prone  to  its  recur- 
rence, regardless  of  the  cause. 

Since  the  body  build  of  the  patient  is  an 
uncontrollable  variable  and  since  good 
relaxation  is  of  great  aid  to  the  surgeon,  it  is 
hoped  that  a knowledge  of  their  potential 
danger  will  engender  a more  judicious  use 
and  application  of  these  self-retaining  re- 
tractors in  the  future. 

Summary 

Two  cases  of  femoral  neuropathy  follow- 
ing pelvic  surgery  are  presented. 

A review  of  the  literature  would  tend  to 
implicate  a self-retaining  retractor  as  the 
main  etiologic  agent  responsible  for  this 
iatrogenic  condition.  Caution  in  the  use  of 
these  retractors  is  urged. 
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During  the  past  ten  years,  beginning  with 
the  reports  of  Ingelfinger  and  Kramer1 
and  Schatzki  and  Gary,2  there  has  been  an 
increasing  interest  in  weblike  constrictions 
of  the  lower  esophagus.  None  of  the  pre- 
viously reported  cases  has  been  associated 
with  achalasia  of  the  esophagus,  and  in 
several  reviews  of  achalasia  there  is  no 
mention  of  the  simultaneous  occurrence  of 
a lower  esophageal  web.3-5  The  following 
case  appears  to  be  the  first  with  the  coin- 
cidental occurrence  of  both  lesions. 

Case  report 

A fifty-three-year-old  Negro  male  was 
admitted  with  complaints  of  difficulty  in 
swallowing,  nausea,  and  vomiting.  His 
complaints  began  at  the  age  of  nine  years, 
but  for  the  five  years  prior  to  admission  the 
dysphagia  became  progressively  worse. 
He  began  to  experience  discomfort  in  his 
chest  when  he  ate  and  had  the  sensation  of 
food  getting  “stuck  in  the  end  of  the  food- 
pipe.”  The  dysphagia  was  constant  in 
nature,  and  he  had  trouble  swallowing  both 
liquids  and  solids.  Vomiting  became  more 
frequent,  and  the  vomitus  often  was  noted 
to  contain  undigested  food.  He  was  treated 
by  many  physicians  in  the  course  of  his  ill- 

* Present  address:  Atlantic  City  Hospital,  1925  Pacific 

Avenue,  Atlantic  City,  New  Jersey. 


FIGURE  1.  Chest  radiograph  showing  widening  of 
mediastinum  due  to  dilated  esophagus.  There  is 
fluid  level  at  thoracic  inlet  (upper  arrow);  second 
fluid  level  (lower  arrow)  is  present  just  above 
right  hemidiaphragm  produced  by  air  trapped  be- 
neath lower  esophageal  web. 

ness  and  found  that  the  most  effective 
treatment  was  a diet  of  liquid  and  semi- 
solid foods. 

At  age  thirty-two  he  had  been  treated 
for  syphilis.  His  past  history  otherwise 
showed  negative  findings. 

The  patient  was  an  emaciated  Negro 
male.  There  were  no  other  positive  phys- 
ical findings.  A complete  blood  count, 
urinalysis,  and  blood  chemistries  were  all 
within  normal  limits. 

A chest  radiogram  at  the  time  of  admis- 
sion showed  marked  widening  of  the  medi- 
astinum from  the  diaphragm  to  the  thoracic 
inlet  (Fig.  1).  One  fluid  level  was  present 
at  the  thoracic  inlet,  and  a second  fluid  level 
was  present  along  the  right  mediastinum 
5 cm.  above  the  diaphragm.  An  esopha- 
gram  demonstrated  dilatation  of  the 
esophagus  to  the  level  of  the  diaphragm  and 
absence  of  air  in  the  gastric  fundus  (Fig. 
2A  and  B).  The  esophagus  tapered  to  a 
beaklike  ending  at  the  esophagogastric 
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FIGURE  2.  (A  and  B)  Esophagram  showing  dilatation  of  esophagus  from  thoracic  inlet  to  diaphragm.  At 
esophagogastric  junction  there  is  typical  appearance  of  achalasia  (lower  arrow),  and  there  is  no  gas  in  fun- 
dus of  stomach;  5 cm.  above  diaphragm  there  is  thin  web  with  5-mm.  central  aperture  (upper  arrow). 


junction  and  emptied  very  slowly  into  the 
stomach.  Five  cm.  above  the  diaphragm 
there  was  a weblike  narrowing  4 mm.  in 
thickness  with  a central  aperture  5 mm.  in 
diameter. 

Esophagoscopy  revealed  retained  food 
and  mucus  in  a dilated  esophagus.  Five 
cm.  above  the  diaphragm  a weblike  con- 
striction was  encountered  with  a central 
opening  about  5 mm.  in  diameter.  The 
esophagoscope  was  not  passed  beyond  this 
point. 

A left  thoracotomy  was  performed  and 
the  lower  esophagus  opened  longitudinally. 
The  web  was  excised  through  mucosa  and 
muscularis  mucosa.  Biopsies  were  ob- 
tained from  the  esophagus  below  the  web 
and  of  the  esophagogastric  junction,  which 
was  then  dilated  digitally  and  with  in- 
struments. 

The  web  consisted  of  normal  esophageal 
mucosa  with  fibrosis  of  the  submucosa  and 
muscularis  mucosa  (Fig.  3).  A few  eosino- 
phils were  present  in  clumps.  The  tissue 
below  the  web  showed  esophageal  mucosa 


with  chronic  inflammation.  There  was 
apparent  absence  of  Auerbach’s  plexus  in 
the  specimen  taken  at  the  esophagogastric 
junction. 

Postoperatively  the  patient  had  marked 
symptomatic  improvement  and  was  able 
to  swallow  solids  without  difficulty. 

Comment 

Webs  or  rings  of  the  lower  esophagus 
produce  a characteristic  roentgen  appear- 
ance. The  lesion  is  sharply  defined,  aris- 
ing at  right  angles  from  the  wall  of  the 
esophagus,  and  is  2 to  4 mm.  in  thickness. 
It  has  a central  aperture  which  may 
measure  several  millimeters  to  several 
centimeters  in  diameter,  but  in  a given 
patient  is  relatively  constant  in  size. 
Characteristically  there  is  no  dilatation  of 
the  esophagus,  and  the  web  may  be  over- 
looked if  the  esophagus  is  not  sufficiently 
dilated  by  the  barium  meal. 

Weblike  constrictions  of  the  lower 
esophagus  may  be  due  to:  (1)  congenital 
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FIGURE  3.  Microscopic  section  obtained  from  le- 
sion showing  normal  mucosa  (top)  and  fibrosis  of 
submucosa  and  muscularis  mucosa. 


webs,  (2)  lower  esophageal  ring,  (3)  idio- 
pathic esophageal  web,  or  (4)  short  stric- 
ture. 

Congenital  esophageal  web.  True 
congenital  webs  of  the  lower  esophagus  are 
relatively  uncommon  lesions.  Holinger  et 
aZ.6  found  only  one  simple  congenital  web 
in  42  children  with  congenital  esophageal 
narrowing.  Terracol  and  Sweet7  quote 
Guisez  as  finding  5 cases  of  congenital  webs 
in  2,000  esophagoscopies.  Symptoms 
usually  start  at  an  early  age  with  the  infant 
regurgitating  most  of  its  feedings,  although 
symptoms  may  occasionally  not  appear  for 
some  time  after  birth.7  Congenital  webs 
may  be  due  either  to  a fibrous  stricture 
covered  by  epithelium  occurring  as  a result 
of  abnormal  recanalization  of  the  fetal 
esophagus8  or  to  an  annular  area  of  muscle 
hypertrophy.9  The  location  and  structure 
of  the  web  in  the  patient  reported  here  in- 
dicate that  this  most  probably  represents  a 
congenital  esophageal  web. 

Lower  esophageal  ring.  In  1953  In- 
gelfinger  and  Kramer1  and  Schatzki  and 
Gary2  independently  reported  a group  of 
patients  with  a characteristic  history  of 
intermittent  dysphagia  associated  with  a 
ringlike  area  of  narrowing  at  or  near  the 
cardioesophageal  junction.  Ingelfinger  and 
Kramer  felt  that  this  represented  a variable 
“contractile  ring,”  while  Schatzki  and  Gary 
felt  that  the  ring  was  a fixed  structure. 
Seven  of  these  11  cases  underwent  esoph- 
agoscopy,  and  in  only  1 patient  could  the 
ring  be  identified.  One  of  Ingelfinger  and 
Kramer’s  patients  was  operated  on  and 
found  to  have  a localized  area  of  hypertro- 


phy of  the  longitudinal  and  circular  muscle 
covered  by  normal  mucosa.  The  lesion 
identified  at  esophagoscopy  in  Schatzki 
and  Gary’s  patient  was  biopsied  and  showed 
hyperkeratosis  but  no  inflammation. 
Another  case  of  Schatzki,  Gary,  and  Mac- 
Mahon’s  died  of  carcinoma  of  the  stomach 
and  was  found  at  autopsy  to  have  a wedge- 
shaped  ring  at  the  gastroesophageal  junc- 
tion with  esophageal  epithelium  superiorly 
and  gastric  interiorly.  There  was  a nar- 
row ring  of  smooth  muscle  beneath  the 
epithelium. 10  Several  reports  since  these 
original  ones  tend  to  substantiate  Schatzki 
and  Gary’s  findings. 11-14  In  1961  Schatzki 
and  Gary15  reported  16  additional  sympto- 
matic lower  esophageal  rings  and  pointed 
out  that  rings  may  occur  without  symptoms 
but  always  indicate  some  upward  displace- 
ment of  the  esophagus  and  stomach  into 
the  chest.  Rings  with  a lumen  above  25 
mm.  do  not  cause  symptoms,  while  those 
with  a lumen  less  than  13  mm.  always 
cause  symptoms. 

Idiopathic  esophageal  web.  In  1956 
Bugden  and  Delmonico16  reported  2 cases 
that  appeared  to  fulfill  the  radiologic  and 
clinical  criteria  of  lower  esophageal  ring. 
Both  of  these  cases  showed  true  diaphragm- 
like webs  just  above  the  esophagogastric 
junction  at  surgery.  The  lesions  were 
hyperkeratotic  and  showed  chronic  inflam- 
mation in  the  submucosa  with  a normal 
muscularis.  In  the  discussion  that  followed 
this  report  and  in  a subsequent  article  by 
Bugden  in  1957, 17  it  was  pointed  out  that 
this  probably  represented  a different  lesion 
from  that  first  reported  by  Ingelfinger  and 
Kramer1  and  by  Schatzki  and  Gary.2 
Storey18  feels  that  there  are  two  separate 
lesions,  which  he  refers  to  as  the  lower  eso- 
phageal ring  (Ingelfinger  and  Kramer,1 
Schatzki  and  Gary2)  and  idiopathic  eso- 
phageal web  (Bugden  and  Delmonico16). 
While  both  produce  similar  appearances  on 
a radiogram,  webs  may  occur  anywhere  in 
the  esophagus  and  are  always  symptomatic, 
while  rings  may  or  may  not  be  sympto- 
matic and  are  always  at  or  near  the  esoph- 
agogastric junction.  In  addition,  webs 
are  always  identified  at  endoscopy  while 
rings  are  most  often  not  seen  with  the 
esophagoscope. 

Short  strictures.  Inflammatory  webs 
of  the  cervical  esophagus  are  not  uncommon 
and  may  or  may  not  be  associated  with  iron 
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deficiency  anemia.  In  1,600  consecutive 
examinations  of  patients  with  dysphagia 
reported  by  Macmillian,19  13  per  cent 
showed  webs  of  the  upper  esophagus  follow- 
ing trauma  due  to  swallowed  foreign  body 
or  superficial  ulceration. 

Weblike  strictures  occasionally  may  oc- 
cur as  a result  of  chronic  peptic  esophagi- 
tis20 but  can  usually  be  distinguished  on 
the  basis  of  history  and  the  presence  of 
more  tapering  of  the  esophagus  above  the 
stricture.  These  are  always  at  the 
esophagogastric  junction. 

Esophageal  webs  have  been  reported  in 
association  with  mucous  membrane  pem- 
phigus.13 The  characteristic  lesions  of 


this  disorder  allow  the  differential  diagnosis 
to  be  made  readily. 

Summary 

A case  is  reported  of  a congenital  lower 
esophageal  web  associated  with  achalasia 
of  the  esophagus.  This  appears  to  be  the 
first  report  of  the  coincidental  occurrence 
of  these  two  entities. 

The  literature  on  weblike  lesions  of  the 
esophagus  is  reviewed,  and  an  attempt  is 
made  to  classify  them  as  congenital  webs, 
lower  esophageal  rings,  idiopathic  esopha- 
geal webs,  and  short  strictures  on  the  basis 
of  clinical  and  radiographic  criteria. 
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F.  S.  Hunter  Adamo,  M.D.,  of  New  York 
City,  died  on  May  31  at  the  New  York  Poly- 
clinic Hospital  at  the  age  of  sixty.  Dr.  Adamo 
was  graduated  from  New  York  University  and 
Bellevue  Hospital  Medical  School  in  1928. 
He  was  clinical  assistant  attending  gynecologist 
at  New  York  Polyclinic  Hospital  and  New 
York  Polyclinic  Hospital  Outpatient  De- 
partment. A founder  and  Fellow  of  the 
American  College  of  Obstetricians  and  Gyne- 
cologists, Dr.  Adamo  was  a member  of  the  Pan- 
American  Medical  Association,  the  New  York 
County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Imre  Mirko  Berger,  M.D.,  of  Jackson  Heights, 
died  on  January  1 at  the  age  of  sixty-one.  Dr. 
Berger  received  his  medical  degree  from  the 
University  of  Berlin  in  1926.  He  was  a mem- 
ber of  the  American  Academy  of  General 
Practice,  the  New  York  Cardiological  Society, 
the  Queens  County  Medical  Society,  the  Medi- 
cal Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

George  Vincent  Browne,  M.D.,  of  New  York 
City,  died  on  November  25,  1964,  at  the  age  of 
seventy-two.  Dr.  Browne  was  graduated  from 
the  Boston  University  School  of  Medicine  in 
1924.  He  was  an  associate  attending  oto- 
laryngologist (inactive)  at  Presbyterian  Hos- 
pital. A Diplomate  of  the  American  Board  of 
Otolaryngology  and  a Fellow  of  the  American 
College  of  Surgeons,  Dr.  Browne  was  a member 
of  the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Russell  LaFayette  Cecil,  M.D.,  of  New 
York  City,  died  on  June  1 at  his  home  at  the 
age  of  eighty-three.  Dr.  Cecil  was  graduated 
from  the  Medical  College  of  Virginia  in  1906. 
He  was  a consulting  physician  at  Bellevue 
Hospital,  New  York  Hospital,  New  York  In- 
firmary, Manhattan  General  Hospital,  and  Ny- 
ack  Hospital;  emeritus  director  of  the  rheu- 
matic disease  clinic  and  consulting  physician 
at  the  Hospital  for  Special  Surgery,  and  con- 
sulting medical  director  for  the  Arthritis  Foun- 
dation. Dr.  Cecil  was  the  author  and  editor  of 
the  Textbook  of  Medicine,  now  in  its  12th  edition. 
In  1962  he  received  the  Distinguished  Service 
Award  of  the  American  Medical  Association. 
A Diplomate  of  the  American  Board  of  Internal 
Medicine  and  a Fellow  of  the  American  College 
of  Physicians,  Dr.  Cecil  was  a member  of  the 
American  Clinical  and  Climatological  Associa- 


tion, the  American  Society  for  Clinical  Investi- 
gation, the  American  Rheumatism  Association 
(of  which  he  was  founder),  the  New  York 
Rheumatism  Association,  the  American  Medi- 
cal Writers’  Association,  the  New  York  Academy 
of  Medicine,  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

E.  Carlton  Foster,  M.D.,  of  Penn  Yan,  died 
on  January  15  at  the  age  of  eighty-three.  Dr. 
Foster  was  graduated  from  the  University  of 
Buffalo  School  of  Medicine  in  1905.  He  was 
an  honorary  attending  surgeon  at  Soldiers  and 
Sailors  Memorial  Hospital  in  Penn  Yan.  A 
Fellow  of  the  American  College  of  Surgeons, 
Dr.  Foster  was  a member  of  the  Yates  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

John  H.  Garlock,  M.D.,  of  New  York  City, 
died  on  June  6 at  his  home  at  the  age  of  sixty- 
eight.  Dr.  Garlock  was  graduated  from  Colum- 
bia University  College  of  Physicians  and  Sur- 
geons in  1919.  He  was  a consulting  surgeon  and 
director  emeritus  of  the  Department  of  Sur- 
gery at  The  Mount  Sinai  Hospital  and  a con- 
sulting surgeon  at  Harlem,  Northern  West- 
chester (Mount  Kisco),  and  Mather  Me- 
morial (Port  Jefferson)  Hospitals.  Dr.  Garlock 
had  been  clinical  professor  of  surgery  at  Colum- 
bia University  College  of  Physicians  and  Sur- 
geons for  more  than  twenty  years.  A Diplo- 
mate of  the  American  Board  of  Surgery,  a 
Diplomate  of  the  American  Board  of  Thoracic 
Surgery,  a Diplomate  of  the  American  Board  of 
Plastic  Surgery,  and  a Fellow  of  the  American 
College  of  Surgeons,  Dr.  Garlock  was  a mem- 
ber of  the  American  Gastro-Enterological  As- 
sociation, the  American  Association  for  Tho- 
racic Surgery,  the  New  York  Academy  of  Medi- 
cine, the  New  York  Surgical  Society,  the  New 
York  Society  for  Thoracic  Surgery,  the  New 
York  County  Medical  Society  (of  which  he  was 
a past-president),  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Oskar  Guttmann,  M.D.,  of  New  York  City, 
died  on  May  8 at  the  age  of  fifty-four.  Dr. 
Guttmann  received  his  medical  degree  from  the 
University  of  Florence  Medical  School  in  1936. 
He  was  an  assistant  attending  psychiatrist  at 
Flower  and  Fifth  Avenue  and  Metropolitan 
Hospitals.  A Diplomate  of  the  American 
Board  of  Psychiatry  and  Neurology  (Psychi- 
atry), Dr.  Guttmann  was  a member  of  the 
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American  Group  Psychotherapy  Association, 
the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

George  Norman  Hindson,  M.D.,  of  Albany, 
died  on  December  25,  1964,  at  the  age  of  fifty- 
three.  Dr.  Hindson  was  graduated  from  the 
Syracuse  University  College  of  Medicine  in  1936. 
He  was  a consulting  obstetrician  at  St.  Peter’s 
Hospital. 

Bruno  Landau,  M.D.,  of  Franklin  Square, 
died  on  June  5 at  the  Madison  Avenue  Hospital 
at  the  age  of  eighty-nine.  Dr.  Landau  received 
his  medical  degree  from  the  University  of  Ber- 
lin in  1898.  He  was  a member  of  the  Ameri- 
can Academy  of  General  Practice,  the  Nassau 
County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medi- 
cal Association. 

Barrett  Pincus,  M.D.,  of  New  York  City, 
died  on  April  3 at  the  age  of  seventy-two. 
Dr.  Pincus  graduated  from  Cornell  University 
Medical  College  in  1920.  He  was  a member  of 
the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Irving  Seinfeld,  M.D.,  of  Brooklyn,  died  on 
November  21, 1964,  at  the  age  of  sixty-nine.  Dr. 
Seinfeld  was  graduated  from  New  York  Univer- 
sity and  Bellevue  Hospital  Medical  School  in 
1921.  He  was  an  attending  gynecologist  and 
director  of  obstetrics  at  Williamsburgh  General 
Hospital.  A Diplomate  of  the  American  Board 
of  Obstetrics  and  Gynecology  and  a Fellow  of 
the  American  College  of  Obstetricians  and 
Gynecologists,  Dr.  Seinfeld  was  a member  of 
the  Kings  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Norbert  C.  Shults,  M.D.,  of  Buffalo,  died  on 
January  14  at  the  age  of  sixty-eight.  Dr. 
Shults  was  graduated  from  the  University  of 
Buffalo  School  of  Medicine  in  1921.  He  was 
an  attending  surgeon  at  Deaconess  Hospital. 
Dr.  Shults  was  a member  of  the  Buffalo 


Academy  of  Medicine,  the  Erie  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Samuel  Swetnick,  M.D.,  of  New  York 
City,  died  on  June  2 at  his  home  in  Brooklyn  at 
the  age  of  seventy-two.  Dr.  Swetnick  was 
graduated  from  the  Long  Island  College  Hospital 
Medical  School  in  1915  and  had  completed 
fifty  years  of  practice.  For  thirty  years  he  had 
served  as  an  examining  physician  for  the  New 
York  State  Athletic  Commission.  Dr.  Swet- 
nick was  a member  of  the  Kings  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Francis  M.  Tiers,  M.D.,  of  New  York  City, 
died  on  May  24  at  his  home  in  Jersey  City, 
New  Jersey,  at  the  age  of  thirty-eight.  Dr. 
Tiers  was  graduated  from  Temple  University 
School  of  Medicine  in  1956.  He  had  been  an 
assistant  attending  anesthesiologist  at  New 
York  Hospital.  Dr.  Tiers  was  a member  of  the 
American  Society  of  Anesthesiologists,  Inc., 
the  New  York  State  Society  of  Anesthesiolo- 
gists, the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Joseph  Cook  Watts,  M.D.,  of  Bayside,  died 
on  June  3 at  his  home  at  the  age  of  sixty-two. 
Dr.  Watts  was  graduated  from  the  Syracuse 
University  College  of  Medicine  in  1927.  He 
was  an  associate  attending  physician  at  Flush- 
ing Hospital.  A Diplomate  of  the  American 
Board  of  Internal  Medicine  and  a Fellow  of  the 
American  College  of  Physicians,  Dr.  Watts  was 
a member  of  the  New  York  Academy  of  Medi- 
cine, the  New  York  State  Society  of  Internal 
Medicine,  the  Queens  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

William  Anthony  Young,  M.D.,  of  Syracuse, 
died  on  November  28,  1964,  at  the  age  of  fifty- 
seven.  Dr.  Young  was  graduated  from 
Syracuse  University  College  of  Medicine  in  1931. 
He  was  a member  of  the  Syracuse  Academy  of 
Medicine. 
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A satisfactory  therapeutic  response  was  reported 
in  90%  of  the  cases.  Epigastric  pain  was  relieved 
in  92%  of  cases. 


The  therapeutic  effective  ingredient  is  ROTERIZED 
bismuth  subnitrate  350  mg.  combined  with  stan- 
dard antacids.  No  acid  rebound,  no  adverse 
reactions,  no  contraindications. 


Dosage,  2 tablets  in  warm  water 
immediately  after  meals,  3 times 
daily.  Available  in  boxes  of  60,  150, 
660  and  1000  tablets.  At  all  drug 
stores. 


ROR  Chemical  Co.,  2268  First  Ave.,  N.  Y.  10035 


NYS-7 

Gentlemen: 

Please  send  me  professional  samples  and  reprints  of 
published  articles. 


ROR  Chemical  Co.,  2268  First  Ave.,  New  York  10035 
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PHYSICIANS  WANTED 


INTERNSHIPS- AMA  APPROVED  ROTATING.  ST. 
Joseph’s  Hospital.  Yonkers,  New  York.  Accredited  165 
bed  hospital.  Integrated  educational  program  organized 
by  Director  of  Medical  Education;  abundant  in-patient 
and  out-patient  material  for  clinical  training.  Salary 
$350.  ECFMG  certificate  required.  Apply  Administra- 
tor, St.  Jospeh’s  Hospital,  Yonkers,  N.Y. 


WANTED:  GENERAL  PRACTITIONER  IN  LYONS 

Falls,  New  York.  Area  population  2,500;  fully  accredited 
hospital  with  108  beds,  modern  facilities,  15  miles  away; 
4-bedroom  home  with  office,  waiting  room,  2 treatment 
rooms,  2 car  garage,  offered  rent  free;  school,  village  & 
town  health  officer  positions  available;  excellent  schools 
and  recreational  facilities.  Box  194,  % NYSJM. 


WANTED:  GENERAL  PRACTITIONER  TO  JOIN 

busy  practitioner  on  Long  Island,  South  Shore,  one  hour 
from  New  York  City.  Opportunity  for  rapid  financial 
advancement.  Box  212,  % NYSJM. 


OPPORTUNITY  FOR  INTERNIST  OR  PHYSICIAN 
with  some  training  in  internal  medicine,  interested  in  a 
busy  practice  in  general  medicine,  plus  necessary  medical 
consultations  for  four  other  busy  G.P.’s  in  small  com- 
munity and  adjacent  rural  area  in  upstate  New  York. 
Adequate  O.B.  coverage  available.  New  fully  accredited 
42  bed  general  hospital  with  Board  surgeon.  Board  radiol- 
ogist and  Board  pathologist.  Excellent  recreational  facil- 
ities in  immediate  area  including  skiing,  golf,  tennis,  etc. 
Income  arrangements  available.  Send  resume  to  Box 
207,  % NYSJM. 


INTERNIST,  PEDIATRICIAN,  AND  GENERAL  PRAC- 
titioner  wanted  to  join  group  in  Eastern  Long  Island. 
Please  contact  with  information  to  Box  216,  % NJSJM. 


INTERNIST  WANTED:  BOARD  CERTIFIED  OR 

eligible,  age  30-40;  to  associate  with  two  internists,  in- 
dependent practice,  shared  office  and  coverage.  City  of 
36,000,  drawing  area  of  100,000  with  excellent  hospitals, 
laboratory,  educational  and  recreational  facilities  avail- 
able. Central  New  York  State.  Box  223,  % NYSJM. 


PHYSICIANS,  MALE  OR  FEMALE,  AS  HOUSE-PHYS- 
icians  for  private  hospital.  Day  work;  48  hours  per  week 
Salary  $1200  monthly.  Madison  Avenue  Hospital,  30 
East  76th  St.,  New  York  City.  Please  call  9 to  6:  TR 
9-1100. 


SCHOOL  PHYSICIAN,  GLOVERSVILLE,  NEW  YORK, 
public  schools.  Duties  regular  pupil,  athletes,  employee 
examinations.  Area  medical  association  aware  need. 
Vacancy  through  retirement.  Salary  negotiable.  Private 
practice  also  possible.  Contact  Superintendent,  William 
Male,  Board  of  Education,  Gloversville,  New  York. 


G.P.  URGENTLY  NEEDED;  PRESENT  RETIRING. 
Village  on  St.  Lawrence  Seaway.  Health  Officer,  Sch. 
phys.;  other  income.  Well  equipped  office  in  9 room 
house  with  furniture;  big  garden  on  the  lake;  golf,  sports, 
lodges,  churches;  hospitals  not  too  far.  Retire  with  in- 
come. Call  Waddington  315  EV  8-4415. 


PHYSICIANS  WANTED— CONT’D 


A COMMUNITY  SERVING  A POPULATION  OF  50,000 
well  covered  by  specialists  in  the  fields  of  surgery,  ped- 
iatrics, urology,  ophthalmology,  E.N.T.,  radiology, 
obstetrics  and  gynecology,  pathology  and  psychiatry, 
but  only  by  one  internist  and  two  general  practitioner, 
is  in  need  of  men  willing  to  practice  general  medicine. 
The  city  is  situated  in  beautiful  Chenango  Valley,  pro- 
gressive, has  a 130  bed  fully  accredited  hospital,  affiliate 
with  a medical  school  and  nursing  school,  new,  good 
schools,  Y.M.C.A.,  etc.  Solo  practice  should  gross  $30,000 
annually  even  for  the  first  year.  Association  with  an 
established  general  practitioner,  including  office  space  and 
guaranteed  income,  could  be  arranged.  Direct  inquiries: 
Thomas  M.  Flanagan,  M.D.,  President  of  Medical  Staff, 
Chenango  Memorial  Hospital,  Norwich,  New  York. 


NEW  YORK  CITY.  THE  NEW  YORK  SCHOOL  OF 
Psychiatry  offers  a special  curriculum  in  Correctional 
Psychiatry  of  Criminal  and  Delinquent  Behavior.  One 
year  full-time  curriculum.  Available  to  graduates  of  ap- 
proved three-year  residency  programs.  Adequate  stip- 
ends are  available.  This  curriculum  is  supported  by  a 
training  grant  from  the  National  Institute  of  Mental 
Health,  and  is  based  on  the  use  of  the  facilities  of  the  New 
York  City  Department  of  Correction.  It  has  the  support 
of  the  New  York  City  Community  Mental  Health  Board, 
and  still  other  agencies.  Those  interested  should  apply  at 
once  to  Howard  Davidman,  M.D.,  Chairman,  Committee 
on  Admissions,  New  York  School  of  Psychiatry,  Ward’s 
Island,  N.Y.  10035. 


PRACTICES  FOR  SALE  OR  RENT 


AVAILABLE,  THRIVING  GENERAL  PRACTICE; 
owner  specializing.  Would  like  to  sell  or  rent  7 room, 
fully  equipped  office,  9 room  house  and  barn  on  three 
acres.  Beautiful  Finger  Lake  country,  near  Cornell 
University,  seven  miles  from  hospital.  Call  collect  (607) 
387-7921,  or  write  E.  S.  Farley,  Jr.,  M.D.,  Trumansburg, 
N.Y. 


OPPORTUNITY.  IMMEDIATELY  AVAILABLE  FOR 
sale.  Large  general  practice,  45  miles  NYC,  fully  equipped 
including  x-ray.  No  obstetrics  required.  Rent  office 
and/or  house.  Mrs.  Leonard  Lavenberg,  P.O.  Box  457, 
Yorktown  Heights,  N.Y.,  Yo.  2-2224. 


GENERAL  PRACTICE  FOR  SALE,  SCHENECTADY 
area,  N.Y.  Gross  over  $25,000.  Retiring  because  of 
health.  Available  immediately.  Open  staff  hospi]tals 
Secretary-nurse  available.  Modern,  well  equipped  office; 
3 room  apartment  upstairs.  Property  for  sale  or  lease. 
Box  220,  % NYSJM. 


OPPORTUNITY— DECEASED  OPHTHALMOLOGIST’S 
practice  in  growing  suburban  community  within  50  miles 
of  New  York  City.  Box  218,  % NYSJM. 


EQUIPMENT 


STANDARD  VERTICAL  FLUOROSCOPE;  EXCEL- 
lent  condition;  used  very  little;  gloves  and  apron.  Can 
be  seen  and  tested  in  Salem,  N.Y.  Officially  inspected 
and  approved  for  radiation  safety  last  year.  Phone  (518) 
854-3333  for  appointment. 
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POSITIONS  WANTED 


ANESTHESIOLOGIST,  CERTIFIED,  AGE  35,  FAMILY. 
Extensive  experience.  Desires  fee  for  service  or  group  in 
metropolitan  or  suburban  area.  Details  in  first  letter. 
Box  969,  % NYSJM. 


FOR  SALE 


Large  11  room  house  and  store,  plus  2 story  garage, 
situated  in  center  of  resort  town,  Wurtsboro,  N.Y.  Fine 
location  for  small  Medical  Center.  All  improvements; 
5 living  units ; 6 bathrooms.  On  lot  56 ' x 225  . 


Mrs.  George  Cooper,  P.O.  Box  327,  Wurtsboro,  N.Y. 


MEDICAL  ASSISTANTS  AND  SECRETARIES.  LAB- 
oratory  and  X-Ray  Techs.  Well  trained  and  highly  quali- 
fied personnel  (male  & female).  Phone  CH  2-2330  Ext. 
6,  Placement  Dept.,  or  write  Eastern  School  for  Physicians’ 
Aides,  Dept.  69,  85  Fifth  Ave.,  New  York  3.  N Y. 
(Founaed  1936  by  two  member  physicians.) 


BOARD  CERTIFIED  CLINICAL  PATHOLOGIST 
with  training  in  internal  medicine  seeks  affiliation  with 
medical  group  in  western  New  York.  Box  224,  % 
NYSJM. 


PEDIATRICIAN  (N.Y.  LICENSE)  SEEKS  FULL  TIME 
position  as  school  physician.  Box  225,  % NYSJM. 


“If  the  name  of  this  town  wasn't  Square  Deal,  we 
would  be  in  trouble .” 


REAL  ESTATE  FOR  SALE  OR  RENT 


EXCELLENT  OPPORTUNITY  TO  INVEST  AND/OR 
practice  in  proposed  cooperative  professional  building. 
Ideal  location  in  rapidly  developing  N.Y.  Suffolk  com- 
munity on  North  Shore.  Box  217,  % NYSJM. 


OPPOSITE  YONKERS  PROFESSIONAL  HOSPITAL. 
Charming  old  house  with  big  garden.  Two  floors  of  nine 
newly -decorated  rooms,  large,  light  and  airy,  with  new 
powder  rooms.  Burners  and  other  facilities;  parking. 
Available  as  unit  for  group  or  as  separate  suites.  Phone 
(914)  YOnkers  3-4794  before  5:30. 


MASSAPEQUA,  NASSAU  COUNTY,  N.Y.  POP.  100,000. 
Medical  building  now  renting.  Some  choice  suites  still 
available.  Massapequa,  N.Y.  doctor’s  house  and  office 
for  sale.  Ideal  professional  location  on  main  highway, 
opposite  school  and  6 blocks  from  R.  R.  station.  $24,000. 
Dr.  Musalo,  340  Hicksville  Rd.,  Massapequa.  Call  516 
LI  1-7515. 


PROFESSIONAL  OFFICE,  FREEPORT,  L.I.,  20  RAN- 
dall  Ave.,  in  attractive  88  family  apartment  building, 
excellent  residential  neighborhood,  private  entrance, 
alongside  other  medical  suites.  Ideal  for  single  or  group 
practice;  modest  rental,  air  conditioned.  Building  Super- 
intendent on  premises,  or  phone  212  TR  5-8141. 


FOR  RENT:  UPPER  FLOOR  SUITABLE  FOR  M.D. 
or  med.  lab.  Owner  dentist  occupies  lower  floor.  $125 
per  month  with  heat.  Rosedale,  Queens,  N.Y.  Call 
212  LA  8-7291. 


PROFESSIONAL  OFFICE,  165  EAST  32ND  STREET, 
Manhattan,  corner  3rd  Avenue,  in  new  centrally  air  con- 
ditioned, 20  story  apartment  building.  Approximately 
1,000  sq.  ft.  Private  entrance.  Will  plan  to  suit  tenant. 
May  be  used  as  combined  professional  office  and  studio 
apartment.  Building  Superintendent  on  premises  or 
phone  212  TR  5-8141. 


MISCELLANEOUS 


BILLING  SERVICE-COLLECTIONS-LABOR  SAVING 
office  techniques.  A statewide  service-35  years  experience 
specializing  in  medical  accounts  assures  satisfactory  results. 
Mail  your  bill  head  for  full  details.  Crane  Discount  Corp., 
221  W.  41st  St.,  New  York,  N.  Y.  10036. 
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one  place  your  hay-fever  patient  doesn’t  need 
ORNADE®  (unless  he  has  a cold) 

Trademark  ' 

Each  capsule  contains 

s mg  °f  Tdcinn®  (brand  ...but  if  your  patient  can’t  get  away  from  hay  fever,  relieve 

of  chlorpheniramine  j ° J J 1 

maieate)  50 mg  of  phenyi-  sneezing,  weeping  and  nasal  congestion  for  24  hours  with 

propanolamine  hydrochlo-  ° o 

ride,  and  2.5  mg.  of  isopro-  one  'Omade’  SpanSule®  brand  sustained  release  Capsule  q12h 

namirip  pc  thp  ihHiHp  1 1 1 


Summary  of  contraindications,  cautions  and  side  effects:  Do  not  use  in  patients  with  glaucoma,  prostatic 
hypertrophy,  stenosing  peptic  ulcer,  pyloroduodenal  obstruction,  or  bladder  neck  obstruction.  Use 
with  caution  in  the  presence  of  hypertension,  hyperthyroidism,  or  coronary  artery  disease.  Drowsiness; 
excessive  dryness  of  nose,  throat  or  mouth;  nervousness  or  insomnia  may  occur  on  rare  occasions 
but  are  usually  mild  and  transitory. 

Before  prescribing,  see  SK&F  product  Prescribing  Information. 

Smith  Kline  & French  Laboratories 


a rapid  lift  from  the  hell  of  depression 


often  relieves 
mental  pain 
in  2-5  days 


NORPRAMIN 

Irochloride) 


Dore  Illustration 
from 

Dante’s  Inferno 


Norpramin  is  a rapid-acting  specific  drug  for  the  treatment 
of  depression.  Depressive  signs  and  symptoms— sometimes 
described  as  "mental  pain”— typically  begin  to  improve  in 
2-5  days.  Patients  are  more  hopeful,  less  empty  and  less 
weighed  down  by  their  troubles.  Norpramin  has  only  slight 
sedative  qualities,  nevertheless  anxiety  secondary  to  depres- 
sion is  frequently  relieved  as  depression  is  lifted.  If  anxiety 
or  tension  persists  it  can  be  controlled  by  adding  a tran- 
quilizer or  by  reducing  dosage.  Norpramin  is  not  a MAO 
inhibitor.  Side  effects  are  usually  mild. 


DOSAGE  AND  ADMINISTRATION 

Optimal  results  are  obtained  at  a 
dosage  of  about  150  mg./day— 
two  25  mg.  tablets  t.i.d.  After 
achieving  optimal  results,  a main- 
tenance dose  (50-100  mg./day) 
should  be  sought. 


LAKESIDE  LABORATORIES,  INC.  Milwaukee,  Wisconsin  53201 


IN  BRIEF: 

Indications:  In  depression  of  any  kind— neurotic 
and  psychotic  depressive  reactions;  manic-depres- 
sive or  involutional  psychotic  reactions. 

Contraindications  and  Precautions:  Glaucoma, 
urethral  or  ureteral  spasm,  recent  myocardial  in- 
farction, severe  coronary  heart  disease  and  epilepsy. 
Should  not  be  given  within  two  weeks  of  treatment 
with  a monoamine  oxidase  inhibitor.  Safety  in 
human  pregnancy  has  not  been  established. 

Adverse  Effects:  Side  effects,  usually  mild,  may 


include:  dry  mouth,  constipation,  dizziness,  palpi- 
tation, delayed  urination,  "bad  taste,”  sensory 
illusion,  tinnitus,  agitation  and  stimulation,  sweat- 
ing, drowsiness,  headache,  orthostatic  hypoten- 
sion, flushing,  nausea,  cramps,  weakness,  blurred 
vision  and  mydriasis,  rash,  allergy,  transient 
eosinophilia,  granulopenia,  altered  liver  function, 
ataxia  and  extrapyramidal  signs. 

Supplied:  Norpramin  (desipramine  hydrochloride) 
tablets  of  25  mg.,  in  bottles  of  50,  500  and  1000. 
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If 

amphetamine 
gives  her 
the  jitters, 
put  her  on 
Desbutal 
Gradumet 


She’s  tense,  high-strung,  a compulsive  eater 
—the  type  of  patient  who  may  overreact  to 
plain  amphetamine— yet  fails  to  respond  at 
all  to  less  potent  drugs. 

What’s  the  answer?  Desbutal  Gradumet. 

Why?  Because  the  product  calms  her  anx- 
ieties even  as  it  controls  her  compulsive  urge 
to  eat.  This  dual  therapy  is  a result  of  two  tab- 
let sections,  combined  back  to  back,  each  with 
its  own  release  rate.  One  section  contains 
Desoxyn®  (methamphetamine)  to  curb  the 
appetite  and  lift  the  mood;  the  other  contains 
Nembutal®  (pentobarbital)  to  calm  the 
patient  and  counteract  any  excessive  stimula- 
tion. 

Thanks  to  the  unique  Gradumet,  both 
drugs  are  released  in  an  effective  dosage  ratio, 
minute  by  minute  throughout  the  day. 
The  release  action  is  purely  physical  and  re- 
lies on  only  one  factor  common  to  every 
patient : gastrointestinal  fluid.  There  is 
no  dependence  on  enteric  coatings,  enzymes, 
motility,  or  an  “ideal”  ion  concentration  in 
the  gastrointestinal  tract.  The  release  is  con- 
tinuous and  controlled. 

It’s  this  predictable  release  that  makes  the 
difference  for  your  patients.  Dosage  is  just 
once  a day. 

Precautions:  Desbutal  is  contraindicated  in 
patients  taking  a monoamine  oxidase  inhibitor. 
Use  with  caution  in  patients  with  hypertension, 
cardiovascular  disease,  hyperthyroidism  or  those 
sensitive  to  ephedrine  and  its  derivatives.  Careful 
supervision  is  advisable  with  maladjusted  indi- 
viduals. 


DESBUTAL  Gradumet 

Desbutal  10—10  mg.  Methamphetamine,  60  mg.  Pentobarbital. 

Desbutal  15—15  mg.  Methamphetamine,  90  mg.  Pentobarbital, 
Gradumet— Long-release  dose  form,  Abbott.  507225  whhm 

Calms  her  anxieties  even  as  it 
controls  her  compulsive  urge  to  eat 
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Age  12 -13- not  too  soon  to  pay  attention  to  her  acne 


At  the  first  sign  of  acne. ..the  first  comedone  or 
seborrhea . . . “this  is  the  time  to  institute  preventive 
measures -the  time  to  try  to  prevent  progression 
to  pustulation  and  scarring.”1  Regular,  frequent 
washing  with  pHisoHex,  antibacterial  detergent, 
can  enhance  any  acne  management  program,  help 
to  clear  acne  skin  faster  and  better. 
pHisoHex  is  more  than  a superior  cleanser.  It  con- 
tains 3 per  cent  hexachlorophene,  an  optimal 
amount.  This  powerful  antibacterial  agent  is  de- 
posited on  the  skin  where,  as  an  invisible,  tena- 
cious film,  it  degerms  between  washings.  Among 
67  acne  patients  who  used  pHisoHex,  “...results 
were  eminently  satisfactory.”2  When  pHisoHex 
was  used  as  the  wash  in  another  series  of  42  acne 
patients,  “no  patient  failed  to  improve.”3 
Why  not  recommend  three  or  four  pHisoHex  wash- 
ings daily  and  exclusively  to  all  your  acne  patients? 
pHisoHex  provides  superior  cleansing  action  and 
is  nonalkaline,  hypoallergenic  and  “kind”  to  skin. 
And  for  “...a  very  effective  topical  treatment  for 
acne  vulgaris”4  prescribe  keratolytic  pHisoAc® 
Cream  along  with  pHisoHex.  pHisoAc  Cream  con- 
tains colloidal  sulfur  6 per  cent,  resorcinol  1.5  per 


cent  and  hexachlorophene  0.3  per  cent.  It  dries, 
peels  and  masks  lesions.  Of  100  patients  treated 
with  pHisoHex  and  pHisoAc  (and  a low-fat  diet), 
79  showed  good-to-excellent  improvement.4 
pHisoHex  is  available  in  unbreakable  plastic 
squeeze  bottles  of  5 oz.  and  1 pint,  in  plastic  bot- 
tles of  1 gallon.  pHisoAc  is  supplied  in  tubes  of  IV2 
oz.  For  complete  acne  therapy,  prescribe  or  rec- 
ommend the  special  Combination  Package  con- 
taining both  pHisoHex  and  pHisoAc  Cream. 

References:  1.  Handelman,  Cathryn  C.:  Early  management 
of  acne,  Pediat.  Clin.  North  America  8:265,  Feb.,  1961. 
2.  McLean,  I.  E.  D.;  Graham,  K.  T.,  and  East,  M.  O.:  The 
treatment  of  acne;  a trial  of  “pHisoHex,”  Practitioner  189: 
82,  July,  1962.  3.  Hodges,  F.  T.:  Therapeutic  applications  of 
an  antiseptic  detergent,  GP  14:86,  Nov.,  1956.  4.  Wexler, 
Louis:  Treatment  of  acne  vulgaris,  Clin.  Med.  70:404,  Feb., 
1963. 
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antibacterial  detergent 

containing  3%  hexachlorophene 
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* a result  of 
‘METHEDRINE’!. 

METH  AMPHETAMINE 
HYDROCHLORIDE 

therapy 


Her  once  unruly  appetite  is  now  well  tamed  with 
‘Methedrine’  (methamphetamine  hydrochlo- 
ride)... an  easy  way  to  help  control  food  crav- 
ingand  “hunger  pains.” 

Side  effects:  Insomnia  may  occur  if  taken  later 
than  6 hours  before  retiring.  The  usual  peri- 
pheral actions  of  sympathomimetic  amines 
(vasoconstriction  and  acceleration  of  the  heart) 
are  minimal  and  little  noticed  on  low  or  moder- 
ate dosage. 


Contraindications  and  precautions:  Should  not 
be  used  in  patients  with  myocardial  degenera- 
tion, coronary  disease,  marked  hypertension, 
hyperthyroidism,  insomnia  or  a sensitivity  to 
ephedrine-like  drugs.  Moderate  hypertension  in 
the  obese  is  not  necessarily  a contraindication 
since  it  may  be  relieved  as  the  overweight  is 
reduced. 

‘Methedrine’  brand  Methamphetamine  Hydro- 
chloride: Tablets-5  mg.,  scored,  in  bottles  of 
100  and  1000. 


Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


BURROUGHS  WELLCOME  & CO.(U.S.A.)  INC.,Tuckahoe,  N.Y. 


1939 


Officers 


Medical  Society  of 
the  State  of  New  York 


Waring  Willis,  M.D.,  Westchester 
George  A.  Burgin,  M.D.,  Herkimer 
James  M.  Blake,  M.D.,  Schenectady 
Sol  Axelrad,  M.D.,  Queens 
Walter  T.  Heldmann,  M.D.,  Richmond 
Philip  D.  Allen,  M.D.,  New  York 
Samuel  Z.  Freedman,  M.D.,  New  York 
Thomas  F.  McCarthy,  M.D.,  Bronx 
Frederick  A.  Wurzbach,  Jr.,  M.D.,  Bronx 
E.  Dean  Babbage,  M.D.,  Erie 


President 
Past-President 
President-Elect 
V ice- President 
Secretary 

Assistant  Secretary 
Treasurer 

Assistant  Treasurer 

Speaker 

Vice-Speaker 


Councillors 

Term  Expires  1966 
George  Himler,  M.D.,  New  York 
Edward  C.  Hughes,  M.D.,  Onondaga 
Joseph  J.  Kaufman,  M.D.,  Wayne 
Solomon  Schussheim,  M.D.,  Kings 

Term  Expires  1967 

John  H.  Carter,  M.D.,  Albany 
John  F.  Kelley,  M.D.,  Oneida 
Walter  S.  Walls,  M.D.,  Erie 
Joseph  G.  Zimring,  M.D.,  Nassau 

Term  Expires  1968 

Charles  M.  Brane,  M.D.,  Westchester 
John  E.  Lowry,  M.D.,  Queens 
Edward  Siegel,  M.D.,  Clinton 
C.  Stewart  Wallace,  M.D.,  Tompkins 

Trustees 


Headquarters  Staff 

750  Third  Avenue,  New  York,  New  York  10017 
Tel:  212  YUkon  6-5757 
Henry  I.  Fineberg,  M.D., 

Executive  Vice-President 
J.  Richard  Burns,  Esq., 

Assistant  Executive  Vice-President 
Director,  Business  Division 
George  W.  Forrest,  Jr.,  Assistant  to  the 
Executive  Vice-President 
Doris  K.  Dougherty,  Executive  Assistant 
William  Hammond,  M.D.,  Director, 

Division  of  Scientific  Publications 
Editor , New  York  State  Journal  of  Medicine 
James  Greenough,  M.D.,  Director, 

Division  of  Scientific  Activities 
Robert  Katz,  M.D.,  Director, 

Division  of  Industrial  Health 
and  Workmen's  Compensation 
George  P.  Farrell,  Director, 

Division  of  Medical  Care  Insurance 
Guy  D.  Beaumont,  Director, 

Division  of  Communications 


Renato  J.  Azzari,  M.D.,  Bronx,  Chairman 
Thurman  B.  Givan,  M.D.,  Kings 
Gerald  D.  Dorman,  M.D.,  New  York 
Joseph  A.  Lane,  M.D.,  Monroe 
John  M.  Galbraith,  M.D.,  Nassau 
Leo  E.  Gibson,  M.D.,  Onondaga 
Norman  S.  Moore,  M.D.,  Tompkins 


Legal  Counsel 

William  F.  Martin,  Esq.,  Counsel 

Robert  J.  Bell,  Esq.,  Attorney 

Martin,  Clearwater  & Bell,  355  Lexington 
Avenue,  New  York,  New  York  10017 

Tel:  212  OXford  7-3122 

Authorized  Indemnity  Representative 


The  Council  is  composed  of  the  officers,  the  James  M.  Arnold,  2 Park  Avenue,  New  York, 
councillors , and  the  chairman  of  the  Board  of  New  York  10016 

Trustees.  Tel:  212  MUrray  Hill  4-3211 


1940 


Time  after  time,  in  patient  after  patient, 
Percodan’s  pain-killing  action  is  fast,  potent  and 
predictable.  Enthusiasm  for  Percodan  by  physi- 
cians is  almost  directly  proportional  to  their  expe- 
rience with  this  analgesic  formula.  Just  one 
Percodan  tablet  usually  brings  relief  within  5 to 
15  minutes  and  maintains  it  for  6 hours  or  more. 
It  rarely  causes  constipation. 

Average  Adult  Dose  — 1 tablet  every  6 hours. 
Precautions,  Side  Effects  and  Contraindications 
— The  habit-forming  potentialities  of  Percodan 
are  somewhat  less  than  those  of  morphine  and 
somewhat  greater  than  those  of  codeine.  The  usual 
precautions  should  be  observed  as  with  other  opi- 


ate analgesics.  Although  generally  well  tolerated, 
Percodan  may  cause  nausea,  emesis,  or  constipa- 
tion in  some  patients.  Percodan  should  be  used 
with  caution  in  patients  with  known  idiosyn- 
crasies to  aspirin  or  phenacetin,  and  in  those  with 
blood  dyscrasias. 


Also  available:  Percodan®-Demi,  each  scored 
pink  tablet  containing  2.25  mg.  oxycodone  HC1 
(Warning:  May  be  habit-forming),  0.19  mg.  oxy- 
codone terephthalate  (Warning:  May  be  habit- 
forming), 0.19  mg.  homatropine  terephthalate, 
224  mg.  aspirin,  160  mg.  phenacetin,  and  32  mg. 
caffeine. 


hroughout  the  wide  middle  range  of  PAIN... 


Literature  on  request 

ENDO  LABORATORIES  INC.  Garden  City,  New  York 


Each  scored  yellow  Percodan*  Tablet  contains 
4.50  mg.  oxycodone  HC1  (Warning:  May  be  habit- 
forming), 0.38  mg.  oxycodone  terephthalate 
(Warning:  May  be  habit-forming),  0.38  mg.  hom- 
atropine terephthalate,  224  mg.  aspirin,  160  mg. 
phenacetin,  and  32  mg.  caffeine 
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Medical  News 


Special  services  offered 
for  diabetic  patients 

The  Vocational  and  Counseling  Service  of  the 
New  York  Diabetes  Association,  Inc.,  is  offering 
some  special  services  that  are  available  free  to 
diabetic  patients.  The  service  is  designed  to 
assist  diabetics,  young  and  old,  with  psycho- 
logical and  physical  adjustment  so  they  can 
function  more  effectively  in  the  community. 

A recent  innovation  in  the  Vocational  and 
Counseling  Service  program  is  a series  of 
evening  sessions  for  young  persons  from  fifteen 
to  twenty-five  years  old,  which  offers  the  op- 
portunity for  them  to  engage  in  group  discus- 
sions under  the  guidance  of  the  association’s 
physicians  and  the  social  worker  and  consulting 
psychologist  of  the  service.  Among  the  areas 
reviewed  are  education,  career  planning,  and 
social  and  family  life  as  they  relate  to  the 
diabetic. 

Since  young,  unskilled  diabetics  are  almost 
always  faced  with  a severe  employment  handi- 
cap, the  Vocational  and  Counseling  Service 
works  closely  with  the  Division  of  Vocational 
Rehabilitation  of  the  New  York  State  Education 
Department.  Within  the  past  year,  the  Di- 
vision of  Vocational  Rehabilitation  has  liberal- 
ized its  policy  regarding  the  acceptance  of 
diabetics.  In  addition  to  providing  vocational 
rehabilitation  for  the  diabetic  with  major  com- 
plications, they  are  now  able  to  provide  assist- 
ance for  the  adolescent  and  the  young  adult 
diabetic  who  is  preparing  himself  for  his  voca- 
tion and  career.  This  assistance  may  include 
payment  for  appropriate  vocational  training  and 
undergraduate  and  graduate  college  education. 

No  diabetic  taking  insulin  should  be  em- 
ployed in  a position  which  presents  the  potential 
hazards  of  hypoglycemic  reactions  to  the  dia- 
betic or  his  coworkers.  Therefore,  it  is  recom- 
mended that  diabetics  do  not  prepare  for  em- 
ployment which  involves  working  with  fast- 
moving  machinery,  working  at  heights,  or 
driving  public  vehicles. 

To  secure  assistance  and  guidance  for  adoles- 
cent and  young  adult  diabetics,  physicians  are 
encouraged  to  refer  them  to:  The  Vocational 
and  Counseling  Service  of  the  New  York  Dia- 
betes Association,  Inc.,  104  East  40th  Street, 
room  906,  New  York,  New  York  10016. 

Study  to  be  conducted  on 
liver  disease  of  uncertain  origin 

The  cooperation  of  physicians  is  requested  in 
a clinical  study  of  liver  disease  of  uncertain 

Material  for  inclusion  in  the  medical  news  section  must  be 
received  six  weeks  prior  to  publication  date. 


etiology  being  conducted  by  the  metabolism 
service  of  the  National  Cancer  Institute  at  the 
Clinical  Center,  National  Institutes  of  Health, 
Bethesda,  Maryland. 

Of  interest  for  this  study  are  patients  with 
liver  disease  of  uncertain  etiology  who  would 
require,  in  the  opinion  of  the  referring  physician, 
a liver  biopsy  as  well  as  other  studies  to  help 
establish  the  specific  diagnosis.  Those  patients 
with  long-standing  hyperbilirubinemia  or  ab- 
normal serum  enzyme  levels,  for  example, 
serum  glutamic  oxalopyruvic  transaminase, 
would  be  of  particular  interest. 

Patients  who  are  accepted  for  this  study  will 
be  admitted  to  the  Clinical  Center  for  approxi- 
mately two  weeks  and  should  anticipate  having 
a liver  biopsy  performed. 

Physicians  interested  in  having  their  patients 
considered  for  the  study  should  contact: 
Matthew  Menken,  M.D.,  Clinical  Center,  room 
4-N-117,  National  Institutes  of  Health,  Bethes- 
da, Maryland  20014. 

Medical  manuscript  editing  service 

For  more  than  ten  years,  the  American  Medi- 
cal Writers’  Association  has  provided  a Medical 
Manuscript  Editing  Service.  This  service  has 
been  rendered  by  a life  member  of  the  American 
Medical  Writers’  Association,  Leslie  L.  Lewis, 
editorial  director  of  a midwest  publishing  com- 
pany. Headquarters  of  the  service  are  at  the 
Ravenswood  Hospital  in  Chicago.  The  Medi- 
cal Manuscript  Editing  Service  is  available  to 
both  members  and  nonmembers  of  the  associa- 
tion. The  charge  to  members  is  $5.00  for  the 
first  1,000  words  plus  $5.00  for  each  additional 
thousand  or  fraction  thereof.  The  charge  to  non- 
members is  $7.50  for  the  first  1,000  words,  plus 
$7.50  for  each  additional  thousand  or  fraction. 

Only  manuscripts  that  are  intended  for 
medical  journals  or  kindred  publications  from 
which  the  authors  receive  no  fees  and  that  do 
not  exceed  5,000  words  in  length  will  be  ac- 
cepted for  review  and  editing.  This  is  not  a 
commercial  service  and  does  not  concern  itself 
with  the  selling  of  manuscripts,  ghostwriting, 
or  the  compiling  of  bibliographies. 

The  service  is  intended  for  medical  writers 
who  would  like  to  have  assistance  when  con- 
fronted by  the  perplexities  of  writing  problems. 
The  principal  aim  of  the  editor  of  the  service  is 
to  help  authors  say  what  they  want  to  say  and 
to  say  it  with  precision,  economy,  and  grace. 
On  the  manuscript  itself,  the  editor  corrects 
punctuation,  capitalization,  spelling,  misused 
words,  including  medical  terms,  and  arrange- 
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INDICATIONS:  Grand  mal  epilepsy 
and  certain  other  convulsive  states. 
PRECAUTIONS:  Periodic  examina- 
tion of  the  blood  is  advisable.  Nys- 
tagmus in  combination  with  diplopia 
and  ataxia  indicates  dosage  should 
be  reduced. 

SIDE  EFFECTS:  Allergic  phenom- 
ena such  as  polyarthropathy,  fever, 
skin  eruptions,  and  acute  general- 
ized morbilliform  eruptions  with  or 
without  fever.  Upon  discontinuation 
of  therapy  eruptions  usually  sub- 
side. Rarely,  dermatitis  goes  on  to 
exfoliation  with  hepatitis,  and  fur- 


ther dosage  is  contraindicated. 
Though  mild  and  rarely  an  indica- 
tion for  stopping  dosage,  gingival 
hypertrophy,  hirsutism,  and  exces- 
sive motor  activity  are  occasionally 
encountered,  especially  in  chil- 
dren, adolescents,  and  young 
adults.  During  initial  treatment, 
minor  side  effects  may  include 
gastric  distress,  nausea,  weight 
loss,  transient  nervousness,  sleep- 
lessness, and  a feeling  of  unsteadi- 
ness. All  usually  subside  with 
continued  use.  Hematologic  dis- 
orders, including  megaloblastic 


anemia,  leukopenia,  granulocyto- 
penia, pancytopenia,  and  aplastic 
anemia  have  been  reported.  Nys- 
tagmus may  develop. 

DILANTIN  is  supplied  in  several 
forms  including  Kapseals  contain- 
ing 0.1  Gm.  and  0.03  Gm.  diphenyl- 
hydan- 
toin  so- 
dium. 


The  color  combinations  of  the 
banded  capsules  are  Parke-Davis 
trademarks.  75955 


PARKE-DAVIS 

PARKE.  DAVIS  A COMPANY.  Detroit.  Michigan  482 32 


the  epileptic... talent  in  eclipse 
or  fulfillment  of  potential? 

the  difference  is  often 

Kapseals® 

Dilantin 

(diphenylhydantoin 

sodium) 

PARKE-DAVIS 


Antivert# 

(meclizine  HCI,  nicotinic  acid) 

Tablets:  (meclizine  HCI  12.5  mg.  and 
nicotinic  acid  50  mg.) 

Syrup:  (each  5 cc.  teaspoonful  contains 
meclizine  HCI  6.25  mg.  and  nicotinic 
acid  25  mg.) 

stops  vertigo 

complete  to  moderate  relief 
in  9 out  of  10  patients1 


Antivert,  the  leading  anti-vertigo  prod- 
uct,2 combines  meclizine  HCI,  an  out- 
standing drug  for  treatment  of  vestibular 
dysfunction,  with  nicotinic  acid,  a drug 
of  choice  for  prompt  vasodilation.  Out  of 
50  patients  with  Meniere's  syndrome,  re- 
mission of  symptoms  followed  Antivert 
therapy  in  41  (82%);  another  10%  (5 
patients)  experienced  moderate  relief.1 
Prescribe  Antivert  for  your  patients  with 
vertigo,  Meniere's  syndrome  and  allied 
disorders. 


Dosage:  One  tablet  or  one  to  two  teaspoonfuls 
(5-10  cc.)  t.i.d.  just  before  meals.  Specific 
requirements  for  individual  patients  should  be 
determined  by  the  physician. 

Supplied:  Tablets  in  bottles  of  100  and  500. 
Syrup  in  pint  bottles.  Rx  only. 


Antiverf  “ 

(meclizine  HCI,  nicotinic  acid) 


most  widely  prescribed 
anti-vertigo  agent2 

Precautions  and  side  reactions:  Frequent, 
short-lived  reactions  include:  cutaneous  flush- 
ing, sensations  of  warmth,  tingling  and  itch- 
ing, burning  of  skin,  increased  gastrointestinal 
motility,  and  sebaceous  gland  activity.  In  ex- 
plaining these  reactions  to  the  patient,  it  is 
suggested  that  they  be  regarded  as  a desirable 
physiological  sign  that  the  nicotinic  acid  is 
carrying  out  its  intended  function  of  vasodila- 
tion. Because  of  this  vasodilation,  severe 
hypotension  and  hemorrhage  are  obvious 
contraindications  to  Antivert  therapy. 

References:  1.  Seal,  J.  C.:  Eye  Ear  Nose  & 
Throat  Month.  38:738  (Sept.)  1959.  2.  Based 
oh  1964  data  from  independent  physicians’ 
market  survey  organization. 


J.  B.  Roerig  and  Company 
Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World's  Well-Being® 
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and  when  your  Antivert® 
patients  are  near  or  past 
retirement  age 


Neobon© 

geriatric  supplement 

helps  keep  them 
on  the  go’ 


— WV-W 


Neobon  combines  hormones,  essential  hematopoietic  factors,  a digestive 
enzyme,  and  vitamins  and  minerals  with  the  importantamino  acids  L-lysine 
and  glutamic  acid.  When  used  as  adjunctive  therapy,  such  medication  has 
been  shown  to  be  of  value  in  treating  patients  with  the  geriatric  syndrome.1,2 
You,  too,  can  help  your  geriatric  patients  — with  or  without  vertigo  — lead  a 
more  active  life  by  prescribing  Neobon. 


Each  capsule  contains: 


(1)  Vitamins  and  Minerals 

Vitamin  A (acetate)  . . 2000  U.  S.  P.  units 
Vitamin  D (irradiated 

ergosterol) 200  U.  S.  P.  units 

Vitamin  Bi  (thiamine 

mononitrate,  U.  S.  P.) 0.5  mg. 

Vitamin  B2  (riboflavin, 

U.  S.  P.) 0.5  mg. 

Vitamin  B6  (pyridoxine  HCI, 

U.  S.  P.) 0.5  mg. 

Niacinamide,  U.  S.  P 50  mg. 

Calcium  pantothenate, 

U.  S.  P 5 mg. 

Vitamin  E (from  alpha 

tocopherol  acetate) 5 I.U. 

Rutin,  N.F 5 mg. 

Cobalt  (from  cobalt 

sulfate) 0.033  mg. 

Molybdenum  (from  sodium 

molybdate) 0.066  mg. 

Copper  (from 

copper  sulfate) 0.33  mg. 

Manganese  (from 

manganese  sulfate) 0.33  mg. 


Magnesium  (from 

magnesium  sulfate)  2 mg. 

Iodine  (from 

potassium  iodide) 0.05  mg. 

Potassium  (from 

potassium  sulfate) 1.66  mg. 

Zinc  (from 

zinc  sulfate) 0.4  mg. 

(2)  Hematopoietic  Factors 
Iron  (from 

ferrous  sulfate) 3.40  mg. 

Vitamin  B12  (cobalamin 
concentrate,  N.F.,  as 

Stablets®) 1 meg. 

Vitamin  C (ascorbic  acid, 

U.  S.  P.)  50  mg. 

(3)  Digestive  Enzyme 

Pancreatic  substance* 50  mg. 

(4)  Gonadal  Hormones 

Methyltestosterone 1.0  mg. 

Ethinyl  estradiol 0.006  mg. 

(5)  Amino  Acids 

L-lysine  50  mg. 

Glutamic  acid 30  mg. 


*Enzymatically  active  defatted  material  from  250  mg.  of  whole  fresh  pancreas. 

Precautions:  Contraindicated  in  patients  in  whom  estrogen  or  androgen 
therapy  should  not  be  used,  as  in  carcinoma  of  the  breast  or  prostate. 
Dosage:  One  capsule,  t.i.d.  with  meals,  or  as  directed  by  physician. 
Supplied:  Bottles  of  60  capsules.  Rx  only. 

References:  1.  Dufficy,  R.  G.,  Jr.:  J.  Am.  Geriatrics  Soc.  5:936  (Nov.)  1957. 
2.  Ende,  M.:  Southwestern  Med.  38:625  (Oct.)  1957. 
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ment  of  bibliography.  In  addition,  the  editor 
offers  a line-by-line  criticism  of  the  manuscript 
covering  such  points  as  title,  organization, 
tables  and  illustrations,  subheads,  and  sum- 
mary, as  well  as  grammar,  syntax,  and  usage. 
Many  users  of  the  service  are  regular  contribu- 
tors to  the  medical  literature,  and  evidence  in- 
dicates that  all  who  use  the  service  have  been 
satisfied  with  the  work  it  does  for  them. 

Manuscripts  must  be  sent  by  first  class  mail; 
typewritten,  on  one  side  only;  in  English; 
double  or  triple  spaced  with  wide  margins  at 
top,  bottom,  and  on  both  sides;  and  accom- 
panied by  return  first  class  postage.  It  is  pre- 
ferred that  manuscripts  be  mailed  flat;  the 
number  of  words  in  the  manuscript  must  be 
stated  in  the  upper  right  hand  corner  of  the 
first  page;  and  the  fee  for  the  service,  including 
return  postage,  enclosed.  The  author  should  be 
sure  to  retain  a copy  of  his  paper.  All  manu- 
scripts should  be  sent  to:  American  Medical 
Writers’  Association,  Medical  Manuscript  Edit- 
ing Service,  Ravenswood  Hospital,  Chicago, 
Illinois  60640. 

Underprivileged  children  to  receive 
medical  attention 

Project  Head  Start,  a nation-wide  effort  to 
assist  children  from  deprived  families  to  enter 
kindergarten  or  first  grade  this  September,  is 
placing  emphasis  on  medical  examinations,  in- 
oculations, and  immunizations.  Authorities 
estimate  that  90  per  cent  of  the  children  partici- 
pating in  the  program  have  never  had  a medical 
examination.  In  every  group  of  100  children, 
they  expect  to  find  some  active  tuberculosis, 
4 partially  blind  children,  15  children  with  some 
sort  of  eye  difficulties,  10  partially  deaf  children, 
and  as  many  as  half  that  have  no  record  of  im- 
munization against  diphtheria  or  tetanus. 

The  project  is  being  run  by  local  communities 
with  financial  assistance  provided  by  the  Office 
of  Economic  Opportunity  in  Washington. 

Nassau  auxiliary  wins 
special  achievement  award 

The  woman’s  auxiliary  to  the  Nassau  County 
Medical  Society  received  a special  achievement 
award  for  its  outstanding  efforts  in  the  Ameri- 
can Medical  Association-Education  and  Re- 
search Foundation  program  for  1964-65.  The 
presentation  was  made  during  the  42nd  annual 
convention  of  the  Woman’s  Auxiliary  to  the 
American  Medical  Association. 


With  a membership  of  369  persons,  the 
Nassau  auxiliary  raised  $7,220.08  for  the 
Foundation.  The  total  national  contribution 
was  $320,121.87,  part  of  which  will  be  given  to 
medical  schools  for  unrestricted  use.  The  re- 
mainder will  go  to  the  student  loan  guarantee 
fund.  This  fund  makes  possible  long-term 
bank  loans  to  medical  students,  interns,  and 
residents,  with  no  payment  due  on  either  in- 
terest or  principal  until  five  months  after  com- 
pletion of  all  training.  American  Medical 
Association-Education  and  Research  Founda- 
tion acts  as  guarantor.  For  each  $100  con- 
tributed, $1,250  in  loans  are  made  available. 

Personalities 

Elected.  At  the  90th  annual  meeting  of  the 
American  Neurological  Association:  Melvin 

D.  Yahr,  M.D.,  New  York  City,  as  secretary- 
treasurer  and  editor  of  transactions  of  the  asso- 
ciation; Paul  J.  Anderson,  M.D.,  Louis  Berlin, 
M.D.,  and  Niels  L.  Low,  M.D.,  all  of  New  York 
City,  as  active  members;  and  Murray  B.  Bom- 
stein,  M.D.,  and  Lucien  J.  Rubinstein,  M.D., 
both  of  New  York  City,  as  associate  members. 

Appointed.  Nicholas  P.  Christy,  M.D.,  asso- 
ciate professor  of  medicine,  Columbia  University 
College  of  Physicians  and  Surgeons,  as  chairman 
of  Department  of  Medicine  at  Roosevelt  Hos- 
pital . . . Floyd  B.  Goffin,  M.D.,  chief  of  oto- 
laryngology at  New  England  Medical  Center 
Hospitals  in  Boston,  as  head  of  the  surgical 
subdepartment  of  otolaryngology  at  Albany 
Medical  Center  . . . Francis  J.  Hamilton,  M.D., 
professor  of  clinical  psychiatry  at  Cornell  Uni- 
versity Medical  College,  as  medical  director  of 
The  New  York  Hospital- Westchester  Division 
. . . George  James,  M.D.,  commissioner  of  the 
New  York  City  department  of  health,  as  vice- 
president  of  Mount  Sinai  Medical  Center  and 
dean  of  the  new  Mount  Sinai  School  of  Medicine 
. . . John  R.  Philp,  M.D.,  first  deputy  commis- 
sioner of  the  New  York  City  department  of 
health,  to  succeed  Dr.  James  as  commissioner 
of  health  . . . David  S.  Sanders,  M.D.,  assistant 
director  of  the  division  of  community  psychia- 
try at  Columbia  University’s  School  of  Public 
Health,  as  director  of  the  psychiatry  for  hospi- 
tals, by  the  New  York  Community  Mental 
Health  Board. 

Awarded.  H.  Houston  Merritt,  M.D.,  dean 
of  the  College  of  Physicians  and  Surgeons,  Co- 
lumbia University,  the  George  W.  Jacoby  Award 
for  distinguished  contribution  to  the  field  of 
neurology,  by  the  American  Neurological  Asso- 
ciation. 
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Depend  on  low-cost, 
low-dosage  Prolixin 
— once-a-day 


Prolixin  is  a dependable  tranquilizer  that  provides  your  pa- 
tient with  low  cost  therapy.  No  other  tranquilizer  costs  less. 
Safe  and  convenient  for  office  use— Prolixin  in  a single  daily 
dose  provides  prolonged  and  sustained  action.  Markedly 
low  in  toxicity  and  virtually  free  from  usual  sedative  effects 
—Prolixin  is  indicated  for  patients  who  must  be  alert.  Clin- 
ical experience  indicates  fluphenazine  hydrochloride  is 
especially  effective  in  controlling  the  symptoms  of  anxiety 
and  tension  complicating  somatic  disorders  such  as  pre- 
menstrual tension,  menopause,  or  hypertension-also  useful 
for  anxiety  and  tension  due  to  environmental  or  emotional 
stress.  When  you  prescribe  Prolixin  you  offer  your  patient 
effective  tranquilization  that  is  low  in  cost,  low  in  dosage 
and  low  in  sedative  activity. 


SIDE  EFFECTS,  PRECAUTIONS,  CONTRAINDICATIONS:  As  used  for 
anxiety  and  tension,  side  effects  are  unlikely.  Reversible  extrapyra- 
midal  reactions  may  develop  occasionally.  In  higher  doses  for  psy- 
chotic disorders,  patients  may  experience  excessive  drowsiness, 
visual  blurring,  dizziness,  insomnia  (rare),  allergic  skin  reactions, 
nausea,  anorexia,  salivation,  edema,  perspiration,  dry  mouth,  polyuria, 
hypotension.  Jaundice  has  been  exceedingly  rare.  Photo-sensitivity 
has  not  been  reported.  Blood  dyscrasias  occur  with  phenothiazines; 
routine  blood  counts  are  recommended.  If  symptoms  of  upper  res- 
piratory infection  occur,  discontinue  the  drug  and  institute  appro- 
priate treatment.  Do  not  use  epinephrine  for  hypotension  which  may 
appear  in  patients  on  large  doses  undergoing  surgery.  Effects  of  atro- 
pine may  be  potentiated.  Do  not  use  with  high  doses  of  hypnotics  or 
in  patients  with  subcortical  brain  damage.  Use  cautiously  in  convul- 
sive disorders. 

AVAILABLE:  1 mg.  tablets.  Bottles  of  50  and  500. 

For  full  information,  see  your  Squibb  Product  Reference  or  Product 
Brief. 


Squibb 


Squibb  Quality-the  Priceless  Ingredient 


Medical  Meetings 


American  College  of  Nutrition 
to  hold  annual  meeting 

The  annual  scientific  meeting  of  the  American 
College  of  Nutrition  will  be  held  at  the  Ameri- 
cana Hotel  in  New  York  City  on  October  10 
at  10:00  a.m.  The  topic  will  be  “Nutrition- 
Alcohol-Office  Practice.” 

For  further  information  contact:  Robert  A. 

Peterman,  M.D.,  secretary,  3 Craig  Court, 
Totowa  Borough,  New  Jersey  07512. 

Academy  of  Orthopaedic  Surgeons 
announces  postgraduate  course 

The  committee  on  injuries  of  the  American 
Academy  of  Orthopaedic  Surgeons  will  hold  the 
second  postgraduate  course  on  fractures  and 
other  injuries  at  the  Riviera  Motel,  Atlanta, 
Georgia,  on  October  11  through  14. 

The  course  will  place  special  emphasis  on 
hand  injuries,  tendon  repair,  peripheral  nerve 
lesions,  dislocations  of  the  shoulder  and  hip,  and 
fractures  of  the  humerus,  spine,  lower  third  of 
femur,  condyles  of  tibia,  ankle,  clavicle,  and 
scapula.  Epiphyseal  and  forearm  injuries  in 
children  will  also  be  covered  along  with  mold 
arthroplasty  of  the  hip  after  injury,  fat  em- 
bolism, pathologic  fractures,  treatment  of 
nonunions,  and  juvenile  amputees.  A special 
program  will  be  directed  to  the  diagnosis  and 
treatment  of  acute  problems  of  the  hand. 

The  course  is  open  to  all  physicians;  regis- 
tration fee  is  $75.  Residents,  interns,  and  med- 
ical students  will  be  admitted  free  with  a letter 
from  the  chief  of  their  service.  The  course  is 
approved  for  thirty  hours  of  Category  II  for 
general  practice.  F or  further  information  write: 
Sam  W.  Banks,  M.D.,  chairman,  Committee  on 
Injuries,  American  Academy  of  Orthopaedic 
Surgeons,  29  East  Madison  Street,  Chicago, 
Illinois  60602. 

Radioactive  scanning  to  be  subject 
of  postgraduate  course 

The  University  of  Pittsburgh  School  of 
Medicine  has  announced  a postgraduate  course 
in  “Advances  in  Radioactive  Scanning.”  The 
course  is  scheduled  for  October  21  and  22  at 
the  Penn  Sheraton  Hotel  in  Pittsburgh. 

Included  in  the  program  will  be  a discussion 
by  a guest  faculty  on  the  current  methods  of 
dynamic  scanning  and  their  clinical  application. 
Special  emphasis  will  be  placed  on  rapid  scintil- 

Material  for  inclusion  in  the  medical  meetings  section  must 
be  received  six  weeks  prior  to  publication  date. 


lation  scanning,  the  use  of  the  scintillation  cam- 
era, and  image  scanning. 

Further  information  may  be  obtained  from 
Campbell  Moses,  M.D.,  director  of  postgradu- 
ate medicine,  University  of  Pittsburgh  School 
of  Medicine,  Pittsburgh,  Pennsylvania  15213. 

American  Academy  of  Pediatrics 
annual  meeting 

The  American  Academy  of  Pediatrics  will 
hold  its  34th  annual  meeting  October  23  through 
28  at  the  Palmer  House  in  Chicago.  Three 
thousand  pediatricians  are  expected  to  attend 
the  meeting,  which  will  include  seminars,  round 
table  discussions,  general  sessions,  a film  pro- 
gram, and  scientific  and  technical  exhibits. 

General  session  panels  and  symposiums  will 
deal  with  carbohydrate  metabolism;  teenagers; 
recent  epidemics,  including  encephalitis  and 
rubella;  bases  of  child  development;  recent 
and  exciting  developments  in  pediatrics;  and 
antimicrobial  agents.  Several  special  reports 
will  be  given,  including  one  on  Project  Head 
Start  by  Julius  B.  Richmond,  M.D.,  Syracuse, 
project  director. 

The  American  Association  of  Poison  Control 
Centers  will  meet  in  conjunction  with  the 
Academy.  The  meeting  is  open  to  physicians 
who  are  not  pediatricians.  Registration  fee  is  $15 
for  Academy  members,  applicants  to  the 
Academy,  applicants  to  the  American  Board  of 
Pediatrics,  nonmembers  who  have  been  out  of 
school  less  than  five  years,  and  physicians  in  the 
Armed  Forces.  Registration  fee  for  non- 
member physicians  is  $50.  Information  may 
be  obtained  by  writing:  American  Academy 

of  Pediatrics,  1801  Hinman  Avenue,  Evanston, 
Illinois  60204. 

American  College  of  Physicians 
offers  postgraduate  course 

Maimonides  Hospital  of  Brooklyn  will  host 
the  postgraduate  course  of  the  American 
College  of  Physicians  on  November  8 through 
12.  The  course  will  focus  on  advances  in  the 
medical  subspecialties.  A large  guest  faculty 
will  participate. 

Tuition  fee  for  members  is  $60,  for  nonmem- 
bers $100.  Information  and  registration  forms 
can  be  obtained  from  Edward  C.  Rosenow,  Jr., 
M.D.,  executive  director,  American  College 
of  Physicians,  4200  Pine  Street,  Philadelphia, 
Pennsylvania  19104. 

continued  on  page  1953 
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an  innovation  in 
broad-spectrum 

antibiotic  dosage 


I)IXI/)MY(IN 

DEMETHYLCHLOBTETRACYCLINE 


New 
300 mg 

Film-coated 

tablet 

For  adult  therapy 

One  mid-morning 
One  mid-evening 


BECLOMYCIN 

DEMETHYLCHLOETETRACYCLINE 
300  mg'  FILM  COATED  TABLETS 


One  mid-morning  One  mid-evening 

provides  a full  24  hours  of  therapy  for  adults 
with  all  the  extra  benefits  of  DECLOMYCIN 
...lower  mg  intake  per  day... proven  potency 
...1-2  days'  “extra”  activity  to  protect  against 
relapse  or  secondary  infection 


DECLOMYCIIS 

DEMETHYLCHLORTETRACYCLINE 
300 mg-  FILM  COATED  TABLETS 


DECLOMYCIN®  Demethylchlortetracycline  HCI  TABLETS  (Film  Coated) 

Available  dosage  forms:  Film  Coated  Tablets  containing  150  mg.  and 
300  mg.  demethylchlortetracycline  HCI. 

ACTION:  DECLOMYCIN  Demethylchlortetracycline  is  a broad-spectrum 
antibiotic  derived  from  a strain  of  Streptomyces  aureofaciens.  Demethyl- 
chlortetracycline is  closely  related  chemically  to  tetracycline  and  has 
been  shown  to  have  several  advantages  which  make  it  a valuable  aid  to 
antimicrobial  therapeutics.  It  has  a greater  antibiotic  potency  which 
makes  it  possible  to  achieve  therapeutic  activity  with  less  weight  of  anti- 
biotic. It  has  a greater  stability  in  body  fluids  due  to  a slow  degradation. 
It  has  been  shown  to  have  a reduced  renal  clearance  rate  which  pro- 
duces a prolongation  of  the  antibacterial  levels  in  the  body. 

The  average  adult  daily  dose  of  DECLOMYCIN  Demethylchlortetracy- 
cline (600  mg.)  may  be  considered  to  be  the  equivalent  of  1,000  mg.  of 
tetracycline  per  day. 

INDICATIONS:  DECLOMYCIN  Demethylchlortetracycline  should  be 
equally  or  more  effective  therapeutically  than  other  tetracyclines  in  in- 
fections caused  by  organisms  sensitive  to  the  tetracyclines. 

The  following  conditions  have  been  successfully  treated: 

Abscess  Otitis  (Externa  or  Media) 

Acne  Pharyngitis 

Bronchiectasis  Pneumonia 

Bronchiolitis  Pre- and  Postoperative 

Bronchitis  Prophylaxis  of  Infection 

Bronchopulmonary  Infection  Primary  Atypical  Pneumonia 

Cellulitis  Primary  and  Secondary 

Cystitis  Syphilis 

Endometritis  Pustular  Folliculitis 

Erysipelas  Pyelonephritis 

Furunculosis  Pyoderma 

Genitourinary  Infection  Sinusitis 

Laryngotracheitis  Streptococcal  Sore  Throat 

Mixed  Bacterial  Infection  Tonsillitis 

Non-Specific  Urethritis 

associated  with  tetracycline-sensitive  organisms  such  as  the  following: 

Eaton  Agent  Gonococci 

Endamoeba  histolytica  Shigellae 

Hemophilus  influenzae  Staphylococci 

Pneumococci  Streptococci 

Escherichia  coli 

Evaluation  in  other  infections  and  conditions  is  continuing. 

DECLOMYCIN  Demethylchlortetracycline  is  indicated  for  surgical  and 
dental  preoperative  and  postoperative  prophylaxis  of  infection  in  con- 
taminated fields.  Since  penicillin  is  the  drug  of  choice  for  syphilis  and 
gonorrhea,  it  should  be  employed  in  these  infections  except  in  patients 
with  a history  of  penicillin  allergy. 

In  cases  of  acute  gonococcal  urethritis  where  a primary  or  secondary 
lesion  of  syphilis  is  suspected,  proper  diagnostic  procedures  including 
darkfield  examination  should  be  followed.  In  all  other  cases  where  con- 
comitant syphilis  is  suspected,  serological  tests  should  be  made  monthly 
for  at  least  three  months. 

In  patients  with  agammaglobulinemia  or  hypogammaglobulinemia 
and  recurring  infections,  it  is  necessary  to  treat  with  both  gamma  globu- 
lin and  an  antibiotic  such  as  DECLOMYCIN  Demethylchlortetracycline. 

DECLOMYCIN  Demethylchlortetracycline  shows  activity  against  some 
strains  of  Pseudomonas  and  Proteus  heretofore  unresponsive  to  tetracy- 
cline therapy  as  shown  by  both  in  vivo  and  in  vitro  studies. 

In  the  treatment  of  staphylococcus  infections,  indicated  surgical  pro- 
cedures must  be  performed  in  all  cases. 

WARNING:  If  renal  impairment  exists,  even  usual  oral  or  parenteral 
doses  may  lead  to  excessive  systemic  accumulation  of  the  drug  and 
possible  liver  toxicity.  Under  such  conditions,  lower  than  usual  doses 
are  indicated  and  if  therapy  is  prolonged,  demethylchlortetracycline 
serum  level  determinations  may  be  advisable.1  2'3 

A photodynamic  reaction  precipitated  by  direct  exposure  to  natural 
or  artificial  sunlight  has  been  observed  in  some  individuals.  Small 
amounts  of  drug  and  short  exposure  to  these  sources  of  sunlight  may 
produce  an  exaggerated  sunburn  reaction  which  may  range  from  ery- 
thema over  the  exposed  parts  of  the  body  to  severe  skin  manifestations. 
In  a smaller  proportion,  photoallergic  reactions  to  this  drug,  as  well  as 
other  tetracycline  derivatives,  have  also  been  reported. 

Such  patients  should  be  warned  to  avoid  direct  exposure  to  natural 
or  artificial  sunlight  while  under  treatment  and  to  discontinue  the  drug 
at  the  first  evidence  of  skin  discomfort. 


Necessary  subsequent  courses  of  treatment  with  tetracyclines  should 
be  carefully  observed. 

PRECAUTIONS  AND  SIDE  EFFECTS:  The  use  of  antibiotics  occasionally 
may  result  in  overgrowth  of  nonsusceptible  organisms.  Constant  obser- 
vation of  the  patient  is  essential.  If  new  infections  appear  during  therapy, 
appropriate  measures  should  be  taken. 

Demethylchlortetracycline  may  form  a stable  calcium  complex  in  any 
bone  forming  tissue  with  no  serious  harmful  effects  reported  thus  far  in 
humans.  However,  use  of  demethylchlortetracycline  during  tooth  devel- 
opment (=  last  trimester  of  pregnancy,  neonatal  period  and  early 
childhood)  may  cause  discoloration  of  the  teeth  (=yellow-grey-brown- 
ish).  This  effect  occurs  mostly  during  long-term  use  of  the  drug  but  it 
has  also  been  observed  in  usual  short  treatment  courses. 

As  with  all  other  antibiotics,  side  reactions  which  might  be  encount- 
ered include  glossitis,  stomatitis,  proctitis,  nausea,  diarrhea,  vaginitis 
and  dermatitis.  If  adverse  reaction  or  idiosyncrasy  occurs,  discontinue 
medication  and  institute  appropriate  therapy.  Rare  cases  of  anaphylac- 
toid reactions  have  been  reported  following  demethylchlortetracycline. 
Appropriate  precaution  is  advised. 

With  full  therapeutic  doses  in  infants,  increased  cranial  pressure 
with  bulging  fontanels  has  been  observed.  The  frequency  has  been 
rare  and  all  signs  and  symptoms  have  disappeared  rapidly  upon  cessa- 
tion of  treatment. 


ADMINISTRATION  AND  DOSAGE:  ADULT:  The  average  daily  adult  dos- 
age is  4 divided  doses  of  150  mg.  each  or  2 divided  doses  of  300  mg.  each. 

An  initial  dose  of  300  mg.  may  be  used  in  the  more  severe  infections, 
but  a single  dose  exceeding  300  mg.  is  thought  to  be  unnecessary. 

INFANTS  AND  CHILDREN:  The  dosage  is  3 to  6 mg.  per  pound  body 
weight  per  day  or  6 to  12  mg.  per  Kg.  per  day,  divided  into  2 or  4 doses 
dependent  upon  the  severity  of  the  disease.  This  should  not  be  given 
with  milk  formula  or  other  calcium  containing  foods  and  should  be 
given  at  least  one  hour  prior  to  feeding. 

Because  of  the  cumulative  effect  in  the  body,  continuation  of  high 
doses  beyond  the  first  few  days  is  thought  to  be  unnecessary. 

Therapy  should  be  continued  beyond  the  time  when  characteristic 
symptoms  or  fever  have  subsided;  however,  DECLOMYCIN  Demethyl- 
chlortetracycline, because  of  its  unique  property  of  prolonged  stability 
in  body  fluids,  permits  serum  activity  for  24  to  48  hours  after  the  last 
dose.  The  incidence  of  rheumatic  fever  or  glomerulonephritis  following 
streptococcal  infections  suggests  that  therapy  of  a streptococcal  infec- 
tion should  be  continued  for  10  days,  even  though  symptoms  have 
subsided. 

In  the  treatment  of  syphilis  a dosage  schedule  of  a total  of  12  to  18 
Gm.  given  in  equally  divided  doses  over  a period  of  10  to  15  days  should 
be  followed.  Close  follow-up  observation  of  the  patient  is  recommended, 
including  appropriate  laboratory  tests,  since  demethylchlortetracycline 
has  not  had  adequate  evaluation  in  all  stages  of  syphilis.  Spinal  fluid 
examination  should  be  included  as  part  of  this  follow-up. 

Primary  Atypical  Pneumonia  (Eaton  Agent):  The  average  adult  daily 
dosage  is  900  mg.  in  3 divided  doses  for  six  days.4  5.6 

In  the  treatment  of  pustular  acne  vulgaris  an  initial  dose  of  600  mg. 
daily  for  one  or  two  weeks  may,  in  most  cases,  be  reduced  to  300  mg. 
or  150  mg.  daily  for  remainder  of  treatment  course.7 

Absorption  is  impaired  by  the  concomitant  administration  of  high 
calcium  content  drugs  such  as  some  antacid  medications,  foods  and 
some  dairy  products  such  as  milk.  Oral  forms  of  demethylchlortetracy- 
cline should  be  given  1 hour  before  or  2 hours  after  meals. 
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A.M.A.  sponsors  conference 
on  medical  aspects  of  sports 

The  Seventh  National  Conference  on  the 
Medical  Aspects  of  Sports,  sponsored  by  the 
American  Medical  Association  under  the  aus- 
pices of  the  A.M.A.  Committee  on  the  Medical 
Aspects  of  Sports,  will  be  held  in  Philadelphia, 
Pennsylvania,  at  the  Benjamin  Franklin  Hotel 
on  November  28.  The  conference  is  held  an- 
nually in  conjunction  with,  and  on  the  first  day 
of,  the  Clinical  Convention  of  the  American 
Medical  Association. 

The  conference  will  cover  a wide  range  of  sub- 
jects of  special  interest  to  physicians  serving 
in  school  and  college  sports  programs.  In- 
cluded will  be  papers,  panels,  and  discussions 


Tolbutamide  in  a mental  hospital 


A report  on  oral  tolbutamide  (Orinase) 
therapy  in  a psychiatric  hospital  appeared  re- 
cently in  the  The  American  Journal  of  Psychia- 
try. Jack  H.  Oster,  M.D.,  and  Robert  G. 
Knapp  evaluated  50  maturity-onset  patients  on 
oral  tolbutamide  therapy.  No  toxic  effects 
were  found  that  could  conceivably  be  attributed 
to  tolbutamide.  Satisfactory  control  of  dia- 
betes was  achieved  in  37,  or  74  per  cent,  of  the 
50  patients,  and  responsiveness  to  the  drug  was 
borderline  in  6,  or  12  per  cent,  additional  pa- 
tients. Responsiveness  was  unsatisfactory  in 

1,  or  2 per  cent,  of  the  patients,  and  primary 
failure  (lack  of  continued  successful  response 
within  a six-month  period)  occurred  in  1 patient, 
while  secondary  failure  (successful  response  for 
at  least  six  months  and  then  regression  from  an 
adequate  hypoglycemic  condition)  appeared  in 

2,  or  4 per  cent,  of  the  patients. 

When  compared  to  treatment  with  injectable 
insulin,  oral  tolbutamide  therapy  was  shown  to 
result  in  better  acceptability  by  the  patient, 
easier  administration,  simplification  of  diabetic 
control  during  home  visits,  and  considerably  less 
cost  of  administration.  Furthermore,  oral 


relating  to  readiness  for  sports  participation, 
management  of  health  problems  in  sports,  and 
application  of  research  to  injury  prevention. 

For  further  information  write:  Secretary, 

Committee  on  the  Medical  Aspects  of  Sports, 
American  Medical  Association,  535  North  Dear- 
born Street,  Chicago,  Illinois  60610. 

Conference  on  gynecology 

A conference  on  “Pediatric  and  Adolescent 
Gynecology”  is  scheduled  for  March  24  through 
26  at  the  Waldorf-Astoria  Hotel  in  New  York 
City.  The  conference  is  being  held  under  the 
auspices  of  the  New  York  Academy  of  Sciences. 

For  further  information  write:  Warren  R. 

Lang,  M.D.,  The  Jefferson  Medical  College  of 
Philadelphia,  1025  Walnut  Street,  Philadelphia, 
Pennsylvania. 


therapy  reduced  the  hazard  of  error  in  dosage 
and  the  possibility  of  transmission  of  viral  and 
bacteriologic  infection. 

The  patients  selected  for  study  had  the 
following  similarities  in  history:  (1)  develop- 

ment of  their  hyperglycemia  after  they  were 
past  the  age  of  thirty-five;  (2)  no  past  history 
of  ketosuria;  (3)  fasting  blood  sugar  levels  never 
above  300  mg.  per  100  ml.;  (4)  minimum  of  20 
per  cent  drop  within  four  hours  from  the  fasting 
blood  sugar  when  3 Gm.  of  tolbutamide  was 
given;  and  (5)  previous  control  on  low  amounts 
of  insulin  or  diet  alone. 

In  addition  to  evaluating  tolbutamide  with 
respect  to  hypoglycemic  effects,  toxicity,  safety 
factors,  and  attitudes  of  the  patients,  the  in- 
vestigators tried  to  determine  the  practicability 
of  using  oral  tolbutamide  in  comparison  to  in- 
jectable insulin.  They  considered  the  cost  of 
purchasing  the  two  medications,  nursing  costs, 
pharmaceutical  costs,  and  the  handling,  storage, 
and  distribution  of  needles  and  syringes  as  well 
as  the  safety  factor  in  using  an  oral  agent. 
They  completed  analyses  of  nursing  time 
and  administration  of  the  two  medications,  a 
cost  study  of  all  items  of  expense  with  the 
two  systems  of  treatment,  and  an  evaluation  of 
attitudes  and  medical  opinions  as  to  the  ad- 
vantages and  disadvantages  of  the  two  sys- 
tems. 
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Medical  Schools 


Cornell  University  Medical  College 

Honorary  membership  awarded.  Irving  S. 
Wright,  M.D.,  has  been  elected  an  Honorary 
Member  of  the  Swiss  Society  of  Internal  Medi- 
cine. He  and  Professor  Jan  Waldenstrom  of 
Lund,  Sweden,  are  the  only  non-Swiss  persons 
to  have  received  this  honor.  John  M.  McLean, 
M.D.,  was  awarded  an  honorary  degree  of 
Doctor  of  Engineering  by  Stevens  Institute  of 
Technology  in  June. 

Downstate  Medical  Center 

THOMIS — Total  Hospital  Operating  and 
Medical  Information  System.  The  IBM 

computer  and  its  satellite  on-line  remote  type- 
writers are  the  machinery  of  the  system  that  will 
give  the  new  University  Hospital  scheduled  to 
open  January,  1966,  the  most  advanced  process- 
ing of  hospital  information.  The  on-line  remote 
typewriter  will  permit  direct  communication 
with  the  computer.  Information  about  patients 
will  be  typed  directly  on  the  on-line  remote 
typewriter  from  various  locations  in  the  Hospi- 
tal. It  will  be  received  and  stored  by  the  com- 
puter and  immediately  available.  In  contrast 
to  on-line  transmission,  off-line  transmission 
provides  indirect  communication  with  the 
computer.  Using  off-line  transmission,  a nurse 
will  punch  data  into  cards,  punched  cards  will 
be  entered  then  into  a card  “reading”  device 
that  will  sense  the  punches  in  the  card  and 
transmit  the  information  to  the  Computing 
Center  where  another  card  is  electronically 
punched  with  the  information.  The  punched 
card  will  then  become  input  data  for  the  IBM 
1410.  To  obtain  information  from  the  com- 
puter, the  nurse  will  punch  the  request  into  a 
card  for  sensing  by  the  card  reading  device  and 
the  response  to  nurse’s  request  will  be  typed  out 
by  the  on-line  remote  typewriter  in  minutes. 

Objectives  established  for  THOMIS  include: 
control  of  the  hospital  work  flow;  improved 
hospital  service  by  reducing  nursing  clerical 
tasks;  aid  to  medical  education;  integration  of 
professional  and  administrative  functions; 
greater  efficiency  and  accuracy  of  data  handling 
with  greater  ease  of  input;  faster  reporting 
cycle;  provide  for  administrative  research  for 
better  hospital  management. 

Subsystems  of  THOMIS  include:  Admitting 
and  discharging  patients.  THOMIS  will  pre- 
pare admission  notices,  transfer  reports,  cen- 
suses, and  discharging  reports.  THOMIS  will 
order  goods  and  services  in  the  hospital.  In- 
ventory control  will  be  done  simultaneously. 
THOMIS  will  bill  the  patient.  This  will  in- 
clude producing  patient  and  insurance  com- 


pany bills,  prorating  charges,  and  maintaining 
accounts  receivable.  THOMIS  will  provide  for 
gathering,  maintenance,  and  dissemination  of 
medical  data  pertinent  to  patients  admitted  to 
the  Hospital  for  medical  records. 

Promotion  and  appointments.  Leroy  S. 
La  vine,  M.D.,  was  promoted  from  associate 
professor  to  professor,  Division  of  Orthopedic 
Surgery.  Dr.  Sze-Piao  Yang,  Taiwan,  has  been 
appointed  visiting  professor  in  medicine  for 
six  months.  Dr.  Yang  is  professor  and  direc- 
tor, Department  of  Clinical  Pathology,  professor 
and  director,  School  of  Medical  Technology, 
and  professor  of  internal  medicine  of  National 
Taiwan  University.  Because  of  his  special 
interest  in  pulmonary  disease,  he  is  working 
chiefly  in  the  pulmonary  disease  section  of  the 
Department  of  Medicine.  Lewis  Martin 
Wiener,  M.D.,  formerly  an  associate  in  the 
Department  of  Neurology,  Jefferson  Medical 
College  Hospital,  and  a member  of  the  medical 
staff  of  the  Philadelphia  General  Hospital,  has 
been  appointed  clinical  assistant  professor, 
Department  of  Medicine.  Klaus  F.  Wellman, 
M.D.,  a member  of  the  staff  of  the  Jewish 
Chronic  Disease  Hospital,  has  been  appointed 
clinical  assistant  professor  in  the  Department  of 
Pathology.  Dr.  Wellman  is  presently  engaged 
in  electron  microscopic  and  histochemical 
studies  on  experimental  diabetes  and  related 
topics. 


New  York  Medical  College 

Department  receives  new  designation. 

The  Institute  for  Developmental  Studies  of  the 
Department  of  Psychiatry  has  been  designated 
by  the  Office  of  Economic  Opportunity,  Wash- 
ington, D.C.,  as  a Regional  Research  and  Re- 
source Center  for  Early  Childhood.  A Federal 
grant  of  $558,480  has  been  awarded  the  Insti- 
tute to  support  its  long-term  work  in  the  area  of 
programming  and  training  in  early  childhood, 
with  particular  reference  to  compensatory  edu- 
cation of  children  from  disadvantaged  environ- 
ments. The  activities  of  the  Regional  Re- 
search and  Resource  Center  will  be  directed 
toward  the  achievement  of  quality  in  education 
and  to  the  devising  and  evaluation  of  new 
methods  and  procedures  for  the  facilitation  of 
Intellectual  growth  and  development  of  the 
young  child.  The  Center  will  emphasize  basic 
research  and  training  of  people  for  this  quality 
effort  and  will  provide  observational  and  train- 
ing facilities  and  will  serve  as  a central  re- 
search and  resource  agency  for  communities 
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ectiveness,  dependability -and  reassuring  Safety  Factors  make 
balate-SF  a logical,  choice  for  antiarthritic  therapy  in  elderly  pa- 
nts—even  when  osteoporosis,  hypertension,  edema,  peptic  ulcer, 
'diac  damage,  latent  chronic  infection  and  other  common  geriat- 
conditions  are  present.  The  potassium  salts  of  Pabalate-SF  can- 
t contribute  to  sodium  retention ..  .the  enteric  coating  assures 
stric  tolerance...  and  clinical  experience  shows  that  this  prepara- 
n does  not  precipitate  the  serious  reactions  often  associated  with 
'ticosteroids  or  pyrazolone  derivatives. 


Side  Effects:  Occasionally,  mild  salicylism 
may  occur,  but  it  responds  readily  to  ad- 
justment of  dosage.  Precaution:  In  the 
presence  of  severe  renal  impairment,  care 
should  be  taken  to  avoid  accumulation  of 
salicylate  and  PABA.  Contraindicated:  An 
hypersensitivity  to  any  component. 

Also  available:  Pabalate— when  sodium 
salts  are  permissible.  Pabalate-HC  — 
Pabalate-SF  with  hydrocortisone. 


In  each  persian-rose  enteric-coated  tablet:  potas- 
sium salicylate  0.3  Gm.,  potassium  aminobenzoate 
0.3  Gm.,  ascorbic  acid  50.0  mg. 

— the  new,  convenient  way  to  prescribe 
PABALATE-SODIUM  FREE 


1.  ROBINS  CO.,  INC.,  RICHMOND  20,  VIRGINIA 
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establishing  programs  for  compensatory  educa- 
tion of  young  children. 

Commencement  exercises.  Commencement 
exercises  were  held  on  June  2 at  Carnegie  Hall 
for  125  members  of  the  Class  of  1965.  Mayor 
Robert  F.  Wagner  delivered  the  address.  Gold 
diplomas  were  awarded  to  members  of  the  Class 
of  1915  who  celebrated  their  fiftieth  anniversary. 

University  of  Rochester  School  of 
Medicine  and  Dentistry 

Appointments  and  promotions.  Bernard 
Weiss,  Ph.D.,  formerly  a member  of  the  faculty 
at  Johns  Hopkins  University  School  of  Medi- 
cine, was  appointed  associate  professor  of  radia- 
tion biology  and  biophysics  as  well  as  associate 
professor  of  brain  research.  Victor  G.  La  ties, 
Ph.D.,  also  formerly  on  the  faculty  at  Johns 
Hopkins  became  an  associate  professor  in  the 


Departments  of  Pharmacology  and  Radiation 
Biology  and  Biophysics.  Promoted  to  the  rank 
of  associate  professor  were  Peter  Z.  Allen,  Ph.D., 
Howard  P.  Iker,  Ph.D.,  and  Kurt  I.  Altman, 
Ph.D.,  in  the  Departments  of  Microbiology, 
Psychiatry  and  Radiation  Biology,  and  Bio- 
physics, respectively. 

A support  grant.  The  University’s  research 
project  aimed  at  the  development  of  a device 
to  control  blood  pressure  has  received  a $138,828 
support  grant  from  the  John  A.  Hartford 
Foundation.  Seymour  I.  Schwartz,  M.D.,  as- 
sociate professor  of  surgery,  is  principal  investi- 
gator under  the  grant  which  is  for  a two-year 
period. 

1965  Monroe  Pharmacy  Award.  Lawrence 
S.  C.  Griffith,  M.D.,  an  assistant  resident  in 
surgery,  Strong  Memorial  Hospital,  was 
awarded  the  1965  Monroe  Pharmacy  Award  of 
the  Rochester  Academy  of  Physicians. 


Medical  Society  of  the  State  of  New  York 
Annual  Convention 

February  14  through  17,  1966 
The  Americana,  New  York  City 
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Does  your  name  appear  in  the 


BLUE  BOOK? 

MEDICAL  SOCIETY  ROSTER? 
TELEPHONE  BOOK? 


It  also  belongs  in  the  GHI  Directory  of 
Participants. 

Issued  twice  a year,  this  Directory  is  distributed  to  employers 
and  welfare  funds,  and  also  to  participating  doctors.  It  is  not 
sent  to  individual  subscribers.  It  is  of  invaluable  assistance 
in  choosing  participating  doctors. 

If  you  participate  in  the  GHI  plans,  you  probably  have  already 
received  the  most  recent  edition. 

If  you  do  not  participate  as  yet,  your  name  will  appear  in  future 
editions  when  you  join. 

Write  to  GHI’s  Professional  Relations  Department  or  phone  for 
information. 


Group  Health  Insurance,  inc. 

221  Park  Avenue  South  / New  York,  N.Y.  10003  / SPring  7-6000 
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ANNUAL  MEETING 

AMERICAN  ACADEMY  OF  PHYSICAL  MEDICINE  AND  REHABILITATION 

August  22-27  Sheraton  Hotel,  Philadelphia,  Penn. 

PROGRAM  HIGHLIGHTS 

MUSCLE  DISEASE — King  Engel,  M.D.,  Carl  Pierson,  M.D.,  Milton  Shy,  M.D.,  T.  S.  Danowski,  M.D.,  Frank 
Howard,  M.D.,  and  John  Marchand,  M.D. 

EDUCATIONAL  SEMINARS  ON  MUSCLE  TONE  AND  POWER  ACTIVATED  ORTHETIC  SYSTEMS— 
Juan  Negrin,  M.D.,  Walter  Stolov,  M.D.,  Charles  Long  and  Bent  Ebskov,  M.D. 

MEDICOLEGAL  PROBLEMS  in  Workmen’s  Compensation — outstanding  plaintiff"  and  defense  lawyers  and  physi- 
cians: Marshall  Lorry,  LL.B.,  Francis  Marshall,  LL.B.,  Max  Karl  Newman,  M.D. 


Change  of  Address 

Notices  should  be  sent  to  the  circulation  office,  750  Third  Avenue,  New  York  17, 
New  York.  Old  and  new  address  should  be  included  as  well  as  a statement 
whether  or  not  change  is  permanent.  Six  weeks  is  required  to  effect  a change  of 
address. 
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Your  first  source  for  professional 
information 

The  more  than  32,000  registered  physicians  in  New  York 
State  are  individually  listed  with  pertinent  professional 
data  in  your  Medical  Directory.  You  can  quickly  and 
easily  obtain  the  following  information  on  any  one  of  these 
physicians  so  listed. 


• Location  by  town. 

• Full  name  and  address. 

• Office  hours  and  telephone  number. 

• Medical  school  and  year  of  graduation 

• Certification  by  American  Boards  in 
Medical  Specialties. 

• Qualified  Psychiatrists  certified  by  New 
York  State  Department  of  Mental 
Hygiene. 

• Qualifications  for  general  and  special 
work  under  the  Workmen’s  Compensa- 
tion Act  of  New  York  State. 

• Membership  in  Medical  Societies  inter- 
national, national,  state  and  local. 

• Fellowship  in  the  American  College  of 
Allergists,  Anesthesiologists,  Angiology, 
Cardiology,  Chest  Physicians,  Gastro- 
enterology, Obstetricians  and  Gyne- 
cologists, Pathologists,  Physicians,  Pre- 
ventive Medicine,  Radiology,  and  Sur- 
geons, and  the  International  College  of 
Surgeons. 

• Medical  staff  and  research  appoint- 
ments in  voluntary,  government,  and 
accredited  proprietary  hospitals  in  New 
York  State  (official  titles). 


Copies  of  the  1963-1964 
edition  are  still  avail- 
able. Write:  Directory 

Department , Medical  So- 
ciety of  the  State  of  New 
York , 750  Third  Ave ., 
New  York , N.Y.,  10017 
$20.00  a copy  plus  4%, 
sales  tax  for  N.Y.C.  de- 
livery. ( Effective  August 
1 , 1965,  sales  tax  for 

N.Y.C.  delivery  will  in- 
crease to  5% •) 


Many  physicians  save  time  by  regularly  consulting  their  Directory  for 
telephone  listings,  a colleague’s  address  or  office  hours,  as  well  as  other 
pertinent  data.  You,  too,  will  find  your  Directory  a valuable  source  of 
information  when  you  use  it  often. 


MEDICAL  DIRECTORY  OF  NEW  YORK  STATE 


Keeping  an  eye  on  the  scales  may  be  an 
avocation  with  some  people,  but  it  is  a 
full-time  occupation  for  Lilly  employees 
who  determine  the  weight  of  filled  tubes 
of  medication.  First,  a random  sampling 
of  empty  tubes  is  taken,  and  the  average 
weight  is  calculated.  Then,  the  amount  of 
ingredient  is  added  to  this  figure  to  deter- 
mine the  standard  fill.  As  the  machine  fills 
the  tubes,  a sample — about  one  out  of  every 


four  hundred — is  weighed  and  checked 
against  the  standard.  The  weights  are 
plotted  on  a graph.  A variation  of  three 
consecutive  points  in  either  direction  in- 
dicates a trend  away  from  the  standard, 
and  the  machine  is  adjusted.  Tolerances 
are  kept  to  less  than  5 percent.  An  extra 
step — but  consistent  with  the  meticulous 
program  at  Eli  Lilly  and  Company  to  as- 
sure highest  quality  in  our  finished  products. 


Eli  Lilly  and  Company  • Indianapolis,  Indiana 


500664 


“ Dedicated  to  the  continuing  education  of  the  physician ” 
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Editorial 


The  Folsom  report 


In  May  of  last  year  the  Governor,  aware 
of  public  concern  over  rising  hospital  costs, 
appointed  a citizens’  committee  to  explore 
the  matter  and  to  make  suggestions  toward 
the  effective  control  of  the  situation. 

The  chairman  of  the  committee  is  Marion 
B.  Folsom,  former  Secretary  of  Health, 
Education,  and  Welfare.  Warren  Weaver 
is  vice-chairman,  and  other  members  are 
Francis  Kernan,  Joseph  P.  Molony,  Roy 
H.  Park,  Jack  I.  Straus,  and  Waring  Willis, 
M.D. 

The  committee  has  now  reported.  A 
summary  of  their  findings  and  recommen- 
dations, some  of  them  radical,  for  changes 
to  be  made  in  the  whole  manner  of  handling 
hospitalization  is  published  in  full  in  this 
issue  of  the  Journal,  beginning  on  page 
2031. 

At  its  April  22,  1965,  meeting,  the 
Council  of  the  Medical  Society  of  the  State 
of  New  York  recommended  that  each 
county  medical  society  be  requested  to 
make  a thorough  study  of  the  report. 

Embodied  in  the  Council  action  was  an 
appeal  that  a report  containing  each  soci- 
ety’s comments  and  recommendations  be 
sent  to  Henry  I.  Fineberg,  M.D.,  the  execu- 
tive vice-president  of  the  State  Medical 
Society.  While  the  mechanism  for  carry- 
ing out  the  study  was  left  to  each  county 
society,  it  was  suggested  that  the  society 
designate  one  physician  who  would  be 
responsible  for  such  a report  and  who  would 
act  as  liaison  between  his  county  organiza- 


tion and  the  State  Society.  The  action 
also  carried  a recommendation  that  each 
county  medical  society  devote  time  to  a 
discussion  of  the  Folsom  Report. 

The  purpose  of  this  action  of  the  Council 
was  to  alert  the  medical  profession  in  New 
York  State  to  the  importance  of  the  report 
and  the  urgency  for  immediate  considera- 
tion and  long-range  planning.  While  im- 
plementation by  the  Governor  and  the 
State  Legislature  is  not  expected  for  some 
time,  analysis  of  the  report  should  be  under- 
taken as  soon  as  possible  so  that  the  State 
Society  will  be  thoroughly  prepared  to 
discuss  it  at  the  proper  time. 

Basically,  the  Folsom  Report  calls  for 
compulsory  hospitalization  insurance  for 
all  employes  and  their  dependents.  Also, 
it  suggests  a State- controlled  system  of 
reporting  hospital  costs,  new  State  grants 
and  loans  for  a thorough  hospital-moderni- 
zation program,  and  concentration  in  the 
State  Health  Department  of  all  State  re- 
sponsibilities for  hospitals.  Another  com- 
mittee recommendation  is  a reorganization 
of  the  eight  separate  Blue  Cross  Plans  in 
the  State. 

Without  a doubt,  the  Folsom  Report,  if 
it  is  followed  up,  in  whole  or  in  part,  will 
have  a vital  effect  on  the  practice  of  medi- 
cine in  New  York  State.  Your  immediate 
attention  to  this  project  and  your  continu- 
ing wholehearted  cooperation  with  your 
State  Medical  Society  are  essential  to  the 
preparation  of  a sound,  well-planned,  com- 
plete critique. 
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ANNUAL 

CONVENTION  Medical  Society  of  the  State  of  New  York 

FEBRUARY  14  through  17,  1966 

The  Americana,  New  York  City 


Scientific  Program 


Any  State  Society  member  who  wishes  to  present  a paper 
before  a scientific  section  or  a general  session  is  requested 
to  write  to  Bernard  J.  Pisani,  M.D.,  Chairman  of  Scientific 
Program  Committee,  Medical  Society  of  the  State  of  New 
York,  750  Third  Avenue,  New  York,  New  York  10017. 
A short  abstract  of  the  proposed  presentation  should  ac- 
company the  letter. 


Scientific  Exhibits 


Requests  for  scientific  exhibit  space  should  be  addressed 
to  Albert  H.  Douglas,  M.D.,  Chairman,  Scientific  Exhibits 
Subcommittee  of  Convention  Committee,  at  the  above 
address. 


Scientific  Motion  Pictures 


Requests  to  present  a motion  picture  in  the  motion  picture 
theatre  at  the  convention  should  be  addressed  to  Kenneth 
B.  Olson,  M.D.,  Chairman,  Motion  Picture  Subcommittee, 
at  the  above  address. 
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Scientific  Articles 


Inferior  Vena  Cava 
Replacement  with  Bovine 
Arterial  Heterografts* 

CAPT.  ROGER  C.  BRESLAU  (MC),  U.S.  AIR  FORCE 

Rochester,  New  York 
SEYMOUR  I.  SCHWARTZ,  M.D.f 
Rochester,  New  York 
DOUGLAS  W.  SMITH,  M.D. 
Rochester,  New  York 
CHARLES  G.  ROB,  M.D.,  M.  CHIR. 

Rochester,  New  York 

From  the  Department  of  Surgery  and  the  Surgical 
Research  Laboratories,  University  of  Rochester  Medical 
Center  and  Strong  Memorial  Hospital 


Although  the  feasibility  of  replacement 
of  major  segments  of  the  venous  system  is 
being  reported  with  increasing  frequency,1-5 
the  abdominal  inferior  vena  cava  has  con- 
tinued to  resist  successful  long-term  re- 
placement. Unsatisfactory  results  have 
accompanied  the  use  of  a variety  of  prosthe- 
tic tubes,  homologous  vessels,  and  even 
autogenous  vessels.  Although  agreement 
is  widespread  that,  wherever  possible, 
autogenous  veins  make  the  most  satisfac- 
tory replacement  material  for  vital  veins, 
in  the  case  of  the  inferior  vena  cava  the 
large  caliber  precludes  the  use  of  autog- 
enous vessels  for  replacement  of  long 
segments.  This  situation  continues  to 
stimulate  the  search  for  other  satisfactory 

* The  contents  of  this  report  reflect  the  personal  views  of 
the  authors  and  may  not  be  construed  to  represent  official 
policy  of  the  Department  of  the  Air  Force.  The  experiments 
described  were  conducted  according  to  the  “Rules  Regarding 
Animal  Care”  established  by  the  American  Medical  Asso- 
ciation. 

t John  and  Mary  R.  Markle  Scholar. 


fourteen  dogs  received  enzyme-treated 
bovine  arterial  heterografts  replacing  the 
inferior  vena  cava.  Four  grafts  failed  because 
of  various  serious  technical  discrepancies  in 
their  placement.  Of  the  remaining  10  grafts , 
early  patency  was  demonstrated  by  phlebog- 
raphy; however,  ultimately  all  grafts  in  the 
series  failed  because  of  external  constriction 
by  host  scar  tissue.  A satisfactory  method 
of  modifying  or  resisting  constriction  of 
periadventitial  host  tissue  around  the  suture 
lines  remains  to  be  devised. 


substitutes  and  led  us  to  evaluate  the 
suitability  of  enzyme-treated  bovine  ar- 
terial heterografts  for  this  purpose. 

Rosenberg  et  aZ.6-11  have  reported  their 
extensive  experience  in  vascular  grafting, 
utilizing  essentially  pure  collagen  tubes 
that  are  prepared  by  controlled  enzymatic 
digestion  of  freshly  removed  bovine  carotid 
arteries.  They  have  described  satisfactory 
handling  qualities  of  these  grafts,  minimal 
immunologic  stimulation  of  the  canine 
host,  and  a high,  long-term  success  rate  in 
abdominal  aortic  substitution.  The  com- 
bination of  these  encouraging  qualities 
prompted  us  to  submit  these  prostheses  to 
the  most  challenging  test  of  venous  trans- 
plantation. 

Methods  and  materials 

Specially  treated  bovine  carotid  arteries** 
were  received  in  50-cm.  lengths  in  a sterile 
solution  of  50  per  cent  ethanol  containing 
1 per  cent  propylene  glycol.  The  pre- 
liminary steps  in  the  preparation  of  these 
heterografts  have  been  outlined  in  detail  by 
Rosenberg  et  a/.1011  The  steps  are  as 
follows: 

Bovine  carotid  arteries,  freshly  removed 
from  animals  at  slaughter,  are  trimmed  of 

**  The  prepared  heterograft  material  used  in  this  study  was 
provided  through  the  courtesy  of  the  Johnson  and  Johnson 
Research  Foundation,  New  Brunswick,  New  Jersey. 
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adherent  tissue  and  thoroughly  washed. 
The  vessels  are  then  subjected  to  digestion 
in  a solution  of  1 per  cent  ficin  for  three 
hours  at  a temperature  of  37  C.,  using 
standard  phosphate-citrate  buffer  to  keep 
the  pH  at  5 or  above.  Ficin  digestion  is 
then  terminated  by  deactivating  the  ab- 
sorbed protease  with  a 1 per  cent  aqueous 
solution  of  sodium  chlorite  for  eighteen 
hours.  The  resultant  collagenous  tubes  are 
then  placed  over  glass  rods  and  are  hard- 
ened by  immersion  in  a solution  of  dialde- 
hyde starch,  or  polyacrolein.  The  product 
is  then  thoroughly  washed  and  tested  for 
leaks  at  240  mm.  Hg  pressure,  at  which 
time  all  tributaries  are  tied  off  with  3-0 
silk.  The  grafts  are  then  placed  in  the 
sterilizing  solution  for  storage  until  used. 

The  grafts  utilized  in  the  present  study 
were  implanted  after  six  to  twelve  weeks  of 
wet  storage.  Graft  segments  of  suitable 
length  for  transplantation  were  removed 
from  the  storage  solution,  and  after  triple 
rinsing  with  buffered  isotonic  irrigating 
solution  (Tiss-u-sol),  these  were  implanted 
directly  into  the  experimental  animals 
without  further  preparation  (Fig.  1).  The 
tightly  woven  collagen  mesh  allows  leakage 
of  neither  blood  nor  air  under  pressure 
through  its  microscopic  interstices,  and  the 
pliability  of  the  grafts  after  rinsing  is  quite 
satisfactory. 

Large  adult  mongrel  dogs  were  subjected 
to  midline  laparotomies  under  intravenous 
pentobarbital  anesthesia,  using  aseptic 
technic.  An  average  animal  weight  of  42 
pounds  was  selected  to  provide  a satisfac- 
tory size  match  between  the  diameter  of 
the  graft  and  the  host’s  infrarenal  vena 
cava.  The  cava  was  mobilized  from  the 
renal  veins  to  the  iliac  bifurcation,  and 
great  care  was  taken  to  identify  and  ligate 
all  lumbar  tributary  veins,  no  matter  how 
small.  Nevertheless,  in  a few  cases,  tribu- 
tary branches  caudad  to  the  graft  escaped 
ligation,  and  this  possibly  resulted  in  early 
graft  thrombosis,  as  will  be  mentioned  in 
the  comment.  A segment  of  host  vena 
cava  was  then  excised  between  Potts’ 
vascular  clamps,  and  the  defect  was  bridged 
with  heterograft  segments  varying  from 
4.5  to  7.5  cm.  in  length  and  averaging  6.2 
cm.  for  the  series.  Standard  vascular 
suture  technics  were  employed,  using  a 
single  everting  layer  of  5-0  atraumatic  silk 
suture.  Inferior  vena  caval  occlusion  time 


FIGURE  1.  Gross  appearance  of  enzyme-treated 
heterograft  under  low  magnification.  Note  cross 
weave  of  adventitial  fibers.  Wall  partially  cut  away 
to  show  smooth,  glistening  inner  surface. 

varied  between  twenty-five  and  forty-one 
minutes,  with  an  average  time  of  thirty-one 
minutes.  Blood  loss  was  less  than  100  cc. 
in  most  cases,  and  replacement  transfusion 
was  required  in  only  1 case.  The  level  of 
each  anastomotic  line  was  marked  with 
silver  brain  clips  in  adjacent  soft  tissue  for 
later  identification  on  roentgenograms. 
All  animals  received  penicillin  and  strepto- 
mycin preoperatively  and  for  from  four  to 
seven  days  postopera tively.  Neither  anti- 
coagulant nor  fibrinolytic  drugs  were  em- 
ployed at  any  time. 

The  operated  dogs  were  observed  and 
exercised  daily,  and  cavagrams  were  per- 
formed at  seven,  thirty,  and  sixty  days 
postoperatively,  with  50  per  cent  diatrizo- 
ate  (Hypaque)  sodium  injected  via  cathe- 
ters inserted  through  a femoral  venotomy, 
the  latter  being  subsequently  repaired  with 
6-0  silk.  Animals  were  sacrificed  by  ex- 
sanguination  under  pentobarbital  anesthe- 
sia as  soon  as  graft  thrombosis  had  been 
ascertained  by  radiography,  except  for  3 
dogs  that  were  kept  as  longer-term  survi- 
vors to  study  the  possibility  of  graft 
recanalization.  In  addition  to  gross  ex- 
amination, histologic  sections  were  made  of 
both  suture  lines  of  each  removed  specimen 
as  well  as  of  selected  mid-graft  sites  and 
stained  with  hematoxylin  and  eosin.  Elas- 
tic tissue  stains  were  not  done,  since  previ- 
ous work  has  established  the  virtual  absence 
of  elastic  fibers  in  heterografts  prepared  as 
described.1012  It  should  be  noted,  how- 
ever, that  the  heterograft  material  utilized 
by  De  Takats,  Thompson,  and  Dolowy12 
was  formalin-tanned  and  in  many  respects 
bears  little  resemblance  to  the  grafts  cur- 
rently being  investigated. 
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Results 


FIGURE  2.  Dog  1.  Longest  patent  graft  of  series 
(7.5  cm.)  seen  seven  days  postoperatively.  Metallic 
clips  indicate  approximate  level  of  anastomotic 
lines. 


A group  of  14  dogs  received  enzyme- 
treated  vena  caval  replacement  grafts.  All 
survived  at  least  thirty  days,  except  for  2 
deliberately  sacrificed  at  seven  days  for 
early  histologic  evaluation  of  the  status  of 
the  grafts.  However,  in  this  group  of  14, 
4 grafts  failed  because  of  various  serious 
technical  discrepancies  in  their  placement. 
Inclusion  of  these  cases  as  graft  failures 
would  constitute  an  unfair  test  of  the  quali- 
ties of  the  material  being  tested.  There- 
fore, the  experimental  series  from  which  our 
conclusions  are  drawn  comprises  10  dogs. 

Of  the  experimental  group,  6 dogs,  or 
60  per  cent,  demonstrated  complete 
patency  of  their  grafts  by  phlebography  on 
the  seventh  postoperative  day,  as  illus- 
trated in  Figures  2 and  3 A.  At  thirty 
days,  however,  only  1 of  the  dogs  continued 
to  manifest  a patent  graft,  which  was  some- 
what uniformly  narrowed,  with  evidence  of 
early  collateral  formation  (Fig.  3B).  How- 
ever, sixty-one  days  postoperatively,  the 
graft  was  still  patent  (Fig.  3C),  at  which 
time  the  dog  was  sacrificed  for  histologic 
study  of  the  graft.  Three  animals  were  re- 
examined by  phlebography  at  one  hundred 
eleven,  one  hundred  forty-one,  and  one 


FIGURE  3.  Dog  2.  Serial  phlebograms  demonstrate  patency  of  4.5*cm.  heterograft  segment  interposed 
into  infrarenal  vena  cava.  Metallic  clips  indicate  approximate  levels  of  anastomotic  lines.  (A)  Seven  days 
postoperatively,  graft  is  widely  patent,  although  showing  slight  constriction  atcephalad  suture  line.  (B) 
Twenty-nine  days  postoperatively,  graft  is  still  patent  but  appears  generally  narrowed  throughout  its  length, 
with  further  constriction  at  cephalad  suture  line  and  early  collateral  formation.  (C)  Sixty-one  days  post- 
operatively, graft  is  still  patent,  and  collaterals  seen  earlier  have  disappeared. 
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FIGURE  4.  Dog  3.  Heterograft  segment  7.5  cm. 
in  length  demonstrates  complete  occlusion  seven 
days  postoperatively.  Arrow  indicates  large  left 
lumbar  tributary  vein  originating  caudad  to  the 
graft,  which  had  escaped  ligation  at  time  of  opera- 
tion. 


hundred  fifty-three  days  postoperatively; 
all  failed  to  show  any  evidence  of  recanali- 
zation of  the  heterograft  segments  that  had 
thrombosed  between  seven  and  thirty 
days  postoperatively. 

Of  the  four  grafts  found  to  be  throm- 
bosed within  seven  days  after  operation, 
one  demonstrated  severe  polymorphonu- 
clear neutrophilic  infiltration  throughout 
the  graft  and  adjacent  retroperitoneal 
tissues,  despite  the  fact  that  the  animal 
remained  clinically  well  until  sacrificed 
thirty  days  postoperatively. 

The  remaining  3 dogs  that  demonstrated 
early  postoperative  thrombosis  each  showed 
on  phlebography  a large  lumbar  tributary 
vein  that  had  escaped  ligation  at  the  time 
of  surgery  and  apparently  had  siphoned  off 
the  flow  from  the  iliac  veins  into  a rich 
plexus  of  retroperitoneal  collaterals,  ul- 
timately emptying  into  either  the  renal  or 
paravertebral  veins  (Fig.  4). 

The  gross  appearance  of  the  grafts  at 
autopsy  varied  considerably  from  case  to 
case  and  with  the  length  of  the  postopera- 
tive period.  In  general,  the  grafts  sepa- 
rated readily  from  contiguous  retroperito- 


FIGURE  5.  Dog  2.  Gross  appearance  of  hetero- 
graft in  inferior  vena  cava,  demonstrating  patency 
at  time  of  autopsy  sixty-one  days  postoperatively. 
Note  longitudinal  wrinkling  of  graft  intima  and  en- 
dothelialization  of  suture  lines. 

neal  tissues,  although  in  a few  cases  there 
was  marked  fibrosis  and  edema,  with 
succulent  retroperitoneal  lymphadenopathy 
and  firm  adherence  of  the  graft  to  the  host 
aorta.  In  all  cases  but  1 (Dog  2),  the 
graft  was  filled  and  distended  between  the 
suture  lines  with  firm,  adherent,  laminated 
thrombus,  often  filling  both  iliac  veins 
retrogradely  but  never  extending  proximal 
to  the  cephalad  anastomosis.  The  single 
characteristic  gross  feature  present  in  all 
dogs  in  the  series  with  graft  thrombosis 
older  than  seven  days  was  external  fibrotic 
encirclement  of  both  anastomotic  lines  by 
dense  host  fibrous  tissue,  producing  marked 
stenosis.  This  marked  external  fibrotic 
reaction  had  not  appeared  in  the  2 animals 
sacrificed  seven  days  postoperatively.  In 
the  1 animal  maintaining  graft  patency  for 
sixty-one  days  there  was  moderate  retro- 
peritoneal fibrosis,  but  the  graft  separated 
readily  from  surrounding  tissues.  The 
graft  segment  and  both  iliac  veins  were 
widely  patent  and  smoothly  lined,  without 
either  dilatation  or  stricture.  The  graft 
was  considerably  stiffer  than  at  the  time 
of  placement  and  remained  widely  patent 
without  collapse  after  removal.  Both  su- 
ture lines  appeared  covered  by  a thin  neo- 
intima,  while  the  internal  surface  of  the 
body  of  the  graft  showed  longitudinal 
wrinkling,  with  wispy  shreds  of  thrombotic 
material  in  the  intimal  crevices  (Fig.  5). 

Histologically,  the  grafts  demonstrated 
features  very  similar  to  those  described  by 
Rosenberg  et  % De  Takats,  Thompson, 
and  Dolowy,12  and  McCune  and  Blades13 
for  treated  heterografts  that  had  been  used 
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FIGURE  6.  Dog  2.  Graft  patent  sixty-one  days 
postoperatively.  Single  layer  of  neo-endothelium 
lines  collagen  tube  (X280). 


as  arterial  replacements.  Within  a few 
days,  ingrowth  of  new  cells  from  the 
recipient  animal  at  both  ends  of  the  graft 
and  possibly  fibroblastic  metaplasia  of  cir- 
culating histiocytes  from  the  host  covered 
the  collagenous  internal  lining  of  the  tube 
with  a pseudoendothelium  (Fig.  6).  Fur- 
ther elaboration  of  collagenous  tissue  pro- 
duced appreciable  thickening  of  the  intima, 
particularly  in  the  mid-portion  of  the 
grafts  (Fig.  7B).  Generally,  cellular  reac- 
tion to  the  implants  was  quite  mild,  being 
largely  confined  to  the  areas  of  the  suture 
lines  and  periadventitia  and  consisting 
mainly  of  focal  accumulations  of  plasma 
cells  and  lymphocytes.  Usually,  there  was 
fairly  marked  foreign  body  reaction  and 


dense  scarring  around  individual  silk  su- 
tures and  a smoothly  neo-intimized  union 
between  the  graft  and  the  host  cava  (Fig. 
8). 

The  older  grafts  became  completely  en- 
cased in  dense,  cellular  periadventitial  host 
fibrous  tissue,  which  infiltrated  and  frag- 
mented the  outer  one  fourth  to  one  third  of 
the  collagenous  layers  of  the  implant  (Fig. 
7).  The  inner  portion  of  the  graft  media 
was  occasionally  split  by  hemorrhage.  In 
the  oldest  grafts  (twenty-two  weeks)  in- 
growing blood  vessels  from  the  host  ap- 
peared to  have  permeated  the  entire  thick- 
ness of  the  graft  wall  with  the  exception  of 
the  intima. 

Comment 

The  need  for  some  material  that  can  be 
used  to  replace  or  bypass  the  abdominal 
inferior  vena  cava  still  exists.  The  chief 
indications  for  inferior  vena  caval  replace- 
ment are  involvement  by  neoplastic  inva- 
sion14-15 traumatic  lacerations,  and,  only 
rarely,  congenital  malformations. 16  Some 
unique  problems  are  encountered  in  replac- 
ing segments  of  this  slow-flow,  low-pressure 
system.  Failure  of  grafts  in  the  venous 
system  is  frequent  and  is  due  primarily  to 
stricture  at  the  anastomotic  lines,  regard- 
less of  the  graft  material  utilized.5-17 
Clinical  and  experimental  evidence  con- 
firms the  fact  that  a completely  satisfactory 


FIGURE  7.  Dog  2.  Graft  patent  sixty-one  days  postoperatively.  (A)  Cross  section  of  graft  near  one  anas- 
tomotic line  shows  well-developed  neo-intima  at  top,  plus  periadventitial  encasement  of  acellular  graft  by 
dense  hostfibrouStissue.  (B)  Cross  section  of  mid-portion  of  graft  shows  considerable  fibrous  thickening 
of  neo-intima,  plus  fragmentation  of  outer  one  third  of  graft  wall  by  invading  host  fibrous  tissue  (X35). 
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FIGURE  8.  Dog  4.  Thirty-five  days  postopera- 
tively,  the  graft  is  thrombosed.  Section  through 
cephalad  suture  line  shows  end-to-end  union  of 
heterograft  (left)  with  host  vena  cava  (right).  Note 
proliferation  of  neo-intima  along  inner  surface  of 
graft  (top  left). 

substitute  for  large,  vital  veins  has  not  yet 
been  found. 

Although  many  investigators  have  re- 
ported success  with  a wide  variety  of 
materials  and  technics  in  replacement  of 
segments  of  the  superior  vena  cava3* 4* 18-20 
and  even  the  intrathoracic  inferior  vena 
cava,  the  clinical  and  experimental  results 
with  replacement  of  the  inferior  vena  cava 
below  the  renal  veins  have  been  most  un- 
satisfactory. Dale  and  Scott3  have  specu- 
lated that  the  success  of  superior  caval 
grafting,  as  contrasted  with  inferior  caval 
replacement,  may  be  attributed  to  the 
factor  of  negative  intrathoracic  pressure 
tending  to  hold  the  grafts  open,  while 
positive  intra-abdominal  pressure  tends  to 
obliterate  collapsible  grafts.  These  inves- 
tigators’ results  illustrate  this  difference,  in 
that  76  per  cent  of  their  34  superior  vena 
caval  grafts  remained  patent,  while  none  of 

5 knitted  Dacron  grafts  in  the  inferior  vena 
cava  remained  open  more  than  a few  days. 
Bryant,  Lazenby,  and  Howard2  found  that 
all  of  10  Orion,  Nylon,  and  Teflon  grafts  in 
the  inferior  vena  cava  had  thrombosed 
within  three  weeks,  and  all  8 freeze-dried 
arterial  homografts  in  the  inferior  vena 
cava  were  thrombosed  within  five  weeks. 
In  addition,  2 freeze-dried  venous  homo- 
grafts were  found  to  be  occluded  after  two 
weeks.  Collins,  Burrus,  and  De  Bakey17 
found  only  3 out  of  8 Dacron  infrarenal 
inferior  vena  cava  grafts,  3 out  of  8 autog- 
enous peritoneal  tube  grafts,  and  1 out  of 

6 autogenous  aortic  grafts  patent  after 


three  weeks.  All  22  grafts  had  thrombosed 
by  the  end  of  fifteen  weeks.  Demetz  et  al. 2 1 
found  that  6 Dacron  grafts,  2 Teflon  grafts, 
and  2 Vinyon  grafts  placed  in  the  inferior 
vena  cava  had  all  thrombosed  after  one  to 
three  weeks,  whereas  14  out  of  16  inferior 
vena  cava  autografts  remained  patent  up  to 
six  weeks.  Hambreus  and  Andersen20 
noted  that  all  of  the  knitted  Teflon  grafts 
they  placed  in  the  infrarenal  vena  cava  had 
thrombosed  within  the  first  week. 
Woodruff  and  Shwatz22  demonstrated 
that  2 thrombo-endarterectomized  human 
arterial  heterografts  implanted  in  the  dog’s 
inferior  vena  cava  were  thrombosed  when 
first  examined  by  phlebography  six  weeks 
postoperati  vely . 

Bower,  Fredericci,  and  Howard1  found 
10  out  of  11  inferior  vena  cava  autografts 
patent  up  to  eight  months,  but  only  2 out 
of  10  homologous  grafts  patent  after  three 
months.  Two  out  of  6 Nylon  replacements 
were  patent  after  eighteen  weeks,  and  1 out 
of  8 crimped  Teflon  prostheses  was  patent 
after  one  week.  Crawford  and  De  Bakey14 
reported  complete  occlusion  at  four  months 
of  a human  aortic  homograft  placed  in  the 
inferior  vena  caval  bifurcation  following 
tumor  resection.  Blum’s16  report  of  re- 
construction of  a congenitally  absent  in- 
frarenal vena  cava  is  one  of  the  rare  in- 
stances of  long-term  patency  with  large 
vein  replacement  below  the  diaphragm. 

The  scarcity  of  large  autogenous  veins  to 
use  as  inferior  vena  cava  replacements  and 
the  unacceptable  failure  rate  with  synthet- 
ics have  directed  the  search  to  preserved 
vessels  of  biologic  origin.  Human  homo- 
graft material  is  in  chronically  short  supply, 
whereas  arterial  heterografts  are  available 
in  virtually  limitless  supply  in  all  sizes. 
Although  fresh  heterologous  material  shows 
a uniformly  high  rate  of  rejection  attributed 
to  accelerated  immunologic  response  on  the 
part  of  the  host,  the  controlled  enzymatic 
digestion  perfected  by  Rosenberg  et  aZ.6-11 
attenuates  the  cellular  response  on  the  part 
of  the  host  by  eliminating  the  antigenic 
stimulus  to  such  a response.  McCune  and 
Blades13  have  made  the  point  that  non- 
viability of  biologic  materials  and  failure 
of  growth  in  tissue  culture  does  not  pre- 
clude successful  long-term  patency  in  the 
vascular  system,  as  long  as  a good  collage- 
nous framework  exists  for  ingrowth  of  new 
host  tissue.  The  grafts  used  in  this  present 
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study  certainly  meet  these  criteria,  offering 
low  immunologic  stimulation  to  the  recipi- 
ent host,  as  well  as  providing  good  handling 
and  suturing  qualities.  The  collagen  com- 
posing the  wall  of  the  tube  is  present  in  a 
tightly  woven  mesh,  which  does  not  leak 
blood  or  even  air  under  pressure  through 
its  microscopic  interstices  but  which  readily 
allows  the  ingrowth  of  host  fibrous  tissue. 
The  intrinsically  smooth  and  glistening 
internal  lining  does  not  seem  to  possess  high 
thrombogenic  potential,  and,  in  contrast 
to  certain  nonwettable  plastics,  readily 
accepts  a satisfactory  neo-intima  from  the 
host. 

The  early  patency  rate  of  60  per  cent 
observed  in  this  study,  while  not  statisti- 
cally significant  owing  to  the  small  size  of 
the  series,  is  nevertheless  encouraging  when 
compared  with  the  uniform  failure  rate  of 
prosthetic  grafts  (Teflon1-20-21  and  Da- 
cron3-21) in  the  inferior  vena  cava  by  the 
end  of  the  first  week.  Since  the  hetero- 
grafts seem  to  resist  early  thrombosis  and 
accept  a good  neo-intima,  the  reason  for 
their  ultimate  occlusion  in  the  venous  sys- 
tem appears  to  be  alteration  of  flow  char- 
acteristics caused  by  external  fibrotic  con- 
striction. Rosenberg  and  Henderson23  have 
stressed  that  this  preparation  is  best  suited 
for  use  in  the  arterial  system,  where  the 
tendency  to  external  constriction  by  host 
fibrous  tissue  is  opposed  by  high  intralu- 
minal pressure. 

It  is  of  interest  to  analyze  the  potential 
causes  for  failure  in  the  four  grafts  which 
were  found  to  be  thrombosed  at  the  end  of 
the  first  week  in  the  present  series.  As 
previously  mentioned,  1 animal  demon- 
strated severe  acute  inflammation  through- 
out the  graft  and  adjacent  tissues  despite 
clinical  well-being  until  sacrificed  one 
month  post  operatively.  This  failure,  then, 
must  almost  certainly  be  attributed  to 
graft  contamination,  with  resultant  septic 
thrombosis. 

In  each  of  the  other  3 early  failure  cases, 
a single  large  lumbar  tributary  vein  ap- 
peared to  have  escaped  ligation  at  the  time 
of  surgery  (Fig.  4).  This  appears  to  be 
analogous  to  the  reported  experience  of 
Dale  and  Scott,3  who  found  that  their 
initial  results  in  superior  vena  caval  grafting 
(3  out  of  21  patent)  were  as  poor  as  those 
with  inferior  vena  cava  replacement,  until 
it  was  recognized  that  simultaneous  ligation 
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of  the  azygous  tributary  at  the  time  of 
superior  vena  cava  grafting  improved  the 
over-all  patency  rate  from  19  to  76  per 
cent.  Direct  manometric  studies  were 
then  carried  out,  which  demonstrated  that 
temporary  graft  occlusion  resulted  in  a 
much  greater  degree  of  venous  hypertension 
when  the  azygous  was  simultaneously 
clamped.  These  investigators  suggested 
that  interruption  of  the  collateral  flow 
pathway  through  the  azygous  system  is  the 
key  to  maintaining  patency  in  collapsible 
superior  vena  caval  grafts.  Following 
realization  of  this  factor,  Dale  and  Scott3 
were  able  to  show  that  any  of  a variety  of 
grafting  materials  has  a relatively  high 
success  pattern  when  used  to  replace  the 
superior  cava  under  these  circumstances. 

It  seems  likely  that  in  the  present  series 
the  early  patency  of  the  majority  of  the 
grafts  may  be  attributed  to  increased  intra- 
luminal pressure  as  a result  of  thorough 
obliteration  of  inferior  vena  caval  collateral 
flow.  However,  in  those  cases  in  which  a 
residual  lumbar  tributary  was  able  to 
“steal”  the  caval  flow,  prompt  collapse  and 
thrombosis  of  the  grafts  probably  occurred. 

Several  investigators3-4-24  have  pointed 
out  the  high  rate  of  recanalization  in  au- 
togenous venous  replacements  and  the  fact 
that  delayed  phlebo grams  or  casual  exam- 
ination of  autopsy  material  may  fail  to 
indicate  that  earlier  thrombosis  had  oc- 
curred. We  feel  that  this  objection  has 
been  met  in  the  present  study,  with  serial 
phlebograms  and  autopsies  at  one,  four,  and 
eight  weeks.  Unlike  autogenous  venous 
grafts,24  there  appears  to  be  no  tendency 
for  enzyme-treated  heterografts  to  recanal- 
ize after  as  long  as  twenty-two  weeks. 

Improvement  in  the  rate  or  duration  of 
graft  patency  should  not  be  expected  from 
the  addition  either  of  systemic  antico- 
agulants15-24 or  fibrinolysins.21  McPeak15 
reported  a case  of  replacement  of  a 13.5- 
cm.  segment  of  infrahepatic  inferior  vena 
cava  for  retroperitoneal  fibrosarcoma  and 
substitution  of  a preserved  aortic  homo- 
graft, in  which  even  a continuous  heparin 
drip  into  the  femoral  vein  postoperatively 
did  not  prevent  the  development  of  massive 
bilateral  iliac  vein  thrombosis  on  the 
eleventh  postoperative  day.  In  the  series 
of  Demetz  et  al .,21  systemic  fibrinolysin 
given  daily  for  four  days  following  vena 
caval  grafting  did  not  improve  the  uniform 
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failure  rate  experienced  with  various  pros- 
thetic materials. 

More  promising  methods  of  maintaining 
heterograft  patency  in  the  venous  system 
include  the  use  of  rigid  external  circular 
rings  as  struts  for  the  support  of  the  graft 
wall  and  suture  lines.518  The  relative 
success  of  the  Ivalon-lucite  composite 
prosthesis  used  in  the  experiments  of 
MacLean  et  al.h  with  intra thoracic  inferior 
vena  cava  replacement  is  probably  attribu- 
table to  its  resistance  to  collapse  and  fibrous 
constriction.  The  importance  of  having 
support  at  the  suture  line  is  demonstrated 
by  the  development  of  stenosis  when  the 
terminal  lucite  ring  was  not  included  in  the 
anastomotic  suture.  Some  success  has 
been  reported  in  the  replacement  of  femoral 
veins  by  collapsible  synthetic  grafts  when 
an  afferent  arteriovenous  fistula  was  con- 
structed, elevating  the  pressure  in  the 
venous  graft  to  60  cm.  of  water. 2 Although 
this  approach  would  not  seem  to  have  great 
clinical  applicability,  it  bears  out  the 
principle  that  external  constricting  pressure 
must  be  effectively  opposed  to  maintain 
patency  in  the  venous  system.  A more 
attractive  idea  has  recently  been  suggested 
by  Flemma  (personal  communication),  in 
that  coating  the  outside  of  the  entire  graft 
with  a sheath  of  rapidly  polymerizing 
silastic  rubber  (Dow-Corning  Medical  Si- 
lastic 382)  might  prevent  ingrowth  and 
contraction  of  host  scar  tissue,  while  still 
preserving  the  desirable  qualities  of  the 
graft  “intima”  free  of  distortion. 

Summary 

1.  The  uniform  lack  of  success  in  replace- 
ment of  the  abdominal  inferior  vena  cava 
with  a variety  of  prosthetic  materials  has  led 
the  search  back  to  preserved  vessels  of 
biologic  origin. 

2.  Enzyme-treated  bovine  arterial  heter- 
ografts were  utilized  in  this  experimental 
series  to  replace  segments  of  the  dog’s 
infrarenal  inferior  vena  cava.  An  early 
patency  rate  of  60  per  cent  was  demon- 
strated by  phlebography,  although  ulti- 
mately all  grafts  in  the  series  failed  due  to 
external  constriction  by  host  scar  tissue. 

3.  The  specially  treated  heterografts 
offer  low  immunologic  stimulation  to  the 
recipient  host,  provide  good  handling  and 
suturing  qualities,  and  do  not  leak  under 


pressure,  although  host  fibrous  tissue 
readily  permeates  the  interstices  of  the 
collagenous  framework.  The  lining  pos- 
sesses little  thrombogenic  potential  and 
readily  accepts  a good  neo-intima  from  the 
host. 

4.  However,  despite  the  characteristics 
mentioned,  enzyme-treated  bovine  arterial 
heterografts  do  not  appear  to  hold  promis- 
ing prospects  as  long-term  venous  replace- 
ments. A satisfactory  method  of  modify- 
ing or  resisting  constriction  of  periadventi- 
tial  host  tissue  around  the  suture  lines 
remains  to  be  devised. 
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Informed  doctors  can  help 
prevent  diving  deaths 

The  dark,  silent  world  beneath  the  water’s 
surface  is  a dangerous  place,  and  only  the  well- 
prepared  diver  should  venture  there.  Two 
articles  in  a recent  issue  of  the  Journal  of  the 
American  Medical  Association  illustrate  the 
dangers  of  diving  and  describe  some  methods  of 
accident  treatment. 

There  are  five  general  types  of  underwater 
accidents  associated  with  gas  or  pressure 
phenomena,  reports  John  B.  Weeth,  M.D., 
of  the  Division  of  Research,  Alton  Ochsner 
Medical  Foundation  and  the  Department  of 
Medicine,  Ochsner  Clinic,  New  Orleans,  Louisi- 
ana. These  are  suction  and  blast  injuries,  gas 
expansion  injuries,  decompression  sickness,  gas 
poisoning  residuals,  and  emotional  reaction 
such  as  panic.  Drowning  is  still  the  major 
cause  of  death  from  underwater  accidents.  In 
9 of  15  deaths  reported  in  Massachusetts,  the 
victim  perished  on  the  surface  of  the  water 
after  the  face  mask  either  had  filled  with  water 
or  was  lost.  In  a survey  of  24  deaths  in  Florida, 
physicians  reported  that  14  could  have  been 
prevented  by  proper  use  of  safety  lines.  “These 
are  sad  reminders,”  said  Dr.  Weeth,  “that  the 
diver’s  life  depends  on  knowledge  and  training 
and  that  the  physician’s  treatment  for  under- 
water accidents  is  to  a great  extent  preventive.” 
He  recommended  that  those  responsible  for 
underwater  swimmers  acquire  a copy  of  the 
United  States  Navy  diving  manual  which  gives 
complete  diving  information  and  tables  of 
underwater  pressure.  The  manual  is  available 
from  the  Superintendent  of  Documents,  Govern- 
ment Printing  Office,  Washington,  D.C.  20402. 

The  five  types  of  underwater  injuries  as- 
sociated with  gas  and  pressure  were  described 
as  follows: 

Suction  and  blast  injuries.  Underwater  suc- 
tion injury  results  from  inequality  of  pressure. 
If  a diver  descends  too  deeply,  fluid  and  blood 
may  be  squeezed  from  his  lungs  if  his  surface 
lung  volume  is  compressed  too  much.  Serious 
injury  can  occur  when  a diver’s  surface  ah'  hose 
blows  loose  or  air  pressure  suddenly  fails.  If 
the  face  mask’s  nonreturn  valve  is  not  working 
properly,  the  mask  will  instantly  be  converted 
into  a giant  suction  cup  and  pull  the  face  of  the 
diver  into  it.  Serious  internal  injuries  can  re- 
sult from  the  blast  effect. 
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Gas  expansion  injuries.  Ah'  embolism,  which 
is  usually  fatal,  is  most  likely  to  occur  when  the 
diver  surfaces  rapidly  and  does  not  vent  the 
expanding  air  from  his  lungs  properly.  As  the 
trapped  air  expands,  it  enters  the  arterial 
circulation  through  the  pulmonary  veins  and 
fatal  doses  of  air  go  through  the  body.  Air  in 
the  lungs  at  a depth  of  33  feet  will  double  in 
volume  at  the  surface. 

Decompression  sickness.  Decompression  sick- 
ness, also  known  as  caisson  disease,  occurs  when 
the  diver  stays  deep  enough  and  long  enough 
to  force  nitrogen  from  the  air  into  solution  in 
his  blood  and  body  tissues.  If  he  surfaces  too 
rapidly,  the  nitrogen  precipitates  in  the  tissues 
and  vascular  bed  as  nitrogen  bubbles.  The 
diver  should  come  up  slowly  enough  to  allow 
the  nitrogen  to  be  breathed  off.  The  exact 
method  of  bubble  formation  is  not  known,  but 
carbon  dioxide,  muscular  tension,  and  work  are 
considered  important  precipitating  factors. 
When  bubbles  occur,  the  patient  must  be  taken 
to  the  nearest  recompression  chamber  and 
treated  according  to  the  Navy  treatment 
tables. 

Gas  poisoning  residuals.  The  effect  of  pres- 
sure increases  the  toxicity  and  noxiousness  of 
certain  gases.  Nitrogen  narcosis  begins  to  be 
noticeable  at  150  feet  and  may  have  a serious 
intoxicating  effect.  Oxygen  toxicity  is  danger- 
ous because  a grand  mal  seizure  may  result 
without  warning.  Oxygen-rich  mixtures  or 
pure  oxygen  should  not  be  used  for  underwater 
swimming.  A swimmer  breathing  pure  oxygen 
at  a depth  of  30  feet  for  fifteen  minutes  runs  an 
ever-increasing  risk  of  a grand  mal  seizure  with 
each  second. 

Reactions  not  due  to  gas  and  pressure  changes. 
Pain  in  the  chest  and  joints,  numbness,  and 
other  symptoms  of  decompression  sickness 
may  be  stimulated  by  emotional  or  organic 
medical  problems. 

In  a report  on  Michigan  scuba  diving  ac- 
cidents, Myron  K.  Denney,  M.D.,  and  Ray- 
mond C.  Read,  M.D.,  said:  “Prevention  is 

the  most  logical  approach  to  decreasing  scuba 
diving  mortality.  Physical  examination  with 
special  reference  to  the  cardiorespiratory  system 
is  a prerequisite.  Water  safety  rules  must  be 
strictly  obeyed.  In  addition,  before  ever 
donning  scuba,  prospective  divers  should  be 
thoroughly  familiar  with  the  physiological 
effects  of  diving,  especially  as  regards  exhalation 
of  expanding  gases  during  ascent.” 
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Islet  Cell  Neoplasms 
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|n  the  past,  most  of  the  diseases  as- 
sociated with  islet  cell  neoplasia  have  been 
treated  as  individual  subjects.  Emphasis 
has  been  on  isolated  groups  of  syndromes 
rather  than  on  the  common  site  of  origin. 
As  a result,  studies  have  dealt  with  specific 
clinical  syndromes  rather  than  their  shared 
histopathologic  basis.  The  purpose  of 
this  report  is  to  bring  together  for  the  first 
time  all  known  islet  cell  neoplasms  in  the 
hope  of  achieving  a better  understanding  of 
the  disease. 

Beta  cell  neoplasms 

The  recorded  history  of  islet  cell  adeno- 
mas begins  in  1902.  At  that  time  Nichols1 
wrote  that  he  discovered  a tumor  acciden- 
tally at  autopsy  that  he  believed  to  be 
unique.  Nine  years  later  Cecil2  reviewed 
the  literature  and  reported  the  third  Lang- 
erhans  adenoma.  As  with  many  things  in 
medicine,  knowledge  of  the  anatomy  pre- 
ceded knowledge  of  the  physiology  by  more 
than  two  decades.  It  was  not  until  1922 
that  Fletcher  and  Campbell,3  testing  the 
new  hormone,  insulin,  in  the  Toronto 
General  Hospital,  described  the  first 
manifestation  of  beta  cell  hypersecretion. 
Three  years  later  Wilder  et  al.A  provided 
proof  of  the  hypothesis  by  describing  a 
symptomatic  beta  cell  carcinoma  and 
measuring  insulin  activity  of  the  metastases. 

* Present  address:  430  East  67th  Street,  New  York  City, 
10021. 


Unfortunately,  their  patient  died  post- 
operatively,  but  Graham  in  19295  success- 
fully removed  an  insulin-secreting  adenoma 
with  relief  of  the  symptoms. 

Since  1929  over  600  cases  of  beta  cell 
tumor  have  been  reported.  The  age  range 
lies  between  ten  and  eighty -five  years,  with 
the  highest  incidence  between  twenty-five 
and  fifty.  Howard,  Moss,  and  Rhoads6  and 
Scholz,  Remine,  and  Priestley7  collected 
nearly  500  cases  in  their  separate  studies. 
An  analysis  of  their  data  reveals  that  the 
tumors  were  distributed  fairly  evenly 
throughout  the  pancreas;  that  approxi- 
mately 12  per  cent  were  multiple;  and  that 
2 per  cent  were  in  aberrant  locations.  The 
tumors  were  benign  in  90  per  cent  of  the 
cases. 

Pathology.  According  to  Duff,8  there 
are  three  criteria  for  benign  adenomas: 
First,  the  cells  must  resemble  those  of 
normal  islets.  Second,  the  adenoma  must 
be  greater  than  1 mm.  in  diameter.  Third, 
the  tumor  must  be  encapsulated,  with  com- 
pression of  adjacent  tissue.  This  third 
factor  is  important,  since  islets  may  reach 
a diameter  of  1.5  mm.  with  hyperplasia. 

It  is  often  difficult  for  the  pathologist  to 
make  the  fine  differentiation  between 
benign  adenomas  and  carcinoma.  Many 
early  investigators  classified  as  being  ‘‘pos- 
sibly malignant”  adenomas  in  which  the 
capsule  was  incomplete,  and  there  was 
either  invasion  of  the  capsule,  of  adjacent 
pancreatic  tissue,  or  of  blood  vessels.  Ac- 
tually, these  tumors  behave  as  benign  ad- 
enomas and  should  be  classified  with  them. 
The  diagnosis  of  carcinoma  should  not  be 
made  without  evidence  of  metastases  or 
recurrence  after  operation. 

The  only  abnormality,  demonstrable  with 
electron  microscopy,  between  adenoma- 
tous and  normal  beta  cells  is  a fine  fibrillar 
material  located  between  the  beta  cells  and 
the  capillary  endothelium.  This  has  been 
variously  interpreted  by  different  investi- 
gators. Although  no  one  has  been  able  to 
demonstrate  activity,  Waugh9  felt  that 
this  represented  a fibrillar  form  of  insulin. 
Lacy,10  on  the  other  hand,  described  it  as  a 
protein  differing  from  collagen  and  retic- 
ulin.  He  also  denied  that  it  possesses  in- 
sulin activity.  A third  possibility,  sug- 
gested by  Porta,  Yerry,  and  Scott11  is  that 
in  at  least  some  neoplastic  islets  the  laminar 
hyaline  material  has  the  characteristic 
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qualities  of  amyloid.  They  postulated 
this  because  five  of  six  functioning  adenomas 
accepted  a Congo  red  stain,  and  three  of 
six  were  positive  with  methyl  violet  and 
thioflavin  S stains.  They  also  suggested 
that  if  globulin  constitutes  part  of  the  amy- 
loid, this  may  represent  an  antigen-anti- 
body reaction  to  abnormal  insulin  produc- 
tion by  the  adenoma.  In  keeping  with 
this,  Lacy  and  Williamson12  were  able  to 
demonstrate  with  fluorescent-antibody  tech- 
nics that  the  neoplastic  insulin  did  not  com- 
bine with  autogenous  insulin  antibody, 
whereas  normal  insulin  did. 

A different  approach  to  the  problem, 

(however,  was  taken  by  Lazarus  and  Volk,13 
who  found  cellular  enzyme  systems  of  an 
actively  growing  adenoma  similar  to  that 
of  normal  islet  cells.  They  suggested,  as 
had  Cecil  in  1911, 2 that  the  mature  secreting 
neoplastic  beta  cells  arise  by  differentiation 
from  immature  ductular  epithelium,  the 
process  being  similar  to  that  in  the  embryo, 
with  formation  of  islets  in  the  third  month  of 
gestation.  Bencosme,  Allen,  and  Latta,14 
also  with  electron  microscopy,  traced  what 
they  felt  was  the  differentiation  of  ductular 
cells  into  neoplastic  islet  cells. 

These  investigations,  as  is  so  usual,  have 
raised  more  questions  than  they  have  an- 
swered. If  the  neoplastic  cells  are  similar 
to  the  normal  islets,  how  do  they  produce 
an  abnormal  insulin,  and  how  does  this 
abnormal  insulin  affect  cellular  metabo- 
lism? What  is  the  nature  of  the  hyaline 
material  between  the  capillary  wall  and  the 
basement  membrane,  and  what  is  its  sig- 
nificance? Most  important,  why  do  these 
particular  cells  become  hyperplastic?  Is 
it  in  response  to  pancreatic  overstimulation, 
or  is  it  similar  to  the  enigma  of  neoplasms 
elsewhere? 

Symptoms.  Neurologic  and  cardiovas- 
cular disturbances.  Unfortunately,  the 
symptomatology  of  beta  cell  adenomas 
offer  no  more  clarification  than  do  the 
pathologic  features.  Perhaps  the  best 
description  of  hypoglycemic  symptoms  was 
given  by  Fletcher  and  Campbell  in  1922 3 : 

The  initial  symptoms  may  be  a feeling  of 
nervousness  or  of  tremulousness,  sometimes  a 
feeling  of  excessive  hunger,  at  other  times  a 
feeling  of  weakness ....  The  reaction  may  go 
no  further  than  this  of  its  own  accord  or  it 
may  be  cut  short  at  this  stage  by  the  adminis- 
tration of  a carbohydrate.  More  usually  it  is 


different  varieties  of  islet  cell  neoplasms 
are  grouped  together  to  gain  a better  perspec- 
tive of  these  diseases.  Similar  cell  types  may 
cause  dissimilar  syndromes,  and  dissimilar 
cells  may  produce  common  symptoms.  Con- 
ditions include  beta  cell  neoplasms,  extra- 
pancreatic  neoplasms,  Zollinger-Ellison  syn- 
drome, and  adenomatosis  of  endocrine  glands. 


rapidly  followed  by  objective  signs — most 
frequently  a sweat  which  may  be  very  pro- 
found; pallor  and  flushing  is  common;  some- 
times a change  in  pulse  rate  ....  At  the  same 
time  the  subjective  symptoms  become  more 
severe;  the  feeling  of  nervousness  may  become 
definite  anxiety,  excitement  or  even  emotional 
upset ....  Much  more  severe  manifestations 
are  observed  with  further  lowering  of  the 
blood  sugar.  Marked  excitement,  emotional 
instability,  sensory  and  motor  aphasia, 
dysarthria,  delirium,  disorientation,  confu- 
sion have  all  been  seen  .... 

Along  with  these  symptoms  the  pa- 
tient may  display  signs  of  irritability, 
negativism,  dullness,  violence,  stammering, 
diplopia,  nystagmus,  anisocoria,  transient 
paralysis,  a positive  Babinski’s  sign,  twitch- 
ing, convulsions,  and  coma.  Stimulation 
of  the  adrenal  medulla  may  cause  flushes, 
salivation,  diaphoresis,  tachycardia,  cardiac 
irritability,  and  anginal  pain.  The  symp- 
toms observed  are  sometimes  confined  to 
the  central  nervous  system,  and  this  may 
result  in  a false  diagnosis  of  cerebral 
vascular  disease.  In  various  other  com- 
binations the  symptoms  may  lead  to  in- 
correct diagnoses  of  angina  pectoris,  myo- 
cardial infarction,  Adams-Stokes  seizures, 
epilepsy,  and  psychosis.15-17 

Considerations.  It  would  follow  naturally 
from  Fletcher  and  Campbell’s3  description 
that  insulinomas  produce  symptoms  by 
their  hypoglycemic  effect  on  the  central 
nervous  system.  Recently,  however,  it 
has  been  shown  that  the  one-to-one  relation- 
ship of  a lowering  of  the  blood  sugar  to  the 
appearance  of  cerebral  symptoms  is  no 
longer  applicable.  Geigy18  demonstrated 
that  in  the  cat  brain  only  30  to  35  per  cent 
of  perfused  glucose  is  metabolized,  the 
remainder  being  stored  as  structural  lipids 
and  protein.  This  structural  substance  is 
utilized  by  the  brain  when  it  is  deprived  of 
glucose.  The  respiratory  quotient  of  1 
signifies  only  that  glucose  traverses  the 
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blood-brain  barrier  with  greater  ease  than 
other  metabolites.  Eisenberg  and  Seltzer19 
extended  this  work  with  a study  of  mild 
hypoglycemia  in  human  subjects.  They 
showed  that  with  a decreased  glucose  utili- 
zation there  was  an  actual  increase  of  ox- 
ygen consumption.  It  had  previously  been 
shown  by  Himwich  et  al.  in  1941 20  that 
lactic  acid  failed  to  relieve  symptoms  of 
hypoglycemia  and  that  inhibitors  of  the 
Krebs  cycle  did  not  alter  cerebral  function. 

With  all  of  this  evidence  it  appears  that 
an  alternative  cerebral  metabolic  pathway 
must  exist  and  that  the  brain  function  is 
not  directly  dependent  on  the  blood  glucose 
level.  In  accord  with  this,  Tarr,  Brada, 
and  Samson21  recently  could  find  no  change 
in  cerebral  high-energy  phosphates  with 
severe  hypoglycemia,  which  we  would  ex- 
pect from  disruption  of  aerobic  glycolysis. 

In  addition  to  the  effects  caused  by 
disturbances  of  the  central  nervous  system, 
the  other  important  symptoms  of  hypo- 
glycemia are  due  to  the  stimulation  of  the 
adrenal  medulla.  Houssay,  Molinelli,  and 
Lewis22  were  the  first  to  call  attention  to 
the  increased  circulating  “sympathins” 
during  the  hypoglycemic  state,  a fact  that 
was  later  confirmed  by  the  more  precise 
measurements  of  Goldfien  et  al.2Z  Other 
investigators  have  shown  both  a depletion 
of  adrenal  medullary  stores  and  an  in- 
creased rate  of  their  turnover.24-25  The 
secretion  of  epinephrine  follows  the  de- 
crease in  glucose  utilization  by  the  hypo- 
thalamus, which  is  connected  to  the  adrenal 
medulla  by  the  sympathetic  pathway.26 
This  is  not  related  to  anoxia,  as  Eisenberg 
and  Seltzer19  showed,  unless,  of  course, 
this  particular  area  of  the  brain  is  isolated 
and  does  not  contribute  to  the  arterio- 
venous oxygen  difference.  The  rise  of 
blood  catecholamines  parallels  most  closely 
the  depth  of  the  blood  sugar  rather  than 
either  the  rate  or  duration  of  the  fall.  Leak 
and  Starr27  showed  that  the  frequent  ar- 
rhythmias seen  with  insulinemia  are  most 
probably  the  result  of  these  elevated  cate- 
cholamines on  a myocardium  sensitized 
with  glucose -induced  hypokalemia. 

Hypoglycemia.  Before  discussing  diag- 
nostic studies,  it  is  important  to  note  that 
the  history  of  the  patient  is  most  helpful  in 
delineating  the  causes  of  hypoglycemia. 
Symptomatically  there  are  three  categories 
of  hypoglycemia:28  The  first,  occurring 


with  fasting,  includes  hepatogenic  hypogly- 
cemia, endocrine  insufficiencies,  and  extra- 
pancreatic  neoplasms.  The  second,  stimu- 
lative, occurs  two  to  four  hours  following 
meals  and  includes  reactive  and  alimentary 
hyperinsulinism.  The  third  is  a mixed 
category,  with  symptoms  occurring  post- 
prandially  and  with  fasting.  It  encom- 
passes organic  hyperinsulinism  and  the 
idiopathic  spontaneous  hypoglycemia  of 
infancy. 

Reactive  hyperinsulinism  is  by  far  the 
most  common  form  of  spontaneous  hypo- 
glycemia. Recent  evidence,  however,  sug- 
gests that  many,  if  not  all,  of  these  patients 
are  actually  prediabetic  and  have  a defect 
in  the  immediate  insulin  response  to  hyper- 
glycemia, followed  by  a supernormal  pan- 
creatic outpouring.  Differentiation  from 
an  islet  cell  neoplasm  is  not  difficult,  since 
symptoms  of  hypoglycemia  are  rarely 
severe  and  occur  following  meals  instead  of 
with  fasting. 

Diagnosis.  There  are  several  diagnostic 
tests  currently  available,  but  certain  of  the 
more  common  methods  we  expect  to  use  are 
entirely  unreliable.29  This  is  true  of  the 
fasting  blood  sugar  test,  the  glucose  toler- 
ance test,  and  the  insulin  tolerance  test. 
With  the  glucose  tolerance  test  there  is, 
hopefully,  a low  initial  level,  a small  apogee, 
and  a subnormal  level  two  to  four  hours 
following.  Unfortunately,  this  pattern  is 
present  in  less  than  50  per  cent  of  the  cases. 

Following  Cochrane’s30  work  with  idio- 
pathic hypoglycemia  of  infancy  in  1956, 
and  the  later  studies  by  Flanagan, 
Schwartz,  and  Ryan,31  there  was  some  hope 
that  leucine  stimulation  might  prove  a 
valuable  diagnostic  aid.  Fajans  et  at.32 
recently  showed  that  the  hypoglycemic 
effect  of  the  amino  acid  was  increased  by 
prior  administration  of  tolbutamide  but 
that  the  mechanism  of  action  was  different 
from  that  of  both  sulfonylurea  and  potenti- 
ating insulin.  Here  again,  however,  the 
tumors  do  not  behave  consistently  enough 
for  this  to  be  regarded  as  a reliable  test.33 

The  two  most  reliable  studies  for  hypo- 
glycemia are  the  seventy -two  hour  fast  and 
the  intravenous  tolbutamide  test.34-35 
Before  the  fast  the  patient  is  placed  on  a 
rigid  50-Gm.,  1,200-calorie,  carbohydrate 
diet  lasting  three  days.  If  no  hypogly- 
cemia occurs,  he  abstains  from  all  food  on 
the  fourth  day  and  then  exercises  for  two 
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hours  on  the  fifth  morning.  Specimens  are 
drawn  every  twelve  hours  for  glucose  and, 
if  necessary,  when  symptoms  of  hypo- 
glycemia appear.  The  tolbutamide  test 
is  of  particular  value  because  patients  with 
other  hypoglycemic  disorders  do  not  have 
a profound  or  prolonged  response.  The 
persistence  of  the  blood  sugar  depression 
and  not  the  absolute  level  is  the  more  im- 
portant for  diagnosis. 

Absolute  insulin  measurements  are  still 
difficult  and  are  only  done  experimentally. 
Two  technics  available  are  the  bio-assay, 
which  includes  either  muscle  or  adipose 
tissue,  and  the  immuno -assay.  The  method 
described  by  Willebrands  and  Groen36  meas- 
ures the  rat  diaphragm’s  consumption  of  a 
known  concentration  of  glucose  when  it  is 
mixed  with  a known  amount  of  insulin  and 
then  compares  the  result  when  the  same 
amount  of  glucose  is  mixed  with  an  un- 
known patient’s  serum.  A similar  method 
utilizes  the  rat’s  epididymal  adipose  tis- 
sue.3738 The  i131  method  of  Yalow  and 
Berson39  depends  on  the  competitive  bind- 
ing of  beef  insulin  antibodies,  prepared  from 
guinea  pigs,  by  human  insulin  as  measured 
by  beef  I131  insulin.  Increased  blood  in- 
sulin levels  with  islet  cell  adenomas  have 
been  demonstrated  by  both  the  rat  bio-as- 
say  methods  and  the  more  specific  I131 
technic,  but  all  of  these  tests  are  too  com- 
plicated for  routine  clinical  use. 

Treatment.  Once  the  clinician  is 
satisfied  with  the  diagnosis  of  an  islet 
cell  neoplasm,  the  patient  should  be  sub- 
jected to  surgical  exploration. 40  Prepara- 
tion for  operation  should  consist  of  a 10 
per  cent  glucose  infusion  started  two  hours 
prior  to  the  operation  and  continued  over  an 
eight-hour  period.  In  addition,  the  patient 
should  receive  hydrocortisone.  This  les- 
sens the  risk  of  hypoglycemia  and  the  severe 
pyrexia  that  may  accompany  pancreatic 
surgery.  If  no  adenoma  is  discovered,  the 
entire  pancreas  with  the  exception  of  the 
duodenal  portion  of  the  head  should  be 
removed.  In  the  case  of  inoperable  meta- 
static disease,  frequent  feedings  of  a high- 
protein,  high-calorie  diet,  accompanied  by 
glucocorticoid  therapy,  may  prove  helpful. 
Landau,  Levine,  and  Hertz,41  and  Marks42 
reported  some  success  with  glucagon  in 
reducing  the  severity  of  the  attacks  by  in- 
creasing the  blood  sugar.  Alloxan  should 
not  be  given.43 


Extra  pancreatic  neoplasms 

Although  extrahepatic  neoplasms  with 
hypoglycemia  cannot  be  categorized  as 
islet  cell  neoplasia,  no  discussion  of  the 
subject  would  be  complete  without  them. 
Their  placement  after  that  of  the  beta  cells 
seems  natural,  since  their  symptomatology 
is  so  similar. 

In  1930  Doege44  described  a patient  with 
a fibrosarcoma  of  the  mediastinum  who  had 
two  episodes  of  giddiness  and  irrational 
behavior.  Doege  interpreted  these  symp- 
toms as  being  caused  by  cerebral  anoxia 
from  mechanical  interference  with  the 
carotid  circulation. 

Subsequently,  some  81  cases  of  extra - 
pancreatic  neoplasms  with  hypoglycemia 
have  been  described.45-48  A study  of  these 
cases  shows  that  64  were  mesenchymal 
neoplasms;  8,  adrenal  carcinomas;  3,  gas- 
tric adenocarcinomas;  2,  pseudomyxoma 
peritonei;  2,  bile  duct  carcinomas;  1,  cecal 
and  1,  paraganglioma.  The  tumors  were 
all  of  large  size.  The  mesodermal  ones 
were  of  low-grade  malignancy  and  varied 
between  700  and  10,000  Gm.  Their  cells 
were  mostly  spindle  shaped,  but  epithelioid 
cells  resembling  beta  cells  were  also  present, 
with  occasional  intracellular  material  similar 
to  stained  insulin  granules. 

There  is  much  conjecture  as  to  the  path- 
ogenesis of  this  particular  form  of  hypo- 
glycemia. Among  the  hypotheses  are  (1) 
tumor  metabolism;  (2)  splanchnic  nerve 
compression;  (3)  aberrant  islet  cell  car- 
cinoma49; (4)  islet  cell  carcinoma  metasta- 
sizing as  a spindle  cell  tumor50-51;  (5)  adrenal 
disturbance;  (6)  humoral  islet  cell  stimula- 
tion; (7)  insulinase  inhibition52;  (8)  in- 
sulin or  insulinoid  secretion;  (9)  hypo- 
glycemic substance  with  an  action  different 
from  that  of  insulin;  and  (10)  interference 
with  the  conversion  of  free  to  bound  in- 
sulin. 

With  more  specific  methods  of  measuring 
insulin  and  insulinoid  activity  opinion  has 
now  inclined  toward  the  last  five  explana- 
tions of  hypoglycemia,  but  the  evidence  is 
still  quite  conflicting.  Several  investigators 
have  found  a tumor  elevation  of  insulinoid 
as  measured  by  the  rat  diaphragm  in  the 
absence  of  plasma  activity.  The  amount 
of  insulin  activity  per  gram  of  tissue  has 
been  low,  but  when  the  entire  tumor  mass 
is  accounted  for,  the  total  is  usually  far 
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above  that  of  the  pancreas. 

Silverstein  et  al.,hZ  in  using  alloxan  dia- 
betic AKR  mice  inoculated  with  lymphatic 
tumor  BW  5147,  were  able  to  ameliorate 
the  diabetes.  This  was  not  related  to  the 
size  of  the  tumor,  and  there  was  no  in- 
crease of  C14-labeled  glucose  uptake  by  the 
tumor.  Acetone  extract  of  the  tissue 
caused  a moderate  fall  of  the  blood  sugar. 

Of  even  greater  importance,  Oleesky  et 
al .,54  with  the  specific  insulin  antibody  tech- 
nic of  Yalow  and  Berson,39  showed  an  in- 
creased serum  insulin  level  in  a patient  with 
a spindle  cell  sarcoma.  In  a very  careful 
study  they  proved  that  prior  to  radiation, 
the  blood  sugar  was  23  mg.  per  100  ml.,  but 
the  serum  insulin  level  was  860  microunits 
per  milliliter.  After  radiation,  the  insulin 
level  returned  to  normal.  However,  in 
1963  Field  et  al.,bb  reviewed  the  subject  and 
cast  doubt  on  the  production  of  insulin  by 
nonpancreatic  neoplasms.  Although  they 
could  find  slight  insulinoid  activity  in  two 
of  four  tumors  measured  by  the  rat  dia- 
phragm technic,  no  insulin  could  be  de- 
tected by  more  precise  insulin  assays. 
They  felt  that  this  was  in  agreement  with 
the  work  of  Tranquada,  Bender,  and  Beigel- 
man,56  who  assayed  acid-alcohol  extracts 
of  a cecal  neoplasm  and  found  a significant 
insulin-like  activity  but  no  demonstrable 
insulin  with  immunologic  technics. 

Supporting  the  theory  of  a hypogly- 
cemic factor  behaving  quite  differently 
from  insulin  was  a study  done  by  Hayes 
et  al.  in  1961. 57  In  a patient  with  an  intra- 
abdominal neurofibroma  they  demonstrated 
that  the  inorganic  phosphorus  and  nones- 
terified  fatty  acids  did  not  fall  during 
hypoglycemia,  which  would  have  happened 
if  this  substance  were  truly  insulin-like. 
In  a later  study  Silverstein  et  al .58  found 
their  hypoglycemic  principle  might  be  a 
nucleoprotein. 

Until  hypoglycemic  substances  can  be 
demonstrated  more  consistently,  none  of 
the  proposed  theories  should  be  entirely 
discarded.  In  fact/  Perkoff59  was  left  with 
two  mechanisms  to  explain  the  hypogly- 
cemia in  his  patient  whose  tumor  had  both 
insulin-like  activity  and  an  increased  up- 
take of  glucose  in  vitro.  It  is  altogether 
possible  that  increased  serum  insulin  may 
be  secondary  to  an  inhibitor  of  Mirsky’s  in- 
sulinase  system  or  to  an  increased  stimula- 
tion of  the  pancreas.  Recently,  Amro- 


min,60  taking  advantage  of  the  work  of 
Antoniades  et  aZ.61  with  regard  to  the  con- 
version of  bound  to  free  insulin  by  fibro- 
areolar  tissue,  suggested  that  such  a mech- 
anism might  account  for  increased  dissocia- 
tion of  insulin  by  the  tumor  and  thus  de- 
creased glucosemia. 

A final  extrapancreatic  neoplasm  that 
should  be  discussed  here  is  hepatoma.  The 
first  hepatic  carcinoma  to  satisfy  Whipple’s 
triad  of  hypoglycemia  was  described  by 
Nadler  and  Wolfer  in  1929. 6 2 Since  that 
time,  McFadzean  and  Yeung63  reviewed 
9 cases  in  a series  of  primary  carcinomas  of 
the  liver  among  Chinese,  and  18  additional 
cases  have  been  reported.  Hypotheses  here 
are  certainly  no  less  numerous  than  for  the 
other  neoplasms  already  discussed.  It 
may  be  that  the  hepatomas  produce  an 
abnormal  protein  that  could  bind  increased 
quantities  of  insulin.  These  proteins  may 
then  liberate  unpredictable  amounts  of 
insulin  into  the  serum.  Klein  and  Klein64 
in  their  study  drew  attention  to  the  work 
of  Weber  and  Cantero,65  who  demonstrated 
an  absence  of  glucose-6-phosphatase  in 
transplanted  Novicoff  rat  hepatomas. 
They  felt  that  the  inability  of  epinephrine 
to  affect  the  blood  sugar  in  their  patient, 
plus  the  constancy  of  inorganic  phosphorus 
during  glucose  infusion,  added  further  in- 
direct evidence  to  a tumor  metabolic  defect. 
This  enzyme  has  been  absent,  however, 
in  only  one  hepatoma  measured  thus  far. 

The  treatment  of  all  extrapancreatic 
neoplasms  is  similar  to  that  for  beta  cell 
neoplasms.  Extirpation  should  be  at- 
tempted whenever  possible;  if  not,  pallia- 
tive radiation  and  chemotherapy  may 
alleviate  symptoms.  In  cases  of  pseu- 
domyxoma peritonei,66  the  appendix  should 
be  removed  to  prevent  recurrence.  Ad- 
renal steroids  should  be  used  for  controlling 
hypoglycemic  episodes.  Long-acting  zinc 
glucagon  may  also  prove  helpful. 

Zollinger-Ellison  syndrome 

The  syndrome  of  nonbeta  cell  adenoma 
was  not  associated  with  intractable  ulcera- 
tions of  the  gastrointestinal  tract  until 
1955. 67  Even  in  1951,  when  Janowitz  and 
Crohn68  described  an  adenoma  of  the  pan- 
creas and  peptic  disease,  they  wrote  that 
“clinically,  however,  the  coexistence  of 
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peptic  ulcer  and  functioning  islet  cell  tumor 
is  of  the  utmost  rarity.’’  In  their  case 
the  ulcer  persisted  following  removal  of 
the  tumor. 

The  only  other  early  case  report  of  hyper- 
insulinism,  multiple  adenomas,  and  recur- 
rent gastrointestinal  ulceration  was  that  of 
Cunningham,  Howe,  and  Evans.69  This 
case  fitted  the  description  of  multiple  ade- 
nomatosis, but  the  nonbeta  cell  component 
of  the  syndrome  was  not  anticipated. 

In  1955  Zollinger  and  Ellison67  described 
the  first  two  cases  of  the  syndrome,  and 
by  1962  Zollinger  et  al.™  had  gathered  132 
others.  Histologically,  the  tumor  cells 
resist  normal  pancreatic  stains.  They 
have  a ribbon-like  arrangement  not  unlike 
carcinoids  and  are  frequently  grouped 
around  blood  vessels.  This  microstructure 
resembles  that  of  other  endocrine  glands. 

The  ulcers  are  located  throughout  the 
gastrointestinal  tract.  Contrary  to  the 
situation  in  typical  peptic  ulceration,  there 
is  a predilection  for  the  second  and  third 
portions  of  the  duodenum.  The  disease 
is  very  malignant,  and  according  to  Zol- 
linger et  al .,70  perforation  occurred  in  36  of 
the  132  patients;  33  per  cent  of  the  ulcers 
were  accompanied  by  enteritis  and  diar- 
rhea. Enteritis  was  the  presenting  symp- 
tom and  in  some  instances  the  only  one. 
Although  it  was  felt  the  enteritis  was 
secondary  to  increased  gastric  secretion, 
histamine  achlorhydria  was  present  in  1 
such  patient.  The  plasma  of  this  patient 
increased  the  motility  of  the  guinea-pig 
intestine.  Espiner  and  Beaven71  postu- 
lated that  this  nonbeta  cell  adenoma  might 
have  serotonin  activity. 

Gregory  et  al.,1-  and,  later,  Code,  Hallen- 
beck,  and  Summerskill73  extracted  a gas- 
trin-like substance  from  nonbeta  cell  adeno- 
mas, using  a method  similar  to  that  for 
isolation  of  gastrin  from  hog  antral  mucosa. 
When  the  substance  was  injected  subcu- 
taneously into  dogs  with  a denervated 
fundic  pouch,  it  produced  hydrochloric  acid 
secretion  without  pepsin,  a result  similar 
to  that  expected  of  gastrin.  When  insulin 
was  injected  subcutaneously  into  dogs  with 
a denervated  fundic  pouch,  it  produced 
hydrochloric  acid  and  pepsin  in  the  stomach 
but  had  no  effect  on  the  denervated  pouch. 
Extracts  of  other  endocrine  adenomas  did 
not  effect  the  gastric  secretion.  Sircus74 
| recently  found  this  gastrin-like  substance 


in  patients’  sera  as  well  as  in  their  tumor 
extracts. 

Since  so  many  of  these  adenomas  are 
multiple  or,  if  malignant,  slow  growing,  the 
preferred  treatment  is  total  gastrectomy. 

Adenomatosis  of  endocrine  glands 

Many  of  the  physiologic  as  well  as 
genetic  aspects  of  islet  cell  tumors  may  lie 
hidden  within  the  maze  of  the  interesting 
disorder,  adenomatosis  of  the  endocrine 
glands.  It  was  only  in  1954  that  Wermer75 
proposed  the  genetic  mode  of  inheritance 
and  noted  20  other  cases  of  this  disease, 
which  was  first  described  in  1903.  Since 
that  time,  85  cases  of  polyendocrinopathy 
have  been  described.76 

The  syndrome  consists  of  benign  anterior 
pituitary  tumors;  hyperparathyroid  adeno- 
mas; multiple  islet  cell  tumors;  adeno- 
matous goiters;  multiple  tumors  of  the 
adrenal  cortex;  pheochromocytomas;  car- 
cinoid bronchial  adenomas;  and  multiple 
lipomatosis.77  Clinically,  patients  may  suf- 
fer from  any  combination  of  endocrine 
dysfunction.  There  may  be  acromegaly, 
dwarfism,  hypogonadism,  hyperparathy- 
roidism, hyperadrenocorticism,  hyperthy- 
roidism, hypertension,  and  the  serotonin 
syndrome.  The  peptic  disease  is  that  of 
the  malignant  Zollinger-Ellison  type. 

Wermer77  postulates  that  the  syndrome 
arises  spontaneously  as  a dominant  auto- 
somal mutation.  He  feels  the  gene  is 
pleiotropic  and  involves  the  endocrine 
glands,  the  adipose  tissue,  and  the  gastro- 
intestinal mucosa.  Cells  of  these  diverse 
organs  harbor  some  factor  that  renders 
them  responsive  to  the  action  of  the  mu- 
tant gene.  This  part  of  the  hypothesis  is 
interesting  in  that  it  may  conflict  with 
our  present  concept  of  the  Zollinger-Ellison 
syndrome.  Instead  of  two  diseases  there 
may  be  one — the  Zollinger-Ellison  syn- 
drome representing  only  one  expression  of 
the  same  mutant  gene. 

The  treatment  of  Wermer’s  adenomatosis 
is  directed  toward  the  endocrine  dysfunc- 
tion. In  patients  with  the  Zollinger-Ellison 
syndrome,  total  gastrectomy  is  performed. 

Summary 

Different  varieties  of  islet  cell  neoplasms 
and  the  syndromes  they  produce  have  been 
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grouped  together  in  the  hope  of  gaining  a 
better  perspective  on  these  diseases.  The 
paradox  of  similar  cell  types  causing  dis- 
similar syndromes  and  of  dissimilar  cells 
producing  common  symptoms  has  been 
described.  Differential  diagnosis  and  the 
methods  for  arriving  at  the  correct  diagnosis 
have  been  discussed,  along  with  the  pre- 
vailing modes  of  treatment. 

Acknowledgment.  I wish  to  thank  Harold  Rifkin, 
M.D.,  for  his  guidance  and  advice. 


References 

1.  Nichols,  A.  G.:  Simple  adenoma  of  the  pancreas 

arising  from  an  island  of  Langerhans,  J.  Med.  Res.  8:  385 
(1902). 

2.  Cecil,  R.  L. : Concerning  adenomata  originating  from 
the  islands  of  Langerhans,  J.  Exper.  Med.  13:  595  (1911). 

3.  Fletcher,  A.  A.,  and  Campbell,  W.  R.:  The  blood 

sugar  following  insulin  administration  and  the  symptom 
complex-hypoglycemia,  J.  Metab.  Res.  2:  637  (1922). 

4.  Wilder,  R.  M.,  Allan,  F.  N„  Power,  M.  H.,  and 
Robertson,  H.  E.:  Carcinoma  of  islands  of  pancreas.  Hyper- 
insulinism  and  hypoglycemia,  J.A.M.A.  89:  348  (1927). 

5.  Graham,  R.  R.:  In  Howland,  G.,  Campbell,  W.  R., 
Maltby,  E.  J.,  and  Robinson,  W.  L.:  Dysinsulinism,  ibid.  93: 
674  (1929). 

6.  Howard,  J.  M.,  Moss,  N.  H.,  and  Rhoads,  J.  E.: 
Collective  review;  hyperinsulinism  and  islet  cell  tumors  of 
the  pancreas  with  398  recorded  tumors,  Internat.  Abst.  Surg. 
90:  417  (1950). 

7.  Scholz,  D.  A.,  Remine,  W.  H.,  and  Priesteley,  J.  T.: 

Clinics  on  endocrine  and  metabolic  diseases.  3.  Hyper- 
insulinism: review  of  95  cases  of  functioning  pancreatic 

islet  cell  tumors,  Proc.  Staff  Meet.  Mayo  Clin.  35:  545  (1960). 

8.  Duff,  G.  L. : The  pathology  of  islet  cell  tumors  of  the 
pancreas,  Am.  J.  M.  Sc.  203:  437  (1942). 

9.  Waugh,  D.  F.:  A fibrous  modification  of  insulin.  1. 

The  heat  precipitate  of  insulin,  J.  Am.  Chem.  Soc.  68:  247 
(1946). 

10.  Lacy,  P.  E.:  Electron  microscopy  of  the  beta  cell  of 
the  pancreas,  Am.  J.  Med.  31:  851  (1961). 

11.  Porta,  E.  A.,  Yerry,  R.,  and  Scott,  R.  F.:  Amyloido- 
sis of  functioning  islet  cell  adenomas  of  the  pancreas,  Am.  J. 
Path.  41:  623  (1962). 

12.  Lacy,  P.  E.,  and  Williamson,  J.  R.:  Electron  micro- 
scopic and  fluorescent  antibody  studies  of  islet  cell  adenomas, 
Anat.  Rec.  136:  227  (1960). 

13.  Lazarus,  S.  S.,  and  Volk,  B.  W.:  Histochemical  and 
electron  microscopic  studies  of  a functioning  insulinoma,  Lab. 
Invest.  11:  1279  (1962). 

14.  Bencosme,  S.  A.,  Allen,  R.  A.,  and  Latta,  H.:  Func- 
tioning pancreatic  islet  cell  tumors  studied  electron  micro- 
scopically, Am.  J.  Path.  42:  1 (Jan.)  1963. 

15.  Moorhouse,  D.:  Some  neurological  manifestations  of 
endogenous  hypoglycaemia,  Brit.  M.  J.  2:  1512  (1956). 

16.  Doorly,  D.  J.,  and  Martin,  E.  A.:  Islet  cell  adenoma 
presenting  as  a psychiatric  problem,  Irish  J.  M.  Sc.  394:  467 
(1958). 

17.  Ravid,  J.  M.:  Transient  insulin  induced  hypogly- 

cemic hemiplegia.  Am.  J.  M.  Sc.  175:  756  (1928). 

18.  Geigy,  A.:  Correlation  of  brain  metabolism  and  func- 
tion by  the  use  of  a brain  perfusion  method  in  situ,  Physiol. 
Rev.  38:  1 (1958). 

19.  Eisenberg,  S.,  and  Seltzer,  H.  S.:  The  cerebral 

metabolic  effects  of  acutely  induced  hypoglycemia  in  human 
subjects,  Metabolism  11:  1162  (1962). 

20.  Himwich,  H.  E.,  et  al .:  Cerebral  blood  flow  and  brain 
metabolism  during  insulin  hypoglycemia.  Am.  J.  Physiol.  132: 
640  (1941). 

21.  Tarr,  M.,  Brada,  D.,  and  Samson,  F.  E.,  Jr.:  Cerebral 
high-energy  phosphates  during  insulin  hypoglycemia.  Am.  J. 
Physiol.  203:  690  (1962). 

22.  Houssay,  B.  A.,  Molinelli,  E.  A.,  and  Lewis,  J.  T.: 
Accion  de  la  insulina  sobre  la  secrecion  de  adrenalina,  Rev. 
Asoc.  med.  argent.  37:  486  (1924). 

23.  Goldfien,  A.,  Zileli,  S.,  Goodman,  D.,  and  Thorn, 
G.  W. : The  estimation  of  epinephrine  and  norepinephrine  in 
human  plasma,  J.  Clin.  Endocrinol.  21:  281  (1961). 


24.  Burn,  J.  H.,  Hutcheon,  D.  E.,  and  Parker,  R.  H.  O.: 
Adrenaline  and  noradrenaline  in  the  suprarenal  medulla  after 
insulin,^Brit.  J.  Pharmacol.  5:  417  (1950). 

25.  Udenfried,  S.,  Cooper,  J.  R.,  Clark,  C.  T.,  and  Baer, 

J.  E.:  Rate  of  turnover  of  epinephrine  in  the  adrenal 

medulla,  Science  117:  663  (1953). 

26.  Luft,  R.,  and  Von  Euler,  U.  S.:  Effect  of  insulin 

hypoglycemia  on  urinary  excretion  of  adrenaline  and  nor- 
adrenaline in  man  after  hypophysectomy,  J.  Clin.  Endocrinol 
16:  1017  (1956). 

27.  Leak,  D.,  and  Starr,  P.:  The  mechanism  of  ar- 

rhythmias during  insulin-induced  hypoglycemia,  Am.  Heart  J 
63:  688  (1962). 

28.  Ellenberg,  M.,  and  Rifkin,  H.:  Clinical  Diabetes 

Mellitus,  New  York,  McGraw-Hill  Book  Company  Inc 
1962,  p.  247. 

29.  Williams,  R.  H.:  Textbook  of  Endocrinology,  3rd  ed., 
Philadelphia,  W.  B.  Saunders  Co.,  1962,  p.  721. 

30.  Cochrane,  W.  A.:  Idiopathic  infantile  hypoglycemia 
and  leucine  sensitivity.  Metabolism  9:  386  (1960). 

31.  Flanagan,  G.  C.,  Schwartz,  T.  B.,  and  Ryan,  W.  C.: 
Studies  on  patients  with  islet-cell  tumor,  including  the 
phenomenon  of  leucine-induced  accentuation  of  hypogly- 
cemia, J.  Clin.  Endocrinol.  21:  401  (1961). 

32.  Fajans,  S.  S.,  et  al.:  The  experimental  induction  in 
man  of  sensitivity  to  leucine  hypoglycemia,  J.  Clin.  Invest. 
42:  216  (Feb.)  1963. 

33.  Weisenfeld,  S.,  and  Goldner,  M.  G.:  Hyperinsulin- 
emia  in  1-leucine-sensitive  hypoglycemia  in  an  adult,  Am.  J. 
Med.  31:  659  (1961). 

34.  Conn,  J.  W.,  and  Seltzer,  H.  S.:  Spontaneous  hypo- 
glycemia, ibid.  19:  460  (1955). 

35.  Fajans,  S.  S.,  Schneider,  J.  M.,  Schteingart,  D.  E., 

and  Conn,  J.  W.:  The  diagnostic  value  of  sodium  tolbu- 

tamide in  hypoglycemic  states,  J.  Clin.  Endocrinol.  21:  371 
(1961). 

36.  Willebrands,  A.  F.,  and  Groen,  J.:  Determination  of 
serum  insulin  by  the  rat  diaphragm  method.  Diabetes  5:  378 
(1956). 

37.  Martin,  D.  B.,  Renold,  A.  E.,  and  Dagenais,  Y.  M.: 
The  use  of  rat  adipose  tissue  for  the  measurement  of  insulin- 
like activity,  abstract  of  papers  presented  at  the  Eighteenth 
Annual  Meeting  of  the  American  Diabetes  Association,  San 
Francisco,  June  21,  1958. 

38.  Beigelman,  P.  M.:  Assay  of  insulin  and  insulin-like 

substances — method  of  glucose  uptake  by  rat  epididymal 
fat,  Clin.  Res.  6:  92  (1958). 

39.  Yalow,  R.  S.,  and  Berson,  S.  A.:  Immunoassay  of 

endogenous  plasma  insulin  in  man,  J.  Clin.  Invest.  39:  1157 
(1960). 

40.  DePeyster,  F.  A.,  and  Gilchrist,  R.  K.:  Surgical 

aspects  of  spontaneous  hypoglycemia  due  to  occult  insu- 
linoma, A.M.A.  Arch.  Surg.  67:  330  (1953). 

41.  Landau,  B.  R.,  Levine,  H.  J.,  and  Hertz,  R.:  Pro- 

longed glucagon  administration  in  a case  of  hyperinsulinism 
due  to  disseminated  islet  cell  carcinoma,  New  England  J. 
Med.  259:  286  (1958). 

42.  Marks,  V.:  Response  to  glucagon  by  subjects  with 

hyperinsulinism  from  islet-cell  tumours,  Brit.  M.  J.  1:  1539 
(1960). 

43.  Flinn,  L.  B.,  Minnick,  E.,  and  Gay,  D.  M.:  Alloxan 
in  treatment  of  islet  cell  carcinoma  of  pancreas  with  liver 
metastases,  Ann.  Int.  Med.  26:  936  (1947). 

44.  Doege,  K.  W.:  Fibrosarcoma  of  the  mediastinum, 

Ann.  Surg.  92:  955  (1930). 

45.  Lowbeer,  L.:  Hypoglycemia-producing  extra  pan- 

creatic neoplasms.  A review,  Am.  J.  Clin.  Path.  35:  233 
(1961). 

46.  Aszkanazy,  C.  L.,  Jenkins,  L.,  and  Simpson,  W.  W.: 
Adrenal  cortical  carcinoma  associated  with  hypoglycemia, 
Canad.  M.A.J.  79:  482  (1958). 

47.  Dock,  W.,  and  Snapper,  I.:  Advances  in  Internal 

Medicine,  Chicago,  Yearbook  Medical  Publishers,  1964,  vol. 
12,  p.  33. 

48.  Lipsett,  M.  B.,  Odell,  W.  D.,  Rosenberg,  L.  E.,  and 

Waldmann,  T.  A.:  Humoral  syndromes  associated  with 

nonendocrine  tumors,  Ann.  Int.  Med.  61:  733  (Oct.)  1964. 

49.  Ballinger,  J.:  Hypoglycemia  from  metastasizing 

insular  carcinoma  of  aberrant  pancreatic  tissue  in  the  liver, 
Arch.  Path.  32:  277  (1941). 

50.  Skillem,  P.  J.,  McCormach,  L.  J.,  Hewlett,  J.  S.,  and 

Crile,  G.:  Hyperinsulinism  due  to  islet-cell  tumors  simu- 
lating sarcoma:  a report  of  two  cases  of  large  tumors  com- 

posed of  round  and  spindle  cells  associated  with  hypogly- 
cemia, Diabetes  3:  133  (1954). 

51.  Karsh,  R.  S.,  Freedman,  H.,  and  Blumenthal,  H.  T.: 
Functional  islet  cell  carcinoma  metastasizing  as  spindle  cell 


1982  New  York  State  Journal  of  Medicine  / August  1,  1965 


I tumor.  A possible  clue  to  the  riddle  of  extrapancreatic 
i tumors  causing  hypoglycemia,  Am.  J.  Med.  30:  619  (1961). 

52.  Mirsky,  I.  A.:  Insulinase,  Diabetes  6:  448  (1957). 

53.  Silverstein,  M.  N.,  Khalil,  W.  G.,  Bahn,  R.  C.,  and 

Bayrid,  E.  D.:  A hypoglycemic  factor  in  leukemic  tumors, 

Proc.  Soc.  Exper.  Biol.  & Med.  103:  824  (1960). 

54.  Oleesky,  S.,  Bailey,  I.,  Samols,  E.,  and  Bilkus,  D.:  A 
fibrosarcoma  with  hypoglycaemia  and  a high  serum-insulin 
level.  Lancet  2:  378  (1962). 

55.  Field,  J.  B.,  Keen,  H.,  Johnson,  P.,  and  Herring,  B.: 
Insulin-like  activity  of  nonpancreatic  tumors  associated  with 

j hypoglycemia,  J.  Clin.  Endocrinol.  23:  1229  (Dec.)  1963. 

56.  Tranquada,  R.  E.,  Bender,  A.  B.,  and  Beigelman, 

P.  M.:  Hypoglycemia  associated  with  carcinoma  of  the 

cecum  and  syndrome  of  testicular  feminization,  New  England 
J.  Med.  266:  1302  (1962). 

57.  Hayes,  D.  M.,  Spurr,  C.  L.,  Felts,  J.  H.,  and  Miller, 
! E.  C.,  Jr.:  Von  Recklinghausen’s  disease  with  massive  intra- 
abdominal tumor  and  spontaneous  hypoglycemia.  Metabolic 
studies  before  and  after  perfusion  of  abdominal  cavity  with 

| nitrogen  mustard,  Metabolism  10:  183  (1961). 

58.  Silverstein,  M.  N.,  Wakim,  K.  G.,  Bahn,  R.  C.,  and 

Bayrd,  E.  D.:  Additional  preliminary  observations  on  the 

hypoglycemic  factor,  Proc.  Staff  Meet.  Mayo  Clin.  37:  95 

| (1962). 

59.  Perkoff,  G.  T.,  and  Simons,  E.  L.:  Hypoglycemia  in  a 
patient  with  a fibrous  tumor.  Studies  of  the  mechanism  of 
the  hypoglycemia,  Arch.  Int.  Med.  112:  589  (Oct.)  1963. 

60.  Amromin,  G.  D.:  Suggested  mechanisms  of  extra- 

pancreatic neoplasms  and  hypoglycemia,  New  England  J. 

I Med.  268:  682  (Mar.  21)  1963. 

61.  Antoniades,  H.  N.,  Beigelman,  P.  M.,  Tranquada, 

R.  B.,  and  Gundersen,  K.:  Studies  on  the  state  of  insulin  in 
blood:  “free”  insulin  and  insulin  complexes  in  human  sera 

and  their  in  vitro  biological  properties,  Endocrinology  69:  46 
(1961). 

62.  Nadler,  W.  W.,  and  Wolfer,  J.  A.:  Hepatogenic 

! hypoglycemia  associated  with  primary  liver  cell  carcinoma, 
| Arch.  Int.  Med.  44:  700  (1929). 

63.  McFadzean,  A.  J.,  and  Yeung,  T.  T.:  Hypoglycemia 
| in  primary  carcinoma  of  the  liver,  ibid.  98:  720  (1956). 

64.  Klein,  H.,  and  Klein,  S.  P.:  Spontaneous  hypo- 


glycemia associated  with  massive  hepatoma;  a review  of  cur- 
rent concepts  and  report  of  a case,  ibid.  103:  273  (1959). 

65.  Weber,  G.,  and  Cantero,  A.:  Glucose-6-phosphatase 
activity  in  normal,  precancerous  and  neoplastic  tissues.  Can- 
cer Res.  15:  105  (1955). 

66.  Rosenfeld,  E.  D.:  Peritoneal  pseudomyxoma.  Arch. 

Path.  48:  255  (1949). 

67.  Zollinger,  R.  R.,  and  Ellison,  E.  H.:  Primary  peptic 
ulcerations  of  the  jejunum  associated  with  islet  cell  tumors  of 
the  pancreas,  Ann.  Surg.  142:  709  (1955). 

68.  Janowitz,  H.  D.,  and  Crohn,  B.  B.:  Hyperinsulinism 
and  duodenal  ulcer,  a rare  clinical  combination,  Gastro- 
enterology 17:  578  (1951). 

69.  Cunningham,  L.,  Howe,  P.,  and  Evans,  W.  R.:  Islet 
cell  tumour  of  the  pancreas  with  unusual  clinical-pathological 
features,  Brit.  J.  Surg.  39:  319  (1952). 

70.  Zollinger,  R.  M.,  et  al .:  Origin  of  the  ulcerogenic 

hormone  in  endocrine  induced  ulcer,  Ann.  Surg.  156:  570 
(1962). 

71.  Espiner,  E.  A.,  and  Beaven,  D.  W.:  Non-specific 

islet-cell  tumour  of  the  pancreas  with  diarrhoea,  Quart.  J. 
Med.  31:  447  (1962). 

72.  Gregory,  R.  A.,  Tracy,  H.  J.,  French,  J.  M.,  and 

Sircus,  W.:  Extraction  of  a gastrin-like  substance  from  a 

pancreatic  tumour  in  a case  of  Zollinger-Ellison  syndrome. 
Lancet  1:  1045  (1960). 

73.  Code,  C.  F.,  Hallenbeck,  G.  A.,  and  Summerskill, 

N.  H.:  Extraction  of  a gastric  secretagogue  from  primary 

and  metastatic  islet  cell  tumors  in  three  cases  of  Zollinger- 
Ellison  syndrome,  J.  Surg.  Res.  2:  136  (1962). 

74.  Sircus,  W. : Evidence  for  a gastric  secretagogue  in  the 
circulation  and  gastric  juice  of  patients  with  the  Zollinger- 
Ellison  syndrome,  Lancet  2:  671  (Sept.  20)  1964. 

75.  Wermer,  P.:  Genetic  aspects  of  adenomatosis  of 

endocrine  glands,  Am.  J.  Med.  16:  363  (1954). 

76.  Ballard,  H.  S.,  Fame,  B.,  and  Hartsock,  R.  J.: 
Familial  multiple  endocrine  adenoma- peptic  ulcer  complex, 
Medicine  43:  481  (July)  1964. 

77.  Wermer,  P.:  Endocrine  adenomatosis  and  peptic 

ulcer  in  a large  kindred.  Inherited  multiple  tumors  and 
mosaic  pleiotropism  in  man.  Am.  J.  Med.  35:  205  (Aug.) 
1963. 


Diseases  of 
Thyroid  Gland 
Symposium 
Available 


The  symposium  on  “Diseases  of  the  Thyroid  Gland:  Current  Concepts,”  which 
appeared  in  the  January  1 and  January  15,  1963,  issues  of  the  New  York 
State  Journal  of  Medicine,  has  been  reprinted  in  a special  brochure. 

Copies  are  available  from  the  office  of  the  Journal,  750  Third  Avenue,  New 
York,  New  York,  10017,  at  one  dollar  each. 

The  84-page  pamphlet  includes  all  the  papers  presented  at  the  Third  Annual 
Internists  Day  of  the  New  York  State  Society  of  Internal  Medicine,  held 
March  3,  1962,  in  New  York  City. 


August  1,  1965  / New  York  State  Journal  of  Medicine  1983 


Glue  Sniffing 
in  Children 
and  Adolescents 

MORRIS  BROZOVSKY,  M.D. 

Brooklyn,  New  York 
EMIL  G.  WINKLER,  M.D. 
Brooklyn,  New  York 

Assistant  Professor  of  Psychiatry  and  Acting  Director, 
Division  of  Child  and  Adolescent  Psychiatry  (Dr.  Brozovsky); 
Clinical  Associate  Professor  of  Psychiatry  (Dr.  Winkler), 
State  University  of  New  York  Downstate  Medical  Center 


The  purposeful  inhalation  by  children 
of  the  volatile  vapors  in  glue,  used  exten- 
sively in  the  assembly  of  toy  models,  is  a 
practice  which  in  the  past  three  years  has 
given  rise  to  increasing  concern  on  a na- 
tional level. 

In  Denver,  134  children  were  arrested 
in  1961  for  glue  sniffing.1  During  a three- 
month  period  of  1962,  a total  of  503  cases 
of  sniffers  were  referred  to  the  Youth 
Records  Bureau  of  the  New  York  Police 
Department.2  It  is  our  impression  that 
these  figures  represent  only  a minute  frac- 
tion of  the  total  number  of  children  in- 
volved. Legislative  bodies  in  several  states 
(New  York,  California,  and  Maryland) 
are  considering  or  have  passed  measures 
controlling  the  sale  or  use  of  this  mate- 
rial. 2 

Prior  studies  in  this  area  have  been 
concerned  primarily  with  the  toxic  effects 
of  glue  inhalation,  both  immediate  and 
long  range.  One  recent  article  did  con- 
sider psychologic  and  social  factors.3  The 
present  study  was  undertaken  to  learn 


more  about  the  practice  of  glue  sniffing 
and  to  determine  in  greater  depth  the 
neuropsychiatric  and  social  factors  in- 
volved. 

The  practice  of  inhaling  fumes  from 
plastic  glues  was  unheard  of  before  three 
years  ago.  The  first  reference  to  this 
habit  in  the  medical  literature  is  Glaser 
and  Massengale’s  article  in  1962. 1 There 
were  prior,  isolated  reports  of  the  inhala- 
tion of  vapors  of  gasoline  for  the  purpose  of 
obtaining  feelings  of  exhilaration.4-5  More 
recently,  the  psychotic  reactions  produced 
by  gasoline  inhalation  have  been  com- 
pared to  the  model  psychoses  evoked  by 
hallucinogenic  drugs.6  Nylander7  de- 
scribed the  widespread  smelling  of  paint 
thinner  vapors  among  school  children  in 
Sweden  to  produce  euphoria.  These  mate- 
rials, as  well  as  the  plastic  glue,  are  mix- 
tures of  highly  volatile  organic  solvents 
which,  when  inhaled,  produce  symptoms 
of  intoxication.  A detailed  description  of 
the  chemical  composition  of  the  glue  is 
given  by  Glaser  and  Massengale.1  The 
ingredients  of  the  toxic  mixture  include 
toluene,  trichlorethylene,  cyclohexanol, 
ethylene  dichloride,  and  so  forth. 

The  usual  method  employed  by  children 
who  sniff  involves  the  squeezing  of  the 
contents  of  one  or  more  tubes  of  glue 
(each  of  about  21  cc.  capacity)  into  a paper 
bag.  The  bag  is  then  held  up  to  the  nose 
and  mouth.  All  the  children  in  our  group 
used  this  method.  The  material  also 
may  be  placed  on  a handkerchief  and  then 
inhaled,  or  it  may  be  placed  on  a heated  pan 
for  more  rapid  effects. 

While  toxic  effects,  involving  the  heart, 
fiver,  kidneys,  and  bone  marrow,  from 
exposure  to  the  constituents  of  plastic 
cement  have  been  reported  in  the  litera- 
ture of  industrial  medicine,8  surprisingly 
few  such  effects  have  been  reported  among  j 
glue  sniffers.  Hepatitis  has  been  reported 
in  a single  case  in  which  glue  sniffing  may 
have  been  a factor.9 

Method 

Among  the  205  male  admissions  to  the 
children’s  psychiatric  service  in  a large 
municipal  hospital*  between  December  1, 
1962,  and  May  31,  1963,  there  were  17 
cases  in  which  glue  sniffing  was  either  the 

* Kings  County  Hospital  Center,  Brooklyn,  New  York. 
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primary  reason  for  admission  or  an  in- 
cidental finding.  A search  for  similar 
cases  during  the  same  period  on  the  female 
children’s  psychiatric  wards,  which  have  a 
somewhat  lower  admission  rate,  yielded 
only  2 cases.  Following  the  obtaining  of  a 
detailed  family  history,  the  routine  physical, 
laboratory,  and  psychologic  studies  ware 
performed.  Ten  children  were  subjected 
to  electroencephalographic  examinations. 
The  children  were  seen  in  twice-weekly 
psychiatric  interviews  during  this  period 
of  hospitalization,  which  averaged  one 
month.  Only  after  some  rapport  was 
established  with  the  child  were  specific 
questions  about  his  glue  sniffing  intro- 
duced: how  the  practice  started,  the  setting 
in  which  the  habit  was  practiced,  and  his 
reactions  to  and  fantasies  about  the  sniff- 
ing. 

Results  of  clinical  investigation 

Age,  sex,  and  ethnic  background. 
The  male  glue  sniffers  constituted  8 per  cent 
of  the  admissions  to  the  male  children’s 

(psychiatric  wards  during  the  period  under 
study.  The  age  range  of  the  boys  in  the 
group  was  nine  to  sixteen  years,  with  a 
mean  age  of  13.8  years.  Because  of  age 
requirements  for  admission  to  the  chil- 
dren’s psychiatric  service  of  Kings  County 
Hospital,  boys  older  than  sixteen  years  were 
artificially  excluded  from  the  study.  The 
2 girls  in  this  series  were  each  fifteen  years 
old. 

I In  considering  the  ethnic  background  of 
our  children,  it  was  found  that  11  (58  per 
cent)  were  of  Puerto  Rican  extraction. 

Habit  description.  The  duration  of 
the  habit  among  the  children  in  the  study 
varied  from  a few  weeks  to  as  long  as  two 
years.  Many  children  reported  the  de- 
velopment of  a tolerance  to  the  fumes,  with 
a steady  increase  required  to  achieve  the 
same  effect.  One  boy  reported  inhaling  the 
vapors  from  25  tubes  in  a day.  Four  of 
the  patients  indulged  in  the  habit  daily; 
the  remainder  sniffed  several  times  weekly. 

Eight  of  the  children  in  the  series  (42 
per  cent)  also  drank  alcohol  (usually 
cheap  wine)  in  varying  quantities.  Four 
imbibed  frequently  enough  to  be  considered 
incipient  chronic  alcoholic  patients.  In 
the  families  of  7 (37  per  cent)  of  the  chil- 
dren, alcoholism  was  a trait  of  at  least  one 


a study  was  made  of  19  children  and 
adolescent  glue  sniffers  admitted  to  the  psy- 
chiatric service  of  a general  hospital.  All 
of  the  patients  came  from  a background  of 
severe  emotional  deprivation  and  manifested 
serious  psychopathologic  conditions.  The 
habit  was  practiced  almost  exclusively  in 
groups,  and  approximately  half  also  drank 
alcohol.  In  some  patients  the  inhalation  of 
plastic  cement  fumes  produced  an  acute  brain 
syndrome,  with  confusion,  visual  hallucina- 
tions, and  epileptiform  seizures,  accompanied 
by  reversible  changes  in  the  electroencephalo- 
gram. 


parent. 

Family  background.  The  family  back- 
grounds of  most  of  the  children  were 
largely  disorganized.  In  fully  10  in- 
stances (57  per  cent),  at  least  one  parent 
had  been  absent  from  the  household  (owing 
to  divorce,  separation,  death,  or  hospitaliza- 
tion) for  years  of  the  child’s  lifetime.  The 
families  were  generally  large,  there  being  in 
8 cases  (42  per  cent)  families  with  at  least 
five  children.  All  of  the  families  were  in 
the  lowest  income  group. 

Diagnostic  classification.  Of  the  19 
cases  in  the  series,  14  children  (74  per  cent) 
were  diagnosed  as  schizophrenic  or  other- 
wise psychotic.  One  adolescent  was  con- 
sidered to  have  an  adjustment  reaction,  and 
3 were  diagnosed  as  having  severe  character 
disorders  (16  per  cent).  These  findings 
must  be  viewed  in  the  light  of  the  severity 
of  pathologic  conditions  seen  generally 
among  children  hospitalized  for  psychiatric 
disorders. 

Setting.  Glue  sniffing  is  usually  prac- 
ticed in  groups  or  “gangs.”  The  lone 
sniffer  is  not  frequent  in  our  experience. 
The  children  in  our  study  indicated  that  the 
group  was  most  often  limited  to  one  sex, 
although  occasionally  a girl  would  join  the 
“gang.”  Each  of  the  3 to  10  members  of 
the  group  would  have  his  own  “bag”  of 
glue;  at  times,  however,  a bag  might  be 
passed  among  several  boys.  The  age 
composition  of  the  group  characteristically 
covered  a wide  range,  from  ten  to  fifteen 
years,  for  example.  The  usual  method  of 
introduction  to  this  habit  was  the  observa- 
tion by  a child  of  the  group’s  sniffing  and  his 
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being  invited  to  try  the  procedure. 

The  group  meetings  were  always  secret, 
being  conducted  in  deserted  buildings, 
rooftops,  basements,  and  homes  with  absent 
parents.  The  sniffing  would  be  followed  by 
group  horseplay,  fighting,  and,  in  some 
instances,  homosexual  activity.  Not  in- 
frequently, some  children  would  become 
excited  and  beat  walls  or  attempt  to  tear 
down  fences.  At  other  times,  some  chil- 
dren would  go  to  sleep.  Only  1 child 
reported  that  the  group  engaged  in  bur- 
glaries while  intoxicated. 

The  glue  was  obtained  at  neighborhood 
toy  stores  and  sweet  shops.  Money  given 
by  parents  for  candy  was  used  to  purchase 
the  material.  When  money  was  not  availa- 
ble, some  boys  would  commit  minor  bur- 
glaries or  attempt  to  extort  pennies  from 
children.  Some  of  the  younger  members  of 
the  group  begged  money  from  passers-by  or 
collected  empty  soda  bottles  and  redeemed 
them  for  change.  The  glue  was  readily 
obtainable  in  any  quantities  in  neighbor- 
hood stores.  Some  proprietors  included  a 
supply  of  paper  bags  with  each  sale,  thus 
indicating  that  they  knew  the  purpose  for 
which  the  material  was  purchased. 

Effects  of  sniffing.  Half  of  the 
children  in  the  study  experienced  no  physi- 
cal effects  other  than  those  associated  with 
the  state  of  intoxication.  A few  did  de- 
scribe such  symptoms  as  nausea,  vomiting, 
and  diarrhea.  Tinnitus  was  experienced 
almost  invariably,  usually  after  the  incep- 
tion of  inhalation;  the  tinnitus  was  tran- 
sient, however. 

All  of  the  children  were  eager  for  the 
“high”  or  intoxicated  state.  Six  (38  per 
cent)  were  aware  of  depressive  feelings, 
which  disappeared  during  the  period  of  in- 
toxication. Feelings  of  being  weak  and 
vulnerable  were  dispelled.  The  anesthetic 
properties  of  the  inhaled  solvents  were 
valued  by  some.  The  characteristic  group 
activity  of  beating  walls  was  an  expression 
both  of  great  strength  and  tolerance  to  pain. 
Several  of  the  younger  children  would  sniff 
glue  when  they  expected  a beating  by  their 
parents.  They  reported  complete  insensi- 
tivity to  the  corporal  punishment  after 
sniffing. 

Visual  hallucinations  in  association  with 
periods  of  intoxication  were  reported  by  9 
(47  per  cent)  of  the  19  children.  These 
hallucinations  were  usually  terrifying,  al- 


though in  occasional  instances  they  were 
pleasurable.  Several  children  found  these 
experiences  so  frightening  that  they  dis- 
continued sniffing.  The  hallucinations 
were  fanciful,  complex,  and  involved 
movement.  Schizophrenic  children  in  the 
series,  who  had  experienced  hallucinations 
in  the  course  of  their  illness,  distinguished 
clearly  between  these  experiences  and  the 
hallucinations  of  glue  intoxication.  Hallu- 
cinations associated  with  the  schizophrenic 
state  were  usually  auditory;  those  stem- 
ming from  the  glue  inhalation  were  pre- 
dominantly visual.  Examples  of  some  of 
the  visions  reported  are:  “the  Devil  light- 
ing fire  around  naked  women”;  “a  car  was 
coming  toward  me  and  was  about  to  run  me 
over”;  “tigers  and  wild  birds  were  rushing 
at  me”;  “I  felt  I was  flying  over  Paris”;  and 
“the  Devil  with  long  nails  was  trying  to 
choke  me.” 

The  experiencing  of  visual  hallucinations 
did  not  appear  to  be  related  to  the  duration 
or  frequency  of  the  habit.  Some  children 
had  hallucinations  with  the  first  experience. 
Others  who  had  indulged  for  years  denied 
these  sensory  experiences. 

Three  schizophrenic  children  reported 
transient  somatic  and  paranoid  delusions 
when  sniffing.  One  patient  felt  that  his 
head  had  been  cut  off.  Another  child 
feared  that  his  younger  brother  would  kill 
him.  Several  youngsters  felt  that  their 
lungs  were  actually  rotting  and  cancerous. 
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FIGURE  2.  Case  4.  Electroencephalogram;  pho- 
tic stimulation  shows  driving  response  in  left 
leads  and  slow  wave  and  spike  discharges  in  right 
temporal  leads. 

In  association  with  this  last  belief,  it  should 
be  noted  that  all  the  patients  in  the  series 
felt  that  the  sniffing  was  a harmful  practice 
and  would  damage  their  lungs  and  brains. 
In  susceptible  children,  glue  sniffing  can 
lower  the  defensive  barrier  against  psycho- 
sis and  produce  transitory  delusions. 

Electroencephalographic  findings.  * 
Ten  cases  in  the  present  series  were  sub- 
jected to  electroencephalographic  examina- 
tions. Six  of  these  cases  had  abnormal 
electroencephalographic  findings;  in  5 of 
these  the  electroencephalographic  changes 
must  be  considered  severe. 

Case  1.  The  patient  was  admitted  to  the 
Neurological  Service  because  of  dizziness,  sleepi- 
ness, and  convulsive  seizures.  The  electro- 
encephalographic changes  were  characterized  by 
bursts  of  high  voltage  delta  waves.  Another 
electroencephalogram  taken  nine  days  later 
showed  improvement  but  still  generalized  slow- 
ing with  high  amplitude  on  the  left  side.  A 
third  electroencephalogram  which  was  taken  six 
weeks  later  showed  no  abnormalities.  The 
patient  had  no  history  of  seizures  prior  to  the 
glue  sniffing. 

Case  2.  An  eleven-year-old  boy  was  sent  to 
the  hospital  because  of  aggressiveness  in  school 
and  at  home,  glue  sniffing,  temper  tantrums, 
and  poor  interpersonal  relatedness.  He  ex- 
hibited nocturnal  fears,  had  visual  hallucina- 
tions, and  was  very  sensitive  to  noises.  The 
electroencephalogram  showed  spikes  spreading 
from  the  left  temporal  leads  toward  the  right 
temporal  leads.  Hyperventilation  and  photic 
stimulation  activated  these  abnormalities.  A 
tracing  taken  ten  days  later  showed  disappear- 
ance of  the  spikes. 

* The  electroencephalographic  aspects  of  this  problem  were 
read  by  one  of  the  authors  (E.G.W.)  in  a report  entitled 
j “Electroencephalographic  Abnormalities  as  Toxic  Manifesta- 
tions in  Addicts  to  Glue  Sniffing’’  before  the  First  Pan- 
American  Congress  of  Neurology,  Lima,  Peru,  October  25, 
1963. 


FIGURE  3.  Case  4.  Electroencephalogram  show- 
ing normal  findings. 


Case  3.  A fifteen-year-old  white  male 
patient  was  brought  to  the  hospital  because  of 
glue  sniffing.  The  mother  stated  that  he  had 
been  destructive  around  the  house.  He  had 
been  sniffing  glue  for  approximately  one  year, 
once  or  twice  a day.  At  times  he  would  get  con- 
fused, lose  track  of  time,  and  hear  or  see  things 
that  were  not  real.  He  would  often  hear  some- 
one calling  him  during  the  glue  sniffing  epi- 
sodes. The  first  electroencephalogram  showed 
occurrence  of  sharp  waves  in  the  left  central 
parietal  leads.  Another  electroencephalogram 
taken  two  weeks  later  showed  normal  findings. 

Case  4.  The  clinical  symptoms  reported 
were  dizziness,  nausea,  vomiting,  and  somno- 
lence. The  first  electroencephalogram  showed 
slow  theta  waves  and  spikes  in  both  posterior 
temporal  leads  (Fig.  1).  The  photic  stimulation 
showed  a driving  response  on  the  left  side  and 
slow  waves  and  spikes  in  the  right  temporal 
leads  (Fig.  2).  A second  electroencephalogram 
which  was  taken  two  weeks  later  showed  normal 
findings  (Fig.  3). 

Case  5.  A fifth  patient  was  admitted  to  the 
hospital  in  a state  of  stupor.  The  first  electro- 
encephalogram showed  spikes  in  the  right 
central  leads  (Fig.  4).  Another  electro- 
encephalogram which  was  taken  a week  later 
revealed  spikes  in  the  right  temporal  leads,  but 
only  during  hyperventilation  (Fig.  5).  A third 
electroencephalogram  showed  normal  findings 

(Fig.  6). 

Another  patient  was  found  drowsy  when 
the  electroencephalogram  was  taken  two 
weeks  after  admission  to  the  hospital.  The 
electroencephalogram  showed  low  voltage 
slowing  in  all  leads. 

Four  other  cases  with  a history  of  glue 
sniffing  and  diagnosis  of  schizophrenia  did 
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FIGURE  4.  Case  5.  Electroencephalogram  show- 
ing spike  discharges  in  right  central  leads. 


not  show  any  electroencephalographic  ab- 
normalities, but  in  these  cases  there  were  no 
symptoms  mentioned  which  would  suggest 
acute  organic  brain  syndrome. 

Hospital  course.  Chills  and  tremu- 
lousness, possibly  constituting  withdrawal 
symptoms,  were  observed  in  only  1 in- 
stance. While  a clear-cut  withdrawal  syn- 
drome did  not  exist,  a strong  need  to 
continue  sniffing  was  noted  in  3 instances. 
Deprived  of  glue  to  inhale,  these  adoles- 
cents attempted  secretly  to  sniff  shellac, 
paint,  or  any  odoriferous  substance  they 
could  steal.  One  child  was  observed  in- 
haling the  smoke  from  a burning  piece  of 
plastic.  With  these  particular  children,  it 
seemed  as  though  the  very  act  of  nasal  in- 
corporation was  as  important  a component 
of  their  habituation  as  the  pharmacologic 
effect  of  the  inhaled  gases. 

Treatment  consisted  of  attempts  at 
environmental  manipulation  and  suppor- 
tive psychotherapy.  It  is  planned  to  pre- 
sent a follow-up  of  this  series  of  children  at  a 
later  date. 

Comment 

The  limitations  of  the  type  of  investiga- 
tive approach  employed  in  this  report  are 
apparent  at  the  outset.  In  eliciting  infor- 
mation by  interview  technic,  particularly 
from  young  patients  with  serious  character 
deviations,  the  veracity  of  some  responses 
is  subject  to  question.  Moreover,  the 
cases  exhibited  sufficient  psychopathologic 


FIGURE  6.  Case  5.  Electroencephalogram  show- 
ing normal  findings. 


conditions  to  require  hospitalization. 
Whether  or  not  conclusions  drawn  from  this 
series  would  apply  to  less  sick  groups  of 
children  who  indulge  in  glue  sniffing  is  un- 
certain. 

Because  of  hospital  age  requirements  for 
admission  to  the  Children’s  Psychiatric 
Service,  patients  older  than  sixteen  years 
were  artificially  excluded.  It  is  our  im- 
pression, however,  that  glue  sniffing  is  more 
prevalent  in  the  early  and  middle  adoles- 
cent years  than  in  late  adolescence  when  the 
use  of  alcohol,  barbiturates,  and  narcotics  j 
becomes  more  prevalent. 

All  studies  on  the  subject,  including  our 
own,  have  demonstrated  that  boys  indulge 
in  glue  sniffing  much  more  frequently  than 
do  girls.  Our  findings  suggest  that  a cul- 
tural factor  in  the  choice  of  glue  sniffing  as 
an  outlet  may  exist.  Eleven  of  our  19 
patients  were  of  Puerto  Rican  extraction. 
This  is  approximately  twice  the  expected  I 
percentage  based  on  hospital  admission 
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rates.  It  should  be  mentioned  in  this  con- 
nection that  3 of  the  6 cases  reported  by 
Glaser  and  Massengale1  were  described  as 
Spanish- American.  * The  nature  of  the 
cultural  factor  is  not  clear. 

The  family  backgrounds  of  the  habitu- 
ated youngsters  indicated  a high  degree  of 
disorganization.  All  patients  came  from 
families  of  the  lowest  income  groups.  This 
finding  is  in  accord  with  the  results  of  prior 
investigations  that  have  been  referred  to. 
It  must  be  borne  in  mind,  however,  that  the 
children  in  the  psychiatric  wards  in  munic- 
ipal hospitals  generally  do  come  from  the 
lowest  economic  strata. 

The  hallucinatory  experiences  in  the 
acute  stages  of  glue  intoxication  are  almost 
invariably  frightening.  It  is  this  affective 
tone  which  resembles  certain  states  ob- 
served in  the  seizures  of  psychomotor 
epilepsy.  In  this  connection  it  should  be 
noted  that  3 patients  had  spikes  in  the 
temporal  region  and  that  another  patient 
had  sharp  waves  in  the  left  central  parietal 
leads.  As  some  of  these  patients  had  con- 
fusional  states  with  visual  hallucinations 
and  another  patient  had  epileptic  convul- 
sions, there  is  the  possibility  of  the  pre- 
cipitation of  an  epileptic  or  psychomotor 
epileptic  state  by  the  toxic  agents. 

The  electroencephalographic  abnormali- 
ties tended  to  diminish,  and  ultimately 
disappear,  in  a period  of  ten  days  to  some 
weeks.  The  normalization  of  the  tracing 
correlated  with  the  disappearance  of  the 
acute  brain  syndrome  and  the  improvement 
in  the  clinical  status  of  the  patient. 

These  findings  are  at  variance  with  those 
reported  by  Massengale  and  his  coworkers. 3 
Four  chronic  glue  sniffers  in  that  series,  on 
whom  electroencephalographic  tracings 
were  taken,  did  not  show  any  abnormalities. 
None  of  the  latter  cases  were  acutely  in- 
toxicated at  the  time  of  the  examination, 
however.  In  the  present  group  of  cases, 

* In  a study  which  appeared  subsequent  to  the  prepara- 
tion of  this  paper,  11  of  12  children  who  sniffed  lighter  fluid 
were  Mexican-American. 10 


tracings  were  taken  immediately  on  admis- 
sion, in  patients  manifesting  symptoms  of 
an  acute  brain  syndrome. 

Summary 

A study  of  19  children  and  adolescent 
glue  sniffers,  admitted  to  the  psychiatric 
service  of  a general  hospital,  is  presented. 
All  of  the  patients  came  from  a background 
of  severe  emotional  deprivation  and  mani- 
fested serious  psychopathologic  conditions. 
The  habit  was  practiced  almost  exclusively 
in  adolescent  or  preadolescent  groups.  It 
was  indulged  in  to  replace  feelings  of  help- 
lessness and  depression  with  a euphoric 
state.  The  imbibing  of  alcohol  by  approxi- 
mately half  of  these  children  and  the  pres- 
ence of  chronic  alcoholism  in  their  imme- 
diate families  point  to  a potential  for  later 
habituation  to  ethanol  and  possibly  to 
drugs. 

The  inhalation  of  plastic  cement  fumes 
can  produce  an  acute  brain  syndrome,  with 
confusion,  visual  hallucinations,  and  epi- 
leptiform seizures,  accompanied  by  reversi- 
ble changes  in  the  electroencephalogram. 
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As  definitive  diagnostic  technics  im- 
prove, more  so-called  “surgical  hyper- 
tension” is  being  discovered.  While  the 
vast  majority  of  patients  suffer  from  idio- 
pathic hypertension,  significant  numbers 
have  been  uncovered  who  have  coarctation 
of  the  aorta,  renal  arterial  lesions,  pheo- 
chromocytoma,  Cushing’s  syndrome,  and, 
finally,  primary  hyperaldosteronism.  In  all 
these  conditions,  careful  diagnostic  evalua- 
tion followed  by  well-planned  skillful 
surgery  will  give  a high  percentage  of  good 
results. 

Because  primary  hyperaldosteronism  was 
described  only  recently,  reports  on  the 
surgical  management  are  relatively  scarce 
so  that  it  was  thought  worth  while  to  present 
this  problem  at  this  time.  The  syndrome 
was  first  clearly  described  in  1955  by  Conn.1 
Grundy,  Simpson,  and  Tait2  had  first  iso- 
lated the  steroid  in  1952  and  had  shown  it  to 
be  a powerful  mineralocorticoid.  Conn’s 
case  was  the  first  in  which  careful  preoper- 
ative studies  elucidated  the  diagnosis,  which 
was  subsequently  proved  at  operation. 
Since  then  there  have  been  scattered  reports 


concerning  this  entity,  but  the  most  recent 
large  review  was  published  by  Conn,  Knopf, 
and  Nesbit  in  January,  1964. 3 They  re- 
ported 18  cases  of  their  own  and  collected 
a total  of  145  from  the  literature.  They 
also  stated  that  they  knew  of  about  50 
more  that  had  not  been  reported,  including 
21  from  the  Mayo  Clinic. 

In  August,  1963,  Gilbert,  Bell,  and  Bart- 
ter4  from  the  National  Institutes  of  Health 
reported  on  12  patients  who  had  been 
studied  and  operated  on.  This  group  is 
interesting  because  there  were  5 patients 
who  suffered  from  bilateral  hyperplasia  and 
only  7 with  adenoma.  The  ratio  is  dif- 
ferent from  the  previously  reported  series. 
In  January,  1964,  Smithwick  and  his 
collaborators5  reported  20  patients  treated 
at  two  hospitals  in  Boston.  There  were 
13  patients  with  solitary  adenomas,  5 with 
hyperplasia,  and  2 with  secondary  hyper- 
aldosteronism. 

At  present,  endocrinologists  are  not  in 
complete  agreement  as  to  the  nomenclature 
and  pathology  of  the  disease.  Conn, 
Knopf,  and  Nesbit3  and  Peterson6  feel  that 
primary  hyperaldosteronism  is  caused  by 
adenoma  or  carcinoma  and  that  aldostero- 
nism caused  by  adrenal  hyperplasia  or 
hyperfunction  is  a different  entity,  which 
they  call  congenital  hyperaldosteronism. 
Thorn,7  Forsham,8  and  Gilbert,  Bell,  and 
Bartter4  group  both  pathologic  conditions 
under  the  same  clinical  title.  For  the  pur- 
poses of  this  report  we  are  accepting  the 
latter  point  of  view,  primarily  because  it 
appears  that  with  present  knowledge  they 
are  both  surgical  conditions.  The  most 
common  pathologic  finding  is  a solitary, 
small,  benign  adenoma  of  the  adrenal 
cortex.  This  occurs  in  about  75  to  85  per 
cent  of  patients,  and  the  tumor  is  almost 
always  lighter  than  20  Gm.  Large  tumors 
have  rarely  been  found.  Probably  the 
largest,  reported  by  Gilbert,  Bell,  and  Bart- 
ter,4 measured  6 cm.  in  diameter  and  was 
calcified.  The  weight  was  not  mentioned. 
Conn,  Knopf,  and  Nesbit3  also  treated  1 
patient  with  bilateral  neoplasms  weighing 
60  and  40  Gm.,  but  the  vast  majority 
weigh  less  than  20  Gm.  To  the  best  of  my 
knowledge,  malignant  tumors  have  been 
reported  in  only  2 instances.  These 
growths  originate  in  the  outermost  layer  of 
the  adrenal  cortex,  the  zona  glomerulosa, 
which  produced  desoxycorticosterone  ace- 
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TABLE  I.  Aldosterone  levels 


Urinary 

Excretion 


Sex 

Age 

(Years) 

Secretion 

(Meg.) 

(Meg.  per 
24  Hours) 

M 

10 

27 

F 

57 

34 

F 

40 

247 

F 

49 

840 

F 

48 

650 

50 

M 

47 

400 

84 

tate  (DOCA)  and  the  sodium-retaining 
steroids. 

The  classic  triad  in  the  disease  is  weak- 
ness, hypertension,  and  hypokalemia.  The 
degree  of  hypertension  varies,  but  may  be 
quite  severe,  with  pressures  up  to  260/140. 
Interestingly,  grade  4 retinopathy  is  quite 
rare  in  the  primary  disease  but  is  seen 
frequently  in  the  secondary  variety.  The 
weakness  is  often  episodic  in  type  and  also 
may  be  pronounced.  This  is  usually  as- 
sociated with  a low  serum  potassium.  The 
initial  hypokalemia  may.  be  difficult  to 
evaluate  since  many  of  these  patients  have 
been  on  antihypertensive  medication  such 
as  chlorothiazide  or  hydrochlorothiazide. 
There  is  a high  incidence  of  polyuria  and 
polydipsia.  The  urine  is  usually  alkaline 
or  neutral,  and  because  chlorides  have  also 
been  lost,  there  is  a metabolic  alkalosis. 
Serum  sodium  usually  is  slightly  or 
moderately  elevated,  and  the  total  plasma 
volume  is  often  said  to  be  increased. 
Further  laboratory  findings  include  an 
increased  exchangeable  body  sodium  and  a 
decreased  exchangeable  body  potassium. 
The  concentration  of  sodium  in  the  sweat  is 
decreased.  In  contrast  to  the  secondary 
hyperaldosteronism,  with  evidence  of  renal, 
cardiac,  or  liver  dysfunction,  peripheral 
edema  is  rarely  observed. 

Aldosterone  is  the  most  potent  mineralo- 
corticoid  produced  in  the  zona  glomerulosa. 
The  regulation  of  aldosterone  secretion  is 
not  completely  understood,  but  at  least 
three  mechanisms  influence  its  production. 
ACTH  (adrenocorticotrophic  hormone) 
will  produce  a transient  mild  rise  in  secre- 
tion, but  if  it  is  continued  for  two  or  three 
days  aldosterone  levels  will  return  to 
normal.  In  nephrectomized  and  hy- 
pophysectomized  dogs,  angiotensin  II  will 
also  raise  the  secretion  rate,  and  this 


a study  was  made  of  6 patients  with  pri- 
mary hyperaldosteronism ; 5 had  benign 

adenomas,  and  1 had  bilateral  hyperplasia. 
Symptoms  included  weakness,  hyperten- 
sion, and  hypokalemia.  Determinations  of 
urinary  excretion  of  aldosterone  and  total 
body  secretion  of  aldosterone  over  a twenty- 
four-hour  period  and  suitable  radiographic 
studies  were  used  to  establish  the  diagnosis. 
Treatment  was  surgical,  with  good  results  in 
5 cases  and  poor  results  in  1 case. 


probably  explains  why  high  aldosterone 
levels  may  be  seen  in  unilateral  renal 
arterial  disease.  Finally,  reduction  in  in- 
travascular volume  after  sodium  restric- 
tion, hemorrhage,  dehydration,  or  extrava- 
sation such  as  in  nephrosis  or  cirrhosis 
causes  the  greatest  increase  in  aldosterone 
secretion.  Conversely,  high-sodium  diets 
and  other  factors  that  increase  fluid  volume 
will  decrease  aldosterone  production. 

Laboratory  evaluation 

The  laboratory  steps  in  evaluating  a 
patient  suspected  of  having  the  condition 
follow  naturally  from  an  understanding 
of  the  control  of  the  secretion.  Serum 
potassium  levels  are  usually  below  3 mEq. 
per  liter,  but  patients  should  be  off  all  anti- 
hypertensive medication  for  at  least  one 
week  prior  to  the  definitive  determination. 
The  serum  sodium  will  usually  be  somewhat 
elevated,  and  this  further  rules  out  hypo- 
kalemia due  to  drugs  or  to  salt-losing 
nephritis.  Excretion  of  potassium  in  the 
urine  of  higher  than  15  mEq.  per  twenty- 
four-hour  period  supports  the  diagnosis, 
as  does  decreased  excretion  of  sodium  in 
the  urine. 

As  mentioned  in  an  earlier  part  of  this 
report,  more  exotic  tests  are  available  and 
can  be  carried  out,  but  the  two  most 
important  determinations  are  the  urinary 
excretion  of  aldosterone  and  the  total  body 
secretion  of  aldosterone  over  a twenty-four- 
hour  period.  Either  one  or  the  other,  or 
both,  have  been  performed  in  all  the 
patients  in  this  report.  Kliman  and  Peter- 
son in  I9609  reported  a double  isotope- 
labeling technic  using  tritium  and  radio- 
active carbon  which  will  routinely  deter- 
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mine  0.01  mg.  of  aldosterone  and  has  the 
accuracy  and  precision  characteristics  of 
radioisotope  technics.  This  method  with 
some  modifications  is  used  by  Peterson  in 
The  New  York  Hospital-Cornell  Medical 
Center.  The  secretion  rate  is  determined 
by  a modification  of  methods  described  in 
1959  by  Peterson.10  The  urinary  excretion 
of  aldosterone  is  almost  always  elevated 
beyond  15  micrograms  per  twenty-four- 
hour  period  in  the  reported  cases  and  in  our 
series  (Table  I).  The  data  on  normal  levels 
for  total  secretion  are  not  so  extensive,  but 
it  appears  that  levels  of  over  180  to  200 
micrograms  per  twenty-four-hour  period 
are  definitely  abnormal.  For  the  results  to 
be  valid,  adequate  sodium  intake  must  be 
maintained  before  and  during  the  collec- 
tions. The  administration  of  spironolac- 
tone will  decrease  the  aldosterone  and  is  a 
confirmatory  step. 

Suitable  radiographic  studies  are 
always  needed.  While  the  intravenous 
pyelogram  is  usually  not  of  specific  diagnos- 
tic value,  it  may  show  some  gross  defect  in 
renal  function  that  was  not  expected. 
Selective  renal  angiography  should  always 
be  done  because  it  has  been  the  experience 
at  The  New  York  Hospital-Cornell  Medical 
Center  as  well  as  in  reported  cases  that 
primary  renal  arterial  disease  may  mimic 
primary  hyperaldosteronism,  so  that  the 
adrenal  glands  may  be  resected  unneces- 
sarily. Tests  to  localize  the  site  of  tumor, 
such  as  air  insufflation,  are  not  indicated 
because  the  neoplasms  are  almost  always 
small  so  that  transabdominal  exploration 
usually  is  necessary. 

Management 

When  the  diagnosis  is  well  established, 
surgery  is  indicated.  There  are  few  data  to 
support  long-term  suppression  with 
spironolactone  which,  like  high-potassium 
diets,  stimulates  the  tumors  to  produce 
more  aldosterone.  In  addition,  most  of  the 
patients  have  a single  adenoma  so  that  they 
are  completely  curable  with  its  removal. 
Forsham8  reports  only  one  malignant  tumor, 
and  in  the  collected  series  less  than  25  per 
cent  of  the  patients  have  had  hyperplasia. 
Iatrogenic  Addison’s  disease  is  therefore 
not  the  problem  that  it  is  in  patients  with 
Cushing’s  syndrome,  who  are  most  likely 
to  have  bilateral  hyperplasia. 


The  most  important  point  in  preparing 
the  patient  for  surgery  is  to  replace  the 
depleted  potassium.  This  can  be  ac- 
complished by  the  use  of  blocking  agents 
and  supplemental  amounts  of  potassium. 
Probably  a minimum  of  five  days  of  therapy 
is  required  for  safety. 

The  average  patients  do  not  usually 
present  the  technical  problems  associated 
with  Cushing’s  syndrome,  because  they  are 
not  usually  too  obese  and  in  addition  they 
do  not  suffer  from  osteoporosis.  During 
the  induction  of  anesthesia,  care  must  be 
taken  to  prevent  sudden  or  severe  increase 
in  the  hypertension.  From  a review  of  the 
literature,  however,  it  appears  that  there 
have  been  no  vascular  accidents  during  the 
induction  of  anesthesia.11  Manipulation  of 
the  tumor  does  not  produce  a striking  rise 
in  the  tension  as  it  does  in  tumors  of  the 
adrenal  medulla  so  that  no  suppressive 
drugs  are  needed.  Finally  these  tumors 
are  not  particularly  vascular  so  that  trans- 
fusion is  rarely  necessary.  Postoperatively 
ambulation  is  begun  on  the  first  post- 
operative day,  and  oral  intake  is  commenced 
when  there  is  evidence  of  active  peristalsis 
on  physical  examination.  Steroids  are  not 
usually  needed  since  the  remaining  adrenal 
gland  usually  functions  well.  If  there  is 
some  evidence  to  suggest  cortical  insuf- 
ficiency, cortisone  may  be  administered  in 
suitable  doses. 

Clinical  data  and  present  problems 

A review  of  the  over-all  clinical  material 
might  be  useful.  In  the  group  with  discrete 
adenomas,  there  is  a distinct  predilection 
for  women.  The  ratio  is  about  2 or  3 to  1. 
The  age  range  in  this  group  is  usually  from 
thirty  to  fifty-five  years,  but  individuals  in 
the  twenties  and  sixties  have  been  treated. 
In  the  initial  reports  on  this  condition  it 
appeared  that  there  was  a predilection  for 
the  left  adrenal  gland  as  a source  of  the 
adenomas;  however,  as  more  cases  are  re- 
ported this  does  not  seem  to  be  borne  out. 

The  patients  who  suffer  from  bilateral 
hyperplasia  present  a much  more  difficult 
problem.  The  etiology  of  these  cases  is  not 
clear  and  may  be  congenital  in  nature, 
although  no  genetic  patterns  have  yet 
been  described.  It  appears  that  ACTH 
or  a hormone  related  to  it  does  not  play  an 
important  part  in  the  development  of  this 
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aspect  of  the  disease.  No  abnormality  of  the 
pituitary  gland  has  yet  been  reported,  and 
x-ray  films  of  the  skull  have  never  shown 
any  enlargement  of  the  sella  turcica.  In 
this  minority  of  patients,  the  disease  is 
much  more  rapidly  progressive  in  its  course, 
and  severe  hypertension  is  seen  more  com- 
monly. The  hypertension  of  the  congenital 
type  is  more  likely  to  be  accompanied  by 
peripheral  edema,  polyuria,  and  a tendency 
to  tetany.  The  etiology  of  the  tetany  is 
not  clear.  If  these  patients  are  not  treated 
with  dispatch,  they  may  die  of  renal  failure 
or  coronary  occlusion.  The  major  problem 
in  them  is  how  much  adrenal  to  resect. 
In  the  earlier  cases  it  appeared  that  subtotal 
adrenalectomy  would  suffice  for  the 
majority  of  patients  because  they  were 
usually  quite  young  and  total  adrenal- 
ectomy did  not  seem  desirable.  There  is 
presently  considerable  controversy  as  to  the 
best  means  of  treating  this  group. 
Forsham8  advocates  total  bilateral 
adrenalectomy,  as  does  Thorn.7  The 
group  at  the  National  Institutes  of  Health 
feel  that  subtotal  extirpation  is  the  pre- 
ferred method,  although  in  the  5 cases  they 
reported  on,  there  were  2 early  operative 
deaths,  and  2 of  the  remaining  3 patients 
required  steroid  therapy  for  maintenance  of 
normal  physiology.4  In  our  series,  there 
was  only  one  instance  of  hyperplasia,  which 
was  treated  with  subtotal  adrenalectomy,12 
and  to  date  the  result  has  not  been  good. 
It  is  likely  that  in  such  a rare  condition  it 
may  take  some  time  before  a definite  answer 
is  forthcoming. 

The  New  York  Hospital-Cornell 
Medical  Center  experience 

There  have  been  6 patients  with  primary 
hyperaldosteronism  treated  at  the  Center 
since  December,  1956.  Five  of  these 
patients  had  benign  adenomas,  and  1 had 
bilateral  hyperplasia.  Their  ages  ranged 
from  ten  to  fifty-nine  years.  The  youngest 
patient  suffered  from  bilateral  hyperplasia, 
and  there  was  1 patient,  the  last  in  the 
series,  who  had  bilateral  adenomas.  In 
the  patients  with  adenomas  there  were  4 
women  and  1 man,  which  is  in  accord  with 
the  collected  reviews.  As  has  been  the 
experience  of  other  groups,  all  the  tumors 
were  small.  The  largest  weighed  17.5  Gm. 
so  that  none  of  them  could  have  been 


TABLE  II.  Clinical  levels 


Case 

Blood 

Pressure 

Potassium 
Levels 
(mEq.  per 
Liter) 

Carbon 
Dioxide 
Levels 
(Com- 
bining 
Power: 
Mm.  per 
Liter) 

1 

210/168 

2.4 

31 

2 

186/110 

2.6 

31 

3 

180/125 

2.5 

31 

4 

136/90  (Post 
sympa- 
thectomy) 

1.6 

31 

5 

220/140 

2.4 

31 

6 

220/110 

2.4 

31 

detected  by  any  of  the  presently  readily 
available  roentgenologic  studies. 

The  major  clinical  findings  were  hyper- 
tension and  weakness.  Hypertension  and 
its  symptoms  appeared  to  be  more  striking 
than  weakness  as  a presenting  complaint, 
but  on  questioning  all  patients  save  1 
admitted  to  a significant  degree  of 
weakness.  One  of  the  patients  had  suffered 
a cerebrovascular  accident  in  the  past,  and 
another  had  undergone  bilateral  thoraco- 
lumbar sympathectomy  for  presumed  idio- 
pathic hypertension  in  1954.  The  other 
associated  complaints  that  are  mentioned 
in  the  literature,  such  as  polydipsia  and 
polyuria,  were  not  too  striking,  although  in 
1 patient  they  were  probably  present  to  a 
significant  degree.  There  were  2 patients 
who  had  definite  psychiatric  abnormalities, 
which  we  presume  are  related  to  the  endo- 
crine abnormalities.  One  patient,  who  has 
persisted  in  having  abnormal  excretion  of 
aldosterone  and  borderline  hypertension, 
has  developed  a rather  hostile  antisocial 
personality  which  may  be  related  to  his 
disease. 

The  laboratory  studies  in  the  6 cases 
substantiated  the  suspected  diagnosis.  In 
all  the  serum  potassium  was  distinctly  low, 
ranging  from  1.6  to  2.6  mEq.  per  liter 
subsequent  to  stopping  all  antihypertensive 
medication.  Serum  sodium  was  mildly  to 
moderately  elevated  in  the  group,  and  all 
demonstrated  a metabolic  alkalosis  with 
the  lowest  carbon  dioxide-combining  power 
being  30  Mm.  per  liter  and  the  urine  in  all 
cases  being  neutral  or  alkaline.  The 
urinary  excretion  of  aldosterone  and  the 
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total  secretion  of  aldosterone  was  elevated 
in  all  instances  in  which  it  was  determined. 
Both  determinations  were  not  performed  in 
all  instances.  A summary  of  the  laboratory 
data  is  seen  in  Table  II.  In  addition  to  the 
routine  tests,  suppression  studies  were 
carried  out  to  substantiate  the  diagnosis. 
The  exchangeable  sodium  and  potassium 
were  measured.  Roentgenologic  studies 
were  not  of  great  importance  in  establishing 
the  diagnosis  except  to  rule  out  unilateral 
renal  arterial  pathologic  conditions.  This 
was  done  in  the  first  4 patients,  but  since  a 
total  adrenalectomy  was  performed  on  a 
young  boy  who  was  found  subsequently  to 
suffer  from  a renal  arterial  pathologic 
condition,  all  suspected  patients  undergo 
this  examination. 

Surgery  was  performed  through  a 
transabdominal  route.  The  incision  was 
usually  a bilateral  subcostal  one,  although 
a long  midline  incision  was  adequate  with 
good  anesthesia.  Before  surgery  was 
undertaken,  the  potassium  deficit  was 
corrected  through  the  use  of  potassium 
supplements  and  spironolactone  for  five 
days.  It  does  not  appear  that  the  type  of 
anesthetic  agent  is  vital  in  these  patients, 
but  care  was  taken  to  avoid  any  undue 
excitement  or  hypertension  during 
induction.  There  was  no  instance  of  dif- 
ficulty with  induction  in  the  series. 

Since  all  the  patients  had  an  increase  in 
circulating  mineralocorticoid  and  no 
evidence  of  glucocorticoid  deficiency,  no 
steroids  were  administered  preoperatively. 
Parenthetically,  it  seems  unwise  to  give 
steroids  to  people  who  do  not  need  them, 
and  it  interferes  with  studies  on  resected 
specimens. 

The  tumor  was  located  on  the  right  side 
in  2 instances,  on  the  left  in  an  additional  2 
patients,  and  was  bilateral  in  1 patient. 
There  was  bilateral  hyperplasia  in  1 case. 
The  therapy  of  the  solitary  adenoma  was 
total  removal  of  the  adrenal  on  the  af- 
fected side.  The  patient  with  bilateral 
tumors  was  subjected  to  total  right 
adrenalectomy  and  wide  excision  of  the 
neoplasm  on  the  left.  This  therapy  was 
carried  out  after  consultation  with  the 
medical  endocrinologists  because  it  was  felt 
that  the  nodule  was  discrete  and  that  the 
incidence  of  malignancy  was  very  low,  so 
that  it  would  be  preferable  to  avoid 
total  adrenalectomy  if  possible.  The 


TABLE  III.  Postoperative  results 


Case 

Result 

Follow-Up 

1 

Poor 

Requires  reserpine  for 
normal  blood  pressure 

2 

Good 

Ten  months 

3 

Good 

Six  months 

4 

Good 

Four  and  one-half  years 

5 

Good 

Four  years 

6 

Good 

Five  years 

young  boy  who  had  bilateral  hyperplasia 
was  subjected  to  total  left  and  subtotal 
right  adrenalectomy.  It  was  not  necessary 
to  use  cortisone  in  the  postoperative  period 
in  any  of  the  patients  except  in  the  patient 
with  bilateral  adenomas.  She  received 
cortisone  for  a brief  period  and  then  was 
tapered  from  the  drug  without  difficulty. 
The  patients  were  given  nothing  by  mouth 
until  evidence  of  bowel  activity  returned, 
and  then  thev  progressed  to  regular  diet. 
The  postoperative  levels  of  sodium  and 
potassium  were  carefully  checked,  and  when 
indicated,  supplementary  sodium  was  ad- 
ministered. 

There  were  2 complications  in  the  group, 
both  being  wound  infections.  One  was 
superficial  and  the  other  was  in  the  ab- 
dominal cavity.  There  were  no  deaths,  and 
both  patients  with  infection  recovered  well 
after  the  infection  was  drained.  The  reason 
for  the  infections  is  not  clear  from  a review 
of  the  charts,  and  in  a small  series  its 
significance  cannot  be  evaluated. 

Results 

The  over-all  results  in  this  series  of  6 
patients  is  presented  in  Table  III.  The  4 
patients  with  unilateral  adenomas  have 
had  a clinical  cure  of  their  disease,  and 
their  hypertension  has  returned  to  normal 
or  borderline  levels,  that  is,  about  140  to 
150/90  to  100.  The  patient  with  the 
bilateral  adenomas  is  a short-term  follow- 
up being  only  eight  months  postoperative. 
However,  she  is  normotensive  and  is 
clinically  well.  The  patient  in  the  final 
category,  and  in  fact  the  first  one  to  be 
operated  on,  has  not  had  a good  result.  He 
is  hypertensive  and  requires  reserpine. 
The  urinary  excretion  of  aldosterone  is  at 
the  upper  limits  of  normal  or  elevated  de- 
pending on  the  determinations.  He  is 
smaller  than  average  and  is  a definite 
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behavior  problem.  The  future  management 
of  this  boy  has  still  not  been  decided. 

525  East  68th  Street, 
New  York  City  10021 
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A.M.A.  issues  book  on  new  drugs 


The  Council  on  Drugs  of  the  American  Medi- 
cal Association  has  recently  issued  a book  de- 
signed to  meet  the  specific  needs  of  the  practic- 
ing physician  for  a source  of  up-to-date,  authori- 
tative, and  unbiased  information  on  single 
entity  drugs  introduced  within  the  past  ten 
years.  The  500-page  book  entitled  New  Drugs 
can  be  obtained  from  the  A.M.A.  at  a cost  of 
$5.00  per  copy. 

A vast  amount  of  new  drugs  and  new  groups 
of  drugs  have  come  on  the  market  in  the  past 
decade.  Although  new  products  are  accom- 
panied by  advertising  and  prescribing  informa- 
tion from  drug  manufacturers,  the  physician 
usually  feels  a need  for  an  impartial  evaluation 
of  the  products  by  other  physicians,  especially 
by  physicians  capable  of  giving  expert  opinions. 
This  book  discusses  each  new  product — what  it 
does,  how  effective  it  is  in  comparison  with 
similar  drugs,  and  its  side-effects.  Statements 
made  about  new  drugs  are  based  on  evaluation 
of  laboratory  and  clinical  evidence  by  the  coun- 
cil and  its  many  consultant  experts.  Evidence 
is  gathered  from  manufacturers  and  published 
scientific  reports;  no  original  laboratory  or 
clinical  research  is  done  by  the  council.  Inclu- 
sion of  a drug  in  the  book  does  not  constitute 
council  approval;  each  statement  is  simply  the 
most  authoritative  and  objective  consensus  the 
council  could  obtain. 

New  Drugs  differs  from  the  council’s  previous 
book,  New  and  Nonofficial  Drugs,  in  that  it  cov- 
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ers  a larger  scope  and  is  organized  and  oriented 
toward  therapy  to  make  it  most  useful  to  the 
practicing  physician.  It  takes  its  place  as  a 
very  significant  part  of  the  council’s  continuing 
drug  information  program,  which  also  includes 
the  receipt  and  dissemination  of  adverse  drug 
reaction  reports  and  the  regular  communication 
of  drug  information  to  the  medical  profession 
through  articles  in  the  Journal  of  the  American 
Medical  Association. 

The  book  is  organized  into  chapters  and  sec- 
tions based,  insofar  as  possible,  on  therapeutic 
uses  of  the  new  drugs  rather  than  their  chemis- 
try and  pharmacology.  Each  chapter  or 
major  section  is  prefaced  by  an  introductory 
statement  that  discusses  the  relationship  of  the 
drugs  to  each  other  and  to  older  drugs. 

New  drugs  are  described  in  monographs  that 
give  the  adopted  nonproprietary  name,  chemical 
or  biological  identity,  actions  and  uses,  limita- 
tions, adverse  reactions,  precautions,  dosage 
and  routes  of  administration,  preparations  and 
their  available  sizes  or  strengths,  known  sources 
of  supply  together  with  the  commercial  name  or 
names  by  which  the  drug  is  sold  in  the  U.S.,  year 
of  commercial  introduction  in  the  U.S.,  year  of 
evaluation  for  New  Drugs  or  New  and  Nonoffi- 
cial Drugs,  and  year  of  the  most  recent  revision 
of  the  council-sponsored  monograph.  All  drug 
monographs  are  revised  whenever  the  council 
feels  that  re-evaluation  of  a drug’s  status  is 
necessary  on  the  basis  of  significant  new  infor- 
mation. 

Plans  call  for  the  updating  of  New  Drugs 
annually,  with  future  editions  to  appear  no 
later  than  April  1. 
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The  selection  of  operation  in  patients 
with  peptic  ulcer  is  still  a very  lively  prob- 
lem, about  which  there  is  much  difference 
of  opinion  even  among  surgeons  of  great 
experience.  A brief  resume  of  the  known 
features  of  peptic  physiology  might  be  the 
best  approach  to  a discussion  of  current 
surgical  practices. 

Physiology 

In  the  fasting  state,  the  normal  stomach 
secretes  about  50  cc.  of  acid  gastric  juice 
an  hour,  with  an  output  of  15  to  20  mEq.  of 
free  hydrochloric  acid  in  twelve  hours. 
The  pH  of  the  gastric  juice  in  the  resting 
state  is  about  4.5.  At  the  sight,  thought, 
or  smell  of  an  anticipated  meal  the  cephalic 
phase  of  secretion  begins.  This  mecha- 
nism, originating  in  the  brain  and  activated 
through  the  vagus  nerves,  stimulates  the 
parietal  cell  mass  to  secrete  acid  gastric 
juice  and  pepsin.  The  food  then  entering 
the  stomach  is  acted  on  by  gastric  juice 
with  its  pepsin,  which  is  active  in  an  acid 
medium.  As  the  bulk  of  food  neutralizes 
the  gastric  acidity  and  approaches  an 
alkaline  level,  the  antral  mucosa  is  thus 
triggered  to  release  the  hormone  gastrin. 
Gastrin,  acting  humorally,  induces  the 
parietal  cells  to  repeat  their  acid  secretion, 


again  furthering  the  action  of  pepsin.  The 
food  bolus  now  begins  to  pass  into  the  duo- 
denum, and,  the  meal  finished,  the  cephalic 
phase  of  secretion  ceases.  When  the 
stomach  empties,  the  antrum  again  be- 
comes acidified,  and  gastrin  production 
stops;  the  stomach  thus  returns  to  a rest- 
ing state.  In  the  duodenum  the  arrival 
of  an  acid  bolus  is  a strong  stimulant  to 
the  secretion  of  pancreatic  bicarbonate; 
the  chyme  activates  a vigorous  flow  of 
bile  and  also  retards  gastric  evacuation. 
Acidification  of  the  duodenum  also  in- 
hibits gastric  secretion.  After  the  meal 
passes  out  of  the  duodenum  and  when  the 
digested  elements  are  absorbed  into  the 
blood  stream,  there  is  a final  but  lesser  in- 
crease in  the  flow  of  gastric  secretions  called 
the  intestinal  phase  of  gastric  secretion. 
Presumably  after  a short  activation  by  this 
mechanism  the  stomach  returns  to  its  rest- 
ing or  fasting  state.1-4  Many  additional 
small  parts  of  the  total  picture  remain  to  be 
worked  out  as  the  abundant  physiologic 
experiments  indicate.5-7 

Pathologic  physiology 

There  are  a few  pertinent  established 
facts  that  help  in  understanding  the  de- 
velopment of  ulcer;  other  facts  and  obser- 
vations, mostly  clinical,  still  need  further 
elucidation. 

Most  duodenal  ulcer  patients  have  an 
excessive  fasting  secretion  of  gastric  juice, 
high  in  free  hydrochloric  acid.3  About 
20  per  cent  of  duodenal  ulcer  patients  have 
an  associated  gastric  ulcer.8  In  the  duo- 
denal ulcer  patient,  the  continuously  ex- 
cessive fasting  secretion  of  acid  gastric 
juice,  for  whatever  reason,  is  strongly  im- 
plicated as  the  cause  of  the  ulcer.  De- 
formity and  malfunction  of  the  pylorus  in 
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this  group  may  lead  to  stasis  in  the  stomach 
with  development  of  gastric  ulcer  also. 
Stasis  is  generally  considered  to  be  the 
basic  causative  factor  in  gastric  ulcer. 
The  relationship  is  explained  in  this  way: 
Stasis  or  retention  of  food  in  the  stomach, 
remaining  as  a buffer  to  acids,  stimulates 
prolonged  liberation  of  gastrin  with  its 
humoral  release  of  gastric  acid.  This  pro- 
longed contact  of  portions  of  the  stomach 
with  excess  acid  leads  to  gastric  ulcera- 
tion. 2-4  Actual  measurements  of  nocturnal 
fasting  secretion  in  gastric  ulcer  patients 
are  at  or  below  normal  levels.  This  may  be 
due  to  neutralization  of  the  juice  by  re- 
tained material.  Continued  stimulation 
of  the  parietal  cells  by  gastrin  is  the  ex- 
planation accepted  for  the  high  rate  of 
marginal  ulceration  when  the  turned-in 
duodenal  stump  contains  some  antral 
mucosa.  The  same  is  true  in  an  incom- 
plete Bancroft  operation  or  in  the  first 
stage  of  the  McKittrick  procedure.4  The 
Zollinger- Ellison  ulcerogenic  syndrome  is 
an  exotic  and  not  very  common  situation, 
in  which  the  noninsulin-containing  secre- 
tion of  islet  cell  pancreatic  tumors  causes 
enormously  excessive  secretions  of  gastric 
acid,  producing  intractable  peptic  ulcers.9-  10 

Surgery  for  gastric  ulcer 

With  the  background  we  have  indicated 
briefly,  perhaps  one  will  be  better  able  to 
evaluate  the  mass  of  conflicting  data  and 
opinions  that  make  up  the  current  ulcer 
surgery  literature. 

To  begin  with,  surgical  treatment  of 
gastric  ulcer  is  in  a far  less  controversial 
state  than  operative  procedures  relating  to 
duodenal  ulcer.  Most  surgeons  agree  that 
the  ideal  operation  for  an  ulcer  in  the  lower 
half  of  the  stomach  is  a partial  gastrectomy 
with  either  a Billroth  I or  Billroth  II 
anastomosis.  For  solitary  gastric  ulcer, 
with  normal  or  low  acid  figures,  a conserva- 
tive resection,  removing  the  ulcer  and  re- 
storing continuity  by  a Billroth  I anastomo- 
sis, is  the  operation  of  choice.  Some  differ- 
ence of  opinion  arises  when  the  gastric  ulcer 
is  difficult  of  access  in  the  upper  portion  of 
the  stomach.  In  an  excellent  review 
Amend ola 11  says  “any  operation  which 
does  not  remove  the  lesion  is,  in  my  opinion, 
inadequate  and  ill-ad  vised.”  Farris  and 
Smith,8  at  the  other  extreme,  would  treat  a 


high  gastric  ulcer  by  gastrotomy  and  quad- 
ruple (in  sectors)  biopsy.  If  there  is  no 
malignant  change,  they  complete  the  pro- 
cedure by  vagectomy  and  pyloroplasty. 
Hoerr12  would  excise  the  ulcer  completely 
for  biopsy,  a wedge  resection,  and  follow 
this  with  vagotomy  and  pyloroplasty  or  a 
limited  gastrectomy.  Certainly  one  should 
be  more  content  with  total  excision  of  the 
ulcer  in  association  with  any  other  pro- 
cedure. If  this  is  done,  it  is  difficult  to 
conceive  of  a situation  where  a partial 
gastrectomy  could  not  be  the  definitive 
procedure.  An  ulcer  high  on  the  lesser 
curvature  adjacent  to  the  esophagus  can 
usually  be  removed  and  an  adequate  gastric 
pouch  formed  by  a tubular  reconstruction 
of  the  greater  curvature.  Mortality 
figures  will  be  somewhat  higher  in  such 
high  resections  than  in  biopsy  and  lesser 
procedures.  This  decision  must  be  weighed 
against  the  occasional  carcinoma  that  will 
be  missed  in  a biopsy  procedure.  Mor- 
bidity of  such  a partial  gastrectomy  should 
not  exceed  that  of  wedge  resection  pro- 
cedures. 

Benign  high  gastric  ulcer  will  uniformly 
heal  when  only  an  antrectomy  is  done,  the 
Kelling-Madlener  procedure.  Dragstedt2 
believes  that  after  multiple  biopsies  of  a 
benign  high  gastric  ulcer,  an  antrectomy  is 
the  operation  of  choice,  but  also  suggests 
gastroenterostomy.  My  personal  prefer- 
ence would  be  a resection  of  the  ulcer  as  a 
part  of  gastric  resection  and  restoration, 
with  an  adequate  pouch,  by  a Billroth  I 
procedure.  In  an  aged  or  otherwise  poor- 
risk  patient,  modification  should  be  made; 
multiple  biopsy  and  pyloroplasty  would  be 
best  under  these  circumstances.  Remem- 
bering the  physiology  already  outlined, 
any  operation  for  gastric  ulcer  must 
eliminate  gastric  stasis. 

A word  should  be  said  about  the  type  of 
gastric  situation  that  is  similar  to  duodenal 
ulcer.  The  patients  are  the  same  stress- 
worn  people.  They  are  hypersecretors, 
and  the  typical  ulcer  is  prepyloric.  In  this 
group  an  operation  similar  to  an  operation 
for  duodenal  ulcer  is  probably  necessary. 
Thorbjarnarson  and  Glenn13  would  prefer  a 
two-thirds  gastrectomy  in  this  group,  while 
Farris  and  Smith8  would  use  vagotomy  and 
pyloroplasty.8-12 

In  general  the  results  of  surgery  for  gas- 
tric ulcer  are  quite  satisfactory.  At  least 
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90  per  cent  of  the  patients  become  virtually 
symptom-free.  Marginal  ulcer,  as  a com- 
plication of  surgery  for  gastric  ulcer,  is  in- 
frequent, but  mortality  rates  for  gas- 
trectomy in  gastric  ulcer  are  a bit  higher 
than  in  duodenal  ulcer.14  This  probably 
reflects  the  fact  that  these  patients  are 
older  than  the  duodenal  ulcer  group. 

An  interesting  pathophysiologic  note 
came  to  light  recently  in  another  of  Drag- 
stedt’s  contributions. 15  It  had  been  known 
for  some  years  that  many  rabbits,  after 
vagotomy,  develop  gastric  ulcer.  In  com- 
paring vagotomy  alone  with  vagotomy 
plus  gastroenterostomy  or  pyloroplasty  in 
experimental  animals,  it  was  confirmed 
that  with  vagotomy  alone  some  rabbits 
developed  gastric  ulcer,  but  when  a drain- 
age procedure  was  added,  no  gastric  ulcers 
were  found.  This  tends  to  substantiate 
the  present  clinical  theory  and  treatment 
principles. 

Surgery  for  duodenal  ulcer 

More  common  and  often  more  virulent 
than  gastric  ulcer,  duodenal  ulcer  is  also 
much  more  controversial  in  regard  to  proper 
surgical  therapy.  First  let  us  consider 
elective  surgery  for  the  usual  intractable, 
possibly  obstructing  ulcer.  Perforated  ul- 
cer and  ulcer  with  massive  hemorrhage  will 
be  considered  separately. 

Currently  the  popular  and  successful 
operations  for  duodenal  ulcer  are  partial 
gastrectomy  (up  to  75  per  cent  resection 
and  often  called  subtotal),  hemigastrec- 
tomy  plus  vagotomy,  and  vagotomy  plus 
pyloroplasty.  Other  choices  are  less  popu- 
lar. Vagotomy  plus  gastroenterostomy  is 
still  used.  Selective  (limited  gastric)  va- 
gotomy, added  to  partial  gastrectomy  or 
pyloroplasty,  is  being  done  more  fre- 
quently.1617 Pylorectomy  with  vagotomy 
is  being  done  in  small  numbers.  Vagotomy 
alone  has  been  abandoned.  Gastroenteros- 
tomy without  vagotomy  is  still  occasionally 
indicated  in  long-standing  obstruction  of 
the  pylorus. 

For  our  purposes  then  we  must  try  to 
evaluate  the  relative  usefulness  of  four  pro- 
cedures: partial  gastrectomy,  hemigastrec- 
tomy  plus  vagotomy,  vagotomy  and  pyloro- 
plasty, and  vagotomy  plus  gastroenter- 
ostomy. Into  this  discussion  will  inevi- 
tably come  choices  between  Billroth  I and 


Billroth  II,  Heineke-Mikulicz  versus  Fin- 
ney pyloroplasty,  nasogastric  versus  gas- 
trostomy tube,  and  other  details.  The 
principal  criteria  on  which  we  can  best 
judge  these  operations  are:  mortality  rate, 
recurrence  rate,  unpleasant  sequelae,  or 
problems  such  as  malnutrition  and  dump- 
ing. 

At  the  outset  it  might  be  well  to  say  that 
vagotomy  plus  pyloroplasty  leaves  the 
patient  with  the  most  nearly  anatomico- 
physiologic  setup.  Hemigastrectomy  and 
vagectomy  with  a Billroth  I procedure  is  a 
little  less  so,  but  gastroenterostomy  and 
high  partial  gastrectomy,  especially  with  a 
Billroth  II  hook-up,  are  far  less  “normal.” 
This  however  is  an  ideal  criterion,  and 
practical  criteria  are  available. 

First  let  us  consider  mortality  rate. 
As  with  many  aspects  of  this  problem  we 
will  not  find  much  divergence.  Welch 
and  Rodkey18  report  a mortality  of  0.9 
per  cent  for  elective  high  gastrectomy  in 
383  cases.  Harvey19  reports  a mortality  of 
less  than  1 per  cent  in  the  past  fifteen  years; 
this  group  of  patients  includes  both  high 
partial  gastrectomy  and  hemigastrectomy 
plus  vagectomy.  Edwards  et  a/.20  in  a 
series  of  1,127  patients  using  antrectomy 
and  vagotomy  report  a mortality  of  2.1  per 
cent  for  the  whole  group,  with  61  per  cent  of 
these  deaths  in  the  emergency  cases.  For 
this  type  of  operation,  Palumbo  and 
Sharpe21  give  a mortality  rate  of  2.2  per 
cent  with  a 1.3  per  cent  mortality  in  elec- 
tive cases  and  7.6  per  cent  in  the  emer- 
gency group.  When  we  come  to  the  vagot- 
omy-pyloroplasty group,  Weinberg22-23  re- 
ports on  1,022  cases  with  a mortality  of  less 
than  1 per  cent;  in  the  89  emergency  cases 
a mortality  of  4.5  per  cent,  but  only  0.2  per 
cent  in  the  elective  group.  Dorton24 
reports  a 0.9  per  cent  mortality  for  this 
procedure  in  one  article  and  a later  series  of 
100  bleeding  cases  with  no  deaths.25  Only 
25  per  cent  of  this  group  are  classified  as 
emergency  cases.  Vagotomy  and  gastro- 
jejunostomy has  been  reported  with  a 
mortality  rate  of  0.5  per  cent.26 

It  will  be  seen  from  this  that  there  is  not  a 
great  difference  in  mortality  rates  with  the 
various  procedures.  Vagotomy  plus  hemi- 
gastrectomy shows  a slightly  higher  rate 
than  the  other  procedures.  Complications 
and  morbidity  are  also  somewhat  more 
frequent  in  the  resection  groups.  There  is 
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no  doubt  that  mobilizing  and  transecting 
the  duodenum  raises  these  figures.4  Wein- 
berg23 presents  a striking  comparison  of  the 
complications  following  gastric  resection 
and  vagotomy-pyloroplasty.  In  1,403  re- 
sections there  was  2.1  per  cent  suture  line 
leakage,  0.42  per  cent  common  duct  injury, 
and  2.2  per  cent  pancreatitis;  in  the  va- 
gotomy with  drainage  group  (1,129  cases), 
there  was  no  suture  line  leakage,  no  com- 
mon duct  injury,  and  no  pancreatitis. 

The  next  of  our  criteria  in  judging  the 
four  surgical  procedures  is  recurrence  rate. 
Welch  and  Rodkey18  show  a recurrence  of 
ulcer  in  4.5  per  cent  of  383  high  resection 
cases  operated  on  between  1952  and  1962. 
Harvey 19  reports  a rate  of  2.5  per  cent  in  his 
last  156  cases  with  hemigastrectomy  and 
vagectomy.  The  lowest  figure  for  any 
procedure  is  the  0.6  per  cent  marginal  ulcer 
rate  reported  in  the  antrectomy-vagectomy 
cases  of  Edwards  et  at.20  In  the  pyloro- 
plasty-vagotomy series  Weinberg22  23  re- 
ports recurrence  in  4.5  per  cent,  and  in  a 
well-followed  group  of  vagotomy-gastroje- 
junostomy patients,  a marginal  ulcer  de- 
veloped in  less  than  4 per  cent.26 

As  to  nutrition,  there  is  no  doubt  that  it  is 
in  the  high  gastrectomy  group  that  the  most 
severe  nutritional  problems  occur.  About 
one  third  of  these  patients  become  too  thin; 
a few  have  trouble  with  anemia.  When  the 
extent  of  the  resection  is  lessened  and  the 
gastric  reservoir  increased,  nutrition  is  im- 
proved. In  the  drainage  procedures,  where 
the  volume  of  the  stomach  is  not  decreased, 
no  significant  nutritional  disturbances  are 
seen.  The  dumping  syndrome,  however,  is 
seen  after  all  of  the  procedures  mentioned. 
It  may  follow  any  procedure  that  destroys 
the  physiologic  integrity  of  the  pylorus. 
Following  resections,  the  number  of  pa- 
tients who  have  serious  long-term  dumping 
is  from  1 to  2.2  per  cent.14-1819  Ferguson, 
Bravo,  and  Nusbaum27  found  fewer  dump- 
ers in  their  hemigastrectomy-vagotomy 
group  than  in  their  75  per  cent  resection 
cases,  and  symptoms  were  less  severe;  only 
2 per  cent  of  severe  dumping  was  found,  and 
this  was  all  in  the  high  resection  cases. 
Weinberg22  says  dumping  is  less  frequent 
and  less  severe  in  the  pyloroplasty-vagot- 
omy group.  It  is  said  to  be  less  severe 
after  Billroth  I than  after  Billroth  II  anas- 
tomoses.16 The  dumping  syndrome  is 
very  rarely  so  severe  as  to  require  recon- 


structive surgery,  but  several  procedures 
have  been  developed  for  this  purpose,  the 
most  widely  known  of  which  is  Henley’s 
remedial  operation.28 

Among  the  unpleasant  sequelae  seen  after 
gastric  surgery  is  diarrhea,  which  may  occur 
not  only  after  the  vagotomy  procedures  but 
after  simple  gastrectomy  as  well.  De- 
crease in  hydrochloric  acid  with  increased 
putrefaction  of  food  in  the  upper  gastro- 
intestinal tract  has  been  given  as  the  reason 
for  this  postsurgical  complication. 12  When 
vagotomy  is  added  in  any  gastric  procedure 
there  is  apt  to  be  an  increase  in  the  number 
of  diarrhea  patients  and  in  the  severity  of 
the  complaint.  Other  reported  side-effects 
of  complete  subdiaphragmatic  vagotomy 
include  malfunction  of  the  gallbladder, 
pancreas,  and  small  intestine.  While  post- 
vagotomy diarrhea  has  not  been  bother- 
some in  the  experience  of  a great  many 
surgeons,  this  complaint,  together  with 
other  disturbed  functions,  has  led  Harkins 
and  others  to  study  selective  vagus  dener- 
vation of  the  stomach.1617  This  procedure 
is  as  yet  not  very  widely  used,  but  encour- 
aging progress  is  reported. 

Before  passing  on  to  consideration  of 
perforated,  bleeding,  and  recurrent  ulcer 
situations  and  the  surgical  treatment  of 
peptic  ulcer  in  children,  it  might  be  well  to 
summarize  briefly  the  attributes  and  limita- 
tions of  the  procedures  mentioned  in  the 
elective  treatment  of  chronic  duodenal 
ulcer. 

Partial  gastrectomy.  The  classic 
Billroth  II,  two-thirds  gastrectomy  is  ac- 
complished with  a mortality  rate  of  1 to  2 
per  cent.  Estimating  the  amount  of  stom- 
ach resected  by  comparing  various  reports 
has  been  impossible.  Some  surgeons  report 
the  amount  of  stomach  resected  according 
to  length,  others  by  volume.  Because  of  the 
shape  of  the  stomach,  a resection  of  the 
distal  50  per  cent  (by  length)  of  the  stomach 
may  actually  leave  a volume  of  66  per  cent 
owing  to  the  wider  fundus  and  cardia. 
High  resection  is  associated  with  a signifi- 
cant number  of  serious  postoperative 
complications.  Follow-up  studies  show  a 
small  group  of  patients  with  the  dumping 
syndrome,  a few  with  intractable  diarrhea, 
and  25  to  35  per  cent  of  patients  who  remain 
underweight.  The  recurrence  rate  of  mar- 
ginal ulcer  is  about  4.5  per  cent.  When  the 
Billroth  I procedure  without  vagotomy  is 
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used,  most  features  are  similar  to  those  of 
the  Billroth  II,  but  recurrence  of  ulcer 
develops  in  about  15  per  cent.29 

Hemigastrectomy  plus  vagotomy. 
With  vagotomy  and  a more  limited  partial 
gastrectomy  (25  to  50  per  cent),  represent- 
ative series  show  similar  or  a little  higher 
mortality  rate  and  slightly  greater  mor- 
bidity rates.27  Late  symptoms  are  similar 
to  the  simple  gastrectomy  group  with 
slightly  less  dumping,  definitely  better 
nutritional  status,  and  a very  significantly 
lower  rate  of  recurrent  ulcer,  as  low  as  0.6 
per  cent.  It  is  pointed  out  by  many  authors 
that  in  their  recurrences  after  this  proce- 
dure there  is  a significant  number  with 
proved  incomplete  vagotomy.20 

Vagotomy  and  pyloroplasty.  Vagot- 
omy with  pyloroplasty  in  expert  hands  is 
done  with  very  low  mortality  (0.5  to  1 per 
cent)  and  strikingly  lower  morbidity  than 
the  resection  operations.  Most  supporters 
of  this  procedure  use  a gastrostomy  tube  for 
the  postoperative  decompression  of  the 
stomach.  In  experienced  hands  there  are 
few  complications  from  its  use.  Some 
surgeons,  however,  have  had  serious  se- 
quelae directly  attributable  to  this  method. 
As  to  whether  the  Heineke-Mikulicz  or  the 
Finney  pyloroplasty  is  the  better  drainage 
procedure,  time  and  the  experience  of  the 
surgeon  will  disclose.  Dumping  and  mal- 
nutrition have  not  been  serious  problems 
following  vagotomy-pyloroplasty,  but  the 
recurrence  rate  is  reported  at  4.5  per  cent.  23 

Vagotomy  plus  gastroenterostomy. 
When  vagotomy  is  used  with  gastroenteros- 
tomy as  the  drainage  procedure  the  mortal- 
ity rate  can  also  be  very  low  (0.5  per  cent) 
and  morbidity  in  a corresponding  range. 
Diarrhea  has  been  a problem  in  9 per  cent, 
but  nutrition  has  been  fine.  The  rate  of 
recurrent  stomal  ulcer  in  one  representative 
series  is  about  4 per  cent.26 


I reatment  of  perforated  ulcer 

For  many  years,  simple  closure  of  a per- 
forated peptic  ulcer  has  been  the  usually 
accepted  operation,  utilizing  a free  or 
attached  piece  of  fat  as  a reinforcing  patch. 
For  all  patients,  young,  old,  healthy  or 
debilitated,  soon  or  late  after  perforation, 
mortality  has  varied  from  11. 8 30  to  19  per 
cent31  in  recent  reports.  Neglect,  failure  to 
establish  the  diagnosis,  and  delay  in  operat- 


ing on  perforated  ulcer  patients  continue  to 
keep  the  mortality  rate  too  high.  As  a rule 
the  best  results  follow  early  diagnosis  and 
early  operative  correction  by  whatever 
method  is  chosen.  In  the  exhaustive  re- 
view by  Kingsbury  and  Pennoyer,30  from 
the  Roosevelt  Hospital,  encompassing 
twenty-five  years  and  514  cases,  some  most 
interesting  facts  are  noted:  18  patients  had 
had  previous  ulcer  perforations,  and  8 
perforated  subsequent  to  the  first  operation 
reported  here;  89.5  per  cent  of  patients 
were  male;  and  81  per  cent  gave  a past 
history  suggestive  or  diagnostic  of  peptic 
ulcer.  About  50  per  cent  of  the  peritoneal 
cultures  taken  in  these  cases  were  positive 
for  pathogenic  organisms.  In  the  follow- 
up, 35.5  per  cent  of  patients  remained  free 
of  symptoms,  but  38.6  per  cent  had  symp- 
toms severe  enough  to  demand  further 
surgery.  Auchincloss32  in  his  review  of  a 
small  series  points  out  that  VonHaberer  in 
1919  did  the  first  emergency  gastric  resec- 
tion for  perforation  and  that  the  operation 
has  been  commonly  done  in  Europe  since 
that  time.  Jordan,  De  Bakey,  and  Cooley 31 
have  reported  62.8  per  cent  of  immediate 
gastrectomies  for  perforation  with  a mortal- 
ity of  only  1.5  per  cent.  This  figure  is  not 
comparable  to  the  19  per  cent  mortality 
rate  in  their  simple  closure  cases  due  to 
factors  of  selection;  the  younger,  better- 
risk  patients  and  those  with  lesser  degrees  of 
peritoneal  reaction  and  infection  were 
chosen  for  resection.  Harvey33  presents  a 
strong  case  for  emergency  gastrectomy  in 
perforated  ulcer  patients  by  reporting  49 
emergency  gastrectomies  without  a death. 
Again  not  entirely  comparable,  the  simple 
closure  cases  numbering  112  had  a 10  per 
cent  mortality.  Harvey  stresses  that  there 
is  greater  morbidity  in  the  simple  closure 
group  and  that  some  dangerous  situations 
created  by  simple  closure  are  obviated  by 
gastrectomy. 

The  summation  of  the  theses  of  the  sur- 
geons cited  here  is  that  emergency  gastrec- 
tomy should  be  done  more  often  after  per- 
foration of  peptic  ulcer.  The  high  rates  of 
recurrent  severe  symptoms — 35  to  75  per 
cent — indicate  the  eventual  need  of  gastrec- 
tomy in  many  of  these  cases.  Careful 
selection,  largely  based  on  the  age  and  gen- 
eral condition  of  the  patient,  the  degree  of 
peritoneal  infection,  and  the  location  of  the 
ulcer,  is  stressed.  It  appears  that  anti- 
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biotics  have  assisted  in  producing  the  good 
results. 

It  should  be  indicated  before  leaving  this 
subject  that  a few  authors  treat  perforated 
ulcers  by  vagotomy  and  pyloroplasty. 
Weinberg23  reports  34  such  cases  with  no 
deaths.  He  specifies  that  the  procedure  is 
used  for  patients  whose  histories  indicate 
long-standing  disease.  At  operation  the 
ulcer  edges  may  be  freshened;  the  ulcer 
perforation  is  included  in  the  gastroduod- 
enotomy.  With  the  small  experience  by 
this  method,  further  statistics  must  be 
awaited.  Definitive  surgery,  resection,  or 
vagotomy  plus  pyloroplasty  should  be  used 
in  perforated  ulcer  patients  when  conditions 
permit. 

Massive  hemorrhage  from  peptic  ulcer 

The  fascinating  field  of  hemorrhage  from 
peptic  ulcer  has  been  the  subject  of  great 
interest  to  both  internists  and  surgeons. 
Great  differences  of  opinion  still  exist  as  to 
whether  these  patients  should  be  admitted 
to  the  medical  or  surgical  service,  whether 
early  operation  should  be  done,  and  what 
criteria  should  be  used  as  indications  for 
operation.  Different  series  are  impossible 
to  compare  accurately  because  of  different 
standards  in  classifying  the  degree  of  hem- 
orrhage. The  common  mortality  rate  for 
nonsurgical  treatment  of  massive  upper 
gastrointestinal  hemorrhage  is  probably 
16  per  cent.  With  carefully  worked  out 
schemes  of  surgical  management,  followed 
by  gastrectomy,  rates  of  7.6  per  cent,21  8.8 
per  cent,14  and  9 per  cent33  are  reported. 

Stewart34  35  has  laid  down  criteria  for 
massive  bleeding  which  have  been  widely 
used  and  respected  but  still  permit  varia- 
tions in  classification.  The  surgeon  who 
sees  blood  going  in  the  vein  and  coming  out 
the  nasogastric  tube,  with  the  blood  pres- 
sure hovering  between  90  and  100  systolic,  a 
hematocrit  of  27,  and  a hemoglobin  of  8 Gm. 
knows  what  massive  hemorrhage  is.  Some 
writers  have  insisted  that  the  ulcer  be 
actively  bleeding  at  the  time  of  operation  to 
qualify  the  case  as  a massive  bleeder; 
others  accept  evidence  of  bleeding  within 
the  past  seven  days,  along  with  other 
criteria.  In  any  case,  no  attempt  will  be 
made  here  to  improve  on  standards  for 
comparison. 

Our  own  rate  of  success  at  the  Roosevelt 


Hospital  in  dealing  with  these  patients  in 
recent  years  has  been  far  less  satisfactory 
than  previously,  using  gastrectomy  prima- 
rily as  the  operation  of  choice.36  Perhaps 
gastric  cooling,37  balloon  tamponade,  and 
such  measures  which  have  put  off  the  fate- 
ful hour  of  stopping  the  hemorrhage  by 
surgery  have  influenced  our  deteriorating 
results.  Certainly  patients  have  recently 
received  more  transfusions  prior  to  surgery 
and  surgery  has  been  done  by  a wider,  less 
specialized  group  of  surgeons  than  in  our 
earlier  experience.  Results  of  surgery  will 
be  improved  by  earlier  intervention  espe- 
cially in  the  older  patients.  Fear  of  not 
finding  a bleeding  ulcer  should  not  deter  the 
surgeon  faced  with  an  exsanguinating 
patient  with  fresh  blood  coming  out  of  the 
nasogastric  tube,  shock  despite  transfusion 
of  1,000  cc.,  and  a low  hematocrit.  Bleed- 
ing esophageal  varices  can  be  temporarily 
controlled  by  surgery  if  necessary;  often 
the  varices  are  gastric  and  more  accessible. 
Mallory- Weiss  tears  are  amenable  to  sur- 
gery. Acute  gastritis  can  perhaps  be 
helped  by  vagectomy.  Stress  ulcers  that 
are  massively  bleeding  are  best  treated 
early.  A plea  is  made  for  earlier  surgical 
intervention  where  any  surgery  is  contem- 
plated. One  observation  that  has  been 
helpful  to  us  is  that  any  patient  who 
stabilizes  with  transfusion  in  the  first 
twelve  to  twenty-four  hours  and  subse- 
quently rebleeds  should  be  operated  on  im- 
mediately. If  not,  many  more  transfusions 
will  be  required  to  get  the  patient  ready  for 
surgery.  Many  transfusions  worsen  the 
prognosis:  The  patient  does  not  heal  well,  is 
depleted,  and  does  not  seem  to  ward  off  in- 
fections and  other  complications. 

In  exploring  the  stomach  and  duodenum 
for  bleeding  from  an  unknown  site,  a small 
gastroduodenotomy  is  the  best  first  move. 
The  mucosa  of  the  first  portion  of  the  duo- 
denum, the  pylorus,  and  antrum  can  thus 
be  explored.  When  no  bleeding  is  found 
here,  a long  gastrotomy  on  the  anterior  sur- 
face of  the  stomach  is  necessary  to  allow 
visualization  of  the  esophagogastric  junc- 
tion and  cardia.  Division  of  the  short 
gastric  vessels  and  invagination  of  the 
cardia  into  the  gastrostomy  wound  may  be 
helpful.  It  is  best  to  make  any  gastrotomy 
wound  separate  from  the  pyloric  incision, 
since  the  latter  can  then  be  closed  as  a 
Heineke-Mikulicz  pyloroplasty  if  desired. 
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Upper  gastrointestinal  bleeding  is  often 
caused  by  a high  gastric  ulcer,  which  is 
easily  missed  if  the  gastrotomy  is  of  inade- 
quate length.  Statistics  reveal  that  a 
chronic  gastric  ulcer  is  twice  as  apt  to  bleed 
massively  as  is  a duodenal  ulcer.  Since 
duodenal  ulcer  is  about  six  times  as  common 
as  gastric  ulcer,  more  of  the  bleeding  cases 
are  due  to  duodenal  ulceration.38 

Fortunately,  a bright  spot  has  appeared 
in  the  field  of  surgery  for  the  massively 
bleeding  duodenal  ulcer.  Pyloroplasty, 
vagotomy,  and  suture  of  the  bleeding  point 
is  being  done  in  substantial  numbers  with 
results  far  superior  to  those  achieved  by 
gastrectomy.  Weinberg23  reports  a mor- 
tality of  4.5  per  cent  in  89  emergency  cases 
of  bleeding.  Dorton  and  Hyden39  report 
81  cases  with  no  mortality.  Farris  and 
Smith40  report  a 4 per  cent  mortality  in  76 
bleeding  cases,  50  of  which  were  considered 
massive.  These  results  are  much  better 
than  any  reported  with  extirpative  surgery, 
and  the  incidence  of  rebleeding  has  not  been 
much  higher  than  that  in  gastrectomy 
series.  Not  all  surgeons  have  had  such 
great  success  with  this  method,  perhaps  for 
technical  reasons.41  The  actual  sewing  of 
the  bleeding  ulcer  is  done  in  different  ways, 
and  this  may  be  the  crucial  point.  Wein- 
berg uses  a figure-of-eight  suture  of  cotton 
deep  into  the  ulcer  bed.  Dorton  uses  chro- 
mic catgut  in  a continuous  fashion  over  the 
ulcer  bed,  fearing  that  nonabsorbable  mate- 
rial may  interfere  with  healing  of  the  ulcer. 
Berne42  makes  a strong  point  of  placing 
sutures  in  such  a way  as  to  catch  not  only 
the  gastroduodenal  artery  but  also  its 
branches,  particularly  one  frequently  found 
running  out  from  the  ulcer  at  right  angles  to 
the  course  of  the  gastroduodenal  artery. 

The  great  improvement  in  mortality 
figures  by  the  suture  plus  vagotomy  and 
pyloroplasty  method  demands  its  more  ex- 
tensive trial.  This  is  particularly  so  when 
the  recent  experience  of  a large  series  of 
resections  shows  a surgical  mortality  rate 
no  better  than  the  rate  with  medical  man- 
agement.43 

Marginal  ulcer 

In  the  few  cases  in  which  an  ulcer  recurs 
after  gastric  surgery,  there  will  be  some 
which  remain  refractory  to  medical  man- 
agement. These  cases  will  require  further 


surgery.  Vagectomy,  if  it  was  not  part  of 
the  or  iginal  operation,  may  now  be  done  with 
every  expectation  of  healing  of  the  ulcer. 
Many  authors  note  incomplete  vagectomy 
to  be  a prominent  feature  in  their  recurrent 
ulcer  cases;  these  patients  require  a second- 
ary vagectomy.  Thoracic  vagectomy  may 
occasionally  be  desired  for  technical  rea- 
sons. Where  a marginal  ulcer  has  bled, 
perforated,  or  caused  a fistula  into  the 
colon,  vagectomy  and  a more  extensive 
resection  will  be  required.  In  the  Zol- 
linger-Ellison  cases,  recurrence  will  demand 
specialized  treatment. 

Peptic  ulcer  in  children 

In  general,  it  is  the  opinion  of  recent 
authors  that  surgical  management  of  peptic 
ulcer  in  children  should  be  very  similar  to 
that  in  adults.  In  emergency  situations 
Schuster  and  Gross44  recommend  vagotomy 
and  a drainage  procedure  but  suggest  a 40 
per  cent  gastrectomy  in  elective  cases. 
Thomson  and  Jewett45  emphasized  the  im- 
mediate nature  of  the  emergency  in  a child 
with  a bleeding  ulcer,  noting  that  death 
from  hemorrhage  may  occur  in  a few  hours. 
Another  feature  pointed  out  by  these 
authors  is  the  frequent  association  in 
children  of  very  serious  medical  disease  with 
ulcer,  perhaps  of  the  stress  type.  Finally  it 
is  indicated  that  children  do  not  necessarily 
have  any  disturbance  in  growth  pattern 
after  partial  gastrectomy. 

Zollinger-Ellison  syndrome 

Mention  of  the  Zollinger-Ellison  syn- 
drome is  brought  up  because  of  a recent 
report  of  interesting  and  ingenious  handling 
of  a case.46  Not  satisfied  with  the  choice  of 
treating  these  cases  by  either  total  pan- 
createctomy or  total  gastrectomy,  these 
authors  sought  a better  solution.  A pa- 
tient who  had  had  a subtotal  pancreatec- 
tomy showed  persistent  symptoms  of  the 
Zollinger-Ellison  syndrome.  This  patient 
was  explored  and  the  parietal  cell  mass  re- 
moved, after  accurate  delineation,  by  proxi- 
mal gastrectomy.  Reconstruction,  with 
provision  of  a gastric  reservoir,  was  done  by 
transposing  an  ileocecal  segment,  with 
esophagoileostomy  and  coloantrostomy. 
The  patient  was  thus  rendered  achlorhydric 
and  virtually  asymptomatic.  The  able 
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management  of  this  case  may  point  to  a 
better  way  out  of  the  previous  impasse. 

Gastric  freezing 

No  report  on  the  current  surgical  treat- 
ment of  peptic  ulcer  would  be  complete 
without  mention  of  gastric  freezing.  This 
technic,  in  which  the  intragastric  tempera- 
ture is  lowered  to  minus  20  to  24  C.  for  an 
hour,  is  followed  by  hypochlorhydria  or 
achlorhydria  for  varying  periods  of  time  in 
over  half  the  patients.  Many  ulcers  have 
been  shown  roentgenologically  to  have 
healed  as  a result  of  freezing.  Because  this 
is  not  an  entirely  innocuous  procedure  and 
because  present  follow-up  on  recurrence 
rates  and  results  is  not  nearly  as  good  as 
surgical  results,  this  procedure  should  at 
this  time  still  be  considered  a research  tool 
and  an  experimental  technic  which  is  not 
ready  for  widespread  clinical  use. 

Wangensteen  et  al.A 7 conclude  that  the 
procedure  appears  satisfactory  and  that  the 
best  application  is  in  the  treatment  of  un- 
obstructed duodenal  ulcer.  It  appears  that 
the  procedure  will  not  be  helpful  in  the 
hemorrhagic  ulcer  cases  and  that  it  should 
not  be  used  in  obstructing  duodenal  ulcer 
situations.  Continued  relief  of  ulcer  symp- 
toms was  obtained  in  about  70  per  cent  of 
the  150  cases  treated  by  Artz,  McFarland, 
and  Barnett.48 

Scott  et  a/.49  achieved  only  50  per  cent 
continued  relief  of  symptoms  but  they,  like 
others,  were  much  impressed  by  the  imme- 
diate relief  of  severe  ulcer  pain  after  gastric 
freezing.50 

Gastric  cooling,  which  must  not  be  con- 
fused with  gastric  freezing,  may,  as  men- 
tioned previously,  be  a useful  adjunct  in  the 
treatment  of  upper  gastrointestinal  hemor- 
rhage, but  is  not  considered  per  se  as  a 
method  of  treating  peptic  ulcer. 

Conclusions 

Most  surgeons  would  agree  that  gastric 
ulcer  low  in  the  stomach  is  best  treated  by  a 
partial  gastrectomy  with  a Billroth  I or  II 
reconstruction.  Addition  of  vagotomy  to 
this  procedure  will  probably  prove  useful 
when  there  is  an  associated  duodenal  ulcer 
or  when  the  patient  with  an  antral,  pre- 
pyloric, or  channel  ulcer  is  shown  to  be  a 
hypersecreter.  High  gastric  ulcer,  when 


benign,  can  be  treated  by  multiple  biopsy  or 
wedge  excision  and  distal  gastrectomy.  A 
second  and  better  method  in  this  situation 
is  a partial  gastrectomy  which  removes  the 
high  ulcer  in  continuity  with  the  resected 
distal  stomach,  at  the  same  time  preserving 
a large  reservoir  by  a tubular  reconstruction 
of  the  greater  curvature.  Since  most 
benign  high  gastric  ulcers  are  near  the  lesser 
curvature,  this  procedure  usually  is  not 
difficult. 

In  considering  the  operation  of  choice  in 
duodenal  ulcer,  we  firmly  believe  that  no 
one  operation  is  applicable  to  all  situations 
but  that  the  best  results  will  follow  the 
proper  selection  of  the  operation  to  suit  the 
individual  needs  of  the  patient. 29  50  51 

High  75  per  cent  subtotal  gastrectomy  is 
certainly  obsolescent  since  it  produces  no 
better  results  than  several  other  procedures, 
is  associated  with  relatively  high  morbidity 
and  mortality,  and  is  most  apt  to  produce 
severe  malnutrition  or  anemia. 

Limited  gastrectomy,  spoken  of  as 
antrectomy  or  hemigastrectomy  with  resec- 
tion of  25  to  50  per  cent  of  the  distal 
stomach  plus  vagotomy,  is  the  operation 
associated  with  the  least  recurrence  of  ulcer. 
It  is  also  followed  by  fewer  nutritional  dis- 
turbances than  occur  after  more  extensive 
resections.  Either  Billroth  I or  II  recon- 
struction is  equally  satisfactory,  and  there 
appears  to  be  no  significant  difference  be- 
tween antecolic  or  postcolic  anastomosis  in 
the  latter.20  Morbidity  however  is  higher 
and  mortality  in  most  series  is  greater  than 
in  the  vagotomy  plus  drainage  procedures. 
Therefore  this  procedure  is  the  operation  of 
choice  in  good-risk  elective  cases  in  the 
younger-age  group  where  there  is  not  a very 
difficult  duodenal  situation.  Its  use  can  be 
extended  to  a select  group  of  better-risk 
emergency  cases,  especially  perforated  ulcer 
patients  and  to  some  extent  to  the  hemor- 
rhage group. 

Pyloroplasty  with  vagotomy  is  a pro- 
cedure of  current  promise.  Because  it  is 
attended  by  an  ulcer  recurrence  rate  of  4.5 
per  cent,  it  obviously  cannot  be  considered 
a cure-all.  Smithwick,  Farmer,  and  Har- 
rower,51  in  fact,  predict  that  the  rate  of  re- 
current ulcer  will  eventually  be  higher  with 
this  procedure  than  it  is  with  vagotomy 
plus  gastroenterostomy  because  fewer  pa- 
tients are  found  to  be  achlorhydric  post- 
operatively.  Nutritional  disturbances  do 
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not  appear  to  be  a problem  after  pyloro- 
plasty and  vagotomy.  In  expert  hands 
this  procedure  is  certainly  accomplished 
with  very  low  mortality  rates,  most  striking 
in  the  hemorrhage  group.22-25  Because  of 
these  features,  pyloroplasty  and  vagotomy 
with  suture  of  the  ulcer  is  this  author’s 
choice  of  operation  for  the  massively  bleed- 
ing duodenal  ulcer  in  all  age  groups.  It  is 
also  the  procedure  best  applicable  to  the 
patient  who,  after  long  ulcer  distress  with 
intractability  and  repeated  x-ray  evidence 
of  a deformed  duodenum,  shows  a healed 
ulcer  and  a minimal  or  questionable  patho- 
logic condition  at  the  time  of  surgery.  In 
the  aged  or  poor-risk  patient  with  an  ob- 
structed pylorus  or  intractable  ulcer,  this 
operation  may  be  useful  if  the  duodenum  is 
sufficiently  soft  and  pliable.  But  as  Wein- 
berg22 says,  “where  there  is  doubt  as  to  the 
applicability  of  pyloroplasty,  this  procedure 
should  not  be  attempted.”  For  this  writer 
it  is  difficult  to  recall  many  instances  of 
perforated  ulcer  in  which  it  appeared  that 
pyloroplasty  could  be  safely  utilized,  de- 
spite its  extensive  use  in  certain  centers. 
Too  often  the  area  of  induration  is  so  wide 
that  it  would  seem  to  preclude  the  applica- 
tion of  this  procedure. 

Before  leaving  discussion  of  pyloroplasty 
and  vagotomy,  it  would  be  well  to  make  a 
few  conclusive  remarks  about  massive 
hemorrhage  from  the  upper  gastrointestinal 
tract,  the  special  situation  where  this  opera- 
tion is  of  most  use.  Armed  with  this  po- 
tent but  relatively  simple  weapon,  a more 
aggressive  attitude  toward  this  problem 
should  be  taken.  With  more  radical  sur- 
gery, results  in  massive  bleeding  problems 
are  worse  lately  than  they  were  ten  or  fif- 
teen years  ago.  Is  this  because,  provided 
with  comforting  adjunctive  and  diagnostic 
methods,  such  as  gastric  cooling  and  pres- 
sure balloons,  we  delay  surgery  until  the 
patient  has  lost  excessive  quantities  of 
blood  which  has  been  replaced  by  less 
valuable  blood  bank  blood?  It  is  our 
considered  opinion  that  we  are  operating  on 
these  cases  too  late  because  we  feel  that  the 
patients  cannot  tolerate  surgery.  We  hesi- 
tate because  we  feel  that  bleeding  will  stop 
and  surgery  will  be  avoided  and  because  we 
cannot  establish  a diagnosis  with  assurance. 
Currently  we  believe  that  the  patient  ad- 
mitted with  clinical  evidence  of  massive 
upper  gastrointestinal  bleeding,  evidenced 


by  shock  and  lowered  hematocrit,  hema- 
temesis,  or  melena,  and  where  a strong 
suspicion  of  ulcer  exists,  should  have  early 
emergency  surgery.  When  such  a patient 
has  received  two  pints  of  bank  blood  and  is 
still  unstable  and  bleeding,  operation  should 
be  done  at  once.  Pyloroplasty  and  suture 
ligation  of  the  bleeder  should  precede  va- 
gotomy, to  arrest  hemorrhage  first.  Where 
varices  are  found,  transesophageal  or  high 
gastric  ligation  of  these  vessels  should  be 
done.  In  acute  gastritis  with  hemorrhage, 
simple  vagotomy  and  pyloroplasty  will 
probably  control  the  bleeding.52  Where  no 
bleeding  is  found,  pyloroplasty  and  va- 
gotomy is  a far  more  sensible  procedure  than 
so-called  blind  gastrectomy.  For  bleeding 
cases  that  stop  with  one  or  two  transfusions, 
surgery  may  not  be  indicated,  if  it  is  the 
first  episode  in  a young  patient.  If,  how- 
ever, such  a patient  should  rebleed  while  in 
the  hospital  or  after  discharge,  surgery 
should  be  done  at  the  earliest  possible  mo- 
ment. The  poor  rates  for  surgery  in  these 
situations  should  be  much  improved  by 
such  an  aggressive  attitude  together  with 
intelligent  use  of  simple  suture,  vagotomy, 
and  pyloroplasty. 

Gastroenterostomy  with  vagotomy  is  a 
desirable  procedure  where  the  duodenum  is 
so  badly  diseased  that  direct  surgery  to  the 
duodenum  would  be  hazardous.  This 
might  include  very  large  ulcers  with  the 
base  on  the  liver,  very  extensive  adherence 
to  the  pancreas,  or  some  situations  where 
the  common  duct  seems  involved  in  the 
cicatricial  and  inflammatory  process.  In 
elective  situations  this  operation  is  not  to  be 
advocated  because  of  relatively  high  mor- 
bidity, fairly  high  dumping  and  diarrhea 
incidences,  and  a fairly  high  recurrence  rate. 

Simple  gastroenterostomy  without  va- 
gotomy still  has  a place  in  gastric  surgery. 
Perhaps  the  best  indication  for  its  use  is  in 
the  aged  emphysematous  or  cardiac  patient 
with  an  obstructing  duodenal  ulcer.  Va- 
gotomy will  result  in  more  chest  complica- 
tions and  may  be  extremely  dangerous  in  this 
group.  Utilizing  simple  gastroenterostomy 
the  procedure  can  be  done  with  less  risk, 
even  under  local  anesthesia  if  indicated. 
Since  marginal  ulcer  characteristically  oc- 
curs quite  late  after  this  operation,  the  aged 
and  infirm  patient  can  be  expected  to  run 
out  his  life  before  a recurrent  ulcer  develops. 

Adequate  endorsement  of  definitive  sur- 
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gery  in  perforated  ulcer  is  abundant  in  the 
literature,  and  our  limited  experience  has 
been  good.  Vagectomy  plus  resection  or 
possibly  drainage  should  be  done  in  suitable 
cases. 
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Radiating  Back  Pain  and 
Intestinal  Obstruction 


Case  history 

Marcel  Tuchman,  M.D.:  First  admis- 
sion. A sixty-five-year-old  Jewish  woman 
was  admitted  to  University  Hospital,  New 
York  City,  on  June  9,  1964,  because  of 
excruciating  pain  over  the  twelfth  dorsal 
vertebra  radiating  in  a belt-like  fashion  to 
the  upper  abdomen  and  both  groins.  Some 
vague  abdominal  cramps  had  been  experi- 
enced a few  weeks  previously,  but  the 
severe  pain  had  begun  about  one  week  be- 
fore entry  and  persisted  day  and  night 
without  relief.  Merperidine  hydrochloride 
(Demerol)  in  therapeutic  doses  failed  to 
relieve  the  pain  for  longer  than  two  hours. 
The  pain  was  not  related  to  food  intake,  nor 
was  it  associated  with  other  gastrointes- 
tinal complaints.  It  was  not  increased  by 
deep  inspiration  or  changes  in  position,  nor 
was  it  accentuated  by  movements  of  the 
torso,  turning,  bending,  or  jarring. 

The  patient  was  seen  one  day  before 
admission.  Physical  examination  was  un- 
revealing; urinalysis,  hematocrit,  sedimen- 
tation rate,  stool  guaiac,  and  alkaline  phos- 
phatase determinations  were  within  normal 
limits.  X-ray  examination  of  the  dorsal 
spine  showed  only  mild  demineralization; 
a chest  x-ray  film  showed  aneurysmal  dila- 
tation of  the  aortic  arch  with  calcification. 
The  pat'ent  stated  she  had  had  a “heart 
attack”  four  years  previously  which  was 
not  recognized  or  treated  at  the  time  but 
only  detected  on  electrocardiograms  taken 
subsequently  which  showed  a “residual 
scar.”  She  had  had  a cholecystectomy  a 


few  years  previously,  and  over  twenty-five 
years  ago  she  had  had  an  operation  in  which 
part  of  one  ovary  was  removed.  Review  of 
systems  revealed  she  had  been  constipated 
for  two  days  before  entry  and  had  been 
nauseous  several  hours  before  admission. 
She  was  not  diabetic,  and  there  was  no 
family  history  of  diabetes. 

Physical  examination  revealed  a well- 
developed,  well-nourished  woman.  The 
temperature  was  100.6  F.,  pulse  was  80 
and  regular,  and  blood  pressure  was  160/80 
in  the  right  arm  and  140/80  in  the  left  arm. 
She  was  not  in  acute  distress;  there  was  no 
dyspnea  or  cyanosis.  Examination  of  the 
head  and  neck  was  unrevealing,  including 
the  ocular  fundi.  The  heart  had  a regular 
sinus  rhythm;  the  heart  sounds  were  loud, 
and  there  was  a rough  systolic  murmur  that 
was  loudest  over  the  sternum  at  the  third 
intercostal  space.  The  lungs  were  clear  to 
percussion  and  auscultation.  The  abdo- 
men was  soft,  nontender,  and  no  masses  or 
organs  could  be  felt.  The  radial,  femoral, 
and  carotid  pulses  were  palpable.  There 
was  no  punch  tenderness  over  the  spine  and 
no  evidence  of  radicular  pain.  There  was 
no  peripheral  edema;  both  extremities 
were  equally  warm;  the  pedal  pulse  was 
palpable  on  the  right,  absent  on  the  left. 

Several  hours  after  admission  the  pain 
increased  markedly  despite  merperidine 
hydrochloride,  and  it  spread  through  the 
abdomen.  The  abdomen  remained  soft 
but  somewhat  tender  over  the  left  colon. 
On  examination  by  a surgeon  on  the  night 
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after  admission,  a large,  soft  mass  was  felt 
in  the  left  lower  quadrant.  The  mass 
seemed  ill-defined,  but  manipulation  of  it 
elicited  back  pain.  Reducible  bilateral 
femoral  hernias  were  noted.  At  this  time 
the  white  cell  count  was  12,450,  and  the 
hematocrit  was  40.  A serologic  test  for 
syphilis  was  negative.  X-ray  examination 
of  the  abdomen  showed  considerable  gas 
distention  of  the  left  colon  down  to  the 
sigmoid,  but  no  fluid  or  stool  was  visible. 
Sigmoidoscopy  revealed  an  injected  rectal 
mucosa;  at  6 inches  there  was  a concentric 
narrowing  of  the  lumen  which  interfered 
with  further  passage  of  the  endoscope.  A 
small  amount  of  flatus  was  passed  from 
above.  Barium  enema  revealed  narrowing 
of  a segment  of  lower  sigmoid  suggestive  of 
diverticulitis,  and  treatment  was  directed 
toward  this  presumptive  diagnosis;  anal- 
gesics, antibiotics,  low  colonic  clysters,  and 
intravenous  fluids  were  used.  She  con- 
tinued to  have  a febrile  course  with  pain  in 
the  back  and  abdomen,  which  was  more 
localized  in  the  left  lower  quadrant.  She 
also  showed  partial  intestinal  obstruction 
manifested  by  distention  and  the  absence  of 
flatus  or  stool.  Sixty  hours  after  therapy 
was  initiated,  she  passed  large  amounts  of 
flatus  spontaneously,  yet  the  pain  persisted 
unrelentingly.  Diversion  colostomy  was 
considered. 

Four  days  after  admission  an  electrocar- 
diogram showed  inversion  of  T waves  over 
the  left  precordial  area;  they  had  been  up- 
right in  a tracing  taken  the  day  after 
admission.  On  the  fifth  hospital  day, 
urinary  retention  developed.  The  abdo- 
men became  much  softer  after  1,100  cc.  of 
residual  urine  were  removed  by  catheter. 
Pain  continued,  and  the  abdominal  findings 
were  not  commensurate  with  the  severity  of 
subjective  symptoms.  On  the  sixth  hospi- 
tal day,  during  an  especially  severe  episode 
of  back  and  left  lower  quadrant  pain,  she 
became  cyanotic  and  diaphoretic  but  main- 
tained a strong,  full  pulse  of  80.  The  blood 
pressure  declined  to  a systolic  level  of  100 
to  110.  An  electrocardiogram  showed  ele- 
vation of  S-T  segments  in  leads  V\,  V2,  and 
V3;  further  T-wave  changes  were  noted. 

An  aortogram  was  done  on  the  seventh 
hospital  day.  During  the  injection  of  dye, 
considerable  pain  of  the  same  character  and 
distribution  as  the  original  complaint  was 
reproduced.  The  aortogram  did  not  reveal 


a double  lumen,  but  multiple  small  saccular 
aneurysms  were  seen  in  the  thoracic  aorta 
and  a larger  one  at  the  level  of  the  seventh 
thoracic  vertebra.  Fusiform  dilatation  of 
the  aorta  extended  down  to  the  level  of  the 
renal  arteries  but  did  not  compromise  their 
lumens.  At  this  time  enzyme  studies 
(elevated  serum  glutamic  oxaloacetic  trans- 
aminase and  serum  lactic  acid  dehydro- 
genase) indicated  the  possibility  of  recent 
myocardial  damage. 

On  the  ninth  hospital  day,  urinary  reten- 
tion recurred.  The  persistent  back  pain 
described  initially  varied  somewhat  in  in- 
tensity and  was  not  accompanied  by 
fatigue,  weakness,  or  anorexia.  The  com- 
bination of  intermittent  abdominal  disten- 
tion, urinary  retention,  and  radicular  dis- 
tribution of  pain  raised  the  question  of  a 
spinal  cord  lesion,  but  a thorough  neu- 
rologic examination  and  spinal  tap  showed 
entirely  negative  findings.  An  upper  gas- 
trointestinal series  and  an  intravenous 
pyelogram  failed  to  reveal  any  intrinsic 
lesions  of  the  stomach,  duodenum,  or 
urinary  outflow  tract  or  any  displacement 
by  an  extrinsic  retroperitoneal  mass.  Ra- 
diologic examination  of  the  dorsal  and 
lumbar  vertebrae,  including  lamino grams, 
failed  to  reveal  any  osseous  lesions. 

During  the  next  week,  the  patient’s 
general  condition  gradually  improved. 
Pain  in  the  back  and  abdomen  slowly  sub- 
sided requiring  progressively  fewer  opiates, 
and  these  were  finally  discontinued.  The 
temperature  fell  to  normal;  the  patient’s 
appetite  improved,  and  her  general  well- 
being and  desire  to  ambulate  were  notable. 
She  was  transferred  to  a convalescent  home 
on  July  24,  1964,  in  an  ambulatory  condi- 
tion. 

Second  admission.  The  patient  was  re- 
admitted on  August  3,  1964.  She  had  been 
relatively  well  until  three  days  before  when 
she  developed  crampy  right  lower  quadrant 
pain  and  became  acutely  anorectic.  The 
following  day  she  developed  abdominal 
swelling  and  vomited  coffee- ground  mate- 
rial. There  was  no  fever  or  significant 
decline  in  blood  pressure.  The  day  before 
admission  she  vomited  several  times,  and 
on  the  day  of  admission  the  vomitus  was 
bile-stained  and  foul.  Pain  had  increased, 
and  no  flatus  was  passed. 

On  examination  there  was  a large,  tender 
infraumbilical  mass  but  no  signs  of  perito- 
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neal  irritation.  The  temperature  was  99 
F.,  and  the  blood  pressure  was  170  90. 
The  white  cell  count  was  13,850,  and  the 
hematocrit  was  38.  A flat  x-ray  of  the 
abdomen  revealed  a large  gas-filled  shadow 
in  the  pelvis  and  distended  loops  of  small 
bowel.  An  emergency  barium  enema  con- 
firmed the  clinical  impression  of  small  intes- 
tinal obstruction. 

Surgical  exploration  revealed  partial  in- 
testinal obstruction  caused  by  an  adhesive 
band  arising  from  the  right  salpinx  and  en- 
circling the  cecum  and  appendix,  almost 
amputating  the  latter.  The  cecum  was 
ballooned  as  a result  of  the  obstruction. 
Lysis  of  adhesions  and  an  appendectomy 
were  performed.  Shortly  after  induction  of 
anesthesia,  the  patient  developed  an  irregu- 
lar supraventricular  arrhythmia,  probably 
auricular  flutter  with  a 2 : 1 block,  accom- 
panied by  a ventricular  rate  of  160.  There 
was  no  shock  or  congestive  heart  failure,  and 
the  arrhythmia  subsided  without  specific 
treatment.  Her  postoperative  course  was 
satisfactory  until  the  third  day  when  she 
suddenly  developed  excruciating  upper  ab- 
dominal pain  radiating  to  the  back.  The 
systolic  blood  pressure  fell  to  50;  tachy- 
cardia and  other  signs  of  shock  were  evident. 
The  hematocrit  fell  from  42  to  35.  An 
electrocardiogram  taken  during  this  epi- 
sode revealed  T-wave  inversion  in  leads  II, 
aVl,  and  V4  through  V6,  and  depressed  S-T 
segments  in  leads  II  and  V4  through  V6, 
Subsequently,  the  hematocrit  fell  to  28,  and 
a tender,  enlarging  epigastric  mass  was  felt. 

The  next  day  her  vital  signs  remained 
stabilized  for  several  hours,  but  her  condi- 
tion deteriorated  although  she  remained 
conscious.  She  died  on  August  8,  1964. 

Discussion 

Michael  S.  Bruno,  M.D.:*  The  pa- 
tient to  be  discussed  was  apparently  well 
until  the  first  week  in  June  when  she 
suddenly  became  seriously  ill.  For  eight 
of  the  nine  weeks  she  remained  in  critical 
condition  confined  to  a hospital  and  was 
a diagnostic  dilemma  to  her  attending 
physicians.  When  death  finally  came,  it 
was  preceded  by  a recurrence  of  excruciat- 
ing, girdle-like  abdominal  pains  and  was 
associated  with  vasomotor  collapse,  pre- 

* Director  of  Medicine.  Knickerbocker  Hospital;  Associate 
Professor  of  Clinical  Medicine,  New  York  University  School 
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cipitous  fall  in  hematocrit  without  obvious 
signs  of  bleeding  or  hemolysis,  and  develop- 
ment of  a tender,  enlarging  epigastric  mass. 
Her  death  and  the  circumstances  associated 
with  it,  taken  in  the  context  of  the  care- 
fully documented,  if  at  the  time  confusing, 
clinical  picture  of  the  preceding  nine  weeks, 
gives  us  our  most  important  diagnostic 
clue  as  to  the  nature  of  her  basic  disease. 
An  accurate  evaluation  of  this  case  at  the 
onset  of  her  illness  was  obviously  difficult 
and  taxed  the  abilities  of  a group  of  ex- 
tremely competent  physicians  using  every 
diagnostic  tool  available  in  a large  and  well- 
equipped  university  medical  center.  How- 
ever, in  looking  at  the  full  spectrum  of  the 
clinical  events  that  this  morning’s  protocol 
so  well  describes  without  being  enmeshed  in 
her  pressing  day-to-day  problems,  a dis- 
tinct pattern  evolves  which  permits,  I 
believe,  a rather  accurate  diagnosis.  We 
also  have  the  additional  advantage  of 
knowing  what  the  eventual  outcome  was 
and  when  it  occurred.  The  opportunity  of 
studying  a problem  knowing  its  entire 
natural  or  unnatural  course,  no  matter  how 
bizarre,  has  its  obvious  advantages. 

The  patient’s  chief  complaint  was  that  of 
excruciating  pain.  The  severity,  location, 
and  character  of  this  pain  should  be  care- 
fully reviewed.  The  pain  was  radicular  in 
distribution,  involving  the  twelfth  dorsal 
nerve  roots  bilaterally.  It  was  described  as 
excruciating  from  its  inception,  and  it 
persisted  day  and  night  being  only  tem- 
porarily relieved  by  large  doses  of  opiates. 
The  pain  was  not  pleuritic,  not  related  to 
food  ingestion,  and  not  relieved  or  aggra- 
vated by  positional  change.  Later,  we  are 
told  that  pressure  over  a left  lower  quadrant 
soft-tissue  mass  reproduced  the  pain. 
During  aortography  eight  days  later,  the 
pain  also  recurred.  The  pain  remained 
localized  to  the  abdomen  at  all  times.  No 
mention  of  migration  to  or  from  the  chest, 
the  interscapular  area,  the  neck,  or  any  of 
the  extremities  is  recorded.  This  excruci- 
ating pain  persisted  for  six  hospital  weeks 
and  then  for  no  apparent  reason  gradually 
subsided.  The  patient  was  discharged  to 
a nursing  home  on  July  24.  I have  the 
impression  that  the  discharge  diagnosis 
must  have  been  recorded  with  some  degree 
of  doubt.  One  week  later  the  patient  had 
to  be  readmitted  to  University  Hospital 
suffering  from  an  acute  intestinal  obstruc- 


2008  New  York  State  Journal  of  Medicine  / August  1,  1965 


tion.  Laparotomy  disclosed  a volvulus  of 
the  cecum  caused  by  adhesive  bands  which 
were  lipid.  While  recovering  from  this 
surgical  procedure,  the  patient  had  a re- 
currence of  severe,  girdle-like  abdominal 
pain  with  all  its  prior  characteristics. 
Now,  however,  the  situation  was  even  more 
serious  because  the  pain  was  accompanied 
by  vasomotor  shock.  The  patient  died 
shortly  thereafter. 

Her  past  history  was  of  no  consequence 
except  for  a poorly  documented  “heart 
attack”  four  years  earlier,  diagnosis  of 
which  was  made  only  in  retrospect.  No 
mention  of  previous  hypertension  appears 
in  our  protocol.  Ovarian  surgery  per- 
formed twenty-eight  years  before  might 
have  been  responsible  for  the  abdominal 
adhesions  which  eventually  caused  the  cecal 
volvulus.  This  episode  and  the  anesthesia- 
induced  supraventricular  tachycardia  were 
ancillary  and  do  not  appear  to  have  had  any 
direct  relationship  to  her  basic  problem. 

Physical  examination  on  admission  re- 
vealed a low-grade  temperature  which  per- 
sisted through  most  of  her  hospital  stay, 
inequality  of  blood  pressure  readings  of  20 
mm.  of  mercury  in  the  upper  extremities, 
and  intact  peripheral  arterial  pulsations 
throughout  with  the  exception  of  the  right 
pedal  pulses.  It  is  quite  significant  that  at 
no  time  did  any  of  the  major  arterial  pulses 
disappear  or  become  altered.  The  arterial 
changes  in  the  right  foot  were  undoubtedly 
old  and  a local  phenomenon  related  to 
atherosclerosis  which  was  abundantly  pres- 
ent. A rough  systolic  murmur  was  heard 
loudest  over  the  sternum  in  the  third  left 
intercostal  space.  No  further  mention  of 
murmurs  was  made,  so  that  we  can  assume 
this  murmur  did  not  change  and  new,  par- 
ticularly diastolic,  murmurs  did  not  de- 
velop. Bruits  and  pericardial  friction  rubs 
were  conspicuous  by  their  absence.  A 
complete  neurologic  examination  on  admis- 
sion and  many  done  subsequently  were  all 
within  the  normal  range.  A spinal  tap  also 
gave  negative  results. 

Physical  and  radiographic  examination 
of  the  spine,  including  lamino grams,  were 
negative  and  failed  to  reveal  intrinsic  dis- 
ease of  the  vertebrae  or  of  the  intervertebral 
disks.  In  view  of  the  radicular  character 
of  our  patient’s  pain,  this  is  a significant 
observation  and,  taken  in  the  context  of  the 
subsequent  clinical  course,  excludes  from 


further  discussion  neoplastic  and  degenera- 
tive diseases  of  the  vertebral  column. 
Inflammatory  disease  of  the  vertebral 
bodies  such  as  osteomyelitis  is  character- 
ized by  radicular  pain  of  the  appropriate 
nerve  root  segments  and  late  development 
of  radiographic  change.1  However,  the 
clinical  picture  of  disseminated  infection  is 
almost  always  quite  evident  in  embolic 
osteomyelitis  of  the  spine,  which  was  not 
the  case  here.  The  eventual  outcome  of 
our  patient  excludes  this  condition  from 
further  consideration. 

Our  patient  had  a persistent  mild  leuko- 
cytosis, and  a number  of  electrocardiograms 
revealed  only  T-wave  changes.  Although 
serial  enzyme  studies  suggested  the  possi- 
bility of  recent  myocardial  damage,  to 
quote  the  protocol,  the  character,  distribu- 
tion, and  persistence  of  our  patient’s  pain; 
the  mode  of  her  death;  and  many  other 
phenomena  such  as  ileus  and  urinary  reten- 
tion, which  we  shall  come  to  in  a moment, 
would  seem  to  exclude  myocardial  necrosis 
as  her  primary  problem.  The  patient  did 
have  diffuse  atherosclerosis,  and  I am  sure 
her  coronary  vessels  were  not  spared. 

The  clinical  course  of  our  patient  was 
characterized  by  persistent,  severe  abdom- 
inal pain,  recurrent  ileus,  and  urinary  re- 
tention. I have  been  told  in  response  to  a 
direct  query  that  both  urinary  retention 
and  ileus  were  not  related  to  narcotic  dosage 
or  time  of  administration.  She  had  not 
had  either  problem  before,  and  both  prob- 
lems persisted  in  the  nursing  home  between 
hospital  admissions  when  she  was  pain  free. 
The  serology  gave  negative  findings,  and 
there  was  no  stigmata  of  lues.  Soon  after 
hospitalization  our  patient  developed  a 
large,  soft,  left  lower  quadrant  mass. 
Manipulation  of  the  mass  caused  an  ex- 
acerbation of  her  pain.  Ileus  was  quite 
prominent  at  the  time,  and  there  was  some 
left  lower  abdominal  tenderness  as  well  but 
no  signs  of  peritoneal  irritation.  X-ray 
examination  of  the  abdomen  showed  con- 
siderable distention  of  the  left  colon  to  the 
sigmoid.  Sigmoidoscopy  revealed  an  in- 
jected mucosa  with  concentric  narrowing  of 
the  lumen  of  the  rectosigmoid  at  6 inches 
preventing  further  passage  of  the  instru- 
ment. A barium  enema  was  performed. 
Perhaps  it  would  be  appropriate  to  ask 
Dr.  Moynahan  to  review  the  x-ray  films  at 
this  time. 
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Joseph  M.  Moynahan,  M.D.:  The 

films  for  this  conference  were  taken  at 
University  Hospital  and  kindly  loaned  to  us 
for  the  occasion.  Their  quality  is  excellent, 
and  we  can  only  concur  with  the  observa- 
tions that  there  was  no  radiologic  evidence 
of  intrinsic  disease  in  the  vertebrae,  that 
the  intravenous  pyelogram  showed  no  de- 
lay in  excretion  of  dye,  that  there  was  no 
displacement  indicating  a retroperitoneal 
mass,  and  that  the  upper  gastrointestinal 
series  showed  no  abnormalities. 

The  barium  enema  showed  a few  diver- 
ticula of  the  sigmoid,  but  there  was  no 
evidence  of  true  diverticulitis.  I would 
interpret  the  narrowing  on  the  basis  of 
smooth-muscle  spasm. 

The  important  films  are  the  chest 
roentgenograms.  The  initial  film  shows 
considerable  dilatation  and  tortuosity  of 
the  descending  aorta,  possibly  sufficient  to 
warrant  a designation  of  aneurysm  (Fig. 

IA) .  There  is  nonspecific,  generalized 
cardiac  enlargement,  predominantly  of  the 
left  ventricle.  A few  minor  foci  of  plate- 
like atelectasis  are  present  in  the  right  lung 
base.  The  lateral  film  of  the  lower  dorsal 
and  lumbar  spine  shows  a severe  degree  of 
calcification  of  the  abdominal  aorta  (Fig. 

IB) ;  proximal  to  it  is  a large  fusiform 
aneurysm  of  the  upper  abdominal  segment 
which  probably  extends  above  the  dia- 
phragm; its  wall  is  nicely  outlined  by  cal- 
cific deposits.  The  films  from  the  retro- 
grade aortogram  confirm  the  observation  of 
severe  dilatation  and  tortuosity  of  the 
entire  thoracic  aorta  (Fig.  1C).  In  addi- 
tion, there  are  several  smaller  saccular 
dilatations  or  outpouchings.  Strangely 
enough,  the  large  aneurysm  previously  seen 
on  the  plain  films  is  not  definitely  visualized 
in  the  aortogram.  This  may  indicate  that 
it  extends  in  an  antero-posterior  direction 
or  that  it  is  filled  with  laminated  clot.  In 
the  last  film  there  is  a localized  segment  of 
thickening  of  the  wall  of  the  descending 
aorta;  it  measures  almost  1 cm.  in  width 
and  suggests  the  possibility  of  a localized 
area  of  dissection  (Fig.  ID).  It  is  said  that 
if  the  thickness  of  the  wall  exceeds  1 cm. 
this  radiologic  feature  is  diagnostic  of  aortic 
dissection. 

Dr.  Bruno:  That  is  a critical  point. 

Is  this  the  picture  of  aortic  dissection  or  is 
it  merely  a radiologic  projection  of  lamel- 
lated  clot? 


Dr.  Moynahan:  The  distinction  is 

difficult  to  draw  sharply,  but  a layer  of 
calcium  lies  in  contact  with  the  dye-filled 
lumen  of  the  aorta,  and  there  is  a soft- 
tissue  density  which  extends  laterally  sug- 
gesting localized  thickening  of  the  wall. 

Dr.  Bruno:  Could  that  be  an  artifact 

of  positioning? 

Dr.  Moynahan:  I doubt  it. 

Dr.  Bruno:  Barium  x-rays  of  the 

colon  revealed  evidence  of  diverticulosis 
with  no  convincing  evidence  of  diverticuli- 
tis. Intrinsic  disease  of  the  remainder  of 
the  gastrointestinal  tract  was  conspicu- 
ously lacking,  and  the  intravenous  pyelo- 
gram was  also  unremarkable.  Evidence 
of  extrinsic  compression  of  the  gastroin- 
testinal tract  was  not  apparent,  and  the 
retroperitoneum  appeared  normal  except 
for  the  aorta,  which  I will  come  to  later.  I 
might  add  that  the  arterial  blood  supply  to 
the  gastrointestinal  tract  was  well  visual- 
ized during  aortography  and  was  fully 
patent. 

Our  patient’s  ileus  and  left  lower  quad- 
rant mass  disappeared  after  sixty  hours  of 
conservative  therapy,  but  in  the  interim  a 
surgical  consultant  was  called  and  diversion 
colostomy  was  seriously  considered.  One 
has  the  feeling  that  she  narrowly  escaped  a 
visit  to  the  operating  room  early  in  her 
clinical  course. 

I feel  certain  that  acute  pancreatitis,  a 
penetrating  ulcer,  and  diverticulitis  with  an 
acute  exacerbation  were  serious  considera- 
tions at  the  time  of  admission  or  soon 
thereafter,  as  well  they  might  have  been. 
The  first  two  conditions  can  be  rather 
quickly  excluded  for  lack  of  any  corrobora- 
tion, although  pancreatitis  could  have 
explained  much  of  the  early  clinical  picture. 

I accept  the  diagnosis  of  diverticulosis; 
I will  not  be  too  surprised  if  our  pathologist 
finds  some  evidence  of  early  diverticulitis 
as  well,  although  I rather  doubt  it.  It  is 
important  to  stress  that  although  our 
patient’s  complaints  were  all  referred  to  her 
abdomen,  and,  in  spite  of  the  fact  that 
many  of  her  initial  positive  physical  findings 
were  also  intra-abdominal,  I do  not  believe 
her  basic  disorder  was  of  the  gastrointesti- 
nal tract. 

I believe  that  both  ileus  and  urinary  re- 
tention were  neurologic  phenomena  and,  in 
appearing  to  be  associated  with  symptoms 
and  signs  referable  to  the  abdominal 
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FIGURE  1.  Roentgenograms.  (A)  Posteroanterior  view  of  chest  showing  dilatation  and  tortuosity  of 
descending  aorta  possibly  sufficient  to  warrant  a diagnosis  of  aneurysmal  dilatation.  (B)  Lateral  projec- 
tion of  lumbodorsal  area  showing  calcification  of  abdominal  aorta  with  aneurysmal  dilatation  proximal 
to  it,  also  outlined  by  calcific  deposits.  (C)  Retrograde  aortogram  showing  dilatation  and  tortuosity 
of  thoracic  aorta  accompanied  by  small  saccular  outpouchings.  The  aneurysm  in  (B)  is  not  definitely  vis- 
ualized on  the  aortogram.  (D)  Aortogram  showing  localized  thickening  of  segment  of  aorta  wall  suggest- 
ing small  area  of  dissection. 


cavity,  served  only  to  confuse  an  already 
bizarre  clinical  picture. 

Having  excluded  a number  of  conditions 
referable  to  the  vertebral,  cardiac,  gastro- 
intestinal, and  genitourinary  systems  from 


further  consideration,  I would  like  to  focus 
the  remainder  of  my  discussion  on  that  area 
where  I believe  we  will  find  our  primary 
disease,  that  is  the  aorta. 

In  the  second  paragraph  of  our  protocol, 
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we  are  told  that  a routine  chest  x-ray  re- 
vealed evidence  of  an  aneurysmal  dilatation 
of  the  aortic  arch  with  calcification.  A 
saccular  aneurysm  of  the  thoracic  and 
abdominal  aorta  with  calcification  is  also 
described.  On  June  16  an  aortogram  was 
performed.  This  revealed  a fusiform  dila- 
tation of  the  aorta  down  to  the  renal 
arteries  without  compromise  of  the  lumen 
of  any  major  branch  of  this  vessel.  Multi- 
ple saccular  aneurysms  are  described  with  a 
large  aneurysm  at  the  level  of  the  seventh 
thoracic  vertebrae.  The  posterior  wall  of 
this  aneurysm  is  described  as  being  irregu- 
lar in  outline  and  1 cm.  in  thickness.  An 
important  radiographic  point  referable  to 
the  aorta  should  be  stressed.  Routine 
films  may  clearly  outline  diffuse  or  localized 
dilatation  of  the  aorta  if  there  is  associated 
calcification  of  the  wall,  which  is  usually 
the  case;  whereas  aortography,  in  the  very 
same  situation,  may  give  one  misleading 
information  concerning  the  vessel  caliber.2 
In  a consideration  of  aortic  dissection, 
thickness  of  the  wall  of  this  artery  is  of 
prime  importance.  Visualization  of  a dou- 
ble lumen  tube  is  rarely  found  by  x-ray  and 
from  a statistical  point  of  view  is  a rather 
uncommon  pathologic  finding  as  well. 

Considering  the  findings  reported  on  both 
routine  films  and  aortography,  the  diagno- 
sis of  multiple  aortic  aneurysms  seems 
inescapable.  The  questions  that  these 
findings  raise  in  the  light  of  our  clinical 
story  are  obvious.  Can  we  explain  our 
patient’s  problem  from  its  abrupt  onset 
early  as  June,  through  nine  weeks  of 
agonizing  pain  with  only  temporary  relief, 
to  its  equally  abrupt  ending  preceded  by 
vasomotor  collapse,  on  the  basis  of  disease 
of  the  aorta  and  its  complications.  If  so, 
what  disease  or  diseases,  and  what  compli- 
cations? 

I believe  our  patient  may  have  had  co- 
existing aortic  problems.  I have  already 
accepted  the  diagnosis  of  multiple  aneu- 
rysm of  the  aorta. 

In  brief,  comment  about  the  immediate 
cause  of  death  should  next  be  considered. 
Forty-eight  hours  before  death,  while  re- 
covering from  surgery  for  an  acute  intesti- 
nal obstruction  secondary  to  a volvulus  of 
the  cecum,  and  after  being  relatively  pain 
free  for  some  time,  the  following  occurred. 
The  patient  developed  excruciating  upper 
abdominal  pain  radiating  to  the  back,  went 


into  shock,  had  a precipitous  fall  in  hema- 
tocrit from  42  to  28  without  obvious  bleed- 
ing or  hemolysis,  developed  a tender,  en- 
larging, epigastric  mass,  and  died.  One  is 
forced  to  the  inescapable  conclusion  that 
the  patient  developed  an  intraperitoneal  or 
retroperitoneal  hematoma  due  to  spontane- 
ous rupture  of  the  aorta. 

Having  accepted  the  diagnosis  of  multi- 
ple aortic  aneurysms,  and  having  proposed 
that  aortic  rupture  was  the  immediate 
cause  of  death,  can  we  next  explain  her  en- 
tire clinical  course  on  the  basis  of  saccular 
aneurysms,  with  dilatation  and  leakage  of  j 
one  or  more  of  these,  and  final  rupture? 
Although  a real  possibility,  I do  not  believe 
this  is  the  most  plausible  explanation  for 
what  occurred  for  the  following  reasons. 
Although  dilatation  with  or  without  leakage 
of  a pre-existing  aortic  aneurysm  is  usually 
associated  with  pain,  the  pain  is  never  as 
abruptly  severe  and  persistent  as  we  have 
seen  in  our  case.  To  have  had  this  amount 
of  pain,  significant  leakage  would  have  been 
necessary.  Our  patient’s  circulating  blood 
volume  apparently  remained  stabilized 
until  final  rupture  occurred.  In  addition, 
it  is  difficult  to  accept  the  possibility  of  a 
leaking  aneurysm  not  rupturing  for  nine 
full  weeks  and  yet  causing  all  this  pain. 
The  diagnosis  of  the  other  possibility,  that 
is  dissecting  aneurysm  (hematoma)  of  the 
aorta  in  association  with  multiple  saccular 
aneurysms  which  eventually  ruptured  and 
resulted  in  death,  seems  more  likely. 

The  historical  development  of  our 
knowledge  of  dissecting  aortic  aneurysm  is  a 
fascinating  tale  dating  back  to  the  sixteenth 
century.  King  George  II  of  England  died 
suddenly  of  this  condition,  and  a careful 
clinical  description  as  well  as  the  autopsy 
findings  were  presented  before  the  Royal 
Society  of  London  in  1761. 3 The  first 
correct  antemortem  diagnosis  was  made  in 
1855. 4 Current  interest  was  greatly  stimu- 
lated in  1934  when  Shennan5  analyzed  the 
300  cases  reported  in  the  world  literature  to 
that  date,  describing  the  variety  of  clinical 
phenomena  associated  with  it  and  stressing 
its  bizarre  nature.  The  most  complete 
review  to  date  was  published  in  1958  by 
Hirst,  Johns,  and  Kime6  who  summarized 
in  detail  the  data  compiled  from  505  cases. 

Most  authorities  believe  the  basic  defect 
underlying  aortic  dissection  is  medial  de- 
generation of  the  type  called  medionecrosis. 
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In  Hirst,  Johns,  and  Kime’s6  series,  62  per 
cent  showed  medial  necrosis,  18  per  cent 
had  other  types  of  medial  degeneration,  16 
per  cent  had  an  essentially  normal  media, 
3 per  cent  had  syphilitic  changes,  and  only 
1 per  cent  had  arteriosclerotic  changes  of 
the  media  which  is  essentially  an  intimal 
disease.  Genetic  predisposition  to  medial 
necrosis  is  suggested  by  the  frequency  of 
aortic  dissection  in  Marfan’s  syndrome  and 
Ehlers-Danlos  syndrome.7  The  possibility 
of  an  endocrine  factor  is  suggested  by  the 
association  of  medial  necrosis,  aortic  dis- 
section, and  pregnancy.  Syphilis,  con- 
sidered a predisposing  factor  to  aortic 
dissection  in  the  past,  is  more  likely  a 
deterent  to  dissection  since  it  tends  to  fuse 
to  aortic  layers. 

An  intramural  hematoma,  resulting  from 
rupture  of  the  vasa  vasorum  in  an  area  of 
medial  degeneration,  is  now  believed  by 
authorities  to  be  the  initial  event.  The 
intimal  tear,  formerly  believed  to  be  the 
initial  lesion,  is  now  considered  to  be  sec- 
ondary to  a rupture  of  the  hematoma  into 
the  lumen  of  the  aorta.  Support  for  this 
concept  is  found  in  the  occasional  case  of 
dissecting  hematoma  without  an  intimal 
tear.8  The  dissection  having  begun  in  the 
media  may  extend  completely  around  the 
aorta  but  frequently  only  involves  a portion 
of  the  circumference.  The  dissection  may 
extend  proximally  or  distally,  or  both,  and 
either  compresses  or  extends  along  the 
branches  of  the  aorta  encountered  giving 
rise  to  a host  of  symptoms  involving  any  or 
all  systems  of  the  body  on  the  basis  of 
impaired  circulation  and  ischemia.  Sec- 
ondary or  re-entry  tears  may  occur  at  any 
point  distal  to  the  intimal  tear.  Occasional 
healing  with  a double-barreled  aorta  has 
been  reported  but  is  rare.  Far  more 
common  than  re-entry  and  healing  is  ex- 
ternal rupture  and  death.  The  external 
rupture  most  often  occurs  into  the  pericar- 
dium and,  in  decreasing  frequency,  into 
the  left  pleural  cavity,  the  right  pleural 
cavity,  the  abdomen,  and  the  gastrointesti- 
nal tract.  External  rupture  of  the  hema- 
toma is  the  most  frequent  cause  of  death. 

The  most  characteristic  feature  of  the 
clinical  picture  of  dissecting  aneurysm  is 
its  extreme  variability.  The  key  to  success 
in  diagnosis  is  thinking  of  the  possibility 
of  aortic  dissection  in  a likely  setting.6 

In  virtually  all  reported  series,  men  out- 


number women  two  or  three  to  one,  and 
although  it  can  occur  at  any  age,  it  usually 
affects  persons  in  the  fourth  to  the  seventh 
decades  of  life. 

The  onset  of  aortic  dissection  is  almost 
invariably  initiated  by  the  development  of 
severe  pain.  The  pain  is  described  as 
excruciating,  often  tearing,  persistent,  often 
overwhelming,  and  relieved  by  nothing. 
Characteristically,  it  begins  in  the  thorax 
anteriorly  and  spreads  posteriorly  to  the 
interscapular  area.  However,  the  pain 
may  begin  in  the  abdomen  and  lower  back 
and  may  never  migrate.  The  initial  site 
of  pain  in  276  of  the  505  cases  recorded  by 
Hirst,  Johns,  and  Kime6  was  the  chest. 
The  next  most  common  site  was  the  abdo- 
men, occurring  in  141  cases. 

The  patients  who  survive  the  initial  dis- 
section will  have  severe  pain  for  a variable 
period,  followed  by  a pain-free  interval  of 
days  to  weeks.  The  sudden  redevelop- 
ment of  pain  heralds  the  extension  of  dis- 
section and  is  often  followed  by  rupture. 
Careful  reading  of  our  protocol  shows  that 
it  describes  this  sequence  of  events  quite 
clearly. 

The  course  of  events  in  aortic  dissection 
is  rapid  and  fatal:  20  per  cent  of  patients 
die  in  twenty-four  hours,  50  per  cent  in 
five  days,  70  per  cent  in  ten  days,  and  90 
per  cent  die  in  twelve  weeks.6 

The  remainder  of  the  clinical  picture  de- 
pends on  the  extent  of  the  dissection  and 
the  branches  of  the  aorta  which  are  com- 
promised. Among  the  more  important 
associated  physical  and  laboratory  findings 
that  may  assist  in  arriving  at  the  correct 
diagnosis  are  the  following:  the  mainte- 
nance of  previous  hypertension  in  the  face 
of  a serious  vascular  disturbance;  an  ele- 
vated leukocyte  count  in  the  range  of  12,000 
to  13,000;  the  slight  elevation  of  tempera- 
ture; the  presence  of  changing  cardiac  mur- 
murs; the  development  of  a pericardial 
friction  rub;  the  obliteration  of  peripheral 
arterial  pulses;  and  the  development  of 
transient  neurologic  phenomena. 

Confirmatory  roentgenographic  findings 
in  dissecting  aneurysm  are  extremely  varia- 
ble and  are  often  absent.  Routine  films, 
especially  when  comparative  films  antedat- 
ing the  dissection  are  unavailable,  are 
seldom  diagnostic  and  require  correlation 
with  the  clinical  picture  for  proper  interpre- 
tation. Such  films  usually  fail  to  differen- 
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tiate  dissecting  aneurysm  from  the  more 
common  types  of  aortic  aneurysm.  Serial 
roentgenograms  may  demonstrate  pro- 
gressive widening  of  the  aortic  shadow. 
The  most  important  diagnostic  roentgeno- 
graphic  finding  is  an  increase  in  aortic  wall 
thickness.  The  normal  aortic  wall  meas- 
ures 2 to  3 mm.  in  thickness;  measurements 
greater  than  5 mm.  are  suggestive  of  dis- 
secting aneurysm,  and  measurements  of  1 
cm.  or  greater  are  considered  diagnostic  for 
it.  It  should  be  stressed  that  diagnostic  or 
even  highly  suggestive  roentgenographic 
findings  are  most  unusual.  In  30  cases  of 
aortic  dissection  reported  by  Erb  and 
Tullis,9  only  1 had  diagnostic  x-ray  findings, 
and  6 others  had  suggestive  changes.  In 
the  remaining  24  cases  there  were  no  roent- 
genographic findings  suggestive  of  this  con- 
dition. 

The  presence  of  neurologic  phenomena 
are  important  in  establishing  the  diagnosis 
of  dissecting  hematoma  occurring  in  19  per 
cent  of  505  cases  reviewed  by  Hirst,  Johns, 
and  Kime,6  11  per  cent  of  Shennan’s 
study,5  46  per  cent  of  26  cases  studied  at 
the  Mayo  Clinic  between  1924  and  1949, 10 
and  29  per  cent  of  those  cases  reported  by 
Weisman  and  Adams.11  The  high  inci- 
dence in  the  last  two  small  groups  of  cases 
might  well  be  a matter  of  their  number  and 
of  case  selection  because  the  authors  are 
neurologists  or  neuropathologists. 

Weisman  and  Adams11  classify  neurologic 
symptoms  associated  with  dissection  of  the 
aorta  into  3 groups:  (1)  those  associated 

with  ischemia  of  the  brain;  (2)  those 
associated  with  ischemia  of  the  spinal 
cord;  (3)  those  associated  with  ischemia  of 
the  peripheral  nerve  roots.  Of  the  12 
patients  with  neurologic  symptoms  col- 
lected in  the  Mayo  Clinic  study,10  8 had 
symptoms  primarily  of  cerebral  origin,  and 
4 had  symptoms  of  spinal  cord  or  nerve 
root  origin.  I would  like  to  restrict  my 
closing  remarks  to  some  comments  pertain- 
ing to  neurologic  phenomena  referable  to 
the  spinal  cord  and  peripheral  nerve  roots 
in  dissecting  hematoma  of  the  aorta. 

The  blood  supply  of  the  spinal  cord  is 
somewhat  complicated.  A major  portion 
of  the  blood  supply  to  the  upper,  mid- 
thoracic  cord  comes  from  the  anterior 
spinal  artery.  This  is  formed  by  a pair  of 
vessels  coming  off  the  vertebral  arteries  and 
eight  or  nine  radial  branches  coming  from 


the  intercostal  arteries.  The  parallel  pos- 
terior spinal  artery  supplies  only  the  super- 
ficial dorsal  portion  of  the  cord  and  has  few 
anastomoses  with  the  anterior  spinal  artery. 
In  the  midthoracic  region  of  the  cord,  the 
anterior  spinal  artery  becomes  markedly 
attenuated,  and  the  major  arterial  blood 
supply  for  the  spinal  cord  below  this  point 
comes  from  the  lower  thoracic  and  upper 
lumbar  vessels.  Interference  with  the 
blood  supply  of  the  spinal  cord  during  the 
process  of  dissection  may  cause  a variety  of 
neurologic  symptoms  and  signs. 

In  Moersch  and  Sayre’s10  study  of  26 
cases  from  the  Mayo  Clinic,  12,  or  46  per 
cent,  had  neurologic  symptoms.  In  9 cases 
the  spinal  cord  was  examined.  In  2 of  the 
9 cases  significant  lesions  of  the  spinal  cord, 
due  to  interference  with  its  blood  supply  by 
dissection  of  the  majority  of  the  intercostal 
arteries,  were  found.  In  the  remaining  7 
patients,  in  spite  of  the  fact  that  considerable 
dissection  of  the  intercostal  vessels  had  oc- 
curred, very  little  pathologic  change  in  the 
spinal  cord  had  occurred.  From  a review 
of  this  article,  one  is  impressed  by  the 
marked  disparity  between  the  high  inci- 
dence of  neurologic  symptoms  of  spinal 
cord  origin  and  the  relative  infrequency  of 
striking  pathologic  change,  in  spite  of  sig- 
nificant involvement  of  the  arterial  supply  of 
the  cord,  in  the  process  of  dissection.  The 
same  might  be  said  for  peripheral  nerve 
roots  as  well.  In  any  case,  a variety  of 
neurologic  symptoms  of  cerebral,  spinal 
cord,  or  peripheral  nerve  origin  do  occur  in 
a significant  number  of  patients  with  dis- 
secting hematoma  of  the  aorta.  These 
manifestations  are  often  overlooked  in  a 
catastrophic  situation  where  cardiac,  gas- 
trointestinal, genitourinary,  or  periphero- 
vascular  signs  or  symptoms  often  predomi- 
nate. The  fulminating  clinical  course  with 
death  occurring  quickly  may  also  account 
for  the  relatively  low  incidence  of  significant 
neuropathologic  findings  in  the  presence  of 
prominent  neurologic  symptoms. 

I believe  our  patient  had  multiple  an- 
eurysms of  her  aorta.  Reviewing  the  clini- 
cal picture  in  retrospect,  with  the  disease’s 
acute  onset,  nine-week  clinical  course,  and 
rather  abrupt  termination,  and  considering 
the  symptomatology  and  associated  phe- 
nomena, it  appears  all  findings  are  compati- 
ble with  the  diagnosis  of  dissecting  hema- 
toma (aneurysm)  of  the  aorta.  I believe 
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FIGURE  2.  Aorta  at  autopsy  showing  numerous  thick  intimal  plaques,  a saccular  aneurysm  of  thoracic 
aorta,  and  a large  fusiform  aneurysm  of  abdominal  aorta  filled  with  lamellated  blood  clot  extending  to 
a few  cm.  above  the  renal  arteries. 


the  neurologic  phenomena  such  as  radicular 
pain,  ileus,  and  urinary  retention,  in  spite 
of  the  negative  neurologic  examination  and 
spinal  fluid  findings,  were  due  to  involve- 
ment of  the  blood  supply  of  the  spinal  cord 
during  the  process  of  dissection.  In  view 
of  the  fact  that  she  lived  some  nine  weeks, 
I would  expect  some  neuropathologic 
changes  to  be  found  in  the  spinal  cord  and 
possibly  in  the  intercostal  nerve  root  as 
well.  Finally,  the  actual  cause  of  death 
was  undoubtedly  a free  rupture  of  the  aorta. 

Perry  Berg,  M.D.:  Just  how  reliable 

is  the  feature  of  thickness  of  the  aortic  wall 
in  distinguishing  between  a dissecting 
aneurysm  and  a saccular  or  fusiform 
aneurysm  with  lamellated  thrombus? 

Dr.  Moynahan:  The  aneurysm  which 

we  demonstrated  radiologically  did  not  im- 
press me  so  much  as  a saccular  aneurysm. 
It  was  more  in  the  nature  of  a diffuse  dila- 
tation, especially  in  the  aortograms.  The 
rule  of  thumb  which  we  use  is  that  if  the 
aortic  wall  is  more  than  1 cm.  thick  it  is 
likely  to  be  a dissecting  aneurysm,  possibly 
even  a local  area  of  dissection. 

Dr.  Bruno:  This  is  a rather  critical 

point,  and  the  literature  I have  read  is  not 
decisive  on  it.  I am  not  sure  that  one  can 
make  an  absolute  distinction  between  aortic 
dissection  and  an  aneurysm  containing 
lamellated  clot  on  the  basis  of  the  aortic 
wall  thickness.  While  the  diagnosis  of 
aortic  dissection  would  be  favored  if  the 
aortic  wall  were  uniformly  thicker  than  1 


cm.  for  a considerable  portion  of  its  length, 
I do  not  think  a localized  area  of  thickening 
is  a controlling  finding.  It  is  not  difficult 
to  imagine  that  a small  sacculation  of  loculi 
might,  in  some  particular  plane  of  projec- 
tion, present  a shadow  thicker  than  1 cm. 

Benjamin  E.  Krentz,  M.D.:  I take  it 

that  surgical  treatment  was  not  considered 
in  this  patient  because  of  the  diffuseness  of 
the  aneurysm  and  the  presence  of  another 
aneurysm.  However,  I do  think  it  impor- 
tant to  distinguish  with  some  precision  be- 
tween aortic  dissection  and  a localized 
aneurysm  because  current  surgical  ap- 
proaches to  the  problem  are  different. 

Marcel  Tuchman,  M.D.:  A vascular 

surgeon  was  called  into  consultation.  He 
felt  that  this  was  not  a dissecting  aneurysm 
and  that  surgery  was  not  warranted  for  a 
diffuse  aneurysmal  dilatation  in  this  loca- 
tion. 

W.  Wallace  Park,  M.D.:*  Just  how 
often  do  surgeons  attempt  to  treat  such 
lesions,  and  how  often  are  they  successful? 
The  aortic  dissections  we  see  at  the  autopsy 
table  are  very  diffuse  lesions,  often  extend- 
ing as  far  down  as  the  iliac  arteries. 

Dr.  Tuchman:  The  “modern”  surgical 

approach  to  aortic  dissections  is  a fenestra- 
tion procedure  in  which  the  surgeon  tries  to 
reproduce  a so-called  “double-barreled 
aorta”  by  having  the  channel  of  dissection 
return  to  the  original  aortic  lumen  instead 

* Professor  of  Pathology,  Queen’s  College,  Dundee,  Scot- 
land. 
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FIGURE  3.  (A)  Section  through  aneurysm  wall  showing  pronounced  hyaline  thickening  of  intima  and 
thinning  of  media.  A few  fragments  of  old  blood  clot  are  seen  adherent  to  intima.  (B)  Section  through 
aneurysm  wall  showing  lamellar  calcification  between  intima  and  media.  Separation  is  artifact,  not  a plane 
of  dissection. 


of  rupturing  outward  or  backward  into  the 
pericardium. 

Dr.  Park:  Has  anyone  seen  any  suc- 

cessful results  from  this  sort  of  operation? 

Dr.  Bruno:  Even  under  the  best  of 

circumstances,  the  operative  mortality  is 
very  great.  A few  isolated  cases  have  been 
reported  in  which  either  fenestration  for  a 
diffuse  dissection  or  resection  for  a localized 
one  has  been  successful.  However,  suc- 
cesses are  still  very  few  and  far  between. 

Clinical  diagnoses 

1.  Dissecting  aneurysm  of  aorta  with 
terminal  rupture 

2.  ? Diverticulitis , sigmoid,  with  obstruc- 
tion 

Dr.  Bruno's  diagnoses 

1.  Dissecting  aneurysm  of  the  aorta  with 
rupture , retroperitoneal  hematoma,  and  left 
hemothorax 

2 . Saccular  aneurysms  of  the  thoracic  and 
abdominal  aorta  with  ? leakage 

3.  Diverticulosis,  sigmoid 


Pathologic  report 

Robert  T.  McCluskey,  M.D.:*  At 
postmortem  examination  we  found  2 L. 
of  fresh  blood  in  each  pleural  cavity  and  1 
L.  in  the  abdominal  cavity.  It  was  not 
difficult  to  trace  the  source  of  the  massive 
internal  hemorrhage  to  a fusiform  aneurysm 
of  the  thoracoabdominal  aorta  which  had 
ruptured  anteriorly.  Blood  had  also  ex- 
travasated  posteriorly,  creating  a large 
retroperitoneal  hematoma. 

On  removing  the  aorta,  extensive  and 
rather  complex  disease  was  evident  (Fig. 
2).  As  one  could  predict  from  the  x-ray 
films,  the  entire  aorta  had  numerous  thick 
intimal  plaques  and  there  was  extensive 
calcification  from  its  origin  to  its  bifurca- 
tion which  extended  into  the  iliac  arteries  as 
well.  The  first  aneurysm  was  in  the  form 
of  a saccular  bulge  of  the  descending  tho- 
racic aorta;  it  measured  about  3 to  4 cm.  in 
diameter  and  was  more  in  the  form  of  a 
blister-like  thinning  and  bulging  rather 
than  a true  sac  with  a narrow  neck.  The 

* Director  of  Laboratories,  University  Hospital;  Professor 
of  Pathology,  New  York  University  School  of  Medicine. 
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FIGURE  4.  Tissue  from  thickened  adventitia 
around  aorta  showing  granulation  tissue  with 
phagocytosis  of  hemosiderin  pigment  indicating 
old  leakage. 


FIGURE  5.  Low-power  view  of  spleen  showing 
acute  infarction  extending  to  splenic  capsule. 


FIGURE  6.  Scanning  view  of  infarcted  left  kidney 
showing  fresh  thrombi  in  branches  of  renal  artery 
extending  into  intrarenal  branches. 


lower  border  of  this  small  aneurysmal  de- 
fect abutted  the  upper  border  of  a large 
fusiform  aneurysm  12  cm.  long  which  ex- 
tended from  above  the  diaphragm  to  a few 
centimeters  above  the  level  of  the  renal 
arteries.  It  was  this  aneurysm  which  had 
ruptured  anteriorly  producing  the  terminal 
episode.  It  was  filled  with  lamellated 
thrombus  which  was  densely  adherent  to  a 
markedly  thinned  media.  Microscopic  ex- 
amination of  its  wall  showed  pronounced 
fibrous  thickening  of  the  intima  and  com- 
pression atrophy  of  the  media  (Fig.  3A)  as 
well  as  patchy  calcification  (Fig.  3B). 
There  was  fibrosis  of  the  adventitia  around 
the  aneurysm,  and  the  scar  tissue  contained 
hemosiderin-laden  macrophages,  evidence 
of  slow  leakage  for  an  indeterminate  period 
before  final  rupture  (Fig.  4).  Between  the 
renal  arteries  and  the  aortic  bifurcation 
there  was  a third  aortic  aneurysm,  saccular 
in  configuration  and  about  6 cm.  in  diame- 
ter. No  evidence  was  found  of  dissecting 
aneurysm,  which  is  characterized  by  hemor- 
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FIGURE  7.  Section  through  body  of  lumbar  ver- 
tebra showing  fresh  thrombi  in  small  vessels  with 
loss  of  myeloid  elements  in  immediate  vicinity. 


rhage  in  the  media  of  the  aorta  and  separa- 
tion of  the  wall  into  two  layers. 

Although  the  retroperitoneal  hemorrhage 
had  not  occluded  any  of  the  major  branches 
from  the  aorta,  it  did  surround  the  celiac 
axis,  superior  and  inferior  mesenteric  artery 
roots,  and  renal  arteries.  It  had  impinged 
on  the  splenic  and  right  renal  arteries,  and 
this  may  have  accounted  for  the  acute  in- 
farcts of  the  spleen  (Fig.  5)  and  right  kidney 
(Fig.  6)  although  embolization  of  thrombotic 
material  from  the  thoracic  aneurysm  may 
have  been  responsible.  Thrombi  were 
seen  in  major  branches  of  the  right  renal 
artery  extending  well  into  the  substance  of 
the  kidney.  A section  from  one  of  the 
lumbar  vertebrae  showed  small  thrombi  in 
medium-sized  arteries  within  its  body  pro- 
ducing acute  infarction  of  the  subtended 
myeloid  parenchyma  (Fig.  7)  but  not 
actually  of  the  bony  trabeculae.  This  un- 
usual lesion  suggests  a degree  of  extravasa- 
tion of  blood  posteriorly  sufficient  to  com- 


FIGURE 8.  Wall  of  left  ventricle  showing  healed 
myocardial  infarction;  cardiac  muscle  is  replaced 
by  avascular  fibrous  scar  tissue. 


promise  arterial  flow  to  the  structures  of  the 
dorsal  somatic  midline. 

The  heart  weighed  380  Gm.  and  showed 
stenosis  and  arteriosclerosis  in  both  left  and 
right  coronary  arteries,  almost  to  the  point 
of  complete  occlusion.  A sizeable  old, 
healed  posterior  myocardial  infarct  was 
found  (Fig.  8),  and  the  scar  was  composed 
of  dense,  relatively  avascular  collagen 
fibers,  consistent  with  the  history  of  a 
“heart  attack’  ’ four  years  previously.  The 
lungs  were  slightly  congested  and  edema- 
tous; random  sections  showed  micro- 
scopic antemortem  thrombi  in  medium- 
sized branches  of  the  pulmonary  arterial 
tree;  the  total  picture  was  consistent  with 
preterminal  cardiac  failure.  The  liver  was 
of  normal  size  and  showed  mild  fatty 
metamorphosis.  The  autopsy  protocol 
does  not  mention  diverticulosis  coli;  these 
are  not  always  readily  demonstrable  at  the 
autopsy  table.  Our  failure  to  observe  any 
lesion  of  note  in  the  large  bowel  can  be 
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taken  as  evidence  that  significant  diverticu- 
litis or  luminal  narrowing  of  the  sigmoid 
was  not  present. 

The  gallbladder  and  right  ovary  were 
missing,  as  one  might  anticipate  from  the 
history.  A single  uterine  leiomyoma  was 
diffusely  calcified  as  shown  in  the  x-ray 
films. 

Final  anatomic  diagnoses 

1.  Ruptured  fusiform  arteriosclerotic 
aneurysm  of  thoracoabdominal  aorta  with 
bilateral  hemothorax , hemoperitoneum , and 
retroperitoneal  hemorrhage 

2.  Saccular  aneurysm , thoracic  aorta 

3.  Saccular  aneurysm , abdominal  aorta 

4.  Aortic  arteriosclerosis , severe , diffuse , 
with  calcification 

5.  Splenic  infarct,  fresh 

6.  Renal  infarct,  fresh 

7.  Infarction  of  lumbar  vertebra,  fresh 

8.  Stenosing  coronary  arteriosclerosis, 
severe,  with  healed  posterior  myocardial  in- 
farction 

9.  Cardiac  hypertrophy,  minimal 

10.  Pulmonary  congestion  and  edema. 


Artificial  sweeteners  reported  safe 

A review  of  recent  studies  on  artificial  sweet- 
eners shows  they  are  safe  as  presently  used,  the 
Food  and  Drug  Administration,  Department  of 
Health,  Education,  and  Welfare,  announced  re- 
cently. 

The  F.D.A.  said  the  review  was  made  because 
of  recent  questions  regarding  the  safety  of 
artificial  sweeteners,  specifically  sodium  cy- 
clamate.  The  agency  added  that  scientific 
studies  of  the  extended  use  of  artificial  sweeten- 
ers in  various  amounts  will  continue,  and  these 
studies  will  all  be  evaluated  in  light  of  current 
uses. 

The  F.D.A.  said  that  artificial  sweeteners, 
saccharin  and  the  cyclamates,  have  been  used  in 
foods  for  many  years  to  provide  a reduced  caloric 
intake  by  replacing  sugar  in  the  diet.  Such 
products  are  labeled  as  foods  for  special  dietary 
use. 


slight,  with  small  pulmonary  thrombosis 

11.  Fatty  metamorphosis,  liver 

12.  Calcified  leiomyoma,  uterus 
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The  Food  and  Nutrition  Board  of  the  Na- 
tional Academy  of  Sciences,  National  Research 
Council,  in  1955  recommended  that  artificial 
sweeteners  be  used  in  special  purpose  foods  for 
those  who  must  restrict  their  intake  of  sugar  and 
total  food  energy.  It  cited,  however,  evidence 
that  cyclamates  may  produce  a mild  laxative 
effect  at  intakes  of  5 Gm.  or  more  per  day  and 
suggested  the  need  for  additional  studies  of  the 
safety  of  cyclamates  when  used  at  the  higher 
levels.  In  1962  the  Food  and  Nutrition  Board 
republished  its  recommendations  in  a similar 
fashion. 

Within  the  past  year,  F.D.A.  has  received 
new  experimental  data  on  the  safety  of  cy- 
clamates, including  animal  studies,  tests  in- 
volving ingestion  by  children,  and  other  data. 
F.D.A.’s  bureau  of  medicine  and  division  of 
toxicologic  evaluation  have  reviewed  these 
studies  and  concluded  that  there  is  no  evidence 
that  cyclamates  at  present  use  levels  are  a haz- 
ard to  health. 
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T he  routine  procedure  for  reporting  Rh 
titers  followed  by  most  laboratories  is  to 
mail  the  reports  to  the  attending  physician. 
We  cite  an  instance  in  which  we  feel  this 
procedure  might  have  been  contributory  to 
a fetal  death. 

Case  report 

A twenty-three-year-old  gravida  4,  Rh 
negative,  type  B,  patient  had  two  normal 
pregnancies  which  terminated  with  the 
delivery  of  normal-term  infants.  Three 
years  before  the  present  pregnancy  she 
delivered  a stillborn  fetus  at  term.  The 
patient  started  prenatal  care  during  the 
eighteenth  week  of  her  pregnancy  and  made 
ten  prenatal  visits.  Her  pregnancy  was 
relatively  normal,  and  Rh  titers  on  the 
twenty-fifth,  twenty-ninth,  and  thirty-first 
week  were  positive  at  a dilution  of  1:64. 

She  was  referred  to  an  obstetrician  in  a 

* Chairman,  Subcommittee  on  Maternal  and  Child  Wel- 
fare. 


nearby  city  for  his  opinion  on  how  the  case 
should  be  handled.  The  attending  physi- 
cian repeated  a titer  at  the  thirty-third 
week.  The  report,  which  showed  a positive 
reaction  in  a dilution  of  1 : 256,  was  re- 
ceived seven  days  after  the  blood  sample 
had  been  submitted  to  the  laboratory. 
This  was  the  day  the  patient  was  scheduled 
for  a prenatal  visit.  The  fetal  heart  was 
present.  The  attending  physician  con- 
tacted the  consultant.  Arrangements  were 
made  with  the  consultant  to  have  the 
patient  admitted  to  his  service  the  following 
morning  for  induction  of  labor.  Unfortu- 
nately, on  admission  the  fetal  heart  could 
not  be  heard.  The  patient  was  discharged. 
She  started  in  labor  four  days  later.  Her 
attending  physician  delivered  a 6-pound, 
female,  stillborn  fetus  spontaneously,  after 
a normal  labor.  The  cause  of  the  intra- 
uterine death  was  erythroblastosis  fetalis. 

Comment 

It  was  felt  this  fetal  death  was  potentially 
avoidable.  The  result  of  the  last  titer  test 
was  reported  to  her  physician  one  week 
after  the  blood  sample  had  been  submitted 
to  the  laboratory.  The  attending  physi- 
cian would  have  instructed  the  patient  to  be 
hospitalized  for  induction  of  labor  earlier  if 
he  had  been  informed  of  the  rise  in  the  titer. 

We  feel  significant  rises  in  titers  should  be 
reported  to  the  attending  physician  by  tele- 
phone as  soon  as  the  test  is  completed,  in 
addition  to  the  routine  reporting. 

323  University  Avenue 
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From  the  Department  of  Urology,  Queens  Hospital  Center, 

Jamaica,  New  York 


|t  is  not  uncommon  for  a kidney  to  be 
displaced,  rotated,  or  distorted  by  an 
adjacent  expanding  lesion.  The  resultant 
changes  depend  on  the  size,  the  site  of 
origin,  the  direction  of  expansion,  and  the 
type  of  tumor.  The  following  2 cases 
demonstrate  the  extreme  extent  of  dis- 
placement and  torsion  that  can  occur 
secondary  to  a primary  retroperitoneal 
tumor. 

Case  reports 

Case  1.  A twenty-year-old  unmarried 
Negro  female  was  admitted  to  Queens 
Hospital  Center  on  September  26,  1963, 
with  the  chief  complaint  of  a progressively 
enlarging,  painless  mass  of  three  months 
duration  in  the  right  side  of  her  abdomen. 
In  spite  of  a good  appetite  and  the  absence 
of  any  gastrointestinal  symptoms,  the 
patient  had  a weight  loss  of  16  pounds. 
During  the  month  prior  to  admission,  she 
had  developed  an  increased  frequency  of 
urination  without  other  urinary  symptoms. 
The  patient  denied  any  history  of  trauma. 

The  entire  physical  examination  gave 


FIGURE  1.  Case  1.  Gastrointestinal  series  shows 
displacement  of  entire  small  bowel  into  left  side  of 
abdomen  secondary  to  large  mass  filling  right  side 
of  abdomen. 

negative  findings  except  for  the  abdomen 
and  pelvis.  On  palpation  of  the  abdomen,  a 
large  cystic  mass  was  found  occupying  the 
entire  right  side.  A fluid  thrill  was  de- 
tected over  the  mass.  Pelvic  examination 
showed  a retroverted  uterus  that  was  other- 
wise normal.  A soft,  nontender,  irregular 
mass  was  palpated  anterior  to  the  uterus. 
The  upper  limits  of  the  mass  could  not  be 
reached  on  bimanual  examination.  Lab- 
oratory studies,  including  stool  examination 
for  ova,  were  normal. 

A plain  film  of  the  abdomen  indicated 
a large  mass  filling  the  entire  right  side 
with  the  intestinal  tract  pushed  to  the 
left  side.  A gastrointestinal  series  showed 
the  entire  small  bowel  crowded  to  the  left 
side  of  the  abdomen  (Fig.  1).  Intravenous 
pyelography  revealed  good  bilateral  func- 
tion with  the  right  kidney  shadow  super- 
imposed on  the  left  kidney  shadow  (Fig. 
2A).  On  the  oblique  film,  the  two  kidneys 
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FIGURE  2.  Case  1.  (A)  Initial  intravenous  uro- 
gram reveals  good  bilateral  function  with  right 
kidney  shadow  superimposed  on  left  kidney 
shadow.  (B)  On  oblique  film,  the  two  kidneys  are 
found  to  be  independent  with  right  kidney  rotated 
180  degrees  about  its  vertical  axis. 

were  found  to  be  independent  with  the 
right  kidney  rotated  180  degrees  around  its 
vertical  axis  (Fig.  2B).  Retrograde  pye- 
lography demonstrated  the  left  kidney  and 
ureter  in  normal  position.  The  right 


FIGURE  3.  Casel.  Retrograde  pyelogram  demon- 
strates transposition  of  right  kidney  which  is 
rotated  180  degrees  about  its  vertical  axis. 


ureter  originated  from  a normal  position 
in  the  bladder,  then  passed  cephalad  across 
the  midline  to  join  the  right  kidney  in 
close  proximity  to  the  left  kidney  (Fig.  3). 
There  was  no  evidence  of  hydronephrosis 
or  distortion  of  the  calyceal  systems. 

Through  a thoracoabdominal  incision,  the 
preoperative  diagnosis  of  primary  retro- 
peritoneal cyst  was  confirmed.  The  cyst 
filled  the  entire  right  retroperitoneal  area, 
displacing  the  ascending  colon,  hepatic 
flexure,  and  terminal  ileum  anteriorly  and 
medially.  The  small  intestines  were  dis- 
placed completely  and  crowded  to  the  left 
side.  The  right  kidney  was  displaced  to  a 
position  across  the  midline  with  the  ureter 
passing  across  the  anterior  and  medial 
portion  of  the  cyst.  The  cyst’s  superior 
surface  was  in  contact  with  the  inferior 
surface  of  the  diaphragm,  and  the  cyst’s 
inferior  surface  extended  down  into  the 
true  pelvis  in  close  association  with  the 
lower  ureter  and  upper  vagina.  With  re- 
moval of  the  cyst,  which  contained  ap- 
proximately 4 L.  of  dark  bloody  fluid,  all 
displaced  structures  returned  easily  to  their 
normal  positions.  The  postoperative  pe- 
riod was  uneventful.  The  pathologic  diag- 
nosis was  encysted  hematoma. 
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FIGURE  4.  Case  2.  An  intravenous  pyelogram 
shows  presence  of  two  collecting  systems  on  left 
side  of  abdomen.  There  is  transposition  of  right 
kidney  which  is  rotated  180  degrees  about  its 
vertical  axis. 

Case  2.  A fifty-four-year-old  white  fe- 
male was  admitted  to  another  hospital  on 
June  25,  1963,  with  the  chief  complaint  of 
enlargement  of  the  abdomen  and  painful 
gross  hematuria.  The  patient  had  noted 
progressive,  painless  increase  in  the  girth 
of  her  abdomen  during  the  previous  two 
years.  She  consulted  her  family  physician 
one  week  prior  to  admission  and  was  told 
she  had  a mass  in  the  right  side  of  the 
abdomen.  The  day  prior  to  admission  she 
experienced  dysuria  and  passed  a moderate 
amount  of  blood  in  the  urine. 

Physical  examination  revealed  pertinent 
findings  only  in  the  abdomen  where  a 
huge  mass  was  palpated  extending  below 
the  level  of  the  iliac  crest  anteriorly  and 
into  the  flank  laterally  on  the  right  side. 
Cystoscopy  revealed  the  presence  of  a hem- 
orrhagic cystitis  with  areas  of  purulent  ex- 
udate sufficiently  severe  to  account  for  the 
hematuria  and  pyuria  found  in  the  urinaly- 
sis. Intravenous  pyelography  revealed  the 
presence  of  two  collecting  systems  on  the 
left  side  of  the  abdomen  and  a large  inde- 
pendent tumor  mass  on  the  right  which  was 
apparently  pushing  the  right  kidney  across 
the  midline  to  the  left  (Fig.  4).  Mottled 
radiolucent  shadows  were  noted  which 


FIGURE  5.  Case  2.  Right  retrograde  catheteriza- 
tion demonstrates  right  ureter  originating  from 
normal  position  in  bladder  and  curving  across  the 
midline  to  join  right  kidney  in  close  proximity  to 
left  kidney. 


obscured  the  right  psoas  muscle  margin. 
Subsequent  right  retrograde  pyelography 
showed  the  catheter  in  the  right  ureter 
curved  across  the  midline  to  the  left  side 
(Fig.  5).  The  kidney  was  rotated  180 
degrees  around  its  vertical  axis. 

The  abdomen  was  explored  through  a 
right  pararectus  incision.  The  ascending 
colon  and  the  hepatic  flexure  were  dis- 
placed anteriorly  and  medially.  A large 
retroperitoneal  mass  which  measured  12 
inches  in  diameter  displaced  the  right 
kidney  to  a position  left  of  the  midline. 
This  mass  was  easily  mobilized,  and  the 
right  ureter  at  its  lower  pole  was  separated 
without  difficulty.  The  postoperative  pe- 
riod was  uneventful.  The  pathologic  re- 
port was  benign  lipoma.  One  month 
later  an  intravenous  pyelography  revealed 
the  right  kidney  restored  to  its  normal  posi- 
tion and  normal  in  appearance  (Fig.  6). 

After  re-examination  of  the  initial  films, 
which  disclosed  a diffuse  radiolucent  mot- 
tling in  the  region  of  the  tumor  mass,  it 
was  evident  that  a diagnosis  of  retro- 
peritoneal lipoma  or  liposarcoma  should 
have  been  suspected  because  of  the  high 
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FIGURE  6.  Case  2.  Repeat  intravenous  pyelo- 
gram,  one  month  postoperatively,  shows  right 
kidney  restored  to  its  normal  position. 


fat  content  of  the  tumor  which  caused  the 
radiolucent  shadows. 

Comment 

If  the  renal  changes  resulting  from 
ureteral  obstruction  are  excluded,  the 
kidney  can  be  influenced  in  three  ways  by 
an  adjacent  expanding  lesion  whether  it 
be  intraperitoneal  or  retroperitoneal,  malig- 
nant or  benign,  or  solid  or  cystic.  The 
kidney  may  be  displaced,  distorted,  or 
rotated,  and  these  changes  can  occur 
singly  or  in  combination.  Anterior,  lateral, 
caudal,  or  combined  displacement  of  the 
kidney  has  been  reported  associated  with 
intraperitoneal  and  retroperitoneal  expand- 
ing lesions. 1 ~ 7 Posterior  displacement  can- 
not occur  because  of  the  resistance  of  the 
posterior  abdominal  wall,  and  cephalad 
displacement  is  limited  by  the  ureter.  In 
Case  1 true  cephalad  displacement  is  ap- 
parent. In  Weyrauch’ss  discussion  of  renal 
torsion,  3 cases  of  renal  displacement  sec- 
ondary to  enlargement  of  the  liver  or 
spleen  are  included.  Therefore,  displace- 
ment in  itself  is  not  pathognomonic  of  a 
retroperitoneal  tumor.  However,  anterior 
displacement  of  the  kidney  is  highly  sug- 
gestive of  an  expanding  retroperitoneal 


lesion,  either  intrarenal  or  extrarenal  in 
origin. 

Distortion  of  the  renal  pelvis  or  calyces 
most  often  occurs  with  intrarenal  lesion. 
However,  distortion  has  been  noted  in  the 
presence  of  both  benign  and  malignant 
extrarenal  lesions  of  retroperitoneal  or 
intraperitoneal  origin.  Cancers  of  either 
flexure  of  the  large  bowel  have  given  rise  to 
renal  distortion  from  invasion.  Primary 
retroperitoneal  masses,  attached  or  un- 
attached, have  involved  the  pelvis  and 
calyces  and  can  cause  distortion  indis- 
tinguishable from  that  noted  with  intra- 
renal lesions. 

As  a further  aid  in  the  diagnosis  of 
masses  involving  the  kidney,  Weyrauch8 
added  the  factor  of  torsion  or  rotation. 
He  described  it  as  occurring  around  three 
axes  of  the  kidney,  namely,  transverse, 
vertical,  and  horizontal.  Although  torsion 
could  conceivably  happen  with  intra- 
peritoneal lesions,  it  is  far  more  likely  to 
occur  with  retroperitoneal  masses.  The 
greater  the  combinations  of  torsion  seen, 
the  greater  is  the  likelihood  of  a malignant 
lesion  involving  the  kidney.  In  both  the 
cases  presented,  the  degree  of  displacement 
and  torsion  was  extreme,  similar  to  a 
case  described  by  DeWeerd1  in  which  com- 
plete transposition  of  the  kidney  was 
present  with  180  degrees  torsion  around  the 
vertical  axis.  Benign  lesions  were  in- 
volved in  all  3 cases.  The  large  abdominal 
blood  vessel  and  the  vertebral  bodies  bar 
the  way  to  simple  medial  displacement. 
Therefore,  to  cross  the  midline,  anterior 
and  then  medial  displacement  of  the 
kidney  had  to  occur.  The  other  iimiting 
factors  of  displacement  are  the  direction 
of  expansion  of  the  offending  lesion  and  the 
shortness  of  the  renal  blood  vessels.  Al- 
though no  measurements  of  the  renal  blood 
vessels  were  taken  at  the  time  of  surgery 
in  either  case,  elongation  of  these  vessels 
must  have  occurred  for  such  extreme  dis- 
placement and  torsion  around  the  vertical 
axis  to  have  taken  place. 

Where  extreme  displacement  of  the 
kidney  occurs  in  an  anteromedial  direction 
with  torsion  around  one  axis  and  without 
distortion  of  the  pelvis  or  calyces,  as  in 
these  2 cases  and  in  the  case  cited  by  De- 
Weerd, it  would  probably  be  safe  to  make  a 
preoperative  diagnosis  of  benign  primary 
retroperitoneal  lesion. 


2024  New  York  State  Journal  of  Medicine  / August  1,  1965 


Summary 

Two  cases  are  reported  of  renal  transposi- 
tions with  180  degrees  torsion  around  the 
vertical  axis  which  were  secondary  to 
primary  retroperitoneal  tumors. 
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Football  equipment’s 
protection  studied 

Visual  impairment  and  neck  injuries  con- 
nected with  football  equipment  are  examined  in 
two  articles  in  a recent  issue  of  the  Journal  of 
the  American  Medical  Association.  Two  physi- 
cians at  the  University  of  Michigan  Medical 
Center  studied  six  different  designs  of  face 
guards  and  helmets  and  found  that  some  of  the 
newer  safety  features  create  visual  hazards  for 
the  player.  A second  article  reports  that  a 
football  player  of  average  build  and  flexibility 
is  more  prone  to  lateral  flexion  neck  injury  (so- 
called  “nerve  pinch”)  than  either  short,  thick- 
necked or  limber,  long-necked  players.  Much 
less  neck  protection  is  offered  by  low,  profes- 
sional-style shoulder  pads  than  by  higher  con- 
ventional types,  the  article  said. 

A football  helmet  with  a single  face  bar 
furnishes  the  best  vision  but  the  least  protection, 
said  Richard  C.  Schneider,  M.D.,  and  Bartley 
E.  Antine,  M.D.  By  comparison,  a new  style 
helmet  with  external  padding  and  a firm  plastic 
attachment  at  cheek  level  affords  excellent 
protection  but  the  poorest  vision.  Obstruction 
in  the  lower  quadrants  of  the  visual  field  can  be 
a threat  to  safety  that  might  override  the 
physical  protection  of  the  helmet  itself.  Dr. 
Schneider  and  Dr.  Antine  said,  “A  potential 
blocker  or  tackier  approaching  low  and  from  the 
side  might  be  hidden  transiently,  and  the  wearer 
of  this  helmet  might  be  hit  without  warning.” 
They  also  found  that  the  midline  vertical  bar 
used  on  some  face  guards  had  no  effect  on  nor- 
mal “binocular”  vision.  The  results  showed 
that  this  vertical  bar  would  be  a good  all-around 
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safety  feature  when  associated  with  the  thinner, 
tube-like  lateral  bars  which  attach  to  the  helmet 
at  the  jawline.  Yet  they  offered  one  caution 
about  the  midline  vertical  bar:  If  a player  has 
limited  vision  in  one  eye,  the  midline  bar  “may 
produce  a sizeable  central  visual  defect . . . and 
the  player’s  effectiveness  might  be  markedly 
hampered.” 

“Transient  obstruction  of  vision  by  the  face 
guard  may  well  interfere  not  only  with  forward 
pass  reception  but  also  with  the  blocker  or 
tackier  more  frequently  than  is  realized,”  the 
article  said. 

The  report  on  neck  injuries  is  by  O.  Donald 
Chrisman,  M.D.,  et  al.,  of  Amherst  College  and 
the  University  of  Massachusetts,  Amherst. 
The  paper  was  read  at  the  1964  convention  of 
the  A.M.A.  in  San  Francisco.  The  investiga- 
tors studied  the  range  of  lateral  neck  motion  of 
22  injured  and  22  normal  athletes  wearing  high 
and  low  shoulder  pads  and  without  pads.  All 
pads  provided  adequate  shoulder  protection, 
the  report  said,  but  increase  in  neck  injury  was 
noted  with  the  low  pads.  Reinjury  was  com- 
mon unless  collar  protection  was  used.  Long- 
term neurologic  and  arthritic  changes  can  result 
from  such  injuries,  the  report  noted,  and  it 
cautioned  against  the  use  of  the  professional 
type  shoulder  pads  for  young  players. 

“We  are  sure  that  the  experience  and  trained 
coordination  of  professional  football  players 
enable  them  to  avoid  these  injuries  more  suc- 
cessfully than  do  college  players.  Unfortu- 
nately, many  high  school  and  college  teams  ad- 
here to  the  theory,  ‘If  it  is  good  enough  for  the 
pros,  it’s  good  enough  for  us.’  This  is  danger- 
ous reasoning,  as  shown  by  our  epidemic  of 
injuries,  half  of  which  resulted  in  long-term 
neurologic  and  arthritic  sequellae.” 
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Among  the  bric-a-brac  on  the  imaginary 
shelf  of  Victorian  stereotypes  is  Thomas 
Bowdler’s  edition  of  The  Family  Shake- 
speare, “in  which  nothing  is  added  to  the 
original  text,  but  those  words  and  expres- 
sions are  omitted  which  cannot  with  pro- 
priety be  read  in  a family.”  It  may  come 
as  a surprise  to  learn  that  the  bowdlerized 
version  of  Shakespeare  first  appeared  in 
1818  during  the  Regency  and  that  it  went 
through  three  more  editions  before  Dr. 
Bowdler  died  in  1825,  while  George  IV  was 
still  on  the  throne.  Later  editions  were 
published  in  1831,  1853,  and  1861,  only 
the  last  two  during  Victoria’s  reign,  and 
even  these  before  the  Prince  Consort’s 
death,  a point  conveniently  taken  by 
historians  as  the  beginning  of  mid-Vic- 
torianism.  Even  in  times  of  great  public 
profligacy  there  has  always  been  an  under- 
current of  puritanism  and  reform  in  Eng- 
land. At  its  best,  this  tendency  to  self- 
conscious  virtue,  when  espoused  by  a suf- 
ficient number  of  people  of  sound  education 
and  good  sense,  has  led  to  worthwhile 
changes  in  politics,  religion,  and  attitudes 
toward  the  various  arts.  More  often,  it 
has  merely  been  the  shibboleth  of  the  middle 
and  lower  middle  classes. 

Thomas  Bowdler  was  the  second  son  of 
a gentleman  of  independent  means.  His 


elder  brother,  John  Bowdler  (1746-1823), 
was  also  a bit  of  a reformer,  having  written 
in  1797  a pamphlet  titled  Reform  or  Ruin 
in  which  he  attacked  the  irreligion  and 
immorality  of  the  society  of  his  day;  he 
was  also  one  of  the  founders  of  the  Church 
Building  Society.  Thomas,  some  eight 
years  younger,  appears  to  have  survived  a 
traumatic  childhood  and  a difficult  young 
manhood.  At  the  age  of  nine  he  suffered 
a serious  accident,  the  nature  of  which  is 
not  clarified  but  which  is  supposed  to  have 
required  several  operations  and  to  have 
caused  him  some  suffering  for  the  rest  of 
his  life.1 2 However,  at  the  age  of  eleven 
he  was  sent  off  from  his  home  in  Shropshire 
to  school  at  Claverton,  near  Bath.  In 
1770,  at  the  age  of  sixteen,  he  began  to 
study  medicine  at  the  University  of  St. 
Andrews,  finally  taking  his  M.D.  degree 
at  Edinburgh  in  1776.  He  spent  the  next 
four  years  on  the  Grand  Tour.  In  1781  he 
traveled  to  Lisbon  “for  the  purpose  of 
attending  a young  friend,  a member  of  one 
of  the  first  families  of  the  kingdom,  whose 
health  was  delicate,  but  under  (his) 
judicious  attention,  was  gradually  im- 
proving.”2 The  unnamed  friend  caught  a 
putrid  fever  and  died  of  it.  Bowdler,  who 
nursed  him,  caught  the  fever,  was 
dangerously  ill,  but  recovered.  He  “re- 
turned to  England  in  broken  health  and 
with  a strong  aversion  to  his  profession.”2 
Although  elected  to  the  Royal  Society  and 
licensed  by  the  College  of  Physicians  in  the 
same  year,  he  practiced  medicine  no  more 
and  devoted  the  remaining  forty-four 
years  of  his  life  to  good  causes. 

Apart  from  his  attempts  to  purify  litera- 
ture, to  be  described,  he  was  a fellow  of 
the  Society  of  Antiquaries,  chairman  of  the 
vestry  of  St.  George’s  Church  in  Hanover 
Square,  active  in  prison  reform,  and  a pro- 
moter of  the  Proclamation  Society,  formed 
in  1787  to  enforce  a royal  decree  against 
vice  and  impiety,  later  replaced  by  the 
well-known  Society  for  the  Suppression  of 
Vice.  Bowdler  traveled  widely  and  pub- 
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lished  several  letters  dealing  with  his 
observations  on  life  and  events  abroad, 
notably  “Observations  on  Emigration  to 
France,  with  an  Account  of  Health, 
Economy,  and  the  Education  of  Children.” 
Needless  to  say,  he  warned  Englishmen 
against  France,  especially  French  watering- 
places.  He  never  married. 

Bowdler’s  reputation  rests  (or  falls)  on 
his  Family  Shakespeare.  He  leaves  no 
doubt  as  to  his  motive:  “It  is  certainly  my 
wish.  . . to  exclude  from  this  publication 
whatever  is  unfit  to  be  read  aloud  by  a 
gentleman  to  a company  of  ladies.  I can 
hardly  imagine  a more  pleasing  occupation 
for  a winter’s  evening  in  the  country,  than 
for  a father  to  read  one  of  Shakespeare’s 
plays  to  his  family  circle.  My  object  is  to 
enable  him  to  do  so  without  incurring  the 
danger  of  falling  unawares  among  words  or 
expressions  which  are  of  such  a nature  as  to 
raise  a blush  on  the  cheek  of  modesty,  or 
render  it  necessary  for  the  reader  to  pause 
and  examine  the  sequel  before  he  proceeds 
further.  . . What  can  be  said  for  his 
methods? 

Method 

Bowdler  employed  two  surgical  technics, 
amputation  and  local  excision.  He  avoids 
the  “focative”  ( Merry  Wives  of  Windsor, 
IV,  i,  42-47)  by  eliminating  the  entire  scene 
of  Queen  Katharine’s  lesson  in  English 
{Henry  V,  III,  iv)  in  which  she  makes  the  un- 
hilarious  discovery  that  “foot”  and  “gown” 
are  approximately  homonymous  with  the  im- 
pudic  “foutre”  and  “coun.”  We  cannot 
really  mourn  the  loss,  as  the  scene  has  but 
little  substance  or  dramatic  value;  for  these 
reasons,  even  in  an  age  noted  for  its  frank 
speech  onstage,  it  is  customarily  omitted 
by  directors.  However,  when  Bowdler 
revises  Pistol’s  interjections,  “A  foutre  for 
the  world  and  worldlings  base”  and  “A 
foutre  for  thine  office”  ( 2 Henry  IV,  V, 
iii,  98-114)  by  substituting  “Afico,”  we  lose 
the  intensive  force  of  soldier’s  epithets  in 
use  since  men  bore  arms,  gaining  only  a fig. 

Lancastrian  wenching  was  offensive  to 
Bowdler,  and  the  entire  scene  in  the 
Boar’s  Head  Tavern  at  Eastcheap  ( 2 
Henry  IV,  II,  iv)  is  amputated.  Falstaff 
is  not  allowed  to  frolic  with  Doll  Tearsheet; 
indeed,  this  termagant  tart  does  not  appear 
in  Bowdler’s  version,  and  even  Falstaff’s 


role  is  reduced  throughout  the  entire  play. 
Prostitution  may  have  been  rife  in  Georgian 
England,  but  no  breath  of  it  exists  in 
Bowdler’s  cosmos.  In  Timon  of  Athens, 
he  so  cuts  the  scene  with  Alcibiades  and  his 
two  mistresses  (IV,  iii)  in  which  Timon  rails 
at  the  doxies  and  curses  them  for  their 
venereal  diseases  that  the  two  hetaerae 
vanish  from  Shakespeare’s  pages  and 
Timon’ s asceticism  is  left  unstated. 

Bowdler  does  not  hesitate  to  shorten 
well-known  speeches  of  their  most  colorful 
content.  The  Porter’s  speech  in  Macbeth 
(II,  iii)  is  reduced  to  a pitiful  few  lines: 

Here’s  a knocking,  indeed!  Knock,  knock, 
knock; 

Who’s  there?  Come  in  time.  Knock,  knock: 
Who’s 

there?  Knock,  knock:  Never  at  quiet! 

What  are  you? 

Anon,  anon;  I pray  you  remember  the  porter. 

(Opens  the  gate.) 

One  doubts  if  a porter  could  be  re- 
membered for  such  a brief,  unmemorable 
utterance.  Likewise  in  King  Lear  (IV,  vi) 
Bowdler’s  version  of  Lear’s  speech  reads: 

Ay,  every  inch  a king: 

When  I do  stare,  see  how  the  subject  quakes. 

I pardon  that  man’s  life:  What  was  thy 
cause? — 

Adultery. — 

Thou  shalt  not  died:  for  Gloster’s  bastard  son 

Was  kinder  to  his  father,  than  my  daughters 

Born  in  the  lawful  bed. 

Bowdler  excises  the  lines  dealing  with  the 
sexual  activities  of  animals.  (“The  wren 
goes  to  ’t,  and  the  small  gilded  fly/ 
Does  lecher  in  my  sight./  Let  copulation 
thrive.”  and  “The  fitchew  nor  the  soiled 
horse  goes  to  ’t / With  a more  riotous  ap- 
petite.”) One  would  scarcely  expect  a 
man  of  Bowdler’s  persuasion  to  endorse  the 
utterance  “Let  copulation  thrive”  not  even 
if  the  future  of  the  human  race  depended 
on  it.  However,  when  he  revises  Shake- 
speare’s description  of  Lear’s  daughters  as 
“Got  ’tween  the  lawful  sheets”  to  “Born  in 
the  lawful  bed”  he  seems  to  go  even  beyond 
the  coy  modesty  of  his  own  era.  Possibly 
Bowdler  had  a unique  feeling  for  the 
risque  nature  of  bedclothes,  for  in  Othello 
(III,  iii,  398-400)  he  substitutes  “quilt” 
for  “bolster.” 

In  censoring  Shakespeare  it  was 
impossible  to  escape  such  items  as  adultery 
and  bastards,  but  allusions  to  whores  were 
rigorously  eliminated.  Deleted  from  King 
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Lear  (III,  vi)  is  the  Fool’s  sally,  “He’s  mad 
that  trusts  in  the  tameness  of  a wolf,  a 
horse’s  health,  a boy’s  love,  or  a whore’s 
oath.”  Actually,  Bowdler  could  merely 
have  excised  the  last  two  appositives  with- 
out bringing  the  blush  of  shame  to  a 
maiden’s  damask  cheek,  but  he  wielded  a 
large  scalpel. 

Needless  to  say,  certain  anatomic  terms 
were  forbidden.  Mercutio’s  famous  wit- 
ticism ( Romeo  and  Juliet,  II,  iii,  116), 
“The  bawdy  hand  of  the  dial  is  on  the  prick 
of  noon.”  is  now  altered  to  “the  point  of 
noon,”  thereby  blunting  the  effect.  Ref- 
erences to  maidenheads  were  also  taboo, 
hence  the  removal  of  many  lines  from  the 
opening  scene  of  Romeo  and  Juliet.  Not 
even  an  indirect  allusion  to  the  droit  du 
seigneur  is  licit.  Jack  Cade  is  not  allowed 
to  say  (. 2 Henry  VI,  IV,  vii)  “There  shall 
not  a maid  be  married,  but  she  shall  pay 
to  me  her  maidenhead  ere  they  have  it.” 
How  Bowdler  hoped  to  preserve  the  maiden- 
heads of  his  female  relations  without 
naming  the  part  is  beyond  latter-day 
comprehension.  In  the  same  scene  even 
his  antipathy  for  the  French  would  not 
permit  Bowdler  to  have  uttered  a vulgar 
allusion  to  the  Dauphin  of  France  as 
“Monsieur  Basimecu”  (baisez  mon  cul), 
Jack  Cade’s  sneer  at  the  Frenchman’s 
good  manners.  Bowdler  also  eliminated 
references  to  cod -pieces  ( Measure  for  Meas- 
ure, III,  ii,  115-117),  dildos  ( Winter's  Tale 
IV,  iii,  193-196),  cocks  {Henry  V,  III,  iv, 
47-53),  or  any  other  object  suggesting  the 
male  organ  of  generation  or  a substitute 
therefore.  One  cannot  fault  his  logic: 
If  his  womenfolk  were  not  to  know  of 
their  maidenheads,  it  were  better  they  had 
no  idea  of  male  genital  anatomy. 

However,  in  censoring  plays  in  which  the 
characters  fall  in  love,  licit  or  illicit,  are 
married,  bear  children,  legitimate  or  il- 
legitimate, and  aspire  to  what  Donne 
later  called  “the  right  true  end  of  love,”  it 
is  difficult  to  eliminate  all  reference  to  the 
act  of  love.  Bowdler  tried  his  best.  Iago’s 
description  of  Desdemona’s  rapturous  love- 
making  with  Othello  (I,  i,  108)  is  described 
by  Bowdler  as  “ to  the  embrace  of  a 
lascivious  Moor”  instead  of  Shakespeare’s 
original  “your  daughter  and  the  Moor 
are  now  making  the  beast  with  two  backs.” 
Which  version  was  less  likely  to  produce  a 
frission  in  his  audience  is  a matter  for 


conjecture.  Bowdler  also  excised  such 
other  references  to  the  sexual  act  as  “some 
stair-work,  some  trunk-work,  some  behind- 
the-door  work”  from  The  Winter’s  Tale 
(III,  iii,  76),  as  well  as  other  references  in 
places  too  numerous  to  list. 

It  is  with  some  glee  that  a twentieth 
century  ear  can  detect  the  few  items  that 
Bowdler  missed.  For  example,  he  permits 
Lady  Macbeth  to  admonish  her  husband 
“But  screw  your  courage  to  the  sticking- 
place,/And  we’ll  not  fail.”  (I,  vii).  In 
Bowdler’s  defense,  it  is  possible  that 
“screw”  did  not  carry  with  it  the  denotation 
of  today,  but  where  did  his  sensitive  ear 
imagine  the  “sticking-place”  was? 
Another  passage  Bowdler  failed  to  grasp 
was  Cleopatra’s  urging  to  Anthony  (IV, 
viii,  15-17)  “Chain  mine  arm’d  neck; 
leap  thou,  attire  and  all,  Through  proof  of 
harness  to  my  heart,  and  there/ Ride  on 
the  pants  triumphing.”  He  should  have 
been  more  on  guard  for  a double  entendre 
from  the  notoriously  seductive  Egyptian 
queen.  Even  more  astonishing  is  that 
Bowdler  let  pass  Cloten’s  speech  in  Cym- 
beline  (II,  iii,  12-16)  where  music  and  sexual 
stimulation  are  fused  into  one  metaphor: 
“I  am  advised  to  give  her  music  o’ 
mornings;  they  say  it  will  penetrate — 
(Enter  Musicians) — Come  on;  tune:  if  you 
can  penetrate  her  with  your  fingering,  so; 
we’ll  try  with  tongue  too.”  The  imputa- 
tion of  digital  manipulation  and  cunnilingus 
is  scarcely  concealed.  This  is  the  old 
problem  with  censorship,  so  well  defined 
by  Legman3:  Normal  coitus,  no;  para- 

philia, yes!  Even  in  our  own  generation 
which  we  would  like  to  believe  more  en- 
lightened, we  find  censorship  applied  to 
normal  anatomic  structures  and  normal 
heterosexual  relationships,  but  thinly  veiled 
allusions  to  sadism,  masochism,  fetish- 
ism, and  a variety  of  deviant  acts  are 
overlooked.  The  poor  censors  can  see  only 
the  obvious. 

Reactions 

Bowdler’s  tampering  with  Shakespeare 
did  not  go  unchallenged  in  his  own  day. 
An  article  in  The  British  Critic  castigated 
him:  “They  have  purged  and  castrated 

him  (Shakespeare),  and  tatooed  and  be- 
plaistered  him,  and  cauterized  him  and 
phelbotomized  him  with  all  the  studied  re- 
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finement  that  the  utmost  skill  of  critical 
barbarity  could  suggest.  . . . Shakespeare 
is,  of  all  poets,  precisely  that  one  of  whom 
we  can  least  afford  to  lose  one  iota.”4  In 
a later  passage,  the  article  alluded  to 
previous  tamperings  as  well,  parodying 
Marc  Anthony’s  funeral  oration  on  Caesar: 

Here  ran  Johnson’s  dagger  through; 

See  what  a rent  envious  Pope  made, 

And  here  the  well-beloved  Bowdler 
stabbed  . . 

Bowdler  was  indeed  in  fine  company 
when  classed  with  Pope  and  Johnson. 
With  the  example  of  such  distinguished  men 
of  letters  before  him,  there  is  little  wonder 
that  a man  of  limited  literary  judgment 
would  attempt  emendation  of  the  sacred 
writings.  Bowdler’s  work  was  the  result  of 
considerable  tamperings  in  the  eighteenth 
century  pushed  to  its  logical  conclusion  in 
the  nineteenth.  Nahum  Tate  had  tacked 
a happy  ending  on  King  Lear.  David 
Garrick  had  cut  A Winter’s  Tale  to  half  its 
original  length  and  had  also  revised  Hamlet , 
having  Queen  Gertrude  go  mad  with 
shame  and  remorse  and  having  King  Clau- 
dius duel  with  Hamlet  in  the  final  scene. 
Bowdler  came  to  his  own  defense:  “Am 

I to  be  classed  with  the  assassins  of  Caesar 
for  rendering  these  invaluable  plays  fit  for 
the  perusal  of  virtuous  females?”  His 
rebuttal  also  detailed  further  aspects  of 
his  motive  and  means,  but  alas,  a decade 
after  his  death  Gen.  Perronet  Thompson 
coined  the  word  “bowdlerize”  in  his 
Letters  of  a Representative  to  his  Constituents 
during  the  Session  1836. 5 Despite  two  more 
editions,  the  Family  Shakespeare  had  little 
further  influence. 

The  only  voice  during  the  Victorian  era 
coming  to  Bowdler’s  defense  was,  singularly 
enough,  Swinburne’s,  who  wrote:  “No 

man  ever  did  better  service  to  Shakespeare 
than  the  man  who  made  it  possible  to  put 
him  into  the  hands  of  intelligent  and 
imaginative  children.”5  However,  his 
cousin,  Lord  Redesdale  recollects  that  when 
Swinburne  arrived  at  Eton  in  1849  he  was 
“a  queer  little  elf,  who  carried  about  with 
him  a Bowdlerised  Shakespeare,  adorned 
with  a blue  silk  book-marker  with  a Tun- 
bridge-ware  button  at  the  end  of  it.”6 
This  volume  had  been  given  to  him  by  his 
mother  when  he  was  six  years  of  age. 
Swinburne’s  psychosexual  orientation  was, 


to  say  the  least,  bizarre,  and  his  libido 
remained  fixated  at  a juvenile  level. 

Attitudes  to  literature  and  morality 
change,  and  one  generation’s  pornography 
is  barely  enough  to  whet  the  prurience  of 
the  next.  One  hundred  and  thirty  years 
after  Bowdler’s  first  edition  of  the  Family 
Shakespeare , the  lexicographer  Eric  Part- 
ridge7 published  his  book,  Shakespeare’ s 
Bawdy , in  which  he  scrutinized  the  text 
with  equal  diligence  to  isolate  and  classify 
every  reference  to  sexual  or  genital  matters, 
compiling  a large  glossary  to  accompany 
a brief  but  illuminating  introductory  essay. 
In  his  preface  Partridge  quotes  Hesketh 
Pearson  to  the  effect  that  “ ‘Pederasts  and 
pedants  have  been  the  curse  of  Shake- 
spearean biography  and  criticism’  ” and  goes 
on  to  state  that  “academic  critics  have,  in 
the  main  and  for  most  of  the  time,  ignored 
the  questions  of  homosexuality,  sex,  and 
bawdiness:  with  one  or  two  notable  excep- 
tions, they  have  been  pitiably  inadequate. 
The  non-academic  critics  have  done  better 
on  the  homosexuality,  but  none  of  them  has 
dealt  fully,  or  even  satisfactorily,  with  the 
normal  sexuality  and  the  bawdiness.  As  I 
am  neither  pederast  nor  pedant,  I may  be 
able  to  throw  some  light  on  a neglected, 
yet  very  important,  aspect  of  Shakespeare’s 
character  and  art.”7  Patridge  makes  the 
case  for  Shakespeare-in-the-raw  as  essential 
for  a full  understanding  of  his  attitude 
toward  his  plays  and  of  his  ability  to  depict 
in  the  plays  themselves  the  fully  rounded 
nature  of  human  experience.  He  describes 
Shakespeare  as  a “Thinker,  yet  not  remote 
from  the  stressful  hurly-burly;  dreamer  yet 
practical  businessman;  deliberate  sater  of 
that  desirous  sex-hungry  body,  yet  mer- 
ciless contemner  of  his  own  yielding; 
condemning  too  his  dark  mistress,  yet  con- 
tinuing to  love  the  woman  she  might  have 
been.  ...”  It  is  unlikely  that  Bowdler  or 
Swinburne  would  have  characterized  the 
Bard  in  such  terms. 

Further  work 

Thoroughly  pleased  with  the  results  of 
his  surgery  on  the  body  of  Shakespeare 
plays,  Bowdler  then  proceeded  to  edit 
Gibbon’s  Decline  and  Fall  of  the  Roman 
Empire , as  he  put  it,  “for  the  use  of  families 
and  young  persons,  reprinted  from  the 
original  text  with  the  careful  omission  of 
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all  passages  of  an  irreligious  or  immoral 
tendency/’  This  task  occupied  his  de- 
clining years,  and  he  prayed  God  that  he 
might  be  allowed  to  finish  it,  a mercy 
vouchsafed  him,  for  the  manuscript  was  not 
sent  to  his  publisher  until  1824,  but  Bowd- 
ler  lived  long  enough  to  correct  most  of  the 
proofs.  The  final  revision  was  supervised 
by  his  nephew,  the  Rev.  Thomas  Bowdler, 
the  son  of  his  elder  brother  John,  and  it 
appeared  in  1826.  In  the  preface  Bowdler 
was  self-confident  enough  to  say  that  he 
believed  that  Gibbon  would  have  approved 
of  the  plan  and  that  future  publishers  of  the 
book  would  adopt  his  revisions. 

His  devoted  nephew  incorporated  a 
brief  memoir  of  his  life  and  work  as  a codicil 
to  the  longer  and  more  elaborate  memoir 


Effects  of  radiation  studied 


The  effects  on  82  Marshall  Islands  residents 
ten  years  after  they  were  accidentally  exposed  to 
fallout  radiation  were  reported  recently  in  the 
Journal  of  the  American  Medical  Association. 
The  accident  occurred  March  1,  1954,  following 
detonation  of  a high-yield  nuclear  device  at 
Bikini  in  the  Pacific  proving  grounds.  An  un- 
predicted wind  shift  deposited  significant 
amounts  of  fallout  on  four  inhabited  atolls  to 
the  east. 

For  the  report  Robert  A.  Conard,  M.D., 
Medical  Research  Center,  Brookhaven  Na- 
tional Laboratory,  Upton,  New  York,  and 
Arobati  Hicking,  Department  of  Medical  Serv- 
ices, Trust  Territory  of  the  Pacific  Islands, 
Saipan,  Mariana  Islands,  surveyed  82  people  of 
Rongelap  Island  who  were  exposed.  As  a 
control  group,  they  also  surveyed  a group  of 
relatives  who  were  away  from  the  island  at  the 
time  of  the  detonation  and  later  returned. 

Benign  thyroid  nodules  were  removed  from  3 
teenage  Rongelap  girls  three  years  after  fallout 
exposure.  No  nodules  were  detected  in  75  un- 
exposed children.  This  year  3 more  cases  of 
nodules  have  appeared,  including  1 adult. 

Other  possible  residual  radiation  effects,  the 
report  said,  were  slight  retardation  of  statural 
growth  and  bone  maturation  in  boys  exposed  at 
less  than  five  years  of  age,  greater  incidence  of 


of  his  father.2  At  his  death,  his  nephew 
informs  us  that  “The  sigh  of  regret  was 
universal.”  Indeed  it  may  have  been,  but 
if  so,  one  can  only  paraphrase  the  old 
maxim:  It  was  a small  mind,  but  there  were 
those  who  loved  it. 
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miscarriages  in  exposed  women  during  the  first 
four  years,  incomplete  recovery  of  some  pe- 
ripheral blood  elements,  and  increased  nevus-like 
(skin  growth)  lesions  in  previous  beta  radiation 
skin  burn  areas. 

General  health  and  mortality  have  been 
about  the  same  as  in  the  control  group.  No 
definite  radiation  effects  on  birth  rate,  aging, 
leukemia,  malignancy,  or  genotype  have  been 
noted.  “Possibly  related  to  radiation  exposure 
was  the  fact  that  during  the  first  four  years  after 
exposure  an  increase  in  miscarriages  and  still- 
births was  noted  in  the  exposed  women  (13  in 
32  births,  or  41  per  cent),  . . . compared  with 
21  per  cent  (8  in  38  births)  in  the  unexposed 
women,”  the  report  noted. 

No  specific  genetic  studies  have  been  carried 
out,  but  no  difference  in  the  incidence  of  ab- 
normalities in  children  has  been  seen.  No  cases 
of  leukemia  in  either  the  exposed  or  unexposed 
group  have  been  detected. 

During  the  first  twenty-four  to  forty-eight 
hours  after  the  1954  detonation,  about  two 
thirds  of  the  Rongelap  people  experienced  loss  of 
appetite  and  nausea.  A few  vomited  and  had 
diarrhea  and  many  complained  of  eye  and  skin 
irritation.  These  symptoms  subsided  within  a 
few  days.  Beta  radiation  burns  of  the  skin  and 
scalp  hair  loss  were  widespread,  particularly  in 
the  more  heavily  exposed  group.  Most  of  the 
lesions  were  superficial,  but  some  showed  deeper 
ulceration.  Most  healed  within  a few  weeks. 
Regrowth  of  hair  was  complete  in  six  months. 
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The  Cost  of  Hospital  Care  in  New  York  State 


In  the  past  few  decades,  expenditures  for 
hospital  care  have  increased  at  the  steepest 
and  most  sustained  rate  in  the  nation’s 
history.  The  increase  is  particularly  great 
in  such  states  as  New  York,  with  its  rela- 
tively advanced  medical  facilities.  But  it 
is  occurring  all  over  the  United  States  and 
in  many  other  countries  as  well. 

In  the  ten  years  from  1953  through  1963: 
— the  average  cost  of  one  day’s  care  in 
a hospital  in  New  York  State  increased 
by  125  per  cent; 

— the  total  spent  for  hospital  care  in 
the  State  more  than  doubled; 

— the  amount  spent  per  person  on  hos- 
pital care  went  up  more  than  2 and  1/2 
times  as  compared  with  the  increase  in 
the  income  at  the  disposal  of  the  public. 

Hospital  costs,  moreover,  have  been 
growing  at  an  ever-faster  rate.  The  cost 
of  a day  in  the  hospital  increased  at  an 
average  annual  rate  of  6.2  per  cent  between 
1952  and  1956,  7.1  per  cent  between  1957 
and  1959,  and  8.5  per  cent  between  1960 
and  1963. 

The  people  of  New  York  State  are  now 
spending  over  one  billion  dollars  a year  for 
general  hospital  care.  In  1963  each  day 
in  a hospital  in  our  State  cost  an  average  of 
$43.98;  each  stay  in  a hospital  averaged 
nearly  ten  days  and  cost  $426. 


If  costs  continue  to  rise  as  they  have  in 
the  recent  past,  by  1973  the  average  day  in 
New  York  hospitals  will  cost  nearly  $100 
and  the  average  stay  $1,066.  If  the  rate  of 
increase  continues  to  accelerate,  costs  will 
go  even  higher. 

Blue  Cross  rate  increases  are  occurring 
ever  more  frequently  and  in  ever  greater 
amounts.  Less  publicized,  but  no  less 
steep,  have  been  the  increases  paid  by  peo- 
ple with  insurance  policies  who  usually  have 
more  limited  benefits  which  they  supple- 
ment by  payments  at  the  hospital:  these 
patients  pay  the  full  billed  charges  of  hos- 
pitals which  have  been  increasing  as  much 
and  possibly  more  than  the  rates  charged 
by  Blue  Cross.  Least  conspicuous,  but 
gravest  by  far,  is  the  plight  of  those  who  are 
still  uninsured:  very  few  people  can  pay 
unaided  the  current  cost  of  hospital  care. 

That  a service  so  vital  to  health  and  to 
life  itself  is  increasing  so  unrelentingly  in 
cost  has  inspired  profound  public  concern. 
The  public  has  made  it  abundantly  clear 
that  it  is  not  seeking  a reduction  in  hospital 
costs  at  the  sacrifice  of  either  the  quality  or 
quantity  of  needed  services.  It  has  turned 
for  answers  to  public  hearings,  investiga- 
tions, legislation,  and  litigation.  However, 
the  problems  are  so  complex  and  the  issues 
so  difficult  that  many  questions  about  ris- 
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ing  hospital  costs  have  remained  unan- 
swered. And  these  efforts  have  not  ar- 
rested the  increases.  With  growing  in- 
sistence, the  public  wants  to  know  whether 
the  rates,  premiums,  and  charges  are  jus- 
tified. It  wants  to  know  whether  enough 
is  being  done  to  avoid  needless  increases 
in  the  costs  it  must  pay.  It  wants  to  know 
what  should  be  done. 

Cognizant  of  this  public  concern,  Gover- 
nor Rockefeller  announced  on  May  25, 
1964,  the  appointment  of  this  citizens  com- 
mittee to  look  into  these  questions.  The 
Committee  has  consulted  with  a broad 
variety  of  experts  and  interested  parties  in 
the  hospital  field — hospital  administrators, 
physicians,  architects,  management  con- 
sultants, executives  of  insurance  companies 
and  Blue  Cross  Plans,  labor  and  manage- 
ment purchasers  of  hospital  care,  commu- 
nity and  professional  agencies,  government 
department  heads,  and  many  others.  The 


Committee  has  considered  the  complex  of 
factors  that  influence  the  costs  of  hospital 
care.  It  has  reviewed  the  literature  and 
examined  previous  studies.  It  has  gath- 
ered much  new  information  and  has  con- 
sidered new  problems  that  are  developing 
as  the  fields  of  health  care  administration 
and  finance  evolve. 

The  Committee  believes  that  some  costs 
can,  in  fact,  be  reduced.  Certain  other 
costs  should  be  shifted  from  the  parties 
who  now  pay  them.  In  some  instances  an 
investment  of  new  funds  is  required  to 
achieve  long-term  gains  for  all  the  people. 

There  is,  however,  no  simple  solution  to 
the  problems  of  hospital  costs.  No  single 
step  but  a whole  program  of  action  is 
needed  so  that  the  people  of  New  York 
will  be  able  to  pay  for  hospital  care,  that 
the  amounts  they  are  required  to  pay  are 
fully  justified,  and  so  that  continued  prog- 
ress in  hospital  care  is  assured. 


A Program  for  Moderating,  Monitoring,  and  Meeting 
the  Cost  of  Hospital  Care 


There  are  only  three  ways  to  deal  with 
the  costs  of  hospital  care:  (1)  to  reduce 

costs  by  improving  the  efficiency  with  which 
the  services  are  rendered,  (2)  to  remove 
from  patients  the  burden  of  paying  for  cer- 
tain services  that  benefit  the  community 
as  a whole,  and  (3)  to  insure  the  costs  more 
broadly  and  more  appropriately.  The  pro- 
posed program  employs  each  of  these  three 
ways. 

The  first  and  second  of  these  procedures 
would  result  in  lower  bills  for  patients, 
while  the  third  would  better  distribute  the 
impact  of  the  bill,  make  it  more  tolerable, 
and  foster  the  most  desirable  use  of  facilities. 

The  Committee  recommends  a nine- 
point  program  to  moderate,  monitor,  and 
meet  the  cost  of  hospital  care;  this  pro- 
gram consists  of  the  following  major  parts: 

(1)  Moderating  the  cost  of  care  by  using 
the  hospital  and  other  health  facilities 
more  effectively. 

(2)  Enactment  of  a State  Hospital  In- 
surance Law. 

(3)  Revisions  in  the  organization , opera- 
tion, and  regulation  of  hospital  prepay- 
ment and  insurance. 

(4)  A new  system  of  reporting  the  cost  of 


hospital  care. 

(5)  Payment  by  the  community  as  a 
whole  of  various  costs  of  services  to  the 
community. 

(6)  Full  payment  for  hospital  care  of  in- 
digent and  medically  indigent  patients. 

(7)  Grants  and  loans  to  replenish  and 
construct  more  modern  and  efficient 
hospital  and  other  health  facilities. 

(8)  Realignment  of  responsibilities  for 
hospital  care  among  agencies  of  State 
government. 

(9)  A “ breathing  period ” in  which  the 
foregoing  changes  can  be  put  into  effect 
without  or  with  only  minimal  changes  in 
prepayment  rates. 

Each  of  these  is  discussed  in  succeeding 
sections  of  this  summary. 

I.  Moderating  the  cost  of  hospital  care 

The  cost  of  hospital  care  is  made  up  of  a 
great  many  components,  representing  a great 
many  kinds  of  services,  large  and  small. 
Each  service  needs  to  be  reviewed  to  deter- 
mine whether  it  can  be  done  better  and 
more  economically,  and  whether  it  should 
be  done  at  all. 
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Unnecessary  beds  and  special  equipment 

Unnecessary  hospitals  and  unneeded  beds 
exist  in  New  York  State.  Costly  and  even 
harmful  duplication  of  expensive  services 
and  equipment  is  also  to  be  found.  Open- 
heart  surgery  and  high-energy  radiation 
therapy  are  conspicuous  examples.  Still 
more  expensive  and  advanced  procedures, 
such  as  those  necessary  for  organ  trans- 
plants, must  be  anticipated  as  medicine 
progresses.  These  make  it  imperative  that 
something  be  done  to  avoid  continuing 
the  pattern  of  duplication  that  has  so  far 
prevailed. 

The  Committee  recommends: 

(a)  The  State  and  Regional  Hospital 
Review  and  Planning  Councils , already 
in  existence  under  law,  in  considering  re- 
quests from  hospitals  for  any  new  beds 
and  exoansion,  should  require  converting 
underutilized  acute,  maternity  and  pedi- 
atric beds  to  other  needed  services  before  ap- 
proval is  given  for  adding  new  beds. 

( b ) The  cost  of  maintaining  excessive 
beds  should  be  an  essential  consideration 
in  reviewing  rates  of  prepayment  plans. 

(c)  State  and  Regional  Councils  should 
recommend  the  necessary  steps  to  be  taken 
for  the  consolidation  of  some  hospitals,  for 
the  conversion  of  others  to  different  types 
of  health  care  facilities,  and  for  closing 
those  that  are  unnecessary. 

(d)  Plans  by  the  State  to  construct 
hospitals  as  a part  of  the  State  University 
should  be  brought  under  the  review  of  the 
State  and  Regional  Councils  as  provided 
for  other  hospitals  in  Chapter  730  of  the 
Laws  of  1964. 

(e)  The  Councils  should  become  ade- 
quately staffed  and  prepared  to  review 
facilities  and  programs.  When  this  oc- 
curs, power  to  review  the  installation  of 
major  services  and  their  accompanying 
facilities  and  equipment  should  be  in- 
cluded among  the  provisions  of  Chapter 
730  of  the  Laws  of  1964  and  the  reviews 
should  be  made  by  the  State  and  Regional 
Councils.  Where  duplication  already  ex- 
ists, efforts  should  be  made  for  corrective 
action. 

(/)  To  strengthen  their  present  financ- 
ing, the  State  should  provide  to  the  Coun- 
cils substantial  additional  funds  on  a con- 
tinuing basis. 


(g)  Each  large  upstate  metropolitan 
area  and  other  localities  should  have  a 
strong  community  planning  council  to 
coordinate  health  facilities,  to  study  needs, 
to  prevent  duplication,  and  to  cooperate 
with  the  Regional  Council. 

Fuller  use  of  existing  facilities 

Substantial  net  savings  would  be  possible, 
particularly  in  obviating  the  need  for  con- 
struction of  new  beds,  if  hospitals  were  used 
as  fully  on  weekends  as  during  the  week. 
Use  of  laboratories,  x-ray  facilities,  and 
operating  rooms  falls  off  during  these  peri- 
ods, as  do  hospital  admissions.  Patients 
admitted  on  Fridays  tend  to  stay  longer  as  a 
result  of  the  “lost  weekend”  in  hospital 
operations. 

The  prevalent  mode  of  hospital  opera- 
tions should  be  converted  to  a fuller  week- 
round,  year-round  use.  Many  problems, 
however,  must  be  solved.  Demonstration 
projects  should  be  promptly  undertaken  so 
that  the  process  can  be  started  at  once. 

The  Committee  recommends: 

(a)  Specific  demonstrations  should  be 
sponsored  with  cooperating  hospitals  in 
New  York  City  and  upstate  to  start  week- 
round  operations  as  well  as  greater  use  of 
the  hospital  during  summer  months. 

( b ) Grants  should  be  made  by  the 
State  Department  of  Health  and  possibly 
other  sources  to  provide  “seed”  money  in 
initiating  such  demonstrations. 

(c)  Information  should  be  compiled 
and  technical  aid  provided  to  bring  about 
wider  adoption  of  such  programs. 

{d)  The  possibility  of  fuller  weekend 
and  summer  use  should  be  considered  by 
the  State  and  Regional  Hospital  Review 
and  Planning  Councils  in  evaluating  the 
need  for  additional  facilities. 

Patient-care  programs 

Patient-care  costs  can  be  reduced  if  pa- 
tients are  treated  in  those  facilities  that  are 
most  appropriate  to  their  needs,  if  they  re- 
ceive the  right  care  for  the  right  period  of 
time,  and  if  the  medications  furnished  them 
are  of  the  lowest  cost  consistent  with  high 
quality. 

Hospital  utilization  review  procedures 

At  least  $100  million  are  spent  each  year 
in  the  general  hospitals  of  New  York  State 
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for  days  of  care  that  are  not  needed  on 
purely  medical  grounds.  On  a given  day  at 
least  10  per  cent — more  likely  some  14  to 
17  per  cent — of  the  patients  in  general  hos- 
pitals do  not  need  to  be  there.  Hospitals 
need  to  establish  review  committees  or  other 
procedures  that  can  eliminate  much  of  the 
unnecessary  consumption  of  hospital  serv- 
ices. Such  procedures  must  be  concerned 
with  the  quality  of  care  in  the  hospital,  as 
well  as  with  assessing  the  appropriateness 
of  admissions,  services,  and  stays. 

Pre-admission  testing 

Hospitals  stays  for  certain  conditions 
could  be  shortened  if  tests  were  performed 
prior  to  admission.  However,  at  present 
such  tests  are  not  usually  covered  by  hos- 
pitalization benefits  and  are  therefore  done 
after  admission. 

Ambulatory  care 

Pre-admission  testing  is  but  a part  of  a 
broader  spectrum  of  diagnostic  and  thera- 
peutic hospital  services  that  should  be  made 
available  to  ambulatory  nonhospitalized 
patients.  Such  ambulatory  services  would 
minimize  in-hospital  utilization  while  at 
the  same  time  integrating  in-  and  out-pa- 
tient care. 

Convalescent  and  extended  care 

Some  hospitals  have  recently  constructed 
facilities  for  (1)  convalescents  and  for  (2) 
rehabilitation  of  patients  who  are  not  well 
enough  to  leave  the  hospital.  For  rehabili- 
tation patients  fewer  nursing  personnel  are 
required.  However,  those  nurses  and  other 
personnel  required  need  special  skills. 
Convalescent  patients  can  be  treated  more 
economically.  The  opportunity  to  do  in- 
creasingly more  for  themselves  is  one  of  a 
number  of  factors  contributing  to  their  re- 
covery and  to  reduced  costs. 

Self-care 

Some  patients  in  acute  general  hospitals 
do  not  need  the  full  range  of  patient-care 
services  customarily  given  there,  but  are 
capable  of  self-care  during  all  or  part  of 
their  stay  (for  example,  patients  needing 
diabetic  diet  training).  Savings  of  up  to 
$10  per  day  have  been  achieved  in  self-care 
units. 

Home  care 

Similarly,  home  care — the  systematic 


provision  of  medical,  nursing,  social  work, 
and  related  care  to  patients  in  their  homes — 
can  produce  substantial  savings.  Such 
programs  offer  the  advantage  of  releasing 
expensive  hospital  beds  for  those  more  in 
need  of  them. 

Long-term  care 

Optimum  utilization  of  the  community’s 
most  expensive  medical  care  resources,  the 
general  hospital,  can  come  about  only  when 
adequate  and  appropriate  alternative  facili- 
ties become  easily  available.  A system  of 
nursing  homes  and  other  types  of  long-term 
care  facilities,  all  related  to  the  general 
hospital,  is  needed  not  only  to  reduce  over- 
all community  expenditures  for  medical 
care  but  also  to  provide  health  care  of  the 
most  appropriate  kind  to  the  chronically  ill. 

Drug  formularies 

The  formulary,  which  is  a list  of  all 
drugs  permitted  for  use  in  the  particular 
hospital,  reflects  the  best  clinical  judgment 
of  the  medical  staff  as  to  what  medication 
should  be  used  in  the  hospital.  It  is  the 
most  effective  technic,  especially  when 
combined  with  the  practice  of  prescribing 
and  purchasing  drugs  by  their  generic 
rather  than  their  trade  names,  for  con- 
trolling drug  costs. 

In  relation  to  the  preceding  patient-care 
programs — 

The  Committee  recommends: 

(a)  Every  general  hospital  in  the  State 
should  adopt  medical  review  ( utilization ) 
procedures. 

(b)  The  Joint  Commission  on  Accredi- 
tation of  Hospitals  should  be  requested  to 
explore  the  possibility  of  making  full 
accreditation  of  hospitals  contingent  upon 
the  development  of  review  procedures. 

(c)  Prepayment  plans , insurance  com- 
panies and  agencies  paying  hospitals  for 
care  to  public  assistance  patients  should 
require  hospitals  to  have  effective  review 
procedures. 

(d)  The  State  Health  Department: 
should  accelerate  its  medical  audit  pro- 
gram, giving  special  attention  to  utiliza- 
tion; 

should  furnish  utilization  information  on 
specific  hospitals  to  the  State  and 
Regional  Hospital  Review  and  Planning 
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Councils  for  use  in  assessing  the  need 
for  hospital  construction; 
should  refine  medical  audit  review  pro- 
cedures with  the  cooperation  of  the  Coun- 
cils, the  State  and  County  Medical 
Societies,  and  the  Hospital  Associations, 
(e)  Hospitalization  prepayment  and 
insurance  plans  in  New  York  State,  in 
coooeration  with  hospitals,  the  State  Health 
Department,  and  the  State  and  Regional 
Planning  Councils  and  other  interested 
parties,  should: 

develoo  programs  to  include  preadmis- 
sion testing  and  ambulatory,  extended, 
and  convalescent  care  among  benefits 
covered  by  insurance; 
multiply  substantially  the  numbers  of 
self-care  facilities  in  hospitals; 
encourage  and  develop  the  further  use  of 
home-care  programs  by  hospitals. 

(/)  The  State  Board  of  Social  Welfare 
should  make  payment  for  the  care  of  public 
charges  to  hospitals  contingent  upon  the 
existence  of  effective  formulary  systems  and 
generic  prescribing  programs  in  such  hospi- 
tals. 

(g)  The  Joint  Commission  on  the  Ac- 
creditation of  Hospitals  should  consider 
making  the  establishment  of  a formulary 
system  a prerequisite  for  accreditation. 

Hospital  management  programs 

In  its  full  report,  the  Committee  will 
discuss  a variety  of  problems  in  the  man- 
agement of  hospitals.  There  is  a need  to 
clarify  the  now  often  conflicting  roles  of  the 
boards  of  trustees,  administrator,  and  the 
medical  staff.  Trustees  are  dedicated  and 
interested,  but  generally  lack  the  requisite 
training  to  fulfill  the  complex  responsibili- 
ties of  hospital  board  membership.  Hos- 
pital management  also  needs  improvement. 
Budgeting  procedures  and  other  instru- 
ments of  management  are  still  in  an  early 
stage  of  development  in  the  great  majority 
of  hospitals. 

Personnel  administration  in  general,  and 
manpower  utilization  in  particular,  de- 
serve a great  deal  of  attention.  Hospital 
management  practices  suffer  badly  in  com- 
parison with  those  of  other  industries. 

Much  could  also  be  done  through  hospi- 
tals acting  jointly.  There  are,  for  example, 
obvious  economies  to  be  realized  through 
joint  purchasing.  Nevertheless,  little  joint 


purchasing  is  done. 

The  Committee  recommends: 

(a)  The  State  and  Regional  Hospital 
Review  and  Planning  Councils,  in  coopera- 
tion with  the  Hospital  Associations,  should: 
develop  a program  of  technical  as- 
sistance to  aid  hospitals  in  improving 
their  management,  establish  criteria  for 
awarding  “ administrative  accreditation ” 
or  other  suitable  recognition  to  hospitals 
having  reasonably  high  management 
standards; 

establish  regional  associations  of  hospi- 
tal trustees  that  could  promote  broader 
outlooks,  serve  as  information  sources 
and  as  forums  for  the  exchange  of  ideas; 
develop  programs  of  cooperative  activi- 
ties of  hospitals  such  as  joint  purchasing 
and  such  other  programs  as  may  result 
in  economies,  better  management  of  im- 
proved care. 

Implementation 

There  is  a need  to  overcome  the  fatalistic 
attitude  that  assumes  the  inevitability  of 
increases  and  thereby  becomes  a self-ful- 
filling prophecy.  There  is  a predisposition 
to  conclude  that  because  some  increases  are 
inevitable,  all  must  go  up. 

The  crucial  matter  is  implementation.  It 
requires  action  by  hospital  trustees,  ad- 
ministrators, physicians,  benefit  purchasers, 
carriers,  the  general  public,  and  the  agencies 
of  government.  To  inspire  and  coordinate 
action  many  of  the  foregoing  recommenda- 
tions rely  heavily  on  the  newly  formed 
State  and  Regional  Hospital  Review  and 
Planning  Councils.  Additional  functions 
and  greater  authority  are  proposed  for 
them.  With  strengthened  purpose  and 
power,  and  with  greater  acceptance  of  their 
leadership  by  the  public  and  by  hospitals, 
they  should  be  able  to  prove  that  a com- 
prehensive program  of  moderating  costs 
can  succeed  through  voluntary,  united  ac- 
tion. 

The  impact  of  medical  care  practices  on 
hospitals 

The  group  that  most  influences  hospital 
costs  is  least  integrated  into  the  hospital’s 
administration — the  attending  medical 
staff.  The  physician  determines  who  will 
be  admitted,  how  long  the  patient  will 
stay,  and  what  will  be  done  for  the  patient 
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while  in  the  hospital.  He  will  also  deter- 
mine what  other  facilities  would  be  ap- 
propriate for  the  patient  in  lieu  of  the  acute 
general  hospital. 

All  physicians  do  not  practice  alike. 
There  are  distinct  variations  in  hospital 
stay  between  the  patients  of  general  prac- 
titioners and  specialists.  There  are  differ- 
ences in  hospital  utilization  between  physi- 
cians practicing  in  groups  and  those  in  solo 
practice.  There  are  even  distinct  differ- 
ences from  one  part  of  the  country  to  an- 
other in  the  length  of  hospital  stay  for  pa- 
tients with  identical  conditions. 

Within  the  hospital  itself,  there  are 
marked  variations  in  the  use  of  tests  or- 
dered, with  clear  evidence  that  some  physi- 
cians are  ordering  too  many  examinations. 

At  the  same  time  there  are  inadequate 
arrangements  between  doctors  and  the  hos- 
pital for  the  fuller  use  of  the  hospital’s 
diagnostic  services  for  the  physician’s 
ambulatory  cases.  More  use  of  the  hospi- 
tal’s services  for  those  tests  that  are  clearly 
needed  would  provide  for  greater  income  to 
the  hospital,  for  better  quality  of  tests,  and 
to  a somewhat  lower  overhead  for  the  in- 
patient. Neither  hospitals  nor  the  doctors 
have  done  enough  to  bring  about  such  closer 
relationships. 

Some  doctors  could  use  the  hospital 
diagnostic  services  on  a solo  basis  if  space 
were  made  available  for  their  ambulatory 
cases  to  report  for  tests.  Other  doctors 
could  actually  have  their  offices  there. 
Still  others  could  form  hospital-based 
group  practices.  Any  and  all  of  these  ar- 
rangements that  would  contribute  to  fuller 
use  of  the  hospital  facilities  and  for  a closer 
relationship  between  the  hospital  and  the 
doctors  in  its  community  should  be  pur- 
sued with  vigor.  The  hospital,  the  doctor, 
and  the  patient  would  all  benefit  from  it. 

II.  State  hospital  insurance  law 

There  are  fundamental  deficiencies  in 
hospital  insurance  that  could  be  remedied 
by  a State  insurance  law.  First,  some  peo- 
ple are  uninsured.  Second,  many  of  those 
who  are  insured  have  such  limited  coverage 
that  their  out-of-pocket  costs  are  extremely 
high  when  they  find  it  necessary  to  go  to  the 
hospital.  Third,  the  narrow  range  of  bene- 
fits encompassed  tend  to  constitute  a finan- 
cial straight  jacket  inhibiting  the  develop- 


ment of  facilities  for  self-care  and  other 
alternatives  for  acute  care  in  the  hospital, 
for  nursing  home,  out-patient,  and  home 
care.  Fourth,  there  is  public  resistance  to 
raising  rates  in  order  to  improve  benefits 
that  is  caused,  at  least  in  part,  by  a lack 
in  many  cases  of  employer  contribution  to 
prepayment  premiums. 

Although  the  uninsured  are  mainly  a 
hard-core  residue  of  people  with  limited 
means — the  disabled,  unemployed,  and 
others  unable  to  purchase  or  retain  hospital 
insurance — they  include  approximately  one- 
half  million  persons  who  are  in  the  working 
force  and  their  dependents.  These  people 
often  become  public  charges  when  the  need 
for  hospital  care  arises — the  public  must 
pay  for  their  care  and  the  patients  must 
suffer  the  indignities  inherent  in  such  a pro- 
cedure. And  because  of  the  relationship 
between  limited  income  and  illness,  they 
are  the  people  who  need  hospital  care  most 
frequently. 

The  most  prevalent  benefit  in  the  State 
is  that  of  the  Blue  Cross  Plan  for  the  seven- 
teen southern  counties,  which  provides  only 
21  fully-paid  days  in  a hospital  with  180 
half-paid  days  following.  These  provisions 
are  conspicuously  meager  when  compared 
with  most  Blue  Cross  Plans  throughout  the 
country.  The  21-day  maximum  leaves 
only  partially  covered  nearly  one  fourth  of 
the  bed-days.  A survey  of  patients  in  gen- 
eral hospitals  in  the  seventeen  counties  on 
May  10,  1961,  found  that  only  53.7  per 
cent  of  the  patients  had  some  kind  of  insur- 
ance to  defray,  or  help  defray,  the  cost  of 
that  day’s  care.  Public  welfare  money 
had  to  be  drawn  on  for  28.8  per  cent  of  the 
cases.  This  is  arresting  evidence  of  the 
limited  character  of  our  hospital  insurance. 

The  Committee  is  recommending  that 
hospitalization  prepayment  and  insurance 
organizations  develop  programs  to  include 
pre-admission  testing  and  ambulatory  care 
among  benefits  covered  by  insurance,  to 
multiply  substantially  the  numbers  of  self- 
care  and  extended  care  facilities  and  home- 
care  programs.  Such  arrangements  for  the 
flexible  dispensation  of  health  care  are  ob- 
viously needed  to  promote  the  most  effi- 
cient and  economical  provision  of  care. 
Such  arrangements  are  obviously  discour- 
aged when  insurance  plans  will  not  pay 
for  them  and  they  must  represent  out-of- 
pocket  costs  to  the  patient.  The  pro- 
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posed  law  could  provide  for  a minimum 
level  of  benefits  that  carriers  have  not  yet 
found  it  possible  to  provide  because  of  com- 
petitive pressures  and  inadequate  financ- 
ing. 

Public  resistance  to  Blue  Cross  rate  in- 
creases in  New  York  State  has  been  un- 
usually severe.  Yet  the  rates  for  the  seven- 
teen southern  counties,  where  concern  is 
most  focused,  are  in  fact  below  the  average 
for  Blue  Cross  Plans  across  the  country. 
The  difference  is  due  mainly  to  the  21 -day 
contract  and  lower  utilization.  Thus  the 
benefits  are  limited  and  the  resistance  to 
rate  raises  is  high.  The  reason  for  both  is 
that,  unlike  those  of  almost  any  other 
plan,  most  Blue  Cross  subscribers  in  the 
southern  part  of  the  State  buy  their  pro- 
tection entirely  on  their  own.  Only  one 
third  of  the  groups  enrolled  in  January  of 
1963  had  employer  contributions  to  help 
defray  the  cost.  There  are  inequities 
here  in  that  some  employers  have  accepted 
responsibilities  to  their  employees  while 
others  have  not.  So  long  as  this  degree  of 
personal  financing  persists,  the  Plan  will 
find  it  virtually  impossible  to  raise  benefits 
above  the  present  levels  or  to  broaden 
them.  If  benefits  are  improved,  as  they 
should  be,  premium  rates  must  go  up. 
This  fact  must  be  faced.  Such  rate  in- 
creases can,  of  course,  enable  the  commu- 
nity to  provide  its  health  care  more  effi- 
ciently and  more  economically  than  it  now 
does. 

The  single  most  important  step  to  assure 
the  ability  of  people  to  obtain  and  to  pay 
for  needed  health  care  with  a maximum  of 
efficiency  would  be  the  enactment  of  a State 
hospital  insurance  law.  There  are  ample 
precedents  for  such  legislation  in  the  work- 
men’s compensation  and  disability  benefit 
laws.  A hospital  insurance  law  could 
establish  minimum  standards  of  coverage 
for  hospitalization  and  related  services,  in- 
cluding various  levels  of  hospital  care, 
home  care,  and  long-term  care.  It  would 
extend  coverage  to  the  uninsured.  In  both 
these  ways  it  could  increase  the  economic 
security  of  a great  number  of  persons  for 
whom  an  episode  of  hospital  care  could  be 
financially  catastrophic  and  also  relieve  the 
burden  on  public  funds  and  on  hospitals 
caring  for  public-aid  cases.  It  could  as- 
sure the  availability  of  different  kinds  of 
care  needed — ambulatory  care,  extended 


care,  and  home  treatment — reducing  the 
demand  for  high-cost  acute  general  hospi- 
tal beds.  By  requiring  employer  contribu- 
tions of  one-half  the  cost  it  could  move  to- 
ward equalizing  the  responsibilities  of  em- 
ployers to  their  employees  and  provide 
more  adequate  financing  for  such  protection 
partly  as  a cost  of  doing  business. 

The  majority  of  the  large  companies  in 
the  State  and  many  of  the  smaller  ones  as 
well  already  provide  extensive  health  in- 
surance to  their  employees.  The  proposed 
hospital  insurance  law  might  require  some 
adjustments  in  the  benefit  plans  provided 
by  such  firms  but  it  would  not  be  expected 
to  increase  their  costs  materially. 

The  Committee  believes  that  the  time 
has  come  to  enact  a hospital  insurance  law 
in  New  York  State.  The  Committee  urges 
that  New  York  State  lead  in  developing 
this  kind  of  legislation. 

The  Committee  recommends: 

Enactment  of  a State  Hospital  Insurance 
Law.  Without  attempting  to  propose  its 
details , it  suggests  the  following  principles 
to  be  observed  in  drafting  such  legislation: 

(а)  The  law  should  cover  all  employees 
and  their  dependents. 

(б)  It  should  provide  for  a basic  stand- 
ard of  hospitalization  and  related  services , 
including  ambulatory , home  care , and  long- 
term care. 

( c ) Employers  and  employees  should 
each  be  required  to  contribute  one-half  the 
cost  of  such  protection  to  comply  with  the 
statute. 

(d)  The  benefits  may  be  provided  by 
Blue  Cross,  insurance  companies  licensed 
to  write  hospitalization  insurance  in  New 
York  State  or  by  approved  plans  of  self- 
insurance. 

(e)  Provision  should  be  made  for  contin- 
uation of  protection  during  unemployment. 

( f ) General  responsibility  for  the  ad- 
ministration of  the  program  should  be 
vested  in  the  State  Department  of  Health. 

III.  Organization,  Operation,  and 
Regulation  of  Hospital  Prepayment  and 
Insurance 

Representation  on  Blue  Cross  boards  of 
directors 

Blue  Cross  began  as  a hospital-sponsored, 


August  1,  1965  / New  York  St<  te  Journal  of  Medicine  2037 


hospital-operated,  and  hospital-dominated 
system.  But  this  pattern  is  changing.  In 
1963,  the  New  York  State  Legislature 
passed  legislation  limiting  to  “less  than  a 
majority”  on  Blue  Cross  boards  any  hospi- 
tal-affiliated persons  or  “any  persons  li- 
censed to  practice  medicine  in  the  State.” 
However,  subscribers  and  the  public  were 
represented  in  a single  category.  The  re- 
sult was  that  subscribers  have  been  assigned 
less  representation  than  the  hospitals. 

Today’s  needs  call  for  a tripartite  agency 
which  includes  the  hospital,  subscribers, 
and  the  general  public  and  which  assigns 
each  equal  representation  in  setting  the 
Plan’s  policy.  This  would  put  an  end  to 
hospital  domination,  and  bring  forward  a 
higher  degree  of  public  influence. 

Subscribers  need  an  adequate  voice  and 
vote  to  represent  the  interests  of  the  people 
who  buy  prepaid  hospital  care  and  rely  on 
its  benefits.  This  should  be  unequivocally 
provided  for  and  made  as  influential  as  the 
hospital-based  representation. 

Public  representation  on  boards  can,  in 
the  public  interest,  mediate  differences  be- 
tween the  hospital  and  subscribers.  It  can 
represent  the  public  interest  where  hospitals 
and  subscribers  separately  might  respond 
to  narrower  influences  in  setting  rates, 
methods  of  rating,  reimbursement  sched- 
ules, and  other  provisions  which  in  fact 
affect  all  of  the  people  and  all  institutions. 
Balanced  representation  would  help  assure 
plan  policies  that  are  responsive  to  the 
needs  of  the  whole  community. 

The  Committee  recommends: 

(a)  The  boards  of  directors  of  hospital 
service  plans  should  be  composed  of  equal 
representations  from  three  broad  groups: 
hospitals,  subscribers , and  the  general 
public. 

— Hospitals:  This  group  should  be 

composed  of  hospital  trustees,  administra- 
tors, physicians,  and  hospital  organization 
officials. 

— Subscribers:  This  grouv  should  re- 

flect as  closely  as  possible  the  composition 
of  the  Blue  Cross  enrollment.  It  should 
seek  to  reflect  the  composition  of  the  Plan's 
membership  considering  the  various  types 
of  groups  by  size,  industry,  occupation,  and 
profession,  the  interests  of  employees  and 
employers,  and  individual  subscribers. 

— The  General  Public:  This  group 


should  be  composed  of  persons  whose 
background,  position,  and  outlook  qualify 
them  to  act  in  the  broad  public  interest. 
They  may  be  recruited  from  public  agencies, 
the  judiciary,  academic  institutions,  reli- 
gious groups,  and  from  community  agencies. 

(b)  The  executive  committee  of  the 
board  should  also  include  equitable  repre- 
sentation of  hospitals,  subscribers,  and  the 
public. 

( c ) Article  IX-C  of  the  Insurance  Law 
should  be  amended  to  require  such  tripartite 
representation  on  the  boards  of  directors  of 
hospital  service  plans.  Under  such  a 
statute  the  Superintendent  of  Insurance 
should  be  empowered  to  review  on  a con- 
tinuing basis  the  conformity  to  these  pro- 
visions and  to  exercise  a veto  power  over 
persons  nominated  for  membership  on  the 
boards  by  the  corporate  body. 

Consolidation  of  Blue  Cross  Plans 

Some  of  the  difficulties  in  hospital  pre- 
payment in  upstate  New  York  arise  out  of 
the  existence  of  seven  separate  Blue  Cross 
Plans.  It  is  doubtful  whether  a commu- 
nity prepayment  plan  covering  fewer  than 
500,000  people  can  achieve  the  quality  of 
management  necessary  to  operate  satis- 
factorily. Five  of  the  seven  plans  upstate 
have  less  than  500,000  subscribers— two 
have  less  than  60,000.  Moreover,  the 
multiplicity  of  administrative  operations  is 
clearly  detrimental  to  the  development  of 
Blue  Cross  Plans  in  New  York.  Attempts 
at  consolidation  should  be  made.  How- 
ever, area  differentials  should  be  preserved 
where  these  reflect  desirable  local  efforts 
and  features. 

The  Committee  recommends: 

That  the  Governor  convene  a meeting  of 
the  upstate  Blue  Cross  Plans  to  explore  the 
possibility  of  their  consolidation. 

Reimbursement  to  hospitals 

Although  recent  revisions  have  been 
made  in  the  reimbursement  formulas  by 
which  Blue  Cross  Plans  pay  hospitals,  fur- 
ther examination  of  these  formulas  is 
needed. 

Coincident  with  the  adoption  of  the  new 
formula  by  the  Associated  Hospital  Service 
there  was  a marked  upturn  in  hospital  per- 
diem  expenditures  in  the  area  in  which  the 
Plan  operated.  Unquestionably  the  for- 
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mula  was  partially  responsible  for  this  rise. 
The  present  payment  formulas  hold  few  in- 
centives for  economy.  Either  there  must 
be  new  formulas  with  built-in  incentives  for 
economy,  or  there  must  be  subsidiary  pro- 
cedures to  monitor  and  moderate  costs. 

There  are  also  inequities  and  inconsisten- 
cies among  the  elements  that  enter  into  the 
reimbursement  formula  among  the  various 
prepayment  and  insurance  plans  and  the 
payments  by  individual  patients.  These 
now  require  review  and  possible  revision. 

Furthermore,  the  proposed  recommenda- 
tions of  the  Governor’s  Committee  which 
urge  the  shifting  of  various  hospital  costs 
to  the  community  and  full  payment  to  the 
hospitals  for  the  care  of  indigent  patients — 
if  adopted — would  certainly  require  re- 
vision of  the  reimbursement  formulas  and 
of  the  pricing  policies  of  hospitals.  The 
anticipated  Federal  Health  Insurance  Law 
for  persons  over  sixty-five  years  of  age  re- 
quires revisions  in  reimbursement  for- 
mulas. 

The  Committee  recommends: 

That  the  State  Department  of  Health  in 
accordance  with  the  responsibilities  pro- 
posed for  it  in  the  following  sections  gather 
necessary  data  and  initiate  a study , to- 
gether with  the  prepayment  carriers , to 
explore  ways  of  devising  a more  equitable 
and  appropriate  method  of  reimbursement 
which  will  include  incentives  for  economy. 

Regulation  of  prepayment  rates 

Elsewhere  the  Committee  recommends  a 
new  reporting  system  and  a new  procedure 
by  which  the  Commissioner  of  Health 
would  certify  to  the  Superintendent  of  In- 
surance as  to  whether  payments  to  hospitals 
by  prepayment  plans  are  reasonably  related 
to  the  over-all  cost  of  the  particular  hospital 
and  consonant  with  community  need. 
This  would  clarify  in  the  law  the  criteria  by 
which  the  rates  are  to  be  reviewed.  It 
would  assure  that  the  justification  of  a rate 
be  based  on  information  compiled  by  and 
available  to  the  State  government,  without 
relying  on  the  assumptions,  projections,  and 
other  basic  data  which  originates  within 
the  plan  whose  proposed  rates  are  being 
reviewed. 

Removal  of  restrictive  legislation 
The  New  York  statute  dealing  with  non- 


profit prepayment  plans — Article  IX-C  of 
the  Insurance  Law — prohibits  such  plans 
from  covering  more  than  one  area  of  health 
expense.  For  example  a hospital  service 
plan  may  not  provide  benefits  for  medical 
or  for  dental  care.  A medical  expense  in- 
demnity plan  may  not  cover  hospital  care. 
These  restrictions  inhibit  the  development 
of  broader  prepayment  offerings  that  have  a 
greater  potential  for  improved  protection 
and  savings  in  cost. 

Nonprofit  health  insurance  plans  are 
thereby  prevented  from  offering  compre- 
hensive coverage  and  programs  under  their 
own  auspices  at  a time  when  the  need  for 
more  comprehensive  coverage  is  growing. 
The  complexity  of  modern  medical  care 
makes  an  artificial  compartmentalization 
of  insurance  an  impediment  to  unified, 
effective,  and  economical  patient  care. 
The  plans  should  have  the  opportunity  to 
offer  a broad  range  of  services  under  their 
own  auspices  and  within  their  own  facili- 
ties if  they  so  desire. 

The  Committee  recommends: 

That  Article  IX-C  of  the  Insurance  Law 
be  modified  to  enable  hospital  plans  to  offer 
medical  benefits , and  medical  plans  to  offer 
hospital  as  well  as  dental  benefits.  Sub- 
ject to  the  approval  of  the  Superintendent 
of  Insurance,  such  plans  should  be  per- 
mitted to  purchase  or  lease  real  estate  for 
the  purpose  of  constructing  a hospital  or 
other  facility  or  center,  or  to  lease  existing 
hospitals  or  other  facilities  for  the  purpose 
of  providing  health  services  primarily  but 
not  exclusively  for  its  subscribers. 

Cancellation  and  conversion 

The  law  protects  the  public  by  prohibit- 
ing carriers  from  cancelling  benefit  pro- 
visions, and  it  requires  them  to  offer  con- 
tinued protection  to  individuals  leaving 
groups  under  a conversion  privilege. 

However,  these  restrictions  make  it  ex- 
tremely risky  and  difficult  for  nonprofit 
service  plans  to  experiment  with  new  types 
of  benefits.  Some  of  these  plans  would 
like  to  set  up  pilot  programs  in  developing 
service  benefits  not  now  being  provided. 
They  are  understandably  reluctant  to  do  so 
because,  should  the  results  prove  financially 
disastrous,  they  are  unable  by  law  to  drop 
or  materially  change  the  terms  of  the  experi- 
ment. 
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The  Committee  recommends: 

That  Article  IX-C  of  the  Insurance  Law 
be  modified  to  enable  nonprofit  prepayment 
plans  to  experiment  by  providing  service 
benefits  in  now  inadequately -covered  areas 
of  medical  need,  by  permitting  the  Super- 
intendent of  Insurance,  at  his  discretion 
and  in  accordance  with  the  intent  of  this 
revision,  to  limit  the  conversion  privilege 
and  noncancellability  provision  of  the  law 
with  respect  to  the  specific  benefit  under 
experiment,  but  with  safeguards  to  the  in- 
sured which  would  enable  them  to  convert 
to  any  regular  plan  offered  by  the  insurer 
to  other  individuals  on  conversion. 

Maintaining  and  strengthening  the  sharing  of 
risk 

The  higher  cost  of  hospital  care  requires 
a strengthening  and  extension  of  the  shar- 
ing of  risk.  Recently  there  has  been  a 
movement  among  Blue  Cross  Plans  to 
weaken  risk-sharing  by  moving  from  com- 
munity to  experience  rating  of  their  sub- 
scribers. “Experience  rating”  would  charge 
larger  rates  to  those  groups  who  are  ill  more 
frequently  or  more  seriously. 

Blue  Cross  Plans  were  founded  on  the 
principle  of  community  sharing  of  costs 
under  which  all  groups  and  classes  of  sub- 
scribers were  charged  the  same  premiums  for 
the  same  potential  benefits.  Recently 
many  plans  have  abandoned  “community 
rating”  and  are  charging  classes  of  sub- 
scribers according  to  their  experience  in 
drawing  upon  benefits. 

The  main  reasons  for  above-average  use  of 
hospital  care  by  certain  groups  are  not 
within  the  subscribers’  direct  control;  they 
spring  mainly  out  of  the  group’s  character- 
istics— its  age,  number  of  women,  the  size 
of  its  families.  When  a plan  changes  from 
community  to  experience  rating  those 
groups  and  classes  of  subscribers  containing 
large  proportions  of  older  people,  women, 
and  large  families  are  subjected  to  great 
rate  increases.  Those  who  most  need  extra 
help  from  the  community  in  paying  their 
hospital  bills  are  either  deprived  of  such 
additional  help,  or  the  aid  is  greatly  cur- 
tailed. 

Blue  Cross  Plans  are  motivated  to  change 
to  experience  rating  for  three  main  reasons: 
(1)  the  Plans  compete  with  insurance  com- 
panies who  do  not  practice  community 
rating  and  are  able  to  attract  groups  with 


favorable  experience.  (2)  The  Plans  are 
under  pressure  from  favorably  composed 
groups  who  are  unwilling  to  share  the  com- 
munity costs  and  who  seek  preferential 
rates.  (3)  The  Plans  have  found  that 
experience  rating  is  a means  of  “circum- 
venting rate  hearings”  which  they  believe 
damage  their  image  and  harm  their  enroll- 
ment. 

It  is  vital  to  the  interest  of  the  commu- 
nity as  a whole  that  the  sharing  of  cost  for 
those  who  properly  need  large  amounts  of 
hospital  care  be  preserved  and  even 
strengthened,  not  lost.  Blue  Cross  best 
serves  the  community  needs  when  it  main- 
tains the  broadest  possible  risk  sharing. 
The  community  and  hospitals  in  turn  have 
given  Blue  Cross  preferential  treatment  so 
that  it  could  better  distribute  the  costs 
among  its  subscribers.  A system  that 
gravitates  toward  covering  only  favorable 
risks — and  leaves  unreined  the  excess  costs 
to  high  users — is  not  meeting  this  social 
need.  If  Blue  Cross  raises  its  rates  pre- 
cipitously for  the  high  users,  it  becomes  an 
agency  of  less  utility  for  meeting  society’s 
broad  interests,  and  its  claim  for  preferen- 
tial treatment  would  be  diminished. 

The  Committee  opposes  the  movement 
toward  experience  rating  by  the  nonprofit 
prepayment  plans.  It  regards  the  exten- 
sion of  experience  rating  as  not  in  the  pub- 
lic interest.  It  urges  Blue  Cross  Plans  to 
reconsider  any  such  moves,  particularly  in 
light  of  the  probable  impact  of  Medicare 
legislation  in  reducing  the  number  of  sub- 
scribers requiring  extra  risk  sharing.  It 
recommends  that,  rather  than  resort  to 
experience  rating  for  groups  and  classes 
of  subscribers  with  severely  above-average 
hospital  use,  Blue  Cross  seek  aid  for  such 
groups  from  public  funds. 

IV.  New  system  of  reporting  and 
monitoring  cost  of  hospital  care 

There  is  general  agreement  that  the  finan- 
cial and  statistical  reporting  of  hospitals  is 
insufficiently  detailed,  clear,  and  uniform 
to  permit  the  identification  of  the  compo- 
nents of  costs,  analysis  of  the  causes  of  rising 
costs,  and  to  serve  as  dependable  bases  for 
evolution  and  planning.  On  the  other 
hand,  the  preparation  of  data  on  hospital 
financing  and  operations  is  unnecessarily 
complicated  in  that  several  different  types 
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of  reports  are  required. 

The  Committee’s  proposal  would  pro- 
vide for  more  uniform  and  reliable  informa- 
tion on  hospital  costs  and  operations.  It 
would  assure  continuous  availability  and 
greater  consistency  of  data.  It  would 
allow  for  on-going  review.  Finally,  it 
would  provide  information  that  could  be 
used  to  pinpoint  problems  that  need  action 
to  achieve  economy  of  operation. 

The  Committee  recommends: 

(a)  A new  uniform  annual  report  on 
the  financial,  statistical,  and  management 
activities  of  hospitals  should  be  devised. 

( b ) The  report  should  provide  for  a de- 
tailed itemization  of  the  expenses  incurred 
in  carrying  out  the  functions  of  the  hospital 
by  department,  service,  item,  and  function. 
Along  with  such  financial  data,  it  should 
provide  for  adequate  and  accurate  adminis- 
trative statistics  on  each  hospital  activity. 

(c)  Its  content  and  form  should  be 
based  on  a comprehensive  and  detailed 
manual  of  instruction  that  will  assure  rea- 
sonable uniformity  in  the  reporting  of  the 
financial  and  statistical  data. 

(d)  The  Commissioner  of  Health  should 
be  given  full  statutory  power  to  receive  such 
reports,  to  subject  such  reports  to  appropri- 
ate audit  procedures,  to  analyze  them,  and 
to  assemble  them  into  an  over-all  report. 

(e)  The  law  should  require  the  Com- 
missioner of  Health  to  certify  to  the  Super- 
intendent of  Insurance  whether  proposed 
rate  schedules  for  payments  of  hospital  serv- 
ice corporations  and  other  insurers  to  hos- 
pitals are  reasonably  related  to  the  over-all 
costs  of  the  particular  hospital,  consonant 
with  community  needs  for  health  care  and 
teaching  facilities.  With  respect  to  service 
carried  on  for  profit,  such  profit  should  not 
exceed  a fair  rate  on  prudent  investment. 
The  Superintendent's  approval  of  such 
rates  should  rest,  in  part,  upon  such  certifi- 
cation. 

V.  Payment  by  the  community  as  a 
whole  of  various  costs  of  services  to  the 
community 

Hospitals  render  many  services  for  the 
benefit  of  the  community  as  a whole,  rather 
than  for  the  individual  patients  who  may 
occupy  the  hospital  at  any  given  time. 


Prominent  among  them  is  the  education  of 
interns,  residents,  and  nurses  and  the  main- 
tenance of  numerous  “stand-by”  facilities 
ready  to  serve  anyone  who  might  need  them. 
Such  services  account  for  a substantial  por- 
tion of  hospital  bills. 

There  is  broad  agreement  that  those  who 
pay  hospital  bills  and  Blue  Cross  premiums 
should  not  be  required  to  pay  for  those  serv- 
ices that  so  broadly  serve  the  community 
as  a whole. 

There  are,  however,  serious  technical  ob- 
stacles to  implementing  this  principle. 

Any  new  revenue  paid  hospitals  for  their 
community  services  should  result  in  com- 
mensurate relief  of  Blue  Cross  rates  and  in 
payments  by  patients;  otherwise  the  in- 
tended shifting  would  not  be  accomplished. 
However,  with  the  many  needs  that  are 
always  to  be  found  in  a hospital,  the  new 
monies  might  easily  be  spent  without  re- 
ducing patient  bills  or  the  cost  of  prepay- 
ment. The  feasibility  of  any  effort  to  shift 
cost  would  essentially  depend  on  the  opera- 
tion of  a reporting  system  such  as  that  pro- 
posed by  the  Governor’s  Committee  in  the 
previous  section.  Backed  up  by  such  a re- 
porting system,  it  would  be  feasible  to  shift 
a broad  range  of  community  costs.  The 
Committee  recommends  that  only  certain 
carefully  selected  costs  be  shifted,  those 
that  promise  particularly  well  that  the 
shifting  can,  in  fact,  be  accomplished.  The 
Committee  thus  proposes  first  steps  toward 
such  reassignment  of  costs. 

Nursing  schools 

The  Committee  recommends  shifting 
of  some  of  the  costs  of  educating  nurses  in 
hospitals.  These  are  well  recognized  as 
community  costs.  Recent  studies  have 
made  substantial  progress  in  identifying 
what  they  are.  Sufficient  amounts  of 
money  are  involved  so  that  the  relief  pro- 
vided would  be  significant.  Voluntary 
hospitals  in  New  York  State  are  spending 
in  the  neighborhood  of  $15  million  annually 
educating  undergraduate  nurses  in  hospi- 
tals. The  education  of  nurses  in  commu- 
nity colleges  and  universities  is  of  growing 
importance  and  this  represents  a shift  of 
financing  from  the  hospital  and  its  resources 
to  broader  community  support — college 
endowments,  fund  drives,  and  government 
subsidies  as  well  as  the  student’s  tuition. 
This  development  should  be  encouraged. 
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Meanwhile,  however,  diploma  schools  of 
nursing  in  hospitals  will  continue  to  be  the 
main  institutions  for  nurse  education  for 
some  time  to  come.  These  are  being  sup- 
ported largely  by  patients  and  prepur- 
chasers. 

The  Committee  recommends: 

That  $5  million  annually  be  made  avail- 
able from  State  revenue  for  the  support  of 
nursing  schools  in  voluntary  hospitals. 
These  funds  should  be  administered  through 
the  State  Department  of  Education  and 
distributed  upon  a per-student  basis  in 
schools  accredited  by  the  National  League 
for  Nursing.  This  financial  support 
should  be  subject  to  periodic  review  to  deter- 
mine that  high-quality  education  is  being 
given  and  that  financial  demands  upon 
paying  patients  and  prepayment  plans  are 
reduced  commensurately  with  the  public 
revenue  received  by  each  hospital. 

Maternity  stand-by  beds 

Since  there  are  wide  variations  in  the 
number  of  births  occurring  at  any  given 
time,  a certain  number  of  maternity  “stand- 
by” beds  are  needed.  This  is  another  com- 
munity service  for  which  shifting  costs 
ought  to  be  undertaken  at  this  stage. 

Hospitals  sustain  substantial  losses  be- 
cause they  have  unusually  low  occupancy 
rates  for  maternity  beds.  Although  it  is 
always  necessary  to  have  a certain  number 
of  stand-by  beds,  the  proportion  necessary 
would  be  much  smaller  if  the  required 
supply  of  maternity  facilities  were  assessed 
from  the  standpoint  of  a community  plan, 
rather  than  from  the  standpoint  of  individ- 
ual hospitals. 

The  Committee  recommends: 

That  $1  million  annually  be  made 
available  by  the  State  to  compensate  hospi- 
tals for  the  stand-by  maternity  beds  they 
maintain.  The  compensation  should  be 
administered  through  the  State  Health 
Department  upon  the  advice  of,  and  accord- 
ing to  standards  developed  in  conjunction 
with,  the  State  and  Regional  Hospital 
Planning  and  Review  Councils.  Such 
standards  should  require  hospitals,  on  a 
community  basis,  to  pool  their  management 
of  maternity  services  in  order  to  achieve 
the  most  efficient  distribution  of  beds,  and 
should  provide  for  flexibility  in  using  un- 


used maternity  beds  to  meet  other  needs  t 
(such  as  “clean”  gy nocologic  cases). 


Vi.  Full  payment  of  hospital  care  for 
indigent  and  medically  indigent  patients 

Justice  and  equity  demand  that  the  com- 
munity as  a whole  assume  responsibility 
for  the  full  cost  of  caring  for  the  hospital- 
ized indigent  and  medically  indigent  pa- 
tient. The  financial  burden  for  this  care 
should  not  fall  on  the  individual  hospital 
nor  on  its  paying  patients.  On  the  other 
hand,  no  obstacles  should  be  put  in  the  way 
of  guaranteeing  the  delivery  of  high-qual- 
ity care  to  these  patients  by  the  hospitals. 

The  Committee  recommends: 

(a)  A reporting  system  in  the  Depart- 
ment of  Health  be  instituted  as  soon  as  pos- 
sible to  assure  that  the  responsible  govern- 
ment agency  will  have  all  the  necessary  in- 
formation upon  which  to  base  a just  and 
equitable  reimbursement  to  the  hospitals. 

(b)  When  this  reporting  system  is  in- 
stituted, there  should  be  a careful  re-exami- 
nation of  the  existing  formula  to  reimburse 
the  hospitals  in  full  for  the  cost  of  caring 
for  indigent  and  medically  indigent  pa- 
tients. 

(c)  These  new  promulgated  rates  should 
be  paid  out  of  tax  funds  in  all  counties  of 
the  State  including  New  York  City. 

(d)  There  must  be  a corresponding  re- 
duction in  Blue  Cross  rates  and  patient 
charges  to  reflect  the  additional  monies 
which  the  hospitals  will  be  receiving  for  the 
care  of  indigent  and  medically  indigent 
patients. 

(e)  The  State  should  share  in  the  cost 
of  caring  for  medically  indigent  patients 
under  sixty -five  years  of  age  whose  hospital 
bills  are  now  paid  for  exclusively  by  funds 
provided  by  the  local  communities.  This 
should  be  done  on  a matching  grant  basis 
related  to  the  per  diem  promulgated  rate. 
It  is  essential  that  any  increase  in  the  per 
capita  cost  for  the  care  of  the  medically  indi- 
gent should  not  result  in  unduly  rigid 
eligibility  standards  for  the  medically  indi- 
gent. To  prevent  this  from  occurring,  the 
State  government  should  assume  an  im- 
portant portion  of  the  financial  responsibil- 
ity for  the  hospital  care  of  these  patients. 
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VII.  Modernization  and  provision  of 
plant  for  hospitals  and  nursing  homes 

The  ability  of  a hospital  to  function  effi- 
ciently is  heavily  influenced  by  its  physical 
plant.  Many  of  our  hospitals,  especially 
in  the  larger  cities,  have  outmoded  plants 
originally  built  decades  ago.  As  the  need 
for  facilities  grew,  funds  generally  were  not 
available  to  redesign  the  basic  structure  or 
to  acquire  additional  needed  land.  In- 
stead new  parts  were  tacked  on  to  old. 
Such  institutions  now  face  a mass  of  prob- 
lems, the  physical  inconvenience  requiring 
service  staff  and  patients  to  spend  un- 
necessary time  and  effort,  with  resulting 
poor  efficiency  and  high  cost. 

The  need  to  replace  obsolescent  hospitals 
has  now  reached  staggering  dimensions. 
Nothing  less  than  a crisis  exists  in  New 
York  City.  All  78  voluntary  general  hos- 
pitals in  the  City  need  at  least  some  renova- 
tion and  modernization.  Twenty-six  are 
in  need  of  complete  replacement — or  dis- 
continuance—so  bad  are  their  structural 
conditions.  The  Hospital  Review  and 
Planning  Council  of  Southern  New  York 
estimates  the  cost  of  modernization  at  $393 
million.  There  are  also  pockets  of  obso- 
lescence in  upstate  hospitals. 

Throughout  the  State  there  is  a great 
need  for  chronic-care  facilities.  Long-term 
care  facilities,  such  as  nursing  homes, 
appropriately  integrated  into  a community 
pattern  of  health  care,  would  allow  a more 
efficient  utilization  of  general-care  beds. 
Sixteen  thousand  is  a conservative  estimate 
of  the  number  of  nursing  home  beds  now 
needed  in  the  State.  This  need  will  ex- 
pand in  the  future. 

The  problem  of  the  obsolete  voluntary 
hospital  plant  must  be  overcome.  More 
nursing  home  facilities  must  be  provided. 
The  most  modern  kinds  of  design  must  be 
brought  into  play  and  articulated  with 
organized  provision  for  capital-plant  needs. 

The  cost  of  modernizing  the  over-all 
nonprofit  hospital  plant  in  the  State  has 
been  estimated  at  $600  million.  To  furnish 
the  nursing  home  beds  needed  in  the  State 
would  require  an  estimated  expenditure  of 
$200  million. 

The  Committee  recommends: 

(a)  That  the  State  of  New  York  estab- 
lish a program  of  grants  to  voluntary  non- 


profit organizations  that  would  cover  at 
least  one  third  of  these  costs. 

( b ) That  a $200  million  program  for 
long-term , low-interest  loans  be  instituted 
for  those  private , nonprofit  organizations 
that  may  not  qualify  for  grant  funds  or 
may  need  additional  construction  capital 
if  they  receive  grants. 

(c)  The  grants  and  loans  should  be  ad- 
ministered by  the  State  Health  Department 
with  the  State  and  Regional  Hospital 
Review  and  Planning  Councils  acting  in 
advisory  capacities.  They  should  be  ad- 
ministered according  to  criteria  of  commu- 
nity need  of  the  particular  kinds  of  services 
for  which  the  money  is  sought.  Grants  for 
individual  projects  might  amount  to  as 
much  as  one  third  of  the  costs  of  each  proj- 
ect. 

(d)  The  Health  Department  and  the 
Councils  should  set  standards  for  systematic 
financing  of  each  project  for  which  either 
grants  or  loans  are  extended , and  should 
also  establish  standards  to  assure  that 
efficient  architectural  design  is  used. 

VIII.  Realignment  of  responsibilities  for 
hospital  care  among  agencies  of  State 
government 

Responsibilities  for  hospital  affairs  are 
now  scattered  among  many  agencies  of 
New  York  State.  No  one  agency,  however, 
nor  even  the  aggregate  of  agencies,  has  a 
comprehensive  responsibility  for  being  in- 
formed about  all  aspects  of  hospitals  and  re- 
lated institutions  and  for  considering  insti- 
tutional health  care  from  the  standpoint 
of  the  State  as  a whole.  In  a real  sense, 
there  is  no  “State”  policy  on  hospitals  and 
related  facilities,  but  only  a number  of 
fragmented  activities  that  affect  these 
kinds  of  institutions.  State  administra- 
tion in  this  area  has,  consequently,  been 
piecemeal  and  inadequate. 

Not  one  of  the  departments  now  con- 
cerned can  do  as  effective  a job  as  it  should, 
since  none  has  the  fully-developed  admin- 
istrative machinery  needed  to  carry  out  its 
responsibilities.  Rather  than  develop  such 
machinery  in  each  department,  which 
would  be  wasteful,  the  central  responsibility 
for  hospital  affairs  should  be  clearly  as- 
signed to  one  department.  For  numerous 
reasons,  fully  developed  in  the  final  report, 
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the  Committee  has  decided  that  the  Health 
Department  is  the  most  appropriate  repos- 
itory of  such  responsibility.  The  Health 
Department  now  employs  more  of  the 
kinds  of  skills  needed  for  the  advancement 
of  hospital  administration  than  any  other 
State  agency.  Its  orientation  is  more 
clearly  toward  general  hospital  affairs  than 
that  of  any  other  State  department.  It  is 
worth  noting  that  of  all  the  fifty  states,  only 
Pennsylvania  and  New  York  supervise 
hospitals  through  welfare  departments. 

The  Committee  recommends: 

(a)  The  State  Health  Department 
should  become  the  central  State  agency  for 
hospital  affairs.  It  should  have  responsi- 
bility and  the  necessary  power  for  gather - . 
ing  and  analyzing  statistical  and  financial 
information  on  hospitals  and  nursing 
homes  throughout  the  State. 

( b ) The  Bureau  of  Medical  Econom- 
ics of  the  Department  of  Social  Welfare 
should  be  transferred  to  the  Department  of 
Health. 

(c)  The  Commissioner  of  Health  should 
replace  the  Commissioner  of  Welfare  in 
approving  hospital  service  corporation 
rates. 

(d)  The  rule-making  and  inspecting 
powers  of  the  Board  and  Department  of 
Social  Welfare  should  be  transferred  to 
the  Health  Department;  the  Bureau  of 
Adult  Institutions  of  the  Department  of 
Social  Welfare , which  at  present  carries 
out  some  of  this  work , should  similarly  be 
transferred.  The  data-gathering  and  in- 
spection functions  should  be  integrated  to 
provide  continuing  review  and  administra- 
tive analysis  in  the  institutional  health- 
care field , and  the  Health  Department 
should  advise  the  Governor  and  legislative 
leaders  with  a view  toward  long-term  im- 
provement and  cost  controls.  The  rule- 
making  powers  should  be  exercised  with 
the  advice  of  the  State  Hospital  Review  and 
Planning  Council , and  all  of  these  func- 
tions should  be  combined  with  the  activi- 
ties of  the  State  and  Regional  Councils  for 
the  development  of  a comprehensive  and 
systematic  plan  for  institutional  health 
care  throughout  the  State. 


IX.  A “breathing  period"  during  which 
the  foregoing  changes  can  be  put  into 
effect  without  or  with  only  minimal 
changes  in  prepayment  rates 

A number  of  significant  developments  are 
converging  on  the  financing  of  hospital  care: 

(1)  Federal  legislation  providing  hospi- 
tal benefits  for  the  aged  under  Social 
Security  is  expected.  This  will  relieve 
Blue  Cross  Plans  of  responsibility  to  finance 
hospital  care  for  many  subscribers  who 
utilize  on  the  average  two  to  three  times 
as  many  days  of  hospital  care  as  the  rest  of 
the  population.  It  would  be  unwise  to 
change  rates  that  will  soon  require  recom- 
putation, as  the  new  program  takes  effect. 
It  would  be  no  more  wise  to  change  the 
methods  of  rating. 

(2)  The  program  recommended  by  this 
Committee  could  also  materially  ameliorate 
needs  for  rate  raises.  In  particular  the  full 
payment  from  tax  funds  for  indigent  and 
medically  indigent  patients  could  provide 
prompt  relief. 

(3)  There  is  now  under  consideration  a 
change  in  statutory  requirements  that  if 
approved  would  reduce  the  amount  of  re- 
serves required  to  be  maintained  by  the 
Plans.  Under  this  proposal  more  of  the 
Plan’s  income  would  be  available  for  operat- 
ing costs. 

The  Committee  believes  that  everything 
possible  should  be  done  to  avoid  increases  in 
rates  until  the  uncertainties  existing  in  the 
current  situation  are  resolved. 

A “breathing  period"  would  help  provide 
time  for  reappraisal  in  the  light  of  changing 
circumstances.  It  should  also  provide  the 
time  needed  to  institute  cost  moderating 
procedures. 

The  Committee  recommends: 

That  the  Superintendent  of  Insurance 
seek  to  avoid  any  rate  increases  and  that  he 
hold  any  unavoidable  increases  to  the  min- 
imum required  to  maintain  the  solvency 
of  the  prepayment  plans  and  to  continue 
payment  of  reimbursable  costs  to  hospitals.  * 

* One  member  of  the  Committee  has  re- 
quested the  inclusion  of  the  following  statement: 
“Because  Medicare  will  not  become  effective 
before  the  summer  of  1966  and  unless  the  cities 
and  counties  meet  their  obligations  with  respect 
to  indigent  patients  in  their  areas,  I have  serious 
doubts  as  to  whether  some  raise  in  rates  will 
not  be  necessary  within  the  year  at  least  in  the 
southern  area  of  the  State.” 
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Special  Article 


Present-Day  Trends 
in  Russian  Medicine 

ARNOLD  L.  LIEBERMAN,  M.D. 

New  York  City 

From  the  Department  of  Medicine, 
Brooklyn-Cumberland  Medical  Center, 
Brooklyn,  New  York 

Russian  impact  on  scientific  thought  goes 
back  approximately  two  hundred  years. 
Peter  the  Great  set  up  the  Russian  Acad- 
emy of  Sciences  and  initiated  Russian  con- 
tact with  European  civilizations. 

Although  the  great  majority  of  the  people 
living  in  czarist  Russia  were  wrapped  in  a 
cocoon  of  ignorance  and  superstition,  there 
were,  nevertheless,  a few  outstanding  intel- 
lectuals in  the  scientific  fields.  Among 
these  isolated  and  unusual  few,  there  were 
such  men  as  Michael  Lomonosov,  who  did 
considerable  research  in  philosophy  and 
whose  statue  stands  in  front  of  the  Uni- 
versity of  Moscow;  Dmitri  Mendeleev, 
who  gave  his  name  to  the  Periodic  Table 
of  Elements;  Sechenev,  who  did  much 
praiseworthy  work  in  physiology;  D.  I. 
Ivanovskii,  who  in  1892  isolated  the  first 
virus  when  he  passed  an  infectious  agent 
through  filters  that  retained  bacterial  or- 
ganisms; I.  P.  Pavlov,  who  originated  the 
conditioned  reflex  technics  and  actually 
founded  present-day  Russian  psychiatry; 
Lobochevsky,  who  did  fundamental  work 
on  the  fourth  dimension  and  on  topology; 
and  also,  Anichkov,  father  of  the  con- 
temporary academician,  who  did  the  first 
experimental  work  on  arteriosclerosis  as 
early  as  1911.  It  must  be  remembered, 
however,  that  these  were  individual  in- 
stances. 

The  few  schools  which  offered  advanced 
instruction  in  the  field  of  medicine  produced 
graduates  comparable  to  those  from  similar 
schools  in  Western  Europe.  However,  the 
number  of  graduates  was  simply  too  small 


to  have  much  impact  on  Russia  as  a whole. 
Russian  medical  care,  at  the  close  of  World 
War  I,  was  still  generations  behind  that  of 
the  West. 

It  has  been  only  since  World  War  II,  and 
particularly  in  the  last  ten  years  or  so,  that 
Russia  as  a whole  has  begun  to  develop 
medical  education  and  research  of  a quality 
comparable  to  Western  standards.  They 
have  also  made  tremendous  advances  in 
certain  specialized  areas,  such  as  nuclear 
physics,  by  devoting  limited  resources  to 
specific  goals.  Their  present  space  research 
program  is  an  example  of  this  concentra- 
tion. In  fields  such  as  these  they  have 
produced  men  like  Peter  Kapitsa  and  L.  D. 
Landau,  both  of  whom  were  Nobel  Prize 
winners,  and  Terenin,  who  in  1952  induced 
transfer  of  triplet  excitation  at  low  tem- 
peratures, which  meant  production  of  phos- 
phorescence and  was  a basic  breakthrough 
in  our  knowledge  of  photosynthetic  proc- 
esses. But  because  of  the  rather  small  apex 
of  adequately  trained  specialists  and  teach- 
ers, Russia’s  primary  emphasis  is  still  on 
application  rather  than  on  original  work. 
This  is  especially  true  in  the  field  of  medi- 
cine. 

Organization  of  medicine 

Three-tiered  system.  In  the  post- 
World  War  I period,  and  after  the  devasta- 
tion of  their  civil  war,  the  Russians,  faced 
with  epidemics  and  sanitation  problems, 
were  forced  to  devise  a new  method  for  the 
rapid  training  of  medical  personnel.  The 
40,000  doctors  of  medicine  who  cared  for  all 
of  Russia  at  the  outbreak  of  the  war  were 
reduced  in  number  to  not  more  than  10,000 
men.  There  were  at  that  time  a small 
group  of  physicians  who  were  called 
“vrachi”  and  who  were  the  equivalent  of 
American  general  practitioners  of  the 
“diploma-mill  schools”  so  prevalent  at  the 
turn  of  the  century.  These  vrachi  were 
being  graduated  after  a very  perfunctory 
two-  to  three-year  post-high  school  lecture 
course,  so  that  their  quality  fell  below  even 
that  of  the  registered  nurse  in  the  West. 
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The  new  system  provided  a more  discernible 
classification  of  medical  personnel,  consist- 
ing of: 

I.  Lowest  tier 

A.  Felsher;  equivalent  of  an  army 
corpsman 

B.  Midwife 

C.  Nurses’  aide 

II.  Vrach 

III.  Doctor  of  medicine 

A doctor  of  medicine  in  Russia  is  a vrach 
who  has  been  called  back  for  postgraduate 
training.  He  spends  one  year  in  clinical 
hospital  training,  then  chooses  a topic 
for  a doctoral  dissertation  at  which  time 
he  becomes  a candidate  for  the  degree  of 
Doctor  of  Medicine.  This  latter  stage  is 
the  first  time  the  Russians  use  the  word 
“doctor”  in  connection  with  any  of  these 
individuals.  Subsequently,  the  student 
spends  three  more  years  in  clinical  and 
residence  training  while  writing  his  thesis. 
At  the  end  of  this  time  he  takes  his  exami- 
nation for  the  doctorate  and  becomes  the 
equivalent  of  what  we  would  consider  a 
Diplomate  of  the  Board  in  whatever  spe- 
ciality he  chooses. 1 

The  medical  training  of  the  vrachi  has, 
since  World  War  II,  gradually  been  ex- 
panded into  the  present  six-year  lecture 
course,  which  also  includes  some  laboratory 
training.  Because  of  the  steady  upgrading 
of  the  quality  of  medical  education  which 
has  taken  place  in  Russia  since  the  initia- 
tion of  this  program,  the  vrach  is  again 
beginning  to  approach  the  level  of  what  we 
in  the  West  would  call  a general  practi- 
tioner. Moreover,  there  is  a constant  ef- 
fort to  have  more  of  the  vrachi  called  back 
for  advanced  training  so  that  they  can 
become  doctors  of  medicine.  Whereas  at 
the  end  of  World  War  II,  a bare  3 to  5 per 
cent  of  these  vrachi  went  on  to  become 
doctors,  today  this  percentage  has  increased 
to  a very  respectable  15  to  25  per  cent. 

While  scientists  in  Russia  today  are  held 
in  the  highest  esteem,  this  is  not  true,  gen- 
erally, for  those  in  the  field  of  medicine. 
A graduate  vrach  can  expect  to  earn  a 
salary  of  about  75  rubles  a month  which  is 
roughly  equivalent  to  $80,  as  compared 
with  the  earnings  of  a professor  of  science 
which  is  approximately  $440  a month. 
However,  the  doctors  of  medicine,  that  is 
the  “top  men,”  make  at  least  ten  times  as 
much  as  the  vrachi,  and  they  are  also 


members  of  the  “elite.”  Without  casting 
any  reflections  on  the  fair  sex,  it  should  be 
pointed  out  that  80  to  85  per  cent  of  the 
doctors  of  medicine  are  men,  while  the  ranks 
of  the  vrachi  are  predominantly  women. 

It  is  interesting  to  note  that  we  in  the 
West  tend  to  equate  the  word  “vrach,” 
which  means  “physician,”  with  the  word 
“doctor,”  and  for  this  reason  we  come  up 
with  the  statistics  that  the  Russians  are 
graduating  every  year  28,000  doctors. 
Actually,  the  Russians  in  their  statistics 
clearly  state  that  these  individuals  are 
“vrachi”  or  “physicians”;  it  is  we  who 
make  the  error  of  translating  the  word 
“physician”  as  “doctor.”2 

Education  and  research.  The  Com- 
munists have  continued  the  educational 
system  first  inaugurated  by  Cardinals 
Wolsey  and  Richelieu,  neither  of  whom  has 
ever  been  a party  member.3  This  consists 
essentially  of  a stringent  examination  which 
all  students  of  the  country  undergo  at  the 
age  of  twelve.  The  top  students  are  sent 
to  the  “gymnasium,”  schools  with  superior 
educational  facilities  which  prepare  the 
students  for  professional  positions.  Even 
from  these  schools  only  a certain  percentage 
are  permitted  to  go  on  to  colleges,  because 
all  colleges  are  on  the  government  payroll 
and  are  required  to  maintain  certain  very 
definite  and  rigorous  standards.  The  stu- 
dents who  do  not  pass  the  initial  examina- 
tion are  shunted  into  the  equivalent  of 
apprentice  schools,  so-called  “volk  schule,” 
and  are  sent  to  the  factories  at  the  age  of 
fourteen. 

Russian  medical  literature,  within  the 
last  four  or  five  years,  has  proliferated,  and 
much  good  material  has  begun  to  appear  in 
their  journals.*  For  this  reason  the  Fed- 
eration of  American  Societies  for  Experi- 
mental Biology  (FASEB)  has  set  up  an 
editorial  board  whose  function  it  is  to  sift 
recent  Russian  publications  and  make 
available  select  translations.  In  addition, 
the  Fordham  University  Press  in  New  York 
publishes  the  results  of  the  works  at  the 
Institute  of  Contemporary  Russian  Studies. 
While  we  have  felt  remiss  in  not  scanning 
the  burgeoning  Russian  literature,  it  may 
be  observed  that  much  of  present-day 
Russian  work  suffers  from  its  isolation  from 

*Russian  journals  appear  to  be  rather  “thin”  in  appearance. 
This  is  not  due  to  a sparsity  of  published  articles,  but  to  the 
fact  that  their  journals  carry  no  advertising  material. 
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the  most  recent  Western  publications. 
Many  Russian  scientists  laboriously  repeat 
work  which  has  already  been  done  and 
published  in  the  West. 

Health  center  facilities.  The 
Russian  organization  of  medicine  is  en- 
tirely government-controlled;  there  is  al- 
most no  place  for  the  private  physician. 
The  larger  cities,  such  as  Moscow,  Lenin- 
grad, and  Kiev,  as  well  as  various  capitals 
of  the  individual  republics,  have  excellent 
hospital  facilities  which  are  reasonably  well 
staffed  and  equipped.  But  as  one  moves 
outside  these  centers,  medical  care  dimin- 
ishes proportionately. 

Each  factory,  or  group  of  factories,  has 
its  own  medical  staff,  however  limited,  to 
take  care  of  minor  emergencies  that  may 
arise.  There  are,  however,  large,  reason- 
ably well-staffed  clinics  associated  with  the 
various  industrial  unions  to  which  persons 
requiring  additional  medical  attention  may 
be  sent.  The  inhabitant  of  the  village,  as 
well  as  the  city  dweller,  knows  that  there  is 
a center  to  which  he  can  go  for  medical  care. 

House  calls  are  made  as  dictated  by  need, 
which  is  judged  at  the  Central  Office. 
Physical  facilities  are  constantly  expanding, 
and  the  facilities  for  furnishing  medical  care 
are  definitely  improving. 

Pharmaceutical  industry.  The  Rus- 
sian pharmaceutical  industry  is  also  ex- 
panding, but  again  there  is  no  incentive  for 
research  in  the  American  sense  of  the  word, 
and  there  is  a tendency  merely  to  take 
advantage  of  work  done  in  the  West. 
Furthermore,  it  should  be  observed  that  the 
Russians  have  great  difficulty  in  keeping 
up  with  Western  literature,  so  that  even 
their  best  institutes,  with  their  select  scien- 
tists, publish  articles  in  which  references  to 
Western  literature  are  anywhere  from  five 
to  ten  years  out-of-date. 

Therapeutic  developments 
in  individual  fields 

Acupuncture.  Acupuncture  is  a very 
ancient  Chinese  system  of  diagnosis  and 
therapy  in  which  special  needles  are  used  to 
penetrate  the  skin  in  certain  precisely- 
defined  areas.  The  Russians  have  made  a 
rather  curious  use  of  this  oriental  procedure; 
it  has  been  a sort  of  Sino-Russian  gesture 
of  friendship. 

Alcoholism.  Physical  therapy  still 


commands  a large  part  of  their  attention, 
particularly  when  it  comes  to  the  treatment 
of  alcoholism,  which  is  still  a major  problem 
in  all  the  Russian  cities.  Practically  every 
Russian  city  of  any  size  has  a ‘ ‘detoxifying” 
dispensary  adjacent  to  the  police  station. 
Baldly  stated,  this  is  a place  where  violent 
drunks  and  others  with  problems  of  alco- 
holism are  detained  and  detoxified.  The 
individuals  are  actually  under  arrest  and 
are  treated  by  fairly  standard  technics  until, 
in  the  judgment  of  the  visiting  physician, 
they  are  able  to  be  released.  The  personnel 
at  the  station  are  on  the  “felsher”  level, 
although  a “vrach”  does  visit  daily. 

Diseases  of  poor  sanitation.  It  is 
somewhat  hard  for  us  in  the  West  to  realize 
that  the  Russians  are  still  forced  to  main- 
tain a whole  network  of  anticholera  and 
antiplague  stations.  Plague  is  still  endemic 
in  the  central  Asiatic  republics  of  the 
U.S.S.R.;  typhoid  fever  and  cholera  are 
quite  prevalent  in  the  badly  polluted  rivers 
of  the  entire  country.  These  diseases, 
naturally,  require  a great  deal  of  attention 
from  their  limited  medical  resources.  How- 
ever, because  of  the  political  system  in 
Russia,  as  opposed  to  our  individual 
“states’  rights”  policy  in  this  country,  they 
have  the  means  of  carrying  out  large-scale 
procedures  both  in  the  testing  of  medication 
and  in  its  administration. 

Immunochemistry.  The  practical  as- 
pects of  immunochemistry  have  been  em- 
phasized in  Russia  to  the  exclusion  of  the 
more  theoretical  approaches.  Their  pres- 
ent laboratories  seem  to  be  well  equipped, 
and  the  younger  generation  of  Russian 
workers  is  becoming  familiar  with  the  most 
modern  technics  of  study:  antigens,  anti- 
bodies, isotopic  fluorescent  labeling,  and  so 
on.  They  lay  much  stress  on  the  neuro- 
logic aspects  because  of  the  inordinate 
Russian  preoccupation  with  Pavlovian  con- 
cepts. One  can  mention  as  an  example  the 
two-headed  dog  and  other  well-publicized 
procedures. 

Neuropsychiatry.  Because  of  the  over- 
shadowing influence  of  I.  P.  Pavlov  and  his 
“conditioned  reflex”  technics,  Russian  psy- 
chiatry has  paid  little  more  than  scant  heed 
to  the  work  of  Freud  and  his  school.  All 
major  studies  are  conducted  at  the  Acad- 
emy for  Higher  Nervous  Activities,  which 
is  a division  of  the  biologic  sciences  (phys- 
iology); there  is  no  separation  of  psychi- 
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atry  as  a different  branch.  The  emphasis 
has  been  placed  entirely  on  the  physical, 
chemical,  and  neurologic  aspects  of  individ- 
ual development  and  on  the  two  signaling 
systems  to  the  brain  as  postulated  by 
Pavlov.  The  original  Pavlov  pouch  tech- 
nic has  been  extended  to  practically  every 
organ  in  the  body;  much  detailed  work  has 
been  and  is  being  done  in  this  field.  “In- 
hibition” and  “excitation”  are  words  that 
mean  much  more  to  the  Russians  than  do 
the  “id”  and  “ego”  of  Western  psychiatric 
literature.  It  should  be  noted  that  the 
Russians  use  the  term  “analyzer”  for  what 
we  call  “centers”  of  the  cerebral  cortex. 
Pavlov  was  very  positive  about  speaking  of 
sleep  as  merely  extensive  cerebral  protective 
inhibition,  which  can  spread  from  the  cere- 
bral cortex  clear  down  into  the  midbrain. 
He  and  his  successors  conducted  many 
elaborate  experiments  using  conditioned 
reflexes  for  the  induction  of  sleep  lasting  as 
long  as  several  weeks.  The  Russian  use  of 
hypnosis  is  also  quite  foreign  to  our  think- 
ing, although  their  standards  are  rigorous. 

It  should  be  noted  that  such  aberrations 
as  Bogomolets’  reticuloendothelial  system 
(RES)  extract  has  been  a detour  that  has 
not  reflected  credit  on  Russian  work;  it  is 
no  longer  being  used  even  by  his  followers. 

The  Russians  use  many  rather  radical 
procedures  of  physical  medicine  in  the 
treatment  of  schizophrenia,  mania,  and 
similar  disorders.  Lately  they  have  begun 
to  use  electric  sleep  to  an  extent  not  yet 
approached  in  the  West.  They  have  even 
divided  electric  sleep  therapy  into  five 
categories:  initial  phase,  motor  excitation, 
electric  narcosis,  electric  shock,  and  electric 
coma.  They  usually  use  currents  with 
frequencies  of  5 to  25  cycles  per  second  with 
a pulse  duration  of  0.3  to  0.5  milliseconds 
and  a current  intensity  of  10  to  15  milli- 
amperes.  This  technic  is  used  not  only  in 
psychotherapy  but  also  in  such  nonpsychic 
disorders  as  chorea  minor.  The  Russians 
are  still  using  insulin  shock  therapy  in 
schizophrenia;  they  have  done  some  rather 
good  research  work  on  the  peculiarities  of 
the  glucose  curves  as  seen  in  schizophrenia.4 

Virology.  After  the  original  work  of 
Ivanovskii  in  1892,  there  was  a hiatus  until 
a virus  research  laboratory  was  established 
in  1935.  This  laboratory  concerned  itself 
with  the  practical  aspects  of  developing 
vaccines  against  influenza,  viral  encephali- 


tides,  and  smallpox.  Within  the  last  ten 
years  this  laboratory  has  expanded  and 
become  a Department  of  Virology  under  the 
U.S.S.R.  Institute  of  Experimental  Medi- 
cine. 

Much  practical  work  is  being  done  along 
the  line  of  developing  immunity  by  means 
of  the  Sabin  vaccine  for  polio.  While  re- 
cently much  new  equipment  has  been  given 
the  Ivanovskii  Institute,  the  present  work 
is  still  being  done  on  a practical  level. 
However,  Russia  today  is  not  contributing 
very  much,  if  anything,  to  theoretical  devel- 
opment of  the  science  of  virology.  Yet,  as 
has  already  been  pointed  out,  a total, 
immediate,  nationwide  application  of  any 
given  therapeutic  measure  is  possible  in 
Russia,  whereas  in  this  country  the  ap- 
proach is  usually  a piecemeal,  city  by  city, 
procedure. 

Recently,  good  work  has  begun  to  appear 
on  the  viral  etiology  of  cancer.  While 
above  the  common  level,  as  yet  nothing  of 
really  original  stature  has  emanated  from 
the  Russian  laboratories  working  in  this 
field.  It  is  somewhat  disconcerting  to  read 
an  item  as  late  as  the  January  3,  1964, 
issue  of  Medical  World  News  by  Prof. 
Nikolai  N.  Blokhin,  President  of  the  Acad- 
emy of  Medical  Sciences  of  the  U.S.S.R., 
which  cites  as  an  accomplishment  of  Russia 
within  the  past  year  the  studies  on  monkeys 
by  Dr.  Nikolai  Konovalov  and  Dr.  Lev 
Zilber  demonstrating  the  viral  nature  of 
amyotrophic  lateral  sclerosis.  It  takes  an 
expert  in  the  field  to  realize  that  this  work 
had  been  taken  up  in  this  country  with  a 
total  failure  to  duplicate  the  claimed  re- 
sults. 

Models  and  mass  production.  The 
Russians  have  very  limited  resources,  and 
for  that  reason  they  cannot  spread  them- 
selves everywhere  at  once.  This  is  par- 
ticularly noticeable  in  their  inability  to 
mass-produce  devices  known  to  be  of  value. 
To  use  an  analogy,  the  Russians  are  capable 
of  making  the  first  model  of  an  automobile 
but  are  unable  to  mass-produce  this  model, 
be  it  satisfactory  or  otherwise. 

There  is  a central  institute  in  Moscow 
where  a great  deal  of  original  work  is  being 
done  in  the  development  of  prostheses  for 
paralyzed  or  injured  individuals.  How- 
ever, there  are  no  facilities  for  the  large- 
scale  production  of  these  devices.  Another 
good  example  is  the  Russian  work  in  making 
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staplers  for  surgery.  As  we  all  know,  a 
highly-skilled  vascular  surgeon  spends  con- 
siderable time  in  rejoining  the  ends  of  large 
blood  vessels  sewn  by  the  standard  silk 
thread  technic.  When  he  is  suturing  larger 
vessels  he  may  spend  more  time,  but  he  still 
gets  by  rather  well.  On  the  other  hand, 
when  vessels  whose  diameter  is  measured  in 
millimeters  have  to  be  anastomosed,  even 
the  use  of  a binocular  microscope  does  not 
make  possible  the  precision  that  will  insure 
against  the  development  of  future  complica- 
tions. The  Russians  went  to  work  on  the 
problem  of  creating  an  automatic  stapler. 
They  have  clear  priority  on  an  instrument 
which  will  automatically  staple  vessels  as 
small  as  2 to  3 mm.  in  diameter.  When 
Americans  heard  of  this  exciting  technical 
breakthrough  and  wanted  to  obtain  a sam- 
ple of  this  instrument,  they  ran  into  a blank 
wall  of  ignorance.  Only  when  the  personal 
physician  of  the  late  Eleanor  Roosevelt, 
armed  with  the  magic  of  her  name,  pene- 
trated the  ramparts  of  this  research  insti- 
tute was  he  able  to  obtain  it.  The  instru- 
ment, in  fact,  was  given  to  Theodore  R. 
Miller,  M.D.,  of  the  Sloan- Kettering  Insti- 
tute, who  became  very  enthusiastic  about 
its  use.  When  he  wanted  to  import  more 
of  these  staplers,  he  came  up  with  the 
startling  fact  that  each  one  of  the  staplers 
had  to  be  made  de  novo;  there  had  been 
only  one  of  its  kind  in  the  country!  Fur- 
thermore, the  design  was  such  that  it  was 
very  difficult  to  assemble  and  clean  this 
surgical  instrument  of  21  parts.  It  was 
then  that  American  “know-how”  was  ap- 
plied, and  today  we  have  an  instrument, 
made  in  this  country,  which  consists  of  only 
10  parts  and  can  be  assembled  and  dis- 
assembled by  operating  room  personnel. 
The  American  version  of  the  instrument  is 
now  mass  produced  and  requires  a mini- 
mum of  skill  for  its  use. 

An  example  of  Russian  competence  in 
applied  research  on  a practical,  widespread 
basis  is  the  use  of  cadaver  blood  for  trans- 
fusions. Their  Journal  of  Hematology  still 
devotes  a great  deal  of  space  to  the  refine- 
ments of  the  practical  methods  of  obtaining 
this  blood  and  using  it.  The  Russian  social 
system  permits  the  withdrawal  of  blood 
from  cadavers  without  having  to  ask  any- 
one’s permission;  this  would  be  impossible 
in  the  United  States. 

In  reviewing  these  various  technical  ap- 


plications, it  is  clear  that  the  Russians  will 
undoubtedly  develop  technical  facilities  for 
mass  production,  but  this  is  still  in  the 
future.  At  present  their  work  is  on  the 
individual  research  laboratory  level. 

Summary 

Summarizing  Russian  medical  advances 
in  the  almost  half-century  since  their  revo- 
lution, we  can  make  the  following  state- 
ments: 

1.  The  chaos  of  the  revolutionary  de- 
struction has  been  overcome,  and  a mini- 
mum of  medical  care  has  been  provided  to 
the  population  of  Russia. 

2.  Gaps  in  medical  personnel  have  been 
largely  made  up. 

3.  There  has  been  a constant  effort  to 
upgrade  the  individual  already  within  the 
three -tiered  system.  This  is  particularly 
striking  in  their  effort  to  have  more  of  the 
vrachi  recalled  for  additional  training  to 
obtain  the  advanced  degree  of  Doctor  of 
Medicine. 

4.  Although  there  is  a tendency  to  take 
advantage  of  work  done  in  the  West,  many 
of  their  references  to  Western  literature  are 
from  five  to  ten  years  behind  the  times. 

5.  The  Russian  forte  in  science  and 
medicine  is  in  applied  rather  than  in  basic 
research,  with  the  several  exceptions  noted. 

6.  The  Russian  social  system  permits 
wide,  immediate  application  of  adopted 
medical  measures. 

With  all  the  shortcomings  of  Russian 
medicine  and  medical  care  at  present,  one 
has  a distinct  impression  of  continuing  im- 
provement.5 We  must  cherish  the  sincere 
hope  that  the  Russian  scientists,  with  a 
level  of  professional  competence  on  a par 
with  their  Western  colleagues,  will  provide  a 
genuine,  friendly  competition  between  the 
East  and  West,  which  will  certainly  re- 
dound for  the  benefit  of  all  mankind. 
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BILLSBORD 


The  Name  of  the  Game  Is  Quotations 


Today,  at  age  sixty-five,  retirement  is  prac- 
tically compulsory.  Ready  or  not,  the  com- 
bination of  a paternalistic  government  and 
hungry  younger  fellow  workers  contrive  to  make 
it  so.  Productive  work  after  reaching  three 
score  plus  five  years  is  contrary  to  trade  union 
policy  and  is  penalized  by  the  Social  Security 
administration.  To  persist  in  an  attempt  to 
work  despite  these  obstacles  creates  doubts 
about  one’s  sanity,  and  the  time  might  soon 
arrive  when  such  obstinacy  would  lead  to 
accusations  of  “scab”  or  “traitor”  or  perhaps 
both. 

Inasmuch  as  this  inevitable  occupational 
euthanasia  is  inescapable,  it  is  vitally  im- 
portant that  each  of  us  develop  an  interest  to 
engage  attention  and  lighten  the  burden  of 
idleness  when  we  are  turned  out  to  rust.  The 
usual  hobbies  whether  collector-oriented  or 
creative  in  character  are  popular  enough  not  to 
need  tabulation  or  elaboration  here,  but  there 
are  other  avocations,  less  well  known,  and  even 
some  that  are  individualistic  and  singular.  It 
is  these  latter  which  need  publicizing  as  a public 
service,  for  one  never  knows  what  might  strike 
a responsive  chord  in  another  person  and  so 
stimulate  an  interest  sufficient  to  banish  bore- 
dom and  prevent  the  disintegration  of  per- 
sonality incident  to  the  aimlessness  of  having 
nothing  to  do. 

Appreciation  of  such  need  influenced  Ole 
Doc  to  permit  a description  of  his  curious  hobby 
and  even  to  open  his  files  and  submit  to  what 
he  described  as  “the  contamination  of  an  in- 
spection by  an  irreverent  and  hedonistic  ma- 
terialist.” He  collects  naive,  intriguing,  un- 
usual, ridiculous,  or  provocative  quotations; 
he  has  individually  identified  each  as  to  source 
and  supplemented  it  with  editorial  annotations 
of  his  own;  and  examples,  abstracted  verbatim, 
are  reproduced  herewith  for  elucidation. 

* * * 

“Venereal  diseases,  a general  term  for  the 
diseases  resulting  from  impure  sexual  inter- 
course.”— The  Encyclopaedia  Britannica,  14th 
ed.,  vol.  23,  p.  42. 

Doc’s  note.  To  the  best  of  my  knowledge 
this  is  the  first  and  only  reference  to  the  de- 
velopment within  the  Neisseria  gonorrhoeae 
and  the  Treponema  pallidum  of  what  is  evi- 
dently a highly  critical  and  operative  superego. 
I must  confess  it  represents  a concept  heretofore 
unknown  to  me,  but  this  must  be  due  to  my 
personal  ignorance,  for  who  could  argue  with 
the  validity  of  information  derived  from  such  an 
unimpeachable  source.  It  must  follow,  I 
suppose,  that  there  is  an  authentic  acquired 


immunity  conferred  by  the  issuance  of  a mar- 
riage license  and  the  signing  of  the  registry; 
an  immunity,  one  presumes,  based  on  a self- 
imposed  taboo,  producing  an  idealistic  personal 
moral  code  which  guides  the  selection  of  victims 
by  the  infecting  specific  organisms.  Can  you 
imagine  the  resultant  chaos  which  would  disturb 
our  modern  way  of  life  and  disrupt  our  social 
mores  if,  somehow,  it  should  so  happen  that 
motel  managers  developed  the  acute  sense  of 
moral  values  displayed  by  the  Neisseria  and  the 
Treponema? 

* * * 

“The  suicide  rate,  8.5,  was  the  lowest  in  seven 
years  with  the  exception  of  1961  when  the  rate 
was  the  same  as  this  year.  The  homicide  rate, 
4.3,  was  the  highest  in  twenty-nine  years.” — 
New  York  State  Department  of  Health  Weekly 
Bulletin  17:  136  (Aug.  31)  1964. 

Doc’s  note.  Today,  Koch’s  postulates  seem 
forgotten  and  they  are  relegated  to  the  historical 
past  of  oddities  with  the  four  humours  of 
Aristotle  and  the  “nose  bag”  of  the  plague. 
This  archaic  and  tedious  requirement  of  proof 
of  an  etiologic  theory,  now  abandoned,  is  re- 
placed by  a newly  found  dependence  on  sta- 
tistical evidence.  Conformity  demands  that 
one  follow  this  modern  trend  in  subscribing  to 
the  omnipotence  of  the  computer  philosophy  and 
accept  as  incontestable  the  conclusions  drawn 
therefrom. 

In  accordance  with  this  compulsion,  one  can 
no  longer  regard  comparative  statistics  as  re- 
ported by  the  State  health  department  as 
merely  informational  but  rather  as  data  pro- 
viding the  framework  justifying  an  accurate 
conclusion  as  to  what  they  indicate.  So  it  is, 
using  the  comparative  figures  quoted,  that  it  can 
be  authoritatively  stated  that  man  hates  himself, 
on  the  average,  just  about  twice  as  much  as  he 
does  his  neighbor.  However,  it  must  be  noted, 
there  is  a definite  discernible  trend  revealed, 
suggesting  that  this  inequity  between  intra- 
personal and  interpersonal  relationships  is 
slowly  but  significantly  being  reduced. 

* * * 

When  it  came  to  selecting  quotes  from  the 
political  arena,  I chose  the  following  from  the 
hundreds  available  and  arbitrarily  limited  them 
to  the  American  scene.  Those  picked  are 
grouped  together  rather  than  individually  and 
presented  with  a single  annotation. 

Of  Edward  Livingston:  “He  is  a man  of 

splendid  abilities,  but  utterly  corrupt.  Like 
rotten  mackerel  by  moonlight,  he  shines  and 
stinks.” 
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To  Calhoun,  Vice  President  of  the  United 
States  and  presiding  officer  of  the  United 
States  Senate:  “Mr.  Speaker,  I mean,  Mr. 

President  of  the  Senate  and  would-be  President 
of  the  United  States,  which  God  in  his  infinite 
mercy  avert/’ 

— John  Randolph, 
U.S.  Senator  from  Roanoke,  Virginia 

Of  Thomas  Jefferson  Green:  “He  has  all  the 
characteristics  of  a dog — except  loyalty.” — Sam 
Houston,  U.S.  Senator  from  Texas 

Of  J.  Hamilton  Lewis,  a member  of  the 
House,  conspicuous  because  he  had  a dandified 
appearance  and  was  considered  loquacious: 
“He  is  a thing  of  beauty  and  a jaw  forever.” 

To  Theodore  Roosevelt:  “Theodore,  if 

there  is  one  thing  more  than  another  for  which 
I admire  you,  it  is  for  your  original  discovery 
of  the  Ten  Commandments.” 

— Thomas  Brackett  Reed, 
Speaker  of  House  of  Representatives 

Doc’s  note.  For  some  reason  or  other 
political  discussions,  whether  in  legislative  hall, 
or  anteroom,  or  during  a campaign  seem  to 
feature  crude  personal  attacks  on  an  opponent 
and  take  advantage  of  any  individual  weakness 
whether  physical,  mental,  moral,  or  of  personal 
ambition.  While,  to  the  uninitiated,  the  brutal 
epigram  or  vicious  allusion  may  appear  to  be 
just  bluntly  derogatory  and  openly  insulting 
rather  than  witty,  it  must  be  realized  it  is 
usually  delivered  to,  and  for  the  benefit  of,  a 
specialized  audience,  familiar  with  one  another’s 
personalities,  past  errors,  and  future  ambitions 
and  cognizant  of  every  morsel  of  gossip,  aware 
of  the  slightest  hint  of  scandal,  that  might  be 
circulated  about  a colleague  or  his  family.  This 
being  so,  it  can  be  appreciated  that  what  might 
seem  a routine  mudslinging  attack  might  well, 
because  of  personal  factors,  actually  represent  a 
specific  individual  attack  rather  than  the  am- 
biguous, impersonal  statement  it  may  present  to 
an  outsider.  Sometimes  what  suggests  a blunt 
and  pointless  assault  may  in  truth  be  a merciless 
dissection  by  a skilled  scalpel  wielder  who  is 
used  to  stripping  away  the  camouflage  of 
affability  and  selfless  service  and  baring  the 
ugly  visage  of  selfish  ambition. 

Take  the  second  quote  from  Randolph  when 
he  addressed  Calhoun:  on  the  surface  it  seems 
only  a banal,  rude,  and  ill-natured  insult;  but 
actually,  it  represented  a public  disavowal 
that  tolled  the  death  knell  to  Calhoun’s  presi- 
dential aspirations.  Every  senator  knew  of 
Calhoun’s  ambition;  and  everyone  realized  the 
circumstances  that  dictated  Calhoun’s  position 
as  Randolph’s  political  heir  in  leading  the  fight 
for  State’s  Rights  and  the  maintenance  of 
legislative  equality  for  the  slave  states.  In  all 
probability  Calhoun  could  never  have  been 
nominated  for  the  presidency,  let  alone  elected; 
but  certainly  when  his  capability  for  the  office 
was  impugned  publicly,  on  the  Senate  floor,  by 
the  leader  of  his  own  party,  it  effectively 
destroyed  any  possible  chance  he  might  have 


had;  his  hopes  dissolved  in  the  venom  of 
Randolph’s  tongue. 

This  gives  some  idea  of  Randolph’s  per- 
sonality. There  are  those  who  describe  him 
as  the  master  of  invective,  and  his  apologists 
state  he  had  the  misfortune  to  be  cast  always  in 
the  role  of  opposition,  they  talk  of  his  courage 
in  attacking  the  legislative  giants  of  his  time, 
whether  friend  or  foe;  but  to  me  he  has  always 
seemed  an  aggressive  social  delinquent  with 
brains,  bent  on  the  destruction  of  everything 
and  everyone,  a man  who  had  no  friends  and  to 
whom  everyone  was  a foe. 

However,  before  political  wit  is  superciliously 
condemned  because  of  its  affinity  for  the  cult  of 
the  gutter,  it  must  be  remembered  that  such 
byplay  provides  insight  into  contemporary 
attitudes,  a conception  of  the  real  personality 
behind  the  public  image,  and  the  historical 
distortion  surrounding  most  public  figures. 
For  instance,  the  quoted  remark  of  Czar  Reed 
to  “Teddy”  Roosevelt  conveys  in  one  short 
sentence  an  idea  of  the  sort  of  person  the  hero 
of  San  Juan  Hill,  the  builder  of  the  Panama 
Canal,  and  the  “Trust  Buster”  was  in  the  eyes 
of  a contemporary. 

* * * 

“Je  le  pansait;  Dieu  le  guarit.”  (I  dressed 
him;  God  healed  him.) — Ambroise  Pare  (1510- 
1590) 

Doc’s  note.  Pare  used  this  phrase  re- 
peatedly, and  it  appears  in  one  form  or  another 
in  most  of  his  writings.  Such  humility  is  re- 
freshing but,  I fear,  would  be  out  of  place 
today,  not  so  much,  perhaps,  in  factuality, 
as  in  not  being  attuned  to  the  personalities 
involved.  Pare  is  usually  referred  to  as  “The 
Father  of  Modern  Surgery,”  although  why  I 
never  understood,  unless  it  is  an  attempt  by  his 
alleged  professional  heirs  to  establish  legitimacy. 
Not  that  he  wasn’t  a good  surgeon;  he  in- 
vented a few  instruments,  he  is  generally  given 
credit  for  the  abolishment  of  castration  with 
herniotomy,  he  rediscovered  the  ligature,  and 
recognized  the  relationship  between  syphilis  and 
aneurysm;  but  primarily  he  was  a “born” 
bedside  nurse.  Read  his  case  reports,  his 
Journeys  in  Divers  Places,  and  you  find  a 
chronicle  of  hour-to-hour  and  day-to-day  de- 
voted nursing  of  his  patients.  Actually  the 
recovery  of  many  of  his  patients  was  due  to  his 
personal  and  skillful  bedside  care  after  surgery, 
and  one  suspects  many  patients  of  his  con- 
temporary fellow  surgeons  might  have  survived 
if  they  had  had  Pare  to  nurse  them  postop- 
eratively. 

* * * 

“Methane  is  released  by  bogs,  and  some 
45,000,000  tons  of  the  same  gas,  it  has  been 
calculated,  are  added  to  the  atmosphere  each 
year  by  the  venting  of  intestinal  gases  by  cattle 
and  other  large  animals.” — Asimov,  I.:  The 

Intelligent  Man’s  Guide  to  Science,  Vol.  1 — 
The  Physical  Sciences,  Basil  Books,  Inc.,  1960, 
p.  136. 

Doc’s  note.  One  wonders,  if  this  calculation 
was  made  during  a presidential  election  year? 

WRC 
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Harry  Albert  Ballweg,  M.D.,  of  Ridgewood, 
died  on  March  19  at  the  age  of  fifty-seven.  Dr. 
Ballweg  graduated  in  1935  from  New  York 
University  College  of  Medicine.  He  was  an 
attending  ophthalmologist  at  Wyckoff  Heights 
Hospital  and  an  associate  attending  ophthal- 
mologist at  Bethany  Deaconess  Hospital.  Dr. 
Ballweg  was  a Diplomate  of  the  American  Board 
of  Ophthalmology  and  a member  of  the  Ameri- 
can Academy  of  Ophthalmology  and  Otolaryn- 
gology, the  Pan  American  Association  of  Oph- 
thalmology, the  Medical  Society  of  the  County 
of  Queens,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Thomas  Craig  Burns,  M.D.,  of  Buffalo,  died 
on  January  23  at  the  age  of  eighty-four.  Dr. 
Burns  graduated  in  1909  from  Albany  Medical 
College.  He  was  a consulting  anesthesiologist 
at  Edward  J.  Meyer  Memorial  Hospital.  Dr. 
Burns  was  a member  of  the  American  Society  of 
Anesthesiologists,  Inc.,  the  Erie  County  Medi- 
cal Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  As- 
sociation. 

V.  Edward  Caselnova,  M.D.,  of  Brooklyn, 
died  on  January  20  at  the  age  of  sixty-four.  Dr. 
Caselnova  graduated  in  1925  from  Boston  Uni- 
versity School  of  Medicine.  He  was  an  at- 
tending surgeon  at  Victory  Memorial  Hospital. 
Dr.  Caselnova  was  a Fellow  of  the  International 
College  of  Surgeons  and  a member  of  the  Medical 
Society  of  the  County  of  Kings,  the  Medical 
Society  of  the  State  of  New  York,  and  the  Ameri- 
can Medical  Association. 

David  Willis  Childs,  M.D.,  of  Amsterdam, 
died  on  March  12  at  the  age  of  fifty-three.  Dr. 
Childs  graduated  in  1938  from  the  University 
of  Louisville  School  of  Medicine.  He  was  an 
attending  ophthalmologist  at  St.  Mary’s  and 
Amsterdam  Memorial  Hospitals.  Dr.  Childs 
was  a member  of  the  New  York  Ophthalmologic 
Society,  the  Montgomery  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Robert  Catlin  Cussler,  M.D.,  of  New  York 
City,  died  on  June  12  at  his  home  at  the  age  of 
forty-nine.  Dr.  Cussler  graduated  in  1941 
from  Harvard  University  School  of  Medicine. 
He  was  an  assistant  attending  psychiatrist  at 
St.  Luke’s  Hospital.  Dr.  Cussler  was  a mem- 
ber of  the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 


Cassius  Lopez  de  Victoria,  M.D.,  of  New 
York  City,  died  on  June  10  at  White  Plains 
Hospital  at  the  age  of  seventy-five.  Dr.  de 
Victoria  graduated  in  1915  from  New  York 
Homeopathic  Medical  School  and  Flower  Hos- 
pital. He  was  an  assistant  attending  physician 
in  physical  medicine  and  rehabilitation  (in- 
active) at  Presbyterian  Hospital  and  a consult- 
ing physician  in  physical  medicine  and 
rehabilitation  at  Rockland  State  Hospital 
(Orangeburg) . Dr.  de  Victoria  was  a Diplomate 
of  the  American  Board  of  Physical  Medicine  and 
Rehabilitation  and  a member  of  the  New  York 
Society  for  Physical  Medicine  and  Rehabilita- 
tion, the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Stanley  B.  Doyle,  M.D.,  of  Brooklyn,  died  on 
June  18  at  the  Veterans  Administration  Hos- 
pital, Brooklyn,  at  the  age  of  seventy-six.  Dr. 
Doyle  graduated  in  1912  from  New  York  Uni- 
versity and  Bellevue  Hospital  Medical  College. 
During  the  administration  of  Governor  Dewey 
he  was  chief  medical  examiner  for  the  Work- 
men’s Compensation  Board  and  formerly  was 
a medical  officer  with  the  United  States  Public 
Health  Service  in  Staten  Island  and  medical 
director  of  the  Union  Indemnity  Insurance  Com- 
pany. Dr.  Doyle  was  a member  of  the  Medical 
Society  of  the  County  of  Kings,  the  Medical 
Society  of  the  State  of  New  York,  and  the  Ameri- 
can Medical  Association. 

Albert  John  Erdmann,  Jr.,  M.D.,  of  New 

York  City,  died  on  June  11  at  New  York  Hos- 
pital at  the  age  of  fifty-four.  Dr.  Erdmann 
graduated  in  1937  from  Harvard  University 
Medical  School.  He  was  an  associate  attend- 
ing physician  at  Bellevue  Hospital  and  an  as- 
sistant attending  physician  at  The  New  York 
Hospital.  After  World  War  II  he  became  chief 
of  the  Diabetic  Clinic  of  the  Cornell  Medical 
Division,  Bellevue  Hospital,  and  an  assistant 
professor  of  clinical  medicine  at  Cornell  Uni- 
versity Medical  College.  At  the  time  of  his 
death  he  was  an  associate  professor  there.  Dr. 
Erdmann  was  a Diplomate  of  the  American 
Board  of  Internal  Medicine,  a Fellow  of  the 
American  College  of  Physicians,  and  a member 
of  the  New  York  Academy  of  Medicine,  the 
New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  Amer- 
ican Medical  Association. 

Louis  Gold,  M.D.,  of  Brooklyn,  retired,  died 
on  January  7 at  the  age  of  seventy- three.  Dr. 
Gold  graduated  in  1915  from  New  York  Homeo- 
pathic Medical  College  and  Flower  Hospital. 
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Barnett  Goldfarb,  M.D.,  of  Brooklyn,  died 
on  June  12  at  his  home  at  the  age  of  seventy-two. 
Dr.  Goldfarb  graduated  in  1916  from  Columbia 
University  College  of  Physicians  and  Surgeons. 
He  was  an  associate  attending  physician  at 
Maimonides  Hospital  of  Brooklyn.  Dr.  Gold- 
farb was  a Fellow  of  the  International  College  of 
Surgeons  and  a member  of  the  Medical  Society 
of  the  County  of  Kings,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medi- 
cal Association. 

George  Norbert  Hemmer,  M.D.,  of  Syracuse, 
died  on  June  13  at  Syracuse  Memorial  Hospital 
at  the  age  of  seventy-nine.  Dr.  Hemmer 
graduated  in  1909  from  Syracuse  University 
College  of  Medicine.  He  was  one  of  the  found- 
ers of  the  People’s  Hospital  and  a member 
of  its  medical  staff  until  it  was  sold  in  1962. 
Dr.  Hemmer  was  a member  of  the  American 
Academy  of  General  Practice,  the  Syracuse 
Academy  of  Medicine,  the  Onondaga  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Sidney  Harry  Housman,  M.D.,  of  Brooklyn, 
died  on  March  3 at  the  age  of  fifty-nine.  Dr. 
Housman  graduated  in  1929  from  New  York 
University  and  Bellevue  Hospital  Medical 
College.  He  was  a member  of  the  Medical 
Society  of  the  County  of  Kings,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Oscar  G.  Levi,  M.D.,  of  Brooklyn,  died  on 
March  4 at  the  age  of  seventy-four.  Dr.  Levi 
received  his  medical  degree  from  the  University 
of  Erlangen  in  1917.  He  was  a member  of 
the  American  Academy  of  General  Practice, 
the  Medical  Society  of  the  County  of  Kings,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Bendix  Simeon  Minden,  M.D.,  of  New  York 
City,  died  on  March  23  at  the  age  of  sixty-eight. 
Dr.  Minden  graduated  in  1935  from  the  Uni- 
versity of  London  Faculty  of  Medicine.  He  was 
chief  allergist  at  the  Veterans  Administration 
Regional  Office. 

Paul  Charles  Morrissey,  M.D.,  of  New  Ro- 
chelle, died  on  June  10  at  New  Rochelle  Hospital 
at  the  age  of  fifty-eight.  Dr.  Morrissey  grad- 
uated in  1931  from  The  Johns  Hopkins  Uni- 
versity School  of  Medicine.  He  was  an  at- 
tending physician  at  St.  Agnes  Hospital  (White 
Plains)  and  attending  physician  to  the  Christian 
Brothers  of  Ireland  at  Iona  College  and  the 
Ursuline  communities  at  the  College  of  New 
Rochelle  and  the  Ursuline  School,  New  Rochelle. 
Dr.  Morrissey  was  a member  of  the  Westchester 
County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 


Julius  Rath,  M.D.,  of  Watertown,  died  on 
February  17  at  the  age  of  seventy.  Dr.  Rath 
received  his  medical  degree  from  the  University 
of  Cologne  in  1922.  He  was  an  attending 
physician  at  Mercy  Hospital  and  at  the  House 
of  the  Good  Samaritan.  Dr.  Rath  was  a mem- 
ber of  the  American  Academy  of  General  Prac- 
tice, the  Jefferson  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Leonard  Rittenberg,  M.D.,  of  New  York  City, 
died  on  May  30  at  Presbyterian  Hospital  at  the 
age  of  sixty-one.  Dr.  Rittenberg  graduated  in 
1928  from  New  York  University  and  Bellevue 
Hospital  Medical  College. 

Alfred  Roseno,  M.D.,  of  New  York  City 
and  Yorktown  Heights,  died  on  January  29 
at  the  age  of  sixty-nine.  Dr.  Roseno  received 
his  medical  degree  from  the  University  of  Frei- 
burg in  1920.  He  was  a member  of  the  New 
York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  Ameri- 
can Medical  Association. 

Lazar  Rosenthal,  M.D.,  of  Brooklyn,  died 
on  June  13  at  his  home  at  the  age  of  ninety- 
one.  Dr.  Rosenthal  received  his  medical  degree 
from  the  University  of  Moscow  in  1904.  He  was 
an  attending  bacteriologist  at  Maimonides 
Hospital  of  Brooklyn  where  he  had  formerly 
been  head  of  the  bacteriological  laboratory  and  a 
pioneer  in  antibiotics  research.  Dr.  Rosen- 
thal was  a Diplomate  of  the  American  Board  of 
Pathology  (Clinical  Pathology)  and  a member 
of  the  Medical  Society  of  the  County  of  Kings, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Philip  Maxwell  Hugh  Savory,  M.D.,  of  New 
York  City,  died  on  June  11  at  The  New  York 
Hospital  at  the  age  of  seventy-six.  Dr.  Savory 
graduated  in  1919  from  the  University  of  Mc- 
Gill Faculty  of  Medicine.  Retired  in  1965, 
he  was  the  copublisher  of  the  New  York  Amster- 
dam News.  He  was  a member  of  the  New  York 
County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Irving  Herbert  Silver  stein,  M.D.,  of  Brooklyn 
and  Great  Neck,  died  on  April  19  at  the  age  of 
sixty.  Dr.  Silverstein  graduated  from  the 
University  of  Edinburgh  Faculty  of  Medicine 
in  1930.  He  was  an  attending  roentgenologist 
at  Kings  County  Hospital  Center.  Dr.  Silver- 
stein was  a Diplomate  of  the  American  Board 
of  Radiology  (Roentgenology)  and  a member  of 
the  American  Academy  of  Dermatology,  the 
Medical  Society  of  the  County  of  Kings,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Maurice  Carlyle  Wander,  M.D.,  of  West 
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Brentwood,  died  on  June  13  at  Pilgrim  State 
Hospital  at  the  age  of  fifty-nine.  Dr.  Wander 
graduated  in  1930  from  Jefferson  Medical 
College  of  Philadelphia.  He  was  acting  as- 
sociate director  of  the  Pilgrim  State  Hospital. 
Dr.  Wander  was  a Diplomate  of  the  American 


Board  of  Psychiatry  and  Neurology  ( Psychiatry) , 
a Fellow  of  the  American  Psychiatric  Associa- 
tion, and  a member  of  the  Suffolk  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 


Apology  to  Irving  Seinfeld,  M.D. 

Owing  to  an  inadvertent  error,  Irving  Seinfeld,  M.D.,  of  Brook- 
lyn, was  erroneously  listed  in  this  Department  in  the  issue  of  July 
15,  1965,  page  1927.  The  Journal  regrets  this  error  and  apologizes 
herewith  to  Dr.  Seinfeld. 


Annual  report  on 
medical  licensure 

The  63rd  annual  report  on  medical  licensure 
statistics  appeared  in  a recent  Journal  of  the 
American  Medical  Association.  A total  of 
7,911  physicians  were  newly  added  to  the 
licensed  medical  profession  in  the  U.S.  in  1964, 
according  to  the  report  by  the  A.M.A.  Council 
on  Medical  Education.  There  were  6,605  newly 
licensed  U.S.  and  Canadian  medical  school 
graduates  and  1,306  graduates  of  medical  facul- 
ties in  other  countries.  Newly  licensed  foreign 
medical  graduates  have  gradually  decreased 
each  year  since  the  high  of  1,626  in  1959.  In 
recent  years,  about  one  quarter  of  foreign-trained 
graduates  issued  first  licenses  have  been  U.S. 
citizens  who  attended  medical  schools  outside 
the  U.S.  and  Canada. 

A total  of  17,885  licenses  to  practice  medicine 
and  surgery  were  issued  during  1964  by  55 
authorized  boards  in  the  U.S.  and  its  territories. 
This  total  included  first  licenses  for  new  physi- 
cians, licenses  for  physicians  moving  to  other 
states,  and  licenses  for  foreign-trained  physi- 
cians. Of  all  licenses  issued  during  1964,  7,166 
were  granted  after  successful  written  examina- 
tion and  10,719  by  reciprocity  and  endorsement 
of  state  licenses  or  the  certificate  of  the  National 


Board  of  Medical  Examiners.  As  of  December 
31,  1964,  there  were  284,271  physicians  in  the 
U.S.,  excluding  1,740  temporarily  in  other  coun- 
tries. 

Licensing  board  examination  failures  in 
1964  totaled  1,181.  The  percentage  of  failures 
in  the  written  examinations  of  graduates  from 
approved  U.S.  medical  schools  was  1.7,  of  gradu- 
ates from  approved  Canadian  medical  schools, 
7.8.  Graduates  of  schools  of  osteopathy 
admitted  to  medical  licensure  examination  in 
several  states  had  9.4  per  cent  failures,  and  31.8 
per  cent  of  foreign-trained  physicians  examined 
for  medical  licensure  failed.  The  total  percent- 
age of  failures  was  13.4.  about  the  same  as 
1963. 

A second  section  of  the  Council’s  report  per- 
tains to  examination  results  and  endorsement 
of  credentials  sponsored  by  24  boards  of  exam- 
iners in  the  basic  sciences  in  23  states  and  the 
District  of  Columbia.  A third  section  deals 
with  examinations  given  by  the  National  Board 
of  Medical  Examiners.  In  1964,  the  District 
of  Columbia,  Guam,  Puerto  Rico,  and  42  state 
boards  issued  4,730  licenses  to  practice  medicine 
on  the  basis  of  endorsement  of  the  National 
Board  certificate.  The  fourth  and  concluding 
section  of  the  report  summarizes  results  of  ex- 
aminations given  to  foreign-trained  physicians 
by  the  Educational  Council  for  Foreign  Medical 
Graduates. 
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Books  Received 


The  following  books  were  received  during  the  month  of  May,  1965.  * 


Pharmacology  of  Cholinergic  and  Adrener- 
gic Transmission.  Edited  by  G.  B.  Koelle, 
W.  W.  Douglas,  and  A.  Carlsson.  Octavo  of 
346  pages,  illustrated.  New  York,  The  Mac- 
millan Company,  1965.  Cloth,  $15. 

The  Common  Liver  Fluke.  By  E.  M. 

Pantelouris.  Octavo  of  259  pages,  illustrated. 
Oxford,  Pergamon  Press,  1965.  Cloth,  $12. 

Drug  Addiction  in  Youth.  Edited  by  Ernest 
Harms.  Octavo  of  210  pages.  Oxford,  Per- 
gamon Press,  1965.  Cloth,  $9.50. 

Studies  in  the  Pathology  of  Radiation  Dis- 
ease. By  N.  A.  Krayevskii.  Translated  by 
A.  Lieberman.  English  translation  edited  by 
Hermann  Lisco  and  Malcolm  Walker.  Octavo 
of  219  pages,  illustrated.  Oxford,  Pergamon 
Press,  1965.  Cloth,  $15. 

Short-Term  Psychotherapy.  By  Lewis  R. 
Wolberg,  M.D.,  with  nine  contributors.  Octavo 
of  348  pages,  illustrated.  New  York,  Grune  & 
Stratton,  1965.  Cloth,  $9.75. 

The  Practitioner’s  Illustrated  Dermatology. 

By  Howard  T.  Behrman,  M.D.  With  the 
collaboration  of  Theodore  A.  Labow,  M.D. 
Quarto  of  189  pages,  illustrated.  New  York, 
Grune  & Stratton,  1965.  Cloth,  $9.75. 

Current  Psychiatric  Therapies.  Vol.  V, 
1965  with  Cumulative  Index  to  Vols.  I-V. 

Edited  by  Jules  H.  Masserman,  M.D.  Octavo 
of  306  pages.  New  York,  Grune  & Stratton, 
1965.  Cloth,  $10.75. 

Progress  in  Atomic  Medicine.  Volume  1. 

Edited  by  John  H.  Lawrence,  M.D.  Octavo 
of  233  pages,  illustrated.  New  York,  Grune  & 
Stratton,  1965.  Cloth,  $9.75. 

Dorland’s  Illustrated  Medical  Dictionary. 
24th  edition.  Octavo  of  1,724  pages,  illus 
trated.  Philadelphia,  W.  B.  Saunders  Com- 
pany, 1965.  Fabrikoid,  $13;  deluxe  edition, 
$17. 

The  Medical  Clinics  of  North  America. 
New  York  Number.  Volume  49 — Number 
3,  May,  1965.  Recent  Advances  in  Derma- 
tology. Anthony  N.  Domonkos,  M.D.,  Guest 
Editor.  Octavo.  Philadelphia,  W.  B.  Saun- 
ders Company,  1965.  Cloth,  $18  per  year. 

Tracy’s  The  Doctor  as  a Witness.  By 

* Books  received  for  review  are  acknowledged  promptly  in 
this  column.  No  other  obligation  is  assumed  for  the  courtesy 
of  those  sending  them  for  this  purpose.  Selection  for  review 
is  made  on  the  basis  of  merit  and  reader  interest. 


William  J.  Curran,  LL.M.,  S.M.  Hyg.  Second 
edition.  Duodecimo  of  196  pages.  Philadelphia, 
W.  B.  Saunders  Company,  1965.  Cloth, 
$5.75. 

Rheumatic  Fever;  Diagnosis,  Management 
and  Prevention.  By  Milton  Markowitz, 
M.D.,  and  Ann  Gayler  Kuttner,  M.D.  Octavo 
of  242  pages,  illustrated.  Philadelphia.  W.  B. 
Saunders  Company,  1965.  Cloth,  $7.50. 
(Major  Problems  in  Clinical  Pediatrics — 
Volume  II). 

Management  of  the  Patient  with  Sub- 
normal Vision.  By  Gerald  Fonda.  M.D. 
Octavo  of  161  pages,  illustrated.  St.  Louis, 
The  C.  V.  Mosby  Company,  1965.  Cloth, 
$11. 

A Synopsis  of  Contemporary  Psychiatry. 
By  George  A.  Ulett,  M.D.,  and  D.  Wells  Good- 
rich, M.D.  Third  edition.  Duodecimo  of 
299  pages,  illustrated.  St.  Louis,  The  C.  V. 
Mosby  Company,  1965.  Cloth,  $6.75. 

Ciba  Foundation  Symposium  on  Cardio- 
myopathies. Edited  by  G.  E.  W.  Wolsten- 
holme,  M.B.,  and  Maeve  O’Connor,  B.A. 
With  136  illustrations.  Octavo  of  428  pages. 
Boston,  Little,  Brown  and  Company,  1964. 
Cloth,  $12.50. 

Ciba  Foundation  Study  Group  No.  19. 
Comparative  Biochemistry  of  Arginine  and 
Derivatives.  Edited  by  G.  E.  W.  Wolsten- 
holme,  M.B.,  and  Margaret  P.  Cameron,  M.A. 
With  11  illustrations.  Duodecimo  of  103  pages. 
Boston,  Little,  Brown  and  Company.  1965. 
Cardboard,  $2.95. 

Counseling  in  Marital  and  Sexual 
Problems;  A Physician’s  Handbook.  Edited 
by  Richard  H.  Klemer,  Ph.D.  Octavo  of  309 
pages.  Baltimore,  The  Williams  & Wilkins 
Company,  1965.  Cloth,  $9.75. 

Bedside  Diagnostic  Examination:  A Com- 

prehensive Pocket  Textbook.  By  Elmer 
L.  DeGowin,  M.D.  Duodecimo  of  772  pages, 
illustrated.  New  York,  The  Macmillan  Com- 
pany, 1965.  Fabrikoid,  $8.95. 

Factbook  on  Man;  From  Birth  to  Death. 

By  Louis  I.  Dublin,  Ph.D.  Second  edition. 
Octavo  of  465  pages,  illustrated.  New  York, 
The  Macmillan  Company,  1965.  Cloth,  $7.95. 

Drugs  and  Nursing  Implications.  By  Lama 
E.  Govoni,  R.N.  Contributing  authors — Faye 
Clark  Berzon,  R.N.,  and  Marilyn  Bellini  Fall. 
R N.  Octavo  of  313  pages.  New  York,  Apple- 
ton-Century-Crofts,  1965.  Paper,  $4.95. 


August  1,  1965  / New  York  State  Journal  of  Medicine  2055 


Abstracts 


Breslau,  R.  C.,  Schwartz,  S.  I.,  Smith,  D. 
W.,  and  Rob,  C.  G.:  Inferior  vena  cava 

replacement  with  bovine  arterial  heterografts, 
New  York  State  J.  Med.  65:  1967  (Aug.  1) 
1965. 

Fourteen  dogs  received  enzyme-treated  bo- 
vine arterial  heterografts  replacing  the  inferior 
vena  cava.  Four  grafts  failed  because  of  various 
serious  technical  discrepancies  in  their  place- 
ment. Of  the  remaining  10  grafts,  early  pa- 
tency was  demonstrated  by  phlebography; 
however,  ultimately  all  grafts  in  the  series 
failed  because  of  external  constriction  of  host 
scar  tissue.  A satisfactory  method  of  modify- 
ing or  resisting  constriction  of  periadventitial 
host  tissue  around  the  suture  lines  remains  to 
be  devised. 

Grann,  V.  R.:  Islet  cell  neoplasms,  New  York 
State  J.  Med.  65:  1976  (Aug.  1)  1965. 

Different  varieties  of  islet  cell  neoplasms  are 
grouped  together  to  gain  a better  perspective  of 
these  diseases.  Similar  cell  types  may  cause  dis- 
similar syndromes,  and  dissimilar  cells  may 
produce  common  symptoms.  Conditions  in- 
clude beta  cell  neoplasms,  extrapancreatic  neo- 
plasms, Zollinger-Ellison  syndrome,  and  adeno- 
matosis of  endocrine  glands. 

Brozovsky,  M.,  and  Winkler,  E.  G.:  Glue 


sniffing  in  children  and  adolescents,  New  York 
State  J.  Med.  65:  1984  (Aug.  1)  1965. 

A study  was  made  of  19  children  and  adoles- 
cent glue  sniffers  admitted  to  the  psychiatric 
service  of  a general  hospital.  All  of  the  patients 
came  from  a background  of  severe  emotional 
deprivation  and  manifested  serious  psycho- 
pathologic  conditions.  The  habit  was  practiced 
almost  exclusively  in  groups,  and  approximately 
half  also  drank  alcohol.  In  some  patients  the 
inhalation  of  plastic  cement  fumes  produced  an 
acute  brain  syndrome,  with  confusion,  visual 
hallucinations,  and  epileptiform  seizures,  ac- 
companied by  reversible  changes  in  the  electro- 
encephalogram . 

Mannix,  H.,  Jr.:  Surgical  treatment  of  pri- 

mary hyperaldosteronism,  New  York  State 
J.  Med.  65:  1990  (Aug.  1)  1965. 

A study  was  made  of  6 patients  with  primary 
hyperaldosteronism;  5 had  benign  adenomas, 
and  1 had  bilateral  hyperplasia.  Symptoms 
included  weakness,  hypertension,  and  hypo- 
kalemia. Determinations  of  urinary  excretion 
of  aldosterone  and  total  body  secretion  of  al- 
dosterone over  a twenty-four-hour  period  and 
suitable  radiographic  studies  were  used  to  es- 
tablish the  diagnosis.  Treatment  was  surgical, 
with  good  results  in  5 cases  and  poor  results  in 
1 case. 


Share 

Your 

Medical 

Journals 

With 

Colleagues 

Overseas 


The  doctors  of  the  U.S.A.  are  being  asked  to  send  their  medical  journals — 
after  they  have  read  them — to  colleagues  overseas  (Asia,  Latin  America, 
and  Africa)  who  wish  to  have  access  to  current  medical  literature  but, 
either  because  of  currency  regulations  or  actual  cost  involved,  cannot 
themselves  subscribe  to  medical  periodicals.  We  can  supply  you  with 
the  name,  address,  and  medical  specialty  of  doctors  in  these  areas  who 
would  be  happy  to  receive  these  much  wanted  journals,  particularly 
specialty  journals. 

This  is  a direct  “Doctor- to-Doctor”  program  which  is  being  promoted  by 
the  United  States  Committee  of  The  World  Medical  Association  to  help 
alleviate  the  lack  of  current  medical  publications  and  to  further  inter- 
national good  will.  Your  cooperation  in  this  program  will  be  greatly 
appreciated  and  your  contact  with  these  colleagues  in  other  countries,  we 
can  assure  you,  will  prove  very  gratifying.  If  you  wish  to  participate  in 
this  program,  send  your  name,  address,  and  titles  of  journals  you  will 
contribute  to  United  States  Committee,  The  World  Medical  Association. 
10  Columbus  Circle,  New  York  19,  New  York. 
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Books  Reviewed 


Orthopedic  Braces:  Rationale,  Classifica- 

tion & Prescription.  By  Maxwell  H.  Bloom- 
berg, M.D.  Octavo  of  207  pages,  illustrated. 
Philadelphia,  J.  B.  Lippincott  Company,  1964. 
Cloth,  $11. 

This  brief  text  represents  an  attempt  to 
establish  a better  means  of  communication  be- 
tween the  physician  and  the  orthotist  in  select- 
ing and  prescribing  braces.  Under  ordinary 
circumstances,  it  would  appear  that  the  doctor 
ordering  the  brace  should  communicate  per- 
sonally with  the  bracemaker  to  discuss  the  in- 
dication, and  then  check  with  the  bracemaker  to 
see  that  the  appliance  meets  the  necessary  re- 
quirements. This  compendium  reviews  the 
anatomy  and  pathology,  as  well  as  the  me- 
chanical concepts  necessary  to  achieve  protec- 
tion and/or  correction.  Its  particular  value 
would  seem  to  lie  in  the  simple  illustrations,  as 
well  as  in  clarifying  brace  construction  and 
terminology. 

In  general,  most  of  this  material  has  been 
covered  very  well  in  a much  larger  and  detailed 
text  published  under  the  supervision  of  the 
American  Academy  of  Orthopedic  Surgeons  in 
1952,  with  cooperation  of  the  V.A.,  and  the 
Army  Medical  Center  under  the  leadership  of 
Dr.  Magnuson.  For  the  practitioner,  who  has 
had  no  orthopedic  training  and  who  does  not 
have  a competent  bracemaker  with  whom  he 
can  personnally  communicate,  this  book  may 
prove  of  value.  It  might  also  be  valuable  to 
the  orthopedic  intern  or  resident  as  a quick  and 
easily  available  reference. — Max  S.  Rabino- 
witz,  M.D. 

The  Non-Verbal  Child.  By  Sol  Adler,  Ph.D. 
Octavo  of  163  pages,  illustrated.  Springfield, 
111.  Charles  C Thomas,  1964.  Cloth,  $6.75. 

This  book  is  concerned  with  communicative 
behavior,  its  focal  point  the  language  develop- 
ment of  the  nonverbal  child.  There  are  chapters 
on  the  growth  and  development  of  communica- 


tive behavior,  symptoms  of  dysfunction,  and 
how  to  test  for  the  various  dysfunctions,  namely 
auditory,  perceptual,  conceptual,  language,  and 
neuromotor.  The  balance  of  the  book  is  con- 
cerned with  the  causes  and  differential  diagnosis 
of  delay  in  language  development — brain  in- 
jury, mental  subnormality,  emotional  disturb- 
ance, and  deafness.  Finally,  habilitation 
therapy  is  outlined. 

This  short  book  aims  to  be  a practical  guide 
and  in  this  it  succeeds.  There  is  an  adequate 
bibliography,  list  of  suggested  readings,  and 
sample  forms  used  to  collect  case-history  data. 
For  one  who  desires  a simplified  clinical  guide 
in  order  to  study  a child  who  is  retarded  in 
language  development,  this  book  will  be  quite 
useful. — Stanley  S.  Lamm,  M.D. 


Simple  Splinting.  By  Jerome  Rotstein,  M.D. 
Quarto  of  126  pages,  illustrated.  Philadelphia, 
W.  B.  Saunders  Company,  1965.  Cloth,  $6.50. 

“Simple  Splinting”  is  a nice  little  monograph 
when  it  confines  itself  to  what  the  title  proposes. 
Actually  less  than  half  of  this  volume  is  de- 
voted to  the  technics  of  splint  making.  There 
is  a well  researched  article  on  the  history  of  the 
treatment  of  arthritis  by  Laura  S.  Rotstein  and 
there  are  sections  on  the  pharmacologic  and  other 
treatments  of  rheumatoid  arthritis.  Whether 
or  not  these  sections  have  a place  in  this  book  is 
debatable. 

The  actual  section  on  specific  technics  in 
splint  making  is  beautifully  illustrated.  It  is 
easy  to  follow  and  should  be  useful  to  those 
physicians  who  are  willing  to  make  splints  for 
their  patients.  Whether  or  not  it  is  actually 
as  simple  as  the  author  would  have  us  believe  is 
doubtful. 

There  seems  little  doubt  that  progressive 
splinting  is  useful  in  some  patients  with  joint 
disease.  It  should  be  used  more  widely  and  Dr. 
Rotstein’s  book  helps  to  advance  this  thera- 
peutic technic. — Charles  M.  Plotz,  M.D. 


August  1,  1965  / New  York  State  Journal  of  Medicine  2057 


Abstracts  in  Interlingua 


Breslau,  R.  C.,  Schwartz,  S.  I.,  Smith, 
B.  W.,  e Rob,  C.  G.:  Reimplaciamento  del 

vena  cave  inferior  per  heterograffos  arterial  de 
origine  bovin  ( angiese ),  New  York  State  J. 
Med.  65:  1967  (1  de  augusto)  1965. 

Dece-quatro  canes  recipeva  heterograffos 
arterial  de  origine  bovin  que  habeva  essite 
pretractate  con  enzymas  como  reimplaciamento 
del  vena  cave  inferior.  Quatro  del  graffos  non 
esseva  acceptate  a causa  de  varie  serie  dis- 
crepantias  technic  in  le  selection  de  lor  sito. 
Quanto  al  remanente  10  graffos,  un  precoce 
patentia  esseva  demonstrate  per  phlebographia. 
Tamen,  ultimemente  omne  le  graffos  in  le  serie 
falleva  a causa  de  constriction  externe  per  tissu 
cicatrical  del  animal-hospite.  Un  satisfacente 
methodo  pro  modificar  o evitar  constriction  per 
tissu  periadventitial  del  animal-hospite  circum 
le  lineas  de  suturage  remane  a elaborar. 

Grann,  V.  R.:  Neoplasmas  de  cellulas  insular 

{angiese),  New  York  State  J.  Med.  65:  1976 
(1  de  augusto)  1965. 

Differente  varietates  de  neoplasmas  de  cellulas 
insular  es  gruppate  insimul  con  le  objectivo  de 
ganiar  un  melior  perspectiva  de  iste  morbos. 
Simile  typos  cellular  pote  causar  dissimile  syn- 
dromes, e dissimile  cellulas  pote  causar  symp- 
tomas  identic.  Le  conditiones  includite  es 
neoplasmas  de  cellulas  beta,  neoplasmas  extra- 
pancreatic,  le  syndrome  de  Zollinger-Ellison, 
e adenomatosis  de  glandulas  endocrin. 

Brozovsky,  M.,  e Winkler,  E.  G.:  Reniflage 


Traffic  accident  statistics 

The  number  of  highway  deaths  in  1964  soared 
to  48,000.  In  addition,  3,840,000  persons  were 
injured.  Excessive  speed  continued  to  be  the 
number  one  killer  on  American  highways, 
accounting  for  about  35  per  cent  of  the  fatal 
accidents.  Young  drivers,  those  under  twenty- 


de  fumos  de  cemento  in  juveniles  e adolescentes 
{angiese),  New  York  State  J.  Med.  65:  1984 
(1  de  augusto)  1965. 

Esseva  studiate  un  gruppo  de  19  juvenil  e 
adolescente  reniflatores  de  fumos  de  cemento, 
admittite  al  servicio  psychiatric  de  un  hospital 
general.  Omne  le  patientes  veniva  ex  situ- 
ationes  familial  de  sever  privation  emotional  e 
manifestava  serie  symptomas  psychopathologic. 
Le  vitio  esseva  practicate  quasi  exclusivemente 
in  gruppos,  e approximativemente  un  medietate 
del  subjectos  etiam  imbibeva  alcohol.  In  certes 
del  casos  le  inhalation  de  fumos  de  cemento  de 
plastico  produce va  un  acute  syndrome  cerebral, 
con  confusion,  hallucinationes  visual,  e attaccos 
epileptiforme,  accompaniate  de  reversibile  alter - 
ationes  del  electroencephalogramma. 

Mannix,  H.,  Jr.:  Le  tractamento  chirurgic  de 

hyperaldosteronismo  primari  {angiese).  New 
York  State  J.  Med.  65:  1990  (1  de  augusto) 
1965. 

Esseva  studiate  6 patientes  eon  hyperaldo- 
steronismo primari.  In  5 benigne  adenomas 
esseva  presente,  e 1 habeva  hyperplasia  bilateral. 
Le  symptomas  includeva  debilitate,  hyperten- 
sion, e hypokaliemia.  Le  diagnose  esseva 
establite  a base  de  determinationes  del  excretion 
urinari  de  aldosterona  e del  secretion  de  aldo- 
sterona  per  le  corpore  total  in  le  curso  de  un 
periodo  de  24  horas  insimul  con  appropriate 
studios  radiographic.  In  5 casos  le  resultatos 
del  tractamento  chirurgic  esseva  bon.  in  1 illos 
esseva  dissatisfacente. 


five  years  of  age,  had  the  worst  driving  record 
and  were  involved  in  29  per  cent  of  the  fatal 
accidents  while  accounting  for  only  15  per  cent 
of  the  driving  population.  Driver  error  and 
lack  of  judgment  were  responsible  for  more  than 
85  per  cent  of  the  highway  casualties.  Fog, 
rain,  and  snow  were  not  major  causes  of  highway 
accidents,  and  90  per  cent  of  the  crashes  oc- 
curred in  clear  weather  on  dry  roads. 
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PHYSICIANS  WANTED 


INTERNSHIPS- AMA  APPROVED  ROTATING.  ST. 
Joseph’s  Hospital.  Yonkers,  New  York.  Accredited  165 
bed  hospital.  Integrated  educational  program  organized 
by  Director  of  Medical  Education;  abundant  in-patient 
and  out-patient  material  for  clinical  training.  Salary  { 
$350.  ECFMG  certificate  required.  Apply  Administra- 
tor, St.  Jospeh’s  Hospital,  Yonkers,  N.Y. 


WANTED:  GENERAL  PRACTITIONER  TO  JOIN 

busy  practitioner  on  Long  Island,  South  Shore,  one  hour 
from  New  York  City.  Opportunity  for  rapid  financial 
advancement.  Box  212,  9 c NYSJM. 


INTERNIST,  PEDIATRICIAN,  AND  GENERAL  PRAC- 
titioner  wanted  to  join  group  in  Eastern  Long  Island. 
Please  contact  with  information  to  Box  216,  % NJSJM. 


INTERNIST  WANTED:  BOARD  CERTIFIED  OR 

eligible,  age  30-40;  to  associate  with  two  internists,  in- 
dependent practice,  shared  office  and  coverage.  City  of 
36,000,  drawing  area  of  100,000  with  excellent  hospitals, 
laboratory,  educational  and  recreational  facilities  avail- 
able. Central  New  York  State.  Box  223,  % NYSJM. 


G.P.  URGENTLY  NEEDED;  PRESENT  RETIRING. 
Village  on  St.  Lawrence  Seaway.  Health  Officer,  Sch. 
hys.;  other  income.  Well  equipped  office  in  9 room 
ouse  with  furniture;  big  garden  on  the  lake;  golf,  sports, 
lodges,  churches;  hospitals  not  too  far.  Retire  with  in- 
come. Call  Waddington  315  EV  8-4415. 


A COMMUNITY  SERVING  A POPULATION  OF  50,000  ; 

well  covered  by  specialists  in  the  fields  of  surgery,  ped-  j 
iatrics,  urology,  ophthalmology,  E.N.T.,  radiology, 
obstetrics  and  gynecology,  pathology  and  psychiatry, 
but  only  by  one  internist  and  two  general  practitioner, 
is  in  need  of  men  willing  to  practice  general  medicine. 
The  city  is  situated  in  beautiful  Chenango  Valley,  pro-  ■ 
gressive,  has  a 130  bed  fully  accredited  hospital,  affiliate 
with  a medical  school  and  nursing  school,  new,  good  j 
schools,  Y.M.C.A.,  etc.  Solo  practice  should  gross  $30,000 
annually  even  for  the  first  year.  Association  with  an 
established  general  practitioner,  including  office  space  and 
guaranteed  income,  could  be  arranged.  Direct  inquiries:  ‘ 

Thomas  M.  Flanagan,  M.D.,  President  of  Medical  Staff, 
Chenango  Memorial  Hospital,  Norwich,  New  York. 


MEDICAL  DIRECTOR  WANTED:  FOR  OUTPATIENT 
rehabilitation  center;  physiatrist,  qualified  or  Board  j 
certified.  Must  have  New  York  State  license.  Salary  j 
$20,000  and  up,  depending  on  qualifications,  plus  liberal  I 
fringe  benefits.  Box  227,  % NYSJM. 


HOUSE  PHYSICIANS:  6 REQUIRED  FOR  IMMED- 
iate  openings.  Accredited,  voluntary,  375  bed  general 
hospital  located  in  the  metropolitan  area.  $600  per 
month  plus  maintenance.  Send  resume  to  Medical  Di- 
rector, St.  Mary  Hospital,  Hoboken.  New  Jersey.  SW 
2-3300. 


PHYSICIANS  WANTED— CONT’D 


WANTED:  OPHTHALMOLOGIST  TO  TAKE  OVER 

long  established  practice  in  large,  fast  growing  village  on 
Long  Island,  N.Y.  No  investment;  just  take  over  and  pay 
rent  for  the  office  and  spacious  living  quarters  in  good 
location,  or  buy  property.  Association  also  can  be  ar- 
ranged on  part  or  full  time.  For  further  information 
write  Box  226,  % NYSJM. 


PRACTICES  FOR  SALE  OR  RENT 


OPPORTUNITY.  IMMEDIATELY  AVAILABLE  FOR 
sale.  Large  general  practice,  45  miles  NYC,  fully  equipped 
including  x-ray.  No  obstetrics  required.  Rent  office 
and/or  house.  Mrs.  Leonard  Lavenberg,  P.O.  Box  457, 
Yorktown  Heights,  N.Y.,  Yo.  2-2224. 


GENERAL  PRACTICE  FOR  SALE,  SCHENECTADY 
area,  N.Y.  Gross  over  $25,000.  Retiring  because  of 
health.  Available  immediately.  Open  staff  hospitals 
Secretary-nurse  available.  Modem,  well  equipped  office; 
3 room  apartment  upstairs.  Property  for  sale  or  lease. 
Box  220,  % NYSJM. 


POSITIONS  WANTED 


ANESTHESIOLOGIST,  CERTIFIED,  AGE  35,  FAMILY. 
Extensive  experience.  Desiree  fee  for  service  or  group  in 
metropolitan  or  suburban  area.  Details  in  first  letter. 
Box  969,  % NYSJM. 


MEDICAL  ASSISTANTS  AND  SECRETARIES.  LAB- 
oratory  and  X-Ray  Techs.  Well  trained  and  highly  quali- 
fied personnel  (male  & female).  Phone  CH  2-2330  Ext. 
6,  Placement  Dept.,  or  write  Eastern  School  for  Physicians’ 
Aides,  Dept.  69,  85  Fifth  Ave.,  New  York  3.  N Y. 
(Founded  1936  by  two  member  physicians.) 


PEDIATRICIAN  (N.Y.  LICENSE)  SEEKS  FULL  TIME 
position  as  school  physician.  Box  225,  % NYSJM. 


BOARD  CERTIFIED  RADIOLOGIST  DESIRES  PART 
time  position  in  the  evening  and  coverage  on  weekends; 
hospital,  clinical  or  private  office.  Broad  experience  in 
eluding  special  procedures.  Eventually  a half  time  posi- 
tion could  be  covered.  Box  229,  % NYSJM. 
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“When  she  found  out  that  I sent  for  you , Doc,  she 
got  up  and  cleaned  the  house” 


PRACTICE  WANTED 


INTERNIST,  AGE  33,  YALE  AND  MONTEFIORE- 
trained,  desires  to  buy  internal  medical  or  general  practice 
in  Bronx  or  lower  Westchester.  Will  also  consider  subrent- 
ing space  in  same  areas.  Box  228,  c/o  NYSJM. 


REAL  ESTATE  FOR  SALE  OR  RENT 


MASSAPEQUA,  NASSAU  COUNTY,  N.Y.  POP.  100,000. 
Medical  building  now  renting.  Some  choice  suites  still 
available.  Massapequa,  N.Y.  doctor’s  house  and  office 
for  sale.  Ideal  professional  location  on  main  highway, 
opposite  school  and  6 blocks  from  R.  R.  station.  $24,000. 
Dr.  Musalo,  340  Hicksville  Rd.,  Massapequa.  Call  516 
LI  1-7515. 


DOCTOR’S  OFFICE:  61  EAST  86  STREET,  LOCATED 
between  Park  and  Madison  Avenues;  separate  street  and 
separate  building  entrances;  4 rooms,  $185.00.  Call  HA 
1-5880  or  see  Super. 


PROFESSIONAL  OFFICE,  FREEPORT,  L.  I.,  20  RAN- 
dall  Ave.,  in  attractive  88  family  apartment  building, 
excellent  residential  neighborhood,  private  entrance, 
alongside  other  medical  suites;  ideal  for  single  or  group 
practice;  modest  rental,  air  conditioned.  Budding  super- 
intendent on  premises,  or  phone  212  TR  5-8141. 


PRESTIGE  LOCATION 

For  Medical — Dental  Group 
and  Individual  Practitioners. 

“EXECUTIVE  TOWERS” 

1020  GRAND  CONCOURSE,  BRONX 

53-Story  Air  Conditioned  Apt  Bldg,  (corner  165th  St) 


Exclusively  Reserved  for  Professional  use. 
PRIVATE  ENTRANCES 
2 FLOORS  • PRIVATE  ELEVATORS 
CENTRAL  AIR-CONDITIONING 

IMMEDIATE  OCCUPANCY 

Apply  Renting  Office  on  property  • CY  3-5545 
Carol  Management  Corp. 

Owner — Builder 


REAL  ESTATE  FOR  SALE  OR  RENT— CON’T 


DOCTOR’S  OFFICE  FOR  RENT:  FOUR  ROOMS  PLUS 
waiting  room;  well  furnished  and  equipped.  Office  formerly 
used  by  outstanding  physician  and  surgeon  for  42  years. 
Many  patients  wanting  service  stdl  calling.  Location  on 
busy  corner,  Seventh  Ave.  & 138th  St.  Physician’s  widow 
resides  on  premise.  Call  Mrs.  Wilson,  AIT  6-1030. 


INTERNIST  (FAMILY  PRACTICE)  WISHES  TO  RE- 
tire.  Office  in  home,  central  New  York  area  of  30,000. 
Modern  175  bed  hospital;  diversified  industry.  W.  A. 
Wall,  M.D.  105  N.  Main  St.,  Cortland,  N.Y. 


MEDICAL  PRACTICE  ESTAB.  33  YRS.,  FLATLANDS 
Ave.,  Brooklyn.  Fastest  growing  section  metropolitan 
area;  near  new  Korvettes,  superstructure  apt.  buildings, 
easy  transportation,  schools,  and  new  psychiatric  hospital. 
9 room  fully  equipped  office  and  house  on  100  X 110  ft. 
plot.  Suitable  for  group  or  very  active  practitioner. 
Available  for  immediate  sale  or  lease.  PL  1-6767. 


BRONX,  NYC.  2542  UNIVERSITY  AVE.,  ACROSS 
from  Kingsbridge  Veterans  Hospital;  5 rooms  built  for 
doctor.  Separate  street  entrance.  $150.  See  Supt,. 
2532  University  Ave. 


PROFESSIONAL  OFFICE,  165  EAST  32ND  STREET, 
Manhattan,  corner  3rd  Avenue,  in  new  centrally  air  condi- 
tioned 20  story  apartment  building.  Approximately 
1,000  sq.  ft.  Private  entrance.  Will  plan  to  suit  tenant. 
May  be  used  as  combined  professional  office  and  studio 
apartment.  Building  superintendent  on  premises  or  phone 
212  TR  5-8141. 


FOR  SALE 

Large  11  room  house  and  store,  plus  2 story  garage, 
situated  in  center  of  resort  town,  Wurtsboro,  N.Y.  Fine 
location  for  small  Medical  Center.  All  improvements; 
5 living  units;  6 bathrooms.  On  lot  56' x 225  . 

Mrs.  George  Cooper,  P.O.  Box  327,  Wurtsboro,  N.Y. 
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This  is  why  we  say  things  go 

better. 


Coke 
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The  Somatic  Mask: 
menstrual  irregularities 


menopause  or 
psychic  tension? 

Menstrual  irregularities,  along  with  hot  flashes,  fatigue, 
discomfort,  arthralgia  and  other  complaints,  are  classic 
signs  and  symptoms  of  the  menopause.  In  many  cases, 
however,  the  symptoms  may  represent  a “somatic  mask” 
— a psychophysiological  equivalent  of  psychic  tension. 

When  symptoms  stem  from  emotional  problems  or 
stressful  situations,  Valium  (diazepam)  usually  helps  the 
patient  feel  calmer  as  it  alleviates  troubling  symptoms. 
Its  action  is  normally  prompt,  even  in  patients  who 
failed  to  benefit  from  other  tranquilizers.  And  positive 
results  generally  are  achieved  without  impairing  aware- 
ness or  interfering  with  usual  activities.  While  ataxia 
and  drowsiness  may  occur,  such  side  effects  are  avoid- 
able in  most  instances  with  dosage  adjustment. 


Valium  (diazepam) 


In  prescribing:  Dosage  — Adults:  Mild  to  moderate  psycho- 
neurotic reactions,  2 to  5 mg  b.i.d.  or  t.i.d.;  severe  psychoneu- 
rotic reactions,  5 to  10  mg  t.i.d.  or  q.i.d.;  alcoholism,  10  mg 
t.i.d.  or  q.i.d.  in  first  24  hrs,  then  5 mg  t.i.d.  or  q.i.d.  as  needed; 
muscle  spasm  with  cerebral  palsy  or  athetosis,  2 to  10  mg  t.i.d. 
or  q.i.d.  Geriatric  patients:  1 or  2 mg/day  initially,  increase 
gradually  as  needed. 

Contraindications:  Infants,  patients  with  history  of  con- 
vulsive disorders  or  glaucoma. 

Warning:  Not  of  value  in  the  treatment  of  psychotic  pa- 
tients, and  should  not  be  employed  in  lieu  of  appropriate 
treatment. 


Precautions:, Limit  dosage  to  smallest  effective  amount  in  eld- 
erly patients  (not  more  than  1 mg,  one  or  two  times  daily)  to 
preclude  ataxia  or  oversedation.  Advise  patients  against  pos- 
sibly hazardous  procedures  until  correct  maintenance  dosage 
is  established;  driving  during  therapy  not  recommended.  In 
general,  concurrent  use  with  other  psychotropic  agents  is  not 
recommended.  Warn  patients  of  possible  combined  effects  with 
alcohol.  Safe  use  in  pregnancy  not  established.  Observe  usual 
precautions  in  impaired  renal  or  hepatic  function  and  in  pa- 
tients who  may  be  suicidal;  periodic  blood  counts  and  liver 
function  tests  advisable  in  long-term  use.  Cease  therapy  grad- 
ually. 

Side  Effects:  Side  effects  (usually  dose-related)  are  fatigue, 
drowsiness  and  ataxia.  Also  reported:  mild  nausea,  dizziness, 
blurred  vision,  diplopia,  headache,  incontinence,  slurred  speech, 
tremor  and  skin  rash;  paradoxical  reactions  (excitement,  de- 
pression, stimulation,  sleep  disturbances  and  hallucinations) 
and  changes  in  EEG  patterns.  Abrupt  cessation  after  prolonged 
overdosage  may  produce  withdrawal  symptoms  similar  to 
those  seen  with  barbiturates,  meprobamate  and  chlordiazepox- 
ide  HC1. 

Supplied:  Tablets,  2 mg,  5 mg  and  10  mg;  bottles  of  50. 

Roche  Laboratories  L-S" 

Division  of  Hoffmann -La  Roche  Inc. 

Nutley,  N.J.  07110 


“I  can ’t  cope  any  more . . . 

I worry  about  everything. 

I don’t  sleep  well... 

wake  up  tired  and  irritable.” 


When  you  recognize  depression 
and  associated  anxiety... 
consider  starting  the  patient 
on  ‘Deprol’ 

1.  ‘Deprol’  can  help  lift  the  mood  of  the  depressed 
patient. 

2.  ‘Deprol’  usually  restores  normal  sleep  by  re- 
lieving the  associated  anxiety  and  tension  which 
often  cause  insomnia. 

3.  Patients  often  report  and  show  noticeable 
improvement  within  a short  period  of  time. 

4.  In  seven  years  of  clinical  use,  side  effects  with 
‘Deprol’  at  recommended  dosage  have  been  infre- 
quent and  usually  easily  controlled. 

5.  No  incompatibility  with  other  medications  has 
been  reported  to  date.  However,  the  possibility 
of  additive  effects  should  be  considered. 

Deprol 

meprobamate  400  mg.+benactyzine  hydrochloride  1 mg. 
WALLACE  LABORATORIES/Cranfmry,  AT.  J. 


Indications:  ‘Deprol’  is  useful  in  the  manage- 
ment of  depression,  both  acute  (reactive)  and 
chronic.  It  is  particularly  useful  in  the  less  se- 
vere depressions  and  where  the  depression  is 
accompanied  by  anxiety,  insomnia,  agitation, 
or  rumination.  It  is  also  useful  for  management 
of  depression  and  associated  anxiety  accom- 
panying or  related  tp  organic  illnesses. 
Contraindications:  Benactyzine  hydrochloride 
is  contraindicated  in  glaucoma.  Previous  aller- 
gic or  idiosyncratic  reactions  to  meprobamate 
contraindicate  subsequent  use. 

Precautions:  Meprobamate  — C areful  supervi- 
sion of  dose  and  amounts  prescribed  is  advised. 
Consider  possibility  of  dependence,  particularly 
in  patients  with  history  of  drug  or  alcohol  ad- 
diction; withdraw  gradually  after  use  for  weeks 
or  months  at  excessive  dosage.  Abrupt  with- 
drawal may  precipitate  recurrence  of  pre- 
existing symptoms,  or  withdrawal  reactions 
including,  rarely,  epileptiform  seizures.  Should 
meprobamate  cause  drowsiness  or  visual  dis- 
turbances, the  dose  should  be  reduced  and  op- 
eration of  motor  vehicles  or  machinery  or  other 
activity  requiring  alertness  should  be  avoided  if 
these  symptoms  are  present.  Effects  of  exces- 
sive alcohol  may  possibly  be  increased  by  me- 
probamate. Grand  mal  seizures  may  be  precipi- 
tated in  persons  suffering  from  both  grand  and 
petit  mal.  Prescribe  cautiously  and  in  small 
quantities  to  patients  with  suicidal  tendencies. 
Side  effects:  Side  effects  associated  with  recom- 
mended doses  of  ‘Deprol’  have  been  infrequent 
and  usually  easily  controlled.  These  have  in- 
cluded drowsiness  and  occasional  dizziness, 
headache,  infrequent  skin  rash,  dryness  of 
mouth,  gastrointestinal  symptoms,  paresthesias, 
rare  instances  of  syncope,  and  one  case  each  of 
severe  nervousness,  loss  of  power  of  concentra- 
tion, and  withdrawal  reaction  (status  epilepti- 
cus)  after  sudden  discontinuation  of  excessive 
dosage. 

Benactyzine  hydrochloride— Benactyzine  hydro- 
chloride, particularly  in  high  dosage,  may  pro- 
duce dizziness,  thought-blocking,  a sense  of 
depersonalization,  aggravation  of  anxiety  or 
disturbance  of  sleep  patterns,  and  a subjective 
feeling  of  muscle  relaxation,  as  well  as  anti- 
cholinergic effects  such  as  blurred  vision,  dry- 
ness of  mouth,  or  failure  of  visual  accommo- 
dation. Other  reported  side  effects  have  in- 
cluded gastric  distress,  allergic  response,  ataxia, 
and  euphoria. 

Meprobamate— Drowsiness  may  occur  and, 
rarely,  ataxia,  usually  controlled  by  decreasing 
the  dose.  Allergic  or  idiosyncratic  reactions  are 
rare,  generally  developing  after  one  to  four 
doses.  Mild  reactions  are  characterized  by  an 
urticarial  or  erythematous,  maculopapular 
rash.  Acute  nonthrombocytopenic  purpura  with 
peripheral  edema  and  fever,  transient  leuko- 
penia, and  a single  case  of  fatal  bullous  derma- 
titis after  administration  of  meprobamate  and 
prednisolone  have  been  reported.  More  severe 
and  very  rare  cases  of  hypersensitivity  may  pro- 
duce fever,  chills,  fainting  spells,  angioneu- 
rotic edema,  bronchial  spasms,  hypotensive 
crises  (1  fatal  case),  anuria,  anaphylaxis,  stoma- 
titis and  proctitis.  Treatment  should  be  sympto- 
matic in  such  cases,  and  the  drug  should  not  be 
reinstituted.  Isolated  cases  of  agranulocytosis, 
thrombocytopenic  purpura,  and  a single  fatal 
instance  of  aplastic  anemia  have  been  reported, 
but  only  when  other  drugs  known  to  elicit  these 
conditions  were  given  concomitantly.  Fast  EEG 
activity  has  been  reported,  usually  after  exces- 
sive meprobamate  dosage.  Suicidal  attempts 
may  produce  lethargy,  stupor,  ataxia,  coma, 
shock,  vasomotor  and  respiratory  collapse. 
Dosage:  Usual  starting  dose,  one  tablet  three  or 
four  times  daily.  May  be  increased  gradually 
to  six  tablets  daily  and  gradually  reduced  to 
maintenance  levels  upon  establishment  of  re- 
lief. Doses  above  six  tablets  daily  are  not  rec- 
ommended even  though  higher  doses  have  been 
used  by  some  clinicians  to  control  depression 
and  in  chronic  psychotic  patients. 

Supplied:  Light-pink,  scored  tablets,  each  con- 
taining meprobamate  400  mg.  and  benactyzine 
hydrochloride  1 mg. 

Before  prescribing,  consult  package  circular. 
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lessen  the  debilitation  of  disability... 

Disabling  illness  or  injury  at  any  time  of  life  can  invite  a slowdown  in  the  natural  anabolic  processes  or  ac- 
celeration of  catabolic  processes,  resulting  in  a "wasting"  of  protein  and  minerals  needed  for  tissue  repair. 
Loss  of  weight  and  appetite,  strength  and  vitality,  may  be  the  evident  signs  of  this  "wasting",  frequently  ac- 
companied by  a lowering  of  mood,  interest  and  activity.  The  older  the  patient,  the  more  pronounced  may 
be  the  signs  of  debilitation. 

Supportive  anabolic  therapy  promotes  better  utilization  of  dietary  protein  for  tissue  building  and  other  vital 
functions.  In  prolonged  corticosteroid  therapy,  demineralization  of  bone  with  loss  of  calcium  is  reduced 
without  inhibiting  symptomatic  improvement  of  the  condition. 

A potent,  well-tolerated  anabolic  agent  plus  a diet  high  in  protein  can  make  a remarkable  difference. 


INSJROt  IsTANOZOLOL 

WINSTROL  combines  potent  oral  anabolic  activity  with  outstanding 
tolerance,  and  is  remarkably  free  of  side  effects.  Although  its  andro- 
genic effect  is  very  low*,  women  and  children  should  be  observed  for 
signs  of  slight  virilization  (hirsutism,  acne,  voice  change,  and  enlarge- 
ment of  phallus  or  clitoris),  and  young  women  may  experience  milder 
or  shorter  menstrual  periods.  These  effects  are  reversible  when  dosage 
is  decreased  or  therapy  discontinued,  with  the  exception  of  voice 
change  and  hirsutism  which  may  progress  to  an  irreversible  stage  on 
continuation  of  therapy.  Patients  with  impaired  cardiac  or  renal  func- 
tion should  be  closely  observed  because  of  the  possibility  of  sodium 
and  water  retention.  Liver  function  tests  may  reveal  an  increase  in 
BSP  retention,  particularly  in  elderly  patients,  in  which  case  therapy 
should  be  discontinued.  Because  anabolic  steroids  accelerate  growth 
and  maturation  of  bone,  precautions  should  be  taken  when  adminis- 
tered to  infants  or  children  in  whom  full  growth  and  epiphysial 
closure  have  not  yet  occurred.  If  the  bone  age  and  growth  of  the 
child  are  essentially  normal  the  anabolic  agent  should  not  be  given 
for  more  than  three  months,  and  then  only  if  there  is  a clear  indica- 
tion. If  growth  and  bone  age  are  well  below  normal  because  of 


chronic  or  prolonged  disease,  continuous  therapy  may  be  given  for  a 
year  or  more,  provided  bone  maturation  is  carefully  checked  by  x-ray 
studies  every  three  to  six  months.  Since  skeletal  stimulation  may  con- 
tinue for  six  months  after  therapy  has  be»en  stopped,  it  is  recom- 
mended that  the  drug  be  discontinued  well  before  bone  maturation 
reaches  the  norm  for  chronologic  age.  Contraindications:  Although  it 
has  been  used  in  patients  with  cancer  of  the  prostate,  its  mild  andro- 
genic activity  is  considered  by  some  investigators  to  be  a contraindica- 
tion. Should  not  be  used  during  pregnancy. 

Dosage  in  adults,  usually  1 tablet  t.i.d.;  young  women,  1 tablet  b.i.d.; 
children  (school  age),  up  to  1 tablet  t.i.d.;  children  (pre-school  age), 
V2  tablet  b.i.d. 

Shows  best  results  when  administered  with  a high  protein  diet.  Avail- 
able as  scored  tablets  of  2 mg.  in  bottles  of  100. 

*The  therapeutic  value  of  anabolic  agents  depends  on  the  ratio  of 
anabolic  potency  to  androgenic  effect.  This  anabolic-androgenic  activ- 
ity ratio  of  Winstrol  is  greater  than  that  of  all  the  oral  anabolic  agents 
currently  in  use. 


Winthrop  Laooratories,  New  York,  N.Y.  10016 
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supportive  oral  anabolic  therapy  • potent  • well-tok 
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and  chronic  bronchitis 
to  obstructive  pulmonary 


MINIMIZE  THIS  PROGRESSION... 

...from  chronic  asthma 


by  consistent  bronchodilation  with 


ORAL  ELIXOPHYLLIN 


In  chronic,  severe  emphysematous  disease 
“Bronchodilators  continue  to  be  the  most 
useful  tool.”1 

By  providing  consistently  effective 
bronchodilation  some  of  the  causes  of 
tissue  damage  can  be  minimized  and  the 
progression  toward  intractable  emphy- 
sema may  be  retarded. 

In  a recent  study2  Elixophyllin  was 
found  to  maintain  therapeutic  serum 
theophylline  levels  with  recommended 
t.i.d.  dosage. 

For  the  first  time  these  serum  levels  were 
correlated  in  the  same  patients  with  dis- 
tinct clinical  improvement  and  significant 


Each  15  cc.  contains  theophylline  80  mg.;  alcohol  3 cc. 
increases  in  three  pulmonary  functions  as 
revealed  by  Timed  Vital  Capacity,  Total 
Vital  Capacity  and  Maximum  Breathing 
Capacity  tests. 

Elixophyllin  dosage  for  sustained  bronchodilation 

Adults:  45  cc.  doses  before  breakfast,  at  3:00  P.M. 
and  before  retiring;  after  two  days,  30  cc.  doses. 

Unusually  well  tolerated.  Does  not  contain 
adrenergics.  May  be  contraindicated  in  peptic 
ulcer  and  gout. 

1.  Boren,  H.  G.:  M.  Clin.  North  America  43:48  (Jan.)  1959. 

2.  Jackson.  R.  H„  et  al.:  Dis.  Chest  45:75-85  (Jan.)  1964. 
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new 


ULTRA-VIOLET  ABSORBING  LOTION* 


Clinical  studies  show  that  many  drug-induced  photosensitivities  are 
initiated  by  solar  rays  longer  than  3200  A.  Most  commercial  lotions 
absorb  only  short,  burning  rays  up  to  about  3100  A.  New  UVAL  pro- 
vides excellent  screening  of  short,  erythema-causing  waves  and 
sustains  high  effectiveness  throughout  the  photosensitizing  spec- 
trum (up  to  6500  A).  Moreover,  laboratory  studies  in  humans  dem- 
onstrate that  UVAL  protects  hours  longer t than  any  other  sun-screen- 
ing agent  available.  Such  protection  is  unprecedented. 

UVAL  has  no  known  contraindications  and  is  cosmetically  acceptable. 


Literature  (including  a list  of  photosensitizing  agents)  and  samples 
available  on  request.  t As  long  as  UVAL  remains  on  the  skin 


Distributed  by 

eTHE  STUART  COMPANY,  Pasadena,  California 
Division  of  Atlas  Chemical  Industries,  Inc. 

*10%  2-hydroxy-4-methoxybenzophenone-5-sulfonic  acid 
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a rapid  lift  from  the  hell  of  depression 


often  relieves 
mental  pain 
in  2-5  days 


NORPRAMIN 

(desipramine  hydrochloride) 


Dore  Illustration 
from 

Dante’s  Inferno 


Norpramin  is  a rapid-acting  specific  drug  for  the  treatment 
of  depression.  Depressive  signs  and  symptoms— sometimes 
described  as  "mental  pain"— typically  begin  to  improve  in 
2-5  days.  Patients  are  more  hopeful,  less  empty  and  less 
weighed  down  by  their  troubles.  Norpramin  has  only  slight 
sedative  qualities,  nevertheless  anxiety  secondary  to  depres- 
sion is  frequently  relieved  as  depression  is  lifted.  If  anxiety 
or  tension  persists  it  can  be  controlled  by  adding  a tran- 
quilizer or  by  reducing  dosage.  Norpramin  is  not  a MAO 
inhibitor.  Side  effects  are  usually  mild. 


LAKESIDE  LABORATORIES,  INC.  Milwaukee,  Wisconsin  53201 


DOSAGE  AND  ADMINISTRATION 

Optimal  results  are  obtained  at  a 
dosage  of  about  150  mg. /day- 
two  25  mg.  tablets  t.i.d.  After 
achievingoptimal  results,  a main- 
tenance dose  (50-100  mg./day) 
should  be  sought. 


IN  BRIEF: 

Indications:  In  depression  of  any  kind— neurotic 
and  psychotic  depressive  reactions;  manic-depres- 
sive or  involutional  psychotic  reactions. 

Contraindications  and  Precautions:  Glaucoma, 
urethral  or  ureteral  spasm,  recent  myocardial  in- 
farction, severe  coronary  heart  disease  and  epilepsy. 
Should  not  be  given  within  two  weeks  of  treatment 
with  a monoamine  oxidase  inhibitor.  Safety  in 
human  pregnancy  has  not  been  established. 

Adverse  Effects:  Side  effects,  usually  mild,  may 


include:  dry  mouth,  constipation,  dizziness,  palpi- 
tation, delayed  urination,  "bad  taste,"  sensory 
illusion,  tinnitus,  agitation  and  stimulation,  sweat- 
ing, drowsiness,  headache,  orthostatic  hypoten- 
sion, flushing,  nausea,  cramps,  weakness,  blurred 
vision  and  mydriasis,  rash,  allergy,  transient 
eosinophilia,  granulopenia,  altered  liver  function, 
ataxia  and  extrapyramidal  signs. 

Supplied:  Norpramin  (desipramine  hydrochloride) 
tablets  of  25  mg.,  in  bottles  of  50,  500  and  1000. 
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Gasping  for  air  can  cause  an  under- 
standable degree  of  apprehension 
in  the  asthmatic.  Improved 
ventilation  together  with  patient 
acceptance  of  medication  provide  an 
atmosphere  of  freedom.  OPTIPHYLLIN 
fills  this  need  in  the  management  of 
bronchial  asthma,  emphysema  and 
other  pulmonary  disorders  associated 
with  bronchospasm. 


With  its  high  absorption  index, 
OPTIPHYLLIN  attains  predictable, 
dependable  therapeutic  blood  levels, 
thereby  relieving  the  feeling  of 
“internal  suffocation.”  Prolonged 
periods  of  remission  and  reduction 
in  the  severity  of  recurrent  attacks 
extend  the  feeling  of  freedom. 


The  refreshing  green  mint  flavor 
of  OPTIPHYLLIN  tends  to  assure  j 
patient  acceptability  and  prevent  . 
drug  fatigue.  Thus  for  efficacy  and  1 
acceptability,  it  is  a drug  of  first 
choice  in  the  treatment  of  asthmati 
conditions. 


A product  of  NATIVELLE  Inc.  manufacturers  of  Digitaline  Nativelle®  Distributed  by  E.  FOUGERA  & Co.,  Inc.  Hicksville,  New  York  ji 


Air  for  the  asthmatic... 
in  an  atmosphere  of  freedom. 


: 

)osage  (Calibrated  dosage  cup  dispensed  with  each  prescription) 

:ach  15  ml.  (1  tablespoonful)  contains  theophylline  80  mg.,  20%  alcohol. 
~he  adult  dose  in  acute  asthma  attacks  is  75  ml.  of  OPTIPHYLLIN, 

: >rovided  theophylline  in  any  form  has  not  been  given  in  the  preceding 
2 hours.  A maintenance  dose  of  30  ml.  of  OPTIPHYLLIN  can  be  initiated 
;*  > to  8 hours  later  and  maintained  t.i.d.  Maintenance  doses  in  chronic 

Ijulmonary  conditions  associated  with  bronchospasm  and  in  emphysema 
/ary  from  45  ml.  to  30  ml.  t.i.d. 

fhe  pediatric  dose  in  acute  asthma  is  0.5  ml.  per  pound  of  body  weight, 
lot  to  be  repeated  in  less  than  6 hours,  and  not  more  than  2 such  dosages 
| o be  given  in  24  hours.  Maintenance  dosage  varies  from  0.3  ml.  to  0.2  ml. 
aer  pound  of  body  weight  t.i.d.  until  therapeutic  effect  is  obtained. 
DPTIPHYLLIN  is  best  absorbed  on  an  empty  stomach.  (Since  nausea 

iind  vomiting  usually  herald  early  signs  of  excessively  high  theophylline 
I olood  levels,  these  manifestations  should  serve  as  early  warning  signs 
I ‘o  reduce  or  discontinue  further  administration  of  OPTIPHYLLIN.) 

| Side  effects  and  precautions.  As  with  all  theophylline  preparations, 
iDccasional  nausea,  epigastric  and  substernal  burning  pain  and  rare 
apisodes  of  vomiting  may  be  encountered.  Other  minor  complaints  are 
palpitations,  dizziness,  nervousness  and  headache.  Overdosage, 
Particularly  in  children,  has  led  to  severe  vomiting,  convulsions  and 
, ethargy.  Theophylline  should  be  given  with  caution  in  the  presence  of 
septic  ulcer  and  gout. 


Opti 


theophylline 


elixir 


See  how  much  more  acceptable  this 
“cordial”  green  mint  flavor  can  be... 


Medical  Meetings 


Surgical  association  announces 
dates  of  meetings 

The  board  of  trustees  of  the  Pan-Pacific 
Surgical  Association  announces  the  Tenth 
Congress  of  the  Association  and  the  Second 
Mobile  Educational  Seminar  to  countries  bor- 
dering on  the  Pacific  basin. 

Part  I of  the  Congress  will  convene  at  the 
Princess  Kaiulani  Hotel  in  Honolulu,  Hawaii, 
on  September  20,  1966,  and  continue  through 
September  28.  Part  II  and  Part  III  will  de- 
part Hawaii  on  September  28  and  travel  to 
Japan  and  Hong  Kong,  with  Part  II  returning 
to  San  Francisco  on  October  10.  Part  III  con- 
tinues on  to  the  Philippines,  Thailand,  India, 
Singapore,  Australia,  and  New  Zealand,  re- 
turning to  Hawaii  on  November  1. 

The  Tenth  Congress  offers  an  extensive  sci- 
entific program,  presented  by  more  than  300 
leading  surgeons  from  all  parts  of  the  world, 
in  nine  different  surgical  specialties  and  related 
specialties:  general  surgery,  ophthalmology, 

otolaryngology,  thoracic  cardiovascular  surgery, 
neurosurgery,  obstetrics  and  gynecology,  ortho- 
pedics, plastic  surgery,  urology,  anesthesiology, 
and  radiology.  All  physicians  are  invited  to 
attend  and  participate  in  these  meetings. 

For  further  information  write:  Pan-Pacific 

Surgical  Association,  Room  236,  Alexander 
Young  Building,  Honolulu,  Hawaii  96813. 

Postgraduate  course  in 
gynecologic  pathology 

A postgraduate  course  in  applied  gynecologic 
pathology  is  being  sponsored  jointly  by  the 
State  University  of  New  York,  Downstate 
Medical  Center,  and  The  Long  Island  Jewish 
Hospital.  The  course  will  begin  October  7 and 
continue  for  fourteen  weeks.  Correlation  be- 
tween clinical  aspects  and  pathology  will  be 
stressed.  Subject  matter  will  be  covered  by 
lantern  slide  presentation,  scopicon  microscopic 
projection,  and  demonstration  of  gross  speci- 
mens. The  final  portion  of  each  session  will  be 
devoted  to  individual  examination  of  class  slides. 

The  class  is  limited  to  15  students.  Tuition 
fee  is  $100.  Application  should  be  made  to: 
Mrs.  Evelyn  Bennett,  secretary,  Committee  on 
Medical  Education,  The  Long  Island  Jewish 
Hospital,  270-05  76th  Avenue,  New  Hyde  Park, 
Long  Island,  New  York. 

Material  for  inclusion  in  the  medical  news  section  must  be 
received  six  weeks  prior  to  publication  date. 


Internists  group  to  sponsor 
meeting  in  Miami  Beach 

The  third  fall  meeting  of  The  American  Col- 
lege of  Physicians  will  be  held  October  7 through 
9 at  the  Deauville  Hotel  in  Miami  Beach, 
Florida.  It  will  be  the  second  major  scientific 
meeting  this  year  for  the  50-year-old  medical 
specialty  society. 

The  three-day  program  will  feature  3 major 
lectures,  28  clinical  papers,  27  presentations  on 
basic  science  and  clinical  investigations,  and 
4 symposia  on  problems  of  importance  to 
practicing  physicians.  One  of  the  symposia, 
“Changing  Patterns  in  Infectious  Disease,” 
will  be  moderated  by  Saul  Krugman,  M.D., 
professor  and  chairman  of  the  Department  of 
Pediatrics,  New  York  University. 

Clinical  sessions  will  take  up  the  areas  of 
renal  disease,  psychiatry,  cardiovascular  con- 
ditions, neoplasia,  and  genetics.  Among  the 
subjects  to  be  discussed  by  basic  science  and 
clinical  investigators  will  be  gastroenterology 
and  hematology. 

The  meeting  will  be  open  to  members,  stu- 
dents, interns,  and  residents  without  charge 
and  to  nonmember  physicians  on  payment  of 
a $25  registration  fee.  Information  can  be  ob- 
tained from  Edward  C.  Rosenow,  Jr.,  M.D., 
executive  director,  The  American  College  of 
Physicians,  4200  Pine  Street,  Philadelphia, 
Pennsylvania  19104. 

Medical  assistants  association 
plans  educational  seminar 

The  annual  meeting  of  the  American  Associa- 
tion of  Medical  Assistants  will  be  held  October 
13  through  17  in  New  York  City  at  the  Roose- 
velt Hotel.  The  two-day  educational  seminar 
will  be  concerned  with  such  topics  as  using  avail- 
able communications  equipment,  work  simpli- 
fication, mechanics  of  and  reasons  for  following 
patients  throughout  their  health  needs,  working 
with  a medical  management  consultant  to  ob- 
tain best  results,  and  other  phases  of  office  man- 
agement. Milton  Helpern,  M.D.,  chief  medical 
examiner  for  New  York  City  will  speak  on  the 
topic,  “Medical  Who-dun-its.” 

The  House  of  Delegates,  the  association’s 
policy-making  body  will  meet  October  13  and 
14.  For  further  information  write:  American 
Association  of  Medical  Assistants,  510  North 
Dearborn  Street,  Chicago  10,  Illinois. 

continued  on  page  2080 
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with  Soma  Compound 

carisoprodol  200  mg.,  phenacetin  160  mg.,  calieine  32  mg. 


In  most  patients  with  strains  and 
sprains,  'Soma’  Compound  can 
reduce  recovery  time  because  of 
its  ability  both  to  relieve  pain 
and  to  relax  muscle.  In  a con- 
trolled study  of  patients  in  an 
industrial  practice,  R.  G.  Conant 
reported  that  ‘Soma’  Compound 
shortened  recovery  time  an  aver- 
age of  25%  as  compared  with 
aspirin.1  In  addition,  complete  or 
marked  relief  was  noted  in  94% 
of  patients  treated  with  ‘Soma’ 
Compound,  as  compared  to  46% 
of  patients  treated  with  aspirin. 

1.  Conant,  R.  G.:  Reduction  of  industrial  time-loss: 
treatment  with  carisoprodol  compound  in  muscu- 
loskeletal disorders.  Industr.  Med.  Surg.  33: 25, 
Jan.  1964. 


Also  available  with  Vx  gr.  codeine  as  ‘Soma’  Compound  with  Codeine:  cariso- 
prodol 200  mg.,  phenacetin  160  mg.,  caffeine  32  mg.,  codeine  phosphate 
16  mg.  (Warning:  may  be  habit-forming.) 

Indications:  ‘Soma’  Compound  and  ‘Soma’  Compound  with  Codeine  are  useful  for  relief 
of  pain  and  stiffness  in  traumatic,  rheumatic  and  other  conditions  affecting  muscles 
and  joints.  Contraindications:  Allergic  or  idiosyncratic  reactions  to  carisoprodol,  phena- 
cetin, or  codeine  phosphate.  Precautions:  Phenacetin -W\Vn  long-term  use,  give  cautiously 
to  patients  with  anemia  and  cardiac,  pulmonary,  renal  or  hepatic  disease.  May  damage 
the  kidneys  when  used  in  large  amounts  or  for  long  periods.  Caffeine- Not  recommended 
for  persons  extremely  sensitive  to  its  CNS  stimulating  action.  Codeine  phosphate  -Use 
with  caution  in  addiction-prone  individuals.  Carisoprodol- Carisoprodol,  like  otner  central 
nervous  system  depressants,  should  be  used  witn  caution  in  patients  with  known  pro- 
pensity for  taking  excessive  quantities  of  drugs  and  in  patients  with  known  sensitivity 
to  compounds  of  similar  chemical  structure,  e.g.  meprobamate.  Side  effects:  Drowsi- 
ness, lightheadedness,  dizziness,  and  gastric  complaints  have  been  reported  infrequently 
for  either  or  both  of  these  preparations.  Phenacetin-S\de  effects  are  extremely  rare  with 
short-term  use  of  recommended  doses.  Prolonged  ingestion  of  overdoses  may  produce 
dyspnea,  cyanosis,  hemolytic  anemia,  skin  rash,  anorexia,  subnormal  temperature, 
insomnia,  headache,  mental  disturbances,  and  tolerance.  Caffeine-  Side  effects  are 
almost  always  the  result  of  overdosage.  Average  doses  may  rarely  cause  nausea,  nerv- 
ousness, insomnia,  and  diuresis.  Excessive  dosage  may  produce,  in  addition,  restless- 
ness, nervousness,  tolerance,  tinnitus,  tremors,  scintillating  scotomata,  tachycardia, 
and  cardiac  arrhythmias.  Codeine  phosphate- Possible  side  effects  are  nausea,  vomiting, 
constipation,  and  miosis.  Carisoprodol -The  only  side  effect  reported  with  any  frequency 
is  sleepiness,  usually  on  higher  than  recommended  doses.  An  occasional  patient  may 
not  tolerate  carisoprodol  because  of  an  individual  reaction,  such  as  a sensation  of 
weakness.  Other  rarely  observed  reactions  have  included  dizziness,  ataxia,  tremor, 
agitation,  irritability,  headache,  increase  in  eosinophil  count,  flushing  of  face,  and 
gastrointestinal  symptoms.  One  instance  each  of  pancytopenia  and  leukopenia,  occur- 
ring when  carisoprodol  was  administered  with  other  drugs,  has  been  reported,  as  has 
an  instance  of  fixed  drug  eruption  with  carisoprodol  and  subsequent  cross-reaction  to 
meprobamate.  Rare  allergic  reactions,  usually  mild,  have  included  one  case  each  of 
anaphylactoid  reaction  with  mild  shock  and  angioneurotic  edema  with  respiratory  diffi- 
culty, both  reversed  with  appropriate  therapy.  In  cases  of  allergic  or  hypersensitivity 
reaction,  carisoprodol  should  be  discontinued  and  appropriate  therapy  initiated.  Suicidal 
attempts  may  produce  coma  and/or  mild  shock  and  respiratory  depression.  Dosage: 
Usual  adult  dosage  of  ‘Soma’  Compound  or  ‘Soma’  Compound  with  Codeine  is  one  or 
two  tablets  three  times  daily  and  at  bedtime.  Supplied:  ‘Soma’  Compound  orange  tab- 
lets, each  containing  carisoprodol  200  mg.,  phenacetin  160  mg.,  and  caffeine  32  mg. 
‘Soma’  Compound  with  Codeine,  white  capsule-shaped  tablets,  each  containing  cariso- 
prodol 200  mg.,  phenacetin  160  mg.,  caffeine  32  mg.,  and  codeine  phosphate  16  mg. 
Narcotic  order  form  required.  Before  prescribing,  consult  package  circular. 

WALLACE  LABORATORIES / Cranbury,  N.  J.  cso-siob 
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Scanning  symposium  and  tumor  conference 

A scanning  symposium  is  being  offered  by 
The  Long  Island  Jewish  Hospital  for  the  in- 
formal exchange  of  ideas  on  radioactive  scan- 
ning as  well  as  the  presentation  of  cases  and 
technics.  The  symposium  is  scheduled  for 
October  14,  and  participants  are  invited  to 
bring  problem  scans  together  with  x-rays  for 
presentation  and  discussion.  The  speaker  will 
be  Philip  M.  Johnson,  M.D.,  director  of  nuclear 
medicine,  Columbia-Presbyterian  Medical  Cen- 
ter, on  “Clinical  Application  of  Lung  Scanning.” 
The  next  meeting  will  be  November  11,  and 
subsequent  meetings  will  be  held  the  second 
Thursday  of  each  month. 

The  hospital  also  announces  a panel  discussion 
on  “Breast  Cancer — Suggestions  for  Improv- 
ing Treatment”  to  be  held  October  7.  Par- 
ticipants will  be  Jerome  A.  Urban,  M.D.,  Me- 
morial Hospital  for  Cancer  and  Allied  Diseases; 
John  Boland,  M.D.,  The  Mount  Sinai  Hospital; 
and  George  Saypol,  M.D.,  director,  Depart- 
ment of  Surgery  of  The  Long  Island  Jewish 
Hospital. 

American  College  of  Surgeons  to  hold 
annual  meeting 

Progress  in  surgery  on  many  fronts  will  be 
described  in  reports  by  surgeons  from  the 
nation’s  leading  medical  centers  and  hospitals 
at  the  world’s  largest  meeting  of  surgeons, 
the  annual  Clinical  Congress  of  the  American 
College  of  Surgeons,  to  be  held  October  18 
through  22  in  Atlantic  City. 

More  than  10,000  doctors  and  guests  from 
throughout  the  world  are  expected  to  attend  the 
five-day  meeting.  Approximately  1,000  doctors 
will  participate  in  the  program  which  will 
include  255  research-in- progress  reports,  10 
postgraduate  courses,  36  panel  discussions  in  all 
fields  of  surgery,  and  424  scientific  and  in- 
dustrial exhibits. 


Operations  will  be  televised  at  the  hospital  of 
the  University  of  Pennsylvania  in  Philadelphia 
during  the  Congress.  Surgeons  in  the  television 
audience  in  Atlantic  City  may  follow  the  opera- 
tions on  large  screens  and,  by  means  of  two- 
way,  closed-circuit  arrangements,  ask  questions 
of  the  operating  surgeons  and  listen  to  dis- 
cussions of  the  operations  conducted  by  panels 
of  consultants.  There  will  also  be  new  color 
films  on  a wide  variety  of  surgical  procedures, 
including  15  in  “spectacular”  surgery. 

One  of  the  major  addresses  will  be  given  by 
incoming  president  Howard  A.  Patterson,  M.D., 
clinical  professor  of  surgery,  Columbia  Uni- 
versity College  of  Physicians  and  Surgeons. 
Dr.  Patterson  succeeds  James  T.  Priestley, 
M.D.,  Mayo  Clinic,  as  president  of  the  Col- 
lege. 

Speakers  in  the  program  include  Allan  E. 
Dumont,  M.D.,  and  Marlys  Hearst  Witte, 
M.D.,  both  of  New  York  City,  on  ‘^Contrasting 
patterns  of  thoracic  duct  lymph  formation  in 
hepatic  cirrhosis”;  and  Frank  Glenn,  M.D., 
New  York  City,  on  “Pain  in  biliary  tract 
disease.” 

For  additional  information  write:  Secretary, 
American  College  of  Surgeons,  55  East  Erie 
Street,  Chicago,  Illinois  60611. 

Physicians  invited  on  seminar  cruise 

The  First  Obstetrics  and  Gynecology  Seminar 
Cruise  is  being  presented  by  the  Department  of 
Obstetrics  and  Gynecology,  College  of  Medicine, 
University  of  Florida.  The  seminar,  scheduled 
for  February  28  through  March  4,  will  take 
place  aboard  the  S.S.  Ariadne  while  she  is 
cruising  the  Atlantic  and  Bahama  waters. 
The  seminar  program  will  be  primarily  con- 
cerned with  the  most  modern  methods  and 
technics  in  the  practice  of  obstetrics  and  gyne- 
cology. 

Registration  fee  for  the  seminar  is  $25.  For 
further  details  on  the  cruise  write:  E.  M. 

Baskette,  Eastern  Steamship  Line,  Post  Office 
Box  882,  Miami,  Florida  32101. 
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Medical  News 


Deafness  Research  Foundation  promotes 
study  of  inner  ear  disorders 

Five  New  York  doctors  are  being  assisted  in 
their  otologic  research  by  funds  from  The 
Deafness  Research  Foundation:  Richard  J. 

Bellucci,  M.D.,  Manhattan  Eye,  Ear  and  Throat 
Hospital;  John  F.  Daly,  M.D.,  New  York 
University  Medical  Center;  Joseph  L.  Gold- 
man, M.D.,  The  Mount  Sinai  Hospital;  James 
A.  Moore,  M.D.,  Cornell  University  Medical 
College;  and  Juergen  Tonndorf,  M.D.,  Columbia 
University  College  of  Physicians  and  Surgeons. 

The  Deafness  Research  Foundation  was 
organized  in  1958  to  mobilize  the  nation’s 
medical  resources  in  a broad  attack  on  deafness 
and  other  disorders  of  the  ear.  It  is  currently 
underwriting  34  ear  research  projects  in  uni- 
versities and  otologic  laboratories  throughout 
the  United  States.  In  addition  to  grants  for 
research  into  the  causes  and  means  of  preven- 
tion and  treatment  of  deafness  and  other  ear 
disorders,  the  Foundation  sponsors  a nation- 
wide Temporal  Bone  Banks  Program  for  Ear 
Research  in  cooperation  with  the  American 
Academy  of  Ophthalmology  and  Otolaryngology. 
The  program  was  launched  in  1960  to  meet  the 
need  of  medical  science  for  bequeathed  inner 
ear  structures  for  a study  of  the  causes  of  many 
ear  disorders.  The  inner  ear  cannot  be  seen  or 
examined  during  a person’s  lifetime  because  it  is 
housed  in  the  temporal  bone,  the  hardest  bone  in 
the  body.  Therefore,  the  Foundation  is  con- 
ducting a campaign  to  encourage  people  with 
ear  disorders  to  bequeath  their  inner  ear  struc- 
tures, together  with  their  medical  and  hearing 
records,  to  the  program  for  ear  research. 
Approximately  3,000  individuals  have  pledged 
their  temporal  bones  to  medical  science.  How- 
ever, thousands  more  are  needed  if  researchers 
are  to  find  the  answers  to  many  of  the  questions 
surrounding  inner  ear  disorders. 

Four  regional  temporal  Bone  Bank  Centers 
serve  to  coordinate  the  acquisition  and  dis- 
tribution of  bequeathed  inner  ears.  Research 
laboratories  are  located  in  major  medical  in- 
stitutions throughout  the  country. 

Blue  Cross  initiates  new  blood  program 

The  largest  single  peacetime  community  blood 
program  ever  undertaken  began  recently  in  the 
New  York  metropolitan  area.  The  new  Blue 
Cross  Community  Blood  Program  was  de- 
veloped jointly  by  New  York’s  Blue  Cross  with 

Material  for  inclusion  in  the  medical  news  section  must  be 
received  six  weeks  prior  to  publication  date. 


its  7.5  million  subscribers  and  the  Community 
Blood  Council.  It  culminates  three  years  of 
planning  by  both  organizations. 

The  New  York-New  Jersey  Red  Cross  Blood 
Program,  Inter-County  Blood  Banks,  Essex 
County  Blood  Bank,  and  Bergen  Community 
Blood  Bank  will  participate.  All  qualified 
blood  collecting  organizations  in  the  17-county 
area  served  by  Blue  Cross  are  also  eligible  to 
take  part  in  the  program.  In  addition,  certain 
hospital  blood  banks  throughout  the  area  will 
be  collecting  blood  from  Blue  Cross  subscribers 
in  local  communities. 

Key  feature  of  the  new  Blue  Cross  Com- 
munity Blood  Program  calls  for  Blue  Cross  to 
offer  a new  blood  replacement  service  benefit 
to  subscribers  at  no  additional  premium  cost. 
However,  those  who  elect  blood  replacement 
coverage  must  either  establish  blood  credit  as 
members  of  an  active  blood  donor  group  or,  as 
individuals,  by  giving  blood. 

Until  now  the  Associated  Hospital  Service 
has  covered,  in  general,  hospital  costs  for  labora- 
tory tests  on  blood  prior  to  transfusion  and  for 
the  actual  administration  of  the  transfusion. 
The  cost  of  blood  itself  and  the  cost  of  making 
blood  available  (processing  fee)  have  not  been 
covered,  and  patients  receiving  transfusions 
have  had  to  pay  these  charges.  Those  who 
belonged  to  voluntary  donor  programs  have 
had  blood  replaced  but  still  owed  a processing 
fee  for  it. 

From  now  on  subscribers  who  qualify  for  the 
blood  replacement  service  will  incur  no  cash 
expense  for  processing  fees.  Because  these 
subscribers  will  have  established  blood  credit, 
the  blood  they  require  will  be  replaced  by  the 
participating  organizations.  Blue  Cross  will 
reimburse  the  participating  blood-collecting 
organizations,  through  the  Community  Blood 
Council,  for  their  costs  in  drawing,  processing, 
and  supplying  replacement  blood  for  covered 
A.H.S.  patients. 

Clinical  Center  to  study 
Hodgkin’s  disease  and  lymphosarcoma 

The  cooperation  of  physicians  is  requested 
in  a study  of  Hodgkin’s  disease  and  lymphosar- 
coma being  conducted  by  the  National  Cancer 
Institute  at  the  Clinical  Center,  National 
Institutes  of  Health,  Bethesda,  Maryland. 

Particularly  desired  are  patients  who  have 
had  no  previous  treatment  or  minimal  prior 
treatment.  All  clinical  stages  of  biopsy-proved 

continued  on  page  2085 
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Tar  Gard  Exhibit,  94th  Annual  Meeting,  California  Medical  Association 
San  Francisco,  March  28-31, 1965 


eport  on  Tar  Gard  Exhibit,  California  Medical  Association,  94th  Annual  Meeting 


hat  does  a racing  car  have  to  do  with  Tar  Gard? 

'is  was  the  first  question  asked  by  most  of  the 
i ending  physicians. 

They  both  benefit  from  the  principle  of  the  Venturi 
be:  “A  convergent-divergent  duct  in  which  the 
assure  energy  of  an  air  stream  is  converted  info 
hetic  energy  by  the  acceleration  through  the  nar- 
i n part  of  the  wasp-waisted  passage.”  — common 
• plications:  the  automobile  carburetor,  Ehrlen- 
uyer  suction  jar,  the  bedside  respirator  used  in 
' tical  respiratory  management,  and  Tar  Gard. 
n Tar  Gard,  the  accelerated  (approximately  200 
p.h.)  tar-filled  smoke  is  stopped  abruptly  by  an 
pingement  barrier.  The  amount  of  tar  captured 
Tar  Gard  was  dramatically  demonstrated  at  the 
meting  by  means  of  a smoking  machine  set  to 
nulate  an  average  smoking  pattern, 
tysician  reaction:  The  general  reaction  of  phy- 
pians  who  witnessed  the  quantity  of  tar  trapped 
)m  just  one  cigarette  was  that  Tar  Gard  makes 
Convincing  case  against  cigarettes-that  it  is  best 
r patients  to  stop  smoking.  But,  if  they  insist  on 
irsisting,  perhaps  Tar  Gard  can  afford  a signif- 
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icant  degree  of  protection  which  is  otherwise  un- 
available to  smokers. 

See  for  yourself  the  amount  of  tar  captured  by 
Tar  Gard  from  just  one  filter  cigarette.  If  you  have 
not  already  received  a complimentary  Tar  Gard, 
simply  fill  in  the  coupon  and  mail  it  to  TAR  GARD, 
2 Pine  Street,  San  Francisco. 

After  you’ve  seen  it  used,  we  think  you’ll  agree 
that  Tar  Gard  can  be  important  to  your  patients 
who  continue  to  smoke. 


Tar  Gard  Company,  2 Pine  St.,  San  Francisco,  California  94111 

□ Please  send  me  a complimentary  Tar  Gard 
(retails  at  $2.95) 

□ Please  send  me dozen  Tar  Gards  at  special 

professional  price,  $10.00  per  half  dozen:  minimum  order 
($1.67  each) 

□ Check  enclosed.  Q Please  bill  me. 

Name 

Type  of  Practice 

Address 

City State Zip 
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when  a change  in  environment 
overwhelms  him  with  anxiety 


Failing  health,  financial  difficulties,  or  the  death  of  a 
spouse  are  among  the  reasons  why  elderly  people 
may  be  obliged  to  leave  their  familiar  surroundings. 
Moving  in  with  children  or  entering  a home  for  the 
; aged  may  satisfy  practical  requirements  but  can  be 
psychologically  traumatic  since  emotional  resilience 
'tends  to  diminish  with  age. 

Even  when  anxiety  reaches  overwhelming  propor- 
tions, you  can  counteract  it  promptly  with  the  potent 
tranquilizer  — Atarax  (hydroxyzine  HCI). 

The  outstanding  systemic  safety  record  of  Atarax 
makes  it  particularly  suitable  for  geriatric  patients 
t whose  drug  tolerance  is  often  low.  The  usual  initial 
dosage  in  such  patients  is  50  mg.  q.i.d.  However, 
this  tranquilizer  is  so  well  tolerated  that  dosage  can 
be  adjusted  to  meet  individual  requirements.  The 
wide  variety  of  dosage  forms  allows  flexibility  of 


I 


administration  from  any  standpoint  — convenience, 
patient  preference,  or  emergency  requirements. 


No  age,  of  course,  is  exempt  from  anxiety  and  any 
number  of  circumstances  can  unleash  it.  Keep  Atarax 
in  mind  for  all  your  emotionally  distressed  patients  — 
from  under  6 to  over  60. 


Rx 


any  aye — iui  any  jiuyc  ui  uhai^ij 

ATA  R7IX® 


(hydroxyzine  HCI) 


tablets 

syrup 

parenteral 


. . . In  any  condition  where  tissue  depletion  of  the 
water-soluble  vitamins  is  found,  Rx  RoeriBeC®  ther- 
apeutic B complex  with  500  mg.  of  vitamin  C. 


J.  B.  Roerig  and  Company 
Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World's  Well-Being® 
New  York,  New  York  10017 
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de  effects  and  precautions:  The  transitory  drowsiness 
ihich  may  occur  with  hydroxyzine  HCI  usually  disap- 
liars  spontaneously  in  a few  days  with  continued 
:,erapy,  or  is  correctable  by  dosage  reduction.  Dryness 
the  mouth  may  be  seen  with  higher  doses.  Involun- 
ry  motor  activity  has  been  reported  in  hospitalized 
atients  on  higher  than  recommended  doses, 
ydroxyzine  HCI  may  potentiate  CNS  depres- 
:nts,  narcotics  such  as  meperidine,  barbiturates,  and 
iticoagulants.  In  conjunctive  use,  dosage  for  these 
(rugs  should  be  decreased.  Because  drowsiness  may 
:cur,  patients  should  be  cautioned  against  driving  a 
k or  operating  dangerous  machinery.  Parenteral 
jlution  Precautions  and  contraindications:  This  dos- 
ge  form  is  intended  only  for  I.M.  or  I.V.  administra- 
on  and-  should  not,  under  any  circumstances,  be 
ijected  subcutaneously  or  intraarterially.  When  the 
sual  precautions  for  I.M.  injection  have  been  fol- 
>wed,  reports  of  soft  tissue  reactions  have  been  rare. 
V.  administration  should  be  slow,  no  faster  than  25 
ig.  per  minute,  and  should  not  exceed  1 00  mg.  in  any 
ngle  dose.  Particular  care  should  be  used  to  insure 
iijection  only  into  intact  veins;  a few  instances  of  dig- 
al  gangrene  occurring  distal  to  the  injection  site  have 
’ een  attributed  to  inadvertent  intraarterial  injection  or 
: eriarterial  extravasation,  both  of  which  should  be 
voided.  More  detailed  professional  information 
vailable  on  request. 


disease  are  acceptable.  The  major  purpose  of 
the  study  is  to  determine  the  curative  potential 
of  intensive  radiotherapy  in  localized  cases  and 
to  evaluate  combination  chemotherapy  and 
x-irradiation  in  patients  with  generalized  in- 
volvement. 

Physicians  interested  in  having  their  patients 
considered  for  the  study  are  requested  to  con- 
tact: Paul  P.  Carbone,  M.D.,  Clinical  Center, 
National  Institutes  of  Health,  Building  10, 
Room  12N-228,  Bethesda,  Maryland  20014. 

Personalities 

Elected.  As  officers  of  the  Queens  Pediatric 
Society  for  the  year  1965  to  1966:  James  G. 
Lione,  M.D.,  president;  Nathaniel  H.  Solo- 
mon, M.D.,  vice-president;  Marvin  L.  Blum- 
berg,  M.D.,  secretary;  and  Milton  Schneider, 
M.D.,  treasurer.  . .John  Conley,  M.D.,  as 
president-elect,  and  Joseph  L.  Goldman,  M.D., 
and  Joseph  G.  Gilbert,  M.D.,  as  directors-at- 
large,  of  The  American  Academy  of  Facial 
Plastic  and  Reconstructive  Surgery,  Inc. 

Speakers.  Marvin  A.  Block,  M.D.,  Buffalo, 
former  chairman  of  the  American  Medical 
Association’s  committee  on  alcoholism,  at  the 
30th  anniversary  convention  of  Alcoholics 
Anonymous  in  Toronto,  Canada.  . .George  E. 
Moore,  M.D.,  director  of  Buffalo’s  Roswell  Park 
Memorial  Institute,  on  trauma  as  it  relates  to 
abdominal  surgery,  at  the  forthcoming  11th 
annual  meeting  of  the  Flying  Physicians  As- 
sociation. 


Abstracts 


Sobel,  G.  R.:  Comparison  of  grass  and  rag- 

weed pollen  therapy  with  aqueous,  emulsion, 
and  alum-precipitated  pyridine  extracts,  New 
York  State  J.  Med.  65:  2110  (Aug.  15)  1965. 

A five-year  study  was  made  of  902  patients 
with  a clinically  positive  reaction  to  grass  or 
ragweed  pollen.  Three  different  grass  and  rag- 
weed preparations  were  used:  aqueous,  emul- 

sion, and  alum-precipitated  pyridine  suspen- 
sion. The  clinical  results  were  similar  with  all 
three  preparations,  giving  satisfactory  results  in 
approximately  66  per  cent.  Each  method  has 
certain  advantages  and  disadvantages,  and  the 
results  of  control  studies  must  be  investigated 
thoroughly. 

Albanese,  A.  A.,  Lorenze,  E.  J.,  Orto,  L.  A., 
and  Smullyan,  I.  L.:  Nutritional  and  met- 

abolic effects  of  some  newer  steroids.  IV. 
Parenteral  anabolic  steroids,  New  York  State 
J.  Med.  65:  2116  (Aug.  15)  1965. 

The  duration  and  degree  of  nitrogen  reten- 
tion effects  of  the  parenteral  forms  of  five  ana- 
bolic steroids— SC-7525,  SKF-6611,  SKF-8048, 
dromostanolone  propionate,  and  stanozolol — 
were  determined  in  terms  of  their  SPAI  (steroid 


Trend  toward  more  effective 
treatment  of  mental  patients 

Modern  therapy  has  been  helping  to  shorten 
the  stay  of  many  psychiatric  hospital  patients, 
according  to  statisticians  of  Metropolitan  Life 
Insurance  Company.  Successful  use  of  newer 
fforms  of  therapy,  particularly  new  drugs,  has 
resulted  in  a more  favorable  outlook  for  mental 
patients  than  ever  before.  It  is  estimated  that 
currently  7 out  of  10  mental  patients  in  first- 
rate  hospitals  can  look  forward  to  total  or 
partial  recovery. 

For  nearly  a decade,  the  number  of  resident 
patients  in  public  psychiatric  hospitals  in  the 
United  States  has  been  steadily  decreasing, 
sharply  reversing  the  upward  trend  which  had 
prevailed  for  many  years.  The  number  of 


protein  activity  index)  in  adult  males  and  fe- 
males undergoing  physical  rehabilitation.  In 
most  instances  the  highest  and  longest  sustained 
SPAI  values  were  obtained  with  patients  with 
clinical  evidences  of  marked  nutritional  deple- 
tion. The  duration  of  significant  anabolic  ef- 
fect was  found  to  be  longest  (thirty-five  days) 
with  a single  injection  of  50  mg.  of  stanozolol. 

Potolsky,  A.  I.,  and  Friedman,  E.  A.: 

Comparative  value  of  refractometer  and  hy- 
drometer in  predicting  urine  osmolality;  nor- 
mal and  abnormal  urines,  New  York  State  J. 
Med.  65:  2126  (Aug.  15)  1965. 

A study  was  made  of  167  urine  samples  from 
102  subjects.  The  hydrometric  and  refracto- 
metric  specific  gravity  measurements  correlated 
equally  well  with  osmolality.  A gross  but 
clinically  useful  estimation  of  osmolality  may  be 
made  from  specific  gravity  determinations  in 
normal  urine,  although  such  an  estimation  is 
not  possible  in  abnormal  urine  because  of  large 
molecules,  particulate  matter,  and  pigments. 
Individual  variation  in  reading  the  hydrometer 
introduces  a serious  error  not  found  with  the  re- 
fractometer. 


resident  patients  in  public  psychiatric  hospitals 
reached  an  all-time  high  of  616,900  in  1955,  then 
fell  without  interruption  to  564,000  in  1963,  a 
reduction  of  about  9 per  cent.  The  decrease  in 
state  and  local  government  hospital  resident 
patients  was  even  more  notable,  inasmuch  as 
admissions  to  them  rose  from  171,700  in  1954  to 
303,000  in  1964,  or  75  per  cent,  with  the  rise 
especially  marked  for  readmissions. 

About  88  per  cent  of  all  hospitalized  mental 
patients  are  in  state  and  local  government 
hospitals;  an  additional  10  per  cent  are  in 
Veterans  Administration  hospitals,  and  the 
remainder  are  in  private  or  Public  Health 
Service  facilities.  Today  an  increasing  number 
of  patients  are  being  released  for  care  and  re- 
habilitation outside  the  mental  hospital,  with 
greater  use  being  made  of  home  care,  general 
hospital  outpatient  clinics,  and  community 
mental  health  centers. 
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START  SMALL  . . . 


...AND  GROW 

Sanborn's  new  Patient  Monitoring  Modules 
adapt  perfectly  to  expanding  intensive-care  needs 


Sanborn  “Series  780”  Patient  Monitoring  Systems  alert 
the  intensive-care  staff  instantly  to  the  distress  of  any 
monitored  patient,  permitting  more  effective  care  of  all 
patients  by  the  available  nurses. 

Design  of  the  systems  in  functional  modules  offers 
greatest  flexibility  in  adapting  any  monitoring  system 
to  future  needs  — - the  hospital  system  can  begin  mod- 
estly and  grow  steadily,  with  original  modules  fully 
utilized  in  the  expanding  system.  Also,  monitoring  ca- 
pabilities can  be  quickly  shifted  from  bed  to  bed,  as 
needed.  Separate  modules  for  heart  rate  (with  integral 
pacer  if  desired),  for  temperature  and  respiration  rate, 
and  for  systolic  and  diastolic  pressures.  Other  modules 
for  synchronized  defibrillation,  for  resuscitative  cardiac 
pacing,  for  oscilloscope  display  of  cardiac  or  pulse 


waveforms,  and  for  automatic  pacing  and  ECG  re- 
cording with  any  cardiac  distress.  Series  780  also  in- 
cludes remote  alarm  indicators  (specific-parameter  or 
general  alarms,  by  bed)  and  remote  patient-select  push- 
button switchboxes  for  through-switching  of  patient 
signals  to  numerical  display,  oscilloscope,  and/or  chart 
recorders  at  the  central  station. 

A complete  range  of  transducers,  recorders,  and  data 
displays  engineered  by  Sanborn  allows  us  to  design, 
install,  and  fully  warrant  the  complete  system  required 
for  unexcelled  patient  care  in  your  hospital. 

For  details,  phone  your  local  Hewlett-Packard/ 
Sanborn  office  or  write  Sanborn  Division,  Waltham, 
Mass.  02154.  In  Europe,  write  Hewlett-Packard  S.A., 
54  Route  des  Acacias,  Geneva,  Switzerland. 


HEWLETT 

PACKARD  JlD,  SANBORN 

DIVISION 


New  York  City  Sanborn  Division,  1841  Broadway,  (212)  247-5794 
New  York,  New  York  10023 

Poughkeepsie  Hewlett-Packard,  Syracuse  Sales  Div.,  Poughkeepsie,  N.Y.,  454-7330 
Syracuse  Hewlett-Packard,  Syracuse  Sales  Div.,  Syracuse,  N.Y.,  454-2486 
Rochester  Hewlett-Packard,  Syracuse  Sales  Div.,  Rochester,  N.Y.,  271-2005 
Buffalo  Hewlett-Packard,  Syracuse  Sales  Div.,  Buffalo,  N.Y.,  856-4850 
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WORRY  FREE! 

SUGAR  FREE!  SALT  FREE! 
CARBOHYDRATE  FREE! 
PROTEIN  FREE!  FAT  FREE! 


IT’S  FUN  TO  KEEP  FIT 
WITH  NO-CAL! 


No-Cal  is  the  soft  drink  you  can  pre- 
scribe with  complete  confidence  — it's 
America's  first  and  most  famous  sugar- 


free  soft  drink. 

Sweetened  with  calcium  cyclamate, 
No-Cal  is  absolutely  non-fattening  and 
safe  for  diabetics  and  dieters. 

10  delicious  flavors  and  zesty  mixers, 
No-Cal  is  the  only  carbonated  beverage  to 
add  so  much  care-free  sparkle  to  limited 
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enjoy  it,  too!) 
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deposit  bottles. 
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Provides  balanced 
nutritional  values 

(?)  Fibre-free  HYPOALLERGENIC  formula. 

(2)  An  excellent  formula  for  regular 
infant  feeding. 

® An  ideal  food  for  milk  allergies, 
eczema  and  problem  feeding. 

SOYALAC  helps  solve  the  feeding  problem  of 
prematures  and  infants  requiring  milk-free  diet. 

Strikingly  similar  to  mother’s  milk  in  composition 
and  ease  of  assimilation,  babies  thrive  on  SOYALAC. 

Clinical  data  furnish  evidence  of  SOYALAC’S  value 
in  promoting  growth  and  development. 

Protein  of  high  biologic  value  is  obtained  from  the 
soybean  by  an  exclusive  process. 


A request  on  your  professional  letterhead  or  prescription  form 
will  bring  to  you  complete  information,  and  a supply  of  samples. 


onto. 


Medical  Products  Division 

RIVERSIDE,  CALIFORNIA  • MT  VERNON,  OHIO 
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Month  in  Washington 


The  Public  Health  Service’s  advisory  com- 
mittee on  immunization  practices  has  predicted 
increased  amounts  of  influenza  in  the  1965  to 
1966  season. 

The  committee  again  recommended  immuni- 
zation for  persons  in  groups  that  experience 
high  mortality  from  epidemic  influenza.  Vac- 
cination should  begin  about  September  1 and 
ideally  be  completed  by  mid-December.  “It 
is  important  that  immunization  be  carried  out 
before  influenza  occurs  in  the  immediate  area, 
since  there  is  a two-week  interval  before  the  de- 
velopment of  antibodies,”  the  committee  said. 

Groups  for  which  annual  immunization  was 
recommended : 

“I.  Persons  at  all  ages  who  suffer  from 
chronic  debilitating  diseases  such  as  chronic  and 
cardiovascular,  pulmonary,  renal,  or  metabolic 
disorders;  in  particular: 

“A.  Patients  with  rheumatic  heart  disease, 
especially  those  with  mitral  stenosis. 

“B.  Patients  with  other  cardiovascular  dis- 
orders such  as  arteriosclerotic  heart  disease 
and  hypertension,  especially  those  with 
evidence  of  frank  or  incipient  cardiac  in- 
sufficiency. 

“C.  Patients  with  chronic  bronchopulmo- 
nary disease,  for  example,  chronic  asthma, 
chronic  bronchitis,  bronchiectasis,  pulmonary 
fibrosis,  pulmonary  emphysema,  or  pulmo- 
nary tuberculosis. 

“D.  Patients  with  diabetes  mellitus  and 
Addison’s  disease. 

“II.  Persons  in  older  age  groups. 

“III.  Pregnant  women. 

“IV.  Patients  residing  in  nursing  homes, 
chronic  disease  hospitals,  and  other  such  en- 
vironments should  be  considered  as  particular 
risks,  since  their  more  crowded  living  arrange- 
ments may  allow  for  greater  spread  of  disease 
once  an  outbreak  has  been  established.” 

The  committee  reported  that  there  were 
cases  of  influenza  in  a majority  of  the  states  in 
the  eastern  two  thirds  of  the  country  during 
the  1964  to  1965  season,  but  that  the  amount  of 
the  disease  in  the  United  States  as  a whole  was 
limited.  There  was  no  major  epidemic  any- 
where in  the  country,  and  most  states  in  the  far 
west  were  unaffected. 

The  committee  said  that  type  A influenza  vi- 
ruses may  predominate  in  1965  and  1966  but 
that  type  B outbreaks  also  could  be  expected. 
Commenting  on  the  efficacy  of  the  vaccine,  they 
said,  “Influenza  vaccine  has  consistently  shown 

Prepared  by  the  Washington,  D.C.,  Office  of  the  American 
Medical  Association. 


a substantial  protective  value  when  the  viruses 
incorporated  in  the  vaccine  were  antigenically 
similar  to  those  causing  the  epidemic  disease. 
Exceptions  to  the  vaccine’s  apparent  effective- 
ness have  occurred  in  instances  when  the  preva- 
lent virus  underwent  a major  antigenic  shift 
after  vaccines  had  been  formulated.  Careful 
study  goes  into  the  annual  design  and  updating 
of  the  composition  of  influenza  vaccines.  The 
final  selection  of  components  reflects  the  best 
judgment  regarding  a potent,  contemporary 
vaccine. 

“That  influenza  vaccine  prevents  mortality 
from  influenza,  particularly  among  the  aged 
and  chronically  ill,  is  based  upon  inference.  It 
is  presumed  that  vaccine  protection  demon- 
strated in  studies  among  younger  persons  is 
similar  among  the  aged  and  chronically  ill, 
the  group  at  particular  risk  of  death  should 
they  acquire  the  disease.  It  is  further  assumed 
that  such  protection  against  clinical  disease 
serves  to  protect  them  also  against  mortality  as- 
sociated with  epidemic  influenza.” 

* * * 

Congress  has  approved  legislation  imposing 
stiff  Federal  controls  on  the  manufacture  and 
sale  of  amphetamine  and  barbiturate  tablets. 
The  American  Medical  Association  supported 
the  legislation  which  was  aimed  at  curtailing  use 
of  the  drugs  as  “pep  pills”  and  “goof  balls.” 

In  requesting  the  legislation,  Food  and  Drug 
Administration  Commissioner,  George  P.  Lar- 
rick,  told  Congress  that  half  of  the  9 billion 
amphetamines  and  barbiturates  manufactured 
annually  have  been  sold  on  the  black  market 
to  teen-agers,  truck  drivers,  and  persons  search- 
ing for  a substitute  for  marijuana,  heroin,  or 
cocaine. 

The  version  of  the  legislation  as  finally  ap- 
proved left  it  up  to  the  Secretary  of  Health, 
Education,  and  Welfare  whether  he  utilizes  an 
advisory  committee  before  deciding  whether 
depressant  or  stimulant  drugs  have  a bad  effect 
on  a person’s  personality.  The  A.M.A.  had 
recommended  that  this  provision  be  mandatory. 

The  new  law  also  requires  detailed  book- 
keeping on  the  drugs  by  manufacturers  and 
wholesalers.  Druggists’  sales  records  of  the 
pills  must  be  open  for  inspection  by  F.D.A. 
agents.  This  provision  is  aimed  at  keeping 
track  of  the  retail  distribution  of  the  prescrip- 
tion drug. 

The  record-keeping  and  inspection  provisions 
will  not  apply  to  licensed  physicians  with  re- 
spect to  drugs  received  and  used  in  the  course 
of  their  practice,  unless  the  practitioner  regu- 

continued  on  page  2095 
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IF  YOU  COULD  BUT  SEE  RAIN 


If  you  could  see  pain  itself— not  merely  the  re- 
action to  pain— how  much  more  accurately  you 
could  appraise  it!  How  much  better  you  could 
note  the  effectiveness  with  which  codeine— in 
safe,  low  dosage— can  confer  full  codeine  bene- 
fits, when  its  action  is  potentiated  by  simple 
analgesics,  and  enhanced  by  phenobarbital! 
This  is  what  Phenaphen  with  Codeine  provides, 
to  enable  you  to  "get  the  best  out  of  codeine” 


with  maximal  safety  from  the  risk  of  incurring 
codeine  side  effects. • •••••••••••• 

Contraindications:  Hypersensitivity  to  any  in- 
gredient. Precautions:  As  with  all  phenacetin- 
containing  products,  avoid  excessive  or  pro- 
longed use.  Side  effects:  Side  effects  are  un- 
common-nausea, constipation  and  drowsiness 
have  been  reported.  ••••••••••••• 

A.  H.  ROBINS  CO.,  INC.,  RICHMOND,  VIRGINIA. 


PHENAPHEN  WITH  CODEINE 


Provides  the  basic  Phenaphen  formula,  plus  Codeine  phosphate  (Warning:  may  be  habit  forming)  in  three  strengths:  V4  gr.  (Phenaphen 
No.  2);  y2  gr.  (Phenaphen  No.  3);  and  1 gr.  (Phenaphen  No.  4).  Basic  Phenaphen  formula:  Phenacetin  (3  gr.)  194.0  mg.;  Aspirin 
{2V2  gr.)  162.0  mg.;  Phenobarbital  04  gr.)  16.2  mg.  (Warning:  may  be  habit  forming);  and  Hyoscyamine  sulfate  0.031  mg. 


.nothing,  that  is,  except  the 

sedative-antispasmodic  action  of  DONNATAL 


Functional  disturbances  of  gastrointestinal 
tone  and  motility  present  the  physician  with  an 
all  too  common  reaction  to  the  stressful  dilem- 
mas and  frustrations  of  modern  living.3-6 

For  their  dependable  control,  no  better  spas- 
molytic has  ever  been  discovered  than  the  nat- 
ural belladonna  alkaloids  in  combination  with 
phenobarbital,  as  in  Donnatal. 

Phenobarbital,  as  a mild  sedative,  has  the  ben- 
efit of  long  use  and  a reassuring  record  of  free- 
dom from  unexpected  and  untoward  reactions. 
In  allaying  subjective  tension,  it  helps  to  pre- 
vent emotional  stimuli  from  provoking  or  in- 
tensifying visceral  spasm. 


The  natural  belladonna  alkaloids  in  Donnatal— 
conforming  to  the  classic  formulation  by  Voll- 
mer5— selectively  include  only  the  therapeuti- 
callydesired  alkaloids  in  precisely  and  optimally 
balanced  ratio.  The  clinical  uncertainties  of  the 
variable  tincture  and  extract  of  belladonna  are 
thus  avoided. 

Further,  a recent  pharmacological  study  has 
confirmed  that  the  antispasmodic  effectiveness 
of  the  belladonna  alkaloids  in  Donnatal  is 
measurably  potentiated  by  the  presence  of  phe- 
nobarbital.8 

Over  the  years,  the  professional  consensus  has 
reflected  broad  clinical  confidence  in  the 
marked  benefits  to  be  achieved  by  Donnatal  in 
a wide  range  of  visceral  disorders. . . in  peptic 
ulcer,1-6  functional  bowel  distress,1  gastroin- 
testinal spasm  and  discomfort,2  and  other  func- 
tional disturbances  of  visceral  smooth  muscle. 


CONTRAINDICATIONS:  Glaucoma,  advanced  renal  or  he- 
patic disease  or  hypersensitivity  to  any  of  the  ingredients. 
PRECAUTIONS:  Administer  with  caution  to  patients  with 
incipient  glaucoma  or  urinary  bladder  neck  obstruction 
as  in  prostatic  hypertrophy. 

SIDE  EFFECTS:  Blurring  of  vision,  dry  mouth,  difficult 
urination  or  flushing  and  dryness  of  the  skin  may  occur 
at  higher  dosage  levels,  rarely  at  the  usual  dose. 

*This  one  at  Oak  Creek,  Castle  Rock,  Arizona 


References:  1.  Hock,  C.  W.:  Clin.  Med.  8:1932,  1961.  2.  Marks.  L.: 
Am.  J.  Gastroenterol.  27:180,  1957.  3.  Palmer,  W.  L.,  and  Kirsner, 
J.  B.:  Therapeutics  in  Internal  Medicine,  2nd  ed.,  F.  A.  Kyser,  Ed., 
Hoeber,  New  York,  1953,  p.  368.  4.  Ryan,  J.  P.,  Jenkins,  H.  J.  and 
Robinson,  S.  M.:  J.  Pharmaceut.  Sciences  53(9):1084,  1964. 
5.  Vollmer,  H.:  Arch.  Neurol.  & Psychiat.  43:1057,  1940.  Abst. 
J.A.M.A.  115:333,  1940.  6.  Wharton,  G.  K.,  Balfour,  D.  C.,  Jr.,  and 
Osman.  K.  I.:  Postgrad  Med.  21:406,  1957. 

A.H.  ROBINS  CO., INC.,  Richmond  20,  Va. 


Prescribed  by  more  physicians 
than  any  other  antispasmodic 
—well  over  5 billion  doses! 


In  each  Tablet,  Capsule  In  each 

or  5 cc.  Elixir  Extentab® 

0.1037  mg.  hyoscyamine  sulfate  0.3111  mg. 

0.0194  mg atropine  sulfate  0.0582  mg. 


In  each  Tablet,  Capsule  In  each 

or  5 cc.  Elixir  Extentab® 

0.0065  mg.  hyoscine  hydrobromide  0.0195  mg. 
16.2  mg.  CA  gr.)  phenobarbital  ( 3A  gr.)  48.6  mg. 

(Warning:  May  be  habit  forming.)  r 


Abstracts  in  Interlingua 


Sobel,  G.  R.:  Comparation  de  therapias  a 

polline  de  gramme  e ambrosia  utilisante  un 
preparato  aquose,  un  emulsion,  e un  extracto  a 
pyridina  precipitate  con  alumine  ( anglese ) , 
New  York  State  J.  Med.  65:  2110  (15  de 

augusto)  1965. 

Esseva  interprendite  un  studio  quinquenne  de 
902  patientes  con  clinicamente  positive  reac- 
tiones  a polline  de  gramine  o ambrosia.  Tres 
differente  preparatos  de  gramine  e ambrosia 
esseva  usate,  i.e.,  un  preparato  aquose,  un 
emulsion,  e un  extracto  a pyridina  precipitate 
con  alumine.  Le  resultatos  clinic  esseva  simile 
con  omne  le  tres  preparatos.  Illos  esseva  satis- 
facente  in  approximativemente  66  pro  cento  del 
casos.  Cata-un  del  methodos  ha  certe  avan- 
tages  e certe  disavantages.  Le  resultatos  re- 
quire corroboration  per  futur  studios  a controlo. 

Albanese,  A.  A.,  Lorenze,  E.  J.,  Orto,  L.  A., 
e Smullyan,  I.  L.:  Effectos  nutritional  e 

metabolic  de  certe  plus  recente  steroides.  IV. 
Steroides  anabolic  parenteral  (anglese).  New 
York  State  J.  Med.  65:  2116  (15  de  augusto) 

1965. 

Le  duration  e le  grado  del  retention  de  nitro- 
geno  effectuate  per  le  administration  parenteral 
de  cinque  steroides  anabolic — SC-7525,  SKF- 
6611,  SKF-8048,  propionato  de  dromostano- 
lona,  e stanozolol — esseva  determinate,  ex- 


primite  in  le  forma  del  indice  steroidee  del  ac- 
tivitate  proteinic  (ISAP),  in  adultos  mascule  e 
feminin  in  stadio  de  rehabilitation  physic.  In 
le  majoritate  del  casos  le  plus  alte  e le  plus 
perdurative  valores  de  ISAP  esseva  obtenite  in 
patientes  con  evidentia  clinic  de  marcate  grados 
de  depletion  nutritional.  Le  effecto  anabolic 
persistente  le  plus  longemente  a un  nivello 
significative  esseva  illo  producite  con  un  sol  in- 
jection de  50  mg  de  stanozolol.  Illo  perdurava 
35  dies. 

Potolsky,  A.  I.,  e Friedman,  E.  A.:  Le  valor 

comparative  de  refractometros  e hydrometros  in 
le  prediction  del  osmolalitate  urinari — Urinas 
normal  e anormal.  (anglese).  New  York  State 
J.  Med.  65:  2126  (15  de  augusto)  1965. 

Esseva  studiate  167  specimens  de  urina  ab 
102  subjectos.  Le  determinationes  hydro- 
metric e refractometric  del  gravitate  specific 
esseva  equalmente  ben  correlationate  con  le 
osmolalitate.  Un  estimation  crude  sed  clinica- 
mente utile  del  osmolalitate  pote  esser  facite  a 
base  de  determinationes  del  gravitate  specific 
in  urina  normal,  sed  iste  mesme  estimation  non 
es  possibile  in  urina  anormal  a causa  del  presentia 
de  grande  moleculas,  materia  particulate,  e 
pigmentos.  Variationes  individual  in  le  lectura 
del  resultatos  hydrometric  introduce  un  serie 
fonte  de  error  que  non  es  a timer  in  le  uso  del 
refractometro. 
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larly  engages  in  dispensing  the  drug  to  his  pa- 
tients for  which  they  are  charged,  either  sepa- 
rately or  together,  with  charges  for  other  pro- 
fessional services. 

In  their  reports,  the  House  and  Senate  com- 
mittees stated  that  the  legislation  was  intended 
“to  require  record-keeping  and  to  permit  in- 
spection in  the  case  of  those  physicians  who 
maintain  a supply  of  pharmaceuticals  or  me- 
dicinals  in  their  offices  from  which  they  com- 
pound prescriptions  for  their  patients  for  a fee.” 

The  new  law  also  provides  that  a prescription 
for  a depressant  or  stimulant  drug  cannot  be 
filled  or  refilled  more  than  six  months  after  its 
date  of  issue,  nor  can  such  a prescription  be  re- 
filled more  than  five  times.  However,  a physi- 
cian can  renew  a prescription,  either  in  writing 
or  orally,  if  promptly  reduced  to  writing  and 
filed  by  the  pharmacist  filling  it. 

* * * 

Congress  has  approved  legislation  to  require 
a health  warning  on  all  cigaret  packages.  The 
compromise  legislation,  worked  out  by  House 
and  Senate  conferees  last  week,  would  bar  any 
similar  warning  in  cigaret  advertising  for  four 
years.  The  warning  required  by  the  legislation 
reads:  “Caution:  cigaret  smoking  may  be 

hazardous  to  your  health.” 

The  new  law  leaves  to  the  manufacturer’s  dis- 
cretion the  exact  location  of  the  warning  but  says 
it  must  be  in  a conspicuous  place.  It  also  re- 
quires that  the  warning  appear  in  conspicuous 
and  legible  type  in  contrast  by  typography, 
layout,  or  color  with  other  printed  matter  on  the 
package. 

The  prohibition  against  action  by  any  govern- 
ment agency  in  regard  to  cigaret  advertising 
applies  most  directly  to  the  Federal  Trade  Com- 
mission. The  F.T.C.  had  announced  plans  to 
require  cigaret  advertising  to  be  accompanied 
by  a health  warning  similar  to  that  which  the 
legislation  requires  on  the  package.  If  no 
further  legislation  is  passed  by  Congress  by 
July  1,  1969,  the  F.T.C.  will  be  free  to  go  ahead 
with  its  advertising  proposal. 

During  the  next  four  years,  the  F.T.C.  and 
the  Department  of  Health,  Education,  and 
Welfare  will  submit  periodic  reports  to  Congress 
on  whether  the  package  label  has  any  effect  on 
cigaret  consumption. 

The  congressional  decision  to  require  a health 
warning  on  cigaret  packages  stemmed  largely 
from  a report  by  the  U.S.  Surgeon  General’s 
office  which  linked  smoking  to  lung  cancer  and 
other  diseases. 


Investment 

Advisory 

Service 

Providing  portfolio  super' 
vision  for  both  individual 
and  institutional  investors. 

Direct  inquiries  to 
Investment  Advisory 
Department 


CARL  M.  LOEB, 
RHOADES  & CO. 

Members  New  York  Stock  Exchange 
42  WALL  STREET,  N.  Y.  10005 
375  Park  Avenue,  N.  Y.  10022 


dryj  pitchy 
skin 


the  most  widely  used 

THERAPEUTIC  BATH  OIL 

also  available:  SARDOETTES 

disposable  compresses  impregnated 
with  SARDO 


Sardeau,  Inc.,  Dept.  Y-6 

845  Third  Ave.,  New  York,  N.  Y.  10022 

Please  send  samples 


street- 
city 


.zone state. 


i 


August  15,  1965  / New  York  State  Journal  of  Medicine  2095 


Keeping  an  eye  on  the  scales  may  be  an 
avocation  with  some  people,  but  it  is  a 
full-time  occupation  for  Lilly  employees 
who  determine  the  weight  of  filled  tubes 
of  medication.  First,  a random  sampling 
of  empty  tubes  is  taken,  and  the  average 
weight  is  calculated.  Then,  the  amount  of 
ingredient  is  added  to  this  figure  to  deter- 
mine the  standard  fill.  As  the  machine  fills 
the  tubes,  a sample — about  one  out  of  every 


four  hundred — is  weighed  and  checked 
against  the  standard.  The  weights  are 
plotted  on  a graph.  A variation  of  three 
consecutive  points  in  either  direction  in- 
dicates a trend  away  from  the  standard, 
and  the  machine  is  adjusted.  Tolerances 
are  kept  to  less  than  5 percent.  An  extra 
step — but  consistent  with  the  meticulous 
program  at  Eli  Lilly  and  Company  to  as- 
sure highest  quality  in  our  finished  products. 


Eli  Lilly  and  Company  • Indianapolis , Indiana 
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Editorials 


Catch  them  young 

Included  in  this  issue  is  a report  on  the  use 
of  osmometry  in  testing  urine.  This  re- 
finement is  made  possible  by  the  recent 
development  of  instruments  capable  of 
detecting  solute  concentrations  by  freezing- 
point  depression. 

What  makes  this  article  of  more  than 
usual  interest  is  the  fact  that  one  of  the 
authors,  Abraham  Potolsky,  M.D.,  was  at 
the  time  the  work  was  done  a fourth-year 
medical  student.  As  part  of  his  senior 
year  program  he  participated  extensively 
in  this  research. 

Dr.  Potolsky,  who  has  since  graduated, 
reviewed  the  theory  of  osmometry  and 
talked  with  the  inventor  and  with  the 
instrument  makers  who  produced  the 
refractometer  he  was  to  use. 

After  carefully  reviewing  the  literature 


Another  urban  blight 

People  congregate  in  cities  because  that 
is  where  the  action  is.  Goods  and  services 
move  faster  and  in  greater  volume  than 
elsewhere,  and  the  refinements  of  living 
are  greater  developed.  But  the  price  is 
paid  in  crowding,  and  essential  services  are 
spread  so  thinly  that  they  become  cumber- 
some and  inadequate. 

Water  is  one  of  the  essentials  of  life.  In 
the  cities  it  is  scandalously  wasted.  The 
people  are  too  far  removed  from  the  rhythm 
of  nature.  They  lead  a hothouse  existence. 
They  relegate  all  their  affairs  to  experts 
and  are  extremely  lucky  that  the  experts 
have  usually  been  right.  Our  watersheds 
are  wisely  planned,  but  they  should  be 


he  talked  with  Joseph  Holmes,  M.D.,  who 
pioneered  many  of  the  experiments  ex- 
ploring this  technic.  Only  then  was  he 
ready  to  sit  down  with  the  senior  author, 
Eli  A.  Friedman,  M.D.,  and  plan  the 
protocol  for  the  experiment  reported.  The 
urines  were  collected  by  the  student  and 
read  by  him.  Finally  when  the  data  were 
tabulated,  he  reviewed  the  methods  of 
statistical  analysis  which  might  be  applica- 
ble and  consulted  with  a staff  statistician. 

This  young  man  under  expert  guidance 
had  a rewarding  experience,  which  should 
shape  his  entire  professional  career. 

Not  all  students  can  have  the  interest 
and  the  talent  to  profit  by  a research 
elective  in  medical  school.  Those  who  do 
should  have  this  exposure,  and  it  is  hearten- 
ing to  know  that  many  do. 


augmented  by  use  of  run-off  water.  Here 
is  a tremendous  waste  which  might  be 
salvaged  in  our  large  cities. 

In  a typical  urban  area  37  per  cent  of  the 
land  surface  is  impervious  to  rain,  being 
composed  of  rooftops  or  paved  areas. 
Storm  drains  carry  this  off  to  rivers,  lakes, 
and  oceans,  and  it  is  lost  for  civic  purposes. 
We  might  well  give  serious  consideration  to 
the  storage,  treatment,  and  return  of  this 
waste  water  to  our  water  supplies. 

Rain,  the  replenisher,  should  live  another 
day  in  the  city  as  it  does  in  the  country. 
We  have  the  engineering  genius  to  make 
this  possible.  In  our  fourth  year  of  serious 
drought  this  is  something  to  think  about. 
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Meniere’s  syndrome: 

The  Viennese  have  a word  for  it 


In  Vienna  “Dimenhydrinat”  (familiar  to  you 
as  Dramamine)  is  often  the  word  for  control 
of  Meniere’s  syndrome.  Like  physicians  the 
world  over,  Pichler*  found  that  when  patients 
received  this  classic  drug,  “severe  attacks 
appeared  to  be  aborted,  passed  without  vom- 
iting  " (“Die  grossen  Anfalle  schienen  in 

ihrer  Schwere  gebrochen,  verliefen  ohne  erbre- 
chen ”) 

A Dramamine  Supposicone®  (100  mg.)  for 
an  adult  swiftly  controls  the  vertigo,  nausea 
and  vomiting  often  present  during  a severe 
attack.  Once  the  acute  stage  has  passed,  pa- 
tients may  be  maintained  on  Dramamine 
liquid  or  tablets. 

Precautions:  Dimenhydrinate,  notably  non- 
toxic itself,  may  mask  the  symptoms  of  strep- 
tomycin toxicity.  Patients  should  be  cautioned 
against  operating  automobiles  or  dangerous 
machinery  because  of  possible  drowsiness. 


*Pichler,  H.:  HNO  4:178-179  (May  28)  1954. 
Research  in  the  Service  of  Medicine 


relied  on  round  the  world  ■ 

Dramamine 

■ ■ brand  of  ■ ■ ■ . 

dimenhydrinate 

classic  specific  for  vertigo  and  vomiting 


Ampuls  (for  intramuscular  or  intravenous  use) 
Supposicones®  / Liquid  / Tablets 


Indications:  ‘Miltown’  (meprobamate)  is  ef- 
fective in  relief  of  anxiety  and  tension  states. 
Also  as  adjunctive  therapy  when  anxiety 
may  be  a causative  or  otherwise  disturbing 
factor.  Although  not  a hypnotic,  ‘Miltown’ 
fosters  normal  sleep  through  both  its  anti- 
anxiety and  muscle-relaxant  properties. 
Contraindications:  Previous  allergic  or  idio- 
syncratic reactions  to  meprobamate  or 
meprobamate-containing  drugs. 
Precautions:  Careful  supervision  of  dose 
and  amounts  prescribed  is  advised.  Consider 
possibility  of  dependence,  particularly  in  pa- 
tients with  history  of  drug  or  alcohol  addic- 
tion; withdraw  gradually  after  use  for  weeks 
or  months  at  excessive  dosage.  Abrupt  with- 
drawal may  precipitate  recurrence  of  pre- 
existing symptoms,  or  withdrawal  reactions 
including,  rarely,  epileptiform  seizures. 
Should  meprobamate  cause  drowsiness  or 
visual  disturbances,  the  dose  should  be  re- 
duced and  operation  of  motor  vehicles  or 
machinery  or  other  activity  requiring  alert- 
ness  should  _be  avoided  if  these  symptoms 


An  eminent  role  in 
medical  practice 

> Clinicians  throughout  the  world  con- 
sider meprobamate  a therapeutic 
standard  in  the  management  of  anxi- 
ety and  tension. 

> The  high  safety-efficacy  ratio  of 
‘Miltown’  has  been  demonstrated  by 
more  than  a decade  of  clinical  use. 

Miltown8 

(meprobamate) 

possibly  be  increased  by  meprobamate. 
Grand  mal  seizures  may  be  precipitated  in 
persons  suffering  from  both  grand  and  petit 
mal.  Prescribe  cautiously  and  in  small  quan- 
tities to  patients  with  suicidal  tendencies. 

Side  effects:  Drowsiness  may  occur  and, 
rarely,  ataxia,  usually  controlled  by  decreas- 
ing the  dose.  Allergic  or  idiosyncratic  re- 
actions are  rare,  generally  developing  after 
one  to  four  doses.  Mild  reactions  are  char- 
acterized by  an  urticarial  or  erythematous, 
maculopapular  rash.  Acute  nonthrombocy- 
topenic purpura  with  peripheral  edema  and 
fever,  transient  leukopenia,  and  a single 
case  of  fatal  bullous  dermatitis  after  admin- 
istration of  meprobamate  and  prednisolone 


rare  cases  of  hypersensitivity  may  produce 
fever,  chills,  fainting  spells,  angioneurotic 
edema,  bronchial  spasms,  hypotensive  crises 
(1  fatal  case),  anuria,  anaphylaxis,  stoma- 
titis and  proctitis.  Treatment  should  be 
symptomatic  in  such  cases,  and  the  drug 
should  not  be  reinstituted.  Isolated  cases  ol 
agranulocytosis,  thrombocytopenic  purpura, 
and  a single  fatal  instance  of  aplastic  ane- 
mia have  been  reported,  but  only  when  othei! 
drugs  known  to  elicit  these  conditions  werei 
given  concomitantly.  Fast  EEG  activity  has 
been  reported,  usually  after  excessive  me- 
probamate dosage.  Suicidal  attempts  may1 
produce  lethargy,  stupor,  ataxia,  coma, 
shock,  vasomotor  and  respiratory  collapse. 
Usual  adult  dosage:  One  or  two  400  mg. 
tablets  three  times  daily.  Doses  above  2400 
mg.  daily  are  not  recommended. 

Supplied:  In  two  strengths:  400  mg.  scored 
tablets  and  200  mg.  coated  tablets. 

Before  prescribing,  consult  package  circular. 
WALLACE  LABORATORIES 


Scientific  Articles 


Critical  Appraisal  of 
Psychosomatic  Studies 
of  Asthma' 

KENNETH  PURCELL,  PH.D. 

Denver,  Colorado 

Director,  Behavior  Science  Division,  Children’s 
Asthma  Research  Institute  and  Hospital 


In  a critical  review  of  the  nearly  200 
reports  in  the  field  of  psychologic  variables 
and  respiratory  allergy  published  since 
1950,  Freeman  et  al.,1  of  the  Kaiser  Foun- 
dation Hospitals,  state  the  following:  “In 

general,  the  yield  from  all  the  effort  ex- 
pended to  date  is  small  indeed.  The  cata- 
log of  critical  methodological  shortcomings 
is  lengthy — and  the  number  of  well- 
established  findings  meager.’ 9 I will  let 
you  in  on  my  biases  early  by  saying  that 
this  is  a conclusion  with  which  I fully 
agree. 

What  I should  like  to  discuss  can  be 
roughly  divided  into  three  categories: 
(1)  the  relationship  between  data  and 
theory — the  gap  between  what  we  know 
and  what  we  think;  (2)  the  question  of  the 
homogeneity  of  the  asthmatic  syndrome; 
and  (3)  certain  methodologic  issues  and 
one  or  two  interesting  leads. 

Presented  at  the  159th  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Section  on 
Allergy,  February  18,  1965. 

* Preparation  of  this  report  has  been  supported  by  USPHS 
Grants  HD01060  and  MY3269. 


Relationship  between  data  and  theory 

Whether  or  not  one  spends  his  energy  in 
formulating  theory  or  developing  data, 
and  even  which  is  done  first,  is  partly  a 
matter  of  personal  inclination.  However, 
the  choice  of  data  used  in  theory  construc- 
tion can  be  evaluated  as  to  its  solidity. 
In  general,  the  present  situation  in  the  field 
of  asthma  tends  to  be  one  in  which  a very 
few  solidly  established  empiric  findings  are 
neglected,  whereas  fragmentary  impressions 
are  the  basis  for  much  theoretical  attention. 
An  example  of  the  former  is  the  well- 
documented  sex  difference  in  the  incidence 
of  asthma.  Among  children,  the  ratio  of 
boys  to  girls  with  asthma  is  better  than  2 
to  1.  In  adults,  the  ratio  becomes  ap- 
proximately 1 to  1,  with  only  slight  varia- 
tion during  adult  years.  This  interesting 
situation  has  been  of  hardly  any  concern 
in  the  psychologic  or  psychiatric  literature. 

On  the  other  hand,  the  most  elaborate 
and  influential  psychogenic  theories  of 
asthma  appear  to  have  grown  all  out  of 
proportion  to  existing  data.  They  offer 
intricate  explanations  for  phenomena  pre- 
sumed to  be  common,  if  not  universal,  yet 
the  evidence  for  the  prevalence  of  these 
phenomena  is  hard  to  find. 

Concept  of  asthma  as  suppressed 
cry.  One  illustration  of  an  influential 
psychogenic  theory  is  the  French  and 
Alexander2  theory,  which  has  held  sway 
over  the  field  for  some  twenty-five  years. 
Nevertheless,  in  spite  of  a number  of 
supporting  case  reports,  it  has  received 
remarkably  little  corroboration  from  con- 
trolled studies.  The  core  of  this  set  of 
ideas  is  the  concept  of  asthma  as  a sup- 
pressed cry,  with  the  stated  implication 
that  asthmatic  children  cry  less  than 
nonasthmatic  children,  particularly  around 
critical  periods  of  separation  conflict.  To 
my  knowledge  there  is  no  systematic 
survey  of  crying  behavior  to  support  this 
differentiation.  Our  own  experience  is  not 
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clear  cut  on  this  point,  but  several  of  our 
staff  members  have  noted  a tendency  for 
crying  to  be  distorted  in  a silent,  awkward 
way  in  certain  of  their  patients.  Before 
interpreting  this  observation,  it  is  worth 
referring  to  a study  we  made  in  which  we 
used  standardized  interviews  to  evaluate 
children’s  perceptions  of  what  brought  on 
their  attacks  of  asthma.3  About  15  to 
20  per  cent  of  these  children  reported  crying 
as  one  of  the  precipitants  of  their  asthmatic 
attacks.  All  of  the  children  in  the  study 
described  the  experience  of  an  asthmatic 
attack  with  feelings  ranging  from  mild 
unpleasantness  to  marked  fear.  There- 
fore, it  seems  plausible  to  suggest  that  the 
main  reason  some  asthmatic  patients  may 
be  unable  to  cry  easily  is  because  they  are 
fearful  of  precipitating  an  asthmatic  at- 
tack. In  other  words,  an  inability  to 
cry  or  a silent,  suppressed  manner  of  crying 
may  reflect  a learned  attempt  to  avoid 
provoking  the  uncomfortable  experience  of 
an  asthmatic  attack. 

Some  support  for  this  view  may  be 
found  in  the  fact  that  a number  of  the 
children  described  the  relationship  be- 
tween laughing  and  asthma  in  very  similar 
terms.  They  would  seek  to  avoid  laughing 
too  hard  on  the  basis  of  prior  experience 
that  this  could  trigger  asthma.  Other 
children  made  the  same  remarks  about 
coughing.  All  these  phenomena — crying, 
laughing,  and  coughing — represent  an  ex- 
citation of  the  respiratory  apparatus, 
which  children  may  learn  to  try  to  inhibit. 
It  is  possible  that  this  fact  is  the  important 
one  in  relation  to  asthma,  rather  than  any 
symbolism  attached  to  crying. 

One  of  the  appeals  of  the  French  and 
Alexander2  formulation  is  the  logic  of  its 
suggestion  that  one  type  of  respiratory 
response,  “crying,”  which  is  often  as- 
sociated with  emotional  stimuli,  may  be 
transformed  into  another  form  of  respira- 
tory response,  “wheezing.”  Certain  other 
psychogenic  theories  are  not  nearly  so 
explicit  in  suggesting  the  pathway  by 
which  psychogenic  influence  may  operate. 
The  individual  case  study  report,  which 
has  been  the  almost  exclusive  source  of 
support  for  the  French  and  Alexander  for- 
mulation, functions  well  as  a source  of 
often  ingenious  hypotheses.  It  is,  how- 
ever, notoriously  poor  as  a method  for 
verifying  hypotheses.  Out  of  case  studies 


have  come  a number  of  suggestions  regard- 
ing a common  personality  profile  descrip- 
tive of  asthmatic  patients  or  a specific 
type  of  nuclear  conflict,  for  example,  un- 
resolved dependency  on  the  mother,  as 
especially  applicable  to  asthmatic  children. 
For  example,  it  is  apparent  to  many 
people  who  have  had  extensive  contacts 
with  asthmatic  children  that  there  does, 
in  fact,  appear  to  be  “excessive”  concern  on 
the  part  of  the  mother  about  the  child 
and  that  the  reciprocal  of  this  is  an  over- 
dependency of  the  child  on  the  mother. 
When  asthmatic  children  are  compared 
with  normal  children  or  perhaps  to  certain 
neurotic  groups,  this  indeed  appears  to  be 
the  case.  However,  in  the  one  study  I 
know  that  used  an  appropriate  comparison 
group,  that  is,  children  with  cardiac  defects 
who  could  be  considered  a chronically  ill 
group  eliciting  various  degrees  of  over- 
protective  response  from  their  parents, 
there  were  no  differences  between  the 
asthmatic  and  the  cardiac  children,  while 
both  were  significantly  different  from  the 
normal  child.4  Thus,  the  question  is  left 
wide  open  as  to  whether  particular  mother- 
child  relationships  lead  to  asthma  or 
whether  asthma  often  leads  to  particular 
mother- child  relationships. 

“Conditioned”  asthma.  Another  type 
of  example  is  the  extent  to  which  the 
phenomenon  of  conditioned  asthma  ap- 
pears to  have  been  accepted  as  an  ac- 
complished fact.  In  1941  French  and 
Alexander2  felt  that  the  available  evidence 
permitted  them  to  make  the  following 
statement:  “There  seems  to  be  ample 

evidence,  therefore,  for  the  fact  that  asthma 
attacks  may  be  precipitated  by  a con- 
ditioned reflex  mechanism  and  either  pre- 
cipitated or  inhibited  by  suggestion  ...  .” 
The  famous  example  given  by  MacKenzie 
in  1886  of  a woman  who  was  supposedly 
allergic  to  roses  and  who  developed  asthma 
when  an  artificial  rose  was  held  before  her 
has  been  cited  many  times  in  literature. 
The  “hoarse,  labored  breathing”  of  Nick, 
the  dog,  who  was  made  neurotic  by  Gantt,5 
has  also  been  frequently  cited  in  support  of 
the  psychogenic  production  of  asthma. 

I would  like  to  take  just  a few  minutes 
to  discuss  this  phenomenon  of  “conditioned 
asthma,”  because  it  makes  a fascinating 
kind  of  case  study  in  science  and  illustrates 
so  well  how  a researcher’s  expectations 
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may  influence  his  findings. 

In  the  late  1950’s,  Dekker,  Pelser,  and 
Groen,6  working  at  the  University  of 
Amsterdam,  published  an  article  reporting 
the  successful  classical  conditioning  of 
asthma  in  2 subjects.  These  were  2 pa- 
tients out  of  approximately  100  for  whom 
conditioning  was  attempted.  I would  like 
to  quote  some  excerpts  from  a letter  from 
Dekker7  to  me  dated  October,  1961: 
“If  you  are  trying  to  condition  your  pa- 
tients to  have  attacks  of  asthma,  I would 
not  be  surprised  if  it  takes  some  doing. 
We  obtained  positive  proof  that  it  is  not 
possible  to  condition  an  asthmatic  to  any 
given  stimulus  within  a reasonable  time. 
I did  a series  of  studies  combining  hista- 
mine-induced attacks  with  a sound  from  a 
buzzer.  This  was  repeated  between  16 
and  64  times  on  different  patients.  At  the 
end  of  this  period  the  histamine  aerosol  was 
exchanged  for  saline  without  the  patient 
being  aware  of  this  fact.  When  the  buzzer 
sound  was  produced,  there  was  no  attack — 
much  to  the  surprise  of  the  patients  (and 
the  observer !).” 

Knapp,8  who  has  been  conducting  a very 
careful  and  elaborate  series  of  experiments 
on  conditioned  asthma  in  human  beings, 
summarizes  his  present  impressions  as 
follows:  “Our  negative  results  would  lead 
me  at  this  moment  to  feel  confident  that 
conditioning,  conceived  in  the  most  simple, 
mechanical  model,  cannot  account  for 
attacks  of  asthma  in  the  human,  but  that 
‘learning,’  particularly  with  the  right  kind 
of  emotional  concomitants,  may  well  be 
important  in  certain  individuals.” 

Among  several  examples  of  the  power  of 
the  wish  in  influencing  interpretation  of  the 
literature  are  the  frequent  references  to  the 
results  of  Gantt5  with  the  experimentally 
neurotic  dog,  Nick,  and  the  work  of  Lid- 
dell,9 who  produced  experimental  neuroses 
in  sheep.  In  both  reports  impressive  evi- 
dence is  presented  of  altered  respiration 
accompanying  the  other  evidences  of  neu- 
rotic behavior  in  the  dog  and  in  the  sheep. 
A number  of  writers  have  pointed  to  these 
data  as  evidence  that  asthma  can  be  pro- 
duced experimentally  by  psychologic  ma- 
nipulation. However,  examination  of  the 
monograph  by  Gantt5  discloses  a clear 
statement  that  Nick  was  examined  for 
asthma  and  that  there  was  no  evidence  of 
the  sounds  of  asthma  despite  the  fact  that 


respiration  was  clearly  affected.  Liddell,9 
on  the  other  hand,  did  not  report  any 
clinical  examination  for  asthma. 

In  the  quotation  I gave  earlier  from 
French  and  Alexander,2  it  was  stated  that 
asthma  attacks  may  be  precipitated  or 
inhibited  by  suggestion.  One  of  the  real 
problems  is  how  it  is  determined  whether 
asthma  is  or  is  not  present  and  in  what 
degree.  Several  studies  by  British  in- 
vestigators on  relieving  asthma  by  hypnosis 
illustrate  this  very  well.  In  brief,  the 
studies  that  used  only  subjective  reports 
by  patients  as  the  index  of  asthma  re- 
ported positive  results,  while  studies  em- 
ploying pulmonary  function  measures  had 
negative  results.  The  only  investigation 
that  included  both  types  of  measures 
yielded  positive  results  for  the  subjective 
report  data  and  negative  results  for  the 
pulmonary  function  data  on  the  same  pa- 
tients.10 The  conclusion  was  drawn  that 
while  hypnosis  had  no  predictable  affect 
on  respiratory  function,  it  modified  neurotic 
attitudes  to  a degree  permitting  more 
active  work  and  social  participation. 

In  sum,  it  appears  accurate  to  state  that 
with  either  animals  or  human  beings,  the 
successful  conditioning  of  asthma  remains 
to  be  demonstrated,  even  in  the  opinion 
of  those  investigators  whose  original  posi- 
tive reports  on  conditioning  are  cited 
frequently.  Some  well-established  facts 
are  badly  needed. 

Homogeneity  of  asthmatic  syndrome 

My  second  observation  is  that  asthma 
too  often  has  been  treated  as  a homo- 
geneous entity.  Since  this  point  has  been 
one  of  the  main  issues  in  our  own  research 
of  the  last  several  years,  some  of  this  work 
will  be  briefly  described. 

The  population  of  the  Children’s  Asthma 
Research  Institute  and  Hospital  consists 
of  approximately  150  children  with  chronic 
and  intractable  asthma  ranging  in  age 
between  six  and  sixteen  years  and  referred 
from  almost  every  state  in  the  country. 
The  duration  of  residence  is  generally 
between  eighteen  and  twenty-four  months. 
One  of  the  most  striking  facts  about  these 
children  is  their  differential  responsiveness, 
in  terms  of  reduction  in  asthmatic  symp- 
toms, following  separation  from  their  home 
and  admission  to  the  institute.  More 
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TABLE  I.  Stability  of  asthma  classifications 
among  103  asthmatic  children 

Classification  After  Twelve  to  Twenty-Four 

Classification  <■ Months  Residence- — — — ■. 

After  Twelve  Group  I Group  Group  Group  III 
Months  Rapidly  Ila  lib  Steroid- 

Residence  Remitting  Intermediate  Dependent 


Group  III 

(steroid- 

dependent) 

l 

28 

Group  lib 

(intermediate) 
Group  Ila 

7 

(intermediate) 
Group  I 

4 

23 

3 

(rapidly 

remitting) 

31 

6 

than  one 

third 

of  the 

children 

quite 

promptly  experience  symptom  remission 
and  require  virtually  no  medication  for 
their  entire  period  of  residence.  Origi- 
nally, these  children  were  called  “miracle 
children.”  Now,  the  more  dignified  term 
“rapid  remitters”  is  applied.  At  the  other 
extreme  and  comprising  something  under 
one  quarter  of  the  population  is  a group 
labeled  “steroid  dependent,”  consisting 
of  those  children  who  require  continuous 
maintenance  doses  of  the  corticosteroid 
drugs  for  adequate  control,  although  most 
of  these  children  also  are  somewhat  better 
than  at  home.  A third  group,  labeled 
“intermediate,”  consists  of  those  children 
who  experience  substantial  relief  but  con- 
tinue to  have  relatively  mild  asthma  that  is 
responsive  to  therapy  without  the  use  of 
corticosteroid  drugs.  The  entire  procedure 
for  asthma  classification  must,  of  course,  be 
considered  in  the  light  of  a convenient 
artificial  categorization  of  what  is  funda- 
mentally a continuum  of  symptom  severity 
during  a child’s  residence.  The  stability  of 
this  classification  is  quite  good  (Table  I).11 

The  opportunity  offered  by  this  dis- 
crimination between  asthmatic  subgroups 
led  us  to  focus  on  the  psychologic  correlates 
of  these  subgroups.  Certain  differences 
between  groups,  particularly  between 
rapidly  remitting  and  steroid-dependent 
groups,  have  been  found.  For  example,  in 
response  to  a structured  interview  technic, 
rapidly  remitting  children  report  signifi- 
cantly more  often  than  do  steroid-de- 
pendent children  that  emotions  such  as 
anger,  anxiety,  and  depression  trigger 
asthma  (Table  II).3  Furthermore,  the 
results  of  a questionnaire  device  to  assess 
parental  child-rearing  attitudes  have  in- 


TABLE  II.  Numbers  of  rapidly  remitting  and 
steroid-dependent  children  reporting  different 
precipitants  of  asthmatic  attacks 


Precipitating  Factor 

Rapidly  Steroid- 
Remitting  Dependent 
Children  Children 
(20  (18 
Patients)  Patients) 

Unexplained  night 
asthma 

10 

12 

Exertion  (running) 

17 

16 

Weather  factors 

12 

17 

Excitement  (positive 
affect) 

8 

7 

Emotions  (negative 
affect) 

15 

6 

Laughing 

3 

4 

Crying 

3 

2 

Coughing 

3 

3 

Pollens 

3 

2 

Foods 

2 

4 

Colds 

7 

9 

Dust 

5 

6 

Other  allergies 

4 

5 

“Just  get  it” 

1 

1 

dicated  that  both  mothers  and  fathers  of 
rapidly  remitting  children  show  authori- 
tarian and  punitive  attitudes  to  a greater 
degree  than  the  parents  of  steroid-de- 
pendent children.12*  13 

Our  current  hypothesis  suggests  that 
among  rapidly  remitting  children,  in  con- 
trast to  steroid-dependent  children,  asthma 
more  often  functions  as  a response  to  cope 
with  neurotic  conflict  and  anxiety.  The 
asthma  of  steroid-dependent  children,  on 
the  other  hand,  is  viewed  as  a response  that 
is  more  regularly  linked  to  the  influences 
of  allergic  and  infectious  factors.  I do 
want  to  emphasize  that  it  is  my  impression 
that  these  differences  between  groups  are 
relative,  not  absolute. 

Particular  emphasis  is  to  be  placed  on  the 
concept  of  specific  emotional  stress  as  an 
asthmatic  trigger.  It  appears  to  be  the 
experience  of  most  investigators  that  high 
intensity  of  emotion  is  not  sufficient  to 
produce  an  asthmatic  attack.  A con- 
siderable degree  of  individual  specificity 
is  apparent.  Some  patients  report  anger  at 
a parent  or  spouse  as  a triggering  factor. 
For  others,  it  is  depression  or  anxiety 
around  a work  or  school  situation.  More- 
over, it  is  the  rule  that  more  than  one  type 
of  stimulus,  for  example,  weather  change, 
emotion,  and  exertion,  may  trigger  asthma 
in  a given  patient.  Our  concern  has  been 
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to  try  to  define  the  relative  predominance 
of  the  various  factors  capable  of  pre- 
cipitating asthma. 

One  of  the  problems  now  under  study  at 
our  institute  is  the  question  of  why  children 
with  severe  chronic  asthma  get  better  in  a 
residential  center  such  as  ours.  The  re- 
mission percentages  mentioned  earlier  (bet- 
ter than  one  third  showing  a dramatic 
response  and  improvement  in  the  vast 
majority)  are  common  to  other  centers  as 
well.  While  the  reasons  for  changes  in 
asthma  are  undeniably  complex,  we  have 
chosen  to  think  of  two  broad  classes  of 
variables  as  being  altered  by  a child’s 
coming  to  our  institute.  First,  there  is  a 
massive  change  in  the  total  physical  en- 
vironment; for  example,  the  climate  of 
New  York  versus  the  climate  of  Denver, 
pollen  characteristics,  the  pet  next  door,  the 
molds  in  the  basement  of  the  child’s 
home,  and  so  on.  Second,  there  is  ob- 
viously a radical  alteration  in  the  psycho- 
logic environment.  Unfortunately,  both 
of  these  changes  occur  simultaneously,  and 
it  thus  becomes  quite  difficult  to  disentangle 
what  factor  is  operating  to  what  degree 
in  a given  child. 

The  ideal  scheme  is  one  that  would  allow 
us  to  manipulate  one  of  these  factors  at  a 
time.  Therefore,  we  are  now  engaged  in  a 
study  of  asthmatic  children  in  the  Denver 
area  who  are  living  at  home  and  being 
cared  for  by  pediatricians  and  allergists 
on  an  outpatient  basis.  Only  the  more  or 
less  perennial  and  difficult  cases  are  being 
evaluated.  We  are  arranging  for  the 
parents  and  siblings  of  the  asthmatic 
child  to  take  a two-week  paid  vacation  in  a 
nearby  hotel,  while  we  introduce  a mother 
substitute  into  the  home  to  care  for  the 
child.  In  this  way  the  physical  environ- 
ment is  kept  constant,  within  the  limits  of 
normal  variation,  while  the  psychologic 
environment  is  markedly  altered.  We 
obtain  daily  measurements  of  asthma  and 
of  psychologic  variables  before  the  separa- 
tion, during  it,  and  following  the  family 
reunion.  This  is  an  oversimplified  version 
of  what  we  are  doing,  but  it  is  enough  to 
give  the  core  of  the  idea.  Unfortunately, 
we  are  just  beginning  data  collection,  so  I 
cannot  report  any  results. 

Certain  other  investigative  groups  also 
have  undertaken  to  discriminate  subcate- 
gories of  asthmatic  children  on  a systematic 


basis.  Block  et  a/.,14  for  example,  have 
developed  an  “allergic  potential”  scale  and 
shown  that  asthmatic  children  who  score 
low  on  this  scale  show  more  evidence  of 
psychopathologic  problems  than  do  chil- 
dren for  whom  the  allergic  factor  is  high. 

At  the  least,  the  results  obtained  from 
subgroup  studies  point  to  the  importance 
of  discriminating  among  the  asthmatic 
population  so  as  not  to  obscure  relation- 
ships that  may  exist  only  for  a portion  of 
the  population.  In  addition,  these  data 
offer  some  assistance  in  making  a more 
informed  judgment  about  whether  or  not  to 
include  some  form  of  psychotherapeutic 
intervention  as  a part  of  the  treatment 
program  for  asthma. 

Interesting  leads  and  further 
methodologic  problems 

An  equally  disturbing  methodologic 
problem  of  a different  nature  is  frequently 
encountered  in  the  literature.  Too  often 
we  seem  ready  to  assume  a clear  and  direct 
link  between  a personality  problem  and  a 
clinical  syndrome;  that  is,  we  see  an 
emotionally  disturbed  asthmatic  child  or 
family,  and  we  assume  that  the  emotional 
disturbance  is  necessarily  relevant  to 
asthma.  The  point,  which  has  been  made 
by  others,  is  that  a personality  description 
may  be  perfectly  accurate,  yet  etiologically 
and  functionally  unrelated  to  the  specific 
disorder  presented  by  the  child.  There  is 
a pressing  need  for  more  direct  studies  of 
the  disordered  response  system,  in  this 
case,  respiration,  and  of  the  psychologic 
variables  affecting  it. 

A fine  example  of  this  type  of  approach  is 
a study  reported  by  Holmes,  Treuting,  and 
Wolff  in  1950. 15  Their  patients  were  hay 
fever  sufferers  who  were  subjected  to 
stressful  interviews  in  a room  in  which  the 
level  of  pollen  circulation  was  experi- 
mentally manipulated.  The  additive  ef- 
fects of  the  two  stimuli,  psychologic  stress 
and  pollen,  as  measured  by  clinical  symp- 
toms and  the  appearance  of  the  mucous 
membranes  of  the  nose,  appeared  to  be 
demonstrated;  that  is,  the  stress  interview 
lowered  the  threshold  for  clinical  symptoms 
induced  by  pollen.  Another  interesting 
but  little  known  piece  of  work  was  reported 
by  Faulkner16  some  years  ago.  He  studied 
the  effect  of  suggestion  on  the  size  of  the 
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bronchial  lumen  during  bronchoscopic  ex- 
amination and  found  that  suggestions  of  a 
pleasant  and  desirable  nature  brought 
about  bronchial  relaxation,  while  others 
that  induced  thoughts  of  insecurity  and 
tension  were  associated  with  narrowing  of 
the  lumen.  Unfortunately,  neither  of  these 
studies  has,  to  my  knowledge,  been  repli- 
cated by  others. 

Dekker  and  Groen17  interviewed  about 
24  adult  patients  using  what  they  de- 
scribed as  a brief  superficial  interview 
procedure.  In  18  cases  they  succeeded  in 
obtaining  from  the  patient  some  descrip- 
tion of  a specific  emotional  stimulus  that 
was  capable  of  triggering  asthma  for  that 
patient.  Twelve  of  these  patients  were 
subjected  to  an  emotional  provocation  test 
in  which  vital  capacity  measures  were 
used.  In  3 of  the  12  cases,  Dekker  and 
Groen  report  that  frank  asthmatic  attacks 
resulted  that  were  reproducible.  Some 
of  the  stimuli  that  were  used  were  a picture 
of  a goldfish  in  a goldfish  bowl,  a picture  of 
a prancing  horse,  and  a ride  in  an  elevator. 
We  have  been  interested  in  replicating 
these  studies  but  have  been  unable  to  do  so 
because  we  cannot  obtain  these  kinds  of 
emotional  stimuli  in  the  reports  of  our 
patients.  As  I mentioned  before,  in  almost 
all  cases  the  children  refer  to  more  com- 
plicated interpersonal  conflict  situations 
with  family  members.  It  may  be  that  this 
difference  in  interview  data  is  in  part  a 
function  of  the  fact  that  Dekker  and 
Groen17  had  adults  as  patients,  and  we  are 
observing  children. 

In  any  event,  the  methodologic  con- 
siderations I have  mentioned  led  us  away 
from  studies  of  the  general  personality 
characteristics  and  constellations  in  the 
child  and  his  family  to  a focus  on  the 
antecedents  and  the  concomitants  of  the 
particular  response  in  which  we  were  in- 
terested— the  asthmatic  attack.  The  logic 
underlying  this  approach  is  that  if  psycho- 
logic variables  are  important  in  producing 
asthma,  it  should  be  possible  to  demon- 
strate a specific  role  for  such  variables  in 
the  precipitation  of  individual  attacks. 

At  first,  teams  of  allergists,  psychologists, 
and  pediatricians  pursued  the  intensive 
study  of  a number  of  individual  cases, 
seeking  to  identify  the  precipitating  fac- 
tors of  asthmatic  episodes  and  having  at 
their  disposal  a relatively  large  body  of 


information  obtained  from  psychothera- 
pists, physicians,  cottage  houseparents, 
public  school  teachers,  and  so  on.  Un- 
fortunately, much  of  these  data  had  the 
defect  of  being  retrospective.  Because  of 
the  lack  of  complete  and  exact  information, 
it  has  proved  virtually  impossible  to  define 
in  a convincing  manner  the  nature  of  any 
relationships  between  behavioral  ante- 
cedents and  asthma.  Inevitably,  it  was 
possible  to  point  out  a number  of  other 
relevant  factors  occurring  in  about  the 
same  time  relationship  to  the  development 
of  asthma;  for  example,  infection,  ex- 
posure to  allergens,  marked  weather  change, 
reduction  in  medication,  temperature  in- 
versions over  Denver,  and  so  on.  Re- 
peated experiences  of  this  kind  high- 
lighted the  need  for  more  comprehensive 
and  systematic  data  than  were  available 
and  stimulated  our  present  plan. 

The  heart  of  the  plan  is  the  monitoring 
of  behavioral  and  respiratory  events  as- 
sociated with  the  child  in  his  everyday 
activity,  using  a specially  designed  telem- 
etry system  capable  of  transmitting  and 
recording  the  child’s  vocal  interactions 
with  his  environment,  as  well  as  the  onset 
and  duration  of  asthma.  Our  intent  is  to 
obtain  a complete,  accurate,  and  simul- 
taneous record  of  spontaneously  occurring 
asthma  and  verbal  interactions  in  the  daily 
fife  of  a child.  These  needs  dictate  the 
choice  of  a miniature  radio  transmitter 
worn  by  the  child  himself  as  a medium  for 
collecting  data.  The  entire  transmitter 
output,  both  respiratory  sounds  and  con- 
versations, during  the  child’s  waking  day 
will  be  tape  recorded  at  a receiving  station. 
Tape  segments  preceding  and  accompany- 
ing an  asthmatic  attack  will  be  carefully 
analyzed  and  compared  with  samples  of 
behavior  unrelated  to  asthmatic  attacks. 
Our  aim  will  be  to  discover  whether  there 
are  certain  kinds  of  behavior  and  situations 
commonly  present  prior  to  the  develop- 
ment of  asthma  that  do  not  commonly  oc- 
cur in  the  comparison  periods. 

A second  phase  will  involve  efforts  at 
experimental  induction  of  asthma  or  re- 
lated respiratory  change.  Behavioral 
events,  for  example,  and  arguments,  which 
have  been  judged  from  the  monitoring  of 
daily  activities  to  have  acted  as  an  asth- 
matic “trigger,”  will  be  reproduced  in  the 
laboratory  in  an  attempt  to  alter  respira- 
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tion.  We  are  setting  up  a pollen  room  so 
that  it  will  be  possible  to  study  the  possible 
interaction  of  emotional  arousal  and  al- 
lergic stimuli. 

It  is  our  hope  that  this  type  of  data  will 
help  to  provide  information  necessary  to 
any  theory  that  seeks  to  detail  the  mode  of 
operation  of  behavioral  variables  in  relation 
to  asthma. 

3401  West  19th  Avenue, 
Denver  80204 
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Comparison  of  Grass  and 
Ragweed  Pollen  Therapy 
with  Aqueous,  Emulsion, 
and  Alum-Precipitated 
Pyridine  Extracts 


GERTRUDE  RUSSACK  SOBEL,  M.D. 

Rockville  Centre,  New  York 


T he  purpose  of  the  study  described  in  this 
report  was  to  compare  the  results  of  grass 
and  ragweed  pollen  therapy  with  three 
different  preparations:  aqueous,  emulsion, 
and  alum-precipitated  pyridine  extracts. 
Until  1959  the  author  worked  primarily 
with  aqueous  pollen  solutions.  From  1960 
to  1963,  a second  preparation,  aqueous 
pollen  extracts  emulsified  in  oil,  was  em- 
ployed. A third  preparation,  alum-pre- 
cipitated pyridine  extract,  was  used  for 
the  first  time  by  the  author  in  1963.  This 
report  analyzes  the  results  of  grass  and  rag- 
weed treatment  with  the  three  different 
types  of  extracts  covering  a period  of  five 
years  (1959  to  1963)  and  conducted  in 
private  practice  among  902  specifically  sen- 
sitive patients. 

Method 

Only  patients  who  had  a clinically  posi- 
tive reaction  to  grass  or  ragweed  pollen 
were  included  in  this  study.  Each  patient 
was  subjected  to  puncture,  conjunctival 


threshold,  and  serial  dilution  intracuta- 
neous  threshold  tests.  In  treatment  the 
maximum  pollen  dosages  with  the  three 
different  extracts  varied  from  1,000  to 
10,000  PNU  (protein  nitrogen  units). 
Those  patients  who  gave  the  greatest  reac- 
tions on  preliminary  testing  were  given 
lower  doses,  and  patients  who  were  less 
reactive  on  preliminary  testing  were  given 
higher  doses.  The  decision  to  adjust 
dosage  to  preliminary  testing  results  came 
as  a result  of  analyzing  the  constitutional 
reactions  following  emulsion  therapy  early 
in  these  studies1  and  from  Connell,  Sher- 
man, and  Myers’s2  work. 

There  were  three  different  types  of  pollen 
solutions  used  in  therapy:  aqueous,  emul- 
sion, and  alum-precipitated  pyridine  sus- 
pension. The  aqueous  extract  was  pur- 
chased commercially  and  was  given  in  the 
traditional  method  of  weekly  and  gradually 
increasing  doses.  The  hyposensitization 
course  consisted  of  20  to  30  injections. 

The  pollen  emulsion  consisted  of  one  part 
mineral  oil  (Arlacel),  six  parts  of  mannide 
mono-oleate  (Drakeol),  and  seven  parts  of 
aqueous  pollen  antigen.  In  1960  and  1961 
several  different  methods  were  employed  in 
the  preparation  of  the  emulsions.  Some 
were  modifications  of  Loveless’ 3 technic  and 
some  of  Brown’s4  technic.  Some  were  pre- 
fabricated at  a commercial  laboratory,  * and 
others  were  prepared  personally  with  a Spex 
machine.f  In  1962  and  1963  only  the  last 
two  preparations  were  used  for  emulsion 
therapy.  Macroscopic  and  microscopic  ex- 
aminations were  made  on  every  emulsion  at 
the  time  of  preparation  and  before  admin- 
istration. To  be  accepted  the  droplets  had 
to  be  1 micron  or  less  in  size.  In  1960  and 
1961  emulsions  were  re-emulsified  before 
injection.  With  greater  knowledge  of  the 
stability  of  pollen  emulsions,  re-emulsifica- 
tion before  injection  was  not  done  in  1962 5 
or  1963.  The  pollen  emulsions  were  ad- 
ministered approximately  three  months 
before  the  onset  of  the  pollinating  season. 
The  total  dose  was  given  in  one  to  four 
parts,  separated  by  two  to  four  weeks. 
The  total  dose  varied  from  1,000  to  10,000 
PNU. 

The  alum-precipitated  pyridine  extract 

* Supplied  by  Hollister-Stier  Laboratories,  Spokane. 
Washington,  and  Wyeth  Laboratories,  Philadelphia,  Pennsyl- 
vania. 

f Spex  Industries,  Scotch  Plains,  New  Jersey. 
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TABLE  I.  Dosage  schedule  in  protein  nitrogen 
units  for  alum-precipitated  pyridine  pollen  extract 


Injec- 

tion 

Class 

AA*-f 

Class 

A*,** 

Classes 
B and  C*-ft 

1 

10 

20 

50 

2 

20 

50 

100 

3 

40 

100 

300 

4 

80 

200 

700 

5 

150 

400 

1,500 

6 

300 

800 

3,000 

7 

600 

1,500 

5,000 

8 

1,200 

2,500 

10,000 

9 

2,400 

4,000 

10,000 

10 

2,400 

4,000 

* Patients  are  classified  by  reactions  to  intracutaneous  in- 
jection of  1/6o  ml.  of  aqueous  pollen  extract. 

t Marked  reaction  (wheal  with  pseudopods)  to  1 PNU  per 
cubic  centimeter. 

**  Marked  reaction  (wheal  with  pseudopods)  to  10  PNU 
per  cubic  centimeter. 

•ft  Marked  reaction  (wheal  with  pseudopods)  to  100  or  500 
PNU  per  cubic  centimeter. 


(Allpyral)*  was  introduced  by  Fuchs  and 
Strauss6  in  1959.  The  reported  advantages 
were  said  to  be  slower  absorption,  fewer  in- 
jections than  aqueous  extract,  and  the 
higher  dosages  obtainable  with  fewer  con- 
stitutional reactions  than  aqueous  ex- 
tracts.7-9 This  extract  is  a pyridine- 
extracted,  alum-precipitated  suspension  in 
physiologic  saline  solution.  It  must  be 
thoroughly  shaken  immediately  before 
withdrawal  into  the  syringe,  since  it  tends 
to  settle  on  standing.  The  hyposensitiza- 
tion course  for  the  alum-precipitated  pyri- 
dine extract  is  given  in  Table  I. 

Approximately  7 to  10  injections  were 
required  for  hyposensitization.  The  inter- 
val between  injections  ranged  from  one  to 
four  weeks.  Increment  increases  were  per- 
missible, with  four- week  intervals  between 
injections,  which  is  not  possible  when 
administering  aqueous  extracts.  Patients 
did  not  need  to  wait  in  the  office  after  an 
injection.  Injections  were  discontinued 
approximately  two  weeks  before  the  onset 
of  the  pollinating  season. 

Results 

Patients  were  examined  during  the  polli- 
nating season  or  contacted  by  telephone 
during  and  at  the  end  of  the  pollinating 
period.  The  results  of  therapy  were  re- 
corded as  “good,”  “fair  to  good,”  “fair,” 

* Supplied  by  Allergen  Laboratories,  Dome  Chemicals, 
Inc.,  New  York  City. 


A five-year  study  was  made  of  902 
patients  with  a clinically  positive  reaction  to 
grass  or  ragweed  pollen.  Three  different 
grass  and  ragweed  preparations  were  used: 
aqueous,  emulsion,  and  alum-precipitated 
pyridine  suspension.  The  clinical  results 
were  similar  with  all  three  preparations, 
giving  satisfactory  results  in  approximately 
66  per  cent.  Each  method  has  certain  ad- 
vantages and  disadvantages;  and  the  results 
of  control  studies  must  be  investigated 
thoroughly. 


TABLE  II.  Comparison  of  results  of  grass  therapy 
with  aqueous,  emulsion,  and  alum-precipitated 
pyridine  extracts,  1959  to  1963 


Type  of  Therapy 
and 
Year 

Number 

of 

Patients 

Satis- 

factory 

Results 

(Per 

Cent) 

Unsatis- 

factory 

Results 

(Per 

Cent) 

Aqueous,  1959 

48 

67 

33 

Emulsion,  1960 

64 

67 

33 

Emulsion,  1961 

72 

77 

23 

Emulsion,  1962 

73 

60 

40 

Emulsion,  1963 

46 

70 

30 

Pyridine  extract, 
1963 

67 

66 

34 

and  “poor.”  “Good”  was  arbitrarily  used 
for  80  to  100  per  cent  relief  of  symptoms; 
“fair  to  good,”  for  65  to  80  per  cent  relief 
of  symptoms;  “fair,”  for  40  to  65  per  cent 
relief  of  symptoms,  and  “poor,”  for  0 to  40 
per  cent  relief  of  symptoms.  To  simplify 
the  statistical  analysis,  these  four  groups 
were  further  reduced  to  the  two  categories 
of  “satisfactory”  and  “unsatisfactory.” 
“Good”  and  “fair  to  good”  were  combined 
to  constitute  the  “satisfactory”  group  (65  to 
100  per  cent  relief  of  symptoms).  “Poor” 
and  “fair”  were  combined  to  form  the 
“unsatisfactory”  group  (0  to  65  per  cent 
relief  of  symptoms). 

Tables  II  and  III  are  compilations  of  the 
results  of  grass  and  ragweed  therapy  with 
aqueous,  emulsion,  and  pyridine  extracts 
from  1959  to  1963.  Grass  pollinosis  treated 
with  aqueous  extracts  in  1959  gave  satis- 
factory results  in  67  per  cent  of  patients. 
Corresponding  percentages  for  emulsion 
therapy  from  1960  to  1963  were  67,  77,  60, 
and  70  per  cent.  In  1963  pyridine  extract 
grass  solution  gave  satisfactory  results  in 
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TABLE  III.  Comparison  of  results  of  ragweed 
therapy  with  aqueous,  emulsion,  and  alum-pre- 
cipitated pyridine  extracts,  1959  to  1963 


Type  of  Therapy 
and 
Year 

Number 

of 

Pa- 

tients 

Satis- 

factory 

Results 

(Per 

Cent) 

Unsatis- 

factory 

Results 

(Per 

Cent) 

Aqueous,  1959 

72 

70 

30 

Repository,  1960 

103 

65 

35 

Repository,  1961 

101 

76 

24 

Repository,  1962 

114 

66 

34 

Repository,  1963 

77 

57 

43 

Pyridine  extract, 
1963 

68 

64 

36 

66  per  cent  of  patients.  Ragweed  pollinosis 
treated  with  aqueous  extracts  in  1959  gave 
satisfactory  results  in  70  per  cent.  Results 
with  emulsion  preparations  from  1960  to 
1963  were  satisfactory  in  65,  76,  66,  and  57 
per  cent  respectively.  In  1963  pyridine  ex- 
tract ragweed  solutions  produced  satisfac- 
tory results  in  64  per  cent  of  patients. 

The  incidence  of  constitutional  and  local 
reactions  following  aqueous,  emulsion,  and 
pyridine  extracts  were  analyzed.  Grass 
and  ragweed  aqueous  pollen  therapy  in  1959 
resulted  in  mild  systemic  reactions  in  2 to  3 
per  cent  of  patients.  There  were  no  severe 
constitutional  reactions  with  grass  extract 
and  a moderately  severe  reaction  from  rag- 
weed in  only  1 per  cent.  Mild  local  ery- 
thema at  the  site  of  injection  occurred  in 
8 to  10  per  cent  of  the  patients  but  subsided 
in  four  to  twenty-four  hours,  and  there  was 
no  delayed  nodule  formation. 

Grass  emulsion  therapy  in  1960  resulted 
in  mild  constitutional  reactions  in  3 per  cent 
and  moderate  to  severe  systemic  reactions  in 
5 per  cent  of  patients.  Ragweed  emulsion 
therapy  in  1960  resulted  in  mild  systemic  re- 
actions in  13  per  cent  and  moderate  to  severe 
reactions  in  3 per  cent.  Approximately  60 
per  cent  had  local  swelling  at  the  site  of  the 
injection  lasting  from  a day  to  a few  weeks. 
Residual  pea-sized  nodules  were  palpated 
in  3 per  cent  of  the  patients  one  year  follow- 
ing repository  injection.  With  emulsion 
therapy  in  1961  there  were  mild  systemic 
reactions  in  6 to  7 per  cent  and  moderately 
severe  constitutional  reactions  in  1 per 
cent.  Local  swelling  and  erythema  per- 
sisted from  a day  to  a few  weeks  in  25  per 
cent,  and  in  7 per  cent,  residual  pea-sized 
nodules  were  noted  after  one  year.  In 
1962,  following  emulsion  therapy,  mild 


systemic  reactions  were  noted  in  1 per 
cent,  and  there  were  no  severe  systemic 
reactions.  Immediate  local  reactions  oc- 
curred in  20  per  cent,  and  4 per  cent  of  the 
patients  had  residual  nodules.  In  1963 
with  emulsion  therapy  there  were  mild 
systemic  reactions  in  1 to  2 per  cent  and  no 
severe  systemic  reactions.  Immediate  local 
swellings  occurred  in  25  per  cent,  and  de- 
layed residual  nodules  after  one  year  were 
noted  in  7 to  9 per  cent. 

There  were  no  systemic  reactions  noted 
following  the  use  of  pyridine  extracts. 
In  3 per  cent  there  were  mild  local  swell- 
ings and  erythema  at  the  site  of  the  in- 
jection persisting  for  about  twenty-four 
hours,  and  no  nodules  were  palpable. 
Analyses  of  the  constitutional  and  local 
reactions  following  grass  and  ragweed 
therapy  with  the  three  different  extracts 
appear  in  Tables  IV  and  V. 

Comment 

Evaluation  of  results  is  very  difficult  in 
the  field  of  allergy  because  of  the  many 
variables  in  the  patients  and  physicians 
interpreting  the  results.  Psychologic  fac- 
tors in  the  patient  and  the  physician 
further  complicate  the  problem.  The 
author  was  the  only  one  to  interpret  the 
results  in  this  study,  minimizing  different 
standards  set  by  various  investigators. 
A careful  attempt  was  made  to  evaluate  a 
patient’s  response  through  examination 
and  interrogation  during  the  season  and 
immediately  thereafter.  Patients  in  the 
“satisfactory”  group  stated  that  they  were 
pleased  with  the  results  and  desired  the 
same  form  of  treatment  for  the  following 
year.  Patients  in  the  “unsatisfactory” 
group  were  dissatisfied  with  their  results 
and  requested  that  a change  be  made  for 
the  following  year  so  they  might  obtain  a 
greater  relief  from  symptoms. 

The  over-all  results  with  aqueous,  emul- 
sion, or  alum-precipitated  pyridine  ex- 
tracts were  similar.  Approximately  two 
thirds  of  the  patients  under  each  form  of 
treatment  had  satisfactory  results.  The 
maximum  dose  administered  with  all  three 
forms  ranged  from  1,000  to  10,000  PNU. 
The  benefit  derived  from  pollen  therapy 
seemed  to  be  independent  of  the  dosage 
within  this  range. 

Therapy  with  aqueous  pollen  extracts  has 
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TABLE  IV.  Comparison  of  reactions  by  per  cent  following  grass  pollen  therapy  with  aqueous,  emulsion, 
and  alum-precipitated  pyridine  extracts,  1959  to  1963 

Moderate  Immediate  Delayed 

Mild  to  Severe  Local  Local 

Constitu-  Constitu-  Reactions  Reactions 

Type  of  Therapy  Number  of  tional  tional  (Erythema,  (Nodules, 

and  Year  Patients  Reactions  Reactions  Swelling)  Cysts) 


Aqueous,  1959 
Emulsion,  1960 
Emulsion,  1961 
Emulsion,  1962 
Emulsion,  1963 
Pyridine  extract,  1963 

48 

64 

72 

73 
46 
67 

2 0 

3 5 

6 1 

1 0 

2 0 

0 0 

8 

60 

25 

20 

25 

3 

0 

3 
7 

4 
7 
0 

TABLE  V.  Comparison  of  reactions  following  ragweed  pollen  therapy  with  aqueous,  emulsion,  and  alum- 

precipitated  pyridine  extracts,  1959  to  1963 

Immediate 

Delayed 

Moderate  to 

Local 

Local 

Mild 

Severe 

Reactions 

Reactions 

Type  of  Therapy 

Number  of 

Constitutional  Constitutional 

(Erythema- 

(Nodules, 

and  Year 

Patients 

Reactions 

Reactions 

Swelling) 

Cysts) 

Aqueous,  1959 

72 

3 

1 

10 

0 

Emulsion,  1960 

103 

13 

3 

50 

3 

Emulsion,  1961 

101 

7 

0 

25 

7 

Emulsion,  1962 

114 

0 

0 

20 

4 

Emulsion,  1963 

77 

1 

0 

25 

9 

Pyridine  extract,  1963 

68 

0 

0 

3 

0 

been  employed  for  many  years,  so  that  ex- 
tensive experience  with  it  has  been  amassed. 
Its  advantages  and  limitations  are  well 
known.  It  is  available  commercially  and 
does  not  present  the  danger  of  delayed 
nodules,  cysts,  or  draining  abscesses.  The 
disadvantages  of  aqueous  therapy  are  as 
follows:  A greater  number  of  injections  are 
required;  increases  in  dose  have  to  be  made 
slowly;  increases  should  not  be  made  if 
the  interval  between  injections  is  greater 
than  one  week;  absorption  of  the  antigen 
is  very  rapid,  so  that  hyperreactive  pa- 
tients have  to  be  given  very  small  doses; 
and  patients  have  to  be  observed  in  the 
office  for  at  least  twenty  minutes  after 
injection  for  possible  systemic  reactions. 

On  the  other  hand,  there  are  a number  of 
advantages  to  emulsion  therapy.  Few 
injections  are  required,  and  since  the  ab- 
sorption of  the  antigen  is  very  slow,  large 
doses  can  be  administered.  Patients  need 
not  be  kept  in  the  office  following  an  injec- 
tion. Patients  who  have  had  systemic 
reactions  with  aqueous  therapy  can  gen- 
erally receive  larger  doses  safely  with  emul- 
sion therapy.  Some  of  the  disadvantages 
of  emulsion  therapy  are  as  follows:  It 


has  been  employed  for  only  a few  years. 
It  is  not  available  commercially,  and  time 
and  knowledge  are  required  to  prepare  and 
administer  it.  The  emulsion  should  be 
examined  after  preparation  and  before 
administration.  In  our  study  one  quarter 
of  the  patients  complained  of  discomfort 
or  local  swelling  at  the  site  of  the  injection 
persisting  for  days  or  weeks.  There  were 
residual  pea-sized  nodules  palpable  months 
following  the  injection  in  3 to  7 per  cent  of 
the  patients.  The  constitutional  reaction 
rate  was  16  per  cent  during  the  first  year  of 
treatment.  However,  with  greater  knowl- 
edge and  experience,  the  reaction  rate  was 
reduced  to  1 per  cent  or  less.  The  medico- 
legal aspects  of  emulsion  therapy  are  greater 
than  with  aqueous  or  pyridine  extract 
therapy. 

The  alum-precipitated  pyridine  extract 
requires  7 to  10  injections  for  the  course  of 
treatment.  This  is  greater  than  required 
for  emulsion  but  much  fewer  than  the 
number  needed  for  aqueous  therapy.  It 
was  made  available  commercially  in  Sep- 
tember, 1963.  Increment  increases  can  be 
made  more  rapidly  than  with  the  aqueous 
extract  and  can  be  made  even  after  an 
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TABLE  VI.  Comparison  between  aqueous,  emulsion,  and  alum-precipitated  pyridine  extracts 


Results 

Aqueous 

Emulsion 

Pyridine 

Extract 

Satisfactory 

68  per  cent 

65  per  cent 

65  per  cent 

Preparation  required  by  physician 

No 

Yes 

No 

Re-examination  of  extract  required 
before  administration 

No 

Yes 

No 

Immediate  local  reactions 

10  per  cent 

20  to  40 

4 per  cent 

Delayed  local  reactions 

0 per  cent 

per  cent 
7 per  cent 

0 per  cent 

Constitutional  reactions 

0 to  1 per 

0 to  5 per 

0 to  1 per 

cent 

cent 

cent 

Rapidity  of  absorption 

Fast 

Slow 

Intermediate 

Medicolegal  responsibility 

Minimum 

Maximum 

Minimum 

interval  of  four  weeks.  Hyperreactive 
patients  can  be  given  larger  doses  with  fewer 
injections  than  are  needed  with  aqueous 
extracts.  There  were  no  nodules  or  cysts 
noted  after  injections.  Since  the  anti- 
gen is  absorbed  rather  slowly,  the  patient 
need  not  be  kept  in  the  office  following 
an  injection.  In  the  author’s  one-year 
experience,  no  systemic  reactions  occurred. 
Studies  reported  in  the  literature  indicate 
that  the  systemic  reaction  rate  is  less  than 
with  aqueous  extracts.7'  8 

There  was  3 per  cent  incidence  of  local 
erythema  and  swelling  following  adminis- 
tration of  pyridine  extracts.  This  im- 
mediate local  reaction  rate  was  less  than 
that  noted  following  aqueous  therapy.  The 
difference  in  local  reaction  was  especially 
marked  when  compared  with  emulsion 
extracts.  Torsney  and  Tuft9  have  com- 
mented on  this  advantage.  The  similari- 
ties and  differences  with  the  use  of  the  three 
forms  of  pollen  preparation  are  sum- 
marized in  Table  VI. 

Pyridine  extract  was  used  by  the  author 
for  the  first  time  in  1963.  There  were  68 
patients  who  received  ragweed  pyridine 
extract;  of  these  patients,  40  had  received 
traditional  aqueous  therapy  in  the  past. 
On  comparing  the  results  of  treatment  from 
pyridine  and  aqueous  extracts,  70  per  cent 
showed  the  same  degree  of  benefit  from 
both  preparations;  18  per  cent  were  worse 
with  pyridine  extract;  and  12  per  cent  were 
better  with  pyridine  extracts.  In  the 
group  of  68  patients  with  ragweed  allergy 
treated  with  pyridine  extract,  there  were 
34  patients  who  had  received  emulsions 
in  previous  years.  On  comparing  the  re- 
sults of  treatment  from  pyridine  extract 
and  from  emulsion  preparation,  62  per 


cent  obtained  similar  benefit,  6 per  cent 
were  worse  with  pyridine  extract,  and  32 
per  cent  benefited  more  from  pyridine 
extract  than  emulsion  preparations. 

There  were  67  patients  who  received  grass 
pyridine  extracts  in  1963;  38  of  these  pa- 
tients had  received  traditional  aqueous 
therapy  in  previous  years.  Comparison  of 
results  showed  that  92  per  cent  received 
the  same  degree  of  relief  from  both  prepara- 
tions, 3 per  cent  were  worse  with  pyridine 
extract,  and  5 per  cent  were  better  with 
pyridine  extract.  In  the  67  patients  treated 
with  grass  pyridine  extracts,  31  had  re- 
ceived emulsion  therapy  in  previous  years. 
Comparison  of  results  of  therapy  with 
pyridine  extract  and  emulsion  prepara- 
tions revealed  that  71  per  cent  had  the 
same  degree  of  relief  from  both,  and  29 
per  cent  received  greater  benefit  from  pyr- 
idine extract. 

One  of  the  glaring  omissions  in  attempt- 
ing to  analyze  the  results  of  the  three  dif- 
ferent pollen  extracts  is  the  lack  of  controls. 
This  work  was  conducted  in  private  prac- 
tice, and  the  author  was  not  able  to  ad- 
minister placebo  injections.  It  is  vital 
that  the  results  of  control  studies  be  thor- 
oughly investigated.  Allergic  symptoms 
are  variable  from  year  to  year,  with  spon- 
taneous remissions  and  recurrences.  The 
psyche  plays  a great  role  in  this  disease. 
Reliance  on  the  physician  and  dependence 
on  the  injections  are  factors  that  cannot 
be  taken  lightly  in  the  evaluation  of  any 
procedure  used  in  the  treatment  of  allergy. 

Summary 

Three  different  grass  and  ragweed  prep- 
arations were  analyzed:  aqueous,  emulsion, 
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and  alum-precipitated  pyridine  suspension. 
There  were  902  private  patients  studied 
over  a five-year  period,  1959  to  1963.  The 
clinical  results  were  similar  with  all  three 
preparations,  giving  satisfactory  results 
in  approximately  66  per  cent.  The  ad- 
vantages of  aqueous  therapy  are  that  it  has 
been  used  the  longest  of  the  three  types 
and,  in  contrast  to  emulsion  therapy, 
does  not  cause  residual  cysts  and  nodules. 
Its  disadvantages  are  that  among  the 
three  preparations  it  requires  the  greatest 
number  of  injections  for  pollen  desensitiza- 
tion, as  it  is  absorbed  more  rapidly  than 
the  other  two  types  of  extracts.  Further, 
hyperreactive  patients  must  be  given  con- 
servative doses  because  of  the  danger  of 
constitutional  reactions. 

With  emulsion-type  antigen  a course  of 
treatment  can  be  completed  in  one  to  four 
injections,  since  the  emulsion  extract  is 
absorbed  more  slowly  than  aqueous  or 
alum-precipitated  pyridine  extracts,  and 
hyperreactive  patients  can  receive  larger 
doses.  Its  disadvantages  are  the  occasional 
presence  of  residual  nodules,  the  lack  of 
commercial  availability,  requiring  prepara- 
tion by  the  physician,  and  the  greater 
medicolegal  responsibilities  its  use  entails. 

The  advantage  of  alum-precipitated  pyr- 
idine extract  over  aqueous  extracts  is  its 
slower  absorption,  so  that  a course  can  be 
completed  in  7 to  10  injections,  increases 
can  be  made  more  rapidly  and  can  be 


given  even  at  four-week  intervals.  In 
addition,  it  is  more  stable  than  aqueous 
extracts.  The  advantages  of  alum-pre- 
cipitated extract  over  emulsion  extracts 
are  its  commercial  availability  and  the 
fact  that  nodules  or  cysts  do  not  result 
from  its  use.  Alum-precipitated  pyridine 
extracts,  introduced  in  1959  and  the  newest 
of  the  three  types  of  antigen  preparations, 
require  a greater  number  of  injections  for 
desensitization  than  do  emulsion  extracts. 

55  Dogwood  Lane 
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Since  the  discovery  that  administration 
of  testosterone  to  experimental  animals  and 
man  induces  nitrogen  retention,1-2  a wide 
undertaking,  international  in  scope,  has 
led  to  the  discovery  and  synthesis  of  a 
host  of  hormonal  steroids  that  possess  in 
varying  degrees  the  desirable  characteris- 
tics of  a high  anabolic  and  low  androgenic 
effect.  Some  of  these  were  effective  by 
oral  administration;  others  had  to  be  in- 
jected; and  still  others  proved  effective  by 
either  mode  of  administration.  A few 
that  were  found  to  be  long-acting  anabolic 
steroids  on  injection  have  been  employed 
with  success  in  catabolic  conditions  of 
convalescence  and  rehabilitation. 3 How- 
ever, claims  for  the  protein  anabolic  char- 
acteristics of  these  latter  substances  are 


based  for  the  most  part  on  clinical  rather 
than  biochemical  criteria.  It  is  well  recog- 
nized that  under  certain  clinical  conditions 
parenterally  effective  anabolic  steroids  af- 
ford greater  medical  convenience  and 
advantages  than  do  the  oral  forms.  These 
considerations  prompted  us  some  years  ago 
to  undertake  a systematic  determination 
of  the  relative  protein  anabolic  activity  of 
some  injectable  preparations  in  terms  of  the 
steroid  protein  activity  index.4  This  re- 
port presents  observations  on  the  degree 
and  duration  of  anabolic  effect  of  five 
compounds  that,  by  effecting  improve- 
ments in  body  weight  and  hemoglobin 
levels,  promised  significant  clinical  useful- 
ness. 

Procedures  and  methods 

Our  subjects  were  adult  males  and  fe- 
males in  the  rehabilitation  phase  of  episodes 
resulting  in  paraplegia,  hemiplegia,  other 
neurologic  disorders,  and  fractures. 
Within  the  age  range  represented,  which 
was  twenty-one  to  ninety-three  years, 
many  of  the  patients  in  this  study  were 
elderly,  so  that  the  incidence  of  hypo- 
gonadism was  high.  With  few  exceptions, 
their  activities  were  regulated  carefully  by 
a comprehensive  program  of  progressive 
physical  rehabilitation.  Subjects  were 
considered  for  metabolic  studies  only  after 
they  had  become  well  adjusted  to  their 
environment  and  activities,  usually  within 
two  or  three  weeks  of  admission  to  The 
Burke  Rehabilitation  Center.  Gross  nu- 
tritional status  was  estimated  from  tables 
of  the  Metropolitan  Life  Insurance  Com- 
pany.5 Deviations  of  the  observed  weight 
from  desirable  weight  indicated  by  these 
tables  are  reported  as  per  cent  S (per  cent  of 
standard  weight)  in  reference  to  the  age- 
height-weight  parameter. 

Meals  at  our  institution  are  prepared  to 
provide  an  approximate  calorie  distribu- 
tion of  15  per  cent  protein,  50  per  cent 
carbohydrate,  and  35  per  cent  fat.  Tabu- 
lar measurements  of  the  food  intake  of 
patients  showed  an  over-all  average  daily 
caloric  intake  of  1,741,  with  74  Gm.  of 
protein.  On  an  average  body  weight 
basis,  this  represents  27  calories  and  1.15 
Gm.  of  protein  per  kilogram  of  body  weight, 
a range  in  good  agreement  with  recom- 
mended dietary  allowances.6  Although  the 
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self-selected  regimen  could  be  expected  to 
provide  adequate  amounts  of  critical  vita- 
mins and  minerals,  a vitamin-mineral 
supplement  of  recognized  potency  was 
given  daily  on  a prophylactic  basis. 

After  the  period  of  adjustment,  studies 
were  initiated  consisting  of  successive 
control  and  test  periods  of  varying  dura- 
tion. The  test  substances  were  given 
orally  or  by  injection  in  the  dosage  ranges 
indicated  by  prior  experience.  During 
each  week  of  study,  twenty-four-hour 
urine  collections  and  corresponding  diet 
records  were  obtained  on  the  third  or  fourth 
day  of  each  week  of  study.  Nitrogen 
balance  study  periods  were  for  at  least 
two,  and  as  long  as  six,  weeks  in  duration. 
When  repeat  or  multiple  studies  were  done 
on  a patient,  balance  periods  were  separated 
by  a minimum  of  two  weeks. 

The  daily  nitrogen  output  was  de- 
termined by  Kjeldahl  analysis7  and  cre- 
atinine by  the  Jaffe  reaction.8  Blood  de- 
rived from  weekly  collections  was  analyzed 
for  hemoglobin,8  hematocrit,9  sodium  and 
potassium, 10  chlorides,11  thymol  turbidity,12 
bilirubin,13  plasma  amino  nitrogen,1415 
plasma  aminograms,15-16  and  serum  glu- 
tamic oxaloacetic  transaminase  activity.17 

The  average  nitrogen  balance  changes  for 
each  period  were  determined  from  summa- 
tions of  the  daily  nitrogen  intake  as  de- 
rived from  the  tables  of  Taylor, 18  the  total 
daily  urinary  nitrogen  output  determined 
by  Kjeldahl’s  method,  and  10  per  cent  of 
the  urinary  nitrogen  as  an  estimate  of  fecal 
nitrogen.  Frequent  spot  checks  of  the 
estimated  dietary  and  fecal  nitrogen  by  the 
Kjeldahl  analysis  have  shown  uniform 
agreement  within  plus  or  minus  5 per  cent. 

Detailed  serial  studies  by  one  of  us19  on 
29  adult  females  and  by  Sargent  et  aZ.20  on 
12  male  military  personnel  have  shown 
that  under  conditions  of  normal  protein 
intake  (approximately  1 Gm.  per  kilogram 
of  body  weight)  the  fecal  nitrogen  may 
range  from  2 to  15  per  cent  of  the  urinary 
nitrogen.  However,  the  range  follows  the 
normal  distribution  curve,  in  which  the  10 
per  cent  value  represents  maximal  fre- 
quency. Because  of  this  and  other  con- 
firmatory knowledge  and  because  of  the 
difficulties  and  errors  inherent  in  the  col- 
lection and  handling  of  feces,  it  has  become 
common  practice  in  this  type  of  nutritional 
pharmacologic  study  to  disregard  the  fecal 


the  duration  and  degree  of  nitrogen  reten- 
tion effects  of  the  parenteral  forms  of  five 
anabolic  steroids — SC-7525,  SKF-6611, 

SKF-8048,  dromostanolone  propionate,  and 
stanozolol — were  determined  in  terms  of 
their  SPAI  {steroid  protein  activity  index ) 
in  adult  males  and  females  undergoing  phys- 
ical rehabilitation.  In  most  instances  the 
highest  and  longest  sustained  SPAI  values 
were  obtained  with  patients  with  clinical 
evidences  of  marked  nutritional  depletion. 
The  duration  of  significant  anabolic  effect 
was  found  to  be  longest  {thirty-five  days) 
with  a single  injection  of  50  mg.  of  stano- 
zolol. 


nitrogen  or  to  estimate  it  as  10  per  cent 
of  the  urinary  nitrogen. 2 1 - 2 2 In  the  interest 
of  greater  accuracy  we  have  chosen  the 
latter  alternative.  Moreover,  since  in- 
creases of  0.5  Gm.  or  less  per  day  in  nitrogen 
balance  are  not  considered  a significant 
anabolic  response  in  these  studies,  it  is 
obvious  that  a rather  improbable  error,  as 
great  as  plus  or  minus  100  per  cent  of  the 
estimated  fecal  nitrogen,  would  not  in- 
fluence appreciably  the  results  or  their 
interpretation. 

Since  changes  in  appetite  often  constitute 
a recognized  and  integral  part  of  the 
pharmacodynamics  of  anabolic  steroid  med- 
ication, the  use  of  assay  procedures  that 
restrict  food  and  protein  consumption  to 
some  predetermined  level  could  only  be 
expected  to  yield  data  of  limited  physio- 
logic and  clinical  value.  In  an  attempt  to 
overcome  this  shortcoming,  a scoring  pro- 
cedure, described  in  previous  publications, 
was  devised  that  permits  examination  of 
the  protein  metabolic  effects  of  steroids 
under  conditions  of  self-selected  regi- 
mens.423-25 This  is  based  on  findings  of 
earlier  investigators  that  disclosed  that 
the  effect  of  various  agents  on  protein 
metabolism  in  different  organisms  and 
conditions  could  be  compared  more  system- 
atically in  terms  of  nitrogen  balance  to 
nitrogen  intake  ratios  than  in  terms  of 
nitrogen  output  or  balance  per  se. 26-28 
This  relationship,  which  we  have  designated 
as  the  SPAI  (steroid  protein  activity  index), 
compares  the  fraction  of  dietary  protein 
retained  by  the  body  during  the  steroid 
and  control  periods  respectively.  Treat- 
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TABLE  I.  Nitrogen  balance  studies  with  SC-7525* 


Form 

and 

Case 

Number 

Age 
(Years) 
and  Sex 

Weight 

(Kg.) 

Per 

Cent 

S 

Diagnosis 

Weeks 

of 

Study 

SC-7525 1 

Calorie 

Intake 

Nitrogen  Nitrogen 
Intake  Balance 
(Gm.)  (Gm.) 

Change  in 
Nitrogen 
Retention 
(Gm.) 

SPAI 

Oral 

1 

74,  M 

74.2 

103 

Right  hemiplegia 

1 

Control 

1,637 

9.9 

+ 2.0 

2 

25 

1,757 

10.4 

+3.6 

+ 1.6 

+ 15 

2 

31,  M 

72.7 

103 

Multiple  sclerosis 

1 

Control 

1,942 

12.7 

+ 2.5 

2 

50 

2,098 

13.5 

+ 4.7 

+ 2.2 

+ 15 

3 

58,  F 

59.6 

87 

Removal  transten- 

1 

Control 

1,794 

12.8 

+ 0.5 

torial  meningioma 

2 

50 

1,765 

12.7 

+3.3 

+ 2.8 

+ 22 

(postoperative) 

4 

62,  M 

79.0 

100 

Right  hemiplegia 

1 

Control 

2,078 

10.8 

-6.0 

2 

50 

1,984 

10.5 

-1.5 

+ 4-5 

+31 

Parenteral 

5 

24,  M 

62.3 

106 

Traumatic  para- 

1 

Control 

1,647 

9.1 

-1.5 

plegia 

2 

5 

1,848 

8.8 

-1.2 

+ 0.3 

+ 2 

1 

Control 

1,647 

9.1 

-1.5 

2 

10 

1,670 

9.2 

-1.3 

+ 0.2 

+ 2 

3 

0 

1,681 

9.4 

+ 0.5 

+ 2.0 

+ 21 

4 

0 

1,536 

9.1 

+ 1.2 

+ 2.7 

+ 29 

6 

63,  M 

67.8 

78 

Paraplegia 

1 

Control 

1,942 

10  0 

+ 1.9 

2 

10 

1,635 

10.0 

+ 5.0 

+ 3 + 

+31 

3 

0 

1,856 

11.6 

+ 5.8 

+ 3.9 

+31 

4 

0 

1,902 

10.0 

+ 2.0 

+ 0.1 

+ 10 

* All  results  given  as  daily  averages  of  each  study  period  of  seven  days  duration, 
f Oral  form  in  milligrams  per  day.  Parenteral  form  in  milligrams  per  injection. 


ment  of  the  data  in  this  manner  has  the 
practical  advantage  of  compensating  for  the 
changes  in  nitrogen  intake  that  may  occur 
in  the  course  of  the  study  and  permits 
comparison  of  results  with  diverse  sub- 
stances in  different  patients.  In  this  frame 
of  reference,  administration  of  steroids 
having  anabolic  activity  will  result  in  an 
SPAI  of  positive  value,  and  the  magnitude 
will  be  proportional  to  the  metabolic 
activity  of  the  test  steroid.  Conversely, 
administration  of  corticosteroids  may  re- 
sult in  an  SPAI  of  proportionately  negative 
value. 

Results 

SC-7525.  SC-7525  (4-estrene-30,  17/3- 

diol-3,  17  dipropionate),  a derivative  of 
19-nortestosterone,  having  some  structural 
resemblance  to  norethandrolone  (Nilevar), 
was  tested  both  in  the  oral  (capsule)  and 
injectable  forms.  Prior  pharmacologic  as- 
says in  experimental  animals  and  man  had 
indicated  that  the  steroid  possessed  pro- 
tein anabolic  activity  superior  to  the 
parent  substance.29  The  data  on  6 pa- 
tients in  Table  I support  previous  indica- 
tions that  the  protein  anabolic  potency  of 
the  oral  form  of  SC-7525  is  greater  than 
that  of  norethandrolone  (SPAI  + 8)  at 
similar  dosages. 

Since  it  was  felt  the  dosage  required  to 
achieve  a satisfactory  anabolic  response  is 


quite  high,  measurements  of  the  efficacy  of 
the  parenteral  preparation  were  under- 
taken. These  determinations  were  done 
on  2 patients  (Cases  5 and  6)  with  5 or  10 
mg.  of  the  steroid  dissolved  in  sesame  oil. 
The  nitrogen  balance  results  obtained  with 
a single  intramuscular  injection  of  10  mg. 
of  this  compound  in  terms  of  SPAI  are 
equivalent  to  those  with  25  to  50  mg.  per 
day  given  orally.  The  duration  of  the 
nutritional  effect  of  the  parenteral  form 
was  most  surprising.  Calculations  of  the 
data  on  Cases  4 and  6 indicate  that  on  a 
milligram  basis,  for  a seven-day  period,  the 
nitrogen  retention  effect  of  a single  10-mg. 
injection  of  SC-7525  was  approximately  20 
times  greater  than  that  of  50  mg.  per  day 
given  orally  for  the  same  period. 

Biochemical  measurements  done  during 
these  assays  disclosed  that  the  administra- 
tion of  SC-7525  in  either  form  was  not 
associated  with  significant  alterations  in 
blood  sodium,  potassium,  or  chloride  levels. 
Thymol  turbidity  and  bilirubin  values  also 
remained  essentially  unchanged.  Hemo- 
globin and  hematocrit  levels  increased 
significantly  within  two  weeks  in  the  2 
patients  receiving  a single  injection  of 
10  mg.  of  the  steroid.  However,  of  the 
4 patients  given  25  to  50  mg.  per  day  of  the 
oral  preparation  for  one  week,  only  2 
showed  increments  in  hemoglobin  and 
hematocrit  values. 

SKF-6611.  The  anabolic  and  andro- 
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TABLE  II.  Nitrogen  balance  studies  with  SKF-  6611* 


Case 

Number 

Age 
(Years) 
and  Sex 

Weight 

(Kg.) 

Per 

Cent 

S 

Diagnosis 

Weeks  SKF-6611 
of  (Mg.  per 

Study  Injection) 

Calorie 

Intake 

Nitrogen  Nitrogen 
Intake  Balance 
(Gm.)  (Gm.) 

Change  in 
Nitrogen 
Retention 
(Gm.) 

SPAI 

7 

77,  M 

48.2 

71 

Hip  fracture  (post- 

1 

Control 

2,655 

17.1 

+ 3.6 

operative) 

2 

5 

2,569 

18.3 

+ 8.8 

+ 5.2 

+ 31 

8 

55,  M 

55.3 

72 

Alcoholism,  mal- 

1 

Control 

2,812 

14.8 

+ 1.4 

nutrition 

2 

5 

2,630 

14.3 

+5.5 

+ 4.1 

+30 

3 

0 

2,515 

16.7 

+ 7.0 

+ 5.6 

+ 34 

9 

58,  F 

81.0 

124 

Spinal  fusion  (post- 

1 

Control 

1,559 

9.0 

-0.3 

operative) 

2 

10 

1,507 

9.6 

+ 1.8 

+ 2.1 

+ 21 

7 

77,  M 

48.2 

71 

Hip  fracture  (post- 

1 

Control 

2,599 

15.0 

+ 2.8 

operative) 

2 

10 

2,590 

17.1 

+ 5.6 

+ 2.8 

+ 14 

3 

0 

2,698 

16.9 

+ 7.8 

+ 5.0 

+ 27 

10 

21,  M 

77.4 

106 

Brain  injury  with 

1 

Control 

2,649 

14.2 

+ 4.5 

paraparesis 

2 

20 

2,671 

13.7 

+ 6.7 

+ 2.2 

+ 17 

3 

0 

2,739 

14.5 

+ 7.2 

+ 2.5 

+ 17 

11 

69,  F 

69.2 

111 

Right  hemiplegia 

1 

Control 

1,680 

10.7 

-1.2 

2 

10 

1,573 

9.9 

+ 2.1 

+ 3.3 

+ 38 

3 

20 

1,797 

11.3 

+ 8.1 

+ 9.1 

+ 83 

4 

0 

1,664 

9.7 

+ 5.6 

+ 6.8 

+ 70 

12 

76,  M 

61.5 

83 

Carcinoma  of  blad- 

1 

Control 

2,502 

13.1 

+ 1.6 

der  (postoperative) 

2 

10 

2,760 

12.9 

+ 2.5 

+ 0.9 

+ 7 

3 

5 

2,561 

13.0 

+ 4.0 

+ 2.4 

+ 19 

4 

10 

2,446 

14.4 

+ 4.9 

+ 1.3 

+ 22 

5 

0 

2,481 

13.0 

+ 4.5 

+ 2.9 

+ 23 

6 

0 

2,402 

13.9 

+ 4.6 

+ 3.0 

+ 21 

* All  results  given  as  daily  averages  of  each  study  period  of  seven  days  duration. 


genic  activity  of  SKF-6611  (4-chloro-19- 
nortestosterone  acetate)  was  assayed  in 
the  castrated  male  rat,  using  the  levator 
ani  muscle  and  seminal  vesicle  weights  as 
parameters  of  activity.30  A survey  of 
some  endocrine  functions  of  this  drug 
showed  it  to  have  no  sodium -retaining 
effect  and  negligible  estrogenic  and  minimal 
progestational  activity.  Toxicity  studies 
showed  the  drug  to  possess  a wide  margin 
of  safety. 

Prior  exploratory  investigations  by  Sala, 
Baldratti,  and  Ronchi31  indicated  that 
single  injections  of  10  to  20  mg.  of  SKF- 
6611  might  prove  effective  in  man  for 
periods  of  from  five  to  seven  days.  These 
observations  were  confirmed,  expanded, 
and  quantitated  by  our  assays.  Single 
or  multiple  intramuscular  injections  in  7 
patients,  who  received  5 to  20  mg.  of  the 
steroid  dissolved  in  glyceryl  tripelargonate, 
were  followed  by  the  results  shown  in 
Table  II.  It  is  readily  apparent  from 
these  data  that  single  injections  of  5 or 
10  mg.  of  SKF-6611  induced  marked  in- 
creases in  nitrogen  retention  of  at  least 
two  weeks  duration  (Cases  7 and  8).  The 
anabolic  response  to  20  mg.  of  the  agent 
(Case  10)  showed  no  overdosage  effect  but 
was  no  better  than  that  found  at  the  5-  and 
10-mg.  levels.  However,  measurements 
on  Case  11,  who  was  initially  in  negative 
nitrogen  balance  and  showed  an  excellent 
response  to  10  mg.  of  the  steroid,  reflected 


a marked  increase  in  nitrogen  retention  for 
the  two  weeks  following  a single  20-mg. 
injection  of  SKF-6611.  The  data  ob- 
tained with  Case  12  indicate  that  the  ana- 
bolic effect  of  weekly  injections  of  5 or  10 
mg.  of  the  steroid  was  no  greater  than  that 
found  for  the  three  weeks  after  a single 
10-mg.  dose. 

The  effect  of  SKF-6611  administration 
on  the  blood  sodium,  potassium,  and  chlo- 
ride throughout  the  period  of  the  metabolic 
studies  was  found  to  be  negligible.  Prior 
observations  in  rats  treated  with  this 
steroid  revealed  no  significant  difference  in 
the  excretion  of  sodium  or  potassium  or  in 
urinary  volume  and  pH.  In  the  human  as 
in  the  animal  studies,  no  appreciable 
changes  in  hemoglobin  and  hematocrit 
values  were  noted. 

SKF-8048.  During  the  course  of  the 
foregoing  investigations,  SKF-8048  (4- 

chloro  - 19  - nortestosterone  - 17/3(p  - chloro- 
phenoxy)  acetate),  a new  ester  of  SKF- 
6611,  became  available.  In  animal  studies 
it  was  found  to  possess  an  anabolic  action 
four  to  five  times  longer  than  the  parent 
steroid.  Concomitantly,  the  initial  mini- 
mal androgenicity  of  this  ester  decreases  at 
a more  rapid  rate  than  does  the  anabolic 
activity.  Even  at  peak  activity  its  andro- 
genicity in  rat  assays  is  about  one  sixth 
that  of  testosterone  propionate.  Pre- 
liminary studies  in  patients  by  other 
investigators  indicated  the  desirability 
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FIGURE  1.  Comparsion  of  nitrogen  retention 
effects  of  SKF-8048  in  aqueous  suspension  and 
in  glyceryl  tripelargonate  solution. 


of  determining  the  duration  of  anabolism 
induced  by  single  and  multiple  5-  and  10- 
mg.  intramuscular  injections  of  this  com- 
pound in  aqueous  suspension  or  a glyceryl 
tripelargonate  solution.32 

Representative  results  of  our  assays  are 
shown  graphically  in  Figure  1.  These 
data  provide  evidence  that  absorption  of 
the  steroid  is  slower  from  the  aqueous 
suspension  than  from  the  organic  solvent 
and  that  despite  the  promise  of  the  animal 
assays,  the  duration  of  anabolic  activity 
of  the  ester  in  man  is  appreciably  less  than 
that  of  the  parent  substance,  4-chloro-19- 
nortestosterone.  Indeed,  in  addition  to  a 
delayed  action,  10  mg.  of  the  test  steroid 
in  aqueous  suspension  is  only  as  effective 
as,  if  not  less  effective  than,  5 mg.  of  the 
compound  in  organic  solution.  It  is  also 
significant  that  nitrogen  retention  could  be 
maintained  at  high  levels  by  booster  injec- 
tion at  five-day  intervals.  This  observa- 
tion indicates  that  there  was  no  degenera- 


tion of  the  body’s  anabolic  response  to 
continued  medication. 

Assay  findings  with  3 other  patients,  in- 
volving multiple  injections  of  the  steroid 
dissolved  in  glyceryl  tripelargonate,  appear 
in  Table  III.  Examination  of  the  nitrogen 
balance  data  indicates  that  weekly  par- 
enteral administration  of  5 mg.  of  the  com- 
pound induces  an  anabolic  effect  as  great 
as  that  attained  with  10  or  20  mg.  of  the 
steroid.  However,  at  the  20-mg.  dosage 
level,  the  anabolic  reaction  persisted  (Case 
14)  for  at  least  two  weeks  after  a single 
parenteral  administration. 

Studies  in  the  rat  revealed  that  aside 
from  its  prolonged  anabolic  action,  SKF- 
8048  was  not  significantly  different  pharma- 
cologically from  SKF-6611.  Electrolyte 
and  water  retention  were  found  to  be 
nonexistent  or  negligible.  Measurements 
on  Case  11  disclosed  an  increase  in  hemo- 
globin content  but  no  change  in  hematocrit 
value.  Electrolyte  and  thymol  turbidity 
levels  remained  unchanged.  The  anabolic 
responses  of  Cases  11  and  14  were  paralleled 
by  an  expected  decrease  in  nitrogen- 
creatinine  ratios  of  the  urine. 

Dromostanolone  propionate.  Drom- 
ostanolone  propionate  (Drolban)  is  a new 
synthetic  androgenic  steroid  (17/3-hydroxy- 
2a-methyl-5a!-androstan-3-one  propionate) 
that  has  been  found  useful  in  the  treatment 
of  advanced  carcinoma  of  the  breast. 
Studies  in  rats  show  that  the  compound 
is  an  effective  myotrophic  agent  and  is  less 
androgenic  than  testosterone  or  methyl- 
testosterone.  A detailed  metabolic  balance 
study  performed  by  Blackburn  and  Childs33 
demonstrated  that  this  steroid  produced  a 
reversal  of  negative  balances  for  nitrogen, 
calcium,  potassium,  and  phosphorus. 


TABLE  III.  Nitrogen  balance  studies  with  SKF-  8048* 


Case 

Number 

Age 
(Years) 
and  Sex 

Weight 

(Kg.) 

Per 

Cent 

S 

Diagnosis 

Weeks  Steroid 
of  (Mg.  per 

Study  Injection) 

Calorie 

Intake 

Nitrogen  Nitrogen 
Intake  Balance 
(Gm.)  (Gm.) 

Change  in 
Nitrogen 
Retention 
(Gm.) 

SPAI 

13 

79,  M 

46.0 

69 

Right  hemiplegia 

1 

Control 

1,755 

11.2 

+ 1.5 

2 

5 

1,785 

11.4 

+ 4.3 

+ 2.8 

+ 25 

3 

10 

1,889 

9.8 

+ 2.1 

+ 0.6 

+ 18 

11 

69,  F 

69.0 

111 

Right  hemiplegia 

1 

Control 

2,033 

11.3 

-0.3 

2 

5 

1,935 

10.3 

+4.1 

+ 4.4 

+ 43 

3 

10 

1,978 

11.8 

+ 3.7 

+4.0 

+34 

14 

21,  M 

56.2 

78 

Traumatic  quadri- 

1 

Control 

1,814 

10.6 

-8.0 

plegia 

2 

5 

1,818 

10.6 

+3.3 

+ 11.3 

+ 100 

3 

10 

1,875 

11.8 

-0.5 

+ 7.5 

+ 71 

4 

10 

1,837 

12.6 

-2.6 

+5.4 

+54 

5 

20 

1,898 

13.6 

+ 2.2 

+ 10.2 

+ 91 

6 

0 

1,870 

10.4 

+ 2.8 

+ 10.8 

+ 102 

* All  results  given  as  daily  averages  of  each  study  period  of  seven  days  duration. 
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TABLE  IV.  Nitrogen  balance  studies  with  dromostanolone  propionate* 

Change  in 

Age  Per  Weeks  Steroid  Nitrogen  Nitrogen  Nitrogen 


Case 

Number 

(Years) 
and  Sex 

Weight 

(Kg.) 

Cent 

S 

Diagnosis 

of 

Study 

(Mg.  per 
Injection) 

Calorie 

Intake 

Intake 

(Gm.) 

Balance 

(Gm.) 

Retention 

(Gm.) 

SPAI 

15 

35,  M 

59.2 

71 

Quadriplegia 

1 

Control 

2,269 

12.5 

+ 1.6 

2 

100 

2,631 

12.2 

+ 2.2 

+ 0.6 

+ 5 

16 

56,  M 

73.8 

81 

Idiopathic  myo- 

1 

Control 

2,867 

17.2 

-0.5 

globulinuria 

2 

100 

2,865 

17.5 

+0.7 

+ 1.2 

+ 7 

17 

64,  F 

72.5 

109 

Fracture,  left  hip 

1 

Control 

1,007 

9.9 

-2.5 

2 

100 

1,051 

11.1 

+0.8 

+3.3 

+ 32 

18 

73,  F 

70.0 

97 

Basilar  artery  branch 

1 

Control 

1,523 

7.8 

+ 1.8 

occlusion 

2 

100 

1,562 

8.4 

+ 5.4 

+3.6 

+ 40 

3 

0 

1,577 

8.6 

+4.0 

+ 2.2 

+24 

4 

0 

1,530 

10.7 

+5.3 

+3.5 

+ 27 

5 

0 

1,502 

10.0 

+ 3.8 

+2.0 

+ 15 

6 

0 

1,298 

7.7 

+ 2.7 

+ 0.9 

+ 12 

* All  results  given  as  daily  averages  of  each  study  period  of  seven  days  duration. 


These  investigations  also  disclosed  that 
intramuscular  injections  of  100  mg.  of 
dromostanolone  propionate  in  sesame  oil 
three  times  weekly  were  well  tolerated  for 
eight  to  twelve  weeks  in  the  treatment  of 
metastatic  carcinomas  of  the  breast. 

The  anabolic  characteristics  of  this 
steroid  indicated  that  it  might  prove 
medically  useful  in  overcoming  the  cata- 
bolic effects  of  hypokinesia  incident  to 
strokes  and  substandard  nutritional  states 
arising  from  other  disabilities.  The  degree 
and  duration  of  anabolic  response  attained 
with  a single  100-mg.  injection  in  each  of  3 
patients  are  shown  in  Table  IV.  This 
limited  series  of  assays  reveals  that  the 
metabolic  improvement  attainable  with 
this  agent  varies.  The  nitrogen  retention 
achieved  with  Cases  15  and  16  is  poor, 
despite  ample  intake  of  calories  and  pro- 
tein. The  anabolic  response  in  Case  17 
is  excellent,  in  the  face  of  the  reducing  diet 
prescribed  to  ease  weight-bearing  on  the 
fractured  hip;  and  that  in  Case  18  is 
unusually  good,  both  as  to  intensity  and 
duration. 

Biochemical  measurements  done  during 
the  course  of  the  metabolic  studies  with 
dromostanolone  propionate  disclosed  no 
untoward  changes  with  respect  to  blood 
electrolyte  levels  in  terms  of  sodium, 
potassium,  or  chloride  values  or  evidence 
of  changes  in  hepatic  function  as  indicated 
by  thymol  turbidity  and  bilirubin  tests. 
In  2 patients  (Cases  15  and  17)  significant 
increases  in  hemoglobin  and  hematocrit 
were  noted.  The  urinary  nitrogen-cre- 
atinine ratios  fell  in  all  4 patients,  sug- 
gesting that  the  anabolic  response  may 
have  been  accompanied  by  an  appreciable 
increase  in  muscle  mass. 


Stanozolol.  In  a previous  report  ex- 
tensive data  were  presented  that  clearly 
indicated  that  oral  administration  of  stano- 
zolol (Winstrol)  produced  clinically  sig- 
nificant anabolic  activity  in  man  and  that 
this  may  be  employed  medically  in  over- 
coming the  catabolism  induced  by  some 
pharmaceutically  available  corticoster- 
oids.34 During  the  course  of  our  inves- 
tigations, animal  experiments  performed 
by  other  investigators35  disclosed  that  this 
steroid  was  also  anabolically  effective 
when  given  by  injection. 

In  our  parenteral  assays  the  metabolic 
and  biochemical  effects  resulting  from  a 
single  intramuscular  injection  of  1 ml.  of  an 
aqueous  suspension  containing  50  mg.  of 
stanozolol  were  determined  from  periods 
of  from  one  to  five  weeks  in  patients  show- 
ing some  evidence  of  malnutrition  secondary 
to  a variety  of  disabling  episodes.  The 
results  of  nitrogen  balance  measurements 
on  14  patients  are  summarized  in  Table  V. 
It  is  clear  from  these  results  that  the  par- 
enteral form  of  stanozolol  exerts  an  effective 
protein  anabolic  response  that  frequently 
persisted  for  two  to  three  or  four  weeks 
after  a single  50-mg.  injection  of  the 
steroid.  In  one  trial  (Case  32),  nitrogen 
retention  effects  were  observed  as  long  as 
five  weeks  after  one  injection.  It  is  also 
noteworthy  that  significant  improvement 
in  appetite  occurred  in  Cases  25,  26,  28,  29, 
and  32.  Clinical  trials  on  the  use  of 
stanozolol  are  continuing.  Bleicher36  has 
obtained  better  weight  response  with  pa- 
tients receiving  a 50-mg.  injection  twice  a 
month  than  with  patients  receiving  a 
similar  dose  once  a month. 

Laboratory  findings  on  some  clinically 
significant  constituents  of  blood  and  urine 
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TABLE  V.  Nitrogen  balance  studies  with  stanozolol 


Case 

Number 

Age 
(Years) 
and  Sex 

Weight 

(Kg.) 

Per 

Cent 

S 

Diagnosis 

Weeks 

of 

Study 

Steroid 
(Mg.  per 
Injection) 

Calorie 

Intake 

Nitrogen 

Intake 

(Gm.) 

Nitrogen 

Balance 

(Gm.) 

Change  in 
Nitrogen 
Retention 
(Gm.) 

SPAI 

19 

70,  M 

68. 8t 

93 1 

Arteriosclerosis 

1 

Control 

1,960 

11.6 

+0.5 

obliterans 

2 

50 

1,991 

12.3 

+ 5.0 

+ 4.5 

+37 

20 

62,  M 

56.4 

87 

Cerebrovascular 

1 

Control 

1,709 

10.6 

-0.8 

accident,  left  leg 

2 

50 

1,770 

11.5 

+ 0.5 

+ 1.3 

+ 12 

3 

0 

1,720 

10.5 

+0.2 

+ 1.0 

+ 10 

21 

48,  F 

68.5 

108 

Multiple  sclerosis 

1 

Control 

1,577 

9.8 

+ 1.7 

2 

50 

1,574 

9.4 

+3.6 

+ 19 

+ 21 

3 

0 

1,621 

9.0 

+ 5.4 

+3.7 

+ 43 

22 

73,  F 

60.0 

96 

Left  hemiplegia 

1 

Control 

1,818 

11.5 

+ 1.0 

2 

50 

1,978 

14.2 

+5.0 

+ 4.0 

+ 26 

3 

0 

1,909 

13.3 

+ 6.1 

+ 5.1 

+37 

23 

.76,  F 

55.0 

86 

Fracture,  femur 

1 

Control 

1,447 

9.4 

+3.6 

2 

50 

1,408 

9.1 

+ 4.9 

+ 1.3 

+ 16 

3 

0 

1,489 

10.2 

+ 6.0 

+ 2.4 

+ 24 

24 

74,  F 

68.7 

102 

Fracture,  right  hip 

1 

Control 

1,538 

10.5 

+ 1.5 

2 

50 

1,549 

10.2 

+3.5 

+ 2.0 

+ 20 

3 

0 

1,566 

10.3 

+3.1 

+ 1.6 

+ 16 

25 

52,  F 

68.7 

106 

Left  hemiplegia 

1 

Control 

1,663 

9.2 

-2.6 

2 

50 

1,976 

12.2 

+0.6 

+3.2 

+33 

3 

0 

1,865 

13.3 

-2.1 

+0.5 

+ 12 

26 

73,  F 

71.4 

cast 

Fracture,  tibia 

1 

Control 

1,467 

10.6 

+0.8 

2 

50 

1,634 

12.8 

+ 5.5 

+4*  7 

+35 

3 

0 

2,044 

15.2 

+ 8.8 

+ 8.0 

+ 50 

27 

55,  F 

70.0 

109 

Metastasis  of  cer- 

1 

Control 

1,130 

9.1 

-3.6 

vical  vertebrae 

2 

50 

1,281 

9.8 

+ 2.0 

+ 5.6 

+ 60 

3 

0 

1,223 

10.6 

+ 6.1 

+ 9.7 

+97 

4 

0 

1,261 

9.5 

+3.2 

+6.8 

+ 74 

28 

84,  F 

59.1 

100 

Arteriosclerotic 

1 

Control 

1,590 

8.9 

+ 2.4 

heart  disease 

2 

50 

1,921 

11.0 

+ 5.5 

+3.1 

+ 23 

3 

0 

1,909 

11.2 

+ 7.5 

+5.1 

+ 40 

4 

0 

1,865 

12.3 

+ 8.5 

+ 6.1 

+42 

29 

93,  F 

42.1 

57 

Arteriosclerotic 

1 

Control 

1,836 

11.6 

+ 4.6 

heart  disease 

2 

50 

2,342 

14.7 

+ 7.6 

+3.0 

+ 12 

3 

0 

2,277 

14.3 

+ 9.0 

+ 4.4 

+ 23 

4 

0 

2,260 

14.9 

+ 8.5 

+ 3.9 

+ 17 

30 

82,  F 

52.7 

84 

Arteriosclerotic 

1 

Control 

1,377 

7.6 

+ 2.5 

heart  disease 

2 

50 

1,350 

7.9 

+4.2 

+ 1*7 

+ 20 

3 

0 

1,461 

7.9 

+3.6 

+ 1.1 

+ 13 

4 

0 

1,401 

8.1 

+3.8 

+ 1.3 

+ 12 

31 

92,  F 

55.5 

87 

Chronic  osteo- 

1 

Control 

1,313 

7.8 

+0.8 

arthritis 

2 

50 

1,387 

8.4 

+ 3.6 

+ 2.8 

+33 

3 

0 

1,331 

7.8 

+ 2.2 

+ 1.4 

+ 18 

4 

0 

1,349 

7.6 

+ 2.6 

+ 1.8 

+ 24 

5 

0 

1,465 

8.1 

+ 4.2 

+ 3.4 

+ 42 

32 

83,  F 

51.4 

70 

Arteriosclerotic 

1 

Control 

1,469 

9.9 

+ 2.5 

heart  disease 

2 

50 

1,392 

10.6 

+ 4.8 

+ 2.3 

+ 20 

3 

0 

1,462 

10.6 

+ 4.7 

+2.2 

+ 19 

4 

0 

1,750 

11.6 

+ 5.2 

+ 2.7 

+ 20 

5 

0 

1,713 

11.2 

+ 5.0 

+ 2.5 

+ 20 

6 

0 

1,664 

11.0 

+ 5.2 

+ 2.7 

+25 

* All  results  given  as  daily  averages  of  each  study  period  of  seven  days  duration, 
t Prosthesis. 


are  summarized  in  Table  VI.  From  these 
data  it  is  clear  that  in  the  two-week  period 
following  single  injections  of  50  mg.  of 
stanozolol  there  were  no  appreciable 
changes  in  hemoglobin,  hematocrit,  or 
electrolyte  levels  or  in  liver  function  test 
results  or  transaminase  values.  In  the 
studies  in  which  observations  extended 
beyond  two  weeks,  changes  in  these 
parameters  were  also  negligible.  Our  ex- 
perience has  shown  that  the  average  nitro- 
gen-creatinine ratio  falls  with  improvement 
in  nitrogen  retention.15  The  present  find- 
ings confirm  the  biochemical  validity  of 
this  criterion,  which  fell  significantly  (minus 
1.5)  in  the  two  weeks  following  steroid 


administration  and  continued  to  decrease 
in  some  periods  of  continued  assay. 

Comment 

The  clinical  need  for  an  ideal  anabolic 
agent  for  use  in  debilitated  or  convalescing 
patients  in  whom  a smooth,  prolonged  ana- 
bolic stimulus  is  desirable  has  long  been 
recognized.  Hamblen37  indicated  that  the 
agent  should  be  devoid,  or  practically  so,  of 
androgenic,  estrogenic,  progestational,  and 
sodium-retaining  activity.  The  five  long- 
acting  steroids  assayed  in  the  present  in- 
vestigation had  been  found  to  meet  most  of 
these  pharmacologic  criteria  in  good  meas- 
ure in  both  animal  and  human  assays. 
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TABLE  VI.  Effect  of  stanozolol  on  some  constituents  of  blood  and  urine 


Constituent 

Control 

Test 

Difference  (Two 
Weeks  After 
Injection) 

Blood 

Hemoglobin  (Gm.  per  100  ml.) 

12.7 

12.8 

+ 0.1 

Hematocrit  (mm.) 

39.8 

39.6 

-0.2 

Sodium  (mEq.  per  liter) 

149 

148 

-1.0 

Potassium  (mEq.  per  liter) 

5.0 

4.5 

-0.5 

Chlorides  (mEq.  per  liter) 

93 

92 

-1.0 

Thymol  turbidity  (units) 

1.2 

1.3 

+ 0.1 

Bilirubin  (mg.  per  100  ml.) 

0.4 

0.4 

0 

Serum  glutamic  oxaloacetic  transaminase  (units) 

9.0 

8.0 

-1.0 

Urine 

Total  nitrogen-creatinine  ratio 

9.8 

9.3 

-0.5 

* Results  represent  average  of  assays  in  14  patients. 


TABLE  VII.  Comparison  of  SPAI  and  duration  of  anabolic  response  of  some  parenteral  steroids 


Days  After  Single  Injection  of  Steroid 


Steroid 

Milli- 

grams 

per 

Injection 

3 to 

Number 

of 

Patients 

. 7 • 

SPAI 

✓ 10  to 

Number 

of 

Patients 

14 

SPAI 

17  to 

Number 

of 

Patients 

21 * 

SPAI 

/ — : — 24  to 
Number 
of 

Patients 

28 s 

SPAI 

31  to 

Number 

of 

Patients 

35 

SPAI 

SC-7525 

5 to  10 

3 

+ 2 to 
+ 31 

2 

+ 21  to 
+31 

2 

+ 10  to 
+ 29 

SKF-6611 

5 to  20 

7 

+ 2 to 
+38T 

3 

+ 17  to 
+ 34 

SKF-8048 

5 

3 

+ 25  to 
+ 100 

Dromostanolone 

propionate 

100 

4 

+ 5 to 
+ 40 

1 

+ 24 

1 

+ 27 

1 

+ 15 

1 

+ 12 

Stanozolol 

50 

14 

+ 12  to 
+ 60 

13 

+ 10  to 
+97 

6 

+ 12  to 
+ 74 

2 

+ 20  to 
+ 24 

1 

+25 

Our  findings  indicate  that  anabolic 
activity  of  long-acting  steroid  forms  re- 
quires consideration  of  factors  other  than 
basic  chemical  structure  or  prosthetic 
groups.  The  first  of  these  may  be  selection 
of  the  vehicle  for  the  preparation.  For 
example,  the  extent  and  duration  of  meta- 
bolic action  of  SKF-8048  was  observed  to 
be  far  less  in  water  suspension  than  in 
glyceryl  tripelargonate  solution.  On  the 
other  hand,  the  activity  of  stanozolol  in 
aqueous  suspension  was  comparable  in 
duration  to  that  of  dromostanolone  pro- 
pionate dissolved  in  sesame  oil.  Nutri- 
tional or  biochemical  characteristics  and 
individuality  of  the  test  organism  present 
additional  uncertainties.  Attempts  to  de- 
duce human  response  to  steroid  therapy 
from  data  obtained  in  experimental  animals 
suffer  greatly  from  these  factors.  This 
circumstance  is  exemplified  by  the  ex- 
perience with  SKF-8048,  in  which  the 
duration  of  anabolic  activity  of  the  steroid 
in  man  fell  far  short  of  that  anticipated 
from  the  observations  in  rats.  To  a lesser 


degree,  but  yet  significant,  the  response  of 
patients  to  anabolic  steroid  therapy  is 
often  a function  of  prevailing  metabolic 
states.  Although  the  law  of  the  minimum 
generally  applies,  that  is,  the  greater  the 
depletion  the  greater  the  beneficial  effect, 
inexplicable  exceptions  are  often  met. 

The  wide  range  of  metabolic  response 
in  terms  of  SPAI  values  that  may  be 
encountered  is  clearly  indicated  by  our 
data  (Tables  I to  VI).  For  purposes  of 
ready  comparison,  these  data  are  sum- 
marized in  Table  VII.  In  most  but  not  all 
instances  the  highest  SPAI  values  were 
obtained  with  patients  who  were  most 
severely  depleted.  Thus,  Case  14  (Table 
III),  with  a negative  nitrogen  balance  of 
8 Gm.  per  day  in  the  control  period,  on 
administration  of  SKF-8048  showed  the 
highest  SPAI  (plus  100)  ever  obtained  in  all 
of  our  studies.  Similarly,  Case  27  (Table 
V)  was  found  in  minus  3.6-Gm.  nitrogen 
balance  per  day  in  the  control  period  and 
attained  an  SPAI  of  plus  66,  plus  97,  and 
plus  74  successively  in  the  three  weeks 
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following  a single  50-mg.  injection  of 
stanozolol. 

Of  the  five  compounds  used  in  this  study, 
only  two,  stanozolol  and  dromostanolone 
propionate,  are  pharmaceutically  available 
in  the  injectable  form  in  this  country. 
Two  other  widely  used  injectable  prepara- 
tions are  those  of  testosterone  propionate 
and  nandrolone  phenpropionate  (Dura- 
bolin).  Although  we  have  not  had  the 
opportunity  to  assay  these  products,  calcu- 
lations from  available  data  make  possible 
an  approximation  of  their  SPAI.  Ex- 
amination of  published  sources  yield  data 
on  well-documented  trials  with  injectable 
testosterone  propionate  (25  to  50  mg.  per 
day)  on  22  patients  studied  for  periods 
of  from  nine  to  twenty -five  days.38  The 
observed  nitrogen  retention  ranged  from 
15.4  to  30.2  per  cent,  with  an  average  of 
22.1  per  cent,  which  is  equivalent  to  an 
SPAI  of  about  plus  19.  However,  prob- 
lems of  androgenicity  were  frequently 
noted.  Calculations  from  the  limited 
metabolic  data  of  Van  Wayjen39  on  2 pa- 
tients who  were  given  a single  50-mg.  in- 
jection and  1 patient  who  was  given  100 
mg.  of  nandrolone  propionate  disclose  that 
steroid  protein  activity  indexes  of  from 
plus  13  to  plus  25  were  attained  during  the 
two  weeks  following  a single  injection. 

Summary 

The  duration  and  degree  of  nitrogen 
retention  effects  of  the  parenteral  forms  of 
five  anabolic  steroids — SC-7525,  SKF-6611, 
SKF-8048,  dromostanolone  propionate,  and 
stanozolol — have  been  ascertained  in  terms 
of  their  SPAI  (steroid  protein  activity 
index).  It  has  been  observed  that  the 
protein  anabolic  response  reported  for 
animals  is  frequently  poorly  predictive  of 
that  found  in  man,  both  as  to  magnitude 
and  duration  of  the  nitrogen  retention 
effect.  In  most  but  not  all  instances,  the 
highest  and  longest  sustained  SPAI  values 
were  obtained  with  patients  who  showed 
clinical  evidences  of  marked  nutritional 
depletion.  The  duration  of  significant 
anabolic  effect  was  found  to  be  longest 
(thirty-five  days)  with  a single  injection  of 
50  mg.  of  stanozolol.  The  duration  of 
maximum  effect  of  the  other  steroids  tested 
varied  from  seven  to  twenty-one  days. 
The  nitrogen  retention  effects  of  all  the 


substances  tested  were  not  associated 
with  untoward  changes  in  biochemical  al- 
terations of  the  blood  relative  to  electrolyte 
levels  and  liver  function  parameters. 
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Value  of  prewarmed  blood 
for  transfusions 

Blood  transfusions  are  defined  as  large  when  as 
much  as  3 units  or  more  are  administered.  In 
many  extensive  operations,  10  to  35  units  may 
be  used.  Rapid  administration  of  that  much 
unwarmed  blood  may  have  profound  effects, 
endangering  the  patient’s  immediate  and  future 
survival,  according  to  an  article  by  J.  W.  C. 
Fox,  M.D.,  appearing  recently  in  the  North 
Carolina  Medical  Journal. 

Dr.  Fox  cautioned  that  stored  blood  has,  to 
begin  with,  certain  chemical  peculiarities  for 
which  the  body  must  compensate.  At  normal 
temperature  the  body  can  rapidly  metabolize 
the  excess  citrate  and  buffer  the  lowered  pH  of 
stored  blood.  The  normothermic  myocardium 


32.  Smith,  Kline  and  French  Laboratories:  Research 

Circular  SKF  8048,  Part  I,  Animal  Pharmacology,  July,  1959. 

33.  Blackburn,  C.  M.,  and  Childs,  D.  S.,  Jr.:  Use  of  2 
alpha-methyl  androstan-17  beta-ol,  3-one  (2-methyl  dihydro- 
testosterone) in  the  treatment  of  advanced  cancer  of  the 
breast,  Proc.  Staff  Meet.  Mayo  Clin.  34:  113  (1959). 

34.  Albanese,  A.  A.,  Lorenze,  E.  J.,  Orto,  L.  A.,  and 

Smullyan,  I.:  Nutritional  and  metabolic  effects  of  some 

newer  steroids.  III.  Stanozolol,  New  York  State  J.  Med. 
64:  864  (Apr.  1)  1964. 

35.  Arnold,  A.,  Potts,  G.  O.,  and  Beyler,  A.  L.:  Evalua- 
tion of  the  protein  anabolic  properties  of  certain  orally  active 
anabolic  agents  based  on  nitrogen  balance  studies  in  rats, 
Endocrinology  72:  408  (Mar.)  1963. 

36.  Bleicher,  J.  E.:  Personal  communication. 

37.  Hamblen,  E.  C.:  Some  aspects  of  sex  endocrinology 
in  general  practice,  North  Carolina  M.  J.  7:  533  (1946). 

38.  Metcalf,  W.,  Dargan,  E.  L.,  Suwanraks,  C.,  and  Ohin, 
A. : A quantitative  expression  for  nitrogen  retention  with  ana- 
bolic steroids.  II.  Norethandrolone  propionate;  compari- 
son with  testosterone  propionate  and  norethandrolone, 
Metabolism  12:  910  (Oct.)  1963. 

39.  Wayjen,  R.  G.,  Van:  [Determination  of  the  nitrogen- 
retaining  effect  of  nandrolone  phenylpropionate  and  nan- 
drolone  decanoate  by  means  of  long-term  balance  studies  in 
man],  Helvet.  med.  acta  27:  523  (1960)  (Ger.). 


will  continue  to  contract.  Blood  warmed  to 
normal  body  temperature  does  not  cause  vaso- 
spasm or  cause  the  dull  ache  in  the  arm  and 
shoulder  in  patients  under  regional  or  spinal 
anesthesia.  All  children  ten  years  of  age  or 
less  must  have  prewarmed  blood  to  prevent  the 
menace  of  cardiac  or  generalized  hypothermia, 
and  the  younger  and  smaller  the  patient,  the 
more  urgent  it  becomes  for  exact  replacement 
with  measured  and  warmed  blood.  Prewarm- 
ing blood  for  transfusions  enjoyed  a vogue  about 
twenty  years  ago  but  fell  into  disrepute.  The 
difference  between  then  and  now  lies  in  the 
method  of  warming.  This  can  be  done  safely 
and  efficiently  by  passage  through  a heat  ex- 
changer. The  blood  container  itself  must  not 
be  heated  by  placement  in  a warming  vloset  or 
hot  water,  which  results  in  uneven  heating,  in- 
creased red  cell  destruction,  and  further  shifts 
in  the  electrolytes. 
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T he  production  of  concentrated  urine 
by  patients  subjected  to  fluid  restriction 
is  evidence  of  good  renal  function.  Ob- 
versely,  the  failure  of  hydropenic  subjects 
to  excrete  a concentrated  urine  is  found 
in  intrinsic  renal  disease1  and  in  other 
disorders  including  diabetes  insipidus,2 
hypercalciuria,3  potassium  depletion,4  and 
sickle  cell  disease.5 

Osmometry  has  allowed  the  precise 
quantitation  of  the  molal  particle  concen- 
tration of  urine6-7  but  has  been  limited  in 
application  because  of  the  relatively  high 
cost  of  instruments  which  measure  os- 
molality as  a function  of  freezing  point 
depression. 

Another  method  of  estimating  urine 

* This  study  was  supported  in  part  by  Grant  U-1421  from 
the  Health  Research  Council  of  The  City  of  New  York. 


solute  content,  the  refractive  index,  ac- 
curately reflects  the  total  solids  present.8 
However,  the  relation  of  urine  refractive 
index  and  osmolality  has  not  been  fully 
elucidated. 

In  the  present  paper  the  refractive  index, 
hydrometric  specific  gravity,  and  os- 
molality were  determined  for  167  urine 
samples. 

Materials  and  methods 

One  hundred  and  sixty-seven  urine  sam- 
ples were  collected  in  clean,  covered  glass 
containers  from  102  different  subjects. 
The  subjects  included  medical  students, 
faculty  members,  and  hospital  patients. 
To  obtain  a wide  range  of  values,  specimens 
were  collected  after  water  loading  (2 
subjects,  6 samples)  and  after  water 
deprivation  (18  subjects,  18  samples)  in 
selected,  presumably  normal  volunteers. 

Clear  urine  specimens  giving  a negative 
reaction  for  glucose,  protein,  and  blood  by 
the  Hemocombistix  method  were  con- 
sidered normal  (110  specimens).  Specimens 
containing  protein,  glucose,  or  blood  were 
considered  abnormal  (57  specimens). 

Fourteen  of  the  normal  specimens  and 
19  of  the  abnormal  specimens  were  of 
insufficient  quantity  to  allow  for  hydro- 
metric specific  gravity  readings.  Osmolality 
and  refractometric  readings  were  made  on 
all  of  the  167  specimens. 

All  measurements  on  a single  specimen 
were  made  within  twenty  minutes  of  each 
other  to  minimize  errors  due  to  evaporation. 
No  measurement  was  made  until  the  speci- 
men had  equilibrated  to  room  temperature 
(24  to  26  C.). 

Osmolality  was  determined  with  a Fiske 
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FIGURE  2.  Relation  of  specific  gravity,  as  read  on 
refractometer,  and  osmolality  in  110  normal  urine 
specimens. 


FIGURE  3.  Relation  of  specific  gravity,  as  read  on 
hydrometer,  and  osmolality  in  96  normal  urine 
specimens. 


Mark  III  osmometer.  Frequent  stand- 
ardization allowed  an  accuracy  of  2 per 
cent  over  a range  of  1,000  milliosmols. 

Refractometric  readings  were  made  on 
the  specific  gravity  scale  of  an  American 
Optical  Temperature  compensated  Gold- 
berg refractometer,  Model  TS-A  (Fig.  1). 
To  use  this  instrument  one  drop  of  urine 
is  placed  on  the  prism,  the  cover  plate  is 
pressed  down,  the  instrument  is  pointed 
toward  a light  source,  and  the  observer 
looks  into  the  eyepiece.  The  circular 
field  is  seen  to  be  sharply  divided  into  an 
upper  dark  area  and  a lower  bright  area. 
The  reading  is  made  at  the  point  where  the 
horizontal  junction  of  the  bright  and  dark 
areas  intersects  the  perpendicular  scale. 

Hydrometric  readings  were  made  with  a 
Merco  Squibb  Urinometer  calibrated  with 
distilled  water.  Care  was  taken  to  read 


A STUDY  WAS  made  of  167  urine  samples 
from  102  subjects.  The  hydrometric  and 
refractometric  specific  gravity  measurements 
correlated  equally  well  with  osmolality.  A 
gross  but  clinically  useful  estimation  of 
osmolality  may  be  made  from  specific  gravity 
determinations  in  normal  urine , although 
such  an  estimation  is  not  possible  in  ab- 
normal urine  because  of  large  molecules, 
particulate  matter,  and  pigments.  Individual 
variation  in  reading  the  hydrometer  intro- 
duces a serious  error  not  found  with  the 
refractometer. 


the  instrument  before  it  adhered  to  the 
side  of  the  cylinder.  The  bottom  of  the 
meniscus  was  chosen  as  the  standard  read- 
ing point. 

To  evaluate  the  contribution  of  in- 
dividual reading  error  with  the  hydrometer 
and  the  refractometer,  30  subjects  (medical 
students,  faculty  members,  and  laboratory 
personnel)  were  asked  to  determine  the 
specific  gravity  of  three  samples  using  these 
two  instruments. 

The  first  sample  was  distilled  water  and 
was  so  labeled.  The  second  and  third 
samples  were  aliquots  of  a single  normal 
urine  specimen  and  were  labeled  Urine  1 
and  Urine  2 respectively.  The  subjects 
were  not  aware  of  the  identity  of  the  latter 
two  samples.  Room  temperature  varied 
from  24  to  25  C.  during  the  experimental 
period.  Osmolality  of  all  samples  was 
checked  before  and  after  the  experiment 
and  was  found  to  vary  less  than  1 per  cent. 

Results  and  comments 

Figures  2 to  5 (center  line  equals  regres- 
sion line,  parallel  lines  equal  95  per  cent 
confidence  limits)  show  that  in  both  normal 
and  abnormal  specimens  the  hydrometric 
and  the  refractometric  specific  gravity 
correlated  equally  well  with  osmolality. 
A rather  gross  but  clinically  useful  estimate 
of  urine  osmolality  may  be  made  on 
normal  urines  with  the  refractometer  or 
with  the  hydrometer.  For  example,  one 
may  predict  with  95  per  cent  confidence 
that  a normal  urine  with  _a  refractometric 
specific  gravity  of  1.0100  will  have  an 
osmolality  in  the  range  of  295  to  545 
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SPECIFIC  GRAVITY  (REFRACTOMETER) 


FIGURE  4.  Relation  of  specific  gravity,  as  read  on 
refractometer,  and  osmolality  in  57  abnormal  urine 
specimens. 


FIGURE  5.  Relation  of  specific  gravity,  as  read  on 
hydrometer,  and  osmolality  in  38  abnormal  urine 
specimens. 


TABLE  I.  Summary  of  statistical  data 


Sample 

1.  110  normal  urines: 

refractometer  vs. 
osmometer 

2.  96  normal  urines: 

hydrometer  vs. 
osmometer 

3.  57  abnormal  urines: 

refractometer  vs. 
osmometer 

4.  38  abnormal  urines: 

hydrometer  vs. 
osmometer 


Centering — . 2 Standard  Devia- 

Points  tion  of  Regression 


Regression  Equation 

Specific  Milli- 
Gravity  osmols 

r* 

(95  Per  Cent 
Confidence) 

y* 

= -34827  + 34898Xr* 

1.0199 

764 

+0.980 

±125  milliosmols 

y 

= -37361  + 37381Xh* 

1.020 

764 

+0.981 

±124  milliosmols 

y 

= -38259  + 38232Xr 

1 . 0153 

558 

+ 0.935 

± 160  milliosmols 

y 

= -32273  + 32330Xh 

1.016 

575 

+0.907 

±204  milliosmols 

* r = Zero-order  coefficient  of  correlation;  y = Milliosmols;  Xr  = Specific  gravity  read  on  the  refractometer;  and  Xh  = 
Specific  gravity  read  on  the  hydrometer. 


milliosmols  per  1,000  Gm.  of  solute.  The 
wide  range  found  with  abnormal  urine 
specimens  makes  estimation  of  osmolality 
from  specific  gravity  little  better  than  a 
guess  (Table  I).  The  presence  in  ab- 
normal urine  of  large  molecules,  particles, 
and  pigments  (protein,  bacteria,  red  and 
white  blood  cells,  and  hemoglobin)  which 
greatly  affect  the  hydrometric  and  re- 
fractometric  specific  gravity  without  having 
much  effect  on  the  osmolality,  largely  ac- 
counts for  the  wide  ranges  found. 

It  must  be  emphasized  that  the  results 
so  far  reported  are  achieved  only  when 
the  measurements,  especially  hydrometric 
specific  gravity,  are  made  under  carefully 
standardized  conditions.  Individual  varia- 
tion in  reading,  previously  reported  by 
Galambos,  Herndon,  and  Reynolds9  is  a 


TABLE  II.  Variation  in  reading  hydrometer  and 
refractometer  (30  observers) 


Substance 
and  Method 

Standard 

Deviation 

2 Standard 
Deviation  (95 
Per  Cent 
Confidence) 

Distilled  Water 

hydrometer 

±0.00140 

±0.00280 

refractometer 

±0.00015 

±0.00030 

Urine  1 

hydrometer 

±0.00077 

±0.00154 

refractometer 

±0.00029 

±0.00058 

Urine  2 

hydrometer 

±0.00180 

±0.00360* 

refractometer 

±0.00026 

±0.00052* 

* Used  in  calculations  in  Table  III. 


serious  error  encountered  when  the  hy- 
drometer is  used  to  determine  specific 
gravity.  Table  II  demonstrates  that  dif- 
ferent observers  will  obtain  very  different 
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TABLE  III.  Cumulative  effect  of  reading  variation  and  prediction  error  on  estimated  range  of  osmolality 
of  single  hypothetical  normal  urine  sample  of  hydrometric  specific  gravity  1.0140 


Method 

95  Per  Cent  of  Readings 
(Mean  + 2 Standard  Deviation) 

Estimated  Range  of 
Osmolality  (Milliosmols 
per  1,000  Gm.  Solute) 

Hydrometer 

Refractometer 

1 . 0140  ± 0 . 0036  = 1 . 0104  - 1 . 0176 
1.0140  ± 0.00052  = 1.01348-  1.01452 

285  to  800 
415  to  700 

readings  of  hydrometric  specific  gravity  on 
the  same  specimen.  Individual  variation 
in  reading  the  refractometer  occurs  in  the 
fourth  decimal  place  and  has  little  sig- 
nificance. The  cumulative  effect  of  read- 
ing error  and  prediction  error  produces  an 
extremely  wide  estimated  range  of  285  to 
800  milliosmols  per  1,000  Gm.  of  solute 
for  a hypothetical  normal  urine  with  a 
hydrometric  specific  gravity  of  1.0140 
(Table  III).  This  range  includes  urine 
which  is  isosmolar  with  plasma  and  urine 
which  is  concentrated  almost  three  times 
over  plasma.  The  narrower  range  of  415 
to  700  milliosmols  per  1,000  Gm.  of  solute 
obtained  with  the  refractometer  is  of 
considerably  greater  clinical  value. 

Summary 

When  performed  in  a carefully  stand- 
ardized manner,  hydrometric  and  re- 
fractometric  specific  gravity  measure- 
ments correlate  equally  well  with  osmo- 
lality. This  correlation  allows  for  a gross 
but  clinically  useful  estimation  of  osmo- 
lality from  specific  gravity  determinations 
in  normal  urine.  Abnormal  urine  con- 
tains large  molecules,  particulate  matter 
and  pigments  which  have  a great  effect  on 
the  hydrometric  and  refractometric  spe- 
cific gravity  but  little  effect  on  the  os- 
molality. Because  of  this,  prediction  of 
osmolality  from  specific  gravity  in  ab- 


normal urines  is  not  possible. 

Individual  variation  in  reading  the 
hydrometer  introduces  a serious  error  not 
encountered  with  the  refractometer. 

The  Goldberg  refractometer  is  a light, 
compact,  rugged,  easily  read  instrument 
requiring  only  one  drop  of  urine  for  re- 
producible estimates  of  specific  gravity. 
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Severe  nasal  hemorrhage  in  a patient 
can  disrupt  the  most  efficiently  managed 
office,  as  all  doctors  know.  In  an  attempt 
to  overcome  this  situation,  a nasal  clamp 
was  designed  which,  when  placed  on  the 
nasal  alae  of  the  bleeding  patient,  could 
control  or  modify  the  hemorrhage.  Since 


FIGURE  1.  Nasal  clamp.  (A)  Plastic 


about  90  per  cent  of  nasal  hemorrhages 
arise  from  the  anterior  septal  area,  this 
clamp  can  be  placed  where  it  will  exert  the 
greatest  pressure.  Because  it  is  easy  to 
apply,  the  clamp  can  be  sent  home  with  the 
patient  to  be  used  should  the  hemorrhage 
recur. 

Description 

Figure  1A  shows  the  open-ended,  plastic 
spring  design  of  the  nasal  clamp.  The 
design  is  based  on  the  principle  of  the  circle 
and,  while  elemental,  was  chosen  after  con- 
siderable experiment  with  a variety  of  more 
complex  spring-clamp  configurations. 

The  clamp*  is  made  in  two  sizes  that 
have  been  found  adequate  to  meet  the 
needs  of  various  nasal  conditions.  A small 
size,  shown  in  the  photo,  measures  IV2 
by  2y2  inches  with  a cross  section  of  Vs  by 
V2  inch.  A larger  size,  of  higher  spring 
pressure,  measures  2 by  3V4  inches  and  is 
of  the  same  cross  section. 

The  material  chosen  is  cellulose  acetate 
because  it  has  a sufficient  modulus  of 
elasticity  for  use  in  this  design,  besides 
being  a very  strong,  tough  plastic. 

* Patent  applied  for. 


spring  design.  (B)  Position  on  nose. 
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Method 

Figure  IB  shows  the  nasal  clamp  in 
position  on  a patient’s  nose  to  control 
hemorrhage  from  the  anterior  septal  area. 
The  pressure  is  firmly  and  comfortably 


Did  you  know  . . . 

When  cortisone  was  first  developed  in  1949, 
some  40  oxen  were  required  to  supply  the  raw 
material  to  make  enough  of  the  drug  to  treat 
one  arthritis  victim  for  one  day. 

Thirty-five  years  ago  there  were  450,000 
children  in  the  U.S.  under  eighteen  years  old 
who  had  lost  both  parents.  In  1963,  due  in 
part  to  the  effectiveness  of  drugs  in  keeping 
people  alive,  there  were  only  63,000  such  orphans 
despite  an  increase  in  the  population  of  over  50 
per  cent. 

To  produce  a drug  tranquilizer,  the  manu- 
facturer must  use  114  separate  operations  plus 
138  tests.  The  process  requires  31  different 
raw  materials  and  takes  twenty-four  days  to 
complete. 

Of  604  new  drugs  developed  world-wide 
during  the  period  1941  to  1964,  the  U.S.  origi- 
nated 366  of  them;  167  were  developed  in  16 
foreign  countries;  the  sources  for  44  are  not 
identified;  16  are  new  uses  of  previously  known 
compounds;  and  11  are  credited  to  more  than 
one  country. 

Government  figures  show  that  out  of  the  1,600 
drug  manufacturing  companies  which  filed 
income  tax  returns  in  1961,  only  968  reported 
profits. 


applied  to  hold  the  nasal  packing  tight 
against  the  bleeding  area.  Usually,  about 
ten  minutes  of  pressure  will  control  the 
bleeding. 

406  Fulton  Street 


Prescription  drug  industry  employment  in 
the  U.S.  is  107,000.  Since  1947,  average  earn- 
ings of  drug  production  workers  have  more  than 
doubled,  rising  from  $48.23  a week  in  1947  to 
$102.53  a week  in  1964. 

The  U.S.  prescription  drug  industry  budgeted 
$313  million  for  research  and  development  in 
1964. 

American  pharmaceutical  firms  spent 
$43,483,900  on  charitable  causes  during  1963. 

The  prescription  drug  industry  pays  98  per 
cent  of  the  cost  of  the  research  and  development 
it  conducts,  according  to  the  National  Science 
Foundation,  while  a large  percentage  of  research 
by  other  industries  is  government  financed. 

Luther  L.  Terry,  M.D.,  Surgeon  General  of 
the  United  States,  predicted  in  March,  1965, 
that  hepatitis,  the  leading  cause  of  yellow  jaun- 
dice, should  “eventually  come  under  control 
through  vaccination.” 

The  drug  industry  leads  U.S.  industry  in  re- 
search and  development.  According  to  the 
National  Science  Foundation,  the  drug  industry 
accepts  the  least  amount  of  federal  research 
funds,  has  the  highest  percentage  among  all 
industries  for  basic  and  applied  research,  has 
the  highest  ratio  of  company-financed  research 
to  net  sales,  and  has  the  highest  amount  of  com- 
pany-financed research  per  employe. 
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T he  synthesis  of  hydroxyurea  (Hydrea) 
was  reported  in  1869  by  Dresler  and  Stein.1 
In  animal  studies  Rosenthal,  Wislicki,  and 
Kollek2  found  the  compound  produced 
anemia,  severe  leukopenia,  and  megalo- 
blastic changes  in  the  peripheral  blood  and 
bone  marrow.  Recently  this  compound 
has  been  introduced  into  cancer  chemo- 
therapy. It  has  profound  antineoplastic 
activity  against  L1210  mouse  leukemia 
when  administered  by  mouth  or  intra- 
peritoneally.  In  addition,  hydroxyurea  is 
effective  against  several  strains  of  L1210 
leukemia  resistant  to  other  agents.  It 
shows  slight  activity  against  the  following 
leukemias:  L5178-Y-A,  solid  B-82T,  Friend 
virus,  Dunning,  4946,  and  P815  leukemia 
resistant  to  5-fluorouracil.  Activity  has 
been  recorded  against  T241,  MA  387,  and 
Ridgeway  osteogenic  sarcoma  (solid).  It 


has  also  been  effective  against  Ehrlich’s 
carcinoma,  bladder  and  lung  carcinoma, 
Miyono  adenocarcinoma,  and  Harding- 
Passey  melanoma.3-4 

Pharmacology 

The  empirical  formula  of  hydroxyurea  is 
CH4N2O2  with  the  following  structure. 

O 

II 

NH2— C— NH— OH 

Single  large  doses  of  hydroxyurea  in  mice 
and  rats  produce  sedation,  ataxia,  tremors, 
convulsions,  and  death  due  to  respiratory 
arrest.  Dogs  also  demonstrate  sedation 
and  neurologic  abnormalities  from  single 
large  doses  of  the  drug;  however,  no  per- 
manent effect  was  noted  in  dogs  given 
0.5  to  1 Gm.  per  kilogram  intravenously  or 
2 Gm.  per  kilogram  orally.  The  primary 
effects  noted  in  chronic  toxicity  were 
gastrointestinal  symptoms  (anorexia,  vom- 
iting, and  gingival  and  rectal  bleeding)  and 
bone  marrow  depression  (anemia,  leuko- 
penia, and  thrombocytopenia).  Infre- 
quently, other  abnormalities  have  been 
reported. 4 

The  exact  mode  of  action  of  hydroxyurea 
has  not  been  elucidated.  Bendich  et  al.s 
propose  that  the  agent  acts  as  an  hy- 
droxylamine  in  rupturing  the  extended 
polymeric  helical  chain  of  mammalian  and 
bacteriophage  DNA  (desoxyribose  nucleic 
acid).  This  theory  is  based  on  their  work 
showing  amino  acid  polypeptides  are  com- 
ponents in  the  DNA  chain.  Fishbein  and 
Carbone6  recently  reported  the  finding  of 
acetohydroxamic  acid  in  the  blood  of  3 
patients  on  hydroxyurea  therapy.  This 
suggests  that  hydroxyurea  is  hydrolyzed, 
yielding  hydroxylamine  which  cleaves  thio- 
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esters,  in  particular  acetylcoenzyme  A. 
The  latter  proposal  does  not  exclude  other 
primary  actions  of  hydroxyurea. 

Clinical  toxicity  studies 

The  phase  I study  of  oral  hydroxyurea 
has  recently  been  reported.4  At  a dose  of 
40  mg.  per  kilogram  a day,  toxicity  oc- 
curred in  68  per  cent  of  the  patients  evalu- 
ated; only  15  per  cent  required  cessation  of 
therapy  because  of  toxicity.  Bone  marrow 
depression  was  the  most  common  adverse 
effect.  If  leukopenia  (1,000  to  3,000  white 
blood  cells  per  cubic  millimeter)  did  not 
occur  within  the  first  week  of  therapy,  ces- 
sation of  therapy  was  not  necessary. 
Thrombocytopenia,  which  occurred  in- 
frequently, usually  appeared  four  to  seven 
days  after  the  leukopenia  was  well  es- 
tablished. Recovery  from  both  conditions 
was  noted  within  four  to  nineteen  days  after 
their  onset.  At  a dose  of  80  mg.  per 
kilogram  a day,  toxicity  occurred  in 
100  per  cent  of  the  patients.  Megalo- 
blastic bone  marrow  was  noted  in  a large 
proportion  of  the  patients  who  devel- 
oped anemia.  A few  patients  exhibited  a 
skin  rash.  The  duration  of  therapy  prior 
to  the  occurrence  of  toxicity  at  this  dosage 
level  was  not  reported.  It  was  noted,  how- 
ever, that  older  patients  and  those  with 
compromised  bone  marrow  were  more  sensi- 
tive to  the  drug.  Tumor  responses  were 
seen  in  squamous  cell  cancer,  adenocar- 
cinoma, melanoma,  sarcoma,  and  acute  and 
chronic  leukemia. 

Remissions  in  chronic  granulocytic  leu- 
kemia after  an  initial  dose  of  40  mg.  per 
kilogram  a day  given  orally  have  been 
noted.7  Those  patients  demonstrating  a 
good  response  were  maintained  on  a dose  of 
20  mg.  per  kilogram  a day  and  minimal 
toxicity  was  noted. 

Methods  and  results 

The  background  material,  experimental 
and  clinical,  previously  noted  formed  the 
basis  for  our  program  which  was  initiated  in 
1963.  We  elected  an  altered  dosage  regi- 
men, namely,  80  mg.  per  kilogram  a day  for 
the  first  four  days  of  therapy  followed  by  a 
course  of  20  mg.  per  kilogram  a day  for 
fourteen  days.  Patients  were  accepted  for 
this  mode  of  therapy  regardless  of  age,  stage 
of  disease,  previous  therapy,  or  clinical  per- 


formance. All  of  the  patients  had  a histo- 
pathologic diagnosis  and  a measurable 
lesion  which  was  either  palpable  or  could  be 
seen  radiographically.  No  patient  was 
started  on  hydroxyurea  therapy  until  a min- 
imum of  three  weeks  had  elapsed  after  pre- 
vious cancer  chemotherapy  or  eight  weeks 
following  radiation  therapy.  The  clinical 
staging  of  disease  described  by  Karnof- 
sky8  was  utilized.  All  patients  were  evalu- 
ated with  complete  blood  counts,  liver 
and  kidney  function  studies,  and  roent- 
genograms taken  when  indicated.  The 
drug  was  discontinued  when  the  white 
blood  count  fell  below  3,000  per  cubic  milli- 
meter and/or  platelets  fell  below  90,000 
per  cubic  millimeter.  Table  I summarizes 
our  experience  with  the  first  13  patients. 
Brief  case  reports  are  presented  of  3 patients 
exhibiting  a response. 

Case  reports 

Case  1.  A fifty-seven-year-old  white 
male  had  squamous  cell  carcinoma  of  the 
nose  diagnosed  in  1954.  Between  1954  and 
June,  1959,  the  patient  had  19  surgical 
procedures  ending  with  complete  removal 
of  the  nose.  Therapy  was  initiated  in 
1962,  and  for  over  two  years  the  patient  has 
been  treated  with  the  following  chemo- 
therapeutic agents:  AB  132,  CB  1348,  PA 
124,  mitomycin  C,  and  refuin.  A transient 
response  was  noted  with  AB  132,  but  there 
was  subsequent  failure  with  this  drug  as 
well  as  with  the  other  agents.  As  a result 
of  repeated  courses  of  chemotherapy,  the 
bone  marrow  reserve  was  low  and  leu- 
kopenia occurred  with  increasing  frequency 
as  each  new  drug  was  given.  He  was 
placed  on  hydroxyurea  therapy  when  his 
tumor  measured  7 by  9 cm.  He  received  a 
total  of  51.5  Gm.  of  hydroxyurea  over  a 
period  of  sixty-eight  days.  The  agent  was 
discontinued  on  two  occasions  because  of 
severe  leukopenia.  In  all  instances  the 
rebound  was  quite  good,  and  therapy  was 
reinstituted  at  a dose  of  20  mg.  per  kilo- 
gram a day.  A severe  bone  marrow  de- 
pression finally  developed  which  required 
blood  transfusions,  prednisone  therapy,  and 
complete  cessation  of  hydroxyurea  therapy. 
A response  was  noted  ten  days  after  the 
initial  dose  of  hydroxyurea.  The  tumor 
measured  5 by  6 cm.  forty-two  days  after 
therapy  was  started.  During  this  period 
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there  was  marked  diminution  in  pain  in  the 
tumor  area.  This  response  continued  for 
twenty-one  days. 

Case  2.  A fifty-year-old  white  male  was 
diagnosed  in  November,  1961,  as  having 
Kaposi’s  sarcoma  and  mycosis  fungoides. 
He  had  received  electron  beam  therapy 
with  only  transient  improvement.  There 
was  no  response  to  refuin  therapy.  When 
hydroxyurea  was  initiated  he  had  scaly  and 
tender  lesions  covering  his  entire  body  with 
extreme  pruritus  and  diffuse  pain.  There 
was  2 to  4 plus  pitting  edema  of  the  lower 
and  upper  extremities. 

The  patient  has  continued  on  hydroxy- 
urea therapy  for  two  hundred  and  two  days. 
The  treatment  schedule  was  interrupted  on 
the  tenth  day  for  a four-day  period  because 
of  sudden  increase  in  generalized  pruritus. 
This  has  not  recurred.  Improvement  was 
first  noted  in  the  lesions  after  seven  days  of 
therapy.  This  continued  and  after  nine- 
teen days  the  pruritus,  scaling  of  skin,  pain, 
and  edema  had  disappeared.  He  returned 
to  work  thirty  days  from  initiation  of 
therapy  for  the  first  time  in  one  and  one- 
half  years  with  an  excellent  response.  This 
improvement  is  still  apparent. 

Case  3.  A twenty-four-year-old  white 
male  was  diagnosed  as  having  metastatic 
melanoma  to  the  upper  cervical  lymph 
nodes.  On  admission  the  mass  under  the 
angle  of  his  left  jaw  measured  3.5  by  2 cm. 
with  complete  anesthesia  along  the  man- 
dibular area  on  the  same  side.  He  was 
placed  on  hydroxyurea  therapy.  Sensation 
returned  to  the  left  side  of  hisk  face  after 
twenty-four  hours  of  therapy.  There  was  a 
gradual  decrease  in  size  of  the  tumor  mass. 
After  fourteen  days  of  therapy,  the  tumor 
mass  completely  disappeared.  He  will  re- 
main on  hydroxyurea  for  an  indefinite 
period  of  time.  Remission  was  continuing 
one  hundred  and  thirty  days  after  the 
initiation  of  therapy. 

Comment 

Table  I shows  5 objective  responses.  Of 
5 failures,  3 had  inadequate  therapy. 
Seven  patients  were  in  stage  3 of  the  disease 
when  therapy  was  started.  Bone  marrow 
depression  was  the  greatest  limiting  factor 
in  our  drug  use.  Four  patients  developed  a 
leukopenia  so  severe  that  therapy  had  to  be 


interrupted.  The  white  blood  count  re- 
turned to  a normal  level  within  six  to  ten 
days  in  all  cases  but  one  in  which  it  re- 
quired eighteen  days.  Therapy  was  inter- 
rupted twice  in  1 patient  because  of  leuko- 
penia, but  in  both  instances  the  rebound 
was  within  ten  days.  In  each  case  of 
leukopenia,  the  white  blood  count  contin- 
ued to  fall  for  only  two  to  three  days  after 
cessation  of  therapy.  Anemia,  which  re- 
quired blood  transfusions  for  correction, 
developed  in  2 patients,  and  severe  throm- 
bocytopenia developed  in  2 patients.  A 
drop  in  platelets  occurred  in  2 patients 
within  the  first  week  of  hydroxyurea  ther- 
apy, but  it  was  not  of  sufficient  magnitude 
to  warrant  discontinuation  of  therapy. 
The  only  other  side-effects  noted  were 
skin  rash  in  2 patients  and  gastrointestinal 
upset  (nausea,  vomiting,  and  diarrhea) 
in  1 patient.  Where  a skin  rash  occurred, 
it  was  followed  by  leukopenia.  The  rash,  as 
well  as  the  gastrointestinal  symptoms,  com- 
pletely disappeared  with  cessation  of  ther- 
apy. No  adverse  effects  on  liver  or  kidney 
functions  were  noted. 

Our  pilot  studies  to  date  warrant  ex- 
tended trials.  Drug  toxicity  can  easily  be 
determined  by  close  observation  of  the  com- 
plete blood  count.  It  is  our  cautious 
opinion  that  the  response  demonstrated  in 
our  small  series  is  related  to  the  high  initial 
dose  of  hydroxyurea  followed  by  the  lower 
dosage  for  a prolonged  period  of  time. 
Since  the  mechanism  of  action  of  hydroxy- 
urea may  be  different  from  that  of  other 
cancer  chemotherapeutic  agents  now  in  use, 
it  is  conceivable  that  its  dosage  schedule 
will  be  different. 

Summary 

A brief  review  of  the  background  and 
pharmacology  of  the  compound  hydroxyurea 
(Hydrea)  is  presented.  This  drug  appears 
to  be  an  effective  cancericidal  agent  on  vari- 
ous experimental  tumors  and  in  certain 
human  cancers.  Our  experience  with  the 
first  13  cases  is  reviewed.  Five  objective 
favorable  responses  were  achieved.  The 
limiting  factor  appears  to  be  drug  toxicity 
in  the  dose  regimen  utilized.  As  a result  of 
our  very  limited  experience  to  date,  further 
extended  studies  are  in  progress. 
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2 months  Liver  (?)  1 213.  (130)  ft  + + ■ • Sensation  returned  to  left  side  of  face  after  24 

hours  of  therapy;  tumor  mass  disappeared 
after  14  days. 
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Should  ear  canals 
be  sterilized? 

Two  Columbus,  Ohio,  surgeons  say  they  have 
stopped  sterilizing  “normal,”  disease-free  ear 
canals  before  otologic  surgery  because  such 
canals  contain  no  pathogenic  bacteria.  Their 
report  appears  in  a recent  issue  of  Archives  of 
Otolaryngology , published  by  the  American 
Medical  Association.  The  Archives ’ table  of 
contents  describes  it  as  a “somewhat  startling 
report.” 

“There  is  evidence,  both  bacteriological  and 
clinical,  to  show  that  the  emphasis  placed  by 
some  on  sterilization  of  the  ear  canal  is  out  of 
proportion  to  its  usefulness,”  said  William  H. 
Saunders,  M.D.,  and  John  W.  Ray,  M.D.,  of 
University  Hospital,  Columbus.  In  the  same 
issue  of  the  Archives,  however,  two  Texas  physi- 
cians state  a case  for  ear  canal  sterilization. 
William  K.  Wright,  M.D.,  Houston,  and  Paul 
J.  Marmesh,  M.D.,  San  Antonio,  describe  anti- 
infection measures  in  ear  surgery  and  compara- 
tive tests  of  antiseptics.  In  their  study  of  217 
normal  ear  canals  before  stapes  surgery,  Dr. 
Wright  and  Dr.  Marmesh  found  that  “multiple 
surgical  preparations,  while  they  might  not 
always  totally  sterilize  the  ear  canal  skin,  will 
reduce  the  bacterial  count  to  a point  where  in- 
fection is  less  likely  to  occur.” 
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Dr.  Saunders  and  Dr.  Ray  said  medication 
“may  do  more  harm  than  good”  in  some  types 
of  ear  surgery  if  it  reaches  the  middle  ear.  Such 
medication  also  may  lull  the  surgeon  into  a false 
sense  of  security  concerning  the  sterility  of  his 
operating  field.  “Five  years  ago,”  they  said, 
“after  finding  that  the  normal  ear  canal  contains 
no  pathogens,  we  decided  to  stop  trying,  by 
preoperative  preparation,  to  eliminate  organisms 
never  present  in  the  first  place.  Instead,  we 
tightened  our  surgical  masks  and  improved 
sterile  technics  generally  in  the  operating  room. 
Now  we  never  wash  or  instill  medication  of  any 
sort  into  the  ear  canal  of  a patient  undergoing 
stapedectomy  (removal  of  the  “stirrup”  ear 
bone)  s tympanoplasty  (repair  of  the  middle  ear) , 
or  mastoidectomy  (removal  of  the  mastoid  cells 
or  mastoid  part  of  the  temporal  bone).” 

Their  findings  that  clinically  normal  ear  canals 
harbor  no  pathogens  “is  at  some  variance”  with 
other  reports,  said  Dr.  Saunders  and  Dr.  Ray. 
Their  recent  study  of  microflora  of  normal  ear 
canals  confirms  earlier,  similar  findings  by  Dr. 
Saunders  and  other.  They  emphasized  that 
they  were  not  proposing  abandonment  of  pre- 
operative preparation  of  the  skin,  but  that  “some 
of  the  painstaking  systems  of  skin  preparation 
devised  for  the  ear  canal  are  not  a substitute 
for  careful  preoperative  inspection  the  day  before 
surgery  or  for  rigid  adherence  to  long-accepted 
surgical  technics.” 
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Correlation 
Conferences  in 
Radiology 
and  Pathology 


St.  Luke's  Hospital 
New  York  City 

Editors 

NATHANIEL  FINBY,  M.D. 
Director  of  Radiology 
CHARLES  F.  BEGG,  M.D. 
Director  of  Laboratories 


Lymphoma  Limited 
to  the  Stomach 


Case  history 

A thirty-seven-year-old  divorced  woman 
of  Italian  ancestry  was  first  admitted  to 
St.  Luke’s  Hospital  in  May,  1955.  For 
several  years  she  had  suffered  mild,  gnaw- 
ing epigastric  pain  unrelated  to  meals  but 
relieved  by  eating.  A year  previously  she 
had  a tarry  stool,  and  gastric  ulcer  was 
said  to  have  been  seen  by  x-ray  at  this 
time.  She  was  treated  medically  at  an- 
other hospital  with  relief  of  symptoms. 

In  the  two  months  before  her  first  St. 
Luke’s  Hospital  admission,  her  symptoms 
had  progressed  despite  treatment  with 
propantheline  (Pro-Banthine)  and  alumi- 
num hydroxide  gel. 

She  remembered  that  in  childhood  three 
lymph  nodes  (right  epitrochlear,  left  axil- 
lary, and  right  cervical)  had  been  re- 
moved; verification  of  the  pathologic 
findings  at  that  time  has  not  been  possible. 

There  were  no  abnormal  physical  find- 
ings. Gastric  acidity  was  in  the  normal 
range.  Roentgenographic  studies  revealed 
an  abnormality  of  the  stomach  which  was 
still  present  when  she  was  discharged. 
Bland  diet,  chlorpromazine  (Thorazine), 
barbiturate  (Belbarb),  and  antacids  gave 
some  relief,  but  she  still  had  symptoms 
when  she  left  the  hospital. 

Two  months  later,  the  patient  was  re- 
admitted because  symptoms  had  per- 
sisted. A partial  gastrectomy  was  per- 
formed. Her  recovery  was  uncomplicated 


and  complete  after  a course  of  x-ray 
therapy. 

Subsequent  to  this  admission  she  had  no 
symptoms  referable  to  her  stomach.  In 
January,  1959,  she  had  a total  hysterec- 
tomy because  of  leiomyomas  and  hydro- 
salpinx. Her  abdominal  cavity  was  care- 
fully explored  and  no  recurrent  tumor  was 
found. 

One  and  one-half  months  after  being 
discharged  in  1959,  the  patient  was  struck 
by  a car.  She  died  within  twenty-four 
hours  in  another  hospital.  A necropsy 
was  performed  by  the  medical  examiner, 
and  no  tumor  was  found. 

At  no  time  were  there  any  enlarged 
lymph  nodes  or  any  abnormality  of  blood 
or  bone  marrow  suggesting  lymphoma. 

Radiographic  discussion 

Nathaniel  Finby,  M.D.:  Admission 

chest  and  abdominal  roentgenograms  in 
1955  showed  no  evidence  of  abnormality. 
There  was  neither  mediastinal  lymphade- 
nopathy  nor  splenomegaly.  Examination  of 
the  upper  gastrointestinal  tract  on  May 
26,  1955,  showed  a normal  esophagus,  but 
there  was  a definite  area  of  abnormality 
along  the  lesser  curvature  of  the  stomach  in 
the  region  of  the  incisura  angularis. 
Although  the  fluoroscopist  noted  that 
peristaltic  waves  passed  through  this  area,  a 
definite  rounded  mass  was  seen  to  project 
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FIGURE  1.  Examination  of  stomach.  (A)  Oblique  projection  showing  prominent  mucosal  pattern  through- 
out the  proximal  two  thirds  of  stomach.  There  is  rounded  impression  on  barium  column  along  lesser 
curvature  in  region  of  incisura  angularis  with  irregular  projections  at  its  distal  margin.  (B)  Spot  roentgeno- 
gram showing  filling  defect  and  ulcerations  along  lesser  curvature  of  body  of  stomach  with  slight  irregula- 
rity of  adjacent  prominent  mucosal  pattern.  Remainder  of  stomach  appears  normal.  (C)  Spot  roent- 
genogram in  upright  projection  showing  fluid  level.  Mass  lesion  indents  opacified  lumen  of  stomach 
along  lesser  curvature. 


into  the  lumen  of  the  stomach.  There 
were  irregular  projections  in  the  area  of  the 
mass  suggestive  of  ulcerations  (Fig.  1). 
The  surrounding  mucosa  showed  large, 
slightly  irregular  rugal  folds  but  otherwise 
appeared  normal.  The  remainder  of  the 
stomach  and  duodenum  showed  no  evi- 
dence of  abnormality. 

A previous  roentgen  study  of  the  stomach 
in  September,  1954,  was  reported  as 
showing  gastric  ulcer.  The  persistence  of 
gastric  ulceration  plus  the  presence  of  a 
mass  lesion  suggested  gastric  cancer,  and 
surgery  was  performed. 

Pathologic  discussion 

Charles  F.  Begg,  M.D.:  The  resected 

portion  of  stomach  and  duodenal  cuff 
measured  7 cm.  on  the  lesser  and  22  cm.  on 
the  greater  curvatures.  Two  closely  ad- 
jacent areas  of  mucosa  were  elevated  into 
large  irregular  folds  by  firm,  rubbery, 
white  tissue  up  to  1.3  cm.  thick.  These 
areas  were  each  5 cm.  in  diameter,  and 
each  had  a central  ulcer  with  overhanging 
edges.  The  ulcers  were  superficial,  their 
bases  resting  on  the  white  tissue  previously 
mentioned.  The  elevated  areas  were  situ- 
ated along  the  lesser  curvature  and  pos- 
terior wall  in  the  body  of  the  stomach. 
The  white  tissue  occupied  the  submucosa 
and  stopped  abruptly  at  the  muscularis. 
The  margins  of  the  specimen  were  normal 
(Fig.  2). 

The  white  tissue  was  formed  by  masses  of 


cells  of  the  lymphocyte  series,  many  of 
them  immature.  They  were  confined  to 
the  submucosa  (Fig.  3). 

Our  diagnosis  is  malignant  lymphoma, 
lymphoblastic  type,  involving  the  stomach. 

Comment 

Dr.  Finby:  Lymphoma  of  the  stomach 

is  rarely  diagnosed  specifically  by  roent- 
genography, although  the  diagnosis  may 
be  suspected  in  a younger  patient  when 
there  is  a large  area  of  mucosal  involvement 
with  or  without  ulceration.  This  diag- 
nosis should  also  be  considered  when  a 
gastric  lesion  is  discovered  in  a patient 
with  known  lymphoma  elsewhere  in  the 
body. 

A recent  article  by  Welborn,  Ponka, 
and  Rebuck1  points  out  the  great  difficulty 
of  correct  specific  preoperative  diagnosis; 
indeed,  the  specific  diagnosis  may  be  ex- 
tremely difficult  at  the  operating  table. 
In  their  retrospective  review  they  stress 
the  following  roentgen  findings  as  dominant: 
(1)  a large  area  of  mucosal  irregularity 
with  “cobblestone”  or  “corrugated”  ap- 
pearance; (2)  a giant  ulcer;  or  (3)  multiple, 
widespread,  ulcerated,  or  nodular  mucosal 
deformities.  The  pattern  of  diffuse  tumor 
or  giant  ulcer  in  a patient  without  cachexia 
or  anemia  was  considered  characteristic  of 
gastric  lymphoma. 

Differential  diagnosis  is  of  greatest  im- 
portance in  patients  with  hypertrophic 
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FIGURE  2.  (A)  Mucosal  surface  of  stomach  elevated  into  coarse,  irregular  folds;  ulcer  indicated  by  arrow. 
(B)  Cross  section  through  one  of  areas  of  mucosal  elevation  demonstrates  mass  of  rubbery  white  tissue  in 
submucosa.  Arrow  indicates  ulcer. 


FIGURE  3.  (A)  Intact  mucosa  seen  at  right  of  photograph.  Beneath  it  is  mass  of  large  and  small  lym- 
phocytes. (B)  Higher  magnification  of  cells  forming  submucosal  mass. 


rugosity,  especially  of  the  localized  variety. 
Sherman  and  Wilner2  point  out  that  the 
pattern  of  hypertrophic  rugosity  is  usually 
regular  and  smooth  in  contrast  to  the 
distorted  pattern  of  gastric  lymphoma. 
They  found  few  evidences  of  this  type  of 
involvement  and  conclude  that  there  is  no 
roentgen  morphology  in  the  stomach  that  is 
specific  for  lymphosarcoma  or  leukemia. 

Differentiation  from  carcinoma  of  the 
stomach  cannot  usually  be  made  with  cer- 
tainty; nevertheless,  lymphoma  may  be 
associated  with  a lack  of  rigidity  of  the 
stomach  wall.  This  is  suggested  in  our 
patient  since  the  fluoroscopist  recognized 
peristaltic  activity  in  the  area  of  involve- 
ment. 

Experience  leads  me  to  believe  that 
lymphomatous  involvement  of  the  stomach 
is  not  frequent  and  lymphoma  limited  to 
the  stomach,  as  in  our  present  patient, 
is  rare.  Attempts  to  differentiate  sarcoma- 
tous involvement  of  the  stomach  from 
other  malignant  disease  have  not  been 


very  successful.  On  the  other  hand,  it  is 
my  impression  that  overenthusiastic  roent- 
gen interpretation  has  probably  resulted  in 
exploration  of  many  more  patients  with 
localized  or  diffuse  hyperrugosity  than 
with  gastric  lymphoma. 

Dr.  Begg:  The  tumor  tissue  protrudes 

into  the  gastric  lumen  and  has  irregular 
superficial  ulcerations.  This  corresponds 
well  to  the  roentgenologic  description: 
“a  rounded  mass  projecting  into  the  lumen 
with  irregular  projections,  suggestive  of 
ulceration.”  Smooth-muscle  tumors  and 
ectopic  pancreas  in  the  stomach  wall  may 
protrude  into  the  gastric  lumen  and  have 
ulceration  of  the  mucosal  surface,  but  they 
do  not  produce  such  large  irregular  folds 
or  involve  so  wide  an  area.  Carcinoma  can 
produce  an  irregular  plateau  with  super- 
ficial ulceration  and  could  not  be  dis- 
tinguished by  x-ray  from  the  lesion  in  this 
patient.  The  rubbery,  almost  fish-flesh 
appearance  of  the  tissue,  however,  is  much 
more  characteristic  of  malignant  lym- 
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phoma.  Gastritis  can  also  produce  an 
appearance  on  roentgenograms  which  is 
confused  with  lymphoma,  and  in  a few 
cases  the  pathologist  also  has  great  diffi- 
culty in  distinguishing  the  two  processes. 
We  have  had  cases  of  antral  gastritis  with 
heavy  lymphocyte  infiltration  of  the  sub- 
mucosa in  which  we  have  had  great 
differences  of  opinion  regarding  inter- 
pretation. Long  survival  subsequent  to 
surgery  favors  our  interpretation  that  they 
represent  an  inflammatory  process.  Also, 
the  gross  appearance  of  antral  gastritis 
does  not  suggest  a space-occupying  mass 
as  much  as  it  does  in  the  case  presented  here. 

It  is  not  correct  to  designate  any  lym- 
phoma of  the  stomach  as  primary  until  the 
other  organs  and  tissues  of  the  body  are 
found  to  be  free  of  disease  or  until  the  pa- 
tient has  survived  at  least  ten  years.  In 
generalized  lymphoma,  the  stomach  is  oc- 
casionally involved,  and  in  Friedman’s3 


Accidents  cause  large 
number  of  infant  deaths 

Accidents  are  a more  serious  threat  to  the 
lives  of  infants  than  most  people  realize,  accord- 
ing to  the  statisticians  of  Metropolitan  Life 
Insurance  Company.  More  than  3,600  babies 
under  one  year  of  age  die  accidentally  in  the 
United  States  every  year,  a larger  number 
than  at  any  other  single  year  of  age. 

Fatal  accidents  are  more  frequent  in  the 
early  months  of  life.  Almost  half  the  fatalities 
take  place  during  the  first  three  months  and 
nearly  three-fourths  in  the  first  six  months. 
Inhalation  and  ingestion  of  food  or  other  ob- 
jects causing  obstruction  or  suffocation  rank 
first  as  a cause  of  death,  accounting  for  nearly 
30  per  cent  of  the  total.  Mortality  from  this 
type  of  accident,  largely  suffocation  from  as- 


series of  75  cases,  recurrences  appeared  as 
long  as  nine  years  after  the  initial  proce- 
dure. 

The  prognosis  in  Friedman’s3  series  was 
distinctly  better  than  in  lymphoma  gen- 
erally and  was  also  far  better  than  for  car- 
cinoma of  the  stomach  with  similar  extent 
of  involvement. 

All  the  evidence  in  this  case  suggests 
that  the  patient  was  cured  by  the  therapy 
used:  partial  gastric  resection  and  post- 

operative irradiation.  We  would  favor 
this  combined  therapy  in  dealing  with 
similar  cases. 
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pirated  vomitus,  milk,  or  other  liquid  food,  is 
highest  in  early  infancy.  More  than  a fifth  of 
such  deaths  occur  during  the  first  four  weeks; 
an  additional  third  of  the  total  deaths  take  place 
in  the  following  two  months. 

Suffocation  by  such  mechanical  means  as 
bed  clothes  and  pillows  ranks  second  as  a cause 
of  accident  mortality  among  babies  under  one 
year  of  age,  accounting  for  one-fourth  the  total. 
In  a considerable  proportion  of  the  deaths 
attributed  to  mechanical  suffocation,  the  cause 
may  be  an  infection  of  unknown  origin. 

Motor  vehicle  accidents  and  fires  and  burns 
rank  next  in  order  of  importance,  each  being 
responsible  for  about  300  deaths  a year  among 
infants.  Falls  account  for  approximately  200 
fatalities  annually,  showing  a distinct  tendency 
to  occur  more  frequently  among  boys  than 
among  girls.  Drowning  and  poisoning  by 
solids  and  liquids  also  add  to  the  loss  of  life 
under  age  one. 
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Postoperative  Cyanosis 


Cyanosis  in  the  immediate  postoperative 
period  is  evidence  of  impaired  pulmonary 
ventilation.  This  may  be  due  to  drug- 
induced  depression  of  the  respiratory  cen- 
ter, mechanical  obstruction  of  the  upper  or 
lower  respiratory  tract,  or  interference  with 
the  muscles  of  respiration.  Clinical  de- 
terioration, often  rapid  and  extreme,  can 
be  dramatically  reversed  by  promptly  ap- 
plied corrective  measures. 

Case  report 

A seventy-two-year-old  female  was  admitted 
to  the  hospital  with  a ten-month  history  of  pro- 
gressively increasing  lower  back  pain.  Previous 
operations  included  appendectomy,  hysterec- 
tomy, and  right  nephrectomy  for  tuberculosis; 
the  history  was  otherwise  unremarkable.  Phys- 
ical examination  revealed  a bedridden  patient 
with  a “two-pillow”  orthopnea  who  com- 
plained of  pain  in  the  lumbar  area.  Blood 
pressure  was  170  mm.  Hg  systolic  and  70  mm. 
Hg  diastolic,  pulse  80,  and  respirations  20  per 
minute.  The  anteroposterior  diameter  of  the 
chest  was  increased,  and  there  were  occasional 
rhonchi;  the  heart  sounds  were  of  good  quality. 
Laboratory  findings  in  blood  and  urine  were 
within  normal  limits.  X-ray  films  of  the  lumbo- 
sacral spine  showed  destruction  of  the  inferior 
half  of  the  body  of  the  first  lumbar  vertebra  and 
narrowing  of  the  intervertebral  disk  space 
between  the  first  and  second  lumbar  vertebrae. 
The  chest  film  was  interpreted  as  showing  bi- 

Presented  and  discussed  at  a conference  held  at  Columbia- 
Presbyterian  Medical  Center,  New  York  City,  February  3, 
1964.  Clinical  Anesthesia  Conferences  are  held  on  the  first 
Monday  of  each  month. 


lateral  calcified  apical  tuberculosis  with  no 
evidence  of  activity.  It  was  decided  to  per- 
form a lumbar  spine  fusion. 

Secobarbital  50  mg.,  meperidine  hydrochlo- 
ride 25  mg.,  and  atropine  0.2  mg.  were  adminis- 
tered intramuscularly  one  and  one-quarter 
hours  prior  to  arrival  in  the  operating  room. 
Anesthesia  was  induced  with  thiopental  sodium 
2.5  per  cent  to  a total  of  200  mg.,  followed  by 
succinylcholine  chloride  40  mg.  to  facilitate 
endotracheal  intubation  with  a 9-mm.  cuffed 
tube.  Anesthesia  was  then  maintained  with 
nitrous  oxide  3 L.  per  minute  and  oxygen  1 L. 
per  minute,  together  with  intermittent  intra- 
venous injections  of  d-tubocurarine  to  a total  of 
34  mg.  Blood  pressure  did  not  change  when 
the  patient  was  placed  in  a prone  position,  and 
it  remained  at  approximately  140  mm.  Hg  sys- 
tolic and  80  mm.  Hg  diastolic  throughout  the 
procedure.  Pulse  rate  was  about  100.  Respira- 
tion was  controlled  by  rhythmic  manual  com- 
pression of  the  breathing  bag  for  the  two  and 
one-half  hours  of  operation.  At  the  end  of  this 
time  the  patient  was  apneic.  The  curare 
effect  was  antagonized  with  atropine  1.2  mg. 
and  neostigmine  (Prostigmin)  2.5  mg.  intra- 
venously which  produced  prompt  and  initially 
adequate  response.  After  a few  minutes,  how- 
ever, tidal  volume  was  observed  to  diminish 
slightly.  This  was  ascribed  to  reflex  inhibition 
induced  by  the  presence  of  the  endotracheal 
tube,  which  was  then  removed.  Ventilatory 
exchange  diminished  further  and  cyanosis  de- 
veloped. 

Assistance  to  respiration  was  provided  by 
rhythmic  manual  compression  of  the  bag  on  the 
anesthesia  machine,  using  pure  oxygen  delivered 
by  mask  for  the  breathing  atmosphere.  This 
failed  to  dispel  the  cyanosis,  so  the  endotracheal 
tube  was  reinserted  to  facilitate  ventilation. 
Even  with  the  tube  in  place,  however,  the  lungs 
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were  difficult  to  inflate.  A suction  catheter 
readily  passed  beyond  the  distal  end  of  the  tube; 
the  trachea  was  patent  and  dry.  On  examina- 
tion of  the  chest,  hyperresonance  and  absence 
of  breath  sounds  were  noted  on  the  right  side, 
and  the  trachea  had  shifted  to  the  left  side.  At 
this  time,  blood  pressure  fell  to  80  mm.  Hg 
systolic  and  50  mm.  Hg  diastolic,  and  the 
trachea  seemed  to  shift  still  further  to  the  left. 
A 15-gauge  needle  was  immediately  inserted 
anteriorly  into  the  right  chest,  resulting  in  a gush 
of  air  out  of  the  chest  under  increased  pressure. 
Subsequently  a rubber  tube  was  inserted  into 
the  pleural  cavity  and  underwater  drainage 
instituted.  The  color  of  the  patient’s  skin 
improved  dramatically,  and  the  blood  pressure 
rose  promptly  to  130  mm.  Hg  systolic  and  80 
mm.  Hg  diastolic.  The  remainder  of  her 
postanesthetic  recovery  and  convalescence  was 
uneventful. 

Comment 

The  differential  diagnosis  of  cyanosis 
during  or  immediately  following  anesthesia 
includes:  asphyxia  from  improper  breathing 
mixtures  or  diffusion  anoxia  following 
anesthesia  with  nitrous  oxide;  central 
respiratory  depression  from  anesthetic  or 
depressant  drugs;  upper  respiratory  tract 
obstruction  by  tongue  or  soft  tissues,  laryn- 
gospasm,  coughing,  retching,  vomiting,  or 
external  compression  from  dressings,  pack- 
ings, or  casts;  obstruction  of  the  lower 
respiratory  tract  due  to  secretions  or  as- 
pirated vomitus,  bronchiolar  constriction 
or  asthma,  pulmonary  collapse  from  endo- 
bronchial intubation,  atelectasis  or  pneu- 
mothorax, or  pulmonary  edema  from  heart 
failure  or  overtransfusion;  and  respiratory 
paralysis  from  high  spinal  or  epidural  an- 
esthesia, deep  general  anesthesia,  or  relaxant 
drugs.1  Many  of  these  are  recognizable 
at  a glance. 

In  the  present  instance,  the  residual  ef- 
fects of  both  anesthetic  and  muscle  re- 
laxant drugs  seemed  largely  dissipated, 
although  it  had  been  deemed  necessary  to 
antagonize  the  curare  effect  with  neostig- 
mine. Attention  was  thus  focused  on  the 
lower  respiratory  tract.  The  endotracheal 
tube  was  removed  since  during  emergence 
from  anesthesia  the  presence  of  this  foreign 
body  in  the  airway  may  result  in  breath 
holding,  spasm,  coughing,  or  straining. 


Since  extubation  only  aggravated  the 
cyanosis,  the  endotracheal  tube  was  rein- 
serted. Evidence  of  bronchiolar  con- 
striction, atelectasis,  or  pneumothorax  was 
sought  by  inspection,  percussion,  and  aus- 
cultation of  the  chest.  This  examination 
should  be  performed  at  once  on  all  pa- 
tients who  are  cyanotic  despite  an  open 
airway;  emergency  x-ray  examination  of 
the  chest,  if  quickly  available,  deserves  con- 
sideration. In  bronchospasm,  auscultation 
characteristically  reveals  rhonchi,  wheez- 
ing, and  prolongation  of  expiration.  In 
atelectasis,  expansion  of  the  affected  side 
of  the  chest  is  diminished,  and  the  heart 
and  trachea  are  shifted  to  the  affected  side. 
There  is  dullness  to  percussion  and  absence 
of  breath  sounds  over  the  involved  area. 
Chest  expansion  is  also  decreased  in  pneu- 
mothorax, with  diminished  breath  sounds 
on  auscultation  of  the  affected  side,  but  the 
heart  and  trachea  deviate  to  the  opposite 
side,  and  there  is  hyperresonance  on  per- 
cussion as  in  the  present  case. 2>  3 

The  possibility  of  tension  pneumothorax 
following  intrathoracic  operations  is  upper- 
most in  the  minds  of  all  personnel  involved, 
so  its  occurrence  is  readily  recognized  and 
promptly  treated.  Even  with  nonthoracic 
operations,  an  intermittent  or  sustained 
elevation  of  intrapulmonic  pressure  can 
produce  rupture  of  the  surface  of  a lung 
already  damaged  by  pre-existing  disease. 
This  results  in  one-way  passage  of  air  or 
gas  into  the  pleural  cavity  where  it  ac- 
cumulates under  pressure.  Respiratory 
embarrassment  and  cardiovascular  collapse 
may  shortly  ensue.  Both  may  be  promptly 
relieved  as  in  the  present  instance  by  the 
performance  of  simple  thoracentesis  with  a 
large-bore  needle. 
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Calcified  synovial  cyst  of  the  knee 
joint  is  a condition  which  I have  never 
encountered  previously  nor  have  I seen  it 
referred  to  in  the  literature. 

Case  report 

The  patient,  a woman,  age  fifty-four, 
consulted  me  on  April  29,  1963,  because  of 
trouble  with  the  left  knee,  which  had  been 
present  for  five  years  and  had  been  attrib- 
uted to  arthritis.  For  two  months 
previously  the  patient  had  difficulty 
straightening  the  left  knee,  and  the  pain 
became  very  intense.  About  a week  before 
I first  saw  the  patient  she  bent  down  to 
give  her  grandson  a bath,  and  she  developed 
sharp  pain  in  the  left  knee.  The  pain  be- 
came progressively  worse.  She  was  unable 
to  straighten  the  knee,  nor  was  she  able  to 
put  her  full  weight  on  the  left  side.  X-ray 
films  were  made  of  the  left  knee  two  days 
before  I examined  the  patient. 

A physical  examination  of  the  patient  on 
April  29  revealed  the  following:  The 

patient  walked  on  the  forefoot  on  the  left 
with  the  left  knee  flexed  to  150  degrees. 

Left  knee.  As  the  patient  lay  on  the 
examining  table  the  left  knee  was  held  at 
150  degrees.  The  extensor  apparatus  was 
intact.  The  angle  of  greatest  flexion  was 
60  degrees,  as  compared  with  50  degrees  on 
the  right.  There  was  no  effusion  into  the 
knee  joint. 


The  patella  could  be  moved  laterally  and 
medially  but  this  excursion  was  restricted 
because  of  the  flexed  position  of  the  knee. 
There  was  no  sensitiveness  to  pressure  made 
anywhere  about  the  knee. 

Special  rotary  tests  showed  negative 
findings.  There  was  no  instability,  fullness 
in  the  popliteal  area,  or  crepitus  on  alter- 
nate flexion  and  extension. 

Pulses  in  the  two  feet  were  normal. 
There  was  no  atrophy  of  either  thigh  or  leg. 

X-ray  films  of  the  left  knee  taken  on 
April  27,  1963,  showed  a calcific  shadow, 
the  size  of  a bean,  which  I interpreted  as  an 
osteochondral  body  in  the  intercondylar 
space  of  the  femur,  as  seen  in  the  antero- 
posterior and  lateral  views  and  especially  in 
the  tunnel  view  (Fig.  1).  There  were 
several  minute  calcific  shadows  in  the  im- 
mediate vicinity.  No  defect  was  found  in 
the  articular  surface  of  the  femur.  X-ray 
films  of  the  right  knee,  which  were  made  for 
comparison,  showed  negative  findings. 

Surgery.  The  patient  was  operated  on 
May  2,  1963,  under  general  anesthesia. 
Under  tourniquet  control,  the  left  knee  was 
exposed  through  a medial  parapatellar 
incision.  There  was  a trace  of  excess  fluid 
in  the  knee  joint.  The  patella  was  everted, 
and  the  knee  was  acutely  flexed.  The 
patella  showed  a small  defect  in  the  mid- 
portion of  the  hyaline  cartilage,  2 to  3 mm. 
in  diameter.  The  cartilages  of  the  articular 
surfaces  of  the  femur  and  tibia  were  intact 
as  was  the  internal  semilunar  cartilage. 
The  synovia  was  not  thickened. 

Projecting  into  the  intercondylar  space 
of  the  femur  was  a pinkish-gray  mass  the 
size  of  a grape.  It  was  necessary  to  put  the 
knee  into  extreme  flexion  to  remove  the 
cyst.  This  had  a broad  basal  attachment  to 
the  posterior  capsule  and  the  posterior 
crucial  ligament  at  its  origin.  It  had  to  be 
cut  away  by  sharp  dissection.  During  this 
procedure  the  cyst  was  ruptured.  It 
extruded  some  thick,  creamy  material 
which  was  pastelike  in  texture  and  stood  up 
by  itself. 

The  knee  was  irrigated  several  times  and 
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FIGURE1.  (A)  Anteroposterior  view  of  affected  knee  showing  calcific  body  in  intercondylar  space  of  lower 
end  of  femur.  (B)  Lateral  view.  (C)  Tunnel  view. 


put  through  a full  range  of  motion  with  the 
fluid  in  the  knee  joint. 

The  deep  structures  were  closed  with 
chromic  gut,  the  subcutaneous  tissues  with 
plain  catgut,  and  the  skin  with  interrupted 
silk.  A posterior  plaster-of-paris  splint  was 
applied  extending  from  above  the  ankle  up 
almost  to  the  buttock  with  the  knee  in 
extension. 

The  patient  left  the  operating  room  in 
good  condition. 

Pathologic  report.*  Gross  examina- 
tion. Specimen  submitted  consists  of  a 
small  soft  reddish-grey  and  yellow  mass  of 
tissue  measuring  2 by  0.5  cm.  (Fig.  2). 

Microscopic  examination.  Sections 
examined  reveal  a dense  collagenous  con- 
nective tissue  revealing  several  nodules  in 
a densely  scarred  tissue  (Fig.  3).  The 
nodules  are  composed,  for  the  most  part, 
of  proliferating  synovial  membrane  in 

* J.  George  Sharnoff,  M.D.,  Pathologist,  May  2,  1963. 


FIGURE  2.  Photograph  of  split  specimen  showing 
numerous  calcific  masses. 


which  many  calcific  bodies  are  seen. 
Central  areas  of  necrosis  are  seen. 
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FIGURE  3.  Microscopic  section  of  cyst  wall  show- 
ing capsule  at  top  with  synovial  tissue  beneath 
this  and  with  scattered  calcific  material  at  the 
lower  portion. 


Diagnosis.  The  diagnosis  is  calcification 
of  synovial  membrane  body. 


Laboratory  report.  Tests  (reported  on 
May  8,  1963)  show  that  the  calcific 
deposit  was  calcium  phosphate. 

Follow-up 

This  patient  was  last  seen  June  12,  1964. 
She  was  doing  well  and  was  able  to  do 
everything  she  had  done  prior  to  the  onset 
of  the  condition.  An  examination  of  the 
left  knee  revealed  the  following:  She 

walked  without  limp.  When  lying  on  the 
table,  the  knee  was  in  full  extension.  The 
angle  of  greatest  flexion  was  50  degrees,  as 
compared  with  45  degrees  on  the  opposite 
side.  There  was  no  crepitus  in  the  knee  or 
effusion. 

The  patient  was  discharged. 

X-ray  films  of  the  left  knee  taken  on 
August  5,  1963,  showed  no  bony  changes  in 
the  knee.  The  calcific  shadow  was  absent. 
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Prolonged  Methyclothiazide- 
Deserpidine  Therapy  in 
Hypertensive  Young  Adults 

WILLIAM  A.  ABRUZZI,  M.D. 
Wappingers  Falls,  New  York 

From  Highland  Hospital,  Beacon,  New  York 


M ethyclothiazide  is  an  oral  diuretic  of 
the  thiazide  class.  Deserpidine  is  a purified 
rauwolfia  alkaloid.  Together  they 
constitute  an  effective  antihypertensive 
combination  for  the  patient  with  mild  to 
moderately  severe  hypertension. 

Bryant,  et  al.1  used  the  combination  on 
patients  for  an  average  of  seventeen  weeks 
with  excellent  antihypertensive  results. 
Marked  symptomatic  improvement  was 
seen  by  Rosnick,2  Hoobler  and  Ruiz,3 
Kossover  and  Goldman,4  Cromwell,5  and 
Leon,  Belle,  and  Halpern.6  In  addition  to 
significant  antihypertensive  effects,  these 
investigators  noted  early  relief  from  head- 
ache, dyspnea,  chest  constriction,  pal- 
pitation, and  so  on.  In  the  most  prolonged 
of  these  reported  studies,  therapy  was 
continued  for  eight  months.  Other  similar 
combinations  of  drugs  have  been  shown  to 
be  effective  in  controlling  essential  hyper- 
tension. 

The  present  study  reports  the  results  of 
continuous  therapy  with  the  combination 
of  methyclothiazide  and  deserpidine 
(Enduronyl)  for  periods  ranging  from 
eighteen  to  twenty-nine  months  (average, 
twenty-three  months).  It  was  our  pur- 
pose to  determine  if  the  antihypertensive 


effects  of  the  combination  could  be  main- 
tained for  prolonged  periods  without  loss  of 
the  symptomatic  benefits  which  have  been 
reported. 

Materials  and  methods 

Thirty-nine  patients  with  previously 
diagnosed  essential  hypertension  were 
selected  for  study.  No  patients  were  ad- 
mitted to  the  study  who  had  not  been  under 
treatment  with  methyclothiazide  and  de- 
serpidine for  at  least  one  year.  Because  of 
our  interest  in  the  effects  of  therapy  on 
functional  capacity  of  the  hypertensive 
patient,  only  active  young  adults  were 
included. 

Functional  capacity  may  be  defined  as 
the  ability  of  the  patient  to  pursue  his 
normal  activities  in  society.  This  ability  is 
frequently  impaired  in  the  hypertensive 
patient  by  headache,  dizziness,  blurring  of 
vision,  palpitation,  and  so  on.  In  addition 
these  disturbances  are  often  aggravated  by 
the  side-effects  of  many  of  the  currently 
available  antihypertensive  agents.  A care- 
ful evaluation  of  the  functional  capacity  of 
our  patients  was  made  before  and  after 
therapy  with  the  methyclothiazide-de- 
serpidine  combination.  Control  blood  pres- 
sures constituted  the  average  blood  pres- 
sures recorded  in  my  office  before  the 
therapy  was  begun.  Blood  pressure  re- 
cordings were  taken  in  the  seated,  standing, 
and  supine  positions,  and  an  average  was 
used  for  the  figures  employed  in  the  study. 
Blood  pressures  were  recorded  weekly 
during  the  first  month  of  therapy  and 
monthly  thereafter  until  the  study  was 
completed. 

Results 

The  antihypertensive  effects  of  therapy 
are  tabulated  in  Table  I.  Twenty  patients 
became  normotensive  (140/90  mm.  Hg  or 
less)  during  the  course  of  therapy.  Seven 
of  the  remaining  19  patients  experienced  a 
reduction  of  20  mm.  Hg  or  more  in  mean 
blood  pressure  (diastolic  pressure  plus  one 
third  of  pulse  pressure),  which  is  con- 
sidered to  be  a clinically  significant  re- 
sponse. On  the  basis  of  these  two  criteria 
there  was  a significant  response  in  69  per 
cent  of  the  patients  treated.  Cases  3,  6, 
20,  and  30  showed  evidence  of  tolerance  to 
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TABLE  I.  Antihypertensive  response  to  therapy 


Case 

Age 

Sex 

Control 

Blood 

Pressure 

Duration 

of 

Therapy 

(Months) 

, Treat- 
ment 
Blood 
Pressure 

Blood 

Pressure 

Reduction 

Dose* 

Side-Effects 

1 

42 

M 

170/90 

23 

138/78 

32/12 

1 o.d. 

2 

31 

M 

174/96 

22 

140/86 

34/10 

1 o.d. 

3 

33 

F 

178/98 

22 

160/88 

18/lOf 

1 o.d. 

4 

34 

M 

184/102 

22 

142/86 

42/16 

1 o.d. 

5 

37 

M 

188/104 

22 

138/90 

50/14 

1 o.d. 

6 

36 

M 

196/108 

21 

188/102 

8/6  f 

1 t.i.d. 

7 

41 

F 

206/110 

20 

140/82 

66/28 

1 o.d. 

Nausea** 

8 

30 

M 

212/118 

20 

190/110 

22/8 

1 t.i.d. 

9 

28 

M 

210/115 

20 

156/90 

54/25 

1 o.d. 

10 

38 

M 

220/110 

20 

142/86 

78/24 

1 o.d. 

11 

33 

F 

156/90 

19 

126/80 

30/10 

1 o.d. 

Postural 

hypotension 

12 

32 

M 

160/92 

18 

138/80 

22/12 

1 o.d. 

13 

35 

M 

164/94 

18 

132/84 

32/10 

1 o.d. 

14 

34 

F 

170/96 

18 

128/84 

42/12 

1 o.d. 

15 

28 

M 

174/98 

18 

134/82 

40/16 

1 o.d. 

16 

40 

M 

178/98 

27 

136/84 

42/14 

1 o.d. 

17 

38 

F 

180/100 

27 

132/80 

48/20 

1 o.d. 

18 

37 

M 

192/104 

26 

168/88 

24/16 

1 o.d. 

Mild  dermatitis** 

19 

31 

M 

200/110 

27 

162/92 

38/18 

1 o.d. 

20 

34 

M 

210/115 

27 

196/108 

14/17 f 

1 t.i.d. 

21 

30 

M 

188/106 

27 

146/86 

42/20 

1 o.d. 

22 

28 

M 

178/98 

20 

126/80 

52/18 

1 o.d. 

Postural 

hypotension 

23 

29 

F 

180/100 

19 

128/78 

52/22 

1 o.d. 

24 

35 

M 

182/100 

25 

172/96 

10/4 

1 t.i.d. 

25 

31 

M 

196/108 

25 

154/80 

42/28 

1 o.d. 

26 

44 

M 

190/104 

28 

152/88 

38/16 

1 o.d. 

27 

38 

M 

190/102 

22 

178/90 

12/12 

1 t.i.d. 

28 

35 

M 

182/104 

19 

138/82 

44/22 

1 o.d. 

29 

30 

M 

176/96 

28 

126/80 

50/16 

1 o.d. 

30 

32 

F 

182/92 

26 

170/86 

12/6f 

1 t.i.d. 

31 

31 

M 

174/92 

25 

126/80 

48/12 

1 o.d. 

32 

41 

M 

186/102 

25 

164/90 

22/12 

1 o.d. 

33 

30 

F 

174/96 

24 

124/82 

50/14 

1 o.d. 

34 

36 

F 

178/90 

24 

126/80 

52/10 

1 o.d. 

35 

37 

M 

188/104 

23 

162/92 

26/12 

1 o.d. 

36 

32 

M 

180/100 

29 

126/84 

54/16 

1 o.d. 

37 

38 

F 

184/102 

21 

166/90 

18/12 

1 o.d. 

38 

32 

M 

190/104 

27 

168/92 

22/12 

1 o.d. 

39 

43 

M 

178/90 

21 

140/78 

38/12 

1 o.d. 

Averages 

34 

185/101 

23 

148/87 

37/14 

1 o.d. 

* Each  tablet  contained:  deserpidine,  0.25  mg.,  and  methyclothiazide,  5 mg. 
t These  patients  showed  evidence  of  tolerance. 

**  These  side-effects  subsided  with  continued  therapy. 


the  antihypertensive  effects  of  the  combina- 
tion following  prolonged  successful  therapy. 
Side-effects  were  seen  in  only  4 patients,  but 
it  was  not  necessary  to  discontinue  therapy. 

Functional  capacity  was  evaluated  before 
and  after  treatment  with  the  methyclo- 
thiazide-deserpidine  combination  according 
to  the  following  scale:  Good:  A significant 

increase  in  functional  capacity  above  pre- 
treatment levels;  Fair:  Relief  of  hyper- 

tensive symptoms  without  a marked  in- 


crease in  functional  capacity;  and  Poor: 
No  improvement  in  hypertensive  symptoms 
or  functional  capacity.  The  effect  of 
therapy  on  the  functional  capacity  of 
these  patients  is  presented  in  Table  II. 

Generally,  increased  functional  capacity 
correlated  well  with  successful  antihyper- 
tensive therapy.  When  the  antihyper- 
tensive response  was  slight  or  equivocal, 
improvement  in  functional  capacity  was 
of  a similar  degree.  In  27  patients,  or  69 
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TABLE  il.  Improvement  of  functional  capacity 


Case 

Blood 

Pressure 

Reduc- 

tion 

Func- 

tional 

Response  Description  of  Response 

1 

32/12 

Good 

Reduced  absenteeism;  symptoms 
relieved. 

2 

34/10 

Good 

Improved  work  performance. 

3 

18/10* 

Fair 

Still  requires  help  with  house- 
work. 

4 

42/16 

Good 

Reduced  symptoms;  increased 
performance. 

5 

50/14 

Good 

Improved  work  performance. 

6 

8/6* 

Poor 

Still  absent  from  work  frequently. 

7 

66/28 

Good 

Better  able  to  handle  children 
and  other  responsibilities. 

8 

22/8 

Poor 

Still  absent  from  work  frequently. 

9 

54/25 

Good 

Better  able  to  handle  work. 

10 

78/24 

Good 

Symptoms  controlled. 

11 

30/10 

Good 

Postural  hypotension  still  a prob- 
lem. 

12 

22/12 

Good 

Reduced  absenteeism. 

13 

32/10 

Good 

Reduced  absenteeism. 

14 

42/12 

Good 

Better  able  to  handle  home  re- 
sponsibilities. 

15 

40/16 

Good 

Improved  work  performance. 

16 

42/14 

Good 

Reduced  absenteeism. 

17 

48/20 

Good 

Better  able  to  manage  home. 

18 

24/16 

Fair 

Work  performance  still  impaired. 

19 

38/18 

Good 

Improved  work  performance. 

20 

14/7* 

Poor 

Absenteeism  still  high. 

21 

42/20 

Good 

Reduced  absenteeism. 

22 

52/18 

Good 

Postural  hypotension  still  a prob- 
lem. 

23 

52/22 

Good 

Better  able  to  manage  home. 

24 

10/4 

Poor 

Work  performance  still  impaired. 

25 

42/28 

Good 

Improved  work  performance. 

26 

38/16 

Good 

Better  work  performance. 

27 

12/12 

Poor 

Still  unable  to  handle  pressure  of 
work. 

28 

44/22 

Good 

Relief  of  symptoms;  improved 
work  performance. 

29 

50/16 

Good 

Reduced  absenteeism. 

30 

12/6* 

Poor 

Still  needs  help  .with  housework. 

31 

48/12 

Good 

Reduced  absenteeism. 

32 

22/12 

Fair 

Headache  still  a problem. 

33 

50/14 

Good 

Better  able  to  manage  home. 

34 

52/10 

Good 

Better  able  to  manage  home  and 
job. 

35 

26/12 

Fan- 

Work  performance  still  impaired. 

36 

54/16 

Good 

Improved  work  performance. 

37 

18/12 

Fan- 

Better  able  to  manage  home. 

38 

22/12 

Fair 

Absenteeism  still  high. 

39 

38/12 

Good 

Improved  work  performance. 

* These  patients  showed  evidence  of  tolerance. 


per  cent,  the  functional  improvement  was 
considered  to  be  good.  In  6 others  it  was 


fair,  and  in  the  remaining  6 it  was  con- 
sidered poor. 


Summary 

A combination  of  methyclothiazide  and 
deserpidine  (Enduronyl)  was  administered 
to  39  hypertensive  young  adult  patients. 
The  duration  of  therapy  ranged  from 
eighteen  to  twenty-nine  months.  Marked 
reductions  of  blood  pressure  were  produced 
in  27,  or  69  per  cent,  of  the  patients.  These 
reductions  were  generally  associated  with 
improvement  in  the  symptoms  of  the 
disease.  Side-effects  were  not  a problem. 
Evaluation  of  the  functional  capacity  of 
these  patients  before  and  after  therapy  indi- 
cated that  it  improves  proportionately  to  the 
extent  that  blood  pressure  is  reduced.  It  is 
concluded  that  the  combination  of  methy- 
clothiazide and  deserpidine  constitutes  an 
almost  ideal  antihypertensive  agent  for 
prolonged  therapy  in  the  hypertensive 
young  adult. 
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P neumocystis  carinii  pneumonia  has 
been  recognized  with  increasing  frequency 
in  the  United  States1-4  since  Dauzier, 
Willis,  and  Barnett5  first  reported  an 
American  case  in  1956.  Its  known  rela- 
tionship to  conditions  associated  with 
diminished  host  resistance  and  a character- 
istic roentgenographic  appearance  of  the 
lungs  (for  example,  a peripheral  granular 
appearance  progressing  through  coalescent 
nodularity  or  atelectasis  with  emphysema 
to  complete  peripheral  atelectasis)  make  it 
reasonable  to  consider  the  diagnosis.6-9 
Examination  of  the  sputum,  pharyngeal 
fluid,  pleural  fluid,  and  fluid  from  a lung 
puncture  have  been  used  to  identify  the 
organisms  in  infants.10-12  Although 
Pneumocystis  infection  has  been  suspected 
in  adults,  we  are  aware  of  no  instance  in 
which  the  diagnosis  was  established  before 

* Senior  Clinical  Trainee,  Cancer  Control  Program,  U.S. 
Public  Health  Service. 


death.  The  need  to  delineate  the  epi- 
demiologic features  of  the  disease,  as  well 
as  the  prospect  of  specific  therapy,13-15  ob- 
viously make  early  clinical  diagnosis  de- 
sirable. For  these  reasons,  a case  is  re- 
ported in  which  Pneumocystis  carinii  was 
present  in  a lung  biopsy  four  and  one-half 
months  before  the  death  of  an  adult  male, 
and  the  diagnosis  therefore  was  suggested. 

Case  report 

The  patient,  a fifty-three-year-old  white 
man,  was  first  seen  at  Memorial  Hospital 
on  December  17,  1959,  with  a three-week 
history  of  spontaneous  bruising  of  the 
trunk  and  extremities  and  bleeding  from 
the  gums.  The  spleen  and  fiver  were 
palpably  enlarged.  His  white  blood  cell 
count  was  220,000  and  platelet  count  245,000 
per  cubic  millimeter.  The  hemoglobin 
was  11.8  Gm.  per  100  ml.  Differential 
counts  on  smears  of  peripheral  blood  and 
sternal  bone  marrow  aspirate  were  consist- 
ent with  the  clinical  diagnosis  of  chronic 
granulocytic  leukemia.  The  leukocyte  al- 
kaline phosphatase  level  was  zero. 

The  patient  was  followed  in  the  Memorial 
Hospital  chemotherapy  clinic  and  over  the 
ensuing  three  years  received  100  to  300 
mg.  oral  daily  doses  of  cyclophosphamide 
(Cytoxan),  which  was  discontinued  for 
one-  to  two- week  periods  during  March, 
July,  and  December,  1959,  when  episodes 
of  cutaneous  herpes  zoster,  hemorrhagic 
cystitis,  and  oral  ulcers  developed.  Within 
seven  months  after  initiation  of  therapy, 
his  white  cell  count  had  fallen  and  stabilized 
at  approximately  20,000  per  cubic  millime- 
ter. His  spleen  and  fiver  remained  palpa- 
ble but  apparently  regressed  somewhat  in 
size. 

First  admission.  On  January  3,  1963, 
the  patient  was  admitted  to  the  James 
Ewing  Hospital  because  of  marked  short- 
ness of  breath  of  one  month’s  duration, 
cyanosis,  and  a slight  fever.  Just  prior  to 
this,  he  had  felt  well  enough  to  play  volley 
ball  and  engage  in  other  strenuous  exercise. 
Auscultation  of  the  lungs  revealed  occa- 
sional wheezes  and  rales.  The  white  blood 
cell  count  was  23,000  per  cubic  millimeter, 
and  the  hemoglobin  was  11.1  Gm.  per  100 
ml.  The  total  protein  was  6.4  Gm.  per 
100  ml.,  with  3.2  Gm.  of  albumin  per  100 
ml.  Roentgenograms  of  the  chest  showed 
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FIGURE  1.  Low-power  survey  of  lung  biopsy. 
Note  small  focus  of  granular  material  in  alveolus  at 
upper  left  (hematoxylin  and  eosin  stain). 


patchy  consolidations  at  both  lung  bases. 
These  were  interpreted  as  being  inflam- 
matory. By  mid -January  they  were  pres- 
ent throughout  the  lungs  and  were  nodular. 
Pulmonary  function  studies  revealed  that 
the  arterial  blood  oxygen  saturation  was 
92.5  per  cent,  vital  capacity  52  per  cent, 
and  maximum  breathing  capacity  56  per 
cent.  The  clinical  impression  was  of 
interstitial  fibrosis. 

Cytomegalovirus,  Pneumocystis,  tuber- 
cle bacilli,  fungi,  and  cyclophosphamide 


were  considered  as  possible  etiologic  agents. 
Cytologic  examination  of  the  sputum  and 
urine  showed  negative  results  for  cyto- 
megalic inclusions.  Tissue  culture  inocu- 
lation of  saliva  and  urine  to  identify  cyto- 
megalovirus was  unsuccessful.  Cultures 
were  negative  for  acid-fast  bacilli  and  fungi, 
as  were  the  results  of  skin  tests  with  coc- 
cidioidin,  histoplasmin,  and  first-strength 
purified  protein  derivative. 

On  January  21,  1963,  through  a small 
thoracotomy  incision,  a biopsy  of  the 
grossly  normal  upper  lobe  of  the  right  lung 
was  taken.  Microscopically  Pneumocystis 
carinii  and  minimal  fibrosis  were  seen 
(Figs.  1 to  3).  Cytomegalic  inclusions  were 
not  seen  originally  or  on  review.  Cyclo- 
phosphamide was  discontinued.  An  at- 
tempt to  treat  Pneumocystis  specifically 
was  not  made  because  the  patient  was 
thought  clinically  to  have  a “subacute 
Hamman-Rich  syndrome.”  Accordingly, 
he  was  treated  with  50  mg.  of  prednisone  by 
mouth  daily;  later,  this  was  reduced 
gradually  to  35  mg.  daily.  The  patient’s 
fever  disappeared,  and  the  dyspnea  de- 
creased, so  that  discharge  was  possible  on 
February  8,  1963.  X-ray  examination  of 
the  lungs  showed  some  clearing,  but 


FIGURE  2.  (A)  Higher  power  of  area  indicated  in  Figure  1.  Shows  granular  and  fibrillar  material  charac- 
teristic of  that  associated  with  Pneumocystis  carinii  infection  as  seen  in  conventional  hematoxylin  and  eosin 
stain.  (B)  Same  area  stained  by  Gram-Weigert  technic.  Several  organisms  are  demonstrated. 
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minimal  infiltrates  were  still  present.  He 
remained  weak  and  short  of  breath. 

In  February,  1963,  his  white  cell  count 
rose  to  75,000  per  cubic  millimeter.  The 
hemoglobin  continued  at  13  Gm.  per  100 
ml.  Therapy  with  hydroxyurea  was  initi- 
ated but  discontinued  after  two  weeks  be- 
cause of  lack  of  response  and  the  develop- 
ment of  hematuria. 

Second  admission.  The  patient  was 
readmitted  to  the  James  Ewing  Hospital  on 
March  4,  1963,  because  of  more  severe 
dyspnea  of  two  weeks  duration.  Respira- 
tory distress  was  present  even  at  rest. 
Rales  were  audible  over  both  lung  bases. 
The  white  blood  count  was  64,000  per  cubic 
millimeter,  hemoglobin  11.3  Gm.  per  100 
ml.,  and  platelet  count  300,000  per  cubic 
millimeter.  The  total  protein  was  7.1 
Gm.  per  100  ml.,  with  4.5  Gm.  of  albumin 
per  100  ml.  The  oxygen  saturation  of 
arterial  blood  was  86  per  cent  at  rest,  76 
per  cent  after  mild  exercise,  and  95  per  cent 
after  breathing  of  100  per  cent  oxygen. 
A chest  x-ray  film  showed  diffuse,  bilateral, 
streaky,  and  reticular  densities,  maximal 
in  the  lower  lobes.  These  were  interpreted 
as  representing  fibrosis  and  chronic  inflam- 
mation. An  electrocardiogram  revealed 
strain  on  the  right  side  of  the  heart  and  a 
persistent  tachycardia;  the  tachycardia 
was  not  affected  by  digitalis  and  diuretic 
therapy. 

The  prednisone  dosage  was  increased  to 
50  mg.  and  ultimately  to  100  mg.  daily. 
On  the  theory  that  the  lung  lesions  might, 
at  least  in  part,  have  an  immunologic  basis, 
administration  of  6-mercaptopurine  was 
begun  on  March  15,  1964.  The  dosage 
was  initially  2.5  mg.  per  kilogram  orally, 
for  a total  dose  of  125  mg.  per  day  but  was 
then  raised  to  250  mg.  each  day.  In  the 
last  ten  days  of  life,  chloroquine  (200  to  500 
mg.  daily)  was  given  in  the  hope  of  sup- 
pressing any  inflammatory  component. 

On  March  23  the  patient’s  temperature 
rose  to  101.2  F.,  but  there  was  no  change  in 
his  symptoms.  On  March  29  oral  monilia- 
sis became  evident.  On  April  6 his  tem- 
perature again  rose  to  101  to  102  F.  and 
was  associated  with  chills.  X-ray  exami- 
nation of  the  lungs  revealed  a possible 
superimposed  left  lower  lobe  pneumonia. 
Heavy  and  varied  antibiotic  therapy  had 
no  effect.  Because  of  a fall  in  the  white 
cell  count  to  14,800  per  cubic  millimeter  and 


FIGURE  3.  Very  high-power  survey  of  lung  biopsy 
stained  with  Gram-Weigert  technic.  Organism 
appears  in  the  form  of  cysts,  roughly  size  of  an 
erythrocyte.  Cysts  contain  from  two  to  eight 
round,  oval,  or  elongated  bodies.  The  latter  also 
may  occur  as  free  forms.  Top  section  of  figure 
suggests  that  background  material  or  “exudate” 
consists  of  organisms  that  have  not  been  stained 
or  are  not  in  same  plane  of  focus. 


a fall  in  the  hemoglobin  to  9.6  Gm.  per  100 
ml.,  6-mercaptopurine  was  discontinued. 
Nevertheless,  by  April  21  his  white  count 
had  fallen  further  to  2,200  per  cubic  milli- 
meter. 

The  respiratory  distress  increased  mark- 
edly. On  April  26  there  was  no  change  in 
the  x-ray  findings,  but  his  sputum  became 
purulent.  Cultures  of  sputum  grew  coagu- 
lase-positive  Staphylococcus  aureus  and 
Pseudomonas  aeruginosa.  Because  of  a 
fall  in  blood  pressure  to  80/50  mm.  Hg, 
metaraminol  (Aramine)  therapy  was  be- 
gun. After  administration  of  penicillin, 
sodium  methicillin  (Staphcillin),  tetracy- 
cline, and  colistimethate  sodium  (Coly-My- 
cin),  his  temperature  fell  to  normal  on 
April  29. 

His  respiratory  difficulty  continued  even 
with  oxygen  inhalation.  On  May  5 he 
became  drowsy  and  lethargic.  On  May  6, 
within  a three-hour  period,  tonic-clonic 
convulsions  were  followed  by  coma,  aspira- 
tion of  vomitus,  and  death. 

Autopsy  findings.  At  autopsy  the 
body  appeared  cachectic.  The  bone  mar- 
row, spleen,  and  liver  were  extensively  in- 
volved by  granulocytic  leukemia.  The 
lungs  were  voluminous  and  heavy,  weighing 
1,500  Gm.  together.  There  was  terminal 
aspiration  of  gastric  contents,  bilateral 
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FIGURE  4.  (left)  Very  low-power  survey  of  lung  at  autopsy.  Alveoli  are  filled  with  characteristic  exudate, 
which  is  red  in  hematoxylin  and  eosin  sections.  Pulmonary  fibrosis  and  cytomegalic  inclusions  are  also 
discernible  (hematoxylin  and  eosin  stain),  (right)  Higher  power  of  autopsy  lung  section  stained  with  Gram- 
Weigert  technic.  Numerous  cystic  forms  of  organism  are  visible,  some  of  which  are  semilunar  or  sickled 
in  shape.  Here,  the  exudate  appears  more  foamy  than  granular  or  fibrillar. 


acute  bronchitis,  and  an  acute  hemorrhagic 
bronchopneumonia,  with  early  abscess  for- 
mation in  the  left  upper  lobe.  Both  lower 
lobes  were  totally  consolidated,  yellow  and 
gray-white,  and  firm,  with  remarkable 
accentuation  of  the  lobular  architecture. 
Microscopically,  the  alveoli  were  filled  with 
fibrillar,  foamy,  eosinophilic  material  char- 
acteristic of  that  associated  with  Pneu- 
mocystis carinii  infection  (Fig.  4A).  There 
was  less  extensive  involvement  of  the  upper 
lobes,  where  the  alterations  were  concen- 
trated beneath  the  pleura.  Typical  cysts 
of  the  organisms  were  easily  demonstrated 
by  the  periodic  acid-Schiff,  methenamine 
silver,  and  Giemsa  stains  but  most  beauti- 
fully by  the  Gram-Weigert  stain  (Fig.  4B). 
Cytomegalic  inclusions,  both  nuclear  and 
cytoplasmic,  were  present  in  alveolar  lining 
cells  throughout  the  lungs  (Figs.  5 and  6A) 
but  seemed  more  numerous  in  the  areas 
involved  by  Pneumocystis.  Inclusion  bod- 
ies were  also  found  in  the  pancreas,  adrenals, 
kidneys,  liver,  thyroid,  parathyroids  (Fig. 
6B),  stomach,  and  pituitary  gland. 

Interstitial  fibrosis  was  present  in  all 
lobes  of  both  lungs,  and  there  was  emphy- 
sema in  those  areas  that  were  not  consoli- 
dated. In  the  areas  of  Pneumocystis 
pneumonia  there  was  also  a sparse  inter- 
stitial infiltrate  composed  of  lymphoid  cells, 
macrophages,  and  plasma  cells.  Elsewhere, 
the  fibrosis  was  more  patchy  and  lacked  an 
associated  inflammatory  infiltrate.  Some 
nuclear  atypia  of  the  alveolar  lining  cells 
suggested  the  possibility  that  cyclophos- 
phamide might  have  been  responsible. 


FIGURE  5.  Cytomegalic  nuclear  inclusions  in 
alveolar  lining  cells  (hematoxylin  and  eosin  stain). 


Coagulase-positive  Staph,  aureus  and  Ps. 
aeruginosa  were  cultured  from  the  lungs. 
Attempts  to  grow  cytomegalovirus  and 
Pneumocystis  were  not  successful. 

Dilatation  and  myocardial  hypertrophy 
of  the  right  atrium  and  ventricle  confirmed 
the  earlier  electrocardiographic  interpreta- 
tion. 

Comment 

This  case  illustrates  many  of  the  charac- 
teristic features  of  human  Pneumocystis 
carinii  infection,  that  is,  its  occurrence  in 
association  with  leukemia,  cytomegalic 
inclusion  disease,  long-term  antitumor 
chemotherapy,  and  corticosteroid  adminis- 
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FIGURE  6.  Cytomegalic  nuclear  inclusions  in  cells  free  in  (A)  pulmonary  alveolus  and  (B)  in  parathyroid 
gland  (hematoxylin  and  eosin  stain). 


tration.  Diminished  host  resistance  has 
been  the  major  factor  in  infant,  adult,  and 
experimental  infections.2-  3 The  recent 
recognition  of  Pneumocystis  pneumonia 
in  recipients  of  organ  transplants  given 
immunosuppressive  therapy  emphasizes 
this  fact.8  The  accessibility  of  recent 
comprehensive  reviews2-  3*  16  renders  a de- 
tailed description  of  the  morphologic  and 
clinical  aspects  of  Pneumocystis  infection 
unnecessary.  Electron  microscopic  studies 
of  the  organism  are  also  available.17-  18  It 
is  believed  to  be  a protozoan  rather  than  a 
fungus. 3 

Pentamidin  has  been  reported  effective 
in  the  treatment  of  this  disease.13-15 
Ivady,  Paldy,  and  Unger13  have  noted  a 
drop  in  mortality  of  affected  infants  from 
50  to  20  per  cent  with  pentamidin  therapy. 
They  emphasize  the  desirability  of  early 
treatment.  In  one  of  Marshall,  Weston, 
and  Bodian’s14  treated  patients,  a two-year- 
old  boy,  the  diagnosis  was  established  by 
lung  biopsy.  In  Rodgers  and  Haggie’s15 
patient,  an  infant  who  recovered  after 
treatment,  there  was  no  morphologic  dem- 
onstration of  the  organism.  Esterly  and 
Warner12  cite  the  case  of  a leukemic  child 
with  clinical  findings  of  Pneumocystis 
pneumonia  who  survived.  Typical  cysts 
were  identified  in  smears  of  aspirated  pleu- 
ral fluid.  There  was  no  mention  of  specific 
therapy.  Spontaneous  recovery  or  remis- 
sion is  apparently  possible.  There  is  ob- 
viously a need  for  confirmation  of  the 
clinical  diagnosis  by  identification  of  the 
organism  for  critical  evaluation  of  therapy 
or  alleged  spontaneous  recovery. 

Serologic  tests  have  been  employed  in 
Europe,19-25  but  the  antigen  apparently  has 


not  been  available  in  this  country.  The 
organism  has  been  identified  in  the  sputum 
of  infants  and  children.  25-27  Anderson  and 
Barrie28  found  Pneumocystis  in  retrospect 
in  the  sputum  of  an  adult  with  pneumonia 
and  cirrhosis,  after  the  diagnosis  had  been 
made  at  autopsy.  White,  Saxton,  and 
Dawson29  reported  on  Pneumocystis  in 
adults,  with  emphasis  on  the  roentgenologic 
findings.  One  of  their  patients  was  a 
fifty-seven-year-old  man  with  lymphosar- 
coma and  respiratory  symptoms  of  four 
months  duration.  He  had  a lung  biopsy 
eighteen  days  prior  to  death,  and  a pro- 
visional antemortem  diagnosis  of  alveolar 
proteinosis  was  made.  The  presence  of 
Pneumocystis  was  recognized  only  after  the 
autopsy.  Erchul,  Williams,  and  Meighan30 
identified  the  organisms  in  hypopharyngeal 
material  obtained  digitally  from  a male 
infant  one  day  prior  to  death.  Processing 
and  examination  of  the  specimen  were  not 
completed  before  death. 

Le  Tan-Vinh  et  al .n  have  been  the  most 
consistently  successful  in  identifying  the 
organism  in  vivo.  They  accomplished  an 
in  vivo  diagnosis  of  Pneumocystis  pneu- 
monia in  8 of  9 infants.  This  was  done  by 
passing  a catheter  into  the  nasopharynx 
and  examining  an  ether-alcohol-fixed  smear 
of  the  aspirate  stained  by  the  Gram-Wei- 
gert  technic.  It  would  seem  that  pharyn- 
geal aspiration  might  prove  fruitful  as  a 
source  of  diagnostic  material  in  adults  as 
well  and  might  well  be  tried  before  lung 
biopsy.  We  have  used  the  Gram-Weigert 
stain11-  31  and  believe  it  to  be  the  best 
method  currently  available  for  the  demon- 
stration of  Pneumocystis  carinii.  In  ac- 
cordance with  the  experience  of  Le  Tan- 
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Vinh  et  al .n  we  have  found  that  it  stains 
more  organisms  than  any  other  stain  and 
does  so  with  a clarity  we  have  not  observed 
before.  It  has  the  further  advantage  that 
hematoxylin  and  eosin  may  be  employed  as 
the  counterstains,  and  they  may  even  be 
used  before  the  application  of  the  Gram- 
Weigert  stain.  This  has  obvious  virtue  in 
the  situation  in  which,  as  in  our  case,  a 
small  focus  of  suspected  Pneumocystis  is 
encountered,  which  may  not  be  present  in 
deeper  cuts  of  a paraffin  block.  The  slide 
in  question  may  then  be  stained  with  the 
Gram-Weigert  stain  over  the  hematoxylin 
and  eosin  stain. 

Summary 

A typical  adult  case  of  Pneumocystis 
carinii  pneumonia  in  association  with 
chronic  granulocytic  leukemia  and  cyto- 
megalic inclusion  disease  is  reported.  The 
presence  of  Pneumocystis  was  established 
by  lung  biopsy  four  and  one-half  months 
before  the  death  of  the  patient.  To  our 
knowledge,  this  has  not  been  reported  pre- 
viously in  an  adult.  The  use  of  pharyngeal 
aspiration  is  recommended  for  antemortem 
diagnosis.  The  material  obtained  should 
be  smeared  on  slides,  fixed,  and  stained  by 
the  Gram-Weigert  technic. 
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P heochromocytoma  induces  a curable 
form  of  hypertension,  and  the  physi- 
cian should  be  aware  of  the  possibility 
of  pheochromocytoma  when  treating  a 
hypertensive  patient.  It  has  been  en- 
countered in  only  0.5  per  cent  of  cases  of 
hypertension,1  but  the  occurrence  may  be 
more  frequent  than  has  been  reported, 
and  the  diagnosis  is  now  made  more  fre- 
quently. 

Ninety  per  cent  of  pheochromocytomas 
are  of  the  adrenal  medulla;  10  per  cent  of 
them  are  bilateral.2  Extra-adrenal  tumors 
do  occur  in  paravertebral  ganglia,  Zucker- 
kandl’s  organs,  and  interstitial  ganglion 
cells  in  the  walls  of  intestine  and  bladder. 

In  this  series  of  8 patients,  in  5 cases  the 
tumor  was  of  the  right  adrenal  gland,  and  in 
3 cases  it  was  of  the  left  adrenal  gland.  All 
patients  were  male,  and  the  age  range  was 
from  forty-two  to  sixty-two  years.  In  1 
case  the  patient  died  of  carcinoma  of  the 
lung,  and  the  tumor  was  found  at  post- 
mortem examination.  In  1 instance  the 
tumor  was  malignant.  About  35  patients 
with  malignant  pheochromocytoma  have 
been  reported3;  survival  from  the  time  of 
diagnosis  has  usually  been  less  than  three 
years. 

* Dr.  Blumberg  was  a resident  at  Veterans  Administration 
Hospital  at  the  time  this  article  was  written. 


FIGURE  1.  Case  1.  Presacral  gas  insufflation 
demonstrates  large  pheochromocytoma  of  right 
adrenal  gland. 


Case  reports 

Case  1.  A forty-two-year-old  male 
entered  the  hospital  because  of  excessive 
perspiration,  pounding  headaches,  and 
nervousness  of  six  months  duration.  Two 
years  earlier  he  had  been  treated  for  viral 
pericarditis  associated  with  precordial  pain 
and  hypertension.  The  pertinent  findings 
were  a blood  pressure  of  190/110  and  a pulse 
rate  of  99.  While  the  resident  palpated 
the  right  flank,  the  patient  experienced  the 
sudden  onset  of  a severe  pounding  head- 
ache which  was  accompanied  by  perspira- 
tion and  vomiting.  The  blood  pressure  rose 
to  280/140.  The  phentolamine  (Regitine) 
methanesulfonate  test  showed  a positive 
response,  and  the  twenty-four-hour  urine 
catecholamines  were  235  micrograms.  The 
vanillylmandelic  acid  in  the  urine  was 
above  normal  level.  The  right  kidney  ap- 
peared displaced  downward  by  a supra- 
renal mass.  The  presacral  gas  insufflation 
confirmed  the  presence  of  a mass  in  the 
right  adrenal  gland  (Fig.  1).  The  diagnosis 
of  a right  pheochromocytoma  was  made, 
and  the  patient  was  explored  by  an  extra- 
pleural incision  through  the  eleventh  rib. 
A well-encapsulated  pheochromocytoma  of 
165  Gm.  was  removed  from  the  right  ad- 
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FIGURE  2.  Case  3.  Area  of  calcification  in  pheo- 
chromocytoma  of  right  adrenal  gland. 


renal  gland.  The  symptoms  subsided,  and 
he  became  normotensive. 

Case  2.  A forty-year-old  white  male 
entered  the  hospital  because  of  dyspnea, 
nervousness,  excessive  perspiration,  and 
sustained  hypertension  of  six  months  dura- 
tion. The  pertinent  findings  were  a blood 
pressure  of  160/125  and  a pulse  rate  of  90. 
The  left  ventricle  was  enlarged.  The 
excretory  urogram  and  the  presacral  gas 
insufflation  were  unremarkable.  He  showed 
a positive  response  to  histamine  and  phen- 
tolamine  methanesulfonate  tests.  The 
twenty-four-hour  urine  catecholamines  were 
1,000  micro  grams.  The  glucose  tolerance 
test  revealed  a diabetic  type  curve.  The 
diagnosis  of  pheochromocytoma  was  made, 
and  the  patient  was  explored  through  a 
transabdominal  approach.  A nonencapsu- 
lated  friable  tumor  which  weighed  133  Gm. 
was  removed  with  the  left  adrenal  gland 
and  proved  to  be  pheochromocytoma. 
The  patient  has  been  normotensive  for  two 
years.  All  tests  for  pheochromocytoma 
have  shown  negative  responses. 

Case  3.  A forty -three-year-old  white 
male  was  admitted  because  of  right  side 
hemiparesis.  He  had  been  having  head- 
aches, shortness  of  breath,  and  increased 


perspiration  for  the  past  few  years.  Dur- 
ing previous  admissions  he  had  been  treated 
for  labile  hypertension  and  arteriosclerotic 
heart  disease.  The  pertinent  findings  were 
a blood  pressure  of  172/114  and  a pulse  rate 
of  90.  Narrowing  of  the  renal  arteries, 
arteriovenous  nicking,  and  an  old  hemor- 
rhage in  the  left  temporal  retina  were  pres- 
ent on  funduscopic  examination.  There 
was  a left-sided  facial  weakness  and  de- 
creased strength  in  the  upper  and  lower 
extremities.  The  left  ventricle  was  en- 
larged. He  showed  a positive  response  to 
histamine  and  phentolamine  methanesul- 
fonate tests.  The  urinary  catecholamines 
were  600  micrograms.  An  area  of  calcifica- 
tion of  3 cm.  was  noted  overlying  the  right 
adrenal  gland  area  (Fig.  2).  The  excretory 
urogram  and  presacral  gas  insufflation  were 
unremarkable.  A pheochromocytoma  of 
185  Gm.  was  removed  with  the  right  adre- 
nal gland.  The  blood  pressure  fell  to 
140/95  and  has  remained  around  this  level 
for  three  years.  There  was  no  change  in 
the  electrocardiogram  and  funduscopic 
findings.  The  urinary  catecholamines 
dropped  to  normal  values. 


Case  4.  A forty-one-year-old  man 
entered  the  hospital  because  of  dyspnea 
associated  with  hypertension  of  two  years 
duration.  A year  earlier  he  was  placed  on 
digitalis  because  of  mild  congestive  failure. 
The  pertinent  findings  were  a blood  pres- 
sure of  180/120  and  a pulse  rate  of  90. 
Mild  exophthalmos  was  present  bilaterally. 
Narrowing  of  the  retinal  arteries  and 
arteriovenous  nicking  were  present  on  both 
fundi.  Left  ventricle  enlargement  and 
premature  contractions  were  recorded  in 
the  electrocardiogram.  The  phentolamine 
methanesulfonate  and  histamine  tests 
showed  positive  responses.  The  catechola- 
mines were  350  micrograms.  The  glucose 
tolerance  test  revealed  a diabetic  type 
curve.  The  basal  metabolism  rate  was 
over  50  per  cent.  The  protein  bound 
iodine  was  5 micrograms  per  100  ml.  and  the 
thyroid  I131  radioactive  iodine  uptake  was 
34.  The  excretory  urogram  was  unre- 
markable. A mass  overlying  the  upper 
pole  of  the  right  kidney  could  be  seen  in 
presacral  gas  insufflation  (Fig.  3).  A pre- 
operative diagnosis  of  pheochromocytoma 
was  made,  and  the  patient  was  explored 
through  a thoracoabdominal  incision.  A 
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FIGURE  3.  Case  4.  Pneumogram  outlines  tumor 
in  right  adrenal  gland. 


large  right  semicystic  adrenal  mass  of  168 
Gm.  was  removed  which  proved  to  be 
pheochromocytoma  on  microscopic  exami- 
nation. The  patient  was  relieved  of  his 
symptoms  and  has  been  normotensive  for 
three  years.  The  basal  metabolic  rate,  as 
well  as  other  tests,  returned  to  normal 
levels.  There  was  no  improvement  in  the 
enlarged  left  ventricle  and  premature  con- 
tractions. 

Case  5.  A forty-one-year-old  white 
male  entered  the  hospital  because  of  dysp- 
nea, excessive  perspiration,  nervousness, 
and  weight  loss  of  six  months  duration. 
During  the  past  five  years  he  had  had  sev- 
eral episodes  of  paroxysmal  hypertension. 
The  pertinent  findings  were  a blood  pres- 
sure of  140/80  and  a pulse  rate  of  90. 
There  was  narrowing  of  the  retinal  arteries. 
Left  ventricle  enlargement,  sinus  tachy- 
cardia, and  premature  contractions  were 
recorded  in  the  electrocardiogram.  Multi- 
ple neurofibromas  were  present  in  the  skin. 
The  glucose  tolerance  test  showed  diabetes. 
The  histamine  and  phentolamine  methane- 
sulfonate  tests  showed  positive  responses. 
The  urinary  catecholamines  were  400  micro- 
grams. The  excretory  urogram  was 
normal.  Retroperitoneal  pneumography 


FIGURE  4.  Case  5.  Retroperitoneal  pneumogram 
demonstrates  pheochromocytoma  of  right  adrenal 
gland  with  normal  left  adrenal  gland. 


showed  that  the  right  adrenal  gland  was 
enlarged  (Fig.  4).  During  the  induction  of 
anesthesia,  the  blood  pressure  rose  to 
280/150,  and  the  patient  went  into  pul- 
monary edema.  Later,  after  preparation 
with  phentolamine  methanesulfonate,  he 
was  explored  through  a right  thoracoab- 
dominal incision.  A pheochromocytoma  of 
115  Gm.  was  removed.  He  withstood 
anesthesia  without  incident.  He  has  been 
normotensive  for  five  years.  All  tests  for 
pheochromocytoma  have  shown  negative 
results.  There  was  minimal  improvement 
in  the  abnormalities  recorded  in  the  elec- 
trocardiogram and  seen  on  funduscopic 
examination. 

Case  6.  A forty-six-year-old  white  male 
entered  the  hospital  because  of  paroxysms 
of  headache,  excessive  perspiration,  and 
palpitation  associated  with  labile  hyperten- 
sion of  more  than  five  years  duration.  He 
responded  poorly  to  the  usual  hypertensive 
drugs.  The  pertinent  findings  were  a blood 
pressure  of  160/100  and  a pulse  rate  of  86. 
There  was  enlargement  of  the  left  ventricle 
with  arteriosclerotic  abnormalities  in  the 
myocardium.  The  glucose  tolerance  test 
showed  a diabetic  type  curve.  The  hista- 
mine and  phentolamine  methanesulfonate 
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FIGURE  5.  Case  6.  (A)  Increased  density  of  left 
adrenal  in  retroperitoneal  pneumogram.  (B) 
Photomicrograph  of  malignant  pheochromocy- 
toma.  Tumor  invaded  periadrenal  tissue. 

tests  showed  positive  responses.  The 
twenty-four-hour  urine  catecholamines 
were  900  micrograms.  The  excretory  uro- 
gram was  normal.  There  was  increased 
density  of  the  left  adrenal  gland  in  the 
presacral  gas  insufflation  (Fig.  5A).  The 
diagnosis  of  pheochromocytoma  was  made, 
and  the  patient  was  explored  through  a 
transabdominal  approach.  A tumor  of  135 
Gm.  was  removed  with  the  left  adrenal 
gland.  The  region  of  the  adrenal  area  was 
packed  because  of  excessive  bleeding. 
Three  days  later,  the  pack  was  removed 
without  incidence.  The  postoperative 


FIGURE  6.  Case  7.  Excretory  urogram  shows  dis- 
placement of  left  kidney  by  suprarenal  mass. 


course  was  complicated  with  wound  de- 
hiscence and  bronchopneumonia.  He  ex- 
pired three  weeks  following  surgery.  The 
pathologic  report  disclosed  malignant  pheo- 
chromocytoma which  invaded  the  periadre- 
nal fat  (Fig.  5B).  Permission  for  autopsy 
was  not  obtained. 

Case  7.  A sixty-two-year-old  man  en- 
tered the  hospital  because  of  spells  of  palpi- 
tation, perspiration,  and  pain  in  the  chest. 
The  pertinent  findings  were  a blood  pres- 
sure of  200/125  and  a pulse  rate  of  90. 
There  was  narrowing  of  the  retinal  vessels 
and  arteriovenous  nicking.  The  left  ven- 
tricle was  moderately  enlarged.  The  phen- 
tolamine  methanesulfonate  test  showed  a 
positive  response.  The  left  kidney  ap- 
peared displaced  downward  by  a suprarenal 
mass  in  the  excretory  urogram  (Fig.  6). 
The  twenty-four-hour  urine  catecholamines 
were  750  micrograms.  The  glucose  toler- 
ance test  disclosed  a diabetic  type  curve. 
The  patient  was  explored  through  a 
thoracoabdominal  approach,  and  a 167  Gm. 
pheochromocytoma  was  removed  with  the 
left  adrenal  gland.  The  symptoms  sub- 
sided, and  the  blood  pressure  has  remained 
at  the  level  of  160/105  for  four  years.  The 
catecholamines  fell  to  normal  levels. 
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Case  8.  A sixty-five-year-old  man  en- 
tered the  hospital  because  of  carcinoma  of 
the  lung.  Earlier  he  had  been  treated  for 
labile  hypertension  with  the  usual  hyper- 
tensive drugs  without  response.  Death 
occurred  from  pulmonary  edema.  At  post- 
mortem examination  a pheochromocytoma 
of  the  right  adrenal  gland  was  found,  meas- 
uring 3 cm.  in  diameter,  in  addition  to 
bronchogenic  carcinoma  with  metastases. 

Comment 

The  symptoms  of  pheochromocytoma  are 
identical  to  those  which  would  be  caused  by 
injection  of  excessive  amounts  of  epi- 
nephrine and/or  norepinephrine.  Norepi- 
nephrine is  primarily  a vasoconstrictor  and 
does  not  have  important  metabolic  effects; 
whereas,  epinephrine,  in  addition  to  vaso- 
constriction, increases  metabolism  and  pro- 
duces marked  sweating,  flushing,  hyper- 
glycemia, and  glycosuria.  The  symptoms 
will  vary  according  to  whether  one  sub- 
stance or  the  other  is  predominantly 
secreted.  With  norepinephrine,  hyperten- 
sion associated  with  pounding  headaches, 
nausea,  palpitation,  and  faintness  are  the 
presenting  symptoms. 

Paroxysmal  episodes  of  hypertension 
have  been  regarded  as  an  important  feature 
of  pheochromocytoma.  The  blood  pres- 
sure level  may  be  normal  or  elevated  be- 
tween attacks.  Attacks  may  be  precipi- 
tated by  emotional  stress  or  pressure  over 
the  tumor  area.  In  1 case  while  a resident 
examined  the  flank  of  a patient,  the  patient 
experienced  an  episode  of  pounding  head- 
ache accompanied  by  nausea  and  perspira- 
tion, and  his  blood  pressure  rose  from 
normotensive  levels  to  280/140. 

In  2 patients  sustained  hypertension  was 
a prominent  feature.  Another  patient 
suffered  a cerebrovascular  accident  as  a 
result  of  sustained  hypertension,  which  had 
a proved  causal  relationship  to  the  pheo- 
chromocytoma. Physical  signs  are  primar- 
ily the  consequence  of  hypertension.  Reti- 
nal and  cardiovascular  abnormalities  de- 
pend on  the  duration  and  severity  of  hyper- 
tension. In  1 case  a mass  was  palpable  in 
the  flank. 

The  diagnosis  of  pheochromocytoma  can 
be  suspected  from  the  history.  It  is  con- 
firmed by  the  presence  of  excessive  quanti- 
ties of  catecholamines  in  the  plasma  and 


urine.  When  hypertension  is  present,  the 
positive  response  elicited  with  adrenolytic 
agents  is  also  diagnostic.  Although  a few 
false  positive  and  false  negative  results 
have  been  reported,  in  all  patients  the 
phentolamine  methanesulfonate  test 
showed  positive  responses.  Hypertension 
can  be  induced  in  normotensive  patients  if 
histamine  is  injected.  The  measurement  of 
vanillylmandelic  acid  in  the  urine  has  been 
used  as  a reliable  diagnostic  tool  in  the  de- 
tection of  pheochromocytoma.  Vanillyl- 
mandelic acid  is  a metabolite  of  epinephrine 
and  norepinephrine  which  is  found  normally 
in  the  urine.  Large  quantities  occur  in  the 
urine  of  persons  with  pheochromocytoma. 
It  can  be  determined  easily  by  colorimetric 
methods.  Neuroblastoma,  serotonin-pro- 
ducing tumors,  and  certain  foods  (vanilla 
and  bananas),  might  give  false  positive 
results. 4 The  metabolism  was  increased  in 
2 patients,  and  the  glucose  tolerance  test 
showed  diabetes  in  5.  In  some  cases  the 
disease  may  mimic  hyperthyroidism;  it  can 
be  differentiated  by  the  normal  values  of 
protamine-bound  iodine  and  radioactive  io- 
dine uptake  in  pheochromocytoma.  This 
was  the  clinical  picture  in  1 case. 

The  association  of  neurofibromatosis  has 
been  reported  between  5 and  20  per  cent. 
Its  relationship  has  not  been  explained.  In 
1 case  the  patient  presented  general  cutane- 
ous neurofibromatosis. 

The  excretory  urogram  and  retroperi- 
toneal pneumogram  are  used  for  the  locali- 
zation. The  excretory  urogram  was  in- 
formative in  1 patient  and  the  retroperi- 
toneal pneumogram  in  4 patients.  Since 
these  tumors  are  vascular,  aortography  has 
also  been  utilized  for  identification.5  It  has 
been  used  to  supplement  pneumography  to 
detect  extra-adrenal  tumors  along  the  aorta 
and  vena  cava.0  From  our  limited  experi- 
ence retroperitoneal  pneumography  was  the 
most  useful  in  helping  with  the  tumor  locali- 
zation. We  have  witnessed  no  complica- 
tions to  this  procedure  in  a series  of  over  100 
cases  performed  for  other  reasons. 

Quantitative  measurement  of  the  pressor 
substances  of  the  blood  collected  from  vari- 
ous levels  of  the  inferior  vena  cava  has  been 
used  for  localization  of  pheochromocytoma 
in  certain  cases.7  The  control  of  blood 
pressure  before,  during,  and  after  surgery 
with  the  use  of  the  proper  drugs  has  reduced 
the  operative  risk  significantly.  Some 
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authors  believe  that  the  routine  use  of 
blocking  agents  before  surgery  should  be 
avoided  because  of  the  possibility  of  render- 
ing vasopressor  substances  less  effective  if 
severe  hypotension  ensues.8  One  patient 
received  no  adrenolytic  drugs  before  sur- 
gery, and  induction  of  anesthesia  produced 
pulmonary  edema.  Later  after  proper 
preparation  with  'phentolamine,  he  with- 
stood surgery  without  incident.  Anoxia 
should  be  avoided  because  it  increases 
secretion  of  epinephrine.  Those  anesthetic 
agents  which  incite  cardiac  arrhythmias, 
such  as  cyclopropane,  should  not  be  used. 

All  patients  in  this  study  became  hypo- 
tensive after  the  removal  of  the  tumor,  and 
4 required  continuous  infusion  with  vaso- 
pressors for  the  first  twenty-four  to  thirty- 
six  hours.  This  is  caused  by  the  abrupt 
cessation  of  circulating  hormones. 

The  transabdominal  approach  was  used 
when  the  location  of  the  tumor  was  not 
certain.  The  thoracoabdominal  incision  or 
the  eleventh  rib  extrapleural  incision  were 
utilized  when  the  location  of  the  tumor  was 
known  before  surgery.  The  eleventh  rib 
incision  provided  excellent  exposure  with 
the  least  morbidity. 

The  specific  tests  for  pheochromocytoma 
should  return  to  normal  following  the  re- 
moval of  all  the  functioning  tumors. 


Summary 

Eight  cases  of  pheochromocytoma  are 
presented.  In  all  but  1 the  diagnosis  was 


Will  measles  incidence 
follow  polio  pattern? 

Nation-wide  immunization  programs  have 
virtually  eradicated  poliomyelitis  in  the  United 
States,  according  to  morbidity  and  mortality 
studies  of  the  Communicable  Disease  Center, 
U.S.  Department  of  Health,  Education,  and 
Welfare.  Whether  this  will  happen  with  mea- 


made preoperatively.  A high  index  of 
suspicion  is  essential  to  diagnosis.  The 
determination  of  catecholamines  in  the 
urine  proved  to  be  a reliable  diagnostic  tool. 
Retroperitoneal  pneumography  was  most 
useful  for  the  localization  of  the  tumor. 
Six  patients  became  normotensive.  One 
continues  to  have  elevated  blood  pressure 
but  at  a lower  level  than  previously.  Post- 
operatively  the  urinary  catecholamines  fell 
to  normal  levels  and  the  phentolamine  and 
histamine  tests  showed  negative  results  in 
all  patients  tested.  The  cardiovascular 
abnormalities  and  retinopathy  consequent 
to  hypertension  showed  either  no  change  or 
minimal  improvement.  There  was  1 op- 
erative death  in  a case  of  malignant  pheo- 
chromocytoma . 
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sles,  now  that  vaccines  are  available,  appears  to 
depend  on  physicians’  efforts. 

During  1964,  of  121  cases  of  polio  reported, 
94  were  paralytic,  15  nonparalytic,  and  12  un- 
specified. The  number  of  paralytic  cases  re- 
ported was  less  than  one-fourth  the  number  re- 
ported in  1963.  During  1964,  490,590  cases  of 
measles  were  reported;  with  measles  vaccine 
now  available,  a marked  decline  in  measles  in- 
cidence may  occur. 
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Eliciting  true  rebound  tenderness 
when  examining  the  abdomen  of  a patient 
denotes  peritoneal  irritation.  Clinically,  it 
is  a most  important  sign  of  peritonitis, 
either  localized  or  generalized.  In  early 
localized  disease,  such  as  early  appendicitis, 
rebound  may  precede  guarding  and  be  more 
marked  than  direct  tenderness.  Because  of 
its  importance,  several  methods  for  demon- 
strating “rebound  equivalents”  have  been 
described;  these  include  tenderness  to  clas- 
sical percussion  of  the  abdomen,  pain  on 
walking  or  coughing,  gently  grasping  the 
patient  by  the  iliac  crests  and  shaking  the 
abdomen  from  side  to  side  causing  pain,  or 
even  shaking  the  whole  bed.  All  these 
methods  depend  on  the  patient’s  ability  to 
communicate  his  sensation  of  pain  to  the 
doctor. 

In  the  alert  patient,  one  can  become  quite 
certain  whether  or  not  real  rebound  is 
present.  Definition  of  rebound  is  much 
more  difficult,  however,  in  infants  and  in  the 
aged,  especially  if  they  are  noncommunica- 
tive  or  aphasic  after  a stroke.  Some  of 
these  patients  wince  and  cry  out  wherever 
one  touches  the  abdomen,  even  in  the 
absence  of  intra-abdominal  disease;  others 
lie  motionless  while  the  abdomen  masks  a 
perforated  viscus.  Over  the  past  eighteen 
months  we  have  added  the  following 


method  for  demonstrating  rebound  to  the 
physical  examination  of  patients  with  ab- 
dominal problems  in  our  emergency  room, 
where  over  300  patients  are  seen  daily. 
The  method  has  proved  especially  success- 
ful in  demonstrating  rebound  in  patients 
who  are  not  consciously  communicative. 

Method 

To  elicit  rebound  tenderness,  both  hands 
are  placed  fairly  close  to  one  another  on  the 
rectus  muscle  of  one  side.  Slow  and  gentle 
abdominal  pressure  is  exerted  with  one 
hand  while  the  other  just  palpates  the 
rectus  itself.  The  hand  exerting  pressure  is 
quickly  released,  as  in  the  conventional 
method  of  demonstrating  rebound,  while 
the  other  remains  in  place  to  feel  the  reac- 
tion of  the  rectus  (Fig.  1).  The  maneuver 
is  then  repeated  at  every  site  which  is  to  be 
tested.  With  some  experience,  it  is  pos- 
sible to  distinguish  the  tone  of  the  norma* 
rectus  from  the  reflex  spasm  of  true  re- 
bound. 

Case  report 

A seventy-two-year-old  white  woman  was 
admitted  to  the  medical  service  with  a chief 
complaint  of  chest  pain  and  shortness  of  breath. 
On  the  evening  before  admission  she  experienced 
left  anterior  chest  pain  associated  with  dia- 
phoresis and  shortness  of  breath  which  was  not 
relieved  by  nitroglycerin  or  antacid.  She  had 
2 syncopal  attacks  and  was  admitted  to  the 
hospital  with  changes  on  electrocardiogram 
consistent  with  acute  myocardial  infarction. 
Four  days  before  admission,  she  presented  her- 
self in  the  emergency  room  with  mild  and  vague 
abdominal  pain.  Examination  of  the  ab- 
domen at  that  time  was  normal,  and  she  was 
treated  with  antacids  and  released.  She  had 
had  two  myocardial  infarctions  in  the  last 
two  years  and  was  taking  digitoxin  and  chloro- 
thiazide. She  had  mild  hypertension  in  the 
past. 

On  admission,  she  was  pale,  dehydrated, 
tachypneic,  and  disoriented.  The  blood  pres- 
sure was  130/80;  pulse,  88  and  irregularly 
irregular;  respirations,  32;  and  tempera ture, 
98.4  F.  The  abdomen  was  “doughy”  and 
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FIGURE  1.  To  demonstrate  rebound  in  right  lower  quadrant  of  abdomen  (left)  one  hand  exerts  deep  but 
gentle  pressure  in  that  quadrant  while  the  other  palpates  rectus  nearby,  (right)  Pressure  has  been  re- 
leased by  right  hand,  and  left  hand  feels  spasm  of  the  muscle. 


without  tenderness  or  palpable  organs;  bowel 
sounds  were  normal. 

Laboratory  studies  gave  evidence  of  a desalt- 
ing dehydration,  with  moderate  hyponatremia 
and  elevated  hematocrit. 

With  monitored  venous  pressure,  she  was 
hydrated  with  0.9  per  cent  saline  and  blood 
plasma.  After  seven  hours,  she  vomited  dark 
red  material  which  gave  a 2 to  3 plus  reaction 
with  guaiac.  Concomitant  examination  of  the 
stool  also  gave  positive  guaiac  results.  On  re- 
examination of  the  abdomen,  moderate,  diffuse 
tenderness  was  present,  and  occasional  bowel 
sounds  were  heard.  The  patient  was  unable 
to  talk,  and  the  classical  examination  for  re- 
bound tenderness  was  equivocal.  The  new  bi- 
manual test  for  rebound  gave  a strongly  positive 
reaction. 

At  operation,  pulsations  were  absent  from 
most  of  the  distribution  of  the  superior  mesen- 
teric artery  and  part  of  the  distribution  of  the 
inferior  mesenteric  artery.  The  entire  small 
bowel  as  well  as  a part  of  the  descending  colon 
were  ischemic.  An  attempt  at  restoring  blood 
flow  to  the  superior  mesenteric  artery  was 
unsuccessful,  and  the  patient  died  eight  hours 
after  operation. 


Comment 

The  case  points  out  the  adjunctive  role 
played  by  the  new  bimanual  test  for  ab- 


dominal rebound  tenderness  in  differentiat- 
ing gastrointestinal  bleeding  from  intra- 
abdominal catastrophe. 

As  with  other  physical  signs,  this  one 
must  be  viewed  in  perspective  with  the 
remainder  of  the  patient’s  history  and  ex- 
amination. In  the  presence  of  established 
abdominal  rigidity  and  other  signs  of  perito- 
nitis, it  is  no  more  necessary  to  use  this  test 
than  to  use  the  classical  one  to  demon- 
strate rebound.  The  test  does  not  over- 
come voluntary  tensing  of  abdominal  mus- 
culature. Indeed,  it  is  most  useful  in  pa- 
tients who  are  confused  or  debilitated  to  the 
point  where  they  cannot  speak  and  in  whom 
supratentorial  overlay  is  least  likely  to  be 
present. 

It  is  urged  that  examiners  try  the  test  on 
normal  patients  to  get  a good  impression  of 
the  normal  response  before  using  it  as  a 
physical  sign  for  peritonitis.  Caution  must 
be  exercised  when  evaluating  patients  with 
very  hyperactive  reflexes,  but  the  test  has 
been  used  successfully  on  patients  with 
strokes. 

Acknowledgment.  I wish  to  thank  William  Metcalf, 
M.D.,  and  Stanley  M.  Levenson,  M.D.,  for  their  thoughtful 
reviews  of  this  paper. 
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0NE  OE  THE  GREATEST  PROBLEMS  faci„g 
hospitals  today  is  that  of  sharply  increasing 
costs.  Thus,  the  average  cost  per  patient- 
day  has  been  rising  by  about  10  per  cent 
each  year.  In  addition,  with  the  rapid 
growth  of  Blue  Cross  and  commercial  hos- 
pitalization plans,  together  with  the  in- 
creased emphasis  placed  by  unions  and 
industry  on  health  and  hospital  benefits,  a 
cost-conscious  and  surprisingly  sophisti- 
cated public  has  developed. 

Confronted  by  mounting  criticism,  rate 
hearings,  and  investigations  of  all  kinds, 
hospitals  have  made  a strenuous  effort  to 
hold  down  costs  by  increasing  their  effi- 
ciency and  improving  utilization  of  beds. 
A variety  of  approaches  has  been  suggested 
and  tried.  This  article  describes  one  such 
experiment  at  the  Queens  Hospital  Center. 

Preliminary  planning 

To  understand  the  program  that  was 
developed,  it  will  be  helpful  to  present  some 
general  information  about  the  hospital 
itself.  Queens  Hospital  Center,  which  is 


one  of  the  municipal  hospitals  operated  by 
New  York  City  for  indigent  patients,  has 
about  1,300  beds.  All  of  the  major  clinical 
services,  as  well  as  the  specialties,  are  rep- 
resented. An  active  residency  program  is 
carried  on,  and  there  are  over  20,000  admis- 
sions per  year.  Its  large  outpatient  de- 
partment plays  an  important  role  in  the 
services  offered  to  the  community. 

Mindful  of  the  pressing  need  for  improved 
utilization  and  faced  with  an  acute  shortage 
of  beds,  particularly  on  the  surgical  services, 
Philip  J.  Kahan,  M.D.,  the  administrator, 
suggested  that  preoperative  laboratory  test- 
ing in  the  outpatient  clinic  of  patients 
awaiting  elective  surgery  would  be  a time- 
saver.  If  this  were  possible  he  reasoned, 
many  hospital  days  that  previously  were 
consumed  by  inhospital  work-ups  for  these 
elective  surgical  cases  could  be  saved  and 
used  more  profitably  for  other  purposes, 
thereby  reducing  costs  substantially.  Ac- 
cordingly, a committee  was  appointed  to 
investigate  the  situation  further.  Included 
in  its  membership  were  representatives  of 
administration,  surgery,  nursing,  outpatient 
department,  and  resident  staff.  Many 
meetings  were  to  be  held  before  the  elective 
admission  program  could  finally  be  set  up 
and  implemented. 

As  formulated  by  the  committee,  the 
program  would  enable  elective  surgical  pa- 
tients to  be  processed  as  outpatients  by 
expediting  diagnostic  tests.  Following  this, 
their  date  of  admission  to  the  hospital 
would  be  arranged  in  coordination  with  the 
operating  room  schedule.  Since  there  are 
only  five  operating  rooms  (an  inadequate 
number  for  a hospital  this  size)  the  new 
program  would  also  improve  utilization  in 
this  vital  area  by  regulating  the  flow  of 
operative  cases  more  evenly.  In  the  ideal 
situation,  the  patient  would  be  admitted 
the  day  prior  to  surgery.  To  help  get  the 
program  started,  it  was  decided  to  limit  it 
initially  to  surgical  patients  and  to  exclude 
the  surgical  specialties.  Some  of  the  types 
of  cases  that  were  felt  to  be  suitable  in- 
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eluded  patients  with  hernias,  hemorrhoids, 
ganglions,  pilonidal  cysts,  lipomas,  varicose 
veins,  and  gallstones.  Of  course,  if  it  were 
felt  that  the  patient’s  condition  required 
immediate  surgery,  he  was  to  be  admitted 
at  once. 

Since  practically  all  of  the  patients  were 
to  undergo  surgery  under  general  anes- 
thesia, a battery  of  basic  tests  was  suggested 
to  standardize  the  procedure.  Included  in 
it  were  a complete  blood  count,  urinalysis, 
fasting  blood  sugar  and  urea  nitrogen  deter- 
minations, chest  x-ray  film,  and  electro- 
cardiogram. Additional  tests  were  re- 
quested as  indicated.  To  minimize  delay 
in  carrying  out  tests,  special  arrangements 
were  made  with  the  laboratory  and  x-ray 
departments.  This  was  especially  helpful 
in  getting  prompt  scheduling  of  some  of  the 
more  complicated  x-ray  procedures  such  as 
barium  enemas,  gastrointestinal  series,  and 
gallbladder  series.  In  addition,  request 
slips  for  tests  under  this  program  were 
identified  by  a special  stamp  marked 
“EXPEDITE.”  This  tended  to  forestall 
any  of  the  reports  from  going  astray  and 
being  misfiled. 

The  need  for  medical  clearance  is  often  an 
important  part  of  preoperative  evaluation. 
When  requested  after  the  patient  has  been 
admitted,  as  under  the  old  system,  this 
frequently  resulted  in  a delay  of  one  or  two 
days  in  obtaining  clearance  for  surgery. 
This  was  even  more  costly  in  time  if,  as 
sometimes  happened,  further  tests  were 
needed  before  approval  could  be  given. 
Fortunately,  the  chief  of  the  medical  clinics 
was  quite  sympathetic  with  the  program, 
and  an  arrangement  was  made  for  him  to 
be  available  personally  at  definite  times  in 
the  clinics  to  evaluate  these  patients  med- 
ically. This  worked  out  quite  well  and, 
as  an  additional  benefit,  helped  to  improve 
the  level  of  patient  care,  as  will  be  discussed 
later. 

Elective  admission  procedure 

The  elective  admission  procedure  that 
was  eventually  set  up  worked  as  follows: 
An  elective  admission  card  was  used  when- 
ever a patient  who  was  thought  to  be 
suitable  for  the  program  was  seen  in  the 
surgical  clinic.  This  card,  which  was  de- 
signed especially  for  this  purpose,  had  three 
parts.  The  first,  administrative  in  nature, 


was  filled  out  by  the  clinic  nurse  while  the 
second  part  was  completed  by  the  doctor. 
It  included  information  concerning  the  di- 
agnosis, reason  for  admission,  service  to  be 
admitted  to,  complications,  diagnostic  tests 
ordered,  and  need  for  medical  clearance. 
If  the  patient  was  cleared  financially,  the 
elective  admission  card,  outpatient  chart, 
and  diagnostic  request  slips  were  sent  to  the 
elective  admission  clerk,  who  had  the  task 
of  scheduling  the  tests.  After  the  results 
came  back,  medical  clearance  was  obtained, 
and  all  the  data  were  recorded  in  the  third 
part  of  the  admission  card. 

The  chief  surgical  residents  were  in  con- 
stant contact  with  the  elective  admission 
clerk.  Since  they  knew  the  bed  census  on 
the  surgical  wards,  as  well  as  the  operative 
schedule,  they  were  able  to  notify  her  when 
the  patient  should  report  for  admission. 
She  in  turn  relayed  the  information  to  the 
patient  at  home  and  alerted  the  admitting 
office  of  the  admission  date.  The  patient’s 
outpatient  chart  and  elective  admission 
card  were  sent  to  the  admitting  office  on  the 
day  of  admission.  There  they  were  in- 
corporated with  the  oatient’s  inpatient 
chart  and  accompanied  him  to  the  surgical 
ward. 

The  entire  procedure  for  preoperative 
testing  was  recorded,  and  the  responsibili- 
ties of  the  clinic  nurse,  doctor,  elective 
admission  clerk,  admitting  clerk,  and  resi- 
dent were  outlined.  Naturally,  any  new 
program  that  modifies  a long-established 
tradition  of  behavior  meets  with  a certain 
amount  of  inertia  and  reluctance  to  change. 
To  minimize  this,  many  meetings  were  held 
with  all  of  the  people  concerned  before  the 
program  actually  started.  Although  time- 
consuming,  the  meticulous  advance  prep- 
aration was  a worth-while  investment,  since 
the  program  could  not  have  succeeded  as 
well  as  it  finally  did  without  the  full  under- 
standing and  cooperation  of  everyone  con- 
cerned. 

Problems 

In  the  beginning  there  were  some  prob- 
lems in  the  operation  of  the  program.  A 
number  of  them  resulted  from  less  than 
adequate  communication  between  the  clinic 
doctors,  who  were  mostly  on  the  attending 
staff,  and  the  attending  physicians  and 
surgical  residents  on  the  wards.  Thus,  the 
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ward  staff  felt  that  the  range  of  tests 
ordered  in  the  clinic  was  incomplete,  at 
times,  and  therefore  had  to  be  supple- 
mented by  additional  ones  in  the  hospital. 
In  some  cases  there  was  a question  of 
whether  or  not  surgery  was  indicated. 
These  problems  were  resolved  by  having 
the  ward  staff  participate  more  fully  in  the 
clinics  and  by  periodic  evaluation  meetings 
and  review  of  selected  clinical  charts.  In 
one  case  this  led  to  clarification  concerning 
the  age  at  which  umbilical  hernias  should  be 
repaired. 

Individual  reactions  of  patients  presented 
other  problems.  Some  of  them  even  had 
a change  of  heart,  during  the  clinic  testing, 
about  agreeing  to  enter  the  hospital  for 
elective  surgery.  This  was  resolved  by 
expediting  the  work-up  so  that  it  was  com- 
pleted in  less  than  a week,  before  their 
anxieties  could  mount.  Still  other  diffi- 
culties occurred  when  some  of  the  residents, 
through  carelessness,  repeated  tests  already 
completed  in  the  clinic.  After  this  was 
called  to  their  attention,  the  duplication  of 
tests  ceased.  In  the  beginning,  the  resi- 
dents tended  to  forget  to  notify  the  clerk 
when  to  schedule  patients  for  admission. 
Some  of  the  residents  feared  that,  under 
the  new  program,  they  would  be  deprived 
of  the  learning  experience  of  planning  the 
patient’s  preoperative  testing.  This  was 
resolved  by  having  them  participate  more 
actively  in  the  program  in  the  surgical 
clinic. 

The  last  problem  area  involved  routines 
on  the  surgical  wards.  For  instance,  the 
resident  might  misjudge  the  operative 
schedule  or  be  too  ambitious  in  the  number 
of  cases  he  scheduled,  with  the  result  that 
the  operative  schedule  was  crowded.  This 
gradually  improved  as  the  residents  learned 
to  plan  ahead  more  realistically.  As  a busy 
municipal  hospital,  there  were  a number  of 
unexpected  emergency  admissions  requiring 
heroic  surgery  that  usurped  the  operating 
room  time  scheduled  for  elective  cases. 
This  latter  complication  was  difficult  to 
avoid,  and  as  the  maxim  goes,  at  times  the 
best  laid  plans  can  go  astray. 

When  the  elective  admission  program 
became  more  fully  accepted,  it  was  grad- 
ually expanded  to  include  the  surgical  sub- 
specialties. First  urology  and  then  ortho- 
pedics, ophthalmology,  and  gynecology 
were  added.  The  latter  specialty  required 


our  arranging  an  expedited  procedure  for 
handling  Papanicolaou  smears  and  the 
Aschheim- Zondek  test.  In  general,  the 

program  was  even  more  successful  with  the 
surgical  specialties  than  general  surgery, 
since  the  former  involved  a smaller  staff 
and  their  tests  were  more  standardized. 

Benefits 

Many  benefits  accrued  to  the  hospital 
from  the  elective  admission  program.  For 
one  thing,  many  previously  undetected 
pathologic  conditions  were  uncovered  in 
clinic  patients  during  the  thorough  pre- 
operative investigation.  Thus,  some  pa- 
tients were  found  to  have  unsuspected 
diabetes  and  tuberculosis.  The  medical 
consultations  mentioned  previously  un- 
covered several  patients  with  heart  disease, 
which  was  controlled  in  the  clinic,  before 
the  patient  was  admitted.  If  this  had  been 
discovered  later,  on  the  ward,  many  pre- 
cious hospital  days  would  have  been  used 
needlessly.  As  part  of  the  exhaustive  clin- 
ical investigation,  barium  enema  radio- 
graphic  examinations  were  given  to  all 
elderly  patients  with  inguinal  hernias.  Al- 
though the  results  usually  were  negative, 
on  one  occasion  an  otherwise  asymptomatic 
malignant  condition  in  the  large  intestine 
was  detected.  Apparently,  the  tumor  had 
surreptitiously  affected  the  patient’s  bowel 
function  without  his  subjective  awareness 
of  it,  so  that  the  hernia  which  resulted  from 
his  slightly  increased  straining  was  the  only 
tangible  clue.  Other  benefits  included  the 
formation  of  a waiting  list  of  patients  for 
elective  surgery.  Thus,  the  residents  could 
“fill  in”  operative  material  more  easily  dur- 
ing a “slump”  on  the  inpatient  service. 
Also,  it  encouraged  them  to  plan  their  ward 
work  and  the  operative  schedule  in  advance, 
habits  that  would  stand  them  in  good  stead 
for  years  to  come. 

All  of  these  benefits  were  subsidiary  to 
the  original  one,  that  of  conserving  the 
hospital’s  resources  and  reducing  costs  by 
improving  utilization.  To  measure  this,  a 
follow-up  system  was  established  whereby 
the  elective  admission  clerk  compared  the 
date  of  operation  with  the  date  of  admis- 
sion, and  it  was  found  that  the  preoperative 
stay  was  definitely  shortened.  For  ex- 
ample, a comparison  was  made  of  21  succes- 
sive patients  admitted  electively  for  prosta- 
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tectomy,  who  had  had  laboratory  testing 
done  under  this  program  prior  to  admission, 
with  a matched  control  group  of  16  patients 
admitted  for  the  same  procedure.  It 
should  be  realized  that  the  patients  in  both 
groups  were  mostly  elderly,  indigent  males 
with  a poor  nutritional  status  and  many 
medical  complications.  The  results  showed 
that  the  average  number  of  days  spent  by 
the  controls  in  the  hospital  prior  to  prosta- 
tectomy was  eighteen;  this  was  reduced  to 
2.6  days  in  the  experimental  group.  Eleven 
of  the  latter  group  were  admitted  to  the 
hospital  only  one  day  before  surgery,  the 
ideal  situation.  Translated  into  dollars  and 
cents,  the  new  program  shortened  the  hos- 
pital stay  of  the  21  patients  by  three  hun- 
dred twenty-three  days,  and  at  our  own 


Ways  to  prevent  water  waste 


Eight  ways  to  prevent  water  waste  were  listed 
recently  by  Hollis  S.  Ingraham,  M.D.,  State 
Health  Commissioner. 

“One  person  uses  an  average  of  60  gallons  of 
water  a day,”  Dr.  Ingraham  noted.  “This 
figure  can  be  halved,  with  no  danger  to  health 
and  only  minor  alterations  in  living  habits,  by 
doing  these  things: 

— Repair  leaks.  A slowly-dripping  faucet 
can  waste  as  much  water  as  a person  drinks 
in  one  day. 

— Spray-rinse  dishes.  Rinsing  under  a run- 
ning tap  wastes  up  to  60  gallons  a day  for 
each  household. 

— Take  showers  instead  of  tub  baths  or  use 
only  a half  tub  of  water.  A five-minute 
shower  instead  of  a tub  bath  saves  up  to 
80  gallons  of  water  a day  for  a family  of 
four.  A half-tub  saves  20  gallons  per  bath. 


cost  of  $43  per  hospital  day,  there  was  a 
saving  of  $13,889.  Considering  that  this 
substantial  figure  represents  the  savings  of  a 
small  group  of  patients  out  of  all  the  other 
elective  surgical  admissions,  one  gets  a 
clearer  grasp  of  the  vast  potential  that 
exists  for  decreasing  hospital  costs. 

If  there  is  a lesson  to  learn  from  all  of  this, 
it  is  to  be  alert  constantly  to  new  methods 
of  promoting  hospital  efficiency.  Many 
skeptics  doubted  that  this  program  could 
succeed,  but  through  careful  planning,  pains- 
taking coordination,  and  repeated  follow- 
up evaluation,  the  problems  were  overcome, 
and  the  program  was  successful.  Yes,  elec- 
tive surgical  cases  can  be  evaluated  success- 
fully in  the  clinic. 

3319  Kings  Highway,  Brooklyn  34 


— Adjust  the  flush  tank  of  your  toilet.  The 
normal  flush  of  5 to  8 gallons  can  be  reduced 
considerably  without  creating  unsanitary 
conditions  or  clogged  sewer  lines. 

— Cut  washing  machine  loads  by  washing  only 
full  loads  and  cutting  the  amount  of  water 
for  small  loads.  Up  to  30  gallons  a day 
can  be  saved  this  way. 

— Refrigerate  drinking  water.  Up  to  10  gal- 
lons a day  can  be  saved  by  avoiding  the 
need  to  let  water  run  cold  before  filling  a 
drinking  glass. 

— Water  the  lawn  once  a week.  Frequent 
waterings  under  the  wrong  conditions  can 
actually  harm  your  grass.  Check  local 
restrictions  to  learn  the  proper  time  and 
length  for  watering  lawns. 

• — Garbage  grinders  waste  water.  If  possible, 
have  garbage  picked  up  by  the  garbage 
collector.” 

“Good  citizens,”  he  concluded,  “will  not  waste 
water.  That  way  enough  will  be  available  for 
their  families  and  their  neighbors.” 
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Accidental  chemical  poisonings  are  of 
multiple  causation,  and  total  prevention  of 
poisonings  requires  the  collaborative  efforts 
of  many  skills  and  disciplines,  that  is,  a team 
approach.  The  physician,  however,  must 
play  a dominant  role  in  solving  this  problem. 
There  is  no  valid  reason  why  the  physician 
should  be  less  successful  in  the  fight  against 
accidents  than  in  the  prevention  of  infec- 
tious diseases.  Although  physicians  are  in 
a most  strategic  line  of  offense  and  defense, 
they  have  thus  far  failed  to  become  very 
active  participants  in  the  domain  of  ac- 
cident prevention.1 

It  is  not  believed  that  physicians  have  a 
disdain  or  an  antipathy  toward  accident 
prevention,  but  for  a variety  of  reasons 
they  have  not,  as  yet,  become  sufficiently 
motivated  to  include  accident  prevention  as 
an  integral  part  of  their  daily  practice,  daily 
living,  and  medical  armamentarium.  This 
lack  of  concern  stems  chiefly  from  an  in- 
sufficient awareness  of  the  problem  and 
how  they  could  be  helpful  in  solving  it. 
It  is  unsound  to  assume  that  physicians  will 
become  sufficiently  motivated  to  participate 
actively  in  accident  prevention  programs 
merely  through  educational  material  pro- 
vided to  them  en  masse  through  various 
sources.  The  distribution  of  such  ma- 
terial to  physicians,  who,  in  turn,  distrib- 
ute it  to  parents  without  any  personal  dis- 


cussion, is  worthless.  This  is  indicated 
by  the  fact  that  there  has  not  been  any 
substantial  reduction  in  the  incidence  of 
accidents  including  poisoning  in  recent 
years. 

It  is,  therefore,  imperative  that  effective 
approaches  be  utilized  to  motivate  the 
practicing  physician  to  become  better  in- 
formed and  to  assume  his  rightful  role  and 
responsibility  in  the  solution  of  this  major 
public  health  problem. 

While  education  at  all  levels  is  a very 
important  weapon  in  the  battle  against 
accidents,  and,  indeed,  the  majority  of  the 
respondents  in  our  studies  stressed  the  need 
for  “education  of  parents,”  there  is,  ob- 
viously, a prior  and  more  crucial  need  for 
educating  the  physician,  that  is,  teaching 
the  teachers. 

Education  of  physician 
in  accident  prevention 

Education  of  the  physician  in  this  im- 
portant aspect  is  the  first  step,  on  the  top  of 
the  list,  and  deserves  and  must  receive  the 
highest  priority.  The  education  of  the 
physician  in  accident  prevention  must  begin 
very  early  in  his  career  at  the  undergraduate 
level,  practically  on  the  first  day  in  medical 
school,  and  continue  intensively  throughout 
his  professional  career.  It  can  and  should 
rightly  begin  with  the  basic  sciences  in  the 
preclinical  years  in  the  teaching  of  anatomy, 
physiology,  and  pathology  and  extend 
through  the  physician’s  lifetime.  The 
modern  physician  must  be  concerned  not 
only  with  secondary  and  tertiary  preven- 
tion, but  also,  more  importantly,  with 
primary  prevention — health  promotion. 
The  information  provided  to  the  physician 
must  be  factual  and  medically  oriented, 
including,  whenever  possible,  clinical  data 
and  actual  case  reports,  so  that  the  physi- 
cian will  see  that  the  material  is  pertinent, 
that  it  specifically  relates  to  him,  and  that 
it  is  a problem  which  he  is  apt  to  encounter 
frequently  in  his  daily  practice.  The 
physician  must  be  made  to  realize  that  he 
must  become  a key  person  in  the  solution  of 
this  important  health  problem. 

The  principles  of  education  in  accident 
prevention  are  not  dissimilar  from  the 
principles  of  education  in  other  fields  of 
medicine.  In  addition  to  undergraduate 
courses,  postgraduate  education  should  be 
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carried  on  by  means  of  clinical  conferences, 
scientific  exhibits,  seminars,  round-table 
discussion  groups,  and  so  on.  It  may  also 
be  fruitful  to  include  queries  on  accident 
prevention  in  state  licensing  examinations 
and  in  qualifying  examinations  given  by 
the  respective  American  boards  of  special- 
ties. Thus  far,  professional  education  in 
this  domain  has  been  woefully  neglected. 

Our  experience  in  New  York  City  with 
regard  to  professional  education  is  very 
heartening  and  indicates  clearly  that  the 
physician  is  interested  and  eager  to  receive 
such  an  opportunity  for  continued  profes- 
sional education. 

Prior  to  the  establishment  of  the  Poison 
Control  Center,  even  though  it  had  been 
mandatory  for  thirty-five  years  that  all 
poisonings  be  promptly  reported  to  the 
Department  of  Health,  fewer  than  50  cases 
were  reported  annually.  In  the  first  year 
of  operation,  2,900  incidents  were  reported, 
and  there  has  been  a marked  increase  in 
the  number  of  incidents  reported  each  year. 
This  year,  the  number  of  reported  incidents 
will  exceed  20,000.  This  increase  in  re- 
porting is  probably  due  to  the  continued 
professional  education  program  which  is 
being  carried  on  in  New  York  City  and  not 
to  an  actual  increase  in  poisonings. 

It  may  also  be  pertinent  to  point  out  that 
requests  for  clinical  presentations  on  chem- 
ical poisonings  were  received  this  year  from 
five  of  the  six  medical  schools  and  from 
directors  of  pediatrics  of  about  15  of  the 
large  hospitals  who  devoted  a full  session  of 
monthly  “grand  rounds”  to  a discussion  of 
this  subject.  Our  program  of  physician 
education  has  also  paid  noteworthy  high 
dividends  in  the  lead  poisoning  program. 
Prior  to  the  establishment  of  the  Poison 
Control  Center  and  our  professional  educa- 
tion program,  about  35  cases  of  lead  poison- 
ing in  children  were  reported  annually  of 
which  20  had  a fatal  outcome.  Most  of 
the  cases  were  reported  from  concentrated 
areas  in  several  districts.  A diagnosis  of 
lead  poisoning  was  not  made  until  enceph- 
alopathy occurred.  An  intensive  physi- 
cian education  program  was  initiated. 
Physicians  were  alerted  and  requested  to 
become  lead-poisoning  conscious  to  identify 
cases  in  the  asymptomatic  stage,  to  do  lead 
blood  determinations  on  all  suspicious  or 
possible  cases,  to  develop  an  index  of  sus- 
picion, particularly  in  the  slum  areas,  to 


inquire  about  pica  in  children,  to  subject  all 
such  children  and  their  siblings  to  blood 
lead  determinations,  and,  if  positive,  to 
initiate  prompt  and  appropriate  therapy.2 

Because  of  this  program,  we  are  now 
finding  over  350  cases  of  lead  poisoning  an- 
nually, the  majority  in  the  asymptomatic 
stage,  and  only  6 fatalities  were  reported  in 
1963.  The  case  fatality  rate  was  thus 
reduced  from  20  per  cent  to  less  than  2 per 
cent.  These  results  can  be  attributed  en- 
tirely to  our  intensive  professional  educa- 
tional program. 

Role  of  physician  in 
prevention  of  poisonings 

Although  the  majority  of  accidents,  in- 
cluding poisonings,  are  preventable  if 
safety  precautionary  measures  are  em- 
ployed, 15,000  children  under  fifteen  years 
of  age  die  annually  in  the  United  States 
from  such  causes  and  17  million  suffer 
nonfatal  but  disabling  injuries.  More 
children  from  one  to  fourteen  years  die  from 
accidents  than  from  any  other  disease 
condition. 

With  the  effective  control  of  communi- 
cable diseases,  the  control  of  accidents, 
including  accidental  poisonings,  becomes 
more  significant.  The  seriousness  of  this 
number  1 health  hazard  in  children  dictates 
that  the  current  passive  attitude  of  the 
practicing  physician  with  regard  to  accident 
control  must  inevitably  be  changed.  The 
v physician  of  today  cannot  limit  himself  to 
the  care  of  the  sick.  He  must  become  in- 
creasingly concerned  with  the  promotion  of 
health  and  the  total  prevention  of  any  con- 
dition which  may  lead  to  ill  health  or  disa- 
bility. What  can  physicians  do? 

1.  The  physician  must  have  a greater 
awareness  of  the  problem  and  become  an 
active  participant  in  its  solution. 

2.  He  must  act  as  an  advisor,  counselor, 
and  educator  to  the  families  he  serves  and 
provide  the  type  of  counseling  which  would 
be  accepted  by  patients  and  families  and 
which  would  tend  to  increase  confidence  in 
him  as  a counselor  and  teacher. 

3.  He  must  enlist  the  wholehearted  co- 
operation and  participation  of  his  patients 
and  their  families. 

4.  The  physician  should,  after  acquiring 
a greater  interest  and  knowledge  of  the 
total  problem,  provide  anticipatory  guid- 
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ance  to  parents  on  the  types  of  poisonings 
most  likely  to  occur  at  given  stages  of  a 
child’s  development  and  how  such  accidents 
may  be  avoided. 

5.  During  every  contact  with  the  child 
and  his  family  the  physician  should  inform 
them  about  this  major  health  problem  and 
the  need  for  a satisfactory  immunization 
procedure. 

6.  When  making  house  calls  for  what- 
ever purpose,  he  should  observe  any  hazard- 
ous conditions  or  unsafe  practices  and 
advise  about  indicated  corrective  measures. 

7.  A query  about  accidental  poisonings 
should  be  an  integral  part  of  the  medical 
history  and  record. 

8.  He  should  display  reliable  health 
education  material  about  safety  and  acci- 
dent prevention  in  his  waiting  room, 
distribute  such  material  to  patients,  and 
this  should  be  accompanied  by  a personal 
discussion  with  the  parent  and  attuned 
to  the  educational  level  of  the  patient. 
The  parent  should  fully  understand  how  it 
relates  specifically  to  the  patient  and  family. 
Parents  must  be  counseled  on  the  need  for 
safe  habits,  attitudes,  and  practices  in  the 
home. 

9.  He  must  also  adopt  safe  attitudes  and 
practices  himself. 

10.  He  should  not  distribute  sample 
drugs,  unless  they  are  in  their  original  con- 
tainers and  include  meticulous  instructions 
about  dosage,  storing,  and  handling. 

11.  He  should  also  advise  parents  on  the 
importance  of  keeping  all  drugs  and  chemi- 
cal products  in  their  original  containers 
and  securely  out  of  the  reach  of  children. 

12.  The  physician  should  consider  him- 
self the  poison  control  officer  for  his  patients 
and  the  community  in  which  he  lives. 

13.  To  set  a good  example,  he  should 
make  periodic  safety  surveys  of  conditions 
in  his  own  home,  his  office,  and  the  hospital 
in  which  he  serves.  This  survey  may  reveal 
many  unsuspected  hazards  regarding  the 
labeling,  storage,  and  handling  of  drugs  and 
their  accessibility  to  children.  Armed  with 
the  results  of  the  fact-finding  surveys,  he 
will  be  able  to  take  the  necessary  precau- 
tions which  will  prevent  needless  accidents 
in  his  office  and/or  hospital. 

14.  He  should  also  make  it  his  duty  to 
educate  interns,  residents,  nurses,  and  other 
medical  personnel  in  poison  prevention. 

15.  He  should  alert  pharmacists  and 


nurses  on  the  importance  of  safety  when 
dispensing  drugs  and  other  chemical  sub- 
stances and  their  responsibility  for  ad- 
vising buyers  and  users  about  the  need  for 
caution. 

16.  The  quantity  of  a drug  the  physician 
prescribes  should  be  sufficient  only  for  the 
immediate  need.  The  prescription  should 
be  written  legibly,  and  the  family  should  be 
given  clear  oral  and  written  directions  about 
the  use  of  the  drug.  The  dosage,  brand,  and 
time  interval  must  be  clearly  stated.  Suf- 
ficient emphasis  should  be  laid  on  the  need 
to  keep  such  medications  and  all  drugs  and 
household  preparations  in  original  con- 
tainers, out  of  the  reach  of  children,  and 
under  lock  and  key. 

17.  He  should  inquire  periodically  as  to 
whether  or  not  his  instructions  are  being 
followed.  He  should  also  warn  strongly 
against  the  hazard  of  self-medication. 

18.  He  should  cooperate  fully  with  com- 
munity agencies  and  enlist  their  support  and 
participation  in  the  poisoning  prevention 
program.  He  should  also  stimulate  ap- 
propriate community  groups  to  initiate 
and  develop  safety  programs. 

19.  He  should  keep  constantly  informed 
of  new  developments  and  research  in  the 
field  and  incorporate  the  newer  knowledge 
into  his  daily  practice.  He  should  also  dis- 
seminate such  information  to  his  interns, 
residents,  and  associates. 

20.  He  should  also  engage  in  epidemi- 
ological investigations  on  the  various  as- 
pects of  poisonings,  particularly  the  human 
factors  involved  in  causation. 

21.  Finally,  he  should  report  all  poison- 
ings, including  side  reactions  due  to  over- 
dosage and  iatrogenic  incidents,  to  the 
poison  control  center  in  his  community. 

Summary 

Accidental  chemical  poisonings  are  pre- 
ventable, but  it  requires  the  wholehearted 
involvement  and  active  participation  of 
the  practicing  physician.  Until  now,  for 
a variety  of  reasons,  practicing  physicians 
have  not  been  sufficiently  motivated  to 
include  accident  prevention  as  an  integral 
part  of  their  daily  practice. 

While  education,  at  all  levels,  is  a very 
important  weapon  in  the  battle  against 
accidents,  the  first  step  and  the  crucial  need 
is  for  educating  the  physician.  This  should 
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begin  early  at  the  undergraduate  level  and 
be  continued  on  a sustained  basis  at  the 
postgraduate  level. 

An  informed  and  enlightened  physician 
will  become  motivated  and  will  carry  the 
fight  against  accidents,  including  accidental 
poisonings,  ultimately  to  a successful  solu- 
tion. The  physician  is  admirably  suited 


Poll  records  physicians’  attitudes 
toward  mental  retardation 

Reluctance  to  make  an  early  diagnosis  of 
mental  retardation  was  indicated  by  94  per  cent 
of  general  practitioners,  100  per  cent  of  ob- 
stetricians, 94  per  cent  of  pediatricians  in  prac- 
tice less  than  ten  years,  and  93  per  cent  of  senior 
pediatricians  in  a poll  of  physicians'  attitudes 
toward  mental  retardation  by  A.  M.  Thaman 
and  A.  Barclay. 

Results  of  the  poll  which  appeared  recently  in 
Missouri  Medicine  indicated  that  70  per  cent  of 
physicians  believed  it  was  seldom  possible  to 
make  an  immediate  diagnosis  of  mental  retarda- 
tion at  birth.  However,  81  per  cent  of  the 
senior  pediatricians  disagreed  with  the  state- 
ment that  a diagnosis  of  mental  retardation 
cannot  be  made  until  the  child  is  at  least  six 
months  of  age,  whereas  65  per  cent  of  the  less- 
experienced  pediatricians  agreed  to  the  state- 
ment, as  did  54  per  cent  of  the  obstetricians 
and  76  per  cent  of  the  general  practitioners. 
This  finding  seems  to  indicate  that  confidence 
in  appraising  the  young  child  increases  with  the 
length  of  time  in  pediatric  practice. 

While  most  physicians  in  the  study  main- 


for  this  task  and  must  play  a key  and  dom- 
inant role  in  it. 

References 

1.  Jacobziner,  H.:  Causation,  prevention  and  control  of 
accidental  poisoning,  J.A.M.A.  171:  1769  (1959). 

2.  Jacobziner,  H.,  and  Raybin,  H.  W.:  The  epidemiology 
of  lead  poisoning  in  children.  Arch.  Pediat.  79:  72  (1962). 


tained  that  each  case  must  be  judged  individu- 
ally, frequently  cited  factors  influencing  a recom- 
mendation of  institutionalization  were  severity 
of  retardation,  rejection,  advanced  age,  insta- 
/ bility  of  parents,  adverse  effect  on  siblings,  and 
unsatisfactory  home  environment.  The  se- 
verely retarded  child  was  defined  generally  by 
the  physicians  as  one  harmful  to  himself  or  to 
others  or  one  requiring  nursing  care. 

An  apparent  contradiction  to  two  questions 
was  interpreted  by  the  authors  as  an  indication 
of  conflicting  feelings  toward  the  problem  of 
placing  the  child  in  an  institution.  While  the 
majority  of  all  physicians  opposed  immediate 
separation  of  mother  and  retarded  child  at  birth 
and  favored  keeping  the  preschool  retarded 
child  at  home,  except  under  the  conditions 
mentioned,  more  than  half  agreed  that  if  the 
child  must  someday  be  institutionalized,  it  was 
best  to  arrange  placement  immediately  after 
birth.  However,  53  per  cent  of  the  senior  pedia- 
tricians disagreed  with  the  latter  statement.  It 
was  concluded  that  most  members  of  this  latter 
group  considered  deprivation  of  the  early 
mother-child  relationship  as  potentially  damag- 
ing to  the  retarded  child  as  to  the  normal  child 
and  believed  that  early  separation  should  be 
avoided  even  where  institutionalization  is  in- 
evitable. 
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Michael  Charles  Armao,  M.D.,  of  New  York 
City,  died  on  June  28  at  his  home  at  the  age  of 
fifty-four.  Dr.  Armao  graduated  in  1937  from 
Loyola  University  School  of  Medicine.  He 
was  an  assistant  attending  gynecologist  and 
director  of  general  practice  at  Columbus  Hos- 
pital and  an  associate  attending  physician  at 
City  Hospital  at  Elmhurst.  Since  1961  he  had 
been  medical  director  of  the  New  York  Shipping 
Association-I.L.A.  Medical  Center  and  was 
medical  director  of  the  former  American  Banner 
Line.  Dr.  Armao  was  a member  of  the  Amer- 
ican Academy  of  General  Practice,  the  Indus- 
trial Medical  Association,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

William  Banta  Aten,  M.D.,  of  Sarasota, 
Florida,  formerly  of  Binghamton,  died  on  July  5 
at  his  home  at  the  age  of  seventy-nine.  Dr. 
Aten  graduated  in  1915  from  the  University  of 
Nebraska  College  of  Medicine.  Until  his  re- 
tirement in  1953  he  was  medical  director  of  the 
Security  Mutual  Life  Insurance  Company. 
He  was  a founder  and  first  president  of  the 
Southern  New  York  chapter  of  the  American 
Heart  Association  and  was  active  in  establish- 
ing heart  clinics  at  local  hospitals  in  Bingham- 
ton. During  World  War  II  he  had  served  as 
medical  examiner  for  the  Broome  County 
draft  board  and  at  one  time  was  president  of 
the  medical  staff  at  Binghamton  City  Hospital 
(now  General  Hospital).  Dr.  Aten  was  a Fellow 
of  the  American  College  of  Cardiology  and  a 
member  of  the  Binghamton  Academy  of  Med- 
icine, the  Broome  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Alfred  Blazer,  M.D.,  of  Croton-on- Hudson, 
died  on  May  23  at  Phelps  Memorial  Hospital, 
North  Tarry  town,  at  the  age  of  sixty-three,  as 
the  result  of  injuries  received  in  an  automobile 
accident.  Dr.  Blazer  graduated  in  1925  from 
Long  Island  College  Hospital  Medical  School. 
He  was  a member  of  the  Westchester  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Dallas  Gilbert  Bray,  M.D.,  of  Plainview, 
died  on  June  26  at  the  age  of  eighty-three.  Dr. 
Bray  graduated  from  the  University  of  McGill 
Faculty  of  Medicine  in  1907. 

Harold  Nesbitt  Brewster,  M.D.,  of  New  York 
City,  died  on  July  5 at  his  summer  home  on 
Narragansett  Bay  at  the  age  of  fifty-nine. 


Dr.  Brewster  graduated  in  1931  from  Boston 
University  School  of  Medicine.  Since  1951  he 
had  been  medical  secretary  of  the  Methodist 
Board  of  Missions  and  was  responsible  for  super- 
vising the  health  care  of  1,500  missionaries  serv- 
ing overseas.  Dr.  Brewster  was  a member  of 
the  American  Public  Health  Association,  the 
New  York  Society  of  Tropical  Medicine,  the 
New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Charles  Edmond  Clark,  M.D.,  of  Syracuse, 
died  on  May  25  at  the  Bellevue  Country  Club, 
at  the  age  of  sixty-two.  Dr.  Clark  graduated 
in  1927  from  Syracuse  University  College 
of  Medicine.  He  was  a consulting  gynecologist 
at  Syracuse  Psychiatric,  Syracuse  City,  and 
University  (now  the  Hospital  of  the  Good 
Shepherd)  Hospitals  and  an  attending  gyne- 
cologist and  chief  of  the  gynecologic  service  at 
Syracuse  Memorial  Hospital.  Dr.  Clark  was  a 
Diplomate  of  the  American  Board  of  Obstetrics 
and  Gynecology,  a Fellow  of  the  American 
College  of  Surgeons,  and  a member  of  the 
Syracuse  Academy  of  Medicine,  the  Onondaga 
County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Tracy  Lyman  Fisk,  M.D.,  of  the  Bronx,  died 
on  June  30  at  the  age  of  eighty-three.  Dr. 
Fisk  graduated  in  1908  from  New  York  Uni- 
versity and  Bellevue  Hospital  Medical  School. 
Retired,  he  was  a member  of  the  Bronx  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Elizabeth  Van  R.  Gillette,  M.D.,  of  Sche- 
nectady, died  on  June  26  at  her  home  at  the  age 
of  ninety.  Dr.  Gillette  graduated  in  1898  from 
New  York  Medical  College  and  Hospital  for 
Women.  Retired,  she  was  the  first  woman  to  be 
elected  to  the  State  Assembly  from  an  upstate 
county  and  was  a charter  member  of  the  Sche- 
nectady County  Humane  Society.  Dr.  Gillette 
was  a member  of  the  Schenectady  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

William  Ginsberg,  M.D.,  of  Far  Rockaway, 
died  on  July  5 at  The  Mount  Sinai  Hospital  at 
the  age  of  sixty-nine.  Dr.  Ginsberg  graduated 
in  1922  from  the  University  of  Maryland  School 
of  Physicians  and  College  of  Physicians  and 
Surgeons.  He  was  director  of  urology  at 
Peninsula  General  Hospital  and  Memorial 
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Hospital,  Long  Beach,  and  a consulting  urologist 
at  Beth  Israel  and  St.  Joseph’s  (Far  Rockaway) 
Hospitals.  Dr.  Ginsberg  was  a Diplomate  of 
the  American  Board  of  Urology,  a Fellow  of 
the  International  College  of  Surgeons,  and  a 
member  of  the  American  Urological  Association, 
the  Medical  Society  of  the  County  of  Queens, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Bertram  M.  Helfaer,  M.D.,  of  Niagara  Falls, 
died  on  May  27  at  the  age  of  forty-one.  Dr. 
Helfaer  graduated  in  1951  from  the  University 
of  Buffalo  School  of  Medicine.  He  was  an  at- 
tending physician  on  the  general  practice  staff 
at  Mount  St.  Mary’s  Hospital  and  an  attend- 
ing general  practitioner  at  Niagara  Falls  Memo- 
rial Hospital.  Dr.  Helfaer  was  a member  of 
the  American  Academy  of  General  Practice, 
the  Niagara  County  Medical  Society,  the  Med- 
ical Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Leo  Ludwig  Heller,  M.D.,  of  Newport,  died 
on  May  27  at  his  home  at  the  age  of  sixty-four. 
Dr.  Heller  received  his  medical  degree  from  the 
University  of  Vienna  in  1927.  He  was  a mem- 
ber and  former  chief  of  the  medical  staff  of 
Herkimer  Memorial  Hospital.  Dr.  Heller  was 
a member  of  the  Utica  Academy  of  Medicine, 
the  Herkimer  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Samuel  Louis  Hornstein,  M.D.,  of  Brooklyn, 
died  on  July  3 at  The  Mount  Sinai  Hospital 
at  the  age  of  sixty-nine.  Dr.  Hornstein  grad- 
uated in  1921  from  New  York  University  and 
Bellevue  Hospital  Medical  College.  He  was 
an  assistant  attending  physician  at  St.  Cather- 
ine’s Hospital.  Dr.  Hornstein  was  a Fellow  of 
the  American  College  of  Angiology  and  a mem- 
ber of  the  American  Academy  of  General 
Practice,  the  American  Board  of  Legal  Med-  4 
icine,  the  Industrial  Medical  Association,  the 
New  York  Society  of  Internal  Medicine,  the 
Medical  Society  of  the  County  of  Kings,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

George  Hall  Hyslop,  M.D.,  of  New  York  City, 
died  on  June  28  at  Harkness  Pavilion,  Colum- 
bia-Presbyterian  Medical  Center,  at  the  age  of 
seventy-two.  Dr.  Hyslop  graduated  in  1919 
from  Cornell  University  Medical  College.  He 
was  an  attending  neurologist  (Inactive)  at 
Presbyterian  Hospital,  a consulting  neurologist 
at  Nyack  and  St.  Agnes  (White  Plains)  Hos- 
pitals, and  an  emeritus  consulting  neurologist 
at  Memorial  Hospital.  From  1934  to  1958  he 
was  an  assistant  clinical  professor  at  Columbia 
University  College  of  Physicians  and  Surgeons. 
Dr.  Hyslop  was  a Diplomate  of  the  American 
Board  of  Psychiatry  and  Neurology,  a Fellow  of 
the  American  Academy  of  Compensation  Med- 
icine, and  a member  of  the  Association  of 
Military  Surgeons  of  the  United  States,  the 


American  Neurological  Association,  the  As- 
sociation for  Research  in  Nervous  and  Mental 
Disease,  the  New  York  Academy  of  Medicine, 
the  Society  of  Medical  Jurisprudence  of  New 
York  City,  the  New  York  Society  for  Clinical 
Psychiatry,  the  New  York  Neurological  Society, 
the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

William  Thomson  Kennedy,  M.D.,  of  New 

York  City,  died  on  July  9 at  the  Norwalk  (Con- 
necticut) Hospital  at  the  age  of  eighty-two. 
Dr.  Kennedy  graduated  in  1915  from  the  Uni- 
versity of  Toronto  Faculty  of  Medicine.  He 
was  a consulting  obstetrician  and  gynecologist 
at  St.  Luke’s  Hospital  and  the  Woman’s  Hos- 
pital Division  of  St.  Luke’s  Hospital.  Retired, 
Dr.  Kennedy  was  a Diplomate  of  the  American 
Board  of  Obstetrics  and  Gynecology,  a Fellow 
of  the  American  College  of  Surgeons,  and  a mem- 
ber of  the  New  York  Academy  of  Medicine,  the 
New  York  Obstetrical  Society,  the  New  York 
County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Henry  Jackson  King,  M.D.,  of  Binghamton, 
died  on  June  9 at  Our  Lady  of  Lourdes  Memorial 
Hospital  at  the  age  of  fifty-nine.  Dr.  King 
graduated  in  1931  from  Columbia  University 
College  of  Physicians  and  Surgeons.  He  was 
senior  attending  surgeon  at  Binghamton  Gen- 
eral and  Our  Lady  of  Lourdes  Memorial  Hos- 
pitals. Dr.  King  was  a Fellow  of  the  American 
College  of  Surgeons  and  a member  of  the  Bing- 
hamton Academy  of  Medicine,  the  Broome 
County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Abraham  Lionel  Kornblith,  M.D.,  of  Elm- 
hurst, died  at  his  home  on  June  27  at  the  age  of 
fifty-five.  Dr.  Kornblith  graduated  in  1934 
from  Columbia  University  College  of  Physicians 
and  Surgeons.  He  was  an  examining  physician 
for  the  New  York  State  Workmen’s  Compensa- 
tion Board.  Dr.  Kornblith  was  a member  of 
the  Medical  Society  of  the  County  of  Queens, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Bruno  Reginald  Kriss,  M.D.,  of  New  York 
City,  died  on  May  26  at  the  age  of  sixty-five. 
Dr.  Kriss  received  his  medical  degree  from  the 
University  of  Vienna  in  1924.  He  was  a senior 
clinical  assistant  attending  gynecologist  and 
obstetrician  at  The  Mount  Sinai  Hospital  and 
had  been  an  associate  attending  gynecologist 
and  obstetrician  at  Grand  Central  Hospital. 
Dr.  Kriss  was  a Diplomate  of  the  American 
Board  of  Obstetrics  and  Gynecology,  a Fellow 
of  the  American  College  of  Surgeons,  and  a 
member  of  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Assoca- 
tion. 


2172  New  York  State  Journal  of  Medicine  / August  15,  1965 


Frederick  H.  McCarty,  M.D.,  of  Wellsville, 
died  on  May  30  at  Shady  Side  Hospital,  Pitts- 
burgh, Pennsylvania,  at  the  age  of  forty-six. 
Dr.  McCarty  graduated  in  1945  from  Hahne- 
mann Medical  College  of  Philadelphia.  He  was 
school  physician  for  Scio  Central  School  and 
had  served  for  two  years  as  a coroner  for  Al- 
legany County.  Dr.  McCarty  was  a member  of 
the  Allegany  County  Medical  Society,  the  Med- 
ical Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Walter  John  Norris,  M.D.,  of  Corona,  died 
on  July  6 at  his  home  at  the  age  of  eighty. 
Dr.  Norris  graduated  in  1910  from  New  York 
University  and  Bellevue  Hospital  Medical  Col- 
lege. He  was  a member  of  the  Medical  Society 
of  the  County  of  Queens,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Elijah  Osterhout,  M.D.,  of  Newburgh,  died 
on  May  28  at  the  age  of  ninety-five.  Dr. 
Osterhout  graduated  in  1896  from  Syracuse 
University  College  of  Medicine.  Retired  in 
July,  1964,  he  was  a member  of  the  Orange 
County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Sima  S.  Parno,  M.D.,  of  Brooklyn,  died  on 
July  2 at  the  age  of  seventy-two.  Dr.  Parno 
received  her  medical  degree  from  the  Univer- 
sity of  Kharkov  in  1918.  She  was  a member  of 
the  Medical  Society  of  the  County  of  Kings, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Arthur  Benedict  Raffl,  M.D.,  of  Syracuse, 
died  on  April  7 at  his  home  at  the  age  of  seventy- 
one.  Dr  Raffl  graduated  in  1919  from  Wash- 
ington University  School  of  Medicine,  St. 
Louis.  He  was  a senior  consulting  surgeon  at 
University  Hospital  (now  the  Hospital  of  the 
Good  Shepherd)  and  a senior  attending  sur- 
geon at  Syracuse  Memorial  Hospital.  Dr.  Raffl 
was  a Diplomate  of  the  American  Board  of 
Surgery,  a Fellow  of  the  American  College  of 
Surgeons,  and  a member  of  the  Syracuse  Acad- 
emy of  Medicine,  the  Onondaga  County  Med- 
ical Society,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  As- 
sociation. 

Harold  Henry  Riker,  M.D.,  of  Flushing,  died 
on  May  26  at  the  age  of  fifty-seven.  Dr.  Riker 
graduated  in  1933  from  New  York  Homeopathic 
Medical  College  and  Flower  Hospital.  He  was 
an  assistant  attending  physician  at  Queens 
Hospital  Center.  Dr.  Riker  was  a member  of 
the  Medical  Society  of  the  County  of  Queens, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Max  Shankman,  M.D.,  of  West  Hempstead, 
died  on  July  7 at  the  age  of  forty-eight.  Dr. 
Shankman  received  his  medical  degree  from  the 


University  of  Geneva  in  1949.  He  was  a 
founder  and  secretary-treasurer  of  Franklin 
General  Hospital.  Dr  Shankman  was  a mem- 
ber of  the  American  Academy  of  General  Prac- 
tice, the  Nassau  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Norman  Smith,  M.D.,  of  Brooklyn,  died  on 
July  2 at  The  New  York  Hospital  at  the  age 
of  eighty-one.  Dr.  Smith  graduated  in  1911 
from  New  York  University  and  Bellevue  Hos- 
pital Medical  College.  He  was  a consulting 
pediatrician  at  Maimonides  Hospital  of  Brook- 
lyn. Dr.  Smith  was  a Diplomate  of  the  Amer- 
can  Board  of  Pediatrics  and  a member  of  the 
Medical  Society  of  the  County  of  Kings,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Michael  F.  Sullivan,  M.D.,  of  Yonkers,  died 
on  July  5 at  the  age  of  seventy-seven.  Dr. 
Sullivan  graduated  in  1915  from  the  University 
of  Vermont  College  of  Medicine.  He  was  a 
consulting  pediatrician  at  St.  Joseph’s  Hospital 
and  an  emeritus  pediatrician  at  St.  John’s  Hos- 
pital, Riverside.  In  1961,  after  thirty-six  years 
service,  he  retired  as  a director  of  child  hygiene 
for  the  City  of  Yonkers  Health  Department. 
Dr.  Sullivan  was  a member  of  the  Westchester 
Academy  of  Medicine. 

Jerome  Joseph  Weiner,  M.D.,  of  White 
Lake,  died  on  May  19  at  Hamilton  Avenue 
Hospital,  Montieello,  at  the  age  of  seventy. 
Dr.  Weiner  graduated  in  1917  from  New  York 
University  and  Bellevue  Hospital  Medical 
College.  He  was  a member  of  the  Pan-Amer- 
ican Medical  Association,  the  International 
Academy  of  Proctology,  the  New  York  Cardio- 
logical Society,  the  Sullivan  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Orrin  Sage  Wightman,  M.D.,  of  New  York 
City,  died  on  June  30  at  the  age  of  ninety-two. 
Dr.  Wightman  graduated  in  1898  from  New 
York  University  Medical  College.  He  was  a 
consulting  physician  at  City  Hospital  at  Elm- 
hurst, New  York  Polyclinic,  Nyack,  and  St. 
John’s  (Riverside)  Hospitals,  and  a consulting 
physician  in  internal  Medicine  at  Yonkers 
General  Hospital.  Chairman  of  the  board  of 
trustees  of  the  New  York  Academy  of  Medicine 
since  1946,  he  was  a past-president  of  the  New 
York  County  Medical  Society  and  of  the  Med- 
ical Society  of  the  State  of  New  York,  a former 
editor  of  the  New  York  State  Journal  of 
Medicine,  a former  professor  of  internal  med- 
icine at  the  Polyclinic  Institute,  and  a former 
chairman  of  the  New  York  State  Medical 
Grievance  Committee.  Dr.  Wightman  was  a 
Fellow  of  the  American  College  of  Physicians 
and  a member  of  the  New  York  Academy  of 
Medicine,  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 
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Books  Received 


The  following  books  were  received  during  the  month  of  June,  1965.* 


Surgery  of  the  Biliary  Passages  and  the 
Pancreas.  By  Walter  Hess,  M.D.  Trans- 
lated from  the  German  by  Heinrich  Lamm, 
M.D.  Quarto  of  638  pages,  illustrated. 

Princeton,  N.J.,  D.  Van  Nostrand  Company, 
Inc.,  1965.  Cloth,  $25. 

Atlas  of  Histology.  By  Sam  J.  Piliero,  Ph.D., 
Myron  S.  Jacobs,  Ph.D.,  and  Saul  Wischnitzer, 
Ph.D.  Quarto  of  401  pages,  illustrated. 

Philadelphia,  J.  B.  Lippincott  Company,  1965. 
Cloth,  $7.50. 

The  Physiology  of  Blood  Platelets.  By 

Aaron  J.  Marcus,  M.D.,  and  Marjorie  B. 
Zucker,  Ph.D.  Octavo  of  162  pages,  illus- 
trated. New  York,  Grune  & Stratton,  Inc., 
1965.  Cloth,  $7.00. 

Comparative  Hematology.  By  Warren 
Andrew,  M.D.  Quarto  of  188  pages,  illus- 
trated. New  York,  Grune  & Stratton,  1965. 
Cloth,  $22.75. 

A Diagnostic  Approach  to  Chest  Diseases. 
By  Glen  A.  Lillington,  M.D.,  and  Robert  W. 
Jamplis,  M.D.  Octavo  of  508  pages,  illus- 
trated. Baltimore,  The  Williams  & Wilkins 
Company,  1965.  Cloth,  $14.50. 

The  Troubled  Calling:  Crisis  in  the  Medi- 

cal Establishment.  By  Selig  Greenberg. 
Octavo  of  398  pages.  New  York,  The  Mac- 
millan Company,  1965.  Cloth,  $6.95. 

Induction  of  Labor.  By  Harry  Fields,  M.D., 
John  W.  Greene,  Jr.,  M.D.,  and  Kaighn  Smith, 
M.D.  Octavo  of  235  pages,  illustrated.  New 
York,  The  Macmillan  Company,  1965.  Cloth, 
$5.95. 

Annual  Review  of  Medicine.  Volume  16. 

Arthur  C.  DeGraff,  Editor.  William  P.  Creger, 
Associate  Editor.  Octavo  of  473  pages,  illus- 
trated. Palo  Alto,  Calif.,  Annual  Reviews, 
Inc.,  1965.  Cloth,  $8.50. 

Roots  of  Modern  Psychiatry.  By  Mark  D. 
Altschule,  M.D.  With  the  collaboration  of 
Evelyn  Russ  Hegedus.  Second  Revised  and 
Enlarged  Edition.  Octavo  of  208  pages,  illus- 
trated. New  York,  Grune  & Stratton,  Inc., 
1965.  Cloth,  $6.50. 

* Books  received  for  review  are  acknowledged  promptly  in 
this  column.  No  other  obligation  is  assumed  for  the  courtesy 
of  those  sending  them  for  this  purpose.  Selection  for  review 
is  made  on  the  basis  of  merit  and  reader  interest. 


Practice  of  Hypnosis  in  Anesthesiology. 

By  Carl  A.  Coppolino,  M.D.  Octavo  of  204 
pages.  New  York,  Grune  & Stratton,  1965. 
Cloth,  $6.50. 

The  Pediatric  Patient — 1965.  Coordinating 
Editor  Sarah  R.  Gustafson,  Ph.D.  Consulting 
Editor  David  Baird  Coursin,  M.D.  Octavo  of 
216  pages,  illustrated.  Philadelphia,  J.  B. 
Lippincott  Company,  1965.  Cloth,  $6.00. 

Obturators  and  Prostheses  for  Cleft  Palate; 
Their  Use  and  Construction.  By  A.  C. 

Roberts.  Octavo  of  94  pages,  illustrated. 
Edinburgh,  E.  & S.  Livingstone,  Ltd.,  (Balti- 
more, The  Williams  & Wilkins  Co.),  1965. 
Paper,  $4.00. 

Sensory  Psychology.  By  Conrad  G.  Mueller. 
Octavo  of  120  pages,  illustrated.  Englewood 
Cliffs,  N.J.,  Prentice-Hall,  Inc.,  1965.  Cloth, 
$3.95. 

A Textbook  of  Surgical  Physiology.  By  R. 

Ainslie  Jamieson,  M.B.,  and  Andrew  W.  Kay, 
M.D.  Second  Edition.  Octavo  of  760  pages, 
illustrated.  Baltimore,  The  Williams  and 
Wilkins  Company,  1965.  Cloth,  $16.50. 

Hallux  Valgus,  Allied  Deformities  of  the 
Forefoot  and  Metatarsalgia.  By  H. 

Kelikian,  M.D.  Quarto  of  503  pages,  illus- 
trated. Philadelphia,  W.  B.  Saunders  Com- 
pany, 1965.  Cloth,  $19.50. 

Backache,  Stress  and  Tension;  Their 
Cause,  Prevention  and  Treatment.  By 

Hans  Kraus,  M.D.  Duodecimo  of  183  pages, 
illustrated.  New  York,  Simon  and  Schuster, 
1965.  Cloth,  $4.50. 

Ophthalmology;  Principles  and  Concepts. 

By  Frank  W.  Newell,  M.D.  Octavo  of  491 
pages,  illustrated.  St.  Louis,  The  C.  V.  Mosby 
Company,  1965.  Cloth,  $12.25. 

Therapeutic  Heat  and  Cold.  Edited  by 
Sidney  Licht,  M.D.  Assisted  by  Herman  L. 
Kamenetz,  M.D.  Second  Edition.  Octavo  of 
593  pages,  illustrated.  New  Haven,  Conn., 
Elizabeth  Licht,  Publisher,  1965.  Cloth,  $12. 

Tasty  Cooking  for  Ulcer  Diets.  By  Orlena 
Aagaard.  Octavo  of  191  pages.  New  York, 
Crown  Publishers,  Inc.,  1964.  Cloth,  $3.95. 

Atlas  of  Neuropathology.  By  W.  Black- 
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wood,  T.  C.  Dodds,  and  J.  C.  Sommerville. 
Second  Edition.  Octavo  of  234  pages,  illus- 
trated. Baltimore,  The  Williams  and  Wilkins 
Company,  1964.  Cloth,  $12. 

Cyclophosphamide.  Edited  by  G.  Hamilton 
Fairley,  D.M.,  and  J.  M.  Simister,  M.B. 
Octavo  of  200  pages,  illustrated.  Baltimore, 
The  Williams  and  Wilkins  Company,  1965. 
Cloth,  $9.75. 

Basic  Cardiology.  By  T.  E.  Gumpert,  M.B. 
Second  Edition.  Octavo  of  234  pages,  illus- 
trated. Baltimore,  The  Williams  and  Wilkins 
Company,  1964.  Cloth,  $9.75. 

A Synopsis  of  Anaesthesia.  By  J.  Alfred 
Lee,  D.A.,  and  R.  S.  Atkinson,  M.B.  Fifth 
Edition.  Duodecimo  of  774  pages,  illustrated. 
Baltimore,  The  Williams  and  Wilkins  Com- 
pany, 1964.  Cloth,  $9.50. 

Body  Control  and  Physical  Fitness.  By 

Herman  Gawer,  Ph.D.,  and  Herbert  Michel- 
man.  Octavo  of  158  pages,  illustrated.  New 
York,  Crown  Publishers,  Inc.,  1964.  Cloth, 
$3.95. 


Stimulants  produce  paradoxical 
effect  on  hyperactive  child 


Probably  the  most  dramatic  effects  in  children 
with  behavioral  disorders  have  been  in  response 
to  the  stimulant  group  of  psychoactive  drugs, 
particularly  the  amphetamines  and  others  such 
as  methylphenidate,  according  to  an  article  by 
R.  S.  Lourie,  M.D.,  in  a recent  issue  of 
Pediatrics. 

Whereas  in  adults  these  agents  have  been 
useful  as  antidepressants  and  energizers,  certain 
children  react  to  them  as  to  sedatives.  This 
paradoxical  response  seems  to  be  particularly 
true  in  children  with  impulse  disorders,  in- 
cluding acting-out  behaviors.  But  perhaps  it 
is  even  more  striking  in  the  syndrome  of  the 
constitutionally  hyperactive,  impulsive,  distrac- 
tible,  aggressive,  and  destructive  child. 

Even  with  small  doses  of  amphetamine  or 
dextroamphetamine,  parents  often  report 


Adventure  to  Motherhood.  By  J.  Allan 
Offen,  M.D.  Revised  Edition.  Duodecimo  of 
72  pages,  illustrated.  New  York,  Simon  and 
Schuster,  1964.  Cloth,  $2.95. 

Modern  Treatment.  Volume  2,  Number  2, 
March,  1965.  Treatment  of  Heart  Failure. 

Guest  Editor  Carle  ton  B.  Chapman,  M.D. 
Treatment  of  Intestinal  Malabsorption. 
Guest  Editor  H.  Marvin  Pollard,  M.D. 
Octavo.  Illustrated.  New  York,  Hoeber 
Medical  Division,  Harper  & Row,  Publishers, 
1965.  Published  bimonthly  (six  numbers  a 
year).  Paper,  $16. 

Modern  Treatment.  Volume  2,  Number  3, 
May,  1965.  Treatment  of  Pancreatic  Dis- 
ease. Guest  Editor  William  A.  Knight,  Jr., 
M.D.  Special  Articles.  The  Use  of  Tran- 
quilizers. By  Sidney  Cohen,  M.D.  The 
Use  of  Antidepressants  and  Stimulants. 
By  Edwin  Dunlop,  M.D.  Octavo.  Illustrated. 
New  York,  Hoeber  Medical  Division,  Harper  & 
Row,  Publishers,  1965.  Published  bimonthly 
(six  numbers  a year).  Paper,  $16. 


prompt  improvement  in  the  control  mechanism 
of  many  such  hyperactive  children,  as  well  as  a 
lowering  of  the  level  of  impulsivity.  Some 
children  require  larger  doses.  The  physician 
should  experiment  to  find  which  drug  will  ac- 
complish this  effect  in  a particular  child. 
Should  tolerance  develop  to  one,  another  can  be 
substituted  if  long-term  medication  is  needed. 
Frequently,  however,  once  the  vicious  cycle  of 
the  out-of-control  child  is  interrupted,  the  drug 
can  be  saved  for  those  days  in  which  the  parents 
learn  to  expect  hyperactivity  from  the  time  the 
child  gets  up  in  the  morning. 

In  some  children  in  whom  the  stimulants  work 
effectively  as  sedatives,  there  is  a history  of  the 
usual  sedatives  working  as  stimulants.  It  is  not 
uncommon  for  a child  with  constitutionally  de- 
termined hyperactivity  to  become  more  stimu- 
lated by  barbiturates.  This  is  not  only  valuable 
in  selecting  children  as  candidates  for  trial  on 
the  stimultants  as  sedatives  but  also  helps  to 
differentiate  constitutional  hyperactivity  from 
anxiety-based  hyperactivity  in  which  there  is 
no  such  paradoxical  response. 
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Index  to  Advertised  Products 


Anabolic  agents 

Winstrol  (Winthrop  Laboratories) 2069 


Analgesics 

Phenaphen  (A.  H.  Robins  Company,  Inc.). ..  .2091-2092 
Soma  Compound  (Wallace  Laboratories) 2079 


Antibiotics 


Chlormycetin  (Parke,  Davis  & Company) 2081 

Declomycin  (Lederle  Labs., 

Div.  Amer.  Cyanamid  Co.) 4th  cover 


Antibronchospasmodics 

Optiphyllin  (E.  Fougera  & Company,  Inc.) 2076-2077 


ALKALOL 

for  mucus 
membranes 
bland, 
effective 

Send  for  clinical  sample 

THE  ALKALOL  COMPANY 

Taunton  30,  Mass. 


Antidepressants 


Deprol  (Wallace  Laboratories) 2066-2067 

Norpramin  (Lakeside  Laboratories) 2075 


Antiseptics 

Alkalol  (Alkalol  Company) 2177 

Antispasmodics 

Donnatal  (A.  H.  Robins  Company,  Inc.) 2093 


Eighth  Annual  Teaching  Seminar 


MEDICAL  WRITERS’  INSTITUTE 

At  the  Princeton  Club, 

15  W.  43rd  St.  N.Y.C. 


September  20th,  1965 
Membership  Limited 

J.  F.  Montague,  M.D., 

104  E.  40th  St.  N.Y.  16.  N.Y. 


Antivertigo 

Dramamine  (G.  D.  Searle  & Company) 2101 

Beverages 

No-Cal  (Kirsch  Beverages,  Inc.) 2088 

Bronchopulmonary 

Elixophyllin  (Sherman  Laboratories) 2071 

Cigarette  filters 

Tar  Gard  (Tar  Gard  Company) 2083 

Dermatologic  preparations 

Sardo  (Sardeau,  Inc.) 2095 

Diagnostic  instruments 

Electrocardiograph  (Sanborn  Company) 2087 

Digestive  relaxants 

Decholin-BB  (Ames  Company,  Inc.) 3rd  cover 


HOLBROOK  MANOR  nKneg 

Five  Acrea  of  Pinewo'  ded  Grounds 

SENILE— AGED 

Non-sectarian,  dietary  laws  observed 
Medical  Director,  O.  L.  Friedman,  M.D.,  Q.P.,  M.A.P.A. 
HOLBROOK,  L.  I.  N.  Y.  Office;  TRafalgar  7-2666 


PINEWOOD  Wa,ter  a'med.psd?rktorFAP'  A' 

EST  1930 

J.  Epstein,  M.D.,  L.F.A.PA. — L.  Wender,  M.D.,  L.F.A.P.A. 
Katonah,  N.Y.  Tel:  CEntral  2-3155  NYC,  Direct,  Tel:  CY  5-0264 

A psychiatric  hospital  offering  individual  treatment  for  all 
nervous  and  mental  disorders,  alcoholism  and  drug  addiction. 
Psychoanalytically  oriented.  Pharmacological  and  electro- 
therapeutic  methods.  Rates — moderate. 


Infant  food  formulas 


Soyalac  (Loma  Linda  Foods) 2089 

Sun-screening  agents 

UVAL  (Stuart  Company) 2073 

Tranquilizers 

Atarax  (J.  B.  Roerig  & Company) 2084-2085 

Miltown  (Wallace  Laboratories) 2102 

Stelazine 

(Smith  Kline  & French  Laboratories) 2180 

Valium  (Roche  Laboratories) 2nd  cover-2065 


TRAINED  MEDICAL  ASSISTANTS 

to  save  your  valuable  time,  assume  responsibility  for  appoint- 
ments, patients,  records,  assist  you  with  lab,  X-ray,  E.K.G., 
B.M.R.,  etc.  The  Mandl  School  for  Medical  Assistants  has 
been  training  in  these  fields  for  41  years,  our  graduates  have 
sound  professional  skills.  Free  Placement  Service. 

Mandl  School  t54(J!»54asWSi- ,9 

175  Fulton  Ave.,  Hempstead,  L.l.  (516)  IV  1-2774 
_ _ __  EST.  1924  • Licensed  by  the  State  of  New  York  _ __ __ 
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PHYSICIANS  WANTED 


INTERNSHIPS-AMA  APPROVED  ROTATING.  ST. 
Joseph’s  Hospital.  Yonkers,  New  York.  Accredited  165 
bed  hospital.  Integrated  educational  program  organized 
by  Director  of  Medical  Education;  abundant  in-patient 
and  out-patient  material  for  clinical  training.  Salary 
$350.  ECFMG  certificate  required.  Apply  Administra- 
tor, St.  Jospeh’s  Hospital,  Yonkers,  N.Y. 


INTERNIST,  PEDIATRICIAN,  AND  GENERAL  PRAC- 
titioner  wanted  to  join  group  in  Eastern  Long  Island. 
Please  contact  with  information  to  Box  216,  % NJSJM. 


G.P.  URGENTLY  NEEDED;  PRESENT  RETIRING. 
Village  on  St.  Lawrence  Seaway.  Health  Officer,  Sch. 
phys.;  other  income.  Well  equipped  office  in  9 room 
house  with  furniture;  big  garden  on  the  lake;  golf,  sports, 
lodges,  churches:  hospitals  not  too  far.  Retire  with  in- 
come. Call  Waddington  315  EV  8-4415. 


A COMMUNITY  SERVING  A POPULATION  OF  50,000 
well  covered  by  specialists  in  the  fields  of  surgery,  ped- 
iatrics, urology,  ophthalmology,  E.N.T.,  radiology, 
obstetrics  and  gynecology,  pathology  and  psychiatry, 
but  only  by  one  internist  and  two  general  practitioner, 
is  in  need  of  men  willing  to  practice  general  medicine. 
The  city  is  situated  in  beautiful  Chenango  Valley,  pro- 
gressive, has  a 130  bed  fully  accredited  hospital,  affiliate 
with  a medical  school  and  nursing  school,  new,  good 
schools,  Y.M.C.A.,  etc.  Solo  practice  should  gross  $30,000 
annually  even  for  the  first  year.  Association  with  an 
established  general  practitioner,  including  office  space  and 
guaranteed  income,  could  be  arranged.  Direct  inquiries: 
Thomas  M.  Flanagan,  M.D.,  President  of  Medical  Staff, 
Chenango  Memorial  Hospital,  Norwich,  New  York. 


MEDICAL  DIRECTOR  WANTED:  FOR  OUTPATIENT 
rehabilitation  center;  physiatrist,  qualified  or  Board 
certified.  Must  have  New  York  State  license.  Salary 
$20,000  and  up,  depending  on  qualifications,  plus  liberal 
fringe  benefits.  Box  227,  % NYSJM. 


HOUSE  PHYSICIANS:  6 REQUIRED  FOR  IMMED- 
iate  openings.  Accredited,  voluntary,  375  bed  general 
hospital  located  in  the  metropolitan  area.  $600  per 
month  plus  maintenance.  Send  resume  to  Medical  Di- 
rector, St.  Mary  Hospital,  Hoboken,  New  Jersey.  SW 
2-3300. 


WANTED:  ANESTHESIOLOGIST  M.D.,  N.Y.S.  LIC. 
No  nights,  no  weekends,  Mon.  thru  Fri.,  midtown  Man- 
hattan; $18,000.  Call  Cl  6-4456  (Code  212)  or  write: 
J.  Adelson,  D.D.S.,  200  Central  Park  South,  New  York, 
N.Y.  10019. 


PARTNER  WANTED  BY  30  YEAR  GENERALIST. 
Buy  interest.  Medical  center  established  10  years.  X-ray, 
E.K.G.,  clinical  laboratory,  business  machines,  trained 
personnel.  Near  new  community  hospital,  central  New 
York.  Box  234,  % NYSJM. 


PHYSICIANS  WANTED— CONT’D 


UROLOGIST  WISHES  TO  SHARE  EQUIPPED,  URO- 
logic  office  in  Manhattan.  Hours  to  be  arranged  for 
mutual  convenience.  Plaza  1-5096. 


OPHTHALMOLOGIST  FOR  PRIVATE  PRACTICE: 
Glens  Falls,  New  York,  a city  center  serving  a population 
of  125,000  in  the  immediate  surrounding  area,  with  ex- 
cellent schools  and  cultural  facilities,  invites  queries  from 
qualified  ophthalmolgists.  Three  of  the  four  physicians 
engaged  in  this  field  are  nearing  retirement  age.  This  is 
an  exceedingly  unusual  opportunity.  Applicants  will  be 
screened  by  the  Credentials  Committee  of  the  medical 
staff  of  the  Glens  Falls  Hospital,  a fully-approved,  ex- 
cellently equipped  and  staffed  general  hospital  with  375 
beds.  Address  queries  to  William  G.  Jllinger.  Superin- 
tendent. 


WANTED:  PEDIATRICIAN,  BOARD  CERTIFIED  OR 

eligible,  by  11  man  multispecialty  group  in  university  city 
in  Southwestern  New  York  State,  in  the  heart  of  a recrea- 
tion and  industrial  area.  Starting  first  year  salary  $18,000. 
Full  partner  after  two  years.  Box  235,  % NYSJM. 


POSITIONS  WANTED 


MEDICAL  ASSISTANTS  AND  SECRETARIES.  LAB- 
oratory  and  X-Ray  Techs.  Well  trained  and  highly  quali- 
fied personnel  (male  & female).  Phone  CH  2-2330  Ext. 
6,  Placement  Dept.,  or  write  Eastern  School  for  Physicians’ 
Aides,  Dept.  69,  85  Fifth  Ave.,  New  York  3.  N Y. 
(Founded  1936  by  two  member  physicians.) 


RADIOLOGIST,  BOARD  CERTIFIED,  WISHES  PART- 
time  consultation  work  for  hospital  or  large  clinic.  Roches- 
ter area.  Box  230,  % NYSJM. 


MISCELLANEOUS 


BILLING  SERVICE-COLLECTIONS-LABOR  SAVING 
office  techniques.  A statewide  service-35  years  experience 
specializing  in  medical  accounts  assures  satisfactory  results. 
Mail  your  bill-head  for  full  details.  Crane  Discount  Corp., 
221  W.  41st  St.,  New  York,  N.  Y.  10036. 


HELP  WANTED 


LESSEE,  EXPERIENCED,  TO  OPERATE  100  BED 
nursing  home  in  heart  of  residential  New  Jersey,  convenient 
to  Newark.  Box  232,  % NYSJM. 
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PRACTICES  FOR  SALE  OR  RENT 


OPPORTUNITY.  IMMEDIATELY  AVAILABLE  FOR 
sale.  Large  general  practice,  45  miles  NYC,  fully  equipped 
including  x-ray.  No  obstetrics  required.  Rent  office 
and/or  house.  Mrs.  Leonard  Lavenberg,  P.O.  Box  457, 
Yorktown  Heights,  N.Y.,  Yo.  2-2224. 


GENERAL  PRACTICE  FOR  SALE,  SCHENECTADY 
area,  N.Y.  Gross  over  $25,000.  Retiring  because  of 
health.  Available  immediately.  Open  staff  hospitals 
Secretary-nurse  available.  Modem,  well  equipped  office; 
3 room  apartment  upstairs.  Property  for  sale  or  lease. 
Box  220,  % NYSJM. 


LUCRATIVE  GENERAL  PRACTICE,  UPSTATE  NEW 
York;  town  40,000;  County  seat.  Excellent  schools  and 
recreational  facilities.  No  obstetrics.  Open  hospitals. 
Minimal  investment;  will  introduce.  Brief  resume  with 
first  letter.  Box  233,  % NYSJM. 


FOR  SALE:  MEDICAL  PRACTICE  OF  JOSEPH  C. 

Watts,  M.D.,  deceased,  37  years  in  internal  medicine  and 
general  practice.  Fully  equipped  office  is  centrally  located 
in  Bayside,  Queens  County,  close  to  transit,  in  growth 
area.  Good  lease  and  terms  are  available.  Box  231,  % 
NYSJM,  or  caU  BA  9-5229. 


ESTABLISHED  GENERAL  MEDICAL  PRACTICE 
for  sale  on  Staten  Island,  fully  equipped  with  200  MA  X- 
ray,  E.  K.  G.,  etc.  This  is  an  excellent  opportunity  in  a 
growing  area.  Full  particulars  on  request.  Box  236,  % 
NYSJM. 


OPHTHALMOLOGY  PRACTICE  FOR  SALE  OR  REN- 
tal.  Unopposed,  lucrative,  growing  area  of  Brighton  Beach 
Brooklyn.  Available  through  sudden  decease  of  physician. 
36  years  in  location,  excellent  for  newcomer;  will  introduce. 
Terms  to  suit.  Will  also  consider  sale  of  residence,  same 
location  as  office.  SH  3-3030. 


REAL  ESTATE  FOR  SALE  OR  RENT 


MASSAPEQUA,  NASSAU  COUNTY,  N.Y.  POP.  100,000. 
Medical  building  now  renting.  Some  choice  suites  still 
available.  Massapequa,  N.Y.  doctor’s  house  and  office 
for  sale.  Ideal  professional  location  on  main  highway, 
opposite  school  and  6 blocks  from  R.  R.  station.  $24,000. 
Dr.  Musalo,  340  Hicksville  Rd.,  Massapequa.  Call  516 
LI  1-7515. 


80’S  EAST  (5TH  AVE.).  BEAUTIFUL  TOWNHOUSE. 
Professional  office:  5 rms.,  fir.  thru,  1,100  sq.  ft.  Separate 
entrance.  $350  mo.  Hanfield,  Callen,  Ruland  & Benja- 
min, 434  Sixth  Ave.  (Miss  Preziosi),  OR  4-9100. 


FOR  SALE 

Large  11  room  house  and  store,  plus  2 story  garage, 
situated  in  center  of  resort  town,  Wurtsboro,  N.Y.  Fine 
location  for  small  Medical  Center.  All  improvements; 
5 living  units ; 6 bathrooms.  On  lot  56' x 225  . 

Mrs.  George  Cooper,  P.O.  Box  327,  Wurtsboro,  N.Y. 


REAL  ESTATE  FOR  SALE  OR  RENT— CON’T 


DOCTOR’S  OFFICE  FOR  RENT:  FOUR  ROOMS  PLUS 
waiting  room;  well  furnished  and  equipped.  Office  formerly 
used  by  outstamding  physician  and  surgeon  for  42  years. 
Many  patients  wanting  service  still  calling.  Location  on 
busy  comer,  Seventh  Ave.  & 138th  St.  Physician’s  widow 
resides  on  premise.  Call  Mrs.  Wilson,  AU  6-1030. 


MERRICK,  LONG  ISLAND,  NEW  YORK:  CHARMING 
center  hall  coloniad,  professional  location,  main  thorough- 
fare; 145  X 85  treed  comer;  8Va  rooms,  4 or  5 bedrooms; 
IV2  baths;  large  heated  solarium,  fireplace;  garage; 
cedar  closet;  two  sundecks;  separate  entrances;  excellent 
condition.  $30,500.  (516)  SU  1-0869. 


WESTCHESTER:  one  year  old  building,  2,000  sq.  ft.,  air 
conditioned,  5 offices,  waiting  room,  2 lavatories,  storage 
room;  ample  parking.  Sale  or  lease  to  AAA  tenant. 
Five  minutes  from  heart  of  White  Plains  and  Tappan  Zee 
Brige.  Dollinger,  226  East  55  St.,  Brooklyn,  N.Y.  11203. 
(212)  342-2600. 


EAST  ROCKAWAY:  PROFESSIONALLY  SUITED, 

deluxe  oversized  9 room  hi  ranch,  1 year  old.  Attached, 

2- car  heated  garage;  3 baths,  sun  porch,  3 bedrooms  upper 
level;  2 bedroom  lower  level  and  large  den.  Perfect  for 
combination  home  and  office.  $37,500.  Owner,  LY 

3- 8294. 


FOR  RENTAL:  AVAILABLE  AUGUST  1,  1965.  COM- 
pletely  equipped  medical  office,  previously  occupied  by 
internist.  X-ray,  electrocardiograph,  patients’  records; 
Central  air  conditioning,  Sheepshead  Bay  area  of  Brooklyn 
CaU  SH  3-4100,  ext.  497  (days);  TW  1-2566  (eves  & 
weekends) . 


SALE:  ROCKVILLE  CENTER,  LONG  ISLAND.  GEOR- 
gian  brick  house,  4 bedrooms,  3 full  baths,  modern  kitchen, 
dining  room,  living  room,  dinette;  2 car  garage;  4 room 
professional  suite.  Corner  lot,  exceUent  location.  Fast 
sale  due  to  Uliness.  Call  BA  3-1410. 


FOR  SALE:  BROOKLYN,  IN  PROSPEROUS  DYKER 
Heights  area.  FuUy  detached,  spacious  11  room,  one 
family  brick  house.  2 bathrooms,  2 car  garage,  beautifuUy 
landscaped  60  X 100  ft.  plot.  Large  entrance  foyer  makes 
this  house  ideal  for  conversion  to  offices  for  group  practice. 
Price:  $60,000.  CaU  (212)  833-5014. 
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On  Stelazine*  brand  of  trifluoperazine 

she’s  calm  and  alert 


When  a tranquilizer  is  needed, 
‘Stelazine’  can  regulate  the 
level  of  anxiety  so  that  the 
patient  is  unlikely  to  overreact 
to  stress  but  is  not  tranquilized 
into  psychic  inertia.  Patients 
on  ‘Stelazine’  often  experience 
a sense  of  mental  alertness  and, 
because  they  feel  so  much  better, 
are  more  interested  in  their 
normal  activities. 

Contraindicated  in  comatose  or 
greatly  depressed  states  due  to  CNS 
depressants  and  in  cases  of  existing 
blood  dyscrasias,  bone  marrow 
depression  and  pre-existing  liver 
damage.  Principal  side  effects, 
usually  dose-related,  may  include 


mild  skin  reaction,  dry  mouth, 
insomnia,  fatigue,  drowsiness, 
dizziness  and  neuromuscular 
(extrapyramidal)  reactions. 
Muscular  weakness,  anorexia,  rash, 
lactation  and  blurred  vision  may 
also  be  observed.  Blood  dyscrasias 
and  jaundice  have  been  extremely 
rare.  Use  with  caution  in  patients 
with  impaired  cardiovascular 
systems. 

Before  prescribing,  see  SK&F 
product  Prescribing  Information. 

Photograph  professionally  posed. 


Smith  Kline  &■  French  Laboratories 
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Sea  and  sun  are  both  in  his  doctor’s  orders  — so  is  that  grapefruit  he’s  eating  with 
such  gusto.  Citrus  fruit  is  a wonderful  way  for  any  patient  to  get  his  daily  quota  of 
vitamin  C ...  to  enjoy  something  good  to  eat,  tasty  and  satisfying  but  not  rich. 

Any  patient  anywhere  can  get  the  benefits  of  the  natural  vitamin  C in  Florida 
oranges,  grapefruit,  and  tangerines  . . . thanks  to  modern  methods  of  processing 
fresh  fruit.  Whether  it  is  frozen,  canned,  or  put  up  in  cartons,  98%  of  the  vitamin  C 
content  of  the  fruit  is  preserved. 

Grapefruit  and  other  citrus  fruits  filled  with  vitamin  C are  valuable  in  the  nutri- 
tion of  every  age  group.  Among  teen-agers,  vitamin  C is  one  of  the  two  nutrients 
most  often  low  in  the  diet.  Infants,  too,  need  generous  amounts  of  vitamin  C. 

When  your  patient  chooses  Florida  citrus,  he  can  be  sure  of  getting  fruit  filled  with 
natural  goodness.  Florida  citrus  is  unexcelled  because  a State  commission  watches 
over  the  entire  Florida  citrus  crop  to  see  that  it  meets  the  world’s  highest  standards 
for  fresh,  frozen,  canned,  or  cartoned  citrus  fruits  or  juices. 

© Florida  Citrus  Commission,  Lakeland,  Florida 


The  good  life  — just  what  the  doctor  ordered 
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If 

amphetamine 
gives  her 
the  jitters, 
put  her  on 
Desbutal 
Gradumet 


She’s  tense,  high-strung,  a compulsive  eater 
—the  type  of  patient  who  may  overreact  to 
plain  amphetamine— yet  fails  to  respond  at 
all  to  less  potent  drugs. 

What’s  the  answer?  Desbutal  Gradumet. 

Why?  Because  the  product  calms  her  anx- 
ieties even  as  it  controls  her  compulsive  urge 
to  eat.  This  dual  therapy  is  a result  of  two  tab- 
let sections,  combined  back  to  back,  each  with 
its  own  release  rate.  One  section  contains 
Desoxyn®  (methamphetamine)  to  curb  the 
appetite  and  lift  the  mood;  the  other  contains 
Nembutal®  (pentobarbital)  to  calm  the 
patient  and  counteract  any  excessive  stimula- 
tion. 

Thanks  to  the  unique  Gradumet,  both 
drugs  are  released  in  an  effective  dosage  ratio, 
minute  by  minute  throughout  the  day. 
The  release  action  is  purely  physical  and  re- 
lies on  only  one  factor  common  to  every 
patient : gastrointestinal  fluid.  There  is 
no  dependence  on  enteric  coatings,  enzymes, 
motility,  or  an  “ideal”  ion  concentration  in 
the  gastrointestinal  tract.  The  release  is  con- 
tinuous and  controlled. 

It’s  this  predictable  release  that  makes  the 
difference  for  your  patients.  Dosage  is  just 
once  a day. 

PRECAUTIONS:  Desbutal  is  contraindicated  in 
patients  taking  a monoamine  oxidase  inhibitor. 
Use  with  caution  in  patients  with  hypertension, 
cardiovascular  disease,  hyperthyroidism  or  those 
sensitive  to  ephedrine  and  its  derivatives.  Careful 
supervision  is  advisable  with  maladjusted  indi- 
viduals. 

DESBUTAL*  Gradumet* 

Desbutal  10—10  mg.  Methamphetamine,  60  mg.  Pentobarbital. 

Desbutal  15—15  mg.  Methamphetamine,  90  mg.  Pentobarbital. 

Gradumet— Long-release  dose  form,  Abbott.  507225 

Calms  her  anxieties  even  as  it 
controls  her  compulsive  urge  to  eat 
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Age  12 -13 -not  too  soon  to  pay  attention  to  her  acne 


At  the  first  sign  of  acne... the  first  comedone  or 
seborrhea . . . “this  is  the  time  to  institute  preventive 
measures-the  time  to  try  to  prevent  progression 
to  pustulation  and  scarring.”'  Regular,  frequent 
washing  with  pHisoHex,  antibacterial  detergent, 
can  enhance  any  acne  management  program,  help 
to  clear  acne  skin  faster  and  better. 
pHisoHex  is  more  than  a superior  cleanser.  It  con- 
tains 3 per  cent  hexachlorophene,  an  optimal 
amount.  This  powerful  antibacterial  agent  is  de- 
posited on  the  skin  where,  as  an  invisible,  tena- 
cious film,  it  degerms  between  washings.  Among 
67  acne  patients  who  used  pHisoHex,  “...results 
were  eminently  satisfactory.”2  When  pHisoHex 
was  used  as  the  wash  in  another  series  of  42  acne 
patients,  “no  patient  failed  to  improve.”3 
Why  not  recommend  three  or  four  pHisoHex  wash- 
ings daily  and  exclusively  to  all  your  acne  patients? 
pHisoHex  provides  superior  cleansing  action  and 
is  nonalkaline,  hypoallergenic  and  “kind”  to  skin. 
And  for  “...a  very  effective  topical  treatment  for 
acne  vulgaris”4  prescribe  keratolytic  pHisoAc® 
Cream  along  with  pHisoHex.  pHisoAc  Cream  con- 
tains colloidal  sulfur  6 per  cent,  resorcinol  1.5  per 


cent  and  hexachlorophene  0.3  per  cent.  It  dries, 
peels  and  masks  lesions.  Of  100  patients  treated 
with  pHisoHex  and  pHisoAc  (and  a low-fat  diet), 
79  showed  good-to-excellent  improvement.4 
pHisoHex  is  available  in  unbreakable  plastic 
squeeze  bottles  of  5 oz.  and  1 pint,  in  plastic  bot- 
tles of  1 gallon.  pHisoAc  is  supplied  in  tubes  of  IV2 
oz.  For  complete  acne  therapy,  prescribe  or  rec- 
ommend the  special  Combination  Package  con- 
taining both  pHisoHex  and  pHisoAc  Cream. 

References:  1.  Handelman,  Cathryn  C.:  Early  management 
of  acne,  Pediat.  Clin.  North  America  8:265,  Feb.,  1961. 
2.  McLean,  I.  E.  D.;  Graham,  K.  T.,  and  East,  M.  O.:  The 
treatment  of  acne;  a trial  of  “pHisoHex,"  Practitioner  189: 
82,  July,  1962.  3.  Hodges,  F.  T.:  Therapeutic  applications  of 
an  antiseptic  detergent,  GP  14:86,  Nov.,  1956.  4.  Wexler, 
Louis:  Treatment  of  acne  vulgaris,  Clin.  Med.  70:404,  Feb., 
1963. 


Winthrop  Laboratories 
New  York,  N.  Y.  10016 

W/nY/irop 


antibacterial  detergent 

containing  3%  hexachlorophene 
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a rapid  lift  from  the  hell  of  depression 


often  relieves 
mental  pain 
in  2-5  days 


NORPRAMIN 

(desipramine  hydrochloride) 


Dore  Illustration 
from 

Dante's  Inferno 


Norpramin  is  a rapid-acting  specific  drug  for  the  treatment 
of  depression.  Depressive  signs  and  symptoms— sometimes 
described  as  "mental  pain”— typically  begin  to  improve  in 
2-5  days.  Patients  are  more  hopeful,  less  empty  and  less 
weighed  down  by  their  troubles.  Norpramin  has  only  slight 
sedative  qualities,  nevertheless  anxiety  secondary  to  depres- 
sion is  frequently  relieved  as  depression  is  lifted.  If  anxiety 
or  tension  persists  it  can  be  controlled  by  adding  a tran- 
quilizer or  by  reducing  dosage.  Norpramin  is  not  a MAO 
inhibitor.  Side  effects  are  usually  mild. 


DOSAGE  AND  ADMINISTRATION 

Optimal  results  are  obtained  at  a 
dosage  of  about  150  mg./day— 
two  25  mg.  tablets  t.i.d.  After 
achievingoptimal  results,  a main- 
tenance dose  (50-100  mg./day) 
should  be  sought. 


LAKESIDE  LABORATORIES,  INC.  Milwaukee,  Wisconsin  53201 


IN  BRIEF; 

Indications:  In  depression  of  any  kind— neurotic 
and  psychotic  depressive  reactions;  manic-depres- 
sive or  involutional  psychotic  reactions. 

Contraindications  and  Precautions:  Glaucoma, 
urethral  or  ureteral  spasm,  recent  myocardial  in- 
farction, severe  coronary  heart  disease  and  epilepsy. 
Should  not  be  given  within  two  weeks  of  treatment 
with  a monoamine  oxidase  inhibitor.  Safety  in 
human  pregnancy  has  not  been  established. 

Adverse  Effects:  Side  effects,  usually  mild,  may 


include:  dry  mouth,  constipation,  dizziness,  palpi- 
tation, delayed  urination,  "bad  taste,”  sensory 
illusion,  tinnitus,  agitation  and  stimulation,  sweat- 
ing, drowsiness,  headache,  orthostatic  hypoten- 
sion, flushing,  nausea,  cramps,  weakness,  blurred 
vision  and  mydriasis,  rash,  allergy,  transient 
eosinophilia,  granulopenia,  altered  liver  function, 
ataxia  and  extrapyramidal  signs. 

Supplied:  Norpramin  (desipramine  hydrochloride) 
tablets  of  25  mg.,  in  bottles  of  50,  500  and  1000. 
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stop  nausea 
and  vomiting 
of  pregnancy 
with  confidence 

& 

Bonadoxin* 

Meclizine  HCI  (25  mg.)  and  high  B6  content  (50  mg.) 


Documented  record  of  clinical  safety 


References:  1.  Goldsmith,  J.  W.:  Minn.  Med.  (Feb.)  1957.  2.  Groskloss, 
H.  H.,  Clancy,  C.  L.,  Healey,  E.  F.,  McCann,  W.  J.,  Maloney,  F.  D.,  Loritz, 
A.  F.:  Clinical  Medicine  (Sept.)  1955.  3.  Codling,  J.  W.,  Lowden,  R.  J.: 
Northwest  Med.  (March)  1958.  4.  Bethea,  R.  C.:  International  Record  of 
Med.  (May)  1960.  5.  Lenz,  W.,  Second 
International  Conference  on  Congenital 
Malformations,  N.  Y.,  N.Y.,  (July)  1963. 


Side  effects:  the  incidence  of  drowsiness 
and  other  atropine-like  effects  is  low. 
However,  caution  patients  engaged  in 
activities  where  alertness  is  mandatory. 


J.  B.  Roerigand  Company 
New  York,  New  York  10017 
Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World’s  Well-Being® 


for  a 

nutritionally 

sound 

pregnancy 


0BR0N-6 

Prenatal  nutritional 
supplement  with 
high  B6  content. 
Also  available  with 
fluoride. 
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Medical  Meetings 


Postgraduate  courses  offered 
for  general  practitioners 

The  Kings  County  chapter  of  the  American 
Academy  of  General  Practice  announces  the 
continuation  of  its  series  of  “How  I Do  It,  So 
You  Can  Do  It”  postgraduate  courses  for  gen- 
eral practitioners.  The  first  course  will  be  on 
the  application  of  laboratory  procedures  and 
biochemistry  in  clinical  medicine.  It  will 
consist  of  six  lectures  and  is  accepted  for  nine 
accredited  hours  by  the  American  Academy  of 
General  Practice.  The  course  will  be  given  on 
Thursday  evenings  from  8:45  p.m.  to  10:15 
p.m.  at  the  Basic  Science  Building  of  the  Down- 
state  Medical  Center. 

For  additional  information  contact:  Ben- 

jamin J.  Rosenthal,  M.D.,  Chairman,  Educa- 
tion Committee,  152  Lincoln  Road,  Brooklyn, 
New  York  11225. 

A.M.A.  sponsors  congress 
on  medical  ethics 

The  American  Medical  Association  will 
sponsor  a National  Congress  on  Medical  Ethics 
and  Professionalism  at  the  Drake  Hotel  in 
Chicago  on  October  2 and  3.  This  conference 
is  the  first  such  meeting  sponsored  by  the 
A.M.A.  and  will  provide  an  opportunity  for 
members  of  the  profession  to  exchange  ideas  on 
ways  to  emphasize  the  concern  of  all  physicians 
with  the  high  standards  of  conduct  traditionally 
associated  with  medicine. 

Among  the  meeting  highlights  will  be  an 
address  by  James  Z.  Appel,  M.D.,  A.M.A. 
president,  on  the  subject  “Medicine,  a Profession 
or  a Business?”  Another  speaker  will  be  Walter 
H.  Judd,  M.D.,  former  U.S.  congressman  and 
currently  a member  of  A.M.A.’s  Judicial 
Council,  who  will  discuss  the  accomplishments 
and  deficiencies  in  the  medical  profession’s 
standards  for  ethical  deportment.  Other 
speakers  will  discuss  such  subjects  as  “Pro- 
fessionalism, a Trust  in  Perpetuity”;  “When 
Ethics  and  Welfare  Programs  Clash”;  “What 
is  Your  Ethical  I.Q.?”;  and  “Can  Ethics  be 
out  of  Tune  with  the  Times?” 

Saturday’s  afternoon  sessions  will  consist 
of  workshops  on  grievances  and  medical  dis- 
ciplinary procedures.  The  workshop  format 
will  permit  each  registrant  to  join  a small  group 
for  a more  effective  exchange  of  information  on 
procedure  technics  and  experiences.  Work- 
shop subjects  include:  appeals  to  state  ethics 
boards  and  to  the  A.M.A.  Judicial  Council; 
medicine  and  the  law;  medicine  and  pharmacy; 
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and  interpretation  of  unethical  conduct  by 
local  standards. 

Advance  registration  forms  and  additional 
information  may  be  obtained  by  writing: 
James  H.  Berge,  M.D.,  Chairman,  Judicial 
Council,  American  Medical  Association,  535 
North  Dearborn,  Chicago,  Illinois  60610. 

Course  to  demonstrate  uses 
of  hypnosis  in  clinical  medicine 

Columbia  University  College  of  Physicians 
and  Surgeons  announces  its  annual  postgraduate 
course  in  hypnosis  under  the  direction  of 
Herbert  Spiegel,  M.D.  The  course  is  scheduled 
for  October  2 through  November  20  and  is  open 
to  psychiatrists  as  well  as  to  other  physicians. 
Included  in  the  course  are  lectures,  case  demon- 
strations, practice  sessions,  movies,  slides,  and 
seminars  designed  to  present  technics  and 
theories  of  hypnosis  and  to  demonstrate  the 
practical  adjunct  uses  of  hypnosis  in  clinical 
medicine  from  the  perspectives  of  diagnosis, 
therapy,  and  research.  The  fee  is  $175,  and  reg- 
istration is  limited. 

Following  this  course  will  be  one  in  hypnosis 
and  psychiatry,  under  the  direction  of  Dr. 
Spiegel,  which  is  open  only  to  psychiatrists  who 
have  taken  the  hypnosis  course  or  its  equivalent. 
This  course  will  be  concerned  with  the  various 
technics  by  which  hypnosis  can  facilitate  the 
psychotherapeutic  process. 

For  application  forms  write  to:  Melvin  D. 

Yahr,  M.D.,  Assistant  Dean,  College  of  Phy- 
sicians and  Surgeons,  630  West  168th  Street, 
New  York,  New  York  10032. 

Seminars  to  discuss  emotional  problems 
encountered  in  general  practice 

The  William  Alanson  White  Institute  is  offer- 
ing psychiatric  seminars  for  nonpsychiatric 
physicians.  The  seminars  are  fully  accredited 
by  the  American  Academy  of  General  Prac- 
tice. Each  seminar  consists  of  eight  weekly 
two-hour  sessions,  and  physicians  may  take 
more  than  one.  Registration  fee  is  $10,  and 
applicants  must  register  in  advance.  There  is  a 
limit  of  eight  physicians  to  a course. 

Dates,  courses,  and  speakers  are  as  follows: 
October  7 to  December  2:  Emotional  Problems 
in  Medical  Practice,  Gustave  Gordon,  M.D.; 
February  1 to  March  22:  Emotional  Problems 

Arising  in  the  Practice  of  Obstetrics  and  Gyne- 
cology, Irving  Sarnofif,  M.D.;  February  7 to 
March  28:  Emotional  Problems  of  Children 

continued  on  page  2192 
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and  Adolescents  in  Medical  Practice,  Elizabeth 
Kleinberger,  M.D.;  April  6 to  May  25:  Emo- 
tional Problems  in  Medical  Practice,  Rose 
Spiegel,  M.D.;  April  7 to  May  26:  Emotional 
Problems  in  Medical  Practice,  John  L.  Schimel, 
M.D.;  and  April  7 to  May  26:  Sexual  Problems 
in  Medical  Practice,  Charles  C.  Dahlberg,  M.D. 

Requests  for  information  should  be  directed 
to:  The  William  Alanson  White  Institute, 

20  West  74th  Street,  New  York,  New  York 
10023. 

Psychoanalytic  Clinic  invites 
all  interested  to  scientific  sessions 

The  Psychoanalytic  Clinic  for  Training  and 
Research,  Columbia  University  College  of 
Physicians  and  Surgeons,  invites  all  who  may 
be  interested  to  attend  its  twentieth  anniversary 
celebration  on  October  30  at  the  Waldorf- 
Astoria  Hotel  in  New  York  City. 

Topics  and  speakers  (from  the  Clinic  unless 
otherwise  noted)  include  the  following:  “Phobic 
Personality  and  Agoraphobic  Syndrome,”  Lionel 
Ovesey,  M.D.,  clinical  professor  of  psychiatry; 
“Transference  Resistance  in  Hysterical  Char- 
acter Neurosis — Technical  Considerations,”  B. 
Ruth  Easser,  M.D.,  associate  clinical  professor 
of  psychiatry,  and  Stanley  R.  Lesser,  M.D., 
assistant  clinical  professor  of  psychiatry;  “Psy- 
chic Representation  and  the  Structural  Theory,” 
Aaron  Karush,  M.D.,  clinical  professor  of 
psychiatry;  “The  Verbal  Encounter  Between 
the  Schizophrenic  Child  and  His  Mother,” 
William  Goldfarb,  M.D.,  associate  clinical 
professor  of  psychiatry,  David  M.  Levy,  M.D., 
honorary  consultant,  and  Donald  I.  Meyers, 
M.D.,  research  psychiatrist,  Henry  Ittleson 
Center  for  Child  Research;  “Some  Clinical 
Aspects  of  the  Adaptive  Balance  Profile,” 
Arnold  M.  Cooper,  M.D.,  assistant  clinical 
professor  of  psychiatry,  B.  Ruth  Easser,  M.D., 
Aaron  Karush,  M.D.,  and  Bluma  Swerdloff, 
D.S.W.,  research  associate;  “Application  of 
Ego  Strength  Scales  to  Psychoanalytic  Clinic 
Records,”  John  J.  Weber,  M.D.,  associate 
clinical  professor  of  psychiatry,  Jack  Elinson, 
Ph.D.,  professor  of  administrative  medicine, 
Columbia  University,  and  Leonard  M.  Moss, 
M.D.,  instructor  in  psychiatry;  “Psychoanaly- 
sis and  Social  Research,”  Herbert  Hendin, 


M.D.,  associate  in  psychiatry;  and  “Retro- 
spect and  Prospect,”  George  S.  Goldman,  M.D., 
Director. 

Annual  meeting  of  Society  for 
Colposcopy  and  Colpomicroscopy 

The  1965  annual  meeting  of  the  American 
Society  for  Colposcopy  and  Colpomicroscopy 
will  be  held  in  New  York  City  at  the  Americana 
Hotel  on  November  6 and  7.  For  further  in- 
formation contact:  Fritz  K.  Beller,  M.D., 

Associate  Professor  of  Obstetrics  and  Gyne- 
cology, New  York  University  School  of  Med- 
icine, 550  First  Avenue,  New  York,  New  York 
10016. 

Vascular  diseases  of  lung 
subject  of  conference 

Vascular  diseases  of  the  lung  is  the  subject 
of  a conference  being  sponsored  by  the  Brooklyn 
Tuberculosis  and  Health  Association  in  coopera- 
tion with  the  American  Academy  of  General 
Practice,  Kings  County  Chapter,  and  the 
Kings  County  Medical  Society.  The  conference, 
which  is  scheduled  for  November  10  at  the 
Downstate  Medical  Center,  is  acceptable  for 
five  accredited  hours  by  the  American  Academy 
of  General  Practice.  No  registration  fee  is 
required. 

Topics  to  be  discussed  include  the  following: 
important  anatomic  features  of  the  pulmonary 
circulation;  physiology  of  the  pulmonary  vas- 
cular system;  pathologic  lesions  of  pulmonary 
circulation;  clinical  aspects  of  pulmonary  hyper- 
tension; angiocardiographic  anatomy  and  its 
clinical  usefulness;  pulmonary  embolic  disease; 
and  treatment  designs  for  pulmonary  vascular 
disease  of  the  lung. 

For  further  information  contact:  Brooklyn 

Tuberculosis  and  Health  Association,  Inc., 
293  Schermerhorn  Street,  Brooklyn,  New  York 
11217. 

Scanning  symposium 

A scanning  symposium  sponsored  by  The 
Long  Island  Jewish  Hospital  is  scheduled 
for  November  11.  The  topic  will  be  the  use  of 
75-selenium  methionine  in  scanning  the  pan- 
creas and  parathyroid  glands. 
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Medical  News 


Cornell  Medical  College  studies 
psychosomatic  causes  of  asthma 

A major  seven-year  study  of  the  psychoso- 
matic processes  causing  bronchial  asthma  has 
been  announced  by  Cornell  University  Medical 
College.  The  program  is  to  be  conducted  by 
Marvin  Stein,  M.D.,  professor  of  psychiatry, 
under  a $700,000  grant  from  the  National 
Institute  of  Mental  Health. 

Dr.  Stein,  who  has  been  studying  psycho- 
physiologic  (psychosomatic)  factors  in  asthma 
for  ten  years,  said  no  specific  single  factor  caus- 
ing the  disease  is  known.  Since  a variety  of 
causes  have  been  found  to  start  asthmatic 
attacks,  he  regards  asthma  as  a syndrome  rather 
than  a specific  disease  entity.  Because  of  the 
complexity  of  the  cause  of  asthma,  Dr.  Stein 
and  his  research  team  will  use  a multidisciplined 
approach  that  will  involve  psycho  physiologic, 
neurophysiologic,  physiologic,  endocrinologic, 
and  immunochemistry  studies  in  both  human 
beings  and  animals.  The  studies  will  be  con- 
ducted in  Cornell  University  Medical  College 
and  Payne  Whitney  Psychiatric  Clinic  of  The 
New  York  Hospital  in  The  New  York  Hospital 
-Cornell  Medical  Center. 

A national  survey  has  shown  that  five  million 
people  in  the  United  States  have  a history  of 
asthma.  “The  primary  pulmonary  change  in 
asthma  is  bronchiolar  obstruction,  which  pro- 
duces the  signs  and  symptoms,”  Dr.  Stein  said. 
“Psychological  processes  may  be  involved  in  the 
pathophysiology  of  asthma  by  means  of  several 
mechanisms.  For  instance,  emotions  may 
modify  the  immunologic  or  allergic  mechanisms 
responsible  for  some  cases,  while  emotional 
phenomena  may  also  be  related  to  the  develop- 
ment of  asthma  by  means  of  central  nervous 
system  control  of  bronchiolar  function.  These 
two  processes  may  occur  simultaneously  and 
probably  reinforce  each  other,”  he  added. 

A number  of  animal  studies  will  be  con- 
ducted, including  some  focusing  on  physiology 
and  others  on  animal  behavior.  One  research 
team  will  study  the  effect  of  the  central  nervous 
system  on  experimental  asthma  and  anaphylaxis 
in  the  guinea  pig.  They  will  measure  the 
effects  of  ablation  and  stimulation  of  specific 
areas  of  the  central  nervous  system  on  a variety 
of  parameters  of  experimental  asthma  and 
anaphylaxis. 

It  is  known  that  asthmatic  attacks  in  human 
beings  may  be  precipitated  by  specific  stimuli. 
For  instance,  one  frequent  emotional  stimulus 
is  the  threatened  loss  of  a mother  figure,  while  a 
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physiologic  stimulus  may  be  an  odor  that  is 
unpleasant  to  the  patient.  Dr.  Stein’s  studies 
will  include  a number  of  observations  among 
asthmatic  patients  who  are  undergoing  psycho- 
therapy. One  experiment  will  deal  with  the 
development  of  asthmatic  attacks  in  response 
to  naturally  occurring  associations  and  feelings 
during  the  course  of  therapy.  The  therapy 
of  several  patients  will  be  tape  recorded,  while 
at  the  same  time  such  physiologic  parameters 
as  respiration,  heart  rate,  and  amounts  of 
perspiration  will  be  recorded.  The  physiologic 
data  and  clinical  observations  will  be  correlated, 
and  it  is  hoped  that  the  studies  will  yield  some 
clue  as  to  the  mechanisms  leading  to  asthmatic 
attacks. 

Another  study  will  deal  with  experimental 
manipulation  of  behavior.  Because  it  has  been 
observed  that  a conflict  between  hostile  feelings 
and  dependent  needs  may  often  cause  an 
asthmatic  attack,  the  investigators  will  attempt 
to  induce  this  conflict  experimentally  in  the 
laboratory.  They  will  then  determine  whether 
there  are  differences  in  physiologic  and  psycho- 
logic variables  when  the  conflict  is  aroused  in 
asthmatic  and  nonasthmatic  subjects. 

Still  another  phase  of  the  study  will  be  con- 
cerned with  the  mechanisms  involved  in  the 
development  of  nocturnal  asthma  attacks. 
The  Cornell  group  will  attempt  to  determine 
whether  a specific  antigen  is  involved  or  whether 
the  stimulus  could  be  related  to  dreams.  Work- 
ing with  both  apparently  healthy  persons  and 
asthmatic  patients,  they  will  take  electro- 
encephalograms and  measure  heart  rate,  respira- 
tion, and  perspiration  during  sleep. 

In  addition  to  Dr.  Stein,  other  members  of 
the  research  group  from  Cornell  University 
Medical  Center  include:  Raul  C.  Schiavi, 

M.D.,  assistant  professor  of  psychiatry;  Mur- 
ray Dworetzky,  M.D.,  clinical  associate  pro- 
fessor of  medicine;  Peter  Stokes,  M.D.,  clinical 
associate  professor  of  medicine;  Paul  R.  Mc- 
Hugh, M.D.,  assistant  professor  of  neurology; 
Thomas  J.  Luparello,  M.D.,  assistant  professor 
of  psychiatry;  Catherine  Fales,  M.D.,  in- 
structor of  psychiatry;  Vernon  Sharp,  M.D., 
assistant  professor  and  chief  of  medical-psychi- 
atric liaison  service,  The  New  York  Hospital- 
Comell  Medical  Center. 

Also  helping  on  the  study  will  be:  Irving 

Sarnofif,  M.D.,  clinical  psychologic  consultant 
and  professor  of  psychology,  and  Dr.  Philip 
G.  Zimbardo,  social  psychology  consultant  and 
associate  professor  of  medicine,  both  of  New 
York  University;  Dr.  Sam  M.  Beiser,  con- 
sultant in  immunochemistry  and  member  of 
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the  study  section  on  allergy  and  immunology, 
U.S.  Public  Health  Service;  Dr.  Charles  L. 
Hamilton,  physiologic  psychology  consultant 
and  associate  professor  of  psychology,  Uni- 
versity of  Pennsylvania;  and  Arthur  Shapiro, 
M.D.,  consultant  in  sleep-dream  psychophysi- 
ology and  professor  of  psychiatry,  Downstate 
Medical  Center. 

Personalities 

Elected.  Robert  Turell,  M.D.,  secretary- 
treasurer  of  the  Society  for  Surgery  of  the 
Alimentary  Tract,  as  president-elect  of  the 
Society. 

Appointed.  Daniel  D.  Argentieri,  M.D.,  as 
associate  compensation  examining  physician 
of  the  Workmen’s  Compensation  Board.  . . 
Frank  L.  Horsfall,  Jr.,  M.D.,  president  and 
director  of  Sloan- Kettering  Institute,  as  director 
of  research  of  Memorial  Sloan- Kettering  Cancer 
Center  and  of  Memorial  Hospital.  . .Janis  V. 
Klavins,  M.D.,  as  clinical  professor  of  pathology 
at  the  State  University  of  New  York  Down- 
state  Medical  Center  and  pathologist-in-chief 
at  Brooklyn-Cumberland  Medical  Center.  . . 
James  Monroe,  M.D.,  director  of  Ray  Brook 


State  Tuberculosis  Hospital,  as  director  of 
Homer  Folks  Tuberculosis  Hospital  in  Oneonta 
. . .F.  Clark  White,  M.D.,  assistant  director  at 
Ray  Brook  State  Tuberculosis  Hospital,  to 
succeed  Dr.  Monroe  as  director.  . .Robert 
Turell,  M.D.,  editor  of  the  “Recent  Advances 
in  Medicine  and  Surgery”  section  of  the  New 
York  State  Journal  of  Medicine,  reap- 
pointed as  editor,  “Colon,  Rectum,  and  Anus” 
section  of  the  Yearbook  of  Cancer.  . .James  J. 
Warde,  M.D.,  as  deputy  director  of  the  New 
York  City  Community  Mental  Health  Board 
. . .Oscar  K.  Diamond,  M.D.,  director  of  Man- 
hattan State  Hospital,  as  member  of  the  ad- 
visory committee  for  the  Joint  Legislative  Com- 
mittee on  Mental  Retardation  and  Physically 
Handicapped. 


Installed.  Edward  J.  Lorenze,  III,  M.D., 
medical  director  of  the  Burke  Rehabilitation 
Center  in  White  Plains,  as  president-elect  of  the 
American  Geriatrics  Society  at  its  22nd  annual 
meeting  in  New  York  City. 


Retired.  Frederick  Beck,  M.D.,  as  director 
of  Homer  Folks  Tuberculosis  Hospital  in 
Oneonta. 
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Mysteclin-F  is  good  practice  when- 
ever the  advantages  of  tetracycline 
are  being  weighed  against  the  ris- 
ing incidence  of  monilial  complica- 
tions. Its  two  components  act 
independently  of  each  other  and  in 
different  sectors  of  the  pathogenic 


spectrum:  tetracycline  as  systemic 
therapy  in  a wide  range  of  bacte- 
rial, spirochetal,  rickettsial  and 
even  some  viral  and  protozoan  in- 
fections . . . Fungizone  as  topical 
prophylaxis  to  prevent  the  intes- 
tinal overgrowth  of  C.  albicans. 


Mysteclin-F  enables  the  clinician  to 
prescribe  broad-spectrum  therapy 
with  the  assurance  that  antifungal 
protection  will  be  there  when 
needed. 


Available  as:  Capsules  (each  containing 
250  mg.  tetracycline  phosphate  com- 
plex [HCI  equiv.]  and  50  mg.  amphote- 
ricin B);  125  Capsules  (each  containing 
125  mg.  tetracycline  phosphate  com- 
plex [HCI  equiv.]  and  25  mg.  amphote- 
ricin B);  Syrup  (125  mg.  tetracycline 
[HCI  equiv.],  with  potassium  metaphos- 
phate, and  25  mg.  amphotericin  B per 
5 cc.);  Pediatric  Drops  (100  mg.  tetracy- 
cline [HCI  equiv.]  with  potas- 
sium metaphosphate,  and  20 
mg.  amphotericin  B per  cc.). 


Side  Effects:  Occasional  nausea,  vomit- 
ing, diarrhea,  photosensitivity  reactions 
and  increased  intracranial  pressure  in 
infants.  Precautions:  Watch  for  signs  of 
secondary  infections  caused  by  nonsus- 
ceptible  organisms.  Use  of  tetracycline 
drugs,  particularly  long-term  use,  during 
periods  of  tooth  development  may  cause 
discoloration  of  teeth.  Particular  caution 


Squibb 

Squibb  Quality  — the  Priceless  Ingredient 


should  be  observed  if  renal  impairment 
exists.  Oral,  pediatric  dosage  forms 
should  not  be  given  with  milk  formulas 
or  other  calcium-containing  foods. 


For  full  information, 
see  your  Squibb 
Product  Reference 
or  Product  Brief. 


Mysteciin 
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Abstracts 


Parrish  H.  M.:  Nature  of  poisonous  snake- 

bites in  New  York,  New  York  State  J.  Med. 
65:  2211  (Sept.  1)  1965. 

An  estimated  37  people  in  New  York  were 
bitten  by  poisonous  snakes  annually  during 
1958  and  1959,  an  incidence  of  0.22  bites  per 
100,000  people;  there  were  no  fatalities.  Of 


16  patients  reported  in  detail  by  New  York 
hospitals,  5 were  bitten  by  copperheads,  4 by 
rattlesnakes,  1 by  a cottonmouth  moccasin,  and 
6 by  unidentified  poisonous  snakes.  Treat- 
ment consists  of  incision  and  suction  and  ad- 
ministration of  antivenin,  antibiotics,  and  tet- 
anus antitoxin  and/or  toxoid. 


Abstracts  in  Interlingua 


Parrish,  H.  M.:  Le  natura  de  venenose 

morsuras  de  serpente  in  New  York  (anglese) , 
New  York  State  J.  Med.  65:  2211  (1  de 

septembre)  1965. 

Es  estimate  que  in  New  York,  in  1958  e 
1959,  37  personas  esseva  mordite  annualmente 
per  serpentes  venenose.  Isto  es  un  incidentia  de 
0,22  morsuras  per  anno  per  100.000  subjectos. 


Occurreva  nulle  caso  mortal.  Inter  le  16 
patientes  reportate  in  detalio  per  hospitales 
newyorkese,  5 esseva  mordite  per  trigonoce- 
phalos,  4 per  crotalos,  1 per  un  mocassin  de 
aqua,  e 6 per  non-identificate  serpentes  venenose. 
Le  tractamento  consiste  de  un  incision  con  suc- 
tion e del  administration  de  antiveneno,  anti- 
bio ticos,  e antitoxina  e/o  toxoide  anti  tetano. 
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Protects  longer  (and  against  a wider 
spectrum  of  harmful  rays)  than  any  other 
sun-screening  agent  under  the  sun 


new 


l_ 

ULTRA-VIOLET  ABSORBING  LOTION* 


Clinical  studies  show  that  many  drug-induced  photosensitivities  are 
initiated  by  solar  rays  longer  than  3200  A.  Most  commercial  lotions 
absorb  only  short,  burning  rays  up  to  about  3100  A.  New  UVAL  pro- 
vides excellent  screening  of  short,  erythema-causing  waves  and 
sustains  high  effectiveness  throughout  the  photosensitizing  spec- 
trum (up  to  6500  A).  Moreover,  laboratory  studies  in  humans  dem- 
onstrate that  UVAL  protects  hours  longer t than  any  other  sun-screen- 
ing agent  available.  Such  protection  is  unprecedented. 

UVAL  has  no  known  contraindications  and  is  cosmetically  acceptable. 

Literature  (including  a list  of  photosensitizing  agents)  and  samples 
available  on  request.  t As  long  as  UVAL  remains  on  the  skin 

Distributed  by 

eTHE  STUART  COMPANY,  Pasadena,  California 
Division  of  Atlas  Chemical  Industries,  Inc. 

*10%  2-hydroxy-4-methoxybenzophenone-5-sulfonic  acid 
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160th  ANNUAL  CONVENTION 


Medical  Society  of  the  State  of  New  York 

him  FEBRUARY  14  through  17,  1966 

The  Americana,  New  York  City 


SCIENTIFIC  PROGRAM 


SCIENTIFIC  EXHIBITS 


TECHNICAL  EXHIBITS 


HOUSE  OF  DELEGATES 


PRESIDENT’S  DINNER 
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in  treating  topical  infections,  no  need  to  sensitize  the  patient 


USE  ‘POLYSPORIN’  and 

POLYMYXIN  B-BACITRACIN 

ANTIBIOTIC  OINTMENT 

broad-spectrum  antibiotic 
therapy  with  minimum  risk 
of  sensitization 

Caution:  As  with  other  antibiotic  products,  prolonged  use  may  result  in  overgrowth 
of  nonsusceptible  organisms,  including  fungi.  Appropriate  measures  should  be 
taken  if  this  occurs.  Contraindication:  This  product  is  contraindicated  in  those 
individuals  who  have  shown  hypersensitivity  to  any  of  its  components. 

Supplied:  In  V2  oz.  and  1 oz.  tubes 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,Tuckahoe,N.Y. 


Your  State  Society  Malpractice  Insurance  Program 

gives  you 

a strong  insurance  company  and  a program  that 
has  provided  continuous  protection  for  over  forty 
years. 

by  the  Malpractice  Insurance  and  Defense  Board 
of  the  State  Society. 

by  the  Society's  Legal  Counsel  for  the  defense 
of  suits;  by  experienced  Company  personnel  for 
the  investigation  of  claims;  and  by  this  office 
for  all  matters  relating  to  your  professional 
liability  insurance. 

James  M.  Arnold  Frank  W.  Appleton 

Indemnity  Representative  Asst.  Indemnity  Representative 

c/o  H.  F.  Wanvig,  Inc.,  2 Park  Ave.,  N.  Y.,  N.  Y.  10016 
MUrray  Hill  4-3211 


STABILITY . . . 

SUPERVISION  . . . 
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ROYAL  VICTORIA  HOSPITAL 

Montreal  2,  Canada 


REFRESHER  COURSE  FOR 
GENERAL  PRACTITIONERS 

Sixteenth  Year 
November  15-19,  1965 

The  Sixteenth  Annual  Refresher  Course 
for  General  Practitioners  will  be  held  at  the 
Royal  Victoria  Hospital,  November  15th 
to  19th,  inclusive. 

Emphasis  will  be  placed  on  diagnosis  and 
treatment  of  conditions  commonly  met  in 
general  practice.  Case  presentations  will 
be  interspersed  with  didactic  sessions. 
Included  will  be  clinical-pathological  con- 
ferences and  diagnostic  exercises  in 
Radiology. 

An  entertainment  programme  for  doctors’ 
wives  is  planned. 

Fee:  $100.00  Can.  $92.00  U.S.  equiv. 


COURSE  IN 

CLINICAL  CARDIOLOGY 

November  8-12,  1965 

Royal  Victoria  Hospital 
and 

The  Montreal  Children’s  Hospital 

This  Course  is  concerned  with  current 
problems  which  the  practitioner  and  in- 
ternist faces  with  cardiovascular  disease. 
Lecture  periods  are  correlated  with  the 
problems  presented  during  bedside  teaching 
for  which  the  facilities  of  both  the  Royal 
Victoria  Hospital  and  The  Montreal 
Children’s  Hospital  will  be  used.  The 
emphasis  is  upon  clinical  evaluation  and 
specialized  techniques  will  be  discussed  in 
relation  to  specific  technical  problems 
requiring  detailed  study. 

Fee:  $100.00  Can.  $92.00  U.S.  equiv. 


For  further  information,  write  to:  THE  SECRETARY,  POST-GRADUATE  BOARD, 

ROYAL  VICTORIA  HOSPITAL,  MONTREAL  2,  QUEBEC,  CANADA 
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Your  first  source  for  professional 
information 


The  more  than  32,000  registered  physicians  in  New  York 
State  are  individually  listed  with  pertinent  professional 
data  in  your  Medical  Directory.  You  can  quickly  and 
easily  obtain  the  following  information  on  any  one  of  these 
physicians  so  listed. 


• Location  by  town. 

• Full  name  and  address. 

• Office  hours  and  telephone  number. 

• Medical  school  and  year  of  graduation 

• Certification  by  American  Boards  in 
Medical  Specialties. 

• Qualified  Psychiatrists  certified  by  New 
York  State  Department  of  Mental 
Hygiene. 

• Qualifications  for  general  and  special 
work  under  the  Workmen’s  Compensa- 
tion Act  of  New  York  State. 

• Membership  in  Medical  Societies  inter- 
national, national,  state  and  local. 

• Fellowship  in  the  American  College  of 
Allergists,  Anesthesiologists,  Angiology, 
Cardiology,  Chest  Physicians,  Gastro- 
enterology, Obstetricians  and  Gyne- 
cologists, Pathologists,  Physicians,  Pre- 
ventive Medicine,  Radiology,  and  Sur- 
geons, and  the  International  College  of 
Surgeons. 

• Medical  staff  and  research  appoint- 
ments in  voluntary,  government,  and 
accredited  proprietary  hospitals  in  New 
York  State  (official  titles). 


Copies  of  the  1963-1964 
edition  are  still  avail- 
able. Write:  Directory- 

Department,  Medical  So- 
ciety of  the  State  of  New 
York,  750  Third  Ave., 
New  York,  N.Y.,  10017 
$20.00  a copy  plus  4%, 
sales  tax  for  N.Y.C.  de- 
livery. ( Effective  August 
1,  1965,  sales  tax  for 
N.Y.C.  delivery  will  in- 
crease to  5%.) 


Many  physicians  save  time  by  regularly  consulting  their  Directory  for 
telephone  listings,  a colleague’s  address  or  office  hours,  as  well  as  other 
pertinent  data.  You,  too,  will  find  your  Directory  a valuable  source  of 
information  when  you  use  it  often. 


MEDICAL  DIRECTORY  OF  NEW  YORK  STATE 
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V-Cillin  K now  costs  approximately  21  percent 
less.  This  significant  price  decline  constitutes  a 
substantial  saving  and  still  offers  these  important 
benefits  over  penicillin  G: 

The  effectiveness  of  intramuscular  penicillin.  Just 
three  250-mg.  doses  daily  provide  total  twenty- 
four-hour  penicillin  blood  levels  equal  to  those 
achieved  by  injection  of  600,000  units  of  procaine 
penicillin  G.  A fourth  dose  increases  daily  pen- 
icillemia  to  levels  35  percent  above  those  achieved 
by  injection. 

Consistent  dependability — even  in  the  presence  of 
food.  Comparative  pharmacologic  data  show  that 
V-Cillin  K produces  peak  blood  levels  twice  as 
high  as  those  of  penicillin  G,  with  half  the  dose. 

New,  thin  coating  . . . new  size  and  shape.  The 
new  coating  eliminates  the  characteristically  bitter 
taste  of  oral  penicillin  and  makes  V-Cillin  K 
tablets  easy  to  swallow.  The  new  shape  makes 
them  easy  for  physicians  and  pharmacists  to 
identify. 


Indications:  V-Cillin  K is  an  antibiotic  useful  in  the 
treatment  of  streptococcus,  pneumococcus,  and  gon- 
ococcus infections  and  infections  caused  by  sensitive 
strains  of  staphylococci. 

Contraindications  and  Precautions:  Although  sensi- 
tivity reactions  are  much  less  common  after  oral 
than  after  parenteral  administration,  V-Cillin  K 
should  not  be  administered  to  patients  with  a history 
of  allergy  to  penicillin.  As  with  any  antibiotic,  ob- 
servation for  overgrowth  of  nonsusceptible  organisms 
during  treatment  is  important. 

Usual  Dosage  Range:  125  mg.  (200,000  units)  three 
times  a day  to  250  mg.  every  four  hours. 

Supplied:  Tablets  V-Cillin  K,  125  or  250  mg.,  and 
V-Cillin  K,  Pediatric,  125  mg.  per  5-cc.  teaspoonful, 
in  40,  80,  and  150-cc.-size  packages. 

V-Cillin  K 

Potassium  Phenoxymethyl 
Penicillin  ~ 

Additional  information  available  to  phy- 
sicians  upon  request.  Eli  Lilly  and  Com- 
pany,  Indianapolis,  Indiana.  500990 
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Information  for  Authors 


Copyright.  Material  that  is  published  in 
the  New  York  State  Journal  of  Medicine 
is  protected  by  copyright  and  may  not  be  re- 
produced without  the  written  permission  of 
both  the  author  and  the  Journal. 

Manuscripts.  Manuscripts  will  be  ac- 
cepted for  consideration  with  the  understanding 
that  they  are  original,  have  never  before  been 
published,  and  are  contributed  solely  to  the 
New  York  State  Journal  of  Medicine. 
Address  manuscripts  to  Editor,  New  York 
State  Journal  of  Medicine,  750  Third  Avenue, 
New  York,  New  York  10017. 

Rejected  manuscripts  are  returned  by  regular 
mail.  Accepted  manuscripts  become  the  prop- 
erty of  the  Journal  and  are  not  returned.  The 
Journal  is  not  responsible  for  loss  of  manu- 
scripts through  circumstances  that  are  beyond 
its  control. 

Specifications:  Manuscripts  must  be  original 

typed  copy  (not  all  capitals),  not  carbons,  on 
8 V2-by-l  1-inch  firm  typewriter  paper,  double- 
spaced throughout  (including  text,  case  re- 
ports, legends,  tables,  and  references),  with 
margins  of  at  least  1 y2  inches.  Subheads  should 
be  inserted  at  reasonable  intervals  to  break  the 
typographic  monotony  of  lengthy  texts.  A 
carbon  copy  is  to  be  retained  by  the  author. 
The  manuscript  should  include  the  title  of  the 
article  (titles  are  best  brief  and  concise),  the 
full  name  of  the  author  (or  authors)  with 
degrees,  academic  or  professional  titles,  affilia- 
tions, complete  addresses,  and  any  institutional 
or  other  credits.  Pages  should  be  numbered 
consecutively.  Uncommon  and  parochial  or 
esoteric  abbreviations  if  used  must  be  ex- 
plained and  the  generic  as  well  as  the  trade 
names  of  pharmaceutical  products  given.  Ital- 
ics are  rarely  used. 

Tables:  Each  table  should  be  typed  on  a 

separate  sheet  of  paper,  be  numbered  con- 
secutively, have  a brief  descriptive  title,  and 
its  position  in  text  indicated.  Take  care  that 
columns  add  up  correctly  and  that  statistics 
are  consistent  in  both  tables  and  text. 

Permissions:  When  material  is  reproduced 

from  other  sources,  full  credit  must  be  given  to 
both  author  and  publisher  and  written  permis- 
sion from  these  sources  included.  Where  work 
is  reported  from  a governmental  service  or 
institution,  clearance  by  requisite  authority 
should  accompany  the  manuscript. 

References:  References  should  be  limited  to 

those  citations  noted  in  the  text.  A complete 
review  of  the  literature  is  rarely  desirable.  The 
references  must  be  typed  double-spaced  and 
are  to  be  numbered  as  they  appear  consecutively 
in  text,  with  their  positions  in  the  text  in- 


dicated. An  alphabetized  bibliography  is  used 
only  when  the  listing  is  of  books  suggested 
merely  for  supplementary  reading.  All  refer- 
ences must  be  checked  to  assure  complete 
accuracy  (an  inaccurate  reference  is  useless  to 
the  reader).  Each  journal  reference  must 
include  author  (s)  and  initials,  complete  title  of 
article,  name  of  publication,  volume,  first  page 
of  article,  and  date.  Complete  dates  (month, 
day,  as  well  as  year)  are  to  be  included  with  all 
references  that  have  appeared  within  the  last 
three  years.  Include  with  book  references 
name  of  author  (s)  and/or  editor  (s)  with  initials, 
title  of  book,  edition,  location,  publisher,  year, 
volume  if  given,  and  page.  If  reference  is  to  a 
chapter  within  a book,  include  the  author  of  the 
chapter,  if  this  is  not  the  same  as  the  author  of 
the  book,  and  the  title  of  the  chapter,  if  any. 

Illustrations:  Authors  are  urged  to  use  the 

services  of  professional  illustrators  and  pho- 
tographers when  possible.  Drawings  and  charts 
should  always  be  done  in  black  ink  on  white 
paper.  Clear,  glossy  photographs,  black  on 
white,  should  be  submitted  and  such  illustra- 
tions numbered  consecutively  and  their  posi- 
tions indicated  in  text.  Magnifications  will  be 
modified  in  proportion  to  the  amount  of  reduc- 
tion necessary  for  an  illustration  to  fit  the  pages 
of  the  Journal.  Please  do  not  deface  illustra- 
tions by  writing  on  front  or  back,  nor  should 
they  be  Scotch-taped  or  pasted  to  paper.  They 
may  be  pasted  carefully  on  cardboard.  The 
figure  number,  indication  of  the  top,  and  the 
author’s  name  are  to  be  attached  to  the  back  of 
each  illustration.  Legends  for  illustrations 
should  be  typewritten  in  a single  list,  with 
numbers  corresponding  to  those  on  photographs 
and  drawings.  Recognizable  photographs  of 
patients  are  to  be  masked  and  should  carry  with 
them  written  permission  for  publication.  Spe- 
cial arrangements  must  be  made  with  the  Editor 
for  excessive  illustrations  or  color  plates. 

Responsibility.  Manuscripts  are  subject 
to  editorial  modification  and  such  revisions  as 
bring  them  into  conformity  with  Journal 
style.  However,  neither  the  editors  nor  the 
publishers  nor  the  Medical  Society  of  the 
State  of  New  York  will  accept  responsibility  for 
statements  made  or  opinions  expressed  by  any 
contributor  in  any  article  or  feature  published 
in  the  pages  of  the  Journal. 

When  revisions  and  alterations,  not  on  the 
original  copy,  are  made  by  authors  on  the 
galleys  sent  them  for  correction,  these  are 
chargeable  to  the  authors. 

Reprints.  An  order  form  for  reprints  is 
attached  to  the  galleys  returned  to  authors  for 
correction  and  approval. 


2206  New  York  State  Journal  of  Medicine  / September  1, 1965 


Editorials 


Measles  immunization  program 

Under  terms  of  a bill  passed  by  the 
Legislature  and  signed  by  Governor  Rocke- 
feller on  June  8,  the  State  Health  Depart- 
ment has  been  assigned  $500,000  of  State 
funds  to  promote  measles  immunization. 
The  money  is  a lump-sum  appropriation, 
expiring  March  31,  1966. 

Measles  vaccine  purchased  under  the 
appropriation  “shall  be  made  available 
without  charge  to  licensed  private  physi- 
cians, hospitals,  clinics,  and  such  others  as 
the  commissioner  shall  determine.  . . .” 

Quotas  to  local  health  jurisdictions  will  be 
based  on  1964  resident  births. 

Vaccine  purchased  with  these  funds  will 
be  used  mostly  for  children  one  to  two  years 
old.  Special  effort  will  be  made  to  im- 
munize the  population  group  that  does  not 
routinely  seek  preventive  medical  care. 
The  Department  urges  local  health  officers 
to  offer  measles  immunization  at  well- child 
conferences  and  immunization  clinics. 

The  types  of  immunization  programs  to 
be  conducted  in  various  health  jurisdictions 
will  be  determined  by  local  circumstances. 


In  some  counties,  measles  immunization 
funds  can  be  used  best  in  clinics.  In 
others,  distributing  the  free  vaccine  to 
private  physicians  will  be  more  effective. 
Patients  cannot  be  charged  for  the  vaccine 
itself,  although  the  physician  may  charge 
for  administering  it. 

This  fall  and  winter  the  Department’s 
efforts  to  educate  the  public  to  the  need  for 
measles  immunizations  at  an  early  age  will 
intensify,  and  private  physicians  in  the 
State  will  be  administering  measles  vaccine 
to  more  patients.  It  is  likely  that  many 
more  persons  will  be  asking  their  physicians 
to  immunize  their  children  against  measles. 
The  $500,000  appropriation  will  not  pur- 
chase enough  vaccine  to  permit  immuniza- 
tion of  all  susceptibles.  However,  physi- 
cians are  urged  to  carry  out  routine 
measles  immunization  among  their  patients 
of  all  children  who  have  not  had  measles. 

The  newly  appropriated  funds  are  in 
addition  to  the  regular,  on-going  State-aid 
reimbursement  to  local  health  agencies  for 
all  immunizations. 


State  sales  tax  no  direct  concern  of  physicians 


Through  an  administrative  inadvertence 
physicians  in  one  area  of  the  State  have 
received  forms  for  reporting  the  newly 
established  State  sales  tax. 

The  New  York  State  Commissioner  of 
Taxation  and  Finance,  the  Honorable 
Joseph  H.  Murphy,  in  a letter  to  the  Medical 
Society  of  the  State  of  New  York,  states  as 
follows: 

“The  receipts  from  the  practice  of 
medicine  are  exempt  from  the  state  and 
local  sales  and  use  tax.  Physicians 


whose  income  is  solely  from  medical  fees 
and  who  are  not  engaged  in  other  activ- 
ities requiring  the  collection  of  the  sales 
tax  are  not  required  to  register  as  ven- 
dors. They  should  be  advised  that  they 
need  not  complete  the  certificate  of 
registration  but  to  return  the  blank  with 
a brief  statement  to  the  effect  that  they 
are  physicians.  In  this  way,  we  can 
remove  their  names  from  our  lists.” 

We  may  not  have  to  say  but  we  will  have 
to  pay. 
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ANNUAL 

CONVENTION  Medical  Society  of  the  State  of  New  York 

FEBRUARY  14  through  17,  1966 

The  Americana,  New  York  City 


Scientific  Program 


Any  State  Society  member  who  wishes  to  present  a paper 
before  a scientific  section  or  a general  session  is  requested 
to  write  to  Bernard  J.  Pisani,  M.D.,  Chairman  of  Scientific 
Program  Committee,  Medical  Society  of  the  State  of  New 
York,  750  Third  Avenue,  New  York,  New  York  10017. 
A short  abstract  of  the  proposed  presentation  should  ac- 
company the  letter. 


Scientific  Exhibits 


Requests  for  scientific  exhibit  space  should  be  addressed 
to  Albert  H.  Douglas,  M.D.,  Chairman,  Scientific  Exhibits 
Subcommittee  of  Convention  Committee,  at  the  above 
address. 


Scientific  Motion  Pictures 


Requests  to  present  a motion  picture  in  the  motion  picture 
theatre  at  the  convention  should  be  addressed  to  Kenneth 
B.  Olson,  M.D.,  Chairman,  Motion  Picture  Subcommittee, 
at  the  above  address. 
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Scientific  Articles 


Nature  of  Poisonous 
Snakebites  in  New  York* 


HENRY  M.  PARRISH,  M.D.,  D.P.H. 

Columbia,  Missouri 

From  the  Department  of  Community  Health 
and  Medical  Practice,  School  of  Medicine, 
University  of  Missouri,  Columbia,  Missouri 


A poisonous  snakebite  is  a medical  emer- 
gency which  many  New  York  physicians 
have  not  had  the  occasion  to  treat.  While 
snakebite  accidents  are  not  common  in  New 
York,  they  happen  more  frequently  than 
many  people  suppose.  Ruggiero1  reported 
the  case  history  of  a student  who  suffered 
a severe  timber  rattlesnake  bite  in  New 
York.  He  also  mentioned  treating  two 
other  snakebites  one  of  which  was  inflicted 
by  a copperhead.  However,  there  were  no 
deaths  caused  by  snakebites  in  New  York 
during  the  ten-year  period,  1950  through 
1959. 2 Very  little  is  known  about  the 
snakebite  problem  in  New  York  State. 
Therefore,  a state-wide  survey  of  poisonous 
snakebites  was  conducted  for  the  following 
purposes:  (1)  to  describe  the  geographic 

and  seasonal  pattern  of  snakebites  in  New 
York,  (2)  to  relate  other  epidemiological 
and  medical  findings  associated  with  these 
bites,  and  (3)  to  review  briefly  current  con- 
cepts of  snakebite  treatment. 

Poisonous  snakes 

According  to  Conant3  the  following  three 
species  and  subspecies  of  poisonous  snakes 
are  indigenous  to  New  York:  the  timber 

rattlesnake  (Crotalus  horridus  horridus), 
the  eastern  massasauga  or  “swamp  rattler’  ’ 

* This  investigation  was  supported  in  part  by  Public 
Health  Service  Research  Grant  GM  11268-02  from  the 
Division  of  General  Medical  Sciences,  Public  Health  Service. 


An  estimated  37  people  in  New  York  were 
bitten  by  poisonous  snakes  annually  during 
1958  and  1959,  an  incidence  of  0.22  bites  per 
100,000  people;  there  were  no  fatalities. 
Of  16  patients  reported  in  detail  by  New 
York  hospitals,  5 were  bitten  by  copperheads, 
4 by  rattlesnakes,  1 by  a cottonmouth  moc- 
casin, and  6 by  unidentified  poisonous  snakes. 
Treatment  consists  of  incision  and  suction 
and  administration  of  antivenin,  antibiotics , 
and  tetanus  antitoxin  and/or  toxoid. 


(Sistrurus  catena tus  catenatus),  and  the 
northern  copperhead  (Agkistrodon  con- 
tortrix  mokeson).  Coral  snakes  and  cot- 
tonmouth moccasins  are  not  native  to  the 
State.  The  timber  rattlesnake  is  the 
largest  and  most  dangerous  snake  native  to 
New  York,  having  a state- wide  distribu- 
tion. Massasaugas  are  small  rattlesnakes 
that  are  found  from  Madison  County  west- 
ward in  New  York.4  Copperheads  are 
confined  to  the  southeastern  part  of  the 
State.  Fig.  1 shows  photographs  of  New 
York’s  poisonous  snakes. 

All  poisonous  snakes  found  in  New  York 
are  pit  vipers.  They  are  so  named  because 
of  a characteristic  pit  which  is  located  be- 
tween the  eye  and  nostril  on  each  side  of 
the  body.  Pit  vipers  are  also  identified  by 
elliptical  pupils  and  by  two  well-developed 
fangs  which  protrude  from  the  maxillae 
when  the  snake’s  mouth  is  open.  Rattle- 
snakes have  rattles  which  are  attached  to 
their  tails.  Harmless  snakes  do  not  have 
facial  pits,  they  have  round  rather  than 
elliptical  pupils,  and  while  they  have  teeth, 
they  lack  fangs. 

People  often  chop  off  the  head  of  a snake 
that  has  bitten  someone  and  bring  the 
snake’s  body  in  for  identification.  Pit 
vipers  can  be  identified  by  turning  the 
snake’s  belly  upwards  and  noting  a single 
row  of  subcaudal  plates  just  below  the  anal 
plate.  Harmless  snakes  have  a double  row 
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FIGURE  1.  Poisonous  snakes  indigenous  to  New 
York.  (Photograph  of  massasauga  courtesy  of 
L.  M.  Klauber.)4 


of  subcaudal  plates.  Figure  2 depicts  the 
characteristic  features  of  pit  vipers  and 
harmless  snakes. 

Methods 

A questionnaire  and  letter  explaining  the 
purpose  of  this  study  were  mailed  to  a 
selected  group  of  New  York  hospitals  listed 
in  Hospitals  (journal  of  the  American  Hos- 
pital Association)  guide  issue.  The  hos- 
pitals selected  for  this  study  were  general 
hospitals,  children’s  hospitals,  and  college 
infirmaries.  Army,  Navy,  Coast  Guard, 
Public  Health  Service,  Air  Force,  and 
Veterans  Administration  hospitals  also  were 
sent  questionnaires.  Maternity,  tubercu- 
losis, and  mental  hospitals  were  omitted  as 
they  would  not  be  expected  to  treat  snake- 
bite victims.  A total  of  333  New  York 
hospitals  comprised  the  study  group.  Each 
hospital  was  requested  to  report  all  inpa- 
tients admitted  to  the  hospital  for  snake- 
bite treatment  during  1958  and  1959. 

Most  hospitals  do  not  code  and  tabulate 
the  diagnoses  of  emergency  room  and  out- 
patient clinic  visits.  Since  some  snakebite 
victims  are  not  admitted  to  the  hospital  as 
inpatients,  it  seemed  essential  to  ask  a 
sample  of  practicing  physicians  how  many 
snakebite  victims  they  treated  on  both  an 
outpatient,  such  as  office,  home,  and  emer- 
gency room,  and  on  an  inpatient  basis. 
Previous  surveys  have  shown  that  most 
people  with  venomous  snakebites  are 
treated  by  general  practitioners,  surgeons, 
internists,  pediatricians,  and  orthopedic 


FIGURE  2.  Characteristic  features  of  poisonous 
(pit  vipers)  and  harmless  snakes. 


surgeons.5-6  Therefore,  a random  sample 
of  one  third  of  all  the  New  York  physicians 
in  these  categories  of  practice  who  were 
listed  in  the  American  Medical  Directory 
were  sent  questionnaires. 

Death  certificates  for  fatal  snakebite 
cases  were  obtained  from  the  State  of  New 
York  Department  of  Health. 

Results 

This  report  is  based  on  questionnaires 
returned  by  331  (99  per  cent)  of  333  New 
York  hospitals.  It  is  supplemented  by 
questionnaires  returned  by  3,349  (69  per 
cent)  of  4,866  practicing  physicians  in  the 
State.  The  State  of  New  York  Depart- 
ment of  Health  indicated  that  there  were  no 
snakebite  deaths  in  1958  and  1959. 

Incidence.  New  York  hospitals  re- 
ported a total  of  18  inpatients  treated  for 
poisonous  snakebites  during  1958  and 
1959.  There  were  8 cases  in  1958  and  10 
cases  in  1959 — an  average  of  9 cases  per 
year.  Of  the  18  snakebites  reported  during 
1958  and  1959  detailed  case  reports  were 
received  for  16  patients  and  only  numbers 
of  bites  were  reported  for  2 cases.  All  of 
the  analyses  in  this  paper  excluding  the 
estimate  of  incidence  were  based  on  the  16 
detailed  case  reports  received  from  hos- 
pitals. 

Physicians’  reports,  when  adjusted  to 
account  for  all  New  York  physicians  in  the 
practice  categories  mentioned,  indicated 
that  approximately  12  inpatients  and  25 
outpatients  were  treated  for  snakebite 
accidents  each  year.  The  difference  be- 
tween the  estimate  of  12  inpatients  treated 
by  physicians  and  the  average  of  9 inpa- 
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NEW  YORK 


FIGURE  3.  Geographic  distribution  of  poisonous  snakebites  in  New  York,  1958  and  1959. 


tients  reported  by  hospitals  can  be  ex- 
plained in  part  by  the  following  facts:  (1) 

Two  New  York  hospitals  did  not  participate 
in  the  study,  and  (2)  there  was  evidence  of 
under-reporting  of  snakebite  inpatients 
from  two  hospitals  which  participated  in 
the  study.  Taking  all  of  these  various  re- 
ports into  consideration,  I estimate  that 
approximately  37  people  (12  inpatients  and 
25  outpatients)  are  treated  annually  for 
poisonous  snakebites  in  New  York.  This 
provides  an  incidence  of  0.22  bites  per 
100,000  people  per  year. 

Geopathology.  The  geographic  dis- 
tribution of  snakebites  reported  in  New 
York  during  1958  and  1959  may  be  seen  in 
Figure  3.  The  lightly  shaded  counties  are 
those  from  which  hospitals  reported  in- 
patients treated  for  snakebites.  An  ap- 
propriate symbol  is  used  to  mark  each 


hospitalized  patient  who  was  bitten  by  a 
specific  kind  of  snake.  The  darker  shaded 
counties  are  those  from  which  physicians 
reported  snakebite  cases  but  from  which  no 
cases  were  reported  by  hospitals. 

Of  16  people  hospitalized  for  snakebite 
treatment  for  whom  detailed  records  were 
available,  5 (31  per  cent)  were  bitten  by 
copperheads,  4 (25  per  cent)  by  rattle- 
snakes, 1 (6  per  cent)  by  a cottonmouth 
moccasin,  and  6 (38  per  cent)  by  unidenti- 
fied poisonous  snakes.  Of  the  4 rattlesnake 
bites,  2 were  inflicted  by  timber  rattle- 
snakes (C.  horridus  horridus),  1 by  a non- 
native, captive,  eastern  diamondback 
rattlesnake  (C.  adamanteus)  in  Kings 
County,  and  1 by  a rattlesnake  whose 
species  was  not  stated.  A nonnative  “pet” 
cottonmouth  moccasin  bit  its  owner  in 
Queens  County.  It  is  rather  surprising 
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TABLE  I.  Seasonal  distribution  of  poisonous 
snakebites  in  New  York,  1958  and  1959 


Month 

Number 
of  Bites 

Month 

Number 
of  Bites 

January 

0 

July 

7 

February 

0 

August 

4 

March 

0 

September 

0 

April 

1 

October 

0 

May 

1 

November 

0 

June 

2 

December 

1 

that  there  were  no  bites  by  foreign  snakes 
in  the  New  York  City  area  when  one  con- 
siders its  numerous  zoos. 

Figure  3 shows  that  all  the  poisonous 
snakebites  reported  by  hospitals  happened 
in  southeastern  New  York.  Timber  rattle- 
snakes and  copperheads  are  known  to  live 
in  this  area.  Evidently  massasaugas, 
“swamp  rattlers,”  do  not  bite  many  people 
in  New  York.  These  geographic  patterns 
of  bites  by  various  species  of  snakes  are 
consistent  with  the  ecologic  ranges  of 
poisonous  snakes  in  New  York  described  by 
Conant3  and  Klauber.4 

Temporal  relationships.  The  monthly 
distribution  of  snakebite  accidents  is  shown 
in  Table  I.  Snakebites  were  infrequent 
during  the  colder  months  of  the  year — 
September  through  March.  In  general 
snakes  are  usually  inactive  and/or  hiber- 
nating during  the  colder  months.  Most 
snakebites  in  New  York  happened  from 
April  through  August  when  15  (94  per 
cent)  of  the  16  bites  were  inflicted.  This 
striking  seasonal  distribution  of  bites  coin- 
cides with  the  time  that  snakes  are  most 
abundant  and  active  and  with  the  time 
that  people  have  greater  exposure  due  to 
out-of-doors  occupations  and  recreation. 
Similar  “seasonal  epidemics”  of  venomous 
snakebites  have  been  observed  in  New  Eng- 
Land  and  North  Carolina.5-6 

The  time  of  day  when  most  snakebite 
accidents  happened  was  the  six-hour  period 
from  12:00  noon  to  5:59  p.m.  when  9 (56 
per  cent)  people  were  bitten.  The  number 
of  bites  by  three-hour  periods  of  time  were: 
6:00  to  8:59  a.m.,  1 bite;  9:00  to  11:59 
a.m.,  1 bite;  12:00  noon  to  2:59  p.m.,  3 
bites;  3 : 00  to  5 : 59  p.m.,  6 bites;  6 : 00  to 
8:59  p.m.,  1 bite;  9:00  to  11:59  p.m.,  no 
bites;  and  12  midnight  to  2:59  a.m.,  1 bite. 
There  were  no  bites  reported  from  3:00  to 
5:59  a.m.  The  time  of  the  bite  accident 
was  not  stated  for  3 patients. 


TABLE  II.  Age  distribution  of  hospitalized  snake- 
bite victims  in  New  York,  1958  and  1959 


Age 
Group 
( Y ears) 

Population 
at  Risk* 

Number 
of  Bites 

Rate  per 
100,000f 

0 to  9 

3,222,154 

2 

0.06 

10  to  19 

2,498,479 

5 

0.20 

20  to  29 

1,958,413 

4 

0.20 

30  to  39 

2,376,797 

2 

0.08 

40  to  49 

2,263,719 

0 

0.00 

50  to  59 

1,966,696 

2 

0.10 

60  to  69 

1,480,256 

0 

0.00 

70  or  more 

1,015,790 

1 

0.10 

* Based  on  the  1960  census  of  the  population  of  New  York, 
t These  rates  are  only  on  hospitalized  patients  for  whom 
information  was  available. 


Bite  victims.  There  were  15  white 
males,  1 white  female,  no  nonwhite  males, 
and  no  nonwhite  females  admitted  to  New 
York  hospitals  for  snakebite  treatment  dur- 
ing 1958  and  1959.  Using  the  1960  census 
for  the  population  of  New  York  the  bite 
rates  per  100,000  people  were:  0.20  for 

white  males,  0.00  for  nonwhite  males,  0.01 
for  white  females,  and  0.00  for  nonwhite 
females.  Thus,  males  had  higher  snake- 
bite rates  than  females  and  whites  had  a 
higher  rate  than  nonwhites. 

The  age  distribution  of  New  York  snake- 
bite victims  is  shown  in  Table  II.  The 
largest  number  of  bites  happened  to  people 
ten  to  nineteen  years  of  age  (5  bites)  and 
those  twenty  to  twenty-nine  years  of  age 
(4  bites).  Age-specific  bite  rates  are  much 
more  meaningful  since  they  take  into  ac- 
count the  population  at  risk  in  a particular 
age  group.  The  highest  biannual  bite  rates 
per  100,000  people  were:  ten  to  nineteen 

years  of  age  (0.2),  and  twenty  to  twenty- 
nine  years  of  age  (0.2). 

An  analysis  of  the  occupations  of  the 
patients  showed  that  7 were  children  and 
one  each  was  a housewife,  a professional, 
a manager,  a sales  worker,  a service  worker, 
a snake  handler,  and  a retired  worker. 
The  occupation  was  not  coded  for  the  re- 
maining bite  victims. 

Activity  and  place.  Three  bites  oc- 
curred while  people  were  working  or  walk- 
ing in  their  yards  and  a child  was  bitten 
while  playing  in  his  yard.  Three  people 
were  bitten  while  engaged  in  recreation 
other  than  hunting  or  fishing,  2 while  han- 
dling a poisonous  snake,  1 while  working  on 
a farm,  and  1 while  working  in  the  woods. 
The  activity  was  not  stated  for  the  remain- 
ing patients. 
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TABLE  III.  Anatomical  sites  of  bites  Inflicted  by 
poisonous  snakes  in  New  York,  1958  and  1959 


Anatomic  Site 
of  Bite 

Side  of  Body 
Right  Left 

Total 
Number 
of  Bites 

Head,  face,  and  neck 

0 

0 

0 

Trunk,  front 

0 

0 

0 

Trunk,  back 

0 

0 

0 

Upper  arm 

0 

0 

0 

Forearm 

0 

0 

0 

Hand 

1 

0 

1 

Fingers 

1 

5 

6 

Upper  leg 

0 

0 

0 

Lower  leg  and  ankle 

2 

2 

4 

Foot 

4 

0 

4 

Toes 

0 

0 

0 

Not  stated 

1 

The  place  where  the  bite  accident  hap- 
pened is  closely  related  to  the  activity  when 
bitten.  The  largest  number  of  bites,  4, 
happened  in  the  patients’  own  yards.  Two 
people  were  bitten  near  a lake,  river,  or 
other  body  of  water;  2 in  the  woods;  one 
each  inside  a building  while  handling  a 
snake,  in  a field  adjacent  to  the  house,  in  a 
field  away  from  the  house,  and  on  a farm 
not  near  the  house.  The  place  where  the 
bite  took  place  was  not  coded  for  the  re- 
maining patients. 

Site  and  severity.  The  anatomic  sites 
on  human  beings  where  venomous  snakes 
inflicted  their  bites  are  shown  in  Table  III. 
Ninety-four  per  cent  of  the  bites  were  in- 
flicted on  the  extremities — 44  per  cent  on 
the  upper  extremities  and  50  per  cent  on  the 
lower  extremities.  The  fingers  were  the 
parts  most  often  bitten  on  the  upper  ex- 
tremities. The  feet  and  lower  legs  includ- 
ing the  ankles  were  the  parts  most  fre- 
quently bitten  on  the  lower  extremities. 
The  site  of  the  bite  was  not  stated  for  1 
patient. 

A modification  of  the  clinical  classifica- 
tion of  pit  viper  venenation  by  Wood, 
Hoback,  and  Green7  was  used  to  determine 
the  severity  of  bites.  Bites  were  classified 
as  follows: 

Grade  0 — No  venenation:  Fang  or  tooth 

marks,  minimal  pain,  less  than  1 inch  of  sur- 
rounding edema  and  erythema.  No  systemic 
involvement. 

Grade  I — Minimal  venenation:  Fang  or  tooth 
marks,  severe  pain,  1 to  5 inches  of  surround- 
ing edema  and  erythema  in  first  twelve  hours 
after  bite.  No  systemic  involvement  usually 
present. 

Grade  II — Moderate  venenation:  Fang  or 


tooth  marks,  severe  pain,  6 to  12  inches  of 
surrounding  edema  and  erythema  in  first 
twelve  hours  after  bite,  systemic  involvement 
may  be  present:  nausea,  vomiting,  giddiness, 
shock,  or  neurotoxic  symptoms. 

Grade  III — Severe  venenation:  Fang  or 

tooth  marks,  severe  pain,  more  than  12  inches 
of  surrounding  edema  and  erythema  in  first 
twelve  hours  after  bite,  systemic  involvement 
usually  present  as  in  Grade  II. 

The  severity  of  venenation  (venom 
poisoning)  was  classified  as  follows  for  14 
hospitalized  cases:  6 (43  per  cent)  were 

Grade  0,  3 (21  per  cent)  were  Grade  I,  3 
(21  per  cent)  were  Grade  II,  and  2 (14  per 
cent)  were  Grade  III.  For  2 hospitalized 
cases  the  severity  of  venenation  was  not 
stated.  There  were  no  deaths  among  the 
16  hospitalized  cases  in  this  series.  Fur- 
thermore, there  were  no  deaths  during 
1958  and  1959  among  the  estimated  37 
snakebite  cases  that  occurred  annually. 
The  case-fatality  rate  for  poisonous  snake- 
bites in  New  York  is  estimated  to  be  less 
than  0.5  per  cent.  This  is  confirmed  by 
the  fact  that  there  were  no  deaths  from 
snakebites  in  New  York  from  1950  through 
1959. 1 

Treatment.  The  current  treatment  of 
North  American  pit  viper  (rattlesnake,  cot- 
tonmouth  moccasin,  and  copperhead)  bites 
includes  both  minor  surgery  and  medical 
forms  of  treatment.  A constricting  band 
(tourniquet)  should  be  applied  lightly  to  the 
involved  extremity  several  inches  proximal 
to  the  bite.  The  constricting  band  should 
be  applied  only  tightly  enough  to  occlude 
the  superficial  venous  and  lymphatic  flow. 
It  should  not  occlude  the  arterial  circulation 
and  should  be  released  every  ten  to  fifteen 
minutes  for  a minute  or  two.  As  edema 
resulting  from  venom  poisoning  spreads, 
the  constricting  band  should  be  advanced 
to  keep  just  ahead  of  the  swelling.  The 
purpose  of  the  constricting  band  is  to  impede 
the  spread  of  venom  until  incision  and  suc- 
tion can  be  used  to  remove  the  venom  me- 
chanically and/or  until  antivenin  can  be 
administered  to  neutralize  the  venom. 

Incision  and  suction  are  effective  in  re- 
moving venom  from  experimental  animals 
up  to  about  one  hundred  and  twenty  min- 
utes after  the  venom  is  injected.  The 
sooner  it  is  used  the  larger  the  amount  of 
venom  that  can  be  removed.  Suction 
should  be  used  for  about  one  hour.  I have 
found  the  suction  cups  supplied  in  the 
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Cutter  and  the  Becton-Dickinson  snake- 
bite first-aid  kits  effective  for  removing  pit 
viper  venom.  Incisions  one-quarter  inch 
long  and  one-eighth  to  one-quarter  inch 
deep  are  made  into  the  subcutaneous  tissues 
over  the  fang  punctures.  A few  (3  to  5) 
additional  incisions  may  be  made  in  the 
surrounding  edematous  tissues  but  a large 
number  of  incisions  is  not  needed.  Im- 
mobilization aids  in  limiting  the  spread  of 
venom.  However,  if  one  must  decide  be- 
tween immobilization  or  seeking  prompt 
medical  treatment,  the  latter  should  be 
sought. 

The  “3  A’s”  (antivenin,  antibiotics,  and 
tetanus  antitoxin  and/or  toxoid)  are  recom- 
mended in  addition  to  incision  and  suction 
in  treating  all  serious  pit  viper  bites.  Anti- 
venin (crotalidae)  polyvalent  (Wyeth)  is 
effective  in  neutralizing  the  venom  of  all 
North  American  pit  vipers  but  is  not  pro- 
tective against  coral  snake  venom.  Since 
antivenin  is  manufactured  from  horse 
serum,  the  patient  should  receive  a skin  test 
before  it  is  given.  For  Grade  I venenations 
antivenin  may  be  administered  in  the 
deltoid  or  gluteus  muscles.  In  Grade  II 
and  Grade  III  venenations  antivenin  di- 
luted in  1,000  cc.  of  normal  saline  solution 
may  be  given  intravenously.8  Studies  with 
radioisotopes  have  shown  that  antivenin 
accumulates  at  the  site  of  the  bite  more 
rapidly  after  intravenous  than  after  intra- 
muscular administration.9  Injection  of 
antivenin  into  the  local  bite  area  is  not  a 
particularly  effective  way  to  administer 
antivenin.  We  have  found  the  following 
amounts  of  antivenin  useful  in  treating  the 
various  grades  of  venenation:  Grade  0 

(no  venenation)  requires  no  antivenin, 
Grade  I (minimal  venenation)  may  require 
10  cc.  (one  ampule)  of  antivenin,  Grade  II 
(moderate  venenation)  requires  30  to  40 
cc.  of  antivenin,  and  Grade  III  (severe 
venenation)  requires  50  cc.  or  more  of  anti- 
venin. 

Since  snakes’  mouths  and  venoms  may 
harbor  pathogenic  organisms,  antibiotics 
and  tetanus  antitoxin  and  /or  toxoid  should 
be  given  prophylactically.  Gram-negative 
organisms  predominate,  hence  a broad- 
spectrum  antibiotic  is  indicated.  Penicil- 
lin used  by  itself  is  not  adequate  treatment. 

Cortisone  and  ACTH  do  not  affect  the 
survival  rate  of  animals  poisoned  with  pit 
viper  venom.  They  probably  should  not 


be  used  during  the  first  few  days  after 
venenation  although  they  may  be  bene- 
ficial later  in  treating  serum  sickness  result- 
ing from  antivenin  therapy.  Antihis- 
tamines are  contraindicated  since  they 
shorten  the  survival  time  of  animals 
poisoned  with  pit  viper  venoms.  Shock 
resulting  from  venom  poisoning  should  be 
treated  with  infusions  of  blood,  plasma, 
saline  solution,  and  vasopressor  drugs. 
Meperidine  hydrochloride  and  other  anal- 
gesics may  be  given  to  relieve  pain.  Re- 
cently there  have  been  reports  of  excessive 
tissue  necrosis  and  amputations  associated 
with  cold  therapy  such  as  packing  an  ex- 
tremity in  ice  or  using  ethyl  chloride.9  In 
my  opinion,  cold  therapy  should  not  be 
used  in  treating  pit  viper  bites. 

Summary 

An  estimated  37  people  (12  inpatients 
and  25  outpatients)  in  New  York  were 
bitten  by  poisonous  snakes  annually  during 
1958  and  1959,  showing  an  incidence  of 
0.22  bites  per  100,000  people.  However, 
the  estimated  case-fatality  rate  was  less 
than  0.5  per  cent. 

Of  16  inpatients  reported  in  detail  by 
New  York  hospitals,  5 (31  per  cent)  were 
bitten  by  copperheads,  4 (25  per  cent)  by 
rattlesnakes,  1 (6  per  cent)  by  a cotton- 
mouth  moccasin,  and  6 (38  per  cent)  by 
unidentified  poisonous  snakes.  “Seasonal 
epidemics”  of  snakebites  occurred,  with 
most  of  the  bites  inflicted  from  April 
through  August. 

Males  had  higher  bite  rates  than  females, 
and  whites  had  higher  rates  than  nonwhites. 
Ninety-four  per  cent  of  the  bites  were  on 
the  extremities,  44  per  cent  on  the  upper 
extremities  and  50  per  cent  on  the  lower 
extremities.  Current  snakebite  treatment 
is  discussed. 

Acknowledgment.  The  author  cites  with  gratitude  the 
technical  assistance  of  the  following  persons:  Judi  Pummill, 
Genevieve  Calescibetta,  and  Linda  Hinson. 

References 

1.  Ruggiero,  A.:  Rattlesnake  poisoning,  New  York 

State  J.  Med.  58:  3114  (1958). 

2.  Parrish,  H.  M.:  Analysis  of  460  fatalities  from  venom- 
ous animals  in  the  United  States,  Am.  J.  M.  Sc.  245:  129 
(Feb.)  1963. 

3.  Conant,  R.:  A Field  Guide  to  Reptiles  and  Amphib- 
ians of  Eastern  North  America,  Boston,  Houghton  Mifflin 
Co.,  1958. 


2216  New  York  State  Journal  of  Medicine  / September  1,  1965 


4.  Klauber,  L.  M.:  Rattlesnakes:  Their  Habits,  Life 

Histories,  and  Influence  on  Mankind,  Berkeley,  University 
of  California  Press,  1956,  vol.  1. 

5.  Parrish,  H.  M.,  Badgley,  R.  F.,  and  Carr,  C.  A.: 
Poisonous  snake  bites  in  New  England,  New  England  J. 
Med.  263:  788  (1960). 

6.  Parrish,  H.  M.:  Poisonous  snakebites  in  North  Caro- 
lina, North  Carolina  M.  J.  25:  87  (Mar.)  1964. 

7.  Wood,  J.  T.,  Hoback,  W.  W.,  and  Green,  T.  W.: 


Treatment  of  snake  venom  poisoning  with  ACTH  and 
cortisone,  Virginia  M.  Month.  82:  130  (1955). 

8.  Parrish,  H.  M.:  Intravenous  antivenin  in  clinical 

snake  venom  poisoning.  A preliminary  report,  Missouri 
Med.  60:  240  (Mar.)  1963. 

9.  McCollough,  N.  C.,  and  Gennaro,  J.  F.,  Jr.:  Evalua- 
tion of  venomous  snake  bite  in  the  Southern  United  States 
from  parallel  clinical  and  laboratory  investigation.  Develop- 
ment of  treatment,  J.  Florida  M.  A.  49:  959  (June)  1963. 


Medical  Society  of  the  State  of  New  York 
Annual  Convention 

February  14  through  17,  1966 
The  Americana,  New  York  City 


September  1,  1965  / New  York  State  Journal  of  Medicine  2217 


Gynecologic  Cancer* 

Parti 

DONALD  G.  C.  CLARK,  M.D. 

New  York  City 

From  the  Gynecological  Service,  Memorial  Hospital 
for  Cancer  and  Allied  Diseases  and  the  James 
Ewing  Hospital  of  the  City  of  New  York 

I f one  subscribes  to  the  tenet  that 
early  diagnosis  is  a prerequisite  in  the 
successful  attack  on  cancer  in  general, 
then  cancer  of  the  female  genitalia  should 
present  a favorable  picture,  since  the 
areas  affected  are,  for  the  most  part, 
readily  accessible  to  inspection  and  palpa- 
tion, and  symptoms  such  as  abnormal  bleed- 
ing, discharge,  irritation,  or  a visible  or 
palpable  abnormality  are  often  noted  early 
by  the  patient.  However,  it  is  a fact  that 
the  correct  diagnosis  may  not  be  reached 
for  many  months.  The  reasons  for  this  are 
multiple.  The  untoward  delay  is  often  the 
responsibility  of  the  patient,  who  is  influ- 
enced by  a natural  reticence;  but  in  some 
cases  the  delay  is  the  fault  of  the  attending 
physician.  It  is  tragic,  indeed,  to  see  a 
patient  with  far-advanced  pelvic  cancer, 
who  had  been  given  a most  cursory  pelvic 
examination,  followed  by  a routine  prescrip- 
tion for  hormones  or  douches. 

General  considerations 

The  evaluation  of  a gynecologic  patient, 
as  of  any  other,  requires  a complete  history 
and  physical  examination.  This  axiom  is 

* Collection  of  data  for  this  review  was  facilitated  by 
grants  from  the  James  S.  and  Marvella  Adams  Foundation, 
Greenwich,  Connecticut;  the  Rudolph  Eberstadt  Memorial 
Fund  (Target  Rock  Foundation);  and  the  Martin  Crego 
Memorial  Fund,  donated  by  Miss  Jean  Crego. 


honored  often  in  the  breech.  It  is  repeated 
here  in  the  hope  that  this  admonition  may 
have  a cumulative  effect.  With  particular 
regard  to  gynecology,  details  of  the  patient’s 
catamenia,  pregnancies,  previous  pelvic 
operations,  and  the  possibility  of  hormone 
ingestion  should  be  elicited.  After  the 
patient  has  voided,  the  pelvic  examination 
should  be  carried  out  and  should  include 
routinely  a Papanicolaou  smear,  which 
should  be  done  on  any  patient  regardless  of 
age.  The  value  of  smears  in  younger  pa- 
tients has  been  demonstrated  recently  by 
Ferguson,1  who  described  the  findings  in  a 
series  of  77  girls  nineteen  years  of  age  or 
under  with  positive  cancer  smears. 

The  examination  should  begin  with  an 
inspection  of  the  external  parts,  including 
Bartholin’s  and  Skene’s  glands,  and  visu- 
alization of  the  cervix  with  a bivalve  specu- 
lum without  the  use  of  lubricating  jelly,  at 
which  time  the  Papanicolaou  smear  should 
be  made.  The  Papanicolaou  smear  can  be 
done  with  one  cotton-tipped  applicator 
rubbed  gently  over  the  cervix  and  a second 
applied  to  the  vaginal  vault,  smeared  on 
slides,  and  placed  immediately  in  fixative. 
Following  this,  the  speculum  may  be  lubri- 
cated and  reintroduced,  the  leaves  spread 
apart,  and  the  entire  vaginal  tract  in- 
spected. This  last  is  an  important  part  of 
the  examination  all  too  often  neglected.  A 
manual  and  bimanual  palpation  of  the 
vulva,  vagina,  cervix,  uterus,  and  adnexae 
can  then  be  carried  out  and  the  procedure 
concluded  with  a rectovaginal  examination. 
With  this  technic,  in  most  cases  a satisfac- 
tory impression  of  the  pelvic  organs  can  be 
obtained.  Very  rarely,  with  an  appre- 
hensive patient,  mild  sedation  may  be 
required.  In  case  of  obesity  or  marked  ten- 
sion, with  proper  indication  it  may  be 
desirable  and  necessary  to  examine  the  pa- 
tient under  general  anesthesia. 

The  Schiller  test,  using  Lugol’s  solution 
(5  Gm.  of  iodine  and  10  Gm.  of  potassium 
iodide  dissolved  in  100  cc.  of  water)  painted 
directly  on  the  cervix,  is  a useful  technic. 
Areas  that  do  not  stain  mahogany  brown 
with  this  material  should  be  biopsied.  Be- 
fore using  this  test,  however,  the  patient 
should  be  asked  whether  or  not  she  has  any 
sensitivity  to  iodine.  It  should  be  noted 
that  a subsequent  iodine  determination  for 
thyroid  evaluation  is  worthless  for  a period 
of  six  weeks  or  more.  Novak  curettage  of 
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the  endometrium  or  suction  aspiration  of  the 
endometrial  cavity  with  microscopic  ex- 
amination of  the  material  obtained  is  a 
further  useful  diagnostic  measure,  especially 
indicated  when  the  cervix  and  vagina  ap- 
pear normal  and  blood  is  noted  at  the  ex- 
ternal os. 

It  should  be  borne  in  mind,  however, 
that  negative  results  from  these  technics 
are  not  always  sufficient.  If  otherwise 
warranted  by  the  patient’s  symptoms,  a 
formal  dilatation  and  curettage  should  be 
carried  out.  As  in  other  anatomic  fields, 
the  best  chance  of  early  diagnosis  of  cancer 
lies  in  the  hands  of  the  physician  with  a 
high  degree  of  suspicion.  The  examiner 
looking  specifically  for  cancer  is  much 
more  likely  to  find  it.  Any  suspicious  area 
detected  during  this  examination  should 
be  promptly  biopsied,  and  it  is  important 
that  prior  to  the  cauterization  of  any  cervi- 
cal lesion,  a negative  Papanicolaou  smear 
or  biopsy  should  be  obtained.  Failure  to 
carry  out  this  step  may  delay  the  diagnosis 
of  cancer  for  weeks  or  months.  The  Pap- 
anicolaou smear  is  not  a substitute  for  a 
biopsy  or  vice  versa.  These  tests  comple- 
ment each  other,  and  each  has  its  own  place. 
The  smear  should  be  a routine  measure 
and  the  biopsy  done  where  abnormal 
tissue  is  apparent  or  suspected. 

For  purposes  of  description,  the  various 
cancers  affecting  the  female  genitalia  will 
be  divided  into  anatomic  sites. 

Carcinoma  of  vulva 

Incidence.  Carcinoma  of  the  vulva 
comprises  about  3 per  cent  of  all  gynecologic 
cancers  and  reaches  a peak  incidence  in 
patients  seen  in  the  seventh  decade.  Care- 
ful examination  of  the  vulva  is  requisite 
in  all  elderly  women.  The  youngest  pa- 
tient reported  with  the  disease  was  a girl 
of  fourteen.  Many  cases  have  been  noted 
in  patients  in  the  eighties  and  nineties. 

Pathologic  features.  Most  malignant 
tumors  of  the  vulva  are  epidermoid  car- 
cinomas, but  about  2.5  per  cent  are  basal 
cell  carcinomas.2*3  Malignant  melanoma 
is  seen  not  infrequently  in  the  vulva  and  is 
more  commonly  found  in  younger  women. 
The  treatment  is  the  same  as  that  for  epi- 
dermoid carcinoma.  It  should  be  noted 
that  nevi  on  the  vulva  are  commonly  of  the 
junctional  type  such  as  are  found  on  the 


palms  of  the  hands  and  soles  of  the  feet. 
It  is  felt  that  these  nevi  are  potentially 
malignant.  For  this  reason,  a prophylactic 
excision  of  any  nevus  on  the  vulva  should 
be  done  and  the  specimen  submitted  for 
histologic  examination.  Many  investiga- 
tors have  stated  that  cancerization  in  a 
regional  epithelial  surface  may  be  multi- 
centric in  origin,4*5  and  this  has  been  more 
specifically  demonstrated  for  the  vulva  by 
Marcus.2  For  this  reason  it  is  felt  that  a 
local  recurrence  may  in  fact  be  a new  tumor 
arising  from  a continuing  change  in  the 
regional  epithelium.  Consequently,  if  the 
process  of  cancerization  goes  on  after  ex- 
cision of  a suspicious  or  precancerous  area, 
the  possibility  of  subsequent  neoplastic 
change  in  adjacent  or  other  areas  must  be 
kept  in  mind.  Hence,  the  best  treatment 
for  an  extensive  leukoplakia  or  areas  of 
carcinoma  in  situ  may  be  a simple  total 
vulvectomy.6*7  With  regard  to  the  ques- 
tion of  whether  or  not  leukoplakia,  for 
example,  is  actually  a precursor  of  cancer, 
the  studies  of  Clark  et  al .8  showed  that  as 
change  progressed  toward  cancer  through 
leukoplakia  and  carcinoma  in  situ,  there 
was  a concomitant  increase  in  phosphorus 
concentration.  It  should  be  noted  also 
that  such  precancerous  changes  are  often 
more  extensive  on  histologic  examination 
than  would  be  indicated  by  naked-eye 
observation  and  that  consequently  the  ex- 
tent of  excision  is  often  inadequate. 

Diagnosis.  The  most  common  symptom 
of  carcinoma  of  the  vulva  is  pruritis,  often 
associated  with  burning  on  urination. 
However,  the  patient  frequently  first  notes 
a mass  or  ulcer,  and  bleeding  may  be  seen, 
although  this  is  often  a late  finding.  On 
examination,  the  labia  frequently  show 
typical  senile  changes,  with  kraurosis  or 
leukoplakia,  while  the  cancer  itself  appears 
in  the  early  stages  as  a red  thickening  of 
the  skin  and  later  as  a firm  mass  or  ulcer 
with  raised  edges,  most  commonly  on  the 
inner  aspect  of  the  labium  majus  or  involv- 
ing the  labium  minus. 

Treatment.  Until  about  twenty-five 
years  ago,  treatment  of  carcinoma  of  the 
vulva  was  most  unsatisfactory  both  by  radi- 
ation and  by  limited  operation.  Radiation 
is  not  a satisfactory  means  of  treating  this 
disease,  since  the  normal  tissues  of  the 
vulva  are  sensitive  to  radiation.  Much 
destruction  of  normal  tissue  has  been  noted, 
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even  with  inadequate  cancericidal  doses. 
Consequently,  it  is  difficult  to  deliver 
radiation  to  this  area  sufficient  to  control 
the  disease. 

The  surgical  attack  twenty-five  years 
ago  consisted  essentially  in  wide  local  ex- 
cision of  the  tumor  or  unilateral  vulvectomy 
with  occasional  total  vulvectomy.  Ex- 
cision of  the  lymph  node-bearing  areas  was 
often  limited  and  in  many  cases  consisted 
merely  in  removing  palpable  inguinal 
nodes.  The  five-year  salvage  rates  result- 
ing from  these  lines  of  endeavor  averaged 
from  15  to  25  per  cent.9-12  In  view  of  the 
advanced  age  of  many  of  these  patients 
and  their  concomitant  medical  problems, 
it  is  not  surprising  that  operations  were 
limited.  It  was  felt  that  a more  radical 
approach  would,  of  necessity,  carry  a high 
mortality  rate  in  this  group  of  women. 
However,  the  work  of  Taussig7  in  this 
country  and  of  Way10-11  in  England,  dem- 
onstrating the  results  obtained  with  a 
radical  attack  on  vulvar  cancer,  has  in- 
dicated clearly  that  the  five-year  salvage 
rate  can  be  increased  to  approximately  50 
per  cent,  a figure  that  is  more  than  credit- 
able when  one  considers  the  life  expectancy 
of  such  patients  of  advanced  years. 

The  radical  operation  for  cancer  of  the 
vulva  was  developed  by  modification  of 
the  procedure  described  by  Basset13  and 
consists  of  a wide  total  vulvectomy  with 
bilateral  inguinal  node  dissections  in  con- 
tinuity. That  inguinal  node  dissections 
are  essential  is  shown  by  Way’s10-11  series, 
in  which  43  per  cent  of  patients  with  posi- 
tive nodes  had  shown  no  palpable  evidence 
of  such  metastases  prior  to  operation. 
Way10  states  that  44  per  cent  in  his  series  of 
151  patients  had  positive  nodes.  Some 
investigators  maintain  that  both  super- 
ficial and  deep  inguinal  node  dissections  are 
necessary,  including  the  lymph  nodes 
around  the  external  iliac,  obturator,  and 
hypogastric  vessels.14  The  Memorial  group 
and  others  recommend  superficial  inguinal 
node  dissections  only,  unless  positive 
nodes  are  found  in  these  areas.12-15  In  that 
case  the  deep  dissection  can  be  done  at  least 
on  that  side.  Way10-11  originally  recom- 
mended both  superficial  and  deep  dissec- 
tions but  in  subsequent  work  has  suggested 
biopsy  of  a deep  node  and  deep  dissection 
only  if  disease  is  demonstrated. 

When  these  procedures  were  first  em- 


ployed, the  removal  of  large  amounts  of 
overlying  skin  from  the  groin  dissections 
and  wide  excision  of  the  vulva  left  a large 
area  that  was  allowed  to  heal  by  secondary 
intention,  since  attempts  at  primary  closure 
under  tension  produced  marked  sloughing 
and  delay  in  healing.  However,  with  mod- 
ern technics  of  flap  construction  and  adduc- 
tion of  the  thighs  in  the  postoperative 
period,  this  healing  period  has  been 
markedly  reduced.  The  author  believes 
with  Ulfelder15  that  the  use  of  suction 
drainage  has  resulted  in  better  healing  of 
the  skin  flaps,  since  the  collection  of  fluid 
under  these  flaps  was  a serious  problem. 

Frequently,  the  disease  involves  the  dis- 
tal urethra,  but  this  can  be  resected  with 
impunity,  since  in  most  cases  urinary 
control  will  return  to  a satisfactory  degree 
provided  the  internal  sphincter  is  not 
damaged.  In  the  event  of  more  extensive 
involvement  of  the  bladder  or  >rectum, 
resection  of  these  organs  with  radical 
vulvectomy  and  groin  dissection  should  be 
considered.  This  extensive  procedure 
should  not  be  done  in  one  stage  because 
of  the  forbidding  mortality  rate.  It  is  our 
feeling  that  the  pelvic  exenteration  with 
deep  lymphadenectomy  and  total  vul- 
vectomy should  be  done  as  an  initial  pro- 
cedure, to  be  followed  by  the  superficial 
groin  dissections  after  a few  weeks. 

In  summary,  treatment  of  carcinoma  of 
the  vulva  by  local  excision,  hemivul- 
vectomy,  or  vulvectomy  with  or  without 
limited  node  dissection  are  inadequate  pro- 
cedures for  the  control  of  this  disease  and 
can  be  expected  to  produce  five-year  sur- 
vival in  only  15  to  25  per  cent  of  such  pa- 
tients. On  the  other  hand,  total  vulvec- 
tomy with  continuity  dissection  of  both 
inguinal  regions,  which  implies  a block  dis- 
section of  Scarpa’s  triangle  from  the  in- 
guinal ligament  to  the  apex,  with  removal  of 
all  tissues  down  to  and  around  the  femoral 
vessels,  has  been  shown  to  increase  the 
survival  rate  to  50  per  cent. 

Carcinoma  of  vagina 

Incidence.  Carcinoma  of  the  vagina 
occurs  in  about  1.5  per  cent  of  all  cases 
of  gynecologic  cancer.  The  peak  age  in- 
cidence is  in  the  fifty  to  fifty-five  year  age 
group.  As  is  carcinoma  of  the  cervix,  the 
disease  is  rare  in  Jewish  women.16 


2220  New  York  State  Journal  of  Medicine  / September  1,  1965 


Pathologic  features.  Histologically, 
carcinoma  of  the  vagina  is  usually  an  epi- 
dermoid carcinoma.  An  occasional  adeno- 
carcinoma has  been  reported  that  is  felt 
to  arise  from  a duct  remnant  or  from  ade- 
nosis.1718 It  has  been  suggested  that  the 
incidence  of  vaginal  cancer  may  be  af- 
fected by  the  introduction  of  a foreign 
body  such  as  a pessary  worn  for  a long 
period  of  time,  but  it  is  doubtful  if  this 
thesis  can  be  supported.  The  wearing  of 
such  a device,  however,  is  conducive  to 
infection  and  local  irritation,  and  such  pa- 
tients should  be  carefully  followed  and 
instructed  as  to  proper  hygiene. 

The  location  of  the  disease  in  the  upper, 
middle,  or  lower  third  of  the  vagina  deter- 
mines to  a large  extent  the  route  of  spread. 
Carcinoma  of  the  upper  third  of  the  vagina 
behaves  as  does  carcinoma  of  the  cervix 
and  spreads  through  the  paravaginal  tissues 
to  the  obturator,  hypogastric,  and  external 
iliac  lymph  nodes.  In  the  lower  third  of 
the  vagina  it  tends  to  metastasize,  as  does 
carcinoma  of  the  vulva,  to  the  superficial 
and  deep  inguinal  nodes.  Disease  in  the 
mid-portion  may  follow  either  or  both 
routes.  Vaginal  cancer  may  spread  by 
direct  continuity  into  adjacent  organs  such 
as  the  bladder  or  rectum.  The  most  com- 
mon location  for  carcinoma  of  the  vagina 
is  in  the  upper  third  of  the  vaginal  tract 
where  it  is  noted  two  to  three  times  as 
often  as  in  the  middle  or  lower  third.  How- 
ever, in  many  cases,  when  first  seen,  the 
cancer  may  extend  over  most  of  the  vaginal 
tract. 

Diagnosis.  The  symptoms  of  cancer 
of  the  vagina  are  those  of  abnormal  dis- 
charge, bleeding,  or  pain,  and  the  diagnosis 
can  be  confirmed  readily  on  biopsy.  Some 
of  these  lesions  may  be  missed  on  initial 
routine  examination  because  they  have 
been  covered  by  the  leaves  of  the  speculum. 
Rotation  of  the  speculum  to  expose  all 
areas  is  essential.  Palpation  is  an  im- 
portant factor  in  the  diagnosis,  since  a 
change  in  the  mucosa  may  be  felt  more 
easily  than  seen. 

Treatment.  The  customary  treatment 
for  carcinoma  of  the  vagina  has  been  radia- 
tion, usually  with  local  radium  and  ex- 
ternal therapy.  Treatment  should  include 
the  superficial  inguinal  node-bearing  areas 
in  cases  in  which  the  tumor  lies  in  the  mid- 
dle or  lower  third  of  the  vagina.  Treat- 


ment with  local  application  of  radium  has 
not  been  as  satisfactory  as  in  cancer  of 
the  cervix,  possibly  because  it  is  difficult 
to  develop  an  applicator  that  will  hold  the 
radium  in  the  correct  position.  Survival 
figures  from  radiation  therapy  range  from 
about  20  to  45  per  cent,  with  most  in- 
vestigators reporting  a 25  to  30  per  cent 
five-year  survival.16-1719’ ~21  Brack,  Mer- 
ritt, and  Dickson22  have  reported  a five- 
year  survival  of  a patient  whose  disease 
was  not  controlled  by  radiation  and  who 
was  subjected  to  anterior  pelvic  exentera- 
tion. In  the  Memorial  Hospital  series  of 
total  exenterations,  1 patient,  in  whom 
there  were  bilateral  deep  pelvic  node 
metastases,  lived  for  seven  years  and  died 
of  sepsis.  Autopsy  showed  no  residual 
cancer.  A second  patient  is  living  six 
years  after  posterior  exenteration  for  can- 
cer of  the  posterior  vaginal  wall. 

It  is  the  feeling  of  the  author  that  a radi- 
cal surgical  approach  deserves  a larger 
place  in  the  treatment  of  this  disease  and 
that  this  should  consist  of  a radical  hys- 
terectomy and  total  vaginectomy,  with 
excision  of  the  node-bearing  tissues  in  the 
hypogastric,  obturator,  and  external  iliac 
regions.  When  the  disease  involves  the 
lower  portion  of  the  vagina,  a bilateral 
superficial  groin  dissection  should  also  be 
considered,  preferably  at  a later  date. 

Carcinoma  of  cervix 

Incidence.  Carcinoma  of  the  cervix 
is  the  most  common  cancer  in  the  female 
genitalia  and,  following  cancer  of  the  breast, 
the  second  most  frequent  cancer  in  women. 
The  incidence  reaches  a peak  in  the  decade 
from  forty-five  to  fifty-five  years  of  age 
but  has  been  noted  under  the  age  of  twenty. 
The  disease  is  known  to  be  relatively  un- 
common in  Jewish  women.  However, 
it  does  occur  in  this  group,  and  this  possi- 
bility should  be  borne  in  mind. 

With  modern  diagnostic  technics,  cancer 
of  the  cervix  can  be  detected  early,  with  a 
consequent  control  rate  of  approximately 
80  per  cent.  However,  this  is  far  from 
being  attained  at  present.  Review  of  the 
most  recent  Annual  Report  on  the  Results 
of  Treatment  in  Carcinoma  of  the  Uterus 23 
reveals  a hopeful  trend,  with  an  increase 
in  Stage  I cases  and  consequently  better 
five-year  control  rates.  This  report  on 
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117,613  cases  from  116  institutions  through- 
out the  world  shows  that  at  present  the 
five-year  control  rate  for  all  stages  of  can- 
cer of  the  cervix  is  about  48.5  per  cent. 
This  general  salvage  rate  for  cancer  of  the 
cervix,  when  compared  with  the  five-year 
control  rates  of  from  70  to  90  per  cent  re- 
ported for  Stage  I cancer,  leaves  little  room 
for  complacency  and  makes  it  evident  that 
this  gap  should  be  closed  by  better  patient 
education  and  physician  application.  It 
should  be  pointed  out  that  the  results  of 
radiation  therapy  now  being  reported  are 
based  on  varying  degrees  of  selectivity. 
Discussion  of  end  results  appears  to  con- 
centrate on  Stages  I and  II. 

Pathologic  features.  Over  90  per 
cent  of  cases  of  carcinoma  of  the  cervix  are 
epidermoid,  while  adenosquamous  car- 
cinoma is  next  most  common.  The  rest 
of  the  cases  are  adenocarcinomas  of  endo- 
cervical  origin.  Epidermoid  carcinoma 
may  start  as  carcinoma  in  situ,  in  which  the 
neoplastic  change  does  not  penetrate  below 
the  basal  layer  of  epithelium.  As  the 
growth  spreads,  it  may  extend  upward  to 
the  endometrial  cavity,  downward  along 
the  vagina,  or  radially  into  the  pelvis. 
Anteriorly,  the  growth  is  initially  restricted 
by  the  fascia  between  the  cervix  and  blad- 
der but  ultimately  may  invade  the  bladder. 
Posteriorly,  it  extends  along  the  utero- 
sacral  ligaments  and  may  invade  the 
rectum.  Commonly,  however,  the  extra- 
cervical  spread  of  this  tumor  is  into  the 
parametria,  with  involvement  of  para- 
cervical nodes,  and  from  this  to  the  nodes 
at  the  pelvic  wall  by  embolic  or  direct 
spread. 

Classifications.  The  International 
classification  of  stages  of  carcinoma  of  the 
uterine  cervix  differs  from  the  preceding 
League  of  Nations  classification  by  adding 
Stage  O.  The  International  classification, 
with  the  exception  of  Stage  O,  is  based 
on  clinical  findings  only  and  is  as  follows: 

Stage  O:  Carcinoma  in  situ  (intra- 

epithelial carcinoma). 

Stage  I:  Carcinoma  confined  to  the 

cervix  but  may  extend  to  the  corpus. 

Stage  II:  Carcinoma  extends  beyond 
the  cervix  to  involve  the  vagina,  exclud- 
ing the  lower  third  of  the  vagina.  The 
carcinoma  may  extend  into  one  or  both 
parametria  but  not  to  the  pelvic  wall. 


Stage  III:  Carcinoma  extends  down 
the  vagina  to  involve  the  lower  third. 
Carcinoma  extends  in  one  or  both  para- 
metria to  involve  the  pelvic  wall.  (The 
presence  of  parametrial  thickening  is 
interpreted  as  cancer  spread,  but  study 
of  surgically  removed  specimens  has 
shown  that  in  many  instances  it  is  of 
an  inflammatory  nature  only.) 

Stage  IV : Carcinoma  involves  the 

bladder  and/or  rectum  or  has  extended 
beyond  the  limits  of  Stages  I through  III. 

The  surgical  and  pathologic  classifica- 
tion described  by  Meigs  and  Brunschwig24 
will  be  of  great  value  in  the  study  and  prog- 
nosis of  carcinoma  of  the  cervix  treated  by 
operation  but  cannot  be  applied  to  a pre- 
treatment clinical  staging,  since  it  is  made 
only  after  the  surgical  pathologic  study  of 
the  excised  specimen. 

Symptoms  and  findings.  Perhaps  the 
most  important  thing  to  stress  in  the  cate- 
gory of  symptoms  and  findings  is  that  the 
symptoms  of  preinvasive  cancer  or  very 
early  invasive  cancer  are  minimal  and  may 
be  nonexistent.  Similarly,  the  findings 
on  examination  may  differ  little  from  the 
normal.  A discharge  of  a watery  or  thin 
mucoid  character  may  have  been  noted. 
Intermenstrual  bleeding,  which  may  only 
be  slight  spotting  or  postcoital  bleeding, 
are  more  dramatic  symptoms.  However, 
if  cancer  of  the  cervix  is  to  be  cured  in  a 
high  percentage  of  cases,  it  is  imperative 
that  it  be  detected  in  the  preinvasive  or 
very  early  stages,  when  both  symptoms  and 
findings  may  be  nonexistent.  This  means 
that  adequate  pelvic  examinations  with 
Papanicolaou  smears  should  be  done  on 
all  adult  female  patients.  It  is  not  suffi- 
cient to  perform  this  examination  as  a 
routine  when  gynecologic  symptoms  de- 
mand it  or  the  patient  is  over  an  arbitrary 
age,  usually  thirty-five  or  forty  years. 
Parker  et  al.,2b  in  their  instructive  review 
of  carcinoma  in  situ,  showed  that  in  their 
485  patients  with  intra-epithelial  cancer, 
18  per  cent  were  younger  than  thirty  years 
of  age  and  57  per  cent  were  under  forty, 
with  the  obvious  conclusion  that  smears 
must  be  obtained  in  young  women  as  well 
as  in  those  of  the  so-called  “cancer-age” 
group.  These  investigators  also  pointed 
out  that  in  85  per  cent  of  patients  with  sub- 
sequently proved  in  situ  carcinoma,  the 
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clinician’s  impression  was  of  a normal 
organ. 

In  general,  the  average  age  of  patients 
with  carcinoma  in  situ  is  some  ten  years 
younger  than  patients  with  proved  invasive 
carcinoma.  It  is  during  this  lag  period 
that  the  diagnosis  should  be  established 
and  prompt  treatment  undertaken.  By 
this  means  many  women  could  be  saved 
from  the  subsequent  development  of  in- 
vasive carcinoma,  with  its  more  serious 
problems  in  treatment  and  prognosis. 
This  ten-year  period,  however,  may  prove 
to  be  inaccurate,  since  routine  smears  have 
not  been  done  generally  in  patients  under 
thirty  to  thirty-five  years  of  age.  If  they 
are  studied  in  younger  women,  the  average 
age  of  patients  with  carcinoma  in  situ  may 
well  be  much  less. 

Carcinoma  in  situ.  In  carcinoma  in 
situ  there  is  a variation  in  size  and  shape 
of  the  cells  and  in  the  size  and  shape  of  the 
nuclei,  with  hyper  chromatism,  mitoses,  and 
loss  of  the  normal  stratification.  This 
process,  however,  is  limited  to  the 
cells  of  the  epithelium  itself,  although 
the  neoplastic  cells  may  fill  the  cervical 
glands  and  on  superficial  examination  may 
give  the  impression  of  invasion.  There  is 
little  question  that  many  of  these  patients 
if  untreated,  will  progress  to  actual  in- 
vasive cancer  in  a greater  or  lesser  period  of 
time,  averaging  about  ten  years,  with  the 
reservation  already  noted.  This  process 
is  thought  to  be  possibly  reversible,  but 
when  once  noted,  although  on  subsequent 
examination  it  may  be  absent,  it  is  felt 
that  sooner  or  later  it  will  recur  and  pro- 
gress to  the  infiltrating  form. 

On  inspection,  very  little  may  be  evident. 
The  process  is  most  likely  to  be  found  at 
the  squamocolumnar  junction,  and  it  may 
appear  as  an  eroded  area  that  may  bleed 
rather  easily.  The  Schiller  test,  in  which 
the  cervix  is  painted  with  Lugol’s  solution, 
may  show  a lack  of  glycogen  by  failing  to 
stain  the  tissue  a mahogany  color.  The 
diagnosis  is  established  by  cytologic  or 
histologic  technics  after  smear  or  biopsy. 
It  should  again  be  pointed  out  here  that 
the  commonly  accepted  procedure  of  cau- 
terization of  cervical  lesions  should  not  be 
done  until  the  lesion  has  been  biopsied  or 
negative  smears  obtained,  since  cauteriza- 
tion may  serve  to  delay  the  diagnosis  of  a 
malignant  process. 


When  the  physician  is  faced  with  the  di- 
agnosis of  carcinoma  in  situ,  the  most  im- 
portant question  to  resolve  before  treat- 
ment is  undertaken  is  whether  or  not  in- 
vasive carcinoma  is  also  present  in  the 
cervix.  The  treatment  for  carcinoma  in 
situ  is  much  more  conservative  than  that 
for  invasive  carcinoma,  but  in  some  cases 
this  conservative  approach  can  preclude 
adequate  treatment  for  an  invasive  car- 
cinoma discovered  after  the  treatment  has 
been  undertaken.  Specifically,  a simple 
total  hysterectomy  is  perfectly  adequate 
treatment  for  carcinoma  in  situ  but  may 
well  be  a disaster  for  a patient  with  in- 
vasive cancer. 

The  generally  accepted  approach  after 
the  diagnosis  of  a carcinoma  in  situ  is  to 
excise  a wide  cone  of  tissue  from  the  in- 
ternal os  to  include  an  adequate  margin 
around  the  external  os.  This  cone  of  tis- 
sue is  then  submitted  for  histologic  exam- 
ination. If  the  diagnosis  of  carcinoma 
in  situ  is  confirmed,  and  the  margins  of  the 
cone  show  normal  tissue,  and  if  the  patient 
wishes  to  maintain  the  possibility  of  child- 
bearing, then  nothing  more  need  be  done. 
However,  the  patient  must  be  followed  at 
regular  intervals  with  examination  and 
repeated  Papanicolaou  smears.  If  further 
pregnancies  are  not  desired,  the  conization  is 
usually  followed  by  a simple  total  hysterec- 
tomy, with  a generous  vaginal  cuff,  leaving 
the  tubes  and  ovaries  in  place.  The  great 
majority  of  patients  will  do  well  with  either 
of  these  conservative  approaches.  How- 
ever, in  some  cases  there  appears  to  be  a 
process  of  cancerization  that  may  involve 
the  entire  pelvic  epithelium,  and  these  can 
prove  to  be  most  distressing  problems.  In 
the  author’s  experience,  such  a case  pro- 
gressed with  in  situ  carcinoma  of  the  vagina 
to  subsequent  invasive  carcinoma.  This 
was  treated  by  radical  hysterectomy  and 
vaginectomy,  with  further  recurrence  at 
the  introitus  and  urethra,  necessitating 
pelvic  exenteration.  It  is  important,  there- 
fore, that  patients  with  carcinoma  in  situ, 
even  those  treated  by  hysterectomy,  re- 
ceive close  supervision  for  some  years  post- 
operatively,  with  repeated  Papanicolaou 
smears. 

Invasive  carcinoma  of  cervix.  In- 
vasive cancer  of  the  cervix  is  usually  de- 
tected in  the  patient  who  consults  her 
physician  for  abnormal  discharge  or  bleed- 
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ing  of  varying  duration.  Depending  on 
the  stage  of  the  malignant  process,  the 
findings  on  examination  will  vary  from  a 
condition  undetectable  to  the  naked  eye  to 
a frozen  pelvis.  In  its  earlier  stages  the 
disease  usually  presents  itself  as  a dull  or 
eroded  area,  with  loss  of  normal  shiny  epi- 
thelium adjacent  to  the  squamocolumnar 
junction,  where  most  of  these  lesions  arise. 
The  disease  process  may  continue  with  an 
exophytic  type  of  growth  that  can  at  times 
be  extensive,  with  a large  cauliflower  tumor 
filling  the  vagina.  There  may,  however, 
be  a destructive  process,  with  a firm  indo- 
lent ulcer  crater  that  may  proceed  to  destroy 
the  entire  portio.  The  disease  may  extend 
into  the  parametrium  and  by  direct  in- 
filtration reach  the  pelvic  wall;  or,  by  an- 
terior or  posterior  extension,  it  may  in- 
volve the  bladder  or  rectum.  On  the  other 
hand,  the  primary  lesion  may  remain  con- 
fined to  the  cervix,  with  metastatic  disease 
involving  lymph  nodes  at  the  periphery  of 
the  pelvis.  However,  one  of  the  more 
hopeful  aspects  in  the  treatment  of  cancer 
of  the  cervix  is  that  the  disease  can  be- 
come quite  extensive  locally  before  extra - 
pelvic  disease  is  evident.  In  many  cases, 
a patient  with  a frozen  pelvis  who  is  in- 
curable by  present  means  may  still  have 
no  evidence  of  spread  beyond  this  area. 
Extrapelvic  spread,  when  it  does  occur,  is 
primarily  to  the  periaortic  and  inguinal 
lymph  nodes  and  secondarily  to  the  lungs, 
bones,  liver,  or  even  the  supraclavicu- 
lar nodes.  The  cause  of  death  in  cases  of 
advancing  carcinoma  of  the  cervix  is 
usually  a result  of  compromise  of  the  uri- 
nary tract,  with  infection  and  obstruction, 
hemorrhage,  or  peritonitis  or  some  com- 
bination of  these  complications. 

Treatment.  At  present,  the  only  effec- 
tive means  of  treatment  of  carcinoma  of 
the  cervix  are  the  usual  acceptable  methods 
of  radiation  or  adequate  surgical  pro- 
cedures. The  results  for  the  earlier  stages 
obtained  by  these  two  methods,  independ- 
ently or  in  combination,  are  said  to  be  com- 
parable in  competent  hands.  In  this  re- 
spect it  cannot  be  emphasized  too  strongly 
that  poor  radiation  management  or  in- 
adequate surgery  can  only  lead  to  dis- 
aster. 

Radiation  therapy.  In  general,  for  the 
past  three  decades  the  prime  method  of 
treating  carcinoma  of  the  cervix  in  this 


country  has  been  by  radiation.  The  stand- 
ard procedure  in  irradiation  is  the  intra- 
uterine and  intravaginal  application  of  ra- 
dium, reinforced  by  external  therapy.  The 
advantages  of  radiation  therapy  are  evident 
in  that  the  trauma  and  immediate  discom- 
fort to  the  patient  are  minimal,  and  the 
facilities  for  its  application  are  readily 
available  in  any  reasonably  equipped  center. 
Also,  because  this  has  been  the  common 
method  of  treatment  of  this  disease,  many 
physicians  are  adequately  trained  in  its 
proper  administration. 

The  disadvantages  are  less  evident  and 
more  difficult  to  assess.  However,  im- 
mediate and  late  radiation  damage  to  ad- 
jacent normal  tissue  can  present  serious 
problems.  The  inevitable  loss  of  ovarian 
function  in  younger  women  is  a factor  that 
has  received  inadequate  attention.  The 
paradox  of  the  initial  cancerocidal  effect  of 
radiation  with  later  cancerogenesis  is  now 
well  recognized.  As  in  many  cases  of  treat- 
ment of  disease,  the  good  results  obtained 
are  often  in  direct  proportion  to  the  in- 
terest and  experience  of  those  responsible 
for  the  treatment. 

Surgical  approaches.  The  radical  sur- 
gical approach  to  carcinoma  of  the  cervix 
was  first  reported  by  Clark  in  1895 26  from 
the  Johns  Hopkins  Hospital.  Wertheim,27 
in  his  clinic  in  Vienna,  began  an  extensive 
series  of  such  operations  in  1899,  and  there- 
after his  name  was  inseparably  associated 
with  the  procedure.  It  consisted  in  a 
transabdominal  removal  of  the  uterus, 
tubes,  ovaries,  and  parametria,  with  a 
generous  vaginal  cuff.  Schauta,28  who 
worked  in  Vienna  at  the  same  time  as 
Wertheim,  developed  a radical  vaginal 
operation  because  of  the  25  per  cent  mor- 
tality rate  associated  with  the  abdominal 
procedure. 

With  the  discovery  of  radium  and  the 
development  of  its  use  in  the  treatment  of 
this  disease,  the  surgical  attack  retained 
few  adherents.  Nevertheless,  it  was  car- 
ried out  consistently  by  a few  men  until 
the  period  just  before  and  after  World  War 
II  when,  with  the  availability  of  blood 
banks,  better  anesthesia,  and  antibiotics, 
its  use  was  revived  by  Meigs  in  1939  for 
favorable  cases  in  Stages  I and  II.  Also, 
Brunschwig  in  1947  began  an  investiga- 
tional series  in  which  all  cases  and  all 
stages  were  operated  on,  with  minimal 
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TABLE  1.  Five-year 

recovery  rates  in  two 

series  of  treated  cases 

of  cancer  of  the  cervix 

— Annual  Report1 

23  Patients  (61,  776) 

Five-Year 

Range  Reported 

Memorial  Hospital 

Apparent 

in  Series  of 

Surgical  Series 

Recovery 

Over  100  Cases 

(703  Patients)* 

Stage 

(Per  Cent) 

(Per  Cent) 

(Per  Cent)! 

I 

74.9 

41 . 4 to  92 . 7 

78.7  (273) 

II 

53.0 

20 . 3 to  76 . 1 

53.0  (283) 

III 

30.2 

13.7  to  51.9 

31.3  (67) 

IV 

8.1 

3.2  to  17.8 

19.7  (71) 

Unclassified 

37.3  (9) 

All  cases 

48.5 

57 . 4 (703) 

* Number  of  patients  in  parentheses. 

t Minimally  selected,  10  per  cent  requiring  exenteration  procedure. 


selection,  so  that  a modern  surgical  yard- 
stick could  be  established.  At  this  time, 
too,  the  classical  Wertheim  operation  was 
extended  to  include  a pelvic  lymphade- 
nectomy  with  removal  of  all  lymph  node- 
bearing tissue  from  around  the  common, 
external,  and  internal  iliac  vessels  and 
obturator  areas.  This  procedure,  now 
generally  referred  to  as  a radical  hysterec- 
tomy and  pelvic  lymphadenectomy,  has 
produced  satisfying  results.  Neverthe- 
less, this  operation  is  one  of  the  most  dif- 
ficult in  the  field  of  surgery,  and  for  its 
proper  execution  a surgeon  must  be  espe- 
cially trained  in  the  technic.  The  surgical 
mortality  today  in  the  hands  of  skilled 
operators  is  less  than  2 per  cent,  but  com- 
plications such  as  ureteral  or  vesical  fistulas 
are  difficult  to  avoid  with  the  extensive  de- 
nudation of  these  structures.  They  have 
been  variously  reported  as  occurring  in 
from  8 to  15  per  cent  of  cases.  These 
problems,  however,  while  unfortunate,  are 
not  usually  difficult  to  surmount. 

Comparison  of  modes  of  treatment.  For 
the  past  ten  years  there  has  been  consider- 
able discussion  as  to  the  relative  merits  of 
treating  cancer  of  the  cervix  by  radiation 
or  operation.  Even  in  favorable  cases,  there 
are  still  about  20  to  25  per  cent  that  are 
not  controlled. 

In  the  recent  Annual  Report  on  the  Re- 
sults of  Treatment  in  Carcinoma  of  the  Uterus 
and  Vagina, 2 3 the  relative  apparent  recovery 
rates  in  61,776  patients  treated  in  the  period 
1953  to  1957  were  reported  as  shown  in 
Table  I.  The  results  from  the  Memorial 
Hospital  series  of  703  cases  from  gynecologic 
service  treated  by  operation  in  the  period 
1948  to  1958  are  also  shown  in  Table  I. 

At  present  there  is  a growing  tendency 


to  treat  by  operation  younger  patients 
with  Stage  I or  Stage  II  cancer  who  are 
good  surgical  risks.  If  at  the  time  of  ex- 
ploration there  is  no  evidence  of  spread  of 
the  tumor  beyond  the  local  area,  the  ova- 
ries may  be  left  undisturbed.  In  older 
patients  or  those  with  medical  contra- 
indications to  radical  operation,  radiation 
therapy  should  be  the  primary  treatment. 
Stage  III  cancer  may  be  treated  by  either 
modality,  with  preference  for  operation  when 
the  disease  involves  the  lower  vagina  and 
with  due  consideration  for  the  patient’s 
medical  status.  The  results  of  radiation 
in  the  treatment  of  Stage  IV  have  been 
poor,  while  radical  or  ultraradical  operations 
can  salvage  about  20  per  cent  of  these 
desperately  ill  patients. 

In  the  choice  of  type  of  treatment  it 
would,  of  course,  be  most  advantageous  if 
a test  could  be  devised  to  determine  those 
patients  who  would  respond  favorably  to 
radiation.  Such  tests  have  been  described, 
notably  by  Graham  and  Graham29-30  and 
Glucksmann,31  but  the  reported  results 
have  been  difficult  to  duplicate  by  others, 
and  at  present  there  is  no  such  accepted 
technic. 

Recurrent  or  persistent  cancer.  The  prob- 
lem of  recurrent  or  residual  cancer  after 
adequate  radiation  therapy  is  not  an  in- 
considerable one,  but  there  is  little  question 
that  such  patients  are  better  treated  by 
operation.  It  is  an  unfortunate  fact  that 
at  present  many  patients  who  have  been 
treated  competently  by  radiation,  without 
control  of  their  disease,  are  now  abandoned 
as  hopeless.  Many  of  these  patients,  how- 
ever, are  still  in  good  general  condition, 
with  disease  still  localized  to  the  pelvis. 
At  the  beginning  of  the  Memorial  Hospital 
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surgical  program  it  became  evident  that 
about  50  per  cent  of  the  patients  seen  on 
the  gynecologic  service  were  cases  of  recur- 
rent or  persistent  disease  after  radiation 
treatment.  It  became  a matter  of  policy 
to  consider  that  these  patients  were  fit 
subjects  for  surgical  treatment  as  long  as 
cancer  could  not  be  detected  beyond  the 
pelvis,  the  operation  being  tailored  to  the 
extent  of  the  disease.  Initial  reports  of 
these  attempts  appeared  in  1949. 32  Sub- 
sequent publications  have  recorded  addi- 
tional extensive  experience.  It  has  now 
become  apparent  that  if  the  recurrence  is 
so  situated  that  adjacent  viscera  do  not 
have  to  be  excised,  the  five-year  salvage 
rate  is  40  per  cent.  If  exenteration  is 
necessary,  about  20  per  cent  can  be  con- 
trolled for  five  years.33  These  observations 
have  been  confirmed  by  others,34  but  as  in 
radiation  therapy,  reports  of  surgical  results 
necessarily  represent  varying  degrees  of 
selectivity,  depending  on  the  surgeon  con- 
cerned. 

Carcinoma  of  cervix  in  pregnancy.  Car- 
cinoma of  the  cervix  occurs  in  0.024  per 
cent  of  pregnancies35  or,  conversely,  preg- 
nancy is  noted  in  1.8  per  cent  of  cases  of 
carcinoma  of  the  cervix.36  It  has  often 
been  stated  that  pregnancy  associated  with 
carcinoma  of  the  cervix  adversely  affects 
the  prognosis.  It  is  a fact  that  as  a group 
pregnant  women  with  carcinoma  of  the 
cervix  do  not  do  as  well  as  women  with 
carcinoma  of  the  cervix  without  such  a com- 
plication. The  reasons  for  this  are  dif- 
ficult to  assess,  but  it  is  doubtful  if  preg- 
nancy per  se  has  any  deleterious  effect  on 
the  course  of  the  tumor.  The  reason  for 
the  unfavorable  prognosis  is  primarily  delay 
in  the  diagnosis.37  Sadugor,  Palmer,  and 
Reinhard38  have  shown  that  when  the  re- 
sults in  pregnant  patients  with  carcinoma  of 
the  cervix  are  compared  with  those  in  non- 
pregnant patients  the  prognosis  is  no  different 
when  the  extent  of  disease  is  comparable. 
This  has  been  confirmed  by  a review  of  the 
Memorial  Hospital  series  by  Barber. 39  The 
treatment  of  cancer  of  the  cervix  associated 
with  pregnancy  is  felt  to  depend  to  some  ex- 
tent on  the  stage  of  the  pregnancy  at  the 
time  the  diagnosis  is  made. 

In  general,  when  the  diagnosis  is  estab- 
lished in  the  first  four  months  or  so  of 
pregnancy,  the  patient  is  best  treated  by 
radical  hysterectomy  and  lymphadenec- 


tomy  with  the  fetus  in  utero.  During  the 
latter  four  to  five  months,  however,  a con- 
servative approach  may  be  followed,  allow- 
ing the  pregnancy  to  proceed  to  viability  of 
the  fetus,  followed  by  cesarean  section  and 
hysterectomy  and  lymphadenectomy  in 
one  stage. 

It  is  of  interest  to  note  that  the  technical 
aspects  of  radical  hysterectomy  and  pelvic 
lymphadenectomy  are  not  much  more  dif- 
ficult, if  at  all,  in  the  presence  of  a pregnant 
uterus  than  under  more  normal  circum- 
stances. In  fact,  these  procedures  would 
appear  to  be  easier,  since  local  congestion 
and  edema  facilitates  the  dissection  and 
delineation  of  planes  for  excision. 

Carcinoma  in  situ  in  pregnancy.  The 
problem  of  carcinoma  in  situ  in  pregnancy 
has  received  much  attention  in  the  past 
ten  years,  with  some  question  as  to  whether 
or  not  the  ordinary  criteria  for  the  diag- 
nosis of  carcinoma  in  situ  could  be  applied 
during  pregnancy  or  whether  such  changes 
in  pregnancy  could  be  expected  to  disap- 
pear after  delivery.  It  is  now  felt  that 
pregnancy  does  not  produce  such  changes 
and  that  if  suspicious  smears  are  obtained, 
they  should  be  regarded  in  the  same  light 
as  they  would  if  the  pregnancy  did  not 
exist.40-41  If  a diagnosis  of  carcinoma  in 
situ  is  obtained  on  smear,  cone  biopsy 
should  be  taken  to  rule  out  the  possibility 
of  invasive  cancer.  When  the  diagnosis 
of  carcinoma  in  situ  is  confirmed,  further 
treatment  may  be  deferred  until  after  de- 
livery, when  the  condition  can  be  treated  as 
noted  in  the  section  on  carcinoma  in  situ. 
However,  the  patient  should  be  followed 
with  Papanicolaou  smears  in  the  interim. 

Carcinoma  of  cervical  stump.  It  is  the 
modern  belief  that  carcinoma  of  the  cervical 
stump  is  primarily  preventable  and  that  the 
incidence  of  this  grievous  disease  should 
decline  almost  to  the  vanishing  point  with 
the  disappearance  of  the  supracervical 
hysterectomy  as  a routine  procedure. 

The  prognosis  in  carcinoma  of  the  cer- 
vical stump  is  felt  to  be  less  satisfactory 
than  that  in  a similar  stage  in  carcinoma 
of  the  cervix  with  the  uterine  corpus  still 
present.  The  usual  reason  given  for  this 
finding  is  that  the  natural  anatomic  bar- 
riers to  the  spread  of  the  cancer  have  been 
disturbed  by  the  removal  of  the  upper 
portion  of  the  uterus  and  that  without  the 
uterine  cavity  the  administration  of  radium 


2226  New  York  State  Journal  of  Medicine  / September  1,  1965 


TABLE  II.  Recommended  treatment  for  various  forms  of  gynecologic  carcinoma 


Diagnosis 

Patient  Status 

Treatment  Preferred 

Vulva 

Carcinoma  in  situ 

Simple  vulvectomy 

Invasive 

Reasonable  risk 

Radical  vulvectomy,  bilateral  superficial 
groin  dissection 

Positive  superficial  inguinal 

As  in  “reasonable  risk,”  with  ipsilateral  deep 

nodes 

groin  dissection 

Very  poor  risk  or  palliation 

Local  operation,  radiation,  cryosurgery 

Vagina 

Good  risk 

Radical  hysterectomy,  vaginectomy,  and 
pelvic  lymphadenectomy 

Lower  one  third  involve- 
ment 

(?)  Superficial  groin  dissection  (staged) 

Poor  risk 

Radiation,  Schauta  hysterectomy 

Older  patient 

Radiation,  Schauta  hysterectomy 

Cervix 

Carcinoma  in  situ 

Before  childbearing  age 

Conization 

After  childbearing  age 

Hysterectomy  with  vaginal  cuff 

Pregnancy 

Diagnostic  cone;  section  at  term,  with  sub- 
sequent hysterectomy  with  vaginal  cuff 

Invasive 

Stages  I and  II 

Younger,  good  operative  risk 

Radical  hysterectomy,  with  pelvic  lymp- 

patients 

hadenectomy;  preservation  of  ovaries  in 
absence  of  parametrial  or  nodal  spread 

Older,  poor  operative  risk 
patients 

Radiation 

Stage  III 

Radiation  or  operation  tailored  to  extent  of 
disease 

Stage  IV 

Patients  under  65,  with  no 
medical  or  psychiatric 
contraindication 

Radical  operations 

Patients  over  65 

Radiation 

Cervical  stump 

Good  risk 

Radical  operation 

Poor  risk 

Radiation 

Pregnancy 

First  4 months 

Radical  hysterectomy  with  fetus  and  lym- 
phadenectomy in  utero 

Latter  4 to  5 months 

Allow  to  proceed  to  term,  with  cesarean  sec- 
tion and  radical  hysterectomy  in  one 
stage 

Radiation  failure 

Radical  operations 

is  not  so  satisfactory.  It  is  certainly  true 
that  after  a supracervical  hysterectomy  the 
bladder  is  often  drawn  over  the  cervical 
stump  in  the  course  of  reperitonealization 
and  that  a subsequent  cancer  in  the  cervix 
will  tend  to  invade  the  bladder  earlier  than 
would  be  the  case  with  the  bladder  in  its  nor- 
mal anatomic  position.  It  is  difficult,  how- 
ever, to  make  a case  for  the  earlier  advance- 
ment of  the  tumor  into  the  parametria  or 
pelvic  lymph  nodes.  The  diagnosis  of  carci- 
noma of  the  cervical  stump  differs  in  no  way 
from  that  of  carcinoma  of  the  cervix  proper. 

The  treatment  can  be  by  primary  radia- 
tion, operation,  or  a combination  of  both 
methods.  In  view  of  the  close  proximity 
of  the  rectum  and  the  bladder  to  the  site 
of  neoplasm,  these  organs  tend  to  be  in- 
vaded earlier  and  radiation  treatment  is 
therefore  more  likely  to  produce  fistulas. 
However,  the  adequate  surgical  excision  of 


the  tumor  may  well  involve  an  exenteration 
procedure.  Surgical  removal  necessitates 
the  excision  of  the  paracervical  and  the 
paravaginal  tissues  and  pelvic  lym- 
phadenectomy  as  outlined  in  the  discussion 
of  treatment  of  the  cervix. 

Adequate  radiation  therapy  is  hampered 
in  these  cases  by  the  absence  of  the  corpus 
uteri,  with  the  consequence  that  it  is  im- 
possible to  administer  intracavitary 
radium. 

Recommended  treatment  for  various 
forms  of  gynecologic  cancer  discussed  in 
part  I are  summarized  in  Table  II. 
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Recent  studies  indicate  that  serum 
complement  is  not  involved  in  in  vitro 
antigen-induced  (anaphylactic)  histamine 
release,  thus  differentiating  this  reaction 
from  complement-dependent  (cytotoxic) 
immune  injury.  These  studies  will  be 
examined  in  two  systems,  that  is,  the 
chopped,  perfused,  guinea  pig  lung  and  the 
rat  peritoneal  mast  cell  suspension. 

Antigen-induced  histamine  release  from 
guinea  pig  lung  vs.  Immune  hemolysis 

Guinea  pigs  immunized  with  various 
antigens  emulsified  in  Freund’s  complete 
adjuvant  produce  two  major  types  of  7S 
antibodies  directed  against  the  same  anti- 
gen but  differing  in  electrophoretic  mo- 
bility and  in  certain  biologic  properties.1-3 
Guinea  pig  7S  gamma  1 antibodies  sensitize 

* President,  New  York  Academy  of  Medicine,  Section  on 
Microbiology. 

t The  presentation  by  Dr.  Austen  appearing  here  repre- 
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him  before  the  joint  meeting  of  the  New  York  Allergy  Society 
with  the  New  York  Academy  of  Medicine,  Section  on  Micro- 
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the  guinea  pig  for  cutaneous  or  systemic 
anaphylactic  reactions,  while  guinea  pig 
gamma  2 antibodies  directed  against  the 
same  antigen  fail  to  mediate  these  reac- 
tions. Conversely,  guinea  pig  gamma  2, 
but  not  gamma  1,  antibodies  fix  comple- 
ment in  the  presence  of  antigen  and  sensi- 
tize antigen-coated,  tanned  erythrocytes 
for  lysis  by  complement.  These  observa- 
tions have  recently  been  extended  by 
examining  in  vitro  the  ability  of  guinea 
pig  7S  gamma  1 and  gamma  2 antibodies  to 
sensitize  guinea  pig  lung  tissue  passively 
for  subsequent  antigen-induced  histamine 
release.4  In  this  system  the  use  of  per- 
fused, sliced,  well- washed  lung  tissue  al- 
lows this  comparison  to  be  made  in  the 
relative  absence  of  gross  serum  factors 
which  might  influence  either  sensitization 
or  antigen-induced  histamine  release  in 
vivo.  These  experiments  demonstrated 
that  guinea  pig  gamma  1,  but  not  gamma  2, 
antihaptene  or  antiprotein  antibodies  pas- 
sively sensitize  in  vitro  for  subsequent 
antigen-induced  histamine  release.  Thus, 
physiochemically  different  guinea  pig  anti- 
bodies, separated  from  the  same  antiserum 
and  directed  against  the  same  antigen, 
may  initiate  different  biologic  reactions 
in  vitro  as  well  as  in  vivo.  Furthermore, 
it  appears  that  the  ability  to  fix  comple- 
ment is  not  a prerequisite  for  the  mediation 
of  histamine  release. 

Both  immune  hemolysis  and  antigen- 
induced  histamine  release  from  perfused, 
sliced  guinea  pig  lung  require  activation  of 
an  esterase  which  can  be  inhibited  by 
organophosphorous  compounds  such  as 
DFP  (diisopropyl  fluorophosphate)  or  phos- 
phonate  esters.5-8  In  both  systems  the 
guinea  pig  esterases  exist  in  a DFP- 
resistant  precursor  state  until  they  are 
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activated  by  antigen-antibody  interaction. 
In  immune  hemolysis  the  susceptible  es- 
terase is  known  to  be  C'la  (the  activated 
first  component  of  complement). 

Direct  data  on  the  substrate  specificity 
of  the  antigen-antibody  activated  esterase 
involved  in  the  release  of  histamine  from 
perfused,  sliced  guinea  pig  lung  cannot  be 
reliably  obtained  in  such  a complex  system. 
For  this  reason  Becker  and  Austen9  ex- 
amined the  ability  of  a number  of  p- 
nitrophenyl  ethyl  R phosphonates  to  in- 
hibit this  reaction  (R  represents  the  alkyl, 
phenylalkyl,  w-chloroalkyl,  or  aminoalkyl 
series).  These  compounds  were  also  used 
to  inhibit  the  activated  first  component 
of  complement  (supplied  by  the  EACTa,4 
cell)  and  to  inhibit  the  lysis  of  EA  (sensi- 
tized erythrocytes)  by  whole  complement. 
In  this  manner  the  antigen-antibody- 
activated  guinea  pig  esterases  respectively 
involved  in  immune  hemolysis  and  hista- 
mine release  were  further  characterized 
and  compared. 

The  pattern  of  inhibition  of  the  guinea 
pig  esterases  involved  in  immune  hemolysis 
and  antigen-induced  histamine  release  by 
the  alkyl,  phenylalkyl,  and  w-chloroalkyl 
series  of  phosphonates  revealed  similarity 
but  not  identity.  Peak  inhibition  against 
both  esterases  is  achieved  with  the  same 
compound  in  each  series,  that  is,  p-nitro- 
phenyl  ethyl  benzyl,  p-nitro phenyl  ethyl 
butyl,  and  p-nitrophenyl  ethyl  chloro- 
propyl  phosphonate.  With  increasing 
chain  length  in  R,  there  is  a minimum  in 
inhibition  of  C'la  with  the  p-nitrophenyl 
ethyl  phenylethyl  phosphonate  in  the 
phenylalkyl  series  and  with  p-nitrophenyl 
ethyl  5-chloropentyl  phosphonate  in  the 
chloroalkyl  series.  On  the  other  hand, 
against  histamine  release  the  minimum 
occurs  with  the  longest  chain  length  ex- 
amined in  each  series:  p-nitrophenyl  ethyl 
phenylpropyl  and  6-chlorohexyl  phospho- 
nate respectively.  The  introduction  of  an 
amino  group  on  the  terminal  carbon  of  the 
p-nitrophenyl  ethyl  pentyl  or  hexyl  phos- 
phonate increases  the  respective  inhibitory 
activity  against  C'la  a hundredfold  but 
decreases  the  ability  of  the  phosphonate  to 
prevent  histamine  release.  The  conclusion 
reached  by  Becker  and  Austen9  is  that  the 
organophosphorous  inhibitable,  antigen- 
antibody-activated  esterases  respectively 
involved  in  the  guinea  pig  complement 


system  and  the  histamine-releasing  se- 
quence in  lung  are  remarkably  similar  but 
not  identical. 

Based  on  the  finding  that  competitive 
inhibitors  and  substrates  of  chymotrypsin 
inhibit  the  antigen-induced  release  of 
histamine,  it  was  previously  suggested  that 
the  DFP-sensitive  esterase  had  a chy mo- 
trypsin-like  substrate  specificity.8  How- 
ever, with  the  alkyl,  phenylalkyl,  and  w- 
chloroalkyl  series  of  phosphonates,  peak 
inhibition  of  chymotrypsin  occurred  with  a 
chain  length  two  to  three  carbons  longer 
than  that  giving  most  effective  inhibition 
of  histamine  release.10-11  The  only  simi- 
larity was  that  the  introduction  of  a 
terminal  amino  group  into  the  alkyl  series 
diminished  inhibitory  activity  against  both 
chymotrypsin  and  histamine  release. 
Thus,  from  the  phosphonate  inhibition 
profile,  the  guinea  pig  lung  esterase  re- 
quired for  histamine  release  is  not  chymo- 
trypsin-like.  Presumably,  chymotrypsin 
substrates  inhibit  antigen-induced  hista- 
mine release  at  another  step  in  the  reaction 
sequence.  A similar  situation  has  re- 
cently been  encountered  in  immune  he- 
molysis. Although  aromatic  amino  acid  es- 
ters are  substrates  of  C'la,12  aromatic 
amino  acid  derivatives  inhibit  immune 
hemolysis  primarily  by  interfering  with 
one  of  the  C'3  steps.13 

Histamine  release  from 
rat  peritoneal  mast  cells 

To  eliminate  species  variation  and  dif- 
ferences in  the  primary  target  cell,  antigen- 
induced  (anaphylactic)  and  complement- 
dependent  (cytotoxic)  histamine  release 
were  demonstrated  in  the  same  preparation 
of  rat  peritoneal  mast  cells. 

Rat  peritoneal  mast  cells  from  normal 
or  actively  sensitized  rats  carry  rat  gamma 
globulin  on  their  surfaces.  Interaction  of 
such  cells  with  certain  concentrations  of 
rabbit  antirat  gamma  globulin  antiserum 
(Ra  anti-RGG)  yields  a stable,  sensitized 
mast  cell  (MAgAb),  and  subsequent  ex- 
posure to  fresh  or  fresh-frozen  rabbit  serum 
results  in  the  release  of  histamine.  The 
factor  in  normal  rabbit  serum  which  re- 
leases histamine  from  sensitized  cells  does 
not  seem  to  be  a natural  antibody  to  rat 
mast  cells.  Repeated  absorption  of  normal 
rabbit  serum  with  packed  peritoneal  mast 
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cells  did  not  remove  any  histamine -releas- 
ing capacity.  The  serum  factor  is  stable 
to  storage  for  at  least  one  year  at  — 70  C. 
Indirect  evidence  that  the  serum  factor  is 
complement  includes  heat  lability  at  56  C., 
removal  by  preformed  immune  aggregates, 
and  inhibition  by  EDTA  (ethylenedi- 
amine  tetra-acetatic  acid).14 

Peritoneal  mast  cells  from  normal  rats 
can  also  be  sensitized  in  vitro  with  rat 
anaphylactic  antibody.15-16  Histamine  re- 
lease from  cells  sensitized  actively  or  pas- 
sively in  vitro  with  rat  anaphylactic  anti- 
body follows  the  pattern  of  a precipitin 
curve  with  marked  inhibition  in  the  region 
of  antigen  excess  and  is  not  enhanced  by 
the  presence  of  fresh  normal  rabbit  or  rat 
serum. 17 

Conclusion 

Studies  of  in  vitro  antigen-induced 
histamine  release  from  actively  or  passively 
(in  vitro)  sensitized,  perfused,  sliced  guinea 
pig  lung  or  rat  peritoneal  mast  cells  tend 
to  exclude  a requirement  for  serum  com- 
plement in  these  reactions.  Both  reactions 
are  mediated  by  a homologous  immuno- 
globulin with  a “fast”  electrophoretic 
mobility,  and  in  both  species  this  antibody 
does  not  appear  to  mediate  complement- 
dependent  passive  immune  hemolysis. 
Furthermore,  using  rat  peritoneal  cells,  it 
is  possible  to  demonstrate  complement- 
dependent  histamine  release  from  cells 
previously  reacted  with  rabbit  antirat 
gamma  globulin  antiserum  and  comple- 
ment-independent antigen-induced  hista- 
mine release  from  the  same  cell  suspension. 

The  role  of  the  antigen-antibody-ac- 
tivated, DFP-sensitive  esterase  in  the  re- 
lease of  histamine  from  guinea  pig  lung  has 
been  further  studied  using  the  phos- 
phonate-type  inhibitors.  The  pattern  of 
phosphonate  inhibition  of  histamine  re- 
lease is  similar  but  not  identical  to  that 
observed  against  another  guinea  pig  anti- 
gen-antibody-activated esterase,  C'la. 


Discussions 

Maury  D.  Sanger,  M.D.:  Thank  you, 

Dr.  Austen.  Now  the  report  is  open  for 
discussion.  Our  first  discussant  will  be 


Thus,  physiochemically  different  anti- 
bodies, guinea  pig  gamma  1 and  gamma  2, 
reacting  with  the  same  antigen,  appear 
to  initiate  different  enzyme  sequences  and 
subsequently  different  forms  of  immune 
injury. 
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William  Sherman,  M.D.,  Director  of  the 
Robert  A.  Cooke  Institute  of  Allergy, 
Roosevelt  Hospital. 

William  B.  Sherman,  M.D.,  New  York 
City.  We  are  all  very  much  indebted  to 
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Dr.  Austen  for  a great  deal  of  new  light 
on  the  mechanism  of  anaphylaxis. 

I think  that  the  practicing  physicians  who 
are  present  are  aware  of  a rather  broad 
gap  between  these  basic  principles  and  the 
actual  handling  of  patients.  As  I under- 
stand it,  my  role  is  to  try  to  bridge  this 
gap,  but  this  is  a little  ambitious  for  the 
time  available. 

Now  I think  one  thing  that  is  of  interest 
is  that  for  years  we  have  been  in  the  habit 
of  speaking  of  allergic  diseases  as  antigen- 
antibody  reactions.  Of  course,  we  knew 
all  the  time  that  the  symptoms  and  the 
visible  manifestations  are  physiologic  phe- 
nomena resulting  from  the  immunologic 
reaction. 

Dr.  Austen  has  reminded  us  that  the  . 
physiologic  mechanisms  are  just  as  com- 
plicated as  the  immunologic  mechanisms. 
Maybe  this  is  an  understatement.  As 
he  has  also  pointed  out,  it  is  by  studies  of 
isolated  cells  and  tissues  in  vitro  that  the 
complex  physiologic  reactions  are  most 
easily  understood.  It  was  by  such  meth- 
ods that  we  first  were  told  of  the  slow- 
reacting  substance  in  human  asthma, 
which,  of  course,  helped  to  explain  the 
clinical  knowledge  that  antihistamine  drugs 
were  relatively  ineffective  in  its  treatment. 

Now,  of  course,  in  practice  we  do  not 
treat  isolated  cells  or  tissues  but  ill  pa- 
tients whose  tissues  and  organs  are  in- 
fluenced not  only  by  immunologic  factors 
but  also  by  autonomic  nerves,  hormones, 
cations,  and  so  on,  which  may  augment  or 
diminish  the  allergic  reaction. 

Experimental  studies 

Theoretically  the  behavior  of  the  whole 
patient  is  the  sum  of  the  reactions  of  all 
his  parts,  but  we  are  still  some  distance 
from  understanding  all  of  these  parts,  their 
reactions  and  their  interrelations.  Studies 
such  as  Dr.  Austen  is  carrying  out  help  to 
fill  in  this  pattern.  We  must  be  careful 
in  applying  studies  of  experimental  animals 
to  human  beings.  Anaphylaxis  takes 
many  forms  in  different  species.  The 
manifestations  in  the  dog,  the  rabbit,  and 
the  monkey  bear  little  resemblance  to 
human  allergy. 

Fortunately,  those  of  the  guinea  pig  do. 
Several  years  ago  when  Dr.  Middleton  and 
I were  studying  the  release  of  histamine 


by  antigen  from  the  blood  cells  of  hay 
fever  patients,  Mongar  and  Schilda  in 
London  were  publishing  a series  of  articles 
on  the  release  of  histamine  in  guinea  pig 
anaphylaxis.  Practically  every  factor  that 
they  reported  as  influencing  the  guinea 
pig  lung — temperature,  EDTA,  bivalent 
cations,  iodoacetate,  and  so  on — had  an 
almost  exactly  similar  effect  on  the  release 
of  histamine  by  human  blood  cells. 

I think  that  Dr.  Middleton,  much  better 
than  I,  can  correlate  Dr.  Austen’s  recent 
findings  with  some  findings  on  human  ma- 
terial, so  I will  stop  now  and  turn  over  the 
discussion  to  Dr.  Middleton. 

Dr.  Sanger:  Thank  you,  Dr.  Sherman. 

We  will  now  have  the  second  discussant, 
Elliott  Middleton,  Jr.,  M.D.,  Associate 
in  Medicine,  Columbia  University  College 
of  Physicians  and  Surgeons. 

Elliott  Middleton,  Jr.,  M.D.,  New 
York  City.  It  is  indeed  a responsibility 
to  be  asked  to  discuss  the  beautiful  work 
which  Dr.  Austen  has  presented  here  to 
us.  The  experiments  he  has  described 
demonstrate  very  nicely  the  nature  of  the 
antibody  which  initiates  the  reaction  lead- 
ing ultimately  to  histamine  release  and  the 
formation  of  slow-reacting  substance.  In 
addition,  he  seems  to  have  demonstrated 
unequivocally  that  the  antigen-antibody 
reaction  activates  at  least  one  enzyme 
which,  in  some  as  yet  unknown  fashion, 
initiates  the  sequence  of  events  leading  to 
histamine  release.  He  stated  succinctly 
the  interesting  problem  of  determining  the 
true  nature  of  the  enzyme  that  is  activated. 
Also,  he  pointed  out  the  importance  of 
ultimately  determining  what  is  its  natural 
substrate.  Much,  if  not  all,  of  the  work 
that  was  described  makes  use  of  admittedly 
indirect  technics  for  determining  what 
type  of  substrate  specificity  this  enzyme 
has.  One  is  finally  left  with  the  question: 
How  is  the  histamine  actually  released 
from  the  cell  in  which  it  is  bound? 

Release  of  histamine 

In  other  experiments  Dr.  Austen  has  re- 
ported on  the  ability  of  pancreatic  chymo- 
trypsin  to  release  histamine  from  chopped 
guinea  pig  lung  and  found  that  it  did  not 
have  the  capacity  to  do  so.  This  finding 
would  appear  to  point  up  a real  difference 
in  substrate  specificity,  although  the  ana- 


2232  New  York  State  Journal  of  Medicine  / September  1,  1965 


phylactic  enzyme,  as  far  as  its  properties 
can  be  determined,  has  many  properties 
in  common  with  chymotrypsin,  hence  the 
term  “chymotrypsin-like.”  Whether  the 
enzyme  is  directly  responsible  for  histamine 
release  or  whether  it  is  only  one  step  in  a 
multistep  process  possibly  involving  many 
enzymes  and  ultimately  leading  to  hista- 
mine release  is  still  not  established. 

It  has  been  amply  demonstrated  by  a 
number  of  workers  that  antigen-antibody 
reactions  produce  a marked  change  in  the 
state  of  permeability  of  cells.  It  has  been 
found,  for  example,  that  in  an  immune 
hemolysis  system,  in  which  gross  cell 
rupture  was  prevented  osmotically  by  a 
high  albumin  concentration  outside  the 
cells,  the  antigen-antibody  reaction  brought 
about  a loss  of  potassium  from  the  cell, 
ingress  of  sodium  into  the  cell,  and  the  loss 
of  other  small  molecular  components.* 
Presumably  these  events  resulted  from  the 
formation  of  some  kind  of  hole  in  the  cell 
membrane.  In  this  case  a direct  action  on 
the  cell  membrane  must  occur,  therefore,  as 
a result  of  the  antigen-antibody  reaction. 
This  affects  the  homeostatic  mechanisms 
controlling  the  complex  cell  membrane 
which  is  largely  composed  of  lipids  and 
proteins  and  is  very  complex  in  nature. 

The  question  of  how  histamine  is  ac- 
tually released  from  cells  is  intimately  re- 
lated to  the  problem  of  how  histamine 
is  bound  in  the  cell.  Once  formed  it  is 
probably  bound  there  by  virtue  of  one  or 
more  of  the  following  substances:  heparin 

or  heparin-like  substances,  the  free  car- 
boxyl groups  of  proteins,  and  finally  with 
lipids.  In  our  work  at  Columbia,  we  have 
been  interested  in  whether  or  not  lipids 
participate  in  some  way  in  anaphylactic 
reactions. 

With  regard  to  histamine  binding  by 
lipids,  LindahF  has  demonstrated  that  both 
lecithin  and  cephalin  are  capable  of  binding 
histamine.  Also  Green  and  associates^  at 
Yale  have  demonstrated  that  cerebroside 
sulfate  is  capable  of  binding  histamine, 
and  in  our  laboratory  we  have  found 
histamine  in  lipid  extracts  of  guinea  pig 
lung.  Exactly  what  is  the  nature  of  the 
relationship  of  histamine  with  lipids  re- 
mains to  be  determined.  If  histamine  is 
associated  to  any  significant  degree  with 
lipids  in  the  cell,  one  might  wonder  whether 
or  not  lipolytic  enzymes  are  involved  in  the 


sequence  of  reactions  leading  to  histamine 
release.  Could  the  anaphylactic  esterase 
itself  have  some  lipid  constituent  of  cells 
as  its  substrate? 


Actions  of  lipolytic  enzymes 

Some  early  experiments  on  certain  ac- 
tions of  lipolytic  enzymes  might  be  worth 
reviewing  very  briefly.  About  twenty- 
five  years  ago  Feldberg  and  Kellaway6 
demonstrated  that  cobra  venom,  which  is 
rich  in  phospholipase  A,  when  perfused 
through  guinea  pig  lung  caused  both  the 
release  of  histamine  and  the  appearance 
of  a slow-reacting  substance.  Subse- 
quently, “Hogberg  and  Uvnas’^  noted  that 
of  many  enzymes  which  they  examined  only 
phospholipase  A disrupted  mast  cells  in 
vitro.  Only  slight  activity  was  found 
with  chymotrypsin. 

We  have  confirmed  ^ that  cobra  venom 
releases  histamine  and  slow-reacting  sub- 
stance from  chopped  guinea  pig  lung.  In 
other  experiments  we  have  demonstrated 
that  sensitized  guinea  pig  tissues  that  re- 
act to  antigen  or  are  treated  with  cobra 
venom  behave  very  similarly  with  regard  to 
histamine  release  and  the  formation  of 
slow-reacting  substance.  It  appeared, 
therefore,  that  what  the  antigen-antibody 
reaction  did  was  mimicked  to  a large 
degree  by  the  venom.  These  observations 
suggested  to  us  the  possibility  that  phos- 
pholipase A and  lipid  metabolism  might 
have  something  to  do  with  anaphylactic 
histamine  release.  I hasten  to  emphasize, 
however,  that  to  date  there  is  no  direct 
evidence  that  this  system  is  really  in- 
volved. Phospholipase  A acts  on  phos- 
pholipids of  the  lecithin  and  cephalin 
variety  to  split  off  a fatty  acid,  leaving  a 
lysophosphatide  such  as  lysolecithin  and 
the  fatty  acid  as  products. 

Now,  with  regard  to  lysolecithin,  it  also 
is  known  to  cause  release  of  histamine  from 
guinea  pig  lung.  We  have  confirmed 
this  old  finding.  Together  with  Phillips 
and  Finke  at  Columbia,  it  has  also  been 
possible  to  demonstrate  that  lysolecithin 
is  a very  potent  releaser  of  histamine  from 
human  leukocytes  and  that  it  produces  in 
human  skin  a wheal  and  an  erythema 
reaction  which  can  be  blocked  by  con- 
current administration  of  an  antihistamine." 
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Comment 

How  can  these  observations,  which  sug- 
gest a possible  participation  of  lipids  in  the 
anaphylactic  reaction,  be  reconciled  with 
Dr.  Austen’s  observations?  At  the  mo- 
ment, I am  unable  to  do  so,  but  if  there  is 
any  connection  it  may  be  that  we  are 
talking  about  different  links  in  a long 
chain  leading  to  histamine  release.  Fi- 

Question  and  Answer  Period 

Dr.  Sanger:  Dr.  Austen,  can  you 

answer  those  questions  at  this  time? 

Dr.  Austen:  The  exact  relationship  of 

histamine  release  to  slow-reacting  sub- 
stance A formation  and  release  is  not  yet 
clear.  It  would  be  convenient  if  slow- 
reacting  substance  A was  derived  from  the 
lipid  of  the  wall  of  the  mast  cell,  but  there 
is  no  proof  for  this  contention.  In  fact, 
Rapp1  has  obtained  antigen-induced  slow- 
reacting  substance  release  from  the  peri- 
toneal cavity  of  the  rat,  sensitized  with 
rabbit  antibody,  without  observing  hista- 
mine release. 

In  answer  to  Dr.  Middleton,  we  unfor- 
tunately do  not  have  the  antigen-antibody 
activated  esterase  involved  in  histamine  re- 
lease in  isolated  form  and  so  cannot  test  it 
on  normal  tissue.  We  have  no  data  on 
whether  or  not  a lecithinase  is  involved 
in  the  anaphylactic  reaction  sequence. 
The  fact  that  histamine  can  be  released 
from  mast  cells  with  a lecithinase  is  not 
sufficient  to  implicate  such  an  enzyme  in 
the  antigen-antibody-induced  reaction. 

Dr.  Sanger:  We  still  have  a few  more 

moments;  are  there  any  questions  for  Dr. 
Austen? 

Murray  Dworetsky,  M.D.:  In  your 

experiments  with  inhibitors,  have  you 
sensitized  animals  to  two  or  more  antigens, 
and  if  so,  can  you  release  the  histamine 
with  one  and  induce  a later  reaction  and 
get  more  histamine  with  the  second  anti- 
gen? In  other  words,  does  anaphylaxis 
release  all  available  histamine,  and,  if  so, 
why  does  the  second  antigen  cause  a second 
anaphylactic  reaction? 

Dr.  Austen:  If  the  in  vitro  antigen- 

induced  release  of  histamine  has  been  pre- 
vented by  an  inhibitor,  the  subsequent 
removal  of  the  inhibitor  and  addition  of 


nally,  if  I may,  I would  like  to  leave  several 
questions  for  Dr.  Austen  in  the  discussion 
period.  Is  the  anaphylactically  activated 
esterase  in  lung  capable  of  inducing  hista- 
mine release  from  the  normal  lung?  Have 
you  been  able  to  get  it  out  and  make  it 
work  on  normal  lung?  And  finally,  is 
there  any  evidence  that  the  anaphylacti- 
cally activated  esterase  has  any  effect  on 
phospholipids  or  other  lipids? 

more  antigen  will  not  produce  histamine 
release.  These  inhibitors  have  no  effect 
when  added  to  tissue  and  removed  prior 
to  the  initial  contact  with  antigen.  Thus, 
the  prevention  of  antigen-induced  hista- 
mine release  by  the  inhibitor  has  de- 
sensitized the  tissue.  Presumably,  some 
antigen-antibody-activated  enzyme  de- 
cayed while  its  action  on  its  substrate  was 
blocked  by  synthetic  substrates  or  the 
esterase  was  irreversibly  inactivated  by  the 
phosphonates.  As  I mentioned  in  the 
talk,  we  now  feel  that  the  chymotrypsin 
substrates  block  at  a site  different  from  that 
of  the  phosphonate  esters.  This  view  is 
entirely  consistent  with  the  new  findings  on 
immune  hemolysis  which  indicate  that  the 
aromatic  peptides  block  at  a site  subse- 
quent to  that  inhibited  by  DFP.  It  is 
possible  to  sensitize  tissue  with  several 
different  antibodies.  The  response  to  a 
specific  antigen  is  diminished  if  the  tissue 
has  previously  been  challenged  by  another 
specific  antigen;  this  indicates  that  for  the 
most  part  the  different  specific  antibodies 
occupy  the  same  target  cells. 

Physician:  You  mentioned  a slow- 

reacting  substance.  Will  you  please  go 
back  a little  further  and  comment  about 
the  inactive  form  in  which  the  substance 
can  exist  and  what  may  be  involved  in 
conveying  it  from  the  inactive  to  the  active 
form? 

Dr.  Austen:  I have  not  worked  ac- 

tively on  the  chemistry  or  pharmacology 
of  slow-reacting  substance  A and  only  use 
it  as  an  indicator  of  the  anaphylactic  reac- 
tion in  vitro.  Dr.  Middleton  indeed  quali- 
fies as  the  United  States  expert  on  this 
subject,  and  perhaps  he  would  be  agreeable 
to  answering  this  question. 

Dr.  Middleton:  We  do  not  know 

what  the  precursor  is.  But  slow-reacting 
substance  has  an  acidic  component  as 
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judged  by  the  fact  that  it  is  soluble  in 
ether  at  hydrogen  ion  concentrations  of  2 to 
3 but  not  completely  as  one  might  antici- 
pate for  a conventional  fatty  acid,  for  ex- 
ample. Also  it  is  freely  dialyzable  when 
removed  from  the  protein  to  which  it  is 
bound  when  released  from  chopped  sensi- 
tized lung.  Because  of  the  delay  in  the 
appearance  of  slow-reacting  substance  rela- 
tive to  the  rapidity  of  histamine  release,  we 
wondered  whether  it  might  be  a derivative 
of  the  released  histamine.  We  tested  four 
well-recognized  metabolites  of  histamine; 
none  of  them  had  slow-reacting  substance 
activity.  So  whether  this  is  a coventional 
lipid  or  whether  it  is  something  else,  I 
just  do  not  know. 

Physician:  Does  succinic  acid  alter 

the  subsequent  release  of  histamine  in  the 
system? 

Dr.  Austen:  Our  own  studies  with 

carbon  monoxide  and  cyanide  indicated 
that  anaphylactic  histamine  release  is  not 
dependent  on  cytochrome-mediated  aerobic 
metabolism.  On  the  other  hand,  it  is 
quite  clear  that  the  reaction  is  blocked  by  a 
combination  of  anoxia  and  glucose  de- 
ficiency; the  precise  mechanism  of  the 
latter  inhibition  is  not  established. 

The  reaction  in  guinea  pig  tissue  is 


greatly  enhanced  by  the  addition  of 
succinic  or  maleic  acid  but  not  by  fumaric 
and  other  tricarboxylic  acid  cycle  inter- 
mediates. The  mechanism  of  enhance- 
ment by  the  two  4-carbon  dicarboxylic 
acids  is  unknown. 

Dr.  Sanger:  If  there  are  no  further 

questions,  I shall  call  the  meeting  adjourned 
and  thank  Dr.  Austen,  Dr.  Middleton,  and 
Dr.  Sherman  for  this  stimulating  presenta- 
tion. 
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Von  willebrand’s  disease  is  a hemor- 
rhagic diathesis,  apparently  transmitted 
as  an  autosomal  dominant  and  classically 
characterized  by  prolonged  bleeding  time. 
It  is  frequently  associated  with  a deficiency 
of  AHG  (antihemophilic  globulin),  and 
about  half  the  time  patients  will  demon- 
strate a positive  tourniquet  test  result. 
The  disease  as  a distinct  clinical  entity  is 
literally  the  child  of  an  era  of  rapid  ad- 
vances in  the  understanding  of  the  mech- 
anisms of  hemostasis  and  clotting;  yet 
even  now  its  pathophysiology  is  imper- 
fectly understood. 

In  1926  von  Willebrand  described  a 
bleeding  disorder  occurring  in  three  Swed- 
ish families  inhabiting  the  Aland  Islands.1 
His  studies,  carried  out  on  13  patients, 
revealed  normal  coagulation  times,  normal 
clot  retraction,  normal  to  high  platelet 
counts,  positive  tourniquet  test  results  in 

* Supported  by  U.S.  Public  Health  Grant  HE  08744. 
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those  with  severe  manifestations,  and 
variably  prolonged  bleeding  times.  Be- 
cause the  disease  occurred  in  both  sexes 
and  appeared  in  consecutive  generations, 
he  distinguished  it  from  hemophilia  and 
coined  the  term  “pseudohemophilia.”  Sub- 
sequent confusion  was  created,  however, 
when  in  1932,  on  the  basis  of  further 
studies  with  a “capiUarthrombometer,”  he 
joined  Jurgens  in  concluding  that  the 
disorder  was  a “constitutional  thrombop- 
athy.”2 

In  1941  MacFarlane3  found  that  the 
nailbed  capillaries  in  4 patients  with 
von  Willebrand’s  disease  were  distorted 
and  bizarre  and  failed  to  “contract”  or 
disappear  when  traumatized  with  a glass 
fiber.  In  1953  Alexander  and  Goldstein4 
demonstrated  an  AHG  (factor  VIII)  de- 
ficiency and  abnormal  capillary  morphology 
in  a patient  with  prolonged  bleeding  time, 
and  they  labeled  the  disorder  a “dual 
hemostatic  defect.”  Schulman  et  al.  in 
1955 5 described  7 such  cases,  all  with  cap- 
illary abnormalities,  and  suggested  the 
term  “vascular  hemophilia.” 

In  1956  Singer  and  Ramot6  described  a 
case  with  prolonged  bleeding  time,  normal 
platelets  and  capillaries,  and  a defect  in 
the  plasma,  and  they  designated  this 
disorder  “pseudohemophilia  B.”  This  un- 
fortunate term  was  subsequently  used  by 
Johnson,  Monto,  and  Rebuck  in  19577  to 
describe  10  cases  of  deficient  platelet  factor 
3 and  by  Achenbach  and  Klesper  in  1957 
to  describe  a case  of  Christmas  factor  de- 
ficiency associated  with  prolonged  bleed- 
ing time.8 

Meanwhile,  Jurgens  in  1955  returned  to 
the  Aland  Islands,  reinvestigated  his  pa- 
tients, and  maintained  his  claim  that  the 
disorder  was  a constitutional  thrombopathy 
based  on  a deficiency  of  platelet  factor 
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3.1  Jacobson  in  19579  collected  100  cases, 
mostly  women  whose  only  consistent  ab- 
normality was  prolonged  bleeding  time, 
and  he  designated  this  as  “idiopathic 
bleeding  time  defect.” 

Major  reviews  by  Buchanan  and  Lea  veil 
in  1956 10  and  by  Valberg  and  Brown  in 
1958 11  helped  to  clarify  the  situation  by 
summarizing  the  available  information. 
The  next  important  advance  was  made  by 
Nilsson  etal.  in  the  years  1957  to  I960.1-12-15 
Nilsson  et  al.  restudied  von  Willebrand’s 
original  patients  and  their  descendants  and 
found  AHG  deficiencies  in  addition  to 
prolonged  bleeding  times.  At  the  same 
time,  they  were  unable  to  demonstrate  any 
of  the  platelet  defects  Jurgens  claimed 
to  have  found.  They  proceeded  to  treat 
these  patients  with  a plasma  fraction 
isolated  from  Cohn’s  fraction  I and  found 
from  this  and  further  studies  that  fraction 
1-0,  besides  containing  AHG  and  fibrino- 
gen, also  contained  a separate  factor 
capable  of  correcting  the  bleeding  time. 
An  additional  finding  was  that  hemophilic 
fraction  1-0  corrected  the  AHG  deficiency 
in  these  patients  after  an  initial  lag  phase. 
More  recent  studies  by  Borchgrevink  in 
1961 16  and  Zucker17  and  Salzman18  in 
1963  have  demonstrated  a defect  in  platelet 
adhesiveness  which  is  corrected  by  normal 
plasma. 

In  sum,  despite  confusing  reports  in  the 
past,  the  evidence  at  present  suggests  that 
von  Willebrand’s  disease  is  a specific  entity 
with  at  least  one  genetic  defect  peculiar 
to  itself.  This  represents  a significant 
advance  for  an  eponym  which  in  the  past 
thirty-five  years  has  received  over  30 
different  appellations  and  which  has  here- 
tofore been  applied  to  virtually  any  vague 
unexplained  hemorrhagic  disorder.610-11’19 
Today  this  reasonably  well-defined  entity 
is  being  diagnosed  with  increasing  fre- 
quency, largely  because  of  more  refined 
investigative  technics.  Arrants,  Jordan, 
and  Newcomb  in  1962 20  placed  its  incidence 
at  5 to  10  per  cent  of  the  so-called  hemo- 
philioid  disorders;  while  in  Sweden,  with  a 
population  of  7 million,  Blomback,  Jorpes, 
and  Nilsson  in  1963 21  found  47  families, 
most  of  them  quite  large,  with  von  Wille- 
brand’s disease. 

The  New  York  Hospital’s  recent  ex- 
perience with  von  Willebrand’s  disease, 
which  we  will  briefly  summarize,  impressed 


us  with  the  difficulties  inherent  in  establish- 
ing this  diagnosis,  particularly  in  the 
milder  and  more  atypical  cases.  An  at- 
tempt was  made  to  classify  our  patients 
according  to  readily  accessible  information, 
such  as  history  and  laboratory  data. 
Such  a classification  proved  to  be  not 
entirely  satisfactory;  more  than  two  thirds 
of  the  patients  could  not  be  classified 
definitively.  This  pointed  up  a need  for 
more  specific  laboratory  tests  to  dis- 
tinguish von  Willebrand’s  disease  from 
other  causes  of  prolonged  bleeding  time 
and  low  AHG.  A review  of  the  patho- 
physiology of  von  Willebrand’s  disease 
would  suggest  that  such  specific  methods 
are  now  within  reach. 

Material  and  methods 

The  case  material  was  taken  from  the 
files  of  the  adult  coagulation  laboratory 
at  The  New  York  Hospital  covering  the 
years  1958  to  1963  and  from  the  hospital 
charts  of  these  patients.  Only  those 
patients  listed  under  “von  Willebrand’s 
Disease”  and  under  “Isolated  Prolonged 
Bleeding  Time”  were  considered.  Thus, 
this  study  probably  does  not  encompass  the 
total  experience  of  The  New  York  Hospital 
with  this  disorder  and  indeed  specifically 
excludes  those  patients  studied  by  the 
pediatric  department.  All  patients  in- 
volved gave  some  positive  bleeding  history 
with  the  exception  of  2 relatives  of  an 
afflicted  patient.  No  patient  suffered  from 
any  other  chronic  or  disabling  disease. 

On  the  basis  of  information  available  in 
the  charts  and  files,  the  patients  were 
graded  as  to  the  probability  that  they  had 
von  Willebrand’s  disease  according  to  a 
tentative  working  classification: 

Class  I (definitely  afflicted) 

A.  Must  have  had  an  abnormal  bleeding 
time  on  two  separate  determinations. 

B.  Must  have  demonstrated  an  AHG  defi- 
ciency on  at  least  one  occasion. 

C.  Must  have  a family  history  that  at  least 
suggested  that  the  disorder  occurred  in 
consecutive  generations. 

D.  Need  not  have  a positive  tourniquet  test 
result;  however,  if  positive,  it  was 
considered  confirmatory. 

Class  II  (very  probably  afflicted) 

A.  Must  have  had  an  abnormal  bleeding 
time  on  two  separate  determinations. 

B.  Must  have  demonstrated  an  AHG  defi- 
ciency on  at  least  one  occasion  but  had 
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TABLE  I.  Distribution  of  patients 


TABLE  li.  Individual  clinical  manifestations 


Class 

Num- 

ber 

of 

Pa- 

tients 

Minutes 

of 

Bleeding 

Time 

(Range) 

Per  Cent 
of 

AHG 

(Range) 

Posi- 

tive 

Family 

History 

I 

11 

27  (10 

35.5  (6 

11 

to 

to 

100) 

70) 

II 

4 

11  (9 

41.3 

0 

to 

(25 

14) 

to 

65) 

III 

13 

11.6 

74.4 

12 

(5.5 

(50 

to 

to 

16) 

100) 

IV 

6 

10.8 

56.7 

1 

(5 

(20 

to 

to 

16) 

100) 

an  inconclusive  or  negative  family  his- 
tory. 

Class  III  (probably  afflicted) 

A.  Must  have  had  an  abnormal  bleeding 
time  on  at  least  one  determination. 

B.  Must  have  demonstrated  an  AHG  defi- 
ciency on  at  least  one  occasion,  or: 

C.  Must  have  a family  history  that  at  least 
suggested  that  the  disorder  occurred  in 
consecutive  generations. 

Class  IV  (possibly  afflicted) 

A.  Must  have  had  an  abnormal  bleeding 
time  on  at  least  one  determination,  but: 

1.  Had  never  demonstrated  an  AHG 
deficiency,  and 

2.  Had  an  inconclusive  or  negative 
family  history. 

or: 

B.  Is  a female  who  had  a normal  bleeding 
time  but  demonstrated  an  AHG  defi- 
ciency and  may  have  a positive  or  nega- 
tive family  history. 

Patients’  relatives  were  automatically  classed 
with  the  patient. 

All  patients  received  a comprehensive 
coagulation  evaluation  which  in  most  cases 
included  bleeding  time,  clotting  time, 
tourniquet  test,  platelet  count,  clot  retrac- 
tion, quantitative  fibrinogen  determina- 
tion, euglobulin  lysis  time,  prothrombin 
activity,  prothrombin  consumption,  throm- 
boplastin generation  test  (TGT),  and  AHG 
assay.  The  specific  methods  employed 
are  detailed  in  other  reports  from  this 
laboratory.22-23 

There  were  34  patients,  25  females  and 
9 males,  who  met  the  minimal  criteria 
for  inclusion  in  the  study.  The  clinical 
and  laboratory  findings  in  the  individual 
cases  are  depicted  in  Tables  I and  II.  Of 


Clinical 

Criteria  Class  Class  Class  Class 

(Type)  I II  III  IV  Total 

Number  of 
patients 
Females 
Easy  bruising 
Oral  or  dental 
bleeding 
Abnormal 
menstrual 
bleeding 
Epistaxis 
Postoperative 
bleeding 
Post  traumatic 
bleeding 
Petechiae 
Hemarthrosis 
Hemoptysis 
Hematuria 
Retinal 

hemorrhage 
Intracranial 
bleeding 
Conjunctival 
bleeding 
Spontaneous 
abortions 
Postpartum 
hemorrhage 
Gastrointestinal 
bleeding 


the  34,  only  11  met  the  requirements  for 
Class  I,  4 patients  qualified  for  Class  II, 
13  fell  into  Class  III,  and  6 fit  into  Class 
IV.  The  distribution  by  sex  within  the 
classes  was  proportionate  to  the  over-all 
distribution  by  sex  as  is  seen  in  Table  II. 
The  disease  was  generally  mild  in  most 
cases.  In  fact,  only  8 patients  had  ever 
required  transfusions  or  other  definitive 
treatment. 

The  symptoms  involved  in  most  cases 
were  primarily  skin  and  mucosal  bleedings. 
Easy  bruising  occurred  in  22  cases,  or  65 
per  cent;  oral  bleeding,  including  that 
following  dental  extraction,  occurred  in  17 
cases,  or  50  per  cent;  and  epistaxis  occurred 
in  9 cases,  or  26  per  cent.  Bleeding  follow- 
ing minor  trauma  was  found  in  10  cases, 
or  29  per  cent.  Abnormal  menstrual 
bleeding  occurred  in  16  of  the  25  women,  or 
64  per  cent.  Other  less-common  bleeding 
manifestations  which  were  observed  in- 
cluded hematuria,  petechiae,  retinal  hem- 
orrhage, conjunctival  hemorrhage,  gastro- 
intestinal hemorrhage,  hemarthrosis,  he- 
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15 
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17 
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moptysis,  and  intracranial  hemorrhage. 

Eleven  of  the  25  women  were  known  to 
have  had  34  pregnancies.  Of  these,  9 
terminated  in  spontaneous  abortions.  Of 
the  26  pregnancies  which  went  to  term,  at 
least  7 were  associated  with  postpartum 
hemorrhage.  One  patient  bled  severely 
post  partum  following  two  of  her  three 
deliveries.  Her  first  delivery  was  normal 
although  later  the  child  was  found  to  be 
afflicted.  Immediately  following  her  second 
delivery,  she  bled  1,500  cc.  for  no  apparent 
reason,  and  subsequently  the  child  was 
found  to  have  normal  coagulation  values. 
Her  third  delivery  also  was  complicated  by 
postpartum  hemorrhage;  the  child  in  this 
case  was  found  to  be  afflicted.  Another 
patient  had  one  of  her  two  deliveries 
complicated  by  postpartum  hemorrhage,  a 
complication  which  could  not  be  ascribed 
wholly  to  von  Willebrand’s  disease,  since 
subsequent  dilatation  and  curettage  re- 
vealed the  presence  of  retained  placental 
parts. 

In  24  of  the  34  cases  there  was  evidence 
of  transmission  of  the  disorder  in  consecu- 
tive generations  in  both  sexes,  thus  sug- 
gesting autosomal  transmissions.  In  only 
2 cases  was  it  possible  to  evaluate  ade- 
quately relatives  of  afflicted  patients. 

Case  1.  A forty-one-year-old  white  female 
demonstrated  mild  clinical  involvement.  Her 
bleeding  time  was  nine  minutes,  and  her  AHG 
level  was  50  per  cent.  Her  mother  demon- 
strated very  mild  clinical  involvement  and  was 
found  to  have  a bleeding  time  of  sixteen  minutes. 
The  thromboplastin  generation  test  was  within 
normal  limits,  but  an  AHG  assay  was  not 
performed. 

Case  2.  A twenty-five-year-old  white  female 
demonstrated  mild  clinical  involvement,  a 
bleeding  time  of  nine  minutes,  and  an  AHG 
level  of  80  per  cent.  Two  sisters  were  com- 
pletely free  of  symptoms.  One  had  a bleeding 
time  of  thirteen  minutes  and  a normal  AHG 
level,  while  the  other  had  a normal  bleeding 
time  and  a normal  AHG  level.  Both  had  com- 
pleted 3 pregnancies,  each  without  incident. 
Interestingly,  a maternal  cousin  of  the  patient’s 
had  reportedly  died  of  an  intracranial  hemor- 
rhage. This  was  one  of  two  deaths  among  rela- 
tives of  afflicted  patients  possibly  attributable 
to  von  Willebrand’s  disease. 

An  apparent  correlation  between  the 
abnormality  of  the  bleeding  time  and  the 
degree  of  AHG  deficiency  was  evidenced 
only  in  the  2 most  severe  cases. 

Case  3.  A twenty-year-old  Negro  girl 


was  admitted  to  The  New  York  Hospital 
at  age  six  for  epistaxis,  at  age  thirteen  for 
bleeding  around  a new  tooth,  and  at  age  fifteen 
for  severe  menorrhagia.  Her  bleeding  time 
varied  from  twelve  to  more  than  forty-five 
minutes,  while  her  AHG  level  was  6 per  cent. 

Case  4.  A twenty- two-year-old  white  girl 
whose  complicated  history  included  prolonged 
bleeding  following  minor  cuts  had  an  episode 
of  unexplained  hematuria,  a conjunctival 
hemorrhage,  an  instance  of  intracranial  hemor- 
rhage which  did  not  require  treatment,  menor- 
rhagia, eight  hospitalizations  for  oral  bleeding 
or  dental  extraction,  and  one  postpartum 
hemorrhage.  Her  bleeding  time  varied  from 
fifteen  minutes  to  one  hour  and  forty  minutes, 
while  her  AHG  level  was  12  per  cent. 

The  data  were  inadequate  to  evaluate 
properly  the  degree  of  fluctuation  of  lab- 
oratory values  in  individuals  from  time  to 
time.  However,  it  was  not  uncommon 
among  the  milder  cases  to  have  an  oc- 
casional normal  bleeding  time.  AHG  levels 
tended  to  remain  relatively  stable.  Two 
patients  were  partially  evaluated  regarding 
the  influence  of  pregnancy  on  the  disease. 

Case  5.  A patient  was  studied  during  her 
sixth  month,  at  which  time  her  bleeding  time 
was  nine  and  one-half  minutes,  and  her  AHG 
level  was  100  per  cent.  Two  months  following 
a normal  delivery,  her  bleeding  time  was  ten 
minutes,  while  her  AHG  level  was  65  per  cent. 

Case  6.  The  patient  had  bleeding  times 
ranging  from  six  to  thirteen  minutes  with  an 
AHG  level  of  50  per  cent.  She  subsequently 
became  pregnant,  and  at  six  months  her  bleed- 
ing time  was  three  and  one-half  minutes 
and  remained  normal  throughout  the  pregnancy. 
Her  AHG  level  gradually  rose  and  at  term  was 
100  per  cent.  At  delivery  she  sustained  a 
cervical  laceration  and  hemorrhaged  sufficiently 
to  require  1 unit  of  whole  blood. 

The  tourniquet  test  was  found  to  be 
positive  in  10  of  the  27  patients  on  whom 
it  was  performed.  Positive  tests  showed  no 
particular  correlation  with  bleeding  times 
or  AHG  levels. 

Clinical  comments 

As  seen  in  these  cases,  the  symptoms  of 
the  disease  characteristically  appear  early 
in  childhood  although  the  apparent  onset 
may  occur  at  any  time  of  life,  for  instance, 
postsurgically.  It  is  usually  a mild  dis- 
order, the  only  manifestations  of  which 
may  be  epistaxis  and  easy  bruising,  but  its 
degree  of  severity  varies  from  individual  to 
individual  within  the  same  family  and 
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within  the  same  individual  from  time  to 
time.  Thus,  individuals  have  been  known 
to  present  a serious  postoperative  bleeding 
problem  on  one  occasion  only  to  undergo 
subsequent  major  surgery  without  dif- 
ficulty. Some  observers  feel  that  a ma- 
jority of  the  afflicted  individuals  remain 
unknown  clinically  because  of  the  mild- 
ness of  the  symptoms.  Problems  such  as 
occasional  epistaxis,  easy  bruisability,  and 
even  moderate  bleeding  following  minor 
cuts  or  dental  extractions  simply  do  not 
alarm  the  average  individual  sufficiently  to 
cause  him  to  consult  a doctor.  Or  con- 
versely, if  they  alarm  the  patient,  they 
may  not  impress  the  doctor.  The  bleed- 
ing symptom  which  most  frequently  causes 
the  otherwise  healthy  patient  to  seek  a 
physician  is  abnormal  menstrual  bleeding. 
This  peculiarity  in  fact  probably  explains 
not  only  the  predominance  of  females  in 
this  study  but  also  the  slight  predominance 
of  females  with  this  entity  reported 
throughout  the  literature.  In  this  study, 
64  per  cent  of  the  females  suffered  from 
menstrual  problems  which  were  in  many 
cases  the  patient’s  primary  concern. 
Among  the  9 males,  it  is  of  interest  that  7 
presented  themselves  postoperatively  or 
following  trauma,  1 had  hemoptysis,  and 
the  other  suffered  from  disabling  epistaxis. 

Relatively  little  has  been  written  about 
von  Willebrand’s  disease  in  relation  to 
pregnancy.  Several  authors  have  de- 
scribed increasing  AHG  during  pregnancy 
in  patients  with  the  disease  as  well  as  in 
normal  women.24  25  In  1 case  reported  by 
van  Creveld  at  a conference  on  blood 
clotting  factors  in  1962,  this  rise  appeared 
to  be  only  temporary;  however,  in  all 
other  cases  the  AHG  appeared  to  increase 
gradually  until  after  delivery.25  Van  Cre- 
veld,25 Jacobson,9  and  Strauss  and  Dia- 
mond24 all  reported  improvement  in  the 
bleeding  time  during  pregnancy;  however, 
this  was  true  in  only  1 of  our  2 cases. 
This,  Jacobson  submits,  is  a nonspecific 
effect  associated  with  the  rise  in  blood 
steroids  during  pregnancy. 

In  spite  of  the  laboratory  improvements 
during  pregnancy,  postpartum  hemorrhage 
does  occur.  Wendt  and  LaFond20  reported 
five  such  episodes  in  3 patients.  Raccuglia 
and  Neel27  observed  three  episodes  in  one 
of  their  patients  and  suggested  that  these 
mothers  bleed  more  in  the  parturition  of  an 


affected  child  than  when  the  newborn  is 
normal.  This  leads  to  the  interesting 
speculation  that  perhaps  the  normal  fetus 
“protects”  the  mother  by  virtue  of  his 
normal  AHG  and  lack  of  bleeding  tend- 
ency. Against  this  hypothesis  is  the 
finding  by  Strauss  and  Diamond  in  1963 2 4 
that  AHG  does  not  seem  to  cross  the 
placenta  freely.  The  findings  in  our  7 
cases  of  postpartum  hemorrhage  indicate 
no  particular  pattern  such  as  that  suggested 
by  Raccuglia  and  Neel.  Clearly,  this 
problem  has  not  yet  been  adequately 
studied.  The  lesson  that  may  be  drawn 
from  2 of  our  cases  is  that  any  of  the 
common  causes  for  postpartum  hemor- 
rhage, such  as  retained  placenta,  uterine 
atony,  or  cervical  lacerations,  may  lead 
to  serious  problems  in  these  mothers. 
For  this  reason  fresh  frozen  plasma  should 
be  readily  available  at  the  time  of  delivery. 

There  is  no  report  in  the  literature 
concerning  spontaneous  abortions  in  von 
Willebrand’s  disease.  Eight  of  the  nine 
miscarriages  in  this  study  occurred  in  2 
patients,  and  this  finding  may  be  of  no 
significance.  However,  it  is  possible  that 
first  trimester  bleeding,  which  is  a relatively 
common  occurrence  even  in  normal  preg- 
nancy, may  represent  a more  serious  threat 
to  the  viability  of  the  fetus  in  these  mothers 
who  tend  to  continue  to  bleed  once  they 
begin.  Similarly,  there  is  no  information 
concerning  abortions  in  idiopathic  thrombo- 
cytopenic purpura  and  plasma  thrombo- 
plastin antecedent  deficiency  (PTA,  factor 
XI),  the  only  other  congenital  hemorrhagic 
disorders  of  any  frequency  afflicting  women. 

The  incidence  and  nature  of  the  various 
clinical  manifestations  are  presented  in 
Table  II  and  are  in  general  agreement  with 
the  findings  of  other  investigators.  It 
can  be  seen  that  distinguishing  von  Wille- 
brand’s disease  from  other  hemorrhagic 
disorders  is  virtually  impossible  on  this 
basis.  However,  it  is  worth  while  to  note 
the  predominance  of  mucosal  and  skin 
bleedings  and  the  relative  infrequency  of 
gastrointestinal,  urologic,  pulmonary,  and 
articular  bleedings  in  this  disorder.  Hem- 
arthrosis  does  occur  but  usually  does  not 
lead  to  ankylosis  as  more  frequently 
happens  in  patients  with  hemophilia  A. 
Death  rarely  occurs  and  is  usually  caused 
by  exsanguination,  a stage  which  is  largely 
preventable  today.  Fatal  intracranial  hem- 
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orrhage  has  been  reported,  and  it  occurred 
in  2 relatives  of  patients  in  this  study. 
These  relatives  were  probably  afflicted 
with  the  disease. 

Differential  diagnosis 

The  more  important  differential  diag- 
noses include  thrombocytopenic  purpura 
and  deficiencies  of  the  coagulation  factors. 
In  addition,  it  must  be  remembered  that 
severe  anemia  and  various  chronic  diseases, 
especially  liver  disease  and  terminal  kidney 
disease  with  uremia,28  may  give  a prolonged 
bleeding  time.  Nutritional  deficiencies, 
notably  vitamin  C,  may  disrupt  vascular 
integrity.  Various  drugs  exert  untoward 
effects  upon  the  hemostatic  process.  Beau- 
mont in  1956  observed  that  aspirin  pro- 
longed the  bleeding  time  in  hemophiliac 
patients,29  and  O’Brien  in  1961 30  showed 
that  several  drugs  altered  the  hemostatic 
mechanism  through  electrostatic  binding 
to  the  platelets  at  in  vitro  concentrations 
of  0.1  mg.  per  100  ml.  A similar  effect 
probably  operates  in  macroglobulinemia 
and  in  excessive  transfusions  where  ab- 
normal or  foreign  proteins  coat  the  plate- 
lets.16 Hereditary  hemorrhagic  telangiec- 
tasia is  differentiated  by  the  typical  clinical 
appearance  and  on  the  basis  of  normal 
laboratory  values,  although  the  telangi- 
ectasia themselves  may  bleed  excessively 
and  for  prolonged  periods. 

The  presence  of  excess  fibrinolysin  or 
circulating  anticoagulants,  naturally  occur- 
ring or  exogenous,  must  be  ruled  out. 
Platelets  in  excess  of  1 million  can  create 
an  anticoagulant  effect.31  Qualitative 
platelet  defects,  as  in  thrombasthenia, 
must  be  considered,  as  must  the  absence 
of  other  clotting  factors.31  The  differen- 
tial becomes  increasingly  difficult  in  those 
rare  cases  where  prolonged  bleeding  time  is 
associated  with  deficiencies  of  any  of  the 
clotting  factors,  especially  AHG.  Valberg 
and  Brown11  reviewed  such  cases  involving 
factor  V,  factor  VII,  Christmas  factor, 
plasma  thromboplastin  antecedent,  fibrino- 
gen, and  a completely  heterogeneous  group 
of  platelet  abnormalities.  Biggs  and  Mac- 
Farlane29  in  a large  series  of  cases  reported 
2 hemophiliac  patients  with  prolonged 
bleeding  times. 

Diagnosis  of  von  Willebrand’s  disease 
by  process  of  exclusion  is  clearly  not 


possible  here.  The  clinician  must  turn  to 
the  laboratory. 

Laboratory  comments 

The  bleeding  time  is  the  single  most 
useful  test  in  suggesting  a diagnosis  of  von 
Willebrand’s  disease.  In  a healthy  in- 
dividual with  a suggestive  history  and 
no  recent  severe  bleeding  episodes,  a 
prolonged  bleeding  time  on  two  deter- 
minations should  alert  one  to  the  possibility 
of  von  Willebrand’s  disease.  A perplexing 
problem  is  that  these  patients  may  inter- 
mittently have  normal  bleeding  times.  If 
the  bleeding  time  is  normal  on  initial 
evaluation,  the  patient  with  a bleeding 
history  should  probably  be  retested  in  the 
future  if  no  other  abnormality  can  be 
uncovered.  Pregnant  women  with  normal 
values  should  certainly  be  retested  following 
parturition  because  of  the  finding  in  some 
patients  of  correction  of  the  bleeding  time 
during  pregnancy.  Even  then,  there  will 
be  occasional  definitely  afflicted  patients 
who  repeatedly  fail  to  demonstrate  an 
abnormal  bleeding  time. 

Both  the  Duke  (ear  lobe)  and  Ivy 
(forearm  cut  with  tourniquet)  methods  for 
bleeding  time  have  been  used  extensively. 
We  have  used  the  Duke  method  almost 
exclusively.  However,  Jacobson9  and 
others25  feel  that  the  Ivy  method  is  more 
sensitive  because  the  venous  system  is 
placed  under  pressure.  Jacobson  demon- 
strated this  strikingly  in  5 patients  in  whom 
the  bleeding  time  was  normal  by  the  Duke 
method  but  definitely  prolonged  by  the 
Ivy  method.  Both  Cornu  et  al.  in  1963 32 
and  Nilsson  et  al.  in  1962  reported  many 
instances  of  correction  of  the  Duke  bleed- 
ing time  but  not  of  the  Ivy  bleeding  time 
by  the  administration  of  whole  blood, 
plasma,  or  plasma  fractions.25  Only  in 
occasional  cases  has  the  Ivy  bleeding 
time  been  completely  corrected,  but  an 
interesting  corollary  has  been  that  when  the 
Duke  bleeding  time  is  normal  or  has  been 
corrected,  the  dangers  of  bleeding  at  or 
following  surgery  are  virtually  nil.25  One 
criticism  of  the  Ivy  method  has  been  the 
occurrence  of  false  positive  results  caused 
by  striking  a subcutaneous  vein.  This 
may  be  controlled  by  doing  duplicate  or 
triplicate  determinations.  In  sum,  the 
evidence  suggests  that  the  Ivy  method  is 
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the  procedure  of  choice  where  diagnosis  is 
concerned;  where  evaluation  of  transfusion 
therapy  is  concerned,  the  Duke  method 
will  provide  the  required  information. 

The  tourniquet  test  is  mainly  of  academic 
interest  in  these  patients,  since  its  results 
vary  widely.  Part  of  the  variation  likely 
has  to  do  with  differences  in  technic  and 
interpretation,  but  this  does  not  explain 
why  37  per  cent  of  our  patients  and  approx- 
imately 50  per  cent  of  those  patients 
reported  in  the  literature  do  have  positive 
tourniquet  test  results.  The  percentage  of 
patients  demonstrating  this  abnormality 
literally  varies  from  0 to  100  per  cent  in 
different  studies. 

There  are  problems  encountered  in 
detecting  moderate  degrees  of  AHG  de- 
ficiency, and  it  is  here  that  appreciation  of 
the  relative  sensitivity  of  various  lab- 
oratory procedures  becomes  vital.  Of  the 
various  tests,  perhaps  the  least  useful  and 
most  abused  is  the  clotting  time.  Its 
variations  and  interpretations  in  the  past 
are  legion,  and  since  Merskey  in  1951 33 
showed  that  it  could  be  normal  in  the 
presence  of  only  1 to  2 per  cent  AHG,  its 
value  as  a correlate  of  AHG  deficiency  has 
fallen  into  disrepute.  A variation  of  the 
clotting  time  using  recalcified  plasma  with 
added  cephalin  and  maximal  surface  ac- 
tivation from  celite  powder  has  shown 
promise  as  a sensitive  screening  test.  It 
was  not  in  use  in  our  laboratories  at  the 
time  most  of  these  patients  were  evaluated. 
The  prothrombin  consumption  test  has 
been  found  to  be  of  use  on  many  occasions 
but  is  also  not  a dependable  correlate  of 
AHG  deficiency,  as  was  particularly  ev- 
ident in  our  study.  Probably  the  most 
useful  procedures  are  the  thromboplastin 
generation  test  and  its  derivatives.  These 
tests  have  provided  means  of  quantitative 
assay  for  AHG,  and  in  those  instances 
where  the  AHG  has  been  found  to  be 
below  20  per  cent,  the  findings  correlate 
quite  well  with  the  clinical  severity  of  the 
disease.14  In  practical  terms  this  sug- 
gests that  when  the  AHG  is  normally 
higher  than  20  per  cent  or  is  corrected 
above  this  level  with  transfusion,  the  risks  of 
hemorrhage  at  or  following  surgery  are 
minimized,  and  this  is  in  fact  the  case.34 

The  thromboplastin  generation  test  by 
itself  is  not  enough  however.  Its  reli- 
ability is  reasonably  good  when  the  AHG 


is  25  per  cent  or  less,  as  seen  in  the  cases  in 
this  study,  but  above  this  level  its  screening 
value  diminishes  significantly.  This  is  in 
accordance  with  the  findings  of  others.35 
In  view  of  this  fact,  it  would  seem  reason- 
able to  suggest  that  any  patient  with  an 
unexplained  prolonged  bleeding  time  should 
have  repeated  assays  of  AHG  by  the  most 
sensitive  means  available. 

In  this  series  of  patients,  AHG  levels 
tended  to  remain  relatively  stable  in  the 
individual.  However,  it  has  been  sug- 
gested that  epinephrine  will  produce  a 
marked  rise  of  AHG  in  normal  persons  and 
in  persons  with  mild  hemophilia.36  Sim- 
ilarly, and  possibly  by  the  same  mech- 
anism, intensive  exercise  will  produce  a 
marked  rise  of  AHG  in  normal  persons, 
in  persons  with  mild  hemophilia,  and  in 
mild  cases  of  von  Willebrand’s  disease.37  38 
As  noted  previously,  pregnancy  also  causes 
a rise  in  AHG.  Needless  to  say,  such 
variables  must  be  eliminated  if  “normal” 
results  are  to  have  any  meaning.  Biggs 
and  Matthews34  have  shown  that  the  AHG 
rise  following  exercise  returns  to  normal 
levels  at  twenty-four  hours.  Strauss  and 
Diamond24  found  that  the  AHG  rise  in 
pregnancy  had  returned  to  base  line 
levels  at  four  weeks  post  partum.  These 
factors  may  have  influenced  the  wide 
fluctuation  of  AHG  levels  reported  by 
other  observers. 

Special  diagnostic  considerations 

If  the  diagnosis  of  von  Willebrand’s 
disease  cannot  be  established  by  these 
means,  then  two  recently  described  special 
studies  may  prove  of  value. 

One  special  technic  is  based  on  the 
earlier  observations  by  Nilsson,  Blomback, 
and  workers1- 12  ~15’ 21  who  noted  that  when 
these  patients  were  given  plasma  fraction 
1-0  either  from  normal  patients  or  he- 
mophilic patients,  they  responded  with  a 
gradual  rise  in  AHG  levels  which  was 
maintained  for  twenty-four  to  forty-eight 
hours.  When  normal  fraction  1-0  was 
given  to  persons  with  hemophilia,  there 
was  an  immediate  AHG  peak  and  a 
subsequent  rapid  fall-off  to  base  line  levels 
twelve  to  twenty-four  hours  thereafter. 
When  fraction  1-0  from  patients  with  von 
Willebrand’s  disease  was  given  to  persons 
with  hemophilia,  there  was  no  AHG 
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response.  Further  studies  by  Cornu  et 
a/.32  and  Biggs  and  Matthews34  in  1963 
corroborated  these  findings.  Biggs  and 
Matthews  dissected  the  response  curve  in 
the  patients  with  von  Willebrand’s  disease, 
noting  that  there  is  an  initial  immediate 
rise  attributable  to  AHG  already  present 
in  the  transfusion  material,  followed  by  a 
more  gradual  rise  peaking  within  twelve  to 
twenty-four  hours  and  attributable  to 
AHG  manufacture  or  release  within  the 
patient.  They  also  found  that  the  AHG 
rise  seen  after  exercising  was  of  a different 
and  unrelated  nature:  immediate  rise  with 
return  to  base  line  levels  after  twenty-four 
hours.  The  significance  of  this  group  of 
findings  is  that  the  nature  of  the  AHG 
deficiency  in  von  Willebrand’s  disease  is  a 
peculiar  feature  of  the  disease,  for  example 
there  is  a missing  plasma  factor  in  these 
patients  which  is  responsible  in  some  way 
for  AHG  activation.  Biggs  and  Matthews 
were  able  to  characterize  this  factor  par- 
tially, finding  that  it  is  not  used  up  in  the 
clotting  process,  that  it  is  still  present  in 
blood  over  twenty-one  days  old,  that  it  is 
closely  associated  with  the  fibrinogen 
fraction  itself,  and  that  it  is  not  associated 
with  the  activities  of  factors  V,  VII, 
VIII,  IX,  X,  or  prothrombin. 

In  the  rare  borderline  case,  one  may  then 
check  the  patient’s  response  to  hemophilic 
plasma  and  vice  versa.  However,  such 
studies  for  diagnostic  purposes  alone  are 
not  to  be  undertaken  lightly.  Transfusion 
with  whole  blood  or  any  of  its  component 
parts  always  carries  the  attendant  risk  of 
hepatitis,  allergic  reaction,  and  so  on. 
In  practice,  a study  of  the  patient’s  AHG 
response  to  normal  plasma  should  be 
undertaken  at  a time  when  plasma  trans- 
fusion is  being  administered  for  other 
purposes,  such  as  prophylactic  treatment 
prior  to  dental  extraction  or  other  surgery. 
The  value  of  this  diagnostic  procedure  is 
well  illustrated  by  2 patients  in  this  study 
on  whom  it  was  performed  (Fig.  1). 

Case  7.  An  eighteen-year-old  white  male 
had  bled  profusely  following  circumcision 
shortly  after  birth;  at  age  three  he  had  bled 
for  three  weeks  following  removal  of  his  tonsils 
and  adenoids.  He  always  bled  excessively 
following  minor  cuts  and  had  a marked  tend- 
ency toward  spontaneous  ecchymoses.  He  had 
had  several  episodes  of  hemarthrosis  and 
hematuria  and  had  bled  excessively  after  losing 
each  of  his  deciduous  teeth.  His  mother  and 


FIGURE  1.  AHG  response  curves  for  2 patients 
following  transfusion  of  10  ml.  per  kilogram  of  fresh 
frozen  plasma.  Case  7 (straight  line)  demon- 
strates typical  hemophilia  A response.  Case  8 
(broken  line)  demonstrates  typical  von  Willebrand’s 
disease  response. 

sister  had  been  tested  elsewhere  and  were 
known  to  have  low  AHG  levels.  The  patient 
was  admitted  with  a retroperitoneal  hematoma 
which  occurred  following  a fall.  Evaluation 
revealed  a bleeding  time  repeatedly  longer  than 
fifteen  minutes  and  an  AHG  level  of  18  per  cent. 
The  tourniquet  test  gave  negative  results,  and 
there  were  no  other  laboratory  abnormalities. 
The  patient  was  given  10  cc.  per  kilogram  of 
fresh  frozen  plasma.  As  can  be  seen  in  Figure 
1,  his  AHG  level  showed  an  immediate  peak 
following  transfusion  with  a rapid  fall-off  to 
base  line  levels  after  twelve  hours.  On  the 
basis  of  this  response,  the  diagnosis  of  von 
Willebrand’s  disease  was  excluded.  This  patient 
by  our  criteria  had  been  a Class  I (definitely 
afflicted) . 

Case  8.  In  contrast  to  Case  7 was  a forty- 
one-year-old  female  who  had  hemorrhaged  for 
six  days  following  the  removal  of  her  tonsils 
and  adenoids  and  had  always  bruised  easily. 
At  age  twenty-three  she  underwent  a left 
oophorectomy,  appendectomy,  and  uterine 
suspension.  Intra-abdominal  hemorrhage  ne- 
cessitated re-exploration  on  the  second  post- 
operative day.  Four  years  later  a left  sal- 
pingectomy and  lysis  of  adhesions  were  per- 
formed, and  the  patient  had  an  uneventful 
recovery.  The  patient  had  a history  of 
menorrhagia  and  profuse  bleeding  following  both 
minor  cuts  and  dental  extractions.  Her  mother 
and  one  sister  each  gave  a positive  history  of  a 
bleeding  tendency.  At  age  forty  the  patient 
was  admitted  for  excision  of  a right  breast  mass. 
Routine  evaluation  revealed  a clotting  time  of 
twenty-five  minutes,  although  the  bleeding  time 
was  only  three  and  three-fourths  minutes. 
Further  investigation  revealed  the  only  ab- 
normality to  be  an  AHG  level  of  20  per  cent; 
the  bleeding  time  was  never  longer  than  five 
minutes.  The  patient  received  10  cc.  per 
kilogram  of  fresh  frozen  plasma  prior  to  un- 
eventful excision  of  a benign  breast  cyst. 
Her  AHG  response  as  seen  in  Figure  2 was  one 
of  immediate  rise  with  maintenance  of  elevated 
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levels  for  more  than  twenty-four  hours.  On 
the  basis  of  this  response,  the  diagnosis  of  von 
Willebrand’s  disease  was  confirmed. 

In  Case  8 the  patient’s  AHG  response  to 
normal  plasma  confirmed  a diagnosis  which 
could  barely  be  suspected  on  the  basis  of 
other  laboratory  results.  In  Case  7 
the  patient’s  AHG  response  to  normal 
plasma  eliminated  the  possibility  of  von 
Willebrand’s  disease  when  all  lesser  cri- 
teria indicated  its  presence.  This  patient 
probably  had  congenital  hemophilia,  his 
mother  and  sisters  being  carriers.  Prob- 
ably the  major  limiting  factor  regarding 
this  test  is  that  the  patient  must  have  an 
AHG  deficiency  to  begin  with.  There  is 
after  all  no  conclusive  evidence  that  every 
patient  with  von  Willebrand’s  disease  must 
demonstrate  an  AHG  deficiency.  An  in- 
teresting elaboration  of  this  test  has 
recently  been  described  by  Barrow,  Gra- 
ham, and  workers39-40  wherein  a standard 
amount  of  normal  or  hemophilic  plasma  is 
infused  and  the  total  of  “newly  synthesized” 
AHG  determined  from  the  peak  AHG 
found  after  transfusion  and  an  estimation 
of  plasma  volume.  Using  this  technic 
they  believe  they  can  separate  homozygotes 
and  heterozygotes  in  at  least  one  kindred.40 

The  second  special  technic  derives  from 
the  original  finding  by  Blomback,  Nilsson, 
and  workers  in  19571-12-15-21  that  fraction 
1-0  from  normal  and  hemophiliac  patients 
was  capable  of  restoring  the  Duke  bleeding 
time  to  normal  in  these  patients  for  longer 
than  twenty-four  hours  at  a time.  Further 
experimentation  revealed  that  the  plasma 
factor  responsible  for  the  bleeding  time 
correction  was  distinct  from  AHG  and 
fibrinogen;  the  missing  factor  became 
known  as  vascular  factor.  Subsequent 
observations  by  other  workers  essentially 
substantiated  the  original  work25-32’41-43; 
however,  four  findings  were  noted.  First, 
the  effect  of  plasma  or  fraction  1-0  (or  its 
modifications)  was  usually  more  short- 
lived than  originally  described:  in  the 

range  of  one  to  twelve  hours.  32-43  Second, 
as  noted  previously,  while  the  Duke  bleed- 
ing time  was  corrected  in  most  cases,  the 
Ivy  bleeding  time  was  only  rarely  cor- 
rected.25-32 Third,  work  by  Weiss41-42  dem- 
onstrated that  the  vascular  factor  was 
inactivated  or  absorbed  during  contact 
with  glass,  necessitating  the  use  of  sili- 
conized apparatus  in  preparing  the  ma- 


terial for  administration.  Fourth,  plasma 
more  than  six  hours  old  had  diminished 
ability  to  correct  the  bleeding  time.42 

Subsequent  to  the  initial  work  by 
Blomback  et  a/.,  Hellem  in  I96044  and 
later  Borchgrevink  in  1961 16  and  Zucker 
in  1963 17  devised  technics  of  studying 
platelet  adhesion  in  vitro  and  in  vivo. 
Hellem  studied  5 patients  with  von  Wille- 
brand’s disease  and  found  all  had  sub- 
normal in  vivo  platelet  adhesion  but 
blamed  the  findings  on  the  patients' 
low  hematocrits.  Borchgrevink  also  stud- 
ied 5 such  patients  and  found  that  all 
exhibited  a marked  decrease  in  in  vivo 
platelet  adhesion,  a defect  he  attributed  to 
the  missing  factor  described  by  Blomback 
et  al.  Zucker  found  that  platelets  from  these 
patients  showed  decreased  in  vitro  adhesion 
to  glass  beads  (Hellem’s  method)  but  that 
this  could  be  corrected  by  the  addition  of 
fresh  normal  plasma. 

Other  workers  have  observed  the  effects 
on  platelet  adhesion  by  plasma  or  plasma 
fraction  transfusions.  Weiss42  and  Blom- 
back26 noted  bleeding  time  improvement 
(Duke  method)  without  alteration  in  plate- 
let adhesion.  Cornu  et  al.  in  196332 
described  2 patients  in  which  the  bleeding 
time  and  platelet  adhesion  were  corrected. 
Strauss  and  Diamond  in  1963 2 4 reported 
improved  platelet  adhesion  associated  with 
a less  prolonged  bleeding  time  in  preg- 
nancy. Larrieu  described  two  situations: 
in  one,  normal  fraction  1-0  corrected  the 
Duke  bleeding  time  but  not  the  Ivy  bleed- 
ing time  or  the  platelet  adhesion;  in  the 
other,  hemophilic  whole  blood  corrected 
both  bleeding  times  and  the  platelet 
adhesion.25  It  was  Larrieu’s  conclusion 
that  correction  of  the  Ivy  bleeding  time 
correlated  with  the  correction  of  platelet 
adhesion. 

What  faced  the  interested  observer  at 
this  point  was  some  interesting  specula- 
tions and  a mass  of  interesting  but  in- 
conclusive experimental  data.  There  was  a 
specific  abnormality  (absence  of  deficiency 
of  vascular  factor)  probably  directly  re- 
lated to  the  basic  physiologic  defect  (failure 
of  platelet  adhesion)  creating  the  clinical 
picture  (bleeding  tendency);  yet  there 
was  no  simple  reliable  method  for  demon- 
strating this  inter-relationship.  Then  Salz- 
man  in  1963 18  described  a technic,  modified 
after  earlier  methods,  which  was  simple 
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and  reliable.  Briefly,  this  technic  involves 
the  use  of  a tube  filled  with  standardized 
glass  beads  over  which  the  blood  passes 
as  it  is  being  collected.  All  of  the  apparatus 
is  siliconized  except  the  glass  beads  and 
the  polyvinyl  tubing,  and  withdrawal 
and  collection  are  accomplished  by  the  use 
of  commercial  tubes  of  standard  vacuum. 
Total  collection  time  is  about  forty  to 
fifty  seconds,  but  this  can  be  varied  by  the 
length  of  the  glass  bead  column.  The 
glass  beads  are  not  re-used.  This  technics 
Salzman  feels,  has  several  advantages: 
(1)  the  blood  is  exposed  to  a standard 
foreign  surface  during  its  collection;  (2) 
the  time  of  contact  is  brief;  and  (3)  no 
anticoagulant  is  added.  This  latter  factor 
is  particularly  significant,  as  Salzman 
demonstrates  using  this  same  experimental 
model.  This  is  supported  by  O’Brien’s45 
earlier  demonstration  that  a minimal 
calcium  concentration  is  necessary  for 
platelet  adhesion  to  occur. 

In  Salzman’s  technic,  blood  is  collected 
directly  from  another  site.  Platelet  counts 
are  then  performed  on  this  blood  and  on 
the  blood  which  passes  over  the  glass 
beads,  and  values  are  expressed  as  the 
percentage  of  the  patient’s  platelets  adher- 
ing to  the  glass  bead  column.  Salzman 
found  that  45  normal  controls  showed 
values  of  26  to  60  per  cent  platelet  adhesion, 
values  reproducible  in  the  same  individual 
within  the  error  of  the  platelet  count. 
There  was  no  correlation  with  platelet 
count  nor  did  patients  on  parenteral 
heparin  demonstrate  any  abnormality.  No 
abnormality  in  platelet  adhesion  was  found 
in  patients  with  deficiencies  of  factor  VII, 
VIII,  IX,  or  XI.  Deficient  platelet  ad- 
hesion was  found  in  three  disease  groups: 
thrombasthenia,  myeloid  metaplasia,  and 
von  Willebrand’s  disease.  Parenthetically, 
it  is  obvious  that  these  three  disorders  are 
easily  separable  by  simpler  laboratory 
tests.  Similarly,  other  circumstances  in 
which  deficient  platelet  adhesion  might  be 
seen,  such  as  macroglobulinemia,  excessive 
transfusion,  thrombocythemia,  and  drug 
administration  may  be  easily  distinguished 
by  appropriate  observations. 

Salzman  tested  11  patients  with  von 
Willebrand’s  disease.  Ten  of  these  had 
levels  of  platelet  adhesion  of  0 to  16 
per  cent;  the  remaining  patient  had  a 
value  of  28  per  cent  (low  normal);  however, 


at  the  time  of  testing,  it  was  noted  that 
his  bleeding  time  was  also  normal.  In 
subsequent  work,  Salzman  infused  plate- 
let-poor fresh  plasma  into  these  patients 
and  found  that  shortening  of  the  bleeding 
time  coincided  with  an  increase  of  platelet 
adhesion  to  within  normal  limits.  He 
has  now  devised  a system  whereby  plate- 
let-poor fresh  plasma  is  rapidly  mixed  with 
the  patient’s  blood  as  it  is  being  with- 
drawn and  prior  to  its  passage  through 
the  glass  bead  column.46  Again  he  has 
been  able  to  demonstrate  correction  of  the 
platelet  adhesion  in  a reliably  reproducible 
fashion,  and  with  the  latter  method, 
he  has  obviated  the  need  of  administering  a 
diagnostic  transfusion.  This  appears  to  be 
a technic  which  meets  the  required  criteria. 
Our  experience  with  this  test  has  been 
limited  but  is  in  agreement  with  Salz- 
man’s. 

Pathophysiologic  interrelationships 

We  have  already  discussed  much  of  the 
pathophysiology  in  von  Willebrand’s  dis- 
ease; however,  there  are  several  factors 
which  have  only  been  mentioned  in  passing. 
As  noted  previously,  the  pathophysiology  is 
as  yet  incompletely  understood.  Figure 
2 is  a schematic  representation  of  current 
concepts  regarding  the  mechanism  of 
hemostasis.35*44-45- 47  ~52  The  Roman  nu- 
merals indicate  possible  sites  of  abnormal- 
ities in  this  disease  entity. 

1.  The  vessels.  MacFarlane’s3  early 
studies  of  abnormal  capillary  behavior  in 
these  patients  was  called  into  question  by 
Zucker  in  1947 5 3 and  others  who  found 
that  the  capillaries  were  incapable  of 
contracting.  But  what  MacFarlane  saw 
is  of  interest,  for  example  the  abnormal 
capillaries  and  their  failure  to  “disappear” 
when  traumatized.  The  time  of  disap- 
pearance of  the  normal  vessels  correlates 
well  with  the  time  of  the  formation  of  the 
virtually  invisible  platelet  plug  studied  by 
Zucker  in  1949,  Roskam  et  al.  in  1955, 
and  Hugues  in  1959;  their  studies  are 
recorded  by  Hellem.44  Thus,  what  Mac- 
Farlane was  observing  was  the  failure  of  a 
platelet  plug  to  form  in  these  patients. 

The  finding  of  abnormal  capillaries  which 
were  tortuous,  multibranched,  and  bizarre 
in  appearance  was  substantiated  in  approx- 
imately one  third  of  the  cases  by  subsequent 
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IN  VON  WILLEBRANO'S  OISEASE. 

FIGURE  2.  Pathways  of  hemostasis  and  possible  sites  of  abnormalities  in  von  Willebrand’s  disease. 
Following  vascular  injury  platelets  adhere  to  collagen  fibers,  release  ADP  and  platelet  factor  3.  ADP  in- 
duces platelet  aggregation  leading  to  formation  of  a platelet  plug  and  cessation  of  bleeding.  Platelet  fac- 
tor 3 and  possibly  tissue  thromboplastin  interact  with  protein  components  of  coagulation  mechanism  lead- 
ing to  evolution  of  thrombin  and  to  fibrin  clots  formation.  Thrombin  acts  to  further  aggregate  platelets,  to 
trigger  contraction  of  contractile  protein  in  platelets,  and  perhaps  to  solidify  platelet  plug.  Postulated  de- 
fects in  this  scheme  are  indicated  with  Roman  numerals  and  elaborated  in  text. 


observers  who  carried  out  examinations  of 
the  nailbed,  conjunctival,  and  retinal 
vessels.  However,  Jamra  in  a study  of 
normal  individuals  and  patients  with 
von  Willebrand’s  disease  found  no  dif- 
ference in  the  incidence  or  the  degree  of 
abnormal  capillary  morphology.15  On  the 
other  hand,  O’Brien30  believed  that  the 
capillary  tortuosity  and  irregularity  were 
more  marked  in  patients  with  von  Wille- 
brand’s disease.  He  drew  attention  to  the 
similarity  of  this  disorder  to  hereditary 
hemorrhagic  telangiectasia  because  of  the 
similar  inheritance  pattern,  the  occurrence 
of  both  disorders  within  the  same  patient, 
the  similarity  of  the  capillary  structures, 
and  their  similar  behavior  on  being  trau- 
matized. When  one  considers  that  the 
bleeding  in  von  Willebrand’s  disease  char- 
acteristically occurs  from  certain  sites, 
such  as  mucous  membranes,  skin,  and  the 
uterus,  and  only  infrequently  from  such 
sites  as  the  gastrointestinal  tract,  urinary 
tract,  and  articular  surfaces,  one  may 


wonder  whether  the  capillary  structure  at 
some  sites  is  defective  as  in  Rendu- Osler- 
Weber  disease,  although  not  as  definitive. 
Zucker  in  1962 47  noted  the  adhesion  of 
platelets  to  collagen  in  vitro  and  suggested 
that  in  von  Willebrand’s  disease  there  was 
possibly  a localized  deficiency  of  connective 
tissue  factor  in  the  blood  vessels  which 
might,  in  addition,  explain  the  abnormal 
tortuosity  of  the  microscopic  blood  vessels. 
Furthermore,  Spaet54  and  others  have  noted 
that  vessels  are  most  vulnerable  at  the 
location  of  junctions  and  branching  points. 
It  follows  then  that  in  those  patients  with 
abnormal  capillary  morphology,  the  ten- 
dency to  spontaneous  and  prolonged  bleed- 
ing is  greater.  In  this  respect,  too,  it  has 
been  noted  by  several  authors,  particularly 
Jacobson,19  that  steroids  exert  a non- 
specific corrective  effect  in  these  patients 
through  increasing  vascular  integrity  and 
thereby  controlling  hemorrhagic  tendencies 
and  reducing  the  prolonged  bleeding  times. 
The  role  played  by  the  capillaries  in  this 
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disorder  is  at  best  unclear;  they  would 
seem  at  least  to  be  contributory  factors. 
The  observable  capillary  morphology  varies 
greatly  among  those  patients  studied, 
a variation  as  great  as  that  observed  in  the 
results  of  the  tourniquet  test.  This  poses 
an  interesting  speculation,  that  is,  perhaps 
those  patients  with  positive  tourniquet 
tests  are  those  with  more  vulnerable 
capillaries  or  at  least  more  vulnerable 
capillaries  in  the  area  tested. 

II.  The  platelets.  The  role  of  the 
platelets  in  this  disorder  has  been  widely 
disputed  since  1932  when  von  Willebrand 
and  Jurgens  described  the  disease  as  a 
constitutional  thrombopathy.  Various  au- 
thors have  described  abnormalities  in 
clot  retraction,  adhesion,  agglutination, 
morphology,  staining  characteristics,  and 
performance  in  the  thromboplastin  gen- 
eration test.  Schultz,44  Erikson,21  Ulutin,25 
and  Raccuglia  and  Neel27  all  have  been 
able  to  demonstrate  abnormal  platelet 
morphology  in  von  Willebrand’s  disease 
by  electron  microscopy.  Blomback  et 
al.,1’ 12 -15  however,  studied  the  platelets 
extensively  and  found  them  completely 
normal  in  regard  to  their  staining  prop- 
erties, life  span,  adhesiveness,  function  in 
clot  retraction,  behavior  in  the  thrombo- 
plastin generation  test,  and  in  regard  to 
other  established  platelet  factors.  They 
further  found  that  their  patients  were  not 
aided  by  normal  platelet  transfusions. 

The  conflicts  arising  in  the  past  from  the 
heterogenous  miscellany  of  experimental 
data  concerning  the  platelets  are  confusing. 
But  the  general  results  have  established 
that  while  the  platelets  in  many  cases 
have  exhibited  morphologic  abnormalities 
both  by  light  and  electron  microscopy,  no 
functional  defect  has  been  demonstrated 
which  could  not  be  corrected  by  the  addi- 
tion of  normal  plasma,  and  in  no  instance 
has  the  addition  of  normal  platelets  ever 
corrected  the  defects  present  in  von 
Willebrand’s  disease.  Ulutin  offers  the 
handy  suggestion  that  the  deficiency  of 
vascular  factor  may  account  for  the  ob- 
served microscopic  platelet  abnormalities.25 

Ill  and  V.  Vascular  factor.  Much 
consideration  has  already  been  devoted 
to  vascular  factor.  There  is  little  doubt 
that  its  deficiency  accounts  for  the  major 
portion,  if  not  for  all,  of  the  abnormalities 
in  von  Willebrand’s  disease.  Yet,  we 


know  relatively  little  about  this  factor. 
It  appears  to  have  a short  in  vivo  life 
span.  It  is  inactivated  or  absorbed  by 
glass  contact,  and  it  is  found  in  plasma 
fraction  1-0.  Salzman18  in  his  experiments 
has  noted  that  the  platelets  require  thirty 
seconds  in  contact  with  the  glass  beads  for 
adhesion  to  take  place,  implying  that  a 
reaction  of  some  sort  is  taking  place.  The 
information  we  lack  concerns  the  stage  or 
stages  at  which  vascular  factor  acts  and 
the  means  by  which  it  accomplishes  its 
action.  As  suggested  in  Figure  2,  vascular 
factor  may  be  required  as  a cofactor  when 
platelets  initially  adhere  to  the  injured 
vessel  surface  (collagen)  or  in  vitro  to 
glass  beads.  In  addition  to  this  or  al- 
ternatively, vascular  factor  may  be  re- 
quired as  a cofactor  when  the  platelets 
adhere  to  each  other  (aggregation)  under 
the  influence  of  ADP  (adenosinediphos- 
phate).  There  also  exists  the  possibility 
that  vascular  factor  is  more  than  one 
factor.  This  in  fact  was  suggested  by 
Den  Ottolander  and  Bleijenberg55  who 
described  a single  case  alleged  to  have  von 
Willebrand’s  disease  in  which  the  bleeding 
was  corrected  both  by  normal  2- Donor- 
Fibrinogen  with  factor  VIII,  a fraction 
similar  to  1-0,  and  2-Donor-Fibrinogen  with 
factor  VIII  from  another  patient  with  von 
Willebrand’s  disease. 

IV.  Adenosinediphosphate.  Since  the 
original  work  of  Hellem,  Borchgrevink, 
and  Ames56  dealing  with  factor  R,  there 
has  been  increased  interest  in  the  role  of 
ADP  in  the  hemostatic  system.  Factor  R, 
subsequently  found  to  be  ADP,57  is  a 
factor  present  in  red  blood  cells,  and 
Hellem  considered  it  necessary  to  effect 
platelet  adhesion.  Born,51  however,  had 
shown  that  platelets  contain  very  high  con- 
centrations of  ATP  (adenosine  triphos- 
phate), second  only  to  the  adrenal  medulla 
and  mammalian  striated  muscle  on  a milli- 
gram per  milligram  basis.  Subsequently, 
Kaser-Glanzmann  and  Luscher49  demon- 
strated that  platelets  produce  enough  ADP 
of  their  own  to  support  hemostasis.  The 
complex  workings  of  ADP  and  its  inter- 
relationship with  ATP  and  AMP  (adeno- 
sine monophosphate)  in  the  hemostatic 
system  are  imperfectly  understood;  how- 
ever, at  least  two  observers  believe  that 
they  have  demonstrated  inhibition  of 
ADP  in  hemostasis  by  ATP  and  AMP, 
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possibly  by  competition  for  aggregating 
sites  on  the  platelets.  45-58  If  this  is  in 
fact  true,  a recent  finding  by  Caen  in 
196359  may  be  of  some  significance.  He 
found  that  the  ATP  to  ADP  ratio  in  the 
plasma  of  8 patients  with  von  Willebrand’s 
disease  was  significantly  higher  than  the 
ATP  to  ADP  ratio  in  7 normal  patients. 
Further  developments  in  this  direction  will 
be  awaited  with  interest. 

VI.  Antihemophilic  globulin  activa- 

tor. O’Brien45  and  Jackson,  Conley,  and 
Schmid52  in  1962  remarked  on  the  in  vitro 
effect  of  thrombin  in  promoting  platelet 
adhesion  and  viscous  metamorphosis. 
There  is  no  evidence  that  it  is  required, 
however.  One  might  suggest  that  the 
AHG  deficiency  in  von  Willebrand’s  disease 
in  limiting  thrombin  activation  may  con- 
tribute directly  to  the  prolonged  bleeding 
time.  The  fallacy  is  that  the  bleeding  time 
is  normal  in  congenital  sex-linked  hemophilia 
where  AHG  deficiency  may  be  much  more 
severe  than  in  von  Willebrand’s  disease. 
In  support  of  this,  Salzman18  found  no 
abnormality  in  platelet  adhesion  in  patients 
with  severe  coagulation  disorders.  The 

role  of  AHG  deficiency  in  von  Wille- 
brand’s disease  would  seem  more  likely 
related  to  the  failure  to  form  an  adequate 
clot  once  the  initial  platelet  plug  is  es- 
tablished. 

Adequate  mention  has  been  made  pre- 
viously with  reference  to  the  specific  nature 
of  the  AHG  deficiency  in  the  disorder. 

VII.  Unknown  deficiencies,  inhibi- 
tors, OR  OTHER  ABNORMALITIES.  Von 

Willebrand’s  disease  is  not  yet  well  under- 
stood; therefore,  an  open  mind  concern- 
ing new  findings  is  important.  There  is, 
for  example,  a report  by  Geiger  and  Rath 
in  196360  of  an  abnormal  cephalin  occurring 
in  disproportionate  amounts  in  5 patients 
with  von  Willebrand’s  disease.  Hardisty61 
has  noted  that  von  Willebrand’s  platelets 
release  subnormal  amounts  of  platelet 
factor  3 when  exposed  to  kaolin  and  that 
the  defect  appears  to  be  due  to  a plasma 
rather  than  platelet  abnormality.  Rela- 
tionship of  this  plasma  factor  to  vascular 
factor  or  AHG  activator  has  not  been 
studied. 

The  possible  significance  of  these  findings 
is  obscure;  however,  this  and  other  appar- 
ently unrelated  findings  warrant  further  in- 
vestigation. 


Genetic  considerations 

Any  detailed  discussion  of  genetics  is 
beyond  the  scope  of  this  paper;  however, 
the  nature  of  the  genetic  transmission  in 
von  Willebrand’s  disease  is  of  interest. 
It  has  long  been  recognized  that  the 
transmission  in  this  disorder  is  distinctly 
different  from  that  in  hemophilia  A 
although  both  may  exhibit  abnormally 
low  AHG.  While  hemophilia  A represents 
sex-linked  recessive  transmission,  von  Wil- 
lebrand’s disease  in  at  least  a large  majority 
of  cases  appears  to  represent  an  autosomal 
dominant  transmission  because  of  its  fre- 
quent occurrence  in  both  males  and 
females  and  because  of  the  ability  of  the 
male  parent  to  transmit  the  disorder  to 
his  male  offspring. 

Nilsson,  Blomback  et  a/.112-15-21  found 
that  in  every  case  they  studied  one  of  the 
parents  of  the  affected  offspring  had  a low 
AHG  while  the  other  was  normal;  both 
parents  were  normal  with  respect  to  bleed- 
ing time.  They  suggested  that  if  geno- 
type Aa  (low  AHG)  and  genotype  aa 
(normal  AHG)  were  crossed,  they  should 
produce  50  per  cent  offspring  with  low 
AHG  and  50  per  cent  with  normal  AHG. 
Of  37  children  of  15  Aa  subjects,  18  had 
normal  AHG  while  19  had  low  AHG, 
and  there  was  no  significant  difference  in 
sex  distribution.  Their  further  demon- 
stration of  difference  in  response  to  frac- 
tion 1-0  by  patients  with  von  Willebrand’s 
disease  as  opposed  to  those  with  hemophilia 
A showed  quite  clearly  that  the  genetic 
abnormalities  in  the  two  disorders  are 
distinctly  different. 

Barrow  and  Graham  in  1964 3 9 reviewed 
the  genetics  of  this  disease  and  concluded 
that  the  trait  is  inherited  as  an  autosomal 
dominant  with  variable  penetrance.  This 
group  has  subsequently  reported  a kindred 
condition  where  evidence  points  to  a 
homozygous,  moderately  severe  bleeding 
state  and  a heterozygous  carrier  state  with 
few  hemorrhagic  symptoms.40  Since  some 
apparent  heterozygotes  may  have  AHG 
levels  of  under  10  per  cent  and  rather 
severe  bleeding,  it  follows  that  either  our 
methods  are  not  yet  good  enough  to  detect 
all  heterozygotes  or  that  there  may  be 
more  than  one  entity  giving  the  phenotype 
of  von  Willebrand’s  disease. 

The  specific  nature  of  the  genetic  ab- 
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normality  in  von  Willebrand’s  disease  is  as 
yet  unclear.  Spurling  and  Sachs  in  195962 
suggested  that  an  abnormal  gene  with 
pleiotropic  effects  interferes  with  the  ex- 
pressiveness of  normal  genes.  More  re- 
cently Graham  in  1962, 25  in  renouncing  a 
previous  double-gene  theory,63  proposed 
two  possible  genetic  theories:  one  based 

on  an  activator  model  and  the  other  based 
on  an  inducer  model.  The  latest  report 
from  this  group40  indicates  that  the  X 
chromosome  and  an  autosomal  chromosome 
each  have  genetic  loci  coding  subunits  of 
the  final  AHG  molecule. 

As  the  evidence  for  the  specificity  of  an 
entity  accumulates,  there  is  a natural 
tendency  to  attempt  to  explain  its  man- 
ifestations with  single  models.  However, 
one  might  as  easily  interpret  the  evidence 
as  suggesting  that  the  disorder  is  based  on 
closely  associated  multiple  gene  defects.  The 
points  to  be  made  are  these:  The  unique 
nature  of  the  abnormalities  in  von  Wille- 
brand’s disease  suggests  but  does  not 
prove  that  its  basis  is  a single  gene  ab- 
normality. The  possible  identity  of  vas- 
cular factor  and  the  activator  of  AHG 
does  not  explain  other  anomalies  which 
have  been  reported  in  association  with  this 
disease,  such  as  vascular  abnormalities, 
altered  ATP  to  ADP  ratios,  abnormal 
cephalins,  microscopic  platelet  abnormal- 
ities, and  possibly  a second  vascular  factor. 
Further  investigation  with  specific  diag- 
nostic technics,  in  conjunction  with  more 
thorough  studies  in  genetic  transmission, 
should  augment  our  knowledge  of  von 
Willebrand’s  disease  in  the  near  future. 

Practical  considerations 

At  a clinical  level,  von  Willebrand’s 
disease  is  usually  a mild  disorder  which  in 
most  cases  may  never  require  any  treat- 
ment. This  disease  probably  occurs  with 
a much  greater  frequency  than  previously 
suspected.  In  our  laboratories  during  the 
past  five  years,  it  has  ranked  second  only 
to  hemophilia  A in  incidence  of  new  cases. 
This  also  has  been  the  experience  of 
others.20-21  For  all  of  its  mild  manifesta- 
tions, this  disease  is  capable  of  producing 
life-threatening  hemorrhage,  especially  in  a 
setting  of  unpreparedness.  The  apparent 
frequency  and  potential  lethality  of  the 
disease  make  its  recognition  a matter 


of  vital  concern  to  any  physician.  For 
once  recognized,  the  disorder  is  easily 
treated  and  severe  hemorrhage  avoided. 

The  principles  in  managing  a patient 
with  von  Willebrand’s  disease  are  relatively 
simple.  The  physician  need  only  replace 
the  missing  factor  (s),  preferably  with 
fresh  frozen  plasma  or  a fraction  thereof. 
Lacking  this,  fresh  whole  blood  may  be 
used  in  which  case  there  is  the  additional 
advantage  of  replacing  blood  loss.  Steroids 
have  been  reported  to  be  effective  by 
some19;  however,  their  effect  is  non- 
specific, and  they  represent  only  a second 
line  of  defense. 

Prophylactic  administration  of  fresh 
frozen  plasma  prior  to  potentially  hemor- 
rhagic situations,  such  as  surgery,  dental 
extraction,  and  delivery,  has  been  used  at 
The  New  York  Hospital  with  good  results. 
Determining  exactly  which  patient  will 
hemorrhage  is  impossible;  however,  several 
generalizations  may  be  made.  If  the  Duke 
bleeding  time  is  normal  and  the  AHG  level 
is  above  20  per  cent,  and  if  the  patient  has 
previously  encountered  no  difficulty  in 
similar  situations,  this  patient  statistically 
should  expect  no  hemorrhagic  difficulties 
at  surgery  or  delivery.  Similarly,  goals  in 
prophylactic  treatment  are  restoring  of  the 
Duke  bleeding  time  to  normal  and  elevat- 
ing the  AHG  to  greater  than  20  per  cent. 
Suffice  it  to  say  that  any  patient  with  von 
Willebrand’s  disease  entering  into  a po- 
tentially hemorrhagic  situation  at  least 
should  have  fresh  frozen  plasma  available. 
The  use  of  prophylactic  fresh  frozen  plasma 
is  an  individualized  matter,  based  on  the 
guidelines  enumerated.  The  method  of 
prophylaxis  employed  at  The  New  York 
Hospital  involves  the  prior  administration 
of  10  cc.  per  kilogram  of  fresh  frozen 
plasma,  followed  postoperatively  by  5 cc. 
per  kilogram  every  six  hours  for  two  days. 
Using  this  schedule,  we  have  encountered 
no  operative  or  postoperative  hemorrhage 
under  these  circumstances. 

Summary 

Thirty-four  cases  of  von  Willebrand’s 
disease  are  reported.  Problems  in  diag- 
nosis are  considered,  and  two  special  di- 
agnostic technics  are  discussed. 

An  attempt  is  made  to  interrelate  the 
abnormal  features  of  this  disease  with  the 
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normal  physiology  of  hemostasis.  Em- 
phasis is  placed  on  the  fact  that  there  is 
much  to  learn  about  this  disease  which 
appears  to  be  more  common  than  pre- 
viously suspected. 
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Should  boxing  be  abolished? 


Boxing  cannot  be  made  safe — only  safer,  says 
an  article  in  a recent  issue  of  Today's  Health 
magazine,  published  by  the  American  Medical 
Association,  and  author  Alfred  Balk  writes 
that  it’s  the  only  sport  in  which,  within  the  rules, 
each  man  deliberately  sets  out  to  hurt  his 
opponent. 

Medical  opinion  on  this  is  divided.  As  the 
Committee  on  the  Medical  Aspects  of  Sports  of 
the  American  Medical  Association  noted  in  a 
statement  on  boxing  in  the  Journal  of  the 
A.M.A.,  “Physicians,  like  other  segments  of  the 
population,  are  ranged  on  both  sides  of  the 
controversy  . . . and  the  advisability  of  boxing 
is  a debatable  and  unsettled  issue  unlikely  of 
early  resolution.  One  reason,  the  committee 
explained,  is  that  no  sport,  no  matter  how  in- 
cidental its  emphasis  on  physical  contact,  can 
be  regarded  as  completely  safe,  and  deaths  in 
the  ring  in  recent  years  have  raised  demands 
that  boxing  be  outlawed  as  inherently  unsafe. 

In  the  meantime,  the  A.M.A.  committee 
has  recommended  moves  to  improve  boxing’s 
safety.  These  include: 

1.  Research  to  produce  a headguard  that 
will  provide  optimum  protection  without  im- 
pairing the  boxer’s  functions  and  capacity  for 
action. 

2.  Experimentation  with  less  padding  in 
gloves  so  that  the  threat  of  hand  damage  will 
inhibit  the  power  of  blows. 

3.  Prohibition  of  wrapping  the  hands,  again 
with  the  objective  of  cutting  down  the  force  of 
blows. 

4.  Revision  of  scoring  systems  to  place 
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greater  emphasis  on  skillful  offensive  and  de- 
fensive maneuvering  and  less  on  the  knockout 
blow. 

In  addition,  the  A.M.A.  committee  recom- 
mends these  eight  prerequisites  for  every  bout: 

1.  A thorough  medical  examination  of  each 
contestant. 

2.  At  least  one  physician  present  at  all 
bouts  with  absolute  authority  to  terminate  the 
contest  for  medical  reasons. 

3.  Interruption  by  the  referee  or  physician 
of  any  bout,  with  the  opponent  declared  winner, 
when  a contestant  sustains  more  than  one 
knockdown  in  any  one  round  or  evidences  in- 
ability to  control  the  position  of  his  head. 

4.  Automatic  suspension  of  any  participant 
who  sustains  a knockout,  technical  knockout, 
or  other  severe  injury  for  as  long  as  medical 
consultants  feel  is  necessary. 

5.  The  universal  adoption  of  the  new  im- 
proved shock-absorbing  ring  padding  under  the 
canvas  and  on  the  posts  of  the  ring  to  aid  in 
prevention  of  injuries. 

6.  The  required  use  of  headgear  and  prop- 
erly fitted  mouthpieces  to  minimize  lacerations 
and  contusions. 

7.  Coaching  and  training  of  a quality  to  as- 
sure the  maximum  protection  that  skillful  per- 
formance and  good  condition  can  provide. 

8.  Referees  familiar  with  and  alert  to  the 
health  hazards  inherent  in  boxing. 

If  these  conditions  set  down  by  various  ex- 
perts are  met,  asks  the  author,  can  boxing  then 
be  considered  safe?  “You  can  never  make 
boxing  safe,”  says  Fred  V.  Hein,  Ph.D.,  director 
of  the  A.M.A. ’s  Department  of  Community 
Health  and  Health  Education.  “With  even 
the  best  health  and  safety  supervision,  you  can 
only  make  it  safer.” 
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Fever,  Weight  Loss,  and 
Abdominal  Discomfort 


Case  history 

James  W.  Robinson,  M.D.:  A thirty- 

eight-year-old  Negro  male  was  admitted 
with  the  complaints  of  abdominal  dis- 
comfort, weakness,  weight  loss,  and  fever 
of  at  least  one  month’s  duration.  The 
abdominal  discomfort  was  described  as 
being  generalized;  however,  on  occasion  it 
seemed  to  become  localized  in  the  right 
upper  and  lower  quadrants.  Nausea, 
vomiting,  colicky  pain,  or  pain  associated 
with  hunger  or  the  intake  of  food  were 
denied.  During  this  time  the  patient  had 
experienced  only  one  episode  of  diarrhea 
which  lasted  for  twenty-four  hours.  The 
diarrheal  stool  was  described  as  being  foul 
but  without  mucus,  blood,  or  excess  fat. 
During  this  period  of  time,  he  had  lost 
approximately  40  pounds. 

Several  months  prior  to  admission,  the 
patient  began  to  experience  recurrent  pain 
and  swelling  in  his  ankles  and  knees; 
however,  the  pain  did  not  prevent  him  from 
walking,  and  the  swelling  subsided  spon- 
taneously. Symptoms  referrable  to  other 
systems  were  denied. 

Family  history  revealed  that  the  pa- 
tient’s mother  had  been  treated  for  tubercu- 
losis, but  he  denied  any  contact  with  her 
during  her  active  disease.  He  smoked 
half  a package  of  cigarets  per  day,  and  he 
was  a heavy  alcohol  drinker  until  ap- 
proximately eight  months  prior  to  admis- 
sion. 

Physical  examination  revealed  a chroni- 
cally ill-appearing  male  with  obvious  evi- 
dence of  weight  loss.  The  blood  pressure 


was  130/90,  pulse  was  96,  and  temperature 
was  102.5  F.  The  neck  was  supple  with- 
out evidence  of  adenopathy;  the  lungs 
were  clear  to  percussion  and  auscultation; 
the  heart  sounds  were  of  good  quality, 
and  no  murmur  or  friction  rub  was  de- 
tected. The  abdomen  was  moderately 
distended  with  generalized  resistance;  the 
liver,  spleen,  and  kidney  were  not  palpable; 
there  was  no  rebound  tenderness;  and 
bowel  sounds  were  present.  Rectal  ex- 
amination revealed  yellow  stool  which 
gave  no  evidence  of  occult  blood. 

Laboratory  results  revealed  a normal 
urinalysis.  The  hemoglobin  was  9.4  Gm. 
per  100  ml.,  and  the  white  cell  count  was 
9,000  with  75  per  cent  polymorphonuclear 
leukocyte  cells  and  25  per  cent  lympho- 
cytes. The  sedimentation  rate  was  70 
mm.  per  hour.  A chest  x-ray  film  was 
within  normal  limits.  The  total  cholesterol 
was  125  mg.  per  100  ml.  with  an  esterified 
fraction  of  62  per  cent;  the  total  protein 
was  6.8  Gm.  per  100  ml.  with  an  albumin- 
globulin  ratio  of  3.6: 3.2.  Febrile  ag- 
glutinins, sputum,  and  urine  for  acidfast 
bacilli,  blood  cultures,  and  a lupus  ery- 
the  matosus  preparation  were  negative.  A 
sigmoidoscopy  failed  to  reveal  any  lesions. 

A paracentesis  was  attempted,  but  fluid 
was  not  obtained.  A bone  marrow  aspira- 
tion revealed  mild  hypercellularity  with 
moderate  erythroid  hyperplasia  and  a 
moderate  increase  in  stainable  iron.  A 
liver  biopsy  failed  to  reveal  any  diagnostic 
abnormalities.  A tuberculin  skin  test 
(purified  protein  derivative  test  number  1) 


2252  New  York  State  Journal  of  Medicine  / September  1,  1965 


FIGURE  1.  X-ray  film  of  large  and  small  bowel 
showing  two  segments  of  ileum  with  narrowed 
lumina.  There  is  no  evidence  of  mucosal  destruc- 
tion. 


was  positive.  An  upper  gastrointestinal 
series,  a barium  test,  and  an  excretory 
urogram  showed  normal  findings  except 
for  a small  duodenal  diverticulum.  Small 
bowel  x-ray  films  were  considered  incom- 
plete, but  several  loops  of  bowel  were  noted 
to  have  diminished  caliber;  there  was  no 
suggestion  of  destruction  of  the  mucosal 
pattern  (Fig.  1). 

The  patient’s  weight  remained  stable; 
however,  he  continued  to  have  occasional 
temperature  elevations  to  as  high  as  104  F. 
The  abdominal  signs  remained  unchanged 
except  for  occasional  right  lower  quadrant 
tenderness.  An  operation  was  performed 
on  the  seventeenth  hospital  day. 

Discussion 

Abraham  Sunshine,  M.D.*:  Our  pa- 

tient is  a thirty-eight-year-old  chronically 
ill  Negro  male  who  had  had  right  upper 
and  lower  abdominal  pain  associated  with 

* Associate  Attending  Physician,  Knickerbocker  Hospital; 
Assistant  Professor  of  Clinical  Medicine,  New  York  Univer- 
sity School  of  Medicine. 


weight  loss.  The  protocol  mentions  one 
diarrheal  stool  described  as  foul,  but 
diarrhea  did  not  recur  while  the  patient  was 
in  the  hospital  or  at  any  other  time. 
There  was  no  mucus  or  blood  in  the  stool 
at  any  time,  nor  was  the  stool  described  as 
unusually  bulky  or  frothy  in  character. 
There  is  a history  of  arthritis  with  recur- 
rent involvement  of  multiple  joints  of  some 
duration;  this  may  be  of  some  importance. 
One  year  ago  the  patient  was  hospitalized 
on  our  fracture  service  and  was  not  de- 
scribed as  appearing  chronically  ill.  Al- 
though there  is  a history  of  heavy  alcoholic 
intake,  there  was  no  demonstrable  evi- 
dence of  liver  disease  by  the  usual  function 
tests  or  needle  biopsy. 

The  physical  findings  tell  us  that  the 
patient  was  febrile  but  had  no  lym- 
phadenopathy  or  hepatosplenomegaly.  His 
abdomen  was  distended,  and  there  was 
generalized  resistance  and  diffuse  tender- 
ness, but  bowel  sounds  were  preserved,  and 
there  was  no  rebound  tenderness.  Rectal 
examination  contributed  no  information. 

The  laboratory  informed  us  that  the 
patient  was  anemic,  but  the  peripheral 
smear  was  not  abnormal,  and  the  bone 
marrow  contained  an  adequate  amount  of 
iron.  I do  not  think  this  is  an  iron- 
deficiency  anemia.  The  anemia  is  prob- 
ably the  result  of  a chronic  infection. 

Radiologic  studies  provided  an  interest- 
ing finding,  an  altered  pattern  in  the  loops 
of  small  bowel,  but  the  remainder  of  the 
gastrointestinal  series  and  an  excretory 
urogram  showed  negative  findings.  The 
chest  film  was  also  unrevealing. 

While  in  the  hospital  the  patient  re- 
mained febrile.  On  the  seventeenth  hospi- 
tal day  an  operation  was  performed.  I 
assume  this  was  an  exploratory  laparotomy. 
Before  going  on  to  the  differential  diagno- 
sis, I would  like  to  ask  Dr.  Moynahan  to 
discuss  the  x-ray  films. 

Joseph  M.  Moynahan,  M.D.:  As 

stated,  the  chest  film  showed  no  lesions, 
and  the  excretory  urogram  was  unreveal- 
ing. The  upper  gastrointestinal  tract  was 
normal  except  for  a duodenal  diverticulum. 
The  small  intestinal  series  showed  two  seg- 
ments of  ileum  which  had  narrowed  lumina. 
There  was  no  evidence  of  destruction  or 
distortion  of  the  mucosa.  This  tends  to 
eliminate  neoplasm  and  such  inflammatory 
lesions  as  regional  or  tuberculous  ileitis. 
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The  changes  are  most  likely  due  to  extrinsic 
adhesions  which  may  produce  concentric 
narrowing. 

Dr.  Sunshine:  How  would  this  picture 

fit  with  the  idea  of  one  of  the  malabsorption 
syndromes? 

Dr.  Moynahan:  I would  not  seriously 

entertain  that  possibility. 

Dr.  Sunshine:  Would  you  exclude 

lymphoma  of  the  small  bowel  and  regional 
nodes? 

Dr.  Moynahan:  The  lack  of  mucosal 

changes  in  the  small  bowel  tends  to  ex- 
clude lymphoma.  I cannot  exclude  en- 
larged mesenteric  nodes,  but  the  excretory 
urogram  showed  no  retroperitoneal  mass, 
and  there  is  no  separation  of  the  loops  of 
bowel  by  thickened  mesentery. 

Dr.  Sunshine:  There  are  many  pos- 

sible explanations  for  the  patient’s  illness. 
Regional  enteritis  is  certainly  a distinct 
possibility.  This  disease  is  characterized 
by  repeated  episodes  of  right  lower 
quadrant  abdominal  pain.  Fever  is  often  a 
prominent  feature.  Most  patients  have 
recurrent  diarrhea  as  well.  Our  patient 
had  only  one  episode  of  diarrhea.  Migra- 
tory arthralgias  are  quite  characteristic  of 
regional  enteritis.  The  disease  is  much 
more  common  in  men  than  in  women,  but 
it  is  not  common  in  Negroes.  There  is  an 
apparently  higher  incidence  among  Jews. 

Another  granulomatous  disease  one 
should  consider  seriously  is  tuberculosis. 
Intestinal  tuberculosis  may  develop  as  a 
primary  disease.  However,  more  com- 
monly it  is  secondary  to  a primary  focus 
elsewhere,  usually  in  the  lung.*  In  this 
situation,  pulmonary  cavitation  and  a 
heavily  infected  sputum  are  almost  the  rule. 
The  accepted  pathogenesis  is  the  ingestion 
of  large  quantities  of  sputum  containing 
viable  tubercle  bacilli.  The  predilection  of 
intestinal  tuberculosis  for  the  ileum  is  ex- 
plained on  the  basis  of  less  active  flow  in 
this  region  and  the  presence  of  abundant 
patches  of  lymphoid  tissue  in  the  submu- 
cosa. As  one  might  surmise,  this  process  is 
often  localized  to  the  terminal  ileum  or  the 
ileocecal  area.  The  tuberculous  process 
here  is  not  essentially  different  from  other 
areas  in  the  body:  slowly  progressing  granu- 
lomatous inflammation  with  necrosis  and 

* Wig,  K.  L.,  et  al.\  Ileocecal  tuberculosis  with  partic- 
ular reference  to  isolation  of  Mycobacterium  tuberculosis. 
With  a note  on  its  relation  to  regional  ileitis  (Crohn’s 
disease),  Am.  Rev.  Resp.  Dis.  84:  169  (1961). 


ulceration  of  the  mucosa.  Adhesions  often 
develop;  these  modify  clinical  presentation 
in  two  major  fashions:  If  perforation  oc- 

curs, the  peritonitis  may  be  localized,  or 
episodes  of  incomplete  obstruction  or  even 
complete  obstruction  may  occur.  Tu- 
berculous involvement  of  mesenteric  lymph 
nodes  is  almost  invariable,  and  in  some 
cases  lymphatic  obstruction  may  ensue. 
As  a result,  the  diseased  intestine  and  mes- 
entery may  form  a sizable  mass  of  tuber- 
culous tissue. 

An  alternative  hypothesis  regarding  the 
pathogenesis  of  intestinal  tuberculosis  is 
that  hematogenous  dissemination  occurs  to 
the  liver  first,  and  then  the  tubercle  bacilli 
are  excreted  into  the  intestinal  lumen. 
This  is  a minority  view.  Primary  tuber- 
culosis of  the  gastrointestinal  tract  is  an 
extremely  rare  occurrence  in  our  society. 
It  is  usually  a result  of  bovine  tuberculosis, 
a type  of  infection  which  almost  dis- 
appeared with  the  advent  of  pasteurization 
of  milk. 

While  discussing  tuberculosis  of  the 
gastrointestinal  tract,  we  should  also 
mention  tuberculous  peritonitis.  There  are 
essentially  two  types,  one  with  ascites  and 
multiple  peritoneal  miliary  lesions  and  the 
other,  the  “dry”  type,  with  multiple  abdom- 
inal masses  being  prominent  but  without 
much  fluid.  Polyarthritis  is  a frequent 
concomitant  of  tuberculous  peritonitis. 

Apart  from  granulomatous  diseases,  in 
this  patient  one  should  consider  one  or 
another  variety  of  the  malabsorption  syn- 
dromes. The  strongest  point  against  them 
in  this  case  is  the  lack  of  diarrhea  and  the 
absence  of  frothy,  foul-smelling  stools. 
Among  those  conditions  associated  with 
malabsorption,  Whipple’s  disease,  in  spite 
of  its  rarity,  deserves  special  mention.  In 
Whipple’s  disease  there  is  accumulation  of 
lipoprotein  in  the  wall  of  the  small  bowel 
and  regional  lymph  nodes,  chiefly  in  macro- 
phages. However,  I would  exclude  Whip- 
ple’s disease  as  a reasonable  diagnosis  be- 
cause this  patient  was  febrile  and  because 
there  was  no  evidence  of  malabsorption 
per  se. 

Could  this  patient  have  a lymphoma  in- 
volving the  small  bowel  and,  possibly,  mes- 
enteric and  retroperitoneal  nodes?  The 
absence  of  peripheral  lymphadenopathy 
and  hepatosplenomegaly  make  such  a 
diagnosis  less  likely,  but  I would  not  exclude 
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it  solely  on  this  negative  evidence.  Fever, 
anemia,  and  chronic  wasting  are  positive 
signs,  all  present  in  this  patient,  and  this 
constellation  should  make  one  suspicious 
of  an  occult  lymphoma.  However,  the 
normal  bone  marrow  and  the  failure  to  dem- 
onstrate radiologically  a retroperitoneal 
mass  lead  one  away  from  lymphoma. 

Can  I invoke  an  acute  inflammatory  proc- 
ess to  explain  this  patient’s  illness?  I 
think  it  a remote  possibility.  The  man 
had  been  sick  for  at  least  a month  before 
admission,  probably  longer  since  he  had 
lost  40  pounds.  I cannot  imagine  that  he 
could  have  had  any  acute  intra-abdominal 
condition  for  this  period  of  time  without 
showing  some  sort  of  localizing  signs  or 
symptoms. 

An  uncommon  infection  worthy  of  men- 
tion is  amebic  abscess  of  the  liver.  This 
infection  usually  manifests  itself  by  caus- 
ing an  acute  febrile  illness  with  an  enlarged 
tender  liver.  A sign  which  is  frequently 
helpful  in  diagnosing  amebic  liver  abscess 
is  elevation  of  the  right  hemidiaphragm, 
often  associated  with  an  inflammatory  reac- 
tion of  the  superjacent  pleura.  There  is  an 
old,  shopworn  maxim  that  one  will  not 
make  a diagnosis  of  amebic  abscess  unless 
one  thinks  of  it.  I have  thought  of  it,  and 
I exclude  it  since  none  of  the  prominent 
features  of  that  entity  are  present  in  our 
patient. 

The  last  class  of  disease  I shall  mention  is 
neoplasm  of  the  small  bowel,  with  or  with- 
out peritoneal  implants.  Also,  I should 
consider  neoplasm  primary  elsewhere  with 
diffuse  peritoneal  implantation,  especially 
to  the  serosa  of  the  small  bowel.  Given  a 
gastrointestinal  series  with  intact  mucosa 
and  no  evidence  of  occult  blood  in  the  stool, 
it  is  impossible  for  me  to  implicate  a pri- 
mary neoplasm  of  the  small  bowel.  If  this 
patient  had  an  occult  neoplasm  elsewhere 
which  spread  to  the  peritoneum,  it  still  re- 
mains occult  so  far  as  I am  concerned  be- 
cause I can  detect  no  positive  evidence  of  it. 

I cannot  escape  the  idea  that  this  patient 
suffered  from  a chronic  infectious  process, 
a rather  indolent  one,  but  a serious  one. 
The  issue  hinges  between  regional  enteritis 
and  tuberculosis.  It  is  always  difficult  to 
exclude  regional  enteritis  categorically,  but 
I shall  do  so  because  diarrhea  was  not  a 
prominent  feature  and  because  the  radio- 
logic  distortion  was  meager  for  a man  so 


seriously  ill.  Also,  the  fact  that  he  is  a 
Negro  makes  tuberculosis  a stronger  pos- 
sibility. 

What  is  the  positive  evidence  for  tuber- 
culosis: He  was  exposed  to  it  as  a child  and 
had  a positive  skin  test.  At  the  age  of 
thirty-eight,  he  developed  fever,  serious 
weight  loss,  and  anemia.  This  is  a good 
background  for  a tuberculous  infection.  His 
primary  symptom  was  abdominal  pain  and 
tenderness,  chiefly  on  the  right  side.  This 
helps  me  to  localize  the  tuberculous  process 
to  the  ileocecal  region.  The  x-ray  films 
show  distortion  of  several  loops  of  small 
bowel  with  narrowed  lumen  but  no  mucosal 
destruction.  Therefore,  I shall  make  a 
diagnosis  of  tuberculous  enteritis,  chiefly 
in  the  ileum  but  probably  involving  the 
cecum  as  well  and,  if  I am  correct,  involving 
the  mesenteric  lymph  nodes. 

Michael  S.  Bruno,  M.D.:  I think  you 

have  made  out  a good  case  for  tuberculosis. 
Not  long  ago  at  one  of  these  exercises  I was 
given  a case  to  discuss  which  proved  to  be 
tuberculous  peritonitis.  I would  be  more 
inclined  to  make  that  diagnosis  again  in 
today’s  case.  The  patient  had  mild  signs 
of  peritoneal  irritation,  distortion  of  loops 
of  small  bowel  which  might  well  have  been 
due  to  extrinsic  lesions  such  as  tuberculous 
adhesions,  and  no  overt  mucosal  destruc- 
tion. In  addition,  his  bowel  pattern  was 
not  significantly  changed.  Therefore,  I 
would  not  place  the  tuberculosis  in  the  lin- 
ing or  wall  of  the  bowel  but  just  outside  it. 

Eric  Andreae,  M.D.:  Doesn’t  the 

absence  of  evidence  of  pulmonary  tuber- 
culosis disturb  you  somewhat  if  you  accept 
the  concept  of  pathogenesis  due  to  in- 
gestion of  bacillus-laden  sputum  which  is 
usually  from  a cavitated  lesion? 

Dr.  Sunshine:  The  presence  of  an 

overt  pulmonary  lesion  would  make  this 
case  too  obvious.  It  would  never  have 
been  used  at  this  sort  of  exercise.  Besides, 
in  my  experience  there  are  not  a few  cases  of 
tuberculous  disease  below  the  diaphragm 
in  which  it  is  very  difficult  to  demonstrate 
the  pulmonary  lesion. 

With  regard  to  Dr.  Bruno’s  comment 
about  tuberculous  peritonitis,  I cannot  ex- 
clude this  diagnosis. 

Clinical  diagnosis 

Regional  enteritis 
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FIGURE  2.  Biopsy  of  peritoneal  nodules  showed 
tuberculous  granulation  tissue  with  caseation 
necrosis  and  giant  cells. 


Dr.  Sunshine's  diagnosis 

Tuberculous  enteritis 


Diagnostic  problems 
in  wheezy  babies 


There  are  several  major  questions  in  making 
a diagnosis  in  a wheezy  baby:  Is  it  asthmatic 

bronchitis  or  bronchiolitis?  Is  it  a complica- 
tion of  other  disorders  such  as  cystic  fibrosis, 
tuberculosis,  or  a foreign  body?  Is  the  wheez- 
ing associated  with  external  pressure  as  in  car- 
diac or  vascular  anomalies,  enlarged  glands,  or 
neoplasms?  Iola  Si  von,  M.D.,  writes  in  a re- 
cent issue  of  the  Journal  of  the  American  Medical 
Women's  Association  that  asthma  in  children 
manifests  itself  differently  from  that  in  adults 
in  several  ways.  The  younger  the  child,  the 
more  likely  the  attack  is  to  be  associated  with  a 
respiratory  infection  resulting  in  longer  wheez- 
ing periods  and  poorer  response  to  medications. 


Pathologic  report 

William  B.  Ober,  M.D.:  As  Dr.  Sun- 

shine surmised,  the  operation  on  the  seven- 
teenth day  was  an  exploratory  laparotomy. 
The  surgeons  encountered  no  fluid,  but  the 
loops  of  small  bowel  were  matted  with  ad- 
hesions and  studded  with  tuberculoid  nod- 
ules. Biopsy  was  performed  and  a histo- 
pathologic diagnosis  of  tuberculous  perito- 
nitis returned  (Fig.  2).  With  this  diag- 
nosis, intensive  chemotherapy  was  begun 
with  isoniazid,  streptomycin,  and  para- 
aminosalicylic  acid  (PAS),  but  the  patient 
continued  to  fail  and  died  five  weeks  after 
the  diagnosis  was  established. 

Autopsy  revealed  diffuse  adhesive  tuber- 
culous peritonitis  with  secondary  tuber- 
culous lesions  in  mesenteric  lymph  nodes. 
The  mucosa  of  the  ileum  showed  no  lesions. 
We  were  unable  to  find  a primary  pulmo- 
nary focus.  There  was  no  terminal  acute 
process  to  account  for  death,  but  the  pa- 
tient was  extremely  cachectic,  and  the  ter- 
minal episode  was  described  as  pulmonary 
edema  which  was  present. 

Final  anatomic  diagnoses 

1.  Tuberculous  peritonitis , adhesive 

2.  Tuberculous  mesenteric  lymphadenitis 

3.  Pulmonary  edema , terminal 

4.  Cachexia 


Allergic  sensitivity  of  children  to  foods  might 
change  rapidly  in  children  but  not  in  adults. 
Also,  as  a rule,  children  respond  to  manage- 
ment of  allergies  better  and  faster  than  adults. 

Since  allergic  disorders  are  noted  in  the 
families  of  about  90  per  cent  of  the  patients, 
the  value  of  a family  history  is  apparent.  Also 
important  is  a history  of  breathing  at  birth  for 
such  possible  factors  as  cyanosis,  respiratory 
distress  syndrome,  or  hyaline  membrane  dis- 
ease. Disorders  which  must  be  considered 
include:  obstructive  diseases  and  disorders  of 

the  larynx  and  epiglottis,  obstructive  disorders 
of  the  trachea  and  bronchi,  diseases  and  dis- 
orders of  the  lungs,  mediastinal  pressures  such 
as  enlarged  thyroid  or  thymus  glands,  heart  or 
cardiovascular  defects  and  inflammatory  dis- 
eases, and  wheezing  as  a symptom  of  another 
disease.  Although  this  may  seem  a formidable 
list,  diagnosis  usually  can  be  reached  with  the 
aid  of  the  usual  hospital  facilities. 
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Case  Reports 


Essential  Fructosuria 


JOHN  C.  LEONIDAS,  M.D. 

Bayside,  New  York* 

From  the  Department  of  Pediatrics  of  the 
Jewish  Hospital  of  Brooklyn,  Brooklyn,  New  York 

Essential  fructosuria  is  a rare  disorder 
of  metabolism  characterized  by  defective 
utilization  and  excessive  excretion  of  fruc- 
tose in  the  urine.1  Two  types  of  this  con- 
dition have  been  described.  One  type  is 
benign  and  asymptomatic  with  the  excep- 
tion of  the  case  reported  by  Chambers  and 
Pratt.2  The  second  type,  first  described 
by  Froesch  et  o/.3>4  as  hereditary  fructose 
intolerance,  is  characterized  by  hypo- 
glycemic episodes  and  vomiting  on  inges- 
tion of  fructose  and  is  associated  with  other 
severe  manifestations  such  as  failure  to 
thrive,  hepatosplenomegaly,  jaundice,  al- 
buminuria, and  amino-aciduria. 

A case  of  fructosuria  which  may  be  a 
variant  of  the  disorder  was  recently  seen 
in  the  Department  of  Pediatrics  of  the 
Jewish  Hospital  of  Brooklyn. 

Case  report 

A three-year-old  white  male  child  was 
admitted  for  diagnosis  and  treatment  of 
persistent  seizures.  He  was  the  second 
offspring  of  a thirty-six-year-old  father 
and  a twenty-eight-year-old  mother,  both 
of  Italian  origin.  The  parents,  as  well  as 
a seven-year-old  sibling,  are  in  good  health. 

The  patient  was  born  at  term  after  a 
normal  pregnancy.  The  delivery  was 
also  normal.  His  weight  was  7 pounds, 
11  ounces.  A corneal  opacity  of  the 

Present  address:  Department  of  Pediatrics,  University  of 
Athens  Medical  School,  Aghia  Sophia  Children’s  Hospital, 
Athens,  Greece. 


right  eye  was  noted  at  birth,  but  the  infant 
showed  no  other  apparent  abnormalities. 

During  the  first  twenty-four  hours  of 
life  he  was  seen  to  have  twitchings  of  all 
extremities,  the  cause  of  which  remained 
undetermined.  At  the  age  of  three  months 
the  patient  manifested  brief  episodes  of 
convulsive  seizures  which  recurred  every 
three  to  four  weeks  thereafter,  in  a series  of 
5 to  6 tonic  convulsions  each  time.  Gross 
psychomotor  retardation  became  evident 
early.  The  patient  sat  up  at  the  age  of 
fifteen  months,  stood  at  the  age  of  seven- 
teen months,  and  walked  at  the  age  of  two 
years.  At  the  age  of  three  and  a half  years 
he  was  still  unable  to  talk.  He  has  been 
treated  with  phenobarbital  and  diphenyl- 
hydantoin  (Dilantin)  without  improve- 
ment. 

On  physical  examination  at  the  time  of 
admission  he  was  found  to  be  retarded  in 
linear  growth.  His  weight  in  relation  to 
his  height  showed  a fair  nutrition.  His 
maturation  ratio  (upper  segment:  lower 
segment)  was  normal  for  the  age.  He 
was  grossly  mentally  retarded,  uncoopera- 
tive, and  hyperactive.  There  was  slight 
microphthalmia  of  the  right  eye  and  a 
large  central  and  pericentral  leukoma  of  the 
cornea  with  a marked  vascular  segment 
on  the  same  side.  The  ears  were  some- 
what low  set,  the  palate  high  arched,  the 
gums  hypertrophic.  There  was  a Grade 
I to  II  soft  apical  systolic  murmur.  There 
was  no  hepatosplenomegaly.  The  rest  of 
the  physical  examination  showed  essentially 
negative  results. 

Roentgenograms  showed  a bone  age 
between  the  third  and  tenth  percentile  for 
the  age.  The  skull  showed  no  abnormali- 
ties, and  there  were  no  intracranial  calcifi- 
cations. An  intravenous  pyelogram 
showed  normal  collecting  systems  bi- 
laterally. 

The  electroencephalogram  showed  dif- 
fuse slowing  which  was  considered  ab- 
normal for  the  age. 

Chromosomal  studies  of  peripheral  leuko- 
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TABLE  I.  Fructose  tolerance  test  after  oral  admin- 
istration of  1 Gm.  fructose  per  kilogram  of  body 
weight 


Case  and 
Time 
(Minutes) 

Total 
Sugar 
(mg.  per 
100  ml.) 

Glucose 
(mg.  per 
100  ml.) 

Fructose 
(mg.  per 
100  ml.) 

Urinary 
Excretion 
of  Fructose 

Patient 

0 

60 

47 

13 

trace 

30 

76 

55 

21 

positive  24- 

60 

104 

70 

34 

positive  3 + 

90 

94 

72 

22 

positive  1 4* 

120 

88 

71 

17 

positive  l-f- 

150 

80 

68 

12 

positive  1 + 

Mother 

0 

59 

51 

8 

negative 

30 

78 

66 

12 

trace 

60 

82 

69 

13 

trace 

90 

72 

60 

12 

trace 

120 

74 

63 

11 

no  specimen 

150 

70 

60- 

12 

trace 

Father 

0 

104 

93 

11 

negative 

30 

114 

103 

11 

negative 

60 

118 

110 

8 

0.5  per  cent 

90 

106 

99 

7 

0.5  per  cent 

120 

100 

90 

10 

negative 

150 

102 

89 

13 

negative 

cytes  showed  a normal  male  chromosomal 
pattern. 

The  laboratory  data  were  as  follows: 
blood  count  14,200,  polymorphonuclear 
leukocytes  58,  lymphocytes  34,  monocytes 
6,  eosinophils  2,  hematocrit  32,  platelets  3 
plus.  The  urine  had  a specific  gravity  of 
1.023;  pH  5;  albumin,  glucose,  and 
acetone  negative.  The  cerebrospinal  fluid 
was  normal,  and  the  VDRL  test  result  was 
negative.  Blood  chemistries  showed  the 
blood  urea  nitrogen  to  be  22  mg.  per  100 
ml.,  carbon  dioxide  20  mEq.  per  liter, 
chlorides  100  mEq.  per  liter,  sodium  134 
mEq.  per  liter,  calcium  8.8  mg.  per  100 
ml.,  inorganic  phosphorus  4.9  mg.  per 
100  ml.,  alkaline  phosphatase  4.2  Bodansky 
units,  fasting  blood  sugar  74  mg.  per  100 
ml.,  cephalin  flocculation  0,  thymol  tur- 
bidity 1.8  units,  and  serum  glutamic 
oxaloacetic  transaminase  20  units. 

Urinalysis  repeated  with  reagent  tablets 
(Clinitest)  instead  of  glucose  oxidase 
showed  the  presence  of  a reducing  sub- 
stance in  the  urine  on  several  occasions. 
The  laboratory  identified  this  as  fructose. 

The  results  of  the  oral  and  intravenous 
fructose  tolerance  tests  on  the  patient  and 
oral  fructose  tolerance  tests  on  both 
parents  are  shown  in  Tables  I and  II. 
Table  II  also  includes  serum  inorganic 
phosphorus  levels  at  the  time  of  the  per- 
formance of  intravenous  fructose  tolerance 
tests  on  the  patient.  The  parents  did  not 


TABLE  II.  Intravenous  fructose  tolerance  test  of 
patient* 

Inor- 


Fruc- 

ganic 

Urinary 

Total 

Glucose 

tose 

Phos- 

Excre- 

Sugar 

(mg. 

(mg. 

phorus 

tion  of 

Time 

(mg.  per 

per  100 

per  100 

(mg.  per 

Fructose 

(Minutes) 

100  ml.) 

ml.) 

ml.) 

100  ml.) 

(Gm.) 

0 

92 

74 

18 

6.0 

0.075 

30 

150 

71 

79 

5.2 

1.000 

60 

105 

68 

37 

5.7 

0.700 

90 

92 

68 

24 

5.9 

2.800 

120 

89 

66 

23 

5.5 

0.880 

150 

90 

79 

21 

1.600 

7.055 

* 1 Gm.  fructose  per  kilogram  of  body  weight  (total  15 

Gm.)  administered  to  patient.  Slow  infusion  for  thirty 
minutes. 

have  any  fructosuria,  and  the  urine  of  the 
patient’s  sibling  when  tested  for  the 
presence  of  fructose  showed  negative  find- 
ings. 

Comment 

The  diagnosis  of  essential  benign  fructo- 
suria is  primarily  based  on  a normal  pat- 
tern of  growth  and  development  and  the 
absence  of  any  signs  or  symptoms  despite 
the  excretion  of  fructose  in  the  urine.  Oral 
fructose  tolerance  tests  after  administra- 
tion of  1 Gm.  of  this  hexose  per  kilogram  of 
body  weight  usually  show  peak  values  of 
more  than  30  mg.  of  fructose  per  100  ml.  of 
serum,  while  10  to  20  per  cent  of  the  in- 
gested sugar  appears  in  the  urine.  It  is 
maintained  that  this  condition  may  be  due 
to  a deficiency  of  hepatic  fructokinase.14-7 
Hereditary  fructose  intolerance  on  the 
other  hand,  first  described  by  Froesch 
et  aZ.,1’3'4  is  characterized  by  severe  patho- 
physiologic disturbances.  There  is  retar- 
dation of  growth  and  development  and 
protracted  vomiting  appears  early.  Sweat- 
ing, somnolence,  and  tremors  follow  inges- 
tion of  fructose.  Hepatosplenomegaly, 
jaundice,  and  progressive  cachexia  have 
been  observed. 

The  biochemical  disturbances  are  char- 
acterized by  hyperfructosemia,  fructosuria, 
hypoglycemia,  and  a significant  and  pro- 
longed fall  of  serum  inorganic  phosphorus 
after  administration  of  fructose.  It  has 
been  postulated  that  the  enzymatic  defect 
in  this  condition  is  reduced  activity  of 
fructose  1 -phosphate  splitting  aldolase  in 
the  liver  ( 1 -phosphofructaldolase ) . 4- 4 

Both  essential  fructosuria  and  hereditary 
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fructose  intolerance  are  inherited  as  auto- 
somal Mendelian  recessives.4 

In  the  case  described  the  retardation  of 
growth  associated  with  convulsions  and 
fructosuria  offered  a superficial  resemblance 
to  hereditary  fructose  intolerance.  The 
convulsions,  however,  did  not  present  any 
of  the  clinical  characteristics  of  hypo- 
glycemic crises.  No  clinical  or  chemical 
hypoglycemia  occurred  at  the  peak  of 
fructosemia  and  the  serum  inorganic  phos- 
phorus remained  essentially  unchanged 
during  the  fructose  tolerance  test.  High 
fructose  levels  during  fructose  administra- 
tion are  associated  with  hypoglycemia  and 
hypophosphatemia  in  hereditary  fructose 
intolerance.3 

It  is  therefore  obvious  that  this  case  is 
not  one  of  hereditary  fructose  intolerance. 
No  other  anomalies  have  thus  far  been 
described  to  accompany  essential  fructo- 
suria, the  biochemical  characteristics  of 
which  the  patient  presented,  in  the  absence 
of  discernible  liver  disease. 

It  is  possible  that  the  case  described 
here  is  a case  of  benign  essential  fructosuria 
in  a patient  who  is  physically  and  mentally 


retarded  because  of  undefined  hereditary, 
intrauterine,  or  perinatal  factors  unrelated 
to  his  metabolic  defect.  The  question 
arises  however,  whether  there  is  some 
undetected  connection  between  the  clinical 
findings  in  this  patient  and  the  abnormal 
metabolism  of  fructose;  if,  in  other  words, 
the  case  described  could  be  a variant  of 
essential  fructosuria,  or  the  enzymatic 
defect  part  of  the  many  aberrations  of 
normal  development  which  the  patient 
sustained  during  an  early  developmental 
stage. 
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Chronic  exposure  to  the  inhalation  of 
benzene  (benzol)  frequently  results  in 
depression  of  one  or  more  elements  of 
the  bone  marrow.1-2  The  period  of  ex- 
posure necessary  to  produce  this  effect 
varies  from  individual  to  individual.  The 
time  interval  between  exposure  and  the 
production  and  clinical  recognition  of  bone 
marrow  elements  may  differ  considerably. 
There  may  be  occasional  stimulation  of  the 
bone  marrow  with  the  presence  of  a leuko- 
cytosis prior  to  the  appearance  of  the  de- 
pression. In  several  instances  acute  leu- 
kemia has  occurred  many  years  after 
benzene  poisoning.3-4  One  patient  ex- 
posed to  benzene  for  thirteen  years  de- 
veloped an  aplastic  anemia  from  which  he 
recovered.  Fifteen  years  after  recovery  he 
developed  acute  leukemia.5  The  develop- 
ment of  myeloid  metaplasia  as  a conse- 
quence of  exposure  to  chronic  benzene  in- 
toxication is  known,6-8  but  the  cases  re- 
ported in  the  literature  are  few  in  number. 
Other  manifestations  such  as  aplastic 
anemia,  leukopenia,  and  leukemia  are  more 
frequently  observed. 

Since  benzene  intoxication  may  still 
represent  a problem  in  certain  industries,  we 
are  presenting  this  unusual  additional  case 


of  myeloid  metaplasia  resulting  from 
chronic  benzene  intoxication.  The  patient 
was  asymptomatic,  and  the  disease  was 
recognized  only  at  the  time  of  an  acute 
condition  necessitating  operation. 

Case  report 

A fifty-year-old  Negro  woman  entered 
the  New  York  Polyclinic  Hospital  on 
September  11,  1963,  with  a diagnosis  of 
right  inguinal  hernia  that  had  suddenly 
become  painful  on  the  day  of  admission. 
She  had  always  enjoyed  good  health  ex- 
cept for  a hysterectomy  in  1945.  She  had 
worked  continuously  as  a hand  presser 
in  several  cleaning  factories  in  Georgia  for 
a period  of  thirty  years  and  had  been  sub- 
jected to  chronic  inhalation  of  cleaning 
fluids  containing  benzene  (benzol)  in  poorly 
ventilated  establishments.8*9  She  had  con- 
tinued to  work  in  cleaning  factories  up  to 
three  weeks  before  admission. 

When  examined  in  the  emergency  room 
of  New  York  Polyclinic  Hospital  she  com- 
plained of  severe  pain  in  the  right  groin. 
She  was  admitted  to  the  surgical  service, 
and  an  emergency  right  inguinal  hernior- 
rhaphy was  performed. 

On  admission  the  patient’s  blood  pres- 
sure was  160/86  mm.  of  mercury,  her  pulse 
was  84  beats  per  minute  and  regular. 
Examination  of  the  eyes,  ears,  nose,  and 
throat  was  unremarkable.  No  lymph 
nodes  were  felt  in  the  cervical,  axillary, 
or  inguinal  regions.  The  lungs  were  clear. 

The  heart  revealed  the  presence  of  a 
Grade  III  systolic  murmur  at  the  apical 
region  propagated  slightly  to  the  left.  The 
abdomen  was  soft  and  nontender.  The 
liver  was  smooth,  nontender,  and  palpable 
4 cm.  below  the  right  costal  margin.  The 
spleen  was  felt  6 to  8 cm.  below  the  left 
costal  margin.  There  was  a firm,  non- 
fluctuant  mass,  easily  reducible,  and  ten- 
der to  touch  in  the  right  inguinal  region. 
The  rectal  and  vaginal  examinations  showed 
negative  results.  The  admitting  hemo- 
globin was  10.2  Gm.  per  100  ml.,  hematocrit 
33,  with  11,250  white  blood  cells,  77  seg- 
mented neutrophils,  22  lymphocytes,  and 
1 eosinophil  per  cubic  millimeter  of  blood. 
The  erythrocyte  sedimentation  rate  was 
24  mm.  per  hour  (Westergren),  the  fasting 
blood  sugar  was  124  mg.  per  100  ml.,  and 
blood  urea  nitrogen  was  9 mg.  per  100  ml. 
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FIGURE  1.  Section  of  liver  tissue  showing  focal  areas  of  extramedullary  hematopoiesis.  (A)  Low-power 
magnification.  (B)  Higher  magnification.  (Hematoxylin  and  Eosin  Stain) 


After  the  right  inguinal  herniorrhaphy, 
the  patient  was  transferred  to  the  medical 
service  because  of  the  findings  of  anemia 
and  hepatosplenomegaly.  The  patient 
was  questioned  again  about  her  past  his- 
tory without  any  additional  information 
being  obtained.  She  denied  any  known 
hematologic  disease  in  her  family  or  in  her 
own  past  history.  She  denied  any  alcohol 
or  drug  intake.  She  again  emphasized 
the  fact  that  she  had  always  worked  in  the 
same  type  of  atmosphere,  “always  breath- 
ing in  the  same  steam  that  had  the  smell 
of  chemicals  and  benzene.” 

Additional  hematologic  study  yielded 
the  following  results:  the  mean  corpuscular 
volume  was  100  cubic  microns,  the  hemo- 
globin 31  micromicro  grams,  reticulocyte 
count  2 per  cent,  and  the  platelet  count 
376,000  per  cubic  millimeter.  The  periph- 
eral smear  revealed  slight  hypochromia, 
moderate  anisocytosis,  poikilocytosis,  many 
macrocytes,  and  a few  target  cells.  The 
sickle  cell  and  lupus  erythematosus  prep- 
arations showed  negative  results.  Liver 
function  studies  showed  the  following: 
the  prothrombin  time  was  sixteen  seconds 
(control  twelve  seconds),  serum  bilirubin 
was  0.6  mg.  per  100  ml.  The  serum  al- 
kaline phosphatase  was  less  than  4 Bo- 
dansky  units,  the  cephalin  flocculation  1 plus 
in  twenty-four  hours,  thymol  turbidity 
9.7  units,  total  serum  proteins  7 Gm.  per 
100  ml.  with  4.5  Gm.  of  albumin  and  2.5 
Gm.  of  globulin,  cholesterol  214  mg.  per 
100  ml.,  transaminase  (SGOT)  16  units, 
and  sulfobromophthalein  6 per  cent  re- 
tention in  forty-five  minutes.  The  serum 
electrolytes  were  within  normal  limits. 

On  September  25,  1963,  a liver  biopsy 


was  performed.  The  report  of  this  study 
showed  a well-preserved  architecture  in 
the  section  of  liver  tissue.  There  were  focal 
areas  with  sinusoidal  dilatation  and  ac- 
cumulation of  immature  hematopoietic 
cells  including  megakaryocytes  within  the 
sinusoidal  space.  The  interpretation  of 
the  section  was  liver  tissue  consistent  with 
myeloproliferative  disorder  (Fig.  1).  A 
bone  marrow  aspiration  was  performed  on 
October  3,  1963.  There  was  diminished 
cellularity  throughout  the  marrow  with 
increased  fat  present.  The  erythroid 
series  was  revealed  to  be  undergoing  normo- 
blastic maturation.  The  myeloid  series 
revealed  a distinct  shift  to  the  left  with  an 
increase  in  promyelocytes  suggesting  a 
maturation  arrest.  No  foreign  cells  were 
seen.  The  megakaryocytes  were  diminished 
in  number.  The  bone  marrow  was  inter- 
preted as  being  hypoplastic  and  compatible 
with  a diagnosis  of  myeloid  metaplasia. 

Comment 

The  presentation  of  this  case  is  of  in- 
terest for  several  reasons.  As  stated  in  the 
introduction  it  re-emphasizes  the  potential 
danger  of  the  inhalation  of  a toxin  which 
may  produce  marrow  hypoplasia  or  aplasia. 
Benzene,  sometimes  called  benzol,  has  been 
used  extensively  in  industry  because  of  its 
solvent  property  for  rubber,  gums,  resins, 
and  fats.  It  is  not  to  be  confused  with 
benzine,  a mixture  of  short-changed  ali- 
phatic hydrocarbons. 

Also  of  importance  is  the  relationship 
between  the  development  of  myeloid  meta- 
plasia and  chronic  benzol  intoxication. 

Myeloid  metaplasia  occurs  frequently 


September  1,  1965  / New  York  State  Journal  of  Medicine  2261 


in  association  with  long-standing  polycy- 
themia vera.10  It  is  classified  as  one  of 
the  group  of  myeloproliferative  disorders.11 
It  is  considered  to  be  a compensatory 
mechanism  on  the  part  of  the  reticulo- 
endothelial system  to  replace  the  function 
of  a failing  or  exhausted  marrow  with  ex- 
tramedullary production  of  all  the  marrow 
elements.  Other  diseases  in  which  matura- 
tion arrest  or  excessive  marrow  function 
have  resulted  in  marrow  failure  have  also 
been  associated  with  myeloid  metaplasia. 
One  of  us  recently  saw  a severe  case  of  un- 
treated pernicious  anemia  in  which  a liver 
biopsy  revealed  extensive  myeloid  meta- 
plasia prior  to  therapy  with  vitamin  Bi2.  It 
appears  that  myeloid  metaplasia  may  de- 
velop as  a response  to  long-standing  depres- 
sion of  the  marrow  due  to  chronic  intoxi- 
cation or  chronic  overactivity. 

Summary 

A case  of  chronic  exposure  to  benzol  with 
development  of  myeloid  metaplasia  is 


Tips  on  bathroom  safety 

Don’t  slip-up  on  bathroom  safety,  says  a re- 
cent issue  of  Today’s  Health,  the  magazine  of 
the  American  Medical  Association.  The  mag- 
azine gives  the  following  pointers  on  bathroom 
safety: 

Use  suction-type  bath  mats  or  non-slip  strips 
in  tubs  and  shower  stalls. 

Install  wall-mounted  grab  bars  or  hand  rails 
near  showers  and  tubs. 

Use  skid-proof  mats  on  the  bathroom  floor. 
Avoid  accident-dealing  scatter  rugs. 

Fasten  shower  curtain  rod  securely.  You 
might  grab  for  the  curtain  if  you  slip. 

Teach  your  children  to  turn  on  the  cold 
water  tap  first,  then  adjust  the  hot  water  to 
proper  temperature.  This  will  help  avoid 
scalds. 


presented.  The  implications  of  this  case 
in  regard  to  both  industrial  hazards  and  to 
the  pathogenesis  of  myeloid  metaplasia 
are  briefly  discussed. 
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Electricity  sometimes  causes  fatal  bathroom 
shocks  because  water  is  an  excellent  conductor. 
Never  touch  an  electrical  fixture  with  damp 
hands  or  while  sitting  or  standing  in  water. 
Keep  all  electrical  fixtures  out  of  reach  of  the 
tub. 

Keep  a special  container  for  discarded  razor 
blades.  Never  drop  them  in  the  waste  basket. 

Use  plastic  glasses  and  containers  in  the  bath- 
room as  much  as  possible.  Slivers  of  broken 
glass  can  slash  bare  feet. 

Locks  on  doors  can  trap  young  children.  Be 
sure  your  bathroom  door  can  be  opened  from 
the  outside  in  an  emergency. 

Plastic  or  safety  glass  in  shower  stall  doors 
may  prevent  cuts  should  you  slip  and  fall 
against  the  door. 

Store  medicines  and  chemicals  safely  beyond 
the  reach  of  children. 
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CASE  I.  TEMPERATURE  CHART 
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FIGURE  1.  Case  1.  Temperature  chart  (Fahren- 
heit). 


fever  due  to  potassium  iodide  prompted 
this  report  to  call  attention  again  to  this 
toxic  reaction  to  a ubiquitous  therapeutic 
agent. 


Drug  fever  is  an  essential  and  often 
neglected  consideration  in  dealing  with 
any  patient  presenting  signs  and  symptoms 
of  a “fever  of  unknown  etiology. ” The 
list  of  agents  responsible  is  extensive. 
Iodides  are  included  in  such  a com- 
pendium.1-2 Individual  reports  relating 
iodides  to  such  a reaction  are  uncommon, 
particularly  in  the  recent  literature. 

Iodides  have  been  used  in  various  forms 
for  many  years.  These  are  principally  as 
inorganic  iodides,  either  as  the  sodium  or 
potassium  salt,  chiefly  now  for  then- 
expectorant  action  and  in  the  treatment  of 
thyroid  disease.  In  addition,  the  organic 
iodides  are  widely  used  in  radiology  as 
contrast  media.  Reactions  to  these  ther- 
apeutic and  diagnostic  agents  are  well 
documented  in  both  the  rarely  encountered 
acute  hypersensitivity  and  the  dose-de- 
pendent  forms.  Iodide  toxicity  may  occur 
as  a widespread  and  occasionally  life- 
threatening  syndrome. 3 - 4 Infrequently,  the 
reaction  is  that  of  fever  unaccompanied  by 
other  signs  or  symptoms.5-8  In  the 
absence  of  other  evidence  of  drug  reaction, 
the  fever  often  is  ascribed  to  suspected 
infection.  This  is  particularly  probable  in 
situations  in  which  expectorants  are  used, 
for  pulmonary  infection  is  usually  present 
or  impending. 

Recent  experience  with  2 patients  with 


Case  reports 

Case  1.  A fifty-five-year-old  white  male 
entered  the  U.S.  Public  Health  Service 
Hospital,  Boston,  Massachusetts,  on  Octo- 
ber 28,  1961,  for  repair  of  an  inguinal 
hernia.  His  past  history  was  not  pertinent, 
and  he  had  no  known  allergies.  It  was 
not  known  whether  or  not  he  had  taken 
iodides  previously. 

An  initial  evaluation  was  suggestive  of  a 
urinary  tract  infection,  no  other  abnormal- 
ity being  noted.  The  patient  was  afebrile 
on  admission  and  remained  so  until 
November  4,  1961,  one  day  after  surgery. 
On  November  3,  1961,  a right  inguinal 
herniorrhaphy  was  performed  under  spinal 
anesthesia  without  difficulty.  The  follow- 
ing day  the  oral  temperature  was  100  F., 
and  although  there  were  no  specific  signs 
of  respiratory  abnormality,  it  was  felt 
that  he  might  have  some  atelectasis  due  to 
inspissated  secretions.  Therefore,  SSKI 
(saturated  solution  of  potassium  iodide)  in 
dosage  of  10  drops  four  times  daily  was 
administered  as  an  expectorant.  At  this 
time  there  were  no  signs  of  infection. 
The  oral  temperature  remained  between 
100  and  101  F.  for  the  next  six  days. 
On  the  seventh  postoperative  day  the 
patient  began  to  have  shaking  chills  and  a 
temperature  spiking  as  high  as  104  F. 
(Fig.  1).  During  this  time  careful  search 
for  infection  was  unrewarding.  Although 
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FIGURE  2.  Case  2.  Temperature  chart  (Fahren- 
heit). 


the  wound  appeared  to  be  healing  well, 
it  was  suspected  that  the  fever  might  be 
due  to  staphylococcal  septicemia  incident 
to  surgery,  and  treatment  was  started  with 
chloramphenicol  and  erythromycin.  There 
was  no  response  to  the  antibiotics.  On 
the  fifteenth  postoperative  day,  all  medica- 
tions were  discontinued;  the  patient  was 
afebrile  on  the  next  day. 

After  another  week  of  observation  during 
which  there  was  no  further  fever,  the 
patient  was  given  a test  dose  of  10  drops 
of  SSKI,  and  eighteen  hours  later  his  oral 
temperature  rose  to  101  F.  returning  to 
normal  spontaneously.  A repeat  test  dose 
several  days  later  again  produced  a tran- 
sient fever.  The  remainder  of  the  patient’s 
course  was  uneventful,  and  he  was  able 
to  leave  the  hospital  and  return  to  work 
without  difficulty. 

Case  2.  A fifty-two-year-old  white  fe- 
male with  hypertensive  cardiovascular  dis- 
ease was  admitted  to  the  U.S.  Public 
Health  Service  Hospital,  Boston,  Mas- 
sachusetts, on  April  19,  1963,  for  control  of 
congestive  heart  failure. 

The  patient  had  a cough  productive  of 
white  sputum,  and  on  examination  a few 
ronchi  were  heard  on  auscultation  of  the 
lungs.  The  patient  was  given  SSKI,  10 
drops  four  times  daily,  as  an  expectorant. 
Other  medications  included  digitoxin,  re- 
serpine,  hydrochlorothiazide,  and  potassium 
chloride. 


The  patient  was  afebrile  for  the  first 
two  hospital  days.  Late  on  the  third  day 
the  oral  temperature  rose  to  101  F. 
and  thereafter  ran  a spiking  course  with 
levels  as  high  as  105  F.  (Fig.  2).  During 
this  period  an  intensive  search  for  infection 
was  made,  but  none  could  be  found.  The 
patient  had  no  previous  history  of  sensi- 
tivity to  iodides.  At  no  time  were  other 
symptoms  suggestive  of  iodide  reaction 
present;  in  particular,  there  was  no  rash. 

Drug  fever  was  suspected,  and  all 
medications  except  digitoxin  were  dis- 
continued on  the  eighth  hospital  day. 
The  patient  then  became  afebrile  within 
twelve  hours  and  remained  so. 

Because  of  the  previous  experience  with 
Case  1,  it  was  suspected  that  SSKI  was  the 
cause  of  the  fever.  Therefore,  after  being 
completely  afebrile  for  seven  days,  the 
patient  was  given  a test  dose  of  5 drops  of 
SSKI.  Twenty  hours  later,  the  oral  tem- 
perature rose  to  100.6  F.  This  soon 
returned  to  normal.  There  was  no  further 
fever,  and  the  patient  was  discharged 
without  incident. 

Comment 

The  mechanism  of  iodism  is  unknown. 
Theories  include  disturbance  of  the  col- 
loidal equilibrium  of  body  fluids,  anaphy- 
laxis, increased  permeability  of  the  blood 
vessels,  and  heightened  autolytic  and 
proteolytic  processes.3  In  some  patients 
under  treatment  with  iodides,  hyper- 
sensitivity to  the  element  may  develop. 
This  may  be  clinically  manifest  as  poly- 
arteritis nodosa  with  rash,  fever,  arthral- 
gias, myalgia,  lymphadenopathy,  and 
eosinophilia.4-9  The  destructive  vascular 
lesions  are  believed  to  arise  from  the 
union  of  the  iodide  with  plasma  protein 
forming  an  antigen.  The  resultant  stim- 
ulation of  specific  antibody  production 
and  the  antigen  antibody  interaction  pro- 
duces the  localized  necrotizing  vasculitis.4 

Fever,  without  other  allergic  manifes- 
tations, may  develop  during  therapy  with 
iodides.  The  fever  continues  until  the 
drug  is  discontinued  and  usually  will 
reappear  with  a second  administration. 2 
In  acute  episodes  of  iodism,  fever  has  been 
a common  feature.  In  a series  of  9 pa- 
tients10 it  appeared  between  the  second 
and  eighteenth  day  after  medication  was 
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begun,  ranging  between  101  and  105  F. 
In  1 patient,  the  fever  persisted  for  twelve 
days  after  the  drug  was  discontinued. 

Toxic  reactions  are  not  necessarily  a 
true  allergy.2  An  allergic  reaction  to  a 
drug  does  not  occur  on  the  initial  exposure. 
However,  it  is  possible  for  this  initial 
exposure  to  have  been  in  utero  or  via  the 
mother’s  milk.  Persistence  of  the  drug 
within  the  patient  may  also  act,  in  effect, 
as  a second  exposure.  Most  drugs  and 
simple  chemical  substances,  which  produce 
a noncontact  type  of  allergic  manifestation, 
give  negative  skin  test  results.  The 
diagnosis  must  be  made  by  the  cautious 
administration  of  small  amounts  of  the 
drug  as  a clinical  test.  It  was  on  this 
basis  that  the  diagnosis  was  established  in 
both  of  the  patients  reported  herein. 

The  significant  aspect  of  our  experience 
with  these  patients  was  that  a febrile  course 
developed  while  the  patient  was  receiving 
drugs,  including  potassium  iodide.  An 
exhaustive  search  for  a possible  infectious 
agent  was  made;  in  one  instance,  the 
patient  received  antibiotics  because  of  the 
mistaken  impression  that  there  was  an 
infectious  etiology.  This  exposed  the  pa- 
tient to  the  potential  additional  toxic  effects 
of  the  antibiotics  selected.  The  recognition 
of  the  drug  reaction  to  potassium  iodide 
in  the  first  patient  aroused  suspicion  and 


Growth  rates  of  cancer 
in  the  elderly 

The  basic  nature  of  cancer  is  a certain  degree 
of  loss  of  control  by  the  body  over  the  processes 
of  tissue  replacement  and  repair,  states  Ian 
MacDonald,  M.D.,  in  a recent  issue  of  the 
Journal  of  the  American  Geriatrics  Society. 
The  loss  of  control  of  tissue  growth  is  variable, 
producing  certain  tumors  characterized  by 
rapid  growth  rates  while  in  others,  the  rate  is 
relatively  slow.  In  the  elderly  patient,  the 
growth  rate  tends  to  be  slower  than  that  of  a 
cancer  in  the  same  organ  or  tissue  of  a patient 
in  a younger  age  bracket.  Also,  there  is  a 
difference  between  these  age  groups  in  the 
biological  impact  the  cancer  has  on  the  body. 
In  the  older  patient  this  impact  is  generally 


thus  helped  establish  the  diagnosis  in  the 
second. 

Summary 

Two  patients  with  febrile  reactions  to 
potassium  iodide  are  reported.  It  is 
evident  that  this  toxic  manifestation  of  a 
drug  in  common  usage  is  apt  to  be  readily 
overlooked,  particularly  in  the  absence  of 
an  associated  eruption  and  in  situations 
in  which  other  potential  causes  of  fever 
are  present.  The  importance  of  suspecting 
even  an  apparently  innocuous  drug  as  the 
cause  of  fever  is  emphasized. 
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milder  than  it  is  in  younger  patients,  and  the 
symptoms  are  generally  less  severe.  The  pri- 
mary lesions  in  the  elderly  are  likely  to  be  more 
extensive,  but  the  older  host  tolerates  this 
lesion  remarkably  well.  This  difference  be- 
tween older  and  younger  cancer  patients,  which 
is  clinically  more  important  than  the  growth 
rate,  is  sometimes  erroneously  interpreted  as  a 
slow  rate  of  growth. 

Oft  the  other  hand,  there  are  some  instances 
where  an  actual  slow  rate  of  tumor  growth 
accounts  for  the  relative  absence  of  symptoms. 
This,  of  course,  is  not  invariably  true. 

Contrary  to  popular  opinion,  cancer  is  not  a 
process  totally  independent  of  all  bodily  con- 
trols. It  represents  varying  degrees  of  dis- 
turbance in  the  system  of  checks  and  balances 
maintaining  the  delicate  equilibrium  between 
tissue  loss  and  tissue  replacement  which  makes 
neoplastic  growth  possible. 
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Although  ovarian  tumors  in  children  are 
infrequently  encountered,  the  ovary, 
nevertheless,  is  probably  the  most  common 
seat  of  cysts  and  neoplasms  in  childhood.1 
Such  tumors  present  themselves  often 
enough  to  warrant  consideration  in  the 
differential  diagnosis  of  abdominal  symp- 
toms. The  high  incidence  of  strangulation 
secondary  to  a twisted  pedicle  is  not  gen- 
erally appreciated.  A review  of  the  litera- 
ture and  2 cases  which  illustrate  the  salient 
clinical  features  are  presented  in  this  re- 
port. 

Historical  review 

The  earliest  case  in  the  available  litera- 
ture, of  resection  of  an  ovarian  tumor  in  a 
child  was  reported  by  Giraldes  in  1867. 2 
The  patient,  a fifteen-year-old  girl  with  a 
dermoid  tumor,  died  several  days  after 
the  operation.  One  year  later,  Bryant3  ex- 
cised a large  multilocular  cyst  in  a fourteen- 
year- old  girl  who  survived.  He  was  not 
aware  of  any  other  instance  of  a like  kind 
having  previously  been  recorded.  A cele- 
brated case  was  the  removal  of  a 61-pound 
cyst  from  an  eleven-year-old  girl  by 
Marion  Sims,  M.D.  in  1883. 4 

A collective  review  of  ovarian  tumors  by 
Wiel  in  1905, 5 included  60  cases  in  infants  and 
children.  Subsequent  reports  by  Downes 
(1921 ) 6 and  Loeb  and  Levy  (1932), 7 increased 
the  total  to  121  cases.  A full  review 
of  the  world  literature  by  Witzberger  (1937), 8 
yielded  a total  of  186  cases  in  children. 


Charache9  added  another  71  cases  in  1958. 
Since  that  time,  accelerating  numbers  of  re- 
ports have  appeared  in  the  literature.10-17 
Several  cases,  not  previously  reported, 
can  be  found  in  recent  books.18-20  We 
have  uncovered  one  large  series  of  60  cases 
in  a monograph  published  in  1891,  prior 
to  Wiel’s  review  in  1905, 21  and  the  cases 
listed  are,  for  the  most  part,  not  covered 
by  Wiel.  Additional  uncollected  cases 
are  sometimes  found  in  reports  dealing  with 
all  tumors  of  childhood.  22-23  It  is  there- 
fore apparent  that  an  accurate  total  num- 
ber of  pediatric  ovarian  tumors  thus  far  is 
difficult  to  state  with  certainty;  about  400 
cases  is  a conservative  estimate. 

Type  and  incidence  of  tumors 

Benign  teratomas,  the  bulk  of  which  are 
dermoid  cysts,  are  the  most  common  tumors 
of  the  ovary  in  pediatric  subjects.  The 
non-neoplastic  cysts  are  almost  as  com- 
mon, and  both  these  groups  comprise  about 
60  to  70  per  cent  of  ovarian  tumors  in 
children.  Many  pathologists  no  longer 
use  the  term  “dermoid”  since  they  con- 
sider that  dermoids  can  be  verified  as  tera- 
tomas, if  care  is  taken  to  do  a thorough 
histologic  study  to  demonstrate  the  pres- 
ence of  tissue  which  arises  from  germ  layers 
other  than  the  usual  ectodermal  compo- 
nents. 18 

A small  percentage  of  tumors  includes 
the  less  common  benign  neoplasms,  such  as 
cystadenoma,  and  hemangioma.  About 
25  to  30  per  cent  of  the  tumors  are  malig- 
nant, mainly  teratocarcinoma,  embryonal 
carcinoma,  granulosa  cell  tumors,  and 
dysgerminoma.  The  metastatic  potential 
of  these  tumors  is  variable.  Granulosa 
cell  tumors  are  frequently  curable  by  local 
excision.  However,  a five-year  survival 
does  not  always  signify  a cure,  since  metas- 
tases  may  become  evident  many  years 
later. 

Clinical  considerations 

The  manifestations  of  ovarian  tumors 
which  may  suggest  the  diagnosis  are: 

Enlargement  of  the  abdomen.  A 
mass  with  discreet  outline  is  not  always 
felt,  especially  if  it  is  cystic.  Bimanual 
recto-abdominal  examination  may  disclose 
the  tumor,  but  differentiation  from  mesen- 
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teric  cysts,  duplication  cysts,  urachal  cysts, 
and  other  intra-abdominal  tumors  is  often 
impossible.  In  one  girl,  ten  years  old, 
the  tumor  was  mistaken  for  a pregnancy.24 

Pressure  on  other  organs.  Impinge- 
ment on  the  ureters,  bladder,  or  intestine 
may  result  in  disturbance  of  urination, 
digestion,  or  defecation.  The  larger  tu- 
mors may  cause  respiratory  distress. 

Sexual  aberrations.  Sexual  precocity 
is  suggestive  of  granulosa  cell  tumors  or, 
more  rarely,  functioning  ovarian  cysts. 
Dysgerminomas  may  be  associated  with 
pseudohermaphroditism  and  genital  hypo- 
plasia. 

Torsion  of  pedicle.  Torsion  of  pedicle 
is  a frequent  complication  which  leads  to 
the  diagnosis  of  an  ovarian  tumor  by 
mandating  a surgical  exploration.  Steel25 
reviewed  25  cases  of  ovarian  torsion  up  to 
the  year  1931.  By  1944,  approximately 
125  cases  were  reported.  26  -28  From  1944 
to  the  present  we  have  noted  an  additional 
36  cases  which  specifically  mention  the 
presence  of  torsion,  making  a total  of  161 
cases.4,10,13-15,29,30  It  would  appear,  there- 
fore, that  at  least  40  per  cent  of  ovarian 
tumors  in  children  undergo  torsion  of  the 
pedicle  and  varying  degrees  of  strangula- 
tion. The  incidence  of  this  complication  is 
much  lower  in  the  neonatal  period.31 
Rupture  with  peritonitis  has  been  reported 
in  several  cases. 

The  diagnosis  of  twisted  ovarian  tumors 
is  not  frequently  made  preoperatively  be- 
cause of  unawareness  of  the  possibility  of 
an  ovarian  tumor  and  the  intermittent 
subacute  or  chronic  nature  of  the  signs 
and  symptoms  in  many  cases.  Twisting 
and  untwisting  of  the  pedicle  may  occur 
over  a period  of  many  months,  or  longer. 
The  patient  has  acute  or  subacute  lower 
abdominal  pain  alternating  with  asymp- 
tomatic periods.  The  acute  attacks  may 
simulate  other  surgical  or  nonsurgical  condi- 
tions. Appendicitis  and  intestinal  obstruc- 
tion are  frequent  preoperative  diagnoses 
which  prompt  thesurgery . Lower  abdominal 
tenderness,  elevation  of  temperature,  and 
a rise  in  leukocyte  count,  are  not  sufficiently 
specific  to  indicate  a strangulating  ovary. 
However,  a syndrome  of  periodic  paroxys- 
mal abdominal  pain,  often  with  vomiting, 
should  alert  the  clinician  to  the  possibility 
in  the  differential  diagnosis.  A plain  x- 
ray  film  of  the  abdomen  may  disclose  the 


FIGURE  1.  Case  1.  Teratoma  of  the  right  ovary 
represented  by  a calcific  density  containing  rudi- 
mentary teeth. 


presence  of  calcification  or  teeth  in  a 
teratoma  (Fig.  1). 

Case  reports 

Case  1.  A seven-year-old  white  female 
was  admitted  to  the  Flower  and  Fifth 
Avenue  Hospitals  on  April  28,  1961.  Two 
days  prior  to  admission  she  experienced 
anorexia  and  generalized  abdominal  pain. 
Eight  hours  later  the  pain  localized  to  the 
lower  abdomen,  and  she  began  to  vomit 
intermittently.  Examination  at  this  time 
revealed  a soft  abdomen  and  mild  right 
lower  abdominal  tenderness  on  deep  palpa- 
tion. Since  she  had  had  two  previous 
episodes  of  a similar,  but  milder,  nature 
during  the  past  year,  she  was  treated  at 
home  by  her  physician.  The  temperature 
did  not  rise  above  100  F.  She  was  hos- 
pitalized after  the  symptoms  became  pro- 
gressively worse.  There  was  no  bowel 
evacuation  since  the  onset  of  symptoms. 

Past  history.  Her  past  history  showed 
normal  delivery,  growth,  and  development, 
and  no  serious  illnesses  or  operations. 

Examination.  The  patient  was  in  mod- 
erate distress  complaining  of  lower  ab- 
dominal pain.  The  abdomen  was  soft, 
not  distended,  and  no  abnormal  masses 
were  felt.  There  was  tenderness  of  the 
lower  abdomen  with  rebound  tenderness  on 
the  right  side.  The  pulse  was  120  per 
minute,  blood  pressure  108  70  mm.  Hg, 
respiration  30  per  minute,  temperature 
99.2  F. 

The  positive  laboratory  findings  were: 
white  blood  count,  29,300,  with  93  neu- 
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FIGURE  2.  Case  1.  Microscopic  section  of  ter- 
atoma of  the  ovary  shows  the  presence  of  glandular 
tissue  resembling  pancreas  (lower  left)  and  carti- 
lage. 

trophils,  5 lymphocytes,  2 monocytes; 
and  urine,  3 plus  acetone,  20  to  25  white 
blood  cells  per  high  power  field.  A plain 
x-ray  film  of  the  abdomen  revealed  a calci- 
fied density  1 inch  in  diameter,  situated  on 
the  right  side  of  the  pelvis,  a portion  of 
which  had  the  appearance  of  rudimentary 
tooth  structure  (Fig.  1). 

The  preoperative  diagnosis  considered 
the  possibility  of  acute  appendicitis  in 
addition  to  an  ovarian  teratoma.  The 
patient  was  hydrated  and  explored  on  the 
day  of  admission  through  a right  lower 
abdominal  transverse  incision.  The  ap- 
pendix was  normal.  There  was  a firm 
kidney-shaped  hemorrhagic  mass,  9 by  4 
cm.,  which  replaced  the  right  ovary  and  was 
suspended  by  a twisted  pedicle.  At  one 
pole  of  the  mass  there  was  a bony  portion, 
2.5  by  1.5  cm.,  and  at  the  other  pole  there 
was  a cystic  cavity  containing  yellow, 
thick  material.  Appendectomy  and  right 
salpingo-oophorectomy  was  performed. 
The  patient  had  an  uneventful  postopera- 
tive course  and  left  the  hospital  eight  days 
after  surgery.  Microscopic  diagnosis  was 


benign  hemorrhagic  teratoma  with  cyst 
formation  (Fig.  2). 

Case  2.  A ten-year-old  white  female 
was  admitted  to  Flower  and  Fifth  Avenue 
Hospitals  on  May  16,  1962,  with  a 

twenty-four  hour  history  of  intermittent 
right  lower  abdominal  pain,  anorexia, 
and  vomiting.  Abdominal  examination 
disclosed  a mild  right  lower  quadrant 
tenderness  without  muscle  spasm.  Rectal 
examination  was  noncontributory.  Two 
and  one-half  months  prior  to  admission 
the  child  had  had  a similar  episode  which 
subsided.  The  pulse  was  90  per  minute, 
temperature  100  F.,  white  blood  count  14,- 
150,  with  50  neutrophils  42  lymphocytes, 
and  8 monocytes.  The  clinical  evaluation 
favored  the  diagnosis  of  subsiding  ap- 
pendicitis or  mesenteric  adenitis.  The 
day  after  admission  the  patient  was  hungry, 
there  were  no  complaints  or  abdominal 
signs,  and  the  elevated  white  count  had 
subsided.  She  was  discharged  on  May  18, 
1962.  The  symptoms  recurred  twelve 
hours  later,  and  she  was  readmitted  to  the 
hospital  on  the  following  day.  Examina- 
tion at  this  time  revealed  a soft  abdomen, 
moderate  lower  abdominal  tenderness,  and 
minimal  spasm  in  the  right  lower  quadrant. 
No  masses  were  palpable.  The  tempera- 
ture was  100.2  F.,  white  blood  count 
10,500,  neutrophils  72,  lymphocytes  25, 
monocytes  3,  and  urine  not  remarkable.  A 
chest  x-ray  film  showed  normal  findings. 

The  preoperative  diagnosis  was  acute 
appendicitis  or  mesenteric  adenitis.  Oper- 
ation on  May  19,  1962,  via  a right  trans- 
verse lower  abdominal  incision,  disclosed 
a 6-cm.  egg-shaped,  strangulated,  right 
ovarian  cystic  tumor.  Two  slightly  ele- 
vated areas  contained  hairs.  An  ap- 
pendectomy and  right  salpingo-oopho- 
rectomy was  performed.  The  microscopic 
diagnosis  of  the  ovarian  tumor  was  benign 
teratoma  (dermoid)  (Fig.  3).  The  post- 
operative course  was  uncomplicated  and  the 
child  left  the  hospital  seven  days  after 
surgery. 

Comment 

It  is  noteworthy  that  in  both  of  the 
cases  presented  here,  there  was  a history  of 
previous  similar  abdominal  pain  attacks 
which  subsided  spontaneously.  It  is  not 
unlikely  that  the  abatement  of  the  pain 
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FIGURE  3.  Case  2.  Microscopic  section  of 
benign  teratoma  showing  squamous  epithelium 
with  hair  follicle  bed  and  sebaceous  glands. 


coincided  with  the  untwisting  of  a torsion  of 
the  pedicle  of  the  ovarian  tumor.  When  a 
definite  diagnosis  cannot  be  made  in  a child 
with  repeated  episodes  of  unilateral  lower 
abdominal  pain  perhaps  associated  with 
vomiting  and  elevation  of  temperature  or 
white  blood  count,  we  are  inclined  to  sup- 
port a surgical  exploration.  Such  a policy 
will  enable  the  surgeon  to  preserve  many 
ovaries  containing  non-neoplastic  cysts 
with  a resection  of  the  cysts  before  the 
ovary  is  destroyed  by  complete  strangula- 
tion. 

Summary 

Ovarian  tumors  in  children  present  them- 
selves with  sufficient  frequency  to  warrant 
consideration  in  the  differential  diagnosis  of 
abdominal  symptoms. 

Two  cases  of  strangulated  ovarian  tumors 
are  presented  together  with  the  salient 
clinical  features.  Unilateral  lower  ab- 
dominal pain  in  a child  with  a history  of 
previous  attacks  of  paroxysmal  pain  is 
highly  suggestive  of  the  diagnosis  of  an 
ovarian  tumor  with  twisted  pedicle.  Surgi- 


cal exploration  is  recommended  in  such 
cases. 

The  literature  of  ovarian  tumors  in  in- 
fancy and  childhood  is  reviewed  with 
particular  reference  to  those  with  torsion  of 
the  pedicle. 
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Poisonings  Due  to 
Mace  (Nutmeg),  Furniture 
Polish,  and  Lead 


T he  following  incidents  have  been  re- 
ported  to  the  City  of  New  York  Depart- 
ment of  Health  Poison  Control  Center. 

Mace  (nutmeg)  intoxication 

On  November  4,  1963,  an  inquiry  was 
made  to  the  Poison  Control  Center  on  the 
management  of  mace  (nutmeg)  intoxication 
which  was  reported  by  Jacob  Horowitz, 
M.D.,  the  Medical  Director  of  the  Depart- 
ment of  Correction,  of  which  Rikers  Island, 
a penal  institution  for  adolescent  inmates, 
is  a part. 

Case  1.  The  victim  was  an  eighteen- 
year-old  male  inmate  who  had  a previous 
history  of  drug  abuse  since  the  age  of  fifteen 
years.  He  reportedly  used  heroin  and 
barbiturates.  The  patient  acquired  the 
habit  during  a confinement  at  Riverside 
Hospital,  a facility  for  the  treatment  of 
juvenile  narcotic  addicts.  He  initially  ob- 
tained the  drug  at  Riverside  from  another 
inmate  who  also  taught  him  how  to  mix  the 
spice  with  water.  The  patient  also  related 
to  the  attending  physician  that  the  effect 
produced  by  this  concoction  was  similar  to 
the  effect  which  he  obtained  from  taking 
marijuana.  According  to  the  reporting 
physician  the  patient  gave  the  following 
story: 

On  October  26,  1963,  he  obtained  a half  can 


of  mace  from  another  inmate  who  was  being 
discharged.  The  can  was  a standard  size  3 
by  2.5  by  1 inches.  He  made  a solution  of 
the  spice  and  drank  it  all  at  5:30  a.m.  At 
10:00  a.m.  he  felt  hot,  dizzy,  and  weak.  He 
was  taken  to  the  Rikers  Island  infirmary  and 
was  seen  by  the  physician.  The  boy  was  in 
shock  at  the  time  but  responded  readily. 
The  physician  called  the  Poison  Control 
Center  for  advice.  After  he  returned  to 
normalcy  the  patient  complained  of  a heavy 
feeling  in  his  abdomen.  He  was  rational  and 
answered  whatever  questions  were  put  to  him 
by  the  physician.  The  patient  apparently 
made  a complete  and  rapid  recovery. 

Comment.  Mace  contains  a mixture  of 
essential  oils.  Nutmeg  contains  from  7 to 
16  per  cent  of  oxygenated  volatile  oil  and 
about  35  per  cent  of  fatty  oil.  This  product 
is  widely  used  in  the  flavoring  of  foods 
because  of  its  stimulating  aromatic  and  car- 
minative effects.  The  adult  dose  is  0.5 
Gm.,  and  the  ingestion  of  4 to  5 Gm.  of 
nutmeg  has  been  reported  to  be  toxic.  The 
toxicity  is  reportedly  due  to  the  presence  of 
myristicin  (Cn  H12  03).  The  combination 
of  volatile  oils  of  nutmeg  and  mace  is  prac- 
tically identical.  Nutmeg  oil  is  derived 
from  the  dry  kernel  of  the  seed  and  mace 
from  the  dried  exterior  coating  of  the  brown 
shell  which  contains  the  seed.  Nutmeg  is 
particularly  dangerous  because  of  its  action 
on  the  central  nervous  system. 

The  following  symptoms  have  been  re- 
ported from  the  ingestion  of  1 to  5 nuts: 
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headache,  dizziness,  flushing  of  face  and 
sometimes  swelling  of  face  and  eyelids, 
numbness  of  limbs,  thirst,  disorientation, 
stupor,  abdominal  pains,  vomiting,  oliguria, 
cold  perspiration,  and  clammy  skin.  It 
may  also  be  mentioned  that  nutmeg  is  being 
used  as  an  abortifacient  but  is  of  doubtful 
efficacy.  Symptoms  may  be  delayed  and 
will  appear  from  one  to  six  hours  later. 

In  the  New  England  Journal  of  Medicine 
Payne*  describes  2 cases  of  nutmeg  intoxi- 
cation in  2 male  college  students  nineteen 
and  twenty  years  of  age  respectively.  They 
invested  2 tablespoonfuls  (14  Gm.)  of  a 
commercially  available  powdered  nutmeg 
suspended  in  a glass  of  milk  which  was 
recommended  to  them  in  the  belief  that  it 
will  provide  a mental  state  similar  to  ethanol 
intoxication  without  the  use  of  alcohol. 
About  five  hours  following  the  swallowing 
of  this  concoction  the  students  experienced 
an  unreal  or  dreamlike  mental  state. 
About  twelve  hours  following  ingestion 
they  had  extreme  drowsiness  which  lasted 
for  about  twenty-four  hours,  and  the  state 
of  unreality  in  these  cases  lasted  for  about 
sixty  hours.  In  both  cases  recovery  was 
uneventful. 

The  common  denominator  in  most  of  the 
reported  cases  of  nutmeg  poisoning  is  the 
exhilarating  effect  such  as  excitation  on  the 
central  nervous  system.  While  the  symp- 
toms and  euphoria  may  be  bizarre  and 
alarming,  an  uneventful  recovery  usually 
follows  and  fatalities  are  rare.  There  is  no 
specific  antidote  for  nutmeg  intoxication, 
and  the  treatment  is  in  the  main  supportive 
and  symptomatic  including  gastric  lavage. 

Inmates  of  hospitals  of  penal,  corrective, 
and  mental  institutions  and  also  military 
personnel  have  been  found  to  be  indefatig- 
ably  ingenious  in  diversion  of  products 
found  in  institution  pharmacies,  paint 
shops,  hobby  classes,  garages,  mortuaries, 
and  so  forth,  in  attempts  to  obtain  real  or 
fancied  stimulatory  effects  from  their  in- 
halation, eating,  or  injection.  The  kitchens 
of  such  institutions  should  be  added  to  the 
areas  which  must  be  carefully  screened  and 
constant  vigilance  maintained.  In  addi- 
tion to  nutmeg  we  have  had  reports  from 
institutions  involving  vanilla  extract 
“wood”  alcohol,  and  solvents.  The  central 
nervous  system  effects  observed  by  inmates 

* Payne,  R.  B.:  Nutmeg  intoxication,  New  England  J. 
Med.  269:  36  (July  4)  1963. 


exposed  to  solvents  may  have  been  in- 
fluenced by  poor  ventilation  of  working 
conditions  in  these  institutions.  Carbon 
tetrachloride  and  benzene  should  be  ex- 
cluded from  any  list  of  solvents  used  in  such 
places.  The  labeling  problem  in  institu- 
tions is  aggravated  by  the  fact  that  the 
Federal  Hazardous  Substance  Act  does  not 
apply  to  large  containers  (not  in  New  York 
State).  The  staff  of  such  institutions  have 
a special  responsibility  to  supervise  proper 
labeling,  to  discourage  dangerous  diversion, 
and  provide  intelligent  warnings. 

Narcotic  and  alcohol  users,  particularly 
adolescent  beatniks,  not  infrequently 
resort  to  exotic  products  including  nutmeg 
to  obtain  an  exhilarating  effect  which  they 
presumably  obtain  from  drugs  or  alcohol 
when  the  latter  becomes  unavailable 
to  them. 

The  medical  director  of  the  Department 
of  Correction  submitted  a list  of  all  condi- 
ments and  spices  used  by  that  institution 
for  an  opinion  as  to  whether  any  of  these 
would  present  any  similar  problem.  They 
were  found  to  be  of  a nontoxic  variety. 

Furniture  polish:  a petroleum 
distillate 

Case  2.  The  mother  of  the  victim  was 
polishing  furniture  with  a widely  used 
household  furniture  polish.  The  telephone 
rang  and  the  mother  left  to  answer  the 
phone,  and  in  the  interim  the  one-year-old 
infant  obtained  the  bottle  which  the  mother 
left  on  a low  table  and  swallowed  an  un- 
known amount  of  its  contents.  When  the 
mother  returned  from  the  telephone  call 
she  noticed  that  the  child  was  in  a stupor, 
and  she  then  remembered  the  furniture 
polish  which  was  left  within  the  child’s 
reach.  According  to  the  mother  the  child 
merely  tasted  the  product  and  did  not 
swallow  any  appreciable  amount.  The 
child  was  taken  to  a nearby  hospital  emer- 
gency room  where  the  stomach  was  lavaged 
with  milk  presumably  about  one  hour  after 
ingestion. 

On  admission  to  the  hospital  the  child  was 
dyspneic  and  cyanotic,  with  tonic  convul- 
sions and  coma.  The  chest  x-ray  film 
showed  a bilateral  bronchopneumonia.  In 
spite  of  emergency  and  supportive  therapy 
the  patient  expired  about  four  and  a half 
hours  after  admission  to  the  hospital  and 
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about  six  hours  following  ingestion. 

The  admission  diagnosis  was  petroleum 
naphtha  poisoning  accompanied  by  bron- 
chopneumonia. A pertinent  portion  of  an 
autopsy  report  which  was  obtained  through 
the  courtesy  of  Milton  Helpern,  M.D., 
Chief  Medical  Examiner,  follows: 

External  description:  Body  is  that  of  a 

Negro,  female  infant  child,  showing  dark 
brown  hah,  brown  eyebrows,  and  brown  irides. 

Head:  Brain  weighs  1,050  Gm.  There  is 
moderate  congestion  and  edema  of  the  brain. 

Chest:  Interthoracic  organs  in  usual  site 

and  location;  compatible  size  for  age. 

Respiratory  system:  Lungs  are  almost 

completely  consolidated,  except  for  a small 
area  around  the  fringe.  Cut  sections  sink  in 
water. 

Cardiovascular  system:  Heart  is  grossly 

normal. 

Hepatobiliary  system:  Liver  weighs  330 

Gm.  Cut  section  is  normal. 

Gastrointestinal  system:  Stomach  contains 
slight  amount  of  curdled  milk  and  gray-tan 
mucus.  There  are  no  gross  ulcerations 
noted. 

Pancreas:  Pancreas  is  normal  in  size  and 

appearance. 

Spleen:  Spleen  is  30  Gm.,  is  dark  red- 

purple  in  color. 

Genitourinary  system:  Normal  genitouri- 

nary system.  Bladder  is  distended,  with  4 
ounces  of  straw-colored  urine.  Genitalia  are 
normal. 

Anatomic  findings:  (1)  bronchopneumonia, 
(2)  visceral  congestion,  and  (3)  cerebral 
edema. 

Cause  of  death:  Bronchopneumonia  sec- 

ondary to  petroleum  poisoning. 

Comment.  It  is  to  be  noted  that  stomach 
lavage  was  used  in  this  case  as  a therapeutic 
measure.  This  is  a procedure  which  is  not 
considered  to  be  a treatment  of  choice.  As 
a matter  of  fact  we  have  repeatedly  advised 
against  the  use  of  gastric  lavage  in  petro- 
leum distillate  poisonings.  The  rapidity 
with  which  death  ensued  in  this  case  is  note- 
worthy since  in  the  majority  of  cases  of 
petroleum  distillate  poisonings  one  en- 
counters a delay  in  manifestations  of  symp- 
toms and  particularly  severe  complica- 
tions. The  majority  of  our  cases  of  petro- 
leum distillate  swallowing  by  children  are 
not  accompanied  by  serious  sequellae. 

We  take  advantage,  however,  of  this  op- 
portunity to  remind  physicians  again  that 
although  children  who  swallow  petroleum 
distillate  may  not  present  any  symptoms, 
they  should  definitely  be  hospitalized  for  a 
period  of  from  twenty-four  to  thirty-six 
hours,  and  serial  x-ray  films  should  be 


taken  during  their  stay  to  insure  that  a 
pneumonitis  is  not  present  and  that  the 
child  is  promptly  and  appropriately  treated. 

There  are  several  insidious  factors  to  the 
problem  of  petroleum  distillate  poisoning. 
One  is  the  various  guises  in  which  they  oc- 
cur in  the  home  and  which  may  not  be  rec- 
ognized at  the  moment  by  the  physician, 
such  as  insecticides,  barbecue  lighter  fluids, 
cigaret  lighter  fluids,  some  anti-rust  prep- 
arations, some  cosmetics,  polishes,  paint 
products,  spot  removers,  and  varnishes. 
Because  of  the  universal  use  of  petroleum 
products  in  the  home  and  the  lack  of  hazard 
to  the  adult  user,  the  warnings  appearing 
on  these  products,  such  as  “may  be  fatal,” 
“dangerous  to  children,”  become  blunted. 
The  average  mother  would  not  think  of 
leaving  an  unattended  young  child  within 
easy  reach  of  a dangerous  drug  to  answer  a 
telephone,  as  happened  in  this  case. 

At  the  present  time  two  important  facts 
emerge  from  this  situation.  One  is  to  revise 
the  warnings  on  these  products  so  that  they 
will  not  be  regarded  as  ordinary  household 
agents.  There  is  apparently  a dire  need  for 
a better  labeling  message  on  these  packages. 
Second,  at  the  physician’s  level  to  warn 
mothers  repetitiously  about  these  ap- 
parently “harmless”  household  products. 
It  is  difficult  to  overcome  generations  of 
carelessness  in  the  use  of  furniture  polishes. 
The  severity  of  these  poisonings  merits  that 
they  should  be  treated  as  are  potent  drugs 
in  the  household  environment. 

The  hazards  associated  with  petroleum 
products  have  only  been  publicized  in  recent 
years.  One  wonders  therefore  about  the 
true  magnitude  of  the  problem  and  the 
suspected  large  number  of  unreported  cases 
in  the  past. 

Lead  poisoning 

Case  3.  A girl,  age  five  years,  was  ad- 
mitted to  the  hospital  with  generalized 
convulsions.  The  mother  related  that  she 
was  unaware  of  the  child’s  eating  lead  paint- 
containing  substances.  A history  of  pica, 
however,  was  obtained,  but  the  mother 
stated  she  did  not  know  that  this  practice 
was  harmful.  On  further  questioning  the 
mother  related  that  for  two  months  prior  to 
admission  the  child  had  complained  of 
generalized  pain  in  the  abdomen  and  that 
she  had  taken  the  child  on  several  occasions 
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to  an  outpatient  department  clinic,  but  on 
examining  the  child  some  medication  was 
prescribed  and  the  child  was  sent  home. 

On  the  final  admission  to  the  hospital 
the  patient  was  convulsing  and  comatose. 
The  lead  blood  level  was  0.05  per  100  ml.  of 
blood.  The  urine  was  strongly  positive 
for  acetone,  and  the  cerebral  spinal  fluid 
protein  was  elevated.  The  flat  abdominal 
plate  revealed  radiopaque  particles  in  the 
large  and  small  intestines.  Lead  lines  were 
observed  in  the  long  bones.  Before  any 
therapeutic  measures  could  be  instituted 
the  patient  expired,  approximately  six 
hours  following  admission. 

Microscopic  examination  revealed  the 
following: 

Lungs:  The  lungs  show  abundant  precipi- 
tated acidophilic  edema  fluid  and  slight 
hemorrhage  into  alveoli.  One  section  shows 
more  extensive  hemorrhage  and  focal  atelec- 
tasis. Some  bronchioles  show  neutrophils 
and  lymphocytes  in  their  walls. 

Trachea:  The  trachea  shows  congestion 

and  intense  plasma  cell  infiltration  of  the  sub- 
mucosa. 

Spleen:  The  red  pulp  is  congested  and 

shows  neutrophilic  infiltration. 

Liver:  The  liver  appears  normal. 

Pancreas:  The  pancreas  is  unremarkable. 

Intestine:  The  esophagus  shows  mucosal 

ulcerations  and  infiltration  by  neutrophils 
and  macrophages. 

Ileum:  The  ileum  is  unremarkable. 

Appendix:  The  appendix  shows  abundant 
submucosal  lymphoid  tissue. 

Adrenals:  The  adrenals  show  the  usual 

postnasal  involution. 

Kidneys:  The  convoluted  tubules  through- 
out the  cortex  of  the  kidneys  show  consider- 
able variation  in  appearance  of  the  nuclei  of 
their  lining  epithelial  cells.  Some  are 
shrunken  and  palish-stained,  and  others  are 
markedly  enlarged  and  hyperchromic;  still 
others  exhibit  presence  of  acidophilic  intranu- 
clear inclusion  bodies.  Other  tubules  show  pro- 
liferation of  cells  lining  tubules.  There  is 
considerable  patchy  congestion  of  cortex  and 
medulla. 

Ovaries:  The  ovaries  show  numerous  pri- 
mordial ova  and  maturing  follicular  cysts. 

Thyroid:  The  thyroid  is  unremarkable. 

Thymus:  The  thymus  shows  congestion. 

Lymph  nodes:  The  lymph  nodes  show 

marked  hyperplasia  of  lymphoid  tissue 
and  patchy  congestion. 

Brain:  Multiple  superficial  changes  of  the 
brain  consist  of  elevation  of  pia  mater  with 
subpial  accumulations  of  vacuolated,  mono- 
nuclear cells.  Elsewhere,  there  are  multiple 
areas  of  vacuolation  of  white  matter.  Some 
ganglion  cells  show  nonspecific  degenerative 
changes. 

Bone:  The  spicules  are  thick.  The  mar- 


row shows  erythroblastic  hyperplasia.  No 
osseous  architectural  changes  are  noted. 

The  general  and  anatomic  diagnosis  was  as 
follows:  (1)  lead  poisoning;  (2)  edema  and 

recent  hemorrhages  of  lung;  (3)  chronic 
bronchiolitis  and  tracheitis;  (4)  acute  ulcera- 
tive esophagitis;  (5)  recent  gastrointestinal 
hemorrhage;  (6)  hyperemia  of  jejunal  mucosa; 
(7)  hyperplasia  of  lymphoid  tissue  of  mesen- 
teric nodes;  (8)  nuclear  atypia  with  intra- 
nuclear inclusions  of  renal  tubular  epithelium; 

(9)  congestion  of  kidneys,  spleen,  and  liver; 

(10)  erythroblastic  hyperplasia  of  bone  mar- 
row; and  (11)  focal  degenerative  changes 
(microscopic)  of  central  nervous  system. 

It  is  significant  that  the  lead  blood  level 
on  admission  which  was  only  six  hours  prior 
to  death  did  not  exceed  0.05  ml.  per  100  ml. 
of  blood.  Such  observations  have  been 
noted  in  previous  cases  and  in  several  cases 
of  lead  intoxication  associated  with  lead 
encephalopathy.  This  would  indicate  that 
acute  lead  intoxication  cannot  be  ruled  out 
merely  because  the  blood  lead  level  is  be- 
low 0.06.  The  significance  of  this  appar- 
ently low  blood  lead  level  is  puzzling.  The 
child’s  age  is  also  in  the  upper  limit. 
Usually  the  fatalities  occur  in  children  be- 
low four  years  of  age. 

The  public  health  nurse  who  visited  the 
home  reported  that  the  conditions  in  the 
home  were  bad  including  cracks  in  the 
walls  and  loose  painted  plaster  on  the  floors 
in  the  bathroom  and  halls. 

Case  4.  A four-year-old  child  was  ad- 
mitted to  New  York  Hospital  and  according 
to  the  report  received  from  the  hospital  the 
following  history  was  obtained. 

The  patient  was  entirely  well  until  June, 
1963,  when  she  was  noted  to  toe  in  on  the 
left.  She  was  examined  at  a child  health 
station  and  referred  to  the  New  York  Hos- 
pital. The  patient  showed  marked  be- 
havioral changes  such  as  doing  apelike 
movements  of  both  arms  when  there  were 
visitors  in  the  home,  marked  unresponsive- 
ness to  commands,  marked  hypoactivity, 
insisting  that  an  individual  was  hiding  in 
the  room  and  that  a cat  was  in  the  room 
chasing  her,  and  lying  to  the  mother  about 
eating  food  and  hiding  it  in  unusual  places. 
All  these  are  marked  personality  changes 
from  previous  behavior. 

She  was  seen  at  the  Hospital  for  Special 
Surgery  for  a left  toe-in,  was  advised  to  wear 
a pediatric  shoe,  and  was  referred  to  the 
pediatric  outpatient  department.  The  ex- 
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amination  revealed  a markedly  quiet  child 
with  a left  toe-in.  Her  hemoglobin  was  11.8 
Gm.,  hematocrit  35.5,  eosinophils  2 per 
cent,  no  basophilic  stippling;  the  electro- 
encephalogram was  normal,  there  was  a 
negative  twenty-four-hour  urine  for  copro- 
porphyrins, but  a serum  lead  level  of  0.07 
mg.  per  100  ml.  was  obtained.  The 
elevated  serum  lead  level  suggested  a lead 
encephalopathy  as  a possible  etiologic  basis 
of  the  child’s  behavior  and  abnormal  gait. 
The  patient’s  home  was  visited  by  the 
health  department  sanitarian  and  a search 
made  for  a source  of  possible  lead  intoxica- 
tion, but  this  was  said  to  have  been  negative 
since  the  home,  while  not  new,  was  not  an 
old  one  and  had  not  been  painted  with 
known  lead  paint.  The  child  had  a ques- 
tionable history  for  pica  and  was  admitted 
to  the  inpatient  service  for  evaluation  of  a 
possible  lead  encephalopathy. 

The  family  history  was  noncontributory 
except  that  the  patient  was  born  in  Buenos 
Aires,  Argentina.  At  the  age  of  two 
months  the  patient’s  family  moved  to  Chile 
and  remained  there  for  two  years  until  the 
occurrence  of  severe  earthquakes  when  the 
family  came  to  the  United  States.  It  is 
reported  that  because  of  the  earthquakes 
the  mother  was  extremely  nervous  and  the 
child  likewise  became  highly  sensitive. 

Past  history:  Three  weeks  prior  to  the 

present  admission  the  child  suffered  from  a 
conjunctivitis  of  the  right  eye,  poor  appetite, 
and  frequent  constipation. 

Physical  examination:  Temperature  37.6  C., 
pulse  120,  blood  pressure  110/60,  respiration 
20.  A quiet,  cooperative,  well-nourished, 
well-developed  female  in  no  acute  distress. 
Extremities  showed  pronounced  tibial  torsion 
on  the  left,  some  suggestion  of  equinus  on  the 
left.  Neurologic  findings  were  a questionable 
decrease  in  strength  of  the  left  leg  and  left  arm. 
The  gait  was  wide,  broad-based,  with  a left 
foot  drop  and  toe-in;  arms  were  held  in  an 
outward  rotation  and  apelike  fashion. 

Laboratory:  The  blood  showed  a hemat- 

ocrit of  38;  white  blood  cells  7,800,  with  50 
per  cent  lymphocytes,  3 per  cent  monocytes, 
44  per  cent  mature  polymorphonuclear  leuko- 
cytes, and  3 per  cent  bands.  No  basophilic 
stippling  of  erythrocytes.  Urine  showed  a 
specific  gravity  of  1.027,  pH  5.5,  negative  pro- 
tein and  sugar,  and  negative  microscopic  find- 
ings. Nose  culture  showed  Staphylococcus 
aureus  heavy.  Throat  culture  showed  Staph, 
albus  and  gamma  streptococcus.  The  blood 
culture  and  tuberculin  test  (PPD)  were 
negative. 

Course:  Following  admission  a lumbar 

puncture  was  done  which  was  entirely  within 


normal  limits  except  for  an  opening  pressure 
of  225,  closing  pressure  140  with  the  patient  at 
rest.  Repeat  lumbar  puncture  ten  days 
later  was  entirely  within  normal  limits  with 
an  opening  pressure  of  140  and  a closing  pres- 
sure of  90.  Work-up  for  lead  toxicity  revealed 
a repeat  serum  lead  level  of  0.06  mg.  per  100  ml. 
Urine  lead  level  and  urine  coproporphyrins 
before  and  after  edetate  calcium-disodium 
(Versenate)  were  all  entirely  within  normal 
limits.  Abdominal  and  long-bone  x-ray  films 
showed  no  evidence  of  lead  or  lead  lines. 
Orthopedic,  neurologic,  and  neurosurgical 
work-ups  were  entirely  unrevealing  as  to  the 
possible  etiologic  source  of  the  abnormal  gait. 
Skull  x-ray  films  gave  normal  findings.  The 
patient  was  observed  on  the  ward  and  in  the 
playroom,  particularly  while  she  was  unaware 
of  being  observed,  and  was  noted  to  have  an 
almost  normal  gait  on  a number  of  occasions. 
She  was  seen  by  a psychiatric  consultant,  and 
it  was  felt  that  the  patient  might  well  benefit 
from  further  psychiatric  evaluation  and 
work-up  should  any  organic  cause  for  her 
abnormality  be  found.  She  was  discharged 
to  be  followed  in  the  pediatric  clinic  with 
possible  referral  to  the  psychiatric  clinic. 

The  public  health  nurse  who  visited  the 
home  obtained  a history  that  the  child  had 
been  eating  paint  off  her  toys  since  infancy, 
and  the  mother  denied  that  the  child  had 
ingested  any  painted  plaster  or  had  chewed 
on  other  painted  surfaces.  This  finding  is 
in  variance  with  our  New  York  City  ex- 
perience where  we  have  as  yet  been  unable 
to  document  any  confirmed  case  of  lead 
poisoning  due  to  the  ingestion  of  painted 
toys.  It  would  appear,  however,  that 
Chilean  toys  are  incriminating.  The  nurse 
also  related  that  the  family  owns  their  own 
home  which  is  comfortably  furnished  and 
well  maintained.  The  child  was  referred  to 
the  child  health  station  for  further  follow- 
up. 

While  the  abnormal  manifestations  in- 
cluding the  abnormal  gait  are  not  character- 
istic of  lead  poisoning,  the  history  during 
infancy  about  the  child’s  sensitivity  follow- 
ing the  earthquakes  coupled  with  lead 
poisoning  may  explain  the  bizarre  behavior. 
Thus  this  case  may  be  a combination  of  lead 
encephalopathy  causing  or  concurrent  with 
the  emotional  disturbance. 

Case  5.  This  two-year-old  white  female 
child  was  admitted  to  the  hospital  on  three 
successive  occasions  within  four  months. 
There  was  a history  of  pica  associated  with 
lead  poisoning.  The  child  was  admitted 
each  time  in  a comatose  condition  with 
diarrhea  and  convulsions  and  treated  with 
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edetate  calcium-disodium  with  temporary 
improvement.  The  family  appeared  in- 
different and  the  public  health  nurse  who 
visited  the  home  remarked  that  the  mother 
could  have  been  more  alert  and  attentive 
to  the  child’s  needs  but  that  she  did  not 
seem  fully  aware  of  the  existing  hazard. 

On  the  final  admission  the  child  was  ad- 
mitted to  the  hospital  with  a diagnosis  of 
lead  poisoning  and  lead  encephalopathy. 
Following  treatment  and  improvement,  the 
child  was  discharged  with  instructions  for  a 
home  nursing  care  program.  However,  ap- 
proximately ten  days  following  discharge, 
the  child  was  returned  to  the  hospital  in 
coma.  Following  admission,  the  comatose 
condition  deepened,  and  the  child  had 
numerous  convulsive  seizures.  The  child 
was  unresponsive  to  therapy  and  expired 
on  the  third  hospital  day. 

The  following  is  the  postmortem  report: 

The  body  is  that  of  a normally  developed, 
somewhat  undernourished  female  child,  ap- 
proximately two  years  of  age.  The  head  has 
a diffuse  growth  of  long  black  hair.  The  eyes, 
ears,  nose,  and  mouth  are  unremarkable. 
There  are  no  unusual  masses  in  the  neck. 
The  thorax  is  symmetrical.  The  abdomen  is 
flat,  and  no  abnormal  masses  are  felt.  There 
is  no  abnormal  lymphadenopathy.  The 
extremities  are  normal  except  for  several 
needle  punctures  on  the  left  buttock.  The 
external  genitalia  are  normal.  Over  the  skin 
of  the  abdomen  there  is  a somewhat  more  than 
usual  growth  of  fine  black  hair.  Rigor  is 
prominent  in  the  extremities,  and  there  is  con- 
siderable livor  over  the  dependent  portions  of 
the  body. 

The  esophagus,  stomach,  and  intestines  are 
essentially  normal.  There  is  a small  amount 
of  coffee-ground  material  in  the  stomach  and 
upper  intestinal  tract.  Throughout  the  mes- 
entery of  the  small  bowel  there  are  numerous 
enlarged  lymph  nodes.  The  liver  is  somewhat 
congested  and  weighs  350  Gm.  The  spleen 
weighs  30  Gm.  The  pancreas  has  a normal 
architecture.  The  kidneys  weigh  75  Gm. 
Except  for  distention  of  the  urinary  bladder 
with  clear  amber  urine,  the  urinary  tract  is 
not  remarkable. 

The  cranial  cavity  appears  to  contain  some 
excess  of  cerebrospinal  fluid,  and  the  surface 
of  the  brain  appears  to  be  edematous.  After 
removal  of  the  brain,  a hemorrhagic  area  was 
noted  on  the  undersurface  of  the  left  temporal 
lobe,  and  there  is  in  this  area  a small  rent  on 
the  surface  of  the  brain  through  which  clotted 
blood  may  be  seen  within  the  substance  of  the 
brain.  A small  incision  in  this  area  reveals  a 
massive  hemorrhage  occupying  much  of  the 
temporal  lobe.  Further  examination  of  the 
brain  is  postponed  for  further  fixation. 

Microscopic:  The  brain  has  extensive  areas 


of  necrosis  and  hemorrhage.  Several  of  the 
smaller  cerebral  vessels  are  thrombosed,  and  a 
few  vessels  have  perivascular  hemorrhage. 
Other  organs  have  extensive  congestion. 
Within  the  adrenal  glands  there  are  a few 
small  vessels  that  appear  to  be  occluded  by 
thrombi,  but  no  associated  infarction  is  seen. 
The  mesenteric  lymph  nodes  have  a non- 
specific lymphadenitis.  The  endocardium  of 
the  left  atrium  is  thickened. 

Comment.  One  wonders,  of  course, 
whether  a child  who  is  so  severely  ill  and 
brought  to  the  hospital  at  such  frequent 
intervals  with  a preventable  illness  should 
be  returned  into  the  same  hazardous  en- 
vironment. It  would  appear  more  appro- 
priate in  dealing  with  a family  which  ex- 
hibits indifference  and  where  frequent  ad- 
missions for  lead  poisoning  are  encountered 
to  refer  such  children  to  social  service  for 
possible  temporary  placement  in  a more 
suitable  environment. 

In  the  course  of  the  last  few  years  we  have 
had  a number  of  visitors  from  England  who 
have  repeatedly  insisted  that  lead  poisoning 
does  not  occur  in  England.  We  suggested 
that  the  absence  of  lead  poisoning  in  Eng- 
land may  be  due  to  a lack  of  a low  index  of 
suspicion  about  the  existence  of  lead  poison- 
ing and  as  a matter  of  fact  we  have  sug- 
gested to  some  of  our  visitors  that  on  their 
return  they  make  an  intensive  search  for 
such  cases.  One  visitor  eight  months  fol- 
lowing his  visit  reported  that  he  had  already 
found  more  than  a score  of  cases  of  con- 
firmed lead  poisoning.  It  is  a matter  of 
little  satisfaction  that  there  had  been  a 
recent  surge  of  clinical  reports  in  the 
British  literature  about  the  occurrence  of 
lead  poisoning  in  children  and  the  accept- 
ance of  the  fact  that  the  majority  of  the 
cases  occur  in  houses  of  Victorian  vintage 
which  were  painted  when  high  lead-con- 
taining paints  were  in  vogue. 

Case  6.  A report  received  from  the  Jew- 
ish Hospital  of  Brooklyn  indicates  that  this 
boy  was  admitted  to  the  outpatient  depart- 
ment at  the  age  three  and  a half  years  for  a 
routine  check-up.  It  was  noted,  at  that 
time,  that  the  child  did  not  speak  at  all  and 
that  he  was  apparently  mentally  retarded. 
A tentative  diagnosis  of  lead  encephalopathy 
was  made,  and  he  was  referred  to  the  neuro- 
muscular clinic  for  further  work-up.  The 
diagnosis  of  lead  encephalopathy  was  based 
on  the  fact  that  the  child  would  eat  paint, 
dirt,  and  anything  else  he  could  loosen  with 
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his  nails.  It  was  noticed  that  he  was  ex- 
tremely hyperactive,  with  exaggerated  knee 
jerks,  and  that  his  loss  of  speech  was  rather 
recent.  The  child  previously  had  a vocabu- 
lary of  about  25  words. 

An  electroencephalogram  was  within  nor- 
mal limits.  X-ray  films  of  the  skull  showed 
negative  results.  A supine  film  of  the 
abdomen  revealed  the  bony  structures  to  be 
intact.  The  visceral  and  psoas  shadows 
were  not  remarkable.  The  gas  distribution 
was  within  normal  limits.  Opaque  material 
was  found  to  be  scattered  throughout  the 
colon.  A repeat  film  of  the  abdomen  taken 
a month  later  still  showed  opaque  material 
in  the  intestinal  tract.  A repeat  film  taken 
three  months  later  showed  no  evidence  of 
radiopaque  material  in  the  abdomen.  The 
blood  lead  level  was  0.36  mg.  per  100  ml. 
(normal  level  is  0.04).  A twenty-four-hour 
urine  specimen  was  negative  for  copropor- 
phyrin, uroporphyrin,  and  protopor- 
phyrin. Complete  blood  count  revealed 
a hemocrit  of  36,  a hemoglobin  of  12.5  Gm., 
and  a normal  white  blood  count.  A second 
blood  level  for  lead  revealed  a level  of  0.6 
with  positive  uroporphyrin  in  the  urine. 
He  was  therefore  admitted  to  the  hospital  in 
an  effort  to  delead  him,  the  diagnosis  being 
chronic  lead  poisoning  with  secondary  en- 
cephalitis and  mental  retardation  because  of 
brain  damage. 

A second  electroencephalogram  done  six 
weeks  after  the  first  showed  more  slowing 
in  low-voltage  activity  in  all  leads.  The 
pattern  was  irregular  from  mixed  fre- 
quencies. The  impression  was  that  the 
electroencephalogram  was  abnormal  for  the 
patient’s  age  with  a hint  of  focus  on  the 
right  at  the  temporal  areas. 

The  child  was  placed  on  edetate  calcium- 
disodium  600  mg.  twice  a day,  and  was 
discharged  to  the  outpatient  department. 

After  he  was  followed  for  three  weeks  in 
the  outpatient  department,  the  blood  lead 
level  showed  a slight  drop  from  60  mg.  per 
100  ml.  It  was  therefore  decided  to  read- 
mit the  patient  for  another  course  of  edetate 
calcium-disodium  therapy.  After  this 
second  course  of  treatment  the  patient  was 
again  discharged  to  the  outpatient  depart- 
ment for  follow-up,  but  when  last  seen  about 
a month  later  his  blood  lead  level  again  rose 
to  60  mg.  per  100  ml.  and  the  patient  was 
again  admitted  to  the  inpatient  services  for 
further  deleading. 


It  is  interesting  that  this  patient  was  also 
seen  at  another  hospital  nine  months  prior 
to  his  first  admission  to  Jewish  Hospital  of 
Brooklyn  and  at  that  time  the  patient’s 
clinical  record  did  not  mention  lead  poison- 
ing. 

Case  7.  A twenty- three-month-old  girl 
was  admitted  with  a history  of  vomiting 
with  progressive  weakness  for  four  days. 
The  patient  was  previously  seen  by  a private 
physician  who  gave  her  some  medication 
and  told  the  parents  she  had  a virus  infec- 
tion. Since  then  the  child  had  not  been 
taking  anything  by  mouth.  A few  hours 
before  admission  the  baby  developed 
twiching  of  the  face,  turned  cold,  and  was 
semiconscious,  and  so  the  parents  rushed 
the  child  to  the  hospital. 

Past  history:  There  was  no  history  of  pre- 
vious illness. 

Physical  examination:  Physical  examina- 

tion showed  abnormal  findings;  the  child  was 
under-nourished  and  moderately  dehydrated; 
temperature  100  F;  pupils  reacted  slug- 
gishly to  light;  throat  congested;  breath 
sounds  slightly  diminished;  no  rales  appreci- 
ated; and  the  baby  was  still  convulsing  (bleed- 
ing from  the  mouth),  vomiting  coffee-ground 
material. 

X-ray  reports:  In  the  long  bones  there  was 
increased  density  in  the  metaphysial  region  of 
the  distal  tibia  and  fibula,  both  sides.  There 
was  also  increased  density  in  the  distal  meta- 
physial region  of  the  metacarpals.  There 
was  also  increased  density  in  the  metaphysial 
region  of  both  tibia  and  fibula.  The  com- 
posite findings  were  of  heavy  metal  ingestion. 

Chest:  There  were  no  abnormal  findings  on 
physical  examination. 

Abdomen:  There  was  a moderate  disten- 

tion of  small  and  large  bowels. 

Laboratory  findings:  The  white  blood 

count  was  22,850,  segments  82,  band  forms  1, 
lymphocytes  13,  monocytes  4,  hemoglobin 
9.1,  hematocrit  34,  nucleated  red  blood  count 
10,  and  no  sickle  cells.  Anisocytosis,  hypo- 
chromia, and  basophilia  were  present.  The 
chlorides  were  115  mg.  per  100  ml.,  carbon 
dioxide  62  volumes  per  cent,  sodium  147 
mEq.  per  liter,  potassium  5.6  mEq.  per  liter, 
calcium  11  mg.  per  100  ml.,  and  blood  lead 
results  0.09  mg.  per  100  ml. 

Diagnosis:  Chronic  lead  poisoning  with 

lead  encephalopathy. 

The  patient  was  put  on  edetate  calcium- 
disodium  therapy  250  mg.  daily.  In  spite 
of  therapy  the  patient  died  four  days  follow- 
ing admission. 

When  the  Department  of  Health  epi- 
demiologist interviewed  the  mother,  a his- 
tory of  pica  of  six  months  duration  was  ob- 
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tained.  The  positive  findings  in  this  case 
were  gastrointestinal  symptoms,  a lead 
blood  level  of  0.09  mg.  per  100  ml.,  and 
condensation  at  epiphysis  on  x-ray  of  the 
long  bones. 

On  the  postmortem  the  positive  findings 
were  cerebral  edema  and  congestion  of 
viscera. 

Case  8.  A query  was  received  from  a 
zoo  about  a possible  lead  poisoning  of  two 
monkeys  (Gibbons),  one  of  which  had  died. 
No  blood  had  been  taken  for  chemical  ex- 
amination, but  the  police  laboratory  re- 
ported negative  results  on  some  of  the 
organs.  It  was  suggested  that  scrapings 
from  the  bars  of  the  monkey  cages  might  be 
helpful  in  determining  the  cause  of  death. 

Chemical  examination  in  the  food  and 
drug  laboratory  of  the  Department  of 
Health  indicated  a 10  per  cent  lead  content. 
This  indicates  that  pica  just  as  in  human 
beings  is  also  a problem  in  the  monkey.  It 
is  thus  important  to  be  just  as  meticulous 
in  the  selection  of  paint  used  for  monkey 
cages  as  for  the  crib  and  home  environment 
of  a baby.  It  is  not  uncommon  to  prime 
outdoor  iron  works  with  red  lead  before 
painting.  Some  other  nontoxic  priming 
agent  is  indicated  for  the  maintenance  of 
zoo  properties. 

Comment.  It  is  very  gratifying  to  report 
that  in  the  last  few  years  very  few  cases  of 
lead  encephalopathy  have  been  reported 
in  New  York  City.  We  believe  this  results 
primarily  from  the  intensive  educational 
program  about  lead  poisoning  carried  on  by 
the  Department  of  Health  and  the  ready 
availability  of  lead  blood  determinations 
which  the  Department  of  Health  provides 
free  of  charge  through  its  laboratories  to 
all  physicians  and  hospitals  which  request  it. 

In  the  past  decade  the  case  fatality  rate 
was  reduced  from  48  to  1.3  per  cent,  which 
means  that  lead  poisoning  cases  are  now 
identified  in  their  incipiency  in  the  asympto- 
matic stage  before  brain  damage  occurs. 
It  is  at  this  time  that  lead  poisoning  is  more 
amenable  to  treatment  and  may  not  cause 
any  residual  damage. 

The  following  figures  are  worth  stating. 
In  1953  only  27  cases  were  reported,  13  of 
which  terminated  fatally.  In  1964,  509 
cases  were  reported  with  only  8 terminating 
fatally.  This  however  does  not  leave  any 
room  for  complacency.  Our  vigilance  must 


be  continued  since  even  one  fatal  case  is  one 
too  many,  and  we  should  not  be  comfortable 
until  lead  poisoning  is  entirely  eliminated 
from  New  York  City.  All  housing  ante- 
dating the  introduction  of  the  nonlead-con- 
taining paint  continues  to  be  a great  hazard 
to  young  occupants  six  years  of  age  and 
under. 

The  occurrence  of  more  than  one  case  of 
lead  poisoning  in  a family  is  not  unusual  and 
has  been  reported  with  increasing  frequency 
in  the  past  several  years.  A number  of 
such  incidents  have  been  reported  to  the 
New  York  City  Poison  Control  Center. 
For  the  past  months,  however,  we  have  had 
several  cases  of  triple  lead  poisonings  re- 
ported in  families  and  a family  in  which  4 
children  were  involved. 

Case  9.  Family  “A”  included  3 children 
ages  two  and  a half  and  four  and  a half 
years  and  one  fifteen  months.  They  were 
nonwhite  living  in  the  Bushwick  district  of 
Brooklyn  in  substandard  housing.  The  3 
children  were  taken  to  Kings  County  Hos- 
pital for  an  investigation  relating  to  tuber- 
culosis contact,  and  on  a routine  blood 
work-up  a suspicion  of  lead  poisoning  was 
entertained  because  the  blood  lead  level  on 
the  3 children  was  above  0.06  mg.  per  100 
ml.  It  may  be  mentioned  parenthetically 
that  this  hospital  (Kings  County)  has  a very 
favorable  high  index  of  suspicion  for  lead 
poisoning  and  the  interns,  residents,  and 
attending  staff  are  well  sensitized  to  this 
disease  and  employ  screening  and  diagnostic 
measures  which  may  profitably  be  emulated 
by  other  hospitals.  All  3 children  were 
treated  for  lead  poisoning  with  edetate 
calcium-disodium. 

On  admission  to  the  hospital  the  children 
did  not  manifest  any  overt  symptoms. 
The  public  health  nurse  visited  the  home 
and  alerted  the  family  about  the  harmful 
effects  of  chewing  on  painted  plaster,  peel- 
ings from  ceilings,  or  gnawing  on  window 
sills.  The  family  was  very  cooperative  and 
concerned  and  will  be  periodically  followed 
up  by  the  public  health  nurse.  All  children 
appear  well  at  present. 

Case  10.  Family  “B”  also  included 
3 children  ages  one,  three,  and  six  years. 
The  first  2 were  female  and  the  third  was 
male.  This  case  first  came  to  the  attention 
of  the  health  department  when  a public 
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health  nurse  from  the  department  made  a 
home  visit  for  special  investigation  for  a 
housing  priority  requested  by  the  father. 
A public  health  sanitarian  also  went  into  the 
home  on  three  different  occasions  and  noted 
the  following:  “The  conditions  found  were 
deplorable.  This  is  a 3-story  multiple 
dwelling,  but  only  this  family  lives  there 
now.  Paint  is  peeling  throughout,  there 
are  holes  in  the  walls;  there  is  no  railing  on 
the  stoop;  the  brick  work  on  the  stoop  is 
defective;  and  no  heat  is  provided.  There 
are  several  social  problems  connected  with 
this  family.  The  mother  died  of  cancer  in 
March,  leaving  six  children,  who  are  now 
ten,  nine,  eight,  six,  three,  and  one  years  of 
age.  A girl  under  eighteen  years  of  age  acts 
as  baby  sitter  during  the  day  while  the 
father  is  away  at  work.” 

During  the  interview  the  astute  public 
health  nurse  discovered  that  the  one-year- 
old  had  been  chewing  painted  plaster  from 
the  walls.  The  baby  sitter  stated  that 
she  did  not  know  how  long  the  children  had 
been  eating  plaster  since  she  had  been  caring 
for  these  children  for  only  a short  time  since 
the  death  of  their  mother.  The  nurse  then 
referred  all  3 children  for  lead  blood  deter- 
minations. The  lead  blood  levels  were 
0.06,  0.07,  and  0.09  respectively.  All  the 
children  were  asymptomatic,  but  a history 
of  pica  was  obtained  on  the  one-year-old 
but  not  on  the  other  2,  perhaps  because  the 
person  who  was  interviewed  had  known  the 
children  only  for  a short  period  of  time. 
All  3 children  were  described  by  the  public 
health  nurse  who  visited  the  home  as  of 
average  intelligence,  active,  and  curious. 
The  father  appeared  very  interested,  and 
the  children  were  referred  to  a nearby  child 
health  station  for  needed  child  health  super- 
vision. Every  effort  is  being  made  to  get 
this  family  relocated  from  this  hazardous 
environment  to  a “lead-free”  apartment. 
The  children  were  treated  for  lead  poisoning 
and  made  an  uneventful  recovery. 

Case  11.  Family  “C”  was  of  Puerto 
Rican  origin  and  included  a year  and  a half 
male,  a two  and  a half  year  female,  a five- 
year  female,  and  a three  and  a half  year 
male.  The  family  was  aware  that  the 
children  were  eating  painted  plaster  and 
peelings  from  the  ceiling.  The  youngest 
child  in  addition  to  a history  of  pica  on  ad- 
mission to  the  hospital  had  anorexia,  vomit- 


ing, pallor,  lethargy,  and  convulsions.  The 
laboratory  findings  were  hemoglobin  7.2 
Gm.  per  100  ml.  and  the  white  blood  cells 
13,600;  basophilic  stippling  was  also  pres- 
ent. The  urine  contained  traces  of  albu- 
min, 4 plus  acetone,  and  3 plus  sugar.  The 
blood  lead  level  was  0.35  mg.  per  100  ml., 
a very  high  level.  This  child  was  treated 
with  three  courses  of  edetate  calcium-diso- 
dium intramuscularly;  however,  after  three 
weeks  of  hospitalization,  this  patient  re- 
covered. The  other  3 siblings  had  0.12, 
0.08,  and  0.07  lead  levels,  did  not  have  lead 
encephalopathy,  but  were  diagnosed  as 
having  lead  poisoning  because  of  a history  of 
pica  and  a high  lead  blood  level. 

The  public  health  nurse  visited  the  home 
and  alerted  the  parents  on  the  harmful 
effects  of  pica  and  on  the  need  for  periodic 
health  supervision.  The  nurse  observed 
that  there  was  loose  plaster  on  the  walls  in 
the  bathroom  and  in  the  two  front  bed- 
rooms. An  attempt  has  been  made  to 
cover  up  the  gnawed  areas.  Paint  samples 
taken  from  the  walls  of  two  rooms  showed 
a 12  per  cent  lead  level.  On  a follow-up 
visit  several  months  after  the  initial  visit  it 
was  found  that  the  rooms  were  repainted 
with  a lead-free  paint. 

Comment.  The  familial  cases  cited  are 
highlighted  to  show  that  such  occurrences 
are  not  limited  to  communicable  diseases  but 
will  and  do  occur  in  illnesses  of  environ- 
mental origin.  Familial  or  multiple  cases 
result  from  simultaneous  exposure  to  the 
same  environment  and  because  younger 
siblings  attempt  to  emulate  older  siblings. 

Whenever  a lead  poisoning  case  is  found 
in  a family  where  there  are  other  children 
under  six  years  of  age,  all  such  children, 
although  asymptomatic  and  even  if  they  do 
not  have  a positive  history  of  pica,  should 
have  a lead  blood  determination.  The 
dividends  have  been  shown  to  be  remark- 
ably high.  Although  at  present  indoor 
surfaces  are  generally  painted  with  nonlead 
paint,  houses  which  were  built  more  than 
thirty  years  ago  may  contain  several  coats 
of  paint  of  a high  lead  content.  Children 
who  live  in  such  houses  should  be  considered 
as  living  in  a potentially  hazardous  environ- 
ment particularly  if  they  exhibit  an  evidence 
of  pica.  It  is  also  well  to  remember  that 
older  houses  are  not  necessarily  limited  to 
slum  areas  and  that  pica  may  occur  in 
homes  where  the  paint  is  not  peeling. 
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During  1963  a total  of  335  confirmed  cases 
of  lead  poisoning  were  reported  to  the  New 
York  City  Poison  Control  Center  of  which  7 
terminated  fatally.  By  borough,  Brooklyn 
reported  a total  of  204  cases  of  which  6 term- 
inated fatally,  Manhattan  53  cases,  Bronx 
51  which  included  1 fatality,  Queens  53, 
and  4 were  reported  from  Richmond.  Be- 
cause of  our  intensified  case-finding  efforts, 
more  and  more  cases  are  being  reported 
from  boroughs  other  than  Brooklyn. 


Nortriptyline  for  treatment 
of  anxiety  and  depression 


Results  of  a double-blind  study  of  the  effec- 
tiveness of  nortriptyline  (Avenyl)  in  anxiety 
and  depression  in  61  patients  indicate  that  this 
medicine  is  a useful  adjunct  in  these  cases  and 
is  particularly  valuable  for  relief  of  the  de- 
pressive factor  in  anxiety  states.  The  total 
number  of  patients  finishing  the  study  was  61, 
of  whom  47  were  given  the  active  drug  and  14 
were  used  as  controls  and  received  a placebo. 
Of  the  treated  patients,  improvement  was  rated 
as  excellent  in  12,  or  25.5  per  cent,  moderate 
in  23,  or  48.9  per  cent,  slight  in  5,  or  10.6  per 
cent,  and  zero  in  7,  or  14.9  per  cent.  In  the 
placebo  group  which  consisted  of  14  patients, 
none  showed  improvement. 

Writing  of  this  study  in  a recent  issue  of  the 
Journal  of  the  American  Geriatrics  Society, 
Eugene  J.  Chesrow,  M.D.,  writes  that  the 
group  consisted  of  65  patients,  45  males  and  20 
females,  ranging  in  age  from  thirty-four  to 
eighty-seven  years.  The  patients  had  cerebral 
arteriosclerosis  with  or  without  chronic  brain 
syndrome,  generalized  arteriosclerosis,  multiple 


About  ten  years  ago  there  were  practically 
no  cases  reported  from  Queens  and  a very 
small  number  from  The  Bronx  and  Man- 
hattan. Another  evolving  observation  is 
that  lead  poisoning  is  not  restricted  to  sum- 
mer months.  A large  number  of  cases  have 
been  reported  this  year  during  the  winter 
months.  It  would  therefore  be  unwise  to 
let  down  the  lead  guard  during  the  winter- 
time. There  is  a year-round  open  season 
for  hunting  lead  poisoning. 


sclerosis  or  other  spinal  cord  disease,  various 
cardiac  diseases,  chronic  alcoholism,  and  dia- 
betes. Forty-seven  of  the  61  patients  were 
put  on  a schedule  of  75  mg.  of  nortriptyline 
daily.  The  other  14  were  given  an  identically 
appearing  placebo  on  the  same  schedule.  The 
staff  was  unaware  of  which  medication  was 
active.  Most  of  the  subjects  in  the  study 
were  given  the  nortriptyline  for  approximately 
seven  months.  Noticeable  were  such  signs 
and  symptoms  of  depression  as  tension,  in- 
somnia, restlessness,  hostility,  appetite,  irri- 
tability, and  confusion. 

Side-effects,  when  they  occurred,  were  mild 
and  temporary.  One  patient  complained  of 
tightness  of  the  head  and  depressed  feeling,  but 
these  disappeared  within  twenty-four  hours 
without  interruption  of  medication.  Two  re- 
ported mild  episodes  of  vertigo  during  the  first 
week  of  therapy,  but  there  was  no  recurrence. 
Early  in  the  study,  4 patients  had  increased 
nervousness  and  euphoria,  but  these  disappeared 
as  the  study  progressed. 

Results  of  the  psychologic  studies  were 
compatible  to  the  clinical  findings.  By  both 
clinical  and  psychologic  criteria,  findings  in  the 
8 placebo  patients  subjected  to  the  psychologic 
tests  indicate  the  lack  of  effectiveness  of  the 
placebo. 
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Chaff  from  the  Bedside  Table  of  an  Insomniac.  II 


Will  the  time  ever  come  when  the  full-time 
medical  educator  and  the  medical  center  intro- 
vert will  realize  that  improvement  in  the  quality 
of  medical  care  depends  primarily  on  the  dis- 
semination of  information,  not  on  the  centraliza- 
tion of  therapy. 

* * * 

The  adage  states  chickens  come  home  only  to 
roost,  so  I suppose  one  can  assume  that  those 
who  don’t  make  it  stay  away  to  roast. 

* * * 

When  the  fish  are  biting,  almost  anyone  can 
gain  a reputation  as  an  expert  angler. 

* * * 

All  I know  about  the  mountain  folk  living  in 
the  hills  east  of  the  Mississippi  is  derived  from 
stories  both  magazine  and  smoker  variety, 
cartoons,  television,  night  club  comedians,  and 
an  occasional  factual  article  as  to  their  customs 
and  feuds,  usually  glorifying  some  service 
organization  that  devotes  itself  to  improving 
their  health  and  educational  opportunities. 
What  about  it,  you  ask? 

Just  this,  it  seems  to  me  that  more  and  more 
we  hear  both  amateur  and  professional  experts 
pontificate  about  a people  and  their  land,  in  an 
authoritative  positive  fashion:  an  opinion  based 
on  hearsay,  rumor,  and  flimsy  secondhand 
information  resembling  in  quantity  and  quality 
my  knowledge  of  the  hill  people  of  the  eastern 
United  States. 

Yet,  were  I so  brash  as  to  attempt  an  opinion 
of  these  mountaineers  on  the  basis  of  the  scant 
evidence  that  is  mine,  it  could  only  lead  to  this 
inevitable  conclusion:  They  are  a very  im- 

patient people  who  find  it  impossible  to  wait  for 
either  their  whiskey  or  their  virgins  to  reach 
full  maturity. 

* * * 

Seemingly  most  doctors,  medical  organiza- 
tions, and  medical  publications  have  developed 
an  all-encompassing  and  inordinate  interest  in 
the  introspective  exercise  of  considering  what  is 
glibly  described  as  THE  IMAGE  OF  THE 
DOCTOR.  Some  undertake  their  own  sur- 
veys; others,  more  prosperous,  engage  the 
services  of  one  of  those  specialist  firms  that 
seem  to  feel  they  have  a mission  in  this  modern 
era  to  replace  the  F uller  Brush  man  in  the  world 
of  the  American  housewife.  Such  investiga- 
tions are  reported  in  authoritative  manner  with 
substantiation  from  neutral  sources  to  ensure 
accuracy,  all  purporting  to  answer  whether  or 
not  today’s  doctor  enjoys  the  same  prestige  as 
did  his  forebears.  These  reports  frequently 
feature  pretty  graphs  in  contrasting  colors  all 


designed  either  to  bolster  or  to  endanger  the 
illusion  most  of  us  entertain  about  ourselves  in 
conceiving  our  image  as  a 1920’s  edition  of 
The  Man  in  White. 

The  ridiculous  part  of  all  this  nonsense  is  that 
while  every  check  and  recheck  is  made  to  assure 
accuracy  in  determining  the  public  attitude  to- 
day toward  the  medical  profession,  once  so  ob- 
tained it  is  compared  with  an  assumed  image 
of  the  past:  an  image  conceived  in  folklore, 

fertilized  by  fiction,  developed  in  a dream 
world  of  never  was,  and  unsubstantiated  by  any 
factual  interpretation  of  yesterday.  The  truth 
is  medicine  has  always  had  her  share  of  critics, 
both  in  and  out  of  the  profession,  as  well  as  her 
many  admirers.  As  for  the  public,  it  is  doubt- 
ful that  its  attitude  has  ever  changed  essentially 
but  has  remained  fairly  consistent,  as  best  ex- 
emplified by  the  epigram  of  John  Owen  (1560 
(?)— 1622) : 

God  and  the  Doctor  we  alike  adore, 

But  only  when  in  danger;  not  before. 

The  danger  o’er,  both  are  alike  requited: 

God  is  forgotten,  and  the  Doctor  slighted. 

Although  well  aware  that  the  task  of  building 
the  Great  Society  and  increasing  the  gross 
national  product  as  well  as  the  vagaries  of 
human  nature  combine  to  dictate  a need  for 
columnists  to  calumniate,  for  editors  to  eructate 
in  erudite  fashion,  and  for  pollsters  to  pollinate; 
nevertheless,  as  do  some  of  more  exalted 
position,  I confess  to  a hatred  of  waste  and 
extravagance.  So,  in  the  interest  of  economy, 
I have  the  temerity  to  propose  a simple  and 
relatively  inexpensive  index  for  the  accurate 
evaluation  of  the  “image”  of  any  one  group 
including  that  of  the  doctor. 

Whenever  it  became  desirable  to  determine 
the  public  image  of  an  occupational  group,  the 
surveyor  should  just  review  a representative 
number  of  recently  published  murder  mysteries 
to  discover  the  profession  of  the  revealed 
murderer,  usually  found  in  the  last  chapter 
except  in  the  psychologically  oriented  mystery 
where  it  will  be  found  in  the  first.  For  example, 
this  method  will  provide  an  excellent  profile  of 
the  precipitous  decline  in  public  opinion  of  the 
long-respected  and  egregious  manservant — the 
butler — from  the  heroic  heights  of  Jeeves  and 
My  Man  Godfrey  (not  to  be  confused  with  the 
Fannie  Brice  version  of  “My  Man”)  to  the 
depths  as  the  villainous  culprit  of  fictional  may- 
hem. I regret  to  report  that  although  until 
ten  years  ago  the  killer  was  rarely  one  of  the 
medical  profession,  except  in  those  rare  in- 
stances where  he  had  given  up  active  practice 
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to  embark  on  some  questionable  personal  re- 
search investigation,  these  latter  years  find  the 
doctor  losing  his  exempt  status,  although  he  is 
still  partially  protected  at  the  time  of  the  revela- 
tion of  his  guilt  by  a simultaneous  denoue- 
ment indicating  he  is  an  imposter  and  not  a 
bona  fide  physician. 

* * * 

Did  you  ever  speculate  on  what  the  reaction  of 
an  adult  of  average  intelligence  might  be  to  an 
entirely  new  concept?  Usually  studies  of 
primitive  man,  whether  in  writings  of  the  early 
Jesuits,  the  work  of  Levy-Bruhl,  or  of  modern 
anthropologists,  record  primitive  reactions  to 
new  things  such  as  clothes,  guns,  boats,  and 
planes  rather  than  ideas;  indeed,  since  most 
first  contacts  are  made  through  the  agency  of 
interpreters,  it  is  doubtful  that  such  records 
reflect  accurately  the  primitive’s  response  to 
the  projection  of  a heretofore  unknown  concept. 
This  is  so,  because  while  an  interpreter’s  account 
will  be  factual,  it  will  be  distorted  by  his  am- 
bivalent knowledge  of  the  customs,  protocol, 
and  prejudices,  and  inhibitions  cause  him  to 
translate  the  speech  and  remarks  of  one  partici- 
pant in  the  idiom  of  the  listener.  However, 
recently,  I was  fortunate  enough  to  find  a 
verbatim  account  of  the  reaction  of  a primitive 
group  when  exposed  to  a completely  new  idea, 
as  revealed  by  their  questions.  I am  sure  there 
are  many  such  records  but  this  happens  to  be 
the  only  one  I know. 

Chapter  VII  of  Book  II  of  Biography  and 
History  of  the  Indians  of  North  America  by 
Samuel  G.  Drake,  first  published  in  1832,  is 
devoted  to  “the  praying  or  Christian  Indians  in 
New  England.”  Drake  tells  of  one  John  Eliot 
who  believed  he  must  teach  Christianity  to  the 
Indians  without  an  intermediary,  and  there- 
fore before  starting  his  mission  employed  an 
Indian  called  Job  Nesutan  and  installed  him 
as  a member  of  his  household,  and  as  a result 
within  a few  months  Eliot  had  learned  the 
native  language. 

He  first  visited  Nonantum  (now  Newton, 
Massachusetts)  and  there  gathering  the  Indians 
about  him,  in  their  own  language  he  told  them 
of  Christ,  his  life,  the  manner  of  his  death,  and 
where  “he  now  was”;  also  of  the  Ten  Com- 
mandments and  of  the  dreadful  curse  that  fell 
on  “those  that  brake  them.”  After  about  an 
hour’s  talk  he  invited  questions,  and  here  on 
that  twenty-eighth  day  of  October,  1646,  are 
what  his  audience  asked. 

How  can  I know  Jesus  Christ? 

Were  Englishmen  ever  so  ignorant  of 
Christ  as  we  now  are? 

How  dared  Eliot  exhibit  an  image  of  God, 
since  it  was  forbidden  by  the  second  com- 
mandment? 

Whether,  according  to  the  second  com- 
mandment, it  be  ordained  the  child  must 
suffer,  though  he  be  good,  for  the  sins  of  its 
parents? 

How  all  the  world  became  filled  with  people, 
if  they  were  all  once  drowned  in  the  flood? 

Two  weeks  later  on  November  11,  Eliot  re- 


turned to  the  same  village  and  preached  to  the 
same  group,  after  which  he  again  invited 
questions.  I leave  it  to  each  of  you  to  decide 
whether  or  not  the  character  of  interrogation 
was  changed  and  whether  or  not  you  seem  to 
detect,  as  I thought  I did,  a hint  of  sophistry 
replacing  the  naivete  of  two  weeks  before. 

How  did  it  come  to  pass  that  sea  water  was 
salt  and  river  water  fresh? 

That  if  the  water  was  higher  than  the 
earth,  how  it  happened  that  it  did  not 
overflow  it? 

How  the  English  came  to  differ  so  much 
from  the  Indians  in  their  knowledge  of  God 
and  Jesus  Christ,  since  they  had  all  at  first 
one  father? 

This  last  question  is  really  intriguing.  I 
don’t  know  of  any  quotation,  even  that  of  the 
address  of  the  chiefs  of  the  Five  Nations  to 
Queen  Anne  at  the  Court  of  St.  James,  which  so 
graphically  illustrates  the  polished  urbanity 
and  diplomatic  nicety  that  characterized  the 
American  Indian  when  engaged  in  the  dis- 
course of  conference  and  so  in  contrast  with 
his  violent  savagery  when  on  the  warpath. 
Here,  in  one  simple  question,  the  divinity  of  the 
English  God  is  subtly  questioned  and  at  the 
same  time  the  cupidity  of  the  white  man  re- 
buked, particularly  in  the  treatment  of  the 
Indian,  all  done  with  exquisite  delicacy,  by 
wondering  how  a true  God  could  reveal  himself 
to  such  as  the  English  before  the  Indian  and  his 
brethren. 

Eliot  spent  his  life  teaching  the  Indians  of 
New  England  and  later  in  life  translated  the 
Bible  into  their  language,  an  accomplishment 
summed  up  thus  by  Douglass  in  his  History  of 
America  written  in  1745. 

Mr.  Eliot  with  immense  labor  translated 
and  printed  our  Bible  into  Indian.  It  was 
done  with  a good  pious  design,  but  it  must  be 
reconed  among  the  otiosorum  hominum 
negotia:  It  was  done  in  the  Natick  (Nipmuk) 
language.  Of  the  Naticks,  at  present,  there 
are  not  20  families  subsisting,  and  scarce 
any  of  these  can  read. — Cui  Bono! 

However,  despite  Douglass’s  pessimism  it 
was  not  completely  fruitless,  because  through 
Eliot  by  way  of  Drake  there  is  revealed  what  is 
one  of  the  more  cogent,  practical,  and  sensible 
contributions  to  the  literature  of  jurisprudence 
in  this  country,  albeit  almost  unknown. 

For  on  that  first  October  day  when  Eliot  made 
his  initial  visit  to  Newton,  he  was  met  by  a 
wise  and  learned  native  called  Wauban. 
Wauban  eagerly  embraced  Christianity,  and 
when  a civil  community  for  the  Christianized 
aborigines  was  established  at  Natick,  he  became 
a justice  of  the  peace.  Sometime  later  during 
an  investigation  of  colonial  justice  and  the 
operation  of  local  courts,  Wauban  was  asked 
what  he  would  do  when  Indians  got  drunk  and 
quarrelled;  and  this  was  his  reply:  “Tie  um  all 
up,  and  whip  um  plaintiff,  and  whip  um  fendant, 
and  whip  um  witness.” 

WRC 
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Edward  Gustave  Bodenbender,  M.D.,  of 

Buffalo,  died  on  June  8 at  the  Niagara  Lutheran 
Home  at  the  age  of  ninety-five.  Dr.  Bo- 
denbender graduated  in  1894  from  Homeopathic 
Hospital  College,  Cleveland.  Until  his  retire- 
ment he  served  on  the  medical  staff  of  the  old 
Homeopathic  Hospital,  now  Millard  Fillmore 
Hospital. 

Frank  Marcus  Bullard,  M.D.,  of  Central 
Valley,  died  on  June  14  at  Cornwall  Hospital 
at  the  age  of  seventy-one.  Dr.  Bullard  grad- 
uated in  1920  from  Columbia  University  College 
of  Physicians  and  Surgeons.  He  was  a consult- 
ing obstetrician  at  St.  Luke’s  (Newburgh) 
Hospital  Outpatient  Department  and  a con- 
sulting physician  at  Cornwall  Hospital.  He 
had  served  as  a school  physician  in  Central 
Valley  for  many  years  and  was  a State  Board 
of  Health  officer.  Dr.  Bullard  was  a member 
of  the  Orange  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

John  A.  Hatch,  M.D.,  of  Penn  Yan,  died  on 
June  6 at  his  home  at  the  age  of  seventy-one. 
Dr.  Hatch  graduated  in  1919  from  the  Uni- 
versity of  Buffalo  School  of  Medicine.  Since 
1944  he  had  been  a member  of  the  Willard  State 
Hospital  board  of  visitors  and  until  1964  was  a 
member  of  the  Rochester  regional  mental  health 
committee.  Dr.  Hatch  was  a member  of  the 
Yates  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  Ameri- 
can Medical  Association. 

Solomon  Schless,  M.D.,  of  New  York  City, 
died  on  April  6 at  the  age  of  eighty-six.  Dr. 
Schless  received  his  medical  degree  from  the 
University  of  Prague  in  1907.  He  was  a mem- 


ber of  the  New  York  Cardiological  Society,  the 
New  York  County  Medical  Society,  the  Medi- 
cal Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Nathan  Schwartz,  M.D.,  of  Brooklyn,  died 
on  June  30  at  his  home  at  the  age  of  sixty-four. 
Dr.  Schwartz  graduated  in  1927  from  Tufts 
University  School  of  Medicine.  From  1930  to 
1941  he  had  served  as  chief  of  the  eye,  ear,  nose, 
and  throat  service  at  the  U.S.  Public  Health 
Service  Hospital  on  Ellis  Island.  Dr.  Schwartz 
was  a Diplomate  of  the  American  Board  of 
Ophthalmology  and  a member  of  the  American 
Academy  of  Ophthalmology  and  Otolaryn- 
gology, the  Medical  Society  of  the  County  of 
Kings,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Edward  Murray  Tracy,  M.D.,  of  Lackawanna, 
died  on  June  8 at  his  home  at  the  age  of  eighty- 
five.  Dr.  Tracy  graduated  in  1903  from  New 
York  University  and  Bellevue  Hospital  Medical 
College.  He  was  a senior  attending  surgeon 
at  Mercy  Hospital  (Buffalo)  and  an  honorary 
consulting  surgeon  at  Our  Lady  of  Victory 
Hospital.  Dr.  Tracy  was  a member  of  the 
Buffalo  Academy  of  Medicine,  the  Erie  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Herbert  S.  Weichsel,  M.D.,  of  White  Plains, 
died  on  April  19  at  the  age  of  sixty-four.  Dr. 
Weichsel  graduated  in  1926  from  Cornell  Uni- 
versity Medical  College.  He  was  a member 
of  the  Westchester  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 
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FIFTY-NINTH 

ANNUAL 


District  Branch  Meetings 

MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 


Fifth  and  Sixth  District  Branches  / Fourth  Combined  Annual  Meeting 

Friday , Saturday , Sunday,  September  10,  11,  12,  1965 
The  Sagamore  Hotel,  Bolton  Landing,  Lake  George,  New  York 


Friday,  September  10 


Afternoon 

1:00  P.M. 

Registration,  Main  Lobby 

2:00  P.M. 

Fifth  and  Sixth  District  Branch 
Delegates  Caucus,  Game  Room 

6:00  P.M. 

Cocktails,  Patio 

7:00  P.M. 

Dinner,  Main  Dining  Room 

9 :00  p.m. 

Evening  entertainment 

Saturday,  September  11 

Morning 

9:30  a.m. 

Scientific  Program,  Game  Room 

Urinary  Tract  Infection  in 
Children 

Frederic  N.  Silverman,  M.D.,  Cin- 
cinnati, Ohio 

Director,  Division  of  Roentgen- 
ology, The  Children’s  Hos- 
pital 

11:00  a.m. 

Round  Table  Discussion,  Game 
Room 

11:30  a.m. 

Annual  Business  Meeting,  Election 
of  Officers 

Fifth  District  Branch,  Game  Room 
Sixth  District  Branch,  Academy 
Award  Room 

Afternoon 

12:30  p.m. 

Men’s  Business  Luncheon,  Main 
Dining  Room 

1:30  p.m. 

Recreation 

Evening 

6:45  p.m. 

Reception  for  officers  of  Medical 
Society  of  the  State  of  New 
York,  Patio 

8 : 00  p.m. 

Banquet,  Main  Dining  Room 
Felix  Ottaviano,  M.D.,  Master  of 
Ceremonies 

Awarding  of  Golf  Trophies: 

Marcus  S.  Richards,  M.D. 
Introduction  of  Officers 
Remarks:  Waring  Willis,  M.D., 
Bronxville,  President,  Medical 
Society  of  the  State  of  New 
York 

Remarks:  Mrs.  H.  Dan  Vickers, 
Little  Falls,  President,  Wom- 
an’s Auxiliary  to  the 
Medical  Society  of  the  State 
of  New  York 

Guest  Speaker:  The  Doctor  as  a 
Family  Man 

Lewis  A.  Miller,  Oradell,  New 
Jersey 

Executive  Editor,  Medical  Eco- 
nomics 

10:00  p.m.  Entertainment,  Dancing  and  Luau, 
Colony  Room 

Sunday,  September  12 
Morning 

9:30  a.m.  Scientific  Program,  Game  Room 

Milton  Helpern,  M.D.,  New  York 
City 

Chief  Medical  Examiner,  City 
of  New  York 

Scientific  Motion  Pictures 
11:00  a.m.  Round  Table  Discussion 
12:00  noon  Luncheon,  Main  Dining  Room 

Scientific  program  sponsored  by  Hiss  Pharma- 
cal  Company,  Inc.,  Utica,  New  York. 


Officers— Fifth  District  Branch 

President Felix  Ottaviano,  M.D., 

Oneida 

First  Vice- 

President Marcus  S.  Richards,  M.D., 

Tully 
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Second  Vice- 


President Theodore  J.  Prowda,  M.D., 

Sherrill 

Secretary  William  R.  Carson,  M.D., 

Potsdam 

Treasurer Bernard  J.  Hartnett,  M.D., 

Auburn 

Delegate Arthur  F.  Gaffney,  M.D., 

Clinton 


Presidents— Component  County  Societies 


Cayuga  . . Robert  J.  McManus,  M.D., 

Auburn 

Herkimer John  H.  Hirshfeld,  M.D., 

Mohawk 

Jefferson Arnold  John  Lee,  M.D., 

Carthage 

Lewis Lewis  A.  Steinhilber,  M.D., 

Lowville 

Madison Gareth  S.  West,  M.D.,  Chit- 

tenango 

Oneida Clarke  T.  Case,  M.D.,  Utica 

Onondaga Clayton  H.  Hale,  M.D.,  Syra- 

cuse 

Oswego Angelo  P.  Arena,  M.D.,  Han- 

nibal 


St.  Lawrence.  . .Stuart  A.  Winning,  M.D., 
Ogdensburg 


Officers— Sixth  District  Branch 

President  George  G.  McCauley,  M.D., 

Ithaca 


First  Vice- 

President  Hugh  D.  Black,  M.D.,  Oxford 

Second  Vice- 

President Charles  L.  Shute,  Jr.,  M.D., 

Binghamton 

Secretary  Henry  B.  Marshall,  M.D., 

Elmira 

Treasurer Jason  K.  Moyer,  M.D.,  Bing- 

hamton 

Delegate Norman  C.  Lyster,  M.D.,  Nor- 

wich 


Presidents— Component  County  Societies 


Broome Anthony  Meloro,  M.D.,  Bing- 

hamton 

Chemung Joseph  G.  Gladston,  M.D., 

Elmira 

Chenango Charles  L.  Dubuar,  M.D., 

Sherburne 

Cortland Donald  R.  Gibbs,  M.D.,  Cort- 

land 

Delaware Charles  W.  Jones,  M.D.,  Wal- 

ton 

Otsego Elfred  L.  Leech,  M.D., 

Oneonta 

Schuyler James  J.  Norton,  M.D.,  Mon- 

tour Falls 

Tioga Abraham  No vinsky,  M.D., 

Waverly 

Tompkins Dale  B.  Pritchard,  M.D., 

Ithaca 


Seventh  and  Eighth  District  Branches  / Combined  Annual  Meeting 

Thursday , Friday , Saturday , Sunday , September  16,  17,  18,  19,  1965 
Grossinger' s , Grossinger,  New  York 


Thursday,  September  16 
Afternoon 

2:00  to  5:00  p.m.  Registration,  Lounge 


1.  Soft  Tissue 

J.  Raymond  Hinshaw,  M.D., 
Rochester 

Associate  Professor  of  Sur- 
gery 


Friday,  September  17 
Morning 

9:00  a.m.  Scientific  Program,  Night  Watch 
Room 

Symposium:  What’s  New  in 

Trauma? 

Harold  W.  Bales,  Jr.,  M.D., 
Rochester,  Moderator 
Senior  Instructor  in  Plastic  Sur- 
gery 


2.  Neurosurgical  Advances 

Joseph  V.  McDonald,  M.D., 
Rochester 

Assistant  Professor  in  Neuro- 
surgery 

3.  The  Hand 

Harold  W.  Bales,  Jr.,  M.D., 
Rochester 

Senior  Instructor  in  Plastic 
Surgery 
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4.  Orthopedics 

Franklin  T.  Hoaglund,  M.D., 
Rochester 

Senior  Instructor  in  Orthopedic 
Surgery 

The  above  speakers  are  all  from  the  Uni- 
versity of  Rochester  School  of  Medicine  and 
Dentistry. 

12:00  noon  Business  Meeting,  Election  of  Offi- 
cers 

Seventh  District  Branch,  Night 
Watch  Room 

Saturday,  September  18 
Morning 

9 : 00  a.m.  Scientific  Program,  Night  Watch 
Room 

Symposium  and  Panel  Discus- 
sion: Government  in  Medi- 
cine 

John  D.  Naples,  M.D.,  Buffalo, 
Moderator 

President,  Eighth  District 
Branch 

1.  The  Department  of  Health 
and  the  Physician 

Hollis  S.  Ingraham,  M.D., 
Albany 

Commissioner  of  Health,  State 
of  New  York  Department  of 
Health 

2.  The  Folsom  Committee  Re- 
port to  Governor  Rocke- 
feller on  Hospital  Costs 

Marion  B.  Folsom,  Rochester 
Former  Secretary,  U.S.  De- 
partment of  Health,  Educa- 
tion, and  Welfare 

3.  The  Federal  Government  in 
Medicine 

Edward  R.  Annis,  M.D.,  Miami, 
Florida 

Past-President,  American 
Medical  Association 

12: 00  noon  Business  Meeting,  Election  of  Offi- 
cers 

Eighth  District  Branch,  Night 
Watch  Room 

Officers— Seventh  District  Branch 

President Joseph  J.  Kaufman,  M.D., 

Newark 

First  Vice- 

President Vincent  I.  Bonafede,  M.D., 

Sonyea 


Second  Vice- 

President M.  Edgerton  Deuel,  M.D., 

Geneva 

Secretary Milton  Tully,  M.D.,  Hornell 

Treasurer Merle  D.  Evans,  M.D.,  Roch- 

ester 

Past-President.  Charles  M.  Smith,  M.D., 
Waterloo 

Delegate Charles  M.  Smith,  M.D., 

Waterloo 


Presidents— Component  County  Societies 


Livingston Hans  C.  Bartel t,  M.D.,  Mount 

Morris 

Monroe Charles  D.  Sherman,  Jr.,  M.D., 

Rochester 

Ontario I.  Robert  Wood,  M.D.,  Clifton 

Springs 

Seneca Saul  Towers,  M.D.,  Seneca 

Falls 

Steuben Wayne  C.  Templer,  M.D., 

Corning 

Wayne Jan  A.  Perillo,  M.D.,  Newark 

Yates James  F.  Benedict,  M.D.,  Penn 

Yan 


Officers— Eighth  District  Branch 


President John  D.  Naples,  M.D.,  Erie 

Past-President.  Irwin  Felsen,  M.D.,  Allegany 
President- 

Elect John  T.  Donovan,  M.D.,  Ni- 

agara 

Secretary Paul  A.  Burgeson,  M.D.,  Wyo- 

ming 

Treasurer Herbert  A.  Laughlin,  M.D., 

Chautauqua 


Presidents— Component  County  Societies 


Allegany Stephen  Spink,  M.D.,  Belfast 

Cattaraugus.  Ruth  Knobloch,  M.D.,  Little 

Valley 

Chautauqua.  Ansel  R.  Martin,  M.D.,  James- 

town 

Erie Herbert  E.  Joyce,  M.D., 

Buffalo 

Genesee David  H.  Harrington,  M.D., 

Batavia 

Niagara Donald  Ross,  M.D.,  Niagara 

Falls 

Orleans Salvatore  A.  Dispenza,  M.D., 

Albion 

Wyoming Kenneth  W.  Bone,  M.D.,  War- 

saw 


September  1,  1965  / New  York  State  Journal  of  Medicine  2285 


Films  Reviewed 


These  films  are  available  to  physicians,  hospitals,  medical  schools,  and  others,  from 
the  Film  Library  of  the  State  of  New  York  Department  of  Health .* 


Medical  Care  for  Adolescents.  Sound,  color, 
16  mm.,  twenty-nine  minutes. 

The  film  dramatizes  the  need  for  broad 
understanding  by  parents  and  by  physicians  if 
the  adolescent  is  to  receive  the  full  benefit  of 
modern  medical  care  during  the  years  when  he 
is  too  old  to  be  treated  as  a child  and  too  young 
to  assume  the  responsibilities  of  an  adult. 
Certain  conditions  are  particularly  associated 
with  the  health  patterns  of  the  adolescent: 
growth  problems,  acne,  obesity,  nutritional  de- 
ficiency, and  so  on.  The  important  thing  is 
that  the  adolescent’s  characteristics  be  under- 
stood, his  needs  recognized,  and  a climate  cre- 
ated which  fosters  the  practice  of  good  medicine 
and  which  makes  this  in-between  age  group 
receptive  to  the  physician’s  effort  to  help  him. 
The  adolescent  wants  his  “own”  doctor:  one 

in  whom  he  has  confidence,  one  who  under- 
stands his  problems  in  growing  up  and  treats 
him  with  respect.  The  parents  of  the  adoles- 
cent have  a responsibility  to  recognize  his  emo- 
tional as  well  as  his  physical  needs  and  to  help 
make  it  possible  for  them  to  be  met. 

Audience:  Medical  and  community  audi- 

ences and  public  service  television. 

Source  and  producer:  Campus  Film  Dis- 

tributors Corp.,  20  East  46th  Street,  New  York 
City  10017. 

One  Step  at  a Time.  Sound,  16  mm.,  fifteen 
minutes. 

Filmed  at  the  Rehabilitation  Institute  of 
Montreal,  “One  Step  at  a Time”  is  the  personal 
story  of  an  amputee  who  discards  his  crutches 
and  learns  to  walk  again  with  confidence.  In 
the  Institute  you  see  the  professional  crafts- 
manship that  goes  into  the  designing  of  arti- 
ficial limbs  to  fit  the  exact  needs  of  the  patient. 
You  also  see  how  the  prosthetist,  the  physio- 
therapist, and  the  doctor  work  as  a team  to  put 
a man  back  on  his  feet.  The  success  of  this  one 
case  is  repeated  in  several  others  observed  at 
the  hospital. 

Source  and  producer:  The  National  Film 

Board  of  Canada,  680  Fifth  Avenue,  Suite  819, 
New  York  City  10019. 

* Film  evaluations  provided  by  the  Film  Review  Sub- 
committee of  the  Council  Committee  on  Public  Health  and 
Education:  Kenneth  B.  Olson,  M.D.,  Albany,  Chairman: 

Eli  E.  Lazarus,  M.D.,  New  York  City;  and  James  J.  Quin- 
livan,  M.D.,  Albany,  Adviser. 


Population  Ecology.  Sound,  color,  16  mm., 
nineteen  minutes. 

The  purpose  of  the  film  is  to  examine  some  of 
the  factors  which  limit  the  growth  of  plant  and 
animal  populations  in  their  natural  environ- 
ments. The  film  explains  how  man’s  success 
in  shaping  his  environment  to  meet  his  needs 
has  affected  the  growth  rate  of  human  popula- 
tions. The  film  also  considers  the  causes  of  the 
“population  explosion”  and  some  of  the  prob- 
lems related  to  it. 

Source  and  producer:  Encyclopaedia  Bri- 

tannica  Films  Inc.,  1150  Wilmette  Avenue, 
Wilmette,  Illinois. 

Especially  for  Fathers.  Sound,  color,  16 
mm.,  twenty-one  minutes. 

This  film  shows  the  important  role  of  the 
father  in  supporting  his  wife  in  labor.  Family 
relationships  are  presented  in  a happy,  positive 
way  with  the  inclusion  of  the  two  older  children 
in  the  preparations  for  the  new  baby.  The 
technics  of  support  are  taught  in  the  classes 
“Education  for  Childbirth”  in  which  both  ex- 
pectant parents  participate.  The  couple  in 
this  story  have  trained  for  a “participating 
childbirth,”  and  their  portrayal  is  natural, 
convincing,  and  interesting.  Hospital  ad- 
mitting procedures  in  this  film  are  universal  in 
application.  This  film  would  be  valuable  for 
use  in  hospital  tours  for  expectant  parents. 
Although  directed  to  expectant  parents,  espe- 
cially fathers,  this  film  would  be  valuable  in 
training  nursing  and  medical  students  and  for 
hospital  orientation  for  expectant  parents.  It 
is  for  adult  groups  who  have  been  properly 
oriented  to  prenatal  care  and  to  labor  and  de- 
livery. It  is  recommended  that  couples  have 
considerable  preliminary  preparation  for  de- 
livery room  scenes. 

Source  and  producer:  Department  of  Adult 

Education,  San  Jose  Unified  School  District, 
81  N.  7th  Street,  San  Jose,  California. 

Where  Life  Still  Means  Living.  Sound, 
color,  16  mm.,  twenty-four  minutes. 

The  film  explores  the  inner  emotional  world 
of  an  aged  couple  frightened  by  chronic  illness 
and  mental  confusion.  Dramatic  scenes  unfold 
their  feelings  of  rejection  by  their  children,  their 
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helplessness,  and  their  ultimate  admission  to  a 
progressive  home  for  the  aged.  The  film  also 
illustrates  the  drastic  change  in  services  of 
homes  that  must  now  rehabilitate  the  mentally 
disturbed  and  chronically  ill.  A gamut  of 
therapies:  psychiatric,  medical,  group  and 

remotivation,  physical  and  occupational,  and 
sheltered  workshops  gradually  and  realistically 
lead  Ira  and  Elsa  Jacobs  to  a life  that  “still 
means  living.” 

Source  and  producer:  Edward  Feil  Produc- 

tions, 1514  Prospect  Avenue,  Cleveland  15, 
Ohio. 

National  Library  of  Medicine.  Sound,  color, 
16  mm.,  twenty-five  minutes. 

One  hundred  and  twenty-five  years  ago 
Joseph  Lovell,  M.D.,  Surgeon  General  of  the 
U.S.  Army,  authorized  a budget  item  which 
called  for  “150  medical  books”  and  began  a 
collection  which  is  today  the  National  Library 
of  Medicine.  The  library  opened  to  the  public 
in  1888,  eight  years  after  the  introduction  of  the 
Library’s  Index-Catalogue,  internationally  famed 
author-subject  references,  and  the  Index  Medi- 
cus,  a monthly  bibliographic  key  to  current 
medical  literature.  This  film  shows  current 
operations  of  the  medical  library  in  providing 
medical  information  from  all  over  the  world  to 
the  health  professions  of  the  United  States. 
Methods  of  cataloging  and  indexing  are  de- 
scribed to  show  how  the  library  collection  of 
more  than  1 million  books,  serials,  and  pam- 
phlets is  made  available  to  library  users.  The 
film  also  shows  rare  volumes  published  before 
1801  which  are  held  in  the  History  of  Medicine 
Collection  and  modern,  high-speed  equipment 
which  indexes  150,000  current  references  annu- 
ally. Reference  services  of  the  library,  the 
international  acquisition  program,  and  library 
loan  policies  are  described  in  the  film.  Designed 
for  members  of  the  health  professions  and 
medical  librarians,  the  film  is  also  of  interest  to 
lay  audiences. 

Source  and  producer:  Communicable  Dis- 

ease Center,  Atlanta,  Georgia  30333. 

Hydrogen  Generator:  Marsh  Test.  Sound, 

16  mm.,  seven  minutes. 

An  effective  and  safe  method  for  setting  up  a 
hydrogen  generator  is  demonstrated;  this 
generator  is  then  used  to  conduct  the  Marsh 
test  for  arsenic. 

Source  and  producer:  Association  Films, 

Inc.,  347  Madison  Avenue,  New  York  City 
10017. 

Geiger  Counter.  Silent,  color,  16  mm.,  seven 
minutes. 

The  operating  principles  are  explained  by 
diagram  and  animation,  and  a radiation  count- 
ing experiment  is  demonstrated. 


Source  and  producer:  Association  Films, 

Inc.,  347  Madison  Avenue,  New  York  City 
10017. 

Crooke’s  Tubes.  Silent,  color,  16  mm.,  eight 
minutes. 

This  film  demonstrates  the  effect  of  pressure 
on  electrical  discharge  in  gases.  A variety  of 
special  tubes  are  used  to  show  the  kinetic 
energy  of  cathode  rays,  the  heating  effect, 
fluorescence,  their  straight-line  travel,  and  de- 
flection by  a magnetic  field. 

Source  and  producer:  Association  Films, 

Inc.,  347  Madison  Avenue,  New  York  City 
10017. 

Le  Chatelier’s  Principle.  Silent,  color,  16 
mm.,  three  minutes. 

In  stop-motion  photography,  a weighted  wire 
is  shown  cutting  through  a block  of  ice  which 
refreezes  after  the  wire  passes  through.  A 
diagram  explains  the  phenomenon  by  relating 
water-ice  equilibrium  to  the  pressure. 

Source  and  producer:  Association  Films, 

Inc.,  347  Madison  Avenue,  New  York  City 
10017. 

Melting  Points:  Determination  and 

Trends.  Sound,  color,  16  mm.,  nine  minutes. 

This  film  employs  the  periodic  table  to 
correlate  the  melting  points  of  elements  and 
demonstrates  how  to  make  determinations  on 
bromine,  chlorine,  and  alkali  metals. 

Source  and  producer:  Association  Films, 

Inc.,  347  Madison  Avenue,  New  York  City 
10017. 

Quantitative  Transfer.  Sound,  color,  16 
mm.,  seventeen  minutes. 

This  film  demonstrates  a basic  analytical  de- 
termination: preparing  a precipitate,  using  a 

filter,  igniting  the  precipitate,  and  weighing. 
The  proper  laboratory  technics  are  clearly 
pinpointed. 

Source  and  producer:  Association  Films, 

Inc.,  347  Madison  Avenue,  New  York  City 
10017. 

Single  Pan  Analytical  Balance.  Sound, 
color,  16  mm.,  six  minutes. 

Using  an  Ainsworth  model  as  an  example,  this 
film  discusses  the  advantages  of  the  single-pan 
balance  and  demonstrates  the  steps  in  weighing 
a sample. 

Source  and  producer:  Association  Films, 

Inc.,  347  Madison  Avenue,  New  York  City 
10017. 


September  1,  1965  / New  York  State  Journal  of  Medicine  2287 


Laboratory  Burners.  Sound,  color,  16  mm., 
nine  minutes. 

This  film  demonstrates  the  use  of  various 
burners  and  accessories,  including  the  Bunsen, 
Fisher,  micro-  and  blast  burners,  gas  lighter, 
and  fishtail  or  flame  spreader  and  indicates  the 
different  kinds  of  flames  suited  for  specific 
laboratory  tasks. 

Source  and  producer:  Association  Films, 

Inc.,  347  Madison  Avenue,  New  York  City 
10017. 


Handling  Gases.  Sound,  color,  16  mm.,  three 
minutes. 

This  film  shows  the  technics  of  handling  gases 
in  high-pressure  commercial  cylinders  and 
small  lecture  cylinders,  stressing  safety  precau- 
tions throughout.  Correct  use  of  oxygen  with  a 
blast  burner  is  also  shown. 

Source  and  producer:  Association  Films, 

Inc.,  347  Madison  Avenue,  New  York  City 
10017. 


Contact  Ulcer  of  the  Larynx.  Silent,  color, 
16  mm.,  eleven  minutes. 

The  harmful  effects  of  faulty  vocal  habits  on 
the  production  and  persistence  of  contact  ulcer 
of  the  larynx  are  well  known.  Cinemato- 
graphic and  experimental  investigations  have 
been  carried  out  to  determine  the  type  of  vocal 
trauma  associated  with  this  disabling  lesion. 
The  anatomic  and  physiologic  factors  are  dis- 
cussed, and  the  experimental  evidence  is  sup- 
ported by  ultra-slow  motion  pictures.  The 
clinical  manifestations  of  a contact  ulcer  and  its 
regression  under  indicated  therapy  are  pre- 
sented. 

Source  and  producer:  Institute  of  Laryn- 

gology and  Voice  Disorders,  c/o  Hans  von  Leden, 
M.D.,  University  of  California — Medical  Cen- 
ter, Los  Angeles  24,  California. 


The  Patient  Who  Cannot  Eat.  Sound, 
color,  16  mm.,  thirty  minutes. 

This  film  presents  2 patients  who,  in  addition 
to  their  inability  to  eat,  must  face  the  added 
stress  of  having  a tube  inserted  into  their  gas- 
trointestinal tract.  The  break  for  discussion 
follows  the  presentation  of  a patient  who  has  a 
gastric  obstruction  and  who  is  to  have  a gastric 
tube  inserted  and  a postoperative  patient  who 
has  a Miller- Abbott  tube  in  the  stomach  which 
is  to  be  advanced.  The  film  illustrates  the 
importance  of  the  nurse  explaining  to  the  pa- 
tient what  she  is  doing  and  shows  the  signifi- 
cance of  her  role  at  the  bedside. 

Source  and  producer:  College  of  Saint 

T eresa , . W inona , M innesota . 


The  Function  of  the  Normal  Larynx. 

Sound,  color,  16  mm.,  twenty-one  minutes. 

The  film  presents  a brief  review  of  the  per- 
tinent anatomy  and  a clear  and  detailed  picture 
of  normal  laryngeal  physiology  in  voice  produc- 
tion. The  exact  synchronization  of  action  and 
sound  gives  an  impression  of  realism  and  de- 
cisively resolves  the  controversial  relation  of  the 
length  of  the  vocal  cords  versus  their  mass  in 
the  determination  of  pitch.  The  importance  of 
ultra-high-speed  photography  in  the  study  of 
laryngeal  function  is  demonstrated  by  a series 
of  common  sounds  photographed  at  the  rate  of 
5,000  frames,  or  pictures,  a second.  The  use  of 
color  film  at  such  speeds  represents  a new  de- 
velopment in  laryngeal  photography.  Newer 
observations  on  normal  laryngeal  physiology 
presented  in  the  film  include  a new  concept  of 
abduction,  arytenoid  motion,  and  asynchrony 
of  vibration.  Similarly,  the  slow-motion  pic- 
tures of  the  thick  double  lip  of  the  vocal  cords 
during  phonation  emphasize  the  importance  of 
the  loose  mucous  membranes  and  contribute  to 
a practical  theory  of  voice  production.  The 
complexity  and  diversity  of  laryngeal  adjust- 
ments are  illustrated  by  a cough  and  by  a coup 
de  glotte. 

Source  and  producer:  Institute  of  Laryn- 

gology and  Voice  Disorders,  c/o  Hans  von 
Leden,  M.D.,  University  of  California — Medical 
Center,  Los  Angeles  24,  California. 

Physical  Examination  of  the  Joints — Part 
II:  Hip,  Shoulder,  and  Back.  Sound,  color, 

16  mm.,  thirty  minutes. 

The  film  demonstrates  a routine  technic  for 
examining  the  normal  hip,  shoulder,  temporo- 
mandibular joint,  neck,  and  back.  Certain 
changes  are  also  demonstrated  as  illustrations 
of  the  deviation  from  normal,  but  no  attempt  is 
made  to  present  a gallery  of  pathologic  signs  or 
to  discuss  specific  clinical  entities.  Several 
films  dealing  with  the  clinical  findings  in  certain 
rheumatic  disorders  are  planned.  The  film  is 
intended  primarily  for  the  medical  student  and 
physician  in  training  as  a supplement  to  his 
instruction  in  physical  diagnosis.  A proper 
joint  examination,  as  a part  of  the  general 
physical  examination,  is  an  important,  yet  often 
neglected,  phase  of  diagnosis.  It  is  hoped  that 
the  film  will  aid  the  student  in  getting  informa- 
tion by  simple  physical  means.  It  cannot  dis- 
place the  “live”  clinical  demonstration,  and  it 
is  no  substitute  for  repeated  practice.  The 
examining  technics  shown  are  not  the  only 
acceptable  methods;  on  the  contrary,  these  will 
be  modified  and  added  to  by  each  examiner  for 
his  own  special  purposes.  Yet  the  methods 
shown  are  basic,  and  they  can  be  easily  learned 
and  rapidly  executed. 

Source:  Arthritis  and  Rheumatism  Founda- 

tion, 10  Columbus  Circle,  New  York  City 
10019. 

Producer:  Audio  Visual  Education  Service, 

University  of  Minnesota. 
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Index  to  Advertised  Products 


Analgesics 

Percodan  (Endo  Laboratories) 2195 


PINEWOOD  Waiter  A mED.^RKTOR^' AP‘ A' 

EST  1930 

J.  Epstein,  M.D.,  L.F.A.PA. — L.  Wender,  M.D.,  L.F.A.P.A. 
Katonah,  N.Y.  Tel:  CEntral  2-3155  NYC,  Direct,  Tel:  CY  5-0264 

A psychiatric  hospital  offering  individual  treatment  for  all 
nervous  and  mental  disorders,  alcoholism  and  drug  addiction. 
Psychoanalytically  oriented.  Pharmacological  and  electro- 
therapeutic  methods.  Rates — moderate. 


Antibiotics 

Polysporin 

(Burroughs  Wellcome  & Company,  Inc.) 2201 

V-Cillin  K (Eli  Lilly  & Company) 2204 

Anticonvulsants 

Dilantin  (Parke,  Davis  & Company) 2193 

Antidepressants 

Norpramin  (Lakeside  Laboratories) 2187 


HOLBROOK  MANOR 

Five  Acres  of  Pinewo'-  ded  Grounds 

SENILE— AGED 

Non-sectarian,  dietary  laws  observed 
Medical  Director,  O.  L.  Friedman,  M.D.,  Q.P.,  M.A.P.A. 
HOLBROOK,  L.  I.  N.  Y.  Office;  TRafalgar  7-2666 


Antiemetics 

Bonadoxin  (J.  B.  Roerig  & Company) 2189 

Appetite  suppressants 

Desbutal  (Abbott  Laboratories) 2182-2183 


Bronchopulmonary 

Bronkotabs  (Breon  Laboratories) 2nd  cover 


Dermatologic  preparations 

pHisoHex  (Winthrop  Laboratories) 2185 


Digestive  relaxants 

Decholin-BB  (Ames  Company,  Inc.) 3rd  cover 


Foods 


Grapefruit  (Florida  Citrus  Commission) 2181 

Milk  (National  Dairy  Council) 2210 


Fungicides 

Mysteclin-F  (E.  R.  Squibb  & Sons) 2197 


PUT  Jff* 
in 

qour  mail 


Include 

IfP  CODE  NUMBERS 
IN  ALL  ADDRESSES 


POSTMASTER 


Hormones 

Enovid-E  (G.  D.  Searle  & Company) 2209 

Sun-screening  agents 

UVAL  (Stuart  Company) 2199 

Vaginal  hygiene 

StomAseptine  (Harcliffe  Laboratories) 2292 


Vitamins 

Stresscaps 
(Lederle  Labs., 

Div.  Amer.  Cyanamid  Co.) 4th  cover 


NEED  QUICK  RESPONSE? 
Want  Good  Results? 

Experience  proves  that  you  get  both  in 
the  classified  ad  section  of  the  New  York 
State  Journal  of  Medicine. 
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PHYSICIANS  WANTED  POSITIONS  WANTED 


INTERNSHIPS-AMA  APPROVED  ROTATING.  ST. 
Joseph’s  Hospital.  Yonkers,  New  York.  Accredited  165 
bed  hospital.  Integrated  educational  program  organized 
by  Director  of  Medical  Education:  abundant  in-patient  j 

and  out-patient  material  for  clinical  training.  Annual 
stipend  $4800,  plus  modern  living  accommodations.  Open- 
ings for  July  1966.  ECFMG  certificate  required.  Apply 
Administrator,  St.  Joseph’s  Hospital,  Yonkers,  N.  Y. 


INTERNIST,  PEDIATRICIAN,  AND  GENERAL  PRAC- 
titioner  wanted  to  join  group  in  Eastern  Long  Island. 
Please  contact  with  information  to  Box  216,  % NJSJM. 


MEDICAL  DIRECTOR  WANTED:  FOR  OUTPATIENT 
rehabilitation  center;  physiatrist,  qualified  or  Board 
certified.  Must  have  New  York  State  license.  Salary 
$20,000  and  up,  depending  on  qualifications,  plus  liberal 
fringe  benefits.  Box  227,  % NYSJM. 


HOUSE  PHYSICIANS:  6 REQUIRED  FOR  IMMED- 
iate  openings.  Accredited,  voluntary,  375  bed  general 
hospital  located  in  the  metropobtan  area.  $600  per 
month  plus  maintenance.  Send  resume  to  Medical  Di- 
rector, St.  Mary  Hospital,  Hoboken,  New  Jersey.  SW 
2-3300. 


WANTED:  PEDIATRICIAN,  BOARD  CERTIFIED  OR 
eligible,  by  11  man  multispecialty  group  in  university  city 
in  Southwestern  New  York  State,  in  the  heart  of  a recrea- 
tion and  industrial  area.  Starting  first  year  salary  $18,000. 
Full  partner  after  two  years.  Box  235,  % NYSJM. 


BUSY  FAMILY  PHYSICIAN  IN  FAST-GROWING 
Webster,  New  York,  on  Lake  Ontario,  home  of  Xerox, 
needs  associate.  Salary  first  year,  leading  to  partnership. 
No  obstetrics.  Some  residency  training  in  pediatrics 
and/or  internal  medicine  required.  20  minutes  to  hospitals 
in  Rochester.  Jason  O.  Cook,  M.D.,  190  South  Ave., 
Webster,  N.Y.  14580. 


WANTED:  YOUNG  ANESTHESIOLOGIST,  BOARD 

certified  or  eligible.  Must  be  well  trained.  To  join  an 
expanding  fee-for-service  group  of  Board  anesthesiologists. 
One  year’s  salary  commensurate  with  experience,  then 
full  partnership.  Metropolitan  area,  Central  New  York 
State.  Box  237,  % NYSJM. 


LOCUM  TENENS  IN  RADIOLOGY.  HOSPITAL 
practice,  pleasant  atmosphere,  1 >/2  hours  from  downtown 
New  York  City.  Coverage  needed  September  20th  to 
October  10th.  New  York  license  required.  Excellent 
remuneration.  Box  240,  % NYSJM. 


WANTED:  YOUNG  GENERAL  PRACTITIONERS 

with  specialty  in  anesthesiology,  Obs-Gyn,  or  surgery 
for  country  practice.  Full  use  of  modern,  accredited, 
55-bed  hospital  located  55  miles  from  N.Y.C.  in  a growing 
community  of  Orange  County.  Office  space  and  nursing 
staff  will  be  provided.  Box  239,  % NYSJM. 


MEDICAL  ASSISTANTS  AND  SECRETARIES.  LAB- 
oratory  and  X-Ray  Techs.  Well  trained  and  highly  quali- 
fied personnel  (male  & female).  Phone  CH  2-2330  Ext. 
6,  Placement  Dept.,  or  write  Eastern  School  for  Physicians’ 
Aides,  Dept.  69,  85  Fifth  Ave.,  New  York  3.  N Y. 
(Founded  1936  by  two  member  physicians.) 


37  YEAR  OLD  GEN.  SURGEON  SEEKING  ASSOCIA- 
tion  with  older  surgeon  nearing  retirement,  in  or  near  New 
York  City.  Will  consider  group  if  near  city.  Box  241, 
% NYSJM. 
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PRACTICES  FOR  SALE  OR  RENT 


LUCRATIVE  GENERAL  PRACTICE,  UPSTATE  NEW 
York;  town  40,000;  County  seat.  Excellent  schools  and 
recreational  facilities.  No  obstetrics.  Open  hospitals. 
Minimal  investment;  will  introduce.  Brief  resume  with 
first  letter.  Box  233,  % NYSJM. 


OPHTHALMOLOGY  PRACTICE  FOR  SALE  OR  REN- 
tal.  Unopposed,  lucrative,  growing  area  of  Brighton  Beach 
Brooklyn.  Available  through  sudden  decease  of  physician. 
36  years  in  location,  excellent  for  newcomer;  will  introduce. 
Terms  to  suit.  Will  also  consider  sale  of  residence,  same 
location  as  office.  SH  3-3030. 


MEDICAL  PRACTICE  AND  FINE  COLONIAL  HUD- 
son  Valley  home  and  office  for  sale,  due  to  untimely  death 
of  Charles  Beattie,  M.D.  Practice  located  in  rural  Ulster 
and  Orange  Counties.  Close  proximity  to  hospitals — 
Newburgh,  Kingston  & Poughkeepsie.  Write:  Norman 
Kellar,  Executor,  14  Pearl  Street,  Kingston,  N.Y. 


EXCELLENT  OPPORTUNITY  FOR  GENERAL  PRAC- 
titioner  immediately  available.  Lucrative  practice  es- 
tablished 30  years.  Fully  equipped  and  redecorated  900 
sq.  ft.  office  downtown.  Large  private  dwelling.  Draws 
from  area  of  150,000.  Best  schools  and  hospitals.  Mrs. 
Julius  Rath,  311  Washington  St.,  Watertown,  New  York. 
Tel:  (315)  SU  2-4752. 


REAL  ESTATE  FOR  SALE  OR  RENT 


80’S  EAST  (5TH  AVE.).  BEAUTIFUL  TOWNHOUSE. 
Professional  office:  5 rms.,  fir.  thru,  1,000  sq.  ft.  Separate 
entrance.  $350  mo.  Hanfield,  Callen,  Ruland  & Benja- 
min, 434  Sixth  Ave.  (Miss  Preziosi),  OR  4-9100. 


SALE:  ROCKVILLE  CENTER,  LONG  ISLAND.  GEOR- 
gian  brick  house,  4 bedrooms,  3 full  baths,  modern  kitchen, 
dining  room,  living  room,  dinette;  2 car  garage;  4 room 
professional  suite.  Corner  lot,  excellent  location.  Fast 
sale  due  to  illiness.  Call  BA  3-1410. 


FOR  SALE:  BROOKLYN,  IN  PROSPEROUS  DYKER 
Heights  area.  Fully  detached,  spacious  11  room,  one 
family  brick  house.  2 bathrooms,  2 car  garage,  beautifully 
landscaped  60  Xl  00  ft.  plot.  Large  entrance  foyer  makes 
this  house  ideal  for  conversion  to  offices  for  group  practice. 
Price:  $60,000.  Call  (212)  833-5014. 


PRESTIGE  LOCATION 

For  Medical — Dental  Group 
and  Individual  Practitioners. 

“EXECUTIVE  TOWERS” 

1020  GRAND  CONCOURSE,  BRONX 

23-Story  Air  Conditioned  Apt.  Bldg,  (corner  165th  St) 


Exclusively  Reserved  for  Professional  use. 
PRIVATE  ENTRANCES 
2 FLOORS  • PRIVATE  ELEVATORS 
CENTRAL  AIR-CONDITIONING 

IMMEDIATE  OCCUPANCY 

Apply  Renting  Office  on  property  • CY  3-5545 
Carol  Management  Corp. 

Owner — Builder 


REAL  ESTATE  FOR  SALE  OR  RENT— CONT’D 


COMBINATION  OFFICE  IN  HOME,  PERFECTLY 
appointed  for  internist  or  family  practice.  Located  in 
small  progressive  city  with  diversified  industry,  excellent 
schools  and  modern  general  hospital.  Owner  retired  for 
reasons  of  health.  W.  A.  Wall,  M.D.,  105  N.  Main  St., 
Cortland,  N.  Y. 


FURNISHED  OR  UNFURNISHED  SUITES  AVAIL- 
able.  Ideal  for  specialists.  Flower  Hill  Medical  Bldg., 
Roslyn,  N.  Y.  (516)  MA  7-2840. 


FOR  RENT:  TAKE  OVER  LEASE.  LARGE  SPACIOUS 
office,  formerly  active  orthopedist.  Five  treatment  rooms, 
large  waiting  room,  fully  equipped;  diathermy,  ultra- 
sonic, air  conditioners,  etc.  Purchase  of  equipment 
optional.  Ocean  Ave.  & Quentin  Rd.  Call  Cl  8-2078  or 
DE  9-2002. 


ATTRACTIVE,  FURNISHED,  EQUIPPED,  AIR  CON- 
ditioned  office  to  rent.  Exclusive  use  of  two  rooms;  large 
waiting  room  shared.  Stewart  House,  70  East  10th  Street. 
Call  AL  4-9100  or  OR  7-6129. 


COMMACK:  IDEAL  FOR  PROFESSIONAL  RESI- 

dence  and  office.  7 room  split  level,  l/z  acre,  IV2  baths 
3 bedrooms,  full  formal  dining  room,  attached  garage. 
Approximately  580  ft.  office  space.  Across  street  from 
shopping  center,  but  still  in  private  residential  area. 
Price  $23,990.  By  appointment  only.  Owner  broker. 
JU  8-2206. 


FOR  SALE 

Large  11  room  house  and  store,  plus  2 story  garage, 
situated  in  center  of  resort  town,  Wurtsboro,  N.Y.  Fine 
location  for  small  Medical  Center.  All  improvements; 
5 living  units ; 6 bathrooms.  On  lot  56' x 225. 

Mrs.  George  Cooper,  P.O.  Box  327,  Wurtsboro,  N.Y. 
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What  benefits  do  you  look  for  in  a douche? 


More  prompt  and  effective  symptomatic  relief 


When  vaginitis  is  a problem,  there  is  increasing 
evidence  that  an  alkaline  douche  such  as 
StomAseptine  provides  superior  benefits. 

In  pruritus  vulvae,  Weese1  reports  that  “I  have 
found  StomAseptine  to  provide  prompt  relief... be- 
cause it  dissolves  and  removes  leukorrheal  secre- 
tions which  probably  cause  and  intensify  the 
vaginal  itching  and  burning.”  Davis2  had  better 
success  “with  alkaline  preparations... patients  re- 
ported them  more  soothing  than  the  previously 
used  acid  solutions.”  MacGuigan3  recently  re- 
ported that  the  alkaline  douche  is  his  method  of 


choice  in  treating  vaginal  moniliasis.  StomAseptine 
was  found  most  satisfactory  in  relieving  symptoms 
of  vaginal  irritation,  soreness,  and  burning. 

StomAseptine  releases  nascent  oxygen  which  in- 
terferes with  the  growth  of  the  essentially  anaero- 
bic Trichomonas  vaginalis,  making  it  more  vulner- 
able to  specific  trichomonicidal  agents. 

Weese1  has  found  StomAseptine  to  be  a highly 
effective  mucolytic  cleansing  agent.  Peel4  has  em- 
phasized the  value  of  alkaline  douches  in  remov- 
ing the  highly  acid  discharge  associated  with 
Trichomonas  and  Monilia  vaginitis. 


an  oxidizing  mucolytic  cleansing  agent  for  adjunctive  therapy 


DOUCHE  POWDER 


sodium  perborate,  sodium  bicarbonate, 

sodium  chloride,  borax,  menthol,  thymol,  eucalyptol, 

methyl  salicylate,  aromatics. 


Literature  and  professional  supply  on  request. 

References:  1.  Weese,  W.  H.:  Personal  communication,  Sept.  25, 
1964  ; 2.  Davis,  C.  H.:  J.A.M.A.  157:126  (Jan.  8)  1955;  3.  MacGuigan, 

J.  F.:  Personal  communication,  Nov.  1,  1963;  4.  Peel,  J.  H.:  Text- 
book of  Gynecology,  5th  Ed.,  London,  Wm.  Heineman,  1958,  p.  383. 

HARCLIFFE  LABORATORIES,  INC.,  Brooklyn,  n.y. 
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The  Somatic  Mask: 
menstrual  irregularities 


menopause  or 
psychic  tension? 


Menstrual  irregularities,  along  with  hot  flashes,  fatigue, 
discomfort,  arthralgia  and  other  complaints,  are  classic 
signs  and  symptoms  of  the  menopause.  In  many  cases, 
however,  the  symptoms  may  represent  a “somatic  mask” 
— a psychophysiological  equivalent  of  psychic  tension. 


When  symptoms  stem  from  emotional  problems  or 
stressful  situations.  Valium  (diazepam)  usually  helps  the 
patient  feel  calmer  as  it  alleviates  troubling  symptoms. 
Its  action  is  normally  prompt,  even  in  patients  who 
failed  to  benefit  from  other  tranquilizers.  And  positive 
results  generally  are  achieved  without  impairing  aware- 
ness or  interfering  with  usual  activities.  WTile  ataxia 
and  drowsiness  may  occur,  such  side  effects  are  avoid- 
able in  most  instances  with  dosage  adjustment. 


\^3.1lUm°(diazepam) 


In  prescribing:  Dosage  — Adults:  Mild  to  moderate  psycho- 
neurotic reactions,  2 to  5 mg  b.i.d.  or  t.i.d.;  severe  psychoneu- 
rotic reactions,  5 to  10  mg  t.i.d.  or  q.i.d.;  alcoholism,  10  mg 
t.i.d.  or  q.i.d.  in  first  24  hrs,  then  5 mg  t.i.d.  or  q.i.d.  as  needed; 
muscle  spasm  with  cerebral  palsy  or  athetosis,  2 to  10  mg  t.i.d. 
or  q.i.d.  Geriatric  patients:  1 or  2 mg/day  initially,  increase 
gradually  as  needed. 

Contraindications:  Infants,  patients  with  history  of  con- 
vulsive disorders  or  glaucoma. 

Warning:  Not  of  value  in  the  treatment  of  psychotic  pa- 
tients, and  should  not  be  employed  in  lieu  of  appropriate 
treatment. 

Precautions : Limit  dosage  to  smallest  effective  amount  in  eld- 
erly patients  (not  more  than  1 mg,  one  or  two  times  daily)  to 
preclude  ataxia  or  oversedation.  Advise  patients  against  pos- 
sibly hazardous  procedures  until  correct  maintenance  dosage 
is  established;  driving  during  therapy  not  recommended.  In 
general,  concurrent  use  with  other  psychotropic  agents  is  not 
recommended.  Warn  patients  of  possible  combined  effects  with 
alcohol.  Safe  use  in  pregnancy  not  established.  Observe  usual 
precautions  in  impaired  renal  or  hepatic  function  and  in  pa- 
tients who  may  be  suicidal;  periodic  blood  counts  and  liver 
function  tests  advisable  in  long-term  use.  Cease  therapy  grad- 
ually. 

Side  Effects:  Side  effects  (usually  dose-related)  are  fatigue, 
drowsiness  and  ataxia.  Also  reported:  mild  nausea,  dizziness, 
blurred  vision,  diplopia,  headache,  incontinence,  slurred  speech, 
tremor  and  skin  rash;  paradoxical  reactions  (excitement,  de- 
pression, stimulation,  sleep  disturbances  and  hallucinations) 
and  changes  in  EEG  patterns.  Abrupt  cessation  after  prolonged 
overdosage  may  produce  withdrawal  symptoms  similar  to 
those  seen  with  barbiturates,  meprobamate  and  chlordiazepox- 
ide  HC1. 

Supplied:  Tablets,  2 mg,  5 mg  and  10  mg;  bottles  of  50. 

Roche  Laboratories  80 

Division  of  Hoffmann  - La  Roche  Inc. 

Nutley,N.J.  07110 
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For  predictability  of  action, 
purity,  and  uniform  potency... 

The  original  DIGITOXIN 

DIGITALINE  NATIVELLE 


Presented  in  a full  range  of 
convenient  dose  forms,  all 
interchangeable  by  reason  of 
total  absorption. 

For  complete  prescribing  information 
See  package  circular,  P.  D.  R.  or  write: 
Professional  Service  Division 
E.  Fougera  & Company,  Inc. 


In  asthma  and  emphysema,  OPTIPHYLLI1 1* 
with  its  high  absorption  index  attairi  • 
predictable,  dependable  therapeuti! 
blood  levels,  thereby  relieving  the  feelin  K 
of  “internal  suffocation”.  Prolonge. 
periods  of  remission  and  reduction  in  thj , 
severity  of  attacks  extend  th 
“atmosphere  of  freedorj  a 

The  refreshing  green  mint  flavor  < . 
OPTIPHYLLIN  tends  to  assure  patierj • . 
acceptability  and  to  prevent  drug  fatigup- 
Thus  for  efficacy  and  acceptability,  it  ii  :• 
a drug  of  first  choice  in  the  treatmerh 
of  asthmatic  condition1 
1 1 

Indicated  in  the  management  of  bronchiii  ■ 
asthma,  emphysema  and  other  pulmonarl  % 
disorders  associated  with  bronchospasr  k 


PRODUCTS  OF  NATIVELLE  INC.  DISTRIBUTED  BY  E.  FOUGERA  & CO.,  IKC.,  HICKSVILLE,  NEW  YORi 


Air  for  the  asthmatic, 
in  an  atmosphere  of  freedom. 


I e (Calibrated  dosage  cup  dispensed  with  each  prescription) 

1 15  ml.  (1  tablespoonful)  contains  theophylline  80  mg.,  20%  alcohol. 

I jult  dose  in  acute  asthma  attacks  is  75  ml.  of  OPTIPHYLLIN, 
lied  theophylline  in  any  form  has  not  been  given  in  the  preceding 
Its.  A maintenance  dose  of  30  ml.  of  OPTIPHYLLIN  can  be  initiated 
Jhours  later  and  maintained  t.i.d.  Maintenance  doses  in  chronic 
I nary  conditions  associated  with  bronchospasm  and  in  emphysema 
l om  45  ml.  to  30  ml.  t.i.d. 

l?diatric  dose  in  acute  asthma  is  0.5  ml.  per  pound  of  body  weight, 

K be  repeated  in  less  than  6 hours,  and  not  more  than  2 such  dosages 
Ijiven  in  24  hours.  Maintenance  dosage  varies  from  0.3  ml.  to  0.2  ml. 
1 und  of  body  weight  t.i.d.  until  therapeutic  effect  is  obtained. 

;i  HYLLIN  is  best  absorbed  on  an  empty  stomach.  (Since  nausea 
mmiting  usually  herald  early  signs  of  excessively  high  theophylline 
Mlevels,  these  manifestations  should  serve  as  early  warning  signs 
.luce  or  discontinue  further  administration  of  OPTIPHYLLIN.) 
fcffects  and  precautions.  As  with  all  theophylline  preparations, 

I onal  nausea,  epigastric  and  substernal  burning  pain  and  rare 
■lies  of  vomiting  may  be  encountered.  Other  minor  complaints  are 
litions,  dizziness,  nervousness  and  headache.  Overdosage, 
filarly  in  children,  has  led  to  severe  vomiting,  convulsions  and 

Ijy.  Theophylline  should  be  given  with  caution  in  the  presence  of 
ulcer  and  gout. 


Opti 

phylliri 

theophylline 

elixir 


See  how  much  more  acceptable  this 
“cordial”  green  mint  flavor  can  be... 
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lessen  debilitation  of  trauma... 


After  surgery  or  injury,  particularly  in  the  older  patient,  protein  is  mobilized  from  normal  tissue  for  the  repair 
of  damaged  tissue,  frequently  resulting  in  weakness,. loss  in  body  weight,  and  general  debilitation  relative  to 
the  degree  of  stress  or  tissue  damage  inflicted.  Supportive  anabolic  therapy  reverses  tissue-depleting  proc- 
esses, and  increases  the  rate  of  protein  synthesis  by  making  more  dietary  protein  available  for  tissue  building. 
Recovery  and  repair  are  further  aided  by  improvement  in  appetite,  increased  strength  and  sense  of  well-being, 
and  often  gratifying  gains  in  weight. 

Supportive  anabolic  therapy,  with  proper  dietary  protein  intake,  can  make  a remarkable  difference. 


W1NSTR0LI  STAN0Z0L0L  1 


supportive  oral  anabolic  therapy  • potent  • well-tolerated 


WINSTROL  combines  potent  oral  anabolic  activity  with  outstanding 
tolerance,  and  is  remarkably  free  of  side  effects.  Although  its  andro- 
genic effect  is  very  low*,  women  and  children  should  be  observed  for 
signs  of  slight  virilization  (hirsutism,  acne,  voice  change,  and  enlarge- 
ment of  phallus  or  clitoris),  and  young  women  may  experience  milder 
or  shorter  menstrual  periods.  These  effects  are  reversible  when  dosage 
is  decreased  or  therapy  discontinued,  with  the  exception  of  voice 
change  and  hirsutism  which  may  progress  to  an  irreversible  stage  on 
continuation  of  therapy.  Patients  with  impaired  cardiac  or  renal  func- 
tion should  be  closely  observed  because  of  the  possibility  of  sodium 
and  water  retention.  Liver  /unction  tests  may  reveal  an  increase  in 
BSP  retention,  particularly  in  elderly  patients,  in  which  case  therapy 
should  be  discontinued.  Because  anabolic  steroids  accelerate  growth 
and  maturation  of  bone,  precautions  should  be  taken  when  adminis- 
tered to  infants  or  children  in  whom  full  growth  and  epiphysial 
closure  have  not  yet  occurred.  If  the  bone  age  and  growth  of  the 
child  are  essentially  normal  the  anabolic  agent  should  not  be  given 
for  more  than  three  months,  and  then  only  if  there  is  a clear  indica- 


chronic  or  prolonged  disease,  continuous  therapy  may  be  given  for  a 
year  or  more,  provided  bone  maturation  is  carefully  checked  by  x-ray 
studies  every  three  to  six  months.  Since  skeletal  stimulation  may  con- 
tinue for  six  months  after  therapy  has  been  stopped,  it  is  recom- 
mended that  the  drug  be  discontinued  well  before  bone  maturation 
reaches  the  norm  for  chronologic  age.  Contraindications:  Although  it 
has  been  used  in  patients  with  cancer  of  the  prostate,  its  mild  andro- 
genic activity  is  considered  by  some  investigators  to  be  a contraindica- 
tion. Should  not  be  used  during  pregnancy. 

Dosage  in  adults,  usually  1 tablet  t.i.d.;  young  women,  1 tablet  b.i.d.; 
children  (school  age),  up  to  1 tablet  t.i.d.;  children  (pre-school  age), 
Vt  tablet  b.i.d. 

Shows  best  results  when  administered  with  a high  protein  diet.  Avail- 
able as  scored  tablets  of  2 mg.  in  bottles  of  100. 


*The  therapeutic  value  of  anabolic  agents  depends  on  the  ratio  of 
anabolic  potency  to  androgenic  effect.  This  anabolic-androgenic  activ- 
it^ati^o^WinstroM^reateMhar^ha^^INh^ora^naboli^g^^s 
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new  from  Ames 
5 basic  uro-analytical 
> facts  in  30  seconds 

m 

in 
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Labstix- 

BRAND  REAGENT  STRIPS 


...broadest  urine  screening  possible  from 
a single  reagent  strip 

Urine  test  results  with  Labstix  Reagent  Strips  can  represent 
significant  guides  to  differential  diagnosis  or  therapy  in  many 
conditions.  An  unexpected  “positive"  may  enable  you  to  detect 
hidden  pathology  — long  before  more  recognizable  symptoms 
become  evident.  Negative  results,  which  permit  you  to  rule  out 
abnormalities  in  a broad  clinical  range,  can  serve  as  baseline 
values  for  reference  in  future  examinations.  The  5 colorimetric 
test  areas  encompassed  on  Labstix  Reagent  Strips  are: 

pH  — values  are  read  numerically  in  the  essential  range 
of  pH  5 to  pH  9. 

Protein— results  are  read  either  in  the  “plus”  system  or  in 
mg.  % in  amounts  approximating  “trace,”  30, 100,  300,  and  over 
1000  mg.  %. 

Glucose  — provides  a “Yes-or-No”  answer  for  urine  “sugar  spill.” 

Ketones -detects  ketone  bodies  in  urine -both  acetoacetic 
acid  and  acetone.  Reacts  with  as  little  as  5 to  10  mg.  % 
of  acetoacetic  acid. 

Occult  Blood -specific  test  for  intact  red  cells,  hemoglobin  or 
myoglobin.  Results  are  read  as  negative,  small,  moderate  or  large 
amounts. 

Now  a Clear  Reagent  Strip  of  Firm  Construction 
. . . facilitates  handling  during  testing  procedure.  Excellent  color 
contrast  made  possible  by  the  clear  plastic  strip,  together  with  the 
clearly  defined  color  charts  provided,  permits  precise,  reproducible 
colorimetric  readings  in  all  5 test  areas.  A more  definitive  inter- 
pretation of  uro-analytical  facts  is  made  possible. 

Available:  Labstix  Reagent  Strips,  bottles  of  100  (color  charts 
are  supplied  with  each  bottle). 


Ames  Company,  Inc.,  Elkhart,  Indiana 


AMES 


08UB 


2299 


Officers 


Medical  Society  of 
the  State  of  New  York 


Waring  Willis,  M.D.,  Westchester 
George  A.  Burgin,  M.D.,  Herkimer 
James  M.  Blake,  M.D.,  Schenectady 
Sol  Axelrad,  M.D.,  Queens 
Walter  T.  Heldmann,  M.D.,  Richmond 
*Philip  D.  Allen,  M.D.,  New  York 
Samuel  Z.  Freedman,  M.D.,  New  York 
Thomas  F.  McCarthy,  M.D.,  Bronx 
Frederick  A.  Wurzbach,  Jr.,  M.D.,  Bronx 
E.  Dean  Babbage,  M.D.,  Erie 


President 
Past- President 
President-Elect 
Vice-President 
Secretary 

Assistant  Secretary 
Treasurer 

Assistant  Treasurer 

Speaker 

Vice-Speaker 


* Deceased. 

Councillors 

Term  Expires  1966 
George  Himler,  M.D.,  New  York 
Edward  C.  Hughes,  M.D.,  Onondaga 
Joseph  J.  Kaufman,  M.D.,  Wayne 
Solomon  Schussheim,  M.D.,  Kings 

Term  Expires  1967 

John  H.  Carter,  M.D.,  Albany 
John  F.  Kelley,  M.D.,  Oneida 
Walter  S.  Walls,  M.D.,  Erie 
Joseph  G.  Zimring,  M.D.,  Nassau 

Term  Expires  1968 

Charles  M.  Brane,  M.D.,  Westchester 
John  E.  Lowry,  M.D.,  Queens 
Edward  Siegel,  M.D.,  Clinton 
C.  Stewart  Wallace,  M.D.,  Tompkins 

Trustees 

Renato  J.  Azzari,  M.D.,  Bronx,  Chairman 
Thurman  B.  Givan,  M.D.,  Kings 
Gerald  D.  Dorman,  M.D.,  New  York 
Joseph  A.  Lane,  M.D.,  Monroe 
John  M.  Galbraith,  M.D.,  Nassau 
Leo  E.  Gibson,  M.D.,  Onondaga 
Norman  S.  Moore,  M.D.,  Tompkins 


Headquarters  Staff 

750  Third  Avenue,  New  York,  New  York  10017 
Tel:  212  YUkon  6-5757 
Henry  I.  Fineberg,  M.D., 

Executive  Vice-President 
J.  Richard  Burns,  Esq., 

Assistant  Executive  Vice-President 
Director,  Business  Division 
George  W.  Forrest,  Jr.,  Assistant  to  the 
Executive  Vice-President 
Doris  K.  Dougherty,  Executive  Assistant 
William  Hammond,  M.D.,  Director , 

Division  of  Scientific  Publications 
Editor,  New  York  State  Journal  of  Medicine 
James  Greenough,  M.D.,  Director, 

Division  of  Scientific  Activities 
Robert  Katz,  M.D.,  Director, 

Division  of  Industrial  Health 
and  Workmen’s  Compensation 
George  P.  Farrell,  Director, 

Division  of  Medical  Care  Insurance 
Guy  D.  Beaumont,  Director, 

Division  of  Communications 

Legal  Counsel 

William  F.  Martin,  Esq.,  Counsel 

Robert  J.  Bell,  Esq.,  Attorney 

Martin,  Clearwater  & Bell,  355  Lexington 
Avenue,  New  York,  New  York  10017 

Tel:  212  OXford  7-3122 

Authorized  Indemnity  Representative 


The  Council  is  composed  of  the  officers,  the  James  M.  Arnold,  2 Park  Avenue,  New  York, 
councillors,  and  the  chairman  of  the  Board  of  New  York  10016 

Trustees.  Tel:  212  MUrray  Hill  4-3211 


2300 


MINIMIZE  THIS  PROGRESSION... 


by  consistent  bronchodilation  with 


ORAL  ELIXOPHYLLIN 


In  chronic,  severe  emphysematous  disease 
“Bronchodilators  continue  to  be  the  most 
useful  tool.”1 

By  providing  consistently  effective 
bronchodilation  some  of  the  causes  of 
tissue  damage  can  be  minimized  and  the 
progression  toward  intractable  emphy- 
sema may  be  retarded. 

In  a recent  study2  Elixophyllin  was 
found  to  maintain  therapeutic  serum 
theophylline  levels  with  recommended 
t.i.d.  dosage. 

For  the  first  time  these  serum  levels  were 
correlated  in  the  same  patients  with  dis- 
tinct clinical  improvement  and  significant 


Each  15  cc.  contains  theophylline  80  mg.;  alcohol  3 cc. 
increases  in  three  pulmonary  functions  as 
revealed  by  Timed  Vital  Capacity,  Total 
Vital  Capacity  and  Maximum  Breathing 
Capacity  tests. 

Elixophyllin  dosage  for  sustained  bronchodilation 

Adults:  45  cc.  doses  before  breakfast,  at  3:00  P.M. 
and  before  retiring;  after  two  days,  30  cc.  doses. 

Unusually  well  tolerated.  Does  not  contain 
adrenergics.  May  be  contraindicated  in  peptic 
ulcer  and  gout. 

1.  Boren,  H.  G.:  M.  Clin.  North  America  43:48  (Jan.)  1959. 

2.  Jackson.  R.  H..  et  al.:  Dis.  Chest  45:75-85  (Jan.)  1964. 


Detroit,  Michigan  48211 
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Month  in  Washington 


Officials  of  the  Department  of  Health, 
Education,  and  Welfare  are  drafting  rules  and 
regulations  for  operation  of  the  new  Social 
Security  medicare  law. 

The  new  law  provides  for  persons  sixty-five 
years  and  older  a basic  hospitalization  plan 
financed  with  Social  Security  taxes  and  a sub- 
sidized, voluntary,  supplementary  medical  in- 
surance program.  Both  programs  will  start 
July  1,  1966. 

The  existing  Kerr-Mills  program  of  medical 
assistance  to  the  needy  and  near-needy  aged 
is  expanded  and  combined  with  all  the  other 
Federal  and  state  medical  assistance  programs 
into  one  plan  with  simplified  administration, 
uniform  grant  formula,  specified  benefits,  and 
minimum  eligibility  requirements. 

Self-employed  physicians  are  brought  under 
Social  Security  retroactive  to  January  1,  1965. 
Each  physician  will  be  required  to  pay  $259.20 
next  April  in  Social  Security  taxes  for  this  year. 
The  tax  will  go  up  to  $405.90  for  1966  and  rise 
over  the  years  to  $514.80  by  1987.  Physicians 
were  the  last  profession  to  be  covered  by  Social 
Security  and  the  only  group  to  be  forced  into 
the  system  over  the  protests  of  its  professional 
organization. 

Coverage  and  liability  for  taxes  for  interns 
and  residents  will  not  begin  until  January  1, 
1966. 

Arthur  E.  Hess,  who  has  been  with  the  Social 
Security  Administration  since  1939  and  in  charge 
of  disability  insurance  since  1954,  has  been 
named  to  head  up  the  new  S.S.A.  Bureau  of 
Disability  and  Health  Insurance  which  is  de- 
signed to  handle  the  medicare  program.  A 
spokesman  said  the  S.S.A.,  which  now  has  35,000 
employes,  will  add  between  7,000  and  8,000 
more  employes  in  the  next  year  to  administer 
the  program. 

President  Johnson  went  to  Independence, 
Missouri,  to  sign  the  legislation  (H.R.  6675) 
July  30  in  the  presence  of  former  President 
Harry  S.  Truman  who  twenty  years  ago  pro- 
posed in  his  legislative  program  a national 
medical  insurance  plan  for  all  ages  financed  by 
higher  Social  Security  taxes. 

Commenting  on  the  medicare  program  be- 
coming law,  F.  J.  L.  Blasingame,  M.D.,  execu- 
tive vice-president  of  the  American  Medical 
Association,  said  in  Chicago: 

We  will  watch  developments  in  this  pro- 
gram and  offer  constructive  suggestions, 
both  to  Congress  and  to  the  administrators  of 
the  program,  in  the  interest  of  the  mainte- 
nance of  the  highest  quality  of  medical  care. 

Prepared  by  the  Washington,  D.C.,  Office  of  the  American 
Medical  Association. 


President  Johnson  has  requested  that  we 
meet  with  officials  of  the  Department  of 
Health,  Education,  and  Welfare  on  the  de- 
velopment of  rules  and  regulations. 

Following  our  conference  with  Mr.  John- 
son on  Thursday,  July  29,  initial  meetings 
were  held  with  H.E.W.  secretary,  Anthony 
Celebrezze,  to  explore  the  arrangements  for 
A.M.A.  and  H.E.W.  review  of  projected 
regulations  and  problems  of  administration 
and  interpretation  of  the  law. 

The  President  also  asked  that  we  report 
back  to  him  in  two  months  on  our  progress. 

The  White  House  conference  between  John- 
son and  11  top  A.M.A.  elected  and  staff  officials 
developed  from  an  action  of  the  A.M.A.  House 
of  Delegates  in  New  York  last  June.  The 
House  of  Delegates  approved  a resolution  in- 
cluding the  following  two  resolves: 

Resolved,  That  this  House  of  Delegates 
restate  its  offer  to  meet  with  the  President 
of  the  United  States  through  our  Legislative 
Task  Force  to  discuss  proposed  medical  care 
legislation  with  a view  to  safeguarding  the 
continued  provision  of  the  highest  quality 
and  availability  of  medical  care  to  the  people 
of  the  United  States.  . . 

Resolved,  That  the  American  Medical 
Association  strongly  urge  those  branches  of 
the  government  interested  in  the  formulation, 
the  enactment,  and  the  implementation  of 
laws  which  deal  with  the  provision  of  pro- 
fessional medical  services  to  the  public  to 
seek  and  utilize  the  advice  and  assistance  of 
the  physicians  who  will  render  such  services. 
Such  advice  and  assistance  should  be  received 
through  our  chosen  representatives,  the 
officers  of  the  American  Medical  Associa- 
tion. ... 

The  first  A.M.A.-H.E.W.  conference  on 
medicare  at  the  staff  level  was  held  in  Washing- 
ton a week  after  the  program  became  law. 
H.E.W.  was  consulting  representatives  of  the 
American  Hospital  Association  even  before  the 
legislation  was  signed  into  law. 

The  Social  Security  Administration,  in  ad- 
ministering the  basic  and  supplementary  health 
care  programs,  will  utilize  Blue  Cross,  Blue 
Shield,  and  private  health  insurance  carriers  or 
combinations  of  them  as  “fiscal  intermediaries.’" 
At  this  writing,  they  have  not  been  named. 

H.E.W.  said  the  physician  will  be  the  key 
figure  in  the  basic  as  well  as  the  supplementary 
program.  He  will  decide  on  admission  to  a 
hospital  or  posthospital  extended  care  facility, 
order  tests,  drugs,  and  treatment  including 

continued,  on  page  2306 
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precedes  development 


at  Merck  Sharp  & Dohme . . . 


understanding... 


The  development  of  chlorothiazide  and  pro- 
benecid were  events  of  major  importance, 
but  perhaps  even  more  important  for  the 
future  was  the  Renal  Research  Program  by 
which  they  were  developed.  When  Merck 
Sharp  & Dohme  organized  this  program  in 
1943,  it  was  expressing  in  action  some  of  its 
basic  beliefs  about  research: 

• Many  problems  connected  with  renal  struc- 
ture and  function  were  still  undefined  or  un- 
solved. The  Renal  Research  Program  would 
begin  its  basic  research  in  some  of  these 
problem  areas. 

• From  knowledgethus  acquired  might  come 
clues  to  the  development  of  new  therapeutic 
agents  of  significant  value  to  the  physician. 


For  example,  the  Renal  Research  Program 
put  fifteen  years  into  this  search  before 
chlorothiazide  became  available.  But  be- 
cause these  years  had  first  led  to  a greater 
understanding  of  basic  problems,  the  de- 
sired criteria  for  chlorothiazide  existed  be- 
fore the  drug  was  developed. 

Along  with  other  research  teams  at  Merck 
Sharp  & Dohme,  the  Renal  Research  Pro- 
gram continues  to  add  new  understanding 
of  basic  problems  — understanding  which 
will  lead  to  important  new  therapeutic 
agents. 

® MERCK  SHARPS  DOHME  Division  ol  Merck  & Co..  Inc.,  West  Point,  Pa. 

where  today’s  theory  is  tomorrow’s  therapy 
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“...it  is  extremely  difficult  and  sometimes  impossible  to  differentiate  between 
* pure  depression’  and  anxiety  and  it  is  questionable  whether  depression  with- 
out a certain  degree  of  anxiety  really  exists.” 

Lehmann,  H.  E.,  Canad.  Psychiat.  Assn.  J.  4(S ):  1-12,  1959 
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An  antidepressant  designed 
for  the  clinical  realities 
of  office  practice 


As  many  physicians  have  reported,  the  large 
majority  of  neurotic  depressed  patients  suf- 
fer from  both  depression  and  anxiety.  It 
may  be  difficult  to  decide  whether  these 
patients  are  primarily  depressed  or  pri- 
marily anxious.  And  yet  drug  treatment  of 
only  the  symptom  which  seems  more 
prominent  may  exacerbate  the  untreated 
element  of  the  depression  complex. 
Consequently,  it  would  seem  that  therapy 
specifically  aimed  at  both  the  depression 
and  associated  anxiety  and  tension  should 
increase  success  in  treatment. 

This  is  one  of  the  important  reasons  why 
‘DeproF  has  proved  particularly  helpful. 
For  ‘DeproF  acts  rapidly  both  to  lift  the 
mood  and  to  relieve  the  associated  anxiety, 
tension  and  insomnia. 

And  side  effects,  at  recommended  dosage, 
have  been  infrequent  and  generally  readily 
controlled. 

Indications:  ‘Deprol’  is  useful  in  the  management  of 
depression,  both  acute  (reactive)  and  chronic.  It  is  par- 
ticularly useful  in  the  less  severe  depressions  and  where 
the  depression  is  accompanied  by  anxiety,  insomnia,  agi- 
tation, or  rumination.  It  is  also  useful  for  management 
of  depression  and  associated  anxiety  accompanying  or 
related  to  organic  illnesses. 

Contraindications:  Benactyzine  hydrochloride  is  contra- 
indicated in  glaucoma.  Previous  allergic  or  idiosyncratic 
reactions  to  meprobamate  contraindicate  subsequent  use. 
Precautions:  Meprobamate— Careful  supervision  of  dose 
and  amounts  prescribed  is  advised.  Consider  possibility 
of  dependence,  particularly  in  patients  with  history  of 
drug  or  alcohol  addiction;  withdraw  gradually  after  use 
for  weeks  or  months  at  excessive  dosage.  Abrupt  with- 
drawal may  precipitate  recurrence  of  pre-existing  symp- 
toms, or  withdrawal  reactions  including,  rarely,  epilepti- 
form seizures.  Should  meprobamate  cause  drowsiness  or 
visual  disturbances,  the  dose  should  be  reduced  and 
operation  of  motor  vehicles  or  machinery  or  other  activ- 
ity requiring  alertness  should  be  avoided  if  these  symp- 
toms are  present.  Effects  of  excessive  alcohol  may  pos- 


sibly be  increased  by  meprobamate.  Grand  mal  seizures 
may  be  precipitated  in  persons  suffering  from  both  grand 
and  petit  mal.  Prescribe  cautiously  and  in  small  quanti- 
ties to  patients  with  suicidal  tendencies. 

Side  effects:  Side  effects  associated  with  recommended 
doses  of  ‘Deprol’  have  been  infrequent  and  usually  easily 
controlled.  These  have  included  drowsiness  and  occa- 
sional dizziness,  headache,  infrequent  skin  rash,  dryness 
of  mouth,  gastrointestinal  symptoms,  paresthesias,  rare 
instances  of  syncope,  and  one  case  each  of  severe  nerv- 
ousness, loss  of  power  of  concentration,  and  withdrawal 
reaction  (status  epilepticus)  after  sudden  discontinua- 
tion of  excessive  dosage. 

Benactyzine  hydrochloride  — Benactyzine  hydrochloride, 
particularly  in  high  dosage,  may  produce  dizziness, 
thought-blocking,  a sense  of  depersonalization,  aggra- 
vation of  anxiety  or  disturbance  of  sleep  patterns,  and 
a subjective  feeling  of  muscle  relaxation,  as  well  as 
anticholinergic  effects  such  as  blurred  vision,  dryness 
of  mouth,  or  failure  of  visual  accommodation.  Other 
reported  side  effects  have  included  gastric  distress,  al- 
lergic response,  ataxia,  and  euphoria. 

Meprobamate— Drowsiness  may  occur  and,  rarely,  ataxia, 
usually  controlled  by  decreasing  the  dose.  Allergic  or 
idiosyncratic  reactions  are  rare,  generally  developing 
after  one  to  four  doses.  Mild  reactions  are  characterized 
by  an  urticarial  or  erythematous,  maculopapular  rash. 
Acute  nonthrombocytopenic  purpura  with  peripheral 
edema  and  fever,  transient  leukopenia,  and  a single  case 
of  fatal  bullous  dermatitis  after  administration  of  mepro- 
bamate and  prednisolone  have  been  reported.  More 
severe  and  very  rare  cases  of  hypersensitivity  may  pro- 
duce fever,  chills,  fainting  spells,  angioneurotic  edema, 
bronchial  spasms,  hypotensive  crises  (1  fatal  case), 
anuria,  anaphylaxis,  stomatitis  and  proctitis.  Treatment 
should  be  symptomatic  in  such  cases,  and  the  drug 
should  not  be  reinstituted.  Isolated  cases  of  agranulocy- 
tosis, thrombocytopenic  purpura,  and  a single  fatal 
instance  of  aplastic  anemia  have  been  reported,  but  only 
when  other  drugs  known  to  elicit  these  conditions  were 
given  concomitantly.  Fast  EEG  activity  has  been  re- 
ported, usually  after  excessive  meprobamate  dosage. 
Suicidal  attempts  may  produce  lethargy,  stupor,  ataxia, 
coma,  shock,  vasomotor  and  respiratory  collapse. 
Dosage:  Usual  starting  dose,  one  tablet  three  or  four 
times  daily.  May  be  increased  gradually  to  six  tablets 
daily  and  gradually  reduced  to  maintenance  levels  upon 
establishment  of  relief.  Doses  above  six  tablets  daily  are 
not  recommended  even  though  higher  doses  have  been 
used  by  some  clinicians  to  control  depression  and  in 
chronic  psychotic  patients. 

Supplied:  Light-pink,  scored  tablets,  each  containing 
meprobamate  400  mg.  and  benactyzine  hydrochloride 
1 mg. 

Before  prescribing,  consult  package  circular.  co-s>49 


© 

meprobamate  400  mg.  + 
benactyzine  hydrochloride  1 mg. 

WALLACE  LABORATORIES  / Cranbury,  N.  J. 
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continued  from  page  2302 

home  health  services,  and  determine  the  length 
of  stay.  As  to  length  of  stay,  however,  hospitals 
and  those  providing  extended  care  facilities  will 
be  required  “to  have  in  effect  a utilization  re- 
view plan  providing  for  a review  of  admissions, 
length  of  stay,  and  the  medical  necessity  for 
services  provided.”  Such  reviews  “would  or- 
dinarily be  carried  out  by  a staff  committee  of 
the  institution”  and  would  include  other  pro- 
fessional personnel  such  as  registered  nurses 
and  medical  social  workers  in  addition  to  two 
or  more  physicians.  As  an  alternative,  H.E.W. 
said,  reviews  could  be  conducted  by  a similar 
group  outside  the  institution,  preferably  one 
established  by  the  local  medical  society  and 
some  or  all  of  the  hospitals  and  extended  care 
facilities  in  the  locality. 

Under  the  supplementary  program,  the  pa- 
tients could  pay  the  doctor  and  be  reimbursed 
for  80  per  cent  of  a “reasonable”  fee.  If  the 
doctor  so  chose,  he  could  let  the  patient  assign 
to  him  the  amount  the  patient  would  be  re- 
imbursed. If  payment  is  on  the  basis  of  an 
assignment,  the  “reasonable”  fee  would  have 
to  be  accepted  as  the  full  payment.  If  the 
physician  receives  payment  only  directly  from 
the  patient,  he  can  charge  the  amount  he 
chooses  regardless  of  what  is  determined  to  be  a 
“reasonable”  fee. 

In  determination  of  a “reasonable”  fee,  H.E.W. 
said  the  supplementary  insurance  carriers  must 
“assure  that  the  charge  on  which  the  reim- 
bursement is  based  is  reasonable  and  is  not 
higher  than  the  charge  used  for  reimbursement 
on  behalf  of  the  carriers  own  policyholders  or 
subscribers  for  comparable  services  and  under 
comparable  circumstances.” 

Hospitalization.  The  new  law  provides  for 
up  to  ninety  days  of  hospitalization  in  each  spell 
of  illness.  The  patient  pays  the  first  $40  of 
hospital  costs.  If  he  stays  more  than  sixty 
days,  he  pays  $10  for  each  additional  day  up  to 
the  ninety-day  limit.  A spell  of  illness  starts 
with  the  first  day  of  hospitalization  and  ends 
when  the  patient  has  spent  sixty  consecutive 
days  without  hospital  or  nursing  care. 

The  hospitalization  covers  room  and  board, 
prescribed  drugs  while  hospitalized,  and  other 
services  and  supplies  except  private  nursing 
and  services  of  physicians  other  than  interns  or 
residents  in  training.  Christian  Science  sana- 
toriums  and  psychiatric  hospitals  are  included. 
There  is  a lifetime  limit  of  one  hundred  and 
ninety  days  in  a psychiatric  hospital. 

Nursing  home  care.  The  program  includes 
the  benefit  of  up  to  one  hundred  days  in  an 
extended  care  facility  during  each  spell  of  ill- 
ness after  a stay  of  at  least  three  days  in  a 
hospital.  There  is  no  charge  to  the  patient  for 
the  first  twenty  days,  but  the  patient  pays 


$5.00  for  each  day  thereafter  up  to  the  one 
hundred-day  limit. 

Home  nursing.  Also  provided  by  the  law 
are  up  to  100  visits  by  nurses  or  technicians  in  a 
one-year  period  following  the  patient’s  dis- 
charge from  a hospital  or  extended  care  facility. 
The  services  furnished  must  be  in  accordance 
with  a program  set  up  and  periodically  reviewed 
by  a physician. 

Diagnostic  services.  Assistance  is  pro- 
vided for  the  expense  of  tests  and  related 
diagnostic  services,  other  than  those  per- 
formed by  physicians,  that  are  normally  pro- 
vided by  hospitals  to  outpatients.  The  pa- 
tient pays  $20  of  the  charge  for  each  diagnostic 
study  provided  by  the  same  hospital  in  a twenty- 
day  period.  The  patient  pays  20  per  cent  of 
the  charges  above  $20. 

Supplementary  program.  Persons  enroll- 
ing in  the  supplementary  program  will  pay  $3.00 
a month  in  premiums.  The  F ederal  government 
will  match  this  with  a payment  of  $3.00  a 
month  for  each  participant.  The  Federal  share, 
about  $600  million  a year,  will  come  from 
general  tax  revenues.  This  insurance  supple- 
ments the  basic  program  by  covering  most  other 
major  medical  expenses  except  those  for  dental 
services,  medicines,  and  drugs.  A participant 
in  the  program  pays  $50  of  his  annual  costs  for 
the  services  and  supplies  covered.  He  also  pays 
20  per  cent  of  the  annual  costs  above  $50,  while 
the  program  pays  80  per  cent. 

The  coverage  includes:  physicians’  services, 
including  surgery,  whether  performed  in  a 
hospital,  clinic,  office,  or  home;  up  to  100  home 
nursing  visits  each  year  in  addition  to  those 
allowed  under  the  basic  program  and  without 
any  requirement  for  prior  hospitalization; 
various  services  and  supplies,  whether  provided 
in  or  out  of  a medical  institution,  such  as  x-ray 
and  other  diagnostic  tests,  radiologic  treatments, 
surgical  dressings,  splints,  casts,  iron  lungs, 
prosthetic  devices,  and  ambulance  service. 

Welfare  aid.  The  bill  authorizes  in- 
creases of  about  $400  million  in  annual  Federal 
grants  to  states  for  public  assistance  and  other 
welfare  programs.  It  consolidates  the  Kerr- 
Mills  medical  assistance  program  with  five  re- 
lated programs  and  sets  Federal  standards  for 
the  scope  of  benefits  and  eligibility  of  bene- 
ficiaries. 

A new  program  of  health  care  for  children  of 
impoverished  families  is  established  with  $85 
million  in  grants  authorized  for  the  first  five 
years.  Grants  for  maternal  and  child  health 
services  and  aid  to  crippled  children  are  raised 
in  four  steps  from  the  present  level  of  $80 
million  to  $120  million  in  1970.  By  revising  the 
general  formula  for  public  assistance  grants,  the 
bill  raises  annual  Federal  authorizations  by 
$150  million. 
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FOR  GASTROINTESTINAL  DYSFUNCTION  AND 
ANTI-FLATULENT  EFFECTS  IN  FERMENTATION 


“Sedation  & Euphoria  for  Nervous. 
Irritable  Patients” 


“A  modernized  method  of  preparing  Burow-; 
Solution  U.S.P.  XIV" 


EUCARBON 


Each  tablet  contains:  Extract  of  Rhubarb, 
Senna,  Precipitated  Sulfur,  Peppermint  Oil 
and  Fennel  Oil,  in  a highly  activated  char- 
coal base. 

Action  and  Uses;  Mild  laxative  adsorbent 
and  carminative.  For  use  in  indigestion, 
hyperacidity,  bloating  and  flatulence.  An 
excellent  detoxifying  substance  with  a wide 
range  of  uses  in  dermatology. 

Doses:  1 or  2 tablets  daily  V2  hr.  after 
meals  — Supply:  Tins  of  100. 


VALERIANETS-DISPERT §) 


Each  Chocolate  Coated  Tab.  Contains  ext. 
of  Valerian  (highly  concentrated)  0.05  gm. 
dispergentized.  Tasteless,  Odorless,  Non- 
Depressant,  Non-Habit  forming,  indicated  in 
cases  of  nervous  excitement,  depressive 
states,  menopausal  molimena,  insomnia. 


PRESTO-BORO 


-\  r 


POWDER  IN  ENVELOPES  OR  TABLETS 

(Alum.  Sulfate  and  Calc.  Acetate).  For  use 
as  an  astringent  and  topical  wet  dressing, 
treatment  of  swellings,  inflammations, 
sprains. 


AVAILABLE  AT  ALL  PHARMACIES 


STANDARD  PHARMACEUTICAL  CO.,  INC.  • LEXINGTON  AVE.,  BETHPAGE,  L.I.,  NEW  YORK  11714 


NEED  QUICK  RESPONSE? 
Want  Good  Results? 

Experience  proves  that  you  get  both  in 
the  classified  ad  section  of  the  New  York 
State  Journal  of  Medicine. 


ALKALOL 

For 
Nasal 
Irrigation 

Send  for  clinical  sample 

THE  ALKALOL  COMPANY 

Taunton  30,  Mass. 


Selected 

Common  Stocks 

Our  Research  Department  has  prepared  a 60-page 
booklet  on  135  common  stocks  which  should  be  use- 
ful when  reviewing  portfolio  positions.  This  list  is 
arranged  by  industry,  gives  1965  earnings  estimates 
and  indicated  dividends,  and  has  brief  comments  on 
each  of  the  companies  selected. 

For  a copy , add  ress  Dept.  JM 

CARL  M.  LOEB,  RHOADES  Sc  CO. 

Members  New  York  Stock  Exchange,  American  Stock  Exchange 
and  Principal  Commodity  Exchanges 

42  Wall  Street  • New  York,  N.  Y.  10005 
375  Park  Avenue  • New  York,  N.  Y.  10022 

Private  Wire  System  to  Branch  Offices.  Correspondents  and  their 
connections  in  over  100  cities  throughout  the  U.  S.  and  Canada. 
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Medical  Meetings 


Chest  conference 

Mount  View  Hospital  in  Lockport,  New 
York,  will  host  The  Western  New  York  Chest 
Conference  on  September  30  at  2 p.m. 

Meeting  to  examine  industrial  dermatitis 

A meeting  on  industrial  dermatitis  will  be  held 
October  1 at  10:00  a.m.  in  the  “E”  Building 
auditorium  of  Kings  County  Hospital,  451 
Clarkson  Avenue,  Brooklyn,  New  York  11203. 
Guest  speaker  will  be  Milton  Reisch,  M.D., 
adjunct  attending  in  dermatology,  Montefiore 
Hospital  and  Medical  Center.  The  meeting  is 
being  held  under  the  auspices  of  the  Division  of 
Dermatology  of  the  Department  of  Medicine, 
State  University  of  New  York,  Downstate 
Medical  Center. 

Maimonides  Hospital  presents 
pediatric  postgraduate  program 

The  Pediatric  Postgraduate  Program  of  Mai- 
monides Hospital  of  Brooklyn  will  commence 
October  5 with  a lecture  by  Samuel  Rothfeld, 
M.D.,  clinical  assistant  professor  of  urology, 
Downstate  Medical  Center,  on  “Pitfalls  in  the 
Evaluation  of  the  Intravenous  Pyelogram  in 
Children.”  Lectures  will  be  held  on  Tuesdays 
at  10:00  a.m.  in  the  solarium  of  Maimonides 
Hospital  with  the  exception  of  The  First  An- 
nual Saul  Starr  Memorial  Lecture,  scheduled 
for  October  12,  which  will  meet  at  8:00  p.m. 
in  the  auditorium  of  the  Coney  Island  Di- 
vision of  Maimonides  Hospital.  The  Saul 
Starr  Memorial  Lecture  will  be  given  by  Saul 
Blatman,  M.D.,  director  of  pediatrics,  Beth 
Israel  Medical  Center,  New  York  City,  whose 
topic  will  be  “An  Approach  to  Tuberculosis  in 
Children.” 

Other  October  programs  include  a lecture  on 
October  19  by  Arnold  Gold,  M.D.,  assistant 
professor  of  clinical  neurology,  Columbia  Uni- 
versity College  of  Physicians  and  Surgeons, 
on  “Cerebral  Vascular  Disorders  in  Infants  and 
Children,”  and  a clinicopathologic  conference 
on  October  26. 

For  further  information  on  the  lectures  con- 
tact: Bernard  Greenberg,  M.D.,  Chairman, 

Pediatric  Postgraduate  Program,  Maimonides 
Hospital  of  Brooklyn,  4802  Tenth  Avenue, 
Brooklyn,  New  York  11219. 

Orthopedic  surgeons  to  meet 

The  section  on  orthopedic  surgery  and  the 

Material  for  inclusion  in  the  medical  meetings  section  must 
be  received  six  weeks  prior  to  publication  date. 


Regional  Committee  on  Injuries  of  the  American 
Academy  of  Orthopedic  Surgeons  will  hold  a 
meeting  October  11  at  3:00  p.m.  at  The  New 
York  Academy  of  Medicine.  Included  in  the 
meeting  will  be  a symposium  on  fractures  of  the 
tibial  shaft,  moderated  by  Crawford  J.  Camp- 
bell, M.D.,  professor  and  head  of  Division  of 
Orthopedic  Surgery,  Albany  Medical  College, 
and  lectures  by  Frederick  R.  Thompson,  M.D., 
director  of  orthopedic  surgery,  St.  Luke’s 
Hospital,  New  York  City,  on  “Plate  and 
Screws,”  Howard  Rosen,  M.D.,  associate  or- 
thopedic surgeon,  Hospital  for  Joint  Diseases, 
New  York  City,  on  “AO  Plate,”  and  Marvin 
Shelton,  M.D.,  associate  in  orthopedic  depart- 
ment, Columbia  University  College  of  Physi- 
cians and  Surgeons,  New  York  City,  on  “Walk- 
ing Type  of  Cast.” 

For  further  information  contact:  Charles  J. 
Sutro,  M.D.,  11  East  87th  Street,  New  York, 
New  York  10028. 

Society  of  Medical  Jurisprudence 
plans  first  meeting  of  year 

The  Society  of  Medical  Jurisprudence  an- 
nounces that  they  will  be  holding  their  meetings 
this  year  in  the  Lenox  Hill  Hospital  auditorium. 
The  first  meeting  is  scheduled  for  October  11  at 
8 : 00  p.m.  The  speaker  is  Edward  Kahn,  M.D., 
whose  topic  will  be  “Female  Moods  and  the 
Menstrual  Cycle.”  Dr.  Kahn’s  speech  will  be 
followed  by  a brief  discussion  by  Leon  Motyl- 
off,  M.D.,  director  of  pathology,  Woman’s 
Hospital  Division  of  St.  Luke’s  Hospital. 

For  further  information  contact:  Milton 

Helpern,  M.D.,  President,  The  Society  of  Med- 
ical Jurisprudence,  55  East  End  Avenue,  New 
York,  New  York  10028. 

Diabetes  Association  holds 
annual  symposium 

The  thirteenth  annual  symposium  of  the  Clin- 
ical Society  of  the  New  York  Diabetes  Associa- 
tion will  be  held  October  16  from  9 : 30  a.m.  to  5 : 15 
p.m.  at  the  Barbizon-Plaza  Hotel  in  New  York 
City.  The  symposium  is  open  to  physicians, 
medical  students,  and  other  professional  per- 
sonnel. There  is  no  fee  for  current  members  of 
the  Clinical  Society,  medical  students,  interns, 
residents,  and  fellows  duly  certified.  For  other 
professional  persons,  registration  fee  is  $5.00. 

Topics  and  speakers  include  the  following: 
“Clinical  and  Practical  Aspects,”  T.  S.  Dan- 
owski,  M.D.,  professor  of  medicine,  University 
of  Pittsburgh  School  of  Medicine;  “Hormonal 

continued  on  page  2310 
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Biochemical  Phases,”  David  M.  Kipnis,  M.D., 
professor  of  medicine,  Washington  University 
School  of  Medicine;  “Diabetes- A Cautious 

Look  Into  the  Future,”  Rachmiel  Levine,  M.D., 
professor  and  chairman,  Department  of  Medi- 
cine, New  York  Medical  College;  “Pregnancy 
and  Diabetes,”  William  H.  Daughaday,  M.D., 
professor  of  medicine,  Washington  University 
School  of  Medicine;  “The  Infant  of  the  Diabetic 
Mother,”  Marvin  Cornblath,  M.D.,  professor 
of  pediatrics.  University  of  Illinois  College  of 
Medicine;  and  “The  Glucoregulatory  Peptide 
Hormones  in  Health  and  Disease,”  Roger  H. 
Unger,  M.D.,  director  of  research,  Veterans 
Administration  Hospital,  Dallas,  Texas. 

Edward  Tolstoi,  M.D.,  New  York  City,  is 
chairman  of  the  symposium. 

For  information  and  reservations  contact: 
New  York  Diabetes  Association,  Inc.,  104  East 
40th  Street,  New  York,  New  York  10016. 


Seminars  to  elucidate  psychiatric 
principles  helpful  in  medical  practice 

The  New  York  Academy  of  Medicine  an- 
nounces its  seventh  annual  series  of  courses  on 
Emotional  and  Psychiatric  Problems  in  Medical 
Practice.  All  physicians  in  specialty  and  gen- 
eral practice  are  eligible.  Each  course  will 
consist  of  seven  weekly  one  and  one-half  hour 
sessions.  This  year  the  courses  will  be  organized 
around  specific  topics  dealing  with  frequently 
encountered  clinical  problems.  Basic  psychi- 
atric principles  operating  in  medical  practice 
will  be  demonstrated  by  the  use  of  clinical  cases, 
group  discussions,  and  lectures. 

The  following  courses  will  be  offered:  Basic 
Principles  in  Management  of  Psychiatric  and 
Emotional  Problems  in  Medical  Practice;  The 
Doctor-Patient  Relationship  in  Medical  Prac- 
tice; Management  of  the  Chronically  111  Pa- 
tient; Recognition  and  Management  of  Depres- 
sion; Characteristic  Reactions  to  Stress 
(Anxiety)  and  Their  Management;  Diagnosis 
and  Management  of  Emotional  Problems  in  the 
Aged;  Management  of  Sexual  and  Marital 
Problems;  Management  of  Psychosomatic  Prob- 
lems; Emotional  Problems  of  Children;  Emo- 
tional Problems  of  Adolescence;  and  Case 
Seminar  on  Psychiatric  Problems  in  Pediatrics. 
Each  course  is  limited  to  six  to  ten  participants 
and  is  acceptable  for  ten  and  one-half  hours  of 
category  1 credit  for  its  completion. 

Guest  faculty  will  be  Manuel  D.  Zane,  M.D., 
associate  attending  psychiatrist,  Montefiore 
Hospital,  The  Bronx;  Leonard  Cammer,  M.D., 
associate  clinical  professor  of  psychiatry,  New 
York  Medical  College;  Alfred  Lilienfeld,  M.D., 
assistant  clinical  professor  of  psychiatry.  New 
York  University  School  of  Medicine;  Earl  A. 
Loomis,  M.D.,  attending  psychiatrist,  Division 
of  Child  Psychiatry,  St.  Luke’s  Hospital,  New 
York  City;  Alfred  Wiener,  M.D.,  senior  psy- 
chiatrist, Montefiore  Hospital;  and  Jerry  M. 
Weiner,  M.D.,  director  of  child  psychiatry,  St. 


Luke’s  Hospitfd,  and  instructor  in  child  psy- 
chiatry, Columbia  University  College  of  Physi- 
cians and  Surgeons. 

The  fall  series  of  seminars  will  begin  October 
18,  and  the  deadline  for  registration  is  September 
27.  Tuition  fee  is  $10.  Requests  for  informa- 
tion should  be  addressed  to:  Executive 

Secretary  for  Medical  Education,  The  New  York 
Academy  of  Medicine,  2 East  103rd  Street, 
New  York,  New  York  10029. 


Convention  on  gastroenterology 

The  thirtieth  annual  convention  of  the  Ameri- 
can College  of  Gastroenterology  will  be  held  at 
the  Americana  Hotel  in  Bal  Harbour,  Florida, 
on  October  25  through  27. 

In  addition  to  the  presentation  of  individual 
papers,  there  will  be  a panel  discussion  on 
diseases  of  the  pancreas  and  a photoquiz  on 
gastroscopy  in  which  several  experts  and  the 
audience  will  participate.  A Wednesday  eve- 
ning session  will  be  devoted  entirely  to  a radi- 
ology quiz. 

The  convention  will  hear  about  foreign  devel- 
opments in  gastroenterology  and  allied  fields 
from  John  Tomenius,  M.D.,  of  Sweden,  Vinko 
Percic,  M.D.,  of  Yugoslavia,  and  Zdenek 
Maratka,  M.D.,  of  Czechoslovakia. 

Copies  of  the  program  and  further  informa- 
tion may  be  obtained  by  writing:  American 

College  of  Gastroenterology,  33  West  60th 
Street,  New  York,  New  York  10023. 


Symposium  surveys  latest  findings 
on  treatment  of  Hodgkin’s  disease 

The  latest  clinical  and  research  information 
on  Hodgkin’s  disease  will  be  presented  at  a 
symposium  — - co-sponsored  by  the  American 
Cancer  Society  and  the  National  Cancer  In- 
stitute. The  symposium  is  scheduled  for  Novem- 
ber 22  at  the  Hilton  Hotel  in  New  York  City, 
and  all  interested  physicians,  medical  students, 
and  investigators  are  invited  to  attend. 

The  program  is  designed  to  emphasize  the 
clinical  management  of  Hodgkin’s  disease. 
Among  the  speakers  will  be  John  E.  Ultmann, 
M.D.,  Columbia-Presbyterian  Medical  Center, 
on  “The  Clinical  Features  and  Diagnosis  of 
Hodgkin’s  Disease”;  David  A.  Karnofsky, 
M.D.,  Sloan-Kettering  Institute  for  Cancer 
Research,  on  “The  Treatment  of  Hodgkin’s 
Disease  with  Chemotherapy”;  and  James  T. 
Grace,  M.D.,  Roswell  Park  Memorial  Institute, 
Buffalo,  New  York,  on  “The  Adjunctive  Role  of 
Surgery  in  the  Treatment  of  Hodgkin’s  Disease.” 

There  is  no  registration  fee,  and  advanced 
registration  is  not  required.  For  further  in- 
formation write:  Jack  W.  Milder,  M.D.,  Re- 
search Department,  American  Cancer  Society, 
Inc.,  219  East  42nd  Street,  New  York,  New  York 
10017. 

continued  on  page  2312 


2310  New  York  State  Journal  of  Medicine  / September  15,  1965 


When  you  decide  your  patients’  dietary  fat  should  be  modified,  remember... 


Fleischmann’s  is  Lowest  in  Saturated  Fat 
of  the  nation’s  leading  margarines 


Fleischmann’s  is  made  from  100% 
corn  oil.  Over  half  of  this  remains 
in  liquid  form  for  high  linoleic 
content . . . the  balance  is  partially 
hydrogenated  for  flavor  and 
spreadability.  Consequently, 
Fleischmann’s  is  a “special”  mar- 
garine, lowest  in  saturated  fat  of 
the  nation’s  leading  margarines.  A 
“special”  margarine  is  one  of  the 
most  important  sources  of  poly- 
unsaturates in  the  average  diet. 
Only  Fleischmann’s  offers  all  of 
these  extra  benefits: 


(1)  Exceptionally  high  P/S  ratio 
. . . Fleischmann’s  Margarine  has 
a 1.7  to  1 ratio  (27.5 % cis,  cis 
linoleic  acid).  Using  Fleisch- 
mann’s instead  of  butter  or  regu- 
lar margarines  increases  intake  of 
polyunsaturates  while  lowering 
intake  of  saturated  fat. 

(2)  Made  from  100%  com  oil... 
The  only  oil  used  in  making 
Fleischmann’s  is  100%  corn  oil. 
Some  so-called  corn  oil  marga- 
rines are  mixtures  of  cottonseed 
or  soybean  oil  with  corn  oil. 


(3)  Light  delicate  flavor. ..  Deli- 
cious taste  has  made  Fleisch- 
mann’s America’s  largest  selling 
“special”  margarine. 

(4)  Lightly  Salted  and  Unsalted 
...Fleischmann’s  comes  both 
ways.  What’s  more,  Fleisch- 
mann’s Unsalted  Margarine  is 
dietetically  sodium-free.  It’s  lo- 
cated in  the  frozen  food  section. 

(5)  National  availability ...  Un- 
like most  brands,  both  Fleisch- 
mann’s can  be  found  in  virtually 
every  food  store  in  America. 


Lightly  Salted  in  golden  package 


Unsalted  in  green  foil  package 
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Course  reviews  sciences  in 
ophthalmology 

A five-day  course  reviewing  the  basic  sciences 
in  ophthalmology  will  be  given  December  6 
through  10  by  The  Institute  of  Ophthalmology 
of  the  Americas  of  The  New  York  Eye  and  Ear 
Infirmary.  Tuition  is  $175.  For  registration 
write  to:  Mrs.  Tamar  Weber,  Registrar,  The 
Institute  of  Ophthalmology  of  the  Americas, 


The  New  York  Eye  and  Ear  Infirmary,  218 
Second  Avenue,  New  York,  New  York  10003. 

Association  for  Study  of 
Headache  plans  meeting 

The  American  Association  for  the  Study  of 
Headache  will  meet  June  25,  1966,  at  the  Conrad 
Hilton  Hotel  in  Chicago.  For  further  informa- 
tion contact:  Seymour  Diamond,  M.D.,  Secre- 
tary, 5214  N.  Western  Avenue,  Chicago,  Illinois, 
60625. 


Medical  News 


Medical  Society  joins  program 
to  combat  air  pollution 

The  Medical  Society  of  the  State  of  New 
York  has  joined  the  New  York  State  Action  for 
Clean  Air  Committee  as  a fourth  major  sponsor 
of  the  group  whose  program  to  combat  air  pollu- 
tion is  now  two  years  old. 

Norman  J.  Ashenburg,  M.D.,  Rochester, 
chairman  of  the  Society’s  subcommittee  on  air 
and  water  pollution,  will  be  the  representative 
on  the  Action  for  Clean  Air  Committee.  “The 
Medical  Society  has  long  recognized,”  Dr. 
Ashenburg  said,  “that  air  pollution  is  rapidly 
developing  in  importance  as  a deleterious  in- 
fluence on  man’s  health.  It  has  already  been 
established  that  the  effect  of  heavy  and  pro- 
longed air  pollution  episodes  on  persons  suffer- 
ing from  chronic  respiratory  diseases  is  very 
serious.  The  effect  on  healthy  persons  is  not 
entirely  clear  as  yet,  but  the  indications  are  not 
good.  We  are  happy  to  sponsor  the  Action  for 
Clean  Air  Committee  to  support  its  work  in 
public  education.”  Other  members  of  Dr. 
Ashenburg’s  group  are  Eric  J.  Cassell,  M.D., 
New  York  Gity,  David  W.  Fassett,  M.D., 
Rochester,  and  Morton  L.  Levin,  M.D.,  Buffalo. 
This  group  is  part  of  a larger  Medical  Society 
committee  on  public  health  and  education. 

The  three  original  sponsors  of  the  Action  for 
Clean  Air  Committee  are  Associated  Industries 
of  New  York  State,  State  Tuberculosis  and 
Respiratory  Disease  Association,  and  State  Air 
Pollution  Control  Board.  Local  affiliates  of  the 
air  pollution  body  have  been  established  in 

Material  for  inclusion  in  the  medical  news  section  must  be 
received  six  weeks  prior  to  publication  date. 


14  counties,  including  one  in  each  borough  of 
New  York  City,  and  six  more  are  in  the  process 
of  formation.  The  Action  for  Clean  Air  groups 
have  conducted  education  campaigns  on  the 
automobile  antismog  device  which  was  man- 
dated for  all  cars  sold  within  the  State  after 
June  30,  1963,  proper  incineration  methods, 
alternatives  to  the  open  burning  of  trash,  rag- 
weed control,  and  industrial  contamination. 

Chairman  of  the  State  Action  for  Clean  Air 
Committee  is  Robert  D.  Ragsdale,  executive 
director  of  the  State  Tuberculosis  and  Respira- 
tory Disease  Association,  who  welcomed  the 
participation  of  the  Medical  Society.  “The 
menace  of  contaminated  air  demands  the  atten- 
tion of  every  citizen  and  particularly  of  leaders 
in  public  health  and  in  industry,”  Ragsdale 
said.  “Our  own  State  Medical  Society  has 
been  distinguished  throughout  its  history  for 
being  in  the  vanguard  of  those  who  protect  the 
health  of  our  people,  and  it  is  very  gratifying  to 
have  its  guidance  for  our  program  of  Action  for 
Clean  Air.” 

The  committee  has  an  upstate  headquarters 
at  84  Holland  Avenue,  Albany,  and  a downstate 
office  at  105  East  22nd  Street,  New  York  City. 

Regulations  imposed  on  use 
of  hallucinogenic  drugs 

Under  legislation  enacted  this  year,  the  New 
York  State  Department  of  Mental  Hygiene 
will  regulate  the  possession,  sale,  and  exchange 
of  hallucinogenic  drugs  by  physicians  in  New 
York  State.  A license  to  sell  or  dispense  the 
drugs  may  be  issued  to  physicians  for  a definite 
period  of  time  and  for  such  scientific  and  medi- 

continued  on  page  2315 
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a rapid  lift  from  the  hell  of  depression 


often  relieves 
mental  pain 
in  2-5  days 


NORPRAMIN 

(desipramine  hydrochloride) 


Dore  Illustration 
from 

Dante's  Inferno 


Norpramin  is  a rapid-acting  specific  drug  for  the  treatment 
of  depression.  Depressive  signs  and  symptoms— sometimes 
described  as  "mental  pain"— typically  begin  to  improve  in 
2-5  days.  Patients  are  more  hopeful,  less  empty  and  less 
weighed  down  by  their  troubles.  Norpramin  has  only  slight 
sedative  qualities,  nevertheless  anxiety  secondary  to  depres- 
sion is  frequently  relieved  as  depression  is  lifted.  If  anxiety 
or  tension  persists  it  can  be  controlled  by  adding  a tran- 
quilizer or  by  reducing  dosage.  Norpramin  is  not  a MAO 
inhibitor.  Side  effects  are  usually  mild. 


LAKESIDE  LABORATORIES,  INC.  Milwaukee,  Wisconsin  53201 


DOSAGE  AND  ADMINISTRATION 

Optimal  results  are  obtained  at  a 
dosage  of  about  150  mg. /day- 
two  25  mg.  tablets  t.i.d.  After 
achievingoptimal  results,  a main- 
tenance dose  (50-100  mg./day) 
should  be  sought. 


IN  BRIEF: 

Indications:  In  depression  of  any  kind— neurotic 
and  psychotic  depressive  reactions;  manic-depres- 
sive or  involutional  psychotic  reactions. 

Contraindications  and  Precautions:  Glaucoma, 
urethral  or  ureteral  spasm,  recent  myocardial  in- 
farction, severe  coronary  heart  disease  and  epilepsy. 
Should  not  be  given  within  two  weeks  of  treatment 
with  a monoamine  oxidase  inhibitor.  Safety  in 
human  pregnancy  has  not  been  established. 

Adverse  Effects:  Side  effects,  usually  mild,  may 


include:  dry  mouth,  constipation,  dizziness,  palpi- 
tation, delayed  urination,  "bad  taste,"  sensory 
illusion,  tinnitus,  agitation  and  stimulation,  sweat- 
ing, drowsiness,  headache,  orthostatic  hypoten- 
sion, flushing,  nausea,  cramps,  weakness,  blurred 
vision  and  mydriasis,  rash,  allergy,  transient 
eosinophilia,  granulopenia,  altered  liver  function, 
ataxia  and  extrapyramidal  signs. 

Supplied:  Norpramin  (desipramine  hydrochloride) 
tablets  of  25  mg.,  in  bottles  of  50,  500  and  1000. 
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GERIATRIC  SYNDROME 


when  a change  in  environment 
overwhelms  him  with  anxiety 


Failing  health,  financial  difficulties,  or  the  death  of  a 
spouse  are  among  the  reasons  why  elderly  people 
may  be  obliged  to  leave  their  familiar  surroundings. 
Moving  in  with  children  or  entering  a home  for  the 
aged  may  satisfy  practical  requirements  but  can  be 
psychologically  traumatic  since  emotional  resilience 
tends  to  diminish  with  age. 

Even  when  anxiety  reaches  overwhelming  propor- 
tions, you  can  counteract  it  promptly  with  the  potent 
tranquilizer  — Atarax  (hydroxyzine  HCI). 

The  outstanding  systemic  safety  record  of  Atarax 
makes  it  particularly  suitable  for  geriatric  patients 
whose  drug  tolerance  is  often  low.  The  usual  initial 
dosage  in  such  patients  is  50  mg.  q.i.d.  However, 
this  tranquilizer  is  so  well  tolerated  that  dosage  can 
be  adjusted  to  meet  individual  requirements.  The 
wide  variety  of  dosage  forms  allows  flexibility  of 


administration  from  any  standpoint  — convenience, 
patient  preference,  or  emergency  requirements. 


No  age,  of  course,  is  exempt  from  anxiety  and  any 
number  of  circumstances  can  unleash  it.  Keep  Atarax 
in  mind  for  all  your  emotionally  distressed  patients  — 
from  under  6 to  over  60. 


for  any  age-for  any  stage  of  anxiety 


TIT;?  R7IX« 

(hydroxyzine  HCI) 


parenteral 


...  In  any  condition  where  tissue  depletion  of  the 
water-soluble  vitamins  is  found,  Rx  RoeriBeC^  ther- 
apeutic B complex  with  500  mg.  of  vitamin  C. 


J.  B.  Roerig  and  Company 
Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World’s  Well-Being® 
New  York,  New  York  10017 
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•e  effects  and  precautions:  The  transitory  drowsiness 
ch  may  occur  with  hydroxyzine  HCI  usually  disap- 
irs  spontaneously  in  a few  days  with  continued 
Irapy,  or  is  correctable  by  dosage  reduction.  Dryness 
! he  mouth  may  be  seen  with  higher  doses.  Involun- 
1/  motor  activity  has  been  reported  in  hospitalized 
lients  on  higher  than  recommended  doses, 
droxyzine  HCI  may  potentiate  CNS  depres- 
Its,  narcotics  such  as  meperidine,  barbiturates,  and 
icoagulants.  In  conjunctive  use,  dosage  for  these 
| gs  should  be  decreased.  Because  drowsiness  may 
ur,  patients  should  be  cautioned  against  driving  a 
I or  operating  dangerous  machinery.  Parenteral 
Jtion  Precautions  and  contraindications:  This  dos- 
* form  is  intended  only  for  I.M.  or  I.V.  administra- 
i and-  should  not,  under  any  circumstances,  be 
cted  subcutaneously  or  intraarterially.  When  the 
al  precautions  for  I.M.  injection  have  been  fol- 
ed,  reports  of  soft  tissue  reactions  have  been  rare. 

1 administration  should  be  slow,  no  faster  than  25 
. per  minute,  and  should  not  exceed  1 00  mg.  in  any 
jle  dose.  Particular  care  should  be  used  to  insure 
ction  only  into  intact  veins;  a few  instances  of  dig- 
gangrene  occurring  distal  to  the  injection  site  have 
n attributed  to  inadvertent  intraarterial  injection  or 
iarterial  extravasation,  both  of  which  should  be 
>ided.  More  detailed  professional  information 
ilable  on  request. 


cal  reasons  as  prescribed,  by  regulation,  by 
the  commissioner  of  the  Department  of  Mental 
Hygiene. 

Hallucinogenic  drugs,  as  defined  by  the  law, 
include  stramonium,  mescaline  or  peyote, 
lysergic  acid  diethylamide,  and  psilocybin  or 
any  salts,  derivatives,  or  compounds  of  any 
preparations  or  mixtures  of  these  drugs. 

Additional  information  concerning  regula- 
tions may  be  obtained  from:  Assistant  Com- 

missioner for  Special  Programs,  Department  of 
Mental  Hygiene,  119  Washington  Avenue, 
Albany,  New  York. 

St.  Clare’s  Hospital  opens 
intensive  care  unit 

St.  Clare’s  Hospital  in  New  York  City  re- 
cently opened  an  intensive  care  unit  for  the 
critically  ill.  There  will  be  nine  beds  in  the 
unit,  and  a resident  doctor  and  intern  will  be 
in  attendance  twenty-four  hours  a day.  Nurses 
will  be  stationed  within  view  of  each  patient. 

Personalities 

Elected.  As  officers  of  the  Bronx  chapter  of 
The  American  College  of  Surgeons:  Harry 

Bergman,  M.D.,  president;  C.  Joseph  Delaney, 
M.D.,  vice-president;  Irving  Shey,  M.D., 
secretary;  and  Sidney  Grossman,  M.D.,  treas- 
urer. 

Appointed.  George  F.  Bantleon,  M.D., 
Rochester,  as  director  of  health  service  for  the 
State  University  College  at  Geneseo.  . . Edward 
J.  Beattie,  Jr.,  M.D.,  formerly  chairman  of  the 
Division  of  Surgery,  Presbyterian-St.  Luke’s 
Hospital,  Chicago,  Illinois,  as  chief  of  Thoracic 
Service,  Department  of  Surgery,  Memorial 
Hospital  for  Cancer  and  Allied  Diseases,  New 
York  City.  . . Harold  L.  McPheeters,  M.D., 
deputy  commissioner  for  program  administra- 
tion of  the  New  York  Department  of  Mental 
Hygiene,  as  associate  director  for  mental  health 
of  the  Southern  Regional  Education  Board.  . . 
Michael  G.  Melas,  M.D.,  clinical  instructor  of 
medicine,  Albany  Medical  College,  as  medical 
director,  eastern  area,  for  the  New  York  Tele- 
phone Company.  . . Howard  A.  Rusk,  M.D., 
director  of  the  Institute  of  Physical  Medicine 
and  Rehabilitation,  New  York  University 
Medical  Center,  reappointed  to  a five-year  term 
on  New  York  City’s  Board  of  Hospitals.  . . 
Jacob  Schneider,  M.D.,  formerly  director  of 
Syracuse  State  School,  as  director  of  Letch- 
worth  Village.  . . Oleh  M.  Wolansky,  M.D.,  as 
director  of  the  new  Sunmount  State  School  for 
the  mentally  retarded  at  Tupper  Lake,  New 
York. 

Retired.  William  L.  Watson,  M.D.,  as  chief 
of  Thoracic  Service,  Department  of  Surgery, 
Memorial  Hospital  for  Cancer  and  Allied  Dis- 
eases, New  York  City.  Dr.  Watson  continues 
as  attending  surgeon,  emeritus.  . . Isaac  N. 
Wolfson,  M.D.,  as  director  of  Letchworth 
Village. 
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Your  first  source  for  professional 
information 


The  more  than  32,000  registered  physicians  in  New  York 
State  are  individually  listed  with  pertinent  professional 
data  in  your  Medical  Directory . You  can  quickly  and 
easily  obtain  the  following  information  on  any  one  of  these 
physicians  so  listed. 


• Location  by  town. 

• Full  name  and  address. 

• Office  hours  and  telephone  number. 

• Medical  school  and  year  of  graduation 

• Certification  by  American  Boards  in 
Medical  Specialties. 

• Qualified  Psychiatrists  certified  by  New 
York  State  Department  of  Mental 
Hygiene. 

• Qualifications  for  general  and  special 
work  under  the  Workmen’s  Compensa- 
tion Act  of  New  York  State. 

• Membership  in  Medical  Societies  inter- 
national, national,  state  and  local. 

• Fellowship  in  the  American  College  of 
Allergists,  Anesthesiologists,  Angiology, 
Cardiology,  Chest  Physicians,  Gastro- 
enterology, Obstetricians  and  Gyne- 
cologists, Pathologists,  Physicians,  Pre- 
ventive Medicine,  Radiology,  and  Sur- 
geons, and  the  International  College  of 
Surgeons. 

• Medical  staff  and  research  appoint- 
ments in  voluntary,  government,  and 
accredited  proprietary  hospitals  in  New 
York  State  (official  titles). 


Copies  of  the  1963-1964 
edition  are  still  avail- 
able. Write:  Directory 

Department , Medical  So- 
ciety of  the  State  of  New 
York , 750  Third  Ave ., 
New  York , N.Y.,  10017 
$20.00  a copy  plus  4%, 
sales  tax  for  N.Y.C.  de- 
livery. ( Effective  August 
1 , 1965 , sales  tax  for 
N.Y.C.  delivery  will  in- 
crease to  5%.) 


Many  physicians  save  time  by  regularly  consulting  their  Directory  for 
telephone  listings,  a colleague’s  address  or  office  hours,  as  well  as  other 
pertinent  data.  You,  too,  will  find  your  Directory  a valuable  source  of 
information  when  you  use  it  often. 
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V-Cillin  K now  costs  approximately  21  percent 
less.  This  significant  price  decline  constitutes  a 
substantial  saving  and  still  offers  these  important 
benefits  over  penicillin  G: 

The  effectiveness  of  intramuscular  penicillin.  Just 
three  250-mg.  doses  daily  provide  total  twenty- 
four-hour  penicillin  blood  levels  equal  to  those 
achieved  by  injection  of  600,000  units  of  procaine 
penicillin  G.  A fourth  dose  increases  daily  pen- 
icillemia  to  levels  35  percent  above  those  achieved 
by  injection. 

Consistent  dependability — even  in  the  presence  of 
food.  Comparative  pharmacologic  data  show  that 
V-Cillin  K produces  peak  blood  levels  twice  as 
high  as  those  of  penicillin  G,  with  half  the  dose. 

New,  thin  coating  . . . new  size  and  shape.  The 
new  coating  eliminates  the  characteristically  bitter 
taste  of  oral  penicillin  and  makes  V-Cillin  K 
tablets  easy  to  swallow.  The  new  shape  makes 
them  easy  for  physicians  and  pharmacists  to 
identify. 


Indications:  V-Cillin  K is  an  antibiotic  useful  in  the 
treatment  of  streptococcus,  pneumococcus,  and  gon- 
ococcus infections  and  infections  caused  by  sensitive 
strains  of  staphylococci. 

Contraindications  and  Precautions:  Although  sensi- 
tivity reactions  are  much  less  common  after  oral 
than  after  parenteral  administration,  V-Cillin  K 
should  not  be  administered  to  patients  with  a history 
of  allergy  to  penicillin.  As  with  any  antibiotic,  ob- 
servation for  overgrowth  of  nonsusceptible  organisms 
during  treatment  is  important. 

Usual  Dosage  Range:  125  mg.  (200,000  units)  three 
times  a day  to  250  mg.  every  four  hours. 

Supplied:  Tablets  V-Cillin  K,  125  or  250  mg.,  and 
V-Cillin  K,  Pediatric,  125  mg.  per  5-cc.  teaspoonful, 
in  40,  80,  and  150-cc.-size  packages. 

V-Cillin  K 

Potassium  Phenoxymethyl 
Penicillin 

Additional  information  available  to  phy- 
sicians upon  request.  Eli  Lilly  and  Com- 
pany, Indianapolis,  Indiana. 
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Editorials 


High  level  statement  on  tuberculosis  control 


Luther  L.  Terry,  M.D.,  Surgeon  General, 
U.S.  Public  Health  Service,  announced  that 
a task  force  of  eminent  specialists  had 
been  appointed  to  evaluate  the  tuberculosis 
problem  in  the  United  States  and  to  recom- 
mend ways  of  stepping  up  nation-wide 
control  efforts.  Commenting  on  this  mis- 
sion, he  said,  “We  cannot  afford  to  be 
satisfied  with  the  present  rate  of  progress 
against  tuberculosis.  The  number  of  ac- 
tive cases  reported  each  year  is  declining 
too  slowly.  I feel  that  the  time  has  come 
for  us  to  re-examine  many  of  our  activities 
and  apply  more  effectively  the  control 
measures  available  to  us.”  After  an  as- 
sessment of  the  problem  in  the  United 
States,  the  Task  Force  published  its  find- 
ings and  recommendations  in  December, 
1963,  (P.H.S.  Publication  1119)  under  the 
title  The  Future  of  Tuberculosis  Control . * 

The  purpose  of  this  report  from  the 
American  College  of  Chest  Physicians  and 
the  American  Thoracic  Society  is  to  en- 
dorse and  to  bring  this  thoughtful  publica- 
tion to  the  attention  of  all  physicians  and  of 
everyone  associated  with  these  two  or- 
ganizations in  an  effort  to  improve  current 
antituberculosis  programs  everywhere. 

Magnitude  of  tuberculosis  problem 
in  United  States.  The  Task  Force  noted 
the  fact  that  9,056  persons  died  of  tubercu- 
losis in  the  United  States  in  1962.  It 
was  more  concerned,  however,  with  the 
finding  that  the  new  cases  for  1962  (53,315) 
represented  a drop  of  less  than  1 per  cent 
from  1961  (53,726)  and  that  the  decrease 
was  also  small  for  the  preceding  few  years. 
These  figures,  of  course,  do  not  include  the 
relapses,  which  are  estimated  to  add  an- 
other 10,000  cases  to  the  total  of  cases 
needing  treatment  each  year. 

It  was  pointed  out  that  the  most  realistic 
measure  of  persons  now  directly  affected 
by  tuberculosis  is  the  sum  of  the  known 

* Available  from  the  Superintendent  of  Documents,  U.S. 
Government  Printing  Office,  Washington,  D.C.  20402; 
price,  25  cents. 


active  cases  on  tuberculosis  registers 
(110,000),  the  inactive  cases  with  disease 
active  less  than  five  years  ago  (250,000), 
and  the  contacts  of  newly  reported  active 
cases  (250,000).  This  represents  a total 
of  610,000  individuals  in  addition  to  the 
many  others  who  are  at  special  risk  of 
tuberculosis.  It  was  noted  that  35  million 
persons,  or  19  per  cent  of  the  population 
of  the  United  States,  were  tuberculin- 
positive and  that  the  identification  of 
tuberculin  reactors  who  were  at  greatest 
risk  to  themselves  and  to  others  would 
be  a continuing  health  problem  for  many 
years  to  come. 

The  Task  Force  indicated  that  one  of  the 
problems  in  the  antituberculosis  program 
was  the  fact  that  the  presently  available 
control  measures  were  not  being  used  as 
effectively  as  possible  and  that  the  “more 
intensive  and  efficient  application  of  knowl- 
edge (could)  reaccelerate  progress  against 
tuberculosis.”  The  slowing  down  of  prog- 
ress was  blamed  in  part  on  overoptimism 
about  what  would  be  needed.  A reassess- 
ment of  the  situation  and  the  control 
measures  needed  in  every  community  was 
suggested  as  the  solution  in  the  recom- 
mendations presented. 

Recommendations  of  Task  Force  ( ab- 
stracted).  1.  The  Task  Force  recom- 

mends that  the  Public  Health  Service  re- 
quest increased  appropriations  by  the 
Federal  government  to  raise  the  level  of 
tuberculosis  control  and  that  Federal 
grants  be  made  available  to  the  states  for 
the  following:  (a)  services  to  unhospitalized 
active  cases,  to  inactive  cases  for  five 
years  after  disease  becomes  inactive,  and 
to  contacts  of  new  active  cases;  (6)  identi- 
fication of  persons  at  risk  through  tubercu- 
lin testing  of  children  entering  school  and 
examination  of  reactors’  associates,  ex- 
amination of  school  teachers  and  em- 
ployes, and  routine  hospital  admission 
roentgenograms  in  public  hospitals  serving 
cities  of  over  250,000  population;  and  (c) 
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continuing  periodic  examination  of  persons 
at  risk  and  prophylactic  treatment  when 
indicated. 

It  was  recommended  that  grants  to  the 
states  for  tuberculosis  control  be  $12.7 
million  for  1965  and  that  $224  million  be 
provided  over  the  next  ten  years  for  this 
purpose. 

2.  Services  provided  under  grants 
should  be  free  of  restrictions  as  to  ability 
to  pay  or  legal  residence  and  should  not  be 
withheld  as  a means  of  punishment. 

3.  The  Public  Health  Service  should 

carry  out  the  following  activities:  (a) 

establish  at  least  six  teaching  fellowships 
in  tuberculosis  in  medical  schools;  (6) 
explore  means  to  improve  the  use  of 
undergraduate  curriculum  time  allotted  to 
tuberculosis  in  schools  of  medicine  and 
nursing;  (c)  expand  present  professional 
educational  activities  in  tuberculosis  to 
provide  opportunities  to  physicians  and 
other  professional  workers  through  short 
courses,  symposia,  and  workshops;  and 
(d)  recruit  and  train  able  persons  for  as- 
signment to  the  states  to  work  in  tubercu- 
losis control  to  reach  a total  of  100  within 
three  years. 

4.  The  Public  Health  Service  should 
work  toward  the  establishment  of  a cen- 
tralized registration  service  using  auto- 
matic data-processing  technics  to  provide 
for  more  efficient  local  and  national  records 
in  tuberculosis. 

5.  Appropriations  for  technical  services 
and  training  should  reach  $1,630,000  within 
four  years  and  remain  at  that  level  for  the 
rest  of  the  decade. 

6.  Appropriations  for  tuberculosis  con- 
trol should  include  amounts  for  research 
that  should  reach  a level  of  $2,120,000 


within  three  years  and  remain  at  that  level 
for  the  decade. 

Recommendations.  It  is  urged  that 
the  recommendations  of  the  Task  Force  on 
Tuberculosis  Control  appointed  by  the 
Surgeon  General  of  the  Public  Health 
Service  be  carefully  studied  and  that  the 
control  measures  applicable  in  the  various 
communities  be  vigorously  applied. 

The  medical  profession  is  in  an  im- 
portant position  to  endorse  this  report 
and  to  encourage  local,  state,  and  national 
political  leaders  to  take  the  action  necessary 
to  provide  additional  funds  for  this  work. 

It  must  be  recognized  that  the  control  of 
tuberculosis  in  any  community  depends  on 
an  evaluation  of  (1)  the  extent  and  char- 
acteristics of  the  local  tuberculosis  problem, 
(2)  the  effectiveness  of  the  control  measures 
in  use,  and  (3)  the  mobilization  of  personnel 
and  resources  to  improve  the  program 
under  way.  The  accomplishment  of  these 
objectives  can  best  be  attained  when 
responsible  leaders  in  official  public  health 
agencies,  medical  organizations,  voluntary 
tuberculosis  associations,  and  public  office 
work  together  to  mobilize  the  community 
skills  and  resources  to  accomplish  the  task. 

American  Thoracic  Society  Commit- 
tee on  Therapy:  Hollis  G.  Boren,  John 

Busey,  Raymond  F.  Corpe,  Floyd  W. 
Denny,  Jr.,  Stefan  Grzybowski,  Melvin 
M.  Newman,  Avrum  B.  Organick,  and 
William  Lester,  Chairman. 

American  College  of  Chest  Physi- 
cians Committee  on  Tuberculosis: 
Arthur  A.  Calix,  H.  Dumont  Clark,  Hal  J. 
Dewlett,  Cedric  Northrop,  Arvine  G. 
Popplewell,  James  A.  Wier,  Irving  W. 
Willner,  and  Carl  W.  Tempel,  Chairman. 
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1.  Cervical  Glands  2.  Periurethral  Glands  1.  Vas  Deferens  2.  Seminal  Vesicle  3.  Prostate  Gland 

3.  Skene's  Glands  4.  Bartholin’s  Gland  5.  Anal  Fissures  4.  Utricle  5.  Cowper’s  Gland  6.  Urethra 

Common  sites  of  trichomonal  infection  unaffected  by  topical  treatment. 
Flagyl,  taken  orally,  reaches  these  sites  in  trichomonacidal  concentrations. 


more  than  200  investigations  demonstrate 

nothing  cures  trichomoniasis  like— 


Flagyl 

metronidazole 


The  inadequacies  of  topical 
treatment  for  trichomonal 
vaginitis  were  well  known  for 
years  before  the  synthesis  of 
Flagyl.  Hundreds  of  inde- 
pendent investigations  during 
the  past  five  years  have  dem- 
onstrated that  systemic  treat- 
ment with  Flagyl  overcomes 
these  inadequacies. 

• Topical  treatment  cannot 
eliminate  trichomonads  from 
paravaginal  crypts  and 
glands;  Flagyl  can  and  does. 

• Topical  treatment  cannot 
eliminate  trichomonads  from 
the  urethra  and  bladder; 
Flagyl  can  and  does. 

• Topical  treatment  cannot 
prevent  reinfection  from  male 
consorts;  Flagyl  can  and  does. 


Correctly  used,  with  due  at- 
tention to  repeat  courses  of 
treatment  for  resistant,  deep- 
seated  invasion  and  to  the 
presumption  of  reinfection 
from  male  consorts,  Flagyl 
has  repeatedly  produced  up  to 
100  per  cent  cure  in  large 
series  of  patients. 

Nothing  cures  trichomoni- 
asis like  Flagyl. 

Dosage  and  Administration 

In  women:  one  250-mg.  oral  tab- 
let t.i.d.  for  ten  days.  A vaginal 
insert  of  500  mg.  is  available  for 
local  therapy  when  desired.  When 
the  inserts  are  used  one  vaginal 
insert  should  be  placed  high  in 
the  vaginal  vault  each  day  for  ten 
days,  and  concurrently  two  oral 
tablets  should  be  taken  daily. 

In  men:  in  whom  trichomonads 
have  been  demonstrated,  one  250- 
mg.  oral  tablet  b.i.d.  for  ten  days. 


Contraindications 

Pregnancy;  disease  of  the  central 
nervous  system;  evidence  or  his- 
tory of  blood  dyscrasia. 

Precautions  and  Side  Effects 
Complete  blood  cell  counts  should 
be  made  before,  during  and  after 
therapy,  especially  if  a second 
course  is  necessary. 

Infrequent  and  minor  side  ef- 
fects include:  nausea,  unpleasant 
taste,  furry  tongue,  headache, 
darkened  urine,  diarrhea,  dizzi- 
ness, dryness  of  mouth  or  vagina, 
skin  rash,  dysuria,  depression,  in- 
somnia, edema.  Elimination  of 
trichomonads  may  aggravate 
moniliasis. 

Dosage  Forms 

Oral— 250-mg.  tablets 
Vaginal— 500-mg.  inserts 
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An  eminent  role  in 
medical  practice 

• Clinicians  throughout  the  world  con- 
sider meprobamate  a therapeutic 
standard  in  the  management  of  anxi- 
ety and  tension. 

• The  high  safety-efficacy  ratio  of 
‘Miltown’  has  been  demonstrated  by 
more  than  a decade  of  clinical  use. 


Indications:  ‘Miltown’  (meprobamate)  is  ef- 
fective in  relief  of  anxiety  and  tension  states. 
Also  as  adjunctive  therapy  when  anxiety 
may  be  a causative  or  otherwise  disturbing 
factor.  Although  not  a hypnotic,  ‘Miltown’ 
fosters  normal  sleep  through  both  its  anti- 
anxiety and  muscle-relaxant  properties. 
Contraindications:  Previous  allergic  or  idio- 
syncratic reactions  to  meprobamate  or 
meprobamate-containing  drugs. 
Precautions:  Careful  supervision  of  dose 
and  amounts  prescribed  is  advised.  Consider 
possibility  of  dependence,  particularly  in  pa- 
tients with  history  of  drug  or  alcohol  addic- 
tion; withdraw  gradually  after  use  for  weeks 
or  months  at  excessive  dosage.  Abrupt  with- 
drawal may  precipitate  recurrence  of  pre- 
existing symptoms,  or  withdrawal  reactions 
including,  rarely,  epileptiform  seizures. 
Should  meprobamate  cause  drowsiness  or 
visual  disturbances,  the  dose  should  be  re- 
duced and  operation  of  motor  vehicles  or 
achinerv  or  other  activity  rpnnirinp  alprt- 


Miltown* 

(meprobamate) 

possibly  be  increased  by  meprobamate. 
Grand  mal  seizures  may  be  precipitated  in 
persons  suffering  from  both  grand  and  petit 
mal.  Prescribe  cautiously  and  in  small  quan- 
tities to  patients  with  suicidal  tendencies. 

Side  effects:  Drowsiness  may  occur  and, 
rarely,  ataxia,  usually  controlled  by  decreas- 
ing the  dose.  Allergic  or  idiosyncratic  re- 
actions are  rare,  generally  developing  after 
one  to  four  doses.  Mild  reactions  are  char- 
acterized by  an  urticarial  or  erythematous, 
maculopapular  rash.  Acute  nonthrombocy- 
topenic purpura  with  peripheral  edema  and 
fever,  transient  leukopenia,  and  a single 


rare  cases  of  hypersensitivity  may  produce 
fever,  chills,  fainting  spells,  angioneurotic 
edema,  bronchial  spasms,  hypotensive  crises 
(1  fatal  case),  anuria,  anaphylaxis,  stoma- 
titis and  proctitis.  Treatment  should  be 
symptomatic  in  such  cases,  and  the  drug 
should  not  be  reinstituted.  Isolated  cases  of 
agranulocytosis,  thrombocytopenic  purpura, 
and  a single  fatal  instance  of  aplastic  ane- 
mia have  been  reported,  but  only  when  other 
drugs  known  to  elicit  these  conditions  were 
given  concomitantly.  Fast  EEG  activity  has 
been  reported,  usually  after  excessive  me- 
probamate dosage.  Suicidal  attempts  may 
produce  lethargy,  stupor,  ataxia,  coma, 
shock,  vasomotor  and  respiratory  collapse. 
Usual  adult  dosage:  One  or  two  400  mg. 
tablets  three  times  daily.  Doses  above  2400 
mg.  daily  are  not  recommended. 

Supplied:  In  two  strengths:  400  mg.  scored 
tablets  and  200  mg.  coated  tablets. 

Before  prescribing,  consult  package  circular 
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Variations  in  the 
Action  of  Penicillins 
Under  Aerobic  and 
Anaerobic  Conditions' 
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From  the  Departments  of  Medicine  of  the 
Buffalo  General  Hospital  and  of  the  State 
University  of  New  York  at  Buffalo 

T he  clinician  is  occasionally  faced  with 
the  problem  of  treating  an  infection  due  to 
aerobic  bacteria  growing  in  an  anaerobic 
space.  At  times  the  anaerobic  conditions 
existing  within  the  infected  space  may  be 
inferred  from  the  nature  of  the  organisms 
isolated;  for  example,  a usually  aerobic 
organism  which  grows  best  in  a micro- 
aerophilic  environment  on  first  isolation,  or 
a facultatively  anaerobic  organism  found  in 
association  with  known  strictly  anaerobic 
organisms.  At  other  times,  the  low  oxygen 
tension  in  the  infected  space  may  be  de- 
duced from  the  location  of  the  infection 
such  as  a closed  abscess  cavity,  bone,  kid- 
ney, or  areas  which  have  been  devitalized 
or  rendered  avascular  as  the  result  of  dis- 
ease or  trauma. 

If  the  infecting  organism  can  be  induced 
to  grow  aerobically,  most  laboratories  will 
carry  out  antibiotic  sensitivity  tests  in  this 

* This  study  was  supported  by  Grants  from  the  Henry  and 
Bertha  Buswell  Fund  and  the  United  Health  Fund  of 
Western  New  York. 
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a study  was  made  under  aerobic  and  an- 
aerobic conditions  of  zones  of  inhibition  of 
growth  of  various  Staphylococcus  aureus 
strains  by  penicillin  G,  nafcillin,  and  meth- 
icillin.  Under  anaerobic  conditions,  signif- 
icant reduction  of  zone  diameters  occurred 
with  penicillin  G and,  to  a lesser  extent,  with 
nafcillin,  but  no  significant  change  in  zone 
diameter  occurred  with  methicillin.  It  is 
suggested  that  results  of  sensitivity  tests  per- 
formed aerobically  be  used  with  caution  in 
devising  therapy  for  injections  known  or 
suspected  to  exist  in  unoxygenated  areas. 


environment,  rather  than  undertake  the 
manipulations  necessary  to  determine  sensi- 
tivity during  growth  in  an  anaerobic  cham- 
ber. It  would  therefore  be  interesting  to 
determine  how  well  sensitivity  tests  per- 
formed in  aerobic  conditions  correlate  with 
those  performed  under  anaerobic  condi- 
tions. Little  information  is  available  con- 
cerning the  relative  activity  of  penicillin  G 
under  these  two  conditions  and  even  less  is 
available  describing  the  relative  potencies 
of  the  newer,  semisynthetic  penicillins 
under  anaerobic  as  compared  with  aerobic 
conditions. 

The  present  study,  devised  to  investigate 
the  aforesaid  problem,  utilized  Staphylococ- 
cus aureus  strains  as  the  test  organisms 
because  of  their  ability  to  grow  anaerobi- 
cally as  well  as  their  clinical  importance  in 
many  of  these  infections. 

Materials  and  methods 

Coagulase-positive  staphylococci  isolated 
from  clinical  specimens  were  streaked  on 
duplicate  blood  agar  plates  prepared  from 
a tryptose-beef  heart  infusion  base  with 
5 per  cent  added  human  blood.  After 
placement  of  6 mm.  antibiotic-containing 
disks  one  member  of  each  pair  was  incu- 
bated aerobically  and  one  anaerobically. 
Anaerobic  conditions  were  produced  in  a 
sealed  chamber  by  four  evacuations  to 

if  1965  / New  York  State  Journal  of  Medicine  2325 


TABLE  I.  Summary  of  data 


Agent 

Change  in  diameter  of  zone 
Range 

in  anaerobic  environment  (mm.) 

Standard  Error 
Mean  of  Mean 

Rank  Difference 
Coefficient  of 
Correlation* 

Penicillin  G 

-18  to  +15 

-3.00 

1.31 

+ 0.77 

Nafcillin 

-15  to  +8 

-2.32 

0.74 

+ 0.41 

Methicillin 

-8  to  +5 

-0.28 

0.53 

+ 0.83 

* Between  ranks  of  zones  of  inhibition  obtained  aerobically  with  anaerobic  ranks. 

TABLE 

II.  Strains  sensitive  on  one  plate,  insensitive  on  other; 

diameter  of  zone  of  inhibition  (mm.) 

Strain 

Number 

Penicillin 

- 2 micrograms -> 

Aerobic  Anaerobic 

Penicillin 

' — * — 10  micrograms - 

Aerobic  Anaerobic 

Nafcillin 

1 microgram — - 

Aerobic  Anaerobic 

Methicillin 

—5  micrograms 

Aerobic  Anaerobic 

9 

9* 

6* 

N.D.f 

N.D. 

25 

12 

28 

20 

17 

14* 

6* 

N.D. 

N.D., 

25 

16 

30 

24 

23 

15* 

6* 

N.D. 

N.D. 

22 

19 

19 

20 

28 

N.D.f 

N.D. 

13* 

6* 

21 

19 

20 

18 

29 

N.D. 

N.D. 

10* 

6* 

19 

18 

18 

18 

35 

N.D. 

N.D. 

15 

15 

21* 

6* 

12 

14 

38 

N.D. 

N.D. 

6 

6 

19 

18 

6* 

10* 

* Indicates  significant  changes:  strains  completely  insensitive  to  the  antibiotic  in  question  under  one  condition  which 
showed  a zone  of  inhibition  under  the  other  condition.  Since  the  diameter  of  the  disks  was  6 mm.,  it  is  to  be  noted  that  a zone 
diameter  of  6 mm.  indicates  no  inhibition, 
t N.  D.  = Not  done. 


minus  25  in  Hg;  each  evacuation  was 
followed  by  replacement  with  5 per  cent 
carbon  dioxide  in  nitrogen  until  ambient 
pressure  was  reached.  The  resulting  oxy- 
gen tension  was  low  enough  to  allow  growth 
of  fastidious  anaerobes  as  proved  by  the 
ability  to  grow  bacteroides  and  clostridia 
organisms  using  this  technic. 

After  twenty-four  to  forty-eight  hours  of 
incubation  the  plates  were  removed  and 
the  diameters  of  the  zones  of  inhibition 
were  measured. 

Results 

The  results  are  summarized  in  Table  I. 
A marked  variability  was  often  seen  be- 
tween the  actions  of  penicillin  under  the 
two  circumstances  as  displayed  in  Figure  1 
which  shows  the  change  in  diameter  of  the 
zone  of  inhibition  produced  by  anaerobic 
conditions  for  each  strain.  In  some  cases 
a strain  was  found  to  be  completely  resist- 
ant to  a penicillin  on  one  of  the  plates  and 
to  show  a definite  zone  of  inhibition  on  the 
other.  Data  relevant  to  these  strains  are 
presented  in  Table  II.  Slightly  different 
results  were  found  on  analyzing  the  data  for 
the  different  antibiotics,  as  follows: 

Penicillin  G.  (Fig.  1A).  Thirty-five 
strains  were  tested  using  either  2-  or  10- 


microgram  disks.  Twelve  strains  were 
completely  insensitive  on  both  plates,  and 
results  obtained  with  these  were  not  in- 
cluded in  the  analysis  of  the  data  with 
respect  to  penicillin  G.  Of  the  remaining 
23  strains,  5 (22  per  cent)  showed  zones  of 
inhibition  aerobically  but  were  completely 
insensitive  on  the  anaerobic  plates.  The 
reverse  did  not  occur;  no  strains  insensi- 
tive aerobically  were  found  to  have  become 
sensitive  under  anaerobic  conditions. 

A wider  variation  in  the  change  in  diam- 
eter of  zones  of  inhibition  was  found  with 
this  antibiotic  than  with  the  other  two 
tested.  Despite  this  variation  the  order  of 
the  strains  with  respect  to  their  sensitivity 
was  little  disturbed  by  anaerobic  growth 
and  the  correlation  coefficient  by  the  rank- 
difference  method  between  the  sizes  of 
strains  grown  aerobically  and  anaerobically 
was  plus  0.77. 

The  average  change  in  the  size  of  the 
zone  of  inhibition  was  minus  3 mm.  This 
differs  from  zero  by  2.29  standard  errors  of 
the  mean,  and  it  is  improbable  (p  equals 
0.022)  that  this  represents  only  a chance 
deviation. 

Nafcillin.  (Fig.  IB).  Of  38  strains 
tested  with  1 -microgram  disk,  all  were 
sensitive  under  aerobic  conditions.  One 
strain  (2.6  per  cent)  was  found  to  have 
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FIGURE1.  Change  in  diameter  of  zone  of  inhibition 
(mm.)  produced  by  anaerobiosis. 


become  completely  insensitive  under  an- 
aerobic conditions.  As  in  the  case  of  peni- 
cillin G,  wide  variation  in  the  changes  pro- 
duced by  anaerobic  incubation  was  seen. 
Again,  good  correlation  exists  between  the 
ranks  of  the  sizes  of  the  inhibition  zones 
under  the  two  conditions;  the  coefficient 
of  correlation  was  plus  0.74. 

The  average  change  in  diameters  of 
zones  of  inhibition  produced  by  anaer- 
obiosis was  minus  2.32  mm.  It  is  unlikely 
that  this  was  due  to  chance  variation  (3.14 
standard  errors  of  the  mean;  p equals 
0.002). 

Methicillin.  (Fig.  1 C).  Thirty-six 
strains  were  tested  with  5-micro  gram  disks. 
One  strain  which  was  completely  resistant 
aerobically  was  sensitive  anaerobically.  In 
contrast  to  the  findings  with  the  two  pre- 
vious antibiotics,  there  was  less  variation  in 
the  change  in  diameter  of  zones  of  inhibi- 
tion. There  was  a suggestion  of  a double 
population  (Fig.  1 C)  with  a small  group  of 
strains  tending  to  show  less  sensitivity 
under  anaerobic  conditions  and  the  major- 
ity showing  little  or  no  change.  Again, 
there  was  a high  correlation  (plus  0.83) 
between  the  strains’  ranks  under  the  two 
conditions. 

When  the  group  as  a whole  is  considered, 
the  mean  change  in  diameters  of  inhibition 
zones  does  not  differ  significantly  from  zero 
(mean  change  of  minus  0.28  mm.,  p equals 
0.60). 

Effect  of  anaerobic  conditions  on 
antibiotics.  To  test  whether  the  anaerobic 
conditions  used  in  these  experiments  had  a 
direct  effect  on  the  antibiotics  tested,  the 


following  was  done:  Antibiotic-containing 

disks  were  incubated  at  37  C.  for  forty-eight 
hours  under  either  aerobic  or  anaerobic 
conditions.  They  were  then  used  to  test 
three  strains  of  staphylococci  under  aerobic 
conditions.  No  decrease  in  potency  was 
observed  with  any  of  the  three  antibiotics. 
To  test  further  the  stability  of  the  anti- 
biotic under  the  conditions  such  as  pH  and 
ionic  strength  obtaining  in  blood  agar  in  the 
anaerobic  chamber,  disks  were  placed  on 
unseeded  blood  agar  plates.  The  plates 
were  then  incubated  either  aerobically  or 
anaerobically  for  two  days  while  the  anti- 
biotics diffused  into  the  agar.  The  disks 
were  then  removed,  the  plates  seeded  with 
staphylococci,  and  incubated  aerobically. 
Again,  no  difference  in  the  potency  of  the 
three  antibiotics  was  found  after  anaerobic 
pretreatment  in  a small  series  of  trials. 

Comment 

The  previous  experiences  of  others  who 
have  observed  the  action  of  penicillin  G on 
the  same  strains  grown  both  aerobically 
and  anaerobically  have  been  equivocal. 
Williamson  and  White1  in  “at  least  three  ex- 
periments” with  strains  of  sensitive  organ- 
isms tested  for  penicillin  sensitivity  under 
both  conditions  found  no  diminution  of 
activity  in  the  anaerobic  environment;  on 
the  contrary,  their  data  tend  to  show  a 
slight  increase  in  growth  inhibition  in  this 
milieu.  Similarly,  Beerens,  Castel,  and 
Mojadedy2  found  no  impairment  of  the 
action  of  penicillin  G under  anaerobic 
conditions.  On  the  other  hand,  Frostell3 
determined  that  the  zones  of  inhibition 
produced  by  penicillin  disks  were  reduced 
under  anaerobic  conditions  after  analyzing 
the  results  obtained  from  30  strains  of 
various  organisms.  He  found  that  this 
inhibition  could  be  abolished  by  preincu- 
bating the  plates  in  the  anaerobic  chamber 
for  three  hours  at  room  temperature  before 
introducing  a hydrogen-carbon  dioxide 
mixture  and  commencing  incubation  at 
37  C.,  and  attributed  these  findings  to  a 
change  in  the  biochemical  reactions  of  the 
bacteria  under  anaerobic  conditons  which 
interfered  with  the  action  of  the  antibiotic. 
It  is  of  interest  that  he  also  described  a 
weakened  potency  of  penicillin  disks  which 
had  been  incubated  for  five  days  in  this 
environment. 
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The  differences  between  the  findings  re- 
ported here  from  those  of  others  may  in 
part  be  attributed  to  the  small  average 
change  combined  with  the  large  range  of 
individual  changes.  These  factors  may 
tend  to  obscure  the  changes  found  when 
small  numbers  of  strains  are  examined. 
The  lack  of  observable  deterioration  in  the 
potency  of  penicillin  incubated  anaerobi- 
cally in  these  experiments  may  be  related  to 
the  shorter  period  of  exposure  (two  days)  to 
this  environment  as  compared  with  the 
five-day  period  used  by  Frostell.3 

The  cause  of  the  diminished  sensitivity 
of  staphylococci  to  penicillin  G and  nafcillin 
observed  in  these  experiments  is  obscure. 
Several  hypotheses  may  be  brought  for- 
ward to  explain  this  finding:  The  action 

of  the  penicillins  consists  of  blockade  of  the 
incorporation  of  certain  chemical  groups 
into  the  cell  walls  of  gram-positive  bac- 
teria.4’ 5 The  lethal  effects  of  such  an 
action  may  conceivably  be  blocked  by 
either  of  two  events  which  may  occur  in 
anaerobic  conditions:  slowing  of  bacterial 

growth  and  change  to  a gram-negative 
state.  In  the  first  instance  it  has  been 
shown  that  bacteria  whose  growth  has  been 
slowed  or  stopped  are  markedly  resistant  to 
penicillin  when  tested  in  the  phase  of  loga- 
rithmic growth,6-  7 even  in  the  case  of 
strains  fully  sensitive  to  penicillin,  presum- 
ably because  of  a lack  of  the  need  to  form 
new  cell  wall  material.  As  to  the  second 
possibility,  it  is  a common  observation  that 
staphylococci  may  not  retain  the  Gram 
stain  if  grown  under  adverse  circumstances, 
such  as  anaerobiosis.8  This  change  in 
staining  characteristics  may  show  a more 
fundamental  change  in  cell  wall  composi- 
tion than  one  which  may  not  require 
muramic  acid-containing  units  for  func- 
tional integrity.  In  either  case,  a de- 
creased susceptibility  to  the  action  of  peni- 
cillin would  be  anticipated. 

Both  of  these  hypotheses  would  imply 
that  a strain  becoming  resistant  to  one  of 
the  penicillins  would  by  the  same  mecha- 
nism become  resistant  to  all.  Table  II, 
based  on  observations  of  strains  exposed 
simultaneously  to  three  different  penicillins 
on  the  same  plates,  does  not  tend  to  bear 
this  out.  In  no  case  was  the  development 
of  complete  resistance  to  one  of  the  penicil- 
lins accompanied  by  an  identical  change 
with  respect  to  the  other  two  penicillins. 


In  the  case  of  penicillin  G,  the  possibility 
exists  that  some  of  the  strains  were  penicil- 
linase producers,  and  chance  variations  in 
inoculum  size  caused  the  observed  changes 
from  sensitivity  to  resistance.  In  this  case, 
the  member  of  a pair  of  plates  with  the 
heavier  inoculum  would  be  as  likely  to  be 
incubated  aerobically  as  anaerobically. 
The  observed  series  of  five  strains  which 
became  completely  resistant  to  penicillin  G 
only  on  anaerobiosis  with  no  occurrences  of 
the  reverse  situation  would,  if  based  on 
chance  alone,  be  expected  to  occur  once  in 
thirty-two  such  series  of  observations,  or 
less  than  5 per  cent  of  the  time.  There- 
fore, this  explanation  is  considered  un- 
likely. 

Regardless  of  the  reasons  for  the  observed 
changes,  the  variation  was  sufficiently  great 
in  the  cases  of  penicillin  G and  nafcillin  to 
cast  doubt  on  the  reliability  of  sensitivity 
tests  performed  under  aerobic  conditions  in 
predicting  the  efficacy  of  these  drugs  under 
anaerobic  circumstances.  On  the  other 
hand,  methicillin  gave  results  under  aerobic 
conditions  which  were  more  reliably  indica- 
tive of  its  inhibiting  power  anaerobically. 

It  is  suggested  that  the  results  of  sensi- 
tivity tests  performed  aerobically  be  inter- 
preted with  caution  in  the  treatment  of 
infections  in  anaerobic  spaces,  or  that  an 
attempt  be  made  to  perform  sensitivity 
tests  under  oxygen  tensions  approximating 
those  of  the  infected  space.  As  data  be- 
come available  on  the  relative  efficacies 
under  aerobic  and  reducing  conditions  of 
more  antibiotics,  it  will  be  possible  to  choose 
antibiotics  such  as  methicillin  which  can  be 
shown  to  act  reliably  in  anaerobic  environ- 
ments. 

Summary 

Using  the  disk  method  zones  of  inhibition 
of  growth  of  various  S.  aureus  strains  by 
penicillin  G,  nafcillin,  and  methicillin  were 
studied  aerobically  and  anaerobically. 
The  bacteriostatic  power  of  penicillin  G 
against  various  strains  was  erratically 
affected  by  reducing  conditions  with  a wide 
scattering  of  changes  of  zone  diameters. 
The  average  of  zone  diameters  was,  how- 
ever, significantly  reduced,  and  22  per  cent 
of  the  strains  analyzed  showed  a change  to 
complete  resistance  under  the  anaerobic 
conditions  used. 
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Using  nafcillin  less  variation  was  found 
to  be  produced  by  the  two  conditions,  but  a 
significant  reduction  of  average  zone  diam- 
eter was  again  found.  With  methicillin 
the  least  variation  was  found  and  no  signifi- 
cant change  in  average  zone  diameter 
could  be  shown.  No  specific  conclusion 
could  be  drawn  regarding  the  cause  of  these 
changes;  however,  it  would  seem  that 
deterioration  of  penicillin  in  the  anaerobic 
environment  is  an  unlikely  explanation. 

It  is  recommended  that  the  results  of 
sensitivity  tests  performed  aerobically  be 
used  with  caution  in  devising  therapy  for 
infections  known  or  suspected  to  exist  in 
unoxygenated  areas. 

100  High  Street, 
Buffalo  14203  (Dr.  O’Connell). 
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P art  I of  this  article  appeared  in  the 
September  1,  1965,  issue  of  the  New  York 
State  Journal  of  Medicine.  This  is  a 
review  of  some  of  the  more  important 
advances  in  the  management  of  gynecologic 
cancer.  Part  I included  considerations  of 
carcinoma  of  the  vulva,  vagina,  and 
cervix  uteri. 

Corpus  uteri 

Carcinoma  of  the  corpus  uteri  is  the 
second  most  common  gynecologic  cancer 
and  appears  in  a ratio  to  carcinoma  of  the 
cervix  that  varies  from  1:2  to  1:4  in 
contemporary  reports.  42  -44  It  would  ap- 
pear from  these  figures  that  the  relative 
incidence  of  carcinoma  of  the  corpus,  com- 
pared with  that  of  carcinoma  of  the 
cervix,  is  increasing,  since  in  earlier  re- 
ports the  relative  incidence  was  quoted  as 
around  10:1.  This  difference  may  be 
explained  in  part  by  increasing  longevity 
and  by  better  diagnosis  of  this  less  evident 
lesion. 

Classification.  The  clinical  classifi- 
cation and  stage- grouping  for  carcinoma  of 
the  corpus,  adopted  in  1961  at  the  Congress 

* Collection  of  data  for  this  review  was  facilitated  by 
grants  from  the  James  S.  and  Marvella  Adams  Foundation, 
Greenwich,  Connecticut;  the  Rudolph  Eberstadt  Memorial 
Fund  (Target  Rock  Foundation);  and  the  Martin  Crego 
Memorial  Fund,  donated  by  Miss  Jean  Crego. 


of  the  International  Federation  of  Gyne- 
cology and  Obstetrics  in  Vienna,  is  as  fol- 
lows. 

Stage  0 — Histologic  findings  suspect  of  a 
malignant  condition  but  not  proved. 

Stage  I — Carcinoma  confined  to  the 
corpus. 

Stage  II  — Carcinoma  involving  the 
corpus  and  cervix. 

Stage  III  — Carcinoma  extending  out- 
side the  uterus  but  not  outside  the  true 
pelvis. 

Stage  IV  — Carcinoma  extending  outside 
the  true  pelvis  or  obviously  involving  the 
mucosa  of  the  bladder  or  rectum. 

Incidence.  As  has  been  noted,  the 
incidence  of  carcinoma  of  the  corpus  is  ap- 
parently on  the  increase.  In  terms  of 
patient  age,  the  incidence  reaches  its 
peak  around  sixty  years,  about  ten  years 
later  than  carcinoma  of  the  cervix.45 

Common  factors  in  patients  with  cancer 
of  the  corpus  are:  a degree  of  infertility, 
with  many  of  these  patients  being  nul- 
lipara; a delayed  menopause  associated 
with  excessive  menstrual  bleeding;  and  an 
increased  incidence  of  obesity  and  hyper- 
tension. Clinical  diabetes  or  abnormal 
glucose  metabolism  is  much  more  promi- 
nent in  these  patients  than  in  the  female 
population  of  their  age  group  at  large, 
while  endometrial  polyps  have  been  re- 
ported in  as  many  as  33  per  cent  of  cases 
of  carcinoma  of  the  corpus. 

There  has  been  considerable  concern 
over  the  past  few  decades  of  the  possibility 
of  cancer  of  the  corpus  developing  as  a 
result  of  estrogen  administration.  Numer- 
ous investigators  have  held  that  continued 
estrogen  stimulation  favors  the  subsequent 
development  of  endometrial  cancer,46-47 
while  the  frequent  association  of  this 
growth  with  estrogen-producing  tumors, 
such  as  granulosa  cell  or  theca  cell  tumors 
of  the  ovary  has  been  pointed  out.48-49 
On  the  other  hand,  Chun,  Gong,  and 
Roddick50  have  stated  that  careful  histo- 
logic studies  of  the  pelvic  organs  in  cases 
of  this  disease  failed  to  reveal  any  estro- 
genic effect.  This  study,  however,  does 
not  rule  out  the  possibility  of  a hormonal 
factor  at  the  time  of  genesis  of  the  tumor. 
It  is  impossible  at  the  present  state  of  our 
knowledge  of  the  causes  of  cancer  to  state 
whether  or  not  the  exogenous  administra- 
tion of  estrogen  may  favor  the  development 
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of  endometrial  cancer.  It  may  be  that 
such  influence  in  an  individual  susceptible 
to  cancer  causes  the  development  of  the 
neoplasm  in  the  target  organ  rather  than 
in  some  other  system.  The  author  feels 
that  the  prolonged  administration  of  estro- 
gen is  usually  unnecessary,  however,  since 
many  patients  with  menopausal  symptoms 
can  be  adequately  treated  with  mild  seda- 
tion and  sympathetic  understanding  by  the 
physician  and  her  family. 

The  significance  of  endometrial  hyper- 
plasia in  cancer  of  the  corpus  has  been 
confusing,  but  it  is  felt  that  the  cystic  must 
be  differentiated  from  the  adenomatous 
type  of  hyperplasia.  While  the  former  is 
of  no  significance,  the  latter  may  be  im- 
portant, especially  near  the  menopause.51-53 

Diagnosis.  The  Papanicolaou  smear 
has  not  proved  quite  as  satisfactory  in 
cases  of  endometrial  carcinoma  as  it  has  in 
cases  of  carcinoma  of  the  cervix.  The 
incidence  of  negative  smears  in  the  presence 
of  subsequently  proved  endometrial  cancer 
has  been  about  20  per  cent.  This  degree 
of  accuracy  can  doubtless  be  improved  by 
the  systematic  obtaining  of  smears  from 
the  vaginal  pool  and  not  just  from  the 
cervix.  The  endometrial  aspiration  smear 
is  a technic  deserving  more  widespread 
use.  This  type  of  smear  is  obtained  by 
passing  a small  cannula,  about  the  size  and 
shape  of  a uterine  sound,  into  the  uterine 
cavity  and  applying  suction  with  a syringe 
attached  to  the  outer  end,  releasing  the 
suction  as  the  cannula  is  withdrawn.  The 
aspirate  is  then  expressed  on  to  a clean 
dry  slide,  spread,  and  fixed  promptly  as  in 
the  routine  Papanicolaou  preparation. 
The  Jordan  aspirator  is  a convenient  in- 
strument for  this  purpose  and  has  a built-in 
stop  to  reduce  the  possibility  of  perforation. 

The  most  common  symptom  in  cases  of 
endometrial  carcinoma  is  abnormal  bleed- 
ing, and  in  view  of  the  age  incidence  of  this 
tumor,  this  is  usually  postmenopausal 
bleeding.  Kottmeier51  has  stated  that 
60  per  cent  of  cases  of  postmenopausal 
bleeding  are  a result  of  an  endometrial 
cancer.  However,  it  is  possible  that  this 
figure  is  too  high,  since  bleeding  can  result 
from  atrophic  changes,  cervical  or  benign 
endometrial  polyps,  inflammation,  or,  per- 
haps most  commonly  in  this  country,  from 
exogenous  estrogen.  The  diagnosis  is  es- 
tablished by  cytologic  examination  and 


confirmed  by  suction  curettage  as  an  office 
procedure  or  by  formal  dilatation  and 
curettage. 

Pathologic  features.  Carcinoma  of 
the  uterine  body  is  almost  exclusively  an 
adenocarcinoma  derived  from  the  endo- 
metrial glands.  In  some  cases  the  adeno- 
carcinoma shows  squamous  elements  as  a 
result  of  squamous  metaplasia.  This  con- 
dition is  known  as  adeno-acanthoma  and  is 
generally  recognized  as  a less  agressive  form 
of  tumor.  On  occasion,  however,  the 
histologic  examination  reveals  an  adeno- 
squamous carcinoma,  which  probably  arises 
from  the  upper  part  of  the  endocervix  and 
is  a more  malignant  growth,  resembling 
carcinoma  of  the  cervix  both  in  its  pattern 
of  spread  and  prognosis. 

In  its  early  stages  the  carcinoma  is  con- 
fined to  the  endometrium  proper  but 
subsequently  will  invade  the  myometrium 
and  may  extend  through  the  uterine  wall, 
with  involvement  of  its  serosal  surface  and 
adjacent  organs.  This  tumor  may  spread 
early  to  involve  the  ovaries  and  from  there 
to  the  periaortic  nodes  or,  by  hematogenous 
spread,  to  the  liver  or  lungs.  On  the  other 
hand,  the  growth  may  extend  downward 
to  the  endocervix  and  from  there  involve 
the  vagina  or  the  parametria  and  pelvic 
nodes  in  a pattern  similar  to  that  of  cancer 
of  the  cervix.  Metastasis  to  the  iliac  nodes 
has  been  reported  to  occur  in  from  15  to  20 
per  cent  of  cases.54  55  This  fact  has  been 
quoted  to  support  treatment  by  primary 
radical  operation. 

Treatment.  The  question  of  treatment 
of  this  disease  again  resolves  itself  into 
radiation,  operation,  or  a combination  of 
both.  In  this  form  of  cancer  the  most 
common  mode  of  treatment  in  this  country 
is  the  combined  attack  of  intracavitary 
radium,  followed  some  weeks  later  by  a 
total  hysterectomy,  excision  of  the  adnexa, 
and  with  removal  of  an  adequate  vaginal 
cuff. 

As  a result  of  fractional  curettage  and 
radiographic  hysterography,  it  has  been 
shown  that  involvement  of  the  isthmus 
or  endocervix  is  more  common  than  was 
believed  previously.  Kottmeier51  states 
that  in  the  Stockholm  series  this  involve- 
ment occurred  in  about  20  per  cent  of  cases. 
In  the  series  reported  by  Schwartz  and 
Brunschwig,54  in  which  the  fundus  was 
still  present,  46  per  cent  showed  such 
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involvement.  The  determination  of  this 
factor  is  of  paramount  importance  in  the 
decision  as  to  whether  or  not  radical  opera- 
tion should  be  considered.  It  has  been 
felt  by  some  investigators  that  an  operation 
of  this  magnitude  cannot  be  employed  as  a 
routine  measure,  since  many  of  these 
patients  are  in  an  older-age  group  with 
frequent  medical  complications,  such  as 
obesity,  hypertension,  and  diabetes.  How- 
ever, Schwartz  and  Brunschwig54  report  a 
series  of  96  cases  of  extended  hysterectomy, 
often  with  pelvic  node  dissection,  with  a 
surgical  and  hospital  mortality  of  2 per  cent 
and  a 73  per  cent  five-year  salvage.  It  is 
perhaps  fair  to  say  at  this  juncture  that 
patients  who  are  otherwise  suitable  and 
who  have  myometrial,  endocervical,  or 
parametrial  involvement,  should  be  treated 
by  radical  operation,  which  may  be  pre- 
ceded by  radiation,  although  the  con- 
comitant delay  associated  with  this  step, 
with  its  associated  manipulation  of  the 
tumor,  does  not  appear  to  the  author  to  be 
rational. 

The  use  of  the  Schauta  radical  vaginal 
operation  for  carcinoma  of  the  corpus  in 
poor-risk  patients  has  not  received  much 
attention  in  this  country,  since  there  are 
few  surgeons  familiar  with  the  technic. 
In  a recent  case  in  Memorial  Hospital,  a 
429-pound  patient  with  corpus  cancer  as- 
sociated with  bilateral  Brenner  tumors  of 
the  ovaries  was  treated  by  this  procedure, 
which  she  tolerated  well. 

The  most  commonly  accepted  treatment 
for  cancer  of  the  corpus,  especially  for 
early  lesions  not  involving  the  myometrium 
or  endocervix,  is  the  use  of  intracavitary 
radium  followed  by  a panhysterectomy  and 
bilateral  salpingo-oophorectomy  some  six 
weeks  later.  Kottmeier51  has  advocated 
postoperative  vaginal  radium  to  con- 
trol the  not  infrequent  recurrence  in  the 
vaginal  vault.  The  preoperative  suturing 
of  the  cervix  and  cauterization  of  the 
cervix  and  vault  with  locally  applied 
caustics  also  have  been  advocated.  How- 
ever, the  feeling  is  increasing  that  a more 
rational  explanation  for  this  type  of  re- 
currence is  that  it  results  from  lymphatic 
spread  rather  than  direct  implantation  of 
tumor  cells  at  the  time  of  operation.  The 
usual  radiation  treatment  is  from  3,000  to 
4,000  milligram  hours,  which  may  be  in 
divided  doses.  At  the  Radiumhemmett, 


the  Heyman  technic  is  used  in  which  the 
uterine  cavity  is  packed  with  small  ap- 
plicators containing  radium  for  a dose  of 
1,500  milligram  hours,  which  is  repeated 
after  a three-week  interval.  With  this 
technic  and  following  the  radiation  with 
hysterectomy  if  the  disease  did  not  appear 
to  be  controlled  by  radiation  alone,  Kott- 
meier51 reports  over-all  five-year  control  in 
60  per  cent  of  cases.  He  also  reports  a 
1.3  per  cent  primary  mortality. 

Schmitz,  Smith,  and  Fetherston56  and 
Montgomery  et  al.bl  have  recently  reported 
cases  of  patients  treated  with  preoperative 
radiation  followed  by  hysterectomy,  with 
over-all  salvage  rates  of  67  and  65  per  cent 
respectively.  These  investigators  state 
that  the  preferred  treatment  is  adequate 
radiation  followed  by  operation  but  that 
this  could  only  be  done  in  the  most  favor- 
able cases,  comprising  about  half  of  each 
series.  Where  this  treatment  was  possible, 
however,  the  salvage  rates  were  81  and 
87  per  cent. 

In  summary,  it  can  be  said  that  the  usual 
mode  of  treatment  for  a cancer  of  the 
corpus  without  significant  myometrial  in- 
vasion is  by  radiation,  followed  by  a 
panhysterectomy.  However,  when  there 
is  myometrial  invasion  or  extension  of  the 
disease  to  involve  the  isthmus  or  endo- 
cervix, the  preferred  treatment  should  be 
radical  hysterectomy  and  pelvic  lymphad- 
enectomy.  Following  this,  the  question 
of  postoperative  radiation  can  be  con- 
sidered if  positive  nodes  are  found. 

In  patients  with  extensive  disease  with 
invasion  of  contiguous  bladder  or  rectum 
and  in  whom  the  disease  is  still  confined 
to  the  pelvis,  the  possibility  of  an  exentera- 
tion procedure  can  be  considered.  In 
elderly  and  obese  patients  this  operation 
may  indeed  be  an  even  more  formidable 
undertaking  than  in  similar  situations  with 
carinoma  of  the  cervix.  Adeno-acan- 
thoma  is  a well-differentiated  tumor  and 
if  confined  to  the  corpus  may  be  treated 
by  the  simpler  procedures  already  out- 
lined. Adenosquamous  carcinoma,  on  the 
other  hand,  should  be  regarded  from  the 
outset  as  akin  to  carcinoma  of  the  cervix 
and  treated  accordingly. 

With  regard  to  recurrent  carcinoma  of 
the  corpus,  it  has  been  emphasized  that 
the  general  principles  apply  as  for  car- 
cinoma of  the  cervix,  since,  contrary  to  the 
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general  impression,  many  of  these  recur- 
rences remain  in  the  pelvis  for  some  time 
before  widespread  metastases  occur.  It 
would  seem  that  this  aspect  of  the  problem 
of  corpus  cancer  is  not  generally  appre- 
ciated. In  the  Memorial  Hospital  series 
of  pelvic  exenteration  for  this  problem 
there  were  7 five-year  survivors  out  of  37 
patients,  a five-year  salvage  of  slightly 
under  20  per  cent.58 

Sarcoma  of  uterus 

For  convenience  of  description,  sarcoma 
of  the  uterus  has  been  classified  by  Ober 
and  To  veil59  into  four  general  groups: 
leiomyosarcoma,  mesenchymal  sarcomas, 
blood  vessel  sarcomas,  and  lymphomas. 
These  tumors  are  quite  rare  and  represent 
about  1 in  1,000  gynecologic  admissions 
to  hospitals.60  Nonetheless,  they  can  pre- 
sent serious  therapeutic  problems. 

Leiomyosarcoma  may  arise  in  a pre- 
viously existing  myoma  or  de  novo.  It 
would  appear  that  the  prognosis  is  less 
serious  in  cases  in  which  the  sarcoma 
develops  in  a myoma,  which  may  be  de- 
tected by  rapid  enlargement  or  softening 
of  previously  detected  fibroids,  while  bleed- 
ing may  be  a conspicuous  feature.  The 
leiomyosarcoma  arising  de  novo  is  usually 
more  diffuse  and  apparently  metastasizes 
earlier,  with  a correspondingly  poor  progno- 
sis. 

It  is  generally  felt  that  most  of  these 
tumors  are  in  no  way  radiosensitive  and 
that  the  treatment  of  choice  is  operation, 
with  a modern  tendency  toward  the  more 
radical  type  of  excision.  The  possibility  of 
later  recurrence  and  metastasis,  as  noted  by 
Radman  and  Korman,61  has  been  noticed 
particularly  in  patients  with  sarcoma 
arising  from  or  in  a previous  myoma,  in 
contradistinction  to  the  rapid  recurrence 
so  frequently  seen  with  uterine  sarcomas  in 
general. 

Mesenchymal  sarcomas  (mixed  meso- 
dermal tumors,  sarcoma  botryoides)  are 
tumors  thought  by  some  to  arise  by 
embryonic  inclusion  from  the  urogenital 
ridge,  the  process  termed  dysontogenesis 
by  McFarland.62  These  tumors  are  char- 
acterized by  rapid  growth,  with  a cor- 
responding short  duration  of  symptoms, 
of  which  the  most  prominent  is  bleeding 
followed  by  pain,  weight  loss,  and  dis- 


charge. It  is  of  interest  that  frequently 
these  tumors  are  visible  to  the  eye  at  the 
time  of  examination.  Krupp  et  alJ°  re- 
port this  to  be  the  case  in  as  many  as  50 
per  cent  of  patients.  Most  investigators 
feel  that  these  tumors  are  radioresistant 
and  recommend  radical  operation  for 
their  treatment.60-61-63 

Of  particular  interest  in  this  group  is  the 
so-called  sarcoma  botryoides  in  young 
children,  which  usually  presents  with  a 
grapelike  protrusion  from  the  introitus 
and  may  appear  deceptively  benign.  This 
tumor  is  a form  of  embryonal  rhabdomyo- 
sarcoma, and  cures  have  been  few. 
However,  with  the  more  widespread  at- 
tack of  radical  operation  it  is  hoped  that 
this  may  be  improved.64-66  In  view  of  the 
possible  embryologic  development  of  this 
tumor,  it  has  been  proposed  that  considera- 
tion be  given  to  the  excision  of  all  of  the 
urogenital  pelvic  tissues  as  the  primary 
treatment.65  In  many  instances  the  ex- 
tent of  the  tumor  when  first  seen  may  in- 
dicate such  an  attack,  which  would  include 
a hysterectomy,  colpectomy,  and  cystec- 
tomy with  urethrectomy. 

In  the  Memorial  Hospital  series  of  13 
cases  of  sarcoma  botryoides  in  girls  under 
sixteen  years  of  age,  there  are  2 five-year 
survivors.  One  is  living  about  ten  years 
after  anterior  pelvic  exenteration  and  the 
other,  five  and  one-half  years  after  only 
local  excision  of  such  a tumor  at  the 
introitus.  Of  the  other  11  patients,  9 were 
treated  by  local  therapy  only,  and  both 
operation  and  radiation  were  employed 
without  avail.  One  of  the  remaining  2 
patients  was  treated  by  hysterectomy  and 
vaginectomy  and  the  other  by  radical 
hysterectomy  and  vaginectomy,  with  sub- 
sequent recurrence  and  death.  The  pa- 
tient treated  by  radical  hysterectomy, 
however,  had  positive  lymph-node  metasta- 
sis at  the  time  of  operation.  It  was 
surprising  to  note  in  this  series  that  4 
patients  had  metastases  to  lymph  nodes, 
since  the  mode  of  spread  in  this  disease 
had  been  thought  to  be  hematogenous. 

Carcinoma  of  fallopian  tube 

Carcinoma  of  the  fallopian  tube  is  noted 
only  occasionally,  but  it  is  very  likely 
that  some  cases  which  are,  in  fact,  primary 
cancers  of  the  tube  are  so  extensive  when 
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first  seen  that  they  are  reported  as  car- 
cinoma of  the  ovary  or  uterine  corpus. 
The  average  incidence  reported  is  about 
0.3  per  cent  of  primary  malignant  tumors 
of  the  female  genitalia.67  -69  It  is  usually  a 
papillary  adenocarcinoma  and  has  been 
reported  as  bilateral  in  as  many  as  one 
third  of  the  cases.70  The  thin  wall  of  the 
tube  offers  little  resistance  to  the  growth 
of  this  neoplasm,  and  it  extends  through 
the  wall  rapidly,  with  invasion  of  con- 
tiguous organs  or  peritoneal  seeding. 

Diagnosis.  The  symptoms  noted  most 
commonly  are  bleeding  and  vaginal  dis- 
charge, but  lower  abdominal  pain  may  be  a 
prominent  feature,  which  is  an  unusual 
finding  in  the  early  symptoms  of  a cancer. 
Enlargement  of  the  abdomen  has  been  the 
first  symptom  in  a number  of  cases,  and 
with  the  tendency  of  this  tumor  to  invade 
adjacent  bowel,  intestinal  obstruction  may 
be  the  presenting  feature.  On  examination 
a mass  frequently  can  be  detected,  although 
in  many  cases  this  is  impossible  to  dif- 
ferentiate from  an  enlargement  of  the 
ovary  or  hydrosalpinx.  The  classic  picture 
of  a mass  with  abdominal  pain  followed 
by  a serous  or  serosanguinous  vaginal 
discharge,  with  relief  of  the  pain  and  dis- 
appearance of  the  mass,  as  reported  by 
Latzko,71  the  so-called  hydrox  tubae  pro- 
fluens,  has,  in  fact,  not  been  reported  as  a 
diagnostic  syndrome  in  the  modern  litera- 
ture. 

Preoperative  diagnosis  of  this  tumor 
is  rare,72  but  the  lesion  may  be  suspected 
with  the  findings  that  have  been  noted  and 
a positive  Papanicolaou  smear  that  cannot 
be  explained  by  a more  common  lesion.73-74 
It  has  been  stated  that  exploration  is 
warranted  in  the  patient  with  a positive 
smear,  in  whom  cancer  cannot  be  demon- 
strated and  in  whom  there  is  an  adnexal 
mass  or  symptoms  of  pain  or  discharge.68 

Treatment.  Primary  radiation  ther- 
apy has  shown  no  appreciable  effect,68-69 
and  the  treatment  recommended  is  hysterec- 
tomy and  bilateral  salpingo-oophorectomy. 
Although  most  investigators  feel  that 
postoperative  radiation  should  be  given, 
the  value  of  this  has  not  been  proved. 
The  prognosis  in  this  type  of  cancer  is 
generally  felt  to  be  bad,  with  survival 
rates  of  from  5 to  20  per  cent  reported, 
although  Hu,  Taymor,  and  Hertig67  re- 
ported 40  per  cent  five-year  survival  in  a 


series  of  10  cases.  Five-year  control  of  a 
case  of  recurrent  fallopian  tube  can- 
cer, after  surgery  and  x-ray  therapy, 
treated  by  total  pelvic  exenteration  has 
been  noted  recently  in  the  Memorial  Hos- 
pital series.75 

Cancer  of  ovary 

Ovarian  enlargement.  Tumors  of  the 
ovary  are  among  the  most  interesting  and, 
at  the  same  time,  the  most  confusing  of  all 
gynecologic  lesions.  Before  the  diagnostic 
problems  involved  in  cases  of  enlargement 
of  the  ovary  are  considered,  it  may  be 
worth-while  briefly  to  review  ovarian  en- 
largements, both  pathologic  and  physiologic 
and  benign  and  malignant. 

Hypertrophic.  Hypertrophy  may  be 
congenital  or  compensatory,  as  a result  of 
the  surgical  removal  of  the  other  ovary. 

Inflammatory.  Inflammation  may  result 
from  generalized  disease  such  as  mumps 
oophoritis;  or,  more  commonly,  it  may 
be  of  venereal  origin.  It  may  be  acute  or 
chronic,  with  involvement  of  adjacent 
tissues. 

Dysfunctional.  The  dysfunctional  group 
includes  follicular,  retention,  and  corpus 
luteum  cysts  and  represents  normal  or 
abnormal  responses  to  physiologic  stimuli. 
These  cysts  rarely  become  large,  are  usually 
at  most  2 or  3 cm.  in  diameter,  and  produce 
symptoms  only  when  they  rupture  or  are 
complicated  by  infection  or  torsion.  They 
are  almost  invariably  seen  only  during  the 
period  of  catamenia  and  are  frequently 
cyclic.  For  this  last  reason,  when  these 
cysts  approach  the  upper  limits  of  their 
size  and  when  doubt  exists  as  to  the  pos- 
sibility of  a lesion  of  more  serious  moment, 
it  is  frequently  worth  while  to  re-examine 
the  patient  at  a different  time  in  her  men- 
strual cycle. 

Endometriosis.  The  ovary  is  a common 
site  of  endometriosis  and  is  itself  involved 
in  about  one  third  of  cases,  frequently 
bilaterally.  An  endometriotic  cyst  can 
reach  10  cm.  or  more  in  size,  but  this  is 
uncommon.  It  is  frequently  accompanied 
by  other  signs  of  endometriosis,  such  as 
dysmenorrhea  or  gastrointestinal  disorders, 
but  may  demand  laparotomy  for  diagnosis. 
These  cysts  are  frequently  accompanied  by 
dense  adhesions  and  contain  old  blood 
of  the  typical  chocolate  color.  This  ap- 
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TABLE  III.  Classification  of  ovarian  tumors 


Origin  of  Cell 

Benign 

Malignant 

Epithelial 

Pseudomucinous  cystadenoma 

Pseudomucinous  cystadenocarcinoma 

Epithelial 

Serous  cystadenoma  (simple,  papil- 
lary) 

Papillary  cystadenocarcinoma 

Epithelial 

Solid  adenocarcinoma 

Epithelial 

Endometrioid  carcinoma* 

Connective  tissue 

Fibroma 

Sarcoma 

Mixed 

Benign  cystic  teratoma  (dermoid 
cyst,  struma  ovarii) 

Solid  embryonic  teratoma  (malignant 
teratoma) 

D y sontogene  tic 

Brenner 

Dysontogenetic 

Thecoma 

D ysontogenetic 

Arrhenoblastoma 

Dysontogenetic 

< Granulosa  cell  tumor >■ 

D ysontogenetic 

< Dysgerminoma > 

Secondary 

Metastatic 

Secondary 

Krukenberg 

* Adenocarcinoma  of  the  ovary  with  a microscopic  appearance  like  that  of  endometrial  carcinoma.  At  a recent  conference 
on  classification  and  staging  of  ovarian  cancers,  held  in  Stockholm,  it  was  felt  that  this  tumor  was  sufficiently  common  to  be 
described  as  a separate  entity,  so  that  its  behavior  could  be  more  adequately  determined.76 


pearance,  however,  is  not  diagnostic,  since 
any  cyst  containing  old  blood  can  give  a 
similar  appearance.  When  encountered, 
they  can  be  treated  conservatively  by 
excision  and  repair  of  the  remaining  ovarian 
tissue. 

Types  of  tumors.  In  Table  III  the 
more  common  tumors  of  the  ovary  are 
listed,  classified  according  to  the  origin  of 
the  cell,  and  differentiated  into  benign  and 
malignant  types.  It  is  unfortunate  that 
in  many  cases  it  is  difficult  to  determine  the 
precise  category  into  which  one  of  these 
tumors  should  be  placed.  This  is  es- 
pecially true  when  differentiating  between 
benign  and  malignant  forms  of  a tumor  of  a 
given  cell  type.  All  too  frequently,  lesions 
classified  as  benign  on  histologic  examina- 
tion may  prove  by  their  subsequent  clinical 
behavior  to  be  malignant. 

Incidence.  Ovarian  neoplasms  com- 
prise from  10  to  15  per  cent  of  all  gyneco- 
logic neoplasms.  They  are  most  commonly 
found  in  women  in  the  fifth  decade,  while 
the  teratomas  and  the  special  sex  cell 
tumors  are  more  commonly  found  at  the 
extremes  of  youth  and  old  age.  Of  all 
ovarian  tumors,  15  to  20  per  cent  are 
malignant.  The  malignant  tumors  are 
divided  as  follows:  serous  cystadenocar- 

cinoma,  60  per  cent;  mucinous  15  per  cent; 
solid  10  per  cent;  granulosa  cell  5 per  cent; 
and  all  others  10  per  cent. 

Pathologic  features.  In  general,  over 
80  per  cent  of  ovarian  tumors  are  benign, 
consisting  primarily  of  the  cystic  lesions, 
such  as  the  simple  dermoid  cyst,  serous  cyst, 
or,  more  rarely,  pseudomucinous  cyst,  to 


which  may  be  added  the  unusual  benign 
solid  tumors,  such  as  the  fibroma,  thecoma, 
or  Brenner  tumor.  Cancer  is  commonly 
associated  with  the  solid  tumors  or  with 
solid  areas  in  tumors  that  are  primarily 
cystic.  This  latter  group  includes  the 
papillary  cystadenocarcinoma,  which  is 
the  most  common  type  of  ovarian  cancer. 
Ovarian  cancers  frequently  spread  to 
involve  the  other  ovary  and  intervening 
uterus  and  over  the  peritoneal  surfaces  in 
the  abdominal  cavity,  often  in  the  form  of 
fine  seeding  and  frequently  involving  the 
omentum.  This  picture  with  peritoneal 
spread  is  commonly  associated  with  ascites, 
while  intestinal  obstruction  is  a frequent 
complication.  This  type  of  metastasis 
may  also  involve  the  pleura  and  lungs  with 
hydrothorax,  and  cerebral  metastasis  is 
also  seen.  Even  benign  tumors  of  the 
ovary  are  frequently  bilateral,  and  for  this 
reason  close  examination  of  the  other 
ovary  is  necessary  at  the  time  of  lapa- 
rotomy. 

Diagnosis.  The  history  is  usually  of 
little  significance  in  differentiating  benign 
from  malignant  neoplasms,  although  it 
may  be  helpful  in  differentiating  the  other 
causes  of  ovarian  enlargement  as  outlined 
earlier.  The  silent  nature  of  the  early 
growth  of  these  tumors  is  well  known,  and 
when  symptoms  are  produced  they  are 
frequently  well  advanced.  It  is  probable 
that  about  one  third  of  malignant  tumors 
have  already  metastasized  when  they  are 
first  seen.  Since  15  to  20  per  cent  of 
ovarian  neoplasms  are  found  to  be  malig- 
nant, an  aggressive  policy  of  treatment  is 
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mandatory.  An  enlargement  of  the  ovary 
that  cannot  be  explained  on  the  basis  of 
inflammation  or  endometriosis,  is  not  of  a 
cyclic  nature,  or  is  found  in  a postmeno- 
pausal patient  warrants  laparotomy. 
Vague  lower  abdominal  discomfort  is 
perhaps  the  most  common  complaint,  but 
abdominal  enlargement  may  be  the  first 
thing  noted  by  the  patient.  A more  acute 
picture  may  be  produced  by  a complication 
such  as  torsion  or  hemorrhage,  while  mild 
gastrointestinal  symptoms  of  a vague  nature 
may  proceed  to  vomiting,  with  abdominal 
cramps  secondary  to  partial  or  complete 
intestinal  obstruction.  Bladder  symptoms 
are  surprisingly  uncommon,  even  with 
large  masses,  although  these  may  produce 
frequency  of  urination.  Cachexia  is  com- 
monly seen  with  large  growths,  even  though 
these  may  be  benign,  and,  of  course,  is 
frequent  with  widespread  and  terminal 
disease.  Menstruation  is  not  usually  al- 
tered, unless  the  tumor  is  functional. 

Small  ovarian  tumors  lying  in  the  pelvis 
can  be  diagnosed  only  by  vaginal  or  rectal 
examination  and,  as  they  enlarge  into 
the  abdomen,  are  usually  anterior.  In 
the  diagnosis  of  large  ovarian  lesions  in  the 
abdomen,  percussion  is  a valuable  means  of 
differentiating  between  the  fluid  in  an 
ovarian  cyst  or  a bladder  distended  from 
the  free  fluid  of  ascites.  The  passage  of 
a catheter  may  well  prevent  a wrong  diag- 
nosis, and  the  possibility  of  pregnancy 
should  be  carefully  excluded.  A positive 
Papanicolaou  smear  may  be  obtained  on 
occasion  from  the  vagina  or  uterine  cavity 
in  the  presence  of  an  ovarian  cancer.  As 
noted  in  the  discussion  on  fallopian  tube 
cancer,  such  a finding  in  the  absence  of  a 
uterine  cancer  may  warrant  laparotomy. 

The  detection  of  any  of  the  following 
features  should  raise  the  question  of  ovarian 
malignancy:  solid  tumor,  bilateral  tumor, 

a mass  over  5 cm.  in  diameter,  ascites, 
nodularity  in  the  cul  de  sac,  and  fixation. 

Treatment.  When  the  diagnosis  of 
ovarian  neoplasm  has  been  established,  or  it 
is  strongly  suspected,  the  patient  should 
have  a laparotomy.  The  obviously  benign 
lesion  of  the  ovary  can,  of  course,  be  treated 
conservatively,  especially  in  women  of 
child-bearing  age,  but  careful  examination 
of  the  other  ovary  is  important,  since  even 
benign  lesions  are  not  infrequently  bilateral. 
Careful  inspection  of  the  removed  tissue 


with  frozen-section  examination  of  solid 
lesions  and  the  thickened  areas  in  cyst 
walls  should  always  be  carried  out.  Ma- 
lignant tumors  are  treated  more  radically 
by  a total  hysterectomy  with  bilateral 
salpingo-oophorectomy,  with  high  transec- 
tion of  the  infundibulopelvic  ligaments. 
Many  investigators,  including  the  author, 
feel  that  an  omentectomy  is  a worth-while 
addition  to  this  procedure.  Bilateral 
salpingo-oophorectomy  without  hysterec- 
tomy in  the  treatment  of  this  disease  is  a 
procedure  to  be  condemned,  since  the 
lymphatics  from  the  ovary  run  under  the 
serosa  of  the  corpus  uteri,  necessitating 
removal  of  this  organ. 

Since  the  spread  of  ovarian  cancer  by 
seeding  throughout  the  peritoneal  cavity 
with  secondary  growths  on  the  peritoneal 
surfaces  is  common,  it  is  felt  by  some  that 
the  postoperative  installation  of  a radio- 
active isotope  into  the  peritoneal  cavity 
is  a worth-while  procedure.  Phosphorus- 
32  has  been  frequently  employed  in  this 
way,  and  few  or  no  complications  have  been 
noted  from  its  use  since  this  isotope  is 
primarily  a beta  emitter,  and  thus  there  is 
very  superficial  irradiation  of  the  tissues 
in  contact  with  the  agent.  Gold-198,  on 
the  other  hand,  is  primarily  a gamma 
emitter  and,  although  perhaps  equally  or 
more  effective  in  its  cancericidal  potential 
than  phosphorus-32,  it  has  produced  radia- 
tion damage  to  the  normal  structures 
that  has  resulted  in  death.77  Many  in- 
vestigators believe  that  postoperative  x-ray 
treatment  is  valuable,78-80  but  its  real  value 
has  been  questioned  by  Lynch81  and  recently 
by  Latour  and  Davis.82 

Advanced  ovarian  carcinoma.  It  is 
an  unfortunate  fact  that  many  patients 
with  ovarian  carcinoma  present  themselves 
to  the  physician  only  after  the  disease  is 
widespread.  The  course  in  these  patients 
is  often  rapidly  fatal.  This  does  not  mean, 
however,  that  such  problems  should  be 
regarded  as  hopeless.  In  some  cases  sur- 
prising palliation  and  even  long-term 
survival  can  be  obtained  with  judicious 
treatment.  The  means  employed  are  the 
usual  ones  of  operation  and  radiation,  but 
in  this  type  of  gynecologic  cancer,  chemo- 
therapy can  be  of  significant  palliative 
value  on  occasion.  Operation  is  indicated 
in  the  common  problems  of  intestinal  ob- 
struction or  disabling  ascites.  In  cases  of 
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obstruction  the  surgical  procedure  should 
be  the  simplest  that  can  be  devised  to  solve 
the  problem.  For  example,  a side-tracking 
anastomosis  should  be  done  rather  than  an 
extensive  resection.  Ascites  can  some- 
times be  controlled  by  an  omentectomy  or 
removal  of  bulky  masses  of  tumor,  but 
in  this  type  of  case  every  effort  should  be 
made  to  avoid  injury  to  the  intestine,  since 
fistula  is  a common  sequel.  Brunschwig83 
has  reported  on  the  palliation  sometimes 
obtained  with  radical  operation  in  ap- 
parently hopeless  recurrent  cases  and 
points  out  that  long  survival  has  been 
seen  when  most  or  all  of  the  gross  tumor 
has  been  removed.  This  possibility  can- 
not be  evaluated  without  laparotomy. 
Radiation  may  be  used,  often  in  small 
doses  spread  over  a relatively  long  period 
of  time,  and  the  instillation  of  radioactive 
isotopes  into  the  pleural  or  peritoneal 
cavities  may  be  helpful.  Chemotherapy 
has  been  recommended  either  systemically 
or  locally,  and  nitrogen  mustard,  tri- 
ethylene melamine  (TEM),  and  Thio- 
Tepa  have  been  the  drugs  usually  em- 
ployed. In  our  hands  cyclophosphamide 
(Cytoxan)  has  been  felt  to  be  most  useful. 
In  the  dose  employed  (100  to  150  mg.  per 
day)  complications  have  been  minimal, 
and  the  results  in  some  cases  have  been 
gratifying  indeed. 

Secondary  ovarian  carcinoma.  The 
ovaries  are  often  the  site  of  metastatic 
spread  of  neoplastic  disease  of  other 
organs,  notably  from  the  intestinal  tract 
and  breast.  These  secondary  lesions  are 
most  frequently  bilateral  and  solid  and  are 
often  asymptomatic.  Of  particular  in- 
terest is  the  Krukenberg  tumor,  originally 
described  under  the  name  of  fibrosarcoma 
ovarii  mucocellulare  carcinomatoides. 
This  is  a solid  colloid  adenocarcinoma 
with  characteristic  signet  ring  cells,  which 
may  appear  in  well-defined  acini  but  with 
diffuse  infiltration  of  the  stroma  also 
present.  This  tumor  is  secondary  to  a 
primary  lesion  in  the  gastrointestinal 
tract. 

Choriocarcinoma 

Chorioma  was  the  term  used  by  Ewing84 
to  describe  neoplasms  arising  from  the  cho- 
rionic epithelium  composed  of  Langhans 
cells  and  syncytium. 


Incidence.  Hydatidiform  mole  occurs 
once  in  about  1,500  pregnancies  and  in 
about  half  of  spontaneous  abortions.  In 
some  10  to  15  per  cent  of  these  cases  of 
hydatidiform  mole,  the  malignant  chorioma 
will  develop,  and  in  rare  cases,  choriocar- 
cinoma will  develop  following  a normal 
pregnancy.  From  the  Philippines,  Acosta- 
Sison85  has  reported  a much  higher  in- 
cidence of  chorioma  than  that  noted  in  the 
rest  of  the  world,  with  one  mole  in  126 
live  births  and  a subsequent  22  per  cent 
malignancy  rate  in  these  moles. 

Pathologic  features.  The  classifica- 
tion of  chorioma  has  been  subdivided  into 
simple  hydatidiform  mole,  chorioadenoma 
destruens,  syncytioma,  and  finally  chorio- 
carcinoma, in  order  of  increasing  malig- 
nancy. This  may  be  simplified  to  state 
that  an  abnormal  proliferation  of  the 
trophoblast  may  be  classified  as  chorioma 
and  its  malignant  form  as  choriocarcinoma. 

Diagnosis.  The  diagnosis  of  chorio- 
carcinoma, which  implies  a rapidly  grow- 
ing, metastasizing,  fatal  tumor,  is  often 
difficult,  and  perhaps  in  many  cases  im- 
possible, by  histologic  means.  As  Park 
and  Lees86  have  stated,  the  future  of  ab- 
normally proliferating  trophoblast  cannot 
be  predicted  by  microscopic  examination. 
In  normal  pregnancy  it  is  physiologic  for 
chorionic  cells  to  invade  the  myometrium. 
Rarely,  after  amniotic  fluid  embolism, 
villi  are  seen  elsewhere  in  the  body.  Con- 
sequently, the  overdiagnosis  of  such  pro- 
liferating trophoblast  has  given  rise  to 
much  confusion  in  the  diagnosis,  prognosis, 
and  treatment  of  choriocarcinoma.  Villi, 
however,  are  not  a part  of  the  microscopic 
picture  of  choriocarcinoma,  and  although 
they  are  seen  in  chorioadenoma  destruens, 
this  latter  lesion  does  not  metastasize.  It 
is  an  unfortunate  fact  that  the  diagnosis 
is  most  easily  established  from  a metastasis, 
which  means  that  the  disease  is  far  ad- 
vanced. The  pattern  of  spread  of  this 
tumor  resembles  that  of  carcinoma  of  the 
corpus,  with  a predilection  for  metastasis 
to  the  lungs  and  vagina.  A recent  report 
by  Scott87  discusses  the  interesting  hypothe- 
sis that  this  lesion  may  result  from  a lack  of 
maternal  antibody  response  to  the  fetal 
trophoblast. 

Most  moles  manifest  themselves  at  the 
latter  part  of  the  first  trimester  of  preg- 
nancy with  bleeding,  passage  of  villi,  fever, 


September  15,  1965  / New  York  State  Journal  of  Medicine  2337 


TABLE  IV.  Recommended  treatment  for  various  forms  of  gynecologic  carcinoma 


Location  and  Status  of  Tumor 


Treatment  Preferred 


Carcinoma  of  corpus 

Fundal,  superficial,  adenoacanthoma 
Myometrial,  endocervical,  or  parametrial  in- 
volvement 

Adenosquamous  carcinoma,  advanced  (Stage 
IV) 

Sarcoma  of  corpus 
Leiomyosarcoma 
Mixed  mesodermal  sarcoma 
Uterine  tube 

Ovary 

(?)  Carcinoma,  intact  capsule,  unilateral 


Carcinoma,  confined  to  ovary 

Perforation  of  capsule 

Peritoneal  seeding,  nodal  involvement 
Chorioma 

Hydatidiform  mole,  under  forty  years 
Hydatidiform  mole,  over  forty  years  with 
family 

Choriocarcinoma,  before  childbearing 
Choriocarcinoma,  after  childbearing 
Metastatic 


Radiation  followed  by  hysterectomy 
Radical  surgery 

Treat  as  carcinoma  of  cervix  of  similar  extent 


Surgery 

Radical  surgery,  possible  exenteration 

Hysterectomy,  bilateral  salpingo-oophorec- 
tomy,  (?)  postoperative  radiation 

Before  childbearing,  (?)  conservative 

After  childbearing,  hysterectomy,  bilateral  sal- 
pingo-oophorectomy 

Hysterectomy,  bilateral  salpingo-oophrectomy, 
omentectomy 

Hysterectomy,  bilateral  salpingo-oophrectomy, 
omentectomy,  postoperative  radiation 

Bilateral  salpingo-oophorectomy,  radiation 

Dilatation  and  curettage,  (?)  chemotherapy 

Hysterectomy 

C hemo  therapy 

Hysterectomy,  if  localized,  and  chemotherapy 

Chemotherapy 


toxemia,  and  absence  of  quickening.  The 
uterus  may  be  of  a doughy  consistency  and 
larger  or  smaller  than  expected  for  the 
stage  of  pregnancy  in  about  two  thirds  of 
cases. 

In  normal  pregnancy,  the  titer  of  gonado- 
tropins will  rise  for  the  first  month  and 
then  be  on  a plateau  for  about  three  weeks, 
following  which  it  drops  rather  rapidly. 
In  a patient  with  hydatidiform  mole,  how- 
ever, the  rise  parallels  that  of  the  normal 
pregnancy  initially,  but  instead  of  falling 
after  the  eighth  week  it  continues  upward. 

Treatment.  After  the  passage  of  a 
hydatidiform  mole  or  diagnosis  of  a mole, 
a dilatation  and  curettage  should  be  carried 
out  and  the  uterus  completely  emptied. 
This  is  followed  with  repeated  assays  of 
chorionic  gonadotropins  at  monthly  inter- 
vals for  one  year,  during  which  time  the 
patient  should  be  cautioned  against  a 
subsequent  pregnancy,  since  such  an  event 
can  give  rise  to  considerable  confusion. 

The  use  of  antifolic  drugs,  such  as 
methotrexate,  has  been  increasing  in  recent 
years,  and  in  some  of  these  patients  sub- 
sequent pregnancy  has  resulted.88-90  In 
patients  over  forty,  a mole  presents  a 
different  problem,  since  the  incidence  of 


subsequent  cancer  is  higher,  and  in  patients 
of  this  age  group  the  preservation  of  the 
child-bearing  function  is  usually  not  so 
important.  Consequently,  in  these  older 
women,  a hysterectomy,  and  the  patient  is 
followed  with  chorionic  gonadotropin  assays 
for  a twelve-month  period  is  the  generally 
accepted  treatment. 

After  the  passage  or  removal  of  a hy- 
datidiform mole,  a positive  reaction  for 
gonadotropic  hormones  should  disappear 
in  two  or  three  months.  If  it  persists 
beyond  this  time,  molar  tissue  is  still 
present  or  a choriocarcinoma  has  ensued. 
After  a normal  pregnancy,  a rising  titer 
accompanied  by  irregular  bleeding,  with 
subinvolution  of  the  uterus  occurring 
later  than  three  months  after  delivery 
should  raise  the  question  of  choriocar- 
cinoma. It  has  been  felt  that  in  such  cases 
a hysterectomy  should  be  carried  out 
without  further  delay.  The  statement 
has  been  made  that  even  in  the  presence 
of  metastasis,  a hysterectomy  will  on  oc- 
casion be  followed  by  regression  of  the 
secondary  deposits.  It  is  very  question- 
able, however,  whether  this  might  not  well 
have  occurred  without  the  operation.  It 
is  indeed  a moot  point  whether  or  not  a 
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true  case  of  choriocarcinoma  has  ever  been 
cured  by  operation  or  x-ray  treatment. 
Today,  the  treatment  for  this  problem  is 
shifting  from  a surgical  attack  on  local 
disease  to  chemotherapy.  Hertz  and 
Li88-90  an(j  Hreshchyshyn,  Graham,  and 
Holland91  have  reported  long-term  survival 
with  the  use  of  methotrexate  in  large 
doses. 

Summary 

A review  (Parts  I and  II)  is  presented 
of  the  current  trends  in  the  diagnosis  and 
treatment  of  the  commoner  forms  of 
cancer  of  the  gynecologic  system.  The 
various  forms  of  cancer  are  discussed  under 
their  anatomic  sites  of  origin.  The  recom- 
mended types  of  treatment  are  summarized 
in  tabular  form  (Tables  II  and  IV). 
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X he  child  and  his  state  of  health  are  in- 
divisible. This  state  includes  physical, 
mental,  emotional,  and  social  well-being. 
Physical  health  and  emotional  health  are 
interwoven  and  cannot  be  separated  into 
isolated  component  parts.  Thus,  it  is 
incongruous  that  mental  health  services 
have  not  been  incorporated  sufficiently  in 
the  regular  school  health  service  programs. 1 

The  emotional  development,  behavior, 
and  adjustment  of  the  child  to  school  are 
matters  of  increasing  concern  and  should  be 
of  interest  to  the  regular  health  services  for 
the  school-age  child.  The  maintenance  of 
mental  health  requires  a multidisciplinary 
approach,  including  the  family  physician, 
psychologist,  psychiatrist,  nurse,  guidance 
counselor,  and  social  worker.  The  focus 
must  be  on  prevention.  These  professional 
workers,  when  properly  oriented  and  or- 
ganized, can  do  a good  preventive  mental 
hygiene  job  if  they  know  the  child  and 
his  parents  and  can  observe  the  parent-child 
relationships  (Fig.  1). 

Members  of  school  health  teams  have  to 
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FIGURE  1.  School  health  service  team. 


acquire  more  knowledge  and  experience  to 
aid  them  in  interviewing  technics  and  in 
managing  behavior  problems  commonly 
encountered  in  the  school-age  group.  Par- 
ents and  children  can  be  helped  with  every- 
day mental  health  problems  by  means  of 
guidance,  counseling,  advice,  and  reassur- 
ance. Physicians  must  learn  to  recognize 
their  limitations  and  to  recognize  early  and 
refer  children  with  deep  emotional  problems 
for  psychiatric  evaluation  and  appropriate 
therapy.  Inservice  training  on  a con- 
tinuing basis  for  school  teams  is  needed  in 
the  areas  of  child  growth,  development  of 
personality  from  infancy  through  adoles- 
cence, pertinent  psychologic  needs  at  each 
age  period,  and  the  kinds  of  problems  that 
arise  when  such  needs  are  unmet.  It 
should  provide  a wider  understanding  of 
the  whys  and  wherefores  of  child  behavior. 

The  problem  and  its  recognition 

It  is  estimated  that  about  10  per  cent  of 
all  children  of  school  age  are  in  need  of 
mental  health  guidance.  Early  identifica- 
tion of  these  children  is  essential.  Many 
could  be  identified  at  the  health  appraisal  on 
admission  or  prior  to  admission  to  school. 
A breakdown  of  primary  causes  for  re- 
ferral to  the  Bureau  of  Child  Guidance  from 
April  to  June,  1964,  is  given  in  Table  I. 
The  preponderance  of  referrals  were  be- 
cause of  poor  progress  in  school  and  be- 
havior difficulties. 

The  family  physician,  because  of  his  in- 
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TABLE  I.  Causes  for  referral  of  children  to  Bureau  of  Child  Guidance,  April  to  June,  1954 


Diagnosis 

Number 
of  Cases 

Percentage 
of  Cases 

Passive-aggressive  personality  (personality  disorder) 

99 

16.7 

Adjustment  reaction  of  childhood 

84 

14.1 

Schizoid  personality  (personality  pattern  disturbance) 

62 

10.4 

Mental  deficiency 

47 

7.9 

Developmental  aphasia  (cortical  disorder  of  association) 

42 

7.1 

Chronic  brain  syndrome  of  unknown  cause 

42 

7.1 

Psychotic  disorder,  nonspecific  (schizophrenic  reaction,  childhood  type) 

32 

5.4 

Personality  disorder  (personality  pattern,  personality  trait  disturbance) 

30 

5.1 

Anxiety  reaction  (psychoneurotic  disorder) 

26 

4.4 

Adjustment  reaction  of  adolescence 

21 

3.5 

Adjustment  reaction  of  childhood  (conduct  disturbance) 

17 

2.9 

Depressive  reaction  (psychoneurotic  disorder) 

14 

2.4 

Inadequate  personality  (personality  pattern  disturbance) 

14 

2.4 

Emotionally  unstable  personality  (personality  pattern  disturbance) 

10 

1.7 

Phobic  reaction 

9 

1.5 

Paranoid  personality 

8 

1.3 

All  other* 

37 

6.1 

Totals 

594 

100.0 

* Includes  diagnoses  representing  1 per  cent  or  less  of  children  referred. 


timate  knowledge  of  the  child  and  the 
child’s  family  background,  growth,  and 
development  and  because  of  his  visits  into 
the  home  has  a rare  opportunity  to  ob- 
serve the  quality  of  parent-child  relation- 
ship. The  alert  physician  can  recognize 
such  situations  as  the  mother  who  over- 
protects, domineers,  or  rejects  and  the 
child  who  is  overaggressive  or  withdrawn. 
He  must  become  mental  health  minded  and 
learn  how  to  observe  and  identify  adverse 
behavior  attitudes  in  either  parent  or  child. 

Emotional  well-being  and  emotional 
health  guidance  of  the  school-age  child 
actually  begins  in  infancy.  During  well- 
child  supervision  the  physician  should  pro- 
vide needed  anticipatory  guidance  on  prob- 
lems relating  to  growth  and  development 
and  child  rearing.  During  the  preschool 
period,  many  emotional  disturbances  may 
be  observed  and  advice  and  reassurance 
provided  to  parents.  This  will  often  help 
to  establish  good  parent-child  relationships 
and  prevent  serious  emotional  problems  in 
later  life.  Prior  to  entrance  to  school,  a 
complete  health  examination  should  in- 
clude an  assessment  of  the  child’s  readiness 
for  school.  The  parents  may  be  given 
anticipatory  guidance  about  the  avoidance 
of  school  phobias  and  their  proper  manage- 
ment if  they  occur.  The  physician  must 
also  be  aware  of  the  possible  psychologic 
effects  of  an  organic  illness,  such  as  a vision 
or  hearing  impairment,  heart  disorder, 
diabetes,  allergy,  parasitism,  and  so  on, 


on  the  child  and  also  of  the  adverse  effects 
of  a hospital  stay.  He  should  observe  the 
attitudes  and  behavior  of  parents  and 
parent-child  relationships  during  office 
visits  for  whatever  purpose. 

Difficulties  in  elementary  school 

The  most  common  emotional  disorders 
in  the  elementary  school  period  relate  to 
learning  difficulties.  The  causes  of  these 
difficulties  are  numerous.  Mental  retarda- 
tion, hearing  loss,  impaired  vision,  chronic 
physical  illness,  malnutrition,  psychologic 
immaturity,  school  or  parental  overde- 
mands, or  a change  in  personality  may  be 
primary  or  contributory  causes.  Reading 
disability  is  the  most  frequent  source  of 
learning  difficulties  and  is  also  the  prime 
socioemotional  problem  observed  in  the 
school-age  child.  It  includes  cultural, 
emotional,  psychologic,  and  perceptual  com- 
ponents. Some  believe  that  a reading 
disability  is  a form  of  rebellion  against 
adults  and  authority.  Some  children  de- 
velop an  emotional  block  and  are  unable  to 
learn  how  to  read.  A child  with  a reading 
disability  develops  a feeling  of  inadequacy 
and  insecurity,  which  may  lead  even  to 
delinquency. 

Whatever  the  cause — whether  it  be 
physiologic,  pathologic,  cultural,  or  social — 
reading  therapy  and  sympathetic  attention 
to  the  child’s  difficulty  are  beneficial.  When 
the  reading  block  is  broken,  emotional  prob- 
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lems  often  subside;  if  not,  the  symptoms 
become  aggravated.  Treatment  must  be 
highly  individualized. 

Phobias 

School  phobias  are  very  common.  They 
are  unrecognized  and  when  recognized, 
often  are  not  treated  properly.  Phobias 
range  from  mild  to  severe  and  can  be  very 
incapacitating.  Treatment  should  be  di- 
rected not  only  to  the  acute  episode;  con- 
tinued help  is  needed  to  aid  such  a child  to 
adjust  to  school  life.  The  cooperation  of 
parents  and  school  authorities  is  essential.2 

A phobia  is  an  exaggerated  and  unrealis- 
tic fear  of  the  environment.  Actually,  it 
may  be  a problem  of  leaving  home  and  not 
a fear  of  school.  A school  phobia  is  a 
symptom  complex,  not  a disease.  Insist- 
ence on  returning  to  school  in  some  cases 
is  of  considerable  therapeutic  value. 
Prompt  intervention  is  necessary  and 
these  cases  should  be  considered  as  emer- 
gencies. Such  children  need  immediate 
help,  necessary  guidance,  and  motivation 
to  return  to  school  promptly.  Correct 
managment  of  phobias  in  the  early  stages 
is  the  most  effective  treatment  and  pre- 
vents more  serious  problems  later.  School 
phobias  occur  most  frequently  in  those 
upper  middle-class  families  in  which  the 
mother  is  compulsive  and  domineering. 

Some  children  also  may  demonstrate 
their  fear  by  exhibiting  somatic  symptoms 
such  as  nausea,  vomiting,  and  headache. 
These  symptoms  usually  subside  once  the 
child  is  in  the  classroom.  Firmness  and 
reassurance  are  necessary.  Family  physi- 
cians and  school  physicians  can  determine 
underlying  causes  such  as  overprotection, 
a domineering  mother,  overindulgence,  re- 
jection, fear  of  separation  from  mother,  and 
anxiety  or  tension.  It  must  be  remem- 
bered that  fear  of  going  to  school  is  merely 
incidental;  the  basic  anxiety  is  a separation 
anxiety. 

The  mother  must  be  helped  to  be  firm 
with  the  child  about  school  attendance. 
The  upholding  of  the  school  staff  by 
parent,  physician,  or  friend  may  be  helpful. 3 
The  best  treatment  is,  of  course,  prevention, 
and  one  important  preventive  measure  is 
the  creation  of  a home  environment  that  is 
not  conducive  to  the  onset  of  emotional 
disturbances. 


Childhood  schizophrenia 

Childhood  schizophrenia  is  a crippling 
mental  disease  of  unknown  origin  and  is 
often  confused  with  mental  retardation  or 
brain  injury.  A schizophrenic  child  is 
normal  at  birth.  His  growth  and  develop- 
ment also  are  normal  at  first,  but  regression 
usually  occurs  at  two,  three,  and  four  years. 
When  the  condition  is  diagnosed  early,  such 
children  may  respond  to  appropriate  ther- 
apy. The  schizophrenic  child  is  with- 
drawn, removed  from  reality,  and  lives  in  a 
world  of  his  own,  unable  to  make  contact 
with  his  environment.  He  may  be  pre- 
occupied with  repetitive  play  patterns, 
spontaneous  whirling,  and  purposeless 
movements. 

It  is  well  to  tell  parents  that  the  exact 
cause  of  this  condition  is  still  unknown  and 
that  they  must  not  blame  it  on  themselves. 
The  family  physician  must  become  in- 
creasingly more  aware  of  these  problems, 
so  he  can  identify  them  as  early  as  possible 
and  make  an  appropriate  referral  for  psy- 
chiatric care. 

Mental  retardation 

Mental  retardation  occurs  in  about  3 
per  cent  of  the  population.  Early  detec- 
tion is  important.  Pediatricians  and  gen- 
eral practitioners,  that  is,  family  physi- 
cians, are  in  a most  strategic  spot  in  the 
early  detection  of  such  disorders.  They 
must  be  alert,  make  an  accurate  diagnosis, 
and  have  a sympathetic  and  an  under- 
standing attitude.  An  evaluation  of  men- 
tal retardation  requires  a team  approach, 
and  a correct  diagnosis  is  very  important. 
Mental  retardation  must  be  delineated 
from  other  syndromes  with  which  it  is  often 
confused,  such  as  schizophrenia  and  pseu- 
domental retardation  due  to  emotional  or 
social  deprivation.  Influencing  factors 
are  often  difficult  to  differentiate  from 
emotional  ones.  Often  such  factors  may 
lead  to  school  retardation,  hostility,  and 
personality  and  family  disorganization. 

Adolescent  period 

The  problems  of  adolescence  are  related 
to  the  stage  of  development.  An  oppor- 
tunity should  be  provided  for  privacy  dur- 
ing examinations  and  counseling.  Adoles- 
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cents  should  be  counseled  and  examined 
without  a parent  being  present.  They 
wish  to  have  privacy  when  discussing  prob- 
lems with  a physician.  Male  adolescents 
may  prefer  being  seen  by  a male  physician. 
Adolescents  need  assurance  about  dispro- 
portionate body  growth,  skin  conditions, 
and  other  health  problems.  Too  much 
hair  is  common  and  troublesome  to  girls, 
and  questions  about  sex  and  menstruation 
also  trouble  them.  All  adolescents  must 
be  treated  with  respect  and  dignity  as  hu- 
man beings  and  with  understanding.  Ado- 
lescents are  normal  in  the  main  and  not 
delinquent  or  psychotic.  Some  emotional 
problems  are  of  an  hysterical  type  and  are 
expressed  through  somatic  symptoms. 
Most  adolescents  will  become  normal 
adults.  Adolescence  is  a critical  period, 
with  many  problems  that  are  seemingly 
more  complex  than  those  during  earlier 
periods. 

Adolescents  must  be  reassured  about 
their  individual  rate  of  growth  and  develop- 
ment. Female  adolescents  should  be  edu- 
cated by  some  member  of  the  family  about 
sex,  the  risks  of  pregnancy,  and  so  on,  as  a 
responsible  aspect  of  living  and  relating. 
Adolescents  often  need  someone  outside  the 
family  who  treats  them  with  sympathy, 
dignity,  and  understanding  and  to  whom 
they  may  go  for  advice  and  reassurance. 

Addiction  to  drugs,  glue-sniffing,  and 
attempts  at  suicide  are  also  seen  in  this 
age  group.  Children  with  these  problems 
should  be  identified  early  and  referred  for 
appropriate  management  by  mental  health 
specialists. 

Handicapped  children 

Children  with  handicaps  also  present 
many  emotional  problems.  Both  the  chil- 
dren themselves  and  their  siblings  and  par- 
ents require  mental  health  guidance  and 
counseling. 

Delinquency 

Delinquency  often  begins  when  a child  is 
in  the  elementary  school  but  is  manifested 
to  a greater  extent  during  adolescence.  In 
1957  in  New  York  City,  1,283  boys  and  155 
girls  under  twelve  years  of  age  were  charged 
with  delinquency  in  childrens’  courts. 
The  charges  were  upheld  in  63.4  per  cent 


of  cases.  In  1958,  470,000  delinquency 
cases  were  handled  by  juvenile  courts  in 
the  United  States,  exclusive  of  230,000 
traffic  cases,  an  increase  for  ten  consecutive 
years  over  preceding  years.  Increase  in 
delinquency  exceeds  the  increase  in  the 
child  population.  It  is  not  limited  to 
large  cities;  as  a matter  of  fact,  the  pro- 
portionate increase  is  greater  in  rural  areas: 
11  against  6 per  cent  in  urban  areas. 
Delinquency  is  four  times  greater  in  boys 
than  in  girls.  Among  children  in  the  age 
group  ten  to  seventeen,  1.7  per  cent  were 
involved  in  delinquent  acts,  exclusive  of 
traffic  offenses. 

In  a study  at  the  University  of  Washing- 
ton School  of  Medicine  based  on  inter- 
views with  102  parents  of  delinquent  chil- 
dren, it  was  found  that  offenders  ranged  in 
age  from  nine  to  seventeen  years,  with  an 
average  age  of  fourteen  years.  There  were 
80  boys  and  22  girls  among  the  offenders, 
and  96  were  white.  In  72  per  cent  of  the 
children  the  problems  could  have  been 
diagnosed  during  the  first  six  years  of  life. 
Only  43  per  cent  of  those  exhibiting  emo- 
tional maladjustment  had  professional  con- 
sultation. The  parents  of  only  53  felt 
that  their  physicians  had  been  sufficiently 
interested  in  the  problems  of  children. 
In  the  group,  17  children  were  either  in 
special  remedial  schools  or  lagging  more 
than  a year  behind  their  age  group  in  school. 
Parents  of  children  with  specific  organic 
complaints  sought  medical  care  and  were 
satisfied  with  it.  In  New  York  City,  in 
the  “600”  schools,  that  is,  schools  for  de- 
linquent children,  80  per  cent  of  the 
children  have  reading  difficulties. 

Factors  contributing  to  delinquency  are 
the  mother’s  absence  from  home,  a domi- 
nant mother,  minimization  of  problems 
by  parents,  and  parental  rejection.  The 
most  glaring  deficiency  in  the  parent-child- 
physician  relationship  was  the  lack  of  time 
devoted  by  the  physician  to  discussion  of 
specific  problems  with  the  parents. 

The  prevention  of  delinquency  includes 
parental  guidance,  good  recreational  ac- 
tivities, good  community  climate,  good 
schools,  good  health  services,  spiritual  op- 
portunities, and  social  services.  Identi- 
fication of  the  predelinquent  is  very  impor- 
tant. Intensive  research  into  the  causes  of 
delinquency  and  emotional  problems  is 
sorely  needed. 
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Expansion  of  mental  health  services 

Preventive,  diagnostic,  and  therapeutic 
mental  health  services,  particularly  for  the 
adolescent  in  junior  and  senior  high  school, 
must  be  greatly  expanded.  As  a matter 
of  fact,  mental  health  consultation  clinics, 
with  active  parent  participation,  should  be 
made  available  to  all  children  of  school  age. 
At  present,  there  is  a dearth  of  such  serv- 
ices. Serious  problems  in  later  adult  life 
may  be  averted  if  solutions  are  found  for 
mental  and  emotional  problems  at  their 
onset.  Establishment  of  general  health 
maintenance  services  that  are  compre- 
hensive in  scope  on  an  expanded  basis  also 
should  prove  helpful. 

There  is  great  need  to  develop  simple 
screening  technics  that  will  make  it  pos- 
sible to  detect  predelinquent  children, 
those  in  need  of  special  guidance  and  coun- 
seling, and  to  bring  them  immediately 
under  needed  care.  Juvenile  delinquency 
thus  may  be  substantially  reduced. 

Considerable  health  guidance  and  coun- 
seling on  an  individual  basis  can  and  should 
be  provided  at  medical  examinations, 
physician-parent  and  nurse-parent  con- 
ferences, and  home  visits.  In  addition  to 
individual  counseling,  group  counseling  of 
students  at  the  high-school  level  by  physi- 
cians, nurses,  psychologists,  and  psy- 
chiatrists may  be  of  great  value.  Parent 
discussion  groups  under  able  leadership 
also  can  be  utilized.  The  group  technic, 
although  not  time-saving  or  a substitute  for 
individual  counseling,  is  nevertheless  a 
productive  device.  It  offers  parents  an  op- 
portunity for  interstimulation.  They  learn 
from  one  another  and  gain  confidence  and 
reassurance  in  solving  problems  relating 
to  child  growth  and  development  and 
parent-child  relationships. 

Help  for  children  with  emotional  and 
psychosocial  problems  is  just  as  pressing 
and  important  as  for  those  with  physical 
disabilities.  This  help  may  come  from  the 
school  health  services,  including  the  teach- 
ing staff,  which  must  pay  more  attention  to 
the  mental  and  emotional  health  of  pupils, 
and  from  the  community  mental  health 
services,  both  voluntary  and  municipal. 
There  is  a need  to  provide  more  adequate 


services  for  emotionally  disturbed  and 
mentally  handicapped  children.  A greater 
concentration  of  mental  health  services, 
both  diagnostic  and  therapeutic,  is  needed, 
particularly  in  areas  with  high  delinquency 
rates  and  environmental  stress.  Thus, 
maintenance  of  mental  health  is  a definite 
responsibility  of  the  school  health  services 
and  should  be  made  an  integral  part  of 
these  services  for  the  school-age  child. 

Recommendations 

For  diagnosing  causes  of  learning  dis- 
abilities in  school-age  children,  it  is  recom- 
mended that  school  physicians  do  the  fol- 
lowing: 

1.  Acquire  greater  awareness  of  the 
existence  of  emotional  problems  and  the 
importance  of  mental  health  in  growth  and 
development. 

2.  Become  aware  of  the  psychologic 
damage  that  may  be  associated  with  a 
physical  ailment,  handicapping  condition, 
chronic  illness,  or  cultural  and  social  dep- 
rivation. 

3.  Think  in  terms  of  total  health  and 
not  merely  of  physical  health. 

4.  Make  a complete  health  appraisal. 

5.  Become  good  listeners  and  astute 
observers  of  attitudes. 

6.  Improve  interviewing  technics. 

7.  Have  a sympathetic  attitude  and  an 
understanding  for  children  and  their  par- 
ents. 

8.  Think  of  the  whole  child  and  his 
family  and  provide  comprehensive  family- 
centered  services  rather  than  merely  treat 
the  disease  condition  and  lose  the  child  in 
the  shuffle  of  diagnostic  entities. 

125  Worth  Street,  New  York  10013 
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The  Newborn  Hip  Guide 

Technic  of  Localizing 
Head  of  Newborn  Femur 
on  Roentgenograms* 
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During  the  course  of  investigation  of 
the  pathogenesis  of  congenital  dislocation 
of  the  hip  in  which  newborn  fetal  speci- 
mens were  studied,  the  problem  of  localiz- 
ing the  cartilaginous  head  of  the  femur 
on  x-ray  films  of  the  pelvis  using  standard 
technics  presented  itself.  Another  method, 
to  be  described,  has  helped  the  author 
interpret  the  x-ray  film  findings. 

History 

The  importance  of  an  x-ray  film  in  the 
early  diagnosis  of  congenital  dislocation  of 
the  hip  has  been  well  established.1-3 
Hilgenreiner4  described  the  criteria  for  the 
diagnosis  which  are  still  used  at  the  present 
time5  (Fig.  1).  Hoffa’s6  “Schenkelhals- 
spitze”  the  medial  protruding  margin  of 
the  femoral  neck  which  normally  lies  at 
the  inferior  margin  of  the  acetabulum,  is 
used  as  a guide  by  some  investigators. 
Martin’s7  lines  are  drawn  vertically  from  the 
lateral  osseous  superior  border  of  the 

* This  investigation  was  supported  by  a research  grant 
from  the  Division  of  Research  Grants,  U.S.  Public  Health 
Service,  HD  00424. 


a study  of  1,500  stillborn  and  infant  deaths 
anatomicllay,  of  which  half  were  examined 
radiographically  and  one  third  with  arthro- 
grams,  showed  that  the  Newborn  Hip  Guide 
is  clinically  accurate  in  localization  of  the 
head  of  the  femur  and  is  a valuable  aid  in 
diagnosis  of  congenital  dislocation  of  the 
hip.  A plastic  overlay  is  applied  to  the  x-ray 
film  using  the  proximal  epiphysial  line  alone 
to  identify  the  position  of  the  femoral  head. 
The  method  also  was  found  to  be  accurate  in 
97  consecutive  newborn  nursery  x-ray  films. 


acetabulum  are  used  to  measure  the  lateral 
position  of  the  femur.  Menard’s8  or  Shen- 
ton’s  sign,  a line  drawn  along  the  inferior 
contour  of  the  pubic  bone,  curves  unin- 
terrupted along  the  medial  border  of  the 
neck  of  the  femur  in  a normal  x-ray  film. 

A large  gap  remains,  however,  between 
these  diagnostic  aids  as  well  as  others1-9-11 
and  the  definite  localization  of  the  femoral 
head  by  arthrography.12 

Material  and  methods 

During  the  course  of  investigation  1,450 
stillborn  fetuses  were  examined  clinically; 
42  full-term  fetuses  were  examined  radio- 
graphically including  arthrography  for  this 
study. 

One  femur  was  selected  as  standard  ac- 
cording to  Shands,  which  had  an  angle  of 
anteversion  of  38  degrees  and  an  angle  of 
inclination  of  145  degrees  (Fig.  2). 

X-ray  films  of  this  femur  were  then  taken 
at  different  degrees  of  rotation,  ranging 
from  neutral  to  60  degrees  internal  rotation 


FIGURE  1.  Hilgenreiner’s  lines  indicating  con- 
genital dislocation  of  right  hip. 
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FIGURE  2.  (A)  Pins  inserted  through  head  of 
femur  and  transcondylar  plane  demonstrating 
angle  of  anteversion  of  38  degrees.  (B)  Angle  of 
inclination  of  neck,  145  degrees. 

and  90  degrees  external  rotation  (Fig.  3). 
The  position  was  not  altered  in  flexion  or 
extension. 

With  the  exception  of  rotation  of  25 
degrees  internal  and  external,  the  x-ray 
films  were  photographically  reproduced  on 
Cronar  to  produce  a transparent  template 
(Newborn  Hip  Guide,  Fig.  4). 

When  the  Newborn  Hip  Guide  was  ap- 
plied to  a roentgenogram  of  the  pelvis 
according  to  the  configuration  of  the  upper 
border  of  the  femur  alone,  the  position  of 
the  cartilaginous  head  of  the  femur  could 
be  identified  (Fig.  5A).  This  was  cor- 


roborated by  use  of  the  arthrogram  (Fig. 
5B)  and  also  by  experimentally  dislocating 
the  fetal  hips  and  marking  the  heads  with 
opaque  wire  (Fig.  5C). 

X-ray  films  of  the  standard  femur  were 
also  taken  in  the  different  degrees  of  rota- 
tion varying  the  flexion  at  increments  of 
15  degrees  up  to  and  including  60  degrees 
(Fig.  6). 

The  Newborn  Hip  Guide  was  applied 
to  97  consecutive  newborn  nursery  x- 
ray  films  taken  for  diagnosis  of  congenital 
dislocation  of  the  hip  and  was  found  to  be 
clinically  accurate  in  localization  of  the 
head  of  the  femur  when  the  proximal 
epiphysial  line  alone  was  used  for  super- 
imposition up  to  six  weeks  of  age. 

Comment 

The  angle  of  anteversion  is  measured  by 
drawing  a line  through  the  center  of  the 
head  and  neck  of  the  femur  where  it 
crosses  a line  drawn  through  the  coronal 
plane  of  the  shaft  of  the  femur,  usually  in 
the  transcondylar  area.  Expressed  in  an- 
other way,  the  angle  of  anteversion  meas- 
ures the  degree  that  the  femoral  head  and 
neck  lie  anterior  to  the  shaft  of  the  femur. 
In  the  newborn,  as  well  as  in  adults,  there 
is  normally  a certain  amount  of  anteversion 
present. 

Dunlap  et  a/.13  and  Shands  and  Steele14 
described  the  angle  of  anteversion  in  new- 
borns as  ranging  from  28  to  53  degrees  and 
the  angle  of  inclination  from  145  to  150 
degrees.  These  findings  were  confirmed 
by  Ryder  and  Crane.15 

The  angle  of  inclination  is  more  easily 
measured:  a line  drawn  through  the 

center  of  the  femoral  head  and  neck  where 
it  crosses  a line  drawn  through  the  sagittal 
plane  of  the  femoral  shaft. 

As  is  well  known,  the  cartilaginous  head 
appears  on  an  x-ray  film  taken  of  the  femur 
isolated  from  the  body,  because  it  is  con- 
trasted against  air  and  not  the  surrounding 
acetabular  cartilage  or  soft  tissues.  There- 
fore, the  cartilaginous  head  of  the  new- 
born femur  was  easily  visualized  in  dif- 
ferent positions,  so  that  the  outline  could 
be  reproduced  on  a transparent  template. 
Both  internal  and  external  rotation  of  25 
degrees  were  not  reproduced  on  the  tem- 
plate because  differences  could  not  be 
adequately  distinguished. 


I 
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FIGURE  3.  Roentgenograms  taken  of  the  newborn  fetal  femur  in  different  degrees  of  rotation. 


FIGURE  4.  Transparent  Newborn  Hip  Guide. 


It  is  obvious  from  the  literature,  that 
the  x-ray  film  signs  mentioned  in  the  early 
part  of  this  report  are  not  totally  re- 
liable.16-18 It  is  very  difficult  to  maintain 
a newborn  pelvis  for  x-ray  filming  in  the 
neutral  position  without  rotation  or  tilting, 
with  the  anterior  superior  iliac  spines 
parallel  to  the  x-ray  film  table  and  the 
pelvis  resting  on  both  posterior  superior 
iliac  spines  and  the  lower  sacral  segments. 
As  a result,  any  line  drawn  through  or  on 
the  periphery  of  the  acetabulum  with  or 


FIGURE  5.  (A)  Overlay  applied  to  a plain  film  of  pelvis  with  both  hips.  (B)  Overlay  reapplied  to  arthrogram 
of  hip  in  (A).  (C)  Hip  was  dislocated  anteriorly  and  interiorly  after  it  was  marked  with  opaque  wire. 

Template  was  then  applied. 
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FLEXION 

15°  30°  45°  60° 


FIGURE  6.  Roentgenograms  of  standard  femur  taken  in  different  degrees  of  flexion  at  increments  of  15 
degrees,  in  reference  to  rotation  reproduced  on  template. 


without  relation  to  the  osseous  portion  of 
the  femoral  shaft  alone  will  be  unreliable, 
because  it  does  not  consider  the  position  of 


the  nonvisualized  cartilaginous  femoral 
head. 

The  Newborn  Hip  Guide  is  unreliable  if 
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the  hip  is  flexed  past  45  degrees  when  the 
x-ray  film  is  taken  but  is  easily  determined 
because  the  Newborn  Hip  Guide  is  not 
superim  posable.  Moreover,  the  wide 

range  of  anteversion  and  inclination  con- 
tribute to  the  margin  of  error. 

The  only  portion  of  the  Newborn  Hip 
Guide  to  be  used  for  superimposition  is 
the  upper  margin  of  the  osseous  portion  of 
the  neck  of  the  femur.  This  should  be 
used  in  conjunction  with  Hilgenreiner’s4 
lines  (Fig.  1). 

In  relation  to  the  size  of  the  femur,  the 
position  of  the  head  of  the  femur  can 
readily  be  established  since  the  proportions 
are  either  smaller  or  larger  models  of  the 
standard  and  can  easily  be  extrapolated. 

Despite  these  handicaps  the  author  has 
found  the  Newborn  Hip  Guide  a help  in 
the  investigation  and  aid  in  the  early 
diagnosis  of  congenital  dislocation  of  the 
hip,  and  it  helps  solve  the  enigma  of  the 
“invisible  hip”  on  the  x-ray  film  of  the 
newborn. 

Clinical  examination  as  well  as  x-ray 
films  are  important  in  making  the  proper 
diagnosis.19-21 

To  date  1,500  stillborn  and  infant  deaths 
have  been  examined  anatomically.  Half 
of  these  have  been  examined  radiographi- 
cally and  one  third  with  arthrograms. 

At  birth  the  hip  is  either  normal  or 
abnormal,  and  therefore  predislocation 
does  not  exist.  The  most  important  sign 
in  the  early  diagnosis  is  the  Ortolani 
“telescoping”  click;  there  are  two  clicks — 
a click  of  entrance  and  a click  of  exit  or 
vice  versa.  The  clicks  are  obtained  by 
flexion  of  the  adducted  hips  and  knees, 
pushing  posteriorly  and  then  abduction 
of  the  hips  with  external  rotation.  X-ray 
films  attempt  to  confirm  the  diagnosis  or 
rule  out  other  osseous  pathologic  condi- 
tions. 

The  Newborn  Hip  Guide  outlines  and 
locates  the  invisible  cartilaginous  femoral 
head  on  x-ray  films  up  to  four  weeks  of  age, 
independent  of  pelvic  rotation  at  the  time 
of  x-ray  filming,  which  can’t  be  controlled. 
Only  the  proximal  epiphysial  line  of  the 
Newborn  Hip  Guide  is  used  for  superim- 
position, and  the  closest  fit  will  give  the 
examiner  the  position  of  the  femoral  head 
on  that  x-ray  film.  If  the  head  of  the 
femur  is  dislocated,  the  Newborn  Hip 
Guide  will  show  the  head  dislocated,  but 


if  the  hip  is  reduced  at  the  time  of  x-ray 
filming,  the  Newborn  Hip  Guide  will  show 
the  head  of  the  femur  to  be  in  normal 
position.  But  in  both  cases  the  x-ray 
film  will  be  read  properly. 

Only  one  x-ray  film  (anteroposterior 
pelvis)  both  legs  together  is  usually  or- 
dered, although,  to  the  interested  clinician, 
stress  films  may  also  be  taken. 

The  typical  congenital  dislocation  of  the 
hip  has  a relatively  normal  acetabulum 
and  femoral  head.  Therefore,  children 
treated  in  the  first  four  weeks  of  the  new- 
born period  will  achieve  results  approximat- 
ing 100  per  cent  without  complications. 
Otherwise,  the  child  may  require  traction, 
arthrograms,  closed  reduction  with  casts 
for  four  months,  or  open  reduction  with 
casts.  No  infant  treated  after  six  months 
in  our  series  developed  perfectly  normal 
hips. 

If  there  is  a positive  Ortolani  “telescop- 
ing” click,  the  child  must  be  treated,  al- 
though the  x-ray  film  may  show  normal 
results. 

Summary 

The  use  of  radiography  as  an  aid  in  the 
diagnosis  of  congenital  dislocation  of  the 
hip  has  been  well  documented.  The  im- 
portance of  localization  of  the  cartilaginous 
head  of  the  newborn  femur  on  x-ray  films 
has  been  stressed.  A method  is  described 
whereby  a plastic  overlay,  the  Newborn 
Hip  Guide,  is  applied  to  the  x-ray  film 
using  the  proximal  epiphysial  line  alone  to 
identify  the  position  of  the  femoral  head. 
This  method  has  proved  successful  in  both 
experimental  and  clinical  conditions. 
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Experiments  with  nitrogen 


New  ideas  about  nitrogen,  which  makes  up 
most  of  the  air  we  breathe,  and  how  it  might 
affect  deep-sea  divers,  astronauts,  and  surgical 
patients  were  presented  recently  at  the  Uni- 
versity of  Rochester. 

Dr.  Wallace  O.  Fenn,  director  of  the  Space 
Science  Center,  told  of  experiments  with  fruit 
flies  which  showed  a previously  unseen  relation- 
ship between  oxygen  and  nitrogen. 

The  tests  showed  that  nitrogen  narcosis,  the 
poisoning  caused  by  high  nitrogen  pressure,  be- 
comes much  more  serious  if  the  oxygen  com- 
ponent of  the  total  pressure  is  allowed  to  rise 
also.  Dr.  Fenn  discovered  that  he  could  pre- 
vent narcosis  in  fruit  flies,  even  under  very  high 
nitrogen  pressures,  by  holding  down  the  amount 
of  oxygen. 

If  the  results  hold  true  for  human  beings  it 
could  mean  that  the  present  concept  of  nitrogen 
narcosis  will  be  replaced  by  a combined  ni- 
trogen-oxygen effect. 

Nitrogen  narcosis  has  long  been  a hazard  of 
deep-sea  diving.  Divers  who  breathe  a normal 
mixture  of  air  under  high  pressure  sometimes 
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lose  consciousness  due  to  an  overdose  of  ni- 
trogen. This  is  a separate  problem  from  the 
bends  which  are  caused  when  nitrogen  under 
pressure  dissolves  into  body  tissues  and  then 
forms  bubbles  in  the  blood  stream  when  the 
pressure  is  reduced. 

Astronauts  might  suffer  bends  if  their  pressur- 
ized capsules  contained  nitrogen.  The  gas 
would  come  out  of  the  solution  when  they  ex- 
posed themselves  to  the  lower  pressures  used  in 
the  space  suits  they  would  wear  while  exploring 
the  moon,  for  instance. 

Although  the  fruit  fly  experiments  cannot  be 
applied  directly  to  the  problem  of  bends,  they 
may  reveal  information  about  the  biological 
effects  of  nitrogen  and  other  inert  gases  in  the 
air.  This  would  help  scientists  decide  how 
much,  if  any,  nitrogen  should  be  included  in 
space  capsules. 

Dr.  Fenn’s  experiments  showed  that  the  fruit 
flies  suffered  ill  effects  if  the  oxygen-nitrogen 
balance  was  altered  too  far  in  either  direction 
with  nitrogen  narcosis  and  suffocation  forming 
the  high  and  low  limits.  Work  with  insects 
might  offer  clues  to  the  understanding  of 
oxygen  poisoning.  If  so,  it  could  affect  the  de- 
velopment of  technics  for  performing  surgery  in 
high-pressure  chambers. 
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Epidemic  Phlebodynia 

An  Occupational  Hazard 
of  Student  Nurses 

MARTIN  BANDLER,  M.D. 
Brooklyn,  New  York 

From  the  Department  of  Medicine, 
Jewish  Hospital  of  Brooklyn 


T here  has  been  an  extremely  high  inci- 
dence of  disability  among  the  student  nurses 
of  the  Jewish  Hospital  of  Brooklyn  result- 
ing from  the  occurrence  of  a syndrome  char- 
acterized by  incapacitating  pain  and  ex- 
quisite tenderness  along  the  superficial  and 
deep  veins  of  the  legs.  A similar  syndrome 
was  first  recognized  and  descriptively 
named  “phlebodynia”  by  Pearson1  in  1953. 

To  study  this  peculiar  syndrome  all 
cases  admitted  to  the  Jewish  Hospital  of 
Brooklyn  by  the  health  station  from  Sep- 
tember 1,  1957,  to  August  31,  1963,  were 
reviewed.  The  health  station  serves  the 
needs  of  all  student  and  graduate  staff 
nurses.  All  nurses  with  moderate  or  severe 
symptoms  were  immediately  hospitalized. 
There  were  52  nurses  who  required  67  sep- 
arate admissions  during  this  six-year  period. 
Of  these,  42  were  student  nurses  who  were 
hospitalized  on  55  occasions.  Only  one 
student  nurse  was  Negro  despite  the  fact 
that  13.6  per  cent  of  all  students  enrolled 
during  this  period  were  of  that  race. 
Eighty-five  per  cent  of  all  students  of  the 
white  race  belong  to  the  Jewish  faith,  and 
this  ratio  was  maintained  in  our  hospital- 
ized students  of  whom  94  per  cent  were 
Jewish.  The  student  nurses  varied  in  age 
from  seventeen  to  twenty-seven,  while  the 


Phlebodynia,  a syndrome  characterized 
by  incapacitating  pain  and  tenderness  along 
the  superficial  and  deep  veins  of  the  legs, 
occurred  in  epidemic  pattern  over  a six-year 
period  among  nurses,  particularly  white 
student  nurses,  in  the  Jewish  Hospital  of 
Brooklyn.  Laboratory  tests  were  not  diagnostic, 
and  anticoagulants  and  antibiotics  had  no 
effect.  Bed  rest  and  warm  soaks  were  used 
to  relieve  pain.  Hospital  confinement  varied 
from  four  to  thirty-four  days  with  an  average 
of  fourteen  days.  Recurrences  were  fre- 
quent. No  embolic  phenomena  were  re- 
corded. 


TABLE  1.  Age  on  first  admission 

Age  (Years) 

Number  of 
Nurses 

Student  nurses 

17 

1 

18 

14 

19 

22 

20 

2 

24 

1 

26 

1 

27 

1 

Graduate  nurses 

20 

1 

21 

2 

24 

1 

25 

1 

29 

1 

40 

1 

46 

1 

51 

1 

70 

1 

graduates  varied  from  twenty  to  seventy 
(Table  I).  All  were  females. 

It  has  been  noted  that  cases  usually  oc- 
curred in  groups  with  intervals  lasting 
several  months.  Table  II  demonstrates 
this  pattern,  showing  the  small  epidemics 
in  May,  1958,  April  and  May,  1959,  and 
January,  1963. 

Clinical  observations 

All  the  patients  had  pain  and  tenderness 
along  the  deep  or  superficial  veins  in  one  or 
both  lower  extremities.  Other  symptoms 
included  swelling  of  the  legs,  fever,  redness, 
heat,  or  a tender  mass  in  the  leg.  The 
duration  of  pain  prior  to  hospitalization 
varied  from  fourteen  hours  to  six  weeks. 
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TABLE  II.  Distribution  of  cases  by  month  of  on- 
set* 


Date  of  Onset 

Number  of 
Nurses 

October,  1957 

2 

March,  1958 

1 

April 

1 

May 

8 

August 

2 

September 

1 

October 

1 

January,  1959 

1 

April 

5 

May 

7 

July 

2 

August 

1 

September 

2 

October 

1 

May,  1960 

1 

June 

2 

March,  1961 

1 

July 

1 

November 

1 

December 

1 

January,  1962 

1 

April 

1 

May 

3 

August 

1 

October 

3 

November 

3 

December 

3 

January,  1963 

6 

February 

2 

May 

1 

* There  were  no  admissions  on  months  not  listed. 


Many  patients  had  had  a recent  upper 
respiratory  infection.  One  case  only  had 
received  recent  trauma  to  the  leg.  Two 
student  nurses  had  had  varicose  veins,  and 
one  of  these  had  received  injection  therapy 
for  the  two  years  prior  to  admission.  At 
least  26  of  the  students  admitted  that  they 
smoked  more  than  10  cigarets  per  day. 
One  married  student  had  been  taking 
norethynodrel  (Enovid)  for  six  months  at 
the  time  of  the  onset  of  her  illnesss.  No 
other  drugs  were  used  by  any  of  the  pa- 
tients prior  to  their  illness. 

Physical  examination 

Findings  were  usually  limited  to  the  pres- 
ence of  punch  tenderness  over  the  affected 
leg  veins.  It  was  found  on  admission  that 
12  cases  involved  the  right  leg,  18  the  left, 
and  in  37  instances  both  legs  were  afflicted. 
Palpable,  cordlike  structures  were  felt  in 
26  legs.  Local  heat  was  felt  in  6,  and  in 
only  4 was  there  a noticeable  red  streak. 


Homans’  sign  was  elicited  in  57  extremities. 
Only  6 patients  were  found  to  have  swelling 
of  an  affected  leg.  Temperature  on  admis- 
sion was  elevated  in  26  cases,  the  highest 
elevation  being  100.6  F.  No  regional  lym- 
phadenopathy  was  noted.  Neurologic  find- 
ings in  all  cases  were  normal  or  negative. 
Patients  were  often  moody  and  depressed, 
with  frequent  crying  spells. 

Laboratory  findings 

No  laboratory  test  was  found  to  be  of  di- 
agnostic aid.  Erythrocyte  sedimentation 
rates  varied  from  3 to  38  mm.  per  hour. 
White  blood  cell  counts  ranged  from  3,800 
to  1 3 , ' 700 . No  biopsies  or  viral  studies  were 
conducted.  Urinalysis,  throat  and  nose 
cultures,  blood  cultures,  VDRL  tests,  Widal 
reactions,  heterophil  antibodies,  and  anti- 
streptolysin titers  showed  normal  or  nega- 
tive findings. 

Clinical  course 

The  clinical  course  varied  markedly  in  the 
group  studied.  Some  nurses  improved 
rapidly,  being  discharged  within  four  days, 
while  others  required  prolonged  hospitaliza- 
tions, up  to  thirty-four  days  in  one  instance. 
Hospital  confinement  averaged  fourteen 
days. 

Recurrences  were  extremely  frequent. 
In  16  cases  the  hospitalizations  under  con- 
sideration represented  the  first  recurrence, 
but  3 nurses  were  experiencing  their  second 
recurrence.  One  of  these  nurses  has  al- 
ready spent  more  than  two  months  as  a 
hospitalized  patient. 

Treatment 

All  patients  were  kept  on  strict  bed  rest 
with  the  use  of  bedpans  or  a bedside  com- 
mode. Pain  tended  to  be  severe.  Some 
cases  required  narcotics  for  relief  but  most 
were  controlled  with  dextro-propoxyphene 
hydrochloride  (Darvon)  and  acetylsalicylic 
acid.  Night  muscle  cramps  in  calves  and 
thighs  were  frequent  and  did  not  respond 
to  quinine  but  were  ameliorated  by  di- 
phenhydramine hydrochloride  given  at 
bedtime. 

Of  the  67  total  admissions  in  whom  there 
were  no  contraindications  50  were  treated 
with  anticoagulants.  Heparin  was  used  on 
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10  admissions,  while  all  received  either  war- 
farin sodium  (Coumadin)  or  bishydroxy- 
coumarin.  Anticoagulation  was  main- 
tained until  full  ambulation  was  achieved. 
Antibiotics  were  used  in  some  cases  and 
included  tetracycline,  penicillin,  strepto- 
mycin and  gantrisin.  The  use  of  anti- 
biotics was  usually  confined  to  febrile 
cases.  In  no  patient  was  the  course  and 
duration  of  the  illness  altered  by  the  use  of 
the  antimicrobials  and  anticoagulants. 
Phenylbutazone  (Butazolidin)  was  used  in 
10  cases  but  failed  to  relieve  pain  in  any  of 
them.  Similarly,  muscle  relaxants  and 
meprobamate  gave  no  symptomatic  relief. 
No  saphenous  vein  ligations  were  performed. 

Complications 

All  the  complications  encountered  were 
the  results  of  therapeutic  modalities  used 
and  none  resulted  because  of  embolic  phe- 
nomena. One  student  who  was  given  peni- 
cillin developed  a rash  which  cleared  when 
the  drug  was  discontinued.  Anticoagula- 
tion resulted  in  1 instance  of  hematuria,  1 
of  menorrhagia,  and  2 of  multiple  hema- 
tomas, all  these  side-effects  occurring  with 
prothrombin  times  at  therapeutic  levels. 
One  student  developed  a massive  hemoperi- 
toneum  from  a ruptured  ovarian  corpus 
luteum  cyst  requiring  exploration  and  local 
resection. 

Follow-up  care 

All  patients  on  discharge  were  advised  to 
avoid  prolonged  standing  and  were  given 
elastic  hose  to  wear  for  the  next  three 
months.  Follow-up  visits  at  regular 
weekly  intervals  were  encouraged.  Case 
reports  of  single  episodes  and  of  recurrent 
episodes  of  phlebodynia  follow. 

Case  reports 

Case  1.  The  patient,  a twenty-year-old 
white  student  nurse,  was  admitted  on  May 
28,  1962,  because  of  pain  of  five  days  dura- 
tion in  the  left  calf.  She  had  first  become 
aware  of  discomfort  on  crossing  her  legs. 
There  was  no  history  of  trauma. 

Past  history  revealed  an  allergy  to  sulfa 
drugs.  The  patient  denied  the  use  of  to- 
bacco. 

Physical  examination  revealed  a thin 


young  woman  in  no  apparent  acute  distress. 
She  was  afebrile.  Positive  findings  were 
limited  to  the  left  leg  where  there  was 
marked  tenderness  of  the  calf.  Homans’ 
sign  was  elicited.  There  was  no  local  heat, 
redness,  or  palpable  cord. 

Laboratory  studies  revealed  an  admission 
white  blood  count  of  10,100  which  declined 
to  5,680  per  cubic  millimeter  on  the  sixth 
hospital  day.  All  other  studies  showed 
normal  findings. 

The  patient  was  initially  given  dextro- 
propoxyphene  hydrochloride,  procaine  peni- 
cillin, phenylbutazone,  and  warfarin  so- 
dium. For  the  first  three  days  she  ex- 
perienced severe  night  leg  pains.  Phenyl- 
butazone was  stopped  on  the  third  hospital 
day  because  the  patient  developed  severe 
heartburn  and  epigastric  distress.  Routine 
stool  guaiac  tests  showed  positive  findings  on 
the  fourth  day  after  admission,  at  which 
time  anticoagulants  were  discontinued  and 
phytonadione  was  administered  intrave- 
nously. Stool  guaiac  tests  subsequently 
showed  negative  results  for  occult  blood. 
A gastrointestinal  x-ray  film  series  was  not 
done. 

Pain  gradually  disappeared  on  the  fifth 
day  and  the  patient  was  discharged 
asymptomatic  one  week  after  admission. 

There  has  been  no  recurrence  to  date. 

Case  2.  The  patient,  an  eighteen-year- 
old  white  student  nurse,  was  admitted  for 
the  first  time  on  April  30,  1959,  with  a one- 
week  history  of  pain  in  the  left  calf,  worse 
on  walking,  and  a twenty-four  hour  history 
of  pain  in  the  right  calf.  The  patient  had 
had  a cold  for  nearly  two  weeks. 

Her  past  history  was  noncontributory. 
The  patient  denied  smoking. 

Physical  examination  revealed  a some- 
what obese  female  in  moderate  distress. 
She  was  afebrile.  There  was  bilateral  calf 
tenderness.  Homans’  sign  was  elicited  on 
both  sides.  There  was  no  local  edema  or 
redness.  Neurologic  examination  showed 
normal  findings.  There  was  no  lym- 
phadenopathy. 

Laboratory  studies  showed  entirely  nor- 
mal findings. 

The  patient  was  initially  placed  on  acetyl- 
salicylic  acid,  warfarin  sodium,  and  an 
antibiotic  (Combiotic),  along  with  the  usual 
therapeutic  modalities  of  bed  rest  and 
warm  compresses  to  the  legs. 
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The  course  was  extremely  prolonged  with 
protracted  pain  in  both  calves.  Anticoagu- 
lants were  stopped  on  the  seventh  hospital 
day  because  of  menorrhagia.  Salicylates 
were  discontinued  two  days  later  because  of 
severe  heartburn.  Pain  was  not  relieved 
by  any  of  the  drugs  used,  but  finally  disap- 
peared spontaneously  on  the  fifteenth  hospi- 
tal day,  two  days  prior  to  discharge. 

The  second  admission  was  on  October  27, 
1959,  at  which  time  she  had  had  bilateral 
calf  pain  of  ten  days  duration. 

Physical  examination  on  this  occasion 
revealed  a temperature  of  100  F.  There 
was  bilateral  calf  tenderness.  There  were 
no  palpable  cords  or  local  redness.  Ho- 
mans’ sign  was  not  elicited.  There  was 
bilateral  ankle  edema. 

The  patient  was  placed  on  tetracycline 
and  complete  bed  rest.  She  became 
asymptomatic  within  twelve  hours  and  was 
discharged  after  four  days. 

On  July  29,  1963,  she  was  admitted  for 
the  third  time  because  of  bilateral  calf 
pain  of  five  days  duration.  She  had  had  a 
recent  upper  respiratory  infection. 

Laboratory  studies  done  on  this  admis- 
sion, as  on  her  previous  hospitalizations, 
showed  normal  results. 

Physical  examination  on  admission  re- 
vealed the  patient  to  be  febrile  with  a tem- 
perature of  100.4  F.  There  was  bilateral 
calf  tenderness.  Homans’  sign  was  elicited 
on  the  left  side  only.  There  was  some 
tenderness  over  the  medial  aspect  of  the 
left  thigh. 

The  patient  became  afebrile  after  the 
first  forty-eight  hours.  She  was  given  an- 
ticoagulants on  the  fifth  day  after  the  ces- 
sation of  an  extremely  heavy  menstrual 
flow.  Pain  persisted  despite  all  measures. 
On  the  eighth  day  Homans’  sign  was  first 
elicited  on  both  sides.  An  antibiotic  was 
started  on  the  fourteenth  hospital  day  but 
was  discontinued  on  the  following  day 
when  a diffuse  rash  appeared. 

Symptoms  disappeared  by  the  eighteenth 
day.  The  patient  was  discharged  asymp- 
tomatic after  three  weeks  of  hospitaliza- 
tion. 

Epidemiologic  observations 

The  School  of  Nursing  accepts  only 
members  of  the  female  sex.  All  graduate 
nurses  live  at  home,  all  single  students  live 


in  residence.  Only  one  married  student 
nurse  required  hospitalization.  An  average 
of  125  students  usually  live  in  residence  in 
single  rooms  scattered  over  8 different  floors, 
none  of  which  had  an  obvious  pre- 
ponderance of  cases.  Students  use  com- 
mon classroom,  recreation,  swimming, 
athletic,  and  dining  facilities.  They  are 
assigned  at  different  times  to  different 
hospital  areas.  None,  such  as  operating 
room  or  delivery  room  nurses,  were  more 
prone  to  this  illness.  No  unusual  or  pro- 
longed contact  between  cases  was  demon- 
strated. New  cases  did  not  coincide  with 
term  examinations  which  were  given  at 
bedside  or  postponed  until  the  student  was 
discharged. 

Comment 

Pearson,1  in  1953,  was  the  first  to  coin  the 
term  phlebodynia  when  he  reported  an 
outbreak  of  vascular  disease  with  phlebitis 
but  no  thrombosis  involving  22  nurses. 
Brosius,  Calvert,  and  Chin2  recently  re- 
ported an  epidemic  affecting  11  nurses  and 
45  others  with  a clinical  pattern  strikingly 
similar  to  the  one  presented  in  this  report. 
Many  of  the  cases  studied  were  found  to 
have  no  venous  thrombi. 

No  one  has  as  yet  studied  the  penetrating 
small  muscle  branch  veins  by  biopsy  to  see 
if  these  might  be  the  source  of  thrombi. 
The  cords  felt  in  this  case  study  may  repre- 
sent local  reflex  muscle  spasm,  or  may  be 
due  to  edematous  boggy  muscle  bellies 
secondary  to  minute  venules  with  thrombi 
resulting  in  inadequate  drainage  and  local 
stasis. 

A study,  a sequel  to  the  present  article, 
has  now  been  initiated  in  which  multiple 
muscle  biopsies  will  be  done  in  cases  pre- 
senting this  syndrome  with  the  aim  of 
proving  or  disproving  this  theory.  It  is 
also  intended  to  perform  venography  in  all 
cases  to  see  if  minute  thrombi  will  be  found. 
Until  there  is  further  evidence  the  condi- 
tion will  be  presumed  to  be  phlebitis  with- 
out thrombosis. 

Thrombophlebitis  usually  occurs  most 
frequently  in  the  sixth  decade3  and  is 
divided  into  the  superficial  and  deep  forms. 
In  both  types  of  cases  there  are  frequently 
associated  disease  processes  such  as  heart 
and  metabolic  diseases  including  fluid  and 
electrolyte  imbalance,  post  partum  and 
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inflammatory  states,  cancer,  or  trauma. 
None  of  these  associated  disease  processes 
prevailed  in  any  of  the  nurses  presented. 
No  etiologic  agent  was  ever  demonstrated 
by  any  of  the  authors  who  have  studied  this 
peculiar  syndrome.  The  disease  is  not 
particularly  contagious  but  must  be  con- 
sidered to  arise  in  epidemic  forms.  The 
incidence  noted  in  these  reports  to  date  of 
this  entity  is  certainly  much  greater  than 
the  incidence  of  thromboembolic  phenom- 
ena which  has  recently  been  placed  at  1 
to  3 per  1,000  women  per  year.4  There 
seems  to  be  a clear-cut  occupational  pref- 
erence for  student  nurses.  Why  this  is  so 
is  not  clear.  It  may  well  be  due  to  pro- 
longed sitting  in  classrooms  followed  by 
long  periods  of  standing  for  bedside  in- 
struction, yet  no  cases  have  as  yet  appeared 
in  the  group  of  nursing  instructors. 

The  illness,  as  can  be  seen,  is  incapacitat- 
ing and  results  in  many  bed-days  loss  to 
the  hospital.  Emotional  depression  in  the 
group  presented  was  very  common  but 
appears  to  represent  boredom  and  frustra- 
tion due  to  time  lost  from  studies.  Emo- 
tional problems  are  usually  quickly  re- 
lieved by  imminent  discharge.  Numerous 
students  usually  report  calf  pain  when  one 
of  their  group  has  been  hospitalized,  but 
these  cases  exhibit  no  positive  physical 
findings.  Their  sympathetic  phlebodynia 
is  usually  dispelled  by  reassurance.  Un- 
fortunately, the  fact  that  cases  of  phlebo- 
dynia usually  are  present  in  epidemics  has 
made  the  screening  process  rather  difficult, 
yet  important. 

The  symptom  pattern  of  phlebodynia  is 
rather  similar  to  superficial  thrombophle- 
bitis with  tenderness  and  induration  com- 
mon to  both.  Homans’  sign  is  positive 
frequently  in  both  entities.  Local  redness 
and  temperature  elevation  are  much  less 
frequent  in  phlebodynia.  The  marked  leg 
swelling  of  the  deep  thrombophlebitis  is 
also  not  found  in  phlebodynia. 

No  embolic  phenomena  were  recorded 
in  our  group,  whereas  recent  studies  have 
shown  embolic  phenomena  in  10.1  per  cent 
of  335  patients  with  acute  superficial  throm- 
bophlebitis with  5 fatal  cases;  in  deep  throm- 
bophlebitis pulmonary  emboli  occurred  in 
22  per  cent  of  527  patients  with  a mortality 


of  27  per  cent.3  These  figures  serve  to 
emphasize  the  fact  that  phlebodynia  is 
probably  not  associated  with  thrombosis 
and  certainly  not  with  deep  venous  involve- 
ment. Nevertheless,  lack  of  conviction 
has  forced  us  to  use  anticoagulants  despite 
the  fact  that  they  apparently  did  not  in- 
fluence the  course  of  the  disease;  we  shall, 
however,  continue  to  employ  this  therapeu- 
tic modality  until  we  have  completed 
adequate  biopsy  and  radiographic  studies. 

Antibiotics  had  no  effect  on  this  illness. 
Bed  rest  and  warm  soaks  were  used  in  a 
conventional  manner  simply  because  of  the 
marked  pain  that  occurred  with  ambula- 
tion. This  therapy  is  only  partially  suc- 
cessful because  marked  pain  was  still  pres- 
ent and  often  required  meperidine  hydro- 
chloride for  relief.  No  venous  ligations 
were  performed  primarily  because  of  the 
poor  experience  of  Brosius  and  others.2 

Recurrent  attacks  of  phlebodynia  were 
frequently  encountered,  as  were  thrombo- 
phlebitic  episodes,  but  none  of  the  com- 
plications of  thrombophlebitis  such  as  vari- 
cose veins,  congestion  of  the  dependent 
tissues,  hemosiderin  skin  deposits,  stasis 
dermatitis,  or  skin  ulcerations  were  noted. 

Summary 

Phlebodynia,  a non-fatal  but  highly  in- 
capacitating, occasionally  epidemic  disease 
involving  the  superficial  and  deep  veins  of 
the  lower  extremities  and  more  commonly 
found  in  white  student  nurses,  has  been 
presented  and  compared  with  the  usually 
more  common,  more  serious,  and  better- 
managed  acute  thrombophlebitis. 

Acknowledgment.  I wish  to  thank  T.  W.  Kahn,  M.D., 
Chief  of  the  Peripheral  Vascular  Service,  who  also  examined 
many  of  these  patients,  for  reviewing  this  article  and  for 
offering  many  excellent  suggestions. 


References 

1.  Pearson,  J.  S.:  “Phlebodynia:”  a new  epidemic  (?) 

disease,  Circulation  7:  370  (1953). 

2.  Brosius,  G.  R.,  Calvert,  M.  D.,  and  Chin,  T.  D.  Y.: 
Epidemic  phlebodynia,  A.M.A.  Arch.  Int.  Med.  108:  442 
(1961). 

3.  Zollinger,  R.  W.,  Williams,  R.  D.,  and  Briggs,  D.  O.: 
Problems  in  the  diagnosis  and  treatment  of  thrombophlebitis, 
A.M.A.  Arch.  Surg.  85:  18  (1962). 

4.  Thromboembolic  Phenomena  in  Women,  Proceedings 
of  Conference,  September  10,  1962,  G.  D.  Searle  & Co., 
Chicago,  Illinois. 


September  15, 1965  / New  York  State  Journal  of  Medicine  2355 


Staff 

Conference 


Yale  University  School 
of  Medicine  and  the 
Yale-New  Haven  Medical  Center, 

New  Haven,  Connecticut 

October  17,  1964 

* Edited  by  F.  PATRICK  McKEGNEY,  M.D. 

RICHARD  A.  ISAY,  M.D.  ALAN  BALSAM,  M.D. 


Problem  of  the  Dying  Patient 


I N defining  the  problem  of  the  dying 
patient,  it  is  useful  to  delineate  four 
clinical  elements:  the  patient  himself, 

the  patient’s  family,  the  physician  pri- 
marily responsible  for  the  patient’s  care, 
and  the  concept  of  death  held  by  everyone 
involved. 

We  are  going  to  present  2 cases  very 
briefly,  focusing  on  the  patients  as  they 
exemplify  this  multifaceted  clinical  prob- 
lem. For  therapeutic  reasons  the  first 
patient  is  not  seen.  For  similar  reasons 
the  second  patient  will  talk  with  us. 


Case  reports 

Case  1.  Alan  Balsam , M.D. : An  at- 

tractive eighteen-year-old  girl  is  expected 
to  die  sometime  soon  of  liver  disease. 
When  she  was  eleven  or  twelve  years 
old,  a spinal  curvature  developed.  When 
she  was  thirteen,  her  spleen  was  discovered 
to  be  enlarged,  a symptom  apparently 
unrelated  to  the  spinal  curvature.  Diag- 
nostic studies  indicated  that  she  had 
chronic  liver  disease  of  unknown  origin. 
She  continued  to  attend  school  under  close 
medical  observation. 

The  scoliosis  progressed,  and  her  spleen 
became  huge.  In  the  fall  of  1962,  when 
she  was  nearly  sixteen,  after  a month  of 
steroid  therapy  failed  to  produce  clinical 
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improvement,  a splenectomy  and  a spleno- 
renal shunt  were  performed.  A liver 
biopsy  showed  mostly  normal  tissue  but 
also  a tiny  area  of  tissue  compatible  with 
postnecrotic  cirrhosis.  Postoperatively, 
severe  abdominal  pain  persisted,  which 
was  thought  to  be  “hysterical.”  A psy- 
chiatric consultation  was  considered  but 
not  obtained  before  her  discharge  in  mid- 
November,  1962. 

Two  months  later  her  mother  brought 
her  back  to  the  emergency  room  because 
she  said  she  had  taken  5 pentobarbital 
sodium  (Nembutal)  pills.  There  the 
patient  told  the  psychiatric  resident  that 
she  was  very  depressed.  She  saw  the 
resident  three  times  in  the  outpatient 
clinic,  and  her  parents  somewhat  re- 
luctantly saw  a social  worker.  The  girl 
told  the  psychiatrist  that  she  was  depressed 
because  her  scoliosis  kept  boys  from  asking 
her  to  dance.  She  explained  at  some  length 
how  her  mother  tried  to  be  understanding 
but  was  overly  solicitous.  It  became  appar- 
ent that  she  and  her  mother  tacitly  colluded 
to  deny  her  more  serious  liver  disease. 
After  three  interviews  she  and  her  parents 
decided  that  she  would  stop  coming 
to  the  outpatient  clinic  because  of  the 
anticipated  social  stigma  of  seeing  a 
psychiatrist. 

She  continued  in  high  school  and  grad- 
uated with  her  class  in  June,  1964.  Her 
liver  condition  fluctuated,  slowly  worsen- 
ing. Four  weeks  ago,  on  September  19, 
1964,  a few  days  after  she  had  matriculated 
at  a local  college,  she  was  admitted  because 
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of  gastrointestinal  bleeding  and  marked 
anemia.  The  origin  of  her  blood  loss 
has  not  yet  been  determined,  and  the 
anemia  persists  despite  10  transfusions. 
There  have  been  many  complications 
during  this  admission,  including  several 
episodes  of  hepatic  precoma,  but  each 
crisis  has  been  so  well  met  that  discharge 
has  been  planned  each  week  since  admission. 
Abdominal  pain  has  recurred  again,  but 
no  organic  basis  for  it  has  been  found. 
Her  physicians  consider  it  a highly  sexu- 
alized  way  of  getting  attention. 

She  greets  the  physicians  on  rounds  with 
impish  smiles  and  jokes,  and  they  reply 
similarly.  As  psychiatric  consultant  to 
her  ward,  I became  interested  in  trying 
to  find  out  what  she  and  her  parents  were 
feeling  about  this  illness  just  at  the  time 
that  her  private  physician,  Robert  Scheig, 
M.D.,  asked  for  psychiatric  help  in  the 
management  of  the  case.  He  was  con- 
cerned about  the  patient’s  unfailing  cheer- 
fulness and  her  apparent  denial  of  her 
serious  illness  and  was  uncertain  about  how 
to  handle  the  many  ways  in  which  her 
overprotective  mother  interfered  in  his 
dealing  directly  with  the  patient.  The 
mother  had  often  dominated  the  interviews 
and  made  extensive  claims  on  Dr.  Scheig’s 
time  to  discuss  her  daughter’s  symptoms. 

In  our  first  interview  the  patient  seemed 
eager  to  talk  about  being  sometimes 
depressed  and  worried.  She  cried  and  said 
she  didn’t  want  to  be  a crybaby.  Later, 
after  an  episode  of  hepatic  precoma, 
through  tears  and  anger  she  talked  of 
being  treated  as  a “guinea  pig,”  complaining 
that  the  physicians  “don’t  know  what’s 
wrong”  with  her  or  what  to  do  about  it. 
She  described  her  illness  simply  as  “a 
liver  disease  that  will  take  a long  time  to 
get  better.”  In  speaking  of  her  previous 
physician,  she  said,  “If  I told  him  how  I 
felt,  he  would  say  that  I shouldn’t  feel 
that  way.  No  one  understands  how  I feel, 
and  no  one  can  understand  if  they  haven’t 
had  my  disease.  My  mother  understands 
pretty  well.  I tell  her,  and  I don’t  see 
what  good  it  does  to  tell  anyone  else.” 

On  my  next  visit,  she  said  that  she  didn’t 
want  to  see  me  any  more.  “I’m  not  cry- 
ing any  more  and  I’m  not  depressed  any 
more.  I don’t  need  a psychiatrist.  That’s 
all  there  is  to  it.”  She  then  told  me  how 
she  has  kept  her  feelings  to  herself  all  of 


her  life:  “I  prefer  to  smile  rather  than  to 

show  my  feelings.  That’s  the  way  I am, 
and  there’s  no  reason  to  be  different. 
When  I woke  up  from  the  operation  two 
years  ago,  I smiled  and  told  them  I felt 
fine  even  though  I felt  horrible.”  She 
did  not  want  me  to  probe  into  her  feelings; 
she  wanted  to  keep  them  to  herself. 
About  this  time,  members  of  the  nursing 
staff  mentioned  that  they  seldom  go  into 
the  girl’s  room  and  then  only  briefly, 
saying:  “I  don’t  know  what  to  say  to 

her.”  “I  feel  so  bad  about  her  illness 
that  I don’t  know  how  to  talk  to  her.” 

I spoke  to  the  mother  alone  for  an  hour 
one  evening.  She  was  initially  suspicious 
of  my  interest.  She  helped  me  to  under- 
stand Dr.  Scheig’s  characterization.  Ill- 
ness in  her  own  family  included  a sister  in 
a hospital  with  schizophrenia  and  a father 
who  had  been  bedridden  until  his  death 
last  year.  She  married  at  thirty,  had 
rheumatic  fever,  and  did  not  have  the 
daughter  until  she  was  thirty-five.  During 
the  pregnancy  she  had  a considerable 
amount  of  medical  difficulty,  involving 
the  taking  of  many  x-ray  films.  On  her 
physician’s  advice  she  did  not  become 
pregnant  again.  Her  sister  has  a child 
who  is  mongoloid.  The  mother  presented 
herself  to  me  as  a permissive,  understanding 
person,  who  has  made  many  sacrifices  for 
her  child.  She  expressed  considerable 
anxiety  that  in  some  way  she  might  have 
neglected  something  that  could  have  caused 
the  illness. 

The  patient’s  father  spoke  of  being  very 
depressed,  having  trouble  sleeping,  and 
wondering  what  it  will  be  like  when  his 
daughter  isn’t  here  any  more.  He  is 
clearly  proud  of  her  courage  through  her 
long  illness.  He  observed  that  the  girl’s 
pattern  of  keeping  her  feelings  to  herself 
probably  comes  from  him,  since  he  never 
tells  anyone  more  than  the  essentials. 

A few  days  ago,  following  another  pre- 
coma episode,  the  night  nurse  asked  me 
to  see  the  patient  again.  The  girl  was 
sobbing  without  restraint  as  she  told  me 
that  she  is  afraid  of  sleep,  “when  it  is 
dark  and  when  Mommy  isn’t  here.” 
She  was  frightened  that  she  wouldn’t 
wake  up.  “I’m  afraid  I’ll  die,”  she 
shrieked.  She  told  me  how  afraid  she 
was  that  the  doctors  had  not  been  able  to 
control  her  twitching  the  previous  day; 
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how  every  terrible  new  test  scares  her, 
especially  “if  they  don’t  tell  me  what  the 
tests  are  for  or  what  they’re  going  to  be 
like.”  We  discussed  the  fact  that  her  fear 
of  dying  makes  everything  that  happens 
uncertain  and  frightening.  While  apol- 
ogizing, she  sobbed  on,  crying  for 
her  “Mommy.”  When  I said  that  she 
didn’t  have  to  apologize  for  crying  any 
more  than  she  had  to  apologize  for  having 
liver  disease,  she  laughed. 

The  ward  intern  asked  about  this  last 
interview.  “Why  stir  up  all  this  strong 
feeling  when  she  is  doing  such  a good  job 
of  keeping  it  under  control?  You  could 
probably  have  gotten  her  to  spill  out  these 
feelings  a month  ago  if  you’d  tried. 
Wouldn’t  that  have  been  better?  Isn’t 
it  better  for  psychiatrists  than  for  intern- 
ists to  deal  with  such  feelings  as  she 
expresses?” 

Dr.  Scheig,  who  is  the  physician  pri- 
marily responsible  for  the  patient’s  care, 
will  say  a few  words  about  his  role  in  this 
situation. 

Robert  Scheig , M.D.:  The  complications 

of  chronic  liver  disease  in  a young  girl 
usually  include  acne,  hirsutism,  obesity, 
a marked  delay  in  the  menarche,  or,  if 
menses  have  already  begun,  amenorrhea. 
The  girl  has  had  all  of  these  complications 
except  hirsutism;  and  they,  combined  with 
her  scoliosis,  have  made  her  feel  that  she 
is  stigmatized  and  unattractive  to  other 
people,  especially  boys.  Her  illness  has 
cost  her  parents  a great  deal  of  money. 
She  has  spent  much  of  her  life  going  through 
various  diagnostic  tests,  procedures,  and 
therapeutic  trials. 

This  girl’s  basic  disease,  chronic  pro- 
gressive hepatic  failure,  is  familiar  to  us 
and  will  ultimately  be  fatal.  We  cer- 
tainly do  not  understand  her  many  com- 
plications, such  as  the  recent  gastroin- 
testinal bleeding  and  the  anemia,  and  we 
do  not  know  how  they  will  influence  her 
immediate  or  eventual  prognosis.  I am 
not  able  to  give  other  physicians,  the 
patient,  or  her  family  definite  answers  as 
to  what  will  happen  from  one  day  to  the 
next. 

One  of  the  major  problems  is  ammonia 
intoxication.  She  repeatedly  goes  into 
hepatic  precoma  when  her  diet  reaches  a 
level  of  20  to  30  Gm.  of  protein.  The 
mental  confusion  produced  by  this  pre- 


coma, combined  with  some  of  her  own 
personality  problems,  causes  bizarre 
symptoms:  twitching,  pain,  and  lability 

of  affect.  The  precoma  is  quite  unpre- 
dictable because  of  the  gastrointestinal 
bleeding,  which  we  are  unable  to  control. 
The  patient  has  great  difficulty  under- 
standing why  she  goes  into  precoma  even 
when  she  is  on  a 10-  to  20-Gm.  protein 
diet,  which  she  calls  “rabbit  food.”  It 
is  caused  by  the  blood  that  goes  into  her 
intestine,  which  is,  of  course,  an  added 
protein  load.  Thus,  when  we  have  to  give 
her  even  less  protein  in  her  diet  than  we 
would  give  the  usual  patient  with  hepatic 
failure,  she  reacts  quite  violently.  In- 
deed, one  topic  which  she  has  no  trouble 
talking  about  is  her  bitter  feelings  about 
the  “rabbit  food.”  When  she  is  feeling 
well,  however,  she  seems  cheerful  and  happy, 
makes  no  comments  about  the  treatments, 
and  offers  no  insight  into  the  necessity  for 
further  medical  treatment. 

Her  mother  is  exceedingly  hard  on  the 
professional  people  dealing  with  her 
daughter.  If  anybody  but  a relatively 
senior  person  attempts  to  do  any  sort  of  a 
procedure,  the  mother  immediately  ob- 
jects. She  will  not  allow  medical  students 
to  draw  blood  or  even  permit  the  nurses 
to  carry  out  ordinary  patient  care.  She 
almost  invariably  intercepts  each  question 
posed  directly  to  the  girl,  so  that  it  is 
necessary  for  us  to  ask  her  to  leave  the 
room  so  we  can  talk  to  the  patient.  The 
mother  resists  this  request  in  a variety  of 
ways.  The  staff  and  I just  stay  away  from 
the  patient  when  she  is  with  her  mother, 
which  is  most  of  the  time. 

Throughout  the  years,  both  parents  have 
insisted  that  we  never  mention  anything 
to  her  about  her  disease.  Up  until  about 
two  months  ago,  she  was  not  told  she  had 
liver  disease  but  rather  that  something 
was  the  matter  with  her  belly  that  re- 
quired a splenectomy  and  some  change  in 
her  blood  vessels.  She  thought  she  had 
a disease  that  was  corrected  by  taking  out 
the  spleen,  and  she  was  never  informed  of 
its  relationship  to  liver  disease.  I found 
it  difficult  and  somewhat  embarrassing 
to  see  this  girl  in  the  clinic  at  weekly  in- 
tervals and  to  prescribe  a great  number  of 
expensive  drugs  for  “no  disease.”  About 
two  months  ago  I came  to  feel  that  the 
patient  should  at  least  know  that  she  had 
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something  the  matter.  I communicated 
this  to  the  parents  privately.  They  were 
delighted  with  this  suggestion  but  were 
completely  unwilling  to  tell  her  themselves 
and  wanted  me  to  do  this.  I told  the 
patient,  as  she  told  Dr.  Balsam,  that  she 
has  a “liver  disease  that  will  take  a long 
time  to  get  better.”  Subsequently,  every 
time  I speak  to  the  patient  alone,  I am 
always  quizzed  by  her  mother  as  to  what 
I have  said. 

Case  2.  F.  Patrick  McKegney,  M.D.:  A 
thirty-five-year-old  woman  has  had  Hodg- 
kin’s disease,  diagnosed  for  approximately 
three  years,  and  is  now  terminally  ill. 

She  had  a very  unhappy  childhood, 
being  made  to  feel  inadequate  and  “second- 
rate”  by  her  parents.  Her  marriage  in 
1950  was  unfortunate  from  the  beginning. 
Unable  to  conceive  children,  she  and  her 
husband  adopted  a child  in  1954.  After 
a uterine  suspension  operation,  she  con- 
ceived and  had  her  only  full-term  delivery 
in  1959,  at  a time  of  increasing  alienation 
from  her  husband.  A permanent  separa- 
tion took  place  in  1960,  and  a divorce  was 
decreed  one  year  ago.  Soon  after  the 
separation,  she  began  to  have  symptoms  of 
malaise,  weakness,  fatigability,  and  feel- 
ings that  she  “couldn’t  cope  with  anything.” 
For  this  reason  she  began  intensive  psy- 
chotherapy. When  her  somatic  symptoms 
persisted  and  began  to  include  fever  and 
weight  loss,  she  was  thought  to  have 
infectious  mononucleosis.  When  lymphad- 
enopathy  increased,  Hodgkin’s  disease 
was  diagnosed  by  biopsy  in  November, 
1961. 

The  patient  has  passed  through  periods 
of  despair,  denial,  elation,  depression,  and 
rage.  More  recently,  she  has  begun  to 
solidify  a very  effective  image  of  herself 
as  a doer,  a helper,  —a  “special  person,” 
to  use  her  own  words.  She  has,  however, 
become  increasingly  dependent.  In  addi- 
tion to  her  alimony  from  her  former  hus- 
band, she  has  received  a great  deal  of 
financial  and  other  sorts  of  help  from  social 
service  agencies,  physicians,  church  groups, 
neighbors,  and  friends.  Most  recently, 
she  has  become  more  angry  at  and  de- 
manding of  the  people  on  whom  she  must 
rely. 

My  contact  with  her  began  in  July  of 
this  year,  when  she  was  referred  by  her 


physicians  for  an  attempt  at  hypnotic 
relief  of  her  persistent  pruritis.  My  role, 
aside  from  the  hypnosis,  has  been  to  give 
her  attention,  to  allow  her  to  talk,  and  to 
provide  opportunities  such  as  this  con- 
ference for  her  to  project  her  self-image. 
(The  patient  was  brought  into  the  con- 
ference room.)  What  can  you  tell  us  about 
your  disease? 

Patient:  On  November  8,  1961,  the 

doctors  made  a diagnosis  of  Hodgkin’s 
disease.  This  was  a very,  very  bitter 
pill  to  swallow.  The  realization  of  it, 
fortunately,  comes  in  bits  and  pieces. 
At  first,  with  the  help  of  the  doctors  here, 
I felt  that  things  were  really  going  to  be 
okay.  Well,  they  were  for  three  weeks, 
but  just  before  Christmas,  the  medicine 
that  they  had  given  me  stopped  working, 
and  I had  to  be  given  a new  one.  This 
time  I slid  into  a great  depth  of  despair. 
I knew  God  had  forsaken  me.  I was 
bitter  and  depressed;  I felt  alone,  and 
I was  alone  as  far  as  I was  concerned. 
However,  with  the  help  of  my  priest,  my 
doctors,  and  other  patients,  a new  aware- 
ness came  to  me  over  the  next  few  weeks. 
I realized  I was  at  a crossroads  in  my  life, 
and  I had  two  choices:  I could  wallow  in 

self-pity,  this  despair  and  despondency, 
and  finally  reach  death;  or  I could  live  a 
gay,  happy,  and  as  normal  a life  as  possible, 
and  live.  I chose  the  latter  road,  the  one 
of  life.  Well,  of  course,  at  this  time  it 
meant  the  battle  really  started,  because 
you  just  don’t  say,  “Well,  today  I’ll  live,” 
and  everything  is  just  fine  from  then  on. 
I found  that  I had  to  conquer  pain,  bitter- 
ness, self-pity,  lack  of  faith,  despair,  de- 
pression, lack  of  caring  about  my  own  per- 
sonal self,  and  not  caring  about  others. 
Well,  I put  it  that  I crawled  up  a mountain 
bare-handed,  with  monumental  amounts  of 
self-discipline,  discipline  I really  didn’t 
know  I had  at  all.  When  I had  conquered 
these  things — and  I did  conquer  them— I 
found  up  at  the  top  of  this  glorious  moun- 
tain a zest  for  life.  I became  so  full  of  life 
that  even  now,  you  know,  I feel  sometimes 
that  I’m  going  to  burst,  just  burst  apart  if 
I can’t  share  it  with  other  people.  And 
this,  to  me,  was  the  most  remarkable  thing 
that  ever  happened  to  me.  Up  there,  of 
course,  I found  God,  and  I found  that  He’s 
a pretty  good  friend,  and  I’m  mighty  glad  He 
stuck  with  me  when  I was  ranting  at  Him. 
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Early  this  year  I was  in  the  hospital  for 
quite  a length  of  time.  I was  desperately 
ill.  I was  very  close  to  death.  I knew  it, 
and  they  knew  it.  I prayed  and  I said, 
“Well,  it  looks  like  it’s  up  to  You  what’s 
going  to  happen.”  Well,  the  way  things 
happened,  He  spared  my  life.  After  I 
was  able  to  come  home  from  the  hospital, 
something  began  to  gnaw  at  the  back  of  my 
brain.  I kept  on  wondering,  why  did  God 
spare  my  life?  What  is  so  great  about 
me?  I’m  nobody  special  at  all,  and  yet  for 
some  reason  I know  that  He  spared  my  life. 

Then,  one  day  in  July,  it  all  became  clear, 
almost  as  if  He  spoke  to  me.  I flew  to  the 
telephone  and  called  the  American  Cancer 
Society,  and  I said,  “Look,  I can’t  stand 
on  the  street  corners,  and  I can’t  go  chasing 
around  and  collecting  money  for  you  be- 
cause I haven’t  the  physical  energy,  but  let 
me  talk.  I’m  fairly  articulate.  Let  me 
talk  to  a fellow  patient  who  needs  help. 
Sometimes  doctors  or  medical  students 
need  help.  Anyone!”  I wanted  no  re- 
ward, I just  wanted  to  help.  Now  I know 
why  God  spared  me:  to  do  His  works. 

For  me  to  give  of  myself  to  others  so  that 
they  may  realize  that  life  is  a very  precious 
commodity,  and  it  should  be  used  to  its 
fullest  capacity;  that  you  can  live  with  a 
cancer.  It’s  hard,  but  you  can.  I ask  you, 
who  reaps  the  greatest  reward  and  from 
whom?  I’ve  found  over  and  over  again 
with  everybody  that  I have  met  whom 
I’ve  tried  to  help  in  any  way  that  I have 
gotten  much  more  back  than  what  little  I 
gave. 

You  know,  when  a person  has  a so-called 
“incurable”  disease — I say  “so-called”  be- 
cause you  doctors  are  working  so  hard  that 
it  can’t  really  be  “incurable” — the  fact 
that  we  are  human  beings,  with  the  emo- 
tions of  human  beings,  sometimes  gets  lost 
in  the  shuffle.  We  live  on  hope  and  want 
to  get  well.  We  will  fight  every  inch  of  the 
way,  because  we  do  want  to  get  well. 
And  what  we  need  so  desperately  from  you 
doctors  is  encouragement  in  this  attitude. 

I can  give  an  example  of  this.  When  I 
was  first  in  the  hospital  I had  known  I had 
Hodgkin’s  disease  for  only  four  days,  and 
I don’t  think  the  full  impact  of  it  had  hit 
me  yet.  When  the  medical  students 
would  come  around,  they  would  kind  of 
pat  me  on  the  head  and  say,  “You’re 
going  to  be  all  right,  don’t  worry.”  Well, 


how  in  the  devil  did  they  know  I was  going 
to  be  all  right?  My  own  doctor  didn’t 
know.  They  wanted  to  do  something,  but 
they  didn’t  know  what  to  do.  They  were 
at  a complete  loss  as  to  what  to  say.  I 
had  finally  started  to  cry,  and  great  globs 
of  tears  came  for  the  first  time,  when  Dr. 
Smith  came  into  my  room  and  sat  down. 
He  said,  “What’s  wrong,?”  And  I said, 
“Oh,  Dr.  Smith,  I am  so  scared.”  And  he 
said,  “Of  course  you’re  scared.  If  I were 
in  your  boots  I’d  be  scared  too.  And  if 
you  want  to  cry,  cry.  It’s  the  best  thing 
for  you.”  This  is  compassion  of  one  hu- 
man being  for  another.  This  compassion 
seems  to  get  lost  in  the  shuffle.  We  need 
your  help.  We  are  numbers,  sure,  but 
we’re  not  only  case  studies,  by  George, 
we’re  human  beings  who  want  to  get  well. 
So  treat  us  this  way. 

Dr.  McKegney : Thank  you.  (Patient 
left  the  room  with  help.) 

Dr.  Bertino,  who  has  worked  closely 
with  the  patient  and  many  other  patients 
with  terminal  illnesses,  will  say  a few  words. 

Joseph  Bertino , M.D.:  The  patient  ex- 

emplifies one  of  the  most  formidable  prob- 
lems we  face  in  medicine  today:  caring 

for  the  patient  with  incurable  disease. 
The  symptoms  of  the  primary  disease  it- 
self are  hard  enough  on  the  patients.  In 
addition,  the  patients  suffer  constant  com- 
plications, either  of  the  disease  or  of  treat- 
ment. This  woman  has  had  almost  every 
imaginable  complication:  pathologic  rib 

fractures,  hemolytic  anemia,  esophageal 
and  bronchial  compression,  and  spinal 
cord  involvement,  to  name  just  a few. 
One  of  the  most  effective  drugs  we  use  has 
a peculiar  side-effect:  a depression  that 

lasts  for  a day  or  two  after  it  has  been  ad- 
ministered. You  can  imagine  the  impact 
of  this. 

These  patients  are  forever  presenting  us 
with  new  problems  necessitating  constant 
vigilance  and  careful  medical  attention. 
Patients  with  incurable  disease  become 
very  demanding.  This  patient’s  depend- 
ency on  others  for  assistance  and  support 
in  every  aspect  of  her  life  and  activity  has 
at  times  reached  such  proportions  that  the 
professional  and  nursing  staffs  avoid  her. 
Such  patients  frequently  may  require 
emergency  care,  and  you  really  can’t 
give  up  on  them  when  there  is  a reason- 
able chance  of  obtaining  a remission. 
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Trying  to  get  a terminal  patient  into  the 
hospital  is  a real  problem.  We  make  a 
value  judgment:  Should  a person  with  a 

malignant  disease  take  up  a bed  and  per- 
haps thereby  compromise  the  care  of 
another  person  with  a curable  disease? 
Moreover,  one  has  to  deal  with  the  resist- 
ance of  the  house  staff  and  the  other  hos- 
pital personnel,  who  don’t  want  to  be  in- 
volved in  such  a complicated  and  un- 
pleasant situation. 

How  do  we  try  to  handle  these  problems? 
First  of  all,  I try  to  be  as  honest  as  possible 
with  the  patients.  I tell  them  what  they 
have,  which  drugs  they  are  going  to  get,  or 
which  procedures  we  are  going  to  do,  and 
why  they  are  being  done — insofar  as  I feel 
they  can  take  the  truth.  The  optimal 
times  to  tell  a patient  that  he  has  an  in- 
curable disease  are  when  the  patient  feels 
better,  after  some  kind  of  remission  from 
treatment,  and  when  he  seems  to  be  in- 
terested in  knowing  what  he  has  or  actually 
solicits  information.  The  way  to  tell  a 
patient  he  has  an  incurable  disease  is  to 
point  out  in  an  optimistic  way  the  possi- 
bilities of  longer  survival  and  of  new  de- 
velopments in  treatment  and  to  present  the 
facts  with  a measure  of  hope.  We  must 
convince  ourselves,  too,  for  if  we  don’t 
share  some  degree  of  optimism,  it  will 
surely  affect  the  patient’s  perceptions  and 
reactions  to  the  facts  and  information. 

Dr.  McKegney : In  preparing  her 

“speeches”  to  groups  of  medical  students, 
chaplains,  and  social  workers,  the  patient 
has  been  able  to  divert  her  attention  from 
her  own  symptoms  and  to  concentrate  on 
and  reinforce  her  very  positive  philosophy. 
Of  course,  the  fact  that  she  has  to  talk  to  a 
group  at  some  fixed  date  in  the  future 
carries  with  it  the  implicit  assumption  that 
she  will  be  alive  to  do  so.  I believe — and 
of  course  I can’t  prove  it — that  such  an 
obligation  to  be  present  at  one  particular 
talk  in  the  recent  past  tided  her  over  a 
crisis  that  might  otherwise  have  proved 
fatal. 

Formal  discussion 

Albert  Solnit,  M.D.:  I’m  still  reeling 

from  the  impact  of  the  patient’s  very 
dramatic  account  of  her  struggle  with 
death.  I am  reminded  that  physicians 
and  other  people  in  the  healing  professions 


have  the  same  responsibilities  to  a person 
who  is  dying  as  they  have  toward  those 
who  do  not  have  an  incurable  disease:  to 

relieve  pain,  to  familiarize  the  patient  with 
reality  as  he  is  able  to  cope  with  it,  and  to 
enable  him  to  cope  better  with  this  reality 
in  terms  of  both  his  own  inner  resources 
and  the  outer  resources  available  to  him. 
The  physician’s  responsibility  is  to  help  a 
person  die,  when  dying  is  the  task  the 
patient  must  master. 

My  first  professional  encounter  with  the 
dying  patient  came  when,  as  a senior 
medical  student,  I was  assigned  a very 
attractive,  young  married  woman  who  had 
acute  myelogenous  leukemia.  She  wanted 
to  form  an  attachment,  to  talk  to  me 
daily,  and  to  keep  in  touch  with  me  when 
she  left  the  hospital.  I went  to  see  a very 
wise  physician,  a psychiatrist  and  analyst 
named  Jacob  Kasanin,  M.D.,  who  was 
my  supervisor.  After  he  heard  the  story, 
he  said  that  he  thought  it  might  be  helpful 
to  the  patient  if  she  could  stay  in  touch 
with  me.  But  then  he  looked  at  me  and 
said,  “But  tell  me,  do  you  think  it  will  hurt 
you?”  This  is  a fundamental  theme  in 
our  discussion:  Professional  personnel 

tend  to  avoid  getting  overly  involved  with 
dying  patients  because  of  the  psychic  pain 
they  themselves  experience  in  working 
with  such  patients. 

My  next  encounter  was  as  a resident  in 
psychiatry,  when  a fifty-three-year-old 
man  was  referred  to  me  in  the  outpatient 
clinic  for  “opium  addiction.”  Eighteen 
months  previously  he  had  had  a nodule  re- 
moved from  his  kidney.  The  nodule  was 
cancerous  but  had  been  completely  local- 
ized. As  far  as  anyone  could  tell,  there 
was  no  evidence  of  metastasis.  It  looked 
like  a good  surgical  cure.  The  patient, 
however,  had  become  very  anxious,  had 
been  unable  to  work,  and  shopped  around 
town  to  get  physicians  to  prescribe  various 
kinds  of  opiates,  to  the  point  of  possible 
addiction.  When  I saw  him,  he  looked 
very  sick  to  me,  not  only  psychologically 
but  physically.  Since  I was  still  rather 
fresh  from  my  own  pediatric  residency,  I 
asked  for  follow-up  films,  although  there 
had  been  a very  careful  and  conscientious 
follow-up  of  this  patient.  Thus,  I was  the 
one  who  had  the  fortune  or  misfortune  to 
order  the  film  that  first  showed  the  metas- 
tases  finally  bursting  forth  all  over  this 
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man’s  body.  In  my  contact  with  him  he 
was  very  demanding,  very  angry,  and 
terribly  frightened.  It  became  clear  that 
he  was  not  addicted  to  opiates  but  rather 
was  addicted  to  fear  and  the  fear  of  dying. 
He  was  suffering  the  most  exquisite  psycho- 
logic pain  because  of  this  fear  of  dying  and 
his  fear  that  he  would  be  alone  and  helpless. 
He  was  in  a panic  because  he  didn’t  know 
what  would  happen — this,  in  spite  of  the 
fact  that  he  belonged  to  a religious  de- 
nomination in  which  there  is  a promise  of 
life  after  death. 

Today  we  have  heard  of  how  difficult  it  is 
to  distinguish  psychic  from  organic  pain. 
Usually,  they  coexist  in  the  dying  patient, 
and  each  is  worthy  of  understanding  and 
relief.  Lately,  we  have  become  aware  of 
some  of  these  problems  in  patients  who 
require  peritoneal  dialysis  when  their  kid- 
neys are  no  longer  functioning.  At  what 
point  does  the  pain  due  to  fear  become 
much  more  significant  than  the  pain  from 
the  disease  or  the  treatment  of  that  con- 
dition? 

I am  reminded  of  the  little  girl  on  the 
pediatric  ward  who  said  to  me,  “You  know, 
I have  leukemia,  but  I’m  not  supposed  to 
know  about  it.”  I am  absolutely  con- 
vinced that  every  patient  who  has  been 
sick  for  any  length  of  time  with  a fatal 
disease  senses  it.  I don’t  say  they  know, 
but  rather  they  sense  that  they  have  this 
disease.  I think  sometimes  we  get  caught 
up  in  a conspiracy  on  the  part  of  the  patient 
or  his  family,  who  insist  that  they  can’t 
stand  to  know  that  the  patient  knows  that 
he  is  dying.  This  results  in  the  painful 
dilemma  referred  to  by  Dr.  Scheig.  It  is 
obvious  that  one  has  to  respect  both  the 
pain  of  the  family  and  the  pain  of  the 
patient.  It  was  a tremendous  relief  to 
this  child  to  know  that  it  was  all  right  to 
talk  to  someone  about  what  she  already 
had  heard,  sensed,  and  even  figured  out. 
She  had  been  following  all  the  news  re- 
leases on  leukemia  for  some  time,  the 
fund-raising  activities  for  leukemia,  and  so 
forth.  This  child  demonstrated  that,  al- 
though knowledge  of  the  facts  may  be 
fearsome  and  frightening,  it  can  be  all  the 
more  painful,  bewildering,  and  disorganiz- 
ing if  you  don’t  know  or  are  not  allowed  to 
know  the  facts.  Of  course,  as  Dr.  Bertino 
says,  there  are  patients  who  don’t  want  to 
know  that  they  are  dying.  Actually,  the 


man  with  the  renal  neoplasm  told  me  in  a 
half  a dozen  ways,  “Please  don’t  tell  me 
I’m  dying;  that’s  what  I’m  afraid  of. 
Don’t  tell  me  about  it.  I don’t  want  to 
know  about  it.”  We  tried  to  respect  his 
tolerances  and  still  tell  him  what  a given 
injection  was,  why  he  was  getting  certain 
pills,  and  generally  serve  as  a navigator 
within  the  realm  of  his  own  tolerance  for 
knowing  what  was  happening. 

Why,  lately,  has  there  been  so  much  in- 
creased interest  in  studying  the  problem 
presented  by  dying  persons?  In  part,  ob- 
viously, it  is  because  we  are  now  able  to 
master  acute  illness  and  are  concentrating 
more  on  chronic  illnesses,  especially  cancer, 
as  longevity  increases.  However,  I suspect 
we  are  more  ready  to  study  the  dying  pa- 
tient at  the  present  time  in  order  to  cope 
with  some  of  our  own  perception  of  the 
fact  that  man  is  now  capable  of  total  de- 
struction. The  unleashing  of  nuclear  energy 
as  a massive,  destructive  force  has  an 
effect  on  psychologists,  physicians,  and 
social  workers.  We  find  some  relief  in 
studying  and  helping  the  patient  cope  with 
dying  because  we  can  thereby  cope  with 
our  own  deficiencies  in  dealing  with  the 
impact  of  the  threat  of  nuclear  warfare  and 
its  consequence  of  total  destruction. 

Review  of  the  literature 

Richard  A.  Isay,  M.D.:  It  seems  clear 

from  this  presentation  that  we  must  re- 
evaluate the  widely  held  belief  that  talk- 
ing about  dying  with  the  seriously  ill 
patient  removes  hope,  and  is  injurious. 

Based  on  more  than  3,500  hours  of  in- 
dividual psychotherapy  with  the  dying, 
Leshan  and  Leshan1  conclude  that  by 
emphasizing  the  patient’s  capacity  to  live 
fully  in  the  time  remaining,  therapy  can 
lessen  the  pain  of  his  final  hours.  They 
observe  that  patients  suffering  from  neo- 
plastic disease  weaken  their  ties  to  others 
and  become  increasingly  isolated.  The 
therapist’s  presence  “provides  the  oppor- 
tunity for  a strong  cathexis”  and  mitigates 
loneliness.2 

Feifel3  also  maintains  that  patients  with 
terminal  illness  withdraw  from  previously 
important  relationships.  He  speculates 
that  this  has  to  do  in  part  with  the  patient’s 
reaction  to  the  anxiety  and  fear  felt  by 
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family,  friends,  relatives,  and  hospital 
personnel.  The  vast  majority  of  seriously 
ill  and  terminal  patients  are  grateful  for 
the  opportunity  to  clarify  their  thoughts 
and  feelings  about  dying.  It  is  we,  “the 
living,”  who  “close  off  the  avenues  for 
their  accomplishing  this.”3  Today  we 
saw  how  the  house  staff  withdrew  from 
Case  2.  The  same  was  true  of  Case  1, 
as  their  light  banter  served  equally  effec- 
tively to  push  her  away.  Although  ini- 
tially Case  1 appeared  unwilling  to  talk 
about  dying,  her  readiness  to  speak  as 
death  approached  became  quite  evident. 

Eissler4  asserts  that  the  psychiatrist  has 
a rightful  place  at  the  side  of  the  deathbed. 
In  3 case  histories  he  demonstrates  that 
treatment  must  center  about  the  “gift” 
situation;  that  is,  about  the  presentation 
of  a real  or  symbolic  gift  that  is  experienced 
by  the  patient  as  the  physician’s  giving 
him  a part  of  his  own  life.  This  may 
greatly  reduce  the  sting  of  death. 

In  their  work,  Weisman  and  Hackett5 
have  formulated  a concept  of  the  “appro- 
priate death.”  They  have  found  that  the 
psychiatrist  can  be  beneficial  when  he 
assists  the  patient  in  recognizing  death  as  a 
fulfillment  of  life,  by  encouraging  the 
patient  to  achieve  a positive  self-image  and 
to  continue  his  activities  and  relation- 
ships. They  maintain  that  “if  a physician 
can  successfully  reconcile  the  dying  patient 
to  his  death,  it  will  be  because  the  image  of 
being  an  abandoned,  impersonal  dead 
body  has  been  replaced  by  the  prospect  of 
the  dignified  death  of  a significant  in- 
dividual.” 

Dr.  Solnit  has  mentioned  that  one  of  the 
great  difficulties  in  working  with  the  dying 
patient  is  the  extent  and  degree  of  anxiety 
aroused  in  the  physician.  The  greatest 
difficulty  in  doing  psychotherapy  with  the 
dying  comes  from  the  therapist’s  own  un- 
resolved feelings  about  death  and  the 
finiteness  of  his  own  life.  In  a pilot  study, 
Feifel  and  Heller6  have  indicated  that  as  a 
group,  physicians  are  more  afraid  of  death 
than  nonphysicians.  Work  with  the  dying 
reactivates  their  own  fears  and  the  guilt 
associated  with  death  wishes  toward  signif- 
icant persons.  Another  difficulty  ex- 
perienced by  physicians,  whose  function  is 
to  sustain  life,  is  that  the  patient  “repre- 
sents a denial  of  his  essential  skill.” 

Even  the  investigator  of  this  subject 


must  face  similar  anxieties.  Furthermore, 
the  difficulty  in  obtaining  the  cooperation 
of  hospital  personnel  for  what  may  be 
considered  inhuman  or  sadistic  research  is 
often  immense.7  There  are  many  in- 
teresting hypotheses  that  need  more  thor- 
ough investigation:  that  dying  patients 

loosen  ties  to  significant  persons  in  prep- 
aration for  their  death;  that  there  is  a 
change  in  the  quality  and  quantity  of  care 
given  the  patient  by  hospital  personnel; 
and  that  the  dying  are  made  anxious  and 
depressed  by  their  feelings  of  abandonment. 

Open  discussion 

Earle  L.  Biassey,  M.D.:  Case  2 has 

been  in  therapy  with  me  for  more  than 
three  years.  She  has  a very  strong  trans- 
ference relationship  with  me,  a sort  of  de- 
manding dependency.  She  has  two  modes 
of  defense.  First,  she  uses  anger.  Part  of 
her  defense  now  is,  “I  can’t  die  and  leave 
my  son  here  in  the  hands  of  that  bastard, 
my  husband.”  This  is  a very  strong 
driving  force  toward  survival.  There  is 
additional  anger  toward  the  churches  and 
charitable  organizations,  which,  she  feels, 
collect  money  and  offer  help  and  love,  but 
when  the  individual  like  herself  needs 
something  specific,  it  is  not  forthcoming. 
Her  second  mode  of  defense  is  her 
identification  with  physicians.  She  has  a 
great  need  for  knowledge  and,  having  ob- 
tained plenty  of  information  about  her- 
self, she  could  probably  teach  many  of  us 
something  about  Hodgkin’s  disease.  Her 
talking  here  is  another  way  of  identifying 
with  the  physicians  and  the  people  in  the 
healing  professions. 

The  goal  of  therapy  has  been  to  improve 
her  self-image.  I think  the  sense  of  self- 
importance  that  she  now  has,  partially  as  a 
result  of  being  able  to  be  important  to  you, 
is  the  one  thing  that  has  kept  her  from  not 
facing  death  directly.  We  should  not  in- 
fer, however,  that  she  has  no  fear  of 
dying.  She  is  able  to  avoid  facing  death 
most  of  the  time,  but  when  she  does  be- 
come frightened  about  the  imminence  of 
death  and  is  able  to  talk  about  it,  she  de- 
velops a kind  of  hope  that  she  can  over- 
power it.  My  approach  has  been  to  point 
out  to  her,  I think  quite  realistically,  that 
we  don’t  know  everything  about  Hodgkin’s 
disease  and  dying.  I tell  her  we  have  just 
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scratched  the  surface  in  terms  of  what  we 
can  do.  My  purpose  is  to  have  her  focus  on 
what  she  can  do  rather  than  on  what  she 
can’t  do.  When  she  dies,  at  least  she’ll  be 
sort  of  pointing  upward. 

Kenneth  A.  Chandler,  M.D.:  First, 

I would  like  to  comment  on  the  hypothesis 
of  Dr.  Isay  that  patients  tend  to  loosen 
their  associations  or  investments  with 
others.  I,  too,  have  felt  that  this  is  partly 
because  of  the  patients’  reactions  to  counter- 
transference on  the  part  of  the  people  who 
are  attempting  to  work  with  them.  Nor- 
ton’s8 article  in  The  Psychoanalytic  Study 
of  the  Child  points  to  this  quite  well. 

If  one  looks  at  the  dying  process  as 
composed  of  different  elements,  then  our 
method  of  approach  to  patients  should  be 
flexible.  You  and  I are  aware  of  the  exist- 
ence of  death;  that  is,  death  exists  in  a 
general  sense  but  is  not  yet  personalized 
or  of  vital  concern  to  us  as  individuals. 
For  people  with  carcinoma  or  other  ter- 
minal illnesses  whose  physical  awareness 
of  their  dying  is  not  yet  acute,  denial,  re- 
pression, and  isolation  serve  as  satisfactory 
defenses.  In  the  third  group  the  patient 
has  the  presentiment  of  death;  he  is 
acutely  aware  at  every  moment  that  this 
may  be  the  time  he  is  going  to  die.  The 
approach  to  people  in  this  last  group  should 
obviously  be  different  from  the  treatment 
of  those  who  have  other,  lesser  degrees  of 
awareness.  I’m  not  so  sure  about  “ana- 
lyzing” this  awareness  at  the  moment.  I 
think  Norton,8  along  with  several  others, 
has  suggested  that  when  the  patient  has 
become  sensitive  to  our  impotence,  we 
might  best  handle  the  situation  by  pre- 
senting a picture  of  inordinate  strength  and 
indestructibility.  In  my  experience  with 
patients  I have  been  seeing  in  a group,  I 
have  found  that  they  responded  to  the  ex- 
pressions of  indestructibility  on  my  part 
as  they  would  to  an  anchor.  This  en- 
abled them  to  invest  and  form  a relation- 
ship. They  became  very  angry  when  I let 
them  know  by  my  behavior  that  I was 
afraid,  that  I was  anxious,  or  that  I was 
inept. 

Thomas  Detre,  M.D.:  Dying  means 

dying  from  a disease.  Disease  and  the 
treatment  the  patient  is  receiving  may  alter 
mood  and  mentation  in  different  ways.  It 
modifies  the  patient’s  awareness,  percep- 
tion, denial,  and  repression,  with  subse- 


quent fragmentation  of  personality  func- 
tioning. The  disease  may  change  the 
patient’s  input  regulation,  ability  to  in- 
tegrate perceptual  cues,  and  the  function- 
ing of  psychologic  defenses  and  lead  to  the 
emergence  of  more  or  less  disorganized 
material.  For  example,  in  Case  1 the 
evolution  of  denial,  fluctuating  mood,  and 
crying  is  the  rule  and  not  the  exception. 
This  is  not  wholly  determined  by  person- 
ality factors  but  by  organic  factors  in  the 
patient’s  brain  functioning  as  well.  Be- 
fore we  address  ourselves  to  what  kind  of 
“input”  the  patient  requires,  a thorough 
examination  of  his  mental  status,  person- 
ality, and  mental  functioning  is  required. 

Dr.  McKegney:  I think  that  that  is  a 

very  good  point.  Case  2 was  less  attentive 
and  had  more  difficulty  in  concentrating 
today  than  in  the  recent  past.  This  may 
be  owing  to  medication  or  to  the  Hodgkin’s 
disease  itself,  but  certainly  our  approach  to 
her  on  this  date  would  be  different  from 
when  she  is  cognitively  clearer  and  less 
disorganized. 

Robert  J.  Lifton,  M.D.:  I would 

like  to  add  some  comment  on  the  basis  of 
my  work  with  survivors  of  disasters  such 
as  the  atomic  bomb  destruction  in  Japan. 
The  theories  that  have  been  discussed  here 
and  in  the  literature  leave  out  what  I 
think  is  a central  issue,  a concept  known  in 
centuries  of  religious  practice,  although  in 
a different  formulation — one  that  we  seem 
to  ignore  psychiatrically.  Very  simply, 
the  need  of  the  dying  patient — and  the 
need  of  all  of  us,  too — for  a sense  of  im- 
mortality. I don’t  mean  that  in  a theo- 
logic  sense  but  in  the  sense  that  one 
leaves  behind  something  enduring,  which 
does  not  cease  with  the  fact  of  biologic 
death.  We  all  work  psychologically 
toward  this  sense  of  immortality  during  all 
of  our  lives,  and  at  the  moment  when  one 
becomes  aware  that  he  is  dying,  it  be- 
comes a more  pressing  issue. 

I would  also  like  to  re-emphasize  the 
physician’s  double  problem  in  treating  the 
dying  patient.  To  treat  dying  patients 
takes  great  courage.  The  physician  is  the 
therapist  in  the  traditional  sense.  He  is 
also  a survivor,  that  is,  he  goes  on  living, 
and  the  patient  whom  he  is  treating  dies. 
This  problem  is  shared  by  the  patient’s 
parents  or  relatives.  Physician  and  family 
have  a special  responsibility;  they  provide 
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support,  but  the  patient  is  dying  in  spite  of 
this.  As  a result,  I think  their  guilt  is 
magnified. 

Robert  M.  Armstrong,  M.D.:  For  a 

little  over  two  years,  I have  had  the  oppor- 
tunity to  treat  intensively  2 dying  patients. 
Both  patients  developed  a pattern  of  com- 
plaining or  demanding  that  permeated  all 
their  relationships  and  became  very  intense 
in  therapy.  The  behavior  was  a strong 
attempt  to  get  everyone  else  to  acknowl- 
edge that  somehow  the  patients  had  been 
mistreated  and  therefore  deserved  some 
special  consideration.  Both  patients  di- 
rected this  specifically  at  the  mother,  whom 
they  held  responsible  for  their  defective 
state  and  unhappy  experiences.  This  com- 
plaining was  also  an  attempt  to  get  people 
to  acknowledge  that  the  patient  was  not  to 
blame.  This  means,  of  course,  that  some- 
how the  patient  felt  responsible  for  be- 
coming defective,  guilty  of  originally 
having  caused  the  mother  to  mistreat 
them.  The  2 patients  also  tried  to  get 
people  to  acknowledge  what  Case  2 said 
explicitly:  that  they  were  “special,”  in  the 

sense  that  they  had  brushed  with  death 
and  had  survived.  As  a result,  they  do 
not  have  to  fear  the  experience.  One  of 
the  things  most  frightening  to  the  dying 
patient  is  the  awareness  that  he  has  not 
been  through  it  all  before  and  therefore 
that  he  may  have  something  more  to  fear. 

Theodore  Lidz,  M.D.:  We  have  not 

touched  on  the  problem  of  the  physician’s 
not  knowing  when  to  let  matters  go.  This 
is  not  too  pertinent  in  the  case  of  a young 
person,  such  as  Case  1,  with  whom  there  is 
much  reason  for  continuing  to  work,  with 
the  hope  of  long-lasting  improvement. 
However,  I have  seen  very  elderly  persons 
who  are  quite  willing  to  die,  who  are  al- 
most fighting  physicians  to  stop  giving  the 
transfusions  or  whatever  it  might  be  and 
to  let  the  inevitable  happen  rather  than  let 
life  go  on  for  a few  more  days  or  weeks. 

One  of  the  critical  things,  already 
emphasized  is  that  when  patients  know 
they  are  going  to  die,  they  are  apt  to  desire 
closeness  with  the  people  who  are  meaning- 
ful to  them:  their  relatives  or  personal 

physician.  Too  frequently,  however, 
everyone  is  afraid  of  closeness  to  the  patient 
because  of  an  inability  to  talk  about  or  han- 
dle the  situation.  Often,  the  psychiatrist 
is  the  only  person  willing  to  listen  to  the 


patient.  Letting  the  patients  know  they 
are  dying  may  permit  the  relatives  to  re- 
late to  them  again,  and  this  is  the  preferred 
situation. 

Stephen  Fleck,  M.D. : Today’s  2 cases 

point  out  the  fact  which  Dr.  Detre  high- 
lighted, that  there  is  no  one  way  to  talk  of, 
deal  with,  help,  or  treat  the  dying  patient. 
This  depends  very  much  on  the  individual 
patient,  as  we  have  seen  in  the  2 cases 
presented  today.  I want  to  add  one 
rather  important  point  in  connection  with 
Dr.  Solnit’s  and  Dr.  Lifton’s  remarks. 

Our  need  to  go  back  as  we  are  doing  now, 
to  talk  about  the  problem  of  dying,  and  to 
try  to  educate  ourselves  not  only  has  to  do 
with  the  over-all  political  situation  but 
also  bespeaks  our  personal  comparative 
unpreparedness  to  deal  with  death.  Our 
age  is  such  that  many  of  us  never  came  into 
contact  with  death  before  medical  school, 
and  others  may  not  meet  the  fact  of  death 
until  middle  age.  This  is  in  contrast 
with,  let  us  say,  a century  ago,  when 
practically  everybody,  if  he  had  any  sib- 
lings, was  likely  to  have  experienced  at 
least  one  death  within  the  family.  As  a re- 
sult, almost  everyone,  as  well  as  the  family 
as  a group,  had  developed  ways  of  coping 
with  death  and  with  the  experience  of  sur- 
viving. They  had  become  aware  that, 
despite  the  death  of  one  person,  a con- 
tinuity and  survival  of  many  important 
things  exists.  Many  of  us  cannot  recog- 
nize this  fact,  and  to  us,  in  our  inexperience, 
everything  seems  to  stop  with  death. 

Four-month  follow-up 

Case  1.  The  patient  has  improved  to 
the  point  where  she  can  tolerate  a 60-Gm. 
protein  diet  and  lead  a physically  active 
life.  Following  this  conference,  Dr.  Scheig 
enlisted  the  aid  of  the  social  service  depart- 
ment, with  the  result  that  the  girl  is  work- 
ing two  days  a week  as  a volunteer  aide  on 
the  pediatric  service  of  the  hospital. 
More  important,  Dr.  Scheig  has  been  able 
to  talk  directly  with  her  about  her  liver 
disease,  and  he  has  had  little  or  no  contact 
with  her  mother  in  the  past  three  months. 
The  girl  drops  into  his  office  every  two 
weeks  or  so  and  talks  with  him  about  her 
diet,  her  minimal  symptoms,  and  her  plans 
for  returning  to  college  or  getting  a job. 
She  is  optimistic,  while  more  aware  of  the 
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nature  of  her  chronic  and  serious  illness. 
Whether  or  not  her  independent  and  real- 
istic relationship  with  Dr.  Scheig  will  con- 
tinue when  her  medical  condition  deterio- 
rates remains  to  be  seen. 

Case  2.  Three  weeks  following  this 
conference,  the  physicians  treating  this 
patient  made  a decision,  in  conjunction 
with  the  psychiatrist  and  social  worker,  to 
begin  planning  to  transfer  her  to  a con- 
valescent home.  The  goal  was  to  solidify 
further  the  moderate  improvement  of  her 
Hodgkin’s  disease,  which  had  taken  place 
in  the  hospital,  and  to  build  up  her  strength 
prior  to  her  returning  home.  It  was  an- 
ticipated, however,  that  she  would  view 
this  as  a rejection  by  her  physicians  and  as 
an  indication  of  her  disease  being  “in- 
curable,” since  she  was  not  in  a true  re- 
mission. The  patient,  already  slightly  de- 
pressed after  nine  weeks  of  a stormy  hos- 
pitalization, fulfilled  these  anticipations, 
despite  the  well-organized  multifaceted 
approach  to  her  during  this  planning. 
She  became  much  more  depressed,  verbal- 
ized feelings  of  rejection,  anger,  and  hope- 
lessness, and  became  resigned  to  the  reality 
of  the  transfer.  However,  she  was  unable 
to  mobilize  her  former  attitudes  of  op- 


timism, of  “fighting  the  disease  every  step 
of  the  way,”  and  of  “having  a mission  in 
life.”  Early  on  the  morning  of  the  day  of 
transfer,  she  suddenly  had  several  episodes 
of  massive  hematemesis  and  died.  An 
autopsy  showed  involvement  of  the  entire 
gastrointestinal  tract  with  Hodgkin’s  dis- 
ease, without  any  specific  bleeding  site 
being  found.  Careful  investigation  re- 
vealed no  evidence  of  any  self-induced  ex- 
ogenous factors  in  the  hemorrhage. 
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Large  Lesion  in  Rectum 


Case  history 

The  patient  is  a fifty-nine  year-old  white 
male,  mildly  diabetic,  with  a two-month 
history  of  progressive  weight  loss  associated 
with  anorexia  and  fatigue.  About  a week 
prior  to  admission,  he  noticed  increasingly 
severe  diarrhea  with  occasional  traces  of 
red  blood  on  the  toilet  paper,  but  he  had  no 
gross  melena,  nausea,  vomiting,  or  abdom- 
inal pain  and  no  history  of  fever  or  chills. 
He  said  that  he  had  fainted  a few  times 
prior  to  admission. 

Physical  examination  revealed  a pale, 
lethargic,  severely  dehydrated  man  who 
had  normal  blood  pressure  and  vital  signs 
and  who  was  afebrile.  There  was  no  lym- 
phadenopathy  or  jaundice.  His  chest, 
heart,  and  abdomen  were  all  unremarkable. 
The  rectal  examination  showed  a rounded 
pedunuculated  polyp  on  the  right  side  of 
the  rectum.  The  hematocrit  was  45;  the 
white  blood  count  was  29,000,  with  a nor- 
mal differential.  The  urine  was  clear;  his 
sodium  was  121  mEq.,  potassium  2.7  mEq., 
and  carbon  dioxide  20.5  mEq.  per  liter. 
The  fasting  blood  sugar  was  125  mg.  per  100 
cc.,  and  the  blood  urea  nitrogen  was  150 
mg.  per  100  cc.  His  total  proteins  were 
6.2  Gm.  per  100  cc.  with  a normal  albumin- 
globulin  ratio. 

Radiologic  discussion 

Charles  Bender,  M.D.f:  A plain 

* Present  address:  Chief  of  Diagnostic  Radiology,  Santa 
Barbara  Cottage  Hospital,  Santa  Barbara,  California. 

t Formerly  Resident  in  Radiology,  State  University  of 
New  York  Upstate  Medical  Center  in  Syracuse.  Now 
Instructor  in  Radiology,  University  of  Florida  Medical 
Center,  Gainesville,  Florida. 


radiograph  of  the  abdomen  was  obtained. 
The  bones  are  normal.  There  is  a soft 
tissue  density  within  the  pelvis.  There  is 
a considerable  amount  of  stool  in  the  colon 
and  some  gas,  I believe,  within  the  small 
bowel.  I see  no  gas  overlying  the  area  of 
soft  tissue  density,  and  it  appears  that  the 
rectosigmoid  is  displaced  to  the  left. 

The  barium  enema  demonstrates  con- 
siderable irregularity  on  the  right  side  of 
the  rectum  (Fig.  1).  The  presacral  space  is 
not  increased.  The  irregularity  seen  cer- 
tainly is  not  a small  polyp ; rather  it  appears 
as  a large  defect  extending  from  the  anus  up 
a considerable  distance. 

A physician:  How  do  you  explain  this 
man’s  diarrhea  in  view  of  what  we  see  here? 

Dr.  Bender:  Well,  the  colon  is  cer- 

tainly not  obstructed  in  a retrograde  fash- 
ion. The  mass  may  partially  obstruct  the 
stool  coming  to  it  from  the  other  direction. 

A physician:  He  has  tremendous  ob- 

stipation apparent  on  the  films.  Fre- 
quently there  is  diarrhea  associated  with 
fecal  impaction,  but  here  there  is  hard  stool 
obviously  filling  most  of  the  colon,  and 
diarrhea  would  have  to  be  originating  from 
the  small  bowel.  When  you  see  a lesion 
this  large  in  the  rectum,  what  sort  of  lesion 
would  you  think  it  might  be? 

Dr.  Bender:  If  a small  polyp  is  all  that 

could  be  felt,  I would  think  that  villous  ade- 
noma might  be  a good  possibility.  These 
lesions  are  frequently  not  recognized  on 
palpation.  Diarrhea,  or  at  least  mucous 
discharge,  is  common  with  these  lesions. 
In  addition,  people  with  villous  adenomas 
lose  tremendous  amounts  of  water,  elec- 
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FIGURE  1.  (A)  Coned  down  view  of  rectum. 
Large  bulky  mass  involves  right  side  of  rectum. 
(B)  Whole  colon  retains  stool  suggesting  at  least 
partial  obstruction. 


FIGURE  2.  Biopsy  of  tumor  (hematoxylin  and 
eosin  stain). 


was  described  by  the  surgeon  at  the  time  of 
biopsy  as  a voluminous  velvety  lesion  on 
the  right  wall  of  the  rectum  extending  from 
4 cm.  all  the  way  up  to  14  cm.  We  re- 
ceived multiple  biopsies.  These,  on  section, 
show  long  finger-like  processes  coming  out 
from  the  central  core  of  tissue  (Fig.  2). 
These  long  fronds  are  lined  by  extremely 
tall  columnar  epithelium.  This  is  the 
typical  pattern  of  a villous  adenoma,  in 
contrast  to  the  more  common  adenomatous 
polyp.  In  many  areas  there  are  large  cells 
which  look  as  though  they  might  be  ac- 
tively producing  mucus.  In  one  section 
there  is  some  loss  of  polarity  of  nuclei  with 
many  of  the  nuclei  lying  toward  the  surface 
of  the  cells,  indicating  some  degree  of 
atypia. 

Large  villous  adenomas  such  as  this  are 
notorious  for  harboring  within  them  areas 
of  invasive  carcinoma  which  are  easily 
missed  by  random  biopsies.  This  fact  must 
therefore  be  taken  into  account  when  con- 
sidering treatment. 


trolytes,  and  proteins,  resulting  in  severe 
dehydration  and  electrolyte  imbalance. 

Dr.  Bender's  diagnosis 

Villous  adenoma  of  the  rectum 

Pathologic  discussion 

Barbara  Rosenberg,  M.D.*:  This 

* Formerly  Assistant  Professor  of  Pathology,  State  Uni- 
versity of  New  York  Upstate  Medical  Center  in  Syracuse. 
Now  Associate  Professor,  Wayne  State  University  College  of 
Medicine,  Detroit,  Michigan. 


Histologic  diagnosis 

Villous  adenoma  of  the  rectum  with  focal 
atypia 
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The  classification  of  zinc  as  a dietary 
essential  for  mammals  was  confirmed  more 
than  thirty  years  ago,1  and  its  importance 
has  since  been  repeatedly  confirmed  in 
other  mammals2-7  and  in  birds.8  Vallee9  re- 
viewed the  biochemistry,  physiology,  and 
pathology  of  zinc,  but  several  aspects  of 
zinc  in  nutrition  have  since  received  em- 
phasis in  research  and  will  be  discussed 
here.  Most  clinical  and  experimental  stud- 
ies of  zinc  deficiency  have  involved  labo- 
ratory and  farm  animals,  but  a report  of  a 
dietary  zinc  deficiency  in  human  beings 
comes  from  a series  of  articles  by  Prasad 
et  al. 10-12  in  which  Egyptian  and  Iranian 
males  were  described  as  being  iron  and  zinc 
deficient.  The  symptoms  were  dwarfism; 
hypogonadism;  reduced  plasma  zinc  and 
serum  alkaline  phosphatase  levels;  reduced 
zinc  concentration  of  hair;  absence  of 
pubic,  axillary,  and  facial  hair;  and  dry- 
ness and  hyperpigmentation  of  the  skin. 
The  diets  consisted  mostly  of  bread  and 
beans,  occasionally  cheese  and  vegetables, 
but  only  infrequently  meat,  eggs,  and  milk. 
The  authors  have  stressed  that  this  syn- 
drome is  probably  not  a simple  dietary 
deficiency  of  zinc  but  that  zinc  losses  by 
sweating  and  through  blood  loss  associated 
with  infestation  may  influence  the  clinical 
picture.  The  frequency  and  distribution  of 
zinc  deficiency  in  human  beings  has  not  been 
determined,  but  data  from  measurements  of 


zinc  concentration  in  human  ribs  indicate 
rather  large  individual  differences  in  body 
zinc  storage.13 

Zinc  is  a component  of  a large  array  of 
mammalian  enzyme  systems  including  car- 
bonic anhydrase,  carboxypeptidase,  alcohol 
dehydrogenase,  glutamic  dehydrogenase, 
lactic  dehydrogenase,  and  alkaline  phos- 
phatase.9 Of  these,  serum  alkaline  phos- 
phatase levels  are  very  sensitive  to  dietary 
zinc  status,  being  sharply  reduced  in  ex- 
perimental zinc  deficiency. 

Variations  in  biologic 
availability  of  zinc  in  foods 

A classical  example  of  zinc  deficiency  in 
animals  is  the  syndrome  in  swine  character- 
ized by  growth  retardation,  anorexia,  re- 
duced efficiency  of  feed  utilization,  re- 
duced serum  alkaline  phosphatase  levels, 
and  dermatitis  (parakeratosis).  Paraker- 
atosis, which  is  responsive  to  supplemental 
dietary  inorganic  zinc  salts,  is  most  prev- 
alent in  weanling  pigs  fed  diets  containing 
25  to  40  parts  per  million  of  zinc.  Of 
particular  interest  is  the  importance  of 
naturally  occurring  dietary  factors  that 
alter  the  biologic  availability  of  zinc.  Phy- 
tic acid  has  been  shown  to  increase  the  zinc 
requirement  of  several  species  of  animals, 
and  it  has  been  proposed  that  the  higher 
requirement  in  the  presence  of  soybean 
protein  as  compared  with  milk  protein  is 
due  to  the  higher  phytic  acid  content  of  the 
former.  In  vitro  studies  have  shown  zinc 
to  form  a more  stable  complex  with  phytic 
acid  in  the  physiologic  pH  range  than 
several  other  divalent  cations,  including 
Cu++,  Co++,  Mn++,  and  Ca++.14  This  sup- 
ports the  in  vivo  observations.  Other 
chelating  agents  are  known  to  enhance  the 
utilization  of  zinc  by  turkey  poults,15  and 
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chicks. 16  These  include  ethylenediamine 
tetra-acetic  acid  and  several  similar  com- 
pounds of  varying  effectiveness.  It  is  of 
interest,  and  extreme  potential  importance, 
to  speculate  concerning  the  presence  in  com- 
mon foods  of  naturally  occurring  chelating 
agents  capable  of  reducing  or  enhancing  the 
biologic  availability  of  zinc  and  other  trace 
elements.  Scott17  recently  reviewed  some 
of  these  possibilities.  Again,  using  the  pig 
as  an  example,  data  are  available  which 
show  that  samples  of  corn  from  different 
sources,  but  containing  a similar  amount  of 
chemically  determined  zinc,  may  produce 
strikingly  different  results  in  influencing 
the  growth  rate  and  incidence  of  paraker- 
atosis in  young  pigs.18  These  differences 
in  biologic  availability  of  zinc  may  be  due 
to  the  presence  of  naturally  occurring  chelat- 
ing agents  in  corn  which  either  bind  zinc  or 
enhance  its  utilization.  It  seems  reason- 
able to  assume  that  similar  agents  may  be 
present  in  other  foodstuffs  of  plant  origin 
and  that  other  trace  elements  may  be  simi- 
larly affected. 

The  zinc  concentration  of  various  food 
materials  varies  considerably  so  that  not 
only  differences  in  availability  but  also  in 
total  intake  are  of  importance.19  For  ex- 
ample, whole  cow’s  milk  averages  3 to  5 
mg.  of  zinc  per  liter  (about  40  parts  per 
million  of  dry  matter),  while  sesame  oil  meal 
contains  104,  corn  24,  and  nonfat  dried  milk 
41  parts  per  million  of  dry  matter. 

Maternal  zinc  nutrition 

Human  and  bovine  colostrum  are  higher 
in  zinc  than  is  milk  later  in  lactation.20 
Supplemental  zinc  in  cattle  diets  has  been 
reported  to  increase  the  zinc  concentration 
of  the  milk,21  but  a significant  increase  was 
not  observed  in  porcine  milk  by  doubling 
the  level  of  zinc  in  the  diet.22  Whether  this 
represents  a species  difference  in  mammary 
transfer  of  zinc  is  not  known.  Certainly 
much  remains  to  be  learned  concerning  the 
importance  of  mammary  transfer  of  zinc 
and  other  trace  minerals  in  terms  of  the 
nutritional  status  of  the  newborn. 

Another  important  consideration  is  that 
of  placental  transfer  of  zinc  to  the  develop- 
ing fetus.  Species  differences  in  placental 
type  undoubtedly  have  an  important  in- 
fluence on  the  degree  of  fetal  storage  of 
zinc,  but  it  is  of  interest  that,  at  least  in 


swine,  the  level  of  zinc  in  the  maternal  diet 
during  pregnancy  has  a marked  positive 
relationship  to  the  zinc  concentration  of  the 
liver  and  bones  of  the  newborn.23  Prelim- 
inary work  also  indicates  that  the  level 
of  zinc  in  the  diet  of  the  sow  during  preg- 
nancy markedly  affects  postweaning 
growth  rate  of  the  offspring.22  This  ob- 
servation was  made  in  sows  fed  high-calcium 
diets  throughout  pregnancy  and  lactation.23 
It  has  been  shown  repeatedly  that  high- 
calcium  diets  aggravate  zinc  deficiency  in 
growing  pigs.24  This  suggests  that  special 
attention  should  be  given  to  maternal  zinc 
nutrition  to  insure  meeting  the  zinc  re- 
quirements of  the  newborn  for  normal 
growth  and  development. 

Zinc  toxicosis 

Animals  fed  large  doses  of  zinc  develop 
fibrosis  of  the  pancreas,25  growth  failure, 
impaired  erythrocyte  production,  and  se- 
vere anemia  in  from  three  to  five  weeks.26 
A level  of  0.1  per  cent  zinc  in  the  diet  was 
the  maximum  tolerated  by  young  swine 
without  a depression  in  growth  accompanied 
by  hemorrhage  in  the  axillary  spaces,  lymph 
nodes,  spleen,  and  ventricles  of  the  brain.27 
Somewhat  higher  levels  have  been  tolerated 
by  rats.26  The  relatively  large  difference 
between  toxic  levels  of  zinc  and  those 
present  in  common  foods  provides  a rather 
large  margin  of  safety  except  in  unusual 
cases  of  error  in  zinc  fortification  of  diets, 
so  that  attention  to  the  possibility  of  an 
inadequate  supply  or  low  biologic  availa- 
bility of  dietary  zinc  seems  of  far  greater 
importance. 

Comment 

Zinc  deficiency  has  been  produced  ex- 
perimentally in  several  mammalian  and 
avian  species  and  occurs  under  field  condi- 
tions in  animals  fed  diets  containing  high 
levels  of  calcium.  Evidence  exists  for 
naturally  occurring  chelating  agents  which 
bind  or  release  dietary  zinc  for  absorption 
and  utilization  by  the  animal.  High-cal- 
cium diets  and  diets  containing  foodstuffs 
high  in  phytic  acid  are  capable  of  producing 
zinc  deficiency  in  animals.  The  level  of  zinc 
in  high-calcium  diets  fed  during  pregnancy 
may  be  of  considerable  importance  in  influ- 
encing the  zinc  storage  of  the  newborn. 
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The  possibility  of  zinc  depletion  in  human 
beings  by  the  processes  discussed  should  not 
be  overlooked. 
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nursery  school  and  to  76  families  whose  children 
had  not  attended.  Food  acceptances  apparent 
at  nursery  school  carried  over  into  the  home,  A. 
Glaser  reports  in  a recent  issue  of  the  Journal  of 
Home  Economics.  Former  nursery  school  chil- 
dren tended  to  select  foods  other  than  sweets  to 
a greater  extent  than  did  their  counterparts. 
The  author  concludes  that  poor  acceptance  of 
certain  foods  in  early  years  may  be  due  in  part 
to  lack  of  familiarity  with  the  foods  and  that 
acceptances  are  determined  in  part  by  what  is 
offered  in  the  home. 
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X-Ray  of  the  Chest 
in  the  Operating  Room 


P ortable  x-ray  apparatus  in  the  operat- 
ing  room  has  become  a routine  adjunct  in 
biliary,  genitourinary,  vascular,  neuro- 
surgical and  other  areas  of  surgery.  Mod- 
ern technology  has  made  even  the  housings 
of  such  equipment  explosion-proof,  thus 
enabling  it  to  be  used  safely  in  the  presence 
of  flammable  anesthetics.  On  occasion, 
the  anesthesiologist  also  may  find  the  x- 
ray  a useful  diagnostic  aid,  as  illustrated  in 
the  accompanying  case  report. 

Case  report 

A fifty-year-old  obese  male  with  diverticulitis 
of  the  sigmoid  colon  entered  the  hospital  during 
an  episode  of  severe  rectal  bleeding.  He  was 
pale  and  sweating  with  a temperature  of  98.6  F. 
Blood  pressure  was  80  mm.  Hg  systolic  and  50 
mm.  Hg  diastolic,  pulse  90,  and  respirations  24 
per  minute.  Hemoglobin  was  9.2  Gm.,  he- 
matocrit 30.  X-ray  of  the  chest  revealed  clear 
lung  fields,  with  elevation  of  the  left  leaf  of  the 
diaphragm  and  slight  mediastinal  shift  to  the 
right.  The  electrocardiogram  was  within  nor- 
mal limits.  Whole  blood  1,000  cc.  was  adminis- 
tered in  preparation  for  emergency  resection  of 
the  sigmoid  colon. 

Preanesthetic  medication  consisted  of  pento- 
barbital 100  mg.  and  atropine  0.4  mg.  which 
were  administered  intramuscularly.  Since  the 

Presented  and  discussed  at  a conference  held  at  Columbia- 
Presbyterian  Medical  Center,  New  York  City,  June  7,  1965. 
Clinical  Anesthesia  Conferences  are  held  on  the  first  Monday 
of  each  month. 


man  had  eaten  a large  meal  three  hours  pre- 
viously, the  anesthesiologist  elected  to  intubate 
the  trachea  with  the  aid  of  topical  anesthesia 
(lidocaine  hydrochloride  4 per  cent)  while  the 
patient  was  awake.  Cyclopropane  anesthesia 
was  then  instituted,  supplemented  by  small 
doses  of  d-tubocurarine  chloride  intra- 
venously as  needed.  Vital  signs  were  stable 
for  the  first  hour  of  anesthesia,  with  blood 
pressure  120  mm.  Hg  systolic  and  80  mm.  Hg 
diastolic.  Pulse  was  68,  and  respiration  was 
spontaneous  at  a rate  of  22  per  minute  assisted 
by  manual  compression  of  the  breathing  bag. 
Shortly  after  abdominal  exploration  had  been 
completed  and  the  definitive  resection  begun, 
blood  pressure  suddenly  rose  to  200  mm.  Hg 
systolic  and  140  mm.  Hg  diastolic,  with  a pulse 
of  88.  It  became  increasingly  difficult  to  inflate 
the  patient’s  lungs  despite  vigorous  manual 
compression  of  the  breathing  bag  during  inspira- 
tion. The  anesthesiologist  examined  the  endo- 
tracheal tube  but  found  no  evidence  of  kinking 
or  other  mechanical  disturbance;  a suction 
catheter  passed  readily  through  and  beyond  the 
tube.  Neither  deflation  nor  reinflation  of  the 
cuff  of  the  endotracheal  tube  produced  any 
change.  Infraclavicular  auscultation  revealed 
equal  breath  sounds  on  both  sides  of  the  chest 
at  this  level  with  wheezing  in  both  lung  fields 
throughout  the  respiratory  cycle.  Breath 
sounds  were  markedly  diminished  in  the  left 
axillary  fine  and  absent  anteriorly  lower  down 
over  the  left  chest.  There  was  dullness  to  per- 
cussion in  these  areas,  but,  surprisingly,  the 
trachea  was  found  to  be  deviated  somewhat  to 
the  right.  Puzzled  by  these  confusing  signs, 
the  anesthesiologist  called  for  an  emergency 
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portable  x-ray  of  the  chest.  The  x-ray  showed 
the  presence  of  stomach  and  loops  of  intestine 
in  the  left  thoracic  cavity.  The  surgeon  im- 
mediately pulled  the  abdominal  viscera  out  of 
the  chest,  thereby  revealing  a hitherto  unsus- 
pected defect  in  the  esophageal  hiatus  of  the 
diaphragm.  There  was  prompt  relief  of  the 
respiratory  difficulty:  the  left  lung  expanded 

readily,  ventilation  became  easy  to  accomplish, 
and  the  wheezing  disappeared.  Surgical  repair 
of  the  hiatus  hernia  and  partial  sigmoidectomy 
were  completed  without  further  incident;  sub- 
sequent recovery  and  convalescence  were 
uneventful. 

Comment 

The  anesthesiologist  is  entrusted  with  the 
care  and  safety  of  the  patient  as  a whole 
while  the  surgeon  accomplishes  his  mission. 
In  execution  of  this  responsibility,  the 
anesthesiologist  must  be  ever  alert  to  de- 
tect any  change  in  the  unconscious  patient, 
to  determine  its  cause,  and  to  decide  on 
appropriate  corrective  measures.  This  in- 
volves more  than  the  observation  and  re- 
cording of  phenomena  and  the  avoidance 
of  hypotension  and  hypoxia.  He  must 
serve  as  physiologist,  pharmacologist,  and 
internist  in  the  operating  room.  In  addi- 
tion to  his  clinical  acumen,  his  diagnostic 
armamentarium  consists  of  stethoscope, 
sphygmomanometer,  and  an  ever-growing 
list  of  mechanical,  electrical,  and  electronic 
devices  to  observe  and  monitor  cardio- 
vascular, pulmonary,  and  neurologic  func- 
tions during  anesthesia.  In  this  catalog  of 
equipment  the  portable  x-ray  apparatus 


should  not  be  overlooked. 

In  the  present  instance,  the  anesthesiol- 
ogist is  to  be  commended  for  his  manage- 
ment of  the  respiratory  problem  which  de- 
veloped so  suddenly.  Instinctively,  his 
first  act  was  to  examine  his  equipment  for 
malfunction.  The  important  step  of  pass- 
ing a suction  catheter  down  the  endo- 
tracheal tube  enabled  him  at  once  to  elimi- 
nate airway  obstruction  as  a cause  of  the 
difficulty.  Similarly,  infraclavicular  aus- 
cultation excluded  the  possibility  of  inad- 
vertent endobronchial  intubation.  His  at- 
tention was  then  directed  to  the  chest  it- 
self. 

Inspection,  percussion,  and  auscultation 
of  the  chest  revealed  abnormal  but  con- 
fusing signs:  there  was  dullness  to  per- 

cussion, with  breath  sounds  diminished 
above  and  absent  below  on  the  left  side, 
suggesting  collapse  of  the  left  lower  lobe; 
but  the  mediastinum,  instead  of  being 
drawn  toward  the  involved  left  side,  was 
shifted  in  the  opposite  direction.  These 
signs  could  only  indicate  the  presence  of  a 
space-occupying  and  expanding  lesion  of 
undetermined  origin.  In  this  dilemma, 
the  portable  x-ray  of  the  chest  provided  an 
immediate  solution. 

Parenthetically,  the  anesthesiologist  rec- 
ognized that  the  wheezing  he  detected  was 
secondary  to  the  underlying  problem  and 
refused  to  be  diverted  into  instituting 
active  antiasthmatic  therapy.  As  he  an- 
ticipated, once  the  primary  fault  was 
corrected  the  wheezing  disappeared. 
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Although  massive  intestinal  infarction 
is  an  often-discussed  major  abdominal  dis- 
order, segmental  intestinal  infarction  is  a 
relatively  obscure  condition.  Segmental, 
or  focal,  infarction  refers  to  ischemic 
damage  involving  a small  portion,  usually 
only  several  centimeters,  of  intestine.  This 
review  of  4 such  cases,  with  pathologic 
confirmation,  observed  at  The  Mount  Sinai 
Hospital  during  the  past  thirteen  years, 
suggests  a clinical  pattern  associated  with 
segmental  infarction  of  the  small  intestine 
which,  to  our  knowledge,  has  been  hitherto 
unrecognized.  The  different  phases  of  the 
clinical  pattern  are  correlated  with  the 
underlying  pathologic  changes. 

Case  reports 

Case  1.  A twenty-one-year-old  white 
female  was  admitted  to  The  Mount  Sinai 
Hospital  on  March  27,  1963,  because  of 


FIGURE  1.  Case  1.  Upper  gastrointestinal  series 
with  small-bowel  follow-through.  Arrow  indicates 
region  of  distal  ileum  showing  stasis  and  mucosal 
thickening. 

right  lower  abdominal  cramp-like  pain  of 
three  months  duration.  The  pain  was 
associated  with  nausea  and  vomiting.  The 
onset  of  symptoms  occurred  on  her  second 
post-parturition  day  and  lasted  nine  days, 
during  which  time  she  was  febrile.  There 
was  a temporary  remission,  but  shortly 
afterwards  her  symptoms  of  abdominal 
pain,  nausea,  and  vomiting  recurred,  but 
without  fever. 

A physical  examination  revealed  perium- 
bilical and  right  lower  quadrant  tenderness. 
There  was  a questionably  palpable  loop  of 
bowel  in  the  right  lower  quadrant.  Bor- 
borygmi  were  heard.  All  laboratory  ex- 
aminations were  unremarkable.  The  x-ray 
studies,  however,  revealed  distal  ileal 
changes  of  mucosal  thickening,  stasis,  fand 
dilatation  (Fig.  1).  The  preoperative  diag- 
nosis was  small-bowel  obstruction.  At 
operation  a 10-cm.  long  segment  of  terminal 
ileum  was  removed. 

A pathologic  examination  showed  a focal 
stenosis  5 cm.  long  in  the  center  of  the  speci- 
men and  a small  shallow  ulceration  of  the 
mucosa  (Fig.  2).  The  proximal  end  was 
markedly  dilated,  and  the  distal  end  was 
normal.  Microscopically,  the  stenotic 
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FIGURE  2.  Case  1.  Resected  portion  of  ileum: 
Infarcted  segment  (arrow)  narrowed  and  shows 
loss  of  mucosal  pattern,  proximal  portion  (to  left 
of  arrow)  markedly  dilated;  distal  portion  (to  right 
of  arrow)  unremarkable  (forked  appearance  is 
artifact  produced  on  opening  specimen). 


bowel  wall  showed  fibrous  replacement  of 
the  muscularis  with  a sharp  border  where 
the  muscularis  disappeared  and  the  fibrosis 
began  (Fig.  3). 

The  patient  had  an  uneventful  recovery 
and  was  discharged  from  the  hospital  on 
the  ninth  postoperative  day. 

Case  2.  An  eighty-two-year-old  white 
male  was  admitted  to  The  Mount  Sinai 
Hospital  on  July  5,  1963,  because  of  ab- 
dominal pain  in  the  left  lower  quadrant  of 
seven  days  duration.  The  pain  was  as- 
sociated with  a fever  of  101  F.  and  anorexia. 
There  was  no  history  of  vomiting,  change 
in  bowel  habits,  or  melena.  The  patient 
reported  symptoms  suggestive  of  a similar 
episode  one  year  previously.  He  had  been 
a known  diabetic  patient  for  twenty  years; 
his  diabetes  was  well  controlled  with  40 
units  of  NPH  insulin  daily.  During  the 
year  prior  to  admission  he  had  developed 
gangrenous  lesions  on  both  lower  extremi- 
ties. 

On  examination  the  temperature  was 
101  F.  He  appeared  well  developed  but 
chronically  ill  and  complained  of  pain  in  the 
abdomen.  There  were  gangrenous  changes 
on  both  feet,  bilateral  cataracts,  and  dia- 
betic retinopathy.  The  chest  examination 
revealed  a few  rhonchi  bilaterally  and  in- 
spiratory rales  which  cleared  with  coughing 
at  the  right  lung  base.  Cardiac  findings 
were:  occasional  premature  beats,  A2 

greater  than  P2,  and  a Grade  III  harsh  sys- 
tolic ejection-type  murmur  which  was 
heard  at  the  apex  and  along  the  left  sternal 


FIGURE  3.  Case  1.  Ileum  in  area  of  transition. 
Arrows  indicate  area  of  transition.  Muscularis 
(to  left  of  arrows)  abruptly  disappears  and  is  re- 
placed by  fibrous  tissue  (to  right  of  arrows)  (he- 
matoxylin and  eosin  stain,  X 65). 


border  and  the  aortic  area.  Increased 
bowel  sounds  and  tenderness  over  the  en- 
tire abdomen  were  present.  The  abdo- 
men, however,  was  soft,  and  there  was  no 
rebound  tenderness.  A 4-  by  6-cm.  mass 
which  was  very  tender,  regular,  and  firm 
was  felt  deep  in  the  left  lower  quadrant  ad- 
jacent to  the  midline.  No  hernias  were 
demonstrated.  The  liver  and  spleen  were 
not  felt.  The  prostate  was  enlarged. 

A urinalysis  revealed  2 plus  albumin. 
The  hemoglobin  was  10.6  Gm.  per  100  ml. 
and  the  white  blood  cell  count  20,000  per 
cubic  millimeter  with  a shift  to  the  left. 
The  sedimentation  rate  was  115  mm.  per 
hour.  The  blood  glucose  was  116  mg.,  and 
the  blood  urea  nitrogen  was  24  mg.  per  100 
ml.  Stools  for  occult  blood  were  3 plus 
and  zero  on  two  occasions. 

X-ray  studies  showed  that  the  lung  fields 
were  clear  and  that  the  heart  was  not  en- 
larged. Abdominal  films  revealed  disten- 
tion of  the  small  bowel  and  a moderate 
amount  of  gas  in  the  large  bowel  and 
stomach.  A gas-filled,  irregular  mass  was 
noted  in  the  anterior  position  of  the  left 
lower  quadrant  which  was  revealed  on 
abdominal  x-ray  films  for  eight  days.  An 
intravenous  pyelogram  was  unremarkable 
except  for  an  enlarged  prostate.  A barium 
enema  revealed  a poorly  prepared  colon 
with  no  definite  defects.  An  electrocardio- 
gram showed  a normal  sinus  rhythm  with 
frequent  atrial  premature  systoles.  The 
P wave  was  wide  and  notched,  a smaller 
deep  S pattern  was  found  in  Vb  a Q wave 
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FIGURE  4.  Case  2.  Portion  of  ileum.  Area  be- 
tween arrows  shows  abrupt  change  in  mucosal 
pattern.  This  involved  segment  kinked  by  serosal 
adhesions. 


in  V2,  S-T  segment  depression  in  V4  to  V6, 
and  T wave  of  low  voltage  in  leads  I and 
aVI. 

In  the  hospital  the  patient’s  temperature 
fluctuated  between  99  and  102  F.  His 
abdominal  pain  gradually  decreased,  and 
the  left  lower  quadrant  mass  was  no  longer 
felt.  However,  his  general  condition  de- 
teriorated, and  he  became  semistuporous, 
requiring  tube  feedings.  On  the  thirty- 
fourth  hospital  day  diffuse  rhonchi  were 
noted.  He  became  cyanotic  and  unre- 
sponsive and  died  on  the  forty-first  hospital 
day. 

At  autopsy  the  abdominal  cavity  was 
dry,  and  the  serous  surfaces  were  smooth 
and  transparent,  except  for  an  area  in  the 
left  lower  quadrant  where  fibrinous  and 
fibrous  adhesions  plastered  a 5-cm.  long 
segment  of  small  bowel  to  the  peritoneum 
of  the  anterior  abdominal  wall.  This  seg- 
ment was  30  cm.  proximal  to  the  ileocecal 
valve.  On  opening  this  loop  of  bowel, 
there  was  a fairly  abrupt  transition  of  nor- 
mal bowel  to  the  4-cm.  long,  involved  seg- 
ment which  was  friable  and  showed  a loss 
of  mucosal  pattern,  a gray-green  lining,  and 
a thin  wall  (Fig.  4).  Microscopically,  the 
involved  segment  showed  a sudden  com- 
plete loss  of  smooth  muscle  with  a thinned 
wall  composed  of  fibrous  and  granulation 
tissue  (Fig.  5).  Although  marked  athero- 
sclerosis was  found  in  the  superior  mesen- 
teric arterial  tree,  no  definite  occlusion  was 
noted.  The  spleen  showed  an  old  infarct. 
The  heart  weighed  300  Gm.  and  contained  a 
5-cm.  long  myxoma  which  had  clotted 
blood  on  its  free  surface  and  was  attached 
to  the  endocardium  of  the  left  atrium.  The 
lungs  showed  bilateral  diffuse  aspiration 
pneumonia  of  at  least  one  week’s  duration. 


FIGURE  5.  Case  2.  Ileum  in  area  of  transition. 
Muscularis  (M)  abruptly  disappears.  Bowel  wall 
in  infarcted  portion  (I)  thinned  and  composed  of 
connective  tissue  and  granulation  tissue  (he- 
matoxylin and  eosin  stain,  X 95). 


Comment.  Although  no  definite  occlu- 
sion in  the  mesenteric  arteries  was  demon- 
strated, in  view  of  the  atrial  myxoma  and 
the  old  splenic  infarct,  it  is  very  likely  that 
an  embolus  occluding  a branch  of  the  supe- 
rior mesenteric  artery  was  overlooked . The 
segmental  small  intestinal  infarction  was 
most  probably  the  result  of  an  embolus  from 
the  atrial  myxoma  to  a branch  of  the  su- 
perior mesenteric  artery  and  an  inadequate 
collateral  blood  supply  due  to  marked 
atherosclerosis  involving  the  mesenteric 
vessels. 

Case  3.*  A sixty-one-year-old  white 
male  was  admitted  to  The  Mount  Sinai 
Hospital  on  February  17,  1951,  because  of 
colicky  midepigastric  pain  and  vomiting 
of  twelve  days  duration.  The  patient’s 
illness  began  two  months  previously  with 
dull  right  upper  quadrant  pain  near  the 
midline,  associated  with  anorexia  and  fever, 
and  lasted  one  month.  There  was  no 
vomiting.  Following  this  initial  bout  he 

* Cases  3 and  4 have  been  published  previously.1 


2376  New  York  State  Journal  of  Medicine  / September  15,  1965 


was  asymptomatic  for  two  weeks  until  the 
onset  of  his  presenting  complaints. 

A physical  examination  revealed  a dis- 
tended and  tender  epigastrium.  Gurgling 
sounds  were  heard  in  the  left  upper 
quadrant.  A laboratory  examination  was 
unremarkable.  An  x-ray  examination  in- 
itially showed  irritability  and  spasm  in  the 
distal  jejunum.  A repeat  examination 
three  weeks  later  revealed  a tubular  nar- 
rowing in  the  distal  jejunum. 

The  preoperative  diagnosis  was  segmental 
jejunal  stenosis  with  subacute  obstruction. 
At  operation  a 23-cm.  long  segment  of  jeju- 
num was  resected. 

A pathologic  examination  of  the  speci- 
men demonstrated  a sharply  defined  mark- 
edly narrowed  segment  7 cm.  long.  This 
involved  segment  showed  an  abrupt  change 
from  the  normal  mucosal  pattern  to  a granu- 
lar gray-pink  lining.  The  proximal  portion 
of  the  specimen  was  dilated.  Microscopi- 
cally, the  narrowed  segment  showed  fibrous 
replacement  of  the  muscularis,  loss  of  mu- 
cosa, and  chronic  nonspecific  inflammation. 

The  patient  had  an  uneventful  recovery 
and  was  discharged  on  the  eighth  post- 
operative day. 

Case  4.  A fifty-year-old  white  male 
was  admitted  to  The  Mount  Sinai  Hospital 
on  July  31,  1951,  because  of  cramplike  ab- 
dominal pain  associated  with  increasing 
nausea  and  vomiting  of  seven  weeks  dura- 
tion. 

A physical  examination  was  unrevealing 
except  for  increased  bowel  sounds.  The 
laboratory  examination  was  unremarkable 
except  for  a 16,000  white  blood  cell  count. 
An  x-ray  examination  of  the  small  bowel 
disclosed  a segment  of  narrowing  in  the 
mid  jejunum. 

The  preoperative  diagnosis  was  subacute 
intestinal  obstruction.  At  operation  a 
9-cm.  long  segment  of  jejunum  was  re- 
moved, approximately  30  cm.  distal  to  the 
ligament  of  Treitz. 

A pathologic  examination  demonstrated 
a severely  constricted  4-cm.  long  portion 
in  the  center  of  the  specimen  which  showed 
a reddened  mucosa  with  loss  of  normal 
transverse  folds.  Microscopically,  there 
was  complete  fibrosis  of  the  mucosa  and 
submucosa  and  partial  fibrosis  of  the  muscu- 
laris. 

The  patient  had  an  uneventful  recovery 


and  was  discharged  on  the  ninth  postopera- 
tive day. 

Comment 

These  4 cases  present  similar  clinical 
histories  and  almost  identical  pathologic 
findings.  Initially,  in  Cases  1,  2,  and  3, 
the  abdominal  pain  was  associated  with  a 
febrile  course.  In  Cases  1 and  3 this  in- 
itial period  lasted  nine  days  and  thirty 
days,  respectively,  and  was  followed  by  a 
temporary  asymptomatic  period  and  then 
a subsequent  period  of  increasing  symptoms 
of  partial  small-bowel  obstruction  with  ab- 
dominal pain,  nausea,  and  vomiting  but 
no  fever.  Case  2 was  complicated  by  a 
generalized  debilitated  condition  with  aspir- 
ation pneumonia  and  did  not  show  an 
asymptomatic  period.  In  Case  4 the  only 
symptoms  recorded  are  those  of  increasing 
partial  small-bowel  obstruction. 

The  abdominal  examination  was  char- 
acterized by  tenderness  and  hyperactive 
bowel  sounds,  but  no  rigidity  or  rebound 
tenderness.  A mass  was  palpable  in  Cases 
1 and  2.  Whereas  Trotter2  reports  an 
incidence  of  5.6  per  cent  of  palpable  masses 
in  massive  mesenteric  occlusion,  in  seg- 
mental small  intestinal  infarction  this  find- 
ing is  reported  only  by  Reeves  and  Wang,3 
who  noted  a ‘‘localized  pseudotumor”  on 
abdominal  examination.  The  few  other 
reported  cases  with  pathologic  confirmation 
do  not  record  this  finding.4-6  In  Case  2 
a mass  which  was  felt  and  later  disappeared 
was  probably  caused  by  inflammation  and 
edema  of  the  involved  portion,  which  sub- 
sided. The  palpable  loop  of  bowel  in  Case 
1 may  have  been  the  dilated  portion  of 
intestine  proximal  to  the  obstruction. 

Radiologic  studies  in  Cases  1,  3,  and  4 
with  ingested  barium  showed  focal  changes 
which  were  suggestive  of  a segmental  in- 
farction. In  Case  2,  the  mass  demon- 
strated on  the  flat  plate  of  the  abdomen 
correlated  with  the  findings  on  abdominal 
examination. 

Pathologically  the  involved  portion  in 
all  4 cases  showed  a small  segmental  con- 
striction only  a few  centimeters  long. 
These  lesions  demonstrated  an  abrupt 
transition  from  normal  to  involved  por- 
tions. There  was  a sudden  disappearance 
of  smooth  muscle  with  fibrous  replacement 
and  a loss  of  overlying  mucosa. 
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The  initial  period  of  abdominal  pain  and 
fever  corresponds  to  the  first  stage  of  the 
infarction  with  necrosis  and  inflammation 
of  the  involved  segment  of  small  bowel. 
The  asymptomatic  period  follows  as  the 
inflammation  subsides  and  the  necrotic 
debris  is  removed.  With  continued  healing 
by  fibrosis,  the  bowel  lumen  is  progressively 
constricted,  and  this  results  in  increasing 
symptoms  of  partial  small-bowel  obstruc- 
tion. 

The  segmental  small  intestinal  infarction 
in  Case  2,  as  previously  discussed,  was 
most  probably  the  result  of  an  embolus 
occluding  a superior  mesenteric  artery 
branch  associated  with  poor  collateral  blood 
supply  due  to  atherosclerosis.  In  Case  1, 
since  the  patient’s  symptoms  began  on  the 
second  day  following  parturition,  her  in- 
farction was  very  likely  related  to  her 
pregnancy  and  delivery  (hypercoagulable 
state,7  hypotension,  mechanical  obstruc- 
tion). No  immediate  etiologic  factors  or 
predisposing  causes  were  evident  in  Cases 
3 and  4. 

In  the  case  of  segmental  intestinal  in- 
farction reported  by  Rosenman  and  Grop- 
per6  an  old  organized  embolus,  originating 
from  a mural  thrombus  of  the  left  ventricle, 
occluded  the  superior  mesenteric  artery. 
Norton,  Rev-Kury,  and  White4  attributed 
their  case  of  segmental  infarction  to  an 
old  thrombus  almost  totally  occluding  the 
superior  mesenteric  artery  1 cm.  from  its 
origin,  with  small  fragments  of  thrombus 
material  in  several  ileal  branches  of  the 
superior  mesenteric  artery.  Pope  and 
O’Neal5  found  an  old  organized  thrombus 
occluding  the  branch  of  the  superior  mes- 
enteric artery  which  supplied  the  infarcted 
segment  of  small  bowel.  A partially  or- 
ganized embolus  (exact  location  not  de- 
scribed) was  found  by  Reeves  and  Wang3 
in  a case  of  segmental  intestinal  infarction. 

In  postmortem  studies,  Reiner  and  co- 
workers,8-10 through  injection  of  mesenteric 
arteries  with  radiopaque  material,  x-ray 
angiography,  and  dissection,8  showed  that 
the  extent  of  occlusive  disease  in  the 
mesenteric  arterial  circulation  cannot  be 
demonstrated  adequately  by  routine  post- 
mortem examination.  They  presented  11 
cases  of  mesenteric  arterial  occlusive  disease 
without  intestinal  infarction,9  and  com- 
pared the  findings  with  5 cases  in  which 
intestinal  infarction  was  present.10  The 


former  group  had  an  average  of  6.8  oc- 
cluded arteries  and  the  latter  an  average 
of  6.5  occluded  arteries.  They  concluded 
that  “the  anatomic  extent  of  occlusive 
disease  was  not  correlated  with  the  pres- 
ence or  absence  of  functional  or  anatomic 
sequelae.”9 

Experimentally,  whereas  ligatioh  of  the 
main  superior  mesenteric  arterial  trunk  or 
of  the  superior  mesenteric  vein  results  in 
massive  intestinal  infarction,  ligation  of  a 
single  branch  of  the  superior  mesenteric 
artery  or  mesenteric  vein  is  without  effect. 1 1 
According  to  Wolf  and  Marshak,1  the  ex- 
tent of  the  damage  produced  by  occlusion 
of  a mesenteric  artery  or  vein  branch  is 
dependent  on  the  patient’s  general  condi- 
tion and  the  state  of  his  collateral  blood 
supply. 

Segmental  intestinal  infarction  occurs 
also  in  instances  of  strangulated  hernia  in 
which  at  operation  the  strangulated  loop 
of  bowel  is  considered  viable  and  is  not 
resected.  Several  weeks  after  hernior- 
rhaphy these  patients  return  with  symptoms 
of  partial  small  intestinal  obstruction.  At 
reoperation  a segmental  intestinal  infarc- 
tion is  found  which  pathologically  is  similar 
to  the  cases  discussed  previously.1213 

Summary 

Four  cases  of  segmental  intestinal  in- 
farction are  presented.  Clinically,  these 
patients  had  an  initial  period  of  abdominal 
pain  and  fever.  Two  of  the  patients  then 
had  an  asymptomatic  period,  followed  by 
symptoms  of  increasing  small  bowel  ob- 
struction unassociated  with  fever.  One 
patient  had  only  the  symptoms  of  obstruc- 
tion. Physical  examination  showed  local 
tenderness,  increased  bowel  sounds,  and  a 
palpable  mass  in  2 patients.  The  lesions 
were  successfully  resected  in  3 cases,  and 
the  fourth  case,  which  was  complicated  by 
generalized  debilitation,  died  without  bene- 
fit of  surgery. 

Pathologic  examination  in  each  case 
demonstrated  a small  segment  of  constric- 
tion which  microscopically  showed  focal 
fibrous  replacement  of  the  muscularis  and  a 
loss  of  mucosa. 
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Leukemia  patterns  are  changing 


Leukemia  remains  an  invariably  fatal  dis- 
ease, but  improved  medical  treatment  is  at- 
tacking some  of  the  causes  of  its  victims’  deaths. 
As  a result,  some  of  these  persons  are  living 
longer.  A report  in  a recent  issue  of  the  Journal 
of  the  American  Medical  Association  noted 
“striking  changes”  during  the  past  ten  years 
in  the  history  of  acute  leukemia  among  patients 
at  the  National  Cancer  Institute,  Bethesda, 
Maryland.  The  report  also  noted  the  in- 
creasing survival  time  of  patients  under  the  age 
of  twenty  who  have  acute  lymphatic  leukemia. 

The  report  is  on  a study  which  was  under- 
taken to  assess  the  effect  of  the  new  therapeutic 
measures  on  the  course  of  acute  leukemia. 
Four  physicians  from  the  Acute  Leukemia 
Service  of  the  National  Cancer  Institute  sur- 
veyed the  records  of  444  leukemia  victims  who 
died  there  between  1954  and  April  30,  1963. 
The  authors  are  Evan  M.  Hersh,  M.D.,  Gerald 
P.  Bodey,  M.D.,  Boyd  A.  Nies,  M.D.,  and 
Emil  J.  Fredireich,  M.D. 

“In  general,  there  has  been  a marked  decline 
in  the  numbers  of  patients  dying  of  hemorrhage 
and  a sharp  increase  in  the  incidence  of  fatal  in- 
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fection.  This  decline  in  fatal  hemorrhage  is  a 
result  of  platelet  transfusion  therapy,”  the  re- 
port said. 

This  takes  note  of  the  fact  that  some  anti- 
tumor treatment  breaks  down  the  body’s  in- 
fection defenses.  Thus,  some  kinds  of  infec- 
tions rise  as  hemorrhages  decline.  Even  though 
they  eventually  died,  many  leukemia  victims’ 
lives  were  prolonged  because  doctors  were  able 
to  stave  off  one  or  another  of  the  causes  of 
death. 

The  report  credited  improvements  in  treat- 
ment, such  as  specific  antileukemic  agents, 
combination  chemotherapy  programs,  and  blood 
platelet  and  granulocyte  transfusions,  for  the 
change  in  leukemia  patterns  over  the  ten-year 
period. 

The  authors  noted,  however,  that  it  is  difficult 
to  secure  enough  platelets  for  adults.  Platelet 
transfusions  have  less  success  during  periods  of 
hemorrhage  and  infection. 

Chemotherapy  and  such  supportive  measures 
as  platelet  transfusion  are  responsible  for  the 
improved  survival  rate  of  patients  under  age 
twenty,  the  authors  said.  An  earlier  study 
found  that  patients  receiving  antibiotic  and 
transfusion  therapy  survived  an  average  of 
nine  months,  compared  to  five  and  a half 
months  for  untreated  patients. 
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T he  association  of  thrombocytopenia 
with  giant  hemangioma  is  an  established 
syndrome  with  frequent  serious  impact  and 
a high  mortality  rate.  Of  the  31  cases  re- 
ported 10  have  proved  fatal.  The  majority 
of  the  cases  have  presented  cutaneous  mani- 
festations of  a hemangioma  accompanied  by 
thrombocytopenia.  Only  3 cases  have 
failed  to  show  cutaneous  manifestations. 
It  is  the  purpose  of  this  paper  to  present  a 
case  of  a hemangioma  accompanied  by 
thrombocytopenia,  without  cutaneous  man- 
ifestations but  with  massive  pleural  effu- 
sion, which  ended  in  a fatal  outcome. 

Case  report 

A five-month-old  white  male  infant  was 
admitted  to  Mercy  Hospital  on  September 
27,  1962,  because  of  apparent  abdominal 
distress  two  days  prior  to  admission  and 
the  passage  of  “pink  urine”  noted  one  day 
prior  to  admission.  The  parents  had  noted 
no  other  difficulties  with  the  child.  His 
medical  history  revealed  a normal  delivery 
without  complications  and  no  significant 
illnesses.  The  family  history  showed  the 
parents  to  be  in  good  health.  There  were 
no  siblings. 

The  physical  examination  on  admission 
described  a well-developed,  well-nourished 


FIGURE  1.  Bone  marrow  specimen  showing  the 
presence  of  immature  megakarocytes  and  no  evi- 
dence of  tumor  infiltration. 


white  male  infant,  exhibiting  moderate 
pallor  and  grunting  respirations.  The 
temperature  was  100.2  F.  rectally,  respira- 
tions 40,  and  cardiac  rate  130.  The  skin 
had  no  petechiae  or  ecchymoses.  The  ex- 
amination of  the  head  and  neck  revealed 
there  were  no  pertinent  abnormalities. 
The  chest  revealed  depressed  to  absent 
breath  sounds  and  a flat  percussion  tone 
over  the  entire  posterior  thorax  on  the  left. 
The  heart  sounds  showed  no  evidence  of 
murmur  or  irregularity.  Examination  of 
the  abdomen  showed  negative  findings. 
The  spleen  was  not  palpable.  The  re- 
mainder of  the  physical  examination  showed 
essentially  negative  results. 

Laboratory  studies  documented  a red 
blood  count  of  3.4  million;  hematocrit  27; 
hemoglobin  8.5;  and  white  blood  count 
13,325  with  a differential  of  37  polymor- 
phonuclear leukocytes,  61  lymphocytes,  and 
2 eosinophils.  Platelet  count  was  44,000, 
bleeding  time  7 minutes,  coagulation  time 
three  minutes,  and  reticulocytes  20  per 
cent.  Urinalysis  showed  negative  results. 
Serum  protein  was  5.  Gm.  per  100  ml. 
Serum  electrophoretic  pattern  was  within 
normal  limits.  Bone  marrow  aspiration 
revealed  a very  cellular  marrow  with 
marked  erythroid  hyperplasia  and  an  in- 
crease of  megakaryocytes  with  no  evidence 
of  platelet  formation  (Fig.  1).  Throat 
culture  grew  out  Staphylococcus  aureus 
coagulase  positive.  Purified  protein  deriv- 
ative and  histoplasmin  skin  tests  showed 
negative  findings.  Chest  x-ray  film  showed 
a massive  left-sided  pleural  effusion  with  a 
mediastinal  shift  to  the  right  and  a normal 
cardiac  silhouette. 
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TABLE  I.  Summary  of  laboratory  data  obtained  and  therapeutic  measures  employed 


Date 

(Oct.) 

Hemoglobin 
(Gm.  per 
100  ml.) 

Platelets 

Prednisone 
(Total 
Daily  mg.) 

Trans- 

fusions 

(cc.) 

Thora- 

centeses 

(cc.) 

Radio- 

therapy 

(r.) 

1 

8.4 

17,000 

5 

2 

5 

75 

400 

3 

5 

230 

4 

10.5 

47,000 

5 

350 

5 

8.0 

45,000 

5 

6 

15 

... 

7 

15 

50 

8 

8.2 

62,000 

15 

9 

15 

100 

10 

8.4 

57,000 

15 

100 

11 

15 

75 

350 

100 

12 

7.6 

18,000 

15 

450 

100 

13 

15 

50 

250 

14 

15 

15 

9.7 

57,000 

15 

On  October  2,  1962,  a thoracentesis  was 
performed,  and  400  cc.  of  bloody  fluid  were 
removed.  There  was  no  clot  formation, 
and  laboratory  examination  of  the  fluid  re- 
vealed hematocrit  9,  hemoglobin  2.6,  with 
specific  gravity  1.015.  No  abnormal  cells 
were  noted,  and  cultures  for  aerobic,  anaer- 
obic, acid-fast,  and  fungal  organisms  were 
negative.  The  total  protein  was  4 Gm. 
per  100  ml. 

At  this  time  it  was  felt  that  the  patient 
exhibited  a megakaryocytic  type  of  throm- 
bocytopenia. Although  the  exact  cause 
of  the  infant’s  condition  was  not  apparent, 
with  the  absence  of  evidence  of  leukemia, 
malignant  tumor,  or  infection,  and  with  the 
findings  present,  it  was  felt  that  the  most 
likely  cause  for  the  clinical  picture  was  a 
benign  tumor,  probably  a giant  heman- 
gioma. 

The  patient  was  started  on  2.5  mg. 
prednisone  twice  a day  and  received  trans- 
fusions of  packed  cells  and  fresh  blood  in 
silicone  containers  as  indicated.  Thora- 
centeses were  done  on  October  2,  3,  and  4 
for  400  cc.,  230  cc.,  and  350  cc.  respectively. 
Despite  this  therapy,  the  infant  continued 
to  show  respiratory  embarrassment  with 
re-accumulation  of  the  pleural  effusion. 
On  October  6,  1962,  the  prednisone  therapy 
was  increased  to  5 mg.  three  times  a day. 
Thoracenteses  were  discontinued  at  this 
time  on  a trial  basis  in  an  attempt  at  tam- 
ponade to  prevent  further  effusion.  Ra- 
diotherapy was  started  on  October  9,  1962, 
but  because  of  the  infant’s  critical  condition 
only  400  r.  were  delivered  to  the  prescribed 


area.  On  the  day  radiotherapy  was  in- 
stituted, an  x-ray  film  of  the  spine  revealed 
a scoliotic  deformity  of  the  midthoracic 
spine  with  a narrowing  of  the  bodies  of 
the  eighth  and  ninth  dorsal  vertebrae  on  the 
left  suggesting  the  possibility  of  an  eroding 
mass  in  the  left  spinal  gutter.  This  find- 
ing further  suggested  that  we  were  dealing 
with  a hemangioma.  The  infant’s  con- 
dition continued  to  be  stormy,  and  marked 
respiratory  embarrassment  occurred  by 
October  11,  1962,  requiring  daily  thora- 
centeses on  October  12,  13,  and  14,  for 
350  cc.,  450  cc.,  and  250  cc.  respectively. 
The  platelet  count,  even  with  the  increased 
prednisone  and  frequent  fresh  whole  blood 
transfusions,  did  not  improve.  The  pa- 
tient’s condition  deteriorated  rapidly  and 
he  expired  on  October  15,  1962.  An  au- 
topsy was  obtained.  Table  I summarizes 
the  pertinent  laboratory  data  and  thera- 
peutic measures  employed. 

At  the  autopsy  on  opening  the  thorax  a 
hydrohemothorax  of  500  cc.  on  the  left  with 
marked  atelectasis  of  the  left  lung  and 
mediastinal  shift  to  the  right  was  noted. 
Grossly,  there  was  a striking  involvement 
of  the  posterior  chest  wall,  diaphragm, 
esophagus,  parietal  pleura,  parietal  peri- 
cardium, and  the  periaortic  tissue  from  the 
aortic  arch  to  the  renal  arteries,  by  a diffuse 
vascular-appearing  tumor.  The  vertebral 
marrow  was  replaced  and  there  was  com- 
pression of  the  eighth  and  ninth  dorsal  ver- 
tebrae by  this  tumor  (Fig.  2).  On  micro- 
scopic section  this  proved  to  be  a heman- 
gioma. Several  sections  from  the  tumor 
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FIGURE  2.  (A)  Massive  involvement  with  hemangioma  of  parietal  pleura,  vertebrae,  ribs,  and  posterior 
abdominal  wall.  (B)  Involvement  of  wall  of  esophagus  and  aorta  with  hemangioma. 


FIGURE  3.  Microscopic  section  of  hemangioma 
obtained  at  autopsy  shows  absence  of  platelet 
aggregates. 


failed  to  reveal  any  significant  collection 
of  thrombocytes  (Fig.  3). 

Comment 

The  association  of  giant  hemangioma  and 
thrombocytopenia  in  children  has  been 
associated  with  a high  mortality  rate.  Of 
the  31  reported  cases1-23  including  the 
present  one,  11  have  ended  fa- 
tally.3*6-8-913-17-21 In  a syndrome  which 
at  present  carries  such  a grave  prognosis, 
proper  awareness  of  the  clinical  manifesta- 
tions, particularly  the  more  obscure  ones, 
proper  understanding  of  the  mechanisms 
of  the  thrombocytopenia,  and  application 
of  correct  therapy  may  lead  to  a reduction 
of  the  high  mortality  rate. 

The  diagnosis  in  the  presence  of  a super- 
ficial hemangioma  is  not  difficult.  The 
clinical  picture  is  usually  that  of  an  infant 
with  bleeding  manifestations  in  the  pres- 


ence of  a giant  superficial  hemangioma. 
Nearly  all  of  the  patients  have  been  children 
under  the  age  of  three,  the  majority  being 
under  one  year  of  age.  The  physical  find- 
ings are  usually  limited  to  the  hemangioma 
and  evidence  of  purpura.  Slight  spleno- 
megaly may  occur.  The  blood  picture  in 
most  cases  has  been  identical  with  that 
seen  in  idiopathic  thrombocytopenia.  The 
platelets  may  be  moderately  to  severely  de- 
pressed in  the  peripheral  blood,  but  no  ma- 
jor morphologic  abnormalities  have  been 
noted.  The  bone  marrow  usually  shows 
the  megakaryocytes  to  be  normal  or  in- 
creased in  number,  but  with  little  if  any 
evidence  of  platelet  formation.  There  has 
been  no  significant  abnormality  of  the  white 
or  red  cells.  The  severity  of  the  clinical 
picture  has  been  variable,  but  in  those  cases 
with  a fatal  outcome,  death  has  resulted 
from  uncontrolled  hemorrhage,  infections, 
or  respiratory  and  cardiac  distress  as  a 
direct  result  of  tumor  involvement. 

The  diagnosis  in  the  absence  of  superficial 
evidence  of  a hemangioma  is  more  difficult. 
Only  3 such  cases  have  been  reported  pre- 
viously.13-14-17 The  case  reported  by  Dar- 
geon,  Adiao,  and  Pack,17  although  there  was 
no  cutaneous  vascular  tumor,  did  present 
a diffuse,  subcutaneous  swelling  in  the  left 
axilla,  thorax,  and  supraclavicular  area, 
suggesting  a tumor.  Backman  and  Park- 
kulainen14  reported  a case  of  melena  and 
variable  thrombocytopenia  from  birth. 
Treatment  with  corticosteroids  and  splen- 
ectomy failed  to  influence  the  thrombo- 
cytopenia. Melena  persisted,  a tumor  was 
discovered  in  the  colon,  and  a hemicolec- 
tomy was  performed.  The  tumor  proved 
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to  be  hemangioma.  The  platelets  have 
remained  normal  since  surgery.  Finally, 
Huysinga  and  Minder13  reported  a case 
somewhat  similar  to  ours  with  involvement 
of  lungs,  mediastinum,  mediastinal  lymph 
nodes,  and  skeleton.  A tumor  was  sus- 
pected and  radiation  given  to  the  lungs, 
but  the  course  was  rapidly  fatal  and  the 
diagnosis  made  at  autopsy. 

The  clinical  diagnosis  in  our  case  was  at 
first  obscure.  We  felt  that  we  had  elimi- 
nated leukemia,  malignant  tumors,  and 
probably  infection  as  a cause  of  the  throm- 
bocytopenia by  the  previously  outlined 
studies.  Hemothorax,  in  our  experience, 
is  quite  rare  in  uncomplicated  thrombo- 
cytopenia, leading  us  to  suspect  an  under- 
lying tumor.  Although  we  could  not  ex- 
clude a mesothelioma  or  lymphoma,  the  as- 
sociation of  the  thrombocytopenia  without 
evidence  of  tumor  cells  in  the  bone  marrow 
made  us  feel  that  hemangioma  was  the  most 
likely  cause.  The  finding  of  the  scoliotic 
midthoracic  spine  with  compression  of  the 
eighth  and  ninth  dorsal  vertebrae  gave  fur- 
ther weight  to  our  diagnosis.  However, 
there  was  nothing  in  the  clinical  picture 
which  would  have  made  us  suspect  the  mas- 
sive involvement  discovered  at  autopsy. 
From  these  reported  cases  it  should  be 
clear  that  in  infants  with  unexplained 
thrombocytopenia  a “hidden”  hemangioma 
should  be  suspected,  particularly  in  those 
showing  gastrointestinal  bleeding  or  cardio- 
pulmonary abnormalities. 

For  a better  understanding  of  the  patho- 
genesis of  this  syndrome  it  would  be  well  to 
know  the  mechanisms  of  the  thrombocyto- 
penia. However,  this  is  not  entirely  clear. 
Backman  and  Parkkulainen14  have  demon- 
strated platelet  agglutinins  suggesting  an 
“autoimmune”  problem,  but  others  have 
not  been  able  to  find  agglutinins.11’  12 
Good,  Carnazzo,  and  Good9  demonstrated 
platelet  thrombi  in  stained  sections  of  the 
hemangioma  obtained  by  biopsy,  surgery, 
or  autopsy  in  their  cases.  Gilon,  Ramot, 
and  Sheba16  noted  higher  platelet  counts  in 
blood  from  the  hemangioma  compared 
with  counts  for  peripheral  blood.  Petit 
et  al .12  and  Kontras  et  al23  using  platelets 
tagged  with  chromium  51  have  demon- 
strated high  concentrations  of  radioactivity 
over  the  hemangioma,  suggesting  aggrega- 
tions of  platelets  in  this  area.  However, 
one  must  consider  that  this  result  may  also 


be  due  to  the  increased  vascular  channels 
and  increased  blood  collections  in  these 
tumors  rather  than  actual  sequestrations. 
In  our  patient  no  attempt  was  made  to  use 
radioactive  tagging  of  the  platelets  because 
of  the  infant’s  critical  condition.  Multiple 
stained  sections  of  the  hemangioma  at 
autopsy,  however,  failed  to  disclose  aggre- 
gates of  platelets.  From  these  observa- 
tions it  can  be  seen  that  the  exact  mecha- 
nism of  thrombocytopenia  has  not  been 
conclusively  demonstrated. 

Therapy  in  the  reported  cases  has  been 
variable.  Corticosteriods  have  been  used 
in  most  cases.  Their  value  has  been  control 
of  capillary  hemorrhage  rather  than  correc- 
tion of  the  thrombocytopenia.  Platelet 
transfusions  have  been  of  temporary  value 
in  some  cases  in  controlling  severe  hemor- 
rhage. Splenectomy  has  been  of  no  value 
except  in  1 case,  and  even  in  this  case  the 
result  was  questionable,  since  the  tumor 
was  regressing  at  the  time  of  splenectomy. 10 
There  is  one  fact,  however,  that  is  con- 
clusive. In  those  infants  who  recovered, 
the  platelets  rose  to  normal  as  the  heman- 
gioma regressed  in  size  and  finally  dis- 
appeared. Therapy,  therefore,  should  be 
aimed  at  eradication  of  the  tumor,  prefer- 
ably by  radiation  therapy,  since  surgery  in 
the  presence  of  thrombocytopenia  is  felt  to 
be  contraindicated.  Steroids  and  platelet 
transfusions  should  be  used  as  indicated 
until  the  tumor  regresses. 

In  the  present  case  steroids,  whole  blood 
and  platelet  transfusions,  and  repeated 
thoracenteses  were  used  but  failed  to  con- 
trol the  disease.  The  amount  of  x-ray 
therapy  used  was  felt  to  be  completely  in- 
effective. Earlier  institution  of  radiation 
might  have  altered  the  fatal  outcome  in 
this  case,  but  this  is  doubtful  since  the 
tumor  is  slow  to  regress.  Nevertheless,  in 
retrospect,  we  felt  that  this  would  have 
been  the  only  possible  means  of  saving  the 
infant. 

In  conclusion,  we  have  reported  the 
fourth  case  of  giant  hemangioma  associated 
with  thrombocytopenia  without  cutaneous 
tumor.  Clinical  diagnosis  was  suggested 
by  exclusion  of  other  causes  of  thrombocy- 
topenia, by  the  presence  of  bloody  pleural 
effusion,  and  by  the  x-ray  finding  of  scolio- 
sis of  the  thoracic  spine  and  compression 
of  the  eighth  and  ninth  dorsal  vertebrae. 
Despite  outlined  therapy  the  outcome  was 
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fatal.  The  possibility  of  altering  the  out- 
come by  the  earlier  use  of  x-ray  therapy 
was  discussed.  It  is  hoped  that  by  calling 
attention  to  this  case  as  well  as  to  other 
cases  of  “hidden”  hemangioma  associated 
with  thrombocytopenia,  there  will  be  an 
increased  awareness  of  this  syndrome. 
Thus  prompt  diagnosis  and  proper  therapy 
may  result  in  the  salvage  of  affected  in- 
fants. 
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habits  of  eating  and  physical  exercise  so  that 
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can  maintain  this  equilibrium.  In  treating 
obesity,  the  “Dairy  Council  Digest”  feels  that 
likelihood  of  success  seems  to  be  greater  in  in- 
dividuals who  are  in  the  earliest  stages  of 
obesity,  who  developed  obesity  in  adult  life 
rather  than  in  childhood,  who  have  not  pre- 
viously undertaken  weight  reduction,  and  who 
have  a reasonable  degree  of  emotional  stability. 
Disturbed  obese  people  may  see  dieting  as  a 
magic  tool  which  will  bring  fulfillment  of  im- 
possible aspirations.  The  patient  must  be 
helped  to  reappraise  the  situation  realistically. 
Motivation  on  the  part  of  the  patient  is  a factor 
of  great  importance  in  any  weight  reducing  pro- 
gram. Knowledge  of  the  hazards  of  over- 
weight usually  does  not  provide  sufficient  in- 
centive. The  obese  individual  must  have 
realistic  personal  reasons  for  wanting  to  lose 
weight  and  a clear  plan  of  action  with  attainable 
goals.  Sympathetic,  nonchastizing  therapeutic 
support  is  of  great  value. 
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The  best  treatment  for  any  disease  is  the 
correction  of  the  basic  cause  of  the  disorder. 
In  obesity,  however,  the  roots  of  the  problem 
are  so  complex,  and  there  are  so  many  factors 
which  may  be  causative,  that  no  one  form  of 
treatment  can  be  expected  to  be  successful  in  all 
cases. 

Many  drugs  have  been  used  in  treating 
obesity  but  none  stands  out  as  promising. 
Hence,  the  dietary  approach  remains  the  one  of 
choice.  Use  of  formula  diets  may  result  in 
weight  loss  but  provide  no  opportunity  for  nu- 
trition education.  In  most  cases,  the  weight  is 
regained  very  rapidly  when  an  ordinary  diet 
replaces  the  formula. 

Weight  control  can  be  accomplished  through 
the  use  of  nutritionally  adequate  diets  of  com- 
mon foods  drawn  from  the  four  food  groups: 
dairy,  meat,  fruits  and  vegetables,  and  breads 
and  cereals.  A good  diet  for  weight  reduction 
should  satisfy  all  nutritive  needs  of  the  patients 
except  calories.  It  should  be  adapted  as 
closely  as  possible  to  the  tastes  and  habits  of  the 
individual  and  should  have  good  satiety  value 
to  provide  a sense  of  well-being  and  a minimum 
of  fatigue.  It  should  be  one  the  patient  can 
afford,  obtain,  consume,  vary,  and  follow  for  a 
long  time,  probably  his  lifetime. 
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Chlorpropamide  (diabinese)  is  a sul- 
fonylurea drug  being  used  increasingly  for 
the  treatment  of  diabetes  mellitus.  Its  use 
is  sometimes  accompanied  by  side-effects, 
the  majority  of  which  are  dose-related, 
transient,  and  respond  to  dosage  reduction 
or  withdrawal.1  Among  the  known  side- 
effects,  porphyria  has  never  previously 
been  noted,  although  it  has  been  reported 
in  association  with  the  use  of  tolbutamide 
(Orinase),  the  other  commonly  used  sul- 
fonylurea drug.2-  3 

The  following  report  describes  the  oc- 
currence of  porphyria  with  coproporphyrin- 
uria during  the  use  of  chlorpropamide. 

Case  report 

A sixty-two-year-old  male  was  first  seen 
on  May  26,  1962,  with  a chief  complaint  of 
polyuria  and  polydipsia  of  six  weeks  dura- 
tion. The  initial  fasting  blood  sugar  was 
300  mg.  per  100  ml.  and  a twenty-four-hour 
urine  specimen  contained  50  Gm.  of  glucose. 
Acetone  and  albumin  were  absent,  and  a 
microscopic  analysis  showed  normal  results. 

In  the  past,  the  patient  had  had  hives, 
following  a penicillin  injection,  and  some 
hypertension.  He  has  never  imbibed  ex- 


cessive amounts  of  alcoholic  beverages  and 
has  not  had  any  previous  liver  disease.  A 
paternal  grandfather  had  diabetes. 

His  initial  blood  pressure  was  150/60, 
pulse  rate  80  per  minute,  weight  147 
pounds,  and  height  5 feet  6 inches.  There 
were  no  abnormal  skin  findings.  Fundus- 
copic  examination  showed  normal  results. 
Ears,  nose,  throat,  thyroid,  heart,  lungs, 
and  abdomen  were  all  within  normal  limits. 
The  prostate  was  minimally  enlarged. 
Neurologic  examination  showed  normal 
findings  except  for  the  absence  of  ankle 
jerks. 

On  the  basis  of  these  findings  diabetes 
mellitus  was  diagnosed.  The  initial  treat- 
ment consisted  of  diet  containing  150  Gm. 
of  carbohydrate,  80  Gm.  of  protein,  and  50 
Gm.  of  fat.  After  three  weeks  his  urine 
was  free  of  glucose  and  a two-hour  post- 
prandial blood  sugar  was  150  mg.  per  100 
ml. 

During  the  following  two  years  the  clini- 
cal course  was  uneventful.  His  diabetes 
was  well  controlled  both  clinically  and 
chemically  as  evidenced  by  complete  agly- 
cosuria  and  a series  of  two-hour  postpran- 
dial blood  sugars  that  ranged  between  90 
mg.  and  140  mg.  per  100  ml.  (Folin-Wu 
method).  At  the  end  of  this  time  in  spite 
of  appropriate  dietary  intake  two-hour 
postprandial  blood  sugars  rose  and  ranged 
between  175  mg.  and  225  mg.  per  100  ml. 
in  association  with  some  mild  symptomatic 
glycosuria.  No  obvious  cause  was  detected 
for  this  decompensation.  On  June  6,  1964, 
chlorpropamide,  in  a dose  of  250  mg.  per 
day,  was  started.  At  the  end  of  two  weeks 
the  patient  developed  painless  vesicular 
and  bullous  lesions  on  the  sides  of  the 
fingers,  on  the  backs  and  palms  of  both 
hands,  and  on  the  soles  of  both  feet  (Fig.  1). 
Chlorpropamide  was  promptly  discon- 
tinued. By  July  5 the  involved  skin  areas 
were  desquamating  and  finally  by  August 
30  were  completely  clear.  Quantitative 
determination  for  urinary  porphyrins  was 
done  and  subsequently  repeated  (Table 
I).4-  5 

Comment 

The  development  of  vesicular  and  bullous 
lesions  in  association  with  coproporphyrin- 
uria following  the  administration  of  a drug 
suggests  a cause  and  effect  relationship. 


: 
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FIGURE  1.  Vesicular  and  bullous  lesions.  (A) 
On  sides  of  fingers.  (B)  On  palm  of  hand. 


Indeed,  it  would  seem  to  be  more  related 
when  both  the  dermatologic  and  urinary 
alterations  clear  following  withdrawal  of 


TABLE  I.  Results  of  urine  porphyrin  determina- 
tions (micrograms  per  milliliter)* 


Date 

Porpho- 

bilinogen 

Uro- 

por- 

phyrin 

Copro- 

por- 

’phyrin 

July  23,  1964 

Absent 

0.004 

3.94 

August  3,  1964 

Absent 

0.004 

3.72 

October  25,  1964 

Absent 

Absent 

Absent 

* Normal:  Porphobilinogen- — absent 

Uroporphyrin — up  to  0.015 
Coproporphyrin — up  to  0.175 


the  drug.  Such  a sequence  of  events  as 
demonstrated  here  strongly  suggests  that 
coproporphyrinuria  with  a cutaneous  reac- 
tion was  induced  by  chlorpropamide. 

Classification  of  this  porphyric  reaction 
cannot  be  accurately  made  in  the  absence 
of  serum  and  fecal  uroporphyrin  values.6 
However,  its  occurrence  makes  it  important 
to  record  since  chlorpropamide  is  being 
used  with  such  increasing  frequency.  The 
cutaneous  lesions  of  the  porphyrias  are 
related  to  some  hepatic  dysfunction  that 
leads  to  the  formation  of  excessive  amounts 
of  porphyrins  by  the  liver.  These  por- 
phyrins, however,  are  usually  more  of  the 
uroporphyrin  than  of  the  coproporphyrin 
type.  In  our  patient  just  the  opposite 
occurred.  There  was  no  major  increase  in 
uroporphyrin  excretion;  however,  a cop- 
roporphyrin excretion  of  3.94  and  3.72 
micrograms  per  milliliter  was  a thirtyfold 
increase  above  the  norm.  There  are  two 
possible  explanations  to  account  for  this 
variance.  First,  the  method  used  for  por- 
phyrin determination  may  not  have  de- 
tected all  of  an  increased  amount  of  uropor- 
phyrin excreted.6  It  is  to  be  noted  that 
compared  with  the  urine  specimen  tested 
when  the  lesions  cleared  which  contained 
no  detectable  uroporphyrin,  urine  samples 
tested  at  the  time  of  the  appearance  of  the 
lesions  did  contain  a small  amount  of  uro- 
porphyrin. Second  and  more  probable, 
the  excessive  coproporphyrin  itself  was 
responsible  for  the  skin  reaction  since  it 
subsequently  disappeared  as  the  skin  im- 
proved.6 Porphobilinogen  was  constantly 
absent.  All  liver  function  studies  showed 
normal  findings.  The  patient  manifested 
no  other  signs  or  symptoms  of  chlorprop- 
amide toxicity.  Nevertheless,  this  series  of 
events  suggests  that  a transient  hepatotoxic 
effect  of  chlorpropamide  occurred  resulting 
in  an  overproduction  of  coproporphyrin 
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and  producing  a cutaneous  reaction  that 
was  completely  reversible. 

A relationship  between  diabetes  mellitus 
and  porphyria  has  been  previously  noted 
and  this  relationship  does  not  seem  to  be 
fortuitous.  It  has  been  reported  with  all 
forms  such  as  acute  intermittent  porphyria, 
porphyria  cutanea  tarda  hereditaria,  (varie- 
gata)  and  porphyria  cutanea  tarda  sympto- 
matica.7 The  association  exists  only  in 
middle-aged  males  and  a 25  per  cent  prev- 
alence rate  of  diabetes  has  been  estimated 
among  such  porphyric  males.8  These  two 
metabolic  errors  do  not  seem  to  be  geneti- 
cally related.  The  frequently  coexisting 
hepatic  dysfunction  occurring  in  various 
types  of  hepatic  porphyria  may  be  an  under- 
lying factor  for  the  abnormality  in  glucose 
tolerance.  It  has  also  been  theorized  that 
an  interruption  in  normal  iron  metabolism 
during  the  synthesis  of  heme  by  protopor- 
phyrin can  lead  to  secondary  hemochro- 
matosis which  results  in  diabetes  mellitus.9 

Chlorpropamide,  as  a drug  capable  of 
inducing  porphyria  can  be  added  to  a list  of 
other  porphyria-inducing  drugs  and  chemi- 
cals such  as  barbiturates,10  sulfonamides,10 
alcohol,10  chloroquine  (Aralen),10  allyliso- 
propy  la  cetyl  carbamide  (Sedormid),10  fun- 
gicides and  related  chemicals,10  and  tolbu- 
tamides.2-3  An  awareness  of  this  unusual 
side-effect  of  chlorpropamide,  a drug  being 
used  more  commonly,  ought  to  result  in 
greater  detection  of  symptomatic  porphy- 
rinuria and  perhaps  a better  understanding 
of  its  underlying  mechanisms. 


Summary 

A male  patient  with  diabetes  mellitus 
was  treated  with  chlorpropamide.  Follow- 
ing the  use  of  this  drug  cutaneous  vesicular 
and  bullous  hand  and  foot  lesions  occurred 
in  association  with  coproporphyrinuria 
alone,  both  of  which  cleared  following  with- 
drawal of  the  drug.  This  is  the  first  de- 
scription of  the  induction  of  a porphyric 
reaction  by  chlorpropamide,  although  it 
has  been  described  with  tolbutamide.  A 
recognized  association  between  diabetes 
mellitus  and  porphyria  exists.  Its  intimate 
mechanism  is  still  speculative. 
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So  many  physicians  are  interested  in  real 
estate  and  the  securities  market  that  it 
seems  timely  to  re-examine  the  life  and 
career  of  Nicholas  Barbon,  M.D.,  whose 
success  may  well  excite  their  envy.  In 
the  doctors’  dining  room  of  many  hospitals 
the  conversation  at  luncheon  deals  so 
exclusively  with  real  estate  speculation 
and  the  stock  market  that  gossip  about  the 
sexual  escapades  of  their  friends  and 
neighbors  runs  a poor  second,  the  sporting 
page  a weak  third,  and  medicine  a faltering 
fourth:  “out  of  the  money”  so  to  speak. 

Nicholas  Barbon  was  born  in  London 
about  1640,  probably  the  son  of  Praisegod 
Barebones  (Barbon)  (71596-1679),  that 
contentious  antimonarchist,  contumacious 
pedobaptist,  and  vituperative  mob-raiser 
whom  even  Oliver  Cromwell  finally  could 
not  stomach.  The  first  dated  reference  to 
Nicholas  is  in  1661  when  he  entered  as  a 
student  of  physic  at  Leyden,  taking  his 
M.D.  degree  at  Utrecht  in  October  of  that 
year.  Although  licensed  by  the  College 
of  Physicians  in  1664  and  made  an  honorary 
fellow,  there  is  no  evidence  that  he  ever 
practiced  medicine.  His  talent  for  busi- 
ness was  shown  after  the  Great  Fire  of 
London  in  1666.  First,  he  rebuilt  his 


father’s  burnt  house  in  Crane  Court, 
Fleet  Street,  moving  it  to  the  far  end  of  the 
court  and  adding  a more  distinguished 
facade.  “Here  he  lived  in  a lordly  way, 
directing  his  mysterious,  complex  schemes, 
rarely  without  great  profit  and  rarely  with 
complete  honesty.”1 

Barbon  probably  acquired  his  initial 
capital  by  inventing  the  business  of  fire 
insurance.  Shrewdly  turning  the  public’s 
panic  to  his  advantage,  he  underwrote  loss 
by  fire  for  a premium  of  2.5  per  cent  for 
brick  houses  and  5 per  cent  for  timber. 
This  was  somewhat  less  indelicate  than  the 
method  Plutarch  ascribes  to  Crassus:  “.  . . 

he  made  it  his  practice  to  buy  houses  that 
were  on  fire,  and  those  in  the  neighbour- 
hood, which,  in  the  immediate  danger  .and 
uncertainty  the  proprietors  were  willing 
to  part  with  for  little  or  nothing,  so  that  the 
greatest  part  of  Rome,  at  one  time  or  an- 
other, came  into  his  hands.”*  Barbon 
obtained  additional  capital  for  his  real 
estate  and  building  ventures  by  either  loans 
or  credit,  often  for  as  much  as  £30,000 
to  £40,000.  “Credit  suited  him  best,  for 
by  dint  of  an  odious  process  of  delaying, 
deceiving,  wriggling,  and  pleading  he 
usually  managed  to  evade  the  law  and 
ultimately  to  get  away  with  the  business  at 
about  half  of  what  it  would  have  cost  him 
to  borrow.”1  His  ventures  extended  into 
all  parts  of  London,  building  a square  in 
one  place,  a row  of  houses  in  another,  a 
market  elsewhere.  He  was  adept  at  as- 
sembling parcels  of  freehold  land  for  build- 
ing schemes,  gulling  the  unwary  with 
easy  promises,  cozening  the  distrustful 
with  honeyed  words,  always  emphasizing 
the  profit  which  would  accrue  to  those  who 
joined  forces  with  him.  However,  “it 
mattered  not  that  a litigious  knave  or 
two,  if  any  such  did  stand  out,  for  the  first 
thing  he  did  was  to  pull  down  their  houses 
about  their  ears  and  build  upon  their 
ground,  and  stand  it  out  at  law  till  their 
hearts  ached,  and  at  last  they  would 

* Dryden’s  translation,  Plutarch,  Lives. 
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truckle  and  take  any  terms  for  peace  and  a 
quiet  life.”2 

Real  estate 

Barbon  had  a clear  grasp  of  the  value  of 
mass  production  and  the  use  of  stand- 
ardized components  in  housing.  Accord- 
ing to  Summerson,1  “The  houses  he  built 
were  all  very  much  alike,  economically 
planned  to  the  point  of  meanness,  with 
coarse  ornaments  which  repeated  them- 
selves over  and  over  again.  The  design 
of  the  panelling  and  staircases  of  his 
houses  never  varies,  and  his  carpenters 
must  have  turned  out  thousands  upon 
thousands  of  the  twisted  balusters  whose 
slick  modernity  was  calculated  to  catch  the 
eye  of  the  bumpkin  in  search  of  his  first 
town  house.”  Barbon  was  expert  at 
subdivision;  unconcerned  as  he  was  with 
his  means,  he  was  also  indifferent  to  the 
result  of  his  manipulations  on  the  real 
property  market.  His  contemporary 
North2  describes  the  effects  of  Barboniza- 
tion  of  a tract  of  land  assembled  from 
freeholders:  “He  was  the  inventor  of  this 

new  method  of  building  by  casting  of 
ground  into  streets  and  small  houses,  and  to 
augment  their  number  with  as  little  front 
as  possible,  and  selling  the  ground  to 
workmen  at  so  much  per  foot  front,  and 
what  he  could  not  sell  build  himself.  This 
has  made  ground  rents  high  for  the  sake  of 
mortgaging,  and  others  following  his  steps 
have  refined  and  improved  upon  it,  and 
made  a superfoetation  of  houses  about 
London.” 

Among  his  development  schemes  a few 
stand  out.  He  purchased  the  lands  of 
Essex  House  from  the  Countess  of  Somer- 
set. On  the  estate  south  of  the  Strand 
there  stood  a large  Tudor  house,  several 
courts,  and  a series  of  terraces  leading 
down  to  the  Thames.  King  Charles  II 
wanted  the  land  to  reward  a courtier  who 
had  served  the  Crown  well  in  Ireland,  but, 
as  the  King  and  Privy  Council  tried 
vainly  to  repurchase  the  land,  Barbon 
hastily  tore  down  the  house,  uprooted  the 
garden,  and  built  a street  of  brick  houses. 
Again,  in  1684,  despite  the  protests  of  the 
gentlemen  of  Gray’s  Inn  and  Sir  Christo- 
pher Wren,  even  in  the  face  of  warrants 
from  the  Middlesex  Justices,  Barbon  man- 
aged to  acquire  the  land  around  Red 


Lion  Square  in  Bloomsbury,  razed  pre- 
existing structures,  and  erected  row  houses 
around  the  square.  Other  parts  of  London 
known  to  have  borne  the  mark  of  his 
planning  were  the  lands  of  the  Harpur 
estate,  the  Rugby  estate,  Newport  Square 
in  Soho,  parts  of  Great  Ormond  Street,  and 
several  streets  on  the  site  of  York  House 
including  Buckingham  Street  and  Villiers 
Street. 

Other  parts  of  England  may  have  viewed 
Barbon  in  a different  light  from  that  in 
which  his  victims  in  London  saw  him;  he 
was  elected  a Member  of  Parliament  from 
Bramber  in  1690  and  1695.  His  final  re- 
corded gesture  was  admirably  suited  to  and 
consonant  with  the  life  of  a man  who 
prized  money  for  his  own  pleasure:  In 

his  will  he  provided  that  none  of  his  debts 
be  paid! 

Economics 

Despite  his  rather  shoddy  reputation, 
Barbon’s  name  has  been  preserved  be- 
cause of  his  writing  on  economic  matters. 
In  fact,  he  can  be  properly  considered  one 
of  England’s  first  economists.  He  pub- 
lished two  essays  under  his  own  name,  and 
a third  has  been  ascribed  to  him  by  Brett- 
James.3  The  one  published  anonymously 
was  probably  his  first  essay;  it  was  a tract 
in  which  the  writer  advocated  urban  ex- 
pansion and  tried  to  prove  that  suburban 
building  is  a necessary  and  logical  de- 
velopment which  increases  land  values 
near  the  center  of  the  city  and  promotes 
the  public  welfare.4  Five  years  later,  in 
1690,  he  published  under  his  own  name 
A Discourse  of  Trade*  It  was  considered 
worthy  of  being  included  in  1905  in  the 
series  of  Reprints  of  Economic  Tracts 
edited  by  the  late  Professor  Hollander  of 
Johns  Hopkins  University.  In  it  Barbon 
defines  with  precision  acceptable  to  twen- 
tieth century  readers  the  relation  between 
use  and  value,  value  and  price,  and  the 
importance  of  currency,  credit,  and  in- 
terest. 

For  its  own  sake,  he  advocates  the  social 
and  economic  importance  of  building  as 
“the  most  proper  and  visible  Distinction 
of  Riches  and  Greatness,  because  the 
expenses  are  too  Great  for  Mean  Persons  to 
follow.”  He  also  insists  that  building  is 
“the  chiefest  promoter  of  trade”  because 


September  15,  1965  / New  York  State  Journal  of  Medicine  2389 


of  the  large  number  of  subsidiary  trades 
which  depend  on  it. 

His  final  publication  appeared  in  1696, 6 
two  years  before  his  death.  In  it  he  rebuts 
John  Locke’s  proposition  that  silver  has  an 
intrinsic  value,  asserting  that  “it  is  money 
that  men  give  and  take  and  contract  with, 
having  regard  more  to  the  stamp  and 
currency  of  the  money  than  to  the  quantity 
of  fine  silver  in  each  piece.”  Using  this 
premise,  he  argues  in  favor  of  debasing 
the  currency,  or,  as  he  euphemistically 
terms  it,  raising  the  value  of  money. 
Karl  Marx7  begins  his  familiar  Das  Kapital 
by  quoting  Barbon  on  commodities:  “.  . . 

one  sort  of  wares  are  as  good  as  another  if 
the  values  be  equal.  There  is  no  difference 
or  distinction  in  things  of  equal  value.  . .An 
hundred  pounds’  worth  of  lead  or  iron  is  as 
of  great  value  as  one  hundred  pounds’ 
worth  of  silver  or  gold.”  Marx  interprets 
this  statement  as  indicating  that  Barbon 
had  in  mind  the  distinction  between  use- 
values  and  exchange- values,  that  is:  “As 

use-values,  commodities  are,  above  all,  of 
different  qualities,  but  as  exchange-values 
they  are  merely  different  quantities,  and 
consequently  do  not  contain  an  atom  of 
use-value.”7  How  Barbon,  dead  two  cen- 
turies, would  have  reacted  to  the  use  of  his 
premises  by  communism’s  archeconogogue 
defies  speculation.  If  only  out  of  willful 
perversity,  he  might  have  applauded  the 
sense,  though  deplored  the  style. 

Style 

Barbon’s  own  style  was  succinct,  sparing 
of  words,  costive  in  developing  paragraphs, 
substantive  rather  than  adjectival.  His 
rhetoric  matched  his  anal-retentive  per- 
sonality. It  is  a style  which  lends  itself 
to  quotable  apothegms;  many  of  these  have 
passed  unconsciously  into  the  stream  of 
English  economic  thought.  To  a twentieth 
century  audience  they  may  seem  cliches, 
yet  in  Barbon’s  day  they  were  bright  and 
shiny,  like  a newly  minted  florin,  and  just 
as  hard.  A few  examples  are: 

From  A Discourse  of  Trade:* 

The  chief  End  or  Business  of  Trade,  is  to 
make  a profitable  Bargain:  In  making  a bar- 
gain there  are  these  things  to  be  considered; 
the  Wares  to  be  sold,  the  Quantity  and 
Quality  of  those  Wares,  the  Value  or  Price  of 
them,  the  Money  or  Credit  by  which  the 


Wares  are  bought,  the  Interest  that  relates 
to  the  time  of  performing  the  bargain. 

The  Value  of  all  Wares  arise  from  their  Use; 
Things  of  no  Use  have  no  Value,  as  the  Eng- 
lish phrase  is,  They  are  good  for  nothing. 

Credit  is  a Value  raised  by  Opinion,  it  buys 
Goods  as  Money  does;  and  in  all  Trading 
Citys,  there’s  more  Wares  sold  upon  Credit, 
than  for  present  Money.  There  are  Two 
Sorts  of  Credit;  the  one  is  grounded  upon  the 
Ability  of  the  Buyer,  the  other  upon  the 
Honesty. 

Money  is  a Value  made  by  a Law  . . . One 
use  of  Money  is,  It  is  the  measure  of  Value,  by 
which  the  Value  of  all  other  things  are 
reckoned. 

From  A Discourse  concerning  Coining 
■the  new  money  lighter,  etc.:6 

’Tis  the  Publick  Authority  upon  the  Metal 
that  makes  it  Money;  without  such  au- 
thority, Silver  would  no  more  pass  for  Money 
than  Gold. 

It  is  the  occasion  and  usefulness  of  things 
that  creates  the  Value  of  them:  And  it  is  the 
Plenty  or  scarcity  of  things  . . . that  makes 
them  of  greater  or  lesser  Value:  Plenty 

makes  things  Cheap,  and  Scarcity  dear. 


Political  economy 

Barbon  was  in  the  tradition  of  the 
seventeenth  century  mercantilist  writers 
on  political  economy  between  Hobbes  and 
Hume.  Along  with  the  other  contem- 
poraries of  John  Locke,  he  was  a free 
trader.  However,  Barbon  was  more  so- 
phisticated than  his  colleagues,  advancing 
the  theory  that  money  was  a means  of 
exchange  to  get  more  goods.  His  theory 
of  money  and  currency  led  to  David 
Ricardo’s  value  theory  of  money  a century 
later,  thereby  paving  the  way  for  the 
utilitarian  economics  of  John  Stuart  Mill 
and  its  effect  on  economic  thinking  in  our 
own  century. 

Barbon  rarely  used  rhetorical  devices. 
However,  in  his  Apology  for  the  Builder 4 
he  cited  the  argument  of  both  city  dwellers 
and  country  folk  who  feared  that  urban 
house  building  would  prove  detrimental  to 
society.  Even  in  that  era  many  people 
feared  Megalopolis. 

. . . and  both  agree  that  the  increase  of 
building  is  prejudicial  to  the  government  and 
use  for  Argument  a simile  from  those  that 
have  the  Rickets,  fancying  the  City  to  be  the 
Head  of  the  Nation,  and  that  it  will  grow  too 
big  for  the  body. 

After  citing  vital  statistics  regarding 
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population  growth  and  the  death  rate, 
Barbon  rebuts  with  a sound  piece  of 
dialectics  and  a comparable  metaphor: 

For  the  Metropolis  is  the  Heart  of  a 
Nation,  through  which  the  Trade  and  Com- 
modities of  it  circulate,  like  the  blood  through 
the  heart,  which  by  its  motion  giveth  life 
and  growth  to  the  rest  of  the  Body. 

Not  only  is  the  analogy  apt,  but  it  re- 
flects the  degree  to  which  William  Harvey’s 
observations  and  inferences  made  some  six 
decades  previously  had  permeated  people’s 
thinking  and  had  become  accepted  as 
common  coin  of  reasoning  among  educated 
men.  It  was  at  this  critical  point  in  his 
argument  that  Barbon’s  medical  training 
proved  useful  to  his  purpose.  However, 


Relief  of  pain 
in  terminal  cancer 

Some  procedures  for  relief  of  pain  in  terminal 
cancer  are  so  new  that  many  neurosurgeons 
have  yet  to  be  convinced  of  their  value;  some, 
however,  deserve  serious  consideration.  James 
C.  White,  M.D.,  in  a recent  issue  of  Surgery, 
Gynecology  and  Obstetrics,  mentions  that  a rel- 
atively simple  procedure  that  may  be  tried  for 
the  relief  of  pain  in  the  lower  regions  of  the 
body  is  subarachnoid  injection  of  neotoxic  solu- 
tions. If  this  procedure  fails,  surgical  measures 
may  be  resorted  to.  The  effectiveness  of  cor- 
dotomy also  has  been  significantly  increased  by 
better  understanding  of  the  pain  conductors  in 
the  spinal  cord. 

The  subarachnoid  injection  can  eliminate  the 
need  for  cordotomy,  however,  in  about  two 
thirds  of  the  patients  with  intractable  pain  in 


his  flair  for  handling  money  and  success  in 
manipulating  real  property  indicate  that  his 
ability  to  serve  Mammon  was  probably 
greater  than  his  capacity  to  serve  Aes- 
culapius. 
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the  legs,  pelvis,  and  lower  abdomen.  The  pain 
is  often  eliminated  with  only  minor  sensory  loss, 
and  urinary  difficulties  and  major  leg  weakness 
seem  to  present  only  a minimal  risk. 

If  subarachnoid  injection  is  not  effective, 
pain  below  the  mid-thoracic  level  can  be  re- 
lieved in  about  80  per  cent  of  the  patients  by 
radical  transection  of  the  contralateral  an- 
terior quadrant  of  the  spinal  cord.  If  urinary 
retention  ensues,  an  inlying  catheter  should  be 
used. 

Cervical  cordotomy  is  not  effective,  however, 
in  relief  of  pain  from  tumors  above  the  mid- 
thorax, and  the  risks  are  greater.  In  cor- 
dotomy, anesthesia  of  short  duration  makes  it 
possible  to  wake  the  patient  on  an  operating 
table  and  test  the  level  of  analgesia,  so  that  an 
effective  sensory  level  can  be  achieved  in  a high 
percentage  of  the  patients.  In  severe  neuralgias 
following  injury,  amputation,  or  surgical  damage 
to  sensory  nerves,  cordotomy  may  be  effective 
at  first,  but  pain  tends  to  return. 


September  15,  1965  / New  York  State  Journal  of  Medicine  2391 


Necrology 


Philip  Daly  Allen,  M.D.,  of  New  York  City, 
died  on  July  27  at  St.  Luke’s  Hospital  at  the 
age  of  sixty-five.  Dr.  Allen  graduated  in  1924 
from  Albany  Medical  College.  In  December, 
1964,  he  retired  as  director  of  surgery  at 
Knickerbocker  Hospital  after  serving  thirty 
years  on  the  medical  staff  there.  He  was  a 
consulting  surgeon  at  Bellevue  Hospital,  New 
York  Eye  and  Ear  Infirmary,  and  Misericordia 
Hospital.  Dr.  Allen  was  a Diplomate  of  the 
American  Board  of  Surgery,  a Fellow  of  the 
American  College  of  Surgeons,  and  a member  of 
the  American  Association  for  the  Surgery  of 
Trauma,  the  New  York  Academy  of  Medicine, 
the  New  York  Surgical  Society,  the  New  York 
County  Medical  Society  (of  which  he  served  as 
president  in  1957),  the  Medical  Society  of  the 
State  of  New  York  (at  the  time  of  his  death  he 
was  assistant  secretary) , and  the  American 
Medical  Association. 

J.  W.  Ehrlich,  M.D.,  of  White  Plains,  died  on 
August  12  at  his  home  at  the  age  of  sixty- three. 
Dr.  Ehrlich  graduated  in  1929  from  the  Uni- 
versity of  Cincinnati  College  of  Medicine.  He 
was  an  attending  surgeon  and  director  of  in- 
travenous therapy  at  White  Plains  Hospital. 
In  1938  he  founded  the  blood  bank  at  White 
Plains  Hospital,  one  of  the  first  in  a community 
hospital.  A former  medical  director  of  the 
White  Plains  Civil  Defense  organization  and  a 
former  surgeon  for  the  New  York  Central 
Railroad,  Dr.  Ehrlich  was  a Fellow  of  the 
American  College  of  Surgeons  and  a member  of 
the  Westchester  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Byron  Jerome  Garson,  M.D.,  of  New  York 
City,  died  on  July  22  at  Montauk  at  the  age  of 
fifty-four.  Dr.  Garson  graduated  in  1935  from 
Columbia  University  College  of  Physicians  and 
Surgeons.  He  was  an  associate  attending 
proctologic  surgeon  at  Beth  Israel  Hospital  and 
a senior  clinical  assistant  rectal  surgeon  at  The 
Mount  Sinai  Hospital.  Dr.  Garson  was  a 
Diplomate  of  the  American  Board  of  Colon  and 
Rectal  Surgery  and  a member  of  the  American 
Proctologic  Society,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Peritz  M.  Kurzweil,  M.D.,  of  New  York  City, 
died  on  July  23  at  University  Hospital  at  the 
age  of  eighty-six.  Dr.  Kurzweil  graduated  in 
1904  from  New  York  University  and  Bellevue 
Hospital  Medical  College.  Retired,  he  was  a 


Diplomate  of  the  American  Board  of  Pediatrics 
and  a member  of  the  American  Academy  of 
Pediatrics,  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Milton  Lopyan,  M.D.,  of  Brooklyn,  was  shot 
and  killed  on  July  29  by  two  holdup  men  in  his 
office  at  the  age  of  fifty-two.  Dr.  Lopyan 
graduated  in  1937  from  Eclectic  Medical  Col- 
lege, Cincinnati.  He  was  an  adjunct  radiologist 
at  Unity  Hospital  and  an  attending  physician 
in  general  practice  at  St.  John’s  Episcopal 
Hospital.  Dr.  Lopyan  was  a member  of  the 
Radiological  Society  of  North  America,  Inc., 
the  Medical  Society  of  the  County  of  Kings,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

O.  Houghton  Love,  M.D.,  of  Little  Falls, 
died  on  June  17  at  Little  Falls  Hospital  at  the 
age  of  eighty-four.  Dr.  Love  graduated  in 
1909  from  Western  Reserve  University  School 
of  Medicine.  He  was  an  honorary  member  of 
the  medical  staff  in  anesthesiology  at  Little 
Falls  Hospital.  From  1911  to  1926  he  had 
served  in  North  China  as  a medical  missionary 
under  the  American  Board  of  Foreign  Missions. 
Dr.  Love  was  a member  of  the  Utica  Academy  of 
Medicine,  the  Herkimer  County  Medical  So- 
ciety, the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Constantine  J.  MacGuire,  M.D.,  of  New 
York  City,  died  on  August  11  at  Doctors 
Hospital  at  the  age  of  seventy-nine.  Dr. 
MacGuire  graduated  in  1911  from  Columbia 
University  College  of  Physicians  and  Surgeons. 
He  was  a consulting  surgeon  at  Bellevue  Hospi- 
tal and  a senior  attending  surgeon  and  former 
acting  president  until  his  retirement  in  1951  at 
St.  Vincent’s  Hospital.  During  World  War  II 
he  was  director  of  the  first  surgical  division  at 
Bellevue  Hospital.  Dr.  MacGuire  was  a 
Diplomate  of  the  American  Board  of  Surgery,  a 
Fellow  of  the  American  College  of  Surgeons,  and 
a member  of  the  American  Surgical  Association, 
the  New  York  Academy  of  Medicine,  the  New 
York  Surgical  Society,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Vincenzo  Pennisi,  M.D.,  of  Jamaica,  died  on 
August  3 at  Mary  Immaculate  Hospital  at  the 
age  of  seventy-two.  Dr.  Pennisi  received  his 
medical  degree  from  the  University  of  Naples  in 
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1918.  He  was  a member  of  the  Medical  Society 
of  the  County  of  Queens,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 


Theodore  Michael  Sanders,  M.D.,  of  New 
York  City,  died  on  August  11  at  Lenox  Hill 
Hospital  at  the  age  of  seventy-five.  Dr.  Sanders 
graduated  in  1915  from  Columbia  University 
College  of  Physicians  and  Surgeons.  He  was  a 
consulting  physician  at  Trafalgar  Hospital.  He 
had  been  a consultant  on  health  and  medical 
affairs  for  the  National  Consumers  League  and 
was  also  a surgeon  for  the  Police  Department 
until  his  retirement  in  1960.  Dr.  Sanders  was  a 
Diplomate  of  the  American  Board  of  Internal 


Medicine  and  a member  of  the  New  York 
Academy  of  Medicine,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Joseph  William  Sokolowski,  M.D.,  of  Utica, 
died  on  April  7 at  his  home  at  the  age  of  sixty- 
three.  Dr.  Sokolowski  graduated  in  1928  from 
Georgetown  University  School  of  Medicine.  He 
was  an  attending  anesthesiologist  at  St.  Eliza- 
beth’s Hospital.  Dr.  Sokolowski  was  a member 
of  the  American  Society  of  Anesthesiologists, 
Inc.,  the  Utica  Academy  of  Medicine,  the 
Oneida  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 


Abstracts 


O’Connell,  C.  J.,  and  Bistany,  T.  S.:  Varia- 

tions in  the  action  of  penicillins  under  aerobic 
and  anaerobic  conditions,  New  York  State  J. 
Med.  65:  2325  (Sept.  15)  1965. 

A study  was  made  under  aerobic  and  anaero- 
bic conditions  of  zones  of  inhibition  of  growth 
of  various  Staphylococcus  aureus  strains  by 
penicillin  G,  nafcillin,  and  methicillin.  Under 
anaerobic  conditions,  significant  reduction  of 
zone  diameters  occurred  with  penicillin  G and, 
to  a lesser  extent,  with  nafcillin,  but  no  signifi- 
cant change  in  zone  diameter  occurred  with 
methicillin.  It  is  suggested  that  results  of 
sensitivity  tests  performed  aerobically  be  used 
with  caution  in  devising  therapy  for  infections 
known  or  suspected  to  exist  in  unoxygenated 
areas. 

Matles,  A.  L.:  The  Newborn  Hip  Guide; 

technic  of  localizing  head  of  newborn  femur  on 
roentgenograms,  New  York  State  J.  Med. 
65:  2345  (Sept.  15)  1965. 

A study  of  1,500  stillborn  and  infant  deaths 
anatomically,  of  which  half  were  examined 
radiographically  and  one  third  with  arthrograms, 


showed  that  the  Newborn  Hip  Guide  is  clini- 
cally accurate  in  localization  of  the  head  of  the 
femur  and  is  a valuable  aid  in  diagnosis  of  con- 
genital dislocation  of  the  hip.  A plastic  over- 
lay is  applied  to  the  x-ray  film  using  the  proxi- 
mal epiphysial  line  alone  to  identify  the  posi- 
tion of  the  femoral  head.  The  method  also  was 
found  to  be  accurate  in  97  consecutive  newborn 
nursery  x-ray  films. 

Handler,  M.:  Epidemic  phlebodynia;  an 

occupational  hazard  of  student  nurses,  New 
York  State  J.  Med.  65:  2351  (Sept.  15)  1965. 

Phlebodynia,  a syndrome  characterized  by  in- 
capacitating pain  and  tenderness  along  the 
superficial  and  deep  veins  of  the  legs,  occurred  in 
epidemic  pattern  over  a six-year  period  among 
nurses,  particularly  white  student  nurses,  in 
the  Jewish  Hospital  of  Brooklyn.  Laboratory 
tests  were  not  diagnostic,  and  anticoagulants 
and  antibiotics  had  no  effect.  Bed  rest  and 
warm  soaks  were  used  to  relieve  pain.  Hospital 
confinement  varied  from  four  to  thirty-four  days 
with  an  average  of  fourteen  days.  Recurrences 
were  frequent.  No  embolic  phenomena  were 
recorded. 
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Medical  Schools 


Albany  Medical  College 

Doctors’  teaching  days.  The  schedule  of 
doctors’  teaching  days  to  be  offered  by  the 
College’s  Department  of  Post-Graduate  Med- 
icine during  the  1965  to  1966  academic  year  is 
as  follows:  October  7,  gastroenterology,  with 

emphasis  on  jaundice;  October  14,  toxicology; 
October  28,  gynecology,  particularly  cervical 
cancer;  November  4,  endocrinology;  November 
18,  medical  emergencies;  December  2,  surgical 
emergencies;  December  9,  chest  diseases. 

A four-day  course  on  “Basic  Science  Correla- 
tions in  Disease  States,”  will  begin  on  January 

6,  1966,  and  will  be  continued  on  January  13 
and  20,  concluding  on  January  27.  On  Feb- 
ruary 10  the  teaching  day  will  be  on  cardiology; 
February  17  the  subject  concerns  infectious 
diseases  and  antibiotics;  on  February  24,  a 
medico-legal  program  in  cooperation  with  the 
New  York  State  Bar  Association  will  be  of- 
fered; on  March  3,  the  topic  will  be  the  utiliza- 
tion of  the  laboratory  in  clinical  medicine; 
March  10,  the  management  of  chronic  patients; 
March  17,  psychiatry — office  management  of 
neuroses;  March  24,  pediatrics,  particularly 
adolescent  medicine;  March  31,  surgery;  April 

7,  cancer;  and  on  April  14,  obstetrics  and 
gynecology,  with  an  emphasis  on  the  topic  of 
sterility  and  infertility. 

Cornell  University  Medical  College 

Recent  appointments.  Francis  J.  Hamilton, 
M.D.,  was  appointed  medical  director  of  The 
New  York  Hospital- Westchester  Division  to 
succeed  James  H.  Wall,  M.D.,  who  retired  at 
the  end  of  June  after  thirty-seven  years  with 
the  hospital.  Dr.  Wall  will  continue  to  serve 
as  consultant  to  the  hospital.  William  T. 
Lhamon,  M.D.,  psychiatrist-in-chief,  The  New 
York  Hospital,  assumed  the  directorship  of 
The  New  York  Hospital- Westchester  Division 
in  July.  Dr.  Lhamon  is  professor  and  chair- 
man of  the  Department  of  Psychiatry. 

Retired.  Curtis  Tuttle  Prout,  M.D.,  as- 
sistant medical  director  and  clinical  director 
of  The  New  York  Hospital- Westchester  Di- 
vision, retired  at  the  end  of  June.  Dr.  Prout 
had  also  served  as  assistant  professor  of  clinical 
psychiatry  and  as  a consultant  in  psychiatry 
at  the  White  Plains  Hospital. 

Honorary  degrees.  Joseph  C.  Hinsey,  Ph.D., 
director,  The  New  York  Hospital-Cornell 
Medical  Center,  was  awarded  the  honorary 
degree  of  Doctor  of  Humane  Letters  by  the 
New  Jersey  College  of  Medicine  and  Dentistry 
at  its  commencement  exercises  on  June  5. 


Dr.  Hinsey  also  delivered  the  commencement 
address.  Connie  M.  Guion,  M.D.,  received 
the  honorary  degree  of  Doctor  of  Laws  from 
the  University  of  North  Carolina  on  June  7. 
The  citation  acknowledged  Dr.  Guion  as 
“.  . .the  first  woman  in  the  United  States  to 
become  a professor  of  clinical  medicine,  the 
first  to  become  a member  of  the  board  of  a 
New  York  hospital,  the  first  to  have  a hospital 
building  named  after  her  while  still  living,  and 
the  first  woman  from  North  Carolina  to  achieve 
distinction  in  the  field  of  medicine  . . . the  dean 
of  American  women  doctors  ...  .” 

Guest  lecturer.  John  M.  McLean,  M.D., 
served  as  guest  lecturer  at  the  fifty-first  annual 
postgraduate  course  for  practicing  eye  specialists 
for  a week  in  July  in  Estes  Park,  Colorado, 
sponsored  by  the  University  of  Colorado  School 
of  Medicine. 

Downstate  Medical  Center 

Grants.  A total  of  $1,262,938.27,  was  re- 
ceived during  May  and  June,  1965,  from  the 
National  Institutes  of  Health  and  other  agencies 
for  42  research  grants  at  the  State  University  of 
New  York  Downstate  Medical  Center  in 
Brooklyn. 

This  provides  for  renewals  of  38  research 
projects  already  in  progress,  3 new  ones,  and  1 
supplement.  Twenty-four  grants  were  from 
the  National  Institutes  of  Health.  Others 
were  from  the  Arthritis  and  Rheumatism 
Foundation,  Inc.,  Hoffman-LaRoche,  the 
Kidney  Disease  Foundation  of  New  York, 
Lederle  Laboratories,  McNeil  Laboratories, 
Charles  Pfizer  Company,  A.  H.  Robins,  Inc., 
The  Rockefeller  Institute,  Roswell  Park  Di- 
vision of  Health  Research,  Inc.,  The  Upjohn 
Company,  the  U.S.  Atomic  Energy  Com- 
mission, Warner- Chilcott  Laboratories,  and 
Wyeth  Laboratories. 

Faculty  Notes.  Nathaniel  E.  Reich,  M.D., 
clinical  associate  professor  in  the  Department 
of  Medicine  has  been  appointed  Vice-Chairman 
of  the  Committee  on  Coronary  Disease  of  the 
American  College  of  Chest  Physicians.  Milton 
J.  Matzner,  M.D.,  clinical  assistant  professor 
in  the  Department  of  Medicine  has  been  des- 
ignated Editor-in-Chief  of  the  American  Journal 
of  Gastroenterology. 

University  of  Rochester  School  of  Medicine 
and  Dentistry 

Promoted  to  rank  of  professor.  Frank  J. 
Colgan,  M.D.,  and  Robert  M.  Lawrence,  M.D., 
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were  appointed  associate  professors  of  anesthe- 
siology, and  Bernard  F.  Schreiner,  Jr.,  M.D., 
and  Robert  I.  Weed,  M.D.,  were  named 
associate  professors  of  medicine,  on  June 
26. 

Full-time  chiefs  of  service  appointed. 

Stanely  B.  Troup,  M.D.,  associate  professor 
of  medicine,  has  been  appointed  chief  of  med- 
icine, and  Edward  H.  Townsend,  M.D.,  be- 
came full-time  chief  of  pediatrics  and  associate 


professor  of  pediatrics,  at  Rochester  General 
Hospital  (Northside  Division).  The  new  chiefs 
will  devote  ftdl  time  to  patient  care  on  their 
services  and  to  the  education  and  training  of 
resident  physicians,  interns,  and  medical  stu- 
dents. The  new  appointments  will  aid  in 
joint  planning  and  coordination  of  patient 
services,  avoiding  duplication  of  effort  in  some 
areas,  and  assure  that  the  facilities  and  pro- 
fessional skill  of  the  area’s  hospitals  will  be 
used  most  efficiently. 


Abstracts  in  Interlingua 


O’Connell,  C.  J.,  e Bistany,  T.  S.:  Varia- 

tiones  in  le  action  de  penicillina  sub  conditiones 
aerobie  e anaerobie  ( anglese ),  New  York 
State  J.  Med.  65:  2325  (15  de  septembre) 

1965. 

Esseva  studiate,  sub  conditiones  aerobie  e 
anaerobie,  le  zonas  de  inhibition  causate  in  le 
crescentia  de  varie  lineas  de  Staphylococcus 
aureus  per  penicillina  G,  nafcillina,  e methicil- 
lina.  Sub  conditiones  anaerobie,  un  significa- 
tive reduction  del  diametros  zonal  occurreva  in 
le  experimentos  con  penicillina  G e — minus 
marcatemente — con  nafcillina,  sed  nulle  signifi- 
cative alteration  del  diametros  zonal  occurreva 
in  le  experimentos  con  methicillina.  Es  signa- 
late  que  le  resultatos  de  tests  de  sensibilitate 
effectuate  sub  conditiones  aerobie  pote  esser 
usate  solmente  con  reservas  in  le  planation  del 
therapia  pro  infectiones  existente  cognoscite-  o 
suspicitemente  in  areas  nonoxygenate. 

Matles,  A.  L.:  Le  Guida  Coxologic  pro  Neo- 

natos;  un  technica  pro  localisar  le  capite  fe- 
moral de  neonatos  in  le  roentgenogramma 
{anglese),  New  York  State  J.  Med.  65:  2345 

(15  de  septembre)  1965. 

Un  studio  anatomic  de  1500  infantes — morte 
natos  e mortes  neonate,  un  medietate  del  quales 
esseva  examinate  radiographicamente  e un  tertio 
arthrographicamente — monstrava  que  le  Guida 


Coxologic  pro  Neonatos  es  clinicamente  accur- 
ate in  localisar  le  capite  del  femore  e representa 
un  utile  adjuta  in  le  diagnose  de  congenite  dis- 
location del  coxa.  Un  transparentia  de  plastico 
es  imponite  super  le  pellicula  roentgen,  e le  proxi- 
mal linea  epiphysee  sol  es  usate  pro  identificar 
le  position  del  capite  femoral.  Le  methodo 
etiam  se  provava  accurate  in  le  studio  de  97  con- 
secutive roentgenographias  de  neonatos. 

Bandler,  M.:  Phlebodynia  epidemic;  un 

hasardo  occupational  de  infirmeras-studente 
{anglese),  New  York  State  J.  Med.  65:  2351 

(15  de  septembre)  1965. 

Phlebodynia,  un  syndrome  characterisate  per 
invalidante  dolores  e sensibilitate  al  longo  del 
venas  superficial  e profunde  del  gambas,  oc- 
curreva con  le  configuration  de  un  epidemia 
durante  un  periodo  de  sex  annos  inter  le  in- 
firmeras — particularmente  infirmeras-studente 
de  racia  blanc — del  Hospital  Judee  in  Brooklyn. 
Tests  de  laboratorio  non  esseva  diagnostic. 
Anticoagulantes  e antibioticos  habeva  nulle 
effecto.  Allectamento  e compressas  calide  es- 
seva usate  pro  alleviar  le  dolor.  Le  requirite 
hospitalisation  variava  in  duration  inter  quatro 
e trenta-quatro  dies,  con  un  duration  medie  de 
dece-quatro  dies.  Recurrentias  esseva  fre- 
quente.  Nulle  phenomenos  embolic  esseva 
registrate. 
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FIFTY-NINTH 

ANNUAL 


District  Branch  Meetings 

MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 


Third  and  Fourth  District  Branches  / Combined  Annual  Meeting 

Saturday , November  6 , 1965 

Thruway  Motor  Hotel,  Albany,  New  York 


Afternoon 


Officers— Third  District  Branch 


12:00  noon  Registration 
12:30  p.m.  Luncheon 

1:30  p.m.  Business  Meeting,  Election  of 
Officers 

2 : 30  p.m.  Scientific  Program 

Present  Day  Inadequacies  in 
the  Official  Investigation 
of  Sudden,  Suspicious,  and 
Violent  Death 

Milton  Helpern,  M.D.,  New 
York  City 

Chief  Medical  Examiner,  City 
of  New  York 

The  New  Canadian  Govern- 
ment Medicine 

Arthur  F.  W.  Peart,  M.D.,  To- 
ronto, Canada 

Deputy  General  Secretary,  Ca- 
nadian Medical  Association 


Evening 

5: 30- p.m.  Cocktail  Hour 
6:30  p.m.  Dinner 

Introduction  of  Officers 

Remarks:  Waring  Willis, 

M.D.,  Bronxville,  President, 
Medical  Society  of  the  State 
of  New  York 

Remarks:  Mrs.  H.  Dan  Vick- 

ers, Little  Falls,  President, 
Woman’s  Auxiliary  to  the 
Medical  Society  of  the  State 
of  New  York 

Guest  Speaker:  James  C.  Appel, 
M.D.,  Lancaster,  Pennsyl- 
vania, President,  American 
Medical  Association 


President Henry  J.  Noerling,  M.D.,  Valatie 

First  Vice- 

President.  . .Samuel  Baer,  M.D.,  Troy 
Second  Vice- 

President.  . .Robert  Green wald,  M.D., 
Cobleskill 

Secretary- 

Treasurer.  . .Frances  E.  Vosburgh,  M.D., 
Albany 

Delegate Lee  R.  Tompkins,  M.D.,  Liberty 


Presidents— Component  County  Societies 

Albany John  J.  Phelan,  Jr.,  M.D.,  Albany 

Columbia.  . Joseph  Bellamy,  M.D.,  Hudson 

Greene Joseph  Hudes,  M.D.,  Tanners ville 

Rensselaer.  John  J.  Squadrito,  M.D.,  Troy 
Schoharie.  . Jacobus  R.  Vrolijk,  M.D., 
Cobleskill 

Sullivan  . Edmund  T.  Rumble,  M.D., 
Callicoon 

Ulster John  A.  Cooke,  Jr.,  M.D.,  Kingston 


Officers— Fourth  District  Branch 

Prdsident Arthur  Howard,  M.D., 

Johnstown 

First  Vice- 

President.  . August  B.  Korkosz,  M.D., 
Schenectady 

Second  Vice- 

President.  . .George  D.  Anderson,  M.D., 
Saratoga  Springs 

Secretary Walter  F.  Harrison,  Jr.,  M.D., 

Glens  Falls 

Treasurer Ralph  E.  Isabella,  M.D., 

Schenectady 

Delegate Arthur  Howard,  M.D., 

Johnstown 
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Presidents— Component  County  Societies 


Clinton H.  Leonard  Schlesinger,  M.D., 

Plattsburgh 

Essex Herbert  Van  Wie  Bergamini,  Jr., 

M.D.,  Lake  Placid 

Franklin Leonard  Bristol,  M.D.,  Saranac 

Lake 

Fulton Samuel  Schoenberg,  M.D., 

Gloversville 


Montgomery  Leslie  Saunders,  M.D., 
Amsterdam 

Saratoga Arthur  J.  Hacker,  M.D., 

Ballston  Spa 

Schenectady.  .Joseph  H.  Naumoff,  M.D., 
Schenectady 

Warren Francis  X.  Dever,  M.D.,  Glens 

Falls 

Washington.  . John  L.  McCann,  M.D.,  Hudson 
Falls 


Films  Reviewed 


These  films  are  available  to  physicians,  hospitals,  medical  schools,  and  others,  from 
the  Film  Library  of  the  State  of  New  York  Department  of  Health  * 


Physiology  of  the  Larynx  Under  Daily 
Stress.  Sound,  color,  16  mm.,  twenty- three 
minutes. 

The  film  demonstrates  the  complex  pattern  of 
laryngeal  function  during  everyday  life.  To 
relate  the  varied  physiologic  changes  to  clinical 
observations,  the  larynx  is  first  pictured  in 
natural  color  with  synchronized  sound.  The 
details  of  vibratory  function  are  then  brought 
out  by  ultra-slow  motion  pictures  photographed 
at  speeds  up  to  5,000  frames  per  second.  Sev- 
eral new  and  hitherto  unreported  phenomena 
are  presented,  including  a biphasic  pattern  of 
laryngeal  vibrations,  the  effect  of  intensity  and 
air  pressure  on  the  components  of  the  vibratory 
cycle,  and  the  significance  of  secondary  or 
accessory  waves.  The  slow-motion  pictures 
also  introduce  new  information  in  inspiratory 
sound  production,  on  the  motion  of  the  loose 
mucous  membrane  in  relation  to  the  underlying 
musculature,  and  on  the  adjustments  in  differ- 
ent registers.  Illustrative  graphs  are  used  to 
explain  the  new  concepts,  and  the  adaptability 
of  artificial  models  to  the  study  of  the  vibrating 
mechanism  is  demonstrated. 

Source  and  producer:  Institute  of  Laryn- 

gology and  Voice  Disorders,  c/o  Hans  von 
Leden,  M.D.,  University  of  California — Medi- 
cal Center,  Los  Angeles  24,  California. 

The  Function  of  the  Pathologic  Larynx. 

Sound,  color,  16  mm.,  twenty-four  minutes. 

The  broad  area  of  laryngeal  pathology  and 

* Film  evaluations  provided  by  the  Film  Review  Subcom- 
mittee of  the  Council  Committee  on  Public  Health  and  Edu- 
cation: Kenneth  B.  Olson,  M.D.,  Albany,  Chairman ; Eli 
E.  Lazarus,  M.D.,  New  York  City;  and  James  J.  Quinlivan, 
M.D.,  Albany,  Adviser. 


associated  vocal  changes  is  demonstrated 
through  a series  of  patients  with  different 
laryngeal  diseases.  In  each  case  the  clinical 
appearance  of  the  larynx  and  the  related  voice 
are  presented  synchronously  for  identification. 
These  clinical  manifestations  are  followed  by 
brief  examples  of  the  underlying,  basic  physi- 
ology in  ultra-slow-motion  pictures  photo- 
graphed at  speeds  up  to  5,000  frames  per  second. 
This  cinematographic  approach  provides  new 
and  detailed  information  on  vocal  cord  vibra- 
tion and  arytenoid  motion  in  the  pathologic 
larynx.  Diagnostic  or  prognostic  clues  are 
offered  in  such  different  conditions  as  laryngeal 
edema,  inflammations,  and  neoplasms.  The 
pictorial  evidence  includes  information  of  value 
in  planning  indicated  therapy. 

Source  and  producer:  Institute  of  Laryn- 

gology and  Voice  Disorders,  c/o  Hans  von  Leden, 
M.D.,  University  of  California — Medical  Cen- 
ter, Los  Angeles  24,  California. 

General  Care.  Sound,  color,  16  mm.,  thirty- 
one  minutes. 

The  film  shows  the  “bath  procedure”  as  it  is 
carried  out  by  a nurse  for  a patient.  In  plan- 
ning the  film  it  was  intended  that  the  film  be 
used  as  a basis  for  discussion  between  students 
and  instructors.  There  is  no  recorded  con- 
versation between  nurse  and  patient  in  this 
film.  Directions  for  the  use  of  the  film  suggest 
that  the  film  be  stopped  after  a presentation  of 
the  background  of  the  patient  and  a review  of 
basic  human  needs.  The  film  presents  one  way 
to  give  care  to  this  patient  but  not  the  only  way. 

Source  and  producer:  College  of  Saint 

Teresa,  Winona,  Minnesota. 
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ANNUAL 

CONVENTION  Medical  Society  of  the  State  of  New  York 

FEBRUARY  14  through  17,  1966 

The  Americana,  New  York  City 


Scientific  Program 


Any  State  Society  member  who  wishes  to  present  a paper 
before  a scientific  section  or  a general  session  is  requested 
to  write  to  Bernard  J.  Pisani,  M.D.,  Chairman  of  Scientific 
Program  Committee,  Medical  Society  of  the  State  of  New 
York,  750  Third  Avenue,  New  York,  New  York  10017. 
A short  abstract  of  the  proposed  presentation  should  ac- 
company the  letter. 


Scientific  Exhibits 


Requests  for  scientific  exhibit  space  should  be  addressed 
to  Albert  H.  Douglas,  M.D.,  Chairman,  Scientific  Exhibits 
Subcommittee  of  Convention  Committee,  at  the  above 
address. 


Scientific  Motion  Pictures 


Requests  to  present  a motion  picture  in  the  motion  picture 
theatre  at  the  convention  should  be  addressed  to  Kenneth 
B.  Olson,  M.D.,  Chairman,  Motion  Picture  Subcommittee, 
at  the  above  address. 
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Books  Received 


The  following  books  were  received  during  the  month  of  July,  1965.* 


Clinical  Nursing:  Pathophysiological  and 
Psychosocial  Approaches.  By  Irene  L.  Be- 
land,  R.N.  Octavo  of  1,398  pages,  illustrated. 
New  York,  The  Macmillian  Company,  1965. 
Cloth,  $12.50. 

Developmental  Anatomy.  By  Leslie 
Brainerd  Arey,  Ph.D.  Seventh  Edition. 
Quarto  of  695  pages,  illustrated.  Philadelphia, 
W.  B.  Saunders  Company,  1965.  Cloth, 
$10. 

Textbook  of  Parasitology.  By  David  L. 
Belding,  M.D.  Third  Edition.  Octavo  of 
1,374  pages,  illustrated.  New  York,  Appleton- 
Century-Crofts,  1965.  Cloth,  $17.95. 

New  Drugs — 1965.  Evaluated  by  the  A.M.A. 
Council  on  Drugs.  Octavo  of  510  pages. 
Chicago,  American  Medical  Association,  1965. 
Cloth. 

Concepts  of  Development  in  Early  Child- 
hood Education.  An  Institute  Conducted 
by  The  Child  Development  Center  New 
York  City.  Edited  by  Peter  B.  Neubauer, 
M.D.  Octavo  of  148  pages.  Springfield,  111., 
Charles  C Thomas,  1965.  Cloth,  $6.50. 

The  Story  of  The  Progress  of  Medicine. 

By  C.  F.  V.  Smout,  M.D.  Octavo  of  156 
pages,  illustrated.  Bristol,  John  Wright  & 
Sons  Ltd.  (Baltimore,  The  Williams  & Wilkins 
Co.),  1965.  Cloth,  $6.75. 

Narcotics.  Edited  by  Daniel  M.  Wilner, 
Ph.D.,  and  Gene  G.  Kassebaum,  Ph.D.  Octavo 
of  302  pages,  illustrated.  New  York,  The 
Blakiston  Division,  McGraw-Hill  Book  Com- 
pany, 1965.  Cloth,  $13.50. 

The  Hormone  Quest.  By  Albert  Q.  Maisel. 
Octavo  of  262  pages.  New  York,  Random 
House,  1965.  Cloth,  $5.00. 

Alcoholism:  Its  Facets  and  Phases.  By 

Marvin  A.  Block,  M.D.  Octavo  of  320  pages. 
New  York,  The  John  Day  Company,  1965. 
Cloth,  $5.95. 

Physical  Examination  of  the  Joints.  By 

William  P.  Beetham,  Jr.,  M.D.,  Howard  F. 
Polley,  M.D.,  Charles  H.  Slocumb,  M.D.,  and 
Walt  F.  Weaver,  M.D.  Octavo  of  198  pages, 
illustrated.  Philadelphia,  W.  B.  Saunders 
Company,  1965.  Cloth,  $7.50. 

* Books  received  for  review  are  acknowledged  promptly  in 
this  column.  No  other  obligation  is  assumed  for  the  courtesy 
of  those  sending  them  for  this  purpose.  Selection  for  review 
is  made  on  the  basis  of  merit  and  reader  interest. 


Physiologic  Foundations  for  Marriage 
Counseling.  By  Joseph  B.  Trainer,  M.D. 
Octavo  of  287  pages,  illustrated.  St.  Louis,  The 
C.  V.  Mosby  Company,  1965.  Cloth,  $8.00. 

In  Case  of  Emergency:  What  to  Do  Until 

the  Doctor  Arrives.  By  Bry  Benjamin,  M.D., 
and  Annette  Francis  Benjamin.  Octavo  of 
224  pages,  illustrated.  Garden  City,  N.Y., 
Doubleday  & Company,  1965.  Cloth,  $4.50. 

Complications  After  Cataract  Surgery. 
Edited  by  Frederick  H.  Theodore,  M.D. 
With  31  Contributing  Authors.  Octavo  of 
672  pages,  illustrated.  Boston,  Little,  Brown 
and  Company,  1965.  Cloth,  $16. 

Obstetrics.  By  J.  P.  Greenhill,  M.D.  Thir- 
teenth Edition.  Quarto  of  1,246  pages,  il- 
lustrated. Philadelphia,  W.  B.  Saunders  Com- 
pany, 1965.  Cloth,  $20. 

A Primer  of  Cardiac  Catheterization. 

By  Ross  C.  Kory,  M.D.,  Theofilos  J.  Tsagaris, 
M.D.,  and  Rodrigo  A.  Bustamante,  M.D. 
Octavo  of  114  pages,  illustrated.  Springfield, 
111.,  Charles  C Thomas,  1965.  Cloth,  $7.50. 

How  Physicians  Think:  An  Analysis  of 

Medical  Diagnosis  and  Treatment.  By 

Emanuel  Goldberger,  M.D.  Octavo  of  182 
pages,  illustrated.  Springfield,  111.,  Charles 
C Thomas,  1965.  Cloth. 

Influenza  and  Other  Virus  Infections  of  the 
Respiratory  Tract.  By  C.  H.  Stuart-Harris, 
M.D.  Second  Edition.  Octavo  of  248  pages, 
illustrated.  Baltimore,  The  Williams  & Wil- 
kins Company,  1965.  Cloth,  $8.50. 

XIII  Congres  de  la  Societe  Internationale 
d’Urologie.  Londres,  29  Aout-5  Septembre, 
1964.  Volume  1 — Reports.  Octavo  of  349 
pages,  illustrated.  Edinburgh,  E.  & S.  Living- 
stone Ltd.,  (The  Williams  & Wilkins  Co.), 
1964.  Paper,  $20. 

Anatomie  des  Fosses  Nasales  et  des  Cavites 
Annexes.  J.  Terracol  et  P.  Ardouin  avec  la 
collaboration  de  P.  Truffert  et  Vilar  Fiol. 
Octavo  of  511  pages,  illustrated.  Paris,  Li- 
brairie  Maloine  S.  A.,  1965.  Cloth,  88  F. 

Radiologic  Studies  of  the  Gravid  Uterus. 

By  Paul  A.  Bishop,  M.D.  Sextodecimo  of 
279  pages,  illustrated.  New  York,  Hoeber 
Medical  Division,  Harper  & Row,  1965.  Cloth, 
$14.50. 

The  Use  of  Radioactive  Isotopes  in  Tuber- 
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culosis  Research.  Proceedings  of  the  In- 
ternational Symposium  held  in  Prague, 
May  14-17,  1963.  Edited  by  J.  F.  Pasquier, 

L.  Tmka,  and  R.  Urbancik.  Oxford,  Per- 
gamon  Press,  1965.  Cloth,  $10. 

The  Logic  of  Faith.  By  Philipp  Schmahl, 

M. D.  Octavo  of  111  pages.  New  York, 
Philosophical  Library,  1965.  Cloth,  $3.50. 

Physiologie  Articulaire:  Schemas  Com- 

mentes  de  Mecanique  Humaine.  Fascicule 

II.  By  I.  A.  Kapandji.  Quarto  of  234  pages, 
illustrated.  Paris,  Librairie  Maloine  S.A., 
1965.  Paper,  44  F. 

A History  of  Pathology.  By  Esmond  R. 
Long,  M.D.  Enlarged  & Corrected  Edition. 
Octavo  of  199  pages,  illustrated.  New  York, 
Dover  Publications,  Inc.,  1965.  Paper,  $2.00. 

Refraction:  A Programmed  Text.  By 

Robert  D.  Reinecke,  M.D.,  and  Robert  J. 
Herm,  M.D.  Octavo  of  336  pages,  illustrated. 
New  York,  Appleton- Century- Crofts,  1965. 
Paper,  $12.50. 

The  Medical  Clinics  of  North  America. 
Joslin  Clinic  Number.  Volume  49,  Num- 
ber 4,  July,  1965.  Diabetes.  Priscilla  White, 
M.D.,  Guest  Editor.  Octavo.  Philadelphia, 
W.  B.  Saunders  Company,  1965.  Published 


Angiocardiography  favored 
in  neonatal  cardiac  defects 


Selective  angiocardiography  is  the  best 
method  of  getting  diagnostic  accuracy  needed 
for  emergency  surgical  procedures  in  newborn 
infants  with  severe  congenital  heart  disease,  a 
group  of  California  investigators  reported  in  a 
recent  issue  of  the  American  Journal  of  Roent- 
genology. 

The  safety  of  selective  angiocardiography  in 
the  procedure  followed  by  the  California  team 
is  stressed  in  the  published  report.  In  a study 
of  17  infants  under  one  month  of  age,  selective 
angiocardiography  was  found  valuable  as  the 
primary  diagnostic  method.  It  is,  in  their 


Bi-Monthly  (six  numbers  a year).  Cloth, 
$18  net. 

How  to  Live  Longer.  By  Justus  J.  Schifferes, 
Ph.D.  New  Revised  Edition.  Sextodecimo 
of  256  pages.  New  York,  Collier  Books,  1965. 
Paper,  95 

A Hospital  Compendium.  A guide  to 
Jewish  moral  and  religious  principles  in 
hospital  practice.  Revised  Edition.  New 
York,  Commission  on  Synagogue  Relations, 
1965.  Paper,  $1.00. 

New  Introductory  Lectures  on  Psychoa- 
nalysis. By  Sigmund  Freud.  Newly  Trans- 
lated and  Edited  by  James  Strachey.  Octavo 
of  202  pages.  New  York,  W.  W.  Norton  & 
-Company,  1965.  Cloth,  $4.50. 

Allergy  and  Hypersensitivity.  A Pro- 
grammed Review  for  Physicians.  Second  Edi- 
tion, Revised.  Quarto  of  94  pages,  illustrated. 
New  York,  Chas.  Pfizer  & Company,  Inc., 
1964.  Paper. 

Current  Concepts  of  Thyroid  Disease. 
A Programmed  Self-Instructional  Review 
for  Physicians.  Quarto  of  93  pages,  il- 
lustrated. New  York,  Chas.  Pfizer  & Com- 
pany, Inc.,  1965.  Paper. 


experience,  no  more  hazardous  in  newborns 
than  in  older  children. 

The  infants  studied  were  between  the  ages  of 
three  and  eighteen  days.  All  were  symptomatic, 
pulmonary  congestion  and  deficient  blood  oxy- 
genation being  the  most  common.  Diatrizoate 
sodium  (Hypaque)  was  the  contrast  agent  used, 
either  by  intracardiac  injection  or  retrograde 
arterial  injection  via  the  brachial  artery.  No 
anesthesia  was  used,  and  oxygen  was  ad- 
ministered continuously  to  cyanotic  infants. 

In  their  evaluation  of  the  procedure,  they 
note  that  the  “safety  of  the  procedure  appears 
to  be  enhanced  by  the  unanesthetized  state,  a 
short  procedure  time,  little  blood  loss  and 
minimal  manipulation  of  the  catheter.”  It  was 
possible,  the  report  states,  to  dispense  with  the 
additional  studies  usually  obtained  during 
catheterization  of  the  right  side  of  the  heart. 
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A psychiatric  hospital  offering  individual  treatment  for  all 
nervous  and  mental  disorders,  alcoholism  and  drug  addiction. 
Psychoanalytically  oriented.  Pharmacological  and  electro- 
therapeutic  methods.  Rates — moderate. 


TRAINED  MEDICAL  ASSISTANTS 

to  save  your  valuable  time,  assume  responsibility  for  appoint- 
ments, patients,  records,  assist  you  with  lab,  X-ray,  E.K.G., 
B.M.R.,  etc.  The  Mandl  School  for  Medical  Assistants  has 
been  training  in  these  fields  for  41  years,  our  graduates  have 
sound  professional  skills.  Free  Placement  Service. 

Mandl  School  ” 

175  Fulton  Ave.,  Hempstead,  L.l.  (516)  IV  1-2774 
__ __  EST.  1924  • Licensed  by  the  State  of  New  York  ____ 


Beverages 

No-Cal  (Kirsch  Beverages,  Inc.) 2316 

Bronchopulmonary 

Elixophyllin  (Sherman  Laboratories) 2301 

Cardiac  stimulants 

Digitaline  Nativelle 

(E.  Fougera  & Company,  Inc.) 2294 

Diagnostic  aids 

Dextrostix  (Ames  Company,  Inc.) 3rd  cover 

Labstix  (Ames  Company,  Inc.) 2296 

Foods 

Fleischmann’s  Corn  Oil  Margarine 
(Standard  Brands,  Inc.) 2311 


Laxatives 

Eucarbon 

(Standard  Pharmaceutical  Co.,  Inc.) 2307 


Nasal  decongestants 

Ornade 

(Smith  Kline  & French  Laboratories) 2406 


Sedatives 

Valeria  nets-Dispert 

(Standard  Pharamceutical  Co.,  Inc.) 2307 


T ranquilizers 


Atarax  (J.  B.  Roerig  & Company) 2314-2315 

Miltown  (Wallace  Laboratories) 2324 

Valium  (Roche  Laboratories) 2nd  cover-2293 


PAIN 

STOPS 


ULCER 

HEALS 


Hemorrhage  and  epigastric  pain  are  the  most 
serious  symptoms  of  peptic  ulcer.  Probably 
20-25%  of  all  patients  experience  massive 
bleeding  at  some  time  or  other. 


After  3-6  weeks  treatment  with  ROMACH  tablets, 
the  ulcer  crater  shows  healing  81%  of  cases. 
A satisfactory  therapeutic  response  was  reported 
in  90%  of  the  cases.  Epigastric  pain  was  relieved 
in  92%  of  cases. 


The  therapeutic  effective  ingredient  is  ROTERIZED 
bismuth  subnitrate  350  mg.  combined  with  stan- 
dard antacids.  No  acid  rebound,  no  adverse 
reactions,  no  contraindications. 


Dosage,  2 tablets  in  warm  water 
immediately  after  meals,  3 times 
daily.  Available  in  boxes  of  60,  150, 
660  and  1000  tablets.  At  all  drug 
stores. 


ROR  Chemical  Co.,  2268  First  Ave.,  N.  Y.  10035 


Gentlemen: 

Please  send  me  professional  samples  and  reprints  of 
published  articles. 

ROR  Chemical  Co.,  2268  First  Ave.,  New  York  10035 
Dr 


Wet-dressing  antiinflammatory 

Presto-Boro 

(Standard  Pharmaceutical  Co.,  Inc.) 
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City Zone State. 

Street 


PHYSICIANS  WANTED 


INTERNSHIPS-AMA  APPROVED  ROTATING.  ST. 
Joseph’s  Hospital.  Yonkers,  New  York.  Accredited  165 
bed  hospital.  Integrated  educational  program  organized 
by  Director  of  Medical  Education:  abundant  in-patient 

and  out-patient  material  for  clinical  training.  Annual 
stipend  $4800,  plus  modern  living  accommodations.  Open- 
ings for  July  1966.  ECFMG  certificate  required.  Apply 
Administrator,  St.  Joseph’s  Hospital,  Yonkers,  N.  Y. 


MEDICAL  DIRECTOR  WANTED:  FOR  OUTPATIENT 
rehabilitation  center;  physiatrist,  qualified  or  Board 
certified.  Must  have  New  York  State  license.  Salary 
$20,000  and  up,  depending  on  qualifications,  plus  liberal 
fringe  benefits.  Box  227,  % NYSJM. 


HOUSE  PHYSICIANS:  6 REQUIRED  FOR  IMMED- 
iate  openings.  Accredited,  voluntary,  375  bed  general 
hospital  located  in  the  metropolitan  area.  $600  per 
month  plus  maintenance.  Send  resume  to  Medical  Di- 
rector, St.  Mary  Hospital,  Hoboken,  New  Jersey.  SW 
2-3300. 


WANTED:  PEDIATRICIAN,  BOARD  CERTIFIED  OR 

eligible,  by  11  man  multispecialty  group  in  university  city 
in  Southwestern  New  York  State,  in  the  heart  of  a recrea- 
tion and  industrial  area.  Starting  first  year  salary  $18,000. 
Full  partner  after  two  years.  Box  235,  % NYSJM. 


GENERAL  PRACTITIONER  WANTED:  SOLO,  32 

year  old  general  practitioner  needs  an  associate  for  his 
busy  practice.  Obstetrics  also  required.  Small,  nice  town 
25  miles  from  New  York  City  on  the  New  York  State 
Thruway.  Modern  hospital.  914  ME  1-1535. 


PRACTICES  FOR  SALE  OR  RENT 


GENERALIST.  HOME -OFFICE  COMBINATION. 
Five  room  home,  seven  room  office;  modern,  fully 
equipped,  X-ray,  E.C.G.  No  OB  or  ped.  Gross  above 
$40,000,  with  potential  for  more.  Nassau  county  border- 
ing Queens,  16  miles  from  Times  Square.  Will  introduce. 
Box  244,  % NYSJM. 


FOR  SALE:  GENERAL  PRACTICE  WITH  FULLY 


THRIVING,  WELL  ESTABLISHED,  ACTIVE  GEN- 
eral  practice,  Nassau  County.  Excellently  equipped 
medical  office;  fine,  beautifully  landscaped,  multilevel 
brick  comer  home  with  separate  street  entrances  for 
office  and  home.  All  completely  air-conditioned.  Many 
other  advantages.  Offered  because  of  illness  in  family 
Reasonably  priced.  Box  246,  % NYSJM. 


FOR  SALE 

Large  11  room  house  and  store,  plus  2 story  garage, 
situated  in  center  of  resort  town,  Wurtsboro,  N.Y.  Fine 
location  for  small  Medical  Center.  All  improvements; 
5 living  units ; 6 bathrooms.  On  lot  56' x 225  . 

Mrs.  George  Cooper,  P.O.  Box  327,  Wurtsboro,  N.Y. 


REAL  ESTATE  FOR  SALE  OR  RENT 


80’S  EAST  (5TH  AVE.).  BEAUTIFUL  TOWNHOUSE. 
Professional  office:  5 rms.,  fir.  thru,  1,000  sq.  ft.  Separate 
entrance.  $350  mo.  Hanfield,  Callen,  Ruland  & Benja- 
min, 434  Sixth  Ave.  (Miss  Preziosi) , OR  4-9100. 


FURNISHED  OR  UNFURNISHED  SUITES  AVAIL- 
able.  Ideal  for  specialists.  Flower  Hill  Medical  Bldg., 
Roslyn,  N.  Y.  (516)  MA  7-2840. 


PHYSICIAN’S  HOME  WITH  SETUP  FOR  OFFICE 
space.  Fully  air-conditioned.  Ideal  for  G.P.  or  specialist. 
Good  location.  Four  bedrooms  plus  office  space,  3A  acre 
plot.  Must  sell!  516  MA  7-2840. 


NEW  YORK,  DUTCHESS  COUNTY.  NEW  PROFES- 
sional  building  on  main  business  highway  between  Fish- 
kill  and  Poughkeepsie.  Several  offices  available.  Oc- 
cupants include  OB/Gyn.,  D.D.S.,  and  orthodontist. 
Address  Martin  Rabin,  D.D.S.,  65  South  Clinton  St., 
Poughkeepsie,  New  York.  Phone  (914)  454-0322. 


EXPANDING  ROCKLAND  COUNTY:  OFFICE  SPACE 
in  new  medical  building,  centrally  located  near  3 open 
staff  hospitals.  Need  for  pediatrician,  E.N.T.,  and 
other  subspecialties.  A.  F.  Massaro,  M.D.,  3 College 
Rd.,  Monsey,  N.Y.  Phone:  (914)  EL  2-3376. 


BEAUTIFUL  FOUR  ROOM  UNFURNISHED  PROFES- 
sional  office,  air-conditioned.  Former  doctor  left  due  to 
illness.  Located  corner  43  Street  and  48th  Avenue  in 
Woodside,  Queens.  Call  784-0148. 


FOR  SALE:  OCEAN  AND  BAY  FRONT,  YEAR- 

round  home,  ideal  doctor’s  retreat.  Exclusive  location, 
Gilgo  Beach,  Long  Island,  43  miles  from  New  York  City. 
30  X 15  living  room,  3 bedrooms,  3 baths,  wall  to  wall 
carpet,  fireplace.  Thermo  doors  and  windows,  large 
garage,  70  ft.  upper  deck.  $32,500.  Call  (516)  SU  1-9074. 
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MISCELLANEOUS 


POSITIONS  WANTED 


BILLING  SERVTCE-COLLECTIONS-LABOR  SAVING 
office  techniques.  A statewide  service-35  years  experience 
specializing  in  medical  accounts  assures  satisfactory  results. 
Mail  your  bill-head  for  full  details.  Crane  Discount  Corp., 
221  W.  41st  St.,  New  York,  N.  Y.  10036. 


MEDICAL  ASSISTANTS  AND  SECRETARIES.  LAB- 
oratory  and  X-Ray  Techs.  Well  trained  and  highly  quali- 
fied personnel  (male  & female).  Phone  CH  2-2330  Ext. 
6,  Placement  Dept.,  or  write  Eastern  School  for  Physicians’ 
Aides,  Dept.  69,  85  Fifth  Ave.,  New  York  3,  N.  Y. 
(Founded  1936  by  two  member  physicians.) 


PUT  'ZfPh 
in 

ijour  mail 


Include 

ZfP  CODE-  NUM  BERS 
IN  ALL  ADDRESSES 


POSTMASTER 


PEDIATRICIAN  (N.Y.  LICENSE)  SEEKS  FULL  TIME 
position  as  school  physician.  Box  225,  % NYSJM. 


BOARD  CERTIFIED  RADIOLOGIST  DESIRES  PART 
time  position  in  the  evening  and  coverage  on  weekends; 
hospital,  clinical  or  private  office.  Broad  experience  in- 
cluding special  procedures.  Eventually  a half  time  posi- 
tion could  be  covered.  Box  229,  % NYSJM. 


ELECTROENCEPHALOGRAPHER  EXPERIENCED, 
own  lab,  seeks  additional  hospital  or  clinic  appointments 
in  New  York  City  or  Long  Island  area.  Box  245,  % 
NYSJM. 


HELP  YOUR  COLLEAGUES! 

Have  you  sent  in  your  contribution  to  Physicians’  Home  this  year? 
Requests  for  assistance  from  your  colleagues  in  need  increase  each  year 
and  in  order  to  extend  further  beneficiary  aid  we  ask  your  help.  We 
urge  you  to  respond  to  our  appeal  for  membership  contributions  from 
every  member  of  the  Medical  Society  of  the  State  of  New  York.  Gifts 
of  securities  and  bequests  through  wills  are  also  greatly  appreciated. 
All  donations  are  tax  deductible. 

PHYSICIANS’  HOME 

750  Third  Avenue 
New  York,  N.  Y.  10017 
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one  place  your  hay-fever  patient  doesn’t  need 
ORIVADE®  (unless  he  has  a cold) 

Trademark  ' 

Each  capsule  contains 

8 mg.  °f  Temnn®  (brand  ...but  if  your  patient  can’t  get  away  from  hay  fever,  relieve 

of  chlorpheniramine  j o j j 

maieate)  50  mg  of  phenyl-  sneezing,  weeping  and  nasal  congestion  for  24  hours  with 

propanolamine  hydrochlo-  535  r ° ° 

ride,  and  2.5 img  .of  isopro-  one  'Omade’  SpanSule®  brand  sustained  release  Capsule  q12h 
pamide,  as  the  iodide.  r r 1 

Summary  of  contraindications,  cautions  and  side  effects:  Do  not  use  in  patients  with  glaucoma,  prostatic 
hypertrophy,  stenosing  peptic  ulcer,  pyloroduodenal  obstruction,  or  bladder  neck  obstruction.  Use 
with  caution  in  the  presence  of  hypertension,  hyperthyroidism,  or  coronary  artery  disease.  Drowsiness; 
excessive  dryness  of  nose,  throat  or  mouth;  nervousness  or  insomnia  may  occur  on  rare  occasions 
but  are  usually  mild  and  transitory. 

Before  prescribing,  see  SK&F  product  Prescribing  Information. 

Smith  Kline  & French  Laboratories  'PP* 


THE  POWER 
OF  NEGATIVE 
THINKING 


No  doubt  you  have  attached  diagnostic  importance  to  negative  findings  for 
years.  When  you  apply  your  stethoscope,  all  is  usually  normal.  When  you  test 
for  reflexes  you  generally  find  them  normal,  too.  In  your  routine  urine  checks 
with  dip-and-read  HEMA-COMBISTIX  Reagent  Strips,  you  generally  discover 
that  urinary  blood,  protein,  and  glucose  are  absent,  and  pH  normal. 

But  when  you  discover  an  abnormal  finding  you  may,  within  60  sec- 
onds, have  detected  pathology  well  in  advance  of  the  appearance  of 
related  symptoms.  □ Ames  Company,  Inc.,  Elkhart,  Indiana  • 68964  AMES 


In  Fractures:  B and  C vitamins  are  therapy 


Stress  formula  vitamins  are  a key  factor  in  bone  and  tissue  regenera- 
tion. To  meet  the  increased  metabolic  demands,  STRESSCAPS  offers 
therapeutic  amounts  of  B and  C vitamins  as  an  aid  to  smoother  con- 
valescence and  earlier  rehabilitation.  In  fractures,  as  in  many  other 
conditions. of  physiologic  stress  GTRESSCAPS  vitamins  are  therapy. 


Each  capsule  contains: 

Vitamin  B i (Thiamine Mononitrate)  10  mg. 


Vitamin  B2  (Riboflavin)  10  mg. 

Niacinamide  100  mg. 

Vitamin  C (Ascorbic  Acid)  300  mg. 

Vitamin  B6  (Pyridoxine  HCI)  2 mg. 

Vitamin  B12  Crystalline  4 mcgm. 

Calcium  Pantothenate  20  mg. 


Recommended  intake:  Adults,  1 capsule 
daily,  for  the  treatment  of  vitamin  de- 
ficiencies. Supplied  in  decorative  “re- 
minder” jars  of  30  and  100;  bottles  of  500. 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.  Y. 
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Hood-glucose 
creening  for  all 
our  patients? 


; 


iEXTROSTIX- 

rovides  a clinically  useful 
^termination  when  performed 
bcording  to  directions'- 

XTROSTIX  is  not  intended  to  replace 
|2  more  precise  analytical  laboratory  methods. 


because  “Abnormalities  of  glucose 
l tabolism  are  among  the  [most 
mmon]  encountered  in  clinical 
ictice....”*  Simple,  quick,  econom- 
il  blood-glucose  screening 
h Dextrostix^  Reagent  Strips  is 
icticable  in  every  regular  physical 
amination,  emergency  situation, 
id  whenever  hypo-  or  hyper- 
'cemia  may  be  of  clinical 
inificance  — for  “The  precision 
Id  accuracy  of  Dextrostix 
meet  the  need  for  an  always 
ailable  simple  screening 
ibthod....”*  All  that  is  required 
r screening  with 
xtrostix  is  60  seconds 
d a globular  drop  of 
pillary  or  venous  blood. 

>normal  readings  will  be 
valuable  aid  to  diagnosis; 
irmals  will  help  you 
tablish  an  important 
iseline  for  future  reference. 


jirks,  V.,  and  Dawson,  A.: 
it.  M.  J.  7:293,  1965. 


Yes— all  your  patients 


AMES  COMPANY,  INC. 

Elkhart,  Indiana  ames 


09165 


the  “extra”  benefits 
give  you  the 

option  of  b.i.d.  dosage 


1 


12 

hours 

between 

doses 


DEC  I jOMYCI  N 


150  mg.  caps, 
mid-evening 


DEM  ETHYLCH I jORTETRACYCLI  NE 


150  mg.  CAPSULES 


an  added  assurance 


of  optimum  response 
with  all  oral  dosage  forms 
capsules/syrup/pediatric  drops 


□ permits  dosage  adjustment  to  eliminate  mealtime 
interference 

□ reduces  the  risk  of  “skipped”  doses 

□ eliminates  the  need  for  disturbing  the  sleeping  patient 

Effective  in  a wide  range  of  everyday  infections— respiratory,  urinary  tract  and 
others— in  the  young  and  aged— the  acutely  or  chronically  ill— when  the  offending 
organisms  are  tetracycline-sensitive. 

Side  effects  typical  of  tetracyclines  include  glossitis,  stomatitis,  proctitis,  nausea, 
diarrhea,  vaginitis,  dermatitis,  overgrowth  of  nonsusceptible  organisms,  tooth 
discoloration  (if  given  during  tooth  formation)  and  increased  intracranial  pres- 
sure (in  young  infants).  Also,  very  rarely,  anaphylactoid  reaction.  Reduce  dosage 
in  impaired  renal  function.  Because  of  reactions  to  artificial  or  natural  sunlight 
(even  from  short  exposure  and  at  low  dosage),  patient  should  be  warned  to  avoid 
direct  exposure.  Stop  drug  immediately  at  the  first  sign  of  adverse  reaction.  It 
should  not  be  taken  with  high  calcium  drugs  or  food;  and  should  not  be  taken 
less  than  one  hour  before,  or  two  hours  after  meals. 

Capsules,  150  mg  and  75  mg  of  demethylchlortetracycline  HCI.  Average  Adult 
Daily  Dosage:  150  mg  q.i.d.  or  300  mg  b.i.d. 

LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY.  Pearl  River.  New  York 
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. . . and  tenacious  mucus 

freed  by  BRONKOTABS* 

Asthma  patients  get  essential  expectorant 
action  as  well  as  bronchodilatation  from 
Bronkotabs...more  complete  relief  than  with 
the  older  anti-asthma  preparations. 

Each  tablet  contains  ephedrine  sulfate  24  mg.,  theophylline  .100  mg.,  glyceryl 
guaiacolate  100  mg.,  thenyldiamine  HCI  10  mg.,  and  phenobarbital  8 mg. 

A full  line  of  antiasthmatics  designed  to  meet  every  patient’s  need.  See  your  PDR 

V LABORATORIES  INC..  Rx  PRODUCTS  DIVISION,  N.Y.,  N.Y. 


BF(EON 


We  Don’t  Promise  You 
The  Moon 

N.A.S.A.  may  have  a man  there  soon.  But  we  atGHI 
won’t  promise  you  any  more  than  we  can  produce. 

We  can  back  up  these  promises: 

1.  Reasonable  schedules  of  allowances. 

2.  Direct  payment  to  participants. 

3.  Payment  within  a few  business  days. 

4.  Listing  in  the  GHI  Directory  at  subscribers’  work  locations. 


Group  Health  Insurance,  inc. 

221  Park  Avenue  South  / New  York,  N.Y.  10003  / SPring  7-6000 
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If 

amphetamine 
gives  her 
the  jitters, 
put  her  on 
Desbutal 
Gradumet 


She’s  tense,  high-strung,  a compulsive  eater 
—the  type  of  patient  who  may  overreact  to 
plain  amphetamine— yet  fails  to  respond  at 
all  to  less  potent  drugs. 

What’s  the  answer?  Desbutal  Gradumet. 

Why  ? Because  the  product  calms  her  anx- 
ieties even  as  it  controls  her  compulsive  urge 
to  eat.  This  dual  therapy  is  a result  of  two  tab- 
let sections,  combined  back  to  back,  each  with 
its  own  release  rate.  One  section  contains 
Desoxyn®  (methamphetamine)  to  curb  the 
appetite  and  lift  the  mood ; the  other  contains 
Nembutal5  (pentobarbital)  to  calm  the 
patient  and  counteract  any  excessive  stimula- 
tion. 

Thanks  to  the  unique  Gradumet,  both 
drugs  are  released  in  an  effective  dosage  ratio, 
minute  by  minute  throughout  the  day. 
The  release  action  is  purely  physical  and  re- 
lies on  only  one  factor  common  to  every 
patient : gastrointestinal  fluid.  There  is 
no  dependence  on  enteric  coatings,  enzymes, 
motility,  or  an  “ideal”  ion  concentration  in 
the  gastrointestinal  tract.  The  release  is  con- 
tinuous and  controlled. 

It’s  this  predictable  release  that  makes  the 
difference  for  your  patients.  Dosage  is  just 
once  a day. 

Precautions  : Desbutal  is  contraindicated  in 
patients  taking  a monoamine  oxidase  inhibitor. 
Use  with  caution  in  patients  with  hypertension, 
cardiovascular  disease,  hyperthyroidism  or  those 
sensitive  to  ephedrine  and  its  derivatives.  Careful 
supervision  is  advisable  with  maladjusted  indi- 
viduals. 

DESBUTAL  Gradumet 

Desbutal  10—10  mg.  Methamphetamine,  60  mg.  Pentobarbital. 

Desbutal  15—15  mg.  Methamphetamine,  90  mg.  Pentobarbital,  I 

Gradumet— Long-release  dose  form,  Abbott.  507225  VHV 

Calms  her  anxieties  even  as  it 
controls  her  compulsive  urge  to  eat 
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Age  12 -13- not  too  soon  to  pay  attention  to  her  acne 


At  the  first  sign  of  acne. ..the  first  comedone  or 
seborrhea...  "this  is  the  time  to  institute  preventive 
measures -the  time  to  try  to  prevent  progression 
to  pustulation  and  scarring.”1  Regular,  frequent 
washing  with  pHisoHex,  antibacterial  detergent, 
can  enhance  any  acne  management  program,  help 
to  clear  acne  skin  faster  and  better. 
pHisoHex  is  more  than  a superior  cleanser.  It  con- 
tains 3 per  cent  hexachlorophene,  an  optimal 
amount.  This  powerful  antibacterial  agent  is  de- 
posited on  the  skin  where,  as  an  invisible,  tena- 
cious film,  it  degerms  between  washings.  Among 
67  acne  patients  who  used  pHisoHex,  “...results 
were  eminently  satisfactory.”2  When  pHisoHex 
was  used  as  the  wash  in  another  series  of  42  acne 
patients,  “no  patient  failed  to  improve.”3 
Why  not  recommend  three  or  four  pHisoHex  wash- 
ings daily  and  exclusively  to  all  your  acne  patients? 
pHisoHex  provides  superior  cleansing  action  and 
is  nonalkaline,  hypoallergenic  and  “kind”  to  skin. 
And  for  “...a  very  effective  topical  treatment  for 
acne  vulgaris”4  prescribe  keratolytic  pHisoAc® 
Cream  along  with  pHisoHex.  pHisoAc  Cream  con- 
tains colloidal  sulfur  6 per  cent,  resorcinol  1.5  per 


cent  and  hexachlorophene  0.3  per  cent.  It  dries, 
peels  and  masks  lesions.  Of  100  patients  treated 
with  pHisoHex  and  pHisoAc  (and  a low-fat  diet), 
79  showed  good-to-excellent  improvement.4 
pHisoHex  is  available  in  unbreakable  plastic 
squeeze  bottles  of  5 oz.  and  1 pint,  in  plastic  bot- 
tles of  1 gallon.  pHisoAc  is  supplied  in  tubes  of  IV2 
oz.  For  complete  acne  therapy,  prescribe  or  rec- 
ommend the  special  Combination  Package  con- 
taining both  pHisoHex  and  pHisoAc  Cream. 

References:  1.  Handelman,  Cathryn  C.:  Early  management 
of  acne,  Pediat.  Clin.  North  America  8:265,  Feb.,  1961. 
2.  McLean,  I.  E.  D.;  Graham,  K.  T.,  and  East,  M.  O.:  The 
treatment  of  acne:  a trial  of  "pHisoHex, " Practitioner  189: 
82,  July,  1962.  3.  Hodges,  F.  T.:  Therapeutic  applications  of 
an  antiseptic  detergent,  GP  14:86,  Nov.,  1956.  4.  Wexler, 
Louis:  Treatment  of  acne  vulgaris,  Clin.  Med.  70:404,  Feb., 
1963. 


Winthrop  Laboratories 
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W/nth/vp 


antibacterial  detergent 
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n Chronic  Illness:  B and  C vitamins  are  therapy 


imbalance  of  water-soluble  vitamins  and  chronic  illness  often  go 
land  in  hand.  STRESSCAPS,  containing  therapeutic  quantities  of 
'itamins  B and  C,  is  formulated  to  meet  the  increased  metabolic 
lemands  of  patients  with  physiologic  stress.  In  chronic  illness,  as 
✓ith  many  stress  conditions,  STRESSCAPS  vitamins  are  therapy. 


Stress  Formula  Vitamins  Lederle 


Each  capsule  contains: 

Vitamin  B i (Thiamine Mononitrate)  10  mg. 


Vitamin  B2  (Riboflavin)  10  mg. 

Niacinamide  100  mg. 

Vitamin  C (Ascorbic  Acid)  300  mg. 

Vitamin  B6  (Pyridoxine  HCI)  2 mg. 

Vitamin  B12  Crystalline  4 mcgm. 

Calcium  Pantothenate  20  mg. 


Recommended  intake:  Adults.  1 capsule 
daily,  for  the  treatment  of  vitamin  de- 
ficiencies. Supplied  in  decorative  “re- 
minder” jars  of  30  and  100;  bottles  of  500. 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.  Y. 


Officers 


Medical  Society  of 
the  State  of  New  York 


Waring  Willis,  M.D.,  Westchester 
George  A.  Burgin,  M.D.,  Herkimer 
James  M.  Blake,  M.D.,  Schenectady 
Sol  Axelrad,  M.D.,  Queens 
Walter  T.  Heldmann,  M.D.,  Richmond 
* Philip  D.  Allen,  M.D.,  New  York 
Samuel  Z.  Freedman,  M.D.,  New  York 
Thomas  F.  McCarthy,  M.D.,  Bronx 
Frederick  A.  Wurzbach,  Jr.,  M.D.,  Bronx 
E.  Dean  Babbage,  M.D.,  Erie 


President 
Past- President 
President-Elect 
Vice-President 
Secretary 

Assistant  Secretary 
Treasurer 

Assistant  Treasurer 

Speaker 

Vice-Speaker 


* Deceased. 

Councillors 

Term  Expires  1966 
George  Himler,  M.D.,  New  York 
Edward  C.  Hughes,  M.D.,  Onondaga 
Joseph  J.  Kaufman,  M.D.,  Wayne 
Solomon  Schussheim,  M.D.,  Kings 

Term  Expires  1967 

John  H.  Carter,  M.D.,  Albany 
John  F.  Kelley,  M.D.,  Oneida 
Walter  S.  Walls,  M.D.,  Erie 
Joseph  G.  Zimring,  M.D.,  Nassau 

Term  Expires  1968 

Charles  M.  Brane,  M.D.,  Westchester 
John  E.  Lowry,  M.D.,  Queens 
Edward  Siegel,  M.D.,  Clinton 
C.  Stewart  Wallace,  M.D.,  Tompkins 

Trustees 


Headquarters  Staff 

750  Third  Avenue,  New  York,  New  York  10017 
Tel:  212  YUkon  6-5757 
Henry  I.  Fineberg,  M.D., 

Executive  Vice-President 
J.  Richard  Burns,  Esq., 

Assistant  Executive  Vice-President 
Director,  Business  Division 
George  W.  Forrest,  Jr.,  Assistant  to  the 
Executive  Vice-President 
Doris  K.  Dougherty,  Executive  Assistant 
William  Hammond,  M.D.,  Director , 

Division  of  Scientific  Publications 
Editor , New  York  State  Journal  of  Medicine 
James  Greenough,  M.D.,  Director, 

Division  of  Scientific  Activities 
Robert  Katz,  M.D.,  Director, 

Division  of  Industrial  Health 
and  Workmen’s  Compensation 
George  P.  Farrell,  Director, 

Division  of  Medical  Care  Insurance 
Guy  D.  Beaumont,  Director, 

Division  of  Communications 


Renato  J.  Azzari,  M.D.,  Bronx,  Chairman 
Thurman  B.  Givan,  M.D.,  Kings 
Gerald  D.  Dorman,  M.D.,  New  York 
Joseph  A.  Lane,  M.D.,  Monroe 
John  M.  Galbraith,  M.D.,  Nassau 
Leo  E.  Gibson,  M.D.,  Onondaga 
Norman  S.  Moore,  M.D.,  Tompkins 

The  Council  is  composed  of  the  officers,  the 
councillors,  and  the  chairman  of  the  Board  of 
Trustees. 


Legal  Counsel 

William  F.  Martin,  Esq.,  Counsel 

Robert  J.  Bell,  Esq.,  Attorney' 

Martin,  Clearwater  & Bell,  355  Lexington 
Avenue,  New  York,  New  York  10017 

Tel:  212  OXford  7-3122 

Authorized  Indemnity  Representative 

James  M.  Arnold,  2 Park  Avenue,  New  York, 
New  York  10016 

Tel:  212  MUrray  Hill  4-3211 


2414 


TOPICAL  TYPICAL 

TREATMENT  RESULTS 


PRIMARY  PYODERMA  AFTER  TREATMENT  WITH 

'NEOSPORIN'  ANTIBIOTIC  OINTMENT 
AND  SALINE  COMPRESSES 


with  i 


NEOSPORIN 


7 


® 


brand 


Polymyxin  B-  Neomycin  -Bacitracin 


ANTIBIOTIC  OINTMENT 


Each  gram  contains: 
‘Aerosporin’®  brand  Polymyxin  B 


Sulfate 5,000  Units 

Zinc  Bacitracin  400  Units 

Neomycin  Sulfate  (equivalent  to 
3.5  mg.  Neomycin  Base)  . . . 5 mg. 


Tubes  of  Va  oz.  and  1 oz. 

■ clinically  effective 

■comprehensive  bactericidal  action  against  most 
Gram-negative  and  Gram-positive  organisms,  in- 
cluding Pseudomonas 

■ rarely  sensitizes 

For  the  eradication  of  infectious  organisms  in  a 
wide  range  of  dermatologic  disorders:  impetigo, 


ecthyma,  pyodermas,  sycosis  vulgaris,  paronychia, 
traumatic  lesions,  eczema,  herpes  and  seborrheic 
dermatitis.  Prophylactically,  for  protection  against 
bacterial  contamination  in  burns,  skin  grafts,  inci- 
sions and  other  clean  lesions,  abrasions  and  minor 
cuts  and  wounds. 

Caution:  As  with  other  antibiotic  preparations,  pro- 
longed use  may  result  in  overgrowth  of  nonsus- 
ceptible  organisms  and/or  fungi.  Appropriate 
measures  should  be  taken  if  this  occurs. 

Contraindication:  This  product  is  contraindicated 
in  those  individuals  who  have  shown  hypersensi- 
tivity to  any  of  its  components. 

Complete  literature  available  on  request  from 
Professional  Services  Dept.  PML. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  New  York 
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Medical  Meetings 


N.  Y.  Academy  of  General  Practice 
holds  annual  meeting 

The  New  York  State  Academy  of  General 
Practice  is  holding  its  seventeenth  annual 
convention  October  10  through  14  at  The  New 
York  Hilton  Hotel.  There  is  no  registration 
fee,  and  all  physicians  and  their  guests  are 
invited  to  attend. 

The  scientific  program,  which  is  worth  20 
hours  of  Category  1 credit,  will  begin  the 
morning  of  October  12  with  talks  on  the  philos- 
ophy of  medicine.  Topics  and  speakers  in- 
clude: “The  Obligation  of  the  Medical  School 
to  the  Family  Physician,”  Marcus  D.  Kogel, 
M.D.,  dean,  Albert  Einstein  College  of 
Medicine;  and  “Diseases  Associated  with 
the  Progress  of  Medicine,”  James  B.  Donaldson, 
M.D.,  medical  director,  Philadelphia  General 
Hospital. 

The  afternoon  session  will  focus  on  office 
gynecology  with  the  following  talks:  “Fertility 
and  Sterility,”  Isadore  Dyer,  M.D.,  professor 
of  obstetrics  and  gynecology,  Tulane  University; 
“Premenopausal  Office  Gynecology,”  Martin 

L.  Stone,  M.D.,  chief  of  obstetrics  and  gyne- 
cology, New  York  Medical  College;  and  “The 
Modern  Management  of  the  Menopause  and 
Post  Menopausal  Period,”  M.  Edward  Davis, 

M. D.,  chairman,  Department  of  Obstetrics  and 
Gynecology,  University  of  Chicago  School  of 
Medicine. 

The  morning  session  of  October  13  will  be 
devoted  to  clinical  problems  of  the  adolescent 
with  talks  on:  “Fat  Kid  Syndrome,”  Martin  M. 
Hoffman,  M.D.,  associate  professor  of  medicine, 
McGill  University,  Montreal,  Quebec,  Canada; 
“Adolescent  Behavior,”  J.  Rosewell  Gallagher, 
chief  of  the  adolescent  Unit,  Children’s  Hospital, 
Medical  Center,  Harvard  University  Medics  1 
School;  and  “Adolescent  Endocrinology,” 
Robert  Greenblatt,  M.D.,  professor,  Depart- 
ment of  Endocrinology,  Medical  College  of 
Georgia. 

Examination  of  the  disorders  of  the  mouth, 
eye,  and  skin  is  planned  for  the  afternoon 
session.  Topics  include:  “Stomatology;  Mouth 
Diseases — Diagnosis  and  Management,”  Ed- 
ward V.  Zegarelli,  D.D.S.,  professor,  director, 
Division  of  Stomatology,  Columbia  University 
School  of  Dentistry  and  Oral  Surgery;  “The 
Old,  New  and  Middle-Aged  Eye  in  the  Family 
Doctor’s  Office,”  Malcolm  A.  McCannel,  M.D., 
clinical  assistant,  professor  of  ophthalmology, 
University  of  Minnesota  Hospital;  and  “Blister- 
ing Skin  Diseases,”  Norman  B.  Kanof,  M.D., 
director  of  dermatology,  New  York  Polyclinic 
Hospital. 

Material  for  inclusion  in  the  medical  meetings  section  must 
be  received  six  weeks  prior  to  publication  date. 


Orthopedics  will  be  the  subject  of  the  October 
14  morning  session  with  talks  on:  “Management 
of  Sports  Injuries — Amateur  and  Professional,” 
James  A.  Nicholas,  M.D.,  associate  professor, 
clinical  surgery  (orthopedics),  Cornell  Uni- 
versity Medical  College,  and  team  physician, 
New  York  Jets;  “Fractures,  Office  Manage- 
ment,” Max  S.  Rabinowitz,  M.D.,  clinical  as- 
sistant professor  of  orthopedics,  State  Uni- 
versity of  New  York;  and  “Management  of 
Osteoporosis,”  Isidore  Snapper,  M.D.,  director 
of  medicine,  Brookdale  Medical  Center. 

The  afternoon  session  will  examine  laboratory 
diagnostics  with  the  following  specific  topics: 
“The  Why,  When,  and  How  of  Laboratory 
Procedures,”  William  A.  Sodeman,  M.D.,  dean 
and  professor  of  medicine,  Jefferson  Medical 
College,  Philadelphia;  “Liver  Diseases — Dif- 
ferential Diagnosis  in  Jaundice,”  George  V. 
Gabuzda,  M.D.,  professor  of  medicine,  Western 
Reserve  University  School  of  Medicine,  Cleve- 
land, Ohio;  and  “Cardiorenal  Diseases,”  Nor- 
man Deane,  M.D.,  associate  professor  of 
medicine,  New  York  Medical  College. 

A postconvention  cruise  will  sail  October  15 
and  return  October  27.  For  further  informa- 
tion contact:  Clement  Boccalini,  M.D.,  Chair- 
man, Publicity  for  1965  Convention,  84  Main 
Street,  Binghamton,  New  York  13905.  The 
telephone  number  is  722-2132. 

Medical  illustrators  to  meet 

The  twentieth  annual  meeting  of  the  As- 
sociation of  Medical  Illustrators  will  be  held  in 
Philadelphia  on  October  3 through  7.  Mr. 
William  A.  Osborn,  art  director  for  W.  B. 
Saunders  Company,  is  host  for  the  convention 
and  has  planned  a three-day  program  of 
comprehensive  and  unique  technical  material 
which  will  investigate  the  three  major  categories 
of  medical  publication,  medical  television, 
and  scientific  exhibition.  The  complex  working 
relationship  of  author,  artist,  and  publisher  will 
be  discussed  by  specialists  from  major  publish- 
ing, television,  and  exhibit  companies  who  will 
highlight  their  presentations  with  demonstra- 
tions of  specific  technics.  Panel  discussions  to 
examine  and  evaluate  individual  situations  will 
follow  the  main  presentations. 

An  exhibit,  sponsored  by  the  W.  B.  Saunders 
Company  and  the  A.M.I.,  entitled,  “A  Pan- 
orama of  Medical  Illustration,  1765  to  1965,” 
will  be  open  to  the  public  October  4 through  7. 
It  will  display  original  medical  art  from  the 
beginning  of  medical  education  in  the  Western 
Hemisphere  to  the  present.  Awards  for  out- 
standing contributions  will  be  made  to  winning 
A.M.I.  members. 

continued,  on  page  2419 
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stop  nausea 
and  vomiting 
of  pregnancy 
with  confidence 

& 

Bonadoxin 

Meclizine  HCI  (25  mg.)  and  high  B6  content  (50  mg.) 


Documented  record  of  clinical  safety 

References:  1.  Goldsmith,  J.  W.:  Minn.  Med.  (Feb.)  1957.  2.  Groskloss, 
H.  H.,  Clancy,  C.  L.,  Healey,  E.  F.,  McCann,  W.  J.,  Maloney,  F.  D.,  Loritz, 
A.  F.:  Clinical  Medicine  (Sept.)  1955.  3.  Codling,  J.  W.?  Lowden,  R.  J.: 
Northwest  Med.  (March)  1958.  4.  Bethea,  R.  C.:  International  Record  of 
Med.  (May)  1960.  5.  Lenz,  W.,  Second 
International  Conference  on  Congenital 
Malformations,  N.  Y.,  N.Y.,  (July)  1963. 

Side  effects:  the  incidence  of  drowsiness 
and  other  atropine-like  effects  is  low. 

However,  caution  patients  engaged  in 
activities  where  alertness  is  mandatory. 

J.  B.  Roerigand  Company 
New  York,  New  York  10017 
Division,  Chas.  Pfizer  & Co.,  Inc. 

Science  for  the  World’s  Well-Being® 


for  a 

nutritionally 

sound 

pregnancy 

0BR0Pf-6 

Prenatal  nutritional 
supplement  with 
high  B6  content. 
Also  available  with 
fluoride. 
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broaden  the  broad  spectrum  with  antifungal  activity... 

Terrastatin 

capsules /oxytetracycline  250  mg.,  nystatin  250,000  units 

Terrastatin  reinforces  the  benefits  of  Terramycin®  (oxytetracycline)— with  its  broad  range  of  effectiveness, 
low  order  of  toxicity,  excellent  toleration  and  high  concentration  in  body  tissues  and  fluids— with  the  anti- 
fungal protection  so  often  needed  in  the  elderly... as  well  as  in  the  very  young,  during  pregnancy,  in  the  dia- 
betic, the  debilitated,  those  on  steroid  therapy,  and  any  patient  requiring  prolonged  or  high  antibiotic  dos- 
age. (Also  available  Terrastatin  for  Oral  Suspension:  oxytetracycline  125  mg.,  nystatin  125,000  units/5  cc.) 


PFIZER  LABORATORIES  Division,  Chas.  Pfizer  & Co,  Inc.  New  York,  New  York  10017 
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TerrastatiiT 

Capsules 

oxytetracycline  250  mg.,  nystatin  250,000  units 
For  Oral  Suspension 

oxytetracycline  125  mg.,  nystatin  125,000  units/5  cc. 

Contraindicated:  In  individuals  hyper- 
sensitive to  oxytetracycline  or  nystatin. 
Warning:  Reduce  usual  oral  dosage 
and  consider  antibiotic  serum  level  de- 
terminations in  patients  with  impaired 
renal  function. 

Use  of  oxytetracycline  during  the 
last  trimester  of  pregnancy,  neonatal 
period  and  early  childhood  may  cause 
discoloration  of  developing  teeth. 

During  treatment  with  tetracyclines, 
individuals  susceptible  to  photody- 
namic reactions  should  avoid  direct 
sunlight;  if  such  reactions  occur,  dis- 
continue therapy. 

Note:  With  oxytetracycline,  phototoxic- 
ity is  unknown  and  photoallergy  very 
rare. 

Precautions:  Use  of  broad-spectrum 
antibiotics  occasionally  may  result  in 
overgrowth  of  nonsusceptible  organ- 
isms. Where  such  infections  occur,  dis- 
continue oxytetracycline  and  institute 
specific  therapy.  Increased  intracranial 
pressure  in  infants  is  a possibility. 
Symptoms  disappear  upon  discontinu- 
ation of  therapy. 

Adverse  Reactions:  Nausea,  diarrhea, 
glossitis,  stomatitis,  proctitis,  vaginitis 
and  dermatitis,  as  well  as  reactions  of 
an  allergic  nature,  may  occur  but  are 
rare. 

Supply:  Terrastatin  Capsules:  oxytetra- 
cycline, 250  mg.  and  nystatin,  250,000 
units.  Terrastatin  for  Oral  Suspension: 
oxytetracycline,  125  mg.  and  nystatin, 
125,000  units  per  5 cc.  (when  recon- 
stituted). 

More  detailed  professional  information 
available  on  request. 


Science  for  the  world’s  well-being® 
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Physicians  contemplate 
charter  flight  to  cancer  congress 

The  ninth  International  Cancer  Congress  will 
be  held  in  Tokyo,  Japan,  on  October  23  through 
j 29,  1966.  A charter  flight  and  several  group 
flights  are  presently  under  consideration,  since 
| they  would  substantially  reduce  the  cost  of 
transportation.  Members  of  the  immediate 
family  of  congress  participants  would  be  eligible 
for  these  flights.  Interested  persons  are  re- 
quested to  contact:  Hirsch  Marks,  M.D.,  435 
East  57th  Street,  New  York,  New  York  10022. 

November  pediatric  lectures 

November  lectures  in  the  Pediatric  Post- 
graduate Program  of  Maimonides  Hospital  of 
Brooklyn  include  the  following:  November  9: 
“Menstrual  Disorders  in  the  Adolescent,”  by 
Albert  Altchek,  M.D.,  Department  of  Obstetrics 
and  Gynecology,  The  Mount  Sinai  Hospital; 
November  16:  “Cervical  Cysts  and  Tumors  in 
Children,”  by  Joseph  Attie,  M.D.,  attending 
surgeon  in  charge  of  head  and  neck,  Maimonides 
Hospital,  The  Long  Island  Jewish  Hospital,  and 
Queens  General  Hospitals;  November  23: 
“Abnormalities  of  Autosomes,”  by  Marvin 
Gottlieb,  M.D.,  and  Richard  L.  Saphir,  M.D., 
co-directors  of  genetics  laboratory,  The  Mount 
Sinai  Hospital;  and  November  30:  clinical 

pathologic  conference. 

The  November  9 lecture  will  be  held  in  the 
auditorium  of  the  Coney  Island  Division  of 
Maimonides  Hospital;  other  lectures  will 
be  held  in  the  solarium  of  Maimonides  Hospital. 
All  meetings  will  begin  at  10:00  a.m. 

For  further  information  contact:  Bernard 

Greenberg,  M.D.,  Chairman,  Pediatric  Post- 
graduate Program,  Maimonides  Hospital  of 
Brooklyn,  4802  Tenth  Avenue,  Brooklyn,  New 
York  11219. 

Course  examines  problems  in  diabetes 

New  York  Medical  College  is  offering  a post- 
graduate course  in  the  clinical  problems  of 
diabetes  mellitus.  The  course,  scheduled  for 
November  12  and  13,  will  include  discussions  of 
prediabetes,  chemical  diabetes,  neuropathy, 
newer  approaches  to  retinopathy,  peripheral 
vascular  complications,  pregnancy  and  diabetes, 
and  combined  oral  therapy.  The  registration 
i fee  is  $50. 

For  further  information  contact:  R.  A. 

Camerini-Davalos,  M.D.,  Department  of  Med- 
icine, New  York  Medical  College,  Fifth  Avenue 
at  106th  Street,  New  York,  New  York  10029. 
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Medical  News 


New  law  takes  effect 

A total  of  375  clinical  laboratories  and  blood 
banks  have  applied  for  permits  under  a new  law 
designed  to  upgrade  the  quality  of  laboratory 
work  in  New  York  State.  In  announcing  this 
report,  Hollis  S.  Ingraham,  M.D.,  State  Health 
Commissioner,  said  the  Department  of  Health’s 
Division  of  Laboratories  and  Research  reports 
that  applications  are  still  trickling  in,  and  the 
final  number  may  exceed  400.  Thus  far  the 
State  has  processed  half  of  the  applications. 

By  September  1 at  least  another  100  laborato- 
ries will  have  been  inspected.  The  Depart- 
ment’s inspection  includes  review  of  laboratory 
quarters,  type  and  condition  of  equipment  used, 
accuracy  of  testing,  and  type  of  reports  issued  to 
physicians.  Plans  call  for  regular  inspections 
of  all  laboratories  in  the  future. 

The  new  law  succeeds  the  old  voluntary 
system  of  approval  under  which  about  half  the 
laboratories  in  the  State  were  approved.  Now 
all  private  and  commercial  laboratories  that  ex- 
amine human  specimens  for  assessing  medical 
conditions  come  under  surveillance  and  must 
meet  statutory  requirements  for  proper  equip- 
ment, facilities,  and  accuracy  of  testing. 

N.Y.U.  Medical  School 
establishes  new  chair 

New  York  University  School  of  Medicine  has 
recently  established  a Dr.  Nathan  Friedman 
Chair  in  Cardiovascular-Renal  Disease.  The 
new  professorship  will  be  supported  by  Mrs. 
Rita  Allen  Cassel  and  the  Rita  Allen  Founda- 
tion as  a memorial  to  Mrs.  Cassel’s  late  father, 
Nathan  Friedman,  M.D.,  an  1895  graduate  of 
New  York  University’s  School  of  Medicine. 
“All  of  his  professional  life  my  father  was  vitally 
concerned  with  cardiology  and  cardiovascular- 
renal  disease,”  said  Mrs.  Cassel,  “and  our  hope 
is  that  further  progress  in  combating  these 
conditions  will  result  from  our  support  of  this 
professorship  devoted  to  research  into  their 
causes.” 

Dr.  James  M.  Hester,  president  of  the  Uni- 
versity, announced  that  the  first  occupant  of  the 
Chair  will  be  Saul  J.  Farber,  M.D.,  acting  dean 
and  professor  of  medicine  at  the  School  of  Medi- 
cine. Dr.  Farber,  who  is  a 1942  graduate  of  the 
New  York  University  School  of  Medicine, 
joined  the  faculty  as  a teaching  fellow  in  medi- 
cine in  1948. 

Dr.  Farber  has  done  extensive  work  on  the  ab- 
normal functions  of  the  heart  and  kidneys  in 

Material  for  inclusion  in  the  medical  news  section  must  be 
received  six  weeks  prior  to  publication  date. 


patients  with  heart  disease.  He  has  demon- 
strated that  the  cardiotonic  drug,  digitalis,  has 
a direct  effect  on  the  kidney  and  that  the 
metabolism  of  sodium  chloride  is  unusual  in 
patients  with  heart  failure.  This  research 
proved  that  patients  with  heart  failure  have  a 
higher  content  of  sodium  than  would  be  ex- 
pected. Recently,  his  interests  have  been  con- 
centrated on  demonstrating  the  “binding”  of 
sodium  to  constituents  of  the  body  known  as 
mucopolysaccharides,  chondroitin  sulfate  in 
particular.  He  has  discovered  the  existence  of 
relatively  large  amounts  of  chondroitin  sulfate 
in  a special  portion  of  the  kidney,  the  renal 
papillae,  and  is  endeavoring  to  establish  the  role 
of  this  substance  in  the  retention  of  salt  and 
water  by  the  kidney  in  normal  conditions  and 
in  heart  failure. 

Physicians  asked  to 
cooperate  with  referrals 

The  Diabetes  Research  Unit  of  the  Depart- 
ment of  Medicine  at  New  York  Medical  College 
is  seeking  the  cooperation  of  physicians  in  the 
referral  of  nondiabetic  subjects  of  whom  both 
parents  and/or  an  identical  twin  do  have  dia- 
betes. The  subjects  will  be  used  in  studies  for 
the  possible  prevention  of  the  disease. 

First  objective  of  the  study  is  the  diagnosis  of 
prediabetes  in  subjects  with  a family  history  of 
diabetes.  The  second  objective  is  to  try  to  de- 
lay or  postpone  the  progression  of  the  abnormal- 
ities. 

The  research  unit  is  seeking  subjects  who  can 
remain  in  the  hospital  for  two  to  three  days  or 
who  can  be  studied  as  outpatients  in  their  clini- 
cal center.  There  are  no  financial  charges  of 
any  kind.  After  study  based  on  the  studies  per- 
formed, full  reports  will  be  sent  to  the  referring 
physicians. 

Referrals  can  be  made  by  mail  or  telephone  to: 
R.  A.  Camerini-Davalos,  M.D.,  Department  of 
Medicine,  New  York  Medical  College,  Fifth 
Avenue  at  106th  Street,  New  York,  New  York 
10029.  The  telephone  number  is  area  code 
212 — TR  6-5500,  extension  547. 

Personalities 

Elected.  Michael  M.  Dacso,  M.D.,  director  of 
the  Department  of  Physical  Medicine  and  Re- 
habilitation, Goldwater  Memorial  Hospital, 
Welfare  Island,  New  York  City,  as  president- 
elect, and  Robert  C.  Darling,  M.D.,  professor 
and  chairman  of  the  Department  of  Physical 
Medicine  and  Rehabilitation,  Columbia  Uni- 

continued  on  page  2422 
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INDICATIONS:  Grand  mal  epilepsy 
and  certain  other  convulsive  states. 
PRECAUTIONS:  Periodic  examina- 
tion of  the  blood  is  advisable.  Nys- 
tagmus in  combination  with  diplopia 
and  ataxia  indicates  dosage  should 
be  reduced. 

SIDE  EFFECTS:  Allergic  phenom- 
ena such  as  polyarthropathy,  fever, 
skin  eruptions,  and  acute  general- 
ized morbilliform  eruptions  with  or 
without  fever.  Upon  discontinuation 
of  therapy  eruptions  usually  sub- 
side. Rarely,  dermatitis  goes  on  to 
exfoliation  with  hepatitis,  and  fur- 


ther dosage  is  contraindicated. 
Though  mild  and  rarely  an  indica- 
tion for  stopping  dosage,  gingival 
hypertrophy,  hirsutism,  and  exces- 
sive motor  activity  are  occasionally 
encountered,  especially  in  chil- 
dren, adolescents,  and  young 
adults.  During  initial  treatment, 
minor  side  effects  may  include 
gastric  distress,  nausea,  weight 
loss,  transient  nervousness,  sleep- 
lessness, and  a feeling  of  unsteadi- 
ness. All  usually  subside  with 
continued  use.  Hematologic  dis- 
orders, including  megaloblastic 


anemia,  leukopenia,  granulocyto- 
penia, pancytopenia,  and  aplastic 
anemia  have  been  reported.  Nys- 
tagmus may  develop. 

DILANTIN  is  supplied  in  several 
forms  including  Kapseals  contain- 
ing 0.1  Gm.  and  0.03  Gm.  diphenyl- 
hydan- 
toin  so- 
dium. 


The  color  combinations  of  the 
banded  capsules  are  Parke-Davis 
trademarks.  75955 
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versity  College  of  Physicians  and  Surgeons,  as 
vice-president  of  the  American  Academy  of 
Physical  Medicine  and  Rehabilitation. 

Appointed.  Robert  M.  Albrecht,  M.D.,  form- 
erly acting  director  of  the  office  of  epidemiology 
in  the  New  York  State  Health  Department,  to 
the  staff  of  Project  HOPE  in  Lima,  Peru,  under 
the  People- to-People  Health  Foundation  . . . 


Julia  L.  Freitag,  M.D.,  with  the  New  York  State 
Department  of  Health  since  1955,  as  acting 
director  of  the  office  of  epidemiology  . . . Burton 
Giges,  M.D.,  New  Rochelle,  as  executive  direc- 
tor of  services  for  the  Westchester  Community 
Mental  Health  Board  . . . Edwin  M.  Gold,  M.D., 
formerly  director  of  the  Department  of  Obstet- 
rics and  Gynecology,  The  Jewish  Hospital  of 
Brooklyn,  as  professor  of  obstetrics  and  gynecol- 
ogy, New  York  Medical  College. 


Films  Reviewed 


These  films  are  available  to  physicians,  hospitals,  medical  schools,  and  others,  from 
the  Film  Library  of  the  State  of  New  York  Department  of  Health* 


Food.  Sound,  color,  16  mm.,  twenty  minutes. 

The  film  presents  3 patients  who  must  have 
some  modification  in  the  consistency  of  the  diet. 
The  possible  meanings  of  food  to  all  persons  are 

* Film  evaluations  provided  by  the  Film  Review  Sub- 
committee of  the  Council  Committee  on  Public  Health  and 
Education:  Kenneth  B.  Olson,  M.D.,  Albany,  Chairman; 

Eli  E.  Lazarus,  M.D.,  New  York  City;  and  James  J.  Quin- 
livan,  M.D.,  Albany,  Adviser. 


briefly  discussed.  Basic  human  needs  are  re- 
viewed and  students  discuss  how  the  needs  of 
the  3 patients  for  food  can  be  met.  After  the 
discussion  six  guidelines  for  meeting  patients’ 
food  needs  are  presented  in  the  film.  The  im- 
portance of  food  in  meeting  the  psychological 
needs  of  the  patient  is  stressed. 

Source  and  producer:  College  of  Saint 

Teresa,  Winona,  Minnesota. 
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Mysteclin-F  is  good  practice  when- 
ever the  advantages  of  tetracycline 
are  being  weighed  against  the  ris- 
ing incidence  of  monilial  complica- 
tions. Its  two  components  act 
independently  of  each  other  and  in 
different  sectors  of  the  pathogenic 


spectrum:  tetracycline  as  systemic 
therapy  in  a wide  range  of  bacte- 
rial, spirochetal,  rickettsial  and 
even  some  viral  and  protozoan  in- 
fections . . . Fungizone  as  topical 
prophylaxis  to  prevent  the  intes- 
tinal overgrowth  of  C.  albicans. 


Mysteclin-F  enables  the  clinician  to 
prescribe  broad-spectrum  therapy 
with  the  assurance  that  antifungal 
protection  will  be  there  when 
needed. 


Available  as:  Capsules  (each  containing 
250  mg.  tetracycline  phosphate  com- 
plex [HCI  equiv.]  and  50  mg.  amphote- 
ricin B);  125  Capsules  (each  containing 
125  mg.  tetracycline  phosphate  com- 
plex [HCI  equiv.]  and  25  mg.  amphote- 
ricin B);  Syrup  (125  mg.  tetracycline 
[HCI  equiv.],  with  potassium  metaphos- 
phate, and  25  mg.  amphotericin  B per 
5 cc.) ; Pediatric  Drops  (100  mg.  tetracy- 
cline [HCI  equiv.]  with  potas- 
sium metaphosphate,  and  20  /JilLIkl 
mg.  amphotericin  B per  cc.). 


Side  Effects:  Occasional  nausea,  vomit- 
ing, diarrhea,  photosensitivity  reactions 
and  increased  intracranial  pressure  in 
infants.  Precautions:  Watch  for  signs  of 
secondary  infections  caused  by  nonsus- 
ceptible  organisms.  Use  of  tetracycline 
drugs,  particularly  long-term  use,  during 
periods  of  tooth  development  may  cause 
discoloration  of  teeth.  Particular  caution 
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or  other  calcium-containing  foods. 
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ate  analgesics.  Although  generally  well  tolerated, 
Percodan  may  cause  nausea,  emesis,  or  constipa- 
tion in  some  patients.  Percodan  should  be  used 
with  caution  in  patients  with  known  idiosyn- 
crasies to  aspirin  or  phenacetin,  and  in  those  with 
blood  dyscrasias. 


Also  available:  Percodan®-Demi,  each  scored 
pink  tablet  containing  2.25  mg.  oxycodone  HC1 
(Warning:  May  be  habit-forming),  0.19  mg.  oxy- 
codone terephthalate  (Warning:  May  be  habit- 
forming), 0.19  mg.  homatropine  terephthalate, 
224  mg.  aspirin,  160  mg.  phenacetin,  and  32  mg. 
caffeine. 


Time  after  time,  in  patient  after  patient, 
Percodan’s  pain-killing  action  is  fast,  potent  and 
predictable.  Enthusiasm  for  Percodan  by  physi- 
cians is  almost  directly  proportional  to  their  expe- 
rience with  this  analgesic  formula.  Just  one 
Percodan  tablet  usually  brings  relief  within  5 to 
15  minutes  and  maintains  it  for  6 hours  or  more. 
It  rarely  causes  constipation. 

Average  Adult  Dose— 1 tablet  every  6 hours. 
Precautions,  Side  Effects  and  Contraindications 
— The  habit-forming  potentialities  of  Percodan 
are  somewhat  less  than  those  of  morphine  and 
somewhat  greater  than  those  of  codeine.  The  usual 
precautions  should  be  observed  as  with  other  opi- 


iroughout the  wide  middle  range  of  PAIN... 


Literature  on  request 
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Each  scored  yellow  Percodan*  Tablet  contains 
4.50  mg.  oxycodone  HC1  (Warning:  May  be  habit- 
forming), 0.38  mg.  oxycodone  terephthalate 
(Warning:  May  be  habit-forming),  0.38  mg.  hom- 
atropine terephthalate,  224  mg.  aspirin,  160  mg. 
phenacetin,  and  32  mg.  caffeine. 
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Abstracts 


Stearns,  M.  W.,  Jr.:  Cancer  of  colon  and 

rectum,  New  York  State  J.  Med.  65:  2453 
(Oct.  1)  1965. 

Cancer  of  the  rectum  and  colon  is  one  of  the 
most  frequent  forms  of  internal  cancer  in  both 
males  and  females;  it  may  occur  at  any  age, 
although  it  is  most  frequent  during  middle 
age.  Early  symptoms  include  passing  of  blood, 
constipation,  diarrhea,  or  flatus.  Diagnosis 
is  established  by  physical  examination,  procto- 
sigmoidoscopy, and  barium  enema  studies  of  the 
colon.  The  only  curative  treatment  is  surgical 
removal  of  the  tumor;  palliative  measures 
include  operation,  roentgen-ray  therapy,  chemo- 
therapy, and  supportive  adjuncts. 


Abstracts  in 
Interlingua 


Stearns,  M.  W.,  Jr.:  Cancere  del  colon  e 

del  recto  ( anglese ),  New  York  State  J.  Med. 
65:  2453  (1  de  octobre)  1965. 

Cancere  del  recto  e del  colon  es  un  del  formas 
le  plus  frequente  de  cancere  interne  tanto  in 
masculos  como  etiam  in  femininas.  Illo  pote  j 
occurrer  a non  importa  qual  etate,  ben  que  illo  1 
es  le  plus  frequente  durante  le  annos  del  etate 
medie.  Le  precoce  symptomas  include  valua- 
tion de  sanguine,  constipation,  diarrhea,  o flato. 

Le  diagnose  es  establite  per  le  examine  physic, 
proctosigmoidoscopia,  e studios  colonic  a clyster 
de  barium.  Le  sol  therapia  curative  es  excision 
chirurgic  del  tumor.  Le  measuras  palliative 
include  operation,  roentgeno-therapia,  chimo- 
therapia,  e adjunctos  supportative. 


Persantin9 

brand  of 
dipyridamole 

Long-term  therapy 
in  chronic 
angina  pectoris 


Therapeutic  effects 

In  chronic  angina  pectoris,  dipyridamole 
eliminates  or  reduces  the  frequency  of 
anginal  attacks,  improves  exercise  tol- 
erance, and  lessens  nitroglycerin  require- 
ments. It  is  not  intended  to  abort  an  acute 
anginal  attack. 

Pharmacologic  effects 

These  include  coronary  vasodilation  and, 
as  shown  in  animal  experiments,  increased 
collateral  coronary  circulation  and  the 
preservation  of  mitochondrial  structure 
and  ATP  levels  in  the  hypoxic  myocardial 
cell. 

Dosage 

Persantin,  brand  of  dipyridamole,  is  avail- 
able as  tablets  of  25  mg.  Two  tablets  (50 
mg.)  3 times  daily,  at  least  1 hour  before 
meals,  is  the  recommended  dosage.  Clini- 
cal response  may  not  be  evident  before 
several  weeks  of  continuous  therapy. 

Contraindications,  Precautions, 

Adverse  Reactions 

No  specific  contraindications  are  known. 
Since  large  doses  can  produce  peripheral 
vasodilation,  the  drug  should  be  used  cau- 
tiously in  patients  with  hypotension  and 
in  acute  myocardial  infarction  when  the 
blood  pressure  may  be  labile.  Headache, 
dizziness,  nausea,  flushing,  weakness  or 
syncope,  and  mild  gastrointestinal  distress 
have  been  reported. 
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Ardsley,  New  York 
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Persantin 

brand  of 
dipyridamole 


in  chronic 
angina  pectoris 


“.definite  improvement  in 
70  per  cent  of  angina 
pectoris  patients,  20  per 
cent  of  whom  obtained 
complete  relief.” 


Geigy 


Results  obtained  in  200  patients  with  an- 
gina pectoris  given  Persantin,  brand  of 
dipyridamole,  for  24  months  or  longer. 

Improvement  was  judged  on  the  basis 
of  number  of  anginal  episodes,  nitro- 
glycerin needs,  work  capacity  and 
Master’s  2-step  tests. 

Griep,  A.  H.:  An  Approach  to  Long-Term  Therapy  of 
Ischemic  Heart  Disease,  Vascular  Dis.  1 :299, 1964. 
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“All  Registered  Nurses  are  Alike” 


It  stands  to  reason.  They  all  go  through 
the  same  training;  they  all  have  to  pass 
the  same  tests;  they  all  have  to  measure 
up  to  the  same  standards.  Therefore,  all 
registered  nurses  are  alike. 

That’s  nonsense,  of  course.  But  it’s  no 
more  nonsensical  than  what  some  people 
say  about  aspirin.  Namely:  since  all  aspi- 
rin is  at  least  supposed  to  come  up  to  cer- 
tain required  standards,  then  all  aspirin 
tablets  must  be  alike. 

Bayer’s  standards  are  far  more  demand- 
ing. In  fact,  there  are  at  least  nine  specific 
differences  involving  purity,  potency  and 


speed  of  tablet  disintegration.  These 
Bayer®  standards  result  in  significant 
product  benefits  including  gentleness  to 
the  stomach,  and  product  stability  that  en- 
ables Bayer  tablets  to  stay  strong  and 
gentle  until  they  are  taken. 

So  next  time  you  hear  someone  say  that 
all  aspirin  tablets  are  alike,  you  can  say, 
with  confidence,  that  it  just  isn’t  so. 

You  might  also  say  that  all  registered 
nurses  aren’t  alike,  either. 


b-RJer 

CHILDNKN 


* 
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ANNUAL 

CONVENTION  Medical  Society  of  the  State  of  New  York 

FEBRUARY  14  through  17,  1966 

The  Americana,  New  York  City 


Scientific  Program 


Any  State  Society  member  who  wishes  to  present  a paper 
before  a scientific  section  or  a general  session  is  requested 
to  write  to  Bernard  J.  Pisani,  M.D.,  Chairman  of  Scientific 
Program  Committee,  Medical  Society  of  the  State  of  New 
York,  750  Third  Avenue,  New  York,  New  York  10017. 
A short  abstract  of  the  proposed  presentation  should  ac- 
company the  letter. 


Scientific  Exhibits 


Requests  for  scientific  exhibit  space  should  be  addressed 
to  Albert  H.  Douglas,  M.D.,  Chairman,  Scientific  Exhibits 
Subcommittee  of  Convention  Committee,  at  the  above 
address. 


Scientific  Motion  Pictures 


Requests  to  present  a motion  picture  in  the  motion  picture 
theatre  at  the  convention  should  be  addressed  to  Kenneth 
B.  Olson,  M.D.,  Chairman,  Motion  Picture  Subcommittee, 
at  the  above  address. 
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a rapid  lift  from  the  hell  of  depression 


often  relieves 
mental  pain 
in  2-5  days 


NORPRAMIN 


Dore  Illustration 
from 

Dante’s  Inferno 


Norpramin  is  a rapid-acting  specific  drug  for  the  treatment 
of  depression.  Depressive  signs  and  symptoms— sometimes 
described  as  "mental  pain”— typically  begin  to  improve  in 
2-5  days.  Patients  are  more  hopeful,  less  empty  and  less 
weighed  down  by  their  troubles.  Norpramin  has  only  slight 
sedative  qualities,  nevertheless  anxiety  secondary  to  depres- 
sion is  frequently  relieved  as  depression  is  lifted.  If  anxiety 
or  tension  persists  it  can  be  controlled  by  adding  a tran- 
quilizer or  by  reducing  dosage.  Norpramin  is  not  a MAO 
inhibitor.  Side  effects  are  usually  mild. 


LAKESIDE  LABORATORIES,  INC.  Milwaukee,  Wisconsin  53201 


DOSAGE  AND  ADMINISTRATION 

Optimal  results  are  obtained  at  a 
dosage  of  about  150  mg./day— 
two  25  mg.  tablets  t.i.d.  After 
achieving  optimal  results,  a main- 
tenance dose  (50-100  mg./day) 
should  be  sought. 


IN  BRIEF: 

Indications:  In  depression  of  any  kind— neurotic 
and  psychotic  depressive  reactions;  manic-depres- 
sive or  involutional  psychotic  reactions. 

Contraindications  and  Precautions:  Glaucoma, 
urethral  or  ureteral  spasm,  recent  myocardial  in- 
farction, severe  coronary  heart  disease  and  epilepsy. 
Should  not  be  given  within  two  weeks  of  treatment 
with  a monoamine  oxidase  inhibitor.  Safety  in 
human  pregnancy  has  not  been  established. 

Adverse  Effects:  Side  effects,  usually  mild,  may 


include:  dry  mouth,  constipation,  dizziness,  palpi- 
tation, delayed  urination,  "bad  taste,”  sensory 
illusion,  tinnitus,  agitation  and  stimulation,  sweat- 
ing, drowsiness,  headache,  orthostatic  hypoten- 
sion, flushing,  nausea,  cramps,  weakness,  blurred 
vision  and  mydriasis,  rash,  allergy,  transient 
eosinophilia,  granulopenia,  altered  liver  function, 
ataxia  and  extrapyramidal  signs. 

Supplied:  Norpramin  (desipramine  hydrochloride) 
tablets  of  25  mg.,  in  bottles  of  50,  500  and  1000. 


2431 


_ ***xk:riin 

PEDIATRIC 
125  ™9 
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V-r  ,,  cost  <>f 


V-Cillin  K now  costs  approximately  21  percent 
less.  This  significant  price  decline  constitutes  a 
substantial  saving  and  still  offers  these  important 
benefits  over  penicillin  G : 

The  effectiveness  of  intramuscular  penicillin.  Just 
three  250-mg.  doses  daily  provide  total  twenty- 
four-hour  penicillin  blood  levels  equal  to  those 
achieved  by  injection  of  600,000  units  of  procaine 
penicillin  G.  A fourth  dose  increases  daily  pen- 
icillemia  to  levels  35  percent  above  those  achieved 
by  injection. 

Consistent  dependability — even  in  the  presence  of 
food.  Comparative  pharmacologic  data  show  that 
V-Cillin  K produces  peak  blood  levels  twice  as 
high  as  those  of  penicillin  G,  with  half  the  dose. 

New,  thin  coating  . . . new  size  and  shape.  The 
new  coating  eliminates  the  characteristically  bitter 
taste  of  oral  penicillin  and  makes  V-Cillin  K 
tablets  easy  to  swallow.  The  new  shape  makes 
them  easy  for  physicians  and  pharmacists  to 
identify. 


Indications:  V-Cillin  K is  an  antibiotic  useful  in  the 
treatment  of  streptococcus,  pneumococcus,  and  gon- 
ococcus infections  and  infections  caused  by  sensitive 
strains  of  staphylococci. 

Contraindications  and  Precautions:  Although  sensi- 
tivity reactions  are  much  less  common  after  oral 
than  after  parenteral  administration,  V-Cillin  K 
should  not  be  administered  to  patients  with  a history 
of  allergy  to  penicillin.  As  with  any  antibiotic,  ob- 
servation for  overgrowth  of  nonsusceptible  organisms 
during  treatment  is  important. 

Usual  Dosage  Range:  125  mg.  (200,000  units)  three 
times  a day  to  250  mg.  every  four  hours. 

Supplied:  Tablets  V-Cillin  K,  125  or  250  mg.,  and 
V-Cillin  K,  Pediatric,  125  mg.  per  5-cc.  teaspoonful, 
in  40,  80,  and  150-cc.-size  packages. 

V-Cillin  K* 

Potassium  Phenoxymethyl 
Penicillin 

Additional  information  available  to  phy- 
sicians upon  request.  Eli  Lilly  and  Com- 
pany, Indianapolis,  Indiana. 
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Editorials 


The  personal  legal  check-up 


Herewith  is  a “Special  Annual  Check 
List”  for  physicians  presented  by  Philip  S. 
Habermann,  Esq.,  Madison,  Wisconsin, 
on  March  12,  1965,  at  a National  Medi- 
colegal Symposium  jointly  sponsored  by 
the  American  Medical  Association  and  the 
American  Bar  Association.  A “yes”  answer 
to  any  of  the  questions  indicates  the  need 
for  a review  with  your  own  attorney  of  your 
personal  status. 

Physicians  being  so  much  concerned  with 


their  patients  are  often  likely  to  neglect 
themselves.  The  medical  check-up  for 
doctors  is  now  becoming  a common  prac- 
tice. We  believe  a legal  check-up  as 
regards  wills,  tax  status,  contracts,  partner- 
ship agreements,  and  insurance  policies 
should  be  done  periodically  as  well.  Mr. 
Habermann  has  done  us  all  a great  service 
in  presenting  these  matters  for  easy  view- 
ing. The  page  may  be  removed  for  your 
use. 


SPECIAL  ANNUAL  CHECK  LIST 
Reviewing  Physician’s  Personal  Status 

(Indicate 
change  by 
Yes  or  No) 

I.  Change  in  Family  Situation 

a.  Birth  or  death  of  children,  grandchildren;  adoption  

b.  Death  of  parent,  brother,  sister  

c.  Death,  divorce,  or  separation  of  spouse  — 

d.  Children  entering  college  

e.  Children  marrying  

f.  Children  who  became  self-supporting  

g.  Marriage  and  any  antenuptial  agreement  

II.  Income  Status 

a.  Change  in  level  

b.  Capital  gains  problems  (sales)  

c.  Tax  returns  delinquent  

d.  Gifts  made  or  to  be  made  

e.  Charitable  donations  (other  than  nominal)  including  pledges  for  more  

than  one  year 

f.  Have  you  inherited  any  property  or  received  any  gifts? 

g.  Audit  of  tax  returns  or  net  worth  

III.  Real  Property 

a.  Purchase  or  sale  of  home  

b.  Purchase  or  sale  of  any  other  realty  

c.  Leases — new,  renewal 

d.  Change  in  zoning,  use,  local  planning  

e.  Mortgage  retirement,  reduction  or  increase 

f.  Possibility  of  refinancing  any  loans  

g.  Transfer  of  ownership  to  spouse,  children 

h.  Option  to  purchase  land 

IV.  Personal  Property 

a.  Investment  portfolio — value  changed?  

b.  Sales,  purchase,  gifts  
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V.  Insurance:  Policies  matured,  renewed,  converted,  dropped 

a.  Life 

b.  Health  and  accident 

c.  Automobile 

d.  Liability  (other  than  malpractice) 

e.  Fire,  theft,  homeowners,  etc. 

f.  Time  loss 

VI .  Your  Estate  Plan 

a.  Do  any  changes  in  above  indicate  need  for  replanning? 

b.  Does  the  personal  health  situation  of  yourself  or  any  family  member  in- 
dicate a need  for  change  in  plan? 

c.  Is  a new  will  needed  because  of  changes  in  personal  affairs  or  by 
changes  in  law? 

d.  Do  you  or  wife  have  power  of  appointment  in  any  will? 

VII.  Personal  Affairs 

a.  Any  accidents,  losses,  pending  claims,  or  lawsuits? 

b.  Change  in  location  of  home,  practice,  office,  etc.? 

c.  Add  or  drop  any  home  employees?  (Soc.  Sec.,  ins.,  etc.) 

d.  Driver’s  license — any  traffic  convictions  during  year? 

e.  Have  you  signed  a note  or  assumed  a liability  for  anyone  else? 

f.  Are  you  facing  contingent  liability  from  malpractice,  a car  accident,  or 
other  cause  which  may  exceed  your  insurance  limits,  and  thus  be  a 
claim  against  your  general  assets? 

VIII.  Business  ( Professional ) 

a.  Change  in  status,  partnership,  etc.? 

b.  Retirement  program  and  insurance  plan  changes 

c.  Changes  in  hired  personnel,  (office) 

d.  Significant  trend  of  practice:  change  in  net  income,  bad  debts, 

ownership  of  building,  etc. 

e.  Sale  of  practice  or  of  partnership  interest  contemplated,  under 
negotiation,  or  completed? 

A “ YES ” answer  above  indicates  need  for  review  of  status  with  your  attorney. 


Water,  water,  unfit  to  live  with 

At  long  last  something  is  to  be  done  in 
this  State  about  the  cuckoo  fouling  its  nest. 
Heedless  of  the  result,  we  have  for  years 
poured  out  our  industrial  wastes  and  ex- 
crement into  the  broad,  beautiful  waters 
with  which  we  have  been  blessed.  Now 
we  are  appalled  at  what  we  have  done, 
but  perhaps  it  is  not  too  late  to  correct 
these  sins  of  commission. 

As  pointed  out  by  State  Health  Com- 
missioner Ingraham  in  the  article  on  water 
pollution  in  this  issue  of  the  Journal,  a 
proposal  to  spend  a vast  sum  of  money  in 
correcting  the  evil  will  be  before  the  tax- 
payers for  decision  in  November. 

Physicians,  by  the  very  nature  of  their 
vocation,  should  be  in  the  front  rank  of 
supporters  for  this  measure.  They  know 
full  well  the  morbidity  and  mortality 
resulting  from  contaminated  water.  They 


have  for  years  preached  prevention  before 
the  fact  rather  than  treatment  after  the 
fact.  Our  Hudson  and  Harlem  Rivers 
have  become  the  Ganges  of  Northeast 
America.  Modern  technology  in  develop- 
ing alternate  means  of  waste  disposal  can 
restore  our  waters  to  their  pristine  glory — 
the  price  comes  high  but  we  owe  it  to  our 
inheritors  to  correct  this  flagrant  abuse  of 
nature. 

The  positive  favorable  reaction  of  phy- 
sicians to  this  piece  of  legislation,  as 
guardians  of  the  public  health  and  safety, 
should  be  made  known  to  the  general 
public  prior  to  Election  Day. 

Resolutions  to  this  effect  by  county 
medical  societies  should  be  released  in 
ample  time  to  inform  the  voters  of  strong 
medical  support  for  the  Pure  Waters  Bond 
Issue  Act. 
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To  encourage 
responsible  parenthood 


roday,  science  and  ethics  combine  in 
m effort  to  achieve  the  high  goal  of 
•esponsible  parenthood:  the  right  of 
he  family  to  plan  intelligently  its  own 
Titure . . . the  right  of  the  child  to  be  born 
n its  own  time— wanted,  loved,  and 
vith  maximal  opportunity  for  healthy 
ievelopment. 

important:  Since  the  proportions  of  the  active 
ngredients  differ,  one-half  of  a 5-mg.  tablet  of 
inovid®  or  one-fourth  of  a 10-mg.  tablet  of  Enovid 
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Vide  Effects:  If  side  effects  occur  they  are  usually 
nild  and  tend  to  disappear  after  the  first  cycle  or 
wo.  Nausea,  spotting  or  breakthrough  bleeding 
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:hloasma,  breast  enlargement  or  discomfort  and 
nild  salt  and  water  retention  have  been  reported; 
he  last  should  be  considered  in  patients  with  heart 
>r  kidney  disease  or  hypertension. 

Precautions:  Other  findings  typical  of  estrogenic 
impounds  may  be  observed  (for  example, 
ilterations  in  certain  thyroid  function  tests  but  not 
n thyroid  function) . Use  of  Enovid-E  for  longer 
han  three  years  must  await  the  results  of 
:ontinuing  studies. 


Contraindications:  Enovid-E  is  contraindicated  in 
women  with  a history  of  previous  thromboembolism. 
Pre-existing  genital  or  breast  carcinoma  and  pre- 
existing liver  disease,  dysfunction  or  jaundice  are 
also  contraindications.  The  status  of  liver  function 
should  be  noted,  since  large  doses  of  Enovid-E 
may  cause  Bromsulphalein®retention. 
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the  low-dosage  form 
of  the  most  widely-used 
and  thoroughly-tested 
oral  contraceptive 

ENOVID-E 

Each  tablet  contains: 


norethynodrel  2.5  mg. 

mestranol  0.1  mg. 
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The  good  life  —just  what  the  doctor  ordered 

Sea  and  sun  are  both  in  his  doctor’s  orders  — so  is  that  grapefruit  he’s  eating  with 
such  gusto.  Citrus  fruit  is  a wonderful  way  for  any  patient  to  get  his  daily  quota  of 
vitamin  C ...  to  enjoy  something  good  to  eat,  tasty  and  satisfying  but  not  rich. 

Any  patient  anywhere  can  get  the  benefits  of  the  natural  vitamin  C in  Florida 
oranges,  grapefruit,  and  tangerines  . . . thanks  to  modern  methods  of  processing 
fresh  fruit.  Whether  it  is  frozen,  canned,  or  put  up  in  cartons,  98%  of  the  vitamin  C 
content  of  the  fruit  is  preserved. 

Grapefruit  and  other  citrus  fruits  filled  with  vitamin  C are  valuable  in  the  nutri- 
tion of  every  age  group.  Among  teen-agers,  vitamin  C is  one  of  the  two  nutrients 
most  often  low  in  the  diet.  Infants,  too,  need  generous  amounts  of  vitamin  C. 

When  your  patient  chooses  Florida  citrus,  he  can  be  sure  of  getting  fruit  filled  with 
natural  goodness.  Florida  citrus  is  unexcelled  because  a State  commission  watches 
over  the  entire  Florida  citrus  crop  to  see  that  it  meets  the  world’s  highest  standards 
for  fresh,  frozen,  canned,  or  cartoned  citrus  fruits  or  juices. 

© Floncia  Citrus  Commission,  Lakeland,  Florida 
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SYMPOSIUM 
AND  PANEL 
DISCUSSION 


Tumors  of  the  Spinal  Cord 
in  Infancy  and  Childhood 

JOSEPH  A.  EPSTEIN,  M.D.,  Editor  and  Moderator 


Clinical  Aspects 


LEO  M.  DAVIDOFF,  M.D. 

New  York  City 

Professor  and  Chairman,  Department  of 
Neurological  Surgery,  Albert  Einstein 
College  of  Medicine 


I might  start  by  telling  a story  about  a 
man  who  defined  pediatrics  as  the  practice 
of  medicine  of  little  men  and  women.  I 
think  you  would  take  serious  objection  to 
that,  and  I would  join  you  because  disease 
in  the  child  is  not  the  same  as  in  an  adult 
on  a smaller  scale.  This  is  illustrated 
perhaps  better  in  the  nervous  system  than 
elsewhere.  For  example,  when  you  are 
dealing  with  intracranial  tumors,  70  per 
cent  of  brain  tumors  in  children  to  the  age 
of  fourteen  years  occur  in  the  posterior 
fossa.  On  the  other  hand,  in  adults  the 
incidence  of  location  of  tumors  is  exactly 
the  opposite.  There  are  other  differences 
in  the  types  of  tumor  which  occur  in 
children  and  adults.  Medulloblastoma  is 
practically  unheard  of  in  grown-ups. 

Presented  at  The  Long  Island  Jewish  Hospital,  New  Hyde 

Park,  Long  Island,  New  York,  on  April  2,  1964.  This  was 
the  sixth  of  the  1963-1964  series  of  Pediatric  Symposia  of  the 
Department  of  Pediatrics,  Samuel  Karelitz,  M.D.,  Chief. 


When  a cerebellar  tumor  is  found  in  a 
young  adult  and  a diagnosis  of  medul- 
loblastoma is  made,  the  slide  had  better 
be  sent  to  another  neuropathologist,  be- 
cause in  all  probability  it  is  a sarcoma. 
Lesions  such  as  the  glioblastoma  multi- 
forme which  affects  middle-aged  and  older 
people  are  rarely  encountered  in  the  child. 

Incidence 

Turning  to  spinal  cord  tumors  in  child- 
hood, we  find  that  these  lesions  are  re- 
markably infrequent  as  compared  with 
the  number  of  intracranial  tumors,  the 
proportionate  difference  being  much  more 
in  children  than  in  adults.  In  1925,  for 
example,  when  Elsberg1  wrote  one  of  his 
earlier  books  on  spinal  cord  tumors  after 
collecting  200  cases,  he  found  only  1 
child  under  the  age  of  ten  and  only  11 
more  that  were  between  eleven  and 
twenty.  Other  smaller  series  reported 
from  5 to  15  per  cent  of  spinal  cord  tumors 
occurring  in  people  below  the  age  of  twenty. 
In  his  second  volume  published  in  1941, 
Elsberg2  had  275  cases,  and  in  this  series 
there  were  5 patients  below  the  age  of 
ten,  and  28  below  the  age  of  twenty 
years.  Grant  and  Austin3  reported  a 
series  from  the  University  of  Pennsylvania 
where  in  a total  of  409  cases  of  spinal  cord 
tumors,  none  were  found  below  the  age  of 
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nine.  There  were  10  cases  between  ten 
and  fifteen  years  of  age,  and  20  cases  be- 
tween fifteen  and  twenty.  Of  the  30 
cases,  12  were  extradural,  12  were  intra- 
dural but  extramedullary,  and  6 were 
within  the  substance  of  the  spinal  cord. 
The  largest  collection  of  spinal  cord  tumors 
in  children  would  naturally  be  expected 
from  a neurosurgical  service  devoted  to 
child  neurosurgery.  Ingraham  and  Mat- 
son,4  in  ten  years,  collected  63  cases  in 
patients  under  the  age  of  twelve.  In  this 
period  they  had  collected  a total  of  313 
verified  brain  tumors  in  the  same  age 
group.  It  is  interesting  to  review  the 
variety  of  the  tumors  in  their  series. 
Four  were  medulloblastomas  which  had 
seeded  from  the  cerebellum  into  the 
spinal  subarachnoid  space  and  could  hardly 
be  looked  on  as  primary  neoplasms. 
The  tumor  that  one  thinks  of  when  con- 
sidering spinal  cord  tumors,  namely,  the 
ependymoma,  was  encountered  only  once 
in  the  total  of  63  cases. 

My  own  group  of  such  lesions  which 
approximates  a total  of  200  cases  included 
only  22  patients  under  twenty  years  of 
age,  and  these  again  were  rather  limited 
in  the  number  of  ependymomas,  only  2 
being  found  in  the  total  series.  Other 
lesions  were  lipomas  which  are  congenital 
tumors  and  extradural  sarcomas  which  are 
more  common  in  children  than  in  adults. 
Two  cases  of  special  interest  were  menin- 
giomas. One  occurred  in  a patient  of 
nineteen,  the  other  in  a girl  of  fifteen. 
Her  story  is  worth  relating. 

Case  report 

A fifteen-year-old  girl  had  a history  of  six 
months  duration  that  was  classical  for  neo- 
plasm in  that  she  had  a Browne-Sequard 
syndrome  with  a level  at  the  fourth  thoracic 
segment.  The  sacral  dermatomes  involved 
suggested  an  extramedullary  lesion  similar 
to  that  caused  by  a meningioma  in  an  adult. 
The  lesion  was  verified  by  myelography,  and 
at  operation  a meningioma  was  removed. 
Of  interest  is  that  her  father  was  a physician 
with  multiple  intracranial  meningiomas  and 
one  in  the  spinal  canal.  He  was  operated  on 
originally  by  Harvey  Cushing,  M.D.,  on 
two  occasions  and  subsequently  by  me. 

When  she  was  twenty-two  years  of  age, 
she  developed  signs  of  increased  intracranial 
pressure  and  proved  to  have  multiple  in- 
tracranial meningiomas.  This  problem  was 
apparently  related  to  genetic  factors. 


Comment 

Since  time  does  not  permit,  I will  not 
go  into  the  detailed  clinical  picture  of 
spinal  cord  tumors  in  children.  It  is 
much  the  same  as  in  adults  except  that 
it  is  more  difficult  to  determine  the  pres- 
ence of  a spinal  cord  level  in  an  infant. 
The  paraplegic  or  paraparetic  infant  fre- 
quently responds  to  stimuli  with  reflex 
responses  that  simulate  voluntary  reac- 
tions. It  takes  a good  deal  of  acumen, 
patience,  and  special  skill  to  recognize  the 
difference. 

Concerning  treatment,  the  operative 
procedure  which  is  major  but  not  exces- 
sively serious  in  an  adult  becomes  a good 
deal  more  serious  in  a child.  This  relates 
to  the  relative  size  of  the  tumor  as  com- 
pared with  the  size  of  the  vertebral  column, 
which  must  be  recognized  as  a unique  prob- 
lem in  an  infant.  The  tumor  in  a child 
is  approximately  the  same  size  as  a similar 
tumor  in  an  adult  and  covers  a greater 
number  of  vertebral  segments.  There- 
fore, a more  extensive  laminectomy  is 
required  for  the  removal  of  such  lesions. 
In  a child  one  would  have  to  carry  out 
this  procedure  on  at  least  four  as  against 
three  vertebrae  in  the  case  of  an  adult. 
As  a consequence,  the  laminectomy  in 
proportion  to  the  size  of  the  baby  is  a 
more  serious  operative  procedure.  It  is 
provocative  of  shock  and  requires  more 
ancillary  care. 

The  treatment  should  include  a plaster 
jacket  for  the  immediate  postoperative 
period  and  an  appropriate  brace  after- 
wards to  avoid  scoliosis  or  kyphosco- 
liosis. This  is  particularly  true  in  children 
with  intramedullary  tumors  who  do  not 
recover  fully.  In  these  cases,  atrophy 
of  the  truncal  muscles  occurs  with  rapid 
loss  of  the  normal  curvature  of  the  spine. 
It  should  be  possible  to  anticipate  these 
complications. 
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Review  of  Experience 

JOSEPH  A.  EPSTEIN,  M.D. 
New  Hyde  Park,  Long  Island,  New  York 

Attending  Neurosurgeon, 
The  Long  Island  Jewish  Hospital 


I should  like  to  review  our  own  experience 
with  spinal  cord  tumors  in  children  at 
The  Long  Island  Jewish  Hospital  and  at 
the  North  Shore  Hospital.  There  has 
been  a total  of  12  cases  in  ten  years. 

Sarcomas 

As  Dr.  Davidoff  has  suggested,  the 
largest  group  were  the  sarcomas,  including 
1 case  of  Ewing’s  tumor,  1 reticulum  cell 
sarcoma,  and  1 lymphosarcoma.  One  case 
of  neuroblastoma  was  encountered.  All 
of  these  lesions  were  extradural  in  location 
and  invaded  the  spinal  canal  by  way  of 
the  foramina  or  by  extension  through  the 
vertebral  body  into  the  extradural  space. 
The  patients  presented  symptoms  of  back 
pain  and  pain  of  a radicular  nature.  This 
was  followed  by  rapidly  progressive  para- 
paresis and  loss  of  sphincter  function. 

Other  lesions 

There  was  1 case  of  vertebral  heman- 
gioma with  an  extradural  extension.  This 
patient  was  remarkable  because  of  the 
furious  bleeding  that  occurred  during 
laminectomy,  necessitating  a two-stage 
procedure  employing  hypotensive  anes- 
thesia. I mention  this  for  the  benefit  of 
the  neurosurgeons  present  since  death  may 
result  because  of  hemorrhage. 

Four  of  our  patients  had  dermal  sinus 
tracts  that  were  traced  into  the  spinal 
canal.  These  benign  cutaneous  dimples 
are  found  at  either  end  of  the  spinal  axis 
but  occur  most  often  at  the  lumbosacral 
level  and  must  not  be  confused  with  in- 
nocuous pilonidal  sinuses  at  the  sacro- 
coccygeal junction.  The  dermal  sinus 
inevitably  becomes  infected  if  disregarded 
and  is  a common  cause  of  recurring  cryp- 
togenic meningitis.  For  this  reason,  it 
must  be  excised.  One  such  tract  at  opera- 


tion ended  in  the  filum  terminale  with  a 
series  of  cholesteatomas  or  pearly  tumors. 
The  second  was  traced  into  an  inoperable 
dermoid  of  the  conus  and  filum  terminale, 
while  the  third  and  fourth  ended  in  the 
dura-arachnoid  with  no  extension  into  the 
neural  elements.  Those  patients  with  neu- 
rocutaneous  involvement  may  manifest 
deformities  of  the  spine  or  extremities 
including  pes  cavus  and  inequalities  in 
size  and  shape  of  the  limbs.  Pain  is  not 
a presenting  complaint.  Once  infected, 
the  lesions  are  much  more  hazardous  and 
difficult  to  remove. 

One  child  had  a ganglioneuroma  that 
arose  in  the  lower  dorsal  region  extending 
from  the  paravertebral,  retropleural  tis- 
sues into  the  spinal  canal  through  the 
intervertebral  foramen  with  compression 
of  the  spinal  cord  by  an  extradural  mass. 
Two  separate  surgical  procedures  were 
needed  to  remove  the  lesion,  a laminectomy 
and  a thoracotomy.  Only  two  intra- 
medullary cord  tumors  were  encountered, 
one  was  a solid  glioma  of  the  cervical 
spinal  cord  that  could  only  be  decompressed 
and  irradiated;  the  patient  ultimately 
became  quadriplegic  and  expired  in  re- 
spiratory failure.  The  second  patient  had 
a cystic  glioma  of  the  thoracolumbar 
portion  of  the  cord  that  was  drained. 
This  was  followed  by  radiation  therapy 
with  sustained  improvement  in  function. 
Pain,  scoliosis,  paresis,  and  sensory  changes 
characterize  the  clinical  picture  in  such 
patients  who  may  present  symptoms  of 
structural  deformities  long  before  the 
possibility  of  a cord  neoplasm  is  enter- 
tained. 

There  was  one  infant  of  eighteen  months 
with  incontinence  and  rapidly  developing 
paraplegia  over  a period  of  five  days. 
The  initial  impression  was  that  of  a 
transverse  myelitis  of  infectious  origin 
since  the  patient  was  febrile.  Lumbar 
puncture  disclosed  xanthochromic  spinal 
fluid  with  a complete  block  revealed  on 
manometries.  Myelography  revealed  a 
block  in  the  spinal  canal  at  the  dorso- 
lumbar  junction.  At  surgery  an  arterio- 
venous intramedullary  aneurysm  of  the 
cord  was  decompressed  with  a remarkable 
degree  of  subsequent  improvement  sus- 
tained for  three  years.  A vascular  bruit 
is  still  heard  over  the  lesion. 

One  of  the  most  important  aids  in 
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diagnosis  lies  in  being  aware  of  the  pos- 
sibility of  a spinal  cord  tumor  when  one  is 
presented  with  a child  complaining  of 
persistent  back  pain  with  scoliosis  or  other 
deformity  of  the  spine,  cutaneous  anom- 
alies, and  alterations  of  growth  and  develop- 
ment of  the  extremities. 


Radiologic  Aspects 

BERNARD  S.  EPSTEIN,  M.D. 
New  Hyde  Park,  Long  Island,  New  York 

Chief,  Department  of  Radiology, 
The  Long  Island  Jewish  Hospital 


Various  changes  that  might  be  antici- 
pated in  patients  with  dermal  sinuses 
are  shown  in  Figure  1.  It  illustrates  the 
pathologic  changes  from  the  skin  down 
through  the  subcutaneous  tissues,  pedicles, 
and  laminae,  to  the  dura.  After  penetrat- 


FIGURE  1.  Cross  section  of  lumbosacral  spine 
illustrating  paths  of  three  dermal  sinus  tracts. 
Number  1 terminates  dura.  Number  2 penetrates 
dura  to  end  in  filum  terminale  in  a series  of  pearly 
tumors.  Number  3 terminates  in  intramedullary 
tumor  mass  in  conus,  either  a dermoid  tumor  or  a 
lipoma.  Subcutaneous  lipoma  passes  through 
spina  bifida  defect  in  lamina  and  ends  in  lipoma 
enmeshed  in  roots  of  cauda  equina. 

ing  the  dura,  it  may  terminate  in  the  conus, 
in  the  filum  terminale,  or  in  the  roots  of 
the  cauda  equina. 

I would  like  to  limit  my  remarks  to 
some  specific  examples  and  to  emphasize 
what  Dr.  Davidoff  and  Dr.  J.  Epstein 
have  brought  out  in  their  discussions.  The 
correlation  of  the  histopathology  and  the 


FIGURE  2.  Case  1.  Plain  film  of  lumbar  spine  demonstrating  erosion  of  the  right  pedicle  (arrow)  of  (A) 
second  lumbar  vertebrae  and  (B)  body  of  vertebrae  by  intraspinal,  extramedullary  neuroblastoma. 
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FIGURE  3.  (A)  Case  2.  Myelogram  demonstrating  complete  block  in  spinal  canal  at  level  of  second  dorsal 
vertebrae  caused  by  metastatic  implant  from  cerebellar  astrocytoma.  (B)  Case  3.  Myelogram  in  eighteen- 
year-old  boy  with  leukemia  showing  a complete  block  at  level  of  first  lumbar  vertebrae  caused  by  tumor 
mass  proved  to  be  lymphosarcoma. 


physiology  with  the  radiologic  changes  is 
most  important. 

Case  reports 

Case  1.  A fifteen-year-old  boy  came  in 
complaining  of  pain  in  the  back  and  of 
difficulty  in  moving  around.  The  pain 
was  inconstant  and  the  youngster  was 
considered  neurotic.  The  initial  study  was 
a plain  film  of  the  spine  (Fig.  2).  The 
change  is  subtle  but  nevertheless  ex- 
tremely important.  The  pedicles  present 
smooth,  round,  inner  borders  until  we  get 
to  the  right  pedicle  of  the  second  lumbar 
vertebrae.  Here  you  will  notice  that  the 
inferior  portion  of  the  pedicle  on  the  right 
side  is  deficient.  The  bone  has  been 
thinned  out  and  the  pedicle  has  become 
almost  hemispheric  instead  of  circular  in 
configuration  (Fig.  2A).  In  the  lateral 
projection,  the  changes  were  even  more 
evident.  Here,  an  intraspinal  lesion  by 
impinging  against  the  dorsal  aspect  of  the 
vertebral  body  gives  rise  to  a concave 


deformity  (Fig.  2B).  These  changes  in- 
dicated the  presence  of  a tumor  which 
proved  to  be  neuroblastoma. 

Case  2.  A nine-year-old  girl  had  a 
cerebellar  astrocytoma  removed,  followed 
by  x-ray  therapy.  She  did  quite  well  for 
about  two  years  and  then  came  in  com- 
plaining bitterly  of  pain  between  her 
shoulder  blades.  On  myelography,  there 
was  a block  at  the  upper  dorsal  level  of 
the  spinal  canal  (Fig.  3A).  The  opera- 
tion revealed  an  intradural  and  extra- 
medullary implant  of  tumor  which  proved 
to  be  an  astrocytoma  resembling  the  ini- 
tial lesion  in  the  cerebellum. 

Case  3.  An  eighteen-year-old  boy  with 
leukemia  is  more  interesting  from  the 
point  of  view  of  rarity.  During  the  course 
of  his  treatment,  which  went  on  for  several 
months,  he  complained  of  pain  related  to 
the  upper  lumbar  region.  Because  of  the 
character  of  the  pain  and  the  radiation 
down  the  upper  thighs,  a myelogram  was 
done  (Fig.  3B).  A complete  block  was 
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identified  at  the  level  of  the  first  lumbar 
vertebrae.  The  patient  had  an  epidural 
collection  of  lymphoma tous  tissue.  At 
the  subsequent  necropsy,  findings  con- 
sistent with  both  diagnoses  were  found. 

Case  4.  A patient  complained  of  in- 
tense pain  in  the  leg  for  about  two  weeks. 
He  had  become  completely  resistant  to 
narcotics.  Abdominal  films,  a barium 
enema,  and  evacuation  examinations  re- 
vealed a tumor  in  the  pelvis  close  to  the 
sacrum.  Within  this  was  some  mottled 
calcification.  At  operation,  a neuroblas- 
toma was  found.  This  probably  orig- 
inated in  the  pelvic  parasympathetic  tissue 
and  was  fixed  to  the  hollow  of  the  sacrum. 
It  was  not  possible  to  dissect  the  tumor 
free,  and  x-ray  therapy  was  administered. 
The  patient  was  put  on  various  chemother- 
apeutic modalities  and  did  well  for  a while. 
He  returned  because  of  pain  in  the  mid- 
back  radiating  to  the  lower  extremity. 
A myelogram  was  done  because  of  the 
radicular  character  of  the  pain  and  re- 
vealed a pointed  configuration  of  the 
pantopaque  column  at  the  caudal  sac. 
There  was  no  evidence  of  bony  disturb- 
ance. Nevertheless,  it  was  felt  that  he 
probably  had  epidural  metastases  which 
entered  the  spinal  canal  by  direct  ex- 
tension. The  patient  received  x-ray  ther- 
apy, and  he  did  well  for  a short  time.  The 
next  myelogram  was  done  eight  months 
later  and  revealed  a complete  block  at  the 
level  of  the  inferior  margin  of  the  fourth 
lumbar  vertebra.  Various  efforts  at 
treatment  were  unsuccessful.  At  necropsy, 
the  entire  caudal  sac  was  found  to  be 
completely  involved  in  neuroblastomatous 
tissue.  The  tumor  tissue  penetrated  the 
dura  and  was  enmeshed  in  the  roots  of  the 
cauda  equina. 

Case  5.  Another  patient  illustrates 
the  wisdom  of  the  remarks  made  by  Dr. 
Davidoff  and  Dr.  J.  Epstein  cautioning  on 
not  overlooking  minor  back  complaints  in 
children.  A fourteen-year-old  girl  had 
a stiff  neck  and  had  been  treated  for  this 
for  several  months.  On  neurologic  ex- 
amination there  were  signs  referable  to 
the  upper  extremities,  namely,  atrophy 
and  weakness  of  the  hands.  On  plain 
film  radiologic  examination,  only  a straight- 
ening of  the  usual  cervical  curve  was 


seen.  However,  myelography  disclosed  a 
large  intramedullary  tumor  in  the  cervical 
spinal  canal  (Fig.  4).  The  column  spread 
into  two  thin  legs  and  then  reunited  at 
the  level  of  the  second  cervical  vertebra. 
We  were  able  to  demonstrate  the  capping  of 
the  superior  aspect  of  the  tumor  by  re- 
turning the  patient  to  the  erect  position. 
Here  we  have  evidence  of  a large  lesion 
within  the  cervical  spinal  canal  extending 
over  three  vertebrae.  At  operation,  the 
spinal  cord  was  uniformly  swollen,  pale, 
and  noncystic.  The  diagnosis  of  an  in- 
tramedullary glioma  was  confirmed  at 
necropsy  six  months  later. 


Orthopedic  Aspects 

LEROY  S.  LAVINE,  M.D. 
New  Hyde  Park,  Long  Island,  New  York 

Attending  Orthopedic  Surgeon, 
The  Long  Island  Jewish  Hospital 


I should  like  to  discuss  the  problem  from 
an  orthopedic  point  of  view  and  re-em- 
phasize some  of  the  related  aspects  of  the 
problem.  The  orthopedist  and  the  pe- 
diatrician are  often  the  first  to  see  children 
complaining  of  neck  and  backache  with 
motor  weakness  and  deformities  of  the 
spine  and  lower  extremities.  It  has  been 
common  for  such  patients  to  be  treated  for 
primary  ligamentous  or  muscular  dis- 
abilities or  even  poliomyelitis  by  mistake 
for  long  periods  of  time.  To  make  an 
early  diagnosis,  we  must  have  a high  index 
of  suspicion.  Early  detection  and  treat- 
ment will  minimize  the  amount  of  neural 
damage  and  structural  deformity  that 
occurs  during  this  critical  period  of  de- 
velopment. From  the  radiologic  point 
of  view,  pitfalls  in  diagnosis  have  been  a 
failure  to  recognize  widening  of  the  spinal 
canal  or  thinning  of  the  pedicles.  X-ray 
examination  should  not  be  confined  to  the 
area  of  complaint.  It  is  not  uncommon 
to  have  pathologic  conditions  at  higher 
levels  than  suspected  in  these  cases.  Of 
course,  careful  sensory,  motor  reflex  ex- 
amination must  be  done.  A study  of 
the  cerebrospinal  fluid  should  be  made. 
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FIGURE  4.  Case  5.  Cervical  myelogram  in  fourteen-year-old  girl  with  intramedullary  glioma  of  spinal  cord. 
(A)  Column  of  oil  splits  to  form  two  thin  legs  as  it  passes  (B)  around  the  enlarged  spinal  cord,  reuniting  above 
the  lesion  in  a cap-like  formation. 


Myelography  should  be  done  pre- 
operatively.  The  orthopedist  should  follow 
the  case  quite  closely  with  the  neurosurgeon 
from  the  very  beginning  and  should  have 
well-documented  preoperative  muscle  test- 
ing. At  surgery,  it  is  important  to  re- 
member to  try  to  preserve  as  much  of  the 
integrity  of  the  laminae  and  apophysial 
joints  as  possible  to  maintain  the  stability 
of  the  spine.  Following  surgery,  we  may 
have  to  manage  such  problems  as  con- 
tractures, scoliosis,  kyphosis,  spastic  or 
flaccid  paralysis,  leg  length  discrepancies, 
pathologic  fractures,  and  dislocation  of  the 
hip  due  to  muscle  imbalance.  Postop- 
erative x-ray  irradiation  of  the  growing 
spine  may  also  cause  scoliosis,  especially 
in  the  very  young.  Many  of  these  de- 
formities can  be  prevented  or  minimized 
by  means  of  early  orthopedic  care.  Sup- 
ports, such  as  body  jackets,  collars,  and 
braces,  may  be  needed  for  six  months  to  a 


year  or  longer.  Intensive  physical  therapy 
is  also  important  to  strengthen  the  weak- 
ened musculature  and  to  prevent  con- 
tractures or  to  break  up  pre-existing  con- 
tractures. As  motor  recovery  occurs,  pa- 
tients may  be  made  to  ambulate  with  sup- 
ports or  crutches.  Orthopedic  operations 
such  as  stabilization  of  the  spine  and  joints 
may  have  to  be  performed.  We  should, 
however,  have  a very  conservative  opera- 
tive approach  in  these  patients.  Surgery 
should  be  deferred,  especially  spinal  fusion, 
unless  the  progress  of  the  deformity  is 
very  rapid.  Since  many  of  these  patients 
have  to  be  re-explored,  the  spine  fusion 
makes  this  a much  more  difficult  pro- 
cedure. Because  of  sensory  loss,  it  is  not 
unusual  for  these  patients  to  develop 
trophic  ulcers,  especially  following  foot 
stabilization  procedures  where  casts  have 
to  be  applied  to  maintain  the  correction. 
In  the  past,  many  patients  have  died  be- 
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cause  of  intercurrent  infections  of  the 
urinary  tract,  related  to  paraplegia. 


Infective  Agents 

SAMUEL  KARELITZ,  M.D. 
New  Hyde  Park,  Long  Island,  New  York 

Chief,  Department  of  Pediatrics, 
The  Long  Island  Jewish  Hospital 


T he  pediatrician  is  concerned  with  infec- 
tion of  the  central  nervous  system  par- 
ticularly as  related  to  the  presence  of 
dermal  sinus  tracts.  In  this  hospital,  15 
cases  of  meningitis  secondary  to  dermal 
sinus  tract  extension  of  infection  were 
treated.  The  most  common  infecting  or- 
ganism was  the  enterococcus.  This  oc- 
curred eight  times  either  alone  or  in  com- 


bination with  a Proteus,  a staphylococcus, 
or  another  organism.  Out  of  the  15  cases, 
many  had  at  least  two  causative  organisms, 
and  some  had  as  many  as  three.  One 
child  with  recurrent  episodes  of  meningitis 
despite  appropriate  antibiotic  therapy  was 
subsequently  found  to  have  a dimple  at 
the  midlumbar  level.  Following  excision 
of  the  dermal  sinus  tract  which  extended 
through  the  dura  and  arachnoid  ending  in 
the  filum  terminale,  there  were  no  further 
recurrences.  In  those  cases  of  meningitis 
caused  by  gram-negative  organisms  of 
cryptogenic  origin,  it  behooves  the  ex- 
aminer to  search  for  a lesion  that  connects 
the  spinal  subarachnoid  space  with  in- 
tegument. 

In  a child  with  evidence  of  disease  of  the 
central  nervous  system,  study  of  the 
cellular  content  of  the  cerebrospinal  fluid 
.may  disclose  cells  characteristic  of  neo- 
plasm such  as  medulloblastoma,  astro- 
cytoma, and  lymphoma.  Cholesterol  crys- 
tals have  also  been  found  in  the  spinal 
fluid  in  cases  of  cholesteatoma. 


Question  and  Answer  Period 


Morton  Nathanson,  M.D.:  In  our 

limited  experience,  we  have  encountered  6 
cases  of  spinal  cord  tumor  in  children;  none 
were  primary  neoplasms  of  the  central  nerv- 
ous system.  Three  were  neuroblastomas,  2 
were  reticulum  cell  sarcomas,  and  1 was  a 
lymphoma.  Would  Dr.  B.  Epstein  please 
comment  on  the  role  of  radiation  therapy 
in  the  management  of  these  neoplasms? 

Dr.  B.  Epstein:  In  discussing  x-ray 

therapy,  two  aspects  must  be  kept  in  mind. 
One  is  the  preventive  aspect  and  the  other 
concerns  the  rather  slim  hope  we  have  of 
relieving  these  patients.  From  the  first 
viewpoint,  in  a patient  with  medullo- 
blastoma it  is  important  to  radiate  the 
entire  spinal  axis  as  a routine  procedure. 
Insofar  as  treating  a local  metastasis  is 
concerned,  x-ray  therapy  is  extremely 
useful  for  the  temporary  relief  of  pain. 
Similarly,  neuroblastoma  may  be  extremely 
radiosensitive.  Patients  may  be  given 
chemotherapy  in  a variety  of  combinations 
with  x-ray  therapy.  Nevertheless,  the 


outlook  in  general  in  a child  with  a non- 
resectable  tumor  of  the  spinal  cord  is  not 
hopeful.  Whether  a lesion  is  a lymphoma 
or  leukemia  appears  to  be  academic  from 
the  point  of  view  of  treatment. 

Dr.  Davidoff:  It  should  be  empha- 

sized that  in  patients  who  have  extradural 
extensions  of  tumors  like  neuroblastoma 
with  rapidly  progressive  spinal  cord  disease 
and  a complete  block,  it  may  not  be  safe 
to  rely  on  radiation  therapy  alone.  In 
these  cases,  surgical  decompression  should 
precede  therapy.  If  radiation  therapy 
alone  is  used,  spinal  cord  compression  will 
result  in  an  irreversible  lesion  before 
therapy  can  be  effective.  I would  like  to 
take  this  opportunity  to  say  a word  about 
the  treatment  of  primary  intramedullary 
gliomas.  The  ependymomas  may  often 
be  completely  removed  with  painstaking 
dissection,  in  spite  of  their  intramedullary 
location,  if  sufficiently  demarcated  from 
contiguous  neural  structures.  The 
ependymoma  of  the  cauda  equina  lends 
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itself  best  to  excision.  The  remaining 
intramedullary  gliomas  do  not  lend  them- 
selves to  surgical  removal,  and  the  neuro- 
logic deficit  may  actually  be  increased  by 
ill-advised  attempts.  An  intramedullary 
glioma  such  as  an  astrocytoma  can  some- 
times be  partially  removed  with  little  risk 
if  a two-stage  procedure  is  employed.  The 
initial  operation  exposes  the  tumor,  and 
the  dorsal  column  is  incised  over  the  lesion. 
Ten  days  later,  at  a second  procedure,  the 
area  is  re-exposed,  and  the  neoplasm  is 
often  observed  to  extrude  a good  portion  of 
its  mass  through  the  previous  incision  in 
the  cord.  Through  this  pathway,  addi- 
tional neoplasm  may  be  removed  with 
relative  safety.  Infiltrating  tumors  of  the 
cord  cannot  be  excised  surgically,  and 
radiation  therapy  may  be  palliative  in  the 
management  of  such  lesions  after  adequate 
laminar  decompression  and  drainage  of 
cystic  areas  has  been  performed.  Such 
lesions  may  be  compatible  with  many 
years  of  productive  life,  especially  if  the 
lesions  are  below  the  cervical  enlargement. 
In  the  latter,  intervening  respiratory 
paralysis,  pulmonary  complications,  and 
the  problems  related  to  quadriplegia  cur- 
tail life  expectancy  sharply.  It  is  not 
uncommon  for  cystic  intramedullary  glio- 
mas to  be  multicentric  in  origin  and  to 
track  up  and  down  the  entire  length  of  the 
neural  axis  with  eventual  medullary  exten- 
sion. 

Walter  Rubin,  M.D.:  There  were  3 

children  admitted  to  Bellevue  Hospital  this 
past  year  with  febrile  illnesses  and  what 
appeared  to  be  secondary  myelopathy. 
The  first  child  was  admitted  with  a 
diagnosis  of  meningitis.  The  cultures 
were  negative.  Two  spinal  taps  were 
bloody.  Fever  persisted,  and  after  a 
week  of  therapy,  it  subsided.  A subse- 
quent myelogram  disclosed  a block  at  the 
lower  thoracic  cord  level  caused  by  an 
angiomatous  malformation  of  the  spinal 
cord.  The  second  child  was  admitted 
with  the  diagnosis  of  rheumatic  fever.  On 
resuming  ambulation,  he  limped  and  com- 
plained of  pain  in  his  lower  extremities. 
There  was  an  eventual  neurologic  defect 
caused  by  complicating  myelitis.  The 
third  patient,  after  an  acute  respiratory 
infection,  was  observed  to  drag  first  one 
and  then  the  other  lower  extremity. 
Numbness  followed,  and  lumbar  puncture 


at  admission  yielded  fluid  with  a total 
protein  of  150  mg.  per  100  ml.  with  no  cells. 
There  was  no  manometric  evidence  of 
block.  Several  days  later,  he  developed 
urinary  retention  with  bilateral  Babinski 
signs  and  rapid  progression  of  his  parapare- 
sis to  paraplegia.  While  a Guillaine-Barre 
syndrome  was  the  initial  diagnosis,  an 
extradural  sarcoma  in  the  upper  thoracic 
region  proved  to  be  the  causative  lesion. 
The  early  symptoms  in  these  patients 
seemed  so  familiar  and  benign  that  neuro- 
logic disease  was  not  the  primary  considera- 
tion until  the  sequence  of  events  precipi- 
tated the  eventual  diagnosis. 

Dr.  J.  Epstein:  Spinal  cord  tumors  in 

children  may  masquerade  for  extended 
intervals  as  developmental  or  postinfectious 
disorders  until  the  limits  of  tolerance  of  the 
cord  and  the  available  space  within  the 
spinal  canal  are  exhausted.  There  ensues 
rapid  deterioration  of  the  neurologic  state, 
often  with  catastrophic  abruptness.  The 
syndrome  of  Guillaine-Barre  is  often  mis- 
taken for  that  of  spinal  cord  tumor  because 
of  the  high  protein  found  in  the  spinal 
fluid  with  no  cellular  element  of  significance. 
Manometric  findings  are  notoriously  un- 
reliable in  children.  While  the  rapid 
onset  of  a transverse  myelopathy  may  be 
related  to  an  infectious  disorder,  mye- 
lography must  be  performed  to  exclude 
the  possibility  of  a lesion  requiring  opera- 
tion. Sudden  paraplegia  may  occur  as 
the  result  of  subarachnoid  and  intra- 
medullary hemorrhage  from  vascular  mal- 
formations of  the  spinal  cord.  It  is  im- 
portant to  include  auscultation  of  the 
spine  as  part  of  the  physical  examination 
for  this  reason. 

Dr.  Karelitz:  I now  have  a patient  of 

twenty-one  years  who  was  operated  on  at 
one  year  of  age  for  a lipomyelomeningocele 
with  an  intramedullary  lipoma  of  the 
cord.  She  still  is  incontinent.  Is  there 
anything  available  that  could  possibly 
help  this  girl? 

Dr.  Davidoff:  While  electronic  stimu- 

lators have  been  implanted  in  the  bladder 
wall  and  on  the  sacral  nerves  in  experi- 
mental animals  and  in  rare  individual 
patients,  it  will  be  a long  time  before  effec- 
tive control  will  be  achieved  by  such 
devices.  On  the  other  hand,  in  cases  of 
desperation,  the  ureter  may  be  implanted 
into  the  bowel,  or  a wet  colostomy  or  ileal 
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bladder  may  be  formed  capable  of  less 
tedious  and  simpler  methods  of  manage- 
ment. In  all  such  patients  periodic  intra- 
venous pyelography  is  mandatory  to  assess 
fully  the  status  of  the  genitourinary  tract. 

Dr.  J.  Epstein:  Dr.  Karelitz  has  intro- 

duced an  important  lesion,  the  lipomyelo- 
meningocele.  During  dissection  of  this 
tumor  mass,  functioning  neural  tissue  is 
invariably  destroyed.  This  results  in  loss 
of  sphincter  function  where  often  some 
measure  of  control  exists.  Subcutaneous 
lipomas  in  this  region  may  also  extend 
intraspinally  through  a spina  bifida  and 
terminate  in  an  intraspinal  lipoma  or 
dermoid  enmeshed  in  the  roots  of  the  cauda 
equina  or  in  the  cord  substance.  Again, 
little  can  be  accomplished  except  decom- 
pression since  dissection  almost  invariably 


Teen  agers 
and  nutrition 

How  do  you  motivate  the  ever  elusive  teen- 
ager to  improve  his  nutritional  status?  A 
question  asked  thousands  of  times;  a question 
that  has  been  asked  the  teen-ager  to  answer 
himself. 

Sally  K.  Ebling,  in  a recent  issue  of  Nutrition 
News , stated  that  a teen  board  in  Cleveland, 
Ohio,  representing  12  high  schools  and  principal 
youth  organizations,  had  met.  Adult  advisers 
from  the  county  extension  staff,  P.-T.A.  Council, 
Y.W.C.A.,  and  the  American  Red  Cross  sat  in 
on  the  meeting.  The  students  felt  that  the 
answer  to  reaching  teen-agers  was  through  teen 
interests. 

A health  education  program  could  never 
effectively  develop  in  isolation  from  individuals 
and  groups  in  the  community.  Those  in  health 
agencies  and  civic  groups  with  an  interest  in 
health  must  recognize  the  school  as  one  of  the 


results  in  an  increased  neurologic  deficit. 
The  need  to  improve  the  cosmetic  appear- 
ance of  the  infant’s  back  should  be  de- 
ferred if  at  all  possible.  I would  now 
like  to  turn  the  summation  over  to  Dr. 
Karelitz. 

Dr.  Karelitz:  Neoplastic  disorders  of 

the  spinal  cord  are  not  as  rare  or  as  esoteric 
as  they  may  at  first  seem.  It  is  mandatory 
to  maintain  a high  index  of  suspicion  in  the 
presence  of  the  diverse  and  obscure  symp- 
toms that  mask  the  basic  pathologic  condi- 
tion in  such  individuals.  With  proper 
direction,  we  may  perhaps  achieve  better 
results.  I want  to  express  particular 
thanks  to  Dr.  Davidoff  for  a very  friendly, 
warm,  and  long  association.  I hope  that 
he  will  favor  us  by  returning.  Thank  you 
all  very  much. 


most  effective  media  for  attaining  educational 
objectives.  And  schools  are  in  a position  to 
help  agencies  and  groups.  This  interrelation- 
ship was  to  lay  the  foundation  for  the  nutrition 
education  program  with  teen-agers. 

Cooperation  for  student  participation  was 
obtained  from  school  officials  by  individually 
contacting  all  county  school  superintendents, 
and  junior  and  high  school  principals.  Out- 
standing students  from  each  school  were  selected 
to  attend  the  breakfast.  The  project  was 
promoted  among  science  and  physical  education 
students  and  teachers,  school  journalists, 
student  government  leaders,  and  officers  of 
extracurricular  clubs. 

Almost  800  teen-agers  and  faculty  advisers 
from  76  junior  and  senior  high  schools  attended. 
Representatives  from  leading  civic  groups  and 
city  government  attended  the  breakfast. 

Success  of  the  program  is  directly  related  to 
the  support  health  agencies,  schools,  and  com- 
munity groups  gave  each  other  in  working  to- 
ward a common  goal;  that  of  improving  the 
health  of  our  youth. 
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\N  E should  bear  in  mind  that  the  rapidly 
changing  field  of  psychopharmacology  re- 
quires constant  revision  of  concepts  and 
content.  Psychopharmacology  is  still  grop- 
ing; its  methods  and  results  are  even  today 
still  tentative.  It  is  developing  however: 
opening  new  roads  to  research  and  un- 
blocking some  of  the  old.  Until  much  more 
is  known  about  the  various  psychiatric, 
neurologic,  neurophysiologic,  biochemical, 
and  other  processes  relevantly  involved, 
this  is  the  most  that  can  be  expected. 

In  these  past  few  years,  the  vast  clinical, 
social,  and  economic  impact  of  psycho- 
tropic drugs  has  evoked  an  explosion  of 
research  into  basic  scientific  rationales  in 
an  effort  to  support  and  explain  the  empiric 
clinical  results.  Although  apparently  il- 
logical, this  order  of  events  is  by  no  means 
unusual;  in  fact,  it  appears  to  be  a tradi- 
tional necessity  that  theory  follows  practice 
and  the  new  field  of  psychopharmacology 
is  no  exception. 

There  are  a number  of  problems  peculiar 
to  psychiatric  drug  trials,  arising  from  the 
lack  of  ascertained  pathology  and  from  the 
subjective  nature  of  the  phenomena 
studied.  The  well-recognized  difficulty  of 
assessing  the  value  of  psychiatric  treatment 
is  reflected  in  the  tendency  for  runs  of 
fashion  to  occur.  When  a new  treatment  is 
introduced  it  gives  rise  at  first  to  a suc- 
cession of  favorable  reports  to  be  followed 


in  turn  by  a wave  of  more  critical  reports. 
Penrose1  has  likened  this  to  the  spread  of  an 
epidemic  with  a gradual  building  up  of  an 
immune  or  resistant  population.  Bleuler 
and  Stoll2  have  pointed  out,  in  a study 
comparing  the  use  of  reserpine  and  chlor- 
promazine  (Thorazine),  that  it  was  many 
years  before  we  could  say  with  any  degree 
of  certainty  whether  or  not  the  older  shock 
therapies  were  truly  efficient. 

At  the  moment  there  seems  to  be  fairly 
general  agreement  about  the  value  of  chem- 
otherapy in  psychiatric  illness  but  little 
agreement  about  the  mode  of  action  of 
new  drugs  or  the  specific  indications  for 
their  use.  Although  there  is  already  an 
enormous  amount  of  literature  on  drug 
trials,  there  is  little  sign  of  these  questions 
being  resolved.  This  may  be  partly  the 
result  of  inadequacies  of  design,  but  even 
more  important  is  the  lack  of  standards 
for  reporting  trials,  which  makes  it  im- 
possible to  compare  the  results  of  dif- 
ferent workers.  Heilizer3  has  reviewed 
part  of  the  voluminous  literature  on  chlor- 
promazine,  and  he  comments  that  there  is 
a striking  lack  of  specification  and  com- 
munication of  what  is  being  evaluated. 
Out  of  500  or  600  articles  reviewed,  there 
were  only  37  studies  which  met  certain 
minimum  standards  of  scientific  evalua- 
tion. Freeman  and  Letemendia4  recently 
reviewed  93  articles  on  trifluoperazine 
(Stelazine)  and  found  in  them  a similar 
remarkable  lack  of  explicitness.  Out  of 
these  93  articles  27  did  not  state  the  length 
of  the  trial,  22  made  no  mention  of  the  sex 
of  the  patients  treated,  and  30  did  not  give 
their  age;  86  trials  were  uncontrolled  and 
only  7 controlled.  In  only  three  of  the 
controlled  and  four  of  the  uncontrolled 
trials  was  there  a clear  statement  about  the 
period  of  observation  before  the  drug  was 
exhibited,  and  in  all  these  cases  the  duration 
of  observation  either  was  not  stated  or  was 
less  than  six  weeks. 

Criteria 

Heilizer3  used  four  criteria  for  the 
selection  of  articles  for  review.  They  were: 
(1)  the  drug  was  used  alone,  not  in  combina- 
tion with  other  medication;  (2)  the  trial 
was  controlled,  that  is,  a controlled  group 
received  placebo  at  the  same  time  the 
treated  group  received  the  drug;  (3)  sub- 
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jects  were  allotted  at  random  to  the  treat- 
ment or  controlled  group;  and  (4)  the  de- 
sign permitted  evaluation  of  the  drug  ef- 
fects separately  from  the  withdrawal  effect. 
If  Heilizer’s  criteria  were  to  be  applied  to 
the  trifluoperazine  articles,4  not  a single 
one  would  survive,  and  all  but  seven  would 
be  faulted  by  two  or  more  critieria. 

Staudt  and  Zubin5  suggest  the  following 
minimum  requirements  for  evaluation  of 
therapy:  (1)  a homogeneously  selected 

group  of  patients;  (2)  a comparable  con- 
trol group;  (3)  a sufficiently  long  follow-up 
period;  and  (4)  specific  objective  criteria 
for  evaluating  outcome.  Cole  and  others6 
give  details  and  exacting  recommendations 
for  reporting  of  drug  trials.  Too  much 
emphasis  however  can  be  placed  on  con- 
siderations of  design  and  statistical  control. 
A great  deal  of  information  is  obtainable 
from  properly  recorded  trials,  even  if  there 
are  no  controls  and  no  acceptable  method  of 
randomization  has  been  used.  For 
example,  in  the  trifluoperazine  articles4 
there  were  records  of  three  deaths,  two  of 
them  thought  to  be  directly  and  one  indi- 
rectly due  to  the  drug  (one  patient  became 
extremely  restless  from  the  drug  and  jumped 
through  a window).  In  no  case  was  jaun- 
dice noted  as  a complication  of  treatment. 
These  are  two  perfectly  valid  observations. 
Mortality  and  the  incidence  of  toxic  effect 
are  of  great  clinical  importance  in  the  evalu- 
ation of  a drug:  to  assess  its  curative  value 
is  not  the  only  purpose  of  a drug  trial.  As 
indicated,  more  serious  than  the  imperfec- 
tions of  design  is  the  lack  of  attention  paid 
to  reporting  even  such  elementary  observa- 
tions as  age,  sex,  dosage,  and  length  of 
treatment.  This  can  be  readily  illustrated 
from  the  trifluoperazine  literature.4 

Symptoms 

It  is  probably  true  in  general,  and 
certainly  true  in  the  articles  considered 
here,  that  far  more  attention  is  given  to 
behavioral  manifestations  such  as  restless- 
ness and  aggressiveness,  than  to  psycho- 
logical symptoms.  Not  only  does  behavior 
claim  a greater  share  of  attention,  but  its 
assessment  is  far  better  carried  out.  Psy- 
chological experiences  are  usually  grouped 
under  such  broad  headings  as  hallucina- 
tions, delusions,  or  psychotic  phenomena, 
without  further  description  or  analysis. 


This  may  be  because  of  the  influence  of 
behavioristic  writings  in  denying  the  im- 
portance of  subjective  experience  or  be- 
cause the  existence  of  an  appropriate 
phenomenology  is  not  widely  appreciated. 

Jaspers7  applied  Husserl’s  phenomeno- 
logic  method  to  the  analysis  of  abnormal 
psychological  experiences.  He  emphasized 
the  importance  of  the  analysis  of  psycho- 
logical function  as  distinct  from  psycho- 
logical content.  The  materials  for  the 
analysis  were  the  detailed  descriptions 
obtained  from  patients  of  their  abnormal 
experiences.  The  search  for  experiences 
which  were  psychologically  irreducible  or 
primary  led  to  a great  refinement  in  the 
analysis  and  description.  Comparision 
between  prephenomenologic  descriptions 
such  as  those  of  Kraeplin  and  Bleuler  and 
those  of  the  Heidelberg  school,  reveals  the 
progress  made  in  this  direction.  This  is 
particularly  noticeable  in  the  analysis  of 
delusional  experiences  and  the  various 
types  of  thought  disorder  as  well  as  the  dif- 
ferentiation of  primary  and  secondary 
symptoms  in  schizophrenia.8 

Because  of  the  inefficacy  of  psychiatric 
treatment  at  that  time,  the  application  of 
phenomenologic  analysis  remained  very 
limited.  With  the  advent  of  shock  thera- 
pies, Schneider9  made  an  original  attempt 
to  select  those  groups  of  symptoms  which 
were  susceptible  to  modification  by  treat- 
ment, but  his  results  were  not  confirmed. 
Moreover,  the  early  physical  methods  of 
treatment  such  as  pentylenetetrazol, 
electric  convulsive  therapy,  and  insulin 
coma  therapy,  involved  marked  inter- 
ference with  consciousness,  and  this  com- 
plicated the  analysis  of  psychopathological 
phenomena.  If  modification  of  experience 
occurred  it  was  by  erasure  rather  than  by 
uninterrupted  evolution.  Often  these 
methods  produced  a marked  organic  re- 
action or  psycho  syndrome  which  clouded 
the  symptoms. 

Effect  of  psychotropic  drugs 

With  the  introduction  of  the  psycho- 
tropic drugs,  the  position  has  altered 
radically.  It  is  now  possible  to  follow  the 
abnormal  experiences  in  the  course  of  their 
modification  by  therapy.  Renewed  in- 
terest in  clinical  phenomena  should  have 
followed  the  widespread  use  of  these  drugs, 


2450  New  York  State  Journal  of  Medicine  / October  1,  1965 


but  this  has  not  shown  itself  in  the  litera- 
ture on  drug  trials.  Evarts  and  Butler10 
in  a review  of  the  effects  of  chlorpromazine 
and  reserpine  stated  that  most  clinical 
reports  have  consisted  predominantly  of 
descriptions  of  changes  in  gross  behavior 
and  of  clinical  opinions  as  to  the  therapeutic 
effects  of  the  drugs.  Specification  of 
changes  in  the  distinguishing  features  of 
diagnostic  entities  has  been  overshadowed 
by  attention  to  evaluation  of  the  outcome. 
They  have  remarked  that  it  is  difficult  to 
characterize  the  psychological  effect  of 
chlorpromazine  and  reserpine  and  have 
restricted  their  report  to  the  gross  effect  of 
these  drugs. 

If  closer  attention  were  to  be  given  to  the 
analysis  of  abnormal  experiences,  two 
possibilities  emerge:  (1)  analysis  would 

allow  us  to  determine  whether  or  not  the 
drugs  are  specific  for  diagnostic  categories 
and  act  by  removing  the  primary  symptoms 
of  the  illness  (a  subsidiary  question  being, 
which  of  several  phenomenologic  classifica- 
tions can  be  substantiated  in  this  way),  and 
(2)  if  none  of  the  drugs  shows  specificity  in 
terms  of  existing  classification,  it  might  be 
profitable  to  reclassify  the  experiences  by 
means  of  their  responses  to  the  drugs. 
This  would,  at  least,  be  a guide  to  therapy 
and  might  be  a step  toward  a rational  pa- 
thology. 

In  addition  to  the  problems  of  analysis  of 
clinical  trials,  the  psychiatric  clinician  faces 
the  individual  variability  of  drug  metabo- 
lism in  man.  Once  a drug  reaches  the  stage 
of  clinical  testing,  the  problem  of  drug  me- 
tabolism is  made  more  difficult  when  varia- 
bilities in  the  drug  metabolism  are  added 
to  the  disease  process.  Since  man  is  a 
rather  heterogeneous  species,  it  is  not  sur- 
prising that  the  metabolism  of  a given  drug 
differs  greatly  from  one  person  to  another. 
In  fact,  in  the  search  for  an  animal  species 
that  metabolizes  drugs  like  a man,  one 
could  well  ask — which  man? 

Drugs  which  have  an  extremely  low  lipid 
solubility  are  not  metabolized  to  an  ap- 
preciable extent,  but  are  excreted  un- 
changed in  the  urine.  These  drugs  decline 
at  rates  that  are  essentially  similar  among 
different  individuals;  examples  are  various 
ganglionic  blocking  agents,  a number  of 
antibiotics,  and  the  benzothiazine  deriva- 
tives. In  contrast,  drugs  that  undergo 
extensive  metabolism,  usually  the  lipid - 


soluble  agents,  are  highly  variable  in  their 
rates  of  metabolism  from  one  patient  to 
another.  This  biochemical  variability  is 
a major  difficulty  in  drug  therapy  and  is  an 
important  factor  in  explaining  why  in  dif- 
ferent individuals  the  same  dose  of  drug 
may  cure,  poison,  or  have  no  effect  what- 
ever. 

Psychotherapeutic  drugs  are  especially 
difficult  to  screen  in  man  since  these  lipid- 
soluble  agents  are  all  metabolized  in  the 
body.  In  planning  his  experiments  the 
investigator  usually  ignores  the  basic  prin- 
ciple of  individual  variation  in  drug  metab- 
olism. Clinical  pharmacologists  would  not 
be  in  favor  of  patients  picking  out  their 
own  dose  of  drug  blind-folded  with  neither 
patient,  doctor,  nor  the  nurse  knowing  the 
dose.  Yet  this  is  essentially  what  happens 
if  a five-  to  tenfold  variability  in  the  rate  of 
drug  inactivation  is  ignored.  Sometimes 
the  skilled  investigator,  by  titrating  the 
drug  against  such  side-effects  as  sedation  or 
signs  of  parkinsonism,  corrects  for  differ- 
ences in  drug  metabolism.11  In  many  in- 
stances, however,  such  end  points  are  un- 
available. If,  at  this  early  stage  of  drug 
evaluation,  the  clinical  pharmacologist 
turns  to  double-blind  studies  using  fixed 
dosage  schedules  in  the  belief  that  he  is 
circumventing  biologic  variability,  he  is 
really  lost.  In  principle,  the  double-blind 
test  is  a sound  one  but  it  was  not  meant  to 
apply  to  preliminary  clinical  evaluation. 
Rather,  it  was  meant  to  separate  such  fac- 
tors as  variability  in  the  disease  process, 
bias,  and  placebo  effects.  Implied  in  this 
test  is  the  assumption  that  the  drug  is  pres- 
ent in  each  subject  in  approximately  the 
same  amount.  Hence  the  use  of  double- 
blind screening  can  lead  to  utter  confusion  if, 
unknown  to  the  investigator,  the  disap- 
pearance of  the  drug  differs  among  the  pa- 
tients by  several  hundred  per  cent  or  more. 
Neither  the  application  of  statistics  nor  the 
use  of  placebos  can  correct  for  such  glaring 
differences  in  drug  metabolism  nor  prevent 
the  wasteful  use  of  clinical  material. 

Comment 

Clinical  pharmacologists  who  screen  psy- 
chotherapeutic drugs  are  having  a particu- 
larly difficult  time  since  these  compounds 
are  so  potent  that  the  low  plasma  levels 
cannot  be  measured  by  the  present 
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methods.  New  methods  are  badly  needed; 
in  the  future  pharmaceutical  firms  will  have 
to  put  more  effort  into  this  important  prob- 
lem. One  wonders  whether  the  failure  of 
drug  firms  to  realize  the  urgency  of  com- 
paring effects  against  plasma  levels  is  trans- 
ferred to  the  investigator  who  thinks  that, 
if  plasm  levels  were  really  important,  the 
pharmaceutical  firms  would  then  supply 
the  method.  There  are  a number  of  ex- 
tremely potent  compounds  in  laboratories 
that  are  idle  because  it  seems  almost  hope- 
less to  screen  them  in  man  on  any  rational 
basis.  How  can  one  screen  drugs  against 
primary  depression  when  they  have  little 
or  no  obvious  effect  in  normal  man  and  it 
isn’t  known  whether  the  half-life  is  thirty 
minutes  or  one  week? 

Finally,  the  young  clinician  is  too  often 
prompted  by  the  drug  firm’s  concept  of 
specific  chemotherapy  for  psychic  disturb- 
ances. The  clinician’s  problem  of  largely 
unknown  causes  of  nervous  and  mental 
disorders  and  the  confusing  disagreements 
among  psychiatrists  concerning  their  diag- 
noses and  classifications  are  overshad- 
owed by  the  recent  profusion  of  complex 
and  biochemically  unexplained  chemical 
agents.  The  potential  usefulness  of  these 
“psychiatric  wonder  drugs”  can  be  achieved 


Body  build  and  obesity 

The  relationship  between  body  build  and 
obesity  was  investigated  in  180  healthy,  white, 
obese,  adolescent  girls  aged  from  twelve  to 
nineteen  years  by  C.  C.  Seltzer  and  J.  Mayer  in 
a recent  issue  of  the  Journal  of  the  American 
Medical  Association.  Their  body  builds  were 
compared  to  three  basic  body  types:  endo- 
morphy,  that  rates  softness  and  roundness; 
mesomorphy,  that  rates  a combination  of  bone 


only  if  the  clinician  exercises  restraint  and 
judgment  in  their  selection,  based  on  study 
of  the  indications  and  limitations,  and 
above  all,  a critical  evaluation  of  his  own 
experience  in  the  individual  case. 
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and  muscle  development;  and  ectomorphy, 
that  rates  linearity  and  fragility.  When  com- 
pared to  the  nonobese,  the  obese  girls  appeared 
to  be  more  endomorphic,  somewhat  more 
mesomorphic,  and  considerably  less  ecto- 
morphic. The  authors  note  that,  presumably, 
the  prime  prerequisite  for  the  development  of 
obesity  is  a physique  with  at  least  a moderate 
amount  of  endomorphy  under  normal  nutri- 
tional conditions.  Although  endomorphy  pre- 
disposes obesity,  not  all  endomorphs  become 
obese. 


2452  New  York  State  Journal  of  Medicine  / October  1,  1965 


Cancer  of  Colon 
and  Rectum 

MAUS  W.  STEARNS,  Jr.,  M.D. 

New  York  City 

Associate  Attending,  Colon  and  Rectal  Service, 
Memorial  Hospital  for  Cancer  and  Allied  Diseases 


Cancer  of  the  colon  and  rectum  has 
special  importance  for  physicians  and 
surgeons  because  of  its  frequency  among 
patients  of  both  sexes,  the  simplicity  of  its 
diagnosis,  its  essentially  standardized  treat- 
ment, and  its  relatively  high  curability 
when  diagnosed  and  treated  early.  Even 
when  it  is  not  “cured,”  it  frequently  takes 
a long  time  to  kill  its  victim,  and  during 
that  time  there  is  much  the  attending 
physician  can  do  to  mitigate  the  pain  and 
discomfort  endured  by  the  patient. 

Natural  history  and 
pathologic  features 

The  vast  majority  of  cancers  of  the 
large  bowel  are  adenocarcinoma.  Rarely, 
malignant  carcinoids  or  lymphomas  or 
leiomyosarcomas  are  encountered.  In  the 
distal  rectum  and  anal  canal,  epidermoid 
carcinoma  and  occasionally  melanoma  are 
found. 

While  the  cause  of  cancer  of  the  colon 
and  rectum  is  unknown,  there  are  two 
prevalent  theories  regarding  the  patho- 
genesis. The  first  theory  holds  that  most 
cancers  of  this  region  develop  in  pre-existing 
mucosal  adenomas  or  polyps;  that  there  is 
a progressive  cellular  change  of  benign 
adenomatous  cells  to  atypical  cells,  to  in 
situ  cancer,  and  to  invasive  cancer,  which 


Cancer  of  the  rectum  and  colon  is  one  of 
the  most  frequent  forms  of  internal  cancer 
in  both  males  and  females;  it  may  occur  at 
any  age,  although  it  is  most  frequent  during 
middle  age.  Early  symptoms  include  pass- 
ing of  blood,  constipation,  diarrhea,  or 
flatus.  Diagnosis  is  established  by  physical 
examination,  proctosigmoidoscopy,  and  bar- 
ium enema  studies  of  the  colon.  The  only 
curative  treatment  is  surgical  removal  of  the 
tumor;  palliative  measures  include  opera- 
tion, roentgen-ray  therapy,  chemotherapy, 
and  supportive  adjuncts. 


then  continues  to  grow,  obliterating  the 
original  benign  adenoma.  The  second 
theory  proposes  that  the  changes  leading 
to  cancer  occur  directly  in  the  colonic  and 
rectal  mucosal  cells  without  any  preceding 
adenoma,  that  is,  the  cancer  arises  de 
novo. 

There  is  evidence,  mostly  indirect,  to 
support  either  theory.  This  has  been 
summarized  by  a number  of  authors.1-3 
Undoubtedly,  there  are  instances  of  both 
mechanisms.  Currently,  the  “polyp-to- 
cancer”  theory  would  seem  to  have  the 
most  support.  Unlike  many  theoretical 
arguments  in  medicine,  this  one  should  be 
resolved,  as  it  has  a very  real  practical  im- 
port. If  cancer  does  arise  in  polyps  in  the 
majority  of  instances,  then  if  all  polyps 
could  be  detected  and  removed  before 
active  cancer  has  developed,  true  cancer 
prophylaxis  could  be  practiced.  If  this 
sequence  does  not  hold,  then  the  program 
for  detection  and  removal  of  all  polyps  has 
little  to  recommend  it;  polyps  in  and  of 
themselves  cause  no  serious  trouble. 

Once  active  cancer  has  developed,  its 
growth  is  inexorable  but  apparently  is  not 
extremely  rapid  in  most  instances.  It 
tends  to  grow  over  the  mucosa  of  the  bowel 
wall  in  a circumferential  manner  to  be- 
come annular  in  eighteen  to  twenty-four 
months,  on  the  average,  it  is  estimated.4 
In  addition  to  spreading  on  the  mucosa  of 
the  bowel  wall,  it  grows  into  and  through 
the  bowel  wall,  often  very  early,  to  involve 
the  perirectal  or  pericolonic  tissues  and 
structures.  Infiltration  is  of  more  serious 
import  than  encirclement  of  the  wall,  as 
those  tumors  that  infiltrate  early  and 
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deeply  are  associated  more  often  with 
metastases  than  are  the  superficial,  non- 
infiltrating lesions.  Some  cancers  tend  to 
grow  as  large,  bulky  intraluminal  polypoid 
tumors.  In  general,  patients  with  these 
tumors  have  a better  prognosis  than  do 
those  with  the  invasive  variety. 

Of  most  importance  regarding  the  chance 
of  cure  is  the  presence  or  absence  of  metas- 
tases. Tumors  of  the  colon  or  rectum 
metastasize  either  by  the  blood  stream  or 
by  the  lymphatic  ducts.  If  the  metastases 
are  by  the  blood  stream  and  are  found  in 
the  liver,  lung,  or  elsewhere,  little  if  any- 
thing can  be  expected  at  the  present  time 
in  the  way  of  cure.  If,  however,  metastases 
are  found  only  in  the  regional  lymph  nodes 
of  a resected  specimen,  there  is  a 30  per  cent 
chance  that  patient  will  survive  five  or  more 
years  without  evidence  of  recurrent  or 
metastatic  cancer. 

Many  attempts  have  been  made  to 
estimate  prognosis  in  patients  with  cancer. 
One  of  the  most  useful  methods  has  been 
the  study  of  the  tumor  by  a pathologist. 
Several  means  have  been  used.  One  of  the 
early,  widely  accepted  standards  has  been 
grading  according  to  the  differentiation  or, 
rather,  the  lack  of  differentiation  of  the  cells 
comprising  the  tumor.  This  was  intro- 
duced by  Broders.5  The  most  dif- 
ferentiated is  classed  as  Grade  I and  has  the 
best  prognosis.  The  least  differentiated  is 
classed  as  Grade  IV  and  has  the  poorest 
prognosis.  Of  the  tumors  found  in  the 
colon  and  rectum,  90  per  cent  are  either 
Grade  II  or  III.  There  is  roughly  a 10  per 
cent  difference  in  survival  rates  between 
these  two  grades. 

The  method  that  has  the  greatest  value 
for  estimating  prognosis  is  the  gross  and 
microscopic  study  of  the  entire  resected 
specimen  introduced  by  Dukes.4  In  this 
classification  a tumor  confined  to  the  bowel 
wall  is  classed  A;  a tumor  that  has  pene- 
trated the  bowel  wall  to  involve  the  perirectal 
tissue  is  classed  B;  and  any  tumor  with 
lymph  node  metastasis  is  classed  C.  The 
over-all  prognosis  for  patients  with  A 
lesions  is  about  90  per  cent,  with  B lesions 
60  per  cent,  and  with  C lesions  about  30 
per  cent. 

In  50  per  cent  of  patients  with  cancer  of 
the  rectum  who  are  not  cured,  recurrent  or 
residual  cancer  is  found  in  the  pelvis  or  in 
the  vicinity  of  the  original  cancer,  while  in 


DIARRHEA  FLATUS 

FIGURE  1.  Symptoms  of  rectal  cancer. 


the  other  half  the  cancer  will  have  spread 
to  distant  organs.  The  most  frequent  sites 
of  distant  metastases  are  the  liver  and  other 
intraperitoneal  organs,  lung,  brain,  and 
bone.  When  the  cancer  is  inoperable  or 
recurrent  within  the  pelvis,  involvement  of 
adjacent  structures  is  almost  inevitable. 
The  progression  of  the  disease  in  this 
location  leads  to  blockage  of  the  ureters, 
with  consequent  urinary  obstruction, 
urinary  retention,  and  death.  General  dis- 
semination results  in  death  due  to  liver 
or  pulmonary  failure  or  simple  cachexia. 

Incidence 

Cancer  of  the  colon  and  rectum  can  and 
does  occur  at  any  age.  We  recently  saw  a 
boy  in  his  early  teens  who  had  cancer  of 
the  colon  with  fatal  dissemination.  We 
have  many  patients  in  their  eighties  with 
this  disease.  By  and  large,  however,  it  is 
most  frequent  in  the  middle-age  groups,  the 
average  age  being  about  fifty-five.  It 
occurs  somewhat  more  frequently  in  males 
than  in  females,  the  ratio  being  about 
60:40.  It  is  the  most  frequent  malignant 
neoplasm  in  men  and  the  third  most 
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frequent  in  females,  being  slightly  less 
common  than  cancer  of  the  breast  and 
cervix. 

Diagnosis 

History.  Perhaps  more  than  do  most 
forms  of  cancer,  cancer  in  the  rectum  and 
sigmoid  colon  produces  symptoms  that  may 
be  considered  “early. ” If  these  are  investi- 
gated immediately  and  thoroughly,  and 
treatment  is  instituted  promptly,  many 
patients  may  be  “cured.”  In  a study  done 
a number  of  years  ago  it  was  found  that 
patients  with  cancer  of  the  rectum,  when 
questioned  carefully,  admitted  that  they 
became  aware  first  of  one  of  four  symptoms: 
blood,  constipation,  diarrhea,  or  flatus 
(Fig.  I).6 

The  presence  of  blood  is  more  important 
than  any  description  of  it.  It  may  be 
bright  or  dark,  present  only  on  the  toilet 
tissue  or  mixed  with  the  stool,  and  as- 
sociated with  either  painful  or  painless 
defecation.  Constipation  is  interpreted 
variously  by  individuals.  To  some  it 
means  less  frequent  bowel  movements,  to 
others  it  means  the  passage  of  hard  stool, 
while  to  still  others  it  means  difficulty  in 
passing  the  stool.  Again  it  is  not  the 
description  but  the  fact  of  a change  in 
bowel  habit  that  is  important.  The  inter- 
pretation of  diarrhea  also  varies  with 
individuals.  To  some  it  means  the  more 
frequent  passage  of  otherwise  normal  stool. 
To  others  it  means  the  passage  of  thin 
watery  stools,  often  associated  with  ab- 
dominal distress.  Still  others  call  diarrhea 
the  passage  of  small  amounts  of  blood  and 
gas  with  little  if  any  fecal  material. 

Patients  usually  do  not  consider  flatus 
a symptom  associated  with  rectal  or  colonic 
cancer.  They  are  not  aware  that  it  may 
have  any  significance  and  do  not  volunteer 
information  regarding  it.  Specific  question- 
ing is  often  necessary. 

Obviously,  none  of  these  symptoms  is 
pathognomonic  of  rectal  cancer,  as  all  of 
them  may  be  found  in  a variety  of  other 
conditions.  Nevertheless,  the  presence  of 
any  one  of  them  demands  complete 
investigation  sufficient  to  rule  out  rectal  or 
colonic  cancer. 

The  symptoms  of  left  colon  cancer  are 
similar  to  those  of  rectal  cancer,  except  that 
blood  is  less  obvious  and  the  patient  is  less 


frequently  conscious  of  its  presence. 
Symptoms  due  to  partial  obstruction — 
cramps,  vague  abdominal  distress,  or 
bowel  awareness — are  more  frequent  with 
lesions  higher  in  the  colon  than  with  the 
low  rectal  lesions.  Unfortunately,  there  are 
no  symptoms  that  can  truly  be  considered 
early  signs  of  right  colon  cancer.  More 
than  half  of  the  patients  with  right  colon 
cancer  come  to  the  physician  for  investiga- 
tion of  anemia,  weight  loss,  or  the  presence 
of  an  abdominal  mass. 

Examination.  Theoretically  and 
ideally,  it  should  be  possible  to  detect  all 
colonic  and  rectal  cancer  while  still  in  a 
“curable”  stage,  since  the  diagnostic 
methods  are  simple,  safe,  and  un- 
complicated. It  is  only  necessary  to 
convince  all  patients  that  they  should  have 
the  examination  and  to  convince  all 
physicians  concerned  with  the  care  of  these 
patients  that  they  should  examine  them  all 
adequately  especially  those  past  the  age  of 
forty. 

The  only  special  physical  examination 
which  need  be  added  to  the  good,  adequate 
general  physical  examination  of  any  patient 
is  proctosigmoidoscopy.  This  is  an 
examination  which  should  be  taught  to 
every  medical  student  during  his  clinical 
years.  Interns  and  residents  should  be 
encouraged  to  include  it  as  part  of  their 
work-up  of  the  patients  under  their  care. 
Every  physician  and  surgeon  should  employ 
it,  not  as  a special  examination  but  as  part 
of  the  routine  examination  of  any  patient 
past  forty  years  of  age.  By  no  means 
should  it  be  considered  necessary  to  refer 
patients  to  specialists  for  this  examination 
unless  abnormalities  are  found. 

The  technic  of  the  examination  is  readily 
mastered.  If  certain  fundamentals  are 
followed,  injury  from  the  examination  is 
rare.  First,  a digital  examination  should 
precede  sigmoidoscopy.  Second,  the  in- 
strument should  not  be  passed  blindly,  that 
is,  it  should  be  passed  under  direct  vision. 
This  means  that  the  bowel  must  be  empty 
of  fecal  material,  and  some  means,  pref- 
erably suction,  must  be  available  for  re- 
moval of  feces.  Air  is  used  to  inflate  the 
bowel  sufficiently  to  enable  the  examiner  to 
determine  where  the  lumen  is,  but  the  air 
should  not  be  used  under  such  pressure  as 
to  cause  the  bowel  to  remain  distended 
while  the  instrument  is  passed.  Finally 
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and  most  essential,  the  examination  should 
be  terminated  if  the  patient  has  real  pain. 
The  pain  associated  with  sigmoidoscopy 
usually  results  when  the  patient,  feeling 
pressure  in  the  rectum  that  simulates  the 
sensation  associated  with  the  need  for 
defecation,  involuntarily  strains.  This 
straining  against  the  instrument  held  by  the 
examiner  causes  real  pain.  If  the  examiner 
is  unsuccessful  in  persuading  the  patient  to 
relax  and  yet  persists  in  advancing  the 
scope,  perforation  may  result. 

About  the  only  other  danger  associated 
with  proctosigmoidoscopy  is  injudicious 
biopsy.  Biopsies  need  not  be  performed 
during  the  routine  diagnostic  examination. 
Indeed,  they  probably  should  not  be  taken 
because  of  possible  legal  implications. 
Biopsies  should  be  taken  only  by  those 
skilled  in  the  procedures. 

Acquaintance  with  the  appearance  of  the 
normal  bowel  wall  is  readily  acquired. 
Abnormalities  will  usually  be  self-evident. 
Further  evaluation  of  their  significance  is 
best  done  by  those  with  special  experience. 
However,  there  is  one  finding  of  utmost 
significance  which  has  to  be  specifically 
searched  for  during  the  introduction  of  the 
instrument:  blood  in  small  quantities,  that 
is,  flecks  mixed  with  mucus  or  feces.  Blood 
found  above  the  midrectum  in  the  absence 
of  ulcerative  colitis  is  practically  pathog- 
nomonic of  a tumor  located  higher  in  the 
bowel.  Obviously,  there  are  many  other 
findings  of  general  significance,  but  we  are 
here  concerned  about  cancer. 

Roentgen-ray  examination.  Digital 
and  sigmoidoscopic  examination  will  reveal 
60  to  70  per  cent  of  all  cancers  of  the  bowel 
and  colon.  Detection  of  tumors  above 
the  reach  of  the  sigmoidoscope  depends  on 
properly  performed  roentgenographic 
studies  in  properly  prepared  patients. 

Proper  preparation  of  the  patient  means 
sufficient  cleansing  of  the  colon  and  rectum 
to  empty  it  completely  of  fecal  waste. 
The  presence  of  feces  may  obscure  a neo- 
plasm, or  fecal  material  may  simulate  a 
tumor.  In  our  experience,  proper  prepara- 
tion frequently  requires  a low-residue  diet 
for  twenty-four  hours,  60  cc.  of  castor  oil  on 
one  or  two  successive  days,  and  cleansing 
enemas  using  plain  tap  water  until  the 
color  is  clear  the  morning  of  examination. 
Other  regimens  may  be  used  by  the  examin- 
ing radiologist  on  the  basis  of  his  own 


experience.  It  is  better  to  err  on  over- 
cleansing than  undercleansing,  as  an  in- 
adequate preparation  means  an  inadequate 
examination  and  usually  means  repeating 
the  entire  procedure. 

The  method  used  for  roentgen-ray 
examination  of  the  colon  varies  with 
individual  radiologists.  For  large  gross 
lesions,  refinements  of  technic  are  probably 
not  too  fundamental.  However,  for  the 
small  early  lesion,  the  one  we  are  most 
anxious  to  find,  special  technics  are  es- 
sential. The  use  of  air  contrast  studies 
following  the  usual  barium  studies  of  the 
colon  have  proved  quite  reliable  over  a long 
period  of  time.  While  certain  highly  re- 
fined methods  with  special  x-ray  units  in 
the  proponent’s  hands  may  be  more  sen- 
sitive, the  units  are  not  generally  available. 

There  are  obvious  limitations  to  roent- 
gen-ray studies  of  the  colon.  In  the  first 
place  the  diagnosis  is  based  on  shadows 
only.  Fecal  material,  as  mentioned  earlier, 
may  obscure  or  simulate  lesions.  Second, 
there  are  certain  areas  in  which  proper 
demonstration  is  limited.  These  areas  in- 
clude first  and  foremost  the  rectum,  which 
should  always  be  examined  with  the  sig- 
moidoscope. 

X-ray  studies  should  never  be  relied 
on  to  rule  out  a tumor  of  the  rectum. 
The  splenic  flexure  and  the  cecum  are 
notoriously  treacherous  areas  for  proper 
radiographic  evaluation. 

Finally,  in  a patient  with  minimal  ob- 
structive symptoms — low-grade  cramping 
pain,  slight  abdominal  distention,  and 
obstipation — considerable  thought  should 
be  given  before  ordering  a full,  thorough 
bowel  preparation  for  x-ray  study,  as  this 
may  precipitate  a full-blown  obstruction 
requiring  immediate  surgical  decompression. 
In  these  circumstances  it  is  often  wiser  to 
have  a plain  film  of  the  abdomen  to  rule 
out  partial  or  complete  obstruction  and 
then  start  a mild  purgation  regimen  of 
small  doses  of  mineral  oil  and  milk  of 
magnesia  repeated  several  times  a day. 
A similar  problem  follows  the  unfortunate 
gastrointestinal  study  in  patients  with 
abdominal  pain  without  considering  the 
possibility  of  obstruction  in  the  colon. 
Barium  given  orally  to  a patient  with 
partial  large  bowel  obstruction  may  pre- 
cipitate complete  obstruction  that  need- 
lessly and  uselessly  complicates  the 
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problems  faced  by  the  patient  and  the 
surgeon  called  to  care  for  him. 


Management 

Curative  management.  The  only 
treatment  for  cancer  of  the  colon  and 
rectum  that  offers  a substantial  hope  of 
cure  or  prolonged  survival  free  of  symptoms 
is  surgical  removal  of  the  primary  tumor. 
The  principles  of  the  operations  required 
are  generally  accepted,  except  in  a few 
areas  where  some  details  are  still  con- 
troversial. 

In  general,  tumors  involving  the  intra- 
peritoneal  portions  of  the  colon  are  treated 
by  wide  resection  of  the  tumor-bearing 
segment  of  the  bowel,  together  with  its 
lymphatic  drainage  pathways.  The  con- 
tinuity of  the  bowel  is  restored  by  primary 
anastomosis  between  the  proximal  and 
distal  segments  of  the  intestine. 

Most  tumors  of  the  distal  rectum  lying 
within  easy  reach  of  the  examining  finger 
are  treated  by  a combined  abdomino- 
perineal resection  of  the  rectum.  This 
includes  the  perineal  structures  and  perirec- 
tal tissue,  along  with  the  lymphatics  of  the 
mesorectum  and  mesosigmoid.  This  neces- 
sitates the  formation  of  a permanent 
colostomy,  usually  located  in  the  abdominal 
wall,  which  is  easier  to  care  for  than  one 
located  in  the  perineum. 

There  is  a controversy  regarding  the 
treatment  of  tumors  in  the  upper  rectum 
and  rectosigmoid.  The  controversy  con- 
cerns whether  or  not  the  sphincter 
mechanism  can  be  saved,  thereby  avoiding 
a colostomy,  without  endangering  the 
patient’s  chance  of  cure.  While  suf- 
ficient data  to  warrant  a final  answer  to 
this  controversy  have  not  yet  been  ac- 
quired, there  is  enough  evidence  to  indicate 
that  the  preservation  of  the  sphincter 
mechanism  is  justified  and  warranted  in  a 
certain  number  of  instances. 

The  more  or  less  standard  operations 
that  are  widely  accepted  have  resulted  in 
five-year  survival  figures  that  have  become 
more  or  less  stationary.  In  an  effort  to 
improve  these  survival  rates,  additional 
procedures  have  been  added  to  the  standard 
operations.  Some  of  these  have  involved 
extension  of  the  surgical  procedure,  such 
as  pelvic  or  aortic  lymph  node  dissections, 


left  hemicolectomy  and/or  high  ligation 
of  the  mesenteric  vessels  for  cancer  of  the 
rectum,  and  so  on.  Others  have  modified 
the  surgical  technic  so  as  to  minimize  dis- 
semination of  cancer  cells  through  the  blood 
stream  when  manipulation  of  the  tumor 
occurs  at  the  time  of  operation.  Other 
efforts  have  been  directed  toward  the  use  of 
adjunctive  chemotherapy,  while  still  others 
have  used  pre-  and  postoperative  x-ray 
therapy.  The  results  of  these  additional 
efforts  cannot  be  evaluated  at  the  present, 
since  it  is  too  soon  for  any  definitive  answer. 

The  standard  operations  for  cancer  of  the 
colon  are  associated  with  operative  mortal- 
ity rates  varying  from  1 to  6 per  cent  under 
present-day  standards  of  pre-  and  post- 
operative care.  There  are  few  if  any 
contraindications  to  operation  in  patients 
with  an  “operable”  lesion.  Age  per  se  is 
certainly  no  contraindication  and  should 
be  considered  only  in  terms  of  the  general 
medical  condition.  Medical  complica- 
tions would  be  contraindications  only  if  the 
prognosis  associated  with  them  is  worse 
than  that  of  the  untreated  cancer. 

Palliative  management.  Unfortu- 
nately, there  are  a number  of  patients  who, 
when  first  seen,  are  beyond  the  hope  of 
cure  because  of  either  local  extension  that 
cannot  be  removed  completely  or  distant 
metastasis.  Then  there  are  those  patients 
in  whom  there  is  residual  cancer  locally  or 
distant  metastases  subsequent  to  “cura- 
tive” operations.  A great  deal  of 
physicians’  time  and  thought  must  be  given 
to  the  care  of  these  patients.  Obviously, 
it  is  impossible  to  be  dogmatic  about  how 
such  patients  should  be  treated.  The  best 
we  can  do  is  outline  a general  approach. 

First,  if  a primary  tumor,  its  recurrence, 
or  metastasis  can  be  removed  without 
jeopardizing  the  life  of  the  patient  or  in- 
creasing his  already  existing  problems,  such 
removal  usually  will  provide  the  longest 
survival  free  of  symptoms. 

Second,  if  the  tumor  cannot  be  removed 
surgically,  palliative  x-ray  therapy  given  in 
small  amounts  that  are  not  curative  will 
often  afford  relief  of  pain  for  variable 
periods  of  time.  This  therapy  can  be  re- 
peated at  intervals,  allowing  some  patients 
to  live  a number  of  years  in  relative  com- 
fort. 

Finally,  if  these  measures  are  unsuccess- 
ful, and  the  patient  is  suffering  severe  and 
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intractable  pain,  chemotherapy  in  one 
form  or  another,  that  is,  systemically  or  by 
local  perfusion,  should  be  considered.  At 
present,  because  of  the  extreme  toxicity  of 
these  drugs  when  used  in  effective  amounts, 
the  usual  patient  is  not  helped  very  much 
by  them.  In  some  instances  it  is  preferable 
to  consider  some  neurosurgical  procedure. 

Regardless  of  what  active  method  of 
palliative  therapy  is  used,  much  can  be 
done  to  increase  the  comfort  and  well-being 
of  these  patients  by  supportive  measures, 
hematinics,  blood  transfusions,  vitamins, 
tranquilizers,  dietary  supplements,  and 
hygienic  care  of  infected  tumors  appearing 
on  the  body  surface. 

Finally,  regarding  the  use  of  narcotics  in 
the  patient  with  advanced  cancer,  it  should 
be  emphasized  that  the  patient  with  an 
advanced  cancer  is  not  necessarily  a ter- 
minal problem.  Injudicious  increases  in 
narcotics,  particularly,  morphine  and 
meperedine  (Demerol)  hydrochloride,  add 
the  problem  of  addiction  to  that  of  pain 
and  control.  We  find  that  relatively  small 
doses  of  codeine  combined  with  salicylates 
will  keep  patients  for  a surprisingly  long 
time  in  relative  comfort. 

Prognosis 

Accurate  statistics  regarding  the  over-all 
prognosis  of  patients  with  cancer  of  the 
colon  or  rectum,  just  as  for  cancer  in  other 
organs,  are  difficult  to  obtain  and  to 
evaluate.  It  should  also  be  remembered 
in  evaluating  statistics  that  they  are  based 
on  large  numbers  of  patients  and  that  their 
application  to  individuals  is  limited. 

Probably  the  most  meaningful  statistics 
for  over-all  survival  are  those  compiled  on 
a state-wide  or  national  basis.  Such 
statistics  from  Connecticut  have  been 
published  by  Ottenheimer  and  Oughterson,7 
who  reported  that  the  over-all  five-year 
survival  for  the  years  1940  to  1944  was 
19.5  per  cent. 

Over-all  statistics  from  various  institu- 
tions have  little  meaning  because  of  the 
wide  variation  in  the  stage  of  disease  when 
the  patient  arrives  at  a specific  institution. 
However,  when  survival  results  following 
resection  for  cure  published  by  various 
institutions  are  compared,  remarkable 
similarity  is  found,  with  the  five-year 
survival  being  about  50  per  cent. 


As  has  been  indicated  earlier  in  this 
report,  the  most  satisfactory  basis  for 
estimating  the  prognosis  in  an  individual 
patient  is  the  Dukes’4  classification  of  the 
resected  specimen. 

While  over-all  survival,  as  indicated  by 
state-wide  statistics,  and  over-all  survival 
following  resection  for  cure  leave  much 
room  for  improvement,  it  might  help  to 
put  this  in  perspective  by  considering  that 
according  to  Thomas,  Kline,  and  Seed,8 
the  median  survival  time  of  patients  with 
untreated  cancer  of  the  rectum  from  onset 
of  symptoms  to  death  was  ten  to  fourteen 
months.  As  opposed  to  this,  the  median 
survival  time  of  patients  who  had  resection 
was  ninety  months. 

To  emphasize  the  importance  of  early 
diagnosis,  Hertz,  Deddish,  and  Day,9  re- 
porting on  a follow-up  of  58  patients  with 
rectal  cancer  detected  in  a relatively 
asymptomatic  stage  as  part  of  the  cancer 
detection  program  in  the  Strang  Clinic, 
found  that  the  five-year  survival  in  this 
group  was  88  per  cent ! 

Summary 

Cancer  of  the  rectum  and  colon  is  one 
of  the  most  frequent  forms  of  internal 
cancer  in  both  males  and  females.  It  may 
occur  at  any  age,  although  it  is  most  fre- 
quent during  middle  age,  often  the  most 
productive  years. 

The  initial  symptoms  of  cancer  of  the 
rectum  are  the  passing  of  blood,  constipa- 
tion, diarrhea,  or  flatus.  Initial  symp- 
toms of  cancer  located  higher  in  the  colon 
are  less  specific  but  include  those  of  cancer 
of  the  rectum  plus  symptoms  of  partial 
bowel  obstruction.  There  are  no  early 
symptoms  of  right  colon  cancer.  The 
diagnosis  is  established  by  physical  exam- 
ination, including  proctosigmoidoscopy 
and  barium  enema  studies  of  the  colon. 

The  only  curative  treatment  is  surgical 
removal  of  the  tumor.  Palliative  meas- 
ures include  operation,  roentgen-ray  ther- 
apy, chemotherapy,  and  supportive  ad- 
juncts. Since  many  patients  live  with 
their  disease  a long  time,  continued  sup- 
port by  their  physician,  employing  the 
measures  that  have  been  mentioned,  rend- 
ers their  life  infinitely  more  tolerable  than 
if  they  were  forced  to  go  it  alone. 
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Despite  its  frequency,  breast  cancer  re- 
mains a major  enigma.  At  the  Fourth 
National  Cancer  Conference  in  Minne- 
apolis in  1960,  it  was  emphasized  that  the 
incidence  and  mortality  rate  of  patients 
with  breast  cancer  have  remained  sta- 
tionary for  at  least  a quarter  of  a century. 
Lewison1  states  that  vital  statistics  from 
the  United  States  and  from  most  other 
countries  of  the  world  indicate  that  the 
most  constant  and  conspicuous  feature  of 
the  breast  cancer  mortality  rate  is  its 
surprisingly  uniform  and  level  trend  over 
the  past  thirty  years.  Ederer  et  al .,2 
reporting  on  a series  of  4,100  long-term 
survivors  from  breast  cancer,  noted  that 
these  patients  continued  to  die  at  a rate 
greater  than  the  average  expected  rate  for 
a period  of  at  least  twenty  years. 

In  the  never-ending  struggle  to  find 
methods  of  increasing  the  cure  and/or 
survival  rate  for  patients  with  breast 
cancer,  numerous  procedures  have  been 
advocated.  Extended  and  more  extended 


radical  operations,  cobalt  supervoltage 
x-ray  therapy  with  and  without  surgery, 
the  adjunct  use  of  chemotherapy  with 
surgery,  and  prophylactic  hormone  abla- 
tion or  additive  procedures  have  all  been 
explored.  None  of  these  approaches  seem 
to  have  made  any  decided  difference  in 
long-term  survival,  and  some  have  increased 
the  mortality  and  morbidity  rates  and  the 
psychological  and  physical  discomfort  of 
the  patient. 

Such  preoccupation  with  the  optimal 
method  of  treating  primary  breast  cancer 
has  tended  to  cloud  the  significance  of  a 
second  primary  breast  cancer  in  limiting 
survival.  During  the  past  several  years 
we  have  been  collecting  data  on  this  point 
and  were  in  fact  preparing  a manuscript 
on  the  subject  when  the  excellent  report  of 
Robbins  and  Berg3  appeared.  Their  find- 
ings emphasized  the  need  for  greater  aware- 
ness of  the  role  of  the  second  breast  in  the 
ultimate  course  of  breast  cancer  patients. 
It,  therefore,  seemed  all  the  more  ap- 
propriate that  we  record  our  experiences 
and  impressions  at  this  time.  Our  report 
is  on  a study  that  was  made  of  79  patients 
with  bilateral  breast  cancer  with  particular 
reference  to  the  diagnostic,  therapeutic, 
and  prognostic  considerations.  We  have 
also  compared  our  experiences  with  those 
of  other  investigators  in  an  attempt  to 
answer  the  following  questions: 

1.  What  are  the  criteria  for  diagnos- 
ing bilateral  primary  breast  carcinoma? 

2.  What  is  the  incidence  of  bilateral 
primary  breast  cancer? 

3.  What  are  the  clinicopathologic 
characteristics  of  cancer  of  the  second 
breast? 

4.  Is  prophylactic  mastectomy  of  the 
second  breast  worth  while? 
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Diagnostic  considerations 

Bilateral  cancer  of  the  breast  may  occur 
as:  (1)  simultaneous  or  synchronous  can- 

cers (independent  cancers  arising  in  both 
breasts  at  the  same  time);  (2)  non- 
simultaneous  primary  or  metachronous 
cancers  (independent  cancer  arising  in  the 
second  breast  at  a later  date  than  in  the 
first  breast);  or  (3)  metastatic  cancer 
(extension  or  metastasis  of  the  cancer 
from  the  first  to  the  second  breast).  At 
times,  it  is  difficult  to  determine  whether  a 
cancer  in  the  second  breast  is  primary  or 
metastatic  despite  the  combined  use  of 
histologic  and  clinical  evidence.  Pennell4 
and  Kapsinow5  credit  Billroth  in  1869 
for  the  earliest  establishment  of  criteria  for 
multiplicity  of  cancers.  These  criteria 
were  as  follows:  (1)  Each  tumor  must 

have  an  independent  histologic  appearance. 

(2)  The  tumors  must  be  separate  and 

situated  in  different  organs.  (3)  Each 
tumor  must  produce  its  own,  and  separate, 
metastases.  More  liberalized  criteria 
which  are  acceptable  to  many  investigators 
were  developed  by  Warren  and  Gates  in 
19326:  (1)  Each  tumor  must  be  malig- 

nant. (2)  Each  tumor  must  be  distinct. 

(3)  None  of  the  tumors  are  metastatic  from 
other  tumors. 

Cutler7  has  stated  that  marked  histologic 
differences  are  rare.  He  felt  that  the  most 
important  histologic  evidence  of  an  in- 
dependent primary  lesion  is  the  presence 
of  pronounced  epithelial  hyperplasia  in  the 
noncancerous  duct  system.  Similarly, 
Robbins  and  Berg3  did  not  include  the 
microscopic  structure  of  the  tumor  as  a 
criterion  for  the  diagnosis  of  a second 
primary  cancer.  On  the  other  hand,  they 
emphasize  the  following  points: 

Location.  Second  primary  cancers  oc- 
cur in  the  breast  tissue  and  are  most  often 
located  in  the  upper,  outer  quadrant  but 
not  in  the  fatty  tail.  In  contrast,  meta- 
static cancers  most  often  appear  in  the  fat 
that  surrounds  the  breast  parenchyma  and 
are  most  often  located  in  the  part  of  the 
breast  nearest  the  midline  or  in  the  fatty 
tail  of  the  breast. 

Multiplicity  of  growth.  Second  pri- 
mary cancers  tend  to  be  single  and  have  a 
stellate,  crablike  growth  pattern  while 
metastatic  tumors  tend  to  be  multiple, 
especially  with  microscopic  examination, 


and  grow  in  an  expansile  fashion. 

Contiguous  in  situ  carcinoma.  Con- 
tiguous in  situ  carcinoma  is  the  rule  in 
primary  tumors  while  metastatic  tumors  do 
not  show  this.  Exceptions  to  this  occur 
in  medullary  carcinoma  around  which 
in  situ  changes  are  not  expected. 

In  the  present  study  we  employed  criteria 
similar  to  that  of  Robbins  and  Berg  for  dis- 
tinguishing primary  from  metastatic  breast 
cancer.  In  addition,  a second  primary 
breast  cancer  was  assumed  to  exist  when 
the  first  and  second  cancers  disclosed  a 
wide  disparity  in  histologic  type,  such  as 
medullary  carcinoma  of  the  breast  versus 
infiltrating  duct  cell  carcinoma  of  the 
breast,  gelatinous  carcinoma,  papillary 
adenocarcinoma,  and  so  on.  When  the 
histologic  patterns  were  similar,  the  lesions 
were  considered  to  be  independent  pri- 
mary lesions  if  either  of  the  following 
criteria  were  present:  (a)  The  degree  of 

nuclear  differentiation  of  the  second  lesion 
was  distinctly  greater  than  the  first  lesion, 
or  (6)  The  second  lesion  arose  more  than 
five  years  after  the  first  lesion,  and  the 
patient  was  without  evidence  of  metastatic 
disease  at  the  time  of  detection  of  the 
second  lesion. 

In  all  instances  the  putative  second 
primary  cancer  was  examined  carefully  for 
foci  consistent  with  the  site  of  origin  of 
the  cancer,  such  as  lobular  carcinoma  in 
situ  and  intraductal  papilloma. 

Incidence  of  bilateral  breast  carcinoma 

It  is  well  known  that  malignant  tumors 
may  have  multicentric  origins  in  tissues 
such  as  the  skin,  oral  mucosa,  colon,  ovary, 
cartilage,  and  peripheral  nerve  sheaths. 
The  same  phenomenon  also  appears  in  the 
breast.  Thus  Cheatle8  in  his  original 
research  reported  on  the  occurrence  of 
multiple  foci  of  breast  cancer,  while  Qual- 
heim  and  Gall, 9 in  a study  of  whole  sections 
of  157  breasts  removed  for  cancer,  found 
multiple  foci  of  cancer  in  54  per  cent  of  the 
specimens.  They  concluded  that  there 
is  little  room  for  doubt  that  mammary 
cancer,  as  in  the  case  of  cancer  in  other 
areas,  constitutes  a whole  breast  disorder 
and  appears  as  a multicentric  process.  It 
is  not  surprising,  therefore,  that  breast 
cancer  should  occur  bilaterally,  since  the 
breasts  are  paired  organs  and  should  be 
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TABLE  I.  Simultaneous  bilateral  primary  breast 
cancer  incidence 


Author 

Per 

Cent 

Guiss10 

0.1 

Ruef  and  Ehlers11 

0.2 

Hartnett12 

0.3 

Moertel  and  Soule13 

0.3 

Robbins  and  Berg3 

0.3 

Leis14 

0.3 

Herrmann16 

0.4 

Farrow16 

0.4 

Haagensen17 

0.4 

Smithers  et  at. 18 

0.6 

Greenough19 

0.7 

Desaive20 

0.7 

Mustacchi,  Pandolfi,  and  Bucalossi21 

0.7 

Harrington22 

1.0 

Trushnikova23 

1.0 

Hubbard24 

1.09 

Carroll  and  Shields25 

1.4 

Lewis  and  Rienhoff 26 

1.5 

Berard  and  Ballivet27 

1.5 

Cliffton  and  Young28 

1.6 

Fitts  and  Patterson29 

1.8 

Kountz,  Bell,  and  Ahlquist30 

2.0 

considered  as  an  anatomic  system  rather 
than  as  separated  and  unrelated  organs. 
Each  breast  is  linked  to  the  other  by 
lymphatic  and  vascular  pathways,  and 
both  are  under  the  same  genetic  and  hor- 
monal influences. 

The  available  literature  indicates  that 
bilateral  breast  cancer  occurred  in  from 
1 per  cent  to  more  than  20  per  cent  of 
breast  cancer  patients.  Such  variations 
reflect  such  factors  as  duration  of  survival 
after  the  first  cancer,  rigidity  of  diagnostic 
criteria,  age  of  patients,  and  so  on.  It  is 
generally  agreed,  however,  that  simul- 
taneous bilateral  primary  breast  cancers 
are  uncommon.  As  indicated  in  Table  I, 
the  over-all  incidence  of  such  cases  is 
probably  less  than  1 per  cent  of  all  breast 
cancers.  On  the  other  hand,  the  develop- 
ment of  a second  primary  breast  cancer 
occurs  with  much  greater  frequency  (Ta- 
ble II). 

Kilgore  in  1921  32  estimated  that  7 to 
10  per  cent  of  women  who  have  a reasonable 
chance  of  surviving  the  first  cancer  would 
develop  a second  cancer  in  the  contralateral 
breast.  The  figures  in  his  pioneer  study  of 
bilateral  breast  cancer  are  still  valid  today. 
Pack38  reported  that  carcinoma  of  the 
contralateral  breast  developed  in  7.5  per 
cent  of  the  patients  in  several  series. 


TABLE  II.  Non-simultaneous  bilateral  primary 
breast  cancer  incidence 


Author 

Per 

Cent 

Guiss10 

1 .0 

Sartori31 

1.0 

Kilgore32 

1.1 

Herrmann15 

1.5 

Greenough19 

1.6 

Berard  and  Ballivet27 

1.6 

Moore,  Judd,  and  Moore33 

1.7 

Haagensen17 

1.9 

Mustacchi,  Pandolfi,  and  Bucalossi21 

2.2 

Smithers  et  at.18 

2.4 

Reese34 

3.0 

Farrow16 

3.2 

Carroll  and  Shields25 

3.3 

Lewis  and  Rienhoff26 

3.3 

Hartnett12 

3.4 

Desaive20 

3.6 

Moertel  and  Soule13 

3.7 

Treves  and  Holleb35 

4.2 

McWilliams36 

4.7 

Fitts  and  Patterson29 

5.7 

Robbins  and  Berg3 

6.5 

Leis52 

7.6 

Keyes,  Jordan,  and  Wyatt37 

12.0 

The  incidence  of  bilateral  breast  cancer 
was  estimated  at  8 to  10  per  cent  by 
Trevor39  and  at  7.5  to  10  per  cent  by 
McGill.40  Fitts  and  Patterson29  reported 
an  incidence  of  7.5  per  cent  and  Hubbard,24 
11.6  per  cent.  Robbins  and  Berg3  project 
their  present  rates  to  an  ultimate  of  8.3 
per  cent.  Ryan  et  a/.,41  reporting  on 
8,396  cases  of  breast  cancer,  found  that  a 
woman  with  this  disease  is  five  times  more 
likely  to  develop  cancer  in  the  opposite 
breast  than  is  a woman  without  the 
disease.  The  risk  of  developing  a cancer 
in  the  second  breast  has  been  reported  as 
being  five  times  greater  than  the  normal 
risk  of  initial  breast  cancer  in  the  general 
population  by  Robbins  and  Berg,3  four 
times  greater  by  Kilgore,42  six  times 
greater  by  Mustacchi,  Pandolfi,  and  Bu- 
calossi,21  and  seven  times  greater  by 
Hubbard.24 

Mersheimer,  Ringel,  and  Eisenberg43 
reported  on  a series  of  4,461  cases  of  multi- 
ple primary  cancers;  2,083  cases  were 
women,  and  of  these,  496  cases,  or  23.9 
per  cent  were  multiple  primary  breast 
cancers.  They  noted  that  if  a female 
with  breast  cancer  develops  a second 
primary  cancer,  it  will  be  in  the  contra- 
lateral breast  54  per  cent  of  the  time. 
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TABLE  III.  Age  and  interval  table  of  77  non- 
simultaneous  bilateral  breast  cancers 


Group 

First 

Breast 

Second 

Breast 

47  Non-simultaneous  primary* 

Median  age 

44 

51 

Youngest  patient 

25 

32 

Oldest  patient 

66 

73 

30  Non-simultaneous  meta- 
static f 

Median  age 

46 

48 

Youngest  patient 

28 

28 

Oldest  patient 

76 

76 

* Median  interval  between  first  and  second  breast  cancers 
seven  years. 

t Median  interval  between  first  and  second  breast  cancers 
two  years. 


In  a consecutive  series  of  330  patients 
with  multiple  primary  cancers  from  the 
tumor  registry  of  the  New  York  Medical 
College,  there  were  224  women.  Fifty- 
two,  or  23.2  per  cent  of  them  had  bilateral 
primary  breast  cancers. 

Torok  and  Wittleschofer44  in  an  autopsy 
series  noted  cancer  in  the  second  breast  in 
9 per  cent  of  the  cases,  and  Gross45  found 
it  in  12.5  per  cent.  Lawson,46  reporting 
on  100  consecutive  autopsy  records  of 
women  with  breast  cancer,  noted  an  in- 
cidence of  cancer  in  the  second  breast  of 
more  than  21  per  cent. 

During  the  ten-year  period  from  1951  to 
1960,  611  patients  were  operated  on  for 
breast  cancer  at  the  Flower  and  Fifth 
Avenue  Hospitals.  Seventy-nine  of  these 
patients,  or  12.9  per  cent,  had  bilateral 
cancer.  Of  the  79  patients  with  bilateral 
breast  cancer,  49,  or  8 per  cent,  had  pri- 
mary bilateral  cancers  of  which  2,  or 
0.3  per  cent,  were  simultaneous  primary 
cancers  and  47,  or  7.7  per  cent  were  non- 
simultaneous  primary  cancers.  In  the 
remaining  30  patients,  or  4.9  per  cent,  the 
cancer  of  the  second  breast  was  considered 
to  be  metastatic  according  to  the  criteria 
cited.  It  is  particularly  pertinent  that 
bilateral  primary  breast  cancers  are  seen 
with  greatest  frequency  among  patients 
having  more  prolonged  survivals.  The  cu- 
mulative incidence  of  bilaterality  in  breast 
cancer  increases  at  the  rate  of  approxi- 
mately 1 per  cent  per  year.  As  indicated 
in  Table  III  the  median  interval  between 
the  first  and  second  breast  cancer  for 
patients  in  the  present  study  was  seven 
years. 


TABLE  IV.  Symptoms  and  history  of  158  breast 
cancers  in  79  patients 


Symptoms  and  History 

Number 

Per 

Cent 

Lump  in  breast 

146 

92.4 

Nipple  discharge 

5 

3.1 

Other  (nipple  retraction, 
skin  dimpling,  pain, 

axillary  masses) 

7 

4.5 

Pain  associated  with  lump 

28 

18.8 

Trauma 

3 

1.9 

Lump  found  by  patient 

First  breast 

74 

93.6 

Second  breast 

65 

82.3 

Lump  found  by  doctor 

First  breast 

5 

6.4 

Second  breast 

14 

17.7 

TABLE  V.  Patients  (79  white  females)  with  bilateral 
breast  cancer 


History 

Num- 

ber 

Per 

Cent 

Premenopausal  status 

First  breast 

45 

56.9 

Second  breast 

.23 

29.1 

Parity 

53 

67.0 

Nursing 

8 

10.0 

Previous  excision  of  benign 

tumors 

7 

8.8 

Familial  history  of  breast 

cancer 

22 

27.8 

Previous  estrogen  therapy 

6 

7.6 

Previous  bilateral  ovariec- 

tomy 

5 

6.3 

Sidedness  (77  non-simul- 
taneous) 

Left 

30 

38.9 

Right 

47 

61.1 

Such  a distribution  of  incidence  might 
cause  significant  limitation  of  the  survival  of 
breast  cancer  for  patients  who  would  other- 
wise have  a favorable  outlook.  For  this 
reason  it  is  important  to  determine  whether 
the  second  cancers  are  currently  being  de- 
tected at  a stage  wherein  treatment  might 
eliminate  their  threat,  or  whether  they  in 
fact  impose  an  additional  risk  of  survival. 

The  second  cancer 

Clinicopathologic  features.  As  evi- 
denced by  the  data  in  Tables  IV,  V,  and 
VI,  the  initial  signs  and  symptoms  of  a 
second  primary  breast  cancer  are  similar 
to  those  of  breast  cancer  in  general.  In 
both  instances,  the  most  frequent  chief 
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TABLE  VI.  Pregnancy  and  breast  cancer 


Type 

Number 

of 

Patients 

Number 
of  Preg- 
nancies 

Per 

Cent 

Cancer  in  one 
breast 

611 

17 

2.7 

Bilateral  breast 
cancer  (158) 

79 

5 

3.1 

complaint  is  a painless  lump  in  the  breast. 
However,  the  findings  do  suggest  that 
second  breast  cancers  develop  more  fre- 
quently in  breast  cancer  patients  who  are 
less  than  fifty  years  of  age  at  the  time  of  the 
initial  cancer  and  perhaps  in  those  breast 
cancer  patients  with  a high  family  in- 
cidence of  cancer.  Our  patients  with  bi- 
lateral breast  cancer  had  a 28  per  cent 
incidence  of  breast  cancer  in  the  family. 
In  Robbins  and  Berg’s3  series,  age  also 
seemed  to  be  an  important  factor.  Women 
who  were  less  than  fifty  years  of  age  at  the 
time  of  the  first  breast  cancer  had  twice  the 
yearly  risk  of  developing  cancer  in  the 
second  breast  as  those  who  were  more 
than  sixty  years  old. 

Of  particular  interest  was  the  finding 
that  the  risk  of  developing  a second  primary 
breast  cancer  was  greatest  in  those  patients 
whose  initial  lesions  were  of  the  type  as- 
sociated with  a better-than-average  progno- 
sis, for  example,  lobular  in  situ,  comedo, 
colloid  and  medullary  with  lymphoid  in- 
filtrate cancers,  and  Stage  I cases  in 
general.  Newman47  described  bilateral 
breast  cancer  in  23  per  cent  of  26  patients 
with  lobular  carcinoma  in  situ,  and  Rob- 
bins and  Berg3  also  noted  a high  incidence 
of  cancer  in  the  second  breast  in  patients 
having  certain  histologic  types  of  cancer 
that  have  good  survivorship,  such  as 


comedo,  colloid,  and  medullary  cancers. 
They  also  found  that  patients  with  multiple 
cancers  in  the  first  breast  have  a high 
incidence  of  developing  cancer  in  the  second 
breast.  There  seems,  therefore,  to  be  a 
group  of  patients  who  have  a high  risk 
of  developing  cancer  in  the  remaining 
breast.  Table  VII  lists  the  histopathologic 
classification  of  the  first  and  second  cancers 
in  our  series. 

Stage  of  diagnosis  in  second  breast. 
Women  who  have  had  one  breast  removed 
for  cancer  supposedly  have  the  other 
breast  checked  frequently  by  the  physi- 
cian. Nevertheless,  the  diagnosis  of  can- 
cer in  the  second  breast  is  not  usually 
made  at  an  early  stage.  Robbins  and 
Berg3  reported  that  despite  all  the  follow-up 
efforts  in  their  series  of  94  bilateral  breast 
cancer  patients,  66  per  cent  of  the  second 
cancers  were  not  early  when  removed. 
Mersheimer,  Ringel,  and  Eisenberg43  in  a 
report  on  the  study  of  4,461  cases  of  multi- 
ple primary  cancers,  496  of  which  were 
multiple  primary  breast  cancers,  noted 
that  the  percentage  for  the  second  primary 
sites  diagnosed  as  localized  were  less  than 
those  of  the  first  primary  sites.  In  our 
series  the  diagnosis  of  cancer  was  not  made 
at  an  earlier  stage  in  the  remaining  breast 
but  at  best  was  equivalent  to  that  in  the 
first  breast  (Table  VIII). 

In  an  attempt  to  diagnose  cancer  in  the 
second  breast  at  an  early  stage,  physical 
examination  is  far  from  the  complete 
answer.  Dramatic  failures  have  been  cited 
by  Dobson48  and  others  in  ordinary 
follow-up.  Blind  diagnostic  biopsy  of  the 
second  breast  in  the  upper,  outer  quadrant 
has  been  suggested  and  of  course  the  biopsy 
of  any  suspicious  area.47  Since  only  about 
2.5  per  cent  of  patients  with  breast  cancer 


TABLE  VII.  Histologic  types  of  cancer 


Type  and  Site 

Scir- 

rhous 

Comedo 

Papil- 

lary 

Medul- 

lary 

Colloid 

Inflam- 

matory 

Lobu- 
lar In 
Situ 

47  Non-simultaneous  primary 
First  breast 

38 

1 

1 

3 

2 

0 

2 

Second  breast 

36 

4 

0 

4 

0 

1 

2 

2 Simultaneous  primary 

One  breast 

2 

0 

0 

0 

0 

0 

0 

Other  breast 

0 

1 

1 

0 

0 

0 

0 

30  Metastatic 

First  breast 

27 

1 

0 

1 

0 

1 

0 
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TABLE  VIII.  Clinical  stage  of  79  bilateral  breast  cancers  at  diagnosis 


Type 

Stage  1 

Stage  2 

Stage  3 

Stage  4 

47  Non-simultaneous  primary 

First  breast 

27 

17 

3 

0 

Second  breast 

24 

13 

7 

3 

30  Non-simultaneous  metastatic 

First  breast 

2 Simultaneous  primary 

3 

1 (bilateral) 

13 

1 (bilateral) 

12 

2 

TABLE  IX. 

Survival  time  from  first  breast  cancer 

Type  of  Cancer 

_ W1 1 TTA 

Years 

Per  Cent 

Average 
Years 
to  date 

' x1  ive 

Number 

Number 

Per  Cent 

47  Non-simultaneous  primary 

46 

97.8 

23 

48.9 

10.4 

2 Simultaneous  primary 

1 

50 

0 

0 

4.25 

30  Non-simultaneous  metastatic 

2 

6.6 

0 

0 

2.62 

have  nipple  discharge,  cytology  has  little 
to  offer.49  Soft  tissue  mammography  as 
described  by  Zuckerman50  may  be  a most 
valuable  aid  in  detecting  cancer  early  in  the 
remaining  breast.  However,  even  if  mam- 
mography or  other  diagnostic  aids  reduce 
the  number  of  late  second  breast  cancers, 
an  extensive  operative  procedure  rather 
than  a simple  one  would  be  indicated,  and 
risk  to  survival  of  the  patient  might  be 
reduced  but  certainly  would  not  be  elimi- 
nated. Mammography,  with  the  requisite 
level  of  skill  required,  is  not  available  to 
many  women  now  and  will  not  be  in  the 
near  future.  Its  use  for  study  of  the  second 
breast  should  provide  a good  concentrated 
test  of  its  efficacy. 

Treatment.  In  general,  those  patients 
in  our  series  of  79  with  bilateral  breast 
cancer  who  had  operable  breast  cancer 
were  treated  by  radical  mastectomy  with- 
out pre-  or  postoperative  radiation  therapy. 
The  majority  of  patients  with  locally 
advanced  cancer  were  treated  by  simple 
mastectomy  and  postoperative  x-ray  ther- 
apy. Those  with  distant  metastases  were 
treated  by  x-ray  therapy  and  hormone 
manipulation  procedures,  either  additive 
or  ablative.  Adjunct  chemotherapy  was 
not  used,  and  chemotherapy  was  used 
only  as  a last  resort  when  all  other  modali- 
ties of  therapy  had  been  used.  When 
hormone  therapy  was  indicated,  it  was 
used  on  a therapeutic  rather  than  a pro- 
phylactic basis. 

Prognosis  in  bilateral  breast 
cancer.  There  seems  to  be  general  agree- 


ment that  the  survival  rate  after  a second 
breast  cancer  is  no  lower  than  after  the 
first  cancer.  Moertel  and  Soule13  reported 
a 56  per  cent  five-year  survival  rate  after 
the  second  cancer  as  compared  to  60  per 
cent  after  the  first.  Robbins  and  Berg3 
had  a five-year  survival  rate  of  54  per  cent 
after  the  second  and  62  per  cent  after  the 
first  breast  cancer.  Figures  of  a 70  per  cent 
five-year  survival  rate  after  the  second 
cancer  as  compared  to  54.9  per  cent  after 
the  first  were  reported  by  Cliffton  and 
Young.28  Harrington22  reported  an  over- 
all fifteen-year  survival  rate  of  25  per  cent 
as  compared  to  19  per  cent  for  patients 
with  second  breast  cancers. 

In  our  47  patients  with  non-simultaneous 
primary  bilateral  breast  cancer,  46,  or 
97.8  per  cent  survived  five  years  and  23, 
or  48.9  per  cent,  survived  ten  years  from 
the  first  breast  cancer.  One  of  the  2 
patients  with  bilateral  simultaneous  pri- 
mary tumors  survived  five  years.  Only 
2 of  the  30  patients  with  metastatic  bi- 
lateral breast  cancer  survived  five  years, 
and  none  survived  ten  years  (Table  IX). 

Twenty-five,  or  53.2  per  cent,  of  our 
47  patients  who  were  operated  on  three  or 
more  years  ago  have  survived  for  three  or 
more  years  from  the  second  breast  cancer. 
Of  the  remaining  22  patients  who  have  not 
been  followed  for  more  than  a three-year 
period,  13  are  alive  without  cancer,  1 is 
alive  with  cancer,  6 are  dead  from  cancer, 
and  2 are  dead  from  other  causes. 

The  second  breast  cancer  is  a substantial 
additional  risk  to  the  patient  since  only 
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about  50  per  cent  of  patients  survive  five 
years  after  it  as  they  do  after  the  first 
breast  cancer.  It  appears  that  the  second 
breast  cancer  acts  as  an  independent,  com- 
peting cause  of  death  with  the  first  cancer. 
Robbins  and  Berg3  noted  that,  acting  in 
conjunction  with  the  first  cancer,  it  almost 
halved  the  survival  expected  in  the  group 
after  the  time  of  its  appearance.  There 
can  be  no  doubt  that  the  development  of 
cancer  in  the  second  breast  deleteriously 
influences  the  survival  of  the  patient. 

Prophylactic  mastectomy 

The  preceding  data  have  clearly  demon- 
strated three  salient  points  which  are 
germane  to  the  problem  of  the  second 
breast: 

1.  Breast  cancer  patients  with  a better- 
than-average  prognosis  on  the  basis  of 
histopathologic  findings  have  a greater- 
than-average  risk  of  developing  a cancer  in 
the  opposite  breast. 

2.  With  currently  available  methods, 
the  second  cancers  are  not  being  diagnosed 
at  a more  favorable  stage  than  breast 
cancer  in  general. 

3.  The  second  cancer  imposes  an  in- 
trinsic limitation  on  subsequent  survival 
over  and  above  that  of  the  first  cancer. 

The  findings  leave  no  doubt  that  the  phy- 
sician has  a responsibility  to  be  cognizant 
of  the  problem  of  the  second  primary 
cancer  in  his  management  of  breast  cancer 
patients. 

Barring  the  development  of  truly  cura- 
tive nonsurgical  procedures,  the  problem 
of  the  second  breast  revolves  around  the 
question  of  when  to  treat  rather  than  how 
to  treat.  That  is,  should  one  await  the 
development  of  a second  cancer  or  perform 
an  elective  prophylactic  mastectomy  simul- 
taneously with,  or  shortly  after,  the  pri- 
mary resection.  The  former  alternative 
presupposes  the  ability  to  diagnose  breast 
cancer  at  a stage  where  cure  would  be  the 
rule  rather  than  the  exception.  As  indi- 
cated, our  current  experience  falls  below 
such  a goal.  One  is,  therefore,  forced  to 
consider  the  pros  and  cons  of  prophylactic 
mastectomy. 

It  should  be  mentioned  at  the  outset 
that  the  prophylactic  removal  of  an  un- 
involved member  of  paired  organs  which 
are  not  necessary  for  life  has  ample  prece- 


dence in  ovarian  carcinoma.  In  the  latter 
instance,  bilateral  resection  is  routine  and 
justified  by  the  lack  of  additional  mortality 
or  morbidity  and  the  removal  of  an  “at 
risk’’  organ.  We  submit  that  an  analogous 
situation  exists  in  regard  to  breast  cancer. 

Prophylactic  mastectomy,  if  done  con- 
currently with  the  radical  mastectomy,  as 
advocated  by  Pack,38  adds  practically 
nothing  to  the  postoperative  mortality  and 
morbidity  rate.  If  it  is  done  at  a later 
date,  it  is  a relatively  minor  procedure 
with  practically  a zero  mortality  rate. 
Even  those  physicians  who  state  that  the 
incidence  rate  of  cancer  developing  in  the 
remaining  breast  is  not  high  enough  to 
justify  its  routine  removal  admit  that  it 
must  be  followed  very  carefully  especially 
in  patients  with  a familial  history  of  breast 
cancer  or  in  young  women  who  are  apt  to 
become  pregnant.  They  apparently  feel 
that  the  second  breast  is  so  important  that 
they  are  willing  to  take  the  chance  of  cancer 
developing  in  it  and  then  perform  another 
radical  mastectomy  with  at  best  a very 
questionable  cure  rate. 

Bloodgood  in  1921 51  and  Pack  in  1951 38 
advocated  the  performance  of  a simple 
mastectomy  of  the  uninvolved  breast 
simultaneously  with  the  radical  mastec- 
tomy of  the  involved  breast.  Leis52  has 
been  advising  a delayed  simple  mastec- 
tomy, using  a transverse  incision,  after 
the  radical  operation  and  has  found  that 
this  is  acceptable  to  many  patients.  It  is 
only  advised  in  the  high-risk  group  of  pa- 
tients who  have  a good  prognosis  for  cure 
and  an  expected  increased  incidence  rate 
of  developing  cancer  in  the  second  breast 
as  previously  discussed. 

It  has  been  our  experience  that  many 
women,  about  three  to  six  months  after 
the  radical  procedure,  will  spontaneously 
express  concern  about  the  remaining  breast, 
either  from  the  standpoint  of  the  pos- 
sibility of  developing  cancer  or  regarding 
the  lack  of  symmetry  and  difficulties  in 
matching  the  remaining  breast  with  a 
prosthetic  device.  The  increased  incidence 
of  cancer  developing  in  the  remaining 
breast  and  the  advantages  of  its  removal  by 
simple  mastectomy  are  than  frankly  dis- 
cussed with  the  patient.  Many  women 
will  accept  the  procedure  at  this  time  al- 
though others  defer  it  for  several  years.  In 
a previous  article,  a report  was  made  of  15 
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cases  of  prophylactic  contralateral  simple 
mastectomies.14  There  are  now  66  pa- 
tients in  this  latter  series.  The  five-year 
survival  rate  in  35  of  these  patients  who 
have  been  followed  for  more  than  five 
years  is  97.2  per  cent. 

Pack53  has  pointed  out  that  unsuspected 
foci  of  premalignant  changes  or  early 
carcinomas  are  not  infrequent  in  the 
prophylactically  removed  second  breast. 
Hubbard24  reported  2 unsuspected  cancers 
in  16  prophylactic  removals  of  the  opposite 
asymptomatic  breast,  while  we  found  7 
unsuspected  cancers  in  our  66  cases  of 
prophylactic  contralateral  simple  mastec- 
tomies. 

In  these  66  patients  who  have  undergone 
prophylactic  contralateral  simple  mastec- 
tomy after  the  first  breast  has  been  re- 
moved for  cancer,  there  has  been  an  increase 
rather  than  a decrease  in  mental  and  physi- 
cal comfort.  Fear  that  carcinoma  will 
develop  in  the  remaining  breast  is  removed. 
Symmetry  is  established,  and  with  this  the 
patient  no  longer  feels  unbalanced  and  has 
much  greater  ease  in  her  dressing  and 
movements. 

Summary 

A retrospective  study  of  79  cases  of  bi- 
lateral breast  cancer  is  presented  and 
evaluated  alongside  other  reports  in  an 
attempt  to  clarify  some  of  the  questions 
regarding  the  importance  of  the  remaining 
breast  after  the  first  has  been  removed 
for  cancer. 

The  over-all  incidence  of  primary  cancer 
in  the  second  breast  is  of  considerable 
magnitude,  being  in  the  range  of  7.5  to 
10  per  cent.  The  risk  of  a patient  de- 
veloping primary  cancer  in  the  remaining 
breast  is  about  five  times  the  risk  of  a first 
primary  cancer  for  the  general  female 
population. 

There  is  a group  of  patients  who  have  a 
high  risk  of  developing  cancer  in  the  re- 
maining breast.  This  group  includes  pa- 
tients with  a good  prognosis  for  long-term 
survival  after  the  first  breast  cancer,  based 
on  the  cancer  being  in  an  early  stage  or  of 
the  histologic  type  that  offers  a good 
prognosis,  for  example,  lobular  in  situ, 
comedo,  colloid,  and  medullary  carcinomas. 
Also  included  in  the  high-risk  group  are 
patients  with  a familial  history  of  breast 


cancer,  those  with  multiple  cancers  in  the 
first  breast,  and  patients  who  are  under 
fifty  years  of  age  at  the  time  of  their  first 
cancer. 

Despite  the  supposedly  careful  follow-up 
of  the  second  breast,  the  diagnosis  of  cancer 
in  it  is  often  not  made  at  an  early  stage. 
At  diagnosis,  the  stage  of  cancer  in  the 
second  breast  was  at  best  equivalent  to 
that  in  the  first  breast  in  our  series,  and 
Robbins  and  Berg3  found  that  66  per  cent 
of  the  second  cancers  in  their  group  were 
not  diagnosed  early.  The  use  of  mam- 
mography in  the  study  of  the  other  breast 
should  provide  a good  test  for  its  efficacy. 
Unfortunately,  mammography  with  the 
requisite  level  of  skill  required  is  not  avail- 
able to  many  women  yet. 

The  development  of  cancer  in  the  second 
breast  deleteriously  influences  the  survival 
of  the  patient.  It  acts  as  an  independent, 
competing  cause  of  death  with  the  first 
cancer.  Only  about  50  per  cent  of  patients 
survive  five  years  after  it  as  they  do  after 
the  first  breast  cancer.  Acting  in  con- 
junction with  the  first  cancer,  it  almost 
halves  the  expected  survival  rate  after 
the  time  of  its  appearance. 

The  only  certain  method  of  avoiding  the 
development  of  cancer  in  the  second  breast 
is  by  its  prophylactic  removal.  Prophylac- 
tic contralateral  simple  mastectomy  has  a 
negligible  mortality  and  morbidity  rate, 
and  if  done  as  a delayed  procedure,  it  is 
physically  and  psychologically  acceptable 
to  the  patient.  In  our  66  patients  who 
have  undergone  this  procedure,  there  has 
been  an  increase  rather  than  a decrease 
in  mental  and  physical  comfort. 

Not  enough  prophylactic  simple  mastec- 
tomies of  the  other  breast  have  been  done, 
and  our  group  has  not  been  followed  long 
enough  to  make  any  statistically  reliable 
statements  regarding  its  value  in  increasing 
the  cure  and/or  survival  rate  in  breast 
cancer.  However,  in  view  of  the  over-all 
incidence  of  cancer  developing  in  the  second 
breast,  the  establishment  of  a group  of 
patients  with  a high  risk  of  second  cancers, 
the  present  lack  of  early  diagnosis  of  cancer 
in  the  remaining  breast,  the  deleterious 
influence  cancer  in  the  other  breast  makes 
on  survival,  and  the  negligible  mortality 
and  morbidity  of  prophylactic  contralateral 
simple  mastectomy  and  its  physical  and 
psychological  acceptance  by  many  pa- 
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tients,  it  is  a procedure  that  should  be  done  cure  and/or  survival  rates  in  breast  cancer 

more  often  in  properly  selected  patients.  as  well  as  increasing  the  patient’s  physical 

It  may  well  afford  a method  of  increasing  and  mental  comfort. 

Editor’s  Note.  It  should  be  noted  that  only  some  7 per  cent  of  patients  develop 
cancer  in  the  remaining  breast  and  that  consideration  of  this  subject  is  still  in  the  ex- 
perimental clinical  stage. 
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Signs  of  Meningeal  Irritation, 
Leukemoid  Reaction,  and 
Abnormal  Chest  X-ray 


Case  history 

James  Robinson,  M.D.:  A forty-three- 

year-old  Negro  male  was  admitted  to  the 
hospital  because  of  fever,  chills,  nausea, 
vomiting,  and  severe  headache  of  four  days 
duration.  The  headache  was  throbbing  in 
character  and  started  in  the  occipital  area, 
later  becoming  generalized.  The  severity 
of  the  headache  was  increased  with  strain- 
ing, coughing,  or  undertaking  any  type  of 
activity;  however,  some  relief  was  ob- 
tained with  buffered  aspirin  (Bufferin). 
Several  weeks  prior  to  admission  the  pa- 
tient had  gone  to  his  personal  physician 
because  of  pain  in  the  area  of  his  right 
scapula,  during  which  time  he  occasionally 
had  blood-streaked  sputum;  night  sweats 
were  denied. 

The  family  history  revealed  that  the 
patient’s  wife  had  been  treated  for  pul- 
monary tuberculosis;  however,  he  had 
been  divorced  from  his  wife  for  four  years. 
The  social  history  revealed  that  he  was  a 
moderate  drinker  and  smoked  one  to  two 
packages  of  cigarets  per  day. 

On  admission,  the  patient  appeared  toxic 
and  had  photophobia.  There  was  no  evi- 
dence of  head  trauma  or  drug  addiction. 
The  sensorium  was  slightly  disturbed. 
The  blood  pressure  was  130/80,  tempera- 
ture 98.6  F.,  respiration  16,  and  pulse  80. 
There  was  moderate  nuchal  rigidity.  The 
conjunctivas  were  pale,  and  he  had  pin- 
point pupils  which  did  not  react  to  light. 


The  lungs  were  clear.  There  were  no 
palpable  nodes.  The  heart  and  abdomen 
were  unremarkable.  There  was  no  edema 
or  clubbing.  The  neurologic  examination 
disclosed  muscular  weakness  of  the  left 
limbs  with  a questionable  left  Babinski 
reflex;  the  deep  tendon  reflexes  were  de- 
pressed in  both  legs.  The  hemoglobin  was 
8.7  Gm.  per  100  ml.,  hematocrit  was  32, 
and  the  white  blood  cell  count  was  52,600 
with  97  per  cent  polymorphonuclear  leuko- 
cytes and  3 per  cent  lymphocytes.  The 
sedimentation  rate  was  96  mm.  per  hour, 
and  the  reticulocyte  count  was  1.7  per  cent. 
A sickle  cell  preparation  was  negative. 
The  urinalysis  was  unremarkable.  A serol- 
ogy was  positive  1 : 2.  The  spinal  tap  dis- 
closed a grossly  bloody  fluid  with  3 plus 
xanthochromia  in  the  supernatant,  2,500 
white  blood  cells,  204  mg.  per  100  ml.  of 
proteins  with  normal  glucose  and  chloride 
values.  No  organisms  were  seen.  The 
opening  pressure  was  360  mm.  of  water, 
and  the  closing  pressure  was  220  mm.  of 
water.  A skull  x-ray  was  normal.  There 
was  a large  density  with  a suggestion  of 
atelectasis  located  in  the  area  of  the  right 
upper  lobe  on  the  chest  x-ray  film  (Fig.  1). 
The  cardiogram  disclosed  a sinus  brady- 
cardia at  the  rate  of  55  per  minute.  Bron- 
choscopy was  unremarkable  and  washings 
revealed  grade  III  atypical  cells.  The 
bone  marrow  showed  moderate  hyperplasia. 
The  hospital  course  was  marked  by  a fever 
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around  101  F.  and  persistence  of  the  severe 
headaches  and  photophobia.  A purified 
protein  derivative  test  number  1 showed 
positive  results,  and  the  patient  was  started 
on  antituberculous  therapy.  Additional 
white  cell  counts  were  done,  all  of  which 
showed  an  increased  number  of  white  cells: 
one  count  was  82,000  with  92  per  cent  poly- 
morphonuclear leukocytes,  5 lymphocytes, 
and  3 eosinophilic  leukocytes.  A repeat 
spinal  tap  showed  an  opening  pressure  of 
400  mm.  of  water  with  a closing  pressure  of 
170  mm.  of  water.  The  fluid  was  reported 
as  being  markedly  xanthochromic  with  74 
mg.  per  100  ml.  of  protein,  64  white  blood 
cells,  and  10,000  red  blood  cells  of  which 
85  per  cent  were  crenated;  glucose  was 
present.  No  bacteria  were  seen.  The  pa- 
tient became  more  lethargic  and  anorectic 
and  expired  suddenly  on  the  twelfth  hos- 
pital day. 

Discussion 

Benjamin  E.  Krentz,  M.D.*:  It  takes 

but  a glance  at  the  x-ray  films  of  the  chest 
to  convince  one  of  the  necessity  of  sharing 
interest  in  the  subarachnoid  bleeding 
equally  with  the  lung  condition.  I suggest 
at  the  outset  a review  of  the  x-ray  films 
because,  according  to  the  protocol,  symp- 
toms referable  to  the  chest  preceded  those 
of  the  central  nervous  system. 

Joseph  M.  Moynahan,  M.D.:  In  the 

posteroanterior  projection,  the  chest  x-ray 
film  shows  consolidation  of  the  right  upper 
lobe  and  elevation  of  the  minor  fissure,  in- 
dicating partial  atelectasis  (Fig.  1).  There 
is  evidence  of  the  so-called  “S-curve”  of 
Golden  suggesting  the  possibility  of  a mass 
at  the  hilum  of  the  lungs.  Usually  in 
atelectasis  the  curve  of  the  elevated  minor 
fissure  is  convex  superiorly;  when  atelec- 
tasis is  the  result  of  a mass  obstructing  the 
bronchus,  the  mass  at  the  hilum  of  the  lungs 
depresses  the  medial  aspect  of  this  curve 
producing  an  S-shaped  line.  In  this  film 
the  trachea  is  not  displaced,  and  so  far  as  one 
can  outline  it,  the  mediastinum  is  not 
widened. 

Dr.  Krentz:  I take  it  then  that  there 

is  no  x-ray  evidence  of  mediastinal,  para- 
tracheal,  or  pleural  spread  of  a neoplasm. 

Dr.  Moynahan:  None. 

* Attending  Physician,  Knickerbocker  Hospital;  Assistant 
Professor  of  Clinical  Medicine,  New  York  Medical  College. 


FIGURE  1.  Chest  roentgenogram  showing  atelec- 
tasis of  right  upper  lobe  with  suggestion  of  mass  at 
right  hilum. 


Dr.  Krentz:  Were  any  tomograms 

taken  to  outline  a solid  mass? 

Dr.  Moynahan:  No. 

Dr.  Krentz:  You  would  not  say  that 

this  picture  suggests  tuberculosis. 

Dr.  Moynahan:  I have  never  seen  this 

sort  of  film  in  a case  of  tuberculosis.  The 
left  apex  is  clear,  and,  of  course,  one  cannot 
make  out  fine  detail  in  the  consolidated 
right  apex.  But  there  are  no  evident 
cavities  and  no  calcification. 

Dr.  Krentz:  Among  the  causes  of 

complete  atelectasis  of  an  upper  lobe  in  an 
ambulatory  patient,  neoplasm  probably 
ranks  the  highest.  Less-frequent  causes 
such  as  enlarged  peribronchial  lymph  nodes, 
broncholiths,  and  pneumonitis  appear  too 
remote  for  consideration  in  this  case. 

Benign  tumors  of  the  lung  include  lipoma, 
neurofibroma,  leiomyoma,  sclerosing  he- 
mangioma, xanthoma,  and  hamartoma. 
But  these  are  far  rarer  than  such  malignant 
tumors  as  bronchogenic  carcinoma  or  bron- 
chial adenoma. 

Bronchogenic  carcinoma,  as  we  all  know, 
is  eight  times  more  frequent  in  men  than  in 
women.  Twenty-four  per  cent  of  all  such 
cases  occur  in  the  fifth  decade,  between  the 
ages  of  forty  and  forty-nine.  A man  who 
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smokes  40  cigarets  a day  has  1 chance  in 
20  of  developing  this  tumor.  Sixty  per 
cent  of  all  bronchial  carcinomas  are  on  the 
right  side  and  75  per  cent  originate  in  a 
major  bronchus.  To  these  background 
factors  add  the  discovery  of  atypical  cells 
in  the  bronchial  washings,  and  one  has  a case 
for  an  epidermoid  carcinoma  of  the  right 
main  or  upper  lobe  division  of  the  right 
main  stem  bronchus,  growing  intralumi- 
nally  and  finally  obstructing  the  bronchus 
completely  with  resultant  atelectasis. 

In  addition,  the  case  can  be  tied  together 
glibly  by  remembering  that  the  profuse 
lymphatic  network,  the  rich  vascular  bed, 
and  the  constant  respiratory  motion  of  the 
lungs  and  bronchi  aid  and  abet  the  early 
dissemination  of  lung  cancer.  Tumor  cells 
may  reach  the  brain  by  way  of  the  posterior 
bronchial  veins  and  the  vertebral  plexus  or 
by  the  pulmonary  veins,  heart,  and  carotid 
arteries.  Metastases  to  the  brain  are  found 
in  30  per  cent  of  cases  of  lung  cancer;  the 
most  common  secondary  tumor  of  the  brain 
is  from  the  lung.  The  subarachnoid  bleed- 
ing which  brought  the  man  into  the  hospital 
may  be  explained  by  infarction  of  a vessel 
with  tumor  cells  and  consequent  softening 
and  rupture  either  into  the  ventricles  or 
subarachnoid  space,  by  expansile  growth 
of  a nodule  with  erosion  of  a major  vessel, 
or  even  by  cystic  degeneration  of  the 
secondary  deposit  with  hemorrhage  into  it 
and  rupture. 

This  line  of  reasoning  accounts  for  the 
dominant  features  of  the  case:  subarach- 
noid hemorrhage  and  atelectasis  of  the 
upper  lobe  of  the  right  lung.  Can  it  ex- 
plain the  fever,  anemia,  elevated  sedimen- 
tation rate,  and  extreme  leukocytosis? 
With  atelectasis  there  is  entrapment  of 
bronchial  secretions  and  superimposed  in- 
fection, which  together  with  degeneration 
of  the  tumor  itself  will  easily  explain  these 
signs.  Henkin1  reviewed  36  autopsied 
cases  of  bronchogenic  carcinoma  and 
stressed  the  importance  of  the  triad  of  fever, 
leukocytosis,  and  anemia  as  prominent 
diagnostic  features. 

As  for  the  marked  leukocyte  response, 
known  as  a leukemoid  reaction,  Fahey2 
found  3 instances  of  leukemoid  reaction  in 
160  autopsied  cases  of  primary  carcinoma 
of  the  lung;  one  of  these  patients  had  ex- 
tensive bone  metastases.  Ochsner,3  re- 
viewing over  3,000  cases  from  the  litera- 


ture, found  21  per  cent  with  bone  metastases. 
Especially  high  leukemoid  responses  were 
found  in  instances  where  atelectasis  and 
suppuration  were  present. 

Fahey  concluded  that  carcinoma  of  the 
lung  may  elicit  leukemoid  responses  in  three 
ways:  (1)  metastasis  to  bone  and  bone 

marrow,  irritating  the  marrow  into  hyper- 
plasia or  replacing  it  and  thus  causing  ane- 
mia and  myeloid  metaplasia;  (2)  myelo- 
proliferative stimulation  by  products  of  in- 
fection around  and  necrosis  within  the 
tumor;  and  (3)  elaboration  of  a myelo- 
proliferative substance  by  the  tumor  cells 
themselves.  This  last  possibility,  a humoral 
mechanism,  is  of  some  interest,  because 
since  1951  we  have  known  that  bronchial 
tumors  may  produce  serotonin,  cause  hyper- 
calcemia, and  create  a state  of  hyperadreno- 
corticism  simulating  Cushing’s  syndrome. 

The  term  “leukemoid”  was  developed  by 
Krumbhaar  in  1926,  although  the  phenom- 
enon was  probably  known  since  Virchow’s 
time.  It  is  usually  taken  to  mean  elevation 
of  the  leukocyte  count  to  over  50,000  per 
cubic  millimeter  with  immature  or  atypical 
cell  forms  not  over  10  per  cent.  The  pre- 
dominant cell  may  be  myelocytic,  lympho- 
cytic, or  monocytic.  Generally,  differenti- 
ation from  leukemia  is  not  too  difficult, 
because  the  absence  of  lymphadenopathy 
and  hepatosplenomegaly,  in  addition  to  the 
clinical  context,  point  in  a different  direc- 
tion. However,  instances  of  Hodgkin’s 
disease,  multiple  myeloma,  or  tuberculous 
involvement  of  the  lymph  nodes  and  spleen 
may  becloud  the  issue  considerably. 

The  bone  marrow  in  leukemoid  reactions 
is  usually  hyperplastic.  Because  we  are 
becoming  more  sensitive  to  the  detection  of 
myeloproliferative  disorders,  such  tests  as 
those  for  leukocyte  alkaline  phosphatase 
activity  or  chromosome  analysis  for  the 
Philadelphia  chromosome  may  help  to  dis- 
tinguish leukemia  from  leukemoid. 

Leukemoid  blood  pictures  may  be  seen 
in  four  different  situations:  (1)  infections 

such  as  pneumonia,  infectious  mononu- 
cleosis, pertussis,  and  especially  tubercu- 
losis, usually  the  miliary  form  and,  more 
particularly,  when  the  lymph  nodes  and 
spleen  are  involved;  (2)  intoxications;  (3) 
a variety  of  neoplastic  processes;  and  (4) 
severe  hemorrhage  or  sudden  hemolysis.4 

Although  it  is  very  attractive  to  specu- 
late that  a carcinoma  of  the  bronchus  which 
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spread  to  the  brain  was  responsible  for  the 
morbidity  and  death  of  the  patient,  the 
image  does  not  sit  quietly  with  me.  At 
forty-three  years  old,  the  patient  is  a shade 
young  for  lung  cancer.  It  is  unusual  for  a 
carcinoma  to  remain  endobronchial,  and  I 
see  little  x-ray  evidence  of  parenchymal 
infiltration.  By  the  time  distant  metas- 
tases  have  been  established,  mediastinal 
and  paratracheal  lymph  node  involvement  is 
often  evident.  I do  not  see  any  mediastinal 
widening  in  this  case.  I believe  that 
bronchial  adenoma  should  be  considered 
even  though  it  is  far  less  common  a tumor 
than  carcinoma. 

But  what  about  the  subarachnoid  hemor- 
rhage? Frank  bleeding  due  to  metastatic 
lesions  in  the  brain  is  far  from  common. 
The  processes  mentioned  previously,  in- 
farction and  softening,  degeneration,  or 
growth  and  invasion,  all  take  time  and 
usually  manifest  themselves  before  the 
catastrophic  bleeding  episode.  The  pro- 
tocol leads  me  to  conclude  that  the  hemor- 
rhage occurred  suddenly  and  without  pro- 
dromata  four  days  prior  to  admission.  The 
symptoms  suggest  meningeal  irritation  and 
increased  intracranial  pressure.  The  first 
spinal  tap  revealed  all  the  evidence  for 
recent  hemorrhage,  and  the  second  spinal 
tap  showed  either  cessation  of  bleeding  or 
trapped  blood  around  the  base  of  the  brain. 
Death  does  not  seem  to  have  been  due  to 
respiratory  failure  but  more  likely  due  to  a 
cerebral  episode,  possibly  recurrent  hemor- 
rhage. 

Excluding  trauma,  the  most  common 
causes  for  subarachnoid  bleeding  are:  (1) 
ruptured  intracranial  aneurysm;  (2)  rup- 
tured arteriovenous  anomaly;  and  (3) 
intracerebral  hemorrhage  leaking  into  the 
subarachnoid  space.  Cerebral  thromboses, 
blood  dyscrasias,  hemorrhages  from  tumors, 
and  mycotic  aneurysms  account  for  less 
than  20  per  cent  of  the  cases  of  subarachnoid 
bleeding.  Fever,  leukocytosis,  meningeal 
irritation,  neurologic  abnormalities,  and  a 
bloody  spinal  fluid  under  increased  pressure 
are  the  diagnostic  features  of  this  condi- 
tion.5 

On  the  basis  of  probability,  spontaneous 
subarachnoid  hemorrhage  due  to  a vascular 
abnormality  such  as  a “berry”  aneurysm 
will  best  explain  the  episode  which  led  to 
this  patient’s  entry  into  the  hospital  and 
demise  within  twelve  days.  After  all,  45 


per  cent  of  such  patients  die  during  hospital- 
ization, two  thirds  from  the  initial|hemor- 
rhage  and  one-third  from  recurrent  bleed- 
ing, usually  within  four  weeks.  Further 
analysis  of  hospital  deaths  indicates  that  of 
those  who  die,  15  per  cent  do  so  in  the  first 
week,  45  per  cent  in  the  second  week,  and 
30  per  cent  during  the  ensuing  two  weeks. 

In  conclusion,  although  epidermoid  car- 
cinoma of  the  upper  lobe  division  of  the 
right  main  stem  bronchus  may  be  the 
reasonable  cause  for  the  atelectasis  in  this 
patient,  I timidly  advance  the  possibility 
of  a less-invasive  tumor,  bronchial  adenoma. 
Regardless  of  whether  the  tumor  is  adenoma 
or  carcinoma,  I feel  that  an  unrelated,  spon- 
taneous subarachnoid  hemorrhage  was  more 
likely  responsible  for  the  death  of  the  pa- 
tient than  metastasis  with  hemorrhage. 
Some  of  the  clinical  features  were  due  to 
pulmonary  suppuration  behind  the  tumor 
and  perhaps  to  degeneration  within  the 
tumor. 

I find  it  difficult  to  entertain  a diagnosis 
of  tuberculosis  or  any  other  granulomatous 
disease,  blood  dyscrasia,  lymphoma,  or  a 
primary  cancer  elsewhere,  for  example,  in 
the  kidney,  which  spread  to  the  lung  and 
brain  producing  this  sequence  of  events. 

Perry  Berg,  M.D. : Given  a patient  with 
atelectasis  and  presumed  suppuration  in 
the  consolidated  parenchyma,  what  is  the 
likelihood  that  an  intracerebral  lesion  might 
be  an  abscess? 

David  Fine,  M.D.:  Pulmonary  infection 
is  a common  antecedent  -cause  for  a brain 
abscess,  and  in  this  case  there  was  signif- 
icant leukocytosis.  However,  fever  and  a 
septic  course  were  not  prominent,  and  the 
spinal  fluid  findings  are  against  abscess. 
I would  rule  out  a brain  abscess  on  the 
spinal  fluid  findings  alone. 

Mardoqueo  I.  Salomon,  M.D.:  An  un- 

common infection  which  may  involve  both 
the  lung  and  the  brain  is  nocardiosis.  I 
wonder  if  we  can  so  easily  exclude  this 
fungus  or  indeed  some  other  mycosis. 
Also,  does  a bronchial  adenoma  elicit  a 
leukemoid  reaction. 

Dr.  Krentz:  There  is  no  positive  evi- 

dence for  any  of  the  mycoses.  Although 
we  see  more  mycotic  infections  these  days 
than  we  did  ten  or  fifteen  years  ago,  most 
of  the  cases  develop  against  a background 
of  combined  cancer  chemotherapy  and 
antibiotic  and  steroid  administrations. 
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Although  I cannot  categorically  exclude  a 
primary  pulmonary  mycosis,  the  usual 
antecedent  background  is  lacking.  Also, 
when  mycoses  do  develop,  there  is  usually  a 
meningitis,  a feature  not  prominent  in 
today’s  patient. 

As  for  a bronchial  adenoma  producing  a 
leukemoid  reaction,  admittedly  I am  on 
tenuous  ground.  However,  the  leukemoid 
reaction  may  have  been  secondary  to  the 
pulmonary  suppuration  behind  the  ade- 
noma. 

Michael  S.  Bruno,  M.D.:  It  is  difficult 
to  argue  against  the  statistics  Dr.  Krentz 
has  presented.  However,  I have  seen  a 
great  many  patients  with  primary  car- 
cinoma of  the  lung  in  this  hospital  and  have 
never  seen  one  with  a leukemoid  reaction. 
The  basic  issue  in  this  case  is  whether  we 
shall  make  a unitary  diagnosis  or  multiple 
diagnoses.  I grant  that  spontaneous  sub- 
arachnoid hemorrhage  usually  occurs  from 
a ruptured  aneurysm  or  from  an  arterio- 
venous malformation.  However,  in  a pa- 
tient with  a demonstrable  pulmonary  lesion, 
I question  whether  the  same  statistic  prob- 
ability holds  true. 

Clinical  diagnoses 

1.  Carcinoma  of  the  lung  with  cerebral 
metastasis 

2.  Subarachnoid  hemorrhage , secondary  to 
above 


Dr.  Krentz’s  diagnoses 

1.  Bronchial  adenoma , right  upper  main 
stem  bronchus 

2.  Spontaneous  subarachnoid  hemorrhage , 
secondary  to  aneurysm,  or  vascular  anomaly 

Pathologic  report 

John  Kwittken,  M.D.:  The  right  lung 

was  heavy,  weighing  930  Gm.  The  right 
upper  lobe  was  markedly  adherent  to  the 
chest  wall  by  thick  fibrous  adhesions.  Ap- 
proximately 75  per  cent  of  this  lobe  was  re- 
placed by  a large,  bulky,  friable  tumor 
which  had  undergone  central  liquefaction 
necrosis  and  cavitation  (Fig.  2).  The  re- 
mainder of  this  lobe  was  atelectatic.  The 
main  stem  bronchus  of  the  right  upper  lobe 
was  considerably  thickened  and  replaced 
by  a grayish  neoplastic  tumor  which  merged 


FIGURE  2.  Right  upper  lobe  of  lung  showing  large 
cavitated  tumor  mass,  portion  of  main  stem  bron- 
chus at  left  which  is  thickened  and  replaced  by 
tumor,  its  communication  with  cavity  of  the  mass, 
and  atelectasis  of  adjacent  pulmonary  parenchyma. 


FIGURE  3.  Cross  section  of  each  adrenal  showing 
replacement  by  partially  necrotic  tumor. 


with  the  tumor  mass  described.  Further- 
more, the  ductal  portion  of  this  bronchus 
was  ulcerated  and  communicated  with  the 
cavity  of  the  tumor.  The  right  and  left 
adrenal  glands  were  enlarged  and  distorted 
by  partially  necrotic  masses  of  metastatic 
tumor  (Fig.  3).  Two  separate  metastatic 
tumor  nodules  were  found  within  the  brain, 
which  itself  was  edematous,  weighing  1,390 
Gm.  One  nodule,  6 cm.  in  diameter,  was 
located  within  the  right  frontal  lobe;  it  in- 
volved primarily  the  internal  capsule  and 
caudate-putamen  complex,  was  hemor- 
rhagic, had  undergone  central  liquefaction 
necrosis,  and  had  ruptured  into  the  lateral 
ventricle  (Fig.  4A).  The  septum  pellu- 
cidum  was  deviated  to  the  left,  and  the  left 
lateral  ventricle  was  compressed.  The 
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FIGURE  4.  Transverse  sections  through  brain.  (A)  Cavitated  tumor  of  right  frontal  lobe.  (B)  Hemor- 
rhagic tumor  of  left  occipital  lobe. 


FIGURE  5.  Histologic  section  of  tumor  showing  (A,  B)  bizarre  pleomorphic  nature  involving  lung,  (C) 
adrenal  gland,  and  (D)  brain  (X  380,  hematoxylin  and  eosin  stain). 


other  nodule,  2.5  cm.  in  diameter,  was 
located  within  the  dorsal  portion  of  the  left 
occipital  lobe;  it  involved  primarily  the 
subcortical  white  matter  and  appeared  con- 
siderably hemorrhagic  (Fig.  4B).  The 
tracheobronchial  lymph  nodes  were  par- 


tially replaced  by  metastatic  tumor.  His- 
tologically, the  neoplasm  showed  a very 
bizarre  and  pleomorphic  pattern  in  all  sites 
involved  (Fig.  5).  The  cells  ranged  the 
entire  gamut  from  small  lymphoid  forms  to 
spindle  forms  and  finally  to  multinucleated 
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FIGURE  6.  Histologic  section  of  right  lower  lobe  of 
lung  showing  necrotic  exudate  in  alveoli  sur- 
rounded by  macrophages,  many  with  hemosiderin 
pigment  (X  75,  hematoxylin  and  eosin  stain). 

giant  cells  of  extremely  varied  shapes. 
Necrosis,  hyperchromatosis,  and  mitosis 
were  prominent  features.  Stains  for  cross 
striations  and  glycogen  showed  negative 
findings.  Stains  for  reticulin  and  collagen 
were  noncontributory.  While  abundant 
collagen  and  reticulin  were  observed  in 
some  fields,  in  others  they  were  absent. 
In  the  fields  in  which  these  elements  were 
observed,  it  was  not  possible  to  be  sure  that 
these  elements  did  not  represent  part  of  the 
normal  pre-existing  supporting  framework. 
Furthermore,  the  collagen  observed  may 
represent  a manifestation  of  a desmoplastic 
response  which  many  carcinomas  character- 
istically incite. 

The  patient  was  poorly  nourished.  The 
right  middle  and  lower  lobes  presented  a 
deep  reddish-brown  hue  and  contained 
widespread  confluent  foci  of  consolidation. 

Histologically,  the  alveoli  and  terminal 
bronchioles  were  filled  with  both  masses  of 
necrotic  tissue  and  hemosiderin-laden 
macrophages  with  an  admixture  of  other  in- 
flammatory cells  (Fig.  6).  These  findings 
indicate  that  both  blood  and  necrotic 
neoplastic  tissue  had  been  aspirated  from 
the  tumor  of  the  right  upper  lobe.  The 
remaining  portions  of  this  lung  and  the  left 
lung  showed  edema  and  congestion. 
Smears  from  the  necrotic  lung  tumor  gave 
negative  results  for  acid-fast  bacilli. 
Staphylococcus  epidermidis  was  cultured 
from  this  mass.  Microorganisms  belong- 
ing to  the  Aerobacter  and  Proteus  genera 
were  cultured  from  the  necrotic  metastatic 


nodule  within  the  right  frontal  lobe  of  the 
brain.  There  were  no  other  necropsy 
findings  of  any  significance. 

Clinically,  patients  with  bronchogenic 
carcinoma,  as  this  patient  had,  most  often 
have  cough  as  the  initial  symptom,  al- 
though uncommonly  neurologic  symptoms 
from  metastatic  disease  may  be  the  initial 
sign.1  The  history  of  hemoptysis  is  cer- 
tainly significant.  Tumors  of  this  nature 
often  cavitate  and  metastasize  to  the  sites 
involved  in  the  present  case.  Although 
certain  features  of  the  histopathology  sug- 
gest that  this  may  represent  a primary  pul- 
monary sarcoma,  results  of  special  stains 
failed  to  corroborate  this  impression.  Also, 
the  behavior  of  this  tumor  is  that  of  a car- 
cinoma and  not  a sarcoma.  Pulmonary 
sarcomas  usually  do  not  metastasize.  It  is 
now  known  that  many  tumors  of  the  lung 
which  had  been  previously  labeled  as  sar- 
comas were  in  reality  undifferentiated  car- 
cinomas. The  tumor  in  the  present  case 
probably  falls  within  the  category  of  giant 
cell  type  which  represents  less  than  1 per 
cent  of  primary  lung  carcinomas.2  The 
organisms  cultured  from  the  necropsy 
probably  represent  true  infection  of  already 
necrotic  tissue  by  secondary  invaders. 

Final  anatomic  diagnoses 

1.  Bronchogenic  carcinoma,  giant  cell 
type,  right  upper  lobe,  with  central  liquefac- 
tion necrosis  and  cavitation 

2.  Metastatic  carcinoma  of  regional 
lymph  nodes,  adrenal  glands,  and  brain 

3.  Aspiration  pneumonia  with  hemo- 
siderosis, right  middle  and  lower  lobes 

4.  Acute  pulmonary  edema  and  conges- 
tion 

5.  Acute  cerebral  edema 

6.  ( Leukemoid  reaction,  peripheral  blood) 
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Distinction  should  be  made  between 
drugs  used  for  the  improvement  of  patient 
comfort,  those  used  to  correct  minor 
symptoms,  and  those  which  may  be  essential 
for  survival.  The  last-named  must  be 
used  in  effective  dosage  and,  frequently, 
to  the  point  of  minor  toxic  symptoms. 

Procainamide  hydrochloride1  has  been 
demonstrated  to  have  outstanding  merit 
as  therapy  in  cardiac  arrhythmias,  particu- 
larly those  of  ventricular  origin,  such  as, 
ventricular  premature  contractions,  ven- 
tricular tachycardia,  and  ventricular  fibril- 
lation. 

The  literature  contains  a considerable 
amount  of  data  with  reference  to  the  treat- 
ment of  an  acute  attack  of  ventricular  tach- 
ycardia and/or  ventricular  fibrillation,  es- 
pecially when  the  attacks  are  associated 
with  acute  myocardial  infarction.  Less 
attention  has  been  directed  to  the  problem  of 
recurrent  attacks  of  ventricular  tachy- 
cardia, their  prevention  by  procainamide 
hydrochloride,  and  the  doses  of  this  drug 
that  can  be  tolerated  over  a prolonged  pe- 
riod of  time.  The  case  reported  is  pertinent 
to  the  problem.  The  patient  has  required 
a daily  dose  of  from  9 to  10.5  Gm.  of  pro- 
cainamide hydrochloride  over  a period  of 


three  and  one-half  years  and  has  tolerated 
this  medication  without  significant  side- 
effects. 

Case  report 

A forty-six-year-old  automobile  me- 
chanic was  first  seen  on  February  28,  1959. 
His  only  complaint  was  slight  dyspnea  in 
cold  weather.  He  was  able  to  work  with- 
out distress.  A year  previously  the  patient 
had  sustained  a myocardial  infarct,  treated 
at  home  for  four  weeks.  The  past  history 
was  unremarkable  except  for  a blood  pres- 
sure of  180  in  1957,  associated  with  nerv- 
ousness and  dizziness,  and  treated  with  a 
month  of  rest;  and  surgery  for  a foreign 
body  in  the  abdomen  in  1949.  The  family 
history  gave  negative  findings  except  that 
his  mother  died  at  about  age  fifty  from 
heart  disease. 

On  physical  examination  the  positive 
findings  were  limited  to  a faint  systolic 
murmur  at  the  apex  and  a small  surgical 
scar  in  the  left  upper  abdomen.  The  blood 
pressure  was  130/80.  An  electrocardio- 
gram revealed  evidence  of  an  old  myo- 
cardial infarct  located  anteriorly  and  an 
occasional  ventricular  premature  contrac- 
tion. 

The  patient  was  rechecked  periodically, 
and  his  condition  remained  stationary  until 
August  10,  1961,  when  he  was  hospitalized 
because  of  rapid  heart  action  associated 
with  faintness,  cold  sweat,  and  anterior 
chest  pain.  An  electrocardiogram  on  ad- 
mission suggested  ventricular  tachycardia, 
and  the  patient  was  treated  with  intrave- 
nous and  intramuscular  procainamide.  A 
sinus  rhythm  was  transiently  restored  but 
ventricular  tachycardia  recurred  despite 
the  use  of  procainamide  hydrochloride  1 
Gm.  intramuscularly  every  four  hours. 
At  this  time  quinidine  orally  was  admin- 
istered, and  again  a sinus  rhythm  devel- 
oped; but  the  patient  seemed  to  have  an 
intolerance  to  this  drug,  with  a febrile  re- 
action, and  it  was,  therefore,  discontinued. 
Ventricular  tachycardia  promptly  reap- 
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FIGURE  1.  Electrocardiogram  during  initial  attack 
of  ventricular  tachycardia,  with  evidence  of  sinus 
capture  in  lead  I. 


peared.  Figure  1 illustrates  the  elec- 
trocardiogram during  this  period. 

On  August  13,  1961,  procainamide  hy- 
drochloride was  resumed  in  larger  doses,  and 
Figure  2 illustrates  the  transition  to  a supra- 
ventricular tachycardia  with  a rate  of  200. 
On  August  15  the  patient  was  digitalized 
and  an  atrioventricular  dissociation  ap- 
peared with  a ventricular  rate  of  190  and 
an  atrial  rate  of  166.  After  the  failure  of 
digitalization,  the  tachycardia  was  treated 
with  oral  potassium  chloride,  diphenylhy- 
dantoin,  prednisone,  and  sedation.  These 
measures  were  ineffective,  and  the  tachy- 
cardia persisted.  The  blood  pressure  was 
90/60,  and  a trial  of  intravenous  levarter- 
enol  bitartrate  did  not  change  the  ar- 
rhythmia. At  no  time  was  there  evidence 
of  congestive  heart  failure,  and  the  patient 
was  afebrile  except  for  two  episodes  which 
cleared  when  quinidine  was  discontinued. 

Laboratory  studies,  including  electrolyte 
determinations  and  thyroid  function  tests, 
were  within  normal  limits. 

On  September  29,  1961,  the  patient  was 
discharged  and  was  to  take  procainamide  hy- 
drochloride 1 Gm.  every  four  hours  around 
the  clock  and  warfarin  sodium  (Coumadin). 
He  was  ambulatory,  and  a sinus  rhythm 
had  been  present  for  a week.  The  patient 
subsequently  had  six  other  hospital  ad- 
missions for  recurrences  of  ventricular 
tachycardia,  and  on  each  occasion  an  in- 
creased dose  of  procainamide  hydrochloride 
restored  a sinus  rhythm.  Between  Octo- 
ber, 1961,  and  April,  1963,  doses  of  9 Gm. 
daily  were  used.  Since  August,  1963,  when 
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FIGURE  2.  Transition  to  supraventricular  tachy- 
cardia with  atrioventricular  dissociation  after  digi- 
talization. 


FIGURE  3.  Two  years  after  onset  of  paroxysmal 
ventricular  tachycardia.  Isolated  ventricular  pre- 
mature contraction  in  lead  aVr  and  a short  run  of 
ventriculartachycardia  in  lead  V5. 

it  was  evident  that  this  dosage  was  not 
adequate,  10.5  Gm.  daily,  divided  into  six 
doses,  was  prescribed,  and  the  patient  has 
had  no  recurrence  to  the  date  of  this  report 
in  April,  1965.  Figure  3 illustrates  an 
isolated  ventricular  premature  beat  and  a 
short  run  of  tachycardia.  The  basic  pat- 
tern of  old  anterior  wall  myocardial  in- 
farction remained  unchanged. 

Physical  examination  on  April  11,  1965, 
revealed  no  positive  findings.  The  blood 
pressure  was  130/90.  The  heart  was 
regular  with  a rate  of  70.  The  laboratory 
data  were  as  follows:  hemoglobin  15.3 

Gm.  per  100  ml.,  red  blood  cells  6,001,000, 
white  blood  cells  7,000  with  66  per  cent 
polymorphonuclear  leukocytes,  lympho- 
cytes 28  per  cent,  monocytes  5 per  cent,  and 
basophils  1 per  cent.  Urinalysis  gave  neg- 
ative findings  as  did  the  blood  serology. 
Blood  urea  nitrogen  was  17,  glucose  84,  alka- 
line phosphatase  3.3,  thymol  turbidity  7.5, 
albumin  5,  globulin  2.3,  bilirubin  1.3,  and 
cholesterol  236  (esters  116).  Lupus  prep- 
arations showed  negative  reactions.  The 
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blood  prothrombin  time  was  twenty  sec- 
onds, control  fourteen  seconds.  The  blood 
clotting  time  was  three  minutes,  four 
seconds  and  bleeding  time  four  minutes, 
fifteen  seconds. 

Comment 

In  ischemic  heart  disease  sudden  death 
due  to  ventricular  fibrillation  is  not  un- 
common.23 Occasionally  this  occurs  with- 
out warning,  but  antecedent  ventricular 
premature  contractions  and  runs  of  tachy- 
cardia may  call  attention  to  the  instability 
of  the  ventricular  myocardium.  Ventric- 
ular tachycardia  must  always  be  regarded 
seriously,  although  it  may,  at  times,  recur 
at  frequent  intervals  for  a long  period  of 
time.  The  frequency,  duration,  and  se- 
verity of  attacks  are  probably  the  result  of 
many  variables  which  include  the  location 
and  extent  of  the  pathologic  process,  sym- 
pathetic-parasympathetic balance,  and  fac- 
tors which  influence  myocardial  irritability, 
discussion  of  which  is  not  within  the  scope 
of  this  report. 

With  the  introduction  of  electric  cardio- 
version, an  increasing  number  of  refractory 
cases  of  ventricular  tachycardia  have  been 
restored  to  a sinus  rhythm.  The  problem 
of  recurrence  and  its  prevention,  therefore, 
has  assumed  increased  importance.  The 
side-effects  of  procainamide  hydrochloride, 
particularly  with  intravenous  use,  in- 
volving the  central  nervous  system,  the 


Farm  accidents 

The  farmer’s  life  is  a comparatively  dangerous 
one,  statisticians  of  Metropolitan  Life  Insurance 
Company  stated  in  a recent  report. 

It  is  estimated  that  in  1963,  work  accidents  on 
farms  in  the  United  States  took  about  3,300 
lives,  equivalent  to  a death  rate  of  67  per 
100,000  workers.  This  rate  is  higher  than  that 
of  any  other  major  industry  except  construction 
and  mining,  and  about  three  times  the  accident 
death  rate  for  industry  as  a whole. 

Machinery  is  the  greatest  single  hazard  on 
the  farm  causing  nearly  900  deaths  a year. 


gastrointestinal  tract,  the  cardiovascular 
system,  and  the  blood  have  been  well 
documented  in  the  literature.14  This  case 
report  demonstrates  that  the  drug  may  at 
times  be  used  with  safety  by  the  oral 
method  in  relatively  large  doses  and  for  a 
prolonged  period  of  time.  Our  patient 
demonstrated  no  evidence  of  gastroin- 
testinal, nervous  system,  hematopoietic,  or 
other  toxicity.  The  total  amount  of  pro- 
cainamide hydrochloride  ingested  appears 
to  be  the  largest  reported. 

Conclusion 

A case  of  paroxysmal  ventricular  tachy- 
cardia is  reported.  The  patient  had  is- 
chemic heart  disease  and  a healed  myo- 
cardial infarct.  The  attacks  of  tachy- 
cardia were  prolonged  and  difficult  to  con- 
trol. Procainamide  hydrochloride  orally, 
in  doses  of  from  9 to  10.5  Gm.  daily,  has 
been  administered  prophylactically  for 
more  than  three  years  and  has  been  well 
tolerated. 
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Studies  show  that  tractors  are  the  leading  means 
of  fatal  injury  in  machinery  accidents.  Over- 
turning accounts  for  most  of  the  fatalities,  while 
falls  from  the  vehicle  also  contribute  ap- 
preciably, as  most  of  these  victims  are  run  over 
by  the  tractor  itself  or  by  other  farm  machinery 
drawn  by  it.  Lack  of  adequate  caution  and 
speeding  are  the  two  main  factors. 

Drowning,  second  in  rank  to  machinery 
accidents,  was  responsible  for  about  one  sixth 
of  the  total  deaths  from  nontransport  accidents 
on  farms  in  1961  to  1963.  Firearm  accidents 
accounted  for  an  additional  10  per  cent.  Next 
in  order  were  falls,  blows  from  falling  objects, 
fire,  and  explosion. 
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Solitary  tuberculoma  of  the  liver  rarely 
has  been  encountered  as  a surgical  problem, 
only  5 previous  cases  having  been  re- 
ported.1-5 When  it  does  occur,  it  pre- 
sents a diagnostic  challenge  since  ulti- 
mately it  must  be  distinguished  from  the 
more  common  types  of  right  upper  quadrant 
abdominal  lesions  such  as  biliary  and 
gastroduodenal  disease. 

Because  of  the  infrequency  with  which 
this  entity  is  encountered,  it  seems  desirable 
to  record  the  following  case,  emphasizing 
in  particular  the  diagnostic  and  therapeutic 
problems  that  it  presents. 

Case  report 

A thirty-seven-year-old  Negro  male, 
having  noted  an  intermittent  cough  of 
one  year’s  duration  which  occasionally 
was  productive  of  small  amounts  of  yellow- 
ish sputum,  was  admitted  to  the  Bronx 
Municipal  Hospital  Center  on  October 
17,  1960.  Fever,  night  sweats,  anorexia, 
and  weight  loss  had  not  occurred.  In 
June,  1960,  a chest  x-ray  film  and  sputum 
culture  had  confirmed  the  diagnosis  of 
pulmonary  tuberculosis. 

For  the  previous  twelve  years  the 
patient  allegedly  had  been  addicted  to 
heroin,  self-administered  by  the  intrave- 
nous route.  However,  use  of  narcotics 
during  the  eight  months  preceding  admis- 
sion was  denied. 

Physical  examination  on  admission 

* Present  affiliations:  Patterson  Army  Hospital,  Fort 

Monmouth,  New  Jersey  (Dr.  Chimene);  Department  of 
Pathology,  Harlem  Hospital,  New  York  City  (Dr.  Roberts); 
and  Director  of  Surgery,  Grasslands  Hospital,  Valhalla,  New 
York  (Dr.  Rohman). 


revealed  the  lungs  to  be  clear  to  percus- 
sion and  auscultation.  The  liver  was 
palpable  3 fingerbreadths  below  the  right 
costal  margin,  and  it  was  not  tender.  A 
chest  x-ray  film  showed  bilateral  nodular 
patchy  infiltrations,  confined  mainly  to 
the  apical  areas  of  the  upper  lobes,  without 
definite  evidence  of  cavitation.  Reaction 
to  purified  protein  derivative  number  1 was 
3 plus;  coccidioidin  was  zero. 

Antituberculous  chemotherapy,  consist- 
ing of  isoniazid  (INH),  300  mg.  per  day  and 
PAS  (para -aminosalicylic  acid),  12  Gm.  per 
day,  was  instituted  on  admission.  Four 
days  later,  the  patient  complained  of  sharp 
pains  in  the  right  upper  quadrant  while 
sitting  up  or  coughing.  On  further  ques- 
tioning, he  recalled  similar  pains  during 
the  preceding  three  months.  The  liver 
edge  was  now  tender  to  palpation;  an 
examination  showed  otherwise  negative 
findings.  The  results  of  liver  function 
tests  and  an  oral  cholecystogram  were 
within  normal  limits.  The  symptoms  sub- 
sided shortly  thereafter.  By  the  end  of 
December,  1960,  follow-up  chest  x-ray 
films  demonstrated  significant  clearing  of 
the  infiltrates,  and  the  patient  had  gained 
5 pounds.  However,  a 6-  to  8-cm.  non- 
tender, firm  mass  in  the  right  upper  quad- 
rant, apparently  related  to  the  liver,  was 
palpated  for  the  first  time.  The  results  of 
repeat  liver  function  tests  were  within 
normal  limits.  The  results  of  a gastro- 
intestinal series  and  intravenous  pyelogram 
were  unremarkable. 

In  the  absence  of  a definitive  diagnosis, 
exploratory  laparotomy  was  deemed  ad- 
visable and  was  performed  on  January  6, 
1961.  A firm  globular  mass,  6 cm.  in 
diameter,  was  encountered  in  the  anterior 
aspect  and  free  edge  of  the  liver  in  the  right 
midclavicular  line.  Anteriorly,  the  mass 
was  densely  adherent  to  the  peritoneum 
and  posterior  rectus  sheath,  and  there  was 
considerable  local  edema  and  inflammation. 
The  gallbladder  and  the  remainder  of  the 
liver  were  grossly  normal,  and  an  abdomi- 
nal exploration  showed  negative  findings. 
The  mass  was  resected  intact  by  sharp  dis- 
section in  a plane  which  appeared  to  con- 
sist of  compressed  liver  parenchyma  and 
fibrous  capsule  and  from  which  there  was 
remarkably  little  sanguinous  or  biliary 
leakage.  The  wound  was  closed  after 
draining  the  operative  defect  in  the  liver 
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FIGURE  1.  Tuberculoma  in  liver;  defects  con- 
tained gray-green  exudate  and  necrotic  material. 


and  Morison’s  pouch.  The  patient’s  post- 
operative course  was  uneventful,  and  on 
March  17,  1961,  he  was  discharged  to  be 
followed  in  the  outpatient  department. 
He  has  remained  in  good  health  to  the 
present  time,  three  years  after  operation. 

Pathologic  examination.  The  mass 
measured  6 by  6 by  3.5  cm.  and  weighed 
58  Gm.  On  section,  it  proved  to  be  a 
multiloculated  cystlike  structure  contain- 
ing caseous  mateiial  and  approximately  10 
cc.  of  a turbid  grey-green  exudate  (Fig.  1). 
Cultures  for  pathogenic  organisms,  in- 
cluding acid-fast  bacilli  and  fungi,  were  nega- 
tive. 

Microscopic  study  revealed  marked  cen- 
tral caseation  necrosis  with  surrounding 
zones  of  epithelioid  cells  and  lymphocytes 
(Fig.  2).  Multinucleated  giant  cells  of  the 
Langhans  type,  consistent  with  tuberculous 
infection,  were  present  in  the  caseous  ma- 
terial and  cyst  wall  (Fig.  3).  Tubercles 
were  scattered  through  the  solid  portions  of 
the  mass,  and  necrotic  liver  was  noted  in 
focal  areas.  Special  tissue  stains  revealed 
one  focus  of  acid-fast  bacilli.  The  final 
diagnosis  was  granuloma  (tuberculous  type) 
of  the  liver,  acid-fast  stain  positive. 

Comment 

Morris,  in  1930, 6 noted  that  50  to  80  per 
cent  of  all  patients  dying  of  pulmonary 
tuberculosis  also  had  miliary  tuberculous 
involvement  of  the  liver.  At  that  time, 
there  were  only  11  reports  in  the  literature 
of  massive  tuberculosis  of  the  liver  with 
caseation  and  abscess  formation.  Al- 
though numerous  such  cases  of  multiple 
tuberculous  abscesses  of  the  liver  have  been 


FIGURE  2.  Low-power  magnification  of  wall  of 
tuberculoma;  upper  half  of  picture  reveals  casea- 
tion necrosis.  Langhans’  giant  cells  lie  near  junc- 
tion of  zonal  fibrosis  and  necrosis  (hematoxylin 
and  eosin  stain,  X20). 


FIGURE  3.  Higher  magnification  at  junction  of 
necrosis  and  fibrosis.  Note  Langhans’  giant  cell 
(hematoxylin  and  eosin  stain,  X105). 


reported  since,7-9  the  occurrence  of  a 
solitary  hepatic  tuberculoma  remains  rare, 
and  an  extensive  review  of  the  literature 
reveals  only  5 previously  reported  cases.1-5 
In  addition,  pathologic  specimens  of  solitary 
tuberculomas  of  the  liver  are  said  to  be 
exhibited  in  the  pathology  museums  at  the 
University  of  Manitoba,  Canada,  the  Uni- 
versity of  Birmingham,  England,  and  the 
infirmary  at  Sheffield,  England.10 

Table  I demonstrates  that  all  the  cases 
except  one  reported  by  Herrell  and  Simpson3 
were  characterized  by  pain  and  a tender 
mass  in  the  right  upper  quadrant.  Fever 
was  noted  only  in  the  case  reported  by 
Herrell  and  Simpson.5 

In  the  report  of  Sarin  and  Sarin,4  al- 
though the  thymol  turbidity  and  floccula- 
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TABLE  I.  Review  of  previously  reported  cases 


Age  of 
Pa- 
tient 

Author  (years) 

Pul- 

monary 

Tuber- 

culosis 

Fever 

Abdominal 

Pain 

and 

Tenderness 

Pal- 

pable 

Mass 

Pathologic  and 
Bacteriologic 

Examinations  Treatment 

Result 

Robson1 

. (31 

7 

? 

(Night 

sweats) 

+ 

+ 

Tissue  microscopy  Drainage 

diagnostic  of  tuber- 
culosis; no  bacterio- 
logic examination 

Good  health  eight 
months  postop- 
eratively 

Robinson2 

38 

? 

0 

Slight 

tenderness 

+ 

Tissue  microscopy  Exploratory 

diagnostic  of  tuber-  laparotomy 

culosis;  no  bac- 
teriologic examina- 
tion 

Died  ten  hours  post- 
opera tively;  per- 

sistent hypoten- 
sion 

Herrell  and 
Simpson3 

45 

0 

+ 

Interscapular  0 
pain,  radi- 
ating into 
the  right 
upper 
quadrant 

Tissue  microscopy  Exploratory 

diagnostic  of  tu-  laparotomy 

berculosis;  no  bac- 
teriologic confir- 
mation 

Occasional  pain  and 
fever,  four  months 
postoperatively 

Sarin  and 
Sarin4 

40 

+ 

0 

+ 

+ 

Tissue  microscopy  Isoniazid,  PAS,  and 

and  smear  of  streptomycin 

needle  biopsy 
positive  for  tuber- 
culosis 

Discharged  two 
weeks  after  insti- 
tution of  therapy 

Melnotte 

and 

Chardot5 

75 

Ghon 

lesions 

0 

+ 

+ 

Tissue  microscopy  Drainage;  local  and 

diagnostic  of  tu-  systemic  isoniazid 

berculosis;  bac-  and  streptomycin 

teriologic  culture 
positive 

Good  health  five 
months  postop- 
eratively 

Chimene, 

Roberts, 

and 

Rohman 

38 

+ 

0 

+ 

+ 

Tissue  microscopy  Excision  of  hepatic 

diagnostic  of  tu-  mass;  systemic 

berculosis;  no  bac-  isoniazid  and  PAS 

teriologic  confir- 
mation 

Good  health  three 
years  postopera- 
tively 

tion  were  elevated  and  there  was  a history 
of  jaundice  ten  years  previously,  the  pa- 
tient was  not  jaundiced  when  hospitalized 
nor  was  there  other  evidence  of  hepatic 
dysfunction.  Similarly,  in  the  case  of 
Melnotte  and  Chardot5  and  the  present 
case,  there  was  no  jaundice  or  other  ab- 
normality of  liver  function.  A “slight 
tendency  to  jaundice,”  had  been  noted  in 
Robson’s1  patient,  and  Robinson’s2  patient 
was  noted  to  be  “icteroid  to  a slight 
degree.”  Both  patients  had  suffered  epi- 
staxes,  which  might  have  been  the  result 
of  hypoprothrombinemia  due  to  hepatic 
dysfunction. 

Acid-fast  bacilli  were  demonstrated  in  3 
of  the  6 cases.  The  route  by  which  the 
bacilli  reach  the  liver  is  a matter  of  con- 
jecture. Hematogenous  dissemination 
from  the  primary  focus  is  the  most  com- 
monly accepted  explanation, 10  but  the  pos- 
sibility of  transdiaphragmatic  extension 
via  the  lymphatics  cannot  be  excluded. 

The  2 patients  treated  by  surgical  drain- 
age (Robson1  and  Melnotte  and  Chardot5) 
did  well,  the  tract  thus  created  closing 
after  several  months.  The  present  patient 
was  the  only  one  in  whom  excision  of  the 
mass  was  accomplished.  Antituberculous 
chemotherapy  had  been  employed  prior  to 
surgery  which  may  have  accounted  for  the 


failure  to  culture  the  acid-fast  bacilli  which 
were  demonstrated  in  histologic  sections  of 
the  wall  of  the  granuloma. 


Summary 

The  case  of  a thirty-eight-year-old  man 
with  pulmonary  tuberculosis  and  solitary 
tuberculoma  of  the  liver  is  presented. 

The  5 previous  reports  of  this  condition 
are  noted,  and  the  important  features  are 
tabulated  for  comparison.  Successful  sur- 
gical extirpation  of  such  lesions  is  possible. 
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| he  encounter  of  3 symptomatic  para- 
duodenal hernias  in  the  course  of  the 
last  two  years  in  a small  community 
hospital  brings  up  the  question  of  the  true 
incidence  of  internal  hernias,  since  it 
would  appear  that  the  number  of  re- 
ported cases  is  not  large  enough  to  provide 
an  estimate  of  the  real  frequency  of  their 
occurrence. 

There  are  many  case  reports  as  well  as  the 
314  references  cited  by  Parsons  in  1953. 1 
The  largest  individual  series  was  that  of 
Mayo,  Stalker,  and  Miller2  who  reported  39 
cases  with  18  congenital  and  21  acquired 
postoperative  hernias.  Hansmann  and 
Morton3  collected  467  cases  and  added  one 
of  their  own.  Mueller4  found  8 hernias  in 
the  material  of  the  Ohio  State  University 
Hospital,  1952  to  1957,  3 representing  right 
paraduodenal,  3 transmesocolic,  2 para- 
cecal  hernias,  and  none  on  the  left.  This 
is  not  the  usual  anatomic  distribution  of 
internal  hernias  since  the  left-sided  para- 
duodenal hernias  are  supposed  to  be  three 
times  as  common  as  those  on  the  right  5 

As  with  other  hernias,  many  are  asympto- 
matic and  are  recognized  incidentally  at 
operation  or  autopsy.  Some  are  mildly 
symptomatic  causing  epigastric  distention 
usually  to  the  left.  Those  that  are  sympto- 
matic present  acute,  chronic,  or  inter- 

This  report  was  presented  at  the  VIII  Interamerican 
Congress  of  Radiology  in  Caracas,  Venezuela,  on  October  5, 
1964. 


mittent  signs  of  partial  or  complete  ob- 
struction consisting,  in  most  cases,  of 
nausea,  vomiting,  and  crampy  abdominal 
pain.  Blood  in  stools  may  appear  if  there 
is  vascular  damage.5 

It  is  conceivable  that  compartmentation 
and  crowding  of  intestinal  loops  produce 
the  postprandial  and  postural  pressure 
phenomena  at  the  orifice  or  within  the  sac 
without  reaching  the  point  of  partial  ob- 
struction. Although  less  frequent,  the 
symptom  complex  from  mechanical  pres- 
sure on  adjacent  structures  in  the  posterior 
abdominal  area  could  simulate  lumbar 
skeletal  pain6  even  in  smaller  hernias. 
Prolonged  history  is  characteristic  of  the 
majority  of  surgical  patients  with  or  with- 
out acute  obstruction.  Incarceration  and 
strangulation  presenting  an  abdominal 
emergency  have  been  reported  in  many 
cases. 

Topographically,  the  retroperitoneal  or 
internal  hernias  are  grouped  around  the 
duodenal,  jejunal,  and  cecal  areas.  An- 
drews7 offers  perhaps  the  best  explanation 
of  the  origin  of  paraduodenal  hernias  as  a 
failure  of  fusion  of  the  peritoneum  to  the 
posterior  abdominal  wall  following  rotation 
of  the  mid  gut.  A congenitally  wider 
foramen  may  start  an  acquired  process  by 
enlarging  the  entry  and  the  sac  with  an 
increased  number  of  loops  prolapsing. 
Out  of  the  nine  peritoneal  fossae,  the  intra- 
abdominal hernias  occur  most  commonly 
in  four  locations:  (1)  the  fossae  in  the 

region  of  the  duodenal  and  jejunal  flexures, 
(2)  the  fossae  around  the  cecum,  (3)  the 
lesser  peritoneal  space  through  the  foramen 
of  Winslow,  and  (4)  the  intersigmoid  fossae 
in  the  sigmoid  mesentery  (Fig.  1). 

The  left  paraduodenal  fossae  have  their 
orifice  to  the  left  of  the  third  portion  of  the 
duodenum  near  the  ligament  of  Treitz8 
and  are  classified  as  superior,  inferior,  and 
the  fossa  of  Landzert  depending  on  the 
direction  of  the  recess  from  the  common 
opening.  The  fossa  of  Landzert  may 
unite  the  former  two.  Its  existence  seems 
to  be  related  to  a peritoneal  fold  raised  by 
the  ascending  branches  of  the  left  colic 
artery  and  inferior  mesenteric  vein.  The 
left-sided  hernia,  also  called  left  mesocolic 
or  mesentero-parietal,  contains  the  in- 
ferior mesenteric  vessels  in  their  orifice 
which  precludes  a free  incision  of  the  ring. 
A peritoneal  pocket,  usually  admitting  the 
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FIGURE  1.  Redrawn  and  modified.5  (1)  Left  para- 
duodenal hernia,  large.  Jejunum  below  junction 
(Treitz)  entering  hiatus,  lower  ilium  emerging  from 
hiatus.  Efferent  loop  could  however  also  escape 
from  defect  in  sac.  (2,3,4),  a few  more  common  hia- 
tal entries. 


tip  of  a finger,  is  found  in  about  40  to  75 
per  cent  of  autopsy  material. 

Mayo,  Stalker,  and  Miller2  and  Ritvo9 
state  in  their  earlier  references  that  diagno- 
sis prior  to  operation  is  rare.  Longacre10 
reports  the  correct  diagnosis  in  only  5 of 
140  paraduodenal  hernias.  It  is,  how- 
ever, apparent  from  many  other  publica- 
tions that  the  roentgen  diagnosis  has  been 
made  in  an  appreciable  number  of  subacute, 
nonobstructed  cases  and  in  a smaller  num- 
ber of  acute  obstructions. 

The  roentgen  diagnosis  may  be  hinted  on 
the  scout  film  by  a gathering  of  air-and- 
fluid -containing  small  bowel  loops  which 
may  simulate  a mass  displacing  adjacent 
structures  but  of  a soft  consistency  on 


palpation.  It  is  based  primarily  on  the 
abnormal  arrangement  of  contrast  filled 
small-bowel  loops  in  the  left  upper  quad- 
rant. The  serial  roentgenographic  ex- 
aminations, after  two  and  four  hours  and 
sometimes  later,  show  on  successive  ob- 
servations during  the  symptomatic  period 
prolonged  crowding  of  small-bowel  loops 
within  invisible  margins,  as  if  surrounded 
by  a sac.  Depending  on  the  degree  of 
imprisonment  of  the  intestinal  loops,  there 
will  be  localized  delay  in  transit  with 
segmental  dilatation,  clumping,  and  saccu- 
lation. The  distended  small-bowel  loops 
will  show  little  change  in  position  with 
different  placement  of  the  patient  or  on 
external  manipulation.  Occasionally,  it 
will  be  possible  to  demonstrate  the  point 
of  exit  of  the  loops  from  the  sac  by  abrupt 
change  in  caliber  simulating  a tumor.11 
The  main  axis  of  the  entrapped  bowel  is  to 
the  left  of  the  middle  line  with  the  stomach 
usually  riding  above  the  sac. 

Case  reports 

Case  1.  The  patient,  a twenty-two- 
year-old  slender  woman  had  a history  of 
nausea  with  occasional  vomiting  during 
the  last  two  years.  Once  during  this 
period,  she  had  an  episode  of  severe  pain  in 
the  epigastrium  which  subsided  without 
special  treatment.  The  complaints  were 
not  clearly  related  to  meals.  Nine  weeks 
ago,  she  delivered  her  first  baby  normally 
after  an  uneventful  pregnancy.  Two  days 
ago,  she  developed  acute  epigastric  pain 
which  made  her  double  up.  There  was 


FIGURE  2.  (A)  Upper  immediate  film.  Duodenal  loop  dilated  to  level  of  Treitz  and  junction  caught  in  the 
recess  forming  diverticulum-like  pocket.  (B)  Twenty-four-hour  film  shows  stasis  of  trapped  barium  in 
loop  of  duodenal-jejunal  junction  with  rest  of  material  making  its  way  through  colon. 
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FIGURE  3.  (A)  Half-hour  film:  upper  half  of  hernial  sac  containing  barium-filled  loops  of  jejunum,  lower 
half  producing  soft-tissue  density  reaching  below  crest.  Stomach  displaced  upward  and  to  right.  (B) 
Three-hour  film:  more  loops  filled  within  and  beyond  sac.  Kinking  of  loop  at  hiatus  with  some  constric- 
tion but  no  significant  changes  noted  within  trapped  loops.  (C)  Lateral  supine  cross-table  view  shows  pos- 
terior extension  of  hernial  compartment  in  phase  (A). 


slight  tenderness  in  the  epigastrium  but 
no  rigidity;  no  masses  were  felt.  The 
x-ray  film  findings  were:  The  duodenal 

loop  was  dilated  to  the  level  of  the  ligament 
of  Treitz  during  fluoroscopic  examination 
and  on  the  routine  films.  The  twenty- 
four-hour  film  showed  a stasis  of  trapped 
barium  in  the  loop  of  duodenal- jejunal 
junction  with  the  rest  of  the  contrast  ma- 
terial making  its  way  into  the  colon  (Fig.  2). 
In  findings  at  the  operation,  there  was  hia- 
tus to  the  left  of  the  ligament  of  Treitz  ex- 
tending cephalically.  It  was  formed  by  a 
peritoneal  fold  along  an  upward  running 
branch  of  the  left  colic  artery.  A loop  of 
the  jejunum  was  held  in  this  recess  by  a 
congenital  band.  The  bowel  swung 
caudally  out  of  the  recess  after  this  band, 
and  portions  of  the  mesocolon  were  lysed. 
The  hiatus  was  not  closed  because  of  the 
proximity  of  the  inferior  mesenteric  and 
colic  vessels.  The  revision  of  bowel  showed 
no  other  abnormalities.  The  appendix 
was  removed.  The  report  does  not  contain 
any  references  regarding  pressure  marks  on 
the  bowel  or  the  depth  of  the  recess.  The 
patient  left  the  hospital  in  good  condition 
and  has  been  asymptomatic  now  for  two 
and  one-half  years. 

Case  2.  A forty-five-year-old,  heavy- 
built  white  male  was  admitted  on  Novem- 


ber 7,  1963,  because  of  severe  crampy 
pain  of  a few  hours  duration  in  the  left 
upper  quadrant.  He  vomited  a few  times. 
There  was  tenderness  and  guarding  in  the 
left  upper  quadrant  and  suggestion  of  a 
mass.  The  patient  had  a similar  episode 
in  March,  1963,  and  had  at  that  time  a com- 
plete examination  including  a gastro- 
intestinal series  during  which  a transient 
mass  displacing  the  greater  curvature  of 
the  stomach  was  suspected.  The  patient 
improved  rapidly  at  that  time  on  con- 
servative therapy  and  was  discharged 
home  without  complaints.  He  was  known 
to  have  had  a duodenal  ulcer  and  a sliding 
hiatus  hernia.  Hemorrhoidectomy  was 
performed  in  1958,  followed  by  a pulmonary 
embolus.  He  had  a repair  of  a left  in- 
direct inguinal  hernia  in  November,  1962, 
which  recurred  and  was  present  at  this 
time.  The  clinical  findings  during  the  last 
examination  were:  temperature  98  F., 

pulse  90,  blood  pressure  150/80,  electro- 
cardiogram normal,  urine  negative,  amylase 
56,  serum  glutamic  oxalopyruvic  trans- 
aminase 24,  serum  glutamic  pyruvic  trans- 
aminase 18,  white  blood  count  11,200,  and 
hemoglobin  15.8.  The  x-ray  examination 
on  November  8,  1963,  demonstrated  trap- 
ping of  the  small-bowel  loop  in  an  oval 
compartment  extending  from  the  level  of 
behind  the  stomach  to  1 to  2 inches  below 
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FIGURE4.  (A)  Immediate  film:  imprisoned  loops  of  jejunum  showing  widening  of  caliber,  broadening  and 
deepening  of  folds,  and  abnormal  arrangement.  (B)  After  two  and  a half  hours,  more  loops  filled  with 
same  changes.  (C)  After  eight  hours,  some  loops  of  bowel  have  emptied  but  longitudinal  course  of  and  ar- 
rangement of  2 or  3 of  them  remain  the  same  as  in  (A).  There  is  suggestion  of  efferent  segment  leaving 
hernial  sac  at  level  of  fourth  lumbar  vertebra  on  left. 


the  iliac  crest.  A V-shaped  constriction 
of  the  proximal  loop  was  noted.  There 
was  no  segmentation  or  flocculation  of 
barium  seen  in  the  one-half  hour  and  three- 
hour  films  (Fig.  3). 

On  operation  the  same  day,  an  aperture 
about  2 inches  wide  was  found  at  the 
ligament  of  Treitz.  The  edges  of  this 
opening  were  thickened  and  red.  The 
sac  extended  more  than  15  cm.  distally 
and  contained  large  segments  of  small 
bowel  and  mesentery  with  pressure  marks 
and  fibrotic  reaction  on  the  entering  and 
efferent  loop.  The  bowel  showed  no  evi- 
dence of  vascular  compromise.  There  was 
no  anomaly  in  attachment  of  the  bowel 
and  no  Meckel’s  diverticulum.  The  aper- 
ture of  the  hernia  was  closed  snugly  around 
the  most  proximal  portion  of  the  jejunum 
using  2-0  interrupted  atraumatic  sutures. 
The  bowel  wall  was  also  sutured  to  the 
area  to  prevent  recurrence.  The  patient 
left  the  operating  room  in  good  condition 
and  has  been  asymptomatic  now  for  about 
one  and  one-half  years. 

Case  3.  The  third  patient,  a fifty-eight- 
year-old  white  woman,  had  two  episodes  of 
acute  crampy  abdominal  and  chest  pain, 
one  in  1960,  which  occurred  at  midnight 
when  she  was  in  bed.  She  was  treated  at 
home  with  narcotics  obtaining  relief  in 
about  three  hours,  and  no  diagnosis  was 


made.  The  second  and  last  episode  was  in 
1963,  and  was  much  more  severe.  It 
occurred  at  night  with  abdominal  pain, 
severe  constricting  midabdominal  and  chest 
pain,  nausea,  vomiting,  and  shock  with 
marked  depression  of  blood  pressure.  She 
was  admitted  to  the  hospital  with  nausea, 
vomiting,  and  chest  and  abdominal  pain 
which  persisted  for  three  days  at  which 
time  there  was  rather  sudden  relief  of  her 
symptoms  and  gradual  return  to  normal. 
The  patient  thought  that  the  second  attack 
was  precipitated  by  a rough  car  ride  the 
day  before.  She  was  usually  not  con- 
stipated and  exhibited  no  intolerance  to 
food  except  for  distention  after  eating 
cabbage.  She  had  never  noticed  any  blood 
in  her  stools.  The  patient  was  used  to 
sleeping  on  her  left  side.  Previous  ab- 
dominal operations  were  a partial  hysterec- 
tomy and  appendectomy.  The  gastro- 
intestinal series  on  May  20,  1960,  following 
the  first  attack  revealed  no  characteristic 
findings  in  the  immediate  or  two-hour  film. 
Following  the  second  attack,  the  patient 
brought  along  the  films  of  her  gastro- 
intestinal series  of  July  11,  1963,*  which 
showed  all  the  typical  radiographic  features 
of  left  paraduodenal  hernia  (Fig.  4).  A 

* The  Courtesy  of  E.  M.  Sickel,  M.D.,  The  Paul  Kimball 
Hospital,  Lakewood,  New  Jersey,  in  providing  the  films  is 
gratefully  acknowledged. 
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large  segment  of  small  bowel  loops  re- 
mained aggregated  in  a circumscribed 
region  of  the  left  flank  retaining  contrast 
material  for  as  late  as  eight  hours  after 
meals  while  the  bulk  passed  distally.  It  is 
significant  that  the  studies  done  here  on 
August  15,  1963,  during  the  symptom-free 
period  showed  only  very  questionable 
grouping  of  small  bowel  loops  in  the  left 
upper  quadrant  in  the  two-hour  film  with- 
out any  other  signs.  The  patient  in- 
sisted on  conservative  treatment  and  has  so 
far  remained  free  of  major  disturbances. 
She  was  instructed  to  sleep  on  her  right 
side  instead  of  on  the  left  as  she  used  to  do 
to  counteract  a possible  shift  of  bowel  to 
that  side.  All  avoidable  circumstances 
leading  to  increased  intra-abdominal  pres- 
sure were  explained  to  her. 

Comment 

In  the  first  case,  the  congenital  band 
was  probably  a more  important  causative 
factor  in  producing  symptoms  than  the 
presence  of  the  small  congenital  peritoneal 
pocket.  The  radiographic  diagnosis  was 
facilitated  by  the  signs  of  obstruction  at  the 
ligament  of  Treitz.  In  the  other  2 cases, 
the  trapping  of  loops  in  a large  hernial  sac 
was  pathognomonic  and  of  primary  sig- 
nificance. The  elusiveness  of  diagnosis 
in  these  cases  is  illustrated  by  the  fact  that 
it  was  made  only  after  repeated  examina- 
tions. An  apparent  abnormal  arrange- 
ment of  loops  seen  in  isolated  films  cannot 
be  depended  on.  A routine  two-  or  three- 
hour  film  taken  after  meals  can  show 
some  crowding  of  small  bowel  loops  in  the 
left  upper  quadrant,  a finding  observed 
in  about  two  thirds  of  our  routine  gastro- 
intestinal series.  In  the  operated  second 
case,  the  intermittent  mass  produced  by 
the  captive  loops  and  the  unmistakably 
encapsulated  barium-filled  intestines  pro- 
vided the  clue,  although  there  were  no 
signs  of  functional  impairment  within  the 
loops,  and  the  characteristic  sign  of  reten- 
tion was  absent  on  the  diagnostic  study. 
The  third  unoperated  case  presented  a 
classic  picture.  The  exit  in  the  second 
case  appeared  to  be  at  the  hiatus,  in  the 
third  case  at  the  lower  portion  of  the  sac 


without  constriction.  Concomitant  con- 
ditions such  as  ulcers  and  hiatus  hernias 
may  obscure  the  symptoms  and  divert  the 
clinical  attention  from  the  presenting 
cause.  The  radiologic  differential  diag- 
nosis includes  primary  or  secondary  ad- 
hesions and  congenital  rotational  anoma- 
lies. The  latter  should  create  no  problem 
if  serial  films  taken  two  to  four  or  more 
hours  after  meals  and  barium  enemas  are 
available.  The  right  paraduodenal  hernias 
with  their  axis  to  the  right  of  the  midline, 
are  not  included  in  this  discussion.  Until 
we  know  more  about  the  true  incidence  of 
the  paraduodenal  hernias,  it  might  be 
difficult  to  formulate  clear  indications  for 
surgery,  with  the  exception  of  those  pa- 
tients who  exhibit  severe  intermittent 
pressure  phenomena  with  or  without  ob- 
struction. The  surgical  references  stress 
the  fact  that  the  symptom-producing 
hernia  can  be  easily  obliterated  by  traction 
on  the  mesentery  and  intestines.  Careful 
elevation  of  omentum,  stomach,  and  trans- 
verse colon  is  advised  during  which  the 
small  intestines  are  left  undisturbed.  The 
operative  treatment  is  of  two  basic  types6: 

(1)  eradication  of  the  anatomic  pocket,  and 

(2)  suturing  of  the  folds  forming  the 
hiatus  to  each  other  and  to  the  wall  of  the 
jejunum.  Injury  to  the  major  vessels 
closely  connected  with  this  area  must  be 
avoided. 
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2 cases  of  bilateral  osteochondritis  dissecans 
of  the  talus  and  are  not  satisfied  that  the 
traumatic  theory  is  a fully  adequate  ex- 
planation of  the  etiology. 
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An  extensive  review  of  the  literature 
by  Berndt  and  Harty1  pertains  to  the 
entity  called  osteochondritis  dissecans  in 
its  relatively  infrequent  appearance  in  the 
talus;  the  authors  expound  their  belief  in 
the  theory  of  its  traumatic  etiology.  Of 
the  183  patients  included  in  their  review 
and  the  24  patients  in  their  personal 
series,  9 demonstrated  this  disease  bi- 
laterally. Of  these  9 patients,  5 were 
originally  reported  by  Roden,  Tillegard, 
and  Undander-Scharin2  out  of  a total  of 
55  patients  in  their  series.  The  others  were 
reported  by  Axhausen3  (1  patient  out  of  1), 
Janes4  (1  of  1),  Ray  and  Coughlin5  (1  of  13), 
and  Berndt  and  Harty1  (1  of  24).  Other 
authors  have  discussed  familial  occurrence 
of  this  process  in  other  joints6-14  and  multi- 
ple occurrences  in  1 individual,6*7-1112-14 
which,  when  seen,  are  frequently  bilateral;15 
and  still  others  have  reported  associations 
with  various  abnormalities.13*16  Since  the 
period  included  in  Berndt  and  Harty’s 
review,1  other  articles  have  appeared  re- 
porting 42  additional  cases  of  unilateral 
osteochondritis  dissecans  of  the  talus,  in- 
cluding the  report  of  Winkel17  of  a case 
in  an  unusual  location.17-25  Telichko26 
reports  2 cases  of  loose  bodies  in  the 
talocrural  joint  but  does  not  identify  the 
talus  as  the  site  of  origin.  We  have  seen 


Case  reports 

Case  1.  The  patient,  previously  in 
excellent  health,  first  experienced  pain  in 
her  left  ankle  at  the  age  of  seven  years, 
following  a fall  while  roller  skating.  In- 
termittent pain  and  swelling  persisted,  and 
approximately  one  year  later  she  noted 
onset  of  similar  pain  on  the  right  side. 
Original  x-ray  films  were  interpreted  as 
showing  negative  findings,  and  the  child 
was  later  seen  at  a medical  center  where  she 
was  told  she  had  bilateral  osteochondritis 
dissecans  of  the  talus.  She  was  referred 
here  for  further  care,  and  two  years  after 
the  original  injury,  an  arthrotomy  was 
performed  on  the  left.  A soft,  pale  area 
of  articular  cartilage  was  observed  in  the 
posterior  medial  aspect  of  dome  of  the  talus 
by  palpation  with  a blunt  instrument. 
The  overlying  cartilage  was  intact,  and  the 
osteochondritic  body  was  excised  with  a 
curet.  Five  months  later,  the  right  side 
was  operated  on  with  similar  findings. 
The  pathologic  report  confirmed  the  diag- 
nosis of  osteochondritis  dissecans  (Fig.  1). 

A blood  count  and  urinalysis  showed 
normal  findings.  The  history  of  the  preg- 
nancy was  unremarkable.  Neither  her 
brother  nor  any  other  member  of  her 
family  has  any  symptoms  relating  to  joints 
except  for  her  mother,  who  has  had  episodes 
of  shoulder  pain.  A roentgenographic 
examination  revealed  no  evidence  of  a bone 
pathologic  condition. 

Case  2.  A twenty-two-year-old  male 
was  seen  in  the  emergency  room  of  St. 
Vincent’s  Hospital  on  the  day  following  an 
acute  sprain  after  a fall,  with  swelling  and 
tenderness  on  the  lateral  aspect  of  his  left 
ankle.  The  x-ray  film  revealed  osteo- 
chondritis dissecans  of  the  superior  medial 
aspect  of  the  talus.  The  emergency  room 
resident  realized  that  this  was  a relatively 
infrequent  disorder,  and  to  obtain  complete 
films  for  the  hospital’s  teaching  file,  he 
took  roentgen  studies  of  the  other  side. 
These  revealed  an  almost  identical  lesion 
(Fig.  2). 

A plaster  boot  cast  was  applied  for  the 
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sprain.  No  history  of  pain  or  injury 
previously  on  either  side  was  obtainable, 
except  for  occasional  “mild  sprains,”  none 
of  which  had  ever  caused  even  temporary 
disability,  and  none  as  severe  as  the  present 


FIGURE  1.  Case  1.  (A)  Right  ankle;  area  of 
density  can  be  seen  medially  on  dome  of  talus, 
separated  from  main  body  of  talus  by  radiolucent 
zone.  (B)  Left  ankle;  detail  obscured  by  motion, 
but  defect  in  cortical  bone  can  be  seen  medially. 

injury.  Blood  count,  sedimentation  rate, 
serology,  serum  calcium,  and  phosphorus 
were  unremarkable.  There  was  no  family 
history  of  joint  disease  or  symptoms. 

Because  this  was  an  extremely  active 
young  man  and  in  view  of  the  likelihood  of 
progression  in  a weight-bearing  joint,  it 
was  elected  to  intervene  surgically.  First 
the  left,  then  the  right  ankle  were  entered 
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through  anteromedial  incisions.  With  the 
foot  in  extreme  plantar  flexion  and  ever- 
sion, a soft  “springy”  area  on  the  articular 
cartilage  was  palpable.  There  was  no 
discoloration.  This  area  was  curetted 
down  to  solid  bone,  and  the  edges  of  the 
articular  surface  were  saucerized  with  a 
scalpel.  The  pathologic  report  was  osteo- 
chondritis dissecans.  Postoperative  films 
revealed  residual  disease  in  the  left  ankle. 
The  ankle  was  re-explored  using  the  Konig- 
Schaffer  approach  as  advocated  by  Smillie27 
and  the  osteotomized  malleolus  repaired 


FIGURE  2.  Case  2.  (A)  Right  ankle;  areas  of 
sclerotic  bone  appear  to  lie  freely  in  joint  space. 
At  operation,  however,  articular  surface  was  intact, 
with  no  loose  body  present.  (B)  Left  ankle; 
sclerotic  area  lies  within  clearly  defined  radiolucent 
zone. 

with  a screw  and  a Kirschner  wire  to  pre- 
vent rotation  of  the  fragment.  This  expo- 
sure offered  easy  access  to  the  originally 
explored  area,  and  a complete  curettage 
was  carried  out.  The  cast  was  removed, 
and  partial  weight  bearing  was  allowed 
eight  weeks  after  surgery. 

The  patient  was  last  seen  six  months  fol- 
lowing surgery  without  complaints,  actively 
engaged  in  recreational  athletics  and  work 
(Fig.  3). 

Etiology 

The  etiology  of  osteochondritis  dissecans 
is  hotly  debated.  The  main  and  most 
widely  held  theories  are  those  which  pro- 
pose that  the  lesion  is  produced  by 
trauma.1-28  However,  a body  of  opinion 
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exists  that  there  is  spontaneous  necrosis 
without  trauma,  based  on  embolic  and 
vascular  phenomena29-31  or  constitu- 
tional13-30 or  hereditary  factors.14  Ribbing32 
proposes  a theory  based  on  his  observa- 
tions of  an  accessory  nucleus  of  bone  which 
is  detached  from  the  epiphysis.  He  postu- 
lates that  this  might  remain  separate, 
isolated  from  the  surrounding  tissue  by 
islands  and  bands  of  persistent  epiphysial 
cartilage,  with  a minimal  blood  supply 
consisting  of  collaterals.  Then,  he  postu- 
lates, under  the  influence  of  trauma,  a 
nucleus  of  bone  such  as  described  could 
easily  become  dislodged,  compromising 
its  already  marginal  circulation  and  re- 
sulting in  the  lesion.  Such  trauma  might 
be  minimal,  including  even  acts  within 
the  range  of  normal  function,  and  with 


FIGURE  3.  Case  2.  (A)  Right  ankle,  after  curet- 
tage. (B)  Left  ankle  six  weeks  after  reoperation; 
no  residual  disease.  Bone  healing  following  oste- 
otomy of  medial  malleolus  hastaken  place.  Kirsch- 
ner  wire  had  been  inserted  to  prevent  rotation  of 
fragment. 

stresses  which  leave  the  articular  cartilage 
intact.  This  view  is  largely  accepted  by 
Novotny.10 

Pick12  postulates  a developmental  lesion 
as  the  underlying  pathologic  condition. 
Smillie27  feels  that  while  trauma  is  the 
major  factor,  constitutional  or  hormonal 
factors  are  not  proved  except  insofar  as 
they  might  be  at  play  in  determining  the 
shape  of  the  talus  and  the  form  of  the  joint, 
affecting  therefore,  the  susceptibility  of  the 
joint  to  trauma. 

In  both  patients  with  osteochondritis 
dissecans  of  the  talus  recently  seen  in  the 
orthopedic  department  of  St.  Vincent’s 
Hospital,  the  disease  occurred  bilaterally. 
A specific  history  of  recent  trauma  was 
obtained  in  one  of  the  four  lesions,  and  in 
that  instance,  the  state  of  progress  of  the 
lesion  did  not  appear  consistent  with  the 
very  recent  trauma.  In  the  other  patient 
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a possible  association  with  trauma  exists. 
The  lesion  can  be  present,  yet  asympto- 
matic,2 as  it  was  on  the  contralateral  side 
of  Case  2 and  in  11  of  the  55  cases  reported 
by  Roden,  Tillegard,  and  Undander- 
Scharin.2  In  these  patients,  already  exist- 
ing lesions  were  discovered  by  chance  when 
radiography  for  an  acute  traumatic  episode 
was  undertaken.  In  the  bilateral  case 
reported  by  Janes,4  only  one  side  was 
symptomatic.  (It  was  not  stated  for  what 
reason  an  x-ray  film  was  taken  of  the  other 
side.) 

Although  Berndt  and  Harty1  insist  that 
they  have  proved  the  traumatic  causation 
and  have  produced  a like-appearing  lesion 
by  traumatizing  cadaver  ankles  in  a special 
apparatus  they  designed,  causing  lateral 
lesions  with  inversion  and  dorsiflexion  and 
medial  lesions  with  inversion,  plantarflex- 
ion,  and  rotation,  the  present  authors  do  not 
feel  that  the  door  should  be  closed  to  further 
discussion. 

Berndt  and  Harty  themselves  confess 
that  they  were  able  to  produce  the  lesion 
only  3 times  in  15  attempts.  They  also 
state  that  Roden,  Tillegard,  and  Undander- 
Scharin2  note  that,  “61  per  cent  of  their 
forty-one  patients  with  medial-margin  le- 
sions had  trauma”  but  neglect  to  mention 
that  in  addition  to  the  16  patients  without 
trauma,  11  of  those  who  had  recent  trauma 
had  lesions  that  appeared  to  be  long-stand- 
ing and  therefore  not  related  to  that 
trauma.  In  fact  then,  only  in  14  patients 
or  34  per  cent,  did  Roden,  Tillegard,  and 
Undander-Scharin2  feel  that  trauma  might 
have  played  a role.  Furthermore,  6 of 
these  14  had  very  mild  trauma  with  no 
impairment  and  necessitating  no  treat- 
ment. Roden,  Tillegard,  and  Undander- 
Scharin2  themselves  state  that  medial  le- 
sions probably  have  an  atraumatic  etiology 
although  lateral  lesions  follow  trauma. 
Roberts’33  statement  that  “the  lesion  al- 
ways shows  itself  on  a convex  articular 
surface,  never  concave”  is  generally  true, 
but  White16  reports  a case  in  the  distal 
tibia,  and  Winkel17  reports  a case  in  the 
head  rather  than  the  trochlear  portion  of 
the  talus.  The  location  in  Winkel’s  case 
seems  even  less  likely  to  be  due  to  trauma 
and  is  the  only  reported  case  in  this  loca- 
tion, according  to  the  author. 

The  reports  of  familial  incidence  of  osteo- 
chondritis dissecans  have  not  referred  to  the 


talus.  But  assuming  that  there  is  a rela- 
tionship between  the  process  in  the  other 
bones  of  the  body  and  the  process  in  the 
talus,  these  reports  must  bear  weight. 
Therefore  we  do  not  agree  with  Berndt  and 
Harty1  that  the  fact  that  only  6 families 
were  included  makes  the  “hereditary  theory 
statistically  untenable,”  and  furthermore, 
there  are  actually  a greater  number  of 
afflicted  families  reported  so  that  we  are 
familiar  with  more  than  11,6.7.9-14  pius  the 
numerous  cases  uncovered  by  Nielsen’s8 
work. 

How  many  families  of  patients  with 
osteochondritis  dissecans  have  been 
studied?  It  is  entirely  possible  that  the 
orthopedist  has  seen  only  those  cases  which 
have  been  or  become  symptomatic  and  that 
further  study  of  the  families  of  all  patients 
with  osteochondritis  dissecans  might  reveal 
a higher  incidence  of  family  occurrence,  as 
witnessed  by  the  works  of  Pick,12  Stou- 
gaard,14  and  Nielsen.8 

Pick’s12  article  is  a case  in  point.  Two 
sisters  were  seen  within  one  week  of  each 
other  with  pain  and  locking,  and  diagnoses 
of  osteochondritis  dissecans  of  the  right 
humerus  of  one  sister  and  both  knees  of  the 
other  sister  were  made.  Only  after  the 
second  child  was  seen  was  a third  sister, 
asymptomatic  then  and  for  three  years 
since,  subjected  to  radiography  which  re- 
vealed osteochondritis  dissecans  of  both 
knees.  Only  then  was  a history  obtained 
from  the  mother  of  her  own  childhood  knee 
trouble  and  were  radiographs  suggestive  of 
an  old  osteochondritis  dissecans  obtained. 

The  pertinent  point,  then,  is  that  if  only 
one  sister  and  not  the  other  had  become 
symptomatic,  the  investigator  would  never 
have  been  led  to  the  studies  which  revealed 
disease  in  the  asymptomatic  third  sister 
and  the  long  dormant  disease  of  the  mother. 

Stougaard14  reports  a family  of  three 
generations  comprising  20  members,  in 
whom  9 were  afflicted  with  23  cases  of 
osteochondritis  dissecans,  10  of  them  bi- 
lateral. Two  were  asymptomatic,  and  a 
pair  of  identical  twins  each  had  both  knees 
and  elbows  affected. 

Nielsen8  reviewed  1,000  “normal”  male 
elbows  and  discovered  41  cases  of  osteo- 
chondritis dissecans  of  the  head  of  the 
humerus.  Strikingly,  in  29  of  the  167 
nearest  male  relatives  of  patients  with  the 
disease  who  were  examined,  he  found  evi- 
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dence  of  the  disease.  Fifteen  of  these  were 
bilateral.  The  incidence  in  the  relatives  of 
the  afflicted  patients  was  therefore  more 
than  four  times  the  incidence  he  found  in  a 
normal  population,  a difference  which,  ac- 
cording to  Nielsen,  is  statistically  signifi- 
cant. In  one  family,  twins  and  a third 
brother  were  so  affected.  Thus  the  three 
aspects  of  this  one  investigation  powerfully 
demonstrated  the  asymptomatic  occurrence 
of  the  disease,  bilaterality  (constitutional), 
and  familial  factors. 

It  is  entirely  possible  then,  that  we  are 
not  finding  a higher  familial  incidence  be- 
cause we  are  not  looking  for  it.  As  sur- 
gical residents  of  Francis  Moore,  M.D.,  are 
constantly  reminded:  “We  see  only  what  we 
look  for,  We  look  for  only  what  we  know.” 

The  report  by  White16  of  3 cases  of  osteo- 
chondritis dissecans,  in  association  with 
dwarfism  and  therefore  constitutional  en- 
docrine imbalances,  again  suggests  that 
there  are  factors  other  than  trauma  operat- 
ing to  produce  the  lesion  we  call  osteo- 
chondritis dissecans.  The  2 cases  of  bi- 
lateral disease  of  the  talus  which  we  have 
seen  and  the  9 previously  reported  suggest 
this  as  well.  In  1 of  our  own  cases,  bi- 
lateral symptoms  occurred  over  a period  of 
years,  leading  to  examination  of  first  one 
side  and  then  the  other.  In  the  second 
case,  long-standing  disease  on  the  left  side 
was  discovered  fortuitously  in  the  examina- 
tion of  a patient  with  an  acute  sprain,  while 
his  disease  on  the  right  side  was  discovered 
when  an  attempt  was  made  to  obtain  a 
normal  film  for  comparison.  We  believe 
that  the  occurrence  of  bilateral  disease  in  9 
of  the  207  patients  reported  by  Berndt  and 
Harty1  represents  only  the  minimum  per- 
centage of  patients  in  whom  the  disease 
occurs  bilaterally.  Certainly  Case  2 would 
have  been  undiagnosed  but  for  a resident’s 
desire  to  obtain  a complete  set  of  films,  as 
would  the  case  of  Ray  and  Coughlin.5 
Once  again,  Moore’s34  exhortation  is 
stressed,  as  well  as  the  advice  by  Gsch- 
wehd,20  that  a routine  search  for  this 
process  be  made  in  efforts  to  elucidate 
obscure  post-traumatic  complaints  of  the 
ankle  joint. 

Thera  py 

There  is  not  yet  uniformity  of  opinion 
regarding  the  optimal  treatment  of  osteo- 


chondritic  lesions  of  the  talus.  Smillie23 
recommends  surgery  to  prevent  the  almost 
certain  progression  to  a painful  arthritis 
and  states  that  the  younger  patient  ac- 
cordingly presents  even  stronger  indications 
for  surgery.  He  has  used  the  technic  of 
internal  fixation  of  the  bone  fragment  quite 
extensively  in  osteochondritis  dissecans  of 
the  knee  and  reports  successful  results  in 
the  two  lesions  of  the  talus  which  he  treated 
with  drilling  of  the  fragment  and  fixation 
with  a stainless  steel  nail. 

Zaffaroni  and  Tagliabue24  and  Vaughan 
and  Stapleton35  recommend  surgery,  the 
latter  authors  going  so  far  as  to  state  that 
“the  treatment  of  choice  is  surgery,  since 
there  is  no  tendency  for  revitalization  of  the 
fragment,  even  in  those  cases  where  com- 
plete separation  and  loose  body  formation 
have  not  occurred.” 

This  view  would  not  be  shared  by  Cam- 
eron,36 who  four  years  earlier  had  presented 
a well-documented  report  of  a case  success- 
fully treated  by  plaster  immobilization.  In 
this  case,  the  lesion  was  noted  three  months 
after  a sprain,  and  after  a total  of  twelve 
weeks  in  a cast  the  lesion  was  healed  and 
had  remained  so  for  eighteen  months 
of  follow-up.  Roden,  Tillegard,  and 
Undander-Scharin2  strongly  advise  against 
surgery  in  cases  in  which  the  lesion  is 
asymptomatic. 

Smillie27  finds  the  anteromedial  incision 
inadequate,  and  appears  to  use  osteotomy 
of  the  malleolus  routinely  with  subsequent 
reposition  and  screw  fixation.  Our  experi- 
ence proved  the  anteromedial  incision  in- 
adequate in  only  1 of  4 instances.  In  that 
case,  the  Koenig  and  Schaeffer  approach  as 
described  by  Smillie27  provided  ready  access 
at  the  time  of  re-exploration. 


Conclusions 

Two  patients  with  bilateral  osteochondri- 
tis dissecans  of  the  talus  are  presented,  in 
at  least  one  of  whom  trauma  did  not  appear 
to  be  the  causative  factor. 

The  major  theories  of  etiology,  in  addi- 
tion to  the  traumatic  theory,  embrace 
constitutional,  vascular,  hereditary,  and 
other  local  factors. 

On  the  basis  of  evidence  available  to 
date,  it  would  seem  too  premature  to  assign 
the  role  of  etiologic  agent  to  any  one  of 
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them.  We  do  not  propose  discarding  the 
traumatic  or  any  other  theory  but,  on  the 
contrary,  assigning  for  the  present  a tenta- 
tive role  to  each,  until  sufficient  evidence  is 
accumulated  to  allow  any  single  one  to  be 
held  responsible  or  discarded.  It  is  prob- 
able that  multiple  factors  are  involved  and 
that  constitutional  factors  exert  a permis- 
sive effect,  so  that  what  otherwise  would  be 
minimal  or  normal  trauma,  as  in  merely 
walking,  becomes  sufficient  to  produce  a 
lesion.  With  greater  trauma,  less  permis- 
siveness would  be  necessary,  so  that  at  the 
one  end  of  the  spectrum,  trauma  alone 
might  suffice,  while  at  the  other  end,  severe 
constitutional  factors  might  produce  the 
lesion  in  the  absence  of  trauma.  Between 
these  poles,  the  lesion  would  result  from  an 
interaction  of  varying  degrees  of  constitu- 
tional permissiveness  and  traumatic  forces. 

The  reported  incidences  of  bilateral  dis- 
ease, familial  occurrence,  and  disease  asso- 
ciated with  dwarfism16  and  tibia  vara13  are 
convincing  evidence  of  the  role  constitu- 
tional factors  might  play. 

Because  the  disease  is  so  often  asympto- 
matic, it  is  probable  that  the  incidence  of 
bilateral,  familial,  and  hormonal  relation- 
ships is  higher  than  observed  and  reported. 
Therefore,  when  confronted  with  a patient 
with  osteochondritis  dissecans,  we  advocate 
routine  radiography  of  the  contralateral 
side,  regardless  of  the  presence  or  absence  of 
symptoms,  and  obtaining  an  extensively 
thorough  and  careful  family  history.  All 
relatives  of  the  patient  who  have  any  joint 
symptoms,  however  vague,  or  who  share 
any  inherited  constitutional  abnormality 
with  the  patient  must  then  be  examined 
radiographically. 

When  familial  incidence  is  observed,  the 
remainder  of  the  family  must  be  examined 
in  a like  manner. 

The  therapy  of  these  lesions  is  similarly 
open  to  discussion.  While  most  authors 
advocate  surgery,  either  with  replacement 
and  fixation  of  the  fragment,  or  excision, 
reported  cures  with  plaster  casting  exist. 
Both  of  our  patients  are  doing  well  following 
excisional  surgery,  although  in  one  case  a 
re-exploration  after  osteotomizing  the  me- 
dial malleolus  was  necessary  to  remove 
residual  disease.  Our  series  is  certainly  too 
small  and  the  follow-up  too  short  to  com- 
ment on  the  adequacy  of  the  various  types 
of  therapy. 


Summary 

Two  cases  of  bilateral  osteochondritis 
dissecans  of  the  talus  are  presented.  This 
is  a relatively  rare  location. 

The  major  theories  as  to  etiology  are 
discussed,  and  a combined  role  for  trauma 
and  constitutional  factors  is  proposed.  It 
is  also  suggested  that  familial  and  bilateral 
disease  is  probably  more  common  than 
reported. 

Until  such  time  as  the  etiology  is  known 
with  certainty,  it  is  urged  that  roentgen 
examination  be  undertaken  in  all  patients 
to  rule  out  bilateral  disease,  as  well  as 
adequate  investigation  to  rule  out  familial 
occurrence. 

Various  modes  of  therapy  are  discussed. 
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Special  Articles 


Pure  Waters  Program  Is 
New  York’s  Pollution  Solution 


HOLLIS  S.  INGRAHAM,  M.D. 

Albany,  New  York 

Commissioner,  State  of  New  York  Department  of  Health 

The  river  Rhine,  it  is  well  known. 

Doth  wash  your  City  of  Cologne; 

But  tell  me  nymphs ! What  power  divine 
Shall  henceforth  wash  the  river  Rhine. 

— Samuel  Taylor  Coleridge,  1798 

Next  month  New  York’s  voters  will  find 
a question  on  their  ballots  asking: 

Shall  . . . the  Pure  Waters  Bond  Act  authoriz- 
ing the  creation  of  a State  debt  in  the  amount 
of  one  billion  dollars  to  provide  monies  to 
combat  water  pollution  by  the  construction 
of  sewage  treatment  facilities  be  approved? 

The  sheer  size  of  this  unprecedented 
billion  dollar  referendum  demonstrates 
the  determination  of  State  officials  to 
rescue  New  York’s  waters  from  pollution. 
The  bond  issue  is  the  financial  keystone  in 
Governor  Rockefeller’s  $1.7  billion  Pure 
Waters  Program,  which  is  designed  to  end 
pollution  within  the  next  six  years. 

The  paradox  is  that  an  antipollution 
effort  on  so  grand  a scale  should  occupy 
center  stage  in  a State  so  richly  blessed  with 
water.  The  succession  of  droughts  over 
the  last  four  years  may  obscure  the  fact 
that  New  York  enjoys  abundant  water  re- 
sources. The  State’s  3.5  million  acres  of 
lakes  and  ponds,  70,000  miles  of  rivers  and 
streams,  150  miles  of  coastal  waters,  and 
40  inches  average  annual  rainfall  in  normal 
years,  must  seem  a boundless  bounty  to 
perennially  parched  western  states.  Never- 
theless, heedless  corruption  of  this  natural 
gift  has  produced  conditions  where  from 


10  to  12  million  persons,  or  about  two 
thirds  of  the  State’s  inhabitants,  live  in 
areas  afflicted  by  pollution.  This  con- 
tamination taints  every  phase  of  modern 
life.  It  threatens  health,  deteriorates  water 
recreation,  damages  some  and  drives  off 
other  businesses,  lowers  property  values, 
and  is  an  unsettling  aesthetic  affront. 

The  health  hazard 

The  American  Medical  Association,  in  a 
statement  submitted  at  Congressional  hear- 
ings last  February,  states  that  “Water 
pollution  ...  is  primarily  a health  problem, 
since  the  necessity  for  insuring  an  adequate 
supply  of  pure  water  is  based  on  human 
needs.”  To  this  we  might  add  that  water 
which  is  treated  to  meet  these  human  needs 
will,  automatically,  meet  the  quality  de- 
mands of  sportsmen,  industry,  conserva- 
tionists, and  others  concerned  with  clean 
water. 

Contaminated  water  is  the  classic  carrier 
of  bacterial  diseases  such  as  typhoid  fever, 
dysentery,  and  cholera.  Although  now  rare, 
water-borne  outbreaks  of  bacterial  disease 
have  occurred  in  recent  years.  In  1960, 
1,400  of  the  3,200  residents  of  the  town  of 
Coeymans  and  village  of  Ravena  in  New 
York  State  were  stricken  with  Shigella 
dysentery  spread  from  a drinking  water 
supply.1  In  1959,  14  cases  of  typhoid  in 
Keene,  New  Hampshire,  were  traced  to  a 
typhoid  carrier  who  worked  on  a watershed 
of  an  unchlorinated  municipal  water 
supply.2  Most  spectacular  recently  was  an 
epidemic  of  gastroenteritis  that  afflicted 
18,000  of  120,000  residents  in  Riverside, 
California.  Tests  quickly  revealed  that 
the  outbreak  was  caused  by  Salmonella 
typhimurium,  which  is  usually  associated 
with  food  poisoning.  Yet  painstaking 
investigation  by  public  health  officials  indi- 
cates that  the  bacterium  was  spread  by 
drinking  water.3 

Petersen  and  Hines4  report  an  attack 
rate  of  14  per  cent  of  gastrointestinal  illness 
in  communities  with  contaminated  water 
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versus  9 per  cent  in  communities  with  un- 
contaminated water  supplies. 

Pathogenic  viruses,  including  infectious 
hepatitis,  poliomyelitis  viruses,  and  various 
ECHO  (entero-cytopathogenic  human 
orphan)  and  Coxsackie  viruses,  have  been 
found  in  waste  waters.  Although  a great 
deal  of  evidence  implicates  water  as  the 
carrier  of  other  viral  disease  agents,  only 
infectious  hepatitis  outbreaks  have  been 
proved  as  water  borne.  Curwensville, 
Pennsylvania,  suffered  an  outbreak  of 
infectious  hepatitis,  and  all  evidence  indi- 
cates that  it  was  transmitted  through  an 
unchlorinated  part  of  the  public  water 
supply.5  In  1962  another  infectious  hepati- 
tis outbreak  of  over  400  cases  was  caused 
among  persons  eating  clams  taken  from 
polluted  waters  in  New  Jersey’s  Raritan 
Bay.6  A major  factor  cited  by  New  Jersey 
state  health  officials  in  what  they  called 
a “disgraceful”  outbreak  of  St.  Louis 
encephalitis  last  year  was  “the  amount  of 
stream  pollution  from  sewerage  effluents 
into  the  smaller  streams  which  provided  an 
environment  conductive  to  mosquito  breed- 
ing. . . .”7 

Hueper  and  Payne8  report  in  the 
American  Journal  of  Clinical  Pathology  that 
carbon  adsorbates  prepared  from  waters 
heavily  polluted  by  discharges  from  chemi- 
cal plants  and  rubber  factories  “demon- 
strated that  carcinogenic  chemicals  are 
obviously  released  into  bodies  of  water 
serving  as  sources  of  drinking  water  for  the 
general  population.”  The  authors  based 
their  conclusion  on  the  appearance  of 
spindle  cell  sarcomas  and  1 case  of  papil- 
loma of  the  bladder  mucosa  produced  in 
mice  subjected  to  repeated  subcutaneous 
injection  of  chloroform  extracts  of  the 
carbon  adsorbates.  They  called  for  further 
investigation  to  determine  whether  the 
presence  of  carcinogens  in  water  supplies 
“may  represent  significant  environmental 
cancer  hazards.” 

Other  effects  of  pollution 

While  the  health  threat  of  water  pollution 
remains  paramount,  pollution’s  debasement 
of  water  recreation  is  perhaps  more  frequent 
and  certainly  more  visible.  Health  officials 
must  occasionally  close  beaches  when  coli- 
form  counts  exceed  safety  standards.  Tests 
of  certain  beaches  along  Lake  Erie,  for 


example,  have  revealed  counts  on  some 
days  that  exceeded  the  acceptable  level  of 
bacterial  contamination  by  10  to  20  times. 
The  current  boom  in  water  recreation  feeds 
more  pollution  into  our  water  playgrounds. 
For  example,  over  200,000  powered  craft, 
many  equipped  with  marine  toilets,  now 
ply  New  York’s  waters  adding  their  wastes. 

The  price  water  pollution  exacts  from 
marine  life  is  paid  for  both  by  individual 
anglers  and  commercial  fisheries.  Thus  far 
this  year  commercial  shellfish  beds  in  three 
Long  Island  areas  have  been  closed  because 
of  pollution  from  sewage  discharge,  cesspool 
seepage,  and  troublesome  duck  farm  wastes. 
The  U.S.  Public  Health  Service  estimates 
that  pollution  killed  over  7 million  fish  in 
this  country  in  1963. 

The  mass  death  of  trout  fry  in  Lake 
George  points  up  a twentieth  century 
contribution  to  the  pollution  problem 
arising  out  of  the  growing  use  of  pesticides. 
In  1956,  all  of  the  fry  from  347,900  eggs 
taken  from  the  lake  died  in  less  than  a 
month.  This  event  dramatized  the  steady 
decline  of  trout  in  Lake  George  that 
fishermen  and  biologists  had  noted  since 
1950.  Investigations  traced  the  death  of 
the  fry  to  amounts  of  DDT  (dichloro- 
diphenyl  trichloroethane)  and  its  metabo- 
lites, breakdown  products  DDD  (dichloro- 
diphenyl-dichloroethane)  and  DDE 
(derivative  of  DDD  stored  in  fat),  which 
were  stored  in  the  body  fats  of  the  fry.9 
The  State  Conservation  Department  had 
used  DDT  on  the  Lake  George  watershed 
for  control  of  the  gypsy  moth  and  along 
State  campsites  for  black  fly  control,  and 
the  pesticide  had  apparently  run  off  into 
the  lake.  Private  use  of  DDT  has  been 
extensive  and  may  have  equaled  or  ex- 
ceeded the  average  weight  of  the  chemical 
distributed  in  State  operations.  The  de- 
partment has  since  dropped  DDT  from  its 
forest  pest  control  programs. 

Research  into  the  effects  of  detergents 
suggests  that  while  these  cleaning  agents 
cannot  be  considered  significant  health 
hazards,  they  too  have  contributed  to 
water  pollution  and  waste  treatment 
problems.  Reports  of  foaming  from  wells 
and  taps  began  to  be  heard  in  1954  with  the 
first  appearance  of  detergents.  Water  taste 
and  odor  have  sometimes  accompanied  de- 
tergent pollution  and  have  proved  particu- 
larly difficult  to  treat.  However,  manufac- 
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turers  are  replacing  ABS,  a sodium  salt  of 
alkyl  benzene  sulfonate  which  once  domi- 
nated the  detergent  market,  with  LAS,  a 
linear  alkyl  sulfonate  which  is  a much 
more  easily  degradable  product  and  should 
reduce  detergent  pollution.10 

History  of  water  pollution  control 
in  New  York  State 

Statutes  regulating  New  York  State’s 
waters  can  be  traced  to  the  early  Dutch 
colonizers  and  their  concern  with  water 
rights.  But  the  State’s  direct  entrance  into 
matters  of  water  purity  began  in  the  1880’s, 
paralleling  national  public  health  emphasis 
at  that  time  on  clean  water  supplies  to 
curb  water-borne  disease,  particularly  ty- 
phoid. Piecemeal  statutes  dealt  with 
pollution  until  1949  when,  after  three  years 
of  intensive  study  by  a joint  legislative  com- 
mittee, the  State  launched  its  first  major 
attack  with  unanimous  passage  of  a State 
Water  Pollution  Control  Act.  This  act 
called  for  setting  best-usage  standards  for 
State  waters,  classifying  waters  according 


to  these 

standards,  and  enforcing  com- 

pliance 

against  polluters  contravening 

standards.  Under  the  system  waters  are 

classified 

as: 

Class: 

Water  approved  for: 

AA 

Drinking  (satisfactory  with  chlorina- 
tion) 

A 

Drinking  (satisfactory  with  filtration 
and  chlorination) 

B 

Bathing 

C 

Fishing 

D 

Industry,  agriculture,  and  drainage 

E 

Navigation  and  waste  disposal 

F 

Waste  disposal 

These  classifications  limit,  for  example, 
allowable  quantities  in  the  water  of  solids, 
waste  effluents,  pH,  dissolved  oxygen, 
heated  liquids,  phenolic  compounds,  and 
toxic  wastes. 

Putting  this  system  to  work  required  the 
Herculean  task  of  surveying  54,232  square 
miles  of  water  (completed  this  year) 
and  classifying  them  as  to  best  usage  (to  be 
completed  in  1965).  In  the  meantime,  of 
course,  the  central  issue  of  ending  known  or 
preventing  new  sources  of  pollution  goes  on. 
Of  over  2,000  sources  of  pollution  identified 
since  the  act  was  passed,  608  had  been 
completely  abated  by  the  end  of  1964. 
Legal  actions  have  been  taken  against 


more  than  80  polluters  when  voluntary 
compliance  could  not  be  secured. 

Pollution  sources 

A few  examples  may  serve  to  give  the 
flavor,  and  one  is  tempted  to  add  the  odor, 
of  pollution  in  New  York  State  today. 
Albany,  for  example,  pours  24.5  million 
gallons  of  partially  treated  sewage  into  the 
majestic  Hudson  River  every  day.  North 
of  the  capital,  the  river  is  further  defiled 
from  the  opposite  bank  by  Troy’s  50  outlets 
disgorging  raw  sewage.  A New  York  Times 
reporter  covering  a State-convened  pollu- 
tion hearing  in  Troy  described  how  the 
testimony  “drove  men  to  grit  their  teeth” 
and  “women  to  walk  out”  as  a tale  was  un- 
folded of  waters  so  befouled  that  every 
living  thing,  save  the  scavenger  eel,  had 
been  driven  from  them. 

Industries  along  with  communities  de- 
file the  State’s  waterways,  and  some  760 
industrial  pollution  sources  have  been 
identified.  Among  the  wastes  pouring 
forth  from  the  Troy  sewage  outlets,  for 
example,  are  the  fleshings,  blood,  feathers, 
grease,  and  offal  of  a poultry  processing 
plant.  Both  New  Yorkers  and  Vermonters 
complain  of  the  defiling  of  beaches  and  the 
bad  odors  attributed  to  fiber  and  chemical 
processing  wastes  that  a paper  plant  dis- 
charges into  a Lake  George  outlet  and 
Lake  Champlain.  Fish  kills  in  waters 
around  Jamestown  have  been  blamed  on 
the  wastes  from  a textile  plant.  Fish  life 
has  been  driven  from  Moodna  Creek  near 
Newburgh,  purportedly  because  of  the 
degradation  of  waters  by  paper  mill  wastes. 
Fish  kills  are  the  ultimate  but  not  the  only 
damage  to  fish  life  caused  by  pollution. 
Investigators  have  found  that  fish  col- 
lected downstream  from  sewer  outfalls 
were  sickly,  abnormal,  parasitized,  and 
dwarfed. 

The  assault  on  New  York’s  waters  can 
be  documented  literally  ad  nauseam:  can- 
nery discharges  into  the  Barge  Canal 
system  near  Rochester,  duck  farm  wastes 
spoiling  beaches  on  Long  Island,  the  Buf- 
falo River  laced  with  grain  elevator  refuse, 
floating  scum  at  the  feet  of  Niagara  Falls, 
textile  dye  wastes  boiling  into  the  Mohawk, 
43  million  gallons  of  inadequately  treated 
sewage  from  the  city  of  Niagara  Falls  daily, 
15  million  gallons  from  Utica,  and  400 
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million  gallons  from  New  York  City,  al- 
though an  ambitious  New  York  City  pro- 
gram will  soon  cut  this  load  to  less  than  half. 
Of  our  two  major  waterways,  health  officials 
estimate  that  75  per  cent  of  the  Mohawk  is 
polluted  and  only  a 45-mile  stretch  of  the 
Hudson  “relatively  unpolluted.” 

Since  the  Water  Pollution  Control  Act  of 
1949,  other  important  actions  have  added 
to  the  State’s  power  to  curb  pollution. 
Local  debt  ceilings  for  sewage  treatment 
facilities  have  been  lifted,  and  the  State  is 
now  authorized  to  pay  one  third  of  the  cost 
of  local  sewage  plant  operation.  Yet  the 
illness  has  outpaced  the  remedies.  Three 
million  persons  are  discharging  raw  sewage, 
another  3 million  are  using  inadequate 
treatment  systems,  and  still  another  2.3 
million  in  our  sprawling  suburbs  are  using 
temporary  disposal  systems  such  as  septic 
tanks  on  a scale  that  suggests  that  subur- 
banites may  yet  drown  in  their  own  wastes. 

Water  demand  rising 

The  State’s  present  consumption  of  215 
billion  gallons  of  water  per  day  is  expected 
to  double  in  the  next  twenty  years  as  the 
population  grows  and  becomes  increasingly 
urban.  Daily  per  capita  water  consump- 
tion is  estimated  to  have  jumped  from  20  to 
30  gallons  to  120  gallons  in  this  century  as 
more  automatic  washers,  air  conditioners, 
and  swimming  pools  continue  to  grace 
affluent  America.  Industrial  water  de- 
mands are  also  heavy;  for  example,  110,000 
gallons  are  needed  per  ton  of  rolled  steel, 

365.000  gallons  per  ton  of  rayon  yarn,  and 

90.000  gallons  per  ton  of  paperboard. 

Bradley,11  writing  in  Science , foresees 

“a  permanent  water  shortage  affecting  our 
standard  of  living”  before  the  year  2000. 
If  we  are  to  escape  that  prediction,  water 
experts  tell  us  we  must  prepare  not  only  to 
use,  but  reuse  several  times,  the  waters  in 
our  lakes,  rivers,  and  streams.  Yet  present 
efforts  to  clean  these  waterways  are  inade- 
quate. Part  of  the  reason  is  summed  up  in 
the  typical  view  of  a local  official:  “Tax- 

payers don’t  see  any  return  from  sewage 
treatment  as  they  do  in  schools  and  hous- 
ing.” As  long  as  water  flows  downstream, 
pollution  is  the  other  fellow’s  problem. 
Yet,  everyone  cannot  live  upstream,  and 
this  fact,  coupled  with  nature’s  parsimony 
with  rainfall  over  the  past  four  years,  forces 


our  attention  to  the  need  to  reclaim  our 
waters  for  human  use.  New  York  City, 
with  its  potable  reserves  at  alarmingly  low 
levels,  has  been  likened  to  the  mythologic 
Tantalus,  up  to  its  chin  in  water  but  denied 
a sip  to  slack  its  maddening  thirst.  Albany 
is  also  under  restrictions  to  ease  demands  on 
its  falling  reservoirs.  Paradoxically,  the  city 
lies  at  the  nexus  of  the  State’s  two  mighti- 
est rivers.  Last  year  55  New  York  State 
communities  were  plagued  by  water  short- 
ages, yet  many  of  these  towns  are  located  on 
plentiful  but  polluted  water  sources. 

Pure  waters  program 

To  curb  water  pollution  decisively,  Gov- 
ernor Rockefeller  proposed  a program  in 
December,  1964,  aimed  at  the  nub  of  the 
issue,  the  massive  expense  of  sewage  treat- 
ment facilities.  For  example,  a sewage 
treatment  plant  serving  a community  of 

50,000  costs  about  $2.8  million  to  construct. 
Six  years  from  now  that  plant  could  cost 
nearer  to  $4  million,  since  construction  costs 
have  been  rising  at  about  a 6 per  cent  rate 
annually.  Pollution  experts  estimate  that 
the  cost  of  cleaning  up  New  York’s  waters 
increases  $85  million  each  year. 

The  Governor  recognized  that  the  State 
and  Federal  governments  had  to  “lend  a 
helping  hand  to  ease  the  heavy  burden  on 
communities  and  industries  of  ending  pollu- 
tion.” State  lawmakers  shared  this  con- 
viction and  passed  the  Pure  Waters  Act  last 
spring  without  a dissenting  vote.  Under 
the  act,  the  Federal  and  State  governments 
would  each  pay  30  per  cent  and  local  gov- 
ernment 40  per  cent  of  the  cost  of  construct- 
ing intercepting  sewers  and  sewage  treat- 
ment plants.  The  State  would  prefinance 
the  Federal  share  if  necessary.  The  act 
offers  industry  tax  incentives  and  low  inter- 
est loans  in  hardship  cases  to  spur  the 
construction  of  industrial  waste  treatment 
systems.  It  supports  expanded  research 
into  methods  for  breaking  down  exotic 
wastes  to  augment  $200,000  worth  of  re- 
search already  under  way  on  projects  such 
as  detergent  breakdown  in  aquifers,  grease 
accumulations,  algae  nutrients,  and  treat- 
ment methods  for  chicken  manures.  Fi- 
nally, the  new  law  strengthens  the  legal 
hand  of  the  State  in  enforcing  pollution 
abatement.  The  program  represents  a 
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practical  application  of  the  carrot  and  stick 
theory.  It  offers  enough  aid  and  incentive 
to  polluters  to  eliminate  past  excuses  for 
inaction,  and  it  gives  the  State  greater 
power  to  deal  with  still  recalcitrant  pollu- 
ters. The  program  goal  is  to  clean  up  the 
State’s  waters  in  six  years.  The  remaining 
obstacle  to  be  cleared  before  the  full  power 
of  the  Pure  Waters  Act  can  be  released  is 
the  referendum  cited  in  the  opening  of  this 
article.  The  public’s  approval  of  a $1 
billion  borrowing  authority  to  finance  the 
$1.7  billion  program  is  obviously  indispen- 
sable to  the  program’s  success. 

To  the  physician,  the  relationship  of  pure 
waters  to  health  is  self-evident.  The  physi- 
cian who  fills  other  roles  as  sportsman, 
fisherman,  boat  owner,  swimmer,  or  water 
skier  is  also  aware  of  the  enormous  human 
spiritual  benefits  of  water  recreation  in  a 
tension-ridden  world.  Rene  Dubos  has 
said  “most  of  the  disorders  of  the  body  and 
of  the  mind  are  but  the  expression  of  in- 
adequate responses  to  environmental  influ- 
ences.” Water  is  plainly  one  of  the  most 
pervasive  of  these  influences. 

In  old  Edinburgh  the  warning  cry  as 
people  flung  their  water  and  other  wastes 
from  the  window  was  “Gardyloo!”,  ap- 
parently a corruption  of  the  French  “garde 


Dental  health 
for  today’s  children 

Dental  caries  is  a unique  disease:  devoid  of 
self-healing  characteristics,  irreversible  in  its 
action,  progressive  in  its  course.  Childhood  is 
the  period  when  an  individual  is  most  susceptible 
to  the  disease.  Effects  of  dental  caries  are 
measured  in  months  and  years  rather  than 
hours  and  days,  but  inevitable  destruction  of  the 
natural  dentition  results  unless  interceptive 
treatment  is  instituted. 

Elizabeth  M.  Warner  of  the  College  of 
Dentistry  of  the  University  of  Nebraska  in 
Lincoln,  Nebraska,  states  in  a recent  issue  of 


l’eau,”  literally,  “watch  out  for  the  water.” 
In  another  context,  this  is  precisely  what 
the  Pure  Waters  Bond  Act  referendum 
allows  the  State’s  citizens  to  do  next 
November  2,  to  “watch  out”  for  one  of  their 
most  precious  and  at  the  same  time  most 
imperiled  natural  resources. 
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Nutrition  News,  that  responsibility  for  securing 
dental  care  or  even  the  need  for  such  care  is 
not  an  obligation  children  can  assume.  There  is 
little  evidence  that  children  participating  in 
mass  immunization  programs  are  there  by  their 
own  volition  or  their  own  power. 

Not  only  is  a child  psychologically  unpre- 
pared to  seek  and  secure  dental  care  for  himself; 
he  can  neither  legally  nor  financially  be  re- 
sponsible for  such  treatment. 

All  these  facts  support  the  contention  that 
dental  health  educational  programs  for  children 
are  effective  only  if  they  include  provisions  for 
telling  parents  about  the  importance  of  early 
and  regular  dental  care.  There  is  good  evidence 
that  examples  and  habits  established  in  the 
child’s  home  are  strong  forces  for  or  against 
good  dental  health  practices  throughout  life. 
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Ernst  Heller,  M.D.,  1877-1964 


FELICIEN  M.  STEICHEN,  M.D. 

The  Bronx,  New  York 
MARK  M.  RAVITCH,  M.D. 
Baltimore,  Maryland 

From  the  Departments  of  Surgery,  Lincoln  Hospital, 
and  the  Albert  Einstein  College  of  Medicine, 
Yeshiva  University,  The  Bronx,  New  York  (Dr.  Steichen); 

and  the  Departments  of  Surgery, 
Baltimore  City  Hospitals,  and  the 
Johns  Hopkins  School  of  Medicine, 
Baltimore,  Maryland  (Dr.  Ravitch) 


T he  death  of  Prof.  Ernst  Heller  at  eighty- 
seven  years  of  age,  on  November  2,  1964, 
in  Leipzig,  closed  the  long  and  productive 
career  of  the  creator  of  one  of  the  most  suc- 
cessful standard  operations  of  modern  sur- 
gery. 

In  the  fall  of  1956,  pursuing  an  investiga- 
tion into  the  revival  of  Heller’s  procedure 
for  achalasia,  the  authors  wrote  Prof.  Dr. 
H.  Ubermuth,  one  of  Heller’s  pupils,  re- 
questing a photograph  of  Dr.  Heller  (Fig.  1). 
It  was  a pleasant  surprise  to  receive  a letter 
from  Professor  Heller  himself,  which  stated 
that  “he  was  still  alive  in  Leipzig,”  then 
seventy-eight  years  old.  Thereafter,  a 
most  enjoyable  exchange  of  letters  and  ideas 
ensued  between  Professor  Heller  and  the 
authors,  whom  he  joined  in  authorship  of 
an  article  on  the  evaluation  of  the  Heller 
procedure. 1 

Education 

Professor  Heller  was  born  on  November 
6,  1877,  in  Eichenwalde,  Pommern,  Ger- 
many, the  son  of  a farmer.2  After  gradua- 
tion from  the  “Gymnasium”  in  Pyritz, 
Pommern,  in  1896,  young  Heller,  following 
an  old  German  tradition,  studied  at  the 
Universities  of  Berlin,  Munich,  and  Leip- 


FIGURE  1.  Ernst  Heller,  M.D. 


zig.  He  received  his  state  license  as  a 
physician  in  Leipzig  in  1901. 

Following  his  graduation  from  medical 
school,  Dr.  Heller  took  up  the  long  and 
traditional  German  road  of  surgical  training 
and  specialization.  As  a young  assistant 
he  started  out  in  the  Surgical  University 
Polyclinic  in  Leipzig  and  worked  there  from 
1901  to  1903  under  Friedrich.  In  1903, 
Professor  Friedrich  was  appointed  Chief 
of  the  surgical  department  in  Greifswald, 
to  succeed  August  Bier,  and  Heller  accom- 
panied Friedrich.  He  remained  in  Greifs- 
wald from  1903  to  1910,  where  he  became 
the  Chief  Resident  (Oberarzt)  in  1908.  As 
a student  in  Leipzig,  Heller  had  attended 
the  lectures  of  Trendelenburg,  Professor  of 
the  Surgical  University  Clinic.  One  of  the 
students  at  the  time  was  Sauerbruch,  and 
the  two  became  friends.  Sauerbruch,  who 
after  graduation  had  first  worked  under 
Mikulicz,  joined  the  Clinic  in  Greifswald 
for  a few  years  while  Heller  was  an  “assist- 
ant” there. 

Some  three  years  after  his  arrival  in 
Greifswald,  Professor  Friedrich  was  ap- 
pointed to  the  chair  in  Marburg,  and  Dr. 
Heller  remained  in  Greifswald  with  Fried - 
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rich’s  successor,  Professor  Payr.  It  was 
actually  under  the  latter’s  direction  that 
Heller  became  Chief  Resident  in  Greifs- 
wald.  He  followed  Payr  to  the  Surgical 
University  Clinic  in  Koenigsberg  in  1911, 
still  as  Chief  Resident,  and  back  to  the 
Surgical  University  Clinic  in  Leipzig  in 
1912.  Dr  Heller  occupied  the  position  of 
Chief  Resident  in  Leipzig  until  the  end  of 
December,  1919,  with  an  interruption  from 
August,  1914,  to  November,  1918,  as  a 
physician  on  the  battlefields.  From  Jan- 
uary, 1920,  until  October,  1949,  Professor 
Heller  was  the  Surgeon-in-Chief  at  the  St. 
Georg  County  Hospital  in  Leipzig. 

Parallel  with  his  hospital  activities,  Dr. 
Heller  had  a distinguished  academic  career. 
He  became  a Doctor  of  Medicine  in  1902, 
and  he  presented  his  “habilitation”  for 
surgery  in  Greifswald  in  1908,  in  Koenigs- 
berg in  1911,  and  in  Leipzig  in  1912.  He 
was  named  extraordinary  Professor  of  Sur- 
gery in  Leipzig  in  1914  and  became  ordinary 
Professor  of  Surgery  at  the  University  of 
Leipzig  in  1949. 

Cardiomyotomy 

Professor  Heller  is  best  known  inside  and 
outside  of  Germany  for  his  cardiomyotomy 
for  achalasia  of  the  esophagus.  This  was 
described  originally  in  1914. 3 However, 
his  clinical  and  scientific  interests  were  very 
wide,  and  he  published  a total  of  some  80 
articles  covering  subjects  in  general,  tho- 
racic, orthopedic  and  traumatic  surgery. 
Professor  Heller  also  made  significant  con- 
tributions in  the  use  of  colored  drapes  and 
dull-finished  instruments  in  the  operating 
room.  His  first  article  on  this  subject  was 
published  in  1925,  and  the  general  subject 
remained  a lifelong  interest.4-6  The  fourth 
edition  of  his  book  Das  Handwerk  des 
Chirurgischen  Stations -Dienstes7  will  be 
published  in  1965. 

Professor  Heller’s  first  cardiomyotomy 
took  place  on  April  14,  1913.  At  the  time 
he  called  it  an  “extramucosal  cardioplasty.” 
The  case  was  that  of  a forty-nine-year-old 
patient  who  had  suffered  dysphagia  for 
approximately  thirty  years.  The  patient 
subsisted  mainly  on  a liquid  diet,  had  re- 
peated postprandial  vomiting,  and  during 
one  such  episode  aspirated,  suffering  tra- 
cheal obstruction  which  was  relieved  by  his 
physician.  A barium  swallow  showed 


stasis  at  the  cardia  and  a dilated  esophagus. 
For  the  operation,  a Marwedel-type  ap- 
proach was  used,  that  is,  creation  of  a costo- 
muscular  flap  hinged  laterally.  The  cardia 
was  liberated  and  pulled  down  into  the  ab- 
domen, and  by  blunt  dissection  a length  of 
esophagus  of  about  10  cm.  was  mobilized. 
At  this  point  Heller  described  “a  spastic 
contraction”  extending  over  a segment  of 
3 cm.,  proximal  to  the  cardia.  Proximal 
to  this  the  esophagus  was  dilated. 

Although  at  the  time  of  this  first 
operation  the  danger  of  esophagitis  after 
anastomotic  operations  for  achalasia  was 
unknown,  and  in  spite  of  good  exposure  and 
sufficient  mobilization  of  the  esophagus, 
Professor  Heller  decided  against  an  anasto- 
mosis for  several  reasons.  The  wall  of  the 
esophagus  in  the  region  of  the  “hyper- 
trophic, degenerated”  musculature  seemed 
friable  and  was  not  covered  by  any  serosa. 
Also  by  analogy,  the  picture  presented  at 
operation  evoked  that  of  pyloric  stenosis 
in  children  and  its  treatment  by  extramu- 
cosal pyloroplasty.  Ramstedt’s8  article 
had  appeared  the  year  before.  Hence  a 
longitudinal  incision  of  the  musculature  of 
the  anterior  wall  of  the  esophagus  and 
fundus,  down  to  the  submucosa,  was  made, 
8 cm.  in  length,  and  a similar  incision  on  the 
posterior  aspect.  The  incisions  were  an- 
terior and  posterior,  rather  than  lateral, 
to  preserve  the  blood  supply.  In  spite  of 
postoperative  bilateral,  hypostatic  pneu- 
monia, the  patient  took  food  including 
solids  on  the  day  following  the  operation. 
Three  months  after  operation,  the  patient 
was  doing  well  and  had  gained  weight.  A 
barium  swallow  still  showed  slowing  of  the 
opaque  medium  at  the  cardia  and  an  S- 
shaped  elongation  of  the  lower  esophagus. 
In  the  years  to  follow,  Professor  Heller  was 
always  to  stress  the  fact  that  his  operation 
was  directed  at  the  narrowing  at  the  level 
of  the  cardia  and  not  at  the  dilated 
esophagus.69’10 

One  of  the  principal  reasons  his  simple 
technic  failed  to  gain  wide  and  early  ac- 
ceptance, in  spite  of  this  brilliant  first  re- 
sult, was  the  fact  that  so  many  surgeons 
became  literally  mesmerized  by  the  dilated 
and  tortuous  esophagus  and  felt  that  some- 
thing more  than  simple  relief  of  the  spasm 
at  the  level  of  the  cardia  was  needed. 
Later  on  Professor  Heller  was  always  to 
recommend  ignoring  the  roentgenogram 
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so  long  as  the  esophagus  emptied  well. 
Throughout  his  surgical  career,  Professor 
Heller  stressed  the  importance  of  both  an 
anterior  and  a posterior  incision.  He  at- 
tributed many  of  the  postoperative  failures 
of  his  technic  to  the  absence  of  a posterior 
incision.  De  Bruine  Groeneveldt  in  1918 11 
is  credited  with  the  modification  of  the 
classical  anterior  and  posterior  incisions  of 
Heller’s  to  a single  anterior  incision.  Since 
then,  this  has  become  progressively  the 
standard  Heller  operation  in  most  hands 
and  is  performed  either  through  the  abdo- 
men or  the  chest. 


Recognition 

Heller’s  operation  gained  early  recogni- 
tion and  popularity  in  the  Scandinavian 
countries,  Holland,  France,  and  Italy.  In 
Germany  itself,  Heller  was  a prophet  with- 
out honor.  This  was  owing  in  part  to  the 
fact  that  anastomotic  procedures  were  given 
a greater  impetus  under  the  influence  of 
Sauerbruch  and  his  pupil,  Frey.  In  the 
United  States,  surgery  in  the  treatment  of 
achalasia  had  a slow  start,  because  dilata- 
tion was  used  more  persistently  and  with 
more  success  here  than  elsewhere.  How- 
ever, reports  of  Heller’s  procedure  never 
disappeared  entirely  from  the  German  liter- 
ature, and  British  and  American  surgeons 
were  awakened  to  the  danger  of  esophagitis 
after  anastomotic  operations  by  the  article 
of  Barrett  and  Franklin  in  the  British  Jour- 
nal of  Surgery  published  in  1949. 12  Since 
World  War  II,  Heller’s  operation  has 
gained  universal  acceptance. 

Professor  Heller  was  ultimately  honored 
in  his  own  country  and  abroad,  when  the 
importance  of  his  operation  became  gener- 
ally appreciated.  He  was  a member  of 
many  professional  societies  in  his  country. 
The  most  distinguished  of  all  was  an  honor- 
ary membership  in  the  German  Society  for 


Surgery,  a group  limited  in  number.  Pro- 
fessor Heller  was  also  the  holder  of  honorary 
degrees  from  the  Universities  of  Leipzig  and 
Greifswald. 

Professor  Heller  remained  active  profes- 
sionally even  during  his  late  seventies. 
After  retirement,  he  continued  to  be  inter- 
ested in  operating  room  colors  and  lights, 
in  “his  operation,”  and  in  the  reviewing  and 
continuous  updating  of  his  book.  In  June, 
1952,  his  family  and  pupils  honored  him  for 
the  fiftieth  anniversary  of  his  doctorate,  and 
in  June,  1964,  he  was  similarly  honored  for 
fifty  years  of  surgical  professorship,  a privi- 
lege and  accomplishment  that  is  given  to 
few  in  our  profession.  True  to  his  colors, 
although  his  condition  was  termed  an  “in- 
ternal one,”  that  is,  medical,  he  chose  to  be 
hospitalized  in  his  final  illness  on  the  surgi- 
cal ward  of  the  St.  Georg  Hospital  in  Leip- 
zig, where  he  had  been  Chief  for  so  many 
years. 

Dr.  Heller  is  survived  by  his  wife,  Car- 
men, whom  he  married  in  August,  1928. 
The  couple  had  no  children. 


References 


1.  Steichen,  F.  M.,  Heller,  E.,  and  Ravitch,  M.  M.: 
Achalasia  of  the  esophagus.  Surgery  47:  846  (1960). 

2.  Heller,  C.:  Personal  communication,  Leipzig,  Ger- 

many, 1964  to  1965. 

3.  Heller,  E.:  Extramukose  Kardioplastik  beim  Chron- 
ischen  Kardiospasmus  mit  Dilatation  des  Esophagus,  Mitt. 
Grenzgeb.  Med.  U.  Chir.  27:  141  (1914). 

4.  Idem:  Licht  und  Sehen  im  Operationssaal,  Bruns 

Beitr.  klin.  Chir.  134:  180  (1925). 

5.  Heller,  E.,  and  Schneider,  H.:  Die  Theoretischen 

und  Praktischen  Grundlagen  der  Beleuchtung  in  Operations- 
salen,  ibid.  139:  619  (1927). 

6.  Heller,  E.:  Personal  communication,  Leipzig  Ger- 

many, 1956  to  1957. 

7.  Idem:  Das  Handwerk  des  Chirurgischen  Stations- 

Dienstes,  S.  Hirzel,  Leipzig,  1955. 

8.  Ramstedt,  C.:  Zur  operation  angeborenen  pylorus- 
stenose,  Med.  Klin.  8:  1702  (1912). 

9.  Heller,  E.:  Kardiospasmus,  Verhandl.  deutsch. 

Gesellsch.  Chir.  45:  144  (1921). 

10.  Idem:  Uher  Kardiospasmus,  Zentralbl.  Chir.  77:  458 
(1952). 

11.  De  Bruine  Groeneveldt,  F.  R.:  Over  Cardiospasm, 

Nederl.  tijdschr.  geneesk.  2:  1281  (1918). 

12.  Barrett,  N.  R.,  and  Franklin,  R.  H.:  Concerning  the 
unfavorable  late  results  of  certain  operations  performed  in 
the  treatment  of  cardiospasm,  Brit.  J.  Surg.  37:  194  (1949). 


2502  New  York  State  Journal  of  Medicine  / October  1,  1965 


A Seniority  Report 


From  the  time  when,  despite  personal  disin- 
clination, man  elected  to  share  a common  fire 
with  others  of  his  kind,  and  so  gain  the  advan- 
tages of  cooperative  living,  he  has  been  fa- 
natically obsessed  with  protecting  the  solidarity 
of  the  group  from  all  disrupting  influences,  real 
or  imaginary,  external  or  internal. 

As  a result,  he  established  border  check  points; 
courted  allies;  issued  passports;  built  walls; 
and  maintained  forts,  coastal  batteries,  radar 
screens,  and  warships,  manned  by  trained  per- 
sonnel and  designed  to  defend  his  society  and 
his  “way  of  life”  from  dangers  coming  from 
without.  Realizing  tangible  dangers  from 
within  came  from  the  individual,  or  small  groups 
dominated  by  an  individual,  he  developed  a set 
of  ground  rules  called  laws  to  control  such  sub- 
versive activity. 

The  motivation  behind  such  precautionary 
measures  was  to  perpetuate  the  integrity  of  a 
given  society  and  avoid  its  division  and  liquida- 
tion. Consequently,  regardless  of  what  a hind- 
sight historical  review  of  the  facts  surrounding 
any  conflict  might  seem  to  purport,  the  truth  is 
that  no  organized  social  unit,  be  it  tribe,  nation, 
or  race,  ever  waged  an  offensive  war;  and  a 
study  of  contemporary  news  stories,  military 
dispatches,  and  legislative  debates  will  provide 
proof  that  whatever  the  circumstances,  in  the 
opinion  of  every  combatant  it  was  a defensive 
fight  for  the  unit’s  very  existence. 

Every  organized  society  also  experiences  ap- 
prehension of  disintegration  developing  from 
less  tangible  internal  sources  than  the  individual 
lawbreaker  and  his  gang.  This  fear  springs 
from  the  recessess  of  its  own  mind  based  on  in- 
ordinate terror  of  the  unknown  and  consequent 
suspicion  of  differences  in  appearance,  behavior, 
or  belief.  This  results  in  a fixed  rigid  determi- 
nation to  maintain  the  status  quo,  for  as  long  as 
things  remain  as  is,  people  are  comfortable  and 
can  find  reassurance  in  the  familiarity  of  their 
environment,  in  the  conformity  of  accepted  be- 
havior, in  the  prevalence  of  common  beliefs, 
and  in  the  easy  pattern  of  time-tested  interper- 
sonal relationships.  Therefore,  it  follows,  any 
dissident  group  small  enough  to  be  a minority 
but  too  large  to  be  ignored,  which  persists  in 
believing,  acting,  or  looking  different,  automati- 
cally exposes  itself  to  the  threat  of  elimination  by 
the  majority.  The  method  used  is  usually  ban- 
ishment or  destruction  or  some  combination 
thereof,  and  this  persecution  may  follow  a 
steady,  persistent,  and  unrelenting  pattern  or 
may  be  of  sporadic  character. 

There  are  times  when  attitudes  and  oppres- 


sive acts  of  the  majority  may  be  dulled  and  even 
appear  forgotten.  When  this  happens,  past 
excesses  are  often  regretted,  and  voices  raised 
in  protest  of  the  irrationality  and  injustice  of 
past  expressions  of  prejudice  are  tolerated. 
Such  periods  of  seeming  enlightenment  usually 
occur  during  periods  of  economic  prosperity, 
when  compulsive  phobias  are  lulled  by  the  social 
anesthetic  of  “good  times.”  However,  the 
brutal  inescapable  fact  is  that  such  periods  of 
apparent  group  maturity  and  social  responsi- 
bility are  transitory;  the  basic  fear  complex, 
far  from  being  eradicated  as  the  idealistic  opti- 
mist believes,  is  only  dormant  and  lies  ready  to 
erupt  whenever  triggered  by  excitation  of  the 
majority’s  feeling  of  insecurity.  As  for  the 
spark  which  serves  to  rekindle  the  fires  of  prej- 
udice, it  might  be  found  in  the  uncertainty  of 
an  economic  recession  or  be  fanned  by  the  dire 
predictions  of  some  demagogue. 

If  this  discussion  seems  somewhat  nebulous 
and  fanciful,  perhaps,  a recital  of  a few  historical 
incidents  by  one  society  or  another  to  secure  its 
“way  of  life”  and  protect  itself  from  “the  threat 
of  an  organized  minority”  might  help  bring  the 
whole  dirty  business  into  proper  perspective. 

For,  it  was  this  cesspool  of  compulsive  fear 
and  irrational  prejudice  that  spawned  the 
tragedy  of  the  scaffold,  the  spectacle  known  as 
Bedlam,  the  bell  of  the  leper,  the  dreary  help- 
lessness of  a Devil’s  Island,  and  the  fantastic 
trial  by  ordeal;  as  well  as  such  refined  methods 
of  capital  punishment  as  the  ant  hill,  the  stake, 
or  running  the  gauntlet,  practiced  by  the  igno- 
rant savage,  to  the  gridiron,  the  stake,  and  draw- 
ing and  quartering,  found  in  the  “sophisticated” 
civilization  of  Western  Europe.  It  designed 
the  exquisite  tortures  of  the  Inquisition  and 
other  medieval  authorities,  such  as,  the  boot  and 
the  Iron  Maiden,  and  exemplary  punishment  for 
minor  offenses,  such  as,  branding,  blinding,  or 
tearing  out  a tongue,  as  well  as  other  assorted 
methods  of  mutilation.  It  sponsored  segrega- 
tion, both  de  facto  and  de  jure;  it  mothered  the 
ghetto;  it  supervised  the  deportation  of  the 
Acadians;  it  executed  thousands  of  mentally 
ill  as  witches;  it  planned  a St.  Bartholomew 
Day  Massacre  on  August  24,  1572;  and  on  the 
same  date  in  1662  it  legislated  the  English  Act 
of  Uniformity.  It  brought  Socrates  to  the  hem- 
lock, Galileo  to  abjuration,  and  Joan  to  the 
stake. 

In  our  own  land  it  hanged  witches  in  Salem; 
persecuted  Quakers  in  Massachusetts;  tortured 
Jesuits  in  New  York;  forcibly  banished  Mor- 
mons from  the  Midwest;  forced  the  red  man  into 
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ghettos  called  reservations,  while  sapping  his 
self-reliance  by  enforced  dependence;  and  seg- 
regated the  Negro,  physically,  educationally, 
socially,  politically,  and  economically. 

Every  society  sets  definitive  limits  as  to  the 
degree  of  eccentricity  and  the  accepted  deviation 
of  belief  and  behavior  permitted  any  member 
who  desires  to  maintain  identification  with  the 
prevalent  social  order.  Depending  on  circum- 
stances, there  may  be  considerable  flexibility, 
but  the  concept  of  limitations  is  never  discarded. 
They  are  the  chains  which  enslave  every  civili- 
zation, forged  in  the  mass  insecurity  of  the 
group.  The  concept  is  practiced  by  every 
society  regardless  of  how  idealistic  or  revolu- 
tionary its  origin,  to  assure  itself  it  will  have 
to  deal  with  only  degrees  of  conformity  and 
contend  with  only  relatively  few  genuine  non- 
conformists; it  further  ensures  the  mediocrity 
of  its  successful  political  leaders,  as  well  as 
provides  a framework  which  makes  revolution- 
ary change  a gradual  process.  Of  course,  there 
are  exceptions  to  these  generalities;  for  in- 
stance, given  a period  of  dire  emergency  associ- 
ated with  an  overwhelming  threat  to  existence, 
it  might  well  cause  a society  to  turn  from  the 
safe,  noncontroversial  politician,  to  call  the 
“strong  man”  to  leadership;  or  when  a society 
fixes  rigid  restrictive  limits  to  permissible  devia- 
tions of  action,  attitude,  and  belief,  while  op- 
pressing and  stifling  every  proponent  of  change, 
such  society  will  inevitably  experience  the  vio- 
lence of  active  revolution.  A society  may  ap- 
pear to  tolerate  criticism  from  within  and  many 
individuals  claiming  the  mantle  of  nonconform- 
ity, but  you  would  do  well  to  examine  such  crit- 
icism and  critics  carefully  with  special  atten- 
tion to  the  climate  of  the  times.  You  will  find 
much  of  it  an  illusion  and  most  of  the  claims 
spurious.  For  instance,  pacifists  are  many  and 
vociferous  during  times  of  peace.  I can  hear 
them  now  in  the  mid -thirties  influencing  thou- 
sands of  youngsters  to  sign  pledges  not  to  bear 
arms  even  if  our  country  is  invaded;  but  how 
many  do  you  hear  during  wartime,  and  the  few 
who  are  genuine  are  silenced  by  the  mob  or  by 
government  ukase. 

There  are  some  dedicated  social  reformers. 
There  are  a few  real  nonconformists.  There  are 
individuals  who,  because  of  some  heroic  feat  or 
signal  contribution  to  the  public  welfare  or  pos- 
sible future  contribution,  are  tolerated  by  a 
society  despite  their  difference  in  looks,  philos- 
ophy, or  ideals  from  the  majority.  The  essence 
of  the  argument  is  substantiated,  since  the  very 
language  used  betrays  us.  They  are  not  ac- 
cepted, not  loved,  and  not  embraced:  they  are 
tolerated.  One  tolerates  with  resentment  or 
resignation  what  one  must,  such  things  as  the 
seven-year  itch. 

How  does  a society  ostracize  a troublesome 
minority?  Actually,  the  process  is  pretty  well 
standardized.  First  and  all  important  comes 
depersonalization.  Every  member  of  the  mi- 
nority group  must  cease  to  be  considered  an  in- 


dividual but  becomes  a faceless  unit  of  the  group. 
A descriptive  name  for  the  group  is  coined,  it 
may  not  be  derogatory  in  itself  but  it  becomes 
so  with  usage.  A Mexican  in  America,  or  an 
American  in  Mexico,  must  no  longer  be  thought 
of  as  Mr.  Perez  or  Mr.  Smith  or  as  Pancho  or 
Bill,  but  as  a “greaser”  or  a “gringo.”  Once 
this  is  done  the  group  is  endowed  with  a com- 
mon mass  personality,  which  character  impres- 
sion is  automatically  applied  to  each  member  of 
the  group  without  regard  to  that  member’s  in- 
dividual attainments.  This  group  characteriza- 
tion is  based  on  the  ignorance,  faulty  attitudes, 
and  asocial  behavior  of  the  least-favored  and  the 
most  undesirable  members  of  the  group.  This 
accounts  for  individual  traits,  such  as,  greed, 
materialism,  indolence,  shiftlessness,  immoral- 
ity, and  simple-mindedness,  being  applied  to  a 
whole  people.  Once  this  general  group  evalua- 
tion becomes  accepted,  it  serves  effectively  to 
segregate  every  minority  member  socially  and 
economically.  The  proof  of  the  realistic  actual- 
ity of  this  depersonalization  process  can  be  found 
in  all  of  us,  for  how  often  have  we  heard  or  said: 
“So  and  so  is  not  a bad  Joe  for  a . . . or  “if  all 
were  like  Sam  there  would  be  no  prob- 
lem.” 

Tragically,  our  society  today  has  once  again 
embarked  on  the  early  phase  of  this  whole  nasty 
business,  as  the  increase  in  the  older-age  segment 
of  our  population  has  become  a minority  prob- 
lem. This  increase  of  man’s  life  span,  coinciding 
as  it  does  with  automation,  has  resulted  in  a 
glut  of  the  labor  market.  To  counteract  this, 
considerable  pressure  from  union,  employer,  and 
government  has  made  retirement  at  age  sixty- 
five  practically  compulsory.  Also  many  of 
younger  age,  impatient  to  live  their  own  lives, 
are  fearful  of  being  saddled  with  the  responsi- 
bility of  the  social  and  financial  needs  of  older 
relatives.  So  society  starts  its  well-worn  rou- 
tine, to  eliminate  by  isolation  under  the  hypo- 
critical self-serving  rationalization  that  it  is  all 
done  for  “their  own  good.” 

The  phrase  “senior  citizen”  is  coined,  and 
depersonalization  starts.  No  longer  an  artful 
mechanic,  or  experienced  clerk,  but  a “senior 
citizen,”  a man  no  longer  is  thought  of  as  an 
individual  but  as  one  of  a group  all  of  whom 
need  guidance  and  physical  and  financial  help; 
he  who  was  once  a community  asset  is  now  one 
of  a group  and  just  a responsibility.  Forget 
that  aging  is  not  a chronologic  process.  Forget 
that  Harry  Jones,  aged  sixty-six,  hale  and 
hearty,  has  the  know-how  and  physical  capability 
to  do  his  specialized  job  better  than  anyone  else, 
whatever  his  age;  he  is  no  longer  the  man  Harry 
Jones — he  is  one  of  the  senior-citizen  group  with 
all  the  infirmities,  deterioration,  and  boring  pro- 
clivities of  this  group  of  troublesome  has-beens. 

How  far  have  we  gone,  you  ask?  Well  last 
night  for  the  first  time  in  my  memory,  I read 
this  version  of  a hackneyed  literary  phrase: 
“a  lecherous  middle-aged  man.” 
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Continuation  Education  Program 

Medical  Society  of  the  State  of  New  York  and 
State  of  New  York  Department  of  Health 


Purpose 


Financial 

Support 

Available 


Eligibility 


Recognizing  the  value  of  the 
many  opportunities  now  avail- 
able for  continuing  medical  ed- 
ucation, this  program  is  designed 
to  supplement  but  not  supplant 
those  educational  activities  con- 
ducted as  part  of  the  meetings 
of  State  and  local  medical  or- 
ganizations, of  hospital  staff 
meetings,  and  of  the  programs  of 
the  several  medical  schools. 

A primary  objective  is  to  en- 
courage the  formation  of  courses 
intended  to  reach  physicians, 
particularly  those  who  are  in 
general  practice,  who  otherwise 
might  not  have  the  opportunity 
for  such  continuation  education. 

Financial  support  will  be 
given  as  follows  to  those  pro- 
grams and  sessions  approved  by 
the  Committee  on  Public  Health 
and  Education:  (Approval  for 

support  must  be  given  prior  to 
conduct  of  the  course) 

1.  Honoraria  to  instructors 
(paid  by  State  Depart- 
ment of  Health) : 

A.  For  a teaching  session 
of  not  more  than  three 
hours,  $50. 

B.  For  a teaching  session 
of  more  than  three 
hours  but  within  one 
day,  $70. 

2.  Travel  expenses  (paid  by 
State  Medical  Society) : 

A.  For  instructors  from 
within  the  State — 
actual  and  reasonable 
cost  of  transportation, 
meals,  room,  and  other 
travel  expenses. 

B.  For  instructors  from 
outside  the  State — 
actual  and  reasonable 
cost  of  transportation, 
meals,  room,  and  other 
travel  expenses  with  a 
maximum  of  $50  for 
any  one  teaching  ses- 
sion. 

Any  organized  medical  group 
within  the  State  of  New  York 
is  eligible  to  apply  for  support. 


Criteria 


Courses  or  teaching  sessions 
must  meet  all  of  the  following 
criteria: 

1.  The  sole  purpose  of  each 
session  will  be  education. 

2.  Each  teaching  session 
must  include  provision  for 
all  students  to  participate 
in  such  a way  as  demon- 
stration and  practice  of 
technics,  report  on  read- 
ing assignments,  prepara- 
tion and/or  presentation 
of  cases  for  discussion, 
laboratory  work,  or  sim- 
ilar learner-centered  ac- 
tivity. 

3.  Instruction  must  be  in 
groups  sufficiently  small 
to  permit  participation  by 
all  students . F or  example , 
if  the  purpose  is  to  learn  a 
technic,  there  must  be 
sufficient  opportunity  and 
time  for  each  student  to 
practice  the  technic  under 
instruction;  if  it  is  pres- 
entation of  case  material, 
there  must  be  opportunity 
for  each  student  to  ex- 
amine the  patient. 

4.  There  must  be  prior  en- 
rollment in  the  course  and 
the  enrollment  limited  to 
the  number  acceptable  for 
the  teaching  to  be  done. 
Ordinarily  this  should  not 
be  more  than  30,  and  in 
some  instances  much  less. 
For  example,  instruction 
in  the  use  of  the  procto- 
sigmoidoscope  should 
probably  be  limited  to 
groups  of  not  more  than 
four. 

5.  The  teaching  session  must 
be  not  less  than  two  hours 
in  length. 

6.  One  person  (who  may  be  a 
member  of  the  group) 
must  be  designated  as 
responsible  for  the  con- 
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Content  of 
Courses 


Method  of 
Application 


Approval 


Reporting 


duct  of  the  course  or 
teaching  session.  It  shall 
be  his  responsibility  to 
submit  to  the  Committee 
on  Public  Health  and 
Education  all  information 
concerning  the  over-all 
plan  for  instruction,  de- 
tails for  each  teaching 
session,  and  reports  re- 
quired. 

Any  subject  intended  to  im- 
prove the  physician’s  practice 
may  be  included  in  courses 
eligible  for  this  support.  This 
includes  not  only  clinical  sub- 
jects, but  legal  and  administra- 
tive as  well. 

Application  for  support  shall 
be  submitted  as  soon  as  practi- 
cable by  the  person  designated 
as  responsible  for  the  course  on 
a form  provided,  to  the  Com- 
mittee on  Public  Health  and 
Education  of  the  Medical 
Society  of  the  State  of  New  York 
or  to  the  Office  of  Professional 
Education,  New  York  State 
Department  of  Health. 

A copy  of  this  form  is  at- 
tached, and  more  may  be  ob- 
tained from  either  of  the  above. 

If  the  course  consists  of  sev- 
eral intermittent  sessions,  one 
application  for  the  entire 
course  is  sufficient.  The  Com- 
mittee shall  be  notified  and  ap- 
proval given  for  any  change  in 
the  method  of  conduct  of  the 
course  or  instructors  to  be  used. 

The  Committee  and  the  De- 
partment will  act  on  each  ap- 
plication within  a resaonable 
period  of  time  and  notify  the 
applicant  of  approval  or  reasons 
for  disapproval. 

At  the  end  of  each  teaching 
session,  the  person  designated 
as  responsible  for  the  session 
will  immediately  report  to  the 


Committee  on  Public  Health 
and  Education  the  following: 

1.  The  names  of  the  phy- 
sicians attending. 

2.  The  names,  positions,  and 
addresses  of  instructors. 

3.  Any  comments  concern- 
ing the  course  or  the 
program  that  seem  per- 
tinent. 

Procedure  On  receipt  of  the  report  of 
for  Payment  the  teaching  session,  the  Com- 
mittee will  send  a State  Health 
Department  honorarium  voucher 
and  a Medical  Society  travel 
voucher  to  the  instructor.  On 
receipt  of  the  completed 
vouchers,  the  honorarium 
voucher  will  be  sent  to  the  State 
Health  Department  for  payment, 
and  travel  expenses  will  be  paid 
by  the  State  Medical  Society. 
Assistance  On  request,  the  Committee 
in  Planning  will  assist  in  planning  courses 
or  will  refer  names  of  qualified 
instructors. 

Evaluation  The  person  in  charge  of  each 
course  will  be  requested  to  sub- 
mit an  evaluation  at  the  end  of 
the  course.  Supplemental  in- 
formation may  be  requested  by 
the  Committee  or  the  Depart- 
ment to  assist  in  the  evaluation 
of  the  over-all  program. 

It  is  recognized  that  this  form 
of  continuing  education  plays 
only  a small  part  in  the  total 
continuing  education  of  physi- 
cians. Therefore,  a true  meas- 
urement of  its  value  will  be 
impossible.  It  is  expected,  how- 
ever, that  the  objective  opinion 
of  the  person  in  charge  of  each 
course,  supplemented  by  the 
informal  or  formal  opinions  of 
those  taking  or  giving  the 
course,  will  be  a measure  of  its 
value,  and  collectively  for  all 
courses,  will  be  a measure  of  the 
value  of  this  program. 
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CONTINUATION  MEDICAL  EDUCATION  PROGRAM 

Medical  Society  of  the  State  of  New  York 
and 

New  York  State  Department  of  Health 


Appl ication  for  support  for  Course  of  Instruction 


Name  of  Course  or  Teaching  Session 

Conducted  by 

Organization 


Address 


Person  in  Charge  of  Course 


Name 


Titl« 


Description  of  Course 

No.  of  sessions Length  of  each  session hours 

Subject  

Instructor:  (1)  Name  

Title  

Address  . 

(2)  Name  

Title 

Address  

(If  more  than  one  session  attach  additional  sheets  giving  outline  of  subject(s)  to  be  covered 
each  session  and  the  instructor’s  name,  title,  and  address  for  each  subject,  identifying  each 
session  by  number.) 

Describe  method  of  student  participation  (case  presentation,  skill  practice,  laboratory 
exerci  se  etc.) 
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Request  is  hereby  made  for  payment  of  honorarium  in  the  amount  of  $50  for  instruction 
of  less  than  3 hours  and  $70  for  more  than  3 hours  but  within  one  day  and  for  travel 
expenses  from to 

Signed - 

Name 


Title 
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Necrology 


James  MacF.  Archibold,  M.D.,  of  Cohoes, 
died  on  July  19  at  his  home  at  the  age  of  seventy- 
six.  Dr.  Archibold  graduated  in  1916  from 
Albany  Medical  College.  He  was  an  honorary 
attending  surgeon  at  Cohoes  Memorial  Hospital 
where  he  had  served  as  chief  of  the  medical 
staff.  Dr.  Archibold  was  a Fellow  of  the  In- 
ternational College  of  Surgeons  and  a member 
of  the  Albany  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

James  Emilio  Feraca,  M.D.,  of  Pelham,  died 
on  April  22  at  the  age  of  sixty-six.  Dr.  Feraca 
graduated  in  1926  from  the  Medical  College  of 
Virginia,  Richmond. 

Harry  Friedman,  M.D.,  of  New  York  City, 
died  on  April  4 at  the  age  of  fifty-nine.  Dr. 
Friedman  graduated  in  1930  from  University 
and  Bellevue  Hospital  Medical  College.  He 
was  a member  of  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Silvio  Fugazzi,  M.D.,  of  New  York  City,  died 
on  March  16  at  the  age  of  sixty-five.  Dr. 
Fugazzi  received  his  medical  degree  from  the 
University  of  Genoa  in  1925.  He  was  a mem- 
ber of  the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Henry  C.  Hatton,  M.D.,  of  Baldwin,  died  on 
March  27  at  the  age  of  ninety.  Dr.  Hatton 
graduated  in  1898  from  Columbia  University 
College  of  Physicians  and  Surgeons. 

David  Linett,  M.D.,  of  New  York  City,  died  on 
August  19  at  the  age  of  seventy-seven.  Dr. 
Linett  graduated  in  1909  from  University  and 
Bellevue  Hospital  Medical  College.  He  was  a 
member  of  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

John  Paul  Mihaly,  M.D.,  of  New  York  City, 
died  on  January  14  at  the  age  of  forty-four. 
Dr.  Mihaly  graduated  in  1944  from  New  York 
University  Medical  College.  He  was  an  at- 
tending physician  and  chief  of  the  Chest 
Service  at  Harlem  Hospital,  chief  of  the  Chest 
Service  at  Harlem  Hospital  Outpatient  De- 
partment, and  an  attending  physician  at  Mount 
Morris  Park  Hospital.  Dr.  Mihaly  was  a Fel- 


low of  the  American  College  of  Chest  Physicians 
and  a member  of  the  American  Geriatrics 
Society,  the  American  Thoracic  Society,  the 
New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Harry  Lloyd  Mills,  M.D.,  of  Gouverneur,  died 
on  August  2 at  his  home  at  the  age  of  sixty. 
Dr.  Mills  graduated  in  1930  from  Syracuse 
University  College  of  Medicine.  He  was  an 
attending  physician  at  North  Country  Hospitals 
and  health  officer  for  the  Town  of  Gouverneur. 
Dr.  Mills  was  a member  of  the  American 
Academy  of  General  Practice,  the  St.  Lawrence 
County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medi- 
cal Association. 

James  Aloysius  Taylor,  M.D.,  of  Amenia, 
died  on  March  9 at  the  age  of  sixty-four.  Dr. 
Taylor  graduated  in  1929  from  Georgetown  Uni- 
versity School  of  Medicine.  He  was  a Fellow 
of  the  American  College  of  Surgeons. 

Vivian  Arthur  Van  Volkenburgh,  M.D.,  of 
Delmar,  died  on  February  7 at  Albany  Medical 
Center  Hospital  at  the  age  of  seventy-one.  Dr. 
Van  Volkenburgh  graduated  in  1918  from  the 
University  of  Michigan  School  of  Medicine. 
He  was  a former  assistant  commissioner  for 
local  health  services  of  the  State  of  New  York 
Department  of  Health.  Dr.  Van  Volkenburgh 
was  a Diplomate  of  the  American  Board  of  Pre- 
ventive Medicine  (Public  Health),  a Fellow  of 
the  American  College  of  Preventive  Medicine, 
and  a member  of  the  American  Public  Health 
Association,  the  New  York  Academy  of  Pre- 
ventive Medicine,  the  Albany  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Harold  Raoul  Wainerdi,  M.D.,  of  New  York 
City,  died  on  August  18  at  Memorial  Sloan- 
Kettering  Cancer  Center  at  the  age  of  fifty-three. 
Dr.  Wainerdi  graduated  in  1947  from  Boston 
University  School  of  Medicine.  He  was  an 
assistant  attending  physician  in  rheumatic 
diseases  at  the  Hospital  for  Special  Surgery, 
director  of  demylinating  diseases  at  the  Hospital 
for  Special  Surgery  Outpatient  Department,  an 
attending  physician  at  The  New  York  Hospital 
Outpatient  Department,  a research  associate  in 
medicine  at  the  Jewish  Chronic  Disease  Hos- 
pital, an  attending  physician  in  internal  medi- 
cine at  St.  Barnabas  Hospital  for  Chronic  Dis- 
eases, and  an  attending  physician  in  rheuma- 
tology and  chief  of  the  Au-tlmtis  Clinic  at  Sea 
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View  Hospital  and  Home.  During  the  1950’s 
he  was  director  of  medicine  and  research  for  the 
National  Multiple  Sclerosis  Society.  Dr.  Wain- 
erdi  was  a member  of  the  American  Rheuma- 
tism Association,  the  New  York  Rheumatism 
Association,  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Raymond  G.  Wearne,  M.D.,  of  Pough- 
keepsie, died  on  August  19  at  Vassar  Brothers 
Hospital  at  the  age  of  eighty-one.  Dr.  Wearne 


graduated  in  1910  from  Cornell  University  Medi- 
cal College.  Retired  in  1953  after  more  than 
forty  years  with  the  State  Department  of  Mental 
Hygiene,  he  had  been  senior  director  at  Wassaic 
State  School.  Dr.  Wearne  was  a Diplomate  of 
the  American  Board  of  Psychiatry  and  Neu- 
rology (Psychiatry),  a Life  Fellow  of  Ameri- 
can Psychiatric  Association,  and  a member  of 
the  American  Association  on  Mental  Deficiency, 
the  Dutchess  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 


Share 

Your 

Medical 

Journals 

With 

Colleagues 

Overseas 


The  doctors  of  the  U.S.A.  are  being  asked  to  send  their  medical  journals — 
after  they  have  read  them — to  colleagues  overseas  (Asia,  Latin  America, 
and  Africa)  who  wish  to  have  access  to  current  medical  literature  but, 
either  because  of  currency  regulations  or  actual  cost  involved,  cannot 
themselves  subscribe  to  medical  periodicals.  We  can  supply  you  with 
the  name,  address,  and  medical  specialty  of  doctors  in  these  areas  who 
would  be  happy  to  receive  these  much  wanted  journals,  particularly 
specialty  journals. 

This  is  a direct  “Doctor- to-Doctor”  program  which  is  being  promoted  by 
the  United  States  Committee  of  The  World  Medical  Association  to  help 
alleviate  the  lack  of  current  medical  publications  and  to  further  inter- 
national good  will.  Your  cooperation  in  this  program  will  be  greatly 
appreciated  and  your  contact  with  these  colleagues  in  other  countries,  we 
can  assure  you,  will  prove  very  gratifying.  If  you  wish  to  participate  in 
this  program,  send  your  name,  address,  and  titles  of  journals  you  will 
contribute  to  United  States  Committee,  The  World  Medical  Association. 
10  Columbus  Circle,  New  York  19,  New  York. 


2510  New  York  State  Journal  of  Medicine  / October  1, 1965 


Books  Reviewed 


Your  Guide  to  Foot  Health.  By  Morton 
Walker,  D.S.C.  Octavo  of  203  pages,  il- 
lustrated. Chicago,  Follett  Publishing  Com- 
pany, 1964.  Cloth,  $5.95. 

This  is  as  well  written  as  any  book  possibly 
could  be  for  those  who  do  not  have  the  knowl- 
edge of  the  proper  handling  of  the  base  of  our 
uprightness.  The  medical  profession  appreci- 
ates the  need  for  podiatric  services.  On  page 
71  a controversial  subject  of  differences  of 
opinion  between  the  author  and  certain  phy- 
sicians has  an  emotional  element  that  could  be 
deleted. — Bernard  Seligman,  M.D. 

Surgical  Practice  of  the  Lahey  Clinic.  By 

Members  of  the  Staff  of  the  Lahey  Clinic, 
Boston.  Octavo  of  872  pages,  illustrated. 
Philadelphia,  W.  B.  Saunders  Company,  1962. 
Cloth,  $17. 

The  publication  of  the  Surgical  Practice 
of  the  Lahey  Clinic  began  in  1941.  The  second 
edition  appeared  in  1951  and  the  next  edition 
in  1962.  These  volumes  are  records  of  the 
work  of  the  men  who  are  on  the  staff  of  the 
Lahey  Clinic  and  who  have  had  wide  and  ex- 
tensive experience  in  their  various  fields  of 
specialization.  Each  volume  not  only  pre- 
sents the  current  methods  of  doing  various 
surgical  procedures  but,  also,  reviews  the  past 
experiences  and  documents  data  concerning 
“the  follow-up”  results. 

It  would  be  impossible  to  review  in  detail  a 
book  of  this  sort  because  of  the  wide  diversi- 
fication of  the  subjects  presented.  For  in- 
stance: under  the  general  heading  of  “The 

Brain  and  Spinal  Cord,”  there  are  seven  con- 
tributions. Under  “The  Head  and  Neck,” 
there  are  13;  under  the  subject  of  “The  Breast,” 
there  are  three  contributions;  under  “Esophagus, 
Chest  and  Abdominal  Thoracic  Surgery,” 
there  are  20;  under,  “Small  Intestine,  Sig- 
moid and  Rectum,”  there  are  13;  under 
“Biliary  Tract,”  there  are  15;  under  “Pancreas, 
Adrenal  Gland  and  Spleen,”  there  are  six; 
under  “The  Pelvis,”  there  are  two;  under  the 
heading  “Genito-Urinary  Tract,”  there  are  11; 
under  “Miscellaneous,”  there  are  five.  This 
demonstrates  the  wide  surgical  area  covered  in 
a single  volume. 

The  book  is  highly  recommended  to  the 
resident  who  is  preparing  to  stand  for  the  ex- 
amination in  his  special  Board,  to  the  young 
general  surgeon,  and  to  the  mature  surgeon  who 
will  find  it  of  inestimable  value  in  keeping 
abreast  of  current  trends  in  surgery  and  the 
results  as  presented  by  a group  of  surgical 
specialists  who  have  “diverse  interests  and 
specialized  talents.” 


Frank  H.  Lahey,  M.D.,  wrote  in  the  pref- 
ace to  the  original  edition  the  following: 
“It  has  been  our  experience  that  as  we  have 
standardized  operations,  we  have  widened 
operability,  decreased  mortality,  and  improved 
end-results,  to  say  nothing  about  decreasing 
our  own  burdens  by  lessening  our  apprehensions 
and  worries  about  the  cases.” — Merrill  N. 
Foote,  M.D. 

Tissot’s  Gymnastique  Medicinale  et 
Chirurgicale.  Translated  by  Elizabeth  and 
Sidney  Licht.  With  a facsimile  of  the  original 
French,  and  facsimiles  of  eighteenth-century 
translations  into  German,  Italian  and  Swedish. 
Octavo  of  464  pages.  New  Haven,  Elizabeth 
Licht,  Publisher,  1964.  Cloth,  $12. 

Tissot’s  Medicinal  and  Surgical  Gymnastics 
is  another  in  the  series  of  books  published  by 
Elizabeth  Licht  in  the  field  of  physical  medicine 
and  rehabilitation.  It  is  unique  in  that  it 
reproduces  an  historic  treatise  on  exercise  of 
the  eighteenth  century  in  five  languages— 
English,  French,  German,  Italian,  and  Swedish, 
discusses  the  kinesiology  of  sports  and  rec- 
reational activities,  and  it  is  of  historical  in- 
terest and  well  may  be  purchased  by  collectors 
of  medical  history. 

The  first  128  pages  are  the  English  translation 
and  discuss  the  pros  and  contraindications  of 
motion  and  rest,  the  various  activities  at  play 
and  work  with  the  anatomic  regions  exercised. 
The  second  portion  of  the  English  translation 
encompasses  the  various  clinical  entities  and 
the  type,  duration,  extent,  and  so  forth  of 
exercise  and  activity  of  remedial  value.  The 
translator  has  attempted  to  transpose  eighteenth 
century  medical  knowledge  and  terms  into 
current  medical  terminology.  The  result  is 
an  excellent  readable  insight  into  eighteenth 
century  medicine  and  of  the  wisdom  and  insight 
of  Dr.  Tissot.  His  criteria  for  exercise  therapy 
in  1780  were:  1.  Choose  exercises  which 

appear  more  appropriate  to  fulfill  the  thera- 
peutic indications.  2.  Select  the  time  best 
suited  for  the  exercise.  3.  Prescribe  the  dura- 
tion and  intensity  of  the  exercise  according  to 
the  age  of  the  patient,  as  well  as  his  sex,  tem- 
perament, the  season,  and  so  forth.  4.  Take 
those  special  precautions  after  the  exercise  is 
completed  (page  43). 

Medical  historians  and  physiatrists  interested 
in  the  evolution  of  exercise  therapy  will  find 
this  volume  of  interest  and  clinicians  could 
spend  their  time  to  greater  advantage  by  con- 
sulting the  publisher’s  previous  volumes  on 
“Therapeutic  Exercise”  or  “Massage,  Manipu- 
lation and  Traction.” — Eugene  J.  Rogers, 
M.D. 
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Blood  Coagulation,  Hemorrhage  and 
Thrombosis.  Edited  by  Leandro  M.  Tocan- 
tins, M.D.,  and  Louis  A.  Kazal,  Ph.D.  Octavo 
of  532  pages,  illustrated.  New  York,  Grune  & 
Stratton,  1964.  Cloth,  $17.50. 

This  book  represents  a compendium  of 
coagulation  technics  to  which  the  experienced 
and  inexperienced  student  and  investigator  of 
coagulation  may  turn  for  quick  and  ready  ref- 
erence. Within  its  covers  are  lessons  stress- 
ing effect  of  minor  variation  from  prescribed 
technics  and  its  effect  on  the  results  obtained. 
There  is  an  additional  section  elaborating  some 
experimental  procedures  developed  recently. 
Approximately  94  contributors  of  the  methods 
described  in  this  book  make  this  volume  a fine 
reference  text  for  the  coagulationist. 

It  is  not  suited  ideally  for  student  teaching 
in  that  it  is  not  an  instruction  manual.  It  will, 
however,  provide  expert  and  up-to-date  meth- 
ods useful  in  evaluation  of  a coagulation 
problem.  This  is  what  the  editor  purports 
for  this  effort  and  he  does  succeed. — Alan  N. 
Morrison,  M.D. 

Chemistry  and  Treatment  of  Adrenocor- 
tical Diseases.  By  F.  T.  G.  Prunty,  M.D. 
Octavo  of  380  pages,  illustrated.  Springfield, 
111.,  Charles  C Thomas,  1964.  Cloth,  $14. 

This  book  is  written  by  the  professor  of 
chemical  pathology  of  the  St.  Thomas  Medical 
School  of  the  University  of  London.  He  has 
also  carried  clinical  chores.  It  is  part  of  a 
“Living  Chemistry  Series”  designed  to  ad- 
vance newer  knowledge  of  chemical  medicine 
in  the  cause  of  clinical  practice.  It  has  the 
appeal  of  direct  forthright  English  and  a 
critical  analysis  of  the  value  of  data.  Look 
for  depth  of  chemical  information  and  a dis- 
cussion of  pathophysiology  with  numerous 
tables  and  methods  for  estimating  steroid 
production  and  excretion.  There  are  no  pic- 
tures but  pertinent  chemical  facts  are  given. 
An  excellent  bibliography  is  appended. — 
Bernard  Seligman,  M.D. 

Neoplastic  Disease  at  Various  Sites.  Gen- 
eral Editor  D.  W.  Smithers,  M.D.  Volume  V. 
Tumours  of  the  Kidney  and  Ureter.  Edited 
by  Sir  Eric  Riches,  M.C.,  M.S.  Octavo  of  416 
pages,  illustrated.  Baltimore,  The  Williams 
and  Wilkins  Company,  1964.  Cloth,  $14.50. 

Although  the  prognosis  of  tumors  of  the 
kidney  and  ureter  is  of  necessity  guarded,  the 
use  of  newer  surgical,  chemotherapeutic,  and 
radiologic  technics  has  improved  end  results. 


This  text,  edited  by  one  of  Great  Britain’s 
most  senior  and  experienced  urologic  surgeons, 
presents  the  advanced  technics  that  have 
been  proved  useful  and  thus  offers  advantages 
to  the  simple  nephrectomy  and  ureterectomy 
in  current  use,  a decade  or  two  ago. 

Background  material  is  given  on  historical 
and  statistical  data.  There  is  a presentation 
of  pathology  and  a detailed  discussion  of  the 
newer  radiologic  technics  such  as  nephrotomog- 
raphy and  angiography  that  have  done  much 
to  improve  the  differential  diagnosis  and  treat- 
ment of  the  lesions. 

The  text  is  written  in  the  clear  lucid  style  of 
British  medical  writing  that  leaves  the  reader 
no  doubt  as  to  what  is  in  the  author’s  mind. 
The  print  is  in  bold  type,  very  readable,  and 
excellent  illustrations  augment  the  text. 

This  monograph  should  be  read  by  all 
urologists  and  those  in  training.  Other  phy- 
sicians will  find  interest  in  sections  on  chem- 
otherapy of  nephroblastoma  and  the  ones  of 
general  interest  that  can  be  used  as  sources 
of  reference. — Sidney  R.  Weinberg,  M.D. 

Response  of  the  Nervous  System  to  Ionizing 
Radiation.  Edited  by  Thomas  J.  Haley, 
Ph.D.,  and  Ray  S.  Snider,  Ph.D.  Second 
International  Symposium  held  at  the 
University  of  California,  Los  Angeles. 
Octavo  of  749  pages,  illustrated.  Boston, 
Little,  Brown  and  Company,  1964.  Cloth, 
$18.50. 

This  is  a very  complete  and  impressive 
volume  in  which  the  editors  have  used  the 
contributions  of  111  of  the  leading  investigators 
in  the  discipline  which  is  concerned  with  study- 
ing the  response  of  the  nervous  system  to 
ionizing  radiation. 

The  information  is  organized  as  a collection 
of  individual  papers  arranged  under  five  major 
headings;  cytologic  changes,  changes  in  periph- 
eral nervous  system  and  spinal  cord,  brain 
biochemistry,  functional  changes  in  the  central 
nervous  system,  and  behavior  after  radiation 
of  the  nervous  system.  Within  these  groupings 
each  contributor  presents  the  knowledge  from 
his  specialty  that  bears  significantly  on  the 
study  of  the  nervous  system.  Topics  covered 
include,  among  other  things,  the  most  advanced 
laboratory  technics  and  methodology  developed 
for  investigation  of  the  response  of  the  central 
nervous  system  to  ionizing  radiation. 

Researchers  and  clinicians,  whether  in  the 
fields  of  pathology,  radiology,  radiobiology, 
neurology,  neurophysiology,  biochemistry,  or 
psychology,  will  find  it  an  important  reference 
for  years  to  come. — Bernard  S.  Post,  M.D. 
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Bronchopulmonary 
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ROYAL  VICTORIA  HOSPITAL 

Montreal  2,  Canada 

Post-Graduate  Courses  — Spring  1966 


DIABETES  MELLITUS  AND 
CLINICAL  ENDOCRINOLOGY 

February  7,  8 and  9,  1966 

This  three-day  Course  has  been  arranged 
for  practising  physicians  by  Dr.  Martin  M. 
Hoffman  and  Dr.  Eleanor  E.  McGarry, 
and  will  emphasize  practical  aspects  as 
well  as  recent  advances.  One  day  will  be 
devoted  to  discussions  regarding  the  diagno- 
sis and  treatment  of  Diabetes  Mellitus  and 
its  complications.  Two  days  will  be  spent 
in  consideration  of  the  major  endocrine 
disorders  with  special  attention  to  those 
commonly  observed  in  office  practice. 

Fee:  $75.00  Canadian 

$69.00  U.S.  equiv. 


PROBLEMS  IN  GENERAL 
SURGERY 

April  6,  7 and  8,  1966 

This  Course  is  designed  for  the  surgeon 
in  active  practice.  Sessions  will  include 
abdominal  surgery,  common  peripheral 
vascular  surgery  and  coverage  of  pre-  and 
post-operative  care. 

Teaching  methods  to  be  utilized  are 
practical  demonstrations,  seminars  and 
lectures.  Recent  advances  will  be  empha- 
sized. 

Enrollment  is  limited. 

Fee:  $75.00  Canadian 

$69.00  U.S.  equiv. 


For  further  details,  write  tc:  THE  SECRETARY,  POST-GRADUATE  BOARD, 
ROYAL  VICTORIA  HOSPITAL,  687  Pine  Avenue  West,  Montreal  2,  Quebec,  Canada 


“ That's  the  chief  of  staff  ” 


HALL-BROOKE  HOSPITAL 

WESTPORT,  CONNECTICUT  TEL.  227-1251 

A Dynamically  Oriented  Hospital  for  the 
Care  and  Treatment  of  Psychiatric  Disorders. 

Selected  cases  of  addiction  and  alcoholism 
accepted 

Accredited  by : The  Central  Inspection  Board 
of  the  American  Psychiatric  Ass’n. 

The  Joint  Commission  on  Accreditation  of 
1 lospitals 

Albert  M.  Moss,  M.D.  Leo  H.  Berman,  M.D. 

Medical  Director  Clinical  Director 


HOLBROOK  MANOR  KKG 

Five  Acres  of  Pinewo-  ded  Grounds 

SENILE— AGED 

Non-sectarian,  dietary  laws  observed 
Medical  Director,  O.  L.  Friedman,  M.D.,  Q.P.,  M.A.P.A. 
HOLBROOK,  L.  I.  N.  Y.  Office;  TRafalgar  7-2666 


PINEWOOD  Walter  A me!xpsd?rktorF‘ A P A' 

EST  1930 

J.  Epstein,  M.D.,  L.F.A.PA. — L.  Wender,  M.D.,  L.F.A.P.A. 
Katonah,  N.Y.  Tel:  CEntral  2-3155  NYC,  Direct,  Tel:  CY  5-0264 

A psychiatric  hospital  offering  individual  treatment  for  all 
nervous  and  mental  disorders,  alcoholism  and  drug  addiction. 
Psychoanalytically  oriented.  Pharmacological  and  electro- 
therapeutic  methods.  Rates — moderate. 
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PHYSICIANS  WANTED 


INTERNSHIPS-AMA  APPROVED  ROTATING.  ST. 
Joseph’s  Hospital.  Yonkers,  New  York.  Accredited  165 
bed  hospital.  Integrated  educational  program  organized 
by  Director  of  Medical  Education:  abundant  in-patient 

and  out-patient  material  for  clinical  training.  Annual 
stipend  $4800,  plus  modern  living  accommodations.  Open- 
ings for  July  1966.  ECFMG  certificate  required.  Apply 
Administrator,  St.  Joseph’s  Hospital,  Yonkers,  N.  Y. 


MEDICAL  DIRECTOR  WANTED:  FOR  OUTPATIENT 
rehabilitation  center;  physiatrist,  qualified  or  Board 
certified.  Must  have  New  York  State  license.  Salary 
$20,000  and  up,  depending  on  qualifications,  plus  liberal 
fringe  benefits.  Box  227,  % NYSJM. 


WANTED:  PEDIATRICIAN,  BOARD  CERTIFIED  OR 

eligible,  by  11  man  multispecialty  group  in  university  city 
in  Southwestern  New  York  State,  in  the  heart  of  a recrea- 
tion and  industrial  area.  Starting  first  year  salary  $18,000. 
Full  partner  after  two  years.  Box  235,  % NYSJM. 


WANTED:  YOUNG  FAMILY  PHYSICIAN,  PREFER- 
ably  Board  qualified,  to  associate  with  two  physicians  in 
East  Central  N.Y.  State,  12  miles  from  medical  school. 
Practice  mainly  internal  medicine,  pediatrics  and  some 
minor  traumatic  surgery.  Hospital  privileges  available. 
Salary  first  year,  partnership  later.  Box  249,  % NYSJM. 


FIRST  YEAR  RESIDENT  GENERAL  SURGERY: 
Sudden  vacancy  available  in  four-year  approved  residency 
program  in  800-bed  voluntary  hospital  affiliation,  New 
York  City  area.  Box  247,  % NYSJM. 


PHYSICIAN  (LICENSED  N.Y.  STATE)  FULL  TIME, 
(4  to  5 days  per  week).  Light  work,  Social  Security,  re- 
tirement and  health  benefits,  an  Equal  Opportunity  Em- 
ployer. American  Red  Cross,  Buffalo  Regional  Blood 
Center,  786  Delaware  Avenue,  Buffalo,  N.  Y.  14209.  Call 
TT  6-7500. 


GENERAL  PRACTITIONER  WANTED:  SOLO,  32 

year  old  general  practitioner  needs  an  associate  for  his 
busy  practice.  Obstetrics  also  required.  Small,  nice  town 
25  miles  from  New  York  City  on  the  New  York  State 
Thruway.  Modern  hospital.  914  ME  1-1535. 


UPSTATE  NEW  YORK  COMMUNITY  NEEDS  PHYS- 
ician.  Near  Lake  Ontario,  heart  of  dairy  and  fruit  farm- 
ing area.  Attractive  home  available.  Excellent  schools. 
Unlimited  practice.  Also  in  need  of  a dentist.  Please 
reply  to  Mr.  John  Hall,  Red  Creek,  N.Y.  13143. 


ORTHOPEDIC  SURGEON,  BOARD  ELIGIBLE  OR 
certified  associate,  leading  to  partnership  with  established 
Board  orthopedic  surgeon  engaged  in  steadily  increasing 
private  practice,  in  Queens,  Long  Island,  N.Y.C.  Good 
opportunity.  Box  252,  % NYSJM. 


PHYSICIANS  WANTED— CONT’D 


EXCELLENT  OPPORTUNITY  FOR  GENERAL  PRAC- 
titioner,  Margaretville,  New  York.  Urgently  needed  due  to 
recent  vacancies.  Hospital  fully  accredited.  Recreation 
center,  adequate  educational  and  social  activities.  Min- 
imum income  guarantee.  New  building  program  initiated. 
W.  B.  Sheldon,  Admin.,  Margaretville  Hospital. 


ANESTHESIA— FOR  SURGERY  AND/OR  OBSTET- 
rics.  Full  or  part  time  positions,  New  York  City  licensed 
physicians.  Call  days:  H.  C.  Berger,  M.D.,  IL  7-1300. 


CHIEF  PHYSICAL  THERAPIST:  SEEKS  SELF- 

directed,  seasoned  therapist  with  administrative  initiative 
and  imagination  to  coordinate  department  of  15  physical 
therapists.  Must  be  capable  of  expanding  staff  and  pro- 
grams in  1800  bed  teaching  and  research  chronic  disease 
center,  with  a 240  bed  rehabilitation  unit  serving  adults 
and  children.  Top  salary  depending  on  experience,  fringe 
benefits  and  colege  faculty  appointment.  Inquiries  to: 
Milton  Holtzman,  M.D.,  Chief  of  Rehabilitation  Services, 
New  York  Medical  College,  Center  for  Chronic  Disease, 
Welfare  Island,  New  York  City,  N.Y. 


ANESTHESIOLOGIST,  BOARD  ELIGIBLE,  START 
$22-26,000.  New  department;  excellent  environment  and 
reasonable  work  load;  little  obstetrics.  Bernard  F. 
Brophey,  M.D.,  St.  Luke’s  Hospital,  Newburgh,  New  York. 


POSITIONS  WANTED 


MEDICAL  ASSISTANTS  AND  SECRETARIES.  LAB- 
oratory  and  X-Ray  Techs.  Well  trained  and  highly  quali- 
fied personnel  (male  & female).  Phone  CH  2-2330  Ext. 
6,  Placement  Dept.,  or  write  Eastern  School  for  Physicians’ 
Aides,  Dept.  69,  85  Fifth  Ave.,  New  York  3,  N.  Y. 
(Founded  1936  by  two  member  physicians.) 


BOARD  CERTIFIED  RADIOLOGIST  DESIRES  PART 
time  position  in  the  evening  and  coverage  on  weekends; 
hospital,  clinical  or  private  office.  Broad  experience  in- 
cluding special  procedures.  Eventually  a half  time  posi- 
tion could  be  covered.  Box  229,  % NYSJM. 


ELECTROENCEPHALOGRAPHER  EXPERIENCED, 
own  lab,  seeks  additional  hospital  or  clinic  appointments 
in  New  York  City  or  Long  Island  area.  Box  245,  % 
NYSJM. 


ANESTHESIOLOGIST,  YOUNG,  MARRIED,  BOARD 
eligible,  university  trained,  desires  practice  in  New  York 
City  area  or  adjacent  communities.  Prefer  fee-for- 
service,  any  arrangement  considered.  Box  251,  % NYSJM. 


2516  New  York  State  Journal  of  Medicine  / October  1,  1965 


PUT  Tff* 

in 

qour  mail 


Include 

Jib  cool  numbers 

IN  ALL  ADDRESSES 


postmaster 


PRESTIGE  LOCATION 

For  Medical — Dental  Group 
and  Individual  Practitioners. 

“EXECUTIVE  TOWERS” 

1020  GRAND  CONCOURSE,  BRONX 
23-Story  Air  Conditioned  Apt  Bldg,  (corner  165th  St) 


Exclusively  Reserved  for  Professional  use. 
PRIVATE  ENTRANCES 
2 FLOORS  • PRIVATE  ELEVATORS 
CENTRAL  AIR-CONDITIONING 

IMMEDIATE  OCCUPANCY 

Apply  Renting  Office  on  property  • CY  3-5545 
Carol  Management  Corp. 

Owner — Builder 


REAL  ESTATE  FOR  SALE  OR  RENT— CONT’D 


PRACTICES  FOR  SALE  OR  RENT 


UNUSUAL  OPPORTUNITY:  IDEAL  FOR  G.P.  OR 

specialist.  Lucrative,  established  practice.  Office-home 
combination.  Office  fully  equipped.  Leaving  to  special- 
ize. Sale  or  rental  considered.  Terms  very  reasonable. 
Ideal  location.  Anthony  Gigliotti,  Realtor,  Rome,  New 
York.  (315)-336-3330. 


$50,000  PLUS,  YEARLY  PRACTICE  OF  RECENTLY 
deceased  physician.  20  years  practice  held  intact;  will 
introduce;  populous  Brooklyn  area.  Completely  equip- 
ped, air-conditioned,  4 rooms,  darkroom,  2 bathrooms; 
complete  200  MA  X-ray  equipment,  suitable  for  general 
practitioner,  internist,  radiologist,  and  other  specialties. 
Call  BO  3-1661  (in  Queens). 


FURNISHED  OR  UNFURNISHED  SUITES  AVAIL- 
able.  Ideal  for  specialists.  Flower  Hill  Medical  Bldg., 
Roslyn,  N.  Y.  (516)  MA  7-2840. 


NEW  YORK,  DUTCHESS  COUNTY.  NEW  PROFES- 
sional  building  on  main  business  highway  between  Fish- 
kill  and  Poughkeepsie.  Several  offices  available.  Oc- 
cupants include  OB/Gyn.,  D.D.S.,  and  orthodontist. 
Address  Martin  Rabin,  D.D.S.,  65  South  Clinton  St., 
Poughkeepsie,  New  York.  Phone  (914)  454-0322. 


BEAUTIFUL  FOUR  ROOM  UNFURNISHED  PROFES- 
sional  office,  air-conditioned.  Former  doctor  left  due  to 
illness.  Located  corner  43  Street  and  48th  Avenue  in 
Woodside,  Queens.  Call  784-0148. 


LONG  ISLAND,  SOUTH  SHORE,  ACTIVE  GENERAL 
practice,  on  main  highway,  center  of  town.  Modern,  2 
doctor,  7 room  office  attached  to  2 story  attractive  home 
with  2 car  garage  and  own  parking  area.  Immediate 
practice  and  income.  Obstetrics  if  desired.  Also  suitable 
for  specialists.  Retiring.  Box  250,  % NYSJM. 


MISCELLANEOUS 


PHONE-DICTATION  SERVICE,  24  HOURS,  7 DAYS 
a week.  Dial-A-Letter  simplicity;  expert,  accurate,  low 
costs.  Reports,  general  correspondence.  No  fringe  bene- 
fits; fully  tax  deductible.  Call  BE  3-0663,  or  write  Rolf 
Bergman,  Inc.,  140  Nassau  Street,  New  York,  N.Y.  10038. 


REAL  ESTATE  FOR  SALE  OR  RENT 


80’S  EAST  (5TH  AVE.).  BEAUTIFUL  TOWNHOUSE. 
Profession^  office:  5 rms.,  fir.  thru,  1,000  sq.  ft.  Separate 
entrance.  $350  mo.  Hanfield,  Callen,  Ruland  & Benja- 
min ,434  Sixth  Ave.  (Miss  Preziosi),  OR  4-9100. 


FOR  SALE:  SCARSDALE,  WESTCHESTER  COUNTY. 
Flexible  home  and  office.  Thriving  community  35  minutes 
New  York  City.  Three  room  architect  designed  pro- 
fessional suite,  private  entrance.  Modified  ranch,  five 
bedrooms,  large  living  room,  fireplace,  powder  room,  den, 
terrace  & dining  room.  Restfull,  landscaped  3A  acre 
stately  trees;  golf,  beach,  boating,  clubs  nearby.  Box 
248,  % NYSJM. 


BRIARCLIFF  MANOR,  WESTCHESTER  COUNTY, 
N.Y.  150-year  old  farm-colonial,  $52,900;  ten  rooms 
(6  bedrooms),  4J^  baths,  new  “House  & Garden”  kitchen- 
famiiy  room;  circular  driveway,  lushly  landscaped  acre- 
plus.  Excellent  Briarcliff  schools,  pool  and  supervised  re- 
creational facilities.  Owner  will  take  second  mortgage. 
Contact:  Samuel  Fields,  (914)  941-8700. 


RESORT  TOWN— HOME  FOR  SALE 

Large  1 1 room  house,  6 bathrooms,  located  in  center 
of  Wurtsboro,  N.  Y.  Ideal  location  for  small  Med- 
ical Center.  Doctor  needed  in  area.  Lot  56'  x 
225';  2 story  garage.  Desirable  income  property. 

Mrs.  George  Cooper,  P.O.  Box  327,  Wurtsboro,  N.Y. 
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The  Somatic  Mask: 
menstrual  irregularities 


menopause  or 
psychic  tension? 


Menstrual  irregularities,  along  with  hot  flashes,  fatigue, 
discomfort,  arthralgia  and  other  complaints,  are  classic 
signs  and  symptoms  of  the  menopause.  In  many  cases, 
however,  the  symptoms  may  represent  a “somatic  mask” 
— a psychophysiological  equivalent  of  psychic  tension. 


When  symptoms  stem  from  emotional  problems  or 
stressful  situations,  Valium  (diazepam)  usually  helps  the 
patient  feel  calmer  as  it  alleviates  troubling  symptoms. 
Its  action  is  normally  prompt,  even  in  patients  who 
failed  to  benefit  from  other  tranquilizers.  And  positive 
results  generally  are  achieved  without  impairing  aware- 
ness or  interfering  with  usual  activities.  While  ataxia 
and  drowsiness  may  occur,  such  side  effects  are  avoid- 
able in  most  instances  with  dosage  adjustment. 


Valium  (diazepam) 


In  prescribing:  Dosage  — Adults:  Mild  to  moderate  psycho- 
neurotic reactions,  2 to  5 mg  b.i.d.  or  t.i.d.;  severe  psychoneu- 
rotic reactions,  5 to  10  mg  t.i.d.  or  q.i.d.;  alcoholism,  10  mg 
t.i.d.  or  q.i.d.  in  first  24  hrs,  then  5 mg  t.i.d.  or  q.i.d.  as  needed; 
muscle  spasm  with  cerebral  palsy  or  athetosis,  2 to  10  mg  t.i.d. 
or  q.i.d.  Geriatric  patients:  1 or  2 mg/day  initially,  increase 
gradually  as  needed. 

Contraindications:  Infants,  patients  with  history  of  con- 
vulsive disorders  or  glaucoma. 

"Warning:  Not  of  value  in  the  treatment  of  psychotic  pa- 
tients, and  should  not  be  employed  in  lieu  of  appropriate 
treatment. 

Precautions:, Limit  dosage  to  smallest  effective  amount  in  eld- 
erly patients  (not  more  than  1 mg,  one  or  two  times  daily)  to 
preclude  ataxia  or  oversedation.  Advise  patients  against  pos- 
sibly hazardous  procedures  until  correct  maintenance  dosage 
is  established;  driving  during  therapy  not  recommended.  In 
general,  concurrent  use  with  other  psychotropic  agents  is  not 
recommended.  Warn  patients  of  possible  combined  effects  with 
alcohol.  Safe  use  in  pregnancy  not  established.  Observe  usual 
precautions  in  impaired  renal  or  hepatic  function  and  in  pa- 
tients who  may  be  suicidal;  periodic  blood  counts  and  liver 
function  tests  advisable  in  long-term  use.  Cease  therapy  grad- 
ually. 

Side  Effects:  Side  effects  (usually  dose-related)  are  fatigue, 
drowsiness  and  ataxia.  Also  reported:  mild  nausea,  dizziness, 
blurred  vision,  diplopia,  headache,  incontinence,  slurred  speech, 
tremor  and  skin  rash;  paradoxical  reactions  (excitement,  de- 
pression, stimulation,  sleep  disturbances  and  hallucinations) 
and  changes  in  EEG  patterns.  Abrupt  cessation  after  prolonged 
overdosage  may  produce  withdrawal  symptoms  similar  to 
those  seen  with  barbiturates,  meprobamate  and  chlordiazepox- 
ide  HC1. 

Supplied:  Tablets,  2 mg,  5 mg  and  10  mg;  bottles  of  50. 


Roche  Laboratories 

Division  of  Hoffmann -La  Roche  Im 

NutIey,N.J.  07110 
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For  your  hospitalized  patient- 

before  the 
"point  of  no  return"* 1 


Kantrex 

(kanamycin  sulfate) 

Injection 


rapid  bactericidal  action  in  many  of  the  most  troublesome  Gram-negative  infections 

When  instituted  before  the  "point  of  no  return"1  that  threatens  in  every  severe 
infection,  therapy  with  Kantrex  can  prevent  the  development  of  bacteremic  shock  with 
its  attendant  high  mortality. 

The  specific  bactericidal  activity  of  Kantrex  in  blood,  tissue,  and  urine  eradicates 
the  causative  organism,  not  merely  suppresses  it.2  As  evidence  of  its  remarkable 
effectiveness,  Kantrex  cured  or  improved  79.6%  of  729  Gram-negative 
infections  throughout  the  body.3  Among  Gram-negative  isolates,*  81.8% 
of  413  were  clinically  controlled  by  Kantrex:3 

Total  Good  Response  Poor  Response 


A.  aerogenes 

76 

68 

8 

E.  coli 

161 

135 

26 

Klebsiella 

15 

11 

4 

Proteus 

142 

109 

33 

Paracolon 

19 

15 

4 

413 

338  (81.8%) 

75 

Of  1,815  patients  studied. 

severe  renal  toxicity  was 

observed 

in  less  than  1%  (16  patients),  ototoxicity  of  any  degree  in  less 
than  5%  (90  patients),  and  severe  ototoxicity  in  only  1.7% 

(31  patients).3 

The  risk  of  untoward  reactions  with  Kantrex  Injection  ther- 
apy can  be  minimized  by  observing  the  following  guidelines: 

1.  Avoid  higher-than-recommended  dosage  and  overly- 
prolonged  use. 

2.  Monitor  renal  function. 

3.  Carefully  adjust  dosage  for  patients  with  impaired  renal  function 
or  those  receiving  concurrent  therapy  with  other  potentially  ototoxic  agents. 

*The  evaluated  organisms  represent  those  most  frequently  causative  in  Gram-negative  infections. 

' Pseudomonas  is  not  included  inasmuch  aS  Kantrex  is  not  specifically  recommended  for  this  organism. 


Now  Available: 

New  Kantrex 
Pediatric  Injection 

in  2 ml.  vials  (75  mg./vial). 


Illustration  adapted  from  a copper  engraving, 
which  had  its  origin  in 
DeHumani  Corporis  Fabrica, 

the  classic  16th  century  work  by  Andreas  Vesalius, 
the  noted  Flemish  anatomist. 


References:  1.  Foster,  F.P.:  Postgrad.  Med. 
33:32  (Jan.)  1963.  2.  Yow,  E.M.:  Minnesota 
Med.  47:4 0 (Jan.)  1964.  3.  A Comprehensive 
Analysis  of  Published  Clinical  Experience  in  1,861 
Bacterial  Infections— 1,815  Patients. 

BRISTOL  THERAPEUTIC  SUMMARY:  For  com- 
plete information  consult  Official  Package  Circular. 
Effectiveness:  Broad  clinical  experience  has  estab- 
lished the  effectiveness  of  kanamycin  injection  in 
infections  caused  by  susceptible  organisms  which  in- 
clude E.  coli  and  other  coliforms,  A.  aerogenes,  Shi- 
gella, Salmonella,  K.  pneumoniae,  many  strains  of 
Proteus,  the  Neisseria,  Staphylococci  and  others.  Side 
Effects:  Renal  irritation  evidenced  by  urinary  casts,  albu- 
min, or  blood  cells  may  occur  during  therapy,  but  is  re- 
versible and  does  not  necessarily  indicate  that  therapy  should 
be  stopped.  Skin  eruptions  during  therapy  have  been  noted 
rarely.  Superinfections  with  nonsusceptible  organisms  may 
develop  during  therapy.  Precautions:  Patients  receiving  more 
than  20  Gm.  of  kanamycin  should  be  carefully  observed  for 
signs  of  eighth  nerve  damage  (ototoxicity).  In  patients  with 
impaired  kidney  function,  the  risk  of  severe  ototoxic  reaction 
which  may  result  in  permanent  deafness  is  sharply  increased.  In 
such  cases  the  dosage  should  be  reduced  and  the  interval  between 
doses  should  be  lengthened.  If  there  is  evidence  of  nitrogen  retention 
(increasing  NPN,  BUN,  creatinine  or  oliguria)  during  therapy,  the  dosage 
should  be  stopped  and  the  hearing  checked.  Previous  therapy  with  poten- 
tially ototoxic  drugs  may  increase  the  risk  of  ototoxicity  with  kanamycin  ther- 
apy. Usual  Dose:  15  mg. /kg. 


per  day  I.M.  in  divided  dosage 
preferably  at  12-hour  intervals. 


^ BRISTOL 


BRISTOL  LABORATORIES 
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Neo-Synephrine  is  a standard 
among  topical  vasoconstrictors.  It 
is  unsurpassed  for  reducing  nasal 
turgescence  in  colds;  a most  valuable 
aid  in  preventing  and  treating  sinusitis. 


Neo-Synephrine  stops  the  boggy 
feeling  of  colds  at  once— works 
against  factors  that  induce  sinus- 
itis. With  Neo-Synephrine  nose 
drops,  spray  or  jelly,  turbinates 
shrink  on  contact,  obstructed  ostia 
open  and  drainage  is  re-established. 


In  sinusitis,  Neo-Synephrine  helps 
to  promote  drainage  and  hasten 
recovery.*  Used  promptly,  it  helps 
clear  the  stagnant  sinus  and  lessen 
the  chances  of  chronicity. 

Neo-Synephrine  HCI  is  available  in: 
V8°7o  solution  for  infants 
V4°7o  solution  for  children  and  adults 
V4%  pediatric  nasal  spray  for  children 
V2°7o  solution  for  adults 
V2°7o  nasal  spray  for  adults 
V2°7o  jelly  for  children  and  adults 
1 °7o  solution  for  adults  (resistant  cases) 


"■Proctor,  D.  F.:  The  Nose,  Paranasal  Sinuses, 
and  Ears  in  Childhood,  Springfield,  III., 
Charles  C Thomas,  1963,  p.  34. 

Winthrop  Laboratories,  New  York,  N.Y.  10016 

In  colds  and  sinusitis 

Neo-synepluie; 

(brand  of  phenylephrine  hydrochloride' 

solutions/sprays/jell; 
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new  from  Ames 
5 basic  uro-analytical 
facts  in  30  seconds 


Labstix- 

BRAND  REAGENT  STRIPS 

...broadest  urine  screening  possible  from 
a single  reagent  strip 

Urine  test  results  with  Labstix  Reagent  Strips  can  represent 
significant  guides  to  differential  diagnosis  or  therapy  in  many 
conditions.  An  unexpected  “positive”  may  enable  you  to  detect 
hidden  pathology  — long  before  more  recognizable  symptoms 
become  evident.  Negative  results,  which  permit  you  to  rule  out 
abnormalities  in  a broad  clinical  range,  can  serve  as  baseline 
values  for  reference  in  future  examinations.  The  5 colorimetric 
test  areas  encompassed  on  Labstix  Reagent  Strips  are: 

pH -values  are  read  numerically  in  the  essential  range 
of  pH  5 to  pH  9. 

Protein— results  are  read  either  in  the  “plus”  system  or  in 
mg.  % in  amounts  approximating  “trace,”  30, 100,  300,  and  over 
1000  mg.  %. 

Glucose  — provides  a “Yes-or-No”  answer  for  urine  “sugar  spill.” 

Ketones- detects  ketone  bodies  in  urine -both  acetoacetic 
acid  and  acetone.  Reacts  with  as  little  as  5 to  10  mg.  % 
of  acetoacetic  acid. 

Occult  Blood-specific  test  for  intact  red  cells,  hemoglobin  or 
myoglobin.  Results  are  read  as  negative,  small,  moderate  or  large 
amounts. 

Now  a Clear  Reagent  Strip  of  Firm  Construction 
...facilitates  handling  during  testing  procedure.  Excellent  color 
contrast  made  possible  by  the  clear  plastic  strip,  together  with  the 
clearly  defined  color  charts  provided,  permits  precise,  reproducible 
colorimetric  readings  in  all  5 test  areas.  A more  definitive  inter- 
pretation of  uro-analytical  facts  is  made  possible. 

Available:  Labstix  Reagent  Strips,  bottles  of  100  (color  charts 
are  supplied  with  each  bottle). 


Ames  Company,  Inc.,  Elkhart,  Indiana  ames 
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with  Soma  Compound 

carisoprodol  200  mg.,  phenacetin  160  mg.,  caileine  32  mg. 


In  most  patients  with  strains  and 
sprains,  ‘Soma’  Compound  can 
reduce  recovery  time  because  of 
its  ability  both  to  relieve  pain 
and  to  relax  muscle.  In  a con- 
trolled study  of  patients  in  an 
industrial  practice,  R.  6.  Conant 
reported  that  ‘Soma’  Compound 
shortened  recovery  time  an  aver- 
age of  25%  as  compared  with 
aspirin.1  In  addition,  complete  or 
marked  relief  was  noted  in  94% 
of  patients  treated  with  ‘Soma’ 
Compound,  as  compared  to  46% 
of  patients  treated  with  aspirin. 

1.  Conant,  R.  G.:  Reduction  of  industrial  time-loss: 
treatment  with  carisoprodol  compound  in  muscu- 
loskeletal disorders.  Industr.  Med.  Surg.  33: 25, 
Jan.  1964. 


Also  available  with  Vn  gr.  codeine  as  ‘Soma’  Compound  with  Codeine:  cariso- 
prodol 200  mg.,  phenacetin  160  mg.,  caffeine  32  mg.,  codeine  phosphate 
16  mg.  (Warning:  may  be  habit-forming.) 

Indications:  ‘Soma’  Compound  and  ‘Soma’  Compound  with  Codeine  are  useful  for  relief 
of  pain  and  stiffness  in  traumatic,  rheumatic  and  other  conditions  affecting  muscles 
and  joints.  Contraindications:  Allergic  or  idiosyncratic  reactions  to  carisoprodol,  phena- 
cetin, or  codeine  phosphate.  Precautions:  Phenacetin- With  long-term  use,  give  cautiously 
to  patients  with  anemia  and  cardiac,  pulmonary,  renal  or  hepatic  disease.  May  damage 
the  kidneys  when  used  in  large  amounts  or  for  long  periods.  Caffeine- Not  recommended 
for  persons  extremely  sensitive  to  its  CNS  stimulating  action.  Codeine  phosphate -Msg 
with  caution  in  addiction-prone  individuals.  Carisoprodol- Carisoprodol,  like  otner  central 
nervous  system  depressants,  should  be  used  with  caution  in  patients  with  known  pro- 
pensity for  taking  excessive  quantities  of  drugs  and  in  patients  with  known  sensitivity 
to  compounds  of  similar  chemical  structure,  e.g.  meprobamate.  Side  effects:  Drowsi- 
ness, lightheadedness,  dizziness,  and  gastric  complaints  have  been  reported  infrequently 
for  either  or  both  of  these  preparations.  Phenacetin-Side  effects  are  extremely  rare  with 
short-term  use  of  recommended  doses.  Prolonged  ingestion  of  overdoses  may  produce 
dyspnea,  cyanosis,  hemolytic  anemia,  skin  rash,  anorexia,  subnormal  temperature, 
insomnia,  headache,  mental  disturbances,  and  tolerance.  Caffeine-  Side  effects  are 
almost  always  the  result  of  overdosage.  Average  doses  may  rarely  cause  nausea,  nerv- 
ousness, insomnia,  and  diuresis.  Excessive  dosage  may  produce,  in  addition,  restless- 
ness, nervousness,  tolerance,  tinnitus,  tremors,  scintillating  scotomata,  tachycardia, 
and  cardiac  arrhythmias.  Codeine  phosphate- Possible  side  effects  are  nausea,  vomiting, 
constipation,  and  miosis.  Carisoprodol -The  only  side  effect  reported  with  any  frequency 
is  sleepiness,  usually  on  higher  than  recommended  doses.  An  occasional  patient  may 
not  tolerate  carisoprodol  because  of  an  individual  reaction,  such  as  a sensation  of 
weakness.  Other  rarely  observed  reactions  have  included  dizziness,  ataxia,  tremor, 
agitation,  irritability,  headache,  increase  in  eosinophil  count,  flushing  of  face,  and 
gastrointestinal  symptoms.  One  instance  each  of  pancytopenia  and  leukopenia,  occur- 
ring when  carisoprodol  was  administered  with  other  drugs,  has  been  reported,  as  has 
an  instance  of  fixed  drug  eruption  with  carisoprodol  and  subsequent  cross-reaction  to 
meprobamate.  Rare  allergic  reactions,  usually  mild,  have  included  one  case  each  of 
anaphylactoid  reaction  with  mild  shock  and  angioneurotic  edema  with  respiratory  diffi- 
culty, both  reversed  with  appropriate  therapy.  In  cases  of  allergic  or  hypersensitivity 
reaction,  carisoprodol  should  be  discontinued  and  appropriate  therapy  initiated.  Suicidal 
attempts  may  produce  coma  and/or  mild  shock  and  respiratory  depression.  Dosage: 
Usual  adult  dosage  of  ‘Soma’  Compound  or  ‘Soma’  Compound  with  Codeine  is  one  or 
two  tablets  three  times  daily  and  at  bedtime.  Supplied:  ‘Soma’  Compound,  orange  tab- 
lets, each  containing  carisoprodol  200  mg.,  phenacetin  160  mg.,  and  caffeine  32  mg. 
‘Soma’  Compound  with  Codeine,  white  capsule-shaped  tablets,  each  containing  cariso- 
prodol 200  mg.,  phenacetin  160  mg.,  caffeine  32  mg.,  and  codeine  phosphate  16  mg. 
Narcotic  order  form  required.  Before  prescribing,  consult  package  circular. 

WALLACE  LABORATORIES  / Cranbury,  N.  J.  cso-sibs 
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For  predictability  of  action, 
purity,  and  uniform  potency... 


The  original  DIGITOXIN 

DIGITALINE  NATIVELLE® 

Presented  in  a full  range  of 
convenient  dose  forms,  all 
interchangeable  by  reason  of 
total  absorption. 

For  complete  prescribing  information 
See  package  circular.  P.  D.  R.  or  write: 

Professional  Service  Division 
E.  Fougera  & Company,  Inc. 


In  asthma  and  emphysema,  OPTIPHYLLIN 
with  its  high  absorption  index  attains  r 
predictable,  dependable  therapeutic  k 
blood  levels,  thereby  relieving  the  feeling 
of  “internal  suffocation”.  Prolonged  ; 
periods  of  remission  and  reduction  in  the 
severity  of  attacks  extend  the 
“atmosphere  of  freedom.'  ‘ 

The  refreshing  green  mint  flavor  of 
OPTIPHYLLIN  tends  to  assure  patient  : 
acceptability  and  to  prevent  drug  fatigue.  J 
Thus  for  efficacy  and  acceptability,  it  is 
a drug  of  first  choice  in  the  treatment  ... 

of  asthmatic  conditions.  t, 


Indicated  in  the  management  of  bronchial 
asthma,  emphysema  and  other  pulmonary 
disorders  associated  with  bronchospasm. 


PRODUCTS  OF  NATIVELLE  INC.  DISTRIBUTED  BY  E.  FOUGERA  & CO.,  INC.,  HICKSVILLE,  NEW  YORK 


Air  for  the  asthmatic... 
in  an  atmosphere  of  freedom. 


osage  (Calibrated  dosage  cup  dispensed  with  each  prescription) 

IS  ach  15  ml.  (1  tablespoonful)  contains  theophylline  80  mg.,  20%  alcohol. 

C [he  adult  dose  in  acute  asthma  attacks  is  75  ml.  of  OPTIPHYLLIN, 
ig  rovided  theophylline  in  any  form  has  not  been  given  in  the  preceding 
.j  l hours.  A maintenance  dose  of  30  ml.  of  OPTIPHYLLIN  can  be  initiated 
3 to  8 hours  later  and  maintained  t.i.d.  Maintenance  doses  in  chronic 
ulmonary  conditions  associated  with  bronchospasm  and  in  emphysema 
e ary  from  45  ml.  to  30  ml.  t.i.d. 

11  he  pediatric  dose  in  acute  asthma  is  0.5  ml.  per  pound  of  body  weight, 

,i  ot  to  be  repeated  in  less  than  6 hours,  and  not  more  than  2 such  dosages 
, > be  given  in  24  hours.  Maintenance  dosage  varies  from  0.3  ml.  to  0.2  ml. 

er  pound  of  body  weight  t.i.d.  until  therapeutic  effect  is  obtained. 

: 'PTIPHYLLIN  is  best  absorbed  on  an  empty  stomach.  (Since  nausea 
3 nd  vomiting  usually  herald  early  signs  of  excessively  high  theophylline 
lood  levels,  these  manifestations  should  serve  as  early  warning  signs 
S.  5 reduce  or  discontinue  further  administration  of  OPTIPHYLLIN.) 

ide  effects  and  precautions.  As  with  all  theophylline  preparations, 

1 ccasional  nausea,  epigastric  and  substernal  burning  pain  and  rare 
• pisodes  of  vomiting  may  be  encountered.  Other  minor  complaints  are 
alpitations,  dizziness,  nervousness  and  headache.  Overdosage, 
articularly  in  children,  has  led  to  severe  vomiting,  convulsions  and 
sthargy.  Theophylline  should  be  given  with  caution  in  the  presence  of 
( eptic  ulcer  and  gout. 


Opti 

phylliri 

theophylline 

elixir 


See  how  much  more  acceptable  this 
“cordial”  green  mint  flavor  can  be... 


Medical  News 


Blue  Shield  establishes 
memorial  award 

The  establishment  of  an  annual  award  to 
honor  the  memory  of  Norman  A.  Welch,  M.D., 
president  of  the  American  Medical  Association 
when  he  died  last  year,  was  announced  recently 
by  the  National  Association  of  Blue  Shield  Plans. 

The  Norman  A.  Welch,  M.D.,  Memorial 
Award  will  be  presented  annually  to  the  author 
of  the  most  scholarly  and  meritorious  contribu- 
tion to  the  literature  of  medical  economics 
during  that  year.  The  work  for  consideration 
this  year  can  be  an  article  or  series  of  articles,  a 
book,  or  a paper  published  or  presented  between 
July  1,  1964,  and  June  30,  1965. 

The  award  consists  of  a solid  gold  medallion 
emblazoned  with  the  bust  of  Dr.  Welch  to  be 
presented  to  the  author  and  $1,000  contributed 
in  the  author’s  name  to  the  Norman  A.  Welch 
Memorial  Fund  of  the  American  Medical  Asso- 
ciation Education  and  Research  Foundation. 

The  literature  to  be  judged  will  be  compiled 
by  the  library  of  the  National  Association  of 
Blue  Shield  Plans.  Judging  will  be  done  by  a 
three-man  awards  committee  composed  of  repre- 
sentatives from  the  American  Medical  Writers’ 
Association,  the  American  Medical  Association, 
and  the  board  of  directors  of  the  National 
Association  of  Blue  Shield  Plans. 

Announcement  of  this  year’s  winner  will  be 
made  at  the  1965  annual  program  conference  of 
the  National  Association  of  Blue  Shield  Plans 
in  Chicago  on  October  25. 

Health  dollar  backs  new 
cancer  case-finding  program 

Two  budget  shifts  in  the  New  York  State 
Department  of  Health’s  cancer  control  program 
aimed  at  “more  value  for  the  public  health 
dollar”  were  announced  recently  by  Hollis  S. 
Ingraham,  M.D.,  State- Health  Commissioner. 

Beginning  July  1,  1966,  the  Department  will 
discontinue  State  aid  to  four  cancer  detection 
centers:  Albany  Medical  Center  Hospital, 

Memorial  Hospital,  Albany,  Edward  J.  Meyer 
Memorial  Hospital,  Buffalo,  and  Baden  Street 
Health  Center,  Rochester.  The  money  will  be 
applied  instead  to  cancer  case-finding,  using 
cytology  to  expand  the  cervical  cancer  detection 
program  in  hospitals. 

In  another  change,  which  will  become  effective 
January  1,  1966,  the  Department  will  divert 

Material  for  inclusion  in  the  medical  news  section  must  be 
received  six  weeks  prior  to  publication  date. 


funds  from  20  tumor  clinics  throughout  the 
State  to  support  tumor  registries.  The  amounts 
involved  are  eliminating  $30,000  a year  for 
cancer  detection  centers  and  $29,000  for  tumor 
clinics.  The  new  budget  will  appropriate  an 
increase  from  $38,000  to  $62,000  a year  for 
cytologic  work  and  additional  State  aid  of 
$37,000  for  tumor  registries. 

Throughout  the  years,  Dr.  Ingraham  ex- 
plained, the  Department  has  supported  clinics 
as  demonstration  projects  to  show  physicians 
and  the  public  the  value  of  such  services.  De- 
partment policy  is  to  shift  such  funds  to  other 
projects  after  a time.  He  added  that  the  four 
demonstration  projects  had  established  their 
potential  value,  and  that  it  was  now  a local 
responsibility  to  determine  whether  they  should 
continue. 

Cytologic  detection  of  cancer  is  less  expensive, 
Dr.  Ingraham  said,  and  also  saves  more  lives 
because  it  reveals  cancer  earlier  and  among 
younger  persons.  The  cervical  cancer  detection 
program  in  hospitals  screens  woman  patients 
admitted  for  any  reason.  The  program  now  has 
18  participating  hospitals,  and  it  is  hoped  the 
new  funds  will  increase  this  number.  The 
Department  of  Health  estimates  that  the  opera- 
tion of  cancer  detection  centers  costs  about 
$6,000  for  each  cancer  case  discovered  among  the 
thousands  of  persons  examined.  Cytologic  test- 
ing would  average  about  $700  per  case  found. 

Dr.  Ingraham  said  the  additional  money  for 
tumor  registries  will  help  hospitals  to  evaluate 
the  effectiveness  of  their  cancer  care.  A registry 
assembles  information  on  every  cancer  patient 
who  has  been  hospitalized  and  follows  his  prog- 
ress from  discharge  to  the  end  of  his  life. 

The  20  tumor  clinics,  arranged  by  county,  are: 
Albany:  Albany  Medical  Center  Hospital  and 

Memorial  Hospital;  Broome:  Charles  S.  Wilson 

Memorial  Hospital,  Johnson  City;  Chenango: 
Chenango  Memorial  Hospital,  Norwich; 
Delaware:  Delaware  Valley  Hospital,  Walton; 
Dutchess:  Vassar  Brothers  Hospital,  Pough- 
keepsie; Erie:  Buffalo  General  Hospital  and 

Edward  J.  Meyer  Memorial  Hospital;  Franklin: 
General  Hospital  of  Saranac  Lake;  Monroe: 
Highland  Hospital  of  Rochester  and  Strong 
Memorial  Hospital,  Rochester;  Oneida:  St. 

Elizabeth  Hospital,  Utica;  Onondaga:  Syracuse 
Memorial  Hospital;  Orange:  St.  Luke’s  Hos- 
pital, Newburgh;  Otsego:  Mary  Imogene  Bas- 

sett Hospital,  Cooperstown,  and  Aurelia  Osborn 
Fox  Memorial  Hospital,  Oneonta;  Rensselaer: 
Samaritan  Hospital,  Troy;  Rockland:  Nyack 

Hospital;  Schenectady  : Ellis  Hospital,  Schenec- 
tady. 
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What  benefits  do  you  look  for  in  a douche? 


i 


More  prompt  and  effective  symptomatic  relief 


When  vaginitis  is  a problem,  there  is  increasing 
evidence  that  an  alkaline  douche  such  as 
StomAseptine  provides  superior  benefits. 

In  pruritus  vulvae,  Weese1  reports  that  “I  have 
found  StomAseptine  to  provide  prompt  relief... be- 
cause it  dissolves  and  removes  leukorrheal  secre- 
tions which  probably  cause  and  intensify  the 
vaginal  itching  and  burning.”  Davis2  had  better 
success  “with  alkaline  preparations... patients  re- 
ported them  more  soothing  than  the  previously 
used  acid  solutions.”  MacGuigan3  recently  re- 
ported that  the  alkaline  douche  is  his  method  of 


choice  in  treating  vaginal  moniliasis.  StomAseptine 
was  found  most  satisfactory  in  relieving  symptoms 
of  vaginal  irritation,  soreness,  and  burning. 

StomAseptine  releases  nascent  oxygen  which  in- 
terferes with  the  growth  of  the  essentially  anaero- 
bic Trichomonas  vaginalis,  making  it  more  vulner- 
able to  specific  trichomonicidal  agents. 

Weese1  has  found  StomAseptine  to  be  a highly 
effective  mucolytic  cleansing  agent.  Peel4  has  em- 
phasized the  value  of  alkaline  douches  in  remov- 
ing the  highly  acid  discharge  associated  with 
Trichomonas  and  Monilia  vaginitis. 


an  oxidizing  mucolytic  cleansing  agent  for  adjunctive  therapy 


sodium  perborate,  sodium  bicarbonate, 

sodium  chloride,  borax,  menthol,  thymol,  eucalyptol, 

methyl  salicylate,  aromatics. 


Literature  and  professional  supply  on  request. 

References:  1.  Weese,  W.  H.:  Personal  communication,  Sept.  25, 
1964;  2.  Davis,  C.  H.:  J.A.M.A.  157:126  (Jan.  8)  1955;  3.  MacGuigan, 

J.  F.:  Personal  communication,  Nov.  1,  1963;  4.  Peel,  J.  H.:  Text- 
book of  Gynecology,  5th  Ed.,  London,  Wm.  Heineman,  1958,  p.  383. 
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. . it  is  extremely  difficult  and  sometimes  impossible  to  differentiate  between 
‘ pure  depression * and  anxiety  and  it  is  questionable  whether  depression  with- 
out a certain  degree  of  anxiety  really  exists” 

Lehmann,  H.  E.,  Canad.  Psychiat.  Assn.  J.  4(S):  1-12,  1959 
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An  antidepressant  designed 
for  the  clinical  realities 
of  office  practice 


As  many  physicians  have  reported,  the  large 
majority  of  neurotic  depressed  patients  suf- 
fer from  both  depression  and  anxiety.  It 
may  be  difficult  to  decide  whether  these 
patients  are  primarily  depressed  or  pri- 
marily anxious.  And  yet  drug  treatment  of 
only  the  symptom  which  seems  more 
prominent  may  exacerbate  the  untreated 
element  of  the  depression  complex. 
Consequently,  it  would  seem  that  therapy 
specifically  aimed  at  both  the  depression 
and  associated  anxiety  and  tension  should 
increase  success  in  treatment. 

This  is  one  of  the  important  reasons  why 
‘DeproP  has  proved  particularly  helpful. 
For  ‘Deprol’  acts  rapidly  both  to  lift  the 
mood  and  to  relieve  the  associated  anxiety, 
tension  and  insomnia. 

And  side  effects,  at  recommended  dosage, 
have  been  infrequent  and  generally  readily 
controlled. 

Indications:  ‘Deprol’  is  useful  in  the  management  of 
depression,  both  acute  (reactive)  and  chronic.  It  is  par- 
ticularly useful  in  the  less  severe  depressions  and  where 
the  depression  is  accompanied  by  anxiety,  insomnia,  agi- 
tation, or  rumination.  It  is  also  useful  for  management 
of  depression  and  associated  anxiety  accompanying  or 
related  to  organic  illnesses. 

Contraindications:  Benactyzine  hydrochloride  is  contra- 
indicated in  glaucoma.  Previous  allergic  or  idiosyncratic 
reactions  to  meprobamate  contraindicate  subsequent  use. 
Precautions:  Meprobamate— Careful  supervision  of  dose 
and  amounts  prescribed  is  advised.  Consider  possibility 
of  dependence,  particularly  in  patients  with  history  of 
drug  or  alcohol  addiction;  withdraw  gradually  after  use 
for  weeks  or  months  at  excessive  dosage.  Abrupt  with- 
drawal may  precipitate  recurrence  of  pre-existing  symp- 
toms, or  withdrawal  reactions  including,  rarely,  epilepti- 
form seizures.  Should  meprobamate  cause  drowsiness  or 
visual  disturbances,  the  dose  should  be  reduced  and 
operation  of  motor  vehicles  or  machinery  or  other  activ- 
ity requiring  alertness  should  be  avoided  if  these  symp- 
toms are  present.  Effects  of  excessive  alcohol  may  pos- 


sibly be  increased  by  meprobamate.  Grand  mal  seizures 
may  be  precipitated  in  persons  suffering  from  both  grand 
and  petit  mal.  Prescribe  cautiously  and  in  small  quanti- 
ties to  patients  with  suicidal  tendencies. 

Side  effects:  Side  effects  associated  with  recommended 
doses  of  ‘Deprol’  have  been  infrequent  and  usually  easily 
controlled.  These  have  included  drowsiness  and  occa- 
sional dizziness,  headache,  infrequent  skin  rash,  dryness 
of  mouth,  gastrointestinal  symptoms,  paresthesias,  rare 
instances  of  syncope,  and  one  case  each  of  severe  nerv- 
ousness, loss  of  power  of  concentration,  and  withdrawal 
reaction  (status  epilepticus)  after  sudden  discontinua- 
tion of  excessive  dosage. 

Benactyzine  hydrochloride  — Benactyzine  hydrochloride, 
particularly  in  high  dosage,  may  produce  dizziness, 
thought-blocking,  a sense  of  depersonalization,  aggra- 
vation of  anxiety  or  disturbance  of  sleep  patterns,  and 
a subjective  feeling  of  muscle  relaxation,  as  well  as 
anticholinergic  effects  such  as  blurred  vision,  dryness 
of  mouth,  or  failure  of  visual  accommodation.  Other 
reported  side  effects  have  included  gastric  distress,  al- 
lergic response,  ataxia,  and  euphoria. 

Meprobamate— Drowsiness  may  occur  and,  rarely,  ataxia, 
usually  controlled  by  decreasing  the  dose.  Allergic  or 
idiosyncratic  reactions  are  rare,  generally  developing 
after  one  to  four  doses.  Mild  reactions  are  characterized 
by  an  urticarial  or  erythematous,  maculopapular  rash. 
Acute  nonthrombocytopenic  purpura  with  peripheral 
edema  and  fever,  transient  leukopenia,  and  a single  case 
of  fatal  bullous  dermatitis  after  administration  of  mepro- 
bamate and  prednisolone  have  been  reported.  More 
severe  and  very  rare  cases  of  hypersensitivity  may  pro- 
duce fever,  chills,  fainting  spells,  angioneurotic  edema, 
bronchial  spasms,  hypotensive  crises  (1  fatal  case), 
anuria,  anaphylaxis,  stomatitis  and  proctitis.  Treatment 
should  be  symptomatic  in  such  cases,  and  the  drug 
should  not  be  reinstituted.  Isolated  cases  of  agranulocy- 
tosis, thrombocytopenic  purpura,  and  a single  fatal 
instance  of  aplastic  anemia  have  been  reported,  but  only 
when  other  drugs  known  to  elicit  these  conditions  were 
given  concomitantly.  Fast  EEG  activity  has  been  re- 
ported, usually  after  excessive  meprobamate  dosage. 
Suicidal  attempts  may  produce  lethargy,  stupor,  ataxia, 
coma,  shock,  vasomotor  and  respiratory  collapse.  ( 
Dosage:  Usual  starting  dose,  one  tablet  three  or  four 
times  daily.  May  be  increased  gradually  to  six  tablets 
daily  and  gradually  reduced  to  maintenance  levels  upon 
establishment  of  relief.  Doses  above  six  tablets  daily  are 
not  recommended  even  though  higher  doses  have  been 
used  by  some  clinicians  to  control  depression  and  in 
chronic  psychotic  patients. 

Supplied:  Light-pink,  scored  tablets,  each  containing 
meprobamate  400  mg.  and  benactyzine  hydrochloride 
1 mg. 

Before  prescribing , consult  package  circular.  co-5749 


meprobamate  400  mg.  + 
benactyzine  hydrochloride  1 mg. 
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Education  Department  restricts 
sale  of  drug  preparations 

The  New  York  State  Education  Department 
has  issued  a list  of  13  drugs  and  chemicals  which 
may  be  sold  at  retail  only  in  registered  pharma- 
cies and  only  under  the  supervision  of  a pharma- 
cist licensed  to  practice  in  New  York  State. 
Any  proprietary  remedy  containing  one  or  more 
of  the  following  active  ingredients  is  subject  to 
this  restriction:  antibiotics;  antihistamine  prep- 
arations; antipyrine;  atropine  or  derivatives; 
bromide  preparations;  caramiphen  ethane- 
disulfonate;  carbetapentane  citrate;  ephedrine; 
hyoscine  hydrobromide  (scopolamine  prepara- 
ations);  ipecac  (emetic);  phenacetin;  phenyl- 
ephrine hydrochloride;  and  theophylline. 

War  on  pollution  goes  into  effect 

A new  State  policy  to  step  up  the  war  on  water 
pollution  by  upgrading  municipal  and  industrial 
sewage  treatment  requirements  was  announced 
recently  by  Hollis  S.  Ingraham,  M.D.,  New 
York  State  Health  Commissioner.  “These 
higher  standards  reflect  the  mounting  concern 
of  citizens  over  the  gross  pollution  of  our  State’s 
waters  and  their  determination  to  get  it  cleaned 
up,”  Dr.  Ingraham  said. 

The  new  policy  calls  for  comprehensive  studies 
of  water  supply  and  sewer  systems  in  every 
major  urban  area  where  needed  as  a precondition 
for  getting  State  aid  for  building  pollution  con- 
trol plants.  “Engineering  studies  will  also  be 
required  in  every  city  with  a combined  sewer 
system,”  Dr.  Ingraham  reported.  “This  will 
make  it  possible  to  alter  these  systems  to  mini- 
mize spillovers,  provide  treatment  when  feasible, 
and  maintain  watchdog  operations.” 

Sewage  discharged  into  waters  of  the  State 
must  now  meet  these  upgraded  requirements: 


Class 

Best  Use 

New  Requirement 

AA 

Drinking  supply 

Tertiary  treatment, 
chlorination 

A 

Drinking 

Secondary  treatment, 
chlorination 

B 

Bathing 

Secondary  treatment, 
chlorination 

C 

Fishing 

Secondary  treatment 

D 

Industry,  agriculture,  drain- 
age 

Primary  treatment 

E 

Navigation,  waste  disposal 

Primary  treatment 

F 

Waste  disposal 

Primary  treatment 

Formerly,  Dr.  Ingraham  said,  levels  of  treat- 
ment were  often  subject  to  lengthy  negotiation. 
“But  no  longer,”  he  added.  “The  people  of 
New  York  State  want  pure  water  and  they  want 
it  now.  We  propose  to  see  that  they  get  it,  as 
quickly  and  as  efficiently  as  humanly  possible.” 
The  new  policy  requires  sewage  to  meet  treat- 
ment requirements  for  the  “highest  downstream 
classification,”  not  just  the  classification  of  the 
immediate  receiving  waters. 

In  urban  areas  there  will  be  emphasis  on 
establishing  large,  single  systems  for  collecting 


and  treating  sewage  rather  than  scattered 
smaller  systems. 

Industrial  polluters  will  be  required  to  meet 
the  higher  requirements.  “This,”  Dr.  Ingra- 
ham noted,  “will  require  continual  surveillance 
by  industries  of  all  their  wastes,  plus  periodic 
State  review.” 

The  new  requirements  will  apply  to  all  new 
sewage  outlets,  to  all  applications  for  changing 
existing  equipment,  to  all  State  aid  applicants 
for  construction,  operation,  and  maintenance 
funds,  and  to  all  those  applying  for  any  kind  of 
permit  to  discharge  waste  water.  Dr.  In- 
graham said  that  public  hearings  will  be  held 
whenever  the  public  interest  requires  it  and  also 
to  help  evaluate  progress. 

N.Y.U.  names  Horowitz 
Visiting  Professor 

New  York  University  School  of  Medicine  has 
designated  Fritz  Buchthal,  M.D.,  of  Copen- 
hagen, Denmark,  as  the  1965  Horowitz  Visiting 
Professor  of  Physical  Medicine  and  Rehabili- 
tation. Dr.  Buchthal  is  a professor  of  neuro- 
physiology and  the  director  of  the  Institute  of 
Neurophysiology  at  the  University  of  Copen- 
hagen. 

Announcement  of  the  appointment  was  made 
by  Saul  J.  Farber,  M.D.,  acting  dean  of  the 
New  York  University  School  of  Medicine. 
Selection  for  the  post  is  made  at  the  request  of 
the  faculty  of  the  Department  of  Physical 
Medicine  and  Rehabilitation.  The  Professor- 
ship was  established  by  the  New  York  Univer- 
sity Medical  Center  in  1958  to  honor  the  late 
Louis  J.  Horowitz,  benefactor,  honorary  trustee, 
and  one  of  the  original  founders  of  the  Institute 
of  Physical  Medicine  and  Rehabilitation.  He 
bequeathed  approximately  $11  million  to  the 
Medical  Center  for  the  Institute,  which  made  a 
total  of  more  than  $12  million  he  had  given  to 
the  Institute  since  1949. 

Dr.  Buchthal  will  present  the  Seventh  Annual 
Horowitz  Lecture  at  4:00  p.m.  on  October  14  in 
the  auditorium  of  Alumni  Hall,  New  York  Uni- 
versity Medical  Center,  550  First  Avenue,  New 
Y ork  City.  His  topic  will  be  “Physiological  and 
Clinical  Aspects  of  Action  Potential  Recordings 
from  Sensory  Nerve  in  Man.” 

July  scheduled  for 
obstetrics  and  gynecology  boards 

The  next  Part  I written  examination  of  the 
American  Board  of  Obstetrics  and  Gynecology 
will  be  given  at  10:00  a.m.  on  Saturday,  July  2, 
1966.  Applications  will  be  accepted  for  this 
examination  only  during  January  and  February, 
1966. 

All  candidates  having  completed  an  approved 
progressive  residency  training  program  with 
eighteen  months  each  of  obstetrics  and  gynecol- 
ogy as  of  June  30,  1966,  will  be  eligible  to  apply. 
Application  forms  and  current  bulletins  may  be 
obtained  by  writing  to:  Clyde  L.  Randall, 

M.D.,  Secretary-Treasurer,  American  Board  of 

continued  on  page  2536 
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an  important  contribution  to  the  practice  of  medicine 


(CHLORAMPHENICOL) 


-’Complete  information 


PARKE-DAVIS 


continued  from  page  2534 

Obstetrics  and  Gynecology.  100  Meadow  Road, 
Buffalo,  New  York  14216. 

Diplomates  of  this  Board  are  urged  to  keep 
the  secretary’s  office  informed  of  any  change  in 
address. 

Superconducting  magnetic  lens 
tested  successfully 

A significant  advance  in  the  field  of  super- 
conductivity research  has  been  achieved  by  the 
Atomic  Energy  Commission’s  Brookhaven  Na- 
tional Laboratory.  For  the  first  time,  a super- 
conducting quadrupole  magnetic  lens  has  been 
designed,  constructed,  and  tested  successfully. 
Although  relatively  small  in  size,  the  lens  pro- 
duces magnetic  field  gradients  of  ten  kilogauss 
per  centimeter,  which  is  approximately  five 
times  as  high  as  those  obtained  with  conven- 
tional iron  quadrupoles. 

The  lens  was  designed  and  built  as  part  of  a 
program  sponsored  by  the  Atomic  Energy 
Commission  to  study  superconductivity  phe- 
nomena and  to  develop  their  practical  applica- 
tions where  high  magnetic  fields  are  required. 

The  successful  testing  of  the  lens  at  Brook- 
haven  indicates  that  lenses  of  considerably 
higher  field  gradients  can  be  produced,  which 
would  enable  beams  of  charged  particles  to  be 
transported  and  focused  in  much  shorter  dis- 
tances than  heretofore.  This  will  be  of  great 
interest  in  high-energy  physics  experiments 
where  particles  of  very  short  lifetimes  are  in- 
volved. 

A further  advantage  of  the  new  quadrupole 
lens  lies  in  its  lack  of  electrical  power  require- 
ments. For  example,  it  is  estimated  that  a 
considerable  saving  in  annual  power  costs  would 
be  effected  by  replacing,  with  superconducting 
lenses,  the  conventional  quadrupole  magnets  in 
the  experimental  area  at  Brookhaven’s  33  billion 
electron  volt  alternating  gradient  synchrotron. 
Furthermore,  it  is  now  possible  to  speculate  on 
the  use  of  superconducting  equipment  for  the 
main  magnet  assemblies  in  future  high-energy 
accelerators. 

In  demonstrating  its  uses  in  devices  other 
than  simple  solenoids,  the  new  magnet  opens  up 
the  possibility  of  the  development  of  a number 
of  superconducting  devices,  in  addition  to  its 
application  in  the  field  of  particle  accelerators. 

Superconductivity  is  the  property  of  abnor- 
mally high  electrical  conductivity  observed  in 
certain  metals  when  they  are  cooled  to  very  low 
temperatures.  The  quadrupole  lens  tested  at 
Brookhaven  is  constructed  of  ribbons  of  niobium 
tin  and  is  cooled  by  liquid  helium  at  a tempera- 
ture of  four  degrees  kelvin  (452  F.). 

Skunks  carry  rabies 

That  social  outcast  of  wildlife,  the  skunk,  is 
developing  a much  more  obnoxious  characteris- 
tic in  New  York  State  than  his  pungent  smell: 
He  is  rapidly  becoming  a prize  carrier  of  rabies. 

The  Division  of  Laboratories  and  Research  of 


the  New  York  State  Department  of  Health 
reports  the  incidence  of  rabies  in  skunks  is  rising 
sharply.  Of  the  101  cases  of  rabid  animals  in 
the  State  recorded  to  date  this  year,  49  were 
skunks. 

The  incidence  of  rabies  in  skunks  used  to  be 
low,  only  33  cases  last  year  and  12  in  1963. 
In  recent  years,  rabies  has  appeared  most 
commonly  in  foxes  and  bats. 

An  increase  of  rabies  among  wildlife  animals 
has  coincided  with  a decrease  of  the  deadly 
disease  in  dogs.  Rabies  in  wildlife,  however,  is 
still  a threat  to  man,  says  Dr.  Donald  Dean, 
associate  director  of  the  Division  of  Laboratories 
and  Research.  “If  you  see  a friendly  fox  or 
skunk,  watch  out,”  warns  Dr.  Dean,  an  author- 
ity on  rabies.  “The  friendly  ones  are  likely  to 
have  rabies.  Their  behavior  pattern  is  changed 
by  rabies,  and  they  seem  to  lose  their  fear  of 
man  and  other  animals  when  they  have  rabies.” 

The  danger  came  into  focus  recently  when  a 
Canadian  girl  died  shortly  after  being  bitten  by 
a rabid  skunk  at  a campsite  just  across  the  New 
York  State  border.  There  are  many  cases  on 
record  in  the  State  of  rabid  foxes  and  skunks 
coming  into  campsites.  Some  have  even  ven- 
tured into  homes.  Children,  in  particular, 
should  be  alerted  to  the  dangers  of  approaching 
or  handling  skunks,  foxes,  bats,  or  other  wild 
animals. 

The  Division  of  Laboratories  and  Research  in 
Albany  maintains  an  around-the-clock  labora- 
tory service  for  testing  animals  for  rabies. 

Speakers  bureau  expands  topics  offered 

An  expanded  speakers  bureau  which  will  offer 
talks  covering  dozens  of  health  and  medical 
economic  subjects  was  announced  by  Charles  D. 
Sherman,  Jr.,  M.D.,  president  of  the  Medical 
Society  of  the  County  of  Monroe,  Inc.  The 
bureau  operates  as  a public  service  of  the  medical 
society,  and  this  marks  its  first  major  expansion 
of  topics  of  general  interest  to  the  lay  public. 
In  response  to  a recent  enrollment  campaign, 
173  physicians,  or  about  20  per  cent  of  the 
society’s  total  active  membership,  indicated  a 
willingness  to  participate  in  the  broadened  pro- 
gram. 

The  bureau,  under  the  chairmanship  of 
Bernard  J.  Oseroff,  M.D.,  will  offer  more  than 
40  subjects  in  the  following  three  categories: 
adjustment  to  today’s  world,  health  information 
topics,  and  community  health  needs,  including 
the  socioeconomics  of  providing  medical  care. 

The  public  information  program  enables  civic 
groups,  such  as  service  clubs,  parent-teacher 
associations,  golden-age  clubs,  church  groups, 
and  other  similar  organizations,  to  obtain  a 
physician-speaker  by  writing  the  society  offices 
at  1441  East  Avenue,  Rochester,  New  York, 
14610,  or  by  telephoning  GR  3-7573.  A bro- 
chure listing  the  subjects  offered  is  available  to 
program  chairmen  on  request.  The  only  re- 
quirements for  taking  advantage  of  this  special 
service  are  that  audiences  be  composed  of  a 

continued  on  page  2538 
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ENDO  LABORATORIES  INC..  Garden  City.  New  York 


tions  responsible  for  irritation  • 
provides  prompt  symptomatic  relief 
of  allergic  symptoms  ■ is  well  tol- 
erated • rarely  causes  constipation 
Average  Dosage:  Adults.  1 tea- 
spoonful after  meals  and  at  bedtime 
with  food.  Children  6-12  years. 

1/2  teaspoonful;  3-6  years.  % tea- 
spoonful; 1-3  years.  10  drops; 

6 months  to  1 year,  5 drops.  Admin- 
ister after  meals  and  at  bedtime 
with  food.  On  oral  Rx  where  state 
laws  permit. 

Caution:  Should  be  used  with  caution 
in  patients  with  known  idiosyncra- 
sies to  phenylephrine  hydrochloride 
and  in  those  with  moderate  or 
severe  hypertension,  hyperthyroid- 
ism or  advanced  arteriosclerosis. 

In  these  patients  the  use  should  not 
exceed  three  days.  Hycomine  Syrup 
is  generally  well  tolerated  but 
in  some  patients  drowsiness,  dizzi- 
ness or  nausea  may  occur. 


treat  the  cough  as  well  as  the  cold 

Hycomine  Syrup 


Each  teaspoonful  (5  cc.)  contains: 

Hycodan® 

Hydrocodone  bitartrate  . . . . 

5 mg. , 

(Warning:  May  be  habit-forming) 

> 6.5  mg. 

Homatropine  methylbromide  . . . 

Pyrilamine  maleate 

1.5  mg. 

12.5  mg. 

Phenylephrine  hydrochloride  . . . . 

10  mg. 

Ammonium  chloride 

60  mg. 

Sodium  citrate 

85  mg. 

(with  methylparaben  0.13%  and  propylparaben  0.02' 

Y0  as  pre- 

servatives) 

in  a highly  palatable  cherry-flavored  vehicle 

Arrests  both  productive  and  nonproductive 
cough,  without  suppressing  productive  cough 
■ decongests  the  airways  • liquefies  secre- 


U s Pat  2 630  400 


anytime 
you  see  a 

cold 


£ndo 
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minimum  of  35  persons  and  that  at  least  four 
to  five  weeks  advance  notice  be  given. 

“The  purpose  of  our  medical  speakers 
bureau,”  stated  Dr.  Oseroff,  “is  for  physicians 
to  join  together  in  presenting  a realistic  picture 
of  medicine’s  problems,  as  well  as  to  create  a 
forum  for  discussion  of  medical  subjects  of 
interest  which  will  lead  to  a general  improve- 
ment of  personal  and  family  health.” 

In  some  cases,  films  or  other  visual  aids  may 
be  obtained. 


Personalities 

Appointed.  James  G.  Haughton,  M.D.,  as 
executive  director  of  Medical  Care  Services  of 
the  Department  of  Health  and  medical  welfare 
administrator  of  the  Department  of  Welfare  . . . 
Robert  P.  Whalen,  M.D.,  former  commissioner 
of  the  Albany  County  Health  and  Welfare 
Department,  as  deputy  commissioner  in  charge 
of  hospital  affairs  . . . Alonzo  S.  Yerby,  M.D., 
formerly  executive  director  of  Medical  Care 
Services  of  the  Department  of  Health  and 
medical  welfare  administrator  of  the  Depart- 
ment of  Welfare,  as  commissioner  of  the  New 
York  City  Department  of  Hospitals. 


Abstracts 


Hammond,  E.  C.,  Van  Griethuysen,  T.  H., 
Dibeler,  J.  B.,  and  Sneddon,  A.  M.:  Smok- 

ing habits  and  disease  in  New  York  State,  New 
York  State  J.  Med.  65:2557  (Oct.  15)  1965. 

A study  was  made  of  smoking  habits  in  rela- 
tion to  physical  complaints  in  29,960  men  in 
New  York  State  ranging  in  age  from  forty  to 
eighty-nine  years.  Frequency  of  physical  com- 
plaints, such  as  cough,  shortness  of  breath,  and 
loss  of  appetite,  frequency  of  hospitalization, 
and  death  rate  were  higher  among  cigaret 
smokers  than  among  nonsmokers,  increased 
with  the  amount  of  cigaret  smoking  and  the 
degree  of  inhalation,  and  were  higher  among 
cigaret  smokers  who  started  to  smoke  early  in 
life.  Death  rates  from  lung  cancer,  emphy- 


sema, and  coronary  artery  disease  were  higher 
in  cigaret  smokers  than  in  nonsmokers. 

Davis,  L.  L.,  Brown,  L.,  and  Ryan,  R.  J.: 

Use  of  obturator  bypass  for  infected  prostheses 
in  femoral  artery  region,  New  York  State  J. 
Med.  65:2573  (Oct.  15)  1965. 

When  a plastic  artery  prosthesis  is  used  during 
arterial  reconstructive  surgery,  every  effort  to 
avoid  infection  must  be  made.  When  infection 
does  occur,  bleeding  from  the  anastomotic  site 
usually  results;  therefore,  bypass  procedures  in 
noninfected  areas  should  probably  be  used. 
When  the  infected  artery  graft  is  located  in  the 
femoral  area,  the  obturator  foramen  is  an  ade- 
quate bypass  site. 
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a rapid  lift  from  the  hell  of  depression 


often  relieves 
mental  pain 
in  2-5  days 


NORPRAMIN 

lydrochloride) 


Dore  Illustration 
from 

Dante’s  Inferno 


Norpramin  is  a rapid-acting  specific  drug  for  the  treatment 
of  depression.  Depressive  signs  and  symptoms— sometimes 
described  as  "mental  pain”— typically  begin  to  improve  in 
2-5  days.  Patients  are  more  hopeful,  less  empty  and  less 
weighed  down  by  their  troubles.  Norpramin  has  only  slight 
sedative  qualities,  nevertheless  anxiety  secondary  to  depres- 
sion is  frequently  relieved  as  depression  is  lifted.  If  anxiety 
or  tension  persists  it  can  be  controlled  by  adding  a tran- 
quilizer or  by  reducing  dosage.  Norpramin  is  not  a MAO 
inhibitor.  Side  effects  are  usually  mild. 


DOSAGE  AND  ADMINISTRATION 

Optimal  results  are  obtained  at  a 
dosage  of  about  150  mg./day— 
two  25  mg.  tablets  t.i.d.  After 
achievingoptimal  results,  a main- 
tenance dose  (50-100  mg./day) 
should  be  sought. 


LAKESIDE  LABORATORIES,  INC. 


Milwaukee,  Wisconsin  53201 


IN  BRIEF: 

Indications:  In  depression  of  any  kind— neurotic 
and  psychotic  depressive  reactions;  manic-depres- 
sive or  involutional  psychotic  reactions. 

Contraindications  and  Precautions:  Glaucoma, 
urethral  or  ureteral  spasm,  recent  myocardial  in- 
farction, severe  coronary  heart  disease  and  epilepsy. 
Should  not  be  given  within  two  weeks  of  treatment 
with  a monoamine  oxidase  inhibitor.  Safety  in 
human  pregnancy  has  not  been  established. 

Adverse  Effects:  Side  effects,  usually  mild,  may 


include:  dry  mouth,  constipation,  dizziness,  palpi- 
tation, delayed  urination,  "bad  taste,”  sensory 
illusion,  tinnitus,  agitation  and  stimulation,  sweat- 
ing, drowsiness,  headache,  orthostatic  hypoten- 
sion, flushing,  nausea,  cramps,  weakness,  blurred 
vision  and  mydriasis,  rash,  allergy,  transient 
eosinophilia,  granulopenia,  altered  liver  function, 
ataxia  and  extrapyramidal  signs. 

Supplied:  Norpramin  (desipramine  hydrochloride) 
tablets  of  25  mg.,  in  bottles  of  50,  500  and  1000. 
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interconnected,  potent  12-hour  control  t 
in  peptic  ulcer  and  other  G.l.  disorders  * 


In  many  disturbances  of  the  gastrointestinal  tract,  the 
underlying  factors  are  both  physical  and  psychic.  For 
more  effective  therapeutic  action  against  these  inter- 
connected factors,  Engrax  contains  both  the  long- 
acting  anticholinergic  oxyphencyclimine  HCI  and  the 
well-established  tranquilizer  Atarax®  (hydroxyzine 
HCI). 

Acting  on  both  cholinergic  and  emotional  components 
in  G.l.  disorders,  Enarax  provides  an  effective  com- 
bination for  control  of  gastrointestinal  hyperactivity, 
pain,  spasm  and  anxiety. 

Many  patients  with  gastrointestinal  disease  have  had 
12-hour  relief  of  symptoms  on  a single  dose  of  oxy- 
phencyclimine HCI;1'2  its  long-lasting  action  is  chemi- 


• tt  L 

cally  "built  in"  and  is  thus  inherently  dependable.  . 
Atarax,  too,  can  be  counted  on  for  a high  order  of . C 
efficacy  and  safety. 

To  help  meet  your  patients’  drug  requirements  with  1 ^ 
flexible,  individualized  dosage,  Enarax  is  available  in 
two  strengths.  Enarax  5 contains  oxyphencyclimine 
HCI  5 mg.  and  hydroxyzine  HCI  25  mg.  Enarax  10  j 
contains  oxyphencyclimine  HCI  10  mg.  and  hydroxy-: 
zine  HCI  25  mg.,  providing  added  anticholinergic  : 
potency.  Rx  only. 

■ 

References:  1.  Kemp,  J.  A.:  Antibiotic  Med.  & Clin.  Therapy  I 
6:534  (Sept.)  1959.  2.  Winkelstein,  A.:  Am.  J.  Gastroenterol. I 
32:66  (July)  1 959. 


Enarax® 

oxyphencyclimine  HCI+ 
Atarax  (hydroxyzine  HCl) 


ontraindications:  Contraindicated  in  the  presence  of 
° laucoma,  bladder  neck  obstruction,  prostatic  hypertrophy, 
renosing  peptic  ulcer,  pyloric  or  duodenal  obstruction, 
nd  organic  cardiospasm. 

recautions  and  side  effects:  Due  to  potentiation,  dosage 
f narcotics  and  other  central  nervous  system  depressants 
1 tould  be  reduced  when  used  concomitantly  with  hydroxy- 
3 ine.  Anticholinergic  side  effects  include  dryness  of  the 
0 outh,  blurring  of  vision,  constipation,  dizziness,  urinary 
• esitancy  or  retention,  tachycardia,  palpitation,  increased 
■>  cular  tension,  dilatation  of  the  pupil,  weakness,  nausea, 
omiting  and  headache.  Drowsiness  due  to  either  compo- 
ent  may  occur.  Hydroxyzine  side  effects  such  as  xerosto- 
;ia  and,  at  extremely  high  doses,  involuntary  motor  activ- 
„y  y may  occur.  These  can  be  controlled  by  reduction  of 
. osage  or  discontinuation  of  medication.  Idiosyncratic  skin 
ash  has  been  reported  in  a few  patients. 


In  the  treatment  of 
anemias  amenable  to 
oral  therapy 

^Heptuna ® Plus® 

Provides  ingredients  that  include  the  hematopoietic 
factors : ferrous  sulfate  and  liver,  with  ascorbic  acid  for 
enhanced  iron  absorption;  and  helps  to  make  up  for 
coexistent  vitamin  deficiencies.  Its  formula  has  been 
improved  6 times  in  12  years  to  reflect  findings  of 
proven  nutritional  importance  in  the  treatment  of  ane- 
mias amenable  to  oral  therapy. 

Precautions  and  side  effects:  Because  some  patients 
with  pernicious  anemia  do  not  respond  to  oral  vitamin 
Bi«,  they  should  be  followed  with  periodic  laboratory 
studies.  Anemia  is  a manifestation  of  an  underlying 
disease  and  it  is  necessary  to  make  an  etiological  diag- 
nosis. In  a small  percentage  of  patients,  iron  therapy 
causes  gastrointestinal  irritation.  In  these  patients,  ad- 
ministering Heptuna  Plus  with  meals  or  reducing  the 
dosage  usually  will  alleviate  the  symptoms.  Supplied 
in  bottles  of  100  capsules.  Rx  only. 


Current  formula 

Ferrous  sulfate  340  mg. 

Iron  (from  ferrous  sulfate)  100  mg. 

Desiccated  liver,  N.F.  (undefatted)  50  mg. 

Vitamin  C (from  sodium  ascorbate) 150  mg. 

Vitamin  Bi2  (as  Stablets®)  with  intrinsic  factor 

concentrate  (noninhibitory)  V?  N.F  oral  unit* 

Bi  (thiamine  mononitrate,  U.S.P)  3 mg. 

B2  (riboflavin,  U.S.P)  2 mg. 

Bo  (pyridoxine  hydrochloride,  U.S.P) 2 mg. 

Niacinamide,  U.S.P  15  mg. 

Calcium  pantothenate,  U.S.P  1 mg. 

Cobalt  (from  cobalt  sulfate) 0.1  mg. 

Copper  (from  copper  sulfate) 1 mg. 

Molybdenum  (from  sodium  molybdate) 0.2  mg. 

Calcium  (from  dicalcium  phosphate) 37.4  mg. 

Iodine  (from  potassium  iodide) 0.05  mg. 

Manganese  (from  manganese  sulfate) 0.033  mg. 

Magnesium  (from  magnesium  sulfate) 2 mg. 

Phosphorus  (from  dicalcium  phosphate) 29  mg. 

Potassium  (from  potassium  sulfate) 1.7  mg. 


^Potency  established  prior  to  mixture  with  other  in- 
gredients. Stablets,  U.S.  Pat.  No.  2,830,933. 


J.  B.  Roerig  and  Company 
Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World’s  Well-Being® 
New  York,  N.Y.  10017 
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WITH  NO-CAL! 

No*Cal  is  the  soft  drink  you  can  pre- 
scribe with  complete  confidence  — it's 
America's  first  and  most  famous  sugar- 
free  soft  drink. 

Sweetened  with  calcium  cyclamate, 
No-Cal  is  absolutely  non-fattening  and 
safe  for  diabetics  and  dieters. 

10  delicious  flavors  and  zesty  mixers, 
No-Cal  is  the  only  carbonated  beverage  to 
add  so  much  care-free  sparkle  to  limited 
regimens.  (You'll 
enjoy  it,  too!) 
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deposit bottles. 
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Your  first  source  for  professional 
information 

The  more  than  32,000  registered  physicians  in  New  York 
State  are  individually  listed  with  pertinent  professional 
data  in  your  Medical  Directory . You  can  quickly  and 
easily  obtain  the  following  information  on  any  one  of  these 
physicians  so  listed . 


• Location  by  town. 

• Full  name  and  address. 


• Office  hours  and  telephone  number. 

• Medical  school  and  year  of  graduation 


• Certification  by  American  Boards  in 
Medical  Specialties. 

• Qualified  Psychiatrists  certified  by  New 
York  State  Department  of  Mental 
Hygiene. 

• Qualifications  for  general  and  special 
work  under  the  Workmen’s  Compensa- 
tion Act  of  New  York  State. 

• Membership  in  Medical  Societies  inter- 
national, national,  state  and  local. 

• Fellowship  in  the  American  College  of 
Allergists,  Anesthesiologists,  Angiology, 
Cardiology,  Chest  Physicians,  Gastro- 
enterology, Obstetricians  and  Gyne- 
cologists, Pathologists,  Physicians,  Pre- 
ventive Medicine,  Radiology,  and  Sur- 
geons, and  the  International  College  of 
Surgeons. 


Copies  of  the  1963-1964 
edition  are  still  avail- 
able. Write:  Directory 

Department , Medical  So- 
ciety of  the  State  of  New 
York , 750  Third  Ave., 
New  York , N.Y.,  10017 
$ 20.00  a copy  plus  5%, 
sales  tax  for  N.Y.C.  de- 
livery. 


• Medical  staff  and  research  appoint- 
ments in  voluntary,  government,  and 
accredited  proprietary  hospitals  in  New 
York  State  (official  titles). 


Many  physicians  save  time  by  regularly  consulting  their  Directory  for 
telephone  listings,  a colleague’s  address  or  office  hours,  as  well  as  other 
pertinent  data.  You,  too,  will  find  your  Directory  a valuable  source  of 
information  when  you  use  it  often. 


MEDICAL  DIRECTORY  OF  NEW  YORK  STATE 


Month  in  Washington 


Despite  the  flood  of  major  health  measures 
approved  by  Congress  this  year,  President 
Johnson  apparently  plans  to  propose  more  im- 
portant health  legislation  next  year.  It  ap- 
pears that  health  has  been  given  number  one 
priority  on  the  “Great  Society”  program. 

Johnson  has  been  telling  congressmen  to 
think  in  terms  of  even  greater  strides  next  year. 
To  lay  the  groundwork  for  new  legislation,  he 
has  called  a White  House  Conference  on  Health 
to  be  held  November  3 and  4. 

Johnson  recently  took  the  occasion  of  signing 
two  health  bills  to  outline  his  health  goals: 

— An  increase  in  the  average  life  expectancy 
from  the  present  seventy  years  to  seventy-five 
years. 

— A reduction  in  infant  mortality  from  the 
present  rate  of  25  deaths  per  1,000  births  to 
16  per  1,000. 

— Virtual  elimination  of  polio,  diphtheria, 
and  typhoid  fever  and  an  end  to  tuberculosis, 
measles,  and  whooping  cough. 

— A reduction  of  20  per  cent  in  deaths  from 
heart  disease,  cancer,  and  stroke,  the  so- 
called  “killer  diseases”  that  now  account  for 
one  third  of  all  deaths  in  the  U.S. 

— Elimination  of  death  and  disability 
among  children  caused  by  rheumatic  fever 
and  rheumatic  heart  disease. 

— Eradication  of  malaria  and  cholera  from 
the  entire  world. 

One  of  these  two  health  bills  he  signed  into 
law  authorizes  a three-year,  $280  million  exten- 
sion of  the  Health  Research  Facilities  Act.  It 
also  authorizes  three  additional  assistant  secre- 
taries of  the  U.S.  Department  of  Health,  Educa- 
tion, and  Welfare,  one  for  Health  and  Medical 
Affairs.  A special  assistant  to  the  secretary  had 
been  the  top  official  for  Health  and  Medical 
Affairs. 

The  other  bill  amends  the  Vaccination  Assist- 
ance Act  and  extends  it  for  five  years.  It 
authorizes  Federal  expenditures  of  $8  million  a 
year,  broadens  the  program  to  include  measles 
and  any  other  disease  designated  by  the  Surgeon 
General  of  the  Public  Health  Service,  and  makes 
the  immunization  program  a continuing  one 
rather  than  “an  intensive  community  vaccina- 
tion [program]  of  limited  duration.”  Expendi- 
ture of  $45  million  during  the  next  five  years  also 
is  authorized  for  family  health  clinics  for 
migratory  workers. 

Neither  the  chairman  nor  the  vice-chairman  of 
the  White  House  Conference  on  Health  is  a 
physician.  However,  five  of  the  nine  members 

Prepared  by  the  Washington,  D.C.,  Office  of  the  American 
Medical  Association. 


of  the  executive  committee  to  plan  for  the  con- 
ference are  physicians.  All  were  appointed  by 
President  Johnson.  George  Beadle,  Ph.D., 
president  of  the  University  of  Chicago,  will  be 
chairman,  and  Boisfeuillet  Jones,  former  special 
assistant  to  the  H.E.W.  secretary,  will  be  vice- 
chairman. 

Physicians  on  the  executive  committee  are 
Dwight  L.  Wilbur,  M.D.,  of  San  Francisco,  a 
member  of  the  Board  of  Trustees  of  the  A.M.A.  ; 
George  James,  M.D.,  New  York  health  commis- 
sioner; Lowell  T.  Coggeshall,  M.D.,  trustee  and 
former  dean  of  the  University  of  Chicago  Med- 
ical School;  Montague  Cobb,  M.D.,  professor  of 
anatomy,  Howard  University  Medical  School, 
and  former  president  of  the  National  Medical 
Association;  and  Michael  E.  DeBakey,  M.D., 
professor  of  surgery,  Baylor  University. 

The  chief  executive  said  the  purpose  of  the 
conference  is  to  bring  together  “the  best  minds 
and  the  boldest  ideas  to  deal  with  the  pressing 
health  needs  of  the  nation.”  He  said  he  hopes 
the  conference  will  develop  “creative  programs 
that  will  bring  better  health  to  every  American.” 
* * * 

The  Food  and  Drug  Administration  issued 
two  proposals  designed  to  eliminate  possible 
causes  of  illness.  One  called  for  a reduction  in 
the  amount  of  vitamin  D added  to  food  products 
and  the  other  for  pasteurization  of  commercial 
egg  products. 

Last  November,  Robert  Cooke,  M.D.,  Johns 
Hopkins  University,  expressed  concern  that  the 
ingestion  of  excessive  amounts  of  vitamin  D was 
a possible  cause  of  infantile  hypercalcemia. 
F.D.A.  Commissioner  George  P.  Larrick  then 
invited  the  Committee  on  Nutrition  of  the 
American  Academy  of  Pediatrics  and  a joint 
committee  of  the  Council  on  Foods  and  Nutri- 
tion and  the  Council  on  Drugs  of  the  American 
Medical  Association  to  look  into  this  problem. 

Both  committees  recommended  that,  while 
there  has  been  no  positive  demonstration  of  a 
cause  and  effect  relationship  between  vitamin  D 
and  infantile  hypercalcemia,  there  should  be 
restrictions  on  the  marketing  of  foods  containing 
added  vitamin  D. 

The  committee  made  clear  that  there  is 
abundant  scientific  evidence  to  demonstrate  that 
an  excessive  intake  of  vitamin  D is  of  no  value 
and  that  400  U.S.P.  units  per  day  will  neet  the 
full  requirements  of  infants,  children,  and 
nursing  mothers.  Commissioner  Larrick  con- 
cluded that  “prudence”  called  on  limiting  the 
amount  of  the  vitamin  added  to  foods. 

The  proposal  permits  the  continued  addition 
of  vitamin  D to  such  foods  as  milk,  milk  prod- 
ucts, and  infant  formulas  at  a level  of  400  U.S.P. 

continued  on  page  2546 
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MINIMIZE  THIS  PROGRESSION... 


by  consistent  bronchodilation  with 


ORAL  ELIXOPHYLLIN 

Each  15  cc.  contains  theophylline  80  mg.;  alcohol  3 cc. 


In  chronic,  severe  emphysematous  disease 
“Bronchodilators  continue  to  be  the  most 
useful  tool.”1 

By  providing  consistently  effective 
bronchodilation  some  of  the  causes  of 
tissue  damage  can  be  minimized  and  the 
progression  toward  intractable  emphy- 
sema may  be  retarded. 

In  a recent  study2  Elixophyllin  was 
found  to  maintain  therapeutic  serum 
theophylline  levels  with  recommended 
t.i.d.  dosage. 

For  the  first  time  these  serum  levels  were 
correlated  in  the  same  patients  with  dis- 
tinct clinical  improvement  and  significant 


increases  in  three  pulmonary  functions  as 
revealed  by  Timed  Vital  Capacity,  Total 
Vital  Capacity  and  Maximum  Breathing 
Capacity  tests. 

Elixophyllin  dosage  for  sustained  bronchodilation 

Adults:  45  cc.  doses  before  breakfast,  at  3:00  P.M. 
and  before  retiring;  after  two  days,  30  cc.  doses. 

Unusually  well  tolerated.  Does  not  contain 
adrenergics.  May  be  contraindicated  in  peptic 
ulcer  and  gout. 

1.  Boren,  H.  G.:  M.  Clin.  North  America  43:48  (Jan.)  1959. 

2.  Jackson.  R.  H.,  et  al.:  Dis.  Chest  45:75-85  (Jan.)  1964. 
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units  per  quart.  Over  the  counter  vitamin  D 
preparations  would  be  limited  to  a dosage  of  400 
U.S.P.  units  of  vitamin  D per  day.  Vitamin  D 
preparations  containing  over  400  U.S.P.  units 
per  day  would  be  sold  only  on  prescription. 
The  proposal  would  deny  authority  for  the 
addition  of  vitamin  D to  standardized  foods  such 
as  enriched  flour,  enriched  corn  meal,  enriched 
rice,  enriched  macaroni  products,  enriched 
bread,  and  margarine. 


Requiring  pasteurization  of  commercial  egg 
products  is  aimed  at  eliminating  possible 
hazards  to  consumers  from  Salmonella  bacteria 
in  foods  that  contain  eggs.  During  the  past 
fiscal  year,  220,150  pounds  of  egg  products  were 
seized  for  Salmonella  contamination.  Such 
products  are  used  as  ingredients  in  many  other 
foods,  including  premixed  and  ready-to-eat 
foods  that  the  housewife  uses.  Egg  products 
containing  Salmonella  have  been  implicated  in 
cases  of  food-caused  illness  in  men. 


Abstracts  in  Interl'mgua 


Hammond,  E.  C.,  Van  Griethuysen,  T.  H., 
Dibeler,  J.  B.,  e Sneddon,  A.  M.:  Habitudes 
de  fumar  e Morbo  in  le  stato  New  York  ( anglese ) , 
New  York  State  J.  Med.  65:  2557  (15  de  octo- 
bre)  1965. 

Esseva  studiate  le  habitudes  del  fumar  in 
relation  al  gravamines  physic  in  29.960  mas- 
culos  in  le  stato  New  York  de  etates  de  inter  40 
e 89  annos.  Le  frequentia  del  gravamines 
physic — tal  como  tusse,  dyspnea,  e perdita  de 
appetito — le  frequentia  de  hospitalisationes,  e le 
cifras  de  mortalitate  esseva  plus  alte  inter 
fumatores  de  cigarrettas  que  inter  nonfuma- 
tores;  illos  cresceva  con  le  quantitate  del 
cigarrettas  fumate  e le  grado  de  inhalation;  e 
illos  esseva  plus  alte  in  fumatores  de  cigarrettas 
qui  habeva  comenciate  fumar  a basse  etates  que 
inter  le  alteres.  Le  cifras  de  mortalitate  ab 
cancere  pulmonar,  ab  emphysema,  e ab  morbo 


arteriocoronari  esseva  plus  alte  pro  fumatores  de 
cigarrettas  que  pro  nonfuma tores. 


Davis,  L.  L.,  Brown,  L.,  e Ryan,  R.  J.:  Le 

foramine  obturate  como  sito  de  shunting  in 
inficite  prostheses  in  le  region  del  arteria  fe- 
moral {anglese),  New  York  State  J.  Med.  65: 
2573  (15  de  octobre)  1965. 

Quando  un  prosthetic  arteria  plastic  es  usate 
durante  chirurgia  arterio-reconstructive,  omne 
effortio  de  evitar  infectiones  debe  esser  facite. 
Quando  un  infection  occurre  nonobstante,  san- 
guination  ab  le  sito  anastomotic  es  un  resultato 
usual.  Per  consequente,  un  procedimento  de 
shunting  debe  probabilemente  esser  empleate. 
Quando  le  inficite  graffo  arterial  es  locate  in  le 
area  femoral,  le  foramine  obturate  es  un  ade- 
quate sito  pro  le  shunting. 
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19th  CLINICAL  COHVEHTIOH  OF  THE  AMA 


PHILADELPHIA,  PA.-NOV.  28^DEC.  1, 1965 

Plan  to  attend  the  world’s  most  comprehensive  four-day  postgraduate  course  in 
recent  developments  in  medical  science,  and  participate  in  the  observance  of  the 
founding  of  the  first  medical  college  established  in  this  country— the  Medical  School 
of  the  University  of  Pennsylvania. 

This  postgraduate  refresher  course,  conducted  by  the  nation's  outstanding  medical 
authorities,  will  be  presented  for  you  in  historical  Philadelphia.  Philadelphia  has 
many  luxurious  hotels  and  colorful  restaurants.  Mail  the  enclosed  registration  and 
room  reservations  coupons  now! 

TWO  POSTGRADUATE  COURSES:  Gynecology  and  Obstetrics;  and  Cardiovascular 
Therapeutics  (each  to  be  presented  in  3 half-day  sessions)  BREAKFAST  ROUND- 
TABLE DISCUSSIONS:  Gynecologic  Difficulties  in  the  Adolescent  • Early  Manage- 
ment of  Traffic  Accident  Patients  • Common  but  Worrisome  Pediatric  Problems 
•The  Nature  of  Chronic  Bronchitis  and  Pulmonary  Emphysema  • Prevention  of  Long 
Term  Illness:  A Practical  Approach  • Clinical  Uses  of  Electroencephalography 
SCIENTIFIC  SESSIONS:  Ulcerative  Colitis  • Pediatrics  • Chemotherapy  of  Cancer 

• Preventive  Surgery  in  Cancer  • Bacterial  Infections  • Ultraviolet  Irradiation  in 
Medicine  • Genetics  • Current  Status  of  Drug  Therapy  in  Rheumatology  • Psychiatry 

• Urology  • Gastrointestinal  Surgery  • Cardiovascular  Surgery  • Current  Concepts 
of  Shock  • Computers  in  Medicine  • Pain  in  the  Back  • Orthopedics  • Common 
Otology  Problems  • Eye  Problems  and  the  Non-Ophthalmologist  • CLOSED  CIRCUIT 
COLOR  TELEVISION*  MOTION  PICTURE  PREMIERES* Hundreds  of  SCIENTIFIC 
AND  INDUSTRIAL  EXHIBITS 

The  complete  scientific  program,  plus  forms  for  advance  registration  and 
hotel  accommodations,  will  be  featured  in  JAMA  October  25 
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V-Cillin  K now  costs  approximately  21  percent 
less.  This  significant  price  decline  constitutes  a 
substantial  saving  and  still  offers  these  important 
benefits  over  penicillin  G: 

The  effectiveness  of  intramuscular  penicillin.  Just 
three  250-mg.  doses  daily  provide  total  twenty- 
four-hour  penicillin  blood  levels  equal  to  those 
achieved  by  injection  of  600,000  units  of  procaine 
penicillin  G.  A fourth  dose  increases  daily  pen- 
icillemia  to  levels  35  percent  above  those  achieved 
by  injection. 

Consistent  dependability— even  in  the  presence  of 
food.  Comparative  pharmacologic  data  show  that 
V-Cillin  K produces  peak  blood  levels  twice  as 
high  as  those  of  penicillin  G,  with  half  the  dose. 

New,  thin  coating  . . . new  size  and  shape.  The 
new  coating  eliminates  the  characteristically  bitter 
taste  of  oral  penicillin  and  makes  V-Cillin  K 
tablets  easy  to  swallow.  The  new  shape  makes 
them  easy  for  physicians  and  pharmacists  to 
identify. 


Indications:  V-Cillin  K is  an  antibiotic  useful  in  the 
treatment  of  streptococcus,  pneumococcus,  and  gon- 
ococcus infections  and  infections  caused  by  sensitive 
strains  of  staphylococci. 

Contraindications  and  Precautions:  Although  sensi- 
tivity reactions  are  much  less  common  after  oral 
than  after  parenteral  administration,  V-Cillin  K 
should  not  be  administered  to  patients  with  a history 
of  allergy  to  penicillin.  As  with  any  antibiotic,  ob- 
servation for  overgrowth  of  nonsusceptible  organisms 
during  treatment  is  important. 

Usual  Dosage  Range:  125  mg.  (200,000  units)  three 
times  a day  to  250  mg.  every  four  hours. 

Supplied:  Tablets  V-Cillin  K,  125  or  250  mg.,  and 
V-Cillin  K,  Pediatric,  125  mg.  per  5-cc.  teaspoonful, 
in  40,  80,  and  150-cc.-size  packages. 

V-Cillin  K 

Potassium  Phenoxymethyl 
Penicillin 

Additional  information  available  to  phy- 
sicians upon  request.  Eli  Lilly  and  Com- 
pany, Indianapolis,  Indiana. 
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Editorials 


The  town  dump 

In  many  summer  areas  the  common 
meeting  place  for  the  residents  is  usually 
the  post  office  or  the  general  store.  Our 
meeting  place  is  the  town  dump.  Not  so 
elegant  as  to  have  a public  garbage  collec- 
tion system,  each  citizen  is  his  own  dust- 
man and  enjoys  it. 

Aside  from  the  opportunity  to  renew  old 
acquaintanceships  and  make  new  ones,  the 
attraction  of  our  particular  dump  is  its 
spectacular  setting.  On  a high  ridge 
running  northwest  by  southeast  backed 
by  a deep  gulf,  it  fronts  on  one  of  the  most 
magnificent  views  in  the  north  country. 
Stretched  out  in  majestic  panorama  are 
the  Gothic,  Porter,  Cascade,  and  Sentinel 
ranges,  high  and  mighty,  always  appropri- 
ately dressed  for  the  season. 

In  the  spring  there  is  a fine  showing  of 
greens  blended  from  the  deep  blue-green  of 
the  spruces  to  the  pale  apple  green  of  the 
poplar.  In  summer  the  colors  deepen,  and 
on  clouded  days  the  mountains  put  on  a 
mantle  of  deep-dyed  purple.  The  fall,  of 
course,  is  best  of  all.  Rank  on  rank  of  color 
proceeds  up  the  mountain’s  flanks,  con- 
trasting and  blending  at  the  same  time  the 
deep  green  of  the  evergreens,  the  reds  of 
the  maple,  the  purple  and  brown  of 
the  oak,  and  the  bright  sunny  yellow  of  the 
birches.  Winter  has  its  devotees  too. 
There  is  nothing  quite  like  the  soft  ef- 
fulgence of  full  moonlight  on  a snow- 


capped peak.  This  brings  out  the  re- 
moteness and  grandeur  of  the  mountains 
unforgettably. 

So  we  meet  at  the  dump  at  all  times  of 
the  year,  quickly  dispose  of  our  detritus, 
and  pause  to  gossip  and  admire  the  view. 

Contemporary  life  has  brought  with  it  to 
our  dump  a sizable  supply  of  empty  liquor 
bottles,  but  these  also  serve  a purpose. 
Boys  come  with  their  .22-caliber  rifles,  toss 
the  bottles  in  the  air,  and  shoot  them  on  the 
wing.  We  have  some  remarkable  marks- 
men among  the  younger  generation. 

At  times  when  the  berry  crop  is  poor  the 
dump  is  regularly  visited  by  bears.  Some 
tall  bear  stories  have  been  exchanged 
hereabouts.  In  the  area  is  a noble  old 
club  with  roots  going  deep  into  the  nine- 
teenth century.  The  club  spreads  its 
garbage  in  a separate  area  of  our  dump, 
and  it  is  said  that  the  bears,  being  very 
discriminating,  prefer  the  club  pickings  to 
any  other. 

At  some  times  of  the  year  the  flies  are 
thick  at  the  dump.  Then  it  is  well  to 
bring  the  open  convertible  and,  having 
performed  the  rites,  to  dash  down  the  hill 
at  great  speed,  sweeping  out  the  flies  as 
we  go. 

The  saddest  words  around  our  place  are, 
“There  isn’t  enough  stuff  to  go  to  the  dump 
today.  Maybe  tomorrow  we  will  make 
it.” 


Uses  of  atomic  energy  in  medicine 


It  is  just  twenty  years  since  the  Atomic 
Age  arrived  in  the  fury  of  the  mushroom 
cloud  over  the  desert  at  Alamagordo,  New 
Mexico. 

While  some  knowledge  of  radioactivity 
and  its  medical  uses  was  building  from  the 
work  of  Roentgen,  Becquerel,  and  the 


Curies,  it  was  not  until  the  1930’s  that 
scientists  evolved  the  concept  of  the  atom 
as  a nucleus  of  protons  and  neutrons  sur- 
rounded by  a zone  of  orbiting  electrons. 
With  this  understanding  of  the  atom  the 
next  logical  step  was  to  see  whether  or  not 
the  atom  could  be  split  and  what  would 
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happen  when  this  ensued.  In  the  process 
of  splitting  the  atom  it  was  learned  that 
sometimes  certain  species  of  atoms  can 
capture  a neutron.  By  adding  this  neutron 
an  atom  becomes  a heavier  isotope  of  the 
same  species.  Quite  often  these  isotopes 
are  unstable  and  decay  to  a stable  form  of 
the  same  or  another  element  by  emitting 
energy  in  the  form  of  radiation.  They 
thus  become  radioactive  and  are  known  as 
radioisotopes. 

Radioisotopes  were  readily  seen  as  a 
powerful  tool  for  research.  Here  was  an 
element  that  could  signal  its  presence,  and 
by  isotopically  tagging  absorbable  chem- 
icals it  became  possible  to  investigate 
many  physiologic  processes  within  the 
body  that  could  not  otherwise  be  studied. 
It  was  also  envisioned  that  radioactive 
isotopes  that  were  tissue-  or  organ-specific 
could  be  used  in  treatment.  So  far  the 
diagnostic  uses  of  radioisotopes  far  out- 
weigh the  therapeutic. 

The  experimental  use  of  radioactive 
materials  is  proceeding  along  lines  of  in- 
vestigation of  the  processes  of  life,  health, 
and  disease.  Zinc-65  combined  with  in- 
sulin is  being  used  to  determine  the  time 
and  place  of  insulin’s  action;  carbon-14 
labeled  carbon  dioxide  is  being  used  in 
investigations  of  plant  biology;  trace 
minerals  are  likewise  being  used  in  this 
fashion  in  rats  and  rabbits  to  study  their 
paths  and  functions. 

In  one  of  the  laboratories  at  Los  Alamos, 
there  is  living  the  thirty-fifth  generation  of 
heavily  irradiated  mice.  Over  the  past 
seven  years  the  males  have  been  exposed  to 
200  roentgens  of  cobalt-60  gamma  radiation 
before  breeding.  No  genetic  weakening 
has  yet  been  determined.  The  most  out- 
standing effect  seen  is  that  the  irradiated 
population  has  fewer  mice  per  litter  than 
the  nonirradiated  control  population. 
However,  the  number  of  litters  per  female 
has  increased  in  the  irradiated  mice  so 
that  the  ultimate  numbers  are  the  same 
in  the  irradiated  and  nonirradiated  lines. 
The  scientists  working  on  this  project 
conclude  as  follows:  “We  have  not  been 

able  to  produce  the  genetic  death  of  a 
mammalian  population.  When  radiation 
stress  at  this  level  is  brought  to  bear 
on  a population,  it  apparently  shifts  its 
equilibrium.  We  think  now  that  irra- 
diation cannot  cause  the  genetic  death  of  a 


mammalian  population,  unless  the  level  of 
radiation  is  high  enough  to  sterilize.” 

It  is  presently  thought  in  regard  to  the 
dangers  of  radioactive  fallout  that  of  the 
approximately  200  different  radioactive 
species  produced  in  fission  processes,  only 
a few  are  known  to  be  a possible  hazard  to 
man.  The  hazard  of  a radionuclide  de- 
pends on:  (1)  the  amount  produced;  (2) 

its  radioactive  half-life;  (3)  the  efficiency 
with  which  it  is  transferred  through 
the  food  chain  to  human  diet — that  is, 
whether  it  appears  in  possibly  harmful 
amounts  on  plants  consumed  directly  by 
man,  or  on  plants  consumed  by  food 
animals;  and  (4)  its  metabolism  in  the 
body  of  food  animals  and  in  the  body  of 
man — that  is,  whether  it  appears  in  possibly 
harmful  amounts  in  meat  and  milk  con- 
sumed by  man,  and  whether  it  concen- 
trates in  some  area  of  the  human  body 
where  it  can  potentially  cause  harm. 

Some  of  the  fallout  radionuclides  with 
the  most  potential  for  hazard  are  these: 

Iodine-131 — eight-day  half-life;  con- 
centrates in  milk  of  cattle  that  eat  con- 
taminated feed;  concentrates  in  thyroid  of 
man. 

Strontium-90  and  Strontium-89 — half- 
lives  of  twenty-eight  years  and  fifty-one 
days  respectively;  present  in  cow’s  milk 
and  leafy  plant  foods;  concentrates  in 
bone  of  man  and  animals,  although  stron- 
tium concentration  in  bone  is  minimized  if 
enough  calcium  is  available  in  the  body. 

Cesium-137 — thirty-year  half-life;  ap- 
pears in  milk,  meat,  flour,  cereals,  vege- 
tables, and  fruits;  behaves  in  biologic 
systems  much  the  same  as  potassium  but  is 
removed  from  the  body  fairly  rapidly. 

Carbon-14 — 5,800-year  half-life;  appears 
in  most  biologic  systems;  since  carbon  is 
basic  to  all  organic  forms  of  life  on  earth, 
it  is  taken  up  by  all;  the  amount  of  carbon- 
14  produced  by  nuclear  explosions  is 
small,  but  remains  active  for  many  cen- 
turies. 

Others — cerium-144,  zinc-65,  iron-55  and 
iron-59,  and  cobalt-60  are  all  concentrated 
by  organisms  in  the  human  food  chain, 
but  their  hazard  is  not  considered  great. 

Scientists  are  still  gathering  data  to 
determine  the  effects  of  fallout  ingestion 
on  human  beings.  The  final  results  may 
not  be  in  for  many  more  years,  but  the 
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Atomic  Energy  Commission  feels  that  no  Recently  available  information  lists  the 

significant  ill  effects  will  be  revealed  in  the  following  radioisotopes  and  their  uses  as 
population  as  a whole.  follows: 


Isotope 

Iodine-131 

Iodine-131 

Iron-59 

Chromium-51 

Cobalt-60 

Iodine-131 

Gold-198 


Selenium-75 

Gallium-68 

Technetium-99 

Iodine-131 

Strontium-85 

Calcium-47 


Iodine-131 


Phosphorus-32 


Krypton-85 

Xenon-133 

Magnesium-28 

Mercury-197 
Mercury-203 
Colloidal  gold-198 

Colloidal  P-32 

Yttrium-90 

Strontium-90 

Yttrium-90 

Cobalt-60 

Cessium-137 

Radium-226 

Radon-222 

Strontium-90 


Cobalt-60 

Cesium-137 


IN  DIAGNOSIS 

Use 

Studies  of  thyroid  function 
Diagnosis  of  thyroid  cancer 
Studies  of  iron  metabolism  (for 
example,  in  suspected  anemia) 
Red  blood  cell  survival  studies 

As  label  on  vitamin  B12  to 
diagnose  pernicious  anemia 

As  labels  on  rose  bengal,  to  test 
liver  function  and  look  for 
tumors  in  liver 
Studies  of  pancreas 
Brain  scans  for  tumors 
Thyroid  scans;  placenta  scans  in 
pregnant  women 
As  label  on  fat  for  studies  of 
intestinal  absorption 

Bone  studies;  diagnosis  of  bone 
cancer 

IN  THERAPY— INTERNAL 
Toxic  goiter,  some  kinds  of  thyroid 
cancer,  some  cases  of  angina 
pectoris  and  congestive  heart 
failure 

Some  type  of  leukemia,  poly- 
cythemia vera,  cancer  spread 
to  bone,  Hodgkin’s  disease 
Measurement  of  cerebral  blood 
flow 

Studies  of  intestinal  absorption  of 
magnesium 

As  label  on  special  drug  to  locate 
brain  tumors 

To  dry  fluids  collected  in  chest  and 
abdominal  cavities 
Granulocytic  leukemia  and  diffuse 
lymphoma  of  liver 
Certain  cases  of  prostate  cancer 
Radiation  surgery  to  destroy 
pituitary  gland  in  advanced 
cancer  cases 


How  Given 
Usually  orally 
Orally 

Usually  intravenously 

Blood  withdrawn,  Cr-51  added, 
blood  returned  intravenously 
Orally 

Intravenously 

Intravenously 

Intravenously 

Intravenously 

Orally 

Orally 


Orally 


Orally  or  intravenously 

Intravenously 

Orally 

Intravenously 

By  catheter  into  cavities 

Intravenously 

Direct  injection  into  tumor 
Direct  introduction  to  site  via 
surgery 


Implanted  in  capsules  for  certain 
localized  tumors,  especially 
cancer  of  the  cervix  and  cancers 
of  the  head  and  neck 

In  “bombs,”  to  provide  gamma 
radiation  as  an  external  source; 
for  all  tumors  that  respond  to 
external  radiation  therapy 


This  is  medicine’s  present  position  in  the 
Atomic  Age.  With  military  use  of  this 
force  in  laudable  abeyance,  exploration  of 


its  humanitarian  uses  goes  forward  to  a 
better  understanding  of  life,  health,  and 
control  of  disease. 
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Training  for  closed  chest  cardiopulmonary  resuscitation 


Closed  chest  cardiopulmonary  resuscita- 
tion technics  have  proved  to  be  successful 
in  the  saving  of  many  lives  during  the  past 
few  years.  Because  of  the  necessity  of 
starting  these  measures  within  a three- 
or  four-minute  period  after  the  onset  of 
cardiac  arrest,  it  is  desirable  ideally  to 
train  as  many  adults  as  possible  in  the 
use  of  these  procedures.  Because  a certain 
amount  of  skill  and  judgment  are  required 
and  because  there  are  some  dangers  con- 
nected with  the  method  this  ideal  is  not 
obtainable  at  present  or  in  the  immediately 
foreseeable  future. 

Since  early  1962  many  thousands  of 
physicians  and  dentists  throughout  New 
York  State  have  become  acquainted  with 
these  procedures  and  are  now  using  them. 
During  the  same  period  of  time  most  of 
the  hospitals  throughout  the  State  have 
obtained  essential  equipment  and  have 
organized  their  staffs  so  that  patients  whose 
lives  are  being  maintained  by  the  emer- 
gency measures  can  receive  definitive  treat- 
ment under  proper  medical  supervision. 

The  Medical  Society  of  the  State  of  New 
York  and  the  New  York  State  Department 
of  Health,  with  the  endorsement  and  as- 
sistance of  the  Hospital  Association  of  New 
York  State  and  the  New  York  State  Heart 
Assembly,  have  given  over  230  courses 
of  instruction  to  physicians  and  dentists 
in  the  basic  procedures.  In  addition,  phy- 
sician representatives  from  almost  200 
hospitals  have  received  comprehensive  in- 
struction in  the  procedures,  including  de- 
tailed drug  therapy,  defibrillation,  and 
hospital  organization.  This  latter  type  of 
instruction  is  being  repeated  annually. 


The  American  Heart  Association,  the 
American  National  Red  Cross,  the  In- 
dustrial Medical  Association,  and  the 
United  States  Public  Health  Service  have 
recently  changed  their  attitudes  with 
reference  to  the  instruction  of  others  than 
physicians  and  dentists  and  are  now  urg- 
ing the  training  of  nurses,  allied  health 
professions,  and  rescue  squads.  * The  New 
York  State  organizations  mentioned  above 
are  endorsing  this  statement  and  feel  that 
the  training  of  such  nonphysician  personnel 
should  be  done  at  the  local  level;  namely, 
by  the  county  medical  society,  the  local 
full-time  health  department,  and  the  local 
heart  association,  preferably  working  to- 
gether. It  is  felt  that  the  local  organiza- 
tions are  in  a much  better  position  to  select 
persons  for  instruction  and  are  also  better 
informed  as  to  local  medical  personnel  and 
facilities  with  which  such  persons  would 
have  to  work.  Persons  to  be  instructed 
might  include  rescue  squads,  firemen, 
first  aid  workers,  camp  counsellors,  utility 
workers,  and  such  other  persons  who  are 
more  likely  to  be  in  the  vicinity  of  places 
where  cardiac  arrest  occurs  with  greater 
frequency.  Hospital  nurses  and  other 
personnel  should  be  instructed  by  members 
of  their  hospital  staffs,  whereas  nonhospital 
nurses  and  health  workers  might  well  be 
instructed  by  the  local  organizations  men- 
tioned. 

Additional  information  may  be  obtained 
from  any  of  the  State  organizations  men- 
tioned. 

* Editorial:  Closed  chest  method  of  cardio- 
pulmonary resuscitation,  Circulation  31:  641 
(May)  1965. 
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1.  Cervical  Glands  2.  Periurethral  Glands 

3.  Skene’s  Glands  4.  Bartholin’s  Gland  5.  Anal  Fissures 


1.  Vas  Deferens  2.  Seminal  Vesicle  3.  Prostate  Gland 
4.  Utricle  5.  Cowper’s  Gland  6.  Urethra 


Common  sites  of  trichomonal  infection  unaffected  by  topical  treatment. 
Flagyl,  taken  orally,  reaches  these  sites  in  trichomonacidal  concentrations. 


more  than  200  investigations  demonstrate 

nothing  cures  trichomoniasis  like— 


Flagyl 

metronidazole 


1 he  inadequacies  of  topical 
treatment  for  trichomonal 
vaginitis  were  well  known  for 
years  before  the  synthesis  of 
Flagyl.  Hundreds  of  inde- 
pendent investigations  during 
the  past  five  years  have  dem- 
onstrated that  systemic  treat- 
ment with  Flagyl  overcomes 
these  inadequacies. 

• Topical  treatment  cannot 
eliminate  trichomonads  from 
paravaginal  crypts  and 
glands;  Flagyl  can  and  does. 

• Topical  treatment  cannot 
eliminate  trichomonads  from 
the  urethra  and  bladder; 
Flagyl  can  and  does. 

• Topical  treatment  cannot 
prevent  reinfection  from  male 
consorts;  Flagyl  can  and  does. 


Correctly  used,  with  due  at- 
tention to  repeat  courses  of 
treatment  for  resistant,  deep- 
seated  invasion  and  to  the 
presumption  of  reinfection 
from  male  consorts,  Flagyl 
has  repeatedly  produced  up  to 
100  per  cent  cure  in  large 
series  of  patients. 

Nothing  cures  trichomoni- 
asis like  Flagyl. 

Dosage  and  Administration 

In  women:  one  250-mg.  oral  tab- 
let t.i.d.  for  ten  days.  A vaginal 
insert  of  500  mg.  is  available  for 
local  therapy  when  desired.  When 
the  inserts  are  used  one  vaginal 
insert  should  be  placed  high  in 
the  vaginal  vault  each  day  for  ten 
days,  and  concurrently  two  oral 
tablets  should  be  taken  daily. 

In  men:  in  whom  trichomonads 
have  been  demonstrated,  one  250- 
mg.  oral  tablet  b.i.d.  for  ten  days. 


Contraindications 

Pregnancy;  disease  of  the  central 
nervous  system;  evidence  or  his- 
tory of  blood  dyscrasia. 

Precautions  and  Side  Effects 

Complete  blood  cell  counts  should 
be  made  before,  during  and  after 
therapy,  especially  if  a second 
course  is  necessary. 

Infrequent  and  minor  side  ef- 
fects include:  nausea,  unpleasant 
taste,  furry  tongue,  headache, 
darkened  urine,  diarrhea,  dizzi- 
ness, dryness  of  mouth  or  vagina, 
skin  rash,  dysuria,  depression,  in- 
somnia, edema.  Elimination  of 
trichomonads  may  aggravate 
moniliasis. 

Dosage  Forms 
Oral— 250-mg.  tablets 
Vaginal— 500-mg.  inserts 
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Should  it  make  any  difference  to  her 
that  the  “500  Viso”  won  every  major 
design  award  this  last  year? 


Two-dozen  judges  think  so... 

What  these  professional  designers  and  engineers  saw  in  the 
“500  Viso”  is  what  anyone  taking  a cardiogram  is  looking  for: 
quick  and  simple  patient  connection  . . . easy-to-find-and-use 
instrument  controls  . . . clear,  accurate  recordings  free  from 
common  artifacts  and  “AC”  . . . rugged  construction  to 
withstand  the  inevitable  jolts  of  day-to-day  usage  . . . and  real 
portability  proven  by  light  weight  and  a slim,  compact  size. 


Sanborn  Division,  Hewlett-Packard  Company,  Waltham,  Mass.  02154 
Sales  and  service  offices  in  principal  cities  throughout  the  world. 


HEWLETT  .... 

PACKARD  jiff  SANBORN 


DIVISION 


'ffj 


From  Industrial  Research,  the  1964  Western  Electronics 
Conference,  Product  Engineering,  Industrial  Design,  and  the 
Aluminum  Company  of  America,  many  distinguished  panels 
of  judges  cited  the  “500  Viso”  for  its  outstanding  achievement 
of  the  objectives  of  superior  ECG  design. 


And  during  the  past  year,  these  same  merits  of  the  “ 500  Viso” 
have  also  been  recognized  by  several  thousand  other  “ judges ” 
— your  colleagues  in  the  medical  profession  who  now  own 
a ”500”.  To  them  the  convenience,  performance  and 
attractiveness  of  this  modern  ECG  represents  excellent 
value  at  $695  delivered,  continental  U.S. 
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Smoking  Habits 
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From  the  American  Cancer  Society* 


A high  degree  of  relationship  between 
cigaret  smoking  and  death  rates  of  men  has 
been  found  in  six  previous  prospective 
studies  carried  out  in  this  country,  Great 
Britian,  and  Canada.1-6  In  this  study,  we 
will  present  findings  on  this  subject  in  the 
first  three  years  (34.6  months)  of  follow-up 
in  the  New  York  State  segment  of  a large 
prospective  epidemiologic  study  which  was 
started  in  1959  and  is  still  in  progress.7-10 

During  the  latter  part  of  1959  and  early 
1960,  volunteer  workers  of  four  New  York 
State  divisions  of  the  American  Cancer 
Society  enrolled  77,974  men  and  women; 
the  mean  date  of  enrollment  was  November 
11,  1959.  The  study  area  encompasses  all 
of  the  57  counties  in  New  York  State, 

* From  the  New  York  State,  Westchester  County,  Nassau 
County,  and  Suffolk  County  Divisions  of  the  American 
Cancer  Society  and  the  Statistical  Research  Section  of  the 
Medical  Affairs  Department  of  the  American  Cancer  Society, 

Inc. 


A study  was  made  of  smoking  habits  in  rela- 
tion to  physical  complaints  in  29,960  men  in 
New  York  State  ranging  in  age  from  forty  to 
eighty-nine  years.  Frequency  of  physical 
complaints,  such  as  cough,  shortness  of 
breath,  and  loss  of  appetite,  frequency  of  hos- 
pitalization, and  death  rate  were  higher  among 
cigaret  smokers  than  among  nonsmokers,  in- 
creased with  the  amount  of  cigaret  smoking 
and  the  degree  of  inhalation,  and  were  higher 
among  cigaret  smokers  who  started  to  smoke 
early  in  life.  Death  rates  from  lung  cancer, 
emphysema,  and  coronary  artery  disease  were 
higher  in  cigaret  smokers  than  in  nonsmokers. 


exclusive  of  New  York  City.  On  enroll- 
ment, each  subject  answered  a detailed 
questionnaire  covering  many  factors  in- 
cluding past  and  present  smoking  habits. 
The  subjects  are  traced  once  a year  and  are 
requested  to  fill  out  brief  questionnaires 
once  every  two  years.  In  the  third  annual 
follow-up,  99.2  per  cent  of  the  subjects  were 
traced  through  September  30,  1962.  Five 
follow-ups  now  have  been  completed,  and 
the  sixth  and  final  follow-up  started  on 
October  1,  1965,  and  is  still  in  progress. 
When  a death  is  reported,  we  request  the 
New  York  State  Health  Department  to 
supply  us  with  a copy  of  the  death  certifi- 
cate, and  when  cancer  is  mentioned  on  a 
death  certificate,  we  request  the  doctor  to 
supply  additional  information. 

This  report  is  confined  to  the  records  of 
29,960  men  between  the  ages  of  forty  and 
eighty-nine  who  were  traced  through 
September  30,  1962.  Of  these  29,960  men, 
1,324,  or  4.4  per  cent,  were  reported  to  have 
died,  and  we  now  have  copies  of  the  death 
certificates  of  1,297  of  them.  Cancer  was 
mentioned  on  247  of  the  death  certificates, 
and  we  have  received  additional  informa- 
tion on  87  per  cent  of  them. 

Physical  complaints 

A list  of  various  physical  complaints  was 
printed  on  the  first  questionnaire,  and  the 
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TABLE  I.  Physical  complaints  reported  by  9,763  men  who  smoked  20  or  more  cigarets  per  day  and  by 

5,354  men  who  never  smoked  regularly* 


Physical  Complaint 

Cigaret 

Smokers 

with 

Complaint 

' — Number  (Per  Cent) — ■ 
of  Men 

Nonsmokers 

with 

Complaint 
(Per  Cent) 

Ratio  f 

Cough  (slight,  moderate,  or  severe) 

5,364 

54.9 

13.8 

3.98 

Cough  (moderate  or  severe) 

2,532 

25.9 

3.7 

7.00 

Shortness  of  breath  (slight,  moderate,  or  severe) 

3,118 

31.9 

12.7 

2.51 

Shortness  of  breath  (moderate  or  severe) 

Pain  or  discomfort  in  chest  (slight,  moderate,  or 

1,194 

12.2 

3.1 

3.94 

severe) 

1,504 

15.4 

10.2 

1.51 

Pain  or  discomfort  in  chest  (moderate  or  severe) 

466 

4.8 

2.6 

1.85 

Loss  of  appetite 

617 

6.3 

1.5 

4.20 

Loss  of  weight 

800 

8.2 

6.7 

1.22 

Gain  of  weight 

494 

5.1 

4.0 

1.28 

Hoarseness 

1,085 

11.1 

8.1 

1.37 

Nausea  or  vomiting 

514 

5.3 

3.2 

1.66 

Indigestion 

2,458 

25.2 

20.1 

1.25 

Pain  in  stomach 

1,208 

12.4 

9.3 

1.33 

Diarrhea 

676 

6.9 

5.2 

1.33 

Fatigue  easily 

3,401 

34.8 

23.7 

1.47 

* Percentages  for  nonsmokers  have  been  adjusted  to  the  age  distribution  of  cigaret  smokers;  this  was  necessary  for  com- 
parability, since  nonsmokers  tended  to  be  older  than  cigaret  smokers. 

t Percentage  of  cigaret  smokers  with  the  complaint  divided  by  percentage  of  nonsmokers  with  the  complaint. 


subject  was  asked  to  check  yes  or  no  after 
each  of  them  to  indicate  whether  or  not  he 
had  the  complaint  at  present.  Those  who 
had  a complaint  were  asked  whether  it  was 
slight,  moderate,  or  severe.  Of  the  29,960 
men  between  the  ages  of  forty  and  eighty- 
nine,  9,763  said  they  were  currently 
smoking  20  or  more  cigarets  a day,  and 
5,354  said  they  had  never  smoked  regularly. 
Table  I shows  the  number  and  per  cent  of 
these  smokers  who  reported  having  various 
complaints  and  the  per  cent  of  nonsmokers 
who  reported  having  the  same  complaints. 

Cough,  shortness  of  breath,  and  pain  or 
discomfort  in  the  chest  were  all  reported  far 
more  frequently  by  the  cigaret  smokers 
than  by  the  nonsmokers;  the  ratio  was  3.98 
to  1 for  cough,  2.51  to  1 for  shortness  of 
breath,  and  1.51  to  1 for  pain  or  discomfort 
in  the  chest.  Considering  only  subjects 
who  reported  these  complaints  to  a moder- 
ate or  severe  degree,  the  ratios  were  7 to  1 
for  cough,  3.94  to  1 for  shortness  of  breath, 
and  1.85  to  1 for  pain  or  discomfort  in  the 
chest.  These  findings  are  consistent  with 
findings  in  histologic  studies  of  changes  in 
lung  tissue  in  relation  to  cigaret  smok- 
ing.11*12 Such  studies  have  shown  a high 
degree  of  association  between  cigaret  smok- 
ing and  (1)  hyperplasia  and  the  occurrence 
of  cells  with  atypical  nuclei  in  bronchial 


epithelium;  (2)  hyperactive  glands  in  the 
walls  of  bronchial  tubes;  and  (3)  changes  in 
the  lung  parenchyma  including  rupturing  of 
alveolar  septums,  fibrosis,  and  thickening  of 
the  walls  of  arterioles  and  small  arteries. 

Loss  of  appetite  was  reported  four  times 
more  frequently  by  cigaret  smokers  than  by 
nonsmokers. 

A number  of  other  physical  complaints, 
such  as  hoarseness,  nausea  or  vomiting, 
indigestion,  stomach  pain,  and  a tendency 
to  fatigue  easily,  also  were  reported  some- 
what more  frequently  by  cigaret  smokers 
than  by  nonsmokers.  The  picture  in  gen- 
eral indicates  that  cigaret  smokers  as  a 
group  tend  to  feel  less  physically  fit  than 
nonsmokers. 

Mortality 

Table  II  shows  the  men  classified  by  type 
of  smoking  (lifetime  history).  It  should  be 
noted  that  some  of  the  figures,  particularly 
the  mortality  ratios,  shown  in  Tables  II  and 
III  are  rather  unstable  statistically  because 
of  the  small  number  of  men  involved. 
Men  with  a history  of  only  cigaret  smoking 
had  by  far  the  highest  death  rates  as  indi- 
cated by  their  high  mortality  ratios.  In 
age  group  forty  to  sixty-nine,  the  death  rate 
of  such  cigaret  smokers  was  101  per  cent 
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TABLE  II.  Mortality  by  type  of  smoking 


Type  of 
Smoking 
(Lifetime 
History) 


Number  of  Deaths  Number  of  Deaths 

(Age  Forty  to  (Age  Seventy  to 

Number^- — Sixty-Nine) Mor-  Number  - — Eighty-Nine) — * Mor- 

of  Ob-  Ex-  tality  of  Ob-  Ex-  tality 

Men  served*  pectedf  Ratio**  Men  served*  pectedf  Ratio** 


Never  smoked 


regularly  4 , 854 

110 

110.0 

1.00  570 

104 

104.0  1.00 

Pipe,  cigar,  only  3,160 

100 

89.9 

1.11  627 

99 

119.7  0.83 

Cigaret  and  other  6,767 

233 

155.3 

1.50  499 

67 

81.6  0.82 

Cigaret  only  12,955 

502 

249.3 

2.01  528 

109 

82.5  1.32 

Totals  27 , 736 

945 

604.5 

1.56  2,224 

379 

387.8  0.98 

* The  actual  number  of  deaths  reported  from  the  start  of  the  study  through  September  30,  1962. 

t The  number  of  deaths  which  would  have  occurred  if  the  age-specific  death  rates  in 

each  group  had  been  the  same  as  the 

age-specific  death  rates  of  men  who  never  smoked  regularly.  The  age-specific  death  rate  of  the  nonsmokers  is  taken  as  a 

standard  for  comparison. 

**  The  observed  number  of  deaths  divided  by  the  expected 

number  of  deaths.  By  definition,  the  mortality  ratio  of  the 

nonsmokers  is  1.00. 

TABLE  III.  Mortality  in  relation 

to  amount  of  cigaret  smoking,  degree  of  inhalation  and  age  cigaret 

smoking  began  (age  range  forty  to  sixty-nine) 

Number 

Number  of  Deaths 

Mortality 

Current  Cigaret  Smoking 

of  Men 

Observed 

Expected 

Ratio 

Cigarets  per  day 

1 to  9 

733 

21 

16.0 

1.31 

10  to  19 

1,639 

73 

34.3 

2.13 

20  to  39 

5,922 

222 

101.6 

2.19 

40  or  more 

1,347 

49 

20.2 

2.43 

Degree  of  inhalation 

None 

578 

26 

15.6 

1.67 

Slight 

1,113 

49 

24.6 

1.99 

Moderate 

5,376 

208 

91.0 

2.29 

Deep 

2,572 

82 

40.7 

2.01 

Age  began  cigaret  smoking 

25  or  over 

744 

22 

16.7 

1.32 

20  to  24 

1,977 

72 

36.1 

1.99 

15  to  19 

5,527 

215 

91.5 

2.35 

Younger  than  15 

1,150 

46 

22.7 

2.03 

Never  smoked  regularly 

4,854 

110 

110.0 

1.00 

higher  than  the  death  rate  of  nonsmokers, 
and  in  age  group  seventy  to  eighty-nine,  the 
death  rate  of  such  cigaret  smokers  was  32 
per  cent  higher  than  the  death  rate  of  non- 
smokers  (Fig.  1). 

The  death  rate  of  men  who  smoked  ciga- 
rets  and  also  smoked  pipes  or  cigars  was 
somewhat  lower  than  the  death  rate  of  men 
who  smoked  cigarets  only.  This  is  ac- 
counted for  by  the  fact  that  men  with 
mixed  smoking  habits  tend  to  smoke  fewer 
cigarets  per  day  and  tend  to  inhale  the 
smoke  less  deeply  than  men  who  smoke  only 
cigarets. 

The  death  rate  of  pipe  and  cigar  smokers 
was  close  to  the  death  rate  of  nonsmokers; 
it  was  higher  in  age  group  forty  to  sixty- 
nine  and  lower  in  age  group  seventy  to 
eighty-nine.  This  appears  to  be  from  the 


fact  that  the  great  majority  of  pipe  and 
cigar  smokers  do  not  inhale  the  smoke  or  in- 
hale it  only  to  a slight  degree. 

Table  III  shows  further  details  on  current 
cigaret  smokers,  that  is,  the  men  who  were 
smoking  cigarets  regularly  at  the  time  they 
enrolled  in  the  study  and  who  had  a history 
of  only  cigaret  smoking.  It  is  confined  to 
men  between  the  ages  of  forty  and  sixty- 
nine  for  the  reason  that  there  were  rela- 
tively few  such  cigaret  smokers  among  men 
in  the  older  age  groups.  Figures  for  non- 
smokers  are  included  to  give  a basis  for 
comparison. 

The  mortality  ratio  increased  substan- 
tially with  the  number  of  cigarets  smoked 
per  day  and  was  substantially  higher  among 
cigaret  smokers  who  said  they  inhaled  the 
smoke  deeply  than  among  those  who  said 
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NEVER  PIPE,  CIGARET  CIGARET 

SMOKED  CIGAR  AND  OTHER  ONLY 
REGULARLY 


FIGURE  1.  Type  of  smoking  (lifetime  history). 

they  did  not  inhale  the  smoke.  The  cigaret 
smokers  who  took  up  the  habit  before  they 
reached  their  twentieth  birthday  had  higher 
death  rates  than  did  cigaret  smokers  who 
started  the  habit  later  in  life. 

Death  certificates  indicated  that  coro- 
nary artery  disease  accounted  for  621,  or 
46.9  per  cent,  of  the  1,324  deaths.  Deaths 
from  this  cause  were  highly  associated  with 
the  smoking  habits  of  men  in  the  age  group 
forty  to  sixty-nine  but  only  slightly  associ- 
ated with  the  smoking  habits  of  men  in  the 
age  group  seventy  to  eighty-nine.  In  the 
age  group  forty  to  sixty-nine,  the  coronary 
artery  disease  mortality  ratios  were:  1.00 

for  men  who  never  smoked,  1.31  for  pipe 
and  cigar  smokers,  1.76  for  men  who 
smoked  cigarets  and  also  smoked  pipes  or 
cigars,  and  2.61  for  men  who  smoked  only 
cigarets. 

Lung  cancer  accounted  for  51  deaths,  38 
in  age  group  forty  to  sixty-nine  and  13  in 
age  group  seventy  to  eighty-nine.  All  of 
these  51  men  were  smokers.  Three  men 
smoked  only  pipes  or  cigars,  and  the  other 
48  men  had  a history  of  cigaret  smoking. 

Twenty-five  men  died  of  emphysema. 
One  of  these  men  was  a nonsmoker,  and  24 
men  had  a history  of  cigaret  smoking. 

Hospitalization 

At  the  time  of  the  second  follow-up, 
approximately  two  years  after  the  start  of 
the  study,  surviving  subjects  were  re- 
quested to  fill  out  a second  questionnaire. 
On  this  questionnaire,  they  were  asked 
whether  or  not  they  had  been  hospitalized 
since  October  1,  1959,  the  date  the  study 
was  started.  Of  course,  nonsurvivors  did 


TABLE  IV.  Per  cent  of  men  hospitalized  between 
start  of  study  and  second  follow-up  (approximately 
two  years)* 


Smoking  Habits 

Hospitalized 
(Per  Cent) 

Never  smoked  regularly 

12.1 

Cigar,  pipe 

14.5 

Cigaret  and  other 

15.2 

Cigaret  only 

17.2 

Current  cigaret  smokers  f 

17.7 

1 to  9 a day 

15.6 

10  to  19  a day 

17.4 

20  to  39  a day 

17.7 

40  or  more  a day 

19.7 

Do  not  inhale 

15.1 

Inhale  slightly 

16.5 

Inhale  moderately 

17.5 

Inhale  deeply 

19.7 

Age  began  smoking 

25  or  older 

14.1 

20  to  24 

15.8 

15  to  19 

19.1 

Younger  than  15 

17.3 

* For  comparability,  percentages  are  standardized  for  age 
on  the  total  population  of  enrollees  in  the  State. 

f Men  with  a history  of  only  cigaret  smoking  who  were 
currently  smoking  cigarets  at  the  time  of  enrollment. 

not  fill  out  these  questionnaires,  but  we 
assumed  that  all  those  who  died  had  been 
hospitalized  prior  to  death,  since  this  was 
true  in  the  great  majority  of  cases. 

In  Table  IV,  men  from  forty  to  sixty-nine 
years  of  age  are  classified  in  groups  by  then- 
smoking  habits  as  reported  on  the  first 
questionnaire,  and  the  per  cent  hospitalized 
is  shown  for  each  of  these  groups.  The 
general  picture  is  much  the  same  as  that 
previously  shown  for  total  mortality. 

Summary 

In  this  study  we  have  reported  on  smok- 
ing habits  in  relation  to  physical  complaints 
of  29,960  New  York  State  men  ranging  in 
age  from  forty  to  eighty-nine.  Also  re- 
ported is  the  mortality  rate  and  number  of 
hospitalizations  of  this  group  during  the 
first  three  years  (34.6  months)  after  they 
were  enrolled  as  subjects  in  a prospective 
epidemiologic  study.  The  findings  are  in 
good  agreement  with  findings  previously 
reported  from  other  epidemiologic  studies 
on  this  subject. 

Cigaret  smokers  report  physical  com- 
plaints, particularly  cough,  shortness  of 
breath,  and  loss  of  appetite,  more  fre- 
quently than  nonsmokers.  They  are  hos- 
pitalized more  frequently  than  nonsmokers 
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and  have  far  higher  death  rates.  Among 
cigaret  smokers,  the  frequency  of  physical 
complaints,  the  frequency  of  hospitaliza- 
tion, and  the  death  rate  increase  with  the 
amount  of  cigaret  smoking  and  the  degree 
of  inhalation  are  higher  among  cigaret 
smokers  who  started  to  smoke  early  in  life. 

As  in  past  studies,  death  rates  from  lung 
cancer,  emphysema,  and  coronary  artery 
disease  were  found  to  be  higher  in  cigaret 
smokers  than  in  nonsmokers. 

There  is  no  need  for  us  to  review  the 
literature  and  discuss  other  evidence  on  the 
subject  of  smoking  and  health,  since  this  has 
been  done  many  times  before.  We  con- 
clude that  cigaret  smoking  constitutes  a 
major  health  hazard. 
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T he  psychiatrist  new  to  military  service 
is  faced  with  many  adjustments,  both 
personal  and  professional,  which  are  com- 
mon to  all  who  make  the  transition  from 
civilian  to  military  life.  Of  this  transition, 
Maskin1  states  that  “the  basic  revisions 
subsume  alterations  in  modes  of  pleasure 
gratification,  work  adjustment  and  varieties 
of  relatedness.”  The  new  military  psy- 
chiatrist is  in  a particular  dilemma  how- 
ever, for  at  the  same  time,  he  is  called 
on  to  make  decisions  that  may  often 
be  the  deciding  factor  in  measures  impor- 
tant to  the  military  setting  in  which  he 
serves.  His  opinion  may  also  have  bearing 
on  decisions  vital  to  national  security  and 
welfare.  Giffen  and  Sparks,2  who  have  had 
extensive  experience  with  military  psy- 
chiatry, state  that  “many  examples  can  be 
given  of  psychiatrists  who  were  poorly 
oriented  . . . and  allowed  their  feelings  to 
distort  their  judgment.” 

* The  contents  of  this  article  reflect  the  personal  views  of 
the  author  and  are  not  to  be  construed  as  a statement  of 
official  Air  Force  policy. 

t Approved  for  publication  by  Dasil  C.  Smith,  Colonel, 
USAF,  MC,  Chief,  Hospital  Services  and  Psychiatry,  U.S. 
Air  Force  Hospital,  Sheppard  Air  Force  Base. 

**  Presently  with  the  Department  of  Psychiatry,  New 
York  Medical  College,  Metropolitan  Hospital  Center. 


The  psychiatrist’s  emotional  reaction  to 
his  patient,  conscious  or  unconscious,  is 
commonly  defined  as  countertransference. 3 
Freud  implied  that  this  reaction  was  un- 
conscious and  outside  of  awareness.  He 
stated  that  “we  are  almost  inclined  to  insist 
that  he  (the  psychiatrist)  shall  recognize 
this  countertransference  in  himself  and 
overcome  it.”4  This  admonition  is  perhaps 
even  more  important  in  the  military  setting 
in  view  of  the  nature  of  the  psychiatrist’s 
decisions. 

This  article  will  report  on  certain  aspects 
of  Air  Force  psychiatry  in  which  counter- 
transference appears  to  be  a factor  in- 
fluencing judgment.  While  this  study  was 
undertaken  at  an  Air  Force  installation,  it 
should  be  apparent  that  there  are  implica- 
tions for  all  branches  of  the  Armed  Services. 

The  great  majority  of  psychiatrists  in  the 
military  are  recruited  under  the  Berry 
Plan.  In  brief,  this  program  allows  the 
individual  physician  the  opportunity  to 
complete  his  residency  program  in  psychia- 
try uninterrupted.  On  completion  of  his 
training  he  then  enters  active  duty  in  the 
service  of  his  choice  as  he  has  previously 
agreed  to  do.  He  serves  in  the  capacity  of 
a military  psychiatrist  for  two  years  after 
which  he  may  return  to  civilian  life.  He 
may  also  choose  to  make  a career  in  the 
military,  but  few  do.  Other  psychiatrists 
are  gathered  from  various  residency  pro- 
grams that  are  organized  within  the  serv- 
ices themselves,  but  at  this  time  only  a 
small  percentage  of  the  needs  of  the  military 
are  met  through  these  channels.  A still 
smaller  group  of  psychiatrists  have  made 
the  military  a career.  Those  who  have  are 
in  administrative  capacities  of  high  respon- 
sibility whose  function  it  is  to  coordinate 
the  psychiatric  manpower  recruited  from 
the  other  sources  mentioned. 

U.S.  Air  Force  Hospital  Sheppard,  where 
the  present  study  took  place,  is  one  of  the 
largest  psychiatric  facilities  maintained  by 
the  Air  Force.  A total  of  8 psychiatrists 
staff  this  installation  which  comprises.  125 
psychiatric  b^ds  as  well  as  an  extensive  out- 
patient clinic.  Of  this  group  of  8,  there  are 
6 who  have  been  recruited  through  the 
Berry  Plan  and  who  comprise  the  so-called 
two-year  group.  Consensus  would  have  it 
that  this  group  is  quite  adequate  in  terms  of 
training  and  ability.  Serious  efforts  are 
made  to  keep  abreast  of  new  psychiatric 
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knowledge,  and  clinical  case  conferences 
and  journal  clubs  are  the  rule. 

Method 

Of  the  group  of  8 psychiatrists  mentioned, 
there  were  3 who  were  new  to  military 
service.  Because  of  this,  they  were  chosen 
for  our  sample.  They  had  similar  levels  of 
training  and  entered  on  active  duty  at  the 
same  time.  The  entire  inpatient  case  load 
of  this  group  was  evaluated  and  consisted  of 
all  active  duty  male  military  personnel  ad- 
mitted to  the  hospital  from  September  1, 
1963,  until  July  31,  1964.  The  number  of 
patients  in  this  case  load  discharged  from 
service  through  medical  channels  because  of 
mental  illness  was  tabulated.  In  addition, 
the  ten-month  period  included  in  this  study 
was  divided  into  two  equal  periods  of  five 
months  each,  and  the  number  of  medical 
discharges  for  each  half  period  was  com- 
pared. In  effect,  this  study  encompassed 
almost  the  entire  first  year  of  the  new  mili- 
tary psychiatrist’s  career. 

In  the  military  services  a medical  dis- 
charge may  be  granted  for  several  categories 
of  mental  illness.  These  categories  include 
psychosis,  psychoneurosis,  and  the  various 
organic  brain  disorders.  The  broad  cate- 
gory of  personality  disorders  (character  and 
behavior  disorders),  is  not  considered 
sufficient  cause  for  a medical  discharge. 
Such  persons  are  separated  from  service 
through  administrative  channels  and  are 
not  considered  by  the  military  to  be  men- 
tally ill.  In  this  article,  then,  the  term 
mental  illness  will  apply  only  to  those  dis- 
orders subject  to  medical  discharge  as  out- 
lined here. 

Results 

The  total  sample  studied  for  the  ten- 
month  period  amounted  to  265  patients. 
When  this  period  was  divided  in  half,  there 
were  130  patients  the  first  five-month 
period  and  135  patients  the  second  five- 
month  period.  The  admission  rate  per 
psychiatrist  was  found  to  be  fairly  constant 
throughout  the  ten  months. 

The  number  of  medical  discharges 
granted  was  31  out  of  265  admissions  or  11.6 
per  cent  of  the  total.  When  each  five- 
month  period  was  compared,  there  were  6 
medical  discharges  out  of  130  admissions 


the  first  half  and  25  medical  discharges  out 
of  135  admissions  the  second  half  or  4.6  and 
18.6  per  cent,  respectively.  There  was 
therefore  over  a four-fold  difference  in  the 
number  of  medical  discharges  during  the 
two  time  periods.  When  the  case  load  of 
each  psychiatrist  was  examined  individu- 
ally, the  trend  toward  a greater  number  of 
medical  discharges  was  noted  in  each  case. 

Of  2,345  inpatients  evaluated  at  this 
hospital  over  a three-year  period  (1961  to 
1963),  there  were  475  patients  or  20.2  per 
cent  discharged  through  medical  channels 
because  of  mental  illness.  The  average 
number  of  medical  discharges  for  mental 
illness  from  a comparable  military  installa- 
tion is  given  at  about  18  per  cent  in  a pre- 
viously reported  study.5  Accordingly,  the 
low  figure  of  4.6  per  cent  for  the  first  half  of 
the  period  under  study  was  of  significance 
and  deserves  explanation. 

Comment 

In  accounting  for  the  obvious  difference 
in  the  percentage  of  patients  discharged 
through  medical  channels  between  the  two 
halves  of  this  study,  several  explanations 
present  themselves.  Initially,  one  might 
assume  that  there  was  a simple  increase  in 
the  number  of  individuals  with  mental  ill- 
ness in  the  latter  time  period.  This  is 
considered  unlikely  however.  The  differ- 
ence between  an  almost  5 and  a 19  per  cent 
discharge  rate  is  too  large  to  have  occurred 
at  random.  In  addition,  the  20  per  cent 
average  number  of  medical  discharges 
previously  reported  closely  approximates 
the  findings  in  the  second  half  of  this 
project.  It  is  doubtful  that  the  discrepancy 
found  in  our  figures  represents  an  actual 
difference  in  the  incidence  of  psychopathol- 
ogy. 

The  fact  that  the  psychiatrist  is  new  to 
the  service  is  certainly  a factor  involved  in 
the  discrepancy  noted.  But  what  are  the 
qualities  of  this  newness  that  contribute  to 
these  findings?  It  is  apparent  that  the 
psychiatrist  needs  some  knowledge  of  mili- 
tary procedures  to  function  effectively  in 
that  he  must  know  how  to  implement  his 
decisions.  But  this  procedural  knowledge 
or  lack  of  it  is  not  related  to  whether  or  not 
a person  is  diagnosed  mentally  ill. 

We  would  like  to  suggest  rather,  that  the 
psychiatrist  underdiagnoses  mental  illness 
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in  the  early  part  of  his  military  career. 
The  hypothesis  set  forth  in  this  article  is 
that  there  are  factors  working  within  or  on 
the  psychiatrist  or  both,  of  which  he  is 
mainly  unaware,  that  affect  his  diagnostic 
judgment.  The  extremely  low  incidence  of 
mental  illness  as  reflected  by  the  number  of 
medical  discharges  in  the  first  part  of  this 
study,  which  represents  the  work  of  the 
psychiatrist  who  has  been  in  the  military 
only  a short  time,  appears  to  be  the  result  of 
problems  in  countertransference  which 
cause  him  to  minimize  psychopathology. 
With  the  passage  of  time,  one  observes  an 
increase  in  the  diagnosis  of  mental  illness 
until  the  rate  of  medical  discharges  approxi- 
mates what  is  considered  average. 

Factors  in  underdiagnosis.  There 
are  several  factors  that  might  contribute  to 
countertransference  problems  of  the  psy- 
chiatrist which  cause  him  to  underdiagnose 
illness.  Foremost  is  the  adaptation  he 
must  make.  The  individual,  including  the 
psychiatrist,  is  required  to  adapt  himself  to 
the  needs  of  the  military  service  and  take 
his  place  within  an  orderly  and  well-regu- 
lated chain  of  command.  Obedience  is 
highly  valued.  The  civilian  community  on 
the  other  hand,  allows  the  individual 
greater  flexibility  and  movement;  obedi- 
ence as  such  is  not  necessarily  a requirement 
for  successful  adaptation.  The  psychia- 
trist has  a particular  problem  in  this  regard. 
He  has  been  trained  to  respect  the  inviola- 
bility of  the  individual.  Indeed,  most  of 
his  work  with  patients  has  been  in  helping 
them  express  their  uniqueness.  He  is  now 
asked  however  to  negate  that  value  in  large 
measure  and  place  the  needs  of  the  military 
paramount.  This  is  an  exceedingly  diffi- 
cult adjustment  for  the  doctor  new  to  mili- 
tary service  to  make  and  accept.  It  is  an 
adjustment  however  that  is  required  if  the 
psychiatrist  is  to  adapt  successfully. 

Hartmann6  stated  that  “Adaptation  may 
come  about  by  changes  which  the  individ- 
ual effects  in  his  environment  ...  as  well  as 
by  the  appropriate  changes  in  his  psycho- 
physical system.”  It  is  difficult,  if  not 
impossible,  for  the  new  psychiatrist  to  alter 
the  military  environment,  for  the  military 
has  a long  history  of  fairly  inflexible 
organization.  He  can  and  does  however 
have  to  alter  his  psychophysical  system. 
Such  alteration  occurs  through  the  use  of 
certain  defense  mechanisms,  most  impor- 


tant of  which  is  identification;  more  partic- 
ularly, Anna  Freud’s7  “identification  with 
the  aggressor.”  She  writes  that  this 
defense  is  “one  of  the  ego’s  most  potent 
weapons  in  its  dealings  with  external  ob- 
jects which  arouse  its  anxiety.”  The  mili- 
tary setting  that  the  new  psychiatrist  finds 
himself  in  is  such  an  object.  Not  only  is 
the  military  an  “aggressor”  on  a symbolic 
level,  but  on  a realistic  level,  many  demands 
are  made  on  the  new  military  member  which 
he  views  as  authoritarian.  For  the  new 
psychiatrist  who  tends  to  see  his  military 
obligation  as  an  “interrruption”  in  his 
career  this  is  even  more  true.  The  change 
in  roles  created  by  the  abrupt  transition 
from  civilian  to  military  life  creates  both 
anxiety  and  resentment  about  which  the 
psychiatrist  may  have  only  limited  aware- 
ness. In  an  attempt  to  master  these  af- 
fects the  psychiatrist  may  begin  to  imper- 
sonate the  “aggressor”  and  by  so  doing,  he 
takes  on  the  value  system  of  the  military 
with  its  de-emphasis  on  individual  needs. 
The  ramifications  of  this  process  are  many 
and  probably  account  for  the  greater  pro- 
portion of  factors  that  can  explain  under- 
diagnosis of  illness. 

First,  as  the  individual  patient  assumes 
less  importance,  so  does  his  illness.  Having 
assumed  the  value  system  of  the  military, 
the  new  psychiatrist  is  inclined  to  see  the 
patient  primarily  in  terms  of  his  functioning 
within  the  group.  Less  emphasis  is  placed 
on  him  as  an  individual,  and  intrapsychic 
processes  are  minimized.  Considerable 
areas  of  psychopathology  are  thereby  over- 
looked, and  a lower  incidence  of  diagnosed 
mental  illness  results. 

Second,  the  new  psychiatrist  will  often 
see  the  patient  as  someone  who  will  not 
rather  than  someone  who  cannot  adapt. 
This  is  an  outgrowth  of  the  common  mili- 
tary view  in  which  all  members  of  the  group 
are  assumed  able  to  adapt  to  a situation  if 
encouraged  to  do  so  appropriately.  In  the 
early  part  of  his  career  the  psychiatrist  may 
find  himself  using  such  phrases  as  “pull  your- 
self together”  and  “you  can  do  it  if  you  want 
to”  which  are  indicative  of  this  attitude. 
The  psychiatrist  may,  in  a particular  case, 
fail  to  observe  that  an  individual  patient 
may  not  possess  the  necessary  ego  strength 
to  adapt.  This  is  translated  into  a diag- 
nosis of  personality  disorder  (will  not) 
rather  than  what  might  be  more  appropri- 
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ate,  psychosis  or  psychoneurosis  (cannot). 

Third  is  the  factor  of  intolerance  toward 
deviant  behavior.  This  attitude  stems 
from  the  psychiatrist’s  identification  with 
the  military;  his  attempts  at  maintaining 
that  identification;  and  his  hostility,  of 
which  he  is  unaware,  toward  the  patient. 
The  military  patient  can  be  viewed,  on 
certain  levels  at  least,  as  showing  maladap- 
tive behavior.  He  may  confront  the  psy- 
chiatrist with  a plea  or  demand,  as  the  case 
may  be,  for  release  from  service.  He  is 
often  verbal  about  his  dissatisfactions  and 
expresses  his  resentment  toward  the  mili- 
tary freely.  Such  a patient  may  in  fact 
activate  the  psychiatrist’s  own  wishes  to 
return  to  civilian  life.  He  might  conceiva- 
bly mobilize  the  psychiatrist’s  hostile  im- 
pulses toward  the  military  which  the  psy- 
chiatrist then  attempts  to  deny.  As  a 
result  the  psychiatrist  may  feel  his  adapta- 
tion to  be  severely  threatened,  and  in  his 
attempts  to  ward  off  this  threat,  he  tends  to 
minimize  the  patient’s  demands  and  so 
minimize  his  illness.  In  effect,  the  patient 
receives  the  message,  “if  I have  to  go 
through  this,  so  do  you.” 

A fourth  factor  which  contributes  to 
underdiagnosis  of  illness  is  the  limited  role 
the  doctrine  of  privileged  communication 
plays  in  the  military.8  The  military  psy- 
chiatrist is  under  obligation,  by  virtue  of  his 
oath  as  an  officer  in  the  Armed  Forces,  to  re- 
veal all  and  any  information  received  from 
his  patient  at  such  time  as  that  information 
will  be  asked  of  him.  In  certain  instances 
such  as  homosexuality,  he  is  required  to 
volunteer  such  information  unsolicited. 
The  psychiatrist  may,  unconsciously,  fail  to 
elicit  information  which  he  knows  he  would 
have  to  reveal.  He  does  not,  therefore, 
place  himself  in  the  situation  of  having  to 
negate  this  value  which  is  part  of  his  med- 
ical tradition.  But  in  not  eliciting  what 
may  be  significant  information,  the  psy- 
chiatrist may  overlook  important  areas  of 
psychopathology  that  would  be  indicative 
of  mental  illness. 

It  is  not  suggested  in  this  article  that  the 
doctrine  of  privileged  communication  be 
made  an  integral  part  of  the  code  of  military 
medicine.  But  the  difference  in  the  code 
that  binds  the  civilian  and  military  psychia- 
trist should  be  clearly  demarcated.9  The 
conflict  produced  by  these  divergent  values, 
should  it  go  unrecognized,  serves  to  distort 


the  psychiatrist’s  diagnostic  abilities. 

Therapeutic  outlook.  Another  area 
in  which  the  psychiatrist  new  to  military 
service  may  face  conflict  is  in  his  thera- 
peutic outlook.  The  physician  has  been 
trained  to  set  right  illness  and  disease  if 
possible.  It  soon  becomes  apparent  that 
the  psychiatrist  will  be  occupied  in  many 
areas  that  have  no  relation  to  his  skills  in 
psychotherapy.  He  is  called  on,  for  in- 
stance, to  diagnose  illness  and  in  so  doing  to 
recommend  a course  of  action  which  will  not 
allow  the  “sick”  individual  to  obtain  treat- 
ment. In  addition,  even  when  psycho- 
therapy is  made  available  to  the  patient, 
goals  are  extremely  limited  since  long-term 
intensive  treatment  is  highly  impractical. 
The  result  is  that  the  psychiatrist’s  thera- 
peutic intent  is  often  frustrated  and  in  an 
attempt  to  keep  this  frustration  at  a mini- 
mum, the  psychiatrist  may  tend  to  mini- 
mize pathologic  conditions,  for,  in  effect, 
when  illness  does  not  exist,  treatment  is  not 
indicated. 

In  regard  to  therapy,  although  not  neces- 
sarily related  to  the  underdiagnosis  of  ill- 
ness, one  finds  that  the  new  psychiatrist  will 
frequently  undertake  extensive,  if  ill-ad- 
vised treatment  programs  early  in  his 
career.  Ostensibly,  such  a program  is  an 
attempt  at  strengthening  the  adaptive 
technics  of  a particular  patient.  All  too 
often  however,  when  such  a program  meets 
with  failure,  the  reasons  are  to  be  found  in 
the  psychiatrist’s  motives  to  treat.  Treat- 
ment is  often  more  than  just  an  expression 
of  the  therapeutic  intent.  The  psychia- 
trist may  be  attempting  to  mobilize  his  own 
defenses  rather  than  the  patient’s.  Un- 
able to  recognize  his  own  conflicts,  the 
psychiatrist  early  in  his  career  may  act 
them  out  in  his  therapeutic  endeavors  with 
the  patient. 

The  net  effect  of  the  various  processes 
described  is  to  affect  the  psychiatrist’s 
ability  to  exercise  his  best  skills.  As  this 
study  bears  out,  a lowering  of  the  incidence 
of  diagnosed  mental  illness  seems  to  result. 
In  his  functioning  the  new  military  psychia- 
trist must  be  constantly  aware  of  his  own 
intrapsychic  conflicts.  The  greater  his 
awareness,  the  less  liable  is  he  to  mistakes  in 
judgment.  A knowledge  of  the  conflicts 
inherent  in  the  military-civilian  dichotomy 
will  enable  the  psychiatrist  to  function  more 
effectively  and  in  so  doing  be  able  to  recog- 
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nize  illness  as  it  truly  exists. 

That  this  does  occur  is  reflected  in  the 
rate  of  discharge  for  the  second  half  of  this 
study  which  more  closely  approximates  the 
previously  reported  discharge  rates.  This 
more  appropriate  rate  is  noted  when  each 
psychiatrist  has  been  on  active  duty  for 
about  six  months.  Consistent  with  the 
hypothesis  suggested  in  this  report  that 
underdiagnosis  of  illness  results  from 
countertransference  problems,  factors  tend- 
ing to  eliminate  these  problems  would  cor- 
rect errors  in  diagnostic  judgment. 

One  of  these  factors  is  the  individual 
psychiatrist’s  capacity  to  adjust  to  military 
service.  As  was  pointed  out,  initial  adjust- 
ment is  made  at  the  expense  of  diagnostic 
skill  because  of  the  specific  defense  mecha- 
nisms employed.  The  extent  to  which 
they  are  relied  on  and  the  tenacity  with 
which  they  are  maintained  is  related  to  the 
anxiety  with  which  the  psychiatrist  must 
deal.  As  his  association  with  the  military 
proceeds,  the  opportunity  for  extensive 
reality  testing  is  available.  Successful 
reality  testing  will  eliminate  the  need  for 
elaborate  defenses  in  that  the  psychiatrist 
learns  that  the  military  is  not  as  anxiety- 
provoking  as  he  had  anticipated.  He 
comes  to  recognize  the  limitations  placed  on 
him  as  necessities  inherent  in  the  military 
organization  with  less  emphasis  placed  on 
these  as  authoritarian  demands.  Identifi- 
cation with  military  values  is  less  rigid  and 
individual  psychopathology  is  no  longer 
minimized  as  in  the  early  part  of  his  career. 

As  effective  reality  testing  proceeds,  the 
new  military  psychiatrist  is  better  able  to 
define  his  role  which  is  primarily  to  care  for 
those  who  have  become  mentally  ill  and  to 
eliminate  them  from  service.10  While  we 
recognize  that  much  work  is  in  progress  in 
the  preventive  aspects  of  military  psychia- 
try,11 the  greater  proportion  of  the  new 
psychiatrist’s  time  is  still  devoted  to  the  two 
former  tasks.  In  providing  these  services, 
the  psychiatrist  is  eventually  able  to  sus- 
pend previously  held  values,  such  as  priv- 
ileged communication,  without  the  resent- 
ment noted  earlier. 

Choice  of  career.  An  aspect  of  the 
psychiatrist’s  role  that  deserves  further 
consideration  is  the  choice  of  whether  or  not 
he  decides  to  make  the  military  a career. 
Certainly  this  decision  will  have  important 
ramifications  in  the  individual  psychiatrist’s 


functioning.  The  present  study  sheds  no 
light  on  this  issue,  but  one  can  speculate 
that  more  longitudinal  analysis  might  point 
toward  the  career  military  psychiatrist  as 
having  less  conflict  about  his  role  than  his 
“two-year”  colleague. 

The  presence  of  more  experienced  psy- 
chiatrists who  are  in  a position  to  guide  and 
advise  the  newer  psychiatrist  is  also  a factor 
which  tends  to  minimize  the  latter’s 
countertransference  difficulties.  The  psy- 
chiatrist assigned  to  an  area  in  which  he  is 
alone  is  at  an  obvious  disadvantage  in  this 
regard. 

Last  is  the  factor  of  introspective  analysis 
by  which  the  individual  psychiatrist  is  able 
to  examine  his  own  relations  to  both  pa- 
tients and  situations.  Such  introspection  is 
a well-recognized  tool  that  the  psychiatrist 
has  as  part  of  his  armamentarium.  With  it 
he  is  able  to  examine  the  various  counter- 
transference problems  that  exist  and  make 
these  problems  subject  to  conscious,  ra- 
tional thought  in  the  hope  of  eliminating 
them. 

A final  point  to  be  made  concerns  the 
effect  of  a medical  discharge  as  opposed  to 
administrative  discharge.  The  former  may 
entitle  the  patient  to  various  benefits, 
financial  and  otherwise,  whereas  the  latter 
does  not.  In  the  light  of  this  study,  it  is 
apparent  that  many  patients  who  might  be 
eligible  may  be  deprived  of  these  benefits 
on  the  basis  of  the  psychological  state  of  the 
examiner.  As  it  is,  psychiatric  diagnosis 
and  nosology  are  often  inexact.  The  new 
military  psychiatrist  affected  by  counter- 
transference finds  this  inexactness  even 
more  difficult  to  cope  with.  Unless  aware 
of  the  hazards  involved,  he  may  compro- 
mise his  diagnostic  skill  to  the  detriment  not 
only  of  the  patient  but  also  of  his  own 
science  and  to  the  military  branch  of  the 
Armed  Forces  in  which  he  serves. 

Summary 

This  article  reports  on  certain  aspects  of 
Air  Force  psychiatry  in  which  counter- 
transference is  a factor  influencing  diag- 
nostic judgment.  There  is  application  to 
other  branches  of  the  Armed  Services. 

An  analysis  of  265  psychiatric  inpatients 
at  United  States  Air  Force  Hospital  Shep- 
pard was  made  over  a ten-month  period. 
It  was  found  that  the  number  of  discharges 
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for  mental  illness  varied  from  4.6  per  cent 
the  first  half  period  to  18.6  per  cent  the 
second  half  period  of  this  study.  The 
latter  figure  is  a more  normal  rate. 

An  hypothesis  is  set  forth  to  explain  this 
discrepancy.  There  are  factors  affecting 
the  new  military  psychiatrist  that  influence 
his  diagnostic  skill.  There  is  a tendency  to 
underdiagnose  mental  illness  at  the  begin- 
ning of  the  new  psychiatrist’s  military 
career. 

Factors  contributing  to  the  psychiatrist’s 
countertransference  problems  are  discussed. 
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Frostbite  and 
principles  of  treatment 


While  there  is  some  confusion  and  controversy 
over  the  treatment  of  local  cold  injury,  some 
basic  principles  have  been  established.  The 
choice  of  treatment  depends  on  the  extent  of 
injury  which  has  been  graded  in  degrees.  In  all 
degrees  of  frostbite  to  the  ears,  nose,  or  face; 
rest,  adequate  nutrition,  avoidance  of  further 
cold  injury,  rapid  rewarming,  prevention  of 
manipulation,  protection  of  the  wound  from 
greasy  substances,  and  strict  asepsis  are  basic 
principles  of  therapy.  The  use  of  enzymes, 
pressure  dressings,  or  sympathectomy  are  not 
beneficial,  report  G.  A.  Bales,  M.D.,  and  C.  T. 
Yarington,  Jr.,  M.D.,  in  a recent  issue  of  the 
Eye,  Ear,  Nose  and  Throat  Monthly. 

First  degree  frostbite  is  characterized  by 
numbness,  swelling,  and  erythema  without 
vesiculation  with  perhaps  slight  desquamation. 
The  area  should  be  rapidly  re  warmed  to  normal. 
Local  massage  or  other  manipulation  will  only 
produce  more  injury.  The  area  then  requires 
a bulky  protective  covering  bandage  to  prevent 
further  cooling  and  injury.  Tetanus  immuniza- 
tion should  be  given.  A second  degree  frost- 
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bite  shows  vesiculation  of  the  outer  epithelial 
layers  with  the  findings  of  the  first  grade.  Here 
the  vesicles  must  be  opened  for  evacuation  and 
cleansing,  but  the  general  principles  of  the  first 
degree  injury  treatment  apply.  To  avoid  in- 
fection, sterile  conditions  and  sterile  noncon- 
stricting dressings  must  be  used  and  the  patient 
closely  watched.  Antibiotics  are  given  as 
indicated.  Third  degree  frostbite  is  char- 
acterized by  the  entire  skin  thickness  being  in- 
volved in  vesiculation  and  various  degrees  of 
subcutaneous  injury.  The  treatment  is  the 
same  as  in  the  second  degree  frostbite.  The 
demarcation  of  viable  areas  becomes  apparent 
late,  and  many  apparently  nonviable  areas 
survive.  All  sterile  precautions  should  be  ob- 
served. A fourth  degree  frostbite  results  in  the 
complete  loss  of  the  part  involved.  The  treat- 
ment should  follow  that  of  the  third  degree 
injury,  since  the  full  extent  of  tissue  damage 
cannot  be  assessed  until  several  days  after  the 
exposure  to  severe  cold  occurred.  The  main 
problem  involved  in  fourth  degree  frostbite  is 
patience  while  waiting  for  the  slowly  developing 
lines  of  demarcation  between  viable  and  non- 
viable tissues.  Debridement  attempted  too 
early  may  result  in  the  unnecessary  sacrifice 
of  marginal  tissues.  Reconstructive  procedures 
depending  on  degree  of  final  injury  will  be 
needed. 


October  15,  1965  / New  York  State  Journal  of  Medicine  2567 


Emotional  Implications 
of  Child  Care  Practices 
on  Pediatric  Units  of 
General  Hospitals  in 
Westchester  County 

Survey  and  Recommendations 

AVRAAM  T.  KAZAN,  M.D. 
White  Plains,  New  York 
THOMAS  B.  BROWNING,  M.D. 

Scarsdale,  New  York 
ARNOLD  D.  COHEN,  M.D. 
White  Plains,  New  York 


T he  literature  of  the  past  twenty  years, 
in  both  the  United  States  and  England,  is 
replete  with  studies  and  discussions  demon- 
strating the  importance  of  the  mother- 
child  relationship  in  a number  of  settings. 
The  harmful  emotional  effects  of  the  rup- 
ture of  this  interdependence  are  heightened 
when  there  are  other  disturbing  events  in 
the  child’s  life  as  was  observed  during 
World  War  II  in  England. 1 

The  separation  of  the  child  from  the 
mother  when  the  child  is  hospitalized  has 
been  the  focus  of  attention  of  many 
authors.2-7  The  article  by  Prugh  et  al.  in 
19538  was  especially  comprehensive  and 

Report  of  the  Committee  on  Child  and  Adolescent  Psy- 
chiatry, Section  on  Psychiatry  and  Neurology,  Westchester 
Academy  of  Medicine. 


thoughtful.  He  wrote  that,  “The  results  of 
this  study  tend  to  support  the  impressions 
of  other  investigators,  particularly  Levy9 
and  Jessner  and  Kaplan, 10  to  the  effect  that 
the  child  of  three  years  and  under  is  the 
most  susceptible  to  the  circumstances 
surrounding  hospital  care.  At  this  level  of 
psychosocial  development,  separation  from 
the  mother,  the  loved  object,  often  misin- 
terpreted as  punishment  or  desertion,  ap- 
pears to  pose  the  chief  threat  to  a still 
immature  and  dependent  ego.  Such  ‘sepa- 
ration anxiety,’  however,  appears  to  occur 
to  some  degree  in  children  up  through  the 
latency  period  at  least,  being  strongest  and 
most  devastating,  at  this  older  age,  in 
neurotic  children.” 

Starting  in  1956,  in  England,  an  official 
committee  extensively  studied  the  general 
needs  of  hospitalized  children  and  published 
the  so-called  “Platt  Report”  in  1959. 11 
Two  major  recommendations  stood  out  in 
that  report  to  the  Ministry  of  Health:  (1) 

Visiting  all  children  in  hospitals  should  be 
unrestricted,  and  (2)  provision  should  be 
made  for  mothers  of  children  under  five 
years  of  age  to  accompany  their  children 
into  the  hospital  to  help  in  their  care  and 
prevent  the  distress  of  separation. 

In  1963,  several  Westchester  County 
medical  groups  * became  interested  in 
defining  the  hospital  child  care  practices  in 
their  own  community.  We  wondered  to 
what  extent  the  various  careful  studies  of 
this  topic  over  the  past  twenty  years  had 
come  to  influence  the  actual  practice  of 
pediatrics  and  pediatric  nursing  in  our  local 
hospitals.  There  are  14  general  hospitals 
in  the  county  with  pediatric  services  rang- 
ing in  size  from  5 to  46  beds,  and  each 
member  of  the  Committee  on  Child  and 
Adolescent  Psychiatry f was  assigned  to 
study  1 or  2 hospitals. 

Following  preliminary  meetings  and  con- 
sultation with  representatives  of  the  Sec- 
tion on  Pediatrics  of  the  Westchester 
Academy  of  Medicine  * * and  preparation  of 

* (1)  Committee  on  Child  and  Adolescent  Psychiatry, 
Section  on  Psychiatry  and  Neurology,  Westchester  Academy 
of  Medicine.  (2)  Section  on  Pediatrics,  Westchester  Academy 
of  Medicine.  (3)  Ad  Hoc  Committee  on  Pediatric  Hospital 
Practices  in  Westchester  County,  Westchester  Psychoanalytic 
Society. 

t Avraam  T.  Kazan,  M.D.  ( Chairman ),  Thomas  B.  Brown- 
ing, M.D.,  Arnold  D.  Cohen,  M.D.,  Elinor  Demarest,  M.D., 
Rodman  Gilder,  M.D.,  Arthur  E.  Gillman,  M.D.,  Edward 
Holtzman,  M.D.,  and  Myron  L.  Stein,  M.D. 

**  Alfred  B.  Amler,  M.D.,  and  Irving  Nelson,  M.D. 
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a check  list  for  obtaining  basic  information, 
the  individual  hospitals  were  contacted  and 
visited.  An  effort  was  made  to  interview 
all  of  the  following  at  each  hospital:  ad- 
ministrator, chief  pediatrician,  director  of 
nursing,  head  pediatric  nurse,  and  social 
worker. 

Results  of  survey 

Over-all  complexion  of  services.  In 
studying  the  14  pediatric  services,  we  were 
generally  impressed  that  the  children  were 
housed  in  bright,  attractive,  and  pleasant 
quarters.  There  were  341  pediatric  beds 
representing  somewhat  more  than  10  per 
cent  of  the  total  of  3,040  beds  in  all  cate- 
gories in  the  hospitals  visited.  All  the 
services  were  headed  by  well-trained  pedia- 
tricians who  expressed  their  interest  in 
making  the  hospital  experience  of  children 
as  free  of  emotional  trauma  as  possible. 
Nevertheless,  it  was  also  evident  that  cer- 
tain factors  tended  to  limit  progress  in  this 
area  of  the  welfare  of  the  hospitalized 
children:  a lack  of  awareness  among  per- 

sonnel of  some  of  the  ways  in  which  this 
interest  might  be  implemented;  sometimes 
unavoidable  medical,  surgical,  and  nursing 
realities;  and  administrative  custom. 

The  admissions  to  most  of  the  pediatric 
units  were  usually  brief,  with  an  average 
stay  of  from  three  to  five  days.  The  usual 
census  was  about  half  capacity,  yet  there 
were  times  when  some  of  the  facilities  were 
overtaxed.  Surgical  admissions,  including 
tonsillectomies  and  adenoidectomies,  out- 
numbered medical  admissions  by  about  3 to 
1 at  most  hospitals.  Usually  the  beds  in 
the  voluntary  general  hospitals  were  desig- 
nated as  “nonservice”  beds;  that  is,  they 
were  occupied  by  private  patients.  A few 
of  these  hospitals  set  aside  several  beds  for 
ward  patients,  who  were  cared  for  by  the 
pediatric  resident  staff.  The  county  gen- 
eral hospital  had  only  ward  beds,  divided 
into  a 10-bed  contagious  unit  and  a 36-bed 
noncontagious  unit,  which  was  further 
divided  into  sections  for  children  under  and 
over  five  years  of  age. 

The  typical  pediatric  unit  was  made  up  of 
multiple  bed  sections  divided  by  bank-type 
partitions  with  glass  from  waist  to  head 
height.  Single  and  double  rooms  were  less 
common. 

Admission  data  and  procedures.  The 


total  number  of  pediatric  admissions  in 
these  14  hospitals  in  1962  was  impressively 
large:  13,183.  The  pediatric  admissions 

in  most  hospitals  covered  the  ages  of  in- 
fancy to  twelve  years  and  occasionally  in- 
cluded children  up  to  sixteen  years.  More 
detailed  statistical  information  concerning 
distribution  of  cases  by  age  and  sex  was  not 
available. 

Admission  procedures  were  relatively 
uniform  in  the  various  hospitals,  and  the 
following  description  is  typical.  “Children 
come  from  the  emergency  room  or  from  the 
admitting  office  to  which  they  have  been 
sent  by  their  physician.  A few  are  ad- 
mitted directly  to  Pediatrics  with  a note 
from  the  doctor.  Parents  accompany  the 
child  to  the  floor  and  stay  while  the  child  is 
undressed,  or  they  themselves  may  do  the 
undressing  of  the  child.  The  child  is  per- 
mitted to  have  his  own  clothes.  According 
to  the  pediatric  nurse  he  can,  theoretically, 
have  his  pet  toys  and  blankets,  but  because 
of  concern  over  bacterial  contamination, 
families  are  not  encouraged  to  bring  these 
items.  Parents  are  asked  to  leave  shortly 
after  the  child  has  been  put  to  bed.” 
Special  attempts  are  usually  made  to  make 
contact  with  and  evaluate  the  personality  of 
the  child  being  admitted,  and  parents  are 
asked  about  the  child’s  nickname,  level  of 
development,  and  special  words  used  for 
bodily  functions.  Three  pediatric  services 
used  a special  admission  inquiry  form 
provided  by  a pharmaceutical  company;  a 
more  detailed  form  recommended  by  the 
American  Academy  of  Pediatrics12  ap- 
parently was  not  used. 

About  15  per  cent  of  the  pediatric  admis- 
sions were  under  one  year  of  age,  and  the 
remaining  85  per  cent  were  divided  about 
equally  between  the  under  five  and  over 
five-year-old  groups.  The  vast  majority  of 
patients  were  referred  for  hospitalization  by 
family  physicians  or  pediatricians,  and  only 
2 hospitals  reported  a significant  number  of 
admissions  from  clinics,  the  Department  of 
Welfare,  or  by  self  referral. 

Facilities  for  play  and  emotional 

ABREACTION  IN  THE  HOSPITAL.  Half  of  the 
hospitals  had  play  rooms,  and  various  toys 
and  books  were  available  in  all  hospitals. 
In  at  least  6 hospitals,  volunteers  or  “toy 
ladies”  came  to  the  pediatric  services  to 
help  distribute  toys  and  to  play  with 
children.  One  hospital  had  a play  thera- 
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pist  who  conducted  play  sessions  six  to  eight 
hours  a day,  five  days  a week.  Television 
was  routinely  available. 

Except  in  the  county  hospital,  it  ap- 
peared that  the  shortness  of  average  stay 
and  the  acute  nature  of  the  reason  for 
hospitalization  would  eliminate  the  need  for 
provision  of  systematic  abreactive  play* 
situations  in  most  instances.  These  factors 
also  seemed  to  limit  the  extent  to  which 
playroom  facilities  were  used  at  all,  since 
the  children  with  an  adequate  home  en- 
vironment could  usually  be  discharged  from 
the  hospital  once  they  were  ambulatory. 

Nursing.  It  was  our  impression  that 
pediatric  nursing  in  the  hospitals  surveyed 
was  conducted  on  a high  level  of  skill  and 
dedication.  Twelve  of  the  14  hospitals  had 
a separate  staff  of  pediatric  nurses  and 
aides,  while  the  2 smallest  hospitals  were 
served  by  nurses  and  aides  who  also  saw 
duty  on  the  adult  services.  The  number  of 
registered  nurses  on  the  pediatric  service 
varied  from  1 to  10  at  different  hospitals 
and  seemed  to  bear  little  relationship  to  the 
size  of  the  service.  The  pediatric  nursing 
staffs  were  relatively  stable  and  permanent 
in  composition,  frequently  in  some  contrast 
with  those  on  other  services  of  the  hospitals. 

While  the  nursing  staff  generally  showed 
a good  deal  of  interest  in  the  emotional 
aspects  of  the  care  of  children,  it  was  evi- 
dent that  the  ways  in  which  these  aspects 
were  dealt  with  were  largely  reflections  of 
everyday  common  sense  notions  of  child 
care  tempered  by  intuition  and  the  particu- 
lar personality  of  the  head  nurse  and  other 
responsible  staff  members.  Although  5 
hospitals  had  schools  for  registered  nurses, 
there  was  little  or  no  formal  attention  to  the 
emotional  aspects  of  child  care  in  the 
student  nurses’  training  programs.  The 
only  exceptions  to  this  were  (1)  at  the 
county  hospital,  where  the  presence  of  a 
child  and  adult  psychiatric  inpatient  service 
insured  some  orientation  in  this  area;  and 
(2)  opportunities  for  some  students  to  learn 
more  about  the  emotional  aspects  of  the 
care  of  children  during  affiliations  away 
from  their  home  hospitals. 

Medical  and  surgical  procedures. 
By  and  large,  routine  medical  procedures 
were  done  with  reasonable  regard  for  min- 

*  Play  permitting  discharge  of  particular  emotioned  ten- 
sions, such  as  certain  reactions  to  separation  and  to  other  ex- 
periences in  the  hospital. 


imizing  emotional  trauma.  Temperatures 
were  taken  rectally,  as  the  prevailing  opin- 
ion is  that  those  taken  orally  in  children  are 
frequently  unreliable.  Eight  hospitals  had 
separate  treatment  rooms,  but  most  treat- 
ments were  done  at  the  bedside.  Some 
experiences  were  reported  in  which  the 
treatment  room  had  come  to  be  regarded  by 
the  children  as  a “chamber  of  horrors”  if  it 
had  been  associated  with  especially  painful 
procedures.  Physical  restraint  was  rarely 
seen  other  than  netting  over  the  crib  of  an 
active  toddler. 

The  standard  stay  for  tonsillectomy  was 
twelve  hours  in  3 hospitals,  twenty-four 
hours  in  10,  and  forty-eight  to  seventy-two 
hours  in  the  county  hospital.  (We  expect 
that  shorter  stays  would  tend  to  diminish 
the  emotional  stress  in  the  whole  experi- 
ence.) Preoperative  medication  was  given 
to  the  child  in  his  own  bed,  and  anesthesia 
was  given  in  the  operating  room  suite. 
Parents  were  usually  allowed  to  accompany 
a child  on  his  way  to  surgery  only  to  the 
elevator  doors,  but  generally  a strong 
emphasis  was  placed  on  having  a parent 
present  when  the  child  recovered  from 
anesthesia. 

Psychiatric  and  social  services.  Al- 
though 6 hospitals  had  a child  psychiatrist 
consultant  on  their  staff,  psychiatric  help 
was  not  sought  because  it  was  felt  it  was 
never  needed.  Acute  emotional  upsets 
were  managed  without  psychiatric  help.  In 
1 hospital,  however,  there  were  several  ob- 
viously emotionally  ill  children  noted  by  the 
surveying  psychiatrist  as  he  toured  the 
ward,  and  the  pediatric  staff  did  not  seem 
aware  of  the  important  emotional  implica- 
tions of  the  behavior  and  appearance  of 
those  children.  They  included  an  apparent 
case  of  infantile  depression  and  hospitalism, 
a child  with  disfiguring  facial  bone  anoma- 
lies, and  a fire  setter  who  had  suffered 
serious  burns. 

Two  of  the  14  hospitals  did  not  have  a 
social  worker.  Where  there  was  more  than 
one  worker  on  the  staff,  it  was  usually  a 
younger  one  who  was  assigned  to  the  pedi- 
atric service.  This  seemed  fortunate,  as 
their  more  recent  training  regarding  the 
emotional  aspects  of  illness  often  equipped 
them  as  well  as  anyone  on  the  full-time 
hospital  staff  to  recognize  and  attempt  to 
ameliorate  problems  in  that  area. 

Feeding  procedures.  It  is  evident 
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that  the  emotional  importance  of  feeding 
and  mealtime  is  very  great  for  younger 
children  and  regressed  older  children,  and 
the  presence  of  a parent  at  that  time  might 
have  special  value.  However,  in  7 hos- 
pitals, there  were  no  visiting  hours  at  any 
mealtime.  None  of  the  14  hospitals  had 
visiting  hours  coincident  with  breakfast,  1 
had  visiting  at  noon,  and  7 had  visiting  at 
the  time  of  the  evening  meal  (Fig.  1). 

Visiting  hours.  In  all  hospitals,  un- 
limited visiting  by  parents  and  grand- 
parents was  permitted  to  children  whose 
condition  was  critical.  Regular  visiting 
hours  varied  from  one  to  seven  hours  daily 
in  the  various  pediatric  services  (Fig.  1), 
and  none  of  the  doctors,  nurses,  or  hospital 
administrators  interviewed  were  in  favor  of 
unlimited  visiting  as  a standard  policy. 

Rooming-in  of  parents.  None  of  the 
hospitals  surveyed  had  a policy  of  encourag- 
ing the  rooming-in  of  parents  with  their  sick 
children  in  the  hospital.  From  time  to 
time  a parent  would  stay  with  a child  over- 
night as  well  as  during  the  day,  but  this  was 
ordinarily  only  at  the  insistence  of  the 
parent.  At  11  of  the  14  hospitals  the  staff 
seemed  actively  opposed  to  rooming-in. 
At  the  other  3 hospitals  there  was  some 
acceptance  of  it  in  principle  but  little  imple- 
mentation in  practice.  One  obstacle  men- 
tioned was  the  excessive  cost  to  the  parent 
staying  in  the  hospital,  but  1 hospital 
charged  half  rates  for  the  parent.  Another 
problem  was  provision  of  sleeping  facilities 
for  parents,  yet  it  appeared  that  portable 
cots  or  convertible  or  reclining  chairs  would 
help  solve  this  difficulty.  One  newly  built 
hospital  actually  had  rooms  on  its  pediatric 
floor  that  had  been  designed  intentionally 
for  parents  sleeping  overnight,  but  in  prac- 
tice the  rooms  had  found  another  use  as  a 
small  adolescent  unit. 


Comment 

A survey  of  this  kind  does  not  provide 
much  information  on  the  more  subtle 
aspects  and  details  of  the  types  of  emotional 
relationships  and  understanding  provided 
by  hospital  personnel  for  the  sick  child, 
although  clearly  the  universal  intent  was  to 
do  the  best  possible  for  him.  It  did  appear 
that  painful  or  frightening  procedures  were 
undertaken  with  an  effort  to  mitigate  the 


FIGURE  1.  Pediatric  visiting  hours  (daily)  at  14 
general  hospitals  in  Westchester  County  in  1963. 


emotionally  traumatic  effects  and  that 
varying  amounts  of  attention  were  paid  to 
the  children’s  play  needs  and  needs  for 
additional  human  attention.  Evidently  it 
should  be  possible  to  liberalize  policies  re- 
garding feeding  and  visiting  hours  a great 
deal  at  some  of  the  hospitals.  Indeed,  the 
wide  variations  in  policy  with  respect  to 
these  areas  actually  point  the  way:  The 
Westchester  hospitals  with  more  liberal 
policies  in  effect  demonstrate  their  prac- 
ticality. 

It  seems  clear  that  the  shortness  of  the 
average  hospital  stay  would  tend  to  reduce 
the  emotionally  harmful  effects  on  the 
child.  However,  the  convincing  evidence 
in  the  literature  regarding  the  harmful 
effects  of  separation  from  the  parents  at  the 
time  of  hospitalization,  especially  in  chil- 
dren under  five  years  of  age,  points  to  a 
need  for  more  trials  of  rooming-in  so  that 
the  staffs  of  the  hospitals  may  judge  its 
merits  more  directly. 

The  experience  at  the  relatively  few 
hospitals  in  this  country  where  a serious  and 
persistent  move  has  been  made  toward 
encouraging  rooming-in,  extending  visiting 
hours,  and  involving  parents  in  the  coopera- 
tive care  of  the  sick  child,  indicates  that  a 
great  deal  can  be  accomplished  in  this 
direction  even  in  a physical  setting  that  is 
relatively  unsuitable  by  modern  hospital 
standards.  A continuing  effort  along  these 
lines  eventually  makes  the  work  load  less 
for  hospital  personnel,  as  they  learn  to  work 
with  and  make  use  of  the  parents,  and  it 
also  tends  to  raise  the  quality  of  attention 
given  to  both  the  physical  and  psycholog- 
ical needs  of  the  children.  A program  ot 
this  kind  has  been  developed,  for  instance, 
at  Beth  Israel  Hospital  in  New  York  City.12 
Similar  changes  in  child  care  have  been 
made  at  Boston  Floating  Hospital  for 
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Infants  and  Children  where  a specially 
designed  “family  participation  unit”  has 
been  built  and  put  in  operation.  It  con- 
sists of  a four-room  suite  with  a central 
kitchenette. 

Each  room  has  a child’s  crib,  a bed  for 
the  mother,  a desk,  a bureau,  and  an  easy 
chair;  the  cost  of  the  child’s  hospitali- 
zation is  reduced  $5.00  per  day  with  no 
charge  made  for  the  mother’s  accommo- 
dations.14 

Having  in  mind  the  relevant  medical 
literature,  the  observations  made  during 
this  survey,  and  our  own  reflections  on  the 
situation,  we  arrived  at  a plan  for  demon- 
stration projects  to  be  started  at  2 of  the  14 
hospitals  surveyed.  One  of  these  is  the 
county  hospital  which  has  a large  propor- 
tion of  chronically  ill  children  as  well  as 
many  children  from  lower  socioeconomic 
groups.  The  other  hospital  is  a fairly 
typical  voluntary  community  hospital  with 
primarily  short  hospitalizations  of  children 
whose  care  remains  in  the  hands  of  their 
private  pediatricians.  The  central  element 
of  the  plan  is  a regular  weekly  conference 
between  the  entire  staff  of  the  pediatric 
services  in  the  respective  hospitals  and  a 
child  psychiatrist.  These  conferences 
would  be  of  an  informal  and  flexible  nature, 
but  there  might  also  be  additional,  more 
formal  presentations  of  some  material  con- 
cerning the  emotional  impact  of  hospitaliza- 
tion on  children. 

This  plan  is  already  being  implemented  at 
both  hospitals.  We  anticipate  that  as  a 
result,  staff  perceptions  of  the  total  emo- 
tional impact  of  hospitalization  will  be 
broadened,  previously  unrecognized  emo- 
tional illness  in  some  of  the  children  will  be 
revealed,  and  the  hospital  pediatric  person- 
nel will  be  helped  in  making  observations 
and  formulating  opinions  regarding  the 
emotional  experiences  of  the  children  they 
deal  with. 

Thus  we  expect  that  this  approach  will 
serve  as  a catalyst  in  the  evolution  of  child 
care  practice  which  is  becoming  increasingly 
humane  and  is  directed  toward  recognizing 
and  responding  accurately  to  the  emotional 
as  well  as  the  physical  needs  of  hospitalized 
children. 


Summary 

To  study  current  child  care  practice  dur- 
ing hospitalization,  our  Committee  on  Child 
and  Adolescent  Psychiatry  surveyed  14 
Westchester  County  general  hospitals  with 
pediatric  inpatient  services.  We  were 
stimulated  in  our  study  by  the  many 
significant  articles  in  the  medical  literature 
of  the  past  twenty  years  showing  the  un- 
fortunate and  sometimes  serious  impact 
that  hospitalization,  including  medical  and 
surgical  procedures,  and  separation  from 
the  parents,  may  have  on  children,  especially 
those  under  five  years  of  age. 

The  general  findings  indicated  that  some 
aspects  of  the  special  emotional  needs  of 
children  were  not  recognized  and  dealt  with 
effectively  by  the  hospital  staffs.  To 
promote  increased  awareness  of  these  needs 
and  to  help  develop  ways  of  meeting  them 
within  particular  hospital  settings,  a pilot 
demonstration  project  involving  weekly 
conferences  of  a child  psychiatrist  with  the 
child  care  staff  has  been  proposed  for  2 of 
the  surveyed  hospitals  and  is  under  way  at 
both. 
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Bypass  plastic  prosthetic  grafts  have 
become  one  of  the  commonly  accepted  and 
widely  used  methods  of  treating  the  compli- 
cations of  arteriosclerosis  of  the  major 
arteries. 

Efforts  to  avoid  infection,  including 
careful  preoperative  skin  hygiene,  careful 
preoperative  build-up,  strict  aseptic  tech- 
nics, meticulous  hemostasis,  removal  of 
atheromatous  debris  and  thrombus,  and 
topical  use  of  antibiotics  (local  irrigation 
with  kanamycin  1 per  cent  solution)  are 
necessary.  In  spite  of  attention  to  these 
details,  infections  occasionally  occur. 
When  this  infection  involves  a plastic 
prosthesis,  there  is  the  constant  threat  of 
severe  hemorrhage  or  serious  ischemia 
distal  to  the  site  of  infection  if  the  arterial 
graft  thromboses  is  removed  before  the 
development  of  adequate  collateral  circula- 
tion to  the  extremity. 

Schramel  and  Creech1  have  noted  that 
synthetic  arterial  prostheses  have  been 
observed  to  retain  their  function  as  vascular 
channels  even  in  the  presence  of  infection  or 


When  a plastic  artery  prosthesis  is  used 
during  arterial  reconstructive  surgery,  every 
effort  to  avoid  infection  must  be  made.  When 
infection  does  occur,  bleeding  from  the  anasto- 
motic site  usually  results;  therefore,  bypass 
procedures  in  noninfected  areas  should  prob- 
ably be  used.  When  the  infected  artery  graft 
is  located  in  the  femoral  area,  the  obturator 
foramen  is  an  adequate  bypass  site. 


when  uncovered  by  soft  tissue.  In  such 
circumstances,  however,  the  prostheses  also 
act  as  foreign  bodies  hindering  control  of  the 
infection  and  resisting  attempts  made  to 
cover  them.  Schramel  and  Creech  also 
noted  that  hematomas  were  important  as 
an  etiologic  factor  in  the  origin  of  these  in- 
fections and  that  adequate  treatment  of 
established  infections  around  arterial  grafts 
involves  wide  external  drainage  of  the  infec- 
tion followed  by  extensive  local  and  sys- 
temic antibiotic  therapy.  This  may  be 
followed  by  secondary  closure  of  the  wound. 
However,  should  infection  persist,  the 
graft  must  be  removed,  thereby  entailing 
the  sacrifice  of  a functional  artery  and 
making  it  mandatory  to  combine  such 
surgery  with  sympathectomy  or  construc- 
tion of  a new  artery  channel  in  a sterile  field. 

Blaisdell,  Demattei,  and  Gander2  vividly 
point  out  the  fact  that  infections  developing 
in  plastic  arterial  prostheses,  although  rare, 
have  grave  consequences  when  they  occur 
and  usually  result  in  the  loss  of  life  or  of  the 
extremity,  depending  on  the  location  of  the 
artery  replacement.  Plastic  artery  sub- 
stitutes act  as  a foreign  body  so  that  once 
bacteria  invade  its  fibers  the  infection  be- 
comes resistant  to  all  known  modes  of 
therapy  and  will  resolve  only  if  the  prosthe- 
sis is  removed.  These  authors  present  a 
very  pertinent  case  report  describing  the 
removal  of  such  an  infected  aortic  prosthe- 
sis and  the  successful  use  of  a graft  system 
leading  from  the  distal  thoracic  aorta  to  both 
femoral  arteries  by  bypassing  the  infected 
abdomen  entirely.  It  is  their  belief  that 
the  bypass  graft  from  the  thoracic  aorta  to 
the  femoral  arteries  by  way  of  an  extra- 
peritoneal  tunnel  is  a satisfactory  way  of 
maintaining  distal  circulation. 

Although  most  authors  readily  admit  the 
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resistance  of  infected  grafts  to  topical  and 
parenteral  antibiotic  therapy,  Carter, 
Cohen,  and  Whelan3  were  able  to  effect 
healing  in  wounds  containing  synthetic 
prostheses  (Dacron)  in  7 cases  of  infection. 
This  was  effected  by  vigorous  local  wound 
care,  topical  antibiotics,  delayed  wound 
closure,  and  appropriate  systemic  antibiotic 
therapy. 

Conservative  therapy  certainly  has  a 
place  in  the  treatment  of  the  infected  graft 
and  may  at  times  be  the  method  of  choice. 
However,  if  an  adequate  trial  of  conserva- 
tism is  not  successful,  then  some  other 
method  of  treatment  must  be  attempted. 

Shaw  and  Baue4  have  developed  the 
following  generalizations  for  managing  the 
infected  prosthesis: 

1.  Infected  suture  lines  involving  un- 
thrombosed arteries  almost  invariably  give 
way  and  bleed  massively. 

2.  Sepsis  does  not  progress  up  and  down 
an  unthrombosed  artery  graft. 

3.  Sepsis  propagates  up  and  down  a 
thrombosed  artery  graft. 

4.  An  exteriorized  segment  of  prosthetic 
graft  not  involving  a suture  line  can  only 
rarely  be  encouraged  to  be  reinclosed  by 
secondary  healing  and  usually  remains 
chronically  infected  with  episodic  minor 
amounts  of  bleeding  and  bacteremia. 

These  authors  also  further  describe  a 
surgical  technic  of  obturator  bypass  which 
appears  quite  promising  in  the  management 
of  sepsis  complicating  arterial  reconstruc- 
tive surgery.  This  method  was  utilized  by 
us  as  described  herein. 

Case  report 

A fifty-nine-year-old  male  patient  was  ad- 
mitted to  Meadowbrook  Hospital  with  com- 
plaints suggesting  aortoiliac  occlusive  disease. 
Following  appropriate  work-up,  including  aor- 
tography, operation  was  performed  on  December 
5,  1958.  At  surgery  the  entire  lower  portion  of 
the  aorta,  both  common  iliacs,  both  external 
iliacs,  and  both  internal  iliac  vessels,  were 
heavily  involved  by  occlusive  atheromata. 
No  pulsations  were  noted  in  any  of  these  vessels 
except  for  the  lower  abdominal  aorta  above  a 
point  approximately  2 cm.  below  the  renal 
vessels.  The  inferior  mesenteric  artery  was 
identified,  and  pulsations  could  be  palpated 
within  this  vessel.  It  was  apparent  that  all  the 
blood  supply  to  the  extremities  and  pelvis  was 
going  by  way  of  collateral  circulation.  A by- 
pass graft  was  inserted  with  the  proximal  end  of 
the  graft  sutured  to  the  anterior  wall  of  the 


aorta  proximal  to  the  block,  and  the  limbs 
tunneled  to  bilateral  groin  incisions.  The 
anastomosis  on  the  right  was  to  the  side  of  the 
superficial  femoral  artery  just  distal  to  the  pro- 
funda femoris.  The  anastomosis  on  the  left 
was  to  the  common  femoral  artery  just  proximal 
to  the  profunda  femoris.  Immediately  follow- 
ing surgery  the  patient  was  noted  to  have  excel- 
lent pulses  bilaterally  down  to  and  including  the 
dorsalis  pedis.  His  recovery  was  uneventful. 

Three  and  one-half  years  later,  on  July  14, 
1963,  the  patient  was  readmitted  and  explored 
for  a closed-loop  intestinal  obstruction  secondary 
to  adhesions.  Gangrenous  changes  involving 
5 feet  of  jejunum  required  resection,  and  the 
patient  again  made  an  uneventful  recovery. 

On  this  admission  the  patient  was  noted  to 
have  a pseudoaneurysm  of  the  right  superficial 
femoral  artery.  Operation  was  performed  on 
August  8,  1963.  A pseudoaneurysm  measuring 
approximately  5 by  4 cm.  was  found  to  involve 
the  distal  end  of  the  right  limb  of  the  graft  and 
the  superficial  femoral  artery  at  the  anastomotic 
site.  Surgery  consisted  of  resection  of  the  distal 
end  of  the  right  limb  of  the  old  bifurcation  graft 
as  well  as  the  segment  of  superficial  femoral 
artery  involved  in  the  aneurysm.  The  excised 
proximal  and  distal  limbs  of  the  superficial 
femoral  artery  were  closed  with  a continuous 
running  number  4-0  black  silk  suture.  In  view 
of  the  presence  of  good  backflow  from  the  pro- 
funda femoris,  it  was  deemed  advisable  to  place 
a bypass  graft  connecting  the  proximal  end  of 
the  superficial  femoral  artery  to  the  distal  end  of 
the  superficial  femoral  artery.  The  right  limb 
of  the  bifurcation  graft  was  now  anastomosed, 
end  to  side,  into  the  bypass,  thereby  re-estab- 
lishing flow  distally  into  the  superficial  femoral 
artery  and  retrograde  into  the  profunda.  On 
completion  of  this  procedure,  satisfactory  pedal 
pulses  were  still  present. 

One  hour  postopera tively,  all  pulses  were 
noted  to  be  absent  in  the  right  lower  extremity. 
The  patient  was  returned  to  the  operating  room 
immediately  and  re-explored  through  the  groin 
incision.  It  was  noted  that  the  right  distal 
limb  of  the  old  bifurcation  graft  as  well  as  the 
new  bypass  graft  were  thrombosed.  Clots  were 
removed  from  the  grafts  through  graft  incisions, 
and  heparin  toilet  was  performed.  The  patient 
tolerated  the  procedure  well,  and  strong  pulses 
were  restored  throughout  the  extremity. 

Postoperatively,  a wound  infection  developed 
in  the  right  groin.  During  the  next  four  months 
various  measures  were  used  in  an  attempt  to 
control  infection  and  achieve  coverage  of  the 
still  pulsating  prosthesis.  This  included  the 
use  of  various  antibiotics  systemically  and 
locally  as  well  as  debridement  and  secondary 
wound  closure.  Bleeding  from  the  infected 
graft  site  was  noted  on  several  occasions;  it 
was  never  definitely  determined  whether  this 
bleeding  arose  from  granulating  tissue  or,  more 
likely,  from  an  arterial  anastomotic  site.  On 
December  6,  1963,  the  patient  was  taken  to  the 
operating  room,  and  an  obturator  bypass  graft 
was  performed  after  the  method  of  Shaw  and 
Baue.4  This  consisted  of  making  an  extra- 
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peritoneal  approach  in  the  right  lower  abdomen 
severing  the  right  iliac  limb  of  the  bifurcation 
graft,  freeing  the  distal  portion  of  the  severed 
limb  to  the  level  of  the  inguinal  ligament,  and 
suturing  a new  Dacron  tube  graft  to  the  proximal 
end  of  the  severed  limb.  This  new  graft  was 
now  tunneled  through  the  right  obturator  for- 
amen and  sutured  to  the  middle  third  of  the 
superficial  femoral  artery.  After  these  opera- 
tive wounds  were  closed,  the  infected  right 
femoral  wound  was  opened  widely  and  the  old 
graft  removed.  The  anastomotic  sites  in  the 
superficial  femoral  artery  in  this  infected  wound 
were  obviously  the  source  of  bleeding,  and  these 
were  closed  with  catgut  sutures.  This  wound 
was  allowed  to  heal  by  secondary  intention. 
The  patient  tolerated  this  procedure  well.  All 
wounds  healed  without  difficulty,  and  seven 
months  later  the  patient  was  noted  to  have 
excellent  femoral,  popliteal,  posterior  tibial,  and 
dorsalis  pedis  pulses  on  the  right. 

The  patient  has  a pseudoaneurysm  in  the  left 
femoral  area  which  will  require  subsequent 
repair  in  the  near  future.  It  is  planned,  if  pos- 
sible, to  use  a vein  graft. 

Summary 

1.  When  a foreign  body  such  as  a 
plastic  artery  prosthesis  is  used  during 
arterial  reconstructive  surgery,  every  possi- 
ble measure  should  be  taken  at  the  time  of 
surgery  to  prevent  infection. 

2.  When  a wound  containing  such  a 
prosthesis  becomes  infected,  bleeding  from 
the  anastomotic  site  almost  inevitably 
results. 

3.  In  view  of  the  poor  results  obtained 
when  infected  prostheses  are  left  in  situ,  a 
more  aggressive  approach  using  bypass 


Fatalities  during  childbirth 


The  chance  of  a woman  in  the  United  States 
dying  during  pregnancy  or  childbirth  is  only 
one  in  every  2,815  births  which  is  an  all-time 
record  low,  the  Metropolitan  Life  Insurance 
Company  reports. 

In  the  years  from  1962  to  1963,  when  births 
in  the  U.S.  totaled  somewhat  over  4 million 
annually,  maternal  deaths  numbered  less  than 
1,500  a year.  Childbearing  was  found  to  be 
safest  for  women  in  their  late  teens  and  least 


procedures  in  noninfected  areas  should 
probably  be  utilized. 

4.  The  obturator  foramen  lends  itself 
very  adequately  as  a bypass  site  when  the 
infected  artery  graft  is  located  in  the  fem- 
oral area. 

5.  A case  is  presented  which  successfully 
utilizes  the  obturator  bypass  in  the  treat- 
ment of  an  infected  aortofemoral  graft. 

Addendum 

On  June  26,  1964,  the  pseudoaneurysm  of 
the  left  common  femoral  artery  was  re- 
sected and  replaced  with  a Dacron  tube 
graft.  The  operation  and  postoperative 
course  were  uneventful.  It  was  noted  at 
this  time  that  the  bilateral  distal  pulses 
were  satisfactory  as  were  the  wounds  in- 
volving the  obturator  bypass  graft  on  the 
right. 

294  West  Merrick  Road 
(Dr.  Ryan) 
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safe  for  women  over  forty. 

The  South  and  Southwest  lag  behind  the  rest 
of  the  country  in  safeguarding  childbirth, 
while  the  New  England  and  the  Midwestern 
states  have  the  most  favorable  record. 

Recent  studies  in  California,  Chicago,  and 
other  areas  indicate  that  an  appreciable  propor- 
tion of  the  maternal  deaths  that  occur  are 
avoidable.  Further  gains,  investigators  state, 
can  also  be  achieved  by  earlier  and  more  ade- 
quate prenatal  care,  better  training  of  physi- 
cians, and  additional  hospital  facilities  in  areas 
which  still  have  inadequate  provision  for  ma- 
ternity cases. 
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One  of  the  more  serious  blows  to  a male’s 
ego  is  the  realization  that  he  cannot  satis- 
factorily perform  the  sexual  act  and  that  he, 
therefore,  is  no  longer  a “man.”  If  im- 
potence comes  on  abruptly,  particularly  in 
the  younger  years,  it  produces  consterna- 
tion and  devastation,  causes  anxiety, 
misery,  and  emotional  unhappiness,  leads 
to  marital  discord,  and  the  upheaval  may 
indeed  be  so  severe  as  to  lead  to  suicide. 
The  problem  of  impotence  may  vary  in 
degree  but  is  undoubtedly  troublesome  to 
so  many  as  to  seriously  concern  the  general 
practitioner,  internist,  urologist,  and  psy- 
chiatrist. There  are  few  statistics  avail- 
able because  men  are  hesitant  to  willingly 
and  openly  admit  to  loss  of  the  one  defini- 
tive masculine  attribute,  sexual  prowess. 
Impotence  as  a transient  symptom  is  un- 
doubtedly very  frequent  but  is  unimpor- 
tant: the  overly  eager  male  on  a first 

honeymoon  night,  beset  with  anxiety  and 
desire,  may  fail  utterly  in  his  attempt  at 
coitus.  This  is  an  excellent  example  of 
such  transitory  impotence.  Though  the 
topic  is  often  the  butt  of  a joke  and  the 
basis  for  many  a comic  situation,  it  is 
nonetheless  tragic,  as  exemplified  by  numer- 
ous court  actions  for  marriage  annulment 


with  impotence  as  the  basis  for  the  action. 
The  social  and  religious  aspects  of  the  diffi- 
culty are  obviously  perceptible  as  well. 

Definition 

By  definition  potency  means  the  ability 
to  initiate,  sustain,  and  successfully  con- 
clude the  act  of  coitus.  Thus,  a satis- 
factory, firm  penile  erection  sufficiently 
sustained  to  secure  vaginal  intromission 
with  subsequent  orgasm  would  constitute 
adequate  potency.  Similarly,  a weak 
penile  erection,  premature  ejaculation,  or 
erection  insufficiently  retained  to  secure 
orgasm  in  the  normal  female  would  consti- 
tute varying  degrees  of  impotence.  Another 
aspect  of  impotence  occurs  when  the  male 
cannot  secure  penile  erection  satisfactory  to 
him  for  coitus;  thus  in  premature  ejacula- 
tion, orgasm  and  ejaculation  are  reached 
before  the  man  wishes  to  reach  this  end 
point. 

The  frequency  of  coitus  is  not  truly  a 
measure  of  potency,  since  it  depends  on 
many  extraneous  factors  and  involves 
mutual  agreement.  Frequency  of  inter- 
course in  many  males  is  related  to  age  and 
decreases  usually  as  the  years  progress. 
Similarly,  frequency  of  coitus  is  dependent 
on  relaxation  and  freedom  from  the 
strains  and  tensions  of  modern  living. 
Thus  as  age  increases  in  the  male,  his  posi- 
tion in  society  and  in  business  may  progress, 
and  with  such  progress  the  responsibilities 
and  strains  also  increase,  so  that  on  a dual 
basis  the  frequency  of  coitus  may  be 
lessened.  Actually,  the  height  of  male 
sexual  potency  is  probably  in  the  early 
twenties  with  slow  tapering  off  from  that 
time  and  a more  abrupt  decline  setting  in  in 
the  fifth  or  sixth  decades  of  life. 

Differentiation  must  also  be  made  be- 
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tween  libido  and  potency;  the  discussion 
here  relates  to  the  mechanical  ability  to 
accomplish  coitus  and  not  to  the  sexual 
drive  which  requires  potency  for  its  fruition. 
The  two  are  not  to  be  equated,  for  the 
greatly  troubled  man  is  the  one  who  re- 
tains his  desire  for  intercourse  (libido)  and 
is  unable  to  carry  it  through  to  fulfillment 
(potency).  Two  other  terms  frequently 
misused  are  “oversexed”  and  “undersexed.” 
The  frequency  of  sexual  intercourse  relates 
to  individual  differences,  and  the  latter 
concept  may  be  applied  to  sexual  activity 
just  as  it  might  similarly  be  related  to  other 
characteristics  such  as  height.  A man  may 
be  regarded  as  having  a greater  sexual 
drive  (oversexed)  or  a lesser  sexual  drive 
(undersexed)  as  related  to  a specific  sexual 
mate,  but  comparison  can  only  be  made  to 
that  one  partner.  People  vary  in  their 
sexual  needs  and  sexual  drives;  a great  deal 
depends  on  mores,  including  childhood 
training  and  experiences. 

Forms  of  impotence 

Broadly  speaking,  there  are  two  forms  of 
impotence:  one  is  from  organic  causes  and 

the  other  is  of  functional  origin,  that  is, 
secondary  to  psychogenic  difficulties.  On 
occasion,  an  individual  may  have  an  organic 
abnormality  preventing  adequate  erection 
and  also  have  a superimposed  feeling  of  in- 
feriority which  would  add  to  his  problem. 
In  fact,  well-informed  estimates  indicate 
that  virtually  nine  tenths  of  the  cases  of 
impotence  are  based  on  psychogenic  causes, 
some  relatively  superficial,  others  deep- 
seated  and  cryptic,  lying  far  beneath  an 
individual’s  conscious  level.  Moreover, 
the  higher  the  intellectual  level  or  cultural 
level,  the  greater  the  percentage  of  impoten- 
tia  problems,  again  indicating  the  greater 
effect  of  the  psyche  in  this  ailment.  The 
more  fundamentally  instinctive  or  basic  the 
individual,  the  less  likely  he  is  to  have 
difficulty  with  proper  erections.  The  prim- 
itive sexual  instinct  which  includes  the  five 
senses  plus  the  hormonal  or  chemical  drive 
may  be  severely  modified  by  the  civilized 
layers  and  mores  of  man.  Despite  the  fact 
that  there  is  a sexual  instinct,  there  is  no 
sexual  cycle,  rutting  season,  or  mating 
period  as  there  is  in  animals. 

Sexual  intercourse  consists  of  several 
stages:  mental  and  emotional  sexual  drive 


which  leads  to  sexual  arousal;  genital  union 
which  has  as  its  climax  orgasm  and  ejacula- 
tion in  the  male  and  orgasm  in  the  female; 
and  finally  detumescence  and  resolution  in 
both  partners  with  the  overt  disappearance 
of  erection  in  the  male.  Obviously  in  the 
totality  of  the  sexual  act  difficulties  may 
occur  anywhere  along  this  chain  to  inter- 
rupt and  terminate  the  act;  thus  there  can 
be  many  facets  of  impotence. 

A simple  clinical  classification  of  im- 
potence may  be  made  on  the  basis  of 
etiology: 

I.  Organic  disease  causing  impotence 

A.  Anatomic  abnormality 

B.  Neurologic  disease 

C.  Systemic  disease 

D.  Trauma,  either  accidental  or 

surgical 

E.  Hormonal  deficiency 

II.  Chemical  or  medicinal  impotence 

III.  Psychologic  impotence 

Organic  causes  of  impotence 

Among  the  organic  causes  of  impotence 
are  those  of  anatomic  deformity  such  as 
hypoplasia  of  the  penis  or  concealment  of 
the  penis  as  by  a large  hydrocele.  Here 
obvious  causes  require  obvious  corrections. 
However,  other  anatomic  disorders  are  not 
so  overt,  for  example,  Peyronie’s  disease,  in 
which  there  is  a plastic  induration  of  the 
corpora  of  the  penis  of  uncertain  cause  and 
uncertain  remedy.  Trauma,  such  as  frac- 
ture of  the  bony  pelvis  or  straddle  injury 
to  the  perineum,  with  or  without  specific 
injury  to  the  genitals  or  urinary  tract,  may 
be  followed  frequently  by  the  unpleasant 
sequela  of  impotence.  Such  injuries  may 
relate  to  severe  internal  fibrosis  within  the 
pelvis  impairing  physiologic  vascular  filling 
of  the  cavernous  spaces  or  to  involvement 
of  nerve  pathways.  Prolonged  erection  or 
priapism,  which  may  at  times  be  a mani- 
festation of  sickle  cell  anemia,  leukemia,  or 
may  be  from  unknown  causes,  is  very  fre- 
quently followed  by  complete  impotence. 

Surgery  of  the  lower  urinary  tract  is  fol- 
lowed on  occasion  by  loss  of  potency,  par- 
ticularly with  perineal  prostatic  surgery  even 
when  only  biopsy  may  have  been  performed. 
Such  loss  of  potency  is  generally  not  a con- 
comitant of  the  suprapubic  or  transurethral 
methods  of  prostatic  surgery.  In  the  series 
of  Rowe  and  Kimbrough,1  transurethral 
prostatic  resection  was  followed  by  im- 
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potence  in  17  per  cent  of  cases,  whereas  in 
conservative  perineal  prostatectomy  the 
figure  was  46  per  cent,  and  in  radical 
perineal  prostatectomy  impotence  followed 
in  100  per  cent  of  cases.  Impotence  does 
not  necessarily  follow  surgery  of  bilateral 
orchiectomy  where  one  would  ordinarily 
and  routinely  expect  impotence  with  loss  of 
the  testicles;  there  are  many  patients  who, 
having  had  to  submit  to  castration  because 
of  carcinoma  of  the  prostate  gland,  still  re- 
tain the  ability  to  have  satisfactory  erections 
and  coitus.  The  reasons  for  retention  of 
this  faculty  are  not  readily  discernible. 
Traumatic  castration  in  younger  people  is 
followed  by  loss  of  potency,  and  testos- 
terone must  be  given  in  adequate  dosage 
to  compensate.  Castration  in  the  older 
male  may  induce  psychologic  factors  pro- 
ductive of  impotence  which  basically  has 
virtually  little  or  nothing  to  do  with  the  loss 
of  testicular  endocrine  substances.2 

In  relation  to  the  hormonal  features,  men 
with  testicular  atrophy  of  congenital  or 
prepubertal  origin,  such  as  hypogonadism 
and  hypopituitarism,  will  generally  be  in- 
capable of  erection  and  are  sterile.  It 
would  be  mandatory  in  suspected  cases  of 
hypogonadal  dysfunction  to  investigate 
with  such  tests  as  buccal  smears  for 
chromosome  pattern,  determination  of  the 
urinary  17-ketosteroids,  and  so  on. 

Neurologic  conditions  may  often  under- 
lie impotence.  Disease  or  injury  of  the 
lower  segment  of  the  spinal  cord  or  of  the 
cauda  equina  may  lead  to  impotence. 
Transection  of  the  spinal  cord  leads  to  im- 
potence, because  there  is  no  conduction  of 
psychic  stimuli,  but  there  are  many  in- 
stances where  direct  manual  tactile  stimula- 
tion of  the  genitals  produces  erection  and 
ejaculation  without  the  psychic  component. 
Partial  transection  of  the  spinal  cord  may 
have  no  direct  result  on  the  mechanism  of 
erection.3  Destruction  of  the  sacral  seg- 
ment of  the  spinal  cord  or  transection  and 
destruction  of  the  cauda  equina  and  pelvic 
parasympathetic  plexuses  are  the  only 
neurologic  anatomic  lesions  which  com- 
pletely prevent  erections.4 

It  is  important  to  realize  that  a neuro- 
logic lesion  which  causes  only  impotence 
and  no  other  signs  and  symptoms  of  neuro- 
logic defect  would  be  very  rare  indeed,  and 
in  such  cases  it  is  inconceivable  that  im- 
potence is  based  on  the  neurologic  lesion. 


Other  neurologic  ailments,  such  as  multiple 
sclerosis,  may  have  similar  effects.  The 
Leriche  syndrome,  peripheral  arterial  signs 
and  symptoms  such  as  coldness  of  the  lower 
extremities  secondary  to  progressive  occlu- 
sion of  the  lower  aorta,  causes  loss  of 
potency.  Surgical  sympathectomy,  either 
dorsolumbar  or  pelvic,  may  result  in  im- 
potence. 

Impotentia  is  one  of  the  not  infrequent 
features  of  diabetes  in  the  male,  particularly 
when  the  problem  is  not  well  controlled  and 
especially  in  the  younger  diabetic  with  long- 
standing disease.  The  exact  mechanism  of 
this  impotence  is  not  certain  but  may  be 
from  subclinical  neurologic  defect  and/or 
from  some  impairment  of  pituitary  gonado- 
trophic function.5  Certainly  potency  is 
better  if  the  diabetes  is  under  good  control. 
The  complaint  of  impotence  is  more  fre- 
quent in  males  in  whom  diabetes  has  had 
its  onset  in  the  childhood  or  adolescent 
period.6 

Other  hormonal  deficiencies  may  play  a 
great  role  in  impotence  in  such  problems  as 
hypothyroidism.  Subclinical  hypothyroid- 
ism may  frequently  be  overlooked  with 
resultant  failure  to  institute  proper  therapy. 
Impotence  associated  with  eunuchoidism 
or  hypogonadism  is  effectively  overcome  by 
the  use  of  testosterone. 5 

Hormonal  changes  are  also  known  to  occur 
with  aging,  and  impotence  increases  with 
age;  at  eighty  years  of  age  more  than  three 
fourths  of  males  are  impotent.  However, 
among  older  people  the  probability  is  that 
sexual  activity  relates  more  to  the  availability 
of  a sexual  partner  than  to  age  in  itself. 

Drugs  may  adversely  affect  male  potency. 
Patients  who  are  medicated  with  estrogenic 
substances,  such  as  for  treatment  in 
carcinoma  of  the  prostate  gland  or  in 
management  of  calcium  urinary  lithiasis, 
will  certainly  have  reduction  or  absence  of 
adequate  erection.  Drugs  which  cause 
impotence  are  those  mainly  of  a narcotic 
or  sedative  nature:  morphine,  alcohol, 

barbiturates,  parasympathomimetics,  and 
tranquilizers.7-10  Such  drug-induced  im- 
potence is  probably  more  frequent  than 
recognized.  However,  one  must  also 
understand  that  the  addict  has  emotional 
factors  which  bring  on  the  need  for  drugs, 
and  these  same  emotional  difficulties  ac- 
tually may  make  the  impotence  more 
pronounced. 
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In  passing,  it  may  be  mentioned  that 
there  is  no  drug  which  acts  as  a true 
aphrodisiac,  nor  is  there  any  component  of 
food  which  will  improve  male  potency; 
stories  of  such  improvements  with  ingestion 
of  items  ranging  from  raw  eggs  to  raw 
oysters  are  only  old  wives’  tales.  Improve- 
ment, if  any,  is  only  on  a psychologic  basis 
where  the  male  who  takes  the  substance 
really  believes  it  will  help.  It  is  entirely 
possible  for  similar  effects  to  be  the  result  of 
many  other  drugs,  especially  newer  ones 
whose  side-effects  have  not  been  completely 
ascertained  or  reported.  Cigaret  smoking 
has  been  reported  as  a cause  of  reduced 
potency.11 

Severe  systemic  disease  often  produces  a 
severe  degree  of  impotence.  Malnutrition 
has  been  indicated  as  responsible  for  im- 
potence in  prisoners  of  war  in  the  Far  East.5 

Lower  urinary  tract  disorders  such  as 
cystitis,  urethral  stricture,  and  particularly 
prostatitis  can  have  a severely  deleterious 
effect  on  the  ability  of  the  male  to  secure 
and  maintain  erection.  Premature  ejacula- 
tion itself  is  at  times  an  accompaniment  of 
lower  urinary  tract  disorders  and  is  often 
caused  by  a prostatitis  associated  with 
posterior  urethritis  and  verumontanitis. 
In  this  disorder  an  inflamed  sensitive  area 
will  serve  to  act  as  a hair-trigger  mechanism 
so  that  although  adequate  erection  is 
secured,  ejaculation  comes  too  rapidly  as  a 
result  of  the  hyperemic  supersensitive  area 
which  plays  an  important  role  in  the 
ejaculatory  process.  Such  a problem  is 
readily  diagnosable  by  the  finding  of  a 
tender  boggy  ( prostate  gland  and  of  many 
pus  cells  in  the  prostatic  secretion  on  micro- 
scopic examination.  Endoscopy  may  at 
times  have  to  be  done  to  discover  in- 
flammatory cysts  of  the  verumontanum  or 
posterior  urethra.  Treatment  by  the  ap- 
plication of  silver  nitrate  solution  to  the 
posterior  urethral  area  has  not  been 
effective.12  The  source  of  infection,  that  is 
the  prostate,  must  be  treated. 

One  must  also  be  aware  of  the  fact  that 
organic  disease  may  initiate  and  be  coupled 
with  psychologic  factors  thus  producing  a 
double  problem. 

Psychogenic  causes  of  impotence 

Psychogenic  causes  of  impotence  are  far 
more  frequent  bases  for  impotence  than  are 


organic  causes,  and  they  are  many  and 
varied.  To  the  average  male  the  admission 
of  psychologic  trouble  is  impossible,  so  he 
seeks  a physical  cause  for  which  he  himself 
can  assume  no  responsibility.  The  psycho- 
logic problem  may  stem  back  to  childhood 
when  masturbation  was  mistakenly  con- 
demned by  the  parents  and  fear  instilled 
into  the  boy  who  later  carried  these  fears 
and  phobias  into  adulthood,  or  the  male 
may  terrorize  himself  with  the  specter  of 
later  damage  to  sexual  ability  following  the 
earlier  practice  of  masturbation.  Mas- 
turbation is  almost  a universal  phenomenon 
in  our  civilization;  there  is  no  evidence  that 
even  very  frequent  masturbation  produces 
any  organic  disturbance  of  any  kind. 
Education  as  to  the  medical  aspects  of 
masturbation  should  be  part  of  general  sex 
education.  This  touches  on  an  aspect  of 
sex  education  where  improper  information 
in  childhood  or  pubescence  produces  sexual 
inhibitions  later.  Sex  education  should 
also  include  premarital  education  so  that 
proper  adjustment  of  the  couple  may  be 
made.  Excitement,  lack  of  knowledge,  and 
alcohol,  individually  or  in  combination, 
may  produce  an  ineffectual  erection  on  a 
honeymoon  with  a resultant  most  unhappy 
couple  and  a disturbing  problem.  Should  a 
failure  or  two  occur,  generally  for  some 
psychologic  reason,  the  male  may  have 
overwhelming  doubts  concerning  his  own 
potency,  so  that  subsequent  sexual  trials 
become  an  ordeal  because  of  dread  of  failure. 
There  may  also  be  emotional  factors  result- 
ing from  inexperience,  ineptness,  fear  of 
hurting  the  female,  or  fear  of  pregnancy. 
All  of  these  factors  may  be  of  great  im- 
portance in  a honeymoon  erection  failure. 

Other  simple  emotional  difficulties  such 
as  anxiety  may  seriously  inhibit  potency, 
and  impotence  may  be  only  one  of  many 
symptoms  of  basic  disturbance  tantamount 
to  a serious  psychiatric  disease.  Psychi- 
atric problems  can  range  from  “celibacy 
complex”  to  psychosis.  One  has  to  make 
the  attempt  to  distinguish  between  grave 
mental  problems  and  those  of  a more  com- 
mon domestic  situation  where  a man  may 
be  impotent  at  home  and  yet  potent  extra- 
maritally:  a victim  of  marriage  boredom 

which  requires  for  its  remedy  an  under- 
standing and  cooperative  sexual  partner. 
Thus  an  irresponsive  or  disinterested  mate 
may  cause  impotence  in  her  male  partner, 
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for  example,  the  penis  becomes  flaccid  after 
vaginal  intromission  if  the  female  displays 
no  desire  for  sexual  union  or  remains  com- 
pletely passive. 

Psychologic  impotence  is  thus  typified  by 
its  selectivity,  that  is,  a male  is  potent 
under  one  set  of  circumstances  and  im- 
potent in  another.  A good  example  is  the 
morning  erection  in  the  otherwise  impotent 
male.  Such  erection  is  not  from  any  dis- 
tention of  the  bladder;  it  is  on  the  other 
hand  a most  important  indication  that 
impotence  is  psychogenic.  Similarly,  a 
man  may  be  impotent  with  one  sexual 
partner  and  not  with  another,  or  if  erec- 
tions are  obtainable  by  masturbation  or  in 
sexual  daydreams  or  fantasy  and  not  in 
attempted  sexual  union,  one  must  conclude 
that  there  are  no  anatomic  or  physical 
defects  to  cause  such  paradoxical  im- 
potence. 

If  the  sexual  drive  between  a man  and 
his  wife  varies  greatly,  the  male,  the  one 
with  the  greater  interest,  may  withdraw 
entirely  from  making  advances  to  avoid  the 
frustration  and  resentment  that  may 
follow.  Such  sexual  repression,  if  practiced 
for  any  length  of  time,  may  result  in  com- 
plete impotence.  On  the  other  hand,  with- 
holding of  sexual  contact  when  the  wife  is 
disliked  is  a frequent  hostile  act  in  a mar- 
riage that  is  having  its  difficulties;  such 
withholding  on  a voluntary  basis  later 
erupts  into  involuntary  impotence.  At 
other  times,  impotence  may  even  occur  with 
a loved  female  because  of  the  emotional 
envelopment  of  the  male  with  his  mother, 
and  subsequent  identification  of  wife  with 
mother  may  bring  up  the  thought  of  incest 
and  a consequent  complete  inability  to 
secure  sexual  union  with  the  wife. 

Case  reports 

Case  1.  A twenty-one-year-old  youth  had 
been  successfully  operated  on  in  childhood  for 
hypospadias  but  had  a residual  defect  of 
urethral  stricture  for  which  periodic  dilation 
with  sounds  was  necessary.  Youthful  sexual 
contacts  and  coitus  had  been  untroubled. 
However,  subsequent  to  rejection  on  physical 
grounds,  a necessity  for  therapy  of  urethral 
stricture,  by  the  armed  forces  after  draft  call,  he 
suddenly  became  impotent.  His  psychologic 
thinking  was  that  if  the  Army  felt  he  was  not 
“enough  a man”  to  take  him,  then  the  symbol  of 
manhood,  namely  erection,  was  thus  inadequate. 
Simple  explanation  of  the  fact  that  he  had  been 
rejected  because  of  the  need  for  periodic  treat- 


ment which  might  not  be  available  under  field 
conditions  served  to  dispel  the  problem  for  the 
young  man.  In  this  case  an  anatomic  de- 
formity which  was  corrected  by  surgery  served 
to  mask  a psychogenic  cause  of  impotence. 

Case  2.  A thirty-two-year-old  male  who 
had  never  had  a sexual  experience  married  and 
found  that  he  was  impotent.  He  had  such  fear 
of  being  unable  to  satisfy  his  partner  that  he  did 
not  even  attempt  intercourse.  His  difficulty 
was  solved  by  discussion  and  reassurance,  al- 
though it  took  hours  of  such  discussion  to  instill 
adequate  confidence. 

Case  3.  A fifty-six-year-old  chauffeur  after 
thirty  years  of  satisfactory  marital  relations 
suddenly  found  he  had  become  impotent. 
Questioning  revealed  that  he  had  lost  his  job 
after  many  years  of  service,  and  he  feared  that 
he  could  not  find  other  employment  at  his  age. 
It  was  brought  out  that  his  fear  of  being  unable 
to  earn  a living,  which  was  to  him  the  symbol  of 
being  the  head  of  a household  and  therefore  a 
“man,”  was  equated  with  the  characteristic 
male  symbol  of  erection,  and  the  disappearance 
of  one  meant  the  disappearance  of  the  other. 
Realization  of  the  interrelationship,  plus  secur- 
ing another  job,  served  to  eliminate  the  diffi- 
culty. 

Case  4.  A thirty-eight-year-old  man  had 
been  having  poor  erections  for  several  years  with 
culmination  in  total  impotence.  Physical  ex- 
amination failed  to  show  any  organic  problem. 
It  was  brought  out  that  his  wife  was  working 
and  had  earned  a good  salary  and  that  recently 
her  earnings  had  topped  his.  In  addition, 
through  the  years  of  marriage,  she  had  managed 
home  finances,  made  decisions,  and  indeed  had 
been  domineering.  It  was  obvious  that  this 
situation  of  the  ascendant  female  had  abrogated 
his  male  role  and  that  he  had  actually  re- 
linquished such  a role  including  his  potency. 
Many  conferences  were  necessary,  but  with  an 
intelligent  wife  who  secured  insight  into  her  own 
dominating  status,  the  difficulty  was  finally 
overcome. 

Case  5.  A forty-year-old  handsome  dentist 
with  an  attractive  wife  and  two  children  sired 
in  the  early  portion  of  married  life  had  been 
impotent  for  several  years.  Extramarital 
affairs  were  said  to  have  been  unsuccessful. 
Physical  examination  showed  negative  findings. 
Depth  of  questioning  disclosed  that  the  man 
loved  to  dream  a great  deal,  sought  a chair  in  a 
far  corner  even  at  a party,  would  not  go  to  bed 
unless  he  wrapped  himself  in  an  old  bathrobe, 
and  so  on.  Referral  was  made  to  a psychiatrist 
who  found  that  the  man  was  schizophrenic  with 
reversion  to  a narcissistic  level.  In  this  patient 
the  lack  of  potency  was  a manifestation  of  a 
more  serious  psychic  disorder. 

Treatment 

What  then  can  we  do  when  confronted 
with  a worried  male  who  may  superficially 
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make  light  and  even  sardonic  jokes  about 
his  own  plight?  Primarily  the  physician 
must  be  sympathetic  and  present  an  atti- 
tude of  nonjudgment  and  willingness  to 
listen  and  help. 

As  with  all  other  problems  in  medicine, 
proper  treatment  is  related  to  cause.  Im- 
mediate recourse  to  the  intramuscular  in- 
jection of  testosterone,  which  is  so  ubiqui- 
tous a practice,  may  be  effective  tem- 
porarily because  of  the  psychologic  effect  of 
the  method  of  administration.  The  med- 
ication does  have  diagnostic  value  in  cases 
of  hypogonadism,  because  therapeutic  re- 
sponse can  at  times  provide  an  answer  as 
to  the  underlying  cause.  Testosterone  given 
to  a normal  male  does  not  increase  sexual 
drive  or  erectile  ability13;  Vermooten14  has 
reported  that  testosterone  actually  reduces 
sexual  drive  and  ability  to  have  erections  in 
intact  men.  Thus,  testosterone  given  to 
impotent  men  who  have  functioning 
testicles  would  actually  augment  the  diffi- 
culty and  make  matters  worse.  Any  bene- 
fits secured  from  such  injections  of  male 
sex  hormones  are,  according  to  Creevy  and 
Rea,15  “overt  forms  of  psychotherapy.” 
Supporting  such  a contention  is  the  finding 
of  Carmichael,  Noonan,  and  Kenyon16  who 
showed  that  placebo  injections  of  inert  oil 
gave  successful  results  in  impotence. 

Most  important  is  the  patient’s  history; 
deep,  probing  questions  must  be  asked. 
Intimate,  even  if  embarrassing,  details  must 
be  elicited  to  make  specific  the  underlying 
basis  of  the  problem.  The  patient  must 
be  compelled  io  be  honest  with  the  physi- 
cian, to  disclose  domestic  secrets,  technics 
of  coitus,  and  possible  extramarital  sexual 
attempts.  The  wife  should  be  interviewed 
with  the  understanding  that  any  disclosures 
by  the  husband  to  the  physician  will  be 
kept  in  confidence. 

Basically,  however,  the  practitioner  must 
ask  himself  if  the  patient’s  impotence  is 
based  on  an  organic  disease.  Examination 
of  the  external  genitalia  will  most  often 
answer  such  a question  immediately.  The 
prostate  gland  must  also  be  examined  for 
nodulation,  cancer,  evidence  of  infection, 
and  so  on.  Referral  to  the  urologist  for 
confirmation  of  suspected  organic  disease 
or  for  treatment  may  be  necessary.  Ana- 
tomic or  pathologic  abnormalities  must  be 
overcome  when  present.  When  physical, 
neurologic,  and  laboratory  examination 


give  negative  findings,  the  male  should  be 
asked  to  try  masturbation,  both  psychic 
and  tactile;  any  success  at  this  will  un- 
doubtedly indicate  that  the  selective  im- 
potence is  psychogenically  induced. 

In  the  case  of  premature  ejaculation, 
which  is  very  common  and  not  necessarily 
psychologic,  in  addition  to  local  factors 
such  as  prostatitis,  one  may  ask  the  patient 
to  try  several  maneuvers  to  delay  ejacula- 
tion; males  vary  in  the  amount  of  stimula- 
tion necessary  to  reach  the  threshold  of 
ejaculation,  some  may  require  a few  penile 
thrusts  in  the  vagina,  others  many  scores  of 
thrusts.  Delayed  ejaculation  may  be 
secured  by  occupying  the  mind  with  non- 
sexual  thoughts,  later  returning  the 
thoughts  to  the  sexual  act  as  soon  as  the 
partner  is  ready;  tightening  of  the  anal 
sphincter  and  keeping  it  tight 17;  extraneous 
body  maneuvers  such  as  curling  the  toes  or 
pinching  the  skin;  reducing  the  stimulation 
effect  of  vaginal  friction  by  applying  an 
anesthetic  ointment  to  the  penile  skin  or  by 
using  a condom.  Moreover,  in  such  cases 
of  premature  ejaculation,  proper  coital 
technics  such  as  described  by  Kinsey17  should 
be  taught;  a women  who  has  not  reached 
climax  at  the  time  the  male  has  ejaculated 
can  be  brought  to  orgasm  by  digital  vaginal 
and  clitoral  stimulation. 

As  has  been  indicated,  in  a vast  majority 
of  patients,  impotence  will  prove  to  be  of 
psychogenic  origin,  and  it  will  therefore  be 
incumbent  on  the  physician,  whether  gen- 
eral practitioner,  internist,  or  urologist,  to 
give  superficial  psychotherapy.  The  an- 
swer to  the  problem  of  impotentia  is  simple 
and  yet  complex;  the  practitioner  must  be 
able  to  recognize  a serious  mental  ailment 
from  a mild  emotional  disturbance  and  must 
be  able  to  determine  whether  the  impotence 
is  only  one  link  in  a chain  of  multiple  symp- 
toms indicating  severe  psychic  disease.  In 
all  cases,  the  physician  should  be  ready  to 
offer  reassurance  and  guidance  and  to  act 
as  a detective  to  unearth  the  mental  and 
emotional  canker  productive  of  the  im- 
potence. Where  the  problem  is  a deep- 
seated  psychogenic  difficulty,  a source  of 
psychotherapy  will  probably  be  necessary. 
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Acute  Abdominal 
Pain  and  Coma 


Case  history 

Bruce  Batcheler,  M.D.:  This  was 

the  fifth  Metropolitan  Hospital  admission 
of  a forty-four-year-old  Puerto  Rican  fe- 
male admitted  to  the  surgical  service  on 
July  6,  1964,  with  the  chief  complaint  of 
pain  in  the  right  upper  quadrant  radiating 
to  the  back  of  five  days  duration.  She 
also  complained  of  nausea  and  vomiting 
which  started  on  the  day  of  admission,  and 
she  had  had  five  episodes;  the  vomitus 
looked  like  bile.  The  pain  was  inter- 
mittent. There  was  no  history  of  fatty 
food  intolerance,  jaundice,  melena,  or 
hematemesis.  She  was  gravida  3,  para  3 
and  had  had  a hysterectomy  for  bleeding 
fibroids  two  years  previously  at  this 
hospital. 

Physical  examination  revealed  an  obese 
woman  in  acute  distress  due  to  pain.  The 
vital  signs  were  blood  pressure  120/90, 
pulse  90  and  regular,  respiration  16,  and 
temperature  101  F.  There  was  no  scleral 
icterus.  The  abdomen  was  obese  with 
tenderness  in  the  right  upper  quadrant. 
The  rest  of  the  examination  was  unre- 
markable. 

The  initial  laboratory  data  showed  urine 
with  a specific  gravity  of  1.015  with  3 plus 
proteinuria,  8 to  10  white  blood  cells  and 
8 to  10  red  blood  cells  per  high-power  field, 
serum  amylase  71  Somogyi’s  units,  fasting 
blood  sugar  110  mg.  per  100  ml.,  blood 
urea  nitrogen  15  mg.  per  100  ml.,  hemo- 
globin 5 Gm.  per  100  ml.,  sedimentation 
rate  130  mm.  per  hour,  and  white  blood 
cells  8,600.  The  serum  was  nonreactive. 


The  working  diagnosis  was  acute  chole- 
cystitis. On  the  day  following  admission, 
she  felt  dizzy  while  going  to  the  bathroom 
and  suddenly  became  unconscious.  The 
vital  signs  at  this  time  were  blood  pressure 
110/80,  and  pulse  80  and  regular;  the 
patient  was  pale  and  incontinent  of  urine. 
The  deep  tendon  reflexes  were  diminished; 
however,  pain  perception  was  present. 
The  patient  was  transfused  with  2 units  of 
whole  blood  in  the  next  twelve  hours. 

On  the  second  hospital  day,  the  patient 
was  transferred  to  the  medical  service. 
At  this  time  she  was  in  a coma.  The 
pupils  reacted  to  light,  and  there  were 
responses  to  painful  stimuli  in  the  ex- 
tremities. The  vital  signs  were  blood 
pressure  120/90,  pulse  80  and  regular,  and 
temperature  102  F.  The  patient  was  now 
severely  icteric  with  minimal  nuchal  ri- 
gidity. There  were  bilateral  pul- 
monary rhonchi,  and  there  was  question- 
able hepatomegaly.  Also  present  were 
bilateral  Babinski  reflexes  with  diminished 
deep  tendon  reflexes.  The  skin  was 
covered  with  multiple  ecchymoses. 

The  prothrombin  time  was  17  seconds 
(control  16  seconds),  blood  urea  nitrogen 
19  mg.  per  100  ml.,  and  fasting  blood 
sugar  40  mg.  per  100  ml.  A lumbar  punc- 
ture was  performed  with  an  opening  pres- 
sure of  215  mm.  of  water;  the  fluid  was 
clear  and  colorless.  Three  white  blood 
cells  per  millimeter  and  proteins  74  mg. 
per  100  ml.  were  reported.  A repeat  com- 
plete blood  count  revealed  hemoglobin  7 
Gm.  per  100  ml.  and  hematocrit  22;  the 
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white  cell  count  was  11,000  with  48  per 
cent  polymorphonuclear  leukocyte  cells, 
18  per  cent  stab  cells,  33  per  cent  lympho- 
cytes, and  1 per  cent  monocytes.  There 
was  no  evidence  of  sickling.  Electrolytes 
were  sodium  128  mEq.,  chlorides  112 
mEq.,  potassium  3.9  mEq.,  and  carbon 
dioxide  (combining  power)  18  mEq.  per 
liter.  The  electrocardiogram  revealed  si- 
nus tachycardia. 

X-ray  films  of  the  chest  and  abdomen 
failed  to  reveal  additional  information. 
Liver  function  tests  showed  total  proteins 
7.2  Gm.  per  100  ml.,  albumin- globulin 
ratio  5.8 : 1.4  Gm.  per  100  ml.,  direct  bilirubin 
3.6  mg.  per  100  ml.,  total  bilirubin  13.1 
mg.  per  100  ml.,  thymol  turbidity  3.2 
units,  alkaline  phosphatase  2.6  Bodansky 
units,  and  serum  glutamic  oxaloacetic 
transaminase  200.  Bleeding  time  was  fif- 
teen minutes,  platelet  count  10,000,  cal- 
cium 9 mg.  per  100  ml.,  and  phosphorus 
3.5  mg.  per  100  ml.  Analysis  of  gastric 
contents  showed  no  free  acid  but  2 plus 
occult  blood. 

On  the  third  hospital  day,  a bone  mar- 
row aspiration  showed  megakaryocytic 
and  normoblastic  hyperplasia;  there  was 
abundant  iron  present.  Platelet  counts 
were  18,000  and  12,000  on  two  consecutive 
days,  Coombs’  test  gave  negative  results, 
Rumpel-Leedes  phenomenon  showed  nega- 
tive findings,  and  prothrombin  time  was  25 
seconds  (control  15  seconds).  The  pe- 
ripheral smear  after  transfusion  showed  a 
mixture  of  normochromic  cells  and  aniso- 
cytosis. 

On  the  fourth  day,  the  hemoglobin  was 
8.4  Gm.  per  100  ml.,  hematocrit  29,  white 
blood  cells  17,600  with  polymorphonuclear 
leukocytes  62,  stab  18,  lymphocytes  16, 
and  sedimentation  rate  116.  Blood  am- 
monia was  reported  as  99  mg.  per  100  ml. 
Notwithstanding  negative  blood  cultures, 
the  patient  remained  febrile  to  103  F. 

During  her  last  three  days,  the  patient 
received  tetracycline  100  mg.  intramuscu- 
larly every  six  hours,  adrenocortico trophic 
hormone  100  units  intramuscularly,  Vita- 
min K 100  mg.  intramuscularly,  and  daily 
hydrocortisone  succinate  sodium  (Solu- 
Cortef)  400  mg.  intravenously.  Neurologic 
and  gastroenterologic  consultations  were  ob- 
tained. She  expired  on  July  12,  1964, 
without  ever  having  regained  consciousness. 
A postmortem  examination  was  performed. 


Discussion 

Mardoqueo  I.  Salomon,  M.D.*:  To 

relate  the  diverse  symptoms  and  signs  of 
this  forty-four-year-old  woman  into  one 
entity,  I propose  to  divide  them  into  two 
main  groups,  the  hematologic  aspects  and 
the  neurologic  aspects.  The  former  in- 
clude an  acute  hemolytic  process  and  a 
severe  thrombocytopenia.  Even  though 
in  this  case  it  would  seem  that  it  was  an 
intracranial  catastrophe  which  caused  the 
patient’s  death,  I shall  start  with  the 
hematologic  picture. 

To  begin  with,  we  may  safely  say  that 
hemolysis  and  thrombocytopenia  together 
are  only  rarely  the  result  of  drug  ingesta- 
tion, a rather  surprising  fact  in  face  of  the 
not  uncommon  separate  effects  of  various 
drugs  on  either  red  cells  or  platelets.  Cases 
in  which  both  hemolysis  and  a low  platelet 
count  occur  as  a result  of  drugs  or  medica- 
tions are  the  rare  exception.  Today’s 
patient  denied  drug  intake  or  previous 
medication,  so  I shall  dismiss  that  pos- 
sibility. 

Infections,  mainly  acute  ones  but  oc- 
casionally chronic  meningococcemia,  could 
cause  a similar  hematologic  picture,  but  no 
infectious  organisms  were  recovered,  and  I 
cannot  make  that  diagnosis.  The  pos- 
sibility of  lupus  erythematosus,  the  modern 
imitator  of  all  maladies  and  syndromes, 
comes  to  mind.  However,  we  have  no 
lupus  erythematosus  preparations  to  sup- 
port this  idea.  The  patient  had  no  leuko- 
penia. The  evolution  of  the  disease  was  too 
rapid.  I am  reluctant  to  consider  lupus 
erythematosus. 

Evans-Duane  syndrome  is  a possibility, 
but  with  a negative  Coombs’  test  result  and 
no  demonstrable  spherocytes,  I shall  have 
to  discard  that  diagnosis.  Parenthetically, 
I am  very  much  inclined  to  ascribe  the 
Coombs’  test  result  to  a rather  fortuitous 
affinity  for  the  surface  of  injured  or  modi- 
fied erythrocytes  rather  than  to  any 
hypothetical  auto-immunity. 

Because  of  the  nature  of  the  diagnosis 
I intend  to  postulate,  I have  to  search  for  a 
neurologic  lesion  in  a region  where  very 
small  injury  can  cause  all  the  neurologic 
defects  present  in  this  patient,  namely,  a 
bilaterally  positive  Babinski’s  sign,  sym- 
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metrically  diminished  deep  tendon  reflexes, 
and  loss  of  consciousness.  The  mesen- 
cephalon is  a suitable  location  for  such  a 
process,  since  several  structures  come  into 
close  apposition  with  each  other  here: 
the  corticospinal  tracts  in  the  middle 
three  fifths  of  the  pes  pedunculi,  the 
substantia  nigra,  the  medial  lemniscus,  the 
red  nucleus,  and  the  medial  longitudinal 
fascicle.  Thus,  while  I suppose  the  pa- 
tient had  widespread  intracranial  lesions, 
I think  the  brunt  of  the  damage  occurred 
in  the  mesencephalon.  Concerning  the 
pathogenetic  mechanism  of  brain  involve- 
ment, I do  not  believe  that  a generalized 
Shwartzman  phenomenon  should  be  in- 
criminated. 

The  normal  electrocardiogram  militates 
against  a serious  myocardial  complication 
but  does  not  rule  out  some  degree  of  cardiac 
involvement.  In  subarachnoid  hemor- 
rhage and  in  other  intracranial  catastro- 
phes, electrocardiographic  changes  can 
occur  and  occasionally  mimic  acute  myo- 
cardial infarction.1 

The  diagnosis  I am  led  to  is  Moschco- 
witz’s  disease,  idiopathic  thrombotic 
thrombocytopenic  purpura.2  It  would  cer- 
tainly explain  both  the  hematologic 
and  neurologic  components  of  this  case. 
The  former  needs  no  elaboration;  the 
second  is  not  that  easy,  for  usually  it  is  a 
picture  of  multiple  microthrombi  that 
causes  the  fleeting  neurologic  disturbance 
in  this  malady.  Now,  the  simplest  ex- 
planation would  be  to  consider  a thrombosis 
of  the  basilar  artery,  but  this  is  not  in 
accord  with  the  known  nature  of  the 
disease.  Subarachnoid  hemorrhages  are 
known  to  occur  also  (Madonick3  observed 
one  case),  but  the  spinal  fluid  was  clear. 
Thrombosis  of  the  longitudinal  sinus  could 
cause  a bilateral  Babinski’s  sign,  but  again 
we  could  not  postulate  it  in  this  patient. 
So  either  we  assume  a sudden  shower  of 
purpura  of  the  brain  or  a small  shower  of 
microthrombi  in  the  midbrain  reticular 
system,  and  this  admittedly  uneasy  ex- 
planation would  account  for  the  coma, 
diminished  tendon  reflexes,  and  Babinski’s 
sign  in  view  of  its  strategic  location. 

Now  then,  a few  concluding  remarks  on 
Moschcowitz’s  disease.  Whether  it  is  due 
to  multiple  thrombi  per  se,  or  whether  the 
primary  culprit  is  the  endothelium,  I am 
in  no  position  to  say.  I leave  this  to  our 


hematologic  staff.  However,  I can  hardly 
refrain  from  calling  your  attention  to 
Dacie’s4  concept  of  this  disease  as  a 
variant  of  microangiopathic  hemolytic  ane- 
mia, a genus  of  diseases  which  contains 
also  such  species  as  renal  cortical  necrosis, 
glomerulonephritis  malignant  hyperten- 
sion, and  so  on.  As  a matter  of  fact,  very 
recently  Brain5  came  out  with  a similar 
concept.  In  summary,  then,  I think  the 
diagnosis  was  Moschcowitz’s  disease. 

Robert  D.  Goldstein,  M.D.:  Dr. 

Salomon  has  discussed  all  the  conditions 
that  we  in  the  hematology  section  con- 
sidered when  we  saw  this  patient  in  con- 
sultation. We  came  to  the  same  conclu- 
sion he  did,  that  is,  that  the  patient  had 
thrombotic  thrombocytopenic  purpura. 
This  syndrome  is  characterized  by  the 
tetrad  of  fever,  thrombocytopenia,  hemo- 
lytic anemia,  and  a wide  variety  of  neuro- 
logic signs  and  symptoms  which  usually 
wax  and  wane.6  This  patient  exhibited 
the  characteristic  tetrad.  She  had  fever 
which  could  not  be  accounted  for  by  any 
infection.  The  thrombocytopenia  which 
persisted  occurred  in  the  presence  of 
megakaryocytes  in  the  bone  marrow  as  is 
characteristic  in  this  syndrome.  The  cause 
of  thrombocytopenia  in  this  condition  has 
not  been  established.  Although  it  has 
been  assumed  that  the  platelet  life  span 
is  markedly  reduced,  this  has  not  been 
documented  nor  has  a decrease  in  platelet 
production  been  shown.  Neither  platelet 
antibodies  nor  a thrombocytopenic  factor 
have  been  demonstrated  in  the  plasma  of 
patients  with  proved  thrombotic  thrombo- 
cytopenia. The  theory  that  the  thrombo- 
cytopenia is  secondary  to  utilization  of  the 
platelets  in  the  formation  of  multiple 
platelet  thrombi  is  no  longer  believed  to  be 
valid  since  immunofluorescent  studies  ap- 
pear to  indicate  little  if  any  platelet  ma- 
terial in  the  vascular  thrombi.  Actually 
the  basic  lesion  in  this  disease  is  not  thought 
to  be  platelet  thrombi  but  rather  a vascular 
lesion  involving  the  small  arterioles.  The 
lesion  is  characterized  by  a proliferation 
of  the  endothelium  and  an  infiltration  of 
the  vascular  wall  with  an  acidophilic 
fibrinoid  material  with  little  or  no  in- 
flammatory reaction.  The  thrombi  are 
thought  to  occur  secondary  to  the  lesion 
which  can  frequently  be  seen  on  microscopic 
examination  without  thrombi  present.7 
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FIGURE  1.  Low-power  view  of  lung  showing  zone  of  consolidation  with  central  necrosis  forming  small  ab- 
scess. (B)  Detail  of  (A)  showing  bacteria  colonies  and  neutrophils  at  margin  of  abscess.  (C)  Pancreas  with 
a longitudinal  and  cross  section  of  small  arterial  channel  occluded  by  smudgy  eosinophilic  thrombus. 


It  was  our  feeling  that  this  patient  had  a 
hemolytic  anemia.  I am  sure  she  must 
have  been  icteric  on  the  day  of  admission. 
Certainly  by  the  time  we  saw  her  on  the 
third  hospital  day  she  was  markedly 
icteric,  and  her  total  bilirubin  was  re- 
ported as  13.1  mg.  per  100  ml.  with  9.5 
mg.  per  100  ml.  indirect  bilirubin.  The 
hemoglobin  was  7 Gm.  per  100  ml.,  and  the 
cells  on  smear  examination  appeared  nor- 
mochromic and  normocytic.  These  find- 
ings, along  with  the  normoblastic  erythroid 
hyperplasia  of  the  bone  marrow  and  a 
reticulocytosis  of  12  to  15  per  cent  in  the 
absence  of  any  signs  of  significant  blood 
loss,  suggest  a hemolytic  process.  Coombs’ 
test  gave  negative  results,  which  is  the 
usual  finding  in  thrombotic  thrombo- 
cytopenic purpura.  The  cause  of  the 
hemolytic  anemia  in  the  syndrome  is  not 
known,  but  it  has  been  postulated  that  an 
important  factor  in  the  pathogenesis  is 
contact  between  red  cells  and  the  abnormal 
blood  vessels  (microangiopathic  hemolytic 
anemia).  Characteristically,  the  blood 
smears  reveal  fragment  red  cells  (schisto- 
cytic)  and  odd  and  irregular-shaped  red 
cells  (helmet,  burr,  and  triangular  cells). 

The  neurologic  abnormalities  are  not 
due  to  hemorrhage  but  rather  to  numerous 
vascular  lesions  and  occlusions  scattered 
throughout  the  central  nervous  system. 
The  neurologic  manifestations  vary  greatly 
from  one  case  to  another.  Almost  all 
patients  have  some  mental  symptoms, 


ranging  from  restlessness  and  confusion  to 
coma.  Convulsions  are  not  uncommon 
and  many  patients  show  definite  signs  of 
focal  lesions  such  as  vertigo,  facial  weak- 
ness, hemiplegia,  aphasia,  and  so  on. 
Characteristically,  all  these  neurologic 
symptoms  are  transitory,  or  wax  and  wane, 
unlike  the  situation  in  this  case  where 
there  was  relatively  little  change  after  the 
sudden  onset  of  coma.  However,  such  a 
course  can  occur,  particularly  in  the  rapid 
fulminating  cases. 

The  course  in  the  majority  of  cases  is  a 
rapid  downhill  one  with  death  occurring 
in  a few  days  to  six  weeks.  A few  cases 
have  been  reported  of  milder  type  with  a 
much  longer  course;  however,  most  of 
these  cases  finally  die  in  an  acute  episode. 

Other  symptoms,  of  course,  can  occur 
depending  on  the  anatomic  location  of 
the  vascular  lesions.  Abdominal  pain  is  a 
frequent  symptom  and  may  simulate 
various  types  of  intra-abdominal  dis- 
orders, such  as  in  this  case  where  the 
abdominal  pain  was  thought  to  be  from 
gallbladder  disease. 

Morton  Smith,  M.D.:  Is  right  upper 

quadrant  pain  a common  part  of  this 
disease? 

Victor  Tchertkoff,  M.D.:  Gastro- 

intestinal symptoms  are  common.  Right 
upper  quadrant  pain  occurs  in  about  25 
per  cent  of  reported  cases.  Beigelman’s8 
case,  which  was  associated  with  lupus,  had 
right  upper  quadrant  abdominal  pain. 
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FIGURE  2.  (A)  Liver  showing  arteriolar  branch  of  hepatic  artery  in  portal  space  with  marked  eosinophilic 
smudging  of  its  wall.  (B)  Adrenal  cortex  showing  small  peripheral  vessel  occluded  by  thrombotic  material. 
(C)  Myocardium  showing  arterioles  in  cross  section,  partly  occluded  by  eosinophilic  thrombi.  (D)  Brain 
showing  microangiopathy  in  cortical  gray  matter. 


Robert  Goldstein,  M.D.:  In  my  per-  presenting  what  appeared  to  be  acute 

sonal  experience,  I have  encountered  cases  cholecystitis. 
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Ralph  Strobos,  M.D.:  The  neuro- 

logic picture  is  diffuse  and  nonspecific  in 
comparison  to  Werlhof’s  disease  where 
large  focal  hemorrhage  leads  to  intra- 
lateral abnormalities. 

Pathologic  report 

Victor  Tchertkoff,  M.D.*:  At  nec- 

ropsy there  was  noted  moderate  icterus 
with  scattered  petechiae  over  the  chest 
and  extremities  without  confluence. 

There  was  no  abnormal  fluid  collection 
in  the  pleura.  There  were  scattered  pe- 
techiae in  the  bronchi  and  the  right  lung 
which  weighed  700  Gm.  and  exhibited 
bronchopneumonia  of  the  right  lower 
lobe. 

The  liver  weighed  2,100  Gm.  and  section 
examination  showed  it  to  be  fatty  in  ap- 
pearance. The  spleen  weighed  200  Gm. 
The  kidneys  were  studded  with  petechiae. 
There  was  congestion  of  the  leptomeninges, 
and  the  spinal  fluid  was  crystal  clear.  The 
remainder  of  the  gross  anatomical  survey 
was  noncontributory.  Microscopically,  in 
addition  to  the  obvious  focus  of  pneumonia 
with  abscesses  (Fig.  1A)  containing  bac- 
teria colonies  (Fig.  IB),  there  was  a diffuse 
thrombotic  “microangiothrombosis,”  the 
term  coined  for  this  disease  by  Fitzgerald, 
Auerbach,  and  Frame9  (Fig.  1C).  Similar 
platelet  thrombosis  of  small  vessels  were 
found  diffusely  scattered  in  skeletal  muscle, 
liver  (Fig.  2A),  periadrenal  fat  (Fig.  2B), 
ovary,  myocardium  (Fig.  2C),  kidney,  and 
the  brain  (Fig.  2D).  In  some  instances 
there  was  marked  endothelial  swelling 
without  platelet  thrombosis,  and  occa- 
sional eosinophilic  smudging  of  vessels 
was  noted. 

Moschcowitz,2  who  described  the  clinical 
syndrome,  thought  that  the  thrombi  con- 
tained red  blood  cells,  and  it  was  Baehr, 
Klemperer,  and  Schiffrin10  who  first  demon- 
strated the  true  platelet  nature  of  thrombi. 

Fitzgerald,  Auerbach,  and  Frame9  postu- 
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lated  that  there  was  early  platelet  throm- 
bosis, then  endothelial  swelling,  and  later 
platelet  coalescence.  They  also  pointed 
out  that,  clinically,  in  the  absence  of 
petechiae,  fundi  frequently  were  the  site 
of  hemorrhages.  Others  felt  that  endo- 
thelial damage  and  swelling  preceded  the 
platelet  thrombosis,  and  this  is  currently 
the  theory  of  choice. 

Three  of  Fitzgerald,  Auerbach,  and 
Frame’s9  reviewed  cases  were  associated 
with  hives.  Benitez,  Mathews,  and  Mal- 
lory11 have  reported  a case  associated  with 
polyarteritis  nodosa,  and  Beigelman,8  re- 
ported one  associated  with  lupus  ery- 
thematosus. Cases  following  sulfonamide 
therapy  are  listed  indicating  a variety  of 
catalysts. 

There  have  been  about  120  authenticated 
cases  of  this  entity,  which  incidentally 
is  rare  in  Negroes,  reported  to  date.  Its 
actual  etiology  is  still  obscure,  but  it  may 
bear  a relation  to  so-called  auto-immune  or 
collagen  disease. 

It  may  be  of  clinical  interest  that  oc- 
casionally a skin  biopsy  may  lead  to  an 
early  antemortem  diagnosis. 

References 

1.  Koskelo,  P.,  Punsar,  S.,  and  Sipila,  W.:  Subendo- 
cardial haemorrhage  and  E.C.G.  changes  in  intracranial 
bleeding,  Brit.  M.  J.  1:  1479  (June  6)  1964. 

2.  Moschcowitz,  E. : An  acute  febrile  pleiochromic  ane- 
mia with  hyaline  thrombosis  of  the  terminal  arterioles  and 
capillaries:  An  undescribed  disease,  Arch.  Int.  Med.  36:  89 
(1925). 

3.  Madonick,  M.:  Personal  communication. 

4.  Dacie,  J.  V.:  Haemolytic  mechanisms  in  health  and 
disease,  2:  429  Brit.  M.  J.  (1962). 

5.  Brain,  M.:  Clinicopathologic  Conference,  ibid.  2:  617 
(Sept.  5)  1964. 

6.  Singer,  K.,  Bomstein,  F.  P.,  and  Wile,  S.  A.:  Throm- 
botic thrombocytopenic  purpura,  Blood  2:  542  (1947). 

7.  Gore,  I.:  Disseminated  arteriolar  and  capillary  plate- 
let thrombosis:  A morphological  study  of  its  histogenesis. 

Am.  J.  Path.  26:  155  (1950). 

8.  Beigelman,  P.  M.:  Variants  of  the  platelet  thrombosis 
syndrome  and  their  relationship  to  disseminated  lupus, 
A.M.A.  Arch.  Path.  51:  213  (1951). 

9.  Fitzgerald,  P.  J.,  Auerbach,  O.,  and  Frame,  E.: 
Thrombocytic  microangiothrombosis  (platelet  thrombosis 
of  the  capillaries,  arterioles,  and  venules).  Blood  2:  519 
(1947). 

10.  Baehr,  F.,  Klemperer,  P.,  and  Schiffrin,  A.:  An  acute 
febrile  anemia  and  thrombocytopenic  purpura  with  diffuse 
platelet  thromboses  of  capillaries  and  arterioles,  Tr.  A.  Am. 
Physicians  51:  43  (1936). 

11.  Benitez,  L.,  Mathews,  M.,  and  Mallory,  G.  K.: 
Platelet  thrombosis  with  polyarteritis  nodosa;  report  of  a 
case,  Arch.  Path.  77:  116  (Feb.)  1964. 


2588  New  York  State  Journal  of  Medicine  / October  15,  1965 


Correlation 
Conferences  in 
Radiology 
and  Pathology 


St.  Luke's  Hospital 
New  York  City 

Editors 

NATHANIEL  FINBY,  M.D. 
Director  of  Radiology 
CHARLES  F.  BEGG,  M.D. 
Director  of  Laboratories 


Schistosomiasis  of  Bladder 


Case  history 

A twenty-six-year-old  Egyptian  man  was 
admitted  to  St.  Luke’s  Hospital  for  the  first 
time  because  of  burning  on  urination,  head- 
aches, and  back  pain.  He  stated  that  he 
had  been  known  to  have  schistosomiasis 
since  early  life.  He  had  occasionally 
suffered  mild  burning  on  urination,  and 
examination  of  his  urine  revealed  Schisto- 
soma until  1955  when  he  was  treated  chem- 
otherapeutically.  Since  this  treatment,  his 
routine  urine  examination  had  shown  con- 
sistently negative  findings  until  August, 
1960,  when  a complete  urologic  examination 
was  performed  in  Cairo  because  of  albumi- 
nuria. A vesical  ulcer  due  to  Schistosoma 
was  found,  and  a suprapubic  fulguration  of 
the  bladder  lesion  was  performed.  Since 


FIGURE  1.  Moderately  distended  bladder  on  pre- 
liminary study  of  abdomen  with  linear  mural  calci- 
fication outlining  bladder  wall.  Faint  linear  calcifi- 
cation seen  in  distal  left  ureter  (arrow). 


this  surgical  procedure,  the  patient  had  had 
frequent  episodes  of  burning  on  urination 
and  occasional  mild  hematuria.  His  symp- 
toms had  become  worse  during  the  six 
months  before  admission.  Otherwise  the 
past  history  was  normal  and  the  patient  had 
always  been  in  good  health. 

Examination  of  the  heart  and  lungs 
revealed  normal  findings.  His  blood  pres- 
sure was  normal  and  there  was  a well-healed 
midline  suprapubic  vertical  scar.  The 
abdomen  was  otherwise  normal  to  examina- 
tion. Rectal  examination  disclosed  a small 
prostate,  a relaxed  anal  sphincter,  but  no 
other  evidence  of  abnormality. 

Radiologic  discussion 

Nathaniel  Finby,  M.D.:  The  perti- 

nent roentgenographic  studies  are  related  to 
the  abdomen  and  lower  urinary  tract. 
Examination  of  the  abdomen  showed  a 
thin,  linear,  but  noncontinuous  calcification 
outlining  the  wall  of  the  bladder  throughout 
its  entire  circumference.  There  was  also 
faint  calcification  outlining  the  wall  of  the 
distal  left  ureter  and  a suggestion  of  a simi- 
lar process  in  the  distal  right  ureter  (Fig.  1). 

Intravenous  pyelographic  study  showed 
both  kidneys  to  function  normally,  and  the 
kidneys  were  of  normal  size  and  configura- 
tion. There  was  fullness  of  the  renal 
collecting  systems  bilaterally,  but  there  was 
normal  cupping  of  the  minor  calyces. 
Both  ureters  appeared  moderately  dilated, 
particularly  in  their  proximal  portions. 
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FIGURE  2.  Intravenous  pyelogram  ten  minutes 
after  injection  of  contrast  medium  showing  slightly 
distended  but  otherwise  normal  renal  collecting 
systems.  Ureters  dilated  bilaterally,  particularly  in 
proximal  portions.  Note  changed  pattern  of  calci- 
fication in  bladder  wall. 

There  was  no  localized  area  of  obstruction. 
The  bladder  again  showed  mural  calcifica- 
tion. It  was  noted  that  the  bladder  wall 
distended  and  collapsed  to  moderate  de- 
grees despite  the  extensive  calcification. 
Skeletal  structures  were  normal,  and  the 
spleen  did  not  appear  to  be  enlarged  (Fig. 
2). 

An  air  cystogram  dramatically  demon- 
strates the  linear,  flaky  calcification  in  the 
wall  of  the  bladder  (Fig.  3).  In  some  areas 
the  bladder  wall  appears  somewhat  thick- 
ened. No  localized  intramural  or  intra- 
luminal tumor  masses  were  identified. 

Surgical  discussion 

Russell.  W.  Lavengood,  Jr.,  M.D.: 
Cystoscopy  was  performed  without  diffi- 
culty utilizing  a number  20  panendoscope. 
There  was  mild  inflammatory  change  of  the 
posterior  urethra  without  evidence  of  ob- 
struction. The  bladder  wall  was  peppered 
with  submucosal  oval  deposits  consistent 
with  Schistosoma.  These  small  submuco- 
sal deposits  were  particularly  prominent  on 
the  right  side  where  several  had  coalesced  to 
form  a raised  area  about  2 by  2 mm.  in  size. 
The  left  ureteral  orifice  was  patulous,  but 


FIGURE  3.  Air  cystogram  showing  calcification  in 
slightly  thickened  bladder  wall. 


the  right  appeared  normal.  No  ulcerated 
lesions  were  seen  in  the  bladder,  but  biop- 
sies were  obtained  from  the  areas  of  gross 
involvement. 

Pathologic  discussion 

Charles  F.  Begg,  M.D.:  In  the  four 

minute  fragments  of  mucosa  and  sub- 
mucosa there  were  many  clusters  of  cal- 
cified ova.  In  some  places  the  mucosa  was 
eroded,  and  in  other  places  it  was  hyper- 
plastic (Fig.  4).  The  ova  were  so  heavily 
calcified  and  distorted  that  spines  were 
difficult  to  identify,  although  rarely  a 
structure  suggestive  of  a terminal  spine  was 
seen  (Fig.  5). 

Comment 

Dr.  Finby:  Schistosoma  haematobium 

was  discovered  by  Bilharz  in  1851;  thus 
this  schistosomal  agent,  endemic  in  Africa 
where  it  commonly  involves  the  urinary 
tract,  results  in  disease  often  called  bil- 
harziasis.  The  parasite  invades  the  pelvic 
veins  and,  in  the  adult  stage,  is  found  in  the 
veins  of  the  submucosa  of  the  bladder. 
Immature  forms  are  found  in  the  portal 
system  but  migrate  against  the  blood 
stream  to  the  mesenteric  venous  system  to 
reach  the  bladder  wall  where  eggs  are 
deposited  in  the  smallest  veins  and  grad- 
ually emerge  into  the  mucosa  of  the  blad- 
der.1 

The  disease  has  been  studied  extensively 
in  Egypt  where  it  has  been  noted  that  the 
ova  provide  nuclei  for  the  formation  of 
calculi  and  bladder  concretions.  Bladder 
papillomata  may  be  seen;  these  occasion- 
ally show  malignant  degeneration.  In 
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FIGURE  4.  (A)  Mucosal  surface  eroded  with  many  calcified  ova  in  fibrotic  submucosa.  (B)  Hyperplasia 
of  the  mucosa  with  underlying  inflammation.  Many  calcified  ova  lie  in  deeper  fibrous  tissue. 


FIGURE  5.  Calcified  ovum  with  structure  sug- 
gesting terminal  spine. 


severe  infections  the  ureter,  kidneys,  pros- 
tate, and  urethra  are  also  involved. 

Schistosomiasis  of  all  types  is  a major 
world  health  problem:  World  statistics 

indicate  well  over  110  million  cases,  with 
70,000  cases  estimated  in  New  York  City. 
However,  the  haematobium  form  is  seen  in 
New  York  City  in  visitors,  immigrants,  or 
travelers  who  have  been  infected  in  Africa, 
particularly  in  Egypt. 

Roentgenographically,  the  calcification  in 


the  bladder  wall  is  characteristic,  but  it 
should  be  pointed  out  that  the  calcifications 
may  occur  anywhere  in  the  urinary  tract 
and  the  bladder  may  not  show  typical  cal- 
cification. The  calcified  lesion  anywhere  in 
the  urinary  tract  probably  represents  a late 
complication  of  urinary  schistosomiasis. 2 

Unusual  roentgen  patterns  include  calcifi- 
cation of  large  papillomata  which  are  mis- 
taken for  bladder  calculi.  The  fine,  linear, 
or  flaky  calcifications  are  probably  due  to 
multitudes  of  dead,  calcified  ova.  Ulcera- 
tions of  the  mucosa  are  common,  but  most 
significant  is  the  involvement  of  the  mus- 
cularis  of  the  bladder  resulting  in  a con- 
tracted, nonexpansile  bladder  with  thicker 
calcifications  on  roentgen  study. 

Ureteral  involvement  also  results  in 
linear  calcifications.  There  may  be  stric- 
tures or  rigid  areas  of  enlargement  and 
tortuosity  of  the  pelvic  ureters.  In  either 
case,  dilatation  of  the  proximal  ureter  is 
often  seen. 

Dr.  Begg:  In  the  early  cases  where 

Schistosoma  haematobium  involves  the 
bladder,  there  is  much  more  hyperemia  and 
ulceration  of  mucous  membrane  than  is 
seen  in  this  case.  In  the  early  stage,  ova 
are  being  deposited  in  the  submucosal  veins, 
and  lytic  enzymes  from  the  ova  disrupt  the 
vein  wall  so  that  hemorrhage  occurs.  Some 
of  the  ova  then  enter  the  lumen  of  the  blad- 
der, but  others  are  simply  released  in  the 
tissue  where  they  cause  a marked  production 
of  fibrous  tissue.3’4 

In  the  late  stage  of  the  disease,  which  this 
case  represents,  fibrosis  of  the  submucosa  is 
a conspicuous  feature,  and  the  ova  become 
heavily  calcified.  They  are  often  present  in 
such  numbers  that  radiograms  of  the 
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FIGURE  6.  Protruding  “tubercle”  is  inflammatory 
polyp  with  many  calcified  ova  in  fibrous  core. 


bladder  produce  a cloudy  appearance  as 
illustrated  by  Dr.  Finby.  The  surface  of 
the  bladder  has  a warty  appearance  as  seen 
through  a cystoscope,  and  numerous  “tu- 
bercles” are  seen.  These  “tubercles”  are 
composed  of  a central  core  of  calcified  ova 
with  surrounding  dense  scar  tissue,  as 
illustrated  in  Figure  6. 


Treatment  for 
burns  in  children 

Children  with  second  degree  burns  of  10  per 
cent  body  area  or  less  can,  as  a general  rule,  be 
treated  as  outpatients;  those  with  greater 
burned  areas  should  probably  be  hospitalized, 
states  B.  W.  Haynes,  Jr.,  M.D.,  in  a recent  issue 
of  the  Journal  of  Trauma.  The  author  says 
that  outpatient  treatment  of  the  less  severely 
burned  child  is  practical,  since  fluid  and  electro- 
lyte replacement  can  be  done  orally.  Effective 
wound  care  can  also  be  carried  out  at  home. 
However,  the  extent  of  the  burned  area  is  not 
the  sole  criterion  in  determining  the  advisability 
of  outpatient  or  hospital  care.  Hospitalization 
is  clearly  indicated  for  a child  with  burns  in- 


There are  numerous  complications  which 
must  be  anticipated  in  this  case.  They 
include  the  possibility  of  urethral  and 
ureteral  obstruction  by  contracting  scar 
tissue,  recurrent  bacterial  infections  of  the 
bladder,  and  the  possible  development  of 
carcinoma.  Carcinoma  is  said  to  occur 
much  more  frequently  in  patients  with  this 
disease  than  in  individuals  of  comparable 
age  without  the  disease.  In  many  pa- 
tients, also,  the  bladder  becomes  stiff,  with 
a markedly  reduced  capacity  and  inability 
to  empty  completely.  Since  this  individual 
has  been  adequately  treated  for  his  active 
disease,  the  main  problem  now  is  to  prevent 
the  occurrence  of  superimposed  bacterial 
infection  which  would  predispose  to  the 
complications  which  have  been  mentioned. 

Although  this  case  would  cause  no  great 
excitement  in  a Cairo  Hospital,  it  has  been 
of  great  interest  to  our  group  in  New  York 
since  this  is  a rare  disease  here.  We  must 
remember,  however,  that  with  the  increas- 
ing mobility  of  the  world  population,  those 
of  us  who  are  in  temperate  climates  will  be 
seeing  many  tropical  diseases. 

References 

1.  Sayegh,  E.  S.:  Late  complications  of  urinary  bil- 

harziasis,  J.  Urol.  63:  353  (1950). 

2.  Tarabulcy,  E.  Z.:  The  radiographic  aspect  of  urogen- 
ital schistosomiasis  (bilharziasis) , ibid.  90:  470  (Oct.)  1963. 

3.  Ockuly,  S.  A.:  Bilharziasis  of  the  bladder  (vesicle 

schistosomiasis),  ibid.  54:  39  (1945). 

4.  Peters,  C.  N.,  Huntress,  R.  L.,  and  Porter,  J.  E.: 
Urinary  schistosomiasis:  report  of  2 cases  in  Maine,  ibid.  54: 
301  (1945). 


volving  highly  specialized  areas  such  as  the  eye, 
tracheobronchial  tree,  and  third  degree  burns  of 
the  hands  and  neck. 

Generally,  experience  with  1,000  burned 
children  indicates  that  it  is  best  to  treat  face  and 
neck  burns  by  the  exposure  method  and  burns  of 
the  extremities  by  the  use  of  dressing. 

Regarding  hospitalized  children,  the  author 
feels  that  “the  younger  the  child  the  more  likely 
is  a relatively  small  burn  injury  to  produce 
significant  hemodynamic  changes.  This  shock 
tendency  is  related  to  the  relative  magnitude  of 
fluid  losses  following  bum  injury  in  the  young 
child  compared  to  the  older  child.  On  this 
basis,  an  8 per  cent  body  surface  area  of  second 
and  third  degree  bums  in  a three-month-old 
infant  may  produce  severe  shock,  whereas  the 
same  injury  in  a twelve-year-old  child  would  be 
relatively  well  tolerated.” 
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In  most  cases  of  metabolic  acidosis  the 
cause  is  readily  apparent.  This  is  especially 
true  for  diabetic  acidosis,  and  here  the  de- 
gree of  ketosis  determines  the  impairment 
in  acid  base  balance.  In  recent  years,  be- 
cause of  the  studies  of  Huckabee1-3  the 
role  of  lactic  acid  in  causing  metabolic 
acidosis  has  been  clarified.  This  is  espe- 
cially true  in  diabetic  patients,  although  it  is 
not  confined  to  diabetes  mellitus.  A pa- 
tient seen  recently  at  the  Queens  Hospital 
Center  brought  the  problem  of  lactic  aci- 
dosis to  our  attention. 

Case  report 

A seventy-five-year-old  Negro  female  was 
admitted  to  the  Queens  Hospital  Center  on 
May  24,  1964,  because  of  a three-day  his- 
tory of  fever  and  weakness.  She  had  been 
relatively  well  until  three  days  before  ad- 
mission when  she  became  feverish,  had  some 
vague  abdominal  distress,  and  showed  in- 
creasing lethargy.  There  was  no  vomiting, 
diarrhea,  or  jaundice.  There  was  no 
known  food  intolerance  or  excessive  flatu- 
lence. The  patient  had  known  hyperten- 
sion for  the  past  twenty  years  and  had 
been  on  a fat-poor,  salt-poor  diet.  In 
March,  1964,  she  was  hospitalized  at  another 
institution  for  chest  pain  and  discharged 
after  several  days.  She  was  advised  to 
take  digoxin  0.25  mg.  once  daily  and  had 
continued  on  this  medication.  Thirty 
years  previously  she  had  had  a bout  of 


typhoid  fever.  There  was  no  history  of 
diabetes  mellitus. 

Physical  examination  revealed  a well- 
developed  but  poorly  nourished  lethargic 
female  appearing  toxic  but  in  no  respiratory 
distress.  Pertinent  findings  included  some 
transient  left  basilar  rales  and  a sinus  tachy- 
cardia of  104.  Her  blood  pressure  was 
180/100  and  her  respiratory  rate  was  20 
per  minute.  Temperature  was  104  F. 
There  was  minimal  costovertebral  tender- 
ness bilaterally.  The  liver  was  not  palpa- 
ble. Initial  impression  was  hyperpyrexia 
probably  due  to  cholecystitis  or  pyelone- 
phritis and  arteriosclerotic  and  hyperten- 
sive heart  disease. 

Initial  laboratory  studies  revealed  the 
following:  hematocrit  42;  hemoglobin 

14.3  Gm.  per  100  ml.;  white  blood  count 
15,600,  segmented  79,  lymphocytes  19, 
monocytes  2;  and  the  sedimentation  rate 
was  42  mm.  per  hour.  Urine  analysis  re- 
vealed a trace  of  albumin,  4 plus  glucose,  1 
plus  acetone;  3 to  4 white  blood  cells  and 
3 to  5 red  blood  cells  per  high-power  field. 
Blood  urea  nitrogen  was  41  mg.  per  100  ml., 
glucose  648  mg.  per  100  ml.  (Folin-Wu), 
and  the  VDRL  test  showed  nonreactive 
results. 

The  patient  was  given  intravenous  fluids 
including  glucose  in  saline  and  5 per  cent 
normal  saline  solution.  Two  L.  of  sixth- 
molar  lactate  solution  were  included  in  the 
8,500  ml.  fluid  given  within  the  first  two 
days  of  admission.  She  also  received 
600  units  of  regular  insulin  in  divided 
doses  intravenously,  intramuscularly,  and 
subcutaneously  during  this  time.  Paren- 
teral oxy tetracycline  was  administered. 

Despite  medication,  the  patient’s  con- 
dition became  worse.  She  became  in- 
creasingly dyspneic  with  Kussmaul  respira- 
tion. The  cerebration  was  poor,  and  her 
lethargy  increased.  The  day  after  admis- 
sion, her  blood  sugar  was  648  mg.  per  100 
ml.  The  urine  showed  3 plus  glucose  but  no 
acetone.  Repeated  studies  showed  marked 
elevation  of  glucose  levels  to  1,380  and 
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1,180  mg.  per  100  ml.  Urine  sugars  were 
4 plus,  but  acetone  was  negative  or  minimal 
(plus  1).  Serum  acetone  was  negative 
during  the  second  hospital  day  despite  a 
blood  sugar  of  1,380  mg.  per  100  ml. 

Other  laboratory  studies  revealed  a 
carbon  dioxide  count  of  15.5  mEq.  per 
liter,  potassium  3.2,  chloride  95,  and  sodium 
132  mEq.  per  liter.  Repeat  blood  count 
showed  a white  blood  count  of  23,300,  seg- 
mented 90,  lymphocytes  6,  monocytes  4; 
hemoglobin  17.6  Gm.  per  100  ml.;  and 
hematocrit  52.  Alkaline  phosphatase  was 
6.3  King-Armstrong  units,  thymol  tur- 
bidity 2.4,  zinc  turbidity  2.6,  bilirubin  0.1, 
amylase  111,  total  proteins  7.6  Gm.  per 
100  ml.  with  albumin  5.6,  globulin  2,  choles- 
terol 358,  and  esters  216.  Febrile  agglu- 
tinin titer  was  negative  for  typhoid,  para- 
typhoid AB,  Proteus,  and  Brucella. 

On  the  second  hospital  day  the  patient 
was  increasingly  stuporous  responding  only 
to  painful  stimuli.  Her  breathing  became 
more  labored.  Despite  adequate  paren- 
teral fluids,  her  urine  output  was  only  400 
ml.  in  twenty-four  hours. 

Laboratory  studies  on  the  second  hospital 
day  revealed  a urea  nitrogen  of  95  mg.  per 
100  ml.,  carbon  dioxide  of  11.5  mEq.  per 
liter,  chloride  96,  potassium  3,  sodium  144 
mEq.  per  liter,  and  2 glucose  levels  were 
1,360  and  1,150  mg.  per  100  ml.  The 
rising  blood  urea  in  a diabetic  patient  sug- 
gested acute  papillary  necrosis,  but  no  tis- 
sue shreds  were  seen  in  the  urine.  Fluids, 
insulin,  oxygen,  and  tetracycline  were 
continued. 

On  the  third  and  final  hospital  day,  the 
patient  was  stuporous  and  her  extremities 
cyanotic.  Cerebrospinal  tap  revealed  clear 
fluid.  The  opening  pressure  was  130  mm. 
and  the  closing  pressure  110  mm.  The 
protein  was  83  mg.  per  100  ml.,  glucose 
more  than  300  mg.  per  100  ml.,  and  no 
cells  were  present.  At  this  time  the  blood 
urea  nitrogen  was  98,  creatinine  6.7,  glu- 
cose 269  mg.  per  100  ml.,  carbon  dioxide 
14,  chloride  116,  potassium  4.8,  and 
sodium  172  mEq.  per  liter.  At  this  time 
3 specimens  of  blood  were  drawn  at  9 a.m., 
11  a.m.,  and  12  p.m.  These  showed  lactic 
acid  levels  of  5.9,  5,  and  7.8  mEq.  per  liter. 
A simultaneous  blood  sugar  was  1,350  mg. 
per  100  ml.  Hourly  urine  studies  showed 
2 plus  to  4 plus  glucose  with  no  acetone 
during  this  day. 


A surgical  consultant  found  some  ab- 
dominal guarding  but  no  rigidity.  Feces 
were  present  in  the  rectal  ampulla,  and 
vaginal  examination  showed  negative  re- 
sults. An  abdominal  tap  revealed  no  bile 
or  pus.  Electrocardiograms  (May  25, 
1964  to  May  26,  1964)  revealed  only  left 
ventricular  hypertrophy  and  digitalis  effect. 
Chest  x-ray  film  revealed  a widened  aorta 
with  calcification  but  no  pulmonary  disease. 
A plain  film  of  the  abdomen  showed  no  vis- 
ceral enlargement,  masses,  or  abdominal 
calcifications.  Patches  of  gas  were  seen 
throughout  the  length  of  the  large  bowel, 
but  there  was  no  evidence  of  obstruction. 
The  patient  became  comatose  with  a tem- 
perature level  remaining  at  104  F.  She 
died  on  the  third  hospital  day.  Permission 
for  post  mortem  was  not  obtained. 

In  summary,  this  elderly  female  was  ad- 
mitted with  severe  hyperglycemia  and 
acidosis.  Despite  markedly  elevated  blood 
sugars,  urine  ketones  were  absent  or  mini- 
mal at  all  times.  The  patient  responded 
poorly  to  routine  therapy  for  diabetic  ke- 
tosis, and  because  of  this  and  the  absent 
ketosis,  blood  studies  for  lactic  acid  were 
drawn.  These  showed  an  elevation  to  ab- 
normal levels  in  3 specimens.  In  retro- 
spect, this  brief  three-day  course  ending 
fatally  is  characteristic  of  the  syndrome  pro- 
duced by  lactic  acidosis. 

Comment 

In  1954,  Lexow4  presented  3 cases  of 
diabetic  coma  without  ketone  bodies  in  the 
urine.  These  patients  had  profound  coma, 
shock,  and  acidosis.  Blood  sugars  ranged 
from  359  to  1,350  mg.  per  100  ml.,  yet 
ketone  bodies  were  minimal  or  absent.  All 
died  despite  therapy.  The  author  theo- 
rized that  the  acidosis  and  death  may  have 
been  due  to  another  acid,  lactic  acid.  How- 
ever, no  determinations  were  made.  The 
work  of  Huckabee1-3  elucidated  the  con- 
fusing data  on  lactic  acidemia  and  lactic 
acidosis.  He  divided  patients  with  hy- 
perlactic  acidemia  into  2 groups.  Group  1 
were  patients  who  had  an  elevated  lactic 
acid  level,  but  the  pyruvic  acid  level  was 
proportionately  elevated.  This  is  not  an 
unusual  condition  and  may  be  brought  on 
by  hyperventilation,  alkalis,  intravenous 
bicarbonate  solutions  and  glucose,  insulin, 
or  epinephrine  injections.  It  is  frequently 
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seen  in  hypothermia  and  cardiac  bypass 
surgery.  There  is  usually  no  acidosis,  and 
the  condition  is  reversible,  often  spontane- 
ously. In  contrast,  patients  in  group  2 
showed  a severe  lactic  acid  elevation  increase 
out  of  proportion  to  pyruvic  acid.  A meta- 
bolic acidosis  was  present,  and  fatal  out- 
comes were  frequent  despite  therapy. 
This  group  was  further  subdivided  into  2 
subgroups:  A,  with  a definite  cause, 

usually  some  hypoxia  on  the  basis  of  circu- 
latory or  renal  failure;  and  B,  with  no 
definite  cause.  Group  2 B was  usually 
ushered  in  suddenly,  with  death  after  a 
fulminating  lactic  acidosis.  Huckabee 
further  postulated  that  the  ominous  fea- 
tures of  the  Group  2 patients  were  due  to  a 
hypoxia  at  a cellular  level.  Normally 
DPN  (diphosphopyridine  nucleotide)  acts 
at  an  enzymatic  level  in  oxidizing  lactic 
acid  to  pyruvic  acid.  The  DPNH2  (re- 
duced diphosphopyridine  nucleotide)  must 
then  be  oxidized  to  DPN  to  enter  the  cycle 
again.  Failure  due  to  cellular  hypoxia  will 
cause  an  excess  of  DPNH2  and  not  enough 
DPN  to  convert  lactic  acid  to  pyruvic  acid. 
This  would  account  for  the  abnormal  ac- 
cumulation of  lactic  acid  in  proportion  to 
pyruvic  acid. 

H H O Lactic 

Dehydrogenase 

H— C— C— C + DPN  f 

I I I 

H OH  OH 
Lactic  Acid 

H O 

H— C— C— C + DPNH2 

i ii  I 

H O OH 
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Several  parameters  of  lactic  acid  are  use- 
ful concepts  in  determining  the  degree  of 
lactic  acid  toxicity.  Huckabee’s  formula 
for  measuring  excess  lactate  is: 

XL  = (Ln-Lo) — (Pn-Po)  (Lo/Po) 

where 

XL  = excess  lactate 

Ln  = lactate  level 

Lo  = normal  lactate  level  (0.618  mEq.  per 
liter) 

Pn  = pyruvate  level 

Po  = normal  pyruvate  level  (0.142  mEq.  per 
liter) 

This  formula  involves  the  normal  lactate- 
pyruvate  ratio 


Lo/Lp  = 0.618/0.142  = 4.35 

Ratios  of  lactic  acid  to  pyruvic  acid  are 
important,  as  most  reported  fatal  cases 
have  a ratio  well  in  excess  of  normal.  These 
may  often  show  a lactate  level  of  20  to  40 
times  the  pyruvate  level.  Levels  below  10 
are  usually  associated  with  less  serious 
disease. 

Another  important  concept  is  the  eleva- 
tion of  the  unmeasured  anion.  In  most 
cases  of  metabolic  acidosis,  the  fall  in  plas- 
ma bicarbonate  is  in  sharp  contrast  to  the 
corresponding  rise  in  plasma  chloride.  The 
sum  of  both  anions  should  approximate  the 
level  of  plasma  cations;  chiefly  sodium. 
Where  the  sum  of  anions  (chloride  and  bi- 
carbonate) is  much  less  than  the  cation 
sum,  the  presence  of  another  anion  must  be 
suspected.  This  may  be  lactic  acid,  al- 
though other  acids  can  be  present. 

These  may  include  salicylic  acid  in  sali- 
cylate poisoning,  formic  acid  in  methyl 
alcohol  poisoning,  ketoglutaric  acids  in  he- 
patic insufficiency,  phosphates,  sulphates, 
organic  acids,  and  others  in  chronic  renal 
disease.  It  would  seem  therefore,  that 
any  condition  causing  severe  hypoxia  es- 
pecially at  a cellular  level  could  lead  to 
lactic  acid  accumulation.  The  hypoxia 
would  lead  to  increased  anaerobic  meta- 
bolic pathways  causing  excessive  lactic 
acidemia.  In  those  cases  characterized  by 
a severe  degree  of  hypoxia,  the  oxidative 
mechanisms  necessary  to  restore  reduced 
DPN  to  its  oxidized  state  are  irreversibly 
damaged.  This  hypoxia  may  be  due  to 
circulatory,  hematologic,  respiratory,  or 
cellular  failure.  Lactic  acid  production 
without  severe  hypoxia  along  with  a con- 
comitant rise  in  pyruvic  acid  is  not  very 
serious  especially  in  the  absence  of  acidosis. 
To  tell  these  conditions  apart,  one  would 
look  for  the  rise  in  pyruvic  acid  and  meas- 
ure the  excess  lactate  according  to  the 
formula  of  Huckabee.  The  gap  in  the 
serum  electrolytes,  that  is,  unmeasured 
anion,  is  a good  clinical  clue  in  any  un- 
explained acidosis. 

Relation  to  diabetes  mellitus 

Daughaday,  Lipicky,  and  Rasinski5  re- 
ported 3 patients  with  renal  disease,  ele- 
vated blood  sugars  (550  to  1,300  mg.  per  100 
ml.),  and  low  bicarbonate  less  than  16  mEq. 
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per  liter  with  minimal  or  absent  ketone 
bodies  in  the  urine.  All  had  high 
excess  lactate  and  the  authors  postulated 
that  these  patients  could  not  oxidize  DPN 
properly.  Tranquada,  Bernstein,  and  Mar- 
tin6 reported  3 elderly  females  with  diabetes 
mellitus  treated  with  phenformin  (DBI). 
All  died  from  acidosis  despite  therapy. 
These  patients  showed  extremely  high  levels 
of  excess  lactate  with  minimal  to  absent 
ketonuria.  All  had  evidence  of  renal 
disease.  It  was  suggested  that  the  renal 
insufficiency  caused  impaired  elimination  of 
the  phenformin.  The  phenformin  acts  by 
promoting  anaerobic  glycolysis,  and  this 
may  lead  to  the  lactic  acid  acidosis. 
Bernier,  Miller,  and  Springate7  encountered 
2 fatal  cases  of  lactic  acidosis  in  diabetic 
patients  receiving  phenformin  therapy. 
Both  had  sufficient  evidence  for  tissue 
hypoxia;  the  autopsy  showing  mesenteric 
infarction  in  one  case  and  myocardial  in- 
farction in  the  other.  The  lactic  acid 
levels  were  20  and  38  mEq.  per  liter  and  the 
lactic  pyruvate  ratios  43  and  84,  respec- 
tively. The  authors  felt  that  phenformin 
should  be  avoided  in  any  patient  with  renal 
disease  or  hypotension.  Patients  who  have 
been  given  phenformin  may  have  a de- 
creased aerobic  metabolism.  Hypoxia  may 
have  an  inhibitory  effect  on  the  cytochrome 
oxidase  system  and  thus  the  oxidative 
phosphorylation  of  DPNH2  would  be  im- 
paired. Both  factors  together  could  lead  to 
a fatal  acidosis.  A special  communication8 
in  the  Journal  of  the  American  Medical 
Association  noted  that  most  diabetic  pa- 
tients who  have  been  given  phenformin 
have  only  a small  rise  in  pyruvic  acid. 
But  in  patients  who  have  hyperventilation 
the  acid  base  status  of  the  blood  should  be 
determined.  If  acidosis  is  present  without 
ketosis,  further  studies  should  be  done  for 
lactic  and  pyruvic  acid. 

Other  studies  in  diabetic  patients  showed 
that  the  blood  pyruvate  and  lactate  levels 
were  usually  higher  than  normal.9  This 
was  also  true  for  the  urinary  excretion  of 
these  anions,  and  this  was  not  related  to  the 
glycosuria.  Walker,  Linton,  and  Thom- 
son10 had  previously  noted  that  juvenile 
diabetic  patients  who  had  been  given 
phenformin  responded  poorly  when  acidosis 
was  treated  with  intravenous  lactate  solu- 
tion. These  juvenile  diabetic  and  unstable 
diabetic  patients  had  a prompt  rise  in  blood 


lactic  acid  when  exercised  in  contrast  to 
stable  diabetic  patients  and  diabetic  pa- 
tients who  were  given  insulin.  Hence  they 
cautioned  against  the  use  of  phenformin  in 
juvenile  diabetic  patients  and  in  diabetic 
acidosis.  Other  authors11*12  have  de- 
scribed cases  of  diabetes  mellitus  on  phen- 
formin complicated  by  lactic  acidosis.  The 
case  described  by  Gottlieb,  Duberstein,  and 
Geller12  was  complicated  by  severe  alco- 
holism and  this  may  have  aggravated  the 
lactic  acidosis.  Waters,  Hall,  and 
Schwartz13  described  3 additional  cases  of 
fatal  lactic  acidosis  1 of  whom  was  a seven- 
teen-year-old  diabetic  girl.  She  had  not 
received  phenformin  but  died  with  severe 
acidosis  despite  intensive  therapy.  Serum 
ketones  were  negative  terminally  but  there 
was  an  anion  gap  of  20  mEq.  per  liter. 
Lactic  acid  determinations  revealed  a 
marked  elevation. 

Therapy 

Most  cases  of  lactic  acidosis  reported 
have  ended  fatally  despite  intensive  ther- 
apy. The  severe  underlying  disease  con- 
tributing to  hypoxic  cellular  enzymatic 
failure,  and  the  accumulation  of  lactic  acid 
in  large  amounts,  apparently  is  irreversible 
after  a certain  point.  The  aim  of  therapy  is 
the  correction  of  acidosis,  and  large 
amounts  of  intravenous  sodium  bicarbonate 
are  indicated.  The  situation  is  analogous 
to  the  therapy  of  diabetic  acidosis  prior  to 
insulin  therapy.  Sodium  bicarbonate  may 
help  correct  the  electrolyte  imbalance  but 
does  not  eliminate  the  basic  cause  of  the 
disease.  Fluids  should  be  replaced  and 
intravenous  sodium  bicarbonate  should  be 
given  freely.  Amounts  in  the  range  of  500 
to  1,000  mEq.  daily  may  be  necessary. 
The  use  of  oxygen  may  not  be  helpful  as 
most  patients  have  no  oxygen  unsaturation. 
Apparently  the  defect  is  at  a cellular  or 
local  level,  and  oxygen  in  therapeutic 
amounts  cannot  correct  this. 

Dialysis  has  been  advocated  to  wash  out 
the  toxic  factors  leading  to  acidosis.  Ewy 
et  al.1A  reported  1 case  treated  by  hemodial- 
ysis. The  patient  improved  but  died  nine 
days  later.  Post  mortem  revealed  myo- 
cardial infarction  and  diffuse  glomerulo- 
sclerosis. Use  of  methylene  blue  and  other 
oxidizing  agents  have  been  advocated  to 
restore  DPNH2  to  DPN.  Tranquada, 
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Bernstein,  and  Grant15  treated  5 patients 
with  large  doses  of  methylene  blue  intra- 
venously. Although  there  was  a definite 
biochemical  improvement,  4 patients  died. 
The  fifth  who  recovered  was  diabetic  and 
had  been  treated  with  phenformin. 

Juvenile  diabetic,  labile  diabetic,  and 
diabetic  patients  with  severe  renal  or 
hepatic  disease  should  not  be  treated  with 
phenformin.  Phenformin  should  not  be 
used  in  the  presence  of  acidosis,  as  the 
increased  anaerobic  metabolism  will  produce 
more  lactic  acid.  Finally  Schwartz  and 
Waters16  in  a provocative  editorial  question 
the  rationale  of  the  use  of  sixth-molar 
lactate  solution  in  the  therapy  of  acidosis. 
They  showed  that  many  of  the  previously 
raised  objections  to  intravenous  bicarbonate 
are  not  now  valid,  and  lactate  solution  can 
do  no  more  electrolytically  than  can  bicar- 
bonate mol  for  mol. 

Furthermore  in  certain  situations  where 
lactic  acidemia  is  imminent,  the  use  of 
lactate  may  be  unwise.  This  would  raise 
the  question  as  to  whether  or  not  the 
traditional  methods  of  treating  diabetic 
acidosis  with  sixth-molar  lactate  should  be 
re-evaluated. 

Summary 

A case  of  rapidly  fatal  lactic  acidosis  in  a 
diabetic  patient  without  ketosis  is  de- 
scribed. Lactic  acidosis  should  be  sus- 
pected as  a presumptive  diagnosis  in  any 
patient  with  serious  underlying  disease  in 
whom  acidosis  without  apparent  cause  is 
found.  Diabetic  patients  with  acidosis 
with  minimal  or  absent  ketosis,  and  those 
on  phenformin  therapy  are  particularly 
suspect.  Not  all  patients  with  this  syn- 


drome have  diabetes,  however.  Another 
clue  to  the  diagnosis  is  the  presence  of  an 
anion  gap.  The  serum  lactate  and  pyru- 
vate should  then  be  measured.  The  pres- 
ence of  an  excess  lactate  over  pyruvate 
would  be  confirmatory.  Therapy  with 
large  amounts  of  sodium  bicarbonate  is 
imperative,  but  despite  this,  death  is  very 
frequent. 
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Subdural  hematoma  in  infancy  is  usually 
regarded  as  a chronic  disease.1,2  Neglected 
cases  may  present  moribund  symptoms  re- 
quiring emergency  treatment.  However, 
acute  subdural  collections  in  infancy  follow- 
ing contact  trauma  to  the  head  and  produc- 
ing rapid  cerebral  compression  are  an  un- 
usual entity. 

The  purpose  of  this  report  is  to  record  a 
subdural  hematoma  in  infancy  which 
produced  acute  cerebral  compression  and 
necessitated  emergency  evacuation. 

Case  report 

An  eight-month-old  Negro  male  infant 
fell  down  a flight  of  stairs  sustaining  head 
injury  at  9 a.m.  on  the  day  of  admission. 
He  was  unconscious  for  an  indeterminate 
period  of  time,  and  his  grandmother  stated 
that  she  had  had  to  use  mouth-to-mouth 
respiration  to  start  the  child  breathing. 
He  then  became  responsive  but  was  taken 
to  the  hospital  for  evaluation  at  approxi- 
mately 10  a.m.  The  child  was  examined  in 
the  hospital  energency  room  and  was  noted 
to  be  active,  with  a vigorous  cry,  and  mov- 
ing all  four  extremities.  The  anterior 
fontanel  was  noted  to  be  sunken  and  soft. 
At  11 : 15  a.m. , approximately  two  hours  and 
fifteen  minutes  after  injury,  the  youngster 
was  noted  to  be  unresponsive  except  to 
maximally  noxious  stimulation.  There  was 
marked  pallor  of  the  skin  with  a rapid, 


thready  pulse.  There  was  extensive 
edema  of  the  posterior  part  of  the  scalp 
with  an  abrasion  in  the  frontal  region. 
The  anterior  fontanel  measured  1.5  by  2.2 
cm.  and  was  tight  and  bulging.  There  was 
downward  and  inward  deviation  of  both 
eyes.  The  pupils  were  pinpoint  and  fixed. 
The  right  lower  extremity  did  not  move  as 
actively  as  the  left  and  all  extremities  were 
flaccid.  Babinski’s  toe  sign  was  present 
bilaterally,  and  the  tendon  reflexes  were 
hyperactive  throughout.  X-ray  films  of 
the  skull  demonstrated  a linear  fracture 
across  the  vertex  in  the  posterior  parietal 
region  of  the  skull.  The  hemoglobin  was 
8.5  Gm.  and  the  hematocrit  was  27. 

Operation.  Bilateral  trephines  were 
performed,  and  large,  liquid,  subdural 
hematomas  were  evacuated  bilaterally. 
The  volume  of  blood  was  estimated  to  be  50 
cc.  on  each  side.  The  brain  was  depressed 
approximately  2 cm.  below  the  level  of  the 
trephines  and  was  contused.  The  subdural 
spaces  were  irrigated  until  the  returns  were 
clear  and  the  wounds  were  closed  without 
drainage. 

Course.  The  child’s  postoperative 
course  was  stormy  for  the  first  twenty-four 
hours.  There  was  marked  edema  of  the 
entire  scalp  with  drainage  of  blood -tinged 
material  from  the  trephines.  Color  and 
respiration  were  poor.  Repeated  small 
transfusions  of  whole  blood  were  given. 
The  level  of  consciousness  began  to  improve 
within  thirty-six  hours.  By  that  time  the 
baby  was  holding  a bottle  and  taking  fluids 
by  mouth  with  no  difficulty.  During  the 
postoperative  period,  a complete  hemato- 
logic work-up  was  performed  and  demon- 
strated no  evidence  of  blood  dyscrasia  such 
as  sickle  cell  anemia.  There  were  occa- 
sional convulsive  seizures  of  the  right-sided 
extremities  during  the  first  postoperative 
week,  but  this  was  easily  controlled  with 
anticonvulsant  drugs.  On  discharge  from 
the  hospital  twenty-one  days  after  opera- 
tion, the  fontanel  was  sunken,  and  the  head 
size  remained  stable  during  an  eighteen- 
month  postoperative  period. 

Comment 

The  distinction  between  acute,  subacute, 
and  chronic  subdural  hematoma  is,  in  the 
main,  made  on  the  basis  of  the  temporal 
sequence  of  events  in  the  natural  history  of 
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the  lesion.3-6  Different  characteristics  of 
the  clot  have  also  been  noted,  namely 
that  the  acute  lesion  is  frequently  a solid  clot 
and  the  chronic  lesion  represents  liquefied 
blood.3  Other  distinguishing  characteris- 
tics have  also  been  noted:  acute  lesions  are 
most  frequently  associated  with  varying 
degrees  of  contusion  and/or  laceration  of 
the  brain,7-8  whereas  the  chronic  lesion  is 
not  necessarily  associated  with  any  degree 
of  severe  brain  injury.8,9 

Subdural  hematoma  in  infancy  is  most 
commonly  a chronic  disease.  Seventeen 
cases  of  acute  subdural  hematoma  in  new- 
born infants  were  described  by  Schreiber. 10 
These  patients  developed  symptoms  in  the 
first  four  days  of  life,  and  all  had  pallor, 
tense  fontanel,  and  coma.  His  cases  were 
treated  by  aspiration  and  burr  holes. 

Immediate,  emergency  evacuation  of 
large  intracranial  hematomas  in  infancy  has 
had  a high  mortality  rate,  so  that  it  has 
been  suggested  that  these  lesions  be  treated 
cautiously  by  repeated  tapping,  trephina- 
tion, and  ultimately  craniotomy  with  re- 
moval of  membranes.1,2  Browder  and 
Cook8  suggested  that  infants  who  sustain 
head  injury  followed  by  a lucid  interval  and 
then  develop  stupor  with  marked  cutaneous 
pallor  should  be  suspected  of  harboring 
epidural  hematomas. 

The  origin  of  the  blood  in  the  subdural 
space  has  been  attributed  to  a ruptured 
bridging  vein,  lacerations  of  the  superior 
saggital  sinus,  and  laceration  of  the  brain 
substance  itself. 4.  6*  9 The  variations  in  the 
character  of  the  subdural  collection  from 
solid  clot  to  liquid  blood  are  possibly  due  to 
a tear  in  the  arachnoid  causing  a mixture  of 
blood  and  cerebrospinal  fluid  in  the  sub- 
dural space.7  Previous  reports  describing 
the  results  of  surgical  treatment  of  the  acute 
subdural  lesions  have  not  indicated  the  age 
group  of  patients  so  treated,  but  the  reports 
have  implied  that  most  of  the  cases  were 
adults.  However,  the  mortality  rate  of 
surgical  treatment  in  patients  harboring 
subdural  hematoma  operated  on  within 


twenty-four  hours  after  injury  is  reported  as 
between  80  and  90  per  cent.3’4,8  Recent 
reports  by  Lindgren9  and  McLaurin5 
further  subdivide  the  acute  subdural  lesion 
into  those  patients  with  mild  brain  injury 
and  those  with  contusion  laceration  of  the 
brain.  If  such  a further  subdivision  is 
made,  the  former  category  of  patients,  when 
subjected  to  early  surgery,  have  a far  better 
prognosis  than  the  latter.  Indeed,  the 
former  category  of  patients  represents  sur- 
gical emergencies  where  a fatal  issue  would 
undoubtedly  result  if  surgery  were  deferred. 

Summary 

A case  of  acute  liquid  subdural  hematoma 
in  an  eight-month-old  infant  with  success- 
ful surgical  treatment  is  reported.  It  is 
suggested  that  subdural  hematoma  in 
infancy,  as  well  as  being  a chronic  disease, 
may  also  occur  as  an  acute  lesion  as  it  does 
in  adult  cases  reported  by  others. 

The  observation  of  a soft,  sunken  fon- 
tanel rapidly  progressing  to  a bulging,  tense 
fontanel  in  the  presence  of  deepening  stupor 
was  the  principal  diagnostic  feature  in  this 
case. 
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This  study  will  attempt  to  show  (1) 
that  the  life  of  Jean-Jacques  Rousseau 
presents  a picture  of  progressive  mental 
disease;  (2)  that  his  urologic  complaints 
were  a major  expression  of  this;  (3)  that 
his  mental  development  culminated  in  a 
paranoid  reorganization  of  his  personality; 
and  (4)  that  this  realignment  was  con- 
cretized and  externalized  through  his 
works.  Through  a case  history  and 
analysis,  Rousseau’s  philosophy  will  be 
shown  to  be  a result  of  his  transference  of 
blame  from  himself  to  society  as  a whole. 
Step  by  step  he  created  his  own  world  of 
fantasy  in  which  he  could  live  without  fear 
that  it  would  be  destroyed,  a world  all  his 
own  but  with  enough  confirmation  in 
reality  to  make  it  plausible.  This 
historic,  biographic,  and  psychologic  ap- 
proach has  been  made  necessary  by  the 
multitude  of  analyses  of  the  past  two 
hundred  years.  Almost  at  will,  Rousseau 
has  been  transformed  into  a god  or  fool, 
prophet  or  charlatan.  His  life  has  been 
used  as  a diatribe  against  himself  and 
as  an  instrument  of  vindication.  One  has 
only  to  look  at  attacks  such  as  that  of 
Irving  Babbitt,  or  attempts  at  defense  such 
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as  that  of  Frederika  MacDonald,  to  see  how 
Rousseau’s  life  and  works  have  been 
jumbled  together  into  a kind  of  philosophic 
grab  bag.12  To  understand  Rousseau,  the 
man  and  the  role  of  his  life  in  his  works,  is 
the  aim  of  this  study. 

Case  history 

On  Tuesday,  June  28,  1712,  in  his  grand- 
parents’ home,  the  first  occurrence  of 
trauma  and  tragedy,  in  a life  destined  to  be 
full  of  the  same,  took  place.  In  that  house, 
high  on  the  Grand’  Rue  in  the  town  of 
Geneva,  birth  and  death  joined  hands. 
Jean-Jacques  Rousseau  was  born,  and 
within  days,  his  mother  died.3 

Rousseau  points  to  his  birth  and  infancy 
as  the  period  during  which  both  his  uro- 
logic problems  and  his  lifelong  partnership 
with  pain  began. 

I was  almost  born  dead,  and  they  had  little 
hope  of  saving  me.  I brought  with  me  the 
seed  of  a disorder  which  has  grown  stronger 
with  the  years,  and  now  gives  me  only  oc- 
casional intervals  of  relief  in  which  to  suffer 
more  painfully  in  other  ways  ...  I suffered 
before  I began  to  think:  which  is  the  common 
fate  of  man.4 

The  disorder  with  which  he  was  born  was 
in  his  opinion  “ a defect  in  the  formation  of 
[his]  bladder  which  caused  almost  con- 
tinuous retention  of  urine.”5  The  precise 
nature  of  his  defect  was  never  described. 
Under  the  ministration  of  his  Aunt  Theo- 
dora, he  believed  he  was  rescued  from 
death’s  door  and  restored  to  relatively  good 
health  which  he  maintained  during  his  youth 
except  for  episodes  of  malaise  and  recurrent 
bouts  of  urinary  frequency  “which  the 
slightest  heating  of  [his  ] blood  always 
rendered  an  uncomfortable  duty.  . . .”5 
With  the  death  of  his  mother,  the  primary 
responsibility  for  shaping  the  thoughts, 
attitudes,  and  emotions  of  Jean-Jacques 
and  his  older  brother,  Francois,  fell  to  his 
highly  emotional,  erratic  father,  Isaac. 
Issac  was  unable  to  reconcile  himself  to 
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the  loss  of  his  wife.  His  attitude  toward  his 
young  son  fluctuated  between  a kind  of  self 
reproach,  resentment  that  Jean- Jacques 
had  cost  him  so  great  a loss,  and  an  almost 
suffocatingly  intense  love  in  which  he  saw 
the  boy  not  only  as  his  son  but  also  as  the 
personification  of  his  wife.  In  a sudden 
burst  of  anguish  and  love,  he  would  em- 
brace Jean- Jacques  and  say: 

‘Ah,  . . . Give  her  back  to  me,  console  me 
for  her,  fill  the  void  she  has  left  in  my  heart. 
Should  I love  you  so  if  you  were  not  more  to 
me  than  a son?’6 

Jean-Jacques’  father  was  the  first  person  to 
punish  him.  When  his  father  was  “mer- 
cilessly” beating  Francois,  Jean-Jacques 
claims  to  have  thrown  himself  between 
them  in  an  effort  to  save  his  brother. 
Soon  after  this  incident  his  brother  ran 
away  and  disappeared  completely.  Rous- 
seau believed  that  his  father  felt  responsible 
for  the  delinquency  of  Francois  and  was 
therefore  determined  that  the  same  fate 
should  not  attend  his  second  son.  He 
recalled  that  “no  royal  child  could  be  more 
scrupulously  cared  for.”7 

When  Isaac  was  forced  to  flee  Geneva  to 
escape  a prison  sentence,  Jean-Jacques  was 
sent  to  a boarding  school  under  the 
direction  of  a minister,  M.  Lambercier,  and 
his  sister.  One  day,  in  line  with  her 
authoritative  role,  Rousseau  received  a 
spanking  at  Mile.  Lambercier’s  hands. 
This  was  the  first  time  he  had  ever  been 
beaten  by  a woman,  and  the  event  as- 
sumed monumental  proportions.  He  dis- 
covered: 

...  in  the  shame  and  pain  of  the  punish- 
ment an  admixture  of  sensuality  which  had 
left  [him]  rather  eager  than  otherwise  for  a 
repetition  by  the  same  hand.  No  doubt, 
there  being  some  degree  of  precocious  sex- 
uality in  all  this,  the  same  punishment  at  the 
hands  of  her  brother  would  not  have  seemed 
pleasant  at  all. . . .8 

Rousseau  dates  the  perversion  of  his 
sexual  desires  back  to  this  experience  at  the 
age  of  eight.  He  had  found  his  punishment 
at  the  hands  of  Mile.  Lambercier  so  satis- 
fying that  he  desired  nothing  save  its 
repetition. 

Imagining  no  pleasure  other  than  those  I 
had  known,  I could  not,  for  all  the  restless 
tinglings  in  my  veins,  direct  my  desires  to- 
wards any  other  form  of  gratification.  . . . 
In  my  crazy  fantasies,  my  wild  fits  of  erot- 


icism, and  in  the  strange  behaviour  which 
they  sometimes  drove  me  to,  I invoked, 
imaginatively,  the  aid  of  the  opposite  sex, 
without  so  much  as  dreaming  that  a woman 
could  serve  any  other  purpose  than  the  one  I 
lusted  for.9 

The  next  pertinent  episode  occurred 
eight  years  later  in  1728  when  Jean- 
Jacques  fled  a disagreeable  apprenticeship 
and  traveled  to  Annecy  in  order  to  meet  a 
woman  named  Mme.  de  Warens  who  sent 
him  to  Turin  to  seek  conversion  to  Ca- 
tholicism at  the  hospice  there.  Just  before 
his  baptism,  Rousseau  was  confronted  for 
the  first  time  with  homosexuality.  His  re- 
action, he  recounted,  was  one  of  extreme 
fright  and  revulsion.  After  surviving  the 
incident,  he  proceeded  to  discuss  the 
matter  with  almost  anyone  who  would 
listen,  unmindful  of  advice  to  keep  silent. 
Within  the  ensuing  three  years,  Rousseau 
places  his  first  indulgence  in  masturbation, 
a practice  which  he  continued  almost 
throughout  his  life.  At  one  point  in  this 
early  period  he  began  to  frequent  alleys 
and  dark  corners  where  he  would  expose 
his  buttocks  to  passing  servant  girls  in  the 
hope  that  one  of  them  would  possess  the 
boldness  he  lacked  and  satisfy  his  desire. 

In  1731  Rousseau  rejoined  Mme.  de 
Warens,  whom  he  called  “Mama,”  and 
began  to  give  music  lessons.  “Mama” 
soon  became  jealous  of  the  mothers  of  his 
pupils  and  decided  she  had  better  treat  her 
“little  one,”  as  she  called  him,  as  a man. 
She  discussed  his  coming  seduction  with 
him  and  gave  him  eight  days  in  which  to 
ponder  the  event.  As  the  days  passed, 
instead  of  pleasure  and  excitement,  Rous- 
seau felt  only  repugnance  and  fear.  Follow- 
ing his  seduction,  they  had  regular  but 
unpleasant  sexual  relations  which  made  him 
feel  that  he  was  committing  incest.  Living 
with  “Mama”  all  this  time  was  her  manager, 
valet,  and  gigolo,  Claude  Anet,  who  had 
been  the  sole  recipient  of  his  employer’s 
favors.  Rousseau  had  reason  to  believe 
that  Anet  was  aware  of  the  changed  rela- 
tionship. However,  he  was  not  only  un- 
troubled by  this  triangular  situation  but 
expressed  satisfaction  and  pleasure  from 
the  bond  established  between  the  three  of 
them. 

It  was  only  after  she  had  been  unfaithful  to 
him  that  I really  knew  what  an  affection  she 
had  for  him  . . . she  showed  me  the  extent  of 
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her  love  for  him  so  that  I might  love  him 
equally;  and  she  laid  less  stress  upon  the 
friendship  than  on  the  respect  that  she  felt 
for  him,  since  that  was  the  feeling  that  I 
could  most  fully  share.  How  many  times  did 
she  melt  our  hearts  and  cause  us  to  embrace 
in  tears,  by  telling  us  that  we  were  both 
necessary  for  her  life’s  happiness!  . . . Thus 
between  the  three  of  us  was  established  a 
bond  perhaps  unique  on  this  earth.  Our 
every  wish  and  care  and  affection  was  held  in 
common,  none  of  them  extending  outside  our 
own  little  circle.  . . . All  constraint  between 
us  was  banished  by  our  complete  mutual  con- 
fidence. 10 

It  would  seem  this  bliss  existed  in  the 
heart  of  Jean-Jacques  and  possibly  in 
that  of  Mme.  de  Warens,  but  as  for  Anet, 
there  is  reason  to  believe  he  did  not  share 
their  joy  because  he  transformed  the  happy 
trio  into  a duo  by  taking  his  own  life. 
Soon  after  the  death  of  Anet,  their  relation- 
ship began  to  deteriorate  even  though  it 
did  not  end.  Rousseau  began  to  suffer 
from  “melancholy”  and  “languor”  which 
climaxed  with  his  becoming  convinced  he 
suffered  from  “heart  polyps.”11  Deter- 
mined to  seek  a cure,  Rousseau  remembered 
Claude  Anet  praising  the  medical  treat- 
ment of  a physician,  M.  Fizes,  of  Mont- 
pellier and  decided  to  leave  at  once  with  the 
blessings  of  “Mama.”  When  he  arrived, 
he  described  his  various  complaints  to  the 
doctor  in  much  detail  and  waited  for  the 
prediction  of  doom  which  never  came. 
He  wrote: 

It  was  clear  that  my  doctors,  who  had  dis- 
covered nothing  about  my  illness,  regarded 
me  as  a hypochondriac,  and  treated  me  as 
such  with  their  china  root,  their  waters,  and 
their  whey.  In  complete  contrast  to  theolo- 
gians, doctors  and  philosophers  only  admit  to 
be  true  such  things  as  they  are  able  to  ex- 
plain; they  make  their  own  understanding 
the  measure  of  all  possibilities.  These  gentle- 
men understood  nothing  about  my  complaint; 
therefore  I was  not  ill.  For  how  could  one 
doubt  that  doctors  know  everything?  I saw 
that  they  were  only  trying  to  fool  me  and 
make  me  eat  up  my  money;  . . . with  wise 
resolution,  [I]  left  Montpellier. 12 

After  trying  unsuccessfully  for  a year  to 
be  a tutor,  Rousseau  set  out  for  Paris  in 
1741  where  he  hoped  to  revolutionize  the 
music  world  with  a new  system  of  notation. 
When  this  failed  he  secured  a post  as 
secretary  to  the  ambassador  at  Venice. 
His  arrival  in  Venice  seems  to  mark  the 
first  major  recurrence  of  his  urinary 


problems.  He  noted  that  he  developed 
kidney  pain,  urgency,  and  dysuria  which 
continued  until  the  onset  of  winter.  During 
Rousseau’s  eighteen-month  stay  in  Venice, 
there  was  one  incident  in  addition  to  the 
recurrence  of  his  urologic  complaints  which 
seems  noteworthy.  Following  a visit  to  a 
courtesan,  although  he  had  no  symptoms, 
he  lived  for  three  weeks  in  mortal  fear  that 
he  had  acquired  a venereal  disease.  The 
surgeon  finally  convinced  him  that  he  had 
no  such  disease  by  showing  him  that  his 
anatomic  structure  was  such  as  to  make  this 
type  of  infection  unusually  difficult  to 
contract. 

Rousseau  soon  resigned  his  post  and  re- 
turned to  Paris  where  he  established  a 
relationship  with  a simple,  essentially 
illiterate,  woman,  Theresa  le  Vasseur, 
which  was  to  last  the  rest  of  his  life.  Their 
first  child,  marked  with  Rousseau’s 
initials,  was  consigned  with  relief  to  a 
foundling  home.  The  four  subsequent 
children  which  they  had  were  deposited  in 
like  manner  except  that  the  identifying 
initials  were  omitted.  Later  in  his  life 
when  the  consignment  of  his  children  be- 
came public  knowledge,  he  expressed  regret 
at  having  been  forced  by  circumstances  to 
renounce  his  progeny. 

During  this  period  from  1747  to  1749, 
Rousseau  became  a close  friend  of  Denis 
Diderot  who  was  imprisoned  at  Vincennes 
in  1749.  When  Diderot  was  permitted 
visitors,  Rousseau  would  walk  the  six  miles 
from  Paris  to  Vincennes  in  the  hot  summer 
sun.  On  one  such  walk,  Rousseau  took  the 
journal  Mercure  de  France.  Glancing 
through  its  pages  as  he  walked  along,  he 
happened  to  notice  the  question  which  the 
Academy  of  Dijon  was  proposing  as 
the  subject  for  their  essay  contest  for  the 
coming  year.  The  question  was:  “Has 

the  progress  of  the  sciences  and  arts  done 
more  to  corrupt  morals  or  improve  them?” 
On  reading  this  single  sentence,  Rousseau 
recalls  that  he  fell  beneath  an  oak  tree, 
suddenly  transmogrified  and  illuminated 
by  a vision  of  another  world,  a world  full  of 
“truth,  liberty  and  virtue.”13  When  he 
arrived  at  Vincennes,  agitated  and  almost 
delirious  under  the  impact  of  his  revelation, 
he  told  his  ideas  to  Diderot  and  under  the 
latter’s  encouragement  formed  them  into 
an  essay  and  submitted  it  to  the  Academy. 

Soon  after,  Rousseau  was  given  the  re- 
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sponsibility  of  the  post  of  cashier  to  the 
Receiver  General  and  almost  immediately 
had  a serious  recurrence  of  his  urinary 
problems.  He  was  told  that  he  had  only 
six  weeks  to  live.  His  physician  tried  un- 
successfully to  probe  his  urethra  and  sug- 
gested that  Rousseau  go  to  see  a M.  Daran 
who  had  developed  a more  pliable  bougie. 
M.  Damn’s  bougies  seem  to  have  been 
successful  in  relieving  his  distress,  at  least 
momentarily,  and  Rousseau  proceeded  to 
buy  a lifetime  supply  in  case  his  source 
should  die  before  he  did. 

Just  before  his  illness  he  had  been  in- 
formed that  he  had  won  the  essay  contest 
at  Dijon.  Now  that  he  knew  his  days 
were  numbered,  he  decided  he  would  pass 
them  in  accordance  with  his  new  principles. 
He  would  live  out  his  days  in  independence 
and  poverty  and  put  all  the  strength  of  his 
soul  into  breaking  the  fetters  of  prejudice. 
He  planned  a crusade  against  the  evils  of 
the  world,  but  unfortunately  his  essay  had 
brought  him  fame  and,  in  his  opinion,  the 
jealousy  of  his  friends.  After  his  operetta, 
The  Village  Soothsayer,  was  a rousing  suc- 
cess, he  was  asked  to  appear  before  the 
King  and  receive  a pension.  He  recalls 
that  his  thoughts  centered  on  the  pos- 
sibility that  the  urinary  frequency  which 
had  caused  him  to  retire  so  frequently 
during  the  performance  the  night  before 
would  plague  him  again  during  the  long 
period  when  one  must  wait  for  the  King  to 
pass  or,  if  not  then,  possibly  when  he  was  in 
the  presence  of  the  King  and  before  the 
whole  court.  He  decided  that  he  would  not 
expose  himself  to  the  risk  of  humiliation  and 
disgrace.  Thus  Rousseau  refused  the 
audience  because  of  his  urologic  problems 
and  the  pension  because  of  his  principles. 
He  proceeded  to  leave  for  Geneva,  re- 
convert to  Protestantism,  and  return  to 
live  at  the  Hermitage,  a cottage  in  the 
woods  near  Paris.  He  was  very  lonely 
there.  When  nobody  around  him  seemed  to 
be  worthy  of  his  love  and  companionship, 
he  decided  to  conceive  two  women  who 
would  be  the  epitomy  of  love  and  friend- 
ship. He  endowed  them  with  every  virtue 
and  beauty  and  rounded  out  this  ideal 
friendship  by  creating  a lover  in  his  own 
image.  Gradually  these  creations  took  on 
an  appearance  more  real  than  reality  itself. 
Winter  arrived  and  with  it  a recurrence  of 
his  urinary  problems  which  he  relieved 


through  self-instrumentation  with  a bougie. 
He  discovered  that  he  was  unable  to  think 
of  anything  but  the  triangle  which  he  had 
created.  Finding  himself  no  longer  his 
own  master,  he  decided  to  turn  his  fan- 
tasies into  a novel,  La  Nouvelle  Heloise, 
which  would  serve  a moral  end. 

Following  a passionate,  unrequited  affair, 
Rousseau  left  the  Hermitage  for  Mont- 
morency in  1757.  He  wrote  that  he  was 
almost  immediately  consumed  by  recur- 
rent attacks  of  urinary  retention  compli- 
cated by  the  development  of  a hernia. 
At  the  insistence  of  friends,  he  went  to  see 
Frere  Come,  a noted  lithotomist  whose 
skill  is  still  respected  today.  With  great 
difficulty  Frere  Come  introduced  a small 
probe  into  Rousseau’s  bladder  which  he 
found  essentially  normal  and  free  from 
stone.  This  procedure  had  never  been 
successfully  completed  before,  even  at  the 
hands  of  M.  Daran.  Frere  Come’s  prog- 
nosis that  Rousseau  might  suffer  pain- 
fully but  could  look  forward  to  a long  life 
seems  to  have  eased  Rousseau’s  discussions 
of  complaints,  suffering,  and  impending 
death.  Forcing  himself  to  work,  he  wrote 
in  succession  Letter  to  D'Alembert  on  the 
Theatre,  Emile,  and  The  Social  Contract. 
With  the  exception  of  his  death,  the  events 
which  followed  the  publication  of  Emile  and 
The  Social  Contract  neither  bear  on  this 
study  nor  do  they  add  measurably  to  the 
understanding  of  his  life  prior  to  the  publica- 
tion of  these  works.  For  this  reason, 
these  events  will  only  be  sketched  in  the 
barest  possible  outline  to  show  that  the 
behavior  patterns  which  Rousseau  ex- 
hibited up  to  this  point  did  not  end  but 
continued  to  develop  with  some  elements 
growing  in  intensity  as  others  diminished. 

In  June  following  the  publication  of 
Emile,  the  Parlement  of  Paris  and  later 
the  Council  of  Geneva  condemned  Emile, 
and  Rousseau  was  forced  to  spend  the  next 
eight  years  wandering  around  Europe  to 
avoid  arrest.  Finally  in  1770,  he  was 
allowed  to  return  to  Paris  on  the  condition 
that  he  would  publish  nothing  in  his  life- 
time. This  did  not  preclude  writing  which 
he  continued  to  do,  finishing  The  Con- 
fessions, The  Dialogues,  and  beginning  his 
Reveries  of  a Solitary  Walker.  Although 
he  was  not  able  to  commit  The  Confessions 
to  print,  he  did  hold  readings  of  sections  of 
it.  By  1778,  he  felt  himself  overwhelmed 
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by  enemies,  and  he  left  Paris  for  Ermonville 
where  he  died  several  weeks  later.  It 
was  the  opinion  of  the  two  surgeons  who 
attended  him  that  he  died  of  cerebral 
edema,  an  impression  confirmed  by  the 
three  surgeons  and  two  doctors  who  per- 
formed an  autopsy. 

The  examination  of  the  extremities  showed 
us  a bandage  which  indicated  that  M.  Rous- 
seau had  two  moderate  sized  inguinal  hernias. 
The  rest  of  the  body  showed  nothing  abnor- 
mal; no  spots,  no  pimples,  no  wounds  except 
for  a slight  wound  on  the  forehead  probably 
caused  by  the  fall  to  the  floor  of  the  deceased 
as  he  died.  When  the  chest  was  opened,  the 
internal  organs  were  of  good  health.  The 
volume,  consistency  and  color  as  well  as  the 
surface  of  the  interior  were  all  normal.  In 
proceeding  to  the  examination  of  the  internal 
organs  of  the  lower  abdomen,  we  sought  with 
attention  to  discover  the  cause  of  the  kidney 
pain  and  urinary  difficulties  which  we  are 
told  that  M.  Rousseau  suffered  from  at  times 
during  his  life  and  which  renewed  themselves 
at  times  when  he  was  in  a coach,  but  we 
didn’t  find  that  the  kidneys,  nor  the  bladder, 
nor  the  ureters,  nor  the  urethra,  nor  the  seminal 
organs,  nor  the  canals  were  abnormal.  The 
volume,  consistence,  color  and  capacity  of  all 
the  structures  of  the  lower  abdomen  were  per- 
fectly healthy  and  did  not  have  even  the  bad 
odor  which  is  usually  found  after  thirty  hours 
of  death  in  so  warm  a season.  Upon  opening 
the  head  and  examining  the  internal  organs 
of  the  skull,  we  found  more  than  eight  ounces 
of  fluid  between  the  substance  of  the  brain 
and  meningi.14 

Urologic  analysis 

Rousseau  presents  the  diagnostician  with 
a long  and  carefully  detailed  case  history. 
Throughout  his  correspondence  and  The 
Confessions , he  repeatedly  discussed  his 
medical  problems  with  primary  emphasis 
on  his  urologic  complaints.  As  a result  of 
this  lifetime  medical  study  of  himself,  he 
presented  enough  divergent  information  to 
have  had  his  problem,  especially  the  uro- 
logic aspects,  discussed,  disputed,  and 
diagnosed  a multitude  of  times. 

It  was  one  of  the  aims  of  the  biographic 
section  to  present  this  self-directed,  self- 
centered  clinical  study  in  all  its  prolixity 
to  convey  the  sense  of  importance  which 
Rousseau  placed  on  his  physical  problems 
and  to  attempt  to  determine  their  content, 
scope,  and  intensity.  There  is  a reason  for 
the  word  “attempt”  in  the  statement  of  the 
problem.  Not  only  was  the  patient  no 
longer  available  for  examination,  but  with 


the  exception  of  the  autopsy  report,  the 
only  material  which  was  available  to  be 
used,  and  possibly  the  only  material  extant 
today,  is  that  which  Rousseau  recorded 
about  himself.  Mention  of  his  illness 
in  the  memoirs  of  people  he  knew  may  serve 
as  corroborative  material,  but  they  must 
be  regarded  as  second  hand  or  hearsay  for 
this  type  of  analysis.  This  limitation 
precludes  attributing  to  this  or  any  other 
analysis  more  than  a momentary  or 
temporary  validity.  Definitive  validity 
within  human  limits  does  not  seem  possible 
where  the  analysis  and  the  corroboration 
must  be  done  from  almost  exactly  the  same 
sources,  and  those  sources  are  the  state- 
ments of  the  subject  of  the  analysis. 

Rousseau’s  urologic  symptoms,  while  not 
without  anatomic  explanation,  must  never- 
theless be  viewed  primarily  as  part  of  his 
psychologic  disorder.  Rousseau  related 
that  he  was  born  with  a congenital  defect 
which  he  believed  to  be  a deformed  bladder. 
He  recalled  that  during  his  infancy  he 
passed  through  an  acute  phase  of  what  he 
described  as  “urinary  retention,”  which  in 
its  wake  left  him  afflicted.  In  Venice,  he  was 
told  that  because  of  his  anatomic  structure 
it  would  be  unlikely  that  he  should  contract 
a venereal  disease.  There  seems  to  be  only 
one  plausible  or  possible  explanation  for 
these  statements:  Rousseau  would  seem  to 
have  possessed  a long,  tight  foreskin  which 
probably  could  not  retract  to  expose  the 
mucous  membrane  of  the  glans.  A case  of 
severe  infected  phimosis  might  well  explain 
his  childhood  disease.  Such  a problem 
may  result  in  great  damage  of  a child’s 
attitude  toward  urination.  Under  such 
circumstances,  urination  becomes  a painful 
process.  The  child,  fearing  the  pain,  may 
at  times  pass  through  inordinately  long 
periods  of  retention. 15  If  an  individual  has 
a long,  tight  foreskin,  it  can  at  times  be 
very  difficult  to  find  the  urethral  meatus 
with  a catheter  or  sound.  These  in- 
dividuals often  develop  symptoms  of  blad- 
der and  posterior  urethral  infections  ac- 
companied by  inflammation  of  the  pros- 
tate gland,  seminal  vesicles,  and  kidneys 
and  a watery  discharge  may  often  be  ob- 
served which  may  be  misinterpreted  as  the 
discharge  accompanying  venereal  disease.16 
Chronic  masturbators  often  develop  veru- 
montanitis  which  causes  the  development 
of  posterior  urethritis.  They  both  involve 
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at  times  the  constant  urge  to  void,  painful 
urination,  and  even  retention. 17 

If  Rousseau  had  had  a urologic  condition 
of  prolonged  duration  with  recurrent  in- 
fection, one  might  expect  to  find  some  sign 
of  pathologic  evidence  of  back  pressure  on 
the  bladder,  ureter,  and  kidneys  and  the 
eventual  sequelae  of  chronic  renal  disease 
and  uremia.18  However,  the  autopsy 

report  stated  that  all  the  organs  of  the  lower 
abdomen  appeared  normal  in  size,  con- 
sistency, and  color,  and  there  was  no  sign 
of  any  urologic  disease.  The  penis  was 
not  described.  Thus,  while  Rousseau 

probably  did  suffer  at  times  from  urinary 
complications,  the  autopsy  report  seems  to 
indicate  that  these  complications  were  not 
the  explanation  for  all  the  episodes  of 
frequency,  retention,  pain,  and  inflamma- 
tion which  occurred  during  his  life. 
Throughout  these  episodes,  he  never  once 
mentions  that  his  painful,  self-inflicted, 
arduous  instrumentations  of  bougies  lasting 
several  hours  obtained  a drop  of  urine. 
The  primary  causes  for  this  repeated  act 
and  the  many  other  examples  of  Rousseau’s 
preoccupation  with  anal  and  urethral 
erotic  activities  must  therefore  be  looked 
for  in  what  seems  to  be  a urethral  psychosis. 

Psychologic  analysis 

The  methodologic  problems  involved  in 
attempting  to  perform  a psychologic 
analysis  of  a patient  whom  you  have  never 
met,  and  who  cannot  be  questioned  about 
his  responses,  inclusions  or  omissions,  are 
essentially  the  same  as  those  faced  in  the 
analysis  of  his  medical  problems.  In 
truth,  if  the  aim  is  to  establish  the  exter- 
nally valid  life  and  thoughts  of  Rousseau, 
the  task  must  be  defeated  before  it  is  begun. 
This,  however,  is  not  the  aim  of  this  study. 
Here  the  concern  is  with  the  way  he  looked 
at  himself  and  with  the  face  he  selected  to 
show  the  world.  For  this  purpose,  Rous- 
seau has  provided  just  what  is  desired. 

The  question  is  often  raised  regarding  the 
veracity  of  Rousseau’s  The  Confessions. 
How  much  are  they  amplified,  distorted, 
biased  and/or  prejudiced?  While  the 
query  is  valid,  it  does  not  pertain  to  a dis- 
cussion such  as  this.  If  an  event  is  dis- 
torted, amplified,  biased,  or  prejudiced,  it 
must  be  assumed  that  this  is  the  way  in 
which  Rousseau  chose  to  look  at  it  and/or 


the  way  he  wished  the  world  to  view  it. 
This  study  is  concerned  with  an  analysis  of 
Rousseau’s  life  to  show  that  his  psycho- 
logic development  is  intricately  linked  to 
the  over-all  conception  of  his  works  as  well 
as  revealed  in  specifics  within  those 
writings.  Rousseau  supplies  a detailed 
picture  of  his  world  as  he  reacted  to  it. 
This  is  the  world  which  he  believed  he  saw 
and  lived  in  and  drew  on  to  create  his 
works.  This  is  the  only  world  which 
matters  to  the  aim  of  this  study.  In  terms 
of  analyzing  the  way  in  which  Rousseau 
related  to  his  environment  as  he  conceived 
it  and  concretized  it  in  his  literary  creations, 
this  section  will  trace  two  interrelated 
strains  in  his  mental  and  emotional  develop- 
ment. While  they  did  not  exist  separately 
but  interacted  and  developed  within  the 
totality  that  was  Rousseau,  for  purposes  of 
explication  they  will  have  to  be  separated 
before  being  reunited  in  the  total  con- 
ception of  his  works. 

This  author  is  in  complete  agreement 
with  the  modern  trend  of  psychiatry  which 
is  moving  away  from  labels,  whether 
Freudian  or  otherwise,  toward  more  de- 
scriptive and  hence  more  valuable  modes  of 
expression. 19  A certain  number  of  terms 
will  of  necessity  need  to  be  employed.  It  is 
hoped  that  where  such  concise  characteriza- 
tions are  used,  there  will  have  been  enough 
descriptive  material  presented  to  make 
their  contextual  meaning  clear. 

The  first  of  the  two  strains  to  be  traced 
evolved  in  its  final  form  into  the  personality 
component  which  Freud  called  “moral 
masochism.”  This  involves  a particular 
mental  set  in  which  the  individual  emerges 
as  his  own  worst  enemy.  It  is  an  attitude 
toward  life  in  which  public  pain  becomes 
pleasure.20  However,  Rousseau  was  not 
born  in  what  appears  to  be  the  mold  of  the 
moral  masochist.  It  will  therefore  be 
necessary  to  trace  this  development 
through  the  related  component  which 
Freud  termed  “feminine  masochism,”  com- 
bining both  an  expression  of  latent  homo- 
sexuality and  a mode  of  sexual  excitation 
which  deviates  in  several  basic  aspects  from 
what  may  be  conceived  as  the  norm.21 
These  basic  elements  present  in  Rousseau’s 
personality  formation  must  be  traced  to 
reach  the  state  when  he  emerges  as  a moral 
masochist.  In  terms  of  Rousseau’s  works, 
the  earlier  phases  in  this  development  found 
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expression  in  the  formation  of  content 
specifics,  while  the  later  phase  played  a 
major  role  in  their  over-all  format  and 
conception. 

Tied  in  with  the  expression  of  the 
development  from  feminine  masochism  to 
a form  of  moral  masochism  is  the  second 
strain  of  interacting  development.  This 
strain  involved  a change  in  Rousseau’s 
method  of  relating  to  his  environment,  in 
his  means  of  communicating  with  him- 
self, and  in  his  social  relationships.  The 
end  product  of  this  development  seems  to 
be  what  Harry  Stack  Sullivan  termed 
“paranoid  dynamism.”22  Rousseau’s 
development  seems  to  have  proceeded 
through  several  stages,  the  first  such  stage 
being  the  formation  of  a hypochondriac 
mode  of  meeting  himself  and  his  environ- 
ment. From  blaming  his  failings  on  his 
own  ills,  Rousseau  proceeded  to  blame  his 
failings  on  the  enmity  of  those  around 
him.23  From  his  feeling  of  persecution  by 
his  known  associates,  his  next  form  of 
transference  was  characterized  by  algo- 
lagnia, and  instead  of  laying  the  blame  at 
the  feet  of  that  portion  of  society  which  he 
knew,  the  blame  was  placed  on  society  as  a 
whole.24  In  this  transference  of  blame  lies 
the  essence  of  paranoid  dynamism  and,  in 
terms  of  this  discussion,  the  seed  around 
which  Rousseau’s  works  were  formed. 

Both  the  elements  of  latent  homo- 
sexuality, or  if  one  prefers,  pseudohomo- 
sexuality, and  masochism  are  first  manifest 
in  Rousseau’s  relationship  with  his  father. 
When  the  more  acceptable  beating  at  the 
hands  of  Mile.  Lambercier  took  place,  he 
made  it  the  basis  of  his  early  relationships 
with  women.  Later  on  he  dropped  the 
actual  spanking  but  retained  throughout 
life  the  desire  to  be  humiliated  and  sub- 
jugated. Placing  himself  in  the  position  of 
buffoon  in  a series  of  triangular  relation- 
ships is  but  another  example  of  this  com- 
bined pseudohomosexual,  masochistic  per- 
sonality component.  His  use  of  self- 
instrumentation of  a bougie  for  his  urologic 
problems  also  fits  this  pattern. 

Reik  states  that  masochism  without  its 
demonstrative  element  is  not  deserving  of 
its  name.25  In  the  case  of  Rousseau,  he  was 
not  only  overtly  masochistic  in  exposing 
his  buttocks,  but  the  whole  concept  under- 
lying The  Confessions  is  exhibitionistic. 

In  a multitude  of  incidents  similar  to  the 


events  surrounding  the  proposed  pension  or 
his  unrequited  affairs,  Rousseau  showed 
himself  structuring  his  life  in  such  a way 
that  it  could  not  possibly  bring  him 
pleasure.  As  time  went  on,  he  accused 
friends  and  insulted  benefactors  in  an 
unending  process  which  was  inevitably 
destined  to  bring  him  loneliness  and  pain, 
removing  him  to  the  fringes  of  society  and 
transforming  him  into  a self-made  outcast. 
This  situation  of  looking  at  the  society  in 
which  he  was  living  from  the  vantage  point 
of  an  outsider  within  played  an  important 
role  in  his  emergence  as  a social  critic. 

The  second  strain  to  be  traced  involves 
all  that  has  gone  before  but  combines  it  in  a 
slightly  different  way.  Here,  as  was 
previously  stated,  Rousseau’s  problem  will 
be  traced  as  it  progresses  through  its  early 
stages  of  hypochondria  and  persecution 
culminating  in  algolagnia  to  his  emergence 
with  what  seems  to  be  a personality  re- 
organization characterized  by  paranoid 
dynamism.  Rousseau  appeared  to  enter 
every  situation  convinced  that  it  would  end 
in  failure.  Such  a belief  would  of  necessity 
demand  compensation. 26  In  the  case  of  a 
paranoid  personality  such  as  Rousseau’s, 
this  is  usually  performed  through  the  use  of 
infantile  forms  of  denial  and  projection.27 
In  his  case,  the  first  form  in  which  this 
transference  began  was  hypochondria, 
followed  by  and  coexistent  with  a belief  that 
he  was  being  unjustly  persecuted  by  those 
around  him  who  were  jealous.  Following 
the  paranoid  reorganization  of  his  per- 
sonality in  the  sudden  earthshaking  vision 
under  the  oak  tree  on  his  way  to  Vincennes, 
his  hypochondriac  complaints  gradually 
disappeared,  and  his  sense  of  known 
enemies  being  responsible  for  his  ills  was 
transformed  into  the  belief  that  his  enemy 
was  no  single  individual  or  individuals  but 
the  whole  social  order  which  was  sinful, 
corrupt,  and  destructive.  He  therefore 
proceeded  to  give  his  vision  an  element  of 
rigidity  and  inflexibility  closely  akin  to  a 
fanatic  religion,  sacred  and  inviolate. 

The  role  of  his  life  in  his  works 

Rousseau  had  become  the  possessor  of 
insight  into  the  very  depths  of  society,  into 
its  bowels.  He  had  felt  its  evil;  he  had 
seen  its  sin.  As  possessor  of  this  knowledge, 
he  believed  he  had  a mission.  With 
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knowledge  of  the  status  quo,  he  had  also 
achieved  a vision  of  the  future,  and  he  had 
to  communicate  this  revelation  to  the 
world.  He  was  to  be  the  messiah,  the  em- 
bodiment of  truth.  It  was  at  this  point 
that  Rousseau’s  literary  career  began. 

The  formulation  of  his  central  philosophy 
appeared  in  his  two  essays  written  for  the 
Academy  of  Dijon.  The  first  important 
work  to  appear  after  these  was  La  Nouvelle 
Heloise.  The  role  of  this  novel  was  one 
derived  after  the  fact  rather  than  one 
stemming  from  its  initial  conception  and 
execution.  The  first  two  parts  of  this  work 
were  the  result  of  an  uncontrollable  fixation 
on  the  objects  which  he  had  created  to 
people  his  dream  world.  La  Nouvelle 
Heloise  was  conceived  as  a wild  flight  into 
fantasy.  When  Rousseau  realized  that  far 
from  supporting  his  paranoid  universe,  he 
was  betraying  himself,  he  must  have  been 
horrified.  He  recounted  that  he  did  indeed 
find  the  work  unacceptable  in  the  light  of 
the  high  degree  of  morality  and  virtue  at 
which  he  was  aiming.  With  this  realiza- 
tion, he  immediately  began  to  integrate  his 
paranoid  thesis.  What  emerged  was  a 
highly  moral,  emotional  novel.28  Rousseau 
would  never  again  let  his  fantasy  have  free 
reign.  It  would  never  escape  outside  the 
boundaries  of  his  rigid  algolagnic  world.  In 
Emile , he  constructed  his  ideal  individual, 
the  prototype  for  his  new  world,  and  he 
gave  a detailed  course  of  instruction  in  the 
way  in  which  that  individual  was  to  be 
created  environmentally.  In  Le  Contrat 
Social,  Rousseau  provided  a discussion  of 
the  various  forms  of  government  available 
to  be  adopted  by  his  new  society  and  chose 
the  one  which  he  conceived  most  applicable, 
which  in  reality  was  the  one  with  which  he 
was  most  familiar,  namely,  the  pattern  he 
believed  to  exist  in  Geneva. 

Thus,  in  conclusion,  it  appears  that 
Rousseau’s  life  presents  a picture  of  pro- 
gressive mental  disease  which  culminated 
in  a paranoid  reorganization  of  his  per- 
sonality. This  expressed  itself  in  the  trans- 
ference of  blame  from  himself  to  society  as 


a whole,  and  it  formed  the  seed  around 
which  his  works  were  constructed.  He  had 
created  an  illusion  through  his  paranoia, 
and  his  works  formed  the  safe,  protected 
world  in  which  that  chimera  would  be 
housed,  unapproachable  and  invulnerable 
to  attack. 
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Confidentiality  is  the  disclosure  of 
information  imparted  under  circumstances 
which  are  such  that  the  person  giving  the 
confidence  relies  on  the  nature  of  the  rela- 
tionship or  an  express  promise  to  insure 
secrecy.  No  privilege  is  accorded  such  a 
communication.  Privilege  is  a word  of 
art;  it  is  the  right  to  restrain  a communica- 
tion made  in  confidence  from  disclosure 
to  anyone  under  any  circumstances.  One 
might  say  that  confidentiality  is  an  ethical 
principle;  privilege  is  a legal  right. 

Our  system  of  law  is  premised  on  the 
philosophy  that  all  pertinent  facts  relevant 
to  a legal  controversy  should  be  elicited, 
and  any  rule  which  inhibits  exposure  of  the 
facts  should  fall  as  against  the  more  basic 
principles. 

The  doctor-patient  privilege  was  un- 
known to  the  common  law.  Physicians 
nevertheless  considered  the  keeping  of 
confidences  a matter  of  personal  honor 
demanded  by  the  Hippocratic  oath,  but 
the  courts  did  not  recognize  the  privilege, 
holding,  in  the  words  of  Lord  Chief  Justice 
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tinuing Education  with  the  co-sponsorship  of  the  Psychiatric 
Society  of  Westchester  County  in  cooperation  with  The 
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‘‘Law  and  The  Psychiatrist,”  November  19,  1964. 


Mansfield  in  a famous  bigamy  trial  against 
the  Duchess  of  Kingston  “to  give  . . . in- 
formation in  a court  of  justice  which  by 
the  law  of  the  land  the  physician  is  bound 
to  do,  will  never  be  imputed  to  him  as  any 
indiscretion  whatever.” 

England  and  many  of  our  states  to  this 
day  do  not  recognize  any  medical  privilege. 
Of  the  recognized  privileged  relationships, 
which  are  husband-wife,  attorney-client, 
priest-penitent,  this  privilege  is  the  most 
criticized.  Recent  amendments  to  the 
Education  Law  of  the  State  of  New  York 
have  extended  the  privilege  to  certified 
clinical  psychologists  and  their  patients 
and  to  certified  social  workers  and  their 
“clients.”  In  the  case  of  social  workers, 
there  may  be  difficulty  in  determining  who 
is  the  client. 

The  argument  for  recognition  of  medical 
privilege  is  stated  in  an  early  case  in  the 
Court  of  Appeals  in  New  York,  which  in 
1828  was  the  first  state  to  pass  a doctor- 
patient  privilege  state  ( Edington  v.  Mutual 
Life  Insurance  Company , 67  N.Y.  185  (Ct. 
of  Appeals  1876)): 

It  is  a just  and  useful  enactment  intro- 
duced to  give  protection  to  those  who  were  in 
charge  of  physicians  from  the  secrets  dis- 
closed to  enable  them  to  prescribe  for  dis- 
eases of  the  patient.  To  open  the  door  to  the 
disclosure  of  secrets  revealed  on  the  sickbed, 
or  when  consulting  a physician,  would  destroy 
confidence  between  the  physician  and  the 
patient,  and  . . . might  tend  to  prevent  the 
advantages  and  benefits  which  flow  from  this 
confidential  relationship. 

The  rationale  against  application  of 
privilege  to  any  relationship  is  best  stated 
by  Wigmore  in  his  Treatise  on  the  Law  of 
Evidence -1  He  enunciated  4 tests  which 
every  relationship  should  meet  to  qualify 
as  an  exception  to  the  general  rule  that 
there  must  be  no  impediment  to  the  judicial 
process  by  any  exclusionary  rule  of  evi- 
dence. The  tests  are: 

1.  The  communication  must  originate 
in  a confidence  that  it  will  not  be  disclosed. 
Critics  of  the  rule  say  that  the  average  pa- 
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tient  cannot  in  most  cases  and  in  any  event 
does  not  wish  to  conceal  his  ailments. 

2.  The  element  of  confidentiality  must 
be  essential  to  the  full  and  satisfactory 
maintenance  of  the  relationship  between  the 
parties,  which  Wigmore  says  is  absent  in 
the  physician-patient  relationship.  A per- 
son in  need  of  care  will  seek  it  notwith- 
standing fear  of  subsequent  disclosure  in 
court,  and  there  is  no  dearth  of  patients 
for  physicians  in  states  which  do  not  recog- 
nize privilege. 

3.  The  relationship  must  be  one  which, 
in  the  opinion  of  the  community,  ought  to 
be  sedulously  fostered. 

4.  The  final  test,  which  Wigmore  also 
says  is  absent  in  the  physician-patient 
relationship,  is  that  the  injury  to  the  re- 
lationship by  the  forced  disclosure  must 
be  greater  than  the  benefit  thereby  gained 
for  the  correct  disposal  of  litigation. 

Wigmore  does  not  consider  psycho- 
therapy in  his  evaluation  of  the  physician- 
patient  privilege.  Certainly  it  should  be 
unnecessary  to  belabor  the  point  that  the 
effectiveness  of  a service  which  is  de- 
pendent on  complete  confidence  and  free- 
dom to  disclose  anything  would  be  im- 
paired if  a patient  knew  that  the  psycho- 
therapist could  be  compelled  to  expose  his 
confidences  in  a trial  or  other  proceeding. 

The  distinction  between  disclosures 
to  a physician  in  general  practice  and  dis- 
closures to  a psychiatrist  was  recognized 
in  a case  in  Illinois  which  did  not  at  that 
time  recognize  this  privilege  and  operated 
under  the  common  law.  In  Binder  v. 
Ruvell  (Civil  Docket  52C  2535,  Circuit 
Court,  Cook  County)  a husband  sued  his 
wife’s  psychiatrist  for  alienation  of  affec- 
tion. The  wife  had  received  psycho- 
therapy at  a Chicago  hospital.  The  hus- 
band’s attorneys  subpoenaed  the  psychia- 
trist and  the  hospital  record,  but  the  court 
held  that  the  testimony  was  privileged. 
The  court  perceived  the  difference  be- 
tween the  ordinary  physician-patient  re- 
lationship and  that  of  the  psychiatrist,  and 
expressed  an  exception  to  the  then-prevail- 
ing general  rule,  saying: 

It  doesn’t  require  any  scientific  knowledge 
to  understand  that  there  can  be  no  success  in 
the  effort  to  ascertain  the  true  cause  of  the 
disturbance  or  in  determining  the  kind  of 
treatment  that  should  be  applied  unless  there 
is  complete  confidence  in  the  mind  of  the  pa- 


tient, not  alone  in  the  capacity  and  skill  of 
the  psychiatrist  but  in  the  secrecy  of  the 
things  transpiring  in  the  doctor’s  chambers. 
. . . The  psychiatrist  seeks  to  ascertain  the 
cause  of  mental  or  emotional  disturbances  of  a 
maladjusted  patient.  His  sphere  of  inquiry 
necessarily  covers  every  experience  of  the 
patient  . . . He  probes  deeply,  and  it  is  neces- 
sary for  him  to  get  that  information  out  of  the 
mouth  of  his  patient. 

In  1959  Illinois  adopted  a privilege 
statute  for  physicians  generally.  Also 
in  1959  Georgia  enacted  a privilege  statute 
which  limited  privilege  to  licensed  psy- 
chologists and  psychiatrists  and  did  not 
extend  it  to  the  general  practitioner. 

Where  the  privilege  exists  at  all,  it  exists 
only  by  statute.  Since  physicians  may  prac- 
tice or  testify  in  proceedings  out  of  New 
York  State,  it  is  worth  while  to  note  the 
states  which  do  not  recognize  the  privilege. 
These  are:  Alabama,  Connecticut,  Dela- 

ware, Florida,  Maine,  Massachusetts,  New 
Hampshire,  New  Jersey,  Rhode  Island, 
South  Carolina,  Texas,  and  Vermont.  It 
is  of  more  than  passing  interest  in  this  con- 
nection that  some  great  medical  centers  in 
the  northeast  are  in  states  where  there  is  no 
medical  privilege.  The  laws  in  the  36 
or  so  states  which  have  enacted  statutes 
vary  greatly.  Some  limit  privilege  to 
civil  cases;  others  do  not  permit  the  privi- 
lege to  be  pleaded  in  accident  or  personal 
injury  cases,  will  contests,  or  in  cases  where 
mental  condition  is  an  issue.  One  state 
leaves  the  matter  to  the  discretion  of  the 
trial  judge.  Thus,  it  is  always  well  to 
consult  counsel  in  the  case  before  being 
called  on  to  testify. 

The  New  York  statute  will  be  found  in 
Section  4504  (a)  of  the  Civil  Practice  Law 
and  Rules.  The  statute  provides: 

Unless  the  patient  waives  the  privilege,  a 
person  authorized  to  practice  medicine  or 
dentistry,  or  a registered  professional  or 
licensed  practical  nurse,  shall  not  be  allowed 
to  disclose  any  information  which  he  acquired 
in  attending  a patient  in  a professional 
capacity,  and  which  was  necessary  to  enable 
him  to  act  in  that  capacity. 

The  statute  has  been  defined  to  include 
as  a patient  anyone  whom  a physician 
treats.  He  might  be  someone  who  was 
unconscious  at  the  time,  someone  who 
came  to  the  physician  as  a patient  in  a 
hospital,  or  someone  whose  family  re- 
quested treatment  or  attention.  But  as 
long  as  the  physician  is  called  on  to  render 
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alleviative  or  curative  treatment,  the  per- 
son receiving  same  is  a patient.  This 
would  not  include  a corpse,  so  the  informa- 
tion a doctor  learns  as  the  result  of  an 
autopsy  is  not  privileged.  And  for  the 
same  reason,  there  is  no  privilege  if  the 
physician  is  called  on  to  examine  a party 
by  an  insurance  company  in  a personal 
injury  case  or  an  action  on  an  insurance 
policy. 

A dentist  is  required  to  disclose  informa- 
tion necessary  for  identification;  a physi- 
cian, dentist,  or  nurse  is  required  to  dis- 
close that  a person  under  sixteen  years 
has  been  the  victim  of  a crime  (C.P.L.R. 
Sect.  4504  (b)).  The  statute  further  pro- 
vides that  a physician  or  nurse  shall  be 
required  to  disclose  information  as  to  the 
mental  or  physical  condition  of  a deceased 
patient  which  information  would  other- 
wise be  privileged,  unless  the  disclosure 
would  tend  to  disgrace  the  memory  of  the 
decedent.  Disclosure  as  to  a deceased 
person  will  be  required  if  a party  to  the 
litigation  fails  to  object  or  if  the  privilege 
has  been  waived  by  the  executor  or  ad- 
ministrator, surviving  spouse,  or  next  of 
kin  of  the  decedent;  in  litigation  where 
the  interests  of  the  executor  or  administra- 
tor are  considered  by  the  tiral  judge  to 
be  adverse  to  the  interest  of  the  decedent, 
any  party  in  interest  may  require  the  dis- 
closure; if  the  validity  of  a will  is  in  issue, 
the  waiver  may  be  by  the  executor  named 
in  the  will,  the  surviving  spouse,  any  heir 
at  law,  next  of  kin,  or  any  other  party  in 
interest.  (C.P.L.R.  Sect.  4504  (c)). 

What  is  disgrace  to  a deceased’s  memory? 
A disclosure  of  delirium  tremens  was  held 
to  be  disgraceful,  but  a disclosure  of  in- 
sanity not  induced  by  disgraceful  causes 
such  as  venereal  disease  or  habitual  in- 
toxication was  held  not  to  tend  to  disgrace 
the  memory.  ( Mulligan  v.  Sinski,  156  App. 
Div.  35  (2d  Dept.,  1913),  affirmed,  214  N.Y. 
678  (Ct.  of  Appeals,  1915)).  In  1 case  a 
disclosure  of  the  presence  of  suicidal  tenden- 
cies of  the  decedent  was  held  to  tend  to  dis- 
grace the  memory  of  the  deceased,  but  in  a 
more  recent  case  (( Eder  v.  Cashin,  281  App. 
Div.  456  (3d  Dept.  1953)),  the  court  held 
that  unless  the  circumstances  themselves 
were  disgraceful,  a disclosure  of  suicide  or 
suicidal  tendencies  does  not  tend  to  disgrace 
the  memory  of  a decedent  ( Bolts  v.  Union 
Central  Life  Insurance  Company,  20  N.Y.S. 


2d  675  (N.Y.  City  Ct.,  Bx.  Cy.  1940)). 

Since,  as  we  have  seen,  the  privilege  was 
not  permitted  under  common  law  and  has 
been  severely  criticized  even  in  states  where 
it  is  allowed  to  exist  by  statute,  there  are 
large  areas  where  no  privilege  extends  to 
disclosures.  The  Public  Health  Law  re- 
quires a physician  to  disclose  the  name  and 
address  of  persons  under  treatment  as 
habitual  users  of  narcotic  drugs  (Public 
Health  Law,  Section  3304)  and  no  com- 
munication made  to  a physician  in  con- 
nection with  such  drugs  is  privileged.  The 
Public  Health  Law  (Section  3304,  Sub- 
division 3)  also  requires  a physician  to 
report  treatment  for  any  wound  caused  by 
a firearm,  knife,  or  ice  pick.  Under  the 
New  York  Sanitary  Code  a physician  must 
report  cases  of  abortion  or  miscarriage 
where  criminal  practice  is  discovered  or 
suspected  (New  York  City  Sanitary  Code, 
Section  90). 

There  is  no  privilege  afforded  by  the  Uni- 
form Code  of  Military  Justice,  and  psy- 
chiatrists must  testify  with  their  records 
before  Courts  Martial.  Possibly  as  a con- 
cession to  fairness  and  possibly  for  con- 
stitutional reasons  the  Code  requires  the 
psychiatrist  to  warn  a patient  against  self 
incrimination,  but  the  psychiatrist  is  not 
permitted  to  keep  the  confidence  if  the 
patient  does  persist  in  making  incrimina- 
tory disclosures.  As  the  Group  for  the 
Advancement  of  Psychiatry  has  pointed 
out,  “it  is  difficult  to  conceive  how  effective 
psychiatric  treatment  can  be  achieved 
under  such  circumstances.”2  It  would  be 
interesting  if  the  American  Civil  Liberties 
Union  or  someone  were  to  test  out  the  con- 
stitutionality if  not  the  propriety  of  a 
military  regulation  which,  for  all  practical 
purposes,  demands  that  a member  of  the 
Armed  Services  in  need  of  psychiatric  help 
waive  the  constitutional  privilege  against 
Self  incrimination  if  he  is  to  receive  the 
treatment  to  which  he  is  entitled  and 
which  it  is  as  much  the  Government’s  ob- 
ligation to  provide  as  if  he  had  been 
wounded  in  battle. 

Disclosures  made  by  a patient  in  the 
presence  of  third  persons  are  not  privileged. 
Nothing  said  by  third  persons  is  privileged 
because  they  are  not  patients.  Thus,  al- 
though it  is  sometimes  desirable  to  call  in 
members  of  a patient’s  family  or  other 
persons,  the  physician  should  always  warn 
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the  patient  that  anything  said  at  such  a 
meeting  can  later  be  brought  out  on  trial. 
If  the  physician  knows  there  is  a pending 
litigation  or  has  reason  to  believe  there  will 
be  litigation,  the  wisdom  of  such  a con- 
ference should  be  explored  with  the  pa- 
tient’s lawyer. 

Speaking  of  the  presence  of  third  persons, 
what  of  group  therapy?  I gather  that  the 
rationale  is  that  the  dynamic  interaction  of 
the  group,  under  the  direction  of  the  thera- 
pist, helps  in  the  therapy.  This  would 
seem  to  make  each  member  of  the  group 
something  of  a therapist.  But  the  statute 
conferring  privilege  in  New  York,  and  in 
other  states  which  recognize  the  privilege, 
restricts  the  privilege  to  a “person  author- 
ized to  practice  medicine  ...  or  a registered 
professional  or  practical  nurse.”  (New 
York  has  extended  the  privilege  to  a certi- 
fied clinical  psychologist.3)  These  cate- 
gories do  not  include  lay  members  of  a 
group  in  group  therapy.  On  the  other 
hand,  each  member  of  the  group  is  re- 
ceiving treatment,  and,  in  the  words  of  the 
statute,  is  making  disclosures  “necessary 
to  enable”  the  therapist  to  act  in  that  ca- 
pacity. 

Unfortunately,  I can  give  no  pat  answer 
to  a question  of  whether  privilege  would 
apply  because  I know  of  no  case  precedent. 
But  the  problem  is  obvious.  Let  us  sup- 
pose that  in  a group  of  5 in  therapy  with 
Dr.  Jones,  Smith,  a member  of  the  group, 
admits  he  committed  a murder  for  which 
he  is  later  indicted.  There  is  only  very 
circumstantial  evidence  so  the  admission 
is  crucial.  I would  think  that,  despite  the 
third  person  exception,  the  physician  could 
not  be  compelled  to  reveal  either  the  con- 
fession or  even  the  names  of  other  members 
of  the  group.  But  if  the  prosecution 
learned  the  names  of  the  other  members  of 
the  group,  I suspect  they  could  be  com- 
pelled to  testify  as  to  the  confession.  I 
suggest  it  is  the  duty  of  every  therapist  to 
warn  members  of  groups  in  therapy  that 
there  may  be  a risk  of  exposure. 

Another  statutory  exception  exists  where 
State  institutions  are  concerned:  the  de- 

fense of  privilege  is  usually  raised  where 
physicians  or  hospital  records  of  State 
institutions  are  sought  to  be  examined.4 
The  Mental  Hygiene  Law  requires  records 
to  be  kept  and  accessible  on  court  order,  but 
the  law  says  nothing  about  how,  when,  and 


under  what  circumstances  their  contents 
must  be  disclosed.  The  law  is  somewhat 
unclear  but  the  tendency  of  the  courts  has 
been  to  hold  that  where  there  is  a conflict 
between  privilege  and  the  production  of 
records  kept  under  the  Mental  Hygiene 
Law,  the  privilege  falls.  The  theory  is 
that  the  section  was  not  designed  to  exclude 
testimony  of  physicians  employed  by  the 
State  under  its  police  power  to  make  physi- 
cal examinations  of  irresponsible  patients 
(. Liske  v.  Liske,  135  N.Y.  Supp.  176  (Sup. 
Ct.,  N.Y.  Cy.  1912)).  The  Court  of  Ap- 
peals has  stated  (Matter  of  Warrington, 
303  N.Y.  129  (Ct.  Appeals  1951))  that  the 
requirement  of  accessibility  of  records  is 
not  to  be  cut  down  by  the  privilege  since 
this  would  unjustly  hamper  efforts  in  be- 
half of  incompetents  injured  in  State  hos- 
pitals to  ascertain  facts  by  which  actionable 
faults  of  State  agents  may  be  proved.  Why 
the  law  should  distinguish  between  private 
patients  and  those  in  public  institutions, 
State  or  otherwise,  no  one  seems  to  know, 
and  indeed  one  case  refused  to  make  such 
a distinction  holding  that  the  legislature, 
having  offered  the  privilege,  cannot  take  it 
away  ( McGrath  v.  State,  200  Misc.  165 
(Court  of  Claims  1950)). 

In  any  event,  the  recent  cases  have 
tended  to  hold  that  the  records  must  be 
produced.  Most  of  these  cases  involved 
actions  by  patients  in  State  hospitals  for 
personal  injuries  as  a result  of  assaults  or 
negligence.  Two  recent  and  conflicting 
cases  are  rather  interesting.  In  one  case, 
(. Boykin  v.  State , 7 Appellate  Division  2d 
819  (3d.  Dept.  1958))  an  inmate  of  a mental 
institution  was  held  entitled  to  the  hospital 
records  of  another  inmate  who  attacked 
the  claimant,  but  in  a similar  case  a dif- 
ferent court  ( Taig  v.  State,  15  Misc.  2d 
1098  (Court  of  Claims  1959))  held  that  al- 
though the  records  of  the  State  institutions 
had  to  be  produced,  those  portions  relating 
to  propensities,  diagnosis,  and  prognosis  of 
the  inmate  who  made  the  assault  were  ex- 
cluded as  privileged. 

Up  to  now  I have  been  talking  about 
areas  where  there  is  no  privilege  at  all,  but 
where  there  is  privilege,  it  may  be  waived 
expressly,  or  the  waiver  may  be  implied 
by  operation  of  law. 

The  New  York  statute,  until  the  1962 
revision,  required  an  express  waiver  to  be 
made  only  in  open  court  on  a trial.  Only 
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the  attorneys  could  waive  prior  to  trial 
and  then  only  by  written  stipulation;  a 
writing  executed  by  the  party  prior  to  the 
trial  was  specifically  stated  in  the  statute 
to  be  insufficient  as  a waiver.  Under  the 
new  statute,  a waiver  prior  to  trial  is 
permissible. 

Under  the  old  statute,  since  the  waiver 
could  only  be  made  in  open  court  an  allega- 
tion of  ailments  or  statement  of  facts  as  to 
physical  or  mental  condition  in  a com- 
plaint was  no  waiver.  Under  the  new  law, 
the  waiver  is  not  required  to  take  any  par- 
ticular form,  and  it  is  almost  certain  that  a 
New  York  court  would  now  hold  that  the 
institution  of  any  action  where  the  issue 
tendered  is  a physical  or  mental  condition 
constitutes  a waiver  of  the  privilege. 
Even  before  this,  although  there  were  con- 
flicts, the  better  view  was  that  a physician 
could  be  compelled  to  testify  in  an  in- 
competency proceeding  (In  re  Allen,  24 
Misc.  2d  763  (Sup.  Ct.,  New  York  City, 
I960)). 

Another  situation  where  testimony  can 
be  compelled  by  statute  because  mental 
condition  is  in  issue  is  an  action  to  annul 
a marriage  on  the  ground  of  incurable  in- 
sanity which  has  existed  for  a period  of 
five  years.  The  New  York  statute  states 
the  very  specific  proof  necessary  to  prove 
the  existence  of  the  condition.  Where  the 
defendant  is  in  a State  hospital,  testimony 
of  a physician  attached  to  such  hospital  is 
to  be  taken  before  a referee.  It  has  been 
held,  where  the  guardian  of  a defendant  in 
such  an  annulment  proceeding  refused  to 
waive  the  privilege,  the  court  could  ap- 
point its  own  physician  to  examine  the 
patient  ( Cook  v.  Cook , 154  New  York, 
Supp.  2d  205  (Sup.  Ct.,  Kings  Cy.,  1956)). 
Thus  for  all  practical  purposes,  there  is  no 
privilege  in  this  kind  of  proceeding. 

In  another  case  involving  mental  condi- 
tion, a mother  sought  to  alter  visitation 
rights  of  a father.  She  offered  as  evidence 
of  his  unfitness  the  hospital  record  of  an 
institution  where  he  had  been  confined  for 
mental  illness.  The  testimony  was  al- 
lowed ( People  v.  Fitzgerald , 40  Miscel- 
laneous 2d  966  (Sup.  Ct.  Kings  Cy.  1963)). 
In  still  another  case,  a wife  brought  an 
action  to  set  aside  a separation  agreement 
on  the  ground  that  she  was  incompetent 
when  she  signed  it;  the  court  allowed  testi- 
mony of  her  former  psychiatrist.  Here  the 


mental  condition  was  in  issue  and  had  been 
put  in  issue  by  the  wife  herself  (i Oppen - 
heimer  v.  Oppenheimer , 11  App.  Div.  2d 
1006  (1st  Dept.  I960)). 

A waiver  is  implied  when  a patient  volun- 
tarily testifies  and  discloses  or  permits  dis- 
closure on  the  trial  of  an  illness,  testifies 
to  the  details  of  the  illness,  calls  his  own 
physician  to  disclose  the  illness,  or  fails 
to  object  to  the  testimony  of  his  doctor 
when  the  doctor  is  called  as  a witness  by  an 
adversary. 

When  the  patient  is  not  in  court,  it  is  the 
duty  of  the  court  on  its  own  motion  to 
exclude  the  privileged  evidence  ( Weil  v 
Weil,  151  App.  Div.  622  (1st  Dept.,  1912)) 
and  Roth  v.  Equitable  Life  Assur.  Society  of 
the  United  States , 186  Misc.  403  (Sup.  Ct. 
N.Y.  Cy.  1945),  aff’d,  270  App.  Div.  923 
(1st  Dept.  1946),  motion  for  leave  to  appeal 
denied , 296  N.Y.  1061  (Ct.  of  Appeals 
1947). 

An  example  of  this  occurred  in  a recent 
trial  I had.  My  witness  happened  to  be  a 
psychiatrist  who  was  testifying  in  a custody 
suit  in  which  I was  trying  to  prove  un- 
fitness of  a mother  to  retain  custody.  I 
was  using  the  doctor  as  a lay  witness  to  an 
incident  which  occurred  when  the  de- 
fendant came  to  his  office  to  borrow  money. 
To  prove  a point  about  her  uncontrollable 
temper  I had,  on  direct  examination, 
questioned  him  about  an  incident  when  the 
defendant  had  caused  a disturbance  in  his 
office  while  he  was  in  consultation  with  a 
patient.  On  cross-examination,  my  ad- 
versary tried  to  show  that  the  doctor  had 
been  alone  when  the  defendant  appeared 
in  his  office.  My  adversary  demanded  the 
name  of  the  patient  the  doctor  said  he  had 
been  treating.  I did  not  object.  I would 
have  preferred  to  have  him  give  the  pa- 
tient’s name,  because  I knew  he  was  telling 
the  truth  and  that  would  have  corroborated 
him,  but  he  successfully  claimed  the  privi- 
lege. Thus,  in  testifying,  privilege  must 
always  be  considered,  for  even  the  counsel 
who  has  called  one  to  testify  cannot  al- 
ways be  relied  on. 

Incidentally,  there  is  some  doubt  as  to 
the  correctness  of  the  judge’s  ruling  in  this 
case.  The  statute  provides  that  only 
information  necessary  for  treatment  is 
privileged;  hence  it  has  been  held  that 
certain  information  is  not  privileged,  such 
as  names  of  patients,  dates  of  treatment, 
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facts  having  nothing  to  do  with  the  treat- 
ment such  as  disclosures  as  to  the  way  an 
accident  happened,  and  the  like.  There 
seems  to  be  no  case  precedent  as  to  whether 
or  not  the  name  of  a patient  under  treat- 
ment by  a psychiatrist  is  privileged.  Fol- 
lowing the  rationale  of  patient  protection, 
the  rule  may  and  probably  would  be  dif- 
ferent. 

Once  the  privilege  is  waived,  it  is  waived 
for  all  time  and  all  purposes.  The  rationale 
behind  this  is  reasonable.  There  is  nothing 
left  to  protect  against.  If  the  patient  has 
allowed  a partial  disclosure,  he  takes  the 
risk  that  a full  disclosure  will  be  required. 

One  final  word  on  waiver;  the  privilege 
belongs  to  the  patient  and  not  to  the  physi- 
cian, and  only  the  patient  can  waive  it. 
In  New  York  and  elsewhere  where  privilege 
is  accorded  communications  to  physicians, 
the  unauthorized  disclosure  of  privileged 
communications  may  subject  the  physician 
to  civil  suit.  This  must  be  borne  in  mind 
when  research  reports  or  case  histories  for 
presentation  to  lay  or  professional  groups 
are  prepared.  If  the  physician  does  not 
have  the  written  permission  of  his  patient 
or  if  the  identity  of  the  patient  is  not  care- 
fully camouflaged  he  may  find  himself  in 
serious  trouble.  Even  in  states  where 
there  is  no  privilege,  the  ethical  obligations 
of  professional  organizations  are  undoubt- 
edly flaunted  by  such  careless  reports. 

In  situations  less  formal  than  research 
reports,  I commend  to  your  attention  the 
Report  of  the  Group  for  Advancement  of 
Psychiatry  which  said: 

Doctors  as  a group  tend  to  talk  shop,  even 
in  social  situations  where  there  is  a great  risk 
of  jeopardizing  confidentiality.  Psychiatrists 
are  no  exception.  In  social  settings  psychi- 
atric “gossip”  about  patients  is  to  be  con- 
demned and  constitutes  a direct  violation  of 
ethical  responsibilities.2 

Many  situations  arise  in  therapy  where 
the  psychiatrist  knows  in  advance  or  it 
becomes  evident  that  a waiver  of  the  privi- 
lege must  be  considered,  or  it  may  be  the 
privilege  will  not  apply.  Patients  in 
therapy  do  not  always  have  the  judgment 
to  make  decisions  as  to  the  wisdom  of 
waiving  any  rights  they  may  have  under 
the  law.  I suggest  it  is  your  responsibility 
to  guide  them  in  making  decisions  as  to  the 
wisdom  of  waiving  rights.  A notable 
example  happened  in  the  Jenkins  case.  A 


week  or  so  after  the  story  exploded  in  the 
newspapers,  the  New  York  Times  (^Oct. 
23,  1964)  reported  that  the  Chairman  of 
the  Department  of  Psychiatry  in  the  School 
of  Medicine  at  George  Washington  Uni- 
versity advised  the  F.B.I.  with  Mr.  Jenkins’ 
authorization  that  Mr.  Jenkins  had  been 
under  treatment,  and  certain  facts  were 
released.  Of  course,  a grave  question  of 
national  security  was  involved  and  I admit 
it  was  a tough  decision  for  a psychiatrist 
to  make,  as  to  the  wisdom  of  advising 
Jenkins  to  release  his  psychiatrist  from 
privilege  so  that  the  statement  could  be 
made  to  the  papers.  But  in  other  cases 
the  decision  may  be  equally  difficult  al- 
though less  newsworthy. 

In  many  situations,  character  evidence 
is  relevant  and  important.  In  the  loyalty 
hearings  conducted  in  the  McCarthy  era, 
government  employes  whose  jobs  were  in 
jeopardy  often,  as  it  happened,  were  in- 
tellectuals who  were,  coincidentally,  in 
therapy.  A friend  tells  me  of  two  inci- 
dents, both  examples  of  the  patient’s 
inability  to  make  a judgment  as  to  waiver. 
In  one  case  the  patient  convinced  the 
lawyer  that  the  therapist  would  be  a good 
witness.  The  psychiatrist  was  called,  and 
the  privilege  was  waived.  On  cross- 
examination,  the  psychiatrist  was  forced 
to  disclose  damaging  admissions  the  pa- 
tient had  made  in  the  course  of  treatment. 
In  the  other  case  the  psychiatrist  was  asked 
to  testify  on  behalf  of  the  patient  but  the 
psychiatrist  was  wise  enough  to  discuss 
with  the  lawyer  all  the  factual  statements 
which  had  been  made  in  the  course  of  treat- 
ment and  their  mutual  decision  was  not  to 
call  the  psychiatrist.  To  understand  this 
you  must  again  appreciate  the  fact  that 
ours  is  an  adversary  system  of  justice  de- 
pending a great  deal  on  who  has  the  burden 
of  proof.  As  Felix  Frankfurter  put  it, 
“Ours  is  an  accusatorial  and  not  an  in- 
quisitorial system — a system  in  which 
the  state  must  establish  guilt  by  evidence 
independently  and  freely  secured  and  may 
not  by  coercion  prove  its  charge  against 
an  accused  out  of  his  own  mouth.” 

The  impact  of  the  testimony  a physician 
may  be  called  on  to  give  can  be  evaluated 
only  by  counsel  in  charge  of  the  litigation 
or  proceeding.  I urge  doctors  to  consult 
fully  and  frankly  with  him  before  their 
patients  are  advised  to  waive  any  rights. 
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Sometimes  situations  will  arise  where 
physicians  must  take  on  themselves  the 
responsibility  to  violate  the  injunction  of 
secrecy.  This  will  happen  where  a patient 
becomes  psychotic,  and  the  family  or  per- 
haps governmental  or  law  enforcement 
agencies  must  be  advised  if  suicide,  homi- 
cide, or  a lesser  crime  is  to  be  prevented. 
These  decisions  are  difficult  to  make  but 
the  physician  must  make  them.  And 
just  to  show  how  difficult  they  can  be,  let 
me  tell  you  of  a hypothetical  case  put  to  50 
practicing  psychiatrists  in  a seminar.  The 
psychiatrists  were  asked  what  they  would 
do  if  a patient  under  treatment  revealed 
his  intention  to  defect  to  a Communist 
country  and  reveal  secrets  involving  na- 
tional security.  Of  the  50  doctors,  25 
felt  they  were  obliged  to  treat  this  informa- 
tion in  confidence,  24  felt  they  were  obliged 
to  report  to  government  authorities,  and 
1 man  said  he  would  follow  the  patient’s 
activities  closely  and  if  he  really  was  going 
to  the  airport,  he  would  call  in  the  F.B.I. 
There  are  times  of  course  when  the  physi- 
cians’ obligation  to  society  transcends  his 
obligation  to  keep  inviolate  the  secrecy  of 
the  consulting  room,  but  this  actual  ex- 
periment points  up  the  lack  of  unanimity 
in  the  profession.  This  is  something 
which  might  well  be  explored  by  the  physi- 
cians’ professional  groups  and  perhaps 
it  may  be  found  useful  to  consult  with  other 
disciplines  on  this  question  to  set  some 
ethical  standards. 

The  kind  of  records  the  physician  keeps 
can  be  crucial.  There  are  many  instances 
where  the  psychiatrist  knows  in  advance 
that  his  records  will  be  subject  to  subpoena. 
For  example,  a patient  involved  in  a matri- 
monial crisis  is  in  therapy  only  because 
his  spouse  has  insisted  on  it  as  a condition  of 
preserving  the  marriage;  obviously  this 
usually  just  won’t  work,  and  there  is  a 
chance  that  the  patient  will  be  involved  in 
litigation.  This  also  happens  when  a 
psychiatrist  has  reason  to  believe  that  he  is 
treating  a patient  whose  will  will  eventually 
be  contested  and  the  psychiatrist  knows 
he  will  have  to  testify  as  to  the  mental 
condition  of  the  patient. 

I suggest  that  the  physician  refrain  from 
the  kind  of  shorthand  in  record  keeping 
which  can  get  him  into  all  sorts  of  diffi- 
culties if  he  is  compelled  to  produce  the 
records  on  the  trial.  The  average  layman, 


and  I include  lawyers  and  judges  not  to 
mention  jurors,  is  usually  lost  in  terms 
which  have  specific  meaning  to  the  pro- 
fessional. Be  careful  of  popular,  overused 
expressions  which  have  definite  but  dif- 
ferent meanings  to  the  layman.  Words 
like  “neurotic,”  “normal,”  “Oedipus  Com- 
plex,” and  the  like  are  words  of  art  to 
the  physician,  but  they  also  have  meaning 
to  the  uninitiate,  and  that  meaning  is 
different  from  the  technical  meaning  the 
physician  ascribes  to  them;  to  pile  com- 
plication on  complication,  one  psychiatrist 
may  not  interpret  these  terms  as  another 
would.  Records  should  be  limited  as  far 
as  possible  to  factual  data  if  the  physician 
would  avoid  difficult  and  sometimes  em- 
barrassing cross-examination. 

While  we  are  on  the  subject  of  records,  I 
need  hardly  point  out  that  the  psychia- 
trist’s records  are  much  more  delicate  than 
those  of  the  average  physician.  Everyone 
in  the  neighborhood  knows  that  Joe  Smith 
has  broken  his  leg  if  they  see  it  in  a plaster 
cast,  but  everyone  does  not  always  know 
that  he  has  problems  of  “latent  homo- 
sexuality” or  “incest  fantasies.” 

I wish  I could  tell  physicians  how  to  make 
provision  for  the  testamentary  disposition  of 
their  files.  There  appears  to  be  no  approved 
certain  way  of  handling  this,  but  there  have 
been  several  suggestions  which  may  help. 
Perhaps  they  could  keep  a more  or  less 
current  record  of  files  to  be  destroyed  on 
their  death  or  provision  might  be  made  for 
their  executors  to  deposit  the  sealed  records 
with  a medical  society  or  a named  physi- 
cian, or  the  executor  might  be  directed  to 
deliver  them  to  a physician  of  the  patient’s 
selection.  If  a physician  has  been  called 
into  a case  by  a lawyer  or  another  phy- 
sician, he  might  provide  that  records  be 
delivered  to  them.  At  any  rate,  some 
thought  should  be  given  to  this,  for  it  is  a 
problem.  This  also  might  well  be  a sub- 
ject for  consideration  by  physicians’  pro- 
fessional societies  to  formulate  a code  of 
uniform  practice. 

Psychiatrists  in  law  enforcement  or 
prison  work  have  serious  problems  of 
ethics.  At  least  one  of  the  physicians’ 
professional  organizations  has  “deplored 
the  practice  as  an  open  breach  of  ethical 
obligation  where  a psychiatrist  acts  merely 
as  an  inquisitor.”2  They  have  said  that 
“a  spurious  confidentiality  gained  by 
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deceit  serves  the  purpose  of  transcending 
the  conventional  methods  of  establishing 
guilt  by  confession.” 

The  New  York  Court  of  Appeals  has 
condemned  the  practice  in  People  v.  Leyra, 
(302  New  York  353,  Ct.  of  Appeals  1951). 
Leyra  was  accused  of  bludgeoning  to  death 
his  aged  father  and  mother.  He  was  taken 
into  custody  after  some  notable  police 
work,  and  while  he  was  in  jail  a physician 
who,  according  to  the  record,  was  a special- 
ist in  psychiatry,  psychology,  and  psycho- 
analysis agreed  to  talk  to  Leyra.  No  one 
else  was  in  the  room  but  the  doctor  knew, 
although  Leyra  did  not,  that  the  interview 
was  being  recorded  electronically.  The 
doctor  told  Leyra  at  the  outset  that  he 
wanted  to  see  if  he  could  help  him  and  he 
began  an  hour  and  a half  interview  by  ask- 
ing about  the  defendant’s  sinus  condition 
and  other  physical  symptoms  of  illness. 
According  to  the  record,  the  doctor  told  the 
defendant  some  40  times  that  he  was  there 
to  help  him  and  that  he  was  his  doctor.  In 
the  course  of  that  long  interview  Leyra 
made  many  damaging  admissions.  The 
Court  of  Appeals  held  that  those  admissions 
were  not  properly  received  evidence;  that 
not  only  was  there  a violation  of  confidence, 
but  that  Leyra  had  been  tricked  into  mak- 
ing an  involuntary  confession  by  the  de- 
ceptive offers  of  friendship  of  the  doctor 
in,  as  the  Court  said,  “the  pseudo-confiden- 
tial atmosphere  of  physician-and-patient.” 

Another  much  more  recent  example 
where  the  same  tactics  were  used  by  the 
police  was  in  the  Ruby  case,  now  on  ap- 
peal. The  story  is  told  by  Melvin  Belli 
in  his  book  Dallas  Justice.  While  Ruby 
was  in  his  cell  awaiting  trial,  the  Sheriff 
brought  in  a psychiatrist  who,  Belli  says, 
they  told  Ruby,  was  there  to  help.  Ac- 
tually, the  psychiatrist  was  conducting 
an  examination  of  Ruby  and  on  trial  was 
allowed  to  testify  that  Ruby  was  legally 
sane.  There  is  no  physician-patient  privi- 
lege in  Texas,  so  the  testimony  was  legally 
admissible;  that  is,  it  was  admissible  if 
Ruby  was  not  tricked  into  the  same  kind 
of  involuntary  self  incrimination  the  New 
York  Court  held  was  inadmissible  in  the 
Leyra  case,  a question  which  the  Supreme 
Court  of  the  United  States  may  eventually 
decide. 

For  several  years  I have  worked  to 
convince  lawyers  of  the  need  for  inter- 


professional communication  with  medical 
discipline,  and  I am  pleased  to  report  a 
diminishing  of  the  original  hostility  there 
was  to  the  idea  that  a knowledge  of  dy- 
namics of  human  relations  is  a necessary 
working  tool  of  the  lawyer.  More  and 
more  lawyers  realize  they  don’t  handle 
cases.  They  give  help  to  people  with 
problems,  and  sometimes  they  are  not  legal 
problems.  The  wife  who  tells  her  lawyer 
she  must  separate  from  her  husband  doesn’t 
always  need  a lawyer.  If  she  wants  the 
separation  because  he  beats  her  and  she 
hates  the  abuse,  she  is  in  the  right  place 
when  she  is  in  a lawyer’s  office.  But  if 
she  really  likes  the  beatings  and  came  to 
the  lawyer  only  because  her  best  friend 
thought  legal  help  was  needed,  she  ob- 
viously needs  a different  kind  of  help. 
Lawyers  are  becoming  more  and  more 
aware  that  an  understanding  of  motivation 
is  important,  even  essential. 

There  should  be  an  increasing  exchange 
of  ideas  between  the  medical  and  legal  pro- 
fessions. Surely  physicians  realize  their 
heavy  responsibility,  for  they  are  called 
on  to  define  goals,  to  help  people  adjust 
to  our  complex  society:  to  withstand 

heavy  economic  and  social  pressures,  to 
handle  their  aggressions,  their  infantilism, 
and  atavistic  tendencies — I get  lost  in  the 
jargon.  In  other  words,  they  are  called  on 
to  help  people  to  be  “normal”;  I hope 
you’ll  forgive  an  inartistic  word.  Yet, 
though  they  have  taught  lawyers  to  recog- 
nize the  value  of  their  contribution,  they 
themselves  have  not  yet  agreed  on  a defini- 
tion of  their  most  basic  concepts.  What 
might  have  been  impertinent  from  me  may 
sound  different  if  I quote  from  a bulletin  of 
one  of  the  very  respected  groups  which  is 
convening  a meeting  of  psychiatrists  of 
every  persuasion  to  unite  in  an  exploration 
of  the  “social,  economic  and  psychological 
configurations  which  are  in  part  or  whole 
within  the  domain  of  mental  health  pro- 
fessionals.” 

We  have  all  benefited  so  much  by  physi- 
cians’ dedication  and  research.  They  have 
given  us  psychotherapy,  chemotherapy, 
psychological  testing,  psychosomatic  medi- 
cine, neurology,  and  psychology,  without 
which  our  culture  would  still  be  in  the  dark- 
ness of  the  Middle  Ages.  But  they  have 
much  yet  to  accomplish.  A psychiatrist 
told  me  only  last  night  that  some  of  his 
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colleagues  don’t  realize  that  their  patients 
have  bodies;  Jung  criticized  Freud  because 
to  Freud  the  brain  was  merely  an  ap- 
pendage to  the  genital  organs. 

The  physical  sciences  which  have  har- 
nessed nuclear  force  are  as  nothing  to  the 
medical  science  which  has  such  an  in- 
fluence on  men’s  minds  and  culture. 

Surely  physicians  are  aware  that  even 
sophisticated  outsiders  are  confused  by 
what  they  call  the  fragmentation  of  the 
medical  profession.  I suggest  that  this 


science  should  now  be  mature  enough,  for 
it  is  old  enough,  to  define  its  basic  concepts 
in  universally  understood  terms  so  that 
the  physicians’  technics  can  be  utilized 
in  the  many  other  areas  affected  by  their 
work. 
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Necrology 


Ednita  P.  Bernabeu,  M.D.,  of  New  York  City, 
died  on  January  4 at  the  age  of  forty-five.  Dr. 
Bernabeu  graduated  in  1946  from  New  York 
Medical  College.  She  was  an  adjunct  pediatric 
psychiatrist  at  Lenox  Hill  Hospital  Outpatient 
Department.  Dr.  Bernabeu  was  a member  of 
the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Joshua  Heschel  Bernstein,  M.D.,  of  New 

York  City,  died  on  July  29  at  the  age  of  sixty- 
nine.  Dr.  Bernstein  received  his  medical  degree 
from  the  University  of  Frankfurt  in  1923.  He 
was  a Diplomate  of  the  American  Board  of 
Radiology  and  a member  of  the  New  York 
County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American 
Medical  Association. 

Everett  Mortimer  Bessie,  M.D.,  of  New  York 
City,  died  on  May  25  at  the  age  of  sixty-six. 
Dr.  Bessie  graduated  in  1924  from  Columbia 
University  College  of  Physicians  and  Surgeons. 
He  was  an  attending  surgeon  at  Physicians 
Hospital,  Jackson  Heights.  Dr.  Bessie  was  a 
Fellow  of  the  American  College  of  Surgeons,  a 
Fellow  of  the  International  College  of  Surgeons, 
and  a member  of  the  New  York  Academy  of 
Medicine,  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Joseph  Coleman,  M.D.,  of  New  York  City, 
died  on  May  27  at  the  age  of  eighty-five.  Dr. 
Coleman  graduated  in  1904  from  the  University 
of  Maryland  School  of  Medicine  and  College  of 
Physicians  and  Surgeons.  He  was  an  honorary 
senior  assistant  attending  surgeon  at  New  York 
Eye  and  Ear  Infirmary.  Dr.  Coleman  was  a 
member  of  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Meyer  Damesek,  M.D.,  of  Flushing,  died  on 
May  22  at  the  age  of  fifty-five.  Dr.  Damesek 
received  his  medical  degree  from  the  University 
of  Bologna  in  1937.  He  was  an  attending 
anesthesiologist  at  Creedmoor  State  and  Kew 
Gardens  General  Hospitals  and  an  assistant 
adjunct  anesthesiologist  at  the  Bronx-Lebanon 
Hospital  Center.  Dr.  Damesek  was  a member 
of  the  American  Society  of  Anesthesiologists, 
Inc.,  the  American  Geriatrics  Society,  the  New 
York  State  Society  of  Anesthesiologists,  the 
Medical  Society  of  the  County  of  Queens,  the 


Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Ralph  Deutsch,  M.D.,  of  Brooklyn  and  North 
Woodmere,  died  on  February  6 at  the  age  of 
sixty.  Dr.  Deutsch  graduated  in  1931  from 
Long  Island  College  Medical  School.  He  was 
an  assistant  attending  physician  in  general 
practice  at  Brookdale  Hospital  and  Brookdale 
Hospital  Outpatient  Department,  Peninsula 
General  and  St.  Joseph’s  (Far  Rockaway) 
Hospitals.  Dr.  Deutsch  was  a member  of  the 
American  Geriatrics  Society,  the  New  York 
Cardiological  Society,  the  Medical  Society  of  the 
County  of  Kings,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

William  Joseph  Delaney,  M.D.,  of  North- 
port,  died  on  July  12  at  the  age  of  eighty-five. 
Dr.  Delaney  graduated  in  1901  from  Long 
Island  College  Hospital  Medical  School.  He 
was  an  honorary  attending  physician  at  Hunt- 
ington Hospital.  Dr.  Delaney  was  a member  of 
the  Suffolk  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Wolf  J.  Domsky,  M.D.,  of  Brooklyn,  died  on 
April  1 at  the  age  of  sixty-six.  Dr.  Domsky 
graduated  in  1926  from  New  York  Homeopathic 
Medical  College  and  Flower  Hospital. 

John  James  Donlon,  M.D.,  of  Rockville 
Centre  and  Brooklyn,  died  on  June  19  aboard  the 
S.S.  Statendam  at  the  age  of  fifty- two.  Dr. 
Donlon  graduated  in  1938  from  Georgetown 
University  School  of  Medicine.  He  was  an 
attending  otolaryngologist  at  the  Hospital  of  the 
Holy  Family,  a consulting  otolaryngologist  at 
Mercy  (Rockville  Centre)  and  South  Nassau 
Communities  Hospitals,  a consulting  otorhino- 
laryngologist  at  Brunswick  General  Hospital, 
and  director  of  otolaryngology  and  bronchoscopy 
at  Oyster  Bay  Hospital,  Bayville.  Dr.  Donlon 
was  a Diplomate  of  the  American  Board  of 
Otolaryngology,  a Fellow  of  the  American 
College  of  Surgeons,  a Fellow  of  the  Inter- 
national College  of  Surgeons,  and  a member  of 
the  American  Academy  of  Ophthalmology  and 
Otolaryngology,  the  American  Geriatrics  Soci- 
ety, the  American  Academy  for  Facial  Plastic 
Surgery  and  Reconstruction,  the  Pan-American 
Medical  Association,  the  Nassau  County  Medi- 
cal Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 
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Emilia  Beermann  Feibes,  M.D.,  of  Anna 
Maria,  Florida,  formerly  of  The  Bronx,  died  on 
May  22  at  the  age  of  seventy-seven.  Dr. 
Feibes  received  his  medical  degree  from  the 
University  of  Munich  in  1915.  He  was  a mem- 
ber of  the  Bronx  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Samuel  Friedman,  M.D.,  of  New  York  City, 
died  on  March  18  at  the  age  of  ninety-four.  Dr. 
Friedman  graduated  in  1895  from  Columbia 
University  College  of  Physicians  and  Surgeons. 

Maurycy  Grynbaum,  M.D.,  of  New  York 
City,  died  on  March  31  at  the  age  of  seventy- 
eight.  Dr.  Grynbaum  received  his  medical 
degree  from  the  University  of  Dorpat  in  1913. 
He  was  a member  of  the  New  York  Society  for 
Physical  Medicine  and  Rehabilitation,  the  New 
York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Mark  David  Hamburger,  M.D.,  of  The  Bronx, 
died  on  April  10  at  the  age  of  thirty.  Dr.  Ham- 
burger graduated  in  1960  from  Albert  Einstein 
College  of  Medicine.  He  had  been  on  active 
duty  as  a captain  with  the  U.S.  Army  stationed 
at  Fort  Leonard  Wood,  Missouri. 

A.  Harry  Kallet,  M.D.,  of  Hollywood, 
Florida,  formerly  of  Syracuse,  died  on  April  13 
at  the  age  of  seventy-seven.  Dr.  Kallet  gradu- 
ated in  1912  from  Syracuse  University  College 
of  Medicine.  He  was  a member  of  the  Syracuse 
Academy  of  Medicine,  the  Onondaga  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Henry  Hirsch  Kalter,  M.D.,  of  Hempstead, 
died  on  March  11  at  the  age  of  fifty-seven.  Dr. 
Kalter  received  his  medical  degree  from  the 
University  of  Munich  in  1934.  He  was  an 
attending  staff  physician  (internal  medicine)  at 
the  Long  Island  Jewish  and  St.  Francis  (Roslyn) 
Hospitals.  Dr.  Kalter  was  a Diplomate  of  the 
American  Board  of  Internal  Medicine,  a Fellow  of 
the  American  College  of  Cardiology,  a Fellow  of 
the  American  College  of  Physicians,  a Fellow 
of  the  American  College  of  Chest  Physicians, 
and  a member  of  the  American  Thoracic  Society, 
the  International  Society  of  Internal  Medicine, 
the  New  York  Academy  of  Medicine,  the 
Nassau  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Sidney  J.  Karash,  M.D.,  of  Peekskill,  died  on 
May  12  at  the  age  of  sixty-three.  Dr.  Karash 
graduated  in  1926  from  the  University  of 
Arkansas  School  of  Medicine.  He  was  an 
attending  ophthalmologist  at  Peekskill  Hospital. 
Dr,  Karash  was  a member  of  the  Westchester 


County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Joseph  Karpowski,  M.D.,  of  New  York  City 
and  Bayside,  died  on  February  18  at  the  age  of 
sixty-two.  Dr.  Karpowski  received  his  medical 
degree  from  the  University  of  Warsaw  in  1928. 
He  was  a clinical  assistant  attending  surgeon  at 
City  Hospital  at  Elmhurst.  Dr.  Karpowski 
was  a member  of  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Julius  Lehman,  M.D.,  of  The  Bronx,  died  on 
July  17  at  the  age  of  sixty-seven.  Dr.  Lehman 
graduated  in  1924  from  Long  Island  College 
Hospital  Medical  School.  He  was  an  assistant 
attending  physician  in  eye,  nose,  and  throat  at 
Morrisania  City  Hospital. 

Morris  Joseph  Leslie,  M.D.,  of  Brooklyn, 
died  on  February  17  at  the  age  of  fifty-seven. 
Dr.  Leslie  graduated  in  1933  from  University 
and  Bellevue  Hospital  Medical  College.  He 
was  a member  of  the  American  Academy  of 
General  Practice,  the  Medical  Society  of  the 
County  of  Kings,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Franz  Loose,  M.D.,  of  New  York  City,  died  on 
March  27  at  Doctors  Hospital  at  the  age  of 
sixty-five.  Dr.  Loose  received  his  medical 
degree  from  the  University  of  Wurzburg  in  1924. 
He  was  an  associate  attending  ophthalmological 
surgeon  at  Manhattan  Eye,  Ear  and  Throat 
Hospital  and  chief  of  the  Eye  Department  at 
the  Union  Health  Center  of  the  International 
Ladies  Garment  Workers  Union.  Dr.  Loose 
was  a member  of  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

David  Mandel,  M.D.,  of  The  Bronx,  died  on 
May  13  at  the  age  of  sixty-six.  Dr.  Mandel 
graduated  in  1924  from  University  and  Bellevue 
Hospital  Medical  College.  He  was  an  associate 
attending  physician  at  Lincoln  Hospital.  Dr. 
Mandel  was  a member  of  the  Bronx  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

David  Matus,  M.D.,  of  Valley  Stream,  died  on 
March  16  at  the  age  of  seventy-one.  Dr.  Matus 
graduated  in  1915  from  University  and  Bellevue 
Hospital  Medical  College.  He  was  a member 
of  the  Nassau  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Thomas  P.  McCann,  Sr.,  M.D.,  of  Seaford, 
died  on  December  17,  1964,  at  the  age  of 


2618  New  York  State  Journal  of  Medicine  / October  15,  1965 


seventy-three.  Dr.  McCann  graduated  in  1915 
from  Fordham  University  School  of  Medicine. 
He  was  a member  of  the  Medical  Society  of  the 
County  of  Queens,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Edore  Meyer,  M.D.,  of  New  York  City,  died  on 
May  12  at  the  age  of  sixty.  Dr.  Meyer  gradu- 
ated in  1933  from  Indiana  University  School  of 
Medicine.  He  was  an  assistant  attending 
neuropsychiatrist  at  City  Hospital  at  Elmhurst. 
Dr.  Meyer  was  a member  of  the  New  York 
County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American 
Medical  Association. 

Sophia  S.  Nirnblatt,  M.D.,  of  Long  Beach, 
died  on  January  15  at  the  age  of  sixty-six.  Dr. 
Nirnblatt  received  her  medical  degree  from  the 
University  of  Moscow  in  1923.  She  was  a 
clinical  assistant  attending  physician  in  general 
practice  at  Long  Beach  Memorial  Hospital. 
Dr.  Nirnblatt  was  a member  of  the  Nassau 
County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American 
Medical  Association. 

Joseph  George  Rizzo,  M.D.,  of  The  Bronx, 
died  on  May  28  at  the  age  of  fifty-four.  Dr. 
Rizzo  graduated  in  1936  from  Georgetown 
University  School  of  Medicine.  He  was  an 
attending  physician  in  orthopedics  on  the  medi- 
cal staff  of  the  Manhattan  Veterans  Administra- 
tion Regional  Office. 

Arnold  Arthur  Schillinger,  M.D.,  of  North- 
port,  died  on  July  16  at  the  Veterans  Adminis- 
tration Hospital,  Brooklyn,  at  the  age  of  fifty- 
three.  Dr.  Schillinger  graduated  in  1937  from 
St.  Louis  University  School  of  Medicine.  From 
1955  to  1964  he  had  been  director  of  the  Veterans 
Hospital  in  Northport.  Dr.  Schillinger  was  a 
Diplomate  of  the  American  Board  of  Psychiatry 
and  Neurology  (Psychiatry),  a Fellow  of  the 
American  College  of  Physicians,  and  a member 
of  the  American  Psychiatric  Association. 

John  Henry  Sefter,  M.D.,  of  Brooklyn,  died 
on  March  I at  the  age  of  sixty-three.  Dr. 
Sefter  graduated  in  1927  from  Columbia  Uni- 
versity College  of  Physicians  and  Surgeons. 
He  was  an  associate  attending  obstetrician  and 
gynecologist  at  St.  Mary’s  Hospital  and  an 
assistant  attending  obstetrician  and  gynecolo- 
gist at  Victory  Memorial  Hospital.  Dr.  Sefter 
was  a member  of  the  Medical  Society  of  the 
County  of  Kings,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Max  Edward  Selkin,  M.D.,  of  Brooklyn,  died 
on  January  14  at  the  age  of  sixty-seven.  Dr. 
Selkin  graduated  in  1924  from  New  York 
Homeopathic  Medical  College  and  Flower 


Hospital.  He  was  an  associate  attending  proc- 
tologist at  Carson  C.  Peck  Memorial  and 
Samaritan  Hospitals.  Dr.  Selkin  was  a member 
of  the  Medical  Society  of  the  County  of  Kings, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Samuel  George  Sisskind,  M.D.,  of  Brooklyn 
and  Lynbrook,  died  on  July  25  at  the  age  of 
seventy-one.  Dr.  Sisskind  graduated  in  1917 
from  Long  Island  College  Hospital  Medical 
School.  He  was  an  assistant  attending  surgeon 
at  Prospect  Heights  Hospital.  Dr.  Sisskind 
was  a member  of  the  Kings  County  Surgical 
Society,  the  Medical  Society  of  the  County  of 
Kings,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Leo  Tobias,  M.D.,  of  New  York  City,  died  on 
January  7 at  the  age  of  ninety-two.  Dr. 
Tobias  graduated  in  1897  from  Columbia  Uni- 
versity College  of  Physicians  and  Surgeons. 

George  Victor,  M.D.,  of  Laurelton,  died  on 
June  23  at  the  age  of  fifty-nine.  Dr.  Victor 
graduated  in  1929  from  Long  Island  College 
Hospital  Medical  School.  He  was  an  attending 
neuropsychiatrist  at  the  Veterans  Administra- 
tion Hospital  (Brooklyn)  Outpatient  Clinic. 
Dr.  Victor  was  a Diplomate  of  the  American 
Board  of  Psychiatry  and  Neurology  (Psychia- 
try) and  a member  of  the  American  Psychiatric 
Association. 

Manfred  Weinreb,  M.D.,  of  Brooklyn,  died 
on  April  27  at  the  age  of  fifty-eight.  Dr. 
Weinreb  received  his  medical  degree  from  the 
University  of  Vienna  in  1932.  He  was  a clinical 
assistant  attending  physician  at  Coney  Island 
Hospital  Outpatient  Department,  an  assistant 
attending  physician  in  peripheral  vascular 
disease  at  Unity  Hospital,  and  a clinical  assistant 
attending  physician  and  an  attending  physician 
in  the  Peripheral  Vascular  Clinic  at  St.  John’s 
Hospital.  Dr.  Weinreb  was  a member  of  the 
American  Geriatrics  Society,  the  Medical  Soci- 
ety of  the  County  of  Kings,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Gustav  Wendel,  M.D.,  of  Long  Island  City, 
died  on  July  26  at  the  age  of  eighty-two.  Dr. 
Wendel  received  his  medical  degree  from  the 
University  of  Giessen  in  1909.  He  was  an 
honorary  attending  obstetrician  and  gynecolo- 
gist at  Kew  Gardens  General  Hospital.  Dr. 
Wendel  was  a member  of  the  Medical  Society  of 
the  County  of  Queens,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medi- 
cal Association. 

Delmo  L.  Wetzen,  M.D.,  of  Jamestown,  died 
on  May  22  at  the  age  of  sixty-six.  Dr.  Wetzen 
graduated  in  1924  from  the  University  of 
Buffalo  School  of  Medicine.  He  was  an  attend- 
ing ophthalmologist  at  Woman’s  Christian 


October  15,  1965  / New  York  State  Journal  of  Medicine  2619 


Association  and  Jamestown  General  Hospitals. 
Dr.  Wetzen  was  a member  of  the  Jamestown 
Academy  of  Medicine,  the  Chautauqua  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Samuel  Zeiger,  M.D.,  of  Miami  Beach, 
Florida,  formerly  of  Brooklyn,  died  on  April  29 


Stress,  tobacco, 
and  coronary  disease 

In  a study  of  possible  interrelationships  of  job 
stress,  tobacco  smoking,  and  prevalence  of 
coronary  artery  disease,  questionnaires  were 
sent  to  almost  12,000  persons  in  the  professions 
of  medicine,  law,  dentistry,  and  stock  exchange 
activity.  From  the  results,  it  was  concluded 
that  emotional  stress  may  be  an  accelerating 
factor  in  atherogenesis  when  the  diet  is  high  in 
animal  fat.  Smoking  patterns  in  the  individual 
or  group  may  provide  an  index  to  the  degree  of 
stress  with  those  under  greater  tension  tending 
to  smoke  more;  while  smoking  may  be  im- 
plicated in  the  pathogenesis  of  coronary  heart 
disease,  the  relationship  is  unclear.  For  ex- 
ample, there  was,  in  this  series,  a higher  preva- 
lence of  coronary  heart  disease  among  those  who 
had  never  smoked  than  among  those  who  had 
once  smoked  and  later  given  it  up.  No  ex- 
planation is  at  hand  for  this  anomaly;  possibly, 
quitting  the  habit  may  reverse  its  deleterious 
effects  and  cause  relative  “immunity”  to  heart 
disease.  On  the  other  hand,  the  ability  to 
quit  may  imply  a resilient  personality  response 
to  stress  and  less  susceptibility  to  atherogenic 
influences. 

According  to  H.  I.  Russek,  M.D.,  writing  in  a 
recent  issue  of  the  Journal  of  the  American 


at  the  age  of  sixty.  Dr.  Zeiger  graduated  in 
1930  from  the  University  of  Maryland  School  of 
Medicine  and  College  of  Physicians  and  Sur- 
geons. He  had  been  an  assistant  attending 
physician  at  Coney  Island  Hospital.  Dr. 
Zeiger  was  a member  of  the  Medical  Society  of 
the  County  of  Kings,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 


Medical  Association,  standard  directories  of  the 
various  professional  groups  were  used  and  the 
names  chosen  at  random.  Under  each  general 
professional  group,  specific  occupational  cate- 
gories were  arranged  according  to  stress  de- 
mands both  by  the  author  and  qualified  inde- 
pendent judges.  In  each  professional  group, 
general  practice  was  assigned  the  highest  stress 
level,  and  selected  specialties  were  ranked  under 
it  according  to  occupational  stress.  In  medi- 
cine for  example,  anesthesiology  ranked  directly 
after  general  practice,  pathology  next,  and  then 
dermatology.  The  questionnaire  was  aimed 
primarily  at  the  hereditary  background,  preva- 
lence of  coronary  or  hypertensive  heart  disease 
or  both,  and  the  time  of  onset  in  relation  to  the 
selected  class  of  work. 

The  most  striking  finding  was  the  tendency  of 
coronary  heart  disease  incidence  to  advance 
with  stress  rank.  The  gradient  was  quite  con- 
sistent within  the  age  groups.  The  general 
practitioners  in  each  of  the  fields  of  medicine, 
dentistry,  and  law  showed  prevalence  rates  for 
coronary  disease  two  to  three  times  those  of  the 
specialists  selected  for  survey.  Always,  the 
prejudged  ranking  by  stressfulness  correlated 
remarkably  with  the  relative  prevalence  of 
coronary  heart  disease  in  the  respective  cate- 
gories. Heredity  or  diet  did  not  appear  to  be 
related  to  the  unequal  distribution  of  coronary 
heart  disease  among  the  various  categories  of 
professional  practice. 
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Medical  Meetings 


Downstate  Medical  Center  announces 
postgraduate  program 

The  Downstate  Medical  Center  has  an- 
nounced its  postgraduate  program  for  the  1965- 
1966  academic  year.  Courses  will  be  open  to 
all  physicians  certified  by  the  State  Board  of 
Medical  Examiners  of  the  State  of  New  York  in 
the  area  covered  by  the  course,  to  all  residents 
in  positions  approved  by  the  accepted  national 
accrediting  agency,  and  to  others  by  special 
arrangement. 

Courses,  date  on  which  they  begin,  and  fee  if 
there  is  one  are  as  follows:  Seminars  in  Psycho- 

dynamically-Oriented  Psychotherapy,  October 
26;  Teaching  Day  in  Rheumatic  Disease, 
November  17;  Surgical  Anatomy,  January  17, 
$100;  Dermatology,  November  3;  Rehabili- 
tation Medicine,  April  6,  $20;  Intensive 

Seminar  in  Pediatrics,  May  22,  $50;  Seminars 
in  Treatment  and  Rehabilitation  of  Selected 
Chronic  Diseases,  dates  to  be  announced; 
Paget’s  Disease  of  Bone,  dates  to  be  announced, 
$15;  and  Advanced  Seminars  in  Group  Psy- 
chotherapy, dates  to  be  announced. 

Registration  is  limited.  Information  about 
the  courses  and  application  forms  for  admission 
may  be  obtained  by  writing  or  calling:  Office 

of  Postgraduate  Education,  Downstate  Medical 
Center,  450  Clarkson  Avenue,  Brooklyn,  New 
York  11203.  The  telephone  number  is  UL 
6-2020. 


Symposium  to  examine 
pediatric  allergy  and  asthma 

The  Asthmatic  Center  of  Children’s  Heart 
Hospital  in  Philadelphia  will  hold  its  fourth 
Annual  Asthma  Symposium  on  November  3 
and  4.  The  first  day’s  program  will  cover  the 
general  principles  of  allergic  disease  and  their 
application  to  clinical  problems.  Rehabilita- 
tive care  of  the  intractable  asthmatic  child  will 
be  studied,  including  case  discussions,  with  re- 
gard to  the  role  of  the  pediatrician  and  allergist. 
There  will  be  special  discussions  on  newer  prin- 
ciples of  desensitization.  Also  to  be  discussed 
are  bronchopulmonary  disease  as  a result  of  air 
pollution,  epidemics  of  bronchial  asthma  with 
regard  to  air  pollution,  and  weather  parameters 
and  application  of  more  recent  environmental 
control  measures  in  intractable  asthma. 

The  second  day  will  include  talks  on  the  gen- 
eral principles  of  allergic  disease  as  applied  to 
allergy  studies,  demonstrations  of  allergy  testing 

Material  for  inclusion  in  the  medical  meetings  section  must 
be  received  six  weeks  prior  to  publication  date. 


methods,  review  of  the  interpretation  of  testing, 
and  immunoelectrophoresis  in  pediatric  allergy. 

Inquiries  should  be  addressed  to:  Leonard 

5.  Girsh,  M.D.,  3701  North  Broad  Street,  Phila- 
delphia, Pennsylvania. 

Meeting  discusses 
dermatologic  difficulties 

A meeting  to  examine  the  pitfalls  in  dermato- 
logic pathology  will  be  held  November  5 at 
10:00  a.m.  in  the  “E”  Building  auditorium  of 
Kings  County  Hospital,  451  Clarkson  Avenue, 
Brooklyn,  New  York  11203.  Guest  speaker  will 
be  Morris  J.  Rothstein,  M.D.,  associate  pro- 
fessor of  clinical  dermatology,  New  York  Uni- 
versity Medical  School.  The  meeting  is  being 
held  under  the  auspices  of  the  Division  of 
Dermatology  of  the  Department  of  Medicine, 
State  University  of  New  York,  Downstate 
Medical  Center. 

Conference  on  cancer  of  the 
gastrointestinal  tract 

Four  New  York  doctors  will  participate  in  the 
Tenth  Annual  Clinical  Conference  on  cancer  of 
the  gastrointestinal  tract  sponsored  by  the 
University  of  Texas,  M.D.  Anderson  Hospital 
and  Tumor  Institute  in  Houston.  Henry 
Colcher,  M.D.,  associate  clinical  professor  of 
medicine,  Columbia  University  College  of  Physi- 
cians and  Surgeons,  New  York  City,  will  speak 
on  “The  Use  of  Cinegastroscopy  in  the  Differen- 
tial Diagnosis  of  Gastric  Tumors”;  Charles  A. 
Flood,  M.D.,  professor  of  clinical  medicine, 
Columbia  University  College  of  Physicians  and 
Surgeons,  on  “Premalignant  Lesions  of  the 
Stomach”;  James  J.  Nickson,  M.D.,  chair- 
man, Department  of  Radiation  Therapy, 
Memorial  Hospital  for  Cancer  and  Allied  Dis- 
eases, New  York  City,  on  “Use  of  X-Ray  Ther- 
apy in  Treatment  of  Pancreatic  Carcinoma,” 
“X-Ray  Therapy  in  the  Treatment  of  Eso- 
phageal Carcinoma,”  and  “Preoperative  X-Ray 
Therapy  in  the  Treatment  of  Carcinoma  of  the 
Rectum”;  and  George  T.  Pack,  M.D.,  Pack 
Medical  Group,  New  York  City,  on  “The  Man- 
agement of  Primary  and  Metastatic  Cancers  of 
the  Liver.” 

The  conference  will  be  held  November  5 and 

6.  Members  of  the  American  Academy  of 

General  Practice  can  receive  nine  hours  of 
credit  for  attendance.  Further  information 
may  be  obtained  by  writing:  The  University 

of  Texas,  M.D.  Anderson  Hospital  and  Tumor 
Institute,  Texas  Medical  Center,  Houston, 
Texas  77025. 
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Tumor  conferences  and 
scanning  syposium 

The  Long  Island  Jewish  Hospital  is  sponsor- 
ing two  tumor  conferences.  The  first  will  be 
held  on  November  18.  Speaker  will  be 
Alexander  Brunschwig,  M.D.,  professor  of 
clinical  surgery,  Cornell  University  Medical 
College,  on  “The  Surgery  of  Metastatic  Cancer.” 
The  second  conference  is  scheduled  for  December 
2 and  will  hear  Irving  Ariel,  M.D.,  associate 
clinical  professor,  New  York  Medical  College, 
discuss  “Composite  Therapy-Surgery,  Radia- 
tion, and  Chemotherapy-in  the  Treatment  of 
Cancer.” 

The  hospital  is  also  planning  a scanning  sym- 
posium for  December  9.  Harold  Sage,  M.D., 
associate  professor  of  surgery,  New  York  Uni- 
versity School  of  Medicine,  will  discuss  “Radio- 
isotope Studies  of  Lymphatics  and  Lymph 
Nodes.” 

For  further  information  contact:  Leonard 

B.  Goldman,  M.D.,  Radiation  Medicine  Depart- 
ment, The  City  of  New  York  Department  of 
Hospitals,  Queens  Hospital  Center,  82-68  164th 
Street,  Jamaica,  New  York. 

December  pediatric  lectures 

December  lectures  in  the  Pediatric  Post- 
graduate Program  of  Maimonides  Hospital  of 
Brooklyn  include  the  following:  December  7: 

“Simplified  Fluid  Therapy  in  Pediatrics,”  by 


Vincent  dePaul  Larkin,  M.D.,  clinical  professor 
of  pediatrics,  Downstate  Medical  Center; 
December  14:  “Rehabilitation  of  the  Disabled 

Child,”  by  Leon  Greenspan,  M.D.,  director  of 
clinical  services,  children’s  division,  New  York 
University  Medical  Center;  and  December  21: 
clinical  pathologic  conference. 

Lectures  begin  at  10:00  a.m.  in  the  solarium 
of  Maimonides  Hospital. 

Courses  to  study  radioactive  isotopes 

The  Nuclear  Medicine  Division  of  the  Queens 
Hospital  Center  announces  two  courses  for  the 
study  of  radioactive  isotopes  to  be  offered  in  the 
present  academic  year.  Radioactive  Isotopes 
for  Technicians  will  stress  the  medical  applica- 
tion of  radioactive  isotopes  as  well  as  health  and 
safety  measures.  Meetings  will  be  held  on 
Wednesday  afternoons  from  1:00  to  5:00  p.m. 
The  spring  session  of  the  course  is  from  April  6 
through  May  25.  Tuition  is  $100. 

. A course  in  the  Medical  Uses  of  Radioactive 
Isotopes  will  consist  of  lectures,  laboratory  exer- 
cises, and  clinical  management  of  patients.  The 
course  is  scheduled  for  February  1 through  June 
7 and  will  meet  once  a week  from  1:00  to  6:00 
p.m.  Tuition  is  $275. 

For  further  information  contact:  Leonard  B. 

Goldman,  M.D.,  Radiation  Medicine,  Educa- 
tional Coordinator,  The  Long  Island  Jewish 
Hospital,  Queens  Hospital  Center  Affiliation, 
82-68  164th  Street,  Jamaica,  New  York  11432. 


Share 

Your 

Medical 

Journals 

With 


Colleagues 

Overseas 


The  doctors  of  the  U.S.A.  are  being  asked  to  send  their  medical  journals — 
after  they  have  read  them — to  colleagues  overseas  (Asia,  Latin  America, 
and  Africa)  who  wish  to  have  access  to  current  medical  literature  but, 
either  because  of  currency  regulations  or  actual  cost  involved,  cannot 
themselves  subscribe  to  medical  periodicals.  We  can  supply  you  with 
the  name,  address,  and  medical  specialty  of  doctors  in  these  areas  who 
would  be  happy  to  receive  these  much  wanted  journals,  particularly 
specialty  journals. 

This  is  a direct  “Doctor-to-Doctor”  program  which  is  being  promoted  by 
the  United  States  Committee  of  The  World  Medical  Association  to  help 
alleviate  the  lack  of  current  medical  publications  and  to  further  inter- 
national good  will.  Your  cooperation  in  this  program  will  be  greatly 
appreciated  and  your  contact  with  these  colleagues  in  other  countries,  we 
can  assure  you,  will  prove  very  gratifying.  If  you  wish  to  participate  in 
this  program,  send  your  name,  address,  and  titles  of  journals  you  will 
contribute  to  United  States  Committee,  The  World  Medical  Association. 
10  Columbus  Circle,  New  York  19,  New  York. 
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Books  Received 


The  following  books  were  received  during  the  month  of  August,  1965.* 


Accident  Surgery.  Volume  Three.  Edited 
by  H.  Fred  Moseley,  D.M.  Octavo  of  362 
pages,  illustrated.  New  York,  Appleton-Cen- 
tury-Crofts,  1965.  Cloth,  $12. 

Common  Colds  and  Related  Diseases.  By 

D.  A.  J.  Tyrrell,  M.D.  Octavo  of  197  pages, 
illustrated.  Baltimore,  The  Williams  & Wilkins 
Company,  1965.  Cloth,  $9.00. 

Topics  in  Public  Health.  By  J.  M.  Mackin- 
tosh, M.D.  Octavo  of  293  pages.  Edinburgh, 

E.  & S.  Livingstone  Ltd.  (Baltimore,  The 
Williams  & Wilkins  Company),  1965.  Cloth, 
$9.00. 

Fundamental  Techniques  of  Plastic  Sur- 
gery and  their  Surgical  Applications.  By 

Ian  A.  McGregor,  M.B.  Third  edition.  Octavo 
of  300  pages,  illustrated.  Baltimore,  The 
Williams  & Wilkins  Company,  1965.  Cloth, 
$9.00. 

Biophysical  Mechanisms  in  Vascular  Ho- 
meostasis and  Intravascular  Thrombosis. 

Edited  by  Philip  N.  Sawyer,  M.D.  Octavo  of 
379  pages,  illustrated.  New  York,  Appleton- 
Century-Crofts,  1965.  Cloth,  $8.95. 

Surgery  in  America:  From  the  Colonial 

Era  to  the  Twentieth  Century.  Selected 
Writings.  Edited  by  A.  Scott  Earle,  M.D. 
Octavo  of  280  pages,  illustrated.  Philadelphia, 
W.  B.  Saunders  Company,  1965.  Cloth,  $8.50. 

Electrocardiography  and  Vectorcardiog- 
raphy; Instrumentation,  Fundamentals, 
and  Clinical  Applications.  By  Lawrence  E. 
Lamb,  M.D.  Quarto  of  609  pages,  illustrated. 
Philadelphia,  W.  B.  Saunders  Company,  1965. 
Cloth,  $17. 

Understanding  Surgery.  Edited  and  Com- 
piled by  Dr.  Robert  E.  Rothenberg.  Octavo  of 
717  pages,  illustrated.  New  York,  Trident 
Press,  1965.  Cloth,  $6.95. 

Management  of  Emotional  Problems  of 
Children  and  Adolescents.  By  A.  H.  Chap- 
man, M.D.  Octavo  of  315  pages,  illustrated. 
Philadelphia,  J.  B.  Lippincott  Company,  1965. 
Cloth,  $9.50. 

The  Remote  Effects  of  Cancer  on  the 
Nervous  System.  Edited  by  Lord  Brain, 

* Books  received  for  review  are  acknowledged  promptly  in 
this  column.  No  other  obligation  is  assumed  for  the  courtesy 
of  those  sending  them  for  this  purpose.  Selection  for  review 
is  made  on  the  basis  of  merit  and  reader  interest. 


D.M.,  and  Forbes  H.  Norris,  Jr.,  M.D.  The 
Proceedings  of  a Symposium  Sponsored  by 
the  Division  of  Neurology,  Department  of 
Medicine,  University  of  Rochester  School  of 
Medicine  & Dentistry,  30  September  and  1 
October  1964.  Quarto  of  230  pages,  illus- 
trated. New  York,  Grune  & Stratton,  1965. 
Cloth,  $14.75. 

The  Management  of  Fractures  and  Soft 
Tissue  Injuries.  By  the  American  College  of 
Surgeons  Committee  on  Trauma.  Second  Edi- 
tion. Based  on  an  Outline  of  the  Treat- 
ment of  Fractures — Eighth  Edition,  and 
Early  Care  of  Acute  Soft  Tissue  Injuries — 
Third  Edition.  Octavo  of  365  pages,  illus- 
trated. Philadelphia,  W.  B.  Saunders  Com- 
pany, 1965.  Cloth,  $7.50. 

Current  Surgical  Management  III.  A 
Book  of  Alternative  Viewpoints  on  Contro- 
versial Surgical  Problems.  Edited  by  Edwin 
H.  Ellison,  M.D.,  Stanley  R.  Friesen,  M.D.,  and 
John  H.  Mulholland,  M.D.  Octavo  of  519 
pages,  illustrated.  Philadelphia,  W.  B.  Saun- 
ders Company,  1965.  Cloth,  $11.50. 

1964-1965  Collected  Papers  in  Medicine 
from  the  Mayo  Clinic  and  the  Mayo  Foun- 
dation— Volume  56.  Compiled  by  Werner 
Heidel,  M.D.  Octavo  of  556  pages,  illustrated. 
Philadelphia,  W.  B.  Saunders  Company,  1965. 
Cloth,  $13.50. 

1964-1965  Collected  Papers  in  Surgery  from 
the  Mayo  Clinic  and  the  Mayo  Founda- 
tion— Volume  56.  Compiled  by  Werner  Hei- 
del, M.D.  Octavo  of  486  pages,  illustrated. 
Philadelphia,  W.  B.  Saunders  Company,  1965. 
Cloth,  $13.50. 

Electrocardiograms:  A Systematic  Method 
of  Reading  Them.  By  M.  L.  Armstrong, 
M.B.  Octavo  of  64  pages,  illustrated.  Bristol, 
John  Wright  & Sons  Ltd.  (Baltimore,  The 
Williams  & Wilkins  Company),  1965.  Cloth, 
$4.75. 

The  Art  of  General  Practice.  By  David 
Cameron  Morrell,  M.B.  Octavo  of  124  pages, 
illustrated.  Edinburgh,  E.  & S.  Livingstone 
Ltd.  (Baltimore,  The  Williams  & Wilkins 
Company),  1965.  Paper,  $5.00. 

Aging  and  Levels  of  Biological  Organiza- 
tion. Edited  by  Austin  M.  Brues  and  George 
A.  Sacher.  Octavo  of  353  pages,  illustrated. 
Chicago,  The  University  of  Chicago  Press, 
1965.  Cloth,  $5.00. 
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Mother  To  Be.  By  Carlo  Valenti,  M.D.,  and 
Constance  E.  Heilman.  Octavo  of  156  pages, 
illustrated.  New  York,  Appleton-Century- 
Crofts,  1965.  Cloth,  $3.95. 

Modern  Treatment.  Volume  2,  Number 
4,  July  1965.  Treatment  of  Diabetes 


Mellitus.  Guest  Editor  Thomas  F.  Frawley, 
M.D.  Emergency  Treatment  of  Trauma. 
Guest  Editor  Henry  C.  Cleveland,  M.D. 
Octavo.  Illustrated.  New  York,  Hoeber 
Medical  Division,  Harper  & Row,  Publishers, 
1965.  Published  Bi-Monthly  (six  numbers  a 
year).  Paper,  $16. 


Books  Reviewed 


Caring  for  Your  Disabled  Child.  By  Ben- 
jamin Spock,  M.D.,  and  Marion  O.  Lerrigo, 
Ph.D.  Octavo  of  373  pages.  New  York,  The 
Macmillan  Company,  1965.  Cloth,  $4.95. 

This  book  is  written  primarily  for  the  parents 
of  disabled  children.  It  discusses  the  psy- 
chologic and  physical  impact  of  the  child’s 
disability  as  it  affects  his  parents,  teachers, 
friends,  and  above  all,  the  child  himself. 

There  are  chapters  on  living  with  disability, 
medical  care  and  rehabilitation,  education, 
vocational  future,  and  tools  and  technics  for 
daily  living.  There  is  some  bibliography  and 
also  an  interesting  section  on  where  to  look  for 
help. 

For  the  practitioner  who  may  be  asked  by 
parents  for  books  dealing  with  problems  en- 
countered by  their  handicapped  youngster, 
this  one  may  be  used  as  a valuable  reference. — 
Stanley  S.  Lamm,  M.D. 


Aneurysms  and  Arteriovenous  Anomalies 
of  the  Brain.  By  J.  Lawrence  Pool,  M.D.,  and 
D.  Gordon  Potts,  M.D.  Octavo  of  463  pages, 
illustrated.  New  York,  Hoeber  Medical  Divi- 
sion, Harper  & Row,  1965.  Cloth,  $19.50. 

This  book  is  a carefully  planned  survey  of  the 
experiences  of  a well-known  neurosurgeon  and  a 
similarly  authoritative  neuroradiologist  which 
attempts  to  review,  after  more  than  a decade, 
the  data  concerning  their  methods  and  the 
results  of  management  of  intracranial  aneurysms 
and  arteriovenous  malformations. 

As  has  been  noted  so  constantly  in  the 
voluminous  reports  in  the  literature,  this  sum- 
mation also  presents  arguments  based  on  an 
intuitive  orientation,  because  the  authors  have 
encountered  the  same  difficult  problem  as 
others  in  establishing  satisfactory  controls 
against  which  to  offer  convincing  comparisons 
as  to  the  greater  effectiveness  of  surgical  as 


opposed  to  medical  treatment  of  these  anom- 
alies. Nevertheless,  they  favor  intracranial 
surgery  “wherever  feasible”  for  these  lesions. 

The  book  is  a useful  addition  to  the  literature 
on  this  very  knotty  problem  since  it  so  ef- 
fectively highlights  the  testy  problems  involved 
in  making  surgical  decisions.  It  clearly  points 
out  the  advances  in  surgical  technic  that  have 
lowered  the  risks  yet  leaves  the  medical  neurol- 
ogist in  no  better  position  to  offer  greater  hope 
for  survival  or  freedom  from  crippling  after- 
maths of  such  catastrophic  episodes. 

The  review  was  written  primarily  for  clini- 
cians, neurologists,  and  neurosurgeons  but  the 
authors  hope  the  pediatrician  and  the  ob- 
stetrician will  find  sufficient  data  on  the  relevant 
anatomy,  radiology,  and  diagnostic  approach  to 
alert  them.  The  complications  secondary  to 
diagnostic  procedures  are  clearly  presented  and 
should  persuade  those  who  perform  them  that 
certain  of  them  should  be  considered  part  and 
parcel  of  the  surgical  approach.  It  may  be 
emphasized  that  each  case  must  be  considered 
on  its  own  merits  and  that  the  final  decision  as 
to  management  would  require  the  combined 
cogitation  of  the  neurosurgeon  and  neurologist. 

It  is  hoped  that  the  authors  will  continue 
their  efforts  to  explore  the  possibilities  for 
reducing  the  morbidity  in  these  conditions  that 
so  often  reduce  the  physician’s  efforts  to  a 
situation  of  watchful,  hopeful  waiting  while 
symptomatic  therapy  is  offered.  It  is  as  difficult 
to  stand  and  wait  as  it  is  to  be  aggressive.  The 
data  in  this  volume  clearly  establishes  this 
fact. — Morton  H.  Hand,  M.D. 

International  Symposium  on  the  Electro- 
physiology of  the  Heart.  Held  at  the 
Istituto  di  Cardiologia  Sperimentale  dei 
Servizi  Scientifici  Simes,  Milan,  Italy. 
Edited  by  B.  Taccardi  and  G.  Marchetti. 
Octavo  of  344  pages,  illustrated.  New  York, 
Pergamon  Press,  1965.  Cloth,  $15. 
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This  book  is  an  excellent  compilation  of 
papers  and  discussions  presented  at  an  Inter- 
national Symposium  on  Electrophysiology  of 
the  Heart  held  in  Milan  in  1963.  The  papers 
are  so  arranged  that  the  reader  proceeds  logi- 
cally from  the  cellular  and  subcellular  anatomic 
basis  for  excitability  to  the  newer  information 
concerning  membrane  physiology,  single  fiber 
potentials,  and  the  mechanism  of  spread  of 
excitation  through  heart  muscle. 

An  excellent,  well-illustrated  account  of  the 
anatomy  of  the  human  cardiac  conduction  sys- 
tem precedes  the  presentation  of  newer  knowl- 
edge on  the  genesis  of  the  canine  and  human 
electrocardiogram  which  is  based  on  multiple, 
simultaneously  recorded  surface  and  transmural 
electrograms.  Preliminary  observations  on  the 
spread  of  the  excitation  wave  in  right  ventricular 
hypertrophy  illustrate  the  application  of  experi- 
mental technics  to  the  human  heart,  exposed 
for  the  surgical  treatment  of  congenital  heart 
disease. 

This  book  is  really  a sequel  to  the  symposium 
on  “The  Electrophysiology  of  the  Heart,”  held 
in  the  U.S.A.  in  1956  and  published  by  the  New 
York  Academy  of  Sciences  (Ann.  of  N.Y.  Acad, 
of  Sciences,  65:  653-1146,  1957).  The  newer 
developments  in  the  field  of  electrophysiology 
are  made  available  to  the  cardiologist  or  in- 
ternist interested  in  the  genesis  of  the  electro- 
cardiogram.— Irving  G.  Kroop,  M.D. 


Hemoglobin,  Its  Precursors  and  Metab- 
olites. Edited  by  F.  William  Sunderman, 
M.D.,  and  F.  William  Sunderman,  Jr.,  M.D. 
Quarto  of  360  pages,  illustrated.  Philadelphia, 
J.  B.  Lippincott  Company,  1964.  Cloth,  $16. 

This  fourth  monograph  of  an  applied  seminar 
of  the  Association  of  Clinical  Scientists  belongs 
on  the  shelf  for  ready  reference  by  all  labora- 
tories from  the  lowliest  to  those  of  highest  re- 
search. The  Sunderman  style  complete  in 
current  information  has  their  usual  excellence 
and  high  standards  in  style  and  format  as  well. 
It  reads  easily  and  is  accurate  from  simple 
measurements  of  hemoglobin  to  more  complex 
procedures  not  currently  in  use  but  which  are 
assuming  a vital  role  in  diagnostic  procedures. 
Of  especial  interest  are  differential  diagnosis  of 
hemolytic  anemias  even  measurements  of 
carbon  monoxide  production,  chromatographic, 
electrophoretic,  and  immunochemical  recogni- 
tion of  hemoglobins  and  myoglobins,  “peptide 
fingerprinting”;  iron  overload,  serum  iron 
binding  capacity  in  relation  to  tissue  utilization 
of  iron,  radioisotopic  measurement  of  ferro- 
kinetics  and  erythrocyte  distribution,  B12, 
FIGLU,  and  folic  acid  assay;  porphyrin  bio- 
synthesis and  measurements,  biliary  con- 
stituents and  related  diseases,  erythropoietin 
alterations  and  their  causes;  serum  haptoglobins 
as  well  as  erythrocyte  glucose-6-phosphate  de- 
hydrogenase activity. — Bernard  Seligman, 
M.D. 

New  Perspectives  in  Psychoanalysis.  San- 


dor  Rado  Lectures  1957-1963.  Edited  by 
George  E.  Daniels,  M.D.  Octavo  of  328  pages. 
New  York,  Grune  & Stratton,  1965.  Cloth, 
$9.50. 

For  a good  many  years  Dr.  Sandor  Rado  has 
been  a teacher  and  researcher  in  the  field  of 
psychoanalysis.  He  has  inspired  hundreds  of 
analysts  with  his  witty  and  brilliant  elucida- 
tion of  analytic  problems.  This  book  is  dedi- 
cated to  his  many  achievements. 

It  is  edited  by  one  of  his  colleagues  and  con- 
sists of  a series  of  lectures  given  by  distinguished 
analysts,  each  of  whom  has  done  fundamental 
work  in  the  field  of  analysis. 

One  only  has  to  look  at  the  index  of  the 
chapters  to  realize  the  importance  of  the  con- 
tributions— “Analysis  of  Dream  Censorship,” 
by  Dr.  Thomas  M.  Franch;  “Unexplored  Areas 
in  Psychoanalytic  Theory  and  Treatment,”  by 
Dr.  Franz  Alexander;  “Reflections  of  the 
Integrative  Processes,”  by  Dr.  Abram  Kardiner; 
to  mention  only  a few. 

The  book  will  be  of  great  interest  not  only  to 
students  and  followers  of  Dr.  Rado  but  to  all 
who  are  involved  in  the  treatment  of  patients 
with  psychoanalysis. — Joseph  L.  Abramson, 
M.D. 


The  Surgical  Clinics  of  North  America. 
Nationwide  Number.  October,  1962.  Re- 
cent Advances  in  Surgery  of  the  Gastro- 
intestinal Tract.  Robert  Turell,  M.D.,  Guest 
Editor.  Octavo.  Philadelphia,  W.  B.  Saun- 
ders Company,  1962.  Published  Bimonthly 
(six  numbers  a year).  Cloth,  $18  net;  paper, 
$15  net. 

“The  Surgical  Clinics  of  North  America”  is 
published  every  other  month.  There  is  a choice 
of  either  cloth-bound  or  paper-bound  copies. 
On  the  back  are  the  volume  number,  month, 
year,  and  a title  which  indicates  the  subjects 
presented.  These  data  are  valuable  and  helpful 
when  the  book  is  to  be  used  for  reference. 

There  is  an  introduction  to  each  volume 
written  by  an  outstanding  surgeon  interested  in 
the  subject  which  is  being  presented. 

There  are,  usually,  25  to  35  contributors  to 
each  volume  who  are  distinguished  specialists 
in  their  particular  field  of  surgery. 

The  subjects  presented  are  varied  as  is  il- 
lustrated by  the  listing  of  recent  symposia: 
“Orthopedic  Management — Principles  and  Al- 
ternative Techniques”;  “Applied  Physiology 
in  Surgical  Disease”;  “Surgery  of  the  Endocrine 
Glands”;  “Progress  in  Gynecology  and  Ob- 
stetrics”; “Methods  of  Improving  Morbidity 
and  Mortality  Rates  in  Standard  Operations.” 

The  “Surgical  Clinics”  are  invaluable  to  the 
student  as  well  as  to  the  practitioner  of  surgery. 
The  subject  matter  is  always  up  to  date  and  the 
references  are  complete.  There  is  an  index 
volume  which  appears  several  times  a year  for 
ready  and  easy  reference. 

The  reviewer  recommends,  highly,  these 
volumes  which  are  a genuine  asset  to  one’s 
surgical  library. — Merrill  N.  Foote,  M.D. 
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PHYSICIANS  WANTED 


INTERNSHIPS-AMA  APPROVED  ROTATING.  ST. 
Joseph’s  Hospital.  Yonkers,  New  York.  Accredited  165 
bed  hospital.  Integrated  educational  program  organized 
by  Director  of  Medical  Education:  abundant  in-patient 

and  out-patient  material  for  clinical  training.  Annual 
stipend  $4800,  plus  modern  living  accommodations.  Open- 
ings for  July  1966.  ECFMG  certificate  required.  Apply 
Administrator,  St.  Joseph’s  Hospital,  Yonkers,  N.  Y. 


MEDICAL  DIRECTOR  WANTED:  FOR  OUTPATIENT 
rehabilitation  center;  physiatrist,  qualified  or  Board 
certified.  Must  have  New  York  State  license.  Salary 
$20,000  and  up,  depending  on  qualifications,  plus  liberal 
fringe  benefits.  Box  227,  % NYSJM. 


WANTED:  PEDIATRICIAN,  BOARD  CERTIFIED  OR 
eligible,  by  11  man  multispecialty  group  in  university  city 
in  Southwestern  New  York  State,  in  the  heart  of  a recrea- 
tion and  industrial  area.  Starting  first  year  salary  $18,000. 
Full  partner  after  two  years.  Box  235,  % NYSJM. 


GENERAL  PRACTITIONER  WANTED:  SOLO,  32 

year  old  general  practitioner  needs  an  associate  for  his 
busy  practice.  Obstetrics  also  required.  Small,  nice  town 
25  miles  from  New  York  City  on  the  New  York  State 
Thruway.  Modern  hospital.  914  ME  1-1535. 


UPSTATE  NEW  YORK  COMMUNITY  NEEDS  PHYS- 
ician.  Near  Lake  Ontario,  heart  of  dairy  and  fruit  farm- 
ing area.  Attractive  home  available.  Excellent  schools. 
Unlimited  practice.  Also  in  need  of  a dentist.  Please 
reply  to  Mr.  John  Hall,  Red  Creek,  N.Y.  13143. 


ORTHOPEDIC  SURGEON,  BOARD  ELIGIBLE  OR 
certified  associate,  leading  to  partnership  with  established 
Board  orthopedic  surgeon  engaged  in  steadily  increasing 
private  practice,  in  Queens,  Long  Island,  N.Y.C.  Good 
opportunity.  Box  252,  % NYSJM. 


EXCELLENT  OPPORTUNITY  FOR  GENERAL  PRAC- 
titioner,  Margaretville,  New  York.  Urgently  needed  due  to 
recent  vacancies.  Hospital  fully  accredited.  Recreation 
center,  adequate  educational  and  social  activities.  Min- 
imum income  guarantee.  New  building  program  initiated. 
W.  B.  Sheldon,  Admin.,  Margaretville  Hospital. 


ANESTHESIA— FOR  SURGERY  AND/OR  OBSTET- 
rics.  Full  or  part  time  positions,  New  York  City  licensed 
physicians.  Call  days:  H.  C.  Berger,  M.D.,  IL  7-1300. 


CHIEF  PHYSICAL  THERAPIST:  SEEKS  SELF- 

directed,  seasoned  therapist  with  administrative  initiative 
and  imagination  to  coordinate  department  of  15  physical 
therapists.  Must  be  capable  of  expanding  staff  and  pro- 
grams in  1800  bed  teaching  and  research  chronic  disease 
center,  with  a 240  bed  rehabilitation  unit  serving  adults 
and  children.  Top  salary  depending  on  experience,  fringe 
benefits  and  colege  faculty  appointment.  Inquiries  to: 
Milton  Holtzman,  M.D.,  Chief  of  Rehabilitation  Services, 
New  York  Medical  College,  Center  for  Chronic  Disease, 
Welfare  Island,  New  York  City,  N.Y. 


PHYSICIANS  WANTED— CONT’D 


ANESTHESIOLOGIST,  BOARD  ELIGIBLE,  START 
$22-26,000.  New  department;  excellent  environment  and 
reasonable  work  load;  little  obstetrics.  Bernard  F. 
Brophey,  M.D.,  St.  Luke’s  Hospital,  Newburgh,  New  York. 


AGGRESSIVE  INTERNIST  TO  JOIN  DYNAMIC,  6 
man  multi-specialty  group  with  our  ultramodern  clinic 
and  hospital  in  Detroit  suburb.  Challenging  scientific 
environment.  Most  rewarding  financial  arrangements. 
Write  Box  254,  % NYSJM. 


AGGRESSIVE  GENERAL  PRACTITIONER  TO  JOIN 
dynamic,  6 man  multi-specialty  group  with  our  ultra- 
modern clinic  and  hospital  in  Detroit  suburb.  Challeng- 
ing scientific  environment.  Most  rewarding  financial  ar- 
rangements. Write  Box  255,  % NYSJM. 


EMERGENCY  ROOM  PHYSICIANS  WANTED. 
Group  in  formation.  Full  time,  no  private  practice 
allowed.  Fee  for  service  with  $25,000  annual  guarantee. 
Large,  new  physical  facility  with  expanding  attendance. 
Thriving  industrial  city  with  excellent  residential  areas. 
N.Y.  State  license.  A.  J.  Graziani,  M.D.,  Chairman, 
E.  R.  Committee,  St.  Mary’s  Hospital,  Rochester,  N.Y. 


BUSY  GENERAL  PRACTITIONER  NEEDS  ASSOCI- 
ate.  Salary  open;  early  partnership.  Beautiful  offices  in 
Binghamton.  Write  particulars.  Box  256,  % NYSJM. 


ANESTHESIOLOGIST— PITTSFIELD  GENERAL  HOS- 
pital,  Pittsfield,  Massachusetts.  Position  available  Jan- 
uary 1966.  Board  eligible  or  certified.  Salary  commen- 
surate with  training  and  experience.  263  beds,  all  types  of 
surgery.  Approved  residency  training  program.  Con- 
tact W.  R.  Padget,  M.D.,  Director  of  Anesthesiology. 


PHYSICAL  MEDICINE  & REHABILITATION  RESID- 
ency- — Approved  three-year  program  with  training  in 
psychiatry;  active  PM&R  service  in  1600-bed  general 
hospital.  $4,325-$6,035;  career  $8,650-$12,075.  Con- 
tact: Wm.  Beham  Snow,  M.D.,  Chief,  PM&R  Service, 
V.A.  Hospital,  Tuskegee,  Alabama. 


EQUIPMENT 


FOR  SALE:  PICKER  60  M.A.  X-RAY  UNIT,  WITH 
Bucky  table,  Developing  tank  (10  gal.)  and  cassette 
holder.  Reasonable.  Call  EV  8-9225  (11  a.m.-2  p.m.); 
HO  5-3281  (7  p.m.-9  p.m.). 


MISCELLANEOUS 


BILLING  SERVICE-COLLECTIONS-LABOR  SAVING 
office  techniques.  A statewide  service-35  years  experience 
specializing  in  medical  accounts  assures  satisfactory  results. 
Mail  your  bill-head  for  full  details.  Crane  Discount  Corp., 
221  W.  41st  St.,  New  York,  N.  Y.  10036. 
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POSITIONS  WANTED 


MEDICAL  ASSISTANTS  AND  SECRETARIES.  LAB- 
oratory  and  X-Ray  Techs.  Well  trained  and  highly  quali- 
fied personnel  (male  & female).  Phone  CH  2-2330  Ext. 
6,  Placement  Dept.,  or  write  Eastern  School  for  Physicians’ 
Aides,  Dept.  69,  85  Fifth  Ave.,  New  York  3,  N.  Y. 
(Founded  1936  by  two  member  physicians.) 


ANESTHESIOLOGIST,  YOUNG,  MARRIED,  BOARD 
eligible,  university  trained,  desires  practice  in  New  York 
City  area  or  adjacent  communities.  Prefer  fee-for- 
service,  any  arrangement  considered.  Box  251,  % N YSJM. 


GENERAL  SURGEON,  UNIVERSITY  TRAINED,  AGE 
34,  seeks  association  preferably  in  or  near  New  York  City. 
American  Board  of  Surgery  1963.  Box  260,  % NYSJM 


GENERAL  SURGEON,  BOARD  ELIGIBLE,  AGE  39, 
family,  considerable  experience,  desires  location  in  as- 
sociation, group,  or  solo  in  New  York  State,  preferably 
New  York  City  metropolitan  area.  Box  257,  % NYSJM 


PRACTICES  FOR  SALE  OR  RENT 


LONG  ISLAND,  SOUTH  SHORE, ' ACTIVE  GENERAL 
practice,  on  main  highway,  center  of  town.  Modern,  2 
doctor,  7 room  office  attached  to  2 story  attractive  home 
with  2 car  garage  and  own  parking  area.  Immediate 
practice  and  income.  Obstetrics  if  desired.  Also  suitable 
for  specialists.  Retiring.  Box  250,  % NYSJM. 


THRIVING,  WELL  ESTABLISHED,  ACTIVE  GEN- 
eral  practice,  Nassau  County.  Excellently  equipped 
medical  office;  fine,  beautifully  landscaped,  multilevel 
brick  comer  home  with  separate  street  entrances  for 
office  and  home.  All  completely  air-conditioned.  Many 
other  advantages.  Offered  because  of  illness  in  family. 
Reasonably  priced.  Box  246,  % NYSJM. 


LUCRATIVE  GENERAL  PRACTICE  NEW  YORK 
City:  One  of  busiest  in  Queens.  More  than  30  yrs.  in 
same  location.  7 office  rooms,  fully  equipped,  incl.  X-ray. 
On  account  of  disability,  successor  or  associate  wanted. 
If  desired,  5 room  attached,  luxurious  apartment  also 
available.  Box  253,  % NYSJM. 


DERMATOLOGY:  EAST  BRONX.  LUCRATIVE  ON 
two  to  three  sessions  a week  basis.  Ideal  second  income, 
or  starting  nucleus  in  rapidly  growing  area.  Minimum 
upkeep;  long  lease.  Modern  professional  building; 
easy  terms.  Box  259,  % NYSJM. 


REAL  ESTATE  FOR  SALE  OR  RENT 


80’S  EAST  (5TH  AVE.).  BEAUTIFUL  TOWNHOUSE. 
Professional  office:  5 rms.,  fir.  thru,  1,000  sq.  ft.  Separate 
entrance.  $350  mo.  Hanfield,  Callen,  Ruland  & Benja- 
min .434  Sixth  Ave.  (Miss  Preziosi),  OR  4-9100. 


RESORT  TOWN— HOME  FOR  SALE 

Large  1 1 room  house,  6 bathrooms,  located  in  center 
of  Wurtsboro,  N.  Y.  Ideal  location  for  small  Med- 
ical Center.  Doctor  needed  in  area.  Lot  56'  x 
225';  2 story  garage.  Desirable  income  property. 

Mrs.  George  Cooper,  P.O.  Box  327,  Wurtsboro,  N.Y. 


REAL  ESTATE  FOR  SALE  OR  RENT— CONT’D 


FURNISHED  OR  UNFURNISHED  SUITES  AVAIL- 
able.  Ideal  for  specialists.  Flower  Hill  Medical  Bldg., 
Roslyn,  N.  Y.  (516)  MA  7-2840. 


NEW  YORK,  DUTCHESS  COUNTY.  NEW  PROFES- 
sional  building  on  main  business  highway  between  Fish- 
kill  and  Poughkeepsie.  Several  offices  available.  Oc- 
cupants include  OB/Gyn.,  D.D.S.,  and  orthodontist. 
Address  Martin  Rabin,  D.D.S.,  65  South  Clinton  St., 
Poughkeepsie,  New  York.  Phone  (914)  454-0322. 


BRIARCLIFF  MANOR,  WESTCHESTER  COUNTY, 
N.Y.  150-year  old  farm-colonial,  $52,900;  ten  rooms 
6 bedrooms),  4J^  baths,  new  “House  & Garden”  kitchen- 
amiiy  room;  circular  driveway,  lushly  landscaped  acre- 
plus.  Excellent  Briarcliff  schools,  pool  and  supervised  re- 
creational facilities.  Owner  will  take  second  mortgage. 
Contact:  Samuel  Fields,  (914)  941-8700. 


EXPANDING  ROCKLAND  COUNTY:  OFFICE  SPACE 
in  new  medical  building,  centrally  located  near  3 open 
staff  hospitals.  Need  for  pediatrician,  E.N.T.,  and 
other  subspecialties.  A.  F.  Massaro,  M.D.,  3 College 
Rd.,  Monsey,  N.Y.  Phone:  (914)  EL  2-3376. 


SOLID  BRICK,  CORNER  14  ROOM,  ONE  FAMILY 
home.  Queens.  Four  car  garage.  Ideal  for  professional 
man.  Woodhaven  Blvd.,  200  ft.  from  Jamiaca  Ave.  Busy 
intersection;  two  bus  lines,  BMT  stop.  Plot  40  X 100. 
Price  $40,000.  Cash  required  $16,000.  Call  5-9  p.m. 
weekdays;  10-12  noon  weekends.  VI  6-8073. 


8 FAMILY  CORNER  HOUSE,  2 ENTRANCES,  EAST- 
ern  Pkwy,  Brooklyn.  Near  Brooklyn  Museum.  Suitable 
for  physicians.  Tel.  (516)  CH  8-6660,  Mon.,  Thurs.  & 
Fri.  5-6  p.m. 


FOR  SALE:  PROFESSIONAL  RESIDENCE,  HUNTING- 
ton  Village,  Long  Island.  Large,  modernized,  beautiful, 
historic  house;  10  rooms.  One  acre  on  busy  corner. 
Box  258,  % NYSJM,  or  call  (516)  265-5111. 


FIFTY-FIVE  YEAR  OLD  DOCTOR,  ENTERING 
State  service,  has  discontinued  private  practice.  We  are 
offering  a delightful  4-bedroom  home,  complete  with  a 
modern  set  of  doctors’  offices  separate  on  the  same  prem- 
ises. Excellent  parking,  professional  potential  unlimited.. 
An  unusual  opportunity.  Write  or  call  Arthur  M.  Golden 
Realtor,  7 Clinton  Place,  Utica,  New  York.  (315)  SW 
7-2390. 
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On  Stelazine  brand  of  trifluoperazine 

she’s  calm  and  alert 


When  a tranquilizer  is  needed, 
‘Stelazine’  can  regulate  the 
level  of  anxiety  so  that  the 
patient  is  unlikely  to  overreact 
to  stress  but  is  not  tranquilized 
into  psychic  inertia.  Patients 
on  ‘Stelazine’  often  experience 
a sense  of  mental  alertness  and, 
because  they  feel  so  much  better, 
are  more  interested  in  their 
normal  activities. 

Contraindicated  in  comatose  or 
greatly  depressed  states  due  to  CNS 
depressants  and  in  cases  of  existing 
blood  dyscrasias,  bone  marrow 
depression  and  pre-existing  liver 
damage.  Principal  side  effects, 
usually  dose-related,  may  include 


mild  skin  reaction,  dry  mouth, 
insomnia,  fatigue,  drowsiness, 
dizziness  and  neuromuscular 
(extrapyramidal)  reactions. 
Muscular  weakness,  anorexia,  rash, 
lactation  and  blurred  vision  may 
also  be  observed.  Blood  dyscrasias 
and  jaundice  have  been  extremely 
rare.  Use  with  caution  in  patients 
with  impaired  cardiovascular 
systems. 

Before  prescribing,  see  SK&F 
product  Prescribing  Information. 

Photograph  professionally  posed. 


Smith  Kline  & French  Laboratories 
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The  cpain  Is  Qone 

Despite  introduction  of  synthetic  substitutes,  efficacy  of 
‘Empirin’  Compound  with  Codeine  remains  unchallenged. 


‘Empirin^Compound  with  Codeine  Phosphate  gr.1/2  No.  3 

Each  tablet  contains:  Codeine  Phosphate  gr.  V2  (Warning— May  be  habit  forming),  Phenacetin  gr.  2V2, 
Aspirin  gr.  3V2,  Caffeine  gr.  V2. 


Keeps  the  Promise  of  Pain  Relief 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  TUCKAHOE,  N.Y. 
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staggered  in  search  of  the  Fountain  of  Youth. 


Then  a doctor  prescribed  Antivert; 


clear-headed,  Ponce  went  straight  to  his  goal, 


Antivert® 

(meclizine  HCI,  nicotinic  acid) 

Tablets:  (meclizine  HCI  12.5  mg.  and 
nicotinic  acid  50  mg.) 

Syrup:  (each  5 cc.  teaspoonful  contains 
meclizine  HCI  6.25  mg.  and  nicotinic 
acid  25  mg.) 

stops  vertigo 

complete  to  moderate  relief 
in  9 out  of  10  patients1 

Antivert,  the  leading  anti-vertigo  prod- 
uct,2 combines  meclizine  HCI,  an  out- 
standing drug  for  treatment  of  vestibular 
dysfunction,  with  nicotinic  acid,  a drug 
of  choice  for  prompt  vasodilation.  Out  of 
50  patients  with  Meniere’s  syndrome,  re- 
mission of  symptoms  followed  Antivert 
therapy  in  41  (82%);  another  10%.  (5 
patients)  experienced  moderate  relief.1 
Prescribe  Antivert  for  your  patients  with 
vertigo,  Meniere's  syndrome  and  allied 
disorders. 

Dosage:  One  tablet  or  one  to  two  teaspoonfuls 
(5-10  cc.)  t.i.d.  just  before  meals.  Specific 
requirements  for  individual  patients  should  be 
determined  by  the  physician. 

Supplied:  Tablets  in  bottles  of  100  and  500. 
Syrup  in  pint  bottles.  Rx  only. 

Antiverf  ST 

(meclizine  HCI,  nicotinic  acid) 

most  widely  prescribed 
anti-vertigo  agent2 

Precautions  and  side  reactions:  Frequent, 
short-lived  reactions  include:  cutaneous  flush- 
ing, sensations  of  warmth,  tingling  and  itch- 
ing, burning  of  skin,  increased  gastrointestinal 
motility,  and  sebaceous  gland  activity.  In  ex- 
plaining these  reactions  to  the  patient,  it  is 
suggested  that  they  be  regarded  as  a desirable 
physiological  sign  that  the  nicotinic  acid  is 
carrying  out  its  intended  function  of  vasodila- 
tion. Because  of  this  vasodilation,  severe 
hypotension  and  hemorrhage  are  obvious 
contraindications  to  Antivert  therapy. 

References:  1.  Seal,  J.  C.:  Eye  Ear  Nose  & 
Throat  Month.  38:738  (Sept.)  1959.  2.  Based 
on  1964  data  from  independent  physicians' 
market  survey  organization. 

J.  B.  Roerig  and  Company 
Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World’s  Well-Being® 
New  York,  N.Y.  10017 
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and  when  your  Antivert® 
patients  are  near  or  past 
retirement  age 


Neobon# 

geriatric  supplement 

helps  keep  them 
‘on  the  go’ 


Neobon  combines  hormones,  essential  hematopoietic  factors,  a digestive 
enzyme,  and  vitamins  and  minerals  with  the  important  amino  acids  L-lysine 
and  glutamic  acid.  When  used  as  adjunctive  therapy,  such  medication  has 
been  shown  to  be  of  value  in  treating  patients  with  the  geriatric  syndrome.1,2 
You,  too,  can  help  your  geriatric  patients  — with  or  without  vertigo  — lead  a 
more  active  life  by  prescribing  Neobon. 


Each  capsule  contains: 


(1)  Vitamins  and  Minerals 

Vitamin  A (acetate)  . . 2000  U.  S.  P.  units 
Vitamin  D (irradiated 

ergosterol) 200  U.  S.  P.  units 

Vitamin  Bi  (thiamine 

mononitrate,  U.  S.  P.) 0.5  mg. 

Vitamin  B2  (riboflavin, 

U.  S.  P.) 0.5  mg. 

Vitamin  B6  (pyridoxine  HCI, 

U.  S.  P.) 0.5  mg. 

Niacinamide,  U.  S.  P 50  mg. 

Calcium  pantothenate, 

U.  S.  P 5 mg. 

Vitamin  E (from  alpha 

tocopherol  acetate) 5 I.U. 

Rutin,  N.F 5 mg. 

Cobalt  (from  cobalt 

sulfate) 0.033  mg. 

Molybdenum  (from  sodium 

molybdate) 0.066  mg. 

Copper  (from 

copper  sulfate) 0.33  mg. 

Manganese  (from 

manganese  sulfate) 0.33  mg. 


Magnesium  (from 

magnesium  sulfate)  . . . . 

Iodine  (from 

potassium  iodide) 

. . . 0.05  mg. 

Potassium  (from 

potassium  sulfate) 

. . . 1.66  mg. 

Zinc  (from 

zinc  sulfate) 

. . . . 0.4  mg. 

(2)  Hematopoietic  Factors 
Iron  (from 

ferrous  sulfate) 

. . . 3.40  mg. 

Vitamin  B12  (cobalamin 
concentrate,  N.F.,  as 
Stab  lets®) 

....  1 meg. 

Vitamin  C (ascorbic  acid, 

U.  S.  P.)  

50  mg. 

(3)  Digestive  Enzyme 

Pancreatic  substance* 

....  50  mg. 

(4)  Gonadal  Hormones 

Methyltestosterone 

. . . . 1.0  mg. 

Ethinyl  estradiol 

. 0.006  mg. 

(5)  Amino  Acids 

L-lysine  

Glutamic  acid 

....  30  mg. 

^Enzymatically  active  defatted  material  from  250  mg.  of  whole  fresh  pancreas. 

Precautions:  Contraindicated  in  patients  in  whom  estrogen  or  androgen 
therapy  should  not  be  used,  as  in  carcinoma  of  the  breast  or  prostate. 
Dosage:  One  capsule,  t.i.d.  with  meals,  or  as  directed  by  physician. 
Supplied:  Bottles  of  60  capsules.  Rx  only. 

References:  1.  Dufficy,  R.  G.,  Jr.:  J.  Am.  Geriatrics  Soc.  5:936  (Nov.)  1957. 
2.  Ende,  M.:  Southwestern  Med.  38:625  (Oct.)  1957. 


J.  B.  Roerig  and  Company 
Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World’s  Well-Being® 
New  York,  N.Y.  10017 
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Age  12 -13 -not  too  soon  to  pay  attention  to  her  acne 


At  the  first  sign  of  acne. ..the  first  comedone  or 
seborrhea . . . “this  is  the  time  to  institute  preventive 
measures  — the  time  to  try  to  prevent  progression 
to  pustulation  and  scarring.”1  Regular,  frequent 
washing  with  pHisoHex,  antibacterial  detergent, 
can  enhance  any  acne  management  program,  help 
to  clear  acne  skin  faster  and  better. 
pHisoHex  is  more  than  a superior  cleanser.  It  con- 
tains 3 per  cent  hexachlorophene,  an  optimal 
amount.  This  powerful  antibacterial  agent  is  de- 
posited on  the  skin  where,  as  an  invisible,  tena- 
cious film,  it  degerms  between  washings.  Among 
67  acne  patients  who  used  pHisoHex,  “...results 
were  eminently  satisfactory.”2  When  pHisoHex 
was  used  as  the  wash  in  another  series  of  42  acne 
patients,  “no  patient  failed  to  improve.”3 
Why  not  recommend  three  or  four  pHisoHex  wash- 
ings daily  and  exclusively  to  all  your  acne  patients? 
pHisoHex  provides  superior  cleansing  action  and 
is  nonalkaline,  hypoallergenic  and  “kind”  to  skin. 
And  for  “...a  very  effective  topical  treatment  for 
acne  vulgaris”4  prescribe  keratolytic  pHisoAc® 
Cream  along  with  pHisoHex.  pHisoAc  Cream  con- 
tains colloidal  sulfur  6 per  cent,  resorcinol  1.5  per 


cent  and  hexachlorophene  0.3  per  cent.  It  dries, 
peels  and  masks  lesions.  Of  100  patients  treated 
with  pHisoHex  and  pHisoAc  (and  a low-fat  diet), 
79  showed  good-to-excellent  improvement.4 
pHisoHex  is  available  in  unbreakable  plastic 
squeeze  bottles  of  5 oz.  and  1 pint,  in  plastic  bot- 
tles of  1 gallon.  pHisoAc  is  supplied  in  tubes  of  1 V2 
oz.  For  complete  acne  therapy,  prescribe  or  rec- 
ommend the  special  Combination  Package  con- 
taining both  pHisoHex  and  pHisoAc  Cream. 

References:  1.  Handelman,  Cathryn  C.:  Early  management 
of  acne,  Pediat.  Clin.  North  America  8:265,  Feb.,  1961. 
2.  McLean,  I.  E.  D.;  Graham,  K.  T.,  and  East,  M.  O.:  The 
treatment  of  acne:  a trial  of  "pHisoHex,”  Practitioner  189: 
82,  July,  1962.  3.  Hodges,  F.  T.:  Therapeutic  applications  of 
an  antiseptic  detergent,  GP  14:86,  Nov.,  1956.  4.  Wexler, 
Louis:  Treatment  of  acne  vulgaris,  Clin.  Med.  70:404,  Feb., 
1963. 


Winthrop  Laboratories 
New  York,  N.  Y.  10016 
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Time  after  time,  in  patient  after  patient, 
Percodan’s  pain-killing  action  is  fast,  potent  and 
predictable.  Enthusiasm  for  Percodan  by  physi- 
cians is  almost  directly  proportional  to  their  expe- 
rience with  this  analgesic  formula.  Just  one 
Percodan  tablet  usually  brings  relief  within  5 to 
15  minutes  and  maintains  it  for  6 hours  or  more. 
It  rarely  causes  constipation. 

Average  Adult  Dose  — 1 tablet  every  6 hours. 
Precautions,  Side  Effects  and  Contraindications 
— The  habit-forming  potentialities  of  Percodan 
are  somewhat  less  than  those  of  morphine  and 
somewhat  greater  than  those  of  codeine.  The  usual 
precautions  should  be  observed  as  with  other  opi- 


ate analgesics.  Although  generally  well  tolerated, 
Percodan  may  cause  nausea,  emesis,  or  constipa- 
tion in  some  patients.  Percodan  should  be  used 
with  caution  in  patients  with  known  idiosyn- 
crasies to  aspirin  or  phenacetin,  and  in  those  with 
blood  dyscrasias. 


Also  available:  Percodan®-Demi,  each  scored 
pink  tablet  containing  2.25  mg.  oxycodone  HC1 
(Warning:  May  be  habit-forming),  0.19  mg.  oxy- 
codone terephthalate  (Warning:  May  be  habit- 
forming), 0.19  mg.  homatropine  terephthalate, 
224  mg.  aspirin,  160  mg.  phenacetin,  and  32  mg. 
caffeine. 


throughout  the  wide  middle  range  of  PAIN 

ifeifl  PUB©®®/® 


Literature  on  request 

ENDO  LABORATORIES  INC.  Garden  City,  New  York 


Each  scored  yellow  Percodan*  Tablet  contains 
4.50  mg.  oxycodone  HC1  (Warning:  May  be  habit- 
forming),  0.38  mg.  oxycodone  terephthalate 
(Warning:  May  be  habit-forming),  0.38  mg.  hom- 
atropine terephthalate,  224  mg.  aspirin,  160  mg. 
phenacetin,  and  32  mg.  caffeine, 

•U.s.  Paw.  2.628.185  and  2,907.768 
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a rapid  lift  from  the  hell  of  depression 


often  relieves 
mental  pain 
in  2-5  days 


NORPRAMIN 


(desipramine  hydrochloride) 


Dore  Illustration 
from 

Dante’s  Inferno 


Norpramin  is  a rapid-acting  specific  drug  for  the  treatment 
of  depression.  Depressive  signs  and  symptoms— sometimes 
described  as  “mental  pain”— typically  begin  to  improve  in 
2-5  days.  Patients  are  more  hopeful,  less  empty  and  less 
weighed  down  by  their  troubles.  Norpramin  has  only  slight 
sedative  qualities,  nevertheless  anxiety  secondary  to  depres- 
sion is  frequently  relieved  as  depression  is  lifted.  If  anxiety 
or  tension  persists  it  can  be  controlled  by  adding  a tran- 
quilizer or  by  reducing  dosage.  Norpramin  is  not  a MAO 
inhibitor.  Side  effects  are  usually  mild. 


DOSAGE  AND  ADMINISTRATION 

Optimal  results  are  obtained  at  a 
dosage  of  about  150  mg. /day- 
two  25  mg.  tablets  t.i.d.  After 
achievingoptimal  results,  a main- 
tenance dose  (50-100  mg./day) 
should  be  sought. 


LAKESIDE  LABORATORIES,  INC.  Milwaukee,  Wisconsin  53201 


IN  BRIEF: 

Indications:  In  depression  of  any  kind— neurotic 
and  psychotic  depressive  reactions;  manic-depres- 
sive or  involutional  psychotic  reactions. 

Contraindications  and  Precautions:  Glaucoma, 
urethral  or  ureteral  spasm,  recent  myocardial  in- 
farction, severe  coronary  heart  disease  and  epilepsy. 
Should  not  be  given  within  two  weeks  of  treatment 
with  a monoamine  oxidase  inhibitor.  Safety  in 
human  pregnancy  has  not  been  established. 

Adverse  Effects:  Side  effects,  usually  mild,  may 


include:  dry  mouth,  constipation,  dizziness,  palpi- 
tation, delayed  urination,  “bad  taste,”  sensory 
illusion,  tinnitus,  agitation  and  stimulation,  sweat- 
ing, drowsiness,  headache,  orthostatic  hypoten- 
sion, flushing,  nausea,  cramps,  weakness,  blurred 
vision  and  mydriasis,  rash,  allergy,  transient 
eosinophilia,  granulopenia,  altered  liver  function, 
ataxia  and  extrapyramidal  signs. 

Supplied:  Norpramin  (desipramine  hydrochloride) 
tablets  of  25  mg.,  in  bottles  of  50,  500  and  1000. 
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If 

amphetamine 
gives  her 
the  jitters, 
put  her  on 
Desbutal 
Gradumet 


She’s  tense,  high-strung,  a compulsive  eater 
—the  type  of  patient  who  may  overreact  to 
plain  amphetamine— yet  fails  to  respond  at 
all  to  less  potent  drugs. 

What’s  the  answer?  Desbutal  Gradumet. 

Why?  Because  the  product  calms  her  anx- 
ieties even  as  it  controls  her  compulsive  urge 
to  eat.  This  dual  therapy  is  a result  of  two  tab- 
let sections,  combined  back  to  back,  each  with 
its  own  release  rate.  One  section  contains 
Desoxyn®  (methamphet amine)  to  curb  the 
appetite  and  lift  the  mood;  the  other  contains 
Nembutal®  (pentobarbital)  to  calm  the 
patient  and  counteract  any  excessive  stimula- 
tion. 

Thanks  to  the  unique  Gradumet,  both 
drugs  are  released  in  an  effective  dosage  ratio, 
minute  by  minute  throughout  the  day. 
The  release  action  is  purely  physical  and  re- 
lies on  only  one  factor  common  to  every 
patient : gastrointestinal  fluid.  There  is 
no  dependence  on  enteric  coatings,  enzymes, 
motility,  or  an  “ideal”  ion  concentration  in 
the  gastrointestinal  tract.  The  release  is  con- 
tinuous and  controlled. 

It’s  this  predictable  release  that  makes  the 
difference  for  your  patients.  Dosage  is  just 
once  a day. 

Precautions:  Desbutal  is  contraindicated  in 
patients  taking  a monoamine  oxidase  inhibitor. 
Use  with  caution  in  patients  with  hypertension, 
cardiovascular  disease,  hyperthyroidism  or  those 
sensitive  to  ephedrine  and  its  derivatives.  Careful 
supervision  is  advisable  with  maladjusted  indi- 
viduals. 

DESBUTAL  Gradumet 

Desbutal  10—10  mg.  Methamphetamine,  60  mg.  Pentobarbital. 

Desbutal  15—15  mg.  Methamphetamine,  90  mg.  Pentobarbital. 
Gradumet— Long-release  dose  form,  Abbott.  50722s 

Calms  her  anxieties  even  as  it 
controls  her  compulsive  urge  to  eat 


Medical  News 


Program  to  help  hospitals  in 
dealing  with  cardiac  arrest 

More  and  more  communities  are  expecting 
every  physician  and  every  hospital  in  the  State 
to  be  familiar  with  the  technics  of  emergency  car- 
diopulmonary resuscitation  and  to  be  equipped 
for  prompt  and  effective  institution  of  these 
procedures.  Only  three  or  four  minutes  are 
available  for  the  commencement  of  effective 
treatment  after  a cardiac  arrest  occurs  if  one 
expects  to  obtain  an  undamaged  survivor. 
Many  such  cardiac  arrests  occur  in  operating 
rooms  where  physicians  and  nurses  are  present 
and  ready  for  action.  Another  frequent  area, 
not  as  well  known,  is  the  one  in  which  patients 
with  acute  myocardial  infarcts  are  treated. 
It  is  not  unusual  to  find  that  a patient  who 
apparently  has  had  a very  mild  or  questionable 
myocardial  infarction  dies  unexpectedly. 

Evidence  is  now  at  hand  to  indicate  that  many 
of  these  persons  die  of  ventricular  fibrillation 
or  some  other  unfavorable  arrhythmia  and  not  of 
a myocardial  infarct.  Furthermore,  it  is  known 
that  had  the  ventricular  fibrillation  or  other 
major  arrhythmia  been  detected  at  its  onset, 
most  of  these  patients  could  have  been  saved 
by  prompt  treatment.  To  do  this  many 
of  the  larger  hospitals  are  placing  this  type  of 
patient  in  a small  ward  by  themselves  where 
they  are  monitored  continuously  for  five  to 
seven  days  under  the  supervision  of  a specially 
trained  staff  of  physicians  and  nurses.  In  this 
way  many  useful  lives  can  be  saved.  This 
service  is  not  to  be  confused  with  the  intensive 
care  required  by  patients  who  have  had  large 
myocardial  infarcts  and  are  in  a state  of  actual 
or  impending  shock. 

The  medium-size  and  small  hospitals,  espe- 
cially those  without  a resident  physican  staff, 
have  an  additional  problem  in  that  nurses  must 
assume  more  responsibility  for  the  recognition  of 
the  condition  and  its  total  management.  The 
alternative  is  to  let  such  a patient  die  without 
making  any  attempt  to  save  his  life. 

To  help  these  hospitals  solve  this  problem, 
the  Hospital  Association  of  the  State  of  New 
York  and  the  Bureau  of  Heart  Disease  of  the 
New  York  State  Department  of  Health,  with 
the  endorsement  of  the  Medical  Society  of  the 
State  of  New  York,  the  New  York  Heart 
Association,  and  the  New  York  State  Heart 
Assembly,  are  planning  a series  of  informal 
conferences  to  discuss  hospital  organization, 
space  requirements,  equipment,  and,  above 
all,  training  of  necessary  personnel. 

Early  in  September  every  hospital  admin- 
istrator received  a letter  describing  this  plan 

Material  for  inclusion  in  the  medical  news  section  must 
be  received  six  weeks  prior  to  publication  date. 


and  was  asked  for  an  expression  of  interest 
with  the  reply  being  directed  to  the  Bureau  of 
Heart  Disease.  Because  of  the  heavy  response, 
a number  of  these  conference  dates  will  be 
announced  soon  to  groups  of  30  to  35  hospitals 
in  a localized  geographic  area.  Each  participat- 
ing hospital  will  be  invited  to  send  to  the  con- 
ference one  physician  and  one  nurse,  preferably 
ones  who  will  be  in  charge  of  this  program  in  the 
hospital. 

For  further  information  write  to:  Director  of 
the  Bureau  of  Heart  Disease,  New  York  State 
Department  of  Health,  84  Holland  Avenue, 
Albany,  New  York  12208. 

N.Y.U.  presents  lecture 
series  in  toxicology 

A noted  British  scientist  will  be  the  first 
foreign  guest  in  a lecture  series  on  toxicology  to 
be  given  at  the  New  York  University  Institute 
of  Environmental  Medicine  during  the  1965- 
1966  academic  year.  The  program  is  operating 
under  a grant  from  the  New  York  State  Science 
and  Technology  Foundation. 

Dr.  R.  T.  Williams  of  St.  Mary’s  Medical 
College  at  the  University  of  London,  an  au- 
thority on  the  biochemical  mechanisms  of 
toxicology,  will  lecture  for  four  months  at  the 
University’s  Medical  Center  and  at  the  In- 
stitute of  Environmental  Medicine  in  Uni- 
versity Valley,  Sterling  Forest,  New  York, 
starting  October  1.  During  his  stay  he  will 
be  joint  guest  of  the  Departments  of  Environ- 
mental Medicine  and  Pharmacology.  Other 
prominent  scientists  will  participate  later  in  the 
academic  year. 

The  purpose  of  the  series  is  to  advance 
the  field  of  preventive  toxicology  which  has  as 
its  prime  objective  the  development  and  appli- 
cation of  reliable  and  efficient  predictive  pro- 
cedures which  will  serve  to  eliminate  or  prevent 
adverse  health  effects  from  the  increasing 
number  of  consumer  chemicals,  therapeutic 
agents,  and  industrial  processes  generated  by 
our  growing  technology. 

Physicians  asked  to 
cooperate  with  referrals 

The  cooperation  of  physicians  is  requested  in 
a continuing  clinical  study  of  calcium  metabo- 
lism and  calcium  kinetics  being  conducted  by 
the  Metabolism  Service,  National  Cancer 
Institute  at  the  Clinical  Center,  National 
Institutes  of  Health,  Bethesda,  Maryland. 

Of  interest  for  this  study  are  patients  with 
hypoparathyroidism,  hypercalcemia  of  malig- 

continued  on  page  2646 
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Mysteclin-F  is  good  practice  when- 
ever the  advantages  of  tetracycline 
are  being  weighed  against  the  ris- 
ing incidence  of  monilial  complica- 
tions. Its  two  components  act 
independently  of  each  other  and  in 
different  sectors  of  the  pathogenic 


spectrum:  tetracycline  as  systemic 
therapy  in  a wide  range  of  bacte- 
rial, spirochetal,  rickettsial  and 
even  some  viral  and  protozoan  in- 
fections . . . Fungizone  as  topical 
prophylaxis  to  prevent  the  intes- 
tinal overgrowth  of  C.  albicans. 


Mysteclin-F  enables  the  clinician  to 
prescribe  broad-spectrum  therapy 
with  the  assurance  that  antifungal 
protection  will  be  there  when 
needed. 


Available  as:  Capsules  (each  containing 
250  mg.  tetracycline  phosphate  com- 
plex [HCI  equiv.]  and  50  mg.  amphote- 
ricin B);  125  Capsules  (each  containing 
125  mg.  tetracycline  phosphate  com- 
plex [HCI  equiv.]  and  25  mg.  amphote- 
ricin B);  Syrup  (125  mg.  tetracycline 
[HCI  equiv.],  with  potassium  metaphos- 
phate, and  25  mg.  amphotericin  B per 
5 cc.);  Pediatric  Drops  (100  mg.  tetracy- 
cline [HCI  equiv.]  with  potas- 
sium metaphosphate,  and  20 
mg.  amphotericin  B per  cc.). 


Side  Effects:  Occasional  nausea,  vomit- 
ing, diarrhea,  photosensitivity  reactions 
and  increased  intracranial  pressure  in 
infants.  Precautions:  Watch  for  signs  of 
secondary  infections  caused  by  nonsus- 
ceptible  organisms.  Use  of  tetracycline 
drugs,  particularly  long-term  use,  during 
periods  of  tooth  development  may  cause 
discoloration  of  teeth.  Particular  caution 


should  be  observed  if  renal  impairment 
exists.  Oral,  pediatric  dosage  forms 
should  not  be  given  with  milk  formulas 
or  other  calcium-containing  foods. 


For  full  information, 
see  your  Squibb 
Product  Reference 
or  Product  Brief. 


Squibb 

Squibb  Quality - 


■ the  Priceless  Ingredient 
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nancy  without  bony  metastases,  Paget’s  disease, 
osteogenesis  imperfecta,  and  idiopathic  osteo- 
porosis in  males.  Patients  with  roentgenologic 
evidence  of  bone  disease  as  well  as  documented 
serum  calcium  abnormalities  would  be  of  special 
interest. 

Patients  for  this  study  should  be  clinically 
stable,  ambulatory,  continent  of  urine  and 
feces,  and  be  willing  to  participate  in  metabolic 
balance  studies,  including  administration  of 
Ca47,  during  a thirty-day  admission  to  the 
Clinical  Center. 

Physicians  interested  in  having  their  patients 
considered  for  this  study  may  write  or  tele- 
phone: James  Phang,  M.D.,  Clinical  Center, 

Room  3-B-40,  National  Institutes  of  Health, 
Bethesda,  Maryland  20014.  The  telephone 
number  is  area  code  301,  656-4000,  extension 
63097. 

Personalities 

Appointed.  Jacob  Zimmerman,  M.D.,  St. 
Barnabas  Hospital  for  Chronic  Diseases,  The 
Bronx,  New  York,  as  Hunterian  Professor  for 
1966,  an  honor  bestowed  for  notable  scientific 
attainment  by  the  Royal  College  of  Surgeons 
of  England. 

Installed.  As  officers  of  the  New  York 
State  Academy  of  General  Practice:  Samuel 

Lieberman,  M.D.,  New  York  City,  president; 
Max  Cheplove,  M.D.,  Buffalo,  president- 
elect; Lawrence  Ames,  New  York  City,  vice- 
president;  and  Arthur  Howard,  M.D.,  Johns- 
town, secretary-treasurer. 

Speakers.  Alfred  M.  Freedman,  M.D.,  M. 
Ralph  Kaufman,  M.D.,  Lawrence  C.  Kolb, 
M.D.,  and  William  T.  Lhamon,  M.D., 
in  a panel  discussion  on  “Meeting  Today’s 
Challenges  in  Psychiatric  Training”  at  the 
175th  regular  meeting  of  the  New  York  Society 
for  Clinical  Psychiatry ...  A.  W.  Martin  Marino, 
Sr.,  M.D.,  moderator  of  a panel  discussion  on 
“Cancer  of  the  Right  Colon”  at  a meeting  of 
The  Pennsylvania  Society  of  Colon  and  Rectal  I 
Surgery. 


Persantin 

brand  of 
dipyridamole 

Long-term  therapy 
in  chronic 
angina  pectoris 


Therapeutic  effects 

In  chronic  angina  pectoris,  dipyrida- 
mole often  may  eliminate  or  reduce 
the  frequency  of  anginal  attacks, 
improve  exercise  tolerance,  and 
lessen  nitroglycerin  requirements. 

It  is  not  intended  to  abort  an  acute 
anginal  attack. 

Pharmacologic  effects 
These  include  coronary  vasodilation 
and,  as  shown  in  animal  experiments, 
increased  collateral  coronary  circu- 
lation and  the  preservation  of  mito- 
chondrial structure  and  ATP  levels  in 
the  hypoxic  myocardial  cell. 

Dosage 

Persantin,  brand  of  dipyridamole,  is 
available  as  tablets  of  25  mg.  Two 
tablets  (50  mg.)  3 times  daily,  at  least 
1 hour  before  meals,  is  the  recom- 
mended dosage.  Clinical  response 
may  not  be  evident  before  several 
weeks  of  continuous  therapy. 
Contraindications,  Precautions, 
Adverse  Reactions 
No  specific  contraindications  are 
known.  Since  large  doses  can  pro- 
duce peripheral  vasodilation,  the 
drug  should  be  used  cautiously  in 
patients  with  hypotension  and  in 
acute  myocardial  infarction  when  the 
blood  pressure  may  be  labile.  Head- 
ache, dizziness,  nausea,  flushing, 
weakness  or  syncope,  and  mild  gas- 
trointestinal distress  have  been  re- 
ported. 

Under  license  from 
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in  chronic 
angina  pectoris 


Persantin* 

brand  of 
dipyridamole 


Results  obtained  in  56 
patients  with  coronary  insuf- 
ficiency, 50  of  whom  had 
angina  pectoris,  after  therapy 
with  Persantin,  brand  of  dipyri- 
damole, for3to  12  months. 
Improvement  was  judged  on 
the  basis  of  decrease  in 


anginal  episodes,  nitroglycer- 
in needs,  dyspnea  and  fatigue, 
and  increase  in  exercise 
tolerance. 

Shechter,  F.  R.,  and  Rasansky,  H.  N.: 

An  Approach  to  the  Therapy  of 
Coronary  Artery  Disease,  Angiology 
16:562,1965. 


“Of  the  56  patients  treated 
with  dipyridamole,  all 
improved  but  one. 


Geigy 
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Abstracts 


Young,  I.  S.,  and  Kupperman,  H.  S.: 

Radioactive  iodine-labeled  triiodothyronine 
resin  sponge  uptake;  useful  parameter  of  thy- 
roid function,  New  York  State  J.  Med.  65: 
2671  (Nov.  1)  1965. 

The  resin  sponge  uptake  of  I131-labeled  triiodo- 
thyronine was  found  to  be  a rapid  and  easily 
performed  test  of  thyroid  function  with  no  radi- 
ation hazard  as  the  radioactivity  is  added  to  the 
serum  only.  It  is  especially  useful  in  cases  of 
iodine  contamination  in  which  other  thyroid 
tests  may  give  misleading  results.  Various 
factors,  such  as  pregnancy,  influence  the  in 
vitro  Im-labeled  triiodothyronine,  red  blood 
cell,  and  resin  sponge  uptakes.  Possible  uses  of 
the  resin  sponge  uptake  include  prediction  of 
spontaneous  abortion  and  detection  of  the 
presence  and  duration  df  action  of  certain  estro- 
genic steroids. 

Kearney,  W.  F.:  Sickle  cell  ophthalmopathy, 
New  York  State  J.  Med.  65:  2677  (Nov.  1) 
1965. 

A study  was  made  of  ocular  findings  in  32 
cases  of  sickle  cell  disease,  in  which  the  reti- 
nopathy is  related  and  similar  to  the  retinopa- 


Chloramphenicol in  blood 

A simple  and  useful  method  of  removing  some 
of  the  hazards  of  chloramphenicol  therapy, 
especially  when  it  is  used  in  combination  with 
other  antibiotics,  is  reported  by  Darcy  W. 
O’ Gorman  Hughes  and  Louis  K.  Diamond, 
M.D.,  in  a recent  issue  of  Science.  One  of  the 
commoner  of  these  hazards  is  transient  erythro- 
poietic depression  which  is  apparently  closely 
related  to  the  concentration  of  the  drug  in  the 
plasma.  By  means  of  a convenient  method  of 
chemically  estimating  the  chloramphenicol 
plasma  level,  unduly  high  concentrations  can  be 
detected  and  steps  taken  to  forestall  possible 
toxic  effects  on  the  bone  marrow.  In  using 
the  procedure,  the  authors  have  found  no  inter- 
ference, either  in  vivo  or  in  vitro  in  evaluating 
chloramphenicol  concentrations  when  other 


thies  found  in  diabetes  mellitus,  venous  occlu- 
sions, Eales’s  disease,  and  hypertension.  A 
pale  fundus  and  retinal  hemorrhages  are  pos- 
sible with  any  severe  anemia  or  acute  blood 
loss.  The  retinopathy  found  in  the  group  of 
diseases  with  hemoglobin  S is  related  to  the 
severity  of  the  sickling  process,  the  magnitude 
of  potential  intravascular  stasis,  age,  and  re- 
peated stasis. 

deGara,  P.  F.:  Clinical  study  of  allergy 

therapy  with  alum-precipitated  pyridine  suspen- 
sions; special  usefulness  for  highly  sensitive 
patients,  New  York  State  J.  Med.  65:  2682 
(Nov.  1)  1965. 

A study  was  made  of  alum-precipitated  pyri- 
dine pollen  suspensions  in  10  highly  sensitive 
persons  and  in  320  other  patients.  Excellent  or 
good  clinical  results  were  obtained  in  80  per  cent 
of  the  patients.  There  was  no  significant  dif- 
ference between  the  groups  injected  with  alum- 
precipitated  pyridine  pollen  suspensions  or 
aqueous  extracts;  however,  advantages  of  the 
suspensions  included:  fewer  number  of  injec- 

tions, low  number  of  side-effects,  and  improved 
results  in  highly  sensitive  patients. 


drugs  such  as  sulfadiazine,  procaine,  strepto- 
mycin, penicillin,  erythromycin,  and  kanamycin 
were  added. 

The  procedure  is  one  in  which  the  chlor- 
amphenicol is  extracted  from  blood  or  plasma 
with  isoamyl  acetates  at  pH  7 and  then  ex- 
tracted from  the  solvent  with  isonicotinic  acid 
hydrazide  and  sodium  hydroxide.  A yellow 
color  develops  with  an  intensity  which  is  propor- 
tional to  the  chloramphenicol  concentration  at 
430  millimicrons. 

The  results  obtained  have  shown  a close 
correlation  with  those  of  a microbiological  as- 
say. The  authors  point  out  that  this  test  re- 
quires few  reagents  and  can  be  performed  with 
relative  dispatch.  The  absorbence  at  430 
millimicrons  is  linear  up  to  concentrations  of  at 
least  50  micrograms  per  ml.  of  chloramphenicol. 
Agreement  between  the  duplicate  sample  read- 
ings has  been  of  the  order  of  5 to  10  per  cent. 
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INDICATIONS:  Grand  mal  epilepsy 
and  certain  other  convulsive  states. 
PRECAUTIONS:  Periodic  examina- 
tion of  the  blood  is  advisable.  Nys- 
tagmus in  combination  with  diplopia 
and  ataxia  indicates  dosage  should 
be  reduced. 

SIDE  EFFECTS:  Allergic  phenom- 
ena such  as  polyarthropathy,  fever, 
skin  eruptions,  and  acute  general- 
ized morbilliform  eruptions  with  or 
without  fever.  Upon  discontinuation 
of  therapy  eruptions  usually  sub- 
side. Rarely,  dermatitis  goes  on  to 
exfoliation  with  hepatitis,  and  fur- 


ther dosage  is  contraindicated. 
Though  mild  and  rarely  an  indica- 
tion for  stopping  dosage,  gingival 
hypertrophy,  hirsutism,  and  exces- 
sive motor  activity  are  occasionally 
encountered,  especially  in  chil- 
dren, adolescents,  and  young 
adults.  During  initial  treatment, 
minor  side  effects  may  include 
gastric  distress,  nausea,  weight 
loss,  transient  nervousness,  sleep- 
lessness, and  a feeling  of  unsteadi- 
ness. All  usually  subside  with 
continued  use.  Hematologic  dis- 
orders, including  megaloblastic 


anemia,  leukopenia,  granulocyto- 
penia, pancytopenia,  and  aplastic 
anemia  have  been  reported.  Nys- 
tagmus may  develop. 

DILANTIN  is  supplied  in  several 
forms  including  Kapseals  contain- 
ing 0.1  Gm.  and  0.03  Gm.  diphenyl- 
hydan- 
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or  fulfillment  of  potential? 

the  difference  is  often 
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Medical  Meetings 


Credit  hours  for  district  branch  meeting 

The  combined  annual  meeting  of  the  third 
and  fourth  district  branches  of  the  Medical 
Society  of  the  State  of  New  York  has  been 
authorized  for  three  hours  of  American  Academy 
of  General  Practice  credit.  The  meeting  is 
scheduled  for  November  6 at  the  Thru  way 
Motor  Hotel  in  Albany,  New  York. 

Meeting  to  discuss 
respiratory  diseases 

Theodore  H.  Noehren,  M.D.,  of  Buffalo 
General  Hospital’s  Department  of  Research, 
will  speak  on  pulmonary  emphysema  at  a 
meeting  on  respiratory  diseases.  The  meeting, 
which  is  scheduled  for  November  18  at  3:00 
p.m.,  is  being  cosponsored  by  the  U.S.  Naval 
Hospital,  St.  Albans,  New  York,  and  the  Queens- 
boro  Tuberculosis  and  Health  Association. 
Physicians,  nurses,  and  other  paramedical 
personnel  are  invited  to  attend.  Devices  to 
aid  the  respiratory  cripple  will  be  on  display. 

The  meeting  will  be  held  at  the  U.S.  Naval 
Hospital  which  is  one  of  two  hospitals  designated 
by  the  U.S.  Navy  for  treatment  of  tuberculosis 
and  other  chest  diseases.  For  further  informa- 
tion contact:  Queensboro  Tuberculosis  and 

Health  Association,  159-29  90th  Avenue,  Ja- 
maica, New  York  11432. 

Conference  examines 
utilization  reviews 

The  dynamics  of  hospital  utilization  review 
programs  will  be  discussed  in  depth  at  the 
seventh  annual  Medical  Services  Conference 
entitled  “Medical  Staff  in  Action — 1965,  Utiliza- 
tion Review.” 

The  one-day  meeting  sponsored  by  the  A.M.A. 
Council  on  Medical  Service  and  its  Committee 
on  Medical  Facilities  will  be  held  from  9:00 
a.m.  to  4:30  p.m.  on  November  27  at  the  Belle- 
vue-Stratford  Hotel  in  Philadelphia.  The  Sat- 
urday conference  will  immediately  precede  the 
A.M.A.’s  nineteenth  Clinical  Convention. 

At  the  morning  session,  Arthur  E.  Hess, 
director  of  the  Bureau  of  Disability  and  Health 
Insurance  of  the  Social  Security  Administra- 
tion,. representing  the  Department  of  Health, 
Education,  and  Welfare,  will  discuss  statutory 
responsibilities  specifically  assigned  to  H.E.W. 
and  the  responsibilities  delegated  to  state 
agencies,  providers  of  services,  intermediaries, 
and  so  on.  Following,  there  will  be  a descrip- 

Material  for  inclusion  in  the  medical  meetings  section 
must  be  received  six  weeks  prior  to  publication  date. 


tion  of  current  utilization  review  programs  of 
hospitals,  medical  societies,  and  third  parties. 

The  afternoon  session  includes  talks  examin- 
ing the  subjects  of  total  organizational  struc- 
ture essential  for  an  effective  hospital  utiliza- 
tion program,  systematic  methods  of  data 
gathering  and  the  need  for  measurement  tools 
in  any  utilization  review  program,  varied 
approaches  to  appraisal  of  utilization  (relating 
use  to  the  expert  opinions  of  physician-sur- 
veyors, to  pre-established  criteria,  and  to  group 
norms  or  profiles),  gaps  in  current  survey  pro- 
grams and  proposals  for  courses  of  action,  and 
unified  standards  in  the  area  of  accreditation  of 
varied  health  facilities.  Carmen  Cristo,  M.D., 
Rochester,  New  York,  will  be  one  of  the 
speakers. 

For  preregistration  write  to:  American 

Medical  Association,  Department  of  Hospitals 
and  Medical  Facilities,  535  North  Dearborn, 
Chicago,  Illinois  60610. 

Symposium  inspects  problems 
of  diabetes  mellitus 

The  New  Jersey  Diabetes  Association  in 
cooperation  with  the  New  Jersey  State  De- 
partment of  Health  will  present  a symposium 
on  “Unusual  Complications  of  Diabetes  Mel- 
litus.” It  will  be  held  on  Wednesday,  Decem- 
ber 1,  from  2:00  to  5:00  p.m.  at  the  Prudential 
Plaza  Building,  seventh  floor  auditorium, 
Newark,  New  Jersey.  Speakers  will  be  Joseph 

L.  Morse,  M.D.,  professor  and  chairman, 
Department  of  Dermatology,  New  York  Medi- 
cal College,  on  “Skin  Manifestations  in  Diabetes 
Mellitus”;  John  J.  Bookman,  M.D.,  assistant 
attending  physician  for  metabolic  diseases, 
The  Mount  Sinai  Hospital,  on  “Diabetic 
Visceral  Enteropathies”;  and  Morton  S.  Bryer, 

M. D.,  consultant  in  infectious  diseases  and 
assistant  attending  physician  in  medicine, 
The  Mount  Sinai  Hospital,  on  “The  Treatment 
of  Refractory  Bacterial  Infections.”  Also  in- 
cluded in  the  program  is  a panel  discussion  to 
be  moderated  by  Harold  Rif  kin,  M.D.,  clinical 
professor  of  medicine  at  the  Albert  Einstein 
College  of  Medicine  of  Yeshiva  University. 

College  of  Cardiology  plans  course 

Operable  Heart  Disease  will  be  the  subject 
of  a course  offered  by  The  American  College  of 
Cardiology.  The  course  is  scheduled  for  March 
9 through  11  at  The  Mount  Sinai  Hospital. 
It  will  be  directed  by  Robert  S.  Litwak,  M.D., 
and  Simon  Dack,  M.D. 

continued  on  page  2653 
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Your  first  source  for  professional 
information 


The  more  than  32,000  registered  physicians  in  New  York 
State  are  individually  listed  with  pertinent  professional 
data  in  your  Medical  Directory.  You  can  quickly  and 
easily  obtain  the  following  information  on  any  one  of  these 
physicians  so  listed. 


• Location  by  town. 

• Full  name  and  address. 


• Office  hours  and  telephone  number. 


• Medical  school  and  year  of  graduation 


• Certification  by  American  Boards  in 
Medical  Specialties. 

• Qualified  Psychiatrists  certified  by  New 
York  State  Department  of  Mental 
Hygiene. 

• Qualifications  for  general  and  special 
work  under  the  Workmen’s  Compensa- 
tion Act  of  New  York  State. 

• Membership  in  Medical  Societies  inter- 
national, national,  state  and  local. 

• Fellowship  in  the  American  College  of 
Allergists,  Anesthesiologists,  Angiology, 
Cardiology,  Chest  Physicians,  Gastro- 
enterology, Obstetricians  and  Gyne- 
cologists, Pathologists,  Physicians,  Pre- 
ventive Medicine,  Radiology,  and  Sur- 
geons, and  the  International  College  of 
Surgeons. 


Copies  of  the  1963-1964 
edition  are  still  avail- 
able. Write:  Directory 

Department , Medical  So- 
ciety of  the  State  of  New 
York,  750  Third  Ave., 
New  York,  N.Y.,  10017 
$20.00  a copy  plus  5%, 
sales  tax  for  N.Y.C.  de- 
livery. 


• Medical  staff  and  research  appoint- 
ments in  voluntary,  government,  and 
accredited  proprietary  hospitals  in  New 
York  State  (official  titles). 


Many  physicians  save  time  by  regularly  consulting  their  Directory  for 
telephone  listings,  a colleague’s  address  or  office  hours,  as  well  as  other 
pertinent  data.  You,  too,  will  find  your  Directory  a valuable  source  of 
information  when  you  use  it  often. 
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capsules /oxytetracycline  250  mg.,  nystatin  250,000  units 


Terrastatin  reinforces  the  benefits  of  Terramycin®  (oxytetracycline)— with  its  broad  range  of  effectiveness, 
low  order  of  toxicity,  excellent  toleration  and  high  concentration  in  body  tissues  and  fluids— with  the  anti- 
fungal protection  so  often  needed  in  the  elderly... as  well  as  in  the  very  young,  during  pregnancy,  in  the  dia- 
betic, the  debilitated,  those  on  steroid  therapy,  and  any  patient  requiring  prolonged  or  high  antibiotic  dos- 
age. (Also  available  Terrastatin  for  Oral  Suspension:  oxytetracycline  125  mg.,  nystatin  125,000  units/5  cc.) 

PFIZER  LABORATORIES  Division,  Chas.  Pfizer  & Co.,  Inc.  New  York,  New  York  10017 


broaden  the  broad  spectrum  with  antifungal  activity... 

Terrastatin* 
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Terra  statin 9 

Capsules 

oxytetracycline  250  mg.,  nystatin  250,000  units 
For  Oral  Suspension 

oxytetracycline  125  mg.,  nystatin  125,000  units/5  cc. 

Contraindicated:  In  individuals  hyper- 
sensitive to  oxytetracycline  or  nystatin. 
Warning:  Reduce  usual  oral  dosage 
and  consider  antibiotic  serum  level  de- 
terminations in  patients  with  impaired 
renal  function. 

Use  of  oxytetracycline  during  the 
last  trimester  of  pregnancy,  neonatal 
period  and  early  childhood  may  cause 
discoloration  of  developing  teeth. 

During  treatment  with  tetracyclines, 
individuals  susceptible  to  photody- 
namic reactions  should  avoid  direct 
sunlight;  if  such  reactions  occur,  dis- 
continue therapy. 

Note:  With  oxytetracycline,  phototoxic- 
ity is  unknown  and  photoallergy  very 
rare. 

Precautions:  Use  of  broad-spectrum 
antibiotics  occasionally  may  result  in 
overgrowth  of  nonsusceptible  organ- 
isms. Where  such  infections  occur,  dis- 
continue oxytetracycline  and  institute 
specific  therapy.  Increased  intracranial 
pressure  in  infants  is  a possibility. 
Symptoms  disappear  upon  discontinu- 
ation of  therapy. 

Adverse  Reactions:  Nausea,  diarrhea, 
glossitis,  stomatitis,  proctitis,  vaginitis 
and  dermatitis,  as  well  as  reactions  of 
an  allergic  nature,  may  occur  but  are 
rare. 

Supply:  Terrastatin  Capsules:  oxytetra- 
cycline, 250  mg.  and  nystatin,  250,000 
units.  Terrastatin  for  Oral  Suspension: 
oxytetracycline,  125  mg.  and  nystatin, 
125,000  units  per  5 cc.  (when  recon- 
stituted). 

More  detailed  professional  information 
available  on  request. 


Course  surveys 
ophthalmic  plastic  surgery 

A three-day,  intensive  course  of  instruction 
in  ophthalmic  plastic  surgery  will  be  presented 
at  the  Brooklyn  Eye  and  Ear  Hospital  on 
April  27  through  29,  1966.  The  course  will  be 
conducted  by  Martin  Bodian,  M.D.,  physician- 
in-charge  of  the  Ophthalmic  Plastic  Service, 
members  of  the  staff,  and  invited  guest  speakers. 
Instruction  will  consist  of  lectures,  motion 
pictures,  lantern  slides,  presentation  of  cases, 
and  actual  surgery  on  illustrative  cases. 

Subjects  will  include  basic  precepts  in  plastic 
surgery,  lid  repair  for  tumors  and  trauma, 
malfunctions  of  the  lids,  congenital  anomalies, 
ptosis  repair,  repair  of  obliterated  sockets,  ex- 
enteration, and  so  on.  Informal  discussions 
will  be  encouraged.  A set  of  notes  will  be 
furnished  to  registrants  of  the  course. 

Registration  is  limited  to  eight  students. 
The  fee  is  $75.  For  registration  and  further 
details  contact:  Mr.  Frederick  C.  Upton,  Ad- 
ministrator, Brooklyn  Eye  and  Ear  Hospital, 
29  Greene  Avenue,  Brooklyn,  New  York  11238. 

Course  to  study  neuroradiology 

The  Department  of  Radiology  of  the  Albert 
Einstein  College  of  Medicine,  in  conjunction 
with  its  affiliates  the  Bronx  Municipal  Hospital 
Center  and  Montefiore  Hospital  and  Medical 
Center,  will  present  a five-day  postgraduate 
course  in  neuroradiology  from  May  16  through 
May  20,  1966.  This  course  is  intended  for 
radiologists,  neurologists,  and  neurosurgeons 
and  will  be  a comprehensive  review  of  the  pres- 
ent-day concepts  of  diagnostic  neuroradiology. 
Attention  will  also  be  directed  toward  the  prac- 
tical aspects  of  specialized  diagnostic  procedures. 
Film  interpretation  panels  and  a clinical- 
pathologic  case  discussion  will  emphasize  the 
approach  toward  diagnostic  problems. 

For  further  information  write  to:  Mannie 

M.  Schechter,  M.D.,  Program  Director,  Neuro- 
radiology Postgraduate  Course,  Albert  Ein- 
stein College  of  Medicine,  New  York,  New  York 
10461. 
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Abstracts  in  Interlingua 


Young,  I.  S.,  e Kupperman,  H,  S.:  Le 

acceptation  de  triiodothyronina  radioiodate 
per  spongia  de  resina;  un  utile  parametro  in 
studios  del  function  thyroidee  ( anglese ),  New 
York  State  J.  Med.  65:  2671  (1  de  novembre) 
1965. 

Esseva  trovate  que  le  acceptation  de  tri- 
iodothyronina  radioiodate  per  spongia  de 
resina  es  un  rapide  e facilemente  effectuate  test 
del  function  thyroidee  le  qual  representa  nulle 
risco  de  irradiation  in  tanto  que  le  radioactivitate 
es  addite  solmente  al  sero.  Le  determination  de 
iste  parametro  es  specialmente  utile  in  casos 
de  contamination  per  iodo,  in  le  quales  altere 
tests  del  function  thyroidee  es  apte  a render 
resultatos  illusori.  Varie  factores,  incluse  per 
exemplo  pregnantia,  exerce  un  influentia  super 
le  acceptation  in  vitro  de  triiodothyronina 
radioiodate  per  le  erythrocytos  e spongia  de 
resina.  Usos  possibile  del  methodo  a spongia 
de  resina  include  le  prediction  de  aborto  spon- 
tanee  e le  detection  del  presentia  e del  duration 
de  action  de  certe  steroides  estrogenic. 

Kearney,  W.  F.:  Ophthalmopathia  a cellulas 
falciforme  ( anglese ),  New  York  State  J. 
Med.  65:  2677  (1  de  novembre)  1965. 

Le  constatationes  ocular  esseva  studiate  in 
32  casos  de  morbo  a cellulas  falciforme  in  le 
qual  le  retinopathia  es  relationate  con  e simile 


Clearance  of  bacteria  by 
the  lower  respiratory  tract 

Controller  experiments  in  Swiss  Webster  male 
mice  using  aerosol-induced  bacterial  pathogens 
demonstrated  that  important  clearance  mecha- 
nisms are  active  in  the  bronchopulmonary  tree 
and  that  certain  inhaled  or  ingested  substances 
can  strongly  interfere  with  this  mechanism. 
These  experiments,  conducted  by  G.  A. 
Laurenzi,  M.D.,  J.  J.  Guarneri,  R.  B.  Endriga, 
M.D.,  and  J.  P.  Carey,  M.D.,  and  reported  in  a 
recent  issue  of  Science,  showed  that  cigaret 
smoke  inhalation,  injected  alcohol,  cortisone,  and 
hypoxia  interfered  with  the  mechanism  signifi- 


a  illo  trovate  in  diabete  mellite,  occlusion  venose, 
morbo  de  Eales,  e hypertension.  Un  fundo 
pallide  e hemorrhagias  retinal  es  possibile  con 
omne  anemias  ver  o acute  perdita  de  sanguine. 
Le  retinopathia  trovate  in  le  gruppo  de  morbos 
con  hemoglobina  S es  relationate  con  le  sev- 
eritate  del  processo  falciformative,  le  magnitude 
del  potential  stase  intravascular,  e repetite 
stases. 

deGara,  P.  F.:  Studio  clinic  del  therapia  de 
allergias  con  suspensiones  pyridinic  a precipita- 
tion per  alumine;  utilitate  special  in  altemente 
sensibile  patientes  {anglese).  New  York  State 
J.  Med.  65:  2682  (1  de  novembre)  1965. 

Esseva  testate  le  efficacia  de  suspensiones  de 
polline  in  pyridina  a precipitation  per  alumine 
in  le  tractamento  de  10  altemente  sensibile 
subjectos  e in  320  altere  patientes.  Excellente 
o bon  resultatos  clinic  esseva  obtenite  in  80 
pro  cento  del  casos.  Esseva  trovate  nulle  dif- 
ferentia significative  inter  le  gruppos  recipiente 
injectiones  de  suspensiones  pyridinic  de  polline 
a precipitation  per  alumine  e le  gruppos  tractate 
con  extractos  aquee.  Tamen,  le  uso  del  sus- 
pensiones ha  certe  a vantages,  incluse  le  reducite 
numero  de  injectiones  requirite,  le  basse  in- 
cidentia  de  adverse  effectos  secundari,  e le 
obtention  de  melior  resultatos  in  patientes  de 
genere  sensibilissime. 


cantly,  with  smoke  and  alcohol  having  the  most 
marked  effect.  The  authors  believe  that  this 
study  offers  an  effective  method  for  the  quanti- 
tative estimate  of  pulmonary  resistance  to  air- 
borne bacteria. 

While  the  normal  lower  respiratory  tract  is 
free  of  viable  bacteria,  pathogens  can  be  isolated 
from  the  bronchial  secretions  of  chronic  bron- 
chitis patients  even  during  periods  of  relative 
well-being.  This  indicates  that  bacterial  clear- 
ance mechanisms  are  inhibited  by  the  presence  of 
bronchitis.  Eliminations  of  foreign  particles 
from  the  respiratory  tract  is  most  often  at- 
tributed to  the  muco-ciliary  stream  and  alveolar 
phagocytes.  Where  bacteria  are  concerned, 
however,  immunologic  mechanisms  must  also 
be  considered. 
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Editorials 


Anniversary  greeting  to  a firm  friend 


Wherever  the  going  is  tough  there  you 
will  find  working  quietly  and  without  fan- 
fare the  Salvation  Army.  This  organiza- 
tion, dedicated  to  “helping  people  at  the 
point  of  need,  whatever  the  need  may  be,” 
is  celebrating  its  100th  anniversary  this 
year. 

Founded  on  July  2,  1865,  in  the  East 
London  slums  by  William  Booth,  its  serv- 
ice quickly  spread  throughout  the  world. 
It  came  to  this  country  officially  in  1880. 
Working  from  the  very  start  side  by  side 
with  the  medical  profession,  its  view  of 
the  rehabilitation  of  the  whole  man  led  it 
into  the  way  of  health  services  for  those  it 
served. 

Today  throughout  the  world  the  Salva- 
tion Army  operates  31  general  hospitals, 
38  maternity  hospitals,  10  institutes  for  the 


Medical  heraldry 

In  response  to  numerous  requests  for  ex- 
planation of  the  great  seal  of  the  Medical 
Society  of  the  State  of  New  York  we  re- 
print herewith  the  scholarly  interpretation 
prepared  by  our  librarian,  Wesley  Draper, 
which  appeared  in  the  June  1,  1961,  issue  of 
the  Journal. 

The  components  of  the  seal  while  rooted 
deeply  in  mythology  have  modern  mean- 
ing. They  speak  of  high  purpose  and 
humility  in  the  presence  of  great  responsi- 
bility. 

The  seal  of  the  Medical  Society  of  the 
State  of  New  York  is  extremely  interesting 
in  medical  symbolism.  The  rod  with  the 
single  snake  entwined  around  it  is,  of 
course,  the  staff  of  Aesculapius  and  is  well 
known  as  the  special  symbol  of  medical 
healing.  This  goes  back  to  Greek  mythol- 


blind, 70  dispensaries  and  clinics,  60  found- 
ling hospitals  and  nursery  centers,  6 lepro- 
saria, 30  centers  for  alcoholism,  and  88 
maternity  homes  for  unwed  mothers. 
This  is  a sizable  medical  enterprise  and  one 
of  great  consequence  to  world  health. 

This,  in  addition  to  the  many  other  social 
services  provided  by  this  organization, 
makes  of  it  the  great  force  for  good  that  it 
is. 

The  Army  does  one  thing  in  England  that 
we  wish  could  be  extended  to  this  country, 
and  that  is  the  establishment  of  Eventide 
Homes,  hostels  for  the  elderly.  We  are 
in  very  great  need  of  this  sort  of  facility 
and  the  Army  would  do  it  superlatively. 

For  all  its  help  the  medical  profession 
is  truly  grateful,  but,  like  Oliver  Twist, 
has  its  hand  out  for  more. 


ogy.  Aesculapius,  son  of  Apollo,  was 
known  as  the  god  of  healing.  In  fact,  he 
eventually  became  so  proficient  in  the  art 
that  Pluto  accused  him  of  diminishing  the 
number  of  shades  in  Hades,  which  finally 
led  to  his  destruction. 

The  meaning  of  the  rooster  prominent  on 
the  seal  is  not  quite  so  familiar,  but  it  also 
undoubtedly  goes  back  to  Greek  my- 
thology. Early  Greek  medicine  was  con- 
nected with  temple  worship,  and  those  who 
followed  the  Aesculapian  cult  upheld  the 
ancient  concept  of  the  sacrifice  as  a com- 
munion between  God  and  man.  Generally 
speaking  all  animals  which  the  ancients 
were  wont  to  give  to  their  deities  could  be 
offered  also  to  Aesculapius,  since  he  was 
not  very  particular.  However,  in  one 
respect  he  did  show  an  extraordinary 
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attitude:  He  was  satisfied  with  small  dedi- 

cations. The  Coan  women  who  sacrificed 
a cock  to  him  apologized  for  the  cheapness 
of  their  offering:  They  were  aware  of  the 

fact  that  other  suppliants  would  have 
offered  perhaps  an  ox  or  a pig,  yet  they 
were  assured  that  nobody  could  give  to 
Aesculapius  a gift  which  would  be  more 
welcome.  The  cock  was  indeed  the  most 
common  sacrifice;  the  phrase  “a  cock  to 
Aesculapius”  was  almost  proverbial.  Soc- 
rates, as  reported  by  Plato,  has  made  this 
memorable.  Feeling  his  body  gradually 
losing  its  vital  heat  and  realizing  that  re- 
lief from  his  troubles  was  at  hand,  he  said 
(and  these  were  his  last  words):  “Crito,  I 
owe  a cock  to  Aesculapius;  will  you  remem- 
ber to  pay  the  debt?”  “The  debt  shall 
be  paid,”  responded  his  friend.  How- 
ever, thank  offerings  to  Aesculapius  did  not 
consist  necessarily  of  animal  sacrifices  nor 
of  these  alone.  In  exchange  for  the  fulfill- 
ment of  their  wishes  the  people  gave  him 
almost  anything.  Whatever  it  was,  the 
god  received  it  graciously:  “The  gods  do 
not  strive  after  human  goods.  Wealth  is 
not  gratifying  to  them,  nor  any  other  gain. 
They  are  interested  in  beneficence  alone. 
In  this  the  gods  find  their  riches.”  This 
the  ancient  skeptic  said  before  he  was 
asked  to  render  his  due  to  Aesculapius. 

The  symbol  of  the  branch  and  leaves  is 
not  quite  so  easy  to  identify  with  certainty, 
but  it  too  probably  comes  from  Greek 
mythology.  It  appears  to  be  laurel,  also 
known  as  the  bay  tree,  although  on  the 
present  seal  it  bears  less  resemblance  to 
laurel  than  on  earlier  ones.  The  leaves 
of  the  sweet  bay  tree,  still  used  in  cooking 
and  making  confections  because  of  their 
pleasant  aromatic  flavor,  were  supposed  to 
have  certain  narcotic  properties  which 
were  used  when  questioning  the  Oracle  of 
Apollo  at  Delphi.  Among  other  things 
Aesculapius  found  delight  in  a gift  of 
laurel.  It  was  with  these  leaves  that 
garlands  were  made  for  crowning  the 
heroes  of  antiquity. 


The  bay  tree  also  had  the  miraculous 
power  to  resist  witchcraft,  for  “neither 
witch  nor  devil,  thunder  nor  lightning,  will 
hurt  a man  in  the  place  where  a bay  tree 
is.”  So  says  Nicholas  Culpepper  in  his 
English  Physician  and  Complete  Herbal. 
He  says  also  that  it  has  many  other  virtues 
and  is  so  well  known  that  it  needs  no 
description.  The  frontispiece  of  an  edition 
of  this  work  published  in  London  about 
1798  shows  a picture  of  Nicholas  Culpepper 
holding  a branch  of  laurel  with  other 
branches  decorating  the  page. 

It  is  not  known  when  the  Medical  Society 
of  the  State  of  New  York  first  adopted  its 
seal,  but  it  seems  that  a seal  must  have 
been  used  from  the  time  that  the  Society 
was  first  organized,  as  it  was  required  then 
to  validate  the  diplomas  which  were  issued 
to  physicians  qualified  to  practice  medicine 
in  the  State.  The  seal  in  use  about  1836 
is  essentially  the  same  as  the  one  used  to- 
day, except  that  its  leaves  seem  to  bear  a 
closer  resemblance  to  those  of  the  bay  tree. 

It  would  be  interesting  to  know  where  the 
artist  who  made  the  original  seal  secured 
his  motif  and  whether  or  not  it  was  given  to 
him  by  the  medical  profession.  If  he 
designed  it  through  searching  the  medical 
literature  of  his  day,  he  may  have  been 
influenced  to  use  laurel  through  the  writing 
of  Nicholas  Culpepper  who  was  probably 
the  most  famous  medical  quack  of  all  time, 
whose  Complete  Herbal  is  still  in  print,  and 
who  aroused  the  ire  of  the  medical  pro- 
fession of  his  day  by  publishing  in  1649 
an  English  translation  of  the  Pharmacopeia 
Londinensis  so  that  everyone  could  know 
what  remedies  were  being  used  in  the  treat- 
ment of  disease. — W.D. 
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New  York  City 

Chief,  Pediatric  Clinics,  Columbia- 
Presbyterian  Medical  Center 

U tilization  of  digital  computers  in 
investigation  and  treatment  of  human 
disease  requires  skills  and  resources  of 
both  physicians  and  technicians.  Un- 
fortunately, not  only  is  it  difficult  for  the 
physician  to  obtain  the  education  and  ex- 
perience necessary  to  become  proficient 
in  the  use  of  a computer,  but  serious  lan- 
guage barriers  exist  between  medical  doctors 
and  computer  personnel  as  well.  As  more 
computer  centers  are  established  in  and 
near  medical  schools,  these  problems  will 
hopefully  be  lessened  by  trained  medical 
computer  specialists.  Moreover,  it  should 
be  easier  to  bridge  the  gap  between  com- 
puter technology  on  the  one  hand  and 
clinical  and  basic  medical  research  on  the 
other.  Methods  for  processing  large 
amounts  of  data  have  been  available  for 
several  decades  to  health  agencies  who 
have  utilized  electronic  accounting  ma- 
chinery, the  forerunner  of  the  modern 
computer,  to  record,  store,  and  analyze 

* This  work  was  supported  by  the  Division  of  Special 
Health  Services,  State  of  New  York  Department  of  Health. 


medical  information.  Electronic  computa- 
tion is  currently  employed  not  only  in 
survey-type  studies,  but  also  in  the  fields 
of  storage  and  retrieval  of  medical  records, 
biostatistics,  medical  diagnosis,  patient 
monitoring,  and  investigative  research. 
Publications1-5  and  symposiums6'7  have 
been  devoted  to  exploration  of  uses  of 
computers  in  medicine.  These  communi- 
cations describe  innovation  and  expansion 
in  the  scope  of  application  which  suggest 
an  intriguing  potential  for  the  role  of  elec- 
tronic data-processing  equipment.  Some 
investigations  have  been  fruitful  not  only 
for  the  investigator  but  also  for  the  clinician 
and  his  patients.8  It  is  the  aim  of  this 
article  to  demonstrate  how  conventional 
computer  methods  have  been  applied  to  a 
survey  of  children  with  cystic  fibrosis  of 
the  pancreas  at  the  Columbia-Presbyterian 
Medical  Center. 

In  1961  the  Division  of  Special  Health 
Services  of  the  State  of  New  York  Depart- 
ment of  Health  became  interested  in  acquir- 
ing data  relative  to  cystic  fibrosis  of  the 
pancreas  to  develop  a program  for  financial 
aid  to  families  of  afflicted  children.  The 
Cystic  Fibrosis  Clinic  of  Babies  Hospital 
in  the  Columbia-Presbyterian  Medical  Cen- 
ter, then  under  the  supervision  of  the  late 
Dorothy  H.  Andersen,  M.D.,  was  selected 
as  the  source  for  this  information.  The 
sponsors  of  the  study  desired  knowledge  of 
the  demography  of  the  children,  the  types 
of  medication  administered,  the  appliances 
necessary,  the  laboratory  tests  for  diagnosis 
and  care  of  the  patients,  and  the  nature  and 
frequency  of  consultations. 

Methods 

In  the  general  procedure  of  data  collec- 
tion, it  was  essential  to  formulate  in  ad- 
vance as  precise  questions  as  possible  to  be 
answered  by  the  survey.  The  following 
are  some  of  the  items  for  which  definite 
answers  are  available  from  the  encoded 
information:  age,  range,  and  median; 

residence;  number  of  afflicted  siblings; 
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median  family  income;  frequency  of  clinic 
visits;  frequency  of  hospitalization;  dura- 
tion of  hospitalization;  causes  for  hos- 
pitalization; number  of  deaths  in  one  year; 
associated  diagnoses;  number  of  prescrip- 
tions per  patient  per  year;  list  of  drugs  and 
appliances  prescribed;  cost  of  drugs  and 
appliances;  number  of  laboratory  tests 
and  x-ray  films  per  patient  per  year;  list  of 
laboratory  tests;  cost  of  laboratory  tests 
and  x-ray  films;  number  of  consultations; 
and  cost  of  consultations. 

This  list  is  a sample  of  some  of  the  400 
categories  for  which  specific  information 
was  sought.  Extra  clerical  assistance  as 
well  as  some  means  of  efficiently  storing 
and  analyzing  this  material  were  neces- 
sary. The  accounting  department  of  the 
Columbia-Presbyterian  Medical  Center 
provided  the  necessary  electronic  data- 
processing  equipment  and  the  Columbia 
University  Computer  Center  made  avail- 
able a large-scale  digital  computer. 

Code  forms  and  punched  cards  were  de- 
signed which  would  be  compatible  with 
both  of  these  facilities.  In  addition,  spe- 
cial computer  programs  were  written  to 
study  some  of  the  data,  and  “package” 
programs  were  utilized  when  possible  for 
manipulation  and  analysis  of  other  informa- 
tion. 

Medical  records  were  divided  into  a 
static  form  and  one  of  a more  variable 
type.  The  identification  information, 
which  included  name,  hospital  unit  num- 
ber, birth  date,  and  sex,  was  considered 
static.  Also,  the  records  of  past  history, 
family  history,  and  social  history  were 
fixed  at  the  time  of  the  survey.  Other 
materials  including  interval  history,  cur- 
rent physical  examination,  laboratory  data, 
and  drugs  were  constantly  changed  and 
supplemented  both  as  to  actual  content  as 
well  as  to  quantity.  The  latter  categories 
required  more  variable  formats  for  encoding 
than  did  the  former.  Effective  yet  simple 
methods  had  to  be  utilized  to  transfer  the 
known  data  into  a form  suitable  for  the 
electronic  equipment.  Code  sheets  and 
cards  were  designed  to  handle  the  possible 
types  of  required  material.  The  static 
forms,  one  to  a patient,  included  the 
identification  card  and  the  social-financial 
summary.  The  forms  which  varied  either 
in  number,  internal  format,  or  both,  were 
laboratory,  drug,  consultation,  and  other 
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FIGURE  1.  Diagram  depicting  flow  of  data  from 
patient  to  report.  Flow  chart  indicates  steps  in- 
volved between  production  of  data  and  its  ultimate 
analysis.  Prescription  is  one  of  seven  different 
encoded  documents.  Electronic  processing  com- 
mences with  punched  card  forms  and  is  completed 
with  report. 


charges;  outpatient  medical  progress  notes; 
and  the  inpatient  hospitalization  sum- 
mary. * 

At  the  time  of  the  first  visit  to  the  clinic, 
identifying  information  and  social-financial 
data  were  tabulated  on  code  sheets  by 
an  experienced  medical  registrar.  Medical 
information  was  recorded  by  the  examining 
physicians  in  codable  form  on  progress 
sheets  which  became  part  of  the  permanent 
hospital  record.  Prescription  forms  with 
appended  stubs  were  filled  in  by  the  doctors 
and  given  to  the  patient  to  take  to  the 
pharmacy.  The  stubs,  which  contain  the 
patient’s  identification  number;  the  name, 
amount,  duration,  and  cost  of  the  drug; 
and  the  date  were  returned  to  the  registrar 
after  the  pharmacist  had  filled  the  prescrip- 
tion. After  encoding,  the  stub  served  as 
one  of  the  source  documents  for  key  punch- 
ing. Each  laboratory  test  result  was 
copied  on  a variable  format  card.  Identifi- 
cation number,  cost,  and  date  were  also 
included.  A similar  card  was  prepared  for 
each  consultation  or  other  clinic  visit. 
All  data  were  punched  on  IBM  cards  for 
future  processing.  Inpatients  have  similar 
cards  prepared  which  are  coded  to  dis- 
tinguish them  from  the  outpatient  forms. 

* Samples  of  these  are  available  from  the  author. 
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Once  punched,  the  cards  were  manipulated 
by  the  sorter,  collator,  and  other  electronic 
accounting  machinery  equipment.  After 
a card  file  for  a period  of  time  was  com- 
pleted, these  data  were  converted  by  the 
computer  into  images  on  magnetic  tape. 
The  tapes  serve  as  input  media  for  future 
computer  analysis  (Fig.  1). 

Most  of  the  difficulties  with  this  system 
were  caused  by  ambiguous  questions,  in- 
consistent answers,  mistakes  in  coding,  and 
in  key  punching  despite  the  fact  that  con- 
sistency checks  had  been  generously  em- 
ployed. Where  noted,  errors  were  cor- 
rected on  the  spot.  Further  editing  was 
also  done  on  the  tapes.  The  extra  effort 
to  assure  100  per  cent  accuracy  was  not 
deemed  essential  for  such  items  as  the  ex- 
pected duration  of  a prescription  or  the 
mileage  to  and  from  the  clinic;  on  the 
other  hand,  data  relative  to  identification 
number,  cost,  and  frequency  of  particular 
items  warranted  cross-checking  because  of 
their  basic  importance. 

Results 

During  the  course  of  this  study,  our 
physicians  and  hospital  administrators 
asked  numerous  questions  relative  to  the 
data.  It  is  of  interest  to  indicate  the  moti- 
vation for,  and  the  results  of,  five  such 
inquiries  to  demonstrate  the  potentials  of 
computer  usage. 

1.  Age  composition  of  the  clinic  pa- 
tients: Cystic  fibrosis  of  the  pancreas  is  a 

congenital  disease,  symptomatic  within 
the  first  year  of  life,  and  often  fatal  during 
early  childhood.  The  age  distribution  of 
the  children  in  the  clinic  was  requested  by 
the  staff  for  its  annual  report.  These  data 
may  also  be  used  to  plan  for  clinic  and 
hospital  accommodations.  One  would  sus- 
pect a low  median  age.  A frequency 
distribution  by  year  of  birth  on  the  206 
children  seen  between  August  22,  1962,  and 
April  1,  1964,  shows  the  median  age  to  be 
nine  years.  This  is  higher  than  expected. 
Computer  time  for  this  analysis  was  one 
minute  and  fifty-four  seconds  (Table  I). 

2.  Search  and  list  patients  on  a particu- 
lar drug:  In  another  investigation  of  the 

effects  of  three  different  anabolic  steroids 
on  the  growth  of  the  children,  we  were 
requested  to  list  all  patients  who  had  re- 
ceived these  drugs  in  the  last  two  years.  A 


TABLE  I.  Distribution  of  206  cystic  fibrosis  patients 
born  before  January  1,  1964,  by  year  of  birth* 

Per  Cent 


Year 

Number 

of  Total 

1937  to  1939 

5 

2.4 

1940  to  1942 

5 

2.4 

1943  to  1945 

9 

4.4 

1946  to  1948 

13 

6.3 

1949  to  1951 

43 

15.5 

1952  to  1954 

40 

19.4 

1955  to  1957 

46 

22.3 

1958  to  1960 

21 

15.0 

1961  to  1963 

24 

11.6 

Totals 

206 

99.3 

* Mean  age  as  of  January  1,  1964:  9.7  years. 
Median  age  as  of  January  1,  1964:  9 years. 

Age,  oldest  patient  as  of  January  1,  1964:  27  years. 


scan  of  the  206  medical  charts  and  the 
numerous  progress  notes  in  each  chart 
would  consume  well  over  two  hundred 
hours  of  clerical  and  medical  time.  A 
Fortran*  program  was  written  to  ac- 
complish this  task.  Magnetic  tape  records 
of  3,619  outpatient  prescriptions  were 
analyzed  on  the  computer.  A listing  of 
patients,  the  date,  and  dose  of  each  pre- 
scription for  each  of  the  three  steroids  under 
consideration  was  performed  using  3.26 
minutes  of  computer  time. 

3.  Hospitalization:  Entry  into  the 

hospital  as  a bed  patient  was  also  sum- 
marized on  admission  cards.  From  Octo- 
ber 20,  1962,  to  December  31,  1963,  there 
were  150  hospitalizations  of  children  with 
cystic  fibrosis.  It  was  desired  to  know  the 
average  and  median  number  of  days  for 
each  hospitalization.  The  computer  pro- 
gram used  as  described  for  age  distribution 
was  easily  adjusted  to  summarize  the 
hospitalization  experience  of  the  patients. 
The  calculations  revealed  that  the  patients 
spent  an  average  of  17.3  days  in  the  hospi- 
tal; the  median  value  was  twelve  days 
(Table  II).  Computer  time  for  this  analy- 
sis was  2.1  minutes. 

4.  Analysis  of  blood  constituents:  A 

measure  of  the  concentration  of  serum 
protein  is  of  interest  because  children  with 
cystic  fibrosis  of  the  pancreas  are  suscepti- 
ble to  malnutrition  from  faulty  food  absorp- 
tion. The  laboratory  determinations  were 
performed  by  a modification  of  the  Hsien- 
Wu  protein  method.  An  effort  to  analyze 

* Fortran  is  a programming  language  which  gives  a scientist 
with  minimal  computer  knowledge  a means  of  manipulating 
data  in  the  computer. 
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TABLE  II.  Distribution  of  150  admissions  of 
children  with  cystic  fibrosis  by  hospital  days  from 
October  20,  1963,  to  December  31,  1964* 


Hospital 

Days 

Number 

Per  Cent 
of  Total 

0 to  1 

15 

10.0 

2 to  3 

11 

7.3 

4 to  5 

9 

6.0 

6 to  7 

15 

10.0 

8 to  9 

14 

9.3 

10  to  11 

13 

8.7 

*12  to  13 

7 

4.6 

14  to  15 

15 

10.0 

16  to  20 

18 

12.0 

21  to  30 

10 

6.7 

31  to  40 

5 

3.3 

41  to  60 

5 

3.3 

61  to  80 

4 

2.6 

81  plus 

9 

6.0 

Totals 

150 

99.8 

* Mean  days  in  hospital:  17.3 
Median  days  in  hospital:  12 
Maximum  days  spent  in  hospital:  152 


records  of  serum  protein  concentration  by 
the  computer  was  undertaken.  The 
laboratory  data  card  image  on  magnetic 
tape  contains  the  test  name  and  test  results 
in  several  of  seven  fields  of  five  characters 
each.  In  this  case,  serum  proteins  is  coded 
by  the  symbol  “Protl”  in  the  first  of  the 
seven  fields.  The  succeeding  three  fields 
list  the  values  of  the  total  protein,  the 
serum  albumin,  and  serum  globulin  levels 
respectively.  The  tapes  which  contain 
all  1962  and  1963  inpatient  and  outpatient 
data  were  scanned  for  the  identifying  word 
“Protl.”  Once  found,  the  values  for  total 
serum  protein,  albumin,  and  globulin  were 
abstracted  and  entered  into  frequency 
distribution  tables  and  then  analyzed  for 
mean,  median,  and  standard  deviation. 
The  results  suggested  that  the  children 
with  cystic  fibrosis  of  the  pancreas  had 
higher  levels  of  total  protein  and  globulin 
than  did  other  patients  in  Babies  Hospital 
who  had  serum  protein  determinations  done 
at  the  same  time  by  the  same  method 
(Table  III). 

In  a similar  fashion,  the  results  of  12 
serum  calcium  determinations  were  ex- 
tracted from  the  laboratory  tapes  and 
analyzed  to  test  the  hypothesis  that  chil- 
dren with  cystic  fibrosis  of  the  pancreas 
have  low  calcium  levels.  The  average  of 
the  12  measurements  was  10  mg.  per  cent 
which  does  not  differ  from  the  accepted 
normal  value  (Table  IV).  On  the  basis 


TABLE  III.  Blood  protein  constituents  of  patients 


with  cystic  fibrosis  of  the  pancreas  from  1962  to 
1963  and  Babies  Hospital  patients  in  April,  1963 

Cystic  Fibrosis 

Babies 

Patients 

Hospital 

Standard 

Patients  Normals 

Error  of 

(300)  (12) 

Mean 

Mean 

Mean  Mean 

(61  Deter- 

minations) 

Total  Protein 

(Gm.  per  cent)  7.9* 

0.15 

6.6  7.0 

Albumin 

(Gm.  per  cent)  4 . 1 

0.08 

4.1  4.2 

Globulin 

(Gm.  per  cent)  3.6* 

0.13 

2.5  2.6 

* The  differences  between 

cystic  fibrosis  patients  and 

Babies  Hospital  patients  are  significant  (P  <0.01). 

TABLE  IV.  Serum  calcium  levels 

in  patients  with 

cystic  fibrosis  from  1962  to  1963* 

Calcium  Mg. 

Per  Cent 

Number 

Per  Cent 

8 . 50  to  8.99 

2 

16.7 

9 to  9 . 49 

2 

16.7 

9 . 50  to  9.99 

2 

16.7 

10  to  10.49 

2 

16.7 

10.50  to  10.99 

2 

16.7 

11  to  11.49 

1 

8.3 

11.50  to  11.99 

1 

8.3 

Total 

12 

100.1 

* Mean:  10.04 
Median:  9.6 

Standard  deviation:  0.9233 


of  these  observations,  the  hypothesis  that 
the  patients  are  hypocalcemic  cannot  be 
accepted. 

Comment 

Although  considerable  effort  had  been 
expended  to  develop  and  test  the  com- 
puter programs  for  this  study,  once  such  a 
program  ran  successfully,  modification  for 
other  specific  inquiries  was  easy.  Dis- 
counting the  development  phase,  the  time 
utilized  for  the  five  program  runs  was  six- 
teen minutes. 

It  is  worth-while  to  comment  about  the 
statistics  gleaned  from  the  data.  At 
first  glance,  the  life  expectancy  of  the 
average  patient  with  cystic  fibrosis  seems 
longer  than  the  literature  would  suggest.9’10 
Although  there  may  be  increased  longevity, 
another  explanation  is  possible.  The  Cys- 
tic Fibrosis  Clinic  has  been  in  existence  for 
nearly  twenty-five  years;  it  follows  that 
the  current  population  represents  a selec- 
tion over  the  years  of  survivors  who  neces- 
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sarily  have  milder  disease.  Hence,  time 
acts  as  a factor  which  boosts  the  proportion 
of  older  and  healthier  patients.  This  may 
explain  why  the  average  and  median  ages 
in  this  clinic  are  higher  than  one  would 
expect. 

The  mean  number  of  days  spent  in  the 
hospital  by  each  admission  with  cystic 
fibrosis  was  17.3.  During  the  same  year, 
1963,  the  average  length  of  hospitalization 
for  all  patients  in  Babies  Hospital  was 
11.3  days.11  The  financial  implications  of 
this  difference  are  evident.  The  hos- 
pitalized child  with  cystic  fibrosis  of  the 
pancreas  differs  from  most  patients  of 
Babies  Hospital  in  several  other  respects. 
He  may  be  hospitalized  for  only  a few 
days  primarily  for  diagnostic  evaluation: 
sweat  test,  blood  chemical  determinations, 
stool  examination,  x-ray  films,  and  duo- 
denal drainage.  This  kind  of  admission 
usually  occurs  only  once  for  each  child. 
On  the  other  hand,  many  of  the  children 
are  admitted  for  protracted  treatment  of 
respiratory  complications.  Such  admis- 
sions require  at  least  ten  days  and  are  often 
much  longer.  Therefore,  it  is  important 
to  consider  not  only  the  mean,  median,  and 
range  of  patient  days  but  also  the  reason 
for  hospitalization. 

Malnutrition,  formerly  a most  severe 
clinical  feature  of  cystic  fibrosis  of  the 
pancreas,  is  now  uncommon  because  of 
adequate  diet  and  oral  enzyme  therapy. 
The  blood  serum  protein  concentration  is  a 
crude  measure  of  protein  metabolism.  It 
reflects  the  adequacy  of  intestinal  absorp- 
tion of  protein-containing  foods,  and  the 
amount  of  protein  synthesized,  catabolized, 
and  excreted.  However,  hypoproteinemia 
is  rare  except  in  early  infancy.  It  is  known 
that  with  chronic  infections  such  as  cystic 
fibrosis  of  the  pancreas,  the  globulin  por- 
tion of  total  protein  may  be  increased. 
Analysis  of  61  determinations  on  these 
children  shows,  in  fact,  that  there  was  a 
significant  increase  in  the  globulin  portion 
as  compared  with  normal12  (p  <0.01),  and 
that  this  increase  accounts  for  the  ab- 
normally high  level  of  total  proteins. 
Green,  et  al.13  determined  the  serum  pro- 
tein electrophoretic  pattern  of  114  cystic 
fibrosis  patients  and  showed  similar  changes 
which  were  dependent  on  age  as  well  as 
severity  of  illness.  The  increased  globulin 
could  be  explained  by  elevation  of  the 


gamma  globulin  fraction.  In  our  pa- 
tients, there  was  no  evidence  to  suggest 
failure  of  metabolism  as  indicated  by  the 
normal  albumin  concentrations.  The  cal- 
cium levels  were  also  normal  which  indi- 
cates compensation  for  the  calcium-deplet- 
ing effects  of  steatorrhea. 

In  this  investigation,  it  was  demon- 
strated that  modern  data  processing  tech- 
nics offered  a means  to  explore  the  facets  of 
a disease  in  a clinical  setting.  During  the 
study,  it  was  evident  that  electronic  ac- 
counting machines  and  computers  were 
not  necessarily  the  panacea  for  all  prob- 
lems of  medical  surveys  and  of  statistical 
analysis.  Increased  expenses  were  in- 
curred, and  extensive  advance  planning 
was  required.  Considerable  technical 
knowledge  and  assistance  were  needed 
both  to  design  and  to  operate  these  sys- 
tems. Each  of  the  additional  steps  be- 
tween the  occurrence  of  an  event  and  its 
ultimate  analysis  became  liable  to  error 
on  the  part  of  the  many  participants.  Pro- 
grams which  did  not  “run”  required  ex- 
asperating and  time-consuming  “debug- 
ging” effort.  Despite  these  drawbacks, 
the  easy  availability  of  stored  data  and  the 
ultimate  reduction  in  time  and  energy  for 
record  review  and  analysis  invited  com- 
puter utilization  for  this  task.  It  is  hoped 
that  new  and  simpler  methods  of  medical 
data  processing  will  emerge  as  more  and 
more  investigators  experiment  in  this 
fascinating  field. 

Summary 

A study  of  clinical  aspects  of  cystic 
fibrosis,  motivated  by  the  need  for  in- 
formation relative  to  the  cost  of  this  dis- 
ease, has  been  outlined. 

Certain  questions  were  asked  relative  to 
facets  of  the  disease,  and  the  analysis  of 
the  answers  is  given. 

The  methods  employed,  although  ini- 
tially time-consuming  and  difficult,  yielded 
information  from  clinical  medical  records 
with  great  speed  and  reliability. 

It  is  possible  to  use  electronic  computing 
equipment  to  lessen  the  ultimate  work 
load  necessary  for  this  type  of  analysis. 

Simplification  of  the  application  of  com- 
puter methods  to  clinical  medicine  would 
increase  its  appeal  and  lead  to  wider  and 
more  fruitful  applications. 
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Radioactive  Iodine- 
Labeled  Triiodothyronine 


THE  RESIN  SPONGE  uptake  of  7131  -labeled 
triiodothyronine  was  found  to  be  a rapid 
and  easily  performed  test  of  thyroid  function 
with  no  radiation  hazard  as  the  radioactivity 
is  added  to  the  serum  only.  It  is  especially 
useful  in  cases  of  iodine  contamination  in 
which  other  thyroid  tests  may  give  misleading 
results.  Various  factors,  such  as  pregnancy, 
influence  the  in  vitro  -labeled  triiodo- 
thyronine, red  blood  cell,  and  resin  sponge 
uptakes.  Possible  uses  of  the  resin  sponge 
uptake  include  prediction  of  spontaneous 
abortion  and  detection  of  the  presence  and 
duration  of  action  of  certain  estrogenic 
steroids. 


Resin  Sponge  Uptake 

Useful  Parameter  of 
Thyroid  Function 

IVEN  S.  YOUNG,  M.D. 

New  York  City 

HERBERT  S.  KUPPERMAN,  M.D.,  PH.D. 

New  York  City 

Department  of  Therapeutics 
New  York  University  Medical  Center 


T he  red  blood  cell  uptake  of  radioactive 
labeled  liothyronine  as  introduced  by 
Hamolsky,  Stein,  and  Freedberg1  in  1957, 
has  been  found  to  be  a useful  means  of  de- 
termining thyroid  function.  In  1960, 
Mitchell,  Harden,  and  O’Rourke2-3  de- 
veloped a practicable  method  for  measuring 
the  uptake  of  I131  (radioactive  iodine) -la- 
beled triiodothyronine  utilizing  a resin 
sponge  instead  of  red  blood  cells.  This 
procedure  offered  several  advantages  over 
the  red  blood  cell  uptake,  in  that  it  was 
technically  easier  to  perform,  and  was 
not  affected  by  variations  in  the  hemato- 
crit4-5 or  anomalies  of  the  red  blood  cell.6-7 
We  have  utilized  a polyurethane  resin- 
embedded  sponge  and  labeled  I131  lio- 
thyronine* * and  have  correlated  our  data 
with  other  parameters  of  thyroid  function. 


Method 

The  resin  sponges  and  the  labeled  I131 
liothyronine  were  available  in  kit  form.* 
The  labeled  I131  liothyronine  was  supplied 
in  plastic  syringes  containing  about  0.1 
microcuries  adjusted  at  a 5.2  pH.  Clotted 
blood,  drawn  from  patients  from  our  en- 
docrine clinics,  was  centrifuged  and  the 
serum  separated  and  frozen  at  — 4C.  un- 
til use.  Pooled  serum  to  serve  as  con- 
trol specimens  was  prepared  from  euthyroid 
staff  members.  The  sera  to  be  tested  were 
thawed  at  room  temperature,  and  1 cc. 
of  serum  was  pipetted  into  plastic  tubes. 
The  labeled  radioactive  liothyronine  was 
then  added  from  individual  syringes  con- 
taining the  material.  At  timed  one-minute 
intervals  the  resin  sponge  was  added  and 
the  air  expressed  from  the  sponge  three 
times  with  a plastic  plunger.  The  tubes 
were  incubated  in  an  ice  bath  at  1C.  for 
exactly  one  hour.  During  the  incubation 
period,  the  tubes  were  placed  in  a scintilla- 
tion well  counter  and  the  radioactivity 
measured.  At  the  end  of  the  one-hour 
incubation  period,  the  serum  was  with- 
drawn from  the  tubes  with  a suction  ap- 
paratus and  the  resin  washed  three  times 
with  distilled  water.  The  tubes  containing 
the  washed  resin  were  then  counted  in  the 
well  counter.  The  per  cent  resin  uptake  of 
labeled  I131  liothyronine  was  calculated 
according  to  the  following  formula: 

counts  (following  wash) — background  counts 

initial  counts — background  counts 

X 100 

* Supplied  as  Triosorb  kits  by  Abbott  Laboratories. 


November  1,  1965  / New  York  State  Journal  of  Medicine  2671 


TABLE  I.  Euthyroid 


The  following  tests  were  also  done  in  an 
attempt  to  ascertain  the  validity  of  the 
resin  sponge  uptake  results:  PBI  (protein 

bound  iodine)  determinations  by  modifica- 
tion of  the  Barker  ash  method,  the  normal 
range  being  4 to  8 gamma  per  cent;  serum 
cholesterol  determinations  were  done  by 
the  Carr-Drekter  method,  the  range  of 
normal  in  our  laboratory  being  150  to  250 
mg.  per  100  ml.;  the  Achilles  reflex  time 
(photomotogram)  was  recorded,  the  nor- 
mal range  being  0.24  to  0.36  seconds  in  our 
laboratory;  and  routine  RAI  (radioactive 
iodine  I131)  uptake  studies  were  performed 
according  to  standard  procedure.  Our 
established  normal  range  for  the  twenty- 
four-hour  uptake  is  20  to  50  per  cent. 

Results 

A control  pooled  serum  sample  was  run 
with  each  set  of  determinations.  The 
mean  control  value  of  21  separate  runs  was 
20.1  per  cent,  standard  deviation  plus  or 
minus  1.1  per  cent.  Seventy-seven  pa- 
tients were  judged  to  be  euthyroid  on  the 
basis  of  our  clinical  impression  and  the 
composite  laboratory  results.  The  resin 
sponge  uptake  in  72  patients  was  in  agree- 
ment (93.5  per  cent),  but  in  5 cases  (6.5 
per  cent)  a low  uptake  was  noted  (Table 
I(+>). 

Table  II  presents  the  resin  sponge  up- 
take in  24  patients  categorized  by  other 
parameters  as  being  hypothyroid.  The 
mean  value  for  the  group  was  13.6  per  cent, 
standard  deviation  plus  or  minus  2.1  per 
cent.  There  was  only  1 hypothyroid 
patient,  whose  resin  uptake  fell  in  our 
euthyroid  range  (16  to  30  per  cent). 

The  various  laboratory  results  for  the 
hyperthyroid  subjects  are  indicated  in 
Table  III.  The  mean  value  for  this  group 
was  43.1  per  cent,  standard  deviation 
plus  or  minus  7.6  per  cent.  The  best 
separation  from  euthyroid  values  was 
seen  in  this  group. 

Eight  pregnant  subjects  were  evaluated 
and  a decrease  in  resin  uptake  noted  by  the 
twelfth  week  of  pregnancy  (Table  IV). 

The  resin  uptake  remained  valid  in  cases 
of  iodine  contamination  either  following  a 
radiographic  procedure  or  after  ingestion 
or  topical  use  of  an  iodine-containing  com- 
pound (Table  I *}). 

The  normal  range  of  resin  sponge  uptake 


Age 

(Years) 

t3 

Uptake 

PBI 

Choles- 

terol 

Photomo- 

gram 

RAI 

Uptake 

20 

16.6 

6 

184 

0.25 

25 

28.3 

7.1 

200 

0.28 

22 

18.3 

6.7 

185 

0.28 

31 

17.7 

9 

204 

0.31 

39 

36 

17.4 

4.7 

225 

0.28 

58 

17.3 

5.8 

207 

0.36 

25 

18.9 

4 

158 

41 

19.7 

5.7 

205 

0.28 

19 

22.1 

6.3 

178 

0.28 

34 

25.1 

5.8 

200 

0.28 

44 

16.2 

5.2 

200 

65 

19.7 

7.5 

180 

0.38 

15 

56 

22.5 

4.2 

185 

0.28 

23 

18.2 

5.2 

0.32 

31 

30 

16.3 

7 

205 

0.32 

6 

16.1 

4 

166 

0.34 

17 

17.6 

6.8 

216 

0.24 

29 

18.7 

5.1 

220 

0.31 

27 

17.9 

4.7 

208 

0.31 

19 

21.3 

4.3 

0.29 

20 

20.5 

6 

203 

0.26 

33 

16.9 

6.5 

155 

23 

24.2 

7.4 

187 

31 

19 

17.7 

5.2 

203 

0.32 

22 

21.2 

5.7 

172 

0.32 

28 

17.7 

7.3 

208 

0.32 

13 

21.9 

6.5 

205 

0.28 

38 

19.3 

7.5 

148 

0.34 

23 

24.2 

7.4 

187 

31 

50 

18 

6.3 

212 

17 

42 

16.6 

5 

200 

0.28 

36 

36* 

18.3 

14 

0.36 

2 

24 

16.9 

5.5 

0.32 

33 

17.1 

4.6 

0.34 

11 

19.8 

4.8 

52 

19.8 

4.1 

260 

0.34 

22 

21.4 

5.7 

0.32 

16 

22.2 

4.3 

150 

0.24 

28 

22.3 

7.3 

150 

0.24 

19 

17.7 

5.2 

203 

0.32 

26 

16.9 

6.5 

155 

0.30 

19 

18.3 

6 

0.32 

24 

18.5 

6 

205 

0.28 

28 

19.7 

4.9 

264 

0.32 

22 

18.2 

4.7 

212 

0.40 

20 

20.4 

5 

196 

0.33 

24 

17.5 

7.7 

222 

0.29 

18 

20.5 

4.5 

254 

0.39 

22 

20.1 

4.9 

206 

0.29 

32 

16.9 

4.7 

262 

0.28 

64 

17.2 

4.6 

226 

43 

17.2 

4.2 

243 

0.32 

36 

21.7 

8.8 

159 

0.28 

43 

25.2 

6.4 

190 

0.28 

28 

18.5 

7.1 

0.24 

24 

19 

6 

205 

0.28 

32 

18.5 

5.8 

195 

0.42 

24 

18.8 

5.3 

200 

0.40 

26 

22 

4.4 

235 

0.38 

44 

23.7 

5 

180 

44 

37 

22.8 

7.8 

178 

0.28 

22 

17.9 

4.7 

208 

0.31 

26 

17.7 

4.4 

294 

0.32 

28 

16.7 

6.6 

186 

0.32 

37 

24.5 

7 

175 

0.28 

15 

21.3 

6.5 

175 

0.28 

32 

20.8 

4.5 

190 

0.28 

44t 

12.4 

6 

230 

0.26 

41f 

13 

4.3 

208 

0.30 

26 1 

10.6 

4.4 

260 

0.28 

30t 

15.8 

7.2 

168 

0.36 

13t 

14.3 

4.3 

232 

0.28 

53* 

23.8 

50 

260 

0.32 

40* 

22 

50 

195 

0.28 

32* 

20.5 

13 

227 

0.28 

36* 

20.9 

15.3 

232 

0.32 

30* 

16.3 

10.8 

200 

0.34 

* Evidence  of  iodine  contamination  in  these  patients, 
t Low  T3  uptake  despite  euthyroid  status. 
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Comment 


TABLE  II.  Hypothyroid 


Age 

(Years) 

T3 

Uptake 

PBI 

Choles- 

terol 

Photomo- 

togram 

RAI 

Uptake 

7 

12.5 

1.2 

0.24 

38 

14 

2.4 

200 

28 

13.1 

5.2 

0.42 

20 

15.1 

4 

0.40 

22 

33 

14.5 

5.9 

243 

13 

13 

15.7 

1 

235 

0.34 

60 

13.7 

4.3 

225 

0.36 

45 

15 

3 

380 

15 

28 

11.6 

3.6 

275 

0.34 

31 

15.1 

3.1 

185 

0.30 

35 

20 

13.9 

3.9 

252 

0.40 

34 

12.3 

1.3 

208 

0.55 

24 

10.5 

1.5 

210 

0.36 

5 

28 

10.8 

3 

200 

0.32 

35 

40 

15.8 

4.4 

354 

0.32 

31 

15.9 

4 

230 

0.39 

16 

9.6 

2.6 

30* 

17.2 

3.3 

200 

0.43 

42 

15.9 

3.8 

220 

15 

36 

15.8 

3.2 

240 

10 

16 

14 

1.5 

0.34 

49 

10.9 

1.3 

0.42 

34 

12 

2.8 

230 

0.36 

10 

43 

12.8 

6 

240 

0.40 

* Normal  T3  uptake  in  a hypothyroid  patient. 

TABLE  III. 

Hyperthyroid 

Age 

(Years) 

t3 

Uptake 

PBI 

Choles- 

terol 

Photomo- 

togram 

RAI 

Uptake 

63 

42.4 

12 

152 

42 

21 

53.4 

9.2 

215 

0.22 

8 

49.4 

7.8 

155 

0.21 

74 

37.8 

9 

150 

44 

58 

34.9 

12.5 

0.26 

81 

6 

44.2 

8.5 

145 

0.24 

26 

51.8 

16 

155 

0.20 

52 

30.1 

11.4 

145 

0.18 

48 

44.9 

16 

160 

0.22 

75 

26 

34.9 

9.2 

0.21 

44 

38.5 

9 

188 

0.24 

62 

63 

40.3 

12.2 

132 

27 

48.9 

16 

160 

0.22 

68 

28 

44.1 

14.2 

40 

54.3 

21.6 

115 

77 

31 

40.4 

14.2 

or  red  blood  cell  uptake  may  vary  from 
one  laboratory  to  another  depending  on 
the  length  and  temperature  of  incubation 
and  other  variables  in  the  laboratory  pro- 
cedure. Some  laboratories  report  these 
values  as  the  uptake  by  the  serum  rather 
than  the  red  cells  or  resin. 


Circulating  thyroxine  is  associated  in 
the  blood  with  several  serum  proteins. 
It  is  most  strongly  bound  by  an  inter- 
alphai-alpha2  globulin,  known  as  TBG 
(thyroxine-binding  globulin).  It  is  also 
in  equilibrium  with  TBPA  (thyroxine- 
binding prealbumin).  If  these  carrier  pro- 
teins, TBG  and  TBPA,  are  saturated,  then 
the  thyroxine  may  bind  loosely  to  albumin. 
Triiodothyronine  is  only  loosely  bound 
by  TBG.8  In  hyperthyroidism,  the  bind- 
ing sites  on  the  carrier  proteins,  specifically 
TBG,  are  relatively  saturated.  Thus,  if 
radioactive  1 13  ^labeled  lio  thyronine  is 
added  to  the  serum  of  a hyperthyroid 
individual,  fewer  sites  on  the  binding  pro- 
tein are  able  to  accept  the  radioactive 
label,  and  a greater  percentage  would  be 
available  for  secondary  receptor  sites  such 
as  the  red  blood  cells  or  resin  sponge. 
Conversely,  in  hypothyroidism  there  would 
be  relative  unsaturation  of  the  receptor 
sites,  the  TBG  would  be  able  to  accept  a 
larger  percentage  of  the  radioactive  label, 
and  less  would  be  available  for  secondary 
receptor  sites.  During  pregnancy  there  is 
either  an  increase  in  TBG  or  an  increase  in 
binding  sites  available  on  the  TBG,  so  that 
usually  the  serum  of  a pregnant  patient 
accepts  more  of  the  added  radioactive- 
labeled  liothyronine.  Thus  the  resin  or 
blood  cell  uptake  would  again  be  decreased. 
A similar  situation  occurs  during  adminis- 
tration of  estrogenic  compounds  which 
presumably  increase  TBG. 

Our  data  indicate  that  the  resin  sponge 
uptake  is  a useful  parameter  of  thyroid 
function  and  correlates  well  with  other 
tests  of  thyroid  function  ordinarily  used. 
However,  there  were  some  discrepancies 
between  the  various  parameters  in  the 
hypothyroid  and  euthyroid  individuals; 


TABLE  IV.  Pregnancy 


Age 

(Years) 

T3  Uptake 

PBI 

Cholesterol 

Photomo- 

togram 

RAI 

Uptake 

Weeks  of 
Gestation 

28 

16.7 

6.6 

186 

6 

28 

10.5 

220 

24 

10.5 

6.2 

200 

0.30 

12 

24 

13.2 

9.2 

16 

28 

12.6 

9.4 

145 

0.32 

16 

23 

16.8 

8.9 

8 

25 

16.9 

6.0 

200 

8 

28 

12.1 

12 
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TABLE  V.  Factors  influencing  T3  resin  uptake 

Increased  Uptake 
H y perthyroidism 
Malignant  condition 
Severe  liver  disease 
Nephrosis 
Androgens 
Thyroid  (T4) 

Decreased  TBG  (congenital) 
Diphenylhydantoin,  dinitrophenol,  salicyl- 
ates, penicillin* 

Paroxysmal  atrial  arrhythmias* 

Pulmonary  insufficiency  with  carbon  dioxide 
retention* 

Anticoagulants,  bishydroxycoumarin  (Dicu- 
marol),  heparin* 

Decreased  Uptake 
Hypothyroidism 
Pregnancy 
Estrogen 

Increased  TBG  (congenital)24 

* Reported  with  red  cell  uptake. 


thus  a composite  picture  including  a num- 
ber of  parameters  may  be  necessary  to 
substantiate  the  diagnosis.  In  a larger 
group  of  hypothyroid  patients  evaluated 
prior  to  the  study,  there  seemed  to  be 
better  correlation  between  the  protein- 
bound  iodine  and  Achilles  reflex  time  than 
was  indicated  in  the  smaller  group  of  pa- 
tients included  here.  There  was  excellent 
correlation  among  the  various  parameters 
in  the  hyperthyroid  group  of  patients. 
There  are,  however,  factors  exclusive  of 
hyperthyroidism  which  may  cause  an 
elevated  red  blood  cell  or  resin  uptake,  and 
these  are  listed  in  Table  V.  In  a few 
patients  who  otherwise  appeared  euthy- 
roid, the  resin  uptake  was  lower  than  ex- 
pected. The  reason  for  these  results  has 
not  yet  been  discovered,  although  further 
investigation  is  planned.  Incubation  of 
the  specimen  in  an  ice  bath  at  constant 
temperature  produced  less  daily  variation 
in  the  control  sera  than  tests  performed 
at  room  temperature.  We  have  found 
it  more  desirable  to  perform  the  test  with  a 
constant  temperature  rather  than  make 
corrections  for  variation  in  results  due  to 
room  temperature  differences  from  one 
day  to  another. 

Preliminary  work  done  in  our  laboratory 
with  an  incubation  at  1C.  for  two  hours 
rather  than  one  hour  as  reported  here, 
indicates  that  a slightly  better  separation 
between  the  hypothyroid  and  euthyroid 
range  may  be  obtained. 


Nava  and  DeGroot9  found  that  the  resin 
uptake  increased  with  longer  incubation 
time  until  ninety  minutes  reaching  equili- 
bration at  this  point.  Scholer,10  utilizing 
an  anion  exchange  resin,  found  that  the 
resin  uptake  reached  a constant  value  in 
about  one  hour  at  37  C.  and  in  two  hours  at 
room  temperature.  His  results  with  the 
resin  uptake  correlated  fairly  well  with 
the  red  blood  cell  uptake. 

With  the  widespread  use  of  iodine- 
containing  medications  as  well  as  the  use  of 
radiographic  procedures  utilizing  iodine- 
containing  dyes,  the  protein-bound  iodine 
or  radioactive  iodine  uptake  may  often  be 
misleading.  The  in  vitro  red  blood  cell 
or  resin  uptake  have  their  main  advantage 
inasmuch  as  these  tests  are  rarely  affected 
by  the  iodine  contamination  (Table  I). 

During  pregnancy,  a decrease  in  the  red 
blood  cell  uptake  has  been  observed  as 
early  as  the  eighth  week.  Visscher11 
noted  that  the  resin  uptake  decreased 
progressively  from  the  tenth  week  to  the 
fifteenth  week  of  pregnancy  and  then  re- 
mained at  this  level  until  term.  The  up- 
take returned  to  normal  three  to  six  weeks 
postpartum  in  women  who  breast-fed  and 
in  six  to  twelve  weeks  in  those  who  bottle- 
fed  their  infants.  Presumably  breast  feed- 
ing in  some  way  accounted  for  an  increase 
in  the  metabolism  of  the  binding  protein 
(TBG),  or  a decrease  in  ovarian  function 
brought  about  by  lactation  permitted  the 
TBG  to  decrease  more  rapidly  to  its  normal 
state.  The  resin  uptake  may  also  have 
some  prognostic  value  concerning  abortion 
because  failure  of  the  resin  uptake  to  de- 
crease below  the  normal  nonpregnant  value 
may  indicate  a likelihood  of  spontaneous 
abortion.11-12  In  these  cases  lack  of  de- 
crease in  uptake  is  probably  a reflection  of 
placental  insufficiency  which  results  in  a 
decreased  production  of  estrogens.  Conse- 
quently TBG  may  not  increase  as  antici- 
pated during  the  normal  pregnancy,  and 
the  uptake  may  remain  at  nonpregnant 
levels.  A high  normal  uptake  may  be  an 
indication  of  thyrotoxicosis  during  preg- 
nancy. 

High  doses  of  progesterone  do  not  seem 
to  influence  the  resin  or  red  blood  cell  up- 
take, whereas  small  doses  of  estrogen,  as 
in  norethynodrel  (Enovid),  have  been  found 
to  cause  a decrease  in  red  blood  cell  up- 
take.13 We  are  currently  evaluating  the 
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use  of  the  resin  uptake  in  detecting  estro- 
genic activity  of  various  steroid  com- 
pounds as  well  as  measuring  the  duration  of 
effect  of  certain  long-acting  estrogenic 
preparations. 

Androgens,  presumably  by  either  de- 
creasing TBG  or  decreasing  the  number 
of  binding  sites  on  TBG,  increase  the  resin 
or  red  blood  cell  uptake.9 

Several  cases  of  thyrotoxicosis  treated 
with  radioactive  iodine  therapy  were  fol- 
lowed, and  the  serial  resin  uptakes  cor- 
related well  with  the  clinical  evaluation  of 
the  patient.  Patients  receiving  the  anti- 
thyroid medication  propylthiouracil  or 
methimazole  had  a decrease  in  resin  uptake 
which  was  observed  soon  after  initiation  of 
therapy.  Several  nonthyroidal  conditions 
have  been  reported  to  affect  the  in  vitro 
red  blood  cell  uptake  and  presumably  the 
resin  uptake  as  well.  Anticoagulant  ther- 
apy, paroxysmal  atrial  tachycardia,14  Cush- 
ing’s disease,  connective  tissue  disease,  and 
hepatitis  have  all  been  associated  with  an 
increased  red  blood  cell  uptake.15  Friis,16 
however,  observed  a decrease  in  red  blood 
cell  uptake  in  a few  cases  of  hepatitis  and 
reported  an  increase  in  the  red  blood  cell 
uptake  during  prednisone  therapy17  which 
was  apparently  due  to  the  effect  of  the 
steroid  on  decreasing  the  binding  capacity 
of  the  serum  protein.  It  might  also  be 
due  to  the  depression  of  thyroid -stimulating 
hormone  that  corticoids  may  induce  and 
thereby  decrease  thyroid  activity.  This 
might  diminish  TBG  and  account  for 
greater  uptake  of  I131  triiodothyronine  by 
the  resin  or  red  blood  cell.  In  addition,  a 
congenital  absence  or  decrease  of  TBG 
or  a decrease  associated  with  nephrosis 
may  account  for  an  increase  in  resin  or  red 
blood  cell  uptake.  Salicylates, 18  diphenyl- 
hydantoin  (Dilantin),  2-4-dinitro  phe- 
nol,19-21  and  penicillin22  have  been  found 
capable  of  displacing  thyroxine  from  the 
plasma  protein  and  therefore  could  elevate 
the  red  cell  or  resin  sponge  uptake. 

An  increase  in  the  red  blood  cell  uptake 
in  children  below  age  thirteen  as  com- 
pared with  adults  was  reported  by  Kunstad- 
ter,  et  aZ.23 

We  did  not  observe  any  significant  dif- 
ferences in  the  resin  sponge  uptake  in 
the  few  patients  who  were  in  the  pediatric 
age  group  studied. 


Summary 

The  resin  sponge  uptake  of  1 13  ^labeled 
triiodothyronine  was  correlated  with  other 
studies  of  thyroid  function  and  found  to 
be  a reliable  parameter  of  thyroid  function 
that  may  be  rapidly  and  easily  performed. 

The  test  entails  no  radiation  hazard  to 
the  patient  since  the  radioactivity  is  added 
to  the  serum  and  not  to  the  patient. 

It  is  especially  useful  in  situations  of 
iodine  contamination  where  other  thyroid 
tests  may  give  misleading  results. 

Various  factors  influencing  the  in  vitro 
I131-labeled  triiodothyronine,  red  blood 
cell,  and  resin  sponge  uptakes  were  dis- 
cussed, and  the  many  situations  other  than 
hyperthyroidism  causing  elevated  uptakes 
were  noted. 

The  possible  use  of  the  resin  sponge  up- 
take in  predicting  spontaneous  abortion 
as  well  as  detecting  the  presence  and  dura- 
tion of  action  of  certain  estrogenic  steroids 
was  discussed. 

References 

1.  Hamolsky,  M.  W.,  Stein,  M.,  and  Freedberg,  A.  S.: 
The  thyroid  hormone-plasma  protein  complex  in  man.  II. 
A new  in  vitro  method  for  study  of  uptake  of  labeled  hor- 
monal components  by  human  erythrocytes,  J.  Clin.  Endo- 
crinol. 17:  33  (1957). 

2.  Mitchell,  M.  L.,  Harden,  A.  B.,  and  O’Rourke,  M.  E.: 
The  in  vitro  resin  sponge  uptake  of  triiodothyronine-I131  from 
serum  in  thyroid  disease  and  in  pregnancy,  ibid.  20:  1474 
(1960). 

3.  Mitchell,  M.  L.,  Harden,  A.  B.,  and  O’Rourke,  M.  E.: 
Observations  on  the  sponge  binding  of  triiodothyronine-I131 
in  serum,  abstracted,  Clin.  Res.  8:  243  (1960). 

4.  Meade,  R.  C.:  Possible  errors  in  the  determination  of 

red  blood  cell  uptake  of  1 13 ^triiodothyronine,  J.  Clin.  Endo- 
crinol. 20:  480  (1960). 

5.  Adams,  R.,  Specht,  N.,  and  Woodward,  I.:  Labeling 

of  erythrocytes  in  vitro  with  radioiodine- tagged  1 -triiodo- 
thyronine as  an  index  of  thyroid  function:  an  improved 

hematocrit  correction,  ibid.  20:  1366  (1960). 

6.  O’Neill,  B.,  Berman,  A.,  and  Maier,  J.:  The  uptake  of 
I131-labeled  1 -triiodothyronine  in  various  erythrocyte  anom- 
alies, abstracted,  J.  Clin.  Research  8:  206  (1960). 

7.  Idem:  Uptake  of  I131  1 -triiodothyronine  in  various 
erythrocyte  abnormalities,  J.  Clin.  Endocrinol.  20:  1467 
(1960). 

8.  Osorio,  C.,  Jackson,  D.  J.,  Gartside,  J.  M.,  and 

Goolden,  A.  W.:  Note  on  the  measurement  of  thyroxine- 

binding globulin  capacity,  ibid.  23:  116  (Jan.)  1963. 

9.  Nava,  M.,  and  DeGroot,  L.  J.:  Resin  uptake  of  Re- 
labeled triiodothyronine  as  a test  of  thyroid  function,  New 
England  J.  Med.  266:  1307  (1962). 

10.  Scholer,  J.  F.:  A simple  measure  of  thyro-binding  by 

plasma:  a test  of  thyroid  function,  J.  Nucl.  Med.  3:  41 

(1962). 

11.  Visscher,  R.  D.:  T3-I131  binding  capacity  of  serum 

proteins:  a test  for  evaluation  of  complications  of  pregnancy. 
Am.  J.  Obst.  & Gynec.  86:  829  (July)  1963. 

12.  McGoogan,  L.  S.,  etal.:  Radioactive  triiodothyronine 

uptake  by  red  cells  in  pregnancy,  ibid.  83:  1157  (1962). 

13.  Hollander,  C.  S.,  Garcia,  A.  M.,  Sturgis,  S.  H.,  and 
Selenkow,  H.  A.:  Effect  of  an  ovulatory  suppressant  on  the 
serum  protein-bound  iodine  and  the  red-cell  uptake  of  radio- 
active tri-iodothyronine,  New  England  J.  Med.  269:  501 
(Sept.  5)  1963. 

14.  Kurland,  G.  S.,  Golodetz,  A.,  Hamolsky,  M.  W.,  and 

Freedberg,  A.  S.:  Thyroid  function  in  supraventricular 


November  1,  1965  / New  York  State  Journal  of  Medicine  2675 


tachycardias:  turnover  of  intravenously  infused  1 13  ^labeled 
thyroxine  and  the  red  blood  cell  uptake  of  1 13  ^labeled  1-tri- 
iodothyronine, J.  Clin.  Endocrinol.  19:  92  (1959). 

15.  Sodee,  B.  D.:  Clinical  usefulness  of  the  I131  triiodo- 
thyronine erythrocyte  uptake  test,  J.A.M.A.  185:  100  (July) 
1963. 

16.  Friis,  T.:  In-vitro  uptake  of  I131-labeled  1-triiodo- 

thyronine  by  human  erythrocytes,  Acta  endocrinol.  33:  117 
(1960). 

17.  Friis,  T.,  and  Reinicke,  V.:  The  effect  of  prednisone 
on  the  thyroid  function  with  special  reference  to  the  in  vitro 
uptake  by  erythrocytes  of  1-triiodothyronine  labeled  with 
I131,  ibid.  42:  1 (Jan.)  1963. 

18.  Goolden,  A.  W.,  Gartside,  J.  M.,  Jackson,  D.  J.,  and 
Osorio,  C.:  Uptake  of  I131  triiodothyronine  by  red  cells.  A 
diagnostic  test  of  thyroid  function,  Lancet  2:  218  (1962). 

19.  Oppenheimer,  J.  H.,  Fisher,  L.  V.,  Nelson,  K.  M.,  and 
Jailer,  J.  W.:  Depression  of  the  serum  protein-bound  iodine 


Athletes  warned  about  drugs 


Athletes  and  coaches  were  recently  warned 
that  unauthorized  use  of  two  types  of  drugs  in 
sports  carries  serious  health  risks.  The  drugs 
are  (dimethylsulfoxide)  DMSO,  the  highly  pub- 
licized solvent  and  pain  reliever  that  is  still  in  the 
testing  stage,  and  androgenic-anabolic  steroids 
which  are  sometimes  used  with  the  hope  of  in- 
ducing weight  gain. 

Use  of  these  drugs  has  apparently  been  creep- 
ing into  athletics,  the  A.M.A.  Committee  on  the 
Medical  Aspects  of  Sports  reported  recently. 
Both  types  of  drugs  are  completely  inadvisable 
for  athletes,  as  are  the  amphetamines  (pep  pills) 
about  which  previous  warnings  have  been  issued. 

“There  is  no  excuse  for  giving  (these  steroids) 
to  healthy  athletes  of  any  age,”  the  committee 
said.  “These  drugs  are  categorically  con- 
demned for  the  athlete.  Any  drug  sufficiently 
potent  to  alter  the  body’s  metabolism  is  suffi- 
ciently potent  to  have  undesirable  as  well  as 
desirable  effects.” 

In  the  prepubertal  boy  the  steroids  may  pre- 
maturely stop  growth,  induce  precocious 
puberty,  and  result  in  decreased  testicular  size. 
In  the  pubertal  boy,  the  steroids  markedly 
suppress  production  of  testosterone,  a male 
hormone,  in  the  developing  testes.  In  adult 
males,  testicular  size  and  function  revert  to  the 
prepubertal  stage,  and  there  is  decreased  libido. 
Oral  doses  of  the  steroids  have  produced  changes 
in  liver  function  in  all  age  groups. 

If  these  effects  aren’t  enough  to  discourage 
use  of  the  steroids,  athletes  should  consider  that 
a recently  completed  study  showed  no  significant 
performance  differences  between  athletes  who 
received  an  anabolic  steroid  and  others  who 
received  a placebo. 
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It  is  true  that  androgenic-anabolic  steroids 
may  lead  to  increased  weight.  These  drugs  also 
have  other  benefits  that  make  them  useful  in 
the  treatment  of  some  anemias,  osteoporosis  of 
bone,  and  chronic  debilitating  illnesses,  as  well 
as  male  hormone  deficiencies.  However,  when 
the  drug  consumer  is  a healthy  male  without 
deficiencies,  significant  new  problems  are  posed. 
The  ill  effects  such  as  decrease  in  ultimal 
height,  decreased  testicular  size,  and  changes  in 
liver  function  are  insidious  and  not  immediately 
apparent. 

As  for  DMSO,  the  problem  is  that  “popular 
publicity  jumped  the  gun  on  the  necessary  test- 
ing procedures  established  by  law  to  protect  the 
public,”  the  committee  stated.  “A  public  de- 
mand for  DMSO’s  purported  sensational  qual- 
ities has  reached  the  physician  long  before  sound 
scientific  investigations  can  define  its  values 
and  hazards.” 

DMSO  is  an  old  chemical  solvent  that  is  being 
investigated  as  a drug.  Currently,  its  only 
legal  and  ethical  use  is  by  physicians  in  regis- 
tered studies  with  several  sponsoring  drug  com- 
panies. Using  it  to  mask  pain  so  that  an  athlete 
can  return  to  activity  may  cause  a serious  injury 
or  health  problem  to  be  overlooked.  It  also 
might  result  in  further  abuse  to  the  injury. 

“Athletes,  coaches,  trainers,  and  team  physi- 
cians should  depend  only  on  products,  practices, 
and  resources  known  and  proven  to  be  of  help  in 
reaching  and  maintaining  optional  preformance 
levels,  before  and  after  injury,”  the  committee 
advises.  “Improper  or  doubtful  care  of  the 
injured  athlete  does  him  no  service;  it  merely 
leads  to  aggravation  and  extended  absence  from 
peak  performance  if  not  in  fact  to  the  oblitera- 
tion of  future  goals.  This  should  be  enough  to 
prevent  anyone  devoted  to  athletics  from  trying 
unproven  drugs.” 
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Sickle  Cell 
Ophthalmopathy 
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Ocular  manifestations  of  the  hemo- 
globinopathies not  reported  in  the  litera- 
ture were  found  which  encouraged  me  to 
study  32  cases,  utilizing  complete  eye  ex- 
amination, indirect  ophthalmoscopy,  reti- 
nal drawing,  photography,  and  hemoglobin 
electrophoresis  in  each  case. 

Presented  at  the  158th  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Section  on 
Ophthalmology,  February  12,  1964. 

* Present  address:  1490  Elm  Street,  Manchester,  New 

Hampshire  03101. 


a study  was  made  of  ocular  findings  in  32 
cases  of  sickle  cell  disease,  in  which  the 
retinopathy  is  related  and  similar  to  the 
retinopathies  found  in  diabetes  mellitus, 
venous  occlusions,  Eales’s  disease,  and  hyper- 
tension. A pale  fundus  and  retinal  hemor- 
rhages are  possible  with  any  severe  anemia 
or  acute  blood  loss.  The  retinopathy  found 
in  the  group  of  diseases  with  hemoglobin  S 
is  related  to  the  severity  of  the  sickling  process, 
the  magnitude  of  potential  intravascular 
stasis,  age,  and  repeated  stasis. 


The  hemoglobinopathies  comprise  that 
group  of  hemolytic  disorders  caused  by  the 
presence  of  an  abnormal  hemoglobin. 
Hemoglobin  A,  the  normal  adult  type,  com- 
prises 98  per  cent  of  the  body  hemoglobin, 
the  remaining  2 per  cent  being  normal 
fetal  hemoglobin,  hemoglobin  F.1  The 
large  amounts  of  hemoglobin  F present  in 
the  newborn  infant  prevent  manifestations 
of  this  genetically  determined  molecular 
disease  in  the  immediate  neonatal  period. 
The  hemolytic  process  is  established  within 
the  first  several  months  of  life  as  the  ab- 
normal hemoglobin  is  formed  instead  of 
hemoglobin  A,  replacing  hemoglobin  F.2 

In  1910,  Herrick3  reported  the  first  case 
of  sickle  cell  anemia  in  man,  describing 
sickle-  and  crescent-shaped  erythrocytes 
associated  with  severe  anemia,  arthritis, 


TABLE  I.  Review  of  literature  of  ocular  changes  in  the  hemoglobinopathies  (only  those  with  electro- 


phoretic  confirmation)7-19 

Ocular  Signs 

S-S 

Hemoglobin  Disease*- 

S Thalas- 

S-C  semia  S-D 

S-A 

Total  patients 

164 

81 

4 1 

90 

Conjunctival  capillary  stasis 

26  of  26 

8 of  10 

Dilated,  tortuous  retinal  veins 

102 

29 

1 1 

5 

Retinal  neovascularization,  microaneurysms 

40 

18 

1 

Sheathed  retinal  vessels 

38 

9 

1 

1 

Stasis  or  occluded  retinal  vessels 

44 

17 

1 

2 

Chorioretinal  scarring 

24 

10 

Retinal  hemorrhage 

23 

12 

1 

1 

Vitreous  hemorrhage 

6 

22 

1 

Retinal  exudates 

32 

9 

1 

Retinal  cholesterol  deposits 

12 

3 

Retinitis  proliferans 

9 

14 

Retinal  detachment 

1 

3 

Papilledema 

2 

Central  vein  occlusion 

2 

Angioid  streaks 

7 

* Hemoglobin  C-C  disease  was  found  in  9 patients. 
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TABLE  II.  Ocular  findings  in  32  new  cases 


-Hemoglobin  Disease 

S Thalas- 


Ocular  Signs 

S-S 

S-C 

S-A 

semia 

Findings  associated  with  sickle  cell  ophthalmopathy 
Total  patients 

13 

4 

4 

3 

Conjunctival  capillary  stasis 

10 

2 

2 

Dilated,  tortuous  retinal  veins 

5 

3 

1 

Retinal  neovascularization,  microaneurysms 

8 

3 

Sheathed  retinal  vessels 

4 

2 

2 

Stasis  or  occluded  retinal  vessels 

4 

1 

Chorioretinal  scarring 

6 

2 

2 

Retinal  hemorrhage 

2 

2 

Vitreous  hemorrhage 

1 

3 

Retinal  exudates 

2 

1 

1 

Retinal  cholesterol  deposits 

1 

2 

2 

Retinitis  proliferans 

5 

3 

Retinal  detachment 

1 

2 

Findings  not  previously  associated  with  sickle  cell 
ophthalmopathy 
Total  patients 

13 

4 

4 

3 

Macular  hole 

1 

2 

Large  retinal  angioma 

1 

2 

Retinoschisis-obliterated  vessels 

2 

Retinal  hole 

1 

Retinal  infarct  and  edema 

1 

Stress  lines  on  the  retina 

1 

Cavernous  sinus  thrombosis 

1 

Atrophic  retina 

4 

1 

1 

* Others  examined  included  2 patients  with  S congenital  spherocytosis,  4 with  A thalassemia,  and  2 with  thalassemia 


and  abdominal  pain.  This  was  the  first 
hemolytic  disorder  to  be  associated  with 
the  presence  of  an  abnormal  hemoglobin 
when  Pauling,  et  al.  in  1949 4 separated  this 
hemoglobin  from  hemoglobin  A by  electro- 
phoresis. The  ionic  migration  in  an  elec- 
tric field  varies  from  hemoglobin  to  hemo- 
globin, corresponding  to  differences  in  their 
isoelectric  points.  This  hemoglobin  was 
called  B in  the  old  literature,  and  today 
is  called  hemoglobin  S.  In  1957,  Ingram5 
identified  a specific  abnormality  in  the 
amino  acid  content  of  hemoglobin  S.  Out 
of  nearly  300  amino  acids  in  each  A and  S 
globin  protein  molecule,  only  one  is  differ- 
ent, a glutamic  acid  molecule  in  hemo- 
globin A being  replaced  by  a valine  mole- 
cule in  hemoglobin  S.  In  hemoglobin  C, 
the  third  abnormal  hemoglobin  to  be  de- 
scribed, glutamic  acid  is  replaced  by  lysine.6 
These  are  truly  genetically  determined 
molecular  diseases.  Hemoglobins  C 
through  S have  been  reported  from  various 
parts  of  the  world.  Thalassemia,  or 
Cooley’s  anemia,  is  not  a hemoglobinop- 
athy since  only  normal  hemoglobin,  that 
is,  A and  F,  are  present.1  Thalassemia  oc- 
curs in  association  with  the  various  abnor- 


mal hemoglobins  and  is,  therefore,  in- 
cluded in  this  study. 

The  viscosity  of  hemoglobin  S increases 
above  certain  concentrations,  and  a rigid 
crystalline  phase  occurs  which  is  enhanced 
by  deoxygenation.  Stasis  and  thrombosis 
easily  occur  as  the  rigid  and  inflexible  red 
cells  become  crowded  and  impacted  within 
the  confines  of  the  smaller  capillaries. 
Hemoglobin  S seems  to  be  unique  among 
the  various  abnormal  hemoglobins  in  its 
ability  to  change  cell  shape  and  viscosity 
with  changing  oxygen  saturation.  The 
other  hemoglobinopathies  cause  a milder 
hemolytic  disease,  without  the  symptoms  of 
sickle  cell  anemia,  which  is  due  to  thrombo- 
sis and  infarction  of  tissues.  The  term 
sickle  cell  disease  includes  not  only  sickle  cell 
anemia  (hemoglobin  S-S),  but  also  combina- 
tions of  other  hemoglobins  with  hemoglobin 
S,  which  result  in  a disease  similar  to,  but 
milder  than,  sickle  cell  anemia.2 

It  is  well  known  that  retinal  ischemia, 
edema,  and  small  hemorrhages  may  be  seen 
with  acute  and  chronic  anemias  of  various 
types.  Any  additional  ocular  changes  in 
sickle  cell  disease  may  be  expected  to 
result  from  the  sickling  process.  The 
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FIGURE  1.  Diagram  of  leftfundus  in  case  of  hemo- 
globin S-C  disease  showing  macular  hole,  large  and 
small  retinal  angiomas,  retinal  scarring,  serous 
detachment,  and  exudates. 

basic  lesion  will,  therefore,  be  related  to 
venous  or  capillary  occlusion  or  stasis,  since 
the  oxygen  tension  is  lowest  here,  leading  to 
hemorrhage,  infarction,  neovascularization, 
and  retinitis  proliferans. 

Review 

The  literature  has  been  summarized  in 
Table  I.7-19  Notice  the  high  incidence  of 
vitreous  hemorrhage  and  retinitis  pro- 
liferans in  hemoglobin  S-C  disease. 


Lieb14  classified  sickle  cell  retinopathy 
from  increasing  tortuosity  and  distention  of 
the  veins  through  edema  and  infarction  of 
retina  and  choroid,  sheathing  of  retinal 
vessels,  new  vessel  growth,  retinal  and 
vitreous  hemorrhages,  retinal  cholesterol 
deposits,  and  retinitis  proliferans. 

Results 

Table  II  reveals  ocular  findings  in  32 
newly  reported  cases  of  sickle  cell  disease 
and  also  lists  ocular  signs  found  in  these 
patients  that  were  not  previously  associated 
with  this  group  of  diseases.  Figures  1 to  5 
illustrate  fundus  pathologic  conditions  in 
this  group  of  diseases. 

Pathogenesis 

It  is  interesting  that  the  retinopathy  seen 
in  sickle  cell  disease  is  related  and  similar  to 
the  retinopathies  seen  in  diabetes  mellitus, 
venous  occlusions,  Eales’s  disease,  and 
hypertension,  in  that  they  are  primarily 
manifested  by  retinal  vascular  changes, 
obliteration,  formation  of  new  vessels, 
microaneurysms,  and  glial  proliferation  with 
resultant  retinal  detachment.  Wise  in 
1957, 20  stated  that  retinal  neovascularization 
proceeds  primarily  from  veins  and  capillar- 
ies in  response  to  the  development  of  factor 
X in  areas  of  relative  retinal  anoxia.  The 


FIGURE  2.  (A)  and  (B)  show  dilated  tortuous  veins  seen  in  hemoglobin  S-S  disease. 
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FIGURE  3.  Macular  hole  in  hemoglobin  S-C  dis- 
ease. 

awakening  of  the  dormant  fetal  capacity  of 
veins  and  capillaries  to  form  new  blood  ves- 
sels is  primarily  brought  about  in  a mature 
retina  by  venous  obstruction.  Wise  be- 
lieves that  retinal  microaneurysms  are 
aborted  attempts  at  new  blood  vessel  for- 
mation. Neovascularization  of  the  retina 
in  malaria,  polycythemia,  and  sarcoid  and 
sickle  cell  anemia  is  incident  to  the  capillary 
and  venous  obstruction  of  these  diseases. 
There  is  a constant  association  of  micro- 
aneurysms with  new  blood  vessel  formation. 
Capillary  and  venous  obstruction  or  stasis 
are  among  the  earliest  changes  in  diabetic 


retinopathy.  Goodman,  von  Sallman,  and 
Holland11  stated  that  the  retina  possesses  a 
high  rate  of  glycolysis  which  favors  rapid 
depletion  of  oxygen  from  the  red  blood  cells. 
This  may  be  important  in  the  precipitation 
or  augmentation  of  sickling  within  the 
retinal  capillary  bed  as  opposed  to  systemic 
capillaries.  The  presence  of  an  endarterial 
system  in  the  retina  predisposes  to  anoxia 
and  infarction  once  stasis  has  occurred. 

Ashton21  tries  to  explain  why  aneurysms 
are  mostly  confined  to  the  retina  in  dia- 
betes. He  theorizes  that  the  high  gly- 
colytic rate  in  the  retina  is  subject  to 
chronic  metabolic  disturbance  leading  to 
failure  of  osmoregulation  with  imbibition  of 
water.  This  increase  in  tissue  tension  im- 
pedes capillary  circulation,  anoxia  results, 
and  microaneurysms  form  from  the  anoxic 
stimulus. 

Summary 

A pale  fundus  and  retinal  hemorrhages 
are  possible  with  any  severe  anemia  or  acute 
blood  loss.  The  hemoglobinopathies  com- 
prise a group  of  hemolytic  anemias  deter- 
mined genetically  by  abnormal  molecular 
hemoglobins.  Hemoglobin  S possesses  the 
unique  property  of  being  able  to  alter  the 
red  cell  shape  under  lowered  oxygen  tension 
and  thereby  increase  intravascular  vis- 
cosity. The  retinopathy  seen  in  this  group 
of  diseases  is  related  to  the  severity  of  the 


FIGURE  4.  Hemoglobin  S-S  disease.  (A)  Typical  chorioretinal  scar  related  to  occluded  arteriole.  (B) 
Typical  cholesterol  deposits  in  retina. 
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FIGURE  5.  Hemoglobin  S-C  disease.  (A)  Retinal  hole  and  operculum  with  small  surrounding  local  detach- 
ment. Small  circular  dots  are  artifacts.  (B)  On  left  an  angioma,  on  right  another  angioma  and  area  of 
glial  proliferation. 


sickling  process,  to  the  magnitude  of  poten- 
tial intravascular  stasis,  to  age,  and  to 
repeated  stasis.  It  is  directly  related  to 
venous  and  capillary  stasis.  It  is  severest  in 
hemoglobin  S-S  and  S-C  and  diminishes  as 
hemoglobin  S is  replaced  by  other  hemo- 
globins. 

I have  reviewed  the  world  literature  on 
the  ocular  findings  in  the  hemoglobin- 
opathies, totaling  349  cases  with  electro- 
phoretic confirmation.  To  this  I have 
added  32  new  cases,  all  studied  by  electro- 
phoresis, confirming  previous  authors’  re- 
ports, and  I have  added  six  hitherto  un- 
reported ophthalmoscopic  findings  associ- 
ated with  these  diseases. 
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Since  1911,  treatment  of  allergic  condi- 
tions has  made  use  of  the  antigen-anti- 
body concept,  and,  on  the  whole,  the  re- 
sults obtained  have  been  satisfactory.1 
Although,  as  with  any  other  form  of  therapy. 
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TABLE  I.  Results  of  pollinosis  therapy  with  alum 
precipitated  pyridine  suspensions  or  aqueous 
extracts 

Number  ✓ — Results  

of  Satisfactory  Unsatisfactory 

Patients  Num-  Per  Num-  Per 

Allergen  Used  Treated  her  Cent  her  Cent 


Mixed  Trees 


Aqueous 

16 

14 

87.5 

2 

12.5 

Suspensions 
Grass-  Plantain 

23 

19 

82.6 

4 

17.4 

Aqueous 

89 

72 

80.8 

17 

19.2 

Suspensions 

Mixed 

Ragweed 

62 

51 

82.3 

11 

17.7 

Aqueous 

90 

72 

80.0 

18 

20.0 

Suspensions 

Total 

86 

67 

77.8 

19 

22.2 

Aqueous 

195 

158 

81.1 

37 

18.9 

Suspensions 

171 

137 

80.2 

34 

19.8 

— 



— 

— 

— 

366 

295 

80.7 

71 

19.3 

placebo  effects  cannot  be  ruled  out  com- 
pletely, a recent  report  by  Sherman  et  al2 
clearly  indicates  that  “ . . the  results  were 
definitely  superior  in  the  group  treated  with 
the  ragweed  emulsion.”  One  of  the  major 
disadvantages  of  hyposensitization  consists 
in  the  necessity  of  frequent  injections  over 
long  periods  of  time. 

During  the  past  ten  years,  efforts  to 
improve  the  technic  have  been  successful. 
The  concept  of  repository  therapy  has 
gained  widespread  acceptance.  In  review- 
ing the  results  obtained  with  conventional 
therapy  on  one  side  and  repository  methods 
on  the  other,  one  is  impressed  with  the 
fact  that,  by  and  large,  the  end  results  are 
similar.  The  necessity  of  examining  the 
pollinosis  patients  regularly  during  the 
pollen  season  to  obtain  reliable  information 
on  the  results  obtained  must  be  stressed.3 

Repository  therapy,  based  on  the  work 
of  Freund  and  McDermott4  and  perfected 
by  Brown,5  has  its  definite  place  in  the 
hands  of  the  experienced,  trained  allergist. 
Another  method,  a compromise  between 


TABLE  II.  Pollinosis  therapy  with  alum-precipitated  pyridine  suspensions  (dosage  reached,  injections 

given,  reactions  observed) 


Allergen 

Number  of 
Patients 

Dosage  (Range 
in  PNU)* 

Approximate  Number 

of  Injections 

Total  Average 

- — ■ — Reactions 

Local  General 

Tree 

57 

300  to  8,000 

500 

8.7 

6 

0 

Grass- Plantain 

111 

150  to  10,000 

750 

6.7 

14 

0 

Ragweed 

152 

100  to  15,000 

1,100 

7.2 

20 

3 

Others 

1,600 

13 

1 

Totals 

320 

3,950 

53 

(57  or  1 

+ 4 

. 4 per  cent) 

* PNU  = phosphotungstic  acid  precipitable  protein  nitrogen  unit  (0.1  mg.  P.  N.  = 10,000  PNU). 
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a study  was  made  of  alum-precipitated 
pyridine  pollen  suspensions  in  10  highly 
sensitive  persons  and  in  320  other  patients. 
Excellent  or  good  clinical  results  were  ob- 
tained in  80  per  cent  of  the  patients.  There 
was  no  significant  difference  between  the 
groups  injected  with  alum-precipitated  pyr- 
idine pollen  suspensions  or  aqueous  extracts', 
however , advantages  of  the  suspensions  in- 
cluded: fewer  number  of  injections,  low  num- 
ber of  side-effects,  and  improved  results  in 
highly  sensitive  patients. 


TABLE  III.  Ragweed  pollinosis  treatment  of  five 
highly  sensitive  patients  with  alum-precipitated 
pyridine  suspensions  or  aqueous  extracts 


Alum-Precipitated 

Aqueous  Extracts  Pyridine  Suspensions 


Maximum 

Maximum 

Dose 

Dose 

PNU* 

Results! 

PNU* 

Results! 

2 

F 

100 

E 

5 

P 

200 

G 

15 

F 

5,000 

E 

90 

F 

850 

E 

400 

F 

3,000 

G 

* PNU  = phosphotungstic  acid  precipitable  protein  nitro- 
gen unit  (0.1  mg.  P.  N.  = 10,000  PNU). 
t E = Excellent 

G = Good 

F = Fair 

P = Poor 

the  multi-injection  therapy  with  aqueous 
extracts  and  the  repository  type  of  hypo- 
sensitization using  mineral  oil  preparations, 
makes  use  of  the  alum-precipitated  pyridine 
suspensions.  This  form  of  treatment  is 
safe,  simple,  and  requires  only  one-third 
to  one-half  the  number  of  injections 
needed  with  the  use  of  aqueous  material. 

Alum-precipitated  pyridine  pollen  sus- 
pensions (Allpyral)*  were  used  by  Fuchs 
and  Strauss,6  Gaillard,  Schellin,  and  May- 
ers,7’8 Mamelock,9  Baldwin  et  al.,10  and 
deGara,1112  all  of  whom  reported  very 
satisfactory  results. 

The  present  study  reports  treatment  of 
highly  sensitive  persons  with  alum- pre- 
cipitated pyridine  pollen  suspensions,  and 
it  compares  the  results  obtained  in  patients 
with  pollinosis  who  were  treated  with  this 
material  to  a similar  number  who  received 
hyposensitization  with  aqueous  extracts. 

Results 

Table  I shows  that  excellent  or  good 
results  were  noted  in  about  80  per  cent 
(77.8  to  87.5)  of  the  patients  treated. 
There  was  no  significant  difference  between 
the  groups  treated  with  alum-precipitated 
pyridine  pollen  suspensions  and  those 
treated  with  aqueous  extracts,  respectively. 
The  patients  in  both  groups  were  approxi- 
mately equally  distributed  between  the 
two  sexes  and  ranged  in  age  between  eight 
and  seventy  years. 

* Obtained  through  the  courtesy  of  Miss  Margaret  B. 
Strauss,  formerly  of  the  Allergy  Laboratory,  University  Hos- 
pital, New  York;  now  Director  of  the  Allergy  Division  of 
Dome  Chemicals,  Inc. 


While  the  results  obtained  in  the  two 
groups  were  essentially  identical,  treat- 
ment with  alum-precipitated  pyridine  pol- 
len suspensions  offered  a number  of  dis- 
tinct advantages  (Table  II). 

Table  II  shows  that  the  titers  reached 
with  alum-precipitated  pyridine  pollen 
suspensions  were  about  the  same  as  those 
commonly  used  with  aqueous  material, 
but  that  the  average  number  of  injections 
needed  was  only  7 to  9 as  compared  with 
the  usual  number  of  20  when  using  aqueous 
material. 

Reactions  following  injections  of  alum- 
precipitated  pyridine  pollen  suspensions 
were  noted  rarely  and  usually  consisted  of 
local  redness  and  swelling  lasting  for  a few 
days  but  not  requiring  special  attention. 
In  4 instances  systemic  reactions  consisting 
of  urticaria  were  observed  and  made  ad- 
ministration of  antihistamines  neces- 
sary. Of  a total  of  more  than  3,950  in- 
jections of  alum-precipitated  pyridine  pol- 
len suspensions,  reactions  were  encountered 
in  approximately  1.4  per  cent. 

The  greatest  advantage,  however,  was 
found  in  the  treatment  of  10  extremely 
sensitive  patients.  Of  these,  2 were  al- 
lergic to  trees,  5 to  grasses  and  plantain, 
and  8 to  ragweed.  The  results  obtained 
in  5 patients  are  summarized  in  Table 
III. 

The  results  reported  in  Table  III  in- 
dicate that  these  patients  who  were  not 
able  to  tolerate  aqueous  extracts  in  ther- 
apeutic doses  and  consequently  had  un- 
satisfactory results  from  hyposensitiza- 
tion now  could  be  treated  with  alum-pre- 
cipitated pyridine  pollen  suspensions  in 
doses  up  to  300  times  the  amount  that 
could  be  used  safely  with  aqueous  extracts. 
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TABLE  IV.  Dosage  schedule  with  alum-precipi- 
tated pyridine  suspensions  for  highly  sensitive 
patients 


Dose 

Number 

Month 

First 

Patient 

Second 

Patient 

1 

December 

5* 

10* 

2 

January 

10 

30 

3 

F ebruary 

20 

50 

4 

March 

30 

100 

5 

April 

40 

250 

6 

May 

50 

400 

7 

June 

70 

600 

8 

July 

100 

850 

* Dose  in  PNU  = phosphotungstic  acid  precipitable  pro- 
tein nitrogen  unit  (0.1  mg.  P.  N.  = 10,000  PNU). 


Consequently  the  clinical  results  improved 
in  all  patients  from  poor  or  fair  to  good 
or  excellent. 

Table  IV  reports  the  dosage  schedules 
for  2 of  the  highly  sensitive  patients. 

Summary 

Alum-precipitated  pyridine  pollen  sus- 
pensions were  used  in  10  highly  sensitive 
persons  and  in  320  other  patients.  The 
results  were  compared  with  those  obtained 
in  patients  treated  with  aqueous  extracts. 
Excellent  or  good  clinical  results  were 
noted  in  approximately  80  per  cent  of  the 
patients  treated.  There  was  no  significant 
difference  between  the  groups  injected  with 
alum-precipitated  pyridine  pollen  sus- 
pensions or  aqueous  extracts,  respectively. 
However,  the  suspensions  offered  a dis- 
tinct advantage  because  only  one  third  to 
one  half  of  the  number  of  injections  was 


Children's  view  on  food 


A study  of  1,039  boys  and  girls  between  the 
ages  of  ten  and  twenty-one  years  was  taken  in 
Minnesota.  The  results  would  help  determine 
how  they  view  their  foods  and  what  factors 
might  be  associated  with  their  attitudes  toward 
food.  While  health-related  reasons  were  given 
for  the  selections,  followed  closely  by  personal 
preference  and  taste,  there  appeared  to  be  con- 


needed to  achieve  satisfactory  clinical  re- 
sults. Another  advantage  of  alum-pre- 
cipitated pyridine  pollen  suspensions  con- 
sists in  the  very  low  number  of  side-effects. 
Finally,  alum-precipitated  pyridine  pollen 
suspensions  were  found  to  be  especially 
useful  in  the  treatment  of  highly  sensitive 
patients.  The  improved  results  noted  in  5 
of  these  persons  and  samples  of  treatment 
schedules  are  reported. 

133  East  58th  Street 
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siderable  reliance  on  erroneous  health  informa- 
tion. 

T.  J.  Litman,  J.  P.  Cooney,  M.D.,  and  R. 
Stief,  in  a recent  issue  of  the  Journal  of  the  Amer- 
ican Dietetic  Association  where  this  survey  was 
discussed,  feel  that  on  the  whole  the  students 
felt  they  were  more  apt  to  be  scolded  for  eating 
sweets  and  confectionery  items,  whereas  the 
eating  of  vegetables,  dairy  products,  and  the 
like  would  be  looked  on  more  favorably.  Their 
food  behavior  appeared  to  be  a family-centered 
activity  with  the  mother  exerting  the  dominant 
influence. 
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Disruption  of  the  integrity  of  the  lower 
urinary  tract  is  an  increasingly  frequent 
serious  complication  resulting  from  the  pace 
of  modern  transportation.  Prior  to  the 
thirties  industrial  accidents  were  the  pri- 
mary cause  of  this  type  of  injury,  but  in 
more  recent  years  the  automobile  has  over- 
taken and  far  exceeded  industrial  injuries. 
With  the  widespreading  network  of  ar- 
terials,  vehicular  accidents  at  high  speeds 
are  becoming  numerically  predictable 
sources  of  death  and  injury.  Emergency 
rooms  are  rapidly  becoming  acquainted 
with  this  type  of  accident  where  multiple 
injuries  are  the  rule  rather  than  the  excep- 
tion. At  the  Detroit  Receiving  Hospital  a 
survey  showed  that  3.6  per  cent  of  all 
urologic  admissions  were  due  to  trauma, 
and  of  these,  31  per  cent  were  due  to  auto- 
mobile injuries. 1 

Any  type  of  trauma  to  the  lower 
abdomen,  pelvis,  perineum,  or  genitalia 
must  be  considered  as  involving  the  bladder 
or  urethra  until  proved  otherwise.  The 
urethra  in  female  patients,  being  short  and 
fairly  well  protected,  is  rarely  traumatized, 


but  the  human  male  urethra  is  quite  vul- 
nerable to  both  direct  and  indirect  injury. 

Because  of  the  frequent  but  always  un- 
expected appearance  of  these  injuries  all 
over  the  world,  practicing  physicians  should 
be  aware  of  the  basic  problems  and  the 
need  to  be  alerted  when  such  accidents 
occur. 

Anatomy  of  lower  urinary  tract 

The  bladder,  when  empty,  lies  deep  in 
the  pelvis,  but  when  distended  with  urine, 
it  extends  up  into  the  lower  abdomen  and 
is  easily  accessible  to  trauma.  The  peri- 
toneum is  very  loosely  adherent  anteriorly 
but  is  closely  adherent  at  the  dome  and 
posterior  aspects,  and  this  is  the  area  along 
the  midline  where  intraperitoneal  ruptures 
of  the  bladder  occur,  as  was  demonstrated 
by  Oliver.2  It  should  be  remembered  that 
the  infant’s  bladder  is  more  of  an  abdominal 
organ  than  the  adult’s.  Therefore,  it  is 
more  easily  traumatized,  and  when  injured 
there  is  a greater  likelihood  of  an  intraper- 
itoneal tear. 

The  mobility  of  the  bladder  is  due  to  the 
fact  that  its  attachments  are  mainly  at  its 
base.  The  bladder  is  fixed  to  the  prostate 
and  at  the  trigone,  and  these  structures  are 
anchored  primarily  to  the  pelvis  by  the 
ureterogenital  diaphragm  and  to  a lesser 
extent  by  the  puboprostatic  ligament. 
The  fascia  of  Denonvilliers  or  rectovesical 
fascia  also  supports  the  base  of  the  bladder 
and  prostate  in  a loose  fashion.  The 
urethra  is  divided  for  purposes  of  descrip- 
tion into  three  anatomic  segments:  the 

prostatic  urethra,  the  membranous  urethra, 
and  the  cavernous  or  pendulous  urethra. 
The  prostatic  portion  of  the  urethra  is  the 
widest  portion  and  is  about  3 cm.  long  in 
the  normal  young  adult  male.  The  mem- 
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branous  portion  of  the  urethra  is  the  short- 
est, least  distensible,  and  most  firmly  fixed. 
It  extends  downward  and  forward  between 
the  apex  of  the  prostate  and  the  bulb  of  the 
urethra,  perforating  the  firmly  fixed  uro- 
genital diaphragm  about  2.5  cm.  below  and 
behind  the  symphysis  pubis.  This  mem- 
branous portion  of  the  urethra  is  completely 
surrounded  by  the  fibers  of  the  sphincter 
urethra  or  shut-off  muscles,  and  it  lies  in 
close  relation  with,  and  posterior  to,  the 
deep  dorsal  vein  of  the  penis  and  between 
the  ends  of  the  bulbourethral  glands  of 
Cowper. 

It  is  of  great  importance  to  an  under- 
standing of  the  effect  of  trauma  on  the 
urethra  to  realize  that  the  prostate  and 
prostatic  capsule  have  only  loose  ties  to  the 
triangular  ligament  or  urogenital  dia- 
phragm, while  the  membranous  urethra  is 
held  firmly  from  anteroposterior  motion  or 
lateral  motion  by  the  surrounding  muscle 
fibers.  There  is  little  other  than  loose  con- 
nective tissue  to  keep  the  urethra  from 
being  pulled  upward  out  of  the  ligamentous 
and  muscular  collar  or  being  sheared  off  in 
cases  of  trauma.  It  is  at  this  point,  the 
juncture  of  prostatic  and  membranous 
urethra,  that  the  urethra  is  most  often  in- 
jured in  pelvic  fractures. 

The  cavernous  portion  of  the  urethra, 
also  referred  to  as  pendulous  or  penile  por- 
tion, is  the  longest  of  the  three  anatomic 
divisions,  and  it  runs  through  the  corpus 
spongiosum.  This  is  the  area  involved  by 
direct  trauma  in  straddle  injuries  or  by 
blunt  objects  which  may  forcibly  compress 
the  urethra  against  the  pubis. 

The  superficial  fascial  compartment  sur- 
rounding the  external  genitalia  is  composed 
of  Colies’  fascia,  Scarpa’s  fascia,  and  tunica 
dartos.  These  are  all  continuations  of 
each  other  (Fig.  1A).  Extravasation  from 
the  pendulous  urethra  will  then  be  found 
in  the  perineum,  penis,  scrotum,  and  lower 
abdominal  wall  (Fig.  IB).  Typically,  the 
fluid  will  not  extend  into  the  thigh,  since 
Scarpa’s  fascia  fuses  with  Poupart’s  liga- 
ment and  the  tensor  fascia  lata  of  the 
thighs  to  form  an  obstruction  to  further 
spread  of  fluid.  If,  on  the  other  hand,  the 
urethral  injury  is  proximal  to  the  deep 
pelvic  fascia,  at  or  above  the  urogenital 
diaphragm,  as  is  often  seen  in  fractures  of 
the  pelvic  bones,  then  the  extravasated 
urine  or  blood  is  internally  distributed 


FIGURE  1.  Schematic  diagrams  showing  (A) 
fascia  surrounding  lower  urinary  tract  and  external 
genitalia.  Colles’  fascia  is  outlined  with  deeper 
markings.  (B)  Urinary  extravasation  from  pendu- 
lous urethra.  Note  distribution  of  urine  as  it  is 
contained  within  Colies’  fascia. 

perivesically  and  often  extends  into  the 
thigh  beneath  the  tensor  fascia  lata  (Fig. 
2).  In  such  a case,  the  patient  may  not 
present  any  obvious  external  stigmata  of 
extravasation,  but  if  he  attempts  to  void, 
he  may  experience  the  bizarre  sensation  of 
voiding  into  his  own  perivesical  tissues. 
As  a rule,  if  there  is  any  suspicion  of  a 
urethral  injury,  it  is  preferable  to  attempt 
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FIGURE  2.  Cystogram,  following  a urethrogram, 
on  patient  with  proximal  urethral  injury.  Note 
perivesical  extravasation  of  contrast  medium  and 
also  tear-drop  bladder  that  results  from  perivesical 
compression. 


to  catheterize  the  patient  rather  than  run 
the  risk  of  extravasating  urine  beyond  the 
confines  of  the  urinary  tract. 

Bladder  injuries 

In  our  experience,  we  have  found  it  very 
important  to  consider  bladder  injuries  and 
urethral  injuries  as  distinct  possibilities  in 
most  cases  of  trauma.  Both  may  and 
often  do  exist  in  the  same  patient.  For 
purposes  of  discussion  we  must,  however, 
divide  these  entities.  There  are  significant 
differences  in  mode  of  injury,  symptoms, 
findings,  and  treatment  to  warrant  their 
being  described  separately. 

The  distended  bladder  is  extremely  sus- 
ceptible to  trauma,  especially  when  asso- 
ciated with  underlying  disease  in  the 
bladder  wall  or  bladder  outlet.  We  have 
had  patients  with  ruptured  bladders  in 
whom  we  have  been  entirely  unable  to  elicit 
a history  of  trauma  seemingly  sufficient  to 
have  produced  the  injury.  This  has  also 
been  reported  by  others. 3-8  The  diag- 
nostic problem  in  these  cases  is  consider- 
able. Sometimes  a history  of  very  slight 
trauma  will  be  obtained  as  was  seen  in  a 
patient  with  a ruptured  bladder  secondary 
to  a tightly  fitting  car  seat  belt.9  There 
also  have  been  at  least  two  reports  of  rup- 
ture of  the  urinary  bladder  in  the  neonatal 
age  which  were  probably  from  bladder  dis- 
tention at  the  time  of  delivery.1011 

A bladder  which  is  not  distended  presents 


a different  problem.  Here  a considerable 
external  force  is  required  to  rupture  it, 
usually  one  that  is  associated  with  fracture 
of  the  bony  pelvis.  As  a matter  of  fact, 
Prather  and  Kaiser12  analyzed  1,798  cases 
of  fractures  of  the  bony  pelvis  and  found 
that  181  patients,  approximately  10  per 
cent,  had  an  associated  rupture  of  the 
urinary  bladder.  Of  these,  82  per  cent 
were  extraperitoneal,  and  18  per  cent  were 
intraperitoneal.  In  some  of  these  cases,  the 
bony  spicules  actually  lacerate  the  wall  of 
the  bladder,  as  can  be  proved  at  surgery. 

Less  commonly,  bladder  injury  may  be 
secondary  to  impalement  by  a stick,  axe, 
and  so  on,  as  shown  by  Ray.13  If  one  adds 
to  these  the  iatrogenically  induced  and 
obstetric  injuries  to  the  bladder,  it  is  soon 
realized  that  this  type  of  injury  is  not  un- 
common.14-16 Welch,  Pratt,  and  Sym- 
monds, 17  for  example,  reviewed  all  Wert- 
heim  hysterectomies  done  at  the  Mayo 
Clinic  for  the  past  thirty  years  and  reported 
an  incidence  of  urinary-vaginal  fistula  in 
11.9  per  cent  of  those  patients  who  had 
received  preoperative  irradiation  and  in 
3.2  per  cent  of  those  who  had  received  pri- 
mary surgical  treatment.  About  two 
thirds  of  these  fistulas  were  vesicovaginal. 
Thirty-nine  per  cent  of  urinary-vaginal 
fistulas  repaired  at  Mayo  Clinic  in  1920 
were  obstetric  according  to  Judd,18  but  at 
present  only  5.7  per  cent  of  these  fistulas 
follow  trauma  of  childbirth.  Radiation 
injuries  to  the  bladder  in  patients  with  car- 
cinoma of  the  cervix  can  be  correlated  with 
the  radiation  dose  and  technic.1519 

Mention  of  bladder  injuries  secondary  to 
urologic  surgery  has  been  deliberately  de- 
layed, because  it  is  difficult  to  assess  its 
true  incidence.  Procedures  such  as  trans- 
urethral resection  of  bladder  tumors,  vesical 
neck,  and  prostate  may  be  accompanied  by 
a large  morbidity  in  the  hands  of  the  inex- 
perienced. A resident  physician  was  ob- 
served introducing  the  resectoscope  sheath 
through  the  bladder  wall  into  the  peritoneal 
cavity  while  preparing  to  begin  a resection 
of  the  prostate.  There  is  no  need  to  men- 
tion the  potential  hazard  of  metal  sounds  in 
the  hands  of  young  and  energetic  physi- 
cians who  have  not  yet  learned  the  limita- 
tions of  the  instrument.  Abdominal  uro- 
logic surgery  can  also  be  a major  con- 
tributor to  bladder  injuries.  It  is  interest- 
ing to  note,  however,  that  in  a series  of  193 
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urinary-vaginal  fistulas  in  193  patients, 
only  18  resulted  from  urinary  tract  opera- 
tions. Of  the  193  cases,  153  followed  ab- 
dominal hysterectomies. 20 

Symptoms 

Abdominal  pain,  hematuria,  and  history 
of  trauma  should  lead  immediately  to 
suspicion  of  either  kidney  or  bladder  in- 
jury. The  problem  is  not  always  that 
simple  for  in  some  cases  a definite  history 
of  trauma  cannot  be  obtained.  The  hema- 
turia may  not  be  sought  or  recognized,  and 
the  patient’s  primary  symptom  is  essentially 
an  acute  condition  of  the  abdomen  of  un- 
known etiology.3 

Physical  examination 

Shock  has  been  described  as  a frequent 
finding  in  bladder  rupture,  but  when  the 
associated  extraurinary  causes  are  ex- 
cluded, the  incidence  of  shock  drops  from 
60  per  cent  to  3 per  cent.21-29  Since  this 
correctly  implies  that  most  of  these  patients 
will  have  injuries  to  other  systems,  the 
physical  examination  should  be  done  thor- 
oughly and  carefully.  Abdominal  tender- 
ness and  lack  of  bowel  sounds  in  particular 
are  very  helpful  in  making  the  diagnosis. 
But  bladder  rupture  need  not  be  associated 
with  any  of  these  symptoms.29  Ko30  re- 
ported an  interesting  patient  who  had  ab- 
dominal findings,  but  the  diagnosis  of 
bladder  rupture  was  suggested  only  by  her 
blood  urea  nitrogen  and  serum  electrolyte 
changes.  Briefly,  peritoneal  self-dialysis 
with  urine  resulted  in  hyponatremia,  azo- 
temia, and  hyperkalemia. 

The  diagnosis  of  bony  fractures  usually 
does  not  present  the  same  difficulties,  and 
if  fractures  of  the  bony  pelvis  are  found, 
they  may  direct  our  attention  to  an  un- 
suspected injury  of  the  genitourinary 
tract.31  Fractures  of  the  pubic  rami  may 
often  be  diagnosed  by  actually  palpating 
the  bony  spicules  through  the  perineum  or 
on  rectal  examination.  It  is  worth  em- 
phasizing that  rectal  examination  is  part  of 
the  complete  physical  examination  of  an 
injured  patient,  for  it  may  provide  the  only 
clue  as  to  the  presence  of  urethral  injury. 
Sometimes  gentle  apposition  of  both  iliac 
crests  will  result  in  pubic  pain  and  provide 
the  diagnosis. 


FIGURE  3.  Simplified  technic  for  urethrogram: 
A small  Foley  catheter  introduced  into  anterior 
urethra,  balloon  minimally  inflated  (1  to  2 cc.)(  and 
rubber  tourniquet  adjusted  proximal  to  balloon. 

Laboratory  aids 

Hematuria  or  lack  of  urine  should  always 
alert  the  physician  to  the  presence  of  injury 
of  the  urinary  tract.  The  next  diagnostic 
step  should  be  an  intravenous  urogram  to 
establish  the  status  of  the  upper  urinary 
tract.  Since  practically  all  injured  pa- 
tients will  have  varying  degrees  of  ileus, 
visualization  of  the  pyelocalyceal  system  is 
not  always  satisfactory,  but  an  idea  can  be 
obtained  in  most  cases  as  to  the  presence  of 
two  kidneys,  their  approximate  function, 
and  whether  or  not  there  is  any  gross  extra- 
vasation. It  is  apparent  that  no  excretion 
will  be  seen  if  the  patient’s  blood  pressure 
is  in  the  shock  level. 

A cystourethrogram  may  be  done  if  in- 
jury to  the  urethra  is  suspected,  particu- 
larly when  there  have  been  unsuccessful 
attempts  at  introducing  an  urethral  cath- 
eter. This  study  can  be  done  without  the 
necessity  for  expensive  equipment.  Reid  : 
has  described  the  following  method:  A 

small  Foley  catheter,  14  or  16  French,  is 
introduced  into  the  anterior  urethra  where 
it  is  inflated  to  1 to  2 cc.  A rubber  tourni- 
quet is  applied  around  the  phallus  distal  to 
the  inflated  balloon.  Urethrograms  are 
then  done  easily  with  an  equal  mixture  of 
contrast  material  and  a water-soluble  lubri- 
cant (Fig.  3).  A cystogram  is  done  in  all 
cases  with  trauma  and  hematuria,  particu- 
larly if  there  is  fracture  of  the  bony  pelvis. 
The  excretory  cystogram  obtained  with  the 
intravenous  urogram  may  provide  some 
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information  as  to  the  presence  of  perivesical 
fluid  by  assuming  the  so-called  tear-drop 
shape,  but  it  should  not  be  relied  on  to  rule 
out  a rupture  of  the  bladder.  For  this,  it 
is  necessary  to  distend  the  bladder  in  retro- 
grade fashion  to  about  300  cc.  with  a con- 
trast material.  Oblique  or  lateral  views 
of  the  cystogram  should  also  be  done  if 
possible.  Regular  iodides  are  no  longer 
used  because  of  the  possibility  of  scar  for- 
mation if  there  is  extravasation. 

Despite  adequate  distention  and  roent- 
genographic  technic,  not  all  bladder  rup- 
tures will  be  detected  by  the  retrograde 
cystogram.  10-23-29-33  Several  investigators 
have  reported  negative  cystogram  findings 
in  the  presence  of  bladder  rupture  in  as 
many  as  10  per  cent  of  their  cases.  12- 23-29-33- 34 
Weyrauch  and  Peterfy35  demonstrated  ex- 
perimentally that  small  tears  of  the  bladder 
(0.1  to  0.2  cm.)  could  easily  escape  detec- 
tion, particularly  if  the  bladder  had  been 
decompressed  before  the  cystogram; 
larger  tears  were,  of  course,  more  readily 
apparent.  In  summary,  a retrograde 
cystogram  may  occasionally  show  negative 
findings  if  the  bladder  tear  is  of  the  punc- 
ture type,  as  may  be  seen  with  sharp  in- 
struments or  gunshot  injury,  but  it  is  still 
the  best  screening  test  available.36-37  In 
intraperitoneal  rupture  of  the  bladder,  the 
paracolic  gutters  may  be  outlined,  as  was 
seen  in  one  of  our  cases,  or  the  contrast 
material  may  be  seen  coating  the  intraperi- 
toneal viscera  (Fig.  4). 38  Occasionally  it 
may  be  impossible  to  outline  the  bladder.39 
In  extraperitoneal  ruptures  of  the  bladder, 
the  contrast  medium  may  be  seen  extend- 
ing along  the  perivesical  planes  in  irregular 
fashion  giving  the  so-called  sunburst  ap- 
pearance. 

Cystoscopy  is  rarely  indicated  for  the 
diagnosis  of  bladder  rupture,  and  it  should 
probably  be  reserved  for  the  patient  with  a 
suspected  puncture  wound  of  the  bladder 
with  negative  cystogram  findings.  The 
instillation  of  air  and  measured  amounts  of 
fluid  into  the  bladder  to  be  recovered  and 
remeasured  for  the  detection  of  rupture  is 
not  reliable.  If  no  urethral  or  bladder 
laceration  can  be  detected  by  all  of  the 
previous  means,  then,  and  only  then,  can 
the  diagnosis  of  contusion  of  these  organs 
be  made.  About  one  third  of  the  patients 
with  hematuria  and  fracture  of  the  bony 
pelvis  without  demonstrable  renal,  bladder, 


FIGURE  4.  Cystogram  in  patient  with  intraperi- 
toneal rupture  of  urinary  bladder.  Note  contrast 
medium  extending  along  paracolic  gutters  and 
coating  intestinal  loops. 


or  urethral  injury  will  fall  into  this  cate- 
gory.40 

Treatment 

Sterile  urine  can  be  tolerated  in  small 
quantities  in  the  peritoneal  cavity,  but 
large  quantities  of  urine,  particularly  if  it  is 
infected,  lead  to  overwhelming  peritonitis.41 

Treatment  of  a ruptured  bladder  is  emer- 
gency surgery  consisting  of  immediate  su- 
prapubic exploration  with  drainage  of  the 
perivesical  or  peritoneal  spaces  as  indi- 
cated.42-44 Repair  of  the  opening  in  the 
bladder  should  be  accomplished  if  feasible. 
The  suture  ties  should  be  placed  extra - 
vesically  to  prevent  the  likelihood  of  stone 
formation  on  the  suture  material.  A 
suprapubic  cystostomy  tube  is  left  indwell- 
ing for  seven  to  ten  days  at  which  time,  if 
the  patient’s  condition  is  satisfactory,  the 
suprapubic  sinus  is  allowed  to  close.  To 
facilitate  this,  a urethral  catheter  is  made 
indwelling.  There  are  occasional  reports 
of  successful  results  with  only  urethral 
drainage,6  but  there  have  been  several 
deaths  attributed  to  the  sole  use  of  a 
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Foley  catheter.29  In  our  experience,  a 
suprapubic  cystostomy  should  be  done  on 
all  patients  with  bladder  rupture.  Foley 
catheter  drainage  alone  should  be  con- 
demned. Results  will  depend  on  the 
rapidity  with  which  surgery  is  undertaken; 
an  unrecognized  bladder  rupture  will 
always  be  fatal.  If  prompt  and  effective 
urinary  diversion  is  achieved  immediately, 
with  the  present  availability  of  antibiotics, 
blood,  and  aseptic  surgical  technics,  the 
mortality  should  be  much  less  than  86  per 
cent  and  36  per  cent,  the  extreme  figures 
reported  previously  by  Quain45  and 
Bacon,33  respectively.  Once  the  patient 
has  survived  the  acute  phase  of  his  injury, 
including  sepsis,  electrolyte  imbalance,  and 
cardiopulmonary  difficulties  that  may  en- 
sue, the  prognosis  for  long-term  survival  is 
good. 

Urethral  trauma 

Injuries  of  the  urethra  are  not  uncom- 
mon in  modern  civilization.  The  most 
important  factor  in  the  proper  treatment  of 
these  injuries  is  early  suspicion  of  their 
existence.  The  symptoms  of  urethral  in- 
juries vary  considerably  with  the  location 
of  the  trauma,  but  pain,  bleeding,  and 
difficulty  in  voiding  are  probably  present 
to  a certain  extent  in  all  patients.  A very 
severe  urethral  injury  may  result  in  little 
external  change,  while  minor  injury  to  the 
urethral  mucosa  may  cause  a considerable 
hemorrhage. 

Internal  injuries  of  the  urethra  may  be 
from  erotic  or  sadistic  use  of  foreign  bodies 
introduced  into  the  urethral  lumen  or  from 
chemical  injury  produced  by  caustics  which 
are  utilized  in  error  or  ignorance  to  prevent 
or  treat  venereal  disease.  They  may  also 
be  caused  by  over-enthusiastic  instrumen- 
tation. 

Internal  urethral  trauma 

The  problem  of  treatment  in  injury 
caused  by  self-induced  trauma  usually 
narrows  down  to  minor  and  relatively  un- 
important wounds  of  the  urethral  mucosa 
and  to  the  removal  of  foreign  bodies  from 
the  bladder  and  urethra.  This  may  be 
complicated  because  the  foreign  bodies  may 
vary  from  thermometers,  pencils,  pens, 
straws,  and  so  on  to  marbles,  and  the  re- 


moval of  these  objects  is  an  individual 
problem  depending  entirely  on  the  object 
and  its  location. 

Passing  an  endoscopic  sheath  into  the 
urethra,  and  over  the  object  if  possible,  is 
an  easy  way  of  removing  it.  Unfortu- 
nately, this  cannot  be  done  readily  with 
some  objects,  such  as  open  safety  pins  or 
hair  pins,  and  urethrotomy  through  the 
perineum  may  be  the  method  chosen  to  get 
at  these  objects  to  remove  them  with  the 
least  amount  of  trauma.  Occasionally 
cystotomy  may  be  needed  to  remove  the 
foreign  body  from  the  bladder  or  prostatic 
urethra.  One  of  us  (J.  R.  H.)  recently  had 
such  a case,  a patient  with  strangury  sec- 
ondary to  an  encrusted  foreign  body  in  the 
bladder.  Fearing  that  this  might  represent 
a thermometer,  a cystotomy  was  done. 
The  object  proved  to  be  a ball-point  pen. 

The  after-care  of  the  urethra,  once  the 
foreign  body  has  been  removed,  depends  on 
the  degree  of  injury  and  consists  simply  of 
giving  the  patient  an  antibiotic  for  a few 
days  followed  by  urethral  calibrations  to 
diagnose  and  prevent  stricture  formation. 
Bonner,  Lyons,  and  Shields46  used  local 
injections  of  hydrocortisone  into  the  stric- 
tured  segments.  Lately  we  have  been 
using  urethral  inserts  or  suppositories  with 
antibiotic  and  hydrocortisone  to  prevent 
stricture  formation,  and  these  seem  to  be 
helping  in  this  respect.  It  is  as  yet  too  early 
to  judge  the  results,  but  we  have  been 
favorably  impressed. 

Urethral  trauma  by  instrumentation  can 
vary  from  the  mildest  to  the  most  severe. 
The  “man  behind  the  instrument”  should 
be  readily  aware  of  the  trauma  and  its  co- 
existent dangers.  Rubber  and  silk  woven 
catheters  offer  much  less  danger  to  the 
normal  male  urethra  than  metal  catheters, 
sounds,  and  endoscopes.  The  latter  can 
readily  penetrate  the  urethra  or  tunnel  into 
and  through  the  prostate  with  only  slight  to 
moderate  bleeding  at  the  immediate  time 
but  possible  extravasation  or  incontinence 
becoming  apparent  at  the  time  of  the  next 
urination.  If  one  becomes  aware  of  this 
type  of  trauma  and  can  do  so,  an  indwelling 
catheter  should  be  placed  immediately  and 
permitted  to  remain  in  situ  for  at  least  a 
week.  If  a catheter  cannot  be  placed  into 
the  bladder,  a cystotomy  should  be  done 
and  a catheter  passed  under  direct  control 
in  an  antegrade  fashion.  A red  rubber 
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FIGURE  5.  Urethrogram  on  patient  with  numerous 
urethroperineal  fistulas,  the  so-called  watering 
pot  perineum. 


coude  catheter  is  ideally  suited  for  this 
purpose.  Once  it  has  been  successfully 
introduced,  a Foley  catheter  can  be  at- 
tached to  the  coude  catheter  and  drawn 
into  the  bladder  from  the  inside.  Chronic 
urethral  trauma  results  from  use  of  over- 
sized catheters,  from  catheters  indwelling 
over  a long  period  of  time,  or  from  the 
excursions  of  the  sheath  of  a resectoscope  in 
a tight  urethra.  The  resultant  strictures 
are  both  unpleasant  and  should  be  pre- 
ventable. Here  again  the  hydrocortisone 
inserts  we  hope  will  prove  valuable. 

The  spontaneous  rupture  of  a urethra 
behind  a stricture  may  be  a catastrophic 
occurrence.  The  urine,  usually  infected,  is 
extravasated  through  the  scrotal  and  penile 
areas,  and  gangrene  and  toxemia  can  result 
rapidly  unless  surgical  intervention  is  car- 
ried out.  The  area  must  be  widely  opened 
and  drained,  and  the  bladder  put  under 
continuous  drainage  to  prevent  further 
leakage  of  urine.  Usually,  during  surgery 
and  with  control  above  and  below,  the 
stricture  can  be  dilated  and  a rubber  cath- 
eter passed  into  the  bladder  for  drainage 
and  to  splint  the  urethra.  Unattended, 
the  patients  who  recover  will  develop  a 
watering-pot  perineum  with  numerous  fistu- 
lous tracts  (Fig.  5). 

External  urethral  trauma 

Straddle  injury  is  the  classic  injury  to  the 
male  urethra:  A man  slips  on  a ladder  and 

falls  astride  a rung,  jumps  a fence  and  falls 
astride  the  post,  or  falls  with  one  leg  into  a 
manhole  and  lands  on  his  perineum.  As 
can  be  readily  understood,  the  full  weight 
of  the  body  has  been  caused  to  strike  a 


FIGURE  6.  Urethrogram  on  patient  with  rupture  of 
pendulous  urethra.  Note  distribution  of  contrast 
medium;  it  is  within  scrotum,  hence  within  Colies’ 
fascia,  localizing  injury  to  anterior  urethra. 


violent  blow  at  the  perineum,  crushing  the 
soft  tissues  including  the  urethra  against 
the  symphysis  pubis.  The  urethra  in  this 
pendulous  portion  is  relatively  unprotected, 
and  can  be  readily  pinched,  squeezed,  or 
broken  against  the  pubis.  Urethral  injury 
might  occur  with  little  or  no  evidence  of 
injury  to  the  perineal  skin. 

Injury  from  this  type  of  trauma  is,  of 
course,  immediately  painful,  but  the  recog- 
nition of  the  urethral  damage  may  not  be 
immediately  evident.  If  the  sphincter  of 
the  bladder  remains  intact,  there  is  no  im- 
mediate urinary  extravasation.  In  fact, 
there  is  usually  such  severe  spasm  that  the 
patient  may  see  the  doctor  because  of  uri- 
nary retention.  The  history  of  a straddle 
injury  should  immediately  initiate  a search 
for  urethral  damage.  Inability  to  pass  a 
small,  soft  rubber  catheter  into  the  bladder 
or  finding  the  bladder  palpable  in  the  area 
of  rupture  makes  the  diagnosis  at  once. 
Retrograde  cystourethrograms  done  gently 
may  help  in  making  the  diagnosis  and  locat- 
ing the  exact  area  of  the  injury  (Fig.  6). 
If  there  is  a complete  tear  which  makes  it 
impossible  to  catheterize  the  bladder  per 
urethra,  cystostomy  and  re-establish- 
ment  of  the  urethral  canal  is  indicated  as 
an  emergency  procedure. 

Rupture  of  the  urethra  with  urinary 
extravasation  is  a much  more  serious  condi- 
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tion  than  without  extravasation.  Urine 
escaping  is  kept  outside  of  the  body  cavity 
but  inside  Codes’  fascia.  The  perineum, 
scrotum,  penis,  and  anterior  abdominal 
walls  all  become  infiltrated  with  the  extra- 
vasated  urine  (Fig.  IB).  Diagnosis  is  ob- 
vious and  treatment  must  be  immediate 
and  strenuous.  Antibiotics  are  given  in 
large  doses.  All  extravasated  areas  must 
be  drained  widely,  urine  must  be  diverted, 
and  urethral  continuity  re-established.  At 
this  point,  it  might  be  of  value  to  explain 
the  “above  and  below”  method  of  passing 
an  instrument  through  the  urethra  into  the 
bladder.  With  the  bladder  open,  a sound 
can  be  passed  through  the  prostatic  urethra 
and  may  be  made  to  contact  a sound  passed 
upward  from  below  and  so  used  to  guide  it 
into  the  bladder.  A finger  through  the 
bladder  neck  might  direct  the  catheter  or 
sound.  Once  an  instrument  has  been 
passed,  it  is  valuable  to  tie  a silk  suture  to 
the  suprapubic  end  and  bring  it  out  through 
the  incision  to  the  abdominal  wall.  With 
this  suture  the  “railroad”  method  can  be 
used  later  to  pull  other  catheters  or  bougies 
through  the  urethra.42  In  fact,  removal  of 
the  catheter  with  the  silk  suture  still  in 
situ  is  a test  of  re-establishment  of  continu- 
ity suggested  by  Orkin.47  If  there  is  leak- 
age, a new  catheter  can  be  reinserted  with 
the  aid  of  the  silk  suture  with  no  danger  of 
misplacement.  Mitchell48  agrees  with  the 
need  for  immediate  suprapubic  cystotomy 
in  these  patients,  but  he  does  not  advocate 
immediate  urethral  catheter  drainage  be- 
cause of  fear  of  infection.  We  have  not 
found  this  a necessary  precaution. 

Pelvic  fractures 

Another  serious  type  of  injury  to  the 
urethra  frequently  discussed  in  recent  pub- 
lications and  of  great  interest  to  urologists 
is  that  due  to  bony  pelvic  fractures.  47-49  -58 
In  these  days  of  speed  of  transportation, 
traumatic  accidents  with  fracture  of  the 
bones  of  the  pelvis  are  on  the  increase. 
Approximately  8 to  17  per  cent  of  fractures 
of  the  pelvis  are  associated  with  serious 
injury  to  the  lower  urinary  tract.59  With 
the  pelvis  damaged,  there  is  often  displace- 
ment of  the  bladder  and  prostate  or,  from 
the  other  end,  disarrangement  of  the  uro- 
genital diaphragm  with  the  resultant  ure- 
thral damage  that  can  be  predicted  from 


knowledge  of  the  anatomy.  The  weak, 
unprotected  junction  of  prostatic  and  mem- 
branous urethra  gives  way  under  the  shear- 
ing stress,  and  the  resultant  rupture  is 
usually  complete.  It  is  associated  with 
tearing  of  the  puboprostatic  ligaments, 
and,  therefore,  the  bladder  and  prostate 
are  pushed  upward  and  backward  by  the 
blood  and  urine  which  rapidly  infiltrate  the 
traumatized  area  and  the  space  of  Retzius. 
The  rupture  of  the  urethra,  being  located 
above  the  external  sphincteric  muscles, 
may  result  in  immediate  extravasation  of 
urine. 

Symptoms  of  this  type  of  injury  are  often 
lost  in  the  over-all  damage  and  shock  in  the 
traumatized  patient.  Blood  at  the  meatus, 
inability  to  void,  and  inability  to  pass  a 
catheter  to  the  bladder  are  typical  findings 
and  are  associated  with  the  additional  fac- 
tors of  pain  on  movement,  pain  on  pelvic 
compression,  and  suprapubic  pain  and 
tenderness.  Here  also,  on  rectal  palpation, 
the  sharp  spicules  of  bone  may  be  palpated, 
but  more  important,  the  prostate  may  be 
replaced  by  a boggy  mass  representing 
hematoma  and  extravasated  urine.  The 
prostate  may  be  felt  far  above  or  lateral  to 
its  usual  position.60  These  are  pathog- 
nomonic signs  of  rupture  of  the  urethra  at 
the  apex  of  the  prostate.  A cystourethro- 
gram  is  indicated  if  any  question  of  diag- 
nosis remains  (Fig.  3). 

Treatment  of  this  type  of  injury  is  urgent 
and  should  be  immediate.  There  are  other 
factors,  however,  which  must  be  considered. 
The  patient  with  a multiple  system  injury 
should  be  under  the  care  of  a general  sur- 
geon. It  is  the  surgeon’s  task  to  evaluate 
the  usually  numerous  factors  of  shock  and 
injury  and  decide  what  can  be  done  and 
when.  Once  the  decision  has  been  made  to 
go  ahead,  urologic  surgery  should  be 
directed  at  stopping  extravasation  by  di- 
verting the  urinary  stream,  draining  extra- 
vasated areas,  and  approximating  the 
severed  parts  of  the  urethra.  Cystostomy 
is  urgently  and  immediately  indicated  to 
divert  the  stream  and  also  to  make  possible 
the  repair  of  the  bladder  and  urethra  drain- 
age. Placement  of  a Foley  bag  catheter  is 
frequently  sufficient.  With  the  bag  in 
place,  after  the  urine  and  blood  have  been 
removed,  traction  on  the  catheter  should 
approximate  the  urethral  ends.  A good 
way  to  be  sure  of  adequate  drainage  in  this 
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area  of  trauma  is  to  place  a perineal  drain 
while  under  direct  vision  from  the  supra- 
pubic incision.  Anchoring  sutures  can  be 
placed  and  brought  out  through  the  peri- 
neum for  additional  traction.  Additional 
injury  must  always  be  suspected  and 
searched  for  at  the  time  of  surgery. 

Failure  to  correct  the  anatomic  deformity 
and  defect  either  through  incomplete,  im- 
proper, or  delayed  treatment  leads  to  ir- 
reparable lesions  which  may  forever  in- 
capacitate the  patient.  If  the  continuity 
is  re-established  but  there  is  a long  gap 
between  the  ends  from  blood  and  so  on, 
then  a thick  and  most  stubborn  stricture  is 
the  result.  Stricture  will  most  probably 
result  in  any  case,  but  there  is  less  chance  if 
the  mucosal  margins  are  closely  approxi- 
mated. In  these  cases  also  the  silk  suture 
“railroad”  technic  is  indicated.  The  peri- 
neal approach  may  be  excellent  for  these 
injuries,  but  for  several  reasons  it  is  not 
utilized  very  often.  Most  urologists  are 
not  sufficiently  acquainted  with  the  ap- 
proach to  feel  comfortable  in  the  presence 
of  the  traumatized  tissues.  The  surgical 
position  necessary  is  often  contraindicated 
by  the  associated  bone  injuries.  However, 
when  a combined  suprapubic  and  perineal 
approach  is  used,  the  urethral  ends  can 
sometimes  be  more  readily  sutured  together 
and  so  obviate  a gap  and  a resultant  long, 
dense  stricture.  Seitzman61  believes  in  the 
immediate  repair  of  the  severed  membra- 
nous urethra  by  the  combined  perineal  and 
abdominal  approach.  He  also  states  that 
there  is  no  contraindication  to  placing  the 
patient  in  the  lithotomy  position  unless 
there  is  a fracture  involving  the  hip  joint. 
The  retropubic  approach  for  primary  re- 
pair has  also  been  advocated,  but  we  find 
it  of  limited  value.62 

Stricture  of  the  traumatized  area  of  the 
urethra  is  almost  the  inevitable  result, 
although  the  methods  described  would,  in 
ideal  conditions,  prevent  it.  In  attempts 
to  prevent  this  stricture,  there  have  been 
many  recent  modifications  and  expansions 
of  early  technics.  As  with  any  plastic 
procedures,  the  suture  line  or  healing  line 
depends  on  accurate  coaption  of  the  mu- 
cosal margins,  prevention  of  infection,  and 
diversion  of  urine.  The  after-care  of  these 
injuries  may  consist  of  months  or  years  of 
soundings  to  maintain  an  adequate  urethral 
caliber.  Again  the  use  of  local  hydrocor- 


tisone may  be  advised,  although  so  far  we 
have  too  few  cases  to  predict  the  results. 

Unquestionably,  urethral  strictures  are 
deleterious  to  the  proper  functioning  of  the 
urinary  tract.  Marshall63  studied  146  pa- 
tients with  urethral  strictures  and  found 
associated  upper  tract  disorders  in  24  per 
cent,  bladder  disorders  in  12  per  cent,  infec- 
tion in  44  per  cent,  and  elevated  blood  urea 
nitrogen  in  14  per  cent.  He  states  that  if 
dilatation  is  needed  more  than  twice  a year, 
surgery  should  be  done.  It  is  worth  re- 
stating at  this  time  that  the  severity  of  the 
initial  injury  is  not  a reliable  indication  of 
the  degree  of  trauma  or  of  the  severity  of 
the  resulting  stricture.49 

For  patients  with  the  most  recalcitrant 
urethral  strictures,  urethroplasties  are  in 
order.64  Numerous  procedures  have  been 
advocated  for  treating  strictures,  and  this 
proves  the  dictum  that  if  there  are  many 
different  surgical  solutions  for  a given  prob- 
lem then  none  is  truly  satisfactory.  Ani- 
mal experiments  have  provided  new  tech- 
nics for  treating  urethral  strictures,  but 
their  usefulness  in  dealing  with  problems  of 
the  human  male  urethra  still  remains  to  be 
demonstrated.  Among  these  technics  are 
the  substitution  of  the  whole  urethra  in 
dogs  with  special  seromuscular  segments  of 
ileum65  and  the  substitution  of  the  canine 
posterior  urethra  with  distal  ureteral  seg- 
ments.66 Attempts  at  repairing  urethral 
defects  in  dogs  with  autogenous  freeze-dried 
urethras,  arteries,  bladder  mucosa,  and 
rectus  fascia  have  been  unsuccessful.67 

The  regenerative  powers  of  the  urethra 
have  been  used  to  good  advantage  in 
another  set  of  urethroplasties  where  the 
stricture  is  excised  leaving  a small  bridge  of 
mucosa,  and  the  urethra  is  allowed  to  regen- 
erate around  a urethral  catheter  which 
serves  as  a splint.68  -70  The  urethra  is 
capable  of  reforming  its  component  parts 
over  a defective  area  if  a narrow  strip  con- 
taining normal  urethral  segments  bridges 
the  gap.  Weaver  and  Schulte71-72  state 
that  this  technic  is  more  effective  with 
strictures  of  the  bulbous  urethra,  but  they 
add  that  a complete  defect  of  more  than  1 
cm.  in  length  heals  by  fibrous  tissue 
obliteration  of  the  lumen. 

The  so-called  “pull-through”  urethro- 
plasties consist  essentially  in  excising  the 
strictured  segment  and  apposing  the  sev- 
ered urethral  ends  under  traction.73-76 
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These  urethroplasties  are  primarily  aimed 
at  correcting  strictures  of  the  posterior 
urethra.  The  invagination  of  the  distal 
urethra  is  achieved  with  a rubber  catheter 
introduced  suprapubically  and  to  which 
the  proximal  end  of  the  distal  urethra  is 
sutured.  This  procedure  involves  a com- 
bined suprapubic  and  perineal  approach. 
A slight  modification  of  this  procedure  has 
been  reported  where  the  ends  of  the  urethra 
are  sutured  under  tension  after  the  approxi- 
mation.77 

The  most  common  urethroplasty  used  is 
probably  that  advocated  by  Johanson78  79 
and  Swinney.80  It  consists  of  excising  the 
strictured  urethra  except  for  a small  bridge 
of  urethral  mucosa  at  the  base.  Scrotal 
skin  is  brought  down  to  this  area  creating  a 
trench.  Several  months  later  the  urethral 
defect  is  corrected  in  the  manner  of  a 
Denis-Browne  urethroplasty.  The  re- 
sults from  this  technic  or  a slight  modifica- 
tion of  the  same  have  been  extensively 
reported  and  are  uniformly  good  although 
they  take  months  to  complete.81-87 

Other  technics  such  as  excising  all  the 
periurethral  scar  tissue  without  entering 
the  urethra,88  replacing  the  urethra  with 
tunica  vaginalis  or  dartos,89  end-to-end 
anastomosis  of  the  urethra  after  excising 
the  stricture,90-91  and  transurethral  resec- 
tion of  the  stricture92  have  been  reported. 
None  of  these  procedures  seem  practical, 
and  they  have  not  received  very  extensive 
clinical  trial. 

As  to  the  future  of  urethroplasties,  it 
appears  within  the  realm  of  feasibility  that 
the  free-grafts  technic  of  Marshall  and 
Spellman93  and  Devine  and  Horton94  which 
utilizes  bladder  mucosa  and  prepucial  skin, 
respectively,  for  correction  of  hypospadias 
might  find  application  to  the  treatment  of 
urethral  strictures.  Urethras  from  male 
cadavers  have  been  used  in  hypospadias 
repairs,  but  the  many  difficulties  are  im- 
mediately apparent.95 

Finally,  if  the  urethral  stricture  is  not 
amenable  to  any  of  the  previous  procedures, 
a perineal  urethrostomy  may  be  the  only 
answer.96-97  Urinary  diversion  procedures 
are  reserved  only  for  those  patients  in 
whom  the  urethra  can  no  longer  function 
as  a conduit. 

There  are  two  other  complications  of 
urethral  injuries  that  are  worth  mentioning 
and  these  are  impotence  and  urethral 


diverticulum.  The  incidence  of  diminished 
sex  capacity  or  impotence  has  been  de- 
scribed in  20  to  42  per  cent  of  patients 
with  pelvic  fractures  and  rupture  of  the 
posterior  urethra.98  99  It  is  thought  to 
result  from  vascular  damage  as  well  as 
neuromuscular  dysfunction.  Urethral  di- 
verticula secondary  to  obstruction  are  often 
present  in  the  distal  urethra  and  rarely 
may  be  the  site  of  stone  formation  or 
malignant  degeneration. 

Summary 

Urethral  and  bladder  injuries  are  seen 
with  impressive  frequency  as  a result  of  the 
rising  number  and  severity  of  vehicular 
accidents.  They  are  found  in  about  10  per 
cent  of  patients  with  fractures  of  the  pelvic 
bones.  The  usual  findings  are  pain,  diffi- 
culty voiding,  and  hematuria  or  blood  at 
the  urethral  meatus.  Bladder  injuries  may 
initially  appear  as  abdominal  findings  and 
should  be  diagnosed  by  retrograde  cysto- 
gram.  Urethral  injuries  may  appear  with 
the  condition  of  fluid  beneath  Colles’  fascia, 
if  they  are  distal  to  the  urogenital  dia- 
phragm, or  with  displacement  of  the  pros- 
tate on  rectal  examination  if  there  has  been 
complete  transection  of  the  urethra. 
Retrograde  urethrograms  are  sometimes 
required  for  diagnosis.  The  treatment  is 
immediate  surgery  with  diversion  of  the 
urinary  stream  and  drainage  of  the  extrav- 
asated  urine.  Bladder  injuries  will  be 
uniformly  fatal  unless  so  treated.  Ure- 
thral injuries  should  have  an  attempt  at 
accurate  coaption  of  the  urethral  mucosa, 
but  a stricture  is  the  usual  residuum.  The 
severity  of  the  stricture  may  be  less  with 
routine  use  of  hydrocortisone  urethral  in- 
serts at  the  time  of  the  initial  injury.  If 
severe,  however,  the  stricture  will  require 
urethral  dilatation  or  urethroplasty. 

Awareness  of  the  possibility  of  disruption 
of  the  integrity  of  the  lower  urinary  tract 
should  be  as  much  a part  of  training  of 
emergency  room  personnel  as  learning  to 
splint  extremities  or  apply  tourniquets.  It 
is  a lifesaving  factor  in  treatment  of  pa- 
tients with  multiple  injuries  resulting  from 
trauma. 
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Is the  autopsy  out  of  date? 

The  autopsy,  once  a major  part  of  medical 
teaching  and  investigation,  has  fallen  on  hard 
times.  Thousands  of  autopsies  are  performed 
every  year,  but  they  no  longer  occupy  the  cen- 
tral place  in  medicine  they  once  did.  The 
development  of  laboratory  methods  for  diag- 
nosing disease,  the  shortage  of  pathologists’ 
time,  and  a general  shift  in  emphasis  in  medical 
teaching  and  research  are  a few  of  the  reasons 
for  this  change.  Few,  if  any,  physicians  would 
want  to  eliminate  autopsies  entirely,  but  many 
medical  authorities  are  questioning  the  need  for 
the  number  that  are  performed. 

A recent  editorial  in  the  Journal  of  the  Ameri- 
can Medical  Association  points  out  two  changes 
that  could  improve  the  autopsy.  The  first  is  to 
restore  the  careful,  detailed  investigation  that 
helps  make  it  a research  procedure  even  if  this 
would  mean  reducing  the  number  of  autopsies 
performed;  the  second  is  to  restore  the  autopsy 
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to  its  place  as  a teaching  instrument. 

It  further  stated  that  through  autopsies,  the 
pathologist  can  answer  questions  and  provide 
factual  data  for  the  physician,  the  patient’s 
family,  and  the  medical  statistician.  These  do 
not  advance  conceptual  or  general  knowledge, 
but  they  help  the  overall  care  of  patients. 

“Autopsies  on  all  deaths  probably  should  be 
done  in  teaching  and  clinical  research  centers,” 
says  Sidney  C.  Madden,  M.D.,  of  the  School  of 
Medicine,  University  of  California.  The  goal 
thus  would  be  a selection  of  cases  which  yield 
the  most  useful  information.  “Finally,  the 
question  can  be  asked,  who  is  going  to  do  autop- 
sies,” says  Charles  S.  Davidson,  M.D.,  of  the 
Boston  City  Hospital.  “Many  pathologists 
nowadays  have  become  molecular  biologists  and 
are  no  longer  interested  in  the  autopsy  and  in 
pathologic  anatomy.  I am  sure  that  we  cannot 
give  up  the  autopsy.  It  is  absolutely  necessary, 
but  we  must  seek  its  place  among  all  the  various 
methods  of  study  of  the  patient,  of  groups  of 
patients,  in  teaching,  or  in  medical  research.” 
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Superior  Vena  Cava 
Obstruction  and 
Mediastinal  Mass 


Case  history 

Panayotis  Christopoulos,  M.D.:  A 

forty-eight-year-old  Negro  housewife  was 
referred  to  Knickerbocker  Hospital  on 
January  24,  1965,  with  the  chief  complaint 
of  swelling  of  face  and  upper  extremities. 

Review  of  the  past  history  revealed 
bronchopneumonia  twenty  years  ago  and 
cholecystectomy  eight  years  previously. 
She  had  smoked  one  package  of  cigarets 
daily  for  many  years. 

In  November,  1964,  the  patient  first 
complained  of  pain  in  the  cervical  region. 
The  pain  was  not  related  to  motion  and  was 
associated  with  diffuse  edema  of  the  neck 
and  face.  An  orthopedic  consultant  diag- 
nosed cervical  arthritis  and  prescribed 
analgesics.  The  symptoms  improved  tem- 
porarily, but  in  early  January,  1965,  the 
edema  appeared  to  increase  progressively 
and  to  involve  both  upper  extremities. 
Two  weeks  prior  to  admission,  mild  dyspnea 
on  exertion  and  a nonproductive  cough 
appeared,  but  there  was  no  chest  pain  or 
hemoptysis.  The  patient  denied  any 
change  in  body  weight,  appetite,  or  well- 
being. There  was  no  history  of  headaches, 
voice  changes,  chills,  or  fever. 

Physical  examination  revealed  a well- 
nourished  woman  in  no  distress.  The 
blood  pressure  on  both  arms  was  120/80, 
temperature  98  F.,  pulse  112,  and  respira- 
tion 20.  There  was  diffuse  nonpitting 
edema  of  the  entire  face,  neck,  and  both 
upper  extremities,  without  redness  or  in- 


creased local  temperature.  The  neck  veins 
were  engorged  as  well  as  the  upper  extremi- 
ties and  upper  thorax.  The  pupils  were 
equal  and  reacted  to  stimuli.  The  optic 
fundi  were  normal  aside  from  slight  venous 
distention.  The  cervical  lymph  nodes  were 
not  enlarged  nor  were  lymph  nodes  else- 
where palpable.  The  thyroid  gland  was 
normal  in  size.  Examination  of  the  lungs 
was  unremarkable  except  for  a small  area 
of  dullness  and  decreased  breath  sounds  over 
the  right,  upper  anterior  thorax  near  the 
sternum.  The  cardiac  sounds  and  cardiac 
size  were  normal.  The  abdomen  was  un- 
remarkable, and  no  abnormally  enlarged 
organs  or  masses  were  palpable.  The 
lower  extremities  were  normal.  No  club- 
bing of  the  fingers  or  toes  was  noted. 

Urinalysis  showed  a specific  gravity  of 
1.020  and  a trace  of  albumin.  The  urine 
sediment  revealed  many  white  blood  cells. 
The  hemoglobin  was  10.6  Gm.  per  100  ml., 
and  the  white  cell  count  was  8,800  with  57 
per  cent  neutrophils,  41  per  cent  lym- 
phocytes, and  2 per  cent  eosinophils.  The 
sedimentation  rate  was  56  mm.  per  hour. 
The  fasting  blood  sugar  was  140  mg.  and 
the  blood  urea  nitrogen  10  mg.  per  100  ml. 
The  serum  calcium  was  9.6  mg.  and  serum 
phosphorus  4.2  mg.  per  100  ml.  The  alk- 
aline phosphatase  was  3.7  units. 

Chest  x-ray  films  revealed  a large  density 
along  the  medial  aspect  of  the  right  upper 
hemithorax;  it  was  sharply  defined,  but  the 
margins  appeared  slightly  lobulated  (Fig. 
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FIGURE  1.  Chest  roentgenograms.  (A)  Posteroanterior  projection  showing  well-defined  mass  in  superior 
mediastinum  extending  to  right.  (B)  Left  lateral  projection  showing  mass  to  be  in  anterior  mediastinum. 


1).  The  density  appeared  continuous  with 
the  ascending  aorta  in  all  projections. 
Fluoroscopy  revealed  faint  pulsation  of  the 
mass,  absence  of  calcification,  and  displace- 
ment of  the  esophagus  to  the  left  in  the 
region  of  the  mass.  After  introduction  of 
contrast  material  into  the  veins  of  the  arm, 
a complete  obstruction  of  the  flow  into  the 
region  of  the  subclavian  vein  was  noted 
(Fig.  2).  An  intravenous  pyelogram  was 
normal. 

An  electrocardiogram  showed  sinus 
tachycardia  and  abnormally  small  QRS  de- 
flections. Venous  pressure  recorded  in  the 
antecubital  vein  was  500  mm.;  water  cir- 
culation time  (dehydrocholic  acid,  De- 
cholin)  was  35  seconds.  Sputum  culture 
for  acid-fast  organisms  gave  negative 
results.  Routine  sputum  culture  grew  out 
Streptococcus  viridans  and  Candida 
albicans.  Thyroid  scanning  with  I131  (ra- 
dioactive iodine)  revealed  a gland  of  normal 
size.  Bronchoscopy  revealed  no  abnor- 
mality of  the  vocal  cords;  there  was  evi- 
dence of  extrinsic  pressure  on  the  anterior 
aspect  of  the  right  main  bronchus  reducing 
the  lumen  to  1 to  2 cm.  in  diameter;  no 
intrinsic  mucosal  lesion  was  seen.  Cell 
block  of  the  bronchial  aspirate  was  un- 
satisfactory. 

The  patient’s  symptoms  and  signs  re- 


mained stable.  She  had  an  occasional 
small  temperature  rise.  Her  weight  re- 
mained unchanged. 

On  the  eleventh  hospital  day  an  opera- 
tion was  performed. 

Discussion 

Marcel  Tuchman,  M.D.*:  The  dif- 

ferential diagnosis  of  the  problem  presented 
by  this  forty-eight-year-old  female  evolves 
around  the  nature  of  the  mediastinal  mass 
which  produced  superior  vena  cava  ob- 
struction. Several  facts  are  evident  from 
the  available  data.  The  mass  is  located  in 
the  superior-anterior  mediastinum.  Early 
interference  with  venous  drainage,  mani- 
fested by  swelling  of  face  and  neck,  occurred 
as  a result  of  the  pressure  by  the  mass. 
Rapid  progression  of  the  vena  cava  obstruc- 
tion was  noted  as  progressive  swelling  in- 
volved both  arms  only  two  months  after 
the  first  symptoms  were  noted;  respiratory 
distress  and  cough  brought  the  patient  to 
the  hospital.  On  the  basis  of  these  facts 
alone,  one  may  deduce  that  a rapidly  grow- 
ing mass  was  the  culprit  which  produced  a 
superior  vena  cava  syndrome  by  virtue  of 

* Attending  Physician,  Knickerbocker  Hospital;  Assistant 
Professor  of  Clinical  Medicine,  New  York  University  School 
of  Medicine. 
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FIGURE  2.  Venogram  showing  failure  of  superior 
vena  caval  system  to  fill.  There  is  obstruction  of 
contrast  medium  at  level  or  right  axillary  vein. 


extrinsic  pressure  and  increasing  size  and/or 
by  inducing  intraluminal  thrombosis. 

Physical  examination  only  confirms  the 
presence  of  congestive  edema  in  the  terri- 
tory draining  into  the  superior  vena  cava. 
The  absence  of  lymphadenopathy  and 
hepatosplenomegaly,  the  apparently  nor- 
mal thyroid,  and  the  absence  of  clubbing 
are  significant  negative  findings.  There  is 
no  mention  of  tracheal  deviation,  spinal 
tenderness,  ptosis,  or  muscular  weakness. 
Therefore,  I assume  they  were  all  absent. 
Not  much  could  be  learned  from  the 
laboratory  data  except  perhaps  by  the 
absence  of  any  significant  positive  findings. 
The  elevated  venous  pressure  and  the  pro- 
longed circulation  time  merely  confirm  the 
interference  with  the  venous  drainage  by 
the  superior  vena  cava.  It  would  have 
been  of  interest  to  compare  the  venous 
pressure  in  the  lower  extremities  with  the 
markedly  elevated  upper  extremity  pres- 
sure. The  normal  I131  scan  is  helpful  in 
delineating  the  thyroid  gland,  and  it  helps 
eliminate  substernal  thyroid  as  an  impor- 
tant differential  diagnostic  possibility.  One 
might  mention,  however,  that  a nonfunc- 
tioning thyroid  gland  could  confuse  this 
issue  by  not  showing  up  in  the  scan.  The 
extrinsic  pressure  on  the  anterior  aspect  of 


the  right  main  bronchus  is  not  surprising, 
because  it  is  consistent  with  the  location  of 
the  tumor.  It  corroborates  the  radiologic 
impression  that  the  tumor  is  in  the  me- 
diastinum rather  than  in  the  lung  paren- 
chyma. The  apparently  normal  heart 
shown  by  x-ray  and  by  electrocardiogram 
eliminates  cardiac  or  pericardial  causes  for 
the  venous  obstruction. 

Since  the  chest  x-ray  is  our  most  im- 
portant clue  to  the  diagnosis,  may  I be 
permitted  now  a few  remarks  before  I avail 
myself  of  the  expert  opinion  of  Dr.  Moyna- 
han.  I believe  that  the  sharp  delineation 
of  the  mass,  the  absence  of  infiltration  or 
atelectasis  in  its  vicinity,  and  the  downward 
displacement  of  the  lung  root  all  speak 
against  carcinoma  of  the  lung.  The  loca- 
tion in  the  upper  anterior  mediastinum 
makes  a lymphoma  less  likely,  and  the  same 
holds  true  for  the  bilaterality  of  the  tumor. 
The  tumor  seems  to  be  well  separated  from 
the  aortic  arch,  and,  therefore,  it  does  not 
seem  to  be  vascular  in  origin. 

Now  I would  appreciate  Dr.  Moynahan’s 
comments. 

Joseph  M.  Moynahan,  M.D.:  The 

initial  examination  of  the  chest  reveals  a 
large  mass  in  the  right  anterior  and  superior 
mediastinum  (Fig.  1).  The  mass  extends 
to  the  left  side  at  the  level  of  the  aortic  knob 
and  is  in  contact  with  the  ascending  aorta 
in  all  projections.  Its  margin  is  sharply  de- 
fined but  slightly  irregular.  An  area  of 
increased  density  is  noted  superimposed  on 
its  lower  margin,  possibly  representing  a 
nodular  projection  from  the  mass.  No 
teeth,  bone  formation,  calcification,  or 
fatty  tissue  was  demonstrated.  The 
trachea  was  not  displaced  or  compressed. 
Small  areas  of  platelike  atelectasis  are 
noted  at  the  right  base. 

On  fluoroscopic  study,  there  were  no 
significant  pulsations,  and  the  mass  did  not 
move  on  swallowing.  The  esophagus  was 
displaced  slightly  to  the  left  posteriorly. 

An  intravenous  aortogram  was  at- 
tempted, but  there  was  complete  obstruc- 
tion of  the  contrast  material  in  the  region  of 
the  axillary  vein  (Fig.  2).  Numerous 
collateral  branches  were  demonstrated. 
The  lack  of  pulsations,  absence  of  calcium, 
and  extension  of  the  esophagus  to  the  left 
are  against  an  aneurysm  of  the  ascending 
aorta.  Other  mediastinal  masses  which  are 
common  in  this  location  are  substernal 
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thyroid,  teratoma,  and  thymoma.  The 
lack  of  motion  on  swallowing  and  the  lack  of 
displacement  or  compression  of  the  trachea 
are  against  the  diagnosis  of  substernal 
thyroid.  Teratoma  must  be  considered, 
although  there  is  no  calcification,  bone 
formation,  or  fatty  tissue  to  aid  in  the 
diagnosis.  Because  of  the  location,  a 
thymoma  is  also  a good  possibility.  On 
occasion,  mediastinal  metastases  from  a 
small,  nonvisualized  bronchogenic  car- 
cinoma may  produce  a similar  picture. 

Dr.  Tuchman:  Thank  you  Dr.  Moyna- 

han. 

Please  bear  with  me  for  a moment  while 
I return  to  the  basic  anatomy  which  helped 
me  to  orient  myself  in  the  topography  of 
the  structures  under  consideration.  The 
mediastinum  is  a space  between  two  pleurae 
which  contains  the  pericardium,  heart, 
great  vessels,  esophagus,  trachea,  lymphatic 
structures,  nerve  structures,  and  thymus. 
It  is  evident  that  these  diverse  tissues  may 
give  rise  to  all  kinds  of  mediastinal  tumors. 
For  specificity,  the  mediastinum  is  usually 
spoken  of  as  being  divided  into  the  follow- 
ing three  parts: 

1.  The  anterior  mediastinum  is  a retro- 
sternal space  bounded  posteriorly  by  the 
pericardium  and  the  major  blood  vessels 
and  anteriorly  by  the  substernal  pleura. 
This  triangular  area  contains  the  thymus, 
anterior  mediastinal  lymph  nodes,  and 
(pathologically)  a substernal  thyroid. 

2.  The  middle  mediastinum  contains 
the  heart,  aorta  and  its  cranial  branches, 
pericardium,  pulmonary  arteries,  superior 
and  inferior  vena  cava,  lung  roots,  and 
lymph  nodes. 

3.  The  posterior  mediastinum  behind 
the  pericardium  contains  the  esophagus, 
descending  thoracic  aorta,  vagi,  and  tra- 
chea dividing  into  the  main  bronchi.  The 
superior  mediastinum  is  a space  above  an 
imaginary  plane  between  the  manubrium 
sterni  and  the  lower  border  of  the  fourth 
thoracic  vertebra  containing  the  aortic 
arch  and  its  branches,  the  commencement 
of  the  superior  vena  cava,  and  the  in- 
nominate vein. 

Since  the  mass  in  our  case  is  presumably 
in  the  anterior-superior  mediastinum,  the 
likely  structures  to  give  origin  to  it  are  the 
lymph  nodes,  thymus,  thyroid,  or  em- 
bryonic rests.  I shall,  therefore,  not 
bore  you  with  extensive  review  of  the 


multitude  of  masses  which  could  arise 
from  the  posteriorly  located  structures, 
such  as  the  sympathicoblastoma,  ganglio- 
neuroma, neurofibroma,  bronchial  cysts, 
enterogenous  cyst,  diverticulum  or  ach- 
alasia of  the  esophagus,  and  so  on.  I 
believe  that  we  can  also  agree  that  this 
mass  does  not  represent  an  aortic  aneurysm. 
The  inferiorly  located  masses  such  as 
pericardial  cysts  or  hiatus  hernias  are  un- 
likely because  of  their  different  location. 
A substernal  thyroid  is  not  the  cause  of 
this  shadow,  because  it  generally  displaces 
the  trachea  as  high  as  the  larynx  and,  of 
course,  because  the  scan  revealed  a nor- 
mally located  gland.  It  would  have  been 
of  interest  to  find  out  during  fluoroscopy 
whether  or  not  the  mass  moved  with  de- 
glutition. Of  the  tumors  occurring  in  the 
anterior  mediastinum,  teratoid  tumors  are 
the  most  common  and  deserve  a brief 
discussion.  Because  of  many  complicated 
embryologic  events  in  the  mediastinum, 
faulty  embryogenesis  may  lead  to  cysts  or 
solid  tumors  composed  of  aberrant  tissue. 
Dermoid  cysts  and  teratomas  are  benign  in 
about  90  per  cent  of  instances.  They  are 
more  frequent  in  children  and  young 
adults.  Occasionally  symptoms  due  to 
pressure,  infection,  or  rupture  into  an 
adjacent  bronchus  may  bring  them  to  a 
patient’s  attention;  they  are  usually  lobu- 
lated.  The  presence  of  calcified  teeth  or 
bone  is  specific,  but  if  satellite  spheroid 
densities  are  seen  on  x-ray,  it  is  invariably  a 
sign  of  cancer.  However,  sudden  increase 
in  size  may  not  be  a sign  of  cancer;  hemor- 
rhage or  infection  could  be.  William, 
Ballon,  and  Graham,1  reviewing  superior 
vena  cava  obstruction,  found  309  cases  in 
the  literature  in  which  the  causes  were  as 
follows:  (1)  neoplasms  (bronchogenic  car- 

cinoma, lymphoma,  and  primary  medi- 
astinal tumors);  (2)  aortic  aneurysms; 
(3)  chronic  adhesive  mediastinitis  (tubercu- 
lous, syphilitic,  pyogenic,  or  of  unknown 
etiology);  (4)  thrombophlebitis;  and  (5) 
cohstrictive  pericarditis.  It  should  be 
mentioned  in  this  context  that  neoplasia 
or  inflammatory  disease  may  be  followed  by 
secondary  thrombosis  and  complete  occlu- 
sion of  the  vena  cava.  I believe  that  only 
the  first  category  should  be  seriously  con- 
sidered here,  namely,  neoplasm. 

A few  words  about  the  superior  vena  cava 
obstruction.  At  an  early  stage  one  ob- 
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serves  only  dilatation  of  the  cutaneous 
venules  (venous  stars)  in  the  area  of  venous 
drainage  into  the  superior  cava.  Later, 
cerebral  manifestations  appear  denoting 
congestion,  headache,  throbbing  vertigo, 
and,  as  in  our  case,  dilatation  of  fundic 
veins.  Venous  engorgement,  cyanosis,  and 
edema  of  the  head,  neck,  upper  chest  wall, 
and  upper  extremities  are  advanced  mani- 
festations. It  is  of  interest  that  on  the 
venogram  done  on  this  patient  there  is  a 
significant  collateral  circulation  through 
the  azygos  system,  indicating  the  site  of 
obstruction  to  be  distal  to  the  junction  of 
the  vena  cava  and  the  azygos  veins.  Also, 
it  suggests  some  duration  of  this  obstruc- 
tion. Here  the  collateral  circulation  is 
bilateral  and  so  is  the  edema.  Part  of  the 
blood  can  circulate  through  the  azygos 
vein  and  the  internal  thoracic  vein  into 
the  inferior  vena  cava. 

The  symptoms  are  worse  in  a reclining 
position  and  on  bending.  If  collateral 
dilated  veins  are  seen  on  the  chest  or 
abdomen,  the  direction  of  flow  can  be  de- 
termined clinically  by  watching  the  direc- 
tion of  venous  return  into  a compressed 
vein.  This  can  help  to  differentiate  the 
site  of  venous  obstruction.  Although  car- 
cinoma of  the  lung  is  considered  to  be  the 
commonest  cause  of  superior  vena  cava 
obstruction  in  adults  and  lymphatic  tumors 
in  children,  I believe  that  this  is  not  the 
case  here,  because  the  obstruction  oc- 
curred rather  early  in  the  course  and 
because  of  other  considerations  discussed. 

Even  though  there  were  bouts  of  fever, 
there  is  nothing  to  suggest  acute  or  chronic 
causes  of  mediastinitis,  and  the  shape  of 
the  shadow  is  against  it.  In  tuberculous 
mediastinitis  there  is  coexistent  pulmonary 
tuberculosis,  and  in  the  luetic  form  the 
changes  in  the  heart  and  great  vessels 
characteristic  of  this  disease  are  often 
seen.  Fluid  in  the  mediastinum,  whether 
encapsulated  or  not,  generally  appears 
lower  in  the  chest,  whereas  lymph  nodes  or 
a mediastinal  tumor  rarely  extend  below 
the  hilar  region.  Paravertebral  abscess 
would  be  located  in  the  posterior  medi- 
astinum, and  often  it  would  be  associated 
with  some  bony  changes.  The  two  enti- 
ties that  I have  difficulty  in  differentiating 
are  lymphoma  and  thymoma.  Lymphoma 
is  somewhat  militated  against  by  the  ab- 
sence of  palpable,  nodes  in  the  neck  or 


hepatosplenomegaly,  the  absence  of  sig- 
nificant hematologic  findings  as  well  as 
constitutional  manifestations  of  this  multi- 
centric generalized  disease,  the  higher 
location  of  the  shadow  than  the  usual  hilar 
position,  and  the  sharp  clean  margin  rather 
than  a fuzzy,  furry,  or  scalloped  appear- 
ance. Also,  seeming  extension  of  the  mass 
to  the  left  side  suggests  a central  organ 
such  as  the  thymus  to  be  the  site  of  involve- 
ment. Admittedly,  the  statistical  fre- 
quency of  lymphoma  as  the  cause  of 
mediastinal  tumor,  the  frequency  of  su- 
perior vena  cava  compression,  and  the  so 
far  unexplained  neck  pain  make  this  diag- 
nosis highly  probable.  On  the  other  hand, 
the  absence  of  pleural  effusion  commonly 
seen  with  lymphoma  and  the  absence  of  any 
pulmonary  parenchymal  infiltration  weigh 
against  it.  So  does  the  absence  of  visible 
invasion  of  adjacent  soft  and  bony  struc- 
tures. I believe  that  this  patient  has  a 
thymoma.  As  you  know,  a controversy 
ranges  as  to  the  frequency  of  coexistence 
of  myasthenia  and  thymoma.  It  is  recog- 
nized that  a relationship  exists,  and  in  a 
recent  article  Ellis  and  Gregg2  reported  on 
65  thymomas,  of  which  more  than  half 
were  found  in  patients  who  either  had,  or 
later  developed,  myasthenia.  On  the  other 
hand,  Spain3  states  that  he  had  not  per- 
sonally seen  myasthenia  gravis  in  conjunc- 
tion with  thymoma  and  cites  the  experience 
of  others  that  85  per  cent  of  patients  with 
myasthenia  show  no  abnormality  of  the 
thymus.  This  is  said  by  way  of  excuse  that 
this  patient  does  not  have  symptoms  of 
myasthenia.  It  is  of  interest  that  the 
lymphoid  thymic  tumors  associated  with 
myasthenia  are  usually  small,  but  the  ones 
without  myasthenia  are  discovered  be- 
cause of  symptoms  they  produce  as  anterior 
mediastinal  masses,  impinging  on  neighbor- 
ing structures.  The  ones  without  my- 
asthenia were  usually  more  aggressive, 
more  invasive,  than  the  others.  How- 
ever, cough,  hoarseness,  pain  in  the  chest 
and  neck,  dysphagia,  and  compression  of 
large  veins  may  develop.  Pleural  effusion 
may  be  present.  Thymomas  are  usually 
located,  as  in  our  case,  in  the  anterior 
mediastinum,  originating  at  the  base  of 
the  heart  and  often  extending  cephalad. 
In  some  instances  superior  vena  cava  ob- 
structions were  seen.  At  least  half  of  the 
tumors  appear  round,  oval,  or  plaquelike 
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FIGURE  3.  Microscopic  examination  of  biopsy.  (A)  Low-power  view  of  mediastinal  tumor  showing  cellular 
mass  without  discernible  growth  pattern.  (B)  Medium-power  view  showing  slight  tendency  on  part  of  tumor 
cells  to  line  up  in  quasiepithelial  fashion.  (C)  High-power  view  showing  zone  in  which  neoplastic  cells 
resembling  lymphoid  cells  predominate.  (D)  High-power  view  showing  zone  in  which  neoplastic  cells  re- 
sembling reticulum  cells  or  epithelioid  cells  predominate.  (E)  High-power  view  showing  mitotic  figures 
and  multinucleated  cells.  (F)  High-power  view  showing  cell  resembling  Reed-Sternberg  cell. 


in  shape.  They  often  are  discovered  in  an 
asymptomatic  patient  on  routine  x-ray 
examination.  Since  tumors  producing  ob- 
struction of  the  superior  vena  cava  are 
nearly  always  malignant,  the  lymphoma 
and  thymoma  are  the  strong  possibilities 
under  consideration  here,  and  only  thora- 
cotomy and  biopsy  can  supply  the  defini- 
tive answer. 

Thomas  Silverberg,  M.D.:  To  what 

do  you  ascribe  the  cervical  pain? 

Dr.  Tuchman:  I am  frankly  perplexed 

and  have  no  good  explanation.  Oc- 
casionally, patients  with  tumors  in  this 
area  do  have  root  compression  and  radicu- 
lar pain. 


Rudolph  Radna,  M.D.:  Although  it 

is  unlikely  in  New  York  City,  I have  seen 
superior  vena  cava  obstruction  from  an 
echinococcus  cyst  and  from  cysticercosis 
producing  a very  similar  picture  both 
clinically  and  radiologically. 

Dr.  Tuchman:  I agree  that  it  is 

epidemiologically  impossible.  I wonder  if 
the  mediastinal  mass  has  the  radiologic 
density  of  a cyst. 

Dr.  Moynahan:  Density  is  not  the 

optimal  criterion.  It  is  very  risky  to 
distinguish  between  a cystic  and  a solid 
lesion  by  the  degree  of  radiopacity.  How- 
ever, were  the  lesion  here  a cyst,  I would 
expect  a sharp,  almost  linear,  border. 
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Benjamin  E.  Krentz,  M.D.:  Could 

this  be  a tumor  arising  from  the  anterior 
chest  wall  and  growing  inward? 

Dr.  Tuchman:  Such  tumors  would  be 

of  connective  tissue  origin,  possibly  chon- 
droma or  lipoma.  They  do  not,  so  far  as 
I know,  ever  produce  caval  obstruction. 
A malignant  tumor  of  connective  tissue 
origin  would  destroy  the  ribs  as  well  as 
invade. 

Continuing  along  this  line  of  reasoning, 
that  is,  unusual  tumors,  I might  ask  why 
a scalene  node  and  fat  pad  biopsy  was  not 
done. 

Michael  S.  Bruno,  M.D.:  A scalene 

biopsy  might  have  been  done,  particularly 
had  we  considered  malignant  lymphoma  as 
a strong  possibility.  However,  we  felt 
that  this  was  a unilateral  anterior  medi- 
astinal mass  and  that  it  was  probably  not  a 
lymphoma.  Therefore,  we  planned  for  a 
single  procedure  for  diagnosis  and,  if 
feasible,  surgical  extirpation. 

Clinical  diagnosis 

Malignant  thymoma  with  superior  vena 
cava  obstruction 

Dr.  Tuchman's  diagnosis 

Thymoma,  anterior  mediastinum,  probably 
malignant,  with  superior  vena  cava  obstruc- 
tion 

Pathologic  report 

William  B.  Ober,  M.D.:  Before  dis- 

cussing the  pathologic  findings,  let  us  hear 
from  Dr.  Nolan  on  the  operative  findings. 

Richard  B.  Nolan,  M.D.:  We  entered 

the  mediastinum  through  a sternum- 
splitting incision.  A bulky,  friable,  vascu- 
lar mass  about  8 cm.  in  diameter  was  found 
superior  to  the  left  innominate  vein,  dis- 
placing it  interiorly . The  tumor  extended 
posteriorly  and  involved  the  anterior  sur- 
face of  the  trachea.  Another  portion  of  the 
mass  was  wrapped  around  the  superior 
vena  cava,  obstructing  it  and  extending 
interiorly  to  involve  the  area  of  the  right 
main  pulmonary  artery  as  it  departed  from 
the  pericardial  reflection.  I considered 
the  mass  nonresectible  and  sent  a piece  of 
tissue  to  the  laboratory  for  examination. 


FIGURE  4.  Tumor  cells  within  medium-sized  ar- 
tery. 


Dr.  Ober:  Microscopic  examination  of 

the  biopsy  revealed  a highly  cellular  tumor 
with  a vaguely  lobulated  pattern.  The 
impression  of  cellularity  was  reinforced  at  a 
higher  magnification,  and  it  was  evident 
that  the  tumor  cells  were  not  forming 
identifiable  structures  (Fig.  3A).  With 
increasing  magnification  the  tumor  seemed 
to  be  of  two  cell  types,  some  cells  lining  up 
to  give  the  impression  of  an  epithelial 
strip  along  a fibrous  septum,  but  this  may 
well  be  an  artifact  (Fig.  3B).  The  two 
cell  types  were  a small,  round  cell  with  a 
dark  nucleus  and  not  much  cytoplasm, 
resembling  a lymphoid  type  cell  (Fig.  3C), 
and  a larger  cell  with  a round  nucleus  con- 
taining finely  divided  chromatin  and  having 
a moderate  amount  of  cytoplasm,  resem- 
bling either  a reticulum  cell  or  an  epithelioid 
cell  (Fig.  3D).  Multinucleated  cells  and 
mitotic  figures  were  easily  found  (Fig.  3E), 
and  an  occasional  binuclear  cell  bore  a 
vague  resemblance  to  a Reed -Sternberg 
cell  (Fig.  3F).  Vascular  invasion  was 
found  in  several  areas  of  the  tumor  in 
both  small  and  large  vessels  (Fig.  4). 

At  this  juncture  it  is  evident  that  the 
tumor  poses  a problem  in  oncologic  tax- 
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FIGURE  5.  Thymic  remnants  outside  tumor  showing:  (A)  Hassall’s  corpuscle;  (B)  nest  of  nonkeratinized 
squamous  epithelium;  (C)  hyperchromatic  cells  with  bizarre  shape;  (D)  marked  cellular  atypia  and  pleo- 
morphism  (higher  magnification  of  (C)). 

onomy.  It  is  clearly  malignant  by  virtue  genesis.  The  differential  diagnosis  lies 

of  its  gross  behavior  and  cytologic  features.  among  the  following:  (1)  thymoma;  (2) 

The  question  to  be  solved  is  one  of  histo-  germ  cell  tumor;  (3)  lymphoma,  especially 
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FIGURE  6.  (A)  Rest  of  ectopic  parathyroid  tissue  in  mediastinal  fat  around  tumor.  (B)  Detail  of  (A)  show- 
ing chief  cells,  occasional  oxyphil  cells,  and  fat.  (C)  Rests  of  ductlike  structures  in  mediastinal  tissue  out- 
side tumor. 


reticulum  cell  sarcoma  or  Hodgkin’s  dis- 
ease; or  (4)  poorly  differentiated  carcinoma 
metastatic  to  or  infiltrating  the  medi- 
astinum, namely,  secondary  to  an  oat- 
shaped cell  carcinoma  of  the  lung. 

I feel  secure  in  excluding  a germ  cell 
tumor  of  the  seminoma  type,  because  the 
tumor  cells  do  not  resemble  those  seen  in 
seminoma  or  dysgerminoma.  Likewise, 
the  variety  of  patterns  and  partly  dif- 
ferentiated epithelial  and  mesenchymal 
structures  found  in  teratocarcinoma  are 
absent.  I am  willing  to  exclude  reticulum 
cell  sarcoma  because  of  the  presence  of  the 
small  lymphoid  cells.  I do  not  feel  that 
the  binuclear  cells  are  typical  of  Reed- 
Sternberg  cells,  nor  is  there  eosinophilia, 
plasma  cell  reaction,  or  fibrosis  as  found 
in  most  cases  of  Hodgkin’s  disease.  I do 
not  think  the  small,  dark  tumor  cells  re- 
semble those  in  the  usual  oat-shaped  cell 
carcinoma  of  the  lung,  and  the  presence  of 
two  cell  types  and  the  binuclear  cells  is  also 
against  this  diagnosis. 

However,  one  does  not  diagnose  tumors 
by  exclusion.  One  must  find  positive 
histologic  features  within  the  tumor  and  its 
cells  as  well.  Morphologic  features  which 
help  affirm  a diagnosis  of  malignant  thy- 
moma are  as  follows:  (1)  vague  lobular 

pattern  and  cellularity;  (2)  two  cell  types, 
one  lymphoid  and  the  other  epithelioid; 
and  (3)  changes  in  thymic  tissue  outside 
the  neoplasm. 


In  the  material  sent  for  pathologic  ex- 
amination there  was  some  fibrofatty  tissue 
from  the  anterior  mediastinum  containing 
thymic  rests.  These  were  somewhat  more 
extensive  and  showed  greater  cellular 
activity  than  one  usually  sees  in  subjects 
in  their  fifth  decade.  Hassall’s  corpuscles 
were  not  frequent,  but  an  occasional  one 
could  be  identified  (Fig.  5A).  At  about 
the  same  magnification  in  another  rest 
there  was  a focus  of  nonkeratinized  squa- 
mous cells  (Fig.  5B).  At  higher  magnifica- 
tion the  thymic  parenchyma  was  active, 
cellular,  and  showed  the  admixture  of 
lymphoid  and  epithelioid  cells  with  some 
rather  bizarre,  hyperchromatic  cell  forms 
(Figs.  5C  and  5D).  I would  consider  the 
non-neoplastic  thymus  in  this  patient  to 
show  hyperplasia  with  some  degree  of 
cellular  atypism. 

Elsewhere  in  the  mediastinal  fat  there 
was  a rest  of  parathyroid  tissue  (Figs. 
6 A and  6B)  as  well  as  some  tubular  struc- 
tures composed  of  large  epithelial  cells 
with  small,  uniform  nuclei  and  abundant 
pink  cytoplasm  (Fig.  6C).  I was  unable 
to  trace  any  transition  between  such  endo- 
dermal  vestigia  and  the  tumor.  My  diag- 
nosis is  malignant  thymoma. 

In  his  part  on  thymic  tumors  Castle- 
man4  points  out  that  truly  malignant 
thymomas  are  very  rare  indeed.  A num- 
ber of  cases  with  local  invasion,  pleural 
implants  after  surgery,  growth  of  aspirated 
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fragments  in  the  lung,  and  so  on  have  been 
reported,  but  these  may  be  of  a different 
order  of  autonomy  from  the  handful  of  cases 
in  which  true  embolic  secondary  metastases 
are  found. 

Therefore,  in  this  case,  as  the  data 
now  stand,  the  qualification  of  malig- 
nant is  based  on  its  infiltrating  propensi- 
ties, pleomorphic  nature,  mitotic  activity, 
and  vascular  invasion.  Whether  it  will 
spread  beyond  the  chest  remains  to  be  seen. 
The  patient  is  currently  receiving  intensive 
radiotherapy. 


Anatomic  diagnosis 

Malignant  thymoma , anterior  mediastinum 
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|n  1929,  Nadler  and  Wolfer1  first  re- 
corded the  occurrence  of  hypoglycemia 
in  a thirty-year-old  patient  with  primary 
hepatic  carcinoma.  Since  that  time,  the 
association  has  been  noted  in  19  other 
reports.2-20  A total  of  32  distinct  cases 
of  hypoglycemia  associated  with  primary 
hepatic  carcinoma  have  been  recorded  in 
these  reports.  The  purpose  of  this  report 
is  to  present  another  case  of  this  clinical 
entity  and  to  review  the  literature  and 
proposed  theories  of  the  mechanism  in- 
volved. 

Case  report 

A fifty-seven-year-old  white  male  was 
admitted  to  The  Long  Island  College  Hos- 
pital for  the  first  time  on  February  18, 
1963,  because  of  coma.  A friend  stated 
that  the  patient  was  last  seen  conscious 
and  in  no  distress  the  evening  prior  to 
admission.  On  the  morning  of  admission 
he  was  found  in  a comatose  state  in  his 
room  at  a rooming  house.  He  had  been 
in  his  usual  state  of  health  until  one  and  a 
half  years  prior  to  admission  at  which  time 
he  noted  the  insidious  onset  of  weakness 
and  fatigue.  At  this  time  he  left  his  steady 


employment  as  a printer.  For  three  weeks 
prior  to  admission,  the  patient  had  been 
extremely  anorectic. 

There  was  no  previous  history  of  un- 
consciousness, syncope,  or  dizzy  spells.  The 
patient  had  a history  of  heavy  alcoholic 
intake  for  many  years.  There  was  no 
history  of  diabetes  mellitus.  The  family 
history  was  noncontributory. 

Physical  examination  at  the  time  of 
admission  revealed  a well  -developed,  mal- 
nourished white  male  who  was  stuporous. 
He  responded  only  to  painful  stimuli. 
Blood  pressure  was  110/70,  pulse  80  per 
minute  and  regular,  respirations  were 
irregular  and  of  Biot’s  type,  and  tempera- 
ture was  98.8  F.  The  skin  was  pallid  and 
moist.  No  jaundice  or  cyanosis  was 

noted. 

The  left  pupil  was  miotic  and  unrespon- 
sive to  light.  The  right  pupil  appeared 
normal  and  responded  to  light.  The  right 
fundus  was  within  normal  limits.  The 
left  fundus  could  not  be  visualized  at  the 
time  of  admission  but  when  later  examined 
was  found  to  be  normal.  Examination  of 
the  ears,  nose,  and  throat  was  unremark- 
able. The  neck  was  supple.  The  thyroid 
was  not  enlarged.  There  was  no  lym- 
phadenopathy . The  thorax  was  symmetrical 
in  conformation.  The  lung  fields  were 
clear  to  percussion  and  auscultation.  The 
heart  was  not  enlarged  to  percussion  or  to 
palpation.  On  auscultation,  the  heart 
sounds  were  normal  and  no  murmurs  were 
heard.  The  abdomen  was  symmetrically 
protuberant.  The  liver  was  massively 
enlarged  extending  down  into  the  pelvis. 
No  nodularity  was  noted.  The  spleen 
was  firm  and  extended  down  into  the  pel- 
vis. Bowel  sounds  were  normal.  The 
extremities  were  flaccid  with  equal  hyper- 
active deep  tendon  reflexes.  Babinski’s 
toe  sign  was  present  bilaterally. 

On  admission,  blood  for  sugar,  acetone, 
electrolytes,  complete  blood  count,  and 
urea  nitrogen  were  sent  to  the  laboratory. 
A urinalysis  performed  in  the  emergency 
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room  showed  normal  findings.  Because 
of  the  Biot’s  respirations,  an  emergency 
tracheotomy  was  performed.  Breathing 
was  further  aided  by  the  attachment  of  a 
Bird  respirator  to  the  tracheostomy.  Dur- 
ing this  time,  an  intravenous  infusion 
of  10  per  cent  glucose  and  water  was  begun. 
Within  half  an  hour  after  the  start  of  the 
infusion  the  patient  became  completely 
alert  and  oriented  as  to  time,  place,  and 
person.  Subsequently,  the  blood  sugar 
level  (Folin-Wu)  was  reported  as  32  mg. 
per  100  ml. 

The  patient  was  treated  with  continuous 
infusions  of  10  per  cent  glucose  and  water 
and  oral  therapeutic  nutriment  (Sustagen) 
feedings.  Under  this  regime  he  remained 
alert  and  oriented.  On  the  second  hospital 
day,  a left  facial  weakness  was  noted  as  well 
as  persistence  of  the  left  Babinski’s  toe  sign. 
A liver  biopsy  performed  on  the  third 
hospital  day  was  interpreted  as  compatible 
with  primary  carcinoma  of  the  liver. 

On  the  sixth  hospital  day  the  patient  was 
given  40  mg.  of  prednisone  twice  a day 
in  an  attempt  to  influence  carbohydrate 
metabolism  and  any  possible  hypoadrenal- 
ism  that  might  exist  secondary  to  meta- 
static disease.  No  effect  was  noted  clin- 
ically. The  patient  maintained  a steady 
course  until  the  seventh  day  of  hospitaliza- 
tion when  he  suddenly  expired.  Permission 
for  autopsy  was  obtained. 

The  laboratory  data  were  as  follows: 
Chest  x-ray  films  revealed  subcutaneous 
emphysema  in  the  area  of  the  tracheostomy 
tube.  A flat  plate  of  the  abdomen  re- 
vealed haziness  of  the  upper  abdomen  with 
absence  of  liver,  splenic,  kidney,  and  psoas 
shadows.  An  electrocardiogram  showed 
flattened  T waves  in  leads  I,  aVl,  and  in 
the  precordial  leads  V\  to  V3. 

Red  blood  count  was  2.5  million,  white 
blood  count  11,150,  neutrophils  89.  lym- 
phocytes 9,  eosinophils  2,  hemoglobin  10 
Gm.,  platelet  count  399,000,  sedimentation 
rate  65  mm.  per  hour,  clotting  time  (Lee- 
White)  seven  minutes,  bleeding  time  thirty 
seconds,  and  prothrombin  time  fifteen  and  a 
half  seconds  with  a control  of  fourteen  sec- 
onds. Serology  showed  negative  findings. 
The  blood  urea  nitrogen  was  18.5  mg.  per 
100  ml.,  sodium  140  mEq.  per  liter,  potas- 
sium 5.3  mEq.  per  liter,  chloride  100  mEq. 
per  liter,  carbon  dioxide  46.8  volumes  per 
cent,  blood  ammonia  0.5  mg.  per  100  ml., 


TABLE  1.  Results  of  intravenous  glucose  test 


Time  in  Horn's 

Sugar 

(mg.  per  100  ml.) 

Fasting 

26 

Vf 

213 

ra 

191 

2y2 

93 

3y2 

82 

4y2 

61 

total  protein  7.4  Gm.  per  100  ml.,  albumin 
3.3  Gm.  per  100  ml.,  and  globulin  4.1 
Gm.  per  100  ml.  A serum  electrophoresis 
revealed  an  elevated  alpha:  globulin  and 
a decreased  albumin  fraction.  Cholesterol 
was  354  mg.  per  100  ml.,  cholesterol  esters 
226  mg.  per  100  ml.,  direct  bilirubin 
0.6  mg.  per  100  ml.,  indirect  bilirubin  0.2 
mg.  per  100  ml.,  calcium  9.4  mg.  per  100 
ml.,  phosphorus  5.6  mg.  per  100  ml., 
alkaline  phosphatase  40.4  Bodansky  units, 
serum  amylase  30  units,  serum  glutamic 
oxalopyruvic  transaminase  618  units,  and 
serum  lactic  acid  dehydrogenase  1,800 
units. 

On  the  fourth  hospital  day,  an  intra- 
venous glucose  tolerance  test  was  per- 
formed and  the  total  blood  sugar  deter- 
mined by  the  method  of  Folin  and  Wu 
(Table  I.) 

At  autopsy,  the  liver  weighed  6,800 
Gm.  On  section,  the  organ  was  almost 
completely  replaced  by  masses  of  firm, 
yellowish-gray  tumor.  Only  a small  portion 
of  the  left  lobe  of  the  liver  was  not  involved. 
Many  areas  of  the  tumor  were  friable  and 
had  undergone  necrosis.  Metastatic  dis- 
ease was  present  in  the  lungs,  adrenals, 
and  vertebrae.  The  pancreas  which  weighed 
50  Gm.  was  grossly  normal  and  free  from 
metastatic  disease.  Other  findings  in- 
cluded an  acute  fibrinous  pericarditis, 
an  ulcerative  esophagitis,  and  congestion 
and  early  infarction  of  the  spleen.  The 
spleen  was  enlarged  weighing  580  Gm. 

On  microscopic  examination,  the  liver 
revealed  massive  replacement  by  solid 
nests,  sheets,  and  cords  of  cells  with  rounded 
hyperchromic  nuclei  and  abundant  acido- 
philic granular  cytoplasm  (Figs.  1 and  2). 
Some  tumor  cells  showed  considerable 
cytoplasmic  vacuolization  and  adeno- 
matoid arrangement.  The  hepatic  tissue 
adjoining  the  tumor  showed  portal  fibrosis, 
bile  duct  proliferation,  and  lymphocytic 
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FIGURE  1.  Section  of  tumor  from  liver  showing 
solid  nests  of  cells  with  hyperchromic  nuclei  and 
acidophilic  granular  cytoplasm  (hematoxylin  and 
eosin  stain  X170). 


infiltration.  The  pancreas  contained  a 
normal  number  of  islets  which  displayed 
no  cytologic  abnormalities.  The  sections 
of  tumor  from  the  lungs  (Fig.  3),  adrenals, 
and  vertebrae  were  similar  microscopically 
to  those  in  the  liver.  The  final  microscopic 
diagnosis  was  malignant  hepatoma. 

Comment 

While  primary  carcinoma  of  the  liver  is 
an  uncommon  tumor  in  this  country  oc- 
curring in  0.47  per  cent  of  autopsied  cases, 
it  is  fairly  common  in  certain  other  areas 
of  the  world  such  as  China  and  the  African 
subcontinent.21  However,  since  the  original 
communication  of  Nadler  and  Wolfer,1 
there  have  been  only  32  other  cases  re- 
ported relating  this  tumor  to  hypoglycemia. 
The  paucity  of  reports  may  be  due  in  part 
to  inadequate  reporting  from  those  areas 
where  this  tumor  has  its  highest  incidence. 

The  documented  cases  are  contained  in 
20  distinct  reports  11  of  which  have  emana- 
ted from  the  United  States.  Of  the  remain- 
ing nine,  two  have  come  from  France, 
Germany,  and  Communist  China,  and  one 
each  from  Sweden,  Belgium,  and  Italy. 
Only  one  of  the  reports  from  China,  that 
of  Chung  and  Ch’en,18  records  the  number 
of  cases  observed  with  hypoglycemia  and 
hepatoma.  The  other  does  not. 

The  largest  number  of  cases  has  been 
observed  by  McFadzean  and  Yeung.9 
In  a study  of  27  Chinese  males  with  pri- 
mary carcinoma  of  the  liver,  they  found 
hypoglycemia  to  be  present  in  nine.  They 
concluded  from  their  studies  that  the  hypo- 


FIGURE  2.  High-power  magnification  of  tumor 
nests  from  liver  showing  abundant  acidophilic 
granular  cytoplasm  and  rounded  hyperchromic 
nuclei  (hematoxylin  and  eosin  stain  X390). 


FIGURE3.  Section  of  lungshowingtumor  invasion 
of  pulmonary  venule  (hematoxylin  and  eosin  stain 
X170). 


glycemia  present  in  these  cases  resulted 
from  avid  utilization  of  exogenous  glucose 
by  the  tumor.  Chung  and  Ch’en18  in  a 
retrospective  study  of  107  cases  of  primary 
hepatic  carcinoma  seen  at  the  Shanghai 
First  Medical  College  Hospital  found 
hypoglycemia  to  be  present  in  only  2 cases. 
In  a similar  type  of  study  of  207  cases  seen 
at  the  same  institution,  Chao,  et  al.19 
reported  that  hypoglycemia  was  present 
in  some  of  their  cases.  Unfortunately, 
these  authors  give  no  further  information 
relative  to  the  number  of  such  cases  seen, 
nor  do  they  give  any  other  information 
relative  to  the  hypoglycemia  noted.  At- 
tempts to  contact  these  authors  were 
without  result. 

The  following  mechanisms  have  been 
offered  in  the  literature  to  explain  the  oc- 
currence of  hypoglycemia  in  primary  he- 
patic carcinoma 2 2 : (1 ) absence  of  glucose-6- 

phosphatase  in  the  tumors,  (2)  increased 
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storage  and  utilization  of  glucose  by  the 
tumor,  (3)  secretion  of  an  insulin-like 
substance  by  the  tumor,  (4)  secretion  of  a 
substance  that  may  stimulate  beta  cell 
activity,  (5)  secretion  of  an  insulinase 
inhibitor  by  the  tumor,  (6)  blockage  of 
sympathetic  impulses  that  normally  stim- 
ulate mobilization  of  hepatic  glycogen, 
and  (7)  metastatic  invasion  of  the  liver  or 
adrenal  glands  leading  to  hepatogenic  or 
hypoadrenal  hypoglycemia. 

The  patient  reported  in  this  article  did 
have  metastatic  disease  to  the  adrenal 
glands;  however,  electrolyte  studies  and 
the  glucose  tolerance  test  were  not  typical  of 
hy  poadrenalism . 

In  1959,  Klein  and  Klein10  in  a review 
of  the  current  concepts  of  the  physiopatho- 
logic  mechanism  involved  in  the  production 
of  hypoglycemia  in  hepatoma  concluded 
that  excessive  utilization  of  glucose  by  the 
tumor  is  the  most  logical  explanation. 
They  suggested  that  the  absence  of  glu- 
cose-6-phosphatase  in  these  tumors  makes 
glycogen  in  the  tumors  unavailable  for 
conversion  to  blood  glucose  and  thus  may 
also  play  a role. 

In  1961  Schonfeld,  Babbott,  and  Gun- 
dersen13  reported  the  presence  of  consider- 
able “insulin-like”  activity,  apparently 
not  insulin,  in  a hepatoma  from  a patient 
exhibiting  polycythemia  and  hypoglycemia. 
The  hypoglycemia  was  ascribed  to  this 
substance. 

In  1962  Landau,  et  al.u  carried  out  ex- 
tensive in  vivo  and  in  vitro  studies  on  a 
patient  with  a hepatoma  exhibiting  hypo- 
glycemia. They  obtained  experimental 
evidence  for  the  utilization  of  glucose  by 
the  tumor,  for  the  lack  of  glucose  production 
by  the  tumor,  and  for  a decreased  output 
of  glucose  by  the  liver.  They  also  found 
that  glucose-6-phosphatase  activity  was 
absent  in  the  tumor  and  that  a homogenate 
of  the  tumor  did  not  inhibit  the  glucose-6- 
phosphatase  activity  of  normal  rat  liver. 
No  “insulin-like”  activity  could  be  demon- 
strated in  this  tumor.  These  authors 
conclude  that  the  hepatoma  is  capable  of 
utilizing  glucose  but  incapable  of  produc- 
ing it.  This  utilization  coupled  with  de- 
creased liver  function  and  perhaps  a de- 


creased destruction  of  insulin  probably 
accounts  for  the  hypoglycemia. 

Summary 

A case  of  spontaneous  hypoglycemia 
associated  with  a massive  hepatoma  has 
been  presented.  A review  of  the  literature 
is  presented  as  well  as  a review  of  the  pro- 
posed theories  of  the  mechanisms  involved. 
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T he  first  known  Armstrong  in  this 
family  was  a John  Armstrong,  physician, 
who  practiced  at  Kelso  in  Roxburghshire 
and  died  in  1703.  He  was  a staunch 
Presbyterian,  and  both  his  sons  entered  the 
ministry.  The  younger  son,  Robert  (1661- 
1732),  was  minister  at  Castleton  in  the 
Presbytery  of  Jedburgh;  his  parish  extended 
over  250  square  miles  of  Border  country 
but  contained  only  1,200  souls.  One  of 
Robert’s  sons,  William  (1710-1749),  suc- 
ceeded him  in  the  parish.  Two  other 
sons,  John  (1709-1779)  and  George  (1719- 
1789),  became  physicians  and  migrated 
to  London.  Both  the  medical  and  the 
literary  worlds  are  indebted  to  the  late 
William  J.  Maloney,  M.D.,1’2  for  his 
painstaking  biographical  study  of  the 
Armstrong  brothers.  This  ready  source 
of  accurate  information  renders  a detailed 
study  super  rogatory;  however,  some  ad- 
ditional insight  can  be  gained  from  a study 
of  John  Armstrong’s  writings. 

Biography 

The  simplest  biographical  sketch  will 
suffice.  Armstrong  received  his  M.D.  de- 
gree from  the  University  of  Edinburgh  in 
1732  and  promptly  set  out  for  London. 
Although  the  Treaty  of  Union  had  been 
signed  in  1707  and  Scots  were  not  alien  in 


England,  the  College  of  Physicians  thought 
otherwise  and  classified  holders  of  M.D. 
degrees  from  Scottish  universities  as  “for- 
eigners.” It  was  illegal  to  practice  in 
London  without  a license  from  the  College. 
However,  permission  to  stand  examination 
for  licensure  was  not  a right  but  a favor  or 
grace  which  was  only  given  to  such  “for- 
eigners” as  the  College  approved.  When 
John  Armstrong  applied,  the  London 
license  had  never  been  granted  to  a man 
with  an  Edinburgh  degree.  The  first 
medical  graduate  of  Edinburgh  to  receive 
the  College  license  was  John  Fothergill, 
M.D.,  an  Englishman  by  birth,  who  took 
his  degree  in  1736  and  was  licensed  in  1744. 
The  first  Scot  with  an  Edinburgh  degree  to 
be  licensed  was  William  Schaw,  who 
graduated  in  1735,  managed  to  have  his 
degree  “incorporated”  by  Cambridge  in 
1753,  and  was  licensed  in  1754.  Despite 
the  fact  that  Armstrong  had  dedicated  his 
thesis  De  Tabe  Purulenta  to  Sir  Hans 
Sloane,  then  president  of  the  College,  a 
man  known  for  his  urbanity  and  breadth 
of  culture,  the  College  did  not  admit  him 
to  examination. 

At  that  time  London’s  population  was 
about  630,000,  and  there  were  86  physicians 
licensed  by  the  College,  a ratio  of  one 
doctor  to  every  7,500  inhabitants.  From 
1732  to  1765  when  the  College  finally 
cracked  down  on  him,  Armstrong  practiced 
sub  rosa,  often  without  fee,  chiefly  among 
other  Scottish  emigrants  to  London  who 
would  not  peach  on  him.  He  pursued  a 
continuous  quest  for  licensure  and  official 
approval,  but  despite  considerable  volun- 
tary service  at  Duke’s  Hospital  this  was 
never  forthcoming.  In  1760  he  accepted 
an  appointment  as  an  army  physician  and 
spent  three  and  a half  years  with  the  army 
in  Germany.  On  his  return  he  attempted 
to  resume  practice,  but  the  College,  un- 
relenting, summoned  him  before  them  and 
issued  what  was  tantamount  to  a “cease 
and  desist”  order,  thereby  bringing  his 
medical  career  to  a close.  There  is  some 
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evidence  that  the  College  by  then  was 
not  so  much  concerned  with  the  niceties  of 
licensure  as  with  reprisal  for  attacks  made 
on  it  and  other  organizations  of  the  Es- 
tablishment in  the  Critical  Review , which 
flourished  from  1756  to  1761  under  the 
editorship  of  Tobias  Smollett,*  with  as- 
sistance by  John  Armstrong  and  others. 

Literary  vocation.  Unable  to  receive 
recognition  as  a physician,  Armstrong  made 
his  living  by  his  pen.  When  he  arrived 
in  London,  he  was  known  to  James  Thom- 
son (1700-1748),  author  of  The  Seasons. 
Thomson  was  also  the  son  of  a Scottish 
minister  in  Roxburghshire  and  had  been 
educated  in  Jedburgh.  He  had  come  to 
London  in  1725;  presumably  Armstrong 
had  corresponded  with  him  and  sent  him  a 
copy  of  his  poem,  “Ode  to  Winter,”  and 
possibly  others.  Thompson  helped  Arm- 
strong find  work  as  a Grub  Street  translator 
and  hack  writer.  His  earnings  must 
have  been  meager,  but  he  was  able  to 
support  his  younger  brother  George  f and 
pay  his  tuition  at  medical  school  in 
Edinburgh. 

Much  of  John  Armstrong’s  literary 
output  was  anonymous.  While  he  was 
still  seeking  licensure  from  the  College, 
he  was  reluctant  to  have  his  literary  career 
publicized.  A physician  who  engaged  in 
trade  could  not  be  admitted  to  the  College; 
a member  who  wrote  a book  was  required 
to  submit  it  for  censorship  before  publica- 
tion. The  first  publication  traceable  to 
Armstrong  is  An  Essay  for  Abridging  the 
Study  of  Physick  (1735),  a satire  on  quacks 
with  pointed  reference  to  Joshua  Ward, 
Esq.,  who  enjoyed  royal  favor.  His  next 
work  was  The  OEconomy  of  Love  (1736), 
a poem  of  some  615  lines  of  blank  verse 
dealing  with  sex  and  marriage.  Both  the 
essay  and  the  poem  sold  for  a shilling  each. 
The  OEconomy  of  Love  was  considered 
rather  “gamy”  by  some  readers,  and  in 

* Tobias  Smollett,  M.D.  (1721-1771),  was  apprenticed 
to  John  Gordon,  M.D.,  in  Glasgow,  came  to  London  in 
1739,  and  became  a navy  surgeon.  He  obtained  an  M.D. 
degree  in  1750  from  Aberdeen,  but  the  success  of  Roderick 
Random  (1748)  and  Peregrine  Pickle  (1751)  led  him  to 
abandon  medicine  for  literature.  His  friendship  with 
Armstrong  was  punctuated  with  occasional  quarrels;  both 
were  masters  of  sarcasm  and  invective. 

t George  Armstrong  came  to  London  in  1738.  He  published 
An  Essay  on  the  Diseases  Most  Fatal  to  Infants  in  1767  and 
founded  the  Dispensary  for  Sick  Children  which  flourished 
from  1769  to  1781.  These  achievements  have  earned  him 
the  title  of  father  of  British  pediatrics.  John  Armstrong, 
no  longer  able  to  practice  publicly,  did  yeoman  service  at  the 
Dispensary. 


later  editions  Armstrong  “cleaned  up” 
some  of  the  riper  passages;  it  did  Arm- 
strong’s reputation  no  good  in  “respect- 
able” medical  and  literary  circles. 

Armstrong’s  next  publication  was  A 
Synopsis  of  the  History  and  Cure  of  Venereal 
Diseases  (1738),  an  ironic  title  to  follow 
The  OEconomy  of  Love.  This  compre- 
hensive treatise  of  544  pages  sold  for  three 
shillings  and  sixpence;  it  furnished  a sound 
compilation  of  then-current  information 
and  opinion  by  both  English  and  con- 
tinental authorities.  He  continued  to  earn 
his  living  by  anonymous  writing.  Caul- 
field3 has  argued  cogently  that  John  Arm- 
strong was  the  compiler  of  A Full  View  of 
All  the  Diseases  Incident  to  Children  (1742), 
a book  described  as  the  first  pediatric 
anthology.  Armstrong’s  best-known  work 
was  The  Art  of  Preserving  Health  (1744), 
a long  poem  published  under  his  own  name 
and  sold  for  four  shillings.  Its  success 
as  an  example  of  medical  advice  to  the 
laity  was  attested  by  an  immediate  re- 
printing in  Dublin  and  translations  into 
French,  German,  and  Italian.  It  was 
written  in  blank  verse,  praised  by  many 
critics  (including  David  Hume,  who  called 
it  “the  finest  didactic  poem  in  the  English 
language”),  and  brought  considerable  rep- 
utation to  its  author. 

The  Jacobite  rebellion  of  1745  made  life 
difficult  for  Scotsmen  loyal  to  the  Crown 
and  living  in  London.  Scot-baiting  was  a 
favorite  occupation  in  all  walks  of  life 
and  was  not  confined  to  medical  circles  and 
literary  broadsides.  However,  the  fame 
earned  by  The  Art  of  Preserving  Health 
increased  Armstrong’s  unsanctioned  prac- 
tice, and  a period  of  relative  affluence 
ensued.  During  the  next  few  years  his 
literary  output  was  small.  A poem  titled 
Benevolence  was  written  in  1751;  although 
only  153  lines  long,  Millar  published  it  as  a 
separate  pamphlet.  It  was  followed  by 
Taste:  An  Epistle  to  a Young  Critic 

in  1753,  a poem  consisting  of  some  250 
lines  in  heroic  couplets  which  dealt  with 
the  importance  of  forming  independent 
aesthetic  judgments,  probably  his  best 
written  work.  Armstrong’s  next  literary 
venture  was  the  unsuccessful  tragedy  The 
Forced  Marriage  (1754)  which  Garrick 
rejected.  During  these  years  he  had  be- 
come friendly  with  John  Wilkes,  a prom- 
inent political  figure,  and  with  Tobias 
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Smollett.  Urged  on  by  Wilkes  who  had 
political  axes  to  grind,  Smollett  and  Arm- 
strong founded  the  Critical  Review  in 
1756,  a semiannual  publication  which 
served  as  opposition  to  Griffith’s  Monthly 
Review  and  which  acted  as  a Scottish 
challenge  to  English  supremacy  in  the 
arts  and  sciences.  Smollett  was  the  editor, 
while  Armstrong  did  most  of  the  sub- 
editing and  furnished  some  financial  sup- 
port. The  Critical  Review  foundered  when 
Smollett  was  convicted  of  libel,  fined,  and 
sentenced  late  in  1760.  However,  Arm- 
strong, having  seen  the  handwriting  on  the 
wall,  took  the  king’s  shilling,  leaving  for 
Germany  in  April,  1760,  as  Physician  to 
the  Forces. 

During  the  three  and  a half  years  he 
spent  in  Germany,  Armstrong  fell  out  with 
Wilkes  about  his  ruthless  and  mutilative 
editing  of  a poem  titled  “A  Day:  An 

Epistle  to  John  Wilkes,  Esq.”  which 
Armstrong  had  sent  from  Germany  and 
which  appeared  in  the  Gentleman’s  Mag- 
azine in  1761.  Wilkes  became  hostile  to 
Smollett  and  Armstrong  when  he  was 
denied  a diplomatic  appointment  by  the 
Earl  of  Bute,  George  Ill’s  minister. 
Smollett’s  new  magazine  The  Briton  was 
pro-Scottish  and  pro-Bute.  Wilkes  be- 
came actively  hostile  to  the  Scottish  cause, 
attacking  both  Smollett  and  Armstrong  in 
literary  circles.  There  is  suggestive 
evidence  that  Wilke’s  hand  was  behind  the 
summons  from  the  College  of  Physicians 
when  Armstrong  returned  to  England  in 
1764-1765. 

Now  in  the  middle  of  his  sixth  decade, 
Armstrong  lived  quietly  in  Russell  Street 
near  Covent  Garden  on  his  pension  of 
almost  £200  a year  and  the  income  from 
some  investments.  He  published  his  Mis- 
cellanies in  two  volumes  in  1770,  including 
in  them  the  unperformed  tragedy,  The 
Forced  Marriage.  In  1771  he  traveled  in 
France  and  Italy  with  Henry  Fuseli,  the 
artist,  visiting  Smollett  in  Leghorn  shortly 
before  the  latter’s  death.  He  published 
some  desultory  notes  on  this  journey  as 
A Short  Ramble  through  France  and  Italy. 
His  last  publication  was  Medical  Essays 
in  1773,  an  embittered  attack  on  the 
medical  profession,  not  up  to  his  usual 
literary  standard. 

At  his  death  in  1779  he  left  an  estate  of 
£3,000,  a surprising  sum,  which  gave  rise 


to  much  speculation  about  the  sources  of 
his  income. 

Medical  interest.  There  is  some 
justice  in  advancing  the  view  that  John 
Armstrong  was  not  dedicated  to  medicine 
in  the  sense  of  having  a “call.”  A phy- 
sician who  had  his  heart  set  on  healing  the 
sick  would  not  have  left  Edinburgh  for 
London  where  his  chance  of  securing  a 
license  was  negligible.  Another  point  in- 
dicating his  indifferent  attitude  to  the 
M.D.  degree  was  that  in  1738  when  his 
brother  George  was  completing  his  studies 
at  Edinburgh,  John  did  not  grant  him 
sufficient  money  for  the  somewhat  longer 
stay  at  the  University  necessary  to  take  the 
doctoral  examination  and  have  a thesis 
printed,  although  he  himself  had  done 
both.  As  a result,  George  Armstrong,  the 
future  founder  of  British  pediatrics,  left 
school  without  a degree.  John  may  have 
been  pressed  for  funds  at  the  time  or  else, 
having  experienced  the  frustration  of  his 
own  unrecognized  degree,  may  have  con- 
sidered it  an  empty  dignity. 

One  may  well  ask  why  Armstrong  did 
not  try  to  regularize  his  position  by 
securing  a degree  from  a university  not 
under  tacit  boycott  by  the  College  of 
Physicians.  Mark  Akenside,  originally 
from  Newcastle-on-Tyne,  studied  medicine 
at  Edinburgh  in  1739-1740,  practiced  at 
Newcastle  for  a couple  of  years,  then 
went  off  to  Leyden  for  a recognized  M.D. 
degree  in  1744,  and  was  licensed  by  the 
College  in  1751.  Parenthetically,  there 
is  no  evidence  that  Armstrong  and  Aken- 
side had  even  a nodding  acquaintance 
with  each  other,  despite  their  interests 
in  both  medicine  and  letters.  Akenside 
moved  in  polite  society,  had  influential 
friends  in  the  Establishment,  and  was 
successful;  having  risen  from  very  humble 
origins,  he  was  a bit  of  a social  climber. 
Probably  Akenside  would  not  have  chosen 
to  recognize  Armstrong,  nor  would  Arm- 
strong have  been  comfortable  with  him. 
However,  had  Armstrong  chosen,  he  could 
have  availed  himself  of  any  one  of  several 
means  of  making  his  qualifications  ac- 
ceptable to  the  College.  It  was  not  un- 
common in  that  period  to  become  “in- 
corporated” at  Oxford  or  Cambridge; 
once  armed  with  this  passport  of  recogni- 
tion, the  College  of  Physicians  would  admit 
one  to  examination  for  licensure.  Shall 
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we  attribute  his  failure  to  do  so  to  a sense 
of  inadequacy,  to  a stiff-necked  intran- 
sigence (“I  have  a degree  and  if  you  don’t 
like  it  . . . ”),  to  parochialism  (“if  it’s 
good  enough  for  Edinburgh,  it’s  good 
enough  for  you”),  to  willfully  perverse 
nonconformity,  or  to  a general  sense  of 
je  m'en  fiche- ism? 

In  the  long  run,  it  was  a self-destructive 
policy. 

John  Armstrong’s  primary  interest  in 
medicine  seems  to  have  been  that  it  was 
a “learned  profession”  which  furnished  a 
convenient  background  for  living  in  Lon- 
don, albeit  precariously.  At  any  rate  he 
preferred  a somewhat  shady  life  in  London 
to  the  practice  of  medicine  in  the  rough 
Spartan  hillside  of  rural  Scotland.  His 
attraction  to  medicine  was  more  for  its 
intellectual  problems  than  its  human  values. 
His  medical  writings  were  competent  but 
were  executed  as  literary  ventures  rather 
than  as  by-products  of  his  professional 
interests.  His  best  writings  were  non- 
medical, and  there  is  every  reason  to 
believe  that  he  preferred  them.  At  heart, 
he  was  a writer  who  happened  to  be  a 
doctor  rather  than  a doctor  who  wrote. 

In  a fine  summary  of  his  literary  achieve- 
ment and  character,  Knapp4  points  out 
his  indolence,  melancholy,  and  sensitive- 
ness along  with  his  fondness  for  splenetic 
satire  and  acrid  invective.  However,  his 
friends  enjoyed  his  vitality  and  wit  and 
admired  his  humanity  and  generosity. 

Writings 

If  we  examine  the  OEconomy  of  Love 
some  two  hundred  thirty  years  after  it 
was  written,  there  is  nothing  in  it  which 
would  offend  twentieth-century  taste.  In 
spirit  it  is  not  unlike  many  of  the  marriage 
manuals  now  current.  It  describes  the 
onset  of  puberty,  warns  against  mastur- 
bation, describes  the  dangers  of  recourse 
to  prostitutes,  instructs  the  bridegroom 
regarding  the  first  nuptial  encounter, 
counsels  discretion,  presents  an  encomium 
on  love,  treats  of  the  folly  of  devoting  one’s 
self  entirely  to  that  passion,  points  out  the 
dangers  of  excess,  praises  modesty,  and 
concludes  with  an  animadversion  on  un- 
natural pleasures.  The  concluding  sec- 
tion gives  a fair  example  of  the  general  tone 
and  style: 


For  Man  with  Man, 
And  Man  with  Woman  (monstrous  to  relate!) 
Leaving  the  natural  Road,  themselves  debase 
With  deeds  unseemly,  and  Dishonour  foul. 
Britons,  for  shame!  Be  Male  and  Female 
still. 

Banish  this  foreign  Vice;  it  grows  not  here, 

It  dies,  neglected;  and  in  Clime  so  chaste 
Cannot  but  by  forced  Cultivation  thrive. 

So  cultivated  sells  the  more  our  Shame, 

The  more  our  Guilt.  And  shall  not  greater 
Guilt 

Meet  greater  Punishment  and  heavier  Doom? 
Not  lighter  for  Delay.  Did  Justice  spare 
The  Men  of  Sodom  erst?  Like  us  they  sinned, 
Like  us  they  sought  the  Paths  of  monstrous 
Joy; 

Till,  urged  to  Wrath  at  last,  all-patient 
Heaven 

Descending  wrapt  them  in  sulphureous 
storm. 

Scarcely  a great  lyrical  or  hortatory 
effusion,  but  surely  such  lines  should  not 
serve  to  cast  a cloud  on  the  poet’s  char- 
acter or  motive.  As  in  so  many  other 
instances  the  poem  was  defamed  because 
of  its  subject  rather  than  the  way  in  which 
it  was  treated,  a surprising  judgment  in  a 
society  which  had  but  lately  read  the 
poetry  of  the  Restoration  period  with 
pleasure,  but  alas  with  little  profit. 

The  Art  of  Preserving  Health , some  2,000 
lines  long,  is  divided  into  four  books  dealing 
with  Air,  Diet,  Exercise,  and  the  Passions. 
Much  of  Armstrong’s  advice  is  sound  and 
sensible  even  today.  Witness  his  com- 
ments on  a diet  rich  in  fats  and  oils, 
immortalized  in  “The  Stuffed  Owl”: 

The  languid  stomach  curses  even  the  pure 
Delicious  fat,  and  all  the  race  of  oil; 

For  the  more  oily  aliments  relax 

Its  feeble  tone;  and  with  the  eager  lymph 

(Fond  to  incorporate  with  all  it  meets) 

Coyly  they  mix;  and  shun  with  slippery  wiles 
The  wooed  embrace.  Th’  irresoluble  oil. 

So  gentle  late  and  blandishing,  in  floods 
Of  rancid  bile  o’erflows:  What  tumults 

hence, 

What  horrors  rise,  were  nauseous  to  relate 
Choose  leaner  viands,  ye  of  jovial  make! 

At  a somewhat  higher  plane  of  poetic 
diction  are  Armstrong’s  observations  on 
the  effects  of  alcohol  and  the  penalties  of 
alcoholism: 

Struck  by  the  powerful  charm,  the  gloom 
dissolves 

In  empty  air;  Elysium  opens  round. 

A pleasing  frenzy  buoys  the  lightened  soul, 
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And  sanguine  hopes  dispel  your  fleeting  care; 
And  what  was  difficult,  and  what  was  dire, 
Yields  to  your  prowess  and  superior  stars.  . . . 
But  soon  your  heaven  is  gone;  a heavier  gloom 
Shuts  o’er  your  head  .... 

You  sleep,  and  waking  find  yourself  undone. 
For  prodigal  of  life  in  one  rash  night 
You  lavished  more  than  might  support  three 
days. 

A heavy  morning  comes;  your  cares  return 
With  tenfold  rage.  An  anxious  stomach  well 
May  be  endured;  so  may  the  throbbing  head: 
But  such  a dim  delirium,  such  a dream, 
Involves  you;  such  a dastardly  despair 
Unmans  your  soul,  as  madd’ning  Pentheus  felt 
When,  baited  round  Citheron’s  cruel  sides, 
He  saw  two  suns  and  double  Thebes  ascend. . . 
Perhaps  you  rue  even  that  divinest  gift, 

The  gay,  serene,  good-natur’d  Burgundy, 

Or  the  fresh  fragrant  vintage  of  the  Rhine: 
And  wish  that  heaven  from  mortals  had 
witheld 

The  grape  and  all  intoxicating  bowls. 

Besides,  it  wounds  you  sore  to  recollect 
What  follies  in  your  loose  unguarded  hour 
Escaped.  By  one  irrevocable  word, 

Perhaps  that  meant  no  harm,  you  lose  a 
friend. 

Or  in  the  rage  of  wine  your  hasty  hand 
Performs  a deed  to  haunt  you  to  your  grave. 
Add  that  your  means,  your  health,  your 
parts  decay; 

Your  friends  avoid  you;  brutishly  transformed 
They  hardly  know  you;  or  if  one  remains 
To  wish  you  well,  he  wishes  you  in  heaven. 
Despised,  unwept  you  fall  ...  . 

The  sequence  of  ideas  in  the  drinking 
man’s  decline  is  well  arranged,  and  Arm- 
strong seems  to  speak  from  personal  ex- 
perience. He  was  always  ready  to  have  a 
drink  or  two  with  his  literary  friends. 
Possibly  intermittent  inebriety  offered  a 
sense  of  escape  from  the  frustration  of  his 
precarious  position.  However,  for  his 
line  on  “gay,  serene,  good-natur’d  Bur- 
gundy” we  can  forgive  him  much.  When 
a man  praises  Burgundy,  the  next  question 
is  his  taste  in  clarets;  but  alas,  on  this 
point  Armstrong  is  reticent.  At  any  rate, 
he  has  a clear  grasp  of  the  psychology  of 
the  drinking  man,  and  his  verse  is  of  a 
much  higher  order  than  the  temperance 
doggerel  of  the  following  century.  Yet, 
as  we  read  the  lines  on  the  effects  of  drink, 
there  is  little  in  them  that  reflects  medical 
perception;  the  same  observations  could 
have  been  made  by  an  intelligent  layman 
and  undoubtedly  had  been  many  times 
before.  Armstrong’s  exposure  to  medical 
experience  may  have  given  his  quick  eye  a 
chance  to  observe  general  matters  of 


health  and  human  nature,  but  at  no  time 
was  he  ever  willing  to  go  beyond  the 
particular. 

This  rather  superficial  attitude  can  be 
detected  in  his  Medical  Essays,  published 
in  1773,  a collection  of  items  previously 
printed  under  the  pseudonym  of  Lancelot 
Temple.  They  contain  an  element  of 
anti-intellectualism  and  even  of  hostility 
to  academic  pursuits  within  the  learned 
profession.  In  his  essay  “Of  Theory” 
we  find: 

Why  should  you  tease  and  puzzle  yourself 
to  account  for  every  thing  in  nature,  like 
Aristotle  or  Descartes?  You  never  can 
any  more  than  they,  or  even  De  Buffon 
himself.  You  lose  that  time,  those  years, 
which  should  be  devoted  to  severe  ob- 
servation ...  . 

This  carries  empiricism  to  a high  de- 
gree, but  a few  paragraphs  later  Armstrong 
pushes  it  to  an  extreme: 

To  account  for  the  operation  of  medicines 
has  long  been  another  object  of  impertinent 
and  absurd  curiosity.  Pray,  how  far  would 
you  go  this  way,  if  you  could?  Is  it  not 
sufficient  to  know  that  rhubarb  and  jalap 
will  purge,  and  ipecacuana  vomit?  You 
never  will  in  this  world  discover  by  what 
means;  any  more  than  how  sleep  is  produced 
by  opium.  It  is  surely  enough  for  the 
physician  to  know  that  natural  and  usual 
effects  of  the  materials  he  employs:  and  the 

art  of  physick  might  by  this  time  be  more 
advanced  than  it  is,  if  its  professors  had 
constantly  attached  themselves  to  observa- 
tion and  cautious  experiment,  instead  of 
losing  time  in  the  vain  pursuit  of  such  knowl- 
edge, such  mysteries  as  lie  beyond  the  reach 
of  human  powers,  and  into  which  all  our 
attempts  to  penetrate  are  absurd. 

Had  Armstrong’s  advice  been  heeded, 
the  discipline  of  experimental  pharma- 
cology might  never  have  been  born  and 
other  mysteries  never  been  examined  and 
exposed.  A succession  of  observations 
may  suffice  as  a basis  for  writing  short 
poems,  occasional  essays,  and  so  on; 
but  profundity  in  literature  as  well  as 
advances  in  medicine  depend  on  adding 
something  more  to  simple  observations. 

Yet  Armstrong  could  turn  a phrase  so 
that  it  had  both  merit  and  point.  He 
concludes  his  remarks  on  bleeding  as  a 
treatment  for  low-grade  fevers  by  say- 
ing“.  . . many  more  Englishmen  die  by  the 
lancet  at  home,  than  by  the  sword  abroad.” 
Armstrong’s  most  carefully  considered 
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poem  was  Taste:  An  Epistle  to  a Young 

Critic.  Taste  was  an  idea  central  to  the 
neoclassic  view  of  society,  the  world,  and 
its  contents.  Having  abandoned  the  au- 
thority of  Aristotle,  neoclassic  writers 
were  forced,  as  good  empiricists,  to  con- 
sider the  authority  of  experience,  which 
they  defined  as  “taste.”  The  systematic 
approach  to  nature  furnished  rules;  sys- 
tematic examination  of  experience  furnished 
taste,  the  essential  faculty  of  judgment. 
The  notion  of  taste  was  closely  related  to 
sensibility;  refinement  of  sensibility  and 
discrimination  were  implicit  in  the  idea  of 
taste.  In  his  essay  “On  the  Standard  of 
Taste”  (1757),  David  Hume  wrote: 

Though  the  general  rules  of  art  are  founded 
only  on  experience  and  on  the  obser- 
vation of  the  common  sentiments  of  human 
nature,  we  must  not  imagine  that,  on 
every  occasion,  the  feelings  of  men  will  be 
conformable  to  those  rules ...  . One  ob- 
vious cause  why  many  feel  not  the  proper 
sentiment  of  beauty  is  the  want  of  delicacy  of 
imagination  which  is  requisite  to  convey  a 
sensibility  of  those  finer  emotions.  This 
delicacy  everyone  pretends  to;  everyone  talks 
of  it,  and  would  reduce  every  kind  of  taste 
or  sentiment  to  its  standard  ...  . By  com- 

parison alone  we  fix  the  epithets  of  praise  or 
blame  and  learn  how  to  assign  the  due  degree 
of  each  ....  When  the  critic  has  no  delicacy, 
he  judges  without  any  distinction,  and  is 
only  affected  by  the  grosser  and  more  palpable 
qualities  of  the  object;  the  finer  touches 
pass  unnoticed  and  disregarded. 

Among  other  distinctions,  Hume  distin- 
guished between  sentiment  and  judgment. 
In  general,  unless  a critical  judgment  were 
being  made,  as  in  Armstrong’s  poem  on 
Taste , it  was  not  generally  necessary  to 
turn  sensibility  into  an  absolute  standard. 
Sensibility  was  a refining  influence  on  the 
passions.  It  was  within  this  framework  of 
aesthetics  that  Armstrong  discussed  taste 
in  an  earlier  poem,  “Of  Benevolence: 
An  Epistle  to  Eumenes”  (1751): 

‘Tis  chiefly  taste,  or  blunt,  or  gross,  or  fine, 
Makes  life  insipid,  bestial,  or  divine. 

Better  be  born  with  taste  to  little  rent 
Than  the  dull  monarch  of  a continent. 
Without  this  bounty  which  the  gods  bestow, 
Can  fortune  make  one  favourite  happy?- — No! 
As  well  might  Fortune  in  her  frolic  vein 
Proclaim  an  oyster  sovereign  of  the  main. 
Without  fine  nerves,  and  bosom  justly 
warmed, 

An  eye,  an  ear,  a fancy  to  be  charmed, 

In  vain  majestic  Wren  expands  the  dome; 
Blank  as  pale  stucco  Rubens  lines  the  room; 


Lost  are  the  raptures  of  bold  Handel’s  strain; 

Great  Tully  storms,  sweet  Virgil  sings  in  vain. 

Two  years  later  in  Taste,  Armstrong  ex- 
panded this  theme  and  elaborated  on  it, 
admixing  sound  advice  with  the  witty 
epigrams  of  the  school  of  sensibility: 

Good  native  Taste,  though  rude,  is  seldom 
wrong, 

Be  it  in  music,  painting  or  in  song. 

But  this  as  well  as  other  faculties 

Improves  with  age  and  ripens  with  degrees. 

The  use  of  the  word  “with”  in  the 
last  line  points  up  a nice  ambiguity.  Had 
Armstrong  written  “ripens  by  degrees,” 
he  would  merely  have  implied  a quantita- 
tive improvement.  As  the  text  stands, 
there  is  a hint  that  improvement  may  de- 
pend on  training  the  faculty  of  taste, 
possibly  to  the  point  of  academic  degrees. 
This  nuance  prepares  the  way  for  a passage 
a few  lines  farther: 

Yet  there  are  thousands  of  scholastic  merit 

Who  worm  their  sense  out,  but  ne’er  taste 
their  spirit. 

Witness  each  pedant  under  Bentley  bred: 

Each  commentator  that  o’er  commented. 

(You  scarce  can  seize  a spot  of  classic  ground, 

With  leagues  of  Dutch  morass  so  floated 
round.) 

Not  having  had  his  own  degree  rec- 
ognized, and  considering  himself  a “crea- 
tive” writer,  Armstrong  was  ever  ready 
to  pounce  on  scholars  and  call  them 
pedants,  an  attitude  consistent  with  his 
anti-intellectualism  toward  medicine.  In 
more  recent  years,  E.  E.  Cummings  has 
expressed  a similar  view:  “Since  feeling 

is  first /who  pays  any  attention /to  the 
syntax  of  things/ will  never  wholly  kiss 
you  ...  .”  This  is  the  old  charge  by  the 
man  of  passion  against  the  man  of  reason. 
As  a poet  Armstrong  was  in  better  company 
than  as  a physician.  He  enjoyed  the  full 
texture  of  experience  in  life  as  well  as  in 
letters;  hence  his  advice  to  the  hypothetical 
young  critic: 

Read  boldly,  and  unprejudic’d  peruse 

Each  favourite  modern  ev’n  each  ancient 
muse 

With  all  the  comic  salt  and  tragic  rage  . . . 

Characteristically,  when  Armstrong 
urged  the  young  critic  to  form  independ- 
ent judgments,  he  added  another  jibe 
at  academicians: 
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Judge  for  yourself;  not  wait  with  tumid 
phlegm 

Till  some  illustrious  pedant  hum  or  hem. 

He  drew  on  his  familiarity  with  the 
classics  to  reinforce  his  strictures: 

Find  you  in  Horace  no  insipid  odes?' — 

He  dared  to  tell  us,  Homer  sometimes  nods: 
And,  but  for  such  a critic’s  hardy  skill, 
Homer  might  slumber  unsuspected  still. 

Armstrong  felt,  like  others  before  and 
since,  that  academic  critics  overlooked 
the  human  and  literary  values  of  the 
classics: 

I am  not  clear, 

For  all  the  smooth  round  type  of  Elzevir, 
That  every  work  which  lasts  in  prose  or  song, 
Two  thousand  years  deserves  to  last  so  long. 
For  not  to  mention  some  eternal  shades 
Known  only  now  in  academic  glades 
(Those  sacred  groves  where  raptured  spirits 
stray, 

And  in  word-hunting  waste  the  live-long  day) 
Ancients  whom  none  but  curious  critics  scan, 
Do  read  Messala’s  praises  if  you  can. 

Ah!  but  who  feels  the  sweet  contagious  smart 
While  soft  Tibullus  pours  his  tender  heart? 
With  him  the  Loves  and  Muses  melt  in  tears; 
But  not  a word  in  some  hexameters. 

Despite  the  occasional  well-turned  pas- 
sage, the  poem  ends  weakly,  as  Armstrong 
lacked  the  intellectual  vigor  of  a Pope  or  a 
Swift  to  develop  his  ideas  fully  and  to  a 
convincing  conclusion.  Taste  ends  with  an 
irrelevant  sequence,  relating  taste  in  litera- 
ture to  taste  for  food,  an  unfortunately 
trivial  ending  to  what  began  bravely  and 
well  said ! 

Yet  neither  Armstrong  nor  Hume  nor 
any  of  their  contemporaries  would  have 
pretended  that  their  view  of  taste  or  sense 
was  highly  original.  Two  decades  earlier, 
Alexander  Pope  had  summarized  the  then- 
prevailing  sentiment  in  his  ‘‘Epistle  IV: 


Of  Taste,  an  Epistle  to  the  Rt.  Hon 
Richard,  Earl  of  Burlington”  (1731): 

Oft  have  you  hinted  to  your  brother  Peer 

A certain  truth,  which  many  buy  too  dear: 

Something  there  is  more  needful  than 
Expence, 

And  something  previous  ev’n  to  Taste — 

’tis  Sense: 

Good  Sense,  which  only  is  the  gift  of  Heav’n, 

And  tho’  no  science,  fairly  worth  the  seven. 

On  such  couplets  the  era  of  sense  and 
sensibility  was  launched,  and  Armstrong 
was  one  of  a number  of  literary  talents  who 
swam  with  the  tide. 

A complete  bibliography  of  Armstrong’s 
works  and  their  various  editions  was 
published  by  Williams  in  1924.5  Another 
item  of  memorabilia  is  his  portrait  painted 
by  Sir  Joshua  Reynolds  at  the  commission 
of  Thomas  Coutts,  the  banker.  Engrav- 
ings from  this  portrait  are  the  ones  cus- 
tomarily reproduced.  The  verdict  pro- 
nounced by  Knapp,4  that  “there  is  no 
likelihood  that  Armstrong’s  writings  will 
be  much  read  or  discussed  in  the  future 
except  by  literary  antiquarians  and  special 
students  of  the  eighteenth  century”  seems 
justified.  For  all  his  flashes  of  wit, 
Armstrong’s  writings  lack  substance.  The 
footnotes  of  literary  and  medical  history 
are  filled  with  such  unfulfilled  promises. 
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My  presentation  will  deal  principally 
with  new  laws  and  legislative  proposals  in 
the  field  of  psychiatry  and  mental  health 
that  have  developed  in  the  last  decade. 

History 

As  a backdrop  for  the  stage  on  which 
these  events  unfold,  I will  briefly  sketch 
some  historic  high  lights  in  the  laws  relating 
to  the  mentally  disordered,  in  the  State  of 
New  York  which  have  significantly  in- 
fluenced psychiatry  and  law  and  contrib- 
uted to  the  present  state  of  the  law  relative 
to  the  mentally  disordered.  There  is  no 
evidence  of  medical  care  of  the  mentally 
disordered  in  hospitals  or  other  institutions 
in  the  New  York  Colony  prior  to  the 
incorporation  by  Royal  Charter  on  June 
13,  1771,  of  the  New  York  Hospital.  The 
Colonial  Legislature  and  after  the  Revolu- 
tion the  New  York  State  Legislature  con- 
tributed substantially  to  the  support  and 
expansion  of  the  New  York  Hospital  during 
the  ensuing  ninety  years.  I believe  the 
figure  has  been  placed  at  $1  million  which 
in  that  day  was  real  money.  It  is  doubtful 

* Presented  by  the  New  York  University  Center  of  Con- 
tinuing Education  with  the  co-sponsorship  of  the  Psychiatric 
Society  of  Westchester  County  in  cooperation  with  the  New 
York  University  School  of  Law,  special  program  on  “Law  for 
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from  historical  evidence  that  the  New  York 
Hospital  actually  was  able  to  receive  and 
care  for  the  mentally  ill  until  after  the  turn 
of  the  century.  In  1806  the  New  York 
State  Legislature  expressed  a legislative 
policy  to  provide  for  the  support  of  in- 
sane persons  in  quarters  suited  to  their 
condition  and  provided  an  annual  ap- 
propriation of  $12,500  to  the  New  York 
Hospital  for  the  next  fifty-one  years  or 
until  1857.  Thus,  in  the  year  1806,  there 
was  the  first  legislative  evidence  in  New 
York  State  of  consideration  of  insanity  or 
mental  illness  as  a disease  or  condition 
calling  for  medical  care. 

Chapter  135  of  the  Laws  of  1842,  estab- 
lished the  first  State  hospital  for  the  care 
and  custody  of  the  insane  at  Utica,  New 
York.  This  pioneering  law  was  quite  re- 
markable in  its  expression  of  basic  concepts 
relative  to  constitutional  guarantees  of  due 
process  and  individual  liberties,  affecting 
admission  procedures  for  the  mentally  ill, 
both  civilly  and  criminally,  for  the  protec- 
tion of  the  person  and  property  of  the 
incompetent.  It  served  as  a model  for  the 
establishment  in  1864  of  Willard  State 
Hospital,  in  1867  of  Hudson  River  State 
Hospital,  and  in  1870  the  Buffalo  Asylum 
for  the  Insane  and  the  Middletown  Homeo- 
pathic Asylum. 

These  early  State  hospitals  were  autono- 
mous and  operated  without  central  super- 
vision. 

In  1889  the  Legislature  established  the 
State  Commission  in  Lunacy,  with  head- 
quarters in  Albany,  with  certain  centralized 
powers  of  regulation  and  control  over  the 
State  hospitals.  In  1890  an  important 
milestone  was  enacted:  the  State  Care  Act. 
Before  this  act,  the  State  hospitals  pro- 
vided what  was  deemed  to  be  a suitable 
place  for  the  care  and  custody  of  the 
mentally  ill,  replacing  the  existing  county 
asylums.  Much  criticism  had  been  leveled 
against  the  asylums  because  of  the  de- 
plorable conditions  under  which  the  insane 
were  confined.  Beginning  with  the  Utica 
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Act  and  then  other  acts  establishing  State 
hospitals,  the  localities  were  required  to 
pay  to  the  State  hospitals  a weekly  rate  for 
the  care  of  their  insane  in  the  State  hos- 
pitals. The  rate  at  the  outset  was  quite 
modest,  such  as  $3.50  a week,  but  even  this 
amount  was  deemed  a great  burden  by  the 
localities.  With  the  passage  of  the  State 
Care  Act,  the  State  discontinued  the  charge 
back  to  the  counties  for  the  care  of  their  in- 
sane. Thereafter,  once  a patient  was  re- 
ceived in  the  State  hospital  he  was  main- 
tained at  State  expense.  This  then  was 
the  great  break  with  the  age-old  concept 
that  localities  were  totally  responsible  for 
their  residents. 

In  1896  the  first  codified  Insanity  Law 
was  enacted.  It  drew  heavily  from  the 
Utica  Act  previously  mentioned.  Even  in 
our  Mental  Hygiene  Law  today  many  of  the 
legal  concepts  of  that  original  law  are  to 
be  found. 

In  1912  the  legislature  created  the  State 
Hospital  Commission  to  replace  the  State 
Commission  in  Lunacy  that  had  been 
created  in  1889.  In  1919  a Mental  De- 
ficiency Law  was  enacted  dealing  with  the 
care  and  treatment  of  the  mentally  retarded. 
There  had  been  legislation  on  the  subject  of 
so-called  idiots  or  feeble-minded  persons 
as  early  as  1851,  but  a State  Commission 
for  the  Feeble  Minded  that  had  been 
established  the  previous  year  became  the 
State  Commission  for  Mental  Defectives. 
The  State’s  interest  in  epileptic  patients 
was  evidenced  by  legislation  in  1894, 
establishing  Craig  Colony  for  the  care  of 
epileptic  patients. 

In  1927  the  present  Mental  Hygiene  Law 
was  enacted  replacing  all  the  prior  laws 
relating  to  mentally  ill,  mentally  defective, 
and  epileptic  patients  and  bringing  all  of 
these  matters  into  one  State  department, 
the  Mental  Hygiene  Department. 

The  next  most  significant  changes  in  law 
relating  to  the  hospitalization  of  the 
mentally  ill  since  the  original  Utica  Act  of 
1842  occurred  in  the  middle  forties  as  a 
result  of  recommendations  of  a Moreland 
Act  Commission  study.  This  change  had 
to  do  with  the  nature  of  the  adjudication  of 
a person  as  insane  or  mentally  ill  and  com- 
mitment or  certification  to  a mental 
institution.  These  provisions  of  law  had 
remained  virtually  unchanged  for  a 
hundred  years  since  the  enactment  of  the 


Utica  Act  in  1842.  Under  this  legislation, 
the  traditional  judicial  adjudication  of 
insanity  and  commitment  was  changed  to  a 
certification  of  the  alleged  mentally  ill 
person  to  a mental  institution.  He  could 
be  sent  for  observation  and  treatment  for  a 
limited  period  of  sixty  days  after  which,  if 
the  patient  was  to  be  retained,  the  director 
of  the  institution  was  required  to  file  his 
certificate  stating  the  need  for  further  hos- 
pitalization of  the  patient.  This  was 
deemed  a great  step  forward  in  eliminating 
the  purely  custodial  aspect  of  mental 
hospital  confinement  and  assuring  an  af- 
firmative evaluation  of  the  mental  condition 
of  the  patient  at  a specific  point  of  time 
subsequent  to  his  admission.  The  fear  of 
the  “forgotten  man”  in  the  mental  hospital 
was  prevalent  even  over  twenty  years  ago. 

Modern  era  of  patient  care 

Now  with  this  very  brief  resume  of  the 
development  of  laws  relating  to  the  mentally 
ill  in  New  York  State,  I will  move  to  the 
modern  era.  In  1954  New  York  enacted 
the  first  Community  Mental  Health  Serv- 
ices Act  in  this  country.  This  pioneering 
act  was  the  end  result  of  the  studies, 
findings,  and  experience  of  the  New  York 
State  Mental  Health  Commission  which 
had  been  established  by  the  Laws  of  1949 
and  charged  with  the  duty  to  initiate,  for- 
mulate, and  coordinate  a master  plan  for 
the  promotion  of  mental  health  programs. 
Sixty-four  years  after  the  enactment  of  the 
State  Care  Act  of  1890,  mentioned  earlier, 
the  State  had  reassessed  the  problem  of  the 
care  of  the  mentally  ill  and  determined 
that  early  treatment  of  mental  disorders  is 
best  done  in  the  community  before  the 
need  for  possible  institutionalization.  By 
the  Community  Mental  Health  Services 
Act,  the  State  extended  its  reponsibility 
beyond  institutional  care  for  the  mentally 
disordered  to  the  support  of  community 
based  programs  for  their  control  including 
inpatient  and  outpatient  treatment  and 
rehabilitation.  This  act  provided  for 
State  aid  to  the  localities  for  approved 
mental  health  expenditures.  Initially  the 
aid  was  set  at  50  per  cent  of  such  expendi- 
tures and  limited  to  $1.00  per  capita  of  the 
population  of  the  local  government  unit. 
This  per  capita  ceiling  was  first  raised  to 
$1.20  in  1960  and  again  to  $1.40  in  1962. 
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The  per  capita  limitation  was  completely 
removed  in  1963.  The  only  limitations  in 
this  respect  that  remain  are  intended  to 
encourage  participating  local  governments 
to  expand  and  improve  their  programs. 

The  Community  Mental  Health  Services 
Act  is  essentially  a home  rule  law.  It 
authorizes  any  of  the  counties  in  the  State 
or  any  of  the  cities  of  over  50,000  popula- 
tion to  establish  by  local  law  community 
mental  health  boards.  The  formula  for  the 
constitution  of  these  boards  is  designed  to 
make  it  representative  of  a cross  section  of 
the  professional  and  civic  expertise  of  the 
community.  The  boards  are  empowered  to 
review  and  evaluate  community  mental 
health  services  and  facilities,  to  submit  to 
the  governing  body  of  the  community  a 
program  of  community  mental  health 
services,  to  execute  such  programs  as  may 
be  authorized  by  appropriations,  to  con- 
tract for  the  rendition  of  services,  provide 
the  services  itself  or  to  arrange  for  serv- 
ices to  be  provided  by  other  agencies  of 
government,  and  to  participate  in  regional 
mental  health  advisory  committees  on 
appointment  by  the  Commissioner  of  Men- 
tal Hygiene. 

The  services  contemplated  by  this  act 
and  for  which  State  reimbursement  can 
be  claimed  are:  (1)  outpatient  psychiatric 
clinics;  (2)  inpatient  psychiatric  services 
in  general  hospitals;  (3)  psychiatric  re- 
habilitation services  for  persons  suffering 
from  psychiatric  disorders;  (4)  consultant 
and  educational  services  to  schools,  courts, 
health  and  welfare  agencies,  or  to  groups 
authorized  by  the  Commissioner  of  Mental 
Hygiene;  and  (5)  expenses  of  administra- 
tion including  salaries  of  qualified  and 
necessary  personnel,  travel  expense,  and 
necessary  offices  and  equipment. 

From  the  humble  beginnings  in  com- 
munity mental  health  in  1954,  the  State 
of  New  York  has  traveled  far  in  the  course 
of  ten  years.  There  are  now  43  community 
mental  health  boards  and  the  New  York 
City  community  mental  health  board  which 
provide  services  to  communities  having  96 
per  cent  of  the  State’s  population.  Less 
than  4 per  cent  of  the  State’s  pop- 
ulation is  found  in  those  counties  which 
do  not  have  community  mental  health 
boards.  Studies  are  being  made  with  a 
view  toward  special  legislation  within  the 
framework  of  State-aided  programs  which 


will  make  it  possible  for  the  remaining 
sparsely  populated  counties  of  the  State 
to  provide  their  residents  with  community 
mental  health  services.  Since  1955,  the 
first  year  in  which  localities  were  eligible 
for  State  reimbursement  for  community 
mental  health  expenditures,  there  have 
been  expended  approximately  $225  million 
by  localities  for  approved  community 
mental  health  programs,  $100  million  of 
which  have  been  reimbursed  to  the  localities 
by  the  State  of  New  York  under  the  50 
per  cent  matching  plan.  State  reimburse- 
ment is  not  exactly  half,  because  some 
localities,  particularly  New  York  City, 
have  consistently  expended  more  than  the 
statutory  ceiling  for  State  reimbursement. 

Criminal  responsibility 

Many  of  you  have  heard  of  the  Mc- 
Naghten  Rule  of  criminal  responsibility 
which  originated  in  England  in  1843,  and 
which  was  thereafter  adopted  in  most 
Anglo-Saxon  jurisdictions.  For  nearly  a 
century  this  rule  has  been  on  the  statute 
books  of  New  York  State,  and  it  is  now 
Penal  Law  Section  1120: 

An  act  done  by  a person  who  is  an  idiot, 
imbecile  or  insane  is  not  a crime.  . . 

A person  is  not  excused  from  criminal  lia- 
bility as  an  idiot,  imbecile,  lunatic,  or  insane 
person  except  upon  proof  that  at  the  time  of 
committing  the  alleged  criminal  act,  he  was 
laboring  under  such  a defect  of  reason  as:  (1) 
not  to  know  the  nature  and  quality  of  the  act 
he  was  doing;  or  (2)  not  to  know  that  the  act 
was  wrong. 

Section  34  of  the  Penal  Law  further 
provides: 

a morbid  propensity  to  commit  prohibited 
acts,  existing  in  the  mind  of  a person  who  is 
not  shown  to  be  incapable  of  knowing  the 
wrongfulness  of  such  acts,  — forms  no  defense 
to  a prosecution  therefor. 

Almost  from  the  establishment  of  the  so- 
called  McNaghten  Rule,  it  has  been  sub- 
ject to  criticism.  Debate  has  raged  con- 
tinually in  all  jurisdictions  both  in  and 
out  of  court.  Studies  of  ways  and  means 
to  modify  the  rule  have  been  made  under 
governmental  auspices  and  by  professional 
organizations.  In  this  country  it  has  been 
under  consideration  by  the  American  Law 
Institute  for  many  years.  In  October  of 
1957,  Governor  Harriman  called  a Con- 
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ference  on  the  Defense  of  Insanity  which 
established  a Study  Committee  consisting 
of  psychiatrists  in  public  life,  clergy, 
district  attorneys,  law  professors,  and  a 
member  of  the  Court  of  Appeals.  That 
committee  issued  its  report  and  recom- 
mendations in  1958.  The  report  noted 
that  in  some  17  states  and  in  Federal  Law 
and  the  Military  Law,  the  McNaghten 
Rule  has  long  been  supplemented  by  other 
criteria  making  some  allowance  for  the 
case  where  the  actor  knows  the  nature  and 
the  wrongfulness  of  his  behavior  but  is 
otherwise  bereft  by  reason  of  disease  or 
incapacity  for  self-control.  It  noted  the 
words  of  Judge  Cardozo,  then  of  the  New 
York  Court  of  Appeals,  speaking  ex- ju- 
dicially that 

Everyone  concedes  that  the  present  defense 
of  insanity  has  little  relation  to  the  truths  of 
mental  health  ...  . If  insanity  is  not  to  be  a 

defense,  let  us  say  so  frankly  and  even  brutally 
but  let  us  not  mock  ourselves  with  a definition 
that  palters  with  realities.  Such  a method  is 
neither  good  morals  nor  good  science  nor  good 
law. 

The  Study  Committee  noted  three  main 
defects  in  the  so-called  McNaghten  Rule 
in  the  rigid  form  which  the  statute  fastens 
on  the  State  and  agreed  that  amendments 
should  be  drawn  to  overcome  them. 

The  first  difficulty  is  the  meaning  of  the 
word  “know,”  as  applied  to  persons 
suffering  from  serious  mental  disease.  It 
was  recommended  that  the  “knowledge” 
that  should  be  deemed  material  in  testing 
the  responsibility  be  more  than  merely 
surface  intellection.  It  should  be  the 
appreciation  sane  men  have  of  what  it  is 
that  they  are  doing  and  of  its  legal  and  its 
moral  quality. 

The  second  point  the  committee  made 
related  to  the  actor’s  cognitive  capacity. 
Mental  disease  even  in  its  extreme  forms 
may  not  destroy  the  minimal  awareness 
called  for  by  the  Rule  and  yet  may  destroy 
the  power  to  employ  such  knowledge  in 
determining  behavior.  The  capacity  to 
know  the  nature  and  wrongfulness  of 
conduct  may  remain  unimpaired  and  yet 
the  mental  disease  may  destroy  ability  to 
cope  with  the  external  world  and  with  the 
individual’s  capacity  for  self-control. 

The  third  and  final  point  offered  by  the 
Study  Committee  turned  on  the  degree  of 
impairment  or  capacity  to  know.  The 


present  law  literally  calls  for  impairment 
that  is  total.  It  was  recommended  that 
there  be  degrees  of  distinction  as  is  applied 
in  other  situations.  The  committee  rec- 
ommended an  amendment  that  would 
avoid  a finding  of  criminal  responsibility 
for  those  psychotic  patients  who  have 
some  remnant  of  capacity,  however  grossly 
it  is  impaired  by  the  disease.  The  form  in 
which  the  committee  made  their  rec- 
ommendation for  change  in  this  rule  is 
patterned  almost  exactly  after  the  for- 
mulation in  the  modern  Penal  Code  by  the 
American  Law  Institute  and  would  read  as 
follows: 

1.  A person  may  not  be  convicted  of  a 
crime  for  conduct  for  which  he  is  not  respon- 
sible. 

2.  A person  is  not  responsible  for  criminal 

conduct  if  at  the  time  of  conduct  as  a result  of 
mental  disease  or  defect  he  lacks  substantial 
capacity:  (a)  to  know  or  to  appreciate  the 

wrongfulness  of  his  conduct  or  ( b ) to  conform 
his  conduct  to  the  requirements  of  law. 

The  Study  Committee  went  on  to  review 
the  scope  of  psychiatric  expert  testimony 
when  criminal  responsibility  was  an  issue 
and  noted  the  need  for  broadening  of  the 
base  for  the  admissibility  of  such  testimony. 
The  committee  stated  this  as  follows: 

We  think  it  plain  that  if  the  legal  process  calls 
for  psychiatric  expert  testimony,  as  it  ob- 
viously must,  the  expert  must  be  given  reason- 
able leeway  in  presenting  his  conclusions  in 
his  own  scientific  terms.  Obvious  as  this  is, 
we  do  not  hesitate  to  say  that  there  is  ample 
evidence  that  it  is  far  from  universal  practice 
to  conduct  proceedings  in  this  way. 

Recommendations  were  made  for  amend- 
ments to  the  Code  of  Criminal  Procedure 
as  follows: 

When  a psychiatrist  who  has  examined  the 
defendant  testifies  concerning  his  mental 
condition  at  the  time  of  the  conduct  charged 
to  constitute  a crime,  he  shall  be  permitted  to 
make  a statement  as  to  the  nature  of  his 
examination,  his  diagnosis  of  the  mental 
condition  of  the  defendant,  and  his  opinion  as 
to  the  extent,  if  any,  to  which  the  capacity  of 
the  defendant  to  know  or  to  appreciate  the 
wrongfulness  of  his  conduct  or  to  conform  his 
conduct  to  the  requirements  of  law  or  to  have 
a particular  state  of  mind,  which  is  an  ele- 
ment of  the  crime  charged,  was  impaired  as  a 
result  of  mental  disease  or  defect  at  that  time. 
He  shall  be  permitted  to  make  any  explana- 
tion reasonably  serving  to  clarify  his  diagnosis 
and  opinion  and  may  be  cross-examined  as  to 
any  matter  bearing  on  his  competency  or 
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credibility  or  the  validity  of  his  diagnosis  or 

opinion. 

The  Department  of  Mental  Hygiene 
adopted  the  recommendations  of  the  Study 
Committee  as  program  legislation  and 
introduced  it  at  several  subsequent  sessions 
of  the  Legislature.  It  was  vigorously 
opposed  by  district  attorneys  but  was 
warmly  commended  by  all  the  deans  of  law 
schools  in  New  York  State,  independent 
lawyers,  judges,  psychiatrists,  bar  as- 
sociations, and  medical  associations.  Ag- 
itation for  the  enactment  of  this  legislation 
resulted  in  the  Legislature’s  interest  in  a 
thorough  look  at  the  entire  Penal  Law  and 
the  Code  of  Criminal  Procedure.  The 
Laws  of  1961  established  a Temporary 
Commission  on  the  Revision  of  the  Penal 
Law  and  the  Criminal  Code,  and  since  that 
time  full-scale  studies  and  public  hearings 
have  been  conducted.  The  Temporary 
Commission  proposed  the  same  amend- 
ments to  the  Penal  Law  and  the  Code  of 
Criminal  Procedure  as  the  Department  had 
proposed  and  held  public  hearings.  At 
the  end  of  the  1964  Legislative  Session,  the 
Commission  introduced  a proposed  re- 
codified New  York  Penal  Law  which 
contains  the  reformulation  of  the  Mc- 
Naghten  Rule  as  recommended  by  the 
American  Law  Institute,  the  Special  Study 
Committee  of  the  Governor’s  Conference 
on  the  Defense  of  Insanity,  and  the 
Department  of  Mental  Hygiene.  Because 
it  could  jeopardize  the  approval  of  their 
entire  restructured  Penal  Law,  the  Tem- 
porary Commission  will  probably  again 
introduce  the  bills  on  criminal  responsibility 
as  separate  legislation. 

New  admission  procedures 

Now  we  come  to  the  consideration  of  the 
most  recent  legislation.  We  believe  it  is 
the  most  revolutionary  in  this  country  in 
the  field  of  mental  health  in  a century.  In 
England  a Royal  Commission  on  the  law 
relating  to  mental  illness  and  mental 
deficiency  was  appointed  in  1954.  It 
reported  its  findings  in  1957,  and  the 
historic  English  Mental  Health  Act  was 
passed  in  1959.  English  authorities  de- 
scribed it  as  the  first  fundamental  revision 
of  their  mental  health  laws  since  1845. 

In  the  same  year  that  the  English  Mental 
Health  Act  was  enacted,  Paul  H.  Hoch, 


M.D.,  Commissioner  of  Mental  Hygiene, 
determined  to  add  a new  admission  pro- 
cedure for  the  mentally  ill  under  New 
York  Law  which  would  be  as  nearly  as 
possible  a purely  medical  type  of  admis- 
sion, like  the  admission  of  a patient  for 
treatment  of  physical  illness  to  a general 
hospital.  We  prepared  proposed  legisla- 
tion and,  recognizing  that  there  must  be 
support  by  the  Judiciary  since  obviously 
there  were  elements  of  due  process  and 
civil  liberties  involved,  arranged  a meeting 
with  the  presiding  justices  of  the  two 
largest  departments  of  the  Appellate  Di- 
vision to  discuss  it.  We  met  in  chambers 
of  Justice  Bernard  Botein,  the  Presiding 
Justice  of  the  First  Department,  and  found 
that  he  had  invited  representatives  from 
other  courts  and  from  the  bar  associations. 
Somewhat  to  our  surprise,  our  proposals 
were  received  enthusiastically.  More  than 
that,  some  provisions  that  my  concepts  of 
due  process  impelled  me  to  include  were 
excluded  by  the  Judiciary  to  make  this 
proposed  medical  admission  procedure  even 
less  legalistic.  While  this  legislation,  which 
became  Section  73-a  of  the  Mental  Hygiene 
Law,  entitled  admission  on  the  certificate 
of  two  physicians,  in  itself  an  important 
accomplishment,  the  most  fruitful  result 
of  that  meeting  with  the  Judiciary  was 
that  it  became  the  starting  point  for  a 
complete  study  of  the  hospitalization  of  the 
mentally  ill  by  a committee  of  the  As- 
sociation of  the  Bar  of  the  City  of  New 
York  in  cooperation  with  Cornell  Law 
School  and  the  Department  of  Mental 
Hygiene.  The  study  was  begun  in  1960, 
and  was  directed  by  Prof.  Bertram  F. 
Willcox,  a legal  research  professor  of 
Cornell  Law  School.  The  report  and 
recommendations  were  published  in  1962 
by  the  Cornell  University  Press  under  the 
title  Mental  Illness  and  Due  Process. 
There  followed  a year  of  legislative  drafting 
of  the  recommendations  and  studies  by 
numerous  groups  and  organizations  and 
legislative  hearings.  After  a number  of 
revisions,  the  legislation  which  was  intro- 
duced in  the  Legislature  by  Sen.  George  R. 
Metcalf  and  Assemblyman  William  E. 
Adams  was  passed  by  the  1964  Legislature 
without  a single  dissenting  vote,  and  it 
became  effective  September  1,  1965.  The 
title  of  the  article  of  the  Mental  Hygiene 
Law  dealing  with  the  subject  matter  was 
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made  to  read  “Hospitalization  of  the 
Mentally  111”  replacing  the  archaic  and 
offensive  title  “Commitment,  Custody, 
Maintenance  and  Discharge  of  the  In- 
sane.” 

There  was  no  loud  and  widespread 
public  outcry  for  change  in  the  laws  re- 
lating to  the  mentally  ill  in  England  or  in 
New  York.  The  impetus  for  the  change 
in  both  countries  stemmed  from  the 
professions  involved  and  the  informed 
citizens’  organizations  concerned  with 
mental  health  programs.  It  is  worth 
while  to  note  the  swing  of  the  pendulum  of 
public  attitude  and  its  cause.  In  the 
middle  of  the  last  century,  torn  between 
public  concern  for  a more  civilized  and 
dignified  treatment  of  the  insane  and 
concern  for  its  own  safety  and  well  being, 
the  state  governments  created  asylums, 
mental  asylums,  or  mental  hospitals  not 
only  to  isolate  the  mentally  deranged  from 
society  but  also  to  isolate  the  asylum  from 
society.  The  asylums  were  erected  in 
many  instances  in  inaccessible  areas  away 
from  population  centers.  Safeguards 
against  improper  admission  and  detention 
were  less  a reflection  of  public  concern  for 
the  rights  of  the  insane  than  of  concern 
for  their  own  protection  from  the  unknown 
and  feared  lunatic  asylum.  Improved 
care  for  the  insane  and  increased  regard 
for  their  civil  liberties  came  as  by-products 
of  the  self-interest  of  the  sane.  The  laws 
governing  the  care  of  the  mentally  ill  for 
nearly  a century  have  represented  a 
compromise  of  opposing  drives  between  the 
need  for  protection  from  the  mentally 
ill  and  concern  for  them. 

The  developments  of  the  last  decade  have 
made  great  changes  in  public  attitudes  and 
their  apprehensions  concerning  the  men- 
tally ill  and  the  mental  hospital.  The 
widespread  knowledge  of  the  successful 
use  of  psychiatric  drugs  and  the  develop- 
ment of  the  open  hospital  and  community 
therapeutic  programs  for  the  mentally  ill 
have  done  much  to  change  public  attitudes. 
The  public  has  become  aware  of  the 
sharply  reduced  hospital  stays  and  the  in- 
creased number  of  mental  cases  returned  to 
the  community  and  their  presence  in  our 
midst.  The  public  image  of  the  mental 
hospital  as  a place  of  no  return  is  gradually 
being  destroyed.  This  then  is  the  setting 
into  which  emerged  Chapter  738  of  the 


Laws  of  1964,  representing  the  history- 
making mental  health  reform.  The  opening 
chapter  of  Mental  Illness  and  Due  Process 
states  these  basic  principles: 

Every  person  with  serious  mental  illness 
needs  some  care  and  in  many  cases  must  go 
to  a hospital,  even  if  he  does  not  want  to. 

Mental  hospitals  are  not  prisons,  but  they 
do,  by  force  on  body  or  mind,  deprive  patients 
of  some  freedom. 

Rapid,  noncompulsory  admission  to  mental 
hospitals  is  good  for  most  patients  and  helps 
in  allowing  effective  treatment  and  early 
release. 

When  a person  must  be  sent  to  a mental 
hospital  against  his  will,  he  should  not  be 
treated  like  a criminal  and  be  tried  and  con- 
victed of  being  sick.  Procedures  for  his 
admission  are  only  steppingstones  to  treat- 
ment. 

Any  person  hospitalized  against  his  will  is 
entitled  to  watchful  protection  of  his  rights, 
because  he  is  a citizen  first  and  a mental 
patient  second. 

This  legislation  makes  a sharp  break 
with  the  theory  and  practice  of  hospitaliza- 
tion of  the  mentally  ill  in  this  state  for  the 
past  one  hundred  and  twenty  years  chang- 
ing from  the  purely  custodial  to  positive 
treatment  of  the  hospitalized  mentally  ill. 

The  significant  changes  accomplished 
by  this  legislation  are  as  follows: 

1.  It  encourages  increased  use  of  volun- 
tary and  informal  admission  procedures  and 
requires  the  conversion  of  all  involuntary 
patients  in  treatment  facilities  who  are 
suitable  therefor,  to  a voluntary  or 
informal  status. 

2.  It  abolishes  judicial  certification  of  an 
involuntary  mental  patient  and  establishes 
in  its  place  a complete  system  of  initial 
admissions  based  upon  medical  certification 
with  appropriate  constitutional  safeguards 
of  notice  and  right  to  judicial  hearing  on  the 
need  for  hospitalization. 

3.  It  provides  for  a periodic  court 
authorization  to  retain  an  involuntary 
patient  for  continued  hospitalization. 

4.  It  establishes  a Mental  Health  In- 
formation Service  in  the  judicial  system 
having  the  duty  to  inform  involuntary 
patients  of  their  rights  under  law  and  in 
proper  cases  provide  such  information  to 
others  wishing  to  avail  themselves  of  this 
service  and  also  to  serve  as  an  investigative 
and  reporting  service  to  the  courts  on 
patents’  cases  before  the  courts,  and 

5.  It  makes,  with  only  minor  variations, 
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the  new  procedures  for  hospitalization  of 
the  mentally  ill  applicable  to  all  treatment 
facilities,  such  as  state  hospitals,  licensed 
private  institutions,  city  and  county  in- 
patient psychiatric  units,  and  approved 
psychiatric  wards  in  general  hospitals. 

Before  proceeding  with  a general  analysis 
of  this  new  law,  a few  points  need  to  be 
stressed:  (1)  It  became  effective  September 
1,  1965.  (2)  It  applies  only  to  patients 

admitted  on  and  after  that  date.  Patients 
admitted  prior  to  that  date  are  governed 
by  the  old  law.  (3)  It  applies  only  to  the 
mentally  ill  and  not  to  the  mentally 
defective  or  epileptic. 

Since  many  of  the  sections  of  the  law 
have  been  repealed,  entirely  new  and  dif- 
ferent provisions  have  been  substituted, 
and  the  numbering  of  sections  has  been 
changed,  a direct  section-by-section  com- 
parison of  the  new  and  old  law  is  not  too 
easily  done.  A brief  summary  of  the 
repealed  law  and  changes  with  respect  to 
each  specific  topic  are  given: 

Section  70  of  the  old  law  contains  4 
subdivisions  which  make  general  provision 
for  the  types  of  admissions,  forms  to  be 
used,  the  restrictions  on  and  requirements 
made  of  an  examining  physician,  and  the 
requirements  with  respect  to  the  medical 
certificates  for  admission. 

In  the  new  law,  Section  70  also  provides 
the  general  requirements  applicable  to 
admission  procedures  and  retains  the  4 
subdivisions  of  present  law  with  only 
conforming  changes.  Three  new  sub- 
divisions are  added,  as  follows: 

Subdivision  5 declares  legislative  intent 
that  no  person  shall  be  deprived  of  any 
civil  rights  solely  by  virtue  of  entering  a 
mental  hospital  as  a voluntary  or  informal 
patient  nor  shall  any  civil  right  be  modified 
including  such  things  as  civil  service  rank 
and  appointment,  granting  forfeiture  or 
denial  of  licensure,  permit,  or  privilege. 

Subdivision  6 requires  that  all  patients 
on  admission  be  informed  of  the  availability 
of  the  Mental  Health  Information  Service 
and  be  permitted  to  communicate  with  the 
service  and  also  with  another  person  in  the 
State. 

Subdivision  7 liberalizes  the  require- 
ments for  reporting  the  admission  of 
patients  to  the  Department  pursuant 
to  regulations  of  the  Commissioner  and 
makes  no  requirement  for  reporting  of 


informal  patients  or  temporary  care  pa- 
tients in  the  city  and  county  hospitals. 

Section  71  of  the  old  law  provides  for 
admission  of  voluntary  patients  and  in- 
formal patients.  It  requires  the  hospital 
director  to  report  these  admissions  to  the 
department  and  requires  the  department  to 
examine  these  cases  to  determine  whether 
they  properly  belong  to  the  voluntary  or 
informal  class  and,  if  found  to  be  unsuit- 
able, requires  the  director  to  convert  to 
another  form  of  admission. 

Section  71  of  the  new  law  likewise  es- 
sentially retains  the  provisions  of  the  old 
law,  with  one  change  of  substance  in 
relation  to  voluntary  patients  under  eight- 
een years  of  age.  This  provision  is  in- 
tended to  cover  the  situation  where  one 
relative  obtains  the  admission  of  a minor 
and  another  relative  seeks  his  discharge. 
There  are  2 subdivisions  added  to  this 
section. 

Subdivision  4 requires  that  all  patients 
admitted  must  be  informed  at  the  time  of 
the  admission  of  their  rights  and  status  as 
voluntary  or  informal  patients  and,  in  the 
case  of  the  voluntary  patients,  re-informed 
of  their  status  and  rights  every  one  hundred 
and  twenty  days,  including  their  right  to 
avail  themselves  of  the  Mental  Health 
Information  Service. 

The  State  has  purchased  an  electronic 
computer  to  eliminate  all  need  for  State 
and  other  hospitals  under  the  program  to 
maintain  tickler  files  or  to  prepare  notices 
which  the  law  requires  to  be  served  at 
specified  times.  The  computer  will  be 
supplied  with  data  on  admissions  and 
change  of  status  of  patients  every  two  or 
three  days  and  will  issue  and  print  notices 
that  need  to  be  served  in  each  case  in 
advance  of  the  required  times  by  approxi- 
mately fifteen  to  twenty-five  days.  Only 
those  notices  or  other  actions  that  are 
required  to  be  taken  in  fifteen  days  or 
less  so  far  will  have  to  be  kept  handled 
entirely  by  hospital  personnel. 

Subdivision  5 of  Section  71  adds  a 
declaration  of  legislative  intent  requiring 
all  officers  having  duties  to  perform  relating 
to  the  mentally  ill  to  encourage  admission 
of  patients  as  voluntaries  or  informals, 
making  it  the  duty  of  a director  of  a 
hospital  to  convert  involuntary  admissions 
to  voluntary  and  informal  wherever  it  is 
appropriate  and  the  patient  is  willing.  It 
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further  states  that  there  shall  be  no 
requirement  made  that  admission  or  re- 
tention of  such  persons  under  this  section 
shall  be  based  on  the  legal  capacity  of  the 
patient  to  contract.  In  other  words,  the 
fact  that  a patient  would  not  be  con- 
sidered as  competent  to  enter  into  a 
contract  would  not  disqualify  him  from 
making  application  as  a voluntary  or 
informal  patient  or  to  prevent  his  in- 
voluntary admission  status  being  changed 
to  a voluntary  or  informal. 

This  is  one  of  the  core  provisions  of  new 
law  and  could  very  well  mean  that  most 
if  not  all  open  ward  patients  in  mental 
hospitals  who  are  willing  would  become 
voluntary  or  informal  patients  virtually  by 
operation  of  law  and  therefore  effectively 
remove  them  from  any  legalistic  procedures 
that  apply  to  involuntary  patients.  We 
can  see  the  importance  of  this  when  we 
realize  that  open  ward  patients  now 
constitute  about  70  per  cent  of  the  State 
hospital  population,  and  this  percentage  is 
steadily  rising. 

The  provisions  for  involuntary  admis- 
sions are  also  modified  under  the  new 
law.  First,  Sections  73  to  75  of  our 
present  law  are  repealed:  73  is  the  one- 
physician  certificate,  73(a)  is  the  two- 
physicians  certificate,  74  is  court  cer- 
tification, and  75  is  the  emergency  admis- 
sion. The  health  officer’s  admission  is 
retained  with  only  conforming  changes, 
and  the  section  is  renumbered;  it  is  later 
discussed  in  proper  sequence. 

New  Section  72  which  is  entitled  “Ad- 
mission on  Certificate  of  Two  Physicians” 
becomes  the  basic  statutory  method  for 
the  involuntary  admission  of  the  mentally 
ill.  Under  this  section,  the  director  of  a 
hospital  may  admit  a patient  on  the 
certificate  of  two  examining  physicians 
accompanied  by  an  application  executed 
within  ten  days  by  a relative,  friend,  or 
designated  public  officer;  in  case  of 
admission  to  a State  hospital,  it  may  be 
on  the  petition  of  the  director.  The 
director  must,  at  the  time  of  admission, 
have  a staff  physician  examine  the  person, 
and,  if  the  person  is  found  to  be  in  need  of 
care  and  treatment,  he  may  be  admitted. 
One  requirement  of  new  law  applicable  to 
all  types  of  involuntary  admission  is 
that,  before  the  person  may  be  formally  or 
actually  admitted  as  a patient,  the  director 


must  cause  him  to  be  examined  by  a staff 
physician  other  than  a physician  who 
certified  him  who  must  concur  that  he 
needs  hospitalization. 

Written  notice  of  the  application  for 
his  admission  must  be  given  to  the  patient 
personally  not  later  than  five  days  after 
admission.  The  notice  must  set  forth  the 
patient’s  rights  under  new  Section  72. 
Copies  of  the  notice  must  go  to  the  Mental 
Health  Information  Service,  to  the  nearest 
known  relative,  and  to  as  many  as  3 
additional  persons  who  may  be  designated 
by  the  patient.  You  will  note  that  there 
is  no  provision  for  dispensing  with  notice 
to  the  patient.  Notice  is  mandatory. 
The  forms  of  these  applications,  medical 
certificates,  and  notices,  are  presently  in 
preparation  and  will  be  widely  circularized 
prior  to  adoption  to  elicit  comments  and 
recommendations.  These  notices  and  giv- 
ing of  information  in  the  first  instance 
must  be  done  by  the  hospital  staff. 

If  prior  to  the  expiration  of  sixty  days 
from  the  date  of  admission  a hearing  is 
requested  by  the  patient  or  anyone  on  his 
behalf  including  the  Mental  Health  In- 
formation Service,  a director  must  forward 
to  a court  of  record  in  the  county  a copy 
of  the  request  for  the  hearing  together 
with  the  patient’s  record  as  defined  in 
Section  20  of  the  Mental  Hygiene  Law. 
Instructions  and  regulations  by  the  de- 
partment will  make  clear  just  what  the 
patient’s  record  will  constitute  for  the 
purposes  of  this  proceeding.  The  law 
permits  the  patient  or  the  person  requesting 
a hearing  to  designate  the  desired  place  of 
the  hearing:  in  the  county  where  the 

hospital  is  located,  the  county  of  residence 
of  the  patient,  or  the  county  where  the 
hospital  is  located  where  he  was  first 
admitted.  The  director  or  any  other 
interested  party  may  request  the  court  to 
designate  some  other  county  as  the  place 
of  hearing  for  convenience  of  the  parties. 
The  court  then  fixes  a date  for  a hearing 
within  the  next  five  days.  If  the  court 
finds  that  the  patient  is  mentally  ill  and 
should  be  retained  in  the  hospital  for  care 
and  treatment,  it  will  issue  an  order 
authorizing  retention  for  a period  not  to 
exceed  six  months. 

New  Section  73  entitled  “Court  Author- 
ization to  Retain  a Patient”  describes 
the  procedures  where  no  hearing  is  re- 
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quested  during  the  first  sixty  days  and 
the  requirements  for  successive  re-author- 
ization for  retention  after  six  months,  one 
year,  and  two  years.  If  no  application 
for  a hearing  is  made  on  behalf  of  the 
patient  during  the  first  sixty  days  of 
hospitalization,  and  the  director  deter- 
mines that  continued  hospitalization  is 
necessary  and  the  patient  does  not  agree 
to  remain  as  a voluntary  or  informal 
patient,  the  director  must  apply  before  the 
expiration  of  sixty  days  from  initial  admis- 
sion to  a court  of  record  in  the  county  for 
authorization  to  retain  the  patient.  Notice 
of  the  application  for  the  order  must  be 
given  to  the  patient  and  others  as  required 
on  the  original  admission  of  the  patient. 

Here  again  the  computer  will  come  to 
the  aid  of  the  hospitals.  It  will  alert  the 
hospital  fifteen  to  twenty-five  days  in 
advance  that  it  will  be  time  to  apply 
for  court  authorization  or  re-authorization 
to  retain  patient  Jones.  It  will  print  out 
the  required  notices  and  application  forms 
which  must  be  filled  in,  filed,  and  served 
by  the  director.  On  the  application  for 
authorization  for  continued  retention,  if 
there  is  no  demand  for  a hearing,  the  court 
may  act  immediately  on  the  application 
and  either  authorize  the  retention  or 
refuse  to  authorize,  and  if  retention  is 
authorized,  it  will  be  for  a period  not  to 
exceed  six  months.  If  there  is  a request 
for  a hearing  on  such  application,  a hearing 
must  be  held  as  described  earlier,  and 
thereafter  the  court  may  issue  or  refuse  to 
issue  authorization  to  retain  a patient. 
Again,  if  further  retention  of  the  patient  is 
required  beyond  the  six-month  period  first 
authorized,  or  beyond  successive  periods 
of  one  year  and  repeated  two-year  periods, 
and  if  other  conditions  remain  the  same 
as  described  earlier,  the  process  of  obtain- 
ing court  authorization  to  retain  a patient 
is  repeated,  that  is,  the  first  re-authoriza- 
tion to  retain  may  be  for  a period  of  not 
more  than  one  year,  and  the  second  re- 
authorization to  retain  is  for  a period  of 
not  more  than  two  years. 

The  pattern  of  admission  and  retention 
under  the  new  law  is  thus  a sixty-day 
nonjudicial  medical  admission  followed  by 
court  authorizations  for  continued  re- 
tention for  six  months,  one  year,  and  then 
for  two-year  periods.  The  necessary  forms 
and  details  of  procedure  will  be  worked  out 


and  fully  discussed  at  the  workshops  and 
seminars  which  will  be  held  before  the  law 
goes  into  effect.  And  as  stated  before, 
that  marvelous  mechanical  brain  will  do 
much  of  the  memory  details  and  issuance 
of  notice  and  information  slips. 

New  Section  74  substantially  repeats 
Section  76  of  the  present  law,  which 
provides  for  a judical  review  of  court 
certification  of  a patient  within  thirty 
days  and  provides  for  a jury  trial.  Neces- 
sary language  changes  are  incorporated  in 
new  Section  74  to  conform  to  the  language 
pattern  of  the  new  law. 

New  Section  75  provides  for  admission 
of  a nonobjecting  patient  on  the  certificate 
of  one  physician  and  the  confirmation  by 
the  hospital  of  the  need  for  hospitalization. 
Such  an  admission  is  only  for  a fifteen-day 
period.  Before  the  end  of  that  time,  the 
certificate  of  another  physician  must  be 
filed  and  the  admission  thus  converted  into 
a regular  admission  on  two -physicians 
certificates.  The  procedures  previously 
outlined  will  then  apply. 

New  Section  76  deals  with  admissions 
of  dangerous  patients  on  the  certificate  of  a 
health  officer,  director  of  community  mental 
health  services,  or  designee  of  one  of  them. 
It  amends  the  old  Section  72  to  make 
necessary  conforming  language  changes. 
It  also  makes  the  following  changes  in 
substance: 

The  need  for  immediate  hospitalization 
must  be  confirmed  when  the  patient 
is  brought  in  on  the  health  officer’s  cer- 
tificate. This  is  a requirement  that  applies 
to  all  the  admissions  under  this  law. 
Another  change  is  that  the  sixty-day 
retention  provision  in  the  old  law  is 
changed  to  fifteen  days,  unless  the  patient 
agrees  to  stay  on  as  a voluntary  or  in- 
formal or  unless,  before  the  end  of  the 
fifteen-day  period,  the  certificate  of  another 
examining  physician  is  filed  with  the 
hospital.  In  the  latter  event,  the  pro- 
visions of  law  governing  admissions  on  a 
two-physicians  certificate  under  new  Sec- 
tion 72  then  apply,  that  is,  the  require- 
ments as  to  notice,  right  to  hearing,  and 
judicial  approval  for  continued  hospital- 
ization. 

Thus  we  see  that  the  basic  two -physicians 
admission  procedures  of  this  new  law 
become  applicable  to  both  the  one-phy- 
sician and  health  officer  admission  at  the 
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expiration  of  fifteen  days,  unless  the  patient 
is  suitable  and  willing  to  become  a vol- 
untary or  informal  patient. 

Section  77  remains  the  same  as  present 
Section  77  dealing  with  costs  of  admissions 
and  proceedings  with  only  conforming 
language  changes. 

Section  78  of  the  new  law  is  in  many 
respects  new  and  deals  with  admission 
procedures  for  temporary  care  essentially 
designed  for  city  and  county  psychiatric 
hospitals,  although  it  can  be  made  ap- 
plicable, if  the  Commissioner  should  so 
determine,  to  any  psychiatric  hospital  or 
facility  other  than  a licensed  private  insti- 
tution. 

The  old  Section  81  contained  many 
provisions  relating  to  the  hospitalization  of 
the  mentally  ill  in  local  facilities  and  the 
powers  and  duties  of  certain  local  officers 
with  respect  to  the  mentally  ill  in  their 
political  jurisdictions.  The  new  Section 
78  removes  from  Section  81  the  various 
admission  procedures  and,  with  appropri- 
ate modifications,  incorporates  them  into 
the  new  section  78.  The  period  of  author- 
ized retention  of  patients  under  new  Section 
78  is  thirty  days  rather  than  sixty  days 
and  more,  as  previously  allowed.  The 
method  by  which  a patient  gets  into  a 
hospital  under  new  Section  78  is  based  on 
the  medical  judgment  of  the  hospital 
staff  in  much  the  same  manner  as  before. 
Unlike  those  provisions,  however,  the 
new  law  provides  for  notice  and  judicial 
procedures  within  the  thirty -day  period  if 
demand  is  made  by  or  on  behalf  of  the 
patient.  On  or  before  the  expiration  of 
such  thirty-day  period,  if  the  patient  is 
to  be  continued  in  hospitalization,  the 
patient’s  admission  must  be  converted  to  a 
voluntary  or  informal,  or  if  not  suitable, 
application  must  be  made  under  new 
Section  72  and  thereafter  all  of  the  pro- 
visions of  that  section  relative  to  notice, 
hearing,  review,  and  judicial  approval  of 
retention  apply. 

New  Section  78  continues  the  former 
provisions  for  the  hospitalization  or  de- 
tention by  peace  officers  of  a person  who  is 
found  conducting  himself  in  a manner 
which  in  a sane  person  would  be  disorderly. 
This  section  makes  notable  changes  in  the 
provisions  for  admission  on  a magistrate’s 
order.  An  attempt  here  is  made  to  short- 
cut some  of  the  provisions  of  Sections 


659  and  870  of  the  Code  of  Criminal 
Procedure  and  to  accomplish  by  a specific 
statutory  method  what  has  been  widely 
done  without  a law.  This  is  to  permit  a 
civil  order  of  admission  to  be  made  to 
determine  the  need  for  the  person’s  hos- 
pitalization under  Section  78  or,  in  certain 
cases  to  obtain  a civil  order  of  admission 
which  will  serve  to  terminate  the  criminal 
proceeding.  In  all  other  cases,  the  mag- 
istrate may  order  such  admission  for 
examination  and  treatment,  requiring  a 
report  in  thirty  days  as  to  the  person’s 
mental  illness. 

The  new  law  retains  Section  80,  with 
conforming  changes  and  incorporates  cer- 
tain provisions  of  prior  Sections  78  and  79. 
These  provisions  have  to  do  with  liability 
for  support  of  the  mentally  ill,  both  for 
those  having  sufficient  funds  as  well  as  for 
those  who  do  not. 

Section  81  of  the  old  law  which  is 
captioned  “Duties  of  Local  Officers  in 
Regard  to  Their  Mentally  111”  is  essentially 
retained,  except  for  the  provisions  relating 
to  hospitalization,  which  were  discussed 
here  in  connection  with  new  Section  78. 

Sections  82,  83,  and  84  are  retained  in 
the  new  law  with  certain  conforming 
language  changes.  There  is  no  change  in 
Section  85.  These  have  to  do  with  men- 
tally ill  Indians,  clothing  for  patients  on 
discharge,  duties  of  committees  and  others, 
and  transfer  of  dangerous  patients  to 
Matteawan. 

Section  87  of  the  new  law  likewise  is 
retained.  These  provisions  deal  with  the 
discharge,  conditional  release,  and  con- 
valescent status  of  patients,  with  changes 
to  conform  to  the  new  procedures  es- 
tablished under  new  Section  72. 

Section  88  is  the  part  of  the  new  law 
which  represents  an  entirely  new  concept  in 
this  country.  This  creates  the  Mental 
Health  Information  Service.  Each  of  the 
4 judicial  departments  of  the  State  will  have 
such  a service.  The  Mental  Health  In- 
formation Service  will  act  as  an  arm  of  the 
court,  in  much  the  same  way  as  the 
probation  department  of  a court  acts  as 
such  an  arm.  From  that  point  of  view, 
it  will  provide  the  court  with  relevant 
information  concerning  the  patient’s  case 
to  better  enable  the  court  to  come  to  a 
proper  decision  in  matters  coming  before 
it. 
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The  Information  Service  has  the  further 
duty  of  studying  and  reviewing  the  admis- 
sion and  retention  of  involuntary  patients. 
In  this  connection,  it  should  be  made  clear 
that  the  review  that  is  contemplated  is  to 
insure  that  the  legal  rights  of  patients  are 
protected. 

It  is  not  a review  of  the  medical  treat- 
ment of  the  patient  or  of  the  medical  man- 
agement of  the  hospital. 

The  Information  Service  has  the  further 
duty  of  informing  involuntary  patients 
and  others  interested  in  such  patients  of 
their  rights  under  the  law  and  to  provide 
the  same  service  for  voluntary  and  in- 
formal patients  when  so  requested. 

Thus,  the  Information  Service  is  just 
what  its  name  implies.  It  is  a source  of 
information  in  two  directions:  one,  to  the 

courts  and  second,  to  patients.  It  has  no 
power  to  make  decisions.  The  feeling  of 
those  who  have  worked  on  this  legislation 
is  that  the  Information  Service  will  have  a 
positive  effect  on  the  patient  care  program. 
It  will  serve  to  reassure  patients,  their 
families,  and  the  community,  that  hos- 
pitalization has  been  properly  effected  and 
is  part  of  a positive  treatment  program. 
We  believe  that  the  presence  of  the  In- 
formation Service  will  serve  to  obviate 


Drug  dosage  for  children 

Because  a child  is  almost  as  tall  as  his  father 
doesn’t  necessarily  mean  that  he  should  receive 
almost  as  large  a drug  dosage.  There  are  many 
rules  of  thumb  for  prescribing  drugs  for  children 
and  most  of  them  are  wrong,  reports  the  Journal 
of  the  American  Medical  Association  in  a recent 
issue,  and  Harry  C.  Shirkey,  M.D.,  of  the  Medi- 
cal College  of  Alabama,  Birmingham,  states  that 
“Age  is  an  almost  completely  worthless,  useless, 
and  often  dangerous  basis  for  determining 
dosage.” 

One  of  the  most  reliable  guidelines  in  prescrib- 
ing drugs  for  children  combines  the  factors  of 
total  skin  area  and  weight.  Dr.  Shirkey  notes, 
however,  that  even  this  generally  reliable 
method  should  not  be  used  for  infants.  No 
drug  dosage  conversion  method  is  satisfactory 
for  newborn  babies.  Their  inadequate  organ 
development  and  immature  enzyme  systems 


many  writs  of  habeas  corpus  since  patients 
will  have  this  access  to  the  courts,  whereas 
at  present  they  can  obtain  such  access 
only  by  means  of  a writ. 

Section  88  provides  that  standards  for 
qualifications  of  the  personnel  in  such 
Service  having  duties  requiring  direct 
contact  with  patients  and  their  immediate 
families  shall  be  established  in  agreement 
with  the  Commissioner.  We  have  had  two 
meetings  with  the  State  Administrator  of 
the  Judicial  Conference  and  representatives 
of  the  four  judicial  departments  of  the 
Appellate  Division  seeking  agreement  on 
these  personnel  staffing  issues.  Certain 
basic  understandings  appear  to  have  been 
reached.  At  the  request  of  the  Judicial 
Conference,  the  Department  of  Mental 
Hygiene  is  now  preparing  proposed  duty 
statements  and  the  detailed  procedural 
steps  to  be  followed  by  the  Mental  Health 
Information  Service  personnel.  At  the 
same  time,  the  department  is  making 
preparations  for  a series  of  State-wide 
seminars  and  workshops  with  hospital 
administrators  and  their  staffs  and  other 
public  officials  as  well  as  general  practi- 
tioners having  responsibilities  under  the 
law  to  prepare  all  such  persons  thoroughly 
for  the  time  when  this  law  goes  into  effect. 


make  dosage  estimation  almost  impossible. 

The  only  reliable  prescription  procedure  for 
babies,  particularly  for  premature  ones,  is  to 
base  dosage  on  clinical  data  from  other  infants, 
states  an  editorial  in  the  same  issue  of  this 
journal.  Arriving  at  proper  dosages  for  infants 
or  even  children  has  presented  great  problems 
for  physicians.  No  one  wants  to  use  children 
as  guinea  pigs  in  drug  experiments,  and  yet 
recent  regulations  have  inhibited  clinical  in- 
vestigations. 

The  American  Medical  Association  has 
worked  with  the  Pharmaceutical  Manufacturers 
Association  to  include  adequate  children’s 
dosage  information  on  new  drugs.  Additional 
knowledge  is  needed,  however,  for  adequate 
labeling  and  prescribing  of  drugs  to  be  given  to 
children. 

“Food  and  Drug  Administration  require- 
ments and  the  growing  public  knowledge  of  the 
benefits  derived  from  properly  conducted  medi- 
cal research  also  should  encourage  studies  on 
the  use  of  drugs  in  children,”  the  editorial  states. 
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But  a Philatelist  He  Was  Not! 


The  broad  spectrum  of  interests  and  the  de- 
gree of  expertness  attained  in  multiple  and 
diverse  disciplines  so  characteristic  of  the  edu- 
cated men  of  the  eighteenth  and  early  nineteenth 
centuries  has  always  intrigued  students  of  man 
and  his  history;  but  with  the  ever-narrowing 
fields  of  specialization  in  occupation,  interest, 
and  knowledge  found  in  our  modern  society, 
contemplation  of  these  “triple- threat”  intellec- 
tuals and  the  scope  of  their  accomplishments 
becomes  fascinating  and  awe-inspiring.  It  was 
such  a remarkable  individual  who  just  two 
hundred  years  ago  the  first  day  of  this  month 
had  the  unique  if  dubious  distinction,  in  this 
City  of  New  York,  of  being  hanged  and  burned 
in  effigy,  in  company  with  His  satanic  majesty — 
the  Devil. 

Cadwallader  Colden,  physician,  was  gradu- 
ated from  Edinburgh  in  1705,  successfully  prac- 
ticed his  profession  in  England  from  1715  to 
1725,  maintained  an  interest  in  medicine 
throughout  life,  and  as  late  as  1765  published 
A Treatise  on  Wounds  and  Fever;  he  was  a 
physicist,  authoring  The  Principles  of  Action  in 
Matter  (1751),  Introduction  to  the  Study  of 
Physics  (1756),  and  Enquiry  Into  the  Principles 
of  Vital  Motion  (1766);  a respected  historian, 
his  History  of  the  Five  Nations  (1727)  is  still  not 
only  the  earliest  but  the  most  authoritative 
reference  work  on  the  remarkable  Iroquois 
nation;  he  was  famed  as  a botanist;  his 
Reflections , published  when  he  was  eighty-two 
years  old,  reveals  him  as  the  first  materialist 
philosopher  of  America;  and  a capable  engineer, 
he  was  invited  in  1725  by  the  governor  of  the 
province  of  New  York  to  become  surveyor- 
general  of  that  colony  and  spent  the  rest  of  his 
life  as  a colonial  official,  becoming  master  of 
chancery,  a member  of  the  governor’s  council, 
and  later  lieutenant-governor.  While  serving 
in  this  capacity,  he  became  acting  governor 
(due  to  the  death  of  De  Lancey)  and  was  the 
chief  officer  of  the  Province  of  New  York  when 
at  the  behest  of  George  III,  the  Parliament 
enacted  the  Stamp  Act,  which  aroused  universal 
resentment  in  the  American  colonies  and  served 
to  unite  them  in  a common  determination  to 
resist,  whatever  the  consequences.  Public 
indignation  and  open  refusal  to  submit  was  as 
strong  and  as  spirited  in  New  York  as  in  either 
Massachusetts  or  Virginia. 

Colden’s  troubles  with  this  “infamous  act” 
started  with  the  following  letter  from  James 
McEwers,  whom  he  had  appointed  distributor: 


Sir, 

Since  the  late  riott  at  Boston  & the  inflam- 
matory papers  lately  printed  in  the  Colonies, 
People  are  so  incensed  against  me,  as  a dis- 
tributor of  Stamps  for  this  Province,  that  I 
find  it  will  be  attended  with  the  greatest 
risque  of  my  Person  and  Fortune  to  attempt, 
and  indeed  impossible  for  me  to  execute,  the 
Office.  To  prevent  the  same  cruel  fate  Mr. 
Oliver  met  with  at  Boston  (as  I had  certain 
information  from  several  of  my  particular 
friends  that  a storm  was  riseing,  and  I should 
soon  feel  it)  I have  been  under  the  necessity 
of  declaring  that  I had  declined  the  Office,  and 
have  accordingly  wrote  to  the  Commissioners, 
signifying  that  I cannot  submit  to  a Service, 
that  will  be  attended  with  very  dangerous 
consequences,  upon  the  very  first  attempt  to 
officiate  ....  Thus  situated  I could  do  no 
less,  nor  am  I able  to  do  more,  than  to  acquaint 
you  as  the  Chief  Magistrate  of  the  Country 
of  these  things,  that  you  may  on  this  emer- 
gency do  everything  that  may  be  necessary 
for  the  interest  of  the  Crown,  & the  public 
welfare,  which  the  law  requires  untill  the 
Commissioners  shall  give  further  Directions. 

I am, 

Your  Honour’s  most  obedient  & humble 

Servant  James  McEwers 

Unable  to  find  any  responsible  person  to 
accept  the  distributorship,  Colden  was  forced  to 
assume  handling  of  the  stamps  himself,  and 
mistakenly  underestimating  both  the  intensity 
and  the  universality  of  the  opposition,  compro- 
mised himself  and  his  relations  with  London  by 
recklessly  promising  to  execute  the  provisions  of 
the  Act  and  declaring  he  would  not  be  daunted 
regardless  of  the  attitude  or  actions  of  the 
citizens.  But,  suppose  we  let  Colden,  the 
anonymous  New  Yorker,  and  Conway  of  the 
Colonial  Office  tell  the  story  in  their  own  words. 

Colden  to  Conway: 

New  York,  October  26th  1765 

Sir, 

The  People  of  this  place  having  openly 
declared  their  intention  to  destroy  the 
stamped  papers  designed  for  this  Province,  I 
desired  the  Captains  of  His  Majesty’s  Ships  of 
War,  now  in  the  River,  to  protect  the  ship  in 
which  they  should  come.  For  this  purpose  a 
sloop  was  placed  at  Sandy  Hook  and  a Frigate 
midway  between  that  and  this  place,  while  the 
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Coventry  layd  before  the  town.  By  this  care, 
the  ship  Edward,  Davis  Commander  having 
ten  packages  of  stamp’d  papers  on  board,  was 
brought  to  anchor  under  the  guns  of  the  F ort. 

The  night  after  the  ship  arrived,  papers 
were  posted  upon  the  doors  of  Every  public 
Office,  and  at  the  corners  of  the  streets,  one 
(of)  which  I enclose  ...  all  of  them  in  the 
same  words  . . . His  Majesty’s  Ministers  are 
the  best  judges  of  the  means  to  curb  this 
licentious  factious  spirit:  . . . infamous 

scurrilous  Papers  have  been  weekly  published 
in  this  place,  in  order  to  render  me  odious  in 
the  eyes  of  the  People  ....  I am  persuaded 
they  will  endeavour  to  have  every  shipper  on 
board  the  Edward  to  sue  me  for  detaining  the 
ship.  . . . I have  now  five  packages  of  stamped 
Paper  for  this  Province  in  the  Governor’s 
House  in  the  Fort,  and  two  for  Connecticut. 
Three  more  are  still  on  board,  which  could  not 
be  come  at.  I have  the  honour  to  be  with 
great  respect  & submission,  Sir, 

Your  most  obedient  & humble  servant. 

Enclosure  Fac  Simile  of  the  Original  in 
New- York  Papers. 

C olden  to  Conway: 

New  York,  November  5th  1765 

Sir, 

In  a day  or  two  after  the  date  of  my  letter 
of  the  26th  of  last  month  which  I had  the 
honour  to  write  to  you,  the  packages  of 
Stamped  Papers  were  landed  from  His 
Majesty’s  Ship  Garland  at  noonday  without 
a guard  or  the  least  appearance  of  discontent 
among  the  people  ....  But  on  the  evening 
of  the  first  day  of  this  Month  the  Mob  began 
to  collect  together,  and  after  it  became  dark 
they  came  up  to  the  Fort  Gate  with  a great 
number  of  Torches,  and  a Scaffold  on  which 
two  Images  were  placed,  one  to  represent  the 
Governor  in  his  gray  hairs,  & the  other  the 
Devil  by  his  side.  This  scaffold  with  the 
immages  was  brought  up  within  8 or  10  feet  of 
the  Gate  with  the  grossest  ribaldry  from  the 
Mob.  As  they  went  from  the  gate  they  broke 
open  my  coach  house,  took  my  charriot  out 
of  it  & carryed  it  round  town  with  the  im- 
mages, & returned  to  the  Fort  Gate,  from 
whence  they  carryed  them  to  an  open  place, 
where  they  had  erected  a Jibbett  within  100 
yards  of  the  Fort  Gate  & there  hung  up  the 
Immages.  After  hanging  some  time  they 
were  burnt  in  a fire  prepared  for  the  purpose, 
together  with  my  charriott,  a single  horse 
chair  and  two  sledges,  our  usual  carriages 
when  snow  is  on  the  ground  ....  While  this 
was  doing  a great  number  of  gentlemen  of  the 
Town  if  they  can  be  call’d  so,  stood  around  to 
observe  the  outrage  on  their  King’s  Governor. 
The  Garrison  was  at  the  same  time  on  the 
Ramparts  with  preparation  sufficient  to 
destroy  them,  but  not  a single  return  in  words 
or  otherwise  was  made  from  any  Man  in  the 
Fort,  while  this  egregious  insult  was  perform- 
ing. Y ou  may  be  assured,  Sir,  that  the  people 
of  this  place  have  not  had  at  any  time  the 
least  provocation  from  me,  either  in  words  or 


any  kind  of  action  other  than  receiving  the 
Packages  with  the  Stamped  Papers  into  the 
Fort,  and  putting  the  Fort  in  a posture  of 
defence  after  open  and  bold  threats  were  made 
of  taking  it  by  force  ....  When  I made  one 
concession  another  more  insolent  is  demanded 
as  I expected  it  would  be.  It  is  given  out 
that  the  Mob  will  storm  the  Fort  this  night 
....  This  goes  by  Major  James  of  the  Royal 
Artillery  who  with  much  zeal  for  his  Majesty’s 
service  put  the  Fort  in  the  best  posture  of 
defence  he  could,  for  which  reason  the  Mob, 
the  same  night  they  insulted  their  Governor, 
broke  open  his  house,  burnt  all  his  furniture, 
wearing  clothes  and  every  thing  in  it  to  a 
great  value,  at  the  same  time  threatning  to 
take  away  his  life  in  the  most  shamefull  man- 
ner. He  will  be  able,  Sir,  to  inform  you  of 
everything  that  has  passed,  and  knows  the 
Authors  of  these  rebellious  proceedings.  . . . 
The  Inclosed  Minutes  of  Council  shew  what 
Concession  I have  made 
Rf  Honble  H.  S.  Conway 

His  Majestys  Principal  Secrettary  of  State 
for  the  Southern  Department 

Anonymous  letter  addressed  to  Lieutenant- 

Governor  C olden: 

To  the  Honble  Cadwallader  Colden  Esqr 
Lieutenant-Governor  of  the  City  of  New  York. 
Sir, 

The  People  of  the  City  and  Province  of 
New  York  have  been  informed  that  you  bound 
Yourself  under  an  Oath  to  be  the  Chief 
Murderer  of  their  Rights  and  Privileges,  by 
acting  as  an  enemy  to  Your  King  and  Coun- 
try, to  Liberty  and  Mankind,  in  the  enforce- 
ment of  the  Stamp  Act,  which  we  are  unani- 
mously determined  shall  never  take  place 
among  us  so  long  as  a Man  has  life  to  defend 
his  injured  Country.  Thus  wicked  Men  of 
old  conspired  ag*  Paul  an  Apostle  of  J. 
Christ  and  bound  themselves  under  a curse 
that  they  would  neither  eat  nor  drink  till  they 
had  killed  him;  but  God  defeated  their  bloody 
purposes,  as  we  trust  he’ll  do  Yours,  and  Saul 
was  delivered.  How  it  fared  with  his  in- 
tended assassins  history  does  not  certainly 
inform  us;  but  we  can  with  certainty  assure 
you  of  your  fate,  if  you  do  not  this  Night 
solemnly  make  Oath  before  a Magistrate  & 
publish  to  the  People,  that  you  will  never 
directly  nor  indirectly  by  any  Act  of  yours  or 
any  person  under  Your  influence,  endeavour 
to  introduce  or  execute  the  Stamp  Act,  or  any 
part  of  it,  and  that  you  will  to  the  utmost  of 
Your  power  prevent  its  takeing  effect  here, 
and  endeavour  to  obtain  a Repeal  of  it  in 
England.  So  help  me  God. 

We  have  heard  of  Your  Design  or  Menace, 
to  fire  upon  the  Town  in  case  of  disturbance, 
but  assure  yourself  that  if  you  dare  to  perpe- 
trate any  such  murderous  Act,  you’ll  bring 
your  grey  hairs  with  sorrow  to  the  grave. 
You’ll  die  a martir  to  your  own  villainy,  and 
be  hanged,  like  Portois  upon  a Sign  Post,  as 
a memento  to  all  wicked  Governors,  and  that 
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every  man  that  assists  you  shall  surely  be  put 
to  death. 

(signed)  New  York 

Endorsed 

Copy  of  a Paper  which  was  put  up  at  the 
Coffee  House  in  New  York,  on  Friday  the  1st 
of  November,  1765  and  after  remaining  there 
good  part  of  the  day  was  deliver’d  at  the  Fort 
Gate  by  an  unknown  hand. 

Despite  many  statements  of  resolute  intent 
to  enforce  the  Stamp  Act,  the  acting  governor, 
when  opposed  by  the  council,  agreed  to  make 
no  effort  to  implement  the  legislation  pending 
the  arrival  of  the  newly  appointed  governor 
(Moore)  and  further  surrendered  to  the  mayor 
all  the  stamped  paper  consigned  to  the  Province. 

Secretary  Conway  to  Lieutenant-Governor 
C olden: 

Lieut.  Govr  Colden 

St.  James’  Decber  15th  1765 

Sir, 

I have  received  Your  letter  of  the  5th  by 
Major  James  and  that  of  the  9th  by  the 
packet  ...  all  which  I immediately  laid  before 
the  King.  His  Majesty  was  extremely  sensi- 
ble of  the  delicacy  & difficulty  of  your  situa- 
tion, & very  willing  to  make  every  possible 


Influenza  rise  possible  next  winter 

There  may  be  an  increase  in  influenza  next 
winter  in  the  United  States,  but  many  of  us  can 
avoid  a bout  with  this  disease  by  proper  im- 
munization. 

The  forecast  for  the  coming  season  is  based  on 
the  two-to  three-year  periodicity  of  the  disease, 
reports  the  Journal  of  the  American  Medical 
Association  in  a recent  issue.  The  last  major 
outbreaks  were  in  1962  to  1963,  and,  on  the  West 
coast,  in  1963  to  1964. 

Immunization  is  particularly  recommended 
for  certain  high  risk  groups.  These  include: 
(1)  persons  at  all  ages  suffering  from  chronic 
disease  such  as  rheumatic  heart  disease,  other 
heart  and  circulatory  problems,  respiratory 
ailments  such  as  asthma  and  emphysema,  and 


allowance,  & to  suppose  it  owing  more  to 
necessity  than  want  of  Firmness  in  you,  that 
the  unjustifiable  Demands  of  the  People  met 
with  so  much  compliance;  the  unanimous 
advice  of  the  Council  & the  concurrent  opinion 
of  the  Commander  in  Chief  of  his  Majesty’s 
Forces  is  a stronger  justification  of  your  sur- 
rendering the  stamps  to  the  Magistrates  than 
any  argument  which  suggests  itself  at  this 
distance.  There  is  one  circumstance  in  your 
conduct  which  neither  his  Majesty  nor  his 
servants  can  at  all  approve  . and  consider- 
ing too  that  in  the  Council  of  the  31st  Octber 
You  had  solemnly  engaged  to  do  Your  utmost 
for  the  observation  of  the  Act,  it  will  require 
very  strong  reasons  indeed  to  justify  Your 
engaging  Yourself,  within  a few  days  after,  to 
do  nothing  towards  the  execution  of  that  same 
Act,  when  a change  of  circumstances  might 
render  it  practicable. 

Cadwallader  Colden  was  a respected  physi- 
cian, an  authoritative  historian,  a learned 
physicist,  a devoted  botanist,  a competent 
surveyor,  a loyal  colonial  official,  a reflective 
philosopher;  but,  alas,  neither  a hero  nor  a 
philatelist  was  he. 

WRC 


diabetes;  (2)  persons  in  older  age  groups  such 
as  forty-five  years  and  beyond;  (3)  pregnant 
women;  and  (4)  patients  in  nursing  homes  and 
chronic  disease  hospitals. 

Vaccination  should  begin  in  September  and 
ideally  should  be  completed  by  mid-December. 
There  should  be  two  doses,  about  two  months 
apart,  to  provide  full  protection.  However, 
the  interval  can  be  reduced  if  an  epidemic 
threatens.  Maximum  immunity  comes  about 
two  weeks  after  the  second  dose.  Those  vac- 
cinated within  the  past  two  years  will  need  only 
one  booster  dose  this  fall. 

The  vaccine  in  common  use  this  season  offers 
protection  against  five  different  types  of  virus, 
all  capable  of  causing  influenza.  It  will  not 
insure  complete  protection,  but  a marked  degree 
of  protection  has  been  shown  for  a large  major- 
ity. 
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Necrology 


Harold  A.  Abel,  M.D.,  of  East  Rockaway, 
died  on  August  31  at  South  Nassau  Communities 
Hospital  at  the  age  of  fifty-eight.  Dr.  Abel 
graduated  in  1929  from  Columbia  University 
College  of  Physicians  and  Surgeons.  During 
World  War  II  he  served  in  North  Africa,  Italy, 
and  France  with  The  Mount  Sinai  Hospital 
unit  of  the  Third  General  Hospital,  Army  Medi- 
cal Corps.  He  was  former  chief  hematologist 
for  the  Veterans  Administration  in  New  York 
City.  Dr.  Abel  was  a member  of  the  American 
Psychiatric  Association,  the  Nassau  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Alfred  Gabriel  Baldassare,  M.D.,  of  Astoria, 
died  on  January  8 at  the  age  of  forty-five.  Dr. 
Baldassare  graduated  in  1945  from  New  York 
Medical  College.  He  was  a member  of  the 
Medical  Society  of  the  County  of  Queens,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Paul  Franklin  Barham,  M.D.,  of  Peekskill, 
died  on  June  12  at  St.  Luke’s  Hospital  at  the 
age  of  fifty-nine.  Dr.  Barham  graduated  in 
1932  from  the  University  of  South  Carolina 
Medical  Department.  He  was  an  honorary 
attending  physician  on  the  eye,  ear,  nose  and 
throat  service  at  Peekskill  Hospital.  Dr. 
Barham  was  a member  of  the  Westchester 
County  Medical  Society,  the  Westchester 
Academy  of  Medicine,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medi- 
cal Association. 

Louis  Paul  Breglio,  M.D.,  of  Brooklyn,  died 
on  July  26  at  the  age  of  sixty-eight.  Dr. 
Breglio  graduated  in  1920  from  Fordham  Uni- 
versity School  of  Medicine.  He  was  an  attend- 
ing surgeon  at  the  Hospital  of  the  Holy  Family 
and  an  affiliate  member  of  the  medical  staff 
of  Kings  County  Medical  Center.  Dr.  Breglio 
was  a Fellow  of  the  American  College  of  Sur- 
geons and  a member  of  the  Medical  Society 
of  the  County  of  Kings,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American  Medi- 
cal Association. 

Joseph  Buchman,  M.D.,  of  New  York  City, 
was  shot  to  death  at  his  home  in  Putnam  Valley 
by  a mental  patient  on  September  19  at  the 
age  of  sixty-seven.  Dr.  Buchman  graduated 
in  1921  from  Columbia  University  College  of 
Physicians  and  Surgeons.  He  was  a consulting 
orthopedic  surgeon  at  the  Hospital  for  Joint 
Diseases  where  he  had  also  served  as  president 


of  the  medical  advisory  board.  Dr.  Buchman 
was  a Diplomate  of  the  American  Board  of 
Orthopedic  Surgery,  a Fellow  of  the  American 
College  of  Surgeons,  a Fellow  of  the  Inter- 
national College  of  Surgeons,  and  a member  of 
the  American  Academy  of  Compensation  Medi- 
cine, Inc.,  the  American  Academy  of  Ortho- 
paedic Surgeons,  the  American  Orthopaedic 
Association,  the  New  York  Academy  of  Medi- 
cine, the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

John  Joseph  Cunningham,  M.D.,  of  Bing- 
hamton, died  on  August  26  at  Our  Lady  of 
Lourdes  Hospital  at  the  age  of  seventy-four. 
Dr.  Cunningham  graduated  in  1916  from  New 
York  Homeopathic  Medical  College  and  Flower 
Hospital.  He  was  a consulting  surgeon  emeritus 
at  Our  Lady  of  Lourdes  Hospital  and  a senior 
attending  surgeon  at  Binghamton  General  Hos- 
pital. Dr.  Cunningham  was  a Fellow  of  the 
American  College  of  Surgeons  and  a member  of 
the  Binghamton  Academy  of  Medicine,  the 
Broome  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  Ameri- 
can Medical  Association. 

Menachem  Distenfeld,  M.D.,  of  Forest  Hills, 
died  on  August  20  at  the  age  of  fifty-two.  Dr. 
Distenfeld  received  his  medical  degree  from  the 
University  of  Vienna  in  1938.  He  was  an 
attending  physician  in  internal  medicine  at 
Parkway  Hospital.  Dr.  Distenfeld  was  a 
member  of  the  Medical  Society  of  the  County 
of  Queens,  the  Medical  Society  of  the  State 
of  New  York,  and  the  American  Medical  As- 
sociation. 

Earl  Leo  Eaton,  M.D.,  of  Buffalo,  died  on  July 
7 at  the  age  of  seventy-one.  Dr.  Eaton  grad- 
uated in  1917  from  the  University  of  Buffalo 
School  of  Medicine.  He  was  an  honorary  at- 
tending dermatologist  at  Sisters  of  Charity 
Hospital  of  Buffalo,  an  associate  consulting 
dermatologist  at  Buffalo  Eye  and  Ear  Hospital 
and  Wettlaufer  Clinic,  and  a consulting  der- 
matologist at  Children’s  Hospital.  Dr.  Eaton 
was  a Diplomate  of  the  American  Board  of 
Dermatology,  Inc.,  and  a member  of  the  Ameri- 
can Academy  of  Dermatology,  the  Erie  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 

Leo  Faske,  M.D.,  of  Brooklyn,  died  in  Feb- 
ruary at  the  age  of  seventy-seven.  Dr.  Faske 
graduated  in  1912  from  Long  Island  College 
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Hospital  Medical  School.  He  was  an  attending 
orthopedic  surgeon  (off  ward  service)  at  Brook- 
dale  Hospital  Center  and  a consulting  surgeon 
at  Cumberland  Hospital.  Dr.  Faske  was  a mem- 
ber of  the  Medical  Society  of  the  County  of 
Kings,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

David  Fertig,  M.D.,  of  Scarsdale,  died  on 
August  30  at  his  home  at  the  age  of  fifty-five. 
Dr.  Fertig  graduated  in  1933  from  the  University 
of  Rochester  School  of  Medicine  and  Dentistry. 
He  was  director  of  medicine  and  an  attending 
physician  at  White  Plains  Hospital  and  a con- 
sulting physician  in  internal  medicine  at  Grass- 
lands Hospital.  Dr.  Fertig  was  a Diplomate 
of  the  American  Board  of  Internal  Medicine,  a 
Fellow  of  the  American  College  of  Physicians, 
and  a member  of  the  Westchester  Academy  of 
Medicine  (president  in  1957),  the  Westchester 
County  Medical  Society  (president  in  1955),  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Pasquale  Joseph  Francomano,  M.D.,  of 

Mount  Vernon,  died  on  February  11  at  the 
age  of  fifty-six.  Dr.  Francomano  received  his 
medical  degree  from  the  University  of  Rome  in 
1936.  He  was  an  associate  attending  physician 
in  ear,  nose,  and  throat  at  St.  Joseph’s  Hospital 
(Yonkers),  an  attending  ear,  nose,  and  throat 
physician  at  St.  Joseph’s  Hospital  Outpatient 
Department  (Yonkers),  and  an  assistant  at- 
tending ear,  nose,  and  throat  physician  at 
Mount  Vernon  and  St.  Elizabeth’s  Hospitals. 
Dr.  Francomano  was  a member  of  the  West- 
chester County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the  Ameri- 
can Medical  Association. 

Raymond  J.  Gaffney,  M.D.,  of  New  York 
City,  died  on  September  5 at  St.  Vincent’s 
Hospital  at  the  age  of  seventy-eight.  Dr. 
Gaffney  graduated  in  1910  from  Cornell  Uni- 
versity Medical  College.  He  was  a senior 
otolaryngologist  at  St.  Vincent’s  Hospital.  A 
former  flute  player  with  the  Doctors’  Orchestra, 
Dr.  Gaffney  was  a Diplomate  of  the  American 
Board  of  Otolaryngology  and  a member  of  the 
New  York  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Kurt  Goldstein,  M.D.,  of  New  York  City, 
diec  on  September  19  at  the  age  of  eighty-six. 
Dr.  Goldstein  received  his  medical  degree  from 
the  University  of  Breslau  in  1903.  He  was  a 
former  clinical  professor  of  psychiatry  at  Colum- 
bia University  College  of  Physicians  and  Sur- 
geons and  from  1940  to  1945  had  been  clinical 
professor  of  neurology  at  Tufts  Medical  School. 
Dr.  Goldstein  was  a Diplomate  of  the  American 
Board  of  Psychiatry  and  Neurology  (Psy- 
chiatry), a Fellow  of  the  American  Psychiatric 
Association,  and  a member  of  the  American 
Neurological  Association,  the  Association  for 


Research  in  Nervous  and  Mental  Disease,  the 
New  York  Neurological  Society,  the  New  York 
County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Julian  Bernard  Hoffman,  M.D.,  of  Brooklyn, 
died  on  July  29  at  the  age  of  forty-four.  Dr. 
Hoffman  graduated  in  1944  from  Long  Island 
College  Medical  School.  He  was  an  attending 
cardiologist  and  an  associate  attending  phy- 
sician in  internal  medicine  at  Brookdale  Hos- 
pital Center,  an  assistant  attending  physician 
in  internal  medicine  at  Maimonides  Hospital 
of  Brooklyn,  and  a consulting  cardiologist  at 
Flatbush  General  Hospital.  Dr.  Hoffman  was 
a Diplomate  of  the  American  Board  of  Internal 
Medicine,  a Fellow  of  the  American  College  of 
Physicians,  and  a member  of  the  Medical 
Society  of  the  County  of  Kings,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Martin  W.  Jurkovvitz,  M.D.,  of  College  Point, 
died  on  June  9 at  the  age  of  sixty-four.  Dr. 
Jurkowitz  graduated  in  1926  from  Georgetown 
University  School  of  Medicine. 

Joseph  Kalbfuss,  M.D.,  of  Brooklyn,  died 
on  May  20  at  the  age  of  sixty-four.  Dr.  Kalb- 
fuss received  his  medical  degree  from  the  Uni- 
versity of  Masaryk  in  1930.  He  was  a member 
of  the  American  Geriatrics  Society,  the  Medical 
Society  of  the  County  of  Kings,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Arthur  Klein,  M.D.,  of  Jamaica,  died  on  June 
3 at  the  age  of  sixty-five.  Dr.  Klein  received 
his  medical  degree  from  the  University  of 
Munich  in  1923.  He  was  a member  of  the 
Medical  Society  of  the  County  of  Queens,  the 
Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Fritz  Mandl,  M.D.,  of  The  Bronx,  died  on 
November  13,  1964,  at  the  age  of  sixty-six. 
Dr.  Mandl  received  his  medical  degree  from 
the  University  of  Vienna  in  1924.  He  was  a 
member  of  the  Medical  Society  of  the  County 
of  Bronx,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Daniel  Colin  Munro,  M.D.,  of  San  Antonio, 
Texas,  formerly  of  Utica,  died  on  September  1 
at  the  age  of  eighty-four.  Dr.  Munro  graduated 
in  1911  from  the  University  of  Vermont  College 
of  Medicine.  He  had  been  an  attending  phy- 
sician in  internal  medicine  at  Faxton  Hospital 
and  medical  director  of  the  Lake  Placid  Club 
until  his  retirement  in  1959.  Dr.  Munro  was  a 
member  of  the  Utica  Academy  of  the  Medicine, 
the  Oneida  County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 
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Giuseppe  A.  Petruzzelli,  M.D.,  of  Dobbs 
Ferry,  died  on  January  31  at  the  age  of  sixty- 
five.  Dr.  Petruzzelli  received  his  medical 
degree  from  the  University  of  Naples  in  1924. 
He  was  an  attending  surgeon  at  Dobbs  Ferry 
Hospital.  Dr.  Petruzzelli  was  a member  of  the 
Yonkers  Academy  of  Medicine,  the  Westchester 
County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 

Roy  McKinley  Rhodes,  M.D.,  of  New  York 
City,  died  on  May  31  at  the  age  of  sixty-five. 
Dr.  Rhodes  graduated  in  1926  from  the  Medical 
College  of  Virginia.  He  was  an  assistant  attend- 
ing physician  at  Jamaica  Hospital.  Dr.  Rhodes 
was  a member  of  the  Association  of  Railway 
Surgeons,  the  New  York  County  Medical  So- 
ciety, the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Katherine  Elizabeth  Richey,  M.D.,  of  New 

York  City,  died  on  September  9 at  Harkness 
Pavilion  at  the  age  of  forty.  Dr.  Richey  grad- 
uated in  1957  from  Columbia  University  College 
of  Physicians  and  Surgeons.  She  was  a clinical 
assistant  psychiatrist  at  Bronx  Municipal  Hos- 
pital Center  and  an  instructor  at  the  Albert 
Einstein  College  of  Medicine.  Dr.  Richey  was 
a member  of  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Hans  Schleimer,  M.D.,  of  Cambria  Heights, 
died  on  April  20  at  the  age  of  sixty-seven.  Dr. 
Schleimer  received  his  medical  degree  from  the 
University  of  Vienna  in  1924.  He  was  a mem- 
ber of  the  Medical  Society  of  the  County  of 
Queens,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Nathaniel  E.  Selby,  M.D.,  of  New  Rochelle, 
died  on  August  31  in  Coblenz,  Germany,  at  the 
age  of  sixty-three.  Dr.  Selby  graduated  in 
1923  from  the  University  of  Toronto  Faculty  of 
Medicine.  He  was  an  attending  psychiatrist 
at  New  Rochelle  Hospital,  a consulting  psy- 
chiatrist at  Hillside  Hospital  (Jamaica),  and  a 
consulting  neurologist  at  Mount  Vernon  Hos- 
pital. Dr.  Selby  was  a member  of  the  American 
Geriatrics  Society,  the  American  Psychiatric 
Association,  the  American  Psychoanalytic  As- 
sociation, the  Westchester  Academy  of  Medi- 
cine, the  New  York  Academy  of  Medicine,  the 
New  York  Neurological  Society,  the  West- 
chester County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 


Moses  Silverman,  M.D.,  of  Brooklyn,  died 
on  September  7 at  his  home  at  the  age  of  sixty- 
seven.  Dr.  Silverman  graduated  in  1924  from 
Tufts  University  School  of  Medicine.  He  was  a 
consulting  dermatologist  and  syphilologist  at 
Kings  County  Medical  Center,  Maimonides 
Hospital  of  Brooklyn,  Bay  Ridge  and  Victory 
Memorial  Hospitals,  and  the  Hospital  of  the 
Good  Samaritan.  Dr.  Silverman  was  a Dip- 
lomate  of  the  American  Board  of  Dermatology, 
Inc.,  and  a member  of  the  American  Academy 
of  Dermatology,  the  Society  for  Investigative 
Dermatology,  the  Medical  Society  of  the  County 
of  Kings,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 


Elmer  Herbert  Stumpf,  M.D.,  of  Snyder, 
died  on  July  23  at  Buffalo  General  Hospital 
at  the  age  of  seventy-five.  Dr.  Stumpf  grad- 
uated in  1912  from  Hahnemann  Medical  College 
of  Philadelphia.  He  was  a consulting  anes- 
thesiologist at  Go wanda  State  and  Millard 
Fillmore  Hospitals.  Dr.  Stumpf  was  a Diplo- 
mate  of  the  American  Board  of  Anesthesiology, 
a Fellow  of  the  American  College  of  Anes- 
thesiologists, and  a member  of  the  American 
Society  of  Anesthesiologists,  Inc.,  the  Erie 
County  Medical  Society,  the  Medical  Society 
of  the  State  of  New  York,  and  the  American 
Medical  Association. 


William  Jerome  Vogeler,  M.D.,  of  Bronx- 
ville,  died  on  August  7 at  New  York  Hospital, 
White  Plains,  at  the  age  of  eighty-seven.  Dr. 
Vogeler  graduated  in  1904  from  Johns  Hopkins 
University  School  of  Medicine.  He  was  an 
honorary  attending  physician  in  tuberculosis  at 
Grasslands  Hospital  and  a consulting  cardiolo- 
gist at  Lawrence  Hospital.  For  many  years 
he  had  been  president  of  the  former  Yonkers 
Tuberculosis  and  Health  Association,  retiring 
from  this  post  in  1948.  Dr.  Vogeler  was  a 
member  of  the  New  York  Academy  of  Medicine, 
the  Westchester  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 


Samuel  Edward  Witt,  M.D.,  of  New  Rochelle, 
died  on  August  16  at  the  age  of  seventy- two. 
Dr.  Witt  graduated  in  1916  from  Fordham  Uni- 
versity School  of  Medicine.  He  was  a member 
of  the  Association  for  Research  in  Nervous  and 
Mental  Disease,  the  American  Association  for 
Mental  Deficiency,  the  American  Geriatrics 
Society,  the  New  York  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 
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Book  Notes 


Rehabilitation  Medicine.  By  Howard  A. 
Rusk,  M.D.  Second  edition.  Octavo  of  668 
pages,  illustrated.  St.  Louis,  The  C.  V.  Mosby 
Company,  1964.  Cloth,  $15.50. 

Many  changes  in  rehabilitation  medicine  since 
the  first  edition  of  this  work  appeared  six  years 
ago  have  made  it  necessary  to  revise  or  rewrite 
practically  the  entire  text.  It  covers  the  whole 
field  of  rehabilitation. 

The  Voice  and  its  Disorders.  By  Margaret 
C.  L.  Greene,  F.C.S.T.  Second  edition.  Oc- 
tavo of  343  pages,  illustrated.  Philadelphia, 
J.  B.  Lippincott  Company,  1964.  Cloth,  $10. 

Of  British  origin  this  work  was  written  especially 
for  speech  therapists.  It  contains  a wide  range 
of  information  relating  to  the  normal  voice 
and  to  its  disorders.  It  should  prove  of  value 
to  anyone  interested  in  correcting  speech  defects. 

The  Visual  Fields.  By  David  O.  Harrington, 
M.D.  Second  edition.  Octavo  of  386  pages, 
illustrated.  St.  Louis,  The  C.  V.  Mosby  Com- 
pany, 1964.  Cloth,  $16. 

Intended  as  a clinical  guide  to  the  analysis  of 
visual  field  defects  this  work  first  appeared  in 
1956.  New  references  in  the  bibliography,  new 
illustrations,  and  additional  material,  with  parts 
largely  rewritten  in  this  edition  serve  to  bring 
the  publication  up  to  date. 

A Short  History  of  Midwifery.  By  Irving 
S.  Cutter  and  Henry  R.  Viets.  Octavo  of  260 
pages,  illustrated.  Philadelphia,  W.  B.  Saun- 
ders Company,  1964.  Cloth,  $8.50. 

This  is  a reissue  of  Irving  S.  Cutter’s  history  of 
midwifery  taken  from  Curtis  Obstetrics  and 
Gynecology  published  in  1933.  A biography 
of  the  author  and  Supplementary  and  Additional 
Notes  have  been  added  by  Dr.  Henry  R.  Viets. 

The  Mask  of  Sanity.  By  Hervey  Cleckley, 
M.D.  Fourth  edition.  Octavo  of  510  pages. 
St.  Louis,  The  C.  V.  Mosby  Company,  1964. 
Cloth,  $9.75. 

This  work  dealing  with  the  psychopathic 
personality  has  been  revised  and  brought  up  to 
date.  The  author  states  that  “the  psychopath 
presents  an  important  and  challenging  enigma 
for  which  no  adequate  solution  has  yet  been 
found”  and  that  it  is  his  conviction  that  “this 
particular  problem,  in  a practical  sense,  has  had 
no  hearing.” 


Diseases  of  Metabolism:  Detailed  Methods 

of  Diagnosis  and  Treatment.  Edited  by 
Garfield  G.  Duncan,  M.D.  Fifth  edition. 
Quarto  of  1,551  pages,  illustrated.  Phila- 
delphia, W.  B.  Saunders  Company,  1964. 
Cloth,  $28. 

Duncan  and  his  selected  authors  again  have 
produced  a stirring,  authoritative  composition 
that  should  be  in  the  library  of  every  practicing 
physician.  It  also  should  be  of  interest  to  all 
medical  students. 

Physiology  of  the  Eye.  By  Francis  Heed 
Adler,  M.D.  Fourth  edition.  Octavo  of  889 
pages,  illustrated.  St.  Louis,  The  C.  V.  Mosby 
Company,  1965.  Cloth,  $18.75. 

Written  especially  for  students,  this  publication 
describes  in  simple  terms  the  way  the  eye  func- 
tions. In  this  edition  several  rewritten  chapters 
and  many  new  illustrations  bring  the  work  up 
to  date. 

Leopold’s  Principles  and  Methods  of  Phys- 
ical Diagnosis.  By  Henry  U.  Hopkins,  M.D. 
Third  edition.  Octavo  of  503  pages,  illustrated. 
Philadelphia,  W.  B.  Saunders  Company,  1965. 
Cloth,  $8.50. 

The  purpose  of  this  publication  is  to  provide 
an  introduction  to  the  basic  procedures  of 
history  taking  and  the  performance  of  a physical 
examination.  Changes  in  this  edition  include  a 
chapter  on  examination  of  the  skin  and  several 
new  charts  and  photographs.  Some  sections 
have  been  condensed  and  others  expanded, 
bringing  the  work  up  to  date. 

Bacterial  and  Mycotic  Infections  of  Man. 

Edited  by  Rene  J.  Dubos,  Ph.D.,  and  James  G. 
Hirsch,  M.D.  Fourth  edition.  Quarto  of 
1,025  pages,  illustrated.  Philadelphia,  J.  B. 
Lippincott  Company,  1965.  Cloth,  $14.50. 

Designed  for  the  student,  physician,  and  in- 
vestigator interested  in  the  problems  of  microbial 
diseases  this  standard  work  with  41  contributors 
is  now  in  its  fourth  edition.  It  has  been  ex- 
tensively revised  with  the  inclusion  of  much 
new  material.  An  added  feature  is  the  enlarged 
bibliography  at  the  end  of  each  chapter. 

Brain  Tumors:  Their  Biology  and  Pathol- 

ogy. By  K.  J.  Ziilch,  M.D.  Second  American 
Edition  based  on  the  Fourth  German  Edition. 
Translated  by  Alan  B.  Rothballer,  M.D.,  and 
Jerzy  Olszewski,  M.D.  Octavo  of  326  pages, 
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illustrated.  New  York,  Springer  Publishing 
Company,  1965.  Cloth,  $11. 

The  first  German  edition  of  this  work  appeared 
in  1951  and  was  intended  as  an  aid  in  the  classi- 
fication of  brain  tumors.  This  second  American 
edition  is  comprehensive  and  up  to  date  with 
the  material  presented  in  compact  form.  It 
contains  an  extensive  and  useful  bibliography. 

Management  of  Complications  in  Eye 
Surgery.  Edited  by  R.  M.  Fasanella,  M.D. 
Second  edition.  Quarto  of  543  pages,  illus- 
trated. Philadelphia,  W.  B.  Saunders  Co., 
1965.  Cloth,  $18.50. 

Written  for  the  eye  surgeon,  this  work  was  de- 
signed as  an  advanced  reference  on  complica- 
tions of  eye  surgery  and  injuries.  Written  by 
25  specialists,  this  second  edition  updates  recent 
advances  in  a highly  specialized  field. 

Textbook  of  Parasitology.  By  David  L. 
Belding,  M.D.  Third  edition.  Octavo  of 
1,374  pages,  illustrated.  New  York,  Appleton- 
Century-Crofts,  1965.  Cloth,  $17.95. 

A comprehensive  work  intended  as  a reference 
text  on  the  parasites  of  man,  this  edition  in- 
cludes advances  over  the  past  ten  years.  Spe- 
cial attention  is  given  to  identification  of  para- 
sites, biologic  characteristics,  life  cycles,  modes 
of  transmission,  and  methods  of  prevention. 
It  is  well  illustrated. 

Dorland’s  Illustrated  Medical  Dictionary. 
24th  edition.  Octavo  of  1,724  pages,  illus- 
trated. Philadelphia,  W.  B.  Saunders  Com- 
pany, 1965.  Fabrikoid,  $13,  deluxe  edition, 
$17. 

Many  major  changes  were  required  to  bring 
this  standard  reference  work  up  to  date.  The 
greatest  revisions  have  been  in  anatomical 
entries  with  major  overhauling  of  definitions 
to  conform  with  modem  usage. 

New  Drugs — 1965.  Evaluated  by  the  A.M.A. 
Council  on  Drugs.  Octavo  of  510  pages. 
Chicago,  American  Medical  Association,  1965. 
Cloth. 


Designed  to  meet  the  specific  needs  of  the  prac- 
ticing physician  for  a source  of  up-to-date, 
authoritative,  and  unbiased  information  on  the 
more  recently  introduced  drugs,  this  publica- 
tion replaces  the  well-known  series  New  and 
Nonofficial  Drugs.  The  publisher  requests 
criticism  and  comments  concerning  its  useful- 
ness 


Developmental  Anatomy.  By  Leslie 
Brainerd  Arey,  Ph.D.  Seventh  edition. 
Quarto  of  695  pages,  illustrated.  Philadelphia, 
W.  B.  Saunders  Company,  1965.  Cloth,  $10. 

The  versatility  of  this  well-known  text  is  en- 
hanced by  the  use  of  two  type  sizes,  large  for 
information  all  students  should  be  expected  to 
know  and  smaller  for  more  mature  readers  such 
as  medical  students  and  graduates.  In  this 
edition  the  work  has  been  largely  rewritten 
and  rearranged  for  clarity,  with  a number  of 
new  illustrations  added. 


Maxcy-Rosenau  Preventive  Medicine  and 
Public  Health.  Edited  by  Philip  E.  Sartwell, 
M.D.  Ninth  edition.  New  York,  Appleton- 
Century-Crofts,  1965.  Cloth,  $18.75. 

This  classic  has  been  completely  revised  with 
new  chapters  on  dental  public  health  and  medi- 
cal genetics  and  a section  devoted  to  cancer. 
Other  parts  have  been  expanded  to  cover  re- 
cent advances  in  the  public  health  field. 
Thirty-four  authors  have  contributed  to  this 
edition. 


Preventive  Medicine:  Principles  of  Preven- 
tion in  the  Occurrence  and  Progression  of 
Disease.  Edited  by  Herman  E.  Hilleboe,  M.D., 
and  Granville  W.  Larimore,  M.D.  Second 
edition.  Octavo  of  523  pages,  illustrated. 
Philadelphia,  W.  B.  Saunders  Company,  1965. 
Cloth,  $12. 

This  publication  was  written  by  35  specialists 
in  preventive  medicine  and  covers  all  important 
phases  of  the  subject.  It  is  designed  for  phy- 
sicians, medical  students,  and  others  in  the 
health  field. 
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Films  Reviewed 


These  films  are  available  to  physicians,  hospitals,  medical  schools,  and  others,  from 
the  Film  Library  of  the  State  of  New  York  Department  of  Health * 


Opportunity  to  Hear.  Sound,  color,  16  mm., 
twenty-eight  minutes. 

This  film  emphasizes  early  detection  of  hear- 
ing loss  by  showing  two  infants  being  tested  for 
this.  Next  behavioral  problems  which  may  re- 
sult from  hearing  loss  are  illustrated:  poor 

speech,  poor  scholarship,  disobedience,  day- 
dreaming, aggression,  or  withdrawal;  that  is, 
general  lack  of  communication.  One  of  the 
major  problems  of  a child  with  hearing  loss  is 
that  his  handicap  does  not  show. 

Source  and  Producer:  Audiovisual  Center, 

Division  of  Extension  and  University  Services, 
University  of  Iowa,  Iowa  City,  Iowa. 

Emergency  Childbirth.  Sound,  color,  16 
mm.,  twenty-one  minutes. 

This  film  is  designed  to  prepare  corpsmen 
psychologically  and  technically  to  render  neces- 
sary assistance  in  the  emergency  delivery  of  a 
baby.  It  presents  the  indications  when  de- 
livery is  too  imminent  to  risk  transportation  to 
a hospital,  the  detailed  procedures  to  follow, 
cautions  to  be  observed  in  the  actual  delivery, 
and  the  care  of  mother  and  baby  immediately 
following  delivery.  This  film  is  restricted  to 
medical  and  nursing  groups. 

Source  and  Producer:  Navy  Department, 

U.S.  Naval  Medical  School,  National  Naval 
Medical  Center,  Bethesda  14,  Maryland. 

Accident  Prevention  in  Nursing  Homes. 

Sound,  color,  16  mm.,  twenty-one  minutes. 

This  film  points  out  some  of  the  precautions 
that  should  be  taken  to  prevent  accidents  to 
patients  and  staff  personnel  in  nursing  homes 
starting  in  the  early  planning  stages  with  the 

* Film  evaluations  provided  by  the  Film  Review  Sub- 
committee of  the  Council  Committee  on  Public  Health  and 
Education:  Kenneth  B.  Olson,  M.D.,  Albany,  Chairman ; 

Eli  E.  Lazarus,  M.D.,  New  York  City;  and  James  J.  Quin- 
livan,  M.D.,  Albany,  Adviser. 


avoidance  of  structural  or  built-in  accident 
hazards,  the  prevention  of  accidents  from  the 
standpoint  of  nursing  care  and  maintenance 
activities,  and  the  role  which  public  health  con- 
sultants can  play  in  helping  nursing  home  per- 
sonnel maintain  a safe  environment  for  their 
patients.  The  film  is  aimed  primarily  at  nursing 
home  administrators,  staff,  and  public  health 
personnel. 

Source  and  Producer:  Michigan  Department 
of  Health,  Lansing  4,  Michigan. 


Smoking  and  Lung  Cancer.  Sound,  16  mm., 
twenty-nine  minutes. 

This  film  shows  excellent  nurse-patient  and 
physician-patient  relations.  It  gives  the  viewer 
an  opportunity  to  view  a lung  operation,  and 
stimulates  him  to  consider  seriously  the  hazards 
of  smoking.  It  is  recommended  for  inscience 
training  of  science  teachers  and  teachers  par- 
ticipating in  smoking  education  programs, 
health  careers  clubs,  and  for  students  participat- 
ing in  the  planning  and  implementation  of 
school-wide  smoking  programs. 

Source  and  Producer:  Sterling  Educational 

Films,  205  East  43rd  Street,  New  York,  New 
York  10017. 


Mission  Measles:  The  Story  of  a Vaccine. 

Sound,  16  mm.,  twenty  minutes. 

This  film  shows  the  seriousness  of  measles.  It 
sketches  diagnosis  and  treatment,  the  discovery 
of  measles  virus  by  John  Enders,  M.D.,  the 
development  by  him  of  an  experimental  vaccine, 
the  perfection  of  manufacturing  technics,  and 
mass  production  and  testing  of  live  virus  measles 
vaccine. 

Source  and  Producer:  Merck,  Sharpe  and 

Dohme,  Division  of  Merck  and  Company,  West 
Point,  Pennsylvania. 
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Officers  / County  Medical  Societies  / 1965 


TOTAL  MEMBERSHIP  AS  OF  JANUARY  1,  1965—25,630 


County 


President 


Secretary 


Treasurer 


Albany 

Allegany.  .... 

Bronx 

Broome 

Cattaraugus . 

Cayuga 

Chautauqua . 
Chemung.  . . . 
Chenango . . . 

Clinton 

Columbia.  . . . 
Cortland .... 
Delaware . 
Dutchess 

Erie 

Essex 

Franklin 

Fulton 

Genesee 

Greene 

Herkimer 
Jefferson ... 

Kings 

Lewis 

Livingston . . . 

Madison 

Monroe 

Montgomery. 

Nassau 

New  York  . . 

Niagara 

Oneida 

Onondaga 

Ontario 

Orange 

Orleans 

Oswego.  . 

Otsego 

Putnam 

Queens 

Rensselaer.  . 
Richmond. 
Rockland  . 
St.  Lawrence. 

Saratoga 

Schenectady 
Schoharie. . . 

Schuyler 

Seneca 

Steuben 

Suffolk 

Sullivan 

Tioga 

Tompkins . 

Ulster 

Warren 

Washington. 

W ayne 

Westchester. 
Wyoming.  . 
Yates 


John  Joseph  Phelan,  Jr Albany 

Stephen  A.  Spink Belfast 

Marcelle  T.  Bernard Bronx 

Anthony  Meloro Binghamton 

Ruth  Knobloch Little  Valley 

Robert  J.  McManus Auburn 

Ansel  R.  Martin Jamestown 

J.  George  Gladston Elmira 

Charles  L.  Dubuar Sherburne 

H.  Leonard  Schlesinger. Plattsburgh 

Kendall  Stearns Hudson 

Donald  R.  Gibbs Cortland 

Charles  W.  Jones Walton 

William  H.  Updegraff . Poughkeepsie 
Herbert  Emory  Joyce Buffalo 

H.  Van  Wie  Bergamini . Lake  Placid 

Leonard  Bristol Saranac  Lake 

Samuel  Schoenberg ....  Gloversville 

David  R.  Harrington Batavia 

Joseph  Hudes Tannersville 

John  H.  Hirshfeld Mohawk 

Arnold  John  Lee Carthage 

Vincent  J.  Tesoriero Brooklyn 

Lewis  A.  Steinhilber Lowville 

Hans  C.  Bartelt Mount  Morris 

Gareth  S.  West Chittenango 

Charles  D.  Sherman,  Jr. . . Rochester 

Leslie  Saunders Amsterdam 

Joseph  G.  Zimring ....  Long  Beach 

Carl  Goldmark,  Jr New  York 

Donald  Ross Niagara  Falls 

Clarke  T.  Case Utica 

Clayton  H.  Hale Syracuse 

I.  Robert  Wood.  . . .Clifton  Springs 

Paul  H.  Watson Newburgh 

Salvatore  A.  Dispenza Albion 

Angelo  P.  Arena Hannibal 

Elfred  L.  Leech Oneonta 

Walter  P.  Gage Cold  Spring 

Frank  W.  Farrell Flushing 

John  J.  Squadrito Troy 

Albert  B.  Accettola.  . Staten  Island 

Burnett  S . Rawson Pearl  River 

Stuart  A.  Winning Ogdensburg 

Arthur  J.  Hacker Ballston  Spa 

Joseph  H.  Naumoff.  . . Schenectady 

Jacobus  R.  Vrolijk Cobleskill 

James  J.  Norton.  . . .Montour  Falls 

Saul  Towers Seneca  Falls 

Wayne  C.  Templer Corning 

R.  W.  Unangst . Huntington  Station 
Edmund  Taylor  Rumble . . CaUicoon 

Abraham  Novinsky Waverly 

Dale  B.  Pritchard Ithaca 

Albert  F.  MacFadden  Jr.,  .Kingston 

Francis  X.  Dever Glens  Fall 

John  L.  McCann Hudson  Falls 

Jan  A.  Perillo Newark 

James  Q.  Haralambie. . .Larchmont 

Kenneth  W.  Bone Warsaw 

John  L.  Shultz Penn  Yan 


H.  John  Mellen Albany 

Irwin  Felsen Wellsville 

Frank  LaGattuta Bronx 

Gerald  J.  E.  Ansell ....  Binghamton 

George  Bender Olean 

Charles  E.  Sieger Auburn 

Clyde  L.  Wilson Jamestown 

A.  D.  Smith Elmira 

Paul  V.  Newland Norwich 

Hans  Littna Plattsburgh 

Thomas  C.'  Seymour Hudson 

David  M.  Essom Cortland 

Marvin  L.  Huyck Walton 

Elvin  E.  Gottdiener  . . Poughkeepsie 

Ann  A.  Tracy Buffalo 

George  G.  Hart Lake  Placid 

Leon  Passino Malone 

David  V.  Clough Gloversville 

Laurence  G.  Roth Batavia 

John  P.  Myers Catskill 

Harold  F.  Buckbee Dolgeville 

George  Glynn  Couch . . . Watertown 

Ralph  M.  Schwartz Brooklyn 

John  H.  Brooks Lowville 

G.  Emerson  Learn . . . Mount  Morris 

Asa  J.  Smith Oneida 

Robert  C.  Webster Rochester 

John  R.  McNulty Amsterdam 

Lyon  Steine Valley  Stream 

William  L.  Wheeler,  Jr..  New  York 
Theodore  T.  Bronk.  . Niagara  Falls 

Joseph  G.  Chanatry Utica 

William  A.  Schiess Syracuse 

M.  Edgerton  Deuel Geneva 

Richard  E.  Passenger.  . . Newburgh 

Alan  R.  Johnson Medina 

Harold  Brown Fulton 

John  M.  Constantine Oneonta 

Julian  L.  Glatt Carmel 

Angelo  R.  Bologna Flushing 

Hugh  Gordon  Anderson Troy 

John  A.  D’Anna Staten  Island 

Burton  Allyn Congers 

William  R.  Carson Potsdam 

J.  S.  Feynman ....  Saratoga  Springs 

Michael  J.  Ty tko Schenectady 

Jay  Vickers  Dewell Cobleskill 

Joseph  Y.  Roberts . . . Watkins  Glen 

Charles  M.  Smith Waterloo 

Mario  A.  Argentieri Hornell 

Daniel  Friedman Bay  Shore 

Alan  R.  Fried. . . .Livingston  Manor 

Walter  Dietrich Owego 

Robert  H.  Broad Ithaca 

Frederic  W.  Holcomb,  Jr. . Kingston 

Clyde  A.  Swift Glens  Falls 

Howard  H.  Romack ....  Cambridge 

Joseph  Asin Newark 

Francis  T.  Rogliano . . . Mt.  Vernon 
Richard  Talbot  Williams . . . Warsaw 
Robert  O.  Jensen Penn  Yan 


Fred  Ennis  Dexter Albany 

Kurt  Zinner Wellsville 

Joseph  C.  Polifrone Bronx 

R.  M.  FitzSimons Binghamton 

William  F.  Harding Olean 

Richard  Buffington Auburn 

C.  Otto  Lindbeck Jamestown 

C.  E.  Erway Elmira 

Arland  D.  Ryan Norwich 

William  L.  Ladue Plattsburgh 

Thomas  C.  Seymour Hudson 

Lewis  H.  Berk Cortland 

Marvin  L.  Huyck Walton 

Joseph  Rignanese Poughkeepsie 

James  Richard  Nunn  . .Tona wanda 

George  G.  Hart Lake  Placid 

Leon  Passino Malone 

William  H.  Raymond . . . Johnstown 

James  G.  McCutcheon Batavia 

Mahlon  H.  Atkinson Catskill 

G.  Roger  Weeden,  Jr Mohawk 

George  Glynn  Couch . . . Watertown 

James  L.  O’Leary Brooklyn 

John  H.  Brooks Lowville 

G.  Emerson  Learn . . . Mount  Morris 

George  R.  Gillmore Hamilton 

Gerald  L.  Glaser Rochester 

Thomas  J.  Weyl Amsterdam 

Louis  Bush Baldwin 

Richard  D.  Brasfield.  . . New  York 
J.  N.  Strachan,  Jr.. . Niagara  Falls 

Robert  Matthew  George Utica 

Lee  R.  Stoner Syracuse 

M.  Edgerton  Deuel Geneva 

Richard  E.  Passenger.  . . Newburgh 

Alan  R.  Johnson Medina 

Harold  Brown Fulton 

John  M.  Constantine Oneonta 

Alan  G.  Schwartz Carmel 

Franz  L.  Ebstein Forest  Hills 

John  H.  Coughlin Troy 

Jacob  J.  Silverman . . . Staten  Island 

Hubert  B.  Segal Spring  Valley 

Maurice  J.  Elder Massena 

William  H.  Moore . Saratoga  Springs 

Louis  P.  Tischler Schenectady 

Duncan  L.  Best Middleburg 

Joseph  Y.  Roberts . . . Watkins  Glen 

Charles  M.  Smith Waterloo 

Milton  Tully Hornell 

Sumner  Kaufman Islip 

Alan  R.  Fried ....  Livingston  Manor 

Walter  Dietrich Owego 

R.  Wendell  Davis Ithaca 

Lewis  M.  Neporent Kingston 

Betty  L.  Voelker Glens  Falls 

John  Eugene  Glennon  ....  Granville 

Joseph  Asin Newark 

James  A.  Sudbay,  Jr. . Port  Chester 

Richard  T.  Williams Warsaw 

Robert  O.  Jensen Penn  Yan 
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NOW  IS  THE  TIME... 

to  review  your  securities  portfolio,  not  only  from 
the  standpoint  of  1965  income  taxes  but  also  to 
eliminate  marginal  and  uninteresting  situations. 
Now  is  also  the  time  to  be  selective. 

Our  Research  Department  has  prepared  two  care- 
fully selected  lists  of  common  stocks: 

• A 60-page  booklet  on  135  common  stocks,  ar- 
ranged by  industry,  with  brief  comments  on  each 
company  . . . useful  when  reviewing  portfolio 
positions. 

• Also  a list  of  50  Common  Stocks  Yielding  4%  or 
More. 

For  copies , address  Dept.  JM 

CARL  M.  LOEB,  RHOADES  & CO. 

Members  New  York  Stock  Exchange,  American  Stock  Exchange 
and  Principal  Commodity  Exchanges 

42  Wall  Street  New  York  10005 

Telephone:  530-4000 

375  Park  Avenue  New  York  10022 

Telephone:  530-4676 

Private  Wire  System  to  Branch  Offices,  Correspondents  and  their 
connections  in  over  100  cities  throughout  the  United  States  and  Canada. 


HELP  YOUR  COLLEAGUES! 

Have  you  sent  in  your  contribution  to  Physicians’  Home  this  year? 
Requests  for  assistance  from  your  colleagues  in  need  increase  each  year 
and  in  order  to  extend  further  beneficiary  aid  we  ask  your  help.  We 
urge  you  to  respond  to  our  appeal  for  membership  contributions  from 
every  member  of  the  Medical  Society  of  the  State  of  New  York.  Gifts 
of  securities  and  bequests  through  wills  are  also  greatly  appreciated. 
All  donations  are  tax  deductible. 

PHYSICIANS’  HOME 

750  Third  Avenue 
New  York,  N.  Y.  10017 
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Classified  Advertising  Rates 

Effective  January  1,  1965 

New  York  State  Journal  of  Medicine 

Issue  Dates:  1st  and  15  th  of  each  month. 

Closing  Date:  25  days  preceding  issue  date. 

ALL  ADVERTISEMENTS  ARE  PAYABLE  IN  ADVANCE 

Rates:  50  words  or  less,  $1 0.00  per  insertion;  additional  words  are 
1 each.  Box  numbers,  50^  extra,  per  insertion. 

Counting  Words:  Two  initials,  each  abbreviation,  figures  con- 

sisting of  5 numerals  or  less  are  counted  as  separate  words. 

For  replies,  your  name  and  address,  or  telephone  number 
should  appear  at  the  end  of  your  copy,  and  be  included  in  the 
total  number  of  words. 


Classified  Advertising 

New  York  State  Journal  of  Medicine 

750  Third  Ave.,  New  York,  N.  Y.  10017  Date 

Name 

Please  Print 

Address 

I enclose  $ to  include  $10.00  for  the  first  50  words  or  less,  plus  10^  for  each 

additional  word. 

Number  of  insertions 

Assign  a box  number  (50^  per  insertion) 
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The  New  York  and  Brooklyn  Committee  on  Trauma 
of  the  American  College  of  Surgeons,  announces 

A COURSE  IN  HAND  INJURIES 

Drs.  ERIK  MOBERG,  Paul  Lipscomb,  J.  William  Littler,  W.  Frackelton,  R.  A Malt, 
James  W.  Smith,  Richard  Eaton,  William  T.  Medl,  Rolla  D.  Campbell,  Jr.,  Chairman. 

December  2,  3,  1965  at  N.Y.U.  Medical  Center 
Fee:  $100.00;  Residents  $50.00.  Application  not  required. 

Checks  are  payable  to:  William  T.  Medl,  M.D.,  1016  Fifth  Ave.,  N.Y.,  N.Y.  10028. 


NEED  QUICK  RESPONSE? 
Want  Good  Results? 

Experience  proves  that  you  get  both  in 
the  classified  ad  section  of  the  New  York 
State  Journal  of  Medicine. 


HOLBROOK  MANOR  “SG 

Five  Acres  of  Pinewo>  ded  Grounds 

SENILE— AGED 

Non-sectarian,  oietarv  laws  observed 
Medical  Director,  O.  L.  Friedman,  M.D.,  Q.P.,  M.A.P.A. 
HOLBROOK,  L.  I.  N.  Y.  Office;  TRafalgar  7-2666 


PINEWOOD  Walter  A'MfDmPD«KTO>F' A P' A" 

EST  1930 

J.  Epstein,  M.D.,  L.F.A.PA. — L.  Wender,  M.D.,  L.F.A.P.A. 
Katonah,  N.Y.  Tel:  CEntral  2-3155  NYC,  Direct,  Tel:  CY  5-02^4 

A psychiatric  hospital  offering  individual  treatment  for  all 
nervous  and  mental  disorders,  alcoholism  and  drug  addiction. 
Psychoanalytically  oriented.  Pharmacological  and  electro- 
therapeutic  methods.  Rates — moderate. 


Index  to  Advertised  Products 


Analgesics 

Percodan  (Endo  Laboratories,  Inc.) 2639 

Antibiotics 

Terrastatin  (Pfizer  Laboratories) 2652-2653 

V-Cillin  K (Eli  Lilly  & Company) 2658 

Antibiotic  fungicides 

Mysteclin-F  (E.  R.  Squibb  & Sons) 2645 

Anticonvulsants 

Dilantin  (Parke  Davis  & Company) 2649 

Antidepressants 

Norpramin  (Lakeside  Laboratories) 2641 


Antipyretic  analgesics 

Empirin  Compound 


(Burroughs  Wellcome  & Company) 2633 

Antivertigo 

Antivert  (J.  B.  Roerig  & Co.) 2634-2635 


Appetite  suppressants 

Desbutal  (Abbott  Laboratories) 2642-2643 

Bronchopulmonary 

Bronkotabs  (Breon  Laboratories,  Inc.) 2nd  cover 

Coronary  dilators 

Persantin  (Geigy  Pharmaceuticals) 2646-2647 

Dermatologic  preparations 

pHisoHex  (Winthrop  Laboratories) 2637 

Digestive  relaxants 

Decholin-BB  (Ames  Company,  Inc.) 3rd  cover 

Elastic  stockings 

Elastic  Net  Garter  Stockings 
(F.  A.  Ritter  Company) 2654 

Hormones 

Enovid-E  (G.  D.  Searle  & Company) 2663 

Vitamins 

Stresscaps  (Lederle  Laboratories,  Inc.,  Div. 

Amer.  Cyanamid  Co.) 4th  cover 
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PHYSICIANS  WANTED 


INTERNSHIPS-AMA  APPROVED  ROTATING.  ST.  I 
Joseph’s  Hospital.  Yonkers,  New  York.  Accredited  165 
bed  hospital.  Integrated  educational  program  organized 
by  Director  of  Medical  Education:  abundant  in-patient  j 

and  out-patient  material  for  clinical  training.  Annual 
stipend  $4800,  plus  modern  living  accommodations.  Open- 
ings for  July  1966.  ECFMG  certificate  required.  Apply 
Administrator,  St.  Joseph’s  Hospital,  Yonkers,  N.  Y. 


UPSTATE  NEW  YORK  COMMUNITY  NEEDS  PHYS- 
ician.  Near  Lake  Ontario,  heart  of  dairy  and  fruit  farm- 
ing area.  Attractive  home  available.  Excellent  schools. 
Unlimited  practice.  Also  in  need  of  a dentist.  Please 
reply  to  Mr.  John  Hall,  Red  Creek,  N.Y.  13143. 


ORTHOPEDIC  SURGEON,  BOARD  ELIGIBLE  OR 
certified  associate,  leading  to  partnership  with  established 
Board  orthopedic  surgeon  engaged  in  steadily  increasing 
private  practice,  in  Queens,  Long  Island,  N.Y.C.  Good 
opportunity.  Box  252,  % NYSJM. 


EXCELLENT  OPPORTUNITY  FOR  GENERAL  PRAC- 
titioner,  Margaretville,  New  York.  Urgently  needed  due  to 
recent  vacancies.  Hospital  fully  accredited.  Recreation 
center,  adequate  educational  and  social  activities.  Min- 
imum income  guarantee.  New  building  program  initiated. 
W.  B.  Sheldon,  Admin.,  Margaretville  Hospital. 


ANESTHESIA— FOR  SURGERY  AND/OR  OBSTET- 
rics.  Full  or  part  time  positions,  New  York  City  licensed 
physicians.  Call  days:  H.  C.  Berger,  M.D.,  IL  7-1300. 


ANESTHESIOLOGIST,  BOARD  ELIGIBLE,  START 
$22-26,000.  New  department;  excellent  environment  and 
reasonable  work  load;  little  obstetrics.  Bernard  F. 
Brophey,  M.D.,  St.  Luke’s  Hospital,  Newburgh,  New  York. 


EMERGENCY  ROOM  PHYSICIANS  WANTED. 
Group  in  formation.  Full  time,  no  private  practice  j 
allowed.  Fee  for  service  with  $25,000  annual  guarantee. 
Large,  new  physical  facility  with  expanding  attendance.  1 
Thriving  industrial  city  with  excellent  residential  areas. 
N.Y.  State  license.  A.  J.  Graziani,  M.D.,  Chairman, 

E.  R.  Committee,  St.  Mary’s  Hospital,  Rochester,  N.Y. 


ANESTHESIOLOGIST— PITTSFIELD  GENERAL  HOS- 
pital,  Pittsfield,  Massachusetts.  Position  available  Jan- 
uary 1966.  Board  eligible  or  certified.  Salary  commen- 
surate with  training  and  experience.  263  beds,  all  types  of 
surgery.  Approved  residency  training  program.  Con- 
tact W.  R.  Padget,  M.D.,  Director  of  Anesthesiology. 


GENERAL  PRACTITIONER  OR  INTERNIST 
wanted  for  group  practice,  full  time;  attractive  working 
conditions;  hours  can  be  arranged;  good  stipend.  Re- 
spond with  curriculum  vitae  to  Box  264,  % NYSJM. 


INTERNIST  WANTED,  UNDER  45  YEARS  QF  AGE, 
to  join  a medical  group  in  Ellenville,  N.Y.  Write  or  call 
Ellenville  Medical  Group,  Ellenville,  N.  Y.  (914)  647- 
5300. 


PHYSICIANS  WANTED— CONT’D 


GENERAL  PRACTITIONER  TO  JOIN  ME  IN  LARGE 
family  practice  with  swift  partnership.  Ideal  office. 
100,000  industrial  community.  Boris  A.  Golden,  M.D., 
720  Park  Place,  Niagara  Falls,  N.Y. 


WANTED.  YOUNG,  GENERAL  PRACTITIONER. 
N.Y.S.  License.  20  miles  from  Rochester.  Rapidly 
growing  community.  Home  of  Kordite  Corporation. 
Near  school,  churches  and  hospitals.  Very  few  night  calls. 
Expect  to  retire  in  few  years.  Write  to  73  Main  Street, 
Macedon,  New  York. 


EQUIPMENT 


FOR  SALE:  SANBORN  VISO-CARDIETTE,  MODEL 
51,  20  MA  Mattern  vertical  fluoroscope.  Doctor’s  office 
furniture  and  other  equipment.  Everything  in  good  con- 
dition. Reasonable.  Call  787-5995,  7 p.m.-9  p.m. 


POSITIONS  WANTED 


MEDICAL  ASSISTANTS  AND  SECRETARIES.  LAB- 
oratory  and  X-Ray  Techs.  Well  trained  and  highly  quali- 
fied personnel  (male  & female).  Phone  CH  2-2330  Ext. 
6,  Placement  Dept.,  or  write  Eastern  School  for  Physicians’ 
Aides,  Dept.  69,  85  Fifth  Ave.,  New  York  3,  N.  Y. 
(Founded  1936  by  two  member  physicians.) 


GENERAL  SURGEON,  BOARD  ELIGIBLE,  AGE  39, 
family,  considerable  experience,  desires  location  in  as- 
sociation, group,  or  solo  in  New  York  State,  preferably 
New  York  City  metropolitan  area.  Box  257,  % NYSJM 


SALARIED  POSITION,  AGE  35,  BOARD  QUALIFIED 
dermatologist,  one  year  practice  in  Manhattan,  seeks 
interesting  and  profitable  position  in  dermatology  or 
general  medicine  with  industrial,  pharmaceutical,  institu- 
tional or  group  concern;  in  or  near  N.Y.C.  Will  travel. 
Box  261,  % NYSJM. 


OBS-GYN : DIPLOMATE  OF  AMERICAN  BOARD, 

F.A.C.S.;  ethical,  highest  references;  available  immedi- 
ately. Desires  association  with  group,  hospital  or  in- 
dividual. Box  265,  % NYSJM. 


DERMATOLOGIST  OF  BROAD  BACKGROUND  SEEKS 
group  association,  position,  or  desirable  practice  location 
upon  completion  of  residency  June  1966.  Box  266,  % 
NYSJM. 


ANESTHESIOLOGIST,  AMERICAN  BOARD  CERTI- 
fied,  available  part  time.  New  York  metropolitan  area. 
Box  268,  % NYSJM. 


2742  New  York  State  Journal  of  Medicine  / November  1,  1965 


PRACTICES  FOR  SALE  OR  RENT 


LONG  ISLAND,  SOUTH  SHORE,  ACTIVE  GENERAL 
practice,  on  main  highway,  center  of  town.  Modern,  2 
doctor,  7 room  office  attached  to  2 story  attractive  home 
with  2 car  garage  and  own  parking  area.  Immediate 
practice  and  income.  Obstetrics  if  desired.  Also  suitable 
for  specialists.  Retiring.  Box  250,  % NYSJM. 


FOR  SALE:  DERMATOLOGY  PRACTICE,  WELL 

established  in  same  office  in  Brooklyn  Heights  for  26 
years.  Attractive  and  well-equipped  office.  Excellent 
location  in  rapidly  growing  residential  area.  Near  large 
modern  general  hospital.  Box  262,  % NYSJM. 


GENERAL  PRACTICE  ESTABLISHED  10  YEARS; 
home-office  in  beautiful  eastern  Suffolk  community. 
Doctor  leaving  town.  Will  introduce.  Box  267,  % NYSJM 


GENERAL  PRACTICE  OF  RECENTLY  DECEASED 
physician.  Bay  Ridge-Boro  Park.  Active,  well  estab- 
lished lucrative  practice,  includes  50%  compensation 
cases.  Fully  furnished  office  and  waiting  room  including 
physiotherapy  equipment  in  excellent  condition.  Prac- 
tice available  with  or  without  apartment.  Contact  Mrs. 
Brachfeld,  921-57th  Street,  Brooklyn,  N.Y.  11219.  Tele- 
phone GEdney  6-7883. 


REAL  ESTATE  FOR  SALE  OR  RENT 


80’S  EAST  (5TH  AVE.).  BEAUTIFUL  TOWNHOUSE. 
Professional  office:  5 rms.,  fir.  thru,  1,000  sq.  ft.  Separate 
entrance.  $350  mo.  Hanfield,  Callen,  Ruland  & Benja- 
min ,434  Sixth  Ave.  (Miss  Preziosi),  OR  4-9100. 


FURNISHED  OR  UNFURNISHED  SUITES  AVAIL- 
able.  Ideal  for  specialists.  Flower  Hill  Medical  Bldg., 
Roslyn,  N.  Y.  (516)  MA  7-2840. 


BRIARCLIFF  MANOR,  WESTCHESTER  COUNTY, 
N.Y.  150-year  old  farm-colonial,  $52,900;  ten  rooms 
(6  bedrooms),  baths,  new  “House  & Garden”  kitchen - 
famiiy  room;  circular  driveway,  lushly  landscaped  acre- 
plus.  Excellent  Briarcliff  schools,  pool  and  supervised  re- 
creational facilities.  Owner  will  take  second  mortgage. 
Contact:  Samuel  Fields,  (914)  941-8700. 


NEW  YORK,  DUTCHESS  COUNTY.  NEW  PROFES- 
sional  building  on  main  business  highway  between  Fish- 
kill  and  Poughkeepsie.  Several  offices  available.  Oc- 
cupants include  OB/Gyn.,  D.D.S.,  and  orthodontist. 
Address  Martin  Rabin,  D.D.S.,  65  South  Clinton  St., 
Poughkeepsie,  New  York.  Phone  (914)  454-0322. 


FOR  SALE:  PROFESSIONAL  RESIDENCE,  HUNTING- 
ton  Village,  Long  Island.  Large,  modernized,  beautiful, 
historic  house;  10  rooms.  One  acre  on  busy  corner. 
Box  258,  % NYSJM,  or  call  (516)  265-5111. 


8 FAMILY  CORNER  HOUSE,  2 ENTRANCES,  EAST- 
em  Pkwy,  Brooklyn.  Near  Brooklyn  Museum.  Suitable 
for  physicians.  Tel.  (516)  CH  8-6660,  Mon.,  Thurs.  & 
Fri.  5-6  p.m. 


SOLID  BRICK,  CORNER  14  ROOM,  ONE  FAMILY 
home,  Queens.  Four  car  garage.  Ideal  for  professional 
man.  Woodhaven  Blvd.,  200  ft.  from  Jamiaca  Ave.  Busy 
intersection;  two  bus  lines,  BMT  stop.  Plot  40  X 100. 
Price  $40,000.  Cash  required  $16,000.  Call  5—9  p.m. 
weekdays;  10-12  noon  weekends.  VI  6-8073. 


BROOKLYN 
Brighton-Manhattan  Beach 

FOR  GENERAL  MEDICAL 
PRACTICE  OR  SPECIALTY 

Rare  oppty.  to  locate  in  Brooklyn  prestige  apt. 
address.  600  high-income  families.  Thousands 
more  in  adjoining  bldgs.  Close  to  subways,  high- 
ways, all  bus  lines.  Luxury  bldg,  services  include 
rivate  street,  doorman,  parking, 
our  suite  has  private  entry,  6 Rooms,  1200  sq. 
ft.  of  space,  air  end.  Successful  dentist  in  next 
office. 

Call  Mr.  Reiss,  SH  3-1600 

SEACOAST  TOWERS 

35  Seacoast  Terrace  at  the  Boardwalk 


RESORT  TOWN— HOME  FOR  SALE 

Large  1 1 room  house,  6 bathrooms,  located  in  center 
of  Wurtsboro,  N.  Y.  Ideal  location  for  small  Med- 
ical Center.  Doctor  needed  in  area.  Lot  56'  x 
225';  2 story  garage.  Desirable  income  property. 

Mrs.  George  Cooper,  P.O.  Box  327,  Wurtsboro,  N.Y. 


REAL  ESTATE  FOR  SALE  OR  RENT— CONT’D 


FIFTY-FIVE  YEAR  OLD  DOCTOR,  ENTERING 
State  service,  has  discontinued  private  practice.  We  are 
offering  a delightful  4-bedroom  home,  complete  with  a 
modern  set  of  doctors’  offices  separate  on  the  same  prem- 
ises. Excellent  parking,  professional  potential  unlimited.. 
An  unusual  opportunity.  Write  or  call  Arthur  M.  Golden 
Realtor,  7 Clinton  Place,  Utica,  New  York.  (315)  SW 
7-2390. 

9 ROOM  PROFESSIONAL  OFFICE  BLDG  FULLY 
equipped.  Active  practice  and  attached  house  with  two 
rentals;  3 entrances;  plot  100'  X 110'.  Formerly  used 
by  outstanding  physician  and  surgeon  for  33  yrs.  Flat- 
lands  area  in  Brooklyn.  Near  new  hi-rise  apts.  Call 
CL  7-4245  or  CL  7-0288,  or  write  Box  263,  % NYSJM. 

WOODMERE,  LONG  ISLAND.  RANCH,  CUSTOM- 
Built.  Luxurious.  Corner.  200  X 100.  Beautiful 
landscaping.  11  rooms,  5 bedrooms,  4 baths.  Large 
elegant  den.  Many  extras.  2-room  suite  ideal  for  pro- 
fessional office.  $59,000.  Principals  only.  Phone  516- 
FR.  4-0275. 

SUITABLE  FOR  DOCTOR  OR  DENTIST.  RESIDEN CE 
and  five  room  office.  Centrally  located.  Hospitals, 
churches,  schools.  Separate  entrance.  Custom  built 
colonial.  Central  hall,  large  living  room,  fireplace,  dining 
room,  breakfast  room,  two  full  bathrooms,  two  lavatories, 
five  bedrooms,  full  basement,  playroom;  garage  attached. 
Doctor  retiring.  Charles  Aitcheson,  M.D.,  575  Palisade 
Avenue,  Yonkers,  N.Y. 


PRESTIGE  LOCATION 

For  Medical — Dental  Group 
and  Individual  Practitioners. 

“EXECUTIVE  TOWERS” 

1020  GRAND  CONCOURSE,  BRONX 
23-Story  Air  Conditioned  Apt.  Bldg,  (corner  165th  St) 


Exclusively  Reserved  for  Professional  use. 
PRIVATE  ENTRANCES 
2 FLOORS  • PRIVATE  ELEVATORS 
CENTRAL  AIR-CONDITIONING 

IMMEDIATE  OCCUPANCY 

Apply  Renting  Office  on  property  • CY  3-5545 
Carol  Management  Corp. 

Owner — Builder 
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19th  CLINICAL  COHVEHTIOH  OF  THE  AMA 


PHILADELPHIA,  PA.-NOV.  28^DEC.  1, 1965 

Plan  to  attend  the  world's  most  comprehensive  four-day  postgraduate  course  in 
recent  developments  in  medical  science,  and  participate  in  the  observance  of  the 
founding  of  the  first  medical  college  established  in  this  country— the  Medical  School 
of  the  University  of  Pennsylvania. 

This  postgraduate  refresher  course,  conducted  by  the  nation's  outstanding  medical 
authorities,  will  be  presented  for  you  in  historical  Philadelphia.  Philadelphia  has 
many  luxurious  hotels  and  colorful  restaurants.  Mail  the  enclosed  registration  and 
room  reservations  coupons  now! 

TWO  POSTGRADUATE  COURSES:  Gynecology  and  Obstetrics;  and  Cardiovascular 
Therapeutics  (each  to  be  presented  in  3 half-day  sessions)  BREAKFAST  ROUND- 
TABLE DISCUSSIONS:  Gynecologic  Difficulties  in  the  Adolescent  • Early  Manage- 
ment of  Traffic  Accident  Patients  • Common  but  Worrisome  Pediatric  Problems 
•The  Nature  of  Chronic  Bronchitis  and  Pulmonary  Emphysema  • Prevention  of  Long 
Term  Illness:  A Practical  Approach  • Clinical  Uses  of  Electroencephalography 
SCIENTIFIC  SESSIONS:  Ulcerative  Colitis  • Pediatrics  • Chemotherapy  of  Cancer 

• Preventive  Surgery  in  Cancer*  Bacterial  Infections  • Ultraviolet  Irradiation  in 
Medicine  • Genetics  • Current  Status  of  Drug  Therapy  in  Rheumatology  • Psychiatry 

• Urology  • Gastrointestinal  Surgery  • Cardiovascular  Surgery  • Current  Concepts 
of  Shock  • Computers  in  Medicine  • Pain  in  the  Back  • Orthopedics  • Common 
Otology  Problems  • Eye  Problems  and  the  Non-Ophthalmologist  • CLOSED  CIRCUIT 
COLOR  TELEVISION  .MOTION  PICTURE  PREMIERES*  Hundreds  of  SCIENTIFIC 
AND  INDUSTRIAL  EXHIBITS 

The  complete  scientific  program,  plus  forms  for  advance  registration  and 
hotel  accommodations,  will  be  featured  in  JAMA  October  25 


The  Somatic  Mask: 
menstrual  irregularities 


menopause  or 
psychic  tension? 

Menstrual  irregularities,  along  with  hot  flashes,  fatigue, 
discomfort,  arthralgia  and  other  complaints,  are  classic 
signs  and  symptoms  of  the  menopause.  In  many  cases, 
however,  the  symptoms  may  represent  a “somatic  mask” 
— a psychophysiological  equivalent  of  psychic  tension. 


When  symptoms  stem  from  emotional  problems  or 
stressful  situations,  Valium  (diazepam)  usually  helps  the 
patient  feel  calmer  as  it  alleviates  troubling  symptoms. 
Its  action  is  normally  prompt,  even  in  patients  who 
failed  to  benefit  from  other  tranquilizers.  And  positive 
results  generally  are  achieved  without  impairing  aware- 
ness or  interfering  with  usual  activities.  While  ataxia 
and  drowsiness  may  occur,  such  side  effects  are  avoid- 
able in  most  instances  with  dosage  adjustment. 


Valium 


(diazepam) 


In  prescribing:  Dosage  — Adults:  Mild  to  moderate  psycho- 
neurotic reactions,  2 to  5 mg  b.i.d.  or  t.i.d.;  severe  psychoneu- 
rotic reactions,  5 to  10  mg  t.i.d.  or  q.i.d.;  alcoholism,  10  mg 
t.i.d.  or  q.i.d.  in  first  24  hrs,  then  5 mg  t.i.d.  or  q.i.d.  as  needed; 
muscle  spasm  with  cerebral  palsy  or  athetosis,  2 to  10  mg  t.i.d. 
or  q.i.d.  Geriatric  patients:  1 or  2 mg/day  initially,  increase 
gradually  as  needed. 

Contraindications:  Infants,  patients  with  history  of  con- 
vulsive disorders  or  glaucoma. 

Warning:  Not  of  value  in  the  treatment  of  psychotic  pa- 
tients, and  should  not  be  employed  in  lieu  of  appropriate 
treatment. 

Precautions:, Limit  dosage  to  smallest  effective  amount  in  eld- 
erly patients  (not  more  than  1 mg,  one  or  two  times  daily)  to 
preclude  ataxia  or  oversedation.  Advise  patients  against  pos- 
sibly hazardous  procedures  until  correct  maintenance  dosage 
is  established;  driving  during  therapy  not  recommended.  In 
general,  concurrent  use  with  other  psychotropic  agents  is  not 
recommended.  Warn  patients  of  possible  combined  effects  with 
alcohol.  Safe  use  in  pregnancy  not  established.  Observe  usual 
precautions  in  impaired  renal  or  hepatic  function  and  in  pa- 
tients who  may  be  suicidal;  periodic  blood  counts  and  liver 
function  tests  advisable  in  long-term  use.  Cease  therapy  grad- 
ually. 

Side  Effects:  Side  effects  (usually  dose-related)  are  fatigue, 
drowsiness  and  ataxia.  Also  reported:  mild  nausea,  dizziness, 
blurred  vision,  diplopia,  headache,  incontinence,  slurred  speech, 
tremor  and  skin  rash;  paradoxical  reactions  (excitement,  de- 
pression, stimulation,  sleep  disturbances  and  hallucinations) 
and  changes  in  EEG  patterns.  Abrupt  cessation  after  prolonged 
overdosage  may  produce  withdrawal  symptoms  similar  to 
those  seen  with  barbiturates,  meprobamate  and  chlordiazepox- 
ide  HC1. 

Supplied:  Tablets,  2 mg,  5 mg  and  10  mg;  bottles  of  50. 

Roche  Laboratories 
Division  of  Hoffmann -La  Roche  Inc. 

Nutley.N.J.  07110 
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For  predictability  of  action, 
purity,  and  uniform  potency... 

The  original  DIGITOXIN 

DIGITALINE  NATIVELLE® 

Presented  in  a full  range  of 
convenient  dose  forms,  all 
interchangeable  by  reason  of 
total  absorption. 

For  complete  prescribing  information 
See  package  circular,  P.  D.  R.  or  write: 

Professional  Service  Division 
E.  Fougera  & Company,  Inc. 


In  asthma  and  emphysema,  OPTIPHYLLIN 
with  its  high  absorption  index  attains : * 
predictable,  dependable  therapeutic  - 
blood  levels,  thereby  relieving  the  feeling  !2 
of  “internal  suffocation”.  Prolonged  j ; 
periods  of  remission  and  reduction  in  the  . 

severity  of  attacks  extend  the  s 
“atmosphere  of  freedom.’ 

I 

The  refreshing  green  mint  flavor  of 
OPTIPHYLLIN  tends  to  assure  patient 
acceptability  and  to  prevent  drug  fatigue. 
Thus  for  efficacy  and  acceptability,  it  is 
a drug  of  first  choice  in  the  treatment  : 
of  asthmatic  conditions. 

Indicated  in  the  management  of  bronchial 
asthma,  emphysema  and  other  pulmonary 
disorders  associated  with  bronchospasm. 


PRODUCTS  OF  NATIVELLE  INC.  DISTRIBUTED  BY  E.  FOUGERA  & CO.,  INC.,  HICKSVILLE,  NEW  YORK 


Air  for  the  asthmatic, 
in  an  atmosphere  of  freedom. 


T 


)osage  (Calibrated  dosage  cup  dispensed  with  each  prescription) 
h Each  15  ml.  (1  tablespoonful)  contains  theophylline  80  mg.,  20%  alcohol. 
i fhe  adult  dose  in  acute  asthma  attacks  is  75  ml.  of  OPTIPHYLLIN, 
i jrovided  theophylline  in  any  form  has  not  been  given  in  the  preceding 
> 12  hours.  A maintenance  dose  of  30  ml.  of  OPTIPHYLLIN  can  be  initiated 
'<  > to  8 hours  later  and  maintained  t.i.d.  Maintenance  doses  in  chronic 
u Dulmonary  conditions  associated  with  bronchospasm  and  in  emphysema 
i /ary  from  45  ml.  to  30  ml.  t.i.d. 

.<  rhe  pediatric  dose  in  acute  asthma  is  0.5  ml.  per  pound  of  body  weight, 

1 lot  to  be  repeated  in  less  than  6 hours,  and  not  more  than  2 such  dosages 
I :o  be  given  in  24  hours.  Maintenance  dosage  varies  from  0.3  ml.  to  0.2  ml. 

I oer  pound  of  body  weight  t.i.d.  until  therapeutic  effect  is  obtained. 

:| OPTIPHYLLIN  is  best  absorbed  on  an  empty  stomach.  (Since  nausea 
land  vomiting  usually  herald  early  signs  of  excessively  high  theophylline 
Ib/oocf  levels,  these  manifestations  should  serve  as  early  warning  signs 
Ifo  reduce  or  discontinue  further  administration  of  OPTIPHYLLIN.) 
t Side  effects  and  precautions.  As  with  all  theophylline  preparations, 

J occasional  nausea,  epigastric  and  substernal  burning  pain  and  rare 
I episodes  of  vomiting  may  be  encountered.  Other  minor  complaints  are 
J palpitations,  dizziness,  nervousness  and  headache.  Overdosage, 

I particularly  in  children,  has  led  to  severe  vomiting,  convulsions  and 
I lethargy.  Theophylline  should  be  given  with  caution  in  the  presence  of 
1 peptic  ulcer  and  gout. 


Opti 

phylliri 

theophylline 

elixir 


See  how  much  more  acceptable  this 
“cordial”  green  mint  flavor  can  be... 
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Scientific  Articles 

2783  von  Willebrand’s  Disease:  Entity  or  Syndrome? 

Eric  J.  Wake , M.D.,  and  Peter  D.  McClure , M.D. 

2793  Congenital  Aortic  Stenosis 

Robert  Rosenthal , M.D. , and  Joseph  T.  Doyle , M.D. 

2797  Femoral  Venous  Hum 

Charles  K.  Tashima,  M.D. 

Recent  Advances  in  Medicine  and  Surgery 

2800  Galactorrhea,  a Review 

Richard  Relkin,  M.D. 

Clinicopathologic  Conference 

2808  Sinusitis,  Nodules  in  Lungs,  and  Hard  Prostate 
The  Roosevelt  Hospital 

Nutrition  Excerpts 

2816  Malnutrition  in  Early  Life  and  Mental  Development 
Richard  H.  Barnes , Ph.D. 

Correlation  Conferences  in  Radiology  and  Pathology 

2818  Lesion  in  Left  Upper  Thorax  with  Pain  in  Left  Arm 
Upstate  Medical  Center  at  Syracuse 

Clinical  Anesthesia  Conference 

2822  Tachycardia  During  Anesthesia  in  Children 

Case  Reports 

2824  Chronic  Nonpuerperal  Inversion  of  Uterus  Associated  with  Undifferentiated  Car- 
cinoma 

M.  Leon  Tancer,  M.D. , F.A.C.S.,  Hobart  Brockway,  M.D.,  and  Cyril  Solomon , 
M.D. 

2827  Giant  Hemangioma  of  Leg 
John  J.  Bowe,  M.D. 

continued  on  page  2750 
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lessen  debilitation  of  trauma... 

After  surgery  or  injury,  particularly  in  the  older  patient,  protein  is  mobilized  from  normal  tissue  for  the  repair 
of  damaged  tissue,  frequently  resulting  in  weakness,,  loss  in  body  weight,  and  general  debilitation  relative  to 
the  degree  of  stress  or  tissue  damage  inflicted.  Supportive  anabolic  therapy  reverses  tissue-depleting  proc- 
esses, and  increases  the  rate  of  protein  synthesis  by  making  more  dietary  protein  available  for  tissue  building. 
Recovery  and  repair  are  further  aided  by  improvement  in  appetite,  increased  strength  and  sense  of  well-being, 
and  often  gratifying  gains  in  weight. 

Supportive  anabolic  therapy,  with  proper  dietary  protein  intake,  can  make  a remarkable  difference. 


wiNsrnoL 


® I brand  of 


STAN0Z0L0L 


Sfflinfhrap 


supportive  oral  anabolic  therapy  • potent  • well-tolerated 


WINSTROL  combines  potent  oral  anabolic  activity  with  outstanding 
tolerance,  and  is  remarkably  free  of  side  effects.  Although  its  andro- 
genic effect  is  very  low*,  women  and  children  should  be  observed  for 
signs  of  slight  virilization  (hirsutism,  acne,  voice  change,  and  enlarge- 
ment of  phallus  or  clitoris),  and  young  women  may  experience  milder 
or  shorter  menstrual  periods.  These  effects  are  reversible  when  dosage 
is  decreased  or  therapy  discontinued,  with  the  exception  of  voice 
change  and  hirsutism  which  may  progress  to  an  irreversible  stage  on 
continuation  of  therapy.  Patients  with  impaired  cardiac  or  renal  func- 
tion should  be  closely  observed  because  of  the  possibility  of  sodium 
and  water  retention.  Liver  function  tests  may  reveal  an  increase  in 
BSP  retention,  particularly  in  elderly  patients,  in  which  case  therapy 
should  be  discontinued.  Because  anabolic  steroids  accelerate  growth 
and  maturation  of  bone,  precautions  should  be  taken  when  adminis- 
tered to  infants  or  children  in  whom  full  growth  and  epiphysial 
closure  have  not  yet  occurred.  If  the  bone  age  and  growth  of  the 
child  are  essentially  normal  the  anabolic  agent  should  not  be  given 
I for  more  than  three  months,  and  then  only  if  there  is  a clear  indica- 
| tion.  If  growth  and  bone  age  are  well  below  normal  because  of 


chronic  or  prolonged  disease,  continuous  therapy  may  be  given  for  a 
year  or  more,  provided  bone  maturation  is  carefully  checked  by  x-ray 
studies  every  three  to  six  months.  Since  skeletal  stimulation  may  con- 
tinue for  six  months  after  therapy  has  been  stopped,  it  is  recom- 
mended that  the  drug  be  discontinued  well  before  bone  maturation 
reaches  the  norm  for  chronologic  age.  Contraindications:  Although  it 
has  been  used  in  patients  with  cancer  of  the  prostate,  its  mild  andro- 
genic activity  is  considered  by  some  investigators  to  be  a contraindica- 
tion. Should  not  be  used  during  pregnancy. 

Dosage  in  adults,  usually  1 tablet  t.i.d.;  young  women,  1 tablet  b.i.d.; 
children  (school  age),  up  to  1 tablet  t.i.d.;  children  (pre-school  age), 
y2  tablet  b.i.d. 

Shows  best  results  when  administered  with  a high  protein  diet.  Avail- 
able as  scored  tablets  of  2 mg.  in  bottles  of  100. 

♦The  therapeutic  value  of  anabolic  agents  depends  on  the  ratio  of 
anabolic  potency  to  androgenic  effect.  This  anabolic-androgenic  activ- 
ity ratio  of  Winstrol  is  greater  than  that  of  all  the  oral  anabolic  agents 
currently  in  use.  Winthrop  Laboratories,  New  York,  N.Y.  10016 
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When  you  decide  vour  patients’  dietary  fat  should  be  modified,  remember... 


Fleischmann’s  is  Lowest  in  Saturated  Fat 
of  the  nation’s  leading  margarines 


Fleischmann’s  is  made  from  100% 
corn  oil.  Over  half  of  this  remains 
in  liquid  form  for  high  linoleic 
content . . . the  balance  is  partially 
hydrogenated  for  flavor  and 
spreadability.  Consequently, 
Fleischmann’s  is  a “special”  mar- 
garine, lowest  in  saturated  fat  of 
the  nation’s  leading  margarines.  A 
“special”  margarine  is  one  of  the 
most  important  sources  of  poly- 
unsaturates in  the  average  diet. 
Only  Fleischmann’s  offers  all  of 
these  extra  benefits: 


Lightly  Salted  in  golden  package 


(1)  Exceptionally  high  P/S  ratio 

. . . Fleischmann’s  Margarine  has 
a 1.7  to  1 ratio  (27.5 % cis,  cis 
linoleic  acid).  Using  Fleisch- 
mann’s instead  of  butter  or  regu- 
lar margarines  increases  intake  of 
polyunsaturates  while  lowering 
intake  of  saturated  fat. 

(2)  Made  from  100%  corn  oil... 
The  only  oil  used  in  making 
Fleischmann’s  is  100%  corn  oil. 
Some  so-called  corn  oil  marga- 
rines are  mixtures  of  cottonseed 
or  soybean  oil  with  corn  oil. 


(3)  Light  delicate  flavor. .. Deli- 
cious taste  has  made  Fleisch- 
mann’s America’s  largest  selling 
“special”  margarine. 

(4)  Lightly  Salted  and  Unsalted 
. . . Fleischmann’s  comes  both 
ways.  What’s  more,  Fleisch- 
mann’s Unsalted  Margarine  is 
dietetically  sodium-free.  It’s  lo- 
cated in  the  frozen  food  section. 

(5)  National  availability ...  Un- 
like most  brands,  both  Fleisch- 
mann’s can  be  found  in  virtually 
every  food  store  in  America. 


Unsalted  in  green  foil  package 
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An  eminent  role  in 
medical  practice 

• Clinicians  throughout  the  world  con- 
sider meprobamate  a therapeutic 
standard  in  the  management  of  anxi- 
ety and  tension. 

• The  high  safety-efficacy  ratio  of 
‘Miltown’  has  been  demonstrated  by 
more  than  a decade  of  clinical  use. 


Indications:  ‘Miltown’  (meprobamate)  is  ef- 
fective in  relief  of  anxiety  and  tension  states. 
Also  as  adjunctive  therapy  when  anxiety 
may  be  a causative  or  otherwise  disturbing 
factor.  Although  not  a hypnotic,  ‘Miltown’ 
fosters  normal  sleep  through  both  its  anti- 
anxiety and  muscle-relaxant  properties. 
Contraindications:  Previous  allergic  or  idio- 
syncratic reactions  to  meprobamate  or 
meprobamate-containing  drugs. 
Precautions:  Careful  supervision  of  dose 
and  amounts  prescribed  is  advised.  Consider 
possibility  of  dependence,  particularly  in  pa- 
tients with  history  of  drug  or  alcohol  addic- 
tion; withdraw  gradually  after  use  for  weeks 
or  months  at  excessive  dosage.  Abrupt  with- 
drawal may  precipitate  recurrence  of  pre- 
existing symptoms,  or  withdrawal  reactions 
including,  rarely,  epileptiform  seizures. 
Should  meprobamate  cause  drowsiness  or 
visual  disturbances,  the  dose  should  be  re- 
duced and  operation  of  motor  vehicles  or 
machinery  or  other  activity  requiring  alert- 
ness should  be  avoided  if  these  symptoms 


Miltown* 

(meprobamate) 

possibly  be  increased  by  meprobamate. 
Grand  mal  seizures  may  be  precipitated  in 
persons  suffering  from  both  grand  and  petit 
mal.  Prescribe  cautiously  and"  in  small  quan- 
tities to  patients  with  suicidal  tendencies. 

Side  effects:  Drowsiness  may  occur  and, 
rarely,  ataxia,  usually  controlled  by  decreas- 
ing the  dose.  Allergic  or  idiosyncratic  re- 
actions are  rare,  generally  developing  after 
one  to  four  doses.  Mild  reactions  are  char- 
acterized by  an  urticarial  or  erythematous, 
maculopapular  rash.  Acute  nonthrombocy- 
topenic purpura  with  peripheral  edema  and 
fever,  transient  leukopenia,  and  a single 
case  of  fatal  bullous  dermatitis  after  admin- 
istration of  meprobamate  and  prednisolone 


rare  cases  of  h>T>ersensitivity  may  produce 
fever,  chills,  fainting  spells,  angioneurotic 
edema,  bronchial  spasms,  hypotensive  crises 
(1  fatal  case),  anuria,  anaphylaxis,  stoma- 
titis and  proctitis.  Treatment  should  be 
symptomatic  in  such  cases,  and  the  drug 
should  not  be  reinstituted.  Isolated  cases  of 
agranulocytosis,  thrombocytopenic  purpura, 
and  a single  fatal  instance  of  aplastic  ane- 
mia have  been  reported,  but  only  when  other 
drugs  known  to  elicit  these  conditions  were 
given  concomitantly.  Fast  EEG  activity  has 
been  reported,  usually  after  excessive  me- 
probamate dosage.  Suicidal  attempts  may 
produce  lethargy,  stupor,  ataxia,  coma, 
shock,  vasomotor  and  respiratory  collapse. 
Usual  adult  dosage:  One  or  two  400  mg. 
tablets  three  times  daily.  Doses  above  2400 
mg.  daily  are  not  recommended. 

Supplied:  In  two  strengths:  400  mg.  scored 
tablets  and  200  mg.  coated  tablets. 

Before  prescribing,  consult  package  circular. 

WALLACE  LABORATORIES 


directing  traffic  is  enough  of  a problem... 

without  suffering-  the  excruciating  discomfort  of 
pruritus  ani.  ARISTOCORT  Triamcinolone  Acetonide 
Cream  is  highly  active  against  the  embarrassing  and 
intolerable  irritation  of  pruritus  ani  and  vulvae.  Sparing 
application  to  the  affected  area— 3 to  4 times  daily— 
usually  provides  rapid  relief  when  other  measures  prove 
inadequate.  And  when  excoriation  of  the  area  raises  the 
threat  of  infection,  NEO-ARISTOCORT  Neomycin 
Sulfate-Triamcinolone  Acetonide  will  also  provide 
prophylaxis  against  a wide  range  of  skin  pathogens.  A 
possible  side  effect  may  be  local  skin  sensitization  due  to 
neomycin.  Steroid-related  systemic  effects  ( including 
subcapsular  cataract)  are  possible.  Contraindications  (both 
forms) : tuberculosis  of  the  skin,  herpes  simplex,  chickenpox, 
vaccinia,  and  fungal  disease.  Prescribe  tubes  of  5 or  15  Gm. 
Also  available  in  % lb.  jars. 


TOPICAL  CREAM  0.1%,. 
AND  OINTMENT  0.1% 


Triamcinolone  Acetonide 


Aristocort 


CREAM  0.1%  AND 
OINTMENT  0.1% 


Neomycin  Base  (0.35%)  — Triamcinolone  Acetonide  (0.1%) 


LEDERLE  LABORATORIES  • A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.Y. 
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Medical  Meetings 


Allergy  Society  schedules  program 

The  New  York  Allergy  Society  is  presenting  a 
program  November  17  at  the  Brass  Rail  Restau- 
rant, 100  Park  Avenue  at  East  40th  Street,  New 
York  City.  Baruj  Benacerraf,  M.D.,  professor 
of  pathology,  New  York  University  School  of 
Medicine,  will  speak  on  “Antibody  Types  in 
Experimental  Animals  and  Their  Biological 
Properties.” 

Brookdale  Hospital  offers  seminar 

The  placenta  is  to  be  the  subject  of  the  next 
Bela  Schick  Seminar  sponsored  by  the  De- 
partment of  Pediatrics  of  The  Brookdale  Hos- 
pital Center.  The  seminar  is  scheduled  for 
December  2 at  8:00  p.m.  at  The  Brookdale 
Hospital  Center,  Rockaway  Parkway  and 
Linden  Boulevard,  Brooklyn,  New  York. 

Speakers  include  Joseph  Dancis,  M.D.,  pro- 
fessor of  pediatrics,  New  York  University  School 
of  Medicine,  on  “An  Introduction  to  Placentol- 
ogy,”  and  William  Blanc,  M.D.,  associate  pro- 
fessor of  pathology,  Columbia  University  Col- 
lege of  Physicians  and  Surgeons,  on  “Placental 
Clues  to  Fetal  Neonatal  Disorders.” 

Heart  Association  plans  symposium 

The  New  York  Heart  Association  is  present- 
ing a symposium  on  Macromolecular  Metab- 
olism on  December  3 and  4 at  the  Biltmore 
Hotel  in  New  York  City.  Alfred  P.  Fishman, 
M.D.,  president  of  the  New  York  Heart  Associ- 
ation, will  preside. 

Speeches  and  discussion  for  the  Friday  morn- 
ing session  will  be  concerned  with  DNA  and 
alterations  of  DNA.  The  afternoon  session  will 
be  devoted  to  DNA  structure.  Saturday  morn- 
ing’s session  will  be  on  genetic  transformation 
and  the  afternoon  session  on  ways  to  approach 
the  biosynthesis  of  macromolecules. 

Seminar  to  discuss  inhalation  therapy 

An  all-day  seminar  on  inhalation  therapy  is 
scheduled  for  December  4 from  8:30  a.m.  to 
4:30  p.m.  at  the  City  Hospital  Center  at  Elm- 

Material  for  inclusion  in  the  medical  meetings  section  must 
be  received  six  weeks  prior  to  publication  date. 


hurst,  79-01  Broadway,  Elmhurst,  New  York. 
The  seminar  is  being  held  under  the  auspices  of 
the  Department  of  Anesthesia.  There  is  no 
registration  fee,  and  complimentary  luncheon 
will  be  served. 

Three  awards  to  be  made  at 
Fertility  Society’s  annual  meeting 

Three  awards  will  be  made  at  the  annual 
scientific  meeting  of  The  American  Fertility 
Society  to  he  held  April  29  through  May  1, 

1966,  at  the  Drake  Hotel  in  Chicago. 

The  Carl  G.  Hartman  Grant-in- Aid,  consist- 
ing of  $750,  will  be  awarded  to  the  Awards 
Committee’s  choice  of  the  most  promising  young 
man  in  residency  training  in  obstetrics  and 
gynecology.  The  award  is  for  the  purpose  of 
helping  the  doctor  meet  expenses  in  attending 
scientific  meetings  or  visiting  clinical  and  re- 
search centers.  The  I.  C.  Rubin  Award  of  $250, 
together  with  a Certificate  of  Merit,  will  be 
awarded  to  the  author  of  the  paper  deemed  by 
the  Awards  Committee  to  be  the  most  significant 
contribution  appearing  in  the  journal  Fertility 
and  Sterility  during  the  year  1965.  The  Ortho 
Medal  and  $1,000  will  be  awarded  to  the  Awards 
Committee’s  selection  of  the  man  who  has 
made  the  outstanding  contribution  in  the  field  of 
fertility  and  reproductive  biology  during  the 
years  1963,  1964,  and  1965. 

Requests  for  information  concerning  these 
awards  should  be  made  to:  J.  George  Moore, 
M.D.,  Chairman,  Awards  Committee,  622 
West  168th  Street,  New  York,  New  York  10032. 

Argentina  hosts  inter-American  congress 

The  Pan  American  Medical  Association’s  42nd 
anniversary  congress  will  be  held  in  Buenos 
Aires,  Argentina,  on  November  26  through  30, 

1967.  Through  P.A.M.A.’s  50  different  medi- 
cal sections,  virtually  all  branches  of  medicine 
and  surgery  will  be  covered.  There  will  be 
scientific  and  industrial  exhibits. 

Those  interested  in  attending  or  presenting 
papers  should  write  to:  Joseph  J.  Eller,  M.D., 
Director  General,  Pan  American  Medical  As- 
sociation, 745  Fifth  Avenue,  New  York,  New 
York  10022. 
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a rapid  lift  from  the  hell  of  depression 


often  relieves 
mental  pain 
in  2-5  days 


NORPRAMIN 

ivtehloride) 


IN 


Dore  Illustration 
from 

Dante's  Inferno 


Norpramin  is  a rapid-acting  specific  drug  for  the  treatment 
of  depression.  Depressive  signs  and  symptoms— sometimes 
described  as  "mental  pain”— typically  begin  to  improve  in 
2-5  days.  Patients  are  more  hopeful,  less  empty  and  less 
weighed  down  by  their  troubles.  Norpramin  has  only  slight 
sedative  qualities,  nevertheless  anxiety  secondary  to  depres- 
sion is  frequently  relieved  as  depression  is  lifted.  If  anxiety 
or  tension  persists  it  can  be  controlled  by  adding  a tran- 
quilizer or  by  reducing  dosage.  Norpramin  is  not  a MAO 
inhibitor.  Side  effects  are  usually  mild. 


DOSAGE  AND  ADMINISTRATION 

Optimal  results  are  obtained  at  a 
dosage  of  about  150  mg. /day- 
two  25  mg.  tablets  t.i.d.  After 
achievingoptimal  results,  a main- 
tenance dose  (50-100  mg./day) 
should  be  sought. 


LAKESIDE  LABORATORIES,  INC. 


Milwaukee,  Wisconsin  53201 


IN  BRIEF: 

Indications:  In  depression  of  any  kind— neurotic 
and  psychotic  depressive  reactions;  manic-depres- 
sive or  involutional  psychotic  reactions. 

Contraindications  and  Precautions:  Glaucoma, 
urethral  or  ureteral  spasm,  recent  myocardial  in- 
farction, severe  coronary  heart  disease  and  epilepsy. 
Should  not  be  given  within  two  weeks  of  treatment 
with  a monoamine  oxidase  inhibitor.  Safety  in 
human  pregnancy  has  not  been  established. 

Adverse  Effects:  Side  effects,  usually  mild,  may 


include:  dry  mouth,  constipation,  dizziness,  palpi- 
tation, delayed  urination,  "bad  taste,”  sensory 
illusion,  tinnitus,  agitation  and  stimulation,  sweat- 
ing, drowsiness,  headache,  orthostatic  hypoten- 
sion, flushing,  nausea,  cramps,  weakness,  blurred 
vision  and  mydriasis,  rash,  allergy,  transient 
eosinophilia,  granulopenia,  altered  liver  function, 
ataxia  and  extrapyramidal  signs. 

Supplied:  Norpramin  (desipramine  hydrochloride) 
tablets  of  25  mg.,  in  bottles  of  50,  500  and  1000. 
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For  your  hospitalized  patient- 

before  the 
"point  of  no  return"* 1 


Kantre* 

(kanamycin  sulfate) 

Injection 

rapid  bactericidal  action  in  many  of  the  most  troublesome  Gram-negative  infections 

When  instituted  before  the  "point  of  no  return"1  that  threatens  in  every  severe 
infection,  therapy  with  Kantrex  can  prevent  the  development  of  bacteremic  shock  with 
its  attendant  high  mortality. 

The  specific  bactericidal  activity  of  Kantrex  in  blood,  tissue,  and  urine  eradicates 
the  causative  organism,  not  merely  suppresses  it.2  As  evidence  of  its  remarkable 
effectiveness,  Kantrex  cured  or  improved  79.6%  of  729  Gram-negative 
infections  throughout  the  body.3  Among  Gram-negative  isolates/  81.8% 
of  413  were  clinically  controlled  by  Kantrex:3 

Total  Good  Response  Poor  Response 


A.  aerogenes 

76 

68 

8 

E.  coli 

161 

135 

26 

Klebsiella 

15 

11 

4 

Proteus 

142 

109 

33 

Paracolon 

19 

15 

4 

413 338  (81.8%)  75 


Of  1,815  patients  studied,  severe  renal  toxicity  was  observed 
in  less  than  1%  (16  patients),  ototoxicity  of  any  degree  in  less 
than  5%  (90  patients),  and  severe  ototoxicity  in  only  1.7% 

(31  patients).3 

The  risk  of  untoward  reactions  with  Kantrex  Injection  ther- 
apy can  be  minimized  by  observing  the  following  guidelines: 

1.  Avoid  higher- than-recommended  dosage  and  overly- 
prolonged  use. 

2.  Monitor  renal  function. 

3.  Carefully  adjust  dosage  for  patients  with  impaired  renal  function 
or  those  receiving  concurrent  therapy  with  other  potentially  ototoxic  agents. 

*The  evaluated  organisms  represent  those  most  frequently  causative  in  Gram-negative  infections. 

1 Pseudomonas  is  not  included  inasmuch  ai  Kantrex  is  not  specifically  recommended  for  this  organism. 


Now  Available: 

New  Kantrex 
Pediatric  Injection 

in  2 ml.  vials  (75  mg./vial). 


Illustration  adapted  from  a copper  engraving, 
which  had  its  origin  in  apy-  Usual  Dose:  15  mg. /kg. 

DeHumani  Corporis  Fabrica,  per  day  I.M.  in  divided  dosage 

the  classic  16th  century  work  by  Andreas  Vesalius,  preferably  at  12-hour  intervals, 
the  noted  Flemish  anatomist. 


References:  1.  Foster,  F.P.:  Postgrad.  Med. 
33: 32  (Jan.)  1963.  2.  Yow,  E.M.:  Minnesota 
Med.  47:40  (Jan.)  1964.  3.  A Comprehensive 
Analysis  of  Published  Clinical  Experience  in  1,861 
Bacterial  Infections— 1,815  Patients. 

BRISTOL  THERAPEUTIC  SUMMARY:  For  com- 
plete information  consult  Official  Package  Circular. 
Effectiveness:  Broad  clinical  experience  has  estab- 
lished the  effectiveness  of  kanamycin  injection  in 
infections  caused  by  susceptible  organisms  which  in- 
clude E.  coli  and  other  coliforms,  A.  aerogenes,  Shi- 
gella, Salmonella,  K.  pneumoniae,  many  strains  of 
Proteus,  the  Neisseria,  Staphylococci  and  others.  Side 
Effects:  Renal  irritation  evidenced  by  urinary  casts,  albu- 
min, or  blood  cells  may  occur  during  therapy,  but  is  re- 
versible and  does  not  necessarily  indicate  that  therapy  should 
be  stopped.  Skin  eruptions  during  therapy  have  been  noted 
rarely.  Superinfections  with  nonsusceptible  organisms  may 
develop  during  therapy.  Precautions:  Patients  receiving  more 
than  20  Gm.  of  kanamycin  should  be  carefully  observed  for 
signs  of  eighth  nerve  damage  (ototoxicity).  In  patients  with 
impaired  kidney  function,  the  risk  of  severe  ototoxic  reaction 
which  may  result  in  permanent  deafness  is  sharply  increased.  In 
such  cases  the  dosage  should  be  reduced  and  the  interval  between 
doses  should  be  lengthened.  If  there  is  evidence  of  nitrogen  retention 
(increasing  NPN,  BUN,  creatinine  or  oliguria)  during  therapy,  the  dosage 
should  be  stopped  and  the  hearing  checked.  Previous  therapy  with  poten- 
tially ototoxic  drugs  may  increase  the  risk  of  ototoxicity  with  kanamycin  ther- 
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Public  health  official  wins 
one  of  Bronfman  Prizes 

George  James,  M.D.,  New  York  City  Health 
Commissioner,  was  one  of  the  three  physicians 
named  by  the  American  Public  Health  As- 
sociation as  winners  of  the  1965  Bronfman 
Prizes  for  Public  Health  Achievement,  the 
country’s  highest  public  health  honors.  Dr. 
James’  award  came  for  “mobilizing”  govern- 
ment, private,  and  voluntary  agencies  in  new 
programs  of  preventive  medicine  to  treat  chronic 
illnesses,  poverty,  and  narcotics  addiction  on  a 
community  level.  He  was  termed  a “skill- 
ful organizer  and  administrator  of  community 
health  services,  expert  planner  and  evaluator, 
inspiring  teacher  to  the  health  professions,  and 
brilliant  innovator  of  public  health  research.” 

The  Bronfman  Prizes  were  established  by  the 
American  Public  Health  Association  in  1961 
with  a grant  from  the  Samuel  Bronfman 
Foundation,  Inc.  The  award  recognizes  out- 
standing individual  accomplishments  in  de- 
veloping and  applying  new  health  knowledge 
for  the  benefit  of  mankind.  Each  winner  re- 
ceives $5,000,  an  engraved  scroll,  and  a crystal 
cube,  the  latter  symbolizing  the  thrust  of  crea- 
tive public  health  practice  and  life  expectancy 
for  large  numbers  of  people. 

Library  honors  two  physicians 
for  rare  books  collection 

The  New  York  Public  Library  recently  paid 
tribute  to  two  New  York  physicians  who 
founded  the  Berg  Collection  in  the  library’s 
Fifth  Avenue  building.  Twenty-five  years 
ago  two  brothers,  Albert  A.  Berg,  M.D.,  and 
Henry  W.  Berg,  M.D.,  brought  together  3,000 
rare  printed  and  written  items  of  English  and 
American  literature  for  the  opening  of  the 
study  room.  Dr.  Henry  Berg  died  before  the 
opening,  but  his  brother  carried  on  the  pursuit 
for  rare  books.  In  its  first  year  at  the  library, 
the  collection  increased  to  30,000  items.  Today, 
there  are  20,000  printed  items  and  50,000 
manuscripts,  typescripts,  and  letters. 

At  Dr.  Albert  Berg’s  death  in  1950,  the  col- 
lection was  assured  future  growth  through  a 
munificent  bequest. 

Library  of  Medicine  provides  rapid 
dispatch  of  medical  translations 

The  National  Library  of  Medicine  has  an- 
nounced that  the  Bibliography  of  Medical 

Material  for  inclusion  in  the  medical  news  section  must  be 
received  six  weeks  prior  to  publication  date. 


Translations,  originally  issued  as  a quarterly, 
is  now  available  on  a semimonthly  basis. 

The  bibliography  is  a listing  of  translations 
of  foreign  biomedical  monographs,  periodicals, 
and  reports  from  government  or  nongovernment 
sources,  both  domestic  and  foreign.  It  is 
sponsored  by  the  National  Library  of  Medicine 
under  a cooperative  agreement  with  the  CFSTI 
(Clearinghouse  for  Scientific  and  Technical 
Information)  of  the  U.S.  Department  of  Com- 
merce. 

Accelerated  publication  of  the  bibliography 
is  in  direct  response  to  the  growing  demand  by 
scientists,  physicians,  and  other  biomedical 
workers  for  speedier  access  to  foreign  scientific 
literature  from  Eastern  and  Western  European 
countries  and  from  the  Orient. 

Citations  in  the  bibliography  are  selected 
by  CFSTI  from  its  semimonthly  journal. 
Technical  Translations 8 Entries  pertinent  to 
biomedicine  are  arranged  alphabetically  by 
author  or  title  under  subject  headings  represent- 
ing such  fields  as  the  biologic  and  medical 
sciences,  behavorial  and  social  sciences,  chem- 
istry, earth  sciences  and  oceanography,  nuclear 
science  and  technology,  and  physics.  Each 
issue  contains  an  author  index,  original  source 
index,  and  patent  index,  as  well  as  a directory  of 
sources. 

Volume  I of  the  bibliography,  covering  the 
period  January,  1959,  to  June,  1962,  was  is- 
sued in  1962.  A general  subject  index  to  the 
first  volume  was  issued  subsequently,  followed 
by  quarterly  supplements  through  June,  1964. 
Supplements  for  July,  1964,  through  December, 
1964,  are  in  preparation.  Supplements  for 
January,  1965,  through  June,  1965,  will  be 
prepared  concurrently  with  the  production  of 
the  semimonthly  issues.  A cumulative  index 
for  Volume  II,  covering  the  quarterly  supple- 
ments and  semimonthly  issues  for  1965,  will 
be  prepared. 

The  semimonthly  issues  of  the  bibliography 
are  available  by  annual  subscription  from  the 
Superintendent  of  Documents,  U.S.  Govern- 
ment Printing  Office,  Washington,  D.C.  20402. 
The  price  is  $4.50  plus  $1.25  for  foreign  mailing. 
Single  issues  are  $.25  each,  and  the  cumulative 
index  is  $.50. 

Sanitary  Code  amended  to 
upgrade  quality  of  milk 

A new  amendment  to  the  State  Sanitary  Code 
is  expected  to  upgrade  the  quality  of  milk  sold 
in  New  York  State,  Hollis  S.  Ingraham,  M.D., 
State  Health  Commissioner,  announced  re- 

continued  on  page  2762 
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continued  from  page  2760 

cently.  In  describing  the  code  revision,  Dr. 
Ingraham  said  the  amendment  requires  a 
monthly  test  for  all  milk  sold  in  the  State. 
This  measure  supplants  annual  inspection  of 
dairy  cattle. 

The  Modified  Whiteside  Test  checks  for  an 
increased  cell  count  which  is  frequently  due  to 
an  infection  or  inflammation  of  the  udder 
called  mastitis.  A high  cell  count  also  occurs 
during  certain  stages  of  lactation  when  milk  is 
of  poor  quality.  Poor  quality  milk  is  produced 
fifteen  days  before  and  five  days  after  calving. 

When  a high  cell  count  is  found  in  the  milk, 
the  farmer  is  asked  to  trace  the  cows  which 
produced  it.  Milk  from  that  farm  is  retested 
by  the  processor  in  three  days.  If  the  milk  fails 
to  pass  this  second  test,  the  farmer  must  have 
a licensed  veterinarian  examine  his  herd  within 
seven  days  or  his  milk  will  no  longer  be  accepted 
by  the  processor. 

The  new  amendment,  which  is  paralleled  by 
a similar  regulation  in  New  York  City,  went  into 
effect  October  1. 

Personalities 

Appointed.  Robert  P.  Plosscowe,  M.D.,  as 


Prognosis  favorable  for 
children  with  acute  nephritis 

The  prognosis  for  children  with  acute  glo- 
merulonephritis is  favorable  with  complete  heal- 
ing occurring  in  90  per  cent  or  more  patients, 
according  to  E.  Lieberman,  M.D.,  and  G.  N. 
Donnell,  M.D.,  writing  in  a recent  issue  of 
A.M.A.  American  Journal  of  Diseases  of  Chil- 
dren. The  anticipation  of  healing  in  only  60  or 
70  per  cent  of  patients  with  this  disease  may 
have  resulted  from  a poor  diagnostic  criteria, 
insufficient  follow-up,  or  a small  number  of  cases. 

Of  2,000  cases  of  kidney  disease,  the  authors 
found  486  patients  whose  case  histories  indicated 
acute  glomerulonephritis.  The  diagnostic  cri- 
teria for  accepting  a child  in  the  study  were  a 
history  of  streptococcal  infection;  followed  by  a 
latent  period  of  apparent  good  health;  followed 
by  the  symptoms  of  nephritis;  and  such  non- 
specific complaints  as  nausea,  vomiting,  and 
malaise.  Necessary  to  completing  the  criteria 
were  laboratory  findings  indicating  the  presence 
of  red  blood  cells  and  red  blood  cell  casts  in  the 
urinary  sediment.  Most  patients  also  had  ele- 
vated erythrocyte  sedimentation  rates. 

Of  these  486  patients,  354  were  available  for 
follow-up  which  extended  from  six  months  to 
over  twenty  years.  Although  physical  exami- 


director of  student  health  at  the  State  Univer- 
sity College  of  New  York  at  Fredonia. 


Speakers.  At  a symposium  on  Engineering 
in  the  Practice  of  Medicine:  Irving  S.  Cooper, 
M.D.,  research  professor  of  neuroanatomy, 
New  York  Medical  College,  on  “Cryo-Surgery”; 
Victor  Frankel,  M.D.,  attending  orthopaedic 
surgeon  and  director,  biomechanical  laboratory. 
Hospital  for  Joint  Diseases,  on  “Orthopedic 
Prosthetic  Design”;  and  Adrian  Kantrowitz, 
M.D.,  director  of  surgery,  Maimonides  Hos- 
pital of  Brooklyn,  and  Arthur  Kantrowitz, 
Ph.D.,  director,  AVCO-Everett  Research 
Laboratory,  Everett  Massachusetts,  on  “Elec- 
trohydra ulic  Principles  in  the  Artificial  Heart” 
...  At  the  1966  scientific  session  of  the  Amer- 
ican Cancer  Society:  Leopold  G.  Koss,  M.D., 
Memorial  Hospital  for  Cancer  and  Allied 
Diseases,  on  “The  Present  Status  of  Cytology 
in  Uterine  Cancer”;  Herbert  L.  Traenkle, 
M.D.,  University  of  Buffalo  School  of  Medicine, 
on  “Early  Recognition  and  Diagnosis  of  Skin 
Cancer”;  and  Glenn  H.  Leak,  M.D.,  Univer- 
sity of  Buffalo  School  of  Medicine,  served  as 
chairman  of  the  symposium’s  section  on  skin 
cancer. 


nations  or  urinalyses  were  not  performed  in  21, 
they  were  said  to  be  in  good  health.  No  ab- 
normalities were  found  during  the  physical  ex- 
aminations of  the  other  333  patients.  In  31 
children,  urinary  sediment  indicated  the  pres- 
ence of  abnormal  numbers  of  red  blood  cells. 
However,  28  of  this  group  had  been  followed  two 
years  or  less,  and  the  remaining  3 had  not  been 
seen  for  three  years.  It  is  anticipated  that 
ultimately  the  urine  of  these  31  children  will  be 
normal.  When  a child’s  urine  remains  abnormal 
for  two  or  more  years  following  the  initial  illness, 
the  validity  of  the  original  diagnosis  should  be 
questioned  and  re-evaluation  considered,  be- 
cause other  diseases  mimic  acute  glomerulo- 
nephritis. 

When  122  Addis  counts  were  obtained  from 
117  patients,  only  11  children  had  abnormal 
numbers  of  erythrocytes.  Of  the  11,  5 had  been 
observed  for  less  than  two  years;  after  a two- 
year  interval,  one  child  had  a repeat  Addis  count 
which  was  still  abnormal.  Of  the  6 children  who 
had  been  observed  for  more  than  two  years,  2 
still  had  abnormal  numbers  of  erythrocytes  when 
their  Addis  counts  were  repeated.  In  1 of  these 
2 children,  a percutaneous  renal  biopsy  revealed 
irreversible  glomerular  damage.  When  the  pa- 
tient’s sixteen-year-old  brother  was  found  to 
have  microscopic  hematuria,  the  diagnosis  of 
familial  rather  than  acute  poststreptococcal 
glomerulonephritis  was  established. 
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MINIMIZE  THIS  PROGRESSION... 


from  chronic  asthma 
and  chronic  bronchitis 
to  obstructive  pulmonary 


by  consistent  bronchodilation  with 


ORAL  ELIXOPHYLLIN 


In  chronic,  severe  emphysematous  disease 
“Bronchodilators  continue  to  be  the  most 
useful  tool.”1 

By  providing  consistently  effective 
bronchodilation  some  of  the  causes  of 
tissue  damage  can  be  minimized  and  the 
progression  toward  intractable  emphy- 
sema may  be  retarded. 

In  a recent  study2  Elixophyllin  was 
found  to  maintain  therapeutic  serum 
theophylline  levels  with  recommended 
t.i.d.  dosage. 

For  the  first  time  these  serum  levels  were 
correlated  in  the  same  patients  with  dis- 
tinct clinical  improvement  and  significant 


Each  15  cc.  contains  theophylline  80  mg.;  alcohol  3 cc. 
increases  in  three  pulmonary  functions  as 
revealed  by  Timed  Vital  Capacity,  Total 
Vital  Capacity  and  Maximum  Breathing 
Capacity  tests. 

Elixophyllin  dosage  for  sustained  bronchodilation 

Adults:  45  cc.  doses  before  breakfast,  at  3:00  P.M. 
and  before  retiring;  after  two  days,  30  cc.  doses. 

Unusually  well  tolerated.  Does  not  contain 
adrenergics.  May  be  contraindicated  in  peptic 
ulcer  and  gout. 

1.  Boren,  H.  G.:  M.  Clin.  North  America  43:48  (Jan.)  1959. 

2.  Jackson.  R.  H..  et  al.:  Dis.  Chest  45:75-85  (Jan.)  1964. 
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Month  in  Washington 


President  Johnson  has  signed  into  law  a 
modified  version  of  the  controversial  so-called 
DeBakey  legislation  which  authorizes  establish- 
ment of  regional  cooperative  programs  of  re- 
search, training,  and  related  patient  care  in  the 
fields  of  heart  disease,  cancer,  stroke,  and  re- 
lated diseases. 

A total  of  $340  million  in  Federal  funds  will  be 
available  during  the  next  three  years  to  help 
universities,  medical  schools,  research  centers, 
and  other  public  or  nonprofit  institutions,  such 
as  hospitals,  and  agencies  in  planning,  con- 
ducting feasibility  studies,  and  operating  pilot 
projects. 

The  legislation  was  amended  in  the  House,  as 
recommended  by  the  American  Medical  As- 
sociation, to  make  it  less  objectionable  to  the 
medical  profession.  James  Z.  Appel,  M.D., 
president  of  A.M.A.,  said  that  the  House 
amendments  which  numbered  about  20,  were 
substantial  and  should  “allay  many  of  the  fears 
the  medical  profession  had  about  the  original 
bill.”  But  even  so,  the  A.M.A.  could  not 
support  the  amended  legislation,  Dr.  Appel 
said,  “because  we  believe  it  still  introduces  an 
undesirable  concept.” 

The  original  bill  called  for  establishment  of 
regional  medical  complexes,  and  it  would  have 
included  diseases  other  than  those  mentioned. 
As  enacted  into  law,  the  programs  are  to  be 
carried  out  “in  cooperation  with  practicing 
physicians.”  Patient  care  is  limited  to  that 
“incident  to  research,  training,  or  demonstra- 
tions.” No  patient  can  receive  such  treatment 
except  on  referral  from  a practicing  physician. 
Construction  is  limited  to  remodeling  and 
renovation  of  buildings  and  replacement  of 
obsolete  equipment. 

The  Surgeon  General  of  the  U.S.  Public 
Health  Service  is  designated  as  the  official 
responsible  for  final  approval  of  Federal  grants 
under  the  program.  However,  he  can  act  only 
on  the  recommendation  of  a national  advisory 
council,  and  an  application  for  a Federal  grant 
must  be  approved  first  by  a local  advisory 
committee.  Both  the  national  and  local  com- 
mittees must  include  practicing  physicians. 

Present  Federal  plans  call  for  starting  8 
regional  programs  during  the  first  year  and  17 
more  during  the  next  two  years.  As  of  this 
writing,  none  of  them  have  been  announced. 

* * * 

The  U.S.  Department  of  Health,  Education, 
and  Welfare  has  ruled  that  physicians  are  not 
required  to  sign  racial  nondiscrimination  pledges 
in  order  to  receive  payment  for  treating  F ederal- 
state  welfare  patients. 

Prepared  by  the  Washington,  D.C.,  Office  of  the  American 
Medical  Association. 


The  ruling  followed  the  protests  of  state 
medical  societies  and  individual  physicians 
when  some  state  health  departments  interpreted 
the  new  Civil  Rights  Act  as  requiring  the  sign- 
ing of  such  a pledge.  The  societies  and 
physicians  protested  that  such  a pledge  would 
constitute  an  unnecessary  Federal  interference 
in  the  patient-physician  relationship. 

The  recent  special  meeting  of  the  A.M.A. 
House  of  Delegates  adopted  a resolution  point- 
ing out  that  nondiscriminatory  care  is  part  of  the 
Principles  of  Medical  Ethics,  and  that  these 
conditions  which  are  “willingly  self-imposed  by 
the  medical  profession  far  exceed  any  pledge 
of  this  nature  demanded  by  a Federal 
bureaucracy.” 

* * * 

The  House  Ways  and  Means  Committee  has 
postponed  until  next  year  consideration  of 
legislation  that  would  liberalize  the  so-called 
Keogh  law.  The  present  law  permits  physicians 
and  other  self-employed  persons  to  defer  income 
taxes  on  a maximum  of  $1,250  a year  set  aside 
in  a retirement  fund.  A bill  before  the  com- 
mittee would  increase  the  maximum  to  $2,500 
a year. 

* * * 

The  Public  Health  Service  reported  only  35 
cases  of  polio  during  the  first  thirty-four  weeks 
of  this  year,  a record  low  for  the  period.  For  the 
same  period  last  year,  65  cases  were  reported. 

During  this  thirty-four-week  period,  only  96 
cases  of  diphtheria  were  reported.  This  figure 
compared  with  a five-year  median  of  244  cases 
in  the  same  number  of  weeks. 

* * * 

William  H.  Stewart,  M.D.,  forty-four-year- 
old  U.S.  Public  Health  Service  career  officer,  is 
the  new  Public  Health  Service  Surgeon  General. 
He  succeeds  Luther  Terry,  M.D.,  who  re- 
signed to  become  vice-president  of  the  Uni- 
versity of  Pennsylvania. 

Recognized  as  an  expert  in  the  field  of  public 
health  administration,  Dr.  Stewart  had  headed 
the  National  Heart  Institute  since  last  August. 
For  the  previous  two  years  he  served  as  assistant 
to  the  special  assistant  to  the  Health,  Education, 
and  Welfare  Assistant  Secretary  for  Health  and 
Medical  Affairs. 

After  being  graduated  from  the  Louisiana 
State  University  School  of  Medicine,  he  served 
in  the  Army  Medical  Corps  from  1946  to  1948. 
He  gave  up  a pediatric  practice  in  Alexandria, 
Louisiana,  in  1951  to  join  the  Public  Health 
Service  Commissioned  Corps. 

* * * 

A total  of  1,529  physicians  will  be  drafted 

continued,  on  page  2770 
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treat  the  cough  as  well  as  the  cold 

Hycomine  Syrup 


Each  teaspoonful  (5  cc.)  contains: 

Hycodan® 

Hydrocodone  bitartrate  . . . . 

5 mg.  i 

1 

(Warning:  May  be  habit-forming) 

1 

> 6.5  mg. 

Homatropine  methylbromide  . . . 

1.5  mg. ' 

1 

Pyrilamine  maleate 

12.5  mg. 

Phenylephrine  hydrochloride  . . . . 

10  mg. 

Ammonium  chloride 

60  mg. 

Sodium  citrate 

85  mg. 

(with  methylparaben  0.13%  and  propylparaben  0.02° 

'o  as  pre- 

servatives) 

in  a highly  palatable  cherry-flavored  vehicle 

£nJo 


Arrests  both  productive  and  non- 
productive cough,  without  suppressing 
productive  cough  • decongests  the 
airways  ■ liquefies  secretions  respon- 
sible for  irritation  • provides  prompt 
symptomatic  relief  of  allergic  symp- 
toms • is  well  tolerated  • rarely 
causes  constipation 
Average  Dosage:  Adults.  1 teaspoon- 
ful after  meals  and  at  bedtime 
with  food.  Children  6-12  years.  tea- 
spoonful;  3-6  years,  % teaspoonful; 

1-3  years,  10  drops;  6 months  to  1 year, 
5 drops.  Administer  after  meals 
and  at  bedtime  with  food.  On  oral 
Rx  where  state  laws  permit. 

Caution:  Should  be  used  with  caution 
in  patients  with  known  idiosyncrasies 
to  phenylephrine  hydrochloride  and 
in  those  with  moderate  or  severe 
hypertension,  hyperthyroidism  or  ad- 
vanced arteriosclerosis.  In  these 
patients  the  use  should  not  exceed 
three  days.  Hycomine  Syrup  is 
generally  well  tolerated  but  in  some 
patients  drowsiness,  dizziness  or 
nausea  may  occur. 


interconnected,  potent  12-hour  control 
in  peptic  ulcer  and  other  G.l.  disorders 


In  many  disturbances  of  the  gastrointestinal  tract,  the 
underlying  factors  are  both  physical  and  psychic.  For 
more  effective  therapeutic  action  against  these  inter- 
connected factors,  Enarax  contains  both  the  long- 
acting  anticholinergic  oxyphencyclimine  HCI  and  the 
well-established  tranquilizer  Atarax®  (hydroxyzine 
HCI). 

Acting  on  both  cholinergic  and  emotional  components 
in  G.l.  disorders,  Enarax  provides  an  effective  com- 
bination for  control  of  gastrointestinal  hyperactivity, 
pain,  spasm  and  anxiety. 

Many  patients  with  gastrointestinal  disease  have  had 
12-hour  relief  of  symptoms  on  a single  dose  of  oxy- 
phencyclimine HCI;1-2  its  long-lasting  action  is  chemi- 


cally "built  in"  and  is  thus  inherently  dependable. 
Atarax,  too,  can  be  counted  on  for  a high  order  of 
efficacy  and  safety. 

To  help  meet  your  patients’  drug  requirements  with 
flexible,  individualized  dosage,  Enarax  is  available  in 
two  strengths.  Enarax  5 contains  oxyphencyclimine 
HCI  5 mg.  and  hydroxyzine  HCI  25  mg.  Enarax  10 
contains  oxyphencyclimine  HCI  10  mg.  and  hydroxy- 
zine HCI  25  mg.,  providing  added  anticholinergic 
potency.  Rx  only. 

References:  1.  Kemp,  J.  A.:  Antibiotic  Med.  & Clin.  Therapy 
6:534  (Sept.)  1959.  2.  Winkelstein,  A.:  Am.  J.  Gastroenterol. 
32:66  (July)  1959. 


Enarax6# 


oxyphencyclimine  HCI+ 
Atarax  (hydroxyzine  HCl) 

Contraindications:  Contraindicated  in  the  presence  of 
glaucoma,  bladder  neck  obstruction,  prostatic  hypertrophy, 
sfenosing  peptic  ulcer,  pyloric  or  duodenal  obstruction, 
and  organic  cardiospasm. 

Precautions  and  side  effects:  Due  to  potentiation,  dosage 
of  narcotics  and  other  central  nervous  system  depressants 
should  be  reduced  when  used  concomitantly  with  hydroxy- 
zine. Anticholinergic  side  effects  incfude  dryness  of  the 
mouth,  blurring  of  vision,  constipation,  dizziness,  urinary 
hesitancy  or  retention,  tachycardia,  palpitation,  increased 
ocular  tension,  dHatation  of  the  pupil,  weakness,  nausea, 
vomiting  and  headache.  Drowsiness  due  to  either  compo- 
nent may  occur.  Hydroxyzine  side  effects  such  as  xerosto- 
mia and,  at  extremely  high  doses,  involuntary  motor  activ- 
ity may  occur.  These  can  be  controlled  by  reduction  of 
dosage  or  discontinuation  of  medication.  Idiosyncratic  skin 
rash  has  been  reported  in  a few  patients. 


In  the  treatment  of 
anemias  amenable  to 
oral  therapy 

eptuna ® Plus €> 

Provides  ingredients  that  include  the  hematopoietic 
factors:  ferrous  sulfate  and  liver,  with  ascorbic  acid  for 
enhanced  iron  absorption;  and  helps  to  make  up  for 
coexistent  vitamin  deficiencies.  Its  formula  has  been 
improved  6 times  in  12  years  to  reflect  findings  of 
proven  nutritional  importance  in  the  treatment  of  ane- 
mias amenable  to  oral  therapy. 

Precautions  and  side  effects:  Because  some  patients 
with  pernicious  anemia  do  not  respond  to  oral  vitamin 
B12,  they  should  be  followed  with  periodic  laboratory 
studies.  Anemia  is  a manifestation  of  an  underlying 
disease  and  it  is  necessary  to  make  an  etiological  diag- 
nosis. In  a small  percentage  of  patients,  iron  therapy 
causes  gastrointestinal  irritation.  In  these  patients,  ad- 
ministering Heptuna  Plus  with  meals  or  reducing  the 
dosage  usually  will  alleviate  the  symptoms.  Supplied 
in  bottles  of  100  capsules.  Rx  only. 


Current  formula 

Ferrous  sulfate  340  mg. 

Iron  (from  ferrous  sulfate)  100  mg. 

Desiccated  liver,  N.E  (undefatted)  50  mg. 

Vitamin  C (from  sodium  ascorbate) 150  mg. 

Vitamin  Bi2  (as  Stablets®)  with  intrinsic  factor 

concentrate  (noninhibitory)  % N.E  oral  unit* 

Bi  (thiamine  mononitrate,  U.S.P)  3 mg. 

B2  (riboflavin,  U.S.P) 2 mg. 

Bo  (pyridoxine  hydrochloride,  U.S.P) 2 mg. 

Niacinamide,  U.S.P  15  mg. 

Calcium  pantothenate,  U.S.P  1 mg. 

Cobalt  (from  cobalt  sulfate) 0.1  mg. 

Copper  (from  copper  sulfate) 1 mg. 

Molybdenum  (from  sodium  molybdate) 0.2  mg. 

Calcium  (from  dicalcium  phosphate) 37.4  mg. 

Iodine  (from  potassium  iodide) 0.05  mg. 

Manganese  (from  manganese  sulfate) 0.033  mg. 

Magnesium  (from  magnesium  sulfate)  2 mg. 

Phosphorus  (from  dicalcium  phosphate) 29  mg. 

Potassium  (from  potassium  sulfate) 1.7  mg. 


♦Potency  established  prior  to  mixture  with  other  in- 
gredients. Stablets,  U.S.  Pat.  No.  2,830,933. 


J.  B.  Roerig  and  Company 
Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World's  Well-Being® 
New  York,  N.Y.  10017 


When  brandy  is  indicated 

be 

choosey 


84  A 80  Proof  • Schieffelin  A Co.,  N.  Y. 


Hemorrhage  and  epigastric  pain  are  the  most 
serious  symptoms  of  peptic  ulcer.  Probably 
20-25%  of  all  patients  experience  massive 
bleeding  at  some  time  or  other. 


After  3-6  weeks  treatment  with  ROMACH  tablets, 
the  ulcer  crater  shows  healing  81%  of  cases. 
A satisfactory  therapeutic  response  was  reported 
in  90%  of  the  cases.  Epigastric  pain  was  relieved 
in  92%  of  cases. 


The  therapeutic  effective  ingredient  is  ROTERIZED 
bismuth  subnitrate  350  mg.  combined  with  stan- 
dard antacids.  No  acid  rebound,  no  adverse 
reactions,  no  contraindications. 


Dosage,  2 tablets  in  warm  water 
immediately  after  meals,  3 times 
daily.  Available  in  boxes  of  60,  150, 
660  and  1000  tablets.  At  all  drug 
stores. 
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Fibre-free 

HYPOALLERGENIC 

formula 

(D  Provides  balanced  nutritional  values. 

@ An  excellent  formula  for  regular 
infant  feeding. 

(§)  An  ideal  food  for  milk  allergies, 
eczema  and  problem  feeding. 

SOYALAC  helps  solve  the  feeding  problem  of 
prematures  and  infants  requiring  milk-free  diet. 

Strikingly  similar  to  mother’s  milk  in  composition 
and  ease  of  assimilation,  babies  thrive  on  SOYALAC. 

Clinical  data  furnish  evidence  of  SOYALAC’S  value 
in  promoting  growth  and  development. 

Protein  of  high  biologic  value  is  obtained  from  the 
soybean  by  an  exclusive  process. 


A request  on  your  professional  letterhead  or 
prescription  form  will  bring  to  you  complete 
information,  and  a supply  of  samples. 


COUrtv  'f 

UQtlm  # ' 

sUn  m I 

Vptotkrum  I ■WBswii'*! 


Medical  Products  Division 


RIVERSIDE,  CALIFORNIA 
Mount  Vernon,  Ohio  • Osh awa,  Ontario-Canada 
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continued  from  page  2764 

during  the  first  part  of  next  year.  The  military 
needs  in  Viet  Nam  made  necessary  an  increase 
in  the  doctors’  draft  over  the  852  called  last 
January  and  the  1,000  called  in  January,  1964. 

The  1966  draft  will  cover  physicians  who 
completed  their  internships  from  two  to  five 
years  ago,  many  of  whom  now  are  in  private 
practice.  All  those  drafted  will  be  given  an 
opportunity  to  accept  officer  commissions  be- 
fore induction.  Of  the  quota,  949  will  be  for 
the  Army,  266  for  the  Navy,  and  320  for  the 
Air  Force.  In  addition  to  the  physicians,  350 
dentists  and  100  veterinarians  will  be  drafted. 

* * * 

The  Surgeon  General’s  Advisory  Committee 
on  Immunization  has  recommended  com- 
munity vaccination  programs  against  measles. 
The  committee  said  that  measles  is  one  of  the 
most  important  causes  of  serious  illness  in 
children,  and  they  recommended  continuing 
“maintenance”  programs  aimed  at  vaccinating 
children  about  one  year  of  age  be  established  in 


Recovering  from 
heart  attacks 


Frightened  and  depressed  after  suffering  a 
heart  attack,  a patient  is  sometimes  convinced 
he  is  sicker  than  he  really  is.  The  result  can  be 
lingering  invalidism  which  works  a hardship  on 
both  the  patient  and  his  family,  point  out  R.  F. 
Klein,  M.D.,  A.  Dean,  Ph.D.,  L.  M.  Willson,  and 
M.  D.  Bogdonoff,  M.D.,  in  a recent  issue  of  the 
Journal  of  the  American  Medical  Association. 

Twenty  men  who  were  making  slow  progress 
in  recuperating  from  acute  myocardial  infarction 
(coronary  artery  obstruction)  were  examined  at 
the  Duke  University  School  of  Medicine  in 
Chicago,  Illinois.  It  was  found  that  there  is 
widespread  belief  among  patients  and  their 
families  that  the  heart  remains  fragile  after  an 
attack.  There  was  great  fear  of  physical  ac- 
tivity, and  depression  and  chest  pains  were  often 
attributed  to  the  attack.  Overprotectiveness  by 
some  patient’s  wives  was  also  found  to  be  harm- 
ful, and  some  patients  were  overcautious  them- 
selves. 

The  sample  of  20  patients  cannot  be  con- 
sidered representative  of  all  cases  of  myocardial 
infarction,  but  these  patients  represent  charac- 
teristics that  many  physicians  have  observed. 
Fear  and  depression  are  legitimate  and  impor- 
tant responses  to  serious  heart  disease,  but 


all  communities.  The  committee  further  re- 
ported: 

Additionally,  consideration  should  be  given 
to  the  concept  of  full  immunization  of  all 
children  entering  schools,  nursery  schools, 
and  so  on,  since  measles  transmission  in  the 
community  occurs  principally  among  children 
in  such  settings. 

Widespread  immunization  may  be  achieved 
through  routine  and  intensive  programs  con- 
ducted in  physicians’  offices  and  immuniza- 
tion clinics  in  both  public  health  and  private 
medical  practice.  In  some  instances,  mass 
community- wide  vaccination  programs  may 
prove  practicable  in  communities  or  segments 
of  communities  in  which  immunization  levels 
achieved  through  routine  practice  are  known 
to  be  low. 

If  community-wide  programs  are  con- 
ducted, cognizance  must  be  taken  of  the  fact 
that  such  programs  are  necessarily  more  com- 
plex than  those  involving  oral  polio  vaccine, 
for  example,  since  measles  vaccines  must  be 
parenterally  administered. 


certain  features  of  emotional  invalidism  begin 
early  in  convalescence.  The  physician  should  be 
on  guard  against  these. 

Several  remedies  are  useful.  Physicians 
should  explain  clearly  the  multiple  types  of 
chest  pain  likely  to  follow  a myocardial  infarc- 
tion. They  should  also  later  modify  the  strict 
instructions,  given  immediately  after  an  attack, 
for  the  patient  to  “take  it  easy.” 

Of  the  20  men  studied,  12  had  never  returned 
to  work  following  their  first  myocardial  infarc- 
tion. Only  3 returned  to  full-time  jobs  held 
formerly.  Two  others  worked  full-time  at  other 
jobs,  and  three  did  part-time  work.  The  mean 
time  since  their  first  attacks  was  twenty-two 
months. 

Recurring  chest  pain  was  reported  by  12  of  the 
men,  17  noted  fatigue,  and  14  complained  of 
shortness  of  breath.  Troubled  sleeping  was  re- 
ported by  14  patients,  and  nervousness  was 
acknowledged  by  17.  In  every  case,  however, 
the  observers  felt  that  the  patients  had  made  a 
slower  than  necessary  recovery. 

“The  patient  with  a history  of  myocardial 
infarction  often  considers  himself,  or  is  con- 
sidered by  others,  to  be  ‘the  man  on  a tight- 
rope,’ ” the  editorial  said.  “The  fear  of  sudden 
death  and  the  fear  of  activity  resulting  from  this 
conception  are  neglected  but  crucial  phenomena 
in  our  society.  The  suggestions  . . . presented 
by  these  investigators  can  do  much  to  decrease 
the  incidence  of  postmyocardial  infarction  in- 
validism.” 
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Red,  white  & blue  chip  investment 


You  won’t  get  rich  overnight  buy- 
ing U.  S.  Savings  Bonds.  But  for  the 
long  run,  they  make  an  excellent 
investment. 

You  get  a guaranteed  rate  of 
interest — 3%%  when  held  to  matu- 
rity— so  there  are  no  ups  and  downs 
to  worry  about. 

You  also  get  certain  tax  advan- 
tages since  Savings  Bonds  aren’t 
subject  to  state  or  local  income  taxes 
and  the  federal  tax  can  be  deferred 
until  the  Bonds  are  cashed. 

But  probably  most  important  is 
that  Bonds  pay  off  in  more  than 
dollars.  When  you  get  your  Bond 
investment  back,  you  know  it  has 


helped  Uncle  Sam  strengthen  the 
cause  of  freedom  (your  cause)  all 
around  this  troubled  world  of  ours. 

Buy  U.  S.  Savings  Bonds  and  own 
a share  of  America.  It’s  a good  out- 
fit to  do  business  with. 

Quick  facts  about 
Series  E Savings  Bonds 

V You  get  back  $4  for  every  $3  at  maturity 

V You  can  get  your  money  when  you  need  it 

V Your  Bonds  are  replaced  free  if  lost,  de- 
stroyed or  stolen 

V You  can  buy  Bonds  where  you  bank,  or  on 
the  Payroll  Savings  Plan  where  you  work 

Buy  E Bonds  for  growth 
—H  Bonds  for  current  income 


Buy  U.S.  Savings  Bonds 


STAR-SPANGLED  SAVINGS  PLAN 
FOR  ALL  AMERICANS 


im  The  U.  S.  Government  does  not  pay  for  this  advertisement.  It  is  presented  as  a public 
service  in  cooperation  with  the  Treasury  Department  and  The  Advertising  Council. 
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. . it  is  extremely  difficult  and  sometimes  impossible  to  differentiate  between 
‘pure  depression 9 and  anxiety  and  it  is  questionable  whether  depression  with- 
out a certain  degree  of  anxiety  really  exists” 

Lehmann,  H.  E.,  Canad.  Psychiat.  Assn.  J.  4(S):  1-12,  1959 
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An  antidepressant  designed 
for  the  clinical  realities 
of  office  practice 


As  many  physicians  have  reported,  the  large 
majority  of  neurotic  depressed  patients  suf- 
fer from  both  depression  and  anxiety.  It 
may  be  difficult  to  decide  whether  these 
patients  are  primarily  depressed  or  pri- 
marily anxious.  And  yet  drug  treatment  of 
only  the  symptom  which  seems  more 
prominent  may  exacerbate  the  untreated 
element  of  the  depression  complex. 
Consequently,  it  would  seem  that  therapy 
specifically  aimed  at  both  the  depression 
and  associated  anxiety  and  tension  should 
increase  success  in  treatment. 

This  is  one  of  the  important  reasons  why 
‘DeproP  has  proved  particularly  helpful. 
For  ‘DeproP  acts  rapidly  both  to  lift  the 
mood  and  to  relieve  the  associated  anxiety, 
tension  and  insomnia. 

And  side  effects,  at  recommended  dosage, 
have  been  infrequent  and  generally  readily 
controlled. 

Indications:  ‘Deprol’  is  useful  in  the  management  of 
depression,  both  acute  (reactive)  and  chronic.  It  is  par- 
ticularly useful  in  the  less  severe  depressions  and  where 
the  depression  is  accompanied  by  anxiety,  insomnia,  agi- 
tation, or  rumination.  It  is  also  useful  for  management 
of  depression  and  associated  anxiety  accompanying  or 
related  to  organic  illnesses. 

Contraindications:  Benactyzine  hydrochloride  is  contra- 
indicated in  glaucoma.  Previous  allergic  or  idiosyncratic 
reactions  to  meprobamate  contraindicate  subsequent  use. 
Precautions:  Meprobamate— Careful  supervision  of  dose 
and  amounts  prescribed  is  advised.  Consider  possibility 
of  dependence,  particularly  in  patients  with  history  of 
drug  or  alcohol  addiction;  withdraw  gradually  after  use 
for  weeks  or  months  at  excessive  dosage.  Abrupt  with- 
drawal may  precipitate  recurrence  of  pre-existing  symp- 
toms, or  withdrawal  reactions  including,  rarely,  epilepti- 
form seizures.  Should  meprobamate  cause  drowsiness  or 
visual  disturbances,  the  dose  should  be  reduced  and 
operation  of  motor  vehicles  or  machinery  or  other  activ- 
ity requiring  alertness  should  be  avoided  if  these  symp- 
toms are  present.  Effects  of  excessive  alcohol  may  pos- 


sibly be  increased  by  meprobamate.  Grand  mal  seizures 
may  be  precipitated  in  persons  suffering  from  both  grand 
and  petit  mal.  Prescribe  cautiously  and  in  small  quanti- 
ties to  patients  with  suicidal  tendencies. 

Side  effects:  Side  effects  associated  with  recommended 
doses  of  ‘Deprol’  have  been  infrequent  and  usually  easily 
controlled.  These  have  included  drowsiness  and  occa- 
sional dizziness,  headache,  infrequent  skin  rash,  dryness 
of  mouth,  gastrointestinal  symptoms,  paresthesias,  rare 
instances  of  syncope,  and  one  case  each  of  severe  nerv- 
ousness, loss  of  power  of  concentration,  and  withdrawal 
reaction  (status  epilepticus)  after  sudden  discontinua- 
tion of  excessive  dosage. 

Benactyzine  hydrochloride  — Benactyzine  hydrochloride, 
particularly  in  high  dosage,  may  produce  dizziness, 
thought-blocking,  a sense  of  depersonalization,  aggra- 
vation of  anxiety  or  disturbance  of  sleep  patterns,  and 
a subjective  feeling  of  muscle  relaxation,  as  well  as 
anticholinergic  effects  such  as  blurred  vision,  dryness 
of  mouth,  or  failure  of  visual  accommodation.  Other 
reported  side  effects  have  included  gastric  distress,  al- 
lergic response,  ataxia,  and  euphoria. 

Meprobamate— Drowsiness  may  occur  and,  rarely,  ataxia, 
usually  controlled  by  decreasing  the  dose.  Allergic  or 
idiosyncratic  reactions  are  rare,  generally  developing 
after  one  to  four  doses.  Mild  reactions  are  characterized 
by  an  urticarial  or  erythematous,  maculopapular  rash. 
Acute  nonthrombocytopenic  purpura  with  peripheral 
edema  and  fever,  transient  leukopenia,  and  a single  case 
of  fatal  bullous  dermatitis  after  administration  of  mepro- 
bamate and  prednisolone  have  been  reported.  More 
severe  and  very  rare  cases  of  hypersensitivity  may  pro- 
duce fever,  chills,  fainting  spells,  angioneurotic  edema, 
bronchial  spasms,  hypotensive  crises  (1  fatal  case), 
anuria,  anaphylaxis,  stomatitis  and  proctitis.  Treatment 
should  be  symptomatic  in  such  cases,  and  the  drug 
should  not  be  reinstituted.  Isolated  cases  of  agranulocy- 
tosis, thrombocytopenic  purpura,  and  a single  fatal 
instance  of  aplastic  anemia  have  been  reported,  but  only 
when  other  drugs  known  to  elicit  these  conditions  were 
given  concomitantly.  Fast  EEG  activity  has  been  re- 
ported, usually  after  excessive  meprobamate  dosage. 
Suicidal  attempts  may  produce  lethargy,  stupor,  ataxia, 
coma,  shock,  vasomotor  and  respiratory  collapse.  ( 
Dosage:  Usual  starting  dose,  one  tablet  three  or  four 
times  daily.  May  be  increased  gradually  to  six  tablets 
daily  and  gradually  reduced  to  maintenance  levels  upon 
establishment  of  relief.  Doses  above  six  tablets  daily  are 
not  recommended  even  though  higher  doses  have  been 
used  by  some  clinicians  to  control  depression  and  in 
chronic  psychotic  patients. 

Supplied:  Light-pink,  scored  tablets,  each  containing 
meprobamate  400  mg.  and  benactyzine  hydrochloride 
1 mg. 

Before  prescribing,  consult  package  circular.  CD.S749 


meprobamate  400  mg.  + 
benactyzine  hydrochloride  1 mg. 
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at  Merck  Sharp  & Dohme . . . 


The  development  of  chlorothiazide  and  pro- 
benecid were  events  of  major  importance, 
but  perhaps  even  more  important  for  the 
future  was  the  Renal  Research  Program  by 
which  they  were  developed.  When  Merck 
Sharp  & Dohme  organized  this  program  in 
1943,  it  was  expressing  in  action  some  of  its 
basic  beliefs  about  research: 

• Many  problems  connected  with  renal  struc- 
ture and  function  were  still  undefined  or  un- 
solved. The  Renal  Research  Program  would 
begin  its  basic  research  in  some  of  these 
problem  areas. 

• From  knowledge  thus  acquired  might  come 
clues  to  the  development  of  new  therapeutic 
agents  of  significant  value  to  the  physician. 


For  example,  the  Renal  Research  Program 
put  fifteen  years  into  this  search  before 
chlorothiazide  became  available.  But  be- 
cause these  years  had  first  led  to  a greater 
understanding  of  basic  problems,  the  de- 
sired criteria  for  chlorothiazide  existed  be- 
fore the  drug  was  developed. 

Along  with  other  research  teams  at  Merck 
Sharp  & Dohme,  the  Renal  Research  Pro- 
gram continues  to  add  new  understanding 
of  basic  problems- understanding  which 
will  lead  to  important  new  therapeutic 
agents. 

©MERCK  SHARPS  DOHME  Division  of  Merck  & Co..  Inc.,  West  Point,  Pa. 

where  today's  theory  is  tomorrow’s  therapy 


V-Cillin  K now  costs  approximately  21  percent 
less.  This  significant  price  decline  constitutes  a 
substantial  saving  and  still  offers  these  important 
benefits  over  penicillin  G: 

The  effectiveness  of  intramuscular  penicillin.  Just 
three  250-mg.  doses  daily  provide  total  twenty- 
four-hour  penicillin  blood  levels  equal  to  those 
achieved  by  injection  of  600,000  units  of  procaine 
penicillin  G.  A fourth  dose  increases  daily  pen- 
icillemia  to  levels  35  percent  above  those  achieved 
by  injection. 

Consistent  dependability — even  in  the  presence  of 
food.  Comparative  pharmacologic  data  show  that 
V-Cillin  K produces  peak  blood  levels  twice  as 
high  as  those  of  penicillin  G,  with  half  the  dose. 

New,  thin  coating  . . . new  size  and  shape.  The 
new  coating  eliminates  the  characteristically  bitter 
taste  of  oral  penicillin  and  makes  V-Cillin  K 
tablets  easy  to  swallow.  The  new  shape  makes 
them  easy  for  physicians  and  pharmacists  to 
identify. 


Indications:  V-Cillin  K is  an  antibiotic  useful  in  the 
treatment  of  streptococcus,  pneumococcus,  and  gon- 
ococcus infections  and  infections  caused  by  sensitive 
strains  of  staphylococci. 

Contraindications  and  Precautions:  Although  sensi- 
tivity reactions  are  much  less  common  after  oral 
than  after  parenteral  administration,  V-Cillin  K 
should  not  be  administered  to  patients  with  a history 
of  allergy  to  penicillin.  As  with  any  antibiotic,  ob- 
servation for  overgrowth  of  nonsusceptible  organisms 
during  treatment  is  important. 

Usual  Dosage  Range:  125  mg.  (200,000  units)  three 
times  a day  to  250  mg.  every  four  hours. 

Supplied:  Tablets  V-Cillin  K,  125  or  250  mg.,  and 
V-Cillin  K,  Pediatric,  125  mg.  per  5-cc.  teaspoonful, 
in  40,  80,  and  150-cc.-size  packages. 

V-Cillin  K 

Potassium  Phenoxymethyl 
Penicillin 

Additional  information  available  to  phy- 
sicians upon  request.  Eli  Lilly  and  Com- 
pany, Indianapolis,  Indiana. 
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Editorials 


Medicare 


The  Council  of  the  Medical  Society  of 
the  State  of  New  York  at  its  September  23, 
1965,  meeting  authorized  issuance  of  the 
following  statement  concerning  an  impor- 
tant subject  which  was  discussed  at  the 
special  convention  of  the  House  of 
Delegates  of  the  American  Medical  Asso- 
ciation on  October  2 and  3,  1965,  called  to 
consider  pertinent  items  relating  to  current 
problems  incident  to  health  care  laws  and 
pending  legislation. 

A fundamental  tenet  of  the  American 
way  of  life  is  that  ours  is  a government 
of  laws  not  of  men.  The  Congress  has 
seen  fit  to  enact,  by  virtue  of  the  demo- 
cratic process,  the  “Medicare”  Law, 
(P.L.  89-97). 

The  medical  profession  long  and  vigor- 
ously opposed  adoption  of  such  a law, 
feeling  that  its  concepts  were  inimical  to 


sound  health  care.  It  makes  no  apology 
for  this  opposition.  However,  now  that 
“Medicare”  is  an  accomplished  fact,  the 
Medical  Society  of  the  State  of  New  York 
will  cooperate  in  every  way  possible  with 
the  government. 

As  citizens  and  as  physicians,  the 
members  of  the  State  Society  will  obey, 
and  assist  in  the  implementation  of,  the 
law  of  the  land;  and  will  attempt  to 
bring  the  best  medical  care  possible  to 
our  people.  Where  indicated,  it  will 
work  to  obtain  changes  in  the  law;  and 
will  not  hesitate  to  express  criticism  of 
its  administration,  when  required. 

The  physicians  of  the  State  of  New 
York  strongly  reaffirm  their  belief  that 
“the  prime  object  of  the  medical  pro- 
fession is  to  render  service  to  humanity; 
reward  or  financial  gain  is  a subordinate 
consideration.” 


Informed  consent:  Need  to  advise  patient  of  possibility  of 
undesirable  reactions  in  proposed  course  of  treatment 


The  Appellate  Division  for  the  Second 
Judicial  Department  recently  handed  down 
a decision  concerning  informed  consent. 
A patient  was  afflicted  with  rheumatoid 
arthritis.  Her  physician  recommended 
and  advised  that  she  undergo  a series  of 
injections  of  a gold  compound  to  alleviate 
her  arthritic  condition.  The  physician  did 
not  advise  the  patient  of  the  possibility 
that  as  a result  of  these  injections  she 
might  contract  a skin  condition  known  as 
exfoliative  dermatitis.  In  fact,  the  pa- 
tient did  contract  exfoliative  dermatitis  as 
a result  of  the  gold  compound  injections. 
On  the  trial  of  the  action,  the  jury  re- 
turned a verdict  in  favor  of  the  plaintiff. 
Upon  appeal  a unanimous  court  in  the 
Appellate  Division  for  the  Second  Judicial 


Department  (intermediate  appellate  court) 
affirmed  the  verdict  below  stating: 

It  was  virtually  undisputed  that  the 
plaintiff  wife  was  caused  to  suffer  from  a 
condition  known  as  exfoliative  dermatitis 
as  a result  of  a series  of  injections  by 
defendant  of  a gold  compound  during 
the  course  of  treatment  for  rheumatoid 
arthritis.  It  also  appeared  that  the 
medical  profession  recognized  the  pos- 
sibility of  undesirable  reactions  in  the 
use  of  gold  therapy.  We  are  of  the 
opinion  that,  under  the  facts  and  circum- 
stances disclosed  by  this  record,  includ- 
ing the  fact  that  no  immediate  emer- 
gency existed,  defendant  was  obligated 
to  make  a reasonable  disclosure  to  his 
patient  of  the  known  dangers  which 
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were  incident  to  or  possible  in  the  pro- 
posed use  of  gold  (citing  cases)  ... 
DiRosse  v.  Wein  ( New  York  Law 
Journal,  June  30,  1965,  p.  11,  Col.  6) 

In  reaching  its  decision  the  Court  relied 
on  two  recent  cases  from  other  states.  In 
both  cases  the  doctor  was  held  liable  for 
failure  to  inform  the  patients  of  the  risk  of 
collateral  injury  which  in  fact  was  sus- 
tained Nathanson  v.  Kline,  186  Kan. 
393,  350,  P.  2d  1093  (1960)  (during  post- 
mastectomy cobalt  radiation,  patient  suf- 
fered destruction  of  skin,  tissue,  and  bone 
in  the  chest);  [ Mitchell  v.  Robinson, 
334  SW  2d  11  (Missouri,  1960)  (Patient 
suffered  a convulsion,  causing  vertebral 
fractures  during  the  course  of  insulin  shock 
therapy)  ].  In  the  Nathanson  case,  supra, 
the  Court  stated  that  the  doctor  must  in- 
form the  patient  in  plain  language  (1)  the 
nature  of  the  ailment,  (2)  the  nature  of  the 


proposed  treatment,  (3)  the  probability 
of  success  of  alternatives,  and  (4)  perhaps 
the  risks  of  unfortunate  results  and  un- 
foreseen conditions  within  the  body.  But 
the  Court  added  that  doctors  were  not  re- 
quired to  set  forth  overly  broad  explana- 
tions of  risks  where  they  might  make  the 
patient  unduly  apprehensive  and  doctors 
could  withhold  information  where  it  would 
jeopardize  the  patient’s  recovery.  The 
Mitchell  case,  supra,  stated  that  a doctor 
could  justify  his  not  explaining  the  risks 
where  (1)  the  diagnosis  or  prognosis  is  too 
speculative,  (2)  it  is  too  difficult  to  com- 
municate intelligently  with  the  patient,  and 
(3)  there  is  an  emergency. 

In  its  decision  the  New  York  Court  did 
not  clarify  the  standards  it  sought  to  im- 
pose. We  have  learned  that  an  appeal 
will  be  taken.  At  that  juncture  it  is  hoped 
that  the  Court  will  clarify  its  position. 


Influenza  vaccinations  recommended 


Influenza  is  expected  to  be  more  prev- 
alent this  winter  than  it  has  been  for 
several  years.  Persons  in  “high  risk”  cate- 
gories should  seek  the  protection  of  flu 
vaccination  now. 

Persons  likely  to  be  especially  vulnerable 
to  flu  include  the  aged,  children,  or  adults 
living  in  institutions,  and  those  with  chronic 
debilitating  diseases  including  heart  dis- 
ease, high  blood  pressure,  asthma,  bron- 
chitis, emphysema,  tuberculosis  or  other 
pulmonary  disease,  diabetes,  and  Addison’s 
disease. 

Vaccination  should  begin  in  early  fall, 
and  ideally  should  be  completed  by  mid- 
December.  It  should  be  done  before  flu 


occurs  in  the  immediate  area  because  it 
takes  about  two  weeks  after  immunization 
for  protective  antibodies  to  develop. 

Flu  vaccines  are  modified  at  intervals  to 
protect  people  against  new  strains  of  flu 
virus  that  develop.  Persons  not  vacci- 
nated since  July,  1963 — when  the  last 
major  change  in  vaccine  was  made — should 
get  two  doses  of  vaccine  about  two  months 
apart. 

Even  a single  dose  can  provide  signifi- 
cant protection,  and  a second  dose  as  early 
as  two  weeks  after  the  first  will  increase  the 
protection. 

Persons  vaccinated  since  July,  1963, 
need  only  a single  booster  shot  of  vaccine. 
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Intragastric  photography  studies1 


A/  E.  B.,  male,  age  48.  Normal  antral  contraction. 
Pyloric  opening  is  not  seen.  It  is  difficult  to  differ- 
entiate a deep  prepyloric  contraction  from  a “py- 
loric fleurette”  or  true  pylorus. 


B/Same  subject  after  6 mg.  of  propantheline  bro- 
mide intravenously;  antral  contractions  ceased. 
The  pyloric  orifice  remained  open  and  was  easily 
identified.  Better  visualization  of  the  antrum  was 
also  obtained. 


Now  you  can  see  Pro-Banthlne0  at  work 

(propantheline  bromide) 


Pro-Banthlne  is  so  effective  in  anticholin- 
ergic action  that  it  may  be  employed  in 
visualizing  the  entire  pyloric  region. 

In  addition  to  the  intragastric  photo- 
graphs, cinegastroscopic  studies2  have 
demonstrated  graphically  not  only  its 
effectiveness  but  the  superiority  of  Pro- 
Banthlne  over  belladonna  alkaloids. 

Pro-Banthlne  produced  complete  cessa- 
tion of  gastric,  antral  and  pyloric  motor 
activity  with  a dose  of  6 mg.  intrave- 
nously. This  is  approximately  one-third 
the  usual  oral  dose  of  15  mg. 

Atropine  at  full  normal  dosages  did  not 
produce  such  cessation.  It  required  dou- 
ble the  usual  oral  dose  of  atropine,  0.8 
mg.  intravenously,  to  duplicate  the  aper- 
istaltic  action  of  Pro-Banthlne.  This  dose 
of  atropine  produced  pronounced  discom- 
fort and  tachycardia  with  ventricular 
rates  as  high  as  150  per  minute. 

It  is  this  pharmacologic  superiority  of 


Pro-Banthlne  which  has  made  it  the  most 
widely  prescribed  anticholinergic  in  such 
conditions  as  peptic  ulcer,  functional  hy- 
permotility, irritable  colon,  pylorospasm 
and  biliary  dyskinesia. 

Dosage— The  maximal  tolerated  dosage  is  usu- 
ally the  most  effective.  For  most  adult  patients 
this  will  be  four  to  six  15  mg.  tablets  daily  in 
divided  doses.  In  severe  conditions  as  many  as 
two  tablets  four  to  six  times  daily.  Pro-Banthlne 
(brand  of  propantheline  bromide)  is  supplied  as 
tablets  of  15  mg.,  as  prolonged-acting  tablets  of 
30  mg.  and,  for  parenteral  use,  as  serum-type 
ampuls  of  30  mg. 

Side  Effects  and  Contraindications-Urinary  hesi- 
tancy, xerostomia,  mydriasis  and,  theoretically, 
a curare-like  action  may  occur.  The  drug  is  con- 
traindicated in  patients  with  glaucoma  or  severe 
cardiac  disease. 

1.  Barowsky,  H.;  Greene,  L.,  and  Bennett,  R.:  Investi- 
gators’ Clinical  Report.  Photographs  courtesy  of  Drs.  H. 
Barowsky,  L.  Greene  and  R.  Bennett. 

2.  Barowsky,  H.;  Greene,  L.,  and  Paulo,  D.:  Paper  read 
at  Meeting  of  American  Society  for  Gastrointestinal 
Endoscopy,  Montreal,  Canada,  May  25-27,  1965. 
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Plan  to  attend  the  world's  most  comprehensive  four-day  postgraduate  course  in 
recent  developments  in  medical  science,  and  participate  in  the  observance  of  the 
founding  of  the  first  medical  college  established  in  this  country— the  Medical  School 
of  the  University  of  Pennsylvania. 

This  postgraduate  refresher  course,  conducted  by  the  nation's  outstanding  medical 
authorities,  will  be  presented  for  you  in  historical  Philadelphia.  Philadelphia  has 
many  luxurious  hotels  and  colorful  restaurants.  Mail  the  enclosed  registration  and 
room  reservations  coupons  now! 

TWO  POSTGRADUATE  COURSES:  Gynecology  and  Obstetrics;  and  Cardiovascular 
Therapeutics  (each  to  be  presented  in  3 half-day  sessions)  BREAKFAST  ROUND- 
TABLE DISCUSSIONS:  Gynecologic  Difficulties  in  the  Adolescent  • Early  Manage- 
ment of  Traffic  Accident  Patients  • Common  but  Worrisome  Pediatric  Problems 
•The  Nature  of  Chronic  Bronchitis  and  Pulmonary  Emphysema  • Prevention  of  Long 
Term  Illness:  A Practical  Approach  • Clinical  Uses  of  Electroencephalography 
SCIENTIFIC  SESSIONS:  Ulcerative  Colitis  • Pediatrics  • Chemotherapy  of  Cancer 

• Preventive  Surgery  in  Cancer*  Bacterial  Infections  • Ultraviolet  Irradiation  in 
Medicine  • Genetics  • Current  Status  of  Drug  Therapy  in  Rheumatology  • Psychiatry 

• Urology  • Gastrointestinal  Surgery  • Cardiovascular  Surgery  • Current  Concepts 
of  Shock  • Computers  in  Medicine  • Pain  in  the  Back  • Orthopedics  • Common 
Otology  Problems  • Eye  Problems  and  the  Non-Ophthalmologist  • CLOSED  CIRCUIT 
COLOR  TELEVISION.  MOTION  PICTURE  PREMIERES* Hundreds  of  SCIENTIFIC 
AND  INDUSTRIAL  EXHIBITS 


The  complete  scientific  program,  plus  forms  for  advance  registration  and 
hotel  accommodations,  will  be  featured  in  JAMA  October  25 


Scientific  Articles 


Von  Willebrand’s  Disease: 
Entity  or  Syndrome? 

Disorder  of  Coagulation 


ERIC  J.  WAKE,  M.D. 
New  York  City 
PETER  D.  MCCLURE,  M.D. 
Toronto,  Ontario,  Canada 

Assistant  Professor  of  Pediatrics  and  Pathology, 
Member,  Section  of  Hematology,  New  York  Medical  College, 
Metropolitan  Hospital  Division,  New  York  City; 
formerly  Assistant  Pathologist,  Hospital  for 
Sick  Children,  Toronto,  Ontario,  Canada  (Dr.  Wake); 
Assistant  Pathologist,  Clinical  Teacher  in  Pediatrics, 
Hospital  for  Sick  Children,  Toronto,  Ontario, 
Canada  (Dr.  McClure) 


F ew  disease  entities  have  undergone 
as  many  changes  in  concept  and  remain  as 
incompletely  understood  as  the  inherited 
disorder  which  is  characterized  by  a cap- 
illary defect  associated  with  a coagulation 
factor  deficiency.  Glanzmann  in  1918 1 
described  a hemorrhagic  state  characterized 
by  a normal  bleeding  time,  deficient  clot 
retraction,  and  abnormal  platelet  mor- 
phology. The  cause  of  bleeding  was  con- 
sidered to  be  a functional  platelet  disorder, 
and  the  disorder  was  named  hereditary 
hemorrhagic  thrombasthenia. 

In  1926  von  Willebrand2  reported  a 
hemorrhagic  disorder,  occurring  in  both 
sexes  and  apparently  transmitted  as  a 
mendelian  dominant,  under  the  term  “pseu- 
dohemophilia.” This  tendency  to  excess 
bleeding  was  associated  with  a prolonged 
bleeding  time,  normal  platelet  count,  and 


a study  was  made  of  15  cases  of  von  Wille- 
brand's syndrome  in  unrelated  children. 
Severe  bleeding  manifestations  were  found 
primarily  in  patients  with  a factor  VIII 
deficiency  but  also  occurred  in  1 patient 
with  a capillary  defect  alone.  The  tourniquet 
test  and  Ivy  bleeding  time  are  recommended 
for  investigating  bleeding  disorders.  Bleeding 
defects  associated  with  capillary  disorders 
should  be  considered  a syndrome  rather  than 
a disease  entity. 


good  clot  retraction.  Von  Willebrand 
and  Jurgens 3 later  felt  the  platelets  were 
at  fault  in  this  disease  and  renamed  the 
disease  “constitutional  thrombocytopathy.” 
Gradually  the  term  “von  Willebrand’s 
disease”  came  to  be  generally  used  for  this 
disorder. 

Abnormalities  of  the  capillaries  charac- 
terized by  distortion,  tortuosity,  and  fail- 
ure to  constrict  on  trauma  were  described 
in  this  disease  by  MacFarlane4  who  in- 
dicated the  probability  of  a vascular  basis. 
Since  1953,  it  has  frequently  been  found 
that  factor  VIII  deficiency  coexists  in 
pseudohemophilia,  but  other  coagulation 
defects  and  combinations  of  defects  have 
also  been  described.5-13  Qualitative  plate- 
let defects  were  found  in  some  cases  either 
alone14-17  or  with  associated  coagulation 
factor  deficiencies. 18 

Various  terms  which  have  been  used  for 
the  disorder  are  idiopathic  purpura,  familial 
purpura,  hemophilia  in  the  female,  con- 
stitutional thrombocytopathy,  throm- 
basthenia, vascular  hemophilia,  pseudo- 
hemophilia, hereditary  pseudohemophilia, 
hereditary  hemorrhagic  diathesis,  thrombo- 
cytic  dystrophy,  constitutional  capil- 
laropathy,  von  Willebrand’s  disease,  and 
von  Willebrand- Jurgen’s  disease.19  It  is 
the  purpose  of  this  study  to  review  15  cases 
diagnosed  as  von  Willebrand’s  disease  and 
to  discuss  the  present  status  of  this  disorder. 
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Patients  and  criteria 

A total  of  15  unrelated  cases  were  in- 
vestigated at  the  Department  of  Pathology 
and  Pediatrics,  Hospital  for  Sick  Children, 
during  a period  from  1955  to  1961.  The 
majority  of  patients  were  from  southern 
Ontario,  Canada,  and  all  were  of  Caucasian 
origin.  Only  patients  with  a primary 
hemorrhagic  disorder  manifested  by  pro- 
longed bleeding  time  and/or  a positive 
tourniquet  test  result  in  the  presence  of  a 
normal  platelet  count  were  included  as 
showing  evidence  of  a vascular  defect.19 
Patients  with  acquired  capillary  bleeding 
disorders  from  thromboembolic  diseases, 
hypertension,  chronic  renal  diseases,  ana- 
phylactoid purpura,  scurvy,  and  toxic 
causes  were  excluded.  Ten  boys  and  5 
girls  were  studied.  None  of  the  patients 
were  known  to  be  related.  In  Case  5, 
the  parents  are  first  cousins. 

Case  reports 

Case  1.  A fourteen-year-old  female  had  a 
history  of  easy  bruising.  Transfusions  were  re- 
quired for  recurrent  epistaxes  and  following 
tooth  extraction.  Trauma  to  the  left  ankle  at 
eight  years  of  age  was  followed  by  chronic 
arthritis  which  was  felt  to  be  due  to  hemarthro- 
sis.  At  ten  years  of  age  an  uneventful  arthrode- 
sis was  performed.  Blood  transfusions  were 
given  during  and  following  the  procedure.  Two 
separate  episodes  of  intraperitoneal  bleeding 
developed  following  rupture  of  a graafian  follicle. 
Laparotomy  was  performed  for  the  first  episode, 
and  a large  cystic  hemorrhagic  area  was  found 
which  included  almost  the  entire  left  ovary. 
The  left  ovary  and  tube  were  removed.  A total 
of  5,500  cc.  of  fresh  blood  and  fresh  frozen 
plasma  were  required.  In  the  second  episode, 
3,800  cc.  of  blood  and  plasma  were  given,  but 
the  operation  was  not  carried  out.  There  was 
no  evidence  of  a bleeding  tendency  in  three 
generations. 

Physical  examination  showed  no  evidence  of 
bruises  or  petechiae.  A laparotomy  scar  was 
present  over  the  abdomen.  The  left  ankle  was 
fixed  with  a scar  at  the  site  of  the  arthrodesis. 

Case  2.  A nine-year-old  male  was  initially 
investigated  in  1953  and  diagnosed  as  having 
hemophilia.  The  family  history  was  entirely 
negative  in  three  generations.  At  eight  months 
of  age,  excessive  bleeding  occurred  following  cir- 
cumcision. Easy  bruising  was  noted  since  that 
time.  A fall  on  his  forehead  at  eleven  months  of 
age  resulted  in  a spreading  hematoma  which  re- 
quired transfusion.  One  episode  of  internal 
hemorrhage  at  seven  years  of  age  required  trans- 
fusion. At  nine  years  of  age  he  developed  a 
hemarthrosis  of  one  ankle.  No  residual  joint 


involvement  occurred.  On  one  occasion  he  was 
admitted  for  tonsillar  bleeding  of  nonsurgical 
origin.  No  transfusions  were  required.  Ex- 
amination gave  negative  results.  No  evidence 
of  bruises  or  petechiae  were  present. 

Case  3.  A twelve-year-old  male  had  a his- 
tory of  easy  bruising  since  birth  but  without 
significant  epistaxes  or  prolonged  bleeding.  No 
family  history  of  bleeding  tendency  was  present. 
The  patient  was  normal  except  for  multiple 
bruises  over  the  arms  and  lower  limbs. 

Case  4.  A four-year-old  female  was  the  third 
child  in  a family  with  a known  history  of  bleed- 
ing tendency  and  easy  bruising.  She  was 
admitted  because  of  prolonged  bleeding  follow- 
ing oral  mucosal  laceration.  Apart  from  the 
bleeding  from  the  soft  palate,  examination  gave 
negative  findings.  The  father  bled  for  many 
days  following  tonsillectomy  and  tooth  extrac- 
tion, and  the  mother  had  had  frequent  epi- 
staxes. The  patient’s  sister  also  had  recurrent 
epistaxes. 

Case  5.  A two  and  one-fourth-year-old  male 
was  admitted  to  the  hospital  for  corrective  sur- 
gery for  ptosis  of  the  right  eyelid  which  had  been 
present  since  birth.  He  was  found  to  be  covered 
with  petechiae  at  this  time,  and  several  small 
bruises  were  present  over  his  body.  He  had 
epistaxes  and  prolonged  bleeding  after  injury 
and  following  mucosal  lesions.  The  parents 
were  first  cousins,  and  family  history  of  bleeding 
tendency  was  absent  in  three  generations. 
Transfusions  had  never  been  required.  Phys- 
ical findings  showed  the  presence  of  scattered 
petechiae.  Ptosis  of  the  right  eyelid  was 
present. 

Case  6.  A five-year-old  male  had  a history 
since  infancy  of  easy  bruising,  epistaxes,  mucosal 
bleeding,  and  prolonged  bleeding  from  cuts  and 
injuries  as  well  as  bleeding  into  muscles  and 
joints.  Examination  gave  negative  findings, 
and  no  residual  joint  damage  or  limitation  of 
motion  was  evident.  Family  history  showed 
male  and  female  members  involved. 

Case  7.  A four-month-old  male  was  born 
prematurely  weighing  4 pounds  3 ounces.  At 
ten  days  of  age  he  developed  fever,  jaundice, 
and  melena.  His  hemoglobin  was  8 Gm.  per 
100  ml.  At  this  time  he  was  found  to  have  right 
inguinal  and  umbilical  hernias.  Later  he  was 
noted  to  have  intermittent  tarry  stools.  He 
was  admitted  at  four  months  of  age  for  hernia 
repair,  and  coagulation  studies  were  performed 
because  of  the  history  of  melena.  Phys- 
ical examination  showed  normal  findings  apart 
from  right  inguinal  and  umbilical  hernias. 
X-ray  studies  showed  a calcified  mass  which  was 
felt  to  be  from  meconium  peritonitis,  malrota- 
tion  of  the  bowel,  and  constriction  of  the  pre- 
pyloric region  of  the  stomach. 

Case  8.  A thirteen-year-old  female  had  al- 
ways had  a history  of  easy  bruising  and  exces- 
sive bleeding  following  injury.  Epistaxes  had 
not  been  a problem.  Postoperative  bleeding 
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was  encountered  following  tonsillectomy,  ap- 
pendectomy, and  tooth  extraction.  Excessive 
bruising  was  noted  following  a blow  to  the 
abdominal  wall.  Physical  examination  showed 
no  significant  findings  apart  from  minimal 
bruises.  One  sibling  of  the  patient  had  vitamin 
D refractory  rickets. 

Case  9.  A seven-year-old  female  was  seen 
because  of  prolonged  bleeding  and  easy  bruising 
since  approximately  four  years  of  age.  The 
family  history  revealed  negative  findings. 
Examination  was  not  remarkable  except  for  a 
few  spider  hemangiomas  found  on  the  forearms, 
hands,  and  under  the  right  eye. 

Case  10.  A six-year-old  male  had  had  easy 
bruising  and  prolonged  bleeding  all  his  life.  A 
circumcision  was  performed  during  infancy,  but 
bleeding  did  not  occur.  At  four  years  of  age, 
the  patient  had  cut  his  chin,  and  it  had  bled 
excessively  and  required  stitching  but  stopped 
without  transfusions.  The  patient’s  father  had 
a history  of  prolonged  bleeding  following  tooth 
extraction,  removal  of  a cyst,  and  tonsillectomy. 
Examination  gave  negative  findings. 

Case  11.  A two-year-old  male  had  a his- 
tory of  easy  bruising  and  prolonged  bleeding 
since  infancy  with  frequent  epistaxes,  aural 
bleeding,  and  bleeding  from  the  tongue.  Three 
transfusions  were  required  for  epistaxes.  The 
family  history  revealed  negative  findings. 
Positive  physical  findings  were  a few  scattered 
bruises  on  the  arms  and  legs  and  a blood  blister 
on  the  tongue. 

Case  12.  A two  and  one-fourth-year-old 
female  had  an  asymptomatic,  acyanotic  con- 
genital heart  disease  which  was  diagnosed  as 
aorticopulmonary  window.  Her  only  symp- 
toms of  bleeding  tendency  had  been  easy  bruis- 
ing and  recurrent  and  prolonged  epistaxes. 
She  was  referred  for  evaluation  of  a possible 
bleeding  disorder  because  of  the  occurrence  of  a 
crop  of  petechiae  distal  to  the  tourniquet  during 
a routine  vein  puncture  in  her  physician’s 
office.  A bleeding  tendency  was  present  on 
both  sides  of  the  family  tree.  Physical  examina- 
tion revealed  a heart  murmur,  scattered  bruises, 
and  petechiae. 

Case  13.  A fourteen-month-old  male  had 
had  since  infancy  easy  bruising,  prolonged  bleed- 
ing from  cuts  and  oral  injuries,  and  recurrent 
and  prolonged  epistaxes.  A transfusion  was  re- 
quired following  a lip  injury.  Prolonged  bleed- 
ing occurred  following  circumcision.  Physical 
findings  were  noncontributory. 

Case  14.  A nine-year-old  male  was  first  seen 
because  of  a history  of  easy  bruising,  prolonged 
bleeding  following  cuts,  and  bleedings  from  his 
tonsils.  He  was  referred  for  investigation  of  a 
possible  bleeding  tendency  before  tonsillectomy. 
His  paternal  uncle  showed  evidence  of  bleeding 
as  a child.  Two  female  siblings  of  this  patient 
had  a history  of  prolonged  bleeding,  and  one 
sister  died  from  severe  epistaxes.  Investigation 


of  the  mother  showed  a prolonged  bleeding  time 
and  AHG  (antihemolytic  globulin)  defect  by 
thromboplastin  generation  test.  Physical  ex- 
amination, apart  from  the  old  bruises,  was  non- 
contributory. 

Case  15.  A seven  and  one-half-year-old 
mentally  retarded  male  had  no  history  of  easy 
bruising  or  prolonged  bleeding.  An  associated 
acyanotic,  ventricular  septal  defect  with  pul- 
monary hypertension  was  diagnosed  following 
cardiac  catheterization.  No  bleeding  was  en- 
countered from  the  cut-down  site.  Prior  to 
cardiac  surgery,  his  coagulation  mechanism  was 
investigated  because  of  numerous  petechiae  at 
the  site  of  venipuncture,  and  the  operation  was 
postponed.  Two  carious,  deciduous  teeth 
were  extracted  without  abnormal  bleeding  prior 
to  the  diagnosis  of  his  disorder.  No  postextrac- 
tion bleeding  was  encountered.  Physical  ex- 
amination gave  negative  findings  except  for  the 
mental  retardation  and  systolic  murmur. 

Technical  methods 

Blood  morphology.  The  morphology 
of  the  formed  elements  of  the  blood  was 
studied  on  blood  smears  obtained  directly 
from  a freely-flowing  finger  or  heel  prick. 
The  smears  were  then  stained  with  Wright’s 
solution.  Opinions  were  based  on  the  size, 
shape,  staining  character,  and  clumping  of 
the  blood  cells  as  compared  with  normal 
control  smears. 

Platelet  count.  The  platelet  count 
was  performed  in  duplicate  by  the  Lem  pert  - 
Kristensen  technic.20  The  normal  is  150,- 
000  to  350,000  per  cubic  millimeter. 

Capillary  fragility.  Capillary  fra- 
gility was  estimated  by  the  tourniquet 
test.21  The  normal  is  0 to  20  petechiae 
over  the  forearm. 

Bleeding  time.  The  method  of  Ivy 
was  used  to  estimate  bleeding  time.22 
Normal  is  one  to  five  minutes. 

Vascular  morphology.  Conjunctival 
vessels  were  examined  directly  and  by  the 
use  of  a single  lens  from  a 10  X microscope 
eyepiece.23  Interpretation  was  limited  to 
larger  capillaries  and  venules. 

The  nail  bed  vessels  were  examined  under 
a 40  X microscope  after  careful  removal 
of  the  surface  keratin  layer.  Contractility 
was  determined  by  gentle  stimulation  with 
a needle  tip.4 

Clot  retraction.  Clot  retraction  was 
estimated  by  a measurement  of  the  residual 
serum  after  clot  retraction.24  The  normal 
is  40  to  60  per  cent  expression  of  serum. 
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Blood  was  collected  into  dry  13-  by  70-mm. 
tubes  and  placed  in  a water  bath  at  37  C. 
Retraction  was  checked  at  the  end  of  five, 
eighteen,  and  twenty-four  hours.  If  no 
retraction  was  seen,  the  clot  was  rimmed 
with  an  applicator  stick,  and  the  volume  of 
free  serum  was  measured. 

Whole  blood  clotting  time.  The 
method  of  Lee  and  White25  was  followed 
using  three  dry  13-  by  70-mm.  tubes.  One 
ml.  of  blood  was  placed  in  each  tube  at 
37  C.  and  tilted  at  one-half-minute  in- 
tervals. The  normal  is  five  to  eleven  min- 
utes. 

Prothrombin  consumption  time.  The 
prothrombin  consumption  time  was  per- 
formed by  the  method  of  Weiner.26  The 
normal  is  more  than  thirty  seconds. 

PTT  (partial  thromboplastin  time). 
The  PTT  performed  by  the  method  of 
Rodman,  Barrow,  and  Graham.27  The 
normal  is  fifty  to  ninety  seconds. 

Prothrombin  time.  Prothrombin  time 
was  performed  by  the  method  of  Quick.28 
The  normal  is  eleven  to  fifteen  seconds. 

Platelet  function.  Estimation  of 
platelet  function  was  determined  by  the 
efficiency  of  TGT  (thromboplastin  genera- 
tion test)  in  the  partial  thromboplastin  time. 
Since  the  PTT  has  equal  sensitivity  to  the 
TGT,29  the  patients’  platelets  were  used 
in  comparison  to  the  same  source  of  frozen 
human  brain  thromboplastin  extracted 
by  the  method  of  Rodman,  Barrow,  and 
Graham.27  To  obtain  quantitatively  com- 
parable concentrations  of  platelets  from 
different  subjects,  the  following  method 
was  used:  After  differential  centrifugation, 
the  platelets  and  plasma  were  separated 
from  10  cc.  of  blood.  The  platelets  were 
washed  three  times  with  5 cc.  of  0.85  Gm. 
per  100  ml.  solution  of  sodium  chloride  in 
lusteroid  tubes.  After  the  last  washing, 
the  material  from  each  sample  was  sus- 
pended in  approximately  one  half  of  the 
original  supernatant  plasma  volume.  A 
platelet  count  was  performed,  and  the 
volume  was  adjusted  to  provide  200,000 
to  400,000  per  cubic  millimeter.  The 
normal  clotting  time  using  platelet  sus- 
pension is  equal  to  or  less  than  that  of  the 
brain  extract. 

TGT.  The  TGT  was  performed  by  the 
method  of  Biggs  and  Douglas30  with  the 
modification  of  Bell  and  Alton.31  The 
normal  is  less  than  twelve  seconds  during 


six  minutes  of  generation  mixture  incuba- 
tion. 

Plasma  factor  viii  and  serum  factor 
ix  concentration.  Factor  VIII  and 
factor  IX  were  estimated  by  Pitney’s 
modification  of  the  TGT.32  The  normal  is 
50  to  200  per  cent  of  factors  VIII  and  IX. 


Results 

The  selection  of  the  15  cases  in  this  study 
was  based  on  the  presence  of  a bleeding 
tendency  manifested  by  development  of 
petechiae  during  phlebotomy  and  confirmed 
by  a positive  tourniquet  test  result  and/or 
presence  of  a prolonged  bleeding  time  on 
one  or  more  occasions.  The  clinical  pic- 
ture of  these  cases  is  summarized  in 
Table  I.  Ten  of  our  cases  were  males,  and 
5 were  females.  One  or  more  female  mem- 
bers were  involved  in  six  pedigrees.  Pro- 
longed bleeding  following  circumcision, 
tonsillectomy,  tooth  extraction,  and  simple 
injury  was  noted  in  11  cases.  Rupture  of  a 
graafian  follicle,  which  in  the  normal  sub- 
ject usually  causes  minor  bleeding,  was  the 
cause  of  repeated  massive  bleeding  in 
Case  1.  An  unusual  finding  was  that  4 
patients  had  associated  congenital 
anomalies,  and  1 had  a sibling  with  an 
inborn  error  of  metabolism.  The  cases 
where  a family  history  was  present  are 
shown  in  Figure  1. 

Table  II  shows  the  results  of  the  lab- 
oratory investigations.  Two  patients  had 
slightly  low  platelet  counts  which  on  a 
subsequent  examination  were  within  the 
normal  range.  Electron  microscopic  ex- 
amination of  platelets  was  not  carried  out. 
Examination  of  the  smears  using  Wright’s 
solution  revealed  no  abnormalities  of  mor- 
phology in  any  of  the  patients.  Case  5 
showed  normal  appearance  but  poor  aggre- 
gation of  platelets  as  well  as  poor  clot 
retraction  (Fig.  2).  Twelve  patients  had  a 
prolonged  bleeding  time,  while  13  had  a 
positive  tourniquet  test  result.  Morpho- 
logic abnormalities  were  found  in  the  capil- 
laries in  5 cases  and  borderline  in  1.  Con- 
sistent association  was  not  found  between 
the  morphology  of  nail  bed  capillaries,  their 
contraction  after  stimuli,  and  conjunctival 
vessel  abnormalities.  The  clotting  time 
and  prothrombin  consumption  time  were 
abnormal  in  6 of  the  15  cases,  while  the  PTT 
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TABLE  1.  Clinical  findings  manifested  by  patients 
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Qualitative  platelet  defect 
With  factor  VIII  deficiency 
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was  abnormal  in  8 of  14  cases.  The  PTT  in 
general  paralleled  that  of  the  TGT  except 
in  Case  7.  Parallel  testing  of  the  patients’ 
platelets  and  cephalin  in  the  TGT  is  shown 
in  Figure  3.  In  a comparison  of  the  PTT  with 
human  brain  extract,  there  was  a slowing 
of  the  PTT,  using  the  patient’s  platelets, 
to  over  two  seconds  in  2 cases.  Specific 
assays  showed  a moderate  or  marked  de- 
ficiency of  factor  VIII  in  10  cases  and  factor 
IX  in  2 cases.  Cases  5 and  10  showed 
qualitative  platelet  defect.  Eleven  cases 
had  clear-cut  deficiency  of  a coagulation 
factor,  while  3 cases  had  a normal  level  and 
one  had  a probably  normal  level. 


o 


Sex  Unknown 


FIGURE  1.  Pedigrees  of  patients  with  other  mem- 
bers of  family  tree  showing  bleeding  disorder. 


Comment 

Pathophysiologic  considerations.  In 
an  extensive  review,  Spaet33  states  that 
the  major  manifestations  in  vascular  hemor- 
rhagic syndromes  are  dependent  on  two 
separate  but  related  pathogenetic  causes. 
They  consist  of  impaired  hemostasis  and 
purpura  where  this  latter  term  is  used  to 
denote  petechial  or  ecchymotic  lesions. 
The  impaired  hemostasis  results  from  the 
failure  of  the  hemostatic  mechanisms  to 
arrest  traumatic  hemorrhage,  while  the 
purpura  results  from  spontaneous  hemor- 
rhages from  vascular  disturbances.  The 
vascular  disorder  may  be  caused  by  a re- 
sponse to,  or  deficiency  of,  an  endogenous 
plasma  factor  acting  directly  on  capillary 
integrity34  or  by  an  intrinsic  capillary 
defect  as  postulated  by  MacFarlane.4 
Recent  findings  indicate  a plasma  factor 
deficiency  distinct  from  the  usual  coagula- 
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TIME  HOURS 


FIGURE  2.  Degree  of  clot  retraction  in  Case  5 com- 
pared to  normal  control  and  severe  hemophilia. 


tion  factors23-  35-38  may  be  the  cause  of  the 
vascular  disturbance,  although  others5-39 
were  unable  to  confirm  these  findings. 
From  the  work  of  Weiss,40  differences  in 
preparation  appear  to  be  responsible  for 
these  differences.  The  exact  relationship  of 
platelet  disorders  in  this  disease  as  yet 
remains  unclear.  Qualitative  platelet  de- 
fects may  act  as  a factor  in  (1)  production 
of  purpura  with  prolonged  bleeding  time,16 
(2)  impairment  of  thromboplastin  genera- 
tion,41 and/or  (3)  some  unrecognized  plate- 
let action.  Braunsteiner16  divided  the 
platelet  disorders  into  thrombasthenia  and 
thrombopathia.  Weiss  and  Eichelberger37 
added  von  Willebrand’s  syndrome  as  a 
related  syndrome  and  defined  thrombas- 
thenia as  showing  failure  of  clot  retraction, 
prolonged  bleeding  time,  abnormalities 
of  the  platelets  by  electron  microscopy, 
and  poor  adhesion  of  platelets  to  foreign 
surfaces.  Cases  of  thrombopathia  were 
defined  as  having  a platelet  factor  3 defect 
as  evidenced  by  abnormal  results  in  the 
TGT  prothrombin  consumption  test,  and 
conversion  of  purified  prothrombin.  The 
term  von  Willebrand’s  syndrome  was  kept 
nonspecific  for  an  inherited  hemorrhagic 
diathesis  with  a prolonged  bleeding  time 
and  normal  platelet  count.  Raccuglia 
and  Neel42  are  inclined  to  consider  separa- 
tion of  primary  platelet  abnormalities 
and  those  with  a pure  vascular  factor  as 
unjustified. 

The  associated  deficiency  of  a plasma 
factor  as  recognized  by  Alexander  and 
Goldstein5  has  been  expanded  from  the 
original  factor  VIII  to  include  factors 
V,  VII,  IX,  XI,  fibrinogen,  and  multiple 


0 2 4 6 8 

INCUBATION  TIME  (minutes) 

FIGURE  3.  Results  of  TGT  using  patient's  plate- 
lets in  parallel  with  3 per  cent  cephalin  suspension. 


deficiencies.19  The  concept  that  plasma 
deficiency,  capillary  disorder,  and  platelet 
dysfunction  may  occur  in  varying  degrees 
in  this  disease  was  postulated  by  several 
workers.21-  37 ■ 43  Considerable  support  has 
been  obtained  from  kindred  studies  by 
Braunsteiner16  and  Raccuglia  and  Neel.42 

Genetics.  Currently  there  exist  two 
main  hypotheses  concerning  von  Wille- 
brand’s disease.  Graham,44  after  a review 
of  all  the  cases  reported,  considers  the 
manifestations  to  be  from  two  dominant 
autosomal  genes,  each  with  a slight  effect 
on  hemostasis.  The  reduction  in  factor 
VIII,  and  by  analogy  factor  IX  which  is  a 
sex-linked  characteristic,  is  thought  to  be 
effected  through  the  presence  of  at  least 
two  loci  concerned  with  factor  VIII  syn- 
thesis, one  of  which  is  situated  at  an  auto- 
somal locus. 

Raccuglia  and  Neel,42  on  the  basis  of 
their  findings  and  the  probabilities  involved, 
incline  more  to  the  single  gene  hypothesis. 
On  the  basis  of  our  findings,  an  autosomal 
dominant  type  of  inheritance  is  indicated 
in  the  cases  with  a family  history,  but  in- 
sufficient evidence  is  present  to  support 
either  hypothesis. 

The  serious  bleeding  manifestations  in 
this  disease  in  our  cases  were  mainly  evident 
in  those  patients  with  a factor  VIII  de- 
ficiency, although  in  Case  12  the  capillary 
hemorrhagic  manifestations  were  the  only 
defects  demonstrable.  These  cases  point 
out  the  fact  noted  by  Miale45  that  this  can 
be  a serious  hemorrhagic  diathesis  where 


November  15,  1965  / New  York  State  Journal  of  Medicine  2789 


TABLE  2.  Results  of 
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Qualitative  platelet  defect 
With  factor  VIII  deficiency 

5 
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36 
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With  defect  only 
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20  to  24 

9.5 
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* ND  = Procedure  not  done. 


the  existence  of  the  disorder  may  be  re- 
vealed only  by  the  history  of  a bleeding 
tendency  in  the  patient  and/or  family 
along  with  the  occurrence  of  a positive 
tourniquet  test  result  and/or  bleeding 
time.  In  smaller  children,  a positive  tour- 
niquet test  result  may  be  the  only  clue  to 
the  existence  of  a vascular  hemorrhagic 
disorder. 

In  view  of  these  findings,  and  until  a 
better  test  can  be  devised,  the  tourniquet 
test  serves  a useful  function  despite  its 
shortcomings.  46-47  Repeated  tests  are  ad- 
visable, since  variable  results  have  been 
obtained  in  the  same  patient  at  different 
times  and  sites  of  testing.  The  Ivy 
bleeding  time  is  probably  the  single  most 
useful  test  in  confirming  the  presence  of  a 
capillary  hemorrhagic  disorder.  Cornu 
et  al.3&  and  Borchgrevink  et  o/.48  have  found 
the  Ivy  technic  to  be  more  sensitive  than 
the  Duke  technic.  Proper  technic  is 
important,  and  when  a test  is  poorly  per- 
formed by  inexperienced  personnel,  it  is 
useless.  This  point  has  been  emphasized 
by  Diamond  and  Porter.41 

Preston49  found  that  exercise  and  stress 
raised  the  factor  VIII  levels  by  60  per  cent 


in  a group  of  pregnant  patients  whose 
levels  were  already  elevated.  This  observa- 
tion indicates  the  need  to  re-evaluate  this 
entire  group  of  disorders. 

As  yet  unestablished  are  factors  causing 
depression  of  factor  VIII,  changes  in  levels 
of  other  coagulation  factors  associated 
with  hereditary  capillary  defects,  and  the 
known  variability  in  the  manifestations 
of  capillary  fragility  whether  this  may  be 
due  to  a plasma,  platelet,  or  direct  capil- 
lary defect. 

Summary 

Fifteen  cases  of  unrelated  children  with 
von  Willebrand’s  syndrome  are  analyzed. 

Severe  bleeding  manifestations  were  en- 
countered primarily  in  patients  with  a 
factor  VIII  deficiency  but  also  occurred  in 
1 patient  with  a capillary  defect  alone.  The 
use  of  the  tourniquet  test  as  a part  of  a 
routine  physical  examination  and  the  use 
of  Ivy  bleeding  time  for  investigating  bleed- 
ing disorders  is  recommended. 

Bleeding  defects  associated  with  capillary 
disorders  should  be  considered  a syndrome 
rather  than  a disease  entity. 
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Addendum 

Following  completion  of  these  studies, 
Salzman50  and  Strauss  and  Bloom51  show 
adhesiveness  of  platelets  to  be  of  value  in 
these  patients. 
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Congenital  rather  than  rheumatic  heart 
disease  is  now  the  most  common  cardiac 
disorder  in  children.  Of  the  congenital 
cardiac  lesions,  aortic  stenosis  is  not  only 
common  but  also  presents  a clinical  spec- 
trum sufficiently  different  from  that  of  the 
acquired  lesion  as  to  merit  continued  study. 
We  have  therefore  reviewed  our  own  ex- 
perience and  compared  it  with  several  large 
published  series. 1 -s  Although  these  re- 
ports to  some  extent  represent  selected 
cases,  we  have,  nevertheless,  been  able  to 
extract  a description  of  the  disease  entity. 
The  percentages  listed  in  Table  I are  our 
recalculations  of  published  data,  and  the 
following  statements  represent  our  inter- 
pretation of  the  consensus. 

Congenital  aortic  stenosis  is  a term  ap- 
plied to  any  obstruction  to  the  egress  of 
blood  from  the  left  ventricle.  Anatomically 
there  are  three  varieties.  The  most  com- 
mon is  the  valvar  type  in  which  the  com- 
missures of  either  a bicuspid  or  tricuspid 
valve  are  fused  to  a variable  degree. 
Obstructions  beneath  the  valve  are  termed 
subvalvar  and  are  characterized  by  either 
a discrete  ring  or  membrane  a few  milli- 


congenital aortic  stenosis  differs  clini- 
cally from  the  acquired  lesion  in  that  many 
patients  with  the  congenital  disease  do  not 
have  markedly  abnormal  physical,  electro- 
cardiographic, or  x-ray  findings.  Diagnosis 
is  established  by  cardiac  catheterization  and 
angiography.  Surgery  may  be  indicated  if 
symptoms  are  severe  or  the  systolic  pressure 
gradient  across  the  valve  is  large. 


meters  beneath  the  valve  or  by  a hyper- 
trophied muscle  mass  giving  rise  to  an  in- 
fundibular chamber  during  systole.  The 
least  common  type  is  supravalvar  and 
involves  a narrowing  of  the  aorta  just 
distal  to  the  coronary  ostia. 

Prevalence  and  age 

It  has  been  estimated  that  2 per  1,000 
school  children  have  congenital  heart 
disease,6  of  whom  some  3 to  5 per  cent  have 
aortic  stenosis.  Where  an  intensive  search 
for  the  lesion  has  been  made,  as  in  our 
series,  the  rate  is  substantially  higher.  On 
clinical  grounds,  patients  whose  aortic 
murmurs  have  been  detected  prior  to  the 
age  of  five  years  are  considered  to  have 
congenital  disease.  Obviously,  many  pa- 
tients with  congenital  lesions  are  labeled  as 
having  acquired  disease  when  the  char- 
acteristic murmur  is  first  detected  in 
adolescence  or  adulthood. 

Males  predominate  in  all  reported  series 
with  a ratio  of  2 : 1 to  5 : 1. 

Findings 

Symptoms.  Most  patients  with  aortic 
stenosis  have  no  symptoms.  The  most 
common  complaints  are  mild  fatigue  or 
dyspnea  on  exertion.  Angina  and  syn- 
cope are  usually  associated  only  with  severe 
degrees  of  obstruction.  Many  individuals 
with  marked  pressure  gradients  across  the 
valve  have  no  symptoms  but  may  die  sud- 
denly. On  the  other  hand,  some  patients 
with  fatigue  and  dyspnea  and  even  angina 
or  syncope  may  have  only  mild  degrees  of 
obstruction. 

Signs.  A systolic  murmur  is  invariably 
present  in  aortic  stenosis.  In  the  majority 
a systolic  ejection  murmur  of  Grade  III 
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Conditions 


TABLE  I.  Congenital  aortic  stenosis 
Albany  Keith1  Nadas2  Braveman3  Braunwald4  Kjellberg5 


Total  patients 

50 

62 

67 

73 

100 

23 

Prevalence  (%) 

6.5 

3 

5 

Proportion  of  male: female 

1.8:1 

5:1 

3.7:1 

4:1 

4 

Symptoms  (%) 

58 

20 

46 

42 

29 

Dyspnea  (%) 

16 

15 

19 

5 

55 

17 

Fatigue  (%) 

16 

20 

25 

15 

30 

Syncope  or  dizziness  (%) 

2 

6 

13 

23 

4 

Angina  (%) 

2 

4 

30 

13 

Systolic  murmur  (%) 

100 

98 

100 

100 

100 

Thrill  (%) 

80 

80 

99 

100 

85 

Diminished  aortic  second 

sound  (%) 

42 

13 

Diastolic  murmur  (%) 

14 

10 

15 

22 

13 

Electrocardiogram 

Normal  (%) 

18 

40 

20 

58 

61 

Left  ventricle  enlarged  (%) 

40 

50 

29 

Left  ventricle  strain  (%) 

42 

10 

36 

X-ray 

Normal  (%) 

36 

25 

26 

Left  ventricle  enlarged  (%)  42 

50 1 

25 

?50 

Aortic  dilatation  (%) 

32 

42  \ 

70 

Gradients 

< 50  mm.  (%) 

52 

39 

> 50  mm.  (%) 

48 

61 

Mortality 

3.5 

8.2 

to  IV/VI  intensity  is  heard  in  the  aortic 
area  with  radiation  into  the  neck.  In  the 
subvalvar  variety,  especially,  the  murmur 
may  be  heard  best  along  the  left  sternal 
border.  About  80  per  cent  of  cases  have  a 
thrill.  The  second  aortic  sound  is  fre- 
quently well  heard.  Some  10  to  15  per 
cent  have  the  diastolic  murmur  of  aortic 
incompetence.  In  only  1 of  our  7 cases 
with  a diastolic  murmur,  however,  could 
regurgitation  be  demonstrated  angio- 
graphically.  It  is  reported  that  a diastolic 
murmur  is  more  frequently  heard  in  sub- 
valvar obstruction. 

Electrocardiogram.  In  about  half  the 
cases  there  is  some  evidence  of  left  ven- 
tricular hypertrophy,  although  S-T  segment 
and  T-wave  abnormalities  are  present 
in  only  about  10  per  cent.  Many  patients 
have  normal  tracings,  and  even  patients 
with  severe  obstruction  have  been  reported 
with  normal  electrocardiographic  patterns. 
In  general,  the  more  marked  the  pattern 
of  left  ventricular  hypertrophy  the  more 
severe  the  obstruction. 

Radiology.  If  sought  for  carefully, 
many  patients  with  valvar  and  subvalvar 
lesions  are  found  to  have  dilatation  of  the 
ascending  aorta,  so-called  poststenotic  dila- 
tation. The  degree  of  left  ventricular 


FIGURE  1.  Effect  of  isoproterenol  on  subaortic 
stenosis.  Upper  trace  is  electrocardiogram  and 
lower,  from  left  to  right,  pullback  pressure  tracing 
across  valve.  Note  sudden  drop  in  pressure, 
while  configuration  of  curve  is  still  ventricular. 


enlargement  may,  however,  be  minimal. 
Indeed,  in  about  25  per  cent  of  all  cases  the 
x-ray  configuration  of  the  heart  and  aorta  is 
normal.  Calcification  of  the  valve  is 
unusual  in  patients  under  twenty  years  of 
age  but  becomes  commoner  with  increasing 
age. 

Catheterization  data.  The  demon- 
stration of  a systolic  pressure  gradient  across 
the  left  ventricular  outflow  tract  is  possible 
in  almost  every  case.  On  the  other  hand, 
in  4 of  our  cases  with  typical  clinical  find- 
ings no  pressure  gradient  was  evident  until 
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FIGURE  2.  Typical  patient  with  supravalvar  arotic 
stenosis.  He  has  full  face,  broad  nose  and  fore- 
head, full  pouting  lips,  and  narrow  chin.  Dental 
moulage  emphasizes  marked  abnormalities  in 
tooth  structure. 

after  the  intravenous  infusion  of  isoproter- 
enol (Isuprel)  (Fig.  1).  The  powerful 
positive  inotropic  and  chronotropic  ef- 
fects of  this  drug  on  the  myocardium  mimic 
the  effects  of  excitement  or  exercise,  tend- 
ing to  exaggerate  what  appears  to  be  an 
insignificant  gradient  at  rest.  In  one 
instance  a systolic  pressure  gradient  of  80 
mm.  Hg  developed.  The  angiogram  dis- 
closed an  obstructing  lesion  in  each  of 
these  cases. 

Angiography  not  only  delineates  the 


nature  and  site  of  the  obstruction  but  also 
semiquantitates  the  degree  of  any  com- 
plicating aortic  regurgitation.  In  older 
patients,  the  aortogram  may  also  give 
information  regarding  the  coronary  cir- 
culation, which  should  be  competent  if 
surgical  intervention  is  contemplated. 

Associated  lesions.  Some  10  to  20 
per  cent  of  cases  of  aortic  stenosis  have 
other  congenital  cardiac  defects  including 
patency  of  the  ductus  arteriosus,  coarcta- 
tion of  the  aorta,  and  ventricular  septal 
defect.  Although  pulmonic  stenosis  is 
said  to  be  rarely  associated  with  aortic 
stenosis,  4 of  our  cases  had  a minimal 
systolic  pressure  gradient  across  the  pul- 
monic valve  which  increased  to  30  to  40 
mm.  Hg  during  the  infusion  of  isoproter- 
enol. 

Location  of  lesion.  In  most  instances 
the  angiogram  provides  the  definitive 
diagnosis.  In  about  75  per  cent  of  cases 
the  obstruction  is  principally  valvar,  and 
the  deformed  valve  produces  a jet  stream 
into  the  aorta.  Hypoplasia  of  the  an- 
nulus or  of  the  aorta,  which  contraindicates 
surgery,  can  also  be  identified.  Some  15 
to  20  per  cent  of  cases  have  a subvalvar 
obstructing  ring  or  membrane  producing  a 
small  infundibular  chamber  beneath  the 
valve  as  well  as  a jet  stream  into  the  aorta. 
In  our  experience  the  pullback  pressure 
tracing  is  diagnostic  only  in  the  supra- 
valvar and  idiopathic  hypertrophic  sub- 
aortic varieties  of  stenosis.  Idiopathic 
hypertrophic  subaortic  stenosis  is  char- 
acterized by  systolic  encroachment  on  the 
outflow  tract  by  the  hypertrophied  muscle 
mass  and  frequently  by  mitral  insufficiency. 
In  supravalvar  stenosis,  narrowing  beyond 
the  dilated  sinuses  and  coronaries  is  readily 
apparent.  Pulmonary  coarctations  should 
also  be  sought  if  supravalvar  stenosis  is 
associated  with  mental  deficiency,  a pe- 
culiar facies,  and  dental  abnormalities 
(Fig.  2).7 

Prognosis 

Some  3 to  5 per  cent  of  cases  of  aortic 
stenosis  surviving  the  first  year  of  life  die 
of  the  disease  prior  to  adult  life.  There- 
after, the  mortality  rate  probably  increases 
significantly,  but  this  has  not  been  well 
documented.  In  most  fatal  cases,  severe 
symptoms  such  as  syncope,  angina,  or 
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FIGURE  3.  Transaortic  valve  gradients  as  meas- 
ured at  rest  during  cardiac  catheterization.  There 
is  tendency  for  the  gradient  to  be  greater  with  ad- 
vancing age  of  patient  in  congenital  aortic  stenosis. 

extreme  dyspnea  are  associated  with  strain 
on  the  left  side  of  the  heart  as  shown  by 
electrocardiogram  and  cardiac  enlarge- 
ment on  x-ray  examination.  Death  has, 
however,  occurred  with  minimal  findings 
and  minimal  symptoms.5  The  severity  of 
the  obstruction  increases  with  age  as  at- 
tested by  the  increase  in  the  transaortic 
systolic  pressure  gradient  found  with  in- 
creasing age  (Fig.  3).  Patients  with  this 
disease  are,  therefore,  with  good  reason, 
usually  prohibited  from  engaging  in  com- 
petitive sports.  Death,  nonetheless,  often 
occurs  during  quiet  activity.  The  cal- 
cific aortic  stenosis  found  typically  in 
elderly  men  very  likely  often  represents  the 
late  stages  of  mild  congenital  aortic  steno- 
sis.8 

Surgery 

Most  cardiac  surgeons  have  taken  a 50- 
mm.  Hg  systolic  gradient  across  the  aortic 
valve  as  a cardinal  indication  for  interven- 
tion. Severe  symptoms  and  marked  left 
ventricular  hypertrophy,  by  electrocardio- 
gram and  x-ray  examination,  are  additional 
indications,  particularly  if  disabling  coro- 
nary atherosclerosis  can  be  excluded. 

Recent  reports  place  the  mortality  of 
open  aortic  valvotomy  at  about  5 to  10 
per  cent.9  The  clinical  response  to  tech- 
nically adequate  surgery  is  impressive,  but 
patients  with  supravalvar  obstruction,  those 
with  small  annuli  or  hypoplastic  aortas, 
and  those  with  muscular  obstruction  of  the 


outflow  tract  are  frequently  not  benefited. 
The  best  results  are  obtained  where  excision 
of  an  obstructing  subvalvar  ring  or  mem- 
brane effects  a complete  anatomic  and 
hemodynamic  cure.  Although  most  pa- 
tients with  valve  deformity  can  be  bene- 
fited by  surgery,  a note  of  caution  must  be 
sounded.  One  recent  long-term  follow-up 
of  patients  with  aortic  stenosis  due  to  fused 
bicuspid  valves  indicates  that  many,  after 
commissurotomy,  develop  aortic  insuf- 
ficiency.10 

Summary 

The  clinical  spectrum  of  congenital 
aortic  stenosis  is  presented.  In  contrast 
to  the  acquired  form  of  the  disease,  many 
patients  with  severe  lesions  do  not  have 
markedly  abnormal  physical,  electrocardio- 
graphic, or  x-ray  findings.  Diagnosis  is 
established  by  cardiac  catheterization  and 
angiography.  When  symptoms  are  severe 
or  the  systolic  pressure  gradient  across  the 
valve  is  large,  patients  should  be  con- 
sidered candidates  for  surgical  interven- 
tion. 
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Interest  in  cervical  venous  hum  has 
been  renewed  through  articles  in  the  recent 
literature.1-6  As  pointed  out  by  Jones,4 
the  condition  has  been  well  recognized  for 
more  than  a hundred  years.  However, 
reports  on  the  presence  of  a similar  con- 
tinuous murmur  heard  in  the  inguinal  area 
have  not  been  encountered  except  in  the 
older  German  literature. 

It  is  the  purpose  of  this  communication  to 
report  the  occurrence  of  a continuous 
venous  hum  in  the  inguinal  area  in  16 
patients  out  of  a total  of  over  70,  most  of 
them  seen  in  a general  internal  medicine 
practice,  in  whom  this  hum  was  specifically 
sought. 

It  has  been  the  author’s  practice  for 
several  years  to  auscultate  in  the  inguinal 
area  for  femoral  artery  bruits  and  for  the 
Duroziez’s  murmur,  but  it  was  only  re- 
cently that  I heard  a peculiar  continuous 
humming  noise  over  the  right  femoral 
artery  in  a woman  aged  thirty-nine  with 
hay  fever,  otherwise  apparently  healthy, 
which  at  first  suggested  such  diagnoses  as 
an  arteriovenous  fistula  or  Paget’s  disease  of 
the  pelvic  bones.  This  murmur  was  then 
noted  in  other  patients,  and  it  was  found 
that  light  compression  distally  obliterated 
the  murmur  consistently. 


a continuous  femoral  venous  hum  was  de- 
tected in  16  out  of  70  patients,  most  of  whom 
were  in  good  health.  As  is  true  of  the  cervical 
venous  hum,  the  femoral  venous  hum  is  ap- 
parently innocent  and  probably  due  to  rapid 
blood  flow  in  a large  vein.  It  is  heard  with 
the  patient  supine  and  disappears  on  stand- 
ing. Further  investigation  of  the  femoral 
venous  hum  in  various  diseases  is  suggested. 


Method  of  auscultation 

The  patient  is  examined  in  the  supine 
position  on  a standard  examining  table. 
Following  palpation  of  the  femoral  arterial 
pulse  at  the  inguinal  crease,  the  stethoscope 
bell  is  placed  over  the  pulsations.  After 
firm  compression  to  elicit  the  blowing  sys- 
tolic bruit  which  usually  ensues  on  sufficient 
compression  of  the  femoral  artery,  the 
pressure  is  decreased  so  that  the  systolic 
bruit  disappears.  As  pressure  is  further 
decreased,  the  femoral  venous  hum  should 
appear.  It  is  a continuous,  machinery- 
like, humming  roar,  with  diastolic  accentua- 
tion, which  can  be  obliterated  promptly  and 
invariably  by  light  compression  over  the 
femoral  vein  distally.  If  the  hum  is  not 
heard,  the  bell  should  be  placed  more  medi- 
ally and  the  compression  procedure  re- 
peated. It  was  the  standard  procedure  in 
searching  for  the  venous  hum  in  this  series 
to  place  the  bell  in  at  least  three  different 
sites,  beginning  over  the  femoral  artery  and 
proceeding  medially. 

Results 

Table  I presents  the  list  of  patients  in 
whom  the  femoral  venous  hum  was  heard. 
The  ages  ranged  from  thirteen  to  sixty 
years,  with  11  females  and  5 males.  The 
males  tended  to  be  younger.  Most  of  the 
patients  were  either  healthy  or  presented 
symptoms  of  only  minor  ailments.  All 
patients  had  a right  femoral  venous  hum, 
while  in  5 the  hum  was  heard  bilaterally. 
When  examined  with  sphygmomanometric 
compression  of  the  right  thigh,  it  was  found 
that  the  venous  hum  disappeared  below  40 
mm.  Hg.  It  was  noted  in  several  patients 
that  on  compression  of  the  femoral  vein 
distally,  there  was  an  initial  accentuation  of 
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TABLE  I.  Patients  in  whom  femoral  venous  hum  found 


Age 

(Years) 

Sex 

Primary  Diagnosis 

Pertinent 

Associated 

Findings 

Body  Build 

Cervical 

Venous 

Hum 

Femoral 
Venous  Hum 
Right  Left 

39 

F 

Hay  fever 

Moderately 

obese 

Yes 

No 

29 

F 

Asthma 

Tubal  ligation 

Mildly 

obese 

Yes 

Yes 

21 

F 

Normal 

Normal 

Yes 

Yes 

No 

31 

F 

Amenorrhea 

Negative  preg- 
nancy test 

Mildly 

obese 

Yes 

Yes 

15 

M 

Normal 

Thin 

No 

Yes 

No 

27 

F 

Pregnancy  second  trimes- 
ter 

Normal 

No 

Yes 

No 

15 

M 

Asymptomatic  Manson’s 
schistosomiasis 

Thin 

Yes 

Yes 

Yes 

13 

M 

Asymptomatic  Manson’s 
schistosomiasis 

Thin 

Yes 

Yes 

No 

30 

M 

Normal 

Right  nephrec- 
tomy age  25 

Normal 

No 

Yes 

No 

13 

M 

Normal 

Mildly 

obese 

No 

Yes 

No 

49 

F 

Normal  except  for  fre- 
quent premature  ven- 
tricular contractions 

Hysterectomy 
age  34 

Thin 

No 

Yes* 

No 

45 

F 

Hypertensive  cardiovascu- 
lar disease 

Filariasis  right 
leg  age  10 

Normal 

No 

Yes 

No 

28 

F 

Normal 

Thin 

Yes 

No 

33 

F 

Normal 

Normal 

Yes 

Yes 

Yes 

60 

F 

Normal 

Normal 

Yes 

No 

55 

F 

Grand  mal  epilepsy,  hy- 
pertensive cardiovascu- 
lar disease 

Hysterectomy 
age  45 

Moderately 

obese 

Yes 

Yes 

Yes 

* In  this  patient  with  frequent  premature  ventricular  contractions,  the  femoral  venous  hum  disappeared  during  the  compen- 
satory pause  after  the  premature  ventricular  contractions  and  returned  after  the  first  subsequent  heartbeat. 


the  hum  before  it  disappeared.  This  was 
interpreted  as  the  result  of  a transient  in- 
crease in  blood  flow  in  the  portion  of  the 
femoral  vein  being  auscultated.  The  inci- 
dence of  a cervical  venous  hum  was  higher 
in  this  series  of  12  patients  than  in  the  27 
per  cent  reported  by  Jones.4  Except  for 
one  pregnant  female,  none  of  these  patients 
presented  evidence  of  a hyperkinetic  cardio- 
vascular state,  as  seen  in  thyrotoxicosis, 
anemia,  or  arteriovenous  fistula. 

Comment 

As  is  true  of  the  cervical  venous  hum,  the 
femoral  venous  hum  is  apparently  innocent 
in  most  cases,  more  frequently  heard  in 
young  individuals,  and  may  be  encountered 
in  hyperkinetic  cardiovascular  states,  such 
as  pregnancy,  thyrotoxicosis,  anemia,  and 
arteriovenous  fistula.  Also  analogous  to 
the  cervical  venous  hum,  the  femoral  ve- 
nous hum  is  probably  due  to  the  rapid  blood 
flow  in  a large  vein.  While  the  cervical 


venous  hum  is  heard  in  the  upright  position 
and  disappears  in  the  recumbent  position, 
the  femoral  venous  hum  is  heard  with  the 
patient  supine  and  disappears  on  standing. 

Although,  as  with  the  cervical  venous 
hum,  the  main  significance  of  the  femoral 
venous  hum  is  that  it  be  recognized  as  an 
innocent  murmur  to  be  differentiated  from 
arterial  murmurs,  further  search  for  the 
femoral  venous  hum  in  various  disease 
states,  such  as  varicose  veins,  congestive 
heart  failure,  Paget’s  disease,  anemia,  and 
thyrotoxicosis,  may  prove  fruitful. 

The  general  term  “venous  hum”  should 
no  longer  be  used  indiscriminately  in  refer- 
ence to  the  cervical  venous  hum,  since  ve- 
nous hums  are  noted  in  the  Cruveilhier- 
Baumgarten  syndrome,  over  the  abdomen, 
as  well  as  over  the  femoral  vein  described 
here. 

Although  the  murmur  might  be  desig- 
nated as  an  inguinal  venous  hum  in  analogy 
with  the  cervical  venous  hum,  the  author 
prefers  the  term  femoral  venous  hum,  since 
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it  is  probable  that  the  venous  hum  origi- 
nates in  the  femoral  vein. 

The  only  descriptions  of  venous  hums  in 
the  inguinal  area  have  been  encountered  in 
Thayer’s7  article  in  which  he  states  that 
Hammer nik  in  1853  described  venous  hums 
over  the  “crurals”  and  inferior  vena  cava. 
These  murmurs  are  usually  found  only  in 
young  and  anemic  individuals.  “This 
venous  hum  is  continuous,  shows  no  period 
of  accentuation,  and  is  not  altered  by  the 
respiratory  movements”  (Hammernik). 
Thayer  further  notes  that  Friedreich  in 
1881  described  a venous  hum  over  the 
inferior  vena  cava  which  disappeared  on 
pressure  on  one  or  another  crural  vein. 

Summary 

A venous  hum  is  described  over  the 


Live  measles  vaccine 
for  mass  immunization 

Unless  specifically  indicated  by  history  or 
current  condition,  the  concomitant  administra- 
tion of  MGG  (modified  gamma  globulin)  with 
live  measles  vaccine  can  probably  be  dispensed 
with  making  the  vaccination  not  only  less 
expensive  but  the  reaction  more  predictable  and 
the  entire  procedure  more  adaptable  to  mass 
immunization  as  well,  report  A.  M.  Margileth, 
M.D.,  and  G.  W.  Mella,  M.D.,  in  a recent  issue  of 
Clinical  Pediatrics.  On  the  basis  of  experience 
with  1,000  children  474  of  whom  could  be  fol- 
lowed up,  the  authors  conclude  that  until  other 
attenuated  measles  virus  vaccines  are  available, 
a single  dose  of  0.2  ml.  of  currently  available 
vaccine  (as  used  in  this  study)  without  MGG  is 
preferable  to  the  use  of  a larger  dose  with  the 
coadministration  of  MGG.  These  children  were 
given  0.2  ml.  live  virus  vaccine  without  MGG. 
Of  the  474  who  could  be  followed  for  information 
on  the  frequency  and  severity  of  reactions,  a 
total  of  260  (55  per  cent)  suffered  some  sort  of 
reaction.  Of  the  474  children,  390  (82  per  cent) 
were  under  six  years  old,  and  40  per  cent  of  these 
suffered  no  reaction.  Of  the  84  children  over  six 
years  old,  71  per  cent  had  no  reaction.  One  half 
of  those  under  six  had  fever  exceeding  103  F.  in 
20  per  cent.  Two  mild  febrile  seizures  were 


femoral  vein  in  16  patients,  most  of  them  in 
apparently  good  health.  It  is  believed  to 
be  as  innocent  as  the  cervical  venous  hum, 
although  further  investigation  is  suggested. 

444  East  75th  Street 


References 

1.  Annotations:  The  meaning  of  a murmur.  Lancet  1: 
710  (1963). 

2.  Allen,  N.,  and  Mustian,  V.:  Origin  and  significance  of 
vascular  murmurs  of  the  head  and  neck,  Medicine  41:  227 
(1962). 

3.  Cary,  F.  H.:  Symptomatic  venous  hum.  Report  of 
case,  New  England  J.  Med.  264:  869  (1961). 

4.  Jones,  F.  L.,  Jr.:  Frequency,  characteristics  and 

importance  of  the  cervical  venous  hum  in  adults,  ibid.  267 : 658 
(1962). 

5.  Lewes,  D.:  A physical  sign  in  thyrotoxicosis.  Lancet 
1:  951  (Apr.  27)  1963. 

6.  Mills,  P.  J.  W.:  A physical  sign  in  thyrotoxicosis,  ibid. 
1:  751  (Apr.  6)  1963. 

7.  Thayer,  W.  S. : On  the  presence  of  a venous  hum  in  the 
epigastrium  in  cirrhosis  of  the  liver,  Am.  J.  M.  Sc.  141:  313 
(1911). 


seen.  In  the  group  of  children  over  six  years  in 
age,  25  per  cent  had  fever  which  exceeded  103  F. 
in  half  of  these.  In  the  high-fever  patients, 
disability  was  minimal  lasting  forty-eight  hours. 
One  sixth  of  the  patients  under  six  years  old 
exhibited  a rash  and  a twelfth  of  those  over  six. 

The  children  were  vaccinated  over  a six- 
month  period  in  the  immunization  and  pediatric 
clinics.  They  ranged  in  age  from  nine  months 
to  fifteen  years.  They  were  first  screened  for  a 
previous  history  of  rubeola,  febrile  seizures,  and 
chronic  debilitating  disease.  MGG  had  to  be 
given  to  29  children  along  with  the  vaccine,  and 
these  were  excluded  from  the  final  tabulation. 
Live  measles  virus  vaccine  was  reconstituted  as 
directed  by  manufacturer  by  adding  the  0.7  ml. 
of  sterile  dilutent  accompanying  each  package 
to  the  lyophilized  vaccine.  A dose  of  0.2  ml. 
was  injected  subcutaneously  in  the  deltoid  or 
thigh  area  with  disposable  syringes.  When 
MGG  was  used,  however,  0.5  ml.  of  vaccine  was 
given. 

The  contraindications  were  acute  illness, 
chronic  infections,  tuberculosis,  leukemia,  and 
therapy  with  suppressed  antibody  formation. 

The  antibody  response  to  this  vaccine  has 
been  established.  Serologic  response  and  pro- 
tective capacity  after  inoculation  compare  with 
those  following  acquired  measles.  Lifetime  im- 
munity apparently  may  be  expected.  In  pre- 
vious studies,  the  antibody  response  in  measles- 
susceptible  children  was  excellent  in  97  per  cent. 
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This  review  will  deal  with  the  subject 
of  nonpuerperal  galactorrhea.  Wherever 
possible,  the  pathophysiology  of  the  var- 
ied causes  of  abnormal  lactation  will  be 
discussed  utilizing  present  concepts.  How- 
ever, before  embarking  on  this  topic,  a re- 
view of  normal  lactation  is  in  order. 

Normal  lactation 

The  earliest  development  of  the  breast  is 
a proliferation  of  primitive  mammary 
ducts  under  the  influence  of  estrogen, 
glucocorticoids,  and  growth  hormone.1 
Subsequent  development,  which  normally 
occurs  rather  early  in  pregnancy,  is  in- 
fluenced not  only  by  estrogen,  glucocorti- 
coids, and  growth  (somatotropic)  hormone 
but  also  by  progesterone  and  prolactin 
(lactogenic  hormone).  The  secretory 
phase,  normally  occurring  post  partum,  is 
primarily  under  the  control  of  prolactin 
and  glucocorticoids.  The  quantitative 
significance  of  each  hormone  in  lactation 
is  uncertain,  but  it  is  known  that  lactation 
can  be  created  in  hypophysectomized- 
ovariectomized  rats  by  treatment  with  pro- 
lactin, growth  hormone,  and  ACTH  or 
cortisone.2-4 


The  hormonal  changes  occurring  at 
parturition  which  actually  initiate  lacta- 
tion have  been  debated.  A composite 
theory  is  that  high  levels  of  estrogen  are  in 
themselves  inhibitory  while  lower  levels 
are  lactogenic.5  Progesterone  tends  to 
inhibit  the  lactogenic  action  of  estrogen, 
and  the  removal  of  this  inhibition  initiates 
lactation.  Thus,  postpartum  lowered  estro- 
gen and  progesterone  levels  trigger  lacta- 
tion. According  to  this  theory,  the  levels 
of  prolactin  are  unimportant. 

Suckling  initiates  milk  ejection  by 
causing  a rise  in  intramammary  pressure.6 
The  elevated  intra-alveolar  and  intraductal 
pressures  which  result  in  milk  ejection  are 
caused  by  contraction  of  myoepithelial  “bas- 
ket cells”  surrounding  the  alveoli.7  Suck- 
ling sets  up  a neuroendocrine  reflex  which 
starts  in  the  nipple  and  is  transmitted  via 
peripheral  nerves  of  the  chest  wall  to  the 
spinal  cord,  from  there  to  the  hypothalamus, 
and  thence  to  the  posterior  pituitary. 

Animal  experiments  have  demonstrated 
that  spinal  section  can  cause  a cessation  of 
lactation.8-9  However,  if  oxytocin  is  given, 
lactation  continues  at  a reduced  rate.  By 
giving  ACTH  or  prolactin  the  postsection 
milk  yields  are  increased.  It  has  been  con- 
cluded that  milk  synthesis  can  occur  in  the 
absence  of  somatic  sensory  innervation; 
lactation,  however,  is  greatly  decreased, 
and  therefore  an  intact  spinal  cord  is  es- 
sential to  normal  lactation.  In  relation  to 
the  higher  centers  controlling  lactation, 
destructive  injuries  of  the  hypothalamus 
and  posterior  pituitary  have  been  found 
to  inhibit  milk  secretion,  while  electrical 
stimulation  of  the  hypothalamus  in  the 
supraoptico  hypophyseal  tract  area  induces 
milk  ejection.10-13  A recent  significant 
finding  has  been  that  not  only  oxytocin 
and  vasopressin  (antidiuretic  hormone) 
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but  also  ACTH  and  prolactin  are  released 
on  stimulation  of  the  sensory  pathway 
emanating  from  the  nipples.14 

Since  milk  is  ejected  from  both  breasts 
when  only  one  is  stimulated,  it  has  been 
suggested  that  the  ultimate  mechanism  is 
hormonal.15  Indeed,  the  posterior  pituitary 
hormone  oxytocin  seems  to  be  responsible 
for  milk  ejection.1617  Vasopressin  has  also 
been  implicated  in  this  process,  but  it  is 
only  about  one-fifth  the  potency  of  oxyto- 
cin in  this  function.101819  Stimuli  which 
suppress  vasopressin  secretion  may  have  no 
effect  on  milk  ejection.20  Conversely, 
suckling  and  lactation  do  interfere  with  the 
excretion  of  water  loads.21 

The  precise  combination  of  hormones 
necessary  for  the  maintenance  of  lactation 
is  not  known  with  certainty.  What  is 
known,  however,  is  that  prolactin  alone 
does  not  increase  milk  flow  when  lactation 
is  subsiding.22  Growth  hormone  augments 
milk  production23  as  does  TSH  (thyroid- 
stimulating  hormone),  thyroxin,  iodin- 
ated  casein,  desiccated  thyroid,24-25  and 
3,5,3 '-1-triiodothyronine. 26  ACTH  and 
cortisone  decrease  milk  secretion.27 
Paradoxically,  adrenalectomy  also  de- 
creases milk  secretion,28  and  if  this  is 
followed  by  ovariectomy,  there  is  a further 
decrease.29  Thyroidectomy  has  little  effect. 

While  these  hormonal  adjustments  are 
taking  place  during  and  after  pregnancy, 
associated  changes  are  occurring  in  pi- 
tuitary gonadotropic  function.  With  the 
onset  of  pregnancy  there  is  a temporary 
cessation  of  ovulatory  menstrual  cycles  as  a 
result  of  the  luteotropic  activity  of 
chorionic  gonadotropin  from  the  placenta.30 
Whereas  the  maintenance  of  the  corpus 
luteum  of  normal  menstrual  cycles  has  been 
thought  to  be  dependent  on  the  LTH 
(luteotropic  hormone)  of  the  anterior 
pituitary,  formerly  also  called  prolactin,  it 
is  now  known  that  prolactin  has  LTH 
function  only  in  the  rat  and  mouse.31 
It  has  been  shown  in  the  rabbit  that  LH 
(luteinizing  hormone)  is  the  LTH,  and, 
therefore,  prolactin  is  a distinct  hormone, 
probably  not  involved  with  corpus  luteum 
function32;  this  same  distinction  is  thought 
to  apply  to  man.  Further  supporting  the 
dichotomy  in  function  of  LH  (LTH)  and 
prolactin,  recent  evidence  indicates  that 
there  is  a placental  hormone  in  the  human 
being  which  has  growth  hormone-like  and 


prolactin-like  activities  and  which  is  dif- 
ferent from  chorionic  gonadotropin.33 

During  pregnancy  the  effective  life  of 
the  corpus  luteum  has  usually  been  at- 
tributed to  the  luteotropic  activity  of  cho- 
rionic gonadotropin.  Through  some  mech- 
anism, as  yet  unknown,  the  net  effect  of 
chorionic  gonadotropin  on  the  anterior 
pituitary  is  suppression  of  all  gonadotropic 
secretion.30  As  pregnancy  progresses,  the 
endocrine  function  of  the  placenta  mani- 
fests itself  through  the  increased  secretion 
of  chorionic  gonadotropin,  to  its  maximum 
rate  sixty  days  after  the  last  menses,  and  of 
estrogens  and  progestins  to  the  termination 
of  pregnancy.  The  first  apparent  re- 
sumption of  gonadotropic  function  of  the 
anterior  pituitary  after  pregnancy  is  the 
liberation  of  prolactin.  Lactation  persists 
normally  for  varying  periods  of  time  in 
direct  relation  to  the  emptying  of  the 
breasts  or  the  suckling  reflex.  In  the 
absence  of  these  stimuli  lactation  ceases  at 
approximately  fourteen  to  twenty-one  days 
post  partum. 

It  has  been  said  that  the  prolongation  of 
lactation  due  to  nursing  often  results  in 
the  continued  suppression  of  anterior 
pituitary  gonadotropic  function  and,  there- 
fore, of  ovarian  function.  The  vaginal 
mucosa  may  show  atrophic  changes,  the 
uterus  may  become  hyperinvoluted  and 
the  ovaries  remain  in  a resting  state,  while 
FSH  (follicle-stimulating  hormone)  secre- 
tion is  negligible.  However,  while  one 
study  of  nursing  mothers  did  reveal  almost 
universal  amenorrhea,  FSH  levels  were 
normal  or  high.34  It  is  interesting  that  one 
of  these  amenorrheic  nursing  mothers 
failed  to  menstruate  following  administra- 
tion of  progesterone,  which  indicated  a lack 
of  estrogen.  Since  her  FSH  level  was 
normal,  this  finding  would  suggest  some 
primary  ovarian  failure.  While  these 
discrepant  findings  in  normal  nursing 
mothers  do  not  yield  to  a simple  explana- 
tion, they  do  bring  to  mind  one  of  the 
earliest  described  examples  of  abnormal 
lactation. 

Abnormal  lactation 

The  Chiari-Frommel  syndrome  as 
originally  described  consisted  of  persistent 
postpartum  lactation  in  the  absence  of 
suckling,  amenorrhea,  uterine  and  ovarian 
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atrophy,  psychoses  and  psychiatric  dis- 
turbances, and  malnutrition.35-36  While  a 
number  of  reports  of  this  syndrome  have 
subsequently  appeared,  the  cases  de- 
scribed usually  were  not  associated  with 
psychic  changes  and  malnutrition.37-43 

It  has  been  suggested  that  some  patients 
considered  to  have  the  Chiari-Frommel 
syndrome  have  minute  hypothalamic  lesions 
which  interfere  with  normal  release  of 
gonadotropin  and  that  this  explains  the 
low  or  absent  urinary  FSH  levels.44  It 
must  be  remembered,  however,  that  at  the 
time  the  syndrome  was  described  FSH 
assays  and  x-rays  were  nonexistent,  and 
therefore  one  cannot  be  sure  of  what  the 
original  authors’  cases  consisted.  The 
reason  for  mentioning  x-rays  is  that  more 
recently  a group  of  patients  was  described 
who  had  persistent  lactation,  amenorrhea, 
and  low  urinary  FSH  levels  not  associated 
with  a recent  pregnancy  (Forbes-Albright 
syndrome).34  However,  in  a few  of  the 
patients  the  syndrome  actually  did  date 
from  normal  postpartum  lactation  which 
had  failed  to  stop;  this  would  theoretically 
place  them  in  the  Chiari-Frommel  class. 
In  approximately  50  per  cent  of  the  patients 
there  was  evidence  of  a pituitary  tumor 
which  was  proved,  in  a few  instances,  to  be 
a chromophobe  adenoma.  Skull  x-rays  in 
many  of  these  cases  revealed  enlargement 
of  the  sella  turcica.  The  remaining  50  per 
cent  of  the  patients  in  the  series  did  not 
have  a pituitary  tumor,  and  one  patient 
had  a normal  urinary  FSH  level.  Further- 
more, the  17-ketosteroid  excretion  was 
slightly  elevated  in  most,  but  not  all,  of  the 
cases,  and  there  was  often  associated 
obesity  and  hirsutism.  There  was,  thus, 
no  consistency  which  would  enable  one  to 
categorize  the  patients  uniformly  in  this 
study.  The  authors  proposed  that  all  of 
their  patients,  not  just  those  with  a 
pituitary  tumor,  had  an  overproduction  of 
prolactin  by  the  pituitary  gland. 

The  association  of  abnormal  lactation 
with  chromophobe  adenomas  has  been 
noted  by  others.  45-46  It  has  been  suggested 
that  prolactin  secretion  is  associated  with  the 
eosinophil  cells  of  the  anterior  pituitary.47-49 
Acromegaly,  a tumor  of  eosinophil  cells, 
has  been  reported  on  a number  of  occasions 
to  be  associated  with  abnormal  lacta- 
tion.50-58 Preeosinophilic  and  prebasophilic 
cells  were  separated  by  their  morphology 


many  years  ago.59  It  was  subsequently 
suggested  that  cells  in  a chromophobe 
adenoma  are  always  preeosinophilic.60  This 
would  help  to  explain  the  association 
between  chromophobe  adenomas  and  ab- 
normal lactation. 

To  confuse  classification  further,  before 
the  Forbes-Albright  syndrome  was  de- 
scribed, Del  Castillo  and  his  co workers 
had  detailed  the  occurrence  of  the  selfsame 
syndrome.61-62  The  differences  were  that 
the  patients  in  his  series  were  nulliparous, 
and  none  had  evidence  of  a pituitary  tumor. 
Del  Castillo  and  coworkers  thought  that 
the  key  to  the  pathophysiology  was  the 
level  and  threshold  of  estrogen  in  relation 
to  the  pituitary.  They,  like  others,5 
believed  that  a decreased  estrogen  level 
caused  an  increased  secretion  of  prolactin. 
As  the  urinary  FSH  level  was  decreased, 
they  reasoned  that  the  difficulty  was  in  the 
hypothalamic-hypophyseal  system  for  if  it 
were  primarily  in  the  ovaries  the  FSH  level 
would  be  increased.  These  investigators 
also  reasoned  that  the  syndrome  was 
secondary  to  eosinophilic  hyperfunction  of 
the  anterior  pituitary. 

There  are  thus  three  syndromes  among 
which  the  only  completely  common  ground 
consists  of  abnormal  lactation.  Amenor- 
rhea is  the  rule  but  there  are  exceptions, 
just  as  there  are  in  the  low  FSH  levels. 
The  other  associated  findings  are  present 
inconstantly,  and  while  they  may  or  may 
not  be  causally  related  to  the  abnormal 
lactation,  they  certainly  provide  a hetero- 
geneous background  on  which  to  base  con- 
clusions regarding  pathophysiology.  It  is 
safe  to  conclude  that  the  basic  abnormality 
in  these  syndromes  is  an  increased  output 
of  prolactin;  however,  the  cause  of  this 
increased  output  varies.  As  not  all  cases 
of  abnormal  lactation  are  associated  with  an 
eosinophilic  cell  tumor,  perhaps  a further 
understanding  of  the  pathophysiology  in- 
volved can  be  obtained  by  examining  some 
of  the  other  known  intracranial  processes 
associated  with  lactation. 

Basophilic  adenoma  of  the  pituitary63 
and  Cushing’s  disease64  have  both  been  re- 
ported with  galactorrhea,  as  have  cranio- 
pharyngioma,58-65 encephalitis,66  pseudo- 
tumor cerebri,67  pneumoencephalography,68 
pineal  psammosarcoma,65.69  angiosarcoma 
of  the  pituitary,70  and  pituitary  stalk 
section.71  It  has  been  demonstrated  in 
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rabbits  that  destruction  of  a discrete 
portion  of  the  hypothalamus  results  in 
initiation  of  lactation.72  This  finding  and 
other  work  have  been  interpreted  as 
indicating  a release  of  prolactin  when  the 
inhibiting  activity  of  this  specific  site  is 
interfered  with.73  74  Such  work  compares 
favorably  with  reports  of  experimental  im- 
plantation of  the  anterior  pituitary  in  the 
renal  capsule  with  subsequent  evidence  of 
prolactin  release.  Thus,  in  some  of  the 
processes  mentioned,  the  key  would  seem 
to  be  a disconnecting  of  the  hypothalamus 
from  the  pituitary  with  resultant  inhibition 
of  the  tonic  hypothalamic  inhibition  of 
pituitary  prolactin.  This  separation  can 
be  achieved  mechanically,  through  meta- 
bolic dysfunction,  or  by  invasion,  inflam- 
mation, or  compression.  Hypothalamic 
imbalance  probably  plays  a role  in  the 
galactorrhea  associated  with  diabetes  insipi- 
dus75 and  pseudocyesis,69  as  it  certainly 
must  have  in  the  Talmudic  tale  of  a man 
who,  unable  to  afford  a wet-nurse  after  his 
wife’s  death  in  childbirth,  miraculously  lac- 
tated  and  was  able  to  nurse  the  child.76 
Furthermore,  the  reported  association  of 
diabetes  mellitus  and  galactorrhea  may 
have  a common  denominator  in  hypothala- 
mic dysfunction.58  Indeed,  several  workers 
believe  that,  generally,  the  hypothalamic- 
pituitary  system  is  the  probable  site  of  the 
disorder  of  abnormal  lactation.  58>71>77  Some 
possible  exceptions  to  this  concept  will  be 
discussed  subsequently. 

Although  in  its  broadest  sense  the  con- 
cept of  removal  of  the  pituitary  gland  from 
hypothalamic  inhibition  satisfactorily  ex- 
plains most  cases  of  abnormal  lactation, 
another  approach  to  the  problem  must  be 
introduced  for  the  sake  of  clarity.  This 
raises  the  subject  of  “negative  feedback.” 
Abnormal  lactation  has  been  noted  follow- 
ing partial  ovarian  resection  as  well  as 
castration.69  78  It  has  also  been  noted  with 
corpus  luteum  cysts,58  nonfunctioning 
ovarian  carcinoma,  dermoids,69  during  and 
even  after  the  climacteric,58  79  with  Shee- 
han’s syndrome,80  partial  hypopituitarism,69 
primary  hypothyroidism,81-83  and  so-called 
anterior  pituitary  hyperhormonotrophic 
syndrome.84  Apparently,  what  has  hap- 
pened in  all  of  these  cases  is  that  there  has 
been  a drop  in  the  level  of  hormone  coming 
from  the  target  organ,  whether  primarily, 
as  in  castration  and  hypothyroidism,  or 


secondarily,  as  in  Sheehan’s  syndrome. 
Thus,  with  ovarian  resection,  large  or 
multiple  corpus  luteum  cysts,  or  the 
climacteric,  the  level  of  estrogen  falls  and 
directly  causes  an  increased  output  of  FSH 
(and  possibly  also  of  prolactin)  from  the 
anterior  pituitary  gland.  In  primary  hypo- 
thyroidism the  level  of  thyroxin  falls,  and 
there  is  an  increased  pituitary  secretion  of 
TSH.  In  the  reference  to  partial  hypopi- 
tuitarism there  was  a secondary  fall  in 
blood  levels  of  thyroxin  and  cortisol,  which 
would  tend  to  stimulate  anterior  pituitary 
trophic  hormone  output  if  it  were  not  de- 
ficient to  begin  with.  However,  what  has 
happened  in  such  cases  is  that  the  feedback 
control  is  not  as  specific  as  previously 
thought;  there  is  hormonal  overlap  in 
pituitary  feedback.81-83  In  other  words,  a 
peripheral  decrease  in  thyroxin  can  lead 
not  only  to  increased  pituitary  TSH  secre- 
tion but  also  to  increased  FSH,  prolactin, 
and  MSH  (melanocyte-stimulating  hor- 
mone) secretion  and  presumably  to  in- 
creased ACTH  and  LH  as  well.  The  hy- 
perhormonotrophic syndrome,  likewise,  may 
have  begun  as  a single  peripheral  hormone 
deficiency. 

Sheehan’s  syndrome  may  coexist  with 
galactorrhea  as  long  as  prolactin  secretion 
is  unimpaired.  In  fact,  it  has  been  hy- 
pothesized that  a deficiency  in  anterior 
pituitary  output  of  trophic  hormone  (s) 
may  result  in  the  stimulation  of  one  or 
more  remaining  trophic  hormones.62  The 
reported  association  of  hyperthyroidism 
with  galactorrhea  may  be  explained  on 
this  same  basis;  39>58>85  excessive  thyroxin 
presumably  either  inhibits  FSH  or  de- 
creases ovarian  responsivity  to  FSH,  which 
results  in  decreased  estrogen  levels  and  an 
increased  output  of  prolactin.  This  in- 
creased secretion  of  prolactin  is  either 
secondary  to  low  estrogen  levels  or  results 
from  some  hypothalamic-pituitary  mech- 
anism such  as  “short  feedback  loops,”  as 
follows. 

It  is  true  that,  ultimately,  feedback 
mechanisms  work  via  a modification  of 
hypothalamic  control  over  the  anterior 
pituitary.  However,  to  say  that  primary 
hypothyroidism  and  encephalitis  both  cause 
galactorrhea  in  the  same  manner  would  be 
an  oversimplification  and  would  not  en- 
gender a clearer  understanding  of  the  proc- 
esses involved.  To  make  matters  more 
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complex,  it  has  recently  been  shown  that 
the  hypothalamus  responds  not  only  to 
circulating  hormone  levels  but  also,  through 
short  feedback  loops,  to  levels  of  anterior 
pituitary  trophic  hormones.86  Such  loops, 
for  example,  might  enable  enhanced  secre- 
tion of  prolactin  when  FSH  levels  fall. 

Just  how  to  explain  the  occurrence  of 
galactorrhea  with  uterine  leiomyomata  and 
carcinoma  is  another  matter.69  Such  tumors 
have  had  no  known  endocrine  function.  It 
is  possible  that  such  leiomyomata  were 
large  enough,  or  the  carcinoma  invasive 
enough,  to  interfere  with  ovarian  function 
either  directly  or  through  ischemia.  The 
reason  for  raising  the  question  of  ischemia 
is  that  galactorrhea  has  been  reported 
following  hysterectomy.87  In  this  latter 
instance  the  most  likely  cause  would  seem 
to  be  trauma  to  the  ovaries  or  to  their  blood 
supply.  However,  psychic  factors  would 
also  have  to  be  considered  here;  knowing 
that  the  uterus  represents  the  very  seat  of 
femininity  to  the  woman,  it  would  not  be 
difficult  to  postulate  emotional  factors 
playing  on  the  hypothalamus  to  cause 
galactorrhea. 

There  are  a number  of  references  in  the 
literature  to  pathologic  conditions  of  the 
chest  wall  and  breast  being  associated  with 
galactorrhea.  For  instance,  thoraco- 
plasty,8889  radical  mastectomy,90  cystic 
disease  of  the  breast,61  burns  of  the  chest 
wall,69  and  herpes  zoster45  have  all  been  re- 
ported with  abnormal  lactation.  In  addi- 
tion, the  experimental  titillation  and  suck- 
ling of  the  breasts  of  males  and  virgin 
females  has  resulted  in  lactation.91  Thus, 
any  condition  causing  abnormal  stimula- 
tion of  the  neural  pathway  that  carries  the 
suckling  impulses  from  the  breast  to  the 
brain  can  cause  galactorrhea.  In  this  re- 
gard it  is  worth-while  mentioning  two 
neurologic  conditions  which  have  also  been 
associated  with  galactorrhea.  One  is 
tabes  dorsalis,69  and  the  other  is  syringo- 
myelia.92 In  these  instances,  chronic  in- 
flammation and  degeneration  are  presumed 
to  be  responsible  for  initiating  the  abnormal 
impulses  which  result  in  galactorrhea. 

Before  leaving  this  phase  of  the  discussion 
a word  should  be  said  about  galactorrhea  in 
males.  Aside  from  the  reported  association 
with  acromegaly,  galactorrhea  in  males  has 
also  been  noted  with  chromophobe 
adenoma,46  angiosarcoma  of  the  pituitary,70 


chorioepithelioma  of  the  testis,93  pineal 
tumor,94  hypernephroma  with  testicular 
atrophy,95  adrenocortical  tumor,96  and  with- 
out any  demonstrable  pathologic  condi- 
tion.97 In  addition,  small  amounts  of 
bloody  discharge  from  the  breast  have  been 
observed  in  a few  male  children  with 
muscular  dystrophy  who  were  receiving 
methyltestosterone  for  prolonged  periods 
of  time.98  It  is  conceivable  that  low  blood 
levels  of  testosterone  may  have  been  re- 
sponsible, by  nonspecific  negative  feed- 
back, for  prolactin  production  in  the  cases 
of  chorioepithelioma  and  hypernephroma 
with  testicular  atrophy.  Furthermore,  the 
probable  secretion  of  chorionic  gonado- 
tropin by  the  chorioepithelioma  would  have 
inhibited  anterior  pituitary  gonadotropin 
secretion  to  some  degree  with  the  possible 
result  of  increased  prolactin  output  (see 
before).  The  possibility  that  the  chorio- 
epithelioma may  have  secreted  a prolactin- 
like substance  in  addition  to  estrogens  has 
been  borne  out  recently  by  a report  in 
which  1 of  2 patients  with  this  tumor  had 
marked  gynecomastia  and  elevated  levels 
of  lactogenic  substance.99 

The  ability  of  certain  individuals  to 
convert  significant  amounts  of  exogenous 
testosterone  to  estrogen  may  explain  the 
breast  discharge  in  the  muscular  dystrophy 
patients.100101  Apparently  estrogen  ad- 
ministration may  also  cause  lactation. 
This  is  due  not  only  to  further  ductal 
development  but  also  to  excessive  prolactin 
release.  Such  release  may  occur  because 
of  fluctuations  of  estrogen  levels  in  the 
blood. 

The  subject  of  drugs  brings  into  focus 
the  last  group  of  agents  etiologic  in 
galactorrhea.  Nonpuerperal  galactorrhea 
has  been  reported  following  the  use  of  re- 
serpine  (Serpasil),102  chlorpromazine  hydro- 
chloride (Thorazine),102-107  alpha-methyl- 
dopa  (Aldomet),108  trifluoperazine  di- 
hydrochloride (Stelazine),  prochlorpera- 
zine (Compazine),  meprobamate  (Equanil), 
thioridazine  hydrochloride  (Mellaril), 
fluphenazine  (Prolixin),107  and  imipramine 
hydrochloride  (Tofranil).109  Presumably 
all  of  these  drugs  alter  the  concentration  of, 
or  sensitivity  of  neurons  to,  neuroeffector 
substances  in  the  hypothalamus;  cer- 
tainly this  has  been  commented  on  in  the 
cases  of  reserpine,  chloropromazine  hydro- 
chloride, and  imipramine  hydrochlo- 
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ride.110111  Thus,  it  has  been  suggested  that 
the  galactorrhea  caused  by  reserpine  and 
chlorpromazine  hydrochloride  is  from  re- 
moval of  hypothalamic  inhibition  of  pro- 
lactin secretion.112  The  same  basic  mech- 
anism of  action  probably  applies  to  all  the 
drugs  just  cited. 

Treatment 

There  are  few  reports  in  the  literature 
concerning  spontaneous  cure  of  nonpuer- 
peral  galactorrhea.  42-43-69  In  one  of  these 
the  patient  subsequently  became  pregnant, 
delivered  normally,  and  lactation  ceased 
eight  weeks  post  partum.43  The  only  other 
reports  of  successful  conception  were  those 
in  which  pregnancy  occurred  against  a 
background  of  continuing  lactation. 37-40-58-69 
In  fact,  2 patients  conceived  despite  pro- 
longed galactorrhea  and  repeated  findings 
of  atrophic  endometrium,  amenorrhea, 
and  absence  of  progesterone  withdrawal 
bleeding;  the  authors  were  not  able  to 
offer  any  explanation.69 

Proceeding  on  the  assumption  that  LTH 
and  prolactin  are  the  same  hormone  and 
that  progestational  agents  can  inhibit 
LTH  just  as  they  do  LH,  a group  of 
investigators  administered  medroxypro- 
gesterone acetate  (Provera)  to  3 patients 
with  the  diagnosis  of  Chiari-Frommel 
syndrome.  Lactation  ceased  with  treat- 
ment, and  following  treatment  ovulation 
occurred  in  all  3;  2 became  pregnant  and 
1 delivered  a normal  infant.30  As  has 
been  mentioned  earlier,  present  evidence  is 
against  the  identity  of  prolactin  and  LTH, 
and  LH  is  thought  to  be  the  LTH  of  man. 
Nevertheless,  the  preceding  report  seems 
to  substantiate  the  theory  that  progesta- 
tional agents  can  inhibit  prolactin  as  well 
as  LH,  presumably  by  inhibiting  the  lacto- 
genic action  of  low  estrogen  levels. 

In  a therapeutic  trial  of  clomiphene 
citrate  in  another  patient  diagnosed  as 
having  the  Chiari-Frommel  syndrome,  lacta- 
tion ceased  and  ovulation  was  induced.113 
The  patient  subsequently  became  pregnant. 
Clomiphene  citrate  is  an  ovulatory  agent 
which  is  thought  to  have  its  effect  either  by 
directly  stimulating  the  hypothalamic- 
pituitary  axis  to  produce  LH  or  by  modify- 
ing the  inhibitory  influences  of  estrogen  on 
this  axis  by  virtue  of  a competitive  antiestro- 
genic action.114  The  theory  of  direct 


stimulatory  action  now  seems  to  hold  more 
favor.  What  effect  this  drug  has  on  pro- 
lactin secretion  is  not  known.  Thus,  it 
would  be  difficult  to  hypothesize  whether 
clomiphene  re-establishes  some  hormonal 
balance  which  not  only  causes  ovulation 
but  also  concludes  lactation,  or  whether  it 
directly  suppresses  prolactin  production 
via  a hypothalamic  and/or  pituitary  effect. 

Finally,  utilizing  a different  approach  to 
the  more  common  problem  of  suppressing 
postpartum  lactation,  one  investigator  ad- 
ministered the  diuretic  polythiazide 
(Renese).115  He  found  that  the  diuretic 
was  effective  in  suppressing  lactation, 
presumably  because  the  body  decreases 
mammary  secretion  in  an  effort  to  com- 
pensate for  the  water  lost.  Thus,  there  was 
no  specific  hormonal  effect  but  rather  a 
nonspecific  effect  of  conserving  body  fluid. 
As  yet  there  is  no  report  of  using  such  a 
regimen  in  patients  with  nonpuerperal 
galactorrhea. 

Summary 

The  subject  of  nonpuerperal  galactorrhea 
is  reviewed.  A detailed  statement  of  what 
is  known  about  the  physiology  of  normal 
lactation  forms  a basis  for  subsequent  dis- 
cussions of  the  abnormal  state.  The 
various  etiologies  of  nonpuerperal  galactor- 
rhea are  then  introduced  and  juxtaposed 
with  current  theories  of  neurohormonal 
interaction.  This  material  is  then  used  to 
create  workable  hypotheses  of  patho- 
physiology. 

It  is  concluded  that  the  subject  is  one 
which  will  have  to  await  new  developments 
in  neuroendocrinology  for  further  clarifica- 
tion. 
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Sinusitis,  Nodules  in  Lungs, 
and  Hard  Prostate 


Case  history 

A fifty-two-year-old  white  male  engineer 
was  admitted  to  The  Roosevelt  Hospital 
for  the  third  time  because  of  a urine  in- 
fection. The  patient’s  first  admission  to 
the  hospital  had  been  five  months  pre- 
viously, at  which  time  he  had  given  a 
two-month  history  of  slowing  of  the  urinary 
stream  and  nocturia  one  to  two  times  per 
night.  A hard,  nodular  prostate  gland  was 
felt.  Urinalysis  revealed  1 plus  albumin 
and  60  to  70  white  blood  cells  and  10  to  12 
red  blood  cells  per  high-power  field. 
Alkaline  phosphatase  and  acid  phosphatase 
values  were  normal.  Perineal  biopsy  of 
the  prostrate  showed  chronic  inflammation 
and  squamous  metaplasia.  Chest  x-ray 
films  showed  an  area  of  increased  density 
in  the  anterior  segment  of  the  right  upper 
lobe. 

The  patient  was  discharged  on  stil- 
bestrol  therapy  and  readmitted  six  weeks 
later.  At  that  time  he  underwent  trans- 
urethral resection  of  the  prostate  with 
bilateral  partial  vasectomy.  The  post- 
operative course  was  uneventful  except  for 
a urinary  tract  infection  which  responded 
to  colistimethate  sodium  (Coly-Mycin) 
therapy.  Following  discharge,  he  con- 
tinued to  have  pyuria  and  frequency  of 
urination  despite  various  antibiotics  in- 
cluding colistimethate  sodium,  chlor- 
amphenicol, and  tetracycline.  Because  of 
the  persistence  of  symptoms  he  was  ad- 
mitted for  the  third  time. 

The  patient  had  a past  history  of  sinusitis 
and  epistaxis  for  two  years.  Seven  months 


prior  to  admission  a Caldwell-Luc  operation 
was  performed  and  polyps  removed.  Four 
months  prior  to  admission  he  had  a severe 
episode  of  epistaxis  requiring  blood  re- 
placement. He  had  lost  20  pounds  in  the 
preceding  one  and  one-half  years.  He 
smoked  one  pack  of  cigarets  daily. 

Physical  examination  revealed  a well- 
developed,  well-nourished  white  male  in 
moderate  distress.  The  blood  pressure 
was  150/74,  pulse  100  per  minute,  and 
temperature  101.8  F.  Examination  of  the 
skin  revealed  multiple  pustules  on  the 
trunk,  extremities,  and  head.  The  eyes 
and  ears  were  normal.  There  was  depres- 
sion of  the  alae  nasi  and  a large  perfora- 
tion of  the  nasal  septum  involving  about 
one  half  of  the  septum  anteriorly.  The 
remaining  septum  appeared  thickened. 
Many  teeth  were  missing.  The  neck  was 
supple.  The  trachea  was  in  the  midline. 
There  was  no  lymphadenopathy.  The 
chest  was  clear  to  percussion  and  ausculta- 
tion. Examination  of  the  heart  revealed 
a regular  rhythm  without  murmurs  or 
cardiomegaly.  The  liver  was  palpable  at 
the  costal  margin.  The  spleen  and  kidneys 
were  not  palpable.  The  genitalia  were 
normal.  Neurologic  examination  gave  nor- 
mal findings.  The  prostate  was  enlarged, 
nontender,  and  somewhat  indurated  on  the 
right. 

The  hemoglobin  was  10  Gm.  per  100  ml., 
hematocrit  32,  white  cell  count  8,950  with 
68  per  cent  polymorphonuclear  leukocytes, 
4 per  cent  bands,  14  per  cent  lymphocytes, 
10  per  cent  monocytes,  and  4 per  cent 
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eosinophils.  Urinalysis  revealed  a specific 
gravity  of  1.028,  albumin  2 plus,  and  10  to 
12  red  blood  cells  and  20  to  50  white  blood 
cells  per  high-power  field.  The  blood 
sugar  was  102  mg.  and  blood  urea 
nitrogen  20  mg.  per  100  ml.  Alkaline 
phosphatase  was  2.6  and  acid  phosphatase 
0.1  Bodansky  units.  An  electrocardiogram 
revealed  minor  T-wave  changes.  Urine 
culture  grew  out  Pseudomonas,  900  col- 
onies per  cubic  centimeter.  A chest  x-ray 
film  showed  an  increase  in  the  size  of  the 
nodular  density  in  the  right  upper  lobe. 
In  addition,  smaller  nodules  were  seen 
in  the  right  and  left  lower  lung  fields. 
Intravenous  pyelogram  revealed  a dilated 
calyx  in  the  lower  pole  of  the  left  kidney. 

During  the  first  hospital  week  the  pa- 
tient’s temperature  spiked  daily  to  the 
range  of  101  to  103  F.  He  had  a cough 
productive  of  moderate  amounts  of  sputum 
which  at  times  was  blood  streaked.  Physi- 
cal examination  revealed  dullness  over  the 
anterior  right  upper  lobe  with  diminished 
breath  sounds  and  minimal  rales  in  this 
area.  Sputum  cultures  grew  out  E.  coli, 
Proteus,  and  hemolytic  Staphylococcus 
aureus,  all  sensitive  to  most  antibiotic 
agents.  The  patient  was  treated  with 
chloramphenicol  for  two  weeks,  then  with 
nitrofurantoin  and  sulfisoxazole.  Despite 
these  measures,  the  temperature  remained 
at  101  to  103  F.  Blood  cultures  were 
negative.  Repeat  chest  x-ray  films  showed 
collapse  of  the  middle  lobe  of  the  right 
lung. 

Bronchoscopy  was  performed  on  the 
eighth  hospital  day,  and  a biopsy  taken  from 
the  right  lower  lobe  bronchus  revealed 
squamous  metaplasia  of  the  bronchial 
mucosa  and  acute  and  chronic  granulo- 
matous bronchitis.  Cells  from  the  right 
bronchial  washings  were  Class  III. 

The  urinary  symptoms  persisted.  Re- 
sidual urine  was  100  cc.  Retrograde  pyelog- 
raphy showed  the  dilated  lower  calyx  in  the 
left  kidney.  Urine  taken  from  the  bladder 
and  left  ureter  was  sterile.  A Foley 
catheter  was  left  in  place. 

The  hemoglobin  fell  to  8.4  Gm.  per  100 
ml.,  and  two  units  of  blood  were  given 
following  which  the  hemoglobin  increased 
to  10  Gm.  per  100  ml.  External  cobalt 
radiation  was  begun  to  the  middle  lobe  area 
of  the  right  lung  on  the  fourteenth  hospital 
day,  and  he  received  N,  N',  N",-triethyl- 


enethiophosphoramide  (Thio-TEPA)  15  mg. 
intravenously  on  the  eighteenth  hospital 
day.  Penicillin  and  streptomycin  were 
given  but  had  no  effect  on  the  fever. 

An  otolaryngologist  noted  that  the 
tympanic  membranes  were  dull  and  re- 
tracted, and  there  was  bilateral  hearing 
impairment  of  the  conductive  type.  The 
eustachian  tubes  were  catheterized. 

On  the  twenty-eighth  hospital  day,  a 
thoracotomy  was  performed.  The  pro- 
cedure was  complicated  by  the  develop- 
ment of  cyanosis  and  multiple  premature 
ventricular  contractions  requiring  in- 
travenous procainamide  hydrochloride 
therapy.  He  left  the  operating  room, 
however,  in  satisfactory  condition.  On  the 
first  postoperative  day,  the  patient’s  tem- 
perature was  103  F.,  and  the  pulse  was 
116  per  minute  and  regular.  On  the 
second  postoperative  day  the  patient  was 
out  of  bed  and  doing  satisfactorily.  During 
the  following  hours  he  became  dyspneic 
and  suddenly  was  found  in  extremis.  Ex- 
ternal cardiac  massage  was  unsuccessful, 
and  the  patient  was  pronounced  dead  on 
the  second  postoperative  hospital  day. 

Discussion 

Thomas  P.  Jacobs,  M.D.:  This  is  the 

case  of  a fifty-two-year-old  man  who  was 
treated  for  a hard  prostate  gland,  which, 
despite  negative  biopsy  findings,  urologists 
obviously  felt  contained  carcinoma.  He 
was  given  estrogen  therapy  and  sub- 
sequently developed  other  diseases  or 
complications  in  the  lung  which  were 
treated  with  cobalt  radiation  despite  lack 
of  microscopic  confirmation  of  cancer. 
Urinary  tract  infections  complicated  the 
course  throughout.  His  death  was  fairly 
sudden,  two  days  after  a thoracotomy. 

Could  we  see  the  x-rays  at  this  time? 

Barry  Held,  M.D.:  The  first  chest 

x-ray  film  taken  during  the  patient’s 
admission  for  his  prostatic  surgery  demon- 
strates a 1.5-cm.  nodule  in  the  anterior 
segment  of  the  right  upper  lobe  which 
shows  an  area  within  it  of  highlighting 
representing  a cavity.  No  other  nodules 
are  present,  and  there  is  no  reaction  to 
speak  of  in  the  lung  surrounding  the  soli- 
tary pulmonary  nodule  (Fig.  1A).  The 
next  examination  was  six  months  later, 
and  now  we  see  that  the  solitary  pulmonary 
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FIGURE  1.  X-ray  of  chest  (A)  four  months  prior  to  death,  ana  (B)  one  month  prior  to  death. 


FIGURE  2.  X-ray  of  paranasal  sinuses. 


nodule  is  no  longer  solitary,  since  two  more 
nodules  are  demonstrated  in  the  base  of 
the  right  lower  lobe  and  a third  at  the  base 
of  the  left  lower  lobe.  The  original 
nodule  has  increased  in  size  and  is  now  sur- 
rounded by  an  area  of  pulmonary  infiltra- 
tion. The  right  middle  lobe  shows  an 
area  of  heavy  infiltration.  The  additional 
chest  films  show  further  consolidation  of 
the  middle  lobe  and  further  infiltration 
around  the  first  nodule  (Fig.  IB). 

The  intravenous  urogram  shows  no 
abnormal  findings. 

The  x-ray  films  of  the  paranasal  sinuses 
reveal,  in  addition  to  soft  tissue  opacifica- 
tion of  the  maxillary  antra,  evidence  of 
bone  destruction  of  the  medial  walls  of  the 
maxillary  antra  and  the  nasal  septum  (Fig. 
2). 

Dr.  Jacobs:  In  1897  McBride1  de- 

scribed a midline  granulomatosis,  and 
more  than  100  cases  had  been  reported  by 
1961.  The  basic  condition  was  described 
as  a heavy  cellular  response  with  necrotiz- 
ing lesions  of  the  soft  structures  of  the  nose, 


sinuses,  palate,  and  larynx.  The  micro- 
scopic picture  showed  tremendous  in- 
filtrations of  histiocytes  and  also  foreign- 
body  giant  cells  not  typical  of  those  seen 
in  the  tuberculous  granulomas.  Death 
from  secondary  infection  usually  occurred 
rapidly  in  the  days  before  antibiotics. 

In  1931  a German  physician,  Klinger,2 
described  the  syndrome  of  respiratory  and 
renal  involvement  in  1 patient.  In  1936 
and  1939  Wegener3,4  described  3 cases, 
outlining  the  nasal  lesions,  the  frequency  of 
bronchitis  and  pneumonia,  and  the  arteritis 
and  granulomatous  lesions  of  the  lung. 
Fahey5  collected  21  cases  by  1954  in  the 
United  States,  and  Walton6  described  56 
cases  in  Britain  by  1958.  In  1951  Melicow7 
reported  a case  where  the  prostate  gland 
was  involved;  this  case  was  of  some  in- 
terest because  it  was  a mixed  case  with 
features  of  polyarteritis  nodosa  including 
eosinophilia  of  the  tissues,  which  is  rare 
in  Wegener’s  granulomatosis,  and  granulo- 
matous lesions  characteristic  of  Wegener’s 
granulomatosis,  which  are  rare  in  poly- 
arteritis nodosa.  Many  investigators  feel 
that  these  syndromes  are  frequently  merged. 
Various  names  for  the  syndrome  include 
“hemorrhagic  interstitial  pneumonia,” 
“purpura  with  nephritis,”  and  “pathergic 
granulomatosis.”  Budzilovich  and  Wilens8 
described  thrombotic  glomerulonephritis, 
a form  similar  to  so-called  focal  glomerulone- 
phritis usually  seen  in  subacute  bacterial 
endocarditis. 

Some  observers  feel  that  Wegener’s 
granulomatosis  is  an  atypical  form  of 
polyarteritis  nodosa  and  that  midline 
granulomatosis  is  a very  rapidly  developing 
form  or  subdivision  of  Wegener’s  granulo- 
matosis. Others  feel  that  clinically  and 
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pathologically  important  differences  occur, 
that  is,  in  midline  granulomatosis  there  is 
no  associated  necrotizing  vasculitis,  in 
polyarteritis  nodosa  there  is  no  necrotizing 
granuloma,  and  in  Wegener’s  granulo- 
matosis there  are  both  necrotizing  granu- 
lomata  and  necrotizing  angiitis  of  the 
glomeruli.9  In  the  midline  form  there  are 
focal  areas  of  necrosis  in  the  blood  vessels. 
In  addition,  in  polyarteritis  nodosa  we 
also  see  inflammatory  reaction  in  the  walls. 
Some  observers  feel  that  the  midline 
granulomata  patients  do  not  live  long 
enough  to  develop  the  final  lesions  of 
Wegener’s  granulomatosis  and  that  this 
is  the  only  reason  there  is  any  difference. 
Both  syndromes  involve  the  nose,  sinuses, 
and  a few  cases  of  Wegener’s  granulomato- 
sis have  been  known  to  have  interstitial 
myocarditis.  Rarely,  Aschoff’s  nodules  are 
seen  in  the  myocardium  in  Wegener’s 
granulomatosis. 

Walton,6  who  analyzed  56  cases  a few 
years  ago  in  Britain,  found  that  there  are 
symptoms  and  signs  of  upper  respiratory 
disease  of  the  lungs  in  90  per  cent  of  the 
cases  of  Wegener’s  granulomatosis;  50  per 
cent  of  these  cases  showed  urinary  tract  in- 
volvement, and  45  per  cent  had  a skin  rash. 
Interestingly,  the  rash  was  a pustular 
necrotic  lesion  resembling  a tuberculid. 
It  will  be  recalled  that  the  patient  under 
discussion  had  such  a rash.  Sometimes 
the  rash  takes  the  form  of  erythema  multi- 
forme. The  renal  lesions  show  foci  of 
necrotizing  granulomatous  inflammation 
independent  of  arterial  lesions.  Hyper- 
tension is  much  less  common  in  Wegener’s 
granulomatosis  but  does  occur.  Albumi- 
nuria is  present  in  88  per  cent  of  the 
patients,  red  cells  in  80  per  cent,  white 
cells  in  50  per  cent,  and  blood  casts  in 
65  per  cent.  Anemia,  leukocytosis,  and 
eosinophilia  may  be  present,  but  the  latter 
is  much  more  common  in  polyarteritis 
nodosa.  Marked  eosinophilia  is  not  usu- 
ally seen  in  Wegener’s  granulomatosis. 

Zeek10’11  classified  the  various  angiitides 
as  follows:  First,  she  described  hypersen- 
sitivity angiitis,  which  is  a brief  illness 
characterized  by  eosinophilia  with  necrotiz- 
ing glomerulonephritis.  The  kidneys  and 
heart  are  involved  but  not  the  gastroin- 
testinal tract  or  the  pancreas.  This  is 
usually  secondary  to  drug  reaction,  often 
to  sulfonamide  or  penicillin  sensitiv- 


ity. The  second  class  is  that  of  allergic 
granulomatous  angiitis,  and  this  has  a more 
prolonged  course,  lasting  months  and  years, 
and  the  middle-sized  blood  vessels  may  be  in- 
volved . Asthma  and  other  allergic  manifes- 
tations are  sometimes  present.  It  is  hard 
to  fit  Wegener’s  granulomatosis  into  either 
of  these  first  two  forms.  The  third  class  is 
rheumatic  arteritis,  the  fourth  is  poly- 
arteritis nodosa,  and  the  fifth  is  the  con- 
crete or  specific  disease  of  temporal  arte- 
ritis. As  you  can  see  from  the  description 
of  the  syndrome  about  which  I was  talking 
earlier,  it  does  not  fit  easily  in  Dr.  Zeek’s 
classifications,  and  I believe  that  she  might 
classify  Wegener’s  granulomatosis  as  a 
variant  of  one  of  the  allergic  granulomatoses. 
There  is  good  reason  to  feel  that  all  these 
diseases  represent  autoimmune  mecha- 
nisms, but  we  don’t  know  anything  more 
than  that  about  the  etiology. 

To  return  to  the  case  discussed  today, 
the  question  should  be  raised  as  to  whether 
or  not  cancer  could  account  for  the  entire 
picture,  instead  of  looking  for  an  explana- 
tion elsewhere.  Cancer  of  the  prostate, 
which  the  patient  may  well  have  had, 
really  should  have  given  us  a different  kind 
of  a spread  with  a different  kind  of  lesion 
in  the  lungs,  plus  pleural  effusion,  the  usual 
bony  metastases,  and  elevated  acid  phos- 
phatase. The  course  is  not  characteristic 
of  cancer  of  the  prostate,  and  the  lung 
lesions  do  not  have  the  x-ray  appearance 
of  a metastatic  carcinoma.  Primary  dis- 
ease of  the  lung,  such  as  bronchogenic 
carcinoma,  should  be  considered,  but  the 
course  and  appearance  are  extremely  atypi- 
cal for  that  disease.  There  is  a possibility 
that  alveolar  cell  carcinoma,  which  gives  a 
different  x-ray  picture,  could  fit  the  lung 
condition  and  also  the  prolonged  course. 

Some  of  the  laboratory  work  should  be 
mentioned  again.  The  anemia  was  not 
severe.  The  monocytosis  I cannot  ex- 
plain, and  I have  not  found  any  relevant 
references  to  this  phenomenon.  One  won- 
ders if  they  were  monocytes.  Eosinophils 
were  not  markedly  elevated.  The  per- 
sistence of  pus  in  the  urine  with  positive 
cultures  indicates  a cystitis  and  possibly 
pyelonephritis  as  well.  In  Wegener’s  gran- 
ulomatosis, one  test  is  often  helpful: 
The  serum  gamma  globulin  is  usually 
elevated,  and  one  must  be  hesitant  of 
making  a diagnosis  of  Wegener’s  gran- 
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FIGURE  3.  (A)  Large  areas  of  consolidation  in  right  lung.  (B)  Trachea,  right  bronchus,  and  portion  of 
left  lung  showing  granularity  of  mucosa  of  bronchus  and  granulomatous  area  in  lung  parenchyma. 


ulomatosis  with  normal  serum  globulin. 
I don’t  find  any  record  of  globulin  examina- 
tions in  the  protocol.  The  granulomatous 
bronchitis  that  was  found  by  biopsy  would 
fit  with  our  hypothesis  of  Wegener’s  or 
midline  granulomatosis.  This  would  not 
rule  out,  however,  a carcinomatous  lesion 
behind  this,  because  the  proper  area  may 
not  have  been  reached.  Death  could  have 
been  due  to  pulmonary  embolus  or  acute 
cardiac  arrhythmia,  and  from  the  data 
given  in  the  protocol  there  is  no  good  way 
to  be  sure.  Postoperative  hemorrhage 
also  could  have  occurred.  Pulmonary  em- 
bolism is  the  most  likely  complication 
because  of  the  rapid  death  with  marked 
dyspnea. 

In  summary,  we  have  a man  who  may 
have  had  a carcinoma  of  the  prostate, 
although  we  have  no  evidence  that  he 
really  did,  and  who  appears  to  have  had  a 
complicated  disease  ushered  in  by  severe 
sinusitis  with  epistaxis.  Renal  complica- 
tions developed  later,  and  finally  granu- 
lomatous lesions  of  the  lung  appeared  with 
a course  which  would  be  characteristic  in 
time  for  so-called  Wegener’s  granulomato- 
sis. Most  of  these  cases  terminate  in 
uremia  or  pneumonia.  The  patient  had  a 
mild  elevation  of  urea  nitrogen  but  no 
real  uremia. 

Treatment  for  this  condition  has  been 
very  unsuccessful.  Massive  doses  of  ster- 
oids have  given  remission,  particularly 
when  accompanied  by  antibiotics,  for  the 
secondary  infections  in  the  respiratory 
tract,  but  the  primary  disorder  seems  to 
escape  the  steroids,  and  patients  follow  a 
steady  downhill  course. 


Clinical  Diagnoses 

1.  ? Wegener's  granulomatosis 

2.  Abscess  of  lung 

3.  Carcinoma  of  prostate 

Dr.  Jacobs’  diagnoses 

1.  Wegener's  granulomatosis 

2.  Pulmonary  embolism  ( terminal ) 

Charles  J.  Morosini,  M.D.:  What 

about  tuberculosis  and  acid-fast  bacilli? 

Dr.  Jacobs:  I would  be  surprised  if  the 

chest  lesions  would  be  considered  com- 
patible with  tuberculosis  except  in  a very 
atypical  form.  I do  find  it  surprising  that 
no  acid -fast  studies  were  reported.  Pos- 
sibly they  were  done  but  not  reported  on 
the  protocol. 

Arthur  J.  Antenucci,  M.D.:  A state- 

ment was  made  in  the  protocol  that  the 
patient  was  not  improving  on  a conserv- 
ative management  and  the  condition 
continued  to  destroy  the  right  lung  and 
that  there  was  a question  of  early  abscess 
formation.  The  urine  continued  to  show 
white  blood  cells,  and  there  was  increasing 
anemia. 

Why  was  exploration  and  thoracotomy 
considered? 

Rudolf  Garret,  M.D.:  This  case  was 

discussed  at  surgical  rounds,  and  it  was 
realized  that  the  patient’s  condition  had 
deteriorated.  It  was  thought  that  there 
was  formation  of  an  abscess  with  necrosis, 
and  thoracotomy  was  carried  out  to  possibly 
drain  the  abscess  if  nothing  else  could  be 
done  for  this  patient.  The  surgical  speci- 
men showed  necrosis. 
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FIGURE.  4.  Maxillary  sinus,  granulation  tissue 
with  giant  cells  replacing  mucosa  (hematoxylin  and 
eosin  stain  X 140). 


Dr.  Antenucci:  May  we  have  the 

presentation  of  the  postmortem  findings? 

Dr.  Garret:  The  postmortem  examina- 
tion was  performed  four  and  one-half 
hours  after  death.  The  lungs  were  heavy 
(the  right,  1,200  Gm.  and  the  left,  780  Gm.) 
and  showed  several  well-defined  1 to  2 cm. 
whitish  to  yellowish  nodules  in  the  left 
lower  lobe  and  a large  yellowish  necrotic, 
ill-defined  area  in  the  right  lung.  The 
mucosa  of  the  trachea  and  bronchi  showed 
granular  and  edematous  mucosa  (Fig.  3). 
The  smaller  branches  of  the  left  pulmonary 
artery  were  occluded  by  recent  antemortem 
clots.  The  bronchi  were  obstructed  by 
hemorrhagic  material.  It  was  thought  on 
gross  examination  that  there  was  aspira- 
tion of  hemorrhagic  exudate  terminally; 
however,  on  microscopic  examination  it  was 
found  that  the  hemorrhagic  material  in  the 
bronchi  was  necrotic  and  hemorrhagic 
granulation  tissue. 

The  paranasal  sinuses,  including  maxil- 
lary and  ethmoid  sinuses,  showed  edem- 
atous mucosa  covered  by  soft  hemorrhagic 
granulation  tissue  (Fig.  4). 

Otherwise  the  gross  examination  did  not 
show  any  significant  findings  except  for 
splenomegaly  of  350  Gm.,  liver  of  2,200 


FIGURE  5.  Kidney,  fibrinoid  necrosis  of  glomerular 
capillaries  (hematoxylin  and  eosin  stain  X 140). 


Gm.,  and  right  hemothorax.  Microscopic 
findings  were  consistent  with  an  entity 
known  as  Wegener’s  granulomatosis. 
There  was  granulomatous  inflammation 
involving  the  mucosa  of  the  paranasal 
sinuses,  trachea,  bronchi,  lungs,  and  pros- 
tate. There  was  also  squamous  meta- 
plasia of  the  tracheal  mucosa  and  urethral 
mucosa. 

The  kidneys  showed  very  few  glomeruli 
with  evidence  of  necrotizing  glomerulitis 
(Fig.  5).  No  granulomatous  lesions  were 
seen  in  any  of  the  many  sections  of  the 
kidneys.  There  were  also  terminal  bone 
marrow  emboli  in  pulmonary  blood  vessels 
as  seen  in  patients  after  external  cardiac 
massage. 

Numerous  cultures  from  various  areas  of 
paranasal  sinuses,  trachea,  and  both  right 
and  left  lungs  showed  no  growth  of  acid- 
fast  bacilli  or  fungi.  Routine  cultures 
showed  a variety  of  organisms  including 
E.  coli,  Proteus  vulgaris,  hemolytic  Staph- 
ylococcus aureus,  and  Klebsiella  aerogenes. 

The  histology  of  the  granulomatous 
lesions  is  shown  in  Figure  6.  There  were 
large  areas  of  caseous  necrosis  surrounded 
by  epithelioid,  polymorphonuclear,  and 
giant  cells.  Some  giant  cells  resembled 
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FIGURE  6.  (A)  Right  lung,  necrotic  foci  surrounded  by  fibrous  tissue  and  giant  cells.  (B)  Left  lung,  granu- 
lomatous reaction  with  giant  cells.  (C)  Right  bronchus,  granulation  tissue  with  scattered  giant  cells. 
(D)  Prostate,  granulomas  with  necrosis  and  giant  cells.  (Hematoxylin  and  eosin  stain.) 


Langhans’  type  of  cells,  while  others  showed 
many  nuclei  without  any  specific  arrange- 
ment. In  better-preserved  areas  of  lung 
parenchyma,  the  granulomatous  lesions 
appeared  to  be  related  to  blood  vessels. 


The  mucosa  of  the  trachea  and  bronchi 
failed  to  reveal  any  definite  granulomas, 
however  there  was  cellular  granulation 
tissue  with  occasional  giant  cells  similar  to 
those  seen  in  the  lungs.  Similar  features 
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were  seen  in  the  mucosa  of  the  paranasal 
sinuses. 

Of  great  interest  were  granulomas  in  the 
prostate.  Granulomatous  lesions  of  the 
prostate  may  be  seen,  of  course,  in  a 
tuberculosis;  however  they  may  be  seen 
in  association  with  asthma,  Wegener’s 
granulomatosis,  and  sometimes  in  patients 
with  prostatic  hyperplasia.  Grossly,  they 
may  simulate  tumor  because  of  their 
yellowish  color. 

Necrotizing  glomerulitis  was  very  mild 
and  was  not  specific  for  this  patient’s 
disease.  A similar  picture  may  be  seen  in 
any  patient  dying  in  shock. 

I have  nothing  to  add  to  Dr.  Jacob’s 
discussion  except  for  the  fact  that  this 
patient  clinically  presented  a fairly  typical 
picture  of  a Wegener’s  granulomatosis 
with  rhinorrhea,  epistaxis,  probably  otitis, 
cough,  hemoptysis,  anemia,  leukocytosis, 
and  skin  eruption.  Eosinophilia  was  ab- 
sent, renal  failure  was  not  present,  serum 
protein  electrophoresis  determination  was 
not  done,  and  the  presence  of  hyperglob- 
ulinemia  cannot  be  determined. 

There  are  many  synonyms  in  the  litera- 
ture consistent  with  the  diagnosis  of 
Wegener’s  granulomatosis,  including  rhi- 
nogenous  granuloma,  pathergic  granulo- 
matosis, giant  cell  granuloma,  atypical 
periarteritis  nodosa,  allergic  granuloma, 
and  pararheumatic  disorder. 

The  plethora  of  names  indicates  our 
ignorance  as  to  the  exact  etiology  of  the 
disease. 

Final  anatomic  diagnoses 

2.  Granulomatous  inflammation  involving 
mucosa  of  paranasal  sinus,  trachea,  bronchi, 


and  prostate,  consistent  with  Wegener's 
granulomatosis 

2.  Necrotizing  glomerulitis,  mild,  ter- 
minal 

3.  Thrombo -embolism,  terminal,  small 
branch  of  left  pulmonary  artery 

4.  Bone  marrow  emboli,  pulmonary  blood 
vessels,  {external  cardiac  massage) 

5.  Squamous  metaplasia,  tracheal  and 
bronchial  mucosa 

6.  Squamous  metaplasia,  prostatic  epithe- 
lium 

7.  Fibrinous  pericarditis,  acute,  terminal 

Incidental  findings  included: 

2.  Chronic  cholecystitis  and  cholelithiasis 

2.  Moderate  coronary  and  aortic  arte- 
riosclerosis 

3.  Small  follicular  adenoma  of  thyroid 
gland 
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0NE  °F  THE  most  exciting  developments 
in  the  field  of  nutrition  in  the  past  decade 
has  been  the  demonstration  that  malnutri- 
tion during  early  life  may  retard  the  rate 
of  physical  and  mental  development  in 
animals  and  man.  Even  more  thought- 
provoking  have  been  studies  which  imply 
that  malnutrition  may  lead  to  permanent 
stunting  of  physical  stature  and  mental 
capacity.  These  observations  have  far- 
reaching  implications  regarding  the  health 
and  welfare  of  all  mankind.  The  effect  of 
early  malnutrition  on  physical  growth  has 
been  established  for  experimental  animals 
by  several  investigators,  but  studies  of 
mental  development  are  of  a preliminary 
nature  and  must  be  substantiated  both  by 
experimental  animal  studies  and  in  in- 
vestigations with  human  subjects. 

The  child  suffering  from  the  acute  de- 
ficiency stages  of  kwashiorkor  exhibits  a 
behavioral  attitude  of  complete  apathy 
that  is  described  frequently  as  one  of  the 
most  characteristic  signs  of  the  disease. 
Many  clinical  investigators  have  com- 
mented in  their  studies  of  kwashiorkor 
that  a smile  is  one  of  the  surest  signs  that 
initiation  of  recovery  has  been  established. 
Such  behavioral  changes  associated  with 
malnutrition  in  early  life  are  well  docu- 


mented. More  difficult  to  delineate  are 
the  behavioral  changes  that  may  be  as- 
sociated directly  with  learning  and  cog- 
nitive development,  and  most  difficult  of 
all  is  the  study  of  the  rehabilitated  child 
so  as  to  arrive  at  some  conclusions  regarding 
the  influence  of  early  malnutrition  on  re- 
tardation of  mental  development  following 
complete  recovery. 

Findings 

In  the  author’s  laboratory  preliminary 
results  with  experimental  animals,  both 
rats  and  pigs,  are  providing  indications 
that  behavioral  changes  due  to  early  mal- 
nutrition can  be  studied  under  controlled 
conditions.1  Furthermore,  these  investi- 
gations are  showing  that  behavioral 
changes,  some  of  which  may  be  interpreted 
as  retarded  learning  ability,  may  remain 
for  long  periods  in  the  rehabilitated  animal; 
and  in  fact  may  be  permanent,  if  malnutri- 
tion is  imposed  sufficiently  early  in  life. 
Animal  studies  will  help  considerably  in 
understanding  nutritional,  biochemical,  and 
psychological  details  concerning  this  phe- 
nomenon. However,  as  in  all  biomedical 
studies,  understanding  and  application 
to  man  must  await  measurement  in  the 
human  being.  Several  studies  of  different 
forms  of  behavior  have  been  conducted  in 
children  in  varying  stages  of  recovery  from 
severe  protein  malnutrition,  and,  in  gen- 
eral, the  results  have  indicated  that  be- 
havioral changes  occur.2,3  Adequate  fol- 
low-up of  malnourished  infants  has  been 
difficult,  for  the  few  studies  have  been 
restricted  to  developing  countries  where 
medical  histories  are  seldom  available. 
However,  to  get  some  indicator  of  the 
possible  long-term  effect  of  malnutrition 
on  mental  development  in  the  rehabilitated 
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child,  Cravioto  and  his  associates  have 
used  height  as  an  indicator  of  early  malnu- 
trition.4 These  studies  have  shown  that 
in  general  lower  test  scores  result  in  chil- 
dren who  are  below  average  in  height  for 
their  age. 

Recently  Cravioto  and  Robles5  have 
published  the  results  of  behavioral  studies 
in  hospitalized  children  during  six  months 
of  recovery  from  protein-calorie  malnu- 
trition. Twenty  children,  all  of  whom 
were  hospitalized  with  third-degree  pro- 
tein-calorie malnutrition  (edema  present) 
according  to  the  criteria  of  Gomez  et  al .,6 
were  selected  for  psychological  tests  (Gesell 
and  Amatruda7).  For  the  purpose  of 
comparing  the  test  results,  they  were  di- 
vided into  age  groups  representing  children 
under  six  months  of  age  (group  1,  n = 6); 
six  months  to  2.5  years  (group  2,  n =9); 
and  2.5  years  to  five  years  (group  3,  n =5). 
The  Gesell  development  scores  on  the  first 
examination  were  low  for  all  children,  as 
was  to  be  expected.  As  recovery  from 
malnutrition  took  place,  development  quo- 
tients improved  in  most  patients.  In 
general,  the  older  the  age  group  the  greater 
was  the  rate  of  improvement  in  test  scores. 
The  patients  who  were  youngest  on  admis- 
sion to  the  hospital  (less  than  six  months  of 
age)  showed  little  improvement  in  their 
psychological  test  behavior,  whereas  the 
oldest  group  (2.5  to  five  years  of  age)  es- 
sentially returned  to  normal  during  approxi- 
mately six  months  of  hospitalization. 

Conclusion 

Studies  such  as  the  one  just  described 
are  difficult  to  perform,  and  the  results 
are  of  necessity  open  to  different  interpre- 
tations. Nevertheless,  combining  frag- 
mentary information  from  experimental 
animal  studies  with  all  available  data 
relating  psychological  testing  to  mal- 
nourishment  of  children,  several  conclu- 
sions are  strongly  suggested.  First,  in  the 
acute  stages  of  malnourishment,  behavioral 
abnormalities  and  low  scores  with  psycho- 
logical development  tests  are  observed. 
These  findings  appear  to  be  general  and 
well  established,  although  the  relative 
contributions  of  nutrition  and  of  family 


social  relationships  have  not  been  de- 
lineated clearly.  Children  malnourished 
at  ages  under  five  years  have  shown  these 
behavioral  abnormalities,  but  it  is  not 
known  if  malnutrition  in  older  children 
would  result  in  similar  abnormalities. 
Malnutrition  of  the  protein-calorie  type  is 
prominent  only  in  the  young  child,  al- 
though obviously  other  forms  of  malnu- 
trition can  be  present  in  older  children. 
The  age  of  onset  of  protein-calorie  mal- 
nutrition is  of  importance  in  determining 
the  speed  of  recovery  of  psychological 
test  scores.  Usually  the  very  young  infant 
(less  than  six  months  of  age)  would  be 
expected  to  suffer  from  marasmus  rather 
than  kwashiorkor,  and  the  relationship 
of  these  two  forms  of  protein-calorie  mal- 
nutrition to  behavioral  abnormalities  has 
not  been  studied.  Even  though  the  infant 
with  protein-calorie  malnutrition  does  not 
show  psychological  test  score  improvement 
with  short-term  recovery,  no  direct  evi- 
dence has  yet  been  given  in  human  studies 
that  this  represents  a permanent  behavioral 
abnormality.  Finally,  the  psychological 
tests  that  have  been  used  have  a large 
cultural  component,  and  it  is  difficult  to 
interpret  results  in  terms  of  what  might 
be  described  as  learning  behavior  or  mental 
retardation. 

Obviously  much  more  work  must  be 
carried  out,  but  with  the  encouragement 
of  preliminary  studies  such  as  those  de- 
scribed, more  qualified  investigators  are 
bound  to  enter  this  exciting  field  of  re- 
search. 
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Lesion  in  Left  Upper  Thorax 
with  Pain  in  Left  Arm 


Case  history 

Edward  Lane,  M.D.*:  A forty-four 

year-old  white  male  was  admitted  with  the 
chief  complaint  of  recurrent  pneumonia. 
Early  in  1965  he  developed  pneumonia  on 
the  left  side.  He  recovered,  and  in  May, 
1965,  he  developed  an  episode  of  chills  and 
fever,  diagnosed  as  left  upper  lobe  pneumo- 
nia. Since  that  time  he  has  had  persistent 
anterior  upper  left  chest  pain,  constant  and 
dull  in  character.  One  month  ago  he 
developed  pain  in  the  left  arm  radiating 
into  the  fingers  with  aching  of  the  left  hand. 
He  felt  that  his  left  hand  was  weaker  than 
it  had  been  previously.  He  is  a heavy 
smoker  and  has  had  a nonproductive  cough 
for  many  years. 

Physical  examination  was  within  normal 
limits  except  for  the  presence  of  expiratory 
rhonchi  noted  over  the  left  anterior  and 
lateral  lung  fields. 

The  initial  laboratory  data  were  within 
normal  limits. 

Edward  W.  C arsky,  M.D.f:  The 

heart  is  normal  in  size,  and  the  pulmonary 
vascular  pattern  is  within  normal  limits. 
The  lungs  are  slightly  overexpanded.  I can 
see  no  abnormalities  of  the  dorsal  spine  or 
ribs.  Specifically,  there  is  no  evidence  of 
destruction  of  the  left  upper  ribs.  At  the 
right  apex  there  is  some  streaky  abnor- 
mality present,  probably  due  to  old  inflam- 

* Resident  in  Radiology,  Upstate  Medical  Center. 
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matory  disease.  At  the  apex  of  the  left 
side  of  the  chest  there  is  homogeneous 
density  which  is  felt  to  represent  thickened 
pleura.  On  the  left  side,  the  superior  mar- 
gin of  the  left  pulmonary  artery  is  rather 
poorly  defined,  but  it  is  well  enough  seen  to 
determine  that  it  is  elevated  slightly  (Fig. 
1A).  In  addition,  there  are  streaky  abnor- 
mal densities  extending  into  the  left  apex 
which  merge  with  the  pleural  density.  I 
see  no  cavitation  in  the  left  upper  lobe.  I 
think  that  what  we  have  is  a process  which 
is  partially  collapsing  the  left  upper  lobe, 
specifically,  the  apical  segment  of  the  left 
upper  lobe.  In  the  mediastinum  I see  no 
evidence  of  hilar  adenopathy. 

At  this  point  I would  think  most  seriously 
of  a lesion  which  is  partially  obstructing  the 
bronchus  and  would  like  to  see  additional 
views,  particularly  overpenetrated  views 
and  laminagraphy.  There  is  one  clinical 
finding  which  would  suggest  the  possibility 
of  a Pancoast  tumor  involving  the  brachial 
plexus.1-2  This  is  the  finding  of  pain  which 
radiates  into  the  left  arm  and  hand.  Is 
there  anything  which  might  suggest  a 
Horner’s  syndrome? 

Dr.  Lane:  No. 

Dr.  C arsky:  The  laminagraphic  study 

has  been  done  with  carbon  dioxide  and  oxy- 
gen introduced  into  the  mediastinum,  result- 
ing in  good  visualization  of  normal  medi- 
astinal structures  (Figs.  IB  and  2).  On  the 
13  V2-cm.  cut  the  left  main  stem  bronchus 
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FIGURE  1.  (A)  Posteroanterior  radiograph  shows  elevation  of  left  hilum  with  left  pulmonary  artery  ob- 
scured superiorly  and  abnormal  density  extending  into  left  pulmonary  apex.  (B)  Laminagram  shows  a 
small  density  at  upper  margin  of  left  hilum.  Abnormal  density  high  in  left  apex  with  mottled  radiolucency 
apparently  representing  air  scattered  through  atelectatic  area  is  also  apparent. 


FIGURE  2.  Laminagram  at  different  level  shows 
that  abnormal  density  in  left  apex  is  characterized 
by  concave  outer  margins  which  are  typical  of 
atelectasis  rather  than  of  tumor. 


is  demonstrated  and  looks  normal.  We 
can  see  the  lingular  bronchus  and  the  bron- 
chi to  the  remainder  of  the  left  upper  lobe, 
and  they  are  normal,  at  least  at  their  points 
of  origin.  There  is  a small  area  of  density 
just  above  the  left  hilum.  This  is  not 


pulmonary  artery  which  should  be  located 
more  medial.  The  density  we  see  merges 
with  the  wedge-shaped  area  of  density  that 
is  more  peripherally  placed.  I would  feel 
that  we  are  dealing  with  tumor,  and  it  re- 
mains to  determine  whether  this  is  a pri- 
mary tumor  centrally  located  or  whether 
this  is  a Pancoast  tumor  with  nodes  about 
the  upper  portion  of  the  left  pulmonary 
artery.12  I think  there  is  a bit  of  gas 
scattered  through  the  density  peripherally 
which  is  more  typical  of  atelectasis  than  of 
primary  tumor.  Also,  the  margins  of  the 
peripheral  density  are  concave  rather  than 
convex  suggesting  atelectasis  rather  than 
tumor.  I cannot  explain  the  probable  in- 
volvement of  the  brachial  plexus,  but  I 
would  place  the  tumor  centrally. 

E.  Robert  Heitzman,  M.D.:  Would 

you  like  to  commit  yourself  as  to  the  specific 
segmental  bronchus  which  might  be  in- 
volved? 

Dr.  Carsky:  I would  feel  that  the 

involvement  would  be  of  the  apical  pos- 
terior segment. 

Dr.  Carsky's  diagnosis 

Primary  bronchogenic  carcinoma  involving 
the  apical  posterior  segment  of  the  left  upper 
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FIGURE  3.  Sections.  (A)  Area  from  upper  division  bronchus  of  left  upper  lobe  with  epidermoid  carcinoma 
invading  bronchial  wall.  Lymph  node  at  lower  edge  of  field  and  all  other  lymph  nodes  identified  were  free 
of  tumor.  (B)  Section  through  peripleural  pulmonary  parenchyma  and  pleurae  shows  dense  fibrosis  but 
no  tumor. 


lobe  with  peripheral  segmental  atelectasis 

Dr.  Heitzman:  Surgery  was  performed 

on  this  patient  by  Walter  Bugden,  M.D., 
and  Phillip  Ikins,  M.D. 

Phillip  M.  Ikins,  M.D.*:  At  bron- 

choscopy there  was  distortion  of  the  take- 
off of  the  left  upper  lobe  orifice  in  a cephalad 
direction,  such  that  visualization  with 
foroblique  and  right-angle  lens  system  was 
not  accomplished  easily.  It  was,  however, 
apparent  that  the  upper  lobe  orifice  was  not 
obstructed  by  intrinsic  cancer.  Longi- 
tudinal ridging  superiorly  and  inferiorly  as 
well  as  gross  tumor  immobility  evidenced  the 
fact  that  the  upper  lobe  bronchus  was 
indeed  fixed  by  extrinsic  tumor.  At  sur- 
gery, there  was  fixation  of  the  left  upper 
lobe  to  the  apex  of  the  thorax  along  the 
first,  second,  third,  and  fourth  ribs  as  well 
as  medially  and  posteriorly  along  the  verte- 
braf  column  down  to  the  sixth  transverse 
process.  The  mass  of  the  left  upper  lobe 
was  resected  from  the  chest  wall  by  cutting 
through  apparent  tumor.  At  the  closure 
it  was  anticipated  that  a skeletal  resection 

* Instructor  in  Surgery,  Upstate  Medical  Center. 


would  be  accomplished  with  removal  of  the 
involved  ribs,  but  further  inspection 
showed  that  this  could  not  be  accomplished. 
There  was  fixation  through  the  first  inter- 
costal space  to  the  brachial  plexus  by  what 
appeared  to  be  fibrous  tumor.  Post- 
operatively,  the  patient  did  well  with 
marked  regression  of  pain  in  the  arm  and 
hand. 

Pathologic  discussion 

Thomas  Simon,  M.D.f:  The  upper 

lobe  of  the  left  lung  was  submitted  for 
examination.  In  the  bronchus  to  the  upper 
division  of  the  upper  lobe  there  was  a broad 
area  of  roughening  and  granularity  of 
mucosa  with  narrowing  but  no  obvious 
occlusion  of  the  lumen.  However,  all  of 
the  bronchi  beyond  this  area  were  dilated 
and  filled  with  thick  mucoid  material. 
The  parenchyma  of  the  apical  posterior 
segment  of  the  left  upper  lobe  showed  gross 
fibrosis  and  minimal  aeration. 

Sections  through  the  upper  division  bron- 

t Associate  Professor  of  Pathology,  Upstate  Medical 
Center. 
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chus  of  thet  left  upper  lobe  demonstrated 
epidermoid  carcinoma  invading  the  bron- 
chial wall  (Fig.  3A).  Multiple  sections 
through  the  peripleural  pulmonary  paren- 
chyma and  pleurae  showed  dense  fibrosis 
but  no  tumor  (Fig.  3B). 

Dr.  Heitzman:  The  production  of  the 

Pancoast  syndrome  by  nonmalignant 
lesions  of  the  thorax  is  rare  but  does  occur. 3 
It  is  interesting  that  resection  of  even  a 
portion  of  a left  upper  lobe  lesion  producing 
the  Pancoast  syndrome  may  result  in 
marked  regression  of  pain  in  the  arm  as 
occurred  in  this  patient. 3 


An  evaluation  of  the 
periodic  health  examination 


Although  the  periodic  health  examination 
is  a means  of  discovering  much  disease,  a study 
by  Stanley  S.  Schor,  Ph.D.,  and  associates,  re- 
ported in  a recent  issue  of  the  Annals  of  Internal 
Medicine,  appears  to  indicate  that  at  present  it 
has  some  serious  shortcomings  which  point  up 
the  need  for  improvement  in  diagnostic  pro- 
cedures. The  principal  causes  of  death  in  these 
350  periodic  examinees  in  order  of  frequency 
were  coronary  disease,  malignancies,  vascular 
diseases  other  than  coronary  artery  disease,  and 
postoperative  complications.  The  recognition 
rate  of  death-causing  disease  prior  to  death  was 
51  per  cent.  In  order  of  frequency,  these  causes 
were:  noncoronary  artery  disease,  vascular 

disease,  and  malignant  disease.  The  rate  of 
detection  was  greater  in  the  older  patients  than 
in  the  younger  ones,  greater  when  the  final 
examination  was  shortly  before  death,  and 
significantly  greater  in  nonsmokers  than  in 
smokers  and  in  patients  with  normal  rather  than 
elevated  blood  cholesterol.  In  this  study, 
living  counterparts  were  matched  with  each 
person  who  had  died.  A study  of  these  indi- 
cated that  the  same  diseases  that  caused  death 


Histologic  diagnosis 

Primary  epidermoid  carcinoma  involving 
the  apical  posterior  segment  of  the  left  upper 
lobe  with  secondary  atelectasis  and  with  ex- 
tensive peripheral  pleural  fbrotic  reaction 
involving  the  brachial  plexus 
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were  diagnosed  with  reasonable  frequency  in 
those  that  did  not  die.  This  was  truest  of 
coronary  heart  disease  and  less  true  of  malignant 
disease.  In  those  under  the  age  of  fifty  years, 
the  disease  causing  death  was  diagnosed  five 
times  as  frequently  as  it  was  in  the  living  coun- 
terparts while  in  the  group  over  fifty,  it  occurred 
only  twice  as  often.  There  is  the  possibility 
that  a disease  occurring  early  in  life  may  be 
more  lethal  than  the  same  condition  in  later 
years. 

The  records  of  350  persons,  all  of  whom  had 
been  on  a schedule  of  periodic  health  examina- 
tion before  death,  were  collected  from  10  par- 
ticipating clinics.  All  were  male,  and  oc- 
cupationally all  were  in  the  executive  category. 
Each  clinic  assigned  a living  counterpart 
matched  for  age  and  length  of  time  in  the  pe- 
riodic checkup  program  with  the  dead  person. 
Only  3 per  cent  were  under  forty  years  of  age; 
forty  to  fifty,  15  per  cent;  over  fifty  or  un- 
known, 82  per  cent  (the  age  was  unknown  in 
only  a few  patients) . Data  taken  from  the 
records  included  medical  history;  physical 
findings  including  height,  weight,  resting  blood 
pressure,  and  any  abnormality  found  by  the 
examining  physician;  laboratory  findings;  re- 
sults of  special  diagnostic  procedures  such  as 
Master  two-step  test,  glucose  tolerance  test, 
gastrointestinal  x-ray  films;  and  all  diagnoses 
recorded  by  examiner. 
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Tachycardia  During 
Anesthesia  in  Children 

T achycardia  is  a potentially  dangerous 
complication  of  anesthesia,  since  the  asso- 
ciated decrease  in  coronary  perfusion  may 
ultimately  result  in  heart  failure.  Com- 
monly encountered  during  general  anes- 
thesia in  children,  tachycardia  should  not 
long  be  tolerated  if  the  underlying  cause 
can  be  found  and  rectified.  Two  examples 
appear  in  the  following  case  reports. 

Case  reports 

Case  1.  A six-year-old  boy  was  admitted  to 
the  hospital  for  surgical  removal  of  a cystic 
hygroma.  At  age  three  he  had  had  a convulsive 
episode  associated  with  an  upper  respiratory 
infection  and  a fever  of  39.5  C.  He  was  in  good 
general  health  but  small  for  his  age,  weighing  17 
Kg.  His  pulse  rate  was  90,  and  respirations 
were  16  per  minute.  Rectal  temperature  was 
38  C.  the  night  before  operation  and  37  C.  at 
6:00  a.m.  on  the  operative  day. 

He  received  pentobarbital  sodium  85  mg.  and 
atropine  0.4  mg.  intramuscularly  and  was  drowsy 
on  arrival  in  the  operating  room  an  hour  later. 
Anesthesia  was  induced  with  cyclopropane  by 
face  mask  using  a closed-circle  absorption  sys- 
tem. After  insertion  of  a 6 mm.  Portex  endo- 
tracheal tube,  the  anesthetic  was  changed  to 
nitrous  oxide,  oxygen,  and  ether  in  a semiclosed- 
circle  absorption  system,  and  the  operative 
procedure  was  begun.  By  gradually  reducing 
the  gas  flow  and  eliminating  the  nitrous  oxide, 
the  closed  system  was  restored,  delivering  ether 

Presented  and  discussed  at  a conference  held  at  Columbia 
Presbyterian  Medical  Center,  New  York  City,  November  2, 
1964.  Clinical  Anesthesia  Conferences  are  held  on  the  first 
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and  oxygen.  Two  hours  after  the  start  of 
operation  tachycardia  developed,  and  the  pulse 
rate  ranged  from  150  to  180  per  minute.  Hyper- 
ventilation, tracheobronchial  suction,  a change 
of  the  soda  lime  in  the  carbon  dioxide  absorber, 
and  a blood  transfusion  of  150  cc.  to  replace  an 
estimated  loss  of  100  to  150  cc.  were  all  without 
effect  on  the  pulse  rate.  About  an  hour  after 
the  tachycardia  developed,  profuse  sweating 
appeared.  Rectal  temperature  was  now  40  C. 
To  expedite  heat  loss,  the  anesthetic  flow  rate 
was  increased  to  10  L.  per  minute  of  nitrous 
oxide,  oxygen,  and  ether,  once  again  converting 
the  technic  to  a semiclosed  system.  Simul- 
taneously, liberal  sponging  of  the  patient’s  trunk 
and  extremities  with  alcohol  was  begun.  Rectal 
temperature  gradually  fell  to  38  C.,  and  the 
pulse  rate  slowed  to  110  per  minute.  The  re- 
covery room  course  was  uneventful. 

Case  2.  A three-year-old  boy  in  good  general 
health  was  admitted  to  the  hospital  for  emer- 
gency repair  of  a lacerated  eyelid.  His  weight 
was  14.2  Kg.  He  received  pentobarbital 
sodium  30  mg.,  meperidine  hydrochloride  10 
mg.,  and  scopolamine  0.2  mg.  intramuscularly; 
forty-five  minutes  later,  on  arrival  in  the 
operating  room,  he  was  asleep  but  could  be 
readily  roused.  At  this  time  his  pulse  rate  was 
72,  and  respiratory  rate  was  22. 

Anesthesia  was  induced  with  a mixture  of 
nitrous  oxide,  oxygen,  and  halothane  adminis- 
tered by  face  mask  in  a nonrebreathing  system. 
When  jaw  relaxation  permitted,  the  trachea  was 
intubated  with  a 5.5  mm.  anode  tube.  No 
muscle  relaxant  drug  was  used.  Ten  minutes 
later,  just  prior  to  the  start  of  surgery,  the  pulse 
rate  was  80,  and  atropine  0.2  mg.  was  given 
intravenously.  Shortly  thereafter  the  surgeon 
performed  a retrobulbar  block  with  1 cc.  of  lido- 
caine  2 per  cent  containing  an  epinephrine  con- 
centration of  1 : 100,000.  During  the  next  half- 
hour,  the  pulse  rate  rose  gradually  to  160  per 
minute.  The  respiratory  rate  was  not  avail- 
able as  a guide,  since  ventilation  was  being  con- 
trolled by  rhythmic  manual  compression  of  the 
breathing  bag.  However,  expansion  of  the  chest 
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was  deemed  adequate.  The  tachycardia  per- 
sisted twenty  minutes  after  the  operation  and  in 
the  recovery  room.  It  gradually  subsided  with- 
out treatment.  Meanwhile  an  error  had  been 
discovered:  The  1 cc.  of  lidocaine  2 per  cent 

used  for  the  retrobulbar  block  contained  epi- 
nephrine 1:1,000  instead  of  the  planned  1: 
100,000  concentration. 

Comment 

The  definition  of  tachycardia  as  excessive 
rapidity  of  the  heart  beat  implies  a knowl- 
edge of  the  normal  range  of  pulse  rate. 
This  range  in  children  varies  with  age 
(Table  I). 

Common  causes  for  tachycardia  during 
anesthesia  in  children  include  (1)  the  action 
of  drugs,  especially  belladonna  derivatives 
used  to  relative  excess  in  premedication, 
but  also  others,  for  example,  epinephrine, 
as  in  Case  2;  (2)  surgical  stimulation 

during  light  planes  of  anesthesia;  (3)  hypo- 

volemia, whether  from  blood  loss,  dehydra- 
tion, or  other  causes;  (4)  hypercapnia; 
and  (5)  heat  retention. 

Preanesthetic  apprehension  and  fear  have 
also  been  linked  with  tachycardia  during 
anesthesia  in  children.2  These  causes  can 
be  eliminated  by  the  rectal  administration 
of  thiopental  sodium  in  dosage  of  1 Gm.  per 
75  pounds  of  body  weight  to  a maximum  of 
1 Gm.3  This  technic  presents  a useful 
alternative  in  the  child  who  cries  and  strug- 
gles on  induction  despite  well-chosen  pre- 
medication and  gentle  handling. 

In  Case  1,  although  the  dosage  of  0.4 
mg.  atropine  seems  unduly  large,  especially 
for  a small  six-year-old,  tachycardia  so 
produced  would  have  been  apparent  at  the 
start  of  anesthesia.  Indeed,  it  would  have 
been  more  reasonable  to  associate  the 
tachycardia  with  wearing-off  of  the  de- 
pressant effects  noted  initially  from  the  85 
mg.  of  pentobarbital  used  for  premedica- 
tion; such  wearing-off  commonly  accounts 
for  rise  in  pulse  and  blood  pressure 
occurring  about  three  hours  after  the  ad- 
ministration of  premedication.  Blood  re- 
placement and  measures  to  combat  hyper- 
capnia were  probably  adequate.  The  oc- 
currence of  sweating  suggested  the  diag- 
nosis of  heat  retention,  which  was  verified 
with  a thermometer.  The  measures  then 
instituted  to  increase  heat  loss,  both  from 
accessible  skin  surfaces  by  bathing  them 


TABLE  I.  Normal  range  of  pulse  rates  in  children 
at  different  ages1 


Age 

Rate  Per  Minute 

Newborn 

100  to  160 

1 to  6 months 

90  to  140 

7 to  18  months 

90  to  130 

2 to  6 years 

80  to  120 

7 to  10  years 

70  to  110 

11  to  14  years 

60  to  100 

with  alcohol  and  from  the  lungs  by  using 
high  rates  of  gas  flow,  were  soon  effective. 
Intravenous  hydration,  peritoneal  lavage 
with  cold  isotonic  solutions,  and  the  use  of 
muscle  relaxant  drugs  to  eliminate  shiver- 
ing may  also  be  helpful  when  indicated.4 

Parenthetically,  it  should  be  noted  that  a 
fall  in  body  temperature,  not  a rise,  is  more 
commonly  encountered  during  anesthesia 
in  today’s  air-conditioned  operating  rooms. 
To  prevent  this,  it  is  useful  to  place  infants 
and  very  young  children  on  a rubber  mat- 
tress through  which  warm  liquid  may  be 
circulated  during  operation. 

In  Case  2,  although  the  0.2  mg.  of  atro- 
pine given  intravenously  after  the  start  of 
anesthesia  seems  to  have  been  unnecessary 
medication,  a resultant  tachycardia  would 
have  occurred  within  minutes,  not  a half- 
hour  later.  Heat  retention  seems  unlikely 
in  such  a short  procedure  with  halothane 
anesthesia,  especially  in  a nonrebreathing 
system  with  a flow  rate  of  7 L.  per  minute. 
Hypoventilation  with  resultant  hyper- 
capnia can  occur  in  such  a system,  but  this 
too  seems  unlikely  here,  especially  if  con- 
trolled respiration  was  being  adequately 
accomplished.  Epinephrine  in  concentra- 
tions of  1 : 100,000  in  retrobulbar  block  or 
1 : 10,000  as  eyedrops  would  have  been  in- 
nocuous,5 but  slow  absorption  of  the  errone- 
ously administered  epinephrine  concentra- 
tion of  1 : 1,000  provides  ample  explanation 
for  the  tachycardia  observed. 
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N onpuerperal  inversion  of  the  uterus, 
infrequent  in  itself,  becomes  a medical 
curiosity  when  found  in  association  with 
carcinoma.  Thorne,1  McCullagh,2  and 
Das,3  who  reviewed  the  subject  of  uterine 
inversion,  were  struck  by  the  infrequency  of 
this  combination  of  diseases.  A careful 
reading  of  their  articles  reveals  only  5 cases 
of  carcinoma  associated  with  the  177  cases 
of  nonpuerperal  uterine  inversion  reported 
prior  to  1940.  Since  1940  only  1 additional 
case  of  nonpuerperal  uterine  inversion 
associated  with  carcinoma  has  been  re- 
ported.4 Among  this  total  of  6 cases  in 
which  carcinoma  and  uterine  inversion  are 
associated,  there  are  2 which  have  been 
recorded  in  detail.4  5 In  each  of  the  latter 
cases,  the  tumor  described  was  of  the  epi- 
dermoid variety.  This  communication  will 
present  a case  in  which  an  undifferentiated 
carcinoma  was  found  in  association  with 
nonpuerperal  inversion  of  the  uterus. 


FIGURE  1.  Section  of  tissue  removed  at  original 
examination  and  reported  as  undifferentiated  car- 
cinoma (X  110). 


Case  report 

A sixty-seven-y ear-old,  white,  multip- 
arous widow  was  admitted  to  the  French 
Hospital  on  July  5,  1962,  because  of  “weak- 
ness for  two  or  three  days.”  Her  meno- 
pause had  occurred  at  age  forty-seven,  and 
she  admitted  to  vaginal  bleeding  almost 
daily  for  the  five  years  prior  to  admission. 
Positive  physical  findings  included  pallor, 
cachexia,  pretibial  edema,  and  the  presence 
of  bilaterally  palpable,  soft,  mobile  inguinal 
and  femoral  lymph  nodes.  The  vagina  was 
filled  with  a large,  friable,  cauliflower-like 
mass.  The  cervix  could  not  be  differen- 
tiated from  the  mass.  The  corpus  uteri 
and  adnexa  could  not  be  felt.  On  rectal 
examination,  the  pelvis  appeared  to  be 
filled  by  an  8 to  9 cm.  mass  which  reached 
both  lateral  pelvic  walls  but  did  not  appear 
to  involve  the  rectum.  The  tentative  diag- 
nosis was  cervical  carcinoma  stage  3. 

During  the  course  of  the  vaginal  exami- 
nation, a friable  piece  of  the  mass  came 
away  in  the  examining  fingers.  Figure  1 
shows  the  histologic  section  which  was  re- 
ported as  follows:  The  cells  lie  in  broad 
sheets  with  some  interspersed  lacunae 
containing  eosinophilic,  amorphous  mate- 
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rial.  The  tumor  cells  tend  to  be  polyhedral 
and  possess  abundant  clear  cytoplasm. 
Nuclei  are  vesicular  and  often  “owl  eye” 
type.  The  diagnosis  was  undifferentiated 
carcinoma,  probably  epidermoid,  submitted 
as  coming  from  the  cervix. 

The  initial  hemoglobin  and  hematocrit 
determinations  were  4.1  Gm.  and  14  re- 
spectively. The  patient  received  a trans- 
fusion of  3,000  cc.  of  whole  blood  during  the 
first  three  days  of  hospitalization,  and  the 
hemoglobin  and  hematocrit  rose  to  10.3 
Gm.  and  34  respectively.  X-rays  films  of 
the  chest,  lumbar  spine,  and  pelvis  showed 
negative  results  for  tumors.  Sigmoidos- 
scopy,  cystoscopy,  and  excretory  urography 
simply  revealed  the  presence  of  an  extra- 
vesical,  extrarectal  pelvic  mass. 

To  make  the  cervix  available  for  intra- 
cavitary radium  and  to  diminish  the  bleed- 
ing which  continued  to  occur  daily  during 
the  period  of  study,  deep  x-ray  therapy  was 
begun.  A total  of  3,000  r (air  dose)  was 
given  to  anterior  and  posterior  midline 
portals  in  divided  doses  of  250  r per  porta 
during  the  next  two  weeks.  Despite  radia- 
tion therapy,  vaginal  bleeding  in  large 
amounts  persisted,  necessitating  transfu- 
sion with  an  additional  3,000  cc.  of  whole 
blood  prior  to  August  6,  on  which  date  the 
patient  was  re-examined. 

Vaginal  examination  on  August  6 re- 
vealed the  mass  to  be  6 cm.  in  diameter,  well 
circumscribed,  and  not  involving  the  vagi- 
nal walls.  The  mass  was  described  as 
resembling  a submucous  myoma  prolapsing 
through  the  cervix.  The  cervix,  corpus, 
and  adnexa  were  not  palpable.  The  diag- 
nosis of  mixed  mesodermal  tumor  was  now 
entertained,  and  it  was  decided  to  present 
the  laboratory  with  an  adequate  specimen 
for  study. 

On  August  7,  as  though  for  cervical 
amputation,  two  deep  lateral  sutures  were 
placed  well  above  the  mass  in  what  was 
thought  to  be  the  cervix  to  accomplish 
hemostasis.  The  mass  was  amputated  and 
submitted  for  study.  Following  amputa- 
tion, an  unsuccessful  attempt  to  demon- 
strate the  remaining  cervical  and  endome- 
trial channel  was  made.  Histologic  study 
of  the  specimen  revealed  tissue  identical  to 
that  seen  in  Figure  1. 

During  the  next  two  weeks,  the  patient 
received  an  additional  2,000  cc.  of  whole 
blood,  and  her  hemoglobin  rose  to  11  Gm. 


On  August  23,  because  of  the  patient’s 
general  condition,  the  desire  to  remove  the 
site  of  the  lesion,  and  the  accessibility  of  the 
uterus  per  vaginam,  a vaginal  hysterectomy 
and  bilateral  salpingo-oophorectomy  was 
performed.  During  the  procedure,  the 
peritoneal  cavity  was  entered  and  we  were 
confronted  by  an  inverted  uterus.  The 
pathologist’s  report  of  the  uterus,  tubes, 
and  ovaries  states  that  there  was  no  evi- 
dence of  neoplasm  despite  numerous  blocks 
cut  from  the  fundal  area  proximal  to  the 
previously  amputated  segment. 

The  patient  made  an  uneventful  recovery 
following  surgery.  She  was  last  seen  on 
July  5,  1964,  and  the  vagina  was  found  to  be 
well  healed  without  evidence  of  prolapse. 
There  were  no  palpable  pelvic  masses  or 
other  evidences  of  metastases.  The  hemo- 
globin and  hematocrit  were  14.0  Gm.  and  45 
respectively. 

Comment 

The  diagnosis  of  chronic,  nonpuerperal 
uterine  inversion  is  frequently  difficult  to 
make.  Gillespie4  and  Jones6  as  well  as  our- 
selves were  quite  surprised  when  in  the 
course  of  a vaginal  approach  to  a pelvic 
tumor,  the  free  peritoneal  cavity  was  en- 
tered and  for  the  first  time  the  true  nature 
of  the  uterine  inversion  was  recognized.  A 
critical  review  of  the  protocol  in  our  case 
reveals  three  clues  to  the  diagnosis  that 
were  ignored  by  us  that  may  be  helpful  in 
the  future.  First,  there  was  the  inordinate 
blood  loss  associated  with  a tumor  palpated 
in  the  vagina.  Acute  blood  loss  was  de- 
scribed at  one  point  as  resembling  that  seen 
during  vaginal  manipulation  of  a patient 
with  placenta  previa.  Second,  the  cervix 
and  corpus  uteri  were  never  demonstrated 
at  the  time  of  vaginal  examination.  Third, 
a cervical  canal  could  not  be  demonstrated 
even  after  amputation  of  the  presenting 
mass. 

It  is  interesting  to  speculate  on  the  cause 
of  uterine  inversion  in  this  case.  Since 
idiopathic  inversion  is  rare  compared  with 
inversion  associated  with  fundal  tumors,  we 
suspect  that  a submucous  fundal  myoma 
was  present  which  prolapsed  through  the 
cervix.  It  was  followed  in  its  descent  by 
complete  inversion  of  the  uterus.  This 
suspicion  is  enhanced  by  the  fact  that  am- 
putation of  the  presenting  mass  did  not 
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result  in  transection  of  the  fundus  uteri  with 
entrance  into  the  free  peritoneal  cavity.  It 
is  probable  that  the  resected  mass  repre- 
sented the  prolapsed  submucous  tumor  in 
which  malignant  degeneration  had  oc- 
curred. 

Summary 

A case  of  chronic,  nonpuerperal  inversion 
of  the  uterus  associated  with  undifferen- 
tiated carcinoma  is  presented.  The  diffi- 
culty in  diagnosing  uterine  inversion  is 
noted  and  discussed,  and  a cause  for  the 


Hyperuricemia,  gout,  and 
cerebrovascular  disease 

Although  the  possible  relation  of  hyper- 
uricemia to  atherosclerosis  is  not  a new  ob- 
servation, the  correlation  between  elevated 
serum  uric  acid  levels  and  cerebrovascular 
disease  has  not  been  reported.  Writing  in  a 
recent  issue  of  the  West  Virginia  Medical 
Journal , John  S.  Meyer,  M.D.,  George  P. 
Kypros,  M.D.,  and  John  Gilroy,  M.D.,  present 
evidence  of  such  a relationship.  In  a series  of  59 
cases  of  stroke,  19  patients  (32.4  per  cent) 
demonstrated  hyperuricemia.  Diabetes  melli- 
tus  was  found  in  8,  and  3 had  a history  of  gout. 
In  all  there  was  hypertension  on  initial  examina- 
tion or  a history  of  hypertension.  Over  a 
third  of  the  patients  in  the  hyperuricemic  group 
had  elevated  blood  cholesterol  levels.  In  17 
of  the  19  there  were  surgically  remediable  lesions 
of  the  extracranial  vessels  of  the  neck.  Gout 
and  hyperuricemia  predispose  to  atherosclerosis 
of  the  coronary,  peripheral,  and  cerebral  ves- 
sels. When  hyperuricemia  is  detected  in  pa- 
tients with  cerebrovascular  symptoms  it  should 
be  treated,  the  authors  suggest. 

The  19  patients  were  admitted  with  (1)  signs 
and  symptoms  of  completed  stroke,  (2)  stroke  in 
evolution,  or  (3)  transient  cerebral  ischemic 
attacks  (carotid  artery  or  vertebral  basilar 
insufficiency).  Arteriographic  confirmation  of 
cerebrovascular  disease  was  obtained  in  18  of  the 
19.  The  age  range  of  the  11  males  and  8 fe- 


uterine inversion  in  the  reported  case  is 
suggested. 
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males  in  the  series  was  forty-  two  to  eighty-on 
years.  Records  were  studied  for  relevant  data 
including  age,  sex,  menstrual  status,  cholesterol 
levels,  arteriographic  findings,  and  associated 
diseases. 

Although  there  does  not  appear  to  be  a con- 
stant relationship  of  hyperuricemia  and  hyper- 
cholesterolemia, abnormal  levels  of  both  sub- 
stances were  noted  in  36.8  per  cent  of  the  19 
cases.  One  patient  had  undergone  total  hys- 
terectomy with  surgically  induced  menopause 
ten  years  before  admission;  all  8 female  pa- 
tients were  postmenopausal.  In  17  of  the  19 
patients,  involvement  of  the  large  extracranial 
vessels  was  demonstrated  by  arteriography. 
In  one  of  the  other  2,  presence  of  an  athero- 
sclerotic plaque  in  the  right  vertebral  artery  was 
established  on  clinical  grounds.  The  other  had 
generalized  cerebral  arteriosclerosis  without 
extracranial  vessel  involvement.  Most  com- 
monly involved  was  the  carotid  artery  at  the 
bifurcation;  next  in  order  of  frequency  was 
the  vertebral  artery  at  its  origin.  Comparison 
of  arteriographic  findings  in  the  19  hyperuri- 
cemic patients  with  those  of  the  other  40  normal 
uric  acid  levels  showed  a significant  difference  in 
the  frequency  of  aortocranial  atherosclerosis. 
Of  the  19  former,  17  showed  involvement  of  the 
large  aortocranial  vessels  by  arteriography  with 
its  inference  on  clinical  grounds  in  the  other  2. 
Of  the  other  40  patients,  only  14  (35  per  cent) 
were  shown  to  have  significant  disease  of  the 
aortocranial  vessels.  All  the  rest  of  this  group 
showed  that  the  arteriosclerotic  changes  were 
confined  to  the  intracranial  vessels. 
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H emangiomas  of  the  newborn  are  a 
common  entity.  In  recent  years,  the 
thinking  concerning  the  treatment  of  these 
lesions  has  altered  considerably.  There  has 
been  a general  trend  towards  conservatism, 


and  the  statistics  and  case  reports  illustrat- 
ing involution  in  these  lesions  have  been 
impressive  in  many  instances. 

In  1938  Lister1  in  England  published  an 
excellent  article  on  the  natural  history  of 
the  so-called  strawberry  nevus.  Be- 
wildered by  conflict  of  opinion  on  the  best 
treatment  of  hemangiomas  in  children  and 
reinforced  by  the  seeming  disappearance 
of  many  of  these  lesions  in  later  life,  he 
categorized  hemangiomas  and  elected  to 
follow  93  strawberry  nevi  conservatively 
for  five  years.  The  results  of  this  study 
showed  involution  of  all  and  disappearance 
of  many  of  these  growths.  Subsequent 
to  this  study,  reports  have  been  made  in 
this  country  by  Anderson,  1944 2;  Ronchese, 
19533;  and  Blackfield,  Morris,  and  Tor- 
rey,  I960,4  substantiating  spontaneous  in- 
volution. 

The  clinical  problem  is  whether  a given 
hemangioma  will  regress  as  the  strawberry 
nevi  do  or  whether  the  future  course  may 
hold  rapid  increase  in  size.  Even  Lister1 
emphasized  the  paradox  of  no  growth  of  a 
hemangioma  in  infancy  followed  by  rapid 


FIGURE  1.  (A)  Massive  ulcerated  hemangioma  of  leg  on  day  of  birth.  (B)  Note  enlarged  tortuous  sa- 

pheous  vein  in  thigh. 
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FIGURE  2.  (A)  One  year  after  excision  and  skin  graft 
for  greater  durability  of  coverage  over  knee. 

growth  in  adolescence.  Lesions  which 
are  present  at  the  time  of  birth  are  often 
said  to  be  potentially  more  invasive  and 
aggressive  than  those  which  make  their 
appearance  in  the  ensuing  days.  Also,  it 
should  be  mentioned  that  even  following 
involution,  there  frequently  will  remain 
undesirable  residua.  The  brown-stained 
redundant  skin  at  the  site  of  involution  of 
large  lesions  is  familiar  to  the  plastic  sur- 
geon. 

Occasionally  there  will  exist  a heman- 
gioma which  does  not  respond  to  conserva- 
tive treatment  or  which  because  of  its 
nature  or  location  may  best  be  treated  by 
an  early  surgical  approach.  Recently  a 
case  in  this  category  was  encountered  and 
it  is  felt  that  it  is  of  interest. 

Case  report 

A baby  boy  was  the  product  of  a full- 
term  spontaneous  normal  delivery  of  a 
multiparous  woman.  There  were  five 
siblings  who  were  all  well.  Physical  ex- 
amination at  birth  revealed  a healthy 


closure.  (B)  Skin  graft  replacement  with  local  flaps 


child  of  9 pounds.  The  blood  count  and 
urinalysis  were  not  remarkable.  The  per- 
tinent features  of  the  examination  were 
confined  to  the  local  lesion  in  the  left  leg. 
Here  was  a huge  angiomatous  mass  which 
occupied  the  entire  anterior  aspect  of  the 
left  knee,  lower  thigh,  and  upper  aspect 
of  the  tibial  region.  This  was  associated 
with  a large,  soft  tissue  mass  beneath  the 
surrounding  normal  skin  (Fig.  1).  There 
was  central  ulceration  present  in  this  lesion 
extending  over  several  centimeters.  Local 
heat  was  present  in  this  angioma,  and  there 
was  palpable  elevated  temperature  present 
over  the  entire  extremity.  A thrill  could 
be  elicited  in  the  first  hours  of  life  in  this 
mass,  but  it  subsequently  disappeared. 
A bruit  could  not  be  heard.  Superior  to 
this  lesion  was  the  saphenous  vein  which 
was  grossly  enlarged,  tortuous  in  nature, 
and  causing  elevation  of  the  overlying  skin. 
Compression  of  the  saphenous  vein  at  the 
groin  did  not  prevent  filling  of  this  heman- 
gioma. 

Four  days  after  birth  this  child  was  taken 
to  the  operating  room,  and  excision  of  the 
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large  hemangioma  of  the  left  leg  was  car- 
ried out  under  general  anesthesia  and  a 
tourniquet.  It  was  seen  that  the  largest 
tributary  vessel  was  the  great  saphenous 
vein.  There  were,  however,  myriad  smaller 
tributary,  feeding  vessels  which  supplied 
this  tumor  from  the  entire  surrounding 
subcutaneous  and  muscular  tissues.  Some 
of  these  vessels  extended  toward  the  knee 
joint.  The  large  defect  which  was  present 
following  hemangioma  excision  was  re- 
surfaced with  a free  skin  graft  taken  from 
the  buttock.  Postoperatively,  plaster  im- 
mobilization was  employed.  The  pathology 
report  was  “capillary  and  cavernous  he- 
mangioma with  areas  of  necrosis.” 

This  child’s  postoperative  course  was 
smooth,  the  free  graft  took  well  (Fig.  2A), 
and  the  child  was  subsequently  discharged 
from  the  hospital.  In  the  interval  of  time 
since  treatment,  this  extremity  has  de- 
veloped normally,  and  there  has  been 
considerable  shrinkage  of  the  applied 
split- thickness  skin  graft.  At  fourteen 
months  of  age,  a block  excision  of  the  skin 
graft  was  carried  out  followed  by  resur- 
facing with  local  pedicle  flaps  (Fig.  2B). 
Primary  healing  occurred  after  this  pro- 
cedure. 


Do  you  know  . . . 


Only  four  other  countries  besides  the  United 
States  made  a significant  number  of  drug  dis- 
coveries from  1941  to  1964,  and  all  four,  Switzer- 
land, Germany,  United  Kingdom,  and  France, 
have  patent  systems  similar  to  those  in  the 
U.S. 

New  York  City  reported  over  12,000  cases  of 
whooping  cough  in  1939  with  105  deaths.  In 
1963,  there  were  212  cases  and  no  deaths,  be- 
cause of  the  introduction  and  use  of  new  drugs. 

Twenty-four  factors  other  than  the  active 
ingredients  of  a drug  can  have  marked  effects  on 
a drug’s  action  on  the  human  body.  These  in- 
clude the  drug’s  coating  if  it  is  a tablet  or  pill, 


Comment 

It  is  felt  that  this  case  is  of  interest 
because  of  the  size  of  this  hemangioma 
present  at  birth  and  also  because  of  the 
ulceration  in  this  tumor  mass.  Infants 
persist  in  maintaining  the  fetal  position 
for  many  months  after  delivery.  Abrasion 
and  frottage  of  this  prominence  over  the 
knee  was  almost  certain.  It  was  elected 
to  do  early  excision  of  this  hemangioma 
chiefly  because  of  the  large  size  of  the  major 
tributary  vessel,  the  great  saphenous  vein, 
and  also  because  of  the  ulceration  lest 
erosion  cause  alarming  hemmorhage  and 
perhaps  exsanguination.  While  sponta- 
neous involution  might  well  have  occurred 
in  this  case,  it  was  felt  unwise  to  follow  a 
conservative  course. 
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the  drug’s  purity,  its  melting  point,  its  surface 
tension,  and  its  flavoring  and  coloring  agent. 

Thirty  years  ago  a person  with  lobar 
pneumonia  might  spend  five  weeks  in  the 
hospital  and  pay  doctor  and  nursing  bills  of 
about  $400 — if  he  survived.  Today’s  patient 
can  be  treated  in  his  home  and  cured  in  about 
two  weeks  with  doctor  and  drug  bills  totaling 
about  $60. 

Some  four  million  children  catch  measles 
every  year  in  the  United  States  with  about  500 
deaths  resulting.  Serious  complications  may 
occur  once  in  every  400  cases.  Vaccines  now 
can  prevent  this  illness,  even  for  babies  as 
young  as  one  month. 

The  first  true  medicinal  patent,  British 
Patent  No.  354,  was  granted  in  England  in 
1698,  to  Dr.  Nehemiah  Crew  for  Epsom  salts. 
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I n A previous  communication  three  items 
of  information  were  for  the  first  time 
brought  together  which  suggested  a very 
high  level  of  medical  competence  in  the 
Banyoro  tribe  people  of  southern  Uganda 
at  a time  when  their  contact  with  Western 
medicine  was  negligible.1  These  items 
were,  first,  the  record  of  the  skill,  ability, 
and  knowledge  evident  in  a successful 
cesarean  section  performed  by  a Banyoro 
surgeon  and  witnessed  by  Felkin2  in  1879; 
second,  the  practice  of  variolation  against 
smallpox  as  well  as  the  more  interesting  and 
significant  practice  of  infantile  inoculation 
against  the  endemic  syphilis  of  the  area. 
Third,  there  was  the  evidence  of  experi- 
ments being  performed  to  find  a cure  for  a 
lethal  epidemic  disease.  These  items 
coupled  with  other  references  to  the  high 
level  of  surgical  and  medical  skill  among  the 
Banyoro  suggested  that  a very  unusual 
situation  existed  in  this  preliterate  society. 

The  available  evidence  then  suggested 
that  there  were  two  types  of  medical  practi- 
tioners in  the  old  kingdom  of  Bunyoro- 
Kitara.1  The  lower  group,  composed  of 
men  and  women,  combined  herbal  remedies 
with  a variety  of  magicoreligious  practices, 
and  it  was  the  members  of  this  group  who 
were  roundly  condemned  by  early  travelers 
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because  of  their  general  behavior  and  their 
ignorance  of  human  anatomy.3*4  The 
higher  craft  of  skilled  surgery  was  limited 
to  men  only,  and  these  were  trained  by  a 
long  period  of  apprenticeship;  there  is 
evidence  that  their  skill  and  competence 
was  on  a much  higher  plane. 

The  background  to  this  high  level  of 
surgical  and  medical  skill  remained  ob- 
scure; there  was  no  evidence  that  these 
practitioners  had  been  affected  by  outside 
influences,  either  from  Egypt,  Arabia,  or 
India,  or  from  European  influences  in 
Ethiopia  or  on  the  East  African  coast; 
and  all  the  indications  are  that  this  skill 
and  knowledge  were  developed  in  the 
indigenous  tribal  kingdoms  and  the  social 
milieus  which  they  provided.  That  these 
ideas  and  practices  developed  apart  from 
the  mainstream  of  modern  medicine  and  in 
virtual  isolation  is  remarkable  and  makes 
them  worthy  of  study  and  of  further  prob- 
ing into  the  background. 

Difficulties  in  study 
of  Banyoro  medicine 

The  main  difficulty  lies  in  the  preliterate 
state  of  the  Banyoro  people.  All  the 
knowledge  available  had  to  be  carried  in 
the  minds  of  the  people  and  transmitted 
orally.  Although  oral  tradition  must  be 
examined  very  critically,  rather  more  re- 
spect than  formerly  is  now  paid  to  oral 
traditions  and  folk  memories.  The  amount 
of  knowledge  that  can  be  carried  in  this  way 
in  the  memory  may  be  prodigious,  and 
many  illiterate  Moslems  know  the  whole 
Koran  and  can  repeat  chapter  and  verse  on 
request. 

The  second  difficulty  is  a political  one. 
The  Banyoro  by  force  of  economic  and 
geographic  circumstances  were  brought 
into  armed  conflict  with  the  oncoming 
Europeans.  Hostilities  lasted  for  years, 
and  the  once  proud  and  large  kingdom  of 
Bunyoro-Kitara  was  conquered  and  sadly 
reduced,  both  in  size  and  spirit.5  The  years 
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of  hostility  have  meant  that  what  we  know 
of  the  Banyoro  is  to  a large  extent,  and  until 
recent  years,  derived  from  hostile  or  un- 
sympathetic sources,  not  the  best  agents  for 
the  transmission  of  the  best  of  their  medical 
knowledge  nor  necessarily  deriving  such 
knowledge  from  the  best  of  sources.  We 
might  consider  what  would  be  known  of 
late  nineteenth  century  Western  medicine 
were  only  the  writings  of  Christian  scien- 
tists available  or  what  would  be  thought  of 
early  twentieth  century  neurology  or  sele- 
nology if  this  could  be  studied  through  the 
works  of  D.  H.  Lawrence  alone. 

Extinct  oral  traditions 
of  Banyoro  medicine 

Knowledge  of  the  past  existence  and  of 
the  high  skill  of  the  old  Banyoro  surgeons 
is  still  widely  extant  among  the  Banyoro 
people  who  speak  of  the  cesarean  sections 
and  other  abdominal  operations  and  of 
thoracic  operations  performed  in  the  past. 
The  initial  communication  by  the  writer1 
provoked  some  personal  comments  from 
African  medical  graduates  in  East  Africa 
including  some  Banyoro.  It  appeared  that 
many  of  these  medical  graduates,  now 
trained  in  modern  Western  medicine,  had 
family  backgrounds  and  traditions  of 
doctoring,  and  they  were  willing  to  speak 
both  of  their  family  traditions  and  of  the 
tribal  traditions.  All  my  informants 
agreed  on  the  existence  of  two  classes  of 
medical  practitioner  in  the  past  and  of  ap- 
prenticeship training.  Both  groups  of 
medical  practitioners  met  at  periods  for 
conferences,  and  the  earliest  memory  of  one 
of  my  informants,  a very  senior  medical 
graduate  from  Bunyoro,  was  of  assisting 
his  mother  to  kill  a goat  for  the  banquet 
that  ended  one  such  conference.  The 
claims  of  my  informants  were  moderate  and 
balanced,  and  what  they  said  could  largely 
be  supported  by  other  evidence,  save  that 
they  insisted  that  the  old  Banyoro  surgeons 
had  a good  knowledge  of  anatomy  and  that 
this  in  part  was  obtained  by  carrying  out 
autopsies. 

It  had  been  suggested,  following  Roscoe,4 
that  the  old  Banyoro  surgeons  might  have 
developed  their  surgical  skills  and  the 
niceties  of  their  surgical  procedures  by  the 
carrying  out  of  mutilations  on  living  people. 
In  Uganda  mutilations  of  a most  formid- 


able sort  were  frequently  carried  out. 
Wiggins6  records  seeing  a woman  who  had 
had  both  hands  and  both  eyes  removed  for 
serving  soup  with  hairs  in  it  to  the  Kabaka 
Mutesa.  The  Kabaka  was  reported  to 
have  slaughtered  3,000  Basoga  in  ways  to 
determine  the  most  important  organ  of  the 
body,  which  he  concluded  was  the  heart. 
His  minions  through  an  error  mutilated  13 
individuals,  and  Wiggins6  saw  the  sole  sur- 
vivor; he  had  lost  nose,  penis,  scrotum 
and  testes,  both  hands,  both  feet,  both  lips, 
and  both  eyelids.  This  by  any  standards 
was  formidable  surgery.  Moreover,  the 
swings  of  fortune  might  bring  a previously 
mutilated  person  back  to  power;  when 
this  happened  it  was  fortunate  perhaps  for 
the  surgeon  mutilator  if,  within  the  remit  of 
his  instructions,  he  had  performed  his 
mutilations  with  such  skill,  kindliness,  and 
lack  of  pain  and  suffering  as  the  circum- 
stances permitted.  That  autopsy  experi- 
ence might  have  been  added  to  this  was  to 
the  writer  a new  idea  and  prompted  studies 
of  primitive  autopsies  in  this  region. 

Primitive  autopsies  and 
Likundu  culture 

Initial  investigation  threw  doubt  on  the 
value  of  primitive  autopsies,  Ackerknecht7 
having  dealt  with  them  extremely  critically. 
His  point  was  that  autopsies  had  never  led 
to  any  gain  in  knowledge  unless  they  were 
carried  out  in  a scientific  spirit  which  he 
equated  with  the  Renaissance.  In  review- 
ing the  records  of  primitive  autopsies  from 
Samoa,  Siberia,  and  from  Africa  Acker- 
knecht7 firmly  stated  “One  should  suppose 
that  these  autopsies  performed  through 
centuries  have  nevertheless  had  some  posi- 
tive consequences  on  the  anatomic  or  path- 
ologic knowledge  of  these  tribes.  But 
there  is  the  interesting  fact  that  not  only 
nowhere  is  such  better  knowledge  reported 
but  there  is,  in  some  cases,  positive  evi- 
dence of  an  extremely  base  anatomical 
knowledge  among  these  dissectors.”  He 
instances  some  examples  of  this  latter  state. 

With  the  evidence  that  Ackerknecht7 
produced  in  his  study,  his  conclusion  was 
possibly  justified  especially  since  he  was 
considering  almost  exclusively  advance- 
ment in  the  knowledge  of  anatomy  and  this 
in  preliterate  peoples.  However,  he  did 
not  consider  African  surgery,  and,  as  indeed 
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the  history  of  Western  medicine  teaches  us, 
the  community  interest,  paramount  in 
underdeveloped  communities,  focuses  at- 
tention on  surgery  rather  than  purely  on 
anatomy. 

If  we  consider  the  primitive  autopsy 
practices  in  Africa  with  a sympathetic  and 
a practical  eye,  conclusions  can  be  reached 
which  are  somewhat  the  opposite  of 
Ackerknecht’s  even  if  we  use  the  same 
sources.  Thus  the  “Likundu  culture”  was 
the  name  given  by  Baumann8  in  1928  to 
the  nexus  of  concepts  and  practices  con- 
nected with  the  carrying  out  of  primitive 
autopsies  in  Central  Africa.  In  this  con- 
nection we  must  consider  the  best  results  in 
judging  the  consequences  of  these  practices. 
Even  today  the  writer  has  heard  the  most 
strange  concepts  of  anatomy  and  pathology 
expressed  by  modern  postmortem  room 
nonmedical  attendants  as  well  as  some  pro- 
found observations.  To  judge  African 
achievements  in  surgery  and  medicine  we 
must  look  at  the  best  that  at  present  is 
known  of  Bunyoro  and  of  Nigeria  rather 
than  the  worst.  At  the  same  time  progress 
and  advance  come  from  the  able  few  as 
opposed  to  the  indifferent  majority;  and 
in  a preliterate  society  with  a conceptual 
rigidity  of  tribal  beliefs,  advancement  when 
achieved  is  both  more  difficult  and  much 
more  meritorious  than  in  a literate  society 
with  a widely  diffused  cultural  approach  to 
scientific  problems.  Thus  had  Acker- 
knecht  had  the  opportunity  of  talking  to  the 
skilled  surgeon  Felkin  saw  at  work  in 
Bunyoro  or  to  the  skilled  Nigerian  surgeons 
whose  abdominal  surgery  evoked  Talbot’s9 
admiration  they  might  have  found  common 
ground  in  amused  contempt  for  the  ana- 
tomic ignorance  and  stupid  concepts  held 
by  some  practitioners  in  both  African  and 
Western  communities. 

Likundu  culture 

Baumann8  showed  that  the  Likundu 
culture  was  widely  diffused  in  the  central 
parts  of  Africa.  Without  going  into  the 
animistic  beliefs  that,  in  their  various 
manifestations  and  ideologies,  are  involved 
in  this  culture,  in  practice  these  led  to  the 
autopsying  of  bodies  in  Africa  to  search  for 
evidence  of  witchcraft,  either  as  centered  in 
the  individual  or  imposed  on  the  individual 
by  others.  In  the  west  the  Congo  River 


formed  the  lower  boundary  of  this  culture, 
and  the  main  center  of  the  movement 
seemed  to  be  just  north  of  this  river  and  to 
be  diffused  thence  over  much  of  the  terri- 
tory between  the  Congo  River  and  the 
southern  edge  of  the  Sahara  Desert.  North 
and  west  it  extended  over  the  Cameroons 
and  the  Niger  delta,  and  north  and  east  it 
extended  along  the  Mbomu  and  Welle- 
Bomokandi  rivers  to  the  Congo-Nile  water- 
shed and  to  the  southern  Sudan.  Similar 
cultural  practices  existed  on  the  eastern 
side  of  the  continent  in  many  tribes,  espe- 
cially in  the  regions  north  of  Lake  Nyassa. 
The  intensity  of  the  practical  results  re- 
flected in  the  number  of  autopsies  varied 
from  area  to  area.  In  parts  of  the  west  and 
in  the  Nyassaland  region  it  seems  that  all 
the  dead,  save  those  killed  in  battle,  were 
autopsied.  In  other  areas  all  sudden  and 
unexplained  deaths  were  considered  due  to 
magic,  and  it  was  considered  necessary  to 
autopsy  the  body,  either  immediately  or 
after  a variable  period  of  burial,  to  search 
for  evidence  of  witchcraft.  In  other  areas, 
and  this  seems  more  typical  of  the  eastern 
areas,  autopsies  appeared  to  be  less  fre- 
quently carried  out  and  perhaps  the  indica- 
tions for  autopsy  were  more  specific.  How- 
ever, both  in  these  and  in  other  regions 
there  would  seem  to  be  no  shortage  of  sub- 
jects for  autopsy.  Indeed  what  might  be 
called  by  an  experimentalist  “controls” 
were  also  autopsied,  for  those  on  whom 
suspicion  of  witchcraft  was  cast  might  be 
subjected  to  an  ordeal  and  quickly  hung 
and  autopsied8;  no  doubt  in  such  circum- 
stances the  autopsy  always  confirmed  the 
clinical  findings. 

Surveying  the  practice  as  a whole, 
Baumann8  noted  four  groups  as  providing 
subjects  for  autopsies:  (1)  deceased 

persons  suspected  of  witchcraft  and 
autopsied  to  search  for  evidence  of  witch- 
craft; (2)  suspected  witches,  mostly 
females,  who  failed  the  ordeal  list  and  were 
autopsied  to  confirm  the  suspicion;  (3) 
cases  of  sudden  death;  and  (4)  every  death 
involving  a psychotic  person. 

The  intimate  association  between  psy- 
chosis and  witchcraft  has  often  been  empha- 
sized. Perhaps  it  is  of  more  than  passing 
interest  to  compare  Baumann’s  8 map  of  the 
Likundu  culture  with  that  of  Morris10 
illustrating  the  origins  and  spread  of  sleep- 
ing sickness  across  Africa.  If  there  ever 
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was  a disease  which  might  pre-eminently 
have  been  ascribed  to  witchcraft  or  the  evil 
eye  it  is  sleeping  sickness  in  which  a living 
person  is  slowly  transformed  with  little 
apparent  bodily  change  into  a moribund 
psychotic  individual. 

The  Likundu  culture  can  be  looked  at  in 
two  ways:  as  Ackerknecht7  saw  it,  as  a 

system  of  ridiculous  beliefs  which  involved 
the  needless  and  useless  mutilation  of  the 
dead  and  benefited  no  one,  and  this  was 
probably  true  for  many  areas;  or  it  could  be 
looked  at  as  a sensible,  practical  system  of 
attempting  to  establish  the  causes  of  deaths 
and  as  providing  a field  in  which  a sensible 
and  observing  inquirer  could  acquire  a good 
deal  of  useful  practical  knowledge  of  anat- 
omy and  disease.  Indeed  it  might  be  con- 
sidered to  be  well  in  advance  of  Western 
ideas  and  practices.  How  many  Western 
physicians  in  the  past  and  today  would  not 
have  been  pleased  to  work  in  a cultural 
pattern  in  which  all  unexplained  deaths 
could  be  examined  by  autopsy?  How 
much  more  speedily  might  Western  anat- 
omy and  other  medical  sciences  have  ad- 
vanced under  similar  culture  patterns, 
especially  allied  to  literacy.  A William 
Harvey  or  a John  Hunter  would  have 
enormously  availed  themselves  of  these 
opportunities. 

The  same  differences  of  opinion  can  also 
be  held  regarding  both  the  methods  of 
examination  and  the  evidence  interpreted 
as  evidence  of  witchcraft.  But  in  consider- 
ing these  the  distinction  which  Baumann  so 
clearly  made  between  the  Likundu  culture 
and  the  ancient  custom  of  prophesying  from 
the  position  of  the  entrails  in  man  and 
animals  must  be  strongly  emphasized.  In 
the  latter  custom  only  position  was  con- 
sidered, searching  was  not  required.  In  the 
Likundu  culture  something,  and  often 
something  obscure,  had  to  be  searched  for; 
this  is  a most  important  distinction. 

Autopsy  technics 

The  search  might  be  crude  and  trivial  as 
when  in  some  areas  a circular  incision  was 
made  in  the  region  of  the  heart  and  this 
organ  and  its  surroundings  alone  examined. 
In  some  a longitudinal  incision  was  made  in 
the  abdominal  wall  through  which  the  liver 
and  intestines  were  examined,  the  intestines 
being  very  important  to  the  central  concept 


in  the  Likundu  culture.  More  usually 
much  more  extensive  examinations  were 
performed.  Often  a transverse  incision  was 
made  above  the  umbilicus,  extensive  verti- 
cal cuts  made  on  either  side,  and  a huge  flap 
turned  over  the  head,  providing  such  excel- 
lent exposure  as  a modern  pathologist  might 
envy. 

After  the  body  was  opened,  inspection, 
examination,  and  diagnosis  depended  on  the 
local  beliefs  as  to  the  evidence  of  witchcraft 
that  was  considered  diagnostic.  The  es- 
sential evidence  might  be  in  the  stomach  or 
intestines,  in  the  heart  or  lungs,  in  the 
uterus  or  tubes,  or  in  the  bladder  or  the 
biliary  system.  In  some  areas  calculi  were 
considered  of  great  importance,  in  others 
tumours  or  growths,  in  others  black  spots  on 
the  lungs.  Diagnosis  might  depend  less  on 
any  specific  substance  or  change  but  rather 
on  the  manner  in  which  blood  flowed  from 
an  organ,  such  as  the  liver,  on  cutting,  or  on 
whether  the  liver  vessels  were  full  of  blood. 
In  some  areas  specific  organs,  such  as  tubes 
and  uterus,  or  substances,  such  as  calculi, 
were  removed  and  subjected  to  a variety  of 
magical  procedures  with  which  we  are  not 
concerned. 

The  procedures  for  autopsying  bodies 
under  the  Likundu  culture  have  been  re- 
viewed, not  for  the  purpose  of  considering 
the  beliefs  that  impelled  such  procedures 
but  to  indicate  that  in  some  areas  autopsies 
were  frequently  carried  out  and  that  they 
involved  searching  in  the  body,  a search 
which  might  be  casual  and  superficial  but 
which  in  other  cases  might  be  prolonged  and 
exacting  and  involve  opening  up  and  exam- 
ining a variety  of  organs.  These  are  pre- 
cisely the  circumstances  under  which  con- 
siderable knowledge  of  anatomy  and  pa- 
thology could  be  acquired  by  persons  who, 
for  any  purpose,  might  wish  to  do  so. 

Relevance  to  kingdom 
of  Bunyoro-Kitara 

On  Baumann’s8  map  Bunyoro-Kitara  is 
about  halfway  between  the  eastern  points 
delimiting  the  Likundu  culture.  To  the 
north  it  was  present  in  the  Azande  people, 
to  the  south  in  the  Nyassa  region;  it  was  a 
practice  of  some  East  African  tribes  and  was 
present  in  the  adjacent  areas  of  Rwanda 
with  which  the  Banyoro  were  in  contact. 
The  amount  of  movement  of  people  and 
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ideas  in  the  past  in  Central  Africa  was 
rather  greater  than  many  have  imagined,10 
and  it  is  impossible  to  believe  that  Banyoro 
were  not  involved;  in  fact  the  writer’s 
medical  informants  insisted  that  autopsies 
were  carried  out.  Indeed  it  is  not  neces- 
sarily the  case  that  these  were  always 
carried  out  under  the  compulsion  of  magico- 
religious  beliefs.  Thus  R.  Y.  Stones,  M.D., 
stated  that  the  Banyoro,  like  the  Baganda, 
had  long  practiced  postmortem  removal  of 
the  undelivered  fetus  from  the  maternal 
body  before  its  burial,  although  this  alone 
might  not  lead  to  any  increase  in  knowledge 
of  anatomy.11 

But  the  kingdom  of  Bunyoro-Kitara  was 
an  unusual  phenomenon  in  Central  Africa. 
Although  in  non-Muslim  Negro  Africa 
various  kingdoms  had  established  a suprem- 
acy that  established  relative  peace  and 
order  for  a short  time,  most  of  Central 
Africa  was  a chaotic  cauldron  of  warring 
tribes,  and  not  just  tribe  against  tribe;  it 
was  often  village  against  village,  and  this  in 
some  areas  was  coupled  with  cannibalism. 
“If  a man  wandered  too  far  away  into  the 
bush  he  would  be  caught  by  the  next  door 
neighbors  for  a slave  or  killed  and  eaten  like 
a beast.”10  As  late  as  1892  a French  ex- 
plorer was  killed  and  eaten.  Under  these 
circumstances  life  was  nasty,  brutish,  and 
short;  opportunities  for  cultural  growth 
were  negligible,  and  the  Likundu  culture 
was  no  doubt  in  most  areas  a combination 
of  ridiculous  superstition  and  revolting 
practices. 

To  this  primitive  chaos  there  was  a 
striking  contrast  in  the  kingdom  of  Bunyoro- 
Kitara.5  Here  for  centuries  there  has  been 
a relatively  well-ordered  kingdom,  based 
on  the  banana  plantain,  a useful  almost 
labor-free  source  of  food,  drink,  and  build- 
ing material  and  in  a well-watered  land  with 
a good  climate;  a degree  of  social  coherence 
and  economic  specialization  had  long 
developed  under  a feudal  pastoral  system. 
The  Lwo  people  who  had  invaded  this  area 
in  the  late  fifteenth  or  early  sixteenth  cen- 
tury were  absorbed  into  a more  advanced 
culture  than  their  own  but  which  they 
dominated  by  their  superior  organization 
and  their  abilities  as  administrators  and 
arbitrators.  Southall12  has  shown  how 
they  changed  the  kinship  politics  in  which 
blood  feuds  were  barriers  to  progress  to  a 
territorial  type  of  chieftainship  in  which 


justice  could  bring  an  ordered  prosperity  in 
a centralized  kingdom,  with  a cadre  under 
the  king  of  administrative  chiefs.  A con- 
siderable degree  of  social  stratification  could 
exist,  and  with  the  combination  of  cattle 
and  the  banana  they  could  live  far  above 
the  subsistence  level.  These  were  just  the 
circumstances  in  which  a more  scientific 
approach  to  anatomy  could  develop  and  in 
which  observant  individuals  could  use  the 
Likundu  culture  practices,  ridiculous  else- 
where, to  develop  a knowledge  of  anatomy, 
and,  coupled  with  the  practice  of  mutila- 
tion, develop  a scientific  surgery.  It  is  no 
wonder  that  accounts  of  the  more  skilled 
developments  of  primitive  surgery  and 
medicine  come  chiefly  from  southern  Uganda 
and  from  the  areas  in  Nigeria  where  stable 
monarchies  developed  at  some  periods. 
These  too  are  circumstances  in  which  ex- 
periments could  be  made  and  long-term 
observations  carried  out.  We  have  direct 
and  indirect  suggestive  evidence  that  this 
was  indeed  the  case.1  The  fatal  handicap 
was  the  absence  of  literacy.  To  transmit 
knowledge  based  on  memory  only,  young 
men,  women  being  too  subject  to  the 
hazards  of  childbirth  perhaps,  had  to  be 
selected  and  trained  by  a long  period  of 
apprenticeship,  the  justification  for  priest- 
craft, such  as  in  the  team  Felkin2  saw  at 
work.  But  the  number  so  trained  could 
probably  be  small,  and  knowledge  and  skill 
concentrated  in  a few  men  in  a preliterate 
society  is  always  at  the  mercy  of  a chance 
affray  or  a sudden  pestilence  which  could 
result  in  almost  total  loss  of  their  skill  and 
knowledge;  it  could  only  linger  on  in  the 
memories  of  their  compatriots,  as  indeed 
happened. 

Now  that  the  finest  flowers  of  Western 
scholarship  are  turned  to  the  history  of 
science  and  civilization  in  China,13  we 
realize  how  much  knowledge  and  skill  can 
be  lost  by  war  or  revolution  or  obscured  by 
unsympathetic  or  hostile  administrators 
even  in  a literate  civilization  with  considera- 
ble scientific  knowledge.  With  the  greater 
sympathy  that  is  developing  in  Western 
medicine  toward  other  systems  of  medicine, 
we  have  to  judge  these  systems  in  their  best 
manifestations  and  not  their  worst.14 
Against  those  “peculiar  anatomists”  the 
Bawili  of  Loango,  who  amused  Pechuel- 
Zoesche  with  their  ignorance  because  “one 
found  in  the  middle  of  the  body  cavity, 
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posterior  to  the  backbone,  a multibranched 
length  of  tendons  or  fibres.  If  pulled  upon 
the  ears  wiggled  and  the  eyes  blinked,”8 
we  have  to  contrast  the  skilled  performer  of 
the  cesarean  section  that  Felkin2  witnessed. 

Skill  and  knowledge  in  obstetrics 

The  performance  of  the  cesarean  section 
as  described  by  Felkin2  is  distinguished  by 
the  skillful  use  of  local  products  and  by 
unusual  and  meticulous  care  during  the 
operation.  The  bleeding  vessels  were 
sealed  by  careful  application  of  red  hot 
irons,  blood  and  fluid  were  carefully  drained 
from  the  abdominal  cavity,  the  placenta 
was  carefully  removed,  and  the  uterus 
kneaded  to  contraction,  but  it  was  not 
sutured.  The  wound  was  carefully  sutured 
with  well-polished  iron  spikes  held  with 
bark  cloth  string  and  dressed  with  root 
pastes,  a hot  banana  leaf,  and  a cloth 
bandage.  It  is  these  technical  minutiae 
that  are  so  interesting  and  show  how  much 
knowledge  has  been  lost,  no  less  the  skill, 
care,  and  knowledge  that  characterized  the 
whole  operation.  This  is  a world  of  care 
and  experience  away  from  the  pulling  of 
tendons  in  the  abdominal  cavity  to  wink  the 
eyes  or  wiggle  the  ears,  just  as  in  neurology 
the  poet-physiologist  Sherrington  was  a 
world  away  from  the  novelist  D.  H. 
Lawrence. 

How  much  such  a man  as  the  great 
William  Harvey,  whose  interested  conversa- 
tion with  an  illiterate  sow  gelder  one  re- 
members with  affection,  would  have  loved 
to  talk  with  this  Banyoro  surgeon!  As  we 
can  know  so  little  in  detail  we  can  only 
attempt  to  reconstruct  something  of  the 
possible  background  in  obstetrics  as  All- 
brook11 has  recently  attempted. 

Allbrook  notes  the  great  frequency  of  ob- 
stetric difficulties  in  Uganda  due  to  dystocia. 
In  1953  to  1955,  12.2  per  cent  of  all  hospital 
obstetric  admissions  required  operative  de- 
livery for  obstructive  dystocia.  This  was 
the  major  obstetric  hazard  in  Uganda  where 
the  frequency  of  uterine  rupture  is  remark- 
ably high.15  Allbrook  and  Sibthorpe16*17 
have  made  a combined  radiologic  and  osteo- 
logic  investigation  of  the  Ganda  female 
pelvis  which,  while  of  the  classical  female 
configuration,  is  one  of  the  smallest  on  rec- 
ord. The  skull  circumference  of  the  male 
and  female  fetus  is  small  but  just  about  fits 


into  the  Ganda  female  pelvis  inlet.  The 
margin  is  very  small  and  the  frequency  of 
the  mechanical  problems  of  delivery  in 
Uganda  is  due  mainly  to  the  pelvic  skeletal 
factors,  the  latter  being  apparently  con- 
ditioned by  the  environment. 

Thus  in  Uganda  there  is  a high  frequency 
now  of  obstructive  dystocia  and  this  was 
evidently  so  in  the  past,  so  high  as  to  be  a 
very  serious  social  and  medical  problem; 
and  to  the  solution  of  this  in  the  past,  as 
now,  the  best  medical  talents  of  the  com- 
munity were  devoted.  The  expulsive 
forces  could  be  stimulated  by  drugs  which 
were  in  fact  used.18  If  these  failed,  then 
operative  intervention  was  and  is  necessary. 
As  Allbrook11  notes,  an  elementary  knowl- 
edge of  the  anatomic  problems  could  soon 
be  gained  from  the  postmortem  removal  of 
the  fetus  from  the  maternal  body  and  the 
surgical  approach  to  the  uterus  realized. 
The  narcosis  from  alcoholic  drinks  was  also 
appreciated.  This  alone  might  not  ad- 
vance matters  much  beyond  the  stage  of  an 
attempted  cesarean  section  on  the  dead 
mother  to  obtain  on  occasion  a live  baby. 
Evidently  the  Banyoro  surgeons  had  pro- 
ceeded far  beyond  this  stage.  We  know 
they  experimented;  we  know  they  were 
capable  of  prolonged  observations.  Here 
their  experience  of  mutilations  and  of  war 
surgery  could  obviously  help;  their  aim  was 
a live  mother  with  a live  baby.  It  was,  as 
now,  no  satisfactory  achievement  if  the 
mother  died  of  hemorrhage  or  sepsis.  No 
doubt  by  trial  and  error,  by  observation  and 
experience,  they  came  to  recognize  dystocia, 
the  difficulties  in  particular  of  breech  pres- 
entations, the  need  for  surgical  interven- 
tion; and  by  use  of  local  materials  and  the 
tricks  of  their  surgical  craft  they  came  ulti- 
mately to  their  surgical  triumphs  such  as 
Felkin  witnessed — a successful  cesarean 
section  on  a narcotized  patient  with  the 
avoidance  of  hemorrhage  and  sepsis  and  the 
delivery  of  a live  child  to  its  live  mother. 

Conclusion 

The  old  Banyoro  surgeons  are  known 
to  us  only  through  their  observed  achieve- 
ments recorded  by  a medically  trained 
traveler.  Although  detailed  knowledge  of 
them  as  individuals  is  lost  and  we  only  know 
the  details  of  their  surgical  craftsmanship  in 
crude  outline,  their  heroic  achievements  can 
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still  be  admired.  The  Western-trained 
African  surgeon  of  Uganda  today  is  ob- 
viously the  inheritor  of  two  surgical  crafts, 
the  Western  and  the  African,  and  can  be 
proud  of  both. 

The  real  interest  of  Banyoro  surgery  lies 
elsewhere  and  raises  the  question  of  how  the 
practitioners  came  to  develop  their  skill. 
Mutilations  may  well  have  been  the  oppor- 
tunity of  improving  their  technics  and 
learning  some  anatomy.  The  rest  could, 
and  my  informants  stressed  this,  be  learned 
from  autopsies.  The  Likundu  culture  may 
have  been  the  way  in  which  autopsies  could 
be  obtained,  and  the  relative  order  and  calm 
of  the  kingdom  of  Bunyoro-Kitara  area  per- 
mitted observant  and  intelligent  men  there 
to  acquire  knowledge  and  put  it  to  good  use 
from  practices  and  customs  which  in  other 
hands  and  in  other  areas  degenerated  into 
the  basest  of  superstitions  and  the  most  re- 
volting of  practices.  Primitive  autopsies 
and  the  postmortem  section  of  undelivered 
mothers  could  have  enabled  them  to  acquire 
during  a prolonged  period  of  apprenticeship 
an  excellent  knowledge  of  human  anatomy 
which  they  could  have  put  to  good  practical 
use.  There  is  evidence  that  they  did  use 
such  knowledge  in  the  practice  of  both 
abdominal  and  thoracic  surgery.  Local 
informants  stress  that  autopsies  were  used 
for  this  purpose  and  that  local  surgeons 
were  anatomically  well  informed.  We  know 
they  were  capable  of  experiment  and  of  long- 
term observation.  Yet  they  were  pre- 
literate. But  for  the  ultimately  fatal 
handicap  of  illiteracy  and  the  catastrophe  of 
war  with  a superior  power  at  the  moment  of 
their  emergence  to  a wider  world  Bunyoro 


Did  you  know  . . . 


U.S.  exports  of  medicinals  and  pharma- 
ceuticals to  the  Sino-Soviet  bloc  last  year 
amounted  to  $1.7  million,  the  U.S.  Department 
of  Commerce  has  reported.  Drug  imports  from 
the  bloc  totaled  only  $27,000. 

The  U.S.  prescription  drug  industry  spent 
$309.7  million  of  its  own  funds  on  drug  research 
during  1964,  an  increase  of  $18  million  over 
1963. 

The  U.S.  pharmaceutical  manufacturers  paid 
$375  million  in  federal  taxes  in  1964,  an  amount 


might  today  be  a place  of  pilgrimage  to 
surgeons. 
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in  excess  of  the  total  voted  this  year  by  Congress 
for  the  National  Cancer  Institute  ($158.6 
million),  the  National  Heart  Institute  ($136.4 
million),  and  the  National  Institute  of  Allergy 
and  Infectious  Diseases  ($77.9  million). 

As  many  as  250  separate  quality  control  tests 
may  be  carried  out  by  a manufacturer  in  de- 
veloping a new  drug  product  from  receipt  of  the 
raw  material  to  final  processing. 

The  average  drug  prescription  costs  $3.26. 
The  manufacturer’s  net  profit  is  only  16ff. 

Only  about  one  in  100  drug  prescriptions  costs 
more  than  $10.  More  than  58  per  cent  of 
prescriptions  cost  $3  or  less. 
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T he  Brooklyn  Project  for  the  teaching 
of  psychiatry  to  nonpsychiatrists  is  now 
in  its  eighth  year.  Sponsored  by  the  Kings 
County  Medical  Society  and  cosponsored 
by  the  Brooklyn  Psychiatric  Society  and 
the  Kings  County  Chapter  of  the  American 
Academy  of  General  Practice,  more  than 
700  physicians  have  participated  since 
the  onset.  Numerically,  at  least,  it  rep- 
resents by  far  the  most  satisfactory  method 
of  psychiatric  continuing  education  in  this 
country. 


History 

For  many  years  before  the  Brooklyn 
Project,  the  psychiatric  profession  was  rep- 
resented on  the  Public  Health  Committee 
of  the  medical  society  by  only  one  man 
(M.B.).  With  the  appointment  of  a new 
chairman  to  the  Public  Health  Committee 
(H.S.L.),  oriented  to  public  health  pro- 
fessionally, the  goals  were  expanded  to 
include  the  improvement  of  community 
mental  health  as  an  urgent  program  for 
the  medical  society  to  pursue.  All  Brooklyn 
psychiatrists  were  then  invited  to  join 
the  newly  formed  Subcommittee  on  Mental 
Health. 

Prior  to  the  formation  of  the  Subcom- 
mittee, one  of  the  authors  (M.B.)  offered 
several  annual  lectures  on  psychiatry  to 
members  of  Kings  County  Medical  Society. 
A fortuitous  set  of  circumstances  led  to  the 
realization  that  these  didactic  lectures 
from  a podium  did  not  meet  the  needs  of 
the  participating  physicians  or  the  com- 
munity. Questions  from  the  audience  led 
to  an  understanding  that  what  might  be 
suitable  for  a course  for  freshman  medical 
students,  did  not  help  busy  and  experienced 
practitioners  deal  with  their  patients. 
Since  the  question  and  answer  period  in- 
terested the  doctors  a great  deal  more  than 
did  the  studied  didactic  presentation,  the 
problem  was  presented  to  the  Brooklyn 
Psychiatric  Society  for  discussion. 

Nathan  Beckenstein,  M.D.,  a Brooklyn 
psychiatrist,  had  recently  returned  from 
England  with  a description  of  the  work  of 
M.  Balint,  M.D.,  who  was  teaching  psy- 
chiatric principles  to  practicing  physicians 
by  means  of  the  seminar  technic.  The 
small  group  seminars  stirred  up  a great  deal 
of  interest.  It  was  then  decided  to  give 
such  seminars  but  to  keep  the  number  of 
seminars  to  a minimum,  switching  the 
students  to  different  groups  and  different 
psychiatrists,  hoping  in  that  way  to  avoid  a 
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transference  relationship  and  a surreptitious 
group  therapy. 

At  this  same  time,  every  psychiatrist 
in  Brooklyn  was  invited  to  join  the  Sub- 
committee on  Mental  Health  of  the 
Society’s  Public  Health  Committee,  and 
over  100  responded.  This  newly  organized 
subcommittee  initiated  a pilot  program  of 
psychiatric  education  under  supervision 
(M.G.,  Director).  Initially,  the  psy- 
chiatrists were  volunteers.  More  recently, 
the  program  has  been  aided  by  a generous 
financial  grant  from  the  National  Institute 
of  Mental  Health  ($36,000  per  year). 

From  the  beginning,  because  of  the 
nature  of  the  sponsorship,  no  physician 
could  be  screened  out,  since  each  member 
of  the  Kings  County  Medical  Society  had 
an  equal  right  to  be  included.  Also,  the 
caliber  of  the  participating  psychiatrists 
was  such  that  each  man  ran  his  seminars  as 
his  talents,  experience,  and  the  group  dic- 
tated. 


Topics 

Because  of  the  large  number  of  participat- 
ing physicians,  it  is  possible  to  offer  a wide 
choice  of  topics.  These  topics  are  given 
in  response  to  requests.  When  a special 
topic  is  requested,  a psychiatrist  who  has  a 
special  interest  in  the  field  can  be  found. 
In  a recent  year,  the  following  choices  were 
offered: 

1.  General  Psychiatric  Problems  of 

Private  Practice  (8  seminars — The 
beginner  course.) 

2.  Dynamics  of  Family  Problems  (2) 

3.  Psychosexual  Problems  in  General 

Practice  (2) 

4.  Psychosomatic  Problems  (2) 

5.  School  Problems  of  Children  (2) 

(Requested  by  the  Health  De- 
partment for  school  physicians) 

6.  Emotional  Problems  of  Adolescence 

(2) 

7.  Management  of  Marital  Problems  (2) 

8.  Pharmacological  Approach  to  Emo- 

tional Problems  (2) 

9.  Emotional  Problems  of  the  Aged  (1) 

10.  Surgery  and  its  Psychiatric  Complica- 
tions (1) 


11.  Emotional  Problems  of  Children. 

In  previous  years  topics  on  alcoholism, 
addiction,  epilepsy,  and  others  have  been 
offered. 

The  basic  format  is  6 to  8 participants 
for  6 to  8 sessions  (with  6 preferred  in  both) 
offered  twice  a year  in  the  evenings.  Ses- 
sions are  listed  for  two  hours  but  follow 
the  “open-end”  format  and  extend  beyond 
that.  In  addition,  4 continuous  seminars 
which  run  through  the  academic  year  are 
offered.  At  the  present  time,  all  par- 
ticipants in  the  seminars  are  invited  to  live 
case  presentations  at  Brooklyn  State  Hos- 
pital. 


Methods 

Each  seminar  group  and  leader  are  free 
to  conduct  their  sessions  as  they  wish,  and 
they  vary  with  each  instructor  and  with 
each  new  group.  Some  of  the  psy- 
chiatrists may  start  with  a brief  talk, 
but  the  bulk  of  the  sessions  (even  in  the 
“meat  and  potatoes”  courses,  such  as 
psychopharmacology)  are  case  oriented 
from  the  physicians’  own  practice.  Phy- 
sicians are  given  deep  dynamic  insight  into 
mental  mechanism  and  what  they  most 
want  to  know:  What  is  the  difference 

between  a psychiatrist  and  a psychologist? 
How  does  psychoanalysis  differ  from  psy- 
chotherapy? What  are  the  indications  for 
analysis,  therapy,  shock  therapy,  drug 
therapy,  and  institutionalization?  Why 
do  I have  trouble  making  proper  refer- 
rals? Must  I always  lose  the  patient? 
Some  preconscious  fantasies  about  the 
omnipotent  and  omniscient  psychiatrist 
turn  out  to  be  reincarnations  of  the  in- 
fantile fantasies  about  the  physician.  Great 
focus  is  placed  on  the  doctor-patient  rela- 
tionship; the  reaction  of  the  patient  and 
his  family  to  illness,  especially  to  chronic 
and  serious  illness;  and  the  role  of  denial, 
anxiety,  depression,  and  projection.  Great 
tact  and  skill  are  needed  to  handle  the 
emergence  of  personal  problems.  The  good 
bedside  manner  turns  out  to  be  a knack  of 
having  an  intuitive  grasp  of  the  emotional 
problems  involved. 

Quite  frequently,  it  can  be  shown  that 
the  physician  knows  a great  deal  more  than 
he  consciously  realizes  and  that  there  is  a 
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rationality  involved.  With  time,  the  phy- 
sician learns  to  listen  with  the  stethoscope 
out  of  his  ears. 

Conclusion 

The  seminar  technic  as  outlined  may 
help  solve  the  problem  of  continuing  post- 
graduate physician  education.  We  are 


Dimethyl  sulfoxide  in 
musculoskeletal  disorders 

After  empirical  observations  indicated  that 
DMSO  (dimethyl  sulfoxide)  had  significant  local 
analgesic  activity,  laboratory  and  clinical  studies 
were  undertaken  to  explore  its  possible  thera- 
peutic use.  The  present  report,  presented  by  E. 
R.  Rosenbaum,  M.D.,  R.  J.  Herschler,  and  S.  W. 
Jacob,  M.D.,  in  a recent  issue  of  the  Journal  of 
the  American  Medical  Association , concerns  ex- 
perience with  DMSO  in  548  patients  with  a 
variety  of  acute  and  chronic  musculoskeletal 
ailments  including  acute  trauma,  acute  and 
chronic  subacromial  bursitis,  osteoarthritis, 
rheumatoid  arthritis,  gouty  arthritis,  sclero- 
derma, and  Dupuytren’s  contracture.  Of  these 
548  patients,  437  were  unequivocally  improved. 
The  chemical  has  been  used  for  as  long  as  ten 
months  without  evidence  of  serious  toxicity. 

Diagnostically,  the  patients  were  distributed 
as  follows:  (1)  acute  musculoskeletal  injury, 

210;  (2)  bursitis,  65;  (3)  osteoarthritis,  110; 

(4)  rheumatoid  arthritis,  150;  (5)  gouty  arthri- 
tis, 5;  (6)  scleroderma,  5;  (7)  Dupuytren’s 

contracture,  3. 

DMSO  is  a liquid;  clear,  colorless,  and,  in  a 
purified  state,  practically  odorless.  It  acts  as 
a powerful  solvent  dissolving  most  aromatic  and 
unsaturated  hydrocarbons,  organic  nitrogen 
compounds,  and  many  other  substances.  When 
the  100  per  cent  solution  is  mixed  with  water, 
heat  is  evolved:  60  calories  per  Gm.  at  20  C. 
Since  it  is  a solvent  of  synthetic  fibers;  rayon, 
polyurethane,  and  acrylic  cloth  are  readily 
destroyed  by  DMSO.  It  is  rapidly  absorbed 


returning  to  medicine  the  concept  of  the 
preceptor  system  which  we  may  have  dis- 
carded too  readily  in  the  scientific  revolu- 
tion in  medical  education  that  followed 
Flexner.  There  may  be  room  for  both. 
It  would  be  most  interesting  to  see  if  our 
concept  can  be  applied  to  areas  other  than 
psychiatry.  We  have  reason  to  believe 
that  it  can. 


when  applied  to  the  intact  skin.  If  a drop  is 
placed  on  the  skin  of  the  forearm  and  another 
on  glass,  the  former  will  be  completely  absorbed 
within  thirty  minutes,  while  the  drop  on  the 
glass  remains.  Application  of  liberal  amounts 
on  the  skin  results  in  a garlic-like  breath  odor. 

Most  patients  will  tolerate  DMSO  in  concen- 
trations of  60  to  90  per  cent  on  the  skin  of  the 
dorsal  area  of  wrist,  elbow,  shoulder,  knee,  and 
hip  joint.  While  these  are  recommended 
strengths  in  musculoskeletal  injuries,  lower  con- 
centrations are  advised  in  sensitive  patients. 
Measured  in  a graduate,  DMSO  was  applied 
with  a cotton  tip  to  the  involved  areas  and 
surrounding  region.  Several  minutes  of  appli- 
cation and  reapplication  are  usually  needed  with 
amounts  of  6 to  8 ml.  over  a knee,  8 to  15  ml. 
over  the  shoulder,  and  10  to  15  ml.  over  the  hip. 
Treatment  should  be  individualized,  however. 
In  this  series,  30  ml.  daily  was  the  most  common 
dosage.  Chronic  conditions  were  treated  twice 
a day  and  acute  conditions  as  often  as  every  four 
hours.  The  treated  area  remained  uncovered 
for  thirty  to  forty  minutes,  and  any  remaining 
solution  was  wiped  off  to  prevent  injury  to 
clothing.  Application  of  60  to  90  per  cent  con- 
centrations may  induce  warmth,  itching,  and 
sometimes  local  urticaria  which  usually  dis- 
appears within  two  to  three  hours. 

In  acute  musculoskeletal  injuries,  there  is 
usually  prompt  relief  of  pain  or  swelling.  In 
acute  subacromial  bursitis,  dramatic  relief  of 
pain  and  spasm  occurs  within  thirty  minutes. 
In  the  chronic  type,  patients  with  rest  pain  and 
limitation  of  motion  experience  relief  within 
twenty  to  thirty  minutes,  but  if  there  is  pain 
only  with  certain  movements,  DMSO  is  likely 
to  be  of  less  benefit. 
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Modern  Developments 
in  Psychiatry* 

JAMES  H.  WALL,  M.D. 
White  Plains,  New  York 

Medical  Director, f New  York 
hospital,  Westchester  Division 


Recently  the  new  york  Hospital, 
Westchester  Division  became  an  integral 
part  of  the  New  York  Hospital,  Cornell 
Medical  Center  thereby  strengthening  and 
intensifying  the  older  ties  which  have  held 
these  institutions  together  for  so  many 
years.  Therefore  it  seems  appropriate,  on 
the  one  hundred  ninety-fourth  birthday  of 
the  Society  of  the  New  York  Hospital,  to 
review  our  progress  which  has  so  closely 
paralleled  the  history  of  psychiatry  ever 
since  the  first  humane  reforms  were  at- 
tempted in  the  care  of  mental  patients. 
We  can  be  proud  of  our  long  tradition  of 
excellence  in  treatment,  teaching,  and 
research.  This  can  be  seen  not  only  in  the 
combined  psychiatric  services  of  the  West- 
chester Division  and  the  Payne  Whitney 
Clinic  and  their  outpatient  departments  but 
also  in  all  other  departments  of  the  New 
York  Hospital,  Cornell  Medical  Center 
where  the  emphasis  is  placed  on  the  emo- 
tional and  cultural  environment  and  the 
effects  of  this  on  the  health  of  the  total 
patient.  I know  of  no  voluntary  center  in 
the  world  that  can  surpass  this  record  of 
achievement  in  psychiatric  progress. 

The  history  of  the  New  York  Hospital 
also  parallels  the  history  of  our  country. 
Those  of  us  who  care  never  take  for  granted 

* Charter  Day  address.  May  27,  1965,  New  York  Hospital. 

t Emeritus  since  July  1,  1965. 


the  vision  of  the  founders  of  the  United 
States  and  the  founders  of  this  hospital  who 
were  often  so  closely  associated.  One  of 
the  leaders  was  Samuel  Bard,  the 
first  Professor  of  Medicine  at  King’s  Col- 
lege, now  Columbia’s  College  of  Physicians 
and  Surgeons,  who  advocated  the  founding 
of  the  New  York  Hospital  not  only  for  the 
treatment  of  patients  but  also  for  the  teach- 
ing of  students  and  young  physicians.  Dr. 
Bard  was  also  General  Washington’s  phy- 
sician; in  the  first  year  of  the  new  Republic, 
he  saved  the  President’s  life  by  a skillful 
operation.  Not  only  is  Dr.  Bard  memori- 
alized in  this  great  center;  schools,  pro- 
fessorships, and  buildings  of  many  other 
institutions  bear  his  name. 

At  the  same  time,  we  honor  that  other, 
more  controversial  George;  the  Third,  as 
the  King  who  granted  our  charter  in  1771, 
but  in  so  doing  we  sometimes  forget  that  he 
knew  from  personal  experience  what  it 
meant  to  be  mentally  sick.  He  had  five 
serious  manic-depressive  illnesses,  three 
necessitating  the  appointment  of  a Regency 
to  govern  Britain  during  his  periods  of  disa- 
bility. It  cannot  be  accidental  that  during 
the  days  of  the  late  eighteenth  century, 
when  large  hospitals  were  being  constructed 
in  the  United  Kingdom,  Ireland,  and  the 
Colonies,  provision  was  made  for  psychi- 
atric patients.  It  might  be  said  that  King 
George  III  heads  the  list  of  the  many 
generous  people  who  have  supported  the 
psychiatric  work  of  this  hospital  because  of 
the  sympathetic  interest  aroused  by  their 
personal  experience  and  that  of  members  of 
their  family  and  friends. 

When,  after  the  Revolution,  the  New 
York  Hospital  finally  opened  its  doors  to 
receive  civilians,  the  original  plan  of  regard- 
ing mental  patients  as  sick  people  and  mak- 
ing provision  for  their  care  in  the  over-all 
hospital  plan  marked  a milestone  in  psychi- 
atric history;  this  was  at  the  same  time  that 
Philippe  Pinel  was  striking  the  chains  from 
the  patients  at  the  Salpetriere  Hospital  in 
Paris,  and  the  Tukes  and  their  Quaker 
friends  were  founding  the  Retreat,  our  sister 
institution,  at  York,  England,  and  insti- 
tuting their  system  of  “moral  management” 
to  replace  earlier  crude  methods  of  confine- 
ment and  treatment.  Unfortunately,  the 
policy  of  treating  psychiatric  patients  in 
general  hospitals  was  not  followed  by  many 
of  the  hospital  and  university  centers  built 
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within  the  next  hundred  years.  Provision 
for  the  study  and  treatment  of  mental 
patients  under  these  auspices  received  very 
little  attention  until  the  twentieth  century. 

In  forty  years,  much  has  improved  in  the 
practice  of  psychiatry.  The  New  York 
Hospital  has  continued  to  be  a leader  in  all 
forms  of  psychotherapy.  In  addition  to  all 
that  physicians  and  nurses  do  for  pa- 
tients, probably  one  of  the  most  outstand- 
ing advances  has  been  in  the  develop- 
ment of  the  elaborate  program  therapies 
envisioned  by  the  early  governors  and 
physicians  when  they  advocated  the  use 
of  moral  management  in  the  treatment 
of  the  mentally  ill.  From  these  small 
beginnings  have  grown  the  social  and  rec- 
reational activities,  the  occupational  ther- 
apy programs,  physiotherapy,  the  work  of 
the  librarians  and  the  music  department, 
and  the  religious  services  which  have  given 
our  treatment  program  its  distinct  char- 
acter and  have  furnished  for  the  patients  a 
structured  and  supportive  way  of  life. 
This  program  has  been  planned  so  that 
patients  may  move  gradually  and  naturally 
from  the  life  of  the  hospital  community  to 
their  own  home  and  work  environments 
with  the  help  of  our  social  service  depart- 
ment. 

History 

In  the  field  of  medical  discovery  closely 
related  to  psychiatry,  recent  decades  have 
seen  the  virtual  elimination  of  two  great 
causes  of  mental  disease  which  at  one  time 
took  a tremendous  toll:  pellagra  and 

paresis.  Many  great  physicians,  including 
James  Babcock,  M.D.,  the  brother-in-law 
of  Connie  Guion,  M.D.,  who  worked  with 
patients  in  the  South,  made  pioneer  contri- 
butions, but  it  was  Joseph  Goldberger, 
M.D.,  of  New  York,  with  his  training  in  the 
technics  of  public  health  and  epidemiology, 
who  established  the  fact  that  pellagra  was 
caused  by  a vitamin  B deficiency  in  the  diet. 
The  physicians  in  the  laboratory  of  the 
Westchester  Division  in  the  early  years  of 
the  century  showed  a tremendous  interest  in 
the  mental  disease,  paresis,  which  had  been 
discovered  to  be  a result  of  syphilis  of  the 
brain.  Until  relatively  recent  years,  a 
sizeable  percentage  of  our  patients  were 
suffering  from  this  disease. 

Since  penicillin  became  a specific,  there 


has  not  been  a single  case  at  the  West- 
chester Division. 

A third  dramatic  contribution  to  the 
treatment  of  mental  patients  since  the  days 
of  August  Hoch,  M.D.,  and  George  Amsden, 
M.D.,  at  the  old  Bloomingdale  has  been  be- 
cause of  the  stimulus  of  dynamic  psychiatry 
triggered  by  Sigmund  Freud,  his  associates, 
and  followers.  This  has  brought  new  insight 
into  the  meaning  of  psychiatric  symptoms 
and  hence  greater  understanding  in  treat- 
ment. 

Psychiatry  and  the  individual 

But  perhaps  the  most  important  medical 
and  psychiatric  achievement  of  our  time  is 
the  increased  interest  in  psychiatry  on  the 
part  of  the  entire  medical  profession.  This 
has  resulted  in  the  teaching  in  our  medical 
schools  of  the  psychiatric  approach  to  the 
sick  or  troubled  person  regardless  of 
whether  his  illness  is  largely  physical  in 
nature  or  emotional  and  psychogenic  in 
origin.  The  evolution  of  this  role  of  psy- 
chiatry in  medical  care  is  definitely  asso- 
ciated with,  if  not  the  result  of,  the  great 
success  of  modern  scientific  methods  in 
medicine.  During  the  past  fifty  years, 
mankind  in  Western  civilization  has 
reached  a high  level  of  physical  health 
largely  because  of  these  methods.  We  are 
apt  to  take  modern  standards  of  health  for 
granted,  but  they  are  maintained  only 
through  a constant  application  of  our 
knowledge  of  disease  and  its  prevention. 
We  are  familiar  with  the  sanitary  measures 
necessary  to  safeguard  our  food  and  water 
supplies  together  with  the  immunizing 
procedures  which  protect  us  from  diseases 
which  often  proved  fatal  in  former  cen- 
turies. The  development  of  powerful  and 
specific  drugs  and  antibiotics  has  also  done 
much  to  cure  and  combat  disease.  All  of 
these  advances  together  with  modern 
surgery  have  prolonged  the  life  span  of  civ- 
ilized man.  Our  many  technical  devices 
and  methods  of  diagnosis  have  enabled  us  to 
achieve  a high  degree  of  precision  in  the 
application  of  preventive  and  curative 
measures. 

On  the  other  hand,  it  is  not  surprising 
that  while  the  medical  man  was  learning 
and  mastering  this  great  body  of  newly  dis- 
covered scientific  knowledge,  his  attention 
was  often  turned  away  from  the  patient  as  a 
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person.  Of  course,  this  was  never  true  of 
all  physicians,  even  those  most  skillful  in 
technical  procedures.  Good  doctors  have 
always  been  interested  in  their  patients  as 
people.  But  in  the  days  before  the  dawn  of 
modern  scientific  medicine,  the  physician 
had  to  depend  more  on  his  understanding  of 
the  patient’s  family  background  and  tem- 
perament, his  whims,  personal  peculiari- 
ties, and  idiosyncrasies.  Often  his  good 
results  were  based  largely  on  his  thorough 
knowledge  of  the  patient’s  personality  and 
his  innate  ability  to  teach  his  patient  and  to 
influence  him  through  suggestion,  reassur- 
ance, and  persuasion. 

During  the  past  fifty  years,  many  of  our 
careful  and  critical  physicians  and  non- 
psychiatric specialists  have  observed  that 
from  40  to  60  per  cent  of  their  patients  have 
shown  no  signs  of  actual  physical  disease  in 
spite  of  the  use  of  the  most  modern  meth- 
ods of  physical  diagnosis.  Unless  the 
physician  had  innate  psychiatric  interest  or 
was  trained  in  psychotherapy,  he  was  una- 
ble to  help  these  individuals  except  by 
assuring  them  that  nothing  was  wrong.  In 
most  instances,  the  patient  continued  with 
his  burden  of  anxiety,  visceral  tension,  and 
his  deep  conviction  that,  in  spite  of  the 
doctor’s  reassurance,  he  was  physically  sick. 
The  art  of  the  understanding  physician  who 
was  interested  in  his  patients  as  persons  was 
highly  individual,  and  often  the  doctor  was 
not  conscious  or  fully  aware  of  this  method 
of  favorably  influencing  his  patient.  The 
art  was  usually  acquired  after  years  of 
experience  and  practice,  and  it  certainly 
lacked  uniformity  and  method.  It  is  not 
surprising  that  physicians  turned  to  psychi- 
atry for  a method  of  formulating  this 
knowledge  of  the  human  personality  devel- 
opment and  imparting  it  to  the  medical 
student  during  his  years  of  training. 

The  very  nature  of  the  symptoms  and 
behavior  of  patients  with  serious  psychi- 
atric disorders  has  demanded  that  they  be 
dealt  with  as  individuals.  Psychiatrists 
have  demonstrated  that  the  same  methods 
used  in  studying  and  treating  the  more 
serious  mental  disorders  could  be  applied 
effectively  with  individuals  suffering  from 
neuroses,  the  patients  who  make  up  the  40 
to  60  per  cent  mentioned.  It  is  true  that 
often  the  neurotic  complaints  are  part  of  a 
complicated  maladjustment  which  requires 
the  care  of  a trained  specialist  in  psychiatry. 


The  psychiatrist  gives  the  patient  the  ad- 
vantage of  the  discoveries  of  scientific 
medicine  in  a thorough  physical  examina- 
tion and  any  laboratory  studies  which  may 
be  indicated.  This  procedure  is  always 
necessary  because  we  know  that  neurotic 
complaints  frequently  simulate  complaints 
met  in  serious  organic  disease.  The  thor- 
oughness of  the  physical  examination  also 
helps  to  convince  the  patient  that  every- 
thing possible  is  being  done  for  him. 

Methods 

The  methods  of  modern  psychiatric  exam- 
ination furnish  the  physician  with  a body  of 
information  which  enables  him  to  compre- 
hend the  structure  of  the  neurosis  as  clearly 
as  he  does  the  state  of  a diseased  organ. 
The  early  ruling  out  of  physical  disease  and 
the  early  diagnosis  of  a neurosis  are  impor- 
tant steps  in  the  successful  management  of 
the  patient.  Under  these  circumstances, 
he  is  saved  prolonged  and  needless  physical 
investigation  and  purely  physical  measures 
of  treatment.  If  the  physical  examination 
is  drawn  out  over  too  long  a period  of  time, 
however,  the  patient  may  become  con- 
vinced that  the  neurotic  condition  is  due  to 
some  physical  ailment  which  is  eluding  the 
physician  in  his  search,  and  then  the  patient 
will  want  to  continue  the  search  himself  by 
going  from  one  clinic  and  physician  to 
another.  This  does  not  mean,  of  course, 
that  neurotic  patients  should  not  have 
careful  physical  check-ups  at  intervals,  just 
as  other  people  in  the  community  should. 

The  therapy  of  a neurosis  consists  of  an 
application  of  the  methods  of  medicine 
together  with  those  of  psychotherapy.  The 
physician  endeavors  to  influence  his  patient 
through  an  understanding  of  his  back- 
ground and  personality  makeup,  at  the 
same  time  making  use  of  education,  sugges- 
tion, and  intelligent  discussions  of  the 
patient’s  problem.  Psychoanalytic  knowl- 
edge is  also  utilized,  and  the  element  of 
transference  or  the  confidence  which  the 
patient  has  in  the  therapist  plays  an  impor- 
tant role.  This  transference  differs  from 
the  more  or  less  unconscious  relationship 
which  formerly  existed  between  successful 
medical  men  and  their  patients,  in  that,  by 
the  use  of  the  newer  technics,  the  relation- 
ship is  brought  thoroughly  into  the  con- 
sciousness of  both  the  therapist  and  the 
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patient.  It  does  not  encourage  a blind 
obedience,  and  it  discourages  a passive  de- 
pendent desire  on  the  part  of  the  patient  to 
be  hypnotized  and  painlessly  relieved  of  his 
problems.  It  demands  the  patient’s  as- 
sumption of  much  of  the  responsibility  in 
working  through  to  an  awareness  of  the 
mechanisms  involved  in  a satisfactory  ad- 
justment. One  can  see  the  advantage  of 
such  a procedure  over  that  in  which  a 
patient’s  confidence  and  feelings  of  depend- 
ence are  exploited  by  the  charlatans  who 
prey  on  the  public. 

Teaching  of  psychiatry 

In  the  teaching  of  psychiatry,  emphasis  is 
also  placed  on  the  emotional  and  psychic 
problems  of  the  physically  sick.  The 
presence  of  actual  physical  disease  does  not 
exclude  the  presence  of  psychological  con- 
flicts and  burdens  of  anxiety  and  tension. 
The  psychiatric  approach  to  the  study  and 
treatment  of  these  patients  often  means  the 
difference  between  a life  of  incapacity  and 
invalidism  and  a relative  ability  to  carry 
on.  In  speaking  of  these  psychiatric 
methods,  it  is  well  to  remember  that  they 
have  come  as  the  result  of  long  and  arduous 
work  in  the  psychiatric  field.  They  will  be 
maintained,  refined,  and  improved  by  the 
leaders  and  specialists  in  this  field.  Many 
of  the  psychosomatic  problems  and  the 
psychic  and  physical  manifestations  of 
neurotic  suffering  will  require  the  care  of 
those  with  long  specialized  experience.  On 
the  other  hand,  it  has  always  been  a medical 
tradition  that  discoveries  are  used  for  the 
benefit  of  more  and  more  individuals  in  the 
community.  Since  so  few  people,  even  in 
this  country,  can  have  access  to  specialists 
in  psychiatry,  it  is  altogether  practical  and 
desirable  that  each  medical  man  acquire 
and  use  the  psychiatric  approach  to  the  best 
of  his  ability.  This  was  the  theme  of  a 
conference  in  Chicago  in  the  fall  of  1964. 

More  adequate  teaching  of  psychiatry 
has  been  associated  with  the  establishment 
of  psychiatric  departments  in  our  medical 
centers  and  general  hospitals  in  large  cities. 
This  movement  was  initiated  in  a small  way 
over  fifty  years  ago,  and  it  is  to  be  hoped 
that  it  will  continue  to  grow  and  to  spread  to 
general  hospitals  in  smaller  cities  and  towns. 
It  has  been  shown  that  psychiatric  patients 
can  be  cared  for  in  properly  constructed 


pavilions  and  buildings  in  general  hospitals. 
This  will  afford  opportunities  for  early 
diagnosis  and  treatment  for  mental  patients 
and  keep  the  profession  and  the  community 
alive  to  the  psychiatric  approach  which 
means  the  understanding  and  treatment  of 
the  whole  man  in  his  environment. 


Personality  types 

At  the  Westchester  Division,  our  re- 
search has  included  methods  of  studying  the 
personality  of  patients  and  working  out 
thoroughly  the  personality  types  associated 
with  the  various  mental  reactions.  Our 
guide  to  the  study  of  the  personality  is  used 
in  most  psychiatric  clinics  in  the  Western 
world  today.  The  original  work  on  this 
was  started  by  Dr.  Hoch  and  Dr.  Amsden 
whose  work  on  the  organic  mental  reactions 
included  the  study  of  paresis  already  men- 
tioned. 

The  study  of  patients  with  self-destruc- 
tive tendencies  has  enabled  physicians  to 
understand  the  warning  signs  associated 
with  the  suicidal  drive;  these  findings  have 
been  warmly  received  by  clinics  throughout 
this  country.  The  differential  diagnostic 
factors  including  the  degree  of  depression, 
the  types  of  hypochondriasis  and  sleepless- 
ness, and  a careful  evaluation  of  the  life 
situation  have  enabled  us  to  differentiate 
clearly  between  those  depressed  patients 
who  can  be  treated  in  outpatient  depart- 
ments and  those  who  require  hospitaliza- 
tion. 

The  hospital  continues  to  make  valuable 
contributions  to  the  understanding  and 
proper  treatment  of  patients  suffering  from 
alcoholism  and  drug  addiction.  The  atten- 
tion of  the  public  to  these  individuals  as  sick 
people  is  now  bringing  about  legislation  to 
provide  treatment  in  public  hospitals.  The 
members  of  our  staff  who  have  served  on  the 
Governor’s  Advisory  Council  on  Alcoholism 
have  aided  in  bringing  about  this  progress. 
They  can  testify  to  the  impact  of  these 
studies  on  the  attitude  of  the  general  public. 
Patients  with  alcohol  and  drug  problems  no 
longer  have  to  wait  until  they  become  psy- 
chotic to  receive  from  public  hospitals  the 
kind  of  treatment  we  have  been  offering  at 
the  New  York  Hospital  for  more  than  a 
century. 

Our  work  on  anorexia  nervosa  has  been 
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widely  acclaimed.  This  reaction,  although 
not  very  common,  has  been  a most  fasci- 
nating psychosomatic  problem.  It  occurs 
largely  in  young  girls  who,  by  refusing  to 
eat,  seem  to  deny  and  renounce  all  interest 
in  living.  These  individuals  have  been 
carefully  studied  physically  as  well  as 
psychologically;  the  results  in  treatment 
have  interested  the  profession  in  this  coun- 
try and  abroad. 

The  reaction,  anorexia  nervosa,  is  rarely 
seen  in  young  males,  but  young  men  suffer- 
ing from  serious  alcoholism  or  drug  addic- 
tion frequently  exhibit  a personality  struc- 
ture similar  to  that  observed  in  young  girls 
suffering  from  anorexia  nervosa.  Many  of 
these  young  men  give  a history  of  sensitive- 
ness and  withdrawal  from  life.  Excessive 
drinking  of  a solitary  nature  beginning  in 
early  adolescence  is  common.  The  pa- 
tients seek  oblivion,  escape,  and  even  self- 
destruction.  Drinking  appears  to  help 
them  temporize  with  many  adjustments 
and  life  problems  but  eventually  removes 
them  from  responsible  living  just  as  the 
refusal  to  eat  brings  about  the  withdrawal 
from  life  in  the  serious  case  of  anorexia 
nervosa. 

Advances 

It  is  not  surprising  that  in  psychiatric 
research  today,  many  individuals  are  be- 
coming interested  in  the  personality  struc- 
ture as  well  as  the  biochemistry  of  indi- 
viduals who  are  suffering  from  alcohol  and 
drug  addiction.  Here  we  see  the  personal- 
ity turning  to  chemicals  in  the  attempt  to 
adjust  and  to  adapt.  This  fact  may  open 
up  an  important  avenue  for  chemical  re- 
search. The  underlying  personality  of 
these  individuals  is  similar  to  that  met  in 
seriously  neurotic,  schizophrenic,  and 
manic-depressive  persons,  the  etiology  of 
whose  illnesses  is  still  unknown.  Chemical 
research  in  cases  where  there  is  a physical 
addiction  may  very  well  disclose  clues  to  the 
better  understanding  of  these  serious 
mental  disorders. 

One  of  our  graduates,  Thomas  A.  Munro, 
now  head  of  the  Department  of  Psy- 
chiatry at  the  University  of  Edinburgh, 
became  much  interested  in  phenylketonu- 
ria, a type  of  mental  retardation  caused  by 
an  inborn  defect  in  the  body  which  made  it 
unable  to  metabolize  phenylalanine,  an 


amino  acid.  This  led  him  to  study  the 
histories  of  the  relatives  of  these  patients, 
particularly  those  relatives  who  had  devel- 
oped depressions  late  in  life.  He  noticed 
that  patients  who  developed  such  depres- 
sions showed  a tendency  to  excrete  phenyl- 
pyruvic  acid  when  given  phenylalanine 
equivalent  to  that  contained  in  a large 
steak.  Up  to  the  present  time  he  has 
studied  nearly  50  such  families  and  has 
found  that  their  incidence  of  mental  disease 
is  twice  the  expected  incidence.*  While 
his  work  is  still  in  the  experimental  stage,  it 
is  reminiscent  of  the  dramatic  work  on 
pellagra  mentioned  earlier,  and  may  ulti- 
mately prove  to  be  just  as  significant. 

A pioneer  activity  in  which  the  West- 
chester Division  has  played  a part  is  the 
promotion  of  mental  health  in  the  com- 
munity. Prior  to  World  War  I,  members 
of  the  staff  did  psychiatric  work  in  the  pub- 
lic schools.  During  both  World  Wars,  the 
hospital  volunteered  services  to  provide 
consultation  and  treatment  for  rejectees 
and  discharged  veterans  with  complicated 
psychiatric  disabilities.  It  is  interesting  to 
note  that  Westchester  County  was  the  first 
county  in  the  United  States  to  establish  a 
mental  health  board,  in  1954,  with  the  close 
cooperation  of  our  staff.  The  staff  have 
also  been  active  in  the  development  of  the 
local  mental  health  association.  The  first 
mental  health  board  has  led  the  way  in 
coordinating  mental  health  services  and 
establishing  clinics.  Through  the  generos- 
ity of  the  late  John  D.  Rockefeller,  Jr.,  the 
outpatient  department  at  the  Westchester 
Division  was  established  in  1957.  From 
the  first,  it  has  been  coordinated  with  the 
mental  health  services  of  the  community 
and  at  the  same  time,  it  has  tremendously 
enriched  the  hospital’s  training  and  research 
programs. 

Both  the  inpatient  and  outpatient  de- 
partments have  taken  care  of  many  young 
people.  This  work  has  been  generously 
supported  by  grants.  Much  has  been 
learned  about  the  family  background  of 
these  young  patients,  their  problems  in 
school,  and  their  competition  with  family 
members  and  other  children  in  the  com- 
munity. The  work  continues  in  close 
association  with  the  schools,  courts,  and 
other  social  agencies  attempting  to  estab- 

* Munro,  T.  A.:  Phenylketonuria:  data  on  forty-seven 

British  amilies,  Ann.  Eugen.  London  14:  60  (1947). 
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lish  better  ways  of  treatment,  with  the 
hope  of  preventing  such  serious  adolescent 
turmoil  and  personality  disorganization. 

The  hospital  has  also  carried  on  con- 
trolled research  to  evaluate  the  effective- 
ness of  somatotherapies,  electroshock,  and 
insulin  together  with  an  evaluation  of  the 
effectiveness  of  tranquilizing  and  energizing 
drugs.  The  latter  have  received  support 
from  the  National  Institute  of  Mental 
Health.  The  advent  of  community  mental 
health  programs  has  brought  psychiatry  to 
individuals  previously  neglected  and  ig- 
nored in  the  community.  We  are  also  wit- 
nessing a great  change  in  psychiatric  prac- 
tice. The  large  public  hospitals  without 
program  activities  are  depending  largely  on 
drugs  to  bring  about  the  immediate  return 
of  patients  to  the  community.  It  is  hoped 
that  the  use  of  these  drugs  can  become  more 
specific  as  we  understand  the  causes  of  these 
reactions.  Unfortunately,  in  the  midst  of 
this  great  experiment,  the  readmission  rate 
in  public  hospitals  throughout  the  country 
still  continues  to  be  very  high.  Much  of 
our  research  with  drugs  and  other  somato- 
therapies has  re-emphasized  the  value  of  the 
program  therapies  in  restoring  many  indi- 
viduals who  have  attempted  other  forms  of 
treatment,  including  prolonged  and  inten- 
sive psychotherapy.  The  structured  pro- 
gram of  the  Westchester  Division  offers 


patients,  while  in  the  hospital,  the  activities 
which  do  so  much  in  bringing  about  their 
recovery  where  other  methods  have  failed. 

Comment 

As  community  psychiatry  progresses,  a 
hospital  such  as  ours  should  point  the  way 
toward  those  patients  who  will  profit  most 
by  periods  of  hospital  treatment.  As  we 
compare  the  effects  of  community  pro- 
grams with  the  hospitalization  which  in- 
cludes built-in  program  therapies,  it  is  possi- 
ble that  we  may  become  more  precise  in 
selecting  the  proper  course  of  treatment  for 
each  patient.  Through  more  intensive  re- 
search in  this  field  of  human  suffering,  it  is 
hoped  that  we  can  discover  the  real  cause  of 
so  many  of  these  diseases  which  today  we 
can  understand  and  treat  only  sympto- 
matically. 

While  searching  for  the  causes  of  these 
diseases  which  have  such  a tragic  impact  on 
patients  and  their  families,  we  as  a health 
center  must  continue  to  lead  the  way  as 
always  in  applying  daily  what  we  know. 
The  esteem  in  which  doctors  and  their 
associates  in  any  center  or  hospital  is  uni- 
versally held  has  been  gained  and  will  be 
maintained  by  the  quality  of  individual 
patient  care. 

90  Bryant  Avenue 


Medical  Society  of  the  State  of  New  York 
Annual  Convention 

February  14  through  17, 1966 
The  Americana,  New  York  City 
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Necrology 


Alla  Litvak  Dunewitz,  M.D.,  of  Brooklyn, 
died  on  June  5 at  the  age  of  seventy.  Dr. 
Dunewitz  graduated  in  1924  from  Long  Island 
College  Hospital  Medical  School.  She  was  an 
attending  pediatrician  (Off  Ward  Service)  at 
Brookdale  Hospital  Center  and  an  associate 
attending  pediatrician  at  Brooklyn  Women’s 
Hospital.  Dr.  Dunewitz  was  a member  of  the 
American  Academy  of  Pediatrics,  the  Medical 
Society  of  the  County  of  Kings,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 


Alfred  Hjalmar  Ehrenclou,  M.D.,  retired, 
of  Camden,  South  Carolina,  formerly  of  New 
York  City,  died  on  October  4 at  the  age  of 
eighty-one.  Dr.  Ehrenclou  graduated  in  1917 
from  Stanford  University  School  of  Medicine. 
He  was  a member  of  the  American  Psychiatric 
Association,  the  New  York  Neurological  Society, 
the  New  York  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 


W.  Guernsey  Frey,  M.D.,  of  New  York  City, 
died  on  September  20  at  Mary  Hitchcock 
Hospital,  Hanover,  New  Hampshire,  at  the  age 
of  sixty-nine.  Dr.  Frey  graduated  in  1919 
from  Columbia  University  College  of  Physicians 
and  Surgeons.  He  was  a consulting  ophthal- 
mologist at  St.  Luke’s  Hospital,  Bronx  Eye  and 
Ear  Infirmary,  Queens  Hospital  Center,  Man- 
hattan Eye,  Ear  and  Throat  Hospital,  and 
Flushing  Hospital  and  Dispensary.  Dr.  Frey 
was  a Diplomate  of  the  American  Board  of 


Ophthalmology,  a Fellow  of  the  American  Col- 
lege of  Surgeons,  and  a member  of  the  American 
Academy  of  Ophthalmology  and  Otolaryn- 
gology, the  New  York  Academy  of  Medicine, 
the  New  York  Ophthalmology  Society  (and 
past-president),  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Richard  Oliver  Gregory,  M.D.,  of  Elmira, 
died  on  June  24  at  the  age  of  eighty.  Dr. 
Gregory  graduated  in  1909  from  Hahnemann 
Medical  College  of  Philadelphia.  He  was  an 
honorary  attending  obstetrician  at  Arnot- 
Ogden  Memorial  Hospital.  Dr.  Gregory  was 
a member  of  the  Chemung  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

J.  Campbell  Howard,  M.D.,  of  New  York 
City,  died  on  September  26  at  Le  Roy  Hospital 
at  the  age  of  seventy-five.  Dr.  Howard  grad- 
uated in  1916  from  New  York  Homeopathic 
Medical  College  and  Flower  Hospital.  He  was 
a former  professor  and  head,  Department  of 
Radiology,  New  York  Medical  College.  Dr. 
Howard  was  a Diplomate  of  the  American 
Board  of  Radiology,  a Fellow  of  the  American 
College  of  Radiology,  and  a member  of  the 
American  Roentgen  Ray  Society,  the  New 
York  Academy  of  Medicine,  the  New  York 
Roentgen  Society,  the  New  York  County 
Medical  Society,  the  Medical  Society  of  the 
State  of  New  York,  and  the  American  Medical 
Association. 


Diseases  of 
Thyroid  Gland 
Symposium 
Available 


The  symposium  on  “Diseases  of  the  Thyroid  Gland:  Current  Concepts,”  which 
appeared  in  the  January  1 and  January  15,  1963,  issues  of  the  New  York 
State  Journal  of  Medicine,  has  been  reprinted  in  a special  brochure. 

Copies  are  available  from  the  office  of  the  Journal,  750  Third  Avenue,  New 
York,  New  York  10017,  at  one  dollar  each. 

The  84-page  pamphlet  includes  all  the  papers  presented  at  the  Third  Annual 
Internists  Day  of  the  New  York  State  Society  of  Internal  Medicine,  held 
March  3,  1962,  in  New  York  City. 
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Medical  Schools 


Columbia  University  College 
of  Physicians  and  Surgeons 

Appointed.  Sheldon  Gaylin,  M.D.,  has  joined 
the  faculty  of  the  College.  Dr.  Gaylin  is 
director  of  services  for  the  Westchester  Com- 
munity Mental  Health  Board. 

Downstate  Medical  Center 

Faculty  notes.  Joseph  G.  Benton,  M.D., 
professor  and  chairman,  Department  of  Re- 
habilitation Medicine,  has  been  appointed  a 
member  of  the  Expert  Medical  Committee  of 
the  American  Rehabilitation  Foundation.  Sam- 
uel W.  Bloom,  Ph.D.,  professor  of  psychiatry, 
has  been  appointed  a member  of  the  Subcom- 
mittee of  Social  Sciences  of  the  Mental  Health 
Training  Committee  of  the  National  Institute 
of  Mental  Health.  Clarence  Dennis,  M.D., 
professor  and  chairman  of  surgery,  has  been 
elected  president  for  the  Society  for  Vascular 
Surgery.  Albert  L.  Deutsch,  M.D.,  clinical 
assistant  professor  of  psychiatry,  has  been  ap- 
pointed managing  editor  of  the  Journal  of 
Psychoanalysis  in  Groups,  published  by  the 
Association  of  Medical  Group  Psychoanalysts. 
Patrick  J.  Fitzgerald,  M.D.,  professor  and  chair- 
man of  pathology,  has  been  appointed  vice- 
chairman  of  the  Advisory  Committee  on  Re- 
search on  the  Etiology  of  Cancer. 

Affiliated  hospitals  appointments.  Janis 
V.  Klavins,  M.D.,  pathologist,  has  been  ap- 
pointed clinical  professor  of  pathology  at  Down- 
state  and  pathologist-in-chief  at  the  Brooklyn- 
Cumberland  Medical  Center.  Henry  L.  Freed- 
man, M.D.,  clinical  assistant  professor  of 
obstetrics  and  gynecology,  has  been  named 
director  of  obstetrics  and  gynecology  at  The 
Long  Island  College  Hospital.  Irving  F. 
Enquist,  M.D.,  professor  of  surgery,  has  been 
appointed  chief  of  surgery  at  the  Methodist 
Hospital  of  Brooklyn.  Alois  Vasicka,  M.D., 
has  been  appointed  professor  of  obstetrics  and 
gynecology  and  in  charge  of  the  Division  of 
Obstetrics  and  Gynecology  at  Maimonides 
Hospital  of  Brooklyn  (Coney  Island  Division). 


Charles  V.  Pryles,  M.D.,  has  been  appointed 
professor  of  pediatrics  and  chief  of  pediatrics 
at  The  Jewish  Hospital  of  Brooklyn. 

New  faculty  appointments.  Recent  ap- 
pointments include:  Melvin  Lyon,  Ph.D.,  as- 
sistant professor  of  anatomy,  Robert  A.  Levine, 
M.D.,  assistant  professor  of  medicine;  Anthony 
D.  Nicastri,  M.D.,  assistant  professor  of  pa- 
thology; Christopher  Thron,  M.D.,  professor  in 
pharmacology;  Ismet  Karacan,  M.D.,  as- 
sistant professor  in  psychiatry;  Joseph  Kra- 
kauer,  M.D.,  and  Bernard  Gardner,  M.D., 
assistant  professors  in  surgery;  Jacques  L. 
Sherman,  Jr.,  M.D.,  clinical  associate  of  medi- 
cine and  chief  of  the  medical  service  at  Mai- 
monides Hospital  of  Brooklyn  (Coney  Island 
Division);  Seymour  M.  Glick,  M.D.,  clinical 
assistant  professor  of  medicine;  Monroe  Schnei- 
der, M.D.,  clinical  assistant  professor  of  ortho- 
pedic surgery;  and  Seymour  Werthamer,  M.D., 
clinical  assistant  professor  of  pathology. 

New  York  Medical  College 

Community  hospital  program  increased. 

Victory  Memorial  Hospital,  Brooklyn,  has 
affiliated  with  the  Graduate  School  of  Medical 
Sciences  of  the  College  bringing  to  nine  the  total 
number  of  institutions  within  the  sphere  of  the 
academic  program.  Affiliation  with  Victory 
Memorial  Hospital  is  designed  to  furnish  the 
community  hospital  with  a continuing,  all- 
inclusive  program  for  the  house  staff  and  at- 
tending physicians. 

New  York  University  School 
of  Medicine 

New  chair  established.  The  Dr.  Nathan 
Friedman  Chair  in  cardiovascular-renal  diseases 
has  been  established.  Saul  J.  Farber,  M.D., 
acting  dean  and  professor  of  medicine,  will  be 
the  first  occupant.  The  new  professorship 
will  be  supported  by  Mrs.  Rita  Allen  Cassel 
and  the  Rita  Allen  Foundation  as  a memorial 
to  Mrs.  Cassel’s  father,  an  1895  graduate  of  the 
School. 
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Abstracts 


Wake,  E.  J.,  and  McClure,  P.  D.:  Von 

Willebrand’s  disease:  entity  or  syndrome?; 

disorder  of  coagulation,  New  York  State  J. 
Med.  65:  2783  (Nov.  15)  1965. 

A study  was  made  of  15  cases  of  von  Wille- 
brand’s syndrome  in  unrelated  children.  Se- 
vere bleeding  manifestations  were  found  pri- 
marily in  patients  with  a factor  VIII  deficiency 
but  also  occurred  in  1 patient  with  a capillary 
defect  alone.  The  tourniquet  test  and  Ivy 
bleeding  time  are  recommended  for  investigat- 
ing bleeding  disorders.  Bleeding  defects  as- 
sociated with  capillary  disorders  should  be 
considered  a syndrome  rather  than  a disease 
entity. 

Rosenthal,  R.,  and  Doyle,  J.  T.:  Con- 

genital aortic  stenosis.  New  York  State  J. 
Med.  65:  2793  (Nov.  15)  1965. 

Congenital  aortic  stenosis  differs  clinically 
from  the  acquired  lesion  in  that  many  patients 


Misdiagnosis 
common  in  hernias 


Femoral  and  direct  inguinal  hernias  often  are 
not  accurately  diagnosed  in  infants  and  children, 
report  E.  Fonkalsrud,  M.D.  et  al.,  in  a recent 
issue  of  the  Journal  of  the  American  Medical 
Association.  This  study  was  made  with  25 
pediatric  patients  under  twelve  years  of  age. 
Correct  preoperative  diagnosis  was  made  in  only 
8 cases.  “It  is  likely  that  the  correct  diagnosis 
would  be  made  more  commonly  if  these  unusual 
hernias  of  childhood  were  considered  in  the  pre- 
operative differential  diagnosis  of  inguinal  her- 
nia,” the  investigators  said. 

The  basic  defect  in  both  femoral  and  direct 
inguinal  hernias  is  a weakness  in  the  posterior 
inguinal  wall,  and  a formal  fascial  repair  should 
be  performed. 

Of  12  patients  with  femoral  hernias,  correct 
diagnosis  was  made  in  only  5.  In  1 patient, 
six  weeks  old,  bilateral  femoral  hernias  were 
present.  This  patient  was  the  only  infant  with 
femoral  hernias.  In  all  patients,  a 1-  to  4-cm. 
diameter  hernial  sac  was  present  which  in  each 
case  was  treated  by  high  ligation  or  inversion. 
The  standard  Cooper’s  ligament  repair  was  used 
in  9 patients.  In  2 patients,  the  inguinal  liga- 
ment was  approximated  to  the  pectineus  fascia 


with  the  congenital  disease  do  not  have  markedly 
abnormal  physical,  electrocardiographic,  or 
x-ray  findings.  Diagnosis  is  established  by 
cardiac  catheterization  and  angiography.  Sur- 
gery may  be  indicated  if  symptoms  are  severe 
or  the  systolic  pressure  gradient  across  the 
valve  is  large. 


Tashima,  C.  K.:  Femoral  venous  hum, 

New  York  State  J.  Med.  65:  2797  (Nov.  15) 
1965. 

A continuous  femoral  venous  hum  was  de- 
tected in  16  out  of  70  patients,  most  of  whom 
were  in  good  health.  As  is  true  of  the  cervical 
venous  hum,  the  femoral  venous  hum  is  appar- 
ently innocent  and  probably  due  to  rapid  blood 
flow  in  a large  vein.  It  is  heard  with  the  patient 
supine  and  disappears  on  standing.  Further 
investigation  of  the  femoral  venous  hum  in 
various  diseases  is  suggested. 


from  below,  and  in  another  patient,  a Bassini 
repair  was  employed.  Males  were  affected  as 
commonly  as  females,  and  the  right  side  was 
involved  twice  as  frequently  as  the  left. 

Of  13  patients  with  direct  inguinal  hernias, 
all  had  a broad  hernia  protrusion  and  weakness 
of  the  posterior  inguinal  wall.  In  4 patients,  a 
direct  hernia  developed  following  previous  repair 
of  an  ipsilateral  indirect  hernia.  The  initial 
hernia  repair  in  each  case  was  high  ligation  of 
the  indirect  sac  and  reapproximation  of  the 
external  oblique  aponeurosis. 

In  children  with  a direct  inguinal  defect,  there 
is  usually  adequate  transversalis  fascia  present 
to  provide  a satisfactory  repair  when  this  tissue 
is  reapproximated  over  the  inverted  hernial  sac. 
The  external  oblique  aponeurosis  is  reapproxi- 
mated over  the  spermatic  cord.  The  trans- 
versalis fascia  was  reapproximated  in  9 patients 
and  reinforced  with  a Bassini  repair  in  2 cases. 

Eleven  of  the  13  children  with  direct  hernias 
were  boys;  only  2 direct  hernias  were  present  on 
the  left  side.  Six  patients  were  less  than  two 
years  of  age.  There  were  no  bilateral  direct 
hernias. 

Little  information  is  available  regarding  the 
incidence  of  recurrence  following  femoral  and 
direct  inguinal  herniorrhaphy  in  children.  Re- 
currence following  a femoral  herniorrhaphy  in 
adults  is  reported  to  be  29  per  cent  and  for  direct 
hernias  13  per  cent.  There  were  no  recurrent 
hernias  in  this  study. 
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Abstracts  in  Interlingua 


Wake,  E.  J.,  e McClure,  P.  D.:  Morbo  de 

von  Willebrandt:  entitate  o syndrome?;  dis- 

ordine de  coagulation  ( anglese ),  New  York 
State  J.  Med.  65:  2783  (15  de  novembre)  1965. 

Esseva  studiate  15  casos  de  syndrome  de 
Willebrandt  in  juveniles  non  apparentate. 
Sever  manifestationes  sanguinatori  esseva  tro- 
vate  primarimente  in  patientes  con  carentia  de 
factor  VIII  sed  etiam  in  un  patiente  in  qui  le  sol 
anormalitate  esseva  un  defecto  capillari.  In  le 
investigation  de  disordines  sanguinatori  es  rec- 
ommendate  le  uso  del  test  a tourniquet  e le  de- 
termination del  tempore  sanguinatori  secundo 
Ivy.  Defectos  sanguinatori  associate  con  dis- 
ordines capillari  deberea  esser  considerate  como 
un  syndrome  plus  tosto  que  como  un  entitate 
pathologic. 

Rosenthal,  R.,  e Doyle,  J.  T.:  Congenite 

stenosis  aortic  {anglese),  New  York  State  J. 
Med.  65:  2793  (15  de  novembre)  1965. 

Congenite  stenosis  aortic  differe  clinicamente 
ab  le  acquirite  forma  del  lesion  in  tanto 


Immunologic  test  for  pregnancy 

An  immunologic  test  for  pregnancy  was 
compared  for  accuracy  with  the  standard  male 
frog  pregnancy  test.  Results  showed  the  im- 
munologic test  to  be  accurate  in  95.5  per  cent  of 
the  cases  as  against  92  per  cent  for  the  frog  test. 
Also,  this  method  is  simple,  rapid,  and  statis- 
tically accurate  after  an  interval  of  ten  days 
beyond  the  missed  menstrual  period,  report 
B.  R.  Aserkoff  and  J.  V.  Princiotto  in  a recent 
issue  of  the  Georgetown  Medical  Bulletin. 

In  this  procedure,  urine  samples  from  423  pa- 
tients were  tested.  The  specimens  represented 
normal  early,  middle,  and  late  pregnancy.  In- 
cluded were  specimens  from  pre-  and  postmen- 
strual  patients.  The  case  material  consisted  of 
new  patients  from  the  outpatient  clinic  as  well 
as  hospital  patients  from  private  practice. 
Each  test  kit  included  individually  sealed  vials 
of  freeze-dried  antisera,  freeze-dried  sensitized 
sheep  red  cells  for  the  antigen,  suspension  fluid, 


numerose  patientes  con  le  morbo  congenite  non 
ha  marcate  anormalitates  physic,  electrocardio- 
graphic, o roentgenographic.  Le  diagnose  se  es- 
tabli  per  catheterismo  cardiac  e per  angio- 
graphia.  Chirurgia  es  possibilemente  indicate  si 
le  symptomas  es  sever  o si  le  systolic  gradiente 
de  tension  cis-trans  le  valvula  es  considerabile. 


Tashima,  C.  K.:  Susurro  femoro-venose 

{anglese).  New  York  State  J.  Med.  65:  2797 
(15  de  novembre)  1965. 

Un  continue  susurro  femoro-venose  esseva 
detegite  in  16  de  70  patients,  le  majoritate  del 
quales  se  trovava  in  bon  stato  de  sanitate. 
Como  il  vale  pro  le  susurro  cervico-venose,  le 
susurro  femoro-venose  es  apparentemente  inno- 
cente  e probabilemente  causate  per  un  rapide 
fluxo  de  sanguine  in  un  grande  vena.  Illo  es 
audibile  quando  le  patiente  jace  in  decubito  dor- 
sal e dispare  quando  le  patiente  es  in  position 
erecte.  Investigationes  additional  del  susurro 
femoro-venose  in  varie  statos  pathologic  es 
proponite. 


and  freeze-dried  control  specimens  of  urine. 
Four  ml.  of  suspension  fluid  are  added  to  the 
erythrocytes  to  make  the  suspension,  and  0.1 
cc.  of  filtered  urine  is  added  to  the  antisera 
ampule.  After  0.4  cc.  of  the  suspension  is 
added  to  the  ampule,  it  is  put  in  a special  rack 
and  shaken  for  one  minute.  It  is  then  left  un- 
disturbed for  two  hours  after  which  the  test  can 
be  read.  A clearly  defined  brown  ring  indicates 
a positive  test. 

Results  could  be  obtained  two  hours  after  the 
specimen  is  received  which  is  not  only  an  asset 
in  ruling  out  emergency  room  diagnosis  of 
ruptured  ectopic  pregnancy  but  also  is  a con- 
venience to  private  patients.  No  technical 
training  is  needed  either  for  the  performance  of 
the  test  or  its  interpretation,  so  that  office  per- 
sonnel can  carry  out  the  procedure.  Nor  is 
there  any  problem  of  maintaining  an  animal 
colony.  The  authors  add  that  they  made  no 
attempt  to  assess  effectiveness  of  the  test  in  very 
early  diagnosis,  because  the  early  samples  ob- 
tained in  this  series  were  too  few. 
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Books  Received 


The  following  books  were  received  during  the  month  of  September,  1965  * 


Handbook  of  Physical  Medicine  and  Re- 
habilitation. Edited  by  Frank  H.  Krusen, 
M.D.  Associate  Editors,  Frederic  J.  Kottke, 
M.D.,  and  Paul  M.  Ellwood,  Jr.,  M.D.  Octavo 
of  725  pages,  illustrated.  Philadelphia,  W.  B. 
Saunders  Company,  1965.  Cloth,  $16.50. 

Medical  Microbiology.  Edited  by  Robert 
Cruickshank,  M.D.  Assistant  Editors,  J.  P. 
Duguid,  M.D.,  and  R.  H.  A.  Swain,  M.D. 
Eleventh  edition.  Octavo  of  1,067  pages,  il- 
lustrated. Baltimore,  The  Williams  and  Wil- 
kins Company,  1965.  Cloth,  $11. 

The  Psychiatric  Unit  in  a General  Hospital; 
Its  Current  and  Future  Role.  Edited  by 
M.  Ralph  Kaufman,  M.D.  Octavo  of  482 
pages,  illustrated.  New  York,  International 
Universities  Press,  Inc.,  1965.  Cloth,  $10. 

Surgery  and  Ambroise  Pare.  By  J.  F. 
Malgaigne.  Translated  from  the  French  and 
edited  by  Wallace  B.  Hamby,  M.D.  Octavo  of 
435  pages.  Norman,  University  of  Oklahoma 
Press,  1965.  Cloth,  $10. 

Homer  William  Smith,  Sc.D.  His  Scientific 
& Literary  Achievements.  Edited  by  Her- 
bert Chasis,  M.D.,  and  William  Goldring,  M.D. 
Octavo  of  282  pages,  illustrated.  New  York, 
New  York  University  Press,  1965.  Cloth, 
$4.50. 

Medical  Department,  United  States  Army. 
Surgery  in  World  War  II.  Volume  II. 
Thoracic  Surgery.  Prepared  and  published 
under  the  direction  of  Lieutenant  General 
Leonard  D.  Heaton,  The  Surgeon  General, 
United  States  Army.  Editor  in  Chief,  Colonel 
Arnold  Lorentz  Ahnfeldt,  MC,  USA.  Editor 
for  Thoracic  Surgery,  Frank  B.  Berry,  M.D. 
Associate  Editor,  Elizabeth  M.  McFetridge, 
M.A.  Octavo  of  615  pages,  illustrated.  Wash- 
ington, D.C.,  Office  of  the  Surgeon  General, 
Department  of  the  Army,  1965.  Cloth,  $7.25. 

Progress  in  Neurology  and  Psychiatry. 
Volume  XX.  Edited  by  E.  A.  Spiegel,  M.D. 
Octavo  of  783  pages.  New  York,  Grune  & 
Stratton,  1965.  Cloth,  $17.50. 

Bedside  Diagnosis.  By  Charles  Seward, 
M.D.  Seventh  edition.  Duodecimo  of  568 
pages,  illustrated.  Baltimore,  The  Williams 
and  Wilkins  Company,  1965.  Cloth,  $8.25. 

*Books  received  for  review  are  acknowledged  promptly 
in  this  column.  No  other  obligation  is  assumed  for  the 
courtesy  of  those  sending  them  for  this  purpose.  Selection  for 
review  is  made  on  the  basis  of  merit  and  reader  interest. 


Biochemical  Approaches  to  Mental  Handi- 
cap in  Childhood.  A Symposium  of  the 
Society  for  the  Study  of  Inborn  Errors  of 
Metabolism  held  at  Liverpool  University  on 
September  16th,  1964.  Edited  by  J.  D. 
Allan  and  K.  S.  Holt.  Octavo  of  84  pages,  il- 
lustrated. Baltimore,  The  Williams  and  Wil- 
kins Company,  1965.  Paper,  $4.50. 

Medicine  in  Transition.  By  Iago  Galdston, 
M.D.  Octavo  of  220  pages.  Chicago,  The 
University  of  Chicago  Press,  1965.  Cloth, 
$5.95. 

The  Parathyroid  Glands;  Ultrastructure, 
Secretion,  and  Function.  Edited  by  Pieter 
J.  Gaillard.  Octavo  of  353  pages,  illustrated. 
Chicago,  The  University  of  Chicago  Press, 
1965.  Cloth,  $15. 

A Short  Textbook  of  Microbiology.  By  D. 

C.  Turk,  D.M.,  and  I.  A.  Porter,  M.D.  Octavo 
of  292  pages,  illustrated.  Philadelphia,  W.  B. 
Saunders  Company,  1965.  Paper,  $3.50. 

Pediatric  Electrocardiography:  Normal 

and  Abnormal  Patterns,  Incorporating  the 
Vector  Approach.  By  Warren  G.  Gunthe- 
roth,  M.D.  Quarto  of  150  pages,  illustrated. 
Philadelphia,  W.  B.  Saunders  Company,  1965. 
Cloth,  $7.00. 

The  Medical  Clinics  of  North  America. 
Philadelphia  Number.  Volume  49 — Num- 
ber 5,  September,  1965.  Specific  Methods 
of  Treatment.  William  A.  Sodeman,  M.D., 
Guest  Editor.  Octavo.  Philadelphia,  W.  B. 
Saunders  Company,  1965.  Published  Bi- 
Monthly  (six  numbers  a year).  Cloth,  $18  net. 

Ciba  Foundation  Symposium  on  Caries- 
Resistant  Teeth.  Edited  by  G.  E.  W. 
Wolstenholme,  O.B.E.,  and  Maeve  O’Connor, 
B.A.  With  43  illustrations.  Octavo  of  338 
pages.  Boston,  Little,  Brown  and  Company, 
1965.  Cloth,  $12.50. 

Ciba  Foundation  Symposium  on  Comple- 
ment. Edited  by  G.  E.  W.  Wolstenholme, 
O.B.E.,  and  Julie  Knight,  B.A.  With  50  illus- 
trations. Octavo  of  388  pages.  Boston,  Little, 
Brown  and  Company,  1965.  Cloth,  $12.50. 

Atlas  of  Descriptive  Histology.  By  Edward 
J.  Reith,  Ph.D.,  and  Michael  H.  Ross,  Ph.D. 
Quarto  of  210  pages,  illustrated.  New  York, 
Hoeber  Medical  Division,  Harper  & Row,  1965. 
Cloth,  $8.50, 
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Shock  and  Hypotension;  Pathogenesis  and 
Treatment.  The  Twelfth  Hahnemann 
Symposium.  Edited  by  Lewis  C.  Mills,  M.D., 
and  John  H.  Moyer,  M.D.  Quarto  of  718 
pages,  illustrated.  New  York,  Grune  & Strat- 
ton, 1965.  Cloth,  $29. 

Cell  K.  By  Roderick  P.  Kernan,  D.Sc. 
Duodecimo  of  152  pages,  illustrated.  Washing- 
ton, Butterworths,  1965.  Cloth,  $5.75. 

Development  and  Disorders  of  Speech  in 
Childhood.  By  Isaac  W.  Karlin,  M.D., 
David  B.  Karlin,  M.D.,  and  Louise  Gurren, 
Ph.D.  Octavo  of  311  pages,  illustrated. 
Springfield,  111.,  Charles  C Thomas,  1965. 
Cloth,  $9.00. 

Hysteria:  The  History  of  a Disease.  By 

Ilza  Veith.  Octavo  of  301  pages,  illustrated. 


Chicago,  The  University  of  Chicago  Press, 
1965.  Cloth,  $7.95. 

Functional  and  Surgical  Anatomy  of  the 

Hand.  By  Emanuel  B.  Kaplan,  M.D.  Sec- 
ond edition.  Quarto  of  337  pages,  illustrated. 
Philadelphia,  J.  B.  Lippincott  Company,  1965. 
Cloth,  $18.50. 

Diuretic  Therapy.  An  appraisal  of  diuretic 
drugs.  Edited  by  Arthur  C.  DeGraff,  M.D., 
and  Alan  F.  Lyon,  M.D.  From  articles  appear- 
ing in  1964-65  issues  of  American  Heart  Journal. 
Quarto  of  41  pages.  St.  Louis,  The  C.  V. 
Mosby  Company,  1965.  Paper,  $3.50. 

Give  and  Take:  The  Biology  of  Tissue 

Transplantation.  By  Francis  D.  Moore, 
M.D.  Duodecimo  of  216  pages,  illustrated. 
Garden  City,  N.Y.,  Anchor  Books,  Doubleday 
& Company,  Inc.,  1965.  Paper,  $1.25. 


Books  Reviewed 


The  Principles  and  Practice  of  Hypno- 
analysis.  By  Jerome  M.  Schneck,  M.D. 
Octavo  of  224  pages.  Springfield,  111.,  Charles 
C Thomas,  1965.  Cloth,  $11.50. 

Hypnosis  is  enjoying  a resurgence  of  interest 
by  the  members  of  the  medical  profession. 
Although  hypnoanalysis  is  an  esoteric  psy- 
chiatric modality  of  therapy,  there  are  many 
practitioners  in  other  disciplines  of  medicine 
who  will  find  the  concepts  propounded  in  this 
book  to  be  useful  to  them  in  their  own  practices. 

The  two-stage  hand  levitation  technic  of 
hypnotic  induction,  hypnotic  scene  visualization 
including  the  “Little  Me”  phenomenon  (a 
small  version  of  the  patient  associated  with  a 
younger  age  level  but  not  an  actual  regressed 
state),  the  nature  of  hidden  determinants  in 
deceptive  requests  for  hypnoanalysis,  and  the 
analysis  of  hypnotic  sensory  and  motor  phe- 
nomena are  discussed  in  detail. 

Earlier  books  on  the  subject  of  hypnoanalysis 
were  wont  to  treat  at  great  length  one  case 
history.  This  extensive  type  of  presentation  is 
replaced  in  Schneck’s  text  by  a rich  array  of  case 
illustrations  and  case  references  which  clarify 
the  collected  concepts  constituting  the  core  of 
the  manuscript. 

The  format  is  less  structured  and  more  dis- 
cursive than  one  would  expect  in  a textbook. 
This  presentation,  in  the  reviewer’s  opinion, 
facilitates  an  understanding  of  a rather  complex 


subject. — Leo  Wollman,  M.D. 

Ciba  Foundation  Symposium  on  Animal 
Behaviour  and  Drug  Action.  Editor  for  the 
Coordinating  Committee,  Hannah  Steinberg, 
Ph.D.  Editors  for  the  Ciba  Foundation,  A.  V. 
S.  de  Reuck,  M.Sc.,  and  Julie  Knight,  B.A. 
With  103  illustrations.  Octavo  of  491  pages. 
Boston,  Little,  Brown  and  Company,  1964. 
Cloth,  $13. 

This  is  the  proceedings  of  the  tenth  Ciba 
meeting  on  drug  reactions.  The  purpose  is  to 
promote  international  cooperation  in  the  fur- 
therance of  understanding  of  the  different 
disciplines  in  medical  and  chemical  research. 
Three  hundred  fifty  people  attended  the  first 
session  at  the  Middlesex  Hospital  Medical 
School  in  London.  Here  it  was  in  reference  to 
behavioral  levels  and  in  terms  of  neurophysio- 
logic and  biochemical  factors.  The  second  part, 
with  about  30  invited  participants,  took  place  at 
Ciba  Foundation.  Several  topics  of  the  earlier 
discussion  were  explored  in  greater  detail,  in 
particular  the  problem  of  legitimate  extrapola- 
tion from  effects  in  animals  to  effects  in  man. 
Many  worth-while  suggestions  of  research  as 
well  as  clinical  value  are  contained  especially  in 
relation  to  antipsychiatric,  antidepressive,  and 
antianxiety  drugs. — Bernard  Seligman,  M.D. 

continued  on  page  2852 
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Conditioning  Techniques  in  Clinical  Prac- 
tice and  Research.  Edited  by  Cyril  M. 
Franks,  Ph.D.  Octavo  of  328  pages,  illustrated. 
New  York,  Springer  Publishing  Company,  Inc., 
1964.  Cloth,  $8.50. 

The  editor  is  director,  Psychology  Service 
and  Research  Center,  New  Jersey  Neuro- 
Psychiatric  Institute.  He  is  highly  qualified 
to  write  authoritatively  as  is  indicated  in  the 
preface  and  introduction  as  well  as  in  the  selec- 
tion of  the  25  papers  comprising  this  volume. 

Dr.  Franks  stirs  a refreshing  breeze  into  the 
area  of  psychiatric  treatment  which  has,  per- 
haps, had  its  apogee  of  so-called  dynamic 
psychoanalytic  brand  of  psychiatry.  He  points 
out  the  growing  trend  of  the  past  ten  years  which 
embraces  an  objective  behavioral  orientation 
in  the  etiology,  diagnosis,  and  treatment  of 
various  types  and  degrees  of  psychiatric  illness 
and  psychosomatic  disorders.  He  feels  that 
the  psychoanalytic  faction  has  not  made  sig- 
nificant clinical  contributions  judged  by  positive 
findings  measured  by  objective  scientifically 
controlled  studies.  Improvement  in  psychiatric 
treatment  today  has  not  stemmed  from  psy- 
chodynamic theory  or  technic  but  rather  from 
Meyerian  methodology  exemplified  by  distribu- 
tive analysis  and  synthesis,  pharmacology, 
physical  treatment  methods,  better  nursing, 
occupational  and  recreational,  as  well  as  ha- 
bilitation  and  rehabilitation  services.  These 
have  been  implemented  by  family  and  commu- 
nity constructive  forces. 

This  volume  aims  to  bring  to  the  front  the 
growing  importance  of  conditioning  technics 
in  various  clinical  problems  including  diagnostic, 
prognostic,  and  treatment  aspects.  Credit 
is  given  to  the  basic  pioneering  work  of  Pavlov 
and,  to  a lesser  extent,  to  Hull  and  Watson. 
This  volume  makes  known  significant  Western 
and  Soviet  developments  in  a variety  of  well- 
chosen  clinical  studies. 

The  contents  are  divided  into  six  parts: 
Conditioning  Procedures  as  Diagnostic  Aids, 
in  which  America’s  foremost  reflexologist,  Dr.  W. 
Horsley  Gantt,  contributed  “The  Conditional 
Reflex  Function  as  an  Aid  in  the  Study  of  the 
Psychiatric  Patient”;  followed  by:  Evaluation 
and  Prediction,  Clinical  Research,  Aversion 
Therapies,  Non-aversive  Conditioning  Ther- 
apies, and  Operant  Techniques.  The  foregoing 
papers  illustrate  therapeutic  values  with  re- 
spect to  alcoholism,  hysterical  reactions,  asth- 
matic attacks,  tics,  fits,  chronic  psychoses, 
addiction,  eneuresis,  smoking,  pain,  and  many 
other  problems. 

This  volume  fills  a timely  need  for  bringing 
recognition  to  the  greater  utilization  of  con- 
ditioning and  learning  technics  in  behavior 
modification.  It  also  aims  to  encourage  phy- 
sicians, psychiatrists,  psychologists,  and  other 
professional  groups  to  gain  a working  knowledge 
of  the  principles  and  practices  involved  as  a 
means  of  significantly  contributing  to  research 
and  the  practice  of  medicine. — Frederick  L. 
Patry,  M.D. 
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Each  tablet  contains:  Extract  of  Rhubarb. 
Senna,  Precipitated  Sulfur,  Peppermint  Oil 
and  Fennel  Oil,  in  a highly  activated  char- 
coal base. 

Action  and  Uses:  Mild  laxative  adsorbent 
and  carminative:  For  use  in  indigestion, 
hyperacidity,  bloating  and  flatulence.  An 
excellent  detoxifying  substance  with  a wide 
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SEALS 


HELP  FICHT  TUBERCULOSIS  AND 
OTHER  RESPIRATORY  DISEASES 


IRRIGOL 

for  quantity  irrigations 
—Soothing,  aseptic 

Send  for  clinical  sample 

THE  ALKALOL  COMPANY 

Taunton  30,  Mass. 


REAL  WESTERN  STYLE  STEAKS, 
CHOPS  AND  PRIME  RIBS 

224  WEST  46th  ST.  N.Y.C.  Cl  5-1848 


PINEWOOD  Walter  A ' ME^.^RKTOR  ' ** 

EST  1930 

J.  Epstein,  M.D.,  L.F.A.PA. — L.  Wender,  M.D.,  L.F.A.P.A. 
Katonah,  N.Y.  Tel:  CEntral  2-3155  NYC,  Direct,  Tel:  CY  5-0264 

A psychiatric  hospital  offering  individual  treatment  for  all 
nervous  and  mental  disorders,  alcoholism  and  drug  addiction. 
Psychoanalytically  oriented.  Pharmacological  and  electro- 
therapeutic  methods.  Rates — moderate.  u 


“ There's  a dealer  in  old,  rare  books  who  would  like 
to  talk  to  you  about  some  of  the  magazines  in  the 
reception  room.” 


HOLBROOK  MANOR  nhomeg 

Five  Acres  of  Pinewo'  ded  Grounds 

SENILE— AGED 

Non-sectarian,  oietary  laws  observed 
Medical  Director,  O.  L.  Friedman,  M.D.,  Q-P-,  M.A.P.A. 
HOLBROOK,  L.  I.  N.  Y.  Office;  TRafalgar  7-2666 


TRAINED  MEDICAL  ASSISTANTS 

to  save  your  valuable  time,  assume  responsibility  for  appoint- 
ments, patients,  records,  assist  you  with  lab,  X-ray,  E.K.G., 
B.M.R.,  etc.  The  Mandl  School  for  Medical  Assistants  has 
been  training  in  these  fields  for  41  years,  our  graduates  have 
sound  professional  skills.  Free  Placement  Service. 

Mandl  School  i54(S*f4cs^V4 19 

175  Fulton  Ave.,  Hempstead,  L.l.  (516)  IV  1-2774 
EST.  1924  • Licensed  by  the  State  of  New  Yorft  
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PHYSICIANS  WANTED 


1NTERNSHIPS-AMA  APPROVED  ROTATING.  ST. 
Joseph’s  Hospital.  Yonkers,  New  York.  Accredited  165 
bed  hospital.  Integrated  educational  program  organized 
by  Director  of  Medical  Education:  abundant  in-patient 

and  out-patient  material  for  clinical  training.  Annual 
stipend  $4800,  plus  modern  living  accommodations.  Open- 
ings for  July  1966.  ECFMG  certificate  required.  Apply 
Administrator,  St.  Joseph’s  Hospital,  Yonkers,  N.  Y. 


UPSTATE  NEW  YORK  COMMUNITY  NEEDS  PHYS- 
ician.  Near  Lake  Ontario,  heart  of  dairy  and  fruit  farm- 
ing area.  Attractive  home  available.  Excellent  schools. 
Unlimited  practice.  Also  in  need  of  a dentist.  Please 
reply  to  Mr.  John  Hall,  Red  Creek,  N.Y.  13143. 


ANESTHESIOLOGIST,  BOARD  ELIGIBLE,  START 
$22-26,000.  New  department;  excellent  environment  and 
reasonable  work  load;  little  obstetrics.  Bernard  F. 
Brophey,  M.D.,  St.  Luke’s  Hospital,  Newburgh,  New  York. 


EMERGENCY  ROOM  PHYSICIANS  WANTED. 
Group  in  formation.  Full  time,  no  private  practice 
allowed.  Fee  for  service  with  $25,000  annual  guarantee. 
Large,  new  physical  facility  with  expanding  attendance. 
Thriving  industrial  city  with  excellent  residential  areas. 
N.Y.  State  license.  A.  J.  Graziani,  M.D.,  Chairman, 
E.  R.  Committee,  St.  Mary’s  Hospital,  Rochester,  N.Y. 


ANESTHESIOLOGIST— PITTSFIELD  GENERAL  HOS- 
pital,  Pittsfield,  Massachusetts.  Position  available  Jan- 
uary 1966.  Board  eligible  or  certified.  Salary  commen- 
surate with  training  and  experience.  263  beds,  all  types  of 
surgery.  Approved  residency  training  program.  Con- 
tact W.  R.  Padget,  M.D.,  Director  of  Anesthesiology. 


INTERNIST  WANTED,  UNDER  45  YEARS  OF  AGE, 
to  join  a medical  group  in  Ellenville,  N.Y.  Write  or  call 
Ellenville  Medical  Group,  Ellenville,  N.  Y.  (914)  647- 
5300. 


GENERAL  PRACTITIONER  TO  JOIN  ME  IN  LARGE 
family  practice  with  swift  partnership.  Ideal  office. 
100,000  industrial  community.  Boris  A.  Golden,  M.D., 
720  Park  Place,  Niagara  Falls,  N.Y. 


FAIRFIELD  COUNTY,  CONNECTICUT— METRO- 
politan  Area  has  community  need  for  a pediatrician.  New 
department  in  expanding  general  hospital  requires  an  ener- 
getic pediatrician  to  organize  while  he  establishes  a private 
practice.  Reply  to:  P.  O.  Box  638,  Bridgeport,  Conn. 
06601. 


EXCELLENT  OPPORTUNITY  IN  NEW  OFFICE 
building  for  young  pediatrician  in  expanding  area  of  Suffolk 
County.  Call  516  JU  8-2961. 


SURGEON.  BOARD  CERTIFIED  OR  ELIGIBLE; 
Margaretville,  N.  Y.  Hospital  fully  accredited.  Four 
season  recreation  area  in  Catskill  Mountains.  Adequate 
social  and  educational  facilities.  Some  general  practice 
until  established.  Guarantee  income.  Apply  W.  B. 
Sheldon,  Administrator,  Margaretville  Hospital,  Margaret- 
ville, N.Y. 


PHYSICIANS  WANTED— CONT’D 


MEDICAL  DIRECTOR-ASST.  TOP  VOLUNTARY 
health  agency.  Permanent  position.  MD  interested  in 
post  graduate  education  & training.  Internist  with  clinical 
experience  preferred.  Full  range  of  benefits  including  ex- 
cellent retirement  plan.  Headquartered  in  New  York  City. 
Curriculum  vitae  to:  Box  271,  % NYSJM. 


FAMILY  PHYSICIAN,  BOARD  QUALIFIED,  TO  WORK 
with  group  in  field  of  internal  medicine.  Downtown  Man- 
hattan area.  Hours  can  be  arranged.  Salary  open.  Box 
270,  % NYSJM. 


MEDICAL  DIRECTOR:  FOR  GERONTOLOGICAL 

village  near  West  Palm  Beach,  Florida.  Work  is  stimulat- 
ing in  very  pleasant  surroundings.  Salary  $15,000  per  year 
with  paid  vacations  and  excellent  fringe  benefits.  Beauti- 
fully furnished  residence  with  full  maintenance  included. 

. Box  269,  % NYSJM. 


POSITIONS  WANTED 


MEDICAL  ASSISTANTS  AND  SECRETARIES.  LAB- 
oratory  and  X-Ray  Techs.  Well  trained  and  highly  quali- 
fied personnel  (male  & female).  Phone  CH  2-2330  Ext. 
6,  Placement  Dept.,  or  write  Eastern  School  for  Physicians’ 
Aides,  Dept.  69,  85  Fifth  Ave.,  New  York  3,  N.  Y. 
(Founded  1936  by  two  member  physicians.) 


ANESTHESIOLOGIST,  AMERICAN  BOARD  CERTI- 
fied,  available  part  time,  New  York  metropolitan  area. 
Box  268,  % NYSJM. 


RADIOLOGIST,  BOARD  CERTIFIED,  BROAD  Ex- 
perience including  nuclear  medicine,  is  seeking  part  time 
position  in  hospital,  clinic  or  group.  Prefer  Brooklyn, 
Queens  or  Long  Island.  Box  272,  % NYSJM. 


PRACTICES  FOR  SALE  OR  RENT 


LONG  ISLAND,  SOUTH  SHORE,  ACTIVE  GENERAL 
practice,  on  main  highway,  center  of  town.  Modern,  2 
doctor,  7 room  office  attached  to  2 story  attractive  home 
with  2 car  garage  and  own  parking  area.  Immediate 
practice  and  income.  Obstetrics  if  desired.  Also  suitable 
for  specialists.  Retiring.  Box  250,  % NYSJM. 


GENERAL  PRACTICE  ESTABLISHED  10  YEARS; 
home-office  in  beautiful  eastern  Suffolk  community. 
Doctor  leaving  town.  Will  introduce.  Box  267,  % NYSJM 
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NEED  QUICK  RESPONSE? 
Want  Good  Results? 


Experience  proves  that  you  get  both  in 
the  classified  ad  section  of  the  New  York 
State  Journal  of  Medicine. 


MISCELLANEOUS 


BILLING  SERVICE-COLLECTIONS-LABOR  SAVING 
office  techniques.  A statewide  service-35  years  experience 
specializing  in  medical  accounts  assures  satisfactory  results. 
Mail  your  bill-head  for  full  details.  Crane  Discount  Corp., 
221  W.  41st  St.,  New  York,  N.  Y.  10036. 


REAL  ESTATE  FOR  SALE  OR  RENT 


80’S  EAST  (5TH  AVE.).  BEAUTIFUL  TOWNHOUSE. 
Professions^  office:  5 rms.,  fir.  thru,  1,000  sq.  ft.  Separate 
entrance.  $350  mo.  Hanfield,  Callen,  Ruland  & Benja- 
min ,434  Sixth  Ave.  (Miss  Preziosi),  OR  4-9100. 


FURNISHED  OR  UNFURNISHED  SUITES  AVAIL- 
able.  Ideal  for  specialists.  Flower  Hill  Medical  Bldg., 
Roslyn,  N.  Y.  (516)  MA  7-2840. 


FOR  SALE:  PROFESSIONAL  RESIDENCE,  HUNTING- 
ton  Village,  Long  Island.  Large,  modernized,  beautiful, 
historic  house;  10  rooms.  One  acre  on  busy  corner. 
Box  258,  % NYSJM,  or  call  (516)  265-5111. 


8 FAMILY  CORNER  HOUSE,  2 ENTRANCES,  EAST- 
ern  Pkwy,  Brooklyn.  Near  Brooklyn  Museum.  Suitable 
for  physicians.  Tel.  (516)  CH  8-6660,  Mon..  Thurs.  & 
Fri.  5-6  p.m. 


WOODMERE,  LONG  ISLAND.  RANCH,  CUSTOM- 
Built.  Luxurious.  Corner.  200  X 100.  Beautiful 
landscaping.  11  rooms,  5 bedrooms,  4 baths.  Large 
elegant  den.  Many  extras.  2-room  suite  ideal  for  pro- 
fessional office.  $59,000.  Principals  only.  Phone  516- 
FR.  4-0275. 


SUITABLE  FOR  DOCTOR  OR  DENTIST.  RESIDENCE 
and  five  room  office.  Centrally  located.  Hospitals, 
churches,  schools.  Separate  entrance.  Custom  built 
colonial.  Central  hall,  large  living  room,  fireplace,  dining 
room,  breakfast  room,  two  full  bathrooms,  two  lavatories, 
five  bedrooms,  full  basement,  playroom;  garage  attached. 
Doctor  retiring.  Charles  Aitcheson,  M.D.,  575  Palisade 
Avenue,  Yonkers,  N.Y. 


RESORT  TOWN— HOME  FOR  SALE 

Large  1 1 room  house,  6 bathrooms,  located  in  center 
of  Wurtsboro,  N.  Y.  Ideal  location  for  small  Med- 
ical Center.  Doctor  needed  in  area.  Lot  56'  x 
225'/  2 story  garage.  Desirable  income  property. 

Mrs.  George  Cooper,  P.O.  Box  327,  Wurtsboro,  N.Y. 


REAL  ESTATE  FOR  SALE  OR  RENT— CONT'D 


EXPANDING  ROCKLAND  COUNTY:  OFFICE  SPACE 
in  new  medical  building,  centrally  located  near  3 open 
staff  hospitals.  Need  for  pediatrician,  E.N.T.,  and 
other  subspecialties.  A.  F.  Massaro,  M.D.,  3 College 
Rd.,  Monsey,  N.Y.  Phone:  (914)  EL  2-3376. 


HARTSDALE  ON  CENTRAL  AVENUE.  UNIQUE 
new  professional  center  in  fast-growing  area  offers  im- 
mediate income  to  physicians.  We  are  situated  next  door 
to  major  insurance  company  which  authorizes  our  man  to 
be  their  examining  doctor.  Call  (914)  WH  8-8111  or  (212) 
OL  4-1707. 


2-STORY  PROFESSIONAL  BUILDING:  ESTABLISHED 
dentist  on  2nd  floor.  4-room  ground  floor  apartment  avail- 
able. Corner  86  St.  and  W.  7 St.,  Bklyn.,  opposite  Marl- 
boro Housing  Project  and  Seabeach  subway.  Middle  in- 
come, heavily  populated  area;  only  one  physician  in 
vicinity.  Excellent  opportunity;  must  be  seen.  2845 
86  St.,  Bklyn,  N.Y.  ES  2-0853. 


FOR  SALE:  OCEAN  VIEW  AND  BAY  FRONT,  YEAR- 
round  home,  ideal  doctor’s  retreat.  Exclusive  location, 
Gilgo  Beach,  Long  Island,  43  miles  from  New  York  City. 
Private  beach  for  swimming,  fishing.  30  X 15  living  room, 
3 bedrooms,  2 baths,  wall  to  wall  carpet,  fireplace.  Thermo 
doors  and  windows,  large  garage,  70  ft.  observation  deck 
for  outdoor  dining,  sun  bathing,  etc.  $32,500.  Call  (516) 
SU  1-9074  after  7 p.m.  or  Mr.  Parker,  CH  4-8200. 


165  EAST  32ND  STREET:  NEW,  BEAUTIFUL,  FULLY 
air-conditioned  office  in  the  fashionable  Murray  Hill  area. 
Share  furnished  waiting-room  with  another  psychiatrist. 
Private  entrance  from  street.  Exceptionally  convenient  to 
all  transportation.  $180  includes  cleaning,  G + E,  A-C. 
Call  889-6640  after  6 p.m. 


COMBINATION  OFFICE  IN  HOME,  PERFECTLY 
appointed  for  internist  or  family  practice.  Located  in 
small,  progressive  city  with  diversified  industry,  excellent 
schools  and  modern,  general  hospital.  Owner  retired  for 
reasons  of  health.  W.  A.  Wall,  M.D.,  105  N.  Main  St., 
Cortland,  N.  Y. 


UPSTATE  NEW  YORK:  EIGHT  ROOM  OFFICE  AND 
ten  room  house  completely  furnished.  Ideal  for  two  young, 
married  doctors  contemplating  partnership.  Income  un- 
limited. Partners  could  arrange  time  to  enjoy  this  Adiron- 
dack resort  town,  and  do  hunting,  fishing,  skiing,  golfing 
and  horseback  riding.  Large  barn  with  stable  included  in 
sale.  If  interested,  write  for  appointment  or  list  of  furni- 
ture and  equipment  included.  Box  273,  % NYSJM. 
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. . . but  if  your  patient  can’t  get  away,  relieve  sneezing,  running  nose, 
and  congestion  of  colds  and  sinusitis  all  day  or  all  night  with  one 

ORNADE®  SPANSULE®  CAPSULE 

Trademark  brand  of  sustained  release  capsule 


Each  capsule  contains  8 mg.  of  Teldrin®  (brand  of  chlorpheniramine 
maleate),  50  mg.  of  phenylpropanolamine  hydrochloride,  and  2.5  mg. 
of  isopropamide,  as  the  iodide. 

Summary  of  contraindications,  cautions  and  side  effects:  Do  not  use  in  patients  with  glaucoma,  pro- 
static hypertrophy,  stenosing  peptic  ulcer,  pyloroduodenal  obstruction  or  bladder  neck  obstruction. 
Use  with  caution  in  the  presence  of  hypertension,  hyperthyroidism,  or  coronary  artery  disease. 
Drowsiness;  excessive  dryness  of  nose,  throat  or  mouth;  nervousness  or  insomnia  may  occur  on  rare 
occasions  but  usually  are  mild  and  transitory.  OW’ 

Before  prescribing,  see  SK&F  product  Smith  Kline  & French  Laboratories 

Prescribing  Information. 


Your  HeaItIi, 
Doctor ! 


Tonight,  Doctor,  when  you  finally  get  home  from  a crowded,  hectic 
professional  day,  don't  carry  a grouch  with  you.  Instead,  carry 
home  a bottle  of  California  wine  . . . Sherry  . . . red  or  white  table 
wine  ...  or  Port  . . . 

As  a physician,  you  know  what  stress  can  do  to  family  happiness, 
and  what  wine  can  do  for  stress.*  We'll  be  happy  to  send  you  the 
research  findings,*  at  the  drop  of  a letterhead  from  your  office.  We 
offer  you  a quarter  century  of  painstaking  research  in  the  relation 
of  wine  to  human  health. 

While  you're  at  it,  Doctor  (because  wives  never  read  Medical 
Journals),  why  don't  you  take  home  this  Rx  for  sudden  dropper- 
inners,  such  as  cousins,  mothers-in-law,  old  college  friends,  and 
the  like? 

MIX:  3 parts  California  Medium  Sherry;  1 part  California  Sweet 
Vermouth;  1 part  California  Dry  Vermouth.  Keep  in  refrigerator 
for  emergencies. 

If  you  and  your  lady  would  like  more  information  about  wine,  just 
have  your  office  drop  us  a note,  on  your  professional  letterhead. 
We'll  send  you,  without  charge,  these  useful  booklets:  "USES  OF 
WINE  IN  MEDICAL  PRACTICE,"  "A  GUIDE  TO  WINES,"  and 
"WINE  COOKERY."  Here's  to  your  health,  Doctor,  i Sal ud ! 

*Such  findings  as:  Greenberg,  i.  A.,  and  Carpenter,  J.  A.:  The  Effect  of  Alcoholic 
Beverages  on  Skin  Conductance  and  Emotional  Tension;  Quarterly  }.  Studies  on 
Alcohol,  18:190-204  (june)  1957. 

WINE  ADVISORY  BOARD.  717  MARKET  STREET,  DEPT.lOlBSAN  FRANCISCO  3,  CALIFORNIA 


2859 


staggered  in  search  of  the  Fountain  of  Youth. 


Then  a doctor  prescribed  Antivert; 


clear-headed,  Ponce  went  straight  to  his  goal, 


L 


Antivert® 

(meclizine  HCI,  nicotinic  acid) 

Tablets:  (meclizine  HCI  12.5  mg.  and 
nicotinic  acid  50  mg.) 

Syrup:  (each  5 cc.  teaspoonful  contains 
meclizine  HCI  6.25  mg.  and  nicotinic 
acid  25  mg.) 


stops  vertigo 


complete  to  moderate  relief 
in  9 out  of  10  patients1 


Antivert,  the  leading  anti-vertigo  prod- 
uct,2 combines  meclizine  HCI,  an  out- 
standing drug  for  treatment  of  vestibular 
dysfunction,  with  nicotinic  acid,  a drug 
of  choice  for  prompt  vasodilation.  Out  of 
50  patients  with  Meniere's  syndrome,  re- 
mission of  symptoms  followed  Antivert 
therapy  in  41  (82%);  another  10%.  (5 
patients)  experienced  moderate  relief.1 
Prescribe  Antivert  for  your  patients  with 
vertigo,  Meniere’s  syndrome  and  allied 
disorders. 


Dosage:  One  tablet  or  one  to  two  teaspoonfuls 
(5-10  cc.)  t.i.d.  just  before  meals.  Specific 
requirements  for  individual  patients  should  be 
determined  by  the  physician. 

Supplied:  Tablets  in  bottles  of  100  and  500. 
Syrup  in  pint  bottles.  Rx  only. 


Antivert8  “ 

(meclizine  HCI,  nicotinic  acid) 

most  widely  prescribed 
anti-vertigo  agent2 

Precautions  and  side  reactions:  Frequent, 
short-lived  reactions  include:  cutaneous  flush- 
ing, sensations  of  warmth,  tingling  and  itch- 
ing, burning  of  skin,  increased  gastrointestinal 
motility,  and  sebaceous  gland  activity.  In  ex- 
plaining these  reactions  to  the  patient,  it  is 
suggested  that  they  be  regarded  as  a desirable 
physiological  sign  that  the  nicotinic  acid  is 
carrying  out  its  intended  function  of  vasodila- 
tion. Because  of  this  vasodilation,  severe 
hypotension  and  hemorrhage  are  obvious 
contraindications  to  Antivert  therapy. 

References:  1.  Seal,  J.  C.:  Eye  Ear  Nose  & 
Throat  Month.  38:738  (Sept.)  1959.  2.  Based 
on  1964  data  from  independent  physicians’ 
market  survey  organization. 


J.  B.  Roerig  and  Company 
Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World’s  Well-Being® 
New  York,  N.Y.  10017 
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...and  when  your  Antivert® 
patients  are  near  or  past 
retirement  age 

Neobon® 

geriatric  supplement 

helps  keep  them 

'on  the  go’ 


Neobon  combines  hormones,  essential  hematopoietic  factors,  a digestive 
enzyme,  and  vitamins  and  minerals  with  the  importantamino  acids  L-lysine 
and  glutamic  acid.  When  used  as  adjunctive  therapy,  such  medication  has 
been  shown  to  be  of  value  in  treating  patients  with  the  geriatric  syndrome.1,2 
You,  too,  can  help  your  geriatric  patients  — with  or  without  vertigo  — lead  a 
more  active  life  by  prescribing  Neobon. 


Each  capsule  contains: 


(1)  Vitamins  and  Minerals 

Vitamin  A (acetate)  . . 2000  U.  S.  P.  units 
Vitamin  D (irradiated 

ergosterol) 200  U.  S.  P.  units 

Vitamin  B]  (thiamine 

mononitrate,  U.  S.  P.) 0.5  mg. 

Vitamin  B2  (riboflavin, 

U.  S.  P.) 0.5  mg. 

Vitamin  B6  (pyridoxine  HCI, 

U.  S.  P.) 0.5  mg. 

Niacinamide,  U.  S.  P 50  mg. 

Calcium  pantothenate, 

U.  S.  P 5 mg. 

Vitamin  E (from  alpha 

tocopherol  acetate) 5 I.U. 

Rutin,  N.F 5 mg. 

Cobalt  (from  cobalt 

sulfate) 0.033  mg. 

Molybdenum  (from  sodium 

molybdate) 0.066  mg. 

Copper  (from 

copper  sulfate) 0.33  mg. 

Manganese  (from 

manganese  sulfate) 0.33  mg. 


Magnesium  (from 


magnesium  sulfate)  . . . . 
Iodine  (from 

potassium  iodide) 

Potassium  (from 

potassium  sulfate) 

Zinc  (from 

zinc  sulfate) 

2 mg. 

. . . 0.05  mg. 
. . . 1.66  mg. 
. . . . 0.4  mg. 

(2)  Hematopoietic  Factors 

Iron  (from 

ferrous  sulfate) 

Vitamin  B12  (cobalamin 
concentrate,  N.F.,  as 

Stab  lets®) 

Vitamin  C (ascorbic  acid, 

U.  S.  P.)  

. . . 3.40  mg. 

....  1 meg. 
...  50  mg. 

(3)  Digestive  Enzyme 

Pancreatic  substance* 

(4)  Gonadal  Hormones 

....  50  mg. 

Methyltestosterone 

Ethinyl  estradiol 

. . . . 1.0  mg. 

(5)  Amino  Acids 

L-lysine  

Glutamic  acid 

50  mg. 

....  30  mg. 

*Enzymatically  active  defatted  material  from  250  mg.  of  whole  fresh  pancreas. 

Precautions:  Contraindicated  in  patients  in  whom  estrogen  or  androgen 
therapy  should  not  be  used,  as  in  carcinoma  of  the  breast  or  prostate. 
Dosage:  One  capsule,  t.i.d.  with  meals,  or  as  directed  by  physician. 
Supplied:  Bottles  of  60  capsules.  Rx  only. 

References:  1.  Dufficy,  R.  G.,  Jr.:  J.  Am.  Geriatrics  Soc.  5:936  (Nov.)  1957. 
2.  Ende,  M.:  Southwestern  Med.  38:625  (Oct.)  1957. 


J.  B.  Roerig  and  Company 
Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World’s  Well-Being® 
New  York,  N.Y.  10017 
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Age  12-13-nottoo  soon  to  pay  attention  to  her  acne 


At  the  first  sign  of  acne... the  first  comedone  or 
seborrhea . . . “this  is  the  time  to  institute  preventive 
measures  — the  time  to  try  to  prevent  progression 
to  pustulation  and  scarring.”1  Regular,  frequent 
washing  with  pHisoHex,  antibacterial  detergent, 
can  enhance  any  acne  management  program,  help 
to  clear  acne  skin  faster  and  better. 
pHisoHex  is  more  than  a superior  cleanser.  It  con- 
tains 3 per  cent  hexachlorophene,  an  optimal 
amount.  This  powerful  antibacterial  agent  is  de- 
posited on  the  skin  where,  as  an  invisible,  tena- 
cious film,  it  degerms  between  washings.  Among 
67  acne  patients  who  used  pHisoHex,  “...results 
were  eminently  satisfactory.”2  When  pHisoHex 
was  used  as  the  wash  in  another  series  of  42  acne 
patients,  “no  patient  failed  to  improve.”3 
Why  not  recommend  three  or  four  pHisoHex  wash- 
ings daily  and  exclusively  to  all  your  acne  patients? 
pHisoHex  provides  superior  cleansing  action  and 
is  nonalkaline,  hypoallergenic  and  "kind”  to  skin. 
And  for  “...a  very  effective  topical  treatment  for 
acne  vulgaris”4  prescribe  keratolytic  pHisoAc® 
Cream  along  with  pHisoHex.  pHisoAc  Cream  con- 
tains colloidal  sulfur  6 per  cent,  resorcinol  1.5  per 


cent  and  hexachlorophene  0.3  per  cent.  It  dries, 
peels  and  masks  lesions.  Of  100  patients  treated 
with  pHisoHex  and  pHisoAc  (and  a low-fat  diet), 
79  showed  good-to-excellent  improvement.4 
pHisoHex  is  available  in  unbreakable  plastic 
squeeze  bottles  of  5 oz.  and  1 pint,  in  plastic  bot- 
tles of  1 gallon.  pHisoAc  is  supplied  in  tubes  of  IV2 
oz.  For  complete  acne  therapy,  prescribe  or  rec- 
ommend the  special  Combination  Package  con- 
taining both  pHisoHex  and  pHisoAc  Cream. 

References:  1.  Handelman,  Cathryn  C.:  Early  management 
of  acne,  Pediat.  Clin.  North  America  8:265,  Feb.,  1961. 
2.  McLean,  I.  E.  D.;  Graham,  K.  T.,  and  East,  M.  O.:  The 
treatment  of  acne;  a trial  of  “pHisoHex,”  Practitioner  189: 
82,  July,  1962.  3.  Hodges,  F.  T.:  Therapeutic  applications  of 
an  antiseptic  detergent,  GP  14:86,  Nov.,  1956.  4.  Wexler, 
Louis:  Treatment  of  acne  vulgaris,  Clin.  Med.  70:404,  Feb., 
1963. 
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ENDO  LABORATORIES  INC.,  Garden  City.  New  York 


tions  responsible  for  irritation  • 
provides  prompt  symptomatic  relief 
of  allergic  symptoms  ■ is  well  tol- 
erated ■ rarely  causes  constipation 
Average  Dosage:  Adults,  1 tea- 
spoonful after  meals  and  at  bedtime 
with  food.  Children  6-12  years, 

1/2  teaspoonful;  3-6  years.  y4  tea- 
spoonful; 1-3  years,  10  drops; 

6 months  to  1 year.  5 drops.  Admin- 
ister after  meals  and  at  bedtime 
with  food.  On  oral  Rx  where  state 
laws  permit. 

Caution:  Should  be  used  with  caution 
in  patients  with  known  idiosyncra- 
sies to  phenylephrine  hydrochloride 
and  in  those  with  moderate  or 
severe  hypertension,  hyperthyroid- 
ism or  advanced  arteriosclerosis. 

In  these  patients  the  use  should  not 
exceed  three  days.  Hycomine  Syrup 
is  generally  well  tolerated  but 
in  some  patients  drowsiness,  dizzi- 
ness or  nausea  may  occur. 


treat  the  cough  as  well  as  the  cold 

Hycomine  Syrup 


Each  teaspoonful  (5  cc.)  contains: 

Hycodan® 

Hydrocodone  bitartrate  . . . . 5 mg. ) 

(Warning:  May  be  habit-forming)  I 6 5 mg 

Homatropine  methylbromide  . . . 1.5  mg.  } 

Pyrilamine  maleate 12.5  mg. 

Phenylephrine  hydrochloride 10  mg. 

Ammonium  chloride 60  mg. 

Sodium  citrate 85  mg. 


(with  methylparaben  0.13%  and  propylparaben  0.02%  as  pre- 
servatives) 

in  a highly  palatable  cherry-flavored  vehicle 

Arrests  both  productive  and  nonproductive 
cough,  without  suppressing  productive  cough 
• decongests  the  airways  • liquefies  secre- 

U.  S Pat  2 630.400 


Officers 


Medical  Society  of 
the  State  of  New  York 


Waring  Willis,  M.D.,  Westchester 
George  A.  Burgin,  M.D.,  Herkimer 
James  M.  Blake,  M.D.,  Schenectady 
Sol  Axelrad,  M.D.,  Queens 
Walter  T.  Heldmann,  M.D.,  Richmond 
Carl  Goldmark,  Jr.  M.D.,  New  York 
Samuel  Z.  Freedman,  M.D.,  New  York 
Thomas  F.  McCarthy,  M.D.,  Bronx 
Frederick  A.  Wurzbach,  Jr.,  M.D.,  Bronx 
E.  Dean  Babbage,  M.D.,  Erie 


President 
Past- President 
President-Elect 
Vice-President 
Secretary 

Assistant  Secretary 
Treasurer 

Assistant  Treasurer 

Speaker 

Vice-Speaker 


Councillors 

Term  Expires  1966 
George  Himler,  M.D.,  New  York 
Edward  C.  Hughes,  M.D.,  Onondaga 
Joseph  J.  Kaufman,  M.D.,  Wayne 
Solomon  Schussheim,  M.D.,  Kings 

Term  Expires  1967 
John  H.  Carter,  M.D.,  Albany 
John  F.  Kelley,  M.D.,  Oneida 
Walter  S.  Walls,  M.D.,  Erie 
Joseph  G.  Zimring,  M.D.,  Nassau 

Term  Expires  1968 

Charles  M.  Brane,  M.D.,  Westchester 
John  E.  Lowry,  M.D.,  Queens 
Edward  Siegel,  M.D.,  Clinton 
C.  Stewart  Wallace,  M.D.,  Tompkins 

Trustees 

Renato  J.  Azzari,  M.D.,  Bronx,  Chairman 
Thurman  B.  Givan,  M.D.,  Kings 
Gerald  D.  Dorman,  M.D.,  New  York 
Joseph  A.  Lane,  M.D.,  Monroe 
John  M.  Galbraith,  M.D.,  Nassau 
Leo  E.  Gibson,  M.D.,  Onondaga 
Norman  S.  Moore,  M.D.,  Tompkins 

The  Council  is  composed  of  the  officers,  the 
councillors , and  the  chairman  of  the  Board  of 
Trustees. 


Headquarters  Staff 

750  Third  Avenue,  New  York,  New  York  10017 
Tel:  212  YUkon  6-5757 
Henry  I.  Fineberg,  M.D., 

Executive  Vice-President 
J.  Richard  Burns,  Esq., 

Assistant  Executive  Vice-President 
Director,  Business  Division 
George  W.  Forrest,  Jr.,  Assistant  to  the 
Executive  Vice-President 
Doris  K.  Dougherty,  Executive  Assistant 
William  Hammond,  M.D.,  Director, 

Division  of  Scientific  Publications 
Editor,  New  York  State  Journal  of  Medicine 
James  Greenough,  M.D.,  Director, 

Division  of  Scientific  Activities 
Robert  Katz,  M.D.,  Director, 

Division  of  Industrial  Health 
and  Workmen's  Compensation 
George  P.  Farrell,  Director, 

Division  of  Medical  Care  Insurance 
Guy  D.  Beaumont,  Director, 

Division  of  Communications 

Legal  Counsel 

William  F.  Martin,  Esq.,  Counsel 

Robert  J.  Bell,  Esq.,  Attorney 

Martin,  Clearwater  & Bell,  355  Lexington 
Avenue,  New  York,  New  York  10017 

Tel:  212  OXford  7-3122 

Authorized  Indemnity  Representative 

James  M.  Arnold,  2 Park  Avenue,  New  York, 
New  York  10016 

Tel:  212  MUrray  Hill  4-3211 


2866 


following 

infection 


STRESSCAPS  B and  C vitamins  in  therapeutic  amounts... 
help  the  body  mobilize  defenses  during  convalescence ...  aid 
response  to  primary  therapy.  The  patient  with  a severe  infec- 
tion, and  many  others  undergoing  physiologic  stress,  may 
benefit  from  STRESSCAPS. 

STRESSCAPS  (I) 

Stress  Formula  Vitamins  Lederle  Pi  , ,!i  B 


Each  capsule  contains: 

Vitamin  Bi  (as  Thiamine  Mononitrate)  10  mg. 


Vitamin  B2  (Riboflavin)  10  mg. 

Niacinamide  100  mg. 

Vitamin  C (Ascorbic  Acid)  300  mg. 

Vitamin  B6  (Pyridoxine  HCI)  2 mg. 

Vitamin  B 1 2 Crystalline  4mcgm. 

Calcium  Pantothenate  20  mg. 


Recommended  intake:  Adults,  1 capsule 
daily,  for  the  treatment  of  vitamin  deficien- 
cies. Supplied  in  decorative  “reminder” 
jars  of  30  (one  month’s  supply)  and  100 
(three  months’  supply). 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York  ( 
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Medical  Meetings 


Calendar  of  events  at 
Mount  Sinai  Hospital 

The  Mount  Sinai  Hospital  has  resumed  its 
medical  grand  rounds  and  clinico-pathologic 
conferences  for  the  1965-1966  season.  The 
grand  rounds  will  be  conducted  by  Alexander  B. 
Gutman,  M.D.,  director  and  physician-in-cliief 
of  the  Department  of  Medicine,  and  his  staff. 
The  clinico-pathologic  conferences  will  be  con- 
ducted by  Dr.  Gutman  and  by  Hans  Popper, 
M.D.,  director  and  pathologist-in-chief  of  the 
Department  of  Pathology. 

Dates  for  the  meetings  are  as  follows:  Medical 
Grand  Rounds — December  1,  15;  January  12, 
26;  February  9,  23;  March  9,  23;  and  April  6, 
20.  Clinico-Pathologic  Conferences — December 
8,  12,  22;  January  5,  19;  February  2,  16; 
March  2,  16,  30;  and  April  13,  27. 

Annual  meeting  announced 
by  Academy  of  Dermatology 

The  American  Academy  of  Dermatology  will 
hold  its  24th  annual  meeting  December  4 
through  9 at  the  Palmer  House  in  Chicago.  The 
meeting  is  offering  both  postgraduate  education 
courses  and  scientific  presentations  on  topics  of 
research  and  clinical  importance. 

The  postgraduate  courses,  each  lasting  twelve 
hours,  will  include  such  subjects  as  histo- 
pathology,  radiation  therapy,  fundamentals  of 
cutaneous  allergy  and  immunology,  structure 
and  function  of  the  skin,  cutaneous  surgery, 
advances  in  biologic  sciences  in  relation  to 
dermatology,  carcinogenesis,  percutaneous  ab- 
sorptions, and  microbiology.  A total  of  84  in- 
formal discussion  groups  with  authorities  on 
various  aspects  of  dermatology  are  being 
scheduled  throughout  the  meeting.  Scientific 
presentations  this  year  will  be  given  during 
symposia  on  internal  medicine  and  dermatology, 
industrial  and  environmental  dermatoses,  mili- 
tary dermatology,  physiology  and  biochemistry 
of  the  skin,  dermatologic  genetics,  comparative 
dermatoses,  syphilis  and  venereal  diseases, 
diagnosis  and  treatment  of  fungal  infections, 
common  dermatoses,  dermatologic  endocrinol- 
ogy, practical  applications  of  physical  therapy, 
mucous  membrane,  lesions,  pharmaceutic  thera- 
peutics, and  recent  advances  in  cutaneous  medi- 
cine. One  of  four  special  lectures  will  be  given 
by  Donald  G.  McKay,  M.D.,  Delafield  Pro- 
fessor of  Pathology,  Columbia  University  Col- 
lege of  Physicians  and  Surgeons,  who  will  speak 
on  “The  Shwartzman  Reaction  in  Man.” 

Material  for  inclusion  in  the  medical  meetings  section  must 
be  received  six  weeks  prior  to  publication  date. 


Further  information  may  be  obtained  by 
contacting:  Stanley  E.  Huff,  M.D.,  General 

Chairman,  Committee  on  Arrangements,  636 
Church  Street,  Evanston,  Illinois. 

Symposium  for  general  practitioners 

A symposium  for  general  practitioners  will  be 
held  in  Tioga  General  Hospital  in  Waverly,  New 
Y ork,  on  December  4.  The  program  is  accepted 
for  5 accredited  hours  by  the  American  Academy 
of  General  Practice. 

Industrial  health  subject 
of  two  meetings 

The  annual  dinner  and  scientific  meeting  of 
the  New  York  State  Society  of  Industrial 
Medicine  will  take  place  at  5:30  p.m.  on  Decem- 
ber 8 at  the  New  York  University  Club.  Mr. 
L.  A.  Orsini,  director  of  the  Health  Insurance 
Council,  New  York  City,  is  speaker  of  the  eve- 
ning and  will  discuss  “Effects  of  Medicare  on 
Employe  Benefit  Programs.” 

The  1966  American  Industrial  Health  Con- 
ference will  be  held  April  25  through  28,  1966, 
in  Detroit,  Michigan,  with  headquarters  at  the 
Sheraton  Cadillac  Hotel  and  meetings  in  Cobo 
Hall.  The  meeting  is  being  sponsored  by  the 
Industrial  Medical  Association  and  the  Ameri- 
can Association  of  Industrial  Nurses.  This 
medical-nursing  conference  is  comprised  of  the 
annual  meetings  of  the  two  sponsoring  associa- 
tions. In  addition  to  industrial  physicians  and 
nurses,  there  will  be  industrial  hygienists,  safety 
engineers,  public  health  officials,  military  serv- 
ice medical  personnel,  university  faculty  mem- 
bers, management  representatives,  and  others 
who  have  an  interest  in  the  health  of  the  working 
population. 

The  scientific  program,  in  which  many  of  the 
nation’s  experts  in  the  field  of  occupational 
health  will  participate,  will  be  augmented  by 
both  scientific  and  technical  exhibits.  Intensive 
courses  in  selected  areas  of  medical  practice  also 
will  be  presented. 

Further  information  about  the  conference 
may  be  obtained  by  writing:  American  In- 

dustrial Health  Conference,  55  East  Washington 
Street,  Chicago,  Illinois  60602. 

New  cancer  congress  to  meet 

The  first  Caribbean  Cancer  Congress  is 
scheduled  to  be  held  December  12  through  15 
at  the  University  of  the  West  Indies,  Kingston, 
Jamaica.  Sponsored  by  the  University  of  the 
West  Indies  and  the  Jamaica  Cancer  Society, 
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a working  analgesic  ror  the  working  arthritic 


Arthralgen®  rapidly  relieves  early  morning  stiffness  and 
arthritic  pain.  It  promises  a quicker  response  in  most 
patients  because  its  analgesic  ingredients  need  no  meta- 
bolic conversion  before  they  act.  Combining  two  better- 
tolerated,  time-tested,  analgesics,  acetaminophen  and 
salicylamide,  into  a pharmacologically  sound  and  thera- 
peutically effective  formulation,  Arthralgen  relieves  pain 
rapidly  with  less  likelihood  of  gastric  irritation  than 
aspirin. 

in  maintenance  therapy  . . . 

Because  it  contains  no  sodium,  Arthralgen  is  often  a safer 
and  more  suitable  analgesic  for  use  in  the  long-term 
treatments  of  arthritic  patients  who  have  other  conditions 
which  require  sodium  restriction.1 


BRIEF  SUMMARY: 

Arthralgen  and  Arthralgen-PR  are  indicated  in  the  manage- 
ment of  rheumatoid  arthritis,  acute  gouty  arthritis,  rheumatoid 
spondylitis,  osteoarthritis,  bursitis,  librositis,  and  neuritis. 
Arthralgen  may  be  used  for  analgesia  in  colds,  flu,  and  various 
myalgias. 

CONTRAINDICATIONS:  Hypersensitivity  to  any  ingredient. 

As  with  any  drug  containing  prednisone,  Arthralgen-PR  is 
contraindicated,  or  should  be  administered  only  with  care,  to 
patients  with  peptic  ulcer,  tuberculosis,  nephritis,  diabetes 
mellitus,  acute  psychoses,  Cushing’s  syndrome  (or  Cushing's 
disease),  overwhelming  spreading  (systemic)  infection,  or 
predisposition  to  thrombophlebitis. 

Arthralgen-PR  is  generally  contraindicated  in  patients  with 
uremia  and  viral  infections,  including  poliomyelitis,  vaccinia, 
ocular  herpes  simplex,  and  fungus  infections  of  the  eye.  It  is 
also  contraindicated  in  patients  with  chickenpox  or  sus- 
ceptible persons  exposed  to  it. 

PRECAUTION:  Reduction  in  dosage  of  Arthralgen-PR  given 
over  a long  period  should  be  gradual,  never  abrupt. 


Arthralgen' 


Each  tablet  contains: 

Salicylamide  250  mg. 

Acetaminophen 250  mg. 

Ascorbic  acid  (Vitamin  C) 25  mg. 


Arthralgen-PR 

(Arthralgen  with  prednisone  1 mg.) 


SIDE  EFFECTS:  Nausea,  GI  upset,  or  mild  salicylism  may 
rarely  occur.  Symptoms  of  hypercorticoidism  dictate  reduction 
of  dosage  of  Arthralgen-PR. 

DOSAGE:  One  or  two  tablets  four  times  a day.  After  remission 
of  symptoms  dosage  should  be  reduced  to  the  minimum 
maintenance  level. 

REF:  1.  Boreus  & Sandberg,  ACTA.  PHYSIOL.  SCAND., 

28:266,  1953. 

A.  H.  ROBINS  COMPANY.  INCORPORATED  RICHMOND,  VIRGINIA 
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the  Congress  is  for  the  purpose  of  reviewing  re- 
cent advances  in  the  research  on  and  treatment 
of  cancer.  There  will  be  special  emphasis  on 
problems  indigenous  to  the  Caribbean  and  Latin 
American  countries. 

Three  New  York  physicians  will  speak  at  the 
meeting:  Arthur  Holleb,  M.D.,  associate  clini- 
cal director,  Memorial  Hospital  for  Cancer  and 
Allied  Diseases,  on  breast  cancer;  Ernest  L. 
Wynder,  M.D.,  Sloan- Kettering  Institute  for 
Cancer  Research,  on  “Aspects  of  the  Epi- 
demiology of  Cancer”;  and  Aubre  de  L.  May- 
nard, Department  of  Surgery,  Harlem  Hospital 
Center,  on  cancer  of  the  pharynx  and  oesopha- 
gus. 

All  communication  relative  to  attendance  and 
participation  should  be  addressed  to:  Kenneth 
A.  McNeill,  M.D.,  Secretary  General,  First 
Caribbean  Cancer  Congress,  5 Tangerine  Place, 
Kingston  10,  Jamaica,  West  Indies. 

Tumor  conference  and  scanning  symposium 

The  Long  Island  Jewish  Hospital  is  scheduling 
a tumor  conference  for  January  6,  1966,  at  11 
a.m.  The  topic  for  the  conference  will  be  Head 
and  Neck  Cancer — Suggestions  for  Improving 
Treatment,  and  Joseph  Attie,  M.D.,  chief, 
Head  and  Neck  Service,  The  Long  Island 
Jewish  Hospital,  and  Leonard  Liegner,  M.D., 
director  of  radiotherapy,  St.  Luke’s  Hospital, 
will  be  the  speakers. 

The  hospital  is  holding  a scanning  symposium 
on  January  13  from  7:30  to  9:30  p.m.  Speaker 
will  be  Lester  Levy,  M.D.,  attending  physician 
in  charge  of  Nuclear  Medicine  Division,  The 
Long  Island  Jewish  Hospital,  on  “Use  of  99m 
Technetium  in  Brain  Scanning.” 

Both  meetings  will  be  held  in  the  conference 
room  on  the  first  floor,  Queens  General  Hospital, 
82-68  164th  Street,  Jamaica,  New  York. 

Speakers  at  postgraduate  assembly 

Two  New  York  physicians  will  speak  at  the 
thirtieth  annual  session  of  the  International 
Medical  Assembly  of  Southwest  Texas  to  be 
held  in  San  Antonio  on  January  24  through  26, 
1966.  Donald  G.  McKay,  M.D.,  director. 
Department  of  Pathology,  Columbia-Presby- 
terian  Medical  Center,  and  Sidney  C.  Werner, 
M.D.,  consulting  physician  in  endocrinology, 
The  Roosevelt  Hospital,  will  speak  on  their 
respective  fields. 


The  Gill  Memorial  Eye,  Ear,  and  Throat 
Hospital  in  Roanoke,  Virginia,  announces  its 
39th  annual  Spring  Congress  in  Ophthalmology 
and  Otolaryngology  to  be  held  April  4 through 
8,  1966.  Rudolf  Aebli,  M.D.,  Joseph  H.  Krug, 
M.D.,  and  Morton  Rosenthal,  M.D.,  all  of  New 
York  City,  will  be  guest  speakers. 

For  further  information  write:  Superintend- 

ent, Post  Office  Box  1789,  Roanoke,  Virginia. 


Persantin® 

brand  of 
dipyridamole 

Long-term  therapy 
in  chronic 
angina  pectoris 

Therapeutic  effects 

In  chronic  angina  pectoris,  dipyrida- 
mole eliminates  or  reduces  the  fre- 
quency of  anginal  attacks,  improves 
exercise  tolerance,  and  lessens  nitro- 
glycerin requirements.  It  is  not  in- 
tended to  abort  an  acute  anginal 
attack. 

Pharmacologic  effects 

These  include  coronary  vasodilation 
and,  as  shown  in  animal  experiments, 
increased  collateral  coronary  circu- 
lation and  the  preservation  of  mito- 
chondrial structure  and  ATP  levels  in 
the  hypoxic  myocardial  cell. 

Dosage 

Persantin,  brand  of  dipyridamole,  is 
available  as  tablets  of  25  mg.  Two 
tablets  (50  mg.)  3 times  daily,  at  least 
1 hour  before  meals,  is  the  recom- 
mended dosage.  Clinical  response 
may  not  be  evident  before  several 
weeks  of  continuous  therapy. 
Contraindications,  Precautions, 
Adverse  Reactions 
No  specific  contraindications  are 
known.  Since  large  doses  can  pro- 
duce peripheral  vasodilation,  the 
drug  should  be  used  cautiously  in 
patients  with  hypotension  as,  for 
example,  in  acute  myocardial  infarc- 
tion when  the  blood  pressure  may  be 
labile.  Headache,  dizziness,  nausea, 
flushing,  weakness  or  syncope,  and 
mild  gastrointestinal  distress  have 
been  reported. 

Under  license  from 
Boehringer  Ingelheim  G.m.b.H. 

Geigy  Pharmaceuticals 
Division  of 

Geigy  Chemical  Corporation 
Ardsley,  New  York 
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in  chronic 
angina  pectoris 


Persantin® 

brand  of 
dipyridamole 


5%  poor  response  15%  questionable  80%  excellent  or  good 

response  response 


Results  obtained  in  40  patients 
with  angina  pectoris  given 
Persantin,  brand  of  dipyrida- 
mole, for  3 months. 


Response  was  judged  on  the  'n  the  40  patients.  .32  (80  per 
basis  of  number  of  anginal  epi-  cent)  showed  a satisfactory 
sodes,  nitroglycerin  needs,  ex-  (excellent  or  good)  clinical 
ercise  tolerance,  ECG  findings,  response  after  3 months  of 

treatment.” 


Wirecki,  M.:  Dipyridamole:  evaluation 
of  long-term  therapy  in  angina  pectoris, 
Current  Therap.  Res.  5:472, 1963. 


Geigy 


Books  Reviewed 


Medical  Department,  United  States  Army. 
Preventive  Medicine  in  World  War  II. 
Volume  VII.  Communicable  Diseases. 
Arthropodborne  Diseases  Other  Than  Ma- 
laria. Prepared  and  published  under  the  direc- 
tion of  Lieut.  Gen.  Leonard  D.  Heaton,  The 
Surgeon  General,  United  States  Army.  Editor 
in  Chief,  Colonel  John  Boyd  Coates,  Jr.,  MC, 
USA.  Editor  for  Preventive  Medicine,  Ebbe 
Curtis  Hoff,  M.D.  Assistant  Editor  Phebe  M. 
Hoff,  M.A.  Octavo  of  397  pages,  illustrated. 
Washington,  D.C.,  Office  of  the  Surgeon  Gen- 
eral, Department  of  the  Army,  1964.  Cloth, 
$4.25. 

This  historical  volume  deals  with  arthropod 
communicable  diseases  other  than  malaria  or 
tularemia.  The  highlights  are  contributions 
by  Sabin  on  encephalitis,  dengue,  and  sandfly 
fever;  Bayne- Jones  on  typhus  fever  and  yellow 
fever;  Meleney  on  leishmaniasis;  and  Philip 
on  scrub  typhus.  All  interested  in  environ- 
mental medicine  should  appreciate  its  contents 
and  unusual  excellence  of  format  produced  by 
this  series  of  volumes. — Bernard  Seligman, 
M.D. 

Cardiovascular  Drug  Therapy.  The 
Eleventh  Hahnemann  Symposium.  Edi- 
ted by  Albert  N.  Brest,  M.D.,  and  John  H. 
Moyer,  M.D.  Octavo  of  531  pages,  illustrated. 
New  York,  Grune  & Stratton,  1965.  Cloth, 
$19.75. 

L jThis  book  is  a symposium  on  the  use  of  drugs 
in  cardiovascular  disease.  Eighty-six  authors 
participate  in  the  discussion.  The  main  head- 
ings of  the  subject  matter  are:  “Antihyper- 

tensive Drugs”;  “Vasopressor  Agents”;  “Di- 
uretic Drugs” ; Anticoagulant  Therapy”;  “ Anti- 
anginal  Compounds”;  “Antilipemic  Drugs”; 
“Cardiotonic  Drugs”;  and  “Antiarrhythmic 
Drugs.”  These  are  subdivided  into  various 
subtitles  each  of  which  is  contributed  by  one 
or  more  authors.  The  physiologic  mechanisms 
and  the  pharmacologic  effects  of  each  drug 
are  excellently  covered.  The  subject  matter 
is  based  to  some  extent  on  references  to  avail- 
able literature.  Because  of  an  attempt  at 
thoroughness,  the  discussions  are  often  too 
lengthy  and  repetitious  and  there  are  frequent 
differences  in  individual  opinion  of  the  various 
authors,  which  make  reading  somewhat  con- 
fusing at  times.  However,  the  book  should 
be  of  great  value  to  any  physician  who  is  in- 
terested in  a review  of  modern  drug  therapy  in 
cardiovascular  disease.  Abundant  and  fairly 
well-selected  references  add  value  to  the  book. — 
Louis  H.  Sigler,  M.D. 


The  Fusion  of  Psychiatry  and  Social 
Science.  By  Harry  Stack  Sullivan,  M.D. 
Octavo  of  346  pages,  illustrated.  New  York, 
W.  W.  Norton  & Company,  1964.  Cloth, 
$7.50. 

The  author  of  the  papers  in  this  volume  has 
made  an  outstanding  contribution  to  American 
psychiatry.  Dr.  Sullivan  (1892-1949) , since  the 
early  thirties,  emphasized  the  desirability  of 
fusion  of  psychiatry  and  social  science.  His 
dynamic  personality,  fluent  speaking,  and  many 
articles  stressed  interpersonality  relationships, 
not  only  as  a one-to-one  desideratum  but  essen- 
tially in  its  larger  context  of  the  group,  commu- 
nity, and  culture.  His  prolific  activities  includ- 
ing the  foundation  of  the  Washington  School  of 
Psychiatry  and  the  journal  of  Psychiatry,  have 
memorialized  him  to  the  extent  of  “The  Sullivan 
School  of  Psychiatry.” 

With  the  exception  of  Sullivan’s  1934  article 
reprinted  from  the  Encyclopedia  of  the  Social 
Sciences,  this  book  encompasses  his  career  from 
1936-1949.  It  includes  his  commentaries  con- 
cerning a broad  spectrum  of  socially  related 
matters  of  more  or  less  psychiatric  concern  such 
as  intuition,  reason,  faith,  anti-Semitism,  prop- 
aganda, censorship,  national  defense,  mobiliza- 
tion, post-war  change,  morale,  anxiety,  enduring 
peace,  and  social  progress  with  a terminal  com- 
mentary on  international  tensions. 

This  book,  although  primarily  prepared  for 
the  psychiatrist  and  social  scientist,  has  sig- 
nificant values  and  applications  for  all  those 
engaged  in  various  aspects  of  the  medical  and 
social  sciences  as  well  as  the  broad  area  of  human 
interrelationships. — Frederick  L.  Patry,  M.D. 

Post-Lumbar  Puncture  Headaches.  By 

Wallace  W.  Tourtellotte,  M.D.,  Armin  F. 
Haerer,  M.D.,  Grant  L.  Heller,  M.D.,  and  John 
E.  Somers,  M.D.  Octavo  of  120  pages. 
Springfield,  111.,  Charles  C Thomas,  1964. 
Cloth,  $5.50. 

The  problem  of  post-lumbar  puncture  head- 
aches has  been  subjected  to  a thorough  study  by 
Dr.  Tourtellotte  et  al.  This  study  is  note- 
worthy for  its  completeness,  including  both  a 
critical  analysis  of  the  past  work  of  others  as 
well  as  a carefully  planned  attack  on  the  problem 
by  the  authors. 

Of  great  and  unusual  interest  were  the  results 
and  comments  of  normal  volunteers  after  lumbar 
puncture.  The  incidence  of  post-lumbar  head- 
aches in  this  group  was  36  per  cent  practically 
the  same  as  in  a series  of  patients.  “This  study 
of  normal  individuals  indicated  that  such  factors 
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INDICATIONS:  Grand  mal  epilepsy 
and  certain  other  convulsive  states. 
PRECAUTIONS:  Periodic  examina- 
tion of  the  blood  is  advisable.  Nys- 
tagmus in  combination  with  diplopia 
and  ataxia  indicates  dosage  should 
be  reduced. 

SIDE  EFFECTS:  Allergic  phenom- 
ena such  as  polyarthropathy,  fever, 
skin  eruptions,  and  acute  general- 
ized morbilliform  eruptions  with  or 
without  fever.  Upon  discontinuation 
of  therapy  eruptions  usually  sub- 
side. Rarely,  dermatitis  goes  on  to 
exfoliation  with  hepatitis,  and  fur- 


ther dosage  is  contraindicated. 
Though  mild  and  rarely  an  indica- 
tion for  stopping  dosage,  gingival 
hypertrophy,  hirsutism,  and  exces- 
sive motor  activity  are  occasionally 
encountered,  especially  in  chil- 
dren, adolescents,  and  young 
adults.  During  initial  treatment, 
minor  side  effects  may  include 
gastric  distress,  nausea,  weight 
loss,  transient  nervousness,  sleep- 
lessness, and  a feeling  of  unsteadi- 
ness. All  usually  subside  with 
continued  use.  Hematologic  dis- 
orders, including  megaloblastic 


anemia,  leukopenia,  granulocyto- 
penia, pancytopenia,  and  aplastic 
anemia  have  been  reported.  Nys- 
tagmus may  develop. 

DILANTIN  is  supplied  in  several 
forms  including  Kapseals  contain- 
ing 0.1  Gm.  and  0.03  Gm.  diphenyl- 
hydan- 
toin  so- 
dium. PARKS.  DAVIS  t COMPANY.  Dttnit,  Mxhigtn  4H32 


The  color  combinations  of  the 
banded  capsules  are  Parke-Davis 
trademarks.  75955 


PARKE-DAVIS 


the  epileptic... talent  in  eclipse 
or  fulfillment  of  potential? 

the  difference  is  often 


Kapseals® 

Dilantin 

(diphenylhydantoin 

sodium) 
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broaden  the  broad  spectrum  with  antifungal  activity... 

Terrastatin 

capsules /oxytetracycline  250  mg.,  nystatin  250,000  units 

Terrastatin  reinforces  the  benefits  of  Terramycin®  (oxytetracycline)— with  its  broad  range  of  effectiveness, 
low  order  of  toxicity,  excellent  toleration  and  high  concentration  in  body  tissues  and  fluids— with  the  anti- 
fungal protection  so  often  needed  in  the  elderly... as  well  as  in  the  very  young,  during  pregnancy,  in  the  dia- 
betic, the  debilitated,  those  on  steroid  therapy,  and  any  patient  requiring  prolonged  or  high  antibiotic  dos- 
age. (Also  available  Terrastatin  for  Oral  Suspension:  oxytetracycline  125  mg.,  nystatin  125,000  units/5  cc.) 


PFIZER  LABORATORIES  Division,  Chas.  Pfizer  & Co.,  Inc.  New  York,  New  York  10017 


Terrastatin 

Capsules 

oxytetracycline  250  mg.,  nystatin  250,000  units 
For  Oral  Suspension 

oxytetracycline  125  mg.,  nystatin  125,000  units/5  cc. 

Contraindicated:  In  individuals  hyper- 
sensitive to  oxytetracycline  or  nystatin. 
Warning:  Reduce  usual  oral  dosage 
and  consider  antibiotic  serum  level  de- 
terminations in  patients  with  impaired 
renal  function. 

Use  of  oxytetracycline  during  the 
last  trimester  of  pregnancy,  neonatal 
period  and  early  childhood  may  cause 
discoloration  of  developing  teeth. 

During  treatment  with  tetracyclines, 
individuals  susceptible  to  photody- 
namic reactions  should  avoid  direct 
sunlight;  if  such  reactions  occur,  dis- 
continue therapy. 

Note:  With  oxytetracycline,  phototoxic- 
ity is  unknown  and  photoallergy  very 
rare. 

Precautions:  Use  of  broad-spectrum 
antibiotics  occasionally  may  result  in 
overgrowth  of  nonsusceptible  organ- 
isms. Where  such  infections  occur,  dis- 
continue oxytetracycline  and  institute 
specific  therapy.  Increased  intracranial 
pressure  in  infants  is  a possibility. 
Symptoms  disappear  upon  discontinu- 
ation of  therapy. 

Adverse  Reactions:  Nausea,  diarrhea, 
glossitis,  stomatitis,  proctitis,  vaginitis 
and  dermatitis,  as  well  as  reactions  of 
an  allergic  nature,  may  occur  but  are 
rare. 

Supply:  Terrastatin  Capsules:  oxytetra- 
cycline, 250  mg.  and  nystatin,  250,000 
units.  Terrastatin  for  Oral  Suspension: 
oxytetracycline,  125  mg.  and  nystatin, 
125,000  units  per  5 cc.  (when  recon- 
stituted). 

More  detailed  professional  information 
available  on  request. 
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as  age,  sex,  needle  size,  and  posture  post-lumbar 
did  not  produce  significant  differences  in  the 
incidence  of  post-lumbar  headaches.  . . .”  It  is 

also  noteworthy  that  a high  percentage  of  the 
normal  group  had  local  or  diffuse  backaches 
after  the  puncture. 

In  order  to  cast  more  light  on  the  problem  the 
authors  tried  to  determine  the  reason  for  the 
significantly  less  frequent  occurrence  of  head- 
aches after  spinal  anesthesia.  In  this  latter 
situation  the  patients  were  in  an  older  age  group, 
received  more  sedation,  were  kept  in  bed  longer, 
a smaller  gauge  needle  was  used,  and  there  was 
more  parenteral  hydration.  However,  which  of 
these  factors  or  combination  of  factors  made  the 
difference  cannot  be  definitely  arrived  at  from 
the  data. 

An  interesting  facet  of  the  authors’  work  was 
whether  or  not  patients  with  multiple  sclerosis 
are  made  worse  by  lumbar  puncture  with  the 
removal  of  the  usual  amount  of  spinal  fluid. 
Their  data  showed  no  definitely  deleterious  effect 
after  this  procedure. 

This  excellent  volume  should  be  studied  by 
all  those  who  both  advise  and  perform  lumbar 
punctures.  Since  few  specialties  in  medicine  do 
not  have  some  contact  with  prescribing  this 
procedure  all  practitioners  would  do  well  to  at 
least  read  the  “Summary  Conclusion”  chapter. 
— Arthur  J.  Lapovsky,  M.D. 


Clinical  Endocrinology  and  Its  Physiologic 
Basis.  By  Arthur  Grollman,  M.D.  Octavo  of 
442  pages,  illustrated.  Philadelphia,  J.  B. 
Lippincott  Company,  1964.  Cloth,  $18.50. 

Another  authoritative  volume  on  endocrinology 
by  Grollman  complements  the  original  “Essen- 
tials of  Endocrinology,”  the  second  edition, 
which  was  published  in  1947.  It  stresses  a 
“critical  evaluation  of  the  subject  based  on 
sound  experimental  studies.”  It  compares 
favorably  with  other  textbooks  in  this  field. 
It  contains  a plethora  of  pictures,  figures,  and 
chemical  symbols.  The  format  is  good.  It  will 
serve  well  as  an  accessory  book  for  the  library. — 
Bernard  Seligman,  M.D. 


Tay-Sachs’  Disease.  Edited  by  Bruno  W. 
Volk,  M.D.  Octavo  of  158  pages,  illustrated. 
New  York,  Grune  & Stratton,  1964.  Cloth, 
$5.75. 

This  volume  correlates  the  knowledge  of  Tay- 
Sachs’  disease  for  clinicians,  biochemists,  pathol- 
ogists, and  geneticists.  It  has  the  advantage  of 
four  prominent  individuals  in  each  domain  dis- 
cussing an  analysis  of  the  296  cases  in  the 
registry  of  the  Jewish  Chronic  Disease  Hospital 
of  Brooklyn.  Data  from  the  world  literature 
and  from  other  American  centers  are  also  pre- 
sented. It  is  well  written,  in  good  format,  and 
readily  deserves  a place  in  the  library  of  those 
interested  in  amaurotic  family  idiocy. — 
Bernard  Seligman,  M.D. 
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If 

amphetamine 
gives  her 
the  jitters, 
put  her  on 
Desbutal 
Gradumet 


She’s  tense,  high-strung,  a compulsive  eater 
—the  type  of  patient  who  may  overreact  to 
plain  amphetamine— yet  fails  to  respond  at 
all  to  less  potent  drugs. 

What’s  the  answer?  Desbutal  Gradumet. 

Why?  Because  the  product  calms  her  anx- 
ieties even  as  it  controls  her  compulsive  urge 
to  eat.  This  dual  therapy  is  a result  of  two  tab- 
let sections,  combined  back  to  back,  each  with 
its  own  release  rate.  One  section  contains 
Desoxyn®  (methamphetamine)  to  curb  the 
appetite  and  lift  the  mood ; the  other  contains 
Nembutal®  (pentobarbital)  to  calm  the 
patient  and  counteract  any  excessive  stimula- 
tion. 

Thanks  to  the  unique  Gradumet,  both 
drugs  are  released  in  an  effective  dosage  ratio, 
minute  by  minute  throughout  the  day. 
The  release  action  is  purely  physical  and  re- 
lies on  only  one  factor  common  to  every 
patient : gastrointestinal  fluid.  There  is 
no  dependence  on  enteric  coatings,  enzymes, 
motility,  or  an  “ideal”  ion  concentration  in 
the  gastrointestinal  tract.  The  release  is  con- 
tinuous and  controlled. 

It’s  this  predictable  release  that  makes  the 
difference  for  your  patients.  Dosage  is  just 
once  a day. 

Precautions:  Desbutal  is  contraindicated  in 
patients  taking  a monoamine  oxidase  inhibitor. 
Use  with  caution  in  patients  with  hypertension, 
cardiovascular  disease,  hyperthyroidism  or  those 
sensitive  to  ephedrine  and  its  derivatives.  Careful 
supervision  is  advisable  with  maladjusted  indi- 
viduals. 

DESBUTAL  hrsduinct 

Desbutal  10—10  mg.  Methamphetamine,  60  mg.  Pentobarbital. 

Desbutal  15—15  mg.  Methamphetamine,  90  mg.  Pentobarbital. 
Gradumet— Long-release  dose  form,  Abbott.  507225 

Calms  her  anxieties  even  as  it 
controls  her  compulsive  urge  to  eat 


160th  ANNUAL  CONVENTION 


Medical  Society  of  the  State  of  New  York 

— FEBRUARY  14  through  17,  1966 

The  Americana,  New  York  City 


SCIENTIFIC  PROGRAM 


SCIENTIFIC  EXHIBITS 


TECHNICAL  EXHIBITS 


HOUSE  OF  DELEGATES 


PRESIDENT’S  DINNER 
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a rapid  lift  from  the  hell  of  depression 


often  relieves 
mental  pain 
in  2-5  days 


NORPRAMIN 

lydrochloride) 


Dore  Illustration 
from 

Dante’s  Inferno 


Norpramin  is  a rapid-acting  specific  drug  for  the  treatment 
of  depression.  Depressive  signs  and  symptoms— sometimes 
described  as  “mental  pain’’— typically  begin  to  improve  in 
2-5  days.  Patients  are  more  hopeful,  less  empty  and  less 
weighed  down  by  their  troubles.  Norpramin  has  only  slight 
sedative  qualities,  nevertheless  anxiety  secondary  to  depres- 
sion is  frequently  relieved  as  depression  is  lifted.  If  anxiety 
or  tension  persists  it  can  be  controlled  by  adding  a tran- 
quilizer or  by  reducing  dosage.  Norpramin  is  not  a MAO 
inhibitor.  Side  effects  are  usually  mild. 


DOSAGE  AND  ADMINISTRATION 

Optimal  results  are  obtained  at  a 
dosage  of  about  150  mg./day— 
two  25  mg.  tablets  t.i.d.  After 
achievingoptimal  results,  a main- 
tenance dose  (50-100  mg./day) 
should  be  sought. 


LAKESIDE  LABORATORIES,  INC.  Milwaukee,  Wisconsin  53201 


IN  BRIEF: 

Indications:  In  depression  of  any  kind— neurotic 
and  psychotic  depressive  reactions;  manic-depres- 
sive or  involutional  psychotic  reactions. 

Contraindications  and  Precautions:  Glaucoma, 
urethral  or  ureteral  spasm,  recent  myocardial  in- 
farction, severe  coronary  heart  disease  and  epilepsy. 
Should  not  be  given  within  two  weeks  of  treatment 
with  a monoamine  oxidase  inhibitor.  Safety  in 
human  pregnancy  has  not  been  established. 

Adverse  Effects:  Side  effects,  usually  mild,  may 


include:  dry  mouth,  constipation,  dizziness,  palpi- 
tation, delayed  urination,  “bad  taste,”  sensory 
illusion,  tinnitus,  agitation  and  stimulation,  sweat- 
ing, drowsiness,  headache,  orthostatic  hypoten- 
sion, flushing,  nausea,  cramps,  weakness,  blurred 
vision  and  mydriasis,  rash,  allergy,  transient 
eosinophilia,  granulopenia,  altered  liver  function, 
ataxia  and  extrapyramidal  signs. 

Supplied:  Norpramin  (desipramine  hydrochloride) 
tablets  of  25  mg.,  in  bottles  of  50,  500  and  1000. 
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Your  first  source  for  professional 
information 


The  more  than  32,000  registered  physicians  in  New  York 
State  are  individually  listed  with  pertinent  professional 
data  in  your  Medical  Directory.  You  can  quickly  and 
easily  obtain  the  following  information  on  any  one  of  these 
physicians  so  listed. 


• Location  by  town. 

• Full  name  and  address. 


• Office  hours  and  telephone  number. 

• Medical  school  and  year  of  graduation 


• Certification  by  American  Boards  in 
Medical  Specialties. 

• Qualified  Psychiatrists  certified  by  New 
York  State  Department  of  Mental 
Hygiene. 

• Qualifications  for  general  and  special 
work  under  the  Workmen’s  Compensa- 
tion Act  of  New  York  State. 

• Membership  in  Medical  Societies  inter- 
national, national,  state  and  local. 

• Fellowship  in  the  American  College  of 
Allergists,  Anesthesiologists,  Angiology, 
Cardiology,  Chest  Physicians,  Gastro- 
enterology, Obstetricians  and  Gyne- 
cologists, Pathologists,  Physicians,  Pre- 
ventive Medicine,  Radiology,  and  Sur- 
geons, and  the  International  College  of 
Surgeons. 


Copies  of  the  1963-1964 
edition  are  still  avail- 
able. Write:  Directory- 

Department,  Medical  So- 
ciety of  the  State  of  Netv 
York,  750  Third  Ave., 
New  York,  N.Y.,  10017 
$20.00  a copy  plus  5%, 
sales  tax  for  N.Y.C.  de- 
livery. 


• Medical  staff  and  research  appoint- 
ments in  voluntary,  government,  and 
accredited  proprietary  hospitals  in  New 
York  State  (official  titles). 


Many  physicians  save  time  by  regularly  consulting  their  Directory  for 
telephone  listings,  a colleague’s  address  or  office  hours,  as  well  as  other 
pertinent  data.  You,  too,  will  find  your  Directory  a valuable  source  of 
information  when  you  use  it  often. 


MEDICAL  DIRECTORY  OF  NEW  YORK  STATE 
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Medical  News 


Drug  company  arranges 
for  salvage  of  products 

Smith  Kline  & French  Laboratories  has 
arranged  with  the  nation’s  principal  salvage 
companies  for  the  return  of  Smith  Kline  & 
French  products  damaged  by  fire  or  other  mis- 
hap or  acquired  by  salvage  companies  as  a 
result  of  bankruptcies.  It  is  the  first  pharmaceu- 
tic firm  to  make  an  arrangement  of  this  kind. 
The  company  said  it  adopted  the  policy  so  that 
possibly  damaged  SKF  products  will  not  be 
distributed  and  also  to  help  keep  SKF  products 
from  unintentionally  getting  into  unauthorized 
drug  distribution  channels. 

In  the  future,  SKF  products  among  dis- 
tressed merchandise,  including  partially  filled 
bottles,  will  be  set  apart  by  the  salvage  company 
and  Smith  Kline  & French  notified.  After  SKF 
and  the  salvage  company  negotiate  payment, 
the  drugs  will  be  sent  to  SKF  in  Philadelphia 
where  they  will  be  destroyed. 

Salvage  companies  which  are  co-operating 
with  Smith  Kline  & French  account  for  about  95 
per  cent  of  the  salvage  of  drugs  in  this  country. 

Car  interiors  with  built-in  safety 

Seat  belts  require  use  for  effectiveness,  and 
preliminary  evidence  shows  that  60  per  cent 
of  those  who  own  them  would  rather  sit  on  them 
than  in  them.  At  the  annual  meeting  of  the 
American  Association  for  Automotive  Medi- 
cine, John  D.  States,  M.D.,  president  of  the 
Association,  advocated  motor  cars  with  built-in 
safety  features.  Dr.  States  said: 

Interior  safety  design  and  occupant  protec- 
tion has  been  predicated  on  the  use  of  re- 
straint systems.  However,  I believe  it  is  going 
to  be  impossible  to  achieve  more  than  a 30  per 
cent  usage  rate  after  nearly  all  cars  on  the 
road  are  equipped  with  restraining  devices. 
. . . [occupants]  will  either  not  care  or  not 
want  to  take  the  trouble  or  simply  forget  to 
buckle  their  safety  belts.  . . . Discouraging  as 
these  projections  may  be,  I believe  it  is  time 
for  engineering  and  design  efforts  to  be 
directed  toward  the  unrestrained  occupant. 
Safety  standards  concerned  with  dashboard 
padding,  instrument  and  control  design, 
steering  wheels  and  columns,  windshield 
glazing,  and  seat  design  are  pertinent.  . . . 
Extensive  redesign  of  the  dashboard  to  im- 
prove padding  characteristics  and  contours 
and  efforts  at  knee  protection  and  coordina- 
tion with  windshield  design  may  make  it 

Material  for  inclusion  in  the  medical  news  section  must  be 
received  six  weeks  prior  to  publication  date. 


possible  for  the  unbelted  occupant  to  with- 
stand nearly  as  intense  an  impact  as  a 
belted  occupant  in  our  present  cars. 

Personalities 

Elected.  At  the  annual  board  meeting  of  the 
American  Cancer  Society,  New  York  City 
Division,  Inc.:  Gray  H.  Twombly,  M.D.,  pro- 

fessor of  gynecology,  New  York  University 
College  of  Medicine,  re-elected  president;  Henry 
T.  Randall,  M.D.,  chairman,  Department  of 
Surgery,  Memorial  Hospital  for  Cancer  and 
Allied  Diseases,  president-elect;  S.  B.  Gusberg, 
M.D.,  obstetrician  and  gynecologist-in-chief, 
The  Mount  Sinai  Hospital,  re-elected  vice- 
president;  John  C.  A.  Gerster,  M.D.,  re-elected 
chairman  emeritus — As  new  board  members: 
Equinn  W.  Munnell,  M.D.,  associate  attending 
obstetrician  and  gynecologist,  Presbyterian 
Hospital;  Isadore  Rossman,  M.D.,  chief,  pro- 
fessional services,  Montefiore  Hospital;  A.  W. 
Martin  Marino,  Jr.,  M.D.,  chief,  Department  of 
Surgery,  Division  of  Proctology,  Brooklyn- 
Cumberland  Medical  Center — As  member  of 
Executive  Committee:  Herbert  Volk,  M.D., 
cancer  coordinator  at  Albert  Einstein  College  of 
Medicine — Committee  chairman  re-elected: 
Gerald  D.  Dorman,  M.D.,  vice-president  of  New 
York  Life  Insurance  Co.,  Professional  Educa- 
tion and  Grants  Committee;  Joseph  E.  Synder, 
M.D.,  assistant  vice-president,  Presbyterian 
Hospital,  Patient  Service  Committee  . . . Milton 
Terris,  M.D.,  professor  of  preventive  medicine, 
New  York  Medical  College,  president-elect  of 
the  American  Public  Health  Association. 

Appointed.  D.  Ann  Sparmacher,  R.N.,  as 
director  of  The  American  Medical  Associa- 
tion’s Department  of  Nursing. 

Installed.  As  Fellows  of  the  American  College 
of  Surgeons  at  the  annual  five-day  Clinical 
Congress  of  the  College:  Albany — Donald  B. 

Kettelkamp;  Armonk — Donald  M.  Pearlman; 
Bay  Shore — Karl  M.  Morgenstein;  Bethpage — 
David  Kleiner;  Binghamton — George  F.  Gitlitz; 
Brentwood — Omar  F.  Sheikh;  The  Bronx — 
Everett  L.  Dargan,  Ralph  L.  Gentile,  Herman 
Katter,  Alan  B.  Rothballer,  Marvin  L.  Shelton, 
Felicien  M.  Steichen;  Brooklyn — Ernest  A. 
Austin,  Stanley  J.  Birnbaum,  Lawrence  Feuer- 
man,  Peter  Fleming,  Alvin  H.  Harris,  Peter  K. 
Kottmeier,  Antonio  Magagnini,  Marvin  Rein- 
gold, Sol  H.  Rogatnick,  Eric  I.  Saltzman,  Elliot 
Senderoff,  Bernard  J.  Sicuranza,  R.  Keith 
Waterhouse,  Ralph  M.  Wynn;  Buffalo — Edward 

continued,  on  page  2884 
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An  infinitely  precious  gift 


“Health  and  good  estate  of  body  are 
above  all  gold , and  a strong  body  above 
infinite  wealth/'— Ecclesiasticus  30: 15 

Good  health  is  the  gift  besides  which  all  others  are  insignificant. 

It  is  our  business  at  GHI  to  pay  for  the  care  that  you,  as  a 
physician,  provide  to  make  and  keep  your  patients  healthy.  We 
extend  to  the  medical  profession  and  to  subscribers,  past,  present, 
and  future,  the  wish  that  the  best  of  health  may  be  theirs. 


GHI 


Group  Health  Insurance,  Inc.  / 221  Park  Avenue  South  / New  York. 
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D.  Holyoke,  Imre  V.  Magoss,  Albert  D.  Menno, 
Edwin  B.  Tomaka;  Cooperstown — Rodman  D. 
Carter;  East  Setauket — -Alfred  G.  Ziviello; 
Elmira — Elliot  T.  Bush,  Jr.;  Farmingdale — Mor- 
timer Housberg;  Flushing — Irving  M.  Sch- 
neider; Freeport — Nicholas  C.  LiCalzi;  Garden 
City — Sears  E.  Edwards,  James  B.  Tormey,  Jr. 

Also,  Geneva — Michael  P.  Westfall;  Great 
Neck — A.  Burton  White;  Hartsdale — Lawrence 
J.  Sonders;  Hempstead — Thurston  L.  Gaines, 
Jr.,  Harry  Wogalter,  Robert  L.  Copeland; 
Huntington — Alfred  A.  Azzoni,  J.  Gerald 
Meagher,  Jack  I.  Lipman;  Huntington  Station — 
Warren  A.  Linhart;  Kingston — Robert  J.  Aqui- 
lina,  Gerald  P.  Gorman,  Howard  B.  Mass; 
Lawrence — -Daniel  S.  Giddings;  Lynbrook — 
William  J.  Kelly;  Middletown — Michael  F. 
Camillo;  Newburgh — Marcel  F.  Benzakein; 
New  Hyde  Park — Joseph  T.  Cavaliere;  New 
Rochelle — Mitchell  B.  Carey,  Paul  R.  Packer; 
New  York  City — Raymond  A.  Amour y,  William 
D.  Arnold,  Carl  M.  Barlow,  Lloyd  H.  Bergner, 
Jordan  S.  Brown,  Robert  L.  Clarke,  Bard 
Cosman,  Joseph  E.  Davis,  Albert  Frankel, 
Howard  L.  Gadboys,  Paul  H.  Gerst,  Joseph  F. 
Giattini,  Sidney  A.  Hollin,  Allan  E.  Inglis, 
Bernard  Jacobs,  Allan  E.  Kark,  David  J. 
Kavee,  James  A.  MacDonald,  John  H.  Mc- 
Govern, Robert  E.  Miller,  Moses  Nussbaum, 
William  F.  Rabbett,  Leon  Root,  Robert  W. 
Schick,  Anthony  Shaw,  Aurelio  C.  Uson,  John 
C.  Whitsell,  II,  B.  George  Wisoff,  James  N. 
Worcester,  Jr. 

And,  Ossining — Chauncey  H.  Dobson;  Plain- 
view — F rank  Miller;  Poughkeepsie — Malcolm 
G.  Idelson,  Frederick  MacDowell,  Jr.,  William 
R.  Updegraff;  Rochester — Saul  Commins,  Sid- 
ney Lerman,  Harry  C.  Miller,  Bernard  P. 
Soehner,  David  J.  States,  Harold  A.  Stopp; 
Rockville  Centre — James  R.  Giambalvo;  Rye — 
Ronald  Dee;  Smithtown — Thomas  J.  Maletta, 
Stanley  A.  Steckler;  Spring  Valley — Eric  J. 
Rothschild;  Staten  Island — William  C.  Freder- 


Do you  know  . . . 


In  1963,  825  million  pounds  of  butter  were 
graded  according  to  U.S.  standards.  This 
quantity  of  butter  accounts  for  56  per  cent  of 
the  total  butter  production.  Of  the  total 
graded,  220  million  pounds  were  under  500 
brand  names  and  were  labeled  with  the  shield- 
shaped U.S.  grade  mark  to  give  food  shoppers 
recognizable  assurance  of  dependable  quality. 

On  the  average,  Federal  contributions  in  cash 
and  foods  make  up  slightly  more  than  20  per 
cent  of  the  cost  of  school  lunches.  Children’s 
payments  account  for  nearly  60  per  cent,  and 
state  and  local  sources  provide  the  remainder. 

Marco  Polo,  the  medieval  fortune  seeker, 
brought  back  to  Europe  from  the  Orient  a 


ick;  Syracuse — Alfred  E.  Falcone,  Joshua  A. 
Malgieri,  Angel  R.  Tettero;  Utica — Sheldon 
Spielman,  Isio  F.  Wasserman;  Watertown — 
James  A.  Fitzgerald;  West  I slip — Edward  R. 
Fogarty;  White  Plains — John  F.  Camevali; 
Williston  Park — Emil  J.  Papa;  Yonkers — Mel- 
vin Bronstein,  Warren  W.  Leeds,  Robert  V. 
Minervini. 

Howard  A.  Patterson,  M.D.,  clinical  pro- 
fessor of  surgery,  Columbia  University  College 
of  Physicians  and  Surgeons,  installed  as  presi- 
dent of  the  American  College  of  Surgeons. 

Speakers.  Carmen  Cristo,  M.D.,  chairman, 
Coordinating  Committee  on  Utilization,  Medi- 
cal Society  of  the  County  of  Monroe,  on  “Sur- 
veyor Opinions”  at  the  seventh  annual  medical 
services  conference  ...  At  a training  course  on 
Control  of  Infections  in  Hospitals:  David  S. 
Pomrinse,  M.D.,  associate  director,  The  Mount 
Sinai  Hospital,  on  “Administrative  Aspects  of 
Infections  Control  in  Hospitals”;  Randolph 
Chase,  M.D.,  assistant  professor  of  medicine, 
New  York  Medical  School,  on  “Clinical  Prob- 
lems in  Medicine”;  Charles  C.  Fries,  M.D., 
assistant  professor  of  surgery,  Downstate 
Medical  Center,  on  “Clinical  Problems  in 
Surgery”;  David  Carver,  M.D.,  assistant  pro- 
fessor, Department  of  Microbiology,  Immu- 
nology, and  Pediatrics,  Albert  Einstein  College 
of  Medicine,  on  “Clinical  Problems  in  Pedi- 
atrics”; Edwin  Gold,  M.D.,  professor  of  obstet- 
rics and  gynecology,  New  York  Medical 
College,  on  “Clinical  Problems  in  Obstetrics”; 
James  McCarroll,  M.D.,  associate  professor  of 
public  health,  The  New  York  Hospital,  on 
“Hospital  Epidemiology”;  Morris  Schaeffer, 
M.D.,  director,  Bureau  of  Laboratories,  New 
York  City,  on  “Role  of  the  Laboratory  in  In- 
fections Control”;  and  Harry  S.  Lichtman, 
M.D.,  borough  chief  for  Brooklyn,  Bureau  of 
Preventable  Diseases,  New  York  City  Depart- 
ment of  Health,  on  “Mechanisms  of  Infections 
Control.” 


recipe  for  making  water  ices.  Water  ices  soon 
became  popular  throughout  Italy. 

Each  year,  about  one  half  of  the  nation’s  milk 
supply  is  consumed  as  fluid  milk  and  cream. 

A one-third  reduction  in  childhood  mortality, 
largely  because  of  deaths  from  infectious  diseases 
and  accidents,  was  achieved  in  the  past  twelve 
years. 

Over  the  years,  consumers  have  shown  a con- 
tinuing preference  for  American  cheese,  includ- 
ing such  varieties  as  Cheddar,  Colby,  Jack,  and 
Monterey.  American  cheese  accounts  for 
nearly  70  per  cent  of  the  total  quantity  of  cheese 
consumed.  Italian  cheese  ranks  second  making 
up  10  per  cent  of  consumption. 

Fatty  portions  of  beef,  lamb,  and  pork  give 
these  meats  their  distinctive  flavors.  The  lean 
portions  all  taste  about  the  same. 
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“All  Registered  Nurses  are  Alike” 


It  stands  to  reason.  They  all  go  through 
the  same  training;  they  all  have  to  pass 
the  same  tests;  they  all  have  to  measure 
up  to  the  same  standards.  Therefore,  all 
registered  nurses  are  alike. 

That’s  nonsense,  of  course.  But  it’s  no 
more  nonsensical  than  what  some  people 
say  about  aspirin.  Namely:  since  all  aspi- 
rin is  at  least  supposed  to  come  up  to  cer- 
tain required  standards,  then  all  aspirin 
tablets  must  be  alike. 

Bayer’s  standards  are  far  more  demand- 
ing. In  fact,  there  are  at  least  nine  specific 
differences  involving  purity,  potency  and 


speed  of  tablet  disintegration.  These 
Bayer®  standards  result  in  significant 
product  benefits  including  gentleness  to 
the  stomach,  and  product  stability  that  en- 
ables Bayer  tablets  to  stay  strong  and 
gentle  until  they  are  taken. 

So  next  time  you  hear  someone  say  that 
all  aspirin  tablets  are  alike,  you  can  say, 
with  confidence,  that  it  just  isn’t  so. 

You  might  also  say  that  all  registered 
nurses  aren’t  alike,  either. 
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Low 

host  resistance? 

Consider  the 
“extra”  antibacterial 
activity 
of  Ilosone* 

Occasionally,  therapeutic  failure  is  due 
to  the  patient’s  inability  to  mobilize  his 
defenses  sufficiently  to  overcome 
infection.  Typical  of  this  is  the 
debilitated  patient,  the  premature 
infant,  or  the  diabetic.  It  is  in  these 
patients  that  the  high  levels  of  anti- 
microbial activity  of  Ilosone  are 
especially  useful.  Ilosone  has  demon- 
strated antibacterial  levels  two  to  four 
times  those  of  erythromycin  base  or 
stearate.  Furthermore,  it  attains  them 
earlier  and  maintains  them  longer. 

Even  the  presence  of  food  does  not 
appear  to  affect  the  activity  of  Ilosone. 


Contraindications:  Ilosone  is  contraindicated 
in  patients  with  a known  history  of  sensitivity 
to  this  drug  and  in  those  with  preexisting  liver 
disease  or  dysfunction. 

Side-Effects:  Even  though  Ilosone  is  the  most 
active  oral  form  of  erythromycin,  the  incidence 
of  side-effects  is  low.  Infrequent  cases  of  drug 
idiosyncrasy,  manifested  by  a form  of  intrahe- 
patic  cholestatic  jaundice,  have  been  reported. 
There  have  been  no  known  fatal  or  definite  re- 
sidual effects.  Gastro-intestinal  disturbances  not 
associated  with  hepatic  effects  are  observed  in 
a small  proportion  of  patients  as  a result  of  a 
local  stimulating  action  of  Ilosone  on  the  alimen- 
tary tract.  Although  allergic  manifestations  are 
uncommon  with  the  use  of  erythromycin,  there 
have  been  occasional  reports  of  urticaria,  skin 
eruptions,  and,  on  rare  occasions,  anaphylaxis. 


Dosage:  Children  under  25  pounds— 5 mg.  per 
pound  of  body  weight  every  six  hours.  Children 
25  to  50  pounds— 125  mg.  every  six  hours.  Adults 
and  children  over  50  pounds— 250  mg.  every  six 
hours.  For  severe  infections,  these  dosages  may 
be  doubled. 

Available  in  Pulvules®,  suspension,  drops,  and 
chewable  tablets.  Ilosone  Chewable  tablets 
should  be  chewed  or  crushed  and  swallowed 
with  water. 

Ilosone 

Erythromycin  Estolate 

Additional  information  available  to  physicians 
upon  request.  Eli  Lilly  and  Company, 

Indianapolis,  Indiana.  501164 
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Editorials 


A landfall 


Physicians  long  at  sea  in  a welter  of  drugs 
have  a new  navigation  guide.  The  Amer- 
ican Medical  Association  has  replaced  the 
old  New  and  Nonofficial  Drugs  with  a new 
annual  volume  titled  New  Drugs. 

Compiled  by  13  members  of  the  Coun- 
cil on  Drugs  and  advised  by  a host  of  ex- 
pert consultants  the  book  will  be  authorita- 
tive and  geared  to  everyday  use  by  the  prac- 
titioner. 

The  book  is  organized  on  the  basis  of  the 
major  therapeutic  use  of  the  new  drugs 
described.  A brief  introduction  to  each 
chapter  considers  older  drugs  that  have 
been  used  for  the  same  general  purpose  and 
relates  them  to  the  newer  agents. 

The  271  monographs  on  single-entity 
drugs  (in  contradistinction  to  combinations 
of  drugs)  incorporate  all  the  information  a 
physician  needs  to  know  to  prescribe  in- 


The dangerous  woodpussy 

Two  recent  instances  in  which  rabid 
skunks  have  attacked  dogs  point  up  the 
danger  of  the  spread  of  rabies  among  wild- 
life and  from  skunks  to  man  and  domesti- 
cated animals  in  New  York  State. 

In  one  case,  a puppy  contracted  rabies 
and  died.  In  the  second  case  a dog,  previ- 
ously vaccinated,  was  confined  for  a month 
as  a precautionary  measure  in  case  the 
disease  should  appear.  The  particulars  of 
these  cases  as  reported  by  the  State  Health 
Department  are  as  follows. 

The  case  of  the  rabid  puppy  is  considered 
more  serious  because  the  puppy  bit  or  ex- 
posed at  least  three  humans  before  it  died. 
The  puppy  was  one  of  a litter  of  Huskies 
that  fought  or  was  attacked  by  a rabid 
skunk  in  Chautauqua  County  on  August 
11,  1965.  The  skunk  escaped  after  the 
fight.  The  owner  of  the  dogs  subsequently 


telligently  and  confidently.  This  informa- 
tion includes  generic,  chemical,  and  regis- 
tered names  of  the  drug,  its  actions  and 
uses,  indications  and  contraindications  for 
its  use,  adverse  reactions,  dosages,  prepara- 
tions, and  suppliers. 

The  book  will  be  revised  each  year  and 
drugs  more  than  ten  years  old  will  be 
dropped  to  make  place  for  the  annual  crop 
of  new  drugs.  It  is  expected  that  much 
material  will  be  rewritten  on  the  basis  of 
new  knowledge. 

Thus  there  is  at  hand  a useful,  timely 
authoritative,  and  continuously  up-dated 
text  for  this  renaissance  period  of  drug 
therapy  in  which  we  live  and  practice. 

The  book  may  be  obtained  from  the 
American  Medical  Association  for  $5.00 — 
a discount  of  $1.00  will  be  given  to  house 
pupils  and  medical  students. 


moved  to  Seneca  Falls  and  took  the  Huskies 
with  him.  On  September  1 he  noticed  that 
one  of  the  puppies  was  sick  and  took  the 
dog  to  a Seneca  Falls  veterinarian. 

The  puppy  died  on  September  6 and  a 
specimen  was  sent  to  the  State  Health 
Department’s  Division  of  Laboratories  and 
Research  in  Albany  for  analysis.  Tests  at 
the  Division  revealed  that  the  puppy  was 
rabid.  Health  Department  officials  imme- 
diately began  running  down  the  details  in 
the  case  and  found  that  the  owner,  the 
veterinarian,  and  one  of  the  latter’s  em- 
ployes had  been  bitten  by  the  puppy  before 
it  died.  In  addition,  the  owner’s  two  small 
children  had  played  with  the  puppy.  All 
were  referred  to  their  physicians  and,  since 
the  report  that  the  dog  was  rabid  was  made 
quickly,  it  is  believed  that  anti-rabies  in- 
oculations can  be  started  soon  enough  to 
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minimize  the  risk  of  human  rabies.  In 
another  precautionary  move,  the  other 
Huskies  also  bitten  by  the  skunk  were 
ordered  either  destroyed  or  placed  in 
quarantine.  Fortunately  none  of  the  pup- 
pies had  been  sold. 

Since  rabies  has  an  average  incubation 
period  of  from  thirty  to  sixty  days,  the 
humans  who  were  exposed  were  not  con- 
sidered out  of  danger  until  early  November 
at  the  earliest.  They  can,  however,  receive 
some  solace  in  the  knowledge  that  while 
hundreds  of  persons  in  the  State  have  been 
bitten  by  rabid  animals  the  last  case  of 
human  rabies  in  New  York  State  was  in 
1953. 

The  disease  is  always  fatal  in  man. 
Once  a human  shows  any  symptom  of 
rabies  there  is  nothing  that  can  be  done  to 
stop  it  from  running  its  fatal  course. 

In  the  other  case  in  which  a rabid  skunk 
bit  a dog,  a Dobermann  pinscher  was  placed 
in  confinement  for  a month  as  a precau- 


tionary measure.  The  dog,  owned  by  a 
resident  of  Schenectady  County,  was  bitten 
by  a skunk  over  the  Labor  Day  weekend. 
The  owner  and  a neighbor  killed  the  skunk 
and  sent  the  carcass  to  the  Division  of 
Laboratories  and  Research  where  tests  dis- 
closed that  the  skunk  was  rabid. 

The  dog,  however,  had  been  inoculated 
against  rabies  before  he  was  bitten  and  was 
given  an  anti-rabies  booster  shot  twenty- 
four  hours  after  his  encounter  with  the 
skunk.  It  is  not  expected  that  this  dog  will 
develop  rabies. 

Both  incidents  focus  attention  on  the 
State  Health  Department’s  warning  that 
skunks  are  rapidly  becoming  a prime  carrier 
of  rabies  in  the  State.  The  importance  of 
vaccinating  dogs  against  rabies  cannot  be 
overemphasized . 

Already  this  year  there  have  been  more 
than  50  reported  cases  of  rabid  skunks  as 
compared  with  just  33  during  all  of  last 
year  and  only  12  in  1963. 


Respect  to  be  shown  a professional  witness 


In  an  automobile  negligence  case  the 
plaintiffs  offered  the  testimony  of  a physio- 
therapist as  to  his  observations  regarding 
muscle  spasm.  The  physiotherapist  was  a 
duly  accredited  physiotherapist,  licensed 
by  the  Education  Department  of  the  State 
who  held  a bachelor’s  degree  and  had  done 
graduate  work  in  neuroanatomy,  physi- 
ology, and  rehabilitations  processes.  From 
an  unfavorable  verdict  the  plaintiffs  ap- 
pealed. The  Appellate  Division  for  the 
Fourth  Judicial  Department  unanimously 
reversed  and  granted  a new  trial.  In 
holding  that  the  trial  court  committed  re- 
versible error  in  limiting  the  physiothera- 
pist’s testimony  and  in  depreciating  his 
qualifications  the  Court  stated : 

. . . comments  by  the  [trial]  court  of 
the  use  of  microtherm  and  ultra-sound 
such  as  “I  didn’t  know  you  wired  a pa- 
tient for  sound,”  not  permitting  a 
description  of  traction  treatment  by 
cervical  rotation  and  flexion,  characteriz- 
ing the  witness  as  “only  a rubber”  and 


drawing  an  analogy  between  how  “Edgar 
Bergen  twists  the  head  of  Charlie  Mc- 
Carthy” and  the  treatment  rendered 
by  the  witness  all  served  to  depreciate 
the  professional  standing  of  the  witness 
and  were  highly  prejudicial  to  appel- 
lants’ case.  Physiotherapy  in  its  gen- 
eral sense  is  the  treatment  of  disease  by 
physical  remedies  rather  than  drugs  and 
its  practice  is  the  practice  of  medicine 
in  that  limited  field  ...  [ Gramza  v. 

Gajewski,  23  App.  Div.  2d  817,  258  N.  Y. 
Supp.  2d  469  (4th  Dept.,  1965)] 

In  reaching  its  decision  the  Court  im- 
plicitly decided  that  it  is  solely  for  the 
appropriate  licensing  authority  to  set  forth 
professional  and  quasi-professional  qualifi- 
cations. Once  these  qualifications  have 
been  met,  the  Courts  will  countenance  no 
depreciatory  and  disparaging  remarks  as  to 
them  by  a judge.  The  clear  implication 
is  that  such  remarks  would  not  be  per- 
mitted whether  made  by  counsel  or  other 
witnesses  as  well. 
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check-up.  She  knows  that  is  the 
only  way  she  can  continue  her  dos- 
age. It  all  makes  for  practically 
perfect  therapy,  even  with  imper- 
fect patients. 


Research  in  the  Service  of  Medicine 
G.  D.  SEARLE  & CO. 

RO.  Box  5110  r— 

Chicago,  Illinois  60680  1 . 

“The  Pill”  and  the  perfect  pack 


ENOVID-E 


Each  tablet  contains: 
norethynodrel ...  2.5  mg. 
mestranol . . .0.1  mg. 


Compack 


tablet  dispenser 


2891 


The  '‘Pain  Is  Qone 

Despite  introduction  of  synthetic  substitutes,  efficacy  of 
‘Empirin’  Compound  with  Codeine  remains  unchallenged. 


‘Empirin’®Compound  with  Codeine  Phosphate  gr.1/2  No.  3 

Each  tablet  contains:  Codeine  Phosphate  gr.  V2  (Warning-May  be  habit  forming),  Phenacetin  gr.  2V2, 
Aspirin  gr.  31/2,  Caffeine  gr.  V2. 


Keeps  the  Promise  of  Pain  Relief 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  TUCKAHOE,  N.Y. 


2892 


Scientific  Articles 


Biotelemetry 
and  the  Physician 

LLOYD  E.  SLATER 
Cleveland,  Ohio* 

Associate  Director  of  Research  Administration 
Case  Institute  of  Technology 


Space  medicine  is,  in  reality,  a highly 
refined  art  of  preventive  medicine,  provid- 
ing powerful  supplementary  knowledge  and 
technics  for  the  orthodox  practitioner, 
according  to  Generates,1  who  laid  out  a 
persuasive  rationale  for  the  impact  of 
space  science  on  the  earth-bound  practice 
of  medicine. 

One  especially  promising  extraterrestrial 
technic  identified  by  Generales  was  bio- 
telemetry, or  the  use  of  miniature  electronic 
sensors  and  transmitters  to  gain  information 
remotely  on  the  physiology  and  behavior 
of  animals  and  man  exposed  to  the  unusual 
environments  of  space.  The  potential 
“preventive”  contributions  to  medicine 
of  this  newly  developing  technic  appeared 
to  be  profound,  offering  the  enticing  pros- 
pect of  a new  and  dynamic  view  of  human 
physiology  as  it  responds  to  both  normal 
and  abnormal  environments. 

In  a few  brief  years  the  space-launched 
technology  of  biotelemetry  has  indeed,  as 
predicted,  spun  off  from  its  remote,  en- 
capsulated location  and  come  solidly  to 
roost  on  earth.  My  task  now  is  to  con- 
sider just  how  far  biotelemetry  has  entered 

Presented  at  the  159th  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York,  New  York  City,  Section  on 
Space  Medicine,  February  16,  1965. 

* Present  address:  Executive  Secretary,  Bioinstrumenta- 

tion Advisory  Council,  American  Institute  of  Biological 
Sciences,  3900  Wisconsin  Avenue  NW,  Washington,  D.C. 
20016. 


into  medicine  and  perhaps  to  suggest  its 
future  role  as  a working  tool  of  the  practic- 
ing physician. 

To  place  biotelemetry  in  proper  per- 
spective and  to  suggest  its  future  use  in 
diagnosing,  treating,  and  preventing  sick- 
ness, a look  at  its  own  distinctive  rationale 
may  be  helpful.  Three  inherent  advan- 
tages of  the  biotelemetering  approach  re- 
veal its  potential: 

New  information.  Because  bio  telemeters 
are  exceedingly  small  measuring  systems,  they 
can  be  located  in  places  heretofore  inaccessible 
to  conventional  medical  instruments;  hence 
can  get  at  untapped,  new  sources  of  informa- 
tion on  human  physiology. 

Purer  information.  Again,  because  of 
diminutive  size,  biotelemeters  can  be  mounted 
unobtrusively  on  or  inside  a patient,  with  the 
errors  normally  imposed  by  bulky,  restrain- 
ing, or  irritating  instrumentation  reduced  to  a 
minimum. 

Continuous  information.  Biotelemeters 
offer  the  doctor  the  exciting  possibility  of 
gaining  statistically  useful  information  on  his 
patient  over  long  periods  of  time  at  minimum 
cost. 

Before  discussing  these  advantages  and 
reviewing  clinical  progress  in  each  area,  we 
should  consider  initially  that  single,  per- 
vasive factor  which  endows  biotelemetry 
with  its  exciting  promise:  namely,  the 

factor  of  size.  Smallness  of  size  appar- 
ently makes  all  claims  possible.  The 
question  is  how  tiny  can  biotelemetering 
devices  be  made  and  still  measure  and 
transmit  useful  and  reliable  information 
to  the  physician? 

Progress  toward  the  infinitesimal 

To  gain  some  perspective  on  production 
of  biotelemetric  equipment  in  miniature, 
let  us  first  look  at  an  early  “spin-off” 
from  space  into  medical  device  technology, 
the  well-known  adaptation  of  physiologic 
monitoring  systems  for  astronauts  to  hos- 
pital use  (Fig.  1).  The  concept  here  is 
to  measure  continuously  several  critical 
variables  in  the  prostrate  patient  through 
surface-mounted  transducers  and  provide 
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FIGURE  1.  Bedside  monitoring.  Space  medicine 
"spin-off”  is  system  that  relays  continuous  in- 
formation from  surface  sensors  via  bedside  console 
to  central  control  station  handling  up  to  20  patients 
(Gulton  Industries). 


signaling  alarms  as  well  as  chart  recording 
when  necessary.  While  an  exceedingly 
useful  tool  in  critical  care,  this  kind  of 
monitoring  has  two  limitations:  (1)  The 

harnessing  of  the  patient  by  wires  to  the 
receiving  and  recording  station  obviously 
curbs  his  normal  movements  and  affects 
his  response.  (2)  Gaining  information  by 


surface-mounted  transducers  is,  with  few 
exceptions,  a compromise  or  inferential  way 
to  measure  physiology;  such  information 
is  either  secondary  in  nature  or  may  be 
contaminated  with  artifacts  produced  by 
intervening  tissue  and  jiggling  connections. 

An  important  first  step  from  wired  mon- 
itoring to  true  biotelemetering  involved  the 
scaling  down  of  surface-mounted  trans- 
ducers (Fig.  2A)  to  equivalent  units  small 
enough  to  be  implanted  or  inserted  within 
the  body  (Fig.  2B).  At  this  stage  the 
concept  was  to  join  these  internal  sensors, 
via  wire  connections,  to  compact,  sur- 
face-mounted radio  package  which  would, 
in  turn,  relay  the  information  by  telemeter 
to  a remote  receiver.  In  1963  the  author 
surveyed  the  medical  transducer  field  and 
discovered  a prolific  development  of  minia- 
ture physiologic  probes,  many  already 
proved  as  nonirritating  and  often  semi- 
permanent inbody  measuring  devices.2 

Unfortunately,  man  does  not  take  happily 
to  wires  poking  up  through  his  skin,  and 
the  first  monitoring  systems  of  this  type 
were  confined  to  cooperative  animals. 
However,  a true  wireless  approach  to  hu- 
man biotelemetry  was  already  on  the  scene 
by  1960:  the  so-called  “radio  pill,”  that 
could  be  ingested  or  placed  in  the  normal 
body  openings  to  signal  out  information, 
such  as  gastric  pH,  basal  temperature,  and 
stomach  motility,  to  receiving  antennas 
wrapped  around  or  close  to  the  patient. 
Figure  3 reveals  some  of  the  progress  that 
has  been  made  in  shrinking  these  units. 


FIGURE  2.  Transducers.  (A)  Surface  transducers  include  (left  to  right)  finger  cuff  for  blood  pressure, 
rectal  temperature  probe,  thermister  for  respiration  rate  in  nostril,  ear  oximeter  for  blood  oxygen 
saturation,  and  electrocardiographic  electrodes  for  wrists  and  ankles  (Gulton  Industries).  (B)  Implantable 
transducers  designed  for  long-term  chronic  use  in  animal  studies  include  (left  to  right)  electrocardio- 
graphic cortical  electrode,  2-mm.  extra-arterial  sensor  for  blood  pressure,  silver  ring  for  trans-sternal  elec- 
trocardiographic potentials,  respirator  sensor  for  rib  mounting,  and  intra-arterial  pH  electrode  (bottom) 
(Biometrics  Instrument  Corp.). 
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FIGURE  3.  Pills.  (A)  Early  radio  “pill”  eliminated 
need  for  battery  by  using  external  inductively 
coupled  energy  source  and  was  reduced  sevenfold 
over  active  transensor.  Unit  shown  was  designed 
for  insertion  in  bladder  to  study  urinary  tract  in- 
fections. Bullet-shaped  nose  cone  permitted 
recovery  through  urethra  (Airborne  Instruments 
Laboratory).  (B)  New  intragastric  microminiature 
“pill”  result  of  four  years  of  design  evolution  which 
reduced  size  by  one-half  and  useful  life  by  factor  of 
20.  Device  contains  own  battery  and  telemeters 
over  75  feet.  Appropriate  sensors  can  be  sub- 
stituted to  monitor  temperature,  pressure,  ac- 
celeration, pH,  and  so  on  (Boeing  Co.). 

Enter— the  medical  engineer 

All  of  these  early  efforts  to  reduce  the 
size  and  improve  the  performance  of  im- 
plantable biotelemeters  relied  very  heavily 
on  developments  and  innovations  from  the 
field  of  solid-state  engineering  and  micro- 
circuit  design.  But  the  mere  use  of  these 
new  and  powerful  design  technics  was  not 


enough.  It  was  clear  that  the  successful 
evolution  of  a useful  biotelemeter  required 
an  intensive  collaboration  of  a new  sort: 
namely  the  cheek-by-jowl  teamwork  of  the 
creative  design  engineer  with  the  medical 
doctor  and  his  instrumentation  problem. 


FIGURE  4.  (A)  Surface  telemetering.  Muscle 
potentials  transmitted  from  free-moving  subject 
at  Highland  View  Hospital.  Transmitter  was  first 
design  by  Dr.  Ko.  It  measured  0.7  cm.3  in  size 
and  weighed  1.7  Gm.  Object:  to  reduce  it  at  least 
fivefold  for  implantation  purposes.  (B)  Design 
evolution.  Five  successive  design  phases  carried 
out  by  Dr.  Ko  over  three  years  converted  surface- 
mounted  biotelemeter  at  left  to  implant  unit  on 
right.  Latest  unit,  which  performs  better  than 
original,  weighs  0.44  Gm.  and  occupies  0.1  cm.3 
(C)  Packaging  for  use.  Battery-powered  K-5  bio- 
telemeter packaged  for  implanting,  showing  un- 
packaged unit  and  aspirin  pill  for  size  comparison. 
Selection  of  package  shape  and  materials  result 
of  continuous  program  of  implant  test  and  evalua- 
tion by  Dr.  Grotz  at  Highland  Veiw  Hospital. 
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FIGURE  5.  Implants.  (A)  Respiration  sensor  (B)  inserted  in  sagittal  incision  in  chest  of  European  starling. 
Fixation  accomplished  by  suturing  corners  of  unit  to  musculature  covering  dorsal  and  ventral  joints  of 
fourth  and  fifth  thoracic  ribs.  Transducer  wire  leads  inserted  subcutaneously  and  incision  closed  (technic 
by  R.  D.  Thompson,  Bureau  of  Sport  Fisheries  and  Wildlife).  (B)  Respirator  transducer.  Two  semiconductor 
strain  gauges  mounted  parallel  and  perpendicularly  to  central  axis  of  transducer  body  which  is  shaped  to 
fit  chest  contour  of  specific  experimental  animal  (Biometrics  Instrument  Co.).  (C)  Electrocardiographic 
transmitter  (D)  implanted  with  ventral  caudal  electrode  pressed  against  internal  abdominal  wall  and  probe 
electrode  resting  on  another  position  in  abdominal  cavity.  In  this  autopsy  view  of  Arctic  marmot  ring  of 
probe  electrode  had  become  attached  to  diaphragm.  Note  lack  of  tissue  growth  on  capsule  after  being 
implanted  for  five  months  (technic  by  G.  E.  Folk,  State  University  of  Iowa).  (D)  Electrocardiographic  capsule. 
Unit  contains  single  transistor  oscillator  with  output  at  300  kc.,  a two-transistor  amplifier  that  amplifies 
pulsating  voltages  received  by  electrodes,  and  voltage-sensitive  capacitor  that  converts  amplifier  output  to 
capacity  variations  to  produce  FM-modulated  signals.  Remote  receiver  changes  FM  signal  back  to  original 
pulsing  voltage  sensed  by  electrodes,  and  this  is  applied  to  standard  electrocardiographic  receiver  (de- 
signed by  W.  D.  Essler,  University  of  Vermont). 

Some  results  of  a highly  successful  col- 
laboration of  this  kind  are  displayed  in 
Figure  4.  The  problem  existed  at  High- 
land View  Hospital  in  Cleveland,  where 
doctors  wish  eventually  to  equip  paralyzed 
patients  with  muscle-stimulating  bio- 
telemeters. Dr.  Wen  Ko,  a gifted  elec- 
tronics research  engineer  from  Case  In- 
stitute of  Technology,  spent  four  years 
circulating  with  a troop  of  students  be- 
tween his  laboratory  and  the  hospital  to 
transform  gradually  a surface-mounted 
electromyographic  transmitter,  occupying 
1 cc.  of  space,  into  an  implantable  package 
one-tenth  the  original  size  and  weighing 
less  than  half  a gram. 3 


Implanting  and  powering 

Miniscule  size  in  a radio  transmitter  has 
proved  to  be  only  part  of  the  battle  in 
creating  a biotelemeter  which  can  be  placed 
inside  a patient  with  a reasonable  chance  to 
secure  continuous  and  useful  information. 
True,  the  smaller  the  implant  package, 
the  less  offensive  will  it  be  to  the  body. 
However,  as  we  have  learned  so  vividly 
from  the  cardiac  pacemaker,  the  encapsulat- 
ing materials,  permanence  and  strength 
of  the  powering  source,  and  the  actual 
surgical  technics  of  implantation  are  equally 
important. 

A major  effort  in  developing  the  Ko 
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implantable  telemeter  involved  a careful 
and  tedious  program  of  surgical  implanta- 
tion, tests,  histologic  studies,  and  subsequent 
package  redesign.  Robert  Grotz,  M.D.,  of 
Highland  View  Hospital,  who  collaborated 
with  Ko  in  this  work,  found  it  necessary 
to  carry  out  22  implantations  on  small 
animals  before  deciding  on  an  appropriate 
package  and  surgical  and  location  technics 
which  resulted  in  useful  biotelemeter  per- 
formance and  life.4 

Again,  as  with  the  cardiac  pacemaker, 
there  is  one  considerable  obstacle  which 
still  must  be  minimized  in  permanent  im- 
plant biotelemetry:  the  powering  source. 
Obviously,  the  reduction  of  batteries  to 
miniature  has  not  kept  pace  with  the  shrink- 
age which  has  been  possible  in  the  sensing 
and  transmitting  part  of  the  telemeter. 
Dr.  Ko’s  design,  for  example,  requires  a 
battery  which  occupies  over  one-half  the 
volume  and  two  thirds  of  the  implant  pack- 
age weight  and  still  only  provides  a useful 
continuous  life  of  forty  hours.  It  is  clear 
that  conventional  miniature  dry  cells  are 
too  gross  and  short  lived,  and  their  re- 
placement, usually  by  means  of  surgery,  is 
undesirable.  One  solution,  and  this  is  also 
currently  being  tried  with  pacemakers,  is 
either  to  energize  the  implant  or  period- 
ically to  recharge  its  battery  from  an  out- 
side source  of  inductively  coupled  power. 
A more  ideal  approach,  however,  is  to 
seek  some  permanent,  internal  source  of 
body  energy  to  run  the  biotelemeter.  At 
the  present  time  Dr.  Ko,  among  others, 
has  studies  under  way  to  harness  the  elec- 
trochemical energy  of  body  fluids  and  also 
perhaps  to  transduce  certain  internal 
cyclic  muscular  motions  into  electrical 
power.  Some  real  progress  in  powering 
cardiac  pacemakers  through  energy  sup- 
plied by  expansion  and  contraction  of  the 
aorta  was  recently  described  by  an  engi- 
neer-medical team  working  at  Newark 
Beth  Israel  Hospital.5 

Despite  the  many  problems,  remarkable 
progress  has  already  been  made  in  implant 
biotelemetry.  Figure  5 shows  specialized 
sensors  for  respiration  and  heart  muscle 
potentials  and  the  surgical  technics  for 
their  placement  in  animals.  Note  that 
the  size  of  the  measuring  probes  in  bio- 
telemetering from  a bird  has  required  the 
inside  wiring  approach,  where  several 
implanted  sensors  are  connected  to  a cen- 


FIGURE6.  Implants  at  work.  Roentgen-ray  image 
of  Rhesus  monkey  with  implanted  transmitters 
(top  to  bottom):  electrocardiogram;  temperature, 
acceleration,  or  motion;  blood  pressure.  Implants 
are  FM  telemeters  operating  in  ranges  of  from  100 
kc.  to  100  me.,  with  small  antenna  coils  located 
beside  battery  (design  by  R.  S.  McKay,  University 
California  at  Berkeley). 


tral,  time-shared  transmitter  carried  in  an 
external  harness  by  the  animal.  However, 
as  Figure  6 discloses,  it  is  possible  surgically 
to  place  a number  of  self-contained  physio- 
logic transmitters  in  one  small  animal 
without  undue  disturbance  to  its  system. 
In  human  biotelemetry  the  latter  approach 
certainly  seems  more  desirable  since  leads 
from  sensor  to  transmitter  are  always  a 
possible  source  of  error  or  artifact  in  pre- 
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cise  measurement  and  also  have  a tendency 
to  disconnect  inside  an  active  individual. 


Is  it  ready  for  the  physician? 

We  now  return  to  our  opening  theme, 
namely,  that  bio  telemetry  will  inexorably 
find  its  way  into  the  tool  kit  of  the  practic- 
ing physician.  If  the  rationale  cited  holds 
up,  the  function  of  biotelemetry  in  medicine 
is  to  gain  more  meaningful  information — 
newer,  purer,  continuous — on  the  patient; 
this  will,  in  turn,  lead  to  better  diagnosis 
and  treatment  and,  ultimately,  to  new  pre- 
ventive and  restorative  technics.  A recent 
review  by  the  author6  of  some  of  the  early 
and  pioneering  clinical  applications  of  bio- 
telemetering more  than  hints  at  this 
promise.  To  support  our  theme,  let  us  now 
consider  just  a few  of  the  findings  of  this 
survey. 

The  use  of  biotelemetering  devices  to 
diagnose  has  proceeded  swiftly  in  two 
areas:  (1)  the  insertable  radio  “pill”  which 
can  be  temporarily  placed  within  the  body 
without  need  for  surgical  anchoring,  and  (2) 
the  telemetering  of  bio-electric  signals  from 
the  surface  of  the  body.  One  of  the  first 
successful  applications  was  in  diagnosing 
gastritis  by  analyzing  the  continuous  rec- 
ord of  pH  signaled  by  the  pill  as  it  travels 
the  gastrointestinal  tract.  This  approach 
was  even  used  to  determine  gastritic  condi- 
tions painlessly  in  infants — a horrendous 
task  by  any  other  means.  Noller7  reports 
detecting  pernicious  anemia  by  means  of 
a pH  “pill”  suspended  by  a string  into  the 
gullet.  Other  recent  applications  include 
measuring  bladder  pressures,  basal  tem- 
peratures, and  uterine  contractions.8 

The  noteworthy  point  to  the  physician 
in  these  “ingested”  applications  is  that  a 
condition  or  physiologic  variable  can  now 
be  measured,  without  discomfort  or  irrita- 
tion, over  several  hours  or  even  days.  And, 
if  desired,  the  direct  effects  of  chemotherapy 
or  other  treatment  on  this  condition  can 
be  observed  and  more  precisely  described. 

Equal  promise  has  come  in  the  medical 
use  of  biotelemetry  as  an  extension  of  such 
conventional  surface-measured  bio-electric 
information  as  the  electrocardiogram,  elec- 
troencephalogram, electromyogram,  and 
galvanic  skin  response.  The  ability  to 
telemeter  this  information  continuously 


has  led  to  the  concept  of  “real  time” 
signal  analysis,  with  the  diagnostic  meas- 
urement being  machine-scrutinized  for  clas- 
sical patterns  even  while  it  is  being 
taken.  As  Cesar  A.  Caceres,  M.D.,  a 
pioneer  in  cardiologic  telemetering,  puts 
it,  the  eventual  perfection  of  this  technic  in 
diagnosing  heart  disease  will  “thus  free  a 
physician  from  a routine,  sometimes  mo- 
notonous task  at  the  heart  station.”9 

The  exciting  potential  for  continuous 
measurement  in  preventive  medicine  was 
brilliantly  demonstrated  in  a recent  ex- 
haustive study  of  electrocardiograms  from 
300  ostensibly  healthy  people,  ages  twenty 
to  sixty,  at  Cornell  University  Medical 
College.10  In  the  experiment  miniature 
self-contained  instruments  were  used  for 
subjects  who  went  about  a standard  rou- 
tine of  daily  activities.  Many  periodic 
aspects  of  the  electrocardiogram  were 
identified  in  specific  individuals  that  would 
have  gone  undetected  in  a conventional 
examination.  Some  of  these  were  of  a type 
precursive  of  serious  future  cardiac  trouble; 
others,  had  they  appeared  randomly  in  a 
regular  examination,  might  have  led  to 
unnecessary  retirement  or  preventive  meas- 
ures. The  important  point  to  the  physician 
here,  of  course,  is  that  a continuous  “nor- 
mal” measurement,  either  transmitted  to  a 
central  receiver-recorder  or  stored  on  a 
portable  miniature  tape  recorder,  will 
probably  contain  more  realistic  and  de- 
tailed information  on  a suspected  condi- 
tion in  a patient  and  may  also  furnish 
insight  for  preventive  care. 

Implants  and  patients 

As  previously  suggested,  the  telemetering 
of  “surface”  physiology  has  its  limitations, 
and  the  advent  of  implant  biotelemetry 
makes  possible  internal  measurements  more 
directly  at  the  site  of  a suspected  pathologic 
condition.  While  most  of  the  implant  tele- 
metering studies  have  been  done  on  animals, 
the  success  of  the  implantable  pacemaker 
has  certainly  set  the  precedent  for  similarly 
implanted  miniature  devices  in  human 
beings.  An  obvious  extension  of  pace- 
making technic  by  telemetry  has  been  the 
signaling  of  true  heart  muscle  potentials 
and  rate  changes  from  sensors  implanted 
in  animals.  Theodore  Cooper,  M.D.,  of 
St.  Louis  University  Medical  School,  for 
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example,  is  using  this  technic  to  study 
the  effect  of  experimental  lesions  on  cardio- 
vascular function  and  soon  plans  to  employ 
it  in  monitoring  postoperative  patients. 

Biotelemetry  should  also  play  a leading 
role  in  helping  to  define  the  relationship 
between  pathologic  and  physiologic 
rhythms.  Franz  Halberg,  M.D.,  of  the  Uni- 
versity of  Minnesota  Medical  School,  who 
got  into  telemetering  designing  animal 
experiments  for  space  probes,  has  measured 
intraperitoneal  temperature  from  free-mov- 
ing as  well  as  restrained  rats  to  study 
rhythms.  He  plans  to  extend  these  studies 
to  a wide  range  of  frequencies  and  to  moni- 
tor a number  of  physiologic  functions 
simultaneously.  Dr.  Halberg  believes  this 
approach  can  lead  to  important  new  medical 
diagnostic  technics  and  may  advance  treat- 
ment in  two  ways:  first,  through  improving 
the  timing  of  conventional  treatment  ac- 
cording to  the  phase  of  the  circadian  (about 
twenty-four  hours)  periodic  system;  sec- 
ond, through  the  development  of  new  treat- 
ments based  on  rhythm  alteration  re- 
vealed by  the  spectrums  of  body  tempera- 
ture and  other  physiologic  rhythms.11 

One  of  the  most  enthusiastic  pioneers 
exploring  the  medical  potential  of  bio- 
telemetry is  Howard  Balin,  M.D.,  of  the 
University  of  Pennsylvania  Graduate 
School  of  Medicine.  While  his  area  of 
interest  has  centered  on  fertility  studies 
and  the  use  of  implanted  temperature 
telemeters  in  the  ovaries  of  primates,  Dr. 
Balin  suggests  that  the  most  valuable  use 
of  the  technic  will  be  in  gathering  data  from 
“otherwise  inaccessible  solid  organs  such 
as  the  brain,  kidney,  ovaries,  etc.”8  Dr. 
Balin  is  optimistic  about  the  ability  to  de- 
vise biotelemeters  for  such  measurements 
but  quietly  poses  some  fundamental  ques- 
tions that  may  very  well  be  the  query  of 
any  physician  who  will  someday  apply  the 
technic: 

1.  Will  the  presence  of  the  device  affect 
the  measurement  it  obtains? 

2.  Will  measurement  from  a single  point 
truly  represent  a condition  in  the  complete 
organ  under  study? 

Eternal  questions 

It  is  quite  clear  that  there  are  no,  and 
may  never  be,  simple  and  pat  answers  to 
these  questions,  which  indeed  apply  to  all 


biologic  measurements  as  well  as  bio- 
telemetering. As  Ko  and  Grotz  found  out 
in  their  work,  it  took  four  years  of  intensive 
collaboration  between  the  design  engineer 
and  medical  doctor  to  evolve  a usable, 
reliable  device  to  transmit  true  muscle 
potentials  across  a 30-foot  room  from  a 
peripatetic  rat.3  4 In  time,  superb  little 
implant  telemeters  will  surely  be  bought 
“off-the-shelf,”  but  the  guarantee  that  they 
will  produce  true  information  from  inside 
the  body  will  never  be  given.  Even  the 
wildest  dreams  of  the  geneticists  hardly 
add  up  to  predictably  responsive  and  stand- 
ard human  physiology,  and,  as  the  French 
say,  “vive  la  difference.” 

In  biology  each  measurement  is  unique, 
and  in  medical  biotelemetering  each  useful 
application  must  undoubtedly  rest  on  a 
solid  period  of  design  and  evaluation  and  on 
a practitioner  who  has  developed  some 
background  in  the  physics  of  biology  and  a 
healthy  insight  into  measurements  sci- 
ence— and  who  is  not  too  proud  to  call  the 
eager  bioinstrumentation  engineer  for  help 
if  uncertainty  exists. 


Postscript  on  promise  of  biotelemetry 

The  brief  report  on  “Biotelemetry  and 
the  Physician”  which  we  have  formally 
concluded  hardly  does  justice  to  the  many 
intriguing  descriptions  of  present  and  plan- 
ned biotelemetering  applications  which  the 
the  author  received  in  response  to  his  sur- 
vey of  hospitals  and  research  laboratories 
during  the  summer  of  1964.6  Nor  does  it 
but  briefly  hint  at  the  excitement  ahead, 
as  these  pioneering  experiments  in  bio- 
telemetry lead  to  its  more  substantial 
use  on  many  frontier  areas  of  the  life 
sciences.  So  as  an  off-the-record  postscript 
I would  like  to  speculate  on  just  a few  of  the 
places  where  bio  telemetry  may  take  us 
five  years  from  now,  provided,  of  course, 
that  some  rather  fundamental  problems 
impeding  its  progress  are  solved  in  the 
interim. 

In  biology.  Progress  in  the  use  of 
biotelemetry  to  gain  information  on  un- 
restrained organisms  and  their  environment 
will  fill  many  blank  pages  in  our  volumes  of 
descriptive  biology  in  the  years  ahead. 
By  1970  the  physiology  and  social  behavior 
of  free-roaming  animals  of  most  species 


December  1,  1965  / New  York  State  Journal  of  Medicine  2899 


will  be  under  massive  surveillance  along 
with  integral  telemetered  information  on 
associated  ecology.  Studies  to  interpret 
and  classify  animal  sounds  and  synthesize 
animal  “language”  will  start  to  bear  fruit, 
and  the  first  real  attempts  at  two-way 
audiotelemetry  between  man  and  certain 
species  of  animals  will  take  place.  While 
it  may  not  be  in  five  years,  we  may  some 
day  instruct  a dolphin  assistant  to  under- 
take a deep  sea  tracking  experiment  for  us, 
and  we  may  employ  birds  equipped  with 
appropriate  instruments  to  tote  our  inter- 
office mail. 

In  human  engineering.  Progress  in 
the  use  of  biotelemetry  to  monitor  human 
performance  under  work  conditions  will 
inevitably  lead  to  more  dynamic  coupling 
between  man  and  the  complex  systems  and 
equipment  he  creates.  By  1970  experience 
with  astronauts  in  extraterrestial  environ- 
ments will  supply  the  technics  for  regulat- 
ing complex  machinery  from  primary 
physiologic  inputs.  Implanted  or  “or- 
ganic” telesensors  will  not  be  an  odious 
thought  to  the  astronaut,  who  will  depend 
on  them  for  rapid  and  life-saving  control 
decisions  in  a dangerous  environment. 
We  shall  perhaps  see  the  use  of  permanently 
implanted  telesensors  to  relay  out  phys- 
iology in  normal  man  within  the  next 
decade,  primarily  for  his  safety  in  missions 
in  outer  space.  But  the  use  of  surface 
sensors,  and  eventually  implanted  ones,  to 
link  the  physiologic  response  of  man  via 
telemetry  to  complex  systems  and  machines 
on  earth  will  follow  not  long  after. 

In  medicine.  Biotelemetry  will  start 
to  invade  medicine  in  force  by  1970.  Pa- 
tient care  will  ultimately  be  revolutionized 
by  the  concepts  which  will  be  experi- 
mentally under  way  at  that  time.  Low- 
cost  miniature  telemeters  will  be  used  in 
hospitals  to  monitor  patients  during  and 
after  surgery;  a technic  for  dissolving  the 
implant  package  into  the  body  waste 
system  after  a reasonable  time  will  be 
developed.  Outpatient  treatment  will  be 
the  order  of  the  day;  ambulatory  and 
bedridden  people  requiring  medical  super- 
vision will  be  monitored  by  telemetry  at 
home  or  on  their  jobs.  Two-way  tele- 
communication with  prosthetic  devices  and 
artificial  organs  will  be  perfected;  con- 
scious control  by  a paralyzed  person,  for 
example,  will  be  exerted  via  implant  trans- 


receivers on  powering  devices  to  move 
atrophied  arms  and  limbs.  The  concept  of 
automatic  self-regulated  therapy  by  means 
of  chemical  restorative  implants  (that  is, 
insulin,  adrenalin,  and  so  on)  will  be  se- 
riously under  study.  The  dawn  of  a new, 
quantitative  era  in  psychotherapy, 
through  dynamic  telemetered  measurements 
of  evoked  response  and  behavior,  will 
begin. 

While  somewhat  imaginative,  there  is  a 
certain  reality  to  all  of  these  hoped-for 
developments  through  biotelemetry,  pro- 
vided the  following  problems  receive  serious 
attention  during  the  next  few  years: 

1.  Major  allocation  of  funds  must  be 
directed  toward  the  support  of  fundamental 
research  which  specifically  aims  at  the 
solution  of  some  of  the  basic  problems  of 
biotelemetry  such  as:  the  development  of 
“organic”  energy  sources,  the  study  of 
signal  transmission  in  biologic  materials, 
and  the  evolution  of  new  concepts  for 
microsensors. 

Funds  are  also  necessary  to  pay  for  the 
costly  fabricating  technic  development  re- 
quired to  reduce  implant  packages  to  pin- 
head size  or  smaller. 

2.  Major  support  must  be  brought  to 
bear  on  the  concept  of  bringing  gifted 
physical  scientists  and  engineers  into  closer 
collaboration  with  the  leading  experimental- 
ists in  the  life  sciences.  Research  and 
educational  environments  must  be  created 
where  sustained  effort  over  a period  of 
years  can  be  made  by  teams  of  physical 
and  life  scientists  and  where  recognition 
for  achievement  is  co-equal  in  the  advanced 
application  of  modern  analytical  and  in- 
strumental methods  as  well  as  in  the  re- 
search gains  realized  through  its  use. 

If  we  manage  successfully  to  overcome 
these  major  obstacles,  the  future  of  bio- 
telemetry seems  almost  unlimited.  Cer- 
tainly we  can  envision  that  the  steadily 
improved  use  of  this  versatile  tool  will 
eventually  produce  a literal  encyclopedia 
of  new  and  basically  numerical  information 
on  a whole  spectrum  of  unknowns  in 
biology,  medicine,  human  engineering,  be- 
havioral psychology,  and  many  other  major 
areas  of  the  life  sciences;  and  that  the 
long-awaited  era  of  quantitative  theory  in 
the  study  of  living  systems  may  suddenly 
be  with  us. 
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Thoracic  disk  protrusions 

A report  on  findings  in  a series  of  61  cases  of 
protruded  thoracic  intervertebral  disk,  repre- 
senting an  incidence  of  about  5 for  every  1,000 
disk  operations  at  all  levels,  was  reported  in  a 
recent  issue  of  the  Journal  of  the  American  Medi- 
cal Association.  There  were  33  men  and  28 
women  ranging  in  age  from  nineteen  to  seventy- 
three  years  with  the  largest  number,  19,  falling 
in  the  fourth  decade.  The  series  for  number, 
level,  and  location  of  protruded  disks;  symp- 
toms, physical  findings,  diagnosis,  surgical  pro- 
cedure, and  results  were  analyzed  by  J.  Grafton 
Love,  M.D.,  and  Victor  G.  Schorn,  M.D.,  of 
the  Mayo  Clinic  in  Minnesota. 

Two  patients  were  admitted  in  spinal  shock 
the  day  they  were  injured.  In  those  patients 
without  a history  of  trauma,  the  shortest  dura- 
tion of  symptoms  was  three  weeks  and  the 
longest  twenty-six  years.  Others  were  dis- 
tributed as  follows:  less  then  one  year,  24;  less 
than  two  years,  35. 

The  development  of  symptoms  was  as  fol- 
lows: (1)  became  worse  gradually,  28;  (2) 

symptoms  intermittent  at  first,  getting  worse 
gradually,  20;  (3)  became  worse  rapidly,  8; 
(4)  symptoms  constant  from  onset,  5.  In  12 
patients  the  symptoms  were  aggravated  by  cer- 
tain movements  and  by  coughing  or  straining 
in  9.  Only  4 (7  per  cent)  reported  night  pain,  as 
against  24  to  31  per  cent  in  other  studies.  Pain 
was  the  initial  symptom  in  37;  numbness,  11; 
motor  weakness,  10;  urine  retention,  1;  and 
spinal  shock,  2. 
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These  were  the  most  common  symptoms,  with 
sensory  disturbances  of  some  kind  reported  by 
59,  of  whom  52  complained  of  pain.  The 
distribution  was  as  follows:  radicular  pain,  40 
(unilateral  31,  bilateral  9)  consisting  of  burning, 
shooting,  cutting,  sharp,  or  severe,  either  in- 
termittent or  constant;  dull,  nagging  back 
pain,  thoracic  and  low  back,  31;  paresthesia 
or  perverted  sensations,  30;  numbness,  35 
(unilateral  12,  bilateral  23) ; decreased  pain  and 
temperature  sensations,  8. 

Motor  symptoms  were  absent  in  25,  but  36 
patients  complained  of  muscle  weakness.  This 
was  distributed  as  follows:  1 lower  extremity, 

10;  both  lower  extremities,  25;  1 hand,  1.  All 
of  the  35  patients  who  complained  of  motor 
symptoms  of  the  lower  extremities  reported 
some  gait  difficulties:  weak,  unsteady,  stiff,  or 

staggering  (9  were  unable  to  walk  at  all,  2 com- 
plained of  flexor  spasms  of  the  legs,  and  1 pa- 
tient complained  of  quivering  muscles). 

A total  of  22  patients  complained  of  urinary 
symptoms,  including  the  following:  urgency, 

frequency,  trouble  with  urinary  stream,  in- 
continence, incomplete  emptying  of  bladder, 
urinary  retention,  lack  of  normal  sensation,  and 
dysuria.  Bowel  symptoms  were  reported  by  8 
patients. 

These,  in  order  of  decreasing  frequency,  in- 
cluded constipation,  lack  of  normal  sensa- 
tion, incontinence,  incomplete  emptying,  and 
urgency. 

Other  symptoms  reported  were:  impotence, 

1;  inability  to  have  orgasm,  1 (male) ; decreased 
sensation  during  intercourse,  2 (female);  ab- 
sence of  sweating  of  the  feet,  2. 
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|t  has  been  reported,  that  the  adminis- 
tration of  succinylcholine  will  frequently 
produce  alterations  in  cardiac  rate  and 
rhythm.1-6  Furthermore,  it  has  been  sug- 
gested that  the  administration  of  succinyl- 
choline is  likely  to  disturb  cardiac  rate  and 
rhythm  more  frequently  and  more  severely 
in  patients  who  are  digitalized. 

In  our  experience,  during  routine 
monitoring  of  the  electrocardiogram  in  ap- 
proximately 600  patients  anesthetized  for 
cardiac  surgery,  we  rarely  observed  any 
significant  alterations  in  cardiac  rate  or 
rhythm  when  succinylcholine  was  adminis- 
tered. In  an  attempt  to  assess  more  ac- 
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a study  was  made  of  30  patients  in  whom 
succinylcholine  was  injected  intravenously 
to  facilitate  orotracheal  intubation  following 
induction  of  anesthesia  with  thiopental ; 
25  patients  had  been  digitalized,  and  5 had 
not  received  any  digitalis.  Transient  altera- 
tions in  cardiac  rate  occurred  in  random 
fashion  in  all  but  3 patients  but  were  not 
alarming.  Ventricular  arrhythmias  occurred 
in  only  4 patients,  but  the  circumstances  at- 
tending the  development  of  the  arrhythmias 
suggested  that  they  were  not  the  direct  result 
of  either  digitalis  or  succinylcholine  alone 
nor  of  any  specific  interaction  between  them. 


curately  whether  the  apparent  paucity  of 
cardiac  irregularities  detected  by  us  in 
association  with  succinylcholine  adminis- 
tration was  only  a clinical  impression  plus 
wishful  thinking  or  a fact,  we  made  obser- 
vations in  a planned  series  of  patients  to 
collect  objective  data  for  evaluation. 

Methods 

Thirty  patients,  aged  eleven  to  sixty- 
seven,  were  brought  to  the  operating  room 
for  cardiac  surgery.  Of  these,  25  had  been 
digitalized  for  various  periods  of  time  as 
shown  in  Table  I,  and  5 had  never  been 
digitalized  as  shown  in  Table  II.  Pre- 
medication consisted  of  a barbiturate, 
diphenhydramine  (Benadryl)  and  a nar- 
cotic. No  atropine  or  other  belladonna 
drug  was  administered  at  any  time. 

Each  patient  was  placed  on  the  operating 
table  in  the  supine  position  while  blood 
pressure  by  sphygmomanometry  and  pulse 
rate  by  palpation  were  determined  and 
recorded. 

Continuous  electrocardiographic  trac- 
ings, usually  lead  II,  were  obtained  on  a 
Sanborn  (model  51)  recorder  through  needle 
electrodes.  An  intravenous  infusion  was 
started,  and  after  anesthesia  had  been  in- 
duced by  the  administration  of  a single 
dose  of  thiopental,  a single  dose  of  succinyl- 
choline was  injected  to  relax  the  patient  for 
orotracheal  intubation.  Vigorous  ventila- 
tion with  a high  flow  of  100  per  cent  oxygen 
was  performed  manually  by  means  of  the 
bag  and  mask  of  a circle  absorption  system 
as  soon  as  muscle  fasciculations  appeared, 
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TABLE  I.  Digitalized  group 
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* Electrocardiographic  changes  from  control:  none  after  thiopental;  none  during  fasciculation  except  Case  25  (premature  ventricular  contraction)  none  during  laryngoscopy;  none  at  intubation 
except  Cases  5,  10,  and  13  (bigeminy),  and  none  three  minutes  after  intubation. 

t Preoperative  diagnosis:  M.S.  (mitral  stenosis),  M.I.  (mitral  insufficiency),  A.S.  (aortic  stenosis),  A. I.  (aortic  insufficiency),  A.S.D.  (atrial  septal  defect),  and  V.S.D.  (ventricular  septal  defect). 
**  Preoperative  electrocardiographic  findings:  N.A.  (no  abnormalities),  R.V.H.  (right  ventricular  hypertrophy),  L.V.H.  (left  ventricular  hypertrophy),  A.  Fib.  (atrial  fibrillation),  DIG.  (digitalis 
effects),  R.B.B.B.  (right  bundle  branch  block),  R.A.  Dev.  (right  axis  deviation),  P.V.C.  (premature  ventricular  contraction),  and  A.V.  Block  (2nd  degree  atrioventricular  block). 


TABLE  II.  Nondigitalized  group 


Case 

Age 

Sex 

Preoperative 
Diagnosis  f 

EKG 

Control 

(Preop.)** 

Thiopental 
(2.5%) 
Dose  (mg.) 

Succinyl- 
choline 
(2.0%) 
Dose  (mg.) 

Number 

of 

Attempts 

to 

Intubate 

Period  of 
No 

Ventilation 

(Minutes) 

✓ — Pulse  Rate  per  Minute — - 
After 

Prein-  Succinyl- 
duction  choline  Change 

26 

11 

F 

P.S. 

R.V.H. 

100 

60 

1 

60 

128 

80 

-48 

27 

18 

M 

P.S. 

R.V.H. 

300 

80 

1 

30 

100 

100 

0 

28 

38 

F 

A.S.D. 

R.B.B.B. 

250 

60 

1 

33 

100 

108 

+8 

29 

43 

M 

A.S.D. 

R.B.B.B. 

300 

60  and  40 

2 

90  and  69 

90 

74 

-16 

30 

68 

F 

AO. 

P.A.C. 

200 

60 

1 

30 

88 

78 

-10 



AN. 

* There  were  no  changes  for  the  following:  period  of  digitalization;  digitalis  maintenance  dose;  and  electrocardiographic 
changes  from  control  after  thiopental,  during  fasciculation , during  laryngoscopy,  at  intubation,  and  three  minutes  after  intuba- 
tion. 


t Preoperative  diagnosis:  same  as  Table  I.  Also  P.S.  (pulmonary  stenosis),  and  AO. AN.  (aortic  aneurysm,  thoracic). 
**  Preoperative  electrocardiographic  findings:  same  as  Table  I.  Also  P.A.C.  (premature  auricular  contraction). 


and  this  was  continued  until  muscular 
relaxation  ensued.  Then,  without  em- 
ploying topical  anesthetic  agents,  direct 
laryngoscopy  and  orotracheal  intubation 
were  carried  out  as  expeditiously  as  possi- 
ble. Immediately  after  intubation,  hyper- 
ventilation with  100  per  cent  oxygen  was 
resumed,  while  a nasogastric  tube  was 
inserted  to  insure  decompression  of  the 
stomach.  If  the  initial  attempt  to  intubate 
the  trachea  proved  unsuccessful,  a second 
dose  of  succinylcholine  was  administered  to 
facilitate  intubation  by  a different  member 
of  the  team. 

Results 

Digitalized  patients.  Twenty -five  pa- 
tients are  included  in  this  group  shown  in 
Table  I.  In  three  of  these  patients  (Cases 
5,  10,  and  13),  bigeminal  rhythm  developed 
during  intubation  after  a prolonged  period 
of  apnea  and  laryngoscopy  (Fig.  1). 

Case  5.  Tracheal  intubation  was  attempted 
unsuccessfully  at  first.  After  forty-six  seconds, 
ventilation  and  oxygenation  were  resumed  for 
fifteen  seconds.  The  tracheal  intubation  was 
then  accomplished  in  fourteen  seconds.  After 
intubation,  bigeminal  rhythm  was  noted.  With 
adequate  ventilation  and  oxygenation  it 
promptly  disappeared,  and  at  three  minutes 
after  intubation,  the  electrocardiogram  had 
returned  to  the  control  pattern  (Fig.  1). 

Case  10.  Tracheal  intubation  was  attempted 
unsuccessfully  at  first.  After  sixty  seconds, 
bigeminal  rhythm  became  apparent.  Hyper- 
ventilation with  100  per  cent  oxygen  was  re- 
sumed, and  then  endotracheal  intubation  was 
accomplished  in  thirty  seconds  without  the  re- 
appearance of  electrocardiographic  abnormali- 
ties. 

Case  13.  Tracheal  intubation  was  accom- 
plished after  eighty-three  seconds.  Bigeminal 


LEAD  TWO 


■:('  I t 

Consol  At  Intubation  Afttr  02  1 3 min.) 

(apnea  75*) 

FIGURE  1.  Case  5.  Typical  instance  of  bigemina 
rhythm  which  appeared  after  prolonged  apnea  and 
disappeared  after  adequate  oxygenation.  Analo- 
gous records  were  obtained  from  Cases  10  and  13. 
In  Case  25,  only  two  isolated  premature  ventricular 
contractions  were  noted. 


rhythm  appeared  only  after  the  endotracheal 
tube  was  in  place  and  disappeared  promptly 
when  ventilation  with  100  per  cent  oxygen  was 
resumed. 

Case  25.  In  this  patient,  premature  ventricu- 
lar contractions  appeared  during  the  period  of 
muscle  fasciculation  while  ventilation  was  being 
neglected  because  of  a misunderstanding  among 
the  members  of  the  team.  Because  of  this  error 
in  following  the  protocol,  hyperventilation  with 
100  per  cent  oxygen  was  instituted  only  after 
succinylcholine  paralysis  had  made  respiratory 
efforts  inadequate.  At  this  time,  two  prema- 
ture ventricular  contractions  were  noted. 
Hyperventilation  with  100  per  cent  oxygen  was 
administered  immediately,  and  no  further 
arrhythmias  were  noted. 

The  pulse  rate  followed  an  erratic  pattern 
of  transient  changes  from  patient  to  pa- 
tient. It  increased  in  11  patients,  de- 
creased in  12,  and  remained  unchanged  in 
2.  There  was  no  obvious  correlation  be- 
tween any  particular  behavior  of  the  pulse 
rate  and  the  onset  of  the  arrhythmias  when 
they  appeared. 

Nondigitalized  patients.  Five  pa- 
tients are  included  in  this  group  as  shown 
in  Table  II.  None  of  them  evidenced  any 
arrhythmia  in  association  with  succinyl- 
choline administration,  although  in  one 
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FIGURE  2.  Case  29.  Despite  artifacts  represent- 
ing mechanical  interference,  nonspecific  changes 
of  S-T  tract  and  equivocal  deviations  suggestive 
of  intermittent  premature  ventricular  contractions 
appeared  to  be  associated  with  a prolonged  period 
of  apnea  during  a difficult  intubation. 


instance  (Case  29),  a prolonged  period  of 
apnea  during  a difficult  intubation  was 
associated  with  some  nonspecific  changes 
of  the  S-T  tract  and  equivocal  deviations 
suggestive  of  intermittent  premature  ven- 
tricular contractions  (Fig.  2).  In  this 
rather  large  patient,  tracheal  intubation 
was  difficult  because  of  the  size  of  the 
oropharynx.  During  laryngoscopy,  some 
disturbances  in  the  electrocardiogram  were 
noted  which  at  the  time  were  attributed  to 
mechanical  interference  caused  by  manipu- 
lation. However,  it  is  our  opinion  that 
S-T  tract  changes,  T wave  changes,  and  at 
least  two  premature  ventricular  contrac- 
tions were  also  recognizable  at  this  time 
(Fig.  2). 

Transient  changes  in  pulse  rate  again 
followed  a haphazard  pattern  from  patient 
to  patient  the  pulse  rate  being  increased  in 
1 patient,  decreased  in  3,  and  unchanged  in 
1. 

Comment 

Our  data  do  not  support  the  contention 
that  the  administration  of  succinylcholine, 
at  least  in  the  dose  range  employed  by  us, 
as  shown  in  Tables  I and  II,  produces  a 
high  incidence  of  ventricular  arrhythmias 
in  digitalized  patients. 

It  cannot  be  disputed  that  under  some 
experimental  conditions,  the  administra- 
tion of  succinylcholine  will  result  in  signifi- 
cant ion  shifts  across  the  cell  membranes 
both  in  vivo  and  in  vitro.7-9  However, 
whether  or  not  these  ion  shifts  influence 
cardiac  rhythmicity  and  are  responsible  for 
the  arrhythmias  which  have  been  reported 
by  others  remains  to  be  proved.  Schoen- 
stadt  and  Whitcher5  in  the  introduction  to 
their  report  stated  that,  although  arrhyth- 
mias associated  with  the  administration  of 


succinylcholine  have  been  commonly  re- 
ported under  given  experimental  condi- 
tions, they  are  seldom  seen  in  clinical 
practice.  Our  data  appear  to  corroborate 
this. 

In  each  instance  of  arrhythmia  noted  by 
us  in  association  with  the  administration  of 
succinylcholine,  the  phenomenon  occurred 
either  after  a prolonged  period  of  laryngeal 
manipulation  while  orotracheal  intubation 
was  being  attempted  in  an  apneic  patient, 
as  shown  in  Table  I,  Cases  5,  10,  and 
13;  and  Table  II,  Case  29  or  during  a 
period  of  hypoventilation  prior  to  intuba- 
tion as  shown  in  Table  I,  Case  25.  To 
what  extent  manipulation  on  the  one  hand, 
and  hypoxia  and  or  hypercarbia  on  the 
other,  contributed  to  the  onset  of  these 
arrhythmias  is  uncertain. 

That  orolaryngeal  manipulation  may 
cause  disturbances  of  rhythm  is  well 
known.10-13  To  what  extent  this  reflex 
activity  may  be  prevented  by  atropiniza- 
tion  is  questionable.  None  of  our  patients 
received  atropine  at  any  time.  Cray- 
thorne,  Turndorf,  and  Dripps1  premedi- 
cated all  of  their  patients  with  atropine  in 
doses  which  they  considered  adequate,  and 
yet  disturbances  of  rhythm  were  noticed. 
Conversely,  our  patients  who  did  not  re- 
ceive atropine  for  premedication  failed  to 
develop  arrhythmias  except  for  those  3 
who  were  subjected  to  laryngeal  manipula- 
tion during  a prolonged  period  of  apnea 
and  the  1 who  was  subjected  to  hypoventi- 
lation alone.  This  suggests  that  atropine 
may  be  neither  as  essential  nor  as  effective 
as  adequate  ventilation  in  the  prevention  of 
this  type  of  arrhythmia. 

Although  it  has  been  reported  that  large 
enough  doses  of  atropine  may  interrupt 
bradycardia  or  abolish  arrhythmias  if 
either  of  these  occur  following  the  injection 
of  succinylcholine,  reconsideration  of  the 
use  of  atropine  under  such  circumstances 
appears  warranted.6  It  cannot  be  denied 
that  atropine  in  sufficient  doses  will  block 
effectively  and  completely  vagal  control  of 
the  heart.  The  effectiveness  of  atropine 
in  this  respect  is  illustrated  in  a case  report 
of  a patient  who  developed  bradycardia 
secondary  to  asphyxia  caused  by  tracheal 
obstruction  during  surgical  manipulation.14 
He  responded  to  the  injection  of  atropine 
with  an  increase  in  pulse  rate  and  an  in- 
crease in  blood  pressure,  but  this  was 
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promptly  followed  by  cardiac  arrest  and 
death.  Its  use  for  the  prevention  or  treat- 
ment of  any  disturbance  in  cardiac  rhythm 
which  may  warn  that  a serious  alteration  of 
the  internal  environment  needs  correction 
may  not  be  to  the  advantage  of  either  the 
patient  or  the  anesthesiologist. 

Summary 

Succinylcholine  was  injected  intrave- 
nously to  facilitate  orotracheal  intubation 
following  induction  of  anesthesia  with 
thiopental  in  30  patients,  while  the  electro- 
cardiogram was  monitored  continuously. 
Twenty-five  patients  had  been  digitalized 
previously,  and  5 had  not  received  any 
digitalis.  None  received  atropine. 

Transient  alterations  in  cardiac  rate 
(tachycardia  or  bradycardia)  occurred  in 
random  fashion  in  all  but  3 patients  but 
were  never  of  an  alarming  magnitude. 
Ventricular  arrhythmias  occurred  in  only  4 
patients  in  each  of  whom  either  tracheal 
intubation  was  performed  with  difficulty 
after  a prolonged  period  (in  excess  of  fifty 
seconds),  orolaryngeal  manipulation  was 
done  during  succinylcholine  apnea  (3  pa- 
tients), or  adequate  ventilation  with  100 
per  cent  oxygen  was  neglected  (1  patient). 

The  circumstances  which  attended  the 
development  of  these  arrhythmias  suggest 
that  they  were  not  the  direct  result  of  either 
digitalis  or  succinylcholine  alone  nor  of  any 
specific  interaction  between  them. 

Discussion 

Dante  Bizzarri,  M.D.,  New  York  City. 
Without  disputing  the  validity  of  the  ob- 
servations made  by  Dr.  Akdikmen,  I 
would  like  to  stress  that  if  one  wishes  to 
ascertain  whether  or  not  a drug  has  a 
specific  pharmacologic  effect,  the  study 
should  be  conducted  in  such  a manner  as  to 
reduce  to  a minimum  the  number  of  factors 
that  in  themselves  might  produce  such 
changes.  I submit  that  such  was  not  the 
case  in  the  report  just  presented. 

In  a study  conducted  to  assess  the  effects 
of  succinylcholine  on  human  beings,  we 
chose  180  adult  patients  with  essentially 
normal  cardiovascular  systems.  Our  data 
led  us  to  the  conclusion  that  succinylcholine 
does  produce  changes  in  the  electrical 


activity  of  the  heart,  blood  pressure,  and 
pulse  rate  in  a considerable  percentage  of 
patients,  but  that  a very  significant  differ- 
ence is  noted  in  the  frequency  and  serious- 
ness of  these  changes  when  the  results  of 
two  technics  of  administration  are  com- 
pared. 

When  40  mg.  of  a 2 per  cent  solution  of 
succinylcholine  is  rapidly  administered  in- 
travenously (within  five  to  ten  seconds)  and 
especially  when  repeated  a second  time,  it 
will  produce  changes  of  greater  significance 
than  when  the  same  amount  is  administered 
in  a 0.1  per  cent  solution  by  a drip  technic 
over  a two-minute  period. 

We  have  prepared  four  slides  that  show 
data  supporting  our  conclusions.  In  the 
light  of  the  conclusions  presented  by  Dr. 
Akdikmen,  it  is  important  to  emphasize 
that  at  no  time  did  these  patients  have 
periods  of  hypoventilation.  The  drug  was 
administered  when  no  other  factor  could  be 
held  responsible  for  the  changes. 

The  first  slide  shows  the  types  of  changes 
we  observed  in  the  electrical  activity  of  the 
heart  in  the  132  patients  in  the  single-dose 
study.  Sinus  bradycardia  was  the  most 
frequent  change  seen  followed  by  nodal 
rhythm  and  nodal  bradycardia.  Three  pa- 
tients had  asystole.  Most  changes  oc- 
curred after  the  second  injection,  and  most 
occurred  within  thirty  seconds  of  the  injec- 
tion. This  is  a fact  that  should  preclude 
the  thought  that  other  factors  might  have 
caused  the  changes.  Time  limits  me  to 
show  only  the  effects  on  the  electrical 
activity  of  the  heart,  but  we  did  record 
frequent  changes  in  blood  pressure  and 
pulse  rate. 

The  second  slide  represents  the  incidence 
of  concomitant  significant  changes  that 
were  observed  in  this  group  of  patients. 
Eleven  showed  changes  in  blood  pressure, 
pulse  rate,  and  electrocardiogram;  10  in 
blood  pressure  and  pulse  rate;  and  10  in 
pulse  rate  and  electrocardiogram. 

The  next  two  slides  represent  findings  of 
the  second  part  of  the  study  when  48  adult 
patients  were  given  the  succinylcholine  in 
dilute  solution  over  a two-minute  period. 

The  first  slide  shows  that  although 
changes  in  the  electrocardiogram,  blood 
pressure,  and  pulse  were  observed  in  this 
group  also,  the  incidence  and  significance 
of  these  changes  is  much  less  than  in 
the  previous  group.  Electrocardiogram 
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changes  occurred  only  in  3 patients.  One 
had  nodal  rhythm  that  lasted  thirty  sec- 
onds, one  had  flattening  of  T waves  that 
lasted  fifteen  seconds,  and  one  had  4 ven- 
tricular extrasystoles  during  a thirty-second 
period. 

The  second  slide  shows  that  the  incidence 
of  concomitant  significant  changes  was  less 
than  in  the  previous  group.  In  no  instance 
did  we  observe  concurrent  changes  in  blood 
pressure,  pulse  rate,  and  electrocardio- 
grams. 

On  the  basis  of  our  studies,  we  are  satis- 
fied to  conclude  that  succinylcholine  pro- 
duces cardiovascular  changes  in  a certain 
percentage  of  patients  being  mostly  evanes- 
cent and  only  rarely  alarming.  However, 
there  is  a significant  difference  in  these 
changes  when  the  two  technics  of  adminis- 
tration are  compared.  Our  recommenda- 
tion continues  to  be  that  this  drug  be 
administered  in  a dilute  solution  in  such  a 
manner  that  the  rate  of  flow  can  be  reduced 
or  stopped  if  careful  monitoring  reveals 
significant  changes  in  blood  pressure,  pulse 
rate,  and  electrocardiograms. 
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technic  of  a method  to  lower  the  tempera- 
ture of  the  central  nervous  system  in  an 
otherwise  normothermic  body. 


Regional  Cooling  of 
Central  Nervous  System 
by  Extravascular 
Perfusion  Hypothermia 

JUAN  NEGRIN,  JR.,  M.D. 

New  York  City 

From  the  Neurosurgical  Service,  Lenox  Hill  Hospital 


Lower  than  average  normal  tempera- 
tures of  the  central  nervous  system  may  be 
obtained  by  extravascular  perfusion  of  the 
brain  or  spinal  cord  with  cold  solutions.1 
With  this  method  of  local  hypothermia,  the 
rest  of  the  body  remains  at  normal  tem- 
peratures. 

Usually  when  discussing  central  nervous 
system  hypothermia,  we  mean  induced 
low  temperatures  of  the  brain  without 
inclusion  of  other  parts  of  the  neuraxis. 

The  well-established  advantages  of  hypo- 
thermia1-5 might  have  been  applied  long 
ago  to  neurosurgical  problems  involving  the 
spinal  cord,  since  it  is  reasonable  to  expect 
spinal  cord  and  cerebral  tissue  to  react 
similarly  under  low  temperatures.  How- 
ever, only  recently  has  attention  been 
given  to  the  possible  applications  of  spinal 
cord  hypothermia  in  human  beings.1-6’7 

In  this  article,  we  will  outline  some  of  our 
clinical  experiences  with  hypothermia  of 
intracranial  and  spinal  canal  structures 
as  well  as  describe  instrumentation  and 

Read  before  the  New  York  Neurosurgical  Society  meeting, 
Neiy  York  Academy  of  Medicine,  February,  1964. 


Method 

At  the  present  time,  such  direct  regional 
hypothermia  is  carried  out  with  an  instru- 
ment having  the  following  component 
parts: 

1.  A container  to  store  and  distribute 
a cooling  liquid  through  a coil  sys- 
tem. 

2.  A perfusion  pump  to  circulate  the 
liquid  at  controlled  speed  and  pres- 
sure. 

3.  A refrigeration  compressor  unit  that 
automatically  regulates  and  main- 
tains the  temperature  of  the  circulat- 
ing liquid  at  the  desired  level. 

The  rate  of  flow  can  be  varied,  and  the 
temperature  of  the  fluid  may  be  lowered 
to  minus  20  C. 

Differential  hypothermia  is  obtained  by 
changing  the  rate  of  flow  and  the  tempera- 
ture of  the  circulating  fluid  in  which  the 
selected  portion  of  the  central  nervous 
system  is  bathed.  The  cooling  fluid  may 
be  recirculated  through  a closed  system, 
or  it  can  be  removed  by  standard  suction. 
A combination  of  both,  closed  circuit  and 
standard  suction,  is  also  possible. 

Among  other  liquids,  we  have  used  saline 
and  glycerin  solutions,  glucose  solutions, 
and  a physiologic  irrigation  solution  (Tis- 
U-Sol). 

Experimental  observations 

Some  of  our  preliminary  experimental 
studies  in  this  field  were  done  on  dogs. 
With  a workable  laboratory-built  unit,  the 
spinal  subdural  and  epidural  spaces  were 
perfused  with  cold  solutions.  With  liquid 
temperatures  of  4 to  15  C.,  the  spinal  cord 
temperature  went  down  rapidly  and  was 
easily  maintained  at  10  to  15  C.  for  several 
hours  without  neurologic  sequelae.  Seg- 
mental hypothermia  of  the  cervical  cord 
produced  no  measurable  temperature 
change  of  the  cerebral  hemispheres.  The 
protective  effect  of  this  low  temperature 
against  postischemic  sequelae  was  demon- 
strated repeatedly  when  occlusion  of  the 
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FIGURE  1.  Local  spinal  cord  hypothermia  for  re- 
moval of  meningioma.  Schematic  demonstration 
of  direct  local  spinal  cord  hypothermia  showing  how 
segmental  spinal  cord  epidural  and  subdural  cool- 
ing by  perfusion  or  gravity  may  be  accomplished 
by  either  closed  circuit  recirculation  of  cold  solu- 
tions or  by  suction  of  excess  fluid. 


thoracic  aorta  for  over  one  hour  failed 
to  produce  the  usual  hind  leg  paralysis  that 
appears  in  normothermic  animals  very 
often  after  only  ten  minutes  following 
occlusion  of  the  thoracic  aorta.7  A similar 
protective  effect  was  demonstrated  against 
experimental  compression  of  the  spinal 
cord.  Preliminary  observations  cooling 
dogs’  intracranial  structures  were  also 
carried  out. 

Clinical  observations 

With  some  modifications  and  with  im- 
proved instrumentation,  extravascular  per- 
fusion hypothermia  was  first  used  on  pa- 
tients with  a permanent  total  disability 
from  a neurologic  disease  and  later  in  other 
neurologic  problems  where  surface  cooling 
had  been  previously  reported  to  be  helpful. 

Segmental  cooling  of  spinal  cord 

Two  patients  with  spastic  rigid  quadri- 
paresis  and  severe  mental  deficiency  were 
the  first  to  have  local  spinal  cord  hypo- 
thermia. 

The  first  patient  had  a perfusion  of  cold 
saline  through  epidural  catheters  intro- 
duced with  standard  technic  for  epidural 
blocks.  This  closed  method  presented 
technical  difficulties  related  to  placement 
of  the  catheters  and  patency  of  their 
lumina  to  allow  proper  in-  and  outflow  of 


Extravascular  perfusion  hypothermia 
of  spinal  canal  structures  has  been  used 
successfully  in  patients  with  spastic  rigid 
quadriparesis  and  severe  mental  deficiency, 
spinal  cord  trauma,  and  surgical  treatment  of 
spinal  cord  tumors  and  vascular  malforma- 
tions. Local  intracranial  perfusion  hypo- 
thermia is  used  in  surgical  treatment  of  certain 
brain  tumors,  cerebrovascular  lesions  such  as 
aneurysms  and  hemangiomas,  and  head  in- 
juries. Advantages  of  extravascular  per- 
fusion hypothermia  are  that  it  does  not  change 
the  body  temperature  substantially,  and  post- 
operative local  hypothermia  is  possible. 


the  liquid.  For  this  reason,  we  have  pre- 
ferred the  open  method  which  requires  a 
small  laminectomy  to  place  the  catheters 
under  direct  vision  in  either  the  epidural  or 
subdural  spaces  or  both  (Fig.  1).  After 
such  segmental  hypothermia,  the  spasticity 
and  rigidity  as  well  as  the  involuntary 
movements  were  much  improved,  and 
there  was  greater  facility  of  voluntary  mo- 
tion. Our  results  with  a larger  group  of 
spastic  patients  have  confirmed  this  pre- 
liminary observation  and  are  discussed  in 
detail  in  a forthcoming  report. 

The  effect  on  spasticity  and  rigidity  of 
direct  local  extravascular  hypothermia  of 
other  supra-  and  infratentorial  structures 
of  the  central  nervous  system  are  also  the 
subject  of  another  article. 

In  spinal  cord  trauma,  regional  hypo- 
thermia was  considered  to  have  useful 
potentialities.  We  first  used  it  in  1961  in 
a patient  with  a compressed  comminuted 
fracture,  forward  dislocation  of  the  fourth 
and  fifth  thoracic  vertebrae,  and  sudden 
paraplegia  following  a car  accident.  Post- 
operative cooling  as  a dressing  room  pro- 
cedure was  done  at  different  intervals. 
The  patient  remained  paraplegic.  Al- 
though no  clinical  improvement  resulted, 
there  were  no  complications,  and  it  ap- 
peared that  this  type  of  hypothermia  was 
feasible  from  the  technical  point  of  view. 

We  later  used  the  same  procedure  in  a 
similar  traumatic  lesion.  A twenty-nine- 
year-old  male  fell  from  an  elevator  shaft 
and  sustained  a comminuted  compression 
fracture  of  the  seventh  and  eighth  dorsal 
vertebrae  resulting  in  almost  complete 
paraplegia.  He  was  first  seen  a couple  of 
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hours  after  the  injury  at  which  time  he 
had  considerable  improvement  of  motor 
power  of  the  lower  extremities.  Under 
close  observation,  improvement  continued 
for  a few  hours.  It  was  decided  to  follow 
conservative  treatment  with  moderate  hy- 
perextension and  immobilization.  On  the 
next  morning,  the  motor  power  of  the  lower 
extremities  had  again  decreased,  and  the 
paraplegia  progressed.  A decompression 
laminectomy  was  done  under  local  anes- 
thesia. Intradural  and  epidural  cooling 
was  done  at  the  time  of  operation  and  was 
maintained  for  about  one  hour.  The  post- 
operative course  has  been  uneventful,  the 
patient’s  motor  power  improved,  and 
within  eight  weeks  he  was  able  to  walk. 

A more  definitive  answer  as  to  the  bene- 
fits of  local  cooling  in  spinal  cord  trauma 
may  be  forthcoming  after  adequate  com- 
parative statistical  studies. 

We  have  also  found  spinal  cord  hypo- 
thermia most  helpful  in  the  surgical  treat- 
ment of  other  neurologic  problems  such  as 
spinal  cord  tumors  and  vascular  malforma- 
tions (Fig.  1). 

Extravascular  intracranial  hypothermia 

Systemic  hypothermia  with  blankets  and 
ice  baths  and  intravascular  hypothermia 
technics  are  used  as  an  aid  to  surgical 
treatment  of  certain  brain  tumors,  cerebro- 
vascular lesions  such  as  aneurysms  and 
hemangiomas,  and  head  injuries.  Extra- 
vascular  perfusion  hypothermia  with  our 
present  instrumentation  has  been  em- 
ployed in  similar  conditions. 

Case  reports 

Case  1.  A thirty-four-year-old  male 
had  a craniopharyngioma.  His  ventricular 
cisternal  anastomosis  did  not  give  the  result 
expected,  and  it  was  decided  to  attempt  a 
more  direct  surgical  approach.  With  ex- 
travascular perfusion  hypothermia,  bi- 
lateral subdural  and  bilateral  ventricular, 
the  stability  of  the  vital  signs,  such  as 
blood  pressure,  pulse,  and  electrocardio- 
gram, was  remarkable  even  when  the  tumor 
was  separated  from  the  wall  of  the  third 
ventricle  which  was  also  widely  infiltrated 
by  the  neoplasm.  Postoperative  intra- 
cranial hypothermia  was  done  as  indicated 
(Fig.  2). 


FIGURE  2.  Case  1.  Direct  regional  hypothermia 
in  patient  with  brain  tumor  (craniopharyngioma). 
Catheters  in  subdural  space  and  lateral  ventricles 
for  postoperative  extravascular  intracranial  (supra- 
tentorial in  this  instance)  hypothermia. 

Case  2.  A fifty-two-y ear-old  male  who 
had  a right  parieto-occipital  glioblastoma 
multiforme  was  operated  on  with  a uni- 
lateral subdural  perfusion  of  cold  solution 
(Fig.  3).  In  this  and  other  brain  tumors 
we  believe  that  the  surgical  treatment  was 
helped  by  the  type  of  hypothermia  used. 
The  postoperative  course  was  smoother 
with  less  tendency  for  neurologic  symptoms 
to  appear,  and  there  was  a faster  return  to 
a more  normal  state  of  consciousness  and 
alertness  than  if  no  hypothermia  had  been 
used. 

It  seems,  therefore,  that  extravascular 
perfusion  hypothermia  has  several  ad- 
vantages at  the  time  of  surgery  over  other 
current  methods  of  hypothermia.  Fur- 
thermore, it  opens  new  possibilities  for 
easier  postoperative  management,  and  it 
has  none  of  the  complications  of  other 
methods  of  hypothermia. 

From  the  therapeutic  point  of  view, 
extravascular  perfusion  hypothermia  seems 
to  have  something  to  offer  in  other  neuro- 
surgical lesions  in  addition  to  brain  tumors 
such  as  supratentorial  and  posterior  fossa 
and  vascular  malformations  such  as  he- 
mangiomas and  aneurysms. 

Sometimes  improvement  of  a previously 
hopeless  neurologic  problem  is  made  pos- 
sible by  this  technic  of  hypothermia.  One 
such  instance  was  the  treatment  of  a six- 
teen-year-old  boy  with  a chronic  epileptic 
psychosis  and  several  attacks  of  grand  mal 
seizures  daily  in  spite  of  toxic  doses  of 
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FIGURE  3.  Case  2.  Intracranial  extravascular 
(unilateral  subdural)  perfusion  hypothermia.  Local 
cerebral  hemisphere  cooling  for  removal  of  paren- 
chymal occipitoparietal  lobe  tumor. 

anticonvulsive  medications.  After  local 
hypothermia,  the  seizures  disappeared  for 
about  one  year.  They  later  recurred  but 
were  controlled  with  phenobarbital  (Lumi- 
nal) and  diphenylhydantoin  (Dilantin). 

In  a similar  case  involving  an  eighteen- 
year-old  female  at  the  time  of  ventricular 
subdural  hypothermia,  the  electrical  ac- 
tivity from  the  depth  of  the  frontal  lobe 
changed  from  a fast  and  high  amplitude  to 
lower  and  slower  frequencies  as  the  brain 
temperature  was  lowered  (Fig.  4).  It 
was  noted  that  the  state  of  consciousness 
was  also  impaired.  Depth  electrography 
under  these  conditions  gave  objective  evi- 
dence of  a correlation  between  electrical 
activity,  level  of  consciousness,  state  of 
alertness,  and  the  temperature  of  the 
brain.  Such  correlative  clinical  neuro- 
physiologic studies  are  now  under  further 
investigation. 

That  extravascular  perfusion  hypother- 
mia controls  previously  intractable  seizures 
has  been  confirmed  by  Ommaya  and 
Baldwin8  after  careful  investigation  in  a 
group  of  epileptic  patients. 

Comment 

Cerebral  hypothermia  has  been  done  in 
the  past  by  cooling  the  entire  body,2  cooling 
the  arterial  supply  to  the  brain,3-4  or  by 
the  use  of  cold  capsules5  or  ice  applied 
directly  to  the  cerebral  hemispheres.  Irri- 
gation of  the  brain  with  cold  solutions  to 
lower  its  temperature  has  been  reported 
by  Fay5  and  Bernstein.9  Tokuoka  et  al. 10 
have  described  the  effects  of  irrigating  the 
ventricular  system  of  dogs  with  Ringer 
solution.  He  and  his  associates  later  used 
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FIGURE  4.  Electroencephalogram  findings  during 
bilateral  intracranial  extravascular  perfusion  hypo- 
thermia. Comparison  of  electroencephalograms 
before,  during,  and  after  direct  selective  cerebral 
cooling. 


this  technic  in  human  beings  with  psychoses 
and  seizures  with  subsequent  improvement 
of  symptoms.  However,  neither  sporadic 
or  gravity  irrigation  permits  a controlled 
prolonged  regional  cerebral  hypothermia 
as  does  extravascular  perfusion  hypo- 
thermia. 

Complications  secondary  to  metabolic 
acidosis  and  “shivering”  have  not  been 
observed  when  using  extravascular  perfu- 
sion hypothermia  because  there  is  no 
interference  with  peripheral  musculature 
temperature. 

One  of  the  important  advantages  of 
hypothermia  in  neurologic  surgery  is  a 
decrease  in  brain  volume  and  arrest  of 
progression  of  existing  edema.  Extra- 
vascular perfusion  hypothermia  seems  to 
have  a similar  effect. 

In  human  beings,  ventricular  and  hypo- 
thalamic cooling  does  not  substantially 
change  the  body  temperature.  This  may 
suggest  that  such  region  is  not  the  only  one 
to  possess  thermic  regulators  of  systemic 
temperatures  in  human  beings  and  that 
peripheral  thermal  receptors  may  supple- 
ment, influence,  or  substitute  central  mech- 
anisms of  body  heat  control. 

A serious  complication  of  systemic  hypo- 
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therm  ia  is  ventricular  fibrillation  and 
cardiac  standstill.  With  extra  vascular  per- 
fusion hypothermia,  central  nervous  sys- 
tem temperatures  are  lowered  while  the 
rest  of  the  body  remains  normothermic. 
Therefore  complications  secondary  to  the 
lower  temperature  tolerance  of  heart  neuro- 
muscular elements,  as  compared  to  central 
nervous  system  tissue,  may  be  avoided. 

An  advantage  of  extravascular  perfusion 
hypothermia  over  intravascular  technics 
is  that  postoperative  local  hypothermia  is 
possible.  This  can  be  done  at  the  pa- 
tient’s bedside,  in  an  intensive  care  unit,  or 
as  a dressing  room  procedure  by  connecting 
to  the  hypothermia  unit  catheters  and 
tubes  left  in  place  for  this  purpose  at  the 
time  of  operation.11 

When  extravascular  perfusion  hypo- 
thermia is  used,  one  has  to  learn  to  work 
in  a pool  of  liquid.  This  adds  minor 
technologic  problems  which  are  not  in- 
surmountable. Hemostasis  is  made  easier, 
as  the  slightest  bleeding  shows  as  a red 
streak  moving  through  a crystal  clear  pool 
of  fluid.  By  following  this  path,  the 
bleeding  point  can  be  uncovered  easily. 

After  extensive  experimental  and  clinical 
studies,  Ommaya  and  Baldwin  812  report 
results  similar  to  some  of  ours,  and  they 
conclude  that  extravascular  perfusion  hypo- 
thermia is  more  suitable  where  hypo- 
thermia of  the  central  nervous  system  is 
required.  They  also  illustrate  further  the 
physiologic  validity  of  this  claim.  Al- 
though their  studies  refer  only  to  intra- 
cranial hypothermia,  we  can  assume  by 
logical  deduction,  that  their  findings  apply 
and  agree  with  our  observations  on  spinal 
cord  cooling  as  well.  Recent  experimental 
studies  by  Costal  et  al ,13  also  confirm  some 
of  our  findings. 

Perfusion  cooling  of  the  spinal  sub- 
arachnoid spaces  in  dogs  was  reported  by 
Albin  et  al. 14  from  the  Mayo  Clinic,  Roches- 
ter, 1961.  They  also  observed  that  local 
cooling  of  the  spinal  cord  in  dogs  may  be 
accomplished  without  neurologic  damage. 

It  has  not  been  possible  to  record  spinal 
cord  temperatures  in  human  beings.  In 
large  dogs  with  spinal  cord  sizes  similar  to 
the  average  human  beings,  temperatures 
have  been  brought  down  within  a few 
seconds  to  10  C.  and  returned  to  normo- 
thermic state  at  a controlled  speed  ranging 
from  a few  seconds  to  an  hour.  It  is 


logical  to  assume  that  similar  changes  take 
place  in  human  beings  under  the  same 
conditions. 

In  local  cerebral  cooling,  we  have  ob- 
served in  Case  1 that  when  simultaneous 
moderate  surface  hypothermia  (blanket 
technic)  maintained  a rectal  temperature 
of  17  to  20  C.  (62  to  68  F.),  temperature 
of  the  frontal  lobe  was  normal.  In  this 
instance,  the  cerebral  hemisphere  tem- 
perature 3 cm.  from  the  cortex  (frontal 
lobe)  was  decreased  to  27  C.  (80  F.). 

The  possibilities  of  neurophysiologic  and 
clinical  studies  with  this  method  are  in- 
triguing. Reversible  ablations  and  sup- 
pressions for  long  or  short  periods  of  time 
are  possible  without  permanently  changing 
the  anatomic  structure  of  the  nervous  sys- 
tem. This  cannot  be  accomplished  with 
the  use  of  freezing  or  cooling  with  cannulas 
or  similar  instruments  inserted  into  the 
cerebral  hemispheres. 15-17 

The  use  of  extravascular  perfusion  or  any 
type  of  hypothermia  is,  of  course,  no 
substitute  for  adequate  pre-  and  post- 
operative care  and  surgical  skill.  Cer- 
tainly it  is  no  panacea,  but  we  feel  that  it 
is  most  suitable  where  hypothermia  of  the 
central  nervous  system  is  needed. 

Summary 

The  method  of  extravascular  perfusion 
hypothermia  to  obtain  local  low  tempera- 
tures of  different  portions  of  the  neuraxis 
is  briefly  described  and  its  usefulness  il- 
lustrated with  some  clinical  experiences. 
Instrumentation  and  technics  are  also  out- 
lined. 
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Modified  pork  insulin  in 
treatment  of  diabetes 

Insulin  resistance  in  diabetic  patients  is  fairly 
common.  It  occurs  most  often  because  of  anti- 
insulin antibodies  and  may  be  associated  with 
therapy  using  any  of  the  commercially  available 
insulin  preparations.  From  a theoretical  stand- 
point, the  least  likely  of  all  preparations  to  cause 
antibody  production  should  be  a recently  intro- 
duced pork  insulin.  This  preparation,  a desal- 
anino  pork  insulin  from  which  the  terminal 
alanine  has  been  removed,  is  similar  to  human 
insulin.  A study  of  the  use  of  this  modified 
pork  insulin  in  1 1 patients  indicated  that  in  those 
truly  insulin  resistant,  requiring  over  100  units 
per  day  of  regular  insulin,  diabetes  can  be  con- 
trolled on  much  smaller  doses  of  this  new 
preparation. 

In  this  study,  reported  in  a recent  issue  of  the 
Journal  of  the  American  Medical  Women’s  Asso- 
ciation by  G.  Faludi,  M.D.,  and  H.  Mehbod, 
M.D.,  the  11  diabetic  patients  selected  for 
hospitalization  were  stable  and  had  been  main- 
tained on  large  doses  of  regular  insulin  for  several 
years.  For  several  months  before  hospitaliza- 
tion, they  had  been  given  over  100  units  per  day. 
Four  required  gradually  increasing  doses.  Eight 
of  the  11  were  truly  insulin  resistant,  and  their 
requirements  of  insulin  remained  high  after 
hospitalization  usually  exceeding  100  units  per 
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day.  The  patients  were  put  on  a 1,200  calorie 
diabetic  diet:  70  Gm.  protein,  120  Gm.  carbo- 
hydrates, and  54  Gm.  fat.  Meals  were  at 
morning,  noon,  and  night  with  an  evening 
snack.  All  were  initially  given  their  usual 
maintenance  dose  of  long-acting  insulin  for  two 
or  three  days  then  changed  to  regular  insulin  for 
the  next  three  days  in  3 equal  doses  totalling  the 
same  daily  dosages.  Then  they  were  changed 
to  the  modified  pork  insulin  on  the  same  dose 
schedule  and  given  this  preparation  for  the  two 
following  hospital  days.  Blood  was  taken  four 
times  daily  before  each  meal  for  glucose  deter- 
minations. 

Of  the  11  patients,  3 showed  a significant  drop 
in  their  insulin  needs  as  soon  as  they  were 
placed  on  properly  calculated  diets.  The  impli- 
cation of  this  is  obvious.  The  other  8 were  truly 
insulin  resistant,  however,  and  regular  insulin 
requirements  remained  high.  The  insulin  re- 
quirements of  these  8 dropped  immediately  when 
they  were  changed  to  the  modified  pork  insulin. 
In  3 patients,  less  than  40  units  per  day  were 
needed;  in  the  other  5,  dosage  was  cut  to  about 
half  of  their  previous  requirements.  The  3 
patients  whose  insulin  requirements  dropped 
immediately  after  hospitalization  required  30  to 
40  units  of  regular  insulin  daily,  and  in  these 
there  was  no  change  in  their  insulin  needs  when 
they  were  transferred  to  the  modified  pork 
insulin.  This  suggests  that  the  desalanino  pork 
insulin  is  equivalent,  unit  for  unit,  with  regular 
insulin. 
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Epsilon-aminocaproic  acid,  referred  to  as 
EACA,  has  had  increasingly  wide  applica- 
tion in  the  treatment  of  bleeding  disorders. 
The  use  of  this  substance  is  predicated  on 
its  ability  to  neutralize  the  activator  of 
plasminogen  by  competitive  inhibition1-2 
thereby  decreasing  the  formation  of  plasmin 
(fibrinolysin).  The  decreased  generation 
of  plasmin  should  prolong  the  persistence 
of  fibrin  clots  in  the  general  circulatory 
system  or  at  bleeding  sites.  It  has  also 
been  stated  that  EACA  produces  a favor- 
able in  vitro  effect  on  the  thromboelasto- 
graphic  parameters  of  hemophilic  blood 
clots  in  regard  to  the  speed  and  amplitude 
of  reaction.3 

Various  investigators  have  disagreed  as 
to  the  presence  of  fibrinolytic  activity  in 
the  blood  of  hemophilic  individuals.  As- 

Read  in  part  before  the  meeting  of  the  Blood  Society  at  the 
New  York  Academy  of  Medicine,  New  York  City,  January 
26,  1965. 

* These  studies  were  supported  by  grants  from  the  Metro- 
politan Chapter  of  the  National  Hemophilia  Foundation,  the 
Furman-Denmark  Foundation,  and  the  Lederle  Laboratories 
Division,  American  Cyanamid  Company,  Pearl  River,  New 
York. 


trup  et  a/.4-5  found  that  the  plasma  fibrino- 
lytic activity,  as  measured  by  the  fibrin 
plate  method,  was  frequently  increased  in 
hemophilic  patients.  Van  Creveld  and 
Mochtar6  observed  that  9 out  of  14  per- 
sons with  hemophilia  A (antihemophilic 
globulin  deficiency)  in  a quiescent  stage  had 
increased  fibrinolytic  activity  manifested  by 
an  accelerated  euglobulin  clot  lysis  time. 
Abe,  et  al.1  stated  that  increased  fibrinoly- 
sis was  generally  present  at  the  onset  of  a 
bleeding  episode  in  hemophilic  patients. 
Six  hemophilic  patients  studied  during  a 
stage  of  bleeding  by  Efendiev  et  a/.8  also 
showed  intensified  fibrinolytic  activity  in 
the  blood. 

On  the  other  hand,  Nilsson,  Bjorkmann, 
and  Andersson9  mention  3 subjects  with 
antihemophilic  globulin  deficiency  who  had 
no  demonstrable  increase  in  fibrinolytic 
activity  by  the  fibrin  plate  method  during 
the  occurrence  of  significant  bleeding. 
Nour-Elden10  used  the  relatively  crude 
method  of  whole  blood  clot  lysis  and  noted 
no  fibrinolytic  abnormality  in  300  hemo- 
philic patients  before,  during,  or  after 
hemorrhages.  The  plasma  fibrinolytic 
activity  of  24  patients  with  factor  VIII 
(antihemophilic  globulin  or  AHG)  de- 
ficiency and  4 with  factor  IX  (plasma 
thromboplastin  component  or  PTC)  de- 
ficiency was  studied  by  Kamel,  Cum- 
ming,  and  Davis11  using  as  indicators  the 
euglobulin  lysis  time,  fibrin  plate  method, 
plasminogen  assay,  antifibrinolysis  assay, 
and  fibrinogen  level.  They  noted  normal 
plasma  fibrinolytic  activity  and  normal 
fibrinogen  levels  during  quiescent  phases. 
However,  6 patients  under  the  stress  of  a 
dental  extraction  or  an  orthopedic  pro- 
cedure had  a transient  increase  in  fibrino- 
lytic potency  of  the  plasma  which  abated 
the  following  day. 

Abe  et  al.12  reported  the  increased 
fibrinolytic  activity  accompanying  hemo- 
philic bleeding  and  the  beneficial  effect  of 
EACA  in  doses  of  3 to  10  Gm.  daily  by 
mouth.  Ten  patients  with  factor  VIII  or 
factor  IX  deficiency  were  treated,  3 of 
whom  showed  improvement  in  bleeding 
manifestations  while  receiving  the  drug. 

The  present  study  was  prompted  by  the 
favorable  results  described  by  Abe.  The 
study  consisted  of  three  parts:  (1)  base  line 
determinations  of  coagulation  and  fibri- 
nolysis tests  on  the  blood  of  26  consecutive 
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patients  with  factor  VIII  deficiency,  during 
quiescent  and  bleeding  periods;  (2)  treat- 
ment of  12  hemophilic  patients  with 
EACA*  for  acute  bleeding  episodes,  with 
or  without  the  addition  of  fresh  frozen 
plasma;  and  (3)  “prophylactic”  main- 
tenance therapy  of  5 hemophilic  patients 
with  EACA  at  several  dosage  levels. 

Methods 

Coagulation  studies.  The  coagula- 
tion time  was  determined  by  the  Lee- White 
3-tube  method  at  37  C.  The  partial  throm- 
boplastin time  was  measured  by  the  pro- 
cedure of  Proctor  and  Rapaport.13  Assays 
for  factor  VIII  concentration  were  done  by 
the  method  of  Pool  and  Robinson.14 
Fibrinogen  levels  were  estimated  by  the 
nephelometric  determination  of  Coles  and 
Roman15  and  the  tyrosine  method  of 
Ratnoff  and  Menzie.16  The  thrombin 
time  was  performed  as  suggested  by 
Lewis,17  modified  to  adjust  the  concentra- 
tion of  thrombin  solution  so  that  0.1  ml. 
would  clot  0.2  ml.  of  normal  plasma  in 
13  ± 2 seconds. 

Fibrinolytic  studies.  The  euglobulin 
lysis  time  was  measured  by  the  method  of 
Sherry  et  al.ls  The  normal  lysis  time  as 
determined  in  this  laboratory  is  ninety 
to  two  hundred  forty  minutes.  Bovine 
fibrinogen  plates  were  prepared  according 
to  the  directions  of  Astrup  and  Mullertz  as 
modified  by  Von  Kaulla.19  The  deter- 
minations were  performed  in  duplicate. 
The  plates  were  incubated  for  twenty-four 
hours  at  37  C and  the  lytic  activity  re- 
corded in  square  millimeters  as  the  product 
of  two  perpendicular  diameters  of  the  lysed 
zone.  Unheated  plates  were  used  which 
measure  both  plasminogen  activator  and 
plasmin  in  the  sample.  Normal  values  do 
not  exceed  64  mm.2  The  whole  blood  clot 
lysis  time  was  determined  by  incubating 
the  patient’s  sterile  blood  clot  at  37  C.  for 
twenty-four  hours  and  observing  it  for 
lysis.  The  casein  assay  for  proteolytic 
activity  of  blood  is  based  on  the  release  of 
chromium  51  from  purified  radiochromate- 
tagged  casein,20  a method  developed  in  this 
laboratory.  Normal  proteolytic  activity 
does  not  exceed  4.5  per  cent  casein  hydroly- 
sis after  two  hours  of  incubation  at  37  C. 

* Supplied  as  Amicar  by  Lederle  Laboratories,  Pearl  River, 
New  York. 


fibrinolytic  studies  were  performed  on  26 
patients  with  hemophilia  ( factor  VIII  de- 
ficiency). There  was  no  detectable  increase 
in  fibrinolytic  activity  in  12  hemophilic 
patients  studied  during  bleeding  episodes  and 
in  14  studied  during  a quiescent  phase. 
Seven  patients  were  treated  with  EACA 
( epsilon-aminocaproic  acid)  for  acute  bleed- 
ing manifestations,  and  7 others  received  the 
drug  daily  in  an  attempt  to  prevent  hemor- 
rhages. No  measurable  change  in  fibrinolytic 
activity , no  significant  decrease  in  incidence 
and  severity  of  bleeding  episodes,  and  no 
alterations  in  blood  coagulation  studies  vjere 
detected.  However,  certain  types  of  hemophilic 
bleeding  were  improved  by  EACA  therapy, 
particularly  hematuria. 


FSF  (fibrin-stabilizing  factor)  was  assayed 
in  the  manner  described  by  Lorand  and 
Dickenman,21  which  measures  the  solubility 
of  a purified  fibrin  clot  in  5 M.  urea  at 
37  C.  over  twenty-four  hours.  The  clot  does 
not  dissolve  if  0.1  to  0.2  ml.  of  the  test 
plasma  has  a normal  amount  of  stabilizing 
factor. 

Patient  material.  The  patients  were 
proved  cases  of  factor  VIII  deficiency  who 
were  being  followed  in  the  coagulation 
clinic.  The  diagnosis  was  established  by 
clinical  findings,  hereditary  background, 
and  detailed  coagulation  studies,  including 
correction  studies  with  the  plasma  or  sera  of 
individuals  previously  identified  as  lacking 
in  factor  VIII,  factor  IX,  or  factor  XI 
(plasma  thromboplastin  antecedent). 

Plasma.  Unless  otherwise  specified,  the 
plasma  was  fresh  frozen  plasma  prepared  by 
the  American  Red  Cross  or  accredited  com- 
mercial blood  banks.  The  plasma  was 
refrigerated  at  minus  20  C,  thawed  at  37  C. 
just  before  use,  and  then  administered 
rapidly  within  one  hour.  The  factor  VIII 
content  of  this  material  when  spot-checked 
periodically  varied  from  80  to  140  per  cent 
by  the  Pool  and  Robinson  assay.14  The 
unit  of  plasma  as  usually  obtained  consisted 
of  200  to  250  ml. 

Plan  of  prophylactic  study.  For  the 
year  prior  to  this  study,  patients  had  been 
instructed  to  keep  a daily  log  of  all  signifi- 
cant bleeding  episodes  including  those 
treated  at  home  which  did  not  require 
plasma  administration.  These  records 
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were  completed  monthly  and  returned  to 
the  coagulation  laboratory.  Plasma  and 
blood  utilization  were  also  recorded  during 
this  time.  Fresh  frozen  plasma  or  fresh 
whole  blood  was  given  in  the  outpatient 
department  or  in  the  hospital  whenever 
deemed  clinically  necessary  by  the  hematol- 
ogy staff  and  the  attending  hematologist. 
The  same  procedures  were  followed  while 
the  patient  was  receiving  EACA.  The 
physician’s  decision  to  administer  plasma 
was  made  in  most  cases  without  knowing 
whether  or  not  the  hemophilic  patient  was 
receiving  the  drug.  The  accumulated  data 
on  each  patient  served  as  retrospective 
controls  for  the  interval  during  which  he 
received  the  drug. 

The  severity  of  bleeding  episodes  was 
graded  according  to  the  following  scheme: 

1 + : Mild  episode  requiring  only  local  ther- 

apy and  lasting  three  days  or  less. 

2 + : Mild  to  moderate,  lasting  over  three 

days,  but  not  requiring  plasma. 

3 + : Moderate  to  severe,  requiring  plasma 

up  to  three  days  but  not  requiring 

hospitalization. 

4 + : Severe  episode,  requiring  hospitaliza- 

tion, plasma,  and/or  blood  replace- 
ment for  a period  up  to  seven  days. 

5 + : Severe  episode  as  in  (4  + ) , but  extended 

past  one  week. 

At  the  end  of  a suitable  period,  all  bleeding 
occurrences  were  graded  and  averaged  per 
month.  Plasma  utilization  was  also  aver- 
aged per  month  for  direct  comparison 
between  observation  and  treatment  periods. 

During  the  time  a subject  was  receiving 
EACA  continuously,  he  was  seen  at  first 
weekly,  then  at  two-  or  three- week  inter- 
vals. Routine  blood  counts,  urinalyses,  and 
coagulation  and  fibrinolytic  studies  were 
repeated  at  each  visit.  Blood  chemistry 
determinations  of  the  urea  nitrogen,  sugar, 
electrolytes,  cephalin  flocculation,  bili- 
rubin, and  plasma  proteins  were  performed 
monthly.  Electrocardiograms  were  taken 
before  treatment  was  begun  and  again 
about  three  months  later. 

The  EACA  was  administered  in  the  form 
of  0.5-Gm.  tablets  or  a syrup  containing  250 
mg.  per  ml.  The  dose  varied  considerably 
from  0.06  Gm.  per  kilogram  to  0.23  Gm.  per 
kilogram  per  day  but  most  often  was  be- 
tween 0.1  to  0.15  Gm.  per  kilogram  per  day. 

Hemophilic  patients  were  also  treated 
with  EACA  for  acute  bleeding  occurrences 
as  detailed  in  the  case  histories.  After  the 


FIGURE  1.  Lytic  areas  of  Astrup  plates  produced 
by  urine  of  hemophilic  patient  with  hematuria 
before  and  during  treatment  with  EACA. 


bleeding  was  controlled  by  EACA  alone  or 
in  combination  with  the  administration  of 
fresh  frozen  plasma,  the  drug  was  discon- 
tinued. In  the  treatment  of  all  patients, 
optimum  ancillary  medical  care  was  used 
which  included  analgesics,  orthopedic  appli- 
ances, rest,  and  local  cold  applications. 

Case  reports 

Case  1.  A seventeen-year-old  hemo- 
philic patient  with  a severe  known  factor 
VIII  deficiency  began  to  have  hematuria  on 
May  17,  1964.  He  had  had  two  previous 
episodes  of  hematuria,  three  years  and  nine 
years  previously,  both  treated  with  fresh 
frozen  plasma.  He  was  seen  on  May  20, 
1964,  after  three  days  of  bed  rest  and  cold 
applications  to  the  right  flank.  He  was 
experiencing  severe  pain  unrelieved  by  130 
mg.  of  propoxyphene  hydrochloride  (Dar- 
von)  or  100  mg.  of  merperidine  hydrochlo- 
ride (Demerol).  There  was  marked  right 
costovertebral  angle  tenderness. 

On  May  20,  1964,  he  was  given  EACA  10 
Gm.  daily,  2 Gm.  every  four  hours.  He 
weighed  185  pounds.  After  4 doses,  he  was 
free  of  pain  for  the  first  time  in  a week.  On 
May  21,  1964,  the  hematuria  was  decreased 
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TABLE  I.  Comparison  of  severity  of  bleeding  manifestations  in  5 hemophilic  patients  before  and  during 

epsilon-aminocaproic  acid  therapy* 


Case 

Age 

(Years) 

* — ■ Cont 

Severity  of 
Bleeding  Plus 
Per  Month 

rol  Period 
Months 

Total 

Plasma 

Units 

EA( 

Severity  of 
Bleeding  Plus 
Per  Month 

JA  Period  - 
Months 

Total 

Plasma 

Units 

1 

17 

5.7  + 

3 

7 

4 + 

7 

3 

2 

12 

1.6  + 

9 

1 

1.8  + 

10 

4 

3 

8 

2.1  + 

8 

0 

3.1  + 

10 

6 

4 

22 

2 + 

6 

6 

2.4  + 

12 

58  f 

5 

17 

3 + 

14 

18 

3.9  + 

12 

12 

* Mean  of  severity  grading  in  terms  of  1 plus  to  4 plus  as  described. 

t Included  is  one  hospital  admission  for  fourteen  days  during  which  46  units  of  plasma  were  used. 


The  following  day,  the  previously  bloody 
urine  was  practically  clear.  He  complained 
of  slight  nausea  after  taking  the  medication 
but  had  no  other  complaints.  On  May  24, 
1964,  the  urine  was  microscopically  free  of 
red  cells.  Two  days  later,  he  passed  sev- 
eral cylindrical,  partially  organized  clots  but 
no  fresh  blood.  Thereafter,  the  urine 
remained  normal  except  on  May  27  and 
May  29,  when  small  clots  were  again  passed. 
Figure  1 demonstrates  the  progressive  de- 
crease in  urinary  activators  and  fibrinolytic 
activity  during  the  course  of  treatment  as 
measured  by  unheated  Astrup  plates. 

On  June  3,  1964,  the  dose  of  EACA  was 
reduced  to  7.5  Gm.  daily  for  one  week,  then 
resumed  in  a dosage  of  10  Gm.  daily  until 
August  17,  1964,  when  the  drug  was  discon- 
tinued. While  he  was  given  these  doses,  he 
had  four  bleeding  episodes.  The  last  of 
these,  a left  iliopsoas  hematoma,  required 
three  daily  administrations  of  250  ml.  of 
fresh  frozen  plasma  for  control. 

The  patient  had  no  more  EACA  until 
December  4,  1964,  when  a dose  of  10  Gm. 
daily  in  divided  doses  was  recommenced. 
During  the  three  months  from  the  cessation 
to  the  resumption  of  EACA  therapy,  he  had 
six  bleeding  occurrences  and  required  7 
units  of  plasma  (Table  I). 

Case  2.  The  patient,  a thirteen-year-old 
boy  weighing  95  pounds,  had  a severe  factor 
VIII  deficiency.  His  course  had  been  ob- 
served since  November,  1961,  when  he  had 
received  46  units  of  plasma  for  treatment  of 
hematuria.  In  1962  he  was  again  hospital- 
ized for  two  weeks  because  of  hematuria. 
In  1963  during  a nine-month  control  period, 
he  had  nine  bleeding  episodes  mostly  of  a 
minor  nature.  The  total  severity  score  was 
14  plus  or  1.6  plus  per  month  (Table  I). 


He  received  only  one  unit  of  plasma  on 
September  9,  1963,  for  a hemarthrosis  of  the 
left  elbow. 

On  July  2,  1964,  he  was  started  on  a dose 
of  1.5  Gm.  of  EACA  four  times  daily. 
During  the  ten-month  period  until  April, 
1965,  he  had  nine  significant  bleeding  oc- 
currences with  a total  severity  score  of  6 
plus.  The  patient  required  two  units  of 
plasma  for  a hemarthrosis  of  the  left  ankle 
on  August  31,  1964.  There  were  no  toxic 
reactions  from  the  drug.  The  index  for  the 
severity  of  bleeding  remained  unchanged 
during  the  period  of  therapy. 

Case  3.  The  patient  was  an  eight-and- 
one-half-year-old  child  with  hemophilia 
weighing  72  pounds  whose  bleeding  episodes 
had  been  carefully  recorded  since  1962. 
He  was  admitted  to  the  hospital  for  five  days 
in  January,  1962,  because  of  hematuria. 
Twelve  units  of  plasma  were  administered 
before  the  bleeding  was  controlled.  In  a 
twelve-month  period,  from  March,  1963,  to 
March,  1964,  he  had  21  significant  bleeding 
episodes  affecting  various  joints  but  re- 
quired no  plasma.  The  total  point  score 
for  bleeding  severity  was  31  plus.  In  July, 
1964,  he  began  receiving  5 Gm.  of  EACA  in 
divided  doses.  He  continued  to  have 
bleeding  manifestations  with  the  same 
frequency  as  before  this  therapy  (Table  I). 

On  September  18,  1964,  he  had  another 
bout  of  hematuria.  The  drug  was  con- 
tinued in  the  same  dosage.  However  on 
this  occasion,  he  required  only  2 units  of 
fresh  frozen  plasma  given  on  two  successive 
days  for  cessation  of  the  bleeding.  Two 
months  later,  he  had  a hemarthrosis  of  the 
right  elbow  following  which  the  dose  of 
EACA  was  increased  to  8 Gm.  daily.  He 
has  received  this  amount  for  five  months 
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since  then  without  any  ill  effects.  There 
has  been  no  significant  change  in  the  fre- 
quency of  bleeding  manifestations. 

Case  4.  The  patient  was  a twenty-one- 
year-old  man  with  hemophilia  who  sus- 
tained a comminuted  fracture  of  the  right 
lower  femur  in  an  auto  accident  on  May  11, 
1963.  He  was  treated  with  fresh  frozen 
plasma,  blood,  immobilization,  and  trac- 
tion. Beginning  on  June  4,  1963,  he  was 
given  1.5  Gm.  EACA  four  times  daily  until 
June  14,  1963.  There  was  no  apparent 
effect  from  this  dose.  His  clinical  course 
was  protracted  but  without  major  compli- 
cations. He  received  a total  of  101  units  of 
plasma  before  his  discharge  in  October, 
1963. 

On  February  4,  1964,  the  prophylactic 
daily  consumption  of  4 Gm.  of  EACA  in 
divided  doses  was  begun.  He  weighed  138 
pounds.  The  base  line  studies  and  the 
values  during  EACA  administration  are 
noted  in  Table  I. 

On  February  21,  1964,  the  patient  had  a 
hemarthrosis  of  the  left  elbow  and  was 
treated  with  250  ml.  of  fresh  frozen  plasma 
with  good  results.  The  dose  of  EACA  was 
increased  to  5 Gm.  daily. 

Six  weeks  later,  he  developed  a severe 
hemarthrosis  of  the  left  knee  necessitating 
admission  to  the  hospital  and  plasma 
therapy.  On  April  17,  1964,  the  dose  of 
EACA  was  increased  to  7.5  Gm.  daily.  He 
received  a total  of  46  units  of  plasma  during 
his  two-week  hospital  stay. 

On  July  14,  1964,  the  daily  dose  of  EACA 
was  increased  to  10  Gm.  daily  which  he  has 
taken  continuously  since.  In  Table  I,  his 
course  during  a control  period  in  1961  and 
1962  (before  the  auto  accident  in  1963)  is 
compared  with  the  interval  while  receiving 
drug  therapy  during  1964. 

This  twenty-one-year-old  hemophiliac 
patient  has  been  on  daily  administration  of 
EACA  from  February,  1964,  to  February, 
1965.  The  dose  was  initially  4 Gm.  daily, 
but  was  subsequently  increased  to  7.5  Gm. 
and  then  to  10  Gm.  daily.  There  have 
been  neither  adverse  reactions  to  this 
treatment  nor  any  significant  decrease  in 
bleeding  episodes. 

Case  5.  The  patient  is  a sixteen-year-old 
boy  with  hemophilia  weighing  170  pounds. 
He  has  severe  chronic  hemophilic  arthrop- 
athies of  the  right  knee  and  both  ankles. 


Treatment  with  EACA  was  begun  on  Feb- 
ruary 4,  1964,  with  a dose  of  5 Gm.  daily. 
On  March  4 and  March  10,  he  had  a hem- 
arthrosis of  the  right  ankle  requiring  two 
units  of  fresh  frozen  plasma.  On  March  10, 
1964,  the  dose  of  EACA  was  increased  to  8 
Gm.  daily.  A month  later  he  had  a hem- 
arthrosis of  the  right  knee,  for  which  he  was 
given  250  ml.  of  plasma. 

The  patient  had  several  minor  episodes  of 
small  hematomas  which  resolved  spontane- 
ously. He  continued  to  receive  8 Gm.  of 
EACA  daily  without  any  untoward  effects. 
He  had  another  hemarthrosis  of  the  right 
knee  on  May  25,  1964,  requiring  one  unit  of 
plasma.  On  June  2,  1964,  the  dose  of 
EACA  was  increased  to  10  Gm.  daily. 
Subsequently,  from  June  through  Decem- 
ber, the  patient  had  nine  significant  bleed- 
ing episodes  and  was  given  a total  of  7 units 
of  plasma. 

This  sixteen-year-old  hemophilic  patient 
received  EACA  for  approximately  one  year 
first  in  a dosage  of  5 Gm.  daily,  then  8 Gm., 
and  later  10  Gm.  daily.  During  this  time, 
he  had  recurrent  bleeding  episodes  requiring 
plasma  administration.  There  was  no  un- 
toward reaction  to  the  drug.  The  severity 
score  for  bleeding  occurrences  showed  no 
significant  improvement  during  the  interval 
of  treatment  (Table  I). 

Case  6.  The  patient  was  a forty-year- 
old  man  weighing  145  pounds  with  a severe 
factor  VIII  deficiency  (0.5  per  cent  of  nor- 
mal). He  was  admitted  to  the  hospital  on 
March  2,  1963,  because  of  grossly  bloody 
urine.  In  the  past  he  had  had  similar  bouts 
of  hematuria  treated  by  the  administration 
of  one  or  two  units  of  fresh  frozen  plasma 
daily  for  three  or  four  days.  For  three  days 
before  he  was  admitted  he  had  received  250 
ml.  of  plasma  daily  without  benefit. 

Beginning  on  the  day  of  admission,  the 
patient  received  5 Gm.  of  EACA  daily,  1 
Gm.  every  four  hours,  plus  250  ml.  of  fresh 
frozen  plasma  every  eight  hours  daily. 
This  treatment  was  continued  over  the  next 
four  days.  Two  days  later,  the  hematuria 
diminished.  The  next  day  the  urine  was 
clear.  No  more  plasma  was  given,  but  the 
EACA  was  continued  until  March  10,  1963. 
On  March  7,  1963,  he  underwent  cystoscopy 
without  difficulty.  A pyelogram  later 
revealed  a calculus  in  the  left  ureter  and  a 
huge  hydronephrotic  left  kidney. 
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He  developed  a large  hematoma  of  the 
left  arm  at  the  site  of  an  intravenous  cath- 
eter which  necessitated  the  use  of  2 units  of 
plasma  again  on  March  9,  1963.  The 
patient  was  discharged  from  the  hospital  on 
March  14,  1963.  Subsequently  he  expired 
at  another  institution  following  a left 
nephrectomy.  It  is  difficult  to  assess  the 
value  of  EACA,  if  any,  in  the  treatment  of 
this  patient. 

Case  7.  The  patient  was  a twenty-year- 
old  man  with  hemophilia,  weighing  150 
pounds,  who  developed  hematomas  of  the 
right  thigh  and  buttock  in  October,  1961, 
which  became  progressively  larger.  Five 
months  later,  one  hematoma  measured  6 
inches  by  4 inches,  and  the  other,  located 
just  below  the  first  one,  2 inches  in  diam- 
eter. These  became  confluent  and  meas- 
ured 7 inches  by  5 inches  on  his  admission  to 
the  hospital  on  March  9,  1962.  Approxi- 
mately one  1.  of  old  blood  was  aspirated. 
He  was  then  given  one  unit  of  fresh  frozen 
plasma  every  eight  hours  daily  for  five  days. 
He  also  received  2,500  ml.  of  fresh  whole 
blood. 

Three  months  later,  the  hematoma  mass 
had  reaccumulated  and  the  overlying  skin 
broke  down.  Drainage  of  blood  and  organ- 
ized clots  ensued. 

The  patient  was  given  two  units  of 
plasma  in  the  outpatient  department  sev- 
eral times  weekly  for  six  weeks  until  July  6, 
1962,  when  he  was  readmitted  to  the  hospi- 
tal. Over  the  next  week,  he  received  peni- 
cillin intravenously  and  plasma  therapy, 
250  ml.  every  six  hours.  However,  the 
hematomas  continued  to  bleed  and  drain. 
He  was  treated  at  home  from  August,  1962, 
through  March,  1963,  with  plasma,  blood, 
erythromycin,  tetracycline,  and  oral  peni- 
cillin but  showed  no  improvement. 

On  March  11,  1963,  EACA  was  given 
orally  in  a dose  of  5 Gm.  daily  with  1 Gm. 
given  every  four  hours.  The  hematoma 
cavity  at  this  time  measured  6 inches  by  8 
inches  with  indolent  granulations  around 
several  draining  orifices.  Within  forty- 
eight  hours  the  serosanguineous  drainage 
was  greatly  decreased.  The  medication 
was  discontinued  on  April  1 because  of 
cramps  and  diarrhea.  During  the  next 
four  days,  the  serosanguineous  drainage, 
which  was  minimal  during  the  period  of 
EACA  administration,  became  profuse. 


FIGURE  2.  Case  7.  Large  defect  in  right  thigh 
after  healing  of  hematoma. 


On  April  5,  1963,  5 Gm.  of  the  drug  was 
resumed  daily  together  with  the  daily  ad- 
ministration of  500  ml.  of  plasma.  The 
discharge  from  the  hematoma  again  di- 
minished but  did  not  entirely  cease.  There 
was  slow  improvement  in  the  wound. 
After  two  weeks,  EACA  was  discontinued 
because  of  urinary  burning.  However, 
examination  of  the  urine  revealed  no  ab- 
normality. 

Thereafter,  the  hematoma  gradually  im- 
proved and  began  to  absorb.  The  drainage 
ceased,  and  the  wound  finally  healed  com- 
pletely on  October  3,  1963.  A large  defect 
was  left  in  the  musculature  of  the  right 
thigh  (Fig.  2). 

This  twenty-year-old  hemophilic  pa- 
tient had  a high  draining  hematoma  of  the 
right  thigh  which  took  almost  two  years  to 
heal.  The  turning  point  in  his  course  and 
beginning  of  definite  improvement  in  the 
hematoma  began  eighteen  months  after  its 
inception,  following  the  oral  administration 
of  EACA  in  a dose  of  5 Gm.  daily. 

Case  8.  This  three-year-old  hemophil- 
ic boy,  weighing  28  pounds,  was  seen  in 
the  outpatient  clinic  on  March  30,  1964. 
He  had  an  extensive  hematoma  involving 
the  entire  right  upper  arm  from  the  elbow  to 
the  axilla.  Since  this  child  had  very  small 
veins,  it  was  decided  to  withhold  plasma 
and  give  him  3 Gm.  of  EACA  orally,  0.75 
Gm.  every  six  hours  daily.  Cold  applica- 
tions and  partial  immobilization  of  the  arm 
were  also  used. 

After  two  days,  the  arm  showed  some 
improvement  and  after  four  days  much  im- 
provement. The  drug  was  discontinued 
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after  six  days,  when  he  was  discharged  from 
the  hospital. 

Eight  months  later,  the  patient  was  re- 
admitted on  December  8 because  of  a bleed- 
ing laceration  measuring  one-quarter  inch 
on  the  lateral  margin  of  the  tongue.  He 
received  125  ml.  of  plasma  every  six  hours 
for  the  first  day.  The  next  day,  the  plasma 
dose  was  changed  to  125  ml.  every  eight 
hours.  The  lesion  appeared  to  improve. 
On  the  third  hospital  day,  125  ml.  of  plasma 
were  given  at  twelve-hour  intervals.  How- 
ever, a day  later,  the  laceration  broke 
open  and  was  now  3/s  by  y4  inch  in 
size.  The  dose  of  plasma  was  increased  to 
125  ml.  every  eight  hours.  The  lesion  con- 
tinued to  bleed  intermittently  over  the  next 
forty-eight  hours  while  the  patient  was  on 
this  therapy. 

On  the  following  day,  the  patient  re- 
ceived EACA  syrup  6.25  Gm.  daily  in  five 
divided  doses.  The  dose  of  plasma  was 
reduced  to  125  ml.  every  twelve  hours. 
The  laceration  continued  to  ooze  intermit- 
tently but  became  smaller.  After  forty- 
eight  hours,  the  dose  of  plasma  was  in- 
creased to  125  ml.  every  eight  hours  and 
continued  at  this  level  for  another  two  days. 
The  same  dose  of  EACA  was  maintained. 
On  December  18,  the  lesion  was  almost 
healed.  The  plasma  and  EACA  were  dis- 
continued. A total  of  25  units  of  plasma 
was  given  during  this  admission.  It  was 
felt  that  the  EACA  had  been  of  contribu- 
tory value  to  plasma  in  promoting  healing 
of  the  laceration. 

Case  9.  This  twenty-two-year-old  man 
with  severe  factor  VIII  deficiency  had  had 
frequent  administrations  of  fresh  frozen 
plasma  two  or  three  times  weekly  at  another 
institution  during  1963  and  1964.  On 
April  10,  1964,  he  was  hospitalized  because 
of  a severe  right  iliopsoas  hemorrhage  which 
required  18  units  of  plasma  during  a period 
of  ten  days.  Eleven  days  later,  EACA  was 
begun  in  an  amount  of  6 Gm.  daily  in  4 
divided  doses.  Since  the  patient  persisted 
in  his  strenuous  occupation  as  a packer,  he 
continued  to  have  recurrent  hemarthroses 
of  both  elbows  and  shoulders  which  necessi- 
tated frequent  plasma  administrations. 

Three  weeks  later  the  dose  of  EACA  was 
increased  to  8 Gm.  daily  and  three  weeks 
after  this  to  10  Gm.  daily.  He  continued  to 
require  plasma  for  hematomas  of  the  fore- 


arms and  shoulders  with  approximately  the 
same  frequency.  Since  he  was  not  entirely 
cooperative  in  his  clinic  visits  and  since  his 
clinical  course  did  not  seem  appreciably 
improved,  the  EACA  was  discontinued  on 
June  30,  1964.  No  conclusion  can  be 
drawn  as  to  the  efficacy  of  the  drug. 

Case  10.  This  twenty-year-old  man 
with  severe  antihemophilic  globulin  defi- 
ciency had  had  severe  hemarthroses  in  most 
of  the  joints  of  his  body.  When  first  seen  at 
this  clinic  on  June  30,  1964,  severe  contrac- 
tures of  both  elbows,  deformities  of  both 
hands,  restricted  motion  of  both  shoulders, 
and  swelling  of  both  knees  were  noted.  He 
had  also  had  hematuria  in  the  past. 

EACA  was  given  to  the  patient,  who 
weighed  128  pounds,  in  a dose  of  1.5  Gm. 
four  times  daily.  Subsequently,  twenty- 
one  days  later  following  a bout  of  pain  in 
the  left  shoulder,  the  amount  was  increased 
to  8 Gm.  daily  in  4 divided  doses.  A week 
later,  he  sprained  his  ankle  but  did  not  re- 
quire any  plasma.  A month  after  this,  he 
sustained  a small  laceration  of  the  scalp  and 
again  did  not  require  any  plasma.  He  has 
continued  to  do  well  without  any  ill  effects 
from  the  medication.  He  has  not  required 
plasma  in  ten  months  while  receiving  EACA 
therapy.  However,  the  patient’s  course 
has  been  difficult  to  evaluate  because  of  the 
lack  of  an  adequate  previous  control  period 
of  direct  observation. 

Case  11.  The  patient  was  a forty -four- 
year-old  man,  weighing  165  pounds,  with  a 
mild  factor  VIII  deficiency  (12.5  per  cent  of 
normal). 

On  January  16,  1963,  he  was  given  250 
ml.  of  fresh  frozen  plasma  for  a hemarthro- 
sis  of  the  right  knee.  This  was  repeated  the 
next  day.  Six  days  later,  he  had  pain  and 
stiffness  in  the  right  knee.  He  also  had  a 
hematoma  in  the  right  quadriceps  muscle. 
The  patient  was  given  6 Gm.  of  EACA  1.5 
Gm.  4 times  daily  during  the  next  week. 
After  a week,  there  was  a slight  improve- 
ment in  the  knee  and  thigh.  This  could 
not  be  definitely  ascribed  to  the  drug.  The 
medication  was  discontinued.  There  were 
no  side-effects  from  the  drug  therapy. 

Case  12.  This  forty-one-year-old  hemo- 
philic patient  with  severe  factor  VIII 
deficiency  sustained  a laceration  of  the  left 
ring  finger  and  a hematoma  of  the  right  hip 
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TABLE  II.  Fibrinolytic  studies  on  26  hemophilic  patients*f 

Euglob-  Astrup  Throm- 


Factor  Coagula-  Fibrino-  ulin  Casein  Plate  bin 

VIII  tion  gen  (mg.  Lysis  Hydroly-  Lysis  Time 


Age 

(Years) 

Bleeding 

Symp- 

toms 

(75  to 
150  per 
cent) 

Time 

(<13 

minutes) 

per  100 
ml.  150 
to  400) 

Time 
(over  90 
minutes) 

sis  (2.4 
to  4.5 
per  cent) 

(under 

64 

mm.2) 

FSF 
(0.1  to 
0.2  ml.) 

(10  to 
15  sec- 
onds) 

18 

Yes 

15 

18 

440 

180 

4.2 

36 

0.3 

7 

16 

No 

0.7 

45 

155 

120 

2.7 

25 

0.2 

12 

11 

Yes 

0.3 

39 

155 

60 

2.5 

49 

0.1 

13 

15 

No 

0.2 

90 

237 

180 

3.5 

25 

0.1 

9 

18 

No 

0.3 

120 

341 

120 

2.9 

16 

0.2 

8 

3V« 

No 

0 

92 

177 

90 

3 

25 

0.1 

11 

7 

No 

0 

65 

117 

90 

3 

49 

0.2 

13 

42 

No 

0.3 

50 

259 

180 

3 

36 

0.2 

9 

21 

Yes 

0.5 

88 

312 

150 

2.7 

49 

0.1 

7 

10 

No 

0 

95 

431 

210 

3.3 

49 

0.1 

7 

772 

Yes 

0.3 

51 

194 

180 

3.4 

25 

0.1 

12 

12 

No 

0 

85 

259 

210 

4 

36 

0.1 

10 

21 

Yes 

0 

97 

155 

300 

3.9 

49 

0.1 

13 

7 

No 

0.3 

76 

237 

120 

4 

49 

0.2 

10 

17 

No 

0.5 

83 

216 

120 

2.6 

36 

0.1 

10 

21 

No 

0 

95 

177 

120 

20 

0.1 

11 

30 

Yes 

0 

100 

382 

270 

49 

0.3 

8 

47s 

No 

0.3 

87 

177 

90 

5.1 

49 

0.2 

10 

22 

No 

1.7 

60 

177 

150 

2.6 

25 

0.2 

12 

20 

No 

0.7 

120 

354 

60 

3.7 

25 

0.2 

10 

19 

Yes 

0.4 

72 

150 

20 

10 

32 

Yes 

1.8 

20 

90 

30 

11 

37 

Yes 

0.3 

116 

90 

30 

12 

3 

Yes 

1.1 

15 

120 

56 

11 

3 

Yes 

0.8 

68 

120 

40 

13 

26 

Yes 

0.6 

44 

240 

36 

• . . 

8 

* Normal  values  in  parentheses, 
t Clot  lysis:  none. 


on  January  14,  1963.  He  was  given  8 units 
of  fresh  frozen  plasma  in  the  outpatient 
department  between  January  14  and  Febru- 
ary 3,  1963,  without  improvement.  The 
following  day,  he  was  also  given  1 Gm. 
EACA  three  times  daily.  This  dose  was 
increased  to  4 Gm.  daily  four  days  later  and 
continued  for  ten  days.  The  patient  also 
received  13  units  of  plasma  during  this  time. 
The  hematoma  of  the  finger  healed  slowly, 
but  the  thigh  lesion  remained  about  the 
same  size. 

There  was  no  positive  improvement  one 
could  attribute  to  this  relatively  low  dose  of 
EACA.  There  were  also  no  evident  ill 
effects. 

Case  13.  The  patient  was  a fifteen- 
month-old  hemophilic  child  weighing  23 
pounds  who  was  hospitalized  on  January  19, 
1965,  because  of  a bleeding  frenulum 
on  the  upper  lip  of  three  days  duration. 
During  the  first  twenty-four  hours,  he  was 
given  1 teaspoon  of  syrup  containing  1.25 
Gm.  of  EACA  five  times  a day.  The  ooz- 


ing from  the  friable  clot  continued.  When 
the  dose  was  doubled  to  2.5  Gm.  five  times 
daily,  the  bleeding  ceased  within  twenty- 
four  hours. 

The  drug  was  continued  in  the  same 
amount  for  the  next  five  days,  then  reduced 
to  half  this  dose  for  two  days,  and  then  dis- 
continued. The  bleeding  did  not  recur. 

In  this  patient,  EACA  was  used  without 
any  additional  therapy,  for  the  successful 
treatment  of  bleeding  from  the  labial 
frenulum.  The  child  might  otherwise  have 
required  large  amounts  of  plasma  for  treat- 
ment of  this  condition. 

Case  14.  The  patient  was  a fifty-one- 
year-old  man  with  severe  deformities  of 
both  feet  and  ankles  due  to  previous  hem- 
arthroses.  He  had  had  hematuria  about 
once  yearly  during  the  past  ten  years.  An 
intravenous  pyelogram  disclosed  no  renal 
disorder.  Although  the  assay  of  his  blood 
for  factor  VIII  showed  a concentration  of  20 
per  cent,  his  clinical  course  has  been  severe. 

On  March  1,  1965,  he  presented  himself 
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FIGURE  3.  Case  14.  Daily  specimens  of  urine 
demonstrating  the  rapid  clearing  of  gross  hema- 
turia in  a hemophilic  patient  being  treated  with 
EACA. 

because  of  hematuria  of  one  week’s  duration 
and  severe  pain  over  the  left  costovertebral 
region.  The  patient  was  given  EACA  in  a 
dose  of  3.75  Gm.  every  four  hours  for  a 
total  of  22.5  Gm.  daily.  Within  eighteen 
hours,  the  back  pain  had  improved.  The 
hematuria  diminished  on  the  following  day 
and  was  almost  clear  another  day  later  (Fig. 
3).  His  medication  was  changed  to  4 Gm. 
every  four  hours,  totaling  24  Gm.  daily. 
The  urine  was  completely  normal  on  four 
days  after  treatment  had  been  initiated. 
No  plasma  was  administered  during  this 
time.  The  EACA  was  discontinued  after 
three  more  days.  There  was  no  recurrence 
of  hematuria. 

Results 

The  values  for  the  fibrinolytic  studies 
performed  on  26  hemophilic  patients  with 
classical  factor  VIII  deficiency  are  shown  in 
Table  II.  Twelve  of  these  persons  were 
studied  during  a bleeding  episode  and  14 
during  a quiescent  phase.  The  mean 
values  of  the  fibrinogen  levels,  euglobulin 
lysis  times,  casein  hydrolysis,  and  unheated 
Astrup  fibrin  plate  lysis  areas  for  the  two 
groups  of  patients  are  summarized  in  Table 
III.  No  increase  in  fibrinolytic  activity 
was  detected  in  any  of  the  subjects  when 
tested  by  these  methods.  One  patient 
showed  an  elevation  in  caseinolytic  activity 
but  was  otherwise  normal.  There  was  also 
no  significant  difference  between  the  bleed- 
ing and  nonbleeding  individuals. 

In  all,  14  hemophilic  patients  were 
treated  for  bleeding  manifestations  with 
EACA.  Of  these,  5 persons  received  con- 


TABLE  III.  Summary  of  fibrinolytic  data  on 
bleeding  and  nonbleeding  hemophilic  patients 


Conditions 

Bleeding 

Non- 

bleeding 

Number  of  patients 

12 

14 

Fibrinogen  (mg.  per  100 
ml.) 

273 

236 

Euglobulin  lysis  time 
(minutes) 

162 

132 

Casein  hydrolysis  (per 
cent) 

3.35 

3.21 

Astrup  plate  (mm.2  of 
lysis) 

39 

33 

tinuous  daily  maintenance  therapy  for 
periods  of  five  to  twelve  months.  The 
dosage  was  increased  when  it  was  observed 
that  hemorrhagic  episodes  recurred  as 
described  in  their  case  histories.  The 
severity  and  frequency  gradings  of  the 
bleeding  manifestations  are  averaged  per 
month  and  compared  in  Table  I for  each 
individual  before  and  during  treatment  with 
EACA.  It  is  evident  that  there  is  no 
significant  difference  between  the  two 
groups  in  the  prevention  of  bleeding  epi- 
sodes. No  changes  in  the  coagulation 
assays  attributable  to  the  drug  occurred  in 
any  of  the  hemophilic  patients  treated  over 
many  months. 

In  Table  IV,  the  fibrinolytic  studies  are 
compared  for  7 hemophilic  patients  prior  to 
treatment  with  EACA  and  during  mainte- 
nance prophylactic  therapy.  Two  other 
persons  are  included  in  this  group  not  in 
Table  I;  one,  Case  9,  who  received  con- 
tinous  drug  administration  for  ten  weeks 
and  the  other,  Case  10,  for  ten  months. 
Since  adequate  control  observations  are  not 
available  for  these  2 patients,  they  were  not 
included  in  Table  I.  The  fibrinolytic 
studies  noted  for  the  7 hemophilic  patients 
on  long-term  treatment  show  no  significant 
difference  before  and  during  therapy  with 
EACA  by  the  four  tests  employed. 

Despite  the  lack  of  measurable  anti- 
fibrinolytic effect  on  the  blood  from  the 
doses  used,  in  some  situations  EACA  may 
be  a useful  drug  for  treating  hemophilic 
bleeding.  Cases  1,  3,  6,  and  14  had  hema- 
turia which  appeared  to  be  improved  by  the 
use  of  this  medication.  In  Case  1 there  was 
dramatic  relief  of  pain  after  the  ingestion  of 
8 Gm.  of  EACA.  Within  twenty-four 
hours  the  hematuria  abated  and  then 
cleared  completely  during  four  days  of 
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'I  ABLE  IV.  Comparison  of  fibrinolytic  studies  on  7 hemophilic  patients  before  and  during  epsilon-amino- 

caproic  acid  therapy 


Case 

' — ■ — F ibrinogen — — * 
(mg.  Per  100  ml.) 
Before  During 

- — Euglobulin  Lysis— * 
Time  (Minutes) 
Before  During 

Casein  Hydrolysis 
(Per  Cent) 
Before  During 

- — Astrup  Plate — - 
(mm.2  Lysis) 
Before  During 

I 

216 

321 

120 

175 

2.6 

3.4 

36 

23 

2 

237 

266 

185 

168 

3.6 

3.2 

36 

29 

3 

205 

268 

180 

162 

3.1 

2.7 

25 

30 

4 

321 

201 

150 

144 

2.7 

3.3 

49 

30 

5 

155 

206 

120 

146 

2.7 

3.1 

25 

33 

9 

177 

233 

150 

120 

2.6 

2.8 

25 

26 

10 

354 

192 

60 

137 

3.7 

3.8 

25 

31 

Mean 

237 

240 

137 

150 

3 

3.2 

31 

28 

continued  treatment  with  10  Gm.  daily 
without  the  use  of  plasma.  Figure  1 shows 
the  decrease  in  urinary  activators  and 
fibrinolytic  activity  as  measured  by  Astrup 
fibrin  plates.  Four  cases  very  similar  to 
this  one  have  been  described  by  Barkhan22 
and  Steiger,  White,  and  Krivit.23  In  Case 
3,  hematuria  occurred  while  the  child  was 
receiving  5 Gm.  of  EACA  daily.  However, 
the  bleeding  ceased  after  1 unit  of  plasma, 
given  daily  for  two  days.  This  rapid  im- 
provement without  admission  to  the  hospi- 
tal contrasted  with  a previous  bout  of  hema- 
turia which  required  five  hospital  days  and 
12  units  of  plasma  for  control.  In  Case  6, 
one  of  the  earliest  patients  in  this  series,  the 
hematuria  was  secondary  to  a ureteral 
calculus  and  a hydronephrotic  kidney  as 
well  as  factor  VIII  deficiency.  Hematuria 
was  controlled  in  four  days  of  therapy  with 
5 Gm.  of  EACA  and  750  ml.  of  fresh  frozen 
plasma  daily.  It  is  difficult  to  appraise  the 
value  of  the  drug  in  this  instance.  The 
amount  used  was  probably  too  small. 
However,  in  the  treatment  of  Case  14,  a 
dose  of  24  Gm.  of  EACA  was  employed 
without  supplementary  plasma.  There 
was  relief  of  renal  pain  within  eighteen 
hours  and  clearing  of  hematuria  after  two 
days  (Fig.  3). 

Case  7 had  prolonged  bleeding  and  drain- 
age from  a huge  hematoma  of  the  thigh  for 
eighteen  months  despite  large  doses  of 
plasma,  blood,  and  antibiotics.  Diminu- 
tion of  drainage  from  the  hematoma  cavity 
and  beginning  healing  began  immediately 
after  the  use  of  EACA  in  a dose  of  5 Gm. 
daily  for  five  weeks. 

There  were  2 patients  with  oral  bleeding, 
Cases  8 and  13,  who  received  EACA.  One 
was  a three-year-old  hemophilic  child  with 
a lacerated  tongue  who  was  treated  first 


with  plasma  and  then,  when  he  seemed  to 
do  poorly,  with  a combination  of  plasma 
and  5 Gm.  of  EACA.  He  began  to  improve 
when  the  drug  was  used.  The  other  pa- 
tient, a fifteen-month-old  boy  who  was 
bleeding  from  the  labial  frenulum,  was 
treated  solely  with  EACA.  The  bleeding 
stopped  after  forty-eight  hours  and  did  not 
recur.  No  plasma  or  blood  had  to  be 
administered. 

Comment 

Since  the  drug  EACA  is  rapidly  and 
almost  quantitatively  excreted  in  the  urine, 
the  dosage  necessary  to  achieve  therapeutic 
levels  is  considerable.  It  has  been  esti- 
mated that  an  amount  of  4 to  6 Gm.  given 
every  four  to  six  hours,  or  alternatively,  1 
Gm.  per  hour  after  a priming  dose  of  5 Gm. 
is  needed  for  complete  inhibition  of  fibri- 
nolysis. 24  25  The  use  of  such  large  quantities 
of  medication  orally  for  long-term  daily 
prophylactic  therapy  is  usually  not  feasible. 
Doses  up  to  10  Gm.  daily  were  used  in  this 
study  and  were  generally  well -maintained 
and  well  tolerated.  Occasional  side-effects 
included  slight  dizziness,  nausea,  epigastric 
fullness  or  bloating,  and  urinary  burning. 
Diarrhea  and  conjunctival  effusion  have  also 
been  reported,9-25  but  were  not  observed  in 
the  present  series.  However,  most  of  these 
side-effects  were  transitory  and  did  not 
prevent  further  treatment  after  a cessation 
of  the  drug  for  several  days  or  a reduction  in 
dosage.  There  were  no  untoward  changes 
detected  in  the  blood  counts,  electrocardio- 
grams, liver  function  studies,  or  the  blood 
levels  of  glucose,  urea,  sodium,  potassium, 
and  chloride. 

The  results  reported  here  do  not  support 
the  concept  that  increased  fibrinolysis  is  a 
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regular  accompaniment  of  hemophilic 
bleeding.  However,  the  possibility  of  oc- 
casional secondary  increases  during  pro- 
longed severe  hemorrhages  is  not  excluded. 
The  rationale  for  using  EACA  in  the  treat- 
ment of  hemophilia  therefore  depends  on 
inhibition  of  the  normal  fibrinolytic  activity 
of  body  fluids  to  thereby  protect  a friable, 
slowly  forming  clot  from  dissolution. 

It  is  evident  from  Table  IV,  that  the 
doses  of  EACA  did  not  significantly  affect 
the  measurable  fibrinolytic  activity  in  the 
blood  of  7 hemophilic  patients.  There  was 
also  no  observable  prevention  of  hemor- 
rhages in  5 patients  of  this  group.  With 
the  usual  dosage  of  5 to  10  Gm.  EACA  used 
daily  in  this  study,  the  plasma  drug  level  of 
10-3M.  (13  mg.  per  100  ml.)  recommended 
by  McNicol  et  al .25  to  inhibit  systemic 
plasminogen  activation  was  clearly  not 
attained.  The  difficulties  of  getting  pa- 
tients to  accept  daily  dosage  for  many 
months  with  the  large  amounts  of  tablets  or 
syrup  necessary  to  achieve  such  levels  have 
already  been  mentioned. 

Nevertheless,  with  the  relatively  smaller 
doses  of  EACA  employed,  therapeutic 
effect  can  be  achieved  in  certain  types  of 
hemophilic  bleeding.  Through  concentra- 
tion in  the  urinary  tract,  effective  levels  of 
urinary  EACA  may  be  attained  by  a dosage 
which  exerts  only  slight  systemic  effect.25 
The  large  amounts  of  urokinase  in  the  urine 
may  prolong  renal  bleeding,  once  initiated, 
by  activating  plasminogen  in  the  blood  clot. 
Favorable  results  from  EACA  therapy  were 
obtained  in  3 hemophilic  patients  with 
hematuria,  Cases  1,  3,  and  14,  and  possible 
helpful  effects  in  a fourth  patient,  Case  6. 
Egeblad  and  Astrup26  suggested  that  the 
inhibitory  effect  of  EACA  on  urokinase 
might  be  mediated  through  its  potentiating 
action  on  mingin,  a trypsin  inhibitor  sub- 
stance normally  present  in  human  urine. 
EACA  has  also  been  used  to  diminish  uri- 
nary post-prostatectomy  bleeding27  and 
essential  hematuria.28 

Perhaps  concentration  of  EACA  also 
occurs  inside  a closed  body  cavity  thus 
inhibiting  clot  lysis.  There  was  a marked 
decrease  in  the  bloody  drainage  from  a huge 
hematoma  cavity  of  eighteen  months  dura- 
tion when  the  drug  was  given  in  Case  7. 
Similarly,  EACA  may  inhibit  the  activation 
by  salivary  kinase  of  plasminogen  in  blood 
clots  located  in  the  oral  cavity.  The  medi- 


cation has  proved  useful  in  the  management 
of  dental  extractions  in  hemophilic  pa- 
tients.3 In  Case  8,  it  appeared  that  EACA 
was  of  additive  value  to  fresh  frozen  plasma 
in  controlling  hemorrhage  from  a laceration 
of  the  tongue.  In  another  patient,  Case  13, 
bleeding  ceased  after  the  use  of  EACA 
alone. 

With  the  advent  of  more  potent  antifi- 
brinolytic agents  than  EACA,  smaller 
amounts  of  medication  should  be  needed  to 
attain  inhibition  of  systemic  plasminogen 
activation.  Prophylactic  maintenance 
therapy  of  hemophilic  patients  may  then 
prove  more  successful.  However,  con- 
trolled double-blind  studies  in  a large  series 
will  be  necessary  before  a final  evaluation 
can  be  made. 

Meanwhile,  it  is  recommended  that 
EACA  not  be  used  for  the  treatment  of 
hemophilia  unless  adequate  coagulation  and 
fibrinolytic  studies  are  available.  A word 
of  caution  should  also  be  given  in  regard  to 
the  widespread  thromboses  noted  by 
Naeye29  in  an  individual  treated  with  this 
substance  for  bleeding  due  to  a prostatic 
fibrinolysin.  EACA  is  a potent  drug  and 
should  not  be  employed  uncritically  for  any 
unclassified  bleeding  diathesis. 

Summary 

Fibrinolytic  studies  employing  whole 
blood  clot  lysis,  fibrinogen  level,  thrombin 
time,  euglobulin  lysis,  chromium  51-tagged 
casein  hydrolysis,  and  Astrup  fibrin  plate 
lysis  were  performed  on  26  patients  with 
hemophilia  (factor  VIII)  deficiency. 
There  was  no  detectable  increase  in  fibrino- 
lytic activity  in  12  hemophilic  patients 
studied  during  bleeding  episodes  and  in  14 
hemophilic  patients  during  a quiescent 
phase. 

Seven  hemophilic  patients  were  treated 
with  EACA  for  acute  bleeding  manifesta- 
tions. Seven  others  received  the  drug  in 
doses  of  5 to  10  Gm.  daily  in  an  attempt  to 
prevent  hemorrhages.  No  measurable 
change  in  fibrinolytic  activity  was  produced 
by  this  dosage  level.  No  significant  de- 
crease in  the  incidence  and  severity  of 
bleeding  episodes  could  be  demonstrated  in 
5 hemophilic  patients  who  were  treated 
with  EACA  continuously  for  periods  from 
five  to  twelve  months.  No  alterations  in 
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the  blood  coagulation  studies  of  these  in- 
dividuals were  detected. 

Certain  types  of  hemophilic  bleeding 
were  improved  by  EACA  therapy  in  this 
preliminary  experience:  hematuria,  bleed- 
ing into  a large  hematoma  cavity,  and 
bleeding  into  the  oral  cavity.  Hematuria 
was  the  condition  most  clearly  benefited  by 
the  drug. 
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courses  available  to  physicians  during  the  1965 
to  1966  school  year.  The  courses  range  from 
brief  reviews  lasting  only  a day  or  two  to  medi- 
cal specialty  training  programs  extending  over 
several  months. 

The  A.M.A.’s  national  plan  for  continuing 
medical  education  is  in  development,  and  some 
pilot  programs  will  soon  be  ready  for  testing.  A 
variety  of  other  approaches  using  audio-visual 
and  self-instructional  technics  are  being  tried  by 
other  organizations. 

The  J.  A.M.A.  editorial  concluded  that 
“Medical  educators  and  practicing  physicians 
alike  will  admit  to  unmet  needs  in  physician 
education.  But  the  record  of  the  profession  in 
recognizing,  tackling,  and  solving  its  educational 
problems  has  been  good  in  the  past.  There  is 
every  reason  to  expect  that  it  will  be  good  in  the 
future.” 
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Paralytic 
Brachial  Neuritis’ 

HAROLD  W.  EVANS,  M.D. 
Grand  Forks,  North  Dakota 

From  the  Department  of  Internal 
Medicine,  Grand  Forks  Clinic 


I wish  to  discuss  a disease  or  syndrome 
that  most  or  all  physicians  have  seen  and 
perhaps  have  not  recognized.  Some,  es- 
pecially the  neurologists,  may  wish  to 
deny  the  existence  of  paralytic  brachial 
neuritis. 

History 

Paralytic  brachial  neuritis  was  first 
recorded  in  1941  by  Wyburn-Mason1  in 
the  Lancet  as  a brachial  neuritis  occurring 
in  epidemic  form.  Subsequent  reports, 
also  by  the  British,  provided  such  diag- 
nostic terms  as  localized  neuritis  of  the 
shoulder  girdle,2  acute  brachial  radiculi- 
tis,3 4 and  neuralgic  amyotrophy.5-6  Para- 
lytic brachial  neuritis  was  the  title  of  the 
first  report7  from  this  country  in  1960. 

The  first  detailed  description  of  paralytic 
brachial  neuritis  was  published  in  1943  in 
the  Lancet  by  Spillane.2  His  series  con- 
sisted of  46  cases.  Other  authors  have 
reported  collections  of  as  many  as  136 
cases.5 

Paralytic  brachial  neuritis  has  occurred 
in  patients  between  the  ages  of  eight  and 
seventy-one  years.  Both  sexes  have  been 
affected. 

* Presented  at  the  Regional  Meeting  of  the  American 
College  of  Physicians,  Bismarck,  North  Dakota,  September 
12,  1964. 


Symptoms 

The  first  symptom  was  usually  severe 
pain  of  sudden  onset  in  the  root  of  the  neck 
or  the  shoulder.  The  pain  was  often  of 
such  intensity  that  no  motion  was  possible; 
narcotics  were  frequently  required  for 
relief  of  pain. 

On  subsidence  of  the  pain,  movement 
became  possible,  but  muscular  weakness 
was  apparent.  The  site  of  the  pain 
usually  determined  the  area  of  muscular 
involvement.  The  average  time  between 
onset  of  pain  and  the  recognition  of  muscu- 
lar weakness  was  three  to  six  days.7 

Paresis  was  followed  by  atrophy  of  the 
affected  muscles.  Recovery  of  muscle 
strength  and  size  was  slow  but  usually 
complete. 

In  some  cases,  certainly  the  minority, 
muscular  weakness  was  the  first  symptom 
of  this  disease.  The  site  of  paresis  de- 
pended, of  course,  on  the  location  of  the 
neural  lesion.  I am  certain  that  physicians 
are  well  acquainted  with  the  brachial 
plexus  with  its  roots,  trunks,  divisions, 
cords,  and  main  branches.  Any  part  of  the 
brachial  plexus  or  its  branches  may  be 
affected.  There  are  reports  of  isolated 
muscle  involvement  due  to  neuritis  of  a 
single  nerve.8,9  Sensory  loss  may  occur; 
this  was  usually  due  to  disease  of  the 
axillary  or  musculocutaneous  nerve  or  of 
the  fourth,  fifth,  or  sixth  cervical  root. 
Bilateral  but  asymmetric  distribution  of 
lesions  has  been  reported  by  several  au- 
thors.2-5,6 

The  therapeutic  programs1  have  con- 
sisted of  medications  for  the  relief  of  pain 
including  narcotics  during  the  days  of 
severe  pain,  supports  to  prevent  stretching 
of  paralyzed  muscles,  and  active  and  pas- 
sive exercises  and  electrical  stimulation  of 
the  affected  muscles.3  Recovery  has  been 
complete  in  most  cases.  However,  in 
general,  the  more  severe  and  extensive  the 
paralysis,  the  longer  the  period  that  was 
required  for  recovery.  Recurrences  oc- 
curred and  were  even  considered  extremely 
common.4,6,7  Such  recurrences  were  sepa- 
rated by  weeks  to  as  long  as  sixteen  years. 

To  date,  the  cause  of  this  syndrome  or 
disease  is  unknown.  Often  the  onset  was 
during  hospitalization  for  or  convalescence 
from  another  illness.2  Laboratory  data, 
especially  cerebrospinal  fluid  examinations, 
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Paralytic  brachial  neuritis  is  a specific 
syndrome  which  affects  only  the  brachial 
plexus  and  its  branches,  causing  severe  pain, 
often  making  motion  impossible,  followed  by 
muscular  weakness.  Usually  recovery  is 
complete,  but  recurrences  are  common.  Treat- 
ment consists  of  medication  for  relief  of  pain, 
supports  to  prevent  stretching  of  involved 
muscles,  and  active  and  passive  exercises  and 
electrical  stimulation  of  the  affected  muscles. 


during  the  acute  phase  of  this  disease  are 
meager. 

Case  reports 

Case  1.  To  my  knowledge,  my  first  en- 
counter with  this  syndrome  was  in  1961. 10  At 
that  time  an  eighteen-year-old  girl  was  consider- 
ing suing  the  physician  who  had  excised  a left 
posterior  cervical  lymph  node.  Approximately 
six  weeks  after  the  excision  and  without  ante- 
cedent pain,  she  noted  a caving-in  of  the  left 
supraclavicular  area,  soreness  of  the  left  sub- 
occipital  area,  and  a pulling  sensation  in  the 
entire  left  upper  extremity  when  it  was  ab- 
ducted. During  the  subsequent  six  weeks,  the 
symptoms  increased  in  severity.  She  was  not 
aware  of  any  muscular  weakness. 

Significant  findings  on  examination  were:  a 

2-cm.  linear  scar  on  the  left  side  of  the  lowest 
one  third  of  the  neck,  a sunken  left  supraclavicu- 
lar area  due  to  atrophy  of  the  scalene  and  longus 
colli  muscles,  slight  weakness  of  the  muscles  of 
anterior  flexion  of  the  cervical  spine,  atrophy  of 
the  left  rhomboideus  muscles,  and  winging  of 
the  left  scapula  when  the  left  arm  was  abducted. 
The  cerebrospinal  fluid  was  not  examined. 

The  patient  failed  to  report  to  the  department 
of  physiotherapy  for  instruction  and  treatment. 
Two  and  a half  months  later,  at  my  request,  she 
returned  for  evaluation.  At  that  time,  five  and 
a half  months  after  onset,  she  was  asympto- 
matic, and  there  was  no  muscular  atrophy  or 
weakness. 

Case  2.  My  second  patient  with  paralytic 
brachial  neuritis  was  referred  because  of  an  acute 
attack  of  cholecystitis.  The  attack  had  sub- 
sided by  the  time  she  arrived  in  Grand  Forks. 
This  patient  was  a thirty-five-year-old  house- 
wife who  had  been  awakened  from  sleep  three 
days  previously  by  pain  in  the  right  inter- 
scapular area.  This  pain  was  referred  over  the 
right  shoulder  to  the  right  pectoral  area,  the 
lateral  aspect  of  the  right  arm,  and  the  radial 
aspect  of  the  right  forearm.  There  were  con- 
comitant paresthesias  in  the  tips  of  all  the  digits 
of  the  right  hand.  The  pain  was  not  diminished 
by  oxyphenbutazone  and  analgesics  including 
codeine. 

During  examination,  the  patient  shielded  and 
protected  her  right  shoulder  and  upper  extrem- 
ity. There  was  slight  tenderness  along  the 
vertebral  border  of  the  right  scapula  and  pain  in 
this  area  during  movement  of  the  right  scapula 
or  flexion  or  rotation  of  the  cervical  spine  to  the 
right. 

The  following  day,  the  fourth  day  after  onset, 
the  pain  had  diminished.  I was  then  able  to 
demonstrate  weakness  of  the  extensors  and 
pronators  of  the  right  forearm,  flexors  and  ulnar 
flexors  of  the  right  wrist,  and  abductors  and 
extensors  of  all  of  the  digits  of  the  right  hand. 
There  was  no  winging  of  the  scapula  or  sensory 
loss.  Lumbar  puncture  was  performed,  and 
the  cerebrospinal  fluid  (pressure,  color,  cell 
count,  protein,  Pandy  test,  colloidal  gold  curve, 
and  test  for  syphilis)  was  normal. 


On  the  fifth  day  of  the  illness,  there  were 
paresthesias  only  in  the  distal  phalanges  of  the 
right  thumb  and  index  and  middle  fingers. 
The  right  triceps  reflex  was  quite  hypoactive. 
Aching  in  the  right  interscapular  area  and 
areas  of  paretic  muscles  persisted.  The  follow- 
ing day,  paresthesia  was  no  longer  present  in 
the  right  thumb,  and  the  muscular  weakness  and 
diminished  triceps  reflex  were  unchanged.  The 
patient  was  dismissed  to  the  referring  physi- 
cians. 

The  patient  improvised  her  own  muscle- 
strengthening program  and  worked  diligently  at 
it.  Two  months  after  the  onset  of  the  paralytic 
brachial  neuritis,  paresthesias  persisted  in  the 
tips  of  the  right  index  and  middle  fingers,  and 
there  was  diminution  of  tactile  and  superficial 
pain  perception  in  these  areas.  There  was  quite 
significant  atrophy  and  weakness  of  the  right 
triceps  muscle  and  slight  weakness  of  the  prona- 
tors of  the  right  forearm  and  flexors  and  ulnar 
flexors  of  the  right  wrist. 

Four  and  a half  months  after  the  onset,  the 
finger  tips  were  numb  only  when  exposed  to 
cold.  There  was  less  atrophy  and  weakness  of 
the  right  triceps  brachii;  otherwise,  there  was 
little  change  in  the  paretic  muscles. 

The  patient  was  last  seen  eight  months  fol- 
lowing the  onset  of  the  illness.  She  was  con- 
tinuing the  muscle-strengthening  exercises. 
There  was  less  numbness  of  the  finger  tips  and 
no  muscular  atrophy  or  weakness. 

Comment 

In  both  cases,  recovery  was  complete. 
A single  lesion  would  not  account  for  the 
nerve  impairments  in  either  case.  In  the 
first  case,  the  eighteen-year-old  book- 
keeper, the  longus  colli,  scalene,  and 
rhomboid  muscles  were  atrophic.  This 
was  because  of  neuritis  of  the  nerves  to  the 
longus  colli  and  scalene  muscles  and  of  the 
dorsal  scapular  nerve.  These  nerves  arise 
directly  from  the  fifth  to  eighth  cervical 
roots  of  the  brachial  plexus.  As  mentioned 
earlier,  this  patient  was  somewhat  litigious. 
However,  she  had  no  basis  for  a mal- 
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practice  claim;  certainly,  these  nerve  roots 
could  not  have  been  injured  during  excision 
of  a superficial  lymph  node. 

The  second  patient  had  multiple  nerve 
lesions.  There  was  involvement  of 
branches  of  the  median  nerve  as  evidenced 
by  the  paresthesias  of  the  tips  of  the  index 
and  middle  fingers,  weakness  of  pronation 
of  the  forearm,  flexion  of  the  wrist,  and 
abduction  of  the  thumb.  Lesions  of  the 
ulnar  nerve  branches  accounted  for  weak- 
ness of  abduction  of  the  fingers  and  ulnar 
flexion  of  the  wrist.  The  radial  nerve 
branches  were  not  spared;  there  was 
atrophy  and  paresis  of  the  triceps  brachii 
and  paresis  of  abduction  of  the  thumb  and 
extension  of  the  thumb  and  all  of  the  fingers 
at  the  metacarpophalangeal  joints.  Other 
branches  of  these  three  major  nerves  were 
not  affected. 

Summary 

Paralytic  brachial  neuritis  affects  only 
the  brachial  plexus  and  its  branches.  It 
seems  that  this  is  a specific  syndrome  if  not 
a specific  disease.  Perhaps,  with  more 


Fatal  heart  attacks 
in  male  American  physicians 

A comparative  study  of  the  obituary  columns 
in  the  Journal  of  the  American  Medical  Associa- 
tion for  1954  and  1964  fails  to  show  any  im- 
provement in  mortality  from  heart  attacks  dur- 
ing the  ten-year  period.  A supplementary 
study  of  the  first  8 issues  for  1965  by  J.  H. 
Rogers,  M.D.,  written  in  a recent  issue  of  the 
Journal  of  the  Medical  Association  of  the  State  of 
Alabama,  does  nothing  to  alter  this  conclusion. 
During  this  decade,  numerous  suggestions  have 
been  made  to  reduce  the  incidence  of  fatal 
heart  attacks,  the  leading  cause  of  male  deaths, 
in  the  United  States.  Among  these  are  dietary 
changes  in  fats,  efforts  to  reduce  emotional 
stress,  avoidance  of  cigaret  smoking,  use  of 
blood  pressure  reducers,  and  drugs  for  control 
of  shock.  Suggested  also  have  been  methods  of 
screening  those  susceptible  to  attacks:  meas- 

urement of  serum  cholesterol,  family  history, 
presence  of  diabetes,  high  blood  pressure, 
cerebral  ischemia,  peripheral  arterial  disease, 
angina  pectoris,  and  previous  heart  attacks. 
The  present  statistical  study  was  undertaken  to 
assess  the  effectiveness,  if  any,  of  these  measures. 
One  of  the  conclusions  is  that  since  there  prob- 
ably. has  been  a decline  in  smoking  among 


frequent  recognition  and  study,  the  cause 
will  be  found. 

I have  two  purposes  in  presenting  this 
subject.  The  first  is  to  acquaint  physi- 
cians with  the  syndrome,  and  the  second 
to  enable  physicians  to  provide  a very 
favorable  prognosis  to  the  patient  affected 
by  paralytic  brachial  neuritis. 
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physicians  of  late  years,  these  data  do  not  sup- 
port the  hypothesis  that  smoking  and  coronary 
artery  disease  are  causally  related. 

The  material  for  the  study  was  obtained  from 
the  obituary  columns  of  J.A.M.A.  in  which 
age  and  cause  of  death  are  usually  given,  while 
sex  is  indicated  by  the  name.  For  comparative 
purposes,  other  causes  of  death  such  as  cancer, 
strokes,  tuberculosis,  nontuberculous  infec- 
tions, other  heart  disease,  accidents,  homicide, 
and  suicide  were  recorded.  Heart  attacks  in- 
cludes cases  recorded  as  such  or  as  myocardial 
infarction,  coronary  thrombosis,  coronary  dis- 
ease, or  other  designation  which  might  rea- 
sonably be  assumed  to  fall  under  this  heading. 

In  1954  the  total  number  of  fatal  heart  at- 
tacks for  all  ages  was  264;  in  1964,  293.  For 
physicians  under  seventy  years  of  age,  there 
were  142  fatal  heart  attacks  in  1954;  in  1964 
there  were  164.  As  for  other  diseases,  the 
figures  showed  a considerable  decline  in  deaths 
from  stroke  especially  in  those  under  seventy 
years  of  age.  In  a small  number  of  lung  cancer 
cases  reported,  there  was  no  significant  change. 
The  figures  also  support  the  general  observation 
that  stomach  cancer  is  declining  dramatically  as 
a cause  of  death:  8 in  1954,  3 in  1964.  A 

score  of  years  ago  or  so,  gastric  carcinoma  was 
responsible  for  about  18  per  cent  of  total  deaths 
from  cancer  in  the  United  States  and  was  the 
commonest  form  of  lethal  cancer. 
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Intractable  Cardiac  Failure 


Case  history 

Luigi  Negri,  M.D.:  A fifty-six-year- 

old  Negro  male  was  admitted  for  the  first 
time  to  Knickerbocker  Hospital  on  Jan- 
uary 3,  1965,  because  of  severe  dyspnea. 
He  had  been  told  by  his  father  that  he  had 
had  rheumatic  fever  in  early  childhood. 
However,  until  three  years  prior  to  admis- 
sion, he  never  experienced  exertional  dysp- 
nea, chest  pain,  chronic  cough,  or  pe- 
ripheral edema,  and  he  was  able  to  carry  on 
normal  physical  activities.  He  denied  ve- 
nereal disease. 

Three  years  prior  to  admission  he  began 
to  have  exertional  dyspnea  and  occasional 
retrosternal  pain  with  radiation  to  the  left 
shoulder.  He  was  admitted  to  another 
hospital  on  several  occasions  where  a diag- 
nosis of  congestive  heart  failure  due  to 
rheumatic  heart  disease  with  aortic  and 
mitral  insufficiency  was  made.  Since  then 
he  had  been  taking  digoxin  0.25  mg.  and 
chlorothiazide  (Diuril)  500  mg.  daily. 

During  the  previous  three  months,  the 
dyspnea  had  become  progressively  worse 
with  frequent  attacks  of  paroxysmal  noc- 
turnal dyspnea,  constant  orthopnea, 
chronic  productive  cough  (frequently  with 
blood-streaked  sputum),  and  more  frequent 
episodes  of  retrosternal  pain.  On  the  day 
of  admission,  he  experienced  a new  and 
more  severe  attack  of  dyspnea,  accom- 
panied by  cough  with  production  of  blood- 
tinged  sputum,  and  was  brought  to  Knick- 
erbocker Hospital.  He  denied  drinking  or 
smoking.  There  was  no  history  of  tuber- 
culosis, cancer,  diabetes  mellitus,  hyper- 
tension, or  heart  disease  in  the  family. 
The  patient’s  appetite  had  been  very  poor, 


and  he  had  lost  25  pounds  in  the  last  four 
months.  His  bowel  habits  had  been  reg- 
ular, and  he  had  no  genitourinary  com- 
plaints. 

Physical  examination  revealed  a well- 
developed,  tall,  slender,  poorly-nourished 
man  in  acute  respiratory  distress.  The 
blood  pressure  was  140/50,  pulse  120  and 
irregular,  respirations  38,  and  temperature 
98  F.  The  pupils  were  equal  and  reacted 
normally  to  light  and  accommodation. 
The  neck  veins  were  distended,  and  the 
hepatojugular  reflux  was  positive.  The 
lungs  were  clear  to  percussion  and  presented 
fine,  moist  rales  over  both  bases.  The 
heart  appeared  to  be  enlarged  to  the  left 
with  the  apex  reaching  to  the  seventh 
intercostal  space  between  the  anterior  and 
the  midaxillary  lines.  No  thrill  was  pal- 
pated. A loud,  Grade  III  systolic  murmur 
and  a Grade  III  holodiastolic  murmur  were 
heard  all  over  the  pericardium;  the  dias- 
tolic murmur  was  most  evident  along  the 
right  sternal  margin  at  the  level  of  the 
second  intercostal  space.  The  second  aortic 
sound  was  not  heard,  and  there  was  an 
obvious  gallop  rhythm. 

The  liver  edge  was  smooth,  tender,  and 
palpated  5 fingerbreadths  below  the  right 
costal  margin.  The  spleen  and  kidneys 
were  not  felt,  and  there  was  no  evidence  of 
ascites.  The  extremities  presented  2 plus 
pretibial  pitting  edema  and  moderate  cya- 
nosis of  the  fingernails,  but  no  clubbing  was 
noticed. 

A chest  x-ray  showed  massive  cardiac 
enlargement,  suggesting  predominant  left 
ventricular  enlargement,  and  an  aneurysm 
of  the  ascending  aorta  (Fig.  1).  The  elec- 
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FIGURE  1.  Chest  roentgenogram  showing  cardiac 
enlargement,  predominantly  left  ventricular,  and 
aneurysmal  bulge  of  ascending  aorta. 


trocardiogram  showed  auricular  fibrillation 
with  occasional  idioventricular  beats  and 
complete  right  bundle  branch  block.  Uri- 
nalysis was  unremarkable.  The  hemo- 
globin was  12.1  Gm.  per  100  ml.,  and  the 
white  cell  count  was  12,500  with  72  per  cent 
polymorphonuclear  leukocytes  and  28  per 
cent  lymphocytes.  The  sedimentation  rate 
was  10  mm.  per  hour.  The  fasting  blood 
sugar  was  147  mg.,  the  blood  urea  nitrogen 
45.1  mg.,  total  cholesterol  150  mg.,  and 
total  bilirubin  1.4  mg.  per  100  ml.  The 
serum  chlorides  were  106.5  mEq.,  sodium 
131  mEq.,  and  potassium  5 mEq.  per  liter; 
the  carbon  dioxide  combining  power  was 
17.5  mM.  per  liter. 

The  patient  was  given  morphine  sulphate, 
meralluride  injection  (Mercuhydrin),  amino- 
phylline,  oxygen,  and  additional  digoxin 
and  chlorothiazide.  During  the  next  two 
hours  he  showed  considerable  improvement. 
He  continued  to  improve  subjectively  dur- 
ing the  following  days,  although  objectively 
the  improvement  was  far  less  impressive. 
About  forty-eight  hours  after  admission, 
the  apical  rate  was  still  rapid  at  110  per 
minute;  the  venous  pressure  was  170  mm. 
of  water  rising  to  270  mm.  with  hepatic 
compression,  and  the  circulation  time  per 
dehydrocholic  acid  (Decholin)  was  35 


seconds.  Three  glutamic  oxalacetic  trans- 
aminase determinations  were  56,  56,  and 
22  units.  The  first  VDRL  test  gave 
weakly  positive  results  undiluted,  and  a 
second  test  gave  negative  results.  Three 
lupus  erythematosus  preparations  showed 
negative  findings.  A repeat  fasting  blood 
sugar  was  111  mg.  per  100  ml.,  and  the  two- 
hour  postprandial  blood  sugar  was  155  mg. 
per  100  ml.  A repeat  blood  urea  nitrogen 
was  19.9  mg.  per  100  ml.,  and  a second  total 
bilirubin  was  0.4  mg.  per  100  ml. 

Despite  various  therapeutic  regimens  for 
congestive  heart  failure,  the  patient,  al- 
though somewhat  improved,  remained  in 
heart  failure.  He  experienced  several  more 
episodes  of  acute  respiratory  distress,  chest 
pain,  and  hemoptysis,  occasionally  asso- 
ciated with  moderate  elevation  of  the  tem- 
perature. On  April  15  he  had  a new 
episode  of  severe  dyspnea  which  failed  to 
respond  to  therapy,  and  he  expired  in  frank 
pulmonary  edema  approximately  fourteen 
weeks  after  admission. 


Discussion 

Furman  M.  Jones,  Jr.,  M.D.*:  This  is 

the  case  of  a fifty-six-year-old  man  who 
was  admitted  to  the  hospital  with  conges- 
tive heart  failure.  He  had  a past  history  of 
rheumatic  fever  but  prior  to  three  years  ago 
was  asymptomatic.  At  that  time  he  began 
having  exertional  dyspnea  with  retrosternal 
chest  pain  which  radiated  to  the  left 
shoulder.  A diagnosis  of  rheumatic  heart 
disease  with  mitral  and  aortic  insufficiency 
was  made  at  that  time.  He  remained  com- 
paratively well  until  three  months  before 
admission  when  his  symptoms  returned 
along  with  a chronic  productive  cough  and 
blood-streaked  sputum. 

The  salient  physical  findings  were  those 
of  heart  failure.  He  was  not  hypertensive 
or  cyanotic.  He  was  afebrile.  The  heart 
was  enlarged,  and  the  patient  was  fibrillat- 
ing  at  a rapid  rate.  The  murmurs  of  aortic 
insufficiency  and  mitral  insufficiency  were 
heard.  The  pulse  pressure  was  wide,  and 
there  were  peripheral  manifestations  of 
aortic  regurgitation.  An  obvious  gallop 
rhythm  was  noted.  X-ray  examination  of 
the  chest  showed  that  the  cardiac  enlarge- 
ment was  predominantly  left  ventricular, 
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and  there  was  an  aneurysm  of  the  ascending 
aorta. 

The  electrocardiogram  confirmed  auric- 
ular fibrillation  and,  in  addition,  showed 
complete  right  bundle  branch  block.  The 
important  laboratory  findings  were  a white 
count  slightly  elevated  to  12,500  with  a 
normal  differential,  normal  sedimentation 
rate,  moderate  elevation  of  the  blood  sugar 
and  urea  nitrogen,  and  normal  electrolytes. 
Three  transaminase  determinations  were 
not  significantly  altered;  three  lupus 
erythematosus  preparations  showed  nega- 
tive findings;  and  one  VDRL  test  gave 
weakly  positive  findings  on  undiluted 
serum,  and  a second  VDRL  test  gave 
negative  findings.  It  is  significant  at  this 
point  to  restate  that  the  patient  denied  a 
history  of  lues  or  treatment  for  lues  at  any 
time  in  the  past. 

In  spite  of  adequate  therapy  the  patient 
remained  in  congestive  heart  failure 
throughout  his  hospital  course.  A few 
days  prior  to  exitus,  heart  failure  became 
worse,  and  the  patient  died  in  pulmonary 
edema.  The  differential  diagnosis  perforce 
will  deal  with  the  nature  of  his  cardio- 
vascular disease. 

Before  proceeding  with  that,  I would  like 
to  ask  Dr.  Moynahan  to  review  the  x-ray 
films  for  us. 

Joseph  M.  Moynahan,  M.D.:  Re-ex- 

amination  of  the  chest  revealed  severe 
generalized  cardiac  enlargement,  which  was 
predominantly  left  ventricular.  A bulge 
of  the  supracardiac  shadow  to  the  right 
was  noted.  This  was  continuous  with 
the  ascending  aorta  near  the  arch  in  all 
projections.  Although  the  bulge  did  not 
extend  beyond  the  right  auricular  border, 
its  configuration  and  abrupt  junction  with 
the  ascending  aorta  suggested  an  aneurysm 
rather  than  tortuosity  of  the  aorta.  In 
addition,  the  remainder  of  the  aorta  was 
not  unusually  tortuous.  Small  linear  cal 
cifications  were  seen  within  the  dilated 
segment  of  the  aorta,  but  there  were  no 
such  calcifications  within  the  aortic  knob  or 
descending  aorta. 

The  cardiac  configuration  with  its  pre- 
dominantly left  ventricular  enlargement 
and  concavity  at  the  waist  is  consistent  with 
aortic  insufficiency.  The  dilatation  of  the 
aorta,  however,  is  more  than  one  would 
expect  with  aortic  insufficiency  alone.  The 
calcification  of  the  dilated  ascending  aorta 


suggests  the  possibility  of  luetic  aortitis 
with  aneurysm  formation. 

Dr.  Jones:  Let  us  proceed  systemati- 

cally. I shall  consider  the  diagnostic  possi- 
bilities under  five  major  categories:  (1) 

myocardial  disease;  (2)  valvular  disease; 
(3)  coronary  artery  disease;  (4)  pulmonary 
disease;  and  (5)  aneurysmal  disease  of  the 
aorta. 

When  the  basis  for  cardiac  failure  is 
primary  disease  of  the  myocardium,  the 
manifestations  of  heart  failure  are  often 
disproportionately  more  severe  than  the 
local  cardiac  findings  would  seem  to  war- 
rant. In  many  cases  there  are  no  local 
findings  other  than  cardiac  enlargement. 
Gallop  rhythm  is  a frequent  concomitant  of 
primary  myocardial  disease,  so  also  are 
changing  cardiac  arrhythmias.  Pulmonary 
or  peripheral  thrombo-embolic  phenomena 
are  commonly  found.  Within  this  frame- 
work, the  clinical  diagnosis  of  primary 
myocardial  disease  should  be  considered, 
particularly  if  it  occurs  in  a patient  without 
valvular,  congenital,  hypertensive,  or  cor- 
onary artery  disease. 

Among  primary  myocardial  diseases  we 
should  consider  viral,  rheumatic,  or,  al- 
though uncommon,  tuberculous  infections. 
Although  this  patient  had  rheumatic  heart 
disease  in  childhood,  there  is  nothing  in  the 
protocol  to  suggest  reactivation.  He  was 
afebrile;  there  was  no  arthritis;  and  the 
sedimentation  rate  was  normal.  Although 
he  had  evidence  of  valvular  disease,  he 
could  also  have  had  a superimposed  myo- 
cardial lesion.  The  lack  of  fever  and  the 
normal  sedimentation  rate  help  exclude  the 
possibility  of  viral  myocarditis  or  tuber- 
culosis. 

Diseases  of  connective  tissue  involving 
the  myocardium,  such  as  scleroderma,  lupus 
erythematosus,  rheumatoid  disease,  and 
polyarteritis,  should  be  considered.  The 
absence  of  skin  changes,  dysphagia,  or 
Reynaud’s  phenomenon  are  evidence 
against  scleroderma.  The  absence  of  hy- 
pertension, neurologic,  gastrointestinal,  or 
progressive  renal  disease  militates  against 
polyarteritis.  The  absence  of  anemia,  leu- 
kopenia, joint  symptoms,  and  the  negative 
results  of  the  L.E.  preparations  point  away 
from  lupus  erythematosus.  There  is  no 
support  for  a diagnosis  of  any  rheumatoid 
disease. 

There  is  nothing  in  the  protocol  to  suggest 
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amyloid  disease,  hyperthyroidism,  sarcoid- 
osis, or  hemochromatosis  with  cardiac 
involvement.  Primary  or  secondary  neo- 
plasm of  the  heart  seems  highly  unlikely. 
I am  reluctant  to  make  a diagnosis  of 
idiopathic  myocardial  hypertrophy  in  the 
absence  of  thrombo-embolic  phenomena 
and  also  because  more  attractive  alterna- 
tives present  themselves.  Although  pri- 
mary myocardial  disease  should  always  be 
considered  even  in  the  presence  of  other 
types  of  heart  disease,  there  is  no  evidence 
in  this  case  to  suggest  it. 

Now  let  us  turn  to  valvular  disease. 
In  a patient  with  murmurs  such  as  this  one 
had,  some  element  of  valvular  disease  is 
likely  to  be  present.  The  presence  of  pe- 
ripheral manifestations  of  aortic  incompe- 
tence make  the  idea  of  valvular  heart  disease 
almost  inescapable.  The  history  of  child- 
hood rheumatic  fever,  coupled  with  the 
auscultatory  findings,  suggests  mitral  and 
aortic  insufficiency  of  several  years  dura- 
tion. However,  in  addition  to  these  fac- 
tors, the  patient  had  retrosternal  chest  pain. 
Was  the  chest  pain  the  result  of  coronary 
arteriosclerosis,  or  was  it  secondary  to  a 
valvular  lesion?  In  aortic  insufficiency, 
coronary  pain  is  said  to  be  due  to  poor 
coronary  perfusion,  a reflection  of  the  low 
diastolic  pressure.  However,  there  are 
many  patients  with  postrheumatic  aortic 
insufficiency  who  do  not  have  angina. 
Recent  studies  indicate  that  coronary  blood 
flow  actually  increases  during  systole  and 
may  compensate  for  decreased  coronary 
flow  during  diastole.  In  aortic  insuffi- 
ciency secondary  to  lues,  the  cardiac  pain  is 
said  to  be  the  result  of  encroachment  on, 
and  narrowing  of,  the  coronary  ostia.  I 
will  return  to  this  point  later. 

The  possibility  of  acute  or  subacute 
bacterial  endocarditis  in  a patient  with 
valvular  disease  who  goes  into  heart  failure 
must  always  be  considered.  I shall  briefly 
exclude  the  possibility  of  such  an  infection 
because  of  the  absence  of  fever,  anemia, 
embolic  phenomena,  splenomegaly,  and 
hematuria  and  because  of  the  normal  sedi- 
mentation rate. 

In  luetic  valvular  disease  the  lesion  is 
limited  to  the  aortic  valve  commissures: 
The  commissures  are  widened,  the  aortic 
orifice  is  also  widened,  and  the  cusps  are 
shortened.  If  the  coronary  ostia  are  situ- 
ated above  the  sinus  of  Valsalva,  the  ostia 


may  be  narrowed.  However,  in  the  ab- 
sence of  a history  of  lues  or  treatment  for 
lues,  without  the  physical  stigmata  of 
tertiary  lues,  and  given  only  one  VDRL 
test  with  positive  findings  on  undiluted 
serum,  I cannot  affirm  a diagnosis  of  syph- 
ilitic involvement  of  the  cardiovascular 
system. 

I shall  also  exclude  the  possibility  of  a 
ruptured  cusp  of  the  aortic  valve,  because 
there  was  no  history  of  trauma,  and  there 
was  history  of  audible  heart  murmurs  for 
at  least  three  years.  Patients  with  a rup- 
tured cusp  generally  do  not  live  for  three 
years. 

Let  us  consider  coronary  artery  disease. 
The  clinical  feature  which  draws  our  atten- 
tion in  this  direction  is,  as  I have  said,  the 
retrosternal  chest  pain.  It  may  have  been 
the  result  of  coronary  arteriosclerosis,  of 
altered  hemodynamics  in  aortic  insuffi- 
ciency, or  of  luetic  narrowing  of  coronary 
ostia.  In  the  presence  of  obvious  valvular 
disease,  it  is  not  possible  to  distinguish 
between  coronary  arteriosclerosis  and  the 
altered  hemodynamics  secondary  to  val- 
vular insufficiency.  Having  already  ex- 
cluded luetic  disease,  I shall  not  pursue  the 
point  further. 

There  is  no  evidence  of  primary  pulmo- 
nary disease  in  this  patient.  I shall  cate- 
gorically eliminate  all  primary  bronchial 
and  pulmonary  infections  and  their  seque- 
lae as  the  cause  for  this  man’s  heart  disease. 
However,  multiple  pulmonary  emboli  re- 
main a distinct  secondary  possibility.  The 
incidence  of  pulmonary  emboli  in  patients 
with  chronic  rheumatic  heart  disease  is 
high.  The  symptoms  can  be  highly  vari- 
able, ranging  from  the  totally  asympto- 
matic instance  to  the  full-blown  picture  of 
pleuritic  chest  pain,  shock,  and  acute  cor 
pulmonale.  This  patient  did  not  have  the 
sort  of  chest  pain  usually  associated  with 
pulmonary  infarction.  There  was  no  fever, 
hyperbilirubinemia,  or  evidence  of  acute 
right  heart  dilatation  or  failure.  The  pa- 
tient did  have  recurrent  hemoptysis;  in 
the  light  of  the  basic  valvular  defect  and 
fibrillation,  he  could  well  have  had  a mural 
thrombus  with  pulmonary  emboli  and  in- 
farction. However,  I do  not  believe  this 
caused  his  death. 

Let  us  now  turn  to  the  last  category  of 
lesions  to  be  considered,  that  is,  aneurysmal 
disease  of  the  aorta.  There  is  no  doubt 
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about  the  aneurysm;  the  x-ray  film  is 
very  convincing.  Questions  arise  as  to  its 
pathogenesis  and  whether  or  not  it  is  related 
to  the  valvular  disease.  Aneurysms  in  this 
particular  location  are  generally  thought  to 
be  luetic  in  origin.  However,  we  are  seeing 
a larger  number  of  arteriosclerotic  aneu- 
rysms in  the  aortic  arch  than  ever  before. 
In  the  absence  of  direct  or  indirect  evidence 
tor  lues,  I must  favor  an  arteriosclerotic 
etiology  or  possibly  a degenerative  process 
in  the  media.  Rupture  of  the  branches  of 
the  vasa  vasorum  may  cause  a tear  through 
the  intimal  surface  and  permit  subsequent 
dissection.  The  tear  commonly  occurs  a 
few  centimeters  above  the  aortic  valve. 
Such  a dissection  can  produce  coronary 
insufficiency  or  infarction  by  extending 
backward  along  the  root  of  the  aorta  and 
into  the  coronary  arteries,  producing  an 
intramural  hematoma  with  narrowing  of 
the  arterial  lumens. 

Such  a sequence  of  events  might  explain 
today’s  case. 

The  usual  clinical  picture  of  dissecting 
aortic  aneurysm  is  that  of  an  acute  catas- 
trophe, usually  leading  to  death  in  less  than 
forty-eight  hours.  In  today’s  patient  the 
clinical  course  was  longer  and  the  onset  a 
bit  more  insidious.  This  suggests  a smaller 
intimal  tear  and  a slower  rate  of  dissection. 

I shall  make  the  following  diagnoses: 
dissecting  aneurysm  of  the  ascending  aorta 
with  chronic  coronary  insufficiency  sec- 
ondary to  it,  mitral  and  aortic  valve  in- 
sufficiency secondary  to  old  rheumatic 
valvulitis,  and  multiple  small  pulmonary 
emboli. 

Benjamin  E.  Krentz,  M.D.:  In  other 

words,  you  are  making  a double  diagnosis, 
old  rheumatic  fever  and  a more  recently 
acquired  dissecting  aneurysm  of  the  aorta. 
I can  agree  with  the  first  one,  but  I do  think 
that  retrograde  dissection  of  an  aortic 
aneurysm  to  involve  the  coronary  arteries 
is  extremely  rare.  When  it  does  occur, 
death  is  usually  quite  rapid. 

Lawrence  R.  Tartow,  M.D.:  Despite 

the  negative  history  for  lues  or  treatment 
for  it,  is  it  not  possible  that  this  might  be  a 
so-called  “burnt-out”  case  of  syphilis  in- 
volving the  aorta  as  a late  manifestation? 

Dr.  Jones:  What  you  say  is  quite  true, 

but  I think  it  an  unlikely  possibility. 
Recent  statistics  from  the  Department  of 
Health  show  that  negative  serology  findings 


are  present  in  less  than  2 per  cent  of  the 
patients  with  luetic  aortitis. 

George  Lopez,  M.D.:  The  protocol 

states  that  the  patient  had  been  taking 
digoxin  and  chlorothiazide  for  some  time 
prior  to  admission.  The  electrocardiogram 
showed  evidence  of  auricular  fibrillation  and 
premature  ventricular  contractions.  The 
serum  potassium  was  normal.  Is  it  at  all 
possible  that  digitalis  intoxication  played  a 
role  in  the  clinical  course  and,  possibly,  in 
his  death? 

Dr.  Jones:  Any  patient  with  chronic 

heart  disease  who  is  in  severe  congestive 
heart  failure  and  is  receiving  digitalis  can 
very  well  have  digitalis  toxicity.  However, 
since  the  manifestations  you  mention  can 
be  part  and  parcel  of  his  basic  disease,  and 
particularly  since  he  showed  some  tem- 
porary improvement  when  digoxin  was  in- 
creased after  admission,  I cannot  make  a 
strong  case  for  digitalis  intoxication.  I 
think  the  doctors  treating  this  patient  felt 
that  on  admission  he  was  under-digitalized 
rather  than  over-digitalized. 

Clinical  diagnoses 

2.  Rheumatic  heart  disease  with  mitral 
and  aortic  insufficiency 

2.  Aneurysm  of  ascending  aorta 

3.  ( Diabetes  mellitus) 

Dr.  Jones'  diagnoses 

2.  Dissecting  aneurysm  of  the  ascending 
aorta 

2.  Chronic  coronary  insufficiency  second- 
ary to  aortic  dissection 

3.  Rheumatic  heart  disease  with  mitral 
and  aortic  insufficiency 

4.  Pulmonary  emboli , small 

5.  ( Diabetes  mellitus) 

Pathologic  report 

John  Kwittken,  M.D.:  At  necropsy, 

the  heart  proved  to  be  the  site  of  the  disease 
process  which  was  primarily  responsible  for 
the  patient’s  death.  The  heart  was  large 
and  weighed  800  Gm.  The  aortic  valve, 
although  of  normal  caliber,  displayed  prom- 
inent deformities  consisting  of  fibrous 
thickening,  rolling,  and  retraction  of  the 
free  borders  of  all  cusps  and  fibrocalcific 
fusion  of  the  right  and  left  coronary  cusps  at 
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FIGURE  2.  Photographs  showing:  (A)  Aortic  valve 
thickening,  rolling,  and  retraction  of  free  borders 
of  cusps  (small  arrows)  and  fusion  of  right  and  left 
coronary  cusps  at  commissure  (large  arrow).  The 
partially  stenotic  right  coronary  ostium  situated 
above  the  fenestrated  portion  of  cusp  is  seen  to 
the  right  of  small  vertical  arrow.  (B)  Dilated  and 
hypertrophied  left  ventricle,  normal  mitral  valve, 
endocardial  pocket  (white  arrow),  verrucous  endo- 
cardial plaque  in  left  atrium  (black  arrow),  and 
organizing  mural  thrombus  of  atrial  appendage 
(black  arrow).  (C)  Dilated  and  hypertrophied  right 
ventricle,  normal  tricuspid  valve,  and  organizing 
mural  thrombus  of  right  atrial  appendage  (black 
arrow). 


the  commissure  (Fig.  2A).  There  was 
fenestration  of  the  right  coronary  cusp  near 
the  nonfused  lateral  border.  Both  cor- 
onary artery  ostia  were  situated  above  the 
retracted  cusps  and  were  partially  narrowed 
by  fibrous  intimal  plaques.  The  left  ven- 
tricle was  considerably  dilated  and  hyper- 
trophied (Fig.  2B).  There  was  a verrucous 
plaque  of  endocardial  thickening,  1.5  by 
2.5  cm.,  in  the  left  atrium  just  above  the 
mitral  valve.  A small  pocket  of  endo- 
cardial thickening,  fibrosis,  and  opacifica- 
tion was  noted  on  the  septal  wall  of  the  left 
ventricle  near  the  apex.  An  organizing 
mural  thrombus  was  present  within  the  left 
atrial  appendage.  The  mitral,  pulmonic, 
and  tricuspid  valves  appeared  normal 
(Fig.  2C).  The  right  ventricle  was  mod- 
erately dilated  and  hypertrophied,  and 
there  was  an  organizing  mural  thrombus 
within  the  right  atrial  appendage.  The 


myocardium  appeared  unremarkable. 
There  was  widespread  patchy  fibrosis  and 
thickening  of  the  viseral  pericardium,  and 
no  pericardial  adhesions  were  present.  The 
coronary  arteries  were  widely  patent  and 
exhibited  only  mild,  patchy,  nonstenosing 
arteriosclerotic  changes. 

Located  immediately  above  the  right  and 
noncoronary  aortic  valve  cusps,  there  was 
a saccular  aneurysm  of  the  ascending 
aorta,  8.5  cm.  in  maximum  diameter  and  5 
cm.  deep,  with  a smooth-bordered,  wide 
mouth  6.5  cm.  in  diameter  (Fig.  3). 
Focally,  the  wall  of  the  aneurysm  was  ex- 
ceedingly thin,  0.1  cm.  The  sac  was  empty, 
and  the  lining  was  composed  of  numerous 
small,  focally  calcified  intimal  fibrous 
plaques  as  was  the  remainder  of  the  ascend- 
ing aorta.  At  the  right  upper  border  of 
the  aneurysm,  there  was  a relatively  large, 
elevated  calcified  intimal  plaque,  2 by  2 cm. 
The  remainder  of  the  aorta  was  unremark- 
able except  for  mild,  patchy  atherosclerosis 
within  the  abdominal  portion. 
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FIGURE  3.  Photograph  showing  saccular  aneu- 
rysm of  ascending  aorta,  focal  intimal  fibrocalcific 
plaques  of  aorta  with  large  one  at  right  upper 
border  of  aneurysm  (black  arrow),  fusion  of  com- 
missure as  seen  in  Figure  1 (white  arrow),  and 
partially  stenotic  left  coronary  ostium  (black 
arrow). 


Histologic  examination  of  the  free  border 
of  a deformed  aortic  valve  cusp,  the  ver- 
rucous endocardial  plaque  in  the  left 
atrium,  and  the  thickened  visceral  peri- 
cardium revealed  changes  characteristic  of 
chronic  rheumatic  carditis,  consisting  of 
varying  degrees  of  fibrosis,  hyalinization, 
and  mononuclear  cell  infiltrates  (Fig.  4). 
No  Aschoff’s  bodies  were  demonstrated, 
and  no  evidence  of  myocardial  involvement 
was  observed. 

Microscopic  examination  of  the  ascending 
aorta  and  aneurysm  disclosed  unexpected 
findings  (Fig.  5A).  These  consisted  of  (1) 
focal  fibrosis  and  thickening  of  the  intima 
and  adventitia;  (2)  thinning  of  the  media 
with  patchy  swelling,  fragmentation,  and 
disintegration  of  elastic  tissue  and  the  pro- 
duction of  cystic  spaces  containing  amor- 
phous mucinous  material;  and  (3)  marked 


luminal  narrowing  of  arterioles  and  small 
arteries  in  the  adventitia,  primarily  as  a 
result  of  medial  hypertrophy  with  or  with- 
out a lesser  degree  of  intimal  proliferation 
and  reduplication  of  the  internal  elastic 
lamina  (Fig.  5B,C).  Identical  changes 
were  observed  within  the  aneurysm  wall 
and  the  ascending  aorta  that  were  not 
involved  in  the  aneurysm  process.  Except 
for  rare,  small  lymphocytic  collections 
within  the  adventitia,  no  other  inflamma- 
tory cell  infiltrates  were  observed. 

The  liver,  spleen,  and  lungs  showed  evi- 
dence of  long-standing  passive  congestion. 
The  latter  were  moderately  edematous  and, 
in  addition,  contained  patches  of  organizing 
pneumonia.  Located  within  the  posterior 
basal  segment  of  the  lower  lobe  of  the  right 
lung,  two  separate  well-defined  nodules 
were  noted.  One  of  them,  3.5  cm.  in 
diameter,  proved  to  be  a healing  infarct, 
and  the  other  was  a chronic  lung  abscess 
(Fig.  6).  No  other  significant  abnormali- 
ties were  seen. 

The  changes  observed  within  the  heart 
are  characteristic  of  those  observed  with 
rheumatic  fever.1  An  unusual  and  rela- 
tively rare  finding  is  the  presence  of  aortic 
valve  disease  in  the  absence  of  other  valve 
involvements. 

In  most  instances,  cystic  medionecrosis 
of  the  aorta  probably  develops  as  a conse- 
quence of  ischemia  produced  by  obliterative 
changes  of  the  vasa  vasorum.2-3  A host  of 
etiologic  factors  may  produce  obliteration 
of  the  vessels.  Milder  degrees  of  such 
structural  changes  within  the  aortic  media 
have  been  observed  in  routine  autopsy 
material,  tending  to  be  somewhat  more 
frequent  and  severe  with  hypertension. 

Cystic  medionecrosis  of  the  aorta  is  the 
pathologic  defect  observed  with  the  cardio- 


FIGURE  4.  Sections  showing  characteristic  changes  of  rheumatic  carditis  involving  (A)  free  border 
of  deformed  aortic  cusp;  (B)  endocardium  of  left  atrium;  and  (C)  visceral  pericardium  (hematoxylin  and 
eosin  stain). 
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FIGURE  5.  Sections  of  aneurysmal  wall  showing: 
(A)  changes  characteristic  of  idiopathic  cystic 
medionecrosis;  (B)  marked  luminal  narrowing  of 
small  arteries  and  (C)  arterioles  in  adventitia 
(Verhoeff-Van  Gieson’s  stain). 


FIGURE  6.  Section  of  chronic  lung  abscess  show- 
ing thick  wall  composed  of  granulation  and  fibrous 
tissue  and  purulent  matter  within  the  lumen 
(hematoxylin  and  eosin  stain). 

vascular  complications  of  Marfan’s  syn- 
drome and  is  most  commonly  associated 
with  a saccular  or  dissecting  aneurysm  in 
the  disease.4  By  the  same  token,  in  almost 


all  cases  of  dissecting  aneurysm  of  the  aorta, 
similar  changes  are  observed  within  the 
aortic  media. 

Although  syphilitic,  rheumatic  rheuma- 
toid, tuberculous,  and  giant  cell  aortitis,  as 
well  as  arteriosclerosis  and  other  infectious 
processes,  should  be  considered  in  the  differ- 
ential diagnosis  as  etiologic  factors  in  the 
formation  of  the  aortic  aneurysm  in  the 
present  case,  the  gross  and  microscopic 
changes  described  do  not  support  them. 

The  primary  pathologic  process  respon- 
sible for  the  patient’s  death  was  the  rheu- 
matic disease  of  the  aortic  valve  with 
resultant  insufficiency  and  cardiac  failure. 
As  a consequence  of  this,  the  altered  hemo- 
dynamics was  responsible  not  only  for  the 
cardiac  hypertrophy  and  localized  pocket  of 
endocardial  thickening  in  the  left  ventricle 
but  also  was  an  added  factor  in  the  develop- 
ment of  the  aneurysm. 
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Anatomic  diagnoses 

1.  Chronic  rheumatic  aortic  valvulitis , 
pericarditis , and  endocarditis,  left  atrium 

2.  Saccular  aneurysm,  ascending  aorta, 
secondary  to  idiopathic  cystic  medionecrosis 

3.  Cardiac  hypertrophy  and  dilatation, 
both  ventricles 

4.  Organizing  mural  thrombi,  both  atrial 
appendages 

5.  Chronic  passive  congestion,  lungs,  liver, 
and  spleen 

6.  Organizing  pneumonia,  focal 

7.  Healing  pulmonary  infarct,  right  lower 
lobe 


8.  Chronic  lung  abscess,  right  lower  lobe 

9.  Acute  pulmonary  edema 

10.  (Congestive  heart  failure) 
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Cystic  degeneration  of  a hyalinized 
tumor  is  not  an  infrequent  complication  of 
uterine  leiomyoma.  The  clinical  picture  of 
this  complication  simulating  intrauterine 
gestation  or  an  ovarian  tumor  is  likewise 
well  known.1-2  Massive  bleeding  into  such 
a cystic  cavity  is  less  frequently  encoun- 
tered. A case  of  an  unusually  massive 
hemorrhage  from  a ruptured  vessel  into  a 
cystic  fibroid  is  presented. 

Case  report 

A fifty-four-year-old  gravida  3,  para  2, 
six  years  postmenopausal  patient  was  ad- 
mitted to  Metropolitan  Hospital  on  March 
12,  1964  because  of  abdominal  enlargement 
and  pain.  For  several  previous  weeks, 
the  patient  had  noticed  a continu- 
ous dull  ache  in  the  abdomen  which  was 
associated  with  progressive  weakness. 
During  the  same  period,  her  abdomen  had 
increased  in  size.  There  was  no  vaginal 
bleeding  or  discharge  and  no  abnormalities 
of  the  gastrointestinal  and  genitourinary 
systems.  One  and  a half  years  previous  to 
admission,  the  patient  was  told  she  had  a 


fibroid  of  the  uterus  approximately  eight 
weeks  in  size.  She  had  no  symptoms  at  the 
time.  The  remainder  of  a history  was  non- 
contributory. 

Physical  examination  on  admission  re- 
vealed a well-developed,  well-nourished 
Negro  female  in  no  distress.  Blood  pres- 
sure was  124/82,  pulse  100,  temperature 
98.6  F.  orally.  The  abdomen  was  dis- 
tended by  a mass  extending  from  the 
symphysis  pubis  to  the  xiphoid  process. 
The  mass  was  cystic,  smooth,  regular,  non- 
tender, and  immobile.  The  spleen  and 
liver  were  not  palpable,  and  there  were  no 
other  abdominal  masses.  Pelvic  examina- 
tion revealed  a narrow  introitus  and  atro- 
phic vagina.  The  cervix  was  small,  soft- 
ened, and  slightly  eroded.  There  was  no 
evidence  of  bleeding.  The  body  of  the 
uterus  could  not  be  outlined.  The  uterine 
cavity  sounded  to  four  and  a half  inches, 
and  there  was  no  bleeding  from  the  os  fol- 
lowing the  sounding.  The  large  cystic 
mass  palpated  abdominally  was  found  to 
arise  from  the  pelvis.  The  adnexa  were  not 
palpable.  The  rectovaginal  septum  and 
parametria  were  free.  Cervical  cytology 
examination  showed  significant  atypia  with 
class  2 changes. 

Laboratory  examination  showed  hemo- 
globin 11.6  Gm.  per  100  ml.,  hematocrit  36, 
white  blood  count  8,500  with  a shift  to  the 
left,  platelets  372,000,  sedimentation  rate 
89  mm.  per  hour,  blood  urea  nitrogen  16 
mg.  per  100  ml.,  and  fasting  blood  sugar  94 
mg.  per  100  ml.  The  urinalysis  showed 
negative  findings,  and  there  was  no  growth 
on  urine  culture.  The  prothrombin  time 
was  fifteen  seconds  with  a control  of  twelve 
seconds.  The  alkaline  phosphatase  was  9.7 
King-Armstrong  units,  acid  phosphatase  0 
King- Armstrong  units,  thymol  turbidity  1, 
cephalin  flocculation  0,  serum  glutamic 
oxaloacetic  transaminase  20  units,  bilirubin 
1 mg.  per  100  ml.,  total  protein  7.2  per  100 
ml.,  with  an  albumin-globulin  ratio  of 
3.7: 3.5,  calcium  9.7  mg.  per  100  ml.,  phos- 
phorous 3.8  mg.  per  100  ml.,  sodium  140  mg. 
per  100  ml.,  chloride  100  mg.  per  100  ml., 
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FIGURE  1.  (A)  Gross  section  of  cystic  cavity  after  evacuation  of  blood.  Arrow  indicates  point  of  rupture  in 
vessel  with  adherent  and  organized  clot.  (B)  Higher  magnification. 


potassium  3.5  mg.  per  100  ml.,  carbon  diox- 
ide combining  power  26  mEq.  per  liter,  and 
Wassermann  test  showed  negative  findings. 
The  electrocardiogram  was  within  normal 
limits. 

The  chest  x-ray  film  showed  negative 
findings.  A flat  plate  of  the  abdomen  re- 
vealed a large  homogeneous  globular  mass 
arising  out  of  the  pelvis.  There  were  no 
calcifications.  The  intravenous  pyelogram 
demonstrated  prompt  bilateral  renal  func- 
tion with  no  hydronephrosis,  hydro-ureter, 
or  deviation  of  the  ureter  by  the  mass. 
Gastrointestinal  series  and  barium  enema 
examination  showed  displacement  of  the 
stomach  and  the  bowel  by  the  mass  lying 
anteriorly.  Diverticula  in  the  sigmoid 
colon  without  inflammation  were  also 
demonstrated.  X-ray  films  of  the  skull, 
long  bones,  vertebra,  and  pelvis  showed 
negative  results  for  metastases.  A punch 
biopsy  of  the  cervix  revealed  chronic  cervi- 
citis. 

The  laparotomy  was  performed  on  the 
ninth  hospital  day.  On  entering  the 
abdominal  cavity,  200  cc.  of  serous  fluid 


were  noticed.  The  uterus  was  enlarged  to 
the  size  of  a thirty-six  weeks  gestation.  Its 
surface  was  smooth  with  a few  adhesions  to 
the  surrounding  small  bowel.  The  upper 
portion  of  the  enlarged  uterus  was  cystic  in 
consistency.  The  wall  of  the  tumor  was 
thin  and  discolored  blue.  There  were 
numerous  dilated  veins  over  the  surface  of 
the  tumor.  The  tubes,  ovaries,  and  the 
rest  of  the  abdominal  organs  were  normal. 
A total  abdominal  hysterectomy  and  bi- 
lateral salpingo -oophorectomy  were  per- 
formed. 


The  specimen  consisted  of  cervix, 
uterus,  tubes,  and  ovaries.  The  uterus 
measured  32  by  21  by  14  cm.  The  cystic 
portion  of  the  uterus  contained  1,500  cc.  of 
blood.  The  wall  of  the  cystic  cavity  meas- 
ured 0.3  cm.  At  the  superior  margin  of  the 
cavity,  a large  vessel,  8 cm.  long,  was  found 
crossing  the  inner  surface  of  the  cavity.  At 
the  right  border  of  the  vessel  where  it  in- 
serted into  the  cyst  wall,  there  was  a small 


Pathology 
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FIGURE  2.  High  magnification  of  microscopic  section 
hemosiderin  particles.  (B)  Lower  magnification. 


rupture  into  its  lumen.  Fresh  and  or- 
ganized clots  were  adherent  at  this  point 
thus  indicating  the  origin  of  the  massive 
bleeding.  There  were  several  intramural 
leiomyomas  in  the  remaining  portion  of  the 
uterine  body.  The  largest  leiomyoma 
measured  2 cm.  in  diameter  (Fig.  1). 

Microscopic  section  showed  the  wall  of 
the  cystic  cavity  to  be  composed  of  partly 
hyalinized  fibrous  connective  tissue. 
Heavy  deposits  of  hemosiderin  crystals 
were  present  under  the  surface  (Fig.  2). 
Pathologic  diagnosis  was  uterine  leio- 
myomas complicated  by  acute  subcapsular 
hemorrhage. 

Comment 

Hemorrhagic  complication  in  the  fibro- 
myoma  such  as  red  cell  degeneration  or 
bleeding  into  peritoneal  cavity  are  not  un- 


of wall  of  cystic  cavity  showing  massive  deposition  of 


common.  However,  no  case  of  a massive 
subcapsular  hemorrhage  in  the  tumor  as 
described  in  this  report  could  be  found  in 
the  literature  for  the  last  ten  years.  An 
unusual  feature  ot  this  case  was  also  a 
virtual  absence  of  clinical  manifestation  of 
anemia,  or  hypotension,  expected  to  re- 
sult from  severe  blood  loss,  and  no  sign  of 
peritoneal  irritation. 

Another  point  of  interest  is  that  while  in  a 
postmenopausal  woman  a sudden  increase 
in  size  of  the  fibroid  usually  indicates 
malignant  change,  in  our  case  the  under- 
lying cause  was  benign. 
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What  has  histologically  been  termed 
reticulohistiocytoma  occurs  as  both  a 
localized  cutaneous  lesion  and  a generalized 
form.  The  former  is  usually  a solitary 
skin  nodule  unrelated  to  systemic  manifes- 
tations, while  the  latter  is  a rare  disease  in- 
volving most  commonly  the  skin  and  joints 
and  is  also  known  as  lipoid  dermatoar- 
thritis.  Orkin  and  his  collaborators,1  who 
have  most  recently  reviewed  the  literature, 
found  22  examples  of  the  multicentric  type 
and  added  a twenty-third  case. 

Recently  we  studied  a patient  with  ex- 
tensive cutaneous  manifestations  of  retic- 
ulohistiocytoma who  developed  meta- 
static carcinoma  and  died  a year  after  the 
appearance  of  her  skin  lesions.  The  abso- 
lute rarity  of  lipoid  dermatoarthritis  and 
the  possibility  of  more  than  a chance  oc- 
currence of  an  associated  malignant  tumor 
have  prompted  this  report. 

Case  report 

A sixty-four-year-old  white  woman  was 
first  seen  on  July  21,  1962.  Three  months 
earlier,  she  had  developed  an  eruption  over 
the  dorsa  of  the  hands  with  subsequent  in- 


FIGURE  1.  (A)  Multiple  cutaneous  nodules  con- 
centrated over  joints  (Reprinted  from  Andrews,  G. 
C.,  and  Domonkos,  A.  N.:  Diseases  of  the  Skin, 
5th  ed.,  Philadelphia,  W.  B.  Saunders  Company, 
1963,  p.  346,  with  permission  of  the  authors  and 
publishers).  (B)  Grouped  lesions  in  region  of 
elbow;  papules  flatter  here  than  on  hands. 


volvement  of  the  upper  limbs,  neck,  ears, 
and  shoulders.  The  lesions  were  mod- 
erately pruritic,  and  the  itching  had  not 
been  relieved  by  the  use  of  topical  corti- 
costeroids. The  patient  had  otherwise 
been  in  good  health  except  for  some  stiffness 
and  discomfort  in  the  hips,  knees,  and 
fingers  of  two  years  duration.  There  was 
no  family  history  of  skin  disease  or  ar- 
thritis. 

On  examination,  the  eruption  was  found 
to  consist  of  grouped,  pinkish,  firm,  dome- 
shaped papules  measuring  1 to  5 mm.  in 
diameter.  On  the  hands,  the  lesions 
tended  to  concentrate  over  the  meta- 
carpophalangeal and  interphalangeal  joints 
(Fig.  1A).  Other  sites  of  involvement 
included  the  upper  extremities,  neck, 
shoulders,  ears,  nose,  and  the  eyebrow 
regions  (Fig.  IB).  No  deformity  or  limita- 
tion of  motion  of  the  joints  was  present. 

A biopsy  of  a lesion  on  the  left  forearm 
was  obtained.  The  tissue  was  fixed  in  10 


December  1, 1965  / New  York  State  Journal  of  Medicine  2941 


per  cent  aqueous  formalin,  processed  and 
paraffin-blocked  in  the  routine  manner, 
sectioned  at  6 microns,  and  stained  with 
hematoxylin  and  eosin  and  by  the  periodic 
acid-Schiff  (PAS)  method.  In  the  hem- 
atoxylin and  eosin-stained  sections,  the 
stratum  corneum  showed  slight  hyper- 
keratosis, and  the  stratum  malpighii  mild 
acanthosis  and  effacement  of  the  rete 
ridges.  The  upper  half  of  the  corium  was 
occupied  by  a granulomatous  reaction 
which  pressed  against  the  epidermis  in 
some  areas  and  was  separated  from  it  by  a 
thin  band  of  connective  tissue  in  others 
(Fig.  2A).  The  chief  cell  type  was  a giant 
cell  with  1 to  12  nuclei  arranged  hap- 
hazardly in  a pink-staining  cytoplasmic 
background  resembling  ground  glass  (Fig. 
2B).  Scattered  among  the  giant  cells  were 
smaller  cells  resembling  histiocytes.  A few 
perivascular  foci  of  lymphocytes  were 
present.  In  sections  pretreated  with  dia- 
stase and  stained  by  the  PAS  technic,  red 
positive-staining  material  in  a number  of 
the  giant  cells  was  seen.  The  diagnosis 
was  reticulohistiocytoma  of  skin. 

Radiographic  examination  of  the  hands 
and  wrists  revealed  a slight  generalized 
osteoporosis  of  the  phalanges,  metacarpals, 
and  the  carpal  bones.  In  addition,  mild 
osteoarthritic  changes  consisting  of  slight 
narrowing,  sclerosis,  and  spur  formation, 
were  demonstrable  at  the  distal  inter- 
phalangeal  joints. 

A complete  blood  count  and  urinalysis 
were  within  normal  limits.  The  serum 
protein-bound  iodine  was  3.4  micrograms 
per  100  ml.  (normal  4 to  8).  The  serum 
cholesterol  was  274  mg.  per  100  ml.  with 
73  per  cent  esters,  and  the  total  lipids  were 
1,495  mg.  per  100  ml.  (normal  750  to  1,250). 

Over  the  next  six  months,  although  some 
lesions  regressed,  others  increased  in  size 
and  new  ones  appeared.  No  improvement 
was  noted  with  intralesional  injection  of 
triamcinolone  acetonide  suspension.  Ther- 
apy with  L-triiodothyronine,  25  micro- 
grams daily,  was  discontinued  because  of 
resultant  nervousness  and  palpitations. 

In  January,  1963,  the  patient  was  hos- 
pitalized with  pyelitis,  at  which  time  a 
pelvic  mass,  thought  to  represent  uterine 
fibromyomata,  was  detected.  The  patient 
was  readmitted  to  the  hospital  in  March, 
1963,  with  a left  pleural  effusion,  hepato- 
splenomegaly,  and  radiographic  evidence  of 


FIGURE  2.  (A)  Dense  dermal  infiltrate  showing 
multinucleated  giant  cells  (hematoxylin  and  eosin 
stain).  (B)  Higher  magnification  of  Figure  2 A 
showing  cellular  detail  (hematoxylin  and  eosin 
stain  X 315). 
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generalized  osteoporosis  with  partial  col- 
lapse of  a lumbar  vertebra.  The  pelvic 
mass  had  increased  in  size,  and  it  was  felt 
that  there  was  an  ovarian  mass  present  in 
addition  to  the  suspected  fibromyomata. 
At  this  time,  the  following  laboratory  stud- 
ies were  all  within  normal  limits:  complete 

blood  count,  urinalysis,  fasting  blood  sugar, 
blood  urea  nitrogen,  total  serum  protein 
and  albumin- globulin  ratio,  total  bilirubin, 
cephalin  flocculation,  and  thymol  turbidity 
tests.  Serum  cholesterol  was  210  mg.  per 
100  ml.  No  microorganisms  could  be 
grown  from  urine,  pleural,  or  spinal  fluids. 
Examination  of  a cell  block  of  the  pleural 
fluid  showed  only  mesothelial  and  chronic 
inflammatory  cells.  Several  thoracenteses 
were  performed  and  produced  a diminution 
in  the  amount  of  pleural  effusion,  but 
ascites  also  developed. 

Following  a short  period  at  home,  the 
patient  was  rehospitalized  on  April  19, 
1963,  complaining  of  weight  loss,  abdomi- 
nal distention,  and  marked  weakness. 
Physical  examination  at  this  time  revealed 
blurring  of  the  optic  disks,  bilateral  pleural 
effusions,  ascites,  and  a ballotable  right 
lower  quadrant  mass.  There  was  a bean- 
sized cutaneous  nodule  in  the  chest  wall  at 
the  site  of  a previous  thoracentesis.  Para- 
centesis was  performed,  and  the  fluid  was 
found  to  contain  many  polymorphonuclear 
leukocytes,  mesothelial  cells,  and  multi- 
nucleated  giant  cells  as  well  as  some  signet- 
ring cells. 

A biopsy  was  obtained  of  the  mass  in  the 
chest  wall.  The  tissue  was  fixed  in  10  per 
cent  aqueous  formalin;  processed  and 
paraffin-blocked  in  the  routine  manner; 
sectioned  at  6 microns;  and  stained  with 
hematoxylin  and  eosin,  mucicarmine,  azure 
A,  Alcian  blue,  Laidlaw’s  reticulum  stain, 
and  a trichrome  stain.  In  the  hematoxylin 
and  eosin-stained  sections,  the  epidermis 
and  upper  corium  appeared  generally  un- 
remarkable. Within  the  deeper  cutis  were 
poorly  demarcated  collections  of  highly 
malignant  tumor  cells  (Fig.  3A).  Gigantic 
cells  with  bizarre  huge  and  multiple  nuclei 
were  seen  (Fig.  3B).  Abnormal  division 
figures  were  evident.  Although  in  many 
areas  the  cells  exhibited  an  epithelial  pat- 
tern, no  intercellular  bridges  or  obviously 
glandular  structures  were  noted.  The 
stroma  showed  fibroblastic  proliferation 
between  the  tumor  cells.  In  the  sections 


FIGURE  3.  (A)  Cutaneous  nodule  in  skin  of  chest- 
wall  at  thoracentesis  site  showing  monstrous  bizarre 
tumor  cells  (hematoxylin  and  eosin  stain).  (B) 
Higher  magnification  of  Figure  3 A showing  cellular 
detail  (hematoxylin  and  eosin  stain  X 315). 
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stained  with  mucicarmine,  Alcian  blue,  and 
azure  A,  small  quantities  of  metachromatic 
acid  mucopolysaccharides  were  seen  in  a 
minority  of  the  cells.  The  reticulum  and 
trichrome  stains  were  not  helpful  in  eluci- 
dating the  origin  of  the  tumor.  Although 
the  exact  nature  of  this  malignant  tumor 
was  not  clear,  it  was  felt  that  it  was  an 
anaplastic  carcinoma  rather  than  a sar- 
coma. 

The  patient  gradually  became  weaker 
and  by  May  4,  1963,  was  semicomatose. 
Two  days  later  she  developed  a flaccid  left 
hemiplegia  and,  shortly  thereafter,  died. 
No  autopsy  was  performed. 

Comment 

This  patient  exhibited  many  of  the  fea- 
tures of  generalized  reticulohistiocytoma 
which  have  been  reported  previously.  The 
disease  occurs  twice  as  frequently  in  females 
as  in  males  and  has  a peak  incidence  at  age 
forty.  The  form  and  structure  of  the  skin 
lesions  and  their  localization  is  quite  typi- 
cal. The  dorsa  of  the  hands,  forearms, 
scalp,  face,  and  trunk  are  the  usual  sites  of 
predilection. 

Although  the  diffuse  osteoporosis  present 
in  this  case  is  frequently  seen  in  association 
with  reticulohistiocytoma,  the  radiographic 
appearance  of  the  joints  was  more  consist- 
ent with  a hypertrophic  osteoarthritis. 
The  changes  usually  seen  in  conjunction 
with  reticulohistiocytoma  are  a widening  of 
the  articular  spaces  and  sharp  bone  edges 
as  a result  of  the  rapid  destruction  of  the 
joint  and  subarticular  bone.  Clinically, 
this  produces  shortening  of  the  fingers  with 
redundant  folds  of  skin,  the  so-called 
telescopic  or  opera-glass  hand.  This  pa- 
tient had  laboratory  evidence  of  mild  hypo- 
thyroidism and  this,  as  well  as  hyperthy- 
roidism, has  been  reported  in  a few  other 
cases.  However,  most  have  not  demon- 
strated any  endocrine  abnormality.  The 
liver  and  spleen  are  usually  uninvolved. 
The  hepatosplenomegaly  in  this  case  may 
have  been  the  result  of  metastatic  disease. 
Some  elevation  of  serum  cholesterol  and 
total  lipids  has  been  previously  found  in 
this  disorder.  It  is  felt  that  the  material 
present  in  the  giant  cells  is  a glycolipid 
(Lyell  and  Carr2  and  Albert  et  a/.3). 

The  types  of  malignant  tumors  asso- 
ciated with  generalized  reticulohistiocy- 


toma in  Albert’s  et  al.z  series  were  sarcoma 
of  the  axilla,  adenocarcinoma  of  the  stom- 
ach, and  bronchogenic  carcinoma.  Lyell 
and  Carr2  reported  a patient  with  the  dis- 
ease who  died  of  secondary  carcinoma  of  the 
colon  and  a second  with  malignant  disease 
in  the  bronchial  lymph  nodes,  no  primary 
tumor  being  found  in  this  case.  Since 
most  of  the  patients  reported  in  these  two 
series  are  the  same,  and  since  the  individual 
references  to  cases  are  not  given,  it  is  en- 
tirely possible  that  Albert’s  patient  with 
bronchogenic  carcinoma  and  Lyell  and 
Carr’s  with  cryptic  tumors  are  one  and  the 
same,  making  4 instead  of  5 patients  who 
died  of  cancer.  In  addition,  we  have  been 
informed  of  an  unreported  case  of  a patient 
with  carcinoma  of  the  breast.4  Radical 
mastectomy  was  performed,  and  six  years 
later  when  pulmonary  metastases  were 
found,  the  patient  underwent  bilateral 
adrenalectomy.  When  last  seen  six  years 
after  the  second  procedure,  she  was  well 
and  demonstrated  pronounced  clearing  of 
her  skin  lesions. 

Although  the  number  of  cases  involved 
is  too  small  to  draw  any  statistically  sig- 
nificant conclusions,  growths  have  been  the 
most  frequent  cause  of  death  in  patients 
with  giant  cell  reticulohistiocytoma,  and 
the  possibility  exists  that  the  relationship 
may  be  due  to  more  than  chance. 

Summary 

A sixty-four-year-old  white  woman,  with 
widespread  cutaneous  lesions  of  reticulo- 
histiocytoma, died  of  cancer  one  year  after 
the  onset  of  her  skin  disease.  The  primary 
site  of  the  tumor  was  not  determined. 
There  is  a high  incidence  of  cancer  in  pre- 
viously reported  patients  with  the  gen- 
eralized form  of  reticulohistiocytoma. 

Addendum 

Since  completing  this  paper,  we  have 
found  four  additional  reported  cases  of 
generalized  reticulohistiocytoma  not  in- 
cluded in  previous  reviews.5-7  In  one  of 
these,  the  patient  had  a coexistent  car- 
cinoma of  the  female  mammary  gland  with 
cutaneous  metastases.7  Including  the 
present  case  and  the  previously  unreported 
case  cited  here,  8 or  9 out  of  a total  of  29 
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patients  with  reticulohistiocytoma  have 
also  developed  malignant  growths. 

2 East  69th  Street 
New  York  City  10021 
(Dr.  Labow) 
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T HE  nature  of  the  life  cycle  of  Schisto- 
soma mansoni  which  eventuates  in  matura- 
tion of  the  larvae  to  adult  worms  in  the 
hepatic  lymphatic  and  vascular  channels, 
incriminates  the  liver  as  a site  of  involve- 
ment. The  deposited  ovum  secretes  an 
irritating  substance  which  acts  as  a nidus  for 
a granulomatous  type  of  inflammation  and 
eventually  extraparenchymal  fibrosis.1-3 
Paradoxically,  the  severity  of  the  process 
does  not  necessarily  relate  to  the  extent  of 
the  parasitic  infestation. 4 Portal  hyper- 
tension simulating  extrahepatic  portal  ob- 
struction may  occur,  although  the  mani- 
festations of  true  cirrhosis  as  a direct  result 
of  hepatic  schistosomiasis  are  disputed.5 
Therefore,  alteration  of  liver  function  and 
parenchymal  damage  may  be  related  to 
other  etiologic  factors,  that  is,  nutritional 
deficiencies  or  viral  hepatitis.6-7 

This  case  presentation  describes  hepatic 
schistosomiasis  complicating  portal  cir- 
rhosis in  a patient  with  a history  of  excessive 
alcohol  intake. 

Case  report 

A twenty-nine-year-old  Puerto  Rican 
male  was  admitted  to  Beekman-Downtown 


Hospital  in  April,  1961,  with  a chief  com- 
plaint of  jaundice  of  two  weeks  duration. 
The  patient  had  arrived  in  New  York  City 
in  1955,  apparently  in  good  health.  A 
history  of  jaundice,  accompanied  by  vomit- 
ing and  diarrhea,  was  first  recorded  in  1957. 
At  that  time  he  had  been  treated  in  an- 
other hospital;  there  is  a sparsity  of  in- 
formation concerning  laboratory  findings, 
therapy,  and  clinical  course. 

Following  his  discharge  he  returned  to 
Puerto  Rico,  where  he  admitted  to  bathing 
in  the  Omacao  River  (a  region  endemic  to 
S.  mansoni) . After  returning  to  the  United 
States  in  1958,  he  again  experienced  vomit- 
ing, diarrhea,  and  jaundice.  A diagnosis  of 
schistosomiasis  was  made.  He  was  given 
eight  injections  of  stibophen  (Fuadin). 
This  drug  was  discontinued  because  of 
persistent  albuminuria. 

During  the  following  three  years  the 
patient  indulged  in  excessive  alcohol  in- 
take, especially  red  wine  and  beer,  asso- 
ciated with  inadequate  food  intake. 

The  patient’s  admission  to  Beekman- 
Downtown  Hospital  in  1961  was  character- 
ized by  deep  jaundice,  fever,  and  diarrhea, 
accompanied  by  melena,  apathy,  drowsi- 
ness, and  finally  coma.  The  physical  exam- 
ination revealed  a poorly  nourished,  jaun- 
diced male.  Despite  depressed  reflexes, 
vital  signs  were  not  remarkable.  The 
abdomen  was  protuberant;  a fluid  wave 
and  shifting  dullness  were  elicited.  The 
liver  edge  was  palpable  to  the  level  of  the 
right  iliac  crest;  it  was  nontender.  Al- 
though the  spleen  was  not  initially  outlined, 
following  paracentesis  it  was  palpated  3 
fingerbreadths  below  the  left  costal  margin. 

The  significant  laboratory  findings  re- 
corded a hemoglobin  ranging  from  6.2 
to  9.5  Gm.  A white  cell  count  of  7,800 
rose  to  22,000  per  cubic  centimeter,  as- 
sociated with  a peripheral  smear  exhibit- 
ing anisocytosis  and  a moderate  number 
of  eosinophil  cells.  The  urine  was  pos- 
itive for  bile  salts.  Liver  function  studies 
revealed  a total  bilirubin  of  24  mg. 
per  100  ml.;  thymol  turbidity  7.8;  ceph- 
alin  flocculation  4 plus;  fasting  blood 
sugar  125  mg.  per  100  ml.;  alkaline  phos- 
phatase 7.7  Bodansky  units;  serum  glu- 
tamic oxalopyruvic  transaminase  148  units, 
which  gradually  rose  to  420  units;  the 
prothrombin  time  was  34  seconds  (control 
17  seconds);  the  total  protein  was  8.3 
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FIGURE  1.  (A)  Marked  fibrosis  of  portal  tract  containing  dilated  lymphatics  representing  focus  of  post- 
necrotic type  cirrhosis  (reticulum  stain).  (B)  Calcified  Schistosoma  mansoni  in  area  of  reparative  fibrosis. 
Note  absence  of  granulomatous  reaction  and  so-called  “pipestem”  cicatrix. 


Gm.  with  an  albumin- globulin  ratio  of 
3.5: 4.8.  Serum  protein  fractionation 
showed  a gamma  globulin  value  of  38  per 
cent.  Stool  examination  revealed  pre- 
dominantly S.  mansoni  eggs.  The  stool 
was  repeatedly  positive  for  occult  blood. 
The  electrocardiogram  showed  changes  con- 
sistent with  hypopotassemia.  An  esopha- 
gram  outlined  a mucous  pattern  diagnos- 
tic of  esophageal  varices  in  the  lower  part 
of  the  esophagus. 

The  hospital  course  was  characterized 
by  increased  nausea,  anorexia,  and  drowsi- 
ness. On  the  third  hospital  day,  a rectal 
biopsy  was  performed,  revealing  numerous 
schistosomal  ova  (over  640  eggs  counted). 
The  patient  bled  from  the  biopsy  site 
requiring  three  units  of  whole  blood  for 
homeostasis.  By  the  fifteenth  hospital 
day  the  ascites  had  increased  to  such  a 
degree  that  the  patient  exhibited  re- 
spiratory difficulty.  Abdominal  paracentesis 
was  performed,  and  1,500  ml.  of  straw- 
colored  fluid  were  removed.  Laboratory 
examination  revealed  170  white  blood  cells 
per  cubic  centimeter  and  a specific  gravity 
of  1.005.  No  malignant  cells  were  identified. 
Because  of  continuous  low-grade  tempera- 
ture and  drowsiness,  antibiotics  were  added 


to  the  therapeutic  regimen.  The  patient’s 
downhill  course  was  further  complicated 
by  repeated  rectal  bleeding  from  the  site 
of  the  biopsy.  This  area  was  cauterized, 
and  he  was  again  given  two  units  of  fresh 
blood.  Periodic  paracentesis  was  necessary 
because  of  increasing  respiratory  difficulties. 
During  the  last  three  days  of  illness,  he 
vomited  coffee- ground  material,  followed 
by  fresh  blood.  Despite  the  repeated 
blood  transfusions  and  the  introduction  of 
a Blakemore  tube,  the  patient  gradually 
became  comatose  and  expired  on  the 
twenty-eighth  hospital  day. 


The  patient  was  deeply  jaundiced  with 
scattered  petechial  hemorrhages  in  the 
skin.  The  abdomen  was  protuberant. 
Gross  examination  revealed  bilateral  pleural 
effusion  with  250  ml.  in  the  right  chest 
and  350  ml.  in  the  left.  The  abdominal 
cavity  contained  3,000  ml.  of  icteric 
tinged  fluid.  The  liver  was  enlarged, 
nodular,  of  a greenish-tan  color,  and 
weighed  2,900  Gm.  The  cut  surface  showed 
numerous  nodules  of  varying  size,  associated 
with  irregular  areas  of  fibrosis.  The  spleen 


Autopsy  findings 
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FIGURE  2.  Section  of  liver  exhibiting  prominent 
fatty  hepatocytes.  Arrows  indicate  Mallory  hya- 
line body.  Changes  are  evidence  of  preexisting 
portal  cirrhosis. 

weighed  380  Gm.  and  was  of  firm  con- 
sistency. Prominent  trabeculae  were  evi- 
dent on  cut  section.  The  kidneys  were 
enlarged:  The  right  weighed  280  Gm., 

the  left  330  Gm.  The  cortex  and  medulla 
exhibited  a yellowish  discoloration.  The 
entire  gastrointestinal  tract  contained  di- 
gested and  fresh  blood,  the  latter  most 
prominent  in  the  esophagus  and  the  stom- 
ach. Examination  of  the  lower  esophagus 
and  the  cardia  portion  of  the  stomach 
revealed  venous  varices. 

Microscopic  findings 

Liver.  The  usual  monotonous  lobular 
appearance  was  replaced  by  irregular 
nodular  forms  composed  of  regenerating 
hepatocytes.  The  internodular  zones  con- 
sisted of  varying  amounts  of  fibrous  tissue 
associated  with  proliferation  of  small  bile 
ducts  (Fig.  1A).  Moderate  numbers  of 
histiocytes,  plasma  cells,  and  lymphocytes 
were  noted.  Many  bile  ductules  and  cana- 
liculi  were  dilated  and  contained  bile  plugs. 
The  portal  triads,  per  se,  were  not  dis- 
cernible, and  the  regenerative  nodules 
lacked  central  veins.  So-called  sinusoidal 
varices  were  noted  in  the  stroma.  Many 


of  the  nodules  were  small  and  uniform  in 
appearance,  composed  of  hepatocytes  ex- 
hibiting fatty  changes  (Fig.  2).  Mallory 
hyaline  bodies  were  present  in  parenchymal 
cells.  Calcific  Schistosoma  were  identified 
in  the  internodular  stroma  (Fig.  IB). 
These  calcified  structures  were  fusiform  in 
appearance  and  contained  lateral  horny 
spines  (S.  mansoni).  Pseudotubercles  or 
dense,  collagenous  tissue  (pipestem)  about 
the  ova  were  not  evident. 

Spleen.  There  was  appreciable  cellular 
and  fibrillary  proliferation  with  inter- 
sinusoidal  fibrosis.  The  sinusoids  were 
prominent  and  apparently  increased  in 
number.  Numerous  entrapped  red  cells 
and  hemosiderin  pigment  were  noted  in  the 
fibrotic  areas. 

Kidney.  The  most  significant  finding 
was  the  identification  of  bile-stained  casts 
filling  the  collecting  tubules  and,  to  a lesser 
extent,  the  convoluted  tubules.  There  was 
moderate  tubular  epithelial  degeneration, 
associated  with  interstitial  edema.  The 
glomeruli  appeared  to  be  relatively  devoid 
of  red  cells. 

Comment 

In  1904,  Symmers8  first  reported  Schis- 
tosoma involvement  of  the  liver  that  pro- 
duced changes  which  he  termed  “pipe- 
stem”  cirrhosis.  Subsequent  communica- 
tions further  elaborated  on  the  pathogenesis 
of  the  morphologic  findings.13  The  forma- 
tion of  a pseudotubercle  incited  by  irritat- 
ing substances  secreted  by  the  ova  has  been 
well  established  in  human  beings  and  ex- 
perimental animals.4  9 The  inflammatory 
reaction  is  characterized  by  a polymorphic 
infiltrate  of  eosinophil,  epithelioid,  and 
giant  cells  about  the  necrotic  egg.  The 
chronicity  of  the  process  is  expressed  by  a 
dense  connective  tissue  proliferation,  re- 
placing the  pseudotubercle  and  ovum: 
the  so-called  “pipestem”  fibrosis.  Despite 
this  periportal  cicatrization,  the  incrimina- 
tion of  hepatic  schistosomiasis  as  an  etio- 
logic  agent  of  true  cirrhosis  has  not  been 
universally  accepted.  Some  investigators 
maintain  that  hepatic  failure  present  in 
livers  infested  with  parasites  is  usually 
found  in  those  patients  with  nutritional 
deficiencies.5*7  Aufses  et  al.10  described  the 
development  of  portal  hypertension  sec- 
ondary to  schistosomiasis  as  similar  to  that 
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of  extrahepatic  portal  vein  obstruction 
rather  than  intrasinusoidal  hypertension 
of  true  cirrhosis.  According  to  the  latter 
authors,  there  is  an  increased  intrasplenic 
pressure,  while  the  wedged,  hepatic  venous 
pressure  is  normal. 

The  failure  of  the  ova  to  elicit  a granu- 
lomatous reaction  or  characteristic  fibrotic 
response  was  an  unexpected  finding.  The 
speculation  that  the  liver  involvement  was 
a late  manifestation,  immediately  prior 
to  demise,  and  thus  precluding  a reactive 
organic  response,  does  not  seem  plausible 
in  the  light  of  the  case  history.  Further- 
more, it  seemed  unlikely  that  the  limited 
course  of  stibophen  therapy  had  any  ap- 
preciable effect  on  the  host  response. 
Cameron  and  Ganguly11  recently  demon- 
strated the  reversibility  of  schistosomal 
hepatic  fibrosis  in  experimental  animals 
treated  with  stibophen.  Such  a regression 
of  fibrosis  in  human  beings  treated  with 
this  drug  has  not  yet  been  documented. 
A similar  absence  of  typical  cellular  and 
fibrotic  response  to  schistosomal  ova  was 
also  recently  reported  by  Budzilovich, 
Most,  and  Feigin.12  It  is  possible  the  pre- 
existing cirrhosis  may  have  contributed  to 
an  altered  response  to  the  ova.  On  the 
other  hand,  the  ova  may  have  been  a factor 
in  altering  the  type  of  cirrhosis  induced  by 
nutritional  deficiency  and  alcoholic  intake. 

The  varied  histologic  changes  demon- 
strated in  the  liver  of  this  patient  at  autopsy 
reflect  the  complex  pathogenesis  and  clini- 
cal course.  The  cytologic  changes  and 
altered  architecture  are  characteristic  of  a 
transition  of  a portal  cirrhosis  into  a post- 
necrotic type,  fulfilling  the  criteria  set 
forth  by  Popper  and  his  group13  as  well  as 
Rubin,  Krus,  and  Popper.14  The  patient 
admitted  a three-year  history  of  excessive 
alcohol  intake  (it  was  most  likely  much 
longer).  This  abundant  ethanol  consump- 
tion together  with  the  poor  nutrition  was 
the  apparent  basis  for  the  portal  cirrhosis. 
The  clinical  course  reflected  the  severity 
of  the  condition  of  the  liver.  The  mani- 
festations of  portal  hypertension,  with 
rapidly  refilling  ascites,  were  accompanied 
by  laboratory  findings  of  diffuse  paren- 
chymal damage.  The  rising  serum  glu- 
tamic oxalopyruvic  transaminase  titer  in- 
dicated liver  cell  destruction.  This  pa- 
tient’s drowsiness,  apathy,  and  finally 
coma  were  expressions  of  the  functional 


collapse  of  his  liver.  These  findings  were 
in  contradistinction  to  the  usual  course  in 
liver  schistosomiasis.6  Garcia-Palmieri  and 
Marcial-Rojas15  correlated  clinical  and 
pathologic  manifestations  in  schisto- 
somiasis and  did  not  report  a single  case 
with  deep  jaundice  and  markedly  increased 
transaminase  values.  Recently,  Warren 
and  Reboucas16  reported  excellent  liver 
function  despite  the  presence  of  extensive 
portal-systemic  collateral  circulation  in 
patients  with  hepatic  schistosomiasis. 

Although  it  is  often  tempting  to  in- 
criminate a single  etiologic  agent  as  the 
“culprit”  producing  multisystemic  symp- 
toms, the  physician  must  be  aware  of  the 
pitfalls  which  this  assumption  may  take. 
Such  may  be  the  case  of  schistosomiasis. 
Those  patients  with  intestinal  involvement 
tend  to  have  a high  incidence  of  ova  de- 
posited in  the  liver.  Despite  the  marked 
fibrosis  which  may  result  from  hepatic 
schistosomal  infestation,  the  liver  function 
is  usually  not  appreciably  impaired.  He- 
patic coma  is  the  exception  rather  than  the 
rule.  The  hallmark  of  the  case  presented 
was  a long-standing  history  of  schistosomal 
diarrhea  complicated  by  esophageal  bleed- 
ing and  a decompensated  liver.  The 
severity  of  the  intestinal  parasitic  infesta- 
tion was  corroborated  by  the  numerous 
ova  identified  in  the  rectal  biopsy.  Despite 
these  findings,  we  were  cautious  in  implicat- 
ing the  schistosomiasis  as  directly  related 
to  the  impaired  liver  function.  The  his- 
tory of  alcoholic  intake  and  nutritional  de- 
ficiency was  a clue  to  the  development  of  a 
portal  cirrhosis.  Furthermore,  the  ex- 
tensive liver  damage  reflected  by  the  lab- 
oratory findings  suggested  that  the  portal 
hypertension  was  an  intrasinusoidal  type 
resulting  from  extensive  parenchymal  dam- 
age. We  surmised  from  our  findings,  in 
view  of  the  pathogenesis  of  hepatic  schisto- 
somiasis, that  the  infestation  of  the  in- 
testine was  a “red  herring”  as  regarded  the 
liver  failure.  Therefore  we  felt  justified 
in  treating  the  intestinal  symptoms  and 
the  hepatic  coma  as  separate  entities, 
despite  the  coexistence  of  schistosomal 
involvement  of  both  sites. 

Summary 

The  coexistence  of  a portal  cirrhosis 
exhibiting  transition  into  a postnecrotic 


December  1,  1965  / New  York  State  Journal  of  Medicine  2949 


type  and  complicated  by  Schistosoma  man- 
soni  infestation  is  presented  in  a case  re- 
port. There  was  an  unusual  pathologic 
response  to  the  ova,  showing  neither  a 
granulomatous  nor  a so-called  “pipestem” 
cicatricial  reaction.  The  relation  of  schis- 
tosomiasis to  the  preexisting  liver  condi- 
tion is  discussed.  The  presence  of  severe 
intestinal  schistosomal  infestation  should 
not  necessarily  incriminate  the  parasite 
(or  its  ova)  as  the  etiologic  agent  of  a cir- 
rhosis associated  with  liver  failure. 
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The  highest  accident  rate  in  the  United  States 
is  found  in  the  Western  states,  say  the  statisti- 
cians of  the  Metropolitan  Life  Insurance  Com- 
pany in  a recent  report. 

On  the  other  hand,  staid  New  Englanders  and 
dudes  from  the  Middle  Atlantic  area  record  the 
lowest  accident  death  rates  in  the  nation. 

The  death  rate  in  New  England  and  the 
Middle  Atlantic  States  was  about  43  per  100,- 
000,  nearly  one  fifth  below  the  national  average. 
Rhode  Island,  Connecticut,  and  New  Jersey 
made  the  best  records.  New  York,  with  a rate 
of  41.4  per  100,000,  was  next  in  order. 

The  Mountain  States  record  the  highest  rates, 
30  per  cent  above  the  country  as  a whole.  In 
three  of  these  states,  Wyoming,  Nevada,  and 
Idaho,  the  rates  were  80  or  more,  compared  with 
the  national  average  of  53.  In  each  of  the 
other  five  Mountain  States  death  rates  exceeded 
60  per  100,000  population. 
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Rates  above  60  were  also  recorded  in  six  of 
the  eight  South  Central  States  and  in  five  of  the 
seven  West  North  Central  States,  and  Hawaii 
registered  a rate  of  35.3  per  100,000. 

Motor  vehicles  were  the  major  cause  of  acci- 
dental death  in  most  states,  ranging  from  10.9 
per  100,000  in  Rhode  Island  to  39.7  in  Nevada. 
The  national  average  was  22.5. 

Falls,  which  account  for  nearly  20,000  deaths 
a year,  rank  second  as  a cause  of  death  in  all  but 
a few  states.  In  Massachusetts,  Rhode  Island, 
and  the  District  of  Columbia,  falls  are  the  lead- 
ing type  of  fatal  injury. 

Fire  and  explosions,  meanwhile,  generally 
record  their  highest  death  rates  in  the  South  and 
Southwest.  More  people  die  of  conflagration 
than  of  falls  in  South  Carolina,  Georgia,  Ala- 
bama, and  Mississippi;  the  same  is  true  in 
Alaska. 

The  loss  of  life  from  drowning  and  firearm 
accidents  show  a similar  geographic  distribution, 
highest  in  the  Mountain  and  Southern  areas  of 
the  country  and  the  lowest  in  the  New  England 
and  Middle  Atlantic  States. 
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One  of  the  chief  glories  of  the  Victoria 
and  Albert  Museum  in  London  is  the  set  of 
seven  cartoons  for  tapestries  by  Raphael. 
In  1515-1516  the  Medici  Pope,  Leo  X,  com- 
missioned Raphael  to  execute  a set  of  ten 
paintings  from  which  tapestries  were  to  be 
woven  to  hang  in  the  Sistine  Chapel,  dedi- 
cated by  Sixtus  IV  in  1483,  to  complete  its 
decor.  A full  set  of  these  tapestries  now 
hangs  in  the  Vatican.  At  some  time  be- 
tween 1516  and  1623,  when  Charles  I of 
England  (then  Prince  of  Wales)  had  the 
cartoons  sent  from  Genoa,  three  scenes  were 
unaccountably  lost.  The  remaining  seven 
cartoons  were  used  at  the  Mortlake  tapestry 
works  until  about  1700  when  production 
ceased,  then  installed  in  a gallery  at  Hamp- 
ton Court  designed  especially  for  them  by 
Sir  Christopher  Wren,  architect  to  William 
III.  After  sojourns  of  varying  lengths  in 
other  royal  establishments,  they  were 
finally  transferred  to  the  South  Kensington 
Museum  in  1865,  four  years  after  the  death 
of  the  Prince  Consort  who  had  hoped  to 
assemble,  if  possible,  all  of  Raphael’s  work 
existing  in  England.  By  permission  of 
successive  sovereigns  they  have  remained 
there  ever  since,  generally  considered  one  of 
the  most  important  examples  of  High 
Renaissance  art  extant. 

Originally,  such  cartoons  were  not  con- 


sidered to  have  intrinsic  value  as  works  of 
art;  when  used  for  tapestry  weaving,  they 
were  cut  into  long  panels  or  strips.  It  was 
not  until  William  III  had  them  pasted  up 
and  hung  in  Hampton  Court  that  Raphael’s 
handiwork  was  treated  as  a work  of  art  for 
its  own  sake. 

The  seven  cartoons  in  the  Victoria  and 
Albert  Museum  show  the  following  scenes: 
“Christ’s  Charge  to  Peter,”  “The  Miracu- 
lous Draught  of  Fishes,”  “The  Death  of 
Ananias,”  “The  Healing  of  the  Lame  Man,” 
“The  Blinding  of  Elymas,”  “The  Sacrifice 
at  Lystra,”  and  “St.  Paul  Preaching  at 
Athens.”  The  three  lost  cartoons  de- 
picted “The  Conversion  of  St.  Paul,”  “St. 
Paul  in  Prison,”  and  “The  Stoning  of  St. 
Stephen.”  Raphael  received  one  thousand 
ducats  for  his  work,  and  the  cost  of  weaving 
was  fifteen  thousand  ducats,  a high  price, 
even  for  a Medici. 

Sir  Richard  Blackmore  first  saw  these 
cartoons  when  he  was  treating  William  III 
at  Hampton  Court  for  asthma.  The  King 
preferred  to  spend  as  much  time  at  Hamp- 
ton Court  as  possible  because  the  air  there 
was  better  for  his  breathing  than  in  London. 
Blackmore  had  taken  his  B.A.  degree  in 
1674  and  his  M.A.  in  1676  at  Oxford  but 
had  traveled  to  Padua  for  his  medical 
degree  which  he  obtained  in  1684.  He  was 
a conservative  Whig  and  a pious  member 
of  the  established  church,  strongly  in 
favor  of  the  Glorious  Revolution  of  1688 
which  brought  William  III  and  Mary  II  to 
the  throne.  He  combined  a large  medical 
practice  in  London  with  an  active  career  as 
a poet  and  essayist.  In  1695  he  published 
Prince  Arthur,  an  Heroick  Poem.  In  Ten 
Books,  the  beginning  of  a vielschreiberei 
which  few  have  rivaled.  Almost  any  sub- 
ject that  came  to  his  attention  was  written 
up  as  poetry.  A considerable  proportion  of 
his  output  can  be  classed  as  religious  or 
philosophicoreligious  poetry,  such  as  Crea- 
tion, a Philosophical  Poem.  In  Seven  Books 
(1712),  and  Redemption:  A Divine  Poem. 
In  Six  Books.  The  three  first  demonstrating 
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the  Truth  of  the  Christian  Religion , The  last 
three  the  Deity  of  Christ.  To  which  is  added, 
A Hymn  to  Christ  the  Redeemer  (1722).  In 
1721  he  published  A New  Version  of  the 
Psalms  of  David,  Fitted  to  the  Tunes  used  in 
Churches  and  tried  to  persuade  the  bishops 
to  have  it  employed  officially,  which  they 
declined. 

Effect  of  Raphael  cartoons 

The  exposure  of  Blackmore  to  the  Raph- 
ael cartoons  led  to  the  composition  and 
publication  in  1703  of  A Hymn  to  the  Light 
of  the  World.  With  a Short  Description  of 
the  Cartoons  of  Raphael  Urbin,  in  the  Gallery 
at  Hampton  Court.1  Over  a decade  later, 
when  Blackmore  and  John  Hughes2  were 
editing  a triweekly  journal  titled  The  Lay- 
Monastery,  he  wrote  a two-part  essay,  “The 
Parallel  Between  Poetry  and  Painting,” 
returning  once  more  to  the  subject  of  the 
cartoons.  Although  there  is  an  element  of 
irony  in  the  fact  that  such  a staunch 
Protestant  litterateur  should  be  inspired  by 
the  visual  expression  of  the  apogee  in 
Roman  Catholic  art,  completed  only  one 
year  before  Martin  Luther  nailed  his  theses 
to  the  door  of  Wittenberg  Cathedral,  there 
is  also  an  unconscious  element  of  tribute  to 
Raphael’s  power  of  communication,  another 
instance  of  art  triumphing  over  sectarian 
prejudice. 

To  be  sure,  in  this  instance  part  of  the 
beauty  lay  in  the  mind  of  the  beholder. 
Blackmore  was  drawn  to  the  Raphael 
cartoons  more  for  their  didactic  value  than 
for  their  painterly  virtues,  in  The  Lay- 
Monastery  he  wrote: 

It  is  the  End  of  each  of  these  Species,  not 
only  to  move  the  Passions,  but  to  inspire 
generous  Sentiments,  and  convey  to  the  Mind 
Moral  and  Divine  Instruction.  Besides  the 
admirable  Pieces  of  Devotion  which  are  fre- 
quent in  foreign  countries,  who  can  view  in 
our  own  the  Cartones  of  Raphael,  and  see 
Ananias  struck  dead  in  an  Instant  by  the 
breath  of  an  Apostle,  and  not  receive  awful 
Impressions  of  Divine  Vengeance,  and  of 
Indignation  at  the  Guilt  of  Perjury?  ...  I 
shall  dismiss  this  Head,  when  I have  observ’d, 
that  notwithstanding  the  Painter  and  the 
Poet  have  many  peculiar  Advantages  to  make 
men  wiser  and  better,  by  conveying  excellent 
Sentiments,  and  exciting  generous  Passions; 
yet  the  Spectators  of  one,  and  the  Readers  of 
the  other  are  for  the  most  part  so  entirely 
taken  up  with  the  Art  and  Beauty  of  the 
Pieces,  that  they  seldom  attend  to  the  moral 


FIGURE  1.  “The  Death  of  Ananias."  Detail,  the 
dying  Ananias. 


Instruction,  whence  it  comes  to  pass,  that 
these  Masters  have  many  Admirers,  and  but 
few  Converts. 

It  is  comforting  to  learn  from  Black- 
more’s  pen  that  he  did  not  believe  that  faith 
was  subverted  by  a painting.  A reasonable 
corollary  might  be  that  morals  are  not  cor- 
rupted by  a book,  yet  men  of  Blackmore’s 
stamp  and  persuasion  had  no  qualms  about 
censorship  when  applied  to  printed  matter. 
“The  Light  of  the  World”  to  which  he 
wrote  his  hymn  did  not  cast  its  illumination 
evenly. 

Some  idea  of  Blackmore’s  rhetoric  as  well 
as  of  his  “reading”  of  the  paintings  can  be 
found  in  his  treatment  of  the  death  of 
Ananias  (Fig.  1): 

See  Ananias  there  resigns  his  breath, 

How  Raphael  lives  in  that  Immortal  Death! 
Down  the  Dissembler  fell  amidst  the  Crowd, 
As  struck  with  Lightning  from  an  opening 
Cloud,  . . . 

Mark  how  his  Eyes  resist  invading  Night, 
And  labour  to  detain  retreating  Light  . . . 

His  Mouth  still  seems  to  mutter  in  the  Dust 
Some  second  falsehood  to  excuse  the  first. 
See,  quiv’ring  Motions  in  his  Lips  appear; 

But  how  you  trust  those  lying  Lips  beware; 
For  by  the  Painter’s  Art  they  still  deceive, 
And  are  as  false  now  Dead,  as  when  Alive. 

Comment 

Despite  Blackmore’s  encomia,  despite  the 
universal  recognition  of  the  cartoons  as 
masterpieces,  they  remain  in  the  Victoria 
and  Albert  Museum  as  highly  prized  acqui- 
sitions, yet  exerting  no  appreciable  influence 
on  English  painting.  Indeed,  the  very 
notion  of  religious  painting  seems  to  be 
somewhat  un-English.  In  a nation  where 
church  architecture  attained  a distinctive 
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style  and  character  as  early  as  the  thir- 
teenth century,  there  has  been  no  corre- 
sponding effort  to  use  either  anecdotal  or 
religious  motifs  in  painting.  Whatever 
ecclesiastical  subjects  Holbein  and  Van 
Dyck  painted  were  done  on  the  continent 
before  they  were  imported  into  England. 
If  we  cast  a glance  at  the  famous  English 
painters  of  the  eighteenth  and  early  nine- 
teenth centuries — Hogarth,  Reynolds, 
Gainsborough,  Flaxman,  Constable,  and 
Turner — we  conjure  up  memories  of  only 
secular  subjects.  Despite  Sir  Joshua  Rey- 
nolds’ lip  service  to  the  masters  of  the  Ren- 
aissance in  his  Discourses  on  Art,  his  artistic 
ambience  is  as  far  from  Raphael’s  as 
Hogarth’s  “Gin  Lane”  is  from  the  “Via 
Dolorosa.”  Indeed,  Hogarth,  who  was  par 
excellence  a didactic  artist  with  either  a 
comment  on  or  a message  for  the  society  of 
his  time,  wrote  of  his  own  engravings  such 
as  “The  Rake’s  Progress”  and  “Marriage  a 
la  Mode”:  “I  purtest  I had  rather  in  my 
own  mind  be  the  author  of  these  . . . prints 
(to)  speak  as  a man  not  as  an  artist  than  of 
the  seven  Chatoons  at  ham  ton  courtt.”3 
One  cannot  visualize  an  “Adoration  of  the 
Shepherds”  in  one  of  Constable’s  atmos- 
pheric landscapes,  nor  could  Christ  have 
walked  on  Turner’s  water.  One  can  only 
imagine  how  Gainsborough  might  depict 
Calvary;  would  it  be  at  Tyburn  or  on  Con- 
stitution Hill?  Among  major  painters  only 
William  Blake  successfully  attempted  reli- 
gious subjects,  but  his  unique  and  fervent 
vision  was  not  part  of  the  main  stream  of 
English  art. 


Change  in 
nutritional  disease 

How  much  of  any  individual’s  present  nu- 
tritional status  is  created  by  heredity  and  by 
cultural  and  social  pressures?  J.  B.  Youmans, 
M.D.,  in  a recent  issue  of  the  Journal  of  the 
American  Medical  Association,  states  that  two 
changes  have  taken  place  in  the  field  of  nutrition 
in  the  United  States.  First,  fully  developed 
nutritional  diseases  are  rare  or  uncommon. 
Second,  the  appearance  of  new  disorders  has 
been  noted. 


It  is  not  unreasonable  to  generalize  that 
the  artistic  products  of  the  Italian  Renais- 
sance, however  much  admired,  could  not  be 
digested  and  assimilated  into  the  vital 
stream  of  English  arts  or  letters,  because 
they  stemmed  from  a culture  with  divergent 
aims  and  ideals.  Praised  and  admired  for 
the  wrong  reasons,  the  Raphael  cartoons 
proved  to  be  not  seminal.  They  hang  in 
South  Kensington  like  a foreign  body  in  a 
giant  cell. 

Contemporary  comments  on  the  Raphael 
cartoons  are  consonant  with  the  values 
which  our  own  generation  prizes,  a some- 
what different  set  of  values  from  that  of 
Blackmore’s  time.  Pope-Hennessy4  praises 
their  clarity  of  structure  and  strong  dra- 
matic emphasis: 

Like  some  inspired  theatrical  producer, 
Raphael  determines  the  relationship  of  each 
participant  to  the  event  portrayed.  At  its 
lowest  this  search  for  expressiveness  produces 
groups  of  figures  which  are  intensely  graphic 
and  ceaselessly  alive;  at  its  most  elevated  it  is 
responsible  . . . for  some  of  the  noblest 
figures  in  the  whole  of  Western  art. 
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The  four  features  that  primarily  constitute 
these  newly  emerging  diseases  are:  (1)  tradi- 

tional forms  of  nutritional  deficiency  diseases 
that  are  missed  because  of  unfamiliarity  and 
lack  of  experience  with  them,  (2)  metabolic 
disorders  that  are  primarily  associated  with 
new  nutrients  or  nutrients  not  understood  and 
newly  recognized  effects  of  nutrient  functions, 
(3)  nutritional  disease  of  genetic  origin  and 
nutritional  diseases  that  are  caused  by  another 
disease  but  can  be  manipulated  by  such  de- 
vices as  drugs  and  surgery,  and  (4)  diseases 
or  abnormalities  that  are  related  to  excess  or 
excessive  nutrition. 
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Special  Article 


Teaching  Speech  to 
Laryngectomees 

Facilities  and  Personnel 
in  New  York  State 


VIVIAN  Y.  MARGULIES 
Albany,  New  York 

Speech  and  Hearing  Consultant,  State 
of  New  York  Department  of  Health 


Recently  written  surveys  have  been 
sent  to  speech  and  hearing  clinics,  re- 
habilitation centers,  and  speech  therapists 
in  New  York  State  to  determine  facilities 
and  personnel  available  to  laryngectomees 
for  speech  therapy. 

Replies  were  received  from  30  out  of  33 
speech  clinics  and  rehabilitation  centers. 
Of  these,  15  indicated  that  they  teach 
speech  to  laryngectomees.  One  rehabilita- 
tion center  indicated  that  their  program 
was  primarily  geared  to  the  child  who  could 
not  receive  adequate  therapy  in  the  schools 
either  because  of  an  age  limitation  or  the 
nature  of  the  speech  disability. 

In  1964  the  American  Speech  and  Hear- 
ing Association  provided  the  American 
Cancer  Society  with  a list  of  persons  who 
hold  advanced  certification  in  the  Society 
and  who  will  accept  referrals  of  laryn- 
gectomees for  speech  services.  * 

All  of  these  37  people  listed  were  can- 
vassed as  to  whether  or  not  they  would 

* These  names  were  published  in  CA;  Cancer  Journal  for 
Clinicians  14:  168  (1964).  Reprints  are  available  from  the 
American  Speech  and  Hearing  Association,  1001  Connecti- 
cut Ave.,  N.W.,  Washington,  D.C.  20036,  or  through  the 
Interpational  Association  of  Laryngectomees,  219  East  42nd 
St.,  New  York,  N.Y.  10017 


accept  referrals  of  laryngectomees  for 
speech  rehabilitation.  Replies  were  re- 
ceived from  26  of  these  persons.!  Of  these, 
16  actually  do  engage  in  private  practice 
with  laryngectomees.  Eight  persons  in- 
dicated that  they  do  not  engage  in  private 
practice,  but  the  university  or  clinic  with 
which  they  are  affiliated  accepts  such  re- 
ferrals. 

Notwithstanding,  the  replies  we  did 
receive  were  informative  and  will  be  help- 
ful in  advising  interested  persons  as  to 
what  they  can  expect  to  pay  for  such  serv- 
ices rendered  privately  and  at  clinics.** 
The  range  of  fees  among  therapists  en- 
gaged in  private  practice  seems  to  extend 
between  $5.00  to  $10  for  thirty  or  forty- 
five  minute  sessions,  and  several  therapists 
charge  $15.  There  is  a great  range  of 
fees  charged  by  university  clinics,  hos- 
pitals, and  rehabilitation  centers,  but  in 
general  the  fees  of  university  clinics  are  the 
lowest  in  range. 

It  should  be  mentioned  that  many  other 
certified  members  of  the  American  Speech 
and  Hearing  Association  are  qualified  to 
carry  on  speech  training  with  laryngecto- 
mees. 

Members  who  held  advanced  certifica- 
tion in  speech  prior  to  1965  may  not  be 
capable  of  handling  this  type  of  therapy  if 
they  did  not  receive  training  in  the  par- 
ticular technics  of  speech  rehabilitation  for 
laryngectomees,  while  members  who  held 
the  basic  certificate  in  speech  prior  to  1965 
may  be  qualified  to  instruct  laryngectomees 
in  speech  because  they  have  received  in- 

t In  one  instance,  an  individual  who  was  listed  as  available 
for  referrals  of  laryngectomees  no  longer  engages  in  private 
practice.  One  individual  indicated  that  while  he  was  listed 
by  the  American  Speech  and  Hearing  Association  as  receiv- 
ing such  referrals,  he  actually  did  not  do  so  because  he  felt 
inadequate  and  that  he  would  be  very  interested  in  an  in- 
tensive workshop  seminar  on  speech  rehabilitation  of  the 
laryngectomized  if  it  were  held  within  New  York  State  or  in 
a neighboring  state  within  a reasonable  distance  from  New 
York  City. 

**  Perhaps  one  reason  why  only  23  out  of  37  persons  re- 
plied is  that  one  of  the  questions  asked  was  the  minimum  fee 
charged  for  this  service  per  session  or  per  half  hour.  Some 
therapists  may  have  felt  that  their  fees  ought  to  remain 
confidential. 
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struction  in  the  technics  of  speech  re- 
habilitation peculiar  to  laryngectomees. 

Furthermore,  the  International  Associa- 
tion of  Laryngectomees  has  published  a 
registry  of  laryngectomee  instructors  of 
postlaryngectomy  voice.  Five  instructors 
have  been  listed  for  New  York  State. 
This  publication  does  make  it  quite  clear 
that  many  laryngectomee  instructors  who 
are  quite  competent  are  not  included  in 
this  listing  because  they  had  not  submitted 
an  application  prior  to  this  publication. 

Jack  L.  Ranney,  Executive  Secretary 
of  the  International  Association  of  Laryn- 
gectomees in  New  York,  recommends  that 
all  laryngectomees  contact  their  local 
office  of  the  American  Cancer  Society,  Inc., 
to  receive  information  regarding  the  “Lost 
Chord  Clubs”  nearest  to  them.  These 
clubs  offer  a variety  of  services  to  the 
laryngectomee  regardless  of  whether  or  not 
he  has  mastered  the  technic  of  esophageal 
speech.  Some  clubs  offer  assistance  with 
such  speech  training  when  a qualified 
speech  teacher  is  not  available.  At  present 
such  clubs  exist  in  Buffalo,  Rochester, 
Syracuse,  Poughkeepsie,  and  New  York 
City  in  New  York  State.* 

According  to  Mary  Switzer,  Commis- 
sioner of  the  Vocational  Rehabilitation 
Administration,  Department  of  Health, 
Education,  and  Welfare,  who  spoke  at  the 
International  Association  of  Laryngecto- 
mees’ annual  meeting  banquet  in  New 
York  City,  August,  1964,  25,000  to  35,000 
laryngectomees  live  in  the  United  States 
and  each  year  2,000  to  3,000  persons  lose 
their  ability  to  talk  as  result  of  laryngec- 
tomy. 

About  40  per  cent  of  laryngectomees 
undergoing  speech  therapy  and  voice 
training  withdraw  before  they  learn  to 
talk  acceptably,  and  25  per  cent  do  not 
learn  esophageal  speech  at  all. 1 
Miss  Switzer  called  for  more  research 
into  the  psychological  approaches  of  speech 
rehabilitation  and  the  causes  for  patients 
not  following  through  the  services  that 
are  available  to  them. 

One  of  the  serious  difficulties  in  helping 
laryngectomees  has  been  the  shortage  of 
qualified  speech  therapists.  However,  this 
shortage,  it  is  hoped,  will  be  reduced 

* For  information  pertaining  to  the  organization  of  such 
a club,  contact  Mr.  Jack  Ranney  at  International  Associa- 
tion of  Laryngectomees,  219  Fast  42nd  Street,  New  York 
City,  10017. 


through  the  training  program  supported 
by  the  Vocational  Rehabilitation  Admin- 
istration. Mr.  Ranney  believes  that  the 
need  for  such  teachers  in  New  York  State 
is  still  great. 

While  this  list  of  persons,  speech  centers, 
and  hospitals  teaching  new  voice  to  laryn- 
gectomees may  not  be  complete,  it  is  all  the 
information  that  could  be  gathered  at  the 
present.  Information  on  this  subject  will 
be  gathered  frequently  and  an  attempt 
made  to  keep  this  list  up  to  date  from  year 
to  year. 

Speech  and  hearing  centers, 
hospitals,  and  rehabilitation  centers 

New  York  City 

Speech  and  Hearing  Center 
Lenox  Hill  Hospital 
100  East  77th  Street 
New  York  10021 
TR  9-8000,  Ext.  446 
Speech  and  Hearing  Center 
Teachers  College 
Columbia  University 
New  York  10027 
UN  5-6000 

Speech  Therapy  Department 
St.  Barnabas  Hospital 
183rd  St.  and  3rd  Ave. 

New  York 

CY  5-2000,  Ext.  375 

Speech  and  Hearing  Center 

The  New  York  Hospital — Cornell  Medical 

Center 

525  E.  68th  St. 

New  York,  N.Y.  10021 
Speech  Rehabilitation  Institute 
61  Irving  Place 
New  York,  N.Y. 

Bellevue  Hearing  and  Speech  Center 
Bellevue  Hospital 
1st  Ave.  and  27th  St. 

New  York,  N.Y. 

OR  9-5000 

The  Mount  Sinai  Hospital 
Department  of  Speech  and  Hearing 
5th  Ave.  and  100th  Street 
New  York,  N.Y.  TR  6-1000 
Veterans  Administration  Hospital 
1st  Ave.  at  24th  Street 
New  York,  N.Y.  MU  6-7500 
St.  Vincent’s  Hospital  and 
Medical  Center  of  New  York 
153  West  11th  Street 
New  York,  N.  Y.  10011 

Bronx,  New  York 

Bronx  Municipal  Hospital  Center 
Speech  and  Hearing  Department 
Pelham  Parkway  South 
Bronx,  New  York 
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Long  Island 

Suffolk  Rehabilitation  Center  for  the 
Physically  Handicapped 
159  Indian  Head  Road 
Commack,  Long  Island,  N.Y. 

Rockville  General  Hearing  and  Speech  Center 
165  N.  Village  Ave. 

Rockville  Centre,  N.Y. 

Adelphi  University 

Speech  Department 

Garden  City 

PL  7-2200,  Ext.  348 

Meadowbrook  Hospital 

Bethpage  Turnpike  and  Carman  Avenue 

Hempstead,  N.Y. 

IV9-4000 

Dutchess  County 
St.  Francis  Hospital 
Poughkeepsie,  N.Y. 

Orange  County 

Orange  County  Cerebral  Palsy  Treatment 
Center 

Fletcher  Street 
Goshen,  New  York 

Westchester  County 

Hudson  River  Speech  Center 
North  Tarry  town,  New  York 
ME  1-5100,  Ext.  292 

Albany  County 

Albany  Medical  Center  Hospital 
The  Conservation  of  Hearing  Center 
New  Scotland  Ave. 

Albany,  New  York 
462-7521 

Onondaga  County 
Syracuse  University 
805  South  Crouse  Ave. 

Syracuse,  13210 
GR  6-5571,  Ext.  2693 
Communication  Disorder  Unit 
612  Irving  Avenue 
Syracuse,  13210 
476-3181,  Ext.  65 

Oneida  County 

Hearing  and  Speech  Center 
Children’s  Hospital  Home 
Utica,  N.Y. 

Monroe  County 

Hearing  and  Speech  Center  of  Rochester,  Inc. 
500  Main  St.  West 
Rochester,  N.Y. 

Erie  County 

Speech  and  Hearing  Clinic 

State  University  of  New  York  at  Buffalo 

3435  Main  St. 

Buffalo  14 
831-2231 

Roswell  Park  Memorial  Institute 
666  Elm  St. 

Buffalo,  N.Y. 

Buffalo  Hearing  and  Speech  Center,  Inc. 

325  Summer  Street 
Buffalo,  N.Y.  14222 


Niagara  County 

Niagara  County  Hearing  and  Speech  Clinic 
Mount  View  Hospital 
Lockport,  N.Y. 

Chemung  County 
Elmira  College 
Speech  and  Hearing  Clinic 
Elmira,  N.Y. 

RE  4-8111,  Ext.  271 

Chautauqua  County 

State  University  College 
Fredonia,  N.Y. 

OS  9-1551 

Livingston  County 

State  University  of  New  York 

Geneseo 

300,  Ext.  211 


Private  speech  therapists 

New  York  City 
Jack  Bloom 
12  West  96th  St. 

New  York,  N.Y.  10025 
Gladis  S.  W.  Bobrick 
41  West  83rd  St. 

New  York  10024 

SU  7-1303 

Dorothy  Doob 

174  East  74th  St.,  Apt.  9E 

New  York  10021 

BU  8-3822 

Arnold  T.  Golub 

415  East  85th  St. 

New  York  10028 
RE  4-7493 
Herbert  N.  Klinger 
90-60  Union  Turnpike 
Glendale,  Queens,  N.Y.  11227 
Harold  M.  Scholl,  Ed.D. 

27  West  86th  Street 
New  York,  N.Y.  10024 
EN  2-2255 

Hannah  H.  Scholl,  Ph.D. 

27  West  86th  Street 
New  York,  N.Y.  10024 
EN  2-2255 

Albany 

Paul  G.  Boomsliter 
8 Lawnridge  Ave. 

Albany  8 
IV  9-0729 

Syracuse 

Janina  K.  Casper 
825  Ostrom  Ave. 

Syracuse,  N.Y.  13210 
E.  Harris  Nober 
122  Claire  Road 
Syracuse 
446-8115 

Rochester 

Gladys  R.  Jann 
27  Briarwood  Drive 
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Rochester 
CO  6-4580 

Laryngectomee  instructors2  of 
postlaryngectomy  voice 

New  York  City 
John  McClear2 
61  Irving  Place 
Salvatore  Aloisi2 
4305  Furman  Ave. 

Mount  Vernon 
S.  Montana2 
262  E.  Prospect  Ave. 

Mount  Vernon,  N.Y. 

Oyster  Bay 
E.  Sweeney2 
74  Hill  Drive 

Oyster  Bay,  Long  Island,  N.Y. 


Use  of  tetracycline  in 
Legg-Calvg-Perthes  syndrome 


A double-blind  study  involving  54  children 
with  Legg-Calve-Perthes  disease,  reported  in  a 
recent  issue  of  Clinical  Orthopaedics  by  Charles 
W.  Goff,  M.D.,  indicated  that  when,  in  addition 
to  a standard  regimen  of  rest,  exercise,  and 
diet,  50  mg.  of  tetracycline  is  given  daily,  a 
superior  and  earlier  end  result  might  be  ex- 
pected. In  this  study,  the  tetracycline-treated 
children  showed  a more  rapid  reossification  and 
restoration  of  the  bony  parts  of  the  upper  femur 
and  acetabulum  with  quicker  and  better  results 
at  a significance  level  of  92  per  cent  for  the 
children  and  97  per  cent  for  the  individual  hips. 
Growth  in  stature  was  favorably  influenced  at  a 
significance  level  of  76  per  cent,  and  bone 
maturation  was  favorable  at  a significance  level 
of  74  per  cent.  The  general  health  of  the 
treated  group,  as  shown  by  reduction  of  in- 
current and  common  childhood  disorders,  was 
striking,  expressed  at  the  99.99  per  cent  level. 
Also,  hospitalization  was  15  per  cent  shorter, 
there  was  21  per  cent  less  recumbency,  and 
25  per  cent  less  crutch-walking  time.  This 
predictability,  however,  is  statistical;  indi- 
vidually, children  have  such  a variety  of  growth 
patterns  and  reactions  to  treatment,  that  com- 
plete understanding  is  not  possible.  There 
were  no  complications  or  detrimental  side- 


Rochester 

R.  T.  Christie2 
165  Croydon  Road 
Rochester,  N.Y. 

Albany 

George  Casey 
Lost  Chord  Club 
Albany  Medical  Center  Hospital 
The  Conservation  of  Hearing  Center 
New  Scotland  Ave. 

Albany,  New  York 
462-7521 
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effects  noted  during  or  after  the  time  of  tetra- 
cycline administration. 

The  54  children  were  new  first-admission 
patients.  They  were  paired  at  random  with 
one  group  given  tetracycline  and  the  other 
a placebo.  Otherwise,  all  were  treated  in  a 
uniform  manner  at  the  same  hospital  or  at 
home.  Identical  capsules  containing  tetracy- 
cline plus  multiple  vitamins  and  minerals  were 
given  the  treated  group;  the  controls  were 
given  the  same  capsules  without  the  tetracy- 
cline. Only  one  nursing  attendant  knew  which 
contained  the  active  drug  and  which  did  not. 
Except  for  this,  all  children  were  on  a uniform 
schedule:  total  recumbency  in  an  iron  abduc- 

tion frame  during  the  early  part  of  the  de- 
generative stage  with  daily  nonweight-bearing 
exercises.  This  was  followed  by  crutch-walking 
with  or  without  sling  until  the  x-ray  film  pat- 
tern of  the  upper  femur  was  judged  suitable  for 
full  weight  bearing.  This  judgment  was  made 
by  individual  medical  supervisors,  and  the 
varying  concepts  of  readiness  represents  one  of 
the  improbables  in  studies  of  this  type.  How- 
ever, when  a number  of  opinions  are  involved, 
they  tend  to  offset  each  other.  All  children 
were  followed  for  thirty  months  or  longer.  The 
period  of  tetracycline  administration  was 
eighteen  months.  Progressive  reosteogenesis 
was  rated  every  three  months. 

An  end  result  pattern  was  easily  predictable 
at  the  end  of  eighteen  months  or  earlier,  al- 
though some  children  were  followed  up  to 
seventy-four  months. 
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'Twas  the  Day  After  Christmas,  and 


The  up  and  down  teeter-board  phenomenon 
marked  by  a decline  of  activity  in  one  phase  of 
trade  compensated  by  a corresponding  increase 
in  some  other  is  never  demonstrated  so  beauti- 
fully as  on  December  26  when  the  oppressive 
calm  of  the  day-after-Christmas  doldrums  de- 
scends on  retail  store,  tree  salesman,  and  city 
traffic,  with  frenetic  activity  imposed  on  the 
exchange  desk  attendant,  the  trash  collector, 
the  pediatrician,  and  Special  Agent  BC  12-25 
AD. 

His  small  but  perfectly  appointed  private 
cubicle  attested  to  his  importance  in  the  echelon 
of  private  operatives;  his  littered  desk  indicated 
the  load  of  work  demanding  attention;  his 
scarcely  audible  grumbling  monologue  about 
paper  work  and  bureaucrats  suggested  the  work 
remaining  was  preparation  of  his  final  report; 
the  disconsolate  eyes  and  the  pucker  of  worry 
festooning  his  forehead  were  mute  testimony 
that  the  report  would  be  one  of  failure,  and  his 
drooping  shoulders  and  facial  fatigue  were 
graphic  evidence  of  an  arduous  experience. 

With  a self-absolving  shrug,  he  withdrew 
from  a secret  compartment  a small  diary,  riffling 
the  pages  and  reading  previous  entries  before 
purposively  placing  it  on  the  desk.  Selecting  a 
pen  and  dipping  it  in  the  jewel-encrusted  well 
gracing  his  desk,  he  wrote  slowly  in  glistening 
gold  ink: 

Failure  is  never  easy  even  if  it  is  expected 
and  is  experienced  while  performing  one’s 
duty  and  under  orders.  It  is  always  embar- 
rassing to  report  even  within  the  soothing 
environment  of  ethereal  serenity.  When 
these  reports  of  failure  are  repeated  year 
after  year  with  unfailing  regularity,  it  is  a try- 
ing and  galling  experience  sufficient  to  sear 
even  an  immortal  soul.  Again,  this  year, 
I must  report  failure;  and  this  was  the  year 
I was  so  hopeful;  it  seemed  success  was  not 
only  possible  but  probable,  in  fact  assured; 
I had  found  the  perfect  subject  and  the  ideal 
environmental  situation;  but,  alas,  as  one  of 
their  own  described  their  porcine  dependents: 
“Humans  is  humans.” 

With  a rueful  sigh,  he  returned  the  diary  to 
its  compartment,  extracted  from  a desk  drawer 
a cerulean  blue  file  cover,  and  rapidly  filled 
in  the  required  identification  information, 
indicating  this  was  the  final  report  of  Mission 
1964,  from  Agent  BC  12-25  AD  to  #1,  submitted 
on  December  26,  1964.  This  completed,  he 
quickly  and  automatically  filed  all  preliminary 
data  in  chronologic  order  and  then  began  to 


study  a copy  of  his  summary  of  the  plan  of  ex- 
ecution, during  which  procedure  he  lost  his 
air  of  detached  indifference,  unconsciously 
shaking  his  head  in  ruminative  bewilderment 
as  if  in  seeming  disbelief  that  such  a perfect  plan 
could  go  awry.  You  are  privileged  through  the 
medium  of  artistic  license  to  read  this  docu- 
ment. 

INTEROFFICE  MEMORANDUM 

From:  Special  Agent  BC  12-25  AD 
To:  §1 

Report:  This  is  the  final  outline  of  the 

proposed  plan  for  execution  of  Annual  Mission 
1964  based  on  information  furnished  from 
Central  Records  and  the  reports  of  regular 
operatives  in  the  field. 

Subject  (passive):  Mary  X.,  young  matron, 
resident  of  an  enclaved  neighborhood  com- 
munity of  a large  metropolitan  city,  some- 
where on  Earth.  She  is  married  to  an  older 
man  of  the  same  background.  He  is  an  em- 
ployed artisan  (carpenter)  of  good  reputation 
and  generally  popular.  She  is  with  child  and 
her  expected  confinement  date  is  at  the  end  of 
the  year. 

Subject  (active):  Ernest  Y.,  an  adult 

bachelor,  age  thirty-four,  with  a minimal 
degree  of  formal  education.  Employed  most 
of  his  active  adult  life  as  a taxicab  driver,  he 
has  resided  for  the  past  ten  years  in  the  same 
neighborhood  as  our  other  subject  and  has 
made  this  area  not  only  the  central  focus  of 
his  hours  of  leisure  but  also  of  occupational 
hours  as  well.  By  evincing  sincere  and 
friendly  interest  in  neighborhood  people  and 
serious  concern  for  their  problems,  coupled 
with  an  ever-ready  willingness  to  help  without 
regard  to  the  usual  accepted  limits  expected 
from  a cab  driver,  plus  a determined  granting 
of  priority  to  calls  for  service  from  the  neigh- 
borhood, he  soon  broke  down  the  barriers  of 
reserve  inherent  to  this  community  and  found 
ready  acceptance.  His  cooperative  efforts 
to  comply  with  ordinary  and  extraordinary 
requests  were  uncomplaining,  whether  it 
was  running  an  errand  for  some  harried  store- 
keeper or  doing  the  marketing  for  an  ill 
or  busy  housewife.  He  waited  patiently 
for  the  unpredictable  time  when  he  could 
ferry  an  about-to-be  mother  solicitously 
to  the  hospital  of  her  accouchement,  and  his 
pride  in  presiding  over  her  return  home  with 
the  new  arrival  cradled  in  her  arms,  a journey 
often  interrupted  by  the  need  to  display  the 
newcomer  to  interested  onlookers  along  the 
neighborhood  streets,  had  endeared  him  to 
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one  and  all  and  established  his  position  in  the 
community. 

Known  to  everyone,  he  was  affectionately 
called  by  his  first  name  and  became  a neigh- 
borhood landmark,  as  respected,  as  much 
used,  and  as  secure  as  was  the  small  corner 
cafe  where  he  established  unofficial  head- 
quarters. Here,  ensconced  at  a table  re- 
served for  his  use  by  common  assent,  he 
could  be  found  during  duty  or  off-duty  hours; 
and  if  he  was  on  a call,  a message  could  be 
left  for  him,  or  telephone  messages  were 
cheerfully  taken  and  transmitted.  Here, 
he  could  be  heard  at  almost  any  hour  dis- 
cussing the  two  chief  interests  that  ruled  his 
life:  one,  an  absorbing  interest  in  professional 
football,  and  two,  his  ambition  to  purchase 
his  own  taxicab  which  would  be  the  first  of 
a great  fleet,  to  be  known  as  “Universal 
Cabs”  and  devoted  to  his  personal  ideals 
of  what  service  really  means.  This  dream 
of  his  was  known  to  everyone,  but  all  realized 
it  was  an  impossible  fantasy,  one  never  to 
be  realized  unless  he  got  a lucky  break  on  the 
football  pool  he  so  religiously  played  every 
week;  on  each  such  occasion  his  selection  card 
went  to  the  runner  accompanied  by  the  good 
wishes  and  fervent  prayers  of  most  of  his 
neighbors. 

Plan  Specifics  and  Requests  For  Aid: 
This  is  an  annual  mission;  the  objective  is 
unchanged,  and  the  preceding  summary  of 
subjects  make  the  plan  of  execution  clear. 
We  appeal  for  the  usually  granted  cooperation 
of  all  elements,  but  request  authority  to  make 
a specific  and  definite  demand  on  the  Director 
of  Programmed  Scheduling  of  Replacements 
of  the  Bureau  of  Vital  Personnel.  We  also 
request  that  the  Department  of  Individual 
Guardianship  be  instructed  to  place  under  my 
direct  orders  on  December  12,  1964,  between 
the  hours  of  1:00  to  6 : 00  p.m.  Eastern 
Standard  Time,  the  individual  operatives 
acting  as  personal  guardians  to  the  following — • 
Y.  A.  Tittle,  Gary  Wood,  Del  Shofner,  Frank 
Ryan,  and  Jimmy  Brown  and  that  the  De- 
partment of  Communications  provide  me  with 
an  instantaneous  clear  channel  system  of  com- 
munication; and  the  same  request  for 
December  13  between  the  hours  of  12  noon 
and  midnight,  with  guardians  of  the  following 
placed  under  my  authority — Norman  Sneed, 
Ollie  Matson,  Charley  Johnson,  Sonny  Jor- 
gensen, Johnny  Unitas,  and  others  listed  on 
the  supplemental  list. 

Slowly  almost  reluctantly  Agent  BC  12-25 
AD  filed  the  prospectus  of  the  perfect  plan 
within  the  blue  covers  and  then  appeared  lost 
in  pensive  reflection  until  the  sound  of  a heav- 
enly choir  intoning  the  hour  and  the  “all’s  well” 
roused  him  to  seize  his  pen  and  complete  his 
final  report. 

It  is  my  unhappy  duty  for  the  1964th 
successive  time  to  report  failure  of  my  annual 
mission  despite  the  fact  our  plan  was  carried 
out  in  every  detail  and  we  enjoyed  the  fullest 
cooperation  from  other  departments.  Per- 


haps the  following  quotes  of  news  items  from 
the  World  Wide  Press  provide  the  most 
succinct  and  comprehensive  report  of  the 
^venture  and  its  outcome. 

WPB  (December  14):  Just  as  Wall  Street 
remembers  Black  Friday  and  each  one  of  us 
our  own  Blue  Monday,  the  past  weekend  will 
be  inscribed  in  the  history  of  sport  as  the  one 
the  N.F.L.  went  queer.  If  there  are  any 
who  interpret  the  foregoing  as  an  intimation 
of  something  “shady,”  then  forget  it.  No 
fixer  would  be  so  naive  as  to  manipulate  a 
thrown  game  in  so  obvious  and  crude  a 
fashion.  It  all  started  on  Saturday  and,  of 
all  places,  in  Yankee  Stadium,  a structure 
designed,  built,  and  operated  on  the  principle 
of  “it  pays  to  play  the  percentage.”  Yet 
here,  when  the  two-minute  warning  was  given 
in  the  last  quarter,  with  the  Eastern  Cham- 
pionship all  but  assured  for  the  Browns — who 
were  leading  10  to  9,  had  possession  of  the 
ball  on  first  down,  and  had  only  to  run  out 
the  clock — Ryan,  for  some  reason  not  under- 
stood by  anybody  in  the  park,  including 
himself,  decided  to  kick  on  first  down.  The 
pass  from  center  was  high,  sailing  over  his 
head,  and  although  he  succeeded  in  his  frantic 
chase  after  the  ball,  he  was  tackled  in  his 
own  end  zone  for  a safety,  making  the  score 
11  to  10  in  favor  of  the  Giants;  and  thus  the 
game  ended. 

But  this  was  only  the  start  of  the  most 
peculiar  weekend  since  the  one  that  was  lost, 
for  on  Sunday,  Jorgensen  threw  seven  touch- 
down passes  as  the  Redskins  trampled  the 
Colts  49  to  0;  and  the  Eagles,  two  touch- 
downs down  with  one  and  a half  minutes  to 
go,  scored  two  fast  scores  and  missed  a point 
after  that  to  tie  the  Cardinals  27  to  27. 
But  why  go  on;  it  was  a weekend  when  not 
the  improbable  but  the  inconceivable  became 
matter  of  fact. 

WPB  (December  26):  The  “Midwife  in 

Blue,”  known  officially  as  Sergeant  Smith, 
Badge  1313,  competently  and  successfully 
presided  over  his  personally  supervised 
fifteenth  contribution  to  the  population  ex- 
plosion when,  on  Christmas  morning  at  3:15 
a.m.  in  a small  garage  located  in  this  city’s 
nineteenth  ward,  he  delivered  a bouncing 
healthy  boy  to  one  Mrs.  Mary  X.  The  proud 
father,  an  employed  carpenter,  gave  the  fol- 
lowing details. 

The  necessary  arrangements  had  been  made 
by  their  physician  with  the  Bethel  Hospital, 
and  they  had  previously  contracted  with  a 
local  taxi  driver,  Ernest  Y.,  to  provide  trans- 
portation when  the  occasion  demanded. 
Ernest,  it  will  be  remembered,  received  con- 
siderable publicity  when  he  was  the  only 
player  to  pick  all  the  winners  in  the  N.F.L. 
on  the  recent  weekend  of  upsets  and  used  his 
winnings  to  purchase  his  own  taxicab.  How- 
ever Ernest  refused  to  honor  his  commitment 
when  contacted,  suggesting  that  the  father 
call  an  ambulance  since  he  did  not  intend  to 
use  his  new  cab  to  carry  maternity  patients 
because  of  the  frequency  of  untoward  acci- 
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dents.  Mr.  X.  was  unable  to  engage  another 
taxi  and  with  his  wife  waiting  at  the  curb,  he 
finally  called  the  police  and  an  ambulance. 
The  sergeant  arrived  before  the  ambulance  and 
with  his  experienced  eye  realized  the  situation 
required  immediate  action;  commandeering 
a nearby  garage  he  did  the  necessary,  thus 
making  his  score  15,  with  nary  a mother  or 
child  lost. 

Remarks:  There  is  little  to  add  to  the 

explanatory  notes  except  the  banal  and  trite 
yet  poignant  conclusion  that  once  again 


How  do  you  treat 
your  impetigos? 


Although  systemic  antibiotic  therapy  ap- 
parently is  a popular  form  of  impetigo  manage- 
ment, the  histopathology  of  these  infections 
offers  a sound  rationale  for  this  form  of  treat- 
ment. A study  of  the  histologic  reaction  in 
impetigo  shows  the  vesicle  to  be  subcorneal, 
high  up  in  an  area  bathed  by  lymph.  In  orally 
administered  preparations  particularly,  the 
antibiotic  faces  a long  journey  before  it  is 
deposited  in  the  upper  layer  of  the  epidermis. 
Oral  or  intramuscular  administration  along 
with  topical  treatment  may  be  justified  in 
ecthyma,  however,  where  it  is  doubtful  whether 
or  not  topical  treatment  alone  can  penetrate 
effectively.  The  goals  are  to  destroy  the 
causative  organisms  as  quickly  as  possible, 
prevent  spread  of  the  lesions  in  the  patients 
themselves  and  to  uninfected  persons,  relieve 
local  discomfort,  and  prevent  recurrences. 
While  the  process  is  active,  children  should  be 
kept  from  school  and  contact  with  other  chil- 
dren, should  sleep  in  beds  by  themselves,  should 
have  individual  towels  and  wash  cloths  or  use 
disposable  ones,  and  bed  linen  should  be  boiled 
or  chemically  treated  during  laundering. 

In  a recent  issue  of  Clinical  Pediatrics,  Henry 
H.  Perlman,  M.D.,  reports  that  in  managing 
impetigo  contagiosa,  the  first  step  is  elimination 
of  the  encrustation  which  protects  the  pyogenic 
cocci  from  the  medication.  For  this  purpose  an 


“there  was  no  room  at  the  inn.”  As  for  the 
cause  of  failure,  it  cannot  be  ascribed  to  mis- 
carriage of  plans  or  lack  of  cooperation  but 
to  the  curious  paradox  of  human  nature  that 
makes  handling  success  more  difficult  than 
adversity. 

WRC 

N.B.  Any  similiarity  of  scores  between  those 
given  and  the  actual  results  are  not  only  co- 
incidental but  quite  improbable. 


ordinary  alkali  soap  is  preferred.  A piece  of 
clean  gauze  or  linen,  soaped  up  in  warm  water, 
should  be  used  to  remove  the  crusts  during 
which  some  bleeding  may  be  expected.  The 
cleaned  area  should  be  dried  with  a fresh  cloth 
or  absorbent  paper,  and  all  pieces  should  be 
discarded.  The  area  is  now  ready  for  topical 
therapy. 

The  old  remedy,  ammoniated  mercury  (white 
precipitate)  is  as  effective  as  antibiotic  oint- 
ments or  creams,  but  the  treatment  is  three 
times  as  lengthy  with  the  former.  Despite  this, 
there  are  times  when  impetigo  will  not  respond 
to  a standard  antibiotic  cream  or  ointment,  and 
in  such  cases  the  older  remedy  must  be  relied 
on.  Penicillin  and  sulfonamides  are  contra- 
indicated for  topical  use  because  of  the  hazard 
of  sensitization,  and  regardless  of  the  antibiotic, 
there  is  no  better  way  of  sensitizing  patients 
than  by  topical  use. 

The  third  step  in  managing  impetigo  con- 
tagiosa topically  is  the  frequent  application  of 
the  selected  therapeutic  agent.  When  there  is 
time,  applications  of  the  medication  should  be 
applied  to  the  affected  areas  of  the  skin  every 
two  hours  during  the  day.  If  this  is  not  pos- 
sible, every  three  hours  should  suffice.  In  the 
average  case  of  impetigo,  improvement  can  be 
expected  in  less  than  a week  on  this  schedule. 
As  for  the  choice  of  antibiotic,  the  author  points 
out  that  since  all  broad  spectrum  antibiotic 
creams,  ointments,  and  sprays  in  current  use  are 
dependable  standard  preparations,  the  choice  of 
which  to  use  will  depend  on  the  individual  ex- 
perience and  the  preference  of  the  physician 
entrusted  with  the  management  of  the  patient. 
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Necrology 


Harris  Williams  Campbell,  M.D.,  of  White 
Plains,  died  on  August  28  at  his  home  at  the 
age  of  seventy.  Dr.  Campbell  graduated  in 
1920  from  the  University  of  Texas  School  of 
Medicine.  He  was  a consulting  physician  in 
medicine  at  St.  Agnes  Hospital  and  a former 
assistant  director  of  Grasslands  Hospital  at 
Eastview.  Dr.  Campbell  was  a member  of  the 
New  York  Academy  of  Medicine,  the  West- 
chester County  Medical  Society,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Frank  Nicholls  Dealy,  M.D.,  of  Port  Washing- 
ton, died  on  October  14  at  his  home  at  the  age 
of  seventy-seven.  Dr.  Dealy  graduated  in  1913 
from  Cornell  University  Medical  College.  He 
was  a consulting  surgeon  at  Queens  Hospital 
Center,  Mary  Immaculate  Hospital,  and  Flush- 
ing Hospital  and  Dispensary.  Dr.  Dealy  was  a 
Diplomate  of  the  American  Board  of  Surgery,  a 
Fellow  of  the  American  College  of  Surgeons,  and 
a member  of  the  Medical  Society  of  the  County 
of  Queens,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Jacob  Kaufman,  M.D.,  of  Brooklyn,  died  on 
July  29  at  the  age  of  sixty-two.  Dr.  Kaufman 
received  his  medical  degree  from  the  University 
of  Kaunas  in  1932.  He  was  an  assistant  attend- 
ing physician  in  internal  medicine  at  Jewish 
Hospital  of  Brooklyn.  Dr.  Kaufman  was  a 
member  of  the  Medical  Society  of  the  County  of 
Kings,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Samuel  Maurice  Kaufman,  M.D.,  retired, 
of  New  York  City,  died  at  his  home  on  October 
17  at  the  age  of  eighty-two.  Dr.  Kaufman 


graduated  in  1907  from  Detroit  College  of 
Medicine.  He  was  a former  president  of  the 
medical  board  and  director  of  dermatology  at 
Stuyvesant  Polyclinic  Hospital,  a professor  at 
Columbia  University’s  Vanderbilt  Clinic,  and  a 
staff  member  of  the  Sirovich  Day  Center  on  the 
East  Side.  Dr.  Kaufman  was  a Diplomate  of 
the  American  Board  of  Dermatology,  Inc.,  and 
a member  of  the  American  Academy  of  Com- 
pensation Medicine,  Inc.,  the  American  Acad- 
emy of  Dermatology,  the  New  York  Academy 
of  Medicine,  the  New  York  County  Medical 
Society,  the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Heinrich  Lehndorff,  M.D.,  of  New  York  City, 
died  on  September  17  at  his  home  at  the  age  of 
eighty-eight.  Dr.  Lehndorff  received  his  medi- 
cal degree  from  the  University  of  Vienna  in 
1901.  He  had  been  a consulting  pediatrician  at 
Flower  and  Fifth  Avenue  Hospitals.  He  was  a 
member  of  the  International  Society  of  Hema- 
tology, the  Westchester  County  Medical  So- 
ciety, the  Medical  Society  of  the  State  of  New 
York,  and  the  American  Medical  Association. 

Salvador  S.  Trinidad,  M.D.,  of  New  York 
City,  died  on  September  24  in  Brazil  at  the  age 
of  forty-eight.  Dr.  Trinidad  received  his  medi- 
cal degree  from  the  University  of  the  Philippines 
in  1942.  He  was  director  of  pathology  at 
Doctors  Hospital.  Dr.  Trinidad  was  a Diplo- 
mate of  the  American  Board  of  Pathology 
(Pathologic  Anatomy),  a Fellow  of  the  College 
of  American  Pathologists,  and  a member  of  the 
American  Society  of  Clinical  Pathologists,  the 
International  Academy  of  Pathology,  the  New 
York  Pathological  Society,  the  New  York 
County  Medical  Society,  the  Medical  Society  of 
the  State  of  New  York,  and  the  American 
Medical  Association. 
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Abstracts 


Akdikmen,  S.  A.,  Boba,  A.,  and  Land- 
messer,  C.  M.:  Reappraisal  of  incidence  of 

ventricular  arrhythmias  following  succinyl- 
choline  administration,  New  York  State  J. 
Med.  65:  2902  (Dec.  1)  1965. 

A study  was  made  of  30  patients  in  whom 
succinylcholine  was  injected  intravenously  to 
facilitate  orotracheal  intubation  following  in- 
duction of  anesthesia  with  thiopental;  25 
patients  had  been  digitalized,  and  5 had  not  re- 
ceived any  digitalis.  Transient  alterations  in 
cardiac  rate  occurred  in  random  fashion  in  all 
but  3 patients  but  were  not  alarming.  Ven- 
tricular arrhythmias  occurred  in  only  4 patients, 
but  the  circumstances  attending  the  develop- 
ment of  the  arrhythmias  suggested  that  they 
were  not  the  direct  result  of  either  digitalis  or 
succinylcholine  alone  nor  of  any  specific  inter- 
action between  them. 


Negrin,  J.,  Jr.:  Regional  cooling  of  central 
nervous  system  by  extravascular  perfusion 
hypothermia,  New  York  State  J.  Med.  65: 
2908  (Dec.  1)  1965. 

Extravascular  perfusion  hypothermia  of 
spinal  canal  structures  has  been  used  success- 
fully in  patients  with  spastic  rigid  quadriparesis 
and  severe  mental  deficiency,  spinal  cord 
trauma,  and  surgical  treatment  of  spinal  cord 
tumors  and  vascular  malformations.  Local 
intracranial  perfusion  hypothermia  is  used  in 
surgical  treatment  of  certain  brain  tumors,  cere- 
brovascular lesions  such  as  aneurysms  and 
hemangiomas,  and  head  injuries.  Advantages 
of  extravascular  perfusion  hypothermia  are  that 
it  does  not  change  the  body  temperature  sub- 


stantially, and  postoperative  local  hypothermia 
is  possible. 

Ritz,  N.  D.:  Fibrinolytic  activity  in  hemo- 

philia and  the  use  of  epsilon-aminocaproic  acid, 
New  York  State  J.  Med.  65:  2914  (Dec.  1) 
1965. 

Fibrinolytic  studies  were  performed  on  26  pa- 
tients with  hemophilia  (factor  VIII  deficiency). 
There  was  no  detectable  increase  in  fibrinolytic 
activity  in  12  hemophilic  patients  studied  during 
bleeding  episodes  and  in  14  studied  during  a 
quiescent  phase.  Seven  patients  were  treated 
with  EACA  (epsilon-aminocaproic  acid)  for 
acute  bleeding  manifestations,  and  7 others  re- 
ceived the  drug  daily  in  an  attempt  to  prevent 
hemorrhages.  No  measurable  change  in  fibri- 
nolytic activity,  no  significant  decrease  in  in- 
cidence and  severity  of  bleeding  episodes,  and 
no  alterations  in  blood  coagulation  studies  were 
detected.  However,  certain  types  of  hemophilic 
bleeding  were  improved  by  EACA  therapy, 
particularly  hematuria. 

Evans,  H.  W.:  Paralytic  brachial  neuritis, 

New  York  State  J.  Med.  65:  2926  (Dec.  1) 
1965. 

Paralytic  brachial  neuritis  is  a specific  syn- 
drome which  affects  only  the  brachial  plexus  and 
its  branches,  causing  severe  pain,  often  making 
motion  impossible,  followed  by  muscular  weak- 
ness. Usually  recovery  is  complete,  but  recur- 
rences are  common.  Treatment  consists  of 
medication  for  relief  of  pain,  supports  to  pre- 
vent stretching  of  involved  muscles,  and  active 
and  passive  exercises  and  electrical  stimulation 
of  the  affected  muscles. 
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Abstracts  in  Interlingua 


Akdikmen,  S.  A.,  Boba,  A.,  e Landmesser, 
C.  M.:  Re-evaluatation  del  incidentia  de 

arrhythmias  ventricular  post  administration  de 
succinylcholina  ( anglese ),  New  York  State 
J.  Med.  65:  2902  (1  de  decembre)  1965. 

Esseva  studiate  30  patientes  recipiente  in- 
jectiones  in tra venose  de  succinylcholina  con  le 
objectivo  de  facilitar  intubation  orotracheal 
post  le  induction  de  anesthesia  con  thiopental. 
Le  serie  total  includeva  25  patientes  qui  habeva 
essite  digitalisate  e 5 qui  non  habeva  recipite 
digitalis.  Alterationes  transiente  in  le  frequentia 
cardiac  occurreva  de  maniera  aleatori  in  omne 
excepte  3 patientes,  sed  illos  non  esseva  de 
character  alarmante.  Arrhythmias  ventricular 
occurreva  in  solmente  4 casos,  sed  le  circum- 
stantias  sub  le  quales  le  disveloppamento  del 
arrhythmias  occurreva  permitteva  le  conception 
que  illos  non  esseva  le  resulto  directe  de  digitalis 
o de  succinylcholina  per  se  e non  de  un  interac- 
tion specific  del  duo. 


Negrin,  J.,  Jr.:  Frigidation  regional  del  sys- 
tema  nervose  central  per  hypothermia  a per- 
fusion extra  vascular  {anglese),  New  York 
State  J.  Med.  65:  2908  (1  de  decembre)  1965. 

Hypothermia  a perfusion  extravascular  de 
structuras  del  canal  spinal  esseva  usate  a bon 
successo  in  patientes  con  rigide  quadriparesis 
spastic  e sever  deficits  mental,  con  trauma  del 
medulla  dorsal,  e in  connexion  con  therapia 
chirurgic  de  tumores  del  medulla  spinal  e de 
malformationes  vascular.  Local  hypothermia  a 
perfusion  intracranial  es  usate  in  le  tractamento 
chirurgic  de  certe  tumores  cerebral,  de  lesiones 
cerebro-vascular  tal  como  aneurysmas  e hem- 
angiomas e vulnerationes  del  capite.  Le 
avantages  del  hypothermia  a perfusion  extra- 
vascular  es  que  illo  non  deprime  le  temperatura 
del  corpore  de  maniera  significative  e que  su 


application  local  post  un  intervention  chirurgic 
es  possibile. 

Ritz,  N.  D.:  Activitate  fibrinolytic  in  hemo- 
philia e le  uso  de  acido  epsilon-aminocaproic 
{anglese),  New  York  State  J.  Med.  65:  2914 
(1  de  decembre)  1965. 

Studios  fibrinolytic  esseva  effectuate  in  26 
patientes  con  hemophilia  (carentia  de  factor 
VIII).  Esseva  constatate  nulle  detegibile  aug- 
mento  del  activitate  fibrinolytic  in  12  patientes 
hemophiliac  studiate  durante  episodios  de 
sanguination  e in  14  studiate  durante  phases 
quiescente.  Septe  patientes  esseva  tractate  con 
acido  epsilon-aminocaproic  pro  manifestationes 
de  sanguination  acute,  e 7 alteres  recipeva  le 
mesme  pharmaco  diurnemente  a titulo  de  mesura 
visante  a prevenir  hemorrhagias.  Esseva 
trovate  nulle  mesurabile  alteration  del  activitate 
fibrinolytic,  nulle  declino  significative  in  le 
incidentia  o in  le  severitate  del  episodios  de 
sanguination,  e nulle  alterationes  in  studios  del 
coagulation  sanguinee.  Tamen,  certe  typos  de 
sanguination  hemophiliac  esseva  meliorate  per 
le  therapia  a acido  epsilon-aminocaproic,  par- 
ticularmente  hematuria. 

Evans,  H.  W.:  Paralytic  neuritis  brachial 

{anglese),  New  York  State  J.  Med.  65:  2926 
(1  de  decembre)  1965. 

Paralytic  neuritis  brachial  es  un  syndrome 
specific  que  affice  exclusivemente  le  plexo 
brachial  e su  brancas,  causante  grados  sever  de 
dolor,  de  maniera  que  movimento  es  frequente- 
mente  impossibile,  sequite  de  debilitate  muscu- 
lar. Le  restablimento  es  usualmente  total,  sed 
recurrentias  es  commun.  Le  tractamento  con- 
siste  del  application  de  pharmacos  pro  le  al- 
leviamento  del  dolores,  del  uso  de  dispositivos 
de  supporto  visante  a prevenir  le  tension  de 
musculos  afficite,  e de  exercitios  active  e passive 
e de  stimulation  electric  del  musculos  afficite. 
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THE  LONG  ISLAND  JEWISH  HOSPITAL 
Queens  Hospital  Center  Affiliation 

THE  DIAGNOSIS  & SURGICAL  MANAGEMENT  OF 
DISEASES  OF  THE  GALL  BLADDER  & BILE  DUCTS 

A post-graduate  course  given  by  surgeons  on  eight  consecutive  Thursdays,  4:00-5:30 
p.m.,  Jan.  6-Feb.  24,  1966.  For  details,  write:  Dept,  of  Surgery,  Queens  Hospital  Center, 
Jamaica,  N.  Y.  11432. 
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TRAUMA  COURSE  under  auspices  of 

THE  PHILADELPHIA  REGIONAL  COMMITTEE  ON  TRAUMA 
OF  AMERICAN  COLLEGE  OF  SURGEONS 

Bellevue  Stratford  Hotel,  Philadelphia,  Pa.,  March  17-19,  1966 

Principal  Speakers:  Dr.  Jorg  Bohler  (Austria);  Dr.  Lloyd  Griffiths  (England). 

Supplemented  by  American  Authorities. 

Fee:  $50.  Residents,  Interns  and  Students:  $10.  Enrollment  limited.  For  early 
registration  and  information,  write:  John  J.  Joyce,  III,  M.D.,  5908  Greene  St., 

Philadelphia,  Pa.  19144. 
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The  cancer  with  the  highest  incidence:  skin.  The  cancer  with  the  highest  mortality  rate:  lung. 
Both,  ironically,  the  most  preventable  of  all  cancers. 

Lung  cancer  kills  some  47,000  Americans  every  year.  Estimates  are  that  more  than  75% 
of  lung  cancers  are  caused  by  cigarette  smoking... a preventable  habit. 

About  80,000  Americans  develop  skin  cancer  each  year.  Since  its  principal  cause  is 
excessive  exposure  to  the  sun,  preventive  measures  are  clear. 

Basal  cell  and  squamous  cell  carcinoma,  commonest  forms  of  skin  cancer,  are  easily 
cured  in  their  early  stages.  The  high  incidence  of  skin  cancer,  the  suffering,  disability  and 
disfigurement  which  too  often  accompany  it,  make  it  a challenging  problem. 

In  its  program  of  bringing  vital  facts  about  cancer  to  the  public,  the  Society  has  two 
new  films,  both  available  for  showing  through  any  ACS  Unit.  WHO,  ME?  dramatizes  the 
hazards  of  cigarette  smoking.  SENSE  IN  THE  SUN  urges  both  sun  workers  and  sun  wor- 
shippers to  exercise  caution.  Like  all  Society  films,  their  object  is  to  save  lives  and  diminish 
suffering  from  cancer  by  giving  forceful  expression  to  many  of  the  facts  about  cancer  with 
which  you,  doctor,  guide  your  patients. 

american  cancer  society 
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HALL-BROOIvE  HOSPITAL 

WESTPORT,  CONNECTICUT  TEL.  227-1251 

A Dynamically  Oriented  Hospital  for  the 
Care  and  Treatment  of  Psychiatric  Disorders. 

Selected  cases  of  addiction  and  alcoholism 
accepted 

Accredited  by:  The  Central  Inspection  Board 
of  the  American  Psychiatric  Ass’n. 

The  Joint  Commission  on  Accreditation  of 
Hospitals 

Albert  M.  Moss,  M.D.  Leo  11.  Berman,  M.D. 

Medical  Director  Clinical  Director 


HOLBROOK  MANOR  nSomeg 

Five  Acres  of  Pinewo^  ded  Grounds 

SENILE— AGED 

Non-sectarian,  dietary  laws  observed 
Medical  Director,  O.  L.  Friedman,  M.D.,  Q.P.,  M.A.P.A. 
HOLBROOK,  L.  I.  N.  Y.  Office;  TRafal^ar  7-2666 


PINEWOOD  Walter  A'mE°D.  PSD?RECTOR?' A P A' 

EST  1930 

J.  Epstein,  M.D.,  L.F.A.PA. — L.  Wender,  M.D.,  L.F.A.P.A. 
Katonah,  N.Y.  Tel:  CEntral  2-3155  NYC,  Direct,  Tel:  CY  5-0264 

A psychiatric  hospital  offering  individual  treatment  for  all 
nervous  and  mental  disorders,  alcoholism  and  drug  addiction. 
Psychoanalytically  oriented.  Pharmacological  and  electro- 
therapeutic  methods.  Rates — moderate. 


“ He's  feeling  more  up  to  par  today,  Doctor 


REAL  WESTERN  STYLE  STEAKS, 
CHOPS  AND  PRIME  RIBS 

224  WEST  46th  ST.  N.Y.C.  Cl  5-1848 
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PHYSICIANS  WANTED 


PHYSICIANS  WANTED— CONT’D 


1NTERNSHIPS-AMA  APPROVED  ROTATING.  ST. 
Joseph’s  Hospital.  Yonkers,  New  York.  Accredited  165 
bed  hospital.  Integrated  educational  program  organized 
by  Director  of  Medical  Education:  abundant  in-patient 

and  out-patient  material  for  clinical  training.  Annual 
stipend  $4800,  plus  modern  living  accommodations.  Open- 
ings for  July  1966.  ECFMG  certificate  required.  Apply 
Administrator,  St.  Joseph’s  Hospital,  Yonkers,  N.  Y. 


EMERGENCY  ROOM  PHYSICIANS  WANTED. 
Group  in  formation.  Full  time,  no  private  practice 
allowed.  Fee  for  service  with  $25,000  annual  guarantee. 
Large,  new  physical  facility  with  expanding  attendance. 
Thriving  industrial  city  with  excellent  residential  areas. 
N.Y.  State  license.  A.  J.  Graziani,  M.D.,  Chairman, 
E.  R.  Committee,  St.  Mary’s  Hospital,  Rochester,  N.Y. 


INTERNIST  WANTED,  UNDER  45  YEARS  OF  AGE, 
to  join  a medical  group  in  Ellenville,  N.Y.  Write  or  call 
Ellen ville  Medical  Group,  Ellenville,  N.  Y.  (914)  647- 
5300. 


GENERAL  PRACTITIONER  TO  JOIN  ME  IN  LARGE 
family  practice  with  swift  partnership.  Ideal  office. 
100,000  industrial  community.  Boris  A.  Golden,  M.D., 
720  Park  Place,  Niagara  Falls,  N.Y. 


EXCELLENT  OPPORTUNITY  IN  NEW  OFFICE 
building  for  young  pediatrician  in  expanding  area  of  Suffolk 
County.  Caff  516  JU  8-2961. 


SURGEON.  BOARD  CERTIFIED  OR  ELIGIBLE; 
Margaretville,  N.  Y.  Hospital  fully  accredited.  Four 
season  recreation  area  in  Catskill  Mountains.  Adequate 
social  and  educational  facilities.  Some  general  practice 
until  established.  Guarantee  income.  Apply  W.  B. 
Sheldon,  Administrator,  Margaretville  Hospital,  Margaret- 
ville, N.Y. 


EXCELLENT  OPPORTUNITY:  GENERAL  PRACTI- 

tioners  with  interest  in  O.B.  or  obstetrician.  New  York 
State  Finger  Lakes  region.  Convenient  to  cultural  and 
medical  centers.  Congenial  general  practitioner  staff. 
Modern,  fully  accredited,  75-bed  hospital  with  expansion 
plans.  Apply:  Administrator,  Taylor-Brown  Memorial 

Hospital,  Waterloo,  New  York  13165. 


FULLY  ACCREDITED  120  BED  DETROIT  HOSPITAL 
has  adjoining  family  quarters  for  excellent  English- 
speaking  physician  seeking  Michigan  licensure.  Serve 
as  medical  historian  until  licensing  qualifies  for  group 
practice  at  $25,000  plus.  Immediate  opening  at  excellent 
salary.  State  age,  family,  draft  status,  training,  phone 
number.  Write  Box  275,  % N YSJM. 


FULL  TIME  POSITION  AVAILABLE  FOR  PHYSICIAN 
interested  in  special  study  at  this  office.  Salary  com- 
mensurate with  experience.  Specialty  not  required. 
Contact  Clinic  Director,  OPC,  Veterans  Administration 
Regional  Office,  252  Seventh  Avenue,  N.Y.,  N.Y.  Tele- 
phone: 620-6523. 


PUBLIC  HEALTH  PHYSICIANS  (HEART  DISEASE). 
$16,201-$19,070.  New  York  State.  To  develop  and 
administer  state-wide  public  health  heart  disease  program. 
Requires  graduation  from  approved  medical  school;  eligi- 
bility for  NYS  license  to  practice  medicine;  up  to  4 yrs. 
public  health  exp.  in  heart  or  cardiovascular  disease  pro- 
grams. MPH  or  appropriate  clinical  or  teaching  exp. 
acceptable.  Write:  N.Y.S.  Civil  Service  Dept.,  R-165-B, 
State  Campus,  Albany,  N.Y.  12226. 


FOUR  STAFF  ADDITIONS  TO  SOUTHERN  CALI- 
fornia  group  of  24  physicians:  ophthalmologist,  otolaryn- 
gologist, internist  with  chest  sub-specialty,  general  prac- 
titioner. Partnership  possibility  after  first  year.  Ad- 
ministrator, Gallatin  Medical  Group,  10720  S.  Paramount 
Blvd.,  Downey,  California  90241. 


PSYCHIATRIST:  1)  COMMUNITY  PSYCHIATRIST: 
Newly  devised  position  in  which  a community  minded 
psychiatrist  will  help  integrate  community  resources  with 
patient  care.  Also  some  direct  follow  up  with  patients 
returned  to  the  community.  2)  Pediatric  psychiatrist: 
Work  involves  teaching  pediatric  residents  and  holding 
staff  seminars  with  pediatric  and  psychiatric  residents  on 
the  treatment  of  patients.  3)  Staff  psychiatrists:  Super- 
visory position  dealing  with  clinical  and  administrative 
problems  in  the  operation  of  a 16  bed  open  unit.  Work 
with  one  resident.  4)  Day  care  psychiatrist:  Recently 
formed  Day  Care  Center  needs  clinical  and  administra- 
tive psychiatrist.  A resident  is  assigned  to  this  service 
to  work  under  supervision.  20  hours  per  week — salary: 
$7,500-$8,500  per  yr.  Requirements:  1)  Completion  of 
3 year  approved  psychiatric  residency.  2)  License  to 
practice  medicine  in  New  York  State.  3)  Experience  or 
particular  interest  in  one  of  the  above  positions.  Send 
curriculum  vitae  to:  Arthur  N.  Avella,  M.D.,  Assistant 
to  Chief  of  Service,  Department  of  Psychiatry,  Roosevelt 
Hospital,  428  West  59th  St.,  New  York,  N.Y.  10019. 


AGGRESSIVE,  YOUNG  G.P.  TO  JOIN  G.P.  WITH  AC- 
tive  general  and  surgical  practice  leading  to  eventual 
take-over.  Attractive  offer.  Box  279,  % NYSJM. 


GENERAL  PRACTITIONER  UNDER  38  YEARS  OLD 
wanted  to  join  a 5-man  group  in  Ellenville,  N.  Y.  Contact 
Ellenville  Medical  Group,  (914)  647-5300. 


WANTED:  ANESTHESIOLOGIST,  N.Y.  LICENSE. 

Large  hospital  within  New  York  City.  Fee  for  service 
basis.  If  satisfactory,  can  expect  full  partnership  within 
three  months.  Expected  income  $22,500.  Write  details 
first  letter.  Box  284,  % NYSJM. 


PART-TIME  POSITIONS  FOR  BOARD  ELIGIBLE  IN- 
ternists  and  proctoscopists  by  the  hour,  session  or  on  re- 
tainer at  a diagnostic  facility.  Box  282,  % NYSJM. 


WANTED:  G.  P.  ANY  AGE,  COLLEGE  TOWN  OF 

7,000,  one  hour  N.Y.C.  Adjacent  major  resort  area  and 
West  Point.  Fishing,  hunting.  Present  doctor  overworked 
“under leisured,”  because  specialty  training  conflicts  with 
busy,  lucrative  practice.  Beautiful,  well  equipped  office 
incl.  X-ray;  reasonable  rent.  Will  introduce  patients. 
Accept  first  offer.  Box  281,  % NYSJM. 


POSITIONS  WANTED 


MEDICAL  ASSISTANTS  AND  SECRETARIES.  LAB- 
oratory  and  X-Ray  Techs.  Well  trained  and  highly  quali- 
fied personnel  (male  & female).  Phone  CH  2-2330  Ext. 
6,  Placement  Dept.,  or  write  Eastern  School  for  Physicians’ 
Aides,  Dept.  69,  85  Fifth  Ave.,  New  York  3,  N.  Y. 
(Founded  1936  by  two  member  physicians.) 


ANESTHESIOLOGIST,  AMERICAN  BOARD  CERTI- 
fied,  available  part  time,  New  York  metropolitan  area. 
Box  268,  % NYSJM. 


RADIOLOGIST,  BOARD  CERTIFIED,  BROAD  Ex- 
perience including  nuclear  medicine,  is  seeking  part  time 
position  in  hospital,  clinic  or  group.  Prefer  Brooklyn, 
Queens  or  Long  Island.  Box  272,  % NYSJM. 
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POSITIONS  WANTED— CONT’D 


CLINICAL  PATHOLOGIST,  BOARD  CERTIFIED,  NEW 
York  license,  many  years  experience,  well  qualified.  De- 
sire; position  in  hospital,  blood  banK,  association  medical 
laboratory,  research  or  teaching.  Box  280,  % NYSJM. 


MISCELLANEOUS 


PHONE-DICTATION  SERVICE,  24  HOURS,  7 DAYS 
a week.  Dial-A-Letter  simplicity;  expert,  accurate,  low 
costs.  Reports,  general  correspondence.  No  fringe  bene- 
fits; fully  tax  deductible.  Call  BE  3-0663,  or  write  Rolf 
Bergman,  Inc.,  140  Nassau  Street,  New  York,  N.Y.  10038. 


SKI  HOUSE  FOR  RENT -NEAR  SUGARBUSH,  VER- 
mont;  sleeps  10.  Available  weekly  or  monthly.  Write 
Box  3591,  New  York,  New  York  10017. 


PRACTICE  WANTED 


PHYSICIAN  WISHES  TO  SHARE  OR  PURCHASE  A 
compensation  practice.  Area:  Manhattan,  Brooklyn, 

Queens.  Box  274,  % NYSJM. 


PRACTICES  FOR  SALE  OR  RENT 


OPHTHALMOLOGIST— TO  SUCCEED  TO  OLD,  Es- 
tablished, active  Long  Island  practice,  forty  miles  from 
New  York.  Introductory  period  if  desired.  Owner  of 
building  and  practice  will  then  retire  and  lease  office  space 
and  equipment  at  current  rates.  Nothing  involved  except 
rent.  Box  278,  % NYSJM. 


BABYLON,  LONG  ISLAND:  RETIRING  AFTER  30 

years  general  practice.  Choice  corner.  Deer  Park  Ave. 
Large  residence,  attached  5-room  office  wing.  Plans  for 
small  group  and/or  other  offices.  Immediate  income; 
good  investment.  Box  277,  % NYSJM. 


LEAVING  FOR  RESIDENCY.  FIFTEEN  YEAR,  ESTAB- 
lished  general  practice  available  on  south  shore  of  Long 
Island.  Ideal  location.  Income  limited  only  by  ability. 
Suitable’ for|  2 doctors.  Practice  gratis  with  rental  of  office. 
Will  sell  building  if  desired;  easy  terms.  Box  283,  % 
NYSJM. 


REAL  ESTATE  FOR  SALE  OR  RENT 


80’S  EAST  (5TH  AVE.).  BEAUTIFUL  TOWNHOUSE. 
Professional  office:  5 rms.,  fir.  thru,  1,000  sq.  ft.  Separate 
entrance.  $350  mo.  Hanfield,  Callen,  Ruland  & Benja- 
min ,434  Sixth  Ave.  (Miss  Preziosi),  OR  4-9100. 


SUITABLE  FOR  DOCTOR  OR  DENTIST.  RESIDENCE 
and  five  room  office.  Centrally  located.  Hospitals, 
churches,  schools.  Separate  entrance.  Custom  built 
colonial.  Central  hall,  large  living  room,  fireplace,  dining 
room,  breakfast  room,  two  full  bathrooms,  two  lavatories, 
five  bedrooms,  full  basement,  playroom;  garage  attached. 
Doctor  retiring.  Charles  Aitcheson,  M.D.,  575  Palisade 
Avenue,  Yonkers,  N.Y. 


PRESTIGE  LOCATION 

For  Medical — Dental  Group 
and  Individual  Practitioners. 

“EXECUTIVE  TOWERS” 

1020  GRAND  CONCOURSE,  BRONX 

23-Story  Air  Conditioned  Apt  Bldg,  (corner  165th  St) 


Exclusively  Reserved  for  Professional  use. 
PRIVATE  ENTRANCES 
2 FLOORS  • PRIVATE  ELEVATORS 
CENTRAL  AIR-CONDITIONING 

IMMEDIATE  OCCUPANCY 

Apply  Renting  Office  on  property  • CY  3-5545 
Carol  Management  Corp. 

Owner — Builder 


REAL  ESTATE  FOR  SALE  OR  RENT— CONT’D 


FURNISHED  OR  UNFURNISHED  SUITES  AVAIL- 
able.  Ideal  for  specialists.  Flower  Hill  Medical  Bldg., 
Roslyn,  N.  Y.  (516)  MA  7-2840. 


8 FAMILY  CORNER  HOUSE,  2 ENTRANCES,  EAST- 
ern  Pkwy,  Brooklyn.  Near  Brooklyn  Museum.  Suitable 
for  physicians.  Tel.  (516)  CH  8-6660,  Mon..  Thurs.  & 
Fri.  5-6  p.m. 


2-STORY  PROFESSIONAL  BUILDING:  ESTABLISHED 
dentist  on  2nd  floor.  4-room  ground  floor  apartment  avail- 
able. Corner  86  St.  and  W.  7 St.,  Bklyn.,  opposite  Marl- 
boro Housing  Project  and  Seabeach  subway.  Middle  in- 
come, heavily  populated  area;  only  one  physician  in 
vicinity.  Excellent  opportunity;  must  be  seen.  2845 
86  St.,  Bklyn,  N.Y.  ES  2-0853. 


NOW  LEASING  26,000  SQ.  FT.  PROFESSIONAL  OF- 
fices,  elevator,  air  cond.  Will  divide  to  suit;  large  parking 
area.  In  Rockland  County’s  fastest  growing  area.  On 
busy  Rt.  9-W,  West  Haverstraw,  N.Y.,  adjacent  to  Sam- 
sondale  Shopping  Center.  Call  914  EL  2-2000. 


WESTCHESTER,  SCARSDALE  MEDICAL  ARTS 
Building.  One  suite  left,  and  one  to  share.  Fully  air 
conditioned;  large  parking  area;  busy  location.  914  OW 
3-2141  or  212  LO  8-1110. 


FOR  RENT:  JAMAICA  ESTATES,  FRESH  MEADOWS 
area.  Office  furnished;  X-ray  equipment,  200  MA. 
Suitable  for  specialty.  Box  276,  % NYSJM. 


LARGE  SUITE  AVAILABLE  IN  PROFESSIONAL 
building  in  Deer  Park,  L.I.,  with  obstetrician  and  dentist; 
suitable  for  G.P.  or  pediatrician.  MOhawk  7-8630. 


RESORT  TOWN— HOME  FOR  SALE 

Large  1 1 room  house,  6 bathrooms,  located  in  center 
of  Wurtsboro,  N.  Y.  Ideal  location  for  small  Med- 
ical Center.  Doctor  needed  in  area.  Lot  56'  x 
225'/  2 story  garage.  Desirable  income  property. 

Mrs.  George  Cooper,  P.O.  Box  327,  Wurtsboro,  N.Y. 


December  1,  1965  / New  York  State  Journal  of  Medicine  2969 


— 


mam 


wSBSSmBBmBBBBBM 


— 


11:47  pm 


11:53  pm 


12:06  am 

The  meaningful  pause.  The  energy 
it  gives.  The  bright  little  lift. 
Coca-Cola  with  its  never  too  sweet 
taste,  refreshes  best.  Helps  people 
meet  the  stress  of  the  busy  hours. 
This  is  why  we  say  things  go 

better.i 

Coke 
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The  Somatic  Mask: 
menstrual  irregularities 


menopause  or 
psychic  tension? 

Menstrual  irregularities,  along  with  hot  flashes,  fatigue, 
discomfort,  arthralgia  and  other  complaints,  are  classic 
signs  and  symptoms  of  the  menopause.  In  many  cases, 
however,  the  symptoms  may  represent  a “somatic  mask” 
— a psychophysiological  equivalent  of  psychic  tension. 


When  symptoms  stem  from  emotional  problems  or 
stressful  situations.  Valium  (diazepam)  usually  helps  the 
patient  feel  calmer  as  it  alleviates  troubling  symptoms. 
Its  action  is  normally  prompt,  even  in  patients  who 
failed  to  benefit  from  other  tranquilizers.  And  positive 
results  generally  are  achieved  without  impairing  aware- 
ness or  interfering  with  usual  activities.  While  ataxia 
and  drowsiness  may  occur,  such  side  effects  are  avoid- 
able in  most  instances  with  dosage  adjustment. 


Valium 


(diazepam) 


In  prescribing:  Dosage  — Adults:  Mild  to  moderate  psycho- 
neurotic reactions,  2 to  5 mg  b.i.d.  or  t.i.d.;  severe  psychoneu- 
rotic reactions,  5 to  10  mg  t.i.d.  or  q.i.d.;  alcoholism,  10  mg 
t.i.d.  or  q.i.d.  in  first  24  hrs,  then  5 mg  t.i.d.  or  q.i.d.  as  needed; 
muscle  spasm  with  cerebral  palsy  or  athetosis,  2 to  10  mg  t.i.d. 
or  q.i.d.  Geriatric  patients:  1 or  2 mg/day  initially,  increase 
gradually  as  needed. 

Contraindications:  Infants,  patients  with  history  of  con- 
vulsive disorders  or  glaucoma. 

Warning:  Not  of  value  in  the  treatment  of  psychotic  pa- 
tients, and  should  not  be  employed  in  lieu  of  appropriate 
treatment. 

Precautions:  Limit  dosage  to  smallest  effective  amount  in  eld- 
erly patients  (not  more  than  1 mg,  one  or  two  times  daily)  to 
preclude  ataxia  or  oversedation.  Advise  patients  against  pos- 
sibly hazardous  procedures  until  correct  maintenance  dosage 
is  established;  driving  during  therapy  not  recommended.  In 
general,  concurrent  use  with  other  psychotropic  agents  is  not 
recommended.  Warn  patients  of  possible  combined  effects  with 
alcohol.  Safe  use  in  pregnancy  not  established.  Observe  usual 
precautions  in  impaired  renal  or  hepatic  function  and  in  pa- 
tients who  may  be  suicidal;  periodic  blood  counts  and  liver 
function  tests  advisable  in  long-term  use.  Cease  therapy  grad- 
ually. 

Side  Effects:  Side  effects  (usually  dose-related)  are  fatigue, 
drowsiness  and  ataxia.  Also  reported:  mild  nausea,  dizziness, 
blurred  vision,  diplopia,  headache,  incontinence,  slurred  speech, 
tremor  and  skin  rash;  paradoxical  reactions  (excitement,  de- 
pression, stimulation,  sleep  disturbances  and  hallucinations) 
and  changes  in  EEG  patterns.  Abrupt  cessation  after  prolonged 
overdosage  may  produce  withdrawal  symptoms  similar  to 
those  seen  with  barbiturates,  meprobamate  and  chlordiazepox- 
ide  HC1. 

Supplied:  Tablets,  2 mg,  5 mg  and  10  mg;  bottles  of  50. 

r,  , , , rgSSBEb 

Roche  Laboratories  f<VJWl(  *5*"" 

Division  of  Hoffmann  - La  Roche  Inc.  cyjjy 

Nutley,  N.  J.  07110 


MSSNY  PUBLICATIONS  FOR  MEMBERS... 

These  periodicals  are  some  of  the  benefits  you  receive  with  your  State 
Society  membership. 


NEW  YORK  STATE  JOURNAL 
OF  MEDICINE 

Now  in  its  66th  year  of  publication,  the 
semimonthly  New  York  State  Journal  of 
Medicine  is  “dedicated  to  the  continuing 
education  of  the  physician.” 


MEDICAL  DIRECTORY  OF 
NEW  YORK  STATE 

This  biennial  publication  is  your  first 
source  of  professional  information.  More 
than  32,000  registered  physicians  in  New 
York  State  are  individually  listed  with  perti- 
nent professional  data. 


THE  NEWS  OF  NEW  YORK 

A monthly  newsletter  which  keeps  its 
finger  on  happenings  in  the  county  societies 
. . . State  and  Federal  legislative  items  . . . 
medical  P.R.  news. 


WHAT  GOES  ON  ii.tr 

1 1 %' 

A monthly  calendar  of  medical  lectures,  »=».  ^ 

conferences,  post  graduate  courses,  seminars, 
etc.,  throughout  the  states  of  New  York  and 
New  Jersey. 


MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 
750  Third  Ave.,  New  York,  N.  Y.  10017 


Monitor  physiologic  conditions 
of  interest  with  Sanborn 
" Standard  Unit ” systems 


Probably  no  two  hospitals  exist  which  have  identi- 
cal surgical  procedures,  identical  physiologic  infor- 
mation display  requirements,  or  identical  budgets 
for  OR  monitoring  equipment. 

Yet  costly,  custom-built  monitoring  systems  are 
not  necessary  in  most  cases  to  do  the  job  the  surgical 
team  wants  done:  building  from  an  extremely  wide 
range  of  available,  standard,  compatible  instru- 
ments, Sanborn  can  and  does  provide  complete, 
dependably  trouble-free  monitoring  systems  to  meet 
the  specific  and  different  needs  of  hospitals  and 
medical  centers  world-wide. 

Systems  can  range  from  a simple  combination  of 
a few  units  for  visual  display  only  of  the  ECG, 
one  temperature  and  two  pressure  measurements, 
for  example  — to  very  comprehensive  installations 
which  display  and  record  20  or  more  phenomena 
simultaneously,  and  provide  complete  intercom- 
munications facilities  and  specialized  measurement 
and  analysis  capabilities  as  well. 

Frequently-used  Sanborn  units  for  visual  display 
include  oscilloscopes  for  waveform  presentation  of 
rapidly-changing  events,  illuminated  numerical 
readouts  which  display  up  to  four  phenomena  in 
three-digit  values,  and  large  scale  meters  for  slowly 
changing  events. 

For  graphic  recording,  heated  stylus  and  optical 
oscillographs  provide  high  resolution,  permanent 
analog  chart  recordings  of  conditions.  For  perma- 
nent storage  of  data,  with  the  ability  to  recreate 
the  conditions  again  and  again  and  over  an  ex- 
panded or  compressed  time  interval,  Sanborn 
magnetic  tape  recording  systems  provide  extreme 
fidelity  and  precision  at  lower  cost  than  many 
systems  of  comparable  performance. 

From  such  standard  Sanborn  units  or  “building 
blocks”,  the  hospital  has  complete  freedom  of 
choice  in  system  capabilities  — coupled  with  the 
economies  of  regularly-manufactured  products 
available  from  a single,  experienced  source.  Tell  us 
what  you  wish  to  monitor  and  any  special  conditions 
of  use,  and  we  will  outline  without  obligation  our 
system  recommendation  and  cost  estimate,  to  meet 
your  monitoring  requirements.  Sanborn  Division, 
Hewlett-Packard  Company,  Waltham,  Mass.  02154. 


HEWLETT  m 
PACKARD  ^ 


SANBORN 

DIVISION 


In  addition  to  OR  monitoring  systems, 
Sanborn’s  new  “780”  modular  units  give  com- 
plete flexibility  and  “add  on”  capabilities  for 
bedside  and  central  station  monitoring  in  the 
ICU,  recovery  room  and  emergency  room. 
New  “780”  brochure  available  on  request. 
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3013  Symposium — Farmer’s  Lung 

Program  Chairman,  Paul  A.  Bunn,  M.D.;  Editor,  Kenneth  W.  Wright,  M.D. 

3013  Introduction 

Paul  A.  Bunn,  M.D. 
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'leo-Synephrine  is  a standard 
imong  topical  vasoconstrictors.  It 
s unsurpassed  for  reducing  nasal 
urgescence  in  colds;  a most  valuable 
lid  in  preventing  and  treating  sinusitis. 


Jeo-Synephrine  stops  the  boggy 
eeling  of  colds  at  once— works 
igainst  factors  that  induce  sinus- 
tis.  With  Neo-Synephrine  nose 
irops,  spray  or  jelly,  turbinates 
shrink  on  contact,  obstructed  ostia 
>pen  and  drainage  is  re-established. 


In  sinusitis,  Neo-Synephrine  helps 
to  promote  drainage  and  hasten 
recovery.*  Used  promptly,  it  helps 
clear  the  stagnant  sinus  and  lessen 
the  chances  of  chronicity. 

Neo-Synephrine  HCI  is  available  in: 
V8°7o  solution  for  infants 
V4°7o  solution  for  children  and  adults 
Va % pediatric  nasal  spray  for  children 
Va%  solution  for  adults 
V2°7o  nasal  spray  for  adults 
V2°7o  jelly  for  children  and  adults 
1%  solution  for  adults  (resistant  cases) 


♦Proctor,  D.  F.:  The  Nose,  Paranasal  Sinuses, 
and  Ears  in  Childhood,  Springfield,  III., 
Charles  C Thomas,  1963,  p.  34. 

\W//7f6rop\ 

Winthrop  Laboratories,  New  York,  N.Y.  10016 


In  colds  and  sinusitis 


(brand  of  phenylephrine  hydrochloride) 


solutions/sprays/jelly 
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a rapid  lift  from  the  hell  of  depression 


often  relieves 
mental  pain 
in  2-5  days 


NORPRAMIN 

(desipramine  hydrochloride) 


Dore  Illustration 
from 

Dante's  Inferno 


Norpramin  is  a rapid-acting  specific  drug  for  the  treatment 
of  depression.  Depressive  signs  and  symptoms— sometimes 
described  as  “mental  pain"— typically  begin  to  improve  in 
2-5  days.  Patients  are  more  hopeful,  less  empty  and  less 
weighed  down  by  their  troubles.  Norpramin  has  only  slight 
sedative  qualities,  nevertheless  anxiety  secondary  to  depres- 
sion is  frequently  relieved  as  depression  is  lifted.  If  anxiety 
or  tension  persists  it  can  be  controlled  by  adding  a tran- 
quilizer or  by  reducing  dosage.  Norpramin  is  not  a MAO 
inhibitor.  Side  effects  are  usually  mild. 


DOSAGE  AND  ADMINISTRATION 

Optimal  results  are  obtained  at  a 
dosage  of  about  150  mg./day— 
two  25  mg.  tablets  t.i.d.  After 
achieving  optimal  results,  a main- 
tenance dose  (50-100  mg./day) 
should  be  sought. 


LAKESIDE  LABORATORIES,  INC.  Milwaukee,  Wisconsin  53201 


IN  BRIEF: 

Indications:  In  depression  of  any  kind— neurotic 
and  psychotic  depressive  reactions;  manic-depres- 
sive or  involutional  psychotic  reactions. 

Contraindications  and  Precautions:  Glaucoma, 
urethral  or  ureteral  spasm,  recent  myocardial  in- 
farction, severe  coronary  heart  disease  and  epilepsy. 
Should  not  be  given  within  two  weeks  of  treatment 
with  a monoamine  oxidase  inhibitor.  Safety  in 
human  pregnancy  has  not  been  established. 

Adverse  Effects:  Side  effects,  usually  mild,  may 


include:  dry  mouth,  constipation,  dizziness,  palpi- 
tation, delayed  urination,  “bad  taste,"  sensory 
illusion,  tinnitus,  agitation  and  stimulation,  sweat- 
ing, drowsiness,  headache,  orthostatic  hypoten- 
sion, flushing,  nausea,  cramps,  weakness,  blurred 
vision  and  mydriasis,  rash,  allergy,  transient 
eosinophilia,  granulopenia,  altered  liver  function, 
ataxia  and  extrapyramidal  signs. 

Supplied:  Norpramin  (desipramine  hydrochloride) 
tablets  of  25  mg.,  in  bottles  of  50,  500  and  1000. 
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An  eminent  role  in 
medical  practice 


• Clinicians  throughout  the  world  con- 
sider meprobamate  a therapeutic 
standard  in  the  management  of  anxi- 
ety and  tension. 

• The  high  safety-efficacy  ratio  of 
‘Miltown’  has  been  demonstrated  by 
more  than  a decade  of  clinical  use. 


Indications:  ‘Miltown’  (meprobamate)  is  ef- 
fective in  relief  of  anxiety  and  tension  states. 
Also  as  adjunctive  therapy  when  anxiety 
may  be  a causative  or  otherwise  disturbing 
factor.  Although  not  a hypnotic,  ‘Miltown’ 
fosters  normal  sleep  through  both  its  anti- 
anxiety and  muscle-relaxant  properties. 
Contraindications:  Previous  allergic  or  idio- 
syncratic reactions  to  meprobamate  or 
meprobamate-containing  drugs. 
Precautions:  Careful  supervision  of  dose 
and  amounts  prescribed  is  advised.  Consider 
possibility  of  dependence,  particularly  in  pa- 
tients with  history  of  drug  or  alcohol  addic- 
tion; withdraw  gradually  after  use  for  weeks 
or  months  at  excessive  dosage.  Abrupt  with- 
drawal may  precipitate  recurrence  of  pre- 
existing symptoms,  or  withdrawal  reactions 
including,  rarely,  epileptiform  seizures. 
Should  meprobamate  cause  drowsiness  or 
visual  disturbances,  the  dose  should  be  re- 
duced and  operation  of  motor  vehicles  or 
machinery  or  other  activity  requiring  alert- 
ness should  be  avoided  if  these  symptoms 
are  present.  Effects  of  excessive  alcohol  may 


Miltown8 

(meprobamate) 

possibly  be  increased  by  meprobamate. 
Grand  mal  seizures  may  be  precipitated  in 
persons  suffering  from  both  grand  and  petit 
mal.  Prescribe  cautiously  and  in  small  quan- 
tities to  patients  with  suicidal  tendencies. 

Side  effects:  Drowsiness  may  occur  and, 
rarely,  ataxia,  usually  controlled  by  decreas- 
ing the  dose.  Allergic  or  idiosyncratic  re- 
actions are  rare,  generally  developing  after 
one  to  four  doses.  Mild  reactions  are  char- 
acterized by  an  urticarial  or  erythematous, 
maculopapular  rash.  Acute  nonthrombocy- 
topenic purpura  with  peripheral  edema  and 
fever,  transient  leukopenia,  and  a single 
case  of  fatal  bullous  dermatitis  after  admin- 
istration of  meprobamate  and  prednisolone 
have  been  reported.  More  severe  and  very 


rare  cases  of  hypersensitivity  may  produce 
fever,  chills,  fainting  spells,  angioneurotic 
edema,  bronchial  spasms,  hypotensive  crises 
(1  fatal  case),  anuria,  anaphylaxis,  stoma- 
titis and  proctitis.  Treatment  should  be 
symptomatic  in  such  cases,  and  the  drug 
should  not  be  reinstituted.  Isolated  cases  of 
agranulocytosis,  thrombocytopenic  purpura, 
and  a single  fatal  instance  of  aplastic  ane- 
mia have  been  reported,  but  only  when  other 
drugs  known  to  elicit  these  conditions  were 
given  concomitantly.  Fast  EEG  activity  has 
been  reported,  usually  after  excessive  me- 
probamate dosage.  Suicidal  attempts  may 
produce  lethargy,  stupor,  ataxia,  coma, 
shock,  vasomotor  and  respiratory  collapse. 
Usual  adult  dosage:  One  or  two  400  mg. 
tablets  three  times  daily.  Doses  above  2400 
mg.  daily  are  not  recommended. 


Supplied:  In  two  strengths:  400  mg.  scored 
tablets  and  200  mg.  coated  tablets. 

Before  prescribing,  consult  package  circular . 
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For  your  hospitalized  patient- 

before  the 
"point  of  no  return"* 1 


Kant  rex 

(kanamycin  sulfate) 

Injection 

rapid  bactericidal  action  in  many  of  the  most  troublesome  Gram-negative  infections 

When  instituted  before  the  "point  of  no  return"1  that  threatens  in  every  severe 
infection,  therapy  with  Kantrex  can  prevent  the  development  of  bacteremic  shock  with 
its  attendant  high  mortality. 

The  specific  bactericidal  activity  of  Kantrex  in  blood,  tissue,  and  urine  eradicates 
the  causative  organism,  not  merely  suppresses  it.2  As  evidence  of  its  remarkable 
effectiveness,  Kantrex  cured  or  improved  79.6%  of  729  Gram-negative 
infections  throughout  the  body.3  Among  Gram-negative  isolates,*  81.8% 
of  413  were  clinically  controlled  by  Kantrex:3 

Total  Good  Response  Poor  Response 


A.  aerogenes 

76 

68 

8 

E.  coli 

161 

135 

26 

Klebsiella 

15 

11 

4 

Proteus 

142 

109 

33 

Paracolon 

19 

15 

4 

413 338  (81.8%)  75 


Of  1,815  patients  studied,  severe  renal  toxicity  was  observed 
in  less  than  1%  (16  patients),  ototoxicity  of  any  degree  in  less 
than  5%  (90  patients),  and  severe  ototoxicity  in  only  1.7% 

(31  patients).3 

The  risk  of  untoward  reactions  with  Kantrex  Injection  ther- 
apy can  be  minimized  by  observing  the  following  guidelines: 

1.  Avoid  higher-than-recommended  dosage  and  overly- 
prolonged  use. 

2.  Monitor  renal  function. 

3.  Carefully  adjust  dosage  for  patients  with  impaired  renal  function 
or  those  receiving  concurrent  therapy  with  other  potentially  ototoxic  agents. 

*The  evaluated  organisms  represent  those  most  frequently  causative  in  Gram-negative  infections. 

Pseudomonas  is  not  included  inasmuch  as  Kantrex  is  not  specifically  recommended  for  this  organism. 


Now  Available: 

New  Kantrex 
Pediatric  Injection 

in  2 ml.  vials  (75  mg./ vial). 


Illustration  adapted  from  a copper  engraving, 
which  had  its  origin  in 

DeHumani  Corporis  Fabrica,  . T ..  . ,.  , , 

.,  . . _.,/  l , , . , ,,  per  day  I. M.  in  divided  dosage 

the  classic  16th  century  work  by  Andreas  Vesahus, 

the  noted  Flemish  anatomist. 


References:  1.  Foster,  F.P.:  Postgrad.  Med. 
33:32  (Jan.)  1963.  2.  Yow,  E.M.:  Minnesota 
Med.  47:40  (Jan.)  1964.  3.  A Comprehensive 
Analysis  of  Published  Clinical  Experience  in  1,861 
Bacterial  Infections— 1,815  Patients. 

BRISTOL  THERAPEUTIC  SUMMARY:  For  com- 
plete information  consult  Official  Package  Circular. 
Effectiveness:  Broad  clinical  experience  has  estab- 
lished the  effectiveness  of  kanamycin  injection  in 
infections  caused  by  susceptible  organisms  which  in- 
clude E.  coli  and  other  coliforms,  A.  aerogenes,  Shi- 
gella, Salmonella,  K.  pneumoniae,  many  strains  of 
Proteus,  the  Neisseria,  Staphylococci  and  others.  Side 
Effects:  Renal  irritation  evidenced  by  urinary  casts,  albu- 
min, or  blood  cells  may  occur  during  therapy,  but  is  re- 
versible and  does  not  necessarily  indicate  that  therapy  should 
be  stopped.  Skin  eruptions  during  therapy  have  been  noted 
rarely.  Superinfections  with  nonsusceptible  organisms  may 
develop  during  therapy.  Precautions:  Patients  receiving  more 
than  20  Gm.  of  kanamycin  should  be  carefully  observed  for 
signs  of  eighth  nerve  damage  (ototoxicity).  In  patients  with 
impaired  kidney  function,  the  risk  of  severe  ototoxic  reaction 
which  may  result  in  permanent  deafness  is  sharply  increased.  In 
such  cases  the  dosage  should  be  reduced  and  the  interval  between 
doses  should  be  lengthened.  If  there  is  evidence  of  nitrogen  retention 
(increasing  NPN,  BUN,  creatinine  or  oliguria)  during  therapy,  the  dosage 
should  be  stopped  and  the  hearing  checked.  Previous  therapy  with  poten- 
tially ototoxic  drugs  may  increase  the  risk  of  ototoxicity  with  kanamycin  ther- 
apy. Usual  Dose:  15  mg. /kg. 


preferably  at  12-hour  intervals. 


^ BRISTOL 


BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Co. 
Syracuse,  New  York 


Medical  Meetings 


Psychiatrist  talks  on  difficult  patient 

“The  Angry  Patient”  will  be  the  subject  of  a 
talk  given  by  Franz  Reichsman,  M.D.,  sched- 
uled for  January  7,  1966,  from  10 : 00  to 
11:30  a.m.  in  the  “E”  Building  auditorium, 
Kings  County  Hospital,  451  Clarkson  Avenue, 
Brooklyn,  New  York.  Dr.  Reichsman  is  a 
professor  of  psychiatry  (assigned  to  the  De- 
partment of  Medicine)  at  Downstate  Medical 
Center. 


Salmonella  infection  subject  of  seminar 

A seminar  on  salmonellosis  will  be  held 
January  12,  1966,  from  1 : 00  to  5 : 00  p.m.  at  the 
Alumni  Hall  Auditorium,  New  York  University 
School  of  Medicine,  550  First  Avenue,  New  York 
City.  Morris  Schaeffer,  M.D.,  general  director, 
Bureau  of  Laboratories,  N.Y.C.  Health  Depart- 
ment, will  act  as  chairman.  Speaking  on  New 
Y ork  City  experiences  with  salmonellosis  with  be 
Tibor  Fodor,  M.D.,  director.  Bureau  of  Pre- 
ventable Diseases,  and  Henry  Vogel,  M.D., 
senior  bacteriologist,  Bureau  of  Laboratories, 
both  of  the  N.Y.C.  Health  Department. 
Participating  in  a panel  discussion  will  be 
Dr.  Joseph  W.  Winter,  director.  Salmonellosis 
Center,  Beth  Israel  Medical  Center,  and 
Edward  Hook,  M.D.,  professor  of  Medicine, 
Cornell  University  Medical  Center. 

Material  for  inclusion  in  the  medical  meetings  section  must 
be  received  six  weeks  prior  to  publication  date. 


Fetal  bacteremia  rarely  due 
to  maternal  bacteremia 

“Under  normal  obstetric  circumstances,  the 
fetal  bloodstream  is  rarely  contaminated  by 
bacteria,”  report  S.  C.  Robinson,  etal.  in  a recent 
issue  of  Obstetrics  and  Gynecology.  An  investiga- 
tion of  543  maternal  blood  cultures  revealed  only 
one  valid  instance  of  blood  stream  infection. 
In  this  case.  Streptococcus  viridans  was  cultured 
from  both  maternal  and  fetal  blood;  the  pla- 
centa did  not  bar  the  organism. 

Contamination  is  more  likely  in  prematurity, 
in  prolonged  labor,  and  with  prolonged  mem- 
brane rupture.  Yet  even  these  adverse  ob- 
stetric situations  do  not  usually  lead  to  bacterial 


Course  to  examine  diabetes  mellitus 

The  Kings  County  Chapter  of  the  American 
Academy  of  General  Practice  is  offering  a course 
in  “Present  Day  Concepts  in  Diabetes  Mellitus” 
as  a part  of  its  series  of  “How  and  Why  I 
Do  It,  So  You  Can  Do  It”  postgraduate  courses 
for  general  practitioners.  The  course  will 
consist  of  six  lectures  and  is  accepted  for  nine 
accredited  hours  by  the  American  Academy  of 
General  Practice.  It  will  be  given  January 
13  through  February  17,  1966,  on  Thursday 
.evenings  from  8:45  to  10 : 15  p.m.  at  the  Basic 
Science  Building  of  the  Downstate  Medical 
Center. 

For  additional  information  contact:  Ben- 

jamin J.  Rosenthal,  M.D.,  Chairman,  Educa- 
tion Committee,  152  Lincoln  Road,  Brooklyn, 
New  York  11225. 

Colorado  Medical  Society  holds  meeting 

The  31st  Midwinter  Clinical  Session  of  the 
Colorado  Medical  Society  will  meet  March  1 
through  3,  1966,  in  Denver,  Colorado.  Louis 
Heilman,  M.D.,  director,  Department  of  Gyne- 
cology and  Obstetrics,  Kings  County  Hospital 
Center,  will  be  among  the  guest  speakers.  There 
is  a $5.00  registration  fee,  but  interns  and  post- 
graduate residents  properly  accredited  by  their 
hospital  superintendents  may  attend  without 
charge. 

For  further  information  write:  Colorado 

Medical  Society,  809  East  18th  Avenue,  Denver, 
Colorado  80218. 


infection  of  the  fetal  blood. 

The  bacteria  which  do  infect  the  fetus  are 
generally  those  of  the  vagina.  These  bacteria 
somehow  manage  to  extend  through  the  cervix 
into  the  uterus  and  fetus.  Intact  membranes 
seem  to  act  as  a bacterial  barrier  except  in  long 
labor.  As  had  been  observed  in  other  studies, 
about  14  per  cent  of  the  cases  showed  inflamma- 
tion in  the  cord  or  amnion.  While  marked  in- 
flammation is  often  associated  with  an  abnormal 
obstetric  situation  and  a low  Apgar  score,  the 
cord  and  membranes  may  appear  inflamed  with- 
out evidence  of  bacterial  contamination. 

When  sections  of  cord  and  placenta  are  stained 
by  Gram’s  method,  bacteria  may  be  seen  in  the 
vessels  or  in  the  periphery.  But  bacteria  are 
not  usually  observed  in  the  tissues  where  poly- 
morphonucleocytes  may  appear. 
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Announcing 

EUTRON 

pargyline  hydrochloride  25  mg.  and  methyclothiazide  5 mg. 

for  control  of 
moderate  to  severe 
hypertension 


Unique  combination  produces  greater 
antihypertensive  effect  with  lower  doses 


I 


Eutron  is  the  combination  in  a single  tablet 
of  25  mg.  Eutonyl  (pargyline  hydrochlo- 
ride) and  5 mg.  Enduron  (methyclothia- 
zide). This  combination  produces  greater 
therapeutic  effect  than  that  of  either  com- 
ponent used  alone.  Side  effects  may  be 
milder,  too,  as  dosages  are  generally  lower. 
The  effective  dosage  is  usually  one  tablet 
once  daily.  Tablets  are  scored  for  greate 
dosage  flexibility. 


Each  Eutron  tablet  contains  two  proven  antihypertensives 
in  the  ratio  shown  to  be  most  effective  in  most  patients. 


TM—  TRADEMARK 


New  EUTROIM 

extends  your  range 
of  treatment  in 
moderate  to  severe 
hypertension 


A single  product 
you  can  use  even 
in  the  presence 
of  congestive  heart 
failure  or  edema 


Eight  out  of  10  patients  respond 

In  clinical  trials,  Eutron  produced  normo- 
tension  or  a significant  reduction  in  blood 
pressure  in  eight  out  of  10  patients  studied. 
The  rationale  for  the  product  is  this: 
Eutonyl  used  alone  is  a potent  antihyperten- 
sive. Its  antihypertensive  action  is  markedly 
enhanced  by  Enduron,  a potassium-sparing 
thiazide. 1,2,3  The  combination  (Eutron) 
thus  produces  greater  antihypertensive  ef- 
fect with  lower  dosages  of  the  Eutonyl  com- 
ponent, and  milder  side  effects  may  be  seen. 


1.  Torosdag,  S.,  Schvartz,  N.,  Fletcher,  L.,  Fertig,  H., 
Schwartz,  M.  S.,  Quan,  R.  F.  B.,  and  Bryant,  J.  M., 
Pargyline  Hydrochloride  as  an  Antihypertensive  Agent 
With  and  Without  A Thiazide,  Am.  J.  Cardiol.,  12:822, 
Dec.,  1963. 

2.  Pollack,  P.  J.,  Pargyline  Hydrochloride  and  Meth- 
yclothiazide  Combined  In  The  Treatment  of  Hyperten- 
sion, Cur.  Thera.  Res.,  7:10,  Jan.,  1965. 

3.  Bryant,  J.  M.  et  al..  Antihypertensive  Properties  of 
Pargyline  Hydrochloride,  New  Non-Hydrazine  Mono- 
amine Oxidase  Inhibitor  Compared  with  Sulphonamide 
Diuretics,  J.A.M.A.,  178;  406,  Oct.,  1961. 


BP  reductions  in  the  recumbent  and  sitting  posi- 
tions often  are  nearly  as  great  as  in  the  standing. 
In  clinical  trials,  the  average  recumbent  BP 
reduction  was  36/18  mm.  Hg. 


The  average  standing  reduction  in  clinical  trials 
was  45/22  mm.  Hg.  Thus  the  difference  between 
the  standing  and  recumbent  readings  was  only 
9/4  mm.  Hg. 


Significantly  lowers 
blood  pressure  in  all 
body  positions; 
less  likelihood  of 
orthostatic  hypotension 

In  clinical  trials,  the  average  reduction  in 
standing  blood  pressure  was  45/22  mm. 
Hg.;  in  the  sitting  position  it  was  48/20 
mm.  Hg.;  and  in  the  recumbent  position, 
36/18  mm.  Hg. 

Because  Eutron  effectively  reduces  blood 
pressure  in  all  body  positions,  there  is  re- 
duced likelihood  of  orthostatic  symptoms 
or  hypotension. 

This  was  reflected  in  the  relatively  mild 
character  of  side  effects  seen  in  clinical  trials 
(see  below). 

Smooth  and  gradual  onset 

Onset  of  antihypertensive  action  is  usually 
quite  smooth.  Initial  reduction  of  systolic 
and  diastolic  readings  is  usually  seen  within 
a week  — maximum  reduction  in  seven  to 
ten  days. 

Less  troublesome 
side  effects  may  be 
seen;  frequent 
improvement  in 
“sense  of  well-being” 

Fewer  than  1 % of  patients  studied  discon- 
tinued Eutron  therapy  because  of  side  ef- 
fects. This  is  due  in  part  to  the  relatively  low 
dosage  needed  with  the  combination.  Usual 
recommended  dose  is  one  tablet  daily— that 
is,  25  mg.  Eutonyl  with  5 mg.  Enduron.  This 
is  about  half  the  usual  therapeutic  dose  of 
Eutonyl  given  alone.  As  a consequence  side 
effects  may  be  milder.  And,  as  with  Eutonyl 
given  alone,  the  patient  may  well  note  an 
increased  sense  of  well  being. 

This  is  in  distinct  contrast  to  most 
other  antihypertensive  therapy. 


Prescribing 
information  for 

EUTROIM 


INDICATIONS:  Eutron  (pargyline  hydrochlo- 
ride and  methyclothiazide)  is  indicated  in  the 
treatment  of  patients  with  moderate  to  severe 
hypertension,  especially  those  with  severe  dias- 
tolic hypertension.  It  is  not  recommended  for 
use  in  patients  with  mild  or  labile  hypertension 
amenable  to  therapy  with  sedatives  and/or 
thiazide  diuretics  alone. 


CONTRAINDICATIONS:  Eutron  is  contrain- 
dicated in  patients  with  pheochromocytoma, 
advanced  renal  disease,  paranoid  schizophre- 
nia and  hyperthyroidism.  Until  further  expe- 
rience is  gained  it  cannot  be  recommended 
for  use  in  patients  with  malignant  hyperten- 
sion, children  (under  12  years  of  age),  or 
pregnant  patients. 

The  concomitant  use  of  the  following  is 
contraindicated:  other  monoamine  oxidase  in- 
hibitors; parenteral  forms  of  reserpine  or 
guanethidine;  sympathomimetic  drugs;  foods 
high  in  tyramine  such  as  cheese;  imipramine 
and  amitriptyline,  or  similar  antidepressants; 
methyldopa.  A drug-free  interval  of  two  weeks 
should  separate  therapy  and  use  of  these 
agents. 


WARNINGS:  Pargyline  hydrochloride  is  a 
monoamine  oxidase  inhibitor.  Patients  should 
be  warned  against  eating  cheese,  and  using 
alcohol,  proprietary  drugs  or  other  medication 
without  the  knowledge  of  the  physician.  When 
it  is  necessary  to  administer  alcohol,  narcotics 
(notably  meperidine),  antihistamines,  anesthet- 
ics, barbiturates  and  other  hypnotics,  sedatives, 
tranquilizers,  or  caffeine,  these  agents  can  be 
used  cautiously  at  a dosage  of  V*  to  Vs  the 
usual  amount.  Avoid  parenteral  administra- 
tion where  possible.  Withdraw  pargyline  two 
weeks  before  elective  surgery. 

Patients  should  be  warned  about  the  possi- 
bility of  postural  orthostatic  hypotension. 
Those  with  angina  or  other  evidence  of  cor- 
onary disease  should  not  increase  physical 
activity.  Pargyline  may  lower  blood  sugar. 
Potassium  depletion  is  unlikely  at  the  recom- 
mended dosage,  but  if  it  occurs,  adjust  dosage 
or  withdraw  or  provide  added  natural  food 
sources  of  potassium;  potassium  tablets  should 
be  avoided  wherever  possible,  as  bleeding  or 
obstructive  ulceration  of  the  small  bowel  has 


been  associated  with  their  use;  potassium 
levels  should  be  especially  watched  if  the  pa- 
tient is  on  digitalis  or  steroids,  or  if  hepatic 
coma  is  impending. 


PRECAUTIONS:  When  determining  the  anti- 
hypertensive effect  of  Eutron,  blood  pressure 
should  be  measured  while  the  patient  is  stand- 
ing. Use  with  caution  in  hyperactive  or  hyper- 
excitable  persons.  Such  persons  may  show  in- 
creased restlessness  and  agitation.  Withdraw 
drug  during  acute  febrile  illness.  Watch  pa- 
tients with  impaired  renal  function  for  in- 
creasing drug  effects  or  elevation  of  BUN 
and  other  evidence  of  progressive  renal  fail- 
ure; withdraw  drug  if  such  alterations  persist 
and  progress.  Pargyline  has  not  been  shown 
to  cause  damage  to  body  organs  or  systems. 
As  with  all  new  drugs,  complete  blood  counts, 
urinalyses,  and  liver  function  tests  should  be 
performed  periodically.  The  drug  should  be 
used  with  caution  in  patients  with  liver  dys- 
function. With  prolonged  therapy,  examine 
patients  for  change  in  color  perception,  visual 
fields,  and  fundi. 

Elevated  blood  urea  nitrogen,  serum  uric 
acid  or  blood  sugar  are  possibilities  attribut- 
able to  the  methyclothiazide  in  Eutron.  Me- 
thyclothiazide may  also  reduce  arterial  re- 
sponse to  pressor  amines.  Blood  dyscrasias, 
including  thrombocytopemia  with  purpura, 
agranulocytosis  and  aplastic  anemia,  have  been 
seen  with  thiazide  drugs. 


SIDE  EFFECTS:  The  use  of  pargyline  may 
be  associated  with  orthostatic  hypotension. 
Mild  constipation,  slight  edema,  dry  mouth, 
sweating,  increased  appetite,  arthralgia,  nausea 
and  vomiting,  headache,  insomnia,  difficulty  in 
micturition,  nightmares,  impotence,  delayed 
ejaculation,  rash,  and  purpura  have  been  en- 
countered with  pargyline.  Hyperexcitability,  in- 
creased neuromuscular  activity  (muscle  twitch- 
ing) and  other  extra-pyramidal  symptoms  have 
been  reported.  Drug  fever  is  extremely  rare. 
Congestive  heart  failure  has  been  reported  in 
a few  patients  with  reduced  cardiac  reserve. 
Nocturia  has  been  observed  with  the  combina- 
tion. If  side  effects  persist,  despite 
symptomatic  therapy  or  reduction 
of  the  dose,  discontinue  the  drug. 
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the  difference  between  cough  and  relief 


Benyliir  Expectorant 

Each  fluidounce  contains:  80  mg.  Benadryl®  (diphenhydramine  hy- 
drochloride, Parke-Davis);  12  grains  ammonium  chloride;  5 grains 
sodium  citrate;  2 grains  chloroform;  1/10  grain  menthol;  and  5 
per  cent  alcohol. 

for  relief  of  coughs  due  to  colds  or  allergy 

PRECAUTIONS:  Persons  who  have  become  drowsy  on  this  or  other  antihista- 
mine-containing drugs,  or  whose  tolerance  is  not  known,  should  not  drive 
vehicles  or  engage  in  other  activities  requiring  keen  response  while  using  this 
preparation.  Hypnotics,  sedatives,  or  tranquilizers,  if  used  with  BENYLIN 
EXPECTORANT,  should  be  prescribed  with  caution  because  of  possible  additive 
effect.  Diphenhydramine  has  an  atropine-like  action  which  should  be  consid- 
ered when  prescribing  BENYLIN  EXPECTORANT.  PACKAGING:  Bottles  of  4 oz., 

16  oz.,  and  1 gallon  72165 

PARKE-DAVIS 


PARKE,  DAVIS  & COMPANY,  Detroit,  Michigan  48232 
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for  tranquility  in  the  geriatric  syndrome 


No  age  is  exempt  from  anxiety,  but  emotional  resiliency 
tends  to  run  especially  low  in  the  later  years.  For  elderly 
patients,  such  events  as  death  of  a spouse,  decline  in 
physical  health,  change  of  environment,  or  loss  of 
financial  security  may  come  as  overwhelming  burdens. 

When  your  geriatric  patient  responds  to  such  problems 
with  anxiety,  you  can  counteract  the  emotional  distress 
promptly  with  Atarax,  the  unique  and  effective  tran- 
quilizer. Atarax  is  particularly  suitable  for  the  elderly 
because,  with  its  outstanding  safety  record,  there  is 
usually  no  need  to  lower  the  dosage  as  is  the  case  with 


many  other  tranquilizers;  the  suggested  optimal  dos- 
age for  geriatric  patients  is  50  mg.,  q.i.d.  Atarax  can  be 
used  concomitantly  with  many  other  drugs,  including 
digitalis;  and  it  is  helpful  in  relieving  nervousness  asso- 
ciated with  many  organic  diseases  common  to  old  age. 
The  variety  of  dosage  forms  permits  flexibility  of  ad- 
ministration to  suit  convenience,  patient  preference,  or 
special  requirements. 

...In  any  condition  where  tissue  depletion  of  the  water- 
soluble  vitamins  is  found,  Rx  RoeriBeC®  therapeutic  B 
complex  with  500  mg.  of  vitamin  C. 


optimal  dosage/optimal  results 


71T7I R7IX® 

(hydroxyzine  HCI) 


J.  B.  Roerig  and  Company 
Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World's  Well-Being® 
New  York,  New  York  10017 


tablets,  syrup,  parenteral 


I Precautions  and  adverse  reactions:  The  transitory  drowsiness  which 
i may  occur  with  hydroxyzine  HCI  usually  disappears  spontaneously 
' in  a few  days  with  continued  therapy,  or  is  correctable  by  dosage 
reduction.  Dryness  of  the  mouth  may  be  seen  with  higher  doses. 

! Involuntary  motor  activity,  including  rare  instances  of  tremor  and 
convulsions,  has  been  reported,  usually  on  higher  than  recom- 
| mended  dosage.  Hydroxyzine  HCI  may  potentiate  barbiturates, 
narcotics  such  as  meperidine,  and  other  CNS  depressants.  In  con- 
junctive use,  dosage  for  these  drugs  should  be  decreased.  Because 
drowsiness  may  occur,  patients  should  be  cautioned  against  driv- 
| ing  a car  or  operating  dangerous  machinery.  Parenteral  Solution 
Precautions  and  contraindications:  This  dosage  form  is  intended 
only  for  I.M.  or  I.V.  administration  and  should  not  under  any  cir- 
; cumstances  be  injected  subcutaneously  or  intra-arterially.  When 
the  usual  precautions  for  I.M.  injection  have  been  followed,  re- 
ports of  soft  tissue  reactions  have  been  rare.  Due  to  infrequent 
! phlebitis  and,  rarely,  reversible  hemolysis  with  hemoglobinuria, 

I resulting  from  too  rapid  intravenous  administration  of  the  solution, 

| I.V.  administration  should  be  slow,  no  faster  than  25. mg.  per  min- 
j ute,  and  should  not  exceed  100  mg.  in  any  single  dose.  Particular 
care  should  be  used  to  insure  injection  only  into  intact  veins,-  a 
few  instances  of  digital  gangrene  occurring  distal  to  the  injection 
site  have  been  attributed  to  inadvertent  intra-arterial  injection  or 
periarterial  extravasation,  both  of  which  should  be  : . o dec 


Abstracts 


Hecht,  A.:  Idiopathic  hypertrophic  osteo- 

| arthropathy,  New  York  State  J.  Med.  65: 

| 3038  (Dec.  15)  1965. 

Primary  and  secondary  hypertrophic  osteo- 
! arthropathy  consist  of  digital  clubbing,  perios- 
teal hypertrophy  of  the  long  bones  of  the  ex- 
tremities, thickening  of  the  skin  of  the  face  and 
head,  and  sometimes  gynecomastia,  not  all 
parts  of  the  syndrome  occurring  at  the  same  time 
or  in  the  same  individual.  Primary  hyper- 
trophic osteoarthropathy  typically  occurs  in 
males,  often  with  familial  history,  fully  develop- 
ing between  the  ages  of  thirteen  and  twenty- 
two  years  without  further  change  thereafter. 
Secondary  hypertrophic  osteoarthropathy  oc- 
curs most  commonly  in  relationship  to  various 
j intrathoracic  diseases,  particularly  lung  cancer, 

| and  recedes  on  treatment  of  the  causative  > 
abnormality. 

Bowman,  F.  O.,  Jr.,  and  Malm,  J.  R.: 

Prosthetic  valve  replacement  for  acquired 
heart  disease.  New  York  State  J.  Med.  65: 
3045  (Dec.  15)  1985. 

A study  was  made  of  174  operations  for  ac- 
quired valvular  heart  disease;  of  these  137 
patients  had  1 or  more  prosthetic  valves  im- 
planted. The  over-all  mortality  rate  of  20 
per  cent  was  reduced  in  the  last  year  to  15  per 
cent.  Technics  of  valvuloplasty  in  the  aortic 
lesions  have  been  abandoned  in  favor  of  valve 
replacement.  The  2 major  problems  with  ball- 
valve  prostheses  are  infection  and  thrombo- 
embolism, although  changes  in  technic  and  anti- 
biotic therapy  have  reduced  the  danger  of 
infection. 

. 

Norris,  C.  M.:  Laryngeal  and  bronchial  ob- 
struction in  children,  New  York  State  J. 
Med.  65:  3049  (Dec.  15)  1965. 

Bronchoscopy  as  performed  today  and  with 
proper  technic  carries  little  hazard.  It  may  be 
required  in  the  newborn  infant  and  younger 
child  under  the  following  circumstances:  (1) 
wheezing  or  persistent  cough,  (2)  physical 
signs  of  localized  or  unilateral  impairment  of 
aeration  or  persisting  or  recurring  penumonitis, 

(3)  roentgen  evidence  of  localized  or  unilateral 
inequality  of  aeration  (notably  obstructive 
emphysema),  (4)  localized  abnormal  densities 
as  seen  on  x-ray  film  (persisting  “pneumonitis,  ” 
atelectasis),  and  (5)  presence  of  an  opaque 
foreign  body  as  seen  on  x-ray  examination. 


Medical  News 


A.M.A.  outlines  plan  for  efficacious 
emergency  department  procedure 

A sample  agreement  for  the  operation  of  a 
hospital  emergency  department  by  a partner- 
ship of  physicians  on  the  medical  staff  has  been 
prepared  by  the  American  Medical  Association. 
Developed  by  A.M.A.’s  Department  of  Law 
in  cooperation  with  the  Department  of  Hospitals 
and  Medical  Facilities,  the  sample  contract 
was  prepared  in  response  to  numerous  requests 
for  assistance  from  hospital  medical  staffs  that 
have  found  it  difficult  to  provide  staffing  through 
voluntary  arrangements. 

The  sample  agreement  calls  for  the  partner- 
ship to  provide  the  services  of  a licensed  phy- 
sician in  the  emergency  department  on  a con- 
tinuous, uninterrupted  basis,  twenty-four  hours 
a day,  seven  days  a week.  Responsibilities 
of  the  hospital  to  provide  adequate  space, 
equipment  and  supplies,  maintenance,  nursing, 
and  other  nonphysician  services  are  set  forth. 

Members  of  the  partnership  and  its  physician- 
employes  would  be  prohibited  from  maintaining 
a private  office  within  a specified  radius  of  the 
hospital  or  from  treating  patients  outside  the 
hospital  within  this  radius  except  in  cases  of 
emergency.  Services  rendered  by  the  partner- 
ship would  be  limited  to  emergency  treatment. 
Follow-up  care  would  have  to  be  referred  to 
the  patient’s  personal  physician  or,  where  the 
patient  had  no  personal  doctor,  to  members  of 
the  attending  staff  on  a rotation  basis.  Pro- 
cedures are  established  for  the  collection  and  re- 
mission of  all  physician’s  fees  in  a manner  con- 
sonant with  generally  accepted  ethical  prin- 
ciples. Other  matters  treated  in  the  sample 
agreement  include:  professional  courtesy,  medi- 
cal records,  ethics  and  standards,  policies  and 
procedures,  and  liability  insurance. 

Copies  of  the  sample  agreement  are  available 
from  the  Department  of  Hospitals  and  Medical 
Facilities,  American  Medical  Association,  535 
North  Dearborn  Street,  Chicago,  Illinois  60610. 

New  strategy  to  combat  nursing  shortage 

Many  registered  nurses  are  “tired  of  retire- 
ment” and  will  return  to  their  profession  if  the 
program  and  working  conditions  are  attractive. 

A recruitment  campaign  by  the  A.  Holly 
Patterson  Home  for  Nassau  County  Aged  and 
Infirm  was  aimed  at  attracting  the  nurses  who 
left  the  field  within  the  last  ten  years.  Re- 
kindling the  former  nurse’s  interest  in  nursing, 
with  specific  emphasis  on  the  elderly,  was  the 
primary  objective  in  the  recruiting  drive  which 

Material  for  inclusion  in  the  medical  news  section  must  be 
received  six  weeks  prior  to  publication  date. 


covered  an  area  of  1.4  million  population  near 
New  York  City. 

Part-time  schedules  on  a per  day  or  hourly 
rate  proved  to  be  an  attraction  for  the  nurses; 
and  for  those  who  were  raising  families,  the 
nearby  nursery  school  facilities  helped  solve 
the  preschool  problems.  Naturally,  the  salary 
scale  had  to  be  made  inviting  and  competitive, 
and  it  was.  The  education  workshops  proved 
that  the  nurses  could  come  back  without  an 
extensive  retraining  period.  The  result:  110 

nurses  came  out  of  retirement  within  a year  to 
fill  the  professional  staff  requirements,  and  70 
per  cent  were  hired  on  less  than  a forty-hour- 
week  schedule. 

Today,  nearly  a year  later,  the  900-bed  A. 
Holly  Patterson  Home  has  a larger  staff  of 
registered  nurses  than  many  average-sized 
hospitals  on  Long  Island. 

Essay  contest  encourages 
blending  of  science  and  humanities 

The  William  Osier  Medal  of  the  American 
Association  for  the  History  of  Medicine  is 
awarded  for  the  best  unpublished  essay  on  a 
medico-historical  subject  written  by  a student 
in  one  of  the  medical  schools  in  the  United 
States  or  Canada.  All  students  who  are 
candidates  for  the  degree  of  Doctor  of  Medicine 
or  who  graduated  in  1965  are  eligible.  This 
medal,  first  awarded  in  1942,  commemorates  the 
physician,  Sir  William  Osier,  who  stimulated  an 
interest  in  the  humanities  among  students 
and  physicians  alike. 

Essays  should  demonstrate  either  original 
research  or  an  unusual  appreciation  and  under- 
standing of  a medico-historical  problem.  Maxi- 
mum length  is  10,000  words.  The  prize- 
winning essay  will  be  submitted  to  the  Editorial 
Committee  of  the  Association,  which  may  recom- 
mend it  for  publication  in  the  Bulletin  of  the 
History  of  Medicine. 

Essays  must  be  submitted  by  March  23, 
1966,  to  William  K.  Beatty,  Chairman,  Osier 
Medal  Committee,  Northwestern  University 
Medical  School,  303  East  Chicago  Avenue, 
Chicago,  Illinois  60611. 

Personalities 

Elected.  As  officers  of  the  Kings  County 
Radiological  Society  for  the  1965-1966  session: 
Abraham  Berens,  M.D.,  president;  Stanley 
Dannenberg,  M.D.,  vice-president;  Sidney 
Hendler,  M.D.,  secretary- treasurer;  and  Aaron 
Tolk,  M.D.,  delegate  to  the  New  York  State 

continued,  on  page  2993 
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MINIMIZE  THIS  PROGRESSION... 


ORAL  ELIXOPHYLLIN 

Each  15  cc.  contains  theophylline  80  mg.;  alcohol  3 cc. 


In  chronic,  severe  emphysematous  disease 
“Bronchodilators  continue  to  be  the  most 
useful  tool.,,1 

By  providing  consistently  effective 
bronchodilation  some  of  the  causes  of 
tissue  damage  can  be  minimized  and  the 
progression  toward  intractable  emphy- 
sema may  be  retarded. 

In  a recent  study2  Elixophyllin  was 
found  to  maintain  therapeutic  serum 
theophylline  levels  with  recommended 
t.i.d.  dosage. 

For  the  first  time  these  serum  levels  were 
correlated  in  the  same  patients  with  dis- 
tinct clinical  improvement  and  significant 


increases  in  three  pulmonary  functions  as 
revealed  by  Timed  Vital  Capacity,  Total 
Vital  Capacity  and  Maximum  Breathing 
Capacity  tests. 

Elixophyllin  dosage  for  sustained  bronchodilation 

Adults:  45  cc.  doses  before  breakfast,  at  3:00  P.M. 
and  before  retiring;  after  two  days,  30  cc.  doses. 

Unusually  well  tolerated.  Does  not  contain 
adrenergics.  May  be  contraindicated  in  peptic 
ulcer  and  gout. 

1.  Boren,  H.  G.:  M.  Clin.  North  America  43:48  (Jan.)  1959. 

2.  Jackson.  R.  H..  et  al.:  Dis.  Chest  45:75-85  (Jan.)  1964. 
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continued  from  page  2990 

Radiological  Society  ...  As  officers  of  the 
American  Public  Health  Association:  Milton 

Terris,  M.D.,  professor  of  preventive  medicine 
at  New  York  Medical  College,  president-elect; 
and  D.  John  Lauer,  M.D.,  medical  director  of 
International  Telephone  and  Telegraph  Com- 
pany, New  York  City,  re-elected  treasurer. 

Appointed.  As  new  staff  members  in  New 
York  State  Department  of  Health’s  Office  of 
Epidemiology:  George  Paul  Kenyon,  M.D., 

health  commissioner  in  Columbia  County  since 


1963,  associate  public  health  physician;  and 
Joseph  B.  Robinson,  M.D.,  executive  secretary 
of  the  State  Academy  of  General  Practice,  as 
senior  public  health  physician. 

Awarded.  Herbert  E.  Klarman,  Pb.D.,  pro- 
fessor of  public  health  administration,  Johns 
Hopkins  University,  the  first  annual  Norman  A. 
Welch,  M.D.,  Memorial  Award  during  the 
Annual  Program  Conference  of  the  National 
Association  of  Blue  Shield  Plans  in  Chicago. 
Dr.  Klarman  won  the  award  for  his  book, 
Economics  of  Health. 


Abstracts  in  Interlingua 


Hecht,  A.:  Idiopathic  osteoarthropathia  hy- 

pertrophic ( anglese ),  New  York  State  J.  Med. 
65:  3038  (15  de  decembre)  1965. 

Primari  e secundari  osteoarthropathia  hyper- 
trophic consiste  de  fustiformation  digital,  hy- 
pertrophia  periosteal  del  ossos  longe  in  le  ex- 
tremitates,  de  spissification  del  pelle  de  facie  e 
capite,  e — a vices — de  gynecomastia,  con  le 
qualification  que  non  omne  elementos  del  syn- 
drome occurre  al  mesme  tempore  o in  le  mesme 
individuo.  Primari  osteoarthropathia  hyper- 
trophic occurre  typicamente  in  masculos — fre- 
quentemente  con  antecedentes  familial — e 
attinge  su  complete  disveloppamento  inter  le 
etates  de  dece-tres  e vinti-duo  annos,  sin  subse- 
quente  alterationes  additional.  Secundari  osteo- 
arthropathia hypertrophic  occurre  le  plus  com- 
munmente  in  relation  con  varie  morbos  intra- 
thoracic,  particular mente  cancere  pulmonar,  e 
recede  con  le  tractamento  del  anormalitate 
causative. 

Bowman,  F.  O.,  Jr.,  e Malm,  J.  R.:  Pros- 

thetic reimplaciamento  de  valvulas  in  acquirite 
morbo  cardiac  {anglese),  New  York  State  J. 
Med.  65:  3045  (15  de  decembre)  1965. 

Esseva  revistate  174  casos  de  chirurgia  pro 
acquirite  morbo  de  valvula  cardiac.  Se  trovava 
in  le  serie  137  patientes  con  implantation  de  un 


o plure  valvulas  prosthetic.  Le  mortalitate 
total  esseva  20  pro  cento,  sed  in  le  anno  passate 
le  mortalitate  esseva  15  pro  cento.  Technicas 
de  valvuloplastia  in  casos  de  lesion  aortic  ha 
essite  abandonate  in  favor  de  reimplaciamento 
valvular.  Le  duo  major  problemas  in  pros- 
thetic valvulas  a globo  es  infection  e thrombo- 
embolismo,  ben  que  alterationes  in  le  technicas 
insimul  con  le  uso  therapeutic  de  antibioticos  ha 
resultate  in  un  reduction  del  risco  de  infection. 

Norris,  C.  M.:  Obstruction  laryngee  e bron- 

chial in  juveniles  {anglese).  New  York  State  J. 
Med.  65:  3049  (15  de  decembre)  1965. 

Le  bronchoscopia,  como  illo  es  effectuate  in 
nostre  dies,  es  pauco  hasardose,  providite  que  le 
appropriate  technicas  es  usate.  Su  uso  es  possi- 
bilemente  indicate  in  neonatos  e juveniles  de 
basse  etate  sub  le  sequente  circumstantias:  (1) 

persistente  tusse  o respiration  siflante,  (2)  signos 
physic  de  localmente  o unilateralmente  defective 
aeration  o persistente  o recurrente  pneumonitis, 
(3)  evidentia  roentgenographic  de  localisate  o 
unilateral  inequalitate  de  aeration  (notabile- 
mente  emphysema  obstructive),  (4)  localisate 
densitates  anormal  visibile  in  pelliculas  de  ratios 
X (persistente  “pneumonitis,”  atelectasia)  e (5) 
le  presen tia  de  un  opac  corpore  alien  notate  in  le 
examine  roentgenographic. 
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Medical  Society  of  the  State  of  New  York 

FEBRUARY  14  through  17,  1966 

The  Americana,  New  York  City 


SCIENTIFIC  PROGRAM 
SCIENTIFIC  EXHIBITS 
TECHNICAL  EXHIBITS 
HOUSE  OF  DELEGATES 
PRESIDENT’S  DINNER 
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The  little  gift  that  grows. 
And  grows. 

And  grows. 


U.  S.  Savings  Bonds  are  a gift  that 
never  stops  growing. 

Since  1941,  when  they  first  came 
into  the  world,  no  Series  E Savings 
Bond  has  ever  stopped  earning  money 
for  its  owner.  Which  may  be  one  of  the 
reasons  dollars  invested  in  Bonds  stay 
there  for  an  average  of  seven  years, 
even  though  Bonds  convert  easily  into 
cash  whenever  it’s  needed. 

And  who  knows  what  your  gift  will 
turn  into?  Maybe  tuition  for  college.  Or 
part  of  a down  payment  on  a new  home. 
Bonds  are  as  versatile  as  they  are  de- 
pendable. That’s  the  beauty  of  them. 

The  little  gift  that  grows  in  value 
also  helps  your  country  grow.  For 


Savings  Bonds  represent  a big  stake  in 
America’s  future — and  in  the  hope  for 
a world  that’s  truly  free. 

Bonds  come  in  many  convenient 
sizes,  starting  out  at  $18.75.  If  you’ve 
been  stumped  by  gift  decisions  for 
birthdays,  Bar  Mitzvahs,  Christmas  or 
christenings,  your  troubles  are  over. 

Give  the  one  to  grow  on.  And  on. 

And  on. 

Buy  E Bonds  for  growth 
— H Bonds  for  current  income 

Buy  U.S.  Savings  Bonds 

STAR-SPANGLED  SAVINGS  PLAN 
FOR  ALL  AMERICANS 


The  U.  S.  Government  does  not  pay  for  this  advertisement.  It  is  presented  as  a public 
service  in  cooperation  with  the  Treasury  Department  and  The  Advertising  Council. 
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MEDICAL  SOCIETY 


OF  THE  STATE 
OF  NEW  YORK 


WEDNESDAY 

FEBRUARY  16,  1966 


Annual  Dinner  Dance 

in  honor  of 

WARING  WILLIS,  M.D. 

President 


IMPERIAL  BALLROOM 
AMERICANA 
OF  NEW  YORK 

Seventh  Avenue 
and  52nd  Street 
New  York  City 


Reception  at  7 p.m. 
Superlative  Dinner 
Music  by  Ben  Cutler 
Dress  Optional 
Subscription  $20  Per  Person 


RESERVATION  BLANK 

make  checks  payable  to: 

Medical  Society  of  the  State  of  New  York 

750  Third  Avenue 

New  York,  New  York  10017 

Please  send tickets  for  the  Annual  Dinner  Dance  on  February  16,  1966. 

Enclosed  please  find  my  check  for . 


NAME 


ADDRESS 


Please  attach  guest  list 
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MEDICAL  SOCIETY 

of  the 

STATE  OF  NEW  YORK 


February  14-17,  1966 


at  the 

Americana  of  New  York 

New  York  City 


Highlights  • • • General  Sessions:  Newer  Diagnostic  Measures  in  Cardiology;  Medical 

Aspects  of  the  Treatment  of  Drug  Addiction;  Chronic  Respiratory  Diseases. 


• 24  Scientific  Sections  • Symposia  • Panel  Discussions  • Annual  Meeting  of  House  of  Delegates 

• President’s  Reception  and  Dinner  Dance  • Scientific  and  Technical  Exhibits  • Scientific  Motion  Pictures. 


160th 

Annual 


Convention 


Complete  & mail  this  form  to:  Reservations  Manager,  Americana  of  New  York. 


_ 


Americana 


OF  NEW  YORK  SEVENTH  AVENUE  at  52nd  ST.,  N.  Y.,  N.  Y.  10019 
TELETYPE  212-640-4894  TELEPHONE  (212)  LT1-1000 


Please  make  reservations  for 

persons 


NAME(S) 


PLEASE  CHECK  (/)  ACCOMODATIONS  DESIRED 

(All  rooms  subject  to  5%  New  York  City  Room  tax) 

SINGLE  BEDROOM  □ $12.00 

□ $14.00  □ $16.00  □ $17.00  □ $18.00 

□ $19.00  □ $20.00  □ $22.00  □ $23.00 

DOUBLE-BEDDED  ROOM  FOR  TWO  □ $14.00 


Address 

City Zone State 

A.M. 

Arrive:  Date AT P.M. 

(Reservations  held  only  until  6.00  PM- 
unless  later  arrival  is  indicated) 

Probable  Departure  Date 

THIS  FORM  SHOULD  BE  RECEIVED  BY 
HOTEL  TWO  WEEKS  PRIOR  TO  CONVENTION 


□ $16.00  □ $18.00  □ $19.00  □ $22.00 

TWIN-BEDDED  ROOM  FOR  TWO  □ $16.00 

□ $18.00  □ $20.00  □ $21.00  □ $22.00 

□ $23.00  □ $24.00  □ $26.00  □ $28.00 

STUDIO  ROOM  FOR  ONE 

□ $20.00  □ $22.00  □ $24.00 

STUDIO  ROOM  FOR  TWO 

□ $25.00  □ $26.00  □ $27.00  □ $28.00 

PARLOR  AND  ONE  BEDROOM 

□ $40.00  □ $44.00  □ $46.00  & UP 

PARLOR  AND  TWO  BEDROOMS 

□ $68.00  □ $74.00  □ $76.00  & UP 

NOTE:  If  a room  at  the  rate  requested  is  not  available, 
reservation  will  be  made  at  the  nearest  rate  possible 


MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 

February  14-17,  1966 


Month  in  Washington 


Federal  agencies  relaxed  regulations  on  the 
sale  of  ipecac,  ordered  warning  labels  on  certain 
antihistamines,  and  cracked  down  on  two  patent 
medicines. 

The  Food  and  Drug  Administration  decided 
that  the  ready  availability  of  ipecac  as  a poison 
remedy  outweighed  the  dangers  of  possible 
misuse  and  placed  it  back  on  the  list  of  drugs 
that  can  be  sold  over  the  counter  without  a 
prescription.  Since  ipecac  was  placed  on  a pre- 
scription-only basis  in  January,  1964,  the 
American  Medical  Association,  the  American 
Academy  of  Pediatrics,  and  the  Association  of 
Poison  Control  Centers  have  urged  that  the 
vomit-inducing  drug  be  returned  to  its  former 
status.  The  F.D.A. ’s  Bureau  of  Medicine 
told  the  American  Academy  of  Pediatrics 
in  Chicago  that  the  F.D.A.  decided  it  would  be 
in  the  public  interest  to  permit  ipecac  to  be 
sold  over  the  counter  in  1 -fluid-ounce  bottles 
with  special  warnings  on  dangers  of  its  misuse. 

The  F.D.A.  also  ruled  that  in  the  future  anti- 
histamines containing  meclizine,  cyclizine  hy- 
drochloride, and  chlorcyclizine  must  bear  labels 
warning  against  use  by  pregnant  women  without 
medical  advice.  However,  antihistamines  con- 
taining these  drugs  were  left  on  the  over-the- 
counter  list.  The  F.D.A.  said  massive  doses 
of  these  drugs  in  test  animals  had  produced 
congenital  abnormalities,  but  there  had  been  no 
evidence  that  the  drugs  caused  abnormalities 
in  human  babies.  Chas.  Pfizer  & Co.,  Inc., 
one  of  the  companies  that  manufacture  such 
antihistamines,  protested  the  decision  as  not 
being  “in  accordance  with  the  medical  facts.” 
A House  Government  Operations  Subcommittee 
headed  by  Representative  H.  L.  Fountain 
(Democrat,  North  Carolina)  recently  criticized 
the  F.D.A.  for  the  way  in  which  it  handled  the 
problem  of  these  antihistamines.  The  sub- 
committee contended  that  stronger  warnings 
were  needed  and  that  these  drugs  should  be 
prescription  items. 

The  F.D.A.  ordered  a halt  to  the  sale  of 
Alergimist  A and  B,  widely  advertised  as 
“cures”  for  hay  fever,  bronchial  asthma,  mi- 
graine headaches,  and  allergic  dermatitis. 
The  product  has  been  actively  promoted  through 
newspaper,  radio,  and  television  advertising 
without  having  been  passed  by  the  F.D.A. 
as  either  safe  or  effective.  The  product,  sold 
without  a prescription,  was  being  distributed  by 
the  Brunson  Corporation  of  Miami  Springs, 
Florida.  The  F.D.A.  said  the  same  concern 
previously  distributed  Allergimist  (with  two 

Prepared  by  the  Washington,  D.C.,  Office  of  the  American 
Medical  Association. 


l’s)  until  an  injunction  in  September,  1964,  was 
obtained  against  its  interstate  shipment. 

The  Federal  Trade  Commission  ordered  the 
J.  B.  Williams  Company,  Inc.,  New  York  City, 
to  stop  allegedly  misrepresenting  the  effective- 
ness of  Geritol  liquid  and  tablets.  The  Com- 
mission ruled  that  Geritol  television  commercials 
and  newspaper  advertisements  falsely  represent 
that  all  cases  of  tiredness,  loss  of  strength,  run- 
down feeling,  nervousness,  and  irritability  in- 
dicate a deficiency  of  iron  and  that  the  common, 
effective  remedy  for  these  symptoms  is  Geritol. 
The  F.T.C.  said  that  Geritol  is  not  beneficial 
except  in  the  small  minority  of  persons  whose 
tiredness  symptoms  are  caused  by  a deficiency 
of  iron  or  one  or  more  of  the  vitamins  contained 
in  the  preparation. 

* * * 

This  year  Congress  enacted  into  law  more  and 
farther-reaching  health  legislation  than  ever 
before.  Medicare  and  the  heart  disease,  can- 
cer, and  stroke  programs  topped  the  list  of 
such  legislation  enacted  into  law,  but  there  also 
were  other  important  new  health  programs 
authorized,  and  several  existing  ones  were  ex- 
panded. 

Approved  health  legislation  included: 

— -A  $787  million  aid  program  for  medical, 
pharmaceutic,  and  other  health  schools.  It 
authorized  for  the  first  time  Federal  scholar- 
ships for  students  and  operating  funds  for 
medical  schools. 

— A $105  million  program  of  aid  for  medical 
libraries. 

— A $250  million,  three-year  extension  of 
grants  for  construction  of  health  research 
facilities. 

— Authorization  of  strict  Federal  controls 
on  the  manufacture  and  sale  of  barbiturates 
and  amphetamines. 

— Requirement  that  cigaret  packages,  be- 
ginning January  1,  1966,  carry  a health- 
hazard  warning. 

— Extension  of  the  vaccination  program  and 
expansion  of  it  to  include  measles. 

— Annual  appropriation  of  a record  $1.2 
billion  for  the  National  Institutes  of  Health. 

— -Three  new  assistant  secretaries  of  the 
U.S.  Department  of  Health,  Education, 
and  Welfare,  one  for  health  affairs. 

— A four-year,  $92.5  million  program  of  aid 
to  municipalities  for  construction  of  garbage 
disposal  plants  and  research  in  the  field. 

— Greater  Federal  powers  in  the  water 
pollution  field  and  $300  million  to  help 
communities  build  sewage  plants. 

continued  on  page  3002 
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COLLEGIA  MEDICA  SQUIBB 

presents 

NEW  YORK  UNIVERSITY 
SCHOOL  of  MEDICINE 


The  125  year  history  of  New  York  University 
School  of  Medicine  is  more  than  the  story  of  a 
single  institution  ...  it  is  the  story  of  the  evolu- 
tion of  modern  medicine  . . . and,  indeed,  the 
maturation  of  an  infant  nation. 

The  liberal,  scientific  movement  was  nearing 
its  full  stride  when  the  University  of  the  City 
of  New  York  was  created  in  1830.  Although 
the  study  of  medicine  and  surgery  was  strongly 
favored,  it  was  not  until  1841  that  the  Medical 
College  was  established  by  the  University. 

From  the  very  first,  the  study  of  practical 
anatomy  was  stressed.  In  fact,  the  dedicated 
efforts  of  the  medical  faculty  were  largely  re- 
sponsible for  the  passage  of  a bill  in  1854  to 
legalize  the  practice  of  dissection  in  New  York 
State.  The  organization  of  another  medical  col- 
lege in  New  York  City  at  Bellevue  Hospital  in 
1861  gave  even  greater  impetus  to  the  cause  for 
clinical  instruction.  Soon  it  became  quite  evi- 


dent that  both  schools  would  benefit  by  con- 
solidation and  in  1898,  they  opened  as  part  of 
New  York  University. 

The  annals  of  the  medical  school  reveal  the 
names  of  many  famous  pioneers  in  medical 
science  ...  a legacy  of  leadership  that  has  be- 
come a distinctive  tradition  at  New  York  Uni- 
versity School  of  Medicine. 

Having  shared  in  so  much  of  this  memorable 
era  as  a pioneer  in  research  and  a leader  in 
service  to  the  medical  profession,  Squibb  is 
proud  to  observe  the  125th  anniversary  of  the 
New  York  University  School  of  Medicine.  An 
original  fine  arts  painting,  reproduced  on  the 
following  pages,  has  been  formally  presented 
to  the  school  as  part  of  the  Collegia  Medica 
Squibb  program.  Full  color  reproductions  of 
this  painting  are  being  sent  to  each  alumnus 
and  also  made  available  to  students  attending 
the  New  York  University  School  of  Medicine. 
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NEW  YORK  UNIVERSITY 
SCHOOL  OF  MEDICINE 
MEDICAL  SCIENCE  BUILDING 


The  House  of  Squibb  continues  over 
100  years  of  uncompromising  honor  and 
integrity  that  have  inspired  the  confi- 
dence of  the  medical  profession.  Like 
the  New  York  University  School  of  Med- 
icine, Squibb  is  dedicated  to  the  growth 
of  medical  education  and  the  increase 
of  the  physician’s  power  to  heal. 

The  New  York  University  School  of 
Medicine  is  a vital  unit  in  the  Univer- 
sity’s Medical  Center  which  was  estab- 
lished in  1947  to  carry  out  an  expanded 
program  of  medical  education,  research 
and  patient  care.  The  Medical  Science 
Building,  shown  in  this  reproduction  of 
Stuart  Grayson  Garrett’s  original  paint- 
ing, has  been  a part  of  this  impressive 
Medical  Center  since  1954.  Behind  the 
gleaming  exterior  lie  the  principal  re- 
search laboratories  and  teaching  facil- 
ities which  account  for  the  high  esteem 
in  which  the  New  York  University 
School  of  Medicine  is  held. 

As  a resident  of  New  York  City,  Mr. 
Garrett  is  well  acquainted  with  the  im- 
posing building  which  his  painting  de- 
picts. He  is  a member  of  the  faculty  of 
the  art  department  of  the  City  College 
of  New  York.  His  paintings  have  been 
exhibited,  among  other  places,  in  the 
National  Academy  of  Design,  the  Amer- 
ican Water  Color  Society,  the  Smith- 
sonian Institution  and  Musee  de  la 
Marine,  Paris. 

E.  R.  Squibb  & Sons  is  proud  to  make 
this  lasting  contribution  to  medicine  by 
paying  tribute  to  New  York  University 
and  all  the  great  schools  of  medical 
education  in  America  through  the  Col- 
legia Medica  program. 


Squibb  Quality— the  Priceless  Ingredient 


mm 
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— New  Federal  powers  to  control  air  pol- 
lution, including  requirement  that  new  auto- 
mobiles have  devices  to  reduce  exhaust  fumes. 

— Expansion  of  the  Federal  vocational 
rehabilitation  program,  including  $300  million 
in  grants  for  building  and  initial  staffing  of 
rehabilitation  facilities  and  workshops. 

— A four-year,  $173  million  program  for 
initial  staffing  of  community  health  centers. 

— An  Administration  on  Aging  in  the  U.S. 
Department  of  Health,  Education,  and 
Welfare. 

— Appropriation  of  $157  million  for  Project 
Head  Start,  a nation-wide  effort  to  provide 
nursery  school  training  and  medical  examina- 
tions for  preschool  children  from  low-income 
families. 

— A $69  million  hospital  program  for  the 
Appalachia  area. 

— Automatic  rank  of  lieutenant  general  or 
vice  admiral  for  surgeons  general  of  the  army, 
navy,  and  air  force. 

— Extension  for  three  years  of  the  program 
of  grants  for  health  services  for  domestic 
migrant  agricultural  workers. 

— A one-year  extension  of  program  of  grants 
for  general  health  aid  and  for  community 
health  services. 

* * * 

Community  vaccination  programs  against 
measles  have  been  recommended  by  the  Sur- 
geon General’s  Advisory  Committee  on  Im- 
munization. In  extending  the  Federal  vac- 
cination program  for  polio,  diphtheria,  tetanus, 
and  whooping  cough,  Congress  this  year  ex- 
panded it  to  include  measles. 

The  Committee  on  Immunization  said  that 
measles  is  one  of  the  most  important  causes 
of  serious  illness  in  children  and  recommended 
that  continuing  maintenance  programs  aimed 
at  vaccinating  children  about  one  year  of  age  be 
established  in  all  communities. 


DEPROL 

meprobamate  400  mg.  + 
benactyzine  hydrochloride  1 mg. 

Indications:  ‘Deprol’  is  useful  in  the  manage- 
ment of  depression,  both  acute  (reactive)  and 
chronic.  It  is  particularly  useful  in  the  less 
severe  depressions  and  where  the  depression  is 
accompanied  by  anxiety,  insomnia,  agitation, 
or  rumination.  It  is  also  useful  for  management 
of  depression  and  associated  anxiety  accom- 
panying or  related  to  organic  illnesses. 
Contraindications:  Benactyzine  hydrochloride 
is  contraindicated  in  glaucoma.  Previous  aller- 
gic or  idiosyncratic  reactions  to  meprobamate 
contraindicate  subsequent  use. 

Precautions:  Meprobamate— Careful  super- 
vision of  dose  and  amounts  prescribed  is 
advised.  Consider  possibility  of  dependence, 
particularly  in  patients  with  history  of  drug  or 
alcohol  addiction;  withdraw  gradually  after  use 
for  weeks  or  months  at  excessive  dosage.  Abrupt 
withdrawal  may  precipitate  recurrence  of  pre- 
existing symptoms,  or  withdrawal  reactions  in- 
cluding, rarely,  epileptiform  seizures.  Should 
meprobamate  cause  drowsiness  or  visual  dis- 
turbances, the  dose  should  be  reduced  and 
operation  of  motor  vehicles  or  machinery  or 
other  activity  requiring  alertness  should  be 
avoided  if  these  symptoms  are  present.  Effects 
of  excessive  alcohol  may  possibly  be  increased 
by  meprobamate.  Grand  mal  seizures  may  be 
precipitated  in  persons  suffering  from  both 
grand  and  petit  mal.  Prescribe  cautiously  and 
in  small  quantities  to  patients  with  suicidal 
tendencies. 

Side  effects:  Side  effects  associated  with  recom- 
mended doses  of  ‘Deprol’  have  been  infrequent 
and  usually  easily  controlled.  These  have  in- 
cluded drowsiness  and  occasional  dizziness, 
headache,  infrequent  skin  rash,  dryness  of 
mouth,  gastrointestinal  symptoms,  paresthesias, 
rare  instances  of  syncope,  and  one  case  each  of 
severe  nervousness,  loss  of  power  of  concen- 
tration, and  withdrawal  reaction  (status  epilep- 
ticus)  after  sudden  discontinuation  of  excessive 
dosage. 

Benactyzine  hydrochloride— Benactyzine 
hydrochloride,  particularly  in  high  dosage,  may 
produce  dizziness,  thought-blocking,  a sense  of 
depersonalization,  aggravation  of  anxiety  or 
disturbance  of  sleep  patterns,  and  a subjective 
feeling  of  muscle  relaxation,  as  well  as  anti- 
cholinergic effects  such  as  blurred  vision,  dry- 
ness of  mouth,  or  failure  of  visual  accommoda- 
tion. Other  reported  side  effects  have  included 
gastric  distress,  allergic  response,  ataxia,  and 
euphoria. 

Meprobamate—  Drowsiness  may  occur  and, 
rarely,  ataxia,  usually  controlled  by  decreasing 
the  dose.  Allergic  or  idiosyncratic  reactions  are 
rare,  generally  developing  after  one  to  four 
doses.  Mild  reactions  are  characterized  by  an 
urticarial  or  erythematous,  maculopapular  rash. 
Acute  nonthrombocytopenic  purpura  with  pe- 
ripheral edema  and  fever,  transient  leukopenia, 
and  a single  case  of  fatal  bullous  dermatitis 
after  administration  of  meprobamate  and  pred- 
nisolone have  been  reported.  More  severe  and 
very  rare  cases  of  hypersensitivity  may  produce 
fever,  chills,  fainting  spells,  angioneurotic 
edema,  bronchial  spasms,  hypotensive  crises  (1 
fatal  case),  anuria,  anaphylaxis,  stomatitis  and 
proctitis.  Treatment  should  be  symptomatic  in 
such  cases,  and  the  drug  should  not  be  reinsti- 
tuted. Isolated  cases  of  agranulocytosis,  throm- 
bocytopenic purpura,  and  a single  fatal  instance 
of  aplastic  anemia  have  been  reported,  but  only 
when  other  drugs  known  to  elicit  these  con- 
ditions were  given  concomitantly.  Fast  EEG 
activity  has  been  reported,  usually  after  exces- 
sive meprobamate  dosage.  Suicidal  attempts 
may  produce  lethargy,  stupor,  ataxia,  coma, 
shock,  vasomotor  and  respiratory  collapse. 
Dosage:  Usual  starting  dose,  one  tablet  three  or 
four  times  daily.  May  be  increased  gradually 
to  six  tablets  daily  and  gradually  reduced  to 
maintenance  levels  upon  establishment  of  relief. 
Doses  above  six  tablets  daily  are  not  recom- 
mended even  though  higher  doses  have  been 
used  by  some  clinicians  to  control  depression 
and  in  chronic  psychotic  patients. 

Supplied:  Light-pink,  scored  tablets,  each  con- 
taining meprobamate  400  mg.  and  benactyzine 
hydrochloride  1 mg. 

Before  prescribing,  consult  package  circular. 
# Wallace  Laboratories  / Cranbury,  N.  J. 
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Contraindications:  llosone  is  contraindicated 
in  patients  with  a known  history  of  sensitivity 
to  this  drug  and  in  those  with  preexisting  liver 
disease  or  dysfunction. 

Side-Effects:  Even  though  llosone  is  the  most 
active  oral  form  of  erythromycin,  the  incidence 
of  side-effects  is  low.  Infrequent  cases  of  drug 
idiosyncrasy,  manifested  by  a form  of  intrahe- 
patic  cholestatic  jaundice,  have  been  reported. 
There  have  been  no  known  fatal  or  definite  re- 
sidual effects.  Gastro-intestinal  disturbances  not 
associated  with  hepatic  effects  are  observed  in 
a small  proportion  of  patients  as  a result  of  a 
local  stimulating  action  of  llosone  on  the  alimen- 
tary tract.  Although  allergic  manifestations  are 
uncommon  with  the  use  of  erythromycin,  there 
have  been  occasional  reports  of  urticaria,  skin 
eruptions,  and,  on  rare  occasions,  anaphylaxis. 


Low 

host  resistance? 

Consider  the 
“extra”  antibacterial 
activity 
of  llosone* 

Occasionally,  therapeutic  failure  is  due 
to  the  patient’s  inability  to  mobilize  his 
defenses  sufficiently  to  overcome 
infection.  Typical  of  this  is  the 
debilitated  patient,  the  premature 
infant,  or  the  diabetic.  It  is  in  these 
patients  that  the  high  levels  of  anti- 
microbial activity  of  llosone  are 
especially  useful.  llosone  has  demon- 
strated antibacterial  levels  two  to  four 
times  those  of  erythromycin  base  or 
stearate.  Furthermore,  it  attains  them 
earlier  and  maintains  them  longer. 

Even  the  presence  of  food  does  not 
appear  to  affect  the  activity  of  llosone. 

Dosage:  Children  under  25  pounds— 5 mg.  per 
pound  of  body  weight  every  six  hours.  Children 
25  to  50  pounds— 125  mg.  every  six  hours.  Adults 
and  children  over  50  pounds— 250  mg.  every  six 
hours.  For  severe  infections,  these  dosages  may 
be  doubled. 

Available  in  Pulvules®,  suspension,  drops,  and 
chewable  tablets,  llosone  Chewable  tablets 
should  be  chewed  or  crushed  and  swallowed 
with  water. 

llosone 

Erythromycin  Estolate 

Additional  information  available  to  physicians 

upon  request.  Eli  Lilly  and  Company , afiffly 

Indianapolis , Indiana.  501 164  
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Editorials 


Christmas  1965 


An  investigation  of  the  feast  of  Christmas 
tells  us  that  there  was  much  confusion 
amongst  the  early  Christian  fathers  as  to 
the  exact  birth  date  of  Christ.  Great  em- 
phasis was  placed  upon  the  date  of  the  visit 
of  the  Magi  fixed  as  January  6 by  tradition 
and  observance.  This  event,  known  as  the 
Epiphany  or  the  first  manifestation  of 
Christ  to  the  Gentiles,  for  centuries  was 
celebrated  as  the  nativity  and  it  is  not 
until  the  year  A.D.  392  that  one  of  the 
early  fathers  refers  to  the  actual  birth  date 
as  December  25.  In  an  Epiphany  homily 
preached  at  Antioch  in  this  year,  Chrys- 
ostom affirmed  that  the  date  of  December 
25  could  be  established  by  archives  main- 
tained at  Rome.  This  information  was 
based  on  the  knowledge  of  those  who  dwelt 
in  the  province  of  Judea  and  who  observed 
this  date  from  the  beginning. 

Early  Christianity  had  to  contend  in  the 
Roman  Empire  with  the  pagan  worship  of 
Mithras,  an  import  from  Persia  which  had 
strong  following  among  the  populace  of  all 


classes  particularly  in  the  army  and  among 
the  traders  and  travellers  to  the  East.  One 
of  its  great  feast  days  was  December  25. 
The  great  weakness  of  this  sect  was  that  it 
compromised  with  the  polytheism  of  Rome 
and  cultivated  the  corrupt  in  power, 
something  which  Christianity  with  its 
firm  Judaic  foundation  could  not  do. 
Mithraism  went  down  to  defeat  and  many 
of  its  followers  came  over  to  Christianity 
further  reinforcing  December  25  as  a great 
festival  date. 

As  of  all  religious  festivals  which  become 
endeared  of  the  people,  Christmas  has 
tended  to  become  secularized,  centering 
around  the  giving  and  receiving  of  gifts. 
Thoughtful  generosity  is  a virtue  worth 
furthering  but  the  true  observer  of  Christ- 
mas never  loses  sight  of  the  fact  that  this 
great  festival  of  the  Western  World  is 
founded  on  the  fatherhood  of  God  and  the 
brotherhood  of  man. 

Merry  Christmas  to  all. 


Impact  of  Medicare  as  envisioned  by  the  Hospital  Review  and 
Planning  Council  of  Southern  New  York 


The  Medicare  program  will  go  into  effect 
on  July  1,  1966.  There  is  ample  time  to 
prepare  in  order  that  the  needs  will  be  met 
in  a logical  and  orderly  fashion.  A special 
committee  of  the  Regional  Hospital  Review 
and  Planning  Council  of  Southern  New 
York  has  carefully  studied  the  implications 
of  the  new  Federal  legislation  within  its 
area.  The  committee  consisting  of  health 
and  hospital  officials,  representatives  of  the 
medical  profession,  and  community  leaders 
has  issued  its  report,  and  we  are  privileged 
to  report  herewith  some  of  the  highlights  of 
their  conclusions  and  recommendations. 


Conclusions 

A.  The  primary  impact  of  Medicare 
will  be  upon  the  organization  and  dis- 
tribution of  health  services  rather  than 
capital  investment  in  plant  and  equip- 
ment required  to  provide  health  care. 

B.  The  Medicare  program  will  un- 
doubtedly result  in  the  provision  of  more 
health  services  for  the  elderly,  hence  for 
the  total  population.  But  this  does  not 
necessarily  indicate  an  immediate  need 
for  expansion  of  medical-surgical  bed 
capacity,  even  though  such  facilities  are 
now  utilized  to  a high  degree  of  their 
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capacity.  The  availability  of  diagnostic 
and  treatment  services  in  doctors’  offices, 
at  patients’  homes,  in  outpatient  depart- 
ments, and  in  extended  care  facilities 
may  ultimately  result  in  a lower  propor- 
tionate use  of  general  hospital  beds  by 
patients.  It  is  recognized  that  a certain 
number  of  patients  occupying  medical  or 
surgical  beds  in  general  hospitals  might 
be  equally  well  served  in  other  facilities 
or  as  ambulatory  cases. 

C.  Many  elderly  patients  in  govern- 
ment hospitals  would  be  eligible  for 
private  service  care  in  the  two-  or  four- 
bed  accommodations  of  nongovernment 
institutions.  But  existing  nongovern- 
ment bed  facilities  are  insufficient  to 
accommodate  all  of  the  elderly  patients 
currently  in  public  institutions. 

D.  The  number  of  elderly  patients 
who  request  services  in  nongovernment 
facilities  will  be  influenced  by  the  degree 
to  which  services  by  private  physicians 
are  available  to  them  in  nongovernment 
hospitals  under  the  provisions  of  the 
supplementary  optional  program. 

E.  It  will  be  necessary  to  arrange  for 
the  care  of  aged  individuals  by  private 
physicians  in  local  government  institu- 
tions. 

F.  Medicare  provisions  for  payment 
of  physicians  under  the  supplementary 
program  may  require  substantial  changes 
in  the  staff  “privileges”  at  some  volun- 
tary hospitals,  also  at  local  government 
and  proprietary  institutions. 

G.  Payments  to  physicians  as  part  of 
the  Medicare  hospital  insurance  program 
will  provide  additional  income  to  doctors 
who  are  now  caring  for  many  elderly 
persons  without  reimbursement.  The 
policy  will  involve  agreements  upon 
reasonable  fees  to  be  paid  from  Medicare 
funds  and  general  taxes. 

H.  Increased  Federal  (Medicare) 
financing  of  institutional  care  will  inev- 
itably affect  capital  planning  and  financ- 
ing. The  “alternative”  benefits  which 
Medicare  beneficiaries  may  receive  will 
raise  questions  about  the  need  for  medi- 
cal and  surgical  bed  facilities — their  ex- 
pansion, renovation,  replacement,  and 
coordination.  Attention  will  be  directed 
to  opportunities  for  coordination  of  each 
hospital’s  program  with  that  of  other 
hospitals  and  related  facilities. 

Recommendations 

Medicare  will  create  a challenge  and 
opportunity  for  the  Hospital  Review  and 


Planning  Council  to  emphasize  long- 
range  planning  by  individual  institutions, 
which  takes  into  account  the  special 
facilities  and  professional  resources  of  all 
hospitals  and  health  agencies.  Individual 
hospital  long-range  planning  committees 
should  be  urged  to  develop  future  service 
programs  and  estimates  of  capital  needs 
to  implement  the  varieties  of  alternative 
health  care  provided  for  in  Medicare 
proposals.  The  following  policies,  pro- 
cedures, and  actions  are  recommended 
for  consideration  by  the  Council  in  rela- 
tion to  the  Medicare  program: 

I.  In  general,  there  should  be  no  im- 
mediate program  of  expansion  of  total 
bed  facilities  in  general  hospitals  except 
where  an  increase  is  justified  by  growth 
in  population.  Proposals  for  increases 
in  numbers  of  medical-surgical  beds 
should  be  considered  in  terms  of  the 
current  occupancy  of  obstetrical  and 
pediatric  beds  and  the  feasibility  of  re- 
designating these  areas  to  medical-sur- 
gical use;  the  transfer  of  some  medical- 
surgical  patients  to  extended  care  insti- 
tutions; and  the  availability  of  alterna- 
tive facilities,  services,  and  programs 
which  will  be  necessary  to  provide  care 
under  the  terms  of  the  Medicare  legisla- 
tion. New  hospital  construction  should 
be  recommended  when  replacement  of 
unsuitable  facilities  is  necessary,  or  when 
the  needs  of  the  population  justify  it. 

It  should  be  noted  that  as  a result  of 
current  construction  projects  there  will 
be  a net  increment  of  1,817  general  care 
beds  in  the  Southern  New  York  region,  of 
which  over  940  are  in  New  York  City. 
Applications  for  an  additional  676  beds 
have  been  approved  under  the  Metcalf- 
McCloskey  Act;  538  of  these  proposed 
beds  are  in  New  York  City,  the  remain- 
ing 135  are  in  the  Long  Island  area. 

Approval  of  applications  is  pending 
for  another  247  beds  in  New  York  City. 
Construction  of  an  undetermined  number 
of  additional  general  care  hospital  beds  is 
under  consideration  by  several  institu- 
tions in  the  Southern  New  York  region 
as  part  of  their  plans  to  meet  changing 
needs  of  their  local  communities. 

II.  Major  emphasis  by  general  hos- 
pitals should  be  placed  upon  post-hos- 
pital extended  care  services  and  facilities, 
outpatient  services,  and  home  care  pro- 
grams. It  should  be  recognized  that 
control  of  inpatient  utilization  will  be 
effective  only  if  opportunities  are  avail- 
able for  the  prompt  transfer  of  elderly 
patients  (and  others)  who  no  longer  re- 
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quire  expensive  hospital  services  to  other 
suitable  alternative  facilities.  It  is 
therefore  essential  that  major  emphasis 
be  placed  on  the  organization  and  con- 
struction of  suitable  alternative  facilities 
and  services  such  as  post-hospital  ex- 
tended care  facilities,  ambulatory  care, 
and  home  care  programs.  Development 
of  such  “progressive  care”  programs 
justifies  primary  attention  by  the  Council 
staff  and  committee  to  achieve  a greater 
comprehensiveness  and  continuity  of 
care. 

III.  Since  there  is  a critical  need  for 
modernization,  including  the  renovation 
and  replacement  of  existing  facilities  in 
New  York  City,  general  hospitals  should 
be  encouraged  to  provide  sufficient  facil- 
ities to  accommodate  Medicare  patients 
in  private  and  semiprivate  accommoda- 
tions in  planning  their  modernization 
programs.  All  such  construction  should 
provide  accommodations  which  can  be 
used  interchangeably  by  all  persons  re- 
gardless of  the  method  of  payment  for 
services.  Local  governments  should 
adapt  their  bed  facilities  and  other  pro- 
grams to  participate  most  effectively  in 
compliance  with  the  legislation. 

IV.  Both  local  government  and 
voluntary  hospitals  should  develop  medi- 
cal staff  policies  which  will  assure  ade- 
quate private  physician  service  to  bene- 
ficiaries of  Medicare  legislation.  This  may 
require  the  appointment  to  staff  member- 
ship of  additional  qualified  doctors. 
Local  government  hospitals  should  plan 
immediately  to  permit  qualified  physi- 
cians to  receive  private  fees  or  other  re- 
imbursement for  their  professional  serv- 


ices to  hospitalized  Medicare  bene- 
ficiaries. The  capital  construction  pro- 
gram for  municipal  hospitals  should  be 
re-examined  to  take  into  consideration 
the  impact  of  Medicare  legislation. 

The  Medicare  provisions  will  tend  to 
remove  present  distinctions  between 
private  cases  and  teaching  cases,  between 
private  patients  and  ward  service  pa- 
tients, and  among  full-pay,  part-pay,  and 
free  patients.  They  will  also  emphasize 
the  advantages  of  interchangeability 
among  bed  accommodations  for  patients 
receiving  different  professional  services. 

V.  The  introduction  of  private  serv- 
ices for  elderly  patients  served  at  local 
government  hospitals  should  not  be  per- 
mitted to  jeopardize  the  quality  of  pro- 
fessional care  which  has  been  developed 
through  affiliations  with  voluntary  insti- 
tutions. Professional  qualifications 
should  be  the  primary  consideration  in 
selection  of  medical  staff  to  provide 
private  service  at  local  government  hos- 
pitals. 

The  weak  part  of  the  fabric  lies  in  recom- 
mendation II,  post-hospital  extended  care. 
These  services  will  need  a resurgence  and 
in  some  cases  will  need  to  be  created. 
Smooth  running  of  the  program  requires 
that  the  hospitals  not  be  clogged  with  long- 
term cases.  It  is  not  a bit  too  early  to  plan 
for  this  contingency. 

The  Regional  Council  will  undoubtedly 
in  its  continuing  study  make  specific  recom- 
mendations concerning  this  rather  crucial 
facet  of  the  program. 


Professional  disciplinary  proceedings:  What  constitutes 
professional  misconduct 


In  three  recent  decisions  the  Appellate 
Division  has  unanimously  given  judicial 
sanction  to  administrative  discipline  meted 
out  to  three  professionals:  a pharmacist,  a 
doctor,  and  a lawyer.  For  purposes  of 
discussion  it  is  not  necessary  to  reveal  the 
names  of  the  individuals  involved.  Never- 
theless, it  is  interesting  to  note  the  harsh- 
ness of  the  discipline  imposed,  the  revoca- 
tion of  the  license  to  practice,  and  the  rea- 
sons for  the  imposition  of  such  a harsh 
penalty. 

In  the  case  of  the  pharmacist  the  Ap- 


pellate Division  for  the  Third  Judicial 
Department  found  that  he  had  been  guilty 
of  unprofessional  conduct  and  refused  to 
review  a determination  by  the  Board  of 
Regents  which  had  revoked  his  license. 
The  pharmacist  admitted  that  he  did  not 
make  an  inventory  of  the  narcotics  on  hand 
in  the  hospital  pharmacy  when  he  ended 
his  employment  and  that  he  destroyed 
certain  inventory  cards  containing  records 
of  drugs  dispensed  to  patients.  The  Court 
found  that  “[t]he  uncontroverted  proof 
in  this  record  is  sufficient  to  sustain  the 
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board’s  determination  of  unprofessional 
conduct.  . . .It  would  be  more  difficult 
to  conceive  of  actions  more  unprofessional 
than  that  of  this  pharmacist  and  his  con- 
duct in  the  hospital.”  [App.  Div.  24  2d 
694,  261  N.  Y.  Supp.  2d  410,  412  (3rd 
Dept.,  1965)]  The  Court  relied  upon  a 
regulation  which  provides  that  a pharma- 
cist is  guilty  of  unprofessional  conduct  in 
“...  [w]illfully  or  knowingly  violating 
any  Federal,  State,  or  local  law,  regulation, 
or  rule  designed  to  protect  public  health  by 
controlling  the  manufacturing,  distributing, 
selling  or  dispensing  of  drugs  and/or  nar- 
cotics.” [24  App.  Div.  2d  694,  261  N.  Y. 
Supp.  2d  410,  411  (3rd  Dept.,  1965)] 

The  doctor  in  question  had  been  con- 
victed upon  his  plea  of  guilty  to  a violation 
of  a Federal  statute  in  that  he  had  tried 
corruptly  to  influence  the  due  administra- 
tion of  justice.  The  crime  was  a felony 
under  Federal  law,  but  was  only  a mis- 
demeanor under  New  York  State  law. 
For  conviction  of  a misdemeanor  profes- 
sional discipline  is  permissive.  The  doctor 
was  charged  with  unprofessional  conduct 
and  in  a disciplinary  proceeding  his  license 
was  revoked.  The  doctor  contended  that 
the  supposed  unprofessional  conduct  for 
which  discipline  was  imposed  were  uncon- 
nected with  medical  practice.  Despite 
this  contention,  the  Appellate  Division  for 
the  Third  Judicial  Department  approved 
the  license  revocation  stating:  “.  . . un- 

professional conduct  on  the  part  of  a physi- 
cian is  not  limited  to  acts  directly  relating 
to  his  treatment  of  patients.  . . . [i]n 

our  opinion  the  acts  committed  by  the 
respondent  were  so  heinous  and  wrongful 
as  to  negate  the  contention  that  respondent 
possesses  the  high  degree  of  good  character 
which  is  expected  and  required  of  a mem- 
ber of  the  medical  profession.  The  public 
has  the  right  to  expect  from  the  members 
of  the  medical  profession  the  highest  de- 
gree of  integrity.  We  find  respondent’s 
conduct  was  so  reprehensible  as  to  indicate 
that  he  does  not  possess  such  integrity  and 
that  such  conduct  reflects  most  unfavorably 
on  the  medical  profession.”  [24  App. 


Div.  2d  698,  699,  261  N.  Y.  Supp.  2d  634, 
635  (3rd  Dept.,  1965)] 

Finally,  the  attorney  refused  to  honor  a 
subpoena  duces  tecum  requiring  him  to 
produce  his  financial  records  and  testify 
before  a judicial  inquiry  investigating  his 
conduct  and  practices  as  a lawyer.  The 
attorney  refused  to  do  so  on  the  grounds 
that  his  records  and  his  testimony  would 
tend  to  incriminate  him  and  he  was  en- 
titled to  rely  on  the  State  and  Federal 
constitutional  provisions  protecting  him 
against  self  incrimination.  The  Appellate 
Division  for  the  Second  Judicial  Depart- 
ment disbarred  the  attorney  stating:  “Our 

view,  as  previously  stated,  is  that  a lawyer, 
like  any  other  citizen,  has  an  absolute 
right  to  invoke  his  constitutional  privilege 
against  self  incrimination  and  to  refuse  to 
supply  the  pertinent  information;  but 
that  when  a lawyer  does  so  he  fails  in  his 
inherent  duty  to  the  Court  to  divulge  all 
pertinent  information  necessary  to  show 
his  character  and  fitness  to  remain  a mem- 
ber of  the  Bar  and  necessary  to  the  proper 
administration  of  justice,  and  he  must, 
consequently,  forfeit  his  privilege  of  re- 
maining a member  of  the  Bar.  . . .If 
he  elects  to  invoke  his  constitutional  privi- 
lege of  self  incrimination  and  thus  avoid 
exposure  to  criminal  prosecution — an  elec- 
tion which  undoubtedly  is  his  to  make — he 
cannot  at  the  same  time  retain  his  privilege 
of  membership  in  the  Bar.”  [24  App. 
Div.  2d  653,  654  N.  Y.  Supp.  2d  (2d  Dept., 
1965) ] 

From  these  decisions  it  is  apparent  that 
the  courts  sanction  and  impose  severe 
penalties  upon  the  conduct  of  professional 
men.  Indeed,  professional  men  as  a class 
are  examined  for  character  and  moral  fit- 
ness before  being  licensed.  Whenever  their 
actions  reflect  adversely  on  their  own 
character  or  moral  fitness  the  courts  may 
approve  the  harsh  sanction  of  license 
revocation.  Indeed,  the  courts  seem  to 
indicate  that  to  retain  his  license  a pro- 
fessional man  may  have  to  forego  some 
of  his  most  important  and  hallowed  con- 
stitutional rights. 
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the  postpartum  perineum  deserves 

METAMUCIL 

brand  of  psyllium  hydrophilic  mucilloid 

M etamucil  offers  very  special  advantages  to  postpartum  patients. 
The  soft  mucilloid  bulk  of  Metamucil  encourages  peristalsis,  curtails 
hard  stools  and  thus  protects  the  hypersensitive  perineum  from  painful 
strain  in  evacuation. 

Metamucil  averts  the  necessity  for  the  unpopular  second-day  enema 
or  esthetically  and  nutritionally  objectionable  mineral  oil. 

Metamucil  does  not  interfere  with  normal  intestinal  absorption  of 
vitamins  and  minerals  and  is  not  itself  absorbed  systemically. 

Most  important,  Metamucil  stimulates  the  patient’s  colonic  con- 
tractions and  tends  to  restore  normal  bowel  function. 


Average  Adult  Dosage:  One  rounded  teaspoonful  of  Metamucil  (or  one  packet  of 
Instant  Mix  Metamucil)  in  a glass  of  cool  liquid  one  to  three  times  daily. 
Metamucil  is  available  as  Metamucil  powder  in  containers  of  4,  8 and  16  ounces 
and  as  flavored  Instant  Mix  Metamucil  in  cartons  containing  16  and  30  single- 
dose packets. 
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The  cancer  with  the  highest  incidence:  skin.  The  cancer  with  the  highest  mortality  rate:  lung. 
Both,  ironically,  the  most  preventable  of  all  cancers. 


Lung  cancer  kills  some  47,000  Americans  every  year.  Estimates  are  that  more  than  75% 
of  lung  cancers  are  caused  by  cigarette  smoking... a preventable  habit. 

About  80,000  Americans  develop  skin  cancer  each  year.  Since  its  principal  cause  is 
excessive  exposure  to  the  sun,  preventive  measures  are  clear. 

Basal  cell  and  squamous  cell  carcinoma,  commonest  forms  of  skin  cancer,  are  easily 
cured  in  their  early  stages.  The  high  incidence  of  skin  cancer,  the  suffering,  disability  and 
disfigurement  which  too  often  accompany  it,  make  it  a challenging  problem. 

In  its  program  of  bringing  vital  facts  about  cancer  to  the  public,  the  Society  has  two 
new  films,  both  available  for  showing  through  any  ACS  Unit.  WHO,  ME?  dramatizes  the 
hazards  of  cigarette  smoking.  SENSE  IN  THE  SUN  urges  both  sun  workers  and  sun  wor- 
shippers to  exercise  caution.  Like  all  Society  films,  their  object  is  to  save  lives  and  diminish 
suffering  from  cancer  by  giving  forceful  expression  to  many  of  the  facts  about  cancer  with 
which  you,  doctor,  guide  your  patients. 

american  cancer  society 
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PAUL  A.  BUNN,  M.D.,  Syracuse,  New  York 
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New  York  Upstate  Medical  Center 
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KENNETH  W.  WRIGHT,  M.D.,  Syracuse,  New  York 
Director,  Onondaga  State  Chest  Clinic, 

Onondaga  Hill,  Syracuse,  New  York 


Introduction 

PAUL  A.  BUNN,  M.D. 
Syracuse,  New  York 


F armer’s  lung  syndrome  was  probably 
first  described  by  Campbell  in  1932 1 in 
England,  and  Dean  A.  Emanuel,  M.D., 
and  his  group  in  Wisconsin  have  been  in- 
strumental in  bringing  it  to  our  attention 
in  this  country. 

The  syndrome  goes  by  several  synonyms 
and  is  among  the  so-called  pneumoconioses 
related  to  exposures  to  the  vegetable  dusts. 
These  include  mill  fever  (organic  dusts), 
byssinosis  (cotton),  bagassosis  (moldy  sugar 
cane),  grain  asthma  (grain),  tamarind 
asthma  (tamarind  seed),  and  weaver’s 
cough  (moldy  cotton  yarn).  It  is  a fasci- 
nating disease  and  probably  represents  a 
very  fundamental  defect  in  the  alveoli, 
giving  rise  to  a classical  alveolar-capillary 
block.  Unlike  the  original  observations 
made  about  the  pathogenesis,  it  may  not 
necessarily  be  a specific  infection  but  rather 
a condition  with  immunologic  overtones 
producing  a serious  functional  defect.  This 
symposium  may  clarify  some  of  these 
matters  and  quite  conceivably  raise  new 
questions. 


Identification  Study* 


JAMES  R.  WILSON,  M.D. 

Winnetka,  Illinois 

Research  Projects  Director,  American 
Association  of  Medical  Clinics, 
Charlottesville,  Virginia 

As  this  symposium  develops,  I hope  you 
will  think  not  of  farmer’s  lung  alone,  but  of 
some  of  the  other  implications  of  this 
meeting  and  the  accounts  presented.  For 
instance,  my  report  represents  an  example 
of  a cooperative  study  participated  in  by 

This  symposium  was  sponsored  jointly  by  the  Onondaga 
State  Chest  Clinic  and  the  State  University  of  New  York 
Upstate  Medical  Center,  and  was  presented  at  the  new  State 
University  Hospital  in  Syracuse,  New  York,  on  Tuesday, 
February  9,  1965. 

* This  study  was  supported  in  part  by  research  grants 
numbers  OH-00036-0451  and  HE-08204-01  from  the  National 
Institutes  of  Health. 

This  study  was  carried  out  with  the  aid  and  cooperation  of 
Dean  A.  Emanuel,  M.D.,  Fred  J.  Wenzel,  B.S.,  and  the 
following  members  of  the  American  Association  of  Medical 
Clinics:  Carle  Clinic,  Urbana,  Illinois;  Caylor-Nickel  Clinic, 
Bluffton,  Indiana;  Christie  Clinic,  Champaign,  Illinois; 
Clifton  Springs  Hospital  and  Clinic,  Clifton  Springs,  New 
York;  Davis  Clinic,  Marion,  Indiana;  DeKalb  Clinic, 
DeKalb,  Illinois;  Geisinger  Medical  Center  (Foss  Clinic), 
Danville,  Pennsylvania;  Grand  Forks  Clinic,  Grand  Forks, 
North  Dakota;  Gunderson  Clinic,  LaCrosse,  Wisconsin; 
Guthrie  Clinic,  Ltd.,  Sayre,  Pennsylvania;  Link  Clinic, 
Mattoon,  Illinois;  Marshfield  Clinic,  Marshfield,  Wisconsin; 
Park  Clinic,  Mason  City,  Iowa;  Physicians  and  Surgeons 
Clinic,  Quincy,  Illinois;  Slocum-Dickson  Medical  Group, 
Utica,  New  York;  and  Winnipeg  Clinic,  Winnipeg,  Manitoba, 
Canada. 
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widely  scattered  medical  centers,  bound 
together  only  by  a common  desire  to  give 
good  medical  care  and  to  advance  medical 
knowledge.  It  represents  an  investigation 
that  was  organized  quickly  and  carried  out 
with  speed,  over  a wide  geographic  area, 
in  a highly  efficient  manner.  Please  think 
also  of  how  this  symposium  represents  a 
fine  integration  of  effort,  between  a great 
university  medical  center,  government 
health  services,  and  widely  scattered  med- 
ical clinics,  some  of  which  follow  their 
patients  through  several  generations.  It 
underscores  some  of  the  values  and  promises 
of  cooperation. 

Farmer’s  lung  is  an  interstitial  pneumo- 
nitis with  acute  and  chronic  phases,  oc- 
curring among  agricultural  workers  who 
have  inhaled  dust  from  moldy  forage.  It  is 
a serious  and  crippling  pulmonary  disease 
and  has  been  known  to  cause  death.  Ap- 
parently the  disease  involves  a hypersensi- 
tivity reaction  to  dust  containing  a glyco- 
peptide  antigen  produced  by  certain  ther- 
mophilic actinomycetes. 2 

Previously  developed  evidence  has  dem- 
onstrated that  a patient’s  serum  usually 
contains  circulating  antibodies  during  the 
illness  and  that  they  persist  for  varying 
periods  after  the  acute  phase  of  the  disease 
has  terminated;  thus  the  diagnosis  can  be 
established  or  verified  by  serologic  means. 
The  agar  diffusion  test  is  a most  sensitive 
indicator  of  the  disease. 3 

Clinically,  farmer’s  lung  is  characterized 
by  chills,  fever,  cough,  and  dyspnea  oc- 
curring in  agricultural  workers  within  five 
or  six  hours  after  exposure  to  moldy  for- 
age.2-4 

Method 

Sixteen  clinics  participated  in  the  study. 
All  were  members  of  the  American  Asso- 
ciation of  Medical  Clinics  and  were  situated 
in  agricultural  regions  of  the  United  States 
and  Canada,  from  the  east  coast  westward 
to  Iowa  and  north  to  Manitoba.  The  pro- 
gram extended  over  a period  of  approxi- 
mately four  months  during  the  late  winter 
and  spring  of  1964.  The  16  clinics  fur- 
nished sera  from  312  patients.  Blood  was 
obtained  from  farmers  with  respiratory 
symptoms,  the  causes  of  which  had  not  been 
established.  Specific  features  of  the  disease 


TABLE  I.  Participating  clinics  and  number  of 
patients  showing  positive  serologic  test  results 
during  a period  of  four  months  after  February,  1964 


Number 

of 

Clinic  Patients 

Number 

Positive 

Per 

Cent 

Posi- 

tive 

Marshfield  Clinic 

22 

6 

26 

Marshfield,  Wisconsin 
DeKalb  Clinic 

14 

4 

28.5 

DeKalb,  Illinois 
Guthrie  Clinic  Ltd. 

19 

2 

10.5 

Sayre,  Pennsylvania 
Physicians  & Surgeons  Clinic 

1 

0 

0 

Quincy,  Illinois 
Winnipeg  Clinic 

12 

3 

25 

Winnipeg,  Manitoba,  Canada 
Caylor-Nickel  Clinic 

34 

1 

2.9 

Bluff  ton,  Indiana 
Davis  Clinic 

15 

2 

13.3 

Marion,  Indiana 
Clifton  Springs  Hosp.  & Clinic 

6 

0 

0 

Clifton  Springs,  New  York 
Gunderson  Clinic 

34 

9 

26.5 

LaCrosse,  Wisconsin 
Park  Clinic 

12 

0 

0 

Mason  City,  Iowa 
Christie  Clinic 

7 

1 

14.5 

Champaign,  Illinois 
Carle  Clinic 

42 

5 

11.9 

Urbana,  Illinois 
Grand  Forks  Clinic 

33 

2 

6.1 

Grand  Forks,  N.D. 
Geisinger  Medical  Center 

56 

6 

10.9 

Danville,  Pennsylvania 
Slocum-Dickson  Medical  Group 

2 

0 

0 

Utica,  New  York 
Link  Clinic 

2 

0 

0 

Mattoon,  Illinois 
Totals 

311 

41 

13.18 

were  not  looked  for.  Serum  samples  were 
submitted  to  the  Marshfield  Clinic,  Marsh- 
field, Wisconsin,  where  the  serologic  studies 
for  farmer’s  lung  were  performed. 

Each  serum  sample  was  tested  for  pre- 
cipitating antibodies  by  the  agar  diffusion 
technic.  The  following  types  of  antigen 
were  used:  (1)  an  extract  made  from  moldy 
hay  and  (2)  extracts  from  Thermopoly- 
spora  polyspora,  a thermophilic  actinomy- 
cete  that  is  a very  potent  source  of  antigen 
and  is  frequently  found  in  moldy  hay.5 

Findings 

Of  a total  of  312  specimens  tested,  41  were 
found  to  contain  circulating  antibodies  to 
the  antigen  of  farmer’s  lung;  this  is  an 
incidence  of  13.1  per  cent.  Positive  reac- 
tors were  found  in  clinics  situated  in 
Pennsylvania,  Indiana,  Illinois,  North 
Dakota,  Manitoba,  and,  of  course,  Wis- 
consin (Table  I). 

The  distribution  of  cases  would  indicate 
that  the  disease  is  fairly  widespread 
throughout  the  central  part  of  the  United 
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States  and  Canada.  In  this  study  the 
disease  was  found  in  states  where  dairy 
farming  is  important.  Among  the  several 
factors  apparently  involved  in  the  areas 
mentioned  are  high  humidity  during  the 
haying  season  and  long  periods  during 
which  hay  and  forage  are  stored.  These 
conditions  promote  the  growth  of  thermo- 
philic actinomycetes  and  provide  conditions 
in  dairy  barns  for  heavy  exposure  of  the 
farmers,  especially  during  the  winter  and 
spring  months  when  the  barns  are  closed 
and  the  air  often  becomes  laden  with  dust. 
Increased  interest  in  the  disease  will  un- 
doubtedly cause  it  to  be  identified  in  areas 
other  than  those  included  in  this  study. 

Experience  at  Marshfield  included  a 
number  of  patients  who  presented  symp- 
toms of  the  disease  but  who  were  found 
to  have  minimal  roentgenologic  findings. 
However,  the  finding  of  positive  biopsy 

Farmer’s  Lung  as  Observed 
in  Chest  Survey  Clinics 

JOHN  M.  CONSTANTINE,  M.D. 

Oneonta,  New  York 

Supervising  Tuberculosis  Physician, 
Homer  Folks  Hospital 

P ersons  engaged  in  a common  occupa- 
tion often  become  aware  of  a disease  pe- 
culiar to  their  occupation  long  before  it  is 
recognized  by  the  physician.  Farmers 
apparently  knew  about  “thresher’s  chills” 
and  “haymow  fever”  long  before  farmer’s 
lung  was  first  described  by  Campbell  in 
England  in  1932. 1 

Farmer’s  lung  may  be  described  in  vari- 
ous ways  both  clinically  and  pathologically 
depending  on  its  acuteness  or  chronicity, 
frequency  or  severity  of  exposure,  and  the 
intensity  of  the  individual’s  response.6-7 
The  acute  phase  is  characterized  by  dysp- 
nea, cough,  malaise,  and  perhaps  chest 
pain,  generalized  ache,  chills,  fever,  and  at 
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State  Chest  Clinic  and  the  State  University  of  New  York 
Upstate  Medical  Center,  and  was  presented  at  the  new  State 
University  Hospital  in  Syracuse,  New  York,  on  Tuesday, 
February  9,  1965. 


evidence  plus  the  presence  of  precipitating 
antibodies  in  the  serum  confirmed  the  diag- 
nosis of  farmer’s  lung.2  On  the  basis  of 
these  studies  it  was  indicated  that  the 
screening  of  individuals  by  means  of  the 
agar  diffusion  test  is  a valuable  procedure. 

Conclusion 

The  incidence  of  farmer’s  lung  was  inves- 
tigated in  16  medical  clinics  situated  in 
farming  areas  of  the  United  States  and 
Canada.  Circulating  antibodies  which  re- 
acted to  the  antigen  of  farmer’s  lung  were 
found  in  13.1  per  cent  of  a group  of  farmers 
exhibiting  nonspecific  respiratory  symp- 
toms. The  results  of  this  study  suggest 
that  the  disease  has  a widespread  incidence 
and  should  be  considered  in  agricultural 
workers  who  have  otherwise  unexplained 
respiratory  symptoms. 


times  cyanosis.8  Acute  exacerbations  fol- 
low repeated  insults.  In  the  chronic  phase 
increasing  dyspnea,  even  to  complete 
physical  disability,  may  develop  quite 
suddenly  or  insidiously  over  months  or 
years.  It  is  an  environmental  pulmonary 
disease  resulting  in  an  acute  granulomatous 
pneumonitis,  an  acute  or  chronic  bronchio- 
litis, or  a diffuse  interstitial  fibrosis,  oc- 
curring in  susceptible  persons  after  exposure 
to  some  etiologic  factor  sometimes  found  in 
hay,  straw,  grain,  or  silage.6-9-10  An  accus- 
ing finger  has  been  pointed  toward  several 
suspected  agents  such  as  molds,  spores, 
dust,  fungi,  and  thermophilic  actinomy- 
cetes.2-11 

The  resulting  symptoms  and  conditions 
represent  allergic  and/or  mechanical  reac- 
tion by  pulmonary  tissues  to  some  inhaled 
organic  product.  This  rather  characteristic 
syndrome  is  frequently  seen  clinically  or  its 
history  often  obtained,  but  pathologic  diag- 
nosis is  infrequent.  Perhaps  the  most  strik- 
ing feature  is  the  dramatic  exacerbations.12 
The  diagnosis  is  often  not  apparent  until 
several  episodes  or  continuing  exposures 
have  occurred  and  progressive  or  recurrent 
dyspnea  initiates  a search  for  the  cause  of 
the  disability.  This  disease  may  progress 
to  diffuse  obstructive  pulmonary  disease 
and  emphysema.  The  time  lag,  between 
onset  and  tentative  diagnosis,  probably 
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FIGURE  1.  Case  1.  (A)  Admission  chest  roentgenogram.  (B)  Two-year  follow-up  roentgenogram. 


contributes  to  the  discrepancies  in  recalled 
symptoms  and  pathologic  descriptions. 

Material  and  method 

Homer  Folks  Hospital  at  Oneonta,  New 
York,  is  in  the  center  of  central  south- 
eastern New  York,  and  our  outpatient 
clinic  service  extends  over  11  counties. 
This  includes  the  chief  dairy  farming  area 
in  this  section  of  the  State.  The  climate 
does  not  always  permit  proper  drying  of 
forage  before  it  is  stored  in  the  barn  or 
outside  in  a stack  for  winter  use.  Hay 
which  is  moldy  or  somewhat  decomposed  by 
spoilage  during  storage  is  often  used  either 
chopped  or  unchopped  for  litter  or  bedding 
for  the  cattle.  During  the  distribution  of 
this  hay  whether  for  feeding  or  bedding,  the 
farmer  may  be  exposed  to  a considerable 
amount  of  dust  laden  with  spores  of  the 
molds  which  have  incubated  and  grown  in 
the  improperly  cured  forage. 

Our  chest  x-ray  clinics  are  primarily 
operated  as  consultation  clinics  to  assist  the 
patient’s  personal  physician  in  the  diagno- 
sis of  chest  disease,  for  pulmonary  tuber- 
culosis case  finding,  for  further  observation 
and  guidance  of  antituberculosis  chemo- 
therapy of  patients  following  discharge 
from  our  hospital,  and,  to  some  extent,  as  a 
chest  survey  clinic.  This  type  of  clinic 


fairly  well  precludes  the  probability  of 
examination  of  acute  pulmonary  disease 
cases.  It  is,  therefore,  rare  that  we  ob- 
serve the  acute  stage  of  respiratory  disease 
in  our  clinics.  Thus,  it  follows  that  in 
farmer’s  lung,  as  in  most  pulmonary  disease, 
the  acute  phase  usually  is  not  observed  by 
us  and  the  opportune  time  for  lung  biopsy 
has  passed  prior  to  our  first  examination. 
As  a result  the  diagnosis  of  the  great 
majority  of  our  cases  of  farmer’s  lung  is 
based  on  history  and  physical  and  roent- 
genographic  examination  over  a period  of 
months  or  years.  In  some  cases  the  result 
of  the  therapeutic  test,  separating  the  af- 
fected patient  from  his  causative  environ- 
ment with  improvement  in  symptoms,  has 
contributed  to  the  substantiation  of  the 
diagnosis. 

The  relatively  insidious  onset  of  the 
disease  in  some  cases,  and  the  failure  by  the 
farmer  to  recognize  the  potential  hazard  of 
the  causative  environment,  often  contribute 
to  delay  in  diagnosis.  Too  often  the  failure 
of  the  historian  or  physician  to  elicit  the 
proper  pertinent  information  also  delays  the 
diagnosis.  The  physician  must  also  be 
aware  that  other  pulmonary  disease  may  be 
superimposed  on  farmer’s  lung  (Case  2). 
Presentation  of  some  representative  cases 
follow. 

The  first  case  presented  is  the  exception 
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FIGURE  2.  Case  1.  Graphic  chart  of  temperature, 
serum  glutamic  pyruvic  transaminase,  ACTH,  iso- 
niazid,  and  prednisone. 


because  he  was  admitted  to  our  hospital  in 
the  acute  phase  of  his  illness.  Neverthe- 
less, his  case  seems  interesting  enough  to  be 
presented. 

Case  reports 

Case  1.  A forty-seven-year-old  dairy  farmer 
was  sent  to  our  hospital  as  having  moderately 
advanced  active  pulmonary  tuberculosis.  On 
admission  he  was  found  to  be  in  moderately 
acute  respiratory  distress  with  cyanosis,  fever, 
weakness,  and  substernal  discomfort.  His  white 
blood  count  was  12,550,  with  78  per  cent  neutro- 
phils, 17  per  cent  lymphocytes,  3 per  cent  mono- 
cytes, and  2 per  cent  eosinophils.  Chest  roent- 
genogram showed  a pulmonary  pathologic 
condition  (Fig.  1A).  His  sputum  on  direct 
smear  and  concentration  was  negative  for  acid- 
fast  bacilli.  His  intradermal  tests  revealed 
negative  tuberculin  reactions,  using  10  T.U.  of 
purified  protein  derivative;  also  negative  find- 
ings for  histoplasmin,  coccidioidin,  and  blast o- 
mycin.  History  revealed  that  this  patient  had 
become  ill  about  six  weeks  prior  to  admission 
and  was  treated  for  an  upper  respiratory  infec- 
tion. His  symptoms  subsided  only  slightly, 
then  increased  to  his  present  state  of  illness. 
His  acute  illness  followed  his  first  exposure  to 
finely  chopped  moldy  hay,  which  he  had  spread 
daily  about  the  barn  for  bedding  for  the  young 
stock.  As  soon  as  a working  clinical  diagnosis 
of  farmer’s  lung  was  established,  he  was  given 
ACTH  for  two  days  and  then  placed  on  80  mg. 
of  prednisone  daily  in  divided  doses.  After 
four  days  with  a definite  clinical  improvement, 
his  prednisone  dosage  was  reduced  5 mg.  daily. 
Since  his  tuberculin  test  result  was  negative,  he 
was  in  a tuberculous  environment,  and  he  was 
receiving  prednisone,  isoniazid  was  adminis- 
tered to  him  prophylactically  using  300  mg. 
daily  in  divided  doses  orally.  His  electrocardio- 
gram was  read  as  a normal  tracing.  Liver  pro- 
file studies  done  on  his  fourth  hospital  day  were 


essentially  normal  including  a serum  glutamic 
pyruvic  transaminase  of  18  units.  The  urinaly- 
sis gave  essentially  negative  findings. 

This  patient’s  progress  was  excellent  until  the 
twelfth  day  of  his  prednisone  and  isoniazid 
therapy,  when  he  complained  of  considerable 
upper  abdominal  discomfort,  generalized  muscu- 
lar and  joint  pain,  headache,  fever,  and  rash. 
Because  of  his  excellent  progress  it  was  thought 
that  his  symptoms  were  due  to  medication,  and 
isoniazid  was  suspected  as  being  the  toxic  factor 
(Fig.  2).  His  isoniazid  was,  therefore,  discon- 
tinued and  his  symptoms  were  relieved.  The 
serum  glutamic  pyruvic  transaminase  value 
had  risen  to  110  units  and  by  the  following  day 
was  200  units,  after  which  it  gradually  fell  to 
normal. 

Subsequently  the  patient  was  given  a chal- 
lenging dose  of  50  mg.  of  isoniazid  which  was 
followed  within  three  hours  with  the  symptoms 
previously  attributed  to  isoniazid  toxicity.  The 
symptoms  were  again  relieved  with  prednisone. 
The  remainder  of  his  hospital  stay  was  unevent- 
ful, and  he  was  discharged  on  his  twenty-ninth 
hospital  day  having  refused  lung  and/or  liver 
biopsy. 

A specimen  of  the  hay  which  was  thought  to 
be  the  causative  agent  was  cultured  at  37  C., 
but  the  findings  were  negative.  This  patient 
was  cautioned  against  return  to  his  former 
environment.  He  found  that  return  to  the 
barn  caused  some  return  of  his  dyspnea,  and  he 
changed  his  occupation  to  become  a truck  driver 
and  later  to  custodial  duties  in  a public  building. 
He  was  followed  in  our  outpatient  department 
for  some  two  years  following  his  hospital  dis- 
charge, with  considerable  improvement  clini- 
cally and  radiographically  (Fig.  IB) . 

Case  2.  A sixty-four-year-old  man  had  been 
a farmer  his  entire  working  life.  He  had  been 
in  excellent  health  most  of  his  lifetime.  He  was 
said  to  have  contracted  pneumonia  two  weeks 
prior  to  his  first  clinic  visit  on  March  31,  1960. 
His  symptoms  at  onset  of  his  illness  were  produc- 
tive cough  with  blood-streaked  sputum;  pains 
in  the  chest,  especially  substernal;  dyspnea  with 
tightness  of  the  chest  and  hoarseness;  and 
anorexia,  fatigue,  and  malaise.  It  was  not  until 
his  next  clinic  visit  some  three  months  later  that 
a more  careful  history  revealed  that  the  onset  of 
this  patient’s  illness  had  closely  followed  expo- 
sure to  moldy  hay.  At  this  time  the  patient 
still  exhibited  dyspnea  on  talking.  During  the 
remainder  of  the  summer  his  symptoms  grad- 
ually improved.  However,  when  seen  in  clinic 
on  December  8,  1960,  he  stated  that  his  symp- 
toms were  gradually  increasing  since  weather 
had  confined  the  cattle  and  his  activities  to  the 
barn. 

It  was  noted  that  the  right  side  of  the  chest 
showed  considerably  more  infiltration  than  the 
left  (Fig.  3A).  When  seen  again  in  clinic  on 
August  23,  1962,  it  was  evident  that  this  patient 
had  considerable  change  in  his  chest  roentgeno- 
gram on  the  left,  probably  representing  cancer 
(Fig.  3B).  A lobectomy  was  performed  in  his 
local  hospital  in  October,  1962,  which  proved 
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FIGURE  3.  Case  2.  (A)  Chest  x-ray  film.  (B)  Chest  x-ray  film  with  superimposed  carcinoma. 


this  patient  had  cancer,  and  he  has  since  expired 
of  this  disease.  Unfortunately  lung  tissue  re- 
moved at  operation  was  examined  only  for  neo- 
plasm, and  re-examination  of  the  prepared 
slides  do  not  contain  enough  uninvolved  tissue 
to  be  useful  in  making  or  denying  a histologic 
diagnosis  of  farmer’s  lung. 

Case  3.  This  farmer  was  first  seen  by  us  in 
1949  at  age  fifty-five  years  (Fig.  4A).  This 
case  probably  represents  the  natural  history  of 
unsuspected  farmer’s  lung.  He  was  seen  again 
in  November,  1951,  and  January,  1952,  because 
of  what  was  described  as  recurring  virus  infec- 
tions and  increasing  shortness  of  breath.  His 
next  clinic  visit  was  in  February,  1959,  with 
recurrence  of  the  same  symptoms,  and  it  was 
not  until  his  next  clinic  visit  of  July,  1961,  that  a 
diagnosis  of  farmer’s  lung  was  finally  enter- 
tained. By  this  time  the  patient’s  condition 
had  deteriorated  very  considerably;  his  dyspnea 
had  increased  until  only  about  20  steps  could  be 
taken  slowly  without  stopping  because  of 
dyspnea.  A few  months  after  his  last  clinic 
visit  (Fig.  4B)  he  expired.  No  information 
concerning  his  terminal  illness  could  be  ob- 
tained. 

Case  4.  Another  farmer,  age  twenty-two, 
was  seen  in  our  clinic  December  18,  1961,  after 
having  been  in  his  local  hospital  from  December 
4 to  11,  complaining  of  high  fever,  cough,  loss  of 
weight,  and  dyspnea.  He  was  given  supportive 
treatment  and  an  antibiotic,  and  his  tempera- 
ture returned  to  normal,  but  he  continued  to 
have  dyspnea  and  a nonproductive  cough. 
Intradermal  tuberculin  0.0002  mg.,  purified  pro- 
tein derivative,  and  histoplasmin  gave  negative 
results.  A roentgenogram  compared  with  those 


obtained  during  his  acute  illness  showed  slight 
clearing  of  the  diffuse  fine  stippling  throughout 
both  lung  fields,  most  marked  at  the  bases  (Fig. 
5A).  By  January  18,  1962,  his  dyspnea  had 
improved  and  roentgenograms  showed  consider- 
ably better  aeration.  At  this  time  a history  of 
twenty  to  thirty  minutes  daily  of  exposure  to 
moldy  silage  for  two  months  prior  to  his  acute 
illness  was  obtained. 

He  then  began  working  in  a plastics  factory 
and  still  complained  of  dyspnea,  anorexia,  and 
loss  of  10  pounds  in  weight.  He  returned  to  the 
farm  and  his  appetite  and  weight  increased,  but 
exposure  to  dust  in  the  barn  aggravated  his  chest 
symptoms  of  dyspnea,  cough,  and  tightness  of 
the  chest  (Fig.  5B).  He  was  instructed  to  re- 
turn for  examination  in  April,  1964,  but  failed 
to  do  so.  In  June,  1964,  he  was  admitted  to  his 
local  hospital  with  a spontaneous  pneumothorax 
and  had  an  open  thoracotomy  with  resection  of 
pulmonary  emphysematous  bullae  and  biopsy 
of  lung.  The  histopathologic  specimen  showed 
granulomas  and  pulmonary  fibrosis. 


Comment 

Some  63  cases  of  chronic  or  recurring  pul- 
monary disease  occurring  in  dairy  farmers 
have  been  found  in  the  Homer  Folks 
Hospital  outpatient  department  and  field 
clinics  extending  over  11  counties  in  south- 
eastern New  York  State.  These  patients 
have  all  been  exposed  to  hay  and/or  straw 
dust  or  silage  containing  varying  amounts 
of  mold  and  in  different  degrees  of  decom- 
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FIGURE  4.  Case  3.  (A)  Chest  x-ray  film,  initial  film.  (B)  Chest  x-ray  film  taken  shortly  before  death. 


FIGURE  5.  Case  4.  (A)  Chest  x-ray  film,  subacute  stage.  (B)  Chest  x-ray  film,  chronic  stage. 


position.  They  all  show  pulmonary  changes  nea  of  some  degree  varying  from  moderate 

roentgenographically.  They  all  have  dysp-  exertional  dyspnea  to  complete  disability. 
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Lung  biopsies  should  be  very  desirable  but 
are  impossible  for  us  to  obtain  under  our 
clinic  facilities.  Apparently  no  successful 
allergen  for  skin  testing  has  been  prepared, 
and  perhaps  this  disease  does  not  cause  a 
skin  sensitivity  that  would  aid  in  the  spe- 
cific diagnosis  of  farmer’s  lung.  The  symp- 
toms have  been  adequately  described  pre- 
viously by  Frank9  Dickie  and  Rankin10  and 
others.  Attempts  to  discover  the  etiologic 
factor  have  been  made,  and  apparently 
some  have  now  been  identified.211  A vari- 
ety of  histopathologic  descriptions,  from 
acute  granulomatous  interstitial  pneumo- 
nitis to  bronchiolitis  obliterans  with  intersti- 
tial fibrosis,  have  been  described. 

Farmer’s  Lung  Disease 
in  Eastern  Pennsylvania 

CHARLES  LAUBACH,  M.D. 

Danville,  Pennsylvania 

Chief  of  Cardiopulmonary  Section, 
Geisinger  Medical  Center 


Our  cooperative  serologic  survey  was 
initiated  in  June,  1964,  and  during  that 
month  we  submitted  blood  specimens  to 
Marshfield  Clinic2-5  from  56  patients  living 
within  a 75-mile  radius  of  Danville,  Penn- 
sylvania. Danville  is  located  in  the  Sus- 
quehanna River  Valley,  midway  between 
the  New  York  and  Maryland  borders,  and 
20  miles  west  of  the  anthracite  coal  fields. 
Six  patients  out  of  the  56  had  seropositive 
test  findings  for  farmer’s  lung  disease  (10.7 
per  cent). 

Results 

Occupational  history.  General  farm- 
ing had  been  engaged  in  from  four  to  sixty- 
three  years,  with  a mean  of  twenty-nine 
years.  The  source  of  organic  dust  exposure 
is  shown  in  Table  II. 
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Upstate  Medical  Center,  and  was  presented  at  the  new  State 
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Summary 

Four  of  our  cases  of  farmer’s  lung  seen 
in  our  clinics  have  been  presented  to  illus- 
trate (1)  an  acute  stage  of  farmer’s  lung,  (2) 
to  show  superimposed  disease,  (3)  to  show 
the  natural  history  of  progressive  disease 
with  continued  exposure  to  the  causative 
environment,  and  (4)  a late  complicating 
incident  which  may  or  may  not  be  related 
to  farmer’s  lung.  These  are  presented  to 
help  indicate  the  occurrence  of  farmer’s  lung 
in  southeastern  New  York  State  as  ob- 
served in  our  outpatient  and  field  clinics 
and  are  not  minutely  examined  and  de- 
scribed inpatients. 


TABLE  II.  Organic  dust  exposure 


Source 

Number  of 
Patients 

Fodder,  hay,  grain 

2 

Threshing  dusts 

4 

Poultry  droppings,  feed,  straw 

2 

Respiratory  illness.  Six  patients  gave 
a history  of  having  had  one  or  more  attacks 
of  acute  respiratory  illness  during  the  course 
of  threshing  or  working  with  silage.  The 
interval  between  the  last  attack  and  sero- 
logic testing  was  from  four  to  thirty-four 
years,  with  a mean  of  eighteen  years. 
Two  gave  a history  of  gradual  development 
of  chronic  respiratory  symptoms,  such  as 
nonproductive  cough  and  shortness  of 
breath  on  effort. 

Chest  x-ray  findings.  Of  the  8 with 
the  medical  histories  already  referred  to, 
3 had  abnormal  chest  x-ray  film  findings. 
Two  showed  patchy  ill-defined  densities 
with  one  of  these  showing  hilar  adenopathy. 
A third  had  fine  granular  densities;  his 
history  included  coal  mining  for  twenty- 
four  years  prior  to  becoming  a farmer  for 
twenty-two  years;  he  had  experienced 
attacks  of  thresher’s  fever  in  1957  and  1960, 
and  he  showed  seropositive  findings  (Case 
6). 

Tests.  All  were  tested  to  tuberculin 
(purified  protein  derivative)  and  histo- 
plasmin,  and  the  results  were  negative 
except  for  one  with  7-mm.  induration  with 
5 T.U.  (Case  6). 
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FIGURE  6.  Electrophoretic  pattern  of  serum  proteins.  (A)  Prominence  of  alpha  2 and  beta  fractions  seen 
with  patients  with  seropositive  reaction  to  farmer’s  lung  antigen.  (B)  Normal  graph. 


Microbiologic  and  cytologic  examina- 
tions of  bronchial  secretions  gave  negative 
findings. 

Seven  of  the  8 who  had  history  of  re- 
spiratory illness  were  given  lung  function 
tests,  and  3 had  abnormalities  in  ventila- 
tion, gas  distribution,  or  blood  analysis,  the 
most  consistent  findings  being  decrease  in 
vital  capacity  and  arterial  oxygen  satura- 
tion at  rest  or  following  exercise. 

Serum  protein  analysis  by  paper  electro- 
phoresis did  not  show  any  significant  abnor- 
malities in  the  numerical  values  of  protein 
fractions,  but  there  was  a prominence  of 
the  beta  and  alpha  2 globulin  fractions 
producing  an  “M”  configuration  or  pattern 
in  the  midportion  of  the  graphic  record 
(Figs.  6 and  7).  Five  of  the  patients  with 
seropositive  reactions  demonstrated  this 
electrophoretic  pattern. 

Allergic  diathesis.  A history  of  al- 
lergy was  obtained  in  only  1 of  the  8 pa- 
tients. His  serologic  test  result  was  nega- 
tive. His  chest  x-ray  film  showed  patchy 
infiltrations.  His  serum  proteins  were  nor- 
mal in  numerical  value  and  graphic  pattern. 


Case  reports 

Case  5.  A man,  aged  twenty- three  years 
had  a two-year  follow-up  with  reversal  of  lung 
function  tests  and  clearing  of  abnormal  x-ray 
findings.  When  he  was  admitted  February  13, 
1963,  he  gave  a two-month  history  of  insidious 
onset  of  nonproductive  cough  and  dyspnea.  He 
was  a native  of  Clinton  County  in  northeast 
central  Pennsylvania;  for  thirteen  years  he  had 
been  actively  engaged  in  farming,  primarily 
raising  chickens  and  ducks.  He  had  had  an 
isolated  exposure  to  threshing  dust  six  years 
earlier  and  to  moldy  silage  four  years  prior  to 
admission.  He  could  not  recall  any  acute 
respiratory  illness  before  the  onset  of  his  present 
symptoms.  His  physical  examination  was  non- 
contributory. A serologic  test  for  farmer’s  lung 
disease  in  June,  1964,  showed  negative  findings. 

A chest  x-ray  examination  revealed  numerous 
ill-defined  patchy  densities  extensively  involving 
both  lung  fields  and  in  some  areas  fine  nodular 
and  reticular  shadows.  There  was  marked 
enlargement  of  hilar  shadows  (Fig.  8A).  Com- 
paring the  admission  films  with  a chest  x-ray 
film  of  December  5,  1962,  showed  slight  progres- 
sion of  the  peripheral  shadows.  X-ray  examina- 
tion of  the  hands  showed  them  to  be  normal. 

The  blood  count  revealed  slight  eosinophilia 
(6  per  cent)  and  slight  increase  of  monocytes  (13 
per  cent)  with  a white  blood  count  of  5,100,  red 
blood  count  3.8  million,  and  hemoglobin  11.8 
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FIGURE  7.  Electrophoretic  pattern  of  serum  proteins.  (A),  (B),  (C),  (E)  and  (F)  show  prominence  of  alpha 
2 and  beta  fractions.  (A),  (B),  and  (C)  show  “M”  pattern  mentioned  in  text.  (A)  is  Case  6,  (D)  is  Case  5. 


Gm.  per  100  ml.  The  urinalysis  gave  normal 
findings. 

Laboratory  findings  showed  the  erythrocyte 
sedimentation  rate  to  be  26  mm.  per  hour,  Cutler 
(normal  8 to  10  mm.  per  hour) ; serum  glutamic 
oxalopyruvic  transaminase  26  units  (normal 
40  ±8),  lactic  dehydrogenase  472  units  (normal 
350  =t  50);  alkaline  phosphatase  8.5  King- 
Armstrong  units  (upper  normal  15),  calcium  4.8 
mEq.  per  liter  (normal  3.5  to  5),  phosphorus  3.1 
mg.  per  100  ml.  (normal  2.5  to  4);  and  sulfo- 
bromophthalein  dye  retained  for  thirty  minutes 
was  5.8  per  cent,  for  forty-five  minutes  3.5  per 
cent.  Negative  results  were  shown  for  skin 
tests  with  blastomycin  1 : 100,  coccidioidin  1 : 100, 
histoplasmin  1:100,  and  tuberculin  purified  pro- 
tein derivative  (5  T.U.). 

Electrophoretic  analysis  showed  normal  serum 
proteins  (Fig.  7).  Total  protein  was  7.85  Gm. 
(normal  6 to  8);  albumin  4 Gm.  (normal  3 to 
5.6);  and  globulins:  alpha  1,  0.339  Gm.  (nor- 


mal 0.2  to  0.45),  alpha  2,  0.88  Gm.  (normal  0.4 
to  0.8),  beta  1.01  Gm.  (normal  0.5  to  1.1),  and 
gamma  1.22  Gm.  (normal  0.7  to  1.8). 

Lung  function  tests  revealed  decrease  in  vital 
capacity  and  maximum  breathing  capacity  with 
undersaturation  of  the  arterial  blood  during 
exercise  (Table  III). 

Electrocardiographic  findings  were  normal  and 
biopsies  showed  normal  scalene  lymph  nodes 
(Fig.  9).  Open  chest  biopsy  of  the  lung  re- 
vealed chronic  nonspecific  granulomatosis  con- 
sistent with  tuberculosis,  mycosis,  or  sarcoidosis. 
Acid-fast,  periodic  acid,  and  gram  stains  gave 
negative  results  (Figs.  10  and  11).  Cultures  of 
the  lung  for  mycobacterium  tuberculosis  and 
fungi  were  negative. 

The  patient  was  discharged  without  suppor- 
tive treatment.  He  experienced  gradual  symp- 
tomatic improvement  during  the  next  two  years, 
but  was  readmitted  in  December,  1964,  with  a 
psychiatric  diagnosis  of  schizophrenic  reaction. 
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FIGURE8.  Case  5.  Chest  x-ray  films.  (A)  On  May  17, 1963,  subsequent  to  biopsy,  these  showed  persistent 
generalized  soft  ill-defined  patchy  densities,  especially  in  lower  two-thirds  of  lung  fields.  There  was  enlarge- 
ment of  hilar  shadows.  (B)  On  December  20, 1964,  marked  clearing  of  previously  described  densities  were 
shown  with  a few  sharply  defined  streaky  densities  and  hilar  enlargement  as  residual  findings. 


TABLE  III.  Case  5,  reversal  of  lung  function 
abnormalities 


Condition 

February 
13,  1963 

December 
24,  1964 

Vital  capacity 

Cubic  centimeters 

2,700 

3,050 

Per  cent 

67 

76 

Forced  expiratory 
volume  (per  cent) 
1 second 

88 

87 

3 seconds 

100 

100 

Maximum  breathing 
capacity 

Liters  per  minute 

86 

146 

Per  cent 

64 

100 

Total  volume  (cc.) 

590 

713 

Minute  volume  (liters) 

6.6 

8.7 

Oxygen  saturation  (per 
cent) 

At  rest 

92 

98 

100  per  cent  oxygen 

95 

100 

After  exercise 

82 

92 

Carbon  dioxide  tension 
(mm.  Hg) 

35.7 

pH 

7.4 

His  blood  count  was  normal,  the  erythrocyte 
sedimentation  rate  remained  elevated  at  22  mm. 
per  hour,  and  the  chest  x-ray  film  showed  strik- 
ing improvement  (Fig.  8B).  The  electropho- 
retic pattern  was  unchanged.  Skin  tests  were  re- 


FIGURE  9.  Case  5.  Scalene  lymph  nodes;  nor- 
mal. 


peated  and  still  showed  negative  findings. 
Lung  function  tests  showed  improvement  in 
ventilation,  vital  capacity,  maximum  breathing 
capacity,  and  oxygen  saturation  (Table  III). 

Case  6.  A man,  age  sixty-one  years,  showed 
possible  similarity  of  roentgen  appearance  of 
silicosis  and  farmer’s  lung  disease.  He  had 
been  admitted  on  the  neurosurgical  service  be- 
cause of  a peripheral  nerve  injury  in  his  leg. 
He  participated  in  the  serologic  survey  and  was 
seropositive.  He  had  lived  in  Columbia  County 
in  eastern  Pennsylvania,  had  worked  as  an 
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FIGURE  11.  Case  5.  Lung  biopsy.  (A)  Noncaseating  granulomatous  reaction  with  giant  cell  formation, 
low  power.  (B)  High  power. 
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FIGURE  10.  Case  5.  Lung  biopsy:  thickening  of 
septa  and  fibroblastic  response. 


anthracite  coal  miner  from  1919  to  1943  and 
later  as  a farmer  for  twenty-two  years.  In 
addition  to  coal  mining  dust,  he  had  exposure  to 
moldy  hay  and  fodder  and  threshing  dusts.  He 
recalled  having  had  two  acute  respiratory  ill- 
nesses in  threshing  season  in  1957  and  1960. 
General  physical  findings  except  for  the  periph- 
eral nerve  deficit  were  noncontributory. 

Chest  x-ray  films  showed  fine  nodular  densi- 
ties throughout  both  lung  fields,  unchanged  in 
comparing  films  of  June,  1964,  and  January, 
1965  (Fig.  12).  The  blood  count  was  normal. 

Serum  proteins  showed  no  abnormal  numerical 
values,  but  the  graphic  record  shows  alpha  2 


and  beta  globulin  spiking,  the  previously  de- 
scribed “M”  pattern  (Fig.  7). 

There  was  a positive  reaction  to  5 T.U., 
0.0001  mg.  of  purified  protein  derivative,  with  7- 
mm.  induration.  Histoplasmin  1:100  gave 
negative  results. 

Lung  function  testing  revealed  slight  decrease 
in  vital  capacity,  slight  increase  in  residual 
volume,  and  mild  undersaturation  of  arterial 
blood. 

Comment 

Based  on  this  initial  survey  in  our  area  of 
Pennsylvania,  there  were  6 out  of  56  sero- 
positive reactors  (10.7  per  cent).  There 
was  an  interval  between  the  history  of 
respiratory  disease  and  serologic  testing 
. (a  mean  of  eighteen  years)  greater  than  the 
limits  found  by  Emanuel  et  al.2  and  Wenzel 
et  al.5  to  produce  a high  proportion  of 
seropositive  reactors.  They  have  been  able 
to  demonstrate  circulating  antibodies  to 
an  extract  of  moldy  hay  in  all  their  patients 
with  farmer’s  lung  disease  who  have  had 
active  disease  within  five  years,  but  Eman- 
uel et  al.2  have  reported  the  test  gave 
negative  results  if  more  than  five  years  had 
elapsed  since  the  last  exacerbation  of  dis- 
ease. We  have  noted  an  association  be- 
tween the  patients’  seropositivity  and 


FIGURE12.  Cas86.  Chestx-ray  films  showed  fine 
nodular  densities  throughout  lung  fields. 


pattern  of  electrophoretic  analysis  of  the 
serum  proteins.  Fuller13  has  reported  that 
in  the  active  phase  he  noted  increase  in  the 
gamma  fraction  of  the  serum  proteins. 

Lung  function  changes  suggest  the  dis- 
order to  be  restriction  with  poor  distribu- 
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tion  and/or  diffusion  rather  than  broncho- 
obstructive  in  nature,  physiopathologic 
features  previously  reported  by  Rankin 
et  al.*  The  spontaneous  reversibility  of 
the  granulomatous  phase  of  this  disease  is 
suggested  by  the  clinical  course  of  one 
patient,  Case  5,  reported  in  detail  (Fig.  8 
and  Table  III).  The  presence  of  rather 
marked  hilar  enlargement  in  this  case  raised 
the  question  of  differential  diagnosis.  Sar- 
coidosis was  particularly  considered,  but  on 
the  basis  of  laboratory  evidence  the  argu- 
ment was  against  the  diagnosis.  The  x-ray 
film  of  Case  6 led  to  an  indeterminate 
diagnosis  using  solely  this  parameter.  The 
industrial  history  included  both  coal  mining 
and  farming.  However,  he  reacted  sero- 
positively  with  an  electrophoretic  graph 
described  as  the  “M”  pattern. 

Summary 

A clinical  evaluation  of  8 patients  with 
some  evidence  of  farmer’s  lung  disease  was 
summarized. 

Of  56  blood  specimens  analyzed  by  the 
method  discussed  by  Emanuel  et  al .2  and 
Wenzel  et  al.,b  10.7  per  cent  were  seroposi- 
tive. There  seemed  to  be  some  associated 
electrophoretic  pattern. 

Two  patients  were  discussed  in  detail. 


Qase  7.  A thirty-one-y ear-old  farmer  was 
admitted  to  the  Crouse-Irving  Hospital  in 
February,  1962.  He  had  noted  mild  dysp- 
nea on  exertion  for  about  five  years  and 
occasional  episodes  of  fever  appearing  from 
six  to  eight  hours  after  bagging  oats.  Dur- 
ing January,  1962,  he  experienced  cough 
productive  of  yellowish-green  sputum,  more 
intense  exertional  dyspnea,  and  intermit- 
tent chills  and  fever.  Exposure  to  oats  was 
maintained  during  this  period  because  of 
the  need  to  feed  his  livestock  in  the  barn. 

Physical  examination  was  unremarkable 
except  for  the  presence  of  scattered  rales 
and  wheezes  present  on  some  examinations 
and  absent  on  others.  Laboratory  exami- 
nation revealed  8 per  cent  eosinophils  with 
a total  white  blood  count  of  5,000  per  cubic 
millimeter.  Radiographic  examination 
demonstrated  a subtle  and  even  question- 
able, fine  reticulonodular  infiltration  scat- 
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FIGURE  13.  Case  7.  Roentgenograms  during  exacerbation.  (A)  Film  corresponds  to  single  breath  diffus- 
ingcapacity  of  17  units.  (B)  Remission  in  patient.  Film  corresponds  to  value  of  28  units. 


tered  diffusely  throughout  both  lung  fields 
(Fig.  13A). 

The  patient  was  afebrile  during  his  stay 
in  the  hospital.  He  reacted  negatively  to 
skin  tests  for  the  more  usual  antigens,  and 
a diagnosis  of  farmer’s  lung  was  made. 
He  was  discharged  on  prednisone  20  mg. 
three  times  daily,  and  subsequently  experi- 
enced considerable  improvement  in  the 
previously  mentioned  symptoms.  Chest 
x-ray  films  also  showed  a return  to  normal 
(Fig.  13B).  A relapse  occurred  when  he 
simultaneously  stopped  taking  prednisone 
and  returned  to  work  in  the  barn.  After  a 
second  remission  had  been  induced  by  the 
administration  of  prednisone  and  cessation 
of  activity  in  the  barn,  he  was  persuaded  to 
sell  the  farm  and  has  subsequently  been 
free  of  respiratory  difficulty. 

Functional  evaluation  before  and  after 
the  first  remission  revealed  an  untimed  vital 
capacity  of  3,990  ml.  before  and  one  of 
4,890  ml.  following  the  remission.  The 
initial  value  was  75  per  cent  of  that  pre- 
dicted, a mildly  reduced  value,  and  the 
second  value  was  92  per  cent  of  that  pre- 
dicted, an  entirely  normal  value.  Maxi- 
mum ventilatory  capacity  was  first  145  L. 
per  minute  (normal)  but  rose  to  188  L.  per 


minute  after  the  remission.  With  such 
normal  values,  without  evidence  of  im- 
paired ability  to  mix  with  a helium  circuit, 
without  hyperinflation  on  measurement  of 
the  subdivisions  of  the  total  lung  capacity, 
and  with  so  little  clinical  or  radiographic 
evidence  of  pulmonary  parenchymal  dam- 
age, there  would  have  been  reason  to  doubt 
that  the  disease  had  involved  a significant 
portion  of  the  pulmonary  parenchyma. 
However,  determination  of  the  single  breath 
diffusing  capacity  in  quadruplicate  before 
and  after  the  remission  revealed  values  of 
17,  17,  17,  and  15  before  and  28,  28,  28,  and 
27  after  the  remission.  Since  the  predicted 
value  was  30,  these  values  represented  a 
rise  from  57  to  93  per  cent  of  that  predicted. 

This  experience  suggests  that  the  single 
breath  diffusing  capacity  may  be  reduced 
during  clinical  exacerbations  of  farmer’s 
lung,  may  return  to  normal  during  remis- 
sion, and  also  suggests  that  this  change  may 
occur  during  the  presence  of  only  mild 
symptoms  and  signs. 

Inasmuch  as  spirometric  evaluation  may 
not  reveal  conclusive  abnormalities,  it  seems 
worth  while  to  perform  diffusion  measure- 
ments in  mild  cases  and  to  use  the  test  in 
follow-up. 
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Marshfield  Clinic  is  situated  in  the 
heart  of  the  dairy  industry  in  Wisconsin. 
Each  year  from  September  to  April  we  see 
a number  of  farmers  with  a chronic  re- 
spiratory illness.  They  have  typical  symp- 
toms of  cough,  dyspnea,  fever,  chills,  and 
weight  loss.  These  symptoms  frequently 
occur  after  they  have  been  in  the  barn,  but 
usually  they  do  not  note  any  correlation 
between  their  exposure  and  their  symptoms. 
More  often  than  not  they  are  lifetime 
farmers.  Quite  frequently  they  have  been 
working  with  their  sons  or  other  members  of 
their  family  who  have  had  no  similar  illness 
after  exposure  to  dust.  They  often  have 
been  treated  with  antibiotics  for  virus 
pneumonia.  The  treatment  has  been  ef- 
fective because  the  severity  of  their  symp- 
toms has  kept  them  away  from  their  barns 
and  exposure  for  a period  of  time.2-10 

In  the  upper  midwest,  agricultural  condi- 
tions are  most  conducive  for  the  develop- 
ment of  farmer’s  lung.  Climatic  conditions 
favor  poor  drying.  Hay  and  grain  are 
usually  stored  in  poorly  ventilated  mows, 
and  once  moldy  hay  has  been  in  the  mow, 
the  areas  may  remain  contaminated  for 
many  years.  Our  severe  winters  have  re- 
sulted in  construction  of  relatively  airtight 
barns  which  cause  a higher  and  more  pro- 
longed dust  exposure  than  would  be  present 
if  feeding  were  done  in  the  open  lot  or  shed. 
In  addition  to  these  factors,  silos  are  widely 
used  for  the  production  of  corn  and,  more 
recently,  grass  silage,  and  this  material  is 
frequently  moldy. 
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FIGURE  14.  Case  8.  Minimal  disease.  Patient 
farming  only  six  months  developed  diffuse  inter- 
stitial pneumonitis. 


On  physical  examination  the  most  sig- 
nificant finding  is  the  presence  of  diffuse, 
crepitant,  inspiratory,  and  expiratory  rales 
throughout  both  lungs.  The  auscultatory 
findings  are  very  often  much  more  sig- 
nificant than  those  on  x-ray  films.  Wheez- 
ing or  other  asthmatic  symptoms  are  char- 
acteristically absent. 

There  are  no  consistently  abnormal 
laboratory  findings,  except  the  presence  of 
circulating  antibodies,  to  be  discussed  later. 
The  serum  globulin  may  be  slightly  ele- 
vated, but  no  more  than  would  be  expected 
with  any  other  infectious  or  inflammatory 
disease.  The  blood  count  is  not  remark- 
able. Occasionally  eosinophils  are  found. 

Pulmonary  function  studies  have  been 
carried  out  on  our  patients.  They  show 
diffusion  defect  uniformly.  During  the 
acute  stage  of  the  disease  there  is  a rather 
marked  reduction  in  the  mechanics  of 
breathing.4  We  have  not  been  impressed 
with  pulmonary  function  studies  as  an  aid 
to  diagnosis,  and  more  often  than  not, 
pulmonary  function  studies  cannot  be  ade- 
quately carried  out  in  the  acutely  ill  patient. 

In  our  work-up  of  patients  with  diffuse 
lung  disease,  we  have  preferred  to  go 
directly  to  a limited  thoracotomy  and  pul- 
monary biopsy  rather  than  spend  a number 
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FIGURE  15.  Case  9.  Moderately  advanced  dis- 
ease. Extensive  pulmonary  infiltrate  both  lungs, 
especially  right  upper  and  midlung  fields. 


of  days  performing  useless  and  uninforma- 
tive procedures. 

Cultural  examination  of  the  biopsy  mate- 
rial for  bacteria  and  fungi  were  uniformly 
negative  until  we  developed  special  cultural 
procedures  which  will  be  described.  Using 
these  methods  we  were  able  to  culture 
certain  thermophilic  actinomycetes  which 
have  been  described  as  the  etiologic  agent 
of  farmer’s  lung.5-11  Histologic  examina- 
tion of  the  biopsy  material  revealed  no 
evidence  of  spores  or  mycelium.  In  addi- 
tion to  the  hematoxylin  and  eosin  stains, 
a broad  group  of  stains  including  the 
Gomori,  methenamine  silver  stain,  periodic 
acid-Schiff,  and  other  fungus  stains  were 
used  routinely. 

We  wish  to  report  to  you  on  our  findings 
of  a consecutive  series  of  30  patients,  28 
men  and  2 women,  ranging  in  age  from 
thirty-two  to  seventy-five  years.  Lung  bi- 
opsy was  usually  performed  within  the 
first  forty-eight  hours  of  hospital  admission. 
We  have  found  that  biopsy  during  this 
acute,  febrile  phase  of  the  disease  caused 
no  increase  in  morbidity.2 

Four  patients  of  the  series  eventually 
died  of  their  disease  and  autopsies  were 
performed  on  3.  Two  of  these  patients  had 


such  a severe  degree  of  pulmonary  insuffi- 
ciency that  they  required  permanent  tra- 
cheostomy. Histologic  examination  of 
their  lungs  revealed  a chronic  interstitial 
pneumonitis  with  focal  emphysema.  All  of 
them  had  cor  pulmonale. 

Case  reports 

Case  8.  Figure  14  demonstrates  a typical 
roentgenologic  picture  in  a patient  with  minimal 
disease.  He  was  a thirty-nine-year-old  white 
male  farmer  who  was  born  and  reared  in  Chicago 
and  worked  as  a machinist  for  a number  of 
years.  He  came  to  Wisconsin  and  bought  a 
small  run-down  farm  because  of  his  commuting 
problem  in  Chicago  and  harassment  by  the 
Chicago  police.  He  became  ill  with  a respira- 
tory illness  in  December,  noted  severe  dyspnea, 
and  on  physical  examination  had  many  moist 
crepitant  rales  throughout  both  lung  fields, 
especially  in  the  hilar  areas.  He  underwent 
pulmonary  biopsy  which  revealed  a granuloma- 
tous interstitial  pneumonitis.  Agar  gel  dif- 
fusion showed  a heavy  concentration  of  circulat- 
ing antibodies.  The  patient  was  advised  to 
cease  farming.  His  chest  x-ray  film  cleared 
rapidly  after  he  left  the  farm,  and  he  has  re- 
mained well.  This  then  represents  the  minimal 
disease  or  subacute  stage  of  the  disease. 

Case  9.  Figure  15  is  the  chest  x-ray  film  of  a 
thirty-eight-year-old  white  male  with  moder- 
ately advanced  disease.  He  was  bom  and 
reared  on  his  farm  and  worked  there  all  of  his 
life.  One  year  previously  he  had  noted  some 
respiratory  symptoms  during  the  winter  months. 
He  was  able  to  do  his  farm  work  only  because  of 
the  help  of  his  family.  His  symptoms  became 
much  more  severe  in  1955,  and  when  we  finally 
saw  him  he  was  severely  dyspneic.  A pulmonary 
biopsy  revealed  evidence  of  farmer’s  lung.  He 
also  quit  farming  and  found  a job  as  a garage 
mechanic. 

An  interesting  side  light  is  that  his  father-in- 
law  wanted  to  take  a vacation  to  Florida  one 
winter  for  a period  of  two  weeks.  The  patient 
offered  to  do  the  farm  work  for  him.  However, 
after  the  second  day  he  became  so  ill  that  he  had 
to  be  hospitalized  for  fever,  dyspnea,  and  cough. 
It  was  necessary  for  him  to  hire  the  work  done 
for  the  remainder  of  his  father-in-law’s  vacation. 
Although  he  has  remained  well,  residual  fibrosis 
can  still  be  seen  on  x-ray  films. 

Case  10.  Far-advanced  disease  occurred  in  a 
thirty-nine-year-old  white  male  who  was  first 
seen  in  1954.  He  had  suffered  from  a respira- 
tory illness  for  eighteen  months  previously  and 
had  been  seen  by  his  local  physician  who  made  a 
diagnosis  of  bronchitis  and  pneumonia.  At  the 
time  of  his  admission  to  the  hospital  he  was 
acutely  ill  with  cough,  fever,  and  respiratory  dis- 
tress. At  11:00  p.m.  on  the  day  of  admission 
he  had  a sudden  massive  hematemesis  and  had 
to  undergo  an  emergency  gastric  resection  for  a 
bleeding  ulcer.  His  admission  chest  x-ray  film 
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FIGURE  16.  Case  10.  Far-advanced  disease.  (A)  Fibrosis  apparent  in  hilar  areas.  (B)  Extensive  pulmo- 
nary fibrosis  and  emphysema  with  chronic  pneumothorax. 


FIGURE  17.  Extensive  chronic  inflammation  with 
foreign  body  giant  cell;  characteristic  feature  in  78 
per  cent  of  biopsies. 


showed  a bilateral  infiltration  of  both  lungs 
(Fig.  16 A).  Following  his  surgical  procedure, 
his  chest  symptoms  subsided,  but  he  was  lost  to 
follow-up  until  February,  1958. 

He  was  readmitted  in  February,  1958,  com- 
plaining of  shortness  of  breath  for  a period  of 
four  weeks.  He  had  also  noted  cough,  fever, 
weight  loss,  and  night  sweats.  On  physical 
examination  many  crepitant  rales  were  heard  in 
both  lung  fields.  His  chest  x-ray  film  revealed 
this  infiltrative  fibrotic  change  in  both  the  right 
and  left  lungs.  He  underwent  a pulmonary 
biopsy  of  the  upper  lobe.  His  lung  had  a dif- 
fuse nodularity  with  almost  complete  consolida- 
tion of  the  entire  palpable  upper  lobe.  His- 


tologic study  showed  an  interstitial  pneumonitis 
which  was  subacute  and  organizing. 

In  July,  1959,  he  had  a right  pneumothorax. 
He  was  seen  on  five  occasions  during  July  and 
August  with  recurrent  episodes  of  right  and  left 
pneumothorax  requiring  closed  thoracotomy. 
We  felt  that  these  episodes  were  due  to  emphyse- 
matous blebs  and  a compensatory  emphysema 
as  a result  of  his  pulmonary  fibrosis. 

In  January,  1960,  a permanent  tracheostomy 
was  performed  because  of  respiratory  insuf- 
ficiency, weight  loss,  and  an  ineffective  cough 
(Fig.  16B) . The  patient  had  prednisone  therapy 
during  this  entire  period.  He  had  quit  farming 
in  July,  1959.  His  last  admission  was  in 
January,  1962,  because  of  fever,  cough,  and 
increasing  respiratory  difficulty.  He  died  in 
February,  1962,  of  pulmonary  insufficiency  and 
cor  pulmonale.  Postmortem  examination  of 
his  lungs  revealed  extensive  pulmonary  fibrosis 
with  no  evidence  of  granuloma  formation. 
There  was  marked  bullous  emphysema,  cardiac 
hypertrophy,  and  adrenal  cortical  atrophy. 

Findings 

Figure  17  demonstrates  the  usual  his- 
tologic picture  seen  in  these  patients. 
Chronic  interstitial  pneumonitis  was  pres- 
ent in  all  the  cases  studied.  In  38  per  cent 
definite  granuloma  formation  was  present, 
as  is  seen  in  this  figure.  Multinucleated 
giant  cells  of  the  foreign  body  type  were 
observed  in  78  per  cent  of  the  biopsies. 
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FIGURE  18.  (A)  Granulomatous  inflammation  with  numbers  of  foreign  body  giant  cells.  (B)  Same  field  as 
(A)  showing  prominent  birefringence  of  foreign  body  material  using  polarized  light. 


In  7 cases  there  was  no  evidence  of  gran- 
uloma. This  observation  contrasts  rather 
sharply  with  the  previous  literature  on 
farmer’s  lung  which  describes  the  process 
as  consistently  producing  a granulomatous 
pneumonitis.  We  feel  it  would  be  a mis- 
take, therefore,  to  eliminate  the  possibility 
of  farmer’s  lung  in  cases  of  interstitial 
pneumonitis  because  of  the  absence  of 
granuloma. 

Foreign  material  was  seen  in  58  per  cent 
of  our  biopsies,  and  in  29  per  cent  this 
material  was  doubly  retractile  when  ex- 
amined with  polarized  light.  This  material 
had  not  previously  been  described,  and  its 
significance  remains  to  be  determined.  In 
a similar  group  of  13  farmers  undergoing 
pulmonary  surgery  for  other  reasons,  no 
such  foreign  material  could  be  found. 

Figure  18 A shows  a hematoxylin-  and 
eosin-stained  section  demonstrating  pul- 
monary fibrosis  with  giant  cell  formation 
and  an  interstitial  pneumonitis.  Figure 
18B  is  the  same  area  examined  under 
polarized  light.  It  demonstrates  the  areas 
containing  foreign  material. 

Figure  19  shows  a foreign  body  within  a 
giant  cell. 

Figure  20  shows  a third  important  histo- 
pathologic feature.  This  is  the  presence  of 
a necrotizing  bronchiolitis  or  bronchiolitis 
obliterans.  This  process  was  characterized 
by  nodular  fibroblastic  masses  with  chronic 
inflammatory  and  histiocytic  cells.  These 
masses  projected  into  and  sometimes  oc- 
cluded the  lumina  of  bronchioles. 

The  granuloma  and  interstitial  pneumo- 
nitis, however,  are  not  specific  for  farmer’s 
lung.  Figure  21 A is  a biopsy  from  a 


FIGURE  19.  Foreign  body  material  within  giant 
cell,  seen  in  58  per  cent  of  cases. 


patient  with  symptoms  similar  to  those 
seen  in  farmer’s  lung.  This  patient  had 
been  working  in  a paper  mill.  The  illustra- 
tion shows  evidence  of  a chronic  interstitial 
pneumonitis  with  granuloma  formation 
which  we  have  called  maple  bark  disease. 
Figure  21B  shows,  however,  the  causative 
agent  of  this  disease:  the  spores  of  Crypto- 
stoma corticale.  In  contrast  to  the  thermo- 
philic actinomycetes  these  spores  grow  at 
a very  low  temperature,  25  C.  They  do 
not  grow  in  the  lung,  but  they  produce  an 
inflammatory  and  hypersensitivity  reaction 
causing  an  illness  identical  to  farmer’s 
lung.14 

We  have  been  able  to  demonstrate  cir- 
culating antibodies  to  an  extract  of  moldy 
hay  in  all  of  our  patients  with  farmer’s  lung 
who  have  had  active  disease  within  the 
past  five  years.  We  have  found  one 
instance  of  circulating  antibodies  persisting 
up  to  eleven  years  following  the  illness  with 
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FIGURE  20.  Bronchiolitis  obliterans  (organizing  fi- 
broblastic endobronchial  exudate),  present  in  25  per 
cent  of  cases. 


no  apparent  exposure  in  the  intervening 
years. 

Comment 

The  most  important  aspect  in  the  treat- 
ment of  this  illness  is  the  removal  of  the 
patient  from  further  contact  with  the 


offending  material.  In  an  acutely  ill  pa- 
tient this  is  accomplished  by  his  own 
symptoms.  Unless  there  has  been  a very 
severe  degree  of  pulmonary  involvement  the 
patient  frequently  feels  better  and  the  acute 
fever  and  cough  subside  in  from  three  to 
seven  days. 

We  have  used  adrenal  cortical  steroids 
in  some  patients  after  the  diagnosis  has 
been  established.  This  is  started  to  obtain 
early  resolution  of  the  inflammatory  and 
hypersensitivity  reaction.  It  appears  log- 
ical to  utilize  them  in  an  attempt  to  shorten 
the  duration  of  disability  and  lessen  the 
damage.  We  have  also  used  them  to  offer 
some  protection  to  the  farmer  during  the 
period  while  he  is  trying  to  dispose  of  his 
farm.  This  offers  certain  problems,  how- 
ever, aside  from  the  hazard  of  the  steroids 
themselves.  The  farmer  frequently  feels 
well  enough  so  that  he  is  less  disposed  to 
sell  his  farm  and  thinks  that  we  can  con- 
tinue to  provide  him  with  protection  for  a 
number  of  years.  This,  of  course,  is  a false 
sense  of  security. 

Farmers  and  the  agricultural  industry 


FIGURE  21.  Maple  bark  disease.  (A)  Interstitial  pneumonitis  with  granuloma  formation  and  marked  de- 
struction of  pulmonary  architecture.  (B)  Arrows  point  to  spores  of  Cryptostoma  corticale. 
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must  recognize  the  hazard  of  this  disease 
and  make  every  attempt  to  prevent  the 
storage  of  wet  material  which  will  produce 
mold.  Development  and  wider  use  of  driers 
and  machinery  for  feed  making  pellets  may 
be  helpful  in  the  control  of  this  problem.  If 
the  farmer  realizes  that  the  handling  of 
moldy  material  may  be  a hazardous  as  well 
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Clinical  aspects  of  farmer’s  lung  have 
attracted  great  interest  in  recent  years. 
Our  interest  in  this  disease  has  led  us  to  the 
laboratory,  and  for  the  past  four  years  we 
have  carried  out  an  experimental  study  of 
this  disease.2-5  These  studies  have  dealt 
with  the  pursuit  of  the  causative  agent  or 
agents,  the  chemical  and  physical  charac- 
teristics of  the  antigens,  and  the  production 
of  the  disease  in  the  experimental  animal. 
This  report  is  a summary  of  our  findings  in 
the  first  two  parts  of  our  work. 

In  1932,  Campbell1  reported  on  his 
clinical  observations  of  farmer’s  lung. 
Since  that  time  a number  of  organisms  such 
as  Monilia,  Aspergillus,  Penicillium,  and 
Mucor  have  been  suggested  as  etiologic 
agents. 15  • 16  However,  these  organisms  were 
usually  recovered  from  the  sputum  of  the 
patients  and  were  never  linked  directly  with 
the  disease.  The  first  reference  implicating 
the  thermophilic  actinomycete  Thermo- 
polyspora  polyspora  with  the  disease  was 

This  symposium  was  sponsored  jointly  by  the  Onondaga 
State  Chest  Clinic  and  the  State  University  of  New  York 
Upstate  Medical  Center,  and  was  presented  at  the  new  State 
University  Hospital  in  Syracuse,  New  York,  on  Tuesday, 
February  9,  1965. 

* This  study  was  supported  by  U.S.  Public  Health  Service 
Grant  OH-00036. 


as  a disagreeable  task,  farmer’s  lung  may 
be  seen  less  frequently. 

Without  question,  if  this  disease  occurred 
in  an  industrial  group  where  there  was  a 
greater  concentration  of  individuals  and 
where  the  problems  of  compensation  might 
be  raised,  it  would  attract  a great  deal  more 
attention. 


made  by  Pepys  et  al.  in  1963. 11  He  and 
his  associates3  previously  reported  pre- 
cipitins  to  an  extract  of  moldy  hay  in  the 
serum  of  patients  with  farmer’s  lung.  In 
his  second  study  he  reported  that  T.  poly- 
spora was  a potent  source  of  farmer’s  lung 
antigen.  At  that  time  he  also  pointed  out 
that  the  sera  of  several  of  their  patients 
reacted  with  an  extract  of  Micromono- 
spora  vulgaris.  Other  organisms  men- 
tioned by  Pepys  were  Thermopolyspora 
glauca  and  Streptomyces  thermoviolaceus, 
fradiae,  griseoflavus,  olivaceus,  and  griseus. 
Pepys  also  stated  that  the  sera  of  patients 
with  farmer’s  lung  could  be  absorbed  with 
Aspergillus  and  other  fungal  antigens  with- 
out affecting  their  ability  to  form  precipitin 
lines  in  agar  diffusion  with  T.  polyspora. 
The  relationship  of  T.  polyspora  to  the 
disease  was  further  strengthened  by  a 
report  from  Corbaz,  Gregory,  and  Lacey17 


FIGURE  22.  Case  11.  Culture  of  T.  polyspora 
grown  from  lung  on  nutrient  agar  at  50  C.  for  five 
days. 
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FIGURE  23.  Microscopic  view  of  T.  polyspora 
showing  spores  and  mycelium  stained  with  alkaline 
crystal  violet  (X  710). 


that  T.  polyspora  was  the  principal  thermo- 
philic actinomycete  found  in  farmer’s  lung 
hay.  These  authors  also  found  Micro- 
monospora  vulgaris  in  great  numbers  in 
these  hays.  In  January  of  this  year,  Pepys 
and  Jenkins,18  again  reporting  on  T.  poly- 
spora hay  antigens,  stated  that  87  per  cent 
of  their  patients  with  the  disease  had  pre- 
cipitating antibodies  in  their  sera.  In  a 
series  of  302  controls,  no  positive  findings 
were  made.  These  results  have  been  con- 
firmed in  our  laboratory. 

Method  (Case  II) 

Because  of  Pepys  et  aZ’.s3-11  earlier  ob- 
servations, we  decided  to  look  for  these 
organisms  in  the  lungs  of  patients.  The 
biopsied  lung  was  cultured  at  20  C.,  37  C., 
and  55  C.  on  blood,  Sabouraud,  and  nu- 
trient agars.  At  the  end  of  one  week, 
growth  appeared  on  the  nutrient  agar  cul- 
ture held  at  55  C.  The  other  cultures  were 
negative.  Two  organisms  were  present, 
one  of  which  was  identified  as  T.  polyspora. 
The  colonies  of  this  organism  are  small, 
yellow,  and  dome-shaped  (Fig.  22).  Micro- 
scopically the  spores  are  globose,  approxi- 
mately 1 micron  in  diameter,  and  are  borne 
in  lateral  chains  on  simple  mycelium  (Fig. 
23).  The  unidentified  organisms  appear 
closely  related  to  Micromonospora  vulgaris. 
The  T.  polyspora  was  compared  with  one 
received  from  Philip  Gregory,  M.D.,  in 
England  (Fig.  24B).  The  lack  of  spurring 
shows  the  immunologic  identity  of  the  two 
T.  polysporas.  It  is  also  interesting  to  note 


FIGURE  24.  Comparison  of  immunologic  identity. 
(A)  Serum  from  Case  11.  (B)  Pyridine  extract  of  T. 
polyspora  from  P.  H.  Gregory,  M.D.  (C)  Pyridine 
extract  of  T.  polyspora  isolated  from  Case  11.  (D) 
Pyridine  extract  of  Micromonospora  vulgaris.  (E) 
Pyridine  extract  from  unclassified  thermophilic 
organism  isolated  from  Case  11. 

that  the  unclassified  organism  formed  a 
faint  precipitin  line  with  one  patient  (Fig. 
24E).  It  also  formed  a similar  but  dense 
line  with  one  of  the  other  patients. 

This  is  the  first  isolation  of  T.  polyspora 
from  the  lung  of  a patient  with  farmer’s 
lung.  When  one  considers  that  we  were 
able  to  isolate  T.  polyspora  from  the  lung 
of  this  patient,  that  his  sera  and  the  sera  of 
our  other  patients  contain  precipitating 
antibodies  to  an  extract  of  this  organism, 
and  that  this  organism  is  the  principal 
thermophilic  actinomycete  found  in 
farmer’s  lung,  one  must  conclude  that  this 
evidence  weighs  heavily  in  favor  of  a direct 
relationship  between  the  organism  and  the 
disease.  Williams19  in  his  study  pointed 
out  that  fungi  or  bacteria  are  not  directly 
responsible  for  the  reaction  but  that  vege- 
table material  that  had  been  altered  in 
some  way  seemed  a more  likely  cause  of  the 
disease.  This  hypothesis  seems  untenable 
in  the  light  of  these  discoveries. 

The  fact  that  the  organism  has  not 
previously  been  isolated  is  not  surprising. 
Clinical  specimens  are  not  usually  cultured 
at  55  C.  The  second,  and  perhaps  most 
important,  reason  is  that  the  organism  may 
only  be  present  in  the  lung  during  the  acute 
stage  of  the  disease.  Since  the  organism  is 
a potent  antigen  in  lung  tissue,  it  is  rapidly 
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FIGURE  25.  Immunodiffusion  for  farmer’s  lung. 
(A)  Aqueous  extract  of  moldy  hay.  (B)  Serum  from 
Case  11. 


destroyed.  The  patient  presented  here 
was  biopsied  during  an  acute  exacerba- 
tion of  his  illness.  The  organism  has 
not  been  seen  in  tissue  sections  because 
of  its  small  size  and  poor  chromogenic 
properties.  At  this  time  we  do  not  discount 
the  fact  that  other  thermophilic  organisms 
may  produce  this  disease.  Some  of  the 
recent  studies  which  we  have  carried  out 
point  to  the  fact  that  farmer’s  lung  is 
probably  due  to  a related  group  of  thermo- 
philic organisms  of  which  T.  polyspora  is 
the  principal  member.  So  far  there  are 
no  direct  proofs  as  to  how  the  organisms 
produce  the  disease.  The  fact  that  the 
disease  is  not  infectious  is  apparent  from 
the  temperature  dependence  of  the  or- 
ganism on  cultures  and  the  successful 
treatment  of  the  disease  with  steroids. 
Following  suggestions  by  Germuth20  and 
Crowle,21  one  might  postulate  that  the 
disease  process  in  the  lung  is  caused  by 
reaction  to  the  antigen-antibody  complex. 
Initial  sensitization  takes  place  in  the  lung 
with  the  formation  of  precipitating  anti- 
bodies. The  lung  tissue  then  becomes 
sensitized  to  the  antigen-antibody  complex 
with  resultant  interstitial  infiltration  and 
granuloma  formation.  Our  current  studies 
are  directed  at  proving  or  disproving  this 
hypothesis. 

Tests 

The  second  part  of  the  study  deals  with 
the  isolation  and  characterization  of  the 


FIGURE  26.  Comparison  of  extracts  of  T.  polyspora 
and  hay  to  show  antigen  identity.  (A)  Serum  from 
Case  11.  (B)  Pyridine  extract  of  T.  polyspora.  (C) 
Pyridine  extract  of  Micromonospora  vulgaris.  (D) 
Pyridine  extract  of  moldy  hay. 

antigens  with  which  the  sera  of  patients 
with  farmer’s  lung  react  in  the  agar  diffu- 
sion test.  Late  in  1961  we  found  that  an 
extract  of  moldy  hay  formed  a precipitin 
line  with  the  serum  of  patients  with  farmer’s 
lung  (Fig.  25).  At  the  time  we  were  not 
aware  of  the  import  of  this  finding.  This 
same  observation  was  published  by  Pepys 
et  al .3  in  England  and  Kobayashi  et  al ,22  in 
this  country.  We  proceeded  to  investigate 
methods  for  the  extraction  of  this  antigen 
from  moldy  hay.  These  early  studies  uti- 
lized extraction  of  the  hay  with  water, 
adsorption  of  the  pigments  with  charcoal, 
and  gel  filtration  on  sephadex  G-100  and 
G-200.  Two  antigens  were  isolated  using 
these  methods.  However,  they  were  never 
completely  purified  because  of  the  high 
concentration  of  impurities  in  the  hay 
samples.  There  was  also  considerable 
variation  in  the  concentration  of  the  antigen 
in  various  hays.  This  work  has  also  been 
confirmed  by  others. 

When  Pepys  et  al ,n  reported  the  finding 
of  farmer’s  lung  antigens  in  the  thermo- 
philic actinomycete  T.  polyspora,  we  de- 
cided to  use  the  organism  for  our  isolation 
procedures.  The  antigen  found  in  moldy 
hay  and  in  the  organisms  were  immuno- 
logically  identical  (Fig.  26).  The  lines 
merge  with  no  spur  formation,  indicating 
immunologic  identity.  All  of  our  patients 
who  previously  reacted  positively  to  ex- 
tracts of  moldy  hay  also  reacted  positively 
to  extracts  of  T.  polyspora.  In  an  exten- 
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FIGURE  27.  Partial  separation  of  farmer's  lung 
antigens  on  sephadex  G-200. 


sive  study  we  have  found  no  precipitating 
antibodies  in  the  sera  of  control  subjects. 
We  then  proceeded  using  large  batches  of 
these  organisms  for  the  antigen  isolation. 
In  the  procedure  we  are  now  following,  the 
organism  is  grown  on  nutrient  agar  for 
about  five  days  at  55  C.  The  growth  is 
washed  from  the  plates  in  0.1  molar  pyridine 
acetate  buffer  at  pH  5.6.  The  organisms 
are  allowed  to  extract  for  eight  days  in  the 
cold.  At  the  end  of  this  time  the  organisms 
are  removed  by  centrifugation  and  the 
supernatant  liquid  freeze  dried.  This  ma- 
terial is  then  dissolved  in  the  pyridine  buffer 
and  placed  on  a pyridine  G-200  column 
which  has  been  previously  equilibrated  with 
the  same  buffer  (Fig.  27).  We  have  been 


able  to  isolate  two  areas  of  antigenic  activ- 
ity at  this  particular  step.  We  refer  to 
these  two  antigenic  fractions  as  the  G-200 
front  and  rear  peaks.  One  also  sees  a 
considerable  elimination  of  optically  dense 
carbohydrate  material  from  the  active  frac- 
tions in  this  step. 

To  study  the  effects  of  adsorption,  the 
fractions  from  the  G-200  column  were  used 
in  a serum  adsorption  test  (Fig.  28).  The 
antisera  used  in  the  study  were  from  Case 
11.  His  serum  was  adsorbed  with  each  of 
the  fractions  and  then  tested  against  each 
fraction  as  well  as  the  crude  material. 
Each  fraction  was  specifically  adsorbed 
showing  that  the  two  antigenic  areas  con- 
tain different  substances. 

From  the  physiologic  data  accumulated 
so  far,  we  find  that  the  antigens  are  rich  in 
carbohydrate  with  a small  amino  acid  com- 
ponent. The  principal  amino  acids  found 
so  far  are  aspartic  and  glutamic  acids, 
threonine,  serine,  glycine,  alanine,  and 
valine.  Hydrolysis  of  the  material  with 
6N  hydrochloric  acid  at  100  C.  for  four 
hours  yields  a carbohydrate  content  of 
approximately  90  per  cent  and  amino  acid 
content  of  10  per  cent.  The  antigens  are 
nondialyzable  indicating  they  are  rather 
large  molecules.  They  are  stable  toward 
heating  at  100  C.  over  a pH  range  from  2 to 
13.  The  activity  is  lost,  however,  on  heat- 
ing at  103  C.  for  fifteen  minutes  in  4N 
hydrochloric  acid.  Treatment  of  the  anti- 
gen with  pronase,  a powerful  proteolytic 
enzyme,  does  not  alter  its  biologic  activity. 
This  indicates  that  the  determinate  groups 


FIGURE  28.  Case  11.  Serum  adsorption  test.  (Left)  Serum  unadsorbed.  (A)  Rear  peak  fraction  11-17. 

(B)  Crude  extract.  (C)  Front  peak  fraction  6-8.  This  photo  shows  lines  with  two  fractions  and  crude  extract. 
(Center)  Serum  adsorbed  with  6-8  front  peak  fraction.  (A)  Rear  peak  fraction  11-17.  (B)  Crude  extract. 

(C)  Front  peak  fraction  6-8.  This  test  shows  almost  complete  removal  of  6-8  front  peak  fraction  antibody  af- 
ter adsorption  of  patient’s  serum  with  6-8 front  peak  fraction.  Rear  peak  fraction  11-17  unaffected.  (Right) 
Serum  adsorbed  with  11-17  rear  peak  fraction.  (A)  Rear  peak  fraction  11-17.  (B)  Crude  extract.  (C)  Front 
peak  fraction  6-8.  This  test  shows  complete  removal  of  11-17  rear  peak  fraction  antibody  after  adsorption  of 
serum  with  that  fraction.  Front  peak  fraction  6-8  unaffected. 
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FIGURE  29.  Immunoelectrophoresis  of  farmer’s 
lung  antigens  in  barbital  butter  at  pH  8.6.  Positive 
is  at  right.  Center  well  contains  crude  antigen  and 
lower  well  the  concentrated  crude.  Long  slits  con- 
tain antisera  from  Case  11. 


to  see  and  the  most  frequently  encountered 
is  the  antibody  to  the  rear  peak.  These 
studies  are  as  yet  incomplete.  However, 
we  hope  in  the  near  future  to  have  the  anti- 
gens completely  isolated  and  characterized. 
We  will  also  try  to  produce  this  disease  in 
the  experimental  animal  using  these  purified 
antigens.  Through  this  study  and  the 
study  of  maple  bark  disease,  we  hope  to  be 
able  to  describe  a group  of  chemical  com- 
pounds with  a particular  affinity  toward 
producing  hypersensitivity  in  the  lung 
parenchyma. 


are  not  protein  or  peptide.  The  antigen 
possesses  a negative  charge  as  is  indicated 
by  its  movement  on  diethylaminoethanol 
cellulose  and  its  mobility  on  immunoelec- 
trophoresis  (Fig.  29).  There  are  at  least 
four  lines  present  in  the  partially  purified 
material. 

Adsorption  studies  indicate  that  these 
fractions  are  different  substances  with 
different  determinant  groups  rather  than  a 
single  substance  of  varying  molecular 
weight.  Both  of  the  main  two  antigenic 
components  appear  quite  regularly  in  the 
patients  with  farmer’s  lung.  The  easiest 


Summary 

The  isolation  and  identification  of  Ther- 
mopolyspora  polyspora  from  the  lung  of  a 
patient  with  farmer’s  lung  is  described. 
Some  of  the  physical  and  chemical  charac- 
teristics of  the  antigens  found  in  this  or- 
ganism are  reported . Partial  separation  can 
be  made  on  sephadex  G-200.  The  anti- 
gens are  rich  in  carbohydrate  and  stable 
toward  heating  over  a wide  pH  range. 
This  activity  is  not  affected  by  treatment 
with  pronase,  and  the  antigens  possess  a 
negative  charge. 


Comment  and  Summary 

KENNETH  W.  WRIGHT,  M.D. 

Syracuse,  New  York 


Six  of  seven  reports  presented  at  the 
symposium  on  “Farmer’s  Lung”  were  sub- 
mitted in  manuscript  form.  Some  of  the 
cases  presented  were  included  in  the  co- 
operative serologic  testing  program  carried 
out  by  Wenzel  utilizing  Ouchterlony’s23 
method  of  double  diffusion  in  agar  gel.  In 
some  instances  the  cases  detailed  are  with 
difficulty  labeled  farmer’s  lung  disease; 
this  points  up  the  problem  as  yet  facing  us 
of  making  a specific  diagnosis. 

Serologic  testing  may  become  helpful, 
but  by  itself  is  not  confirmatory.  The 
presence  of  precipitating  antibodies  to 
moldy  hay  extract  or  extracts  of  thermo- 
philic actinomycetes  does  not  prove  that 
the  antibodies  are  necessary  in  the  patho- 


genesis of  the  disease.  However,  Wenzel 
and  Emanuel  have  given  added  support  to 
the  etiologic  relationship  of  T.  polyspora  to 
farmer’s  lung  in  their  effort  to  sort  out 
specific  causative  agents.  The  number  of 
organic  inhalants  to  which  farmers  and 
poultry  raisers  are  subjected  is  “as  the 
sands  of  the  seashore.” 

There  are  at  least  three  possible  means 
by  which  inhalants  may  cause  damage:  as 
allergens  which  effect  a sensitization,  by 
predisposing  to  or  producing  infection,  by  a 
low-grade  foreign  body  type  of  irritation, 
or  by  a combination  of  two  or  three  such 
mechanisms.24 

None  of  the  participants  subjected  a 
patient  to  a provocative  challenge  with  an 
aerosolized  preparation  of  a crude  or  refined 
extract  of  moldy  hay  or  mold.  This  point 
was  raised  with  considerable  validity  by  a 
member  of  the  audience  at  the  symposium. 
Farming,  although  becoming  more  special- 
ized, traditionally  involves  tasks  in  the 
field  and  garden,  the  barn,  the  hen  house, 
and  the  wood  lot.  Inasmuch  as  no  skin 
test  has  yet  been  devised  to  narrow  down 
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the  possible  etiology,  some  such  challenging 
test  might  be  useful. 

To  attempt  a summary  of  these  studies, 
or  to  present  conclusions  concerning  farm- 
er’s lung  disease,  would  involve  discussion 
of  differential  diagnosis.  For  example,  one 
case  with  seropositive  reaction  undoubtedly 
had  silicosis.  Another  case  would  likely 
be  classified  as  sarcoidosis,  a condition 
which  represents  a great  puzzle  in  the  pul- 
monary-granulomatous disease  group. 
Clearly,  the  problem  of  pulmonary  granu- 
loma is  far  from  being  resolved. 

Addendum 

Since  this  symposium  was  presented, 
Reed,  Sosman,  and  Barber25  have  described 
a newly  observed  interstitial  pulmonary 
disease  which  may  be  added  to  the  group  of 
conditions  into  which  farmer’s  lung  falls. 
They  have  named  it  pigeon-breeder’s  lung. 
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Hypertrophic  osteoarthropathy, 
whether  primary  (idiopathic)  or  secondary 
(pulmonary),  is  associated  with  a produc- 
tive periostitis  which  causes  new  bone  for- 
mation and  results  in  thickened  cortices  of 
the  long  bones  and  mushrooming  of  the 
ungual  processes  of  the  terminal  phalanges. 
Chronic  synovitis  commonly  exists  in  the 
adjacent  joints.1  The  clinical  picture  of 
local  inflammation  with  joint  and  bone 
pain,  tenderness,  swelling,  redness,  and  heat 
is  the  result.  Hammarsten  and  O’Leary2 
reported  a series  of  22  patients  with  pul- 
monary hypertrophic  osteoarthropathy 
where  the  correct  diagnosis  was  made 
initially  in  only  3 patients;  the  other  19 
were  originally  diagnosed  as  rheumatoid 
arthritis,  Paget’s  disease,  or  acromegaly. 
About  1890,  Bamberger3-4  of  Vienna  and 
Marie5  of  Paris  independently  described 
this  condition  and  appropriate  eponyms 
have  been  used  ever  since. 

A similar  process  usually  involves  the 
soft  tissues,  either  independently  or  con- 
comitantly. The  most  common  involve- 
ment is  noted  in  the  toe  and  finger  tips. 
Edema,6  hypertrophy  of  the  rete  pegs, 
thickening  of  the  collagen  bundles  of  the 
corjum,  and  infiltration  by  lymphocytes 
and  plasma  cells  represent  the  soft-tissue 
condition  which  manifests  itself  in  the  form 


of  digital  clubbing.1  Clubbing  was  first 
recorded  in  500  B.C.  by  Hippocrates  who 
noted  it  in  a patient  with  empyema;  there- 
fore it  is  also  called  hippocratic  fingers.7 
Bamberger4  suggested  that  the  tissue  hy- 
perplasia was  due  to  a higher  rate  of 
anabolism  from  increased  blood  supply  to 
the  terminal  segments  of  the  digits.  In  1929 
Redisch  and  Roesler8  performed  capillaros- 
copy  and  thence  described  the  finding  of 
enormously  dilated  blood  vessels  in  the  nail 
beds  of  clubbed  fingers.  Charr  and 
Swenson,9  by  postmortem  arterial  injection 
and  radiography,  confirmed  anatomically 
the  presence  of  a greatly  increased  local 
vascular  network  in  secondarily  clubbed 
digits.  The  growing  tissue  volume  of  the 
distal  digital  segments  causes  a progressive 
longitudinal  curving  of  the  nails,  a loss  of 
the  angle  which  normally  exists  between 
the  proximal  part  of  the  nail  and  its  over- 
lying  soft  tissue,  and  a loosening  of  the  nail 
bed;  it  may  even  lead  to  pressure  atrophy 
and  bone  resorption  of  the  terminal 
phalanges. 10 

A lesser-known  facet  of  this  syndrome’s 
soft-tissue  hypertrophy  that  is  commonly 
ignored  is  the  occurrence  of  thickening  of 
the  skin  and  subcutaneous  tissue  of  the 
head  and  face  in  both  the  primary  and 
secondary  types  of  hypertrophic  osteo- 
arthropathy. This  involvement  of  the  face 
and  scalp  was  stressed  as  an  integral  part  of 
the  syndrome  in  its  idiopathic  form  by 
Roy11  and  by  Touraine,  Solente,  and 
Gole.12  It  was  first  described  in  1926  by 
Labbe  and  Renault13  as  occurring  in  the 
pulmonary  type  along  with  clubbing  and 
osteoarthropathy  in  a man  with  empyema. 
Variously  described  as  facies  leontina,  bull- 
dog scalp,  cutis  verticis  gyrata,  pachyder- 
mia plicate,  and  so  on,14  it  has  now  been 
established  by  numerous  observations  to  be 
part  of  this  syndrome  of  supportive  tissue 
hypertrophy  in  both  the  primary  and 
secondary  forms. 

Both  forms  of  this  syndrome  may  range 
in  severity  from  the  mere  finding  of  curved 
nails  presenting  “an  enigma”  as  to  its 
clinical  significance15  to  an  occurrence  of 
only  clubbing,  osteoarthropathy,  or  pachy- 
dermia or  to  an  extensive  disabling  disease 
simulating  acromegaly.  The  name  pachy- 
dermoperiostosis has  been  used  for  the 
idiopathic  form  of  this  disease, 16  and 
Coury17  has  suggested  dysacromelia  as  a 
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general  term  for  all  forms  and  related 
abnormalities.  While  these  terms  are  more 
inclusive,  descriptive,  and  appropriate, 
they  have  not  become  popular,  and  there- 
fore hypertrophic  osteoarthropathy  may 
be  the  preferred  term  to  be  applied  to  the 
whole  syndrome.  The  great  variety  of 
synonyms  used  for  the  syndrome  of  sup- 
portive tissue  hypertrophy  is  due  to  our 
inability  to  describe  it  definitely1014;  there 
are,  for  example,  suggestions  that  gyn- 
ecomastia may  be  part  of  it. 17  This  is  sup- 
ported by  the  finding  of  Coury 17  that  30  per 
cent  of  males  with  the  disorder  had  gyn- 
ecomastia; Hammarsten  and  O’Leary2  re- 
ported finding  gynecomastia  in  10  of  21 
males  with  the  disease.  On  the  other  hand, 
a recent  review  takes  the  position  that 
“acropachy  (clubbing),  secondary  hyper- 
trophic osteoarthropathy,  and  pachyder- 
moperiostosis are  distinct  entities.  . . .”18 

Idiopathic  versus  pulmonary  form 

The  syndrome  of  hypertrophic  osteo- 
arthropathy or  any  of  its  parts,  is  most 
frequently  seen  as  a secondary  phe- 
nomenon, usually  due  to  intrathoracic 
disease.  It  was  only  in  1935  that  Touraine, 
Solente,  and  Gole12  established  its  occur- 
rence as  a primary  disorder.  However, 
there  is  still  the  general  feeling  that  “the 
diagnosis  of  idiopathic  H.O.  must  be  held 
suspect  for  it  is  purely  one  of  exclusion.”19 
Primary  intrathoracic,  cardiovascular,  and 


primary  and  secondary  hypertrophic  osteo- 
arthropathy consist  of  digital  clubbing,  peri- 
osteal hypertrophy  of  the  long  bones  of  the 
extremities,  thickening  of  the  skin  of  the 
face  and  head,  and  sometimes  gynecomastia, 
not  all  parts  of  the  syndrome  occurring  at  the 
same  time  or  in  the  same  individual.  Pri- 
mary hypertrophic  osteoarthropathy  typically 
occurs  in  males,  often  with  familial  history, 
fully  developing  between  the  ages  of  thirteen 
and  twenty-two  years  without  further  change 
thereafter.  Secondary  hypertrophic  osteo- 
arthropathy occurs  most  commonly  in  rela- 
tionship to  various  intrathoracic  diseases, 
particularly  lung  cancer,  and  recedes  on 
treatment  of  the  causative  abnormality. 


even  gastrointestinal,  hepatic  renal,  thy- 
roid, infectious,  and  toxic  lesions  are 
searched  for.  Although  the  disorder  is 
only  known  to  occur  in  the  cyanotic  type  of 
congenital  heart  disease,20  it  is  reported  that 
two  otherwise  healthy  young  men  were 
subjected  to  extensive  investigations,  in- 
cluding cardiac  catheterization,  before  the 
diagnosis  of  idiopathic  hypertrophic  osteo- 
arthropathy was  accepted.19  21  While  the 
clinical,  radiologic,  and  pathologic  findings 
are  identical  in  the  primary  and  secondary 
forms,  sufficient  data  have  accumulated  to 
characterize  the  patients  with  the  primary 
type,  and  therefore,  to  make  extensive  or 
traumatic  examinations  unnecessary.14 


FIGURE  1.  Photographs  of  (A)  face  showing  deep  and  widely  spaced  furrows  of  forehead,  broad  naso- 
labial folds,  and  large  pores  of  sebaceous  glands,  and  (B)  fingers  showing  marked  longitudinal  cur- 
vature of  nails  and  bullous  terminal  segments  of  fingers.  Absence  of  normal  angle  of  nail  at  its 
origin  is  best  seen  in  side  view  of  thumb. 
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FIGURE  2.  X-ray  of  radius,  ulna,  tibia,  and  fibula  showing  thickened  cortices. 


The  following  is  a case  report  of  a patient 
with  idiopathic  hypertrophic  osteoarthrop- 
athy and  bullous  emphysema  of  the  lungs. 

Case  1.  A male  born  in  1926  first  noticed 
clubbing  when  he  purchased  a bowling  ball  in 
1947  and  found  that  the  finger  bores  were  too 
small  for  him  and  had  to  be  markedly  enlarged. 
He  had  served  in  the  Army  from  1944  to  1946 
without  any  attention  having  been  drawn  to  his 
fingers.  He  had  never  had  any  serious  illness, 
and  he  had  experienced  no  pain,  undue  sweat- 
ing, or  warmth  in  his  fingers  and  had  not  noticed 
gynecomastia.  His  parents  and  siblings  have 
no  clubbing  or  arthritis. 

The  first  medical  documentation  of  the  dac- 


tylomegaly  is  contained  in  a note  written  by  a 
senior  attending  physician  at  the  Bellevue  Hos- 
pital Clinic,  in  which  on  November,  1959,  the 
physician  recorded  that  “this  patient  has  the 
most  marked  clubbing  that  I or  any  of  the  other 
M.D.’s  in  this  clinic  have  ever  seen.”  The 
patient  had  come  to  the  clinic  because  of  an 
infected  postauricular  sebaceous  cyst.  Besides 
the  cyst  and  the  clubbed  digits,  no  other  physical 
abnormalities  were  noted.  The  laboratory  tests 
showed  a white  blood  count  of  8,000  and  a nega- 
tive VDRL  test  result.  X-ray  films  of  the 
chest  showed  minimal  emphysema,  and  x-ray 
films  of  the  extremities  showed  marked  tufting 
of  the  ungual  processes  and  marked  periosteal 
ossification  along  the  long  bones. 
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FIGURE  3.  X-ray  of  fingers  and  toes  showing 
marked  tufting  of  ungual  processes  of  terminal 
phalanges. 


Except  for  a urinary  tract  infection  in  1962, 
the  patient  was  then  well  until  June,  1963,  when 
he  consulted  the  author  because  of  progressive 
tiredness  and  exertional  dyspnea  of  two  months 
duration.  He  smoked  50  to  60  cigarets  daily, 
had  no  cough,  hemoptysis,  or  other  symptoms. 
He  was  6 feet  tall,  a 149V2-pound,  asthenic 
Negro  male  with  furrowed  brow,  thickened  naso- 
labial folds,  and  strikingly  clubbed  finger  tips 
(Fig.  1).  Vital  signs  were  normal,  and  hyper- 
resonance and  distant  breath  sounds  were  noted 
over  the  left  upper  lobe  of  the  lung.  A chest 
x-ray  film  at  this  time  showed  marked  bullous 
emphysema  in  the  left  upper  lung  field.  X-ray 
films  of  the  extremities  showed  the  same  bilat- 
erally symmetrically  thickened  periosteal  bone 
apposition  of  the  long  bones  (Fig.  2)  and  flared 
ungual  processes  (Fig.  3)  as  was  noted  in  1959. 
Because  of  his  dyspnea,  the  patient  was  advised 
to  stop  smoking  and  to  undergo  lung  surgery. 
A large  emphysematous  bulla  of  the  left  upper 
lobe  and  a smaller  lingular  bleb  were  resected  in 
November,  1963,  by  Cameron  Haight,  M.D.,  at 
the  University  of  Michigan  Medical  Center. 
This  operation  was  followed  by  marked  sympto- 
matic improvement  with  subsidence  of  the 
dyspnea  and  a gain  of  16  pounds.  The  extent 
of  the  clubbing,  the  osseous  hypertrophy,  and 
the  facial  pachydermia  remained  unchanged. 
Capillaroscopy  was  performed  by  Walter  Red- 
isch,  M.D.,  at  the  New  York  University  Medical 
Center.  An  increase  in  the  total  number  of 
loops  and  direct  arteriovenous  connections  was 
evident  in  the  microcirculation  at  the  base  of  the 
nail  beds.  The  number  of  channels  and  the 
velocity  of  the  blood  flow  increased  strikingly  in 
response  to  the  Gibbons-Landis  procedure. 

This  patient  presents  the  typical  history 
and  findings  of  ideopathic  hypertrophic 
osteoarthropathy:  development  of  sym- 

metrically clubbed  fingers,  periosteal 
thickening  of  the  long  bones,  pachydermia 
plicate  affecting  especially  the  forehead  and 
nasolabial  folds  in  a male,  no  concomitant 
disease,  and  evidence  of  the  disorder  by 
twenty-one  years  of  age  without  further 
change  thereafter.  The  patient  developed 


bullous  emphysema  of  the  lungs  in  his 
thirties. 

Secondary  hypertrophic  osteoarthrop- 
athy is  most  frequently  associated  with  a 
great  variety  of  lung  lesions.  Before  the 
era  of  antimicrobial  therapy,  infections 
such  as  empyema,  purulent  bronchiectasis, 
and  lung  abscess  were  the  most  common 
causes  of  clubbing.  Now  carcinoma  of  the 
lung  has  become  the  most  common  cause  of 
the  pulmonary  form.  In  one  series  of  139 
cases  of  pulmonary  carcinoma,  Ray  and 
Fisher22  found  that  10  per  cent  had  asso- 
ciated osteoarthropathy.  In  a series  of  22 
cases  of  pulmonary  hypertrophic  osteo- 
arthropathy reported  by  Hammarsten  and 
O’Leary,2  20  were  found  to  be  due  to  lung 
cancer. 

Pulmonary  hypertrophic  osteoarthrop- 
athy has  been  reported  in  association  with 
most  forms  of  lung  disease,  except  uncom- 
plicated emphysema.  In  a review  of  the 
subject,  Mendlowitz10  stated  that  it  “is 
occasionally  seen  in  emphysema,  but  usu- 
ally because  of  associated  bronchitis  and 
bronchiectasis,”  but  the  authority  cited  for 
that  statement  does  not  support  an  asso- 
ciation of  emphysema  of  the  lungs  with  any 
aspect  of  this  syndrome  of  supportive  tissue 
hypertrophy.23 

Montuschi  in  1938 2 4 briefly  reported  an 
association  between  hypertrophic  osteo- 
arthopathy  and  emphysema  after  bron- 
choscopy of  a right  upper  lobe  cavity  of  the 
lung  in  a fifty-year-old  male  who  had 
chronic  bronchitis  (bronchiectasis?)  and 
emphysema  due  to  poisonous  gas  inhalation 
twenty  years  earlier.  The  patient  had  had 
clubbing  of  fingers  and  toes  since  child- 
hood. Montuschi  presumed  that  both  the 
lung  cyst  and  the  clubbing  were  congenital 
in  origin,  although  unfortunately  neither 
aberration  was  further  investigated. 
Another  relevant  case  has  been  reported  by 
Vogl,  Blumenfeld,  and  Gutner.25  A fifty- 
three-year-old  man  developed  multiple 
periostitis,  synovitis,  and  then  clubbing 
within  ten  weeks.  A chest  x-ray  film  taken 
five  weeks  later  demonstrated  bilateral 
multiple  emphysematous  blebs  and  a fluid 
level  in  one  large  air  cyst.  This  was  con- 
sidered to  be  an  infected  bleb,  and  treat- 
ment with  penicillin  was  instituted,  pro- 
ducing a recession  of  the  infection,  osteo- 
arthropathy, and  clubbing.  Two  months 
later,  both  the  chest  symptoms  and  the 
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hypertrophic  osteoarthropathy  exacerbated 
and  did  not  respond  to  another  course  of 
antibiotic  therapy.  On  surgical  explora- 
tion an  underlying  extensive  bronchogenic 
carcinoma  was  found  eventually.  Follow- 
ing surgery,  the  osteoarthropathy  again 
receded.  In  this  case  of  the  pulmonary 
form  in  a patient  with  bullous  emphysema, 
the  disorder  proved  to  be  from  an  underly- 
ing lung  cancer  and  possible  suppuration  of 
the  lung  and  not  from  emphysema. 

In  view  of  such  a lack  of  precedent,  it 
appears  reasonable  to  assume  that  bullous 
emphysema  does  not  cause  hypertrophic 
osteoarthropathy  and  that  they  are  inde- 
pendent diseases  in  Case  1.  It  is  also 
typical  of  the  idiopathic  form  that  no  part 
of  the  syndrome  showed  any  sign  of  re- 
gression following  resection  of  the  emphy- 
sematous part  of  the  lung,  whereas  the 
secondary  form  usually  subsides  to  some 
degree,  even  if  of  considerable  duration, 
when  the  causative  disease  is  controlled. 

The  pulmonary  form  often  precedes  the 
discovery  of  an  underlying  pulmonary 
neoplasm,2  while  respiratory  symptoms 
always  precede  those  of  the  hypertrophic 
osteoarthropathy  in  an  infectious  pulmo- 
nary process.25  In  our  subject,  the 
clubbing  was  grossly  evident  thirteen  years 
before  the  first  radiologic  indications  of 
emphysema.  The  emphysema  then  pro- 
gressed rapidly  for  three  and  one-half  years 
before  it  became  symptomatic.  Bullous 
emphysema  is  an  idiopathic  disappearance 
of  lung  tissue  which  progresses  for  about 
five  to  ten  years.26  It  is,  therefore,  un- 
likely that  the  emphysema  began  thirteen 
years  before  the  first  radiologic  signs  were 
present.  This  chronologic  hiatus  between 
the  appearance  of  these  two  diseases  also 
suggests  their  independence. 

In  contrast  to  the  close  chronologic  rela- 
tionship of  pulmonary  hypertrophic  osteo- 
arthropathy and  the  underlying  lung  dis- 
eases is  the  pulmonary  form’s  occurrence  in 
heart  disease.  Except  for  its  appearance 
occasionally  in  subacute  bacterial  endo- 
carditis and  rarely  in  congestive  heart 
failure,  it  occurs  only  with  the  cyanotic 
type  of  congenital  heart  disease.10- 20  • 27 
Here  it  almost  exclusively  takes  the  form  of 
clubbing  which  is  common  and  seen  early  in 
life.  According  to  Trever20  the  develop- 
ment of  osseous  hypertrophy  is  rare, 
has  been  noted  in  only  3 out  of  a series 


of  3,000  cases  of  cyanotic  congenital  heart 
disease,  and  has  never  been  reported  in  any 
patient  younger  than  eleven  years  of  age. 
Significantly,  Vogl  and  Goldfischer14  found 
that  “almost  all  patients  with  pachydermo- 
periostosis who  are  aware  of  the  time  of 
onset  of  their  skeletal  or  skin  changes,  date 
it  between  the  ages  of  thirteen  and  twenty- 
two.”  It  is  remarkable  that  neither  pri- 
mary nor  secondary  pulmonary  osteo- 
arthropathy has  been  found  to  occur  below 
the  age  of  eleven  years,  although  the 
stimulus,  whether  arterial  oxygen  desatura- 
tion or  genetic  predetermination,  is  surely 
present  since  birth.  Of  the  approximately 
75  patients  reported  prior  to  1962,  and  of 
those  reported  since  then,  almost  all  dated 
the  development  of  their  pachydermo- 
periostosis as  having  occurred  before  the 
age  of  twenty-two  years.14  Only  4 cases 
were  uncovered  where  the  disease  became 
evident  long  after  adolescence,  and  these 
are  either  not  true  or  not  typical  cases  of 
the  idiopathic  form.  Marmelzat28  pre- 
sented a fifty -three-year-old  man  who  noted 
the  development  of  clubbing,  pachydermia, 
and  gynecomastia  one  year  earlier.  He 
also  had  acanthosis  nigricans.  However, 
on  a subsequent  postmortem  examination, 
an  anaplastic  carcinoma  involving  the  hilar 
nodes  was  found,  and  the  initial  diagnosis 
of  idiopathic  hypertrophic  osteoarthrop- 
athy was  retracted.29 

Uehlinger30  described  in  detail  the 
autopsy  findings  of  extensive  cortical 
thickening  of  the  whole  skeleton,  including 
the  skull,  of  a fifty-five-year-old  man  with 
the  idiopathic  form  of  the  disease.  The 
only  relevant  symptoms  of  tiredness  and 
deafness  were  first  noted  at  the  age  of 
forty  years,  and  on  this  basis  the  disease 
was  dated.  Comparison  of  radiologic 
skeletal  surveys  taken  at  that  time  and 
prior  to  demise  showed  no  change.  Two 
points  of  argument  are  raised:  insufficient 

data  were  presented  to  date  the  occurrence 
of  the  osseous  hypertrophy,  for  tiredness  and 
deafness  can  occur  long  after  hypertrophic 
osteoarthropathy  has  been  established 
and  far  advanced,  and  there  is  no  record 
when  the  clubbing  or  skin  change  occurred. 
In  view  of  the  unusual  total  skeletal  in- 
volvement, including  the  skull,  perhaps  a 
closely  related  albeit  different  disease  of 
tissue  hypertrophy  was  present. 

The  occurrence  of  clubbing  is  an  almost 
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ubiquitous  aspect  of  this  disease  and  is  so 
commonly  found  that  it  is  almost  an  obliga- 
tory condition  for  its  diagnosis.31  Club- 
bing was  absent  in  another  doubtful  case  of 
idiopathic  hypertrophic  osteoarthropathy 
which  began  at  the  age  of  thirty-seven  with 
the  development  of  migratory  polyarthritis 
followed  by  pitting  edema  of  all  extremities 
and  the  scrotum.32 

Finally,  another  case  of  Vogl  and  Gold- 
fischer’s14  concerns  a forty-year-old  woman 
with  repeated  hospitalizations  for  phlebitis, 
pneumonia,  hepatitis,  and  pregnancies  com- 
plicated by  anemia,  edema,  and  eclampsia. 
She  developed  clubbing  and  facies  leontina 
following  the  eclampsia.  She  had  an  un- 
explained “harsh  precordial  murmur.”  On 
a subsequent  hospitalization,  hemodynamic 
studies  were  performed.  The  control 
oxygen  saturation  of  her  blood  was  92.8  per 
cent,  and  when  breathing  100  per  cent 
oxygen  for  twenty  minutes,  she  produced 
only  a 93.4  per  cent  oxygen  saturation  of 
the  blood.*  The  absence  of  a significant 
increase  in  oxygen  saturation  on  breathing 
pure  oxygen  suggests  the  presence  of  a 
significant  pulmonary  arteriovenous  fistula, 
a vascular  anomaly  which  has  been  etiologi- 
cally  related  to  hypertrophic  osteoar- 
thropathy, or  possibly,  to  an  intracardiac 
shunt.33-34  However,  it  takes  her  out  of 
the  classification  of  idiopathic  hypertrophic 
osteoarthropathy.  At  our  present  state  of 
knowledge  the  diagnosis  of  idiopathic  hy- 
pertrophic osteoarthropathy  should  be 
questioned  unless  the  syndrome  is  fully 
developed  by  the  age  of  twenty-two. 

This  patient  was  a woman  without  a 
familial  history  of  the  disease.  Both  the 
primary14  and  secondary2  forms  are  rela- 
tively rare  in  women.  The  idiopathic  form 
is  known  to  have  a high  familial  incidence. 
Those  few  women  who  have  been  observed 
with  well-documented  pachydermoperios- 
tosis (idiopathic  type)  have  had  a positive 
family  history,  most  commonly  that  of 
brothers  with  severe  idiopathic  hyper- 
trophic osteoarthropathy.35-38  In  males 
the  idiopathic  form  is  found  without  known 
heredity,  as  in  Case  1. 

De  Seze  and  Jurmand39  reported  the  oc- 
currence of  both  the  idiopathic  and  pulmo- 
nary forms  in  one  family:  The  father  had 

* These  studies  were  done  by  Bertha  Rader,  M.D.,  Depart- 
ment of  Medicine  of  the  Third  and  Fourth  Divisions  of  Belle- 
vue Hospital. 


the  disorder  secondary  to  bronchiectasis, 
one  son  had  typical  pachydermoperiostosis, 
and  the  other  son  had  only  idiopathic 
clubbing.  This  relationship  suggests  that 
both  types  of  hypertrophic  osteoarthrop- 
athy are  not  only  anatomically  and  clini- 
cally alike  but  also  may  have  a more  funda- 
mental tie.  Perhaps  a genetic  homozygos- 
ity results  in  development  of  the  idiopathic 
form,  while  heterozygosity  may  permit 
modifying  factors  to  produce  the  pulmo- 
nary form.  It  may  be  that  the  type  of  the 
peripheral  microcirculation  is  the  specific 
genetically  controlled  anatomic  variant 
which  produces  the  tissue  changes  charac- 
teristic of  hypertrophic  osteoarthropathy. 

Conclusion 

1.  Primary  and  secondary  hypertrophic 
osteoarthropathy  consist  of  the  same 
clinical  and  pathologic  triad  of  digital 
clubbing,  periosteal  hypertrophy  of  the 
long  bones  of  the  extremities,  and  thicken- 
ing of  the  skin  on  the  face  and  head.  Gyn- 
ecomastia may  be  another  feature  of  the 
syndrome.  Not  all  parts  of  the  syndrome 
occur  at  the  same  time  or  in  the  same  indi- 
vidual. Clubbing  is  the  most  ubiquitous. 

2.  Primary  hypertrophic  osteoarthrop- 
athy typically  occurs  in  males,  often  with 
familial  history,  fully  developing  between 
the  ages  of  thirteen  and  twenty-two  years 
without  further  change  thereafter. 

3.  Secondary  hypertrophic  osteoar- 
thropathy occurs  most  commonly  in  chrono- 
logic relationship  to  various  intrathoracic 
diseases  and  recedes  on  treatment  of  the 
causative  abnormality.  Today,  it  most 
frequently  heralds  the  presence  of  lung  car- 
cinoma. Before  the  antibiotic  era,  it  most 
commonly  accompanied  chronic  lung  in- 
fections. It  is  not  associated  with  uncom- 
plicated bullous  emphysema. 
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Doctor  traces  ruptures 
to  safety  belts  in  cars 


A growing  but  still  small  number  of  internal 
injuries  are  being  traced  to  automobile  seat  belts. 
E.  S.  Hurwitt,  M.D.,  of  the  Albert  Einstein 
College  of  Medicine,  speaking  at  a news  con- 
ference at  the  51st  Congress  of  the  American 
College  of  Surgeons,  said  that  these  injuries, 
however,  were  a small  price  to  pay  for  the  life- 
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saving  powers  of  the  belts.  It  was  also  stated 
that  many  such  injuries  might  be  avoided  by 
proper  wearing  and  adjustment  of  the  belts  or 
by  using  equipment  that  combines  a shoulder 
harness  with  the  belt  worn  across  the  pelvis. 

Some  of  the  belt-related  injuries  have  been 
caused  by  wearing  the  belt  across  the  abdomen 
instead  of  the  pelvis  and  leaving  it  loosely 
adjusted  rather  than  having  it  snug. 

Dr.  Hurwitt  made  his  remarks  in  describing  a 
newly  recognized  type  of  belt-related  injury:  a 
rupture  of  the  spleen  or  diaphragm  or  damage  to 
the  intestines. 
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T he  direct  approach  to  the  heart  valves 
afforded  by  the  use  of  extracorporeal 
circulation  has  all  but  replaced  earlier 
closed  technics  for  repair  of  acquired  heart 
valvular  disease.  The  single  exception 
would  seem  to  be  pure  mitral  valve  stenosis 
without  calcification,  history  of  peripheral 
emboli,  or  concomitant  aortic  or  tricuspid 
valve  disease.  Many  surgeons  continue  to 
use  closed  technics  for  this  lesion  by  means 
of  finger-fracture  or  transventricular  me- 
chanical dilatation.  If  patients  are  care- 
fully selected,  this  method  yields  satis- 
factory results. 

However,  a minority  of  patients  with 
acquired  valve  disease  fall  into  this  cate- 
gory. Mitral  stenosis  is  more  often  as- 
sociated with  a degree  of  insufficiency,  a 
degree  of  valvular  calcification,  a history 
of  previous  emboli,  a history  of  previous 
closed  commissurotomy,  or  a significant 
degree  of  concomitant  aortic  or  tricuspid 
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Society  of  the  State  of  New  York,  New  York  City,  Section  on 
Surgery,  February  15,  1965. 


a study  was  made  of  174  operations  for 
acquired  valvular  heart  disease;  of  these  137 
patients  had  1 or  more  prosthetic  valves  im- 
planted. The  over-all  mortality  rate  of  20 
per  cent  was  reduced  in  the  last  year  to  15 
per  cent.  Technics  of  valvuloplasty  in  the 
aortic  lesions  have  been  abandoned  in  favor 
of  valve  replacement.  The  2 major  problems 
with  ball-valve  prostheses  are  infection  and 
thrombo-embolism,  although  changes  in  tech- 
nic and  antibiotic  therapy  have  reduced  the 
danger  of  infection. 


valve  abnormality.  These  problems  all 
require  the  open  heart  approach.  Mitral 
insufficiency,  aortic  stenosis  or  insuffi- 
ciency, and  the  less  common  tricuspid  lesions 
also  require  direct  visualization  for  cor- 
rection. 

At  The  Presbyterian  Hospital,  from 
December,  1960,  to  December,  1964,  174 
operations  were  performed  for  acquired 
valvular  disease.  Technics  which  were 
initially  used  were  later  discarded  as 
additional  experience  indicated  problems 
and  failures  with  those  methods  and  espe- 
cially as  better  valve  prostheses  were  de- 
veloped. 

Calcific  aortic  stenosis  was  first  handled 
by  debridement,  a technic  well  shown  by 
others  to  relieve  the  obstruction  and  yield 
excellent  early  results.1  Later  follow-up, 
however,  revealed  recalcification  and  re- 
stenosis as  early  as  two  years  following 
surgery  with  a need  for  reoperation.2 

The  use  of  Dacron  or  Teflon  single 
cusps  or  tricuspid  units  for  partial  or  com- 
plete replacement  of  either  aortic  stenosis 
or  insufficiency  has  also  been  abandoned. 
Late  results  have  shown  these  cloth 
prostheses  to  stiffen  and  frequently  rupture 
within  a relatively  short  period.3 

Replacement  of  the  aortic  valve  is  now 
performed  using  the  ball  valve  developed 
by  Starr  et  al.A  Minimal  experience  has 
been  gained  using  the  Magovern  ball 
valve5  and  the  new  leaflet  valve  designed 
by  Gott.6 

On  the  other  hand,  valvuloplasty,  either 
commissurotomy  or  annuloplasty,  re- 
mains a satisfactory  procedure  in  some 
instances  of  mitral  stenosis  and  mitral 
insufficiency.  Commissurotomy  is  uti- 


December  15,  1965  / New  York  State  Journal  of  Medicine  3045 


TABLE  I.  Open  heart  surgery— acquired  valve 
disease  (December,  1960,  to  December,  1964) 


Technic 

Number 

Hospital 

Deaths 

Aortic 

Debridement 

6 

1 

Unicusp  replacement 

2 

1 

Muller  valve 

4 

3 

Starr-Edwards  valve 

40 

7 

Magovern  valve 

1 

0 

Gott  valve 

1 

0 

Mitral 

Valvuloplasty 

28 

2 

Starr-Edwards  valve 

63 

9 

Aortic  and  mitral 

Valvuloplasty 

1 

0 

Mitral  replacement 

3 

0 

Aortic  replacement 

4 

2 

Aortic  and  mitral 

replacement 

17 

7 

Tricuspid 

Valvuloplasty 

2 

0 

Starr-Edwards  valve 

2 

0 

— — 

— • 

Totals 

174 

32  (20 
per  cent) 

lized  for  mitral  stenosis  when  there  is 
minimal  or  no  calcification  or  subvalvular 
fusion  and  the  valve  leaflets  are  flexible. 
Annuloplasty  is  performed  in  selected  in- 
stances of  pure  mitral  insufficiency.  With 
the  availability  of  the  Starr-Edwards 
mitral  ball-valve  prosthesis,  fewer  val- 
vuloplasties are  performed. 

Results 

A total  of  174  operations  for  acquired 
valvular  disease  were  performed  from 
December,  1960,  to  December,  1964  (Table 
I).  There  were  32  hospital  deaths,  a 
mortality  rate  of  20  per  cent. 

A small  number  of  aortic  valve  debride- 
ments was  performed  with  initial  satis- 
factory results.  A small  experience  with 
the  Teflon  unicusps  and  Muller  tricuspid 
units  was  obtained  but  with  a prohibitive 
mortality  rate.  Forty-one  patients  had 
ball- valve  replacement  of  the  isolated  aortic 
lesion  with  7 deaths.  One  patient  under- 
went successful  replacement  with  the  new 
Gott  valve. 

Mitral  valvuloplasty  was  performed  in 
28  patients  with  only  2 deaths.  The 
majority  of  isolated  mitral  valve  lesions 
were  replaced  with  Starr-Edwards  pros- 
theses  with  a mortality  of  14  per  cent. 


TABLE  II.  Open  heart  surgery — acquired  valve 
disease  (1964) 


Technic 

Number 

Hospital 

Deaths 

Aortic 

Starr-Edwards  valve 

20 

2 

Magovern  valve 

1 

0 

Gott  valve 

1 

0 

Mitral 

Valvuloplasty 

8 

0 

Starr-Edwards  valve 

39 

4 

Aortic  and  mitral 

Aortic  replacement 

1 

1 

Aortic  and  mitral 

replacement 

10 

5 

Tricuspid 

Starr-Edwards  valve 

2 

0 

Totals 

82 

12  (15 
per  cent) 

Twenty-five  patients  underwent  surgery 
in  both  aortic  and  mitral  valves  with  an 
over-all  higher  mortality  especially  when 
both  aortic  and  mitral  valves  were  replaced. 

A small  experience  with  the  less  common 
lesions  of  tricuspid  stenosis  and  insuf- 
ficiency was  gained.  Two  patients  under- 
went valvuloplasty  without  death  but  with 
less  than  optimal  late  results.  Two  other 
patients  had  replacement  of  the  tricuspid 
valve  with  a Starr-Edwards  prosthesis 
with  excellent  hemodynamic  results. 

Table  II  shows  the  experience  of  the 
last  year:  a total  of  82  operations  with 

an  over-all  mortality  rate  of  15  per  cent. 
While  operations  for  isolated  aortic,  mitral, 
and  tricuspid  valve  disease  were  performed 
with  a mortality  of  less  than  10  per  cent, 
the  over-all  results  were  weighted  by  a 
high  death  rate  in  patients  with  combined 
aortic  and  mitral  valve  disease.  This 
latter  group  included  several  patients  who 
were  poor  candidates  for  major  surgery 
because  of  their  severe  cardiac  disability. 

Mortality 

A review  of  the  hospital  deaths  reveals 
that  most  occurred  in  the  early  post- 
operative period  (Table  III).  Five  pa- 
tients died  in  the  operating  room,  2 from 
unexplained  arrhythmia,  and  3 could  not 
be  maintained  without  circulatory  assist- 
ance. Five  patients  died  early  with  evi- 
dence of  extremely  low  cardiac  output,  all 
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TABLE  III.  Hospital  deaths,  174  operations 
(December,  1960,  to  December,  1964) 


Causes 

Number 
of  Deaths 

Operating  room  deaths 

5 

Early  postoperative  deaths 

Low  output  syndrome 

5 

Renal  failure 

3 

Technical  bleeding 

3 

Bleeding  diathesis 

3 

Myocardial  infarction 

1 

Calcium  emboli 

1 

Unexplained  arrhythmia 

1 

Respiratory 

1 

Late  postoperative  deaths 

Infection 

4 

Inadequate  repair 

3 

Subdural  hematoma 

1 

Unknown 

1 

Total 

32  (20 
per  cent) 

patients  being  in  severe  preoperative  fail- 
ure and  3 patients  having  aortic  and  mitral 
replacements.  Renal  failure,  technical 
bleeding  problems,  and  bleeding  diatheses 
accounted  for  most  of  the  other  early  deaths. 

Four  of  the  late  deaths  were  because  of 
infection  of  prosthetic  valves,  3 in  aortic 
and  1 in  mitral  replacements.  Three 
patients  expired  late  after  operation  from 
inadequate  valve  repair.  Only  1 patient 
died  from  causes  unrelated  to  his  surgery; 
a subdural  hematoma  suffered  from  a fall. 

Table  IV  outlines  the  mortality  rate 
in  1964.  None  of  these  deaths  were  due 
to  bleeding  diathesis  or  infection. 

Infection 

Prior  to  1964  infection  with  valve 
prostheses  was  encountered  in  10  patients. 
The  responsible  organism  was  a staphy- 
lococcus; in  8 out  of  10  cases  a Staphy- 
lococcus albus,  coagulase  negative.  Four 
died  in  the  hospital  and  3 died  later.  Three 
patients  were  alive  at  this  report,  2 with 
suppressive  antibiotic  therapy  and  1 hav- 
ing undergone  removal  of  an  infected 
Starr-Edwards  aortic  prosthesis  and  re- 
placement with  a Magovern  ball  valve. 

Following  the  institution  of  therapeutic 
doses  of  antibiotics  and  a change  from  silk 
sutures  to  Teflon-coated  Dacron  sutures, 
only  1 patient  suffered  known  infection. 
The  offending  organism  was  a gram-nega- 


TABLE  IV.  Hospital  deaths,  82  operations  (1964) 


Causes 

Number 
of  Deaths 

Operating  room  deaths 

3 

Early  postoperative  deaths 

Low  output  syndrome 

3 

Renal  failure 

2 

Technical  bleeding 

2 

Unexplained  arrhythmia 

1 

Late  postoperative  deaths 

Unknown 

1 

Total 

12  (15 
per  cent) 

tive  bacillus  and  was  subsequently  erad- 
icated with  appropriate  antibiotic  therapy. 

Thrombo-embolism 

The  remaining  major  problem  with 
prosthetic  valve  replacement  is  the  threat 
of  thrombo-embolic  complications.  Of  104 
patients  who  left  the  hospital  with  1 or 
more  ball-valve  prostheses,  19  have  suffered 
some  form  of  thrombo-embolic  problem. 
Six  patients  died.  Four  of  these  were  under 
chronic  anticoagulation  and  2 were  not.  Of 
the  13  remaining  patients,  10  were  receiving 
anticoagulants. 

All  patients  who  now  undergo  prosthetic 
valve  implantation  are  started  on  a pro- 
gram of  chronic  anticoagulation  unless 
there  is  a definite  contraindication.  It 
remains  to  be  shown  how  effective  anti- 
coagulation is  in  the  prevention  of  these 
thrombo-embolic  complications. 

Summary 

Experience  with  174  operations  for 
acquired  valvular  heart  disease  is  pre- 
sented. Of  these,  137  patients  had  1 or 
more  prosthetic  valves  implanted.  The 
over-all  mortality  rate  of  20  per  cent  was 
reduced  in  the  last  year  to  15  per  cent. 

Technics  of  valvuloplasty  in  the  aortic 
lesions  have  been  virtually  abandoned  in 
favor  of  valve  replacement.  In  mitral 
disease  only  a minority  of  lesions  are  amen- 
able to  plastic  procedures,  and  most  are 
best  dealt  with  by  prosthetic  replacement. 
Isolated  aortic  or  mitral  valve  replacement 
now  carries  an  operative  mortality  of  10 
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per  cent,  while  double-valve  replacement 
remains  a more  formidable  procedure. 

The  2 major  late  problems  with  ball- 
valve  prostheses  are  infection  and  thrombo- 
embolism. 

Infection,  we  believe,  has  ceased  to  be  a 
major  problem  following  changes  in  technic 
and  antibiotic  therapy. 

Thrombo-embolism  remains  a potential 
cause  of  death  following  recovery  from  valve 
replacement  surgery.  It  is  the  problem 
to  which  our  major  efforts  at  improvement 
should  be  directed. 


Institutional  placement  of 
mentally  retarded  children 


Among  the  problems  to  which  parents  of 
mentally  retarded  children  seek  advice,  the 
question  of  institutional  placement  is  perhaps 
the  most  crucial.  While  a standard  catalyst  for 
resolution  of  this  difficult  question  is  not  put 
forth,  one  thing  is  made  clear:  whether  or  not 

to  institutionalize  the  child  early,  late,  or  not 
at  all  must  always  be  a parental  decision. 
However,  R.  S.  Paine,  M.D.,  and  L.  Cytron, 
M.D.,  writing  in  a recent  issue  of  Clinical 
Proceedings:  Children's  Hospital  of  the  District 

of  Columbia , feel  that  even  though  the  ultimate 
choice  belongs  with  the  parents,  certain  facts 
pertaining  both  to  their  own  subjective  attitudes 
and  practical  considerations  of  care  can  be 
brought  to  their  attention.  One  of  these  is  that 
the  decision  need  not  be  made  hastily,  and  that 
certain  conclusions  can  be  drawn  from  the 
experience  of  others. 

One  of  the  arguments  for  early  institutional 
care  is  that  the  presence  of  a retarded  child  in  the 
family  puts  such  a strain  on  the  parents  and 
other  children  that  their  lives  are  ruined.  Pro- 
fessional people  such  as  physicians  and  lawyers 
tend  to  place  their  children  in  institutions  much 
earlier  than  the  rest  of  the  population.  The 
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physician  should  discuss  the  alternatives  with 
the  parents  in  all  cases.  Another  question  is 
that  of  practical  care.  If  the  child  lives  longer 
than  the  parents,  somebody  is  going  to  have  to 
look  after  him.  Unless  relatives  or  friends  are 
willing  to  assume  this  responsibility,  some  sort 
of  institutionalization  is  going  to  be  inevitable, 
and  the  transition  from  home  to  residential 
community  will  be  more  difficult  for  the  adoles- 
cent or  young  adult  than  it  would  have  been 
in  childhood.  Also,  in  most  cases  the  residen- 
tial community  of  an  adult  school  is  the  only 
dignified  and  comfortable  life  available  for  a 
significantly  retarded  person. 

On  the  other  hand,  persons  in  charge  of  insti- 
tutions almost  always  say  that  retarded  children, 
even  a mongoloid  child,  where  the  prognosis  is 
clear  in  early  infancy  will  do  better  in  the  long 
run  and  adjust  better  to  institutional  care  if  he 
stays  at  home  during  the  early  years.  He 
probably  profits  from  family  life  and  affection 
as  much  as  any  other  child.  Several  recent 
studies  of  mongoloid  children  indicate  that  the 
children  who  were  reared  at  home,  at  least 
from  three  to  six  years,  were  superior  to  chil- 
dren who  were  institutionalized  early,  both  in 
intellectual  performance  and  social  adjustment 
to  the  institution.  While  there  are  cases  where 
the  family  equilibrium  is  so  shaky  that  the 
removal  of  the  child  from  the  home  is  a necessity, 
these  cases  are  the  exception  rather  than  the 
rule. 
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Lower  respiratory  obstruction  is  a 
common  cause  of  both  acute  and  chronic 
illness  in  childhood.  When  obstruction  of 
the  larynx  or  trachea  occurs  suddenly,  the 
medical  emergency  is  acute,  and  a fatal 
outcome  may  result  if  prompt  attention  is 
not  available.  It  has  been  estimated  by 
the  National  Safety  Council  that  approxi- 
mately 1,500  children  die  each  year  as  a 
result  of  foreign  body  accidents  alone. 

In  a somewhat  less  dramatic  category  are 
cases  in  which  obstruction  develops  more 
slowly;  even  here,  however,  the  importance 
of  establishing  an  accurate  diagnosis  with- 
out delay  is  obvious.  In  bronchial  obstruc- 
tion, with  impairment  of  ventilation  and 
bronchial  drainage,  irreversible  changes  in 
the  distal  portion  of  the  bronchial  tree  and 
in  the  lung  parenchyma  will  occur  if  there  is 
a failure  of  prompt  recognition  and  treat- 
ment. 

Laryngeal  obstruction 

The  phenomenon  of  laryngeal  obstruc- 
tion in  childhood  is  familiar  to  most  physi- 
cians. Characteristically,  an  inspiratory 
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bronchoscopy  as  performed,  today  and 
with  proper  technic  carries  little  hazard. 
It  may  be  required  in  the  newborn  infant 
and  younger  child  under  the  following  circum- 
stances: ( 1 ) wheezing  or  persistent  cough,  ( 2 ) 
physical  signs  of  localized  or  unilateral  im- 
pairment of  aeration  or  persisting  or  re- 
curring pneumonitis,  ( 3 ) roentgen  evidence 
of  localized  or  unilateral  inequality  of  aera- 
tion ( notably  obstructive  emphysema) , {4) 
localized  abnormal  densities  as  seen  on  x-ray 
film  {persisting  “ pneumonitis atelectasis ), 
and  (5)  presence  of  an  opaque  foreign  body 
as  seen  on  x-ray  examination. 


stridor  is  noted,  and  as  obstruction  in- 
creases this  may  progress  to  a two-way 
(inspiratory-expiratory)  stridor.  The  car- 
dinal physical  sign  is  the  presence  of  inspira- 
tory indrawing  of  the  suprasternal,  supra- 
clavicular, intercostal,  and  infrasternal 
tissues.  In  obstruction  of  dangerous  de- 
grees, cyanosis  may  be  evident,  although  in 
the  child  who  is  acutely  ill  or  approaching 
exhaustion,  only  a grayish  pallor  may  be 
noted. 

If  there  is  time,  a roentgen  study  of  the 
neck  and  chest,  including  fluoroscopy,  may 
be  helpful  in  detecting  a foreign  body  or 
evaluating  the  degree  of  airway  narrowing. 
However,  the  larynx  of  the  young  child  can 
be  examined  best  by  direct  laryngoscopy, 
and  this  is  usually  indicated.  General 
anesthesia  should  be  avoided  in  the  pres- 
ence of  moderate  or  marked  laryngeal 
dyspnea,  and  instruments  should  be  avail- 
able for  foreign  body  removal  and  for  ob- 
taining specimens  for  bacteriologic  study. 
Furthermore,  a suitable  bronchoscope  or 
endotracheal  tube  should  be  on  hand,  so 
that  an  adequate  airway  may  be  provided 
in  cases  where  tracheotomy  seems  neces- 
sary; this  will  avoid  the  need  for  doing  a 
hasty,  and  perhaps  technically  unsatisfac- 
tory, tracheostomy  on  a struggling  child 
who  is  fighting  for  air. 

The  most  important  item  in  the  technic 
of  tracheostomy  is  proper  placement  of  the 
tracheal  cannula.  At  least  one  intact 
tracheal  ring  should  be  left  between  the 
point  at  which  the  trachea  is  opened  ver- 
tically and  the  cricoid  cartilage;  other- 
wise, a subsequent  perichondritis  of  the 
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cricoid  may  occur,  with  difficulty  in  de- 
cannulation  and  possibly  a chronic  cicatri- 
cial stenosis  that  will  require  prolonged 
treatment  before  the  tracheal  cannula  can 
be  removed. 

Laryngeal  obstruction  in  the  newborn 
infant  may  be  the  result  of  a congenital  web 
or  stenosis  of  the  larynx.  Another  type  of 
obstruction  that  is  seen  within  the  first  few 
weeks  of  life  is  that  due  to  congenital 
laryngomalacia;  such  cases  of  “congenital 
stridor”  are  due  to  laxity  of  the  epiglottis, 
arytenoepiglottic  folds,  and  arytenoids, 
which  pull  into  the  upper  orifice  of  the 
larynx  on  inspiration.  Tracheostomy  is 
usually  not  required,  and  although  the 
stridor  may  be  rather  persistent,  it  will 
usually  disappear  during  the  first  few 
months  of  life.  Obstruction  due  to  paraly- 
sis of  one  or  both  recurrent  laryngeal  nerves 
incident  to  childbirth  occurs  occasionally, 
presumably  because  of  extreme  torsion  or 
traction  on  the  neck  at  the  time  of  delivery. 

Of  the  benign  tumors  causing  laryngeal 
obstruction  in  early  life,  the  only  one  seen 
with  frequency  is  the  benign  papilloma 
(Fig.  1).  The  growths  are  usually  multi- 
centric, and  the  obstruction  increases 
slowly,  usually  accompanied  by  obvious 
hoarseness  or  aphonia.  If  direct  laryngo- 
scopic  removal  can  be  accomplished  before 
the  obstruction  is  of  marked  degree,  trache- 
ostomy is  not  required.  Repeated  removal 
is  frequently  necessary,  since  juvenile 
papilloma  shows  a tendency  for  frequent 
regrowth,  diminishing  to  the  time  of 
puberty.  The  topical  use  of  podophyllum 
and  administration  of  autogenous  vaccine 
prepared  from  the  papilloma  may  be  help- 
ful. 

Acute  laryngotracheobronchitis  with  ob- 
struction due  to  supraglottic  or  subglottic 
edema  is  less  often  seen  than  in  past 
decades,  but  the  degree  of  obstruction  may 
increase  rapidly.  If  direct  laryngoscopy  is 
not  feasible,  nasopharyngeal  cultures  should 
be  obtained  promptly,  and  appropriate 
antibiotic  treatment  given.  A high  humid- 
ity atmosphere  should  be  provided,  and 
continuous  observation  is  essential,  par- 
ticularly in  cases  where  there  is  some  degree 
of  supraglottic  edema.  Judicious  use  of 
the  corticosteroids  may  be  helpful  in 
diminishing  laryngeal  edema,  although 
some  pediatricians  question  the  use  of  these 
agents  in  the  presence  of  acute  infection. 


FIGURE  1.  Postmortem  specimen  of  larynx  of 
five-year-old  girl  with  history  of  progressive  dysp- 
nea and  aphonia.  Glottic  lumen  is  almost  com- 
pletely obliterated  by  large  masses  of  papilloma. 
Although  examined  by  physician  on  several  oc- 
casions, she  was  referred  for  treatment  only  when 
dyspnea  became  extreme;  she  died  of  asphyxia 
en  route  to  hospital. 

Tracheostomy  will  be  indicated  if  dysp- 
nea, stridor,  and  retraction  seem  to  be 
progressing  rapidly  or  if  progressive  fatigue 
is  evident.  One  should  not  wait  for  cyano- 
sis before  performing  tracheostomy.  Fur- 
thermore, undue  reliance  should  not  be 
placed  on  the  administration  of  oxygen, 
since  if  a point  is  reached  where  cyanosis 
occurs  even  while  oxygen  is  being  given, 
there  will  be  very  little  time  indeed  in 
which  to  provide  an  adequate  airway. 

The  possibility  of  laryngeal  foreign  body 
must  always  be  borne  in  mind,  particularly 
if  the  symptoms  have  been  of  sudden  onset 
(Fig.  2).  Nonopaque  foreign  bodies  in  this 
area  are  not  easily  detected  by  roentgen 
study,  and  direct  laryngoscopy  should  be 
done  without  delay;  asphyxia  or  the  need 
for  tracheostomy  can  be  avoided  only  by 
prompt  removal. 

Tracheal  obstruction 

Partial  obstruction  of  the  trachea  in 
infancy  and  childhood  is  manifested  by  a 
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FIGURE  2.  Foreign  body  (fragment  of  sea  shell) 
in  larynx  of  a two-year-old  child  treated  for  "croup" 
six  days  before  foreign  body  was  suspected.  For- 
tunately, tracheostomy  not  required  despite  pres- 
ence of  moderately  severe  laryngeal  edema  due  to 
prolonged  sojourn  of  foreign  body. 


stridor,  frequently  expiratory,  which  differs 
from  that  of  laryngeal  obstruction  in  having 
a rather  stertorous  character.  The  degree 
of  associated  dyspnea  of  course  depends  on 
the  degree  of  obstruction. 

Among  the  causes  of  tracheal  stridor  in 
early  life  are  congenital  tracheomalacia, 
with  deficiency  in  the  support  provided  by 
the  cartilaginous  rings,  and  thymic  com- 
pression. The  latter,  once  thought  to  be  of 
common  occurrence,  is  now  regarded  as 
being  relatively  infrequent.  In  both  of 
these  conditions,  the  symptoms  are  likely  to 
date  from  early  life,  and  the  noisy  breath- 
ing is  accentuated  by  activity  and  by  feed- 
ing. Unlike  congenital  laryngeal  stridor, 
however,  the  respirations  during  sleep  are 
usually  quiet  or  nearly  so,  and  indrawing 
of  the  supra-  and  infrasternal  spaces  is  less 
prominent.  The  diagnosis  of  these  condi- 
tions is  established  by  careful  roentgen  and 
endoscopic  examinations.  In  tracheo- 
malacia the  stridor  will  usually  disappear 
within  the  first  few  months  of  life.  In  the 
occasional  cases  thought  to  be  due  to 


thymic  compression,  small  doses  of  irradia- 
tion may  be  administered;  but  this  too 
should  be  avoided  unless  symptoms  are 
severe,  since  recently  such  therapy  has  been 
thought  associated  with  an  increased  inci- 
dence of  thyroid  carcinoma  in  later  life. 

An  anomalous  vascular  ring  may  com- 
press both  the  esophagus  and  trachea. 
The  most  characteristic  finding  is  the  pres- 
ence of  a rather  smooth  rounded  posterior 
defect  due  to  compression  of  the  esophageal 
lumen  on  administration  of  an  opaque 
mixture.  Compression  of  the  trachea  may 
be  observed  in  both  the  posteroanterior  and 
lateral  roentgen  projections.  Surgical 
treatment,  with  division  of  the  constricting 
ring,  is  often  required. 

Although  the  incidence  of  tracheal 
foreign  body  is  low,  objects  which  are  capa- 
ble of  increasing  in  size  through  absorption 
of  moisture,  such  as  the  bean,  are  extremely 
dangerous.  Although  the  initial  episode  of 
choking,  cough,  and  dyspnea  may  not  have 
been  observed,  the  “asthmatoid  wheeze,” 
heard  at  the  open  mouth,  is  a characteristic 
finding,  as  are  the  “audible  slap”  and 
“palpable  thud”  which  indicate  a movable 
foreign  body  in  the  trachea. 

An  opaque  object  may  be  evident  on 
roentgen  examination,  but  since  many 
foreign  bodies  are  nonopaque,  the  presence 
of  wheezing  and  obstructive  dyspnea  are 
sufficient  indication  for  bronchoscopy,  even 
though  the  x-ray  film  findings  are  negative. 

A large  foreign  body  in  the  upper  esopha- 
gus may  cause  tracheal  obstruction  by 
compression  through  the  thin  “party  wall” 
between  the  trachea  and  esophagus  (Fig. 
3).  Careful  fluoroscopic  study,  using  an 
opaque  mixture  if  necessary,  will  usually 
establish  the  true  location  of  the  foreign 
body. 

Bronchial  obstruction 

The  causes  of  bronchial  obstruction  in 
childhood  are  numerous;  in  the  present 
discussion,  we  will  be  concerned  chiefly 
with  obstruction  of  the  main  and  lobar 
bronchi,  although  it  is  recognized  that 
diffuse  peripheral  obstruction,  involving 
the  smaller  bronchi  and  bronchioles,  is 
evident  in  such  diseases  as  acute  bronchio- 
litis, asthmatoid  bronchitis,  and  allergic 
bronchial  asthma. 

Interpretation  of  the  clinical  and  roent- 
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FIGURE  3.  Tracheal  obstruction  due  to  external 
compression  by  large  esophageal  foreign  body 
(jackstone)  at  thoracic  inlet.  Trachea  readily  com- 
pressed by  large  esophageal  foreign  bodies  be- 
cause of  thin  "party  wall”  between  esophagus  and 
trachea. 

gen  findings  requires  a knowledge  of  the 
mechanisms  of  valvular  bronchial  obstruc- 
tion. These  are  designated  as  the  (1)  by- 
pass valve,  which  diminishes  the  flow  of  air 
in  both  directions;  (2)  the  check  valve, 
which  allows  flow  in  one  direction  only, 
usually  toward  the  lung  parenchyma;  and 
(3)  the  stop  valve,  which  prevents  flow  in 
either  direction.  The  effect  of  these  ob- 
structive mechanisms  is  not  confined  solely 
to  exchange  of  air,  since  there  is  at  the  same 
time  impairment  of  the  normal  mechanisms 
of  bronchial  drainage;  the  resulting  stag- 
nation of  secretions  and  secondary  infec- 
tion account  for  the  inflammatory  com- 
plications of  bronchial  obstruction  such  as 
pneumonitis,  bronchiectasis,  and  pulmo- 
nary suppuration. 

Clinically,  the  bypass  mechanism  is 
characterized  by  a wheeze,  which  may  be 
audible  at  the  open  mouth  and,  on  ausculta- 
tion, may  show  a unilateral  localization. 
Roentgen  findings  may  be  negative,  al- 
though on  occasion  careful  fluoroscopy  will 
show  overaeration  or  slow  emptying  of  the 
tributary  portion  of  lung  parenchyma. 

In  the  presence  of  a check  valve,  the 
common  findings  are  those  of  obstructive 
emphysema,  as  determined  by  hyper- 


resonance, impairment  of  breath  sounds, 
and  possibly  a shift  of  the  cardiac  apical 
impulse  toward  the  contralateral  side. 
The  roentgen  findings  are  often  dramatic, 
with  obvious  expiratory  shift  of  the  medias- 
tinum toward  the  contralateral  side,  as  seen 
on  fluoroscopy  or  in  the  expiratory  film,  and 
persisting  overaeration  of  the  affected  lobe 
or  lung. 

In  the  presence  of  a stop  valve,  obstruc- 
tive atelectasis  will  occur,  with  dull  to  flat 
percussion  note,  diminished  or  absent 
breath  sounds,  and  airlessness  of  the 
affected  portion  of  lung  parenchyma  as 
seen  on  the  x-ray  film;  the  mediastinal 
shadow  is  often  retracted  toward  the 
affected  side. 

Bronchial  foreign  body  is  a common, 
although  not  the  most  common,  cause  of 
bronchial  obstruction  in  children.  Un- 
fortunately, the  fact  that  atelectasis  may 
occur  as  an  accompaniment  of  acute  bron- 
chopulmonary infections  in  childhood  is 
sometimes  forgotten.  This  event  is  usually 
due  to  the  accumulation  of  tenacious  or 
semisolid  bronchial  secretions  in  the  bron- 
chial tree,  which  may  have  an  occluding 
effect  similar  to  that  seen  in  the  so-called 
“mucous  plug”  of  postoperative  atelectasis. 
Inflammatory  thickening  of  the  mucosa  of 
the  small  delicate  bronchi  of  the  child  is  un- 
doubtedly a contributing  factor. 

In  childhood,  there  seems  to  be  a tend- 
ency for  postinfectional  atelectasis  to 
persist  for  an  unpredictable  period.  The 
fact  that  atelectasis  is  present  may  not  be 
recognized  if  the  physical  findings  are  not 
carefully  evaluated,  particularly  since  the 
almost  routine  use  of  antibiotics  will  have 
resulted  in  resolution  of  fever  and  other 
acute  symptoms.  X-ray  study  is  indicated 
if  there  is  any  suspicion  of  persisting  abnor- 
mal physical  signs.  If  re-aeration  is  not 
accomplished,  bronchiectasis  is  a likely 
sequel,  since  stagnation  of  secretions  and 
secondary  infection  will  soon  result  in 
permanent  damage  of  the  walls  of  the  seg- 
mental and  peripheral  bronchi. 

It  is  in  this  area  that  bronchoscopy  is  of 
great  prophylactic  importance.  Once  the 
condition  is  recognized,  the  obstruction  can 
be  relieved  by  one  or  more  bronchoscopic 
aspirations,  re-aeration  accomplished,  and 
the  permanent  sequelae  of  obstruction 
averted  (Fig.  4). 

Similar  mechanisms  of  bronchial  obstruc- 
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FIGURE  4.  Postinflammatory  atelectasis  in  four-year-old  child  treated  for  “pneumonia”  three  months 
previously.  (A)  X-ray  film  shows  atelectasis  of  right  lower  lobe,  (B)  re-aeration  of  right  lower  lobe  following 
bronchoscopic  aspiration  of  tenacious  accumulated  secretions.  Bronchoscopy  of  great  value  in  preventing 
such  complications  of  bronchial  obstruction  as  suppurative  pneumonitis,  pulmonary  abscess,  bronchiecta- 
sis, and  empyema. 


tion  may,  of  course,  occur  during  the  course 
of  an  acute  laryngotracheobronchitis,  even 
in  cases  where  tracheostomy  has  been  re- 
quired for  laryngeal  dyspnea.  Here,  the 
tendency  for  drying  of  secretions  and  for- 
mation of  crusted  material  must  be  com- 
bated by  an  atmosphere  which  is  high  in 
humidity,  the  use  of  a nebulizing  plastic 
tracheostomy  shield,  and  competent  nurs- 
ing care,  with  catheter  aspiration  through 
the  tracheal  cannula  at  frequent  intervals, 
using  a few  drops  of  sterile  saline  solution 
as  an  aid  in  loosening  secretions.  If  actual 
crust  formation  occurs,  bronchoscopic  re- 
moval through  the  tracheal  fistula  may  be 
required. 

Bronchial  obstruction  is  occasionally 
found  in  childhood  tuberculosis.  This  usu- 
ally accompanies  active  tuberculosis  of  the 
tracheobronchial  lymph  nodes,  which  at 
first  may  narrow  the  larger  bronchi  by 
external  compression  and  later  on  may 
actually  erode  through  the  bronchial  wall, 
discharging  semisolid  caseous  material  into 
the  lumen.  Granuloma  formation  may 
also  occur  within  the  bronchial  lumen. 
Recognition  and  prompt  bronchoscopic 
treatment,  with  removal  of  obstructive 
caseous  material  or  granulations,  is  of 
obvious  importance. 


In  infectious  asthmatoid  bronchitis  in 
children,  with  dyspnea  and  wheezing,  an 
exacerbation  in  symptoms  is  frequently  due 
to  accumulation  of  tenacious  secretions  or 
even  fibrinous  casts  in  the  bronchial  tree. 
Dramatic  improvement  may  follow  bron- 
choscopic aspiration  or  removal  of  such 
material. 

Bronchial  foreign  body 

In  the  infant  or  young  child,  the  initial 
episode  of  choking,  coughing,  and  dyspnea 
associated  with  aspiration  of  a foreign  body 
may  not  be  observed,  and  the  persisting 
symptoms  of  cough  and  wheezing  may  not 
be  recognized  as  indicating  the  presence  of 
foreign  body;  such  symptoms  in  many 
instances  have  been  attributed  to  one  of  the 
common  lower  respiratory  tract  infections. 
It  must  be  emphasized  that  unexplained 
cough  or  wheezing  in  the  young  patient 
should  not  be  allowed  to  pass  without 
careful  investigation.  The  physical  and 
roentgen  findings  depend  largely  on  the 
degree  of  bronchial  obstruction,  as  reflected 
in  the  valve  mechanisms  which  have  been 
enumerated.  With  changes  in  inflamma- 
tory mucosal  thickening  or  the  relation- 
ships of  the  foreign  body,  one  type  of 
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bronchial  obstruction  may  be  succeeded  by 
another.  For  example,  the  bypass  mecha- 
nism may  be  followed  by  the  check  valve 
(obstructive  emphysema)  and  this  in  turn 
by  the  stop  valve  (atelectasis).  Of  course, 
physical  and  roentgen  examinations  are  far 
from  infallible  in  evaluating  the  possibility 
of  bronchial  foreign  body,  and  if  the  cause 
of  persisting  symptoms  is  in  doubt,  bron- 
choscopy should  be  done.  In  many  cases, 
persisting  abnormal  physical  signs  have 
been  attributed  to  bronchitis,  pneumonitis, 
or  “asthma,”  with  long  delay  until  the 
possibility  of  foreign  body  was  considered. 

Negative  x-ray  findings  certainly  can- 
not be  regarded  as  excluding  the  possibility 
of  bronchial  foreign  body.  Although  the 
presence  of  opaque  objects  is  readily  deter- 
mined, a nonopaque  object,  such  as  one  of 
vegetal  or  plastic  material,  may  not  be 
evident  unless  it  is  of  sufficient  size  to 
interfere  with  ventilation. 

Vegetal  foreign  bodies,  of  which  the 
most  common  is  the  peanut  fragment,  are 
chemically  irritating  and  induce  a prompt 
mucosal  reaction,  usually  affecting  a large 
portion  of  the  bronchial  tree.  Because  of 
their  irregular  shape,  stop  valve  obstruc- 
tion (atelectasis)  is  less  common  than 
obstructive  emphysema;  the  latter  is 
usually  recognized  by  careful  fluoroscopy 
or  good  inspiration-expiration  films. 

Smooth,  rounded,  hard -surfaced  objects 
such  as  a deciduous  tooth,  pebble,  or  bead 
usually  progress  downward  in  the  bronchial 
tree  until  they  reach  a bronchus  with  a 
corresponding  maximum  inspiratory  diam- 
eter. With  the  occurrence  of  mucosal 
edema,  rather  tight  impaction  will  occur, 
and  atelectasis  is  frequently  seen. 

Slender  pointed  foreign  bodies  such  as 
tacks,  nails,  and  corsage  or  shawl  pins 
nearly  always  lodge  with  the  point  upper- 
most. Such  objects  are  not  likely  to 
obstruct  a bronchus  of  appreciable  size 
and  may  remain  in  the  bronchial  tree  for  a 
prolonged  period  without  recognition.  In 
most  cases,  however,  ulceration  of  the 
bronchial  mucosa  and  ultimate  damage  of 
the  bronchial  wall  will  occur,  with  hemop- 
tysis, bronchial  stenosis,  and  bronchiectasis. 

Foreign  bodies  in  the  peripheral  portion 
of  the  bronchial  tree  have  always  presented 
a special  problem.  Since  the  broncho- 
scope, even  in  the  adult,  cannot  be  ad- 
vanced beyond  the  segmental  orifices  for 


FIGURE  5.  Stenosis  of  right  bronchus  and  sac- 
cular bronchiectasis  due  to  prolonged  sojourn  of 
foreign  body  (dried  pea)  inhaled  fourteen  months 
before.  Prompt  removal  of  foreign  body  would 
have  averted  development  of  bronchiectasis. 
Lobectomy  now  required  because  of  stenosis  and 
irreversible  bronchiectasis. 


direct  inspection,  fluoroscopic  guidance  is 
required  in  approaching  the  foreign  body 
with  the  grasping  forceps.  The  biplane 
fluoroscope  is  invaluable  in  dealing  with 
such  foreign  bodies,  since  a proper  approach 
requires  alignment  in  both  the  horizontal 
and  vertical  planes. 

Methods  of  image  amplification  are  now 
being  adapted  to  fluoroscopic  guidance  in 
foreign  body  work;  this  facilitates  the 
visualization  of  foreign  bodies  of  borderline 
opacity,  and  such  apparatus  may  be 
incorporated  into  a closed-circuit  arrange- 
ment for  viewing  on  a television  screen, 
which  eliminates  the  need  for  preliminary 
dark  adaptation  and  working  in  a darkened 
room. 

It  is  anticipated  that  stereoscopic  fluor- 
oscopy will  soon  be  available,  and  this  will 
constitute  an  even  more  practical  means 
of  fluoroscopic  aid. 

Of  the  complications  of  foreign  body  in 
the  lower  air  passages,  asphyxia  is  ob- 
viously the  most  serious.  Marked  degrees 
of  respiratory  embarrassment  may  occur  if 
foreign  bodies  are  present  in  a large  bron- 
chus on  each  side,  or  if  a large  foreign 
body  which  has  caused  atelectasis  of  a 
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large  portion  of  the  parenchyma  on  one  side 
should  be  dislodged  into  the  bronchus  of  the 
other  lung. 

Foreign  bodies  which  initially  cause 
obstruction  of  moderate  or  marked  degree 
result  in  pneumonitis,  atelectasis,  pul- 
monary suppuration,  and  possibly 
empyema  if  removal  is  not  accomplished. 
In  such  cases,  if  the  changes  in  the  pe- 
ripheral bronchi  and  parenchyma  are  ir- 
reversible, pulmonary  resection  may  be 
required  (Fig.  5). 

Fortunately,  the  prompt  removal  of 
bronchial  foreign  bodies  virtually  eliminates 
the  likelihood  of  complications  or  per- 
manent sequelae.  Even  in  cases  in  which 
atelectasis  has  occurred,  prompt  re-aera- 
tion usually  occurs  once  the  obstructing 
object  is  removed. 

A similar  favorable  outlook  is  anticipated 
in  cases  where  bronchial  obstruction  due  to 
other  causes  can  be  relieved  by  bron- 
choscopy. 


Total  starvation 
in  chronic  obesity 

In  a study  designed  to  observe  effects  of 
starvation  on  adrenocortical  function,  other 
observations  were  made  and  reported  on  the 
general  effects  of  food  deprivation  in  obese 
persons,  state  A.  L.  Schultz,  M.D.,  L.  A.  Werner, 
B.S.,  and  A.  Kerlow,  M.D.,  in  a recent  issue  of 
Minnesota  Medicine.  Results  indicated  that 
short  periods  of  total  starvation  are  safe  and 
effective  in  initiating  and  supplementing  a 
general  program  of  management  of  obese  sub- 
jects. In  one  phase  of  the  study,  adrenocortical 
function  was  observed  in  17  overweight  subjects 
on  adequate  caloric  intake.  It  was  found  that 
their  mean  level  of  plasma  17-hydroxy  corti- 
costeroids was  higher  than  that  of  normal  lean 
persons,  but  adrenal  cortical  function  was  other- 
wise normal  except  for  one  patient  who  showed 
no  diurnal  change  in  plasma  17-hydroxycorti- 
costeroids.  In  another  phase,  12  women  were 
put  on  total  starvation  for  thirteen  days  which 
resulted  in  a consistent  and  progressive  decrease 


Conclusion 

The  following  indications  for  bron- 
choscopy in  early  life  may  be  enumerated: 
(1)  wheezing  or  persistent  cough,  (2) 
physical  signs  of  localized  or  unilateral 
impairment  of  aeration  or  persisting  or 
recurring  pneumonitis,  (3)  roentgen  evi- 
dence of  localized  or  unilateral  inequality 
of  aeration  (notably  obstructive  emphy- 
sema), (4)  localized  abnormal  densities  as 
seen  on  x-ray  film  (persisting  “pneumo- 
nitis,” atelectasis),  and  (5)  presence  of  an 
opaque  foreign  body  as  seen  on  x-ray 
examination. 

As  bronchoscopy  is  performed  today,  and 
with  proper  technic,  the  procedure  carries 
little  hazard,  even  in  the  newborn  infant 
and  younger  child.  However,  only  by 
recognizing  the  circumstances  under  which 
bronchoscopy  may  be  helpful  can  the 
serious  consequences  of  lower-airway  ob- 
struction be  avoided. 

3401  North  Broad  Street 


in  weight.  The  mean  loss  was  1.8  pounds  daily. 
Hunger  was  not  a problem  after  the  second  day 
of  food  deprivation.  The  subjects  had  little 
desire  to  eat  and  had  to  be  reminded  to  maintain 
the  prescribed  fluid  intake.  By  the  fourth  day 
most  of  them  had  become  listless  and  apathetic, 
but  none  were  significantly  depressed. 

Chronic  marked  obesity  was  the  only  sig- 
nificant ailment  of  these  patients.  Caloric  in- 
take was  sufficient  to  maintain  a stable  weight 
for  two  weeks  prior  to  admission  to  the  study. 
All  were  hospitalized  and  taken  off  medications 
during  the  period  of  study.  Fluid  intake  was 
maintained  at  2,000  ml.  daily;  water,  tea, 
coffee,  and  a low-caloric  cola  drink.  Activity 
was  restricted  to  bathroom  privileges  and  walk- 
ing within  their  rooms.  At  the  end  of  the 
period,  control  measurements  were  repeated  and 
the  patients  discharged  on  a 1,200  calorie  diet. 

The  authors’  tabulations  show  that  the  range 
of  daily  loss  was  greater  during  the  first  week 
of  starvation  than  during  the  second.  Reduc- 
tion in  weight  has  resulted  in  a return  to  normal 
adrenal  cortical  function.  In  the  present 
series,  none  had  clinical  findings  of  Cushing’s 
disease  either  before  or  after  starvation. 
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Despite  the  fact  that  70  per  cent  of 
benign  and  malignant  neoplasms  of  the 
large  bowel  occur  within  reach  of  the  25 
cm.  proctosigmoidoscope,  cancer  of  the 
large  bowel  accounts  for  a greater  number 
of  deaths  in  the  United  States  than  any 
other  carcinoma.  Regardless  of  whether 
or  not  the  benign  adenoma  is  a premalig- 
nant  lesion,  the  colon  which  produces  it 
seems  more  predisposed  to  produce  a ma- 
lignant neoplasm  than  the  colon  which  pro- 
duces no  adenoma  at  all.  Therefore,  the 
discovery  of  a benign  polyp  is  a signal  to 
follow  the  patient  closely  by  x-ray  film 
and  proctosigmoidoscopy.  Furthermore, 
there  is  evidence  that  some  benign  polyps 
are  actually  the  site  of  malignant  degenera- 
tion. Thus,  the  early  discovery  and  re- 
moval of  neoplasms  of  the  large  bowel  and 
rectum,  whether  benign  or  malignant, 
should  lower  the  death  rate  from  large- 
bowel  carcinoma  significantly. 

The  rectum  is  unique  in  that  tissue 
diagnoses  of  lesions  in  this  region  are  so 
easily  obtained  with  so  little  discomfort 
and  inconvenience  to  the  patient.  Never- 
theless, each  year  approximately  one  third 
of  the  deaths  from  carcinoma  of  the  large 
intestine  are  caused  by  malignant  neoplasms 
of  the  rectum.  The  high  death  rate  from 
cancer  of  the  rectum  would  suggest  that 


sigmoidoscopy  should  be  employed  more 
routinely  in  the  examination  of  patients 
beyond  the  age  of  forty. 

Operative  mortality  for  colon  resections 
has  been  lowered  by  technical  improve- 
ments to  the  respectable  level  of  1 to  3 
per  cent  in  many  institutions.  However, 
at  the  same  time,  the  mortality  rate  from 
the  disease  itself  has  remained  relatively 
unchanged. 

Anatomy 

The  rectum  is  the  terminal  5 or  6 inches 
of  the  large  intestine  which  extends  from 
the  third  sacral  vertebra  to  the  anal  canal. 
The  anal  canal  is  approximately  1 1/2  inches 
in  length  and  begins  at  the  apex  of  the 
prostate  in  males  and  the  cervix  in  females. 
The  rectum  has  no  peritoneal  coverage  in 
the  lower  third,  but  it  is  covered  anteriorly 
in  the  middle  third  and  anteriorly  and 
laterally  in  the  upper  third.  The  superior 
hemorrhoidal  artery  supplies  the  upper 
portion  of  the  rectum.  The  middle  hemor- 
rhoidal arteries,  branches  of  the  internal 
iliac,  supply  the  midportion  of  the  rectum, 
while  the  inferior  hemorrhoidal  arteries, 
branches  of  the  internal  pudendal  arteries, 
are  the  main  supply  of  the  lower  portion. 
The  lymphatic  drainage  of  the  upper  rec- 
tum follows  the  superior  hemorrhoidal 
and  inferior  mesenteric  vessels  upward. 

In  certain  patients,  malignant  tumors  in 
the  upper  rectum  are  better  treated  by 
abdominoperineal  resection  of  the  rectum, 
while  in  other  patients,  the  tumors  may  be 
completely  and  adequately  removed  by  an 
anterior  resection  accompanied  by  a low 
anastomosis.  The  decision  to  perform  an 
anterior  resection  versus  abdominoperineal 
resection  should  not  be  made  arbitrarily 
on  the  distance  between  the  lesion  and  the 
anal  sphincter.  The  surgeon’s  primary 
obligation  is  to  give  the  patient  the  best 
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FIGURE  1.  Portion  of  left  colon  removed  (shaded) 
for  lesions  requiring  abdominoperineal  resection. 
Inferior  mesenteric  artery  ligated  1 cm.  from  aorta; 
left  colic  artery  ligated  proximal  to  its  bifurcation; 
marginal  artery  left  intact.  Entire  distal  colon, 
mesentery,  tumor,  and  rectum  excised  establishing 
permanent  end  colostomy. 

possible  chance  of  long-term  survival. 
Restoration  of  continuity  is  of  secondary 
importance.  If  the  anastomosis  can  be 
accomplished  technically  after  the  line  of 
resection  has  been  placed  5 cm.  or  more 
distal  to  the  palpable  tumor,  it  should  be 
done.  A margin  of  5 cm.  or  more  is  desir- 
able, since  retrograde  lymphatic  metastasis 
has  been  found  occasionally  in  cases  with 
proximal  lymphatic  obstruction.  Resec- 
tions as  close  as  2l/2  cm.  are  probably  per- 
missible if  the  lesion  is  small  and  the  line 
of  resection  is  proved  free  of  tumor  by 
frozen  section  examination. 

The  tumor  level  at  which  anterior  resec- 
tion with  primary  anastomosis  will  be 
feasible  will  vary  from  patient  to  patient 
according  to  anatomic  variations.  If  the 
site  of  anastomosis  is  located  within  the 
rectum,  blood  supply  from  the  middle  and 
inferior  hemorrhoidal  arteries  will  be  ade- 
quate to  nurse  the  rectal  stump  after  re- 
moval of  the  inferior  mesenteric  or  supe- 
rior hemorrhoidal  arteries.  If,  however, 
it  is  necessary  to  mobilize  the  rectum  dis- 


tally to  the  levator  muscles,  the  middle 
hemorrhoidal  vessels  are  sacrificed.  The 
shorter  segment  generally  remains  viable, 
receiving  its  blood  supply  predominantly 
from  the  inferior  hemorrhoidal  vessels. 

While  the  distant  extent  of  the  resection 
may  be  difficult  to  reach  from  the  stand- 
point of  an  adequate  tumor  operation, 
the  proximal  line  of  resection  is  usually 
easy.  Mobilization  of  the  splenic  flexure 
and  descending  colon  will  allow  ligation 
of  the  inferior  mesenteric  artery  at  its 
origin  with  an  adequate  length  of  proximal 
colon  for  the  colostomy  or  anastomosis 
(Fig.  1).  Resections  of  less  magnitude 
may  be  done  when  indicated  by  the  extreme 
age  or  frailty  of  the  patient,  leaving  the 
left  colic  artery  intact  and  ligating  the 
inferior  mesenteric  artery  distal  to  the 
origin  of  the  left  colic. 

Resection  of  rectum 

Malignant  tumors  located  10  to  12  cm. 
proximal  to  the  anal  sphincter  are  resected 
by  operations  designed  to  preserve  the 
sphincter  mechanism  or  by  operations 
which  remove  the  anal  sphincter  and  sur- 
rounding tissues  as  described  by  Miles  in 
1908.*  Lesions  extending  to  a point  as 
low  as  8 cm.  from  the  dentate  line  may  at 
times  offer  the  surgeon  the  opportunity  for 
an  anastomosis  when  the  shape  of  the 
pelvic  outlet,  the  mobility  of  the  sigmoid, 
the  reflexion  of  the  pelvic  peritoneum,  and 
the  lack  of  obesity  are  favorable  for  ade- 
quate resection  of  the  tumor.  Usually, 
however,  lesions  less  than  10  cm.  from  the 
anus,  and  in  difficult  subjects  higher  than 
this,  will  require  abdominoperineal  resec- 
tion. Survival  rates  following  resection  of 
lesions  of  the  terminal  6 cm.  of  the  rectum 
are  generally  poorer  than  after  removal  of 
lesions  more  proximately  situated.  These 
carcinomas  would  seem  to  be  more  ma- 
lignant in  their  growth  potential.  Lym- 
phatic spread  is  more  complicated,  as  is 
the  spread  by  venous  channels.  These 
tumors  may  spread  by  direct  extension 
along  the  mucous  surface  and  through  the 
layers  of  the  intestinal  wall.  Venous 
drainage  involves  both  the  portal  and  sys- 
temic circulation. 

Miles*  described  the  zones  of  lymphatic 

* Miles,  W.  E.:  A method  of  performing  abdominoperineal 
excision  for  carcinoma  of  the  rectum  and  of  the  terminal  por- 
tion of  the  pelvic  colon,  Lancet  2:  1812  (1908). 
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FIGURE  2.  Position  of  patient  on  operating  table 
for  one-stage  abdominoperineal  resection  of  rec- 
tum performed  simultaneously  by  two  surgical 
teams. 

spread  in  carcinoma  of  the  rectum.  Down- 
ward spread  can  involve  the  ischiorectal  fat, 
the  external  anal  sphincter  muscle,  and 
the  skin  of  the  perineum.  Lateral  spread 
is  between  the  levator  anus  and  pelvic 
fascia  and  includes  the  levator  muscle, 
sacral  fascia,  and  sacral  and  internal  iliac 
glands.  The  upward  course  of  the  lym- 
phatics follows  the  superior  hemorrhoidal 
artery.  Wide  excision  of  the  anus  and 
surrounding  perianal  and  perirectal  tis- 
sues and  levator  muscles  removes  more  of 
the  routes  of  spread  of  low  rectal  carcino- 
mas than  the  sphincter-preserving  opera- 
tions. Abdominal  perineal  resection  should 
be  employed  for  rectal  carcinoma  almost 
uniformly  in  this  area  except  in  certain 
cases  of  small  carcinomas  that  have  not 
invaded  the  muscle. 

In  the  presence  of  liver  or  other  distant 
metastasis,  continuity  should  be  restored 
if  possible.  Palliative  abdominoperineal 
resection  is  at  times  justified  in  the  presence 
of  hepatic  metastasis  to  avoid  the  bleeding, 
tenesmus,  and  constant  desire  to  defecate 
so  often  seen  in  patients  whose  lesions  have 
not  been  removed.  In  these  cases,  how- 
ever, some  sacrifice  of  thoroughness  seems 
justified  if  a functioning  anus  can  be  re- 
stored. The  lack  of  anal  continence  and 
normal  sensation  that  is  occasionally  seen 
after  a very  low  anastomosis  is  sometimes 
more  distressing  and  inconvenient  to  the 
patient  than  a normal-functioning  abdom- 
inal colostomy. 

Involvement  of  the  uterus  or  portions 
of  the  bladder  in  the  absence  of  distal 


metastasis  does  not  contraindicate  removal 
of  these  organs  in  continuity  with  the 
rectum.  Pelvic  evisceration  or  exentera- 
tion is  justified  in  a few  selected  cases. 
Patients  most  suited  for  this  radical  pro- 
cedure are  those  who  are  young  and  active, 
who  have  no  distant  metastasis,  whose 
lesions  are  locally  extensive  but  resectable, 
and  whose  general  physical  condition  will 
permit  the  radical  operation. 

If  the  preliminary  biopsy  reveals  squa- 
mous carcinoma  of  the  rectum,  bilateral  in- 
guinal lymph  node  dissection  must  be 
considered.  Some  of  these  tumors  may 
represent  squamous  metaplasia  of  the 
rectal  mucosa,  but  the  majority  have  arisen 
from  the  squamous  epithelium  normally 
present  below  the  dentate  line.  Lymphatic 
drainage  from  these  tumors  therefore  in- 
cludes the  inguinal  route.  Inguinal  node 
dissection  is  best  deferred  until  a few  weeks 
after  abdominoperineal  resection. 

Repeated  fulguration  of  nonresectable 
rectal  lesions  has  been  of  benefit  to  some 
patients  whose  general  condition  contrain- 
dicates a more  radical  palliative  procedure. 
This  procedure  also  has  been  used  in  pa- 
tients in  whom  low  anterior  resection  has 
been  followed  by  a recurrence  of  lesions 
at  the  site  of  anastomosis.  If  possible, 
however,  the  Miles  procedure  is  our  first 
choice  in  these  recurrent  cases  if  no  metasta- 
sis is  detected. 

Technic 

Removal  of  the  rectum  has  been  ac- 
complished by  a one-stage  abdominoperi- 
neal resection  performed  simultaneously 
by  two  surgical  teams.  The  patient  is 
positioned  on  the  operating  table  with  the 
thighs  abducted  and  flexed  about  40  de- 
grees and  the  legs  flexed  about  90  degrees 
on  the  thighs  and  supported  by  broad, 
metal  leg  supports.  This  position  makes 
it  possible  for  two  teams  of  surgeons  to 
carry  on  the  abdominal  and  perineal 
portions  simultaneously  (Fig.  2). 

The  abdomen  is  opened  through  a low 
midline  or  left  paramedian  incision.  If 
the  midline  is  used,  the  umbilicus  may  be 
excised  and  the  end  colostomy  brought  out 
through  this  site.  Those  of  us  who  prefer 
the  umbilicus  as  the  site  of  the  colostomy 
feel  that  there  is  less  chance  of  subcutane- 
ous herniation  in  this  area. 

After  the  peritoneal  cavity  has  been 
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opened  and  explored  manually,  the  perineal 
portion  of  the  resection  is  begun  if  the 
lesion  appears  to  be  a resectable  one.  The 
tumor  is  isolated  by  closing  the  anus  dis- 
tally  with  a purse-string  suture  of  heavy 
silk  and  proximally  with  a heavy  ligature 
around  the  entire  circumference  of  the 
sigmoid  well  above  the  lesion.  The  prin- 
cipal arterial  supply  and  the  venous  re- 
turn should  be  ligated  before  the  tumor  is 
mobilized.  If  the  entire  left  colon  is  to 
be  resected,  the  inferior  mesenteric  artery 
is  ligated  about  1 cm.  from  its  origin  on 
the  aorta.  After  the  blood  supply  is 
ligated,  the  dissection  proceeds  toward  the 
pelvis  taking  care  to  avoid  injuries  to  the 
ureter.  We  have  found  it  most  helpful 
to  have  ureteral  catheters  in  place  when  the 
patient  has  had  a previous  pelvic  operative 
procedure,  particularly  an  anterior  resec- 
tion. The  perineal  dissection  begins  pos- 
teriorly, and  contact  is  made  with  the  intra- 
abdominal portion  of  the  dissection  by 
passing  one  finger  above  and  one  below  in 
the  presacral  area.  This  same  maneuver 
permits  identification  of  the  lateral  at- 
tachment of  the  levator  muscles  which 
insures  a wide  resection.  After  the  levator 
has  been  divided,  the  specimen  is  with- 
drawn through  the  perineal  wound,  and 
its  anterior  attachments  in  the  region  of  the 
prostate  or  cervix  are  divided.  Before  the 
peritoneal  floor  is  closed,  the  entire  wound 
is  irrigated  with  several  liters  of  saline 
solution.  The  perineal  wound  is  either 
packed  or  drained  as  indicated  by  the 
degree  of  hemostasis  and  stability  of  the 
pelvic  peritoneum  in  supporting  the  ab- 
dominal viscera. 

The  two-team,  simultaneous  approach  in 
the  resection  of  the  rectum  has  certain 
advantages.  Operating  time  is  reduced  to 
around  one  and  one-half  to  two  and  one- 
half  hours.  Bleeding  may  be  more  readily 
controlled,  since  the  bleeding  point  may  be 
approached  either  through  the  abdominal  or 
perineal  wound.  With  better  control  of 
hemorrhage  and  a shorter  operating  time, 
total  blood  loss  should  be  reduced.  The 
lower  portions  of  the  ureters  may  be  identi- 
fied more  readily  with  both  wounds  open. 
It  is  felt  that  a wider  and  more  thorough 
dissection  of  the  perirectal  tissues  and 
lymph  nodes  may  be  achieved  by  approach- 
ing the  region  of  the  tumor  simultaneously 
from  above  and  below.  It  is  also  desir- 


able to  be  able  to  irrigate  the  wound  with 
saline  in  a through-and-through  fashion. 

The  chief  disadvantages  in  this  method 
are  related  to  the  rapidity  of  blood  loss 
that  may  occur  with  the  large  operative 
field.  Furthermore,  it  is  difficult  to  esti- 
mate the  blood  loss  simultaneously  from 
the  two  fields,  since  the  perineal  wound  is 
somewhat  obscured  by  leg  drapes.  The 
semiflexed  position  of  the  thighs  com- 
promises the  amount  of  room  for  assistants 
working  with  the  abdominal  team,  but 
this  has  not  been  a serious  disadvantage. 

Results  of  treatment 

During  the  years  1950  to  1963,  462 
patients  were  operated  on  at  the  Hospital 
of  the  University  of  Pennsylvania  for 
carcinoma  of  the  rectum.  The  mean  age 
for  this  group  was  sixty-one  years.  The 
highest  incidence  occurred  in  the  seventh 
decade  of  life.  White  males  were  af- 
fected almost  twice  as  much  as  white  fe- 
males, whereas  Negro  females  were  af- 
fected more  often  than  Negro  males. 

Between  1950  and  1957,  229  patients 
presented  themselves  for  treatment;  none 
had  received  previous  therapy  in  the  Hos- 
pital of  the  University  of  Pennsylvania. 
Five-year  follow-up  studies  were  95.7  per 
cent  complete  in  this  group.  One  hundred 
and  eighty-six,  or  85.5  per  cent,  of  these 
patients  had  bowel  resections  and  43  did 
not.  The  over-all  survival  rate  for  this 
group  was  41  per  cent.  If  the  lesion  was 
found  to  be  localized,  the  five-year  survival 
rate  was  58  per  cent.  When  metastasis 
to  lymph  nodes  had  occurred,  survival 
dropped  to  32  per  cent.  No  patient  sur- 
vived five  years  who  had  distant  metastasis 
to  other  organs  at  the  time  of  laparotomy. 

The  remaining  43  patients  were  not 
resected.  There  were  no  five-year  sur- 
vivals among  13  of  this  group  receiving 
chemotherapy.  Thirty  patients  with  rec- 
tal carcinoma  received  no  treatment  of 
any  sort.  It  is  assumed  that  the  tumor 
took  its  natural  course  in  this  group.  Five 
of  this  group  of  30  patients  survived  five 
years.  This  short  experience  therefore 
lends  no  support  for  the  effectiveness  of 
the  chemotherapeutic  agents  employed  in 
increasing  its  number  of  five-year  survivors. 

Since  1941,  the  operative  mortality  for 
abdominoperineal  resection  has  been  4.2  per 
cent. 


December  15,  1965  / New  York  State  Journal  of  Medicine  3059 


Correlation 
Conferences  in 
Radiology 
and  Pathology 


St.  Luke’s  Hospital 
New  York  City 

Editors 

NATHANIEL  FINBY,  M.D. 
Director  of  Radiology 
CHARLES  F.  BEGG,  M.D. 
Director  of  Laboratories 


Reticulum  Cell  Lymphoma 
with  Dysphagia  as 
Presenting  Symptom 


Case  history 

Guy  Moschetti,  M.D.:  A fifty-eight- 

year-old  white  nursemaid  was  admitted  to 
St.  Luke’s  Hospital  on  January  20,  1964, 
complaining  of  difficulty  in  swallowing  of 
three  weeks  duration.  The  onset  of  dys- 
phagia was  first  noted  with  solid  foods,  but 
this  progressed  until  she  was  not  able  to 
swallow  liquids.  She  had  the  feeling  of  a 
lump  in  her  throat  and  mild  pain  in  her  left 
neck.  She  had  always  been  well  except  for 
mild  gallbladder  symptoms  in  1950.  Re- 
view of  symptoms  disclosed  mild  hoarseness 
and  a 25-pound  weight  loss. 

Physical  examination  showed  her  to 
appear  well  nourished  and  in  no  acute 
distress.  There  was  a hard,  lobulated  mass 
in  the  area  of  the  thyroid  which  extended  3 
cm.  to  the  right  and  4 cm.  to  the  left  and 
was  contiguous  with  large  nodes  in  the 
anterior  cervical  areas.  The  remainder  of 
her  physical  examination  and  routine  blood 
and  urine  laboratory  examinations  were 
within  normal  limits. 

Radiographic  discussion 

Dr.  Moschetti:  Chest  roentgenogram 
findings  were  normal,  but  examinations  of 
the  neck  showed  a large  soft-tissue  mass  in 
the  lower  neck  displacing  the  trachea  for- 
ward and  to  the  right,  with  definite  roent- 


FIGURE  1.  Lateral  roentgenogram  of  neck  show- 
ing pronounced  anterior  displacement  and  nar- 
rowing of  trachea  by  large  soft-tissue  mass. 


gen  evidence  of  compression  of  the  trachea. 
There  was  a loss  of  the  normal  cervical 
lordotic  posture,  straightening  of  the  cervi- 
cal spine,  and  advanced  degenerative  osteo- 
arthritic  changes  in  the  lower  cervical  spine, 
with  spur  formation  and  marginal  eburna- 
tion  (Fig.  1).  An  esophagram  at  this  time 
showed  the  esophagus  to  be  markedly  dis- 
placed to  the  right  with  marginal  irregular- 
ity and  narrowing.  The  most  marked  nar- 
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FIGURE  2.  Cervical  esophagram  showing  dis- 
placement and  narrowing  of  cervical  esophagus. 
There  is  marginal  irregularity  and  extreme  narrow- 
ing at  thoracic  inlet  (arrow). 


rowing  was  in  the  area  of  the  thoracic  inlet 
where  the  cervical  esophagus  returned  to 
the  midline.  The  upper  thoracic  esoph- 
agus appeared  in  normal  position  and  of 
normal  caliber  (Fig.  2). 

Roentgen  studies  of  the  esophagus  after 
radiation  therapy  (which  will  be  described 
by  Leonard  Liegner,  M.D.)  show  a marked 
improvement,  with  a return  of  the  cervical 
esophagus  to  a more  normal  position  and 
with  a wider  lumen,  but  with  remaining 
marginal  irregularities  of  minor  degree  (Fig. 

3). 

Surgical  discussion 

Arthur  S.  Brenner,  M.D.:  Direct 

laryngoscopy  and  cervical  esophagoscopy 
were  performed  on  January  23,  1964.  The 
entire  larynx  was  pushed  anteriorly  and  to 
the  right  by  the  tumor  mass,  but  the  ary- 
tenoepiglottic  folds  and  false  and  true  vocal 
cords  were  normal  in  appearance.  The 
subglottic  area  was  unusual  with  the  poste- 
rior surface  projecting  anteriorly,  obstruc- 
ting half  the  lumen  of  the  cervical  trachea 
by  a hard  tumor  mass  that  was  covered  with 
normal  mucosa.  This  tumor  mass  was 
smooth  and  resembled  a sessile  polyp  meas- 
uring about  1.2  cm.  in  width  and  projecting 
anteriorly  about  1 cm.  from  the  posterior 
wall  of  the  proximal  trachea. 

Examination  of  the  esophagus  in  this  area 
showed  the  anterior  as  well  as  the  left  lateral 
walls  to  be  involved  by  tumor  which  pressed 
the  larynx  anteriorly  and  to  the  right.  The 


tumor  itself  was  smooth  and  covered  with 
normal-appearing  mucosa  although  it  was 
soft,  friable,  and  multilobulated.  The 
scope  could  not  be  threaded  distally  to 
inspect  the  entire  length  of  the  tumor  and 
the  distal  esophagus.  The  tumor  itself 
appeared  exophytic  and  bled  readily  with 
manipulation. 

The  postcricoid  area  of  the  larynx  was 
seen  to  be  edematous  but  was  otherwise 
normal  in  appearance.  The  cricopharyn- 
geal area  was  not  clearly  identified  because 
of  the  presence  of  the  tumor  which  im- 
pinged on  this  area. 

Biopsies  were  obtained  from  the  mass  in 
the  subglottic  area  of  the  larynx  and  of  the 
pedunculated  tumor  in  the  esophagus. 

Leonard  Liegner,  M.D.:  After  the 

diagnosis  of  reticulum  cell  sarcoma  was 
established,  radiation  therapy,  utilizing  a 
cobalt  60  source,  was  delivered  to  the  right 
and  left  sides  of  the  neck  and  to  the  anterior 
and  posterior  superior  mediastinal  areas. 
Between  January  29,  1964,  and  March  10, 
1964,  the  patient  received  a total  of  2,800 
rads  to  the  right  and  left  cervical  regions 
and  a total  of  3,000  rads  to  the  superior 
mediastinal  area. 

At  the  conclusion  of  therapy,  the  patient 
was  clinically  much  improved,  particularly 
in  her  ability  to  swallow.  She  was  able  to 
manage  a soft  diet  which  included  chopped 
meats.  The  mass  was  much  less  prominent 
and  the  tracheal  and  esophageal  compres- 
sion and  deviation  were  no  longer  present 
(Fig.  3). 


Pathologic  discussion 

Charles  F.  Begg,  M.D.:  In  both  biop- 
sies (esophagus  and  trachea)  the  epithelial 
surface  is  intact  but  thin.  Beneath,  there 
is  a massive  infiltrate  of  round  cells,  some 
the  size  of  normal  lymphocytes,  others 
slightly  larger  and  less  mature  in  appear- 
ance (Fig.  4A). 

Because  both  specimens  have  been 
crushed  we  could  only  reach  a tentative 
diagnosis  of  lymphoma  and  suggested  re- 
moval of  a cervical  lymph  node.  This  was 
done. 

The  nodal  architecture  was  completely 
replaced  by  immature  cells  of  the  lym- 
phocyte series,  some  appearing  to  be  stem 
cells  (Fig.  4). 
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FIGURE  3.  Roentgen  study  of  the  esophagus  after  radiation  therapy.  (A)  Frontal  projection.  (B)  Lateral 
projection. 


FIGURE  4.  (A)  Tracheal  biopsy.  Epithelium  intact  but  thin.  Beneath  it  is  massive  infiltrate  of  cells  of 
lymphocyte  series,  some  of  them  immature.  (B)  Cervical  lymph  node.  Architectural  features  completely 
replaced  by  immature  cells  of  lymphocyte  series,  many  of  them  stem  cells. 


Comment 

Dr.  Moschetti:  Involvement  of  the 

cervical  esophagus  by  lymphoma  is  rare. 
Portmann,  Dunne,  and  Hazard1  studied  217 
patients  with  Hodgkin’s  disease  and  did  not 
find  one  with  esophageal  localization.  De 
Santis2  reviewed  over  20,000  autopsies  and 
found  no  case  of  malignant  lymphoma  in- 
vading the  esophagus.  In  view  of  this  ex- 
perience, malignant  involvement  of  the  cer- 
vical esophagus  is  much  more  likely  to  be  on 
the  basis  of  carcinoma  than  of  lymphoma. 

Displacement  and  narrowing  of  the 
esophagus  by  lymphomatous  masses  on  the 
basis  of  extrinsic  pressure  is  more  common. 
This  is  particularly  true  in  the  thoracic  por- 
tion of  the  esophagus.  In  the  rare  case 
report  of  intrinsic  lymphomatous  involve- 


ment of  the  esophagus,  the  involvement  is 
usually  discovered  on  postmortem  examina- 
tion or  after  a long  clinical  course  of  dissem- 
inated lymphomatous  disease.3 

From  the  radiologic  point  of  view,  it 
would  seem  reasonable  to  classify  lym- 
phomatous involvement  of  the  esophagus 
as  intrinsic  or  extrinsic  involvement.  The 
intrinsic  involvement,  if  it  is  a primary 
localization,  as  in  our  patient,  may  give 
symptoms  of  dysphagia  and  be  extremely 
difficult  to  differentiate  from  primary  car- 
cinoma of  the  esophagus  on  roentgen  study. 
The  diagnosis  may  be  more  easily  suspected 
in  the  course  of  known  lymphomatous 
disease.  Extrinsic  involvement  causes 
gross  displacement  of  the  esophagus  or 
smaller  indentations  by  enlarged  lymph 
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nodes,  usually  in  the  posterior  mediastinal, 
paratracheal,  or  subcarinal  areas. 

Nathaniel  Finby,  M.D.:  The  roentgen 
differential  diagnosis  of  intrinsic  involve- 
ment, compression,  and  deviation  of  the 
esophagus  would  primarily  include  eso- 
phageal cancer  or  extension  of  a malignant 
disease  from  the  larynx  or  trachea.  In  this 
patient,  cancer  of  the  thyroid  was  also  con- 
sidered a prominent  possibility.  Inflam- 
matory disease,  especially  when  the  cervical 
spine  is  involved  with  tuberculosis,  must 
also  be  considered,  although  abscess  or  in- 
fection without  osseous  involvement  may  be 
seen,  especially  in  children. 

Lymphomatous  invasion  of  the  cervical 
esophagus  is  indeed  rare.  Soliani  and 
Spallino3  were  able  to  find  only  7 case  re- 
ports of  such  primary  involvement.  In- 
volvement at  the  distal  end  of  the  esopha- 
gus, particularly  when  the  cardia  of  the 
stomach  shows  lymphoma,  is  more  com- 
mon. 

Of  course,  lymphoma  rarely  remains  a 
localized  disease.  Despite  the  excellent 
therapeutic  result  in  her  neck  and  superior 
mediastinum,  she  died  eight  months  after 
the  onset  of  symptoms  with  disseminated 
lymphomatous  disease. 

Dr.  Begg:  The  symptomatology  of 

malignant  lymphoma  depends  on  the  site  or 
sites  of  involvement.  The  disease  fre- 
quently has  unusual  and  bewildering  mani- 
festations. We  have  seen  cases  presenting 
symptoms  of  severe  sinus  pain  owing  to  in- 
volvement of  the  nasopharynx.  A few 
cases  gave  symptoms  of  compression  of  the 
common  duct  with  obstructive  jaundice. 
In  one  case,  diffuse  infiltration  of  the  myo- 
cardium produced  symptoms  suggestive  of 
myocardial  infarction. 

In  the  present  case  involvement  of  the 
tissues  of  the  esophagus  and  trachea 
brought  about  dysphagia  and  some  diffi- 


culty in  respiration  which  were  the  chief 
complaints  when  the  patient  was  first  seen. 
The  diffuse  enlargement  of  the  neck  sug- 
gested marked  nodular  hyperplasia  of  the 
thyroid  with  compression  of  the  trachea  and 
esophagus,  particularly  since  discrete  nodes 
could  not  be  palpated.  Carcinoma  of  the 
esophagus  was  also  strongly  considered,  and 
for  that  reason  esophagoscopy  and  biopsies 
were  performed.  While  we  did  not  feel  the 
biopsies  from  the  trachea  and  esophagus 
were  absolutely  diagnostic  of  lymphoma, 
they  did  suggest  a search  for  diagnostic 
tissue. 

Accordingly,  a cervical  lymph  node 
was  removed  and  diagnosis  was  estab- 
lished. 

Although  there  is,  as  demonstrated, 
intrinsic  involvement  of  the  esophagus  as 
shown  by  both  x-ray  and  tissue  examina- 
tion, there  is  also  evidence  of  extrinsic  pres- 
sure with  distortion  and  displacement  as 
seen  on  roentgenogram  (Figs.  1 and  2). 
We  believe  both  factors  contributed  to  the 
dysphagia. 

This  case  is  classified  as  malignant 
lymphoma,  reticulum  cell  type,  according 
to  the  classification  of  Gall  and  Mallory.4 
The  rapid  course  of  the  disease  is  character- 
istic of  this  type  of  lymphoma.  Initially 
there  was  good  response  to  treatment,  but 
subsequently  massive  involvement  of  the 
abdominal  lymph  nodes  occurred,  with 
obstruction  of  the  common  duct. 
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Victor  Blass,  M.D.,  of  New  York  City,  died 
on  September  11  at  the  age  of  sixty-five.  Dr. 
Blass  received  his  medical  degree  from  the  Uni- 
versity of  Vienna  in  1926.  He  was  an  attend- 
ing physician  in  general  practice  at  Lefferts 
General  Hospital,  Brooklyn.  Dr.  Blass  was  a 
member  of  the  Medical  Society  of  the  County 
of  Kings,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Albert  George  Cook,  M.D.,  of  Ridgewood, 
died  on  September  2 at  the  age  of  seventy-one. 
Dr.  Cook  graduated  in  1915  from  Long  Island 
College  Hospital  Medical  School.  He  was  an 
honorary  attending  surgeon  at  Wykcoff  Heights 
Hospital  and  a consulting  surgeon  at  Bethany 
Deaconess  Hospital.  Dr.  Cook  was  a Fellow 
of  the  American  College  of  Surgeons  and  a 
member  of  the  Brooklyn  Surgical  Society,  the 
Medical  Society  of  the  County  of  Kings,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

John  Jerome  Goller,  M.D.,  of  Staten  Island, 
died  on  October  30  at  the  age  of  seventy-two. 
Dr.  Goller  graduated  in  1920  from  Fordham 
University  School  of  Medicine.  Retired  from 
the  United  States  Navy,  he  was  a consulting 
gynecologist  at  St.  Vincent’s  Hospital  and  a 
consulting  surgeon  on  the  Communicable 
Disease  Service  at  Sea  View  Hospital  and  Home. 
Dr.  Goller  was  a Fellow  of  the  International 
College  of  Surgeons  and  a member  of  the  New 
York  Academy  of  Medicine. 

Clayton  Wellington  Greene,  M.D.,  of 

Buffalo,  died  on  September  20  at  the  age  of 
eighty-one.  Dr.  Greene  graduated  in  1910  from 
the  University  of  Buffalo  School  of  Medicine. 
He  was  a consulting  physician  at  Buffalo  Gen- 
eral Hospital.  At  the  time  of  his  death  he  was 
vice-chairman  of  the  Public  Health  Council 
of  the  State  Department.  At  one  time  Dr. 
Greene  was  a member  and  former  chairman  of 
the  Mental  Hygiene  Council  of  the  State  De- 
partment of  Mental  Hygiene;  from  1938 
to  1949  he  was  professor  of  medicine  at  the 
University  of  Buffalo  School  of  Medicine,  be- 
coming an  emeritus  professor  in  1949;  in  the 
1920’s  he  was  a member  of  the  Erie  County 
Milk  Commission;  in  1914  he  took  the  first 
electrocardiogram  in  Erie  County.  He  was  a 
former  chairman  of  the  Buffalo  General  Hos- 
pital staff  as  well  as  former  head  of  the  Depart- 
ment of  Medicine  there.  Dr.  Greene  was  a 
Diplomate  of  the  American  Board  of  Internal 
Medicine,  a Fellow  of  the  American  College 


of  Physicians,  and  a member  of  the  American 
Rheumatism  Association,  the  Buffalo  Academy 
of  Medicine,  the  Erie  County  Medical  Society, 
the  Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Jennie  Harper  Harris,  M.D.,  of  Tona wanda, 
died  on  August  21  at  her  home  at  the  age  of 
seventy-eight.  Dr.  Harris  graduated  in  1910 
from  the  University  of  Buffalo  School  of  Medi- 
cine. She  was  an  honorary  attending  obstetri- 
cian at  DeGraff  Memorial  Hospital.  In  1964 
she  retired  from  her  post  as  physician  for  the 
Tona  wanda  school  system.  A member  of  the 
State  Women’s  Medical  Society  for  many  years 
she  headed  its  committee  for  medical  education 
of  foreign  women.  She  was  a former  president 
of  the  Women’s  Physicians  League  of  Buffalo 
and  she  was  the  first  physician  to  specialize  in 
obstetrics  in  Tona  wanda. 

Harold  Katzman,  M.D.,  of  Utica,  died  on 
September  17  in  Miami  Beach,  Florida,  at  the 
age  of  sixty-eight.  Dr.  Katzman  graduated 
in  1922  from  McGill  University  Faculty  of 
Medicine.  He  was  a senior  attending  surgeon 
at  St.  Elizabeth  Hospital  (where  he  had  also 
served  as  president  of  the  medical  staff  and 
chief  of  surgery)  and  a senior  surgeon  at  St. 
Luke’s-Memorial  Hospital  Center.  He  was 
the  first  president  of  the  board  of  directors  for 
Sitrin  Home.  Dr.  Katzman  was  a Fellow  of  the 
American  College  of  Surgeons  and  a member 
of  the  American  Proctologic  Society  and  the 
Utica  Academy  of  Medicine. 

George  J.  Kraunz,  M.D.,  of  Sun  City  Center, 
Florida,  formerly  of  Rome,  died  on  October  25 
at  the  age  of  sixty-five.  Retired,  Dr.  Kraunz 
graduated  in  1932  from  University  and  Bellevue 
Hospital  Medical  College.  He  had  been  an 
attending  physician  at  Rome  Hospital  and 
Murphy  Memorial  Hospital.  Dr.  Kraunz  was 
a member  of  the  American  Society  of  Anes- 
thesiologists, Inc.,  the  Utica  Academy  of 
Medicine,  the  New  York  State  Society  of 
Anesthesiologists,  the  Oneida  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Norman  Livshin,  M.D.,  of  Syracuse,  died  on 
August  22  at  Crouse-Irving  Hospital  at  the 
age  of  sixty-seven.  Dr.  Livshin  graduated  in 
1922  from  McGill  University  Faculty  of  Medi- 
cine. He  was  an  attending  physician  in  ear, 
nose,  and  throat  and  bronchoscopy-esophagology 
at  Crouse-Irving  Hospital  and  a senior  attending 
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physician  in  ear,  nose,  and  throat  and  bron- 
choscopy-esophagology  at  Midtown  Hospital. 
Dr.  Livshin  was  a Diplomate  of  the  American 
Board  of  Otolaryngology  and  a member  of  the 
American  Academy  of  Ophthalmology  and  Oto- 
laryngology, the  Syracuse  Academy  of  Medi- 
cine, the  Onondaga  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Joseph  Martoccio,  M.D.,  of  The  Bronx,  died 
on  October  31  at  the  age  of  eighty.  Dr.  Mar- 
toccio graduated  in  1913  from  University  and 
Bellevue  Hospital  Medical  College.  He  was  a 
consulting  pediatrician  at  Fordham  Hospital. 

Attilio  Milici,  M.D.,  of  New  York  City,  died 
on  November  1 at  St.  Luke’s  Hospital  at  the 
age  of  seventy-eight.  Dr.  Milici  graduated 
in  1916  from  Cornell  University  Medical  Col- 
lege. He  was  a Fellow  of  the  American  College 
of  Surgeons. 

James  A.  Montgomery,  M.D.,  of  Watertown, 
died  on  September  15  at  his  home  at  the  age  of 
forty-five.  Dr.  Montgomery  graduated  in 
1944  from  Syracuse  University  College  of 
Medicine.  He  was  an  attending  surgeon  at 
Mercy  and  Good  Samaritan  Hospitals  and  a 
consulting  surgeon  at  Lewis  County  General 
Hospital,  Lowville.  During  World  War  II 
he  was  medical  officer  aboard  the  U.  S.  Tolland, 
a transport.  Dr.  Montgomery  was  a Diplomate 
of  the  American  Board  of  Surgery,  a Fellow  of 
the  American  College  of  Surgeons,  and  a member 
of  the  Jefferson  County  Medical  Society,  the 
Medical  Society  of  the  State  of  New  York,  and 
the  American  Medical  Association. 

Winfield  A.  Peterson,  M.D.,  of  Natick,  Massa- 
chusetts, formerly  of  Brooklyn,  died  on  Novem- 
ber 4 at  Grasslands  Hospital  at  the  age  of 
eighty-seven.  Dr.  Peterson  graduated  in  1906 
from  the  University  of  Buffalo  School  of  Medi- 
cine. He  was  an  emeritus  obstetrician  at 
Lutheran  Medical  Center,  Brooklyn.  Retired, 
Dr.  Peterson  was  a member  of  the  Medical 
Society  of  the  County  of  Kings,  the  Medical 
Society  of  the  State  of  New  York,  and  the 
American  Medical  Association. 

Ardeen  E.  Richmond,  M.D.,  of  Wayland, 
died  on  July  26  at  the  age  of  eighty-six.  Dr. 
Richmond  graduated  in  1908  from  Syracuse 
University  College  of  Medicine.  During  World 
War  I he  served  in  the  Army  as  a first  lieutenant. 


Retired,  Dr.  Richmond  was  a member  of  the 
Steuben  County  Medical  Society  (and  a former 
president),  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 

Ernest  Martin  Guido  Rieger,  M.D.,  of 

Niagara  Falls,  died  on  September  13  at  Mount 
St.  Mary’s  Hospital  at  the  age  of  seventy- 
five.  Dr.  Rieger  graduated  in  1915  from 
the  University  of  Maryland  School  of  Medicine 
and  College  of  Physicians  and  Surgeons.  He 
was  an  honorary  attending  surgeon  at  Mount 
St.  Mary’s  Hospital  and  a senior  attending  sur- 
geon at  Niagara  Falls  Memorial  Hospital. 
In  1918  he  served  as  a first  lieutenant  in  the 
Army  Medical  Corps  and  was  awarded  a cita- 
tion for  his  work  in  the  European  theater. 
He  opened  the  first  physical  therapy  clinic  in 
Western  New  York,  served  as  school  physician, 
City  physician,  and  consulting  physician  to  the 
Niagara  County  Welfare  Department,  and  had 
also  been  president  of  the  medical  staff  and 
chief  of  staff  at  Niagara  Falls  Memorial  Hos- 
pital. Dr.  Rieger  was  a member  of  the  In- 
dustrial Medical  Association,  the  Niagara  Falls 
Academy  of  Medicine,  the  Niagara  County 
Medical  Society  (and  past-president),  the 
Medical  Society  of  the  State  of  New  York, 
and  the  American  Medical  Association. 

Edward  Howard  Townsend,  Jr.,  M.D.,  of 

Rochester,  died  on  September  15  at  Northside 
Hospital  at  the  age  of  forty-nine.  Dr.  Town- 
send graduated  in  1941  from  Columbia  Uni- 
versity College  of  Physicians  and  Surgeons. 
He  was  chief  of  pediatrics  at  Rochester  General 
Hospital,  a consulting  pediatrician  at  Genesee 
Hospital  of  Rochester,  and  an  associate  attend- 
ing pediatrician  at  Strong  Memorial  Hospital. 
For  several  years  he  directed  Rochester  General 
Hospital’s  premature  baby  center  for  the 
Rochester  region,  founded  the  Browncroft  Re- 
search Foundation  in  1959  to  help  interns  and 
hospital  residents  continue  their  educations,  was 
a founder  of  House  of  Call,  a television  program 
of  the  Rochester  Academy  of  Medicine  and  the 
Monroe  County  Medical  Society  and  this  year 
was  presented  the  Browncroft  Pediatric  Re- 
search Award  by  the  Academy.  Dr.  Townsend 
was  a Diplomate  of  the  American  Board  of 
Pediatrics  and  a member  of  the  American 
Academy  of  Pediatrics,  the  Rochester  Academy 
of  Medicine,  the  Monroe  County  Medical 
Society,  the  Medical  Society  of  the  State  of 
New  York,  and  the  American  Medical  Associa- 
tion. 
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PHYSICIANS  WANTED 


INTERNSHIPS-AMA  APPROVED  ROTATING.  ST. 
Joseph’s  Hospital.  Yonkers,  New  York.  Accredited  165 
bed  hospital.  Integrated  educational  program  organized 
by  Director  of  Medical  Education:  abundant  in-patient 

and  out-patient  material  for  clinical  training.  Annual 
stipend  $4800,  plus  modern  living  accommodations.  Open- 
ings for  July  1966.  ECFMG  certificate  required.  Apply 
Administrator,  St.  Joseph’s  Hospital,  Yonkers,  N.  Y. 


INTERNIST  WANTED,  UNDER  45  YEARS  <?F  AGE, 
to  join  a medical  group  in  Ellenville,  N.Y.  Write  or  call 
Ellenville  Medical  Group,  Ellenville,  N.  Y.  (914)  647- 
5300. 


EXCELLENT  OPPORTUNITY  IN  NEW  OFFICE 
building  for  young  pediatrician  in  expanding  area  of  Suffolk 
County.  Call  516  JU  8-2961. 


EXCELLENT  OPPORTUNITY:  GENERAL  PRACTI- 

tioners  with  interest  in  O.B.  or  obstetrician.  New  York 
State  Finger  Lakes  region.  Convenient  to  cultural  and 
medical  centers.  Congenial  general  practitioner  staff. 
Modern,  fully  accredited,  75-bed  hospital  with  expansion 
plans.  Apply:  Administrator,  Taylor-Brown  Memorial 

Hospital,  Waterloo,  New  York  13165. 


FOUR  STAFF  ADDITIONS  TO  SOUTHERN  CALI- 
fornia  group  of  24  physicians:  ophthalmologist,  otolaryn- 
gologist, internist  with  chest  sub-specialty,  general  prac- 
titioner. Partnership  possibility  after  first  year.  Ad- 
ministrator, Gallatin  Medical  Group,  10720  S.  Paramount 
Blvd.,  Downey,  California  90241. 


GENERAL  PRACTITIONER  UNDER  38  YEARS  OLD 
wanted  to  join  a 5-man  group  in  Ellenville,  N.  Y.  Contact 
Ellenville  Medical  Group,  (914)  647-5300. 


PART-TIME  POSITIONS  FOR  BOARD  ELIGIBLE  IN- 
ternists  and  proctoscopists  by  the  hour,  session  or  on  re- 
tainer at  a diagnostic  facility.  Box  282,  % NYSJM. 


URGENTLY  NEEDED:  GENERAL  PRACTITIONER 

is  urgently  needed  for  growing  industrial  area  in  upstate 
New  York  of  8,000-10,000  suburbanites,  just  10  minutes 
from  accredited  metropolitan  hospitals.  Excellent  facilities 
available  for  rental  or  purchase.  For  details,  Leo  A.  Mc- 
Ginley,  Kirkwood  Lions,  Kirkwood,  New  York. 


OPHTHALMOLOGIST:  ASSOCIATE  WANTED  FOR 

busy  practice;  small  city;  two  accredited  hospitals;  good 
schools;  salary  or  partnership.  Send  personal  and  pro- 
fessional summary.  Box  286,  % NYSJM. 


PROSPEROUS  UPSTATE  COLLEGE  CITY  HAS  OPEN- 
ings  for  private  practice  in  general  medicine,  opthal- 
mology,  otolaryngology  and  neurosurgery.  2 accredited 
hospitals;  heart  of  recreational  area.  Cayuga  County 
Medical  Society,  321  N.  Hoopes  Ave.,  Auburn,  N.Y. 


MEDICAL  PRACTICE:  GREAT  NEED  IN  NORTH- 
em  New  York  community  of  20,000  for  at  least  two  med- 
ical men.  Excellent  hospital  facilities,  good  schools  and 
good  transportation.  Minimum  income  guaranteed. 
Administrator,  A.  Barton  Hepburn  Hospital,  Ogdensburg, 
New  York. 


INTERNIST,  TO  JOIN  WELL-ESTABLISHED  GROUP, 
excellent  salary  plus  partnership  arrangements,  upstate 
N.Y.  community,  100  miles  from  N.Y.C.  Box  285,  % 
NYSJM.  /0 


PHYSICIANS  WANTED— CONT’D 


G.P.,  PEDIATRICIAN,  INTERNIST  WANTED  IN 
excellent,  growing  community.  Impressive,  modern 
building;  all  facilities;  furnished;  generous  parking. 
Poughkeepsie,  N.Y.  area.  Call  914-635-2861. 


WANTED:  ANESTHESIOLOGIST  FOR  ACTIVE, 

modern  surgical  service  in  excellent  operating  room  facil- 
ities. Affiliated  surgical  residency  program.  Minimal 
night  and  weekend  calls.  Salary  to  $17,055  per  annum 
with  periodic  increments  to  $22,365.  Funds  available 
for  research  and  postgraduate  courses.  Beautiful  West- 
chester County  location  45  minutes  from  New  York  City. 
Contact  Herbert  Hershey,  M.D.,  Chief  of  Surgical  Serv- 
ice, VA  Hospital,  Montrose,  N.Y. 


CLINICAL  DIRECTOR  FOR  DYNAMIC  CHILD 
guidance  center  located  in  Nassau  County.  Head  two- 
team  clinic,  doing  exciting  work  with  children  and  adults. 
Requirements:  Certified  or  eligible  for  certification.  Three 
years  of  psychiatric  work,  at  least  one  year  in  a child 
guidance  center.  Salary  $18,300-$24,000,  pension  and 
liberal  fringe  benefits.  Apply:  Fred  B.  Charatan,  M.D., 
Clinical  Director,  South  Shore  Child  Guidance  Center, 
56  W.  Merrick  Rd.,  Freeport,  New  York  11520.  TN 
8-3030. 


WANTED:  PSYCHIATRISTS  FOR  STAFF  OF 

modern,  progressive  1900  bed  teaching  psychiatric  hos- 
pital, affiliated  with  Cornell  University  Medical  School, 
and  organized  on  unit  system  with  all  therapeutic  programs 
utilized.  Research  opportunities  available  and  encouraged. 
Attractive  fringe  benefits  and  training  programs.  Salary 
to  $22,365  dependent  on  qualifications.  Beautiful  West- 
chester County  location  45  minutes  from  New  York  City. 
Cost  of  moving  will  be  paid.  Contact  Leo  H.  Kashe, 
M.D.,  Chief  of  Staff,  VA  Hospital,  Montrose,  N.Y. 


EQUIPMENT 


FOR  SALE:  WESTINGHOUSE  250  KV  QUADRO- 

condex,  deep  therapy  machine;  new  tube,  double  column 
tube  stand,  15  years  old;  excellent  condition.  No  reason- 
able offer  refused.  212  TR  1-9700. 


POSITIONS  WANTED 


MEDICAL  ASSISTANTS  AND  SECRETARIES.  LAB- 
oratory  and  X-Ray  Techs.  Well  trained  and  highly  quali- 
fied personnel  (male  & female).  Phone  CH  2-2330  Ext. 
6,  Placement  Dept.,  or  write  Eastern  School  for  Physicians’ 
Aides,  Dept.  69,  85  Fifth  Ave.,  New  York  3,  N.  Y. 
(Founded  1936  by  two  member  physicians.) 


ANESTHESIOLOGIST,  AMERICAN  BOARD  CERTI- 
fied,  available  part  time.  New  York  metropolitan  area. 
Box  268,  % NYSJM. 


RADIOLOGIST,  BOARD  CERTIFIED,  BROAD  Ex- 
perience including  nuclear  medicine,  is  seeking  part  time 
position  in  hospital,  clinic  or  group.  Prefer  Brooklyn, 
Queens  or  Long  Island.  Box  272,  % NYSJM. 


OPHTHALMOLOGIST  SEEKING  PARTNERSHIP  OR 
association  in  New  York  State,  preferably  New  York 
City  vicinity;  age  30;  resident  trained  at  Bellevue  Hos- 
pital-New York  University  Medical  Center.  Write 
Michael  Schafrank,  M.D.,  862  Medical  Group,  Minot 
Air  Force  Base,  North  Dakota. 
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PRACTICES  FOR  SALE  OR  RENT 


OPHTHALMOLOGIST— TO  SUCCEED  TO  OLD,  Es- 
tablished, active  Long  Island  practice,  forty  miles  from 
New  York.  Introductory  period  if  desired.  Owner  of 
building  and  practice  will  then  retire  and  lease  office  space 
and  equipment  at  current  rates.  Nothing  involved  except 
rent.  Box  278,  % NYSJM. 


BABYLON,  LONG  ISLAND:  RETIRING  AFTER  30 

years  general  practice.  Choice  corner,  Deer  Park  Ave. 
Large  residence,  attached  5-room  office  wing.  Plans  for 
small  group  and/or  other  offices.  Immediate  income; 
good  investment.  Box  277,  % NYSJM. 


LEAVING  FOR  RESIDENCY.  FIFTEEN  YEAR,  ESTAB- 
lished  general  practice  available  on  south  shore  of  Long 
Island.  Ideal  location.  Income  limited  only  by  ability. 
Suitable  for  2 doctors.  Practice  gratis  with  rental  of  office. 
Will  sell  building  if  desired;  easy  terms.  Box  283,  % 
NYSJM. 


PHYSICIAN’S  BUSY  WOODSIDE,  QUEENS  GENERAL 
practice  for  sale.  Fully  equipped,  low  rent,  large  volume. 
Well  established  for  15  years.  Due  to  sudden  death. 
Excellent  situation  for  general  practitioner.  Call  BO 
3-3969  or  write  Mrs.  S.  Sarkisian,  % Berj  Asadorian, 
Esq.,  32  Court  St.,  Brooklyn,  N.  Y. 


MISCELLANEOUS 


PHONE-DICTATION  SERVICE,  24  HOURS,  7 DAYS 
a week.  Dial-A-Letter  simplicity;  expert,  accurate,  low 
costs.  Reports,  general  correspondence.  No  fringe  bene- 
fits; fully  tax  deductible.  Call  BE  3-0663,  or  write  Rolf 
Bergman,  Inc.,  140  Nassau  Street,  New  York,  N.Y.  10038. 


BILLING  SERVICE-COLLECTIONS-LABOR  SAVING 
office  techniques.  A statewide  service-35  years  experience 
specializing  in  medical  accounts  assures  satisfactory  results. 
Mail  your  bill-head  for  full  details.  Crane  Discount  Corp., 
221  W.  41st  St.,  New  York,  N.  Y.  10036. 


VACATION  ON  CARE-FREE  CARIBBEAN  ISLAND. 
Completely  informal.  Good  meals.  Interesting  people. 
Scuba,  snorkeling  equipment  and  boats  supplied.  Excel- 
lent fishing  and  beach.  Huge  flamingo  rookery  and  other 
birds.  Unusual  scenery.  17  day  round-trip  by  air  from 
New  York  only  $150.  Low  weekly  rates.  Flamingo  Beach 
Club  Bonaire  13,  Netherlands  Antilles. 


REAL  ESTATE  FOR  SALE  OR  RENT 


80’S  EAST  (5TH  AVE.).  BEAUTIFUL  TOWNHOUSE. 
Professionsd  office:  5 rms.,  fir.  thru,  1,000  sq.  ft.  Separate 
entrance.  $350  mo.  Hanfield,  Callen,  Ruland  & Benja- 
min ,434  Sixth  Ave.  (Miss  Preziosi),  OR  4-9100. 


SUITABLE  FOR  DOCTOR  OR  DENTIST.  RESIDENCE 
and  five  room  office.  Centrally  located.  Hospitals, 
churches,  schools.  Separate  entrance.  Custom  built 
colonial.  Central  hall,  large  living  room,  fireplace,  dining 
room,  breakfast  room,  two  full  bathrooms,  two  lavatories, 
five  bedrooms,  full  basement,  playroom;  garage  attached. 
Doctor  retiring.  Charles  Aitcheson,  M.D.,  575  Palisade 
Avenue,  Yonkers,  N.Y. 


2-STORY  PROFESSIONAL  BUILDING:  ESTABLISHED 
dentist  on  2nd  floor.  4-room  ground  floor  apartment  avail- 
able. Corner  86  St.  and  W.  7 St.,  Bklyn.,  opposite  Marl- 
boro Housing  Project  and  Seabeach  subway.  Middle  in- 
come, heavily  populated  area;  only  one  physician  in 
vicinity.  Excellent  opportunity;  must  be  seen.  2845 
86  St.,  Bklyn,  N.Y.  ES  2-0853. 


RESORT  TOWN— HOME  FOR  SALE 

Large  1 1 room  house,  6 bathrooms,  located  in  center 
of  Wurtsboro,  N.  Y.  Ideal  location  for  small  Med- 
ical Center.  Doctor  needed  in  area.  Lot  56'  x 
225';  2 story  garage.  Desirable  income  property. 

Mrs.  George  Cooper,  P.O.  Box  327,  Wurtsboro,  N.Y. 


REAL  ESTATE  FOR  SALE  OR  RENT— CONT’D 


FURNISHED  OR  UNFURNISHED  SUITES  AVAIL- 
able.  Ideal  for  specialists.  Flower  Hill  Medical  Bldg., 
Roslyn,  N.  Y.  (516)  MA  7-2840. 


NOW  LEASING  26,000  SQ.  FT.  PROFESSIONAL  OF- 
fices,  elevator,  air  cond.  Will  divide  to  suit;  large  parking 
area.  In  Rockland  County’s  fastest  growing  area.  On 
busy  Rt.  9-W,  West  Haverstraw,  N.Y.,  adjacent  to  Sam- 
sondale  Shopping  Center.  Call  914  EL  2-2000. 


LARGE  SUITE  AVAILABLE  IN  PROFESSIONAL 
building  in  Deer  Park,  L.I.,  with  obstetrician  and  dentist; 
suitable  for  G.P.  or  pediatrician.  MOhawk  7-8630. 


EXPANDING  ROCKLAND  COUNTY:  OFFICE  SPACE 
in  new  medical  building,  centrally  located  near  3 open 
staff  hospitals.  Need  for  pediatrician,  E.N.T.,  and 
other  subspecialties.  A.  F.  Massaro,  M.D.,  3 College 
Rd.,  Monsey,  N.Y.  Phone:  (914)  EL  2-3376. 


BROOKLYN  HGTS.,  NEAR  ST.  GEORGE  HOTEL: 
office  for  rent.  Suitable  for  doctor,  dentist,  etc.;  pvt. 
house,  separate  entrance;  approx.  600  sq.  ft.  Call  busn. 
hrs.  Cl  6-0725;  otherwise  UL  5-8820  not  after  10  p.m. 


FOR  SPRING  OCCUPANCY,  NEW  MEDICAL  BUILD- 
ing  now  renting  in  heart  of  Westchester’s  most  exclusive 
area.  Ample  parking.  Bldg,  now  has  bank,  pharmacy, 
dentist.  Seeking  internists,  pediatricians,  general  practi- 
tioners. Only  four  openings  left.  Opportunity  of  lifetime 
for  high  income  and  good  living.  Call  Mr.  D.  Ipavich, 
(914)  478-2329. 


MEDICAL  BUILDING:  WHITESTONE-BEECHHURST 
area  of  Queens.  Fast  growing  community  containing  many 
multiple  dwelling,  high  rise  buildings.  Attractive  space 
available  immediately.  Psychiatrist,  orthopedist  and 
podiatrist  would  complete  our  rentals  to  all  medical  spec- 
ialists. OL  8-7060. 


NEW  YORK-DUTCHESS  COUNTY:  NEW  PROFES- 

sional  building  on  main  business  highway  between  Fish- 
kill  and  Poughkeepsie.  Several  offices  available  for  im- 
mediate occupancy.  Address:  Martin  Rabin,  D.D.S., 

65  South  Clinton  St.,  Poughkeepsie,  N.Y.  Phone:  454- 
0322. 


SMITHTOWN— HAUPPAUGE  AREA:  OFFICE  SPACE 
to  share;  small  professional  building  near  hospital.  Ideal 
location;  suitable  most  specialties.  Also  two  individual 
suites  available.  Reasonable  rental;  utilities  included 
516  AN  5-5520. 


SALE  OR  RENT:  OFFICE  BUILDING  (DECEASED 
physician)  located  at  194  Central  Ave.,  Silver  Creek,  N.  Y., 
30  miles  from  Buffalo  Thru-way  exit,  5 & 20  highways. 
New  hospital,  new  schools,  new  library,  eight  churches, 
golfing  and  bathing.  Most  modern  office  in  western  New 
York;  fully  equipped,  X-ray,  dark  room,  3 treatment 
rooms,  consultation  room,  large  waiting  room,  reception 
room.  Urgently  needed,  only  one  active  M.D.  in  town. 
Bring  no  equipment— we  have  it.  For  information, 
contact  Mabel  Jackson  Barresi,  57  Main  St.,  Silver  Creek, 
N.  Y.  Phone  934-2341. 
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On  Stelazine"  brand  of  trifluoperazine 

she’s  calm  and  alert 


When  a tranquilizer  is  needed, 
‘Stelazine’  can  regulate  the 
level  of  anxiety  so  that  the 
patient  is  unlikely  to  overreact 
to  stress  but  is  not  tranquilized 
into  psychic  inertia.  Patients 
on  ‘Stelazine’  often  experience 
a sense  of  mental  alertness  and, 
because  they  feel  so  much  better, 
are  more  interested  in  their 
normal  activities. 

Contraindicated  in  comatose  or 
greatly  depressed  states  due  to  CNS 
depressants  and  in  cases  of  existing 
blood  dyscrasias,  bone  marrow 
depression  and  pre-existing  liver 
damage.  Principal  side  effects, 
usually  dose-related,  may  include 


mild  skin  reaction,  dry  mouth, 
insomnia,  fatigue,  drowsiness, 
dizziness  and  neuromuscular 
(extrapyramidal)  reactions. 
Muscular  weakness,  anorexia,  rash, 
lactation  and  blurred  vision  may 
also  be  observed.  Blood  dyscrasias 
and  jaundice  have  been  extremely 
rare.  Use  with  caution  in  patients 
with  impaired  cardiovascular 
systems. 

Before  prescribing,  see  SK&F 
product  Prescribing  Information. 

Photograph  professionally  posed. 
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liminary report  [Recent  Advances  in  Medicine  and 
Surgery],  2132 

gastric,  change  in  bowel  habits  as  presenting  complaint 
in,  1745 

giant  cell  reticulohistiocytoma  associated  with,  2941 
gynecologic;  part  I,  2218;  part  II,  2330 
second  breast  [Recent  Advances  in  Medicine  and  Surgery], 
2460 

skin,  diagnosis  and  management  of,  1753 
smoking  habits  and  disease  in  New  York  State,  2557 
see  also  Carcinoma,  Neoplasm,  Tumor  (s) 

Carcinoma 

gastric,  and  duodenal  ulcer,  concomitant,  1786 
idiopathic  hypertrophic  osteoarthropathy,  3038 
lesion  in  left  upper  thorax  with  pain  in  left  arm  [Correlation 
Conferences  in  Radiology  and  Pathology],  2818 
of  liver,  primary,  hypoglycemia  in,  2707 
reticulum  cell,  presenting  symptoms  of  dysphagia  [Correla- 
tion Conferences  in  Radiology  and  Pathology],  3060 
signs  of  meningeal  irritation,  leukemoid  reaction,  and  ab- 
normal chest  x-ray  [Clinicopathologic  Conference],  2469 
undifferentiated,  chronic  nonpuerperal  inversion  of  uterus 
associated  with,  2824 
see  also  Cancer,  Neoplasm,  Tumor (s) 

Cardiac 

failure,  intractable  [Clinicopathologic  Conference],  2929 
rehabilitation,  critique  of,  1737 
see  also  Heart 

Case  Report;  Sequential  Study  with  Aid  of  Single  Breath 
Diffusing  Capacity  [Farmer’s  Lung]  (Symposium) 
(Auchincloss  and  Vincent) , 3025 
Central  nervous  system,  regional  cooling  of,  by  extravascular 
perfusion  hypothermia,  2908 
Cervix:  gynecologic  cancer;  part  I,  2218 
Change  in  Bowel  Habits  as  Presenting  Complaint  in  Gastric 
Cancer  (Lazar),  1745 
Chemotherapy 

cancer,  clinical  results  with  hydroxyurea  in;  preliminary 
report  [Recent  Advances  in  Medicine  and  Surgery],  2132 
cancer  of  colon  and  rectum,  2453 

second  breast  [Recent  Advances  in  Medicine  and  Surgery], 
2460 
Chest 

survey  clinics,  farmer’s  lung  as  observed  in  [Farmer’s 
Lung]  (Symposium),  3015 

x-ray,  abnormal,  meningeal  irritation,  and  leukemoid  re- 
action, signs  of  [Clinicopathologic  Conference],  2469 
x-ray  of,  in  operating  room  [Clinical  Anesthesia  Conference], 
2372 

Chiari-Frommel  syndrome:  galactorrhea;  review  [Recent 

Advances  in  Medicine  and  Surgery],  2800 
Child 

care  practices  on  pediatric  units  of  general  hospitals  in 
Westchester  County,  emotional  implications  of;  survey 
and  recommendations,  2568 
neglected,  and  child  health  conference,  1880 
see  also  Maternal  and  Child  Welfare  (Series) 

Childhood  and  infancy,  tumors  of  spinal  cord  in  (Symposium 
and  Panel  Discussion) , 2439 
Childhood,  strangulated  ovarian  tumors  in,  2266 
Children 

and  adolescents,  glue  sniffing  in,  1984 
laryngeal  and  bronchial  obstruction  in,  3049 
school-age,  mental  health  for;  responsibility  of  family 
physician  and  school  health  service,  2340 
tachycardia  during  anesthesia  in  [Clinical  Anesthesia  Con- 
ference] , 2822 

Chlorpropamide,  coproporphyrinuria  with  cutaneous  reaction 
induced  by,  2385 

Cholecystitis:  sinusitis,  nodules  in  lungs,  and  hard  prostate 
[Clinicopathologic  Conference],  2808 
Choriocarcinoma:  gynecologic  cancer;  part  II,  2330 
Chronic  Nonpuerperal  Inversion  of  Uterus  Associated  with 
Undifferentiated  Carcinoma  (Tancer,  Brockway,  and 
Solomon),  2824 

Cigarets:  smoking  habits  and  disease  in  New  York  State, 
2557 

Cirrhosis,  portal,  complicated  by  Schistosoma  mansoni,  2946 
Clamp  for  Control  of  Nasal  Hemorrhage  (Baer),  2130 
Clinical  Anesthesia  Conference  (Series),  1783,  2141,  2372, 
2822 

Clinical  Aspects  [Tumors  of  the  Spinal  Cord  in  Infancy  and 
Childhood  ] (Symposium  and  Panel  Discussion) , 2439 
Clinical  Evaluation  with  Computer  Aid;  Study  of  Cystic 
Fibrosis  of  Pancreas  by  Means  of  Data-Processing  Equip- 
ment (Bauman),  2665 

Clinical  Results  with  Hydroxyurea  in  Cancer  Chemotherapy; 
Preliminary  Report  [Recent  Advances  in  Medicine  and 
Surgery]  (Cole,  Beckloflf,  and  Rousselot),  2132 
Clinical  Study  of  Allergy  Therapy  with  Alum-Precipitated 
Pyridine  Suspensions;  Special  Usefulness  for  Highly 
Sensitive  Patients  (DeGara),  2682 
Clinical  Studies  of  Farmer’s  Lung  [Farmer’s  Lung]  (Sym- 
posium) (Emanuel  and  Wenzel) , 3027 
Clinicopathologic  Conference  (Series),  2006,  2252,  2469,  2583, 
2697,  2808,  2929 

Coagulation,  disorder  of;  von  Willebrand’s  disease:  entity  or 
syndrome?,  2783 

Coagulation:  fibrinolytic  activity  in  hemophilia  and  use  of 


epsilon-aminocaproic  acid,  2914 
Colon  and  Rectum,  cancer  of,  2453 

Comment  and  Summary  [Farmer’s  Lung]  (Symposium) 
(Wright),  3036 

Comparative  Value  of  Refractometer  and  Hydrometer  in 
Predicting  Urine  Osmolality;  Normal  and  Abnormal 
Urines  (Potolsky  and  Friedman),  2126 
Comparison  of  Grass  and  Ragweed  Pollen  Therapy  with 
Aqueous,  Emulsion,  and  Alum-Precipitated  Pyridine 
Extracts  (Sobel),  2110 

Computer  aid,  clinical  evaluation  with;  study  of  cystic 
fibrosis  of  pancreas  by  means  of  data-processing  equipment, 
2665 

Concomitant  Duodenal  Ulcer  and  Gastric  Carcinoma 
(Kirschenfeld,  Mermelstein,  and  Aronson),  1786 
Confidentiality,  Privilege,  and  Responsibility;  Legal  and 
Ethical  Problems  (Perles) , 2608 
Congenital  Aortic  Stenosis  (Rosenthal  and  Doyle),  2793 
Constipation:  cancer  of  colon  and  rectum,  2453 
Constipation:  change  in  bowel  habits  as  presenting  com- 
plaint in  gastric  cancer,  1745 

Contraceptive  purposes,  experience  in  use  of  intrauterine 
devices  for,  1872 

Coproporphyrinuria  with  a Cutaneous  Reaction  Induced  by 
Chlorpropamide  (Zarowitz  and  Newhouse) , 2385 
Correlation  Conferences  in  Radiology  and  Pathology  (Series), 
1907, 2137,  2367,  2589,  2818,  3060 
Critical  Appraisal  of  Psychosomatic  Studies  of  Asthma 
(Purcell),  2103 

Critique  of  Cardiac  Rehabilitation  (Harris),  1737 
Cyanosis,  postoperative  [Clinical  Anesthesia  Conference], 
2141 

Cyst,  calcified  synovial,  of  knee  joint,  2143 
Cystic  fibrosis  of  pancreas,  study  of,  by  means  of  data- 
processing  equipment;  clinical  evaluation  with  computer 
aid,  2665 


Delinquency:  mental  health  for  school-age  children;  respon- 
sibility of  family  physician  and  school  health  service,  2340 
Dermatogeriatric  Problems  in  the  Chronic  Disease  Hospital 
(Young),  1748 

Deserpidlne-methyclothiazide  therapy,  prolonged,  in  hyper- 
tensive young  adults,  2146 

Diabetes:  coproporphyrinuria  with  cutaneous  reaction  in- 
duced by  chlorpropamide,  2385 
Diabetes:  lactic  acidosis,  2593 

Diabinese:  coproporphyrinuria  with  cutaneous  reaction 

induced  by  chlorpropamide,  2385 
Diagnosis  and  Management  of  Skin  Cancer  (McPeak),  1753 
Diarrhea:  cancer  of  colon  and  rectum,  2453 
Diarrhea:  change  in  bowel  habits  as  presenting  complaint  in 
gastric  cancer,  1745 
Diet:  see  Nutrition  Excerpts  (Series) 

Digitalis:  reappraisal  of  incidence  of  ventricular  arrhythmias 
following  succinylcholine  administration,  2902 
Disease  or  Destiny;  The  Imaginary  World  of  Jean-Jacques 
Rousseau  [History  of  Medicine ] (Bush),  2600 
Diuretic:  prolonged  methyclothiazide-deserpidine  therapy  in 
hypertensive  young  adults,  2146 
Drug  Fever  Due  to  Potassium  Iodide  (Thurm  and  Finkel), 
2263 
Drug(s) 

empiric  trials  of  psychopharmacology,  2449 
fibrinolytic  activity  in  hemophilia  and  use  of  epsilon- 
aminocaproic  acid,  2914 

intra-arterial  infusion  emphasizing  treatment  of  malignant 
neoplasms  [Recent  Advances  in  Medicine  and  Surgery], 
1768 

nutritional  and  metabolic  effects  of  some  newer  steroids; 

IV.  Parenteral  anabolic  steroids,  2116 
procainamide  prophylaxis  in  recurrent  ventricular  tachy- 
cardia due  to  ischemic  heart  disease,  2476 
prolonged  methyclothiazide-deserpidine  therapy  in  hyper- 
tensive young  adults,  2146 

reappraisal  of  incidence  of  ventricular  arrhythmias  follow- 
ing succinylcholine  administration,  2902 
sensitivity:  dermatogeriatric  problems  in  chronic  disease 
hospital,  1748 

tandem  piperidine  and  dimethyl  phenothiazine  toxicity  in 
geriatric  patient,  1802 

variations  in  action  of  penicillins  under  aerobic  and  anaero- 
bic conditions,  2325 
Duodenal,  para-,  hernias,  left,  2482 

Duodenal  ulcer  and  gastric  carcinoma,  concomitant,  1786 
Dust:  farmer’s  lung  (Symposium),  3013 
Dying  patient,  problem  of  [Staff  Conference],  2356 
Dysphagia,  reticulum  cell  carcinoma  presenting  symptoms  of 
[Correlation  Conferences  in  Radiology  and  Pathology], 
3060 


EACA:  fibrinolytic  activity  in  hemophilia  and  use  of  epsilon- 
aminocaproic  acid,  2914 

Edema  as  a Presenting  Symptom  of  Hyperthyroidism  (Fried- 
man), 1798 

Eliciting  Rebound  Tenderness  of  Abdomen;  New  Method 
(Stein),  2161 

Emotional  Implications  of  Child  Care  Practices  on  Pediatric 
Units  of  General  Hospitals  in  Westchester  County;  Survey 
and  Recommendations  (Kazan,  Browning,  and  Cohen), 
2568 
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Emphysema:  smoking  habits  and  disease  in  New  York 

State,  2557 

Empiric  Trials  of  Psychopharmacology  (Rossi),  2449 

Endocarditis:  intractable  cardiac  failure  [Clinicopathologic 
Conference],  2929 

Endometriosis:  gynecologic  cancer;  part  II,  2330 

Enduronyl:  prolonged  methyclothiazide-deserpidine  therapy 
in  hypertensive  young  adults,  2146 

Epidemic  Phlebodynia;  An  Occupational  Hazard  of  Student 
Nurses  (Bandler),  2351 

Epsilon-aminocaproic  acid,  fibrinolytic  activity  in  hemophilia 
and  use  of,  2914 

Ernst  Heller,  M.D.,  1877-1964  (Steichen  and  Ravitch),  2500 

Esophageal  web,  lower,  associated  with  achalasia  of  esoph- 
agus, 1922 

Essential  Fructosuria  (Leonidas),  2257 

Experience  in  Use  of  Intrauterine  Devices  for  Contraceptive 
Purposes  (Nash),  1872 

Experimental  Studies  of  Farmer’s  Lung  [Farmer’s  Lung] 
(Symposium)  (Wenzel  and  Emanuel),  3032 


Farmer’s  lung  (Symposium),  3013 

Farmer’s  Lung  Disease  in  Eastern  Pennsylvania  [Farmer’s 
Lung]  (Symposium)  (Laubach) , 3020 

Farmer’s  Lung  as  Observed  in  Chest  Survey  Clinics  (Sym- 
posium) (Constantine),  3015 

Femoral  artery  region,  use  of  obturator  bypass  for  infected 
prostheses  in,  2573 

Femoral  nerve,  iatrogenic  neuropathy  of,  1918 

Femoral  Venous  Hum  (Tashima),  2797 

Femur,  newborn,  technic  of  localizing  head  of,  on  roentgeno- 
grams; newborn  hip  guide,  2345 

Fever,  drug,  due  to  potassium  iodide,  2263 

Fever,  Weight  Loss,  and  Abdominal  Discomfort  [Clinico- 
pathologic Conference],  2252 

Fibrinolytic  Activity  in  Hemophilia  and  the  Use  of  Epsilon- 
Aminocaproic  Acid  (Ritz) , 2914 

Fibroid,  massive  hemorrhage  in,  with  cystic  degeneration, 
2938 

Folsom  Report,  2031 

Fructosuria,  essential,  2257 

Furniture  polish,  lead,  and  mace  (nutmeg),  poisonings  due 
to  [Accidental  Chemical  Poisonings],  2270 


Galactorrhea;  A Review  [Recent  Advances  in  Medicine  and 
Surgery]  (Relkin) , 2800 

Gas  analysis,  principles  of,  of  interest  to  anesthesiologists, 
1859 

Gastrectomy:  present  status  of  surgery  for  peptic  ulcer 

[Recent  Advances  in  Medicine  and  Surgery],  1996 
Gastric 

cancer,  change  in  bowel  habits  as  presenting  complaint  in, 
1745 

carcinoma  and  duodenal  ulcer,  concomitant,  1786 
contents,  aspiration  of,  during  anesthesia  [Clinical  Anes- 
thesia Conference],  1783 

Geriatric,  dermato-,  problems  in  chronic  disease  hospital, 
1748 

Geriatric  patient,  tandem  piperidine  and  dimethyl  pheno- 
thiazine  toxicity  in,  1802 

Giant  Cell  Reticulohistiocytoma  Associated  with  Cancer 
(Labow  and  Shapiro),  2941 
Giant  Hemangioma  of  Leg  (Bowe) , 2827 

Glomerulitis:  sinusitis,  nodules  in  lungs,  and  hard  prostate 
[Clinicopathologic  Conference],  2808 
Glue  Sniffing  in  Children  and  Adolescents  (Brozovsky  and 
Winkler),  1984 

Governor’s  Committee  on  Hospital  Costs:  Summary  of 

Findings  and  Recommendations  [Folsom  Report],  2031 
Grafts,  hetero-,  bovine  arterial,  inferior  vena  cava  replace- 
ment with,  1967 

Grafts:  use  of  obturator  bypass  for  infected  prostheses  in 
femoral  artery  region,  2573 

Granulomatosis:  sinusitis,  nodules  in  lungs,  and  hard  pros- 
tate [Clinicopathologic  Conference],  2808 
Gynecologic  Cancer  (Clark),  Part  I,  2218;  Part  II,  2330 


Hay  fever:  comparison  of  grass  and  ragweed  pollen  therapy 
with  aqueous,  emulsion,  and  alum-precipitated  pyridine 
extracts,  2110 
Heart  disease 

acquired,  prosthetic  valve  replacement  for,  3045 
congenital  acrtic  stenosis,  2793 

congenital,  idiopathic  hypercalcemia  of  infancy  simulating, 
1910 

ischemic,  procainamide  prophylaxis  in  recurrent  ventricular 
tachycardia  due  to,  2476 

reappraisal  of  incidence  of  ventricular  arrhythmias  follow- 
ing succinylcholine  administration,  2902 
smoking  habits  and  disease  in  New  York  State,  2557 
tachycardia  during  anesthesia  in  children  [Clinical  Anes- 
thesia Conference],  2822 
see  also  Cardiac 

Heller,  Ernst,  M.D.,  1877-1964,  2500 

Hemangioma  Associated  with  Thrombocytopenia  (Kenny 
and  Mulhern),  2380 
Hemangioma,  giant,  of  leg,  2827 
Hematoma,  acute  subdural,  in  infancy,  2598 


Hematuria:  fibrinolytic  activity  in  hemophilia  and  use  of 
epsilon-aminocaproic  acid,  2914 
Hemoglobinopathy:  sickle  cell  ophthalmopathy,  2677 
Hemophilia,  bleeding  Meckel’s  diverticulum  in,  treated  by 
surgery,  1795 

Hemophilia,  fibrinolytic  activity  in,  and  use  of  epsilon- 
aminocaproic  acid,  2914 
Hemorrhage 

fibrinolytic  activity  in  hemophilia  and  use  of  epsilon- 
aminocaproic  acid,  2914 

massive,  in  fibroid  with  cystic  degeneration,  2938 
nasal,  clamp  for  control  of,  2130 

present  status  of  surgery  for  peptic  ulcer  [Recent  Advances 
in  Medicine  and  Surgery],  1996 
von  Willebrand’s  disease;  critical  evaluation  of  diagnostic 
criteria  [Recent  Advances  in  Medicine  and  Surgery], 
2236 

Hepatic:  see  Liver 

Hernias,  left  paraduodenal,  2482 

Hip  guide,  newborn;  technic  of  localizing  head  of  newborn 
femur  on  roentgenograms,  2345 
Histamine  release:  studies  on  mechanism  of  anaphylaxis 

in  vitro;  differentiation  from  cytotoxic  immune  injury 
[Proceedings,  New  York  Allergy  Society],  2229 
Homogeneous  Mass  in  Left  Upper  Quadrant  [Correlation 
Conferences  in  Radiology  and  Pathology],  1907 
Hospital  costs,  Governor’s  committee  on:  summary  of  find- 
ings and  recommendations  [Folsom  Report],  2031 
Hospital  stay,  preoperative  laboratory  testing  in  outpatient 
department  shortens,  2163 
Hum,  femoral  venous,  2797 

Hydrea:  clinical  results  with  hydroxyurea  in  cancer  chemo- 
therapy; preliminary  report  [Recent  Advances  in  Medicine 
and  Surgery],  2132 

Hydrometer  and  refractometer,  comparative  value  of,  in 
predicting  urine  osmolality;  normal  and  abnormal  urines, 
2126 

Hydroxyurea,  clinical  results  with,  in  cancer  chemotherapy; 
preliminary  report  [Recent  Advances  in  Medicine  and 
Surgery],  2132 

Hyperaldosteronism,  primary,  surgical  treatment  of,  1990 
Hypercalcemia,  idiopathic,  of  infancy  simulating  congenital 
heart  disease,  1910 

Hypertension:  pheochromocytoma,  2155 
Hypertension:  surgical  treatment  of  primary  hyperaldos- 

teronism, 1990 

Hypertensive  young  adults,  prolonged  methyclothiazide- 
deserpidine  therapy  in,  2146 

Hyperthyroidism,  edema  as  presenting  symptom  of,  1798 
Hyperthyroidism:  radioactive  iodine-labeled  triidothyronine 
resin  sponge  uptake;  useful  parameter  of  thyroid  function, 
2671 

Hypoglycemia  in  Primary  Carcinoma  of  Liver  (Imperato  and 
Lipton),  2707 

Hypothermia,  extravascular  perfusion,  regional  cooling  of 
central  nervous  system  by,  2908 
Hypothyroidism:  radioactive  iodine-labeled  triiodothyronine 
resin  sponge  uptake;  useful  parameter  of  thyroid  function, 
2671 


Iatrogenic  Neuropathy  of  the  Femoral  Nerve  (Merwarth  and 
Relkin),  1918 

Identification  Study  [Farmer’s  Lung  ] (Symposium)  (Wilson) , 
3013 

Idiopathic  Hypercalcemia  of  Infancy  Simulating  Congenital 
Heart  Disease  (Bauman  and  Bauman),  1910 
Idiopathic  Hypertrophic  Osteoarthropathy  (Hecht) , 3038 
Immune  injury,  cytotoxic,  differentiation  from;  studies  on 
mechanism  of  anaphylaxis  in  vitro  [Proceedings,  New  York 
Allergy  Society],  2229 

Importance  of  Reporting  Rh  Titers  Promptly  [Maternal  and 
Child  Welfare]  (Schoeneck),  2020 
Impotence;  A Concise  Review  [Recent  Advances  in  Medicine 
and  Surgery]  (Roen),  2576 
Infancy 

acute  subdural  hematoma  in,  2598 

and  childhood,  tumors  of  spinal  cord  in  (Symposium  and 
Panel  Discussion),  2439 
giant  hemangioma  of  leg,  2827 

idiopathic  hypercalcemia  of,  simulating  congenital  heart 
disease,  1910 

Infarction,  segmental,  of  small  intestine,  2374 
Infected  prostheses  in  femoral  artery  region,  use  of  obturator 
bypass  fcr,  2573 

Infection , variations  in  action  of  penicillins  under  aerobic  and 
anaerobic  conditions,  2325 

Infective  Agents  [Tumors  of  the  Spinal  Cord  in  Infancy  and 
Childhood]  (Symposium  and  Panel  Discussion)  (Karelitz), 
2446 

Inferior  Vena  Cava  Replacement  with  Bovine  Arterial 
Heterografts  (Breslau,  Schwartz,  Smith,  and  Rob),  1967 
Infusion,  intra-arterial,  emphasizing  treatment  of  malignant 
neoplasms  [Recent  Advances  in  Medicine  and  Surgery], 
1768 

Insemination,  artificial,  untoward  effects  of,  1876 
Intestinal  obstruction  and  radiating  back  pain  [Clinico- 
pathologic Conference],  2006 
Intestine,  small,  segmental  infarction  of,  2374 
Intra-Arterial  Infusion  Emphasizing  Treatment  of  Malignant 
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Neoplasms  [Recent  Advances  in  Medicine  and  Surgery] 
(Lawton),  1768 

Intractable  Cardiac  Failure  [Clinicopathologic  Conference], 
2929 

Intrauterine  devices  for  contraceptive  purposes,  experience  in 
use  of,  1872 

Introduction  [Farmer’s  Lung]  (Symposium)  (Bunn),  3013 
Introduction  [Pollen  Counts  and  Air  Pollution]  (Proceedings, 
New  York  Allergy  Society]  (Sanger),  1886 
Iodine,  radioactive,  labeled  triiodothyronine  resin  sponge 
uptake;  useful  parameter  of  thyroid  function,  2671 
Islet  Cell  Neoplasms  (Grann),  1976 

John  Armstrong,  M.D.  (1709-1779);  A Scot  in  London 
[Medical  Arts  and  Letters]  (Ober),  2711 

Kidney:  see  Renal 

Knee  joint,  calcified  synovial  cyst  of,  2143 
Knee  joint,  snapping  of,  caused  by  malformation  of  meniscus, 
1903 

Kwashiorkor:  malnutrition  in  early  life  and  mental  develop- 
ment (Nutrition  Excerpts),  2816 

Laboratory  testing,  preoperative,  in  outpatient  department 
shortens  hospital  stay,  2163 

Lactation:  galactorrhea;  review  [Recent  Advances  in 

Medicine  and  Surgery],  2800 
Lactic  Acidosis  (Jampol),  2593 

Large  Lesion  in  Rectum  [Correlation  Conferences  in  Ra- 
diology and  Pathology],  2367 

Laryngeal  and  Bronchial  Obstruction  in  Children  (Norris), 
3049 

Laryngectomees,  teaching  speech  to;  facilities  and  personnel 
in  New  York  State,  2954 

Lead,  mace  (nutmeg),  and  furniture  polish,  poisonings  due  to 
[Accidental  Chemical  Poisonings],  2270 
Learning  to  Listen  with  Stethoscope  Out  of  Ears;  Brooklyn 
Project  for  Continuing  Education  in  Psychiatry  for  Non- 
psychiatric Physicians  (Brody,  Golden,  and  Lichtman), 
2837 

Left  Paraduodenal  Hernias  (Kriss),  2482 
Legislation  Affecting  Psychiatry  and  Mental  Health  (Wiley) , 
2718 

Lesion  in  Left  Upper  Thorax  with  Pain  in  Left  Arm  [Correla- 
tion Conferences  in  Radiology  and  Pathology],  2818 
Leukemoid  reaction,  meningeal  irritation,  and  abnormal  chest 
x-ray,  signs  of  [Clinicopathologic  Conference],  2469 
Limitations  [Pollen  Counts  and  Air  Pollution]  (Proceedings, 
New  York  Allergy  Society]  (Perlman),  1888 
Liver,  hypoglycemia  in  primary  carcinoma  of,  2707 
Liver,  solitary  tuberculoma  of,  2479 

Lower  Esophageal  Web  Associated  with  Achalasia  of  the 
Esophagus  (Salzman),  1922 
Lung(s) 

cancer:  smoking  habits  and  disease  in  New  York  State, 
2557 

farmer’s  (Symposium),  3013 
idiopathic  hypertrophic  osteoarthropathy,  3038 
nodules  in,  sinusitis,  and  hard  prostate  [Clinicopathologic 
Conference],  2808 

Lymphadenitis:  fever,  weight  loss,  and  abdominal  discom- 
fort [Clinicopathologic  Conference],  2252 
Lymphoma:  homogeneous  mass  in  left  upper  quadrant 

[Correlation  Conferences  in  Radiology  and  Pathology], 
1907 

Lymphoma  Limited  to  the  Stomach  [Correlation  Con- 
ferences in  Radiology  and  Pathology],  2137 
Lymphoma:  reticulum  cell  carcinoma  presenting  symptoms 
of  dysphagia  [Correlation  Conferences  in  Radiology  and 
Pathology],  3060 

Mace  (nutmeg),  furniture  polish,  and  lead,  poisonings  due  to 
[Accidental  Ghemical  Poisonings],  2270 
Malignant  neoplasms,  intra-arterial  infusion  emphasizing 
treatment  of  [Recent  Advances  in  Medicine  and  Surgery], 
1768 

Malnutrition  in  Early  Life  and  Mental  Development  [Nutri- 
tion Excerpts]  (Barnes),  2816 

Marasmus:  malnutrition  in  early  life  and  mental  develop- 
ment [Nutrition  Excerpts],  2816 
Massive  Hemorrhage  in  Fibroid  with  Cystic  Degeneration 
(Van  Son  and  Sedlis),  2938 

Mastectomy:  second  breast  [Recent  Advances  in  Medicine 
and  Surgery],  2460 

Maternal  and  Child  Welfare  (Series) , 2020 
Meckel’s  diverticulum,  bleeding,  in  hemophilia  treated  by 
surgery,  1795 

Mediastinal  mass  and  superior  vena  cava  obstruction  [Clini- 
copathologic Conference],  2697 
Medical  Arts  and  Letters  (Series),  1804,  2026,  2388,  2711, 
2951 

Medicine:  see  Recent  Advances  in  Medicine  and  Surgery 
(Series) 

Melanoma:  diagnosis  and  management  of  skin  cancer,  1753 
Meningeal  irritation,  leukemoid  reaction,  and  abnormal  chest 
x-ray,  signs  of  [Clinicopathologic  Conference],  2469 
Meniscus,  snapping  of  knee  joint  caused  by  malformation  of, 
1903 

Mental  development  and  malnutrition  in  early  life  [Nutrition 
Excerpts],  2816 

Mental  health  and  psychiatry,  legislation  affecting,  2718 


Mental  Health  for  School-Age  Children;  Responsibility  of 
Family  Physician  and  School  Health  Service  (Jacobziner) , 
2340 

Metaplasia,  myeloid,  as  result  of  chronic  benzene  intoxica- 
tion, 2260 

Metaplasia:  sinusitis,  nodules  in  lungs,  and  hard  prostate 
[Clinicopathologic  Conference],  2808 
Methicillin:  variations  in  action  of  penicillins  under  aerobic 
and  anaerobic  conditions,  2325 

Methyclothiazide-deserpidine  therapy,  prolonged,  in  hy- 
pertensive young  adults,  2146 
Military  psychiatrist,  new,  and  countertransference,  2562 
Modern  Developments  in  Psychiatry  (Wall) , 2840 
Moles:  diagnosis  and  management  of  skin  cancer,  1753 

Moschocowitz’s  disease:  acute  abdominal  pain  and  coma 

[Clinicopathologic  Conference],  2583 
Myeloid  Metaplasia  as  a Result  of  Chronic  Benzene  In- 
toxication (Port  and  Hyman),  2260 

Nafcillin:  variations  in  action  of  penicillins  under  aerobic 

and  anaerobic  conditions,  2325 
Nasal  hemorrhage,  clamp  for  control  of,  2130 
Nature  of  Poisonous  Snakebites  in  New  York  (Parrish) 
2211 

Neglected  Child  and  the  Child  Health  Conference  (Bleiberg), 
1880 

Neoplasm  (s) 

homogeneous  mass  in  left  upper  quadrant  [Correlation 
Conferences  in  Radiology  and  Pathology],  1907 
islet  cell,  1976 

malignant,  intra-arterial  infusion  emphasizing  treatment 
of  [Recent  Advances  in  Medicine  and  Surgery],  1768 
Neuritis,  paralytic  brachial,  2926 
Neuropathy,  iatrogenic,  of  femoral  nerve,  1918 
Nevi:  diagnosis  and  management  of  skin  cancer,  1753 

New  Military  Psychiatrist  and  Countertransference  (Sadock), 
2562 

Newborn  Hip  Guide;  Technic  of  Localizing  Head  of  New- 
born Femur  on  Roentgenograms  (Matles),  2345 
Newborn  infant:  giant  hemangioma  of  leg,  2827 

Nicholas  Barbon,  M.D.  (71640-1698);  Fire  Underwriter, 
Speculative  Builder,  and  Economist  [Medical  Arts  and 
Letters]  (Ober),  2388 

Nurses,  student,  occupational  hazard  of;  epidemic  phlebo- 
dynia,  2351 

Nutrition  Excerpts  (Series),  2369,  2816 

Nutritional  and  Metabolic  Effects  of  Some  Newer  Steroids. 
IV.  Parenteral  Anabolic  Steroids  (Albanese,  Lorenze. 
Orto,  and  Smullyan),  2116 

(Nutmeg)  mace,  furniture  polish,  and  lead,  poisonings  due 
to  [Accidental  Chemical  Poisonings],  2270 

Obturator  bypass  for  infected  prostheses  in  femoral  artery 
region,  use  of,  2573 
Opthalmopathy,  sickle  cell,  2677 

Orthopedic  Aspects  [Tumors  of  the  Spinal  Cord  in  Infancy 
and  Childhood]  (Symposium  and  Panel  Discussion) 
(La vine),  2444 

Osmolality,  urine,  comparative  value  of  refractometer  and 
hydrometer  in  predicting,  2126 
Osteorathropathy,  idiopathic  hypertrophic,  3038 
Osteochondritis  Dissecans  of  the  Talus  (Goldstone  and 
Pisani),  2487 

Ovarian  tumors,  strangulated,  in  childhood,  2266 
Ovary:  gynecologic  cancer;  part  II,  2330 

Pancreas,  study  of  cystic  fibrosis  of,  by  means  of  data- 
processing  equipment;  clinical  evaluation  with  computer 
aid,  2665 

Paralytic  Brachial  Neuritis  (Evans),  2926 
Parasite:  portal  cirrhosis  complicated  by  Schistosoma 

mansoni,  2946 

Part-Time  Service  in  School  Health  Programs;  A Neglected 
Pediatric  Challenge  (Keeve),  1759 
Pathology:  see  Clinicopathologic  Conference  (Series), 

Correlation  Conferences  in  Radiology  and  Pathology 
(Series) 

Pediatric  units  of  general  hospitals  in  Westchester  County, 
emotional  implications  of  child  care  practices  on;  survey 
and  recommendations,  2568 

Penicillins,  variations  in  action  of,  under  aerobic  and  an- 
aerobic conditions,  2325 

Peptic  ulcer,  present  status  of  surgery  for  [Recent  Advances 
in  Medicine  and  Surgery],  1996 
Perfusion  hypothermia,  extravascular,  regional  cooling  of 
central  nervous  system  by,  2908 
Pericarditis:  intractable  cardiac  failure  [Clinicopathologic 

Conference],  2929 

Pericarditis:  sinusitis,  nodules  in  lungs,  and  hard  prostate 
[Clinicopathologic  Conference],  2808 
Peritonitis:  fever,  weight  loss,  and  abdominal  discomfort 
[Clinicopathologic  Conference],  2252 
Peter  Mark  Roget,  M.D.,  F.R.S.  (1779-1869);  Utilitarian 
and  Lexicographer  [Medical  Arts  and  Letters]  (Ober), 
1804 

Pharmacology,  psycho-,  empiric  trials  of,  2449 
Phenothiazine,  toxicity,  tandem  piperidine  and  dimethyl, 
in  geriatric  patient,  1802 

Pheochromocytoma  (Samellas  and  Blumberg),  2155 
Phlebodynia,  epidemic;  occupational  hazard  of  student 
nurses,  2351 
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Phobias:  mental  health  for  school-age  children;  respon- 

sibility of  family  physician  and  school  health  service, 
2340 

Piperidine  and  dimethyl  phenothiazine  toxicity,  tandem,  in 
geriatric  patient,  1802 

Pneumocystis  Carinii  Pneumonia  in  an  Adult;  Emphasis  on 
Antemortem  Morphologic  Diagnosis  (Nicastri,  Hutter, 
and  Collins),  2149 
Pneumonia 

intractable  cardiac  failure  [Clinicopathologic  Conference], 
2929 

Pneumocystis  carinii,  in  adult;  emphasis  on  antemortem 
morphologic  diagnosis,  2149 

signs  of  meningeal  irritation,  leukemoid  reaction,  and 
abnormal  chest  x-ray  [Clinicopathologic  Conference], 
2469 

Pneumonitis:  farmer’s  lung  (Symposium),  3013 

Poisoning,  accidental,  role  of  physician  in  control  of,  2167 
Poisonings  Due  to  Mace  (Nutmeg),  Furniture  Polish,  and 
Lead  [Accidental  Chemical  Posionings],  2270 
Poisonous  snakebites  in  New  York,  nature  of,  2211 
Pollen  Counts  and  Air  Pollution  [Proceedings,  New  York 
Allergy  Society],  1886 

Pollen  and  Mold  Spore  Surveys  [Pollen  Counts  and  Air 
Pollution]  [Proceedings,  New  York  Allergy  Society] 
(Merksamer),  1891 

Pollen  therapy,  grass  and  ragweed,  comparison  of,  with 
aqueous,  emulsion,  and  alum-precipitated  pyridine 
extracts,  2110 

Pollution,  air,  and  pollen  counts  [Proceedings,  New  York 
Allergy  Society],  1886 

Pollution  solution,  New  York’s,  pure  waters  program  is, 
2495 

Polyarteritis  with  Renal  Vein  Thrombosis  (Mandelbaum, 
Aftalion,  Brody,  and  Hoffman),  1790 
Portal  Cirrhosis  Complicated  by  Schistosoma  Mansoni 
(Shalsha  and  Karpas) , 2946 

Postoperative  Cyanosis  [Clinical  Anesthesia  Conference], 
2141 

Potassium  iodide,  drug  fever  due  to,  2263 
Pregnancy:  gynecologic  cancer;  part  I,  2218;  part  II, 

2330 

Pregnancy:  see  also  Maternal  and  Child  Welfare  (Series) 

Preoperative  Laboratory  Testing  in  Outpatient  Department 
Shortens  Hospital  Stay  (Freilich) , 2163 
Present-Day  Trends  in  Russian  Medicine  (Lieberman) , 
2045 

Present  Status  of  Surgery  for  Peptic  Ulcer  [Recent  Advances 
in  Medicine  and  Surgery]  (Stewart),  1996 
Primitive  Autopsies  and  Background  to  Scientific  Medicine  in 
Central  Africa  [History  of  Medicine]  (Davies) , 2830 
Principles  of  Gas  Analysis  of  Interest  to  Anesthesiologists 
(Wald  and  Mazzia),  1859 

Problem  of  the  Dying  Patient  [Staff  Conference],  2356 
Procainamide  Prophylaxis  in  Recurrent  Ventricular  Tachy- 
cardia Due  to  Ischemic  Heart  Disease  (Douglas),  2476 
Proceedings,  New  York  Allergy  Society,  1886,  2229 
Prolonged  Methyclothiazide-Deserpidine  Therapy  in  Hy- 
pertensive Young  Adults  (Abruzzi),  2146 
Prostate,  hard,  sinusitis,  and  nodules  in  lungs  [Clinico- 
pathologic Conference],  2808 

Prostheses,  infected,  in  femoral  artery  region,  use  of  obturator 
bypass  for,  2573 

Prosthetic  Valve  Replacement  for  Acquired  Heart  Disease 
(Bowman  and  Malm),  3045 

Psychiatrist,  new  military,  and  countertransference,  2562 
Psychiatry 

and  mental  health,  legislation  affecting,  2718 
modern  developments  in,  2840 

for  nonpsychiatric  physicians,  Brooklyn  Project  for  con- 
tinuing education  in;  learning  to  listen  with  stethoscope 
out  of  ears,  2837 

Psychopharmacology,  empiric  trials  of,  2449 
Psychosomatic  studies  of  asthma,  critical  appraisal  of, 
2103 

Pulmonary:  see  Lung 

Pure  Waters  Program  Is  New  York’s  Pollution  Solution 
(Ingraham),  2495 

Purpura:  acute  abdominal  pain  and  coma  [Clinicopathologic 

Conference],  2583 

Pyridine  extracts,  aqueous,  emulsion,  and  alum-precipitated, 
comparison  of  grass  and  ragweed  pollen  therapy  with, 
2110 

Radiating  Back  Pain  and  Intestinal  Obstruction  [Clinico- 
pathologic Conference],  2006 
Radiation  therapy 

cancer  of  colon  and  rectum,  2453 
gynecologic  cancer;  part  I,  2218;  part  II,  2330 
second  breast  [Recent  Advances  in  Medicine  and  Surgery], 
2460 

Radioactive  Iodine-Labeled  Triiodothyronine  Resin  Sponge 
Uptake;  Useful  Parameter  of  Thyroid  Function  (Young 
and  Kupperman),  2671 

Radiologic  Aspects  [Tumors  of  the  Spinal  Cord  in  Infancy 
and  Childhood]  (Symposium  and  Panel  Discussion) 
(Epstein),  2442 

Radiology:  see  Correlation  Conferences  in  Radiology  and 

Pathology  (Series) 

Reappraisal  of  Incidence  of  Ventricular  Arrhythmias  Follow- 
ing Succinylcholine  Administration  (Akdikmen,  Boba, 
and  Landmesser),  2902 


Recent  Advances  in  Medicine  and  Surgery  (Series),  1768, 
1996, 2132, 2236, 2460, 2576, 2685,  2800,  3056 
Rectum 

cancer  of  [Recent  Advances  in  Medicine  and  Surgery], 
3056 

and  colon,  cancer  of,  2453 

large  lesion  in  [Correlation  Conferences  in  Radiology  and 
Pathology],  2367 

Refractometer  and  hydrometer,  comparative  value  of,  in 
predicting  urine  osmolality;  normal  and  abnormal  urines, 
2126 

Regional  Cooling  of  Central  Nervous  System  by  Extravascu- 
lar  Perfusion  Hypothermia  (Negrin),  2908 
Rehabilitation,  cardiac,  critique  of,  1737 

Renal  Transposition  Secondary  to  Primary  Retroperitoneal 
Tumor  (Joshi,  Seery,  and  Zeitel),  2021 
Renal  vien  thrombosis,  polyarteritis  with,  1790 
Retardation:  mental  health  for  school-age  children; 

responsibility  of  family  physician  and  school  health  service, 
2340 

Reticulohistiocytoma,  giant  cell,  associated  with  cancer, 
2941 

Reticulum  Cell  Carcinoma  Presenting  Symptoms  of  Dyspha- 
gia [Correlation  Conferences  in  Radiology  and  Pathol- 
ogy], 3060 

Review  of  Experience  [Tumors  of  the  Spinal  Cord  in  Infancy 
and  Childhood]  (Symposium  and  Panel  Discussion) 
(Epstein),  2441 

Rh  titers,  importance  of  reporting,  promptly  [Maternal  and 
Child  Welfare],  2020 

Roentgenograms,  technic  of  localizing  head  of  newborn 
femur  on;  newborn  hip  guide,  2345 
Roget,  Peter  Mark,  M.D.,  F.R.S.  (1779-1869);  utilitarian 
and  lexicographer  [Medical  Arts  and  Letters],  1804 
Role  of  Physician  in  Control  of  Accidental  Poisoning  (Jacob- 
ziner),  2167 

Rousseau,  Jean-Jacques,  imaginary  world  of;  disease  or 
destiny  [History  of  Medicine],  2600 
Rupture  of  the  Bladder  and  Urethra;  Diagnosis  and  Treat- 
ment [Recent  Advances  in  Medicine  and  Surgery]  (Reid 
and  Herman),  2685 

Russian  medicine,  present-day  trends  in,  2045 


Schistosoma  mansoni,  portal  cirrhosis  complicated  by 
2946 

Schistosomiasis  of  Bladder  [Correlation  Conferences  in 
Radiology  and  Pathology],  2589 
Schizophrenia:  mental  health  for  school-age  children; 

responsibility  of  family  physician  and  school  health  service, 
2340 

School-age  children,  mental  health  for;  responsibility  of 
family  physician  and  school  health  service,  2340 
School  health  programs,  part-time  service  in;  neglected 
pediatric  challenge,  1759 

Seborrhea:  dermatogeriatric  problems  in  chronic  disease 

hospital,  1748 

Second  Breast  [Recent  Advances  in  Medicine  and  Surgery] 
(Leis,  Mersheimer,  Black,  and  De  Chabon),  2460 
Segmental  Infarction  of  the  Small  Intestine  (Stern,  Gershon, 
and  Sokol),  2374 

Sickle  Cell  Ophthalmopathy  (Kearney) , 2677 
Signs  of  Meningeal  Irritation,  Leukemoid  Reaction,  and 
Abnormal  Chest  X-ray  [Clinicopathologic  Conference], 
2469 

Sinusitis,  Nodules  in  Lungs,  and  Hard  Prostate  [Clinico- 
pathologic Conference],  2808 

Sir  Richard  Blackmore,  M.D.  (1653-1729)  and  the  Raphael 
Cartoons  [Medical  Arts  and  Letters]  (Ober),  2951 
Skin  cancer,  diagnosis  and  management  of,  1753 
Skin:  dermatogeriatric  problems  in  chronic  disease  hospital, 

1748 

Smoking  Habits  and  Disease  in  New  York  State  (Hammond, 
Van  Griethuysen,  Dibeler,  Sneddon,  and  Halligan) , 2557 
Snakebites,  poisonous,  in  New  York,  nature  of,  2211 
Snapping  of  Knee  Joint  Caused  by  Malformation  of  the 
Meniscus  (Soren),  1903 

Solitary  Tuberculoma  of  the  Liver  (Chimene,  Roberts,  and 
Rohman),  2479 

Space  medicine:  biotelemetry  and  physician,  2893 

Speech,  teaching,  to  laryngectomees;  facilities  and  personnel 
in  New  York  State,  2954 

Spinal  cord,  tumors  of,  in  infancy  and  childhood  (Symposium 
and  Panel  Discussion),  2439 
Staff  Conference  (Series),  2356 

Stanozolol:  nutritional  and  metabolic  effects  of  some 

newer  steroids.  IV.  Parenteral  anabolic  steroids,  2116 
Staphylococcus:  variations  in  action  of  penicillins  under 

aerobic  and  anaerobic  conditions,  2325 
Steroids,  nutritional  and  metabolic  effects  of  some  newer. 

IV.  Parenteral  anabolic  steroids,  2116 
Stomach:  homogeneous  mass  in  left  upper  quadrant 

[Correlation  Conferences  in  Radiology  and  Pathology], 
1907  _ , 

Stomach,  lymphoma  limited  to  [Correlation  Conferences  m 
Radiology  and  Pathology],  2137  . 

Strangulated  Ovarian  Tumors  in  Childhood  (Dursi,  Leicht- 
ling,  and  Mersheimer),  2266 
Stenosis,  congenital  aortic,  2793  . 

Studies  on  Mechanism  of  Anaphylaxis  in  Vitro;  Differentia- 
tion from  Cytotoxic  Immune  Injury  [Proceedings,  New 
York  Allergy  Society]  (Austen),  2229 
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Succinylcholine  administration,  reappraisal  of  incidence  of 
ventricular  arrhythmias  following,  2902 
Superior  Vena  Cava  Obstruction  and  Mediastinal  Mass 
[Clinicopathologic  Conference],  2697 
Surgery 

cancer  of  colon  and  rectum,  2453 
gynecologic  cancer;  part  I,  2218;  part  II,  2330 
see  also  Clinical  Anesthesia  Conference  (Series),  Recent 
Advances  in  Medicine  and  Surgery  (Series) 

Surgical  Treatment  of  Primary  Hyperaldosteronism  (Man- 
nix),  1990 

Tachycardia  During  Anesthesia  in  Children  [Clinical  An 
esthesia  Conference],  2822 

Tachycardia,  recurrent  ventricular,  due  to  ischemic  heart 
disease,  procainamide  prophylaxis  in,  2476 
Talus,  osteochondritis  dissecans  of,  2487 

Tandem  Piperidine  and  Dimethyl  Phenothiazine  Toxicity 
in  a Geriatric  Patient  (Hader  and  Schulman) , 1802 
Teaching  Speech  to  Laryngectomees;  Facilities  and  Personnel 
in  New  York  State  (Margulies),  2954 
Technics  in  Preparation  and  Production  [Pollen  Counts 
and  Air  Pollution]  [Proceedings,  New  York  Allergy 
Society]  (Connell),  1886 

Thomas  Bowdler,  M.D.  (1754-1825);  Pre-Victorian  Re- 
former and  Editor  [Medical  Arts  and  Letters]  (Ober), 
2026 

Thorax,  left  upper,  lesion  in,  with  pain  in  left  arm  [Correlation 
Conferences  in  Radiology  and  Pathology],  2818 
Thrombocytopenia:  acute  abdominal  pain  and  coma 

[Clinicopathologic  Conference],  2583 
Thrombocytopenia,  hemangioma  associated  with,  2380 
Thromboembolism:  sinusitis,  nodules  in  lungs,  and  hard 

prostate  [Clinicopathologic  Conference],  2808 
Thrombosis,  renal  vein,  polyarteritis  with,  1790 
Thymoma:  superior  vena  cava  obstruction  and  mediastinal 

mass  [Clinicopathologic  Conference],  2697 
Thyroid  function,  useful  parameter  of;  radioactive  iodine- 
labeled  triiodothyronine  resin  sponge  uptake,  2671 
Thyroidism,  hyper-,  edema  as  presenting  symptom  of, 
1798 

Tracheostomy:  laryngeal  and  bronchial  obstruction  in 

children,  3049 

Triiodothyronine,  radioactive  iodine-labeled,  resin  sponge 
uptake;  useful  parameter  of  thyroid  function,  2671 
Tuberculoma,  solitary,  of  liver,  2479 

Tuberculosis:  fever,  weight  loss,  and  abdominal  discomfort 

[Clinicopathologic  Conference],  2252 
Tumors  of  the  Spinal  Cord  in  Infancy  and  Childhood  [Sym- 
posium and  Panel  Discussion],  2439 
Tumor  (s) 

large  lesion  in  rectum  [Correlation  Conferences  in  Radi- 
ology and  Pathology],  2367 

massive  hemorrhage  in  fibroid  with  cystic  degeneration, 
2938 

primary  retroperitoneal,  renal  transposition  secondary  to, 
2021 

strangulated  ovarian,  in  childhood,  2266 

superior  vena  cava  obstruction  and  mediastinal  mass 
[Clinicopathologic  Conference],  2697 
see  also  Cancer,  Carcinoma,  Neoplasm 

Ulcer,  duodenal,  and  gastric  carcinoma,  concomitant, 
1786 

Llcer,  peptic,  present  status  of  surgery  for  [Recent  Advances 
in  Medicine  and  Surgery],  1996 
Untoward  Effects  of  Artificial  Insemination  (Peyser), 
1877 

Urethra  and  bladder,  rupture  of;  diagnosis  and  treatment, 
2685 

Urinary  tract:  rupture  of  bladder  and  urethra;  diagnosis 

and  treatment  [Recent  Advances  in  Medicine  and  Surgery], 
2685 

Urine  osmolality,  comparative  value  of  refractometer  and 
hydrometer  in  predicting;  normal  and  abnormal  urines, 
2126 

Use  of  Obturator  Bypass  for  Infected  Prostheses  in  Femoral 
Artery  Region  (Davis,  Brown,  and  Ryan) , 2573 
Uterus,  chronic  nonpuerperal  inversion  of,  associated  with 
undifferentiated  carcinoma,  2824 
Uterus:  gynecologic  cancer;  part  II,  2330 

Vagina:  gynecologic  cancer;  part  I,  2218 

Valve  replacement,  prosthetic,  for  acquired  heart  disease, 
3045 

Valvulitis:  intractable  cardiac  failure  [Clinicopathologic 

Conference],  2929 

Variations  in  the  Action  of  Penicillins  Under  Aerobic  and 
Anaerobic  Conditions  (O’Connell  and  Bistany),  2325 
Vena  cava  obstruction,  superior,  and  mediastinal  mass 
[Clinicopathologic  Conference],  2697 
Vena  cava  replacement,  inferior,  with  bovine  arterial  hetero- 
grafts, 1967 

Venous  hum,  femoral,  2797 

Von  Willebrand’s  Disease;  A Critical  Evaluation  of  Diag- 
nostic Criteria  [Recent  Advances  in  Medicine  and  Surgery] 
(Horowitz  and  O’Leary),  2236 

Von  Willebrand’s  Disease:  Entity  or  Syndrome?  Dis- 

order of  Coagulation  (Wake  and  McClure) , 2783 
Vulva:  gynecologic  cancer;  part  I,  2218 


Waters  program,  pure,  is  New  York’s  pollution  solution, 
2495 

Wegener’s  granulomatosis:  sinusitis,  nodules  in  lungs,  and 

hard  prostate  [Clinicopathologic  Conference],  2808 

X-Ray  of  the  Chest  in  the  Operating  Room  [Clinical  An- 
esthesia Conference],  2372 

Zinc  in  nutrition,  aspects  of  [Nutrition  Excerpts],  2369 

Zollinger-Ellison  syndrome:  islet  cell  neoplasms,  1976 

Zollinger-Ellison  syndrome:  present  status  of  surgery  for 

peptic  ulcer  [Recent  Advances  in  Medicine  and  Surgery], 
1996 


Editorials 

A landfall,  2889 

Anniversary  greeting  to  a firm  friend,  2661 

Another  urban  blight,  2099 

Atomic  energy,  use  of,  in  medicine,  2551 

Catch  them  young,  2099 
Christmas  1965,  3007 
Court  decision 

informed  consent:  need  to  advise  patient  of  possibility  of 
undesirable  reactions  in  proposed  course  of  treatment,  2779 

Dangerous  woodpussy,  the,  2889 

Folsom  report,  1963 

High  level  statement  on  tuberculosis  control,  2321 
Hospital  Review  and  Planning  Council  of  Southern  New  York . 
Impact  of  Medicare  as  envisioned  by  the,  3007 

Impact  of  Medicare  as  envisioned  by  the  Hospital  Review 
and  Planning  Council  of  Southern  New  York,  3007 
Influenza  vaccine  recommended,  2780 

Informed  consent:  Need  to  advise  patient  of  possibility  of 
undesirable  reactions  in  proposed  course  of  treatment, 
2779 

Instant  dialysis  shortens  the  time  required  to  measure  vita- 
min, mineral,  and  hormone  levels,  1733 

Measles  immunization  program,  2207 
Medical  heraldry,  2661 
Medicare,  2779 

See  also:  Impact  of  Medicare  as  envisioned  by  the  Hos- 
pital Review  and  Planning  Council  of  Southern  New 
York 

Personal  legal  check-up,  2435 

Professional  disciplinary  proceedings:  What  constitutes 

professional  misconduct,  3009 

Respect  to  be  shown  a professional  witness,  2890 

Salvation  Army 

anniversary  greeting  to  friend,  2661 
Short  history  of  printing,  1855 

State  sales  tax  no  direct  concern  of  physicians,  2207 
Town  dump,  2551 

Training  for  closed  chest  cardiopulmonary  resuscitation,  2554 
Tuberculosis  control,  high  level  statement  on,  2321 

Use  of  atomic  energy  in  medicine,  2551 

Water,  water,  unfit  to  live  with,  2436 


Necrology 

Abel,  Harold  A.,  2732 
Adamo,  F.  S.  Hunter,  1926 
Adel,  Milton  Peter,  1810 
Allen,  Philip  Daly,  2392 
Archibold,  James  MacF.,  2509 
Armao,  Michael  Charles,  2171 
Aten,  William  Banta,  2171 

Baldassare,  Alfred  Gabriel,  2732 
Ballweg,  Harry  Albert,  2052 
Barham,  Paul  Franklin,  2732 


December  15,  1965  / New  York  State  Journal  of  Medicine  3079 


Berger,  Imre  Mirko,  1926 
Bernabeu,  Ednita  P.,  2617 
Bernstein,  Joshua  Heschel,  2617 
Bessie,  Everett  Mortimer,  2617 
Blass,  Victor,  3064 
Blazer,  Alfred,  2171 
Bodenbender,  Edward  Gustave,  2282 
Bray,  Dallas  Gilbert,  2171 
Breglio,  Louis  Paul,  2732 
Brewster,  Harold  Nesbitt,  2171 
Browne,  George  Vincent,  1926 
Buchman,  Joseph,  2732 
Bullard,  Frank  Marcus,  2282 
Bums,  Thomas  Craig,  2052 

Campbell,  Harris  Williams,  2961 
Caselnova,  V.  Edward,  2052 
Cecil,  Russell  LaFayette,  1926 
Childs,  David  Willis,  2052 
Clark,  Chester  Edmond,  2171 
Coleman,  Joseph,  2617 
Cook,  Albert  George,  3064 
Cunningham,  John  Joseph,  2732 
Cussler,  Robert  Catlin,  2052 

Damesek,  Meyer,  2617 
Dealy,  Frank  Nicholls,  2961 
Delaney,  William  Joseph,  2617 
Deutsch,  Ralph,  2617 
De  Victoria,  Cassius  Lopez,  2052 
Distenfeld,  Menachem,  2732 
Doherty,  William  Brown,  1810 
Domsky,  Wolf  J.,  2617 
Donlon,  John  James,  2617 
Doyle,  Stanley  B.,  2052 
Dunewitz,  Alla  Litvak,  2846 

Eaton,  Earl  Leo,  2732 
Ehrenclou,  Alfred  Hjalmar,  2846 
Ehrlich,  J.  W.,  2392 
Erdmann,  Albert  John,  Jr.,  2052 

Faske,  Leo,  2732 
Feibes,  Emilia  Beermann,  2618 
Feraca,  James  Emilio,  2509 
Fertig,  David,  2733 
Fisk,  Tracy  Lyman,  2171 
Foster,  E.  Carlton,  1926 
Francomano,  Pasquale  Joseph,  2733 
Frey,  W.  Guernsey,  2846 
Friedman,  Harry,  2509 
Friedman,  Samuel,  2618 
Fugazzi,  Silvio,  2509 

Gaffney,  Raymond  J.,  2733 
Garlock,  John  H.,  1926 
Garson,  Byron  Jerome,  2392 
Gillette,  Elizabeth  Van  R.,  2171 
Ginsberg,  William,  2171 
Gold,  Louis,  2052 
Goldfarb,  Barnett,  2053 
Goldstein,  Kurt,  2733 
Goller,  John  Jerome,  3064 
Greene,  Clayton  Wellington,  3064 
Gregory,  Richard  Oliver,  2846 
Grynbaum,  Maurycy,  2618 
Guttmann,  Oskar,  1926 

Hamburger,  Mark  David,  2618 
Harris,  Jennie  Harper,  3064 
Hatch,  John  A.,  2282 
Hatton,  Henry  C.,  2509 
Helfaer,  Bertram  M.,  2172 
Heller,  Leo  Ludwig,  2172 
Hemmer,  George  Norbert,  2053 
Hindson,  George  Norman,  1927 
Hoffman,  Julian  Bernard,  2733 
Hornstein,  Samuel  Louis,  2172 
Housman,  Sidney  Harry,  2053 
Howard,  J.  Campbell,  2846 
Hyslop,  George  Hall,  2172 

Jurkowitz,  Martin  W.,  2733 

Kalbfuss,  Joseph,  2733 
Kallet,  A.  Harry,  2618 
Kallmann,  Franz  Josef,  1810 
Kalter,  Henry  Hirsch,  2618 
Karash,  Sidney  J.,  2618 
Karpowski,  Joseph,  2618 
Katz,  Sydney  Milton,  1810 
Katzman,  Harold,  3064 
Kaufman,  Jacob,  2961 
Kaufman,  Samuel  Maurice,  2961 
Kennedy,  William  Thomson,  2172 
King,  Henry  Jackson,  2172 
Klein,  Arthur,  2733 
Korablith,  Abraham  Lionel,  2172 
Kraunz,  George  J.,  3064 
Kriss,  Bruno  Reginald,  2172 
Kurzweil,  Peritz  M.,  2392 


Landau,  Bruno,  1927 
Lavenberg,  Leonard,  1810 
Lehman,  Julius,  2618 
Lehndorflf,  Heinrich,  2961 
Leslie,  Morris  Joseph,  2618 
Levi,  Oscar  G.,  2053 
Levy,  Walter  Charles,  1810 
Linett,  David,  2509 
Livshin,  Norman,  3064 
Loose,  Franz,  2618 
Lopyan,  Milton,  2392 
Love,  O.  Houghton,  2392 

McCann,  Thomas  P.,  Sr.,  2618 
McCarty,  Frederick  H.,  2173 
MacGuire,  Constantine  J.,  2392 
Mandel,  David,  2618 
Mandl,  Fritz,  2733 
Markow,  Harry,  1810 
Martoccio,  Joseph,  3065 
Matus,  David,  2618 
Meyer,  Edore,  2619 
Mihaly,  John  Paul,  2509 
Milici,  Attilio,  3065 
Mills,  Harry  Lloyd,  2509 
Minden,  Bendix  Simeon,  2053 
Montgomery,  James  A.,  3065 
Morrissey,  Paul  Charles,  2053 
Munro,  Daniel  Colin,  2733 

Nimblatt,  Sophia  S.,  2619 
Norris,  Walter  John,  2173 

Osterhout,  Elijah,  2173 

Parno,  Sima  S.,  2173 
Pennisi,  Vincenzo,  2392 
Peterson,  Winfield  A.,  3065 
Petruzzelli,  Giuseppe  A.,  2734 
Pincus,  Barrett,  1927 

Raffl,  Arthur  Benedict,  2173 
Rath,  Julius,  2053 
Rhodes,  Roy  McKinley,  2734 
Richey,  Katherine  Elizabeth,  2734 
Richmond,  Ardeen  E.,  3065 
Rieger,  Ernest  Martin  Guido,  3065 
Riker,  Harold  Henry,  2173 
Rittenberg,  Leonard,  2053 
Rizzo,  Joseph  George,  2619 
Roseno,  Alfred,  2053 
Rosenthal,  Lazar,  2053 
Rubin,  Harold  Sherwin,  1811 

Sanders,  Theodore  Michael,  2393 
Savory,  Philip  Maxwell  Hugh,  2053 
Schillinger,  Arnold  Arthur,  2619 
Schleimer,  Hans,  2734 
Schless,  Solomon,  2282 
Schwartz,  Nathan,  2282 
Sefter,  John  Henry,  2619 
Selby,  Nathaniel  E.,  2734 
Selkin,  Max  Edward,  2619 
Shank  man,  Max,  2173 
Shults,  Norbert  C.,  1927 
Silverman,  Moses,  2734 
Silverstein,  Irving  Herbert,  2053 
Sisskind,  Samuel  George,  2619 
Smith,  Norman,  2173 
Sokolowski,  Joseph  William,  2393 
Spiegel,  Louis,  1811 
Stumpf,  Elmer  Herbert,  2734 
Sullivan,  Michael  F.,  2173 
Swetnick,  Samuel,  1927 

Taylor,  James  Aloysius,  2509 
Tiers,  Francis  M.,  1927 
Tobias,  Leo,  2619 

Townsend,  Edward  Howard,  Jr.,  3065 
Tracy,  Edward  Murray,  2282 
Trinidad,  Salvador  S.,  2961 

Van  Volkenburgh,  Vivian  Arthur,  2509 

Victor,  George,  2619 

Vogeler,  William  Jerome,  2734 

Wainerdi,  Harold  Raoul,  2509 
Wander,  Maurice  Carlyle,  2053 
Watts,  Joseph  Cook,  1927 
Wearne,  Raymond  G.,  2510 
Weichsel,  Herbert  S.,  2282 
Weiner,  Jerome  Joseph,  2173 
Weinreb,  Manfred,  2619 
Wendel,  Gustav,  2619 
Wetzen,  Delmo  L.,  2619 
Wightman,  Orrin  Sage,  2173 
Witt,  Samuel  Edward,  2734 

Young,  William  Anthony,  1927 

Zeiger,  Samuel,  2620 


3080  New  York  State  Journal  of  Medicine  / December  15,  1965 


Reviews  of  Books 

Adler,  Sol:  The  Non-Verbal  Child,  2057 
Aneurysms  and  Arteriovenous  Anomalies  of  the  Brain  (Pool 
and  Potts),  2624 

Atlas  of  Electroencephalography.  Volume  Three.  Neuro- 
logical and  Psychiatric  Disorders  (Gibbs  and  Gibbs)  1728 

Blood  Coagulation,  Hemorrhage,  and  Thrombosis  (Tocantins 
and  Kazal),  2512 

Bloomberg,  Maxwell  H.:  Orthopedic  Braces:  Rationale, 
Classification  & Prescription,  2057 
Brest,  Albert  N.,  Ed.:  Cardiovascular  Drug  Therapy. 

The  Eleventh  Hahnemann  Symposium,  2872 
Brinkhous,  Kenneth  M.,  Ed.:  The  Hemophilias.  In- 

ternational Symposium- — Washington,  1848 

Cameron,  Margaret  P.,  and  O’Connor,  Maeve,  Eds.: 
Ciba  Foundation  Colloquia  on  Endocrinology,  Volume  15. 
Aetiology  of  Diabetes  Mellitus  and  its  Complications, 
1849 

Cardiovascular  Drug  Therapy.  The  Eleventh  Hahnemann 
Symposium  (Brest  and  Moyer,  Eds.),  2872 
Caring  for  Your  Disabled  Child  (Spock  and  Lerrigo),  2624 
Chemistry  and  Treatment  of  Adrenocortical  Diseases 
(Prunty),  2512 

Ciba  Foundation  Colloquia  on  Endocrinology,  Volume  15. 
Aetiology  of  Diabetes  Mellitus  and  its  Complications 
(Cameron  and  O’Connor,  Eds.),  1849 
Ciba  Foundation  Symposium  on  Animal  Behaviour  and 
Drug  Action  (Steinberg,  de  Reuck,  and  Knight,  Eds.), 
2851 

Clinical  Endocrinology  and  Its  Physiologic  Basis  (Groll- 
man) , 2875 

Coates,  John  Boyd,  Jr.,  Ed.:  Medical  Department,  United 
States  Army.  Blood  Program  in  World  War  II,  1849 
Coates,  John  Boyd,  Jr.,  Ed.:  Medical  Department,  United 
States  Army.  Preventive  Medicine  in  World  War  II. 
Volume  VII.  Communicable  Diseases.  Arthropodborne 
Diseases  Other  Than  Malaria,  2872 
Conditioning  Techniques  in  Clinical  Practice  and  Research 
(Franks,  Ed.),  2852 

Daniels,  George  E.,  Ed.:  New  Perspectives  in  Psycho- 
analysis. Sandor  Rado  Lectures  1957-1963,  2625 

Franks,  Cyril  M.,  Ed.:  Conditioning  Techniques  in  Clinical 
Practice  and  Research,  2852 

Fusion  of  Psychiatry  and  Social  Science,  The  (Sullivan), 
2872 

Gibbs,  Frederic  A.,  and  Gibbs,  Erna  L.:  Atlas  of  Electro- 
encephalography. Volume  Three.  Neurological  and  Psy- 
chiatric Disorders,  1728 

Grollman,  Arthur:  Clinical  Endocrinology  and  Its  Phys- 
iologic Basis,  2875 

Haerer,  Armin  F.:  Post-Lumbar  Puncture  Headaches,  2872 
Haley,  Thomas  J.,  and  Snider,  Ray  S.,  Eds..:  Response 
of  the  Nervous  System  to  Ionizing  Radiation.  Second 
International  Symposium  held  at  the  University  of  Cali- 
fornia, Los  Angeles,  2512 

Heller,  Grant  L.:  Post- Lumbar  Puncture  Headaches,  2872 
Hemoglobin,  Its  Precursors  and  Metabolites  (Sunderman  and 
Sunderman,  Eds.),  2625 

Hemophilias.  International  Symposium- — Washington 
(Brinkhous,  Ed.),  1848 

Hoff,  Ebbe  Curtis,  Ed.,  and  Hoff,  Phebe  M.,  Asst.  Ed.: 
Preventive  Medicine  in  World  War  II.  Volume  VII. 
Communicable  Diseases.  Arthropodborne  Diseases  Other 
Than  Malaria.  Medical  Department,  United  States 
Army,  2872 

Holland,  William  C.,  Klein,  Richard  L.,  and  Briggs, 
Arthur  H.:  Introduction  to  Molecular  Pharmacology, 

1851 

Indications  for  Open-Heart  Surgery  (Morse),  1728 
International  Symposium  on  the  Electrophysiology  of  the 
Heart  (Taccardi  and  Marchetti,  Eds.),  2624 
Introduction  of  Molecular  Pharmacology  (Holland,  Klein, 
and  Briggs),  1851 

Jorstad,  Louis  H.:  Surgery  of  the  Breast,  1849 

Medical  Department,  United  States  Army.  Blood  Program 
in  World  War  II  (Coates,  Ed.),  1849 
Medical  Department,  United  States  Army.  Preventive 
Medicine  in  World  War  II.  Volume  VII.  Communicable 
Diseases.  Arthropodborne  Diseases  Other  Than  Malaria. 
(Coates  and  Hoff,  Eds;  Hoff,  Asst.  Ed.),  2872 
Morse,  Dryden  P.:  Indications  for  Open-Heart  Surgery, 
1728 

Moyer,  John  H.,  Ed.:  Cardiovascular  Drug  Therapy. 

The  Eleventh  Hahnemann  Symposium,  2872 

Neoplastic  Disease  at  Various  Sites  (Smithers,  Ed.).  Volume 
V.  Tumours  of  the  Kidney  and  Ureter  (Riches,  Ed.),  2512 
New  Perspectives  in  Psychoanalysis.  Sandor  Rado  Lectures 
1957-1963  (Daniels,  Ed.),  2625 
Non-Verbal  Child  (Adler),  2057 


Orthopedic  Braces:  Rationale,  Classification  & Prescription 
(Bloomberg),  2057 

Polypoid  Lesions  of  the  Gastrointestinal  Tract  (Welch), 

Pool,  J.  Lawrence,  and  Potts,  D.  Gordon:  Aneurysms 
and  Arteriovenous  Anomalies  of  the  Brain,  2624 
Post-Lumbar  Puncture  Headaches  (Tourtellotte,  Haerer, 
Heller,  and  Somers) , 2872 

Principles  and  Practice  of  Hypnoanalysis  (Schneck),  2851 
Prunty,  F.  T.  G.:  Chemistry  and  Treatment  of  Adreno- 
cortical Diseases,  2512 

Psychosomatic  Neurology  (Teitelbaum) , 1848 

Response  of  the  Nervous  System  to  Ionizing  Radiations. 
Second  International  Symposium  held  at  the  University  of 
California,  Los  Angeles  (Haley  and  Snider,  Eds.),  2512 
Rotstein,  Jerome:  Simple  Splinting,  2057 

Schneck,  Jerome  M.:  The  Principles  and  Practice  of  Hypno- 
analysis, 2851 

Simple  Splinting  (Rotstein) , 2057 

Smithers,  D.  W.,  Ed.:  Neoplastic  Disease  at  Various  Sites. 
Volume  V.  Tumours  of  the  Kidney  and  Ureter  (Riches 
Ed.),  2512 

Somers,  John  E.:  Post-Lumbar  Puncture  Headaches,  2872 
Spock,  Benjamin,  and  Lerrigo,  Marion  O.:  Caring  for 
Your  Disabled  Child,  2624 

Steinberg,  Hannah,  de  Reuck,  A.  V.  S.,  and  Knight, 
Julie,  Eds.:  Ciba  Foundation  Symposium  on  Animal 

Behaviour  and  Drug  Action,  2851 
Sullivan,  Harry  Stack:  The  Fusion  of  Psychiatry  and 
Social  Science,  2872 

Sunderman,  F.  William,  and  Sunderman,  F.  William, 
Jr.,  Eds.:  Hemoglobin,  Its  Precursors  and  Metabolites, 
2625 

Surgery  of  the  Breast  (Jorstad) , 1849 

Surgical  Clinics  of  North  America.  Nationwide  Number. 
October,  1962.  Recent  Advances  in  Surgery  of  the  Gastro- 
intestinal Tract  (Turell,  Ed.),  2625 
Surgical  Practice  of  the  Lahey  Clinic  (Staff  of  Lahey  Clinic) , 
2511 

Taccardi,  B.,  and  Marchetti,  G.,  Eds.:  International 

Symposium  on  the  Electrophysiology  of  the  Heart,  2624 
Tay-Sachs’  Disease  (Volk,  Ed.),  2875 
Teitelbaum,  Harry  A.:  Psychosomatic  Neurology,  1848 
Tissot’s  Gymnastique  Medicinale  et  Chirurgicale,  2511 
Tocantins,  Leandro  M.,  and  Kazal,  Louis  A.,  Eds.: 
Blood  Coagulation,  Hemorrhage,  and  Thrombosis,  2512 
Tourtellotte,  Wallace  W.:  Post-Lumbar  Puncture  Head- 
aches, 2872 

Turell,  Robert,  Ed.:  The  Surgical  Clinics  of  North 

America.  Nationwide  Number.  October,  1962.  Recent 
Advances  in  Surgery  of  the  Gastrointestinal  Tract,  2625 

Volk,  Bruno  W.,  Ed.:  Tay-Sachs’  Disease,  2875 

Walker,  Morton:  Your  Guide  to  Foot  Health,  2511 
Welch,  Claude  E.:  Polypoid  Lesions  of  the  Gastroin- 

testinal Tract,  1728 

Your  Guide  to  Foot  Health  (Walker),  2511 


Miscellaneous 

Abstracts,  1722,  1842,  2056,  2086,  2198,  2393,  2426,  2538, 
2648,  2848,  2962,  2989 

Abstracts  in  Interlingua,  1724,  1844,  2058,  2094,  2198,  2395, 
2426,  2546,  2655,  2849,  2963,  2993 
Advertising 

Index  to  Advertisers,  1726,  1840,  1958,  2088,  2202,  2316, 
2428, 2542, 2654, 2768, 2880,  2992 
Index  to  Products,  1813,  1929,  2061,  2177,  2289,  2403, 
2513, 2627, 2741, 2852,  2967,  3067 
Announcements 

Diseases  of  Thyroid  Gland  Symposium  Available,  1782, 
1983,  2115,  2235,  2387,  2582,  2846,  2907 
Medical  Society  of  the  State  of  New  York 

Annual  Convention,  1734,  1834,  1956,  2059,  2074,  2094, 
2109,  2200,  2217.  2259,  2329,  2401,  2424,  2459,  2494, 
2561,  2616,  2626,  2656,  2670,  2706,  2774,  2845,  2937, 
2878,  2994 

Scientific  Exhibits,  1964,  2100,  2208,  2398,  2430 
Scientific  Motion  Pictures,  1964,  2100,  2208,  2398,  2430 
Scientific  Program,  1964,  2100,  2208,  2398,  2430 
Nominating  Committee  Appointed,  1752 
Share  Your  Medical  Journals  with  Colleagues  Overseas, 
1811,  2056,  2145,  2366,  2510, 2622 

Book  Notes,  2735 

Books  Received,  1727,  2055,  2174,  2399,  2623,  2850 


December  15,  1965  / New  York  State  Journal  of  Medicine  3081 


Continuation  Education  Program,  2505 

District  Branch  Programs 
Third  and  Fourth,  2396 
Fifth  and  Sixth,  2283 
Seventh  and  Eighth,  2284 

Films  Reviewed,  2286,  2397,  2422,  2737 

Information  for  Authors,  1732,  1854,  1962,  2098,  2206,  2320, 
2434,  2550,  2660,  2778,  2888,  3006 

Masthead,  1731,  1853,  1961,  2097,  2205,  2319,  2433,  2549, 
2659,  2777,  2887,  3005 


Medical  Meetings,  1720,  1832,  1948,  2078,  2190,  2308,  2416, 
2621,  2650,  2756,  2868,  2982 

Medical  News,  1716,  1826,  1942,  2082,  2194,  2312  2420 
2530,  2644,  2760,  2882,  2990 
Medical  Schools,  1954,  2394,  2847 

Month  in  Washington,  1836,  2090,  2302,  2544,  2764,  2998 
Officers 

County  Medical  Societies,  2738 

State  Medical  Society,  1712,  1824,  1940,  2072,  2188,  2300, 
2414,  2526,  2640,  2752,  2978 

Table  of  Contents,  1708,  1820,  1936,  2068,  2184,  2296,  2410, 
2522,  2636,  2748,  2862,  2974 


3082  New  York  State  Journal  of  Medicine  / December  15,  1965 


“My  cooking  agrees  with  everyone  but  me 


She  complains  about  her  upset  stomach  and  blames  her  cooking... you 
diagnose  functional  G.l.  disturbance  and  associated  stress. ..as  manifested 
by  indigestion,  heartburn,  bloating,  or  constipation.  Prescribe 


DECHOLIN-BB 

(Hydrocholeretic*Antispasmodic*Sedative,  Ames) 

Each  Tablet  Contains: 

BUTABARBITAL  SODIUM  15  mg  (V4gr) 

(Warning:  May  be  habit  forming)  to  ease  nervous  tension 

DEHYDROCHOLIC  ACID 250  mg  (3%  gr) 

to  produce  a large  volume  of  watery  bile,  hydrate 
the  bowel  contents  and  gently  stimulate  intestinal 
motility 

BELLADONNA  EXTRACT 10  mg  (Vs  gr) 

to  reduce  smooth-muscle  hypertonus 


Average  Adult  Dose:  1,  or  if  needed,  2 tablets  three 
times  daily.  Precautions:  Observe  patients  periodically 
for  increased  intraocular  pressure  and  barbiturate  ha- 
bituation or  addiction.  Caution  drivers  against  pos- 
sible drowsiness.  Side  Effects:  Dehydrocholic  acid 
may  cause  transitory  diarrhea;  belladonna  — blurred 
vision,  dry  mouth.  Contraindications:  Biliary  tract 
obstruction,  acute  hepatitis,  glaucoma,  and  pros- 
tatic hyperplasia. 

Available  through  your  regular  supplier: 

Decholin-BB,  bottles  of  100  tablets. 

Ames  Company,  Inc.,  Elkhart,  Indiana  AMES 


72764 


TUBERCULIIMJINETEST 

(Rosenthal)  Lederle 


ideally  suited  for  routine  screening 

accurate— comparable  to  the  older  standard  intradermal  tests 
practical  —can  be  administered  by  nurses  under  physician  supervision 
convenient  — no  refrigeration  or  other  storage  precautions 
economical  —stable  for  2 years,  self-contained  disposable  unit 

Side  effects  are  possible  but  very  rare:  vesiculation,  ulceration  or  necrosis  at  test 
site.  Contraindications,  none;  but  use  with  caution  in  active  tuberculosis.  Available 
as  the  new  individually-capped  unit,  boxes  of  5,  or  in  cartons  of  25. 

LEDERLE  LABORATORIES.  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 
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Blood-glucose 
screening  for  all 
four  patients? 


| arks,  V.,  and  Dawson,  A.: 
fit.  M.  J.  7:293,  1965. 

>EXTROSTIX— 

rovides  a clinically  useful 
stermination  when  performed 
scording  to  directions^ 


EXTROSTIX  is  not  intended  to  replace 
e more  precise  analytical  laboratory  methods. 


.because  “Abnormalities  of  glucose 
Metabolism  are  among  the  [most 
jornmon]  encountered  in  clinical 
(ractice....”*  Simple,  quick,  econom- 
bal  blood-glucose  screening 
i'ith  Dextrostixp  Reagent  Strips  is 
racticable  in  every  regular  physical 
xamination,  emergency  situation, 

I nd  whenever  hypo-  or  hyper- 
[lycemia  may  be  of  clinical 
jignificance  — for  “The  precision 
nd  accuracy  of  Dextrostix 
i .meet  the  need  for  an  always 
ivailable  simple  screening 
’lethod....”*  All  that  is  required 
!>r  screening  with 
iextrostix  is  60  seconds 
nd  a globular  drop  of 
apillary  or  venous  blood, 
bnormal  readings  will  be 
(valuable  aid  to  diagnosis; 
lormals  will  help  you 
jstablish  an  important 
laseline  for  future  reference. 


Ves— aM  your  patients 


AMES  COMPANY,  INC. 
Elkhart,  Indiana 
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From  Sweeney,  W.  M.;  Dornbush,  A.  C.,  and  Hardy,  S.  M.;  Amer.  J.  Med.  Sci.  243:296  (Mar.)  1962 


the“extra” benefits  raise  the 
level  of  antibiotic  control 


BECLOMYClN 

DEMETHYIX3H I OKTETR  ACYCLI NE 


Effective  in  a wide  range  of  everyday  infections— respira- 
tory, urinary  tract  and  others— in  the  young  and  aged— the 
acutely  or  chronically  ill— when  the  offending  organisms  are 
tetracycline-sensitive. 

Side  effects  typical  of  tetracyclines  include  glossitis,  sto- 
matitis, proctitis,  nausea,  diarrhea,  vaginitis,  dermatitis, 
overgrowth  of  nonsusceptible  organisms,  tooth  discolor- 
ation (if  given  during  tooth  formation)  and  increased  intra- 
cranial pressure  (in  young  infants).  Also,  very  rarely, 
anaphylactoid  reaction.  Reduce  dosage  in  impaired  renal 


function.  Because  of  reactions  to  artificial  or  natural  sun- 
light (even  from  short  exposure  and  at  low  dosage),  patient 
should  be  warned  to  avoid  direct  exposure.  Stop  drug  im- 
mediately at  the  first  sign  of  adverse  reaction.  It  should  not 
be  taken  with  high  calcium  drugs  or  food;  and  should  not 
be  taken  less  than  one  hour  before,  or  two  hours  after  meals. 

Capsules,  150  mg.  and  75  mg.  of  demethylchlortetracycline 
HCI. 

Average  Adult  Daily  Dosage:  150  mg.  q.i.d.  or  300  mg.  b.i.d. 


LtOERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York;ggJgp 

8035-9720  


LIBRARY  of  the 
COLLEGE  OF  PHYSICIANS 

OF  PHILADELPHIA 


This  Book  is  due  on  the  last  date  stamped 
below.  No  further  preliminary  notice 
will  be  sent*  Requests  for  renewals  must 
be  made  on  or  before  the  date  of  expiration. 


DUE 

DUE 

JUN  2 1 fggg 

JUL  29  196b 
SEP  2 0 1966 

SEP  3 0 1966 
m 2 1 1867 

jAM  1 4 1969 

JU'N  2 4 1969 

DfcU  1 2 1989 

A fine  of  twenty-five  cents  will  be  charged  for 
each  week  or  fraction  of  a week  the  book  is 
retained  without  the  Library’s  authorization* 


